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Adult Basic Life Support Algorithm for Healthcare Providers

Verify scene safoty

l

» Chock for redponsivensss,
o Shout for nearty help
* ACtVOLO 0MErgency 1esponse

system via mobdie device
(i appropeiate).
» Get AED and omer gency equpmont
for sand someone 1o 3o o).
Normal ‘ No mormal * Prowvide rescue breatheng,
beeathing. Look for no bresthing breathing, 1 breath every 6 seconds o
Monkor vt putse feit or only gasping and check putse felt 10 Dreatha/min
emergency -— P50 tEimuTanecusl) 5 * Chickpuise every 2 minutes:
1eSpONCErs arive. 15 putse definitedy fox ’ ‘ ;no puise, start CPR
within 10 seconds? possibie oploid overdose,
y NS Nicxone i
s2iis o . availablo par protocol
No broathing
or only gasping.

pulse not felt

Start CPR
* Porform cycies of 30 compressons
and 2 breaths.
o Uso AED % 5000 25 It Is avolabie.
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By this ting = 3l $CENBN0S, SrQonty

FORPOMSR Syslerm Of Dackup 5 actvated
and AED and emergoncy equipmaent are
retrseved o SOmeono & retrieving them

AED arrives.
Chetk ehythm
TN Shockeble ythen?
Yes, b ’
sheckable

* Give 1 shock, Resume CPR
immediotely for 2 mindes

No,
nonshockable

* Rosume CPR immoedately for
2 mirnntes funtd promplod by AED

funtil prompted by AED 10 aliow 10 alow iy thn check)
riythm chock) * Continue until ALS providers take
» Continue until ALS providers take OVEr OF VACinn SLarts Lo move.

Over OfF ICAIm S8ar 84 R0 mOve.
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Adult Cardiac Arrest Algorithm (VF/pVT/Asystole/PEA)
(1)

CPR Quality

* Pushhard (atleast 2inches
(5 cmiland fast (100-120/min)

Start CPR
* Give oxygen
goltach monitoddefonistor

@_

 Asystole/PEA |

and allow complete chest recoll.
* Minimize interruptions in
COMPIEessions.
* Avoid excessive ventilation.,
* Change compressor every
2 minutes, or sooner if fatigued.
* If noadvanced airway, 302
compression-ventiation ratio.
* Quantitative waveform
CapRography
= I PETCO, is low Of decreasing,
reassess CPR quality.

Shock Energy for Defibrillation

« Biphasic: Manufacturer
recommendation (eg. initial
dose of 120-200 Jk if unkaown,
use maximum avadable.

Second and subseguent doses
should be equivalent, and higher
doses may be considered.

* Monophasic:360.J

Drug Therapy

« Epinephrine IV/10 dose:
1 mg every 3-5 minutes

* Amiodarone IV/IO dose:
First doso: 300 mg bolus.
Second dose: 150mg.

or
Lidocaine IV/IO dose:
Firstdose: 1-1.5
Second dose: 0.5-0.75mgrkg.

Advanced Alrway

* Endotracheal intubation or su-
praglottic advanced airway

* Waveform capnography of cap-
nometry to confirm and monitor
ET tube placement

* Onceadvanced airway inplace,
give 1 breath every 6 seconds
(10 breaths/man) with conting-
ous chest compressions

Return of Spontaneous
Circulation (ROSC)

* Puise and blood pressure

* Abruptsustained increase in
PETCO, (typically 240 mm Hg)

* Spontancous drterial pressure
waves vith intra-aetenal
MONOnNG

Reversible Causes

7 vEpvT
) 3
3) Shock Epinephrine
* ‘ ASAP
(‘-\ — 10 p
PR 2 min
5 Nng mmm * IV/IO access
4 * Epinephrine every 3-5 min
» Consider advanced airway,
capnography
Rhythm No
shockable?
m‘mm Yes
<o shockable? ]
@ , Shock
® ! i
CPR 2 min
* Epinephrine every 3-5 min
* Consider advanced airway,
capnography
Rhythm No
shockable?
I v
6) Shock
* (1) A
CPR 2 min CPR2
min
ookt  Tesmecass
No Rhythm Yos
1 shockable?
* If nosigns of return of GotoSor7 |
spontaneous circulation S
(ROSC).goto 100r 11
* IfROSC. goto
Post-Cardiac Arrest Care

