
Adult basic life support
in community settings 

Unresponsive and  
not breathing normally?

Call 999  
and ask for an ambulance

30 chest compressions

2 rescue breaths

Continue CPR 30:2

As soon as  
Automated External Defibrillator  

(AED) arrives  
switch it on and  

follow instructions

If the ambulance 
dispatcher identifies a 

local Automated External 
Defibrillator (AED) is 

available, send someone 
else to fetch it



Adult advanced life support 

Unresponsive and  
not breathing normally

Assess rhythm

Return of spontaneous 
circulation  

(ROSC)

SHOCKABLE
(VF/Pulseless VT)

NON-SHOCKABLE 
(PEA/Asystole)

CPR 30:2  
Attach defibrillator/monitor

Call resuscitation 
team/ambulance

1 shock

Immediately resume 
CPR for 2 min

Immediately resume 
CPR for 2 min

Give high-quality 
chest compressions, 
and:
• Give oxygen
• Use waveform capnography
• Continuous compressions if 

advanced airway
• Minimise interruptions  

to compressions
• Intravenous or intraosseous 

access
• Give adrenaline every  

3–5 min
• Give amiodarone after  

3 shocks
• Identify and treat reversible 

causes

Identify and treat 
reversible causes
• Hypoxia
• Hypovolaemia
• Hypo-/hyperkalaemia/

metabolic
• Hypo/hyperthermia
• Thrombosis – coronary or 

pulmonary
• Tension pneumothorax
• Tamponade – cardiac
• Toxins
Consider ultrasound imaging 
to identify reversible causes

Consider
• Coronary angiography/

percutaneous coronary 
intervention 

• Mechanical chest 
compressions to facilitate 
transfer/treatment

• Extracorporeal CPR

After ROSC
• Use an ABCDE approach
• Aim for SpO2 of 94–98% and 

normal PaCO2

• 12-lead ECG

• Identify and treat cause

• Temperature control

Maintain 
personal 

safety
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Adult in-hospital resuscitation Adult post-resuscitation care 
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Airway and breathing 
• Maintain SpO2 94–98%
• Insert advanced airway
• Waveform capnography
• Ventilate lungs to normocapnia

Control temperature
• Prevent fever
• Sedation; control shivering

ICU management
• Temperature control: prevent fever for at least 72 h
• Maintain normoxia and normocapnia;

protective ventilation
• Avoid hypotension
• Echocardiography
• Maintain normoglycaemia
• Diagnose/treat seizures 

(EEG, sedation, anti-epileptic drugs)
• Delay prognostication for at least 72 h

Circulation
• 12-lead ECG
• Obtain reliable intravenous access
• Aim for SBP >100 mmHg
• Fluid (crystalloid) – restore normovolaemia
• Intra-arterial blood pressure monitoring
• Consider vasopressor/inotrope to maintain SBP

Likely cardiac cause?

12-lead ECG
ST elevation?

Secondary prevention
e.g. ICD, screen for inherited disorders,

risk factor management

Functional assessments 
before hospital 

discharge

Structured follow-up 
after hospital discharge

Consider coronary 
angiography ± PCI

Consider CT brain 
and/or CTPA

Treat non-cardiac cause 
of cardiac arrest Admit to ICU

Coronary angiography ± PCI
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Cause for cardiac arrest identified?

Rehabilitation
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Traumatic Cardiac Arrest 

Treatment Algorithm

Cardiac arrest

Continue CPR

Likely medical cause?

Follow ALS algorithm
Penetrating trauma to 

chest/epigastrium?

Start CPR

Consider termination of 

resuscitation

Treat reversible causes

(Use 4Hs & 4Ts approach)

Hypovolaemia

Hypoxia

Tension pneumothorax

Tamponade – cardiac

 Control external bleeding

 Splint pelvis/fractures

 IV/IO fluid/blood

 Basic/advanced airway management

 Give oxygen

 Decompress chest (thoracostomy)

 Consider thoracotomy

Prehospital 

In hospital

 Immediate transfer to appropriate hospital

 Immediate transfer to operating theatre/

interventional radiology if indicated

yesno

Consider immediate 

thoracotomy

yes
no

yes no

Spontaneous circulation?

Trauma patient

Peri-arrest
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