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Purpose: EMS frequently encounters patients that are critically ill and quickly
deteriorating to the point of cardiac or respiratory arrest. Deterioration can
often occur while packaging and loading these patients. It is important to
rapidly recognize the deteriorating patient and taking immediate action to
stabilize the condition prior to loading and transporting. The following
timeline provides a prioritization of the goal-directed treatments to stabilize
the patient and prevent deterioration.

1. Criteria: Patient < 14 years of age
a. Inclusion:

i. Patient in whom cardiac or respiratory arrest appears imminent

ii. Patient with provider impression of critical iliness, including new
onset altered mental status, airway compromise or severe
respiratory distress/failure,(cyanosis, severe retractions, head
bobbing,grunting, respiratory rate extremes per age-adjusted
normal MI-MEDIC), and/or signs and symptoms of shock/poor
perfusion. (capillary refill greater than 3 seconds, tachycardia or
hypotension per age-adjusted normal on MI-MEDIC).

b. Exclusion:

i. Life-threatening trauma that has not been corrected (i.e.,

exsanguination, pneumothorax, etc.)
2. Critical Actions (within First 5 Minutes)
a. Airway

i. Open airway manually. For child <2 years old, place padding under
shoulders (align auditory meatus with sternal notch).

ii. Insert nasopharyngeal or oropharyngeal Airway as
indicated/tolerated if not following commands (GCS motor <6), as
indicated/tolerated if GCS <9, or no response to verbal stimuli per
the Airway Management-Procedure Protocol.

b. Breathing
i. If respiratory failure or distress, sit patient up if tolerated and not
contraindicated by suspected spine injury. keep the patient calm and
allow them to maintain a position of comfort, if possible.

ii. Provide high-flow oxygen per the Oxygen Administration-
Procedure Protocol.

A. If respirations are <10 per minute, ventilate by BVM at 15LPM.
Two-person, two-handed technique is most effective and is
highly recommended if the number of providers allows.

B. If respirations are inadequate, ventilate by BVM at 15LPM.
Administer ventilations guided by chest rise. Two-person, two-
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handed technique is most effective and is highly
recommended if the number of providers allows.

iii. If respirations are >10 but inadequate, apply CPAP for respiratory
distress/hypoxia if appropriate size CPAP available. Refer to
CPAP-Procedure Protocol for age/size requirements.

iv. Respirations may be assisted with BVM in sitting position if patient
tolerates.

v. Consider PPV by BVM if not following commands or SpO2 <90%

vi. If respirations appear adequate, but the patient is not following
commands or SpO2 persistently less than 90%, consider ventilation
by BVM with 15LPM oxygen

vii. Administer ventilations guided by chest rise. Two-person, two-
handed technique is most effective and is highly recommended if
the number of providers allows.

O vii. Consider waveform capnography if appropriate per End Tidal
Carbon Dioxide Monitoring-Procedure Protocol

c. Circulation

i. Reference MI-MEDIC cards for age-adjusted expected blood
pressure and heart rate ranges.

ii. If bradycardic (HR <60), optimize ventilation/oxygenation. Refer to
the Pediatric Bradycardia-Treatment Protocol.

iii. Emergent IV/IO access - Limit IV attempts to 2 total. For
unresponsive or severely compromised pediatrics, |O can be the
initial attempt.

d. Monitoring
i. NIBP (cycle every 3 minutes)
ii. SpO2

(© iii. Continuous capnography per End Tidal Carbon Dioxide-
Procedure Protocol.
& iv. EKG

3. Immediate actions within First 10 Minutes
a. Circulation

O i. If evidence of poor perfusion, administer NS or LR 20 mL/kg bolus
(unless cardiogenic shock suspected i.e., JVD, hepatomegaly,
abdominal distension, crackles, etc.).

O A. If suspected cardiogenic shock, administer 5-10 mL/kg NS

bolus instead and contact Medical Control.
ii. If dysrhythmia is thought to be primary cause of shock, contact

Medical Control to discuss further interventions (electrical therapy
with cardioversion or pacing, etc.).
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4. Actions within First 15 Minutes
a. Re-assess response to treatments, including capillary refill with vital signs
i. Recheck vitals and listen to lungs following fluid bolus.
(© A. If decreasing oxygen saturations, crackles, or worsening
respiratory distress —STOP fluid bolus and contact Medical
Control immediately.

&» i. Consider starting vasopressors per Shock-Treatment
Protocol.
b. Circulation

(® i. Repeat NS or LR 20 mi/kg bolus if indicated, maximum total dose
40 ml/kg.
ii. If bradycardia (HR <60), optimize ventilation/oxygenation and refer
to the Pediatric Bradycardia-Treatment Protocol
iii. If no response to fluids, follow Shock-Treatment Protocol
5. Actions within First 20 Minutes

a. Re-assess response to treatments
b. Circulation
@Q i. Continue fluids as indicated by Shock-Treatment Protocol
or contact Medical Control
@@ii. Continue vasopressors (push-dose) as indicated by
Shock-Treatment Protocol or contact Medical Control
c. Airway
i. Insert advanced airway, if indicated and appropriate size available,
per Airway Management-Procedure Protocol.
6. Once critical and immediate actions have been completed: move the patient to
ambulance for transport. Transport may be initiated earlier per provider
discretion.

Notes:

1. The specific lengths of time listed are approximate to provide a sense of urgency
and to prioritize actions. Provider safety is of utmost importance. Care for these
patients should be given as quickly as possible, but safety considerations and the
scene environment may lead to times that are longer than these stated goals.
When conditions make it impossible to meet these goals, the reasons should be
documented.

