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EVEN CHILDREN CAN PERFORM SUCCESSFUL CPR

* A recent study tested sixth graders and their capacity to use Hands-Only CPR to save lives. The study found that the
in the correct location and at the appropriate compression rate, making
this a viable group to train to help save lives




2 STEPS

TO SAVE A LIFE




SCOPE OF GUIDELINES
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* Resuscitation causes, processes, and outcomes are
, Which are reflected
in their respective Chains of Survival
* In OHCA, the care of the victim depends on community
engagement and response.

* |tis critical for community members to recognize cardiac
arrest, phone 115, perform CPR, and use an AED



CHAIN OF SURVIVAL

Pre CPR Post CPR

Adult IHCA Chain of Survival



PRE CPR

1. From an acute and progressive vital organ dysfunction to
2. Detect organ failure by target monitoring

3. TRACK and TRIGGER

4. Crash Card

5. Acceptable , Warning , Action Ranges for monitoring

6. Ward oriented
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What is
Cardiac
Arrest?

Occurs when the heart
malfunctions and stops

beating unexpectedly. Cardiac
arrest is an "ELECTRICAL"
problem.

What is a
Heart Attack?

Occurs when blood flow to the
heart is blocked. A heart attack
is a "CIRCULATION" problem.




Adult Basic Life Support Algorithm for Healthcare Providers

( Verify scene safety. )

!

* Check for responsiveness.

¢ Shout for nearby help.

¢ Activate emergency response
system via mobile device
(if appropriate).

¢ Get AED and emergency equipment
(or send someone to do so).

\
-

r
Normal J No normal * Provide rescue bl’eathing.
breathing, Look for no breathing breathing, 1 breath every 6 seconds or
Monitor until pulse felt or °n|y gasping and check pulse felt 3 é?‘bfzathflmln. el
emergency pulse (simultaneously). if me;c u‘l)sues:tg:te(r:yPR ;
responders arrive. Is pulse definitely felt . I P ibl R id : d
ithin 10 seconds? POSSI00 JPIGi0 Ovarcose,
b administer naloxone if
k available per protocol. )

No breathing
or only gasping,
pulse not felt

By this time in all scenarios, emergency
response system or backup is activated,

______________________________________ and AED and emergency equipment are
Y retrieved or someone is retrieving them.
Start CPR
e Perform cycles of 30 compressions
and 2 breaths.

* Use AED as soon asitis available.




retrieved or someone is retrieving them.

/
Start CPR
* Perform cycles of 30 compressions
and 2 breaths.
* Use AED as soonasitis available.

'

AED arrives.

l

/ Y
Check rhythm.
Shockable rhythm?
Yes, No,
shockable nonshockable

‘ \

* Give 1 shock. Resume CPR * Resume CPRimmediately for
immediately for 2 minutes 2 minutes (until prompted by AED
(until prompted by AED to allow to allow rhythm check).
rhythm check). e Continue until ALS providers take

e Continue until ALS providers take over or victim starts to move.
over or victim starts to move. & 4

© 2020 American Heart Association




Adult Cardiac Arrest Algorithm

Start CPR

* Give oxygen
* Attach monitor/defibrillator

Rhythm
shockable?

Asystole/PEA ]
—£_

3
Epinephrine
ASAP

P~ v
4

1
T CPR 2 min
CPR 2 min * IV/IO access
* Epinephrine every 3-5 min
» Consider advanced airway,
capnography

* W10 access

Rhythm
shockable?

CPR 2 min
¢ Epinephrine every 3-5 min
* Consider advanced airway,
capnography




=N

Yes

.

8 ™, '
T CPR 2 min
4{ « Amiodarone or idocaine L maﬁgﬁnrimlgﬂugns

* Troatreversible causes
M A

Hhrthm
shockable?
Y . - L

= |f no signs of return of _ Gotobor7?
spontaneous circulation '
[ROSC), goto 10 0r 11
If ROSC, goto
Post=Cardiac Arrest Care
Consider appropriatensess
of continuad resuscitation

& 2020 Armercan Heart Association




Adult Cardiac Arrest Algorithm

= (S pwygen

[  StartCPR
= Ariach manteridefibrilator

Asyatole/PEA

t
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CPR 2 min

CLHX
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CPR 2 min
& Epiesphriess sy 3
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Cardiac Defibrillator Give Consider
arrest arrives vasopressor antiarrhythmic

1 i
T £ 4 g Go to
= > G D> DI

Rhythm Rhythm Rhythm
check check check

m :=25 cyples of 9 L = CPB \fvhile | /g’ . = Shock
2 minutes of CPR defibrillator charging

’




CPR Quality

Push hard (at least 2 inches
[5 cm)) and fast (100-120/min)

and allow complete chest recoil.

