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Parents bring baby to ED

®* 12 day old female infant

®* Presented to the ED with
48 hour history of:

Poor feeding
Lethargy

Pallor

Reduced wet nappies

- Born at 35+6, birth weight

of 3.1kg

- Observed on PNW for 48

hours.

- No sepsis risk factors &

remained well;: normal
baby check --> discharged
home

- S/B community midwife

day 4 and prescription for
chloramphenicol arranged
for a sticky eye.



In Triage:
Nurse Assessment

®* Baby quiet and pale
® Eyes sticky, runny nose and cough noted
® Observations:

HR 192

RR 68

Sats 88-94% in air (poor trace)

Cap refill time 7 seconds centrally



Medical Assessment

System Findings

Sats 95% in 15L facemask O2
Breathing Increased work of breathing, RR~70
Chest clear except transmitted upper airway sound

Quiet, responding to pain
Disability Hypotonic posture
Soft anterior fontanelle




Inltlal Investlgatlon Results

Venous Blood Gas

pH 6.89
pCoO27.11
pO2 3.13
HCO3- 8.3
BE -28
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Lactate 12

What Na 131

K 5.7
O Cl 102
Now > iCa 0.86
Hb 11.4
HCT 0.382

Glucose 2.9




WELCOME TO YOUR
WORST NIGHTMARE.




AIms

- 5 tips In stabilisation of the neonate & infant
Improve confidence in dealing with this cohort

- Questions



Look After The Left
Ventricle




What Causes the Myocardial
INnjury In Infants?

i Coronary Artery
Disease |

Cardiomyopathy & Metabolic
! Myocarditis , Dlsease | i Arrhythmia l

- Hypoxia -

Congenital

:eart Disease




A Downward Spiral(s)

MyﬂcardiaI~ Worsening
i - heart
iIschemia |

failure

Reduced Cardiac
Output

Neuro-
Hormonal
Myocardial Elevated Response
Oxygen Filling
demand Pressures

Neuro-

Increased ’ |
wall stress Increased ROVmOna
Increased MR Afterload esponse



Maintain Coronary Artery &
Cerebral Perfusion




Restore Physiology

- Presentation of critically unwell children can be
varied & non-specific

- Don’t get worried in the initial assessment about the
diagnosis

- Aim to restore normal physiology quickly

. To keep someone alive - perfuse
brain and coronaries!




Oxygenation & PEEP
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Inotrope Strategy
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Fluid?
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Use An Anaesthetic Recipe
That Works




Anaesthetic Induction Agents

>
irej/n._ﬂl




Resuscitation Drugs

- Volume (crystalloid vs colloid vs blood?)

- Peripheral dopamine infusion

- Uppers

= Dilute adrenaline (1mcg/kg/ml)
- Cardiac arrest doses of adrenaline (10mcg/kg)
- 10% Calcium gluconate (0.5mls/kg)

. Atropine (20mcg/kg)......... 77?77



Cover All Key Limited
Diagnoses




. Lethargic

- Not feeding

- Irritable

- Rapid breathing

- Reduced wet nappies

Classic Presentation




Neonatal & Infant Collapse: Causes

Distinguishing Features Common Features




SCAMS Treatment Checklist

Treatment/Question




Use Resources To Help

You




sort.nhs.uk ¢

SOUTHAMPTON OXFORD NHS
RETRIEVAL TEAM

Enter Keywords »

Home About us Patient and family Referral process Education Guidelines Contact us
24 hour retrieval and
clinical advice hotline:
023 8077 5502

The Southampton Oxford Retrieval
Team (SORT) is a collaboration
between two paediatric intensive
care units (PICUs). It delivers

expert paediatric critical care to
hospitals throughout the south of
England.

Making a referral Clinical guidelines Diary
Contact SORT as Retrieval guidelines, Simulation faculty development
soon as you suspect o formulary and clinical course
a child might need resources produced Monday, 26 to Tuesday, 27 March 2018
aediatric intensive by the retrieval team. :
P e y » Audit
@ Cate. Information on and resources for the HFNP audit
» Meet the retrieval team

Find out who's who in SORT



Gulidelines

http://www.sort.nhs.uk

uideline Tor the Ivianagement orf Neonatal Collapse

Recognition/Evaluation
Non-specific presentation
Respiratory distress, hypoxia, apnoeas, poor feeding
Tachycardia, poor pulses

Give Cefotaxime 50mg/kg + Amoxicillin 60mg/kg

Hyper/Hypothermia
Obtunded
——
Resuscitation SEPSIS
High flow oxygen Any evidence of MRSA / foreign travel +
Intravenous/Intra-osseous (I0):TAKE BLOODS E> Vancomycin (25mg/kg if no renal impairment)
Give 20ml/kg Hartmann’s Risk factors for herpes

