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The efficacy of ventilation of dogs during cardiopulmonary resuscitation (CPR) with a tight fitting face mask or mouth-to-nose rescue breathing has not been evaluated. Twenty-four purpose bred research dogs: Dogs were randomized to be ventilated by cuffed orotracheal tube, tight fitting face mask, mouth-to-nose breathing or compressions only during CPR (n = 6 in all groups). Orotracheal tube and face mask ventilation was performed on room air. Chest compressions were performed during the experimental procedure. Arterial blood gases were performed prior to euthanasia (baseline), at 3 min and at 6 min of CPR. PaO2 and PaCO2 were compared for each time point and each group. There was no difference in PaO2 or PaCO2 between groups at baseline. At 6 min all groups had a significantly higher PaCO2 (P ≤ 0.005) and the facemask and compression only groups had a significantly lower PaO2 (P < 0.02) when compared to the orotracheal tube group. There was no difference between the PaO2 of the mouth-to-nose group compared to the orotracheal tube group at 3 or 6 min. Gastric distension, regurgitation, gas leakage around the mouth, and ineffective breaths were all noted in both the face mask and mouth-to-nose group. The results of this study supports that orotracheal intubation is the preferred technique for ventilation during CPR in dogs. When orotracheal intubation is not possible, face mask ventilation or mouth-to-nose ventilation would be reasonable alternatives. When oxygen supplementation is available, face mask ventilation is likely to be superior. Appropriate training for both face mask and mouth-to-nose ventilation techniques is recommended.
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INTRODUCTION

Artificial ventilation during resuscitation for in-hospital cardiopulmonary arrest or respiratory arrest in dogs and cats is routinely performed by manual ventilation via a cuffed orotracheal tube. When orotracheal intubation is not feasible the veterinary CPR guidelines, known as RECOVER, state “it is reasonable to recommend mouth-to-snout rescue breathing for dogs and cats with respiratory arrest or with cardiopulmonary arrest in a 30:2 ratio with chest compressions when endotracheal intubation is not available (1). Bag-mask ventilation may be an effective option in dogs and cats but equipment designed specifically for animals is required.“ The efficacy of these alternative methods for ventilation in small animals has not been evaluated.

In apneic anesthetized human patients, manual ventilation via a face mask has been shown to provide adequate ventilation and oxygenation (2, 3). Mask ventilation during CPR of adult human patients is recommended when there are two trained rescuers present and has been associated with similar or better neurologic outcomes when compared to more advanced methods of airway management, although there is a risk of regurgitation and pulmonary aspiration (3–5). Mask ventilation has several possible limitations including leakage of air from the seal over the face, loss of gas volume into the stomach instead of the lungs and airway obstruction due to head position (6, 7). The American Heart Association guidelines for adult CPR states that “bag-mask ventilation is a challenging skill that requires considerable practice for competency” (3).

Mask ventilation may be utilized in veterinary medicine when intubation is unsuccessful or the equipment for intubation is unavailable, although descriptions of mask ventilation in animals are sparse. A study in anesthetized cats comparing two bag-mask devices reported that adequate PaCO2 could be maintained, although no measure of oxygenation was performed in this study (8). A report of CPR in rabbits described 7 rabbits that were ventilated by face mask and 5 of these rabbits had return of spontaneous circulation (9). The RECOVER initiative developed evidence based guidelines for small animal CPR and concluded that mask ventilation may be an effective option in dogs and cats although no strong recommendation could be made given the lack of evidence (1). Anecdotally mask ventilation appears effective in dogs and cats although concerns have been raised regarding the ability to get a tight fitting face mask for animals and the importance of keeping the neck extended to prevent airway obstruction.

Mouth-to-mouth rescue breathing has a long history in human medicine. In healthy, anesthetized, paralyzed adult humans, mouth-to-mouth ventilation can maintain normal oxygen saturation and ventilation (10, 11). Mouth-to-mouth ventilation is recommended for lay person CPR and single trained rescuer CPR in people (3). Given the very different anatomy of small animals compared to people, the efficacy of mouth-to-nose breathing cannot be extrapolated from human studies. There have been no studies evaluating mouth-to-nose ventilation in animals although it has been reported anecdotally. One case report in a dog with cervical spinal trauma and associated respiratory arrest describes the owners providing mouth-to-nose ventilation until they reached a veterinary facility (12).