Minimize interruptionsin
compressions.

Avoid excessive ventilation.
Change compressor every

2 minutes, or sooner if fatigued.

If no advanced airway, 30:2

compression-ventilation ratio.

Quantitative waveform

capnography

— If PETCO, is low or decreasing,
reassess CPR quality.
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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.

* Monophasic: 360 J




Drug Therapy

e Epinephrine IV/IO dose:
1 mg every 3-5 minutes N
e Amiodarone IV/IO dose: @)da LSJJ‘A

First dose: 300 mg bolus. el

Second dose: 150 mg.

or

Lidocaine IV/IO dose:

First dose: 1-1.5 mg/kg.
Second dose: 0.5-0.75 mg/kg.

EPINEPHRINE




Advanced Airway

. ""e.g.uﬁ\.ﬁ

e Endotracheal intubation or su-

praglottic advanced airway SGAK RS+l
 Waveform capnography or cap- A 2
nometry to confirm and monitor =
ET tube placement cleal Ky 5 5o
* Once advanced airway in place, L5 A Ssiage
give 1 breath every 6 seconds el A

(10 breaths/min) with continu-
ous chest compressions



ROSC O8d Jha 8 Cds L

e Pulse andblood pressure
e Abruptsustainedincreasein
PETCO, (typically 240 mm HQ)

e Spontaneous arterial pressure
waves with intra-arterial
monitoring




Hypovolemia

Hypoxia

Hydrogenion (acidosis)
Hypo-/hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombosis, coronary




Adult Cardiac Arrest Algorithm

Start CPR

* Gve oxygen
* Attach montocidefidrilator

CPR2 min
o (WO ocess

CPR2min
* Epinophrine every 3.5 min
o Consicur advanoed sirway,
CRONOYraphy

v,
CPR2min
* Amlodarone o lidecalne
* Treatreversidie coutes

© 020 Aredizan Hawt Asyaciyion

3. Adult Cardiac Arrest Algorithm.

Epinephrine
ASAP

CPR2min
e VO accasa
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Adult Cardiac Arrest Circular Algorithm

Start CPR
* Give oxygen
» Attach monitor/defibrillator

. Return of Spontaneous
2 minutes Circulation (ROSC)

Post-Cardiac
Arrest Care

If VF/pVT
Shock ’

Drug Therapy
IV/IO access
Epinephrine every 3-5 minutes
Amiodarone or lidocaine
for refractory VF/pVT

Consider Advanced Airway
Quantitative waveform capnography

Treat Reversible Causes

Yonitor cpr quat™




Adult Cardizc Arrest Circular Algorithm

Start CPR
< @va oxyaen
« Adtach mento/dafonlstee

2 minutes Roturn vl 3pvilaovus
-~

Orug Therapr
VAQ accoss
Epnephrine every 3-Cminutes
Amioderone or lidecane
for refractecy VEpVYT

Cinsider AdvancedAirway
Quan Rt wareform ssanagraphy

Treat Reversible (auses

Yonitor cpr quet™

O 200 amirha it Aveculin

Rgure 4. Adult Cardlac Arrest Qrcular Algorithm.
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Table 2.

Adult BLS Sequence??

Lay Rescuer Not Healthcare
Step Trained Lay Rescuer Trained Provider
1 Ensure scene safety. Ensure scene safety. Ensure scene
safety.
2 Check for response. Check for response. Check for
response.
3 Shout for nearby Shout for nearby Shout for nearby

help. Phone or ask
someone to phone
9-1-1 (the phone
or caller with the
phone remains at
the victim’s side,
with the phone on
speaker mode).

help and activate the
emergency response
system (9-1-1,

emergency response).

If someone responds,
ensure that the
phone is at the side
of the victim If at all

possible.

help/activate

the resuscitation
team: the
provider can
activate the
resuscitation
team at this time
or after checking
for breathing and
pulse.




Follow the
telecommunicators*
instructions.

Check for no
breathing or only
gasping; if none,
begin CPR with

compressions.

