Errata Sheet

Intermediate Emergency Care and Transportation of the Sick and Injured

Based on 2005 CPR and ECC Guideline Changes
Chapter 6: Pharmacology

	Page
	Location
	Original 
	Revised

	266
	Under Amiodarone hydrochloride (continued), How supplied


	3 mL ampules containing 50 mg/mL (150 mg/ampule) 
	3 mL ampules containing 50 mg/mL (150 mg/ampule), 3 mL prefilled syringes containing 50 mg/mL, and 900 mg vials

	266
	Under Amiodarone hydrochloride (continued), Dose


	Pediatric:

Not recommended
	Pediatric:

Not recommended 

5 mg/kg IV/IO bolus

Can repeat up to total dose of 15 mg/kg IV per 24 hours. 

Max single dose: 300 mg.

Pediatric dose for perfusing SVT and V-tach is 5 mg/kg IV/IO bolus over 20 to 60 minutes (max single dose: 300 mg). Can repeat to total dose of 15 mg/kg IV per 24 hours.

	266
	Under Amiodarone hydrochloride (continued), Special Considerations
	Must dilute amiodarone in 20 to 30 mL of D5W prior to administration (both in patients with a pulse and patients in cardiac arrest); use with caution in patients with congestive heart failure 
	Must dilute amiodarone in 20 to 30 mL of D5W prior to administration (both in patients with a pulse and patients in cardiac arrest); use with caution in patients with congestive heart failure, draw up slowly

	266
	Under Atropine sulfate (continued), Side effects
	Headache, hot flushed skin, disorientation, tachycardia, dry mouth, blurred vision, urinary retention
	Headache, hot flushed skin, disorientation, tachycardia, dry mouth, blurred vision, urinary retention, pupillary dilation

	267
	Under Atropine sulfate (continued), Dose
	Symptomatic bradycardia

Adult: 0.5 – 1.0 mg/kg rapid IV push; repeat every 3-5 min as needed; maximum dose, 0.04 mg/kg

Pediatric: 0.02 mg/kg IV, IO, or ET; minimum dose, 0.1 mg; maximum dose, 0.5 mg for a child and 1 mg for an adolescent
	Symptomatic bradycardia

Adult: 0.5 – 1.0 mg/kg rapid IV push; repeat every 3-5 min as needed; maximum dose, 3 0.04 mg/kg. Use caution in high-degree AV blocks. Avoid in hypothermic bradycardia.
Pediatric: 0.02 mg/kg IV, IO, or ET; minimum single dose, 0.1 mg; maximum total dose, 1 0.5 mg for a child and 2 1 mg for an adolescent

	267
	Under Atropine sulfate (continued), Dose
	Organophosphate poisoning

Adult 2 mg IV or IM every 5-15 min; repeat as needed until secretions clear
	Organophosphate poisoning

Adult 2-4 mg IV or IM every 5-15 min; repeat as needed until secretions clear

	269
	Under Epinephrine hydrochloride (1:10,000), Dose, Cardiac Arrest, Pediatric
	Initial dose: 0.01 mg/kg (0.1 mL/kg) IV or IO; 0.1 mg/kg (0.1 mL/kg of a 1:1,000 solution if given ET; repeat every 3-5 min

Subsequent doses: Repeat initial dose or give 0.1 mg/kg (0.1 mL/kg) of 1:1,000 solution; doses as high as 0.2 mg/kg (1:1,000 solution) may be effective
	Initial dose: 0.01 mg/kg (0.1 mL/kg) 1:10,000 IV or IO; 0.1 mg/kg (0.1 mL/kg) 1:1,000 if given ET; repeat every 3-5 min

Subsequent doses: Repeat initial dose or give 0.1 mg/kg (0.1 mL/kg) of 1:1,000 solution; doses as high as 0.2 mg/kg (1:1,000 solution) may be effective

	271
	Under Lidocaine HCL 2% (continued), dose
	Pediatric: 1.0 mg/kg; maximum dose, 3.0 mg/kg
	Pediatric: 1.0 mg/kg; rapid IV/IO push (maximum dose: 100 mg, 3.0mg/kg)

	273
	Under Vasopressin, Indications
	Alternative drug to the initial dose of epinephrine in cardiac arrest from ventricular fibrillation or pulseless ventricular tachycardia


	Alternative drug to the initial first or second dose of epinephrine in cardiac arrest from ventricular fibrillation, pulseless ventricular tachycardia, PEA, or asystole


Chapter 9: Airway Management and Ventilation

	Page
	Location
	Original 
	Revised 

	386
	Under the header “Jaw-Thrust Maneuver”
	Table 9-4 lists indications, contraindications, advantages, disadvantages, and complications of the jaw-thrust maneuver. 
	Table 9-4 lists indications, contraindications, advantages, disadvantages, and complications of the jaw-thrust maneuver. It should be noted that if the jaw-thrust maneuver is unsuccessful in opening the patient’s airway, you should perform the head tilt-chin lift maneuver. 

	388
	Under the header “Tongue-Jaw Lift Maneuver.” First paragraph, first sentence
	The tongue-jaw lift maneuver is used more frequently to open a patient’s airway and clear a foreign body airway obstruction using a finger sweep or suctioning.
	The tongue-jaw lift maneuver is used more frequently to open a patient’s airway and clear a foreign body airway obstruction using a finger sweep or in order to facilitate oropharyngeal suctioning.

	392
	Right side of page; paragraph that includes call-out for SD 9-7
	The steps for managing a complete airway obstruction in an unconscious adult are listed here and shown in Skill Drill 9-7:
	The steps for managing a severe complete airway obstruction in an unconscious adult are listed here and shown in Skill Drill 9-7:

	392
	2nd column, description of Skill Drill 9-7, Steps 3 and 4
	3. Perform the Heimlich maneuver up to five times (Step 3).

4. Open the patient’s mouth with a tongue-jaw lift maneuver, and perform a finger sweep to remove the object (Step 4).
	3. Perform the Heimlich maneuver up to five times Provide chest compressions (Step 3).

4. Open the patient’s airway, look in the mouth, and attempt to visualize the foreign body. Perform a finger sweep only if the object is visible with a tongue-jaw lift maneuver, and perform a finger sweep to remove the object (Step 4).

	392
	Right side of page; paragraph that includes call-out for SD 9-8
	The steps for managing a complete airway obstruction in an unconscious child are listed here and shown in Skill Drill 9-8:
	The steps for managing a severe complete airway obstruction in an unconscious child are listed here and shown in Skill Drill 9-8:

	392
	2nd column, description of Skill Drill 9-8, Steps 3 and 4
	3. Perform the Heimlich maneuver up to five times (Step 3).

4.  Open the patient’s mouth with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, perform a finger sweep to remove it (Step 4). 
	3. Perform the Heimlich maneuver up to five times Provide chest compressions (Step 3).

4.  Open the patient’s airway, look in the mouth, and attempt to visualize the foreign body.  with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, Perform a finger sweep only if the object is visible to remove it (Step 4).

	392
	Right side of page; paragraph that includes call-out for SD 9-8; first sentence
	The steps for managing a complete airway obstruction in an unconscious infant are listed here and shown in Skill Drill 9-9:
	The steps for managing a severe complete airway obstruction in an unconscious infant are listed here and shown in Skill Drill 9-9:

	392
	2nd column, description of Skill Drill 9-9, Steps 3-6
	3. Perform up to five back blows (Step 3).

4. Perform up to five chest thrusts (Step 4).

5. Open the patient’s mouth with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, perform a finger sweep to remove it (Step 5).

6. Attempt to ventilate (Step 6). Repeat steps 3 through 6 until successful or until help arrives.
	3. Perform up to five back blows Provide chest compressions (Step 3).

4. Perform up to five chest thrusts (Step 4).

54. Open the patient’s airway, look in the mouth, and attempt to visualize the foreign body. Perform a finger sweep only if the object is visible with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, perform a finger sweep to remove it (Step 54).

65. Attempt to ventilate (Step 65). Repeat steps 3 through 65 until successful or until help arrives.

	393
	Title for Skill Drill 9-7
	Managing Complete Airway Obstruction in an Unconscious Adult
	Managing a Severe Complete Airway Obstruction in an Unconscious Adult

	393
	Skill Drill 9-7, Photo 3 caption
	3. Perform the Heimlich maneuver up to five times.
	3. Perform the Heimlich maneuver up to five times Provide chest compressions.

	393
	Skill Drill 9-7, Photo 4 caption
	4. Open the patient’s mouth with a tongue-jaw lift maneuver, and perform a finger sweep to remove the object 
	4. If the object is visible, oOpen the patient’s airway mouth with a tongue-jaw lift maneuver, and perform a finger sweep if the object is visible. to remove the object.

	394
	Title for Skill Drill 9-8
	Managing Complete Airway Obstruction in an Unconscious Child
	Managing a Severe Complete Airway Obstruction in an Unconscious Child

	394
	Skill Drill 9-8, Photo 3 caption
	3. Perform the Heimlich maneuver up to five times.
	3. Perform the Heimlich maneuver up to five times Provide chest compressions.

