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Objectives:

e Review 2012 NCCEP EMS Cardiac
Protocols
— Cardiac Arrest

— PEA / Asystole / VF-VT

» Highlight updates consistent with

AHA recommendations
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Disclaimer:

e 2012 NCCEP EMS Protocols are

currently in public comment

 Final draft version approved by
NCCEP Board of Directors

* Final version WILL change based on

public comment
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TEAM FOCUSED-PIT CREW
APPROACH
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Team Focused-Pit Crew:

 Recommends concept / Not
mandated (Optional Protocol)

* Responders assigned tasks based
on arrival sequence or seat

assignment with career agencies

— Works with volunteer and career

agencies
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Team Focused-Pit Crew:

* Focus on Compression Only CPR
initially
* Focus on high guality, continuous,

uninterrupted compressions

* Focus on Early Defibrillation / AED
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eam Focused-Pit Crew:

Focus on insertion of BIAD and not
Interrupting compressions to effect

Intubation

Focus on prevention of
hyperventilation / oxygenation

— Maintain oxygen saturation at 94 % or >
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Team Focused CPR

Team Focused CPR

YES
L]

Do not begin
resuscitation

Follow
Deceased Subjects
Policy

N Review DNR / MOST Form

|
NO
Y

/ Criteria for Death / No Resuscitation >

Utilize this Protocol
with

e
138

Begin Continuous CPR Compressions
5 Cycles / 2 Minutes.

Change Comp every 2 minutes

(Make change in less than 10 seconds)

Cardiac Arrest
Protocol

First Arriving BLS / ALS Responder
Initiate Compressions Only CPR
Initiate Defibrillation Automated
If available
Call for additional resources

Second Arriving BLS / ALS Responder
Assume Comprassions or

Initiate Defibrillation Autormated / Manual if
arriving with First Responder
Place BIAD
DO NOT Interrupt Compressions
Venlilale al 6 to 8 breaths per minute

{

BLsS

Third Arriving Responder

BLS or ALS

>—- ALS

<
!

v

Establish Team Leader
(Hierarchy)
Fire Department or Squad Officer
EMT-B
First Arriving Responder

Rotate with Compressor
To prevent Fatigue and effect high quality
COMmpressions
Take direction from Team Leader

Fourth [ Subsequent Arriving Responders
Take direction from Team Leader

-2 Continue Cardiac Arrest Protocol

AT ANY TIME

Return of
Spontaneous
Circulation

Goto
Post Resuscitation
Protocol

aaa
138

Establish Team Leader
(Hiararchy)
EMS ALS Personnel
Fire Department or Squad Officer
EMT-B
First Ariving Responder

Initiate Defibrillation Autormated
Establish [V /10
Administer Appropriate Medications
Establish Airway with BIAD if not in place

Initiate Defibrillation Manual
Confinuous Cardiac Monitoring
Establish IV /10
Administer Appropriate Medications
Establish Airway with BIAD if not in place

Continue Cardiac Arrest Protocol

o111 uonyoas

Primary focus is on quality, continuous and uninterrupted compressions at a rate of at least 100 / minute. Depth should be at least 2
inches in the adult and should allow for complete chest recoil. Compressor cycle changes and pulse checks should be done
together and take no longer than 5 seconds each.

Best chance of survival is quality compressions and early defibrillation. After compressions are initiated and defibrillation performed
(if indicated) then the airway can be addressed. When the adult suffers a primary cardiac arrest it takes about 10 to 15 minutes
before they will de-saturate below 80 %. Hyperventilation / hyper-oxygenation demonstrate worse outcomes in the adult,

Patients in whom a primary cardiac event DID NOT lead to their amest such as drowning, respiratory arrest, trauma or drug
overdose then the airway and oxygenation will assume more importance early on in the resuscitation effort,

Typical Tiered Response:
First Arriving BLS / MR: Initiate Compression Cnly CPR and call for help { notify of CPR.

Second Arriving BLS / MR: Assume compressions if First Responder has compressed longer than 2 minutes otherwise will initiate
Defibrillation Automated Procedure if available. Depending on time spent during compressions First or Second Responder will place
BIAD without interrupting compressions, place ResGPod and turn on visible Red Light Metronome and ventilated as directed,

Third Arriving BLS / MR: Allows establishment of Team Leader. Third Arriving may be Team Leader or take direction from Team
Leader.

