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Peri-arrest arytmie
(arytmie casne po KPR)




Vysoce monitorované prostredi
EKG, O, sat., TK invazivne kontinualne, ETCO2, NIRS, ...

» ARO

» JIP

» Operacni sal

» Katetrizacni sal
» Telemetry unit
» Vozidlo RZP

» Nemocnhnice



V nemocnici na 1000 hospitalizaci 1,5-2,8 KPR
U vétsiny umrti neni zahajovana KPR.
Vétsinou nedefibrilovatelny rytmus.

Prevence.:

» Pred NZO vétsinou priznaky respiracni insuficience, soku,
rytmové nestability  systém monitorace vitdlnich funkci

» Early Warning Score (EWS)
» Kdo na JIP, telemetrii, O,, I.v. roztoky, .....

» Zavazny akutni stav  Medical Emergency Team (MET)/
Rapid Response Team (RRT)

» KPR tym, volani -




Schema
nemochicni
KPR

Collapsed / sick patient

Call for help
_and assess patient

—

Signs of life?

Check for responsiveness and normal breathing

Experienced ALS providers may simultaneously
check carotid pulse and (if already
continuous arterial BP / ETCO;

NO or
any doubt

CARDIAC ARREST

!

CALL, COMPRESS, COLLECT*
Call for help
Start chest compressions
Call resuscitation team
Collect resuscitation equipment
HIGH-QUALITY CPR*
Give high-quality CPR with oxygen
and airway adjuncts®

Switch compressor at every rhythm
assessme

DEFIBRILLATION*

As soon as available, apply pads /
turn on AED and follow prompts

Attempt defibrillation if
indicated**

ADVANCED LIFE SUPPORT

When sufficient skilled personnel
are present

HANDOVER \

| to resuscitation team using

‘\ SBAR format /

MEDICAL EMERGENCY

!

CALL AND COLLECT*

Call resuscitation / medical
emergency team if needed

Collect resuscitation equipment

ASSESS*
ABCDE assessment - recognise and
treat
Give nigh-fi‘nw oxygen (titrate to
Sp0; when able)

Attach monitoring

Obtain IV access
Consider call for resuscitation /

medical emergency team (if not
already called)

HANDOVER
to resuscitation team using
SBAR format

*Undertake actions concurrently
if sufficient staff available

**UJse a manual defibrillator if
trained and device available
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KPR pri (vysoce) monitorovaneé
srdecni zastave v nemocnhici

Kapnografie (kapnografie s krivkou)

» Potvrzeni spravné pozice infubace (poslech dychdni, oroseni
ETK, UZ, bronchoskopie, ...)

> - mUzZe byt projevem velmi nizkého
srdecniho vydeje a nebo srdecni zastavy.
> — projev ROSC (vedle arteridini tlakové

krivky, védomi, cilevédomych pohybu, ..
> - ETCO, 2 25 mm Hg (3.3 kPa).



KPR pri (vysoce) monitorovaneé
srdecni zastave v nemocnhici

Invazivni monitorovani TK
> | pres intervence zvazte masaz

> I.v. - U dospélych s konfin. art. TK
(napr. 50-100 pg) do 1T mg. Dalsi davky po 3-5 min. 1 mg.

» Adrenalin pri nedefibrilovatelném rytmu — co nejdrive.
> - dTK =2 30 mm Hg.

I'“

POCUS - ,jen zkuseny vysetrujic



KPR pri (vysoce) monitorovaneé
srdecni zastave v nemocnhici

Defibrilace
» Manuadini defibrildtory s ,padly*, ale posouzeni arytmie do 5 sek.

» Okamzita defibrilace -
Amiodaron + adrenalin az po po 5. vybaoiji.

> — uvazit nové nalepovaci elektrody

Ventilace vakem a maskou - uvdzit techniku pro dvé osoby



(Peri-arrest arytmie) Arytmie casne po KPR

(tachykardie)

» Pri obéhové nestabilité a bezprostredné po ROSC - radéji

» Po OTl ,je EKV jednodussi."

» EKV prizachovaném veédomi - , ale riziko
snizeni tlaku.

» U stabilniho pacient monomortni KT se strukturalnim
srdecnim onemocnénim nebo s moznosti primarnino
poskozeni srdecniho svalu —




Arytmie casne po KPR

2)

Energie vyboje:
» Pravidelnda SVT: 70-120J, pfi neucinnosti eskalace energie

» KT se zachovanym pulzem: 120-150J, pri neucinnosti
eskalace energie

» FS: max.energie



Arytmie casne po KPR
)

Pfi neuCinnosti EKV — amiodaron 300 mg (2 amp, redeni 2) béhem 10-20 min.

Pri hemodynamické stabilité farmakologickd verze — neni potreba analgosed.

