Welcome +o American Heart Association
Advanced Cardiac Life Support Options

Remember to be successful in ACLS, it is assumed that you have the
ability to interpret cardiac rhythms and determine appropriate treatments.
There are now more options than ever before!

Recertification $150

This class lasts about 3.5 to 4 hours, covers a few videos, completes all the skills, reviews the
algorithms and completes mega code and the written exam. ACLS cost is $150 and to add
BLS to this class is an additional $50. Here is the link for ACLS Precourse Self-Assessment if
you like to study in this way. We also love skill stat to review rhythms.
http://www.skillstat.com/

Hybrid Class $150

Complete the ACLS Precourse Self-Assessment and Precourse Work which will take around 2-
3 hours and print the certificate of completion. You will then be eligible for the rapid recert
course, about 1.5 to 2 hours: watch a video, complete skills testing, mega code and written
exam.

ALCS HeartCode $100 + AHA online fee $144

This gives you the complete ACLS course and exam online, so all you need is a skills check.
This takes most people about 4+ hours online and the skills check is about 35-50 minutes.
Heartcode® ACLS Online

Full Provider-First Time $150-$220

Option 1: Complete the precourse self-assessment and precourse work, then we recommend
you come to a recert class. This lets you hear a couple videos, review the algorithms
together, practice some skills and then you will be prepared to take the mega code skills test
and written test. ACLS Precourse Self-Assessment and Precourse Work With the certification
of completion the cost would be $150.

Option 2: If you want to watch all the videos together or don't complete the precourse work,
then we will do that, but the charge will be for the full provider course is $220.

Books

The test is now open book. You can order or download books directly from the AHA at
https://shopcpr.heart.org/ You can also borrow, check the reference library at your facility,
etc. If you chose Heartcode, you have access to the book in the references section online.



https://elearning.heart.org/course/423
http://www.skillstat.com/
https://elearning.heart.org/course/424
https://elearning.heart.org/course/438
https://elearning.heart.org/course/424
https://shopcpr.heart.org/
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oIf you feel like you need a rhythm review, we still like skill stat, but there
are tons online and in your app store! http://www.skillstat.com/ make
sure you know the life-threatening ones and the ones that make patients unstable:
SVT, Brady rhythms, Heart Blocks, etc.

e Study the H's and T's and ask yourself if you can name one treatment for each. Know
your drugs: Epi, Atropine, Amiodarone, Lidocaine, Adenosine, Magnesium, and
Norepinephrine.

e Feeling nerdy and love this stuff? https://cpr.heart.org/en/resuscitation-science/cpr-
and-ecc-quidelines Scroll down and look at the Highlights of 2020 AHA Guidelines
Update for CPR and ECC. It was our favorite, but the whole site offers great
information.

e Try not to be too nervous, we remember what that is like! Our gift is being able to
discuss complex concepts in a simple way and we pride ourselves on having a non-
threatening environment where questions are encouraged.

e Have you seen the new AHA app? It's free and full of amazing data. Go to your app

store and search AHA Guidelines on the Go.

Next you will find the sample agenda for your course and algorithm copies from the free
online resources from the AHA.

If you have any questions, please let us know-

Medical Education Angels
661-205-0927 text/call

Email: mededangels@gmail.com


http://www.skillstat.com/
https://cpr.heart.org/en/resuscitation-science/cpr-and-ecc-guidelines
https://cpr.heart.org/en/resuscitation-science/cpr-and-ecc-guidelines
mailto:mededangels@gmail.com

Your class will follow 1 of these agendas ©

WEA ACLS Hybrid Cass Agenda

The student must have certificate of completion from the ACLS precourse self-assessiment and

precourse work, expect this to take about 2-3 hours online; this is vot ACLS Heart Code as there
is ot an exam. I+ does offer CE/CWME oulive.

O
O
O

High Performance Teams
Skills Testing OPA/NPA/Respiratory Arrest, CPRIAED and WMega Code
Written Exam &4 or greater +o pass, 1 hour allowed for exam

FRemediation of any kind is not allowed with this option. If a student doesn’t pass, they will be
reduired to come to ove of the other courses when offered on another date.

