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IN-HOSPITAL RESUSCITATION

Collapsed/ sick patient

MAINTAIN
PERSONAL
SAFETY

Shout for help and assess patient

Signs of life?

Check for responsiveness

and normal breathing

Experienced ALS providers should
simultaneously check for carotid pulse

No or if any doubt
(Cardiac arrest)

Call and collect*

Call resuscitation team
Cellect resuscitation equipment

High-quality CPR*

Give high-quality CPR with oxygen
and airway adjuncts*
Switch compressor at every
rhythm assessment

Defibrillation*

Apply pads/ turn on AED
Attempt defibrillation if indicated**

Advanced life support
When sufficient skilled personnel
are present

Handover
Handover to resuscitation team
using SBAR format

Yes
(Medical emergency)

Call and collect*
Call resuscitation /
medical emergency team if needed
Collect resuscitation equipment

Assess™
ABCDE assessment- recognise and treat
Give high-flow oxygen
{titrate to SpO, when able)

Attach monitoring
Obtzin IV access

Consider call for resuscitation/ medical

emergency team [if not already called)

Handover

Handover to resuscitation/ medical
emergency team using SBAR format

EUROPEAN
. RESUSCITATION
counciL

SPECIALCIRCUMSTANCES 2021
5 TOP MESSAGES

(@)

EUROPEAN
RESUSCITATION
COUNCIL

1.

CHECK

= Follow the ABCDE approach
e Take safety measures where needed

TREAT

= Follow the ALS algorithm
* Minimise no-flow time

* Optimise oyxgenation

= Use your resources

PRIORITISE
= Reversible causes
=4 Hs
«4Ts

MODIFY

* Modify ALS algorithm
e Special causes

* Special settings
=Special patient groups

CONSIDER

e Transfer
« ECPR
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’ Reviews in Clinical Gerontology 2010 20; 20-29 First published online 27 January 2010
* Eu Gpau otTotTNTA © Cambridge University Press 2010 doi:10.1017/50959259809990438
* JUVWOONPOTNTEC Cardiopulmonary resuscitation in older people —
d recvicw

* [MoAudappokia

R Lannon and ST O’Keeffe

Department of Geriatric Medicine, Galway University Hospitals, Ireland

CLINICAL INVESTIGATIOINS

Cardiopulmonary Resuscitation in Adults Over 80: Outcome
and the Perception of Appropriateness by Clinicians

* HOwa SIAAupoTa

CONCLUSION: Our findings show that despite generally
poor outcomes for older patients undergoing CPR, many
emergency clinicians do not consider these attempts at resus-
citation to be inappropriate. A professional and societal
debate is urgently needed to ensure that first we do not harm
older patients by futile CPR attempts. J] Am Geriatr Soc
68:39-45, 2020.
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heart disease (23%), thromboembolism (16%),e
bleeding (8%), cancer (4%) and pre-eclampsia (Z
Yy nAog kivbuvoc etopodnong

Aloppayiec: ectopic pregnancy, placental abru;
MNpoBpouBwrtkn katdotaon, ME
Mpo-/exhaudia
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Zuuniieon KK® kot aoptig
MeplBavatia KaloapLkr Toun
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Supine position [E Lateral position

MATERMNAL CARDIAC ARREST

Manual left uterine
displacement

Activate maternal cardiac arrest teams:
Maternal life support, Cbstetric delivery, Neonatal resuscitation

NO

h

YES

Traumatic cardiac arrest ?

Commence CPR

Follow standard life support algorithms:

Defibrillate as necessary, (standard energy doses)
Secure airway, (anticipate difficulty)
Ventilate with 100% O,

Start IV abowve diaphragm, (use typical drugs/doses)
Treat reversible causes

Follow traumatic cardiac arrest protocol

This may include:

Intubation and ventilation

Chest decompression

Giving fluid (blood and blood products)
Thoracotomy as indicated

\

/

4 minutes post arrest
? ROSC to conventional measures

YES
.

