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New AHA Classification System for Classes of Recommendation and Levels of Evidence*

CLASS (STRENGTH) OF RECOMMENDATION LEVEL (QUALITY) OF EVIDENCE}
.

Suggested phrases for writing recommendations:

= |5 recommended

= |5 indicated, useful / effective/beneficial

= Should be performed, administerad/ other

» Comparative-Effectiveness Phrasest:
o Treatment,/strategy 4 is recommended,/indicated in

preference to treatment B » Moderate-guality evidencet from 1 or more RCTs

o Treatment A should be chosen over treatment B = Meta-analyses of moderate-quality RCTs

Suggested phrases for writing recommendations:
= |5 reasonzable
= Can be ussful/ effective/ beneficial
» Comparative-Effectiveness Phrasest:
o Treatment/strategy A is probably recommended,/indicated in
preference to treatment B
@ |t is reasonable to choose treatment A
aover treatment B = Randomized or nonrandomized observational or registry
studies with limitations of design or execution
m Meta-analyses of such studies
Supgested phrases for writing recommendations: = Physiological or mechanistic studies in human subjects
= May/might be reasonable
w May/might be considerad

w |Jsefulness/effectiveness is unknown/unclear/uncertain L . .
e Consensus of expert opinion based on clinical expenience

= Moderate-guality evidencet from 1 or more well-designed,
well-executed nonrandomized studies, observational
studies, or registry studies

= Meta-analyses of such studies

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

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

Suggested phrases for writing recommendations: important clinical questions addressed in guidelines do not lend themsahves to clinical
trials. Although RCTs are uneveilable, there may be a very clear clinical consensus that
L]
Is not I'I!!Jﬂlllllil‘d . . a particular tast or therapy is useful or effective.
= |5 not indicated useful,/ effective, beneficial o ) . -
L * The outcome aor result of the intervention should be specified {an improved clinical
= Should not be Mﬂmmﬂ“ﬂ outcome or increased disgnostic accuracy or incremental prognostic information).
. t For comparative-efectivenass recommendations (COR | and lla; LOE A and B only),
CLASS Harm (STRONG) Risk > Benefit studies that support the use of comparator verbs should involve direct comparisons

of the treatmeants or strategies being evaluated.

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

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

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




Distribution of Classes of
Recommendation and Levels of

KENO NQIEON et

2015 AHA Guidelines Update

2015 Classes of Recommendation

Class lll: No Benefit
2%

TTEPITTOY OI MIZEX OAHIIEZ
(144 of 315; 45%)
ANHKOYN ZTHN

KATHIOPIA IIb (weak recommendation)

XAMHAO ETIITTEAO TEKMHPIOQZHZ
(LOE C-LD or C-EO)
ZTO 69% TSIN OAHI'INN

Avaykn yia HeyaAUutepn
XpnhHarodorTnon
TNG EPEUVAC OTOV TOUEA TNC
avalwoyovnong




BAZIKH YTTOZTHPI=H

THX ZQHXZ



BAZIKH YTTIOZTHPI=H THZ ZQHZ

KYPIA 2 HMEIA

« OSPAKIKEZ ZYMTTIEZEIZ

* XOPHTHZH NAAO=ONHZ



BAZIKH YTTIOZTHPI=H THZ ZQHZ

ONPAKIKES SYMTTIEZEIZ

OAo1 o1 tapioTduevol ©a mpémel, KAT £AAXIOTO,

va TtpayHartotoiolv OQwpakikEC 2 UUTTIEDEIC.

Mn Exkmtaidsupévor TapioTAUeVol :
MONO Owpakikég oupmiéoeig (Hands-Only CPR)

Ekmaidsupévol TTapioTauevol :

Owpakikéc Zupmiéoelc kal Eppuonoeic (30:2)

uéxpt! Tnv deién: Tou AED
KaAUTEPA eKTTAIOEVHEVWY ATOHWY
e€e101keupévne pondeiac




OwPakIKEC ZUUTIETEIC

Not too fast:
Not too hard

100-120/min
5-6¢cm deep

o L ()




BAZIKH YTTIOZTHPI=H THZ ZQHZ

Xopniynon NAAO=ONHZ (IM/IN)

 United States, 2013:
16 235 OANATOTI ATTO TO=IKOTHTA ZYNTATOIPA®OYMEN(IN OTTIOEIA(N
8257 ©OANATOTI ATTIO YEPAOXOAOTIA HPQINHZ

United States, 2012.
YTTEPAOZOAOTIA OTTIOEIASCIN TTIPOKAAEZE TTEPIZ>XOTEPOYXZ ©OANATOYZ
ATTO TIZ ZYTKPOYZEIZ OXHMATSIN, E ATOMA 25-60 ETS()N.