The objective of this study was to assess the effectiveness of manual ventilation via face mask and mouth-to-nose rescue breathing during CPR in dogs. The specific aims were to evaluate the oxygenation and ventilation achieved by these techniques, the practicalities of providing each ventilation technique and any noted complications.

MATERIALS AND METHODS

Animals

Purpose bred research dogs that were under general anesthesia for an unrelated study for laparoscopic surgery were enrolled. At the conclusion of this procedure, the current study was commenced and both were approved by the Colorado State University institutional animal care and use committee.

At the end of the initial study the dogs remained orotracheally intubated, under general anesthesia with isoflurane in 100% oxygen and an intravenous infusion of morphine (0.1 mg/kg/h), ketamine (10 mcg/kg/min) and lidocaine (30 mcg/kg/min). Electrocardiograph, direct arterial blood pressure, body temperature, ETCO2 and pulse oximetry were continuously monitored. The dogs had a 20 G peripheral venous and arterial catheter (20G 48 mm BD Insyte; Becton Dickinson Infusion Therapy Systems Inc., UT, USA) in place. After complete evacuation of the abdomen, the animals were positioned in right lateral recumbency and transitioned from isoflurane in oxygen to total intravenous anesthesia with a propofol constant rate infusion (2 mg/kg loading dose, followed by 0.2–0.4 mg/kg/min) as needed to maintain a surgical plane of anesthesia. The dogs were disconnected from the anesthetic machine and attached to a bag valve resuscitator (Bag valve resuscitator, Vital Signs Inc., GE Healthcare company, NJ, USA) and manually ventilated on room air, targeting an ETCO2 of 30 mmHg and an SpO2 of 92–94%. After 30 min of manual ventilation, baseline arterial blood samples were taken using purpose made heparinized syringes (SafePico Aspirator syringes, Radiometer Medical ApS, Denmark) for blood gas analysis (800 ABL Flex; Radiometer America Inc., CA, USA). The arterial blood gas values were not temperature corrected.

At baseline, the target arterial blood gas values were a PaCO2 of 30–40 mmHg and a PaO2 of 70–75 mmHg. If after 30 min the baseline values were not within these ranges, manual ventilation was continued as described and arterial blood samples were evaluated every 15 min until the appropriate baseline values were achieved.

Euthanasia was performed via injection of pentobarbital 120 mg/kg IV. The propofol and morphine, ketamine and lidocaine infusions were stopped at this time. Death was confirmed by absence of heart sounds on thoracic auscultation and loss of a pulsatile waveform on the direct arterial blood pressure monitor. Sixty seconds following confirmation of death, basic life support was initiated.

Cardiopulmonary Resuscitation

The method of ventilation used was randomized to one of four techniques (see below). For ventilation techniques that did not require orotracheal intubation, the dogs were extubated during the 60 s following confirmation of death. External chest compressions were performed at ~100 compressions per minute with hands placed over the heart, for a period of 6 min. Chest compressions were performed in 2 min cycles and the person performing chest compressions was changed for each cycle with less than a 10 s interruption in chest compressions. No other CPR interventions were performed. Arterial blood samples for blood gas (Bag valve resuscitator, Vital Signs Inc., GE Healthcare company, NJ, USA) analysis were evaluated at 3 and 6 min following initiation of chest compressions.

At the end of the 6 min study period the dogs were evaluated including thoracic auscultation and direct arterial blood pressure waveform analysis to confirm death.

Ventilation Technique

Twenty-four dogs were randomized to one of four manual ventilation techniques; bag valve resuscitator (Bag valve resuscitator (Adult), Vital Signs Inc., GE Healthcare company, NJ, USA) with orotracheal intubation on room air, bag valve resuscitator with tight fitting face mask (Anesthesia Mask Canine, Jorgensen Labs, CO, USA) on room air, mouth-to-nose breathing or no ventilation (chest compression only) CPR (N = 6 for each group). The orotracheal group were ventilated at a respiratory rate of 10 breaths per minute with a tidal volume to generate an adequate chest rise and an inspiratory time of 1 s. For the tight fitting face mask and mouth-to-nose techniques, a 30:2 compression to breath ratio was used and a single investigator (KH) performed all mouth-to-nose breathing.

Any difficulties or complications experienced with any of the ventilation techniques during the study was recorded with specific evaluation of evidence of gas leakage during breaths, gastric distension, and evidence of regurgitation. The presence of gastric distension and evidence of regurgitation was based on abdominal palpation and visual evaluation of the mouth, nose and oropharynx of the dogs after end of the 6 min experimental period.

