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Abstract 
 

Background: The majority of cardiac arrests occur outside of the hospital, yet a 

significant portion of the population are not trained to provide bystander 

cardiopulmonary resuscitation (BCPR). BCPR initiated during an out-of-hospital cardiac 

arrest (OHCA) has numerous benefits and increases positive patient outcomes and 

survival rates. There is currently a lack of structured training programs that focus on 

increasing BCPR training rates for OHCA, therefore, the number of individuals trained in 

BCPR remains low within communities despite evidence showing the clear benefits.  

Purpose: The purpose of this evidence-based project was threefold: (a) to increase the 

number of community members within underserved areas in Northeastern Central Florida 

who are trained in BCPR; (b) to increase self-efficacy levels of community members 

trained in BCPR to deliver BCPR; (c) to develop and implement a train-the-trainer 

program for community leaders to maintain increased numbers of BCPR training.  

Theoretical Framework: Bandura’s self-efficacy theory.      

Methods: This evidence-based project utilized a quantitative, descriptive design. The 

Basic Resuscitation Skills Self-Efficacy Scale (BRS-SES) Pre and Post-Training Surveys 

were used to collect data measuring self-efficacy levels before and after community 

participants were trained in BCPR techniques. 

Results:  A total of 55 participants completed the BCPR training and Pre and Post-

Training surveys over the course of an eight-week time period. All six BRS-SES survey 

questions showed statistically significant increases from pre to post using both a paired t-

test (p < 0.001) and Wilcoxon Signed-Rank test (p < 0.01). 
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Conclusions: Using a train-the-trainer program with BCPR training targeted to 

underserved areas, combined with the use of automatic feedback mannequins, is a unique 

way to increase training rates of BCPR and self-efficacy levels of community members to 

perform BCPR during an OHCA.  
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Chapter 1: Nature of the Project and Problem Identification 

For every 30 individuals who go into cardiac arrest, at least one life could be 

saved if bystander cardiopulmonary resuscitation (BCPR) was performed (Thakkar 

Rivera, Kumar, Bhandari, & Kumar, 2016). BCPR involves hands-only compressions 

with no requirement to give mouth-to-mouth breaths (American Heart Association 

[AHA], 2017). This shift from traditional cardiopulmonary resuscitation (CPR) was 

implemented in 2010 in order to give bystanders’ more inclination to perform 

compressions on out-of-hospital cardiac arrest (OHCA) victims (Cheskes, Morrison, 

Beaton, Parsons, & Dainty, 2016). Early implementation of BCPR increases survival 

rates and lowers risks of brain damage post cardiac arrest (Kragholm et al., 2017). BCPR 

performed on OHCA victims while awaiting Emergency Medical Services (EMS) arrival 

has been found to be the most important factor predicting patient survival rate 

(Hasselqvist-Ax et al., 2015). 

Despite evidence that demonstrates the clear benefits of BCPR, only 30% of the 

population is trained in this lifesaving measure (AHA, 2018a). Increasing the number of 

community members who are trained in BCPR, by conducting free training sessions for 

the public to increase knowledge and confidence levels, can result in improved patient 

population health. In addition, implementing a community focused train-the-trainer 

program ensures the skills of BCPR are disseminated into areas and populations that 

otherwise might not be reached. Empowering individuals with the necessary skills to be 

able to instruct others in lifesaving techniques will allow for sustainability of the training 

to continue long-term after project completion.  
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Increasing the number of community members who are prepared to perform 

BCPR strengthens the chain of survival and improves population health. While programs 

geared toward teaching community members BCPR have existed for some time, poor 

response rates to actual cardiac arrest situations have remained steady, which further 

emphasizes the need for improving the number of individuals trained to respond in an 

emergency (Sasson, Haukoos, Eigel, & Magid, 2014). In order to make crucial changes to 

approaches in which BCPR training is currently conducted, innovative strategies such as 

those proposed within this project are necessary to produce increased positive patient and 

community outcomes.  