	394
	Skill Drill 9-8, Photo 4 caption
	4. Open the patient’s mouth with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, perform a finger sweep to remove it.
	4. Open the patient’s airway mouth with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, and perform a finger sweep if the object is visible to remove it.

	395
	Title for Skill Drill 9-9
	Managing Complete Airway Obstruction in an Unconscious Infant
	Managing a Severe Complete Airway Obstruction in an Unconscious Infant

	395
	Skill Drill 9-9, Photo 3 and caption
	3. Perform up to five back blows.
	3. Perform up to five back blows 


	395
	Skill Drill 9-9, Photo 4-6 captions
	4. Perform up to five chest thrusts.

5. Open the patient’s mouth with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, perform a finger sweep to remove it.

6. Attempt to ventilate. Repeat steps 3 through 6 until successful or until help arrives.
	4. Perform up to five chest thrusts (Step 4).

3. Provide chest compressions.

54. Open the patient’s airway mouth with a tongue-jaw lift maneuver, and look for an object in the pharynx. If the object is visible and easily retrievable, and perform a finger sweep if the object is visible to remove it.
65. Attempt to ventilate. Repeat steps 3 through 65 until successful or until help arrives.

	396
	Title for Skill Drill 9-10
	Managing Complete Airway Obstruction or Incomplete Airway Obstruction With Poor Air Exchange in a Conscious Adult or Child
	Managing a Severe Complete Airway Obstruction or Incomplete Airway Obstruction With Poor Air Exchange in a Conscious Adult or Child

	396
	Skill Drill 9-10, step 1, caption
	1. Determine if the patient is choking by asking, “Are you choking?” If the patient is unable to answer but indicates that he or she is choking, ask, “Do you want help?”
	1.  Determine if the patient is choking by asking, “Are you choking?” If the patient cannot talk and nods yes, immediate treatment is needed. is unable to answer but indicates that he or she is choking, ask, “Do you want help?”

	415
	1st column, EMT-I Tips box
	Ventilation Rates

Adult
1 breath per 5 seconds

Child
1 breath per 3 seconds

Infant
1 breath per 3 seconds
	Ventilation Rates for an Apneic Patient With a Pulse

Adult
1 breath per 5-6 
seconds

Child
1 breath per 3-5 
seconds

Infant
1 breath per 3-5 
seconds

	415
	Prose for Skill Drill 9-17, step 2 only
	2.  Take a deep breath and exhale through the open port of the one-way valve. Breathe slowly into the patient’s mask for 2 seconds (Step 2). 
	2.  Take a deep breath and exhale through the open port of the one-way valve. Breathe slowly into the patient’s mask for 2 1 seconds (Step 2).

	416
	Skill Drill 9-17, caption 2
	2.  Exhale slowly into the open port of the one-way valve for 2 seconds as you watch for chest rise.
	2.  Exhale slowly into the open port of the one-way valve for 2 1 seconds as you watch for chest rise.

	418
	1st column, 3rd line under Three-Person BVM Ventilation
	The first rescuer maintains the mask seal by the appropriate method, the second rescuer holds the mask in place, and the third rescuer squeezes the bag and monitors compliance.
	The first rescuer maintains the mask seal by the appropriate method, the second rescuer holds the mask in place performs the Sellick maneuver ventilates, and the third rescuer squeezes the bag and monitors compliance  performs the Sellick maneuver.

	418
	2nd column, Steps 9 and 10
	9. Hold the mask in place while your partner squeezes the bag with two hands over 1.5 to 2 seconds until the patient’s chest rises adequately (Figure 9-20). Continue squeezing the bag once every 5 seconds for adults and once every 3 seconds for infants and children.

10. If you are alone, hold your index finger over the lower part of the mask, and secure the upper part of the mask with your thumb. This is known as the C-clamp technique and will maintain the seal (Figure 9-21). Use the head tilt-chin lift maneuver to make sure the neck is extended. Squeeze the bag in a rhythmic manner once every 5 seconds with your other hand. Continue squeezing the bag once every 5 seconds for adults and once every 3 seconds for infants and children. 
	9. Hold the mask in place while your partner squeezes the bag with two hands over 1.5 to 2 seconds until the patient’s chest visibly rises adequately (Figure 9-20). Continue squeezing the bag once every 5 to 6 seconds for adults and once every 3 to 5 seconds for infants and children.

10. If you are alone, hold your index finger over the lower part of the mask, and secure the upper part of the mask with your thumb. This is known as the C-clamp technique and will maintain the seal (Figure 9-21). Use the head tilt-chin lift maneuver to make sure the neck is extended. Squeeze the bag with your other hand in a rhythmic manner once every 5 to 6 seconds for adults and once every 3 to 5 seconds for infants and children. with your other hand. Continue squeezing the bag once every 5 to 6 seconds for adults and once every 3 to 5 seconds for infants and children.

	419
	Pediatric Needs Box, 4th paragraph
	Begin the ventilation, and say “squeeze” as you compress the bag as a guide for squeezing. Provide just enough volume to initiate chest rise. DO NOT OVERINFLATE. Obtain adequate chest rise with each ventilation. Pause to allow adequate time for exhalation. Begin releasing the bag and say “release, release, release” to allow time for air to escape. Continue ventilations using the “squeeze, release, release” method.
	Begin the Deliver each ventilation over 1 second—, and say “squeeze” as you compress the bag as a guide for squeezing. Provide just enough volume to initiate produce visible chest rise. DO NOT OVERINFLATE. Obtain adequate chest rise with each ventilation. Pause to allow adequate time for exhalation. Begin releasing the bag and say “release, release, release” to allow time for air to escape. Continue ventilations using the “squeeze, release, release” method. Deliver one ventilation every 3 to 5 seconds and allow adequate time for exhalation.

	420
	EMT-I Tips box, 2nd bullet point
	· Ventilation delivered at the appropriate rate

· 12/min for adults

· 20/min for infants and children
	· Ventilation delivered at the appropriate rate

· 10-12/min for adults

· 12-20/min for infants and children

	423
	Right side of page, second paragraph, second and third sentences
	You may reduce the amount of distention by increasing ventilation time (adults, 1.5 to 2 seconds; children, 1 to 1.5 seconds). Continue slow rescue breathing without attempting to expel gastric contents. 
	The risk of gastric distention can be reduced by delivering each rescue breath over a period of 1 second—just enough to produce visible chest rise. Continue slow rescue breathing without attempts to expel gastric contents. 

	438
	Table 9-19, Endotracheal Intubation, last bullet under advantages

Last bullet under complications
	· Provides a route for certain medications

· Barotrauma
	· Provides a route for certain medications (as a last resort; absorption of medications is unpredictable at best)
· Barotrauma

	441
	Second complete paragraph, 3rd and 4th sentences
	Hyperoxygenation delays desaturation and the resulting hypoxia. If a patient is apneic or hypoventilating, you should mildly hyperventilate (approximately 24 breaths/min) for 2 to 3 minutes before intubation. 
	Adequate preoxygenation Hyperoxygenation delays desaturation and the resulting hypoxia. If a patient is apneic or hypoventilating, you should preoxygenate him or her mildly hyperventilate (approximately 24 breaths/min) for 2 to 3 minutes before intubation.

	442
	Right column, paragraph just above the header “Insert the Blade”, first sentence only
	If you stop an intubation attempt, simply reoxygenate the patient (generally 2 to 3 minutes of ventilation at 24 breaths/min with 100% oxygen) and try again. 
	If you abort stop an intubation attempt, simply reoxygenate the patient for 2 to 3 minutes with 100% oxygen (generally 2 to 3 minutes of ventilation at 24 breaths/min with 100% oxygen) and try again.

	456
	Right column, first sentence under the header “Preoxygenation”
	The child should be preoxygenated with a BVM device and 100% oxygen for at least 30 seconds using the squeeze, release, release technique previously described. 
	The child should be adequately preoxygenated with a BVM device and 100% oxygen for at least 30 seconds prior to attempting intubation. using the squeeze, release, release technique previously described.

	478
	Prep Kit (continued), 5th, 9th, and 10th bullets
	· When you are providing artificial ventilation, remember that ventilating or blowing too forcefully can cause gastric distention. Slow, gentle breaths during artificial ventilation and use of cricoid pressure can help to prevent gastric distention.

· The Heimlich maneuver, finger sweeps, and attempts to ventilate can remove a complete airway obstruction.

· Treat patients with a partial airway obstruction and poor air exchange as if they had a complete airway obstruction. Patients with a partial airway obstruction and good air exchange should be closely monitored. 
	· When you are providing artificial ventilation, remember that ventilating or blowing too forcefully can cause gastric distention. Delivering each breath over 1 second Slow, gentle breaths during artificial ventilation and use of cricoid pressure can help to prevent gastric distention.

· The Heimlich maneuver should be performed to finger sweeps, and attempts to ventilate can remove a severe complete airway obstruction in a conscious child or adult.
· Treat patients with a severe partial airway obstruction and poor air exchange as if they had a complete airway obstruction. by alternating between chest compressions and attempts to ventilate. Patients with a mild partial airway obstruction and good air exchange should be closely monitored.