WMEA ACLS Recertification Agenda

O
O
O
O
O
O
O

Science of Resuscitation

CPR Coach

Recoguition of deterioration

TO access

Algorithms Review

Skills Testing OPA/NPA/Respiratory Arrest, CPRIAED and WMega Code
Written Exam 4% or greater to pass, 1 hour allowed for exam

WMEA ACLS Full Provider Agenda

O 0O 00O O O OO O0O OO OO OO OO Oo

Systems of Care

Science of Resuscitation

Systematic Approach

CPR Coach

TO Access

Alrway Management

Sigms of Clinical Deterioration

High Performance Teams

ACS

Stroke

Coping with Death

Algorithms Review

Skills Testing OPA/NPA/Respiratory Arrest, CPRIAED and WMega Code
Written Exam &4 or greater +o pass, 1 hour allowed for exam

0w occasion, agendas are altered +o vclude/omit segments that are pertinent +o the group.

PBreaks are takew as needed, just askl
Questions encouraged. ©
Feel free to bring a drink or snack. No one tests well when they are hungry.

Please text or call us if you have any questions. G@1-2.05-092F



H's and T's
The poteutially reversible causes of cardiac arrest and wear arrest

HYPOVOLEMIA

1. look for obvious signs of fluid/blood loss
2. secure TV/TO access

2. give fluid bolus and reassess

TOXINS (drug OD, accidents)

1. support circulation while you administer
reversal. Narcaw reverses opiates/narcotics.
Romazicon reverses benzodiazepines, Check
out pay. 62-64 ELL handbook

HYPOXTA

1. confirm chest rise bilaterally and lung sounds
2. check D2 source

2. sp02, ABG's, suction

Rapid sequence intubation pg. G4-4% ECL
handbook

TAMPONADE (causes: chest trauma, CABG,
etc.)

1. Look for: VD, warrow pulse pressure

2. Pericardiocentesis, return to OR

HYDROGEN ION LOSS

1. respiratory — eusure adequate vewtilation
2. metabolic — give NaHCO3 (sodium
bicarbovate)

2, draw/evalnate CO2 n serum or pH o ABG

HYPOTHERMIA
1. consider warm NS infusion
2. warming measures pg. 71 ECC handvook

TENSTON PNEUMOTHORAX (s/s: chest
asymmetry, tympavi, decreased BS, high peak
pressures, VD, tracheal deviation, severe
respiratory distress)

1. vent tewsion in chest with angio at 2TCS
below clavicle

2. OR

2. support vewtilation and oxygenation with
BYW, intubate if necessary

HYPOGLYCEMI A
1. accu-check and adwminister reg insuliv PRN

THROMBOSIS (corovary or pulmonary)
1. consider fibrinolysis

HYPOXALEMTIA
1. look for flat T waves and U waves
2. adwinister potassinm and consider checking
and infusing Magwesinm
HYPERKALEMIS
1. look for peaked T waves, tall ST or widening
QRS
2. To move Kintracellular:
e Call10%o, 510w/ onset 1-3 min
e Sod. Bicarb give 1 amp up to 1mEd/kg
com repeat in 15 wmin/onset 5-10 min
e Tusulin & Dextrose: 10u regular insulin/q
amp D50 (259wms) [onset 30 min
e Nebulized Albuterol 10-20ma/15
minutes, may repeat [ onset 15 min
o Lasix 40-20mag IV [ onset with dieresis
e Kavyexalate 15-509m PO or rectal [onset
1-2 hours
Py, @1, 2020 Handvook of ECC

TRAUMA

1. uspect body completely; remove clothivg

2. secure airway

2. control external bleedivg by applying
pressure while concarrently givivg crystalloids
and blood products

4. look for s/s of internal bleeding: send lab
work, do diaguostic tests as long as patient
stable enouglh for exam, tap belly if suspicious
for internal bleeding, call OR +o be ow call




Adult Cardiac Arrest Learning Station Checklist (VF/pVT/Asystole/PEA)

Adult Cardiac Arrest Algorithm (VF/pVT/Asystole/PEA)