+ Acyclovir (20mg/kg)

¥

Immediate investigations
U+E’s Blood glucose, LFTs, FBC & clotting :

ABG (allows interpretation of lactate and Pa0,)
Blood/urine culture, LP IF no Cl (SHOCK/COAGULOPATHY)
CXR, ECG if heart rate > 220 (Consider neonatal SVT)

ANY EVIDENCE OF SEIZURES ?
Unexplained tachycardia

¢YE5|:>

Recurrent apnoeas ves [

DUCT DEPENDENT LESION
EXCLUDED?

Fluid refractory shock = hypotension with 40 mlis/kg fluid
Continue fluid boluses if there is no significant hepatomegaly
Start peripheral dopamine at 5mcg/kg/min (IV/10)
INTUBATE AND VENTILATE IF NOT ALREADY
Central venous access
Central dopamine (max 15 mcg/kg/min)

Reassess heart rate pulses and blood pressure

Y4

Dopamine resistant SHOCK (use 2" line inotropes)
Add Adrenaline if poor pulses (suggesting low cardiac output)
Add Noradrenaline if pulses are bounding AND consider
HYDROCORTISONE 3mg/kg IV (TALK TO SORT CONSULTANT)

HYPOGLYCAEMIA
Take bloods as per hypoglycaemia pack
Dip urine for ketones
Give 2 ml/kg 10% dextrose
Start 0.9% saline/10% dextrose 4 mls/kg/hr
Minimum DEXTROSE requirement = 8 mg/kg/min

METABOLIC /ENDOCRINE
Do Ammonia and Metabolic Screen
Consider CAH and Steroid replacement

TRAUMA - CONSIDER IMAGING
Anaemia
Focal neurology/bulging fontanelle
Retinal haemorrhages
Bruising/Abdominal distension

DUCT DEPENDENT LESION
Measure pre/post ductal BP/SpO,
Cyanosis not responding to oxygen
Abnormal pulses
Heart murmur
Cardiomegaly/Hepatomegaly

START DINOPROSTONE 5-50 ng/kg/min
Consider intubation and ventilation if
1. Shocked (grunting/acidosis/poor pulses)
2. Apnoea on Dinoprostone
3. Low saturations with lactataemia

L

PFC
PREDUCTAL Sp0, < 70% ;Fi0, =1
Poor CO, clearance
Consider iNO if available

L

UNBALANCED CIRCULATION (HLHS/ CoA + VSD)
PREDUCTAL SpO, > 80%
Poor Pulses
Metabolic acidosis
Hypoventilate and and minimise FiO, to achieve
Sp0,=75%;Pa0,=5 Kpa;PaC0,=5 Kpa




Outreach
Education Days




The SORT
App
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Subsequent Management

Anaesthetic team contacted - intubated & ventilated
Further 20ml/kg 0.9%NaCl fluid bolus given
|O ceftriaxone given

PICU SORT team contacted - "we will collect..."



INn the meantime more

Na 133

K5.9

Urea 18.4

Creat 247

CRP 99

Glucose 2.8

results....

Bili 26

- ALT 598

. Alb 32
CaCorr 1.7
Mg 0.98

PO4 1.32

- Hb 118

. WCC 2.7

. Plts 94

- INR 10.7

- APTTR 4.6

- Fibrinogen

0.4



On Arrival of PICU Team

System Findings

CMV 25/5Ti 0.75 RR 25
FIO2 0.6 but no sats picking up
Equal chest wall movement
ETCO21.4

Breathing

Disability Sedated with Morphine & Midazolam




Action of PICU Team

APLS - |V adrenaline, CPR, hand ventilated --> ROSC after 3 mins
Bolus of calcium given

RIJ CVC inserted....... Femoral arterial line (minimal pulsation)
Prostin commenced

Red cells, FFP and Cryoprecipitate given

Inotropes commenced (calcium infusion, dopamine & adrenaline and
later milrinone and vasopressin)

Sodium bicarbonate given
I\VV aciclovir given and IV cefotaxime

Echo performed....



JPEG
171 bpm




Some Issues kept arising....

® Problems during CVC insertion

®* Problems during movement
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HOWEVER...

® Tried to move for ECMO
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Take Home Messages

- Maintain coronary artery and cerebral perfusion

- Look after the left ventricle

- Use an anaesthetic recipe that works

- Treat all the limited differential diagnoses: SCAMS

. Use the resources that exist to help you



Any Questions?
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Thank you!



