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Objectives for Today’s Talk

»Some physiology basics
» History of CPR
» The ROC Trial
»ILCOR 2010
» Thoughts for the future

» Airway Obstruction
» Apnea

» Cardiac Arrest
»Massive External Bleeding
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We are talking today about
the sickest patients
that you will ever have
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To understand the progress
of the field, there are
[RURER
“physiological fives”
that you must remember

Five liters of blood

in the vascular system

in the average-sized adult
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Five liters per minute
of cardiac output
in the resting state in
the average sized adult

Five liters per minute
of ventilation

in the resting state in

the average sized adult
(REMEMBER:

This 1s NEGATIVE PRESSURE)
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FACE IT!!!
5°s are
EFEVERYWHERE

1n medicine

Circulation meets Ventilation

»BP =CO x PVR

»Our negative pressure
inhalations enhance venous
return and BP




g ;ﬁ‘rm, i k: ‘{ Cut edge of pericardium

Atmosphéric OZ == 150
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Arterial O2=~ 80 — 100
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Oxygen Delivery to Tissues (DO,)

DO, = Ca0, x CIx 10
(normally 550-650 cc/min/m?

or around a liter per minute or so)

Fick Equation

»Gives “consumed oxygen”

>VO, = 1.38 (Hb)(CO)
(Sa0,- SvO,)/10

(normally 240-290 cc/min)




Oxygen Consumption

»VO0,/DO, is normally
0.22-0.27 (0.25)

» Rising VO/DO, ratio is a

y 'I‘ ‘,/ r r ‘(' <«
sign of inadequate tissue

oxygenation)

Sat.O. = Sat O. - YO, (ml/min) 1
ViR ®°2 0,(L/min)  Hb (gr/L) * 1.39

Metabolism 1

Sat,O, = Lung -
ViR 2 Hemodynamics Anemia
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20 cc O, /100 cc Blood

5000 cc/ 100 cc =50

20ccx50= 1000 cc

@ wentilatigh
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Coronary Perfusion

»Driven by aortic diastolic
pressure

» Drops precipitously with
the loss of cardiac output

1
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It was in 1954 when James Elam
in New York first
demonstrated experimentally that
“exhaled air ventilation” worked,
later partnering with Peter Safar
and many national organizations
to popularize the technique.
His book “Rescue Breathing”
was published in 1959.

12
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Safar set out on a series of experiments
using chemically paralysed individuals to
show that the ventilation technique could

maintain adequate oxygenation

Peter Safar describes the experiments:

"Thirty-one physicians and medical
students, and ‘one nurse volunteered . . .
Consent was very informed. All volunteers
had to observe me ventilate anaesthetised
and curarized patients without
a tracheal tube.”

.‘

13
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Safar said, “I sedated the volunteers and

paralysed them for several hours each.
Blood O2 and CO, were analysed.

I demonstrated the method to over 100 lay
persons who wete then asked to perform
the method on theé Curarized volunteers."

Safar discussed in his memoirs that he so
very much believed in the principle of
mouth to mouth ventilation that the first
person that he sedated, paralyzed, and
ventilated in this study was his wife

We MIGHT have trouble geiting that study

through an IRB today!

14
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Peter Safar wrote the book “ABC of
Resuscitation” in 1957.

In the U.S., it was first promoted as a
technique for the public to learn
in the 1970s

The first person saved withithis technique
was recalled bysJude:

"She was rather an obese femal€who ... went into
cardiac arrest as a résul, of flurothane anesthetlc
This woman had no bloé ssure, no pulse, and
ordinarily wé would ha ﬁedbd up her chest.
Instead, since we;weren’t in the operating room, we
applied external cardiac massage. Her blood
pressure and pulse came back at once. We didn’t
have to open her chest. They went ahead and did the
operation on her, and she recovered completely."

