Aurora Health Care:

CARDIAC ARREST - MEDICAL

INCLUSION Criteria: Patients who are unresponsive and without a palpable pulse with absent or gasping respirations

EXCLUSION Criteria: Neonates (infants <28 days old) see Neonatal Resuscitation, patient who meets the criteria for Termination or Withholding
Resuscitative Efforts

OTHER PROTOCOLS TO CONSIDER: Airway Management, Chest Pain/Acute Coronary Syndrome (ACS), Hypotension or Shock, Overdose or
Toxic Exposure, Syncope, Ultrasound in Cardiac Arrest

e  Request ALS Response e i
e |nitiate chest compressions 30:2 regardless of rhythm M CMA' D Approach |n o
o Push hard, 100-120 per minute .
o  Compressions should be initiated and continued where Cardlac Arrest
the patient is found =
I = Move patient only as far as necessary for M Metronome (¢ m ) o
E o effective resuscitation or safety of the crew C Chest compres-s'i-ons
o  Pediatric: 15:2
e  Apply AED and analyze for a shockable rhythm M Monitor/Defibrillator )
e  Defibrillation, if indicated A Airway (OPA, 02, ETCO2) 8
e Immediately resFlme chest compressions, perform further rhythm I IV/10 access ‘
checks every 2 minutes
o  Continuous compressions may be performed if patient is D Drugs = =
in a shockable rhythm without a respiratory cause
e  Manage the airway:
o Position patient in sniffing position utilizing padding if needed to achieve ear canal to sternal notch and patient’s face
parallel to ceiling
o Initiate Suctioning
- Consider insertion of Basic Airway Adjunct — OPA or Basic Airway Adjunct - NPA
> o Ventilate with 100% Oxygen using Bag Valve Mask (BVM) Ventilation
w = |nitiate apneic oxygenation via nasal cannula at 15 LPM or non-rebreather mask
o Attach Waveform Capnography
o  Consider a supraglottic airway (I-gel®, Air-Q® 3/3G, etc.) when appropriate to manage airway
e  Consider Mechanical CPR Device — LUCAS when adequate personnel are available to deploy to avoid compromising high-quality
compressions and early defibrillation
e  Considerreversible causes, see Notes
e Initiate IV/IO Access
o  Adult: Consider peripheral IV attempt first. May proceed to Intraosseous (10) Access if no available IV sites or after two
(2) failed IV attempts.
= o Pediatric: Intraosseous (10) Access should be attempted first
E o OnceanlVis established, itis the preferred route for medication administration
< o Administer Fluid Bolus - IV/10
o Adult: Infuse normal saline wide open up to 2000 mL
o  Pediatric: 20 mL/kg, may repeat as needed to maximum of 60 mL/kg
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e  Manual Defibrillation if indicated:
o  Adult: Defibrillate at maximum joules
o Pediatric: 2 J/kg initial shock; increase 2 J/kg for each subsequent shock (max of 10 J/kg or max energy setting)
e  Manage the Airway:
o Ifanl-gel® or other supraglottic airway is effectively managing the patient's airway and remains functional, continue its use
to ensure ongoing ventilation and airway support
o Ifasupraglottic airway device proves inadequate in managing the airway, proceed with Endotracheal Intubation to ensure
proper airway control and ventilation
e Anyrhythm: May or may not administer the following:
o  Epinephrine Cardiac (1 mg/10 mL)
=  Adult:
e IV/IO: 1 mg; may repeat every 3-5 minutes; max 4 doses
= Pediatric (<50 kg):
e 1V/10: 0.01 mg/kg (max dose 1 mg); may repeat every 3-5 minutes; max 4 doses

e  Ventricular fibrillation (V-Fib) or pulseless ventricular tachycardia (pVT): May or may not administer the following:
o Amiodarone
= Adult (=12 years):
e IV/10: 300 mg rapid push
° If ventricular fibrillation or pulseless ventricular tachycardia continues after subsequent defibrillation
attempt or reoccurs after initially achieving return of spontaneous circulation, administer single
additional dose of 150 mg
" Pediatric (< 12 years):
e IV/IO: 5 mg/kg (max dose 300 mg) rapid push
° If ventricular fibrillation or pulseless ventricular tachycardia continues after subsequent defibrillation
attempt or reoccurs after initially achieving return of spontaneous circulation, administer single repeat
dose (max repeat dose 150 mg)

