There are two days in the year
that we can not do anything,
yesterday and tomorrow.
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Topics color coded red are optional for FMG students

Crashing patient

DERLRINATOR

Q. You are posted in CCU and handling a 50 year old man admitted with diagnosis of Anterior wall STEMI. He
becomes suddenly unconcious and resident identifies him as suffering from pVT. Which of the following is the
first step to be done in management of this case?

—
a. Check Carg#id pulse for 6 seconds and asses breathing efforts '?\)\A%\'Eg \I‘Tad\ﬁ-
b. Verify sc;n{ safety

¢. Immediately Place defibrillator leads and give DC shock

Give chest compressions
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9. Check rhythm and if shockable give one shock and resume CPR, till AED gives next prompt for
rhythm check . Continue till ALS team arrives

Extra mile
MC ribs fracture during CPR \\ 6 '\h %\%
MC solid organ traumatised \)
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Adult Cardiac Arrest Algorithm

VF/pVT

CPR 2 min
* IV/IO access

Rhythm
shockable?

CPR 2 min
* Epinephrine every 3-5 min
* Consider advanced airway,
capnography

Rhythm No
shockable?

CPR 2 min
* Amiodarone or lidocaine
* Treatreversible causes

NL

© 2025 American Heart Association

Start CPR

* Begin bag-mask ventilation
and give oxygen

= Attach monitor/defibrillator

-

o e v

(VF/pVT/Asystole/PEA)

ASAP

CPR 2 min
* IV/IO access !

* Epinephrine every 3-5 min
* Consider advanced airway,
capnography

Rhythm
shockable?

No

CPR 2 min
= Treatreversible causes

* If nosigns of ROSC, go
to10 =
* IfROSC, go to post—
cardiac arrest care
* Consider appropriateness
of continued resuscitation |
J

Epinephrine

Higl

uality CPR

« Pushhard (at least 2 inches
[5cm]).
« Push 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, use 30:2
compression-ventilation ratio.
If advanced airway in place, give
1 breath every 6 seconds
(10 breaths/min) with continuous
chest compressions.
« Continuous waveform
capnography
~ IfETCO, 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

« Epinephrine IV/10 dose:
1 mg every 3-5 minutes

« Amiodarone IV/IO dose:
First dose: 300 mg bolus
Second dose: 150 mg

or
Lidocaine IV/10 dose:
1

Advanced Airway

« ETintubation or supraglottic
advanced airway

« Continuous waveform
capnography or capnometry
to confirm and monitor ET tube
placement

Reversible Causes

« Hypovolemia

Hypoxia
Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia
Tension pneumothorax
Tamponade, cardiac
Toxins
Thrombosis, pulmonary
Thrombosis, coronary
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Rx for pVT and Ventricular fibrillation
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ABCD of Pulse
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Pulsus paradoxus

SBP falls > 1_2/mm Hg on deep
inspiration

Mnemonic: MR-CAP

Massive PE

RV MI ] ol n
Cardiac tamponade

Asthma (status asthmaticus)

Pericarditis Constrictive
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Abnormalities of JVP

Normal JVP value: 5-% om WD is evaluated in ke nol ’jl'\{{l/\h( \un
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Systole H Diastole
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Kussmual sign: Paradoxmal rise of JVP o eep inspiration
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Pericardial diseases

Acute pericarditis
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Cardiac tamponade vs Constrictive pericarditis J )
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Murmurs

Ejection systolic mlarmurs
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Early diastolic murmur Mid diastolic murmur

GAP: Mnemonic

\/ CAM: Mnemonic : / M
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Continuous murmur
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Soarctation of Aorta
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Peripheral pulmonic stenbsis
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How to calculate heart rate under 5 seconds
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Tachy and Brady Arrythmias

Atrial fibrillation
R : R
RS

Vie v <
Vosd
LI

A ~ S TAAAA Al A Ve SVa J
s AT\~

vy

l|')h';l |

1

‘J

W

\RRE QUUR. B-R Wkl
ECG criteria /\ ? @

W © - W, \soremic C¥ diom\go!fcr\‘n& ) %éwsh\a\ , Frr'c

Rate control * ES‘Y\D\D\/— \\‘

A\ Vo Vol
* : |
Rate control in patients with coexistent poorly controlled asthma W \‘QEP\?P‘M\L
x \
Rate control in patients with coexistent COPD N \,ERP\? P\m \"

* . e
Rate control in patients with acute pulmonary edema 'b\(XOX\N

Bl Ref<e ®, Bar: 4
Recent onset atrial fibrillation with crashing BP : CP‘QD\D\‘QS( O&
Ooks v UR- QWen&ogu

How to manage long standing atrial fibrillation R—- ‘\-— C-—E

N —
P %,C}\D', TE'E-
How to decide on Anticoagulation?

ci, W, oo > Fsge (9 CPRDS,—VRC
D), SRovE Bicwry (2, Naowdod doox, 0\3{,:

Drugs used for anticoagulation in Atrial fibrillation

= o)l Npixabor
>3 . WAE (NoDuh| BeR) = e :
VAE : Rip 4 Mg = oval, wiprin | VIR

Rhythm control . ,IX___ U{O\\/ (mn{o(xa;or\b

Clherniaa) C’b(dAN“(Q(/ﬂ\/ e : Cavned), LD dalnolE o

e 15 VATV x%‘m\nwa@ Sle o fowcs
v W, Ty h




Multifocal atrial tachycardia vs Atrial flutter

ECG findings of MAT \RREGOIAR~ R-R VrﬂMWJL
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Paroxysmal supraventricular tachycardia
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Management of crashing patient or SBP < 90/60 mm Hg,
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Management of patient with SBP > 90/60 mm Hg
—

