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ALS — Erwachsene

GUIDELINES

2825

ADULT ADVANCED LIFE SUPPORT

* In dubio pro defi

Unresponsive with absent
or abnormal breathing

|

« Start CPR 30:2
& « Attach defibrillator / monitor

* Vector Change

* Call EMS / resuscitation team

@ N
\ ASSESS RHYTHM /

* Precharging
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» Sedation
Shockable Non-shockable -

VF / pulseless VT PEA, Asystole E

o

1 1 2

e 1 Shock Give adrenaline %

° |- g el > La ryn Xtubus every 3.5 minutes
w

1 1 a
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Immediately resume chest Immediately resume chest
y ROSC Y
. compressions for 2 minutes

compressions for 2 minutes

Give high-quality chest compressions & ventilation

+ Ensure optimal defibrillator pad placement
Consider Immediately after ROSC
Give oxygen

* Hypoxia

+ Continuous compressions if tracheal tube or

supraglottic airway

+ Use waveform capnography

+ Changing pads to antero-posterior after 3
shocks

* Mechanical chest compressions to facilitate

* Use ABCDE approach
+ Aim for SpO, of 94-98% and

+ Hypovolaemia

+ Hyper-hypokalaemia / metabolic

normal PaCO,
* Aim SBP > 100 mmHg

transfer / treatment + Hypothermia, hyperthermia

+ Minimise interruptions to chest compressions

+ Ultrasound to identify reversible causes + Toxins
+ Early IV access (IO if IV not possible) + 12 Lead ECG
0 + Extracorporeal CPR and, or Coronary + Tamponade (cardiac)
rugs angiography/percutaneous coronary + Identify and treat cause « Tension pneumothorax
* Give 1st adrenaline after 3 shocks, then every intervention « Temperature control
3-5 minutes + Thrombosis (coronary / pulmonary)

* Give amiodarone after 3 shocks

ning, circulation, disability, exposure; CPR - can
pressure of carbon dioxide; ROSC - return

al services; 10 i
2 measured with p.
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Defibrillation

ADULT ADVANCED LIFE SUPPORT
ALGORITHM

ALS —

GUIDELINES

2425

Unresponsive with absent

* In dubio pro defi

* Wenn VF/pVT e
angenommen werden

s - et e
kann soll defibrilliert
werden.

@ N
\ ASSESS RHYTHM /

@ .
[ ]

Non-shockable

sasned 3|qIsIanaJ 1ea) 3 Ayuapy

VF / pulseless VT PEA, Asystole
1 1
° 1 Shock Give adrenaline
. re( a rg I n g Drugs* every 3-5 minutes
1 1

&y © &

Immediately resume chest ROSC Immediately resume chest
compressions for 2 minutes compressions for 2 minutes

Give high-quality chest compressions & ventilation

e Defi bereits vor
Rhythmuscheck laden,

+ Ensure optimal defibrillator pad placement

Consider Immediately after ROSC
* Give oxygen * Hypoxia

um Unterbrechung zu

+ Continuous compressions if tracheal tube or

supraglottic airway

+ Use waveform capnography

+ Changing pads to antero-posterior after 3
shocks

+ Mechanical chest compressions to facilitate

+ Use ABCDE approach
+ Aim for SpO; of 94-98% and

+ Hypovolaemia

+ Hyper-hypokalaemia / metabolic

normal PaCO,

+ Ultrasound to identify reversible causes = CEEP =l
+ Early IV access (IO if IV not possible) . 12 Lead ECG
Extracorporeal CPR and, or Coronary

transfer / treatment + Hypothermia, hyperthermia
*+ Minimise interruptions to chest compressions

+ Toxins

minimieren

+ Tamponade (cardiac)

*
Drugs angiography/percutaneous coronary + Identify and treat cause + Tension pneumothorax
+ Give 1st adrenaline after 3 shocks, then every intervention + Temperature control
3-5 minutes + Thrombosis (coronary / pulmonary)

* Give amiodarone after 3 shocks

disabiliy,
arbon dioxide; ROSC - ret




Brauchen wir immer Pulschecks?

