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Background 
 

§ New Tiered Dispatch System (TDS) Created by 
LAFD and implemented Dec 2014 
§ Focus on time-critical incidents 
§ Particular emphasis on recognition of cardiac 
arrest/agonal breathing and early provision of DA-
CPR 

 



How did we get here… 
The roadmap to the LAFD TDS 

§ LAFD used a commercial OTS software for 25 
years 
§ Analysis of “best practices” from around the 
nation 
§ Incorporated the best attributes of these systems 
and made our own dispatch system 



History of LAFD Emergency Medical Dispatch 
MPDS – 1988-2014                          TDS – Launched December 1, 2014 



What was the need for a new system? 

§ 25 years with the same system, with minimal 
improvements 

§ Inability to modify/customize system 
§ Inability to dispatch quickly on some critical patients 
§ Long call processing times 
§ Lack of identification of cardiac arrest and low percentage 
of bystander CPR 

§ Not aligned with local policies 
§ Poor Customer Service – Long interrogation which leads 
to increased anxiety and stress of caller and call taker 

 



TDS goals 

§ ↓	
  Call Processing Times – Especially for 
Time- Critical Patients 
§ Improve Recognition of Cardiac Arrest 
§ ↓	
  Time to “Hands on the Chest” for CPR 
§ ↓	
  Over	
  triage	
  
§ ↑	
  Survivability Rate from Witnessed 
Cardiac  Arrest 



LAFD TDS Philosophy 
§ NO-NO-GO!!! 

§ IMMEDIATE DISPATCH on highest risk patients 
§ Bad trauma (mechanism of injury) 
§ Suspected arrests 
§ Ineffective breathing/severe respiratory distress 
§ Choking 
§ Active seizures 
 



No-No-GO! 

§ Get hands on the chest! 
§ Look for an opportunity to do CPR on every 
potential cardiac arrest 
§ It is ok to provide EIs for chest compressions for 
an unconscious patient who is in suspected 
arrest and turns out not to be in arrest but… 
§ It is NOT ok to fail to provide or delay the 
provision of PAIs in actual cardiac arrests 
§ No bystander CPR… game over! 



Why is this important? 

Ø Chain of Survival 
Ø Lack of bystander of CPR is predictive of death 
Ø Recognition of Agonal Breathing is vital 
Ø Agonal breathing is highly predictive of a shockable 
rhythm 



How are we doing so far? 

§ ↓ Call Processing Times (16 sec overall, approx 30 sec for 
Immediate Dispatches) 

§ ↑↑ recognition of cardiac arrests 
§ ↑↑  rate of Dispatcher Assisted CPR 



2014  Q1   2015  Q1 

Comparison 

§ 291 OOHCA 911 calls  
§ Avg age: 62.9   
§ Male: 61.4% 
§ Witnessed: 34.4% 

§ 312 OOHCA 911 calls  
§ Avg age: 63.5 
§ Male: 63.1 
§ Witnessed: 32.4% 



2014  Q1 2015  Q1 

Preliminary results 

            Bystander Witnessed 
§ N = 142 
§ CR to dispatch: 1:27 
§ CR-CA Recognition: 2:16 
§ BCPR = 81 (57%) 
§ ROSC = 62 (44%) 
§ Survived = 7 (5%) 

                        
                          Witnessed/Shockable 

§ N=33 
§ BCPR = 18 (55%) 
§ Survived = 5 (15%) 

§ N = 144  
§ CR to dispatch: 1:04 
§ CR-CA Recognition: 1:34 
§ BCPR = 97 (67%) 
§   ROSC = 61(42%) 
§ Survived = 15 (10%) 

§ N = 48 
§ BCPR = 34 (71%) 
§ Survived = 11 (23%) 



Summary 

§ Preliminary data suggests that a focus on rapid 
dispatch, cardiac arrest recognition by dispatchers, 
and getting hands on the chest saves lives! 
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