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ABSTRACT: The fundamentals of cardiac resuscitation include the 
immediate provision of high-quality cardiopulmonary resuscitation 
combined with rapid defibrillation (as appropriate). These mainstays 
of therapy set the groundwork for other possible interventions such 
as medications, advanced airways, extracorporeal cardiopulmonary 
resuscitation, and post–cardiac arrest care, including targeted 
temperature management, cardiorespiratory support, and percutaneous 
coronary intervention. Since 2015, an increased number of studies 
have been published evaluating some of these interventions, requiring 
a reassessment of their use and impact on survival from cardiac arrest. 
This 2019 focused update to the American Heart Association advanced 
cardiovascular life support guidelines summarizes the most recent 
published evidence for and recommendations on the use of advanced 
airways, vasopressors, and extracorporeal cardiopulmonary resuscitation 
during cardiac arrest. It includes revised recommendations for all 3 
areas, including the choice of advanced airway devices and strategies 
during cardiac arrest (eg, bag-mask ventilation, supraglottic airway, 
or endotracheal intubation), the training and retraining required, the 
administration of standard-dose epinephrine, and the decisions involved 
in the application of extracorporeal cardiopulmonary resuscitation and its 
potential impact on cardiac arrest survival.
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Highlights of the 2020 AHA
Guidelines Update for CPR
and ECC

The 2020 Guidelines Highlights provides a summary of
the full 2020 resuscitation guidelines.

View and download this document in 17 languages.

Select Language !

 American Heart Association

2020 American Heart
Association
Guidelines for CPR
and ECC
These guidelines are based on the
most current and comprehensive
review of resuscitation science,
systems, protocols, and education.
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2020 AHA/ECC GUIDELINES

• ”The 2020 AHA guidelines for CPR and Emergency 
Cardiovascular Care” provides a comprehensive review 
of evidence-based recommendations for resuscitation 
and emergency cardiovascular care. 

• In this comprehensive update, we have included 491 
new recommendations with 250 new and update 
recommendations for Adult cardiac arrest resuscitation.
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GENERAL CONCEPTS ADDRESSED

• Reaffirmation of core resuscitation concepts

• Epinephrine is critical in resuscitative care 

• Focus on specialized resuscitation situations 

• Optimizing post resuscitative care 

• Neuroprognostication

• Recovery as a link in the Chain of Survival
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REAFFIRMATION OF CORE CONCEPTS

• One exciting concept, is that the fundamentals of 
resuscitation have not changed.

• We reaffirmed the importance of:
• bystander recognition
• early high-quality CPR
• defibrillation of shockable rhythms
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Recognition

CPR and defibrillation
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EPINEPHRINE IN RESUSCITATIVE CARE 

• Also reaffirmed the use of epinephrine in resuscitation   
(Class 1 recommendation). 

• Recent large RCT have evaluated the use of epinephrine and 
the key findings are that it increases survival.

• However, overall survival is poor and the impact of 
epinephrine on neurologic outcome is questionable when 
time to drug administration is prolonged
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FOCUS ON SPECIALIZED RESUSCITATION

• As we consider resuscitation of patients, we recognize that 
all events are not identical and specialized management 
may be necessary for optimal patient outcome. 

• As an example, in these guidelines, we present new 
algorithms and guidance for a number of areas including 
cardiac arrest in pregnancy and opioid associated cardiac 
arrest.
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SPECIALIZED: CARDIAC ARREST IN PREGNANCY

• New algorithms for the 
management of cardiac 
arrest in pregnancy

• Highlights team planning 
for maternal arrest as well 
as the use of lateral 
uterine displacement and 
perimortem delivery.
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SPECIALIZED: OPIOID–ASSOCIATED ARREST

• With the large burden of disease of the opioid epidemic 
and the increase in opioid associated cardiac arrest, we 
feature an in-depth evaluation on the literature associated 
with opioid associated cardiac arrest

• We present two new algorithms which leverage the 
evidence evaluation from a new scientific statement on 
opioid associated cardiac arrest
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• For cardiac arrest, 
• the mainstay of care remains 

the initiation of the emergency 
response system and 
performance of high-quality 
CPR

• For respiratory distress/failure, 
• Prevent deterioration and 

provide naloxone
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SPECIALIZED: CARDIAC ARREST DURING COVID
• With the large burden of 

disease of the COVID-19 
pandemic, AHA released 
interim guidance for BLS and 
ACLS April, 2020. 

• These recommendations were 
thoughtfully balanced to save 
lives while ensuring provider 
safety.

• https://cpr.heart.org/en/resour
ces/coronavirus-covid19-
resources-for-cpr-training

No
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ACLS Cardiac Arrest Algorithm 
for Suspected or Confirmed COVID-19 Patients
Updated April 2020
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• If no signs of return of spontaneous  
circulation (ROSC), go to 10 or 11

• If ROSC, go to Post–Cardiac Arrest Care

Go to 5 or 7

VF/pVT Asystole/PEA

CPR Quality

• Push hard (at least 2 inches  
[5 cm]) and fast (100-120/min)  
and allow complete chest recoil.