2. Actions listed should be simultaneous and not in any specific order. As critical
actions are performed, transport may be initiated. However, transport should not
supersede initiation of life saving intervention.
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3. The concepts/actions listed can also be used in conjunction with the Pediatric
Return of Spontaneous Circulation (ROSC)-Treatment Protocol to prioritize
key interventions prior to transport of cardiac arrest patients with ROSC.

MCA Quality Improvement Performance Parameters:

1. Review all cases of cardiac arrest withnessed by (in presence of) EMS providers for
compliance with this protocol.

2. Ensure that specific treatments also follow other appropriate protocols, e.g., Airway
Management, Shock, Tachycardia, Bradycardia, etc.
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	4.1 MI MEDIC 1.27.23
	Pediatric Medication Emergency Dosing and Intervention Cards
	1. Obtain correct weight of the child
	a. If patient’s actual weight is known, use MI MEDIC card for that weight. (DO NOT CONFUSE POUNDS and KILOGRAMS)
	b. If patient’s weight is not known, use length-based resuscitation tape to determine the proper color zone.
	c. If a length-based resuscitation tape not available, use patient’s age to determine color of card to use. DO NOT GUESS THE WEIGHT OF THE CHILD.
	2. Select appropriate weight-based medication for intervention.
	3. Select the corresponding colored card
	4. Select desired medication from Cardiac Resuscitation or Medical Conditions
	5. ASSURE medication CONCENTRATION on hand is as specified on card
	6. Some medications should be diluted as instructed on card
	7. If dilution is required, follow steps to dilute entire vial of medication prior to drawing up final ml volume to administer.
	8. Confirm medication dose and volume to be delivered.
	9. Administer volume of medication as desired.
	10. Contact Medical Control for questions or concerns.
	NOTE: Some medication doses have been rounded for safety and ease of use for the prevention of medication errors. These doses may not exactly correspond with the mg/kg dose in the pediatric treatment protocols. The use of these rounded doses has been ...

	4.2 Childbirth and OB Emergencies 5.26.23
	1. Follow General Pre-hospital Care-Treatment Protocol
	A. If signs of newborn delivery are imminent, and there is no time to transport, prepare for delivery.
	E. Prolapsed Cord
	g. DO NOT ATTEMPT TO PUSH CORD BACK INTO THE PATIENT!
	G.  Multiple births
	a. Immediate transportation
	b. Multiple birth infants are typically small birth weight and will need careful
	management to maintain body heat.

	4.3 Newborn_Neonatal Assess_Resusc 12.30.22
	Newborn & Neonatal Assessment and Resuscitation
	Aliases: newborn assessment, newborn treatment, newborn resuscitation, neonatal resuscitation.
	Purpose:  Infants less than 30 days old are considered neonates.  This protocol is intended for assessment of newly born infants, and/or the resuscitation of newly born infants less than 30 days old.
	ASSESSMENT OF NEWLY BORN INFANTS
	1. History
	A. Date and time of birth
	B. Onset of symptoms
	C. Prenatal history (prenatal care, substance abuse, multiple gestation, maternal illness)
	D. Birth history (maternal fever, meconium, prolapsed or nuchal cord, bleeding)
	E. Estimated gestational age (may be based on last menstrual period)
	2. Immediate Assessment & Procedures
	A. Respiratory (R of APGAR)
	i. Assess rate and effort (strong, weak, or absent; regular or irregular)
	ii. Absent
	iii. Respiratory distress (grunting, nasal flaring, retractions, gasping, apnea OR no return of spontaneous breathing after stimulation.
	a. position airway (sniffing position) and clear airway as needed
	b. If thick meconium or secretions present suction mouth then nose
	c. Initiate ventilation with appropriately sized equipment and 21% oxygen (room air)
	B. Heart rate/pulse (P of APGAR)(fast, slow, or absent), auscultation of chest is the preferred method
	i. If heart rate >100 beats per minute
	a. Monitor for central cyanosis, provide blow-by oxygen as needed
	b. Monitor for signs of respiratory distress. If apneic or significant distress:
	1)  Initiate bag-valve-mask ventilation with room air at 40-60 breaths per minute
	ii. If heart rate < 100 beats per minute
	a. Initiate bag-valve-mask ventilation with room air at 40-60 breaths per minute
	b. Primary indicator of improvement is increased heart rate
	c. Only use minimum necessary volume to achieve chest rise
	d. If no improvement after 90 seconds, provide ventilations with supplemental oxygen (100%) until heart rate normalizes (100 or above)
	iii. If heart rate < 60 beats per minute
	a. Ensure effective ventilations with supplementary oxygen and adequate chest rise
	b. If no improvements after 30 seconds, initiate chest compressions
	1)  Two-thumb-encircling-hands technique is preferred
	c. Coordinate chest compressions with positive pressure ventilation (3:1 ratio, 90 compressions and 30 breaths per minute)
	d. Per MCA selection, consider intubation per Airway Management- Procedure Protocol
	C. Color/Appearance (first A of APGAR) (central cyanosis, peripheral cyanosis,
	pallor, normal)
	E. Muscle tone/activity (second A of APGAR)(poor or strong)
	3. APGAR score for witnessed deliveries, based on above assessment should be noted at one minute and five minutes after delivery.
	4. Prevent heat lost
	A. Maintain warm environment
	B. Keep infant dry and covered with dry blankets
	C. Keep infant’s head covered with infant cap
	D. Swaddle infant to mother skin to skin if infant is stable until transport
	5. For patient transport, refer to Safe Transportation of Children in Ambulances-Treatment Protocol.
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