GUIDELINES

2425

ADULT ADVANCED LIFE SUPPORT
ALGORITHM

Unresponsive with absent

e Unsere Finger sind
unzuverlassig...

« Start CPR 30:2

& « Attach defibrillator / monitor

[ J « Call EMS / resuscitation team

I

ASSESS RHYTHM /

» Konsequenz bei
Asystolie, VF/VT?

a2

[}

2

<

|

o

2

Shockable Non-shockable -

. A VF / pulseless VT PEA, Asystole E
* -rnebliche no-flow time ! ! :
1 Shock Give adrenaline %

Drugs* every 3-5 minutes §

w

1 1 a

&y © &

Immediately resume chest ROSC Immediately resume chest
compressions for 2 minutes compressions for 2 minutes

Give high-quality chest compressions & ventilation

Alternativen:

+ Ensure optimal defibrillator pad placement

Consider Immediately after ROSC
* Give oxygen * Hypoxia

e Arterienkurve
e Ultraschall

+ Continuous compressions if tracheal tube or

supraglottic airway

* Use waveform capnography
*+ Minimise interruptions to chest compressions
* Early IV access (IO if IV not possible)
* Drugs
* Give 1st adrenaline after 3 shocks, then every

3-5 minutes

* Give amiodarone after 3 shocks

disabiliy,
arbon dioxide; ROSC - ret

+ Changing pads to antero-posterior after 3
shocks

+ Mechanical chest compressions to facilitate
transfer / treatment

+ Ultrasound to identify reversible causes

Extracorporeal CPR and, or Coronary
angiography/percutaneous coronary
intervention

+ Use ABCDE approach

* Aim for SpO;, of 94-98% and
normal PaCO,

* Aim SBP > 100 mmHg

* 12 Lead ECG

« Identify and treat cause
« Temperature control

+ Hypovolaemia
+ Hyper-hypokalaemia / metabolic
+ Hypothermia, hyperthermia
+ Toxins

+ Tamponade (cardiac)

+ Tension pneumothorax

+ Thrombosis (coronary / pulmonary)




ALS — Vector Change

GUIDELINES

2425

ADULT ADVANCED LIFE SUPPORT
ALGORITHM

Unresponsive with absent

* For refractory VF, [...
consider using a R
eriprillation vector
change by using an

* Call EMS / resuscitation team

@ N
\ ASSESS RHYTHM /

alternative defibrillation 2.
pad position (e.g. e

&y © &

Immediately resume chest ROSC Immediately resume chest
compressions for 2 minutes compressions for 2 minutes

Give high-quality chest compressions & ventilation

antero-posterior).

+ Ensure optimal defibrillator pad placement

Consider Immediately after ROSC
* Give oxygen * Hypoxia

+ Continuous compressions if tracheal tube or

supraglottic airway

+ Use waveform capnography

+ Changing pads to antero-posterior after 3
shocks

+ Mechanical chest compressions to facilitate

+ Use ABCDE approach
+ Aim for SpO; of 94-98% and

+ Hypovolaemia

+ Hyper-hypokalaemia / metabolic

normal PaCO,

+ Ultrasound to identify reversible causes = CEEP =l
+ Early IV access (IO if IV not possible) . 12 Lead ECG
Extracorporeal CPR and, or Coronary

transfer / treatment + Hypothermia, hyperthermia
*+ Minimise interruptions to chest compressions

+ Toxins

+ Tamponade (cardiac)

*
Drugs angiography/percutaneous coronary + Identify and treat cause + Tension pneumothorax
+ Give 1st adrenaline after 3 shocks, then every intervention + Temperature control
3-5 minutes + Thrombosis (coronary / pulmonary)

* Give amiodarone after 3 shocks

disabiliy,
arbon dioxide; ROSC - ret




Anterior-posterior (AP)

ALS — Vector Change




Vector Change — Evidenz?

