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Abstract
Background: Certain subgroups of patients with out-of-hospital cardiac arrest (OHCA) may not benefit from treatment. Early identification of this cohort
in the prehospital (EMS) setting prior to any resuscitative efforts would prevent futile medical therapy and more appropriately allocate EMS and hospital
resources. We sought to validate a clinical criteria from Bokutoh, Japan that identified a subgroup of OHCAs for whom withholding resuscitation may be
appropriate.
Methods: We performed a secondary analysis of the “Trial of Continuous or Interrupted Chest Compressions during CPR”, which enrolled EMS-treated
adult non-traumatic OHCA. We classified patients as per the Bokutoh criteria (“Bokutoh Positive”: age  73, unwitnessed arrest, non-shockable initial
rhythm) and calculated test performance for the primary outcome of favourable neurologic outcome (mRS  3) at hospital discharge. We calculated the
number of EMS-hours and hospital days per patient with a favourable neurologic outcome.
Results: Of 26,148 patients in the parent trial, 5442 (21%) were “Bokutoh Positive”, among whom 0.51% (95% CI 0.35– 0.75%) had favourable
neurologic outcomes, and 1.2% (95% CI 0.92–1.5%) survived. The positive predictive value was 0.995 (95% CI 0.992–0.997). EMS and hospital-based
resource utilization per favourable neurological outcome was 91 h and 199 days for in the “Bokutok Positive” group, respectively, and 5.7 h and
33 hospital days in the “Bokutok Negative” group.
Conclusion: In this validation of the Bokutoh criteria in a large North American cohort of OHCA patients, 0.51% meeting criteria had favourable
neurological outcomes. This may rapidly and reliably identify the one-fifth of OHCA who are very unlikely to benefit from resuscitation.
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Introduction
Emergency medical services (EMS) attend 134 cases of out-of-hospital
cardiac arrest (OHCA) per 100,000 adult citizens in the United States, with
survival rates between 3–16%.1,2 Over the past decade, with substantial
investments in patient care, survival from OHCA has increased
significantly.3–5 Unfortunately, some patient subgroups may have a grim
prognosis for survival in spite of full attempts at resuscitation. Reliable early
identification of these patients may prevent futile ongoing resuscitative
efforts and allocate EMS and hospital resources more appropriately.
Previous researchers have developed and validated prediction
rules to allow prehospital termination of resuscitation after on-scene
efforts, preventing futile hospital transports.6 This concept has been
carried further, as investigators from Japan sought to create a criteria
which would predict non-survival at the onset of resuscitative efforts.7
Shibahasi et al. examined a large Japanese database and reported
that among patients 73 years old with an unwitnessed arrest and an
initial non-shockable rhythm, 99.6% had poor 30-day neurological
outcomes.7 Using this criteria may mitigate patients with no chance of
meaningful recovery from undergoing invasive treatments.
Owing to systematic differences between prehospital EMS systems
in Japan and North America, including training of prehospital providers,
prehospital protocols, intra-arrest transport, and protocols for termination of resuscitation,3,7,8 we sought to externally validate the Bokutoh
criteria on a North American cohort of OHCAs. We validated these
criteria in the “Trial of Continuous or Interrupted Chest Compressions
during CPR” (the “CCC Trial”) database, which enrolled undifferentiated consecutive non-traumatic adult EMS-treated OHCAs.9

Methods
Study design
We performed a secondary analysis on prospectively collected data
from the CCC Trial, performed by 8 sites of the Resuscitation
Outcomes Consortium (ROC).9 The ROC was a clinical research
network including sites across the US and Canada with a data
coordinating center at the University of Washington.10 The data for this
analysis was obtained from, and the protocol approved by, the
National Institute of Health’s Biological Specimen and Data
Repository Information Coordinating Center.