Problem Statement 

 There is a lack of structured training programs designed to increase BCPR 

training rates for OHCA, therefore, the number of individuals trained remains low within 

communities despite evidence showing clear benefits.  

Purpose Statement 

The purpose of this evidence-based project was threefold: (a) to increase the 

number of community members within underserved areas in Northeastern Central Florida 

who are trained in BCPR; (b) to increase self-efficacy levels of community members 

trained in BCPR to deliver BCPR; (c) to develop and implement a train-the-trainer 

program for community leaders to maintain increased numbers of individuals trained in 

BCPR.     

Project Objectives 

The six objectives of this project were: 



      
        

	 	
	 	

3 

1) Identify community leaders willing to be certified as community instructors and 

commit to providing at least three BCPR classes per year for project sustainability  

2) Develop a free Basic Life Support (BLS) Instructor program designed for 

community leaders 

3) Implement a free train-the-trainer BLS Instructor program for a total of five 

instructor candidates  

4) Implement a collaborative BCPR training event for community members within an 

underserved area of Northeastern Central Florida to increase overall BCPR 

training rates  

5) Evaluate the effectiveness of the train-the-trainer program by measuring each 

individual instructors BCPR trainings using the BCPR Training Instructor 

Tracking Forms 

6) Measure BCPR training participants self-efficacy levels before and after training 

using Basic Resuscitation Skills Self-Efficacy Scale Pre and Post-Training surveys 

 Theoretical Framework 

Bandura’s self-efficacy theory provided a structured framework for this project. 

According to Bandura (1977), self-efficacy is an individual’s belief that their actions are 

capable of making an impact in a given situation. Although not entirely synonymous, 

self-efficacy can be perceived as a similar concept to an individual’s self-esteem or 

confidence level (Eller, Lev, Yuan, & Watkins, 2018). Having the belief that one can 

make a change through their actions is a powerful motivator for learning. The self-

efficacy theory follows the conceptual framework of the social cognitive theory in which 

Bandura (1977) suggests individuals absorb information and learn by observing others. 
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According to Hernández-Padilla, Suthers, Fernández-Sola, and Granero-Molina (2016), 

having a high level of self-efficacy can result in better performances during resuscitation 

attempts, whereas a lower self-efficacy can result in a reluctance to participate in a 

bystander cardiac arrest at all. Additionally, BCPR training has been shown to increase 

self-efficacy in individuals with recent resuscitation training (Ro et al., 2016).  

According to Bandura (1977), the self-efficacy theory explains that when 

individuals believe in themselves, they will make attempts to begin or complete tasks. 

According to Lavoie et al. (2018), self-efficacy is the certainty that one can achieve a 

positive result, which is reflected by the ambitions that people set for themselves and 

their determination in accomplishing these goals. Self-efficacy is based on both expected 

ability and expected results (Bandura, 1977). Expected ability is an individual’s 

confidence that they are proficient enough to perform the task. Expected results signifies 

the confidence the individual has in an anticipated outcome after performing the action 

itself. However, expected ability and expected outcomes are not always positively 

correlated. The four main concepts that comprise the self-efficacy theory include 

performance experience, vicarious experience, verbal persuasion, and emotional states.  

Performance Experience 

The concept of performance experience is likely the most powerful concept that 

affects self-efficacy (Cook & Artino, 2016). Performance experience draws from an 

individual’s previous experiences of being successful when completing a task. If one has 

successfully completed a task, it is more likely they will be willing to attempt the task or 

one similar to it again in the future. Likewise, if an individual fails at completing a task, 

they are unlikely to attempt repeating the same task again.  



      
        

	 	
	 	

5 

 

Vicarious Experience 

 Vicarious experience involves modeling behavior from others. The degree of how 

an individual’s self-efficacy is impacted is directly related to how closely one associates 

themselves with the person modeling the behavior (Bandura, 1997). Observing an 

individual, particularly one who is considered a role model, complete a task increases 

self-efficacy. Witnessing such a success by another person instills a sense of confidence 

that the task is achievable.  