Team Leader: Responsible for ensuring High Quality / Continuous / Uninterrupted Compressions, change in compressars every 2
minutes and ensure the patient is not being hyperventilated which leads to poor outcomes. Also responsible for talking with family
and ensuring they are aware there family member has no pulse and is not breathing so they are in effect DEAD. Ensure them that
everything that can be done is being performed now. Be respectful, direct and compassionate as well as honest. They have a very
poor chance of survival, typically < 5 %.

Fire Department | Squad Officer: In addition to Team Leader. CPR should be managed like any other Fire Scene. Personnel not
immediately needed should be moved to a staging area and summoned when needed. This decreases confusion and noise on
scene and limits the overwhelming environment the family is likely already experiencing.

ALS On ne First:
ALS Team Leader is established. ECG monitor / Quick Look is established and Defibrillation Manual Procedure is initiated if
applicable. Compressions are initiated, IV / 10 procedure performed and medications are administered per appropriate protocol.
BIAD is placed. Arriving personnel are directed to tasks.

Location of CPR Effort:
Resuscitation effort should be performed where the patient is found. A safe location with ample space should be sought but patient
movement should be limited as this interrupts compressions. If arrest occurs in a public place then every effort will be made to
maintain patient dignity. Move to unit only if necessary. Resuscitation affort should ba done on scene rather than during transport as
this degrades our performance and places you and the public at unnecessary risk of injury. If a family insists on transport then this
will be done in a non-emergency fashion to limit injury risk and enable us to maximize our compression quality.
Maovement of patient if needed: A coordinated effort will be employed when moving a patient undergoing CPR. The team leader
should make sure everyone is prepared for the move and this should occur when a planned compressor cycle change is indicated.
Brief movements of short distances should be interspersed with 2 minutes of compressions. Moves optimally should not take more
than 10 seconds each.

Talking with Family:
Maost important aspect. People don't remember your greal intubation or EJ but they will always remember how you interacted with
them. Be honest, ba straightforward and do not ba technical. Begin to gathar the information they know and start your explanation
from that point. Be very clear he patient is not breathing and their heart is not beating which means they are dead (use the word
dead.) Explain what is being done and allow the family to be present for the resuscitation if they desire. Ensure them that all that can
be done is baing dona right now and that transporting will actually worsen thair loved ones chance of survival. Let them know that
after 30 minutes If we have no response then we should stop as the chance of survival now is less than 1 %.

]

Pearls
= Efforts should be directed at high quality and continuous compressions with limited interruptions and early defibrillation
whenii early 10 pl tif available and difficult IV anticipated.
= DO NOTHYPERVENTILATE: If no advanced airway (BIAD, ETT) compressions to ventilations are 30:2, If advanced airway in
place ventilate 8 — 10 breaths per minule.
= Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
\ + Success is based on proper planning and execution. Procedures require space and patient access. Make room to work.

dicated =

N
( Protocol 2012
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ADULT CPR PROTOCOL
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Adult CPR Protocol:

 Emphasize Compressions First

* High quality, continuous, uninterrupted

compressions
* Focus on Early Defibrillation / AED
« Change Compressors every 2 Minutes

* Limit Interruptions < 10 Seconds
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Adult CPR Protocol:

 Emphasizes initial inquiry about DNR
/| MOST forms

« Adds caveat concerning Maternal
Arrest

— Manual Left Uterine Displacement

 Emphasizes IO early
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Cardiac Arrest; Adult

History
= Events leading to arrest

+  Estimated downtime

»  Past medical histary

*  Medications

Existence of terminal illness

Signs and Symptoms
»  Unrespansive

= Apneic

= Pulseless

Differential

Medical vs. Trauma

WF v, Pu
Asystole
PEA

lseless VT

Primary Cardiac event vs. Respiratory
arrest or Drug Overdose

Criteria for Death /| No Resuscitation

AT ANY TIME

Return of
Spontaneous
Circulation

v

Go to
Post Resuscitation

Protocol

Cardiac Monitor

YES Review DNR [ MOST Form
Y |
Do not begin NO
resuscitation *
Follow Begin Continous CPR Compressions
Deceased Subjects 5 Cycles / 2 Minutes
Policy . Change Compressors every 2 minutes
(change in less than 5 seconds)
Dafibrillation Automated
if available
NO ALS Avallable >—YES
Y
¢ Shockable Rhythm
NO YES