Statistics

Data was analyzed for normality with a Shapiro–Wilk normality test and normally distributed data are reported as mean ± standard deviation. PaO2 and PaCO2 values were compared at baseline, 3 min, and 6 min between ventilation techniques with a one-way ANOVA with a post-hoc Tukey test corrected for multiple comparisons when appropriate. Within a ventilation technique group PaO2 and PaCO2 values were compared at the three times points with a repeated measures ANOVA with a post-hoc Tukey test corrected for multiple comparisons when appropriate. A P < 0.05 was considered significant and all testing was done with commercially available software (Prism 7.0, Graph Pad, La Jolla, CA).

RESULTS

A total of 26 hound type, female dogs were randomized for the study and the results from 24 dogs with a mean body weight of 27 ± 4.9 kg are reported. The experiment in two dogs had to be repeated because arterial blood samples could not be obtained in one dog in the face mask group and no ventilations were effective in one dog in the mouth-to-nose group. A summary of PaO2 and PaCO2 values is presented in Table 1.


Table 1. Mean and standard deviation values of PaO2 and PaCO2 values of dogs during closed chest cardiopulmonary resuscitation receiving one of four methods of ventilation (N = 6 for all groups).
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Oxygenation

There were no differences in PaO2 between groups at baseline (Figure 1) and the PaO2 of the orotracheal group at 3 and 6 min did not differ from baseline. The PaO2 of the face mask, mouth-to-nose, and compression only groups was significantly lower at 3 and 6 min than at baseline (Figure 2). The PaO2 at 6 min was significantly lower than at 3 min in the facemask and mouth-to-nose groups (Figure 2).
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FIGURE 1. Mean PaO2 of dogs at baseline and at 3 and 6 min of cardiopulmonary resuscitation when ventilated via one of four techniques without supplemental oxygen. Bars represent standard deviation. *P < 0.001, †P < 0.05, ‡P < 0.01. Orotracheal, ventilation with bag resuscitator and cuffed orotracheal tube; Mouth-to-nose, rescue breaths with mouth over the nose; face mask, ventilation with bag resuscitator and a tight fitting face mask; No ventilation, compression only CPR.
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FIGURE 2. Mean PaO2 of dogs at baseline and at 3 and 6 min of cardiopulmonary resuscitation for each ventilation technique. Bars represent standard deviation. *P < 0.05, †P < 0.005, ‡P < 0.0005. Orotracheal, ventilation with bag resuscitator and cuffed orotracheal tube; Mouth-to-nose, rescue breaths with mouth over the nose; face mask, ventilation with bag resuscitator and a tight fitting face mask; No ventilation, compression only CPR.



At both 3 and 6 min, the PaO2 in the orotracheal group was significantly higher than in the face mask and compression only groups, but not the mouth-to-nose group (Figure 1). The PaO2 of the mouth-to-nose group had a significantly higher PaO2 than the compression only group at both 3 and 6 min (Figure 1).

Ventilation

There was no difference in the PaCO2 between groups at baseline (Figure 3). The PaCO2 of the orotracheal group was significantly lower at 3 min and at 6 min when compared to baseline. There was no difference in the PaCO2 between time points for the face mask, mouth-to-nose and compression only groups (Figure 4). At both 3 and 6 min the PaCO2 was lower in the orotracheal group compared to all other groups. There was no difference in the PaCO2 between the face mask, mouth-to-nose and compression only groups at 3 or 6 min (Figure 3).
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FIGURE 3. Mean PaCO2 of dogs at baseline and at 3 and 6 min of cardiopulmonary resuscitation when ventilated via one of four techniques without supplemental oxygen. Bars represent standard deviation. *P ≤ 0.01, †P < 0.001. Orotracheal, ventilation with bag resuscitator and cuffed orotracheal tube; Mouth-to-nose, rescue breaths with mouth over the nose; face mask, ventilation with bag resuscitator and a tight fitting face mask; No ventilation, compression only CPR.




[image: image]

FIGURE 4. Mean PaCO2 of dogs at baseline and at 3 and 6 min of cardiopulmonary resuscitation for each ventilation technique. Bars represent standard deviation. *P < 0.05, †P < 0.005. Orotracheal, ventilation with bag resuscitator and cuffed orotracheal tube; Mouth-to-nose, rescue breaths with mouth over the nose; face mask, ventilation with bag resuscitator and a tight fitting face mask; No ventilation, compression only CPR.



