oo i B 7 B A0 ]

QLA KR




VIEWPOINT

Feng Xu, MD, PhD
Department of
Emergency Medicine,
Qilu Hospital,
Shandong University,
Jinan, China; and Key
Laboratory of
Cardiovascular
Remodeling and
Function Research of
Chinese Ministry of
Education and Chinese
Ministry of Public
Health, Qilu Hospital,
Shandong University,
Jinan, China.

Yun Zhang, MD, PhD
Key Laboratory of
Cardiovascular
Remodeling and
Function Research of
Chinese Ministry of
Education and Chinese
Ministry of Public
Health, Qilu Hospital,
Shandong University,
Jinan, China.

Yuguo Chen, MD, PhD

/RN

Cardiopulmonary Resuscitation Training in China
Current Situation and Future Developmern

W E B Sh O R BRE AR T 1% (% ;

In China, there are more than 230 million people with car-
diovascular disease, and 550 000 individuals experience

cardiacarrest every year. The survival rate of ouit-of-hospital
cardiacarrestislessthan 1% in China (compared with 120
in the United States). Early initiation and good quality of
cardiopulmonary resuscitation (CPR) by bystanders and
automated external defibrillator use are crucial for saving
patients in cardiac arrest. However, the implementation
rate for bystander CPRin Chinais low (45%in8 largeand
medium-sized cities around China, 11.4% in Beijing, and
4.2% in Shanghai, vs 46.1% in the United States, 29% in
Canada, 46%-73%in Sweden, 32.2%in Japan, and 21.2%
inAustralia), and the quality is also poor, which is reflected
by the low survival rates following bystander CPRin China.!
In addition to laws, culture, and publicity, the lack of dis-
semination of CPR training among the lay publicis a criti-
cal cause for the low rate of bystander CPR. In the United
States, 13.1million persons received CPR trainingin 2012.2
However, the prevalent training rate in China is less than
1% (33%inthe United States, 40%in France), and skill re-
tention training is also rare.*

On October 12, 2016, the first CPR training center
forthe general publicin China, whichis supported by the
Amencan Heart Association (AHA) and the China Social

hed in Beiiing.*
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dreds of training centers sponsored by the AHA or
American Red Cross in every state.? Moreover, the
financial support of China’s centers usually comes from
these institutions themselves, rather than from public
funding sources. These training centers are often estab-
lished to meet a temporary need by these medical insti-
tutions, and the model is difficult to expand through
out the country due to lack of coordination of those
institutions and the decentralized nature of this fund
ing. Thus, itisimpossible for these centers to be respon
sible for national training of the general public, regard
less of financial support or training faculty.

The second issue is the availability of full-time, dedi
cated trainers. In the aforementioned training cente
many physicians in emergency or cardiology depart
ments were recruited as part-time trainers, and they usul
ally had to dedicate substantial time to this work in addi
tion to their clinical responsibilities. Although this kind o
use of specialists rich in CPR knowledge and skills boosteq
the rapid development of CPR training centers in Ching
intheinitial stage, this model poses a heavy additional bu
den on professionals with substantial outside clinical re
sponsibilities. Skilled Chinese physicians arein short sup
ply and already overworked, and their number i$
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