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Introduction

Publication of the 2005 American Heart Associaiion (AHA)
Guidelines Update for Cardispalmonary Resuscitation (CPR)
and Emergency Cardiovascular Care (ECC) marks 49 years
since the first CPR guidelines were published in 1966 by an
Ad Hoc Committee on Cardiopulmonary Resuscitation estab-
lished by the MNational Academy of Sciences of the National
Research Council.' Since that time, periodic revisions to the
Guidelines have been published by the AHA in 19747 19803
1986.% 19925 20005 2005, 2010, and now 2015, The 200
AHA Guidelines for CPR and ECC provided a comprehensive
review of evidence-based recommendations for resuscitation,
ECC, and first aid. The 2005 AHA Guidelines Update for CPR
and ECC focuses on topics with significant new science or
ongoing controversy, and so serves as an update to the 2000
AHA Guidelines for CPR and ECC rather than a complete
revision of the Guidelines.

The purpose of this Executive Summary is to provide an
overview of the new or revised recommendations contained in
the 2015 Guidelines Update. This document does not contain
extensive reference citations; the reader 1s referred to Parts 3
through 9 for more detailed review of the scientific evidence
and the recommendations on which they are based.

There have been several changes to the organization of
the 2015 Guidelines Update compared with 2010. “Part 4:
Systems of Care and Continuous Quality Improvement™ is
an important new Part that focuses on the integrated strue-
tures and processes that are necessary to create systems of
care for both in-hospital and out-of-hospital resuscitation
capable of measuring and improving quality and patient out-
comes. This Part replaces the “CPROvercew” Part of the
2010 Guidelines.

Another new Part of the 2015 Guidelines Update is “Part
14: Education.” which focuses on evidence-based recommen-
dations to facilitate widespread, consistent, efficient and effec-
tive implementation of the AHA Guidelines for CPR and ECC
into practice. These recommendations will target resuscitation

education of both lay rescuers and healthcare providers. This
Part replaces the 2010 Part titled B L e
afd-Feams" The 2015 Guidelines Update does not include a
separate Pad-ea-adultsteoke because the content would rep-
licate that already offered in the most recent AHA/Amencan
Stroke Association guidelines for the management of acute
stroke.*10

Finally, the 2015 Guidelines Update marks the begin-
ning of a new era for the AHA Guidelines for CPR and ECC,
because the Guidelines will transition from a 5-year cycle of
periodic revisions and updates to a Web-based format that is
continuously updated. The first release of the Web-based inte-
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heartorg is based on the comprehensive 2010 Guidelines
plus the 2015 Guidelines Update. Moving forward, these
Guidelines will be updated by wsing a continuous evidence
evaluation process to facilitate more rapid translation of new
scientific discoveries into daily patient care.

Creation of practice guidelines is only 1 link in the chain
of knowledge translation that starts with laboratory and clini-
cal science and culminates in improved patient outcomes. ([

Much work will be needed across the entire spectrum of
knowledge translation to reach this important goal.

Evidence Review and Guidelines
Development Process
The process used to generate the 2015 AHA Guidelines
Update for CPR and ECC was significantly different from the
process used in prior releases of the Guidelines, and marks
the planned transition from a S-year cycle of evidence review
to a continuous evidence evaluation process. The AHA con-
tinues to partner with the International Liaison Committes
on Resuscitation (ILCOR) in the evidence review process.
However, for 2015, ILCOR priontized topics for systematic
review based on clinical significance and availability of new
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https://eccguidelines.heart.org/index.php/circuIation/cpr-ecc-guidelines-2/
NEW Web-Based Integrated Guidelines

This site blends the 2015 and 2010 AHA Guidelines Part 1: Executive Summary
for CPR & ECC into a new online interface. Explore Part 2: Evidence Evaluation
and search all guidelines from your desktop or Part 3: Ethical Issues

mobile device. Part 4: Systems of Care & CQI

Part 5: ABLS and CPR Quality

Part 6: Alt. Tech. and Anc. Devices
Part 7: ACLS

Part 8: Post-Cardiac Arrest Care
Part 9 ACS

Part 10: Special Circumstances
Part 11: PBLS & CPR Quality

Part 12: Pediatric ALS

Part 13: Neonatal Resuscitation
Part 14: Education

2015 Update in Highlights of the 2015 AHA Guidelines
Circulation Update for CPR & ECC
The 2015 Guidelines Highlights provides a

summary by topic of the 2015 changes to
resuscitation guidelines.

View the new 2015 AHA Guidelines Update for
CPR & ECC in the Circulation journal.

VIEW GUIDELINES UPDATE

View and download this document in 17
languages!




SINIF | (GUCLU Yarar>>>Ris DUZEY A
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DUZEY B-NR (Randomize Olmayan)

Onerilerin yazimi igin tavsiye edilen deyimler:

=Makuldur

=Yararli/etkin/faydali olabilir

=Karsilagtirmali etkinlik deyimlerit:
oTedavi/strateji A Tedavi B’ye gore

muhtemelen 6nerilmektedir/endikedir
oTedavi A tedavi B’ye tercih etmek makul

olabilir =Dizayn veya gergeklestirme sinirhliklari olan
randomize veya randomize olmayan
gozlemsel veya kayit ¢alismalari

=Bu ¢alismalarin meta analizleri

Onerilerin yazimi igin tavsiye edilen deyimler: . % = .
=Insanlarda fizyolojik veya mekanik ¢alismalar

=Makul olabilir

=Diisiinilebilir

=Yararsizlik/etkisizlik bilinmemektedir/agik
degildir/net degildir veya iyi gosterilememistir Klinik tecriibeye dayanan uzman gorisi
uzlasisi

SINIF IlI: Yarari yok (ORTA DERECEDE) . . L .
. Oneri siniflari ve KD’leri bagimsiz olarak belirlenir (herhangi
(Genel olarak sadece KD A veya B) Yarar=Risk o . . -
bir 6neri sinifi herhangi bir KD ile eslesebilir)

Onerinin KD C olmasi 8nerinin zayif oldugunu géstermez.
Kilavuzlarda yer alan ¢ogu 6nemli klinik soru klinik
denemelere uygun degildir. RKC'lar bulunmasa da, belli bir
test veya tedavinin yararli veya etkin oldugu ile ilgili cok agik
klinik uzlasi olabilir.

SINIF 1I: Zararh (GUCLO) Risk>Yarar

*Midahalenin sonuglari 6zellestirilmelidir (iyilesmis klinik
sonug veya artmis tanisal dogruluk veya artan prognostik
bilgi).




