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AHA/ECC meets with JC related to 
Post Cardiac Arrest Syndrome and 
Post Resuscitation Care 

JC: Issued New Performance 
Standards 1-1-2022
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Post Cardiac Arrest Syndrome

Systemic Ischemia-Reperfusion Injury

Myocardial Dysfunction

Hypoxic Brain Injury

Underlying Etiology of Cardiac Arrest

Definition: proposed by Nolan et al (2008)- PCAS was defined as a 

unique and complex combination of pathophysiological processes 

including four key components 

Source: Nolan JP, Neumar RW, Adrie C, et al (2008). Post-cardiac arrest syndrome: Epidemiology, pathophysiology, treatment, and prognostication: A scientif ic statement from the ILCOR;  AHAECC, CCVSA; CPR, CCC, & Council of Stroke (Part 

1). (2008).Circulation 118:2452-2483. Figure from: Bro-Jeppesen, J. (2019). Post cardiac arrest syndrome : Pathophysiological and prognostic aspects of systemic inflammation and endothelial dysfunction. Doctoral Dissertation.
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Background: Scope of  the Problem 
Joint Commission Resuscitation Standards for Hospitals

Standard PC.02.01.20: The hospital implements processes for post-resuscitation 
care.

EP 1: The hospital develops and follows policies, procedures, or protocols based on current scientific literature for 

interdisciplinary post–cardiac arrest care. Comprehensive post–cardiac arrest care is necessary to address the 

systemic effects of the ischemia-reperfusion injury following cardiac arrest. Growing evidence suggests that it is 

critical for both patient survival and optimal neurological outcome. Yet, significant variations in implementation 

have been observed across hospitals. JC & AHA strongly recommended the implementation of comprehensive, 

structured, and multidisciplinary protocols of care to optimize survival and neurological outcome. 

EP 2: The hospital develops and follows policies, procedures, or protocols based on current scientific literature to 

determine the neurological prognosis for patients who remain comatose after cardiac arrest. Because any single 

method of neuroprognostication has an intrinsic error rate, current guidelines recommend that multiple testing 

modalities be incorporated into organizations’ routine procedures and protocols to improve decision-making 

accuracy. Post Cardiac Arrest Protocol EBP

1 The Joint Commission. R3 Report: Resuscitation Standards for Hospitals. Issue 29: June 18, 2021.
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Background: Scope of  the Problem 
Joint Commission Resuscitation Standards for Hospitals

Standard PI.01.01.01: The hospital collects data to monitor its performance.

EP 10: The hospital collects data on the following: 

1. The number and location of cardiac arrests (for example, ambulatory area, telemetry unit, critical care unit) 

2. The outcomes of resuscitation (for example, return of spontaneous circulation (ROSC), survival to discharge) 

3. Transfer to a higher level of care 

EP 22: An interdisciplinary committee reviews cases and data to identify and suggest practice and system 

improvements in resuscitation performance. 

1. Review arrests in non-monitored or non-critical care units for any early warning signs of clinical deterioration  

present prior to arrest

2. Timeliness of staff’s response to a cardiac arrest  & Rates the quality of cardiopulmonary resuscitation (CPR) 

3. Post–cardiac arrest care processes & Outcomes following cardiac arrest 

Standard PI.03.01.01: The hospital compiles and analyzes data. 

Post Cardiac Arrest Protocol EBP

1 The Joint Commission. R3 Report: Resuscitation Standards for Hospitals. Issue 29: June 18, 2021.



Issue/Background Summary
The Joint Commission has issued a performance standard requiring 

hospitals to develops and follows policies, procedures, or protocols 

based on current scientific literature for interdisciplinary post–cardiac 

arrest care aimed at identifying, treating, and mitigating acute 

pathophysiological processes after cardiac arrest and includes evaluation 

for targeted temperature management and other aspects of critical care 

management as well as addressing neuro prognostication. 