15
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The formalized system of chest
compression was really an accidental
discovery made by William Kouwenhoven,
Guy Knickerbocker, and James Jude at
Johns Hopkins University

They were studying defibrillation in dogs
when they noticed that by forcefully
applying the paddles to the chest of the
dog, they could achieve a pulse in the
femoral artery

With this information,
they were ready for human trials

16
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The formal connection of chest compression
with mouth-to-mouth ventilation to create
CPR as it 1s practiced today occurred when

Safar, Jude, and Kouwenhoven presented
their findings at the annual Maryland Medical
Society meeting on September 16, 1960,
in Ocean City

In the opening remarks the moderator said,
"Our purpose today is to bring to you, then,
this new idea."

Drs. Kouwenhoven and M111£10r at = I
The Johns Hopkins University déveloped®the
first defibrillator for use in countershock in
humans in the early ‘50’s

The first device weighed 200 pounds, was on
rollers, and delivered current via paddles placed
at the suprasternal notch and at the apex

17
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m

In 1960, a patient arrived in\t%@fgency
room at 1 a.m. complaining of indigestion,

and in the midst of undressing for his exam,
suddenly collapsed in ventricular fibrillation

The admitting resident, Dr. Gottleib (Bud)
Friesinger, was familiar with the defibrillator
located in a laboratory on the Hospital's 11th

floor, having assisted in the early research

Dr. Friesinger commented,
"He was quite a dramatic
Saturday morning Grand

Rounds presentation.”

18



Jogether Blamiand Safar
helped.develop the,R esusci Anne
Mannequin which was produced

and distributed by
Laerdal of Norwa

10/24/10
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Where did Laerdal find the face
for his mannequin?

Legend has it that there was an unknown
girl, entered in the books of the Parks
morgue in Paris as “ecadavre feminin
inconnu”, (unknown female cadaver)

before her remains were disposed of in
an unmarked pauper’s grave.

A death mask was made of her features, but
it was unclear if this was done in
furtherance of attempts to establish her
identity, or because an unnamed morgue
attendant was so taken by her visage that he
crafted a memento of her beauty.

20
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s A
Today we call her “CPR Annie”

How many students have
been taught
to begin CPR by saying,
“Annie, Annie....are you okay?”

ol

21
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They named it

Cardiopulmonary Resuscitation

They did NOT name it

Pulmonocardiac Resuscitation

22
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This 1s a principal
take-home message

of this presentation

I
AM

shouting!!!

23
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% Survival

40

stertial survival
with quality CPR?

21-22 min

Time to first Shock

24
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50 years of evolving needs and solutions

1960

The need for a lifelike training aid for mouth-to-mouth
ventilation, and to make rescuers willing to blow into a
“dead” person, led Asmund S. Laerdal, together with Dr.
Bjorn Lind and Dr.Peter Safar to develop Resusci-Anne.

The first AHA/JAMA Guidelines for CPR in 1974
recommended that full CPR be taught also to lay people.
Recording Resusci Anne allowed “training to perfection”,
reporting quality of CPR on a paper strip.

In the 1980's the American Heart Association set a criteria of
90% correct performance to obtain CPR certification:
SkillMeter Resusci Anne was developed to meet the need for
quantitative real-time CPR measurement and feedback.

In the 1990's there was much focus on sufficient hands-on
practice. Little Anne was introduced (1995) as a
supplemental trainer to meet the need for a lower student to
manikin ratio.

In the 2000's growing concern about patient safety and
costefficiency caused increased focus on patient simulation
and self-directed learning. Also, research demonstrated that
the quality of CPR delivered by even health care
professionals was poor and that CPR measurement and
feedback helped improve performance.