2015 AHA Kilavuz Giincellemesindeki Toplam 315 Onerinin
Yiizdeleri Seklinde Oneriler ve Kanit Diizeylerinin Dagilimi

2015 Oneri Siniflari Kanit Diizeyleri

Sinif lll:
Yarari yok
2%

Sinif 11: KD A

Zararli 1% (315’ten 3’ii)
5%




Eriskin TYD

* Yeni yasam zinciri HDKA — HIKA

— HDKA siklikla beklenmedik bir olaya ikincil (bystander
KPR)

— HIKA odak reaktif resiisitasyondan énlemeye kaymaktadir
(hizlh yanit timi)

* Sosyal Medyanin Kullanilmasi !!!



Bakim Sistemi Bilesenleri
m Saghk hizmeti sunumu - Optimum sonugclar i¢in

Bakim Sisteminin Siniflandirilmasi: YSSS

Yapi Sureg Sistem Sonug

Memnuniyet
insanlar Protokoller Programlar
Egitim Politikalar Organizasyonlar
Aletler Prosedirler Kultur
Yapi —_— Sﬂreg —» Sistem

Kalite Guvenlik

Etkili bir bakim sistemi, tum bu bilesenlert — yapi, stireg, sistem ve
hasta sonuclar1 — stirekli kalite gelisimi ¢ergcevesinde kapsar.



Hastane Disi ve Hastane ici Kardiyak Arrestlerde Yasam Zinciri

Hastane Ici
Gé'z.etle Arrestin erken taninmasi Hemen kaliteli Hizlica lleri yasam destegi ve
& Onle ve acil saglik hizmetinin KPR' a basla defibrile et amest sonrasi bakim
erken aktivasyonu
Hastane Disi

ileri yasam destegi ve

Arrestin erken taninmasi Hemen kaliteli Hizlica Temel ve ileri seviye
arrest sonrasi bakim

ve acil saghk hizmetinin KPR' a basla defibrile et acil servis tedavisi
erken aktivasyonu




Sosyal medya ve resusitasyon

* Kurtaricilari, kurbanin bulundugu yere yonlendiren
sosyal medya teknolojiler1 kullanilabilir (Suf 11b, KD
B-R)

— Kurbana yakin, KPR yapmak isteyen uygulama sahiplerine
masaj gondererek olay yeri tarifi

11



PulsePoint

PulsePoint Citizen Responder
CPR/AED Mobile Apps

to improve community
response to cardiac arrest

“‘When Minutes Matter”

Richard Price, Founder/President, PulsePoint Foundation



PulsePoint
How PulsePoint Works

PulsePoint connects to the local 9-1-1 system and
alerts CPR-trained citizens to someone nearby having
a Sudden Cardiac Arrest

PulsePoint further directs these citizen rescuers, with
a live map, to the nearest publicly available
defibrillator (AED)

ﬁ ]
o SCA victim in need e 911 operator sends o Signal received by o Users rush to help victim before
PulsePoint alert nearby PulsePoint users professional help arrives

13



PulsePoint
Cumulative Response Timeline

Response time is the biggest challenge we
face with Sudden Cardiac Arrest
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Effective bystander response is crucial to
improving out-of-hospital cardiac arrest survival



PulsePoint
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PulsePoint

Q0w 11010

Just now

CPR Needed

There is an active CPR incident near your
current location

OK
P

Google

[E] DOWNLOAD APPS AGENCY SIGN-IN @ DONATE

OVERVIEW

CIVIC
ENGAGEMENT

Imagine that you are in a restaurant having lunch with a few
friends. You hear a siren in the distance and think to yourself, ‘|
wonder where they are going?” The siren gets louder and closer,
and then you actually see a fire engine approaching in the
distance. Suddenly, surprisingly, the engine turns into the
parking lot and parks right in front of the crowded restaurant
where you're eating. That's when you learn that right next door,
someone is unconscious after suffering a cardiac arrest. I you
only knew, maybe you could have made a difference.

This scenario will likely be a thing of the past as the PulsePoint
app gains widespread adoption. PulsePoint Respond is an
innovative new location-aware phone application that
empaowers everyday citizens to provide life-saving assistance to
victims of Sudden Cardiac Arrest. Communities can now use the
application to dispatch CPR-trained citizens to major cardiac
emergencies where the potential need for bystander CPR is
high.

Notifications are made simultaneously with the dispatch of
paramedics to anyone within the area that is CPR-trained and
has indicated their willingness and ability to assist during an
SCA emergency. These notifications are only made if the victim

16



GET THE APP.
LOCATE AEDS.
HELP SAVE LIVES.

When CPR-trained bystanders receive an alert from PulsePoint
Respond, it tells them not only where an SCA event is
happening, but also where they can find the nearest AED. But
often, data on AED locations can be missing, inaccurate, or
simply not detailed enough to make the devices easy to find in
an emergency. That's where the PulsePoint AED app comes in.

With the free PulsePoint AED app, citizens can help even before
a life is in danger, by easily identifying public access AEDs
throughout your community. Users place the AED location on a
map, add business and descriptor information and submit
phatos of the AED in context of its environment.

() bownLoaD apPs AGENCYSIGNIN (] DONATE
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Mobile-Phone Dispatch of Laypersons
for CPR in Out-of-Hospital Cardiac Arrest

Mattias Ringh, M.D., Marten Rosengvist, M.D,, Ph.D, Jacob Hollenberg, M., Ph.D.,

Martin Jonsson, B.Sc., David Fredman, R.N,, Per Nordberg, M.,

Hans Jambert-Pettersson, Ph.D., Ingela Hasselqvist-Ax, R.N., Gabriel Riva, M.D.,

and Leif Svensson, M.D., Ph.D.

BACKGROUND

Cardiopulmonary resuscitation (CPR) performed by bystanders is associated with
increased survival rates among persons with outof-hospital cardiac arrest. We
investigated whether rates of bystander-initiated CPR could be increased with the
use of a mobile-phone positioning system that could instantly locate mobile-phone
users and dispatch lay volunteers who were trained in CPR to a patient nearby with
out-of-hospital cardiac arrest.

METHODS

We conducted a blinded, randomized, controlled trial in Stockholm from April 2012
through December 2013. A mobile-phone positioning system that was activated
when ambulance, fire, and police services were dispatched was used to locate trained
volunteers who were within 500 m of patients with out-of-hospital cardiac arrest;
volunteers were then dispatched to the patients (the intervention group) or not
dispatched to them (the control group). The primary outcome was bystander-initi-
ated CPR before the arrival of ambulance, fire, and police services.

