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In the name of GOD




American Heart Association
Issues New Guidelines for
Emergency Cardiovascular Care
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4 f’f/lj\/ff/__/ / /17 produce
pulseless cardiac arrest:
Ventricular fibrillation (VF)

Rapid ventricular tachycardia (VT)

Pulseless electrical activity (PEA)

Asystole




from these arrest
rhythms requires both basic life
support () and advanced

cardiovascular life support




For victims of ./

prompt bystander :

- can significantly increase the chance for

survival to hospital discharge.
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, typical ACLS
therapies, such as:

insertion of advanced airways and

pharmacologic support of the

circulation,

have 11 - been shown to increase
rate of survival to hospital
discharge.







'ine access. - needed in

— — et et e

. most resuscitation attempts.

(entra

" Drugs typically require 1 to ~ s/l
. to reach the central circulation when

- givenviaa voripncrl yoin but require less
time when given via central venous
access.
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Follow with a bolus of
the extremity for

to facilitate drug delivery to
the central circulation.




cannulation
provides access to a noncollaps-
ible venous plexus, enabling

drug delivery to that
achieved by venous
access.




[f and accesscannot be
established, some resuscitation
drugs may be administered by

v~ endotracheal route







The optimal endotracheal dose

of most drugs is
but typically the dose g1ven by

the endotracheal routeis to

the recommended
dose.




Providers should ¢//////- the
recommended dose in

5 o 10 mL ¢ ¢ or
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In Hospital [ Collapsed/sick patient ]

Resuscitation

Shout for HELP & assess patnent

[ Call Resuscitation Team }

[ CPR 30:2 ]
with oxygen and airway adjuncts

I

Apply pads/monitor
| Attempt defibrillation if appropriate

[ Advanced Life Support ]

when Resuscitation Team arrives

<

Sugns of life?

Yes

<

Assess ABCDE
Recognise & treat

Oxygen, monitoring, iv access
J

[ Call Resuscitation Team

If appropnate

]

[Handover to Resuscitation Team
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Asystole

complete cessation of myocardial
electrical activity

End-stage rhythm
:Asystole should always be
confirmed in at least limb leads

It may be difficult to distinguish
between extremely and
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Pulseless Electrical Activity

PEA is defined as non-coordinated groups of
electrical activity of the heart (other than VT/VF)
without a palpable pulse: EMD + pseudo EMD

EMD = Electro Mechanical Dissociation :

myocardial

Pseudo-EMD : myocardial
no pulse can be palpated




Idioventricular rhythms
Ventricular escape rhythms
Postdefibrillation idioventricular

rhythms
Brady-asystolic rhythms
Agonal rhythms




Pseudo-EMD

Global myocardial dysfunction

Papillary muscle and myocardial wall
rupture

Primary supraventricular tachycardia
(SVT)

Hypovolemia, tension pneumothorax,
pericardial tamponade, and massive PE
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ASYSTOLE/PEA MANAGEMENT

Patients who have either asystole or PEA will
not benefit from defibrillation attempts

A vasopressor (epinephrine or vasopressin)
may be administered at this time.

can be administered
approximately every 3 to 5 minutes during
cardiac arrest; one dose of may be
substituted for either the first or second
epinephrine dose

For a patient in asystole or slow PEA, consider
atropine

.




- tmaunmb
3'3'-3'-" epinephrine
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* |f asystole, go to Box 10
* |f electrical activity, check

pulse. If no pulse, go to
Box 10

32



Rhythm Rhythm
Chack Chack

@ = § cycles or 2 minutes of CPR
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tmaon V0 to
ﬁnuudau of epinephrine

¢ |f asystole, go to Box 10
¢ |f electrical activity, check
pulse. If no pulse, go to

Box 10

41






Cardiac  Defibrillator
Arrest Arrives

Rhythm
Check

@ =5cycles or
2 minutes of CPR

g

= CPR while
defibrillator charging
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1. Hypovolemia P oxins

2. Hypoxia 2. Tamponad

. 3. Hydrogen Ion
(Acidosis)
" 4. Hypothermia

3. Tension
Pneumothorax

4. Thrombosis
5. Hypo/Hyper (coronary,
Kalemia pulmonary)

6. Hypoglycemia 5 Trauma
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NOTICE

Emphasis on
compression

One universal compression-to-
ventilation

Recommendation for breaths
during all CPR




Rescuers should change
COmMpressors

Compression should ideally be
only for rhythm check

and shock delivery




Providers
shock

delivery

should be delivered during
CPR, possible after
rhythm check




Antiarrhythmics: is

preferred to , but either is
acceptable

Deliver / /1o /-, then immediate
CPRand /0 crieclc puilge
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Medications for Arrest Rhythms }

1-Epinephrine
2-Atropine
3-Amiodarone
4-Lidocaine
5-Magnesium




Epinephrine

Alfa and beta receptor
Dose
Endo tracheal route dose




Atropine sulfate

reverses cholinergic-mediated

Indication

Dose

Max dose

Endo tracheal route dose




Amiodarone

Administration of amiodarone

Dose 5mg/ kg (300 150 )

maximum dose




Lidocaine
alternative antiarrhythmic

has no proven short-term or long-
term efficacy in cardiac arrest

initial dose (1-1.5 mg/kg)

additional doses (0.5-0.75 mg/kg)

maximum dose




Magnesium

When VF/pulseless VT cardiac arrest is
associated with

providers may administer magnesium
sulfate at a dose of diluted in

IV/1O push, typically
minutes




When torsades is present in the
patient with pulses, the same

is mixed '+ 50 1O 100 ml. of J A%
and given as a loading dose.

It can be given more slowly (eg,
over minutes [V)
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