' '

Defibrillation Automated

Caontinue CPR

: Follow
5 Cycles [ 2 Minutes Continue CPR Asystole | PEA
Repeat and reassess 5 Cycles { 2 Minutes Airway
Repeat and reassess Protocols

435 Adrway Protocol
oA toc i
i Airway Protocol

Notify Destination or
Contact Medical Control

Protocol 20

Any local EMS System changes to this document must follow the NC OEMS Protocol Change Policy and be approved by OEMS

Shockable Rhythm

Faollow
VEINVT
Adult Tachycardia
Airway
Protocols

2012
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Adult Cardiac Arrest

Protocol assumes cardiae etiology leading to arrest.
About 85% of adult cardiac arrest victims have a primary cardiac etiology.

Primary focus is on quality, continuous and uninterrupted compressions at a rate of at least 100/ minute. Depth should be at least 2 inches in the
adult and should allow for complete chest recoil. Compressor eyele changes and pulse checks should be done together and take no longer than §
seconds each.

Best chance of survival is quality compressions and early defibrillation. After compressions are initiated and defibrillation performed (if
indicated) then the airway can be addressed. When the adult suffers a primary cardiac arrest it takes about 10 to 15 minutes before they will de-
saturate below 80 %. Hyperventilation ( hyper-oxygenation d worse outcomes in the aduli,

Patients in whom a primary cardiac event DID NOT lead to their arrest such as drowning, respiratory atrest, trauma or drug overdose then the
airway and oxygenation will assume more importance early on in the resuscitation effort,

Team Focused CPR: Follow Team Focused CPR protocol,

Location: Resuscitation effort should be performed where the patient is found. A safe location with ample space should be sought but patient
movement should be Timited as this interrupts compressions, ¥ arrest oceurs in a public place then every effort will be made W maintain patient
dignity. Move to unit only if necessary. Resuscitation effort should be done on scene rather than during transport as this degrades our
performance and places you and the public at unnecessary risk of injury. Ifa family insists on transport then this will be done in a non-gmergency
fashion to limit injury risk and enable us to maximize our compression quality.

s]0203044 |EDIP2N

Movement of patient if needed: A coordinated effort will be employed when moving a patient undergoing CPR, The team leader should make
sure everyone is prepared for the move and this should occur when a planned compressor eyele change is indicated. Brief movements of short
di should be i d with 2 mi of ions. Moves optimally should not take more than 10 seconds each.

F

Termination: 1f after 30 minutes of quality resuscitation effort and no Return of Spontaneous Circulation oceurs the team leader should inform the
Family of the situation and consider termination of resuscitation on scene.

[ Pearls

+ Efforts should be directed at high quality and continuous compressions with limited interruptions and early defibrillation
when indicated, Consider early 10 placement if available and difficult IV anticipated.

+ DO NOT HYPERVENTILATE: If no advanced airway (BIAD, ETT) compressions to ventilations are 30:2. If advanced airway in
place ventilate 8 — 10 breaths per minute.

+« Do not interrupt compressions to place endotracheal tube. Conzider BIAD first to limit interruptions.

s Success is based on proper planning and execution. Procedures require space and patient access. Make room to work,
Consider Team Focused Approach assigning responders to predetermined tasks.

+  Reassess and document endotracheal tube placement and EXCO2 frequently, after every move, and at transfer of care.

+  Defibrillation energy should be at manufacturer's recommendalion, maximum energy if unknown,

s Maternal Arrest - Treat mother per appropriate protacol with immediate notification to Medical Control and rapid transport preferably to

obstetrical center if available and proximate. Place mother supine and perform Manual Left Uterine Displacement moving uterus

Lo the patient's left side. IV/IO access preferably above diaphragm. Defibrillation is safe at all energy levels.

