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GIC course documents
CASTeach 3
Clinical Setting & History (may be adapted to candidate background)
S:  Resuscitation team activation to medical ward.  Handover from nursing staff on arrival
B:  67-year-old man with a known history of coronary artery bypass grafting and diabetes.  Recently transferred from CPU after a recent MI.  Fall in urine output and saturations over the past 4 h.
A:  He is in cardiac arrest and we have started CPR.  
R:  Please take over his care

Clinical Course
· Initial rhythm is VF

· After 1st shock, rhythm changes to asystole

· No reversible causes present (4 Hs and 4 Ts)

· ROSC after 2 minutes
Interventions

Check patient - confirm cardiac arrest - start CPR (30:2)


VF
Self-adhesive pads 

Check monitor / confirm rhythm 

1st shock 

2 min CPR (30:2) 

Airway / ventilation / oxygen

IV / IO access Asy

Asyst
Check monitor / confirm rhythm


2 min CPR 
Adrenaline 1 mg IV 

Exclude reversible causes (4 Hs and 4 Ts)

SR
Check monitor / confirm rhythm 

Check patient (signs of life / pulse)

Post resuscitation care

Handover and transfer

ICU

Role of additional specialists (cardiology)
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Discussion points:


Need for continuous, high quality CPR with uninterrupted chest compressions after advanced airway insertion. Beware of fatigue


If an organised rhythm is seen during CPR, only stop if signs of life


Fine VF or asystole? CPR rather than repeated shocks


All reversible causes – emphasise need to exclude relevant reversible causes


Indications for referral �to ICU
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