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Hypertensive Emergencies

Hypertensive Urgency
Definition:

Diastolic BP 120 mmHg without
signs or symptoms or organ
compromise.

If no signs of respiratory distress,
pain, or decreased level of
consciousness, attempt to
contact patient’s physician or
arrange to see physician.

Hypertensive Emergencies and Gestational Hypertension

Definitions

Hypertensive Emergency: diastolic BP 120 mmHg with signs of end organ
damage; altered consciousness, CHF, intracranial hemorrhage (sudden, severe
headache and/or unconsciousness), aortic dissection (sudden, severe tearing
pain often radiating between the shoulder blades — BP may show right to left
upper arm discrepancy).

Gestational Hypertension: (greater than 20 weeks gestation) systolic BP
140 mmHg or diastolic BP 90 mmHg Obtain Baseline physical assessment as
per protocol. Repeat Vs. frequently.

If diastolic BP 130 mmHg and signs of organ compromise present (altered
consciousness, severe headache, CHF, dyspnea, or chest pain) or if pregnant
and diastolic BP 110 with any preceding symptoms as well as epigastric or liver
tenderness, or visual disturbance:

<

Adult Routine Transport Orders !

1
1
1
L

~

ALWAYS reassess blood pressure prior to and after giving medications.
If pregnant, transport immediately to an appropriate obstetrical facility
Transport with head elevated and patient placed on her left side.

-

NOTE: Hypertension may be a symptom rather than the primary disease (e.g.
hypertension due to a seizure rather than a seizure due to hypertension).
Always consider other causes of symptoms, especially in cases of altered
consciousness, but do not delay transport.

Especially in suspected Stroke patients with lowering BP.

22
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Chest Pain Ca'd‘W““';

<Angina Pectoris-Suspected >

&iovascular

Chest pain may be described in
many ways. Some common
descriptions are: discomfort,
squeezing, heaviness, tightness,

The assessment of chest pain is
important. Using the OPQRST
method can be helpful.

O: Onset / Origin

and crushing.

Transmit 12-Lead ECG

EMT: 12-lead EKG set up and
application for electronic transmission

Nitroglycerin should
not be used in the
patient who has
consumed a

v

If patient has his/her own

and if greater than 90 mmHg
systolic, they may self-administer
their own NTG according to their
prescription (Monitor BP). An EMT
may assist patient with the
administration of their NTG.

P: Provokes

Q: Quality

R: Region/Radiation

S: Severity:

T: Time

Other symptoms like; Difficulty
breathing, Dizziness, Nausea/
Vomiting, Syncope, Sweating,
Pale/Ashen Color, and Past
History are important factors.

13

Phosphodiesterase Type
5 Inhibitor within the past
24 hrs these products
include Viagra, Revatio,
Cialis, Levitra they are
not gender specific. This
may lead to an unsafe
drop in blood pressure.

_________

324 mg PO
(4 baby aspirin, 81 mg each)

q ojpawesed | ( IWavV |

If systolic BP is greater than 90 mmHg systolic:

_______________

Nitroglycerin| 0.4 mg S
May be repeated every 3 — 5 minutes X 2
Check BP between doses.

Must have IV lifeline established prior to the administration of NTG.

l

If no relief of chest pain and associated signs/symptoms and
systolic BP is greater than 90 mmHg:

""""""""" 1 -2 mg Slowly IVP, 10

Titrate to pain relief if blood pressure greater than 90 mmHg

Caution for Acute
Inferior Ml

Maximum 10 — 15 mg
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f?iovascular ST B I\/I I Cardlovas

Develop an organized system of emergency
cardiac care for patients who are having a
severe heart attack, or STEMI.

Assessment Priorities include:
e 12lead ECG (before O% & NTG)
e Oxygen
e ASA
(i e Nitroglycerin
"""""" e Transmit ECG as soon as possible

e Notify Hospital of ETA

E
®
=
®
-5
=
History
Allergies m
Medications STEMI Protocol Confirmation{ NO - STEMI h =
Yes /_W
>
m
=
=]
V A/
Antiplatlets <t —p> Antiplatlets
e U
‘Heparin! | 60 Unitskg | 5
Over 60 seconds g
Maximum 4,000 Units =
180 mg Total
, Y
2
Administer

_________________________

Repeat every 5 minutes
15 mg Total
Administer only if pulse > 60 bpm and

BP > 100 mmhg systolic
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Adult Basic Life Support Algorithm for Healthcare Providers

i; Verify scene safety.