25
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ROC: Past, Present, and Future

AHAMED IDRIS, MD
PROFESSOR AND DIRECTOR

DFW CENTER FOR RESUSCITATION RESEARCH

Vancouver

Seattle

Data Coordinating
Center, Seattle

Portland
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iCompIeted Studies

= Epistry:
= Cardiac arrest: ~ 85,000
= Trauma: ~ 14,000

= Hypertonic Resuscitation for Severe
Trauma

= ROC PRIMED - Prehospital Resuscitation
IMpedance valve and Early vs Delayed
analysis (ROC PRIMED) Trial

iHS TBI Enrollment

300

250

200

150+

100+
50

0.

SEA DAL TOR SD BIR PDX OTT MLW Van
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iHS Shock Enrollment

200
180
160
140
120+
100+
80
60
40 4
20

0.
SEA DAL TOR SD BIR PDX OTT MLW Van Pitt

iHypertonic Resuscitation

= 2,300 patients
= TBI and Shock studies completed

= No difference between groups for
primary outcome

= Increased blood pressure in HS group

= May have resulted in later transfusion
and surgery

= Higher early mortality, same at 30 days

10/24/10
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Table 4. Incidence and Outcome of EMS-Treated Out-of-Hospital Cardiac Arrest?

Alabama Dallas lowa Miwaukee Ottawa Pittsburgh Portland Seattle Toronto Vancouver Overall
(n=267) (n=1265) (n=565) (n=801) (n=1836) (n=575 (n=793) (n=1170) (n=2992) (n=1634) (n=11898)
Adjusted incidence rate 403 829 51.3 86.7 451 511 47.0 74.4 57.0 52.8 56.0
per 100000
Adjusted mortality rate 36.9 772 44.4 78.0 423 474 41.0 62.3 53.6 46.9 50.9
per 100000
Case-fatality rate, % 917 926 869 004 & 205 26-3 835 938 88.5 90.7
Sunivaltodischarge, % <30 45 110 9.7 53 7.0 106 163 55 97 79
Vital status data missing, % 53 29 2.1 0.1 T. U7 5 0.2 0.7 1.7 14

Abbreviation: EMS, emergency medical services.
2All rates were unequal across sites at P < .001.

iROC PRIMED: Cardiac Arrest

= The largest cardiac arrest resuscitation
trial in history

29



Delaying Defibrillation to Give Basic
Cardiopulmonary Resuscitation to Patients
With Out-of-Hospital Ventricular Fibrillation

A Randomized Trial

Lars Wik, MD, PhD
Trond Boye Hansen

Bjorn H. Aucstad, PhD
Petier Andreas Steen, MD. PRD

rom ventricular fi
he survival rate de

whether CPRis perfom
a defibelltor s avilable ! |
hat

s tissue perfusion could b
proved, with
: period while administering CPR
wve the results for pat
with depleted myocardial levels

Context Defibrillstion as soon as possivle i stardard trestment for patients with ven-
tricular fibrilation, A nonrandomized study indicates that after a few minutes of ven-

first might improve the cutcome.

Objective To determine the effects of CPR before cefibrilation on cutcome in pa-
tric ation and with response times eit

Parmn received either standard care with immediate defirfla

with 3 minutes of basic CPR by ambulance personnel prio

f initial defidrikation was unsuccessfud, the stancard group received 1 minute of C

before additional defivrillation attempts compared with 3 minutes in the CPR first group.

Main Outcome Measure Prirary end point was survival to hospitsl discharge. Sec-

oncary end points were hospital admission with returm of spontaneous arauation (ROSC),

1-year survivel, and neurological outcome. A prespecified analysis examined sub-

#roups with response times esther up to or lnger than 5 minutes

Results in the standard group, 14 (15%) of 96 patients survived to hospital dis.

charge vs 23 (22%) of 104 in the CPR first group (P=.17). There were no differences