Check for no
breathing or
only gasping
and check
pulse (ideally
simultaneously).
Activation and
retrieval of the
AED/emergency
equipment by the
lone healthcare

provider or by
the second
person sent by
the rescuer must
occur no later

than immediately
after the check
for no normal
breathing and no
pulse identifies
cardiac arrest.




Look for no Answer the Immediately
breathing or only telecommunicator’s begin CPR, and
gasping, at the questions, use the AED/
direction of the and follow the defibrillator
telecommunicator. telecommunicator’s when available.
Instructions.

Follow the Send the second When the second
felecommunicator’s person to retrieve rescuer arrives,
Instructions. an AED, if one is provide 2-rescuer

available. CPR and use the
AED/defibrillator.

AED indicates automated external defibrillator; BLS, basic life support; and
CPR, cardiopulmonary resuscitation.




AIRWAY  OPENING THE AIRWAY

e o it e 9 pen the 1. Cervical spine injury

d r'.u_‘l_r -.f a patsemt

?T;'frj"j_"jjjfj;:,;;;ﬁr — 2. No injury : Head tilt / chin lift
oo nt in performing both

nE::-_ in:nnsfl'u:l En:'ulil.:'. “r' 5r':5-|.1|:|. . 3 i I nj u ry : J a W t h rU St
open the ainvay using a head tili—chin lift
4. No cricoid pressure

maneuver when no cervical spine injury

adult cardiac arrest is mended.




JAW THRUST MANEUVER




HEAD TILT CHIN LIFT MANEUVER

Blocked Airway Open Airway
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ion, particularly in
hiospitalized patients with an advanced
ainvay in place.
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CHEST COMPRESSIONS: COMPRESSION RATE:
At least 2" (5 cm) and Between 100 and 120
not more than 2.4" (6 cm) compressions per minute

AHA 2015 GUIDELINES FOR CARDIOPULMONARY RESUSCITATION AND EMERGENCY CARDIOVASCULAR CARE



COMPRESSION FRACTION AND PAUSES
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Chest Compression Fraction : 60%



1. During manual CPR, rescuers should

perform chest compressions to a depth 1. Depths 5 cMm

of at keast 2 inches, or 5 cm, for an

average adult while avoiding excessive 2 NO more than 6 cm

chest comp _EE' in deptns (graater than

2.4 inches, or & am). 3. Rate 100 - 120
2. In adult victims of cardiac arrest, it is

reasonable for rescuers to perform chest 4 AVOid Iea N | ng
compressions at a rate of 100 to 120/min. .

3. It can be benefidal for rescuers to 5 Equal t|me5 C/R
avoid leaning on the chest between 6. Duty Cycle 50%

compressions to allow complete chest
wiall recoil for adults in cardiac arrest.

4. It may be reasonable to perform chest
compressions so that chest compression
and recoilfrelaxation times are
approximately equal.




Not too fast:
Not too hard

100-120/min
5-6cm deep
ae»




MONITORING

1. EtCO2
>10 the higher the better

2. Diastolic blood pressure
3. Arterial line

4. Audio feedback

parameters such
pressure or nad-tid
to monitor and optimiza




VENTILATION AND VENTILATION TO COMPRESSION
RATIO

Recommendations for Fundamentals of Ventilation During Cardiac

1. For adults in cardiac arrest receiving
approximataly

2. In patients without an advanced

reasonable to deliver ither by
entilation.

reason
a "regular’
second rescus

ventilation (too many bres
a volume) during CPR.




EXCESSIVE VENTILATION
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Recommendations for Compression-to-Ventilation Ratio: ALS

. Before placement of an advanced ainvay
(supraglottic airway or tracheal tube),
it is reasonable for healthcare providers
to perform CPR with cycles of 30

compressions and 2 breaths.

2. It may be reasonable for EMS providers
to use a rate of 10 breaths per minuta (1
breath every & 5) to provide asynchronous
ventilation during continuous dhest
compressions before placement of an
advanced airway.

3. If an advanced airway is in place, it may
be reasonable for the provider to delive
1 breath every & s (10 breaths/min) while
continuous chest compressions are being
performed.

1. It may be reasonable to initially
use minimally interrupted chest
compressions (ie, delayed ventilation)
for witnessad shockable OHCA as part
of a bundle of care.




