Adult Basic Life Support 2020 AHA
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High-qguality CPR improwves a victim's chances of survival. The critical
characteristics of high-quality CPR include the following:
= Start compressions within 10 seconds alter recognizing cardiac
arrast.
= Push hard and push fast: Compress at a rate of 100 to 1 200min with
a depth of
— JAtleast 2 inches (5 cm) for adults
— At least one third the depth of the chest, approximately 2 inches
(5 cm), for children
= At least one third the depth of the chest, approimately 1%z inches
4 cm), for infants
= Allow complete chest recoil after each compression.
= Minimize interruptions in compressions (try to limit




Summary of High-Quality CPR Components for BLS Providers

hil Inf
Component Adults and Adolescents Children nfants
(Age 1 Year to Puberty) (Age Less Than 1 Year)
Scene safety Make sure the environment is safe for rescuers and victim

Check for responsiveness

No breathing or only gasping (ie, no normal breathing)

No definite pulse felt within 10 seconds

(Breathing and pulse check can be performed simultaneously in less than 10 seconds)

If you are alone with no mobile phone,

leave the victim to activate the emergency Witnessed collapse

response system and get the AED before  Follow steps for adults and adolescents on the left
Activation of emergency response beginning CPR

Recognition of cardiac arrest

system OR Unwitnessed collapse
Send someone and begin CPR Give 2 minutes of CPR
immediately; use the AED as soon as it's  Leave the victim, activate the emergency response system, get the AED (if available),
available return to the child or infant and resume CPR; use the AED if needed
. A . 1 or 2 rescuers 1 rescuer 2 or more rescuers
Compression-ventilation ratio
30to 2 30to 2 15to 2
Compression rate 100-120/min
Compression-ventilation ratio with Continuous compressions at a rate of 100-120/min
advanced airway Give 1 breath every 6 seconds (10 breaths/min); Effective breaths produce adequate chest rise
. At least 2 inches (5 cm)* At least one-third AP diameter of chest At least one-third AP diameter of chest
Compression depth * . . .
no more than 2.4 inches (6 cm) About 2 inches (5 cm) About 1.5 inches (4 cm)

1 rescuer
2 fingers in the center of the chest, just

2 hand 1 hand (optional f I
2 hands on the lower half of the ands or 1 hand (optional for a very sma below the nipple line

Hand placement child) on the lower half of the breastbone

breastbone (sternum) 2 or more rescuers
(sternum) o .
2 thumbs encircling hands in the center
of the chest, just below the nipple line
Chest recoil Allow full recoil of chest after each compression to allow the heart to adequately refill between compressions
Minimizing interruptions Limit interruptions in chest compressions to less than 10 seconds
AED Turn it on 1st; Follow AED prompts; Actions required for submerged victim and hairy chested victim
Rapid defibrillation Eliminates abnormal heart rhythm; Restores a regular cardiac rhythm
Team dynamics Knowing one's limitations; Clear role & responsibilities; Constructive feedback

Conscious - Heimlich maneuver Conscious - 5 Back slaps & 5 chest thrusts

Foreign Body Airway Obstruction Unconscious - CPR modified to look for obstructed object when you open the airway Unconscious - CPR modified

Abbreviations: AED - automated external defibrillator; AP - anteroposterior; CPR - cardiopulmonary resuscitation



Adult Cardiac Arrest 2020 AHA

CPR Quality

« Push hard (at least 2 inches [5 em]) and fast (100-120/min) and
allow complete chest recoil.

+ Minimize interruptions in compressions.

« Avoid excessive ventilation.

* Change compressor every 2 minutes, or sooner if fatigued.

StartCPR If no advanced airway, 30:2 compression-ventilation ratio.
= Give oxygen Quantitative waveform capnography
« Attach monitor/defibrillator | = IfFPETCO, is low or decreasing, reassess CPR quality.

Shock Energy for Defibrillation

* Biphasic: Manufacturer recommendation (eg, initial dose of
120-200 J); if unknown, use maximum available, Second and
subsequent doses should be equivalent, and higher doses may
be considered.