Continue appropriate
post-arrest care

Gestation over 20-24 weeks
(uterus palpable above umbilicus)
=

Within short timeframe of cardiac arrest

(e.g. 4-15 minutes)

NO

Y

Perimortem caesarean
section probably not
indicated, {(although

fetal survival has been

reported up to 30
minutes post arrest)

for both mother and baby)

CONSIDER PERIMORTEM CAESAREAN SECTION

(The shorter the time to delivery, the better the likely outcome
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e e (@) S rion BASIC LIFE SUPPORT

am bricfing % cquipment check CoOunNCIL O? ]

PAEDIATRIC @,% RESUSCITATION

Birth

Delay cord clamping if possible

Preterm < 32 weeks

SAFE? - SHOUT 'HELP’

Place undried in plastic Stact the clock ar mote the time

wrap + radisant heat

Dryfwrap, stimmulate, keep warm

SECOND RESCUER:
Unresponsive? * Call EMS / ALS team (speaker function)
* Collect & apply AED (if accessible)

[A.ssocc tone. breathing. heart rate |

Inspired oxygen .

< Hf inadequate breathing
Open the alrway

Preterm - Consider CPAFP

wooks
wooks S0%
wwalcs 309

KIGanY 9 o)y

I gasping or not breathin
Give S infiations (30 cm H
pply SpO_ o/ ECG

Open airway

Start with 25 om H_ O

{ Reassoss

r N

* If competent, use
Absent or abnormal breathing bag-mask ventilation
(2-person), with oxygen

If the chest is not moving
Check mask. head sed jae positon

2-person supposrt
{SuctionLaryngeal Mask/Trachaal Tube)
Cons=der increasmg the inf on preses

Repeat S inflaticons

= If unable to ventilate,
perform continuous
compressions;
add rescue breaths as
soon as possible

JUNLYYINAL NIVINIVW
td13H 033N NOA 00 - XSY SIWIL TV LY

Reassess
H no increase in heart rate,
look for chaest movemens

' —

5 rescue breaths

- v
~ \
If the heart rate is absent/very stow (<60 mmin-’ Unless clear signs of life SINGLE RESCUER:
after 20 seconds of ventilation * Call EMS / ALS team
(speaker function)
* Collect & apply AED in

case of sudden witnessed
collapse (if accessible)
15 chest compressions . -

Reassess
Civeck huart rate evary 30 ssconds |

=
=
=
—
-~
2
=
-~
=
—
o
a
=
~
-
L
E
(=3
-~
—
b
-
=
=
= _
=3
=
=

iIf the heart rate remains absent/very slaw:
Vascular access and drugs
Cansicdur other factacs

eg: pnewmothorax, hypovolaemea,
congenital abeormality

2 breaths

further alternating
15 compressions : 2 breaths
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Table 1 — Gauses of asphyxial cardiac arrest.

1 rwid MM

Hawmgingg

Chronic obstruchiion pulmonary diseass

Asthma

Airesay osiruchon, Sofl bssoos [(Coma), Aarynooespacsam, sl
Chronwaming

Cantral hypovembalation — brain or spanal cord injuny

Impasred abvseolar wenbilabbon from neusromuseukar disasaese
Trauarmahss asplhryyxa o COMPprnesSSson asphyson (. ol Crush), TereSioes
prnawmothoras

Fneumomnia

Hagh salleloncics

Avaalancho borsad

AnasariiE
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Py TRAUMATIC CARDIAC ARREST/ ,f".;;é;,"n RESUSCITATION

Tpauua PERI-ARREST ALGORITHM e e

« Fluid collects In into
Morison's pouch (arrow)  * Lox
« Look above dlaphragm  for b
lor hemothoray

« Look for free fuld behind

the bladder (arrow) ‘:':
« In the male fuld collects 1
nto the reclovesical space. iy
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(seTniveppivncec) EpiPen®™ i oir EpiPen©Jr

(How to give EpiPen®™ or EpiPen®Jr adrenaline (epinephrine) autoinjectors)

1. ZwNHUATIoOTE vyopoild wUOpod aOTrc TO
EpiPen® kol APDAIPEZTE TO MIMIAE

FuoallakKl AxdDAaMNELAZ

2. KparTeicoTse TO TTodl AakKivmTo Kol
TOINMOOETHEZETE TO NMOoOPTOREAMN
AKPO o1To MNECO TOUW sSWWITE RDIKOUD

HMOPoU (HEe N Xwpeig pouxa).