No complications were noted in the orotracheal intubation and compression only groups. In the face mask group, head extension and two hands to keep the mask tightly pressed against the mouth was necessary to generate effective chest rise with ventilation. Despite these efforts, in 3 out of 6 dogs ineffective breaths were noted. Gastric distension was evident in one of six dogs and leakage of air around the mask was noted in four of six dogs. In one dog it was noted that there was intermittent contact of the mask against both corneas during the CPR period.

In the mouth-to-nose group, head extension and occlusion of the lips was necessary to generate effective breaths. Ineffective breaths were noted in two of six dogs in the mouth-to-nose group, regurgitation during CPR was noted in two of six dogs and gastric distension was evident in three of six dogs. In addition to the issues noted in the 6 dogs in this group, mouth-to-nose breathing failed to generate any effective breaths in a 7th dog for the entire period of CPR. The PaO2 at 3 and 6 min for this dog was 35 and 31 mmHg, respectively and the PaCO2 at 3 and 6 min was 43 and 49 mmHg, respectively. There was no clear reason for the inability to ventilate this dog on oral examination after the experimental period. No dog in any group had return of spontaneous circulation during the experimental period.

DISCUSSION

In this study comparing ventilation techniques during CPR in dogs without supplemental oxygen, orotracheal intubation provided higher oxygenation than face mask ventilation or compression only CPR. Although the level of oxygenation achieved with face mask ventilation appeared lower than that with mouth-to-nose breathing with a larger difference at the 6 min point, it did not reach statistical significance. Ventilation with orotracheal intubation resulted in consistently lower PaCO2 values than other groups. Both face mask and mouth-to-nose ventilation techniques did not consistently produce effective breaths and were associated with complications.

In order to compare the effectiveness of mouth-to-nose ventilation, orotracheal and face mask ventilation in this study was performed on room air. As such, the PaO2 values found in this study are expected to be lower than those in a clinical setting where supplemental oxygen would be used for ventilation. In addition, this experiment was performed at an altitude of ~5,000 feet (barometric pressure ranged from 628 to 642 mmHg), which will lower PaO2 values compared to those obtained at sea level. A previous study in pigs ventilated via orotracheal intubation on room air had similar results to this study with a reported PaO2 of 69 ± 15 mmHg after 5 min of cardiopulmonary arrest (13). In comparison, experimental animal studies have reported PaO2 values in the range of 300–400 mmHg with orotracheal intubation when ventilated on 100% oxygen during closed chest CPR (14–16).

The PaO2 declined over the 6 min experimental period in this study for both the face mask and mouth-to-nose groups. A deterioration in PaO2 during CPR has been reported in previous experimental studies and has been attributed to atelectasis and pulmonary injury secondary to chest compressions (15). The higher PCO2 in the face mask and mouth-to-nose groups suggests less effective ventilation and may be consistent with atelectasis occurring in these animals. Massive pulmonary aspiration during CPR is another possible cause of deteriorating oxygentation in the non-intubated animals. In human medicine, the optimal airway management during CPR is uncertain (17). This reflects the difficulties and risks associated with orotracheal intubation in people. In contrast, orotracheal intubation is relatively simple in dogs and it is considered the optimal airway management option in CPR (1). When orotracheal intubation is not possible, due to patient anatomy, lack of equipment or operator experience, a non-invasive airway to allow ventilation during CPR or respiratory arrest is necessary, as evidenced by the no ventilation group having the lowest PaO2 values.

Ventilation via a face mask and a bag valve resuscitator (also known as bag-mask ventilation) is common in human CPR and is well-described in the literature, but to the author's knowledge it has not been previously evaluated in dogs. In this study, a clear plastic face mask with a rubber diaphragm was used to give a tight fitting seal around the muzzle. The oxygenation provided using this technique was not different than that of the compression only group. This may be due to the difficulties in consistently producing effective breaths. The operator had to hold the mask tightly against the face and occlude the lips to prevent air leakage. The head and neck needed to be maintained in extension, as often small changes in position resulted in an ineffective breath and a second operator to help keep the neck and head appropriately positioned was frequently needed. The oxygenation achieved with this technique in this study was poorer than expected. In a clinical setting, face mask ventilation would allow ventilation with an enriched oxygen source which may increase the PaO2 attained. Although, given the lack of difference in PaO2 between the face mask group and compression only group in this study, the impact of supplemental oxygen with face mask ventilation during CPR cannot be predicted. Gastric distension was evident in one of the dogs following face mask ventilation in this study. As gastric distension was identified on physical examination only, it is possible that it occurred more frequently than reported. A prospective human clinical study reported a much higher rate of regurgitation with bag-mask ventilation (12.4%) than with laryngeal mask airway ventilation (3.5%) during CPR (7).

