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Topics 

• Updates on Paeds Resuscitation 2021 & Singapore Resuscitation 
Guidelines 

• ILCOR PLS TF Updates 2021 
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1) Emphasis on ventilation as part of 
paediatric basic life support 

• We suggest that if rescuers are willing and able, ventilations 
should be provided as part of CPR to paediatric cardiac arrest 
casualties. However, if the rescuer is unable or unwilling to 
perform ventilation on paediatric cardiac arrest casualties, it is 
recommended to at least provide high-quality uninterrupted 
chest compressions until help arrives. While there is an 
emphasis on ventilation in paediatric life support, it is important 
that hyperventilation is avoided. 
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2) Emphasis on public access 
defibrillators 

• For infants aged one month and older, if manual defibrillators are not 
immediately available, AEDs with dose attenuation systems (child 
pads or paediatric modes) are advised. If AEDs with energy 
attenuating systems are not available, consider the use of standard 
AEDs (comparative harm of not defibrillating shockable rhythms). 
There have been reported cases of safe and effective use of AEDs in 
infants and young children at an energy dose exceeding 4 J/kg.

• We are unable to recommend the use of public access defibrillators 
for neonates owing to the extremely low incidence of shockable 
rhythms in the neonatal population and the lack of published 
validation on the accuracy of AEDs to analyse electrocardiographic 
algorithms in this age group. 
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3) Energy dose for first defibrillation 
New recommendation 

• It is reasonable to use an initial energy dose of 2–4 J/kg of
monophasic or biphasic energy for defibrillation. If refractory, it is
reasonable to consider using ≥ 4 J/kg energy levels, not exceeding
10 J/kg or the adult maximum dose, with a maximum of 360 J
(monophasic) or 200 J (biphasic).

• A small observational study in the intensive care setting provided
limited evidence for the initial energy dose for defibrillation to be
lower than 4 J/kg

• As there were significant limitations in the external validity of this
single study, the evidence is equivocal

Ref : Ohshimo S, Wang CH, Couto TB, et al. Pediatric timing of epinephrine doses: a
systematic review. Resuscitation 2021; 160:106-17.
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4) Family presence during paediatric
cardiac arrest resuscitation 

New recommendation 

• It is reasonable to allow the patient’s family to be present during
resuscitation, if there are dedicated and trained healthcare
providers to guide them through the process and if family
presence does not interfere with the resuscitation process and
infection control measures.

(Ref: Fernandez Castelao E, Russo SG, Riethmüller M, Boos M. Effects of team
coordination during cardiopulmonary resuscitation: a systematic review of the literature. J
Crit Care 2013; 28:504-21.)
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Context: Parent/family presence at pediatric resuscitations has been slow to become consistent practice in 
hospital settings and has not been universally implemented. A systematic review of the literature on family 
presence during pediatric and neonatal resuscitation has not been previously conducted.
Objective: To conduct a systematic review of the published evidence related to family presence during pediatric 
and neonatal resuscitation.
Data sources: Six major bibliographic databases was undertaken with defined search terms and including 
literature up to June 14, 2020.
Study selection: 3200 titles were retrieved in the initial search; 36 ultimately included for review.
Data extraction: Data was double extracted independently by two reviewers and confirmed with the review 
team. All eligible studies were either survey or interview-based and as such we turned to narrative systematic 
review methodology.
Results: The authors identified two key sets of findings: first, parents/family members want to be offered the 
option to be present for their child’s resuscitation. Secondly, health care provider attitudes varied widely 
(ranging from 15% to >85%), however, support for family presence increased with previous experience and 
level of seniority.
Limitations: English language only; lack of randomized control trials; quality of the publications.
Conclusions: Parents wish to be offered the opportunity to be present but opinions and perspectives on the family presence 
vary greatly among health care providers. This topic urgently needs high quality, comparative research to measure the actual 
impact of family presence on patient, family and staff outcomes.
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TTM EvUp led to statement and planned Social 
Media output (on ILCOR.ORG)
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Previous pediatric recommendations in 2020

The PLS task force provided the following treatment recommendations (1) following the ILCOR commissioned systematic 
review by Buick et al (2) which included the two main randomized control trials (RCTs) using similar protocols in the pediatric 
OHCA and IHCA. (3, 4)
We suggest that for infants and children who remain comatose following ROSC from OHCA and IHCA, targeted 
temperature management be used to maintain a central temperature of 37.5 °C or less (weak recommendation, 
moderate-certainty evidence).
On the basis of 2 randomized trials and 8 retrospective observational cohort studies that provided comparative data on 
favourable neurological outcome, survival, and in-hospital adverse events, there is inconclusive evidence to support or refute 
the use of therapeutic hypothermia (32 °C to 34 °C) compared with therapeutic normothermia (36 °C to 37.5 °C) (or an 
alternative temperature) for children who achieve ROSC but remain comatose after OHCA or IHCA.
In the original CoSTR (5) the PLS task force reported a preference for the use of induced hypothermia 32°C to 34°C as 
opposed to active control of temperature at normothermia 36°C to 37.5°C for OHCA. There were insufficient data on 
patients with IHCA to make a preference in that population. The task force also noted that fever is potentially harmful and 
should be avoided

1. Maconochie IK, Aickin R, Hazinski MF, Atkins DL, Bingham R, Couto TB, et al. Pediatric Life Support: 2020 International Consensus on Cardiopulmonary Resuscitation and Emergency Cardiovascular Care 
Science With Treatment Recommendations. Resuscitation. 2020;156:A120-a55.
2. Buick JE, Wallner C, Aickin R, Meaney PA, de Caen A, Maconochie I, et al. Paediatric targeted temperature management post cardiac arrest: A systematic review and meta-analysis. Resuscitation. 
2019;139:65-75.
3. Moler FW, Silverstein FS, Holubkov R, Slomine BS, Christensen JR, Nadkarni VM, et al. Therapeutic Hypothermia after In-Hospital Cardiac Arrest in Children. New England Journal of Medicine. 
2017;376(4):318-29.
4. Moler FW, Silverstein FS, Holubkov R, Slomine BS, Christensen JR, Nadkarni VM, et al. Therapeutic hypothermia after out-of-hospital cardiac arrest in children. New England Journal of Medicine. 
2015;372(20):1898-908.
5. Soar J, Maconochie I, Wyckoff MH, Olasveengen TM, Singletary EM, Greif R, et al. 2019 International Consensus on Cardiopulmonary Resuscitation and Emergency Cardiovascular Care Science With 
Treatment Recommendations: Summary From the Basic Life Support; Advanced Life Support; Pediatric Life Support; Neonatal Life Support; Education, Implementation, and Teams; and First Aid Task Forces. 
Circulation. 2019;140(24):e826-e80.



2022 INTERNATIONAL CONSENSUS ON CARDIOPULMONARY 
RESUSCITATION AND EMERGENCY CARDIOVASCULAR CARE SCIENCE 

WITH TREATMENT RECOMMENDATIONS : SUMMARY FROM THE 
PEDIATRIC LIFE SUPPORT TASK FORCE
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ILCOR PLS TaskForce – Coming Up (I)



For the 2021 gaps analysis, ILCOR will be looking at gaps through the 4 
perspectives (draft): 

1) Basic science (Hypoxia/ischaemia, reperfusion, protecting the brain, 
mechanisms, susceptibility)

2) Clinical application

3) Education and implementation

4) Impact (eg global priorities, cost-effectiveness, consumer 
acceptability etc) and role of registries …
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ILCOR – Coming Up (II) 



South Korea Taiwan  Japan  

Thailand  

Hong Kong   

Singapore  
Philippines  
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THANK YOU 


