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Cardiopulmonary resuscitation – (CPR)

Cardiopulmonary resuscitation is the technique of chest compressions
combined with rescue breathing. The purpose of cardiopulmonary
resuscitation is to temporarily maintain a circulation sufficient to
preserve brain function until specialised treatment is available. Res-
cuers must start CPR if the victim is unresponsive and not breathing
normally. Even if the victim takes occasional gasps, rescuers should
start CPR.1 [Class A; LOE IV] CPR should commence with chest
compressions. [Class B; LOE extrapolated evidence] Interruptions to
chest compressions must be minimised.2 [Class A; LOE IV, extrapo-
lated evidence]
In victims who need resuscitation, bystander CPR dramatically
increases the chance of survival.3

Bystander CPR rarely leads to harm in victims who are eventually
found not to have suffered cardiac arrest: bystander CPR should be
actively encouraged.4 [Class B; LOE Expert Consensus Opinion]

Compression ventilation ratio

Current consensus is that a universal compression-ventilation ratio of
30:2 (30 compressions followed by two ventilations) is recommended
for all ages regardless of the numbers of rescuers present.6,7 Compres-
sions must be paused to allow for ventilations.
No human evidence has identified an optimal compression-ventilation
ratio for CPR in victims of any age.6,7,8 [LOE III-2, III-3, IV, extrapo-
lated evidence]

Steps of resuscitation

Initial steps of resuscitation are:
DRS ABCD
• Check for danger (hazards/risks/safety)
• Check for response (if unresponsive)
• Send for help

• Open the airway
• Check breathing (if not breathing / abnormal breathing)
• Give 30 chest compressions (almost two compressions/second) fol-

lowed by two breaths
• Attach an AED (Automated External Defibrillator) if available and

follow the prompts.
When providing 30 compressions (at approximately 100/min) and
giving two breaths (each given over one second per inspiration), this
should result in the delivery of five cycles in approximately two
minutes. [Class A; LOE Expert Consensus Opinion]

Chest compressions only

If rescuers are unwilling or unable to do rescue breathing they should
do chest compressions only. If chest compressions only are given, they
should be continuous at a rate of approximately 100/min.1,5 [Class A;
LOE III-2]

Multiple rescuers

When more than one rescuer is available ensure:
• that an ambulance has been called;
• all available equipment has been obtained (e.g. AED).

Duration of CPR

Rescuers should minimise interruptions of chest compressions and
CPR should not be interrupted to check for response or breathing.1

Interruption of chest compressions is associated with lower survival
rates.
The rescuer should continue cardiopulmonary resuscitation until:1

• the victim responds or begins breathing normally
• it is impossible to continue (e.g. exhaustion)
• a health care professional arrives and takes over CPR
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• a health care professional directs that CPR be ceased[Class A;
Expert Consensus Opinion]

Risks

The risk of disease transmission during training and actual CPR
performance is very low.4 [Class A; LOE IV, extrapolated evidence]
A systematic review found no reports of transmission of hepatitis B,
hepatitis C, human deficiency virus (HIV) or cytomegalovirus during
either training or actual CPR when high-risk activities, such as intra-
venous cannulation were not performed.4 [Class A; LOE extrapolated
evidence]. If available, the use of a barrier device during rescue
breathing is reasonable.4 [Class A; LOE IV, extrapolated evidence]
After resuscitation all victims should be reassessed and re-evaluated
for resuscitation-related injuries.4 [Class A; LOE IV, extrapolated
evidence]
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