ATI0 KATAAANAQ ekTtaIdcUPEVOUC O1AOWOTEC
> £ dTopa pe yvwoth / mBavi e€dpThon améd omiocidn
« avaiodnTol / pe diarapaxéc avamvong / e opuUYHO

« g¢ Kapdiakh Avakomh, yetd tnv évapén CPR

Circulation. 2015;132[suppl 2]:5414-5435



TTPOS2OHMENH
YTTOZTHPI=H THZ
ZSIHY



KAT" APXHN




OON

Adult Cardiac Arrest

Shout for Help/Activate Emergency Response

1

Start CPR

* Give oxygen
= Attach monitor/defibrillator

No

Vou Rhythm
L shockable? v

o
I Asystole/PEA

CPR 2 min

= IV/IO access

Rhythm No
A shockable?

* Yes

=) , Shock

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

10

CPR 2 min

* IV/10 access

capnography

CPR 2 min

= Amiodarone
= Treat reversible causes

CPR 2 min

Rhythm
shockable?

* Epinephrine every 3-5 min
= Consider advanced airway,

= Treat reversible causes

12 v v

= If no signs of return of
spontaneous circulation
(ROSC), go to 10 or 11

* If ROSC, go to
Post—Cardiac Arrest Care

© 2010 American Heart Association

v
| GotoS5or7 I

CPR Quality

e Push hard (=2 inches
[5 cm]) and fast
(=100/min) and allow
complete chest recoil
* Minimize interruptions in
compressions
* Avoid excessive ventilation
* Rotate compressor every
2 minutes
= 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
(diastolic) pressure
<20 mm Hg, attempt
to improve CPR quality

Return of Spontaneous

Circulation (ROSC)

* Pulse and blood pressure

e Abrupt sustained
increase in PETCO,
(typically =240 mm Hg)

e Spontaneous arterial
pressure waves with
intra-arterial monitoring

Shock Energy

« Biphasic: Manufacturer
recommendation
(egq, initial dose of
120-200 J); if unknown,
use maximum available.
Second and subsequent
doses should be equiva-
lent, and higher doses
may be considered.

* Monophasic: 360 J

Drug Therapy
= Epinephrine IV/10O Dose:
1 mg every 3-5 minutes

40 units can replace
first or second dose of
epinephrine

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

Advanced Airway

e Supraglottic advanced
airway or endotracheal
intubation

= Waveform capnography
to confirm and monitor
ET tube placement

= 8-10 breaths per minute
with continuous chest
compressions

Reversible Causes

— Hypovolemia

— Hypoxia

— Hydrogen ion (acidosis)
— Hypo-/hyperkalemia

— Hypothermia

— Tension pneumothorax
— Tamponade, cardiac

— Toxins

— Thrombosis, pulmonary
— Thrombosis, coronary



Ol =0ON

4 = Push hard [at least 2 inches
[& cm]} and fast {100-1205min}
Start CPR and allow complsts chest recoil.
- = - = Minimize intemruptions in
= Attach monitor/defibrillator COMPrassions.
= Ayoid ecicessive wertilation.
= Rotate compressor ewvery
2 minutes, or sconar if fabigued.
= |f no adwvanced airsay,

Yas Rhythm No 30=2 compression-ventilation
2 ratio.
- . shockable? o — L _ = Quantitative wawsform
| VF/pVT | | Asystole/PEA | capnograply
- _a — W PeToo, <10 mm Hg, sttempt
to improve SRR guality.
= |nfra-arterial pressure

3 — If relaxation phase (dia-
Shock stolic) pressure =20 mm Hg,

attempt to improve CPR
quality.

orr 2 min

-
INAD access e io:
recommendation (eg. initial
.I‘ dose of 120-200 J); if wnknown,
uss maximum awailables.