Purpose/Aim
1. Establish a multidisciplinary team of physicians, nurses, and ancillary staff 

to collaborate using an EBP model to review current literature 

(PICO/References/Evidence tables) and propose target goals, 

assessment/diagnostics, and interventions for inclusion in a hospital-based 

Post Cardiac Arrest Care Protocol.

2. Establish performance metrics related to cardiac arrest and post cardiac 

arrest care to evaluate team performance 

6
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Methods/Approach 

Mission Hospital Strategies and Plan

7

MH Resuscitation Committee Chairs meet to discuss strategies

Multidisciplinary Care Post Cardiac Arrest Protocol Project

• Design:

• Use an evidence-based approach to establishing care priorities during/after cardiac arrest

• Sample:

• Leaders of Initiative: Clinical Nurse Specialists in Critical Care

• Multidisciplinary Leads: ICU CNSs, ED Physician, Critical Care Intensivist, Nurse Manager ICU

• Active engagement of Team Members: Specialty MDs/NPs/Staff RNs/Ancillary Services

• Setting/Intervention: Virtual Meetings (2 Large Team & 1-2 Small Team for each Topic)

• Use Johns Hopkins EBP Model Approach

• Develop Problem Statement: PICO Questions rt areas of Post Arrest Care

• Review evidence: Literature review by RN members/presentation to team

• Translate evidence-MH Multidisciplinary Post Cardiac Arrest Care Protocol

• Analysis: Measure performance metrics as defined by JC (Resuscitation Committee)
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Methods/Approach
Johns Hopkins Nursing Evidence-Based Practice Model

Internal Factors

Culture

Environment

Equipment/Supplies

Staffing

Standards

External Factors

Accreditation

Legislation

Quality Measures 

Regulation

Standards

Research

• Experimental

• Quasi-experiment

• Non-experimental

• Qualitative

Non-Research

• Organization 

experience

• Quality

• Financial data

• Clinical

• Patient Preference

Education Research

Practice

Dang D, Dearholdt SL. Johns Hopkins Nursing 
Evidence-Based Practice: Model and 
Guidelines. 3rd ed. Sigma Nursing; 2018.
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P

Practice Question 

E

Evidence

T

Translation

✓ Step 1: Recruit interprofessional   

team

✓ Step 2: Define the problem

✓ Step 3: Develop and refine the      

EBP question(s)
✓ Step 4: Identify stakeholders

✓ Step 5: Determine responsibility 

for project leadership

✓ Step 6: Schedule team meetings

✓ Step 7: Conduct an internal and 

external search for evidence

▪ Step 8: Appraise level of evidence 

and place summary into 

evidence tables 
▪ Step 10: Develop recommendations 

for  change based on 

evidence  synthesis

▪ Step 11: Place interventions into care

protocol.

▪ Step 12: Implement: Committee approval

▪ Step 13: Educate Team Members

▪ Step 14: Evaluate outcomes 
Quality Metrics by RNs

▪ Step 15: Report outcomes to committee

P:  Patient, Population, or Problem

I:  Intervention or Exposure

C: Comparison or Control

O:  Outcomes

Major Section Topics

References from AHA/NCS 

Review Articles

Agree on Recommendations

Major Section TopicsMD Comprehensive PCA Protocol   

Committee Approval

Education

Evaluation
Dang D, Dearholdt SL. Johns Hopkins Nursing Evidence-Based 
Practice: Model and Guidelines. 3rd ed. Sigma Nursing; 2018.
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Methods/Approach Team Based Initiative
Combination of  Large Group/Small Team Meetings

10

Selection of Team Members

➢ Physician Specialty Leaders in ED, Cardiology, 
Neurology/Neuro Critical Care, and Pulmonary 
Critical Care

➢ Nurse Leaders: APNs (CNSs/NPs)/RRT/Critical 
Care/Cath Lab/Cardiac Services/ Palliative Care

➢ Specialty Leaders: Pharmacy, Nutritional Care 
and Respiratory

➢ Nurses: Staff Nurses from ED/CICU/SICU/Cath 
Lab - Clinical Ladder Opportunity EBP and 
Personal Growth

