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Yil 2005 IKYD kursunda
yaptigim sunumda:

—_— | ... ® Gelecekte bizlerin en
. ' Zra@ bUyUk sansi “halka
yonelik KPR egitimleri
ve OED programlarinin”
gelistiriimesi ile becerikli
ve kaliteli halktan
kurtaricilarin
yetistiriimesidir
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B Tedavi kararlari klinik degerlendirme
goz ardi edilerek tamamen ritmin
yorumuna dayanarak verilirse, tani ve
tedavide muhtemelen hatalar
meydana gelecektir !



Pek cok taninmis sahsiyet beklenmedik
sekilde aramizdan ayrildi...



7k A 4
fibrillation

Tz De
Minutes 10

Yuksek kalitede KPR ve
defibrilasyon IKYD’nin temelidir




I
Sunum Plani

B 2015 AHA CPR ve ECC kilavuzuna giris

B Defibrilasyon stratejileri, vazopressorler ve
antiaritmik ila¢ tedavileri

KPR’a yardimci girisimler ve hava yolu yonetimi
Ekstrakorporal KPR (ECPR)

Post-kardiyak arrest bakimi ve hipotermi (HVIY)
Rutin kullanimi tavsiye edilmeyen ilaclar/girisimler

Bradikardi ve tasikardi yonetimi
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Giris

B Kardiyopulmoner Resusitasyon Gegicl
Komitesi'nin ilk kez 1966 yilinda
yayinladigi KPR Rehberinden bu yana 49
yil gecmistir

® O tarihten bu yana, 1974, 1980, 1986,
1992, 2000, 2005, 2010 yillarinda ve simdi

2015 yilinda bu Rehber'in periyodik
revizyonlari AHA tarafindan yayimlanmistir



Ulkemizde KPR ve IKYD
Kurslari

B Ciddi anlamda ilk kez:

Acil Tip Uzmanlari Dernegi, TKD ve
Anesteziyoloji Derneginin ortak katilimiyla 12
Ekim 2001 izmir Hilton Otelde diizenlendi

45. lleri Kardiyak Yasam Destegi Kursu 12 -
13 Aralik 2015 tarihinde Istanbul'da yapildi



American Heart Assomatllbn |
Guidelines for CPR & ECC

B CPR ve ECC icin AHA Rehberi 2015
aslinda onemli yeni bilgiler / devam eden
tartismalar uzerine odaklanmistir

Dolayisiyla 2010 Rehberinin tam bir
revizyonundan ziyade Rehberin
guncellenmesidir




2015 American Heart Association Guidelines Update for Cardiopulmonary
Resuscitation and Emergency Cardiovascular Care

Robert W. Meumar, Chair; Michael Shuster; Clifton W. Callaway; Lana M. Gent; Dianne L. Atkins;
Farhan Bhanji; Steven C. Brooks; Allan R. de Caen; Michael W. Donnino; Jose Maria E. Ferrer;
Monica E. Kleinman; Steven L. Kronick; Lric J. Lavonas; Mark 5. Link; Mary E. Mancini;
Laurie J. Morrison; Robert E. O'Connor; Ricardo A. Samson; Steven M. Schexnayder;
Eunice M. Singletary: Elizabeth H. Sinz; Andrew H. Travers; Myra H. Wyckoff; Mary Fran Hazinski

Introduction

Pablication of the 2075 American Heart Association (AHA)
Guidelines Updage for Cardiopulmonary Resuscitation (CPR)
arrd Emergency Cardiovascalar Cans (ECC) marks 49 years
since the first CPR guidelines were published in 1966 by an
Ad Hoc Committee on Cardiopulmonary Fesuscitation estab-
lished by the Natinnall Academy of Sciences of the National
Research Council.! Since that time, periodic revisions to the
Guidelines love Deen publisled by e AHA o 1974, 1980,7
1986 19925 20005 2005,7 2010, and now 2015. The 2010
AHA Guidelines for CPR and ECC provided a comprehensive
review of evidence-based recom mendations for reswscitation,
ECC, and first aid. The 2005 AHA Guidelines Update for CPR
amd ECC focuses on wpics with significanmt new science or
ongoing controversy, and so serves as an update to the 2070
AHA Guidelines for CPR and ECC rather than a complete
revizion of the Guidelines.

The purpose of this Executive Summary 15 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 is referred to Parts 3
through 9 for more detailed review of the scicntific evidence
and the recommendations on which they are based.

There have been several changes to the orgamzation 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 struc-
tures and processes that are necessary to create systems of
care for both in-hospital and out-of-hospital resuscitation
capahle of messwning and imprewing quality and patient oat-
comes. This Part replaces the 2CPR Ovepden Part of the
2000 Guidelies,

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
inwo pracrice. These recommendations will @arger resuscitation

education of both lay rescuers and healthcare providers. This
Part replaces the 20 10 Part titled “EducationImplementation.
ard-TFeams= The 2015 Guidelines Update does not include a
separate Part on adult stroke because the content would rep

licate that already offered in the most recent AHA/Amencan
Stroke Association guidelines for the management of acute
stroke. "

Finally, the 2015 Guidelines Update marks the begin-
ning of a new cra for the AHA Guidelines for CPR and ECC,
becaunse the Guidelines will transition from a 5-year cycle of
penodic revistons and updates to a Web-based tormat: that 1s
continuously updated. The first release of the Webh-bazed inte-

ir]
headorg is based on the comprehensive 2010 Guidelines
plus the 2015 Guidelines Update. Moving forward, these
Guidelines will be updated by using a continuous evidence
evaluatinm proscess to facilitate more rapid translation of new
scientific discoveries into daily patient care.

