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• i n t r o d u c t i o n •
By Joan Mellor
Launched in the United States in 2011, Medtronic Philanthropy’s 
HeartRescue Project began as a multistate collaborative program 
to improve sudden cardiac arrest (SCA) survival rates. Today, 
with impressive results in more than six states, the effort is now 
expanding across the country.

Working in six states—Arizona, Illinois, Minnesota, North 
Carolina, Pennsylvania and Washington—and communities 
served by American Medical Response (AMR), the HeartRescue 
Project enlisted some of the nation’s leading clinical experts in 
resuscitation to improve community SCA response systems, 
which include citizens, first responders, EMS agencies and hos-
pitals. Remarkably, these key links in the “chain of survival” were 
rarely coordinated, and often poorly measured.

Now in its fifth year, the HeartRescue Project has achieved 
encouraging success, helping shape recommendations in the 
Institute of Medicine’s recent groundbreaking report on the state 
of SCA in the U.S.

Here’s a snapshot of some of the key achievements:
•  Improved measurement: Because you can’t improve 

what you don’t measure, data collection is a top priority. In 
2011, only a few communities in partner states were mea-
suring outcomes. Today, data collection using the Cardiac 
Arrest Registry to Enhance Survival (CARES) covers 80% of 
those state’s populations, representing more than a quarter 
of U.S. residents.

•  Community programming: By targeting efforts in com-
munities where high SCA incidence overlaps with lower 
survival rates, partners were able to move the survival nee-
dle. In Illinois, the overall survival rate is now 8%. Prior 
to HeartRescue, the state didn’t even have the ability to 

measure its overall survival rates, but they were estimated to 
be no more than 4%.

•  Telephone CPR: In Arizona, 911 emergency operators 
were trained to assertively provide CPR instructions to call-
ers. The program has collected data from nine regional dis-
patch centers covering about 80% of Arizona’s population. 
This low-cost idea helped improve bystander CPR rates from 
38% in 2010 to 52% in 2013. That increase helped improve 
survival rates from 8% to 11% in a cohort of roughly 3,500 
patients during the same time period.

In 2016, HeartRescue Project leadership will transition to the 
University of Washington, a founding partner and world leader 
in resuscitation response and training. With continued finan-
cial support from Medtronic Philanthropy, this new HeartRescue 
Consortium, made up of existing and future partners, will expand 
impact nationally.

Medtronic Philanthropy will now focus its efforts on extending this 
collaborative internationally to drive impact in emerging markets. 
Connecting U.S. partners with health professionals and community 
leaders in China and India will assist those countries in their efforts 
to improve community response for acute cardiovascular events. 
Focusing on the response to these events not only saves victims of 
SCA, but also improves the entire emergency medical system’s ability 
to help sick and injured people every day. ✚

Joan Mellor is a senior portfolio lead at Medtronic Philanthropy. 
She manages the HeartRescue Project as one of several acute care 
initiatives across the globe. 

Medtronic Philanthropy focuses on expanding access to 
quality chronic disease care among underserved populations 
worldwide, in addition to supporting health initiatives in com-
munities where Medtronic employees live and give.

Arizona Emergency Medicine Research Center, 
University of Arizona/Arizona Department of 
Health Services 
The SHARE (Save Hearts in Arizona Registry and 
Education) network implements effective new SCA 
approaches through strong partnerships between government agencies, 
hospitals and research groups.

Minnesota Resuscitation Consortium
Led by the University of Minnesota Medical School’s 
Cardiovascular Division, this statewide collabora-
tion focuses on providing new treatments and tech-
nologies to SCA patients and rapidly deploying groundbreaking research 
advances in resuscitation science.

Duke University / Wake County EMS /  
North Carolina Office of EMS /  
University of North Carolina
The RACE CARS (Regional Approach to Cardiovascular Emergencies Cardiac 
Arrest Resuscitation System) program is the largest statewide system of 
emergency cardiovascular care, coordinating 122 hospitals and 540 EMS 
agencies to rapidly diagnose and treat heart attacks and SCA.

University of Pennsylvania Center  
for Resuscitation Science
The Center for Resuscitation Science is dedi-
cated to research and training that will save 
the lives of cardiac arrest victims.

Pacific Northwest HeartRescue Initiative
This program is a collaboration of King County 
EMS, Seattle Fire Department’s Medic One program, 
Harborview Paramedic Training Program, and the 
University of Washington; the Anchorage (Alaska) Fire Department; Oregon 
Health and Science University; Tualatin Valley (Ore.) Fire and Rescue, and 
Jackson County (Ore.) EMS.

American Medical Response
AMR is the largest provider of EMS in 
the United States, and cares for 25,000 
SCA victims each year. As a HeartRescue Project partner, AMR has partnered 
with citizens, dispatch centers, first responders, public health agencies and 
hospitals across the U.S.

Illinois Heart Rescue 
Illinois Heart Rescue is a statewide collaborative engaging 
EMS systems, hospitals, resuscitation experts, and civic and 
community leaders to address the needs of SCA victims and 
their families across the care continuum. 

Visit www.heartrescueproject.com for
information about the HeartRescue Project, 
or contact Tom Rea at rea123@u.washington.edu.

HeartRescue Project Partners
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By Eddie J. Markul, MD; 
 Joseph M. Weber, MD   

& Thomas Rea, MD, MPH

R eflecting on a 25-year career in EMS, 
a seasoned street medic compared the 
“bad old days” of out-of-hospital car-

diac arrest (OHCA) resuscitation to the “Bring Out Your Dead” scene from the film Monty Python and 
the Holy Grail. “You’d bring ’em down to the ambulance, perform some compressions, and work on a 
tube. Usually the [ED] team would have ceased efforts before we finished our paperwork,” she said.

Indeed, survivors were an anomaly prior to the advent of high-performance CPR and a systems 
approach to resuscitation.1 But as evidenced by high-performing agencies, a new paradigm is emerg-
ing; EMS crews in these agencies now expect their patients to survive.

The blueprint for improving OHCA survival is now widely known: bystander CPR, a team-based 
resuscitation strategy, early defibrillation, un-interrupted compressions and so on. The challenge is to 
implement these effective strategies when, for too long, death has been the expected—and accepted—
outcome. The most difficult obstacle to overcome is changing the mindset of frontline EMS provid-
ers and EMS leaders and convincing them that life can be snatched from the jaws of death.

Clear Path to Success
Successful EMS agencies are all alike; unsuccessful agencies are each unsuccessful in their own way. 
EMS agencies with a high cardiac arrest survival rate share several characteristics. They emphasize 
teamwork and appreciate that a systems approach provides the best chance for a patient with any 
critical illness, including cardiac arrest. Bystander CPR (either by a trained layperson or through 
over-the-phone instructions), high-performance CPR by EMS, data collection and a robust quality 
improvement process are requisite traits found in successful agencies.

Although the key steps to implement these strategies can be listed in detail, there’s no uniform blue-
print on how to get buy-in at your agency. That is, how do you motivate leadership and rank-and-file 

Culture Shock
Improving cardiac arrest outcomes 
starts with changing attitudes
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staff that past practice can be improved and lives 
can be saved? EMS providers need to believe car-
diac arrest is a treatable illness for which they 
have the cure. In Illinois, here’s how two very 
different agencies are tackling this challenge to 
improve cardiac arrest resuscitation.

Lieutenant Mark Duke oversees EMS training 
for Orland Park Fire Department, a fire-based 
agency providing EMS services to a population 
of 75,000. All firefighters are crossed-trained as 
paramedics. Fire Chief Ray Kay’s first task for 
Duke was to improve cardiac arrest survival. 

“At the time we took a passive role in devel-
oping strategies for improvement. We just 
followed our protocols,” Duke said. He strug-
gled with his assignment until he and Chief 
Kay attended the Resuscitation Academy in 
Seattle, Washington.

Pixie Dust
For many years, Medic One—the EMS system in 
Seattle and greater King County—has pushed to 
improve care for critically ill patients, using car-
diac arrest as a benchmark condition to mea-
sure its success. Over the decades, survival has 
made step-by-step progress such that now per-
sons who suffer witnessed out-of-hospital v fib 
cardiac arrest should expect to live: they have a 
greater than 50% chance of not just surviving, 
but walking out of the hospital and resum-
ing their lives. Although that rate has exceeded 
50% only in the past few years, the emergency 
response system—the telecommunicators, the 
EMTs, the paramedics and the hospital staff—
has for a long time held the expectation that 
these patients should survive. Perhaps it’s this 
expectation of success that’s the “pixie dust” 
that has led to such good outcomes over the 
years in Seattle and King County.

But this attitude doesn’t just come from the 
crisp, clear Pacific Northwest air. The Seattle-
King County EMS system is fortunate to have a 
strong tradition of leadership with well-trained 
providers who collectively work together to focus 
on health-related outcomes like the rate of sur-
vival from cardiac arrest. Indeed, the region main-
tains a registry of all treated cardiac arrests—an 
essential tool for effective improvement—and 
uses this information to refine resuscitation 

efforts through the entire chain of survival from 
layperson to hospital care.

For years Seattle-King County Medic One 
was legendary for its high OHCA survival rates. 
But we’re witnessing a new era of resuscitation. 
Today, the pixie dust is no longer exclusive to 
Medic One and the handful of other agencies 
that saw similarly high survival rates. Many 
communities across the United States and 
around the world now have both the personnel 
and operational tools in place to succeed. The 
expectation of success drives high performance 
and has produced a culture of excellence.

One forum that’s helped change attitudes 
is the Resuscitation Academy. The Academy 
moves the science of resuscitation into clinical 
practice by challenging EMS leaders to think 
about how they can improve their program-
matic efforts. The goal is to provide the tools for 
resuscitation leaders to go back home and make 
positive changes.