➢ Executive Sponsors: CNO/Executive Directors 
Cardiac and Emergency/Critical care

Meeting Plan
• EBP Review Class February 28 830-930am 

(Recorded and available on SharePoint site)

• Large Group Kick Off Meeting March 2               
730-830am with additional 1 hour for RNs 
discussion

• Small Group meetings between March 3-March 
31: Each Team will schedule 1-2 meetings

• Meeting 1: Review of the articles by RN 
members present their findings to the small 
team

• Meeting 2 (if needed): Recommendations to 
take forward to the 2nd large group meeting will 
occur

• 2nd Large Group Meeting April 8 12-2pm 

• Recommendations from small teams presented 
for insertion into comprehensive protocol
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Small Teams

Immediate 

Stabilization

Cline/Bader/Goldberg/Hatzman 

Anderson, Leonard, Curie, 
Wavra, and Suk

Initial Stabilization

Initiation of TTM

Diagnostic Workup

PCI: Early or Delayed

Cardiac

Curie, Wavra, and Suk

Lampkin, Hechke, Gayle, 
Miller, Aquinde, Barker,  

Kohnke

Coronary Intervention: PCI

ICU Management CV

• MAP/BP

• Echocardiography

• Hemodynamics

• Fluid Management

Circulatory Assist Devices

Pulmonary 

Sedation
Qureshi & Andersen

Wheaton, Krispin,                                      
Samimi, Qunici

Mechanical Ventilation

PaO2/PaCO2/SaO2 

Sedation

Neuro

Neuro 

Prognostication

Dorriz, Rahim, Bader

Barnes, Cooper, Campa

Neuro Assess/Monitor

Cerebral Edema Mgt 

Seizure Management

Neuro Prognostication

General 

Critical Care 

Topics/TTM
Goldberg  Wavra  Van Ry

Holland, Shaw, Motley

Hematological/GI

Infection/DVT

CRRT

TTM

Shared Decision 

Making 

Transitions in Care

Gomez  Bader  Silverman

Frazier, Giraldo-Herrara

Shared Decision 
Making

Transitions in 
Care

Post Cardiac Arrest Protocol and Bundles of Care
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Literature Review: PICO Questions
Section/Team PICO Question(s) # Articles 

Reviewed

Immediate Stabilization 

Priorities
Bundles of Care

1. In patients (> 18 years of age) with post cardiac arrest syndrome, does establishing a comprehensive standard hospital -based 
protocol with bundles of care compared to standard practice improve clinical outcome at 30 days/6 months or longer?

28

Critical Care 

Management
➢ Cardiac

➢ General Critical Care

Hemodynamics, Monitoring and Mechanical Circulatory Support: 
1. In patients (> 18 years of age) with post cardiac arrest syndrome, does establishing a mean arterial blood pressure (MAP) 

minimum threshold of 80 mm Hg or MAPopt and/or SBP 120-140/DPB 80-100 mm Hg compared to a MAP<80 improve 

neurologic outcomes clinical outcome at 30 days/6 months or longer?

2. In patients (> 18 years of age) post cardiac arrest, does the use of echocardiography to evaluate right and left ventricular 

function, cardiac output and inferior vena cava size to guide hemodynamic management, compared to no echocardiography, 
improve outcomes at 30 days/6 months or longer?

3. In patients (> 18 years of age) with post cardiac arrest, does the use of a invasive hemodynamic monitor compared to no 

hemodynamic monitoring tools improve any outcome and clinical outcome at 30 days/6 months or longer? 

4. In patients (> 18 years of age) with post cardiac arrest, does liberal vs restrictive fluid resuscitation improve any outcome clinical 

outcome at 30 days/6 months or longer?
5. In patients (> 18 years of age) post cardiac arrest, does early PCI versus late PCI improve outcome at 30 days/6 months or 

longer?

