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The Role of ILCOR

 Brief history

 The Utstein-style templates

 Internal science reviews

 Resuscitation guidelines

 Future access to evidence



Early international collaboration

 June 1990

 Mosteroy, Norway

 American Heart Association

 European Resuscitation 
Council

 Heart and Stroke 
Foundation of Canada

 Australian Resuscitation 
Council
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Resuscitation attempted by emergency personnel                                      N =

ROSC  %

Disch’ 
alive

> 1y

Admitted 
ICU/ward

Cardiac aetiology verified N = 100% Non-cardiac aetiology

Collapse witnessed            % Unwitnessed

Found in VF/VT % Asyst PEA

Bystander CPR No CPR

Utstein Recommendations on data to be reported on cardiac arrest

Resuscitation 
1991;22:1-26

100%



Utstein style template for
Reporting data on out-of-
Hospital cardiac arrest



Utstein-style international 
consensus statements 

 Out-of-hospital cardiac arrest 1991

 Paediatric cardiac arrest 1995

 Laboratory CPR Research 1996

 In-hospital resuscitation 1997

 Neonatal resuscitation 1999

 Update and simplification 2004

 Update and refresh 2014



International Liaison Committee

• First meeting at end of ERC 
Congress

– American Heart Association

– European Resuscitation Council

– Heart and Stroke Foundation of 
Canada

– Australian Resuscitation Council

– Resuscitation Council of Southern 
Africa



Evolution of ILCOR

 1993 – ‘Liaison Committee on CPR’
 “To provide a consensus mechanism by which 

the international science and knowledge 
relevant to emergency cardiac care can be 
identified and reviewed. 

 …provide consistent international guidelines 
on emergency cardiac care for Basic Life 
Support (BLS), Paediatric Life Support (PLS) 
and Advanced Life Support (ALS).”



Evolution of ILCOR

 1996 – ‘International Liaison 
Committee on Resuscitation (ILCOR)’

 1997 – ILCOR Advisory Statements





Cardiac Arrest

Precordial Thump if appropriate

BLS Algorithm if appropriate

Attach Defib-Monitor

Assess

Rhythm

+/- Check Pulse
VF/VT Non-VF/VT

Defibrillate X 3

as necessary

CPR 1 min

CPR 3 min*
* 1 min if immediately

after defibrillation

During CPR
Correct reversible causes

If not already:

•check electrodes, paddle position 

and contact

•attempt / verify airway & O2

i.v. access

•give epinephrine every 3 min

Consider:

amiodarone, atropine / pacing buffers

Universal ALS
Algorithm

ILCOR 1997



International Guidelines 2000

• 1st attempt to achieve 
global, standardised 
CPR guidelines

• Feb 2000, Dallas



International
Guidelines 2000





Circulation 2003;108:118-121



SCIENCE

Council Guidelines



2010 Consensus on Science
• ILCOR creates a TF i.e. ALS 

• Looks at the Algorithm 

• Derives the Questions – 150 

• Recruits the Authors – 300 

• Reviews all the Science

Overview of the Process



PICO Question

• Population, Intervention, Control, Outcome

• In adult cardiac arrest (prehospital [OHCA], in-

hospital [IHCA]) (P), does the use of pacing (eg. 

TV, TC, needle) (I) compared with 

standard resuscitation (or no pacing) (C), 

improve outcomes (eg. ROSC, survival) (O)?

Overview of the Process



2010 Consensus on Science
• ILCOR creates a TF  i.e. ALS

• Looks at the Algorithm - Defines the Domains

• Derives the Questions - 150

• Recruits the Authors – 300 

• Reviews all the Science

Overview of the Process



Evidence in Support



Evidence Neutral to the Question

Overview of the Process



Evidence Opposing

Overview of the Process



2010 Consensus on Science
• ILCOR creates an ALS TF 

• Looks at the Algorithm - Defines the Domains

• Derives the Questions - 150

• Recruits the Authors - 300

• Reviews all the Science

• Formats the Consensus on Science and Treatment 
Recommendation

Overview of the Process



2010 Consensus on Science
• ILCOR creates an ALS TF 

• Looks at the Algorithm - Defines the Domains

• Derives the Questions - 150

• Recruits the Authors - 300

• Reviews all the Science

• Formats the Consensus on Science and Treatment 
Recommendation

• Controversial topics - Dallas January 2010

• Submission to Circulation and Resuscitation June 2010

Overview of the Process



Consensus on Science

Three LOE 2 studies (Barthell, 1988, 1221-fair; 
Cummins, 1993, 1377- quality fair; Hedges, 1987, 
1337-fair) and one LOE 3 study (White, 1985, 125-
quality fair) address the efficacy of pacing in cardiac 
arrest.  All of these studies observed no benefit from 
pacing in cardiac arrest patients. Use of pacing (TC, 
TV, needle) in cardiac arrest (in-hospital or out-of-
hospital) does not improve outcome (ROSC, survival).  
There is no apparent benefit associated with the timing 
of pacing administration (early or delayed in 
established asystole), location of arrest (in-hospital or 
out-of-hospital), or primary cardiac rhythm (asystole, 
PEA).  

