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Start CPR
= Give oxygen
= Attach monitor/defibrillator

Yes

2 v
VF/pVT )

CPR 2 min
= IW/IO access

v

Rhythm

|

Rhythm

shockable?

shockable?

CPR 2 min
= Epinephrine every 3-5 min
= Consider advanced airway,
capnography

!

No

Rhythm
shockable?

CPR 2 min

= Amiodarone or lidocaine
= Treatreversible causes
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= If no signs of return of
spontaneous circulation
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=

CPR 2 min
= IV/IO access
= Epinephrine every 3-5 min
= Consider advanced airway.
capnography

Epinephrine
ASAP

Rhythm
shockable?

11

CPR 2 min
= Treatrewversible causes

A J

(ROSC), go to 10 or 11

= If ROSC, go to

Post—Cardiac Arrest Care
= Consider appropriateness
of continued resuscitation

oy —
GotoS5or7

CPR Quality

= Push hard (at least 2 inches
[ cm]) and fast (100-120/min)
and allow complete chestrecoil.
= Minimize interruptions in
compressions.
= Avoid excessive ventilation.
= Change compressor every
2 minutes, or soconer if fatigued.
= |If no advanced airway, 30:2
compression-ventilation ratio.
= Quantitative waveform
capnography
— If PETCO,; 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 IV/1O dose:
1 mg every 3-5 minutes

= Amiodarone IV/I0O dose:
Firstdose: 300 mg bolus.
Second dose: 150 mg.
or
Lidocaine IV/10 dose:
Firstdose: 1-1.5 mg/kg.
Second dose: 0.5-0.75 mg/lkg.

Advanced Airway

= Endotrachealintubation or su-
praglottic advanced airway

= Waveform capnography or cap-
nometry to confirm and monitor
ET tube placement

= Once advanced airway in place,
give 1 breath every G seconds
(10 breaths/min) with continu-
ous chest compressions

Return of Spontanecus
Circulation (ROSC)

= Pulse and blood pressure

= Abrupt sustained increase in
PETCO, (typically 240 mm Hg)

= Spontaneous arterial pressure
wawves with intra-arterial
monitaring

Reversible Causes

Hypovolemia

Hypoxia

Hydrogen ion (acidosis)
Hypo-hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombosis, coronary
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Suspected opioid poisoning
Check for responsiveness.
Shout for nearby help.
Activate the emergency response system.
Get naloxone and an AED if available.

|

[
Yes ; Is the N No
person breathing
A normally? y

.'?'- ¥ @ ¥
Prevent deterioration | Start CPR*

= Tap and shout. * Give naloxone.

*» Reposition. = Usean AED.

* Consider naloxone. L- Resume CPR until EMS arrives.

= Continue to observe until

EMS arrives.
. !

'./;-\I' : -,

Ongoing assessment of
responsiveness and breathing
Goto 1.

\ !

*For adult and adolescent victims, responders should perform compressions and rescue breaths for
opicid-associated emergencies if they are trained and perform Hands-Only CPR if not trained to perform
rescue breaths. For infants and children, CPR should include compressions with rescue breaths.

8 2020 American Heart Association
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Suspected oploid poisoning
Check for responsiveness.
Shout for nearby halp.
Activate the emergency response system.
Get naloxone and an AED if available.

p——
s Qj Is the

person breathing
normally?

[ ] | P = L 4

\ \". ¥ \i
E Prevent deterioration LB Does the h
* Tapandshout. 5 personhavea pulse? *, N°
* Open theairway and reposition,

: (Assessfor =10
* Consider naloxone. seconds,)
= Transport to the hospital. |

- !"I

gt I FN 1 P
I"~:.-"|" ) - Iki} - " l-\\?,t"
QOngoing assessment of Support ventilation Start CPR
responsiveness and breathing « Openthe airway and = Usean AED.
Gotol. reposition. * Consider naloxone.
. / * Provide rescue breathing or * Refer tothe BLS/Cardiac
abag-mask device. Arrest algorithm.

| * Give naloxone.
- y

@ 2020 American Heart Association




U\,QL’—LJ—‘J_‘ ‘¥‘J_“

Al

oo

C ROSC obtained ) iti Sta iza n Phase
'L Resuscitation is ongoing during the
post-ROSC phase, and many of these
Manage airway activities can occur concurrently.
Early placement of endotracheal tube Howewver, if prioritization is

necessary. follow these steps:
= Adrway management:

Manage respiratory parameters Wone for i aprieg e b o

Initial Start 10 breaths/min t t fi a it
Stabilization Spo, 929%-98% BRI Ot OO T e TGSt
Phase Paco, 35-45 mm Hg £ o - = FRENEC IS
- Manage respiratory parameters:
Titrate F10, for Sp0O, 92%-98%: start
Manage hemodynamic parameters at 10 breaths/min; titrate to Paco, of
Systolic blood pressure >90 mm Hg 35-45 mm Hg
Mean arterial pressure >65 mm Hg = Manage hemodynamic parameters:
¢ Administer crystalloid and/or
wvasopressor or inotrope for goal
Obtain 12-lead ECG systolic blocc! pressure =90 mm Hg
or mean arterial pressure >65 mm Hg

— * Continued Management and
Consider for emergent cardiac intervention if Additional Emergent Activities