Parent trial
The population, design, and results of the primary analysis of the CCC
trial have been reported previously.9 Briefly, patients were randomized
to receive either continuous chest compressions with unsynchronized
ventilations or chest compressions that were interrupted for ventilations.
The trial included non–traumatic out-of-hospital cardiac arrest who
received EMS-delivered chest compressions, and excluded patients if
they had an EMS-witnessed arrest, a written advance directive to not
resuscitate, a traumatic or asphyxial arrest, uncontrolled bleeding or
exsanguination, known pregnancy, pre-existing tracheostomy, were
known to be prisoners, were treated with a mechanical chestcompression device, had advanced airway management before ROC
EMS agency arrival, or previously had opted not to participate in
resuscitation research. Some patients were co-enrolled in a trial of
antiarrhythmic therapy for recurrent ventricular fibrillation.11 Trained

abstractors systematically collected data on all patients, including basic
characteristics, bystander interventions, time-stamped EMS-delivered
prehospital care, duration in hospital (and in the intensive care unit), and
neurologic outcomes at hospital discharge, as previously described. 9,10

Selection of study participants
We included patients who were enrolled in the parent trial. We
excluded patients missing data required to apply the Bokutoh criteria,
and those lacking outcome data at hospital discharge.

Outcomes
The primary outcome was favourable neurologic outcome at hospital
discharge (defined as MRS  3).12 We also reported return of spontaneous
circulation (ROSC, defined as a palpable pulse for any time12), survival, and
length of time in the prehospital and hospital phases of care.

Data analysis
We used Microsoft Excel Version 14.5.0 (Microsoft Corp, Redmond,
WA, USA) and R version 3.2.4 (Foundation for Statistical Computing,
Vienna, Austria) for data entry and analysis. We reported binary patient
characteristics as proportions, and continuous variables as medians
(with interquartile range) if not normally distributed, or otherwise as
means (with standard deviation). We reported the number of patients
with missing data. We applied the Bokutoh criteria to all patients, which
recommends against resuscitation when the following criteria are met:
age  73, unwitnessed arrest, and a non-shockable initial cardiac
rhythm. We calculated conventional test performance characteristics
(with 95% confidence intervals), including sensitivity, specificity,
positive predictive value (PPV), negative predictive value (NPV) for
the primary outcome, as well as the proportion of false positive results
(using the primary outcome and survival). By convention,7 when the
Bokutoh criteria recommended against professional resuscitation
(“positive test”) and the participant had a unfavourable neurological
outcome (“positive result”), this was considered a “true positive”. We
reported: (1) the number of EMS management hours, defined as the
interval between first EMS vehicle on-scene arrival until either
termination of resuscitation or arrival at hospital; and (2) the number
of hospital management days, defined as the interval from patient
arrival at the hospital emergency department until the time of discharge
or declaration of death. Finally, we calculated the total number of EMS
hours and hospital days in both groups, and then calculated the
resource utilization per survivor with favourable neurological outcome
in each group. For the calculation of total resource allocation: for those
with missing data required to calculate EMS or hospital-based
management intervals, we imputed the median value (from those with
available data) from the following groups (depending on the status of the
patient with missing data): (a) declared dead in the prehospital setting,
(b) declared dead in the emergency department, (c) died after being
admitted to hospital, or (d) survived to hospital discharge.

Results
Patient characteristics
There were 26,148 patients enrolled in the CCC dataset; the median
age was 68 (IQR 56–81), 46% achieved ROSC, and 7.3% had

Downloaded for Anonymous User (n/a) at Newark Beth Israel Medical Center - JCon from ClinicalKey.com by Elsevier on January 31, 2019.
For personal use only. No other uses without permission. Copyright ©2019. Elsevier Inc. All rights reserved.

53

Fig. 1 – Study flow.
* Characteristics applied sequentially.

favourable neurological outcomes. After excluding patients with
missing data (Fig. 1), 5442 patients (21%) met Bokutoh criteria for
withholding professional resuscitation (“Bokutoh Positive”). Table 1
shows patient characteristics of these two groups.

0.992– 0.997) and negative predictive value 0.0960 (95% CI 0.0920–
0.100). Patient characteristics of “Bokutoh Positive” with favourable
neurological outcomes can be seen in Table 3.