Mo Sacond and subssquent doses
Rhythm should be equivalent, and higher
[ shockable? doses may ba considarad.
s

= Monophasic: 360 J
Y

s , Shock
& l.- 10 + 1 mg ewery 3-5 minutes

= Amecdarons WO dose: First
CPR 2 min CPR 2 min dose: 300 mg bolus. Second
+ Epinephrine every 3-5 min = W/IO access dossc 150 ma.
= Consider advanced airvay, = Epinaphrine evary 3-5 min
capnography = Consider advancead airway,
capnography « Endotracheal intubstion or
+ supraglotiic sdwvanced airssny
= Waweform capnography or
Rhythm No Rhythm Yeos capnomeiry to confirm and
I kal monitor ET tube placemant
= le? shockable? = Once advanced airway in place,
give 1 breath every & ssconds
Yos {10 breatha/min) with continuous

rd chest comprassions
7 Shock Mo
Feturn of Spontaneocus
s 1 14

CPR 2 min CPR 2 min : :thh:;:l sustained incresse in

» Amiodarone = Treat reversible causes PETCO, [typically =40 mm Hg)
- S

= Treat reversible causes = Spontansous arterial pressure

wannes with intra-arberial

monitoring

:
No Yeos

Hypowolamia

Hypowia

Hydrogen ion [acidosis)
Hypo-hyparkalemis
Hypothermia

Tansion preumothoras

12 i 1
ra Ty [
= |f mo signs of return of L_ GotoS5or7T
spontancous circulatiocn X
(ROSC), go to 10 or 11 :E-I'I'_IP-DrIE-de, cardisc
= If ROSC, go to oxins

4 Thrombosis, pulmonany
| Post—Cardiac Arraest Cans Thromibeeis, coronary

D 2015 American Heart Association




Adult Advanced Cardiovascular Life Support

KYPTIA >HMEIA

TIPOAHYH THZ K.A

MONITORING KATA THN ANAZQJOIONHZH
XPHZH YTTEPHXS2N

FAPMAKEYTIKEZ TTAPEMBAZEIZ
ENAAAAKTIKEZ MEOOAOTI / ZYZKEYEZ

Circulation. 2015;132:5444-5464



Adult Advanced Cardiovascular Life Support

TTPOAHYH ENAONO>OKOMETIAKHZ K.A

O 1°¢ KPIKOZ ZTHN AAYZIAA THZ ETIIBINQZHZ

« EKTTAIAEYZH TOY TIPOZQTIIKOY
* MEZA TTAPAKOAOYOHZHZ

« OMAAEZ ETIEITOYZAZ TTAPEMBAZHZ
(RAPID RESPONSE TEAM -RRT/  MEDICAL EMERGENCY TEAM MET)

l DEPLOY RAPID

_\1 | RESPONSE TEAMS
: Resuscitation 95 (2015) 100-147

« ZYZTHMA ENEPIOTTOIHZHZ



Adult Advanced Cardiovascular Life Support
TTAPAKOAOYOHZH KATA THN ANAZJOITONHXH

« KAINIKA AEAOMENA

- HKI

- KATINOIPAZIA (ETCO,)

- ESETAZEIZ POYTINAZ XE AEITMA AIMATOX

. AEPTIA AIMATOZ

- ETIEMBATIKH AIMOAYNAMIKH TTAPAKOAOYOHZH
. YTTEPHXOMPAZIKOZ EAEMXOZ

« MH EPEMBATIKH ETKEZAAIKH O=YMETPIA (NIRS)

Resuscitation 95 (2015) 100-147



TTAPAKOAOYOHZH KATA THN ANAZSQOIrONHZH

KATINOIPAZIA (ETCO,)

