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Q: What are the most significant changes in the 2010 AHA Guidelines for CPR & ECC?
A: Major changes for all rescuers, all of which are intended to simplify CPR for rescuers and
improve bystander response, include:
A change in the CPR sequence, from Airway-Breathing-Compressions (A-B-C) to
Compressions-Airway-Breathing (C-A-B)
* Continued emphasis on providing high-quality chest compressions:
0 Push hard, push fast
0 Minimize interruptions
0 Allow full chest recoil
0 Avoid excessive ventilation
* Recommendation that the chest should be depressed at least 2 inches (as opposed to
approximately 17% to 2 inches, recommended in 2005)
* Recommendation that chest compressions should be performed at a rate of at least
100/min (2005 recommendation was “Compress at a rate of about 100/min”)
* The creation of a simplified universal algorithm for adult CPR

Q: Why did the CPR sequence change from A-B-C to C-A-B?

A: There are many reasons for this change. First, this change allows rescuers to begin chest
compressions right away. As we know, most victims of sudden cardiac arrest (SCA) receive no
bystander CPR. One of the reasons for this may be that the A-B-C CPR sequence began with

opening the airway, the most difficult and daunting task for the rescuer. This change attempts to
decrease the barriers to performing CPR by allowing the rescuer to start with chest

compressions. Also, the vast majority of SCAs occur in adults who suffer a witnessed arrest and
ventricular fibrillation (VF) or pulseless ventricular tachycardia (VT). In these victims, critical elements of
resuscitation are chest compressions and early defibrillation, which can begin earlier if there is

no delay to open the airway and provide breaths. The process of opening the airway (which may involve
getting a barrier device or setting up ventilation equipment) takes time and delays the start of CPR.
Using the C-A-B sequence lessens this delay.

Q: Does the new CPR sequence apply to all ages?

A: No. This change applies to adults, children and infants, but excludes newborns. For newborns,
rescuers should continue to use the A-B-C CPR sequence with a 3:1 ratio of compressions to
breaths. This is because newborn cardiac arrest is most often respiratory.

Q: What are the specific recommendations regarding chest compressions for untrained versus
trained rescuers?

A: While the 2005 Guidelines recommended chest compression-only CPR if the rescuer was
unwilling or unable to provide ventilation, there was no recommendation provided for trained
versus untrained rescuers. Research now tells us that Hands-Only CPR is easier for a bystander
to perform and that survival rates are similar with either Hands-Only CPR or CPR with both
compressions and breaths. Therefore, the new recommendations are:



* If a bystander is not trained in CPR, he/she should provide Hands-Only CPR for an adult who suddenly
collapses, or follow the directions of the EMS dispatcher

* All trained rescuers should, at a minimum, provide chest compressions for victims of SCA

* If a trained lay rescuer is able, he/she should perform rescue breaths at rate of 30:2 In all cases, the
rescuer should continue CPR until an AED is available for use or EMS arrives

and assumes care.

Q: Why do the 2010 Guidelines put so much emphasis on chest compressions?

A: Chest compressions provide vital blood flow to the heart and brain during an SCA, and research
shows that delays or interruptions to compressions reduced survival rates. Research shows that
rescuers who opened the airway first took 30 critical seconds longer to begin chest

compressions than those who started CPR with chest compressions.

Ventilations are not as critical, as victims will have oxygen remaining in their lungs and
bloodstream for the first few minutes of an SCA. Starting CPR with chest compressions can

pump that blood to the victim’s brain and heart sooner.

Compressions should be started as soon as possible, and interruptions in chest compressions
should be minimized throughout the entire resuscitation process.

Q: Why is AHA recommending a new depth for chest compressions?

A: We know that rescuers often don’t compress deep enough despite messaging to “push hard,
push fast.” The 2005 Guidelines recommended a range of compression depth (between 1%

to 2 inches), and a range may cause confusion. To simplify compressions, one compression
depth is now recommended. Also, science suggests compressions of at least 2 inches are more
effective than those of 1 % inches.

Q: Why is AHA recommending a new rate for providing for chest compressions?

A: The new recommendation for the rate of chest compressions is that, “It is reasonable for lay
rescuers and HCPs to perform chest compressions at a rate of at least 100/min.” Studies have
shown that higher compression rates are associated with higher survival rates (and slower
compression rates with lower survival rates). Also, the number of compressions per minute is
shown to be an important factor in the return of spontaneous circulation, or ROSC.

Q: Why was “Look, Listen, and Feel for Breathing” eliminated in the 2010 Guidelines?

A: This action was removed from the CPR sequence since the sequence now begins with
compressions. Also, this action delays the resuscitation process for rescuers performing CPR
with both compressions and breaths. The 2010 Guidelines recommend that after delivery of 30
compressions, the rescuer should open the airway and deliver 2 breaths. Breaths should be
given if the adult is unresponsive and not breathing or not breathing normally.