In ROSC rates between the rdm‘ roup (56% 1) and the CPR

(46% 44\?6 P=.16); or in 1-year survival (20% [21/104] and 15% [14/96), re-
n subgroup analysis for patients with ambulance response times

of either Jp to 5 min there were no cifferences

ables rm».\'-cr the CPR first group (n=40) and lrr standard g

55) s iy o o8] 222
to hospital dscharge

Conclusions Compared with standard care for ventric. on, CPR first prior

to defibrllation offered no advantage in Improving ou AX'nmn ‘nrtm entire study mru

lnce resporse L ter than 5 minutes. How-

ver, the patients with ventricular fibrilation and ambulance response intervals longer

than % minutes had better outcomes with CPR first before defibrillation was at-
tempted. These results require confirmation in sdditionsl randomized trals

ARA. 2003.2699389.1 e s

10/24/10
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[-year survival 20%
[13/64] vs 4% [2/55];

OR, 6.76, 95% (I,
1.42-31.4; P= .01!!!!

i ROC PRIMED: Cardiac Arrest

= We completed the study

= Enrolled >11,000 patients
= No difference between ITD groups overall
= No difference analyze early vs later

10/24/10
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RESUSCITATION OUTCOMES CONSORTIUM
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3. Smoothing spline representing the incremental proba-
survival corresponding to a linear increase in chest
ion fraction.
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Changes Resulting from Increased
Monitoring of CPR Quality Since 2006

+

® Changed CPR protocol:
® Do Not Move the patient!

B Start chest compression immediately!
" Minimize interruptions in chest compressions
" Don’t intubate for first 5 minutes

® Continue CPR for at least 10 minutes before
attempting to move the patient

Increased Monitoring for ROC
Cardiac Arrest Trials

= Interruptions in CPR

= First responding Firefighters not starting
CPR

= AEDs/Defibs not being carried into the
scene:
= Unconscious, seizure, respiratory problem

10/24/10
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CPR QUIK-VIEW Interval Statistics

| e || | S| e | |
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100 - 100 - 118 112 - -
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2006 2009
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CPR QUIK-VIEW Interv
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Impact of ROC on Dallas Outcomes
! Survival-to-Hospital
Discharge

2006 2009 RelaItive Percent
Dallas 3.9% 6.0% 54%
Irving 7.0% 11% 57%
Carrollton | 4.2% 15.8% 376%
Mesquite 3.0% 6.0% 100%

36



i ROC Present

= Epistry continues
= PROPHET: Trauma registry Jan 2010

= Publications
= 35 published
= 25 being written
= Numerous studies in progress

About CPR/Cardiac Arrest

= Continue excellent basic life support
= Continue to download all CPR files
= Continue to fill out CPR form

i Continue to Collect Information

= BioTel OLMC will continue to call engine crews

= Will make another set of training videos

= Another round of training
= Analyze early = witnessed cardiac arrest protocol
= Analyze later = unwitnessed CA protocol

= Engine crews continue to record information
about CPR

10/24/10
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N ORIGINAL CONTRIBUTION

Conclusions:
Survival-to-hospital discharge of
patients with out-of-hospital cardiac
arreSt increased after implementation of
MICR as an alternate EMS protocol.
These results need to be confirmed in a
randomized trial.

pa
estwas

hospital discharge of patients with out-of-hospital cardiac
mentation of MICR as an alternate EMS protocol. These

wwwjim.com

Looking vAhead
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International Liaison
Committee on
Resuscitation

,&\ \,lalSon

O
£ AV zg
g “"\VV E:
WLCOR

2 p o
esuscitd” :
A Belgian Nonprofit Association

ILCOR Members

» American Heart Association
» European Resuscitation Council
» Heart and Stroke Foundation of Canada

» Australian and New Zealand Committee
on Resuscitation

» Resuscitation Councils of South Africa
» Inter American Heart Foundation
» Resuscitation Council of Asia
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ILCOR’s Activities

»Meets twice annually
» First joint guidelines with AHA in 2000

» International Consensus on CPR and
ECC Science in 2005

» Evidence-based consensus conference in
February, 2010

» Will publish findings in October, 2010

Worksheets 2010

To view the ILCOR worksheets, select one of the disciplines and click on the link. Readers are cautioned that
the information contained in each worksheet is preliminary and does not represent any task force or
resuscitation council recommendation.

o Acute Coronary Syndrome (ACS)

o Advanced Life Support (ALS)

o Basic Life Support (BLS)

o Education, Implementation and Teams (EIT)
o Neonatal Life Support (NRP)

o Pediatric Life Support (Peds)

10/24/10
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Basic Life Support Worksheets

S, ILCOR invites you to track the evidence
§ evaluation worksheets with the opportunity to
YTLCOR view and offer comments.