* Mepikn wieon Tou CO, oTo TEAOC TNG EKTVONG

« 2xeTiCetal pye Tnv Kapdiakn TTapoxn / Tov Kara Aewto Acpiopo

CPR L. CPR CPR ROSC

e AT T I Lo s JHJWMH”H[

Cntubated) Time/minutes

o POAOZ ZTHN ANAZQOTrONHZH i

End tidal CO, / kPa
0o = kW oW

1.ETTIBEBAINZH / TTAPAKOAOYOHZH OEZHZ TOY E/T = A
2.TTAPAKOAOYOHZH TTIOIOTHTAZ ANAZSQOINONHZHZ

3.TIPQIMH ENAEI=H ETTANOAOY KYKAOZOPIAZ

4.TIPOFNQZTIKOZ POAOZ

1.3
w10 Resuscitation 95 (2015) 100-147




KATINOIPAZIA (ET-CO.,)

TTPOINQ>H AYZ MENOYZ EKBAZHZ

XAMHAEZ TIMEZ ETCO, KATA THN ANAZQOTONHZH
> XETIZONTAI ME: - MIKPOTEPH TTIOANOTHTA ROSC
- MEFAAYTEPH ONHTOTHTA

In intubated patients, failure to achieve an ETCO, of greater than 10 mm Hg by
waveform capnography after 20 minutes of CPR may be considered as one
component of a multimodal approach to decide when to end resuscitative efforts

but should not be used in isolation (Class llb, LOE C-LD).

In_nonintubated patients, a specific ETCO2 cutoff value at any time during CPR
should not be used as an indication to end resuscitative efforts m

(Class Ill: Harm, LOE C-EQ).

Resuscitation 95 (2015) 100-147
Circulation. 2015;132[suppl 2]:5444-5464



Adult Advanced Cardiovascular Life Support

XPHZH YTTEPHXOIPAZIAZ KATA THN
ANAZ)OTONHZH

« ANAZHTHZH ANAZTPEYIMON AITION
« ATATNQZH YEYAO - PEA

« EAEFXOZ THZ OEZHZ TOY TPAXEIOZQAHNA

Ultrasound (cardiac or noncardiac)
may be considered during the management of cardiac arrest, although

its usefulness has not been well established
(Class llb, LOE C-EQ).

Circulation. 2015;132[suppl 2]:5444-5464
Resuscitation 95 (2015) 100-147



Adult Advanced Cardiovascular Life Support

AITEIOZY2TTAXTIKA - Vasopressin

« AEN wepiAappaverar wAéov aTov alyopiOpo

Vasopressin offers no advantage as a substitute for epinephrine in cardiac arrest

(Class Ilb, LOE B-R). [USLEIGH)

Vasopressin in combination with epinephrine offers no advantage as a substitute for
standard dose epinephrine in cardiac arrest (Class Ilb, LOE B-R). m

Circulation. 2015;132[suppl 2]:5444-5464



Adult Advanced Cardiovascular Life Support

AITEIOZY2TTAZTIKA- Epinephrine

Oa npénel va xopnyeitai oth ouvnOn doon (1mg) / 3-5 min
kal ox! oc au§nuéveg dooeic (0.1 - 0.2 mg/kg)

High-dose epinephrine is not recommended for routine use in cardiac arrest
(Class IlI: No Benefit, LOE B-R). [({1)]

Circulation. 2015;132[suppl 2]:5444-5464



Adult Advanced Cardiovascular Life Support
KOPTIKOXTEPOEIAH [T

« ENAONO>OKOMETAKH K.A

Kara tnv_avalwoydvnon: vasopressin + epinephrine + methylprednisolone

Mera tnv_avalwoyovnon: hydrocortisone

may be considered; however, further studies are needed before
recommending the routine use of this therapeutic strategy

(Class IIb, LOE C-LD)

« E€wvoookopciakn K.A

use of steroids during CPR is of uncertain benefit
(Class IIb, LOE C-LD)

Circulation. 2015;132[suppl 2]:5444-5464




Adult Advanced Cardiovascular Life Support

ANTIAPPYOMIKA ZAPMAKA META THN ANAZ()OTONHZH:

- ZYAOKAINH

There is inadequate evidence to support the routine use of lidocaine after
cardiac arrest. However, the initiation or continuation of lidocaine may be
considered immediately after ROSC from cardiac arrest due to VF/Pvt

(Class llb, LOE C-LD). m

- B-Blockers

There is inadequate evidence to support the routine use of a B-blocker after
cardiac arrest. However, the initiation or continuation of an oral or intravenous
B-blocker may be considered early after hospitalization from cardiac arrest due

to VF/pVT (Class llb, LOE C-LD). m



Adult Advanced Cardiovascular Life Support

2Y2KEYEZ ANAZQOTONHZHZ

« ATTOZKOTTOYN otnv av€énon tnc Kapdiakng
TTapoxnc kara tnv avalwoyovnon acOevwyv oc K.A.