S. MIEEZETE MNMPOE TA MEZA Z0EMNAPAC
HMEW D Wl AKOUCETE M vaa caanocBavioeiTs
EvOl CKAIK»®» KAl KPpATEICoTE TO eKeEi yia 3
OEUTEPRPOMAETTTO

ADPAIPEZTE vo EpiPen®™

EZENMEivacory: Ao TOx EpiPenE'Elc: TTETTEN
WO FDOITOOWTO OO GIMUAElD EwveEOorn g Wil 3

SEUUTE DOAETTITO W EDCIPD T TOL TOONW Ol Yy 100w
T ETIKETC TN FUCFESEUrG
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Hour-1 Bundle

Initial Resuscitation for Sepsis and Septic Shock

Campaign'e

S|
MEDICAL

EMERGENCY

Initiate bundlie upon
recognition of
sepsis/septic shock.

AMay not complele aV bundia efements

within one hour of recognition

l

© N
Administer broad-
spectrum antibiotics.J

O —

Begin rapid
administration of
30 mL/kg crystalloid
for hypotension or
lactate = 4 mmol/L.

O

Apply vasopressors if
hypotensive during or
after fluid resuscitation to
maintain a mean arterial
pressure = 65 mm Hg.

—

Measure lactate level.

Remeasure lactate
if initial lactate

elevated (> 2 mmol/L).

.

-

—

Obtain blood cultures
before administering
antibiotics.

~

Bundle: SurvivingSepsis.org/Bundle

N\
SN

Complete Guidelines: SurvivingSepsis.org/Buidelines



' EUROPEAN
YrepkaAiaigia BN TREATIENT D e

Assess using ABCDE approach
12-lead ECG and moniter cardiac rhythm if serum potassium (K+) = 6.5 mmol/L

Exclude pseudohyperkalaemia
PF@&@@& ﬁ @ @@ ﬁ Give empirical reatment for arrhythmia if hyperkalaemia suspected
e

Moderate
K-&0 - 4 memoldl
Secd bay <

Mild Severe

K- = &5 mmal/L

Emergency treatmesnt
indicatec

on, ECG and ra

for treatrmant

K*'S.5-59 mmal/L
m Consider cavie and need
=23 im) im) im)
T —

Sewk axperr holp O

W 3817671
10% Calcium
Mloride ECG Changes?
sion, US| -
1 Gram/10mL Poaked T wawes Broad QRS Bradycardin
1100 ma/mL) w ) Prmp— Flas/ abhasmat P vonves Sirse wave VT
Foe letravenows Use 551 Err - i i
Wk S o o o 2 o— ——
Bnnky » [ Pt : — ~
MEOCAN RECINT, WC ” = » -
SN N ieeT 0L g dose vt -
Ot Wit 51 IV Calcium
10enl 10% Calcium Chilcrida IV OR
Protect the '

FQes! 10% Ca urm Glacooste IV
heart

* Use lorge IV occess end give cver S svin

* Ampue: ECC

SD oﬁ K (@] ﬁ ' - Conm des further dose after 5 min £ B2C0 changes persist

Insulin-Glucose 1V Infusion
GSlucose 25g with 10 undts soluble insulin owvwer 15 - 30 min IV

. . 125g = SOml S0 glucose; 125mil 2026 glucose, 250md 10%: glucose)
- D/W 35% 10ml x7 + 10 IU Insulin iv i povere piona g~ 70 e

Shift K+ glucozec infusion ot SOMIS hour for S hours {25

- NaHCOS 8.4% into cells
- Aerolin 5mg x2-4 ! | Salbutamol 10 - 20 mg nebulised

4

\
J

Risk of
hypaghrcacmia

CTansicer

Lifethecatening
hypeorcalaumis

4 ™
‘Sodh:lm zirconfum c?'clos_lllcate *Sodium zirconium cycloszilicate
10g X3/day oral for 72 HRS OR 10g X3/day oral for 72 HRS OR
Remove K+ _"?Tfi'o'"_e' *Patiromeor
from body 8.4G ’day oral OR 8.4G /day oral
*Calcium resonium
15g X3/Gay oral
- - - - -
- = Consider Dialysis
Vol ' bpre - Seak axpart halp A
~ ™

Monitor K+
and blood
gluccse

- >

Monitor serum K* and blood glucose
K2 &8.5 mmal’L
despite medical
thorapny

(rvmsion )

Emamenrcy rreatmeant of hpyperkalaemias, ECG - elactrocsxdliogoram. VT ventnculas tachpcardlia




Table 2 - Calcium and magnesium disorders with associated clinical presentation, ECG manifestations and

recommended treatment.