Resource utilization
Main results
For the 5442 “Bokutoh Positive” patients, 64 (1.2%, 95% CI 0.92–
1.5%) survived to hospital discharge and 28 (0.51%, 95% CI 0.35 –
0.75%) had a favourable neurological outcome (Table 2). Among the
20 422 “Bokutoh Negative” patients 2343 (11%, 95% CI 11–12%)
survived to hospital discharge, and 1963 (9.6%, 95% CI 9.2–10%) had
a favourable neurological outcomes. Sensitivity and specificity of the
criteria were 0.227 (95% CI 0.221– 0.232) and 0.986 (95% CI 0.979–
0.990), respectively. The positive predictive value was 0.995 (95% CI

Prehospital and hospital based-management intervals are shown in
Table 4. For those In the “Bokutoh Positive” group, EMS provided a
total of 2543 care hours, and patients spent a total 3333 days in
hospital. This corresponds to 91 h of EMS time and 119 hospital days
per survivor with favourable neurological outcome. For patients in the
“Bokutoh Negative” group, EMS and hospital-based teams provided a
total of 11,132 h and 65,230 days of medical management,
respectively. This corresponds to 5.7 h of EMS time and 33 hospital
days per survivor with favourable neurological outcome.

Table 1 – Patient characteristics, dichotomized by recommendation of Bokutoh criteria.

Patients
Age (years)
Male
Location public
Witnessed by bystander
Bystander CPR
911 call to first EMS arrival (min)
Initial shockable rhythm
ALS management
Transported to hospital

“Bokutoh Positive” (n = 5442) withhold
professional resuscitation

“Bokutoh Negative” (n = 20 433) perform
professional resuscitation

n or median (% or IQR)

n or median (% or IQR)

5442
83 (78–88)
2928 (54)
154 (2.8)
0
2177 (40)
5.6 (4.4–6.9)
0
5205 (96)
1833 (38)

Missing
0
2
28
0
0
74
0
0
0

20,433
63 (53–73)
13,630 (67)
3579 (18)
10,932 (55)
9792 (48)
5.5 (4.3–7.0)
5942 (29)
19,917 (97)
12,084 (59)

Missing
15
4
30
392
0
376
19
0
0

IQR, interquartile range; N, number; IQR, inter-quartile range; CPR, cardiopulmonary resuscitation; EMS, emergency medical services; ALS, advanced life
support.
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Table 2 – Patient Outcomes.

Return of spontaneous circulation
Survival to hospital admission
Survival to hospital discharge
Favourable neurological outcome

“Bokutoh Positive” (n = 5442) withhold
professional resuscitation

“Bokutoh Negative” (n = 20 433) initiate
professional resuscitation

n or median (% or IQR)

n or median (% or IQR)

1131 (21)
534 (9.8)
64 (1.2, 95% CI 0.92–1.5)
28 (0.51, 95% CI 0.35–0.75)

Table 3 – Characteristics of “Bokutoh Positive”
patients with favourable neurological outcomes.
n or median
(% or IQR)
Patients
Age (years)
Male
Location public
Witnessed by bystander
Bystander CPR
911 call to EMS arrival (min)
Initial shockable rhythm
ALS involvement
EMS arrival-to-ROSC
Transported to hospital

Missing

Missing

28
84 (78–88)b
15 (54)
3 (11)
0
5 (18)
5.3 (4.0–6.9)
0
27 (96)
3.0 (1.2–8.7)a
28 (100)

0
0
0
0
0
0
0
0
0
0

N, number; IQR, inter-quartile range; CPR, cardiopulmonary resuscitation;
EMS, emergency medical services; ROSC, return of spontaneous
circulation.
a
Maximum value 32.3 min.
b
Maximum value 89 years.

