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This protocol is designed for the assessment and treatment of the pediatric patient with
overt or impending respiratory distress. Remember that a primary RESPIRATORY
problem is overwhelmingly the most commonly encountered cause of a pediatric
cardiopulmonary arrest. Special attention should be given to maintaining a patent
airway and adequacy of respirations.

1. Follow initial assessment and medical or trauma assessment protocols for general
patient care.

2. ALS should be immediately dispatched to the scene in all cases.

3. Pay close attention to airway and breathing. Remember that the most common
cause of pediatric cardiopulmonary arrest is primarily related to RESPIRATORY
dysfunction.

4. Always ensure a patent airway. Especially in toddlers, or in other children with
suspect circumstances such as gagging or choking, consider the possibility of
airway foreign body. Check the oropharynx for the presence of obstructing or
partially obstructing objects per BLS protocols.

5. In the case of suspected complete airway obstruction secondary to foreign body
aspiration (unable to speak, diminished air movement and cyanosis), attempt back
blows (infant) or chest thrusts (child).

6. Ensure adequacy of breathing. Provide oxygen via NRB (or via blow-by) at 15
lpm if adequate respirations are preserved. Assist respirations with BVM as
necessary. Never force a child with respiratory distress to lye supine; keep them
in the position where they are most comfortable.

7. 1f wheezing is audible on auscultation of lung fields, consider Albuterol Sulfate
administration (see Albuterol Sulfate Protocol).

8. If an allergic (or anaphylactic-type) reaction is suspected as the cause of the
respiratory distress, consider epinephrine administration (see Epinephrine
Protocol).

9. Check circulatory status by assessing for the presence and vigor of central and

peripheral pulses. If unable to adequately palpate pulse, assess for mottled skin or
prolonged capillary refill time in infants and younger children.
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10. Transport immediately to the closest receiving facility if ALS not readily
available. Notify receiving hospital en route with approximate patient age and all
pertinent clinical circumstances.

11. Contact Medical Control for assistance with assessment, treatment or transport
decisions should circumstances warrant.
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Management of Suspected Child Abuse or Neglect Protocol
C3

Revised: 26 October 2007
Created: 31 January 1997

Child abuse and neglect refers to a complex health and social problem in which a child is
injured by his or her caretaker (parent, guardian or legal custodian). The caretaker may
endanger the child’s physical or mental well being as a result of inadequate supervision,
physical injury, sexual abuse or emotional deprivation. In many instances, the pre-
hospital provider is the first health care professional to suspect or identify potential abuse
or neglect circumstances. Child abuse and neglect are crimes punishable by law; as such,
documentation should be accurate and detailed. Any suspicious cases should be
transported to the hospital for further evaluation.

1. Follow initial assessment and medical or trauma assessment protocols for general
patient care.

2. Scene safety and security may present an issue. Request DPS and MPD back-up
as needed.

3. Obtain a history of how the injury or event occurred. Try to assess whether the
explanation fits the observed injury or illness pattern. The history offered in cases
of abuse or neglect may be inconsistent with (or contradictory to) the injury or
illness pattern.

4. Observe the child’s behavior, including the interactions of the child towards the
care taker.

5. Examine the environment and surroundings for signs of a struggle or for signs of
neglect.

6. During the physical exam, evaluate and treat per applicable protocols, with
special attention to patterns suspicious for abuse or neglect, including: bite
marks, cigarette or other well-demarcated burns, rope marks, belt marks, genital
or perineal injury. Any advanced or otherwise unattended injuries may raise
suspicion as well.

7. Do not take an accusatory or judgemental tone with the child’s caretaker —
maintain professional composure at all times. The goal is to get the patient to the
safety of the ED; suspicious behavior by the EMT crew may make caretaker
cooperation (and subsequent transport to the ED) more difficult or impossible.

8. Transport per protocol to receiving facility. Try not to separate the child from the
caretaker during transport, unless instructed to do so by law enforcement.
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9. If caretaker refuses assessment or treatment, attempt to convince them to at least
allow transport of the patient to the ED. In cases of suspected abuse or neglect
where the caretaker has refused GERMS service, immediately consult with
DPS/MPD and Medical Control.

10. Upon arrival to the receiving facility, discreetly inform the receiving attending
physician of your concerns.
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