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] PULSELESS ARREST
*BLS algorithm: call for help give CPR
*Give oxygen when availabe
sAttach monitor/defibrillator when available
; 5 !
shockable check rhythm
VF/NT Shockable rhythm?
4 v
10
Give 1 shock

*Manual biphasic:device specific
(typically 120 to 200 J)

Note ; if unknown, use 200 J
*AED: device specific
*Monophasic: 360 J

Resume CPR immediately

5
Check rhythm
shockable rhythm?

6 \Lshockable

vGive 5 cyclesof CPR

Continue CPR while defibrillator is charging

Give 1 shock

*Manual biphasic: device specific (same as first shock or higher dose)
Note: if unknown, use 200 J

*AED: device specific

*Monophasic: 360 J

Resume CPR immediately after the shock

When IV/ |0 available, give vasopressor during CPR

{before or after the shock)

Epinephrine 1 mg IV /IO

Repeat every 3 to 5 min

*Or May give 1 dose of vasopressin 40U [V/ 10 to replace first or second dose
of epinephrine

v

9
Asystole/PEA

Not shockable

Resume CPR immediately for 5 cycles

When IV/IO available give vasoperssor

*Epinephrine 1 mg IV/10

Repeat every 3 to 5 min

Or

*May give 1 dose of vasopressin 40 U IV/IO to replace first or
second dose of epinephrine

Consider atropine 1 mg IV/IO

For asystole or slow PEA rate

Repeat every 3 to 5 min (up to 3 doses)

Give 5 cycles of CPR

Check rhythm
shockable rhythm

11
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12
Give 5 cycles of CPR
2 I]t alsystc?l, glo tq B.ox 1(; _— Not 13
Check rhythm No :f E:Ct'::;:: aztl\gtg'o)((: 1%(: PUBE | chockable shockable Go to
Shockable rhythm? l — » Box 4
If pulse present, begin
postresuscitation care
shockable
8 \ 2
Continue CPR while defibrillator is charging During CPR

Give 1 shock

*Manual biphasic: device specffic

(same as first shock or higher dose)

Not: If unknown, use 200 J

*AED: device specific

*Monophasic: 360 J

Resume CPR immediately after the shock
Consider antiarrhythmics: give during CPR
(before or after the shock)

amiodarone (300 mg IV/ |0 once, then
cosider additional 150 mg IV/ IO once) or
lidocaine (1 to 1.5 mg/kg first dose, then
0.5t0 0.75 mg/ kg IV/ 10, maximum 3 doses
or 3 mg/ kg) Consider magnesium, Loading
dose 1to 2 g IV/ 10 for torsades de pointes
After 5 cycles of CPR, go to Box 5 above

*Push hard and fast (100/ min)
*Ensure full chest recoil

*Minimize interruptions in chest
Comperessions

*One cycle of CPR: 30 compressions
Then 2 breaths, 5 cycles- 2 min

*Avoid hyperventilation

*Secure airway and confirm placement

Rotate compressors every
2 minutes with rhythm
Search for and treat posibl
contributing factors:
- Hypovolemia
- Hypoxia
- Hydrogen ion (acidosis)
- Hypo- / hyperkalemia
- Hypoglycemia
- Hypothermia
- Toxing
- Tamponade, cardiac
- Tension pneumothorax
- Thrombosis (coronary
Pulmonary)
- Trauma

*After an advanced airway is placed,
Rescuers no longer deliver “ cycles”
Of CPR, Give continus chest com-
Pressions without pauses for breaths
Give 8 to 10 breaths/ minute. Check
Rhythm every 2 minutes)
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BRADYCARDIA

Heart rate < 60 bpm and
Inadequate for cllnical condition

2| eMaintain patent airway; assist breathing as needed

*Give oxygen

*Monitor ECG (identify rhythm), blood pressure, oximetry

Establish IV access

|

3 Signs or symptoms of poor perfusion caused by the bradycardia?
(e.g., acute altered mental status, ongoing chest pain. Hypotension or other signs of shock)

o) Adequate

perfusion

Poor
perfusion

Observe/ monitor

Reminders
eIf pulseless arrest develops, go to Pulseless Arrest Algorithm
*Search for and treat possible contributing factors:
-Hypovolemia - Toxins
-Hypoxia - Tamponade, cardiac
-Hydrogen ion (acidosis) - Tension pneumothorax
-Hypo- / hyperkalemia - Thrombosis (coronary or pul)
-Hypoglycemia - Trauma ( hypovolemia.ICP)
-Hypothermia

*Prepare for transcutaneous pacing:

Use without delay for high- degree block
(type ll second- degree block or third- degree
AV block)

*Consider atropine 0.5 mg IV while awaiting
pacer. May repeat to a total dose of 3 mg. If
ineffective, begin pacing

*Consider epinephrine (2 to 10 ug/ kg per
minute) or dopamine (2 to 10 ug/ kg per
minute) infusion while awaiting pacer or if
pacing ineffective

s L

*Prepare for transvenous pacing
*Treat contributing causes
*Consider expert consultation
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TACHYCARDIA
2 v
* Assess and support ABCs as needed
*Give oxygen

* Monitor ECG (identify rhythm), blood pressure, oximetry

¢ |dentify and treat reversible causes 4

5 3 \L Symptoms persist Perform immediate
Synchronized cardioversion
Establish IV access and give
Unstable Sedation if patient
> Is conscious; do not delay cardioversion
«Consider expert consultation