* AmapaiTntn n ekmaideuon oTn Xpnon Toug

« Oplopévec and auTtég £€xouv afloAoynOei povo oe
emiAeypévec uroopadec aocBevwy pe K. A.



AAAEZ MEOOAOT / ZYZKEYEZ ANAZOTONHZHZ

Impedance Threshold Device

The routine use of the ITD as an adjunct during conventional
CPR is not recommended (Class Ill: No Benefit, LOE A). (Updated) =

Active Compression-Decompression CPR and
Impedance Threshold Device

The existing evidence, does not support the routine use
of ACD-CPR+ITD as an alternative to conventional CPR.
The combination may be a reasonable alternative in
settings with available equipment and properly trained

personnel (Class llb, LOE C-LD). m

Circulation. 2015;132[suppl 2]:5436-5443



AAAEZ MEOOAOT / ZYZKEYEZ ANAZOTONHZHZ

ZYZKEYEZ G.QPAKIKHZ ZYMTIIEZHZ M

« Eviexopévwe, oc €I0IKEC TTEPITITWOEIC OTTOU 01 GUVAHOEIC
OWPAKIKEC CUPTTIECEIC EVEXOUV OUOKOAIEC | KIVOUVOUC.

* (1) XPONOZ TIPOETOIMAZIAZ — ATTAPAITHTH H
EZAPMOIH THXZ KAAZZIKHZ ANAZQOIONHZHZ

Circulation. 2015;132[suppl 2]:5436-5443



EIAIKEZ KATAXTAXZEIZ



Adult Advanced Cardiovascular Life Support

EIATKEZ KATAZTAZEIZ

YTTO=YITONAIMIA
YTTEPAOZOAOITA OTIIOEIAQN
TPAYMA

ETTIBEBATISOMENH TINEYMONIKH EMBOAH

KYHZH
AHAHTHPIAZEIZ

Circulation. 2015;132[suppl 2]:5501-5518
Resuscitation 95 (2015) 148-201



KAPAIAKH ANAKOTTH AOI2 YTTO=YIONAIMIAZ

Airway obstruction: soft tissues (coma), laryngospasm, aspiration
Anaemia

« AZYNHOEZ AITIO K.A. Avalanche bur -

Ct]h],.rp tilation - bra spinal cord injury
Chro I:ut ctive pulmeon ryu:l ase

-— | Drowning
* KYPIQZ AOFQ AZPY=TAZ E hglg ;
igh altitude
]mgpaired alveolar ventilation from neuromuscular disease
Pneumonia

° AYNHTIKA ANAZTPEWIMO Tension pneumothorax
AITIO K . A Traumatic asphyxia or compression asphyxia (e.g. crowd crush) |

- KAKH TTPOINQ2>H

. TIPOTEPAIOTHTA AEPIZMOZ / XOPHIHZH O,

2YMBATIKH CPR - OXI MONO ZYMTTIEZEIZ

Resuscitation 95 (2015) 148-201



KAPATAKH ANAKOTTH TPAYMATIKHXZ AITIOAOITAXZ

Trauma
patient

Cardiac arrest /
Periarrest situation?

Consider Universal ALS

non-traumatic cause LIKELY algorithm
Hypoxia ’ UNLIKELY

Tension pneumothorax Simultaneously address

Tamponade reversible causes
Hypovolaemia

/e

ﬁl . Control external catastrophic haemorrhage
2. Control airway and maximise oxygenation
3. Bilateral chest decompression

STV enupuo)

Elapsed time <10 min
4. Relieve cardiac tamponade since arrest?
5. Surgery for haemorrhage control Expertise?
or proximal aortic compression Equipment?

