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GENERAL CONCEPTS OF
BASIC LIFE SUPPORT FOR
ADULTS

• Quickly starting the Chain of Survival
• Delivering high quality chest compressions.
• Knowing where to locate and understanding how to use an Automatic External
Defibrillator (AED)
• Providing rescue breathing when appropriate
• Understanding how to perform as a team (one rescuer vs two rescuer techniques)
• Knowing how to treat choking
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SECTION 1

CHAIN OF SURVIVAL
Immediate recognition of cardiac arrest and
activation of the emergency response system.

Early CPR that emphasizes chest
compressions.

Rapid defibrillation if indicated.

Effective advanced life support.

Integrated post–cardiac arrest care.

2010 American Heart Association
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SECTION 2

GUIDELINE CHANGES 2010
• BLS personals focus changed to cover a range of
emergency situations not just cardiac arrest and
includes collapsed and injured victims.

• ‘A’ directs rescuers to open the Airway
• ‘B’ directs rescuers to check Breathing but
no need to deliver two rescue breaths
• ‘C’ directs rescuers to perform 30 Compressions to victims who are unresponsive and
not breathing normally, followed by 2
breaths
• ‘D’ directs rescuers to attach an AED as
soon as it is available

• Increase emphasis on bystander CPR as life saving intervention.
• Regardless of the recency of CPR training or retraining, any attempt at resuscitation is better
than no attempt and should be encouraged

• The major change is that in the victim who is unresponsive and not breathing normally, CPR
commences with chest compressions rather
than rescue breaths.

• If unwilling / unable to perform rescue breathing, then perform compression only CPR.
• References to signs of life removed as these are
open to interpretation and feedback from member organizations suggests that the term ‘signs
of life’ is confusing.
• Focus on unresponsive and not
breathing normally as the indicators
for resuscitation.

Adapted from: SUMMARY OF MAJOR CHANGES TO BASIC LIFE
SUPPORT GUIDELINES. NOVEMBER 2010.
Australian Resuscitation council

• Pulse check downgraded for health care professionals as it is an unreliable indicator of the
need for resuscitation.
• Recognizing the role of AEDs as part of
BLS in both out of hospital and in hospital environments.
• Clear recommendations that training in
AED use should be part of BLS education.
• Compression: rescue breathing ratio remains at
30:2
• Steps in resuscitation are now DRS ABCD
• check for Danger
• check for Response
• ‘S’ has been added for Send for help
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SECTION 3

GUIDELINE CHANGES 2015
• For the control of bleeding: there was inadequate evidence to support the use of proximal
pressure points or limb elevation (REVISED)
• the use of localized cold therapy is suggested for closed bleeding in extremities to
aid hemostasis, (REVISED)
• The use of hemostatic dressings in first aid
is supported when standard first aid hemorrhage control (eg, direct wound pressure) fails to control severe bleeding or cannot be applied (REVISED)
• The use of tourniquets in the civilian setting is supported when standard first aid
hemorrhage control (eg, direct wound pressure) fails to control severe external limb
bleeding (REVISED)

First Aider
“First aid” is defined as the helping behaviors and initial care provided for an acute
illness or injury”. First aid can be initiated
by anyone in any situation.
ILCOR 2015 definitions

Resuscitation
• Recommendations is related to rate of chest
compressions and this has changed from “approximately 100” to “100 to 120 compressions
per minute”.
• The recommendations regarding depth of compression are unchanged. Sternum should be depressed approximately one third of the depth of
the chest with each compression. This equates
to more than 5cm in adults, approximately 5cm
in children and 4 cm in infants).

