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Pediatric 
Assessment



What defines a pediatric patient?
● Generally under 14 years old; use age, physical characteristics 

(signs of puberty)
○ General impression is also helpful  

● Subgroups
○ Infants
○ Toddlers
○ Children



Why it matters
● Pediatric patients are not just small adults

○ Expressed consent: parent or guardian for a non-emergency 
medical procedure gives clear consent (written or verbal consent)

○ Implied consent: assumed in life-saving emergency situations when 
a parent is unavailable or consent conveyed through patient’s 
actions

● Differences in anatomy and physiology



Anatomy and Physiology (Airway)

- Proportionally large head/tongue; narrow airway → 
easy obstruction

- Obligate nose breathers (breathe through nose, 
under 6 months)

- Trachea shorter & more flexible ⇒ Important 
positioning for assessment/treatment
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Anatomy and Physiology (Breathing)

- Diaphragm-dependent (Belly 
movement)

- Higher (faster) RR ⇒ Easily 
fatigued

- Note patterns of breathing & 
signs of respiratory distress:

- nasal flaring
- retractions (sucking in of 

the chest) 
- grunting
- wheezing sounds



Anatomy and Physiology (Circulation)
- Less total blood volume ⇒ minor blood loss can be 

life-threatening 
- Higher HR (quick decompression/ faster heat loss)
- Pediatric BP is lower
- Note signs of inadequate circulation (pallor, mottling, 

cyanosis)

Shock Progression for adults vs peds

- Adult: “slow and shakily, but more consistent”
- Pediatric: “compensate until breaking point, vitals will 

drop quickly”
Pediatric Assessment Triangle (PAT)

Purpose: to rapidly form a first impression of 
a pediatric patient’s condition visually 

(Helpful for interaction with patient)



Pediatric Vitals Chart

● Recommend that EMTs keep this saved on phone, wallet etc. as pediatric vitals have 
different specifics and divisions compared to adults. 



Communicating With Kids

● Be honest: avoid false reassurance; kids can tell when you are lying

⇒ Use trusted caregiver to help calm child

● Use simple, age-appropriate language

⇒ Get down to their level

● Explain what you’re going to do before you do it

⇒ Make sure the child feels safe and respected



Pediatric Pain Assessment 

- Use behavioral scales for 
non-verbal infants and children

- Use self-report scales for verbal 
children
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Common Pediatric 
Emergencies



Condition Key S&S Treatment ALCO Protocol

Croup* Barking cough, stridor (especially 
inspiratory), hoarse voice

Position of comfort, humidified O₂ 
if tolerated, do not agitate; ALS 
may give nebulized epinephrine

Supportive; minimize agitation; 
transport upright

Pertussis*
(aka whooping cough)

Repetitive coughing fits, “whoop” 
sound on inspiration

O₂ as needed, suction for mucus, 
monitor for apnea or cyanosis

Notify public health if suspected; 
isolate patient

Epiglottitis* Sudden high fever, drooling, 
tripod position, muffled voice, 
severe distress, no cough

Do not attempt to visualize 
airway, keep child calm, provide 
O₂, rapid transport

ALS: consider advanced airway 
backup, minimize handling

SIDS / ALTE Found unresponsive infant; may 
show cyanosis or apnea

Begin CPR if pulseless/apneic, 
O₂/ventilation as needed, support 
family, preserve scene for 
investigation

Follow pediatric cardiac arrest 
protocol; notify law enforcement 
if SIDS suspected

Fever / Febrile 
Seizure

Seizure with temp >100.4°F, 
usually <6 years old, brief (<5 
min)

Protect airway, O₂, remove 
excess clothing, monitor temp, 
transport; if seizure >5 min, ALS: 
midazolam

Do not actively cool with ice/cold 
water; focus on comfort

Choking Sudden distress, inability to 
speak/cough, cyanosis

Encourage coughing if effective; 
if not—perform abdominal thrusts 
(>1yr) or back blows/chest 
thrusts (<1yr)

If unresponsive, start CPR and 
check airway each cycle





Obstetric 
Assessment



Questions to Ask Patient

● Gravida / Para (number of pregnancies and births)
a. Don't forget twins, triplets, etc. 

● How far along? (gestational age, due date if known)

● Any previous pregnancy or delivery complications? 

