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MANAGEMENT OF CHILD WITH SEPTIC SHOCK AFTER ROSC 

 

 

 

 

Optimize Ventilation and Oxygenation 
• Titrate FiO2 to maintain oxyhemoglobin saturation 94% to 99% (or as appropriate to 

the patient’s condition), if possible, wean FiO2 if saturation is 100% 
• Consider advance airway placement and waveform capnography 
• If possible, target a PCO2 appropriate for the patient’s condition and limit exposure to 

severe hypercapnia or hypocapnia 

Assess for and treat persistent Shock 
• Identify and treat contributing 

factors 
• Consider 20 ml/kg IV or IO bolus of 

isotonic crystalloid. Consider smaller 
boluses (10 ml/kg if poor cardiac 
function is suspected) 

• Consider the need for inotropic 
and/or vasopressor support for fluid 
refractory shock 

Possible Contributing Factors 
Hypovolemia 
Hypoxia 
Hydrogen ion (acidosis) 
Hypoglycemia 
Hypo or hyperkalemia 
Hypothermia 
Tension pneumothorax 
Tamponade – cardiac 
Toxins 
Thrombosis, pulmonary 
Thrombosis, coronary 
Trauma 

Hypotensive Shock 
• Epinephrine 
• Norepinephrine 

• Monitor for and treat agitation and seizures 
• Monitor for and treat hypoglycemia 
• Assess blood gas, serum electrolytes and calcium 
• If patient remains comatose after resuscitation from cardiac arrest maintain 

targeted temperature management, including aggressive treatment of fever 
• Consider consultation and patient transport to tertiary care center 
  
 

Norotensive Shock 
• Epinephrine 
• Milrinone * 

* Milrinone can cause hypotension, so use and initiation of it should generally be reserved  
   for those experience with its uses, initiation and side effects (eg. ICU personnel) 

 