o Eigentlich nur 1 RCT The NEW ENGLAND JOURNAL of MEDICINE

‘ ORIGINAL ARTICLE

« 2025 ILCOR Defibrillation Strategies for Refractory

« We suggest that [...] a vector change Ventricular Fibrillation

defibrillation strategy (weak |
. . Sheldon Cheskes, M.D., P. Richard Verbeek, M.D., lan R. Drennan, A.C.P., Ph.D.,
recommendation, very low—certainty Shelley L. McLeod, Ph.D., Linda Turner, Ph.D., Ruxandra Pinto, Ph.D.

evidence) may be considered for adults Michael Feldman, M.D., Ph.D., Matthew Davis, M.D.,
. . . . Christian Vaillancourt, M.D., Laurie J. Morrison, M.D., Paul Dorian, M.D.,
with cardiac arrest who remain in VF or

) and Damon C. Scales, M.D., Ph.D.
pVT after 3 or more consecutive shocks.

JC April 2025




Vector Change — Evidenz?

Uberblick

O

o

O

Prospektiv-kontrollierte Studie
Cluster-randomisiert mit Crossover
anhand der sechs teilnehmenden Rettungsdienste
Auswertende Instanz verblindet
Ort: Ontario, Kanada. Einzugsgebiet ca. 6.6 Mio Menschen
ca. 4100 OHCA jahrlich
Zeit: 03/2018 bis 05/2022
Pause 04/2020 bis 09/2020 wg. COVID-19
Studie friihzeitig abgebrochen aufgrund operativer
Schwierigkeiten i.R. COVID-19

Inklusionskriterien

Exklusionskriterien

>18j mit nicht-traumatischem | e  Traumatischer Arrest

OHCA e REA nein gemass PV

Refraktire VF e OHCA nach Ertrinken,
Hypothermie, Erhdngung,
vermutete Drogenintox.

e Behandlung durch nicht

teilnehmende RD

keine 3 Zyklen mit

konsekutivem Schock

Initial VF / pulslose VT

Kein ROSC oder nicht-
schockbarer Rhythmus nach

3 Zyklen mit konsekutivem o
Schock

100

90

80

70 F

60

50

40

30 F

20 F

10 F

Fragility Index = 1

799

67.6

VF Tem. %

35.4

26.5

ROSC %

16.2

1.2

mRS <2 %

Standard
(n =136)

VC
(n=144)

N = 405

217

133

Survival %



Vector Change — Evidenz?

Uberblick

O

O

O

Prospektiv-kontrollierte Studie

Cluster-randomisiert mit Crossover

anhand der sechs teilnehmenden Rettungsdienste

Auswertende Instanz verblindet

Ort: Ontario, Kanada. Einzugsgebiet ca. 6.6 Mio Menschen

ca. 4100 OHCA jahrlich
Zeit: 03/2018 bis 05/2022

Pause 04/2020 bis 09/2020 wg. COVID-19
Studie friihzeitig abgebrochen aufgrund operativer

Schwierigkeiten i.R. COVID-19

Inklusionskriterien

>18j mit nicht-traumatischem
OHCA

Refraktare VF
Initial VF / pulslose VT

Kein ROSC oder nicht-
schockbarer Rhythmus nach
3 Zyklen mit konsekutivem

Schock

Exklusionskriterien

Traumatischer Arrest

REA nein gemass PV
OHCA nach Ertrinken,
Hypothermie, Erhdngung,
vermutete Drogenintox.
Behandlung durch nicht
teilnehmende RD

keine 3 Zyklen mit
konsekutivem Schock

100

90

80

70 F

60

50

40

30 F

20 F

10 F

DSED in allen End-

punkten SD uberlegen

84.0
799

67.6

46.4

35.4

26.5

VF Tem. % ROSC %

27.4

16.2

1.2

mRS <2 %

Standard
(n =136)

VC
(n=144)

DSED
(n =125)

30.4

217

133

Survival %



Warum kein double sequential?

DSED

« ERC: «Given the practical challenges of
using two defibrillators to deliver DSD
and the limited evidence for its efficacy
the ERC does not recommend its routine

use.»