Consider mechanical CPR (compression) device if available.

Protocol 20

Any local EMS System changes to this document must follow the NC DEMS Protocol Change Policy and be approved by OEMS
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ADULT PEA /T ASYSTOLE
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Adult PEA / Asystole:

 Combined PEA and Asystole

» Atropine removed from routine use

e Added:

— Beta / Calcium Channel blocker OD
— Toxicology consideration
— Renal dialysis consideration
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Adult PEA / Asystole:

 Emphasize Compressions First

» High quality, continuous,

uninterrupted compressions
« Compressor change every 2 minutes

* Limit compressor interruptions to

less than 10 seconds
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( History

Past medical history
Medications

Events lzading to arrest
End slage renal disease
Estimated downtime
Suspected hypothermia
Suspected overdose

. Tricyclics

+ Digitalis

s Bata blockers

+  Calcium channel blockers
DNR, MOST, of Living Will

" Signs and Symptoms

+ Pulseless .
s« Apneic .
«  Electrical activity on ECG .

+ Nohearl tones on auscultation .

" Differential

Hypovolemia (Trauma, AAL, other)
Cardiac tamponade

Hypothermia

Drug overdose (Tricyclics, Digitalis, Beta
blockers, Calcium channel blockers)
Massive myocardial infarction
Hypoxia

Tension pneumothorax

Pulmonary embolus

Acidosis

Hyperkalemia

! Cardiac Arrest Protocol

!

NO

Do not begin
Resuscitation Criteria for Death / No
Follow l«—YES Resuscitation
) Review DNR / MOST Form
Deceased Subjects
Policy
Begin Continuous CPR Compressions
5 Cycles | 2 Minutes
Change Compressors every 2 minutes
(change in less than 5 seconds)
Cardiac Monitor
Follow
Rhythm +
Appropriate
pproprel® e—yes—  ShockableRhythm >
Y
IV Procedure
Consider Normal Saline Bolus 500 mL IV /10
| Epinephrine {1:10,000) 1 mg IV /10
Repeat every 3 to 5 minutes
Consider Naloxone 2 mg IV /10 / ETT
Blood Glucose Analysis Procedure
Dialysis / - Diabetic Protoco
Renal Failure as indicated
Protocol

Consider Dopamine 5 — 20 meg / kg / min IV /10

Consider Chest Decompression-Needle Procedure

Criteria for Discontinuation >—YES—.~

AT ANY TIME

Return of
Spontaneous
Circulation

Go to
Post Resuscitation
Protocol

Consider
Bata Blocker OD
Calcium Channel Blocker

0D
Toxicology Protocol

oo
i

S]0203044 [edIpa

Discontinue
Resuscitation

Follow
Deceased Subjects

Notify Destination or
Contact Medical Control

Policy

Any local EMS System changes to this document must follow the NC OEMS Protocol Change Policy and be approved by OEMS

Protocol 29

2012

When faced with either PEA or Asystole the most important aspect is finding a reversible cause.
Consider is this & primary cardiac event or a primary respiratory event, drug overdose, drowning or trauma?

Atropine is not likely beneficial and no longer mdicated with PEA or Asystole but can be given at the discretion of the team leader to a maximum
of 3 mg,

Epinephrine should be given as quickly as possible once TV /10 access is gained.

Reversible causes include:
Hypovolemia Tension pneumothorax
Hypoxia Tamponade; cardiac
Hydrongen ion (acidosis) Toxing
Hypotheriia Thrombosis: pulmonary (PE)
Hypo / Hyperkalemia Thrombosis; coronary

Hypoglycemia

Hyperkalemia: Unknown in field setting. End stage renal dialysis patient is at risk and Sodium bicarbonate and Calcium chloride should be
given,

ECG findings may not retlect cornimon teaching such as peaked T waves. PEA with a bizarre or widened complex may indeed be hyperkalemia.
Toxicology:
Consider Caleium Channel Blocker (CCB) and Beta Blocker (BB} overdose with PEA and asystole.

If suspected BB overdose give Glucagon 3 mg IV, If you see ECG improvement you may repeat and then contact medical control. Large doses of
Glucagon may be needed.