Mouth-to-nose ventilation has not been evaluated in dogs previously while mouth-to-mouth ventilation in human CPR patients is well-described. Mouth-to-nose ventilation is predicted to be less effective in providing oxygenation given the limited FIO2. The gas delivered by mouth for rescue breaths has a higher PCO2 and lower PO2 than room air. Studies have reported the fraction of oxygen in expired gas to be in the range of 15.9–17.9% (18, 19). The fraction of expired oxygen changes with the number of ventilations provided by the rescuer. A study comparing compression:ventilation ratios found that a ratio of 30:2 provided a higher fraction of expired oxygen than 15:2, but lower than a ratio of 30:5 (19). With increased ventilation frequency, there is hyperventilation of the rescuer which causes reduced fraction of carbon dioxide in the exhaled gas. The tidal volumes generated by the rescuer is also likely to impact the fraction of expired oxygen.

Another challenge of mouth-to-nose ventilation is generating effective breaths. In this study it was necessary to hold the mouth closed and the lips of the dogs occluded to prevent air leakage. As with the face mask ventilation, keeping the head and neck extended was also important. In one dog, no effective breaths could be generated for the entire 6 min period. There were no anatomical abnormalities evident on evaluation of the oropharynx or larynx of this dog at the end of the experimental period and obstruction of the nasal passage was suspected. Overall, in the opinion of the investigators of this study, it was easier to produce consistent breaths using the mouth-to-nose technique than the face mask technique. The dogs in this study were dolichocephalic, mouth-to-nose ventilation of dogs of other anatomical type maybe less effective. Gastric distension and regurgitation was common in the mouth-to-nose ventilation group. In out of hospital, human CPR patients mouth-to-mouth ventilation was associated with a significantly increased risk of regurgitation compared to compression only CPR, or no CPR (20). These findings further support the emphasis on orotracheal intubation for CPR in small animal patients, where it is usually possible with minimal complications.

Compression only CPR was included in this study for comparison purposes and it was associated with a very low PaO2. This value was similar to values reported in pigs after 5–15 min of compression only CPR (21). Compression only CPR maybe associated with poorer outcomes than conventional CPR in human clinical patients (22–24). Despite this, it is currently recommended for out of hospital CPR in humans for untrained rescuers, as it has been found to be associated with a higher rate of bystander CPR provision (25, 26).

The PaCO2 is determined by CO2 production and alveolar minute ventilation (27). In this study, the animals ventilated via orotracheal intubation developed hypocapnia during CPR, despite a similar degree of ventilation as provided at baseline. This likely reflects the decrease in CO2 production and reduced blood flow associated with cardiopulmonary arrest and has been reported in previous experimental animal CPR studies (21, 28–30). As ventilation was performed manually in this study, we cannot guarantee what tidal volume was provided during the experiment. We used a respiratory rate of 10 breaths per minute as recommended by the current veterinary guidelines (1). The optimal tidal volume during CPR in dogs is not currently known but our results suggest a lower tidal volume or respiratory rate would have been ideal in our orotracheal group. The PaCO2 in the face mask and mouth-to-nose ventilation groups was not different than the compression only CPR group. This may in part be related to inherent limitations of these techniques. Face mask ventilation increases dead space, necessitating a higher minute ventilation to maintain PaCO2, while mouth-to-nose ventilation has higher inspired PCO2 (18, 19, 31, 32). In addition, using a 30:2 compression:ventilation ratio will provide less total ventilation per minute than breathing at 10 breaths per minute as was performed in the orotracheal group. In both the face mask and mouth-to-nose group, not all breaths were considered effective which would further compromise the total alveolar ventilation provided. The optimal PaCO2 during CPR is currently unknown and generally a normal PaCO2 is targeted (21). Hypocapnia during CPR has been associated with a higher mortality, likely due to impaired venous return with hyperventilation (16, 33). The levels of PaCO2 attained with face mask and mouth-to-nose ventilation in this study were generally higher than considered normal for dogs and suggests inadequate alveolar minute ventilation was acheieved with these techniques.