RESULTS

A total of 5989 lay volunteers who were trained in CPR were recruited initially, and
overall 9828 were recruited during the study. The mobile-phone positioning system
was activated in 667 out-of-hospital cardiac arrests: 46% (306 patients) in the in-
tervention group and 54% (361 patients) in the contro! group. The rate of bystand-
er-initiated CPR was 62% (188 of 305 patients) in the intervention group and 48%
(172 of 360 patients) in the control group (absolute difference for intervention vs.
control, 14 percentage points; 95% confidence interval, 6 to 21; P<0.001).

CONCLUSIONS

A mobile-phone positioning system to dispatch lay volunteers who were trained in
CPR was associated with significantly increased rates of bystander-initiated CPR
among persons with out-of-hospital cardiac arrest. (Funded by the Swedish Heart—
Lung Foundation and Stockholm County; Clinical Trials.gov number, NCT01789554.)



https://www.youtube.com/watch?v=y-rEl4bezWc&feature=youtu.be
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Eriskin TYD

* Yiiksek kalitel1 KPR bilesenler:

— Yeterl1 gogus kompresyon hizimi saglamak
— Yeterli g6glis kompresyon derinligi saglamak
— Yiiksek gogiis kompresyon fraksiyonu hedefi

— Yeterli ventilasyon sayisi

 Asir1 ventilasyondan kacgin !
— Gogiis kompresyonu sirasinda ekspansiyona izin verme
— Gogiis kompresyonu kesintilerini en aza indirmek

20



Eriskin TYD

Opioid Iliskili Acil Durumlar — IM / IN Naloxone
kulanimi

Gecikmis Ventilasyon stratejisi

Sadece Kompresyon-KPR talimat (hands-only CPR)
— (Smuf I, KD C-LD)

KPR Feedback cihazlari

21



Solunum normal,

nabizvar

Solunum yok yada sadece
gasping war, nabiz yok

Evet, sok
werilebilir

- — 7
1

l

==
==
=

Mormial solunun

\v‘nt, nabiz var

Bu basamaga kadarki tim senaryolarda acil
yanit sistemi yada destek aktive edilmis ve OED
we acil ekipmanlan getirilmis yada biri getiriyor

obmal.

Hawir, 3ok verilemez




Kompresyon Hizi

» Dakikada 100-120 kardiyak basi uygulanmali (Simif
lla, KD C-LD)

— 2010 kalavuzu en az 100/dakika basi oneriyordu

* Daha hizli kompresyonlar, basi derinligini azaltiyor:
— 100-119/dk’da: Basilarin %35’inde yetersiz basi derinligi
— 120-139/dk’da: Basilarin %50’sinde yetersiz basi derinligi
— >140/dk’da: Basilarin %70’inde yetersiz basi derinligi

Daha hizl1 veya yavas basilarin spontan dolasim / taburculuga etkisi yok....

23
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Basi Derinligi

* Basi derinlig1 5-6 cm arasinda olmali (Simif I, KD C-LD)
— 2010 kilavuzu en az 5 cm ¢Okertme Oneriyordu

* Basi derinligi >6 cm’den olursa, daha ¢ok yaralanma
oluyor:
— <6 cm Ise yaralanma %31, >6 cm ise yaralanma %63

— Cokertme <5 cm, 5-6 cm, >6 cm iken yaralanma %28, %27
ve %49.

Cogu saghk calisani halen yetersiz basi derinligi ile
KPR yapiyor !!!

24



Basi Fraksiyonu

* Basi ile gegen zamanin, toplam KPR stiresine orani
* Havayolu acikligi saglanmayan olgularda %60°da
fazla olmal1 (Simf I1b, KD C-LD)

— 10 dk KPR yapildiysa, hastaya en az 6 dk gogiis basisi
uygulanmali

2 kurtarici soluk sirasinda basiya 10 saniyeden daha
fazla ara vermeyin (Smf Ila, KD C-LD)

25



Solunum Sayisi

e Ileri havayolu acildiginda, dakikada 10 kez solunum
yaptirilmali (Sumf 11b, KD B-R)

— 2010 kilavuzunda 8-10 kez soluk veriliyordu.

 Neden dakikada 10 soluk?

— Tek rakam ogrenmeyi ve akilda kalicihigi
kolaylastiriyor !!!
* (“8-10” yerine “10” kez)

26



Opioid Iliskili Acil Durumlar
Nalokson Kullanimi

» Halktan kurtaricilar ya da TYD uygulayicilart normal
soluk almayan ancak nabzi bulunan yanitsiz
hastalardan opioid bagimlilig1 oldugu bilinen ya da
bagimlilik siiphesi duyulanlara,

— IM / SC Nalokson kullanimi

— Solunum arrestlerinde kullanima:
* Simf I oneri, Kamit diizeyi C- LD

* Nalokson otoenjektorinin halktan kurtaricilar ve saglik
personelleri tarafindan kullanim1 FDA onay1 2014

27



Opioid Iliskili Acil Durumlar
Nalokson Kullanimi

* Opioid asir1 doz aldigindan siiphelenilen veya aldigi
bilinen hastalarda kardiyak arrest faydasiz, ancak yine
de Oneriliyor:

— Hasta gercekten arrest mi?
— Saptanamayan zayif ve yavas nabzi olabilir mi1?

« Standart restisitatif onlemler 1y1 kalite KPR’ye
(kompesyonlara - ventilasyon) odaklanarak naloksan
uygulamasina oncelik verilmelidir.

« Hastanin naloksan veya diger miidahalelere cevabi
beklenirken daha yetkin saglik hizmetlerine ulasimim
geciktirmemelidir

28



Sekil6:Opioid ile Tliskili Yasam Tehdit Eden Acil Durum (Yetiskin) Algoritmasi—Yeni 2015
-
-

=-

— 29

*KPR teknigi, kurtancimin egitim diizeyine bagldir.
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Gecikmis Ventilasyon

* Hastane dis1 tanikh soklanabilir arrestlerde,
hastane oncesinde “Gecikmis Ventilasyon
Stratejisi” uygulanabilir. (Suf I1b, KD C-LD)

— 200 kesintisiz goglis basisi sonrasinda soklama

— 3 set boyunca 200 bas1 + soklama

— Bu sirada airway 1le pasif oksijen uygulamasi
* Aktif solunum destegi vermeden
— (1) Hastane dis1; (2) Tanikli; (3) Soklanabilir ritim;
(4) Ambulansta
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Gecikmis Ventilasyon