Started as the brainchild of Mickey Eisenberg, 
MD, PhD, and Michael Copass, MD, the Seattle-
based Academy has involved over 500 partic-
ipants from around the U.S. and the world. 
With the help of the HeartRescue Project, the 
Academy has been offered across the nation and 
even in Europe and Asia as communities work 
to save more lives from cardiac arrest. 

Meanwhile, in Illinois
When Duke and Kay returned to Orland Park 
after attending the Resuscitation Academy in 
the Emerald City, they were infused with a new-
found enthusiasm.

“We left inspired and ready to implement all 
the strategies for success,” Duke said. 

But the department rank and file didn’t ini-
tially share their enthusiasm. Only after receiv-
ing a lecture on the “Science of CPR” from an 
outside instructor did their suspicion and apa-
thy begin to thaw.

“Hearing the message from an outside source 
was important in swaying our people that this 
wasn’t just my harebrained idea,” Duke said. 

The momentum increased after Orland Park 
began collecting data and reporting quality 
measures to its members. “Firefighters are nat-
urally competitive,” Duke said. “We drew upon 
that competitive spirit with cardiac arrest per-
formance. No one wants to be second best.” 

Against the Wind
Serving as an example in Eisenberg’s book, Resus-
citate!, of a location where you should “try not 
to be” when you experience cardiac arrest has 
persistently vexed Chicago EMS, a consortium 

<<< Training on high-quality CPR, as seen here by 
Chicago Fire Department personnel, not only cultivates 
an expectation of success in increasing OHCA survival 
rates but also equips providers with the skills needed  
to succeed. 

PHOTO COURTESY CHICAGO FIRE DEPARTMENT
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Look at Anchorage, Alaska; Charlotte, N.C.; 
Snohomish County, Wash.; Mesa, Ariz.; How-
ard County, Md.; Boston and Oklahoma City, 
among others—emergency systems where wit-
nessed v fib survival approaches or exceeds 50% 
as a consequence of the collective commitment 
to measure and improve resuscitation and an 
expectation that cardiac arrest patients will 
survive. And Copenhagen, Denmark; Seoul, 
Korea; London; and Osaka, Japan—all large 
international cities where EMS culture and 
expectations have changed. And Chicago—
yes, Chicago—a community challenged by big 
buildings, big traffic and, often, big politics. 
The Windy City has made strides that only a few 
years ago would have been judged near impossi-
ble. With an overall survival rate now approach-
ing 8%, Eisenberg will need to make changes in 
future editions of Resuscitate!

Conclusion
So maybe the pixie dust is indeed the expecta-
tion of success: An EMS culture that sees car-
diac arrest as a survivable condition that we can 
reverse; commitment from the grass roots of 
the organization to the highest leadership levels 
to provide the very best care; and the collective 
culture of excellence that comes from working 
together to save a life. Success breeds success.

Seattle and King County have a lot more com-
petition at the top these days, and there’s plenty 
of room for everyone to join them. ✚

Eddie J. Markul, MD, is one of the four EMS med-
ical directors for the city of Chicago, co-lead for the 
Prehospital Sphere of Illinois Heart Rescue, assistant 
professor of emergency medicine at the University 
of Illinois at Chicago, and an attending physician at 
Advocate Illinois Masonic Medical Center.

Joseph M. Weber, MD, is one of the four EMS med-
ical directors for the city of Chicago EMS system, co-
lead for the Prehospital Sphere of Illinois Heart Rescue, 
assistant professor of emergency medicine at Rush 
Medical College and an attending emergency medicine 
physician at Stroger Cook County Hospital in Chicago.

Thomas Rea, MD, MPH, is the medical director for 
King County (Wash.) Medic One and professor of 
medicine at the University of Washington. He’s an 
investigator participating with the Pacific Northwest 
HeartRescue project.
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between Chicago Fire Department (CFD) and 
the city’s EMS medical directors.2 “I knew we 
had the potential to significantly improve our 
survival rate,” said the CFD’s Director of Medi-
cal Administration and Regulatory Compliance 
Leslee Stein-Spencer, RN, MS.

But making changes in one of the nation’s 
largest EMS systems is no easy task. The CFD is 
a fire-based system, with both BLS and ALS fire 
suppression companies staffed with FF/EMT-Bs 
and FF/paramedics and ALS ambulances staffed 
by single-role paramedics. Change means educat-
ing and changing the practice of more than 5,000 
members. In such a large agency, the first step is 
getting support from the top brass—in this case, 
the fire commissioner. Commissioner Jose San-
tiago readily understood the scope of the prob-
lem and recognized the potential to save lives. He 
agreed to make improving cardiac arrest survival 
a top priority for the department.

Similar to the experience at Orland Park, the 
introduction of the initial training on high- 
performance CPR was met with a tepid response. 

“I think a lot of people just heard they are 
being expected to work arrests in front of the 
family instead of the comfort of their ambu-
lance,” said the CFD’s Assistant Deputy Fire 
Commissioner Mary Sheridan. “That was a 
huge culture change.”

PowerPoint presentations don’t win hearts, 
but results do. An integral part of Chicago’s 
improvement strategy has been participating in 
CARES, the Cardiac Arrest Registry to Enhance 
Survival. Linking prehospital and hospital data 
gives the ability to provide consistent feedback 
to crews on patient outcomes.

A poignant example of this feedback occurred 
at a recent ceremony where survivors met the 
crews responsible for saving them. If there were 
any residual doubts in the audience on the value 
of improving survival rates, they were quickly 
erased when a 33-year-old mother who survived 
a cardiac arrest took the stage with her 2-year-
old child.

“It is so important we all remember why we 
do what we do,” Sheridan said. “I can’t think of 
a better reminder than seeing that mom with 
her child.”

The Winds of Change
Emergency systems are increasingly cultivating 
this expectation through teamwork and leader-
ship, discipline and training, objective measure-
ment, and sometimes with help from colleagues 
in neighboring jurisdictions or across the coun-
try. They’re also asking the important—and 
humbling—question: How can we improve?



CARES can make a difference. CARES helps communities measure 
performance and identify how to improve cardiac arrest survival rates. By 
joining CARES, communities gain more than just access to information that 
will help them improve performance and save lives. And the data communities 
contribute supports vital research that furthers our knowledge of cardiac 
arrest treatment and saves countless lives for years to come.

Discover the benefits of joining CARES — visit MyCARES.net.

Measuring Outcomes.
Improving Care. 
Saving Lives.

New subscription models for 
states and communities

Emory University, Woodruff Health Sciences Center
mycares.net   email: cares@emory.edu
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By Bentley J. Bobrow, MD  
& Micah Panczyk, MS

B ecause the chance of survival falls by 
an estimated 5% for each minute that 
passes between collapse and the start of 

CPR,1 bystander CPR is paramount for improv-
ing survival from out-of-hospital cardiac arrest 
(OHCA). Increasing the rate of bystander CPR 
can also be an effective and inexpensive way to 
enhance the chain of survival, compared to add-
ing more first responders or other potential 
ways to shorten the time between arrest and the 
first chest compression.

Bystander CPR is a straightforward and 
potent intervention that can more than dou-
ble the chance of survival but is provided in 

only 40% of cases nationwide.2 This situation 
persists despite large-scale public CPR training 
campaigns and an emphasis in recent years on 
compression-only CPR for adult arrests.

Telephone CPR (TCPR)—the provision of CPR 
instructions to the caller by the 911 telecommu-
nicator—can be challenging from the moment 
a call is received: telecommunicators often face 
barriers to recognizing OHCA, starting CPR 
instructions once recognized, and maintain-
ing contact with callers once CPR is underway. 
However, this intervention has been shown to 
dramatically increase bystander CPR rates and 
is associated with improved patient survival.3–5

TCPR is also perhaps the most efficient 
method of improving the chances of surviving 
cardiac arrest in a community. In King County, 

When Life’s on the Line
Telephone CPR can optimize bystander action  

in out-of-hospital cardiac arrest

Telephone CPR has been shown 
to dramatically increase bystander 
CPR rates and is associated with 
improved patient survival. 

PHOTOS COURTESY ALLINA HEALTH EMS
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Wash., for example, nearly half of the bystand-
ers who perform CPR receive direction from a 
telecommunicator.3 This strategy has been a 
powerful force in the county’s historic success 
responding to OHCA emergencies. For this rea-
son, the HeartRescue Project partners focused 
time and energy on implementing and measur-
ing this vital link in the chain of survival.

The Facts about TCPR
Telecommunicators face several challenges 
when receiving a 911 call for cardiac arrest. 
(See Table 1.) Callers are often distressed and 
difficult for call-takers to manage. They may 
be unclear or contradict themselves, leave the 
phone periodically, or even completely refuse 
to cooperate. In addition, OHCA patients often 
gasp for air (agonal breathing) or present brief, 
seizure-like symptoms that can confuse poten-
tial rescuers and telecommunicators alike.6

Calm, assertive telecommunicators can settle 
and guide frantic callers. They can control calls 
from the outset by letting callers know that 
help is on the way and by asking two guideline-
recommended questions:

1. Is the patient conscious? 
2. Is the patient breathing normally?7 

If the answer to both questions is “no,” tele-
communicators should start CPR instructions 
immediately, addressing callers with firm reas-
surance: “We need to start CPR—don’t worry, 
I’ll tell you how.” Instructions should be for 
compression-only CPR unless the arrest stems 
from a respiratory cause or occurs in a child less 
than nine years old. Such exceptional cases call 
for compressions and rescue breaths at a ratio 
of 30:2. 