Creativn of pracice guidelines is only | luk i Use clizin
of knowledge translation that starts with laboratory and clini-
cal science and culminates in improved patient outcomes. ([

! Much wiork will be needed across the entire specumm of

knowledee translation to reach this important goal.

Evidence Review and Guid elines

Development Process
The process used to generate the 2M0/5 AHA Guidelines
Update for CPR and ECC was significantly different from the
process wsed in prior releases of the Guidelines, and marks
the planned transition from a >-year cycle of evidence review
to a continuous evidence evaluation process. The AHA con-
tinues to partner with the Intemnational Liaison Committee
on Resugeitation (ILCOR) in the evidence review process.
However, for 2015, ILCOR priontized topics for systematic
review based on climcal sigmficance and awvallabality of new



American Heart Association

Guidelines for CPR & ECC

NEW Web-Based Integrated Guidelines Rehber Giincellemesi 2015

3 1 4 Fa 1 cutive S ary ] . e .
This site blends the 2015 and 2010 AHA Guidelines art 1: Executive Summan yenl b|r donemm ba§|ang|0|n|

for CPR & ECC Inl0 @ new online interface. Explore FPam 2: Evidence Evaluation
and search all guidelines from your desktop or Part 3. Ethical lssues géste rir
mobile device Part 4. Systems of Care & COH

Part 5. ABLS and CPR Quality

Part &: Alt. Tech. and Anc. Devices

Pan 7. ACLS Rehber'in 5 yillik donemlerde
e e i yapilan periyodik revizyon ve
s glncellemeler sirekli
E:: :‘j EZ:::::I -:F:I;fuscitaﬁcn gunce”enen Web tabanll blr
Part 14: Education formata degisecektir

2015 Update in Highlights of the 2015 AHA Guidelines

Circulation Update for CPR & ECC

=t The 2015 Guidelines Highlights provides a

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

summary by topic of the 2015 changes to
resuscitation guidelines

View and download fhis document in 17
‘anguages!

VIEW GUIDELINES UPDATE



American Heart Associ__a_ft-lfnpn |
Guidelines for CPR & ECC

B 5-yilda bir yapilan bulgu incelemesinden
bulgularin surekli incelenmesi yontemine
gecis ve Rehber guncellemesi:

Yeni bilimsel bulgularin gunluk hasta
bakimina daha hizli gecisini kolaylastiracaktir



Kanit duzeyleri ve oneriler icin yeni siniflandirma
yapildi



|
CLASS (STRENGTH) OF RECOMMENDATION

Suggested phrases for writing recommendations:
= |5 reasonable
= (an be useful/effective/beneficial
=u Comparative-Effectiveness Phrasest:
o Treatment/strategy A is probably recommended/indicated in
preference to treatment B
o |t is reasonable to choose treatment A
over treatment B

CLASS HI: No Benefit (MODERATE)
{Benarally, LOE A or B use only)

CLASS lli: Harm (STRONG) Risk > Benefit

LEVEL (QUALITY) OF EVIDENCE}

COR and LOE are determined independently (any COR may be paired with any LOE).

A mcommendation with LOE C does not imply that the recommendation is weak. Many

impartant clinical questions addressed in guidelines do not land themsahves to clinical

trials. Although ACT= are uneveilable, there may be a very clear clinical consensus that

a particular test or therapy is useful or effective.

* The outcomea or result of the intervention should be specified (an improved clinical
outcome or increased disgnostic accuracy or i | prognostic info ion).

1 For comparative-effactivenass recommendations (COR | and lla; LOE A and B only),
studies that support the use of comparator verbs should imeolve direct comparisons
of the treatments or strategies being evaluated.

1 The method of assessing quality is evolving, including the application of standardized,
widaly usad, and prafarably walidated evidence grading tools: and for systematic reviews,
the incorporation of an Evidence Review Committee.

COR indicates Class of Recommendation; EQ, expert opinion; LD, limited data; LOE, Level

of Evidence; NR, nonmndomized: R, rendomized; and RCT, randomized controlled tral

Kanit Diizeyi ve Oneriler igin 2015 yeni AHA siniflandirma sistemi



Distribution of Levels of Evidence in 2010 and 2015 Recommendations

685
(100%)
372
4.39
(54.3%) 315
100%
256 (100%)
(87.4%)
145
(46%)
57 50 73
46 o
(8.3%) 3 (15%) (15%) 23]
(1%) 0 0 0 0 0 0
A B B-R B-NR C C-LD C-EO Total
2010 Guidelines 2015 Guidelines Update

Level of Evidence comparison between 2010 Guidelines and 2015 Guidelines Update. B-R indicates Level
of Evidence B-Randomized; B-NR, Level of Evidence B-Nonrandomized; C-LD, Level of Evidence C-Limited
Data; and C-EO, Level of Evidence C-Expert Opinion. (One recommendation in the 2010 Guidelines
publication has no listed LOE.)



