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Speaker Bio 

 

Wayne Ruppert : 

 

-ACC Certified Cardiovascular Coordinator  

   (2013-Present)   

 

-ACC Conference Speaker   6 presentations 2016 & 2017 

 

-AHA ACLS Instructor   (1982 ï Present ) 

 

-Interventional Cardiovascular and Electrophysiology  

   Technologist   (1996- 2013)   

 

-Paramedic  (1980 ï 1996 )  





Go to:   ECGtraining.org 

 

Then select:   ñDOWNLOADS PDFò 

 

Then select . . . . 

 Download Physicianôs Advanced    

 ACLS Course SRRMC 2018  



Objectives: 

 

- Review ESSENTIALS of ACLS   

- Provide review of review of relevant, critical 

cardiovascular issues in contemporary practice 

which fulfill ACC CPC and AF Accreditation 

Requirements 

- Provide ACLS Written and Practical Exams. 

 

 

Future: Provide up to 4  AMA Category 1 CMEs.     





If Initial Shock Not Successful: 

ÅConsider repositioning pads 
ïAnterior / Posterior placement 

ïChange polarity (reverse pad locations) 

ÅIncrease energy (joules) 

ÅIf monophasic current delivery used, try 
biphasic  

ÅApply pressure to anterior pad  

ÅAdminister meds to lower defibrillation 
threshold, then repeat defibrillation.     

      

 
 

















OR 

? 









COMMON   Rx  ! 





As per ACC/AHA Guidelines:  

 

- 2013 STEMI 

- 2014 NSTE-ACS 

 

Refrain from administering Oxygen to 

ACS / suspected ACS patients unless 

SAO2 <90 %,  or patient exhibits signs 

of hypoxemia or respiratory distress.    





























Post Emergency Cardioversion; 
Anticoagulation Strategy:  

ÅAF/AFL Duration <48 hours, but patient has high risk of 
stroke (CHA2DS2-VASc Stroke Risk Score 2 or more): 

ÅAF/AFL Duration 48 hours or more (all patients): 

     

    anticoagulation should be initiated as soon as 
possible and continued for at least 4 weeks after 
cardioversion unless contraindicated. 

  

      CLASS I,  LOE C 











Pay attention to ñWide  vs.  Narrowò  QRS Complexes . . .  



37 y/o male  

 

Chief Complaint:   Lightheadedness, 

Palpitations, Shortness of Breath  

 

HPI:  Sudden onset of above 

symptoms approx. 1 hour ago  

 

PMH:  HTN (non -compliant)  

 

 



37 y/o male  

 

PE:   Alert, oriented, restless, cool, 

pale, dry skin.   PERL, No JVD,  Lungs 

clear.   Abd soft non tender, 

Extremities: WNL, no edema  

 

Meds:  None,  NKDA  

 

VS:  BP 106/50,  P 180,  R 26,  SAO2  

93%  

 

 



-NOTE  IRREGULARITY  OF  RHYTHM  -  (SUGGESTIVE  of  A-FIB) 

-LOOK  FOR  DELTA  WAVES 



-NOTE  IRREGULARITY  OF  RHYTHM  -  (SUGGESTIVE  of  A-FIB) 

-WIDE QRS ï Consider Bypass Tract   (W-P-W) 

-DELTA  WAVES ?  (may or may not be visible).  



CHARACTERISTICS  of   W -P-W with Afib  & RVR:  

- WIDE COMPLEX TACHYCARDIA  

- IRREGULARLY IRREGULAR  R ï R INTERVALS !!  

NOTE: 

 

Delta Waves 

may not be 

discernable !  





Afib/AFL:  Pt. Hemodynamically Stable: 

ÅRate control strategy: 
ïQRS Complexes Wide.  If Delta waves are present or 

if unable to rule out pre-excitation:    

    Administration of intravenous amiodarone, 
adenosine, digoxin (oral or intravenous), or 
nondihydropyridine calcium channel antagonists 
(oral or intravenous) in patients with Wolff-
Parkinson-White syndrome who have pre-excited AF 
is potentially harmful because these drugs accelerate 
the ventricular rate and are known to precipitate 
VENTRICULAR FIBRILLATION  

      Class III (harm),  LOE B 

Source:  2014 AHA/ACC/HRS Guideline 
for the Management of Patients With Atrial 
Fibrillation 
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AF / AFL with Ventricular Rate >100 
Patient is Hemodynamically Stable 

ÅRate control strategy 

ïQRS Complexes Wide (>120ms).  If Delta waves 
are present or if unable to rule out pre-
excitation:    

    Intravenous procainamide or ibutilide (Corvert) 
to restore sinus rhythm or slow the ventricular 
rate is recommended for patients with pre-excited 
AF and rapid ventricular response who are not 
hemodynamically compromised . 

      Class I,  LOE C 



 



Case Progression . . . . 

ÅED Physician ordered Diltiazem bolus and 
maintenance infusion. 

ÅVeteran ED RN expressed concern that rhythm 
could be Afib with Bypass Tract.   Physician 
became visibly angered and ordered RN to 
administer the Diltiazem as ordered.   

ÅDuring Diltiazem bolus, patient converted to 
Ventricular Fibrillation.    

ÅPost Defibrillation 12 Lead ECG revealed . . . .    





AHA ACLS Advocates TEAM CONCEPT: 

ÅTeam Leader coordinates overall patient 
management.   

ÅAsking other Team Members for their ideas 
and suggestions is encouraged. 

ÅConsider suggestions with open mind, then 
implement or veto suggestion as indicated.  

ÅWhen orders are given, staff must repeat 
order back to team leader.  THIS IS CALLED:  
ά/[h{95-[hht /haa¦bL/!¢LhbΦέ   





 

-NEED  FOR  EMERGENT  TX  BASED  ON  VENTRICULAR  

RATE 

 

-OFTEN  OBSERVED  INTERMITTENTLY  WITH   A-FIB 

 

-IF  CARDIOVERSION  NEEDED,   CONSIDER  R/O  ATRIAL  

THROMBUS 