: E—r:gth;::l?;isa?'zzzgenlc SR These evaluations should be done
= = = concurrently so that decisions on
= Mechanical circulatory support required targeted temperature management
(TTM) receive high priority as
cardiac interventions.
= Emergent cardiac intervention:
Early evaluation of 12-lead

Follows commands?
No Yes

Continued electrocardiogram (ECG); consider
Management hemodynamics for decision on
and Additional Comatose Awake cardiac intervention
Emergent - TTM Other critical care = TTM:If patient is not following
Activities - Obtain brain CT management commands. start TTM as soon as
= EEG monitoring possible; begin at 32-36°C for 24
- Other critical care hours by using a cooling device with
management feedback loop
= Other critical care management
1 — Continuously monitor core
* temperature (esophageal,
= 7 4 2 rectal. bladder)
Evaluate and treat rE_lpldly rever_s:ble etiologies — Maintain normoxia, normocapnia,
Involve expert consultation for continued management euglycemia

— Provide continuous or intermittent
electroencephalogram (EEG)
monitoring

— Provide lung-protective ventilation

Hypowvolemia

Hypoxia

Hydrogen ion (acidosis)
Hypokalemia/hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombosis, coronary

® 2020 American Heart Association
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Management |
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Imaging
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Incorporate
Persistent status diagnostic tests
il s for multimodal
ey | prognostication
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ROSC 24 hourg 43 houre 72 hours

Time after ROSC
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© Continue BLS/ACLS )

* High~guality CPR
» Definrilabar whanindizatad
+ Jther ACLS intervertions

Ao :

Assemble maternal cardiee arrest team

pra—r SR
" Consider stiology

g of arrest /_,./_l

L
' Performmaternalintervantions | Performobstetric |
» BT ditaay marsgueee! interventions
* Admirier 1009% Oy, Bvoid * Frowide combinuces krtesl
g uenlilabon Lterine dspacament

* Digtach fezal maritors
* Frepare for parimartem

* Flace IV abovwe diaphragm
+ Hrecaiving IV magnesium, sbapanc

. giwecalzum chloride or gluconata i cesaraan delivary

- o = -

! v

Continue BLS/ACLS '

Perform perimartem
+ High-giality CPR casaraan delivary
« DediboriBation when ndizabed * " ROSE in B minutes,
* Cithar ACLG terventions consider immedate

! g, @pinagtring

v

_.Hannnftdlmmw recaive nepnate

£ 2020 Amernizzn Heart Azsocizton

perimarter cesarean dilivery

Madernal Cardias A el

| + Team planning should be dong in

colaborationaith the obstet-ic,
mecratal, emersency.
anesthasialogy mlensive carg,
ard candias arrpsh serices

= Prionitles for pregnant women
in cardiae arres: shauld incluga
prcrwesion of high-guality CPR and
ruliel uf ao-tocaval comprass an with
latara’ utering disalacemant,

* The goa of perimorten casanean
dilvery & ba improve maternal ane
fetalounomes,

* |dealy pe-form oerimortem cesarear
delivery in 5 minutes, cepending an
prawvider resources anc skl sets

Avanced Airway

* |m pregancy, a difficLit direay
is Cammisr., Usg 1he mest
exparenced provider

» Provideandolracheal inbubalior or
supraglatt ¢ advanced airvay,

= Py Fermesavederm capiraphey or
cagnormetry fo canfirm and moritor
ETfue alacement.

* Once acwanced airvey isinplaca,
nive 1 areathewery & secords
[* 0 breaths!minkwith cantinuous
chest compressions,

Patential Eticlagy of Matemal
Cendiac Arrest

A dnasthebic comolications

B Blescing

C Candicuasodar

D Drugs

E Emdicdic

F Eapar

G Genera nong asbetriz couses of
cardias arrest(H s and TE)

H Hypertensan
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One mL dose of epinephrine concentrations

= 1:1,000 concentration = 1000 megimL {or 1 mg/mL)

= 1:10,000 concentration = 100 mcg/mL {or 0.1 mg/mL)
= 1:100,000 concentration = 10 meg/mL {or 0.01 mg/mL)

IM  1:1,000 |1000 Mcg

CPR 1:10,000 | 100 mcg

Pulse 1:100,000| 10 mcg

Epinephrine concentration per milliliter.

Epmephrme In]ectlon, USP

Auto-Injectors 0.3 mg

R e optoton, USP ot il

Avlo-Injodlon
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Three epinephrine concentrations used in anaphylaxis treatment
+ 1:1,000 — Anaphylaxis without hypotension (M)
+ 1:10,000 — Cardiac arrest with anaphylaxis (V)
+ 1:100,000 — Anaphylaxis with hypotension® (V)

* Anaphylaxis with hypotension should initially be treated with IM epinephrine, the 1:1000 concentration. The intravenous route for
epinephring must be considered when hypotension persists.

Type (Concentration | Euﬁ___’:ﬂu_i'..
IM | 1:1,000 |1000 mMcg
CPR | 1:10,000 | 100 mcg

Pulse 11:100,000| 10 mcg

- 7

Three epinephrine concentrations used in anaphylaxis management.
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Hypovolemia

Hypoxia

Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombosis, coronary
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