Distribution of Recommendations by Class in 2010 and 2015

686
(100%)
315
265 (100%)
(38.6%)
1 196
(28.6%) 144
23.6%
(23.6%) (45%)
78 73 63
o
(25%) (23%) (9.2%) s 15
0 0 (2%) o ©%
I lla lib 1] lll: No lll: Harm Total
Benefit

2010 Guidelines 2015 Guidelines Update

Class of Recommendation comparison between 2010 Guidelines and 2015 Guidelines Update.



Kardiyak rrest Yonetimi



Arrest Ritimleri
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CPR Quality

L * Push hard (at least 2 inches [5 cm]) and fast (100-120/min) and allow
complete chest recoil.

* Minimize interruptions in compressions.

» Avoid excessive ventilation.

- Rotate compressor every 2 minutes, or sooner if fatigued.

. Start CPR * If no advanced airway, 30:2 compression-ventilation ratio.
- Give eh el . - Quantitative waveform capnography
 Attach monitor/de brillator — If Petco <10 mm Hg, attempt to improve CPR quality

e Intra-arterial f)ressure.
— If relaxation phase (diastolic) pressure <20 mm Hg, attempt to
improve CPR quality.

Return of Spontaneous
Circulation (ROSC)

Post-Cardiac
If VFIpVT

2 minutes

Shock Energy for Defibrillation

e 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.

Drug Therapy « Monophasic: 360 J

. _IV/IO access
Epinephrine every 3-5 minutes Drug Therapy
Amiodaron
for ..gfa ? e' * Epinephrine IV/IO dose: 1 mg every 3-5 minutes
'U'\'/F/'pc\';-;-u' ’ » Amiodarone IV/IO dose: First dose: 300 mg bolus. Second dose: 150 mg.

Consider Advanced Airway
Quantitative waveform capnography

Advanced Airway

» Endotracheal intubation or supraglottic advanced airway

» Waveform capnography or capnometry to confirm and monitor
ET tube placement

» Once advanced airway in place, give 1 breath every 6 seconds
(10 breaths/min) with continuous chest compressions

Return of Spontaneous Circulation (ROSC)

* Pulse and blood pressure
 Abrupt sustained increase in Petco (typically 240 mm Hg)
« Spontaneous arterial pressure waves With intra-arterial monitoring

Adult Gardiac Armest

Circular A|gorithm_ * Hypovolemia » Tension pneumothorax
* Hypoxia » Tamponade, cardiac
2015 Update « Hydrogen ion (acidosis) - Toxins
* Hypo-/hyperkalemia » Thrombosis, pulmonary
* Hypothermia » Thrombosis, coronary

© 2015 American Heart Association




Adult Cardiac Arrest Algorithm —2015 Update

Start CPR
e Give oxygen
e Attach monitor/defibrillator

|

2
3
Shock
4 v
CPR 2 min

* |V/IO access

Shock

6 2
CPR 2 min
e Epinephrine every 3-5 min
e Consider advanced airway,
capnography

v

Rhythm
shockable?

7

8 v

CPR 2 min
¢ Amiodarone
* Treat reversible causes

Shock

12

Rhythm
shockable?

(-] ( )
Asystole/PEA

10 \ 4

CPR 2 min
* I\V/IO access
e Epinephrine every 3-5 min
* Consider advanced airway,
capnography

v

Rhythm
shockable?

No

11 \
CPR 2 min

e Treat reversible causes

Rhythm
shockable?

Y Y

* If no signs of return of

© 2015 American Heart Association

spontaneous circulation
(ROSC), go to 10 or 11

If ROSC, go to
Post-Cardiac Arrest Care

4

Goto5o0r7

CPR Quality

e Push hard (at least 2 inches

[5 cm]) and fast (100-120/min)

and allow complete chest recoil.

Minimize interruptions in

compressions.

Avoid excessive ventilation.

Rotate compressor every

2 minutes, or sooner if fatigued.

If no advanced airway,

30:2 compression-ventilation

ratio.

Quantitative waveform

capnography

— If PETCO, <10 mm Hg, attempt
to improve CPR quality.

Intra-arterial pressure

— If relaxation phase (dia-
stolic) pressure <20 mm Hg,
attempt to improve 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.

e Monophasic: 360 J

Drug Therapy

e Epinephrine IV/IO dose:
1 mg every 3-5 minutes

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

Advanced Airway

* Endotracheal intubation or
supraglottic advanced airway
* Waveform capnography or
capnometry to confirm and
monitor ET tube placement
Once advanced airway in place,
give 1 breath every 6 seconds
(10 breaths/min) with continuous
chest compressions

Return of Spontaneous
Circulation (ROSC)

® Pulse and blood pressure

e Abrupt sustained increase in
P!:—rco2 (typically 240 mm Hg)

e Spontaneous arterial pressure
waves with intra-arterial
monitoring

Reversible Causes

Hypovolemia

Hypoxia

Hydrogen ion (acidosis)
Hypo-/hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombosis, coronary
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Hypoxia Toxins

Hypovolemia Tamponade (cardiac)
Hydrogen ion (acidosis) Tension pneumothorax
Hypo-/hyperkalemia Thrombosis, pulmonary

Hypothermia Thrombosis, coronary

Tum kardiyak arrest ritimlerinde altta yatan
nedenin tanisi ve tedavisi esastir



Gercek su ki resusitasyon
cabalarinin cogunda spontan
dolasima donus olmaz !



