Cardiopulmonary resuscitation training to improve out-of-hospital cardiac arrest
survival — addressing potential health inequalities
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The importance of early delivery of high-quality cardiopulmonary resuscitation (CPR) and
rapid defibrillation to achieve swift and sustained return of spontaneous circulation (ROSC)
and improve out-of-hospital cardiac arrest (OHCA) survival has been highlighted again
following the recent successful resuscitation of Christian Eriksen, during a live international
football match. Overall, however only about 1 in 10 people experiencing an OHCA will be
alive at 30-days following such an event.* To improve ROSC and survival, much more needs
to be done, particularly in the initial links of the chain of survival,? to ensure widespread CPR
training and early defibrillator access, which has been proven to improve outcomes.® There
are good examples of national and international efforts such as in Norway, where CPR
training has been part of the school’s national curriculum since 1961 and the World Restart a
Heart initiative.* Given that this lifesaving intervention was witnessed live on television by
millions across the world, along with publicised successful outcome, there is now a

favourable moment to take further action and address any health inequalities that may exist.>
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There have been concerted efforts to increase training and resources for the public in many
countires.® Resuscitation Council UK for example, offers freely available material on their
websites, including an online course and ‘Lifesaver’ interactive game to help members of the
public to learn the theory and feel more comfortable towards delivering CPR.® The practical
aspect of CPR delivery and early use of an automated electrical defibrillator (AED) should
also be taught and assesses to ensure that effective resuscitation is delivered in the heat of
cardiac arrest situation, without delay. In person courses are available but often come at a
cost. Several other efforts are also underway to try and improve mapping of AEDs,° apps to
alert the medical services and off-duty qualified professionals who may be in the vicinity of

the cardiac arrest (e.g., GoodSAM and Heartrunner).'>'2 Potential barriers to AED use



include cost effectiveness, coordinated mapping and registration of AEDs, easy access to all

when required, and variable legislations within and between countries.®

Efforts are needed to further implement scientific proven methods alerting citizen responder
program using smart phone technologies in order to improved bystander CPR and
defibrillation.'**® In particular, potential health inequalities in the delivery of CPR and
training the public need to be addressed. OHCA has disproportionately lower CPR delivery
rates and subsequent survival for those in areas of socioeconomic deprivation and those that
make up minority ethnic groups.®” When developing and delivering training, equitable

opportunities need to be prioritised.

Alongside wider teaching and dissemination of lifesaving skills, increasing public awareness
of ways to prevent cardiovascular disease and premature cardiac arrest should be offered.
During the lockdown due to recent COVID-19 pandemic peaks, people were more likely to
be performing CPR on family or friends whilst at home,® hence there is a personal incentive.
The importance of learning CPR can also be promoted from a humanitarian and religious
perspective with many scriptures teaching that to save one life is akin to saving the whole of

mankind.t’

Coordinated and increased opportunities for the public

A variety of approaches to provide opportunities to train the public, including in-person and

virtual exist. These should be considered in a national, coordinated strategy, allowing a wider

reach, and limiting potential health inequalities (Figure 1).



1. Training CPR through sports clubs, including football associations, and sports cardiology
centres. Short animations or videos could be aired at the start of a football matches.
Highlighting and mapping of the locations of AEDs, including in the stadium would also alert
the public to their function. This could then be supplemented by the offer of training at

football grounds on non-match days.

2. Offer CPR training through religious institutions — the British Islamic Medical Association
(BIMA) Lifesavers programme is an example of a national, coordinated training day
delivered through mosques, with the option of teaching in different languages if needed, and
delivered virtually during the pandemic restrictions of 2020.%8 Similar training could be
offered through churches, temples, and other community centres to engage communities that

may otherwise be hard to reach.

3. The UK will be embedding CPR training into the national curriculum for secondary
schools from 2022, following the strategy adopted by Norway and others. School teachers
should be supported to feel confident to deliver the training that will be required from them

and be able to assess CPR quality and can be delivered using a ‘teach the teachers” model.

4. Some countries, such as Switzerland, require that people take first aid/CPR training as an
integral part of obtaining a driving licence, mandated by the government. This could be

adopted by other countries to ensure wider reach to the adult population.

5. The ability to deliver training and at minimal or no cost to the public would allow those
more people and particularly those that may be socioeconomically disadvantaged and be a

mean of helping to reduce health inequalities, something that the COVID pandemic has



highlighted. Virtual delivery of such live courses may be one mechanism that could be

explored. Signposting to freely available material online may improve uptake.

6. Wider coordination of national or regional training through national resuscitation councils,
charities, health systems, ambulance services and cardiovascular societies can help raise
awareness and uptake. Although this is occurring in many countries, there is still room for

improvement.*1°

7. Local public champions or celebrities,?° particularly those who may have survived an
OHCA or family members who have lost a loved one following a cardiac arrest can help to

advocate and encourage other members of the public.

Recent events have again highlighted the importance of effective CPR. Healthcare
professionals and policy makers should take advantage of this opportunity to engage an
interested public and offering wider training to allow the public to deliver early CPR and
defibrillation towards improving cardiac arrest survival. Potential health inequalities in CPR

training, delivery and AED access should be highlighted and effectively addressed.
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Figure legend

Figure 1. Strengthening the chain of survival through coordinated efforts for delivery of CPR

training to the public. Adapted from Deakin 2018.2