DEFIBRILLATION

Recommendations for Defibrillation Indication, Type, and Energy

|~ con | toe | Recommendations
1

. Defibrillators (using biphasic or
monophasic waveforms) are
recommended to treat tachyarrhythmias
requiring a shock.

. Based on their greater success in
arrhythmia termination, defibrillators
using biphasic waveforms are preferred
over monophasic defibrillators for
treatment of tachyarrhythmias.

. Asingle shock strategy is reasonable
in preference to stacked shocks
for defibrillation in the setting of
unmonitored cardiac arrest.

. It is reasonable that selection of fixed versus
escalating energy levels for subsequent

shocks for presumed shock-refractory
arrhythmias be based on the specific
manufacturer’s instructions for that
waveform. If this is not known, defibrillation
at the maximal dose may be considered.

. If using a defibrillator capable of
escalating energies, higher energy for
second and subsequent shocks may be
considered for presumed shock-refractory
arrhythmias.

. In the absence of conclusive evidence
that one biphasic waveform is superior
to another in termination of VF, it is
reasonable to use the manufacturer’s
recommended energy dose for the first
shock. If this is not known, defibrillation
at the maximal dose may be considered.

031 (S 9y pu A 2 VF/VT 20l se 0
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1. CPR i5 recommended until a defibrillator
or AED is applied.

_ ed and readie
before initial rhythm analysis and possible
defibrillation.

3. Immediate defibrillation is reasonable for
provider-witnessed or monitored VEPVT
of short duration when a defibrillator is
already applied or immediately available.




Pacemaker
Cough CPR
Precordial thump
Percussion pacing

Fist pacing

43 jala (gled g )



VASCULAR ACCESS SR S

for Vasoular Access in Cardiac Arrest

s ) e el slgdigy e
1. It is reasonable for providers to first

- R T
attempt establishing intravenous access . S =)

for drug administration in cardiac arrest.
2. Intraosseous access may be considered
if attempts at intrawvenous access are

unsuccessful or not feasible. 1.Intraosseous °

3. In appropriately trained providers,
central venous access may be considered 2.Central venous °
if attempts to establish intravenous and
intraosseous access are unsuccessful or 3 X EndotraCheal 1

not feasible.

4. Endotracheal drug administration may be
considered when other access routes are
not available.




Vasopressor Medications During Cardiac
Arrest

Recommendations for Vasopressor Management in Cardiac Arrest e 3
I I S 2543919 sW g)

. We recommend that epinephrine be
administered for patients in cardiac arrest.

“ o o e R * e
. Based on the protocols used in dinical 4-9.-}3-3 5 & 3 J—Q e)s LSLA 1 R R ‘53\ 1

tnials, it is reasonable to administer
epinephrine 1 mg every 3 to 5 min for

cardiac arrest. U:’JSJ Lf\ Ax 23l d)’“’ \J.\.\\ ‘sj"‘:’ dJ\A JJ‘)‘“ JJ 2

. With respect to timing, for cardi % ! 3
it res.pcct to ummg, for cardiac 7 J)‘“‘.‘}A ):UM
arrest with 2 nonshockable rhythm, it is

reasonable to administer epinephnne as

soon as feasible. Ll\m)ﬂ UAJ‘ o u.us.\.u\ gﬁ}u dJ\é )J.G JJ‘)A o 3
. With respect to timing, for cardiac arrest PO -
with a shockable rhythm, it may be ‘A}““ J“)M

reasop;b-fe to ;dmini}ster epinephrine
?;tli:dn.nmaldeﬁbnllauonaztemptsha'.'e b\ : A ki).u: JL‘ A )\ .Jx.\ é}u d_‘u Lﬁ“ ”J )‘J 4
. Vasopressin alone or vasopressin in .Jj.u sald w)sa @\ j\..u.:\.A \_1

combination with epinephrine may be
considered in cardiac arrest but offers no
advantaqge as a substitute for epinephrine
in cardiac arrest.

. High-dose epinephrine is not
recommended for routine use in cardiac
arrest.




EPINEPHRINE
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Nonvasopressor Medications During . 3
Cardiac Arrest S gl 4 ?JL“ VF/VT~ A)ga 3 o
GRS sl by sl gaal ) O e
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1. Amiodarone or lidocaine may

be considered far VEpVT that is

unresponsive to defibrillation. | JW 47'“4)'1 JJJJM\ J‘ OJM\ y

2. For patients with OHCA, use of steroids

during CPR is of uncertain benefit. S ?“J:u‘“ ) ?“‘“JS U‘ujJ D5 e )\ ®
3. Routine administration of calcium g " laa 6> Ll )S '

for treatment of cardiac amrest is not "5‘) *

recommended.

