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Bystander is the key of success 



Absolute Risk of Anoxic Brain Damage or Nursing Home
Admission and Death from Any Cause at 1 Year of Follow-
up According to EMS-Witnessed and Bystander-Intervention
Status.

Shown are the 1-year absolute risk of anoxic brain damage
or nursing home admission and the 1-year absolute risk of
death from any cause in relation to EMS-witnessed and
bystander-intervention status.
Data for 2527 of 2855 patients are included; those with missing
status for bystander CPR or bystander defibrillation (328
patients) are not included in the analyses. Squares indicate point
estimates (absolute risks), and I bars 95% confidence intervals.





Wissenberg M et al. JAMA 2013



Kids Save Lives – ERC position statement on school children education in CPR. August 2016 Volume 105, Pages A1–A3

Kids Save Lives – ERC position statement 

on school children education in CPR



1Ottobre - 31 Dicembre 2017



� Aims

− Expand the EuReCa network

− Find the incidence and outcome for out-of-hospital cardiac arrest 

(OHCA) in Europe

− Improve the understanding of the role, age, and gender profile of 
bystanders in OHCA in Europe 

− Generate estimates of European OHCA incidence and outcome for 
patient subgroups that make up a small proportion of overall cases at 
national level e.g. traumatic aetiology, patients transferred to hospital 
with ongoing CPR.



� Objectives: 

− Encourage participating countries to aim for national data collection and 
encourage additional countries to participate 

− In order to provide more robust estimates of incidence, management 

and outcome, the period of data collection is three months (1st October  
to 31st December 2017) 

− Identify consistency and variation in the use of the term ‘bystander CPR’

− Describe the incidence of ‘bystander CPR’ and its influence on OHCA 
outcome 



Bystander survey and the impact it will have on EuReCa TWO

� EuReCa ONE study showed a lack of a uniform interpretation of the “bystander 
CPR” definition congruent with the Utstein definition.

� Therefore an online questionnaire on bystanders had been sent to all participants 
including 62 questions.



Una persona è un bystander, indipendentemente dalle qualifiche mediche o
professionali e la rianimazione sarà definita bystander CPR se:

viene eseguita una qualsiasi rianimazione che comprenda almeno massaggio
o defibrillazione. La persona che effettua la rianimazione è presente sulla
scena ma non è stata allertata o inviata sulla scena dal 118.

Il fatto che il soccorritore ha collegato un DAE ma non ha erogato la scarica e
le compressioni con o senza ventilazioni, non lo qualifica come bystander.

Nel caso invece in cui abbia erogato la scarica è considerato bystander CPR.
Qualsiasi tentativo di RCP da parte di un bystander, a prescindere dalla
qualità o dalla durata, sarà considerato bystander CPR.

Bystander CPR (EuReCa TWO definition)
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CPR: Compression to Ventilation Ratio-Bystander – Adult

Treatment recommendations
We recommend that dispatchers provide instructions to perform continuous
chest compressions (i.e. compression-only CPR) to callers for adults with
suspected out of hospital cardiac arrest (strong recommendation, low-quality
evidence).

CPR: Compression to Ventilation Ratio – Dispatch assisted - Adult

CPR: Compression to Ventilation Ratio-Bystander – Adult

Treatment recommendations
We continue to recommend that chest compressions be performed for all
patients in cardiac arrest (good practice statement).
In the 2015 CoSTR, this was cited as a strong recommendation but based on
very-low-quality evidence. (Perkins 2015 e43, Travers 2015 s51).
We suggest that those who are trained, able and willing to give rescue breaths
as well as chest compressions do so for all adult patients in cardiac arrest
(weak recommendation, very-low-quality evidence).



CPR: Compression to Ventilation Ratio-Bystander – Adult

Treatment recommendations
We suggest a compression–ventilation ratio of 30:2 compared with any
other compression–ventilation ratio in patients with cardiac arrest (weak
recommendation, very low-quality evidence).

CPR : Chest Compression to Ventilation Ratio-Adult

CPR: Chest compression to ventilation ratio- EMS delivered

Treatment recommendations
We recommend EMS providers perform CPR with 30 compressions to 2
ventilations or continuous chest compressions with positive-pressure
ventilations delivered without pausing chest compressions until a tracheal
tube or supraglottic device has been placed (strong recommendation, high
quality evidence). We suggest that where EMS systems have adopted
bundles of care involving the initial provision of minimally interrupted
cardiac resuscitation, the bundle of care is a reasonable alternative to
conventional CPR for witnessed shockable out of hospital cardiac arrest
(weak recommendation, very-low-quality evidence).



CPR

Treatment recommendations
Whenever tracheal intubation or a supraglottic device is achieved during in-
hospital CPR, we suggest providers perform continuous compressions with
positive pressure ventilations delivered without pausing chest
compressions (weak recommendation, very low quality
evidence).

CPR: Chest Compression to Ventilation Ratio In-Hospital- Adult

CPR: Chest Compression to Ventilation Ratio--Bystander - Pediatric

Treatment recommendations
We suggest that bystanders provide CPR with ventilation for infants and
children younger than 18 years with OHCA (weak recommendation, very low
quality evidence). We continue to recommend that if bystanders can’t
provide rescue breaths as part of CPR for infants and children younger than
18 years with OHCA (Good Practice statement), they should at least provide
chest compressions.
In 2015, this was cited as a strong recommendation based on very low
quality evidence (Maconochie, 2015, e147, de Caen, 2015, S177).







Conclusions

For adults, our results demonstrated that CPR 30:2 is
associated with better survival and favourable
neurological outcomes when compared to CPR 15:2.

For children, more patients receiving CPR with either 15:2
or 30:2 compression to ventilation ratio experienced
favourable neurological function, survival, and ROSC
when compared to CO-CPR for children of all ages, but for
children <1 years of age, no statistically significant
differences were observed.
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