Discussion
Out-of-hospital cardiac arrest is a condition with high mortality. There
are subgroups that are very unlikely to benefit from aggressive
resuscitation, and if these patients can be reliably identified early,
subsequent medical management, invasive therapies, and system
costs can potentially be avoided. Using high-quality multijurisdictional
North American data from the CCC trial, we performed a validation
study of the recently published Bokutoh criteria,7 which examined

27
3
0
0

8106
5985
2343
1963

Missing

(40)
(29)
(11)
(10)

135
40
0
0

three predictors of poor neurologic outcome: unwitnessed arrest,
age  73, and nonshockable initial cardiac rhythm. Importantly, the
false negative value in our study was 0.5%, with the upper bound of the
95% confidence interval reaching only 0.75%. Despite differences
between EMS delivery in North America and Japan, test performance
was very similar. These data may assist both clinicians and EMS
directors in rapidly and reliably identifying the approximately 20% of
OHCA patients in whom any resuscitation after confirmation of these
criteria is very unlikely to yield favourable results.
We extended the findings of Shibahashi et al. by identifying the
substantial resources devoted to patients who have minimal
meaningful chance of neurologic recovery. In the “Bokutoh Positive”
group resource utilization amounted to nearly 100 h of EMS time and
17 weeks in hospital per neurologically intact survivor, mostly in critical
care settings. It is unclear if patients, families, clinicians, and system
administrators would view these numbers as acceptable. The 28
(0.5%) Bukotuh-postive patients had similar baseline baseline
characteristics as the remainder of the cohort, and thus the early
identification of these few survivors who might benefit from
resuscitation is challenging. It is important to note that half of these
patients achieved ROSC within 3 min, and, although our sample is
small, it is possible that a short duration of resuscitation might capture
these survivors. Conversely, attempting resuscitation will achieve
ROSC in others as well, the vast majority of whom will have eventual
poor neurological outcomes.
The Bokutoh criteria can be applied to cardiac arrest patients
rapidly upon EMS arrival—the only non-historical data required is
initial cardiac rhythm, which is often determined prior to EMS arrival. In
contrast, previous rules guiding prehospital resuscitation have
depended upon patient response to active prehospital resuscitation
attempts.13 The Universal Termination of Resuscitation Rule,

Table 4 – Patient management intervals.

Prehospital intervals
EMS arrival-to-ROSC (min)
EMS arrival-to-prehospital terminationa
EMS management of patientb (min)
Hospital Intervals
Hospital managementc (hours)

“Bokutoh Positive” (n = 5442) withhold
professional resuscitation

“Bokutoh Negative” (n = 20 433) perform
professional resuscitation

n or median (% or IQR)

n or median (% or IQR)

Missing

Missing

16 (22–22)
24 (17–29)
27 (20–35)

60
93
58

14 (8.1–20)
27 (21–34)
31 (24 – 40)

711
225
513

0.53 (0.15–25)

25

4.7 (0.23–126)