« 2025 ILCOR

« DSED (weak recommendation, low
certainty evidence)

* VC (weak recommendation, very low- Neurologisch intaktes Uberleben
certainty evidence) . DSED vs. SD — NNT 6.2

* VCvs. SD - NNT 20*

*nicht stat. signifikant




L autende Studien

« E=Early Double Sequential Defibrillation in Out-of-hospital Cardiac Arrest (DOUBLE-D)

e« DSED vs. SD nach erstem Schock

« ¥=Strategies for Defibrillation During Out-of-Hospital Cardiac Arrest (STRAT-DEFI)

e SD vs. VC vs. DSED nach erstem Schock

« #=Initial Double Sequential External Defibrillation in Out of Hospital Cardiac Arrest
(DUALDEFIB)

« DSED vs. SD ab erstem Schock

« ®Doppelschock bei refraktdrem ausserklinischem Kammerflimmern (DOSE-VF 2)

« Bestatigungsstudie DOSE-VF



L ogistische Hurden?

e Praklinisch: Immer 2 Defis (NEF + RTW)

* Kein Unterschied VC vs. DSED bezlglich
Ablauf Applikation Pads

e Kontroverse Defi-Garantie

* Bei Daten inkl. gleichzeitiger Schockabgabe:

Schadensrate von ca. 0.1-0.2% pro Schock
» doi.org/10.1016/].jelectrocard.2025.154046

e Keine bekannten Defi-Schaden bei Einsatz
DOSE-VF Protokoll




Kantonsspital
Baselland

Rea pro

Kantonsspital Baselland

( Algorithmus der erweiterten \

W . . . ?
I e S I e | ItS e I u I IS a u S o Reanimationsmassnahmen
Rea-Alarm auslésen (Tel. 2222),
BLS beginnen/CPR 30:2
. = \1, Defipads kleben, Rhythmusanalyse
ofe = D10 € ¢ - .
JA NEIN
defibrillierbarer
Rhythmus?
B Kammerflimmern,
a allO Asystolie, PEA
pulslose KT
1Schock
1. Schock 150J, dann 200J
Traumatischer Kreislaufstilistand — Simultan (priorisierte) Durchfiihrung von: ( ) \ll
Vital bedrohende externe Blutungen stillen / Oxygenation und Atemwegskontrolle / \1'
beidseitige Thorakostomie / Beckengurt
g g CPR 2 Min.
Bewusstlos - Zugang iv./io. CPR 2 Min.
Reversible Ursachen > bt Reversible Ursachen _ nach 3. Schock: Rhythmusanalyse - Zugang iv./io.
Erwi . . Fehlende oder abnormale 2 ] . " . . .
rwage sinnhaften Einsatz Atmun Erwage sinnhaften Einsatz Adrenalin Tmg, (inkl. Vorladen) - Adrenalin Img so frih
: g > S
AutoPulse: AutoPulse: Cordarone 300mg, wie mdglich
Vector Change
= Hypoxie = Herzbeuteltamponade
= Hypowolamie = |ntoxikation Hochwertige CPR und minimale
= Hypo-/Hyperkalizmie - _CPR30:2 = Thromboembolische «Hands-off-Zeiten» sind von héchster Prioritét.
(metabolisch) Bis Defibrillator bereit Ursache o e b A
= . . . . eversible Ursachen
Hypo-/Hyperthermie l Spannungspneumothorax ~ Adrenalin 1mg alle 2 Zyklen (alle 4 Min.) _ Hypoxie
— B R edarone (150m0) nact - Hypovolamic
. Rhythmusanfalyse < i T — Hyper-, Hypokaliamie,
(Pre-Charging) - Medikamente iv./io. einspilen (10ml NaCl 0,9%) metabolisch
I - 0,-Gabe, Intubation/SGA (iGel®), Kapnographie i
' / 11 - -, Hyperth
l l l l Af 10/min, CPR ohne Unterbruch weiter. Falls mit Hypo-, Hyperthermie
SGA die Beatmung insuffizient, wieder 30: 2. - Ihlrombci/siz
Schockbarer Rhythmus ROSC NACA Nicht schockbarer Rhythmus — erwage AutoPulse® fir Transport / Therapie 2“ monal/koronar A
(VF / pulslose VT) 7 (PEA/ Asystolie) — Erkennen und Behandeln reversibler Ursachen - Spannungspneumothorax
(erwége Sonographie - POCUS) - Herzbeuteltamponade
l l l - Toxine
1 Defibrillation ROSC .
(150J, danach 200J) C2 Z4 — nach ABCDE vorgehen, 12-Kanal-EKG, reversible Ursache behandeln
nach 3. Schock Vector Change — Weiterbehandlung auf Intensivstation, Targeted Temperature Management
| — Zielwert SpO, 92-94%, normwertiger paCO, (4.5-6kPa)

