
 
                               
 
Date:  January 24, 2011                    System Memo: # 324 
   To:  All EMS Providers                   Please post for EMS personnel 
From:  John M. Ortinau, M.D., FACEP 
  EMS Medical Director 

  RE:  SOP changes that may be implemented now 
                                

This memo shall serve to highlight the changes that EMS personnel should implement right now with respect to the 2010 
guidelines published by the American Heart Association prior to the new SOPs being adopted in May 2011. 

0BBLS changes ALS changes 
 "Look, listen and feel" has been removed. Simultaneously check for no breathing or no 

normal breathing (i.e., agonal gasps) as you check for responsiveness. 
 Pulse checks have been de-emphasized in importance. They are often inaccurate and 

produce prolonged interruptions in compressions. If pulse check is performed, it should 
take no longer than 10 sec. If no pulse definitively found within 10 sec, start compressions 
immediately.  

 Initiate chest compressions before giving rescue breaths. Most pts are best treated 
with chest compressions and early defib rather than airway mgt. Exception: victim of 
presumed asphyxial arrest (e.g., drowning). They should receive 2 rescue breaths before 
compressions using the tradition A-B-C approach. 

 Key changes to quality CPR (in appendix) 
o Compression depth of at least 2 inches (5 cm) in adults, instead of 1½ to 2 inches. 

For infants and children, compress at least ⅓ of the anterior-posterior diameter of 
the chest, or approximately 1½ inches (4 cm) in infants and 2 inches (5 cm) in 
children.  

o Compression rate of at least 100 beats/minute instead of approximately 100 a min. 
o Continued emphasis from previous CPR guidelines: - Allow full chest recoil after 

each compression; avoid leaning on the chest between compressions; minimize 
interruptions to compressions; avoid excessive ventilation.  

 There is an increased emphasis on physiologic monitoring to optimize CPR quality and 
detect ROSC. Continuous capnography or capnometry monitoring is beneficial during 
CPR to guide therapy, especially effectiveness of chest compressions (Class IIa) 
If pEtTCO2 <10 mmHg, attempt to improve CPR quality 
If pEtCO2 < 10 for 20 min, resuscitation is unlikely 
Abrupt & sustained rise seen just before clinical S&S of ROSC 
pEtCO2 levels my decrease 1-2 min after Epi due to ↓ pulmonary blood flow 

Electrical therapy: Pts with VF or pulseless VT should receive chest compressions until a 
defibrillator is ready. No longer required to do CPR for 2 minutes prior to defibrillating a 
shockable rhythm for the 1st time. Defib should be performed ASAP if a shockable rhythm.  
Airway mgt: ETI often results in a delay starting good chest compressions. Airway mgt no 
longer recommended until after first cycle of chest compressions (30 compression in 18 sec) 
then 2 ventilations.  

 Advanced airway: King LT may 
be the preferred advanced airway 
if not contraindicated as it can be 
placed without interruption in chest 
compressions.  

 Use of quantitative waveform 
capnography for confirmation and 
monitoring of ETT placement 
(Class I in adults); 

 Cease use of cricoid pressure 
during airway mgt  

 Cease use of atropine on 
patients in asystole 

 Post-cardiac arrest care: 
Hemodynamic optimization to 
maintain vital organ perfusion, 
avoid hyperventilation, and check 
for hypoglycemia.” 

ROSC changes: Watch for 
capnography rise, avoid hyperoxia, 
initiate therapeutic hypothermia if 
available and to do a 12-L ECG 
ASAP 

 

These changes will appear in the new SOPs when they are fully rolled May 1st, but are of enough importance to 
implement immediately from an ethical and legal standpoint. Please make sure that every System EMT-B, EMT-P, PHRN, 
ECRN and ED physician is aware of this directive and is compliant in providing emergency care or providing on-line 
medical control appropriately during this period of transition. 
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