This study has several limitations. The sample size was small which limits the ability to find significance between groups. The dogs used for this study had been anesthetized for several hours for laparoscopic procedures prior to the experimental period. As a result, these dogs may have developed pulmonary or cardiovascular abnormalities that may have impacted our results. Although this was less than ideal, sacrifice of healthy animals for this study alone was not deemed justified. The chest compressions in this study were performed manually with multiple compressors so variability in chest compression quality and rate is inevitable. In addition, as only basic life support was provided, maximal cardiac output may not have been achieved. Changes in blood flow does have some impact on arterial blood gas values and the potential variability in cardiac output during this experiment may have contributed to some variability in the results, ultimately reducing the likelihood of finding significant differences between groups.

When comparing ventilation techniques, it has been suggested that three main criteria should be considered: (1) ease of use; (2) efficacy in maintaining oxygenation and ventilation; (3) frequency of complications (34). Using these criteria, the results of this study supports that orotracheal intubation is the preferred technique for ventilation during CPR in dogs. When orotracheal intubation is not possible, the results of this study would suggest that either face mask ventilation or mouth-to-nose ventilation would be reasonable alternatives. When oxygen supplementation is available, face mask ventilation is likely to be superior. Appropriate training for both face mask and mouth-to-nose ventilation techniques is recommended.

AUTHOR CONTRIBUTIONS

KH, MR, and AB designed the study and performed the experimental procedures. SE analyzed the data and KH wrote the manuscript. All authors contributed to read and approved the manuscript.

FUNDING

This research was supported by funds from the Center of Companion Animal Health, School of Veterinary Medicine, University of California, Davis.

REFERENCES

 1. Hopper K, Epstein SE, Fletcher DJ, Boller M. RECOVER evidence and knowledge gap analysis on veterinary CPR. Part 3: basic life support. J Vet Emerg Crit Care (2012) 22:S26–43. doi: 10.1111/j.1476-4431.2012.00753.x

 2. Dorges V, Wenzel V, Knacke P, Gerlach K. Comparison of different airway management strategies to ventilate apneic, nonpreoxygenated patients. Crit Care Med. (2003) 31:800–4. doi: 10.1097/01.CCM.0000054869.21603.9A

 3. Berg RA, Hemphill R, Abella BS, Aufderheide TP, Cave DM, Hazinski MF, et al. Part 5: Adult basic life support. 2010 American Heart Association guidelines for cardiopulmonary resuscitation and emergency cardiovascular care. Circulation (2010) 122(18 Suppl. 3):S685–705. doi: 10.1161/CIRCULATIONAHA.110.970939

 4. Hasegawa K, Hiraide A, Chang Y, Brown DFM. Association of prehospital advanced airway management with neurologic outcome and survival in patients with out-of-hospital cardiac arrest. J Am Med Assoc. (2013) 309:257–66. doi: 10.1001/jama.2012.187612

 5. Nagao T, Kinoshita K, Sakurai A, Yamaguchi J, Furukawa M, Utagawa A, et al. Effects of bag-mask versus advanced airway ventilation for patients undergoing prolonged cardiopulmonary resuscitation in pre-hospital setting. J Emerg Med. (2012) 42:162–70. doi: 10.1016/j.jemermed.2011.02.020

 6. Safar P, Escarraga LA, Chang F. Upper airway obstruction in the unconscious patient. J Appl Physiol. (1959) 14:760–4. doi: 10.1152/jappl.1959.14.5.760

 7. Stone BJ, Chantler PJ, Baskett PJF. Incidence of regurgitation during cardiopulmonary resuscitation: a comparison between the bag valve mask and laryngeal mask airway. Resuscitation (1998) 38:3–6. doi: 10.1016/S0300-9572(98)00068-9

 8. Pasquet EA, Frewen TC, Kissoon N, Gallant J, Tiffin N. Prototype volume-controlled neonatal/infant resuscitator. Crit Care Med. (1988) 16:55–7. doi: 10.1097/00003246-198801000-00011

 9. Buckley GJ, DeCubellis J, Sharp CR, Rozanski EA. Cardiopulmonary resuscitation in hospitalized rabbits: 15 cases. J Exotic Pet Med. (2011) 20:46–50. doi: 10.1053/j.jepm.2010.11.010

 10. Poulsen H, Skall-Jensen J, Staffeldt I, Lange M. Pulmonary ventilation and respiratory gas exchange during manual artificial respiration and expired-air resuscitation on apneic normal adults. Acta Anaesthesiol Scand. (1959)3:129–53.

