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Dispatcher Instruction in CPR 
PICOST

The PICOST (Population, Intervention, Control, Outcomes, Study design and Timeframe)

• Population: Infants and children with presumed cardiac arrest in out-of-hospital settings. 

• Intervention: Patients/cases or EMS systems where dispatch assisted CPR is offered. 

• Comparators: Studies with comparators where either Systems or specific cardiac arrest cases are 
not offered dispatch-assisted CPR are included. 

• Outcomes: Critical outcomes included: Survival with good neurological function (at hospital
discharge, 1 month or 6 months), survival (hospital discharge, 1 month or 1 year survival), short 
term survival (Return of Spontaneous Circulation – ROSC, hospital admission), provision of 
Bystander CPR (BCPR), whilst important outcomes were initial shockable rhythm, time to CPR. 

• Study Designs: Randomized controlled trials (RCTs) and non-randomized studies (non-
randomized controlled trials, interrupted time series, controlled before-and-after studies, cohort
studies) were eligible for inclusion. 

• Timeframe: All years and all languages are included with the last search performed July 1st 2018. 
Ongoing or unpublished studies were identified through a search of www.clinicaltrials.gov online 
registry. 

•



Survival with good neurological
outcome at 1 month
Dispatch-assisted CPR vs no 

bystander CPR 
• We identified very low certainty evidence downgraded for serious

risk of bias and imprecision from 1 study (Goto 2014 e000499). The 
analysis included 4,306 out-of-hospital pediatric cardiac arrests
and showed benefit for patients who received
dispatch-assisted CPR in both the unadjusted and 
adjusted analyses [OR 1.49 (1.05-2.11); RR 1.47 (1.05-
2.07); p=0.03, 12 more per 1,000 (CI 95%: 1 survivor
with good neurologic outcome to 26 more)) and OR 
1.81 (1.23-2.67); p=0.003), respectively]. 



Survival with good neurological
outcome at 1 month
Dispatch-assisted CPR vs 
unassisted bystander CPR 

• We identified very low certainty evidence downgraded for serious risk of 
bias from 1 study (Goto 2014 e000499). The unadjusted analysis included
2,722 out-of-hospital pediatric cardiac arrests and patients who received
dispatch-assisted CPR compared with those who received unassisted

bystander CPR had lower survival at 1 month (OR 0.74 [0.58-
0.95]; RR 0.77 [0.62-0.95]; p=0.02), 34 fewer
survivors at one month per 1,000 (from 6 fewer
survivors to 57 fewer survivors)). 



Treatment recommendations

• We recommend emergency medical dispatch centers
offer dispatch-assisted CPR instructions for presumed
pediatric cardiac arrest (strong recommendation, very low
certainty evidence).

• We recommend emergency dispatchers provide CPR 
instructions for pediatric cardiac arrest when no 
bystander CPR is in progress (strong recommendation, low
certainty evidence).

• We cannot make a recommendation for or against
emergency dispatchers to provide CPR instructions for 
pediatric cardiac arrest when bystander CPR is already
initiated (no recommendation, very low certainty evidence).



Justification and Evidence to 
Decision Highlights

• Did not address the content of CPR instructions offered
or provided by the dispatcher,

• i.e. conventional CPR vs compressions-only CPR. 
• We recognize that CPR with ventilations is better for 

children in cardiac arrest, but we do not know how 
achievable or effective it is for a dispatcher to train a 
bystander on how to provide ventilations in pediatric
cardiac arrest. 

• This variable continues to be relevant in pediatrics and 
we advocate for future studies to consider this variable 
as a key predictor of interest. 



Conclusions
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