VF/pVT icin Defibrilasyon
Stratejilert



VF/ nabizsiz VT

Kardiyak || Defibrilatore .
arrest ulas Adrenalin Amiodaron

| —— ——
o o f ) e ) e

Ritm kontroli Ritm kontroli Ritm kontroli

Defibrilator c
2 dk CPR [—F» sarj edilirken 30
CPR




"
VF/pVT icin Defibrilasyon

B Aritmiyi sonlandirmadaki daha
yuksek basari orani dikkate
alindiginda,

bifazik dalga formlu defibrilatorler
(BTE veya RLB) hem atriyal hem
de ventrikuler aritmilerin tedavisi

icin monofaziklere tercih edilir
(Class lla, LOE B-R)




"
VF/pVT icin Defibrilasyon Dozu
2015 Tavsiye-Yenilik

® \VVF'nin sonlandiriimasinda bir bifazik dalga
formun digerine ustunlugunu gosteren
kesin kanitlarin yoklugunda

Ilk sok icin uretici firmalarin tavsiye ettigi
enerji duzeyini kullanmak uygundur

Bu duzey bilinmiyorsa maksimal dozda
defibrilasyon dusunulebilir (Class IIb, LOE C-
LD)



" N
Sonraki soklar icin Enerji Duzeyi

m Uretici firmalarin talimatlarina dayanarak sonraki

soklar icin sabit enerjinin secilmesi uygun olabilir
(Class lla, LOE C-LD)

B Kullanilan manuel defibrilatorler enerji duzeyini
arttirmaya uygunsa, ikinici ve sonraki soklar icin

daha yuksek enerji dusunulebilir (Class IIb, LOE C-
LD)



" N
Ardil soklara karsilik tek sok

m 2015 tavsiye

Defibrilasyon icin tek bir sok stratejisi
(ardil soklarla karsilastiriidiginda)
uygundur (Class lla, LOE B-NR)



Defibrilasyonun basarisini ongormek
icin VF dalgaform analizi

B Hastane i¢i ve hastane disi VF nedenl
kardiyak arrestte VF dalga formunun
analizinin degeri belirsizidir (Class IIb,
LOE C)



VF/pVT

B Akut koroner okluzyon igcin KPR
sirasinda fibrinolitik tedavi
verilmesinin olumlu klinik sonuclari
gosterilemedi




PEA (nabizsiz elektriksel aktivite)

B Fkokardiyografi PEA'nin yonetimine
kilavuzluk edebilir

B Kardiyak arrestin nedeni olarak PE
dusunuluyorsa yada biliniyorsa ampirik

fibrinolitik tedavi dusunulebilir (Class lla, LOE
B)



B Fldeki kanitlara gore PEA ve asistolide

rutin atropin kullaniimasi yarari
gorunmuyor (Class lIb, LOE-B)



Kardiyak Arreste Vazopressorler



Epinefrin

Vazopressin



m 2015 Tavsiye - Yeni

Kardiyak arreste vazopressin yada
vazopressin-epinefrin kombinasyonu
standort doz epinefrine gore avanta;

saglamaz (Ciass Ilb, LOE B-R)

® Spontan dolasima donus, hastaneye yatis, serebral
performans kategori skoru ve hastaneden taburculuk
acisindan kombinasyon ek yarar saglamadi



B Vazopressin out

Bu yuzden algoritim basitlestirildi ve
vazopressin “Yetiskin Kardiyak
Arrest 2015 algoritmasindan”
cikarildi



"
Epinefrin Yararli mi 7
2015 Kanit-Ozet

B Gozlemsel calismalarin sonuclari kafa karistirici

® Ama yinede standart doz epinefrinle SDGD ve
hastaneye yatis oranlarinda iyilesme vardi

Hagihara A, Hasegawa M, Abe T, Nagata T, Wakata Y, Miyazaki S.
Prehospital epinephrine use and survival among patients with out-of- hospital
cardiac arrest. JAMA. 2012;307:1161—1168. doi: 10.1001/ jama.2012.294.

Machida M, Miura S, Matsuo K, Ishikura H, Saku K. Effect of infrave- nous
adrenaline before arrival at the hospital in out-of-hospital cardiac arrest. J
Cardiol. 2012;60:503-507. doi: 10.1016/].jjcc.2012.07.001.



2015 Tavsiye

B Kardiyak arrest hastalari icin standart doz
epinefrin 1 mg her 3-5 dakikada bir uygun
olabllir (Ciass Iib, LOE B-R)



" S
Yuksek doz epinefrin yararl mi ?