Chapter 19: Respiratory Emergencies

	Page
	Location
	Original 
	Revised

	868
	2nd column, 9th line


	Adults should be given one breath every 5 seconds. School-aged children need a smaller breath every 3 seconds. Infants need a small breath every 3 seconds. 
	Adults should be given one breath every 5-6 seconds. School-aged Infants and children need a smaller breath every 3-5 seconds. Infants need a small breath every 3-5 seconds.

	871
	Right upper column, first paragraph, last sentence
	Always assist with ventilations as a last resort, and then provide only about 10 to 12 shallow breaths/min.
	Always aAssist with ventilations as a last resort, and then provide only about 10 to 12 shallow breaths/min.


Chapter 20: Cardiovascular Emergencies

	Page
	Location
	Original 
	Revised

	914
	Pediatric Needs box, second paragraph
	Cardiac arrest in younger children is less common than in older children and is usually caused by respiratory failure. The energy levels of the electrical shock delivered by most AEDs are too high for children who are younger than 8 years of weigh less than 55 lb (25 kg); therefore, do not use an AED on children who fall into either of these categories. However, the American Heart Association advises that any patient in ventricular fibrillation needed immediate defibrillation. Pediatric pads for children younger than 8 years of age or less than 55 lb are now available and reduce the energy levels of the AED appropriately. Children who develop cardiac arrest may benefit from an AED. 
	Cardiac arrest in younger children is less common than in older children and is usually caused by respiratory failure. The energy levels of the electrical shock delivered by most AEDs are too high for children who are younger than 8 years of weigh less than 55 lb (25 kg); therefore, do not use an AED on children who fall into either of these categories. However, the American Heart Association advises that any patient in ventricular fibrillation needed immediate defibrillation. Pediatric pads for children younger than 8 years of age or less than 55 lb are now available and reduce the energy levels of the AED appropriately. Children who develop cardiac arrest may benefit from an AED.
Cardiac arrest in infants and children is usually the result of respiratory failure, not a primary cardiac event. However, the American Heart Association has determined that AEDs are safe to use in children older than 1 year of age. If the child is between 1 and 8 years of age, pediatric-sized pads and a dose-attenuating system (energy reducer) should be used. However, if these are unavailable, a regular adult AED should be used. At the present time, there is insufficient evidence to support the use of AEDs in infants less than 1 year of age. 



	915
	2nd column, 1st paragraph, last sentence
	Ventilate using a bag-valve-mask (BVM) device connected to 100% oxygen at a rate of one breath every 5 seconds. 
	Ventilate using a bag-valve-mask (BVM) device connected to 100% oxygen at a rate of one breath every 3 to 5 seconds.

	915
	2nd column, 2nd paragraph, 1st sentence
	Continue ventilation and chest compression, alternating with defibrillation after 1 minute of CPR that the patient remains in a “shockable” rhythm.
	Continue ventilation and chest compression, alternating with defibrillation after 1 2 minutes of CPR, assuming that the patient remains in a “shockable” rhythm.

	916
	1st column, 4th line from bottom
	The initial energy setting for ventricular fibrillation on a monophasic machine is generally 200 joules to start then moves to 200 to 300 joules, and then to 360 joules. With biphasic technology, the energy can be set at 120 joules for all three shocks and all subsequent shocks after that or can start at 120 joules and then escalate to 200 joules. 
	The initial and subsequent energy settings for ventricular fibrillation and pulseless ventricular tachycardia on a monophasic machine is generally 200 joules to start then moves to 200 to 300 joules, and then to 360 joules. With biphasic technology, the energy can be set at 120 joules for the first all three shocks and all subsequent shocks, after that or can start at 120 joules and then escalate to 200 joules. If the initial energy setting for a biphasic AED is unknown, a default setting of 200 joules should be used. 

	918
	1st column, Integrating the AED and CPR, 9th line


	CPR may be stopped for up to 90 seconds if three shocks are necessary. This is entirely proper; defibrillation is more important than CPR when ventricular fibrillation is present. 
	CPR may be stopped for up to 90 seconds if three shocks are necessary. This is entirely proper; Follow directions given by your AED. dDefibrillation is more important than CPR when ventricular fibrillation is present, especially if the patient’s cardiac arrest was witnessed by you. However, if you did not witness the patient’s cardiac arrest—especially if the call-to-arrival interval is greater than 5 minutes—you should perform 5 cycles (approximately 2 minutes) of CPR prior to analyzing the patient’s cardiac rhythm. Research has shown that return of spontaneous circulation (ROSC) occurs more frequently if 2 minutes of CPR is performed before defibrillation in patients with unwitnessed cardiac arrest. 

	918
	2nd column, Skill Drill 20-4, Steps 12-24
	12. If a shock is not indicated, go to step 17. If a shock is advised, make sure that no one is touching the patient. When the area is clear, push the shock button.

13. After the shock is delivered, most AEDs will automatically reanalyze the rhythm; if not, push the analyze button again.

14. If the machine advises a shock, deliver a second shock.

15. Reanalyze the rhythm.

16. If the machine advises a shock, deliver a third shock (Step 4).

17. Check for a pulse.

18. If the patient has a pulse, check the patient’s breathing (Step 5).

19. If the patient is breathing adequately, give the patient oxygen via nonrebreathing mask and transport. If the patient is not breathing or is breathing inadequately, use necessary airway adjuncts and proper positioning of the head and jaw to ensure an open airway. Provide artificial ventilations with high-concentration oxygen and BVM, and transport.

20. If the patient has no pulse, perform 1 minute of CPR.

21. After 1 minute of CPR, make sure no one is touching the patient. Push the analyze button again (as applicable).

22. If necessary, repeat one more cycle of up to three stacked shocks.

23. Transport the patient, and contact medical control.

24. Continue to support the patient as needed; ventilate the patient and continue CPR if needed (Step 6).
	12. If a shock is not indicated, go to step 1716. If a shock is advised, make sure that no one is touching the patient. When the area is clear, push the shock button.

13. After the shock is delivered, immediately begin five cycles of CPR beginning with chest compressions.

14. After five cycles (approximately 2 minutes) of CPR, reanalyze the patient’s rhythm.

If the machine advises a shock, deliver a second shock.

15. Reanalyze the rhythm.
1615. If the machine advises a shock, clear the patient and push the shock button deliver a third shock (Step 4).

17.16. If no shock is advised, Ccheck for a pulse.

18.17. If the patient has a pulse, check the patient’s breathing (at least 5 seconds but no more than 10 seconds) (Step 5).

19.18. If the patient is breathing adequately, give the patient oxygen via nonrebreathing mask and transport. If the patient is not breathing or is breathing inadequately, use necessary airway adjuncts and proper positioning of the head and jaw to ensure an open airway. Provide artificial ventilations with high-concentration oxygen and BVM, and transport.

20.19. If the patient has no pulse, perform 1 minute five cycles (approximately 2 minutes) of CPR.

20. Gather additional information about the arrest event. 

21. After 1  2 minutes of CPR, make sure no one is touching the patient. Push the analyze button  again (as applicable).

22. If necessary, repeat Steps 14 and 15 until you reach definitive careone more cycle of up to three stacked shocks.

23. Transport the patient, and contact medical control.

24. Continue to support the patient as needed; ventilate the patient and continue CPR if needed (Step 6).

	919
	1st column, 2nd and 3rd paragraphs
	If the patient has no pulse, resume CPR for 1 minute, then have the AED reanalyze the heart rhythm. If the AED advises a shock, deliver up to two sets of three stacked shocks. Separate each set of three shocks with 1 minute of CPR.


If the AED advises no shock and the patient has no pulse, resume CPR for 1 minute, then stop and reanalyze the heart rhythm for a third time. If the AED advises shock, deliver up to two sets of three stacked shocks with 1 minute of CPR between the two sets. If the AED still advises no shock, resume CPR, transport the patient, and contact medical control.
	If the patient has no pulse, resume CPR for 1 2 minutes, then have the AED reanalyze the heart rhythm. If the AED advises a shock, deliver up to two sets of three stacked shocks. Separate each set of three shocks with 1 minute of CPR deliver one shock followed by five cycles (approximately 2 minutes) of CPR beginning with chest compressions. Reanalyze the rhythm after 2 minutes. Repeat these steps if needed.


If the AED advises no shock and the patient has no pulse, resume CPR for 1 minute, then stop and reanalyze the heart rhythm for a third time. If the AED advises shock, deliver up to two sets of three stacked shocks with 1 minute of CPR between the two sets. If the AED still advises no shock, resume CPR, transport the patient, and contact medical control. five cycles (approximately 2 minutes), beginning with chest compressions. Stop and reanalyze the patient’s rhythm. Shock if advised, followed by five cycles of CPR. If no shock is advised, continue CPR. Check with medical control and transport.

	919
	EMT-I Tips box, 7th and 8th bullets
	· When using an AED for cardiac arrest in children younger than age 8 years or who weigh less than 55 lb (25 kg), use the pediatric pads designed for these patients.

