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Introduction 
Early defibrillation is the key to survival from sudden cardiac arrest (SCA). One of the strategies 
for achieving early defibrillation is placement of AEDs at locations that are readily accessible by 
designated trained responders, the general public or both. The purpose of this guide is to help 
entities determine whether an on-site AED program is advisable and to provide an overview on 
AED placement.1 
 
Are some locations at higher risk for SCA than others? 
The jury is still out on the ideal placement of AEDs in community settings, one of the 
fundamental issues being addressed by a multi-site clinical trail called the Public Access to 
Defibrillation (PAD) study, based at the University of Washington. Nevertheless, there is a 
growing body of research on the location of cardiac arrest.4-11 This research supports the fact that 
SCA occurs most often in the home (57%12-75%10). For this reason, there is increasing interest in 
AED placement in the homes of high-risk individuals. 
 
When SCA does occur in nonresidential or public places, it often occurs as a singular, isolated 
event. This makes it difficult to predict types of high-risk locations.6 8 11 and lends support to the 
concept of focusing on first responder defibrillation.3 Despite this, some studies have shown a 
higher incidence in certain locations, listed below.  

• Airports4 
• Community/senior citizen centers 4 
• Dialysis centers4 5 8 
• Ferries/train terminals4 
• Golf courses4 
• Health centers/gyms4 
• Cardiology, internal and family medicine practices, and urgent care centers5 
• Jails4 
• Large industrial sites4 
• Large shopping malls4 
• Nursing homes8 9 
• Private businesses7 
• Sports/events complexes4 8 
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Should AEDs be placed at this site? 
If you can answer “yes” to one or more of the questions below, an on-site AED program should 
be strongly considered. 
 
q Is it unlikely that the existing EMS system would be able to reliably achieve a “call- to-

shock”2  interval of five minutes or less at this site? 
q Has an SCA incident occurred at this site in the past five years and have the 

demographics of the population served by this site remained relatively constant? 
q Do 10,000 or more persons regularly gather at this location? 
q Does this site have a large concentration of persons over 50 years old? 
q Is there a high probability of SCA at this site? (See formula below.)  
 
Formula for estimating high probability of SCA1 
1. Take the number of individuals at a particular location and multiply this number by the percentage 

of people age 50 or over.  
2. Multiply this number by the average number of hours spent at the location each day. 
3. Multiply this number by 350 if the location is residential or 250 if the location is non-residential. 

(This equals the number of exposure hours. Locations with 1.4 million exposure hours may 
experience .48 SCA per year.) 

4. If your answer is 600,000 or higher, this location has a high probability of SCA (likelihood of one 
case every five years). 

 
 
If it is determined that an on-site AED program is desirable, where should AEDs be 
placed? 
AEDs should be placed in easily accessible, well-marked locations, ideally near telephones. For 
example, they can be mounted on the wall in the front lobby (if applicable), by exits, near 
elevators and near fire extinguishers. In settings with mobile units (e.g., golf carts), placement on 
the mobile units should be considered. 
 
 
How many AEDs should be placed at this site? 
Ideally, AEDs should be placed in such a way that the response interval (time from collapse to 
arrival of the responder with the AED) is no more than three minutes and the call-to-shock 
interval is no more than five minutes. The components of the call- to-shock interval include the 
time it takes designated responders to be notified, access the device, reach the victim’s side, 
apply the electrodes and deliver the first shock. 
 
 
Is AED placement enough? 
No. Simply placing devices in various locations is not enough. It is important to identify a 
medical director, develop an on-site AED response plan, train designated responders and conduct 
periodic AED response drills. For more information on how to address these issues, see 
www.early-defib.org. 
 

                                                 
1 Based on a formula developed by the Public Access Defibrillation clinical trial researchers. 
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