Medical emergencies

Trauma emergencies

• The use of a second dose of adrenaline for anaphylaxis via an auto-injector is now recommended when a first dose fails to improve symptoms (REVISED)

• The use of semi-rigid cervical collars for suspected spinal injuries by any first aid provider in
the pre-hospital environment is no longer recommended (NEW)

• Aspirin administration by first aiders is now recommended for victims with suspected heart attack (no longer only when directed to do so)
(MODIFIED)

• The position recommended for the conscious victim in shock is the supine position (UNCHANGED). The role of passive leg raising
downgraded on the existing evidence and no
longer recommended (NEW)

• The use of oxygen in emergencies: No evidence
was found to support a change in current practice for the use of supplementary oxygen by first
aid providers (UNCHANGED). The use of pulse
oximetry by first aid providers has been included (NEW).

Adapted from: Resuscitation Guidelines Refine Best Practice January 2016. Australian Resuscitation council
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BLS GUIDELINES FOR LAY RESCUERS AND
HEALTHCARE PROVIDERS.
Basic life support (BLS) is the foundation for saving lives
following cardiac arrest. Fundamental aspects of BLS include immediate recognition of sudden cardiac arrest and
activation of the emergency response system, early cardiopulmonary resuscitation (CPR), and rapid defibrillation with
an automated external defibrillator (AED).
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Steps to Good CPR
Agonal breathing or
no breathing define
cardiac arrest
Pulse checking is not
mandatory part of
recognition of
cardiac arrest.
30:2 chest
compression to
breathing.
If not prepared to
give breath consider
compression only
CPR.
Compression
100-120 per minutes

Identify cardiac arrest - Agonal or No Breathing
Call for HELP
Use the heel of one hand on the lower half of the
sternum , Put your other hand on top of the first hand.
Straighten your arms and press straight down.
Compressions should be AT LEAST two inches into the
victim’s chest and at a rate of AT LEAST 100 - 120per
minute.
Stop pressing and let the chest expand after each
compression
After 30 compressions, stop compressions and open the
airway
Give a breath while watching the chest rise. Repeat while
giving a second breath.
Breaths should be delivered over 1 second.
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Good Chest compression 30:2
save lives

Seal the mask

Open the airway
with head lift and
chin lift

Press firmly and
deliver the breath
and watch the
chest wall rises

Mouth to Mask ventilation
Give 30 high-quality chest compressions.
Seal the mask against the victim’s face by
placing four fingers of one hand across the
top of the mask and the thumb of the other
hand along the bottom edge of the mask.
Using the fingers of your hand on the
bottom of the mask, open the airway using a
head tilt/ chin lift (do not do this if you
suspect the victim may have a neck injury).
Press firmly around the edges of the mask
and ventilate by delivering a breath over 1
second as you watch the victim’s chest rise.
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Good Chest compression 30:2
save lives

MASK VENTILATION IN
TWO-RESCUER CPR

Seal the mask

Open the airway
Jaw lift or Head
tilt and chin lift

Press firmly and
deliver the breath
and watch the
chest wall rises

Deliver 30 high-quality chest compressions
while counting aloud.
The second team member holds the mask
with one hand using the thumb and index
finger in the shape of a “C” on one side of
the mask to form a seal between the mask
and the face, while the other fingers open
the airway by tilting the head and chin lift.
The second team member gives two breaths
over one second each.
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AUTOMATED EXTERNAL DEFIBRILLATOR AED
Turn the AED on.
Follow the AED prompts.
Resume chest compressions immediately after the shock
(minimize interruptions).
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AED Facts...

CPR alone can not
save a sudden
cardiac arrest
victim

AED is not a
complicated
instrument - even a
6th grader can
operate it

You don't have to
be trained to use
AED

There are no death
because of using
AED but many
death are due to
not using one

You can use your
AED many times
until the
emergency service
arrival

• Retrieve the AED
• Open the case
• Turn on the AED
• Expose the victim’s chest
• If wet, dry chest
• Remove medication patches
• Open the AED pads
• Peel off backing
• Check for pacemaker or defibrillator
• Apply the pads
• Upper right chest above breast
• Lower left chest below armpit
• Ensure wires are attached to AED box
• Move away from the victim
• Stop CPR
• Clear the patient. Tell others not to touch victim
• AED analyzes the rhythm
• Message “Check Electrodes”
• Ensure electrodes make good contact
• Hairy chest? Pull off pad and replace
• Message “Shock”
• Assure safety
• Deliver Shock
• Resume CPR for 2 minutes
• Repeat cycle
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AIRWAY
In an unconscious person, care of the airway and chest compression takes precedence over any injury, including the possibility of spinal injury.