L

Worksheets will be viewable when they are

posted and hyperlinked. Until they are posted
the status will remain listed and not hyperlinked as indicated by pending in the
status column.

If you have any questions please contact eccscience@heart.org

AEDChoking CPR Dispatcher Instructions Recognition Ventilation

(Worksheet| compression chest
Number |Worksheet BLSD23A | ontiation rato_|[BLS047A cPR posted|Ve - |Post
CPR N
public access
BLS-004B |aeh programs | [B-522%8 |ventiation ratio chest \ o
BLS447B only e |
hoking treat BLs-024A [CPRpriorto cPR differentiation of [mments
BLS-013A cardiac arrest
CPR prior & BLS049RY G oS, o0 =51 5.0038 [from ot .
BLS-0024 |narm to rescuers | (BLS-0248 | 0 prosto E L ';”“ other causes ffmments
from CPR harm from CPR to © .
rhythm check (risflg s.051A |victims not in unresponsiveness [is!
BLS-005A |CC only CPR BLS025A benefit of ] arrest positioning of
9. o
harm from CPR to victim with
CPR)(duplicate of BLS-007B st
compression BLS-051B |victims not in traumatic cardiac
BLS-006A 22a7) fmments
depth arrest arrest
rhythm check (ris! T TCPR
BLS-00B [SOMPresson benefit of BLS-053A Fw;\‘;nsg(g min vs incidence and st
depth BLS-0258 of other) BLS-014B [etiology cardiac  [fmments
ulse check (risk CPR)(d o arrest
benafi of { 22a7) BLS010A [dSPatch CPR P a—r t
BLS-008B interruption of first tuct S-050A ':ren'ia "9 rments
BLS-026A : dispatch CPR BLS-050A |cardiac from non- ¢
CPR) vs ventilation first}|BLS-010B - cardiac etiologies [imments
compression first o
BLS-012A |barrier devices BLS-026B vsv:nhlabon ""S rescuer differentiating
BLS-044A BLS-050B |cardiac from non- [pst
attenative BLS-032A |hand placement i dispatcherfo cardiac etiologies [fmments
thods of CPR i
BLS-017A duplicate of 87, escuer passive
(duplicate o 21|BLS-0328B |hand placement » BLS-009A |ventilation
BLS.044p |communication st
) with dispatcher fo techniques | mments
alternative BLS-033A |hand placement CPR airway maneuvers
thods of CPR Ty BLSO011A P
BLS-017B chest ntrained lay in bystander ot
(duplicate of 87aY |sLs-034A |© " BLS-046A |rescuer CC Only II arway maneavers [Jrments
compression rate ve call EMS BLS-011B
alternative BLS034 [chest Untrained lay |t in bystander CPR
BLS-017C | hods of CPR compression ratel|B1 5-0468 |rescuer CC Only ventilation ;“mn‘s
BLS-035A soft vs hard vs call EMS BLS-052B |[inspiratory time
BLS-020A |feedback for CPR > |surface for CPR dispatch CPR and volume
quality tructions:CC "
soft vs hard BLS-049B (ReE L
BLS-020B feedback for CPR| [E-50%58 || ace for CPR only vs standard C C
quality analysis of rhyt C;R TPYP
thythm check (reH [BLS-039 [during chest diferentiation o
benefit of compressions BLS-003A :a EI:“,S o |View Post
BLS-022A | otion of T oercauses Comments |Comments
CPR) P BLS-045A [chest wall recoil °
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WORKSHEET for Evidence-Based Review of Science for Emergency Cardiac Care
Worksheet author(s)

| Date for review: 12 September 2009

Clinical question.