Calcium Chloride (or Ca gluconate) may be beneficial in BB overdose. If suspected CCB oversdose administer | amp of Caleium Chloride over
3 minutes. If you see ECG improvement vou may repeat and then contact medical control.

[ Pearls

Recommended Exam: Mental Status
Consider each possible cause listed in the differential: Survival is based on identifying and correcting the cause!

$]|0203044 |E2IPaN

Discussion with Medical Control can be a valuable tool in developing a differential diagnosis and identifying possible

treatment options,

Protocol 29

Any local EM3 System changes to this document must follow the NG OEMS Protocol Change Policy and be approved by OEMS
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ADULT VF/ VT
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Adult VF /' VT:

 Emphasize Compressions First

» High quality, continuous,

uninterrupted compressions
« Compressor change every 2 minutes

* Limit compressor interruptions to

less than 10 seconds

North Carolina 19
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Adult VF /' VT:

* Added medication drips to protocol

« Added Renal dialysis consideration

o Added

CONSIC

Torsade de Points

eration / Magnesium Sulfate

North Carolina 20
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History
+  Estimated down time

s Past Medical History

= Medications

« Events leading to arrest
« Renal failure / Dialysis
+  DNR or MOST form

Ventricular Fibrillation

Signs and Symptoms

Pulseless Ventricular Tachycardia

Unresponsive, apneic, pulseless
Ventricular fibrillation or ventricular
tachycardia on EKG

Differential

Ventricular Fibrillation
Pulseless Ventricular Tachycardia

Asystole
Artifact / Device Failure
Cardiac

Endocrine ! Medicine
Drugs
Pulmanary

a8

114 Cardiac Arrest Protocol

v

Defibrillation Manual
Procedure 200 J

Begin Continuous CPR Compressions
5 Cycles / 2 Minutes
Change Compressors every 2 minutes
(change in less than 5 seconds)
Repeat Process During Resuscitation

D

Amiodarone 1 mg/min
/o
Infusion IF rhythm
converts

Procainamide 1-4 mg/
min IV/10
Infusion JF rhythm
converts

Lidocaine 1-4 mg/min
V1o
Infusion IF rhythm
converts

Induced
Hypothermia
Protocal
if indicated

Vid
Vi

Any local EMS System changes to this document must follow the NG OEMS Protocol Change Policy and be approved by OEMS

Dialysis / Renal

P .
IV Procedure Failure Protocol Primary focus is on quality, continuous and uninterrupted compressions at a rate of at least 100 / minute. Depth should be at least 2
14 Alrway Protocol if indicated inches in the adult and should allow for complete chest recoil. Compressor cycle changes and pulse checks should be done
1 together and take no longer than 5 seconds each.
:zmealiher;:a I;::':n:l)nng Wiio Best chance of survival is quality compressions and early defibrillation. After compressions are initiated and defibrillation performed =
pe ry . ; ; ) ) .
Vasopresain 40Ut IV 10 iy then the airway can be addressed. When the adult suffers a primary cardiac arrest it takes about 10 to 15 minutes before they will g_
replace 1% or 2" EPJ Dose de-saturate below 80 %. Hyperventilation [ hyper-oxygenation demonstrate worse outcomes in the adult. §
Defibrillation Manual Procedure 200 J Dialysis patients: -
n AT ANY TIME Refer to Dialysis / Renal Failure protocol early on in the resuscitation. Give sodium bicarbonate and calcium. They should not be 3
Continuous CPR Compressions given in succession however without appropriate flushing of catheter as they may precipitate. Given in separate 1V lines if available. [+]
5 Cycles | 2 Minutes Return of 3
Amiodarone 300 mg IV /10 Spontaneous Magnesium Sulfate: _ _ 0
May repeat at 150 mg IV / 10 in 10 minutes Circulation Give magnesium early on in the resuscitation if patients with suspected low magnesium states. Chronic alcoholics or those who %

if rhythm refractory

appear malnourished are most at risk. In suspected digitalis toxicity should give early as well. Any patient on digitalis who

Defibrillation Manual Procedure 200 J

o complains of weakness, nausea and / or vomiting or new confusion pre-arrest may have digitalis toxicity.

