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PICOST
The PICOST (Population, Intervention, Comparator, Outcome, Study

Designs and Timeframe)

PICOST

PICOST (Population : f85 ({559%) | Intervention : /I A, Comparator :
b Outcome : 77 k7 A Study Designs : #F9ET A1 >,
RIS L <IEM%A)

Timeframe :

Population: Adults and children receiving CPR in the out-of-hospital

setting

BE (BRE) P T CPR 2T 7oA & /hIR

Intervention: Transport to hospital

TN IEBE~ D%

Comparators: Completing CPR on scene

XA BLE TR DS TERE L7 b D

Outcomes: Critical: Survival with good neurological function (i.e. at
hospital discharge, 1 month, 6 months, 1 year), Critical: survival (i.e.
hospital discharge, 1 month, 6 months, 1 year survival), Important: short
term survival (return of spontaneous circulation — ROSC, hospital
admission), Important: CPR quality parameters (i.e. compression fraction

rate, depth, leaning etc).

TN L EHR  BAFRMRRTFRIERIG A1 O AR GREERE, 1
DA%, 6 MAK., 1 %), EA : AFE GBERE, 1 »AK. 6
A%, 1 F%), BE  EHASF (B COAERE ROSC, AfFA
Be), BEZE : CPR OEOHE (WE/tBiks, WEEanTs R,
RS, Mg EBMERREFOMEEDR Y )

Study Designs: Randomized controlled trials (RCTs) and non-randomized

studies (non-randomized controlled trials, interrupted time series,

WMETHA L 0 T 7 2GR (RCTs) & 3ET o & bR
(BT > &2 DEERGEABR, /3 FIR ROVBENT . AR LA IE, =38 —
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controlled before-and-after studies, cohort studies) are eligible for

inclusion.

NMIFZE) BNEEhD,

Timeframe: All years and all languages were included as long as there
was an English abstract; unpublished studies (e.g., conference abstracts,

trial protocols) were excluded. Literature search updated to July 27th,

BRER : BEOWEND D, HHDIHERIOEETHR ST
FrRtgl Uiz, 7272 L. iUt STV R WIFZE (e ibik, 1§
Rk~ v b a—L7e &) 1R/ Uiz, Uk SR IE 2019 4£ 7 H 27

e Inclusion criteria — Adult or pediatric, out of hospital cardiac arrest,
transported to hospital

e Exclusion criteria — ROSC prior to arrival at hospital

2019. HIZEH L7,
Inclusion and Exclusion criteria TS AERS KL OBRA R -

o EARIEYE ¢ BRAMIME IR TRBEICHRIE STLC RN S L <3/

o [RAMEHE  JHEERIZE R ROSC L7 0ME 1k B

Task Force Insights
1. Why this topic was reviewed.

This topic has not been reviewed since before 2005.

2. Narrative summary of evidence identified
There was significant heterogeneity among study populations, study
methodologies, outcome measures utilized and outcomes reported.

Findings are grouped into themes and a narrative analysis is provided.

Studies reporting survival among OOHCA patients transported with
CPR in progress (arriving at hospital without a pulse).

There were no randomized controlled trials and 8 non-randomized studies
(Drennan 2014 1488; Gray 1991 1393; Kellerman 1993 1433; Lewis 1990

HRY T F—ADHRK
1. TOREY IR LY 2—ENT-H#HH
ZOME Y Z1E2005 FLHIIZH L E 22— STV,
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WBERE IS, T N AOFEO - DIV S fEES
WEINTZT 7 MBI AIZHONWT, R CTHEEREEERD - 72,
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BEshIME IE T CPR % L7e A bk Sz (RBEBIE R ARG 3 72
VW) BEOHEMTH% LT HE LR

RCT (X727~ 7=, BedhiME1E T CPR & LR Bk S, Jhked
BRFIZARD 72 W RE DM TR A2 WS LT29ET v & AL iR
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118; Lim 2002 96; Schoenenberger 1994 2433; Yates 2018 133; Zive 2011
277) reporting survival outcomes for OOHCA patients transported with
CPR in progress and arriving at hospital without a pulse. All 8 studies
reported on patients who achieved ROSC in the ED as well as survival to
discharge, however only 3
(Kellerman 1993 1433, Schoenenberger 1994 2433, Yates 2018 133). The
included studies comprised 12,072 patients of whom 1,146 (9.5%)
achieved ROSC in the ED and 361 (2.9%) survived to hospital discharge.

