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Clarification

A	Clarification	and	then	a	Preamble



Clarification

Some	may	have	confused	this	with	my	“Go-Go-No”	Talk

“No-No-Go”

Not	conscious	– Not	Breathing	Normally	– Start	CPR
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Clarification



Clarification

Some	may	have	confused	this	with	my	“Go-Go-No”	Talk

“Go-Go…..Oh	No!”
“Go-Go……Just	Say	No!”

Go-Go….OMG!



Clarification

A	Preamble



1. Implementing T-CPR is a process

2. Questions remain but we know much

3. No matter where you are in the spectrum, 
there are tangible steps you can take  

4. Resources exist to help you do this

Telephone CPR



Question 1

Why	TCPR?

What	type	of	effect	size	does	TCPR	have?



Why Does This Matter?

“By far the most powerful criterion 
associated with survival from OHCA is 
ROSC in the field.”
“Failure to restore a pulse on scene 
indicates that the patient will not likely 
survive to hospital discharge, irrespective 
of the subsequent sophistication of in-
hospital care.”

Kellerman	A.	Annals	Emerg	Med	
2010;56:358-61



Adjusted	OR	(BCPR)	=	1.69 Adjusted	OR	TCPR	=	1.45



Supporting
Evidence TCPR	Bundle	of	

Care	
Significantly	
Improved	
Patient	

Outcomes



Question 2

TCPR	is	effective	at	saving	lives,	how	does	that	
work?



Multiple Barriers to Performing 
Bystander CPR

Sasson	- AHA	Scientific	Advisory	Statement.	Circulation	2013



Bobrow	et	al.	Current	Opinions	Critical	Care.	2012	



The	Math
Train	10,000	bystanders	~	1	cardiac	arrest

Train	1	dispatcher	=		many cardiac	arrests

The Critical First Link



hospital

training/education

data/QI/reports
dispatch

bystander

EMS

Key	Part	of	the	System	of	Care



T-CPR

üTools/Training
üBest practices
üQuality monitoring
üEngaging 

Bystander
üTranslation into 

practice



Question 3

What	is	the	Current	Status	of	TCPR?





Only	a	small	majority	
(53%)	of	responding	
agencies	reported	
providing		TCPR	

instructions	of	any	kind



Question 4

What	defines	programmatic	best	practice?





Barriers	to	Implementation

• Scope of practice issues for Call-Takers
• Fear of liability and regulation
• Data collection and sharing 
• Time and effort – Training/QI
• Public relations concerns
• Budgetary constraints
• Ignorance of the Guidelines
• Lack of Medical Direction
• Competing interests and overcoming inertia 



Strategies	to	Overcome	Barriers

• Educate that this is a guideline intervention

• Convince dispatch centers this is a vital service/cost 
effective 

• Involve public health agencies

• Streamline data collection process 

• Use free and available training modules 

• Share in the program’s success 



Establish a Protocol
Provide Training

Engage Continuous Quality Improvement

Programmatic Best Practices



Let’s circle back to the protocol - Please break down 
the components of TCPR actions?  

Question 5



• Identification (No No Go!)

• Starting CPR Instructions

• Coaching the lay rescuer until EMS arrives

3 Phases of TCPR



NO NO Go!



Recognition: 
What works? What doesn’t?



Be Careful

Each extra question had the potential to 
delay the identification of cardiac arrest and 
initiation of CPR



NO NO Go! Rationale:

Ø Minor	injury	probably	resulting	from	compressions:	2%
Ø No	instances	of	vital	organ	damage



AHA-Recommended Two-Question Model
NO-NO Go!



Question 6

What	are	the	pitfalls	for	identification?



Agonal Breathing (Gasping)

§ Abnormal breathing in unresponsive patients

§ A brainstem response to lack of oxygen

§ Occurs in ~ half of cardiac arrests

§ Associated with improved survival

§ Hurts but potentially can help recognition 



Gasping Following 
Out-of-Hospital Witnessed Cardiac Arrest
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Prospective	review	of	100	confirmed	EMS	CPR	calls



Agonal Breathing

The	rate	of	TCPR	is	
significantly	reduced	when	
callers	describe	agonal	

breathing.	



Agonal Breathing



Agonal Breathing

“Gasping,”	“Snorting”	or	
“Snoring”	and	“Gurgling”	
accounted	for	~	2/3	of	all	
terms	callers	used	to	
describe	abnormal	

breathing



Gasping: Audio Examples



What other barriers should we expect?

Question 7

Agreed - Agonals are a prominent challenge

Do	barriers	differ	based	on	the	location	of	the	arrest?