4. Routine use of sodium bicarbonate is not == L djj bj‘“ S ‘A'M‘ w\'sj} s

recommended for patients in cardiac armest.

2 routine use of magnesium fior cardiac
ar rr'r 5 not recommendad.




ADJUNCT TO CPR

5 an :||:|| nct to

pnit evaluation, although its
usn_ful niess hias not boen well established.

i pct RDSC :"l.ri'uj
5 orwhen a rhythm check
1 organized rhythim.

pressure maonitor |
line may be used to detes during
chest compressions or when a rhythm
check reveals an organized rhythm.
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CORNERSTONE OF CPR

1. High quality CPR
2. Defibrillation when appropriate
3. Vasopressors and/or antiarrhythmics

4. Airway management
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* BLS TOR RULE
* ACLS TOR RULE



BLS Termination of Resuscitation

Arrest not witnessed by emergency medical services personnel
Mo return of spontaneous circulation (before transport)
No AED shock was delivered (before transport)

" If all criteria are present, " f any criteria are missing,
consider termination continue resuscitation
of resuscitation and transport

2 2020 Amancan Heart Association




ACLS Termination of Resuscitation

Arrest not witnessed
No bystander CPR
No return of spontaneous circulation (before transport)
Mo shock was delivered (before transport)

 If all criteria are present, | If any criteria are missing,
consider termination continue resuscitation
of resuscitation and transport
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Mechanical CPR

Impedance threshold devices

Active compression/decompression CPR
Interposed abdominal compression

Extracorporeal CPR
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Recommendations for Mechanical CPR Devices

R | 106 ] Recommat
1. The use of mechanical CPR devices may

be considered in specific settings where
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high-quality manua &LS)A e u.m‘ﬁj-mx Do

NS may be challenging or

S L i
dangerous for the provider, as long as uﬁ\ )S j.a).a\ R
rescuers strictly limit interruptions in CPR

during deployment and removal of the @Y}L c«\:\;\ Pl

gevice

A B~ WO N -

98 ) sa (pamy 3,

The routine use of mechanical CPR




Extracorporeal CPR

Recommendation for Extracorporeal CPR

1. There is insuffident evidence to
recommend the routine use of
extracorporeal CPR (ECPR) for patients
with cardiac arrest. ECPR may be
considered for select cardiac arrest
patients for whom the suspected cause
of the cardiac arrest is potentially
reversible during a limited period of
mechanical cardiorespiratory support.

ECPR Circuit

Oxygenator

Arterial Bleod

Venous Blood




SIGNIFICANT ARRHYTHMIA MANAGEMENT
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Table 3. IV Medications Commonly Used for Acute Rate Control in Atrial Fibrillation and Atrial Flutter™

Nondihydropyridine Calcum Channel Blockers

0.25 mg/kg IV bolus over 2 min 5-10 mg/h Avoid in hypotension, heart failure,
cardiomyopathy, and acute coronary syndromes

Veerapamil 0.075-0.15 mg/kg IV bolus over 2 min; may 0.005 mg/kg per min Avoid in hypotension, heart failure,
give an additional dose after 30 min if no cardiomyopathy, acute and coronary syndromes

response

p-Adrenergic Blockers

Metoprolol 2.5-5 mg over 2 min, up to 3 doses _ Avoid in decompensated heart failure

500 pg/kg IV over 1 min 50-300 pg/kg per min Short duration of action; avoid in
decompensated heart failure
TmVow imnwoidom | | Adincsconpemsied et

Other Medications

300mgVover1h 10-50 mg/h over 24 h Multiple dosing schemes exist for amiodarone

0.25 mg IV, repeated to maximum dose 1.5 Typically used as adjunctive therapy with
mg over 24 h another option from above; caution in patients
with renal impairment

IV indicates intravenous.
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ROSC obtained
Manage airway
Early placement of endotracheal tube

Manage respiratory parameters
Initial Start 10 breaths/min

Stabilization Sp0, 92%-98%
Phase PaC0, 35-45 mm Hg

Manage hemodynamic parameters
Systolic blood pressure >90 mm Hg
L Mean arterial pressure >65 mm Hg )