studies reported neurologic outcome

One study planned to report neurologic status at discharge (Kellerman
1993, 1433, n=1,068) however no patients survived. Two studies
(Schoenenberger 1994 2433; Yates 2018 133) comprising 368 patients
reported 19 (5.2%) patients had a favorable neurologic outcome (defined
as CPC 1 or 2) at 1 year. However, the distribution of survivors with
favorable neurologic outcome between these studies was uneven. In the
study by Yates (Yates 2017 133) 3 out of 227 patients (1.3%) survived with
favorable neurologic outcome, while in the study by Schoenenberger
(Schoenenberger 1994 2433) 16 of 141 patients (11.3%) survived with

favorable neurologic outcome

Studies reporting quality of manual CPR on scene versus during
transport — human studies
There were no randomized controlled trials and 5 non-randomized studies

(Cheskes 2017 34; Odegaard 2009 843; Olasveengen 2008 185; Roosa

23 8 {4k - 7= (Drennan 2014 1488; Gray 1991 1393; Kellerman 1993
1433; Lewis 1990 118; Lim 2002 96; Schoenenberger 1994 2433; Yates
2018 133; Zive 2011 277), 8 HEDWFZET R TIZIB VT, REEERM T
® ROSC FH & AFFIRBERENRE SIVTWIZD, T T ¥ M
LIZOWTHE L TWeDlE 3 7217 ThH -7 (Kellerman 1993
1433, Schoenenberger 1994 2433, Yates 2018 133), Z AL 5 OMFEIX
12,072 4 DEEI S0 | 1,146 44 (9.5%) 3 EHB T ROSC L,
36140 (2.9%) PMEAFIRFE L7z, 1 ORFFRITRBERS OFFRR 7R T
VA LAERETDHTETH -7 (Kellerman 1993, 1433,
n=1,068) . EfFE N WD o7, 368 44 DEEND R DT
(Schoenenberger 1994 2433; Yates 2018 133) 2 4 Cik. 194 (5.2%)
PR 1R ORISR S B AR (CPCL £721%2) Tholz, L
L B e i ARG O A7 DA, 2D 2 HEORFZER Tl
F7po Tz, 725, Yates (Yates 2017 133) DHFFE T 227 44
34 (1.3%) TH-o7=DITxt L, Schoenenberger (Schoenenberger
1994 2433) DOHFFETIT 141 4% 164 (11.3%) Th o7,

FAFH CPROFIZOWTHB LWEF LR L2t MZOWVTD
ifF5e

RCT (E727 o7z, BRAbMEILBLS T ROSC Lgiro T & IT20
T, Bl TO CPR LIiBE~kiEF D CPR OEZ LI LT2IET v &
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2013 592; Russi 2016 634) comparing quality of CPR on scene versus
quality of CPR during transport to hospital among patients suffering
OOHCA and who failed to achieve ROSC on scene. The included studies
comprised 1,219 patients,
(Olasveengen 2008 185). Two studies (Cheskes 2017 34; Roosa 2013 592)
comprising 899 patients conclude quality of CPR during transport is no
worse than quality of CPR on scene. Cheskes (Cheskes 2017 34) further

of whom, 9 received mechanical CPR

suggests that it is possible to deliver high performance CPR during
transport. Two studies (Olasveengen 2008 185; Russi 2016 634)
comprising 215 patients conclude quality of CPR was poorer during
transport than on scene, while one study (Odegaard 2009 843) (n=105)
concluded CPR quality was poor both on scene and during transport.
Various metrics were used to assess quality of CPR across the included
studies including median compression rate, median compression depth,
chest compression fraction, no flow duration, ventilation rate, variation in
chest compression rate/depth. Both studies concluding quality of CPR
during transport was no worse than quality of CPR on scene reported
means for variables measured and note that CPR quality metrics were

variable during transport.

