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Assessment

1.  Check vital signs.

2.  Monitor and determine the arrhythmia.  Document with a 6 second strip.

3.  Obtain brief history for cardiac abnormalities.

4.  Briefly assess the cardiac system, respiratory system, and level of consciousness.  Note any signs of poor perfusion such as an altered state of consciousness; cool, clammy skin; or hypotension.

5.  Assess patient condition as stable vs. unstable:

Stable:  The patient may be considered stable in the setting of arrhythmia if the child is alert and oriented with an acceptable systolic blood pressure.

Unstable:  The patient may be considered unstable in the setting of an arrhythmia if the child has an unacceptable blood pressure with dyspnea or chest pain, but is alert.

Critically Unstable:  The patient may be considered critically unstable in the setting of an arrhythmia if the child is hypotensive with altered mental status and / or cyanotic on 100% oxygen.

Ultimate determination of stability should be made in conjunction with the medical control physician.
Treatment (General)

1.  Consider 100% oxygen by non-rebreather mask.

2.  Consider an IV of NS/ LR at TKO rate.

3.  Monitor heart rhythm, vital signs and glucose level en route.

Ventricular Fibrillation

1.  Defibrillate at 2 j/kg.

2.  Consider Epinephrine 0.01 mg/kg 1:10,000 IV

0.1 mg/kg 1:1,000 ET (except newborns use 0.3 ml/kg 1:10,000)


(Repeat Epi every 3-5 minutes with 1:1,000 mg/kg IV)

3.  Defibrillate at 2-4 j/kg.

4.  Consider Amiodarone 5 mg/kg bolus IV/IO.

5.  Defibrillate at 4 j/kg.

6.  Consider Lidocaine 1 mg/kg bolus IV/IO.

7.  Defibrillate at 4 j/kg.

8.  Consider Magnesium 25-50 mg/kg IV/IO for Torsades de Pointes or hypomagnesaemia.

· Pattern should be CPR, drug-shock, defibrillation with in 30-60 seconds after each medication.

Ventricular Tachycardia

Ventricular tachycardia is a rare dysrhythmia in children, usually secondary to hypoxia.

1.  If no pulse, treat as ventricular fibrillation.

2.  If the patient is unstable, administer synchronized cardioversion using 0.5 – 1.0 j/kg.  If unsuccessful, repeat synchronized cardioversion with 2 j/kg.  If unsuccessful, may repeat at 4 j/kg.
3.  Consider Lidocaine (for wide complex only) 1 mg/kg IV bolus.

4.  Consider Procainamide 15 mg. kg IV over 30 – 60 minutes.

PSVT (Supraventricular Tachycardia)

1.  If patient is stable, transport to the Emergency Department.
2.  If the patient is unstable or critically unstable, consider synchronized cardioversion at 0.5-1.0 j/kg.  Repeat if necessary a second cardioversion at 2 j/kg.  Repeat if necessary a third cardioversion at 4 j/kg.  
Bradycardia (Heart Rate less than 60)

1.  If patient is stable, transport per general cardiac arrhythmia guideline.

2.  If patient is unstable or critically unstable consider:


A.  Start compressions on an infant if heart rate is less than 60 bpm.


B.  Consider Epinephrine 0.01 mg/kg 1:10,000 IV, 0.1 mg/kg 1:10,000 ET.



(May repeat every 3-5 minutes at the same dose.)

C.  Consider Atropine 0.02 mg/kg (minimum dose of 0.1 mg; maximum single dose 0.5 mg).  Dose may be given every 5 minutes up to a total dose of 0.1 mg/kg to a maximum of 1.0 mg. **

D.  Consider pacing.

E.  Transport immediately, notifying Medical Control Physician of the child’s status.

** Give Atropine first for bradycardia if you suspect vagal tone or primary AV block. **
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