* Monophasic: 360 J

Drug Therapy

Epinephrine every 3-5 minutes
Amiodarone or lidocaine
for refractory VR/pVT

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

* Amiodarone [V/10 dose: First dose: 300 mg bolus. Second
dose: 150 mg.
or

* Lidocaine IVNIO dose: First dose: 1-1.5 mg/kg. Second dose:
0.5-0.75 mg/fkg.

Advanced Airway

« Endotracheal intubation or supraglottic advanced airway
o~ « Waveform capnography or capnometry to confinm and monitor
On: i) ET tube placement

Nitor cPR QU2 + Once advanced airway in place, give 1 breath every 6 seconds
(10 breaths/min) with continuous chest compressions

Return of Spontaneous Circulation (ROSC)

+ Pulse and blood pressure

« Abrupt sustained increase in PETCO. (typically =40 mm Hg)

« Spontaneous arterial pressure waves with intra-arterial
monitoring

Reversible Causes

+* Hypovalemia « Tension pneumothorax
+ Hypoxia + Tamponade, cardiac

* Hydrogen ion (acidosis) * Toxins

« Hypo-hyperkalemia « Thrombosis, pulmonary
* Hypothermia * Thrombosis, coronary
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Bradycardia

Assess appropriateness for clinical condition.
Heart rate typically <50/min if bradyarrhythmia.

|

Identify and treat underlying cause
* Maintain patent airway, assist breathing as necessary
» Oxygen (if hypoxemic)
* Cardiac monitor to identify rhythm; monitor blood pressure and oximetry
| = |V access
* 12-Lead ECGIif available; don't delay therapy
* Consider possible hypoxic and toxicologic causes

L ]

Persistent
bradyarrhythmia causing:
* Hypotension?
» Acutely altered mental status?
+ Signs of shock?
* |schemic chest discomfort?
= Acute heart failure?

=

L Maonitor and observe
., -

y

Atropine IV dose:

First dose: 1 mg bolus,

T Repeat every 3-5 minutes.

l Yes Maximum: 3 mg.
Dopamine IV infusion:

Lsuvalinfusion rate is

, Alrupma. 5-20 mca/kg per minute,
If atropine ineffective: : Titrate to patient response;
* Transcutaneous pacing taper slowly.
o f"‘di:"hf’;l ) ' Epinephrine IV infusion:
Lol “m” izl 2-10 meg per minute infusion,
2 % Titrate to patient response.
R' Epinephrine infusion J Fauass P P
* Myocardial ischemial
infarction
* Drugsftoxicologic (g,
P Y calcium-channel blockers,
| Consider: betablockers, digoxin)
* Hypoxia
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* Expertconsultation
* Transvenous pacing j

= Electrolyte abnormality
leg, hyperkalemia)




Tachycardia

2020 AHA

Assess appropriateness for clinical condition.
Heart rate typically 2150/min if tachyarrhythmia.

Identify and treat underlying cause
* Maintain patent airway; assist breathing as necessary
* Oxygen (if hypoxemic)
- » Cardiac monitor to identify rhythm; manitor blood
| pressure and oximetry
* |V access
’ * 12-lead ECG, if available

i First dose: 150 mg over 10 minutes. Repeat as needed if VT recurs.

Dases/Details

Synchronized cardioversion:

Refer to your specific device's recommended energy level to
maximize first shock success.

Adenosine IV dose:

First dose: 6 mg rapid IV push; follow with NS flush.

Second dose: 12 mg if required.

Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia

Procainamide IV dose:

20-50 mg/min until arrhythmia suppressed, hypotension ensues,
QRS duration increases »50%, or maximum dose 17 mg/kg given.
Maintenance infusion; 1-4 mg/min. Avoid if prolonged QT or CHF,

Amiodarone IV dose:

Follow by maintenance infusion of 1 mg/min for first 6 hours.
Sotalol IV dose:
100 mg (1.5 mg/kg) over 5 minutes. Avoid if prolonged QT.

