Figure 2

0 min

Recognize decreased mental status and perfusion.
Begin high flow O, and establish 10/IV access according to PALS.

5 min

Begin antibiotics.

If no hepatomegaly or rales / crackles then push 20 mL/kg isotonic saline boluses
and reassess after each bolus up to 60 mL/kg until improved perfusion. Stop for
rales, crackles or hepatomegaly. Correct hypoglycemia and hypocalcemia.

15 min Fluid refractory shock?

Begin peripheral IV/IO inotrope infusion, preferably Epinephrine 0.05 — 0.3 pg/kg/min
Use Atropine / Ketamine IV/IO/IM if needed for Central Vein or Airway Access

Titrate Epinephrine 0.05 — 0.3 pg/kg/min for Cold Shock.
(Titrate central Dopamine 5 — 9 pg/kg/min if Epinephrine not available)
Titrate central Norepinephrine from 0.05 pg/kg/min and upward to reverse Warm Shock.
(Titrate Central Dopamine = 10 pg/kg/min if Norepinephrine not available)

60 min Catecholamine-resistant shock?

If at risk for Absolute Adrenal Insufficiency consider Hydrocortisone.
Use Doppler US, PICCO, FATD or PAC to Direct Fluid, Inotrope, Vasopressor, Vasodilators
Goal is normal MAP-CVP, ScvO, > 70%* and CI 3.3 — 6.0 L/min/m?

Low Blood Pressure
Cold Shock
ScvO, < 70%* / Hgb > 10g/dL
on Epinephrine?

Normal Blood Pressure
Cold Shock
ScvO, < 70%* / Hgb > 10g/dL
on Epinephrine?

Low Blood Pressure
Warm Shock
ScvO, > 70%*
on Norepinephrine?

Begin Milrinone infusion.
Add Nitroso-vasodilator if Cl <
3.3L/min/m2 with High SVRI

Add Norepinephrine to
Epinephrine to attain normal
diastolic blood pressure. If Cl <
and/or poor skin perfusion. 3.3 L/min/m2 add Dobutamine,
Consider Levosimendan if Enoximone, Levosimendan, or

unsuccessful. Milrinone.

If euvolemic, add Vasopressin,
Terlipressin, or Angiotensin. But, if
Cl decreases below 3.3 L/min/m?
add Epinephrine, Dobutamine,
Enoximone, Levosimendan.
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algorithm for time-sensitive, goal-directed
stepwise management of hemodynamic
support in infants and children. Proceed to
next step if shock persists. 1) First-hour
goals—restore and maintain heart rate
thresholds, capillary refill < 2's, and normal
blood pressure in the first hour/emergency
department. 2) Subsequent ICU goals—if
shock not reversed proceed to restore and
maintain normal perfusion pressure (MAP —
CVP) for age, ScVO2 > 70% (* except

Persistent Catecholamine-resistant shock? Refractory Shock? . . A
congenital heart patients with mixing
= - e > = T lesions), and cardiac index >3.3<6.0 L/
valuate Pericardial Effusion or Pneumothorax, : .
Maintain IAP < 12mmHg min/m2 in PICU.
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