Once a potential cardiac arrest is identified, 
other barriers can delay or prevent the start 
of CPR. Callers often fear that compressions 
could hurt the patient. A study at the Resuscita-
tion Academy in King County, however, found 

that the risk of injury is extremely low: Of 247 
patients who received compressions though 
not in cardiac arrest, only six (2%) suffered inju-
ries “likely or probably caused by bystander 
CPR.” Five suffered fractures, and there were no 
visceral organ injuries.8 Telecommunicators 
facing this objection, then, should assure call-
ers that compressions are not only vital but also 
safe to perform.

Another common obstacle to effective 
bystander CPR occurs when callers have diffi-
culty moving patients into position for com-
pressions (e.g., from a bed, couch or chair to the 
floor). A study by the Save Heart in Arizona Reg-
istry and Education (SHARE) Program at the 
Arizona Department of Health Services found 
that, in cases where callers described a barrier 
to performing CPR, 83% of patients were found 
in positions other than on a hard, flat surface. 
Compressions were significantly less likely to 
be started and were significantly delayed rela-
tive to cases where callers didn’t report barriers. 
Yet females rescuing males were no less likely to 
start compressions on a hard, flat surface than 
were males rescuing females, and compressions 
were three-and-a-half times more likely to be 
started if multiple rescuers were present.9 Dis-
patchers, therefore, should encourage callers to 
persist in getting patients to the floor and uti-
lize the help of other bystanders when possible.

Other barriers include the caller’s lack of 
confidence. They perceive CPR as a psycho-
motor skill too difficult to perform under the 
circumstances. Telecommunicators must sup-
port and affirm callers in such cases, assuring 
them they can do compressions and that they, 
the dispatchers, will guide them throughout 
the process.

Callers can also have an aversion to mouth-
to-mouth contact (and the possibility of disease 
transmission) and a fear of legal consequences. 
The current standard for telecommunicator 

Table 1: Obstacles to bystander CPR and dispatch solutions
Obstacle Dispatch solution

Bystander has difficulty identifying cardiac arrest Apply simple, two-question model

Bystander fears they will harm the victim Assure the rescuer that CPR won’t cause harm

Bystander fears mouth-to-mouth contact can result  
in transmission of disease

Give instructions for compression-only CPR

Bystander lacks confidence they can perform CPR Assure the bystander they can perform CPR and the 
dispatcher will guide and assist with the process

Bystander distress prevents action Assure the bystander they can perform CPR and the 
dispatcher will guide and assist with the process

Bystander fears possible legal consequences Assure the bystander that Good Samaritan laws will 
safeguard the rescue actions
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instructions is compression-only CPR, so 
there’s typically no need to consider mouth-
to-mouth. If there are legal concerns, the tele-
communicator can assure the caller that Good 
Samaritan laws exist to shield the citizen res-
cuer from liability. The caller’s actions can only 
help the patient.  

When giving instructions, telecommunica-
tors should tell callers to push hard and fast in 
the center of the chest and count their compres-
sions out loud. This allows them to monitor 
the compression rate. The ideal rate is 100 beats 
per minute.

Through attentive, continuous coaching, 
telecommunicators can help callers achieve and 
maintain proper compression depth and rate 
until EMS arrives.

TCPR Programs
There are about 6,000 public safety answer-
ing points (PSAPs), or 911 call centers, in the 
United States. These include primary PSAPs, 
which answer all categories of 911 calls (fire, 
law enforcement and medical), and secondary 
PSAPs, which answer service-specific calls, such 
as medical emergencies. These 911 centers are 
run by municipal and county agencies, pub-
lic safety agencies, third-party EMS agencies, 
law enforcement agencies and hospitals; other 
models exist as well. 

The means by which 911 calls are received 
and processed isn’t standardized in the U.S. In 
many areas, calls are received by primary PSAPs 
and transmitted to secondary PSAPs with tele-
communicators trained specifically in medical 

dispatch. In other cases, all 911 calls are processed 
at the primary call center. Despite a national 
scientific advisory statement in 2012 calling 
for compression-only CPR in adult arrests,7 
there remains a large gap between guideline rec-
ommendations and actual practice. Of 1,924 
PSAPs responding to a survey assessing the kind 
of TCPR instructions provided nationwide, 
only 51% said they provide pre-arrival instruc-
tions for OHCA, and only 3% said they provide 
compression-only instructions.10

Communities with effective TCPR programs 
improve TCPR through process measurement, 
system and case-level feedback to providers, and 
data linkage across the chain of survival. Pro-
cess is measured by listening to OHCA audio 
recordings and evaluating, among other things, 
six key performance metrics:

1.  Did the telecommunicator recognize the 
cardiac arrest?

2.  Did the telecommunicator start CPR 
instructions?

3.  Did the lay rescuer initiate compressions as 
directed by the telecommunicator?

4.  How soon after call receipt at the medical 
911 center did the telecommunicator rec-
ognize the cardiac arrest?

5.  How soon after call receipt did the telecom-
municator start CPR instructions?

6.  How soon after call receipt did the lay 
rescuer start telecommunicator-directed 
compressions?

It’s important to track the barriers that pre-
vent or delay the start of CPR as well. Identify-
ing frequent obstacles is essential for adjusting 
protocols to overcome them.

Evaluating recordings is fundamental to 
improving quality of care and demonstrating 
the impact of TCPR on OHCA outcomes. A 
2001 King County study found that telecom-
municator-directed CPR increased the odds 
of survival for OHCA patients over those who 
received bystander CPR almost as much as CPR 
performed by bystanders who didn’t receive 
directions.3 Similar results in a statewide anal-
ysis were found in Arizona, where investiga-
tors adopted a TCPR quality improvement 
program based on the King County model.11 
These findings indicate that CPR performed 
by a bystander who receives phone instructions 
may be as effective as CPR performed by a 
trained bystander.

Overcoming Barriers to Implementation
Evaluating recordings can be time-intensive 
work. It’s essential, however, and should be 
woven into a 911 center’s basic operations. 

In a recent nationwide survey assessing the kind 
of TCPR instructions provided, only 51% of the 
responding public safety answering points said they 
provide pre-arrival instructions for OHCA.10
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Larger centers can receive hundreds of cardiac 
arrest calls a year. The cost of auditing each 
might be prohibitive, but there are solutions. 
Telecommunication managers can determine a 
feasible sample for review in a given period in 
order to gauge TCPR performance over time. 
This approach can highlight current needs and 
is an efficient way to begin this quality improve-
ment effort. A free data collection tool, data dic-
tionary and data entry webinar are available at 
www.mycares.net. In addition, online training 
modules are available at www.cprlinktolife.com 
and a Dispatcher Assisted CPR Toolkit is avail-
able on the Resuscitation Academy website  at 
www.resuscitationacademy.com/index.php/
resources.

Conclusion
TCPR appears to be grossly underutilized 
nationwide. Yet it represents a uniquely cost-
effective approach to improving resuscitation 
outcomes, requiring only a modest capital 
investment—the communications infrastruc-
ture is already in place. For that reason, the 
Institute of Medicine (now the National Acad-
emy of Medicine) recommended developing 
national protocols and training standards for 
telecommunicator-assisted CPR in the land-
mark report, Strategies to Improve Cardiac Arrest 
Survival: A Time to Act.12

Properly trained telecommunicators applying 
guideline-based protocols can effectively iden-
tify OHCA and initiate bystander CPR through 
calm, assertive instruction to callers. They have 
the potential to turn untrained callers into 
effective providers and save thousands of lives 
across our communities every year. ✚

Bentley J. Bobrow, MD, is the medical director of 
the Bureau of EMS & Trauma System at the Arizona 
Department of Health Services, the co-director of the 
University of Arizona Emergency Medicine Research 
Center and co-principal investigator for the Arizona 
HeartRescue Project.

Micah Panczyk, MS, is the 911 CPR program man-
ager at the Arizona Department of Health Services. 
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International Academies  
of Emergency Dispatch Pushes 
for Faster Hands-on-Chest
As many as three-fourths of EMS agencies and 
911 centers that are part of the HeartRescue Proj-
ect use the Interna-
tional Academies 
of Emergency Dis-
patch (IAED) pro-
tocols, which have included evolving telephone 
CPR pathways for some 35 years. The IAED recog-
nizes the critical importance of getting “hands on 
chest” as quickly as possible. The new version of 
the IAED protocol (version 13) provides a fast track 
to ensure dispatchers recognize the need for CPR 
quickly and safely. Using the software version of 
the protocols, dispatchers have been shown to be 
able to get hands on chest in as little as 20 sec-
onds. The IAED has also launched an educational 
campaign to address a culture in which dispatch-
ers are too risk adverse when it comes to starting 
CPR. For more information on these educational 
efforts, go to www.emergencydispatch.org.

—Brett Patterson, Chair,  
Medical Council of Standards, IAED
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T he HeartRescue Project has focused on 
implementing evidence-based inter-
ventions with the greatest impact on 

cardiac arrest survival rates, such as minimally-
interrupted chest compressions. Although this 
sounds simple, it’s not easy in practice. There 
are multiple reasons trained rescuers interrupt 
CPR (e.g., pulse checks, intubation, rhythm anal-
ysis, interventions) and over-ventilate—another 
deadly error. These mistakes are common and 
deeply ingrained in many providers and EMS 
systems and are a major contributing factor to 
the poor survival rates in many communities. 
Improvements in these areas in your EMS system 
can save lives.