—

)

= Check for responsiveness.
. *= Shout for nearby help.
| = Activate emergency response
. system via mobile device

(if appropriate).

-« Get AED and emergency equipment
(orsendsomeonetodosol

"+ Provide rescue breathing,

Normal No normal A .
 breathing, Lookfovnobmahhg\ breathing, 1 breath every 6 seconds or
Monitoruntl | pulse felt / oronlygaspingandcheck O, Pulsefelt émﬁnin.r RN
amtﬁ;ﬂcy ! pulse (simultaneously). /————» Ifnom::e :‘m!cymm es;
responders arrive. ulse dafinitely fi 1
< Mp?_w Aty \ 'sﬁnuh'?:mse:;zéu : 8 lfpasslblaoploidmrdosa,,
K sy £
No breathing —
or anly gasping,
pulse not felt

B e T =

By this time in all scenarios, emergency
response system or backup is activated,
and AED and emergency equipment are

P

r retrieved or someone is retrieving them.

and 2 breaths.

B AR L T

Start CPR
+ Perform cycles of 30 compressions

- UseAEDassoonasitlsavaﬂabte.

SRlshdl

L AED arrives.

!

Shockablerhythm?
g

B

-

Yes,
shockable

= Give 1shock. Resume CPR
immediately for 2 minutes
funtil prompted by AED to allow
rhythm check).

= Continue until ALS providers take

© 2020 American Heart Assockation

Ho,
nonshockable

* Resume CPRimmediately for
2 minutes (until prompted by AED
Loallow rhythm check).

» ConﬁmeuntilALS providers take




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

4

CPR Quality
* Pushhard (atleast 2inches
[5 el and fast (100-120/min}
and algw complite chest recoll
* Minimize intesruptions in
COMEIessaans.,
= Avoid éxcossive ventilation,
» Change comprissor dvery
2 minutes, or sooner i fatigued.
* |f noadvanced airway, 30:2
compression-ventdation ratio.
* Quantisaitive wivelomm

[ Asystole/PEA |

&
'@‘ Epinephring
* ASAP

caprograghy
- HPETCO, is low or decreasing,
reassess CPR quality.
Shock Enargy for Defibrillation

» Blphasie: Manufaciurer

recommendation teg. initial
CPR2 min e e
* IWWlQaccess Second and subsequent doses
* Epinephrine every 3-5 min shoukd be equivalent. and bighar
- er advanced airway, doses may be considored,

« Monophasie 3601
Drug Therapy

= Epinaphrine 1v/I0 dose:
1 mg evary 3-5 minutes

+ Amicdarone V0 dose:
First dose: 300 mg bolus,
Second dose: 150mg.

or :
No Lidocalne IO dose:

First dose: 1<1.5

Second dese: 0.5-075malkg,

Advanced Alrway

< Rhythm Yes
 Shockabla?

ey

CPR2min
* Epinephrine every 3-5 min

e R L

* Endotrachealintubation or Su-
praglostic advanced airvay

* Wavelonm capnography of cap=
nometry to confirm and monstes
ET tube placement

* Dnceadvancad arway inplace,
‘givie 1 breath every 6seconds
10 breathsimén) with continu-
ous chest compressions

Ruturn of Spontantous
Circutation (ROSC)

(31
Q) ’ _—
*‘ famm ¥ « Pulsmand blood pressiir
* Abruptsusiainedincrease in
PETCO, [ypically 240 mmHg)
* Spontondgus sricrial pressura
WAVOS with intra-astirial

-
M

v 3 Y

| = M nosigns of return of
| spontaneous circulation
' IROSC), goto 10or 11
i * IFROSC. goto
|

© 2020 Amadican Hisrt Assoclution
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Adult Tachycardia With a Pulse Algorithm

! Assess appropriateness for clinical condition. l DoseslDetails
|

Heart rate typically =150/min if tachyarrhythmia. Synchronized cardioversion:

o - g B Refer to your specific device's recommended energy level to
maximize first shock success.

Adenosine IV dose:

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

Second dose: 12 mgf required.

