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WHAT IS YOUR WORST NIGHTMARE FOR AN 
EMS CALL? 

¢  “I went to check on my baby and he’s not 
breathing!” 

¢  “I heard a loud noise! They were playing with my 
gun! He’s shot in the head! They’re blood 
everywhere and he’s not moving!” 

¢   “I don’t know how my baby got those pills! She’s 
so blue! Is she alive? Please do something!” 



WE ALL LOVE KIDS…BUT NOT AS 
PATIENTS 

¢ Do everything! 
¢ Full code! 
¢ Family chaos 
¢ Can’t call it at the scene (can you?) 
¢ Lights and siren transport with CPR in progress 
¢ Leave the responsibility for pronouncing the 

patient dead to the hospital 



TERMINATION OF RESUSCITATION (TOR) 
IN THE FIELD 

¢ We do it for adults all the time 
�  Obviously dead 
�  Traumatic arrest 
�  Cardiac arrest without ROSC 

¢ But what about when the patient is a child? 
�  Is field termination legal? 
�  Is it advisable? 
�  Will the family allow it? 
�  Will you feel good about? 
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Roger C. Bone, MD, Section Editor

Distinct Criteria for Termination
of Resuscitation in the
Out-of-Hospital Setting
Marni J. Bonnin, MD; Paul E. Pepe, MD; Kay T. Kimball, PhD; Peter S. Clark, Jr, EMT

Objective.\p=m-\Toidentify distinct criteria for appropriate on-scene termination of
resuscitation efforts for out-of-hospital cardiac arrest when on-scene interventions
fail to restore spontaneous circulation.

Design.\p=m-\For18 months, all out-of-hospital cardiac arrests were evaluated pro-
spectively for survival to hospital discharge and for all established survival predic-
tors including age, gender, presenting cardiac rhythm, whether it was a witnessed
event, performance of basic cardiopulmonary resuscitation by bystanders, and in-
terval to paramedic arrival and return of spontaneous circulation (ROSC).
Setting.\p=m-\Alarge municipality with a single, centralized emergency medical

services program.
Patients.\p=m-\Allnormothermic adults treated for out-of-hospital, unmonitored, pri-

mary cardiac arrest.
Interventions.\p=m-\Standardadvanced cardiac life support provided at the scene

by paramedics.
Main Outcome Measures.\p=m-\Thenumber and circumstances of patients achiev-

ing survival to hospital discharge following failure to achieve on-scene ROSC.
Results.\p=m-\Of1461 consecutive primary cardiac arrests, 139 were monitored

(paramedic witnessed), including 59 that occurred en route to the hospital. Of the
1322 unmonitored patients, 370 achieved ROSC at the scene. Only six (0.6%) of
the 952 who did not achieve ROSC at the scene survived, and all six were readily
identifiable as having persistent ventricular fibrillation. Excluding those patients with
persistent ventricular fibrillation, all survivors achieved ROSC within 25 minutes af-
ter paramedic arrival.
Conclusions.\p=m-\Excludingpatients with persistent ventricular fibrillation, resus-

citative efforts can be terminated at the scene when normothermic adults with un-
monitored, out-of-hospital, primary cardiac arrest do not regain spontaneous circu-
lation within 25 minutes following standard advanced cardiac life support. These
criteria should now be validated in several large centers with high survival rates.

(JAMA. 1993;270:1457-1462)

SINCE the late 1960s, it has been de¬
monstrated that most cases of "sudden
death" in our communities are the re¬
sult of potentially reversible ventricu-
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lar fibrillation (VF).1"5 However, most
cardiac arrests occur in the home and
other out-of-hospital settings.2"5 As a re¬
sult, during the past 20 years, elaborate
systems of emergency prehospital care
have been established worldwide to pro¬
vide improved resuscitative efforts for
the millions of annual victims of out-of-
hospital sudden death.2"6 Furthermore,
to ensure the best possibility of sur¬
vival, it has been standard practice in
most paramedic systems to continue re¬
suscitation efforts until the patient has
been attended and evaluated directly
by an emergency department (ED) phy-

sician. Therefore, although risks are as¬
sociated with rapid emergency trans¬
port by ambulance,7 in most communi¬
ties, cardiac arrest victims who are not
revived at the scene are still urgently
transported to an ED for further resus¬
citative efforts. In turn, any decisions to
terminate efforts and to make a pro¬
nouncement ofdeath are usually carried
out directly by the ED physician.