Verbal Persuasion  

 Verbal or peer influence can have an impact on self-efficacy. Encouragement or 

discouragement by others to complete a task is a contributing factor to an individual 

actually completing the task (Bandura, 1997). Receiving praise from others is an 

important component of building self-efficacy. According to Halper and Vancouver 

(2016), if individuals do not have a source to give them constructive criticism, or if the 

feedback provided is vague, self-efficacy will be lower and therefore performance will be 

hindered. Whether an individual receives positive or negative feedback from others 

directly affects the person’s self-efficacy and motivation to begin or complete a task.  

Emotional States 

 When performing tasks, especially ones that may be difficult, individuals can be 

affected by a vast array of emotions such as fear, anxiety, pressure, or loss of control. 

Fear of participating in a particular event is directly attributed to an individual’s self-

efficacy (Bandura, 1977). A bad experience can subsequently lead to reluctance to 
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participate in a similar event in the future. Positive or negative feelings an individual may 

have related to a task influences self-efficacy.  

Application to Project 

  The self-efficacy theory is directly applicable to this project of implementing a 

community focused train-the-trainer program to increase the number of laypersons 

trained in BCPR. According to Hernández-Padilla et al. (2016), self-efficacy is a crucial 

element in achieving competence in resuscitation techniques. According to Ro et al. 

(2016), individuals with recent BCPR training have higher self-efficacy levels to perform 

BCPR, which emphasizes the importance of educational programs targeting at-risk 

communities. BCPR training programs should focus on reassurance, strengthening of 

skills, and directed feedback to increase learning (Charlier, Van Der Stock, & Iserbyt, 

2016).  

Performance experience plays an enormous role in BCPR self-efficacy. 

Individuals who have had a negative or traumatic experience in performing BCPR will 

likely be the most challenging to achieve high levels of self-efficacy. In contrast, anyone 

who has performed BCPR already with positive outcomes may be more apt to respond to 

a similar situation again and may even be more willing to impart their knowledge and 

past experiences on others. Vicarious experience, which involves modeling behaviors, 

occurs during the train-the-trainer program when community leaders model psychomotor 

skills such as compression techniques. Furthermore, skills are also modeled by peers 

when the new trainers disseminate the skills and knowledge learned into the community. 

Because observing individuals that one closely identifies themselves with increases self-

efficacy, having instructors who are immersed within the community as church and 
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school leaders, provides a greater impact on increasing the number of BCPR trained 

individuals within the community.  

Verbal persuasion from friends or family members to participate in BCPR 

training or BPCR train-the-trainer instruction is a key component of raising self-efficacy 

levels to participate in trainings. The train-the-trainer program encourages participants to 

advocate for an abundance of training within the population. Emotional states are an 

important factor to consider when conducting BCPR training. Individuals who have any 

type of post-traumatic stress disorder could have an adverse reaction to learning BCPR, 

which could subsequently result in lower self-efficacy levels. While not all individuals 

may be able to overcome such adverse events, and achieve high levels of self-efficacy, 

the need to ensure community members have easy access to training is evident.  

       Project Significance 

Establishing a train-the-trainer program to increase the number of community 

members who are trained in BCPR is essential to achieving positive patient outcomes in 

cardiac arrest victims. Cardiac arrest victims who have BCPR performed have triple the 

chance of survival and reduced incidences of permanent brain damage (Al Jufaili, 2018). 

Because community members are often the first responders in OHCA there is a growing 

need to involve these individuals in emergency response training (Mani, Annadurai, & 

Danasekaran, 2015). Improving laypersons BCPR response times to OHCA victims 

benefits both community members and healthcare systems. The high rates of individuals 

who are not prepared to respond to cardiac arrest victims has largely been attributed to 

three major factors, including not performing compressions correctly or effectively, 

concern of liability/lawsuits, and fear of contracting a disease (Bouland et al., 2017). 
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According to Chen et al. (2017), the most common reason for individuals not attending 

CPR training sessions is simply that they did not know where to find instruction. This 

project focused on reducing these barriers by advertising the free training, and providing 

proper BCPR instruction to diminish fears community members may have that would 

prevent them from performing BCPR to cardiac arrest victims. Integrating widespread 

BCPR training to improve awareness and cultivate skills can significantly reduce these 

common barriers (Case et al., 2018).  