Q: If chest compressions are so important, why aren’t ventilations eliminated completely?

A: Studies have shown that CPR that combines chest compressions and ventilations is the most
effective method for treating children and infants, because cardiac arrest in children and infants
is typically secondary to conditions that compromise or prevent breathing (hypoxia). A
combination of compressions and breaths is also the most effective in the treatment of adult
cardiac arrest caused by near-drowning, trauma, drug overdose and other non-cardiac causes.
The challenge in adopting compression-only CPR as the ONLY form of CPR is that rescuers would
not be prepared to give ventilations to those who need them the most. If two forms of CPR are
taught, rescuers also would need to be trained to differentiate between cardiac arrests caused



by different circumstances— either resulting from cardiac or respiratory causes. This would
complicate training, especially for bystanders, and reduce the likelihood that they would take
correct and prompt action in an emergency.

Q; Are there key changes regarding use of AEDs?

A: The 2010 Guidelines include the following recommendations regarding AEDs:

* For infants, while a manual defibrillator is preferred, an AED may now be used if a manual
defibrillator is not available.

Q: Will the changes to the CPR sequence mean that AEDs have to be reprogrammed?

A: The AHA does not require AED manufacturers to make changes to devices based on the new
Guidelines. However, some manufacturers may wish to make changes to their devices’ voice
prompts to emphasize or reiterate the new sequence.

Q: Now that new guidelines for CPR and ECC have been released, does that mean the “old”
guidelines and the “old” way of performing CPR are not safe or effective?

A: The recommendations in the 2010 AHA Guidelines for CPR & ECC confirm the safety and
effectiveness of many existing approaches, acknowledge that some may not be optimal, and
introduce new treatments that have undergone intensive evaluation. These new
recommendations do not imply that care involving the use of earlier Guidelines is either unsafe
or ineffective. This includes providing CPR using the A-B-C sequence. People should continue to
perform CPR just as they were last trained and follow the prompts of the AED that they are
using.

Q: When will the new guidelines for CPR “go into effect” since new materials are not yet

available?

A: In November 2010, National Safety Council will begin conducting official Guidelines Instructor
Updates, during which materials will be provided to Instructors that allow them to integrate new science
into the current courses they are teaching. Until Instructors receive these materials, they should
continue to teach the same science they have been teaching using the current materials.

Training materials reflecting the new Guidelines will launch throughout 2011 and, as they are

launched, the AHA will announce new materials to Instructors and Training Centers.

Q: If I just took a CPR or ECC course, will | need to take the class again?

A: No, anyone who took an AHA CPR, first aid or advanced cardiovascular care course prior to the
release of new Guidelines does not need to take the course again until it is time for retraining.
For credentialed courses, course completion cards are recognized as valid for two years by the
AHA, regardless of the science changes. An employer or regulatory agency may set specific
requirements for either an in-service update, or require employees to retake the course with

the new Guidelines.

Q: If 1 don’t have to take another class until my course completion card expires, should | perform
CPR using the “old” sequence of A-B-C versus the new sequence of C-A-B?

A: You should continue to perform CPR the way you were taught to in your CPR class by your
Instructor. New recommendations do not imply that care involving the use of earlier Guidelines

is either unsafe or ineffective.



Q: What about legal aspects of performing CPR using the “old” sequence?

A: Good Samaritan laws, which apply in most states, state that as long as a person is acting in good
faith, he/she cannot be held liable. Performing CPR in the manner in which a person was taught

is acting in good faith. The most important thing is that people take immediate action. The new
recommendations do not imply that care involving the use of earlier Guidelines is either unsafe

or ineffective.

Q: Should EMS and hospitals (or everyone for that matter) begin implementing the new C-A-B

CPR sequence immediately?

A: Local EMS and hospital protocols are determined by the medical director of those respective
healthcare systems and may be changed by those authorities at any time. An EMS system or

hospital may opt to implement C-A-B CPR at any time.

However, in November 2010, through official AHA Guidelines Instructor Updates, National Safety
Council will begin providing Instructors and Training Centers tools that will allow them to integrate the
new science into their current courses. New training materials reflecting new Guidelines will become
available throughout 2011. As they are released, National Safety Council will announce the new
materials to Instructors and Training Centers.

Q: When will National Safety Council courses reflect the new guidelines?
A: NSC training materials updated to reflect new Guidelines will launch throughout 2011. The
tentative release dates for 2011 products preliminary dates are subject to
change at any time.
Preliminary Release Dates:
* April 2011

Standard First Aid/CPR/AED workbooks

Online programs

CPR/AED workbooks

First Aid only workbooks

Train-the-trainer program
July 2011

HealthCare Professional Responder

Standard First Aid/CPR/AED in Spanish
August 2011

First Responder

Pediatric Course

For more information, contact Kevin Stewart at 701-751-6107(direct), 701-425-3560(cell), or e-mail
KevinS@ndsc.org
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