B Yuksek doz epinefrin 0.1-0.2 mg/kg olarak
tanimlanir

m 2010 kilavuzu spesifik durumlar disinda
(beta bloker veya kalsiyum kanal bloker
toksisitesi gibi) onermedi



m2015 tavsiye

Kardiyak arreste yuksek-doz
epinefrinin rutin kullanimi tavsiye
edilmez (Class IlI: yararli dedil, LOE B-R)



" I
Steroidler

B Hastane i¢i kardiyak arrestlerde
Mentzelopoulos ve ark. tarafindan
tanimlanan intra-arrest vazopressin,
epinefrin ve metilprednizolon ve post-arrest
hidrokortizon kombinasyonu dusunulebilir

Bununla beraber bu stratejinin rutin kullanimini
tavsiye etmek icin daha ileri ¢calismalara intiyac
vardir (Class IIb, LOE C-LD)



*
Steroidler

B Hastane digi kardiyak arrestlerde, yarar!
belirsizidir (Class Ilb, LOE C-LD)



" S
Resusitasyona Yardimcl
Girisimler

B Oksijen
B Fizyolojik Parametrelerin
Monitorizasyonu

m Kardiyak Arrest Sirasinda
USG




KPR sirasinda Oksijen :Eft?;
Dozu v
L

m 2015 - Tavsiye

Oksijen mevcutsa, KPR sirasinda maksimum
iInspire oksijen konsantrasyonu kullanmak
uygun olabilir (Class Ilb, LOE C-EQO)



" B
KPR Sirasinda Fizyolojik
Parametrelerin Monitorizasyonu

® En onemlilerti:
ETCO,

Koroner perfuzyon basinci
Arteriyel relaksasyon basinci

Kan basincl ve santral venoz oksijen
saturasyonu

® Bu parametrelerin birinde ani artis
SDGD’nin sensitif bir gostergesidir



" S
CPR Sirasinda Fizyolojik
Parametrelerin Monitorizasyonu

m 2015 Tavsiye-Guncellenmis
SDGD’i saptamak,
Vazopressor tedaviye kilavuzluk

KPR kalitesini iyilestirmek ve monitorizasyon
icin uygun olabilir (Class IIb, LOE C-EQO)



" SEE———
Ekshale CO2 Detektorleri

Kapnografi Dalga Formu:

l-minute interval

mm Hg
]

12.5

Before intubation Intubaved

A

Endotrakeal tiip yerlegiminin dogrulanmasi igin kapnografi: Bu kapnografi seyri, entibbasyon uygulandiktan sonra zaman iginde ekshale edilen
karbon dioksitin kismi basinaini (PET CO,) mmHg olarak vertikal eksende gostermektedir. Bir defa hasta entiibe edilirse, ekshale karbon dicksit tespit
edilir ki, trakeal tiip yerdegimini dogrular. PETCO, solunum déngisii iginde en yiiksek degeri ekspirasyon sonunda olmak iizere degigir.

I-minute interval

50
on
£ 375
E 25
125 : '
Q IRFR"RTRVR JISERTN "B ST IS S EN AR VRIR L AES REET | . g4 U U J a4l
‘ cPR Inosc |
B.

Devamli kantitatif dalga form ETCOZ2 detektoru

Non-dalga form kantitatif



Ekshale COZ2 Detektorleri

Yeni kilavuz entube tum hastalara
oneriyor

KPR’In kalitesi hakkinda bilgi
verir

" ETCO:< 10 mm Hg KPR kalitesini
arttirmak gerekli

= >40mmHg ise Spontan Dolagimin Geri
Donusu’nun bulgusu




" N
Prognozu Belirlemede End-Tidal
CO2 duzeyi

m 2015 (Yeni):

Entube hastalarda CPR’'In 20. dakikasi
sonrasl “dalga formlu kapnografi” ile
10mmHg’dan daha dusuk ETCO, duzeyi
resusitasyon gabalarinin sonlandiriimasinda

multimodal yaklasimin bir komponenti olarak
dusunulebilir (Class IIb, LOE C-LD)



" S
Prognozu Belirlemede End-Tidal
COZ

B Entube olmayan hastalarda (Balon mask airway
veya SGA) KPR sirasinda herhangi bir anda
spesifik ETCOZ2 cut-off degeri resusitasyon
cabalarinin sonlandiriimasinda kullaniimamalidir
(Class lll: Zararli, LOE C-EQO)



Kardiyak Arrest Sirasinda USG

2015 Yeni:

Kaliteli uygulayici varsa ve US
standart kardiyak arrest tedavi
engellemiyorsa, yardimcl olara
(Class IIb, LOE C-EQ)

kullanimi
orotokolunu

K dasunulebilir



KPR sirasinda BMV'mu ?
Digerlerimi ?