288

ROSC, return of spontaneous circulation; EMS, emergency medical service.
a
Measured from first EMS on-scene arrival until prehospital termination of efforts.
b
Measured from first EMS on-scene arrival until either prehospital termination of efforts or arrival at hospital.
c
Measured from first emergency department arrival until hospital discharge or death.
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supported by the American Heart Association Guidelines,14,15
recommends termination of resuscitation without transport to hospital
if all of the following three criteria are met: (1) the arrest is not
witnessed by EMS, (2) there are no shocks delivered, and (3) there is
no return of spontaneous circulation; otherwise transport to hospital is
recommended.6,16 The rule was validated in 1240 OHCA with a PPV
of 99.5% (95% CI 98.9–99.8) for the outcome of survival.6 A
subsequent validation examining the optimal time to apply the rule
showed that when applied at 13 min or later the false positive rate and
95% CI was below 1%.17 Further study is required to determine the
test characteristics of sequentially applying the Bokutoh criteria and
the Universal Termination of Resuscitation Rule.
Previous studies have shown that early access to professional
prehospital providers is associated with improved survival and
neurological outcomes.18,19 The early identification of “Bokutoh
Positive” patients in order to withhold professional resuscitative
efforts may facilitate improved EMS response times to other critically ill
patients, including OHCAs with more favourable prognostic features
and a higher chance of meaningful recovery. Spatiotemporal
analyses,20 testing potential overall survival improvements, may be
warranted to test this hypothesis. Similarly, re-allocation of the
hospital-based resources required may lead to improved outcomes in
other patient groups.
It is challenging to define the complex topic of medically futile
interventions, especially in the context of prehospital treatments.
While any treatment with less than 1% of success may be a
benchmark for futility14 this may not be appropriate for conditions in
which the overall survival is often less than 10%.1,2 This approach may
overlook nuances in patient and provider beliefs; for example, the
hardships incurred to patients and families from aggressive in-hospital
interventions with a minimal chance of meaningful recovery may make
these treatments less desirable. Other families may want all options
pursued if there is any chance of a positive outcome. Further, it is
unclear whether the outcome of survival or neurological outcomes
should form the most important outcome measure to assess a
potentially futile intervention. Importantly, whereas we primarily
evaluated neurological outcomes in this study, the false positive rate
for survival surpassed 1%. Further patient-centered research is
required to further elucidate these concepts and determine the optimal
definition of futility.21 While opinions may vary over what is an
appropriate price to pay to achieve one survivor at hospital discharge,
cost effectiveness thresholds can be set by healthcare funding
agencies.22 Given the resource implications involved in the treatment
of “Bokutoh Positive” patients, the low likelihood of survival to
discharge, and in view of previous data showing that among those
75 discharged from hospital alive the 5-year of survival is near
50%,23 an economic analysis of this population may be warranted.

Limitations
This is a secondary analysis of rigorously collected trial data.9 A
prospective blinded study, with standardized treatment and prognostication protocols, would be the most robust evaluation of this criteria.
There may be additional unmeasured patient-level factors that better
predict prognosis than those identified in the Bokutoh criteria. We did
not include patients with EMS-witnessed arrests (as were excluded in
the CCC Trial); while these patients would have would increased the
number of “Bokutoh Negative” patients, none would have been
included in the “Bokutoh Positive” group. Thus, the key test
characteristics of PPV and false positive proportion would not be

altered, although others might be. In evaluating whether resuscitation
of certain patient groups is “futile” one most recognize the important
risk of prognostication bias—treating clinicians (prehospital and
hospital-based) may have deemed survival in these patients to be
unlikely and ceased further therapy, preventing any potential good
outcome. The duration of prehospital efforts prior to termination of
resuscitation in the “Bokutoh Positive” group was similar to previous
cohorts,24 suggesting a low risk of prognostication bias in the
prehospital setting. However, it is unclear if this bias led to premature
withdrawal of life-sustaining therapies in hospital. Emerging data
demonstrates that certain patients require prolonged periods until
awakening.25 In “Bokutoh Positive” patients—who by definition have
poor prognostic characteristics—premature in-hospital prognostication may have occurred, thus affecting outcomes in this group and the
criteria’s performance. In addition, the quality of post-admission care
may have varied among hospitals. Finally, missing data, although only
in a very small proportion of patients, may have altered our test
performance.

Conclusion
In this validation of the Bokutoh criteria in a large North American
cohort of non-traumatic OHCA patients, among those 73 years of
age with an unwitnessed arrest and an initial nonshockable rhythm,
0.5% had a favourable neurologic outcome and 1.2% were alive at
hospital discharge. This criteria may rapidly and reliably identify the
one-fifth of OHCAs who are very unlikely to benefit from resuscitation.
Further societal and economic input may be required to determine
when a therapy should be considered “futile”.

Conflicts of interest
None.

