
BASE STATION CARDIAC ARREST GUIDELINES 

Patient age, Comorbidities?
Witnessed arrest? Bystander or EMS?
If unwitnessed, is downtime known?

Bystander CPR?
First cardiac rhythm? 

Current cardiac rhythm?
Ensure high quality CPR

Advanced airway with ETCO2
Epinephrine IV/IO every 5 minutes 

Ensure asystole in multiple leads 
Evaluate corresponding ETCO21 value 

Evaluate rhythm 
● Wide and Slow: Possible terminal rhythm
● Narrow and Fast: Possible ROSC 

For dialysis and/or renal failure with possible 
hyperkalemia, consider Calcium chloride and 

Sodium Bicarbonate IVP

For possible opioid overdose, consider Naloxone

Consider other reversible causes (H’s/T’s)

PULSELESS 
ELECTRICAL ACTIVITY

1 – Interpretation of ETCO2 Values in Cardiac Arrest
ETCO2 measures ventilation and is a surrogate marker of cardiac output:
● < 10 mmHg may indicate low quality CPR or provider fatigue 
● 10-30 mmHg indicates high quality CPR 
● Evaluate ETCO2 values and trends such as:
    - Sudden rise in ETCO2 or persistent reading > 30 mmHg may indicate ROSC
    - Values decreasing more than 25% during resuscitation indicate poor prognosis
    - Values persistently < 10 mmHg, despite high quality CPR indicate poor prognosis

3 - Pediatric Considerations 
● On scene resuscitation where the patient is encountered should take precedence 
with the goal of obtaining ROSC before patient movement/transport.  
● Field termination of resuscitation is not considered for patients under the age of 18.
● Pediatric patients should be transported to an Emergency Department Approved 
for Pediatrics (EDAP) (see Pediatric Patient Transport Policy).

2- Obstetric Considerations 
For pregnant patients > 20 weeks gestation or with a visibly gravid 
abdomen:  
● Complete the following code tasks on scene: High quality CPR, 
defibrillation when indicated, IV/IO access with ACLS drug 
administration and advanced airway placement with ETCO2 monitoring.  
● Plan for expedited hospital transport with ongoing resuscitation to the 
closest STEMI Center that is also a Level III Perinatal Center.
● Contact receiving Level III Perinatal Center and inform them of arrival 
of pregnant cardiac arrest patient. 

ASYSTOLE

Defibrillation every 2 minutes

Amiodarone 300 mg 
(peds 5mg/kg) after 3rd shock 

Amiodarone 150 mg 
(peds 5mg/kg) after 4th shock 

Attempt to achieve ROSC 
before patient movement/transport 

PULSELESS VTACH 
OR VFIB

Response to 
treatment?

Response to 
treatment?

Consider field Termination of Resuscitation Criteria
● Adult patient at least 18 years of age 

● Non-traumatic cardiac arrest 
● No hypothermia or pregnancy 
● No reversible cause identified 

● No ROSC at any point during minimum 20 minute 
resuscitation 

● Initial cardiac rhythm is non-shockable (Asystole or PEA)
● IV/IO access with at least 3 rounds of Epinephrine 

● Advanced airway established with ETCO21 capnography 

Other prognostic factors that may be considered 
include:

● Unwitnessed arrests have a lower predicted survival 
● A shockable rhythm at any point during resuscitation 

increases chance of survival
● ETCO21 value should be consider in the context of other 

arrest criteria and should not be used as the sole 
determining factor in termination vs. transport 

NO ROSC / PERSISTENT LOW OR 
DECREASING ETCO2

Transport to a STEMI Center2,3,4

ROSC / PERSISTENT HIGH OR 
INCREASING ETCO2

● Monitor closely for re-arrest 
● Initiate post arrest care
● Check blood glucose

● 12 lead ECG
● Adults: Maintain SBP ≥ 90 mmHg with fluid bolus

Pediatrics: Maintain blood pressure at or above 
normal for age with 20 ml/kg fluid bolus (see Region 

11 Pediatric Resuscitation Card)
● For adults with GCS ≤ 8 initiate targeted 
temperature management with cold packs 

YES

For persistent shockable rhythms, 
consider continued field 

resuscitation or transport to a 
STEMI Center2,3,4 with ongoing 

resuscitation 

NO

4 – Ventricular Assist Device (VAD) Patients 
● Should be transported to a VAD Center per Transport of Patients With 
a Ventricular Assist Device (VAD) Policy.
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