Disorder Causes Presentation ECG Treatment
Hypercalcasmia Primary or tertiary Confusion Short QT interneal Fluid replacement IV
Calcium =2.6 mmoli hyperparathyroidism
Malignancy Weakness Prolonged QRS intarval Furosemide 1 mgikg IV
Sarcoidosis Abdominal pain Flat T wawves Hydrocortisone 200300 mg IV
Dirugs Hypotension AV block
Arrhythmias Cardiac amest Pamidronate 30—50 mdg IV
Cardiac arrest Treat underlying causea
Hypocalcaamia Chronic Kidney disease Paraasthasia Prolonged QT interval Calcium chiloricde 10%%: 10—40ml 'V
Calcium -2.1 mmaoli Acute pancreatitis Tetanmy
Calcium channeal blocker Seiruras T wawve inmrersion Magnesium sulphate S0% 4—8
overdose mmol W (if necessany)
Toxic shock syndrome: AN-block
Rhabdomyolysis Cardiac arrest Heart block

Tumowur hysis syndrome

Hyparmagnesasmis Renal failure latrogenic

Magnesium = 1.1 mmol

Hypomagnesasmia Gl loss

Magnesium 0.6 mmaol/ Polyuria
Starvation
Alcoholism
Malabsorpion

Confusion
Weakness
Rezpiratory depression

AN-block

Cardiac amest

Tremor
Alaxia
MNystagmus
Seizures

Arrhythmias
lorsadse de pointes
Cardiac amest

Cardiac amrest

Prolonged PR and QT intervals
T wave peaking
AN block

Cardiac amest

Prolonged PR and QT intervals
ST-segment depression

T=-wave Inverskon
Flattened P waves

Increaszed ORS duration

Torsades de pointes

Consider treatment when magne-
sium =175 mmolf1:

Calcium chiloride 10% 5—10ml IV
repaated if necessarny

Saline diuresis —0.9% =saline with
furosemide 1 mgfkg IV
Haemodialysis

Ventilatory support if necessany

Severa or sympiomatic: 2 g mag-

nesium sulphate S0% (4 mil;

B mmoal) 1Y over 15 min

Torsades de pointes: 2 g magne-

sium sulphate 502 (4 ml; 8 mmaol)
IV ower 1—2 min

Seizure: 2 g magnesium sulphate

50% (4 mil; 8 mmwol) IV over 10 min
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Management of acute asthma in adults in hosp

Poak expiratary flow IPEF] 235509 of
beost (use 9 peedictad f recent baest

Features of acute sewvere asthma
unkrowe
Can't caomplels SenT=nces ir omne hirest®

' Respiratamn =25 breaths min

- Pulse =110 beats/min

Features of acute severe asthma

Lsfe-threatening features
- PEF <339 of best or predicted
- SpO_=<92%
- Peak expi rat{)ry ﬂ{)w {F EF] 33—50% Df - silent chest, cyanasis, ar pooe
best (use % predicted if recent best -

respiratary effost
Aorhythmia or hypotonsion
- Exhaustion,. altered consciocusnesx

i & patient has any life - threatening feature,
measure arterial Blood gases Na ather

Can't complete sentences in one breath
+ Respiration =25 breaths/min
+  Pulse =110 beats/min

Caution: Patients with severe or life-
threatening attacks may not be distressed
and may not have all these abnormalities.
The presence of any should alert the doctor.

SpO, <92%
Silent chest, cyanosis, or poor
respiratory effort

Arrhythmia or hypotension
Exhaustion, altered consciousness

- B L
- Reguiring mechanical venuiation with
ralscd Inflation pressurces

Paalc Expi » Flaw R ~ Noermal Values

Blood gas markers of a life-threatening

‘Normal’ (4.6-6 kPa, 35-45 mmHg) PaCO2
Severe hypoxia: PaOz <8 kPa

(60 mmHg) irrespective of treatment wit
oxygen

-} A low pH (or high H*)

L L)