Barriers	to	TCPR	in	Public	& Residential	Locations

Category Public	
(N	=	223)

Residential	
(N	=	1,627)

p-value

Caller	not	with	patient 11.7% 2.5% <	0.001

Couldn’t	calm	caller 2.2% 8.2% = 0.002
Couldn’t	get	patient	to	floor 11.7% 23.8% <	0.001
OHCA Recognition 83.3% 91.2% < 0.001
TCPR Instructions	Started 47.3% 65.6% <	0.001
TCPR	Started 32.4% 54.1% <	0.001

Survival 23.8% 9.5% <	0.001

Resuscitation	2016



How	should	we	train	TCPR?

Question 8



1. Basic	CPR	Training
2. E-Learning
3. Simulation	Training
4. Adapted	Scenarios
5. Group	Learning
6. CPR	Coaching
7. Analytics



Basic	CPR	Training	–
to	learn	the	skills



EVERY	call	is	a	cardiac	arrest

…until	proven	otherwise



E-Learning –
to	recognize	and	act	



Simulation	Training		-
to	practice	events	that	occur	infrequently



Singapore Korea

Arizona Oslo

Locally adapted scenarios



Group	Learning	–
to	reflect	and	share



CPR	Quality	Coaching	–
to	optimize	performance



How Should we Coach TCPR?

Question 8



Future of Telephone CPR Delivery



Question 9
Why & How Should we measure TCPR?



Telephone	CPR	Reporting

Used timestamp methodology 
in auditing 5,987 confirmed 
and suspected 9-1-1 audio 

recordings for key 
performance metrics :

1. %	cases	arrest	recognized
2. %	cases	CPR	instructions	started	
3. %	cases	compressions	started
4. Time	to	recognition
5. Time	to	start	of	CPR	instructions
6. Time	to	first	bystander	compression

Dameff	Resuscitation	2014



AHA	Task	Force	on	
TCPR:

Recommendations	
and	Performance	

Measures



Performance	Measures:	Median	Times

Ø 9-1-1	call	to	OHCA	recognition:	<	120	s
Ø 9-1-1	call	to	1st compression:	<	180	s	





Anchorage TCPR Experience



Anchorage TCPR Experience



Increasing Awareness on TCPR



Combining CPR Training and TCPR



Paths	Towards	Widespread	Dissemination

• Establish Performance Standards
• Advocacy
• Legislation
• Certification
• Accreditation
• Local Implementation
• Community Champions



Strategies to Improve 
Cardiac Arrest 
Survival: A Time to 
Act

IOM (Institute of Medicine). 2015.Strategies to improve 
cardiac arrest survival: A time to act. Washington, DC: The 
National Academies Press.

NAS	Recommendations



67

Recommendation 3. Enhance the Capabilities 
and Performance of EMS Systems 

As the informal agency for EMS, NHTSA should 
coordinate with other federal agencies and 
representatives from private industry, states, 
professional organizations, first responders, EMS 
systems, and non-profit organizations
• to develop standardized dispatcher-assisted CPR 

protocols and national educational standards for use by 
all public safety answering points. 

• to establish a standardized definition and training 
curriculum for high-performance CPR to be used in basic 
emergency medical technician training and certification.



68

Recommendation 5. Adopt Continuous 
Quality Improvement Programs

EMS systems, health care systems, and hospitals 
should adopt formal, continuous quality improvement 
programs for cardiac arrest response that

• Assign  responsibility, authority, and accountability within 
each organization or agency for specific cardiac arrest 
measures; 

• Implement core technical and non-technical training, 
simulation, and debriefing protocols to ensure that EMS 
and hospital personnel can respond competently to both 
adult and pediatric cardiac arrests; and

• Actively collaborate and share data to facilitate national, 
state, and local benchmarking for quality improvement.





Summary

• Telephone CPR can significantly improve outcomes

• Multiple real-world barriers to implementation exist

• Diverse communities are showing how to overcome 
these challenges

• We are past the 17 year mark and the Time to Act is 
now!



List of TCPR Resources
§ Materials, training video, protocols, audio calls: 
http://azdhs.gov
http://cprlinktolife.com/
http://fiercecert.org

§ Training webinar for data entry:
https://azdhsems.ilinc.com/join/vwrzmss

§ AHA
http://cpr.heart.org/AHAECC/CPRAndECC/

§ HeartRescue
http://www.heartrescueproject.com/

§ Resuscitation Academy
http://www.resuscitationacademy.org/

§ CARES website (https://mycares.net) 
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Remember……


