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AT A CARDIAC ARREST, THE 
FIRST PROCEDURE IS TO TAKE 
YOUR OWN PULSE

Samuel Shem (1978)

House of GOD – The rules
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Yerkes-Dodson Graph

https://upload.wikimedia.org/wikipedia/commons/thumb/1/1e/HebbianYerkesDodson.svg/2000px-HebbianYerkesDodson.svg.png
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• Stub, D., Smith, K., Bernard, S., Nehme, Z., 
Stephenson, M., Bray, J., ... & Kaye, D. (2015). 
Air versus oxygen in myocardial infarction 
(AVOID) trial sub-study: time-dependent effect 
of oxygen administration on myocardial injury. 
Heart, Lung and Circulation, 24, S374.
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• Resuscitate all patients in 100% oxygen (Not 
Neonates)

• Post resuscitation titrate oxygen down to 
maintain saturation of 94-96% (ARC guidelines)

• Do not apply oxygen routinely to patients with 
Chest Pain

• In chest pain, apply oxygen if patient is in 
respiratory distress, 02 Sats < 95% or patient is 
shocked

Where does it leave us
Oxygen Use in ED

There has been much discussion recently in the literature over the 
use of oxygen for Myocardial Infarction but also for ventilated 
patients.  A recent Cochrane review of a metaanalysis found the 
following in relation to the use of oxygen and myocardial infarction.

What was found:
387 patients with MI/14 deaths
Those patients that had oxygen, 3 times more likely to die
No change in pain scores if oxygen used

Arguments against study:
Very small number of patients
Not sufficiently powered to make conclusive statements
Deaths could be by chance
Only focused on MI not routine chest pain
Studies unblinded, one study used was 34 years old,

What is not argued about:
There is very little evidence for the role of oxygen in MI or 
Chest Pain.
Large Randomised trial required to clarify the role of oxygen in 
these patients
Evidence suggestive of possible harm from the use of oxygen 
in MI.

How might oxygen cause harm:
This is not clear. Some have hypothesized that there might be a 
number of factors at work. These include:

Oxygen free radical pathway that causes further damage
Hyperoxia from high concentration oxygen therapy causes a
marked reduction in coronary blood flow 
Excess oxygen is shown to reduce blood flow to the heart, 
brain or kidney when they have an ischaemic episode unless 
there is severe hypoxia.

 
Where does it leave us:

Resuscitate all patients in 100% oxygen (Not Neonates)
Post resuscitation titrate oxygen down to maintain saturation of 
94-96% (ARC guidelines)
Do not apply oxygen routinely to patients with Chest Pain.
In chest pain, apply oxygen if patient is in respiratory distress, 
02 Sats < 95% or patient is shocked

Read more at
Cabello JB, Burls A, Emparanza JI, Bayliss S, Quinn T. Oxygen therapy for acute 
myocardial infarction. Cochrane Database of Systematic Reviews 2010, Issue 6.

Atar, D, (2010). Should oxygen be given in myocardial infarction? BMJ 340:c3287 
and responses
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Oh Google, you never fail me!
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• Encourage to rest in a comfortable position. 
• Get them to use prescribed spray or tablet 
• Call an ambulance 
– if symptoms are severe, 
– get worse quickly or 
– last longer than 10 minutes

• Stay with the victim until the ambulance or 
on-site resuscitation team arrives

First Aid For Chest Pain 

ARC 2016
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Aspirin + Chest Pain 

• Now included for First Aiders to give
• Only for Adults- No mention of kids
• 300mg Dissolvable Aspirin
• Only withhold if the victim is known to be 

anaphylactic to aspirin. 
• Check to see if they have had it earlier today

ARC 2016
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Locate and bring AED
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• Kwan et al  2009 Cochrane
– No evidence found

• Millar et al 2012
– Patient moves neck, does not immobilise

• Holla, 2012
– Head blocks do not work

• Bergan et al 2009
– No more hard collar in awake conscious patients
– Position of comfort

But do hard collars work???
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• Spinal boards
– Used for transfer
– Remove asap

• Taping
– No evidence
– Can cause harm

• Head blocks, Sandbags, Bags of Fluid
– No longer recommended

But what about…
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• Painful
• Airway occlusion
• Unable to visualise neck
• Vomiting/ Aspiration risk
• Non compliance in all age groups
• Poorly fitting
• Development of pressure area 
• Able to move neck

But it is a simple hard collar
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The Choking Child
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The Choking Child

• Finger sweep

• Inspection under direct vision

• Back blows / chest thrusts

• Heimlich manouvre
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The Choking Child
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Passive Leg Raise - Shock
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• Anxiety and restlessness
• Progressive dyspnea
• Hypoventilation and atelectasis caused by reduced respiratory 

expansion
• Altered ventilation/perfusion ratios from gravitation of blood to 

the poorly ventilated lung apices
• Increasing venous congestion within and outside the cranium 

leading to increased intracranial pressure
• Pressure from abdominal organs is transmitted into the thoracic 

cavity, which can impair venous return to the heart, leading to a 
further decreased cardiac output and hypotension

• Increase risk of aspirating gastric contents

Complications of the Trendelenburg 
position in the hypotensive patient

http://lifeinthefastlane.com/trendelenburg-position-for-the-hypotensive-patient-friend-or-foe/
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ANZCOR Guideline 9.1.1 – Principles for the 
Control of Bleeding for First Aiders  

Guideline 

Who does this guideline apply to? 

This guideline applies to adult, child and infant victims.   

Who is the audience for this guideline? 

This guideline is for use by bystanders, first aiders and first aid providers. 

1 External Bleeding 

Usually external bleeding can be controlled by the application of pressure on or near the wound to 
stop further bleeding until help arrives. The main aim is to reduce blood loss from the victim. 

The use of direct pressure is usually the fastest, easiest and most effective way to stop bleeding.1,2,3,4, 
[Class A; LOE II, Class A; LOE III-3] However, in some circumstances, indirect pressure may be used. 
[Class A; LOE Expert Consensus Opinion]. Other methods should be used if direct pressure does not 
control severe bleeding. There is no evidence that elevation of a bleeding part aids control of 
bleeding5 and there is the potential to cause more pain or injury. 

If there is an obvious embedded object, use indirect pressure. [Class A; LOE Expert Consensus 
Opinion] 

1.1 Management 

• Use standard precautions (eg gloves, protective glasses) if readily available. 
• Attempt to stop the bleeding by applying sustained direct or indirect pressure on or near the 

wound as appropriate. 
• Lie the patient down if bleeding from the lower limb or severe bleeding. 
• If severe bleeding not controlled by above measures, use a haemostatic dressing if available and 

trained in its use (CoSTR 2015: weak recommendation/very low quality evidence) 5. 
• If severe bleeding not controlled by above measures, use a tourniquet above bleeding point if 

available and trained in its use (CoSTR 2015: weak recommendation/low quality evidence) 5. 
• Call an ambulance. 
• If the victim is unresponsive and not breathing normally, follow the Basic Life Support Flowchart 

(ANZCOR Guideline 8). 
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Passive Leg Raise

• Can improve Cardiac output but results are 
not significant after 1 min

• ARC - No mention in current guideline
• Focus on ABC 
• Control Bleeding using direct pressure
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✔
✔
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