6. In patients (> 18 years of age) post cardiac arrest with drug refractory hypotension, does the use of circulatory devices (IABP, 

Impella, ECMO)  compared to medication management improve cardiac performance and clinical outcome at 30 days/6 months 

or longer?
General Critical Care:

1. In patients (> 18 years of age) post cardiac arrest, is there an optimal Hgb target, compared to no Hgb target, associated with 

favorable  outcome at 30 days/6 months or longer?

2. In patients (> 18 years of age) post cardiac arrest, does DVT prophylaxis, compared to no prophylaxis, improved outcomes at 30 

days/6 months or longer?
3. In patients (> 18 years of age) post cardiac arrest syndrome, does early enteral nutrition, compared to late enteral nutrition, 

improve outcome at 30 days/6 months or longer?

4. In patients (> 18 years of age) post cardiac arrest, do the early use of prophylactic antibiotics, compared to no prophylaxis, 

improved outcomes at 30 days/6 months or longer?

5. In patients (> 18 years of age) post cardiac arrest syndrome, does continuous renal replacement therapy, compared to no CRRT, 
improve outcome at 30 days/6 months or longer? 

6. In adult patients (Age> 18 years of age) who remain comatose after return of spontaneous circulation, does TTM below 33-36 

degrees C versus normothermia improve neurologic outcomes at 3/6 months?

14

2

2

4

14

4

3

2

4

2

4

10
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Literature Review

Section/Team PICO Question(s) # Articles 

Reviewed

Critical Care Management: 

Pulmonary/Sedation

1. In patients (> 18 years of age) post cardiac arrest, is one strategy of mechanical ventilation, compared to any other strategy of 
mechanical ventilation associated with favorable neurologic outcome at 30 days/6 months or longer?

2. In patients (> 18 years of age) post cardiac arrest, is normoxia compared with hypoxia or hyperoxia, associated with favorable 

neurologic outcome at 30 days/6 months or longer?

3. In patients (> 18 years of age) post cardiac arrest, is hypercapnia, compared with normocapnia or hypocapnia, associated 

with favorable neurologic outcome at 30 days/6 months or longer?
4. In patients (> 18 years of age) post cardiac arrest, are certain approaches to sedation, analgesia, and neuromuscular 

blockade, compared to no medications, associated with favorable neurologic outcome at 30 days/6 months or longer?

5

2

3

3

Neuro Critical Care Mgt
➢ Neuro Assessment/Monitor 

➢ Cerebral Edema Mgt

➢ Seizure Monitoring & Mgt

1. In patients (> 18 years of age) post cardiac arrest, does regular structured comprehensive neuro assessment , compared to no 
neuro assessment improve diagnosis of treatable causes of cardiac arrest brain injury and/or measurement of response to 

neuroprotective interventions during the first 30 days?

2. In patients (> 18 years of age) post cardiac arrest, does non-invasive monitoring technology (e.g., infared pupillometry), 

compared to standard manual pupil light reflex assessment, improve diagnosis of treatable causes of cardiac arrest brain inju ry 

and/or measurement of response to neuroprotective interventions during the first 30 day?
3. In patients (> 18 years of age) post cardiac arrest, does the active management of cerebral edema/increased ICP compared to 

no management improve response to neuroprotective interventions during the first 30 days? 

4. In adult patients who remain comatose after resuscitation from cardiac arrest, does one  type of EEG (recording duration, 

electrode arrangement or analysis) compared to another type of eEG or no EEG improve the diagnosis of seizures or status 

epilepticus or assessment of seizure or SE treatment response during the first 30 days?

8

10

5

16

Neuro Prognosticaton 1. In patients (> 18 years of age) post cardiac arrest, does delayed neuro prognostication starting at 5 days post ROSC, compared 
to early neuro prognostication at 48 hours, impact outcome at 30 days/6 months or longer?

16

Shared Decision Making 1. In patients  (> 18 years of age) post cardiac arrest, does  shared decision making strategies with the patient’s surrogate 
decision maker, compared to usual decision making, improve satisfaction amongst care providers, team members and 

surrogate decision makers?