• Minimize interruptions in  
compressions.

• Avoid excessive ventilation.
• Change compressor every  

2 minutes, or sooner if fatigued.
• If no advanced airway, 30:2 

compression-ventilation ratio.
• Quantitative waveform  

capnography
 – If Petco2 <10 mm Hg, attempt 
to improve CPR quality.

• Intra-arterial pressure
 – If relaxation phase (diastolic)  
pressure <20 mm Hg, attempt  
to improve CPR quality.

Shock Energy for Defibrillation

• Biphasic: Manufacturer  
recommendation (eg, initial 
dose of 120-200 J); if unknown, 
use maximum available.  
Second and subsequent doses 
should be equivalent, and higher 
doses may be considered.

• Monophasic: 360 J

Advanced Airway

• Minimize closed-circuit 
disconnection 

• Use intubator with highest 
likelihood of first pass 
success 

• Consider video laryngoscopy
• Endotracheal intubation or 

supraglottic advanced airway
• Waveform capnography or 

capnometry to confirm and 
monitor ET tube placement

• Once advanced airway in place, 
give 1 breath every 6 seconds 
(10 breaths/min) with continuous 
chest compressions

Drug Therapy

• Epinephrine IV/IO dose:  
1 mg every 3-5 minutes

• Amiodarone IV/IO dose: First 
dose: 300 mg bolus. Second 
dose: 150 mg. 
or  
Lidocaine IV/IO dose: 
First dose: 1-1.5 mg/kg. Second 
dose: 0.5-0.75 mg/kg.

Return of Spontaneous  
Circulation (ROSC)

• Pulse and blood pressure
• Abrupt sustained increase in 

Petco2 (typically ≥40 mm Hg)
• Spontaneous arterial pressure 

waves with intra-arterial  
monitoring

Reversible Causes

• Hypovolemia
• Hypoxia
• Hydrogen ion (acidosis)
• Hypo-/hyperkalemia
• Hypothermia
• Tension pneumothorax
• Tamponade, cardiac
• Toxins
• Thrombosis, pulmonary
• Thrombosis, coronary

© 2020 American Heart Association

Start CPR
• Give oxygen (limit aerosolization)
• Attach monitor/defibrillator
• Prepare to intubate

CPR 2 min
• IV/IO access
• Epinephrine every 3-5 min
• Consider mechanical  

compression device

CPR 2 min
• Epinephrine every 3-5 min
• Consider mechanical  

compression device

CPR 2 min
• Amiodarone or lidocaine
• Treat reversible causes

CPR 2 min
Treat reversible causes

CPR 2 min
IV/IO access

Don PPE
• Limit personnel
• Consider resuscitation appropriateness

Prioritize Intubation / Resume CPR
• Pause chest compressions for intubation
• If intubation delayed, consider supraglottic airway or bag-mask device with filter and tight seal
• Connect to ventilator with filter when possible

A

B
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DOUBLE SEQUENTIAL DEFIBRILLATION

• A large systematic review recommended against routine 
use of DSD.

• Recent RCT in being done evaluating DSD and alternative 
pad placement

• Unanswered questions remain about DSD, including 
intershock timing, pad positioning, technique, and the 
possibility of harm with increased energy
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OPTIMIZING POST RESUSCITATIVE CARE

• For all patients, no matter the cause of arrest, our goal is 
always to optimize functional survival. 

• In these guidelines we feature the critical need to optimize 
post resuscitative care to ensure functional outcomes. 

• In both adult and pediatric sections, we present new 
guidance for this Chain of Survival. 
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NEUROPROGNOSTICATION

• Accurate neurological prognostication is important to avoid 
inappropriate withdrawal of life-sustaining treatment in 
patients who may otherwise achieve meaningful 
neurological recovery 

• A key aspect to address this challenges is a multi-modal
approach to neuroprognostication

• In this guideline, we present a new schematic for 
neuroprognostication that incorporates imaging, 
electrophysiology, clinical examination and biomarkers
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RECOVERY

• We have all worked diligently to improve outcomes and 
now we need to focus care for our survivors.

• In this guideline, we leverage a new scientific statement on 
survivorship and recognize that recovery is real and 
requires organized planning to optimize a patient's 
outcome as they transition home. 
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RECOVERY

• To highlight this importance of this concept, we recognized 
RECOVERY, as a critical, new link, in the chain of survival.
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ROADMAP TO RECOVERY

• Recovery/survivorship 
plans help guide the 
patient, caregivers, and 
primary care providers and 
include a summary of the 
inpatient course, 
recommended follow-up 
appointments, and post 
discharge recovery 
expectations
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CONCLUDING THOUGHTS…

• The “2020 AHA Guidelines for CPR and Emergency 
Cardiovascular Care” provides a comprehensive review of 
evidence-based recommendations for resuscitation and 
emergency cardiovascular care

• In this discussion, we have only touched on a small amount 
of improvements in resuscitation research, practice and 
education.

• Through this evidence guided process, we can drive the 
dissemination and implementation of clinical practices that 
produce survivors. 
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THANK YOU!