* 3 gozlemsel ¢alisma
« tanikl arresti ya da soklanabilir ritmi olan kurbanlarda

* 1yl norolojik sonuglari olan sag kalimi artirdigi bildirilmis

« Tim arrestler i¢in rutin pasif ventilasyon uygulamasi
onerilmemektedir. (Sif I1b, KD C-LD)

33



KPR Feedback cihazlan

* KPR performansinin ger¢cek zamanli optimizasyonu
icin kullanilmas1 uygundur (Sumif I1b, KD B-R)

— Izleme, kaydetme ve geri bildirim imkani sunmakta

« Sag kalimda ya da istenilen nérolojik sonuclarin
gelistirilmesinde anlamli gelisme gosterdigini belirten
calisma yoktur

34



KPR Feedback cihazlan

https://www.youtube.com/watch?v=gaFz3 https://www.youtube.com/watch?v=er4it6

VaQG6FI UCcIES

35
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KPR — Alternatif Teknikler

* Geleneksel KPR (solunum-gogiis kompresyonu)
normal kalp debisi ve oksijen sunumu %33-%25'ini

olusturur.

« Koroner ve serebral perfiizyon iyilestirmek
amaciyla geleneksel KPR ’ye alternatifler ve destek
yontemler gelistirilmistir

— Mekanik KPR
— Ekstrakorporeal KPR

36



Mekanik KPR cihazlan

* Manuel gogiis basisina nazaran daha faydali
oldugunu gosteren kanit bulunmamaktadir
— Aktif kompresyon-dekompresyon KPR + EEA
— Mekanik pistonlu KPR cihazlar

37



Aktif ompresyon dekompresyon
KPR + EEA o

e Iyi norolojik sag-kalimda artis
bildirilmis, ancak

— ekipman varlig1 ve egitimli
personel varligi gereklidir

*Treatment of non-traumatic out-of-hospital cardiac arrest with active
compression decompression cardiopulmonary resuscitation plus an impedance
threshold device. Resuscitation. 2013;84:1214-1222




Aktif kompresyon-dekompresyon
KPR + EEA

EEA KPR’nin dekompresyon fazinda akcigerlere
hava girisini sinirlayarak negatif intratorasik basing
olusturur ve KPR sirasinda kalbe venoz doniisu ve
kardiyak debiy1 1yilestirir.

Aktif kompresyon-dekompresyon: Gogiis
kompresyonu sonrasinda, gogiis kafesinin tekrar
genislerken olusan Intratorasik negatif basinci
arttirmak secklinde.

— Bu negatif basing sayesinde artan vendz doniis ile bir
sonraki kompresyonda perifere/beyne daha fazla kan
gitmesi saglanmakta.
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Mekanik pistonlu KPR

Mekanik pistonlu cihazlar, E

KA standart KPR’ye

istlin degil (Simif 11b, KD B-R) (3 biiyiik randomize

kontrollii calisma)

KPR i¢in manuel gogus basis1 onerilmektedir. (Simaf

lIb, KD C-EO)

Baz1 durumlarda mekanik cihaz kullanilabilir:

— az sayida kurtarici,

— uzun KPR siiresi,

— hipotermik kardiyak arrest sirasinda KPR,

— hareket eden ambulansin i¢erisinde KPR,
— anjiografi odasinda KPR, EKPR’ye hazirlik esnasinda KPR



Ekstrakorporal KPR (E-KPR)

 Kardiyak arrest etiyolojisinin geri dondiiriilebilir
oldugunun dustinildiigu secilmis hastalar 1¢in klasik
KPR ’ye alternatif olarak diistiniilebilir. (Sumf 11D,

KD C-LD)

e Ozel durumlarda kullanilabilir
— Diizeltilebilir etiyoloji + standart KPR’ye yanitsizhk

* Cok 1y1 egitilmis personel, 6zellesmis donanim ve yerel saglik
sisteminden multidisipliner destek
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Ekstrakorporal KPR (E-KPR)

* EKPR kullanimi1 belgeleyen birkag¢ gozlemsel ¢alisma
yayinlanmakla beraber; bu yontemin hayatta kalma

etkisini degerlendiren RCT vok
HOW IT WORKS (4

o W cardiac arrest CPR s administered until Cxyygenator /
ECMO (Extracorporeal Membirane
Oxygenation) can begin

heat excharger

e During CPR, large catheter needies are
nserted one Inlo a major artery, the
other Into a CorTesponding vein

o Chest compression ceases and
extracorpores crcutation begins
Dark blood with Btie oxygen is
drained from the body, pumped
1heough e oxygenator where
carbon doxide Is removed and
acypen added. The bicod is also
warmed and tered

The axygenated blood fows

10 the hearl Drain, Kianey's

and other organs, alowing theen to

recuperate as the megica team try to

correct the couses of the arrest 42




Bilesen Yetiskinler ve Adolesanlar Cocuklar Bebekler
(Yag:1 Yildan Puberieve Eadar) (Yas: 1 Yildm Daha Eicik,
Yenidoganlar Haric)
Oriam givenlig Eurtancilar ve hastalar i ortamin givenli oldogundan emin ol.
Eardiyak arrrestin Biling durarmarm komntrol et
taninmas Sobik alma yok yada sadece pasping var (yani normal solmum yok)

Eesin olarak 10 saniye igerisinds nabz alinamamiz=a

[Solumum ve nabiz kontrolii, 10 saniyeden daba kisa sirede ve aym anda vapalabili)

Acil Yamit Sisteminin

Eger yalnizsams ve mobil

Tamk olonmus kardivak Arrest

Alktivasyonu telefonumaz voksa KPR ve Yetiskin ve adolesanlar irin olan 5ol simndaki admlan izle

haslamadan dnce Acil Yanrt

Sistemmi aktive efmek ve OED L

mstmek icin hastayl brak Tamlk clonmames kardivak arrest

Alsi takdirde birini gonder ve 2 dakika KPR uygula

derhal KPR "ye bagla, miamkin Acil vanst sistemini aktive stmek ve OED getirmek igin hastay bk

oldogn kadar OED knllan

Cocuk veva bebek icin peri don ve KPR ve veniden hasla: mirnkin oldugi kadar
OED kullan.
Gigis Baz-Soni
solummm oranyilers
havayoln simaksgm) 1 veya 2 kmrtana 1 ].':E:tinn
302 —
1 veva daha fazla lortano
52
ogis Baz-Soni
solunom oramyiers S [ .
.ﬁ‘ﬂ'ﬂ}'ﬂ{ﬁ ile I!"-I?'Ilfhf} 100-120"dak_ hazmda sirekli EQEUs hasdan
Her § saniyeds 1 soluk ven{10 soluk/dak )
Ban lun 10:0-120/'dak
Baz derinlizi En az 1 me3 om)® Crogisin AP capmin en az igte bin kadar | Gogisin AP ¢apimm en az igte biri
kadar
Yaklagik 3 g5 cm)
Yaklagik 1%:ing(4 com)