10

Survivorship 1. In patients  (> 18 years of age) post cardiac arrest, does providing a structured survivorship assessment and plan, compared to 
usual care improve outcomes at 12 months or longer?

2
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Translation Evidence to Protocol/Practice
Immediate Stabilization: 1st 120 minutes

Priorities: Immediate Post Resuscitation Care following ROSC

• Post arrest care focuses on mitigating injury to the brain. 

• Possible contributors to this goal include optimization of cerebral perfusion pressure, management of oxygen and 

carbon dioxide levels, control of core body temperature, and detection and treatment of seizures

• Cardiac arrest results in a heterogenous injury – multiorgan dysfunction and shock

o This is not “only” about the heart”      - other organs – like the brain

• Multidisciplinary team with expertise in cardiac arrest care is necessary!

• A comprehensive structured, multidisciplinary system of care must be implemented in the same way 
every time!

Nolan JP, Sandoni C, bottiger BW, et al. (2021): European Resuscitation Council and European Society  of  Intensiv e Care medicine guidelines 2021: post resuscitation care. Intensiv e Care Med 47:369-421; Panchal, A. R., Bartos, J. A., Cabañas, J. G., Donnino, M. W., Drennan, I. 

R., Hirsch, K. G., ... & O’Neil, B. J. (2020). Part 3: Adult Basic and Adv anced Lif e Support: 2020 American Heart Association Guidelines f or Cardiopulmonary  Resuscitation and Emergency  Cardiov ascular Care. Circulation, 142(16_Suppl_2), S366-S468. Burstein B and Jentzer J. 

(2020). Comprehensiv e Cardiac Care af ter Cardiac Arrest. Crit Care Clin 36:771-786.Jentzer J and Callaway  C. (2019). Cardiopulmonary  Resuscitation and Critical Care Af ter Cardiac Arrest. In book: Cardiac Intensiv e Care Dav id Brown Ed. Pages 558-579. DOI: 10.1016/B978-0-

323-52993-8.00051-5. Storm C, Leithner C, Krannich A, Suarez J, and Stev ens RD. (2019). Impact of  Structured pathway s f or Post Cardiac Arrest Care: A sy stematic rev iew and meta-analy sis. Crit Care Med 47: e710-716. Akin M, Sieweke JT, Zauner F, et al (2018). Mortality  in 

Patients with Out-of -hospital cardiac arrest undergoing a standardized protocol including therapeutic hy pothermia and routine coronary  angiography . Experience f rom HACORE Registry . Amer College of  Cardiol Intv  11:1811-1820.
Post Cardiac Arrest Protocol EBP
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Translation Evidence to Protocol/Practice - TTM 

16

Post Cardiac Arrest EBP Protocol



Translation Evidence to Protocol/Practice -Cardiac 

Post Cardiac Arrest EBP Protocol
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Translation Evidence to Protocol/Practice -Cardiac 
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Translation Evidence to Protocol/Practice                    
Pulmonary & General Critical Care 
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Translation Evidence to Protocol/Practice - Neuro Assess/Monitor 

Post Cardiac Arrest Protocol EBP 20



Translation Evidence to Protocol/Practice –Seizure and EEG

Post Cardiac Arrest Protocol EBP 21



Translation Evidence to Protocol/Practice –
Neuro Prognostication

Post Cardiac Arrest Protocol EBP 22



Translation Evidence to Protocol/Practice 
Neuro Prognostication

Post Cardiac Arrest Protocol EBP 23



Mentzelopoulos SD, Couper K, Vand de Voorde P, et al. (2021). European Resuscitation Council Guidelines 

2021: Ethics of Resuscitation and end of life decisions. Resuscitation 161:408-432.

• Safeguard Autonomy: Use advance care planning that incorporates shared decision making to improve 

consistency between patient wishes and treatment.  Offer advance care planning to all patients at increased 

risk of cardiac arrest or poor outcome in the event of cardiac arrest. 