Nursing Practice  

 BCPR has been linked to higher survival rates to discharge, as well as enhanced 

cost savings due to lower healthcare necessities (Geri et al., 2017). For every minute in 

which BCPR is not performed, patient survival rate decreases by 7.2% (Thakkar Rivera 

et al., 2016). Ensuring adequate perfusion through early BCPR protects the neurological 

function of those who survive an OHCA (Bouland et al., 2017). Additionally, patients 

who received BCPR had a 30% reduced risk of nursing home placement (European 

Society of Cardiology, 2018). These statistics demonstrate that patients who arrive to 

hospitals in a more favorable condition due to initiation of BCPR in turn put less strain on 

the healthcare system and nursing staff due to faster recovery and discharge times.  

Healthcare Outcomes 

 Increasing the number of community members who are BCPR trained has the 

potential to positively influence healthcare outcomes. Cardiac arrest affects 475,000 

individuals a year, however, victims who receive BCPR survive approximately 45% of 

the time (AHA, 2018b). According to Navarro-Patón et al. (2017), individuals who have 

been trained in BCPR are able to respond quicker to cardiac arrest events and perform 
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superior chest compressions than those without BCPR training. Additionally, 

communities in states that have increased BCPR training rates have improved survival 

rates for victims of OHCA (Sasson et al., 2014). Ensuring community members are 

trained in BCPR can vastly improve the out-of-hospital survival rates for cardiac arrest 

victims because of early initiation of chest compressions (Jin, Li, & Yuan-Oing, 2015). 

Furthermore, BCPR enhances the prospect of improved cardiac and neurological function 

following cardiac resuscitation (Becker et al., 2017).  

Healthcare Delivery 

 According to Rajan et al. (2016) individuals who receive BCPR while waiting for 

Emergency Medical Services (EMS) to arrive have more than double the survival rates of 

individuals who do not have BCPR performed. This finding emphasizes the importance 

of training as many community members as possible in BCPR in order to increase 

survival rates associated with cardiac arrest. According to the AHA (2015), community 

members are an essential component of a successful healthcare delivery system. Having 

community members involved as part of the chain of survival by performing BCPR is 

critical to improving the current status of healthcare delivery through early recognition 

and intervention. 

Healthcare Policy 

 Healthcare policies directed towards increasing BCPR training is an important 

piece of the puzzle, which is lacking within society. Efforts to make changes directed 

toward promotion of learning lifesaving skills increase how comfortable individuals are 

in performing BCPR (Dobbie, MacKintosh, Clegg, Stirzaker, & Bauld, 2018). According 

to Bobrow (2017), learning BCPR is crucial and should be included as part of mandatory 
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education for high school students. Florida is one of 12 states that does not currently have 

legislation mandating BCPR training as a criterion for high school graduation (AHA, 

2018b). This lack of consistent legislation from state to state equates to approximately 

700,000 students across the nation who lack BCPR training (Brown, Lynes, Carroll, & 

Halperin, 2017). High school students are an ideal audience to teach BCPR skills to, as 

they are both physically and emotionally mature enough to understand the concepts, and 

these lifesaving measures should be instilled early on in life (Hoyme & Atkins, 2017). 

Mandating BCPR training in schools is an excellent way to increase the number of 

individuals who are trained to perform BCPR (Hwang et al., 2017).  