Ellerin verlesimi 2 el stermummm alt yares: dzerinds 2 el weya 1 elfterciben ¢ok kngik 1 kurtar

pocuklarda) stermmmum alt vans: dzernds

1 parmak g0 fisiin ertasmda, tam
olarak mema bag: qizgisinin alimda
1 weva daha fazla lmrtano
2 basparmak-dairezs] eller pagisin
oriazinda, tam olarak meme bagi
gizpisinin alinda

Gigisin geviemesi

Her bir gaziis basis: senmsmda goEasin @m olamk geviemesing izin wer; her bir bas: sonrazmda gaFis Gzerine dayanma

s base
kecinfilerin en aza
indirilmesi

(o z0s basilan swasmdaki kesinfilen 10 sanryeden daba az olacak sekilde smarla

O i B, L - T P e, . [ SR SR S P L —
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Eriskin IKYD

Prognostication- PetCO2 — Continuous waveform
capnography

Vasopressin algoritmadan c¢ikarilmasi

Adrenalin (soklanabilir — soklanamaz ritimler)

Steroid kullanimi
— HDKA?

— HIKA intra-arrest vasopressin, adrenalin ve metilprednisolon
ve post-arrest hidrokortizon kombinasyonu kullanimi



Eriskin IKYD

« Kardiyak arrestte USG kullanimi

« Havayolu
— Balon maske ventilasyonu? ileri havayolu mu?
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PetCO?2

 Kapnografi Onerisi
— Devamli dalga formlu kapnografi

* tliplin yerlesiminin dogrulanmasi ve monitérizasyonu i¢in en
giivenilir metot olarak onerilmistir (Simif I, KD A).

— Kapnografi end-tidal karbon dioksid temelinde
* trakeal tiip yerlesiminin dogrulanmasi ve
« KPR kalitesinin izlenmesini (g6giis basilarinin etkinligi)
« SDGD tespit edilmesini saglar
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Entiibasyon 6cesi Entiibasyon sonrasi

Bu kapnog rJifi seyri, entubasyon uygulandiktan sonra zaman icinde ekshale edilen karbpn
digksitin kismi basincini (PETCO2) mmHg olarak vertikal eksende gostermektedir.
Bin defa hasta entube edilirse, ekshale karbon dioksit tespit edilir ki, trakeal tup yerlesimini

dogrular. PETCO?2 s lquIQQggﬁs? icinde en yiiksek degeri ekspirasyon sonunda olmak
lUzgre degisir. T< -
50
3 375
E 2
12.5
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‘ CPR ROSC
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mm Hg

Entiibasyon dcesi Entiibasyon sonrast
By ikinci kaLnografi seyri zaman ile PETCOi degerlerini mmHg olarak vertikal ekLen de

goptermektedir. Bu hasta entubedir ve CPR almaktadir.
[14 dakika icinde baslangic PETCO?2 degeri 12.5 mmHg den azdir ki; bu ¢ok az kan akimini

goptertr.
50
(o))
T 375
E 25
125 _ . |
0 [ I H'ATRE"ANARE'" BT EFELY N RN

‘ CPR ROSC

PHTCO2 degeri, devam eden resussitasyon ile artan kan akimina paralel olarak ikinci ve ugyncu

dakikalar i¢inde 12.5-25 mmHg aras1 degere ulasir.
ROSC dordiincii dakika i¢cinde ger¢eklesir. ROSC, PETCO2 degerindeki 40 mmHg tlizerine gikan
anj artis ile anlasilmaktadir ki kan akimindaki 6nemli iyilesme ile tutarlilik gostermektedir.

e J




Kapnografi

 Entiibe hastalarda 20 dk KPR sonras1 PetCO2 diisiik
parsiyel basinci resiisitasyonun basarisizliginin iyi bir
gostergesidir.
— Bu parametre 1zole halde kullanilmamal,

— Ayrica entiibe olmayan hastalarda da kullanilmamali

* PetCO2
* 35-40 mmHg normal
e <10 mmHg etkin olmayan gogiis



Vazopressin Algortimay1 Sadelestirdi

P
I KPR'a Bagla
* Oksijen ver
= * Monitor/Defibrilatére bagla

var .~ Soklanabilir™. Yok

¢ VaZOPYGSSin IKYD 2 VE/novr C\J;PJLJ/ ® [ asistoli/PEA »)
. . T
algoritmasindan ¢ikarildu. N A

( 2 dakika KPR

— Kardiyak arrestte ]

.

] i .. !
vazopressin ve epinefrinin — S - .

“_ varmi?

birlikte kullanimi standart g

. . 455 !
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+ Adrenalin her 3-5 dakikada bir : :’dllir?:l'::;\é:l;—g.:iakikads bir
ilerth olu, k £ e
kullanimindan daha B
[

. ~ o . ~oKlanabilir > Yok /sokla‘nabilir‘x L
avantajh degildir. T G —

— Ayrica vazopressin de N 2 |-

e

yalnizca epinefrin e ] mmm“’beJ (mj
kullanimindan daha

\__tedaviet

Yok Soklanabilir Var
: oo b ritim —
avantajli degildir. " [
= v y L
‘tspo dolasgima gert donas \ eya 7'y
1{;10 ) 151 yoksa 10 vey;
* 5po: 5Im saglanciy:
kardty. Irast sonrasi yog|
. bakim

aw.aciltin.com




Steroid kullanim

« Kardiyak arreste steroidlerin rutin kullanimi celiskili
— Kullanilmasi veya kullanilmamasini destekleyen bir veri

yok

« HDKA rutin steroid kullaniminin etkinligi belirsiz
— ILCOR kullanimin1 6nermiyor

« HIKA intra-arrest vasopressin, adrenalin ve
metilprednisolon ve post-arrest hidrokortizon
kombinasyonu kullanilabilir



KPR sirasinda yiiksek FiO2

* KPR sirasinda verilebilecek maksimal oksijen

konsantrasyonu uygulanmalidir (Sinif I1b, Kanit
Diizeyi C-EOQO)

* KPR sonrasinda ...
 Hiperoksi postarrest bakimin problemi
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KPR sirasinda erken Adrenalin

* Soklanamaz ritimlerde adrenalin olabildigince erken
uygulanmalidir (Simif 11b, Kanit Diizeyi C-LD)
— SDGD’de ylikselme,
— hastaneden sag kalimla taburculuk ve

— saglam norolojik sag kalim arasinda 1liski oldugunu
gostermistir.
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KPR sirasinda USG kullanimi

» KPR sirasinda kardiyak ve non kardiyak USG
kullanilabilir (Simif |1b, Kanit Diizeyi C-EO)

— Myokardial kontraktilitenin degerlendirilmesi

— USG kullaniminin olumlu sonuglar1 hentiz gosterilemedi
— Kanit diizey1 diisiik

— USG sirasinda KPR’ye ara verilmemeli !!!