U. Massive transfusion protocol and fluids Environment?

Consider termination Return of spontaneous Consider immediate
NO resuscitative
of CPR circulation?
thoracotomy
YES
Pre-hospital:

= Perform only life=saving interventions

= |[mmediate transport to appropriate hospital

In=hospital:

= Damage control resuscitation

= Definitive haemorrhage control Resuscitation 95 (2015) 148-201



ETTIBEBATICQOMENH TINEYMONIKH EMBOAH

OPOMBOAYZH: BEATIS22H EKBAZHZ
TTIPQQIMH XOPHIMHZH
IAANIKH AOZH (?)
2YNEXIZH CPR I'TA 60-90 AETTTA

«...Standard contraindications to thrombolysis may be superseded by the
need for potentially lifesaving intervention.»

» |In patients with confirmed PE as the precipitant of cardiac arrest,
thrombolysis, surgical embolectomy, and mechanical embolectomy are

reasonable emergency treatment options (Class lla, LOE C-LD).M

« Thrombolysis can be beneficial even when chest compressions have been
provided (Class lla, LOE c-LD). [(T30)

Circulation. 2015;132[suppl 2]:5501-5518



KAPATIAKH ANAKOTTH KATA THN KYHZH

ZYMTIIEZH KATS() KOIAHZ ZAEBAZ > 20" EBAOMAAA

* Tpomwomwoinon otn BLS: [
ATTOZYMTTIEZH THZ KATQ KOIAHZ SAEBAX Yy W
ME METATOTIIZH THZ MHTPAZ ~

 Tpowomoinon otn ALS: [

2 HMIZY KYHZHZ
ETTEITOY2ZA KAIZAPIKH TOMH ZE:

- ATTOTYXIA THZ EZAPMOZOMENHZ ANAZSQONONHZHZ
- TPAYMATIZMO MH ZYMBATO ME TH ZQH
- EMEANQZ MATAIEZ TIPOZTTAGEIEZ ANAZQOMONHZHZ

Circulation. 2015;132[suppl 2]:5501-5518



AHAHTHPIAZEIZ

FTAAAKTOMATA AITIIAIQN

‘FTAAAKTOQMATA TPITAYKEPIAIQIN MAKPAZ AAYZIAAZ

*APXIKA: ANTIMETQITIZH THZ TO=IKOTHTAZ TN
TOTIIKSIN ANAIZOHTIKS2N

It may be reasonable to administer ILE to patients with other forms of
drug toxicity who are failing standard resuscitative measures

(Class lIb, LOE C-EO). m

Circulation. 2015;132[suppl 2]:5501-5518



SPONTIAA
META THN

ANAZS)OMONHZH



SPONTIAA META THN ANAZQOIMONHZH

KYPIA 2 HMEIA

. EAEFXOZ THZ OEPMOKPAZIAZ
. ATMOAYNAMIKH YTTOZ THPI=H
+ XOPHTHZH O,

+ TIPOTNQZH

. AQIPEA OPFANON



SPONTIAA META THN ANAZQOIMONHZH

- OEPATTIEYTIKH YTTOOEPMIA (Targeted Temperature Management)

META THN ANAZ(JOTONHZH OAOI OI KQMATCQLAEIYX AXOENEIZ
OA TIPETTEL NA ANTIMETQITTIZONTAI ME TTM (32°C and 36°C) TTA

TOYAAXIZTON 24 QPEZ. [(I\TETCD)]
« ATAXEIPIZH THX OEPMOKPAIIAY META THN TTM

> KOTIIMH H ANTIMETQTIIZH TOY TTYPETOY META THN TTM. [0

NEJM.org Copyright © 2010 Core cooling methods

- TTIPONOZ>OKOMEIAKH YTTOQEPMIA

AEN ZYNIXTATAI H E2BAPMOTH

TTPONOZOKOMEIAKHZ YTTOOEPMIAZ ME
TAXEIA IV ETXYZH YYXP(IN YI'POON
META THN ANAZJOTONHZH.

Circulation. 2015;132[suppl 1]:5465-5482




FPONTIAA META THN ANAZQOIONHZH
AIMOAYNAMIKOTI STOXOT SR
TTIPOAHYH / AIOPOSIZH YTIOTAZHZ

Avoiding and immediately correcting hypotension (systolic blood pressure less than

90 mm Hg, MAP less than 65 mm Hg) during postresuscitation care may be reasonable
(Class llb, LOE C-LD).