Studies reporting quality of manual CPR on scene versus during
transport — manikin studies

There were 4 randomized controlled trials (Braunfels 1997 128; Havel

LA R 28 5 4 (Cheskes 2017 34; Odegaard 2009 843;
Olasveengen 2008 185; Roosa 2013 592; Russi 2016 634) H-~7-, Tl
5OMIEE 1,219 £ DOBENLRY . 9B 9 4 DHEMA CPR Z 5%
\F 7= (Olasveengen 2008 185), 2 {4dD#F4% (Cheskes 2017 34; Roosa
2013 592) 13899 475720 | ko> CPR OEIFELS; TD CPR
DE &l L TELS 2o 72, S 51T Cheskes (Cheskes 2017 34)

(IRETIZHEOmW CPR Z2 5 Z L3 fREIZ L W) 2 & &
IRIE L 72, 2 HEOHFZE (Olasveengen 2008 185; Russi 2016 634) 1% 215
45720 CPR OEITE X Vst o ndEnroiz, —F 114
DHFFE (Odegaard 2009 843, 105 44) TiE, B TH i TH CPR

HIXR L 2oz,

WL 7o TR Tl CPR ODEDIRIE L LT, EEDOT RO
BB, JEEOE S ORIAE, G EE bR, M GRRER] AN TR
OEEL, MEFEEDT VR - REDIEL &Y, SFIERLD
DAV TV, HEET O CPR OB & el L THEL 2
& LToRSE 2 PR, e Lf:%iﬁ@ﬂ?i@ﬁ%i&ﬁb#é*ﬁ\ it
EHX CPR OEHDOBENEEB LT W E2BH TN 5,

FAFH CPR DEIZOWTHIGE LREP Z L L7205 . k%
o LAY

VX F Ao THE L AR O CPR OE A L L7~ RCT4 &
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2010 59; Lipman 2013 162; Sunde 1997 235) and 4 non-randomized
studies (Chung 2010 841; Roberts 1979 30; Stapleton 2017 63; Stone 1995
121) comparing quality of CPR on scene versus quality of CPR during
transport using manikins. Two studies (Roberts 1979 30; Sunde 1997 235)
additionally contrasted CPR quality metrics between manual and
mechanical CPR. In the randomized controlled trials quality of CPR was
variously reported as % correct compressions, variation in compression
rate, variation in compression depth, correct hand placement and adequate
recoil. In the 4 non-randomized studies quality of CPR measures included
compression rate, compression depth, ventilation rate and ventilation
volume. Manikin studies suggest CPR quality is poorer during transport

than when on scene.

Studies comparing manual vs mechanical CPR during transport -
ROSC and survival outcomes

There were 3 randomized controlled trials (Axelsson 2009 1099;
Dickinson 1998 289; Hallstrom 2006 2620) and 3 non-randomized studies
(Axelsson 2006 47; Casner 2005 61; Ong 2006 2629) comparing survival
outcomes for OOHCA patients transported with manual CPR versus
mechanical CPR. The 3 RCTs comprising 900 patients showed no benefit
from mechanical CPR with respect to ROSC or survival to discharge. One
of the studies (Hallstrom 2006 2620) suggested functional neurologic

outcomes may be worse when mechanical CPR is provided. The 3 non-

(Braunfels 1997 128; Havel 2010 59; Lipman 2013 162; Sunde 1997

235) LT U H AMbEEER 4 £+ (Chung 2010 841; Roberts 1979
30; Stapleton 2017 63; Stone 1995 121) b -7, ZNHD HH 2 {1F
DHFFE (Roberts 1979 30; Sunde 1997 235) 1%, & HIZHFHY CPR &
BEMAY CPR OB A L L7z, RCT THE Sz CPR OEDHEIE
X, YRR OES, TFEOT VARDOIEL O FEHOERI O
box, FELSBHOIELS, MEEOBYIRMLE~DRY 72 &
thx Thote, T DMULERBR 4 11 TiX CPR OEDOIEIE L
LT, EEDOT VAR, JEEOTRS , #K DR & KBRS b
TV, 3 F 2 HWTaZE Tldk CPR OEITBLY; K 0 bifaksT
DIE D NENo T,