REFERENCES

1. Nichol G, Thomas E, Callaway CW, et al. Regional variation in out-ofhospital cardiac arrest incidence and outcome. JAMA 2008;300:1423–
31, doi:http://dx.doi.org/10.1001/jama.300.12.1423.
2. Go AS, Mozaffarian D, Roger VL, et al. Heart disease and stroke
statistics—2014 update: a report from the American Heart
Association. Circulation 2014;129:e28–e292, doi:http://dx.doi.org/
10.1161/01.cir.0000441139.02102.80.
3. Grunau B, Kawano T, Dick W, et al. Trends in care processes and
survival following prehospital resuscitation improvement initiatives for
out-of-hospital cardiac arrest in British Columbia, 2006–2016.
Resuscitation 2018;125:118–25, doi:http://dx.doi.org/10.1016/j.
resuscitation.2018.01.049.
4. Daya MR, Schmicker RH, Zive DM, et al. Out-of-hospital cardiac arrest
survival improving over time: results from the Resuscitation Outcomes
Consortium (ROC). Resuscitation 2015;91:108–15, doi:http://dx.doi.
org/10.1016/j.resuscitation.2015.02.003.
5. Zive DM, Schmicker R, Daya M, et al. Survival and variability over time
from out of hospital cardiac arrest across large geographically diverse
communities participating in the Resuscitation Outcomes Consortium.
Resuscitation 2018;131:74–82, doi:http://dx.doi.org/10.1016/j.
resuscitation.2018.07.023.
Morrison LJ, Visentin LM, Kiss A, et al. Validation of a rule for
termination of resuscitation in out-of-hospital cardiac arrest. N Engl J

Downloaded for Anonymous User (n/a) at Newark Beth Israel Medical Center - JCon from ClinicalKey.com by Elsevier on January 31, 2019.
For personal use only. No other uses without permission. Copyright ©2019. Elsevier Inc. All rights reserved.

56

6. Med 2006;355:478–87, doi:http://dx.doi.org/10.1056/
NEJMoa052620.
7. Shibahashi K, Sugiyama K, Hamabe Y. A potential termination of
resuscitation rule for EMS to implement in the field for out-of-hospital
cardiac arrest: an observational cohort study. Resuscitation
2018;130:28–32, doi:http://dx.doi.org/10.1016/j.
resuscitation.2018.06.026.
8. Zive D, Koprowicz K, Schmidt T, et al. Variation in out-of-hospital
cardiac arrest resuscitation and transport practices in the
Resuscitation Outcomes Consortium: ROC Epistry-Cardiac Arrest.
Resuscitation 2011;82:277–84, doi:http://dx.doi.org/10.1016/j.
resuscitation.2010.10.022.
9. Nichol G, Leroux B, Wang H, et al. Trial of continuous or interrupted
chest compressions during CPR. N Engl J Med 2015;373:2203–14,
doi:http://dx.doi.org/10.1056/NEJMoa1509139.
10. Morrison LJ, Nichol G, Rea TD, et al. Rationale, development and
implementation of the Resuscitation Outcomes Consortium EpistryCardiac Arrest. Resuscitation 2008;78:161–9, doi:http://dx.doi.org/
10.1016/j.resuscitation.2008.02.020.
11. Kudenchuk PJ, Brown SP, Daya M, et al. Amiodarone, lidocaine, or
placebo in out-of-hospital cardiac arrest. N Engl J Med
2016;374:1711–22, doi:http://dx.doi.org/10.1056/NEJMoa1514204.
12. Perkins GD, Jacobs IG, Nadkarni VM, et al. Cardiac arrest and
cardiopulmonary resuscitation outcome reports: update of the utstein
resuscitation registry templates for out-of-hospital cardiac arrest: a
statement for healthcare professionals from a task force of the
International Liaison Committee. Resuscitation 2015;96:328–40, doi:
http://dx.doi.org/10.1016/j.resuscitation.2014.11.002.
13. Ong MEH, Tan EH, Ng FSP, et al. Comparison of termination-ofresuscitation guidelines for out-of-hospital cardiac arrest in Singapore
EMS. Resuscitation 2007;75:244–51, doi:http://dx.doi.org/10.1016/j.
resuscitation.2007.04.013.
14. Morrison LJ, Kierzek G, Diekema DS, et al. Part 3: ethics:
2010 American Heart Association guidelines for cardiopulmonary
resuscitation and emergency cardiovascular care. Circulation
2010122:, doi:http://dx.doi.org/10.1161/
CIRCULATIONAHA.110.970905.
15. Mancini ME, Diekema DS, Hoadley TA, et al. Part 3: ethical issues:
2015 American Heart Association guidelines update for
cardiopulmonary resuscitation and emergency cardiovascular care.
Circulation 2015;132:S383–96, doi:http://dx.doi.org/10.1161/
CIR.0000000000000254.
16. Verbeek PR, Vermeulen MJ, Ali FH, Messenger DW, Summers J,
Morrison LJ. Derivation of a termination-of-resuscitation guideline for