— Hangi alanlar?
* Hipovolemi
* Pnomotoraks
» Pulmoner emboli
 Perikardiyal tamponat
» Pseudo — NEA tespiti
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BVM mi? Ileri havayolu acilmasi m?

* KPR sirasinda balon maske 1le iler1 havayolu
ckipmanlarinin (ETE veya supraglottik malzemeler)
birbirlerine tstinligu yok.

KPR sirasinda oksijenasyon / ventilasyon icin (HIKA
ve HDKA) her 1ki yontem de kullanilabilir.

e Ileri havayolu agmak icin
— ETE veya
— supraglottik araclardan herhangi birisi kullanilabilir.
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Yetigkin Kardiyak Arrest Algoritmasi 2015

KPR'a Bagsla

* Oksijen ver
* Monitdr/Defibrilatére bagla

SOK

»

2 dakika KPR
 iV/iO Damar yolu

Soklanabilir
ritim
wvar mi?

Var
SOK

e ¥

2 dakika KPR

¢ Adrenalin her 3-5 dakikada bir
o ileri hava yolu, kapnograf
baglamayi dustn

Soklanabilir
ritim
wvar mi?

Var
SOK

7

8 v

2 dakika KPR
* Amiodaron
* Geri dondurulebilir sebepleri

tedavi et

© 2015 American Heart Association

Y

Soklanabilir
ritim

var mi?

12

Y

A

Yok

® Asistoli/PEA )

10 v

2 dakika KPR
 iV/iO Damar yolu bir
* Adrenalin her 3-5 dakikada bir
¢ ileri hava yolu, kapnograf
baglamayi dasan

Soklanabilir Var

ritim
var mi?

11

2 dakika KPR

* Geri dondurulebilir sebepleri
tedavi et

Y
Soklanabilir
ritim
var mi?

y

* Spontan dolagima geri donusg
(ROSC) belirtisi yoksa 10 veya

11'e git

Y
5veya 7'ye git

* Spontan dolagim saglandiysa
kardiyak arrest sonrasi yogun

bakim ver

www.aciltip.com

KPR Kalitesi

® Giclii(en az>5 cm) ve hizh
(100-120/dakika) bas. Gégus
kafesinin geri gekilmesine izin
ver.

» Kopresyon esnasinda
duraklamalan azalt.

* Agin ventilasyondan kagin.

* Kopresyon uygulayani 2
dakikada bir degistir.

¢ Entiibe degilse kopresyon-
ventilasyon orani 30:2 ver

* Kantitatif dalga form kapnografide
-PETCO2< 10 mmhg ise KPR
kalitesini iyilestir

* intra arterial basing 6lcimi
- diastolik basing <20 mmhg ise
KPR kalitesini iyilestir.

Defibrilasyon icin $ok enerji Diizeyi

» Bifazik: Uretici tavsiyesine gore
(Basglangic dozu 120-200), eger
bilinmiyorsa en Ust degerde ver.
ikincil ve takip eden dozlarda esit
veya daha yuksek doz
dasundlebilir.

* Monofazik: 360 joul

ilag Tedavisi

e Adrenalin iV/iO dozu:
1 mg 3-5 dakikada bir

* Amiodaron iV/iO dozu:
-1. doz 300mg bolus
-2.doz 150 mg

ileri Hava Yolu

» Endotrekeal entubasyon veya
supraglottik havayolu

» Kantitatif dalga form kapnografi
veya kapnometri ile dogrula ve ET
tupl monitorize et

» Gogus kopresyonu devam ederken
ileri hava yolu yerlestirildiginde 6
saniyede bir ver (10
solunum/dakika) ver

Spontan Dolasima Dénme
(ROSC)
* Nabiz ve kan basinc
* PETCO2"de ani ve suregen artis
(tipik olarak >40 mmHg)
« intra arterial monitdde spontan
arteriyel basing dalgasi

Geri Dondiirilebilir Sebepler

* Hipovolemi

* Hipoksi

* Hidrojen iyonu (asidoz)
* Hipo/Hiperkalemi

* Hipotermi

* Tansiyon pnomotoraks
* Tamponat kardiyak

* Trombozis kardiyak

* Trombozis pulmoner

* Toksinler
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Post—Kardiyak Arrest Bakimi

» SDGD sonras1 p-Blokorler ve Lidokain
* Koroner Anjiografi
» Terapotik Hipotermi



SDGD sonrasi Lidokain

« Kardiyak arrest sonrasi rutin likodain kullanimini
destekleyen yeterli calisma bulunmamaktadir.

— Ancak likodaine baslanmasi ya da devam edilmesi
VFVT kardiyak arrestte SDGD’nin hemen ardindan
diistiniilebilir. (Smif 11b, Kamit Diizeyi C-LD)

* tekrar VF/nVT kardiyak arrest insidansini azaltiyor
« ancak uzun vadeli fayda ya da zarar ortaya koymamaistir
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SDGD sonrasi fi-Blokorler

« Kardiyak arrest sonrasi rutin g-bloker kullanimin

destekleyen kanitlar yetersiz
— Secilmis hastalarda VF/nV'T arrest hastalarinda SDGD
sonrasi, erken donem B-blokorler oral veya i.v. yolla
baslanip devam edilebilir.

* 72 saat ve 6. ay sonunda yasam sans1 daha yliksek
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SDGD sonrasi fi-Blokorler

« Kardiyak arrest sonrasi -blokerlerin rutin kullanimu,
potansiyel olarak zararlidir. Ciinkii B-blokerler,
— hemodinamik instabiliteye neden olabilir ya da
— hemodinamik instabiliteyi bozabilir,
— kalp yetmezligini alevlendirebilir ve
— bradiaritmilere neden olabilir.

 Hastalarinin B-blokerlerin kullanimi i¢in uygunluk
durumunu bireysel olarak degerlendirmelidir.
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Koroner Anjiografi

« acll KAG;
— STEMI hastalarin timi,

— siipheli kardiyovaskiiler lezyonu olan hemodinamik veya
elektriksel olarak anstabil non- STEMI hastalar i¢in acil
koroner anjiografi 6nerilir.

