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Recently with the publication of “Guidelines 2000 for Cardiopulmonary Resuscitation and Emergency Cardiovascular Care-International Consensus on Science”, the international community concerned with resuscitation completed a monumental task.  For the first time ever, the resuscitation guidelines were proposed and developed using an evidence-based approach.  More than 500 experts participated from around the world with 40% of such input coming from experts outside the United States.  The end result of this effort is the first truly international, evidence-based guidelines on CPR and Emergency Cardiovascular Care.  

Several important changes were recommended for basic life support.  Realizing that simplification is crucial and necessary, particularly for layperson BLS, the approach to assessing a collapsed victim was changed.  Data has shown that it is unrealistic to expect a layperson bystander to successfully palpate the presence or absence of a pulse in their evaluation of a collapsed and unconscious person.  Hence, the pulse check has been eliminated for the laypersons and replaced with a simplified effort to look for “signs of circulation”, specifically breathing, coughing or movement.  The compression to ventilation ratio for both single and multiple basic life support rescuers was changed to a consistent 15 to 2.  Realizing that many bystanders are reluctant currently to provide assistance, chest compression-only CPR was recommending when rescuers are unwilling or unable to perform mouth to mouth rescue breathing, and for use in dispatcher-assisted CPR instructions.  

Early defibrillation remains a consistent theme for basic and advance cardiac life support, aided by the development of automatic external defibrillators.  It is now anticipated that defibrillation may well be accomplished with basic life support rather than waiting for advanced providers.  Indeed, early defibrillation shock delivery within 5 minutes of the EMS call is a high priority goal within basic life support.  Furthermore, a stated goal of early defibrillation by first responders of less than 3 minutes in all areas of the hospital and ambulatory care facilities was announced.  

Advanced cardiac life support also had several areas of new emphasis and revision.  Tracheal intubation remains the procedure of choice, however it is well recognized that this skill can be difficult, particularly for the infrequent provider.  The new guidelines carefully reviewed the use of alternative adjunctive airway devices finding that both the laryngeal mask airway (LMA) and the esophageal-tracheal combi-tube (ETA) are significantly better than the use of a bag-mask ventilatory device.   A number of alternative techniques to standard CPR with external chest compressions have been carefully evaluated; including interposed abdominal compression CPR, and active compression-decompression CPR.  Despite extensive evaluations, no alternative technique has been consistently shown to be better than standard CPR at this time.  

Two major changes in the pharmacology of advanced cardiac life support were recommended.  The first was the inclusion of vasopressin as an alternative to epinephrine to improve coronary perfusion pressure during CPR.  The second was the use of amiodarone as an anti-arrhythmic therapy for shock refractory ventricular fibrillation.  

Post-resuscitation care received new emphasis in these guidelines.  In an effort to preserve central nervous system function, recommendations for aggressive treatment of any hyperthermia post resuscitation were made.  New data published since the publication of the 2000 Guidelines now strongly supports the use of active hypothermia post resuscitation.  Finally, it is now recognized that the myocardium likewise can exhibit a significant post-resuscitation syndrome with marked dysfunction and pump failure.  Recognition and treatment of such cardiovascular dysfunction was also highlighted in these Guidelines.
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