Raised PaCO2
Requiring mechanical ventilation with
raised inflation pressures

- e o

= e I 3 am e e B OTW W RO R oeuioreno e

At Eng it Citm T wm TN
T Bl A Cac g LB Raed L

S Bl

S8 L smmes ok Scum e mow

INMEDIATE TREATMENT

Qxygen o Maintain Spo 939895

G_branchodistor salbuctamal S mol via an oxygen driven nebuliseor
Ipratropium bromide 0.5 mg vic an oxyoon-driven necbulizser
Prednizolone tablsts 40 -53 mg or 'V hpdrocortisone 100 mg

No sedatives of any kind

Chest X—ray il pneumaihorax O consolidalOn are suspecied Or prateent
requires me<hanical ventilation

IF LIFE-THREATENING FEATURES ARE PRESEMNT:

- Discuess with s=nvar ddenicianr and «CU team

- Con=sder IV magn==ium sulphats= 1.2-2 g infusion owver 20 minutes lurniess already
given:

- G mrebralised 3 Droncnodilataor more frequeantly &g salbsutama! S g up 1o svery
TS 30 minutes or 10 Mg per howur via continuous nebulisation (reguires special nebulsern)

|

SUBSEQUENT MANAGEMNENT

IF PATIENT 1S IPMPROVING continuwe:

- Oxwgen Lo mgintaim SpO._ S4-989%

- Prednisolone S0 -S5Cmg dailfy or W hedrocortisone 100 mag S howurly
- reebualised G hranchadilator with ipratropiem 46 haurky

IF PATIENT NOT PAPROVING AFTER 15 20 MINUTES:

- Continuec oxygen and stcrosds

- Use contmucus nebul sstion of ssibutamo a1 5—-10 mgrhour if an approoriate
mebulser s availabie Otheaerwise give nebualised sa'bulaancl S g every 15—-30
firvutes

- Comtinue ipratropam 0.5 mo € -6 haurky uanti patient is ngrowsing

IF PATIENT IS STILL NOT IMIPROVING:

- Discuss patent with senior cdmician and OO team

- Consider IV magnesium suiphate | 2-2 g ovwer 20 manutes (uniess already given)

- Senior clinician Mmay cansider use aof 1V B Dronchodilators o IV aminopfniyvilins or
FHCQESShon TO Mmeaeoanica sentilation

MONITORING

|

- Repeat measuresnent of PEF 15-30 minutes after starting trectrmient
- Oximelry: maintain SO =94 - 9895
- Repaat Dioodd 9SS Measiine mants within 1T howe of starting rreatment it
initial Faoz <B kFa (53 mmHa! unless subsequent Spld 929 oo
PalOz: normmal or ralsed or
- p=ticnt dortcrioratcs
- Chart PO before and after giving B, branchodilator and at least 4 tirmes dady
throughout hospital stay

Transfer to ICU accompanied by a doctor prepared to intubare if:

- Detariorarting PEF warsening or persisting hypoxia, oo hypercapnia
- Exhaustbion. aftesed cansciocusness

- Poor respiratary effort or respiratory arrest

|

DISCHARGE

When discharged from hozpital, pat ents shauld Fanve:

- Been on discharge rmedication for 12-24 hows and have hod imhaler technogue
checwed and recorded

- PEF >75% of best or predicted and PEF diurnal varability <259 unless SSischarge is
Aagread wWath respiratory phivsician

- Treatment with oral stercids (prednisolone S0-50 mg until recovery - minimum S
day=} and inhaled storoids n add vton 1o bronchadilatars

- Cvery PEF meter ard written asthma action plan

- GF follow up 2asrange=d within 2 working days

- Follow-up appsCinbare=nt in respiralocy clinge within 4 sweeks

Fatients with severe asthima (ncdicatad by need for admission] and adverse baohawviowural
or psychosacial features are ot risk of further severe or fatal attacks.

- Dstermune reasanis) for exacerbatan and admassion

- Send details of admission, discharge and patential Best PEF o GP



e Check for the presence of vital signs for up to one minute.

\’.—‘.ﬁ.‘.‘_._._._‘ Dhee e b il 2 Lo sz el N -, £ _ “- 1d
X s 2 Lj;, Contents lists available at ScienceDirect |

j“”‘*j i RESUSCITATION | !