 (Simf I, KD B-NR)

* non- STEMI, ancak hemodinamik veya elektriksel
anstabil durumdaki, komatoz HDKA hastalarina acil
KAG yapilabilir

— (Smif lla, KD B-NR)
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Koroner Anjiografi

o acill KAG;

— Hastalarin komada veya uyanik olup olmadigina
bakilmaksizin koroner anjiografi endikasyonu olan post
kardiyak arrest hastalarda koroner anjiografi mantiklidir.
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Terapotik Hipotermi

(HVIY - Hedef viicut 1s1s1 yonetimi)

Kardiyak arrest sonrasi spontan dolasimi saglanan
komatoz (sozel emirlere anlamli yanit alinamayan)

tim yetiskin hastalara HVIY yapilmalidir
— Hastane dis1 VF/nVT kurbanlarinda: (Sinif I, KD B- R)
— Hastane dis1 Asistoli / NEA ve tum hastane ici arrestlerde:
(Smif I, KD C- EO)
* Hedef viicut 1s1s1 24 saat boyunca 32 °C - 36°C

arasinda tutulmalidir
— Smif |, KD B-R

— Sogutma en az 24 boyunca da sabit tutulmalidir.
 Smif lla, KD C- EO
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Terapotik Hipotermi

(HVIY - Hedef viicut 1s1s1 yonetimi)

* Yiiksek kaliteli bir calismada 36°C ve 33°C’deki
HVIY karsilastirmis ve her ikisinde de benzer
sonuclar bulmustur.

— 33°C olarak belirlemek 36°C olarak belirlemekten daha 1yi
degildir

— tek bir hedef 1s1 se¢ilip HVIY nin saglanmasi
onerilmektedir

— klinisyenin tercigine veya klinik faktorlere gore
belirlenebilir
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Terapotik Hipotermi

(HVIY - Hedef viicut 1s1s1 yonetimi)

e Hastane oncesi SDGD sonrasi rutin olarak hizlica
soguk IV sivi1 infiizyonu onerilmemektedir.
— Multiple RCT, herhangi bir fayda yok, baz
komplikasyonlar var..
24 Saat Uzeri Devam Eden Is1 Yonetimi

— HVIY sonrasinda komadaki hastalarda atesin onlenmesi
onerilir (Smif Ilb, KD C- LD)

— HVIY sonras1 yeniden 1sitirken olusan ates kotiilesmis
norolojik hasar 1le 1liskilidir.
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ORIGINAL ARTICLE

Targeted Temperature Management
at 33°C versus 36°C after Cardiac Arrest

iklas Migdsen, MO PO, lam 'Wettersl=, M.0, PhO._, Tobias Cronberg, MO, Ph.Dy
Ciareid Exling=, MO, Ph.D., Ywan Gasche, M.D., Christian Hassagsr, M.D., DU 500,
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ABETRACT

BACKGEOUND
Unconscions snrrivors of ouk-ofhospital cardiac arrest have a high risk of death or
poor nenrslagic fanction. Therapentic by pothermia is reommended by interna-
timnal guiddines, but the spporting evidence is limited, and the target tempera-
tore associated with the best ootcome is nnknown. Oor objective was b compare
twa target temperatures, both intended to prevent fever.

HETHODS

[n an internaticnal trial, we randomly assgned 950 unoon scion s adn lts after ook of
‘haospital candiac ammest of presumed candiac can se to tarpeted temperamre manage-
ment at either 33°C or 36°C. The primary ootoome was al-canss mortality throngh
the end of the trial. Secondary onbcomes inchided 2 composite of poor nenralogic
fonction or death at 1EQ days, as evalnated with the Cerebral Performan ce Category
[CPC) scale and the modified Rankin scale.

EESULTS

[n total, 959 patients were inclnded in the primary analysis. At the end of the tral,
50Fk of the patients in the 3370 gronp (235 of 475 patients) had died, as compared
with 8% of the patients in the 36°C gronp (325 of 466 patienits) (hazard ratho with
a temperature of 33°C, 1.06; %5% confidence interval [CIL 0LEY bo 1.2E; P=051L At
the 1E{-day follow-np, 34% of the patients in the 33°C group had died orhad poor
nenralogic function according to the CPE, as compared with 52% of patients in the
S6°C group (risk ratio, LOZ; 95% C1, 0UEE to 1.16; P=0FEL [n the analysis nsing the
modified Rankin scale, the comparable mbtewas 5X% i both groups. (risk ratio,
1.00; 9% CIL, LE9 to 1.14; P=0&TL The results of analyses admsted for known
progmaostic fachors were similar.

COMCLUSIDNS
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Kardiyak Arrest Sonrasi Prognoz

KUTU 2: Kétii Norolojik Sonuclar ile iligkili Klinik Bulgular

e Kardiyak arrest sonrasi 72. saat ya da daha fazla siire 1513a
kars1 pupiller reflekslerin yoklugu.

e Kardiyak arrest sonrasi ilk 72 saat icinde status miyoklonus
(izole miyoklonik kasilmalardan farkli) varhg.

e Kardiyak arrest veya yeniden 1sitma sonrasi 24’den 72 saate
kadar N20 somatosensoryel kortikal dalgalari yoklugu

e Kardiyak arrest sonrasi 2 saat icinde c¢ekilen Beyin BT'de gri-
beyaz oraninda belirgin bir azalma varhgi

e Kardiyak arrest sonrasi 2 ile 6’1nci1 giinler arasinda beyin
diffiizyon MRI da genis difiizyon kisithhg:

e Kardiyak arrestden sonraki 72 saatte eksternal stimulasyona
EEG reaktivitesinde kalici yokluk

e Yeniden 1sitma sonrasinda EEG de inat¢1 status epileptikus

veya persistan burst supresyonu
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Akut Koroner Sendromlar

Hastane oncesi EKG ¢ekilmesi ve yorumlanmasi
Hastane 6ncesi fibrinoliz miimkiin oldugu zaman
reperfluzyon stratejisinin se¢imi

Koroner girisim yapilamayacak bir hastanede
reperfiizyon stratejisinin secimi

Guvenle acil servisten taburcu edilebilinen hastalari
belirlemek i¢in troponin
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Reperfiizyon stratejisi

« STEMI tedavisinde hastane oncesi fibrinolitik tedavi
ve PKG yapilabilecek bir merkeze direkt ulastirma
miuimkiin oldugunda,

— hastane Oncesi trigj ile direkt PKG yapilabilecek bir
merkeze ulastirma daha oncelikli tercih edilmelidir.

