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Assessment

1.  Check unresponsiveness.

2.  Check for respirations and feel for a pulse.

3.  If no pulse or respirations, begin CPR using Bag Valve Mask, or Pocket Mask and use        100% supplemental oxygen.

4.  Quick look monitor with defib paddles/ combo patches.

5.  Simultaneously obtain brief history from witness.

Treatment

Ventricular Fibrillation or Pulseless Ventricular Tachycardia

1.  If monitored; precordial thump, otherwise defibrillate at 150J. 
2.  Intubate patient with an endotracheal tube.  If unsuccessful after 2 attempts of no more than 30 seconds each, insert a Combitube or LMA- Unique or continue ventilating with BVM at 100% oxygen.

3.  Consider an IV of NS or LR at a TKO rate.  (If no veins are available, consider the 

E-Z IO. 
4. Consider Epinephrine1mg IV push or 2 mg ET (1:10,000) solution.  Repeat every 3-5 minutes throughout resuscitation.

5.  Defibrillate at 170J.

6.  Consider Amiodarone 300 mg IV push, consider 150 mg push in 3-5 minutes.

7.  Defibrillate at 200J.

8.  If unresolved, administer Lidocaine 1.5 mg/kg IV push.

9.  Defibrillate at 200J.
10.  Consider Magnesium Sulfate.

11.  Defibrillate at 200J.
12.  Consider Procainamide 20 mg/min IV, up to 17 mg/kg.

13.  Defibrillate at 200J
14.  If Ventricular Fibrillation or Pulseless Ventricular Tachycardia reverts repeatedly or if rhythm is obtained with a pulse present, administer Lidocaine, Amiodarone, Procainamide IV and begin a drip of 1-4 mg/min or appropriate rate.  Amiodarone slow infusion (mix 900 mg in 500 ml) 360 mg /6 hrs (1 mg/ minute) = 33.3 ml/hr 

33.3 µgtts/min.
Asystole

1.  Confirm Asystole in 2 leads, if rhythm is unclear, possible fine ventricular fibrillation treat as above.
2.  Intubate the patient with an endotracheal tube.  If unsuccessful after two attempts of no longer than 30 seconds each, insert an LMA-Unique, or Combitube, or continue BVM using 100% oxygen.

3.  Consider an IV of NS or LR TKO.  (If no veins are available, consider EZ-IO).

4.  Consider Pacing.
5.  Consider Epinephrine 1 mg IV, or 2 mg ET (10 ml of 1:10,000 solution).  Repeat every 3-5 minutes throughout resuscitation.

6.  Administer Atropine 1 mg IV push.  May repeat every 3-5 minutes up to a maximum dose of 0.04 mg/kg.

7.  If able, contact Medical Control.

Pulseless Electrical Activity /PEA

1.  Consider an IV of NS or LR TKO.

2.  Intubate the patient with an endotracheal tube.  If unsuccessful after 2 attempts of no longer than 30 seconds each, insert an LMA-Unique or Combitube or continue BVM using 100% oxygen.

3.  Consider Epinephrine 1 mg IV (10 ml. of 1: 10,000 solution).  Repeat every 3-5 minutes throughout resuscitation.
4.  Consider Atropine 1 mg IV (if PEA rate is slow) repeat every 3-5 minutes as needed, to a total dose of 0.04 mg/kg.

5.  If able, contact Medical Control.

6.  Consider correctable causes:


Hypovolemia


=
Fluid Challenge / PCPD


Cardiac Tamponade

=
Pericadiocentesis


Tension Pneumothorax
=
Needle Thoracentesis


Hypoxemia


=
Improve Oxygenation


Acidosis


=
Ventilate, Sodium Bicarbonate


Pulmonary Embolism

=
Hospital therapy


Distributive Shock

=
Fluid Challenge / Vasopressors 
NOTE:


If any reason, certain modalities of treatment are not proceeding as they should be, it is valid to continue good CPR and proceed to the nearest appropriate hospital.
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