Persistent 3 &
tachyarrhythmia causing: '
e Wikt Yoo Byn:hrj:nt:ad na?'dlwuruiun
* Acutely altered mental status? * Consider sedation Fo ™
* Signs of shock? * Ifregular narrow complex, If refractory, consider
* Ischemic chest discomfort? consider adenosine Underlyi
: . ) . ng cause
* Acute heart failure? * Need toincrease
L, energylevel for next
cardioversion
Fi o » Addition of anti-
Yes . onsider arrhythmic drug
t‘:‘ll?nt:f::d >+ Adenosine only if * Expert consultation J
regular and monomorphic  —— <
* Antiarrhythmic infusion
| * Expert consultation J

* Vagal maneuvers (if regular)

+ Adenosine (if regular)

* f-Blocker or calcium channel blocker
* Consider expert consultation

,

—
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Acute Coronary Syndromes 2020 AHA

Symptoms suggestive of ischemia or infarction

v

EMS assessment and care and hospital preparation
Asmass ABCS, Ba prepared toprovide PR and dedibriiation
Adminigter agpirin and coneider axygen, nitmoghcernin, and monphine if neadad
Obtain 123-lead BECG; If 5T elevation:
= Ity receving hospital with transmission o mterpretstion; note e of ansel and first
medical contect
* Prosdde praiaspital notification; on arival, iransgort o EDveath lab per protocal
Hatified hospital should mobilize resources to respond to STEMI
It conzidaring prehoepital orinolyais, uae fiorinolytic checkliah

L 3

Concurrant EDdcath ab assessmsant Immadiate EDSeath lab general ireatmant
(=10 minutes) 01, 53t <003, start oxygen at 4 Limin, titrate
* Activare STEMI team upon EMES modifcation Aspirin 162 to 325 mo (1 not given by EbS)
= Anness ABCs; give axygen if needed Hitroghycerin sublingual or transingual
= Establish IV access Morphine |V if discormfort ot relieved by
* Farform brief. targeted history, physical exam nitrgaglycarin
* Reviesncormplets Morinolytic checklist; Comsider administration of P2Y g inhibitors
chack contraindications
= Oitain initial cardiac marker kevels, complete
bl oo courts, and coaguiation stadies
= Oftain portable chest x-ray =30 minutes);
din not dalay fransport to tha cathilab

B ] e
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- - . .
l ST dhapragsion of dynamic T-wave Hormal ECG or nondiagnostic
+ Startadjunctive therapies irrversion, ransient ST elesation changes in STsegment o T wanes
as indicatad strangly susplclous for iechamia lw-risk acare
- Do ot delsy reperfusion arehion high-sisk acone  Low-fintermediate-risk NSTE-ACS
3 e st Tropanin el dl
i hiowrs ni &levated or high-rick patient Canaider admissicn e
Time from onsstof
f':_H m:':lum — Consider early nvasive strategy i ED chestpain unit or to
* Fefractory Ischemic chest discomtort appropriate bed for
* Recurentipersistent ST deviation further manitering and
12 hsrs - "J'ﬂl"rll:l.lﬂrti:l‘l}ﬂﬂﬂ;h pdﬂlhlii'rl.ﬂ'ﬁ-l‘rliﬁri
! = Hemodyramic instability
¥ = Signa of haart talune
Repwriasion gomts: ' Start adjunctive therapes
Fmrﬂni_'l:'ﬂrfdhwallmtmu teg. rifroglycerin, keparing as ndicated
Cenicr 4
= FMC-ta-balloon inflation Saa AHAMCE NSTE-ACS Gandaiines
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Suspected Stroke

2020 AHA

Identily signs and symptoms of possible stroke
Activate amergency response

v

Critical EMS assessments and actions

L}

Assass ABCSs; give axygean il needead
Initiate stroke protacaol
Perform physical exan

Establish time of symptom cnseat (lest bnossm normal)
Triage to most appropriate stroke center
Check glucose; treat if indicated

L ]

| te: Refer o the expanaed EMS sirafee algarithm,

L

ED ar brain imaging sultae®

Perform validated prehcspitad stroke screen and siroke severity tool

Provide prehospital notification; on arrival, transport to brain imaaging suita

Immed late genaeral and neurologic assesament by hospltal or etroke team

Sctivate stroke team upon EMS notification

Stroke team meets EMS on arrival
Asseas ARCs: give ocxyagen if neaedad

Check glucoss; treat if indicated
Reviaw patiant history, medications, and proceduras

or Canadian Neuralogical Scale

Pregare for emergent GT scan or MBI ol brain upon anrival

Obtaim IV access and perform laboratory assessments

Establish time of symptom onset or last knownn normal
Perform physical exam and neurologic examination, including NIH Stroke Soalke

“‘Best practice is 1o bypass the ED and Qo straighit b the beain imaging suite.