Although many EMS systems have adopted 
protocols incorporating high-performance CPR, 
there’s a recognized need for more standardized 
training on team-based resuscitation. In fact, in 
the Institute of Medicine’s recent comprehen-
sive report on cardiac arrest, the authors recom-
mend the creation of standardized definitions 
and a curriculum for training EMTs in high- 
performance CPR.1

Performance Over Protocol
Although incorporating these concepts in 
protocols is critical, actual high-quality per-
formance is far more important. To achieve 
these goals, providers need to understand 
not only the scientific rationale behind high-
performance CPR but also the real-life ways to 
deliver it during each and every resuscitation. 
Perhaps most important, the complex psycho-
motor skills necessary to meeting the high-
performance CPR targets require significant 
training and frequent practice.

EMS is a team job that requires specific team-
work skills to effectively orchestrate a resuscita-
tion. All too frequently, we’ve not paid attention 
to mastering these skills or individual psycho-
motor skills. The bottom line is that just know-
ing the science isn’t enough: Applying it through 

practice and self-evaluation is what saves lives.
A protocol can list the steps that need to be 

taken, but it can’t address every aspect of team-
oriented resuscitation. In many systems, proto-
cols are no more than a list of steps that imply an 
order for treatments to be given without provid-
ing flexibility for a team or focusing on critical 
principles that are known to be important. Ideal 
protocols identify important principles that are 
supported by the science, but these principles 
can be accomplished in different ways by varying 
EMS crew configurations. Ideal protocols also 
diminish unwarranted variation and emphasize 
principles that are important to patient safety.

In Arizona, the approach has been to work 
with individual EMS agencies on the concepts 
and training, while at the same time perform-
ing ongoing measurement and continuous CPR 
quality improvement at the state level. Arizona 
state EMS leaders believed this was so impor-
tant that they developed a “High-Performance 
CPR University” using a high-fidelity simulation 
center designed specifically for EMS providers to 
learn and practice these skills. The result of these 
efforts has been a quadrupling of survival rates.

Although some states take a “home rule” 
approach to protocols, where each local EMS 
agency or medical director has the authority to 
develop the agency’s protocols, others adopt 
statewide protocols. In many cases, this provides 
additional challenges—writing and publishing a 
set of EMS protocols isn’t inherently difficult, 
but it often leaves room for wide interpreta-
tion. Unlike an individual agency rolling out a 
new protocol, where training can be conducted 
for each provider in-person with a medical direc-
tor or training officer, statewide protocols often 
impact thousands of providers. At the same 
time, statewide protocols offer a unique oppor-
tunity to rapidly disseminate evidence-based best 
practices to a large audience and ensure a coor-
dinated approach when multiple agencies work 
together to resuscitate a patient.

Performance 
Over Protocol

A statewide approach to improving survival from cardiac arrest

By Douglas F. Kupas, MD, EMT-P; Benjamin S. Abella, MD, MPhil & Bentley J. Bobrow, MD
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•  Leaders who remove administrative and 
operational barriers to best care;

•  A focus on education and training that 
targets specific small changes to improve 
competency, such as high-quality chest com-
pressions or a specific ventilation technique;

• Regular access to data on team performance;
•  Educational material provided in various 

forms and frequently reinforced;
•  An expectation that there will be frequent 

trials of new practices and adjustments to 
patient care and an ability to adapt to new 
techniques and principles as best practices 
are identified; and

•  A collaborative approach that welcomes all 
willing providers and agencies rather than 
develops exclusionary rules.

Training as the Keystone
Pennsylvania has the largest population that 
falls under a single set of statewide EMS proto-
cols followed by all EMS providers. When lead-
ers of the state’s EMS community decided to 
implement high-performance pit-crew CPR, 
they knew it would be a challenge to educate 
tens of thousands of EMS practitioners in more 
than 1,000 EMS agencies.

In Pennsylvania, changing the protocols was 
just the first step toward changing performance 
and attitudes. To improve resuscitation care 
across the state, the Pennsylvania Bureau of EMS 
worked with the Pennsylvania HeartRescue team. 
One of the initial steps was to hold a series of 

Encouraging Learning Healthcare Systems
In the past, healthcare providers from EMS 
through ED staff frequently felt like they were 
just going through the motions when treat-
ing patients of sudden cardiac arrest (SCA), 
but new approaches to resuscitation technique 
and teamwork have led to dramatic changes in 
survival from SCA in many EMS systems. To 
move an EMS agency from going through the 
motions to actually improving outcomes, how-
ever, requires commitment to honest self-eval-
uation, team-based learning and a realization 
that increased effort can make a meaningful 
impact on survival.

In a recent report, the Institute of Medi-
cine described the characteristics of a continu-
ously learning healthcare system.2 Providing 
high-quality medical care is a constantly evolv-
ing effort; a slow-moving process to occasion-
ally update guidelines isn’t sufficient. Instead, 
a learning healthcare system requires a cul-
ture, leadership and incentives that use science 
and evidence in a cycle that drives continuous 
improvement in outcomes for patients, the com-
munity and the healthcare providers.

Exceptional continuously learning healthcare 
systems have some attributes that are different 
from traditional educational systems. Charac-
teristics of an exceptional learning EMS system 
with regard to cardiac arrest care include:
•  A distinct and explicit goal of increasing the 

percentage of people who survive SCA with 
good neurologic outcome;

FIGURE COURTESY  
PENNSYLVANIA HEARTRESCUE PROJECT
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In addition, a statewide contest was held to 
produce a video demonstrating the new pro-
tocols and team-oriented approach to car-
diac arrest. Agencies across the state submitted 
entries in hopes of being selected and receiving 
funds for training equipment. The video con-
test ended up serving multiple purposes; not 
only was a video produced that could be used 
throughout Pennsylvania and beyond to teach 
resuscitation techniques, but by watching the 
entries, state officials and educators were able 
to see some of the areas for improvement that 
needed to be addressed. (These materials can be 
found at www.med.upenn.edu/resuscitation/
heartrescue/HighPerformanceCPR.shtml.)

Not the End, But the Beginning
Implementing the new protocols in Pennsylva-
nia was merely the first step in changing how 
providers treat cardiac arrest and improving 
patients’ chances of survival. Any major change 
in how treatment is delivered needs to be accom-
panied by massive training efforts and continu-
ous monitoring and evaluation. But the early 
results are encouraging. EMTs and paramedics 
have embraced the pit crew concept, the use of 
checklists and a focus on the interventions with 
the greatest impact. And veteran EMS providers 
who once thought of cardiac arrests as futile are 
now seeing patients walk out of the hospital. ✚

Douglas F. Kupas, MD, EMT-P, is the common-
wealth EMS medical director for the Bureau of EMS at 
the Pennsylvania Department of Health and also serves 
as associate chief academic officer for simulation and 
medical education for the Geisinger Health System.

Benjamin S. Abella, MD, MPhil, is the clinical 
research director of the Center for Resuscitation Sci-
ence at the University of Pennsylvania, where he clini-
cally serves as an ED physician. He’s the co-principal 
investigator for the Pennsylvania HeartRescue Project.

Bentley J. Bobrow, MD, is the medical director of 
the Bureau of EMS & Trauma System at the Arizona 
Department of Health Services, the co-director of the 
University of Arizona Emergency Medicine Research 
Center and co-principal investigator for the Arizona 
HeartRescue Project.
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Resuscitation Academies within the state. 
These were initially used to generate enthusiasm 
and to accelerate acceptance of changes to the 
EMS approach to treating sudden cardiac arrest. 
In anticipation of the 2013 protocol update, later 
academies focused on a train-the-trainer model to 
develop instructors for statewide EMS resuscita-
tion courses. A four-step approach was developed 
to educate the commonwealth’s EMS providers 
to the new protocols:

1.  Resuscitation Academies and train-the-
trainer sessions were provided for EMS 
educators from all regions.

2.  A 90-minute “Taking the Science to the Pit 
Crew” training course provided background 
on the most current science regarding resus-
citation care, and provided tips to incorpo-
rate the principles of SCA care in the setting 
of an efficient, high-functioning team. This 
course was required for both BLS and ALS 
providers as part of the update to the state-
wide protocols, and it was available via the 
Pennsylvania Bureau of EMS’ online learn-
ing management system or in many class-
room presentations. More than 20,000 EMS 
providers completed the training in 2013.

3.  A high-fidelity simulation course provided 
an opportunity for hands-on application of 
the 2013 protocols with reinforcement of 
technical skills related to quality CPR and 
practicing of teamwork principles. In 2013, 
more than 7,000 EMS providers in Pennsyl-
vania participated in these training sessions.

4.  EMS agencies were encouraged to provide 
low-fidelity CPR manikins for providers to 
practice high-quality chest compressions, 
ventilation skills and team roles regularly dur-
ing shift changes and other opportunities.

In addition to the continuing education 
course curricula, the Pennsylvania HeartRescue 
Project provided many resources for EMS agen-
cies to assist them in implementing the new car-
diac arrest protocols. These included:
•  Pit crew diagrams with defined positions 

and roles for BLS, ALS and mixed crews of 
2–6 responders—see example, p. 13;

•  Laminated checklists of best practices for 
cardiac arrest care and return of spontane-
ous circulation;

•  Clinical cases and objective assessment tools 
for high-fidelity simulation scenarios;

•  EMS agency checklists to guide agency- 
specific expectations during cardiac arrest;

•  Course facilitator information including a 
sample agenda, scenarios for practice ses-
sions, facilitator notes, a medical director 
checklist and a course evaluation.
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By Teri Campbell, RN, BSN; Marina Del Rios, 
MD, MS & Lynn J. White, MS, CCRP

Bystander CPR can double or triple the chance of sur-
vival for out-of-hospital cardiac arrest (OHCA) victims,1 yet 
bystander CPR rates remain low in some of our highest-risk 
communities.2 To increase bystander CPR rates, it’s impor-
tant to identify barriers to EMS activation and create inno-
vative CPR training opportunities.