 11. Elam JO, Greene DG, Brown ES, Clements JA. Oxygen and carbon dioxide exchange and energy cost of expired air resuscitation. J Am Med Assoc. (1958) 167:328–34. doi: 10.1001/jama.1958.72990200019008b

 12. Smarick SD, Rylander H, Burkitt JM, Scott NE, Woelz JS, Jandrey KE, et al. Treatment of traumatic cervical myelopathy with surgery, prolonged positive-pressure ventilation and physical therapy in a dog. J Am Vet Med Assoc. (2007) 230:370–4. doi: 10.2460/javma.230.3.370

 13. Tucker KJ, Idris AH, Wenzel V, Orban DJ. Changes in arterial and mixed venous blood gases during untreated ventricular fibrillation and cardiopulmonary resuscitation. Resuscitation (1994) 28:137–41. doi: 10.1016/0300-9572(94)90086-8

 14. Ralston SH, Voorhees WD, Showen L, Schmitz P, Kougias C, Tacker WA. Venous and arterial blood gases during and after cardiopulmonary resuscitation in dogs. Am J Emerg Med. (1985) 3:132–6. doi: 10.1016/0735-6757(85)90036-1

 15. Lippert AC, Evans AT, White BC, Eyster GE. The effect of resuscitation technique and pre-arrest state of oxygenation on blood-gas values during cardiopulmonary resuscitation in dogs. Vet Surg. (1988) 17:283–90. doi: 10.1111/j.1532-950X.1988.tb01018.x

 16. Aufderheide TP, Lurie KG. Death by hyperventilation: a common and life-threatening problem during cardiopulmonary resuscitation. Crit Care Med. (2004) 32(9 Suppl):S345–51. doi: 10.1097/01.CCM.0000134335.46859.09

 17. Callaway CW, Soar J, Aibiki M, Bottiger BW, Brooks SC, Deakin CD, et al. Part 4: advanced life support. 2015 International consensus on cardiopulmonary resuscitation and emergency cardiovascular care science with treatment recommendations. Circulation (2015) 132(Suppl. 1):S84–145. doi: 10.1161/CIR.0000000000000273

 18. Wenzel V, Idris AH, Banner MJ, Fuerst RS, Tucker KJ. The composition of gas given by mouth-to-mouth ventilation during CPR. Chest (1994) 106:1806–10. doi: 10.1378/chest.106.6.1806

 19. Eisenburger P, Funk GC, Burda G, Sterz FR, Laggner AN, Herkner H. Gas concentrations in expired air during basic life support using different ratios of compression to ventilation. Resuscitation (2007) 73:115–22. doi: 10.1016/j.resuscitation.2006.09.003

 20. Virkkunen I, Kujala S, Ryynanen S, Vuori A, Pettila V, Yli-Hankala A, Silfvast T. Bystander mouth-to-mouth ventilation and regurgitation during cardiopulmonary resuscitation. J Int Med. (2006) 260:39–42. doi: 10.1111/j.1365-2796.2006.01664.x

 21. Kjærgaard B, Bavarskis E, Magnusdottir SO, Runge C, Erentaite D, Sefland Vogt J, et al. Four ways to ventilate during cardiopulmonary resuscitation in a porcine model: a randomized study. Scand J Trauma Resusc Emerg Med. (2016) 10:67–75. doi: 10.1186/s13049-016-0262-z

 22. Ewy GA. Chest compression only cardiopulmonary resuscitation for cardiac arrest. Circulation (2016) 134:695–7. doi: 10.1161/CIRCULATIONAHA.116.023017

 23. Goto Y, Funada A, Goto Y. Conventional versus chest-compression-only cardiopulmonary resuscitation by bystanders for children with out-of-hospital cardiac arrest. Resuscitation (2018) 122:126–34. doi: 10.1016/j.resuscitation.2017.10.015