* Cinki bu secim Iintrakraniyal kanama insidansinda
relatif olarak azalmaya yol acar.

* Bununla beraber bu tedavilerden birinin digeri
lizerine mortaliteyi engellemede bir tistiinliigli yoktur.



Reperfiizyon stratejisi

* PKG yapilamayacak bir hastanenin acil servisine
STEMI ile basvuran yetiskin hastalar,

— fibrinoliz uygulanmadan PKG yapilabilecek bir merkeze
hizlica transfer edilmesi Onerilir.

 Transfer siiresi >120 dK ise, basvuru yerinde
fibrinoliz uygulayip, sonra anjiografi i¢in sevk
edilebilir (3-24 saat i¢inde)
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Biobelirtecler

* 0. ve 2. st.lerde 6lciilen tek basina hs-cTnl ve hs-cTnt
(klinik risk simiflandirmasi gerceklestirilmeden) AKS
tanisini ekarte etmek 1¢in kullanilmamalidar.

» Miyokard Enfarktiisiinde Tromboliz [TIMI] skoru O
veya 1 ya da Vancouver kurallarina goére diisiik risk
— 0. ve 2. saatlerde 6l¢iilen, normal hs-cTnl / hs-cTnt

Olclimii varsa

e 30 giinliik major istenmeyen kardiyak olay (MiKO) olasiligini
%1'den diisiik



Biobelirtecler

» Asagidaki hastalarda 0. saat ve 3-6. saatlerde
normal Tnl ve Tnt degeri olanlarda 30 giinliik
MIKO siklig1 < %1

— TIMI skoru O
— Vancouver kuralina gore diistik riskli
— HEART skoru diisiik hastalar

— North American Chest Pain skoru 0 olan 50 yasin
altindaki hastalar
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HEART ¥

Hstory  |Hihiv suspicious 2 TIMI RISK SCORE for UA/NSTEMI

Moderately suspicious 1
Slightly suspicious 0 HISTORICAL POINTS RISK OF CARDIAC EVENTS (%)
ECG Significant ST-deviation 2 Age 265 1 BY 14 DAYS IN TIMI 11B*
Non specific repolarisation 3 > 3 CAD risk factors 1 Sl({:I()SI:{E DOEQ:; Uggg?’nhgrigc
disturbance / LBTB / PM QU MR Nl M, ki maslow)
Normal 0 Known CAD (stenosis > 50%) 1 0/1 3 S
Age > 65 years 9 ASA use in past 7 days 1 2 3 8
> 45 and < 65 years 1 PRESENTATION 3 5 13
< 45 years 0 Recent (<24H) severe angina 1 4 " 20
Risk factors |z 3 risk factors or history of 5 1 cardiac markers 1 5 12 26
atherosplerotic disease” ST deviation> 05 mm 1 6/7 19 Al
1 or 2 risk factors 1
No risk factors known 0 RISK SCORE = Total Points (0-7)
Troponin 2 3x normal limit 2 *Entry criteria UA or NSTEMII defined as ische wic pain
v at rest within past 24H, with evidence of CAD (ST segment
> 1 and < 3x normal limit 1 At or ks
< 1x normal limit 0 For more info go to vawtimi org Antroan et 3l JABA 2000; 264: 835 - 842
Total

*Risk factors for atherosclerotic disease:

Hypercholesterolemia Cigarette smoking
Hypertension Positive family history
Diabetes Mellitus Obesity
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PE icin KPR sirasinda fibrinoliz

e Tam konmus PE arrestleri i¢cin KPR sirasinda
fibrinolitik uygulanabilir.
— (Smif lla, KD C- LD)
 Siipheli PE kardiyak arrestlerde KPR sirasinda
fibrinolitik uygulanabilir.
« (Smf llb, KD C- LD)

— 50 mg alteplaz bolus + 15 dk sonra gerekirse doz tekrari
— Tek doz tenekteplaz
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Degerlendirme yapilmayan konular

Cardiovas

2010

2010

2010

2010

2010

2010

2010

2010

2010

2010

2010

2010

@r Life Support.”

Qnd Tachycardia

~N

Cricoid Pressure
Oropharyngeal Airways

Nasopharyngeal Airways

Postintubation Airway
Management

CPR Before Defibrillation
Drug Therapy for PEA/

Asystole
Endotracheal Drug

Delivery
Atropine
Sodium Bicarbonate

Calcium

Precordial Thump

Management of
Symptomatic Bradycardia

J

The routine use of cricoid pressure in cardiac arrest is not recommended (Class Ill, LOE C).

To facilitate delivery of ventilations with a bag-mask device, oropharyngeal airways can be used
in unconscious (unresponsive) patients with no cough or gag reflex and should be inserted only
by persons trained in their use (Class lla, LOE C).

In the presence of known or suspected basal skull fracture or severe coagulopathy, an oral
airway is preferred (Class lla, LOE C).
The endotracheal tube should be secured with tape or a commercial device (Class |, LOE C).

At this time the benefit of delaying defibrillation to perform CPR before defibrillation is unclear
(Class lIb, LOE B).

Available evidence suggests that the routine use of atropine during PEA or asystole is unlikely to
have a therapeutic benefit (Class IIb, LOE B).

If IV or |0 access cannot be established, epinephrine, vasopressin, and lidocaine may be
administered by the endotracheal route during cardiac arrest (Class llb, LOE B).

Available evidence suggests that routine use of atropine during PEA or asystole is unlikely to
have a therapeutic benefit (Class lIb, LOE B).

Routine use of sodium bicarbonate is not recommended for patients in cardiac arrest
(Class lll, LOE B).

Routine administration of calcium for treatment of in-hospital and out-of-hospital cardiac arrest
is not recommended (Class lll, LOE B).

The precordial thump may be considered for termination of witnessed monitored unstable
ventricular tachyarrhythmias when a defibrillator is not immediately ready for use (Class Ilb, LOE
B), but should not delay CPR and shock delivery.

If bradycardia produces signs and symptoms of instability (eg, acutely altered mental status,

ischemic chest discomfort, acute heart failure, hypotension, or other signs of shock that persist
despite adequate airway and breathing), the initial treatment is atropine (Class lla, LOE B).

(- )

not reviewed in 2015
not reviewed in 2015
not reviewed in 2015

not reviewed in 2015

not reviewed in 2015
not reviewed in 2015
not reviewed in 2015
not reviewed in 2015
not reviewed in 2015
not reviewed in 2015

not reviewed in 2015

not reviewed in 2015
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