1Mass gatherings, such as sporting events, provide a cap-
tive audience for introducing the public to CPR. Engag-

ing yet educational videos that can be played at these 
events are available online but many organizations also 
create their own. Illinois Heart Rescue (ILHR) recently spon-
sored events at Chicago Cubs and Chicago Fire games. In 
just 10 minutes, participants learned how to perform CPR 
and use an automated external defibrillator (AED). Festi-
vals and other events also present training opportunities. At 
Drop the Guns and RUN!, a 5K held in a Chicago neighbor-
hood riddled with gun violence, ILHR provided hands-only 
CPR education to over 500 attendees before the race.

2 By identifying cardiac arrest “hot spots” using geo-
graphic information systems (GIS) or anecdotal infor-

mation, interventions can be targeted to neighborhoods 
with low rates of bystander CPR. Neighborhood report 
cards displaying those rates can help mobilize community 
leaders. One neighborhood in Chicago responded by add-
ing CPR education to driver’s education classes. 

3 Leaders of faith-based organizations can stress the 
importance of CPR from the pulpit; encourage CPR 

training after services; use a train-the-trainer model and 
create a system to lend equipment. Toolkits can be tailored 

to the audience (e.g., use gospel music with a rhythm of 
100 beats per minute for practicing CPR).

4 Illinois requires CPR and AED training in schools, but 
many can’t afford equipment. ILHR purchased training 

equipment and worked with the Illinois State Board of Edu-
cation to identify ways to distribute it. Illinois school systems 
are based on a hub-and-spoke model with Regional Offices 
of Education (ROE) supporting several districts. Instead of 
giving toolkits to each school, ILHR provided them to each 
ROE for schools to borrow.

5 American Medical Response (AMR) sets aside one day 
each year for a national CPR challenge. AMR agencies 

and community partners collaborate to see how many people 
can be trained in compression-only CPR. The numbers have 
been impressive, with 67,047 trained nationwide in 2015. 
AMR credits its success to its efforts to take the training to the 
people, by providing CPR training on the beach or in a grocery 
store rather than having individuals come to a training site.

Conclusion
With some initiative, opportunities to train members of your 
community to recognize cardiac arrest and provide CPR 
are abundant. Bystander CPR and OHCA survival rates can 
improve if we engage community leaders, promote oppor-
tunities to train captive audiences, train people of all ages 
and encourage those we’re training to teach their friends 
and families. ✚

Teri Campbell, RN, BSN, is a flight nurse for the Univer-
sity of Chicago. She serves as program director for Illinois 
Heart Rescue.

Marina Del Rios, MD, MS, is an assistant professor of 
emergency medicine, assistant director of emergency ultra-
sound and health disparities research coordinator at the 
University of Illinois at Chicago. She serves as community 
sphere physician leader of Illinois Heart Rescue.

Lynn J. White, MS, CCRP, is the national director of 
resuscitation and accountable care at AMR. She serves on 
the National EMS Advisory Council, the CARES advisory com-
mittee and the NEMSIS advisory committee as well as the 
National Association of EMS Physicians’ Board of Directors.
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Sporting events provide a captive audience for 
introducing the public to CPR.

Taking It to the Streets
Five creative & innovative ways to bring hands-only CPR education to the community
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Teaming Up
to Save Lives

Collaboration between EMS & hospitals strengthens  
relationships & improves care in North Carolina

By Carolina Malta Hansen, MD; James G. Jollis, MD; Christopher B. Granger, MD;  
Lisa Monk, MSN, RN, CPHQ & Clark Tyson, MS, NREMT-P

I n North Carolina, the Regional Approach 
to Cardiovascular Emergencies (RACE) 
system was used to develop collabora-

tion between first responders, EMS and emer-
gency and cardiology departments. Initially, 
the RACE project was established in 2003 to 
treat acute ST-segment elevation myocardial 
infarction (STEMI), but in 2010, with the help 
of the HeartRescue Project, it was expanded to 
improve regional care for out-of-hospital car-
diac arrest patients. 

System Design & Improvement Efforts 
The RACE project began by developing coor-
dinated and prespecified plans for the diagno-
sis and rapid reperfusion of STEMI patients, 
starting with 10 hospitals in a single region and 
eventually encompassing 119 hospitals and 540 
EMS agencies across the entire state.

The major tenet of this system is to “move care 
forward,” training and empowering field para-
medics to diagnose STEMI and activate cardiac 
catheterization teams from the scene. This coor-
dinated effort was strengthened by the creation 
of common protocols supported by all institu-
tions, and fostering ongoing feedback to partic-
ipating paramedics and EMS training directors. 
Leadership support was established from the 
North Carolina Chapter of the American Col-
lege of Cardiology, the four North Carolina 
medical schools, and local physician, hospital, 
and EMS medical and training directors. The 

core leadership team conferred on weekly calls 
and regional calls occurred as needed; quarterly 
regional and statewide in-person meetings con-
tinue today. 

The entire system was built and adminis-
tered by dedicated regional emergency cardiac 
care coordinators established by a state opera-
tions manual. Perhaps as important as estab-
lishing leadership was embedding a central data 
repository for each RACE project. RACE initially 
utilized the National Registry for Myocardial 
Infarction. When emergency responders joined 
RACE, the Acute Coronary Treatment and Inter-
vention Outcomes Network Registry—Get With 
The Guidelines (ACTION Registry-GWTG) was 
instituted as the main data collection instrument 
and central data repository. It requires all partici-
pating primary percutaneous coronary interven-
tion hospitals to participate and contribute to 
statewide reports.

Using Data to Encourage Communication
The data collected was used to monitor and 
report treatment rates and times to all staff 
involved in patient care—EMS agencies, ED 
staff and emergency medicine physicians, car-
diologists, catheterization laboratory staff, 
cardiology unit staff, and hospital system coor-
dinators. Individual system performance was 
benchmarked to state results, so each hospi-
tal could see how its metrics compared to the 
other hospitals around the state. If one hospital 
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Further, since each hospital provided feed-
back to everyone involved in caring for its 
patients, relationships were established locally 
between EMS systems and hospital staff, based 
on these feedback loops. The RACE regional 
and state coordinators were the change agents 
who had the pivotal role of coordinating the 
regional plan as well as providing feedback on 
performance to all staff involved. As a result 
of the statewide implementation of the pro-
gram, rapid diagnosis and treatment of STEMI 
became an embedded standard of care that’s 
independent of healthcare organization or geo-
graphic location.1 Through this work, the RACE 
system established strong relationships and 
collaboration with EMS, ED staff, emergency 
medicine physicians, cardiologists, hospital sys-
tem coordinators and physician leaders from 
multiple institutions across the state. Due to 
the success of the RACE system, the American 
Heart Association Mission: Lifeline program 
adopted many of its features.2,3 Furthermore, 
the RACE system was scaled nationally through 
the STEMI Accelerator projects, and extended 
to coordinate cardiac arrest.

had long ED times compared to others in the 
state, its staff would confer with others who 
were having more success to find out how its 
protocols and practices differed; the depart-
ment could then initiate changes and observe 
the improvements.

Along with feedback from the RACE leader-
ship team, including the overall performance 
metrics, each hospital had a RACE coordina-
tor who provided feedback regarding its own 
patients to all members of the team who had 
been involved in their care. This continuous 
feedback to the entire system of care became the 
main instrument to illustrate how all links of 
patient care were equally important to achieve 
the goal: to improve patient care and outcomes.

The key change was to provide feedback that 
both illustrated their own efforts (e.g., time 
on scene for EMS agencies) as well as the over-
all results (e.g., patient outcomes). This model 
not only allowed all staff involved to see how 
improving their own efforts contributed to 
improving patient care, but also how important 
each person’s performance was to the perfor-
mance of the entire team.
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Lessons Learned
To give victims of out-of-hospital cardiac arrest 
the best chance of a positive outcome, every 
member of the team needs to be aware of and 
engaged in coordinated plans to provide the 
most successful resuscitation efforts. As most 
victims of cardiac arrest die before hospi-
tal admission, intense focus on the prehospi-
tal response provides the greatest opportunity 
for improving outcomes. Ongoing feedback of 
benchmarked data centered on lifesaving pro-
cesses for each point of care identifies oppor-
tunities to strengthen the system of care and 
significantly improve survival rates. These 
efforts are most successful when led by pas-
sionate local and regional leaders that span all 
institutions and agencies, and maintained by 
dedicated emergency care coordinators who are 
experts in data measurement, collaboration and 
systems improvement. ✚

Carolina Malta Hansen, MD, is a Duke Clinical 
Research Institute fellow with expertise in cardiology. 
She received a 2014 American Heart Association Young 
Investigator Award for her research on improved rates 
of bystander CPR and first responder defibrillation in 
North Carolina. 

James G. Jollis, MD, is a practicing cardiologist 
who has focused on regional emergency cardiac care 
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Carolina’s 119-hospital Regional Approach to Cardio-
vascular Emergencies (RACE) system, the first state-
wide system of cardiac care in the United States. 

Christopher Granger, MD, is a professor of medi-
cine in the Division of Cardiology at Duke University 
and director of the Cardiac Care Unit for the Duke Uni-
versity Medical Center. He’s a fellow of the American 
College of Cardiology, the American Heart Association 
and the European Society of Cardiology. 

Lisa Monk, MSN, RN, CPHQ, is a nurse with a focus 
in education and is a certified professional in healthcare 
quality. She’s currently the director of the North Carolina 
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HeartRescue Joins the RACE
In 2010, only three out of 100 counties in 
North Carolina were reporting data to the 
Cardiac Arrest Registry to Enhance Survival 
(CARES), and no mechanism existed to eval-
uate system performance, report patient out-
comes or provide feedback across all links in 
the chain of patient care. For EMS, this meant 
the staff involved in prehospital resuscitation 
attempts would rarely know if the patient sur-
vived or what could have been done to improve 
patient care in general. As it had been with myo-
cardial infarction patients, there was a general 
lack of “team spirit” across different groups of 
care—dispatch, first responders, paramedics, 
EDs and cardiology services. The communi-
cation and feedback loop thus needed to start 
by establishing data collection involving every 
link in the chain of survival.