Summary 

 Despite evidence showing the many benefits of BCPR, rates remain low due to a 

lack of structured and consistent BCPR training programs available for community 

members.  Implementing a train-the-trainer BCPR program to increase the number of 

community members who are trained and certified to teach BCPR will have a significant 

impact on improving patient outcomes and survival rates. Additionally, increasing the 

number of community members who are trained to perform BCPR will significantly 

improve healthcare delivery and decrease health costs. 
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Chapter 2: Review of the Literature 
 

 The recent Institute of Medicine (2015) report regarding cardiac arrest strongly 

advocates for greater community education on cardiopulmonary resuscitation (CPR) 

training in order to increase cardiac arrest victim survival rates. While training every 

member of the population is unrealistic, high numbers of individuals trained in bystander 

cardiopulmonary resuscitation (BCPR) within a community corresponds to increased 

rates of BCPR performed during an actual cardiac arrest event (Wang, Li, & Yuan-Qiang, 

2015). Therefore, BCPR training strategies during this project were focused on reaching 

the greatest number of community members as possible. Methods to achieve this goal 

have been unsuccessful in the past, as BCPR training rates continue to remain stagnant 

(Sasson et al., 2013). Unique strategies that focus on achieving higher rates of community 

members trained in BCPR are essential in order to make changes to the current training 

processes in place.   

Review of the Literature/Evidence 

A literature review involves searching research for current knowledge and deficits 

that exist about the topic in question and then analyzing relevant articles for underlying 

themes (Neill, 2017). The clinical question that guided this literature review was: Does a 

BCPR train-the-trainer program increase the number of community members trained in 

BCPR and increase self-efficacy levels to perform BCPR?. A literature search was 

conducted to locate information on BCPR training rates, outcomes, and BCPR training 

programs. Databases searched included: Cumulative Index of Nursing and Allied Health 

Literature (CINAHL), PubMed and MEDLINE. Key search words included “bystander 

cardiopulmonary resuscitation”, “bystander CPR”, “out of hospital compressions”, 
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“community CPR”, “public CPR training”, “hands only compressions”, “bystander CPR 

training”, “hands only CPR training”, “effect of CPR training”, “train the trainer CPR” 

and “hands only CPR”. Inclusion criteria for the articles included full, primary research 

studies that were peer-reviewed and published between 2013 and 2018, written in 

English, and included relevant information pertaining to BCPR. Exclusion criteria were 

studies with no data provided, dispatcher assisted BCPR, BCPR performed by emergency 

medical services (EMS) personnel, studies that included solely minors, and BCPR studies 

related to non-cardiac arrest events such as drownings or trauma. A total of 131 articles 

were retrieved. After excluding non-relevant articles and omitting duplicates, a total of 

nine studies remained. The studies were categorized according to identified themes 

related to increasing BCPR training rates, including free public BCPR training, peer-

learning, and low socioeconomic status.   

Free Public BCPR Training 

 Bouland et al. (2017) conducted a study that provided BCPR training to 238 

laypersons to see if training reduced barriers that inhibited individuals from performing 

BCPR on cardiac arrest victims. Pre and post-test surveys were used to collect data from 

participants who were aged 14 years or older. Statistically significant findings noted 

participants trained in BCPR were more likely to perform BCPR on a stranger (p < 

0.0001) and were less fearful of contracting a disease (p = 0.0001) or being sued for 

performing BCPR (p = 0.0001). Results of this study indicate training community 

members in BCPR helps decrease associated barriers and is an effective way to increase 

the likelihood that individuals will respond to an out-of-hospital cardiac arrest (OHCA). 
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 González-Salvado et al. (2016) conducted short BCPR training sessions at a 

community health event to measure the compression quality of lay people in comparison 

to healthcare providers. A total of 74 healthcare providers and 81 laypersons participated 

in a brief, five-minute instruction on cardiac arrest, how to respond to victims, and how to 

perform quality CPR (QCPR), which included rate, depth, hand placement, and chest 

recoil. The SkillReporter software was used to calculate participants QCPR score based 

on the aforementioned variables. A score of 70% or higher was considered good quality 

CPR performance. During these brief training sessions, participants were able to practice 

skills on real-time feedback mannequins and were then evaluated during a 2-minute 

continuous compression test. Both the laypersons and healthcare providers were able to 

achieve above the 70% goal for QCPR. No significant differences in quality of 

compressions between healthcare providers and laypersons was noted (p = 0.10), which 

indicates that free brief training sessions for laypersons is an efficient and effective 

method of teaching quality BCPR.  

