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ACLS Algorithms

General Procedure for all Life-Threatening Patient Conditions
1. Obtain IV/IO access

2. Begin IV infusion of Normal Saline

3. If IV/IO access is not available; Lidocaine, Atropine, and Epinephrine may be administered via ET tube at 2 ½ times the IV dose. Vasopressin may be given by ET route, but at this time there is insufficient evidence to recommend a specific dose.

4. If a rhythm is converted following administration of an antiarrhythmic medication, begin infusion of that med.

5. When treating VF or VT without a pulse, defibrillation is essential and should be performed prior to CPR when possible.

DIFFERENTIAL DIAGNOSIS:



H’s and T’s
Hypovolemia                                                        Toxins

Hypoxia                                                                Tamponade (cardiac)

Hydrogen ion (acidosis)                                       Tension pneumothorax

Hypo/Hyperkalemia                                             Thrombosis (coronary or Pulm)

Hypoglycemia                                                      Trauma (hypovolemia)

Hypothermia

Asystole Confirm unresponsiveness, check leads, confirm in second lead.

1. CPR (5 cycles in 2 minutes at 30:2)

2. Epinephrine 1mg IV/IO repeat every 3-5 minutes or, Vasopressin 40 units IV bolus administered as replacement for 1st or 2nd dose of EPI.

3. Atropine 1mg IV/IO repeat every 3-5 minutes for a total of 3 doses.

4. Consider Transcutaneous pacing.

5. Consider Differential Diagnosis (6H and 5T)
Bradycardia HR <60 bpm or less with unstable symptoms

1. Assess ABC’s, give Oxygen

2. Prepare for transcutaneous pacing.

3. Atropine 0.5 mg IV repeat every 3 minutes for a total dose of 3mg.

4. Epinephrine 2-10 mcg/min or Dopamine 2-10 mcg/kg/min infusion.

5. Consider expert consultation.

Pulseless Electrical Activity (PEA)
1. CPR (5 cycles in 2 minutes at 30:2)

2. Epinephrine 1mg IV/IO repeat every 3-5 minutes or Vasopressin 40 units IV/IO to replace first or second dose of epinephrine.

3. Atropine 1 mg IV/IO for asystole or slow PEA. Repeat every 3-5 minutes for a total dose of 3mg.

4. Check for a shockable rhythm. If shockable, go to VF/VT algorithms.

5. Consider Differential Diagnosis and treat.

Tachycardia with pulse (Stable)

1. Assess and support ABC’s

2. Identify and treat reversible causes.

3. Obtain 12 lead ECG.

4. Attempt vagal maneuvers. 

5. (Regular Rhythm) Adenosine 6 mg rapid IV push. If no conversion, give 12 mg IV push.
6. (Irregular Rhythm) Consider expert consultation. Control rate with Beta Blockers.

7. Consider Differential Diagnosis and treat.
Tachycardia (Unstable)

1. Assess and support ABC’s

2. Perform Immediate Synchronized Cardioversion.

3. Consider Causes

4. Consider Expert Consultation.

5. If pulseless arrest develops, go to pulseless algorithm.   

VF/VT (Pulseless algorithm)
1. CPR (5 cycles in 2 minutes at 30:2)
2. Deliver shock as soon as possible with minimal interruption in CPR (Biphasic 200J, Monophasic 360J)
3. Continue CPR for 5 cycles.

4. Give Vasopressin during CPR (Can be given before or after shock, and can be given after first dose of epinephrine).
5. Rhythm Check

6. CPR while defibrillator charging. SHOCK

7. Epinephrine 1 mg IV/IO repeat every 3-5 minutes

8. Consider Antiarrhythmics (Amiodarone 300mg IV/IO once, then additional 150 mg IV/IO once) or (Lidocaine 1-1.5mg/kg first dose then 0.5-0.75 mg/kg IV/IO, maximum 3 doses or 3 mg/kg).
9. Continue until code is called or patient has perfussing rhythm. 

Acute Coronary Syndromes

1. Monitor and support ABC’s. Be prepared to start CPR and Defibrillation.

2. General Management “MONA”

a. Oxygen to maintain O2 sat >90%

b. Aspirin 160-325 mg non-enteric coated

c. Nitroglycerin sublingual, spray, or IV

d. Morphine if pain not relieved by Nitro.
3. Immediate assessment of 12-Lead ECG, begin fibrinolytic checklist, labs (cardiac markers, lytes, coagulation studies), obtain CXR, and perform brief history.

4. STEMI or new LBBB start adjunct therapy: Beta Blocker, Clopidogrel, Heparin. Reperfusion therapy (Door to balloon (PCI) goal <90 minutes, Door to needle (fibrinolytics) goal 30 minutes).

5. UA/NSTEMI start adjunct therapy: Nitroglycerin, Beta Blockers, Clopidogrel, Heparin, Glycoprotein IIb/IIIa inhibitors. Admit to monitored bed. 

6. Nondiagnostic patients: If unstable, see UA/NSTEMI. If stable; cardiac markers, 12 lead, monitor, stress test.
Suspected Stroke (NINDS TIME GOAL 60min):
1. Support ABC’s. (Immediate General Assessment)

2. Establish time when patient last known to be normal.

3. Check Glucose.

4. Perform neurologic assessment (review pt history, establish symptom onset, perform neurologic examination using NIH Stroke Scale or Canadian Neurologic Scale). 
5. Obtain 12 lead ECG

6. Order Emergent CT scan of brain.

a. No Hemorrhage: Consider Fibrinolytic therapy. Check for fibrinolytic exclusions. Repeat neurologic exam.
b. Hemorrhage: Consult neurologist or neurosurgeon. 