 24. Kitamura T, Iwami T, Kawamura T, Nagao K, Tanaka H, Nadkami VM, et al. Conventional and chest-compression-only cardiopulmonary resuscitation by bystanders for children who have out-of-hospital cardiac arrests: a prospective, nationwide, population-based cohort study. Lancet (2010) 375:1347–54. doi: 10.1016/S0140-6736(10)60064-5

 25. Olasveengen TM, de Caen AR, Mancini ME, Maconochie IK, Aickin R, Atkins DL, et al. 2017 International consensus on cardiopulmonary resuscitation and emergency cardiovascular care science with treatment recommendations summary. Resuscitation (2017) 121:201–4. doi: 10.1016/j.resuscitation.2017.10.021

 26. Shimamoto T, Iwami T, Kitamura T, Nishiyama C, Sakai T, Nishiuchi T, et al. Dispatcher instruction of chest compression-only CPR increases actual provision of bystander CPR. Resuscitation (2015) 96:9–15. doi: 10.1016/j.resuscitation.2015.07.009

 27. Lumb AB, Pearl RG. Carbon dioxide. In: Lumb AB, editor. Nunn's Applied Respiratory Physiology. 8th edn. St Louis: MI: Elsevier (2017). p. 151–68.

 28. Idris AH, Staples ED, O'Brien DJ, Melker RJ, Rush WJ, Del Duca KD, et al. Effect of ventilation on acid-base balance and oxygenation in low flow states. Crit Care Med. (1994) 22:1827–34.

 29. Sanders AB, Ewy GA, Taft TV. Resuscitation and arterial blood gas abnormalities during prolonged cardiopulmonary resuscitation. Ann Emerg Med. (1984) 13:676–9. doi: 10.1016/S0196-0644(84)80724-6

 30. Angelos MG, DeBehnke DJ, Leasure JE. Arterial pH and carbon dioxide tension as indicators of tissue perfusion during cardiac arrest in a canine model. Crit Care Med. (1992) 20:1302–8. doi: 10.1097/00003246-199209000-00018

 31. Haskins SC, Patz JD. Effects of small and large face masks and translaryngeal and tracheostomy intubation on ventilation, upper-airway dead space, and arterial blood gases. Am J Vet Res. (1986) 47:945–8.

 32. Casati A, Fanelli G, Torri G. Physiological dead space/tidal volume ratio during face mask, laryngeal mask, and cuffed oropharyngeal airway spontaneous ventilation. J Clin Anesth. (1998) 10:652–5. doi: 10.1016/S0952-8180(98)00108-1

 33. Cheifetz IM, Craig DM, Quick G, McGovern JJ, Cannon ML, Ungerleider RM, et al. Increasing tidal volumes and pulmonary overdistention adversely affect pulmonary vascular mechanics and cardiac output in a pediatric swine model. Crit Care Med. (1998) 26:710–6. doi: 10.1097/00003246-199804000-00020

 34. SOS-KANTO Study Group. Comparison of arterial blood gases of laryngeal mask airway and bag-valve-mask ventilation in out-of-hospital cardiac arrests. Circ J. (2009) 73:490–6. doi: 10.1253/circj.CJ-08-0874

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The reviewer LG and the handling Editor declared their shared affiliation

Copyright © 2018 Hopper, Rezende, Borchers and Epstein. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fvets-05-00239-t001.jpg
Pa0, mmHg PaCO, mmHg

Orotracheal intubation 82£17.5 40 £33
Face mask 78+ 11.9 37+£16
Mouth-to-nose 94 £ 67 41 +£47
No ventilation 82+66 36+ 63
MmN
Orotracheal intubation 64 £ 14.5 24+58
Face mask 43 £10.1 36 £ 5.1
Mouth-to-nose 58 £+ 16.5 39+58
No ventilation 30£81 35+58
MmN
Orotracheal intubation 62 + 16.0 24+£90
Face mask 36+ 13.2 2£77
Mouth-to-nose 44 £ 16.2 45+ 76

‘No ventilation 223+ 3.7 41 £ 65





OPS/images/fvets-05-00239-g003.gif





OPS/images/fvets-05-00239-g004.gif





OPS/images/fvets-05-00239-g001.gif
Pa0; (mmig)






OPS/images/fvets-05-00239-g002.gif
¥ % £ F
i ona O ona

: ili





OPS/images/cover.jpg
, frontiers
in Veterinary Science

Efficacy of Manual Ventilation
Techniques During Cardiopulmonary
Resuscitation in Dogs









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
, frontiers
in Veterinary Science





