
PURPOSE: 
To address Adult Post-ROSC (Return of Spontaneous Circulation) Care 

ABBREVIATIONS: 
• EMR - Emergency Medical Record  
• EtCO2 - End Tidal Carbon Dioxide  
• mmHg - Millimeters of Mercury  
• MAP - Mean Arterial Pressure  
• SBP - Systolic Blood Pressure  

PROTOCOL: 
Patient Care Goals: 
The immediate ROSC period is critical in stabilizing patients and preparing for transport. The goal is 
therefore to maximize survival and optimize neurologic and cardiovascular function following a return of 
spontaneous circulation by the following steps: 

1. Secure airway  
2. Obtain vascular access  
3. Maximize blood pressure  
4. Identify ST-elevation myocardial infarction (STEMI) or reversible causes of arrest  
5. Recognize pending re-arrest  
6. Consider appropriate destination choice  

Patient Presentation: 
Inclusion Criteria 

• Patient returned to spontaneous circulation following cardiac arrest resuscitation  

Exclusion Criteria 

• None recommended  

Patient Management: 
Assessment, Treatment, and Interventions 

1. Perform general patient management attempting to identify cause of cardiac arrest.  
2. Support life-threatening problems associated with airway, breathing, and circulation.  

• Anticipate approximately 5-10 minutes of patient evaluation and stabilization prior to 
moving patient  

3. Monitor closely for reoccurrence of cardiac arrest using clinical and adjunctive criteria such as 
cardiac monitoring, 
EtCO2 monitoring, and physical signs of perfusion  

4. Prior to patient movement  
• Administer oxygen [EMR]  with a target of achieving 94-98% saturation. Do not 

hyperoxygenate.  
• Numeric or Waveform End-Tidial CO2 in place, if applicable for service level  
• Ensure ventilation rate of 8-10 per minute and ETCO2 of 35–45 mmHg. Avoid 



hyperventilation  
• Secure vascular access, ideally 2 points of access  
• Initiate IVF and vasopressors for hypotension (SBP less than 90 mmHg or MAP less than 

65): titrated to MAP greater than 65mmHg.  Consider concurrent intiation of IVF and 
vasopressors.    

1. Norepinephrine infusion[PARA] 0.025-3 mcg/kg/min IV/IO  
2. Epinephrine Push Dose [PARA] 5–20 mcg (0.5 mL to 2mL)  
3. Epinephrine infusion[PARA] 0.05-2 mcg/kg/min IV OR 2-10mcg/min first line 

if bradycardia  
4. Dopamine [PARA] 2-20mcg/kg/min IV/IO  

• Perform 12-lead ECG to assess for evidence of reversible cause of arrest such as STEMI or 
electrolyte derangement (e.g., hyperkalemia)  

5. Consider anti-arryhthmic medications 
• Amiodarone [PARA]:  

1. If no loading dose previosly administered: 150 mg IV over 10 minutes  
2. If loading dose previously administered: 1 mg/min X 6 hours 

• Lidocaine [PARA]: 1 mg/kg bolus followed by 1-4 mg/min infusion 
6. Consider pain management/sedation, if applicable  
7. Post-cardiac arrest patients should preferentially transported to hospital with cardiac 

catheterization laboratory. Consider Medical Control Consultation to help determine most 
appropriate destination.   

8. Check blood glucose  
• If hypoglycemic, treat per Hypoglycemia guideline.  
• If hyperglycemic, notify hospital on arrival.  

9. If patient seizes, treat per Seizures guideline.  
10. Do not allow the patient to become hyperthermic.  If the patient temperature greater then 

37oC consider  
• Reduce ambient air temperature in transport vehicle or helicopter.  
• Place ice packs to patient's neck, axilla and femoral groins.  
• Administer cold intravenous fluids at 150 ml/hr.  
• Monitor temperatures frequently and adjust methods of cooling as appropriate to maintain 

normothermia (36°-37°C)  
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Patient Safety Considerations 
1. Avoid hyperthermia  
2. Prehospital initiation of therapeutic hypothermia is not routinely recommended  

Notes and Educational Pearls 
Key Considerations 

• Hyperventilation is a significant cause of hypotension and recurrence of cardiac arrest in the post 
resuscitation phase and must be avoided. Similarly, hypoventilation (suggested by an EtCO2 
greater than 40–45) contributes to worsening acidosis and may precipitate re-arrest.  

• Most patients are comatose immediately after resuscitation and will require airway management 
and ventilatory assistance.  

• Many patients experience “stunning” of the cardiac muscle after ROSC. Hypotension is common, 
and volume resuscitation or vasopressor support is often required. Refer to the [Shock Guideline] 
for further recommendations. Anticipate and prepare for subsequent cardiac arrest.  

• Common non-cardiac causes of post-resuscitation hypotension include hyperventilation, 

https://aspirus-wausau.policystat.com/policy/13798326/latest


hypovolemia, and traumatic pneumothorax from chest compressions.  
• The condition of post-resuscitation patients fluctuates rapidly and continuously requiring close 

monitoring. A significant percentage of post-ROSC patients will re- arrest.  
• Current research has demonstrated that care of patients with ROSC at specialized centers is 

associated with both decreased mortality and improved neurologic outcomes.  
• Maintain mechanical CPR device in place in preparation for re-arrest.  
• A moderate number of adult post-ROSC patients may have transient ST-elevation on EKG 

Consider performing serial EKGs. Post-ROSC patients should preferentially be transported to 
centers capable of managing STEMI, whenever possible.  

Pertinent Assessment Findings 

• Assess post-ROSC rhythm, lung sounds, and for signs of hypoperfusion.  

Quality Improvement 
Associated NEMSIS Protocol(s) (eProtocol.01) 

• 9914019—Cardiac Arrest-Post Resuscitation Care  

Key Documentation Elements 

• Immediate post-arrest rhythms, vital signs, oxygen saturation, neurologic status assessment  
• Post-ROSC 12-lead ECG  

Performance Measures 

• Percent of ROSC patients transported to appropriate facility as defined by the EMS system  
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