O

Start CPR
* Give oxygen

+ Attach monitor/defibrillator

o4
Yes Rhythm No
shockable?
@L, ‘ ey
7 VEpVT ) ~ Asystole/PEA |
\_.__.__J—‘/ ~_____.1 e
S
@ Shock [] O @ Epinephrine
L__] - D ¢ ASAP
CPR 2 min P CPR 2 min
- . access
fliCaccess * Epinephrine every 3-5 min
: * Consider advanced airway,
0 l capnography
Rhythm No
shockable? I
Mm Yes
s shockable?
(s) , shock []
~ D v No
CPR 2 min
* Epinephrine every 3-5 min
* Consider advanced airway,
capnography
O
Rhythm
shockable?
@ , Shock [ ]
o A ol
CPR 2 min CPR 2 min
> Amiodarone 'Ilno * Treatreversible causes
\J A

* [f nosigns of return of
spontaneous circulation

(ROSC),goto 10 0r 11

* IfROSC, goto

Post-Cardiac Arrest Care |
« Consider appropriateness i
of continued resuscitation |
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CPR Quality i

* Push hard (atleast 2 inches
[5 cm]) and fast (100-120/min)
and allow complete chest recoil.
* Minimize interruptionsin
compressions.
* Avoid excessive ventilation.
* Change compressor every
2 minutes, or sooner if fatigued.
* If no advanced airway, 30:2
compression-ventilation ratio.
* Quantitative waveform
capnography
— IfPETCO, 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

O 000 O

Drug Therapy

= Epinephrine IV/10 dose:
1mgevery 3-5minutes

= Amiodarone IV/10 dose:
First dose: 300 mg bolus.
Second dose: 150 mg.

or
Lidocaine IV/10 dose:
First dose: 1-1.5 mg/kg.
Second dose:0.5-0.75 mg/kg.

i ;

Advanced Airway

* Endotracheal intubation 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 6 seconds
(10 breaths/min) with continu-
ous chest compressions

Return of Spontaneous 3
Circulation (ROSC) B

« Pulseandblood pressure

* Abruptsustained increase in
PETCO, (typically 240 mm Hg)

* Spontaneous arterial pressure
waves with intra-arterial
monitoring

I

Reversible Causes

* Hypovolemia

* Hypoxia

» Hydrogen ion (acidosis)
* Hypo-/hyperkalemia

* Hypothermia

* Tension pneumothorax
* Tamponade, cardiac

* Toxins

* Thrombosis, pulmonary
= Thrombosis, caronary




Adult Cardiac Arrest Circular Algorithm

Return of Spontaneous
Circulation (ROSC)

Drug Therapy
IV/IO access
Epinephrine every 3-5 minutes
Amiodarone or lidocaine
for refractory VF/pVT

Treat Reversible Causes

®© 2020 American Heart Assaciation

CPR Quality
* Pushhard (at least 2 inches [5 cm]) and fast (100-120/min) and

allow complete chest recoil.

Minimize interruptions in compressions.

Avoid excessive ventilation.

Change compressor every 2 minutes, or sooner 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/IO dose: 1 mg every 3-5 minutes
Amiodarone IV/IO dose: First dose: 300 mg bolus. Second
dose: 150 mg.

or

Lidocaine IV/IO dose: First dose: 1-1.5 mg/kg. Second dose:
0.5-0.75 mg/kg.

Advanced Airway

|

« Endotracheal intubation or supraglottic advanced airway

* Waveform capnography or capnometry to confirm and monitor
ET tube placement

« Once advanced airway in place, give 1 breath every 6 seconds
(10 breaths/min) with continuous chest compressions

Return of Spontaneous Circulation (ROSC)

* Pulse and blood pressure

« Abrupt sustained increase in PETCO; (typically 240 mm Hg)

« Spontaneous arterial pressure waves with intra-arterial
monitoring

Reversible Causes

« Hypovolemia « Tension pneumothorax

« Hypoxia « Tamponade, cardiac

« Hydrogenion (acidosis) * Toxins

* Hypo-/hyperkalemia « Thrombosis, pulmonary
« Hypothermia * Thrombosis, coronary




Adult Bradycardia Learning Station Checklist

Adult Bradycardia Algorithm

l , I:Ieartrate iyplcal!y <50[qin lfbradyarmythmla;

* Oxygen
Cardi

ECG|
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Identify and treat underlying cause
* Maintain patent airway; assist breathing as necessary
(if hypoxemic)
h)oltpf;o identify rhythm; monitor blood pressure and oximetry [ |

* Hypotension?

* Acutely altered mental status?

* Signs of shock?
* Acute heart failure?