In rescuers performing CPR on adult or paediatric patients (P), does compression only CPR (I) when compared with traditional CPR (C) result in an
increase in adverse outcomes (e.g. fatigue) (0)?

Search strategy (including electronic databases searched).
Medline (PubMed, Ovid, SCOPUS)

Embase.

Follow-up of quoted references

Cardiopulmonary resuscitation OR CPR AND fatigue
Cardiopulmonary resuscitation OR CPR AND quality
Chest compression AND fatigue

Chest compression AND quality

Chest compression AND continuous

« State inclusion and exclusion criteria.
Chest compressions given mechanically or using feedback devices excluded.

+ Number of articles/sources meeting criteria for further review:
465 papers met the above criteria; 25 papers were reviewed; 7 papers were considered relevant to the question

Updated search 17 August 2009 - Search terms as above - articles since July 2007 (date of initial search)

21 ladditional papers met the above criteria; 4 papers were considered relevant to the question

Evidence Supporting Clinical Question

Hightower, 1995 E

Huseyin, 2002 E

A= Returs of spontareous eirculition
B = Survival of eve

A= Return of sp
B = Survival of eve

Evidence Opposing Clinical Question

42



EI\'IEWER‘S FINAL COMMENTS AND ASSESSMENT OF BENEFIT / RISK:

-haspital, b ¥ wa 4 quality of CPR dusing actaal cardiac
2009, 981), A sensing de: ih feedack 1o th wies used 10 measy

adequate compressian.
335). Travellers @ Oslo Airport we nv slunteer, then randomesad 10 pe m S e
es were found th
L 151 Hightower, 1995, 300,

ession depth was inchuded as part
study (LOE S: Luci:

gle, manikiz, study was found that directly compared the quality of continuous chest compression (COC) with 30:

Quality of compression was measured as depth and rate. The mean depth of compressice during COC was
= depth (30emm = ) was si y less than that for 30:2 (4548; p=c0l.05), There was £ sig

arvest peocedures by healthe
are depth nd e of coetinu
5 this was not considered clinical

in of 15:2,

mparison with CPR. Four of these
1 deteriortion in quality of
c cata as to the actual

s on perfanmance

1

2 misastes, no

heare professional, LOE S study (Manders, 2009, 1015) compared the nun
e with chas min. Fatigoe was reported m

but toeal effective compressions were similar

ht perforrmin
335; Trowbrid, 2 L 6 Loci, 1999,
ntinuous chest

compressions’

of effective (depth >38mm) compee
h 2.min periods of

Conclusion

will differ due to other input and discussion.
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Sugerman NT, Edelson DP, Leary M, Weidman EK,
Herzberg DL, Vanden Hoek TL, Becker LB, Abella BS.
Rescuer fatigue during actual in-hospital
cardiopulmonary resuscitation with audiovisual
feedback: A prospective multicenter study.
Resuscitation 2009; 80: 981-984.

Level 4. Fair. Neutral.

135 episodes of continuous chest compression by healthcare professionals during in-
hospital cardiac arrest procedures were monitored. A sensing device with feedback to
the rescuer was used to record depth and rate of compression for 3 min. After 90 sec,
there was a significant fall in mean depth of compression, although this was not
considered clinically significant. A weakness of the study was the presence of the
feedback device which may have helped to encourage the rescuers to maintain adequate

compression.
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Cardiac Arrest Guidelines 1

The ROC PRIMED Cardiac Arrest Trial
found only two clinical treatments that
improved survival from cardiac arrest:

1. Defibrillation of ventricular fibrillation
saves lives.

2. A high percentage of cardiac
compressions per minute saves lives.

Cardiac Arrest Guidelines 2

» Maintaining blood flow to the heart
muscle at all possible moments during
cardiac arrest 1s essential. Compressions
are the only way to do that during cardiac
arrest.

