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Shock-typer

Hypovoleemisk
Cardiogent

* Pumpesvigt
*  Mb cordis congen

*  Arrytmi
Septisk
Anafylaktisk
Neurogent
Obstruktivt
Dissociativt
Spinalt?



The ACCM Clinical Practice Parameters for Hemodynamic Support of Pediatric and Neonatal
Patients in Septic Shock stepwise management of recommended therapeutic interventions
during the first 60 minutes of resuscitation.

0 min Recognize decreased mental status and perfusion.
Maintain airway and establish access according to PALS guidelines.

5 min

Push 20 cc/kg isotonic crystalloid or colloid boluses up to and over 60 cc/kg.
Correct hypoglycemia and hypocalcemia.

15 min Fluid responsive

60 min

Dopamine

Observe in PICU.

Fluid refractory shock

Establish central venous access
therapy and establish arterial

, begin dopamine

| monitoring.

/

Fluid refractory-dopamine resistant shock
responsive l

Titrate epinephrine fo

norepinephrine for warm shock.

r cold shock,

Catecholamine Catecholamine-resistant shock

responsive |

At Risk for
Adrenal Insufficiency?

Not at Risk?

Give
hydrocortisone.

Do not give
hydrocortisone.

Han Y Y et al. Pediatrics 2003;112:793-799
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0 min Recognise decreased mental status and perfusion
5 min | Maintain airway and establish access according to PALS guidelines

Push 20 ml/kg isotonic saline or colloid boluses up to and over 60 mi/kg
Correct hypoglycaemia and hypocalcaemia

15 min Fluid refractory shock

Fluid responsive - -
Establish central venous acess, begin

dopamine therapy and establish arterial monitoring Eaniy:AGE dnd

PICU transport
Fluid refractory-dopamine resistant shock team
management

- Titrate epinephrine for cold shock,
Observe in PICU norepinephrine for warm shock

Catecholamine-resistant shock

At risk of adrenal insufficiency? Not at risk?
60 min | Give hydrocortisone Do not give hydrocortisone }
Normal blood pressure|| Low blood pressure Low blood pressure %
cold shock, cold shock, warm shock
ScvO, sat <70% ScvO, sat <70%
Titrate volume and
Add vasodilator or Titrate volume and norepinephrine PICU
type ”I PDE inh|bitor epinephrine LOW dose Vasopressin management )
with volume loading or angiotensin? not audited
Persistent catecholamine-resistant shock |
Place pulmonary artery catheter and direct fluid, | Refractory shock |
inotrope, vasopressor, vasodilator and hormonal J
therapies to attain normal MAP-CVP and CIl > 3.3 and
<6.0 I/min/m? | Consider ECMO |

2009 by BMJ Publishing Group Ltd and Royal College of Paediatrics and Child Health Inwald D P et al. Arch Dis Child 2009:94:348-353
: ;94



Behandlingsmal indenfor
de forste minutter/timer

Bedring af bevidsthedsniveau

Sikring af A+B

Normalisering kapilleer respons (og BT?)
Tydeligt faldende hjerteaktion
'Passende’ timediurese

Faldende laktat



Dopamin eller adrenalin?

Double-blind prospective randomized controlled trial etc..
120 bern, 1 md til 15 ar, sepsis, "fluid-refractory shock’
Dopamin 5-7.5-10 vs adr. 0.1-0.2-0.3

Markant bedre overlevelse i adr. gruppe OR adr. 6.5 !1??
MEN...

* Single center

* ZEkvipotente doser?

Ventura et al
CCM 2015; 43: 2292-2302



Nyt studie!

E-Pub 23.09.16
Ramaswamy et al, PCCM 2016

Double-Blind randomized Clinical Trial Comparising
Dopamine and Epinephrine in Pediatric Fluid-Refractory
Hypotensive Septic Shock.

Det taler vi om 1 naeste session!



Akutte undersggelser ved
cirkulatorisk shock

Diverse blodprgver

Ekkocardiografi tidligt hvis muligt
Rentgen (thorax, abdomen)

Ultralyd (abdomen, neonatalt cerebrum)
Diverse dyrkninger, PCR etc.

CAVE lumbalpunktur for barnet er ABC stabilt (og der ikke
er andre kontraindikationer)



4 H'erog4 T'er

ypoxi

ypovolemi
yper/hypokalieemi

ypothermia

ryk pneumothorax
amponade
oxiske substanser

rombo-emboli



Barnet med misteenkt sepsis

* Tegn pa infektion / inflammation
% Tp<35.0/>385
* Tachycardi (obs hypotermi)

* OG mindst et af folgende tegn pa kompromitteret
veaevsperfusion:

* Nedsat LOC

Hypoxi

(Oliguri)

Kraftige pulse

Laktat > 1.0 (2.0?) mmol/1

* F % ¥



Behandling af det septisk

shockerede barn

* Symptomatisk (ABCDE)

*
*
*

)(.

HUSK ilt og evt. stgtteventilation

Mindst én god vaskuleer adgang (PVK, 10, CVK)

Antibiotika atheengigt af lokal instruks og misteenkt
fokus

"'Fokusjagt’ vigtig! Teenk pa kirurgisk sanering.
Evt IgG ved fx toxisk shock syndrom

Ved mistanke om nekrotiserende fasciitis skal
overflytning til facilitet med hyperbar iltterapi
overvejes tidligt



Det shockerede barn med
abdominal lidelse

*x Gastroenteritis acuta - LIVSFARLIGT!

*  vaeske-elektrolytproblemer
* - CN5

* Akut bledning
*  gvre:
*  ulcus, varicer, (neesebledning og tonsilbledning)
* nedre

*  Meckels divertikel, inflammatorisk lidelse, div.

* “Akut abdomen’



HOJ] OBSTRUKTION
MALROTATION -VOLVOLUS




SPADBARN/SMABARN
ILEUS - TYNDTARMSOBSTRUKTION.




INVAGINATION OOA

UL:INVAGINAT

HVAD SA??



Akut abdomen hos bgrn




Ved mistanke om
cardiogent shock

* Fa sa god undersggelse sa hurtigt som muligt og specielt for
lang transport.

* Ring til en ven

* Prostaglandin (spaedbern)?
Vaskebehandling
Oxygenbehandling
Vasodilatation/diuretika?

Arrytmier

* ok ok *



Case: Dreng 10 ar

Indlagt pa lokal sgh med hgj feber og hoste i et dogn.
Rtg viser mindre hilusneert infiltrat.

CRP ca 120, behandles med penicillin.

Gradvis forveerring med stigende CRP.

D2 skift til Pip-tazo og claritromycin.

D3 yderligere forveerring, BT syst 65-70 mmHg.
Ekkocard: EF 30%!

Overfores til RH.



Stabiliser / Aben luftvej

Oxygener / Assister
vejrtrakning

Vaskulaer adgang /
vasker/medicin

Ved bevidsthed?

Aben luftvejene

Check vejrtrakning

Giv fem indblasninger

Check for puls og tegn pa
circulation

Start kompressioner,
Rytme 15:2

Re-vurder efter 1 minut
Vurder hjerterytme (EKG)




Konklusion
Veer altid systematisk ABC

Husk vedvarende fuld re-
evaluering

Teenk tidligt pa eetiologi

Veer beredt!!!