INT

o Lidocaine
=  Allages:
e 1V/10: 1.0 mg/kg initial dose (max dose 100 mg); may repeat 0.5 mg/kg every 5-10 minutes if refractory;

max total dose 3 mg/kg
e  Double Sequential External Defibrillation may be used at any time with V-Fib or pVT, and vector change defibrillation should

be used if three (3) shocks fail to convert VF or pVT
o  Perform Double Sequential External Defibrillation if two monitors, or if only one monitor/defibrillator consider Vector-

Change Defibrillation

® Torsades de Pointes:
o  Perform immediate Defibrillation — Torsades is considered an inherently unstable rhythm
o Magnesium is notindicated for Torsades during cardiac arrest
o IfQTc >500 ms post-defibrillation, administer:
= Magnesium Sulfate
e  Adult (=12 years):
o IV/I0: 2 grams over 10 minutes; may repeat once if QTc remains > 500 ms
e  Pediatric (<12 years):
o IV/10: 50 mg/kg (max dose 2 grams) over 10 minutes; may repeat once if QTc remains
>500 ms

PARA

®  For CPR-induced consciousness:
o Ketamine
=  Ages =3 months:
e IV/I0: 2 mg/kg (max dose 200 mg); may repeat every 5 minutes as needed

®  Consider Ultrasound in Cardiac Arrest to evaluate for organized cardiac activity or reversible causes such as cardiac
tamponade or tension pneumothorax
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Hyperkalemia

)

| | See
Hyperkalemia
~—

ey E——
EMR:

eAlbuterol
(nebulized)

NOTES

—

YR
PARA:

*|V/IO
Calcium
Cloride or
Calcium
Gluconate

¢|V/IO Sodium

e Do notinterrupt chest compressions to place an airway

e  Consider reversible causes of cardiac arrest:

Toxins
(Overdose)

e ¥
See Overdose
or Toxic

Exposure
~—

—

EMR:

— | *Naloxone

Bicarbonate

bicarbonate

— or Toxic

L1 *IV/IO Sodium

—

e  Resuscitate the patient in the location found unless scene is unsafe or unmanageable

e  The first few minutes of resuscitation should have manual high-quality compressions and Defibrillation prioritized prior to placement
of a mechanical CPR device. Placement of the device should be deferred until adequate personnel are available to avoid
compromising high-quality compressions and early defibrillation.

Hydrogen ion

(Acidosis)**

e ¢
See Overdose

Exposure
~——

T eE—
PARA:

Bicarbonate

Hypothermia

Tamponade

Hypothermia

—_——

* Sodium bicarbonate is not indicated in standard cardiac arrest management EXCEPT for suspected specific causes of acidosis, such
las tricyclic antidepressant overdose or aspirin overdose. Suspected acidosis from prolonged downtime is NOT an indication for sodium

Consider
Pericardiocen
tesis
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Termination of Resuscitation Without Online Medical Control May Proceed:

Initial rhythm asystole

Initial rhythm not asystole
OR
Initial rhythm unknown

1

Cardiac arrest is unwitnessed by o Cardiac arrest is unwitnessed by EMS

EMS personnel personnel

No shock has been administered by o No shock has been administered by

either AED or manual defibrillator either AED or manual defibrillator
Adult MNo ROSC throughout the o Mo ROSC throughout the

resuscitation resuscitation

May terminate resuscitation after May terminate resuscitation after
20 minutes 30 minutes
Any initial rhythm
AND all_of the following:

Cardiac arrest is unwitnessed by EMS personnel

No shock has been administered by either AED or manual defibrillator

No ROSC throughout the resuscitation
Pediatric

May terminate resuscitation after

30 minutes

o ROSC at any point

o  Anyshock administered by AED or manual defibrillator
e  There are any concerns about terminating resuscitation

CONTACT ONLINE MEDICAL CONTROL for Termination of Resuscitation guidance if:
e  The criteria for termination of resuscitation above are not met, including:

e  Medical control may provide recommendations such as continuing resuscitation efforts, transporting the patient to the hospital, or
considering termination of resuscitative efforts based on the specific circumstances

Initiated: 02/26/2024

Last Review/Revision Date: 03/31/2026

Next Review Date: 03/31/2028

Effective Date: 06/1/2024

Approved by: Steven Andrews, MD, EMT-P, FAEMS
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