Continuous CPR Compressions
5 Cycles | 2 Minutes

Goto
Post Resuscitation

Procainamide 50 mg/min IV
until thythm suppressed,
to a maximum of 1 gm (17 mg/kg)

Protocol

Defibrillation Manual Procedure 200 J

Begin Continuous CPR Compressions
5 Cycles / 2 Minutes

S]020304d |EJIP2I

Tosades de points
Low Magnesium States

Sodium Bicarbonate 50 mEq IV /10

(Malnourished / alcohalic)
Suspected Digitalis Toxicity

Defibrillation Manual Procedure 200 J

Begin Continuous CPR Compressions
5 Cycles | 2 Minutes

( Pearls
. Recommended Exam: Mental Status

Magnesium Sulfate
2gmiv/IO

Lidocaine 100 mg IV /10
May repeat x1.

+ Efforts should be directed at high quality and p with limited interruptions and early defibrillation
when indicated. Consider early 10 placement if available and difficult IV anticipated.
+« DO NOT HYPERVENTILATE: If no advanced airway (BIAD, ETT) compressions to ventilations are 30:2. If advanced airway in

:

YES—( Return of Spontaneous Circulation >—NO- Consider Discontinuation

place ventilate 8 — 10 breaths per minute.
« Do not interrupt compressions to place endotracheal tube. Consider BIAD first to limit interruptions.
+ IfnolV/I10, drugs that can be given down ET tube should have dose doubled and then flushed with 5 ml of Normal Saline. W10
is the preferred route when available.
Reassess and document endotracheal tube placement and ELCO2 freguently, after every move, and at transfer of care.
Do not stop CPR to check for placement of ET tube o to give medicines.
If arrest not witnessed by EMS then 5 cycles of CPR prior to 1% defibrillation,
Defibrillation energy should be at manufacturer's recommendation, maximum energy If unknown,

of Resuscitation Policy

Notify Destination or
Contact Medical Control

Effective CPR and prompt defibrillation are the keys to successful resuscitation.
If BVM is ventilating the patient successfully, intubation should be deferred until rhythm has changed or 4 or § defibrillation

- s % 8 8w

Protocol 35

sequences have been completed.

Protocol 35

Any local EMS System changes to this document must follow the NG OEMS Protocol Change Policy and be approved by OEMS

2012 2012
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INDUCED HYPOTHERMIA
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Induced Hypothermia:

* Optional protocol

» Added based on available evidence
of Improved outcomes In selected

patient populations

North Carolina 23
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Induced Hypothermia

'/_History Signs and Symptoms Differential M
+  Non-traumatic cardiac arrests *  Cardiac arrest +  Confinue to address specific differentials
(drownings and hanging / *  Return of Spontaneous Circulation associated with the arrhythmia
asphyxiation are parmissible in post-cardiac arrest
this protocol. )
« Al presenting rhythms are
permissible in this protocol
« Age 18 or greater
Retum of Spontanaous
Circulation
- ROSC
Exit to ¢
Post E:a;t;s;c';llauon NO
03 Criteria for Induced
Hypothermia
Initial rectal tempearature
=832 F (34C)
; Advanced Airway (Includes BIAD) in place
og Alrway Profocols | g oy g| B with EtCO2 > 20 mmHg
as indicated
Perform Neurological Assessment
Expose and apply ice packs lo axilla
And groin areas
| Cold NS Bolus 30 mL / kg W10
Maximum 2 liters
Dopamine infusion 10 — 20 meg/kg/min 7]
To effect SBP = 90 )
a
Stop cooling measures v o
Until temperature 3
increases Reassess Rectal Continue Cooling -]
Temperaiure N -
Reassess temperature [-—< 91 F (32.8 C) Target: 91.4 F (33C) >91F (32.8 C» i )
every 10 minutes (B36Fto83.3F) Past Resuscitation
(32 - 34C) Protocol
Conltinue Post
Resuscitation Care + +
— .
( Shivering noted > NO
!
YES
Y
n Etomidate 20 mg VIO
YES—< Continued Shivering :"; NO
Versed 2 mg IV/IO
may repeal in 5 minules if needed
Consider Vecuronium 10 mg IVIIO
Notify Destination or
Contact Medical Control