* Ischemic chestdiscomfort?

Yes

U \

Atropine

If atropine ineffective:

* Transcutaneous pacing
and/c

lor
» Dopamineinfusion

S

L]

Doses/Details

Atropine IV dose:

Firstdose: 1 mg bolus.

Repeat every 3-5 minutes.

Maximum:3 mg.

Dopamine IV infusion:

Usualinfusionrate is

5-20 mca/kg per minute.

Titrate to patient response;

taper slowly.

Epinephrine IV infusion:

2-10 mecg per minute infusion.

Titrate to patient response.

Causes:

= Myocardial ischemia/
infarction

« Drugs/toxicologic (eg,
calcium-channel blockers,
beta blockers, digoxin)

* Hypoxia

* Electrolyte abnormality
(eg, hyperkalemia)




Adult Tachycardia With a Pulse Learning Station Checklist

Adult Tachycardia With a Pulse Algorithm

0" - .
| Assess appropriateness for clinical condition.
ih Hgartratetypical_ly 2150/min if tachyarrhythmia.

a

Identify and treat underlying cause
» Maintain patentairway; assist breathing as necessary [_|
e

Persistent
tachyarrhythmia causing:
* Hypotension?

* Acutely altered mental status?

* Vagal maneuvers (if regular)
~ * Adenosine (if regular)
-Blocker or ca chai

Synchronized cardioversion:

Refer to your specific device's recommended energy level to
maximize first shock success.

Adenosine IV dose:

First dose: 6 mg rapid IV push; follow with NS flush.

Second dose: 12 mg if required.

Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia
Procainamide IV dose:

20-50 mg/min until arrhythmia suppressed, hypotension ensues,
QRS duration increases >50%, or maximum dose 17 mg/kg given.
Maintenance infusion: 1-4 mg/min. Avoid if prolonged QT or CHF.
Amiodarone IV dose:

First dose: 150 mg over 10 minutes. Repeat as needed if VT recurs.
Follow by maintenance infusion of 1 mg/min for first 6 hours.
Sotalol IV dose:

100 mg (1.5 mg/kg) over 5 minutes. Avoid if prolonged QT.

O

Synchronized cardioversion
» Consider sedation

O

If refractory, consider
* Underlying cause
inc

* Adenosine only if
regular and monomorphic
! hmic infusiol

© 2020 American Heart Association



Cardiac Arrest in Pregnancy In-Hospital ACLS Learning Station Checklist

Cardiac Arrest in Pregnancy In-Hospital ACLS Algorithm

Continue BLS/ACLS

* High-quality CPR

* Defibrillation when indicated
* Other ACLS interventions

~ =
Perform maternal interventions Perform obstetric

» Perform airway management interventions
* Administer 100% O,, avoid = Provide continuous lateral
excess ventilation uterine displacement
v ] Detach fetal monitors
Prepare for perimortem

Continue BLS/ACLS

* High-quality CPR
» Defibrillation whenindicated

cesarean delivery
¢ Ifno ROSCin 5 minutes,
considerimmediate

@ Neonatal team to
s rereiveneonate) ..

© 2020 American Heart Association

Maternal Cardiac Arrest

* Team planning should be

done in collaboration with the
obstetric, neonatal, emergency,
anesthesiology, intensive care,
and cardiac arrest services.
Priorities for pregnant women
in cardiac arrest should include
provision of high-quality

CPR and relief of aortocaval
compression with lateral
uterine displacement.

The goal of perimortem
cesarean delivery is to improve
maternal and fetal outcomes.
Ideally, perform perimortem
cesarean delivery in 5 minutes,
depending on provider

resources and skill sets.

* In pregnancy, a difficult airway
is common. Use the most
experienced provider.

« Provide endotracheal
intubation or supraglottic
advanced airway.

* Perform waveform
capnography or capnometry
to confirm and monitor ET tube
placement.

* Once advanced airway isin
place, give 1 breath every
6 seconds (10 breaths/min)
with continuous chest

compressions.

Potential Etiology of Maternal

Cardiac Arrest

A Anesthetic complications

B Bleeding

C Cardiovascular

D Drugs

E Embolic

F Fever

G General nonobstetric causes
of cardiac arrest (H'sand T's)

H Hypertension




Figure 6. Opioid-Associated Emergency for Healthcare Providers Algorithm.