#lkF D FFH CPR LHEIRAY CPR % i L 72458 : ROSC &4
FIZBBT 57T U M A

Besh O 1k B Ok I 9 CPR & ###r) CPR T, A(FICE
57U M LA HE LT RCT 3 £ (Axelsson 2009 1099; Dickinson
1998 289; Hallstrom 2006 2620) & . FET ¥ LB 3 {1
(Axelsson 2006 47; Casner 2005 61; Ong 2006 2629) 723& > 7=, RCT
D 3 FEF 900 4422 H 72 V) | HERKEY CPR 13 ROSC R AEAFIRFE A2 B
LTIEAY v bR olz, 1 058 (Hallstrom 2006 2620) 13,
PR A HIRR I CPR O NN L &2 Rme Lz, T 4
LAEHEGERER O 31,273 470672 0 FAR T DRERZHE LT
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randomized studies comprising 1,273 patients report conflicting results.
The largest study (Ong 2006 2629) (n=783) suggests mechanical CPR is
associated with increased ROSC, survival to hospital admission and
survival to hospital discharge, however there was no difference in
functional neurologic outcome. The two smaller studies (Axelsson 2006
47) (n=328) and Casner 2005 61) (n=162) suggest no significant difference

in important survival outcomes.

Studies comparing manual vs mechanical CPR during transport —
physiologic outcomes and CPR quality CPR metrics

There were 2 randomized controlled trials (Axelsson 2009 1099;
Dickinson 1998 289) and 3 non-randomized studies (Kim 2017 636; Lyon
2015 102; Wang 2007 453) comparing physiologic outcomes and CPR
quality metrics among OOHCA patients transported with manual CPR
versus mechanical CPR. The 2 RCTs comprising 143 patients reported
conflicting results with 1 study (Axelsson 2009 1099) (n=126) indicating
improved EtCO2 when mCPR is provided and the other (Dickinson 1998
289) (n=17) suggesting there was no difference. The 3 non-randomized
studies were also not equivocal. 1 study (Kim 2017 636) (n=17) suggested
CCF was improved by implementing mCPR. Lyon (Lyon 2015 102)
reported that the median time interruption from last manual CPR
compression to first mCPR compression was 39s (Range 14-118 sec IQR
29s-47s). This may partially explain why Wang (Wang 2007 453) (n=20)

W5, I ROHFFE (Ong 2006 2629, 783 4) Ti. kY CPR X
ROSC. AfFABEHR, AFRGEROHEME ICEEN & D Z & 2R
L7223, MR ERIG I DWW IR e o o, K0 /IR ORISR
2 14 (Axelsson 2006 47, 328 4 ; Casner 200561, 162 4) TiIEE
T U RNAILE L TCOEFRIIEREEIT RN T,

fxF DO AFH CPR LA CPR % LLEE L 72450
7 b AL CPR DEDHRIE

BrEAhCME I FREE DS H I TR CPR & B0 CPR T, B
7T N1k CPR OEDOFREEZ i L7 RCT 2 4 (Axelsson 2009
1099; Dickinson 1998 289) & JE7 > & AL bbi#aER 3 4 (Kim 2017
636; Lyon 2015 102; Wang 2007 453) »3& >7-, RCT O 2 (% 143 4
o720 LTFOLIICHEWCHK T AEREHMEL TWDH, 11
Ti& (Axelsson 2009 1099, 126 41) (THEHKAY CPR TR %
{biRFESE (ETCO,) Ak L7, & 9 11 (Dickinson 1998 289,
17 %) TEEN oI, FET X MU 3 HixZzn7e b
BN H -7, 14 (Kim 2017 636, 17 4) 13HEHY) CPR %
BRHT5Z L TCCFAETHZ &R LT, Lyon (Lyon2015
102) 1%, &% DORFHIEED S RO CPR (2 X 2 EE B As
FTOFHIRF OIS 39 7P (FFH 14~118 B> IQR 29~47 £»)
Thol-b LTnD, ZOFEFIEX Wang  (Wang 2007 453, 20 4)

AT
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reported that the no compression (hands off) interval was similar in both

groups and mCPR patients received a lower mean compression rate.

Studies comparing manual vs mechanical CPR during transport —
manikin studies

There were 4 randomized controlled trials (Kim 2016 1604; Lipman 2013
162; Putzer 2013 201; Sunde 1997 235) and 3 non-randomized studies
(Fox 2013 1; Gassler 2013 589; Roberts 1979 30) comparing manual
versus mechanical CPR during ambulance transport using manikins.
Mechanical CPR provided consistent CPR whereas several studies

suggested quality of manual CPR declined during transport.