See also pp 1433 and 1471.

Recently, however, it has been pro¬
mulgated that certain persons who have
experienced out-of-hospital cardiac ar¬
rest should be pronounced dead at the
scene.8"11 Several studies have indicated
that only patients regaining spontane¬
ous pulses in the prehospital setting
eventually survive to successful hospi¬
tal discharge.8·12"18 Still, those studies
have been limited, particularly for
sample size, inclusion criteria, and low
survival rates in the emergencymedical
services (EMS) systems being studied.
In addition, to our knowledge, none of
the studies has established clear, prac¬
tical criteria for delineating when pa¬
tients have no further potential for sur¬
vival (and therefore could be pronounced
dead at the scene). In most of these
reports, outcomes were followed up in
only those patients arriving at the ED
without pulses. However, in some of
these series, patients classified as sur¬
vivors had regained spontaneous pulses
en route to the hospital. Such patients
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PEPE’S CARDIAC ARREST TOR CRITERIA 

¢ Adult full arrest 
�  No trauma 
�  Normal temp 
�  Not a known respiratory arrest 
�  Not a known drug OD 
�  Not persistent Vfib/Vtach 

¢  25 minutes of ACLS with no ROSC >5 min 



POSITION STATEMENT

Guidelines for Withholding or Termination of
Resuscitation in Prehospital Traumatic
Cardiopulmonary Arrest: Joint Position Statement of
the National Association of EMS Physicians and the
American College of Surgeons Committee on Trauma
Laura R Hopson, MD, Emily Hirsh, MD, Joao Delgado, MD,
Robert M Domeier, MD, FACEP, Norman E McSwain Jr, MD, FACS, Jon Krohmer, MD, FACEP

POSITION STATEMENT

The National Association of EMS Physicians
(NAEMSP) and the American College of Surgeons
Committee on Trauma (COT) support out-of-hospital
withholding or termination of resuscitation for adult
traumatic cardiopulmonary arrest (TCPA) patients who
meet specific criteria.

1. Resuscitation efforts may be withheld in any blunt
trauma patient who, based on out-of-hospital personnel’s
thorough primary patient assessment, is found apneic,
pulseless, and without organized ECG activity upon the
arrival of EMS at the scene.

2. Victims of penetrating trauma found apneic and pulseless
by EMS, based on their patient assessment, should be
rapidly assessed for the presence of other signs of life, such
as pupillary reflexes, spontaneous movement, or orga-
nized ECG activity. If any of these signs are present, the
patient should have resuscitation performed and be trans-
ported to the nearest emergency department or trauma
center. If these signs of life are absent, resuscitation efforts
may be withheld.

3. Resuscitation efforts should be withheld in victims of
penetrating or blunt trauma with injuries obviously in-
compatible with life, such as decapitation or hemicorpo-
rectomy.

4. Resuscitation efforts should be withheld in victims of
penetrating or blunt trauma with evidence of a signifi-
cance time lapse since pulselessness, including dependent
lividity, rigor mortis, and decomposition.

5. Cardiopulmonary arrest patients in whom the mecha-
nism of injury does not correlate with clinical condition,
suggesting a nontraumatic cause of the arrest, should have
standard resuscitation initiated

6. Termination of resuscitation efforts should be considered
in trauma patients with EMS-witnessed cardiopulmo-
nary arrest and 15 minutes of unsuccessful resuscitation
and cardiopulmonary resuscitation (CPR).