Adopted from the Airway Guidelines of Australian Resuscitation Council
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SECTION 1

GENERAL PRINCIPALS
Airway take precedence just along the
chest compression
than anything else.

When someone is unconscious, all muscles are relaxed.
If they are left lying on their back, the tongue fall back
and blocks air from entering the lungs. Mouth falls open
but this tends to block, rather than open, the airway.
Use Head Tilt and Chin lift to open the airway.

If no danger, leave
the position as they
were found.

Clear the airway by
opening the mouth
and content to drain

If airway compromised during resuscitation turn the
patient to the side
and clear the airway
continue CPR as per
BLS

Head tilt and chin
lift. For neonates use
jaw thrust

Refer to choking for
foreign body in airway

They can not swallow or cough the foreign material in
the airway. This may cause airway obstruction.
Don't give anything my mouth, don't induce
vomiting, perform a finger scoop if safe to do so.

In an unconscious person, care of the airway takes
precedence over any injury, including the possibility of
spinal injury.
Handle Gently, don't roll if you don't have to, and
use chin lift and head tilt to open the airway.

If airway compromised during resuscitation, roll the
patient to the side to clear the airway and then resume
resuscitation.

If person breathing normally, can be left on left lateral with
head tilt, if not breathing normally commence
resuscitation.
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Head Tilt/Chin Lift
One hand is placed on the forehead or the top of the head. The other hand is
used to provide Chin Lift. The head (NOT the neck) is tilted backwards. It is
important to avoid excessive force, especially where neck injury is suspected.
When the person is on their side, the head will usually remain in this position
when the rescuer’s hands are withdrawn
Chin lift is commonly used in conjunction with Backward Head Tilt. The chin is
held up by the rescuer’s thumb and fingers in order to open the mouth and pull
the tongue and soft tissues away from the back of the throat.
A suggested technique is to place the thumb over the chin below the lip and
supporting the tip of the jaw with the middle finger and the index finger lying
along the jaw line. Be careful that the ring finger does not squash the soft
tissues of the neck. The jaw is held open slightly and pulled away from the
chest.
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Infant Airway
An infant is defined as younger than one year, a child as one to eight
years of age. In both cases the principle is to maintain an open airway.
Children should be managed as for adults.

In an infant, the upper airway is easily obstructed because of the narrow nasal
passages, the entrance to the windpipe (vocal cords) and the trachea (windpipe).
The trachea is soft and pliable and may be distorted by excessive backward head
tilt or jaw thrust. Therefore, in an infant the head should be kept neutral and
maximum head tilt should not be used. The lower jaw should be supported at the
point of the chin while keeping the mouth open.
There must be no pressure on the soft tissues of the neck. If these maneuvers do
not provide a clear airway, the head may be tilted backwards very slightly with a
gentle movement.
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SECTION 2

CHOKING
A Foreign Body Airway Obstruction (FBAO) is a life-threatening emergency. Chest
thrusts or back blows are effective for relieving FBAO in conscious adults and children. Use of abdominal thrusts in the management of FBAO is not recommended and,
instead back blows and chest thrusts should be used.
These techniques should be applied in rapid sequence until the obstruction is relieved.
More than one technique may be needed: there is insufficient evidence to determine
which should be used first.
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BREATHING
Normal breathing is essential to maintaining life. A person who is gasping or breathing abnormally and are unresponsive require resuscitation.