17.

18.

19.

20.

21.

22.

23.

24.

25.

emergency medical technicians using automated external
defibrillators. Acad Emerg Med 2002;9:671–8, doi:http://dx.doi.org/
10.1197/aemj.9.7.671.
Grunau B, Taylor J, Scheuermeyer FX, et al. External validation of the
universal termination of resuscitation rule for out-of-hospital cardiac
arrest in British Columbia. Ann Emerg Med 201770:, doi:http://dx.doi.
org/10.1016/j.annemergmed.2017.01.030.
Bürger A, Wnent J, Bohn A, et al. The effect of ambulance response
time on survival following out-of-hospital cardiac arrest. Dtsch Arztebl
Int 2018;115:541–8, doi:http://dx.doi.org/10.3238/arztebl.2018.0541.
Grunau BE, Reynolds JC, Scheuermeyer FX, et al. Comparing the
prognosis of those with initial shockable and non-shockable rhythms
with increasing durations of CPR: informing minimum durations of
resuscitation. Resuscitation 2016;101:50–6, doi:http://dx.doi.org/
10.1016/j.resuscitation.2016.01.021.
Sun CLF, Demirtas D, Brooks SC, Morrison LJ, Chan TCY.
Overcoming spatial and temporal barriers to public access
defibrillators via optimization. J Am Coll Cardiol 2016;68:836–45, doi:
http://dx.doi.org/10.1016/j.jacc.2016.03.609.
Haywood K, Whitehead L, Nadkarni VM, et al. COSCA (Core Outcome
Set for Cardiac Arrest) in adults: an advisory statement from the
international liaison committee on resuscitation. Resuscitation
2018;127:147–63, doi:http://dx.doi.org/10.1016/j.
resuscitation.2018.03.022.
McCabe C, Claxton K, Culyer AJ. The NICE cost-effectiveness
threshold: what it is and what that means. Pharmacoeconomics
2008;26:733–44, doi:http://dx.doi.org/10.1136/bmj.39308.560069.
BE.
Hiemstra B, Bergman R, Absalom AR, et al. Long-term outcome of
elderly out-of-hospital cardiac arrest survivors as compared with their
younger counterparts and the general population. Ther Adv
Cardiovasc Dis 2018;12:341–9, doi:http://dx.doi.org/10.1177/
1753944718792420 1753944718792420.
Grunau B, Puyat J, Wong H, et al. Gains of continuing resuscitation in
refractory out-of-hospital cardiac arrest: a model-based analysis to
identify deaths due to intra-arrest prognostication. Prehospital Emerg
Care 2017;22:198–207, doi:http://dx.doi.org/10.1080/
10903127.2017.1356412.
Nakstad E, Staer-Jensen H, Lundqvist C, et al. The challenging
prognostication in comatose cardiac arrest patients - results from the
Norwegian cardiorespiratory arrest study (NORCAST). Circulation
2017;136:e448–67.

Downloaded for Anonymous User (n/a) at Newark Beth Israel Medical Center - JCon from ClinicalKey.com by Elsevier on January 31, 2019.
For personal use only. No other uses without permission. Copyright ©2019. Elsevier Inc. All rights reserved.