A. Ernst 2025, modifiziert nach ERC-Leitlinien 2025

20230823_m8k



ALS — Erwachsene

ADULT ADVANCED LIFE SUPPORT
ALGORITHM

GUIDELINES

2825

Unresponsive with absent

e Sedation
® Sei h uma n . orabnormall breathing

, , , S
e Nicht nur relaxieren bei
Zeichen von Bewusstsein

* Call EMS / resuscitation team

@ N
\ ASSESS RHYTHM /

c
2
=1
S
=
c
o —
> a
L )
2 ES
k] <
. . . . ﬁ s
e Tiete Dosis, titrieren & :
Vi E Shockable Non-shockable g
S VF / pulseless VT PEA, Asystole 3
o <
7] 1 1 ®
f )
. S =4
. > 1 Shock Give adrenaline o
I - e a r I IX u l l S = Drugs* every 3-5 minutes 8
z &
T m
£ 1 1 @
¢ & &
2 ©
=
© Immediately resume chest ROSC Immediately resume chest
compressions for 2 minutes compressions for 2 minutes

+ Ensure optimal defibrillator pad placement
Consider Immediately after ROSC

Give oxygen o Wk

+ Continuous compressions if tracheal tube or

supraglottic airway

+ Use waveform capnography

+ Changing pads to antero-posterior after 3
shocks

* Mechanical chest compressions to facilitate

* Use ABCDE approach
+ Aim for SpO, of 94-98% and

+ Hypovolaemia

+ Hyper-hypokalaemia / metabolic

normal PaCO,
* Aim SBP > 100 mmHg
* 12 Lead ECG

transfer / treatment + Hypothermia, hyperthermia

+ Minimise interruptions to chest compressions
+ Ultrasound to identify reversible causes + Toxins
+ Early IV access (IO if IV not possible)

+ Extracorporeal CPR and, or Coronary + Tamponade (cardiac)

*
Drugs angiography/percutaneous coronary + Identify and treat cause « Tension pneumothorax
+ Give 1st adrenaline after 3 shocks, then every intervention + Temperature control
3.5 minutes + Thrombosis (coronary / pulmonary)

* Give amiodarone after 3 shocks

ning, circulation, disability, exposure; CPR - can
pressure of carbon dioxide; ROSC - return

al senvices; 10

[ ous; PEA - pul
2 measured with p.




@sr-avLg 0
@sT-avFg 0
@S~V 01
@sT-MCLQ, 1

"m 138/54 (78)

Thoraxkompressionen ab persistierendem BDsys <50 mmHg

Adrenalin initial in Schritten von 50-100mcg (bis kumulativ 1mg)

Monitorisiertes
Setting

Ziel unter REA: diastolischer BD =30 mmHg

Bis zu 3x Defib («stacked shocks») bei beobachteter VF/pVT

OP: Pneumoperitoneum ablassen, ggf. Aorta klemmen (Blutung)



@sr-avLg
@sT-avFg 0
@SV 01

@sT-MCLg 1

X 138/54 78)

Priklinische Consider obtaining invasive arterial blood pressure to

Arterie guide resuscitation and post-resuscitation care

already in the prehospital setting...



