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CARDIO CEREBRAL RESUSCITATION (CHEST COMPRESSION ONLY) FOR WITNESSED CARDIAC ARREST 
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In the absence of early defibrillation, survival beyond the electrical phase of subjects in cardiac arrest due to ventricular fibrillation is predominantly dependent upon coronary and cerebral perfusion pressures, both generated by chest compressions.  Absence of bystander-initiated resuscitation efforts, survival is rare. Yet the greatest impediment to the initiation of bystander resuscitation efforts is the aversion to or the complicated nature of mouth-to-mouth resuscitation. This is why Sarver Heart Center in Arizona has been advocating chest-compression-alone bystander resuscitation since the early 1990s. Since then swine studies has been very positive. Furthermore, the prevalence of bystander-initiated could be markedly increased if bystander chest-compression-alone CPR was advocated for individuals with witnessed unexpected sudden collapse. Chest-compression-alone ‘CPR’ has been advocated since November 2003 in Tucson, Arizona. There are data in humans to support chest compression alone. The investigators from the Kanto area of Japan performed a survey of survivors in a study designated SOS-KANTO. They reported on 9,592 out-of-hospital arrests. Of these, 4241 were witnessed. No bystander CPR was provided by 2917 cases (69%) and bystander CPR was provided in 1324 cases (31%). Neurologically normal survival at 30 days was greater in those with witnessed arrest with ventricular fibrillation or pulse less ventricular tachycardia as the first cardiac arrhythmia. Neurologically normal survival in this group at 30 days was 8.2% with no bystander CPR, 11.2% with chest compression plus mouth-to-mouth resuscitation, and 19.4% with chest compression alone (P = 0.05). Many other recent studies have confirmed their findings. 