© 2020 American Heart Association



Adult Ventricular Assist Device Learning Station Checklist

Adult Ventricular Assist Device Algorithm

Assist ventilation if necessary
| and assess perfusion

+ Normal skin color and temperature?
\- Normal capillary refill?

No | AssessLVAD function

Assess and treat Yes
non-LVAD causes for altered -+ Lookl/listen for alarms
mental status, such as |+ Listen for LVAD hum |
* Hypoxia & sapi)

!
* Blood glucose E
J

MAP >50 mm Hg and/or
_ PETCO, >20 mm Hg*?

LVAD functioning?

Attempt to restart LVAD
= Driveline connected?
Power source connected?

Perform
external chest
compressions

Do not perform

external chest LVAD restarted?

compressions

Yes

Follow local EMS |

*The PETCO, cutoff of >20 mm Hg should be used only when an ET tube or tracheostomy
is used to ventilate the patient. Use of a supraglottic (eg, King) airway resuits in a falsely
elevated PETCO, value.

© 2020 American Heart Association



Adult Post-Cardiac Arrest Care Learning Station Checklist

Adult Post-Cardiac Arrest Care Algorithm

Manage airway
Early placement of endotracheal tube

Manage respiratory parameters |

Initial Start 10 breaths/min I
Stabilization Spo,92%-98% i
Phase Paco,35-45 mmHg {

- Gl

[ Consider foremergent cardlac intervention if
| » STEMI present

* Unstable cardiogenic shock

_* Mechanical circulatory support required

Continued

Management
and Additional
Emergent
Activities

© 2020 American Heart Association

Resuscitation is ongoing during the
post-ROSC phase, and many of these
activities can occur concurrently.
However, if prioritization is
necessary, follow these steps:

* Airway management:

Waveform capnography or

capnometry to confirm and monitor

endotracheal tube placement
* Manage respiratory parameters:

Titrate FIO, for Sp0, 92%-98%; start

at 10 breaths/min; titrate to Paco, of

35-45mm Hg
* Manage hemodynamic parameters:

Administer crystalloid and/or

vasopressor or inotrope for goal

systolic blood pressure >80 mm Hg
or mean arterial pressure >65 mm Hg

Continued Managementand
Additional Emergent Activities

These evaluations should be done
concurrently so that decisions on
targeted temperature management
(TTM) receive high priority as
cardiac interventions.
= Emergent cardiac intervention:
Early evaluation of 12-lead
electrocardiogram (ECG); consider
hemodynamics for decision on
cardiac intervention
= TTM:If patientis not following
commands, start TTM as soon as
possible; begin at 32-36°C for 24
hours by using a cooling device with
feedback loop
« Other critical care management
- Continuously monitor core
temperature (esophageal,
rectal, bladder)
- Maintain normoxia, normocapnia,
euglycemia
- Provide continuous or intermittent
electroencephalogram (EEG)
monitoring
- Provide lung-protective ventilation

H'sandT's

Hypovolemia

Hypoxia

Hydrogenion (acidosis)
Hypokalemia/hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary

Thrombosis, coronary




Figure 8. Recommended approach to multimedal neuroprognostication in adult patients after cardiac arrest.

Clinical
Management ;
i Limit sedation and analgesia as possibl
TTM( ?5.7 Controlled normothermia
Imaging
Electrophysiology

Clinical
Sarinsion
| Qu.

Serum
Biomarkers

~
~

| [

ROSC 24 hours 48 hours 72 hours
Time after ROSC



httpsi//shopeprheart.org/

ACLS Provider Manual eBook
Product Number: 20-3100
ISBN: 978-1-61669-797-6

* [ Student Manual | [ Digital eBook |
[®student | (@ ACLS

$36.50

Add 1o Cart

ACLS Provider Manual

Product Number: 20-1106
ISBN: 978-1-61669-772-3

[ Student Manual ‘ Print
< Student | [@ ACLS

%

$42.00

Add to Cart

2020 Handbook of ECC eBook

Product Number: 20-3105
ISBN: 978-1-61669-802-7

[Handbook | [ Digital eBook |

$27.00

2020 Handbook of ECC

Product Number: 20-1100
ISBN: 978-1-61669-766-2

$30.00

® Thuis ool is MY
fovonye. M