Trauma CPR

» Kompressionen konnen

u.U. hinten anstehen

e Interventionen nach

klinischer Dringlichkeit

Interventionen erfordern

gute Governance

TOR erwagen falls kein
ROSC nach 20min

ADULT TRAUMATIC CARDIAC ARREST
ALGORITHM

Traumatic cardiac arrest / peri-arrest

]
YES
@ ALS —/ Non-traumatic arrest likely? >

NO

Address reversible causes simultaneously
Prioritise treatment of reversible causes over chest compressions!

+ Control external catastrophic haemorrhage
+ Secure airway and maximise oxygenation

A

+ Bilateral chest decompression (thoracostomies)

Perform interventions
based on clinical
priority, not sequential

* Relieve tamponade (penetrating chest injury)

START CPR

+ Proximal vascular control (manual aortic compression)

+ Pelvic splint
+ Blood products / massive haemorrhage protocol

(=

GUIDELINES

2L

Hypovolaemia
Hypoxia
Tension pneumothorax
Tamponade

Expertise ?
Equipment ?
Environment ?
Elapsed time ?

<15 min

!

Resuscitative
thoracotomy

< ROSC? >

l YES

Pre-hospital:
Immediate transport to

appropriate hospital

Consider termination of
resuscitation

In-hospital:
Damage control surgery /
resuscitation

1& most urg
pati elvic fra

e may benefit more from imm
rapid transfer without a

way intervention). ROSC - return of <p

te application of a pelvic binder and
S craton: AL anced Me Awport _



Trauma CPR

» Kompressionen konnen

u.U. hinten anstehen

e Interventionen nach

klinischer Dringlichkeit

* [nterventionen erfordern

gute Governance

* TOR erwagen falls kein
ROSC nach 20min




www.amax4.org

IF A PATIENT IS UNCONSCIOUS
- koo A MAXS
Anaphy‘ aXI e OR ANAPHYLAXIS
A ADRENALINE
° Ad rena | | N 'F ru h Tmcg/kg IV push dose or cardiac arrest dose
« Primar i.m. (0.5mg) m MUSCLE RELAXANT
First attempt must be best attempt

* In monitorisiertem Setting i.v.
AIRWAY

ETT with cuff. Anticipate high airway pressures
LMA/Mask unlikely to be effective

. .. . . . 100% oxygen
* Routinemassig keine Steroide! DXy GENATE o sty e
High peak pressure/insp flow
. XTRA BRUNCHODILATORSg o ,,
e |TN (B eatmun g Sd rU c:ke) XTRA VASOPRESSOR/VOLUME

« Ggf. zusatzlich inhalativ

CONSIDER PNEUMOTHORAX

4 MINUTES TO HYPOXIC
BRAIN INJURY


http://www.amax4.org/

LAST

Erstmals detailliert enthalten
Lipidemulsion bis kum. 12mg/kg
Adrenalin-Dosis reduzieren

Prolongierte REA, erwage eCPR

GUIDELINES

CARDIAC ARREST DUE TO LOCAL 2825
ANAESTHETIC TOXICITY L.

&

Start CPR
!l

Stop injecting the local
anaesthetic

!

Call for help and for lipid
rescue pack

|

Give 100% oxygen and ensure
adequate ventilation

!

Ensure IV access

|

Give an initial i.v. bolus of lipid
emulsion 1.5 ml kg™ over 2-3 min
(~100 ml for a 70 kg adult)

Start an i.v. infusion of lipid
emulsion at 0.25 ml kg™ min™

!

Use standard ALS algorithm with
lower adrenaline dose
(< 1pg kg™ instead of 1 mg)

Avoid: local anaesthetics, beta-
blocker, calcium channel
blockers, vasopressin

!

If no ROSC at 5 minutes, repeat
bolus and double infusion rate

!

If no ROSC at 10 minutes,
repeat bolus and (max
cumulative dose 12 mg kg™)

!

Consider prolonged
resuscitation (>1 hour) and
ECPR




Tachyarrhythmie

> Prehosp Emerg Care. 2025 Jun 5:1-6. doi: 10.1080/10903127.2025.2504521.
Online ahead of print.