All rescuers should use a combination of unresponsiveness and absent or
abnormal breathing to identify the need for resuscitation
Adopted from the Airway Guidelines of Australian Resuscitation Council
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The rescuer should
maintain an airway
and assess for normal
breathing:

LOOK for movement of
the upper abdomen or
lower chest

If the person is unresponsive and not
breathing normally after the airway
has been opened and cleared, the
rescuer must immediately begin
chest compressions and then rescue
breathing.

LISTEN for the escape
of air from nose and
mouth

FEEL for movement of
air at the mouth and
nose.

Give 30 compressions and then two
breaths, allowing about one second
for each ventilation
If you are trained and willing to give
mouth to mouth breaths... do so for
all persons who are unresponsive
and not breathing normally
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Mouth to Nose- only if you are willing to do so...

Mouth to Mouth- only if you are willing to do so.
Kneel beside the victim’s head.
Maintain an open airway.

The technique for mouth to nose is the
same as for mouth to mouth except for
sealing the airway.

Take a breath, open your mouth as
widely as possible and place it over the
person’s slightly open mouth.

Close the mouth with the hand
supporting the jaw and push the lips
together with the thumb.

While maintaining an open airway,
pinch the nostrils and blow to inflate
the person’s lungs.

Take a breath and place your widely
opened mouth over the person's nose
(or mouth and nose in infants) and
blow to inflate the lungs.

Because the hand supporting the head
comes forward some head tilt may be
lost and the airway may be obstructed.
Pulling upwards with the hand on the
chin helps to reduce this problem.

Lift your mouth from the person’s nose.
Look for the fall of the chest, and listen
and feel for the escape of air from the
nose and mouth.

If the chest does not rise, ensure correct
head tilt, adequate air seal and
ventilation.

If the chest does not rise, ensure correct
head tilt, adequate air seal and
ventilation.

After inflating the lungs, lift your mouth from the person's mouth and listen and feel
for air being exhaled from the mouth and nose.
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Mouth to Mask

Bag valve mask

Mouth to mask resuscitation is a
method of rescue breathing which
avoids mouth-to-mouth contact by
using a resuscitation mask.

Difficult to master the positioning of
mask.

only if you trained to do so..

The mask should cover both the mouth
and nose. It should not extend beyond
the chin and should cover the cheek
area without encroaching into the soft
tissue under the eyes.

Position yourself at the person's head
and use both hands to maintain an open
airway and to hold the mask in place to
maximize the seal.

Optimum position with head tilt and
chin lift.

Maintain head tilt and chin lift. Place
the narrow end of the mask on the
bridge of the nose and apply the mask
firmly to the face

If the patient is unresponsive and does
not have a gag reflex, use an oropharyngeal airway.
Using the bridge of the nose as a guide,
place the mask on the victim’s face.

Inflate the lungs by blowing through the
mouthpiece of the mask with sufficient
volume and force to achieve chest
movement. Remove your mouth from
the mask to allow exhalation.

Using your non-dominant hand, place
the index finger and thumb around the
top of the mask in a C-shape; your other
three fingers should hook the mandible,
drawing it up into the mask without
compressing the soft tissue under the
jaw. This is known as the E-C clamp
technique.
If a second rescuer is available, one
person should maintain a tight seal with
the mask while the other person
delivers the ventilations by squeezing
the bag.

Failure to maintain head tilt and chin lift is the most common cause of obstruction during resuscitation.
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CIRCULATION
All rescuers should perform chest compressions for all persons who are unresponsive and not breathing normally
(strong recommendation, moderate quality of evidence).

Who are trained and willing to give rescue breaths do so for all
who are in cardiac arrest
(weak recommendation, very low quality of evidence)

Adopted from the Airway Guidelines of Australian Resuscitation Council
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Recognition of the need for Chest Compressions
All rescuers, including health care professionals, should use unresponsiveness and
absence of normal breathing to identify the need for resuscitation.
Palpation of a pulse is unreliable and should not be performed to confirm the need for
resuscitation.