/- r;g;.i:{,,, ic

M b;i 1 ! ' Id

7 Resuscitation "

TSk IS

journal homepage: www.elsevier.com/locate/resuscitation - = |

1y

Clinical Paper

| “Nobody is dead until warm and dead’} Prolonged resuscitation is @Cmm .

warranted in arrested hypothermic victims also in remote areas - A
retrospective study from northern Norway* -

1=

Jonas Hilmo™* Tﬂl"h’l]’ld Naeshmm“"* he Mads Gilbert %! -

= mmmmmmmmm
® The sk of cardiac: arresl increases <32 °C, older and sicker are al highe risk, alemalive causes should be considered. Some il have vital signs <24°C."™.
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HYPERTHERMIA

EUROPEAN
. RESUSCITATION
COUNCIL

’

Universal ALS
algorithm

Require CPR?

stirred or circulated

TIME IS KEY: COOL AND RUN APPROACH
* Cool first, transfer to hospital after

* Immediate cooling

* Rapidly cool to <39°C until symptoms resolve L

Usea
Core temperature
temperature

probie >40.5°C
Core temperature '

<40.5°C, & confused/
desoriented

Bathtub, ¥: to % filled
water &ice, 1-17°C,
YES

Rapid cooling (cold
water immaerssion)

YES
NO

If abnormal mental state initiate |V
100ml bolus of 3% saline at 10 min
intervals, 2nd and 3rd bolus only
if required. If normal mental state
administer oral sodium

Blood sodium
<130 mEq/L

If abnormal mental state administer

Severely

dehydrated? If normal mental state provide oral

rehydration and sodium

NO YES 5 s
Other svmbtanis Appropriate algorithm
YR e.g. Hypoglycaemia

Release with exercise

restrictions

Stop cooling at core
temperature <39°C

.

IV normal saline or Ringer’s lactated.

Continue monitoring for at least
15 min after cooling

* Rehydrate as required
¢ Check for improved mental status

* Avoid accidental hypothermia
(<35°C)

Hyponatraemia
algorithm

Nadid/HAKIwpévol, cuvwoonpOTNTES,
nayvoopkio

OEPULKI OUYKOTIN-OEpUIKT EEAVTANCN-
OeppomAnéia

EnpuBion oe kpuo vepo, reptBalloy,
KPUOL LYPQA, KPUOL ETUOEUATO, TEXVIKEG
geaTULONG

KakonOng unepBeppia (rentika,Sux,
MDMA) , cUvdpopua unsp@sputaq

charcoal filters, unepaeplopog-
adaipeon nepiooeiag mmolc'fs(.?ué’sANmomNE
aAAayn KUKAwHaToc/vorf

Aavdpolévn 2.5mg/kg o o
(20mg/amp oe 60mI WF ¥
apaiwon 1mg/3ml) Yoo
Nepattépw 6008Lq 1 mg/k ™
kKaBe 5 min |J.E)(pLTOL
HETOBOALKA oNUEia
(ragu kapdio,uTtepkanvia, .

°Cva ueuueouv) KOLL e
kKot B < 38,5°C
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*Start resuscitation by giving 5 rescue
breaths/ventilations using 100% inspired
oxygen if available.

*EéaodpaAion/amelevBepwon agpaywyou
(Kivbuvoc Aapuyyoomacpov)

*Topavpa, KEK

*YroBepuia
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iIsk Assessrment

A"AnTnpiaan upportive care & monitoring

Nnvestigations

econtamination
Nnhanced elimination
Nntidote s

Isposition

'd -
NO Risk of contamination? YES Toxic cardiac arrest
L (or shock)

-

Toxic exposure

v —
Early aggressive resuscitation:

« ABC & ACLS protocols

-1 arge bora ntravanous accesns

3 = Crystailoid Nuid Doy 8 echolaminegs
Cardiac arrest/peri arrest? Universal ALS o el Pty Cotsts! T diongiat
algorithm
; 4 i , i 1
BB/CCB INCBD (or WCT)| Antidoted toxin* | LA agent I

I T | !