Building on the RACE system, the next step 
was to take advantage of previously established 
relationships with hospital system coordina-
tors, physician leaders and EMS, and to bring 
911 telecommunicators and first responders 
into the fold. The feedback loop reporting rates 
of process metrics as well as overall patient out-
comes to all staff involved in patient care was 
once again pivotal for establishing relationships 
between multiple layers of prehospital and hos-
pital personnel. This was particularly important 
since many in-hospital staff never considered 
themselves part of the EMS system and EMS 
rarely received any feedback on patient out-
comes. The state coordinator continues to be 
our champion for coordinating the regional 
plan, education, and feedback on performance.

Today, 73 counties in the state provide EMS, 
hospital and outcome data on cardiac arrest 
care as part of RACE. Recognizing the impor-
tance of each piece of the patient care con-
tinuum, as well as continuously working to 
empower each of them and bring them together 
to collaborate on improvement efforts and cel-
ebrate successes are the keys to improving sur-
vival from cardiac arrest.

Although bringing everyone together and 
building these relationships presented some 
challenges, the investment of time and effort 
was well worth it. These collaborations between 
hospitals, EMS, first responders and others ini-
tially benefited STEMI patients, but once those 
relationships were built, they provided the 
foundation for other improvement efforts, such 
as the statewide cardiac arrest program. And it 
won’t stop there—the North Carolina team is 
now pursuing funding to use a similar model to 
develop a statewide stroke system of care.



DECEMBER2015
A Supplement to JEMS

19

By Kim Harkins, BS, NREMT-B & 
Cathryn St. Amand, BLS, NREMT-P

G ene Johnson knows the importance 
of the chain of survival. When he col-
lapsed in front of his New Brighton, 

Minn., home on Sept. 11, 2002, his wife called 
911; within a few minutes, police arrived and 
started CPR and attached an automated exter-
nal defibrillator (AED). After two shocks, Gene 
regained a pulse and was taken to the hospital, 
where he had quadruple bypass surgery. After 
that event, Gene—a retired schoolteacher—
became a vocal advocate for sudden cardiac 
arrest (SCA) awareness. With some neighbors, 
he organized a “Have a Heart Walk” to raise 
money to purchase AEDs for his community.

Gene is still working to spread the word 
about the importance of having AEDs readily 
available. “I was born again to be Mr. Defibril-
lator, I guess,” he said. Gene also helped found 
the Minnesota SCA Survivors group, which 

provides support to survivors and also advo-
cates for awareness and laws to improve sur-
vival from cardiac arrest.

Survival Stories
We’ve all experienced a moment when we real-
ize that one small link in a chain of events could 
change the course of our lives. That’s how sur-
vivors like Gene feel every day—only for them, 
that small link was the difference between life 
and death. They wear their survival stories like 
badges of honor and relay them to others with 
revelations of what could have been. They rec-
ognize the subtle differences that ensured their 
stories were those of survival, not sadness

Survival from SCA has historically been a 
rare event and often bystanders, first respond-
ers and EMS didn’t know if patients survived, 
and usually assumed they hadn’t. However, 
as we’ve seen improvements in survival rates, 
we’ve recognized the importance of celebrat-
ing these successes and how it impacts 

The Beat 
Goes On

Celebrating & supporting survivors of sudden cardiac arrest  

Cardiac arrest survivors in Minnesota 
gather around a re-birthday cake to 
celebrate their second chance at life. 

PHOTO COURTESY ALLINA HEALTH/ 
MINNESOTA SCA SURVIVORS NETWORK
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In Spokane, Wash., we recently celebrated the 
actions of a bystander who performed CPR 
at a public event. At the celebration we were 
able to facilitate a reunion and hear the event 
from the viewpoint of the bystander, and we 
also learned that the public facility where the 
cardiac arrest took place didn’t have an AED. 
Consequently, this resulted in efforts to get an 
AED and CPR training at the facility.

Survivor celebrations can be implemented 
in a variety of ways. Smaller recognition events 
can be just as valuable as larger venues with 
several survivors. In Minnesota, the Allina 
Health Heart Safe Communities program 
hosts an annual survivor dinner. This event 
includes survivors from the Allina Health 
system as well as the Minnesota SCA Survi-
vors Network, rescuers, physicians and advo-
cates. The dinner recognizes recent SCA saves 
but also serves as an overall celebration of life. 
The evening concludes with a “re-birthday” 
cake and the singing of “Happy Re-Birthday” 
to honor survivors’ second chance at life. The 
event also leads to open discussion among sur-
vivors, who are able to voluntarily share their 
contact information with the survivor net-
work and other advocacy groups. The dinner 
in 2014 included more than 45 survivors and 
their families.

“I wanted to tell you how much I enjoyed 
the survivor’s party! It’s nice to know there are 
people like me out there,” one cardiac arrest 
survivor said after attending his first celebra-
tion. “It actually raised as many questions as it 
answered. I’m shocked at how much I should 
have been told (or given a sheet of FAQs) when 
I checked out [of the hospital].”

Survivors Helping Survivors
The impact of surviving a cardiac arrest has 
been found to have significant neuropsy-
chological changes. Most survivors receive 
very little mental status testing prior to return-
ing home, as a large part of the discharge 
instructions deal with the major changes to 
lifestyle, medications and procedure follow-
up and care.

Studies have shown that about half of car-
diac arrest survivors have some type of adjust-
ment or panic disorder, or suffer from major 
depression.1 Very little work has been done 
on understanding their long-term health, but 
with increasing numbers of survivors with 
good cerebral performance, resources need to 
be directed toward providing them with the 
support they need.

community awareness and quality of care at 
all levels of response. 

Partners in the HeartRescue Project have 
stepped up their efforts to reach out to car-
diac arrest survivors and their families through 
survivor celebrations, ongoing survivor sup-
port and advocacy to raise awareness of cardiac 
arrest in the community.

Celebrating Second Chances
Connecting survivors with their rescuers 
through celebrations to recognize this life-
changing event has a significant impact on 
everyone involved. For the healthcare provid-
ers who helped save the survivor, seeing that 
person alive and well makes the successful 
resuscitation more than just a statistic. They 
see the actual outcome of their hard work in a 
very touching and personal way.

Meeting a patient after a life-or-death event 
is invigorating, motivating and gratifying. It’s 
not simply a chance to celebrate the occasion, 
but a part of the quality improvement process 
that reinforces the importance of high-quality, 
team-oriented patient care. Sometimes, meet-
ing survivors also inspires EMS providers to 
update local protocols to match the latest evi-
dence, teach bystanders how to perform CPR 
or institute new training programs.

For survivors and their families, a celebra-
tion gives them a chance to meet and thank the 
EMS and hospital personnel involved in their 
care. Cardiac arrest survivors often remember 
nothing about the incident—and they certainly 
don’t recall the events that took place while 
they were unconscious. Meeting the rescuers 
often fills in the gaps so they can have a clearer 
picture of what happened.

These survivor events can also afford survi-
vors the opportunity to meet other survivors 
and to share stories and common experiences. 
Knowing they’re not alone can be very impor-
tant to survivors and their families. Many feel 
isolated and struggle to deal with their “new 
reality” following a cardiac arrest. Connecting 
survivors with each other can be the beginning 
of a very important support network.

Celebrating cardiac arrest survivors also 
raises awareness in the community about the 
importance of the cardiac arrest response 
continuum—from telecommunicator CPR, 
public defibrillator programs and emergency 
services to hospital care and cardiac rehabilita-
tion. These celebrations can highlight a com-
munity’s success and maybe shed light on 
areas where improvements can still be made. 
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In Minnesota, survivors stand out in bright 
orange shirts they wear whenever they’re teach-
ing, attending events or advocating for cardiac 
arrest awareness. The senators and representa-
tives at the Minnesota Capitol refer to them as 
the “orange shirt guys.” These survivors and 
advocates have been key to the successful enact-
ment of laws requiring AEDs in Minnesota 
State Patrol vehicles, CPR education in schools 
and registration of AEDs to ensure they’re 
maintained and their locations recorded. An 
active network of vocal survivors and their fam-
ilies helped make cardiac care a priority for 
Minnesota legislators.

SCA is a life-changing event, one that impacts 
the individual and their family, EMS respond-
ers and other healthcare providers, and the 
community. Connecting survivors to other 
stakeholders—from the general public to the 
EMTs who treated them to other survivors—is 
not only rewarding for everyone involved, but 
is also a valuable asset to efforts to improve sys-
tems of cardiac care.

Cardiac arrest survivors are more than a sta-
tistic. They’re truly miracles, and their stories, 
community involvement and advocacy validate 
and support the work being done by the Heart-
Rescue Project across the country and around 
the world to improve outcomes from SCA. ✚

Kim Harkins, BS, NREMT-B, is the program man-
ager for the HeartRescue Project in Minnesota through 
the Resuscitation Consortium at the University of Min-
nesota. She’s worked in emergency medical response 
and education for 20 years and cardiovascular out-
reach programs for the past nine years. For more than 
10 years, she both volunteered and partnered with 
the Minnesota Sudden Cardiac Arrest Survivors Net-
work to help develop outreach, survivor celebrations 
and annual Survivor Summit conferences. She can be 
reached at kimh07@umn.edu.