Lol

| s Consider appropriateness
l\ of continued resuscitation

J
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* Hypoxia

* Hydrogen ion (acidosis)
* Hypo-/nyperkalemia

* Hypothermia

* Tension pneumothorax
« T ol o

« Toxins
* Theombosss, pulmonacy
* Thrombosis, coronary

Early Administration of Epinephrine
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Physiologic Monitoring of CPR Quality )4
V

Quantitative waveform capnography
Arterial pressure monitoring
Arterial relaxation diastolic pressure
Central venous oxygen saturation

o : May be reasonable to use
No clinical study has examined : .
physiologic parameters



Double Sequential Defibrillation /\
Not Supported > 2 <

Pause (k)




IV Access Preferred Over 10 > 6 <




Earty placement of endotracheal tube

e i s Neuroprognostication

. — Post-Cardiac Arrest Care and > /7\ <
\V4

Initial Start 10 breaths/min
Stabilization Sp0, 92%-98%
Phase Paco,35-45 mm Ha
Manage hemodynamic parameters
Systolic blood pressure >90 mmHg

\G MM”‘I‘“"“MW,

(\ouwn 12-lead ECG |

.

Consider for emergent cardiac intervention if
* STEMI present
* Unstable cardiogenic shock
_ * Mechanical circulatory support required

Follows commands?
Continued " Ves
Management . : -
and Additional Comatose Awake ]
Emergent * TTM l Other critical care
Activities * ObtainbrainCT management J
*» EEG monitoring -
* Other critical care
|

v

Evaluate and treat rapidly reversible etiologies
‘.\lnvoiveexpen consultation for continued management )




| ROSCobtained |

m.f.m, ) ( ROSC obtained )
Earty placement of endotracheal tube :
Manage respiratory parameters
smmz':uon St;np;? 902%-98% . / =N
P "‘°°*351“ e : Manage airway
Early placement of endotracheal tube
Systolic blood pressure >30 mm Hg
MMM’“NM
.
/ : Manage respiratory parameters
- N2 u;m = Initial Start 10 breaths/min
it Consider for emergent cardiac intervention if Stabl"zauon Spoz 92%'98%
Lo SN Phase Paco, 35-45 mm Hg
* Mechanical circulatory support required ,
Manage hemodynamic parameters
Continued - s Systolic blood pressure >90 mm Hg
andagationsl (| Comatoss | . Awake & Mean arterial pressure >65 mm Hg )
Emergent « TTM Other critical care : =
Activities t- Obtainbrain CT J & management j\ ;
* EEG monitoring
L s -
= ‘ LObtain 12-lead ECG)
Evaluate andtreat rapidy reversible etiologies | =
i . Involve expert consultation for continued management |




0 [ ROSCobtained ) —
. | ~ Consider for emergent cardiac intervention if
Dy s bR » STEMI present
* Unstable cardiogenic shock
intia | ~» Mechanical circulatory support required |
Stabilization Sp0, 92%-98% s 4
Phase Paco, 35-45 mm Ha *
Manage hemodynamic parameters
\“"'""""'""1"" e, Follows commands?
| Obtain 12-lead ECG | Continued No Yes
2 . . Management y Y v
 STEMipresent o eciervention and Additional Comatose ’ Awake
Bbvlommissbaliiad s Emergent e TTM Other critical care
- ' Activities * ObtainbrainCT management
Follows commands? * EEG monitoring
Continued " — * Other critical care
warsavons (D onean . Awake management
Emergent « TTM ’ Other critical care k ‘ ' /
Activities * Obtainbrain CT | management J‘
* EEG monitoring
* Other critical care
l
' — Evaluate and treat rapidly reversible etiologies
i e e S S S | Involve expert consultation for continued management




Cardiac Arrest in Pregnancy In-Hospital ACLS Algorithm.

Continue BLS/ACLS
* High-quality CPR
* Defibrillation when indicated
* Other ACLS interventions
(eg, epinephrine)

]

' Assemble maternal cardiac arrest team /l

v

Consider etiology
of arrest
N\ 3
Perform maternal interventions Perform obstetric
« Perform airway management interventions
* Administer 100% O,, avoid * Provide continuous lateral
excess ventilation uterine displacement
* Place IV above diaphragm * Detach fetal monitors
* If receiving IV magnesium, stop and * Prepare for perimortem
v v
4 Continue BLS/ACLS R Perform perimortem )
* High-quality CPR cesarean delivery
¢ Defibrillation when indicated ¢ |f no ROSC in 5 minutes,
* Other ACLS interventions consider immediate 8
g (eg, epinephrine) Y € perimortem cesarean delivery

v

\Noonatal team to receive neonate ji
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