· Unless indicated otherwise by local protocol, you do not need to perform pulse checks during rhythm analysis; typically there will be no pulse check between stacked shocks 1 and 2 and stacked shocks 2 and 3.
	· When using an AED for cardiac arrest in children younger than age 8 years or who weigh less than 55 lb (25 kg), use the pediatric pads—with a dose-attenuating system—designed for these patients if available. If not, adult pads may be used on children age 1 year or older. Pads may need to be placed front and back to prevent them from touching. 

· Unless indicated otherwise by local protocol, you do not need to perform pulse checks during rhythm analysis; typically there will be no pulse check between stacked shocks 1 and 2 and stacked shocks 2 and 3. The shock should be followed by immediate CPR for 2 minutes.

	920
	Skill Drill 20-4, Step 4
	4. Verbally and visually clear the patient.

Push the analyze button if there is one.

Wait for the AED to analyze the rhythm.

If no shock advised, perform CPR for 1 minute.

If a shock is advised, recheck that all are clear, and push the shock button.

Check pulse.

Push the analyze button, if needed, to analyze the rhythm again.

Press shock if advised (second shock).

Check pulse.

Push the analyze button, if needed, to analyze the rhythm again.

Press shock if advised (third shock).
	4. Verbally and visually clear the patient.

Push the analyze button if there is one.

Wait for the AED to analyze the rhythm.

If no shock advised, perform CPR for 1 minute.

If a shock is advised, recheck that all are clear, and push the shock button.

Check pulse.

Push the analyze button, if needed, to analyze the rhythm again.

Press shock if advised (second shock).

Check pulse.

Push the analyze button, if needed, to analyze the rhythm again.

Press shock if advised (third shock).
If no shock advised, check for a pulse. 

If the patient has no pulse, perform five cycles (approximately 2 minutes) of CPR and reassess in two minutes.

If a shock is advised, recheck that all are clear, and push the shock button.

After the shock is delivered, immediately begin five cycles of CPR beginning with chest compressions.

After five cycles (approximately 2 minutes) of CPR, reanalyze the patient’s rhythm.

If the machine advises a shock, clear the patient, push the shock button, and immediately resume CPR.

	921
	Skill Drill 20-4, Step 5
	5. Check pulse. If pulse is present, check breathing. 


	5.  After 2 minutes of CPR, reanalyze the cardiac rhythm. If no shock is advised, Ccheck pulse. If pulse is absent, continue CPR. If pulse is present, check breathing. 

	921
	Skill Drill 20-4, Step 6
	6. If breathing adequately, give 100% oxygen and transport. If apneic or breathing inadequately, ensure an open airway, ventilate, and transport.

If no pulse, perform CPR for 1 minute.

Clear the patient, and analyze again.

If necessary, repeat one cycle of up to three shocks, checking for a pulse after each shock.

Transport the patient, and contact medical control.

Continue to support breathing or perform CPR, as needed.
	6. If breathing adequately, give 100% oxygen and transport. If apneic or breathing inadequately, continue rescue breathing at 10 to 12 breaths/min ensure an open airway, ventilate, and transport.

If no pulse, perform CPR for 1 minute five cycles (approximately 2 minutes) of CPR.

Clear the patient, and analyze again.

If necessary, repeat one cycle of up to three shocks, checking for a pulse after each shock deliver another shock and immediately resume CPR. Repeat defibrillation every 2 minutes as needed. 

Transport the patient, and contact medical control.

Continue to support breathing or perform CPR, as needed.

	921
	1st column, 1st paragraph, 11th line down
	Patients have the best chance for survival is if they are resuscitated where they are found, unless the location is unsafe. 
	Patients have the best chance for survival if return of spontaneous circulation occurs at the scene. is if they are resuscitated where they are found, unless the location is unsafe.

	921
	2nd column, first two bullets
	· Two sets of three stacked shocks are delivered (6 total shocks).

· The machine gives three consecutive messages (separated by 1 minute of CPR) that no shock is advised.
	· Two sets of three stacked shocks are delivered (6 total shocks) Six to nine shocks delivered (or as directed by local protocol).
· The machine gives three consecutive messages (separated by 1 2 minutes of CPR) that no shock is advised (or as directed by local protocol).

	922
	Figure 20-35, 2nd blue box
	Unresponsive
Assess the ABCs

· Airway: open the airway

· Breathing: check breathing (look, listen and feel)
	Unresponsive

Assess the ABCs

· Airway: open the airway
· Breathing: check breathing (look, listen, and feel for 5 to 10 seconds)

	922
	Figure 20-35, 3rd blue box
	Breathing

· If breathing is adequate: place in recovery position and transport

· If breathing is inadequate: start rescue breathing (1 breath every 5 seconds)

· Monitor signs of circulation (every 30-60 seconds)
	Breathing YES
· If breathing is adequate: administer high-flow oxygen, place in recovery position, and transport

· If breathing is inadequate: ventilate once start rescue breathing (1 breath every 5 to 6 seconds)
· Monitor signs of circulation (every 30-60 seconds) 

· Check for pulse

	922
	Figure 20-35, 4th blue box
	Yes, Circulation

· Start rescue breathing (1 breath every 5 seconds)

· Monitor signs of circulation (every 30-60 seconds)
	Yes, Circulation YES
· Start rescue breathing (1 breath every 5 seconds)

· Monitor signs of circulation (every 30-60 seconds)

· Support ventilations

· Recheck pulse every 2 minutes

	922
	Figure 20-35, 1st red box
	Not Breathing

· Provide 2 slow breaths (2 seconds without oxygen or 1-2 seconds with oxygen)

· Circulation: check for signs of life and pulse
	Not Breathing NO
· Provide 2 slow breaths (2 seconds without oxygen or 1-2 seconds with oxygen) Give 2 breaths (1 second each) that make chest rise

· Circulation: Check for signs of life and pulse

	922
	Figure 20-35, 2nd red box
	No Circulation

Perform CPR (Until AED is ready)

· Start compressions at 100 a minute

· Ratio of compressions and ventilations of 15:2

· Attempt defibrillation (when available)

· Power on the AED

· Attach pads

· Analyze (clear)

· Shock (clear) up to 3 times if machine advises
	No Circulation NO
Perform Begin CPR (Uuntil AED is available ready)
· Push hard and push fast Start compressions at (100/ a minute; allow full chest recoil)
· Ratio of compressions to and ventilations: 30:2 of 15:2
· Attempt defibrillation (when available)

· Power on the AED

· Attach pads

· Analyze (clear)

· Shock (clear) up to 3 times if machine advises
· Apply AED and analyze (stand clear) 
· Shock one time if indicated
After AED completes shock

· Begin five cycles of CPR (approximately 2 minutes)

	922
	Figure 20-35, 3rd red box
	After 3 shocks or after any no shock advised statement from the machine

· Check for signs of circulation and pulse

· If no signs of circulation or pulse are present administer CPR for 1 minute
	After 2 minutes of CPR, reanalyze cardiac rhythm 3 shocks or after any no shock advised statement from the machine

If no shock is advised:
· Check for signs of circulation and a pulse; continue CPR for 2 minutes if no pulse
If shock is advised:
· Deliver one shock and immediately resume If no signs of circulation or pulse are present administer CPR for 2 1 minutes

	922
	Figure 20-35, 4th red box
	Check for signs of circulation, if none are present:

· Press analyze

· Attempt to defibrillate if indicated

· Repeat above up to 3 times

Note: additional shock sequences are by local protocol.


	Reanalyze rhythm after 2 minutes of CPR
Check for signs of circulation, if none are present:

· Press analyze

· Attempt to defibrillate if indicated

· Repeat above up to 3 times

Shock if indicated and repeat last steps

Note: additional shock sequences are by local protocol.

	922
	1st column, #4
	4. Deliver shocks, if indicated.
	4. Deliver a shocks, if indicated, and immediately resume CPR.

	922
	2nd column, #5
	5. Deliver up to three shocks, if indicated.
	5. Deliver up to three one shocks, if indicated, and immediately begin CPR.

	965
	2nd column, #3
	3. Select the appropriate joules (J), and press the charge button. For an adult, you should use 200 J for the first shock, 300 J for the second shock, and 360 J for the third shock (Step 3).
	3. Select the appropriate joules (J), and press the charge button. For an adult, you should use 200 J for the first shock, 300 J for the second shock, and 360 J monophasic (or biphasic equivalent) for the third shock (Step 3). Announce “Charging defibrillator!” Continue CPR while charging the defibrillator.

	965
	2nd column, #5-7
	5. Deliver the shock by depressing the buttons on the paddles simultaneously or by pressing the “shock” button on the cardiac monitor if using defibrillation pads (Step 4).

6. Reassess the rhythm on the cardiac monitor, and reassess the patient (Step 5).
	5. Deliver the shock by depressing the buttons on the paddles simultaneously or by pressing the “shock” button on the cardiac monitor if using defibrillation pads Clear the patient. State, “I’m clear, you’re clear, everybody’s clear!” Deliver the shock (Step 4).

6. Reassess the rhythm on the cardiac monitor, and reassess the patient  Immediately perform resume five cycles of CPR (2 minutes) (Step 5).

After 2 minutes of CPR, reassess pulse and rhythm. Repeat defibrillation if needed and immediately resume CPR. 