.  hE NaHCO, Antidote | e |
Poison centre | | I I

—
Consider:
Other Inotropes
ECMO
Haemodialysis
IABP
Cardiac pacing
Vasopressin/4-AP
ILE for lipophilic
cardiac toxin

If indicated:
Decontamination
Enhanced elimination
Antidote

¢ Avoid mouth-to-mouth breathing
* Continue resuscitation
* Higher dose of medication

All patients:
= Optimise electrolytes

= Maintain euglycaemia

- Consider prolonged resuscitation
= Maintain communication with
Poisons Centre/Toxicologist

* Try to identify the poison
¢ Consider hypo- or hyperthermia
* Exclude all reversible causes

Gunja N, Graudins A. Emergency Medicine Australasia (2011) 23, 16—-22




Drusy—= of sbor—e

Coscairses

Inravenouss Bpecd amuision:. 2050 Bped asrmulsson, 1S ool
Sy T over 1 rmaan Sollonenaocd by sam irviussscore st O 2 el g
Ty T fow e b0 60 . 2 DOBUE reDeslilioers,. rrssoc
CurTaSative Gose IZ2emdiog T oT wes

Nalosoormse O 4 - 2 mayg,. regpeaesl evenry 2 3 e (Sroswy
PRCOTTETHECIAIROrE, ey M- cpusaiey ervaches e )
Borunodics rae g e — soesioures commteol oot

Banaoodica e eSS — SaSisnmes COwilsoR

[ — =y e

Pralywvaslcnt arvsrrsarwes oty ™"

Aarryld retratc:, SocimarT: raEtrane -
ot T Srmotos lvalatioey




Tabl T — of rior | after cardiac surgery o

4 EWROPEA]

l% | RESUSCIT, Haemorrhage = Correct hypothermia and hypertension, avoid haemodilution
2% counecn = "Medical” bleeding: post-operative coagulopathy = Consider blood products transfusion and use of haemostatic agents guided

- “Surgical” bleeding: operative trauma by haematological tests
GUIDELIN

! O 21

L e Low cardiac output state

- Inadequate preload

Excessive afterload

Decreased venitricular contractility
Diastolic dysfunction

Check drains to g and perform echocardiography to
exclude cardiac tamponade; consider early re-operation if suspected

Perform echocardiography to assess ventricular function
Ensure adequate ventricular filling

Correct systemic vasoconstriction

Maintain atrioventricular coordination

Correct metabolic disturbances and hypocalcaemia
Consider inotropic or mechanical circulatory support
Check for ECG abnormalities

Perform echocardiography

Consider percutaneocus intervention or re-operation
Correct electrolytic disturbances

Consider antiarrhythmic, electrical cardioversion or pacing

1.Prevent and be prepared

* Ensure adequate training of the staff in technical skills and ALS

Graft or valve failure

- . Arrhythmias
= Ensure availability and wall-functioning of emergency equipment

Vasodilation Correct specific underlying causes

- U-:-,.. |" Ty chie '-h-|i..'t- = Rewarming Consider haemodynamic-guided IV fluid therapy
H] ely Checrlisls
Analgesics/sedatives Consider vasopressor support
Sepsis
Anaphylaxis

Adrenal insufficiency
Vasoplegic syndrome
—_—

assess rhythm Six key roles in the cardiac arrest:

1. External cardiac massage
2, Detect cardiac arrest and activate cardiac arrest protocol _ — — — — 2. Airway and breathing
= [dentify and manage deterioration in the sperative cardiac patient ventricular asystole or pulseless

3. Defibrillation
4. Team leader

fibrillation_or severe elec_tr?cal 5. Drugs and syringe drivers
= Confirm cardiac amest by clinical E waveforms tachycardia bradycardia activity 6. ICU co-ordinator
#* Showut for help and activate cardiac arrest protocol DC shock ; par:e
(3 attempts) (if wires Syringe Ventilator
available) Drivers =
B
= ==
Resuscitate and treat possible causes start basic life support - o
~— Defibrillator