● Contraction pattern (how long they last, how far 
apart, when they started)

● Bleeding or fluid leakage? (color, amount, when it 
started)

● Fetal movement (normal, decreased, last time felt, 
urge to bear down)

APGAR Score

● Calculate immediately after birth to assess newborn 
status (at 1 and 5 minutes)

● Appearance – skin color (pink, blue, acrocyanosis)

● Pulse – heart rate above/below 100 bpm

● Grimace – reflex response to stimulation

● Activity – muscle tone (active vs limp)

● Respiration – breathing effort and quality

Meconium

● Green or brown discoloration in amniotic fluid 
(indicates possible fetal distress)

● Risk for airway compromise if inhaled by the 
newborn 

● Suction only if the newborn is NOT vigorous (poor 
tone, weak cry, low HR)



OBGYN ANATOMY





Delivering a Baby
Normal Steps if Nothing Bad Happens:

1. Ask mom questions: # of months pregnant; frequency, duration, and 
intensity of contractions, etc. 

2. Check for crowning. If yes, prepare area for delivery: consensually 
remove patient’s clothes, cover and place pad underneath, prepare OB 
kit, have the following: bulb syringe, cord clamps, towels, newborn 
blanket

3. Urge patient to push, support baby’s head as it comes out. DO NOT 
push or pull on baby’s head

4. Check for nuchal or prolapsed cord, and meconium (assume these 
didn’t happen hooray)

5. After baby is delivered, place on mother’s abdomen, Reassess vitals



Delivering a Baby Cont.
Postpartum Care: 

● After baby is delivered, check airway and wrap in blanket for warmth
● Obtain 1 min APGAR score
● Clamp and cut umbilical cord once it stops pulsating
● If heart rate less than 100 or any respiratory issues, provide PPV (1 breath every 

2-3 sec) and monitor Sp02
● If heart rate less than 60, begin chest compressions at 100-120 bpm with a depth 

of ⅓ of the chest 
● Obtain 5 min APGAR score

Things Go Wrong:

● Nuchal Cord: carefully unwrap cord around baby’s neck or head
● Prolapsed Cord: gently lift baby’s head to take pressure off cord, rapid 

transport
● Postpartum Hemorrhage: initiate fundal massages to stop bleeding



Common Obstetric 
Emergencies 



Condition Key S&S Treatment ALCO Protocol

Placenta Previa Painless bright red bleeding 
in third trimester, soft non 
tender uterus

High flow oxygen, treat 
shock, no vaginal exam 
(might shear the placenta), 
rapid transport, continuous 
monitoring

Left lateral positioning, 
ABCs, oxygen, early shock 
care, notify receiving 
hospital of pregnancy

Placentae abruptio Painful vaginal bleeding, 
rigid or tender uterus, 
possible contractions, 
shock greater than visible 
bleeding

Oxygen, treat shock, rapid 
transport, monitor for 
increasing pain or 
deterioration

Left lateral position, ABCs, 
oxygen, rapid transport, 
early shock care

Breech delivery Buttocks or legs present 
first (visible presenting part 
is not the head), cord 
possibly compressed 

Rapid transport if delivery not 
imminent, if it is, allow 
spontaneous delivery until 
umbilicus visible, support 
body, create airway space 
with two gloved fingers to 
relieve pressure on the cord

ABCs, oxygen, left lateral 
unless active delivery, notify 
hospital early

Nuchal cord Cord wrapped around neck Gently slip cord over head 
if loose, if tight apply clamp 
and cut, continue delivery 
and support newborn

Standard ABCs, oxygen for 
mother, prepare neonatal 
support, notify hospital 



Condition Key S&S Treatment ALCO Protocol

Prolapsed cord Cord visible outside vagina 
or palpable before delivery, 
causes fetal distress 

Insert gloved hand to lift 
presenting part off cord, 
keep cord moist with sterile 
saline, rapid transport. DO 
NOT PULL ON THE CORD

ABCs, oxygen, left lateral 
when feasible, immediate 
transport with early 
notification

Preeclampsia Hypertension, headache, 
visual changes, edema, 
epigastric pain

High flow oxygen, minimize 
stimulation, transport, 
monitor for seizure 

ABCs, left lateral position, 
oxygen, reduce stimulation, 
rapid transport 

Eclampsia Hypertension, seizures 
during pregnancy, altered 
mental status

Protect airway, suction as 
needed, oxygen, protect 
from injury, recovery 
position after seizure, rapid 
transport 

ABCs, oxygen, left lateral 
position after seizure, rapid 
transport with early 
notification 

Miscarriage Vaginal bleeding with 
cramping, passage of 
tissue, possible shock

Oxygen, absorbent pads, 
save passed tissue, treat 
for shock, supportive care, 
transport 

ABCs, oxygen, early shock 
care, left lateral if still 
pregnant, notify hospital 



Left Lateral Recumbent Position
- Supine position in late pregnancy can compress the vena cava

- Decrease of blood return and cardiac output can cause 
- Hypotension

- Dizziness
- Pallor

- Tachycardia  

- Always put the patient in left lateral recumbent position, put 
towel under right hip for support



ALCO Protocols 



Kahoot
Any Questions?

https://create.kahoot.it/share/pediatrics-
and-obstetrics/5c0a0b97-240f-4cd5-b287-

2db4aeae5285
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