* EKV . . Comparing Prehospital Adenosine Initial Dosing of 6
* VHFli: Max. Energie mg Versus 12 mg for Presumed Paroxysmal
* VHFIa/SVT: 70-120J  supraventricular Tachycardia (PSVT)

initial
Antonio R Fernandez ! 2, Scott S Bourn !, Dave Duncan 3 4, Corey M Slovis °® €,

¢ VT 1 20—1 SOJ Remle P Crowe ' 7, Alison Treichel 1, J Brent Myers '
. Affiliations + expand n=11245
* Adenosm. 6-12-18 Retrospektiv, beobachtend

PMID: 40471550 DOI: 10.1080/10903127.2025.2504521

.
. daaenosine rai, uncerwaimn mecnanisim or ~
A — . . arrhythmia [}
Atrial fibrillation with pre-excitation: - « Vagal manoeuvres x
Procainamide or cardioversion or known or suspected heart disease « If ineffective: Adenosine (if no preexcitation) + EF>40%: Control rate with a Beta-blocker, .g
Polymorphic VT with QT prolongation: If high sedation / anaesthesia risk, give 6 mg rapid IV bolus, if unsuccessful give 12 Verapamil, Diltiazem, or Digoxin =
Sta rte n Give Mg? 8 mmol IV over 10 min Procainamide 10-15 mg kg™ over 20 min mg, if unsuccessful give 18 mg + EF <40%: Consider Beta-blocker or Digoxin =l
: sl F iy . Ifi ive: i e « Anti i i i o
+ Consider Isoprenaline or temporary If Procainamide unavailable or contraindicated : }; :::ggg:xi: :egif‘?_:)"r:]i:gdB:;ziocmr /:«r;t‘;cr?agulale if duration of the arrhythmia <
pacing to increase HR (e.g. severe HF, acute MI or end-stage renal Sy
« Avoid Amiodarone disease), give Amiodarone 300 mg IV over 10-60
min, then 900 mg over 24 h

Synchronised shock
+ Sedation / anaesthesia if conscious

*This algorithm is for peri-arrest tachyarrhythmia of abnormal origin. It is not for
sinus tachycardia where the underlying cause should be treated - do not try to
normalise the heart rate in sinus tachycardia with antiarrhythmic medication or
synchronised cardioversion.

Seek expert help if the tachyarrhythmia and, or life-threatening features

persist.
ABCDE - airway, breathing, circulation, disability, exposure; BP - blood pressure; DC - direct current; ECG - electrocardiogram; EF - ejection fraction;
IV -intravenous; ROSC - return of sponitaneous circulation; SpO, - oxygen saturation measured with pulse oximetry; VT - ventricular tachycardia




Tachyarrhythmie

GUIDELINES

ADULT TACHYCARDIA ALGORITHM* 2®25

« EKV
Life-threatening features?

Assess with ABCDE approach
+ Shock Synchronised shock

* Monitor SpO;, ECG, BP Syncope with severe or ongoing YES
) | + Up to 3 attempts

. . + Give oxygen if SpO; < 94% and obtain B olisch E 4 . .
o VH Fl . M E 1V access * Myocardial ischaemia + Sedation / anaesthesia i
I . ax . n e r I e + Record 12-lead ECG Severe heart failure with pulmonary conscious
+ Identify and treat reversible causes oedema or shock
+ Orimmediately after ROSC

« VHFla/SVT: .
. .. . i STABLE

70-120J initial Y \
\ Evaluate QRS /

° VT: ’l 2 O_ 1 5 OJ Broad (2 0.12 s) Narrow (< 0.12's)

Amiodarone 300 mg IV over
10-20 min, or Procainamide
10-15 mg kg™' (max 1g) over
20 min

