PEDIATRIC VENTILATOR SUPPORT

History Signs and Symptoms Differential
e  Past Medical History e  ETT secured with commercial tube holder e  Determine mechanism of injury
. Medications e  Tube placement documented at teeth or vs. nature of illness
. Allergies gum line
e  Events leading to current status e  Breath sounds and airway pressures
e DNR code status documented

Assess ETT and Ventilator Prior to
Transport and Calculate Ideal Body
Weight
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Airway — Ventiltor Operation Procedure

i
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Continue to Monitor and Reassess

.

Pediatric Airway Guideline

PEARLS:

Keep BVM with mask and 10 ml syringe close to patient. In the event of any problem, the 1t corrective action is to disconnect the ventilator
and utilize the BVM.

DOPE - Displacement, Obstruction, Pneumothorax, Equipment failure/Esophageal intubation

In the event of hypotension, consider auto PEEP. Disconnect the ventilator and ventilate allowing full expiration. If symptoms resolve, resume
ventilation with reduced PEEP and/or increased expiratory time.

Monitor SPO2 and waveform ETCO2 continuously during transport maintaining ETCO2 at 35-45 (when appropriate).

Suction as needed and refer to troubleshooting check sheet as needed.

Acidotic patients are dependent on high minute ventilation to correct their acid-base balance. Keep ETCO2 as low as it was or < 20
Extended transports may require large amounts of medications. Plan Ahead.

For seizures consider KEPRA 2 G/250 ml NS over 15 minutes and Midazolam infusion 20-100 mcg/kg/hr (mix 50 mg in 250 ml NS)

May re-paralyze if attempts at increasing pain control or sedation fail or if patient is at risk for losing airway.
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