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Bystanders who have been trained in Basic Life Support (BLS) and who witness a sudden collapse
in an adult should immediately initiate rescue actions by providing 30 chest compressions of
adequate force and depth at a rate of 100/minute followed by 2 mouth-to-mouth ventilations.
The rescuer(s) should ensure that ventilations cause minimal interruption of chest compressions.
At the same time, other bystanders should alert the Emergency Medical Services. This sequence
of chest compressions and ventilations should be continued until professional help arrives
on scene. For lay rescuers who have not been trained in BLS, or who are not willing or unable
to give mouth-to-mouth ventilations, an acceptable alternative is to give uninterrupted
chest compressions at a rate of 100/minute. For those rescuers without BLS training and who
receive telephone instructions for BLS, the preferred instruction is to give uninterrupted chest
compressions until professional help arrives.
This statement reinforces the recommendations from the European Resuscitation Council
Guidelines 2005 that were published in November 2005.(1) These Guidelines are based on
an extensive review of scientific data that was published in November 2005.(2) This review
incorporated all available studies on cardiopulmonary resuscitation (CPR), including delivery
of chest compressions, mouth-to-mouth ventilation and the various combinations of chest
compressions and ventilations. Most national resuscitation organisations in Europe have
adopted these guidelines, translated them into their national language, incorporated them in
teaching material and have started a process of training and retraining lay and professional
rescuers. This process has not yet been fully completed.
Since 2005, further scientific studies have been published that have investigated the value of
mouth-to-mouth ventilation together with chest compressions during CPR.(3-5) These studies
suggest that there is no statistically significant additional value for mouth-to-mouth ventilation
in combination with chest compressions over chest compression-only CPR (in which chest
compressions are not interrupted by ventilations). The disturbingly low proportion of bystanders
willing to provide CPR and the low rate of survival from out-of-hospital cardiac arrest has been
documented over many years. This fact, and the recently published studies, have prompted the
American Heart Association (AHA) to issue a statement recommending that bystanders who
witness a sudden collapse in an adult should give chest compressions without ventilations.(6)
With this statement, the AHA hopes to increase the number of bystanders who are willing to take
action and initiate CPR and to increase the rate of survival for victims of sudden cardiac arrest.

European Resuscitation Council

The European Resuscitation Council has reviewed the available published scientific evidence. The
ERC considers this evidence insufficient to alter its guidelines for BLS at this moment. There are
several important considerations for this recommendation:
1.

2.

3.

4.

5.

6.

The recently published studies are uncontrolled, observational studies of experience, 		
dating from 1990 to 2003. Such studies are generally considered to be insufficient 		
to enable definitive conclusions about the superiority or equivalence of any methods of
CPR. The outcomes of these studies are still compatible with the hypothesis that the 		
currently recommended combination of chest compressions combined with mouth-tomouth ventilations is superior to chest compression-only CPR.
At this moment a worldwide science evaluation process has been initiated to review 		
all scientific data on resuscitation. A new consensus on science will be published in 2010
and it is appropriate to await the outcome of this process before new changes in 		
the guidelines are recommended.
Following Guidelines 2005, the compression:ventilation ratio has increased from 15:2 		
to 30:2, already emphasizing the importance of minimally interrupted high-quality chest
compressions. Furthermore, unlike the AHA guidelines, the ERC guidelines indicate that
30 compressions are given before attempting ventilation. There have been no 			
studies published in which chest compression-only CPR has been compared with 		
CPR performed according to the Guidelines 2005.
The Guidelines 2005 are being implemented throughout Europe. It is not in the interest
of the quality of CPR and of teaching to so many hundreds of thousands of potential 		
rescuers, to introduce new changes while the current Guidelines are just being 			
implemented. The resulting confusion will be counterproductive.
In Europe, the proportion of resuscitation attempts in which trained lay rescuers perform
CPR is already considerable. The percentage is cited between 27% and 67%, considerably
higher that generally observed in the USA.(7, 8) Therefore, the need to simplify guidelines,
potentially at the expense of quality, to encourage lay rescuers to perform CPR is less 		
compelling as in the USA.
Ultimately, even if chest compression-only CPR is recommended, there will be several 		
circumstances, in which ventilation remains critical. Such circumstances are unwitnessed
cardiac arrest, cardiac arrest in children, most in-hospital cardiac arrests, cardiac arrest of
non-cardiac origin such as drowning or airway obstruction, and during resuscitation 		
attempts lasting more than approximately 4 minutes. This list may not be complete. It 		
is unlikely that lay rescuers will be able to identify with confidence these circumstances
and, if taught to give only chest compressions, may provide CPR of insufficient quality to
many victims.
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The European Resuscitation Council therefore continues to recommend the teaching and
administration of high quality, minimally interrupted chest compressions at a rate of 100/minute
alternated with two mouth-to-mouth ventilations in a ratio of 30:2. For those rescuers who are
unwilling or unable to give mouth-to-mouth ventilations, chest compression-only is much more
acceptable than performing no CPR at all.
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