7. Traumatic cardiopulmonary arrest patients with a trans-
port time to an emergency department or trauma center
of more than 15 minutes after the arrest is identified may
be considered nonsalvageable, and termination of resus-
citation should be considered.

8. Guidelines and protocols for TCPA patients who should
be transported must be individualized for each EMS sys-
tem. Consideration should be given to factors such as the
average transport time within the system, the scope of
practice of the various EMS providers within the system,
and the definitive care capabilities (that is, trauma cen-
ters) within the system. Airway management and intra-
venous (IV) line placement should be accomplished dur-
ing transport when possible.

9. Special consideration must be given to victims of drown-
ing and lightning strike and in situations where signifi-
cant hypothermia may alter the prognosis.

10. EMS providers should be thoroughly familiar with the
guidelines and protocols affecting the decision to with-
hold or terminate resuscitative efforts.

Presented as a Position Development Forum at the NAEMSP Annual Meet-
ing at Sanibel Island, FL January 2001.
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CRITERIA FOR FIELD TOR IN ADULT 
TRAUMA 

¢ No pulse/breathing/ECG flat line/fixed pupils 
¢ Obvious death: lividity, rigor, decapitation, etc. 
¢  15 minutes of unsuccessful resuscitation efforts 
¢ Excluded: drowning, hypothermia, non-traumatic 

cause of arrest 
¢ Excluded: children 

�  Not enough studies/data 
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POLICY STATEMENT

Withholding or Termination of Resuscitation
in Pediatric Out-of-Hospital Traumatic
Cardiopulmonary Arrest

abstract
This multiorganizational literature review was undertaken to provide
an evidence base for determining whether recommendations for out-
of-hospital termination of resuscitation could be made for children
who are victims of traumatic cardiopulmonary arrest. Although there
is increasing acceptance of out-of-hospital termination of resuscitation
for adult traumatic cardiopulmonary arrest when there is no expec-
tation of a good outcome, children are routinely excluded from state
termination-of-resuscitation protocols. The decision to withhold resus-
citative efforts in a child under specific circumstances (decapitation or
dependent lividity, rigor mortis, etc) is reasonable. If there is any doubt
as to the circumstances or timing of the traumatic cardiopulmonary
arrest, under the current status of limiting termination of resuscitation
in the field to persons older than 18 years in most states, resuscitation
should be initiated and continued until arrival to the appropriate fa-
cility. If the patient has arrested, resuscitation has already exceeded 30
minutes, and the nearest facility is more than 30 minutes away, involve-
ment of parents and family of these children in the decision-making
process with assistance and guidance from medical professionals
should be considered as part of an emphasis on family-centered care
because the evidence suggests that either death or a poor outcome is
inevitable. Pediatrics 2014;133:e1104–e1116

INTRODUCTION

In 2003, the National Association of EMS Physicians and the Committee
on Trauma of the American College of Surgeons published guidelines
for out-of-hospital withholding or termination of resuscitation for adult
victims of traumatic cardiopulmonary arrest who met specific crite-
ria.1 Clinical criteria included absent pulse, unorganized electrocar-
diogram rhythm, fixed pupils (all at the scene), and cardiopulmonary
resuscitation (CPR) greater than 15 minutes. The recommendations
did not extend to the pediatric population. Although many of the
studies on which the recommendations were based included children,
the vast majority of the involved subjects were adults. Studies pub-
lished to that time that addressed the pediatric population in par-
ticular2,3 and evaluated survival and functional outcome of pediatric
blunt trauma victims with either full traumatic cardiopulmonary

AMERICAN COLLEGE OF SURGEONS Committee on Trauma,
AMERICAN COLLEGE OF EMERGENCY PHYSICIANS Pediatric
Emergency Medicine Committee, NATIONAL ASSOCIATION OF
EMS PHYSICIANS, and AMERICAN ACADEMY OF PEDIATRICS
Committee on Pediatric Emergency Medicine