  Using automatic feedback devices, Baldi et al. (2017) conducted a randomized 

controlled study to measure the quality of compressions performed by laypersons. The 

feedback devices measured hand placement, chest recoil, depth, and rate of 

compressions. A total CPR score was also generated from the high-fidelity mannequins 

that assigned participants a percentage score from zero to 100. Scores were based on 

adherence to the current 2015 American Heart Association (AHA) CPR guidelines, with 

a higher score being aligned with better performance quality. Participants were divided 

into three groups who received: no feedback (NF), short feedback (SF) of one minute, or 

long feedback (LF) of 10 minutes. Every participant was taught the same cognitive 
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knowledge with the only difference among the three groups being the amount of time 

participants used the feedback device within the course. At the completion of the course, 

all participants were tested with the automatic feedback device to measure quality for one 

minute. Findings demonstrated a statistically significant difference between the NF and 

SF groups (p = 0.005) and the NF and LF groups (p = 0.022) in correct hand placement, 

chest recoil, depth and total quality CPR score (p < 0.001). However, no significant 

differences were found in chest compression rate (p = 0.529), which suggests participants 

are able to achieve the proper rate through cognitive knowledge learning alone. 

Additionally, there were no significant differences between the short and long feedback 

groups, lending evidence toward the benefits of shorter practice times being sufficient for 

training BCPR participants when using automatic feedback devices.  

 Malsy, Leberle, and Graf (2018) conducted a pilot study where physicians and 

paramedics provided free BCPR training to 303 laypersons. Pre and post-training surveys 

measured the self-efficacy of participants’ performance of compressions during an 

emergency.  Findings revealed that prior to BCPR training only 41.6% of participants 

were confident in their ability to deliver compressions as compared to 100% of 

participants feeling confident in their ability to deliver compressions to a cardiac arrest 

victim after the training. Results demonstrate that self-efficacy levels regarding 

resuscitation performance can be increased through free public BCPR teaching sessions 

for community members.  

 Sánchez et al. (2015) conducted a quality improvement project that taught BCPR 

to travelers within train stations in Europe. Volunteer instructors offered free BCPR 

sessions to travelers in train stations and passengers on trains. Pre and post-training 
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surveys were completed by a total of 157 participants over a period of five days. The 

proportion of participants who felt prepared to perform compressions on a victim during 

an OHCA victim increased from 10% prior to the training to 94% after the training. 

Findings from this study demonstrated there is a public need for BCPR training and self-

efficacy levels of laypersons to perform BCPR can be increased significantly in a short 

time frame.  

Peer-Learning 

 Bergamo et al. (2016) conducted a retrospective observational study to analyze 

the effects of the TAKE10 Compression-Only CPR program in Austin, Texas. The 

TAKE10 program provides free, brief 10-minute BCPR sessions to community members 

in areas where there are high rates of cardiac arrests and low rates of BCPR performed. 

Trainers for this program were recruited from high-risk regions identified as areas with 

lower median incomes and lower educational levels. Additionally, trainers with 

connections to sizeable areas of the community such as the Boy and Girl Scouts, YMCA, 

public libraries, and neighborhood associations were recruited. Using trainers with strong 

ties to the community was purposeful, in order to provide a non-intimidating training 

environment for participants to be able to ask questions and learn skills comfortably. 

Trainers received one hour of lecture-based training and then borrowed TAKE10 

compression only CPR training kits consisting of mannequins and an instructional DVD. 