• Improve Communication:

• Use evidence-based interventions with surrogate decision makers

• Combine structured end-of-life discussions with video decision aids for shared decision making about end-

of-life hospital transfer from nursing homes in systems where this technology is available. 

• Integrate patient/family support elements in discussions (clear/concise information; include pt 

goals/values/treatment preferences; empathic statements assuring non-abandonment, symptom control, and 
decision-making support; provide spiritual support; explain protocolized treatment plans of team)

• Decide when to start and when to stop CPR (includes family presence during CPR)

• When making decisions about CPR, clinicians should explore and understand the value that a patient places on specific 
outcomes 

Survivorship: Great Heterogeneity in Survivors of Cardiac Arrest

• Address cause of arrest and implement strategies to reduce risk

• Physical, cognitive, and emotional effects of surviving cardiac arrest may linger for months or years

• Focus assessment and interventions on at-risk body systems and their impairments

• Develop strategies to promote well-being: Affective & Existential and return to normal functions

Translation Evidence to Protocol/Practice 
Shared Decision Making and Survivorship 

Post Cardiac Arrest Protocol EBP 24



Results – Translation to Practice

Post Cardiac Arrest Protocol EBP
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Bundle Elements: ROSC TO    

120 minutes

Interventions Parameter Goals

Oxygenation & Ventilation Assess Airway-Breathing

GCS 3-8: Intubation & Mechanical Ventilation

GCS 9-15: Supplemental O2 delivery based on SpO2

Sa02 92-98%

PaCO2 35-45 mm Hg

Tidal Volume 4-8 ml/kg
Cardiac and Hemodynamic 

Optimization

Assess HR/ BP/ fluid responsiveness/ cardiac echo

Provide fluids/vasopressor

Assess ECG & manage arrhythmias

SBP>100 mm Hg/MAP>80 mm Hg

ECG-Continuous / Stat Echo

12 Lead ECG done within 10 min
Consults Pulmonary Critical Care

Hospitalist

Cardiology

Neurology/Neurocritical Care

Within 30 minutes

Within 60 minutes

Within 30 minutes for STEMI

Within 6 hours
Metabolic derangements Glycemic control: Assess serum glucose/insulin treat

Assess ABG: manage acidosis

Assess Laboratory Values: CBC/BMP/Mag/Ca/Coagulation 

Blood Glucose 80-180 mg/dL

pH and Lactate

Electrolytes
TTM 

In patients with GCS 3-8

Begin TTM in the ED: Obtain labs

Initiate Propofol/Fentanyl/NMB 

Insert Temp probe(Bladder vs Esophageal)

Iced saline & Cooling with device to 33/36  

Time to target temperature: 2-4 h

RASS

BSAS

Electrolyte values
Early Cardiac Intervention STEMI protocol for rapid access to Cath Lab Early revascularization 

Neurologic Care

Seizure Care

Neuro exam and Pupillometer Assess immediate ROSC

Headband EEG Monitor placed in GCS 3-8

Clinical Exam at ROSC                                   

Pupil dynamics: NPI & CV @ ROSC

EEG by 30 minutes

Family & Caregivers Shared decision-making

Supportive multidisciplinary team

Initial meeting with Provider and Family



Results – Translation to Practice
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Bundle Elements: ICU Phase Interventions Parameters

Oxygenation & Ventilation Assess Airway-Breathing

GCS 3-8: Intubation & Mechanical Ventilation

GCS 9-15: Supplemental O2 delivery based on SpO2

Sa02 92-98%

PaCO2 35-45 mm Hg

Tidal Volume 4-8 ml/kg

Cardiac and Hemodynamic 

Optimization

Assess fluid responsiveness/provide fluids

Assess cardiac hemodynamics, serial cardiac echo & manage arrhythmias

Cardiac Medications: Vasopressor/Vasoactive/Inotrope

Cardiac Assist Devices to support CV system

SBP/DBP/MAP >80 mm Hg

ECG

SV/SVV

CO/CI/LVSWI/RVSWI/

IABP/LVAD/ECMO parameters

TTM Maintenance & Rewarm (GCS 3-

8)