H TAANIKH APTHPIAKH

TTIEZH EINATI AYNATO

NA AIAZEPET N'TA KAOE
AZOENH

Circulation. 2015;132[suppl 1]:5465-5482



SPONTIAA META THN ANAZQOIMONHZH

XOPHIHZH O,

- IAANIKO PaO, (?)

* YTTO=YTONAIMIA TEKMHPIQMENA ETTIBAABHZ

 MEAETEZ: umoéuyovaiyia = PaO, < 60 mmHg
vunepoéuyovaiyia = PaO, > 300 mmHg

« [2010]): uvmoéuyovaiyia SaO, < 94%

To avoid hypoxia in adults with ROSC after cardiac arrest, it is
reasonable to use the highest available oxygen concentration until
the arterial oxyhemoglobin saturation or the partial pressure of
arterial oxygen can be measured (Class lla, LOE C-EO).M




SPONTIAA META THN ANAZQOIMONHZH

TTPOINS2> H

YTTOAEITTOMENH APAZH
KATAZTAATIKSOIN / MYOXAAAPQTIKON

"=€> YEYAQS (+) EYPHMATA

» We recommend the earliest time to prognosticate a poor neurologic outcome using
clinical examination in patients not treated with TTM is 72 hours after cardiac arrest

(Class I, LOE B-NR). m

 This time until prognostication can be even longer than 72 hours after cardiac
arrest if the residual effect of sedation or paralysis confounds the clinical examination

(Class lla, LOE C-LD). m




TTPOIrNS2ZH

TTPOINS2> H

> KAINIKH E=ETAZH

» HAEKTPO-EKEZAAOIPAZHMA
> TIPOKAHTA AYNAMIKA
> ATTEIKONIZTIKEZ E=ETAZEIZ

> EZETAZEIZ AIMATOZX - AEIKTEZ



TTPOIrNS2ZH

KAINIKA / TTAPAKAINIKA EYPHMATA ZXETIZOMENA
ME TTTOXH NEYPOAOI'TKH EKBAZH

e Absence of{pupillary reflex to lighflat 72 hours or more after cardiac arrest

e Presence of(status myoclonus|(different from isolated myoclonic m
jerks) during the first 72 hours after cardiac arrest

e Absence of the|N20 somatosensory evoked potential cortical wave 24
to 72 hours after cardiac arrest or after rewarming

e Presence of a[marked reduction of the gray-white ratio on brain C| m
obtained within 2 hours after cardiac arrest

o Extensive restriction of diffusion/on brain MRI at 2 to 6 days after m

cardiac arrest

e Persistent absence of FFG reactivity to external stimul) at 72 hours
after cardiac arrest

e Persistent burst suppression or intractable status epilepticus/on EEG

after rewarming




SPONTIAA META THN ANAZQOIMONHZH

AQIPEA OPTANSOIN

« We recommend that all patients who are resuscitated from cardiac arrest but
who subsequently progress to death or brain death be evaluated for organ

donation
(Class |, LOE B-NR). (Updated)

» Patients who do not have ROSC after resuscitation efforts and who would
otherwise have termination of efforts may be considered candidates for kidney
or liver donation in settings where programs exist

(Class lIb, LOE B-NR) m




2YNOTITIKA

« ZHMAZIA TN OQPAKIKOIN ZYMTIIEZEQN

« AMETABAHTOZ O «TTYPHNAZ» THZ TIPOQQOHMENHZ
YTTIOZTHPI=HZ THZ ZQHZ

« ZHMAZIA THZ TTIPOAHYHZ THZ NOZOKOMEIAKHZ KAPAIAKHZ
ANAKOTTHZ

« POAOZ THZ KATINOIPAZIAZ ZTHN ANAZQOIrONHZH
« OPOMBOAYZH ZTHN ETIIBEBAISQMENH TTINEYMONIKH EMBOAH
« ATTIOZYMTIIEZH KAT() KOIAHZ ZAEBAZ ZE ETKYOYZ

« EAEMXOZ THZ OEPMOKPAZIAZ / ATTIOEYIH YTIOTAZHZ /
YTTIO=YITONAIMIAZ META THN ANAZQOIrONHZH

- AQPEA OPTANON
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