¥ Home management: Etripamil is a short-acting intranasal calcium channel blocker used for
’
paroxysmal supraventricular tachycardia
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Ventricular tachycardia _SO S&?‘f\ N .S\b;t\\
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Management of symptomatic bradycardia
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First degree heart block “&2 ﬁ
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Causes
1. Physiological MC- MANTON RonneR
2. Rheumatic fever Sy —00e— ‘\\m
O sl
3. Sarcoidosis \%W

4. Hemochromatosis

5. Endo-myocardial fibroelastosis
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Mobitz | vs Mobitz Il heart block
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T wave inversion

Tall Tented T waves

Hyperacute T waves
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Brugada Syndrome ARVD
Pathophysiology Pathophysiology
SONSH | Aeorvorome 3
Ao ATV 2600m
Agonal breathing and syncope Palpitations and recurrent syncope
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Infective endocarditis

Nati_ve valve-IE gw\,\ -

Hospital acquired:

Community acquired: SW’UQ (DCCUD
Prosthetic valve endocarditis M\Wﬁ\/ NAWS \’dg\ﬂ Cf/m% uaj

< 2 months: CONS \N\g

2-12 months: CONS .o
> 12 months: —> SM \\\\\6\0\”\13
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Definite IE
1. Pathologic criteria (microorganisms or active endocarditis identified in a
vegetation/ intracardiac abscess from cardiac tissue prosthetic material, arterial

embolus)
2. Clinical criteria (2 major or 1 major + 3 minor or 5 minor)
(D
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Minor Criteria

A. Predisposition: Previous history of IE,|injection drug use, prosthetic valve, previous valve
repair, congenital heart disease (e.g. bicuspid AV), CIED, more than mild regurgitation or

stenosis hypertrophic cardiomyopathy
SARENS

B.| Fever. T > 38.0°C (100.4%) \ Qf\\jWYnQ\\@uo Mo e

OQW\D/ Oé\w

C. Vascular phenomenon: arterial emboli, septic pulmonary infarcts, mycotic aneurysm,
intracranial_hemorrhage, conjunctival hemorrhage,i]aneway Iesionss cerebral / splenic
it}

pammy

abscess purulent purpura M
\-\{00\ - W (\)0\\

D. Immunologic phenomena: Roth spots, positive Rheumatoid factor,& Osler nodes,l ™

= .

glomerulo__r;ephrltls m

E. Microbiologic evidence: positive blood cultures (not meeting above criteria) \?UW ’\'ﬂ\%ﬂ.

Positive culture PCR, or other nucleic acid -based test for an organism consistent with |IE from a non -
endovascular site or single finding of a skin bacteria by PCR on a valve or wire without additional
clinical or microbiological supporting evidence

A. Imaging Criteria: Abnormal metabolic activity on FDG-PET/T within 3 months of implantation
of a prosthetic valve, ascending aortic graft, intracardiac device lead

B. Physical exam criteria: New valvular regurgitation on auscultation

Pg. 28
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@crobiological Criteria %\a Q)U(\)E?;_

1. Positive blood culture: Microorganisms that occasionally or rarely causes IE isolated from 3 or
more separate blood culture sets (Non-Typical)

2. Positive laboratory tests ?& ‘9 &_ Fﬁ\)&

-Positive polymerase chain reaction (PCR for Coxiella burnetti, Bartonella spp., or Tropheryma
whipplei from blood (W Ca-h—

-Single blood culture growing C. burnetti or phase | IgG Ab titer > 1: 800

-Indirect immunofluorescence assays ( IFA) for IgM Ab and IgG Ab to B. Henselae or B. Quintana

with IgG Ab titer >1:800 \H\ \Q\‘{\ \0\)(:‘
@aging Criteria /

1. Echocardiography or cardiac CT showing vegetation, valvular/ leaflet perforation/ aneurysm,
abscess, pseudoaneurysm or intracardiac fistula

2/ FDG -PET /CT with abnormal metabolic activity involving a native or prosthetic valve, ascending
aortic graft, intracardiac device leads or other prosthetic material

@rgical Criteria: Evidence of IE documented by direct inspection during heart surgery
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Must know Cardiac emergencies
Acute pulmonary edema due | Cardiogenic shock HFrEF  BfF < ‘A'Ol
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Hypertensive emergency
leading to acute
’ pulmonary edema

Note: beta blockers are contraindicated in Acute HF
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Hypertensive emergency
leading to hemorrhagic

Worddbne > lobetedsl

encephalopathy
syndrome

MR

stroke = 3 Wiy Aoy - wealonen
Target BP
Hypertensive urgency >\2)V\\'?,0 Mo TDD
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Nitroprusside acts within seconds and has onset within 2 minutes. It breaks down to produce
NO (acts via cGMP) and Cyanide. Must be given in light pr

ected infusion set.

Antidote for toxicity: Sodium 'f!\i/osulfate (preferred) and Hydroxocobalamin (binds cyanide)
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Cardiomyopathy (Histopathology)
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