Studies addressing survival among out of hospital cardiac arrest
patients transported without prehospital ROSC where a TOR

advocated transport

We identified no randomized controlled trials and 2 non-randomized
studies 136 (Drennan 2014, 1488; Yates 2018, 133) addressing survival
among out of hospital cardiac arrest patients transported without
prehospital ROSC where a TOR advocated transport.

Among 20,207 OHCA treated by EMS, Drennan et al (Drennan 2014

OWE., THROLBMEERZ L TWRWER (N XA 72 A D)
R HF, B TR Z &, B L O CPR 2311 7-
BHEDOEBRT VROFEPME N> 722 LITHONT ORI
7RHMH LIL7RUY,

WEFDORAFH CPR LA CPR % LB L7-AF3E : ~ X XU %
FAW TSR

~ XX U E AN THET O TR CPR &) CPR % Lhiliz L7
RCT 4 {f (Kim 2016 1604; Lipman 2013 162; Putzer 2013 201; Sunde
1997 235) L IET v & 2qbbbiakBk 3 /4 (Fox 2013 1; Gassler 2013
589; Roberts 1979 30) 73& 7=, A CPR 1ZZE L 7= CPR %12
ETEZDITK L, WL D058 TIE A FAY CPR O I3k
WK F9 5 2 &R S,

WBERI T ROSC X% 672 d> o 7=, TOR (termination of
resuscitation) /L — /UIZHE o TR PEikE S =Bt MEIERE DA
TFR 2T AR

RCT &7/ > 7=, WPBERI T ROSC NG SN 720 - 7278, TOR
(termination of resuscitation 54z D 1E) /L— L ITHiE > TIRBEHE
SNTPEORE I BE DAEFREZT T 133 A6 b3ET &

AL LEEEER 2N 2 {4 (Drennan 2014, 1488; Yates 2018, 133) &> 7=,
Drennan o @O#FZE (Drennan 2014 1488) TiX. AN EE L7~
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1488) identified 3,374 (16.4%) cases where prehospital ROSC was not
achieved and the Universal TOR guideline recommended transport to
hospital with ongoing resuscitation. Of these patients, 122 (3.6%) survived
to hospital discharge. A smaller study by Yates et al (Yates 2018 133)
identified 227 cardiac arrest cases, not eligible for prehospital termination
of resuscitation (per the UK ambulance TOR guideline) who were
transported with ongoing CPR. Of these only patients 7 (3.1%) had a
potentially reversible cause of cardiac arrest. Most patients (n = 210,
92.5%) died in the emergency department, although 17 were admitted (14
to intensive care). Only 3 (1.3%) survived to hospital discharge. Among
those transported with CPR, the universal TOR guideline would have
recommended resuscitation be stopped without transport in 89 (39.2%)
cases. There were no survivors (0%) among patients eligible for the

universal TOR guideline.

Studies addressing duration and or distance of transport on outcomes
We identified no randomized controlled trials and 5 non-randomized
studies (Cudnik 2010 518; Geri 2017 96; Spaite 2008 61; Spaite 2009 248;
Zive 2011 277) addressing duration and or distance of transport on
outcomes. In a moderately sized logistic analysis (n=7,540) Cudnik et al
(Cudnik 2010 518) determined that transport distance was not associated
with survival (OR 1.00; 95% CI 0.99 to 1.01). A systematic review and
meta-analysis by Geri et al (Geri 2017 96) similarly reported no significant

20,207 4 DOFEAMMEIRBE D S5 6 3374 4 (16.4%) HIEBLHIT T
ROSC b7 o728, ="—H )L TOR HA KT 1 M
P> THRAENE Z ke L 7o £ £t SNz, 2N DBEFED
251224 (3.6%) WATFIREE L7z, LV /N7 Yates © (Yates
2018 133) (T K DWFFETIE. #EPEAT TOR (SEEHRGEEKD TOR 7 A
RT A NCHERIL L 72) 12 CTIEE 53 CPR Z#kE L7243 Skt~
Wk SN MEILBENR 227l o72, ZDH5H 74 3.1%) 7217
WA 72 R L D M LD R[REE R o T2, 17 4 (14 4%
ICU) NABEL7=8, 1FE AL DEE (2104, 92.5%) 1TRAEM
THE LT, 34 (1.3%) PNEFERPELTZ, 2 CPR & L7225
Bk SNIRED S H, 2 =/X—H /L TOR TA KT A > OHELE
eI, Wk g I AELEZ R IE L Th A S BEIT 89 4
(39.2%) TH o7z, 2=/ X—=HIJLTOR HA FT A NZHB T E-
T2HRE D LAEFIT -T2 (0%),