.- N

amiodarone consider if paced, turn L
Asystole / extreme 300mg external off pacing to (
VE/pVT . PEA via central acin exclude T
P bradycardia i pacing
venous line underlying VF H
\ 4 J ) 4 J 4
r \ x w prepare for eme rgency resternotomy b
Defibrillate Correct potentially . ) ) )
apply up to 3 Apply earl acin reversible causes cnlntlnue CPR with contlnut_a CPR contlnut_} CPR
LD:EEEJ::UEPShDCkE} Py e 7 . single DC shock until until
Turn off pacing every 2 minutes until resternotomy resternotomy H / | Sternotomy
resternotomy . ( ) Trolley
airway and ventilation 2/ kg
= |f ventilated turn Fi0Oz2 to 100% and switch off PEEP.
No ROSC = Change to bagivalve with 100% Oz, verify ET tube position and cuff inflation C )
» Inkdate el and ventilat] and listen for breath sounds bilaterally to exclude a pneumothorax or hemothorax.
b feiazanfzr_cddhelidel it bnd Bl = |f tension pneumothorax suspected, immediately place large bore cannula in the
s Parform ear‘ly resteronotomy (<5 min] 2nd rib space anterior mid-clavicular line.
» Consider circulatory support devi and extracorporeal-CPR ER eV EE Er R L s e T s oy I Tt
. If an IABP is in place change to pressure trigger.

Do not delay basic life support for defibrillation or pacing for more than one minute,




CARDIAC CATHETERISATION (@) EEErn Dialysis wrnit

GUIDELINES w Follows the aniversal AlLS algoritihrm.
LABORATORY 202 = Assion a traimad diabhysis nurss o oparats the lbaasmodiabysis (FID
meschme.
1.Prevent and be prepared = Sthop dialysis arnd retuam the patient’s blood wvolume witlh a fusd
* Ensure & @ training of in techr d ALS o =
- > &il: & Dimcornrmsect rom he dialysis machins (unless defibrillation—proal)

m aoccondance with the Infematconal Electrofechniecal Comemeittes
{(IEC) standoands.

= Leaws dialysis access opsan o usas for dnoeg admudne shrakiom.
w DDialysis rmay ba redguirad in the aarly post resuscitlation pearioc.
2. Detect cardiac arrest and activate cardiac arrest prﬂtoml = Provide prompt management of hyperkalaemia.
B e e - Avoid excessive ium and wolume shifts during i
" Potassin dialhy=i=.
¢ instability or
Derrfisiry

= Causas of cardiac arrest esually relate O pre-asds iy oormesoarbic -
iies, complications of the procaedure or allarngsc reactions.

w AN dental care professionals shouold ovdengo amnmeal practical
traimimg im the recogniition and managemmeent of medical emengen-
chees | imciuding the daelivaeny of P AL, ncd . asihc aiinss oy s e rmesrt

VF / pVT cardiac arrest [ Asystole / PEA w and the use of an AEID.
. = Chesck patient™s mouth and remosee: all solid materials frosm the oral
: Aty (e.g. rietractor, suction tub-e, tampons). Prewvention of forcigrn
Defibrillate body airway obstrection should preceds positioning.
tapply up to 3 = Recline the dental chair into a fully horizontal position. I reduced

consecutive shocks) S . o y
e gl o gl wasoedilation has cansed oss COHMECOILS S

(e g vasowvacal symnoopsse, orthweesiatic hypotension), carndiac owutpast
can be restorad.

= FPlace a stool under the backrest for stabilisaton.

= Start chest compressions immediaiely while patent hyvimg fiat on
the chaer.

= onsider the owver-the-head technigue of PR access o either
side of chest is imiied.

and carract potantially reversible causes including echocardiography
angiograph:

( der mechanics smpression and circulatory support devices = Bashic m.-pm for a stardard SRR im = 8 I:lﬂ.g—'-rEl]'u'-El—l'l'l-EIS-H
{incleding extracorpo i) dewvice shoulbd be available imrmediateby.




To take home...

« 2 & 6AoUC Tou Papéwc TTAOXOVTEC XphaoipHoToloUue Tov aAyopiBuo ABCDE

« 2 & mepimMTWON avakom¢ epappoloupe Tov aAyopiOuo The KAPTTA

« TTapdAAnAa okepTOHAOTE TIC avaoTpéyipec aiTie¢ avakomhe (4H-4T)

e 2 £ OUYKEKPIMNEVEC UTTOOHAdEC agBevwy uTtdpx el didwoporoinon Tou
aAyopiOpov Tng KAPTTA

o TTpémel va €xoupe UTTOYIV TA 181AITEPA XAPAKTNPIOTIKA KADe agBevouc
kaTtd Thv avalwoyovhon

«KaAAhiov 7O TtTpoAauiBavewv
N 7o BepartrTeveiv”

IrTmoxparng, 450-370 w. X