I
KPR sirasinda BMV'mu 7
lleri Hava Yolumu ?

m 2015 yeni

Hem hastane i¢ci hem de hastane disi KPR
sirasinda ventilasyon ve oksijenizasyon icin bag-
maske ve ya ileri hava yolu aleti kullanilabilir
(Class IIb, LOE C-LD)

Deneyimli saglik hizmeti sunuculari icin, KPR
sirasinda ya bir SGA yada ETT baslangic ileri
hava yolu olarak kullanilabilir (Class IIb, LOE C-
LD)



" S
Entubasyon sonrasi tupun yerinin
dogrulanmasi:

m 2015 tavsiyeler-yeni

ETT yerini dogrulamada ve takibinde en guvenilir
metod olarak klinik degerlendirmeye ilaveten surekli
dalgaform kapnografi tavsiye edilmektedir (Class |,
LOE C-LD)

Surekli dalga form kapnografi elde edilemiyorsa, non-
dalgaform CO2 detektorleri, ozefagial detektor aleti
ve deneyimli operatorler tarafindan ultrason kullanimi
uygun alternatiflerdir (Class lla, LOE C-LD)



" S
Ventilasyon

® |leri hava yolu yerlestirildikten sonra gégus
kompresyonlari kesintisiz devam ederken
her 6 saniyede bir soluk (10 solunum
/dakika) uygun olabilir (Class IIb, LOE C-
LD)



" S
Ekstrakorporal KPR

(Extracorporeal membran oxygenator)

Belirli bir icin,

fonksiyonlarini
desteklemek

amaciyla

saglanmasi

Santrifugal pompa
membran oksijenator

=" EKPR kardiyak arrest

sirasinda “venoarteriyel
ekstrakorporal membran
oksijenizasyonu” olarak
refere edilir



" S
EKPR
2015 tavsiye-yeni

B Kardiyak arrestli hastalar icin ECPR’'nun
rutin kullanimini destekleyen kanitlar
yetersizdir.

B Hizlica uygulanabilir oldugu durumilarda

secilmis kardiyak arrest hastalarinda
dusunulebilir (Class IIb, LOE C-LD)



Refraktor VF/pVT icin
Antiaritmik Tedavi

B Amiodarone
et
B | idokain 1~

la Solution inje(tahle iv./ Injektionslosung i.v.

w
{

. P ro ka i n a m i d \’L"ﬂj’fﬂ'jj;‘f’j’,“ff'l,, ———sanori aventi
B Magnezyum

MAGNEZYUM SULFAT
% 15

10 Amp 10 ml
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Refraktor VF/pVT icin
Amiodarone

B Amiadorone KPR, defibrilasyon ve bir
vazopressor tedaviye cevapsiz VF/pVT
icin uygulanabilir (Class IIb, LOE B-R)

Lidokain ve plaseboya gore hastaneye yatis
oranlarini arttirir

Ancak hastaneden taburculuk ve iyi norolojik
sonuclu sag kalim oranlarini arttirmaz



Refraktor VF/pVT icin Lidokain

B KPR, defibrilasyon ve bir vazopressor
tedaviye cevapsiz VI/pVT hastalari icin
amiadorone alternatif olarak dusunulebilir
(Class IIb, LOE C-LD)



" S
Refraktor VF/pVT icin
Magnezyum

B Yetiskin hastalarda VF/pVT kardiyak
arrestleri icin magnezyumun rutin

kullanimi tavsiye edilmez (Class Ill: No
Benefit, LOE B-R)



"
Post-Kardiyak Arrest llac

Tedavisi: Lidokain

B | idokain

VF/pVT nedeniyle kardiyak arresten spontan
dolasima donus sonrasi erkenden lidokain

baslanmasi veya idamesi uygun olabilir
(Class IIb, LOE C-LD)



I
Post-Kardiyak Arrest llac
Tedavisi: Beta Bloker

® \/F/pVT nedeniyle kardiyak arrest sonrasi
hospitalize edilen hastalarda erken evrede oral
veya |V B-blokerlerin baslanmasi veya
idamesi uygun olabilir (Class IIb, LOE C-LD)



|0 lla¢ Verilmesi

B Kardiyak arreste devam eden KPR
sirasinda 1O ila¢g vermenin etkinligi ve
yararliligl hakkinda az bir bilgi vardir.

® |\ yol derhal acilamiyorsa 10 yol agilmasi
uygundur (Class lla, LOE C)



" BN
Endotrakeal
Yolla lla¢ Verilmesi

m Pek cok calismada lidokain, epinefrin,
atropin, naloksan ve vazopressinin trakea
yoluyla absorbe oldugu gosterildi

ELVAN, VANEL

® Amiadoronenin endotrakeal yolla verilmesi
ile ilgili bilgi yoktur



" B
Endotrakeal
Yolla llac Verilmesi

B Optimal endotrakeal doz bilinmemektedir
IV dozun 2-2,5 kati, 5-10ml steril su veya
normal salin ile dilue edilir ve endotrakeal tup
icine direk verilir
Epinefrin ve lidokainin %0.9 salin yerine steril
su ile dilusyonu daha iyi ilag absorbsiyonu
saglayabilir



B Manuel gogus basisina
gore daha faydali
oldugunu gosteren
kanit yoktur

Aktif kompresyon-dekompresyon
KPR + EEA

Mekanik pistonlu KPR cihazlari



Ik etapta ABC
ve vlcut 1sisi ile
ilgili bazi
hedefler oneriliyor

Immediate traatment

Ikinci etapta
taniya yonelik
surec¢

Diagnosis

lyilesme
surecinin
optimize
edilmesi

Optimising recovery

Return of spontaneous circulation and comatose

Aireay and breathing

Hava yolu/solunum

Vucut 1sisi

[ [=] Likely cardiac Capse? ¥ES

Olasi kardiyak
p— 12-lead ECG 5T elevation? Neden ?