Overview of the Process



ALS Summary

• 150 questions

• 300 authors

• 20 coaches + 2 co chairs

Then:

• 50 US and Canadian authors

• AHA Guidelines

• COSTR and Guidelines

– October 18 2010 –epub Circulation and Resus

Overview of the Process

ILCOR COSTR



Systematic Reviews – What is the evidence?

Guidelines – What to do?



2015 Output







Dallas 2015

C2015 PICO

Population:

Among adults and children who are in cardiac
arrest outside of a hospital

Intervention:

does the ability of a dispatch system to provide 
CPR instructions

Comparison:

compared with a dispatch system where no CPR 
instruction are ever provided

Outcomes: change…



Dallas 2015

C2015 PICO

Outcomes:

-Survival with Favorable neurological/functional 
outcome at discharge, 30 days, 60 days, 180 days 
AND/OR 1 year 9-Critical

-Survival only at discharge, 30 days, 60 days, 180 
days AND/OR 1 year 8-Critical

-ROSC 7-Critical

-Delivery of bystander CPR 5-Important

-Time to commence CPR 5-Important

-CPR parameters (VF/VT) 5-Important



Dallas 2015Information Specialist to Run the Searches



Dallas 2015
GRADE Evidence Tables for 

Each PICO



Dallas 2015

Risk of Bias in studies
Non-RCT bias assesment

Study Year Design
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Akane 2012 Cohort 1,780 Any P-OHCA No High Unclear High Low

Bang 1999 Cohort 473 OHCA No High Low High Low

Bray 2011 Before-after 3,122 OHCA No Low Low Low Low

Culley 1991 Before-after 6,918 VF/VT OHCA No Low Low High High

Eisenberg 1985 Before-after 446 OHCA No Low Low High High

Kuisma 2005 Cohort 373 VF/VT OHCA No Low Low High Low

Rea 2001 Cohort 7,265 OHCA No Low Low Low Low

Stipulante 2014 Before-after 600 OHCA No Low Low High Low

Tanaka 2012 Before-after 4,995 OHCA No Unclear Unclear High Unclear

Vaillancourt 2007 Before-after 529 OHCA No Low Low High Low

Van Vleet 2012 Cohort 778 OHCA No High Unclear High Low





Consensus on Science

• For the critical outcome of survival with favorable 
neurological outcome, we have identified very-low 
quality evidence from 2 RCTs, 2 cohort studies, and 
1 before–after study.

• The level of evidence was downgraded for risk of 
bias, indirectness, and imprecision. 

• Four studies reported no benefit in neurological 
outcomes. The before–after study, which included 
dispatcher instructions to start compression-only 
CPR as part of a bundle of interventions used as part 
of a quality improvement initiative, noted improved 
neurologic outcomes at 12 months (odds ratio [OR], 
1.81; 95% confidence interval [CI], 1.2–2.76). 





Treatment recommendation

• We recommend that dispatchers provide 
chest compression-only CPR instructions to 
callers for adults with suspected OHCA(strong 
recommendation, low-quality evidence).



Values, preferences and task force insights

• In making these recommendations, we  placed a higher value 
on the initiation of bystander CPR and a lower value on the 
harms of performing CPR on  patients who are  not in  cardiac 
arrest

• We recognize that the evidence in support of these 
recommendations comes from randomized trials and 
observational data of variable quality

• However, the available evidence consistently favors telephone 
CPR protocols that use  a compression-only CPR instruction 
set, suggesting a dose effect—that is, quick telephone 
instructions in chest compressions result in more 
compressions and faster administration of CPR to the patient



Medicine
UNIVERSITY OF TORONTO

274 completed in 2010

391 potential

165 completed in 2015
232 reviewers
39 countries of origin



Medicine
UNIVERSITY OF TORONTO

2010 Guidelines

2015 Guidelines Update



Implement, Implement, Implement
Audit and Feedback=

Survival



Medicine
UNIVERSITY OF TORONTO

www.heartandstroke.ca/guidelines2015
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Cardiac arrest OR Resuscitation papers
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Patient / public partnership



57

Information specialist Systematic reviewers Knowledge Synthesis Unit



Future ILCOR Timeline

May 2017
Adelaide

2016 2017 2018 2019 2020

Continuous Evidence Evaluation

Current 
Task 

Forces

New Task Forces

SRs and KSU Expert Teams



Continuous Evidence Evaluation

PMID: 27600762

PMID: 24336453





Enlisting SRs and KSUs

 Systematic Reviewers

 Simple PICOs

 Meta

 Knowledge Synthesis 
Units

 Complex

 Meta 

 Sensitivity analyses

 Network meta



www.ilcor.org

 Systematic Reviewers

 Simple PICOs

 Meta

 Knowledge Synthesis 
Units

 Complex

 Meta 

 Sensitivity analyses

 Network meta



KSU PILOT



• Continuous compressions versus CPR

• Compression to ventilation ratio

• Setting
– Dispatcher CPR

– Bystander CPR

– EMS

• Age – Adult and Paeds

• EMS response interval

• Aetiology

KSU PILOT
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ILCOR 25 years old …. 2017

Consensus on Science

PMID

www.ilcor.org



Australian
Resuscitation

Council

Thank you,


