
Bystander CPR 

Sir?The paper by Weston, Hughes and Donnelly 
(September/October 1994, pages 402-6) contains bad 
news and good news. The bad news is that adult car- 
diac mortality in the community would be reduced by 
less than 1% even with more widespread citizen initiat- 
ed CPR. The good news is that six lives per 100,000 
adult population would be saved. For Cardiff s adult 
population of 220,000, this means that 13 individuals 
per year are dying whom might otherwise be saved if 
bystander CPR had occurred. Weston takes a popula- 
tion-wide perspective, and does his analysis based on 
'what if'. 'What if everybody who died from sudden 
cardiac arrest had had bystander CPR?' He then 
extrapolates, based on existing data, to estimate the 
number of lives which are sadly lost because CPR was 
not initiated. This is a different spin from most other 
studies of bystander CPR; they compared cases in 
which bystander CPR occurred with cases in which 
bystander CPR did not occur. Virtually every study con- 
cluded that bystander CPR improves the likelihood of 
survival [ 1 ]. The only study I am aware of in which this 
was not the case was because the basic life support res- 
cuers arrived too quickly for the benefit of bystander 
CPR to be detected. In every other instance, bystander 
CPR dramatically improved on survival from cardiac 
arrest. The rapid institution of CPR appears to buy 
time until more advanced procedures, specifically 
defibrillation, can be instituted. 

In the Seattle and King County area where hun- 
dreds of thousands of citizens are trained in CPR, a 
majority of cardiac arrest episodes have bystander CPR 
before the fire department arrives. Furthermore, the 
institution of dispatcher assisted telephone CPR pro- 
grams, primarily in the King County area, has resulted 
in bystander CPR rates of close to 60% [2]. Seattle has 
been jokingly referred to as the only city in the world 
in which if you trip and fall on the sidewalk, someone 
will pounce on your chest to do CPR. Because of the 

high percentage of citizens trained in CPR, cardiac 
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arrests, which occur in public settings, have over 90% 
likelihood of CPR being instituted by a bystander. 

Rapid institution of CPR makes a difference. In the 
chain of survival, rapid institution of CPR is consid- 
ered the second crucial link, other links being rapid 
notification of the EMS system, rapid defibrillation, 
and rapid advanced care [3]. Citizen CPR is the most 
realistic way to institute rapid CPR. If there were a fire 

fighter or ambulance person on every street corner, 
bystander CPR would not be necessary. It is impossible 
to measure the effect of citizen CPR separately from 
institution of CPR by emergency medical technicians. 

They are all part of a system, and citizen initiated CPR 

merely allows more rapid institution of CPR than if the 
victim had to wait for the fire department. Other stud- 
ies have shown that every minute of delay in instituting 
CPR lowers the likelihood of survival by several per 
cent [4], 

If we assume that citizen bystanders can institute 
CPR approximately two minutes before the arrival of 
the first responding emergency medical technicians, 
then it is reasonable to conclude that the bystander 
CPR program in Seattle results in an additional 10% 

survival. The overall survival from witnessed episodes 
of ventricular fibrillation is 30%. It is reasonable to 

conclude that 1/3 of the survival rate may be attribut- 
ed to the initiation of CPR by a bystander. 

If a community is unwilling or unable to embark on 
wide scale CPR training, it should at least immediately 
institute a dispatcher-assisted telephone CPR program. 
Such a program has been shown to be safe and effec- 

tive: is there any reason why it should not be provided 
throughout the entire country? 
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