KEY WORDS
traumatic cardiopulmonary arrest, blunt trauma,
cardiorespiratory arrest, resuscitative thoracotomy, out-of-
hospital cardiac arrest, out-of-hospital termination of
resuscitation, cardiopulmonary resuscitation, emergency
medical services, advanced life support, basic life support,
outcome, survival, children, adolescent

ABBREVIATIONS
CPR—cardiopulmonary resuscitation
ED—emergency department
EMS—emergency medical services
PCPC—pediatric cerebral performance category
ROSC—return of spontaneous circulation

This document is copyrighted and is property of the American
Academy of Pediatrics and its Board of Directors. All authors
have filed conflict of interest statements with the American
Academy of Pediatrics. Any conflicts have been resolved through
a process approved by the Board of Directors. The American
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commercial involvement in the development of the content of
this publication.

The recommendations in this statement do not indicate an
exclusive course of treatment or serve as a standard of medical
care. Variations, taking into account individual circumstances,
may be appropriate.

All policy statements from the American Academy of Pediatrics
automatically expire 5 years after publication unless reaffirmed,
revised, or retired at or before that time.
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CRITERIA FOR FIELD TOR IN PEDIATRIC 
TRAUMA 
¢ No pulse/breathing/ECG flat line/fixed pupils 
¢ Obvious death: lividity, rigor, decapitation, etc. 
¢  30 minutes of unsuccessful resuscitation efforts 
¢ Excluded: lightening strike, drowning, hypothermia, 

non-traumatic cause of arrest 

¢ Children with witnessed arrest, with CPR begun 
within 5 min, should be transported and CPR 
continued 



STATE / AGENCY TOR PROTOCOLS OFTEN 
DO NOT INCLUDE CHILDREN 

¢ Adult guidelines: ~2/3 of states 
¢ Pediatrics included: ~1/3 of states 

�  Explicit pediatric TOR guidelines in very few states 

¢ Content of these highly variable 
¢ We need better support from state EMS 

laws, protocols, and medical directors 



PROBLEM: EMS PROVIDERS ARE NOT WELL 
PREPARED TO COPE WITH THE SCENE DEATH 
OF A CHILD 

Compassionate Options for Pediatric EMS 
(COPE)  

Goals:  
1.  To develop an organized approach to a field pediatric 

death that equips EMS providers with the knowledge 
and skills to help families cope with the initial 
tragedy. 

2.  To develop training to assist EMS providers in “self 
help” to better cope with these events themselves  



COMPASSIONATE OPTIONS FOR PEDIATRIC 
EMS (COPE) 

Funded by a federal grant from HRSA/EMS for Children 
Plan: 
¢ Develop and distribute training materials for EMS 

�  Including video scenarios of pediatric deaths and guidelines for 
constructive family interactions 

�  Based on interviews and feedback from EMS providers AND 
families who have lost children suddenly 

¢ Training will be available FREE to all providers 
�  On-line 
�  Tablets/smartphone app 



THINGS TO DO AND SAY AT THE SCENE OF 
A PEDIATRIC DEATH 

• Introduce yourself and your role- make eye contact 
• Speak in a warm tone of voice and try to connect to 

the person 
• Express reassurance that everything is being done to 

help 
• Express sorrow that this happened: when a child dies- 

express sorrow that they are gone and for the family’s 
loss 
• Ask if there is anything you can do for them 



SOME THINGS NOT TO DAY 
• I understand 
• It is God’s will 
• It is for the best 
• Your child is not suffering anymore 
• There is another angel in heaven 
• At least he/she did not suffer (if died in sleep or from 

overdose) 
• Don’t make small talk 
• Don’t leave without touching base, saying how sorry you 

are that the child died 



COMPASSIONATE OPTIONS FOR  
         PEDIATRIC EMS 

      Principal Investigator: Mary Fallat 

       Team Members  
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Lee Hagendoorn  Anita Barbee  

  

Please come by our booth #35: 
(University of Louisville) 

 We need your input and feedback 
regarding the scenarios for 
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