Cathryn St. Amand, BLS, NREMT-P, is the clinical 
and education specialist for American Medical Response 
in Spokane, Wash., where she’s been a paramedic for 18 
years. In the last four years, she’s worked with cardiac 
arrest survivors and their families through yearly survivor 
celebrations and monthly support meetings. She can be 
reached at cathryn.st.amand@amr.net.
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The Minnesota SCA Survivors Network con-
nects recent survivors with mentors, and the 
network holds meetings every other month to 
discuss activities and connect with new survi-
vors. Mentors reach out to newer survivors to 
discuss concerns, answer questions and help 
them engage in activities that will provide them 
with connections and support. This type of 
mentorship program has been extremely suc-
cessful and has encouraged a strong speakers 
group that’s willing to visit schools, businesses 
and EMS training sessions to tell their stories 
and discuss the importance of CPR and AEDs. 
Nothing matches the impact that a survivor 
makes after telling a group of young people 
about “being dead” and how critical CPR was to 
her survival.

Another way to engage SCA survivors is to 
form a support group. Many survivors strug-
gle with feelings of isolation, guilt, anxiety and 
depression. A survivor support group can be a 
safe place to express and validate these feelings 
and to learn there are others going through 
the same thing. There is strength and comfort 
in numbers.

“I feel sorry for those survivors … who can’t 
find the time to attend these meetings or don’t 
think they’re necessary,” one member of a sur-
vivor support group said. “What a wonderful 
place to find one isn’t alone on their own ‘spe-
cial’ journey.”

Support groups aren’t just for survivors, but 
also for their families. Family members often 
struggle with some of the same questions and 
anxieties following SCA.

“When we meet with our group we feel free 
to discuss any issue we have,” said the wife of 
a survivor. “Before meeting with our group I 
didn’t know what Bob was going through was 
part of his heart event. Now I’m able to deal 
with it. Bob feels he can express himself freely 
with this group and they understand.” 

Advocating from the Heart
Survivors from SCA are strong advocates in 
supporting and creating change at both a local 
and state level. When a survivor addresses the 
importance of CPR and AEDs, local officials 
and stakeholders become more engaged. Mem-
bers of the Minnesota SCA Survivors Network 
have been the catalyst in driving “Heart Safe 
Community” designations in their own com-
munities. After a Heart Safe Community has 
earned enough points (or “heartbeats”) for 
SCA preparedness, the community is recog-
nized at the state level.
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A lthough there’s no single method for 
implementing best practices for treat-
ing out-of-hospital cardiac arrest 

(OHCA), the HeartRescue Project has shown 
that there are some fundamental pieces every 
EMS system—small or large, fire- or hospital-
based, private or public—can employ. To make 
those changes and improve OHCA survival, 
each system needs a champion: an individual or 
group of people who decides the status quo is 
no longer acceptable.

Sometimes that champion is a local EMS 
medical director. At least as frequently, though, 
it has been the agency managers or EMS pro-
viders who carry the message and push for 
change. EMS medical directors establish pro-
tocols, but EMS providers carry out the work. 
The agency champion may also be the progres-
sive battalion chief who has the chief ’s ear or 
the EMT who’s ready to make a difference.

The HeartRescue Project’s partners have 
learned much about improvement from their 
shared experiences at all levels of the system. As 
with any practice of medicine, every EMS sys-
tem faces different logistical, political, clinical 
and operational challenges. How a particular 
disease is approached within each community 
may vary greatly, but each system must strive 
to embrace the applicable evidence and best 
practices to maximize the potential for positive 
outcomes. Although systems differ, the Heart-
Rescue Project believes that some truths about 
cardiac arrest survival are universal and no EMS 
system can afford to ignore them:

The basic principles of resuscitation are 
understood, but not always put into prac-
tice. There’s an art to practicing the science of 
resuscitation. For example, we know that chest 
compressions shouldn’t be interrupted and 

that pauses longer than 10 seconds are associ-
ated with poor outcomes.1 If we measure the 
pauses using CPR analytic tools, we can iden-
tify when they occur and develop strategies for 
reducing them. Such strategies include charg-
ing the defibrillator during compressions in the 
10 seconds prior to defibrillation, which, with 
practice, can reduce that pause in compressions 
to three seconds.

The number of possible evidence-based 
improvements is large in any given system. 
Using the data to identify areas for improve-
ment and then selecting one on which to focus 
is the secret to success.

Providing EMS systems with very specific 
options for improvement will enhance suc-
cess. For EMS, it’s important that the founda-
tion of resuscitation care is based on the best 
available evidence. This means putting aside 
traditional practices not supported by evidence 
and changing the focus to ensure evidence-
based care is performed consistently.

Using a driver diagram is a great way to trans-
late a high-level improvement goal into a logical 
set of specific, measurable goals and projects. 
(See Figure 1, p. 23.) The diagram is a way of 
visualizing the primary factors that influence 
an outcome or goal, as well as the factors that 
influence the primary drivers. Breaking down 
the goal and the processes to achieve it creates 
a framework for improving and measuring and 
improving again.

Nothing measured, nothing gained. A criti-
cally important caveat is that the measurement 
must be pertinent, consistent and accurate. The 
HeartRescue Project has enthusiastically sup-
ported and embraced the use of the Cardiac 
Arrest Registry to Enhance Survival (CARES). 
Analyzing system data identifies areas for 

Working Together  
to Improve Survival

Lessons learned from five years  
of the HeartRescue Project

By Lynn J. White, MS, CCRP; Ed Racht, MD; Paul S. Rostykus, MD, MPH;  
Geneva Whitmore, BA, EMT-B & Michael Levy, MD
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Figure 1: Driver diagram for increasing OHCA survival outcomes
FIGURE COURTESY AMERICAN MEDICAL RESPONSE

Outcome
Increase survival
in out-of-hospital

cardiac arrest (OHCA)

Provide rapid,
reliable OHCA care

and transport

Support survivors
post-discharge

Develop  
infrastructure  

to support 
OHCA care

Provide reliable
hospital care and
post-resuscitation

management

Primary drivers Secondary drivers

•  Community awareness activities
•  Bystander CPR training
•  Public access defibrillation
•  Establish medical first responder care
•  Establish OHCA data collection 

•  Early recognition of arrest
•  Improving recognition of OHCA and initiation  

of telephone CPR by 911 call-takers
•  Develop team/role-based resuscitation
•  High-quality CPR with minimal interruptions
•  Rapid provision of defibrillation
•  Quantitative waveform capnography  

for intubated patients
•  Rapid provision of advanced therapy
•  Transport/transfer to appropriate hospital or critical 

care unit with comprehensive post-cardiac arrest 
treatment system of care

•  Develop comprehensive post-cardiac arrest  
treatment system of care

•  Optimize cardiopulmonary function and vital organ 
perfusion after return of spontaneous circulation

•  Identify and treat advanced acute coronary  
syndrome and other reversible causes

•  Control temperature to optimize 
neurological recovery

•  Anticipate, treat and prevent multi-organ  
dysfunction, including avoiding excessive  
ventilation and hyperoxia

•  At discharge refer survivors and their families  
to resources for physical rehab to cope  
with brain injury

•  Provide honest and specific answers to questions
•  Provide patient with diagnosis-specific resources 

about condition
•  Share knowledge about what to expect and  

how to react when symptoms are experienced  
post-discharge

•  Provide implantable cardioverter defibrillator 
coaching and coping skills
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arrest care in the community. Building and 
maintaining meaningful relationships with key 
collaborators is the underlying secret to suc-
cess when working to improve outcomes from 
sudden cardiac arrest. In this case, what EMS 
does alone is simply not enough; it truly takes 
a village—a coordinated chain of care in a com-
munity—to make meaningful improvements.

But it’s about even more than that. There 
are very few people who have an opportunity 
to truly save a life. When it happens, the trum-
pets should sound far and wide. It’s the epitome 
of combining sound science, a team approach 
and an integrated system of care. Our patients 
and their families will never, ever forget. Neither 
should we. ✚

Lynn J. White, MS, CCRP, is the national director of 
clinical practice at American Medical Response (AMR). 
She serves on the National EMS Advisory Council, the 
CARES advisory committee and the NEMSIS advisory 
committee as well as the National Association of EMS 
Physicians’ Board of Directors.

Ed Racht, MD, is chief medical officer for AMR and 
the associate chief medical officer for Evolution Health. 
He’s been an EMS physician for 25 years and served 
as medical director in private, fire-based, third-service, 
public utility and volunteer EMS systems.

Paul S. Rostykus, MD, MPH, is an EMS subspe-
cialty certified physician who’s been an EMS medical 
director in Southern Oregon for 25 years and is an affili-
ate assistant professor in the Department of Emergency 
Medicine at Oregon Health and Science University.

Geneva Whitmore, BA, EMT-B, is the commu-
nity project coordinator for AMR HeartRescue.  She has 
worked in EMS for six years both as an EMT and in 
administration. She is currently completing a masters 
in public health. 

Michael Levy, MD, is the medical director for 
Anchorage (Alaska) Fire Department. He’s a practicing 
emergency physician and is subspecialty board certified 
in EMS medicine. He’s an affiliate associate professor at 
the University of Alaska Anchorage College of Health. 
He serves as the Alaska coordinator for the Northwest 
HeartRescue Project.
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improvement and illustrates areas of success 
that convey a critical sense of accomplishment 
to the entire community. Areas of focus can 
include: bystander CPR rates, field resuscitation 
initiation and termination decisions, survival 
rates for EMS-witnessed cardiac arrest, chest 
compression fraction, and destination deter-
mination. The value of measuring performance 
isn’t only in the identification of the specific 
metrics, but also in establishing a culture of 
measurement and improvement that can adapt 
and expand to other aspects of the EMS system.  