» Amiodaron bolus ev. nasledné 200 mg/24 hod
, ale 4 TK

» Lidocain prirecidivujici KT — pri AIM UCinnéjsi nez amiodaron,
Zpomaleni fr. komor pfi FS — cil < 110/min.
» Amiodaron - pri hemodynamické nestabilité (bolus/kontinudiné)

» Betablokdtor (metoprolol/Betaloc 5 mg - , landiolol
Rapibloc)

» Digoxin ¢



UNSTABLE

Assess with ABCDE approach Life-threatening features? : |
* Shock Synchronised shock /' + Amiodarone 300 mg IV over \
« Monitor 5[30:. ECG, BP * Syncope with severe or ongoing \ YES If unsuccessful 1 10-20 min, or Procainamide
+ Give oxygen if Sp0; < 94% and obtain hypotansion — |+ Up to 3 attempts peiiitiends b | 10-15 mg kg™’ (max 1g) over
IV access * Myocardiai ischaemia + Sedation / anaesthesia if J 20 min
« Record 12-lead ECG + Severe heart failure with puimonary consclous \ * Repeat synchronised shock
« Identify and treat reversible causes \ oedema or shock 3 /

Or immediately after ROSC

NO

This part of the STABLE
algorithm does not
address every
possible scenario

V) m Evaluate QRS
: U Broad (= 0.12 5) Narrow (<0,12's)
E U Irregular Regular Regular Irregular
O U = -
S Possible actions include b Known VT, vagal manoeuvres and P <1 fibrillation: §‘
S B ] \ d . / robable atrial fibrillation: \
o e , \ | adenosine fail, uncertain mechanism of { \ =
. s - T arrhythmia |
Atrial fibrillation with pre-excitation: ythmi g * Vagal manoeuvres .s
Procainamide or cardioversion or known or suspected heart disease + If ineffective: Adenosine (if no preexcitation) * EF > ontrol rate with a Beta-blocker, o
Polymorphic VT with QT prolengation: if high sedation / anaesthesia risk, give &mg id [V bolus, if unsuccessful give 12 Verapamil, Diltiazem, or Digoxin = &
] ” a Py nomide 10-15 mg kg™’ over 20 min wuccessiul give 18 mg + EF < 4086: Consider Beta-blocker or Digoxin -
* Give Mg B mmol IV over 10 min g A b
kel gy N P > f o I bl s LSS ve: Verapamil or Beta-blocker + Anticoagulate if duration of the arrhythmia @
« Consider [soprenaling or temporary If Procalnamide unovailable or contraindicated o AR 7 3
- ) o0 camimrs HE arrme MY ar aricatame hana) ectve! synchronised shock »24h ©
\ pacing to increase HR (€.G. Sevey t".‘ . (IL.Un: Al or t'_h‘hdt)t‘ Fendn )
\ « Avoid Amiodarone / disease), give Amiodarone 200 mq IV over 10-60 \ /

min, then 500 mg over 24 h

Synchronised shock

4

1
\ . iation / anaesthesia if conscious

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

‘ Seek expert help if the tachyarrhwthmia and, or life-threatening features
persist




ASSESS with ABCDE approach
Monitor SpO,, ECG, BP

Give oxygen if SpO; < 94% and obtain IV access

A I .t Record 12 lead ECG
g o rI m U S p ro Identify and treat reversible causes (e.g. myocardial

infarction or electrolyte abnormalities)

bra dyqu'l'mie e

1. Shock

2. Syncope

3. Myocardial ischaemia
4. Severe heart failure

Or immediately after ROSC

NO

f-
Atropine 500 mcg IV / Risk of asystole?

/ * Recent asystole

\ YES * Mobitz Il atrio-ventricular
Satisfactory response?/j— block

+ Complete heart block
with broad QRS

\* Ventricular pause > 3s
Consider interim measures:

« Atropine 500 mcg IV, repeat to
maximum of 3 mg

+ Isoprenaline 5 mcg min™' IV

+ Adrenaline 2-10 mcg min™ IV

+ Alternative drugs*

and/or

+ Transcutaneous pacing

Seek expert help
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)




Arytmie casne po KPR
Bradyarytmie

Bradykardie symptomatické (hypotenze, srdecni selhdni, porucha védomi)

» Atropin 0,5 mg I.v., pfi neucinnosti opakovat po 3-5 min.
do celkové davky 3 mg, ale nedavat pri AV bloku 3.st. (disociaci P a QRS)
a Sirokokomplexovém/komorovem ndhradnim rytmu.

pfi neucinnosti
» Isoprenalin: 1-5 uyg/min.

- mUze prohlubovat ischemii myokardu,
pak radeji stimulace.

» Adrendlin — , kontfinudlné 2-10 ug/min. (0,05-0,5 ug/kg/min.)

» Stimulace transkutanni — pritomnost P vin zvysuje pravdépodobnost UCinnosti

» Analgosedace k tfranskutanni stimulaci.




Dekuji za pozornost!
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