Trainers collected demographic information from participants they trained in order to 

measure the number of participants trained. A multiplier effect was achieved by trainers 

holding their own training sessions within the community, thus increasing efficiency of 

training and the overall rate of those trained in BCPR. Data collected from the Cardiac 
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Arrest Registry to Enhance Survival (CARES) database revealed 11,242 community 

members were trained in BCPR between 2008 and 2013. Results also found the mean 

incidence of BCPR performed in all zip codes increased throughout the study period (p < 

0.05) and that there were statistically significant more TAKE10 learners in high-risk zip 

codes as compared to the overall population (p = 0.01). Findings emphasize the 

importance of community leaders providing BCPR knowledge and skills training to high-

risk areas in order to increase the overall rate of BCPR performed.  

Charlier, Van Der Stock, and Iserbyt (2016) conducted a study using peer-assisted 

learning (PAL) as a model for teaching CPR. A total of 137 participants were divided 

into three groups: a compression peer-assisted learning (C-PAL) group where students 

were taught compressions, a ventilation peer-assisted learning (V-PAL) group where 

students were taught ventilations, or a control group where an expert instructor taught 

students both subjects. After participants in the C-PAL and V-PAL groups learned their 

respective skill, they paired with another student in the opposite group to teach each other 

the skill they had just learned. One week later, all students were tested for quality CPR 

variables using the Ambu CPR-Software. Statistically significant differences were only 

noted between the PAL and control groups for correct chest compression depth (p = 

0.01), however, all three groups met correct standards for total chest compressions, depth 

of chest compressions, total rescue breaths performed, and rescue breath volumes. This 

research demonstrates using laypersons to teach BCPR to peers’ results in better 

performance of achieving the correct compression depth in accordance with national 

guidelines. The PAL model assists in maximizing learning and reinforcing skills and 

knowledge, which can be applied as a train-the-trainer model for BCPR training.   
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Low Socioeconomic Status 

 Thakkar Rivera et al. (2016) conducted a correlational study to assess the impact 

of race, income, and educational level on BCPR rates and cardiac arrest victim survival 

rates. Results demonstrated a statistically significant higher rate of survival (p = 0.05) 

among individuals when BCPR was performed within neighborhoods of higher income 

levels as compared to lower income neighborhoods. The authors attributed the disparities 

between the neighborhoods to reduced frequency and reduced quality of CPR performed. 

Survival in predominately white neighborhoods was also statistically significantly higher 

as compared to predominately black neighborhoods (p = 0.04), even though there was no 

statistical significance in the incidence of BCPR performed between the two 

neighborhoods. These results indicate the importance of the quality of compressions 

performed, which should be considered as an important element of BCPR training. 

Lastly, neighborhoods with a higher educational status had a statistically significant 

increased rate of survival with BCPR as compared to lower educational level 

neighborhoods (p = 0.03). The increased survival rates were also attributed to reduced 

incidence of OHCA and performance quality of bystanders. Overall, these statistics 

reinforce the need for BCPR training with an emphasis on quality of compressions in 

areas with a lower socioeconomic status in order to improve survival rates.  

 Moon et al. (2014) conducted a correlational study to measure the differences in 

response rates of BCPR initiation and survival to discharge rates according to 

neighborhood ethnicity. Data was collected through the Save Hearts in Arizona Registry 

and Education (SHARE) database to obtain demographic information and whether BCPR 

was performed. Findings demonstrated that BCPR was provided less frequently in 
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Hispanic neighborhoods (28.6%) compared to non-Hispanic neighborhoods (43.8%; p < 

0.001). Survival to discharge rates were also lower in Hispanic neighborhoods (4.9%) as 

compared to non-Hispanic neighborhoods (10.8%, p < 0.001).  

   Utilization of Findings in Practice 

Community focused training programs specifically directed toward areas of need 

have shown to be an effective way of increasing BCPR training rates (Bergamo et al., 

2016). However, gaps in the literature reveal a lack of structured community-based 

programs designed for this specific purpose. Identification of high-risk areas such as 

underserved neighborhoods and low-income areas are regions that should be targeted for 

training (Root et al., 2013). BCPR training in public areas appears to be a prime location 

for recruiting participants. Additionally, the large number of participants involved in the 

BCPR studies demonstrates a desire of the public to learn BCPR and equip themselves 

with the necessary training skills. Train-the-trainer programs and peer-assisted learning 

strategies are effective methods for achieving a multiplier effect to increase the number 

of community members trained in BCPR (Bergamo et al., 2016; Charlier, Van Der Stock, 

& Iserbyt, 2016). This approach to BCPR training can improve overall survival rates and 

ensure sustainability of the program.  