\

| Obtain 12-lead ECG |




Initial Stabilization Phase

Resuscitation is ongoing during the ~

post-ROSC phase, and many of these LSJLU-‘ J“ﬁu L ‘U,AJ‘ ‘UAJ-A
activities can occur concurrently.
However, if prioritizationis
necessary, follow these sleps:

®w

L2

ROSC

Waveform capnography or

capnometry to confirm and monitor

endotracheal tube placement é\ J§ )—".-315 1
Manage respiratory parameters: ¥ SR pa .\
Tit_re&Jt_rI:.—'El FIO, Tor Sp0, 82%-98%,; start - 98 L 92 = UJ%“S‘ &\_u\ .2
at 10 breaths/min; titrate to Paco, of o s> yiala 45 B 35 (m PaCO2 .3
35-45 mm Hg MAP > 65 5sBP >90 .4
Manage hemodynamic parameters:

Administer crystalloid and/or

vasopressor or inotrope for goal

systolic blood pressure =30 mm Hg

or mean arterial pressure =65 mm Hg




Continued
Management
and Additional
Emergent
Activities

Consider for emergent cardiac intervention if
 STEMI present
» Unstable cardiogenic shock
* Mechanical circulatory support required

:

< Follows commands? >
No l_ _1 Yes

Comatose Awake
™ Other critical care
Obtain brain CT ~ management
EEG monitoring '
Other critical care
management

Evaluate and treat rapidly reversible etiologies
. Involve expert consultation for continued management




Continued Management and
Additional Emergent Activities

These evaluations should be done
concurrently so that decisions on
targeted temperature management
(TTM) receive high priority as
cardiac interventions.

* Emergent cardiac intervention:
Early evaluation of 12-lead
electrocardiogram (ECG); consider
hemodynamics for decision on
cardiac intervention

* TTM: If patientis not following
commands, start TTM as soon as
possible; begin at 32-36°C for 24
hours by using a cooling device with
feedback loop

* Other critical care management

— Continuously monitor core
temperature (esophageal,
rectal, bladder)

- Maintain normoxia, normocapnia,
euglycemia

— Provide continuous or intermittent
electroencephalogram (EEG)
monitoring

— Provide lung-protective ventilation

H'sandT's

Hypovolemia

Hypoxia

Hydrogen ion (acidosis)
Hypokalemia/hyperkalemia
Hypothermia

Tension pneumothorax
Tamponade, cardiac
Toxins

Thrombosis, pulmonary
Thrombosis, coronary




TARGETED TEMPERATURE MANAGEMENT

Recommendations for Indications for TTM

1,lu obey A8 (Al jlaw  alad 2

1. We recommend TTM for adults who do 24 S 40 36 U 32 O Lad Jada

not follow commands after ROSC from
OHCA with any initial rhythm. » oo
2. We recommend TTM for adults who do

not follow commands after ROSC from

IHCA with initial nonshockable rhythm. dgdi g8 gla i g

3. We recommend TTM for adults who do
not follow commands after ROSC from
IHCA with initial shockable rhythm.




Recommendations for PCl After Cardiac Arrest

mm

. Coronary angiography should be
performed emergently for all cardiac
arrest patients with suspected cardiac

cause of arrest and ST-segment elevation
on ECG.

. Emergent coronary angiography is
reasonable for select (eg, electrically

or hemodynamically unstable) adult
patients who are comatose after OHCA
of suspected cardiac origin but without
ST-segment elevation on ECG.

. Independent of a patient’s mental status,
coronary angiography is reasonable in
all post—cardiac arrest patients for whom
coronary angiography is otherwise
indicated.




- NEUROPROGNOSTICATION
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Clinical
Management

Limit sedation and analgesia as possible
Controlled normothermia

TTM (as soon as possible) Rewarming

Imaging

eeermReeey T B R LR R

r_lncorporate
epilepticus for multimodal
prognostication

at least
Pupillary light reflex 72 hours after
Quantitative lL normothermia i
pupillometry

Clinical
Examination Status myoclonus (record EEG)

Serum
Biomarkers

ROSC 24 hours 48 hours 72 hours
Time after ROSC




Anxiety

PTSD
Depression
Fatigue
Rehabilitation



3
Rapid defibrillation

2
Immediate,

high-quality CPR

1
Recognition and
activation of the

emergency
response system

4
Basic and advanced
emergency medical
services

6
Healing and

Survivor, family, and community
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