Comsider
Coranary angiography = PO {Cara Ry S g gra piy =+ P

Consider CT beain pemd Cause for candiac anngst

arvdyor TTPA identified?

= Hastanin yogun bakima

Agdmmit po e ve Cane Linit

s alinmasi

HOU rmama g e et

; Yogun bakim
yonetimi

Fig: 5:1. Fost-resusctacion cane algomthme SHP: systolic blood pressure: P percubanesus coronacy inerwenton: CTRS: oompreted tomography pulmamany angkograec 100
Dpemsive Cans U BAAP S PTeraa] pressi e Sonely ! crirad sedem s R e s TR caend e vt i riedid lne Geliew ERGE e kstroseriee phalogss plats FOD: frpilaess e

candssserier delibrallanse.



Terapotik Hipotermi
(HVIY - Hedef vucut 1sisiI yonetimi)

B Kardiyak arrest sonrasi spontan dolagsimi saglanan
komatoz (sozel emirlere anlamli yanit alinamayan) tum
yetigkin hastalara HVIY yapilmalidir

Hastane digi VF/nVT kurbanlarinda: (Sinif I, KD B- R)

Hastane digi Asistoli / NEA ve tUum hastane ici arrestlerde: (Sinif
|, KD C- EO)

B Hedef vucut i1sis1 24 saat boyunca 32 °C - 36°C arasinda
tutulmalidir Sinif I, KD B- R

B Sogutma en az 24 boyunca da sabit tutulmalidir Sinif Ila,
KD C- EO



Kardiyak Arrest sirasinda rutin kullanimi
tavsiye edilmeyen ilaclar/ girisimler



" S
Sodyum Bikarbonat

m Kardiyak arreste rutin kullanimi tavsiye
edilmez (Class Ill, LOE B)

B Baz| spesifik resusitasyon durumlarinda
yararli olabilir

Daha once var olan metabolik asidoz
Hiperkalemi

TCA entoksikasyonu



" S
Kalsiyum

B Kardiyak arrest sirasinda spontan dolasima
etkisi uzerinde farkli sonuclar bulundu

B Sag kalim Uzerine yararl etkisi gosterilemedi

® Hastane i¢i ve hastane disi kardiyak
arrestlerin tedavisi icin bazi spesifik durumlar

harig¢ rutin kalsiyum verilmesi tavsiye edilmez
(Class Ill, LOE B)



" SEE———
Fibrinolizis

B Fibrinolitik tedavi kardiyak arreste rutin
kullaniimamalidir (Class Ill, LOE B)



PE icin KPR sirasinda fibrinoliz

» Tani konmus PE arrestleri icin KPR sirasinda
fibrinolitik uygulanabilir.

(Sinif lla , KD C- LD)
» Supheli PE kardiyak arrestlerde KPR sirasinda
fibrinolitik uygulanabilir.

. (Sinifllb, KD C- LD)
- 50 mg alteplaz bolus + 15 dk sonra gerekirse doz tekrari
- Tek doz tenekteplaz

74
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Pacing

® Var olan kanitlar transkutan, transvenoz pacing
kardiyak arreste;
uygulama zamani (asistolide erken veya gec),
hastane ici veya disi,
ritmin asistoli ve PEA olusundan bagimsiz spontan
dolasima donus ve sag kalim sonuclarini iyilestirmez

® Kardiyak arreste rutin kullanim icin tavsiye
edilmez (Class Ill, LOE B)



" S
Prekordiyal Yumruk

B Prekordiyal yumruk defibrilatorun hemen
kullanima hazir olmadigi durumda; sahitli,
monitorize, stabil olmayan ventrikuler
tasiaritmiyi sonlandirmak icin dusunulebilir
(Class IIb, LOE B), fakat KPR ve sok
verilmesini geciktirmemelidir



"
Bas donmesi ve fenalik hissi ile gelen
56 yasinda bayan hasta, terli, soluk, TA
80/50
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Semptomatik sinus bradikardisi, nabiz 38



Adult Bradycardia With a Pulse Algorithm

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

!

IV access

Identify and treat underlying cause

Maintain patent airway; assist breathing as necessary
Oxygen (if hypoxemic)
Cardiac monitor to identify rhythm; monitor blood pressure and oximetry

12-Lead ECG if available; don’t delay therapy

a4a
No
( Monitor and observe ):

© 2015 American Heart Association

Y

Persistent
bradyarrhythmia causing:

Hypotension?

Acutely altered mental status?
Signs of shock?

Ischemic chest discomfort?
Acute heart failure?

o

v Yes

5
c N

Atropine

If atropine ineffective:

¢ Transcutaneous pacing
or

e Dopamine infusion
or

e Epinephrine infusion

!

Consider:

e Expert consultation
e Transvenous pacing

Doses/Details

Atropine IV dose:

First dose: 0.5 mg bolus.
Repeat every 3-5 minutes.
Maximum: 3 mg.

Dopamine IV infusion:
Usual infusion rate is
2-20 mcg/kg per minute.
Titrate to patient response;
taper slowly.