	966
	Skill Drill 20-6, Photo 3 caption
	3. Select the appropriate joules, and press the charge button.
	3. Select the appropriate joules, and press the charge button. Continue CPR while charging.

	966
	Skill Drill 20-6, Photo 5 caption
	5. Reconfirm the rhythm on the cardiac monitor, and reassess the patient.
	5. Reconfirm the rhythm on the cardiac monitor, and reassess the patient. Resume immediate CPR. Reassess after five cycles (2 minutes).

	969
	In the Field
	When pacing bradyasystolic arrest, turn the stimulating current to maximum output, then decrease if capture is achieved. With a hemodynamically compromising bradycardia that is not an arrest, slowly increase output from the minimum setting until capture is achieved. 
	When pacing bradyasystolic arrest, turn the stimulating current to maximum output, then decrease if capture is achieved. a patient Wwith a hemodynamically compromising unstable bradycardia that is not an arrest, slowly increase output from the minimum setting until capture is achieved.

	970
	Table 20-8, second sub-bullet under “Consider need for medications”
	· Antiarrhythmics to convert rhythm (eg, amiodarone 150 mg, or procainamide 20 mg/min)
	· Antiarrhythmics to convert rhythm (eg, amiodarone 150 mg, or procainamide 20 mg/min)

	971
	Table 20-10, 2nd, 4th, and 5th bullets (and sub-bullets)
	Determine if rhythm is monomorphic or polymorphic. If rhythm indicates stable monomorphic ventricular tachycardia, follow these steps:
· Consider these medications (one of the following):

· Procainamide, 20 mg/min

· Amiodarone, 150 mg

· Lidocaine, 1-1.5 mg/kg

If rhythm indicates stable polymorphic ventricular tachycardia, follow these steps:

· Consider these medications for normal QT interval:

· Lidocaine, 1-1.5 mg/kg

· Amiodarone, 150 mg

· Procainamide, 20 mg/min

· Consider these medications for long QT interval: 

· Magnesium sulfate, 1-2 g
	Determine if rhythm is monomorphic or polymorphic. If rhythm indicates stable monomorphic ventricular tachycardia, follow these steps:

· Consider these medications (one of the following):

· Procainamide, 20 mg/min

· Amiodarone, 150 mg over 10 minutes
· Lidocaine, 1-1.5 mg/kg

If rhythm indicates stable polymorphic ventricular tachycardia (ie, torsades de pointes), follow these steps:

· Consider these medications for normal QT interval:

· Lidocaine, 1-1.5 mg/kg

· Amiodarone, 150 mg

· Procainamide, 20 mg/min

· Consider these medications for long QT interval: 

M magnesium sulfate, 1-2 g

	971
	Table 20-11, 2nd through 6th bullets in table
	· Atropine, 0.5 – 1.0 mg (not recommended for high-degree AV block)

· Transcutaneous pacing

· Dopamine, 5-20 µg/kg/min

· Epinephrine, 2-10 µg/min

· Isoproterenol, 2-10 µg/min
	· Atropine, 0.5 – 1.0 mg (not recommended for high-degree AV block)

· Transcutaneous pacing

· Epinephrine, 2-10 µg/min 

· Dopamine, 5-2 10 µg/kg/min

· Isoproterenol, 2-10 µg/min 



	972
	Table 20-12, 1st and second 2nd subbullets under 4th bullet in table
	· Epinephrine, 1 mg (repeated every 3-5 min as needed)
· Atropine, 1 mg, if bradycardia is present (repeated every 3-5 min to maximum dose of 0.04 mg/kg)
	· Epinephrine, 1 mg (repeated every 3-5 min as needed); may administer 40 U vasopressin (one-time dose) in place of first or second dose of epinephrine
· Atropine, 1 mg, if bradycardia is present (repeated every 3-5 min to maximum dose of 3 .0 0.04mg/kg)

	972
	Table 20-13, 2nd through 6th bullets (and subbullets) in table
	· Confirm in a second lead
· Provide endotracheal intubation (or dual lumen airway device), IV therapy, continuous ECG monitoring, and CPR

· Attempt to identify and correct reversible causes (same as PEA)

· If transcutaneous pacing is available, perform immediately

· Medications:

· Epinephrine 1 mg (repeated every 3-5 min as needed)

· Atropine 1 mg (repeated every 3-5 min to maximum dose of 0.04 mg/kg)
	· Confirm in a second lead

· Performrovide endotracheal intubation (or dual lumen airway device), IV therapy, continuous ECG monitoring, and CPR

· Attempt to identify and correct reversible causes (same as PEA)

· If transcutaneous pacing is available, perform immediately

· Medications:

· Epinephrine, 1 mg (repeated every 3-5 min as needed); may administer 40 U vasopressin  (one-time dose) in place of first or second dose of epinephrine
· Atropine, 1 mg (repeated every 3-5 min to maximum dose of 3 0.04 mg/kg)

	972
	Table 20-14, 2nd and 3rd main bullets
	· Defibrillate up to 3 times as needed (200-300-360 J monophasic or biphasic equivalent)

· If rhythm persists, perform endotracheal intubation (or dual lumen airway device), IV therapy, continuous ECG monitoring, and CPR
	· Defibrillate one time up to 3 times as needed  (200-300-360 J monophasic or biphasic equivalent) followed immediately by CPR (reassess pulse and rhythm every 2 minutes); follow all shocks with immediate CPR
· If rhythm persists, Pperform endotracheal intubation (or dual lumen airway device), IV therapy, and continuous ECG monitoring, and CPR

	972
	Table 20-14, 2nd subbullet under 5th main bullet
	· Vasopressin, 40 U (single dose only; wait 10-20 min before initiating epinephrine therapy)
	· Vasopressin in place of first or second dose of epinephrine, 40 U (single dose only; wait 10-20 min before initiating epinephrine therapy)

	972
	Table 20-14, all subbullets under 7th main bullet
	· Amiodarone, 300 mg

· Lidocaine, 1-1.5 mg/kg

· Magnesium sulfate, 1-2 g

· Procainamide, 20 mg/min
	· Amiodarone, 300 mg (repeat one time in 3-5 min at 150 mg)
· Lidocaine, 1-1.5 mg/kg (repeat every 3-5 min; maximum 3 mg/kg)
· Magnesium sulfate, 1-2 g

· Procainamide, 20 mg/min

	974
	#11, 4th bullet
	· Deliver shocks if indicated.
	· Deliver a shocks if indicated and immediately begin CPR.

	974
	#11, 10th bullet
	· Deliver up to three shocks if indicated.
	· Deliver a up to three shocks if indicated and immediately begin CPR.

	976
	4th bullet
	If the patient weighs less than 55 lb or is younger than 8 years, you may use an AED if it is equipped with special pediatric pads and can deliver the reduced energy levels necessary for this patient. Otherwise, begin CPR.
	If the patient weighs less than 55 lb or is younger than 8 years, you may use an AED if it is equipped with special pediatric pads and can deliver the reduced energy levels necessary for this patient. Otherwise, begin CPR. Note: Adult pads may be used on patients between the ages of 1 and 8 years if pediatric pads are not available. Pads must be placed on the front and back to prevent touching of the pads on the chest.

	976
	7th bullet, last sentence
	Use pediatric pads for patients younger than 8 years and those who weigh less than 55 lb. 
	If available, uUse pediatric pads for patients younger than 8 years and those who weigh less than 55 lb. Otherwise, use adult pads on pediatric patients between 1 year and 8 years of age. You may have to apply pads to the front and back.


Chapter 30: Neonatal Resuscitation

	1212
	2nd column, 5th paragraph, 4th line
	You should deliver a combined total of 120 compressions and ventilations per minute, 90 compressions to 30 ventilations.
	You should deliver compressions and ventilations in a 3:1 ratio, for a combined total of 120 “events” compressions and ventilations per minute, (90 compressions andto 30 ventilations).

	1213
	Skill Drill 30-1, step 3
	3. Press your thumbs gently against the sternum, compressing to a depth that is approximately one third the anteroposterior diameter of the chest.
	3. Press your thumbs gently against the sternum, compressing to a depth that is approximately one third the anteroposterior diameter of the chest. Deliver compressions and ventilations in a 3:1 ratio.

	1218
	Table 30-7, Sodium bicarbonate
	Sodium bicarbonate


2 mEq/kg
IV or IO
	Sodium bicarbonate


1-2 mEq/kg
IV or IO

	1218
	Table 30-7, add 10% dextrose
	
	Dextrose 10%

Dose: 2 mL/kg

Route: IV or IO

	1218
	2nd column, 1st full paragraph, 1st sentence
	Under certain circumstances, such as a lengthy transport time to the hospital, medical control may order you to administer sodium bicarbonate to the newborn who has not responded to other therapy. The appropriate dose is 2 mEq/kg (4 mL of a 4.2% solution) via IV, IO, or if available, umbilical vein administration.
	Under certain circumstances, such as a lengthy transport time to the hospital, medical control may order you to administer sodium bicarbonate to the newborn who has not responded to other therapy. The appropriate dose is 1-2 mEq/kg (4 mL of a 4.2% solution) via IV, IO, or if available, umbilical vein administration.