( Protocol (Insert Number Here) 2012

24
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POST-RESUSCITATION
PROTOCOL
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Post-Resuscitation Care:

» Maintain oxygen saturation at 94 %
or greater but avoid hyperventilation

and hyeroxygenation
» Optimize cardiopulmonary function

* Optimize vital organ perfusion

North Carolina 26
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Post-Resuscitation Care:

* |dentify and treat STEMI
« Control temperature

» Transport to appropriate hospital with

comprehensive post-cardiac arrest

treatment

North Carolina 27
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Post Resuscitation

Post Resuscitation

History
*  Respiratory arrest
* Cardiac arrest

Signs/Symptoms
*  Return of pulse

Differential

+ Confinue to address specific

=,

differentials associated with the original

dysrhythmia
Repeat Primary Assessment
Arrhythmias are common Optimize Ventilation and Oxygenation
and usually self limiting «  Maintain SpO2 at 94 % or greater
after ROSC B +  Advanced airway If indicated

+  ETCOZ ideally 35 — 40 mm Hg

o | + Respiratory Rate <12

DO NOT HYPERVENTILATE
If Arrhythmia Persists
follow Rhythm | IV /10 Procedure
A )
ppropriate Protocol B 12 Lead ECG Procedure
Cardiac Monitor

Monitor Vital Signs / Reassess

Hypotension

YES: Systolic BP 89

or less
Normal Saline Bolus 500 mL IV /10
I May repeat to 1L
if lungs remain clear NO
Dopamine Induced
5—10 meg fkg /min IV / 10 Hypotharmia
Titrate to SBP of 90 or greater Follows o Protocol
Commands if available

Chest Pain / YES
smg.:_;ﬁ”“' STEMI
--—YE or

Destination Plan

Suspicion of MI

NO
Symptomatic
Eradycardla
Protocol «— YES
e NO

Amiodarone 150 mg IV / 10
Over 10 minutes
Follow with infusion
img / min

l—YES

ROSC After
Defibrillation and
NO
Antiarrhythmic

a9a
it}

Continue Antiarrhythmic
Utilizad
Refer to Adult Tachycardia
Protocol

Versed 2 mg IV /10 if needed

Vecuronium 10 mg IV /10 if needed

'_)

Notify Destination or
Contact Medical Control

S]0203}014d |EDIP3N

Immediate concerns following Return of Spontaneous Circulation:

1. Optimize oxygenation and ventilation to maintain oxygen saturation at 94 % or grealer. Hyperventilation must be avoided due o
induced hypotension, decreased cardiac output and oxygen injury.

2. Optimize cardiopulmonary function and vital organ perfusion.
3. Control body temperature and induce therapeutic hypothermia unless contraindicated.

4. Search for and treat correctable causes:

Hypovolemia Tension Pneumnothorax
Hypoxia Tamponade; cardiac
Hydrogen ion Taxins / Ingestions
(acidosis)

Hypo / Hyperkalemia Thrombosis: pulmonary
Hypothermia Thrombosis; coronary
Hypoglycemia

5. Identify and treat STEMI

6. Transport to facility capable of caring for post arrest palients.

}—Fearls

Recommended Exam: Mental Status, Neck, Skin, Lungs, Heart, Abdomen, Extremities, Neuro
+ Hyperventilation is a significant cause of hypotension and recurrence of cardiac arrest in the post resuscitation
phase and must be avoided at all costs.
*  Most patients immediately post resuscitation will reguire ventilatory assistance,
*  The condition of post-resuscitation patients fluctuates rapidly and continuously, and they require close manitoring.
Appropriate post-resuscitation management may best be planned in consultation with medical control.
+ Common causes of post-resuscitation hypotension include hyperventilation, hypovolemia, pneumothorax, and
medication reaction to ALS drugs.
|+ Titrate Dopamine to maintain MAP =90. Ensure adequate fluid resuscitation is ongoing.

sjo20j014d [edIpa
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Summary:

« All ACLS / PALS protocols updated
to 2010 AHA recommendations

* Aggressive Cardiac Arrest Care

» Aggressive Post-Resuscitation Care
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