-

Doas brain imaging S You -] Initiate intracranial
show hemorrhage? e . hemorrhage protocel
Mo .
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Administer alteplasa i

| = Consider EVT
- = ParformCTa
= Perform GTP as indicated

l

EVT candidate?

Yes =2

w

Rapidly transport
to cath lab or transfer

tx EVT-capable center
- -

v
:a_ Admit to neurological ICU

Aadult Suspacied Stosds Algoiithen
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Admit to stroke unit or newrological HCL,
or transfer 1o higher level of care




Adult Post Cardiac Arrest Care (ROSC)

— =

or mean arterial pressure »55 mm Hg

L M
aE 'I' Continued Management and
Consider for emergent cardiae intervention if Additlonal Emergent Actlvities

= STERI presant :
2 - These evaluations should be dona
* Unstabla cardiogenic shoch concurrantly sothat decisions on

» Mecharical circulatary support required richiraldpy il sl

(TTM| receive high priarity as
P cardiac intarvantions.

Fn||mgnmm? = EmErg-Eﬂ!tﬂ!‘dﬂl: irtErvention
No Yes Early gvaluation of 12-lead
Continued alectrocardiogram (ECGE consader
x_ -
Awake

|' ROSC obtaned H:| Initial Stabilization Phase
b G e’
l Resuscitation is ongoing during the
P post-ROSC phase, and many of these
Manage alrway | activities can occur concurranthy,
Early placement of endotracheal tube However, If pricritization is
niecessary, follow these steps:
= Airway ranagement:
Initial Wﬂﬁ““m“““m?“‘ ! "'“'“““"";"H“?;““H"'?P““; i
Stabillization spl:]z BEHEEE Cilpnom ¥ COERIrmm SN rmecrn e
andotrachasl tube placament
Phasa PaC:a, 35-45 mm Hg & KASTERQ F SlBCIY DT OO
[ Titrata FIC, for Sp, 92%-06%; start
Managa hemodynamic paramaters at 10 breathsimin; tRrate te Padco, of
Systolic blood presauna =50 mm Hg 35-45 rren Hy
1 m“““m*HMMHEE__‘, * Manage hemodynamic parametars:
-—_1— ddminister crystalioid andiar
= - wasapressar or inotrope for goal
|’ Obtain 12-lead ECG | systolic biood pressure =50 mm Hg

Managemant - \ hemgdynamics for decisionon
1 cardiat ftervantion

and Additional Comatosa
Emargant = TTM Other critical care | # TThE If pateant s not following
Activithes = btain brain CT ranagement commands, start TTh 88 80an as
= EEG monitoring - 4 passible; begin at 32-36°C for 24
= [ther critical care hours by using & cooling deavice with
managemant feadback loop
-I- 4 * Crtharcritical carg management
I = {ontingously monitor cong
+ temperaiurg [esophageal,
-
Evaluate and treat rapedly reversible etiologies 1 B Lﬁ:&ﬁiﬁ”ﬁm ———
Irnpolve eapert consultation for continued mansgemant " aughycamia '

- Provida continuous or Intarmittent
alectraencephalogram [EEG)
MoniLoring

- Provide lung-protective ventil ation

Hypovolamia

Hypoxia

Hydrogen ion (acidosis)
Hypokalemiafhyparkalemia
Hypothermia

Tension pneumaothorax
Tamponads, cardiac
Toxins

Thrombosis, pulmonary
Thirarnksses, Coranany

£ 20 Armenican Hest Asgociabon