	1219
	1st column, immediately above the header “Special Considerations” 
	
	Dextrose
Neonatal hypoglycemia—defined as a blood glucose level less than 40 mg/dL—can result from a variety of factors. Among the most common are infants born to diabetic mothers, prematurity (less than 37 weeks or 5.5 pounds [2.5 kg]), and fetal distress secondary to shock, hypoxemia, and hypothermia. 

   Signs of hypoglycemia in the newborn are often subtle and nonspecific. The newborn commonly presents with irritability, cyanosis, and poor feeding. Untreated hypoglycemia can lead to seizures, permanent neurological damage, and even death. 

   Check the blood glucose level of any newborn who is not responding to resuscitative efforts or otherwise has signs of hypoglycemia. If the blood glucose level is less than 40 mg/dL, administer 2 mL/kg of 10% dextrose (0.2 g/kg of a 0.1 g/mL concentration) IV push or via the umbilical vein (if it is cannulated). 

	1221
	1st column, 2nd full paragraph (Premature Newborn), 3rd sentence
	Any newborn that delivers before 8 months (36 weeks of gestation) or weighs less than 5 lb at birth is considered to be premature. 
	Any newborn that delivers before 8 months (376 weeks of gestation) or weighs less than 5.5 lb at birth is considered to be premature.


Chapter 31: Pediatric Emergencies

	1254
	2nd column, last two paragraphs
	
Abdominal thrusts (Heimlich maneuver) are recommended to relieve a complete airway obstruction in a child. These thrusts increase the pressure in the chest, creating an artificial cough that may force a foreign body from the airway.


Skill Drill 31-2 shows the steps for applying abdominal thrusts to an unresponsive child you suspect has a complete foreign body airway obstruction.
	
Abdominal thrusts (Heimlich maneuver) Chest compressions are recommended to relieve a severecomplete airway obstruction in an unresponsive infant or child. Chest compressions These thrusts increase the pressure in the chest, creating an artificial cough that may force a foreign body from the airway.


Skill Drill 31-2 shows the steps for performing chest compressions applying abdominal thrusts chest compressions to an unresponsive child you suspect has a severecomplete foreign body airway obstruction.

	1254-1255
	2nd column, #4-9
	4. If ventilation is still unsuccessful, kneel beside or straddle the child’s legs. Place the heel of one hand on the front of the child’s abdomen just above the umbilicus and well below the xiphoid process. Place your other hand on top of the first hand.

5. Press both hands into the abdomen in an upward motion, giving five distinct thrusts (Step 4).

6. Open the airway using the tongue-jaw lift and visualize the airway (Step 5).

7. If you se the foreign body, remove it. Only attempt to remove objects you can actually see. Blind sweeps may push the object back into the airway.
8. Attempt rescue breathing. If the foreign body is not expelled on the first attempt, reposition the child’s head and try again.

9. If the airway remains obstructed, repeat the abdominal thrusts (Step 6).
	4. If ventilation is still unsuccessful, kneel beside or straddle the child’s legs. Place the heel of one hand on the front of the child’s abdomen just above the umbilicus and well below the xiphoid process. Place your other hand on top of the first hand. Perform chest compressions (Step 4).
5. Press both hands into the abdomen in an upward motion, giving five distinct thrusts (Step 4).

5. 6. Open the airway using the tongue-jaw lift and visualize the airway (Step 5).

6. 7. If you se the foreign body, remove it. Only attempt to remove objects you can actually see. Blind sweeps may push the object back into the airway.
7. 8. Attempt rescue breathing. If the foreign body is not expelled on the first attempt, reposition the child’s head and try again.

8. 9. If the airway remains obstructed, repeat the abdominal thrusts chest compressions (Step 6).

	1256
	Skill Drill 31-2, photo 4 caption
	4. If ventilation is unsuccessful, position your hands on the abdomen above the umbilicus and well below the xiphoid process.

Give five abdominal thrusts.
	4. If ventilation is unsuccessful, position your hands on the abdomen above the umbilicus and well below the xiphoid process.

Give five abdominal thrusts.

Provide chest compressions.

(photo to be replaced)

	1256
	2nd column, Management of Airway Obstruction in an Infant, 1st paragraph, last line
	Instead, perform back blows and chest thrusts to try to clear a complete airway obstruction in an infant, as follows (Figure 31-25):
	Instead, perform back blows slaps and chest thrusts to try to clear a severe complete airway obstruction in an conscious infant, as follows (Figure 31-25):

	1257
	1st column, #2, 5, and 6
	2.  Deliver five back blows between the shoulder blades, using the heel of your hand. 

5. Check the airway. If you can see the foreign body now, remove it. If not, repeat the cycle as often as necessary.

6. If the infant is still unresponsive and apneic after removal of the object, assess for a pulse and perform CPR, if necessary.
	2. Deliver five back blows slaps between the shoulder blades, using the heel of your hand. 

5. Check the airway. If you can see the foreign body now, remove it. If not, repeat the cycle as often as necessary or until the infant becomes unresponsive.

6. If the infant becomes is still unresponsive and apneic after removal of the object, assess for a pulse and , perform CPR, if necessary.

	1258
	Figure 31-25 caption, 1st and 4th sentences
	Perform back blows and chest thrusts to clear a foreign body airway obstruction in an infant. 

Give the infant five back blows between the shoulder blades, using the heel of your hand. 
	Perform back blows slaps and chest thrusts to clear a foreign body airway obstruction in an conscious infant. 

Give the infant five back blows slaps between the shoulder blades, using the heel of your hand.

	1265
	2nd column, #3
	3.  Ventilate at the appropriate rate and volume using a slow, gently squeeze. Stop squeezing and begin to release the bag as soon as the chest wall begins to rise, indicating adequate tidal volume delivery. To keep from ventilating too rapidly, use the phrase “squeeze, release, release.” Say “squeeze” as you squeeze the bag; when you see the chest start to rise, release pressure on the bag and say “release, release.”
	3. Ventilate at the appropriate rate and volume by delivering each breath over 1 second—just enough to produce visible chest rise. Allow adequate time for exhalation. using a slow, gently squeeze. Stop squeezing and begin to release the bag as soon as the chest wall begins to rise, indicating adequate tidal volume delivery. To keep from ventilating too rapidly, use the phrase “squeeze, release, release.” Say “squeeze” as you squeeze the bag; when you see the chest start to rise, release pressure on the bag and say “release, release.”

	1265
	2nd column, #4
	4. Squeeze the bag, using the correct ventilation rate; 20 breaths/min for infants and children.
	4. Squeeze the bag, using the correct ventilation rate; 12-20 breaths/min for infants and children.

	1265
	2nd column, #5
	5.  Allow 1 to 1 ½ seconds per ventilation, providing adequate time for exhalation by using the phrase, “squeeze, release, release” (Step 3). 
	5.  Allow 1 to 1 ½ seconds per ventilation, providing adequate time for exhalation by using the phrase, “squeeze, release, release” (Step 3).

	1266
	Skill Drill 31-5, photo 3 caption
	3. Ventilate at a rate of 20 breaths/min for the infant and child. 

Allow adequate time for exhalation.
	3. Ventilate at a rate of 12-20 breaths/min for the infant and child. 

Allow adequate time for exhalation.

	1274
	2nd column, Skill Drill 31-7, Step 3
	3. Using two fingers, compress the sternum about one third to one half the depth of the chest; this is usually about ½” to 1”. Compress the chest at a rate of 100 compressions/min. With pauses for ventilation, you will actually compress the chest about 80 compressions/min.
	3. Using two fingers, compress the sternum about one third to one half the depth of the chest; this is usually about ½” to 1”. Compress the chest at a rate of 100 compressions/min. The ratio of compressions to breaths should be 30:2 with one rescuer and 15:2 with two rescuers. 

With pauses for ventilation, you will actually compress the chest about 80 compressions/min.

	1274
	2nd column, Skill Drill 31-7, Steps 5-6
	5. Coordinate rapid compressions and ventilations in a 5:1 ratio, making sure the infant’s chest rises with each ventilation. You will find this easier to do if you use your free hand to keep the head in the open airway position. If the chest does not rise or rises only a little, use a chin lift to open the airway.

6. Reassess the infant for signs of spontaneous breathing or pulses after 1 minute and again after every few minutes (Step 3).
	5. Coordinate rapid compressions and ventilations in a 5:1 ratio of 30:2 with one rescuer and 15:2 with two rescuers, making sure the infant’s chest rises with each ventilation. You will find this easier to do if you use your free hand to keep the head in the open airway position. If the chest does not rise or rises only a little, use a chin lift to open the airway.

6. Reassess the infant for signs of spontaneous breathing or pulses after 1 minute and again after every few minutes   every five cycles of CPR or 2 minutes (Step 3).

	1274-1275
	2nd column, Skill Drill 31-8
	Skill Drill 31-8 shows the steps for performing chest compressions in children between ages 1 and 8 years.