PR CHEREN T U b A5 2 BB RIS
RCT 1372707z, WakiFESCHEER T 7 M M2 E 2 2 38 % i
RIIET o H DLELEGER DY 5 {4 (Cudnik 2010 518; Geri 2017 96;
Spaite 2008 61; Spaite 2009 248; Zive 2011 277) H->7-, FREREDOH
DN (7,540 4) Tr Y AT 4 v 7 [EYgZHr (Cudnik 2010 518)
#1772 Cudnik & OWFFE TITMEEHE & AAFICREIZ 2o T2
(OR 1.00; 95% CI10.99~1.01), Geri & (Geri201796) O AT~
T AT L Ea—EAETF U ATHREEREE EFICHEER
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relationship between transport distance and survival to discharge (mean
diff -0.05 [95% CI -0,86 to 0.76]). Two studies by Spaite et al (Spaite 2008
61; Spaite 2009 248) similarly concluded that survival was not
significantly impacted by transport interval OR 1.2 (95% CI 0.77 to 1.8)
and OR 1.01 (95% CI 0.99 to 1.05) respectively. In an analysis of the ROC
registry Zive et al (Zive 2011 277) reported that among 4,586 cases where
transport was initiated without achieving ROSC on scene, 386 achieved

ROSC before arriving at the ED and 198 survived to hospital discharge.

Other

We identified 1 randomized controlled trial (Lei 2010 1562) and 1 non-
randomized study (Hung 2017 398) where alternative approaches to the
provision of manual CPR received by patients was compared during
transport. Lei (Lei 2010 1562) compared two different approaches to
manual CPR during transport (standard vs straddling the stretcher). They
were unable to identify a significant difference between these two
approaches. Hung (Hung 2017 398) compared quality of CPR when 1
versus 2 EMTs were attending the patient during transport. Quality of CPR
was improved when there were 2 EMTs vs only 1 EMT. A study by Kurz
(Kurz 2012 1085) identified the forces applied to EMTs while performing
CPR in a moving ambulance as a result of acceleration, deceleration and
turning. They identified that these forces impacted the EMTs ability to
provide adequate CPR and theorized that this would have significant

BE# (X 727> > 7= (mean diff -0.05; 95% CI -0,86~0.76), Spaite ©

(Spaite 2008 61; Spaite 2009 248) DHFFE 2 14T b IR T £
BBERICHBRE B E 5 2 /a0y - 7= (OR1.2;95%CI10.77~1.8: OR
1.01; 95% CI 0.99~1.05), Zive ©IZ & % ROC (the Resuscitation
Outcomes Consortium) D7 — X fEZHT (Zive 2011277) Tik, BT
ROSC 45 5V ITREBIAA L 72 4,586 44D H B, 386 £ 3R
FIZEIZE % £ TIZ ROSC 215G Hiv, 198 A4 3 AAFRRE L7z,

Z DAt

Wk I H T CPR ZAEHERY 2R ik L 1372 2 HiE TRt L -
RCT 728 1 (Lei20101562) & FET o & Lk Hlealiniss 1 4 (Hung
2017 398) & ->7-, Lei (Lei20101562) [I#EEHIz2 >DHERD
HFH) CPR Ok (BEHERNRGIEEA MLy F ¥ —IZERV TR
STITH FE) ZHE LN, 202 2O FEM CHEERET 0
-7, Hung (Hung2017398) Xk D CPR OE R AKE 14
TITR oG E & 2 4 DGA Tl L7z, CPR OEIX 2 4 ORA
BREN W08 1 4 OB LY Bovo72, Kurz  (Kurz20121085) @
W CTIX EF OB EANTIE L2V BGE L0 iR >72b L
7o & EIZ CPR Z L TWAKRFIZRABKBICD 0D N EH BT L
oo HDIX. 2B DINIREKE D)2 CPR % FEfi T& 579
EOMITHESTL L EZHLMNCL, L TIDOIZ &1 ROSC I
WL SN D RIKEORERTE (15mmHg) % #5k - iR 52 &
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adverse impact on achieving/maintaining the minimum coronary perfusion

pressure required to achieve ROSC (15mmHg).