»In caring for a patient in cardiac arrest, it
1s appropriate to begin and maintain
compressions, minimizing interruptions
in compressions at all times.
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Areas Anticipated to be
Addressed and Stressed

in the upcoming release

of the new Guidelines

In No Particular Order #1

» Uninterrupted compressions while the patient is in
cardiac arrest, avoiding distractions to compressors
»Don’t compress too fast, and emphasize full recoil

» Deemphasizing early ventilations in arrest £ 22T
with an obstructed airway

» 1t is not AT ALL clear what the optimal airway is, and
supraglottic airway is probably as good as ETI early on
»BVM is FINE during compressions

» Avoid over-ventilation

»>Not at all clear if drugs help, indeed MAY be harmful

46



10/24/10

In No Particular Order #2

» Something made your patient die, and you will likely
have to figure out what it was: CAD, PE, CHF, drugs,
hemorrhage, TP, CT, electrolyte, acidosis, stroke, etc?

»Procainamide may be coming back — Mattu, U.O.M.

» Think therapeutic hypothermia, and keep the
neurologist AWAY from your patient early on

» Avoid over-ventilation

»Monitor Capnography, allow mild hypercapnea

In No Particular Order #3

»Following ROSC, medics should perform a 12-lead
ECG ASAP and transport pt. to a Resuscitation Center

» Consider TCP for unresponsive slow PEA

» There is no evidence to support the use of atropine in
asystole or PEA, though there is no evidence of harm

» Think about using physiological parameters to guide
vasopressor use in CPR: ETCO,, CVO,

» Cricoid pressure will likely be deemphasized

»No evidence in support of or against antiarrhythmics in
the “post-arrest phase”
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...and, oh, by the way...

» We should re-order the “ABCs” to
“CABs " as has been done for years in
Europe, to stress the importance of chest
compression

»Teach “Compressions only CPR” to the
public over the phone during a cardiac
arrest, with the exception of arrest caused
by an obstructed airway

Take Home Message 1:

»GET ON THE CHEST
»STAY ON THE CHEST
»KEEP PUMPING UNTIL
YOU STOP THE CODE
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Take Home Message 2:

»1f an airway obstruction

caused the cardiac arrest,
you MUST get the
alrway open

Take Home Message 3:

» The core management of
cardiac arrest 1s the same for
all rhythms
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| Witnessed Arrest by Paramedics I
T

v I Standard Cardiac Arrest Protocol |

Take Home Message 4:

»In the non-airway
obstruction arrest,
ventilation 1s de-emphasized
for several minutes

»Clawson’s experience

50



CPR QUIK-VIEW
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Faster 1s NOT Better!!

We NEED to be Stressing
THREE THINGS

v Citizen “CR”

v’ Medic Uninterrupted
Compressions

v'Rate 100 - 120
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Slovis's Five Steps of
Cardiac Arrest Management

1. Pre-arrest - get the word out in the community abou 1 !
Compressions-Only CPR!

2.Get to cardiac arrest patients quickly - Too many ystems

are wasting up to 3 minutes processing the 9-1-1 call.

3. Qur first responders are indispensable partners in our chain-
of-survival and need to be treated as equals.

4. Advanced responders need to know what works and utilize
evidence-based techniques.

5. EMS needs to partner with our other emergency colleagues
inside the hospital by using approaches such as therapeutic
hypothermia and other best practices.
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V1s10n for the Future

»That all that CAN be prepared, would be

» Thatall of us in clinical care sing as a
well-rehearsed choir from
e sade slheEs THIIRIC
» That research will light our paths
as we maintain our commitment to the
betterment of the human condition. ..
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