1. Place the child on a firm surface, and use one hand to maintain the head in a tilted-back position (Step 1).

2. Using two fingers of the other hand, locate the bottom of the sternum by tracing the lower margin of the rib cage to the notch where the ribs and sternum meet. Place the heel of your hand over the lower half of the sternum; this is the area between the meeting place of the ribs and sternum and an imaginary line drawn between the nipples. Avoid compression over the lower tip of the sternum, which is called the xiphoid process (Step 2).

3. Compress the chest about one third to one half its total depth; this is usually 1” to 1½”. Compress the chest at a rate of 100 compressions/min. With pauses for ventilation, the actual number of compressions will be about 80/min. Compression and relaxation should be about the same duration. Use smooth movements. Hold your fingers off the child’s ribs, and keep the heel of your hand on the sternum.

4. Coordinate rapid compressions and ventilations in a 5:1 ratio, making sure the chest rises with each ventilation. At the end of every fifth compression, pause for 1 to 1½ seconds for artificial ventilation (Step 3).

5. Reassess the child for signs of spontaneous breathing and pulses after about a minute and again every few minutes.

6. If the child resumes effective breathing, place him or her in the recovery position (Step 4).
	Skill Drill 31-8 shows the steps for performing chest compressions in children between ages 1 year and 8 years the onset of puberty (12 to 14 years of age).
1. Place the child on a firm surface, and use one hand to maintain the head in a tilted-back position (Step 1).

2. Using two fingers of the other hand, locate the bottom of the sternum by tracing the lower margin of the rib cage to the notch where the ribs and sternum meet. Place the heel of your hand over the lower half of the sternum; this is the area between the meeting place of the ribs and sternum and an imaginary line drawn between the nipples one or two hands between the nipple line. Avoid compression over the lower tip of the sternum, which is called the xiphoid process (Step 2).

3. Compress the chest about one third to one half its total depth; this is usually 1” to 1½”. Compress the chest at a rate of 100 compressions/min. With pauses for ventilation, the actual number of compressions will be about 80/min. Compression and relaxation should be about the same duration. Use smooth movements. Hold your fingers off the child’s ribs, and keep the heel of your hand (or hands) on the sternum.

4. Coordinate rapid compressions and ventilations in a 5:1 ratio of 30:2 with one rescuer and 15:2 with two rescuers, making sure the chest rises with each ventilation. At the end of every fifth compression each cycle of chest compressions, pause for 1 to 1½ seconds for artificial ventilation 2 ventilations (Step 3).

5. Reassess the child for signs of spontaneous breathing and pulses after about a minute and again every few minutes five cycles of CPR or 2 minutes.

6. If the child resumes effective breathing, place him or her in the recovery position (Step 4).

	1275
	Skill Drill 31-7, photo 2 and 3 captions
	2. Use two fingers to compress the chest about ½” to 1” at a rate of 100 times/min.

Allow the sternum to return briefly to its normal position between compressions.

3. Coordinate rapid compressions and ventilations in a 5:1 ratio.

Check for return of breathing and pulse after 1 minute and every few minutes thereafter.
	2. Use two fingers to compress the chest about ½” to 1”  1/3 to ½ its depth at a rate of 100 times/min.

Allow the sternum to return briefly to its normal position between compressions.

3. Coordinate rapid compressions and ventilations in a 5:1 ratio of 30:2 with one rescuer and 15:2 with two rescuers.

Check for return of breathing and pulse after 1 minute and every few minutes thereafter five cycles of CPR or 2 minutes.

	1276
	Skill Drill 31-8, photo 3 and 4 captions
	3. Compress the chest about 1” to 1½” at a rate of 100/min (about 80/min with pauses for ventilations).

Coordinate compressions with ventilations in a 5:1 ratio, pausing for ventilations.

4. Reassess for breathing and pulse after about 1 minute and every few minutes thereafter.

If the child resumes effective breathing, place him or her in the recovery position.
	3. Compress the chest about 1” to 1½” 1/3 to ½ its depth at a rate of 100/min (about 80/min with pauses for ventilations).

Coordinate compressions with ventilations in a 5:1 ratio of 30:2 with one rescuer and 15:2 with two rescuers, pausing for ventilations.

4. Reassess for breathing and pulse after about 1 minute and every few minutes thereafter five cycles of CPR.

If the child resumes effective breathing, place him or her in the recovery position.

	1282
	Table 31-8, Adenosine
	Adenosine

· 0.1 mg/kg (up to 6.0 mg) via rapid IV or IO administration

· Second dose: 0.2 mg/kg

· Maximum single dose: 12 mg
	Adenosine

· 0.1 mg/kg (up to 6.0 mg) via rapid IV or IO administration; follow with ≥ 5 mL normal saline flush
· Second dose: 0.2 mg/kg

· Maximum single dose: 12 mg

	1282
	Table 31-8, Amiodarone
	Amiodarone

· 5 mg/kg via rapid IV or IO administration

· Maximum dose: 15 mg/kg (three doses)


	Amiodarone

· 5 mg/kg via rapid IV or IO administration

· Maximum single dose: 300 15 mg/kg (three doses)
· Maximum cumulative dose: 15 mg/kg per day

	1282
	Table 31-8, Atropine sulfate
	Atropine sulfate

· 0.02 mg/kg via rapid IV, IO, or ET administration

· Minimum dose: 0.1 mg

· Maximum single dose: 0.5 mg for a child; 1.0 mg for an adolescent
	Atropine sulfate

· 0.02 mg/kg via rapid IV, or IO, or ET administration

· Minimum single dose: 0.1 mg

· Maximum single dose: 0.5 mg for a child; 1.0 mg for an adolescent

· Maximum total dose: 1 mg for a child; 2 mg for an adolescent

· 0.03 mg/kg ET (absorption may be unreliable)

	1282
	Table 31-8, Epinephrine, 1st bullet
	· Bradycardia
	· Bradycardia (repeat every 3-5 minutes)

	1282
	Table 31-8, Epinephrine, 2nd bullet
	· Cardiac arrest (repeat every 3-5 minutes)

· Initial dose IV or IO: 0.01 mg/kg (0.1 mL/kg of 1:10,000 solution)

· Initial dose through the ET tube: 0.1 mg/kg (0.1 mL/kg of 1:1,000 solution)

· Subsequent doses IV, IO, and through ET tube: 0.1 mg/kg (0.1 mL/kg of 1:1,000 solution); IV and IO doses as high as 0.2 mg/kg (0.2 mL/kg of 1:1,000 solution) may be ineffective
	· Cardiac arrest (repeat every 3-5 minutes)

· Initial dose IV or IO: 0.01 mg/kg (0.1 mL/kg) of 1:10,000 solution)
· Initial dose through the ET route tube: 0.1 mg/kg (0.1 mL/kg) of 1:1,000 solution)
· Subsequent doses IV, IO, and through ET tube: 0.1 mg/kg (0.1 mL/kg of 1:1,000 solution); IV and IO doses as high as 0.2 mg/kg (0.2 mL/kg of 1:1,000 solution) may be ineffective

	1282
	Table 31-8, Lidocaine
	Lidocaine

· 1 mg/kg via rapid IV, IO, ET tube administration

· Maximum dose of 3 mg/kg

· Maintenance infusion: 20-50 (g/kg/min
	Lidocaine

· 1 mg/kg via rapid IV, IO, ET tube administration
· Maximum dose of 3 100 mg/kg
· Maintenance infusion: 20-50 (g/kg/min

· ET dose: 2-3 mg/kg

	1282
	Table 31-8, Naloxone
	Naloxonet
· Birth to 5 years (or <20 kg): 0.1 mg/kg via IV, IO, ET tube administration

· 5 years of age or older (or >20 kg): 2 mg via IV, IO, ET tube administration
	Naloxonet
· Birth to 5 years (or <20 kg): 0.1 mg/kg via IV, IO, ET tube administration

· 5 years of age or older (or >20 kg): 2 mg via IV, IO, ET tube administration
· 0.1 mg/kg up to 2 mg IV/IO for total reversal of narcotic effects 
· If total reversal not required, smaller doses (1-5 µg/kg) may be used. Titrate to effect. May be given via the ET route, but other routes are preferred.

	1282
	Table 31-9
	· Older than 12 months or >10 kg: 8-cm (adult) paddles

· Up to 12 months or <10 kg: 4.5-cm (pediatric) paddles


	· Older than 12 months or >10 kg: 8-cm (adult) paddles

· Up to 12 months or <10 kg: 4.5-cm (pediatric) paddles

Paddles selected should be the largest size that allows good chest contact over the entire paddle surface area and distinct separation between the two paddles.

	1283
	1st column, #9-12
	9.  Reassess the cardiac rhythm.

10.  If necessary, repeat steps 6 through 9 two more times and reassess the patient’s cardiac rhythm and pulse.

11.  Begin or continue CPR if indicated

12.  Insert an advanced airway, establish an IV line, and begin medication therapy if indicated; repeat defibrillation every 30 to 60 seconds for refractory V-fib or pulseless V-tach.
	9. Reassess the cardiac rhythm. Resume immediate CPR.

10.  If necessary, repeat steps 6 through 9 two more times and rReassess the patient’s cardiac rhythm and pulse every 2 minutes.