3. Narrative Reporting of the task force discussions

There was considerable Task Force debate concerning the appropriate
outcome for this PICOST:

e [s quality of CPR quality during transport better/no different/worse
than quality of CPR on scene?

Are clinical outcomes impacted by the decision to transport with
CPR?

When should the decision to transport with ongoing CPR be made?
Does distance of transport affect outcomes?

Can we identify which patient groups will/will not benefit form
transport with ongoing CPR?

Should we recommend the use of mechanical CPR during transport?

The Task Force acknowledges several confounding factors when
interpreting evidence e.g. use of feedback devices to improve CPR quality
during transport or the implementation of high performance CPR within
EMS systems. In addition, the Task Force noted that studies reporting
quality of CPR metrics reported mean outcome measures and acknowledge

that quality of CPR may have fluctuated considerably.

Bl 9AR

Q:OU\'(%?E‘% o2

TWo,

(ZAF] 72 L5 Z DAY 557255 Lk~

3. ZRI T+ —ADEROBE
Z @D PICOST (%P3 Bt 72 7 v b A KT HOWT, LA FIRT1EH
TREXRAT T —ADHEHZNH - T,

o {EF D CPR OEIIHYTO CPR DE LT, kv X
VD, EWVERY, K0 EOWTRLRO)?

e CPR #L7NOWET DI LZ2RKIT 52 EIXEKRNOT U b
LR G2 50

o CPRZMKGELARNOWaET DI L%, WOIRKTT 5702

o WEEEREIXT U M AICEELEZI D0

e CPR ZL7NDWETHIET, EOXIRBEHNAY ¥
FNEfRbiLdh, EEIBLNARWVNEZH LN TE 502

o HRIET ORI CPR ZHELEJ R/ 2

BAY T —RITET U RAEHIRT 5 & TN < DD HE
RF08dH5HZ L Z2EAMLTWD, FlzIX, 74— RNy 73 EAfH
ML THEF O CPR OEZUGELTZY | REEE T —E AT
ANR—=T —<2A CPR ZEHALZNVTHZ LIZIDOARHKTH
%, 51T, CPR OB OEEIZHSOWTOFZE T, BIELET 7 K
1 LOFELBENHE TV DA, FEEEIZIL CPR OE I e ) &
L TWEARHERH D ENWI T E2 X AT 74— ATk L T
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This topic has not been addressed by ILCOR for many years. This scoping
review has identified new evidence addressing this topic. The BLS Task
Force recognizes that it may be appropriate to undertake more than one
systematic review based on our findings. The BLS Task Force will seek
public feedback to prioritize which questions to explore in the coming year.
In the first instance the BLS Task Force will commence a systematic

review comparing quality of CPR metrics on scene versus during transport.

W5,

ILCOR [FMFEH DR, ZD My 7 2> TIhole, AlEEE
MR- L E2—TZD My 72 WMo H LT EF AN
HDH T ENHELNITR ST, bbb OFFERRIZES W= EE D
VATIT 4 v/ L Ea—ICRY D Z EREYND LitZen
EWVWH T EHE BLS XAV 74— AT L TWD, fFkEDRIE
(S fTe B RO DT, BLS X A7 74 —A L L
TIFELS BREZRDIZVWEEZEZX TS, BLS ¥ A7 74 —RA L L
T, &V H2TIEBYTO CPR Lt O CPR OE OFEHE % ik
THVATYT 47 VE2—|[ZRV#ENAD EEZXTV5D,

Knowledge Gaps
There is a paucity of evidence addressing the impact of transport on quality
of CPR and subsequent clinical outcomes. EMS crews would benefit from

guidance addressing:

e  Which patient groups might benefit from resuscitation on scene?

e  Which patient groups might benefit from early initiation of transport?

e  When transport should be initiated, including timing and in relation
to procedures/interventions?

e What is the most appropriate form of CPR (e.g. mechanical vs
manual) during transport?

e Do feedback devices help ensure quality of CPR during transport?

e Risk to EMS providers performing CPR on scene versus in a moving
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