Epinephrine IV infusion:
2-10 mcg per minute
infusion. Titrate to patient
response.
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Monitoru degil hastayi tedavi edin



/4 yasinda erkek gogus
agrisi ve carpinti




Adult Tachycardia With a Pulse Algorithm

1
Assess appropriateness for clinical condition. Doses/Details
Heart rate typically =150/min if tachyarrhythmia. Synchronized cardioversion:
Initial recommended doses:
e Narrow regular: 50-100 J
2 ¢ Narrow irregular: 120-200 J
. . biphasic or 200 J monophasic
Identify and treat underlying cause . WFin e regular: 100 J P
e Maintain patent airway; assist breathing as necessary e Wide irregular: defibrillation
¢ Oxygen (if hypoxemic) dose (not synchronized)

e Cardiac monitor to identify rhythm; monitor blood

. Adenosine IV dose:
pressure and oximetry

First dose: 6 mg rapid IV push;
follow with NS flush.
Second dose: 12 mg if required.

h 4 Antiarrhythmic Infusions for
Persistent 4 Stable Wide-QRS Tachycardia
tachyarrhythmia causing: . ) ) Procainamide IV dose:

¢ Hypotension? Y Synchronized cardioversion 20-50 mg/min until arrhythmia
 Acutely altered mental status? €° , * Consider sedation suppressed, hypotension ensues,
* Signs of shock? * If regular narrow complex, QRS duration increases >50%, or
* |schemic chest discomfort? consider adenosine maximum dose 17 mg/kg given.
¢ Acute heart failure? Maintenance infusion: 1-4 mg/min.

/6 \ Avoid if prolonged QT or CHFE.
No e |V access and 12-lead ECG Almlodaro_ne IV dose: .
5 v if available Srst dose: 150dmc?'1?¥/?l'r 10 minutes.
- Yes ) . . epeat as needed i recurs.
Wide QRS? ¢ Consider adenosine only if Follow by maintenance infusion of
20.12 second regular and monomorphic - )
. . i . 1 mg/min for first 6 hours.
¢ Consider antiarrhythmic infusion
» Consider expert consultation Sotalol IV dose:
No K ) 100 mg (1.5 mg/kg) over 5 minutes.
7 v Avoid if prolonged QT.

¢ |V access and 12-lead ECG if available
* Vagal maneuvers
e Adenosine (if regular)
¢ [(3-Blocker or calcium channel blocker
e Consider expert consultation
© 2015 American Heart Association




" JE—
44 yasinda erkek hasta, kronik alkolik,
persisten kusma, EKG cekilirken cevapsiz

hale geliyor

Polimorfik VT (Torsa des Pointes); genis kompleks ve irreguler.
PVK tarafindan tetikleniyor. Hasta ciddi hipomagnezemik ve hipokalemik.
Ik EKG’de uzun QT intervalini gosterdi. Defibrilasyon basariliydi ve tedavisi iyiydi.
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55 yasinda kadin hasta
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" S
Cok Hizli ve Irregller;
WPW ve atriyal fib. dusunun

B AV nodal bloker vermeyin
VF tetiklenebilir

B Elektiriksel kardiyoversiyon yada kimyasal
konversiyon

Procainamide (6ncelikle), amiodarone (artik
onerilmiyor)



kan basinci

|Z
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ndar
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68 yasinda erkek b

90/60
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Hastanin tasidisritmi ve genis QRS kompleksinin nedeni hiperkalemiydi.
Potasyum duzeyi 8.1 mEqg/l geldi. Hasta baslangi¢ta lidokain ve amiodarone
ile tedavi edildi. Ancak iyilesme olmadi. Asistoli geligti. IV kalsiyum verildi.
Ancak ¢ok gec kalinmisti.

Belirgin genis QRS ve bizaar gorinum varsa, hiperkalemiyi erkenden dusunun.



Degerlendirme yapilmayan konular

Cardiovasffular Life Support.” !

2010

2010

2010

2010

2010

2010

2010

2010

210

2010

2010

2010

und Tachycardia

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

P

The routine use of cricoid pressure in cardiac arrest is not recommended (Class I, 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 llb, LOE B).

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

If W or 10 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 llb, 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 Il, 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 llb, LOE
B), but should not delay CPR and shock delivery.

It 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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2015 Kilavuz Guncellemesi

® Uygulamalarimizda/
davraniglarimizda ne
tur degisikliklere yol
acti/acacak

B KPR sonrasi en iyi
sonug: iyi norolojik
sonuclu sag kalim




"
Sag kalim ve iyl norolojik
sonuclar

B Frken yuksek kaliteli KPR ve
defibrilasyon

® Frken post-kardiyak arrest bakimi
Hedef vlcut 1sisi yonetimi

B ECPR umut verici gorunuyor

B Akut koroner sendrom suphesi

olanlarin PCIl merkezlerine oncelikli
sevKi

B PE nedenli kardiyak arrestte
trombolitik verilmesi



FIRST DO NO HARM

Primum nihil nocere



Gelecekte:

Bizlerin en buyik SarsS/

“halka yonelik KPR
egitimleri ve defibrilasyon
programlarinin” gelistiriimesi By A
ile becerikli ve kaliteli
halktan kurtaricilarin
yetistiriimesidir




Ogrenin yasatin,
ogretin yasayin !

Dinlediginiz icin tesekkurler
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