                  Summary 

BCPR increases survival rates for cardiac arrest victims. Free community-based 

training, even in brief increments, is effective and corresponds to increased rates of 

BCPR performance. Specific areas should be targeted for training to further increase 

BCPR training rates. Implementation of a community focused BCPR training program 

that combines free public BCPR training focused on underserved areas that include peer-
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learning is an ideal way to integrate evidence-based practices into one comprehensive 

project. 
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    Chapter 3: Methodology 

Over 420,000 individuals are victims of an out-of-hospital cardiac arrest (OHCA) 

each year in the United States (Sasson et al., 2014). According to Wissenberg et al. 

(2013), increased rates of bystander cardiopulmonary resuscitation (BCPR) are positively 

associated with increased survival rates of patients who suffered an OHCA. Training 

programs directed toward the public have shown to be an effective way of increasing 

bystander cardiopulmonary resuscitation (BCPR) rates, however, current programs in 

place are not successfully achieving higher rates of community members trained.  

Despite current initiatives to increase the number of individuals trained, rates 

remain low (Malsy et al., 2018). Bridging the gap in the training deficit by incorporating 

community leaders in high-risk areas to be instructors can deliver the necessary critical 

knowledge and skills into their communities to achieve a multiplier effect and increase 

layperson BCPR training rates. The purpose of this evidence-based project was threefold: 

(a) to increase the number of community members within underserved areas in 

Northeastern Central Florida who are trained in BCPR; (b) to increase self-efficacy levels 

of community members trained in BCPR to deliver BCPR; (c) to develop and implement 

a train-the-trainer program for community leaders to maintain increased numbers of 

BCPR training. Approval to conduct the project was granted by Nova Southeastern 

University’s (NSU) Institutional Review Board (IRB; see Appendix A).    

Project Design 

This evidence-based project utilized a quantitative, descriptive design. The 

framework of this project centered around Bandura’s self-efficacy theory. A pre and post-
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training survey was used to collect data measuring self-efficacy levels before and after 

community participants were trained in BCPR techniques.  

Survey Tools 

In order to measure the self-efficacy outcomes of the training, the Basic 

Resuscitation Skills Self-Efficacy Scale (BRS-SES), a validated tool with a Cronbach’s 

alpha coefficient of 0.96, was adopted and adapted to BCPR training. Permission to adopt 

and adapt this tool is included as Appendix B. The BRS-SES Pre-Training Survey (see 

Appendix C) contained demographic questions (gender, age, level of education, 

ethnicity), and three questions that asked participants if they had ever taken a CPR course 

previously, whether they were currently CPR certified, and how they heard about the 

training. The BRS-SES Pre and Post-Training surveys contained six identical 5-point 

Likert scale type questions aimed at measuring participant self-efficacy to perform 

BCPR. The BRS-SES Post-Training Survey (see Appendix D) asked one additional 5-

point Likert scale type question (I feel more confident administering BCPR after 

attending the training provided today). Response options ranged from not at all confident 

(1) to extremely confident (5). According to González-Salvado et al. (2016), free 

community-based BCPR training is an effective method of increasing the number of 

individuals trained because it eliminates financial obstacles. Additionally, using a train-

the-trainer model to recruit community leaders to be instructors in underserved areas 

allows for immersive training to occur within areas of need (Bergamo et al., 2016).  

Sample Size 

  G*Power software was used to calculate statistical power. Using an effect size of 

0.5, an error probability of 0.05 and a power of 0.8, the estimated sample size needed to 
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Appendix G 

Recruitment Flyer 
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