Maintenance at Target Temp x 24 hours

Propofol/Fentanyl/Shivering assessment and interventions

Maintenance of electrolytes

Rewarm slowly (0.25 degrees/hour)

Avoid hyperthermia x 72 hours post hypothermia

Time at target: 24 hours

RASS/BIS: 0 to -5 (0 to -2)/ 40-60

BSAS 0

Electrolyte values WNL

Rewarm rate @0.25d/hr T 37C

Maintain 37 x 72 hours

Cardiac Workup Per Cardiology

Neurologic Care Neuro exam and Pupillometer Hourly

Control ICP

Clinical Exam: GCS/LOC/Motor                                      

Pupil dynamics: NPI & CV

Seizure Surveillance Mgt

(GCS 3-8)

EEG monitoring and Medications EEG continuous 

Metabolic derangements Glycemic control: Assess serum glucose/insulin treat

Assess ABG: manage acidosis

Assess electrolytes and replace per protocol

Blood Glucose 80-180 mg/dL

pH and Lactate 7.35-7.45

Electrolytes WNL

Neuro Prognostication

Survivorship

Multi-modal: Clinical Exam; NSE levels @ 24, 48, & 72 h; EEG; and CT/MRI

72 hours post TTM 37d

Assessments by Disciplines (Rehab)

Neurointensivist/Epileptologist

Neurologist and Physiatrist

Rehab Team: PT/OT/ST/Psych/Neuropsych
Family & Caregivers Shared decision-making

Supportive multidisciplinary team

Regular structured meetings team and family

Results – Translation to Practice Post Cardiac Arrest Protocol EBP



• 170 Articles reviewed in small teams 
with consensus achieved 

• Consensus statements placed into 
Policy Stat Post Cardiac Arrest Protocol

▪ Approval by Medical Staff Committees

• Development of Bundles of Care 
reference sheets for staff

• Resuscitation Committee monitoring 
Cardiac Arrest outcome measures

Results

28
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Performance

Metrics

The Number And Location 
Of Cardiac Arrests 

Outcomes Of 
Resuscitation (Return Of 
Spontaneous Circulation 
or Survival To Discharge) 

Transfer To A Higher 
Level Of Care

Review Arrests In Non-
monitored Or Non-critical 
Care Units For Any Early 
Warning Signs Of Clinical 

Deterioration  Present 
Prior To Arrest

Timeliness Of Staff’s 
Response To A Cardiac 

Arrest  & Rates The 
Quality Of 

Cardiopulmonary 
Resuscitation (CPR) 

Post–cardiac Arrest Care 
Processes & Outcomes 
Following Cardiac Arrest 

Source: Joint Commission. 2021. Resuscitation Standards for Hospitals. R3 Report: Requirement, Rationale, Reference. Issue 29, June 18, 2021. 
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Implementing recommendations from a regulatory body in healthcare that calls out an 

evidence-based and interdisciplinary approach requires establishing a plan that includes:

1. Identify key stakeholders and front-line staff: Meet with Team Leads prior to 1st meeting

2. Using an EBP model to approach issue

- PICO Question(s)

- Pull articles/assign to team members

- Evidence table set up

3.  Establish critical time-line and expectations

4. Organize large team/small team-work prior to 1st meeting

5. Translate consensus to Clinical Protocol

6. Measure ongoing Performance

Post Cardiac Arrest  Protocol EBP 31

Implication for practice 



Conclusion 

32

Translation of Evidence-Based Literature to 
Practice using an EBP Framework brings the 
multiple disciplines together.

The team’s ability to read and summarize the 
science, present it to the multidisciplinary 
team, engage in dialogue and come to 
consensus on target goals and interventions 
provides a strong foundation for practice.

Presenting the translation of the evidence to 
non-members of the EBP team was enhanced 
by having physician/nurse champions present 
the protocol and achieved buy-in and adoption 
to practice.
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