Repeat synchronised shock

If unsuccessful

Irregular Regular Regular Irregular
.
 Adenosin: 6-12-18 Known VT, vagal d g
- - Possible actions include: nown VT, vagal manoeuvres an % S o
° adenosine fail, uncertain mechanism of Probable atrial fibrillation: x
Atrial fibrillation with pre-excitation: arthythmia s + Vagal manoeuvres ,"2
Procainamide or cardioversion or known or suspected heart disease « If ineffective: Adenosine (if no preexcitation) + EF > 40%: Control rate with a Beta-blocker, E
. Polymorphic VT with QT prolongation: If high sedation /anaesthes:;a risk, give 6 mgfrap\d v bolfuls, if unsgj(cessful give 12 Verapamil, Dil(i%zem, or D}gof:m et =t
[ ] E h rr] t 1 2 m 't r't + Give Mg?* 8 mmol IV over 10 min Procainamide 10-15 mg kg™ over 20 min mg, if unsuccessful give 18 mg + EF <40%: Consider Beta-blocker or Digoxin >
2 5 7 T . : o . o
e r I S a e n + Consider Isoprenaline or temporary If Procainamide unavailable or contraindicated p }; ::ggsg:xi: ;/e;iﬁignrlli:Jste;zctﬂocker /:«r;t‘;cr?agulale if duration of the arrhythmia =
pacing to increase HR (e.g. severe HF, acute MI or end-stage renal Sy
« Avoid Amiodarone disease), give Amiodarone 300 mg IV over 10-60

min, then 900 mg over 24 h

* Procainamid in CH nicht im
Handel

Synchronised shock

+ Sedation / anaesthesia if conscious

*This algorithm is for peri-arrest tachyarrhythmia of abnormal origin. It is not for
sinus tachycardia where the underlying cause should be treated - do not try to
normalise the heart rate in sinus tachycardia with antiarrhythmic medication or
synchronised cardioversion.

Seek expert help if the tachyarrhythmia and, or life-threatening features
persist.

ABCDE - airway, breathing, circulation, disability, exposure; BP - blood pressure; DC - direct current; ECG - electrocardiogram; EF - ejection fraction;
IV -intravenous; ROSC - return of sponitaneous circulation; SpO, - Oxygen saturation measured with pulse oximetry; VT - ventricular tachycardia




Bradyarrhythmie

* Atropin noch immer #1, zu recht?
o Oft ineffektiv

 Relevante Kl (hohergradiger AVB,
St. n. HerzTx)

* Wirkt nur bei relevantem
Parasympathikotonus

* Lange HWZ

* Bei peri-Arrest: Katecholamine
erwagen

GUIDELINES

ADULT BRADYCARDIA
ALGORITHM 2@%25

ASSESS with ABCDE approach

Monitor SpO,, ECG, BP

Give oxygen if SpO, < 94% and obtain IV access
Record 12 lead ECG

Identify and treat reversible causes (e.g. myocardial
infarction or electrolyte abnormalities)

1

Life-threatening features?
1. Shock

2. Syncope
3. Myocardial ischaemia

4. Severe heart failure

Or immediately after ROSC

YES l NO l

[ Atropine 500 mcg IV ] Risk of asystole?
1 Recent asystole

YES Mobitz II atrio-ventricular
Satisfactory response? =) block

Complete heart block
with broad QRS

Ventricular pause > 3s

Consider interim measures:

+ Atropine 500 mcg 1V, repeat to
maximum of 3 mg YES NO

+ Isoprenaline 5 mcg min™ IV

+ Adrenaline 2-10 mcg min™ IV
+ Alternative drugs*
and/or

+ Transcutaneous pacing

Seek expert help
) Observe
Arrange transvenous pacing

*Alternatives include:

+ Aminophylline

» Dopamine

+ Glucagon (if bradycardia is caused by beta-blocker or calcium channel blocker)
+ Glycopyrrolate (may be used instead of Atropine)

ABCDE - airway, breathing, circulation, disability, exposure; BP - blood pressure;

ECG - electrocardiogram; IV - intravenous; ROSC - return of spontaneous
circulation; SpO; - oxygen saturation




Bradyarrhythmie

vereinfacht

ja

S

nein

v

[ peri-Arrest? ]

nein

ja

v

0.5mg Atropin
ggf. wiederholen

falls unwirksam i

e Adrenalin
e Isoprenalin
e efc

v

10-50 mcg
Adrenalin

falls unwirksam

>

Pacing

v

ALS

l

1mg Adrenalin