Site for Chest Compressions
Perform chest compressions on the lower half of the sternum.
Place the heel of their hand in the centre of the chest with the other hand on top
Avoid compression beyond the lower limit of the sternum. Compression applied too
high is ineffective and if applied too low may cause regurgitation and/or damage to
internal organs
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Chest compression in Infants
In infants the two finger technique should be used by lay rescuers in order to
minimize transfer time from compression to ventilation

Chest compression in Children
Either a one or two hand technique can be used for performing chest compressions in
children
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Chest compression in Pregnant woman
Standard CPR should be commenced immediately.
Once CPR is in progress, if there are sufficient resources available, rescuers should
place padding such as a towel, cushion or similar object under the right hip to tilt the
woman’s hips (approximately 15-30 degrees) to the left but leave her shoulders flat to
enable good quality chest compressions.
If a tilted position is not possible or tilting the hips compromises the quality of chest
compressions, then chest compressions should be performed as described as above
with the woman on her back.

During CPR - interruptions to chest compressions must be
minimized
A person should be placed on their back on a firm surface (e.g.
backboard or floor) before chest compressions to optimize the
effectiveness of compressions.
Compressions should be rhythmic with equal time for
compression and relaxation.
The rescuer must avoid either rocking backwards and
forwards, or using thumps or quick jabs.
Rescuers should allow complete recoil of the chest after each
compression.
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CARDIOPULMONARY RESUSCITATION
CPR
Early high-quality CPR saves lives.
The purpose of CPR is to temporarily maintain a circulation sufficient to
preserve brain function until specialized treatment is available
CPR should commence with chest compressions and interruptions to
chest compressions must be minimized
Highly recommended to start CPR for presumed cardiac arrest without
concerns of harm to persons not in cardiac arrest.

Adopted from the Airway Guidelines of Australian Resuscitation Council
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Start CPR is unresponsive and or not
breathing normally

DRS ABCD -> CABD
DANGERS Check for hazards/risks/safety
RESPONSIVENESS Check for unresponsiveness

Compression:ventila
tion 30:2 for all ages
at the rate of 100120 per minute

SEND Send for help and ask to bring an AED
CPR give 30 chest compressions followed by two breaths.
AIRWAY Open the airway
BREATHING Rescue breaths if not breathing / abnormal breathing

Chest compression
for all and rescue
breathing only if willing and or trained to
do so.

DEFIBRILLATION Attach an Automated External Defibrillator (AED) as
soon as available and follow the prompts.

Compressions
Minimize interruption to chest compression

All rescuers should perform chest compressions for all those
who are unresponsive and not breathing normally.
Those who are trained and willing to give breaths do so for all
persons in cardiac arrest.
If rescuers do continuous chest compressions they should be
at a rate of approximately 100 – 120 /min.

Minimize Interruptions to Chest Compressions
CPR should not be interrupted to check for response or
breathing.
We emphasize high priority on minimizing interruptions for
chest compressions.
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Duration of CPR
The rescuer should continue cardiopulmonary resuscitation until any of the
following conditions have been met:
•
•
•
•

the person responds or begins breathing normally
it is impossible to continue (e.g. honest exhaustion)
a health care professional arrives and takes over CPR
a health care professional directs that CPR be ceased.

Risks
CPR should be initiated for presumed cardiac arrest without concerns of harm to
persons not in cardiac arrest. In making this recommendation, ANZCOR places a
higher value on the survival benefit of CPR initiated by rescuers for persons in cardiac arrest against the low risk of injury in persons not in cardiac arrest.
The risk of disease transmission during training and actual CPR performance is
very low.
A systematic review found no reports of transmission of hepatitis B, hepatitis C,
human immunodeficiency virus (HIV) or cytomegalovirus during either training
or actual CPR when high-risk activities, such as intravenous cannulation were not
performed.
If available, the use of a barrier device during rescue breathing is reasonable and
we ask only to perform if the rescuer is comfortable giving a rescue breath.
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