Resuscitation is a team sport. Coordination 
between all members of the team, especially 
when different agencies are involved in patient 
care, is critical and doesn’t happen by chance. 
Training to provide resuscitation care as a team 
helps to solidify expectations and allows for a 
much more integrated and consistent effort. 
Many communities have implemented very suc-
cessful high-performance approaches to bet-
ter choreograph resuscitation efforts between 
members of a diverse team.

Transparency is critically important—
whether the results are good or not. In a cul-
ture where measurement and data sharing aren’t 
ingrained, transparency is essential to improve-
ment efforts. In the 2005 USA Today series “Six 
Minutes to Live or Die,” Robert Davis exposed 
that many major U.S. cities didn’t even know 
their cardiac arrest survival rates.2 Among those 
that did, the rate varied widely. This was a much 
needed catalyst for a groundswell of measure-
ment and improvement that continues today. 

There’s a historical reluctance to publish less-
than-stellar outcome data, particularly in EMS 
systems. Although the reasons are many, there’s 
a powerful movement within all of organized 
medicine to be accountable and transparent 
with data—be it good, bad or ugly. Acknowledg-
ing poor performance and being upfront about 
efforts to improve often lead to more positive 
results than attempting to hide those deficien-
cies. Making survival rates public information 
can be a call to action for the community and 
can improve public awareness of the problem. If 
survival rates are low, there are plenty of oppor-
tunities for improvement.

Sharing and celebrating achievements will 
lead to even more success. Ensuring that the 
victories are recognized in each community is 
important. Communities that host local survi-
vor celebrations that include all players in the 
resuscitation find these events to be immensely 
powerful. They bring together all the stakehold-
ers who make it possible to improve cardiac 
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The HeartRescue Project’s partners will continue to 
advocate measurement and improvement on a state-
wide basis. Resources will be used strategically to assist 
with building statewide models to improve care for 
resuscitation. Several states, including Utah, Michigan, 
Hawaii and Maryland, have already taken steps toward 
a statewide registry, creating an infrastructure to move 
forward with the measure-and-improve strategy. The 
leadership and determination in those states serves as 
a model for others.

There’s increasing appreciation from local, regional 
and national leaders that efforts to measure and 
improve resuscitation serve as an important benchmark 
for a community’s emergency system. A recent compre-
hensive report from the Institute of Medicine (now the 
National Academy of Medicine), Strategies to Improve 
Cardiac Arrest Survival: A Time to Act, highlighted the 
need to improve public health by improving resuscita-
tion care. The report is groundbreaking, but true life-
saving improvements only happen when local EMS 
leadership commits to measure and improve.

Perhaps instead of trying to predict the future of 
resuscitation, we consider that the future is now. The 
HeartRescue Project has adopted this model of quality 
improvement, and many communities have reaped real 
benefit. The experience provides a practical roadmap for 
communities to achieve success.

More than ever, there are opportunities for commu-
nities to make strides in improving their emergency 
response systems. We should all challenge ourselves 
and our EMS organizations to do better. If successful 
on a broad scale, we can save thousands more lives 
each year. ✚

Thomas Rea, MD, MPH, is the medical director for King 
County (Wash.) Medic One and professor of medicine at the 
University of Washington. He’s an investigator participating 
with the Pacific Northwest HeartRescue Project.

By Thomas Rea, MD, MPH

Any attempt to predict the future of out-of-hospital car-
diac arrest resuscitation is fraught with misadventure, 
in part because resuscitation is so challenging and the 
solutions often unexpected. In no other health condition 
do life and death hang in such a time-pressured bal-
ance, where success relies on a diverse set of rescuers 
who must immediately work together—often without 
knowing each other’s names or even having met prior 
to the event.

Moreover, just when we think we have the solution, 
we discover another puzzle. The advent of the auto-
mated external defibrillator (AED) was thought to be 
the holy grail that would jumpstart survival rates. Yet 
in Seattle and King County, Wash., we observed only a 
modest bump. Decades later, we now appreciate that 
the AED distracted the first responder—defibrillation 
may have occurred sooner but CPR suffered. Best prac-
tices now emphasize the synergy of defibrillation and 
CPR to achieve the greatest chance of survival.

Despite the challenges, there’s real reason for opti-
mism looking forward. We don’t need to wait for a 
magic drug discovery, a new CPR device or new guide-
lines—we know fundamentally what works now. The 
potential to transform resuscitation can be achieved by 
implementing current best practices across emergency 
systems. And the key to success lies squarely with pre-
hospital professionals.

Several communities have now provided a roadmap 
for success. For the past several years, communities 
involved in the HeartRescue Project have made prog-
ress, often through straightforward strategies that con-
sider measurement, implementation and expectations.

The need to measure is fundamental. Importantly, 
communities making up about a quarter of the U.S. pop-
ulation now participate in the Cardiac Arrest Registry to 
Enhance Survival (CARES). 

Improvement also requires effective program imple-
mentation and training. The HeartRescue Project sup-
ports the Resuscitation Academy as a way to inform and 
motivate EMS leaders.

Empowered with objective information and a thought-
ful plan for improvement, communities are making real 
progress—and the result is a change in expectations. Of 
course not every patient will survive, but there’s a shift 
in attitude that treats each cardiac arrest as an opportu-
nity for success as opposed to one destined for failure.

The Future Is Now
A roadmap already exists for communities looking to improve resuscitation

We don’t need to wait for a magic 
drug discovery, a new CPR device  

or new guidelines—we know 
fundamentally what works now.
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A Survivor’s Story

A t around 7:30 p.m. on Friday, Oct. 4, 
2013, Jose Garcia sat in a recliner in 
the living room of his Goodyear, Ariz., 

home. He was editing video he had filmed at a 
high school football game that afternoon for 
his job with the Arizona Interscholastic Asso-
ciation. Jose’s wife, mother-in-law and another 
family member were talking in the kitchen. 
His two children, ages 1 and 5, were playing in 
another room. He was 40 years old.

“I don’t remember anything other than being 
on the recliner working on the video project,” 
Jose says.

“He called out my name and … it was just a 
different tone,” recalls Gina, Jose’s wife. “Like 
a scary, eerie tone. I went over to him and he 
started losing color to his face. I could tell he 
wasn’t breathing. I called out to my sister-in-law 
and said ‘Grab the phone and call 911.’”

Jose’s Angels
Gina, a police detective, had attended many 
CPR training sessions, both through work and 
at classes taught by her brother, a firefighter 
with the Goodyear Fire Department (GFD). But 
she’d never performed CPR on a real person.

“It was pretty hard because it was my hus-
band. I know how to do CPR, but it didn’t click 
in yet, I was just busy trying to see what was 
going on with him,” Gina recalls. “I got on the 
phone and I explained to them that my hus-
band’s not responding. He was losing color and 
turning purple.”

Andrew Mendenhall, the 911 telecommuni-
cator, helped Gina focus and told her he would 
guide her through the steps of CPR.

“He started telling me and then it started 
clicking,” Gina says. “He really kept me calm. I 
know that I have the training … but what he did 
was very important.”

With Andrew’s help, Gina started pushing 
hard and fast on Jose’s chest. When firefight-
ers arrived—a crew that knew Gina and Jose 
and had visited their home on more festive 

occasions—Gina felt relieved. And overwhelmed.
“I broke down and started crying.”
Another engine company and a Southwest 

Ambulance unit arrived, and the crews worked 
together to revive Jose. After the third shock, 
Jose had a pulse but remained unconscious.

“Those guys are my angels,” Jose says of the 
responders, Mendenhall, and his wife. He keeps 
the names of the personnel from Engine 183, 
Engine 185 and Southwest Ambulance 181 in 
his wallet.

Life as a Survivor
Jose was kept in a coma in the hospital while 
his body was cooled. He woke up a few days 
later. That’s when his recovery began—rehab, 
an implanted defibrillator and testing. Several 
months later, doctors diagnosed Jose with Bru-
gada syndrome, a genetic heart disorder that’s 
associated with sudden cardiac arrest. Coping 
with the physical effects of his arrest wasn’t the 
hardest part of his recovery, Jose says. 

“It was more difficult psychologically. There 
were some anxieties, some panic attacks,” says 
Jose. He remembers being constantly worried 
he might pass out, or worse. “It was like musical 
chairs … I would think, ‘Where’s the sofa, where’s 
the chair?’ just in case something happens.”

Jose and Gina met Mendenhall and the other 
responders who saved him at a ceremony when 
Goodyear city officials presented his wife with a 
lifesaver award.

“I knew she was a great woman when I met 
her,” Jose says of Gina. “And not only is she a 
great woman but she’s an angel as well. The 
same goes for the guys who saved my life as well 
as the dispatcher. I was just happy to see them 
together to thank them, because I wouldn’t be 
here without them.” ✚

—Michael S. Gerber, MPH, NRP

The efforts of the HeartRescue Project partners 
have saved the lives of thousands of cardiac  
arrest victims. Jose Garcia is one of those survivors.

Cardiac arrest survivor Jose Garcia with his two 
children, mother-in-law and wife, Gina, who 
performed CPR on her husband with the help of a 
911 call-taker until first responders arrived. 
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Every year, 40,000 people survive sudden cardiac arrest (SCA) in the U.S., and the number of survivors 
is growing thanks to community, state and national efforts to improve SCA survival rates. 

You play an important role in SCA survival before and after the save. By teaching CPR, working with 
your local survivor support groups, raising awareness and sharing this new resource with survivors, 
hospitals and healthcare providers in your community you help save lives.

Make a difference. It’s easy. Just go to LifeAfterSCA.org to download flyers, brochures, educational 
materials and other useful resources.

Before and After the Save - You play  
an Important Role 

Learn more at LifeAfterSCA.org.
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