11.  Begin or continue CPR if indicated

112.  Insert an advanced airway, establish an IV line, and begin medication therapy if indicated; repeat defibrillation after every 2 minutes 30 to 60 seconds of CPR for refractory V-fib or pulseless V-tach.

	1283
	1st column, first paragraph
	The initial energy setting for defibrillation for pediatric patients is 2 joules (J) per kg. If this is unsuccessful, repeat defibrillation up to two more times at 4 J/kg. Further defibrillation should occur at 4 J/kg every 30 to 60 seconds, as needed.
	The initial energy setting for defibrillation for pediatric patients is 2 joules (J) per kg. If this is unsuccessful, repeat defibrillation up to two more times at 4 J/kg. Further defibrillations should occur at 4 J/kg every 30 to 60 seconds, as needed for subsequent shocks.

	1297
	2nd column, bottom of page
	*Give atropine before epinephrine for bradycardia that you suspect is caused by increased parasympathetic tone or primary AV block.

tConsider higher doses for second and subsequent doses. Consult medical control as needed.
	*Give atropine before epinephrine for bradycardia that you suspect is caused by increased parasympathetic tone or primary AV block.

tConsider higher doses for second and subsequent doses. Consult medical control as needed.

	1298
	2nd column, bottom
	*Consider higher doses for second and subsequent doses. Consult medical control as needed.
	*Consider higher doses for second and subsequent doses. Consult medical control as needed.

	1298
	EMT-I Tips box
	In addition to the aforementioned treatment for asystole and PEA, treatment for these absent rhythms should focus on identifying and treating any potential underlying causes. Use the mnemonic “4H and 4T” when considering the potential underlying causes. This mnemonic stands for:

· Hypoxemia
· Check ET tube placement

· Ensure 100% oxygen delivery
· Hypovolemia

· Administer a 20-mL/kg bolus of an isotonic crystalloid

· Assess for signs of hypovolemia (ie, dehydration, trauma)

· Hypothermia

· Assess core body temperature

· Provide thermal management

· Hyperkalemia or hypokalemia
· Continue resuscitative efforts

· Provide immediate transport

· Tamponade (cardiac)

· Administer a 20-mL/kg bolus of an isotonic crystalloid

· Immediate transport: definitive treatment is a pericardiocentesis
· Tension pneumothorax

· Assess breath sounds

· Perform needle decompression as needed

· Toxins (poisons and drugs)

· Look for evidence of drug or poison ingestion

· Consider administering naloxone (Narcan)

· Up to 5 years of age (up to 20 kg): 0.1 mg/kg

· ≥5 years of age (or >20 kg): 2.0 mg

· Thromboembolism

· Continue resuscitative efforts

· Provide immediate transport

Some causes of asystole or PEA, if identified early, can potentially be corrected. If no underlying cause is detected or the suspected cause cannot be treated in the field, continue resuscitative efforts and transport immediately. 
	In addition to the aforementioned treatment for asystole and PEA all arrhythmias—cardiac arrest or otherwise—treatment for these absent rhythms should focus on identifying and treating any potential underlying causes. Use the mnemonic “46H and 46T” when considering the potential underlying causes. This mnemonic stands for:

· Hypoxemia
· Check ET tube placement

· Ensure 100% oxygen delivery
· Hypovolemia

· Administer a 20-mL/kg bolus of an isotonic crystalloid

· Assess for signs of hypovolemia (ie, dehydration, trauma)

· Hypothermia

· Assess core body temperature

· Provide thermal management

· Hyperkalemia or hypokalemia

· Continue resuscitative efforts

· Provide immediate transport

· Hypoglycemia

· Assess the blood glucose level of any sick or injured child

· Administer the appropriate dose and concentration of dextrose if needed

· Hydrogen ion (acidosis)

· Ensure adequate oxygenation and ventilation first
· Consult medical control regarding sodium bicarbonate administration

· Tamponade (cardiac)

· Administer a 20-mL/kg bolus of an isotonic crystalloid

· Immediate transport: definitive treatment is a pericardiocentesis
· Tension pneumothorax

· Assess breath sounds

· Perform needle decompression as needed

· Toxins (poisons and drugs)

· Look for evidence of drug or poison ingestion

· Consider administering naloxone (Narcan)

· Up to 5 years of age (up to 20 kg): 0.1 mg/kg

· ≥5 years of age (or >20 kg): 2.0 mg

· Thromboembolism (coronary) or Thromboembolism (pulmonary)
· Continue resuscitative efforts

· Provide immediate transport

· Trauma

Some causes of lethal cardiac arrhythmias (cardiac arrest and non-cardiac arrest) asystole or PEA, if identified early, can potentially be corrected. If no underlying cause is detected or the suspected cause cannot be treated in the field, continue resuscitative efforts, and transport immediately, and contact medical control en route. 

	1299
	1st column, 1st subbullet
	· 2 J/kg initially, then 4 J/kg (repeat once if needed)
	· 2 J/kg initially, then 4 J/kg (repeat once if needed) for subsequent shocks

	1299
	1st column, 1st subbullet under 6th main bullet
	· Repeat defibrillation within 30 to 60 seconds following each medication
	· Repeat defibrillation within 30 to 60 seconds as needed after 2 minutes of CPR following each medication

	1299
	1st column, 8th bullet
	· Repeat defibrillation at 4 J/kg as needed
	· Repeat defibrillation at 4 J/kg every 2 minutes as needed, followed by immediate CPR

	1299
	1st column, bottom of page
	*Consider higher doses for second and subsequent doses. Consult medical control as needed.
	*Consider higher doses for second and subsequent doses. Consult medical control as needed.

	1320
	1st column, 1st full paragraph, last sentence
	For children who have had traumatic injuries, use a child-sized BVM device and ventilate at a rate of 20 breaths/min, or one breath every 3 seconds.
	For children who have had traumatic injuries, use a child-sized BVM device and ventilate at a rate of 12-20 breaths/min, or one breath every 3-5 seconds.

	1327
	2nd column, 1st bullet
	· There are three keys to successful use of the BVM device in a child: (1) Have the appropriate equipment in the right size, (2) maintain a good face to mask seal, and (3) ventilate at the appropriate rate and volume: 20 breaths/min for an infant or child, 1 to 1½ seconds per ventilation. Squeeze gently, and stop squeezing as the chest wall begins to rise; use the phrase “squeeze, release, release” to maintain a proper rhythm.
	· There are three keys to successful use of the BVM device in a child: (1) Have the appropriate equipment in the right size, (2) maintain a good face to mask seal, and (3) ventilate at the appropriate rate and volume: 12-20 breaths/min for an infant or child, 1 to 1½ seconds per ventilation or one breath every 3 to 5 seconds. Squeeze gently, and stop squeezing as the chest wall begins to rise; use the phrase “squeeze, release, release” to maintain a proper rhythm.

	1327
	2nd column, 5th bullet
	· In treating an unresponsive child with complete airway obstruction, use abdominal thrusts (in a series of five), alternating with attempts at artificial breathing; in infants, perform back blows and chest thrusts.
	· In treating an unresponsive infant or child with a severe complete airway obstruction, use abdominal thrusts (in a series of five) perform chest compressions, alternating with attempts at artificial breathing; in infants, perform back blows and chest thrusts CPR.

	1327
	2nd column, 6th bullet
	· In a conscious child who is sitting or standing, apply abdominal thrusts from behind. Continue to perform abdominal thrusts until the obstruction is relieved or the child loses consciousness.
	· In a conscious child who is sitting or standing, apply abdominal thrusts from behind. Continue to perform abdominal thrusts until the obstruction is relieved or the child loses consciousness. In a conscious choking infant, give back slaps and chest thrusts.

	1328
	2nd column, 6th through 8th bullets
	· If a child is not breathing, provide rescue breathing while keeping the airway open. Breathe for an infant at a rate of 1 to 1½ breaths/second a first, then 20 breaths/min. Breathe for a child between ages 1 and 8 years at a rate of 2 breaths/second at first, then 20 breaths/min.

· To provide CPR in an infant, compress the chest 100 compressions/min, pausing after every five compressions for ventilation; use two or three fingers, and compress the lower half of the sternum to a depth that is one half to one third the diameter of the chest.

· In children, use the same depth and rate of compressions as you did for the infant; however, use the heel of your hand to compress the chest; avoid compressing the xiphoid process. 
	· If a child is not breathing, provide rescue breathing while keeping the airway open. Breathe for an infant or child between 1 year of age and the onset of puberty (12 to 14 years of age) at a rate of 1 to 1½ breaths/second at first  one breath every 3 to 5 seconds or , then 12 to 20 breaths/min. Breathe for a child between ages 1 and 8 years at a rate of 2 breaths/second at first, then 12 to 20 breaths/min.
· To provide CPR in an infant, compress the chest 100 compressions/min at a ratio of 30:2 compressions to ventilations with one rescuer and 15:2 with two rescuers, pausing after every five compressions for ventilation; use two or three fingers, and compress the lower half of the sternum to a depth that is one half to one third the diameter of the chest.

· In children, use the same depth and rate of compressions as you did for the infant; however, use the heel of one or both your hands (depending on the child’s size) to compress the chest; avoid compressing the xiphoid process.
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