£ y : 3 \
f Identify and treat underlying cause Antiarrhythmic Infusions for Stable Wide-QRS Tachycardia
s g::mam(gah% airwa)y :assistbreathing as necessary | Procainamide [V dose:
|y e 20-50 mg/min until arrhythmia suppressed, hypotension ensues,
| Cardiac monitor to identify rhythm; monitor blood QRS duration increases >50%, or maximum dose 17 mg/kg given.
| g and oximetr y Maintenance infusion: 1-4 mg/min. Avoid if prolonged QT or CHF.

. Naccess 3

: i Amiodarone [V dose:

First dose: 190 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 mgfkg) over 5 minutes. Avoid if prolonged QT.

Persistent
tachyarrhythmia causing:
* Hypotension?

* Acutelyaltered mental status?
* Signs of shock?

» |schemic chest discomfort?
+ Acute heart failure?

Synchronized cardioversion )
* Consider sedation — P
. lfregn.ﬂamarrowcomlex

™\
If refractory, consider
* Underlying cause
* Needtoincrease

* Adenosine onlyif
regularand nmomorphlc

* Vagal maneuvers if regular)
» Adenosine (if regular}

B—ﬁﬂCkerorcalcmmclﬂnneiblndm

©2020 American Heart Association
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Adult Bradycardia Algorithm

Assess appropriateness for clinical condition. |
Heart rate typically <50/min if bradyarrhythmia.

X
£ . SEEE
Identify and treat underlying cause i
* Maintain patent airway; assist breathing as necessary
* Oxygen i fhypoxemic)
. Cardllcmomtmtmdemfyrhyﬂm nmnitorhloodpressmeandnmmetry
2 Nm LS Arary P B Sy 3 QA gL L,

bradyarrhythmia causing:
* Hypotension?

» | 7

2 lschemlt: Ch?;u?;cm“foﬁ? Atropine IV dose:

ey

First dose: 1 mg bolus.

Repeat every 3-5 minutes.

Yes Maximum: 3 mag.

Y Dopamine IV infusion:

Usualinfusionraieis

5-20mca/kg per minute.

Titrate to patient response;

taper siowly.

Epinephrine IV infusion:

2-10mcg per minute infusion.

Titrate to patient response.

Causes:

« Myocardialischemia/
infarction

+ Drugs/toxicologic (eg,
calcium-channel blockers,
beta blockers, digoxin}

+ Hypoxia

s Electrolyte abnormality
(eq, hyperkalemia)

Atropine
Ifatrop emeffec jve:

© 2020 American Heart Association
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Adult Post-Cardiac Arrest Care Algorithm

‘Manage alrway )
Early placement of endotracheal tube
Initiai
Stabilization
Phase
| Consider for emergent cardiac intervention if
= STEMIpresent
* Unstable cardiogenic shock
» Meachanical circulatory support required
’/Fowwsmnmands? e
Continued No l‘\_—//l Yos
Management - = e
and Additional
Emargent
Activities
0 2020 American Heart Association

36

Initlal Stabllization Phase ‘

Resuscitation is ongoing during the

post-ROSC phase, and many of these

activities ¢an occur concurrently,

However, if prioritization is

necessary, follow these steps;

* Alrway management:
Wavelorm capnography or
capnometry to confiem and monitor
endolracheal tube placement

+ Manage respiratory porometers:
Titrate Fi0, for Sp0, 92%-96%: start
at 10 breaths/min; titrate to PaCo, of
35-45 mm Ho

* Manage hemodynamic parameters:
Administer crystalioid andfor
VasSoErEssor of inotrope for goal
systolic blood pressure =80 mm Hyg
or mean arterial pressure *85 mim Hyg

Continued Managementand f
Additional Emergent Activities |

These evaluations should be done
cancurrently 5o that decisions on
targeted temperature management
[TTM)receive high priority as
cardiag interventions.
» Emergent cardiac intarvontion:
Early evaluation of 12-lead
electrocardiogram (ECG) considar
hemoedynamics for decision on
cardiac intervention
» TTM:If patient is not following
commands, start TTMas soon as
possible: Deginat 32-36°C for 24
hours by using a cooling device with
fecdback loop
= Othercritical care management
= Continuously menitor core
temperature {esophageal,
rectal, biadder)
= Maintain normoxia, nermocagnia,
euglycemia
= Provide continuous or intermittent
electroencephatogram [EEG)
monitoring
= Pravide lung-protective ventilation

Hypovolemia

Hypoxia

Hydrogenion (acidosis)
Hypokalemialhyperkalemia
Hypothermia

Tension pnoumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombosis, coronary