Is patient stable?
Unstable signs include altered
Mental status, ongoing chest pain,
Hypotension or other signs of shock
Note: Rate- related symptoms

*Establish IV access

*Obtain 12- lead ECG stable
(when available) [€<—
Or rhythm strip

Is QRS narrow (< 0.12 sec)? Uncommon if heart rate < 150/ min lpulelessauest develop.s.
. See Pulseless Arrest Algorithm
NErreny Wide (> 0.12 sec) v
6 AR OAES 12 WIDE QRS
Is rhythm regular?
Is rhythm regular? A .
Expert consultation advised
Regular Irregular
7 11
*Attempt vagal maneuvers Irregular narrow- complex l’ l’
*Give adenosine 6 mg rapid Tachycardia

IV push If no conversion
Give 12 mg rapid IV push
May repeat 12 mg dose once

Probable atrial fibrillation or
Possible atrial flutter or Mat
(multifocal atrial tachycardia)
*Consider expert consultation
*Control rate (e.g. diltiazem, [3-
blockers: use -blockers with
caution in pulmonary disease
or CHF)
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Dose rhythm
Convert?
Note: consider

Expert consultation

Converts
9

If rhythm converts,
Probable reenty SVT
(reentry supraventricular
tachycardia);

*Observe for recurrence
Treat recurrence with
Adenosine or longer-
acting AV nodal blocking
Agents (e.g, dlitiazem, -
blockers)

Note: If patient becomes
Unstable, go to Box 4

Dose not converts

10

If rhythm dose NOT convert
Possible atrial fiutter

ectopic atrial tachycardia,

Or Junctional tachycardia;
*Control rate (e.g, dilyiazem
B-blockerse

*Treat underiying cause
*Consider expert consultation

During evaluation

* secure, verify airway
and vascular access
when possible
«Consider expert
consultation

*Prepare
cardioversion

Regular

Irregular

13 ¥

If ventricular
Tachycardia or
Uncertain rhythm
*Amlodarone

150 mg IV over 10 min
Repeat as needed

To maximum dose of
2.2g/ 24 hours
*Prepare for elective
Synchronized
Cardioversion

If SVT

*Give adenosine

(go to Box 7)

Treat contributing factors:

-Hypovolemia
- Hypoxia
- acidosis

-Hypoglycemia
-Hypothermia

14 v

If atrial fibrillationwith
aberrancy

*See irregular narrow-
Complex tachycardia

(Box 11)

If pre- excited atrial
Fibrillation (AF + WPW)
*Expert consultation advised
*Avoid AV nodal

Blocking agents (e.g
adenosine, digoxin,
Diltiazem, verapamil)
*Consider antiarrythmics (e.g
amidarone 150 mg IV over 10
min)

If torsades de pointes, give
magnesium

(load with 1-2 g over

5-60 min. then infusion)

- Toxins
- Tamponade,

- Tension pneumothorax
-Hypo- / hyperkalemia

- Thrombosis

- Trauma( hypovolemia)
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T e -

Adenosine

Amiodaron

Atropine

Diltiazem

Dopamine

Epinephrine

Esmolol

Lidocaine
Magnesium
Metoprolol
Vasoperessin

verapamil

395 (o0 30 (YLS )3 Lol (gl p 45 o laglo

6 mg by IV push
May repeat 12 mg by IV push

300mg IV Additional 150 mg IV if necessary

150 mg IV overa 10- minute period
Repeat as needed unith a maximum dose of 2.2 g/ 24 hr

1mgIV Repeat every3 to 5 minutes (up to 3 dose)
0.5mg IV Mayrepeatto atotal dose of 3 mg

15 to 20 mg (0.25 mg/ kg) IV over a 2- minute period
May repeat in 15 minutes at 20-25 mg/ kg (035 mg/ kg)
Maintenance infusion of 5-15 mg/ hr, titrate to heart rate

2 to 10 pg/kg/ min by infusion

1mg Repeat every3 to 5 minutes
2 to 10 pg/ min by infusion

0.5 mg/ kg IV load, fllowed by an infusion at 0.05 mg/kg/min
Repeat the 0.5 mg/kg bolus and increase the infusion to 0.1 mg/kg/min
Max infusion, 0.3 mg/kg/min

1to 1.5 mg/kgIV Then 0.5 mgto 0.75 mg/kgIV/10
Maximum, 3 doses or 3 mg/kg

lto2glV

5mg IV Rpeat every5 minutes
Maximum dose, 15 mg

40U IV

2.5to 5 mg IV over a 2- minute period
Repeat 5 to 10 mg over a 15 to 30 minute period
Maximum dose, 20 mg

For stable narrow QRS tachycardia (contraindicated with
pre- excitation syndrome)

For pulseless VT/VF
For stable VT or uncertain with pre- excitation syndrome)

For asystole orslow PEA
For bradycardia

For stable narrow QRS tachycardia (contraindicated with
pre- excitation syndrome)

For bradycardia while awaiting a pacer or if a pacer is
inffective

For pulseless cardiac arest
For bradycardia while awaiting a pacer or if a pacer is
ineffective

For stable narrow QRS tachycardia (contraindicated with
pre- excitation syndrome)

For pulseless VT/VF

Fortorsades de pointes

For stable narrow QRS tachycardia (contraindicated with
pre- excitation syndrome)

To replace the first or second dose of epinephrine in
pulseless VT/F, asystole, or PEA

For stable narrow QRS tachycardia (contraindicated with
pre- excitation syndrome)
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