Relationship between favorable neurological outcome and time interval from
collapse to return of spontaneous circulation in patients treated with hypothermia
after Ventricular Fibrillation Arrest Out of Hospital.: J-PULSE-Hypo

Background

For protection of the brain and other organs, hypothermia is a helpful therapeutic
approach in patients who remain comatose after return of spontaneous circulation
(ROSC). However, optimal time window for therapeutic hypothermia have not been
determined. We investigated the relationship between neurological benefits and time
interval from collapse to ROSC in patients treated with hypothermia after Ventricular
Fibrillation (VF). |

Methods :

The J-PULSE-Hypo was conducted a multicenter observational registry to investigate
the effects of therapeutic hypothermia. In this study, we investigated the relationship

between neurological outcome at hospital discharge and time intervals from collapse to

ROSC.

Results

Of the 452 unconscious adult patients treated with therapeutic hypothermia, 435 who
were cooled to 32°C to 34°C were included; 341 were VF arrest (VF group) and 94
were non-VF arrest (non-VF group). The VF group had a higher frequency of favorable
neurological outcome than the non-VF group (65% vs. 32%, p<0.0001). The favorable
neurological outcome of VF group decreased in stepwise fashion across the increasing
quartiles of the collapse-to-ROSC interval. The collapse-to-ROSC interval cutoff value
of 28.5 min had an accuracy of 71% for identification of a favorable neurological
outcome. A frequency of favorable neurological outcome was 80% in patients who
achieved ROSC within 28.5 minutes after VF cardiac arrest.

Conclusions ‘

In patients undergoing mild hypothermia after ROSC, time interval from collapse to
ROSC was an independent predictor for a favorable neurological outcome. Further
research is needed in patients with prolonged CPR of 28.5 min or longer.
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The Impact of Bystander CPR on Defibrillation-Survival curve in Out-of-hospital
Cardiac Arrest From All-Japan Utstein Registry Data

Naohiro Yonemoto!; Hiroyuki Yokoyamaz?; Ken Nagao3; Takeshi Kimura4; Hiroshi
Nonogi?; JCS-ReSS group

[Background] The study objective was the effect of time to chain of survival from
out-of-hospital cardiac arrest. Several studies had the effects of them on survival from
sudden cardiac arrest. These studies were estimated from medium\sample size before
guideline 2005.

[Method] We used All-Japan Utstein Registry of the Fire and Disaster Management
Agency with a prospective, population based, involving consecutive patients with an
out-of cardiac arrest with witness with layperson, over 18 years, from April 1, 2006 to
December 31 2009. The primary outcome measure was‘survival and good neurological
outcome; CPC 1 or 2. We evaluated the effect and described the relationship of intervals

from collapse to defibrillator with or without bystander CPR for the outcome.

[Results] 19993 adults were in.cloded in the analysis. The medium time to bystander CPR
was 2 minutes. The medium time to defibrillation was 12 minutes (Figure). Adjusted
odds ratio of the average effect of interval from collapse to bystander CPR per a minute
was 1.09 and 95% Confidence Intervals (CI) 1.07 to 1.11. Adjusted odds ratio of the
average effect of interval from collapse to defibrillator with bystander CPR per a minute
was 1.11 and 95%CI 1.10 to 1.12. Adjusted odds ratio of the average effect of interval
from collapse to defibrillator without bystander CPR per a minute was 1.12 and 95%Cl
1.11 to 1.14. The effect of time to defibrillator with bystander CPR was better outcome
than the effect of time to defibrillator without bystander CPR. '

[Conclusions] Proportion of survival with good neurological outcome cardiac arrest
differéntly decreased with time that defibrillation with or without bystander CPR was
delayed. Bystander CPR before defibrillation showed better neurological outcome and
gained about 5 minutes to obtain the same proportion of the survival without bystander
CPR. Our results suggest‘the effect of times to the chain of survival from nationwide

large population data.
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Influence of Age Differences for Collapse-to--Defibrillator Time on Survival in

Out-of Hospital Cardiac Arrest from All-Japan Utstein Registry Data

Naohiro Yonemoto'; Hiroyuki Yokoyamaz; Ken Nagao?; Takeshi Kimura#; Hiroshi

Nonogi2; JCS-ReSS group

[Background] The study investigated influence of age differences for
collapse—deﬁbrillator time on survival in out-of hospital cardiac arrest. Several studies
had the effects of age on survival from out-of hospital cardiac arrest, however those

were for medium sample size.

[Method] We used All-Japan Utstein Registry of the Fire and Disaster Management
Agency with a prospective, population based, involving consecutive patients with an
out-of cardiac arrest with witness with Iaypérson, fror;1 16 to 89 years (young adult:
16-39 age, middle: 40-64 age, older: 65-89 age) and from April 1, 2006 to December
31 2009. The primary outcome measure was survival and good neurological outcome
CPC 1 or 2. We evaluated the effect of collapse-defibrillator time fok‘ the outcome in

logistic regression by age group.

‘[Result's] 1329 were young adults, 7400 were middles and 1 0311 5 were at older in the
analysis. Odds ratio of the average effect of the time per five minutes by defibrillator was
1.53 and 95% confidence intervals (Cl) 1.36 to 1.73,p<.0001 at youhg adult, 1.61 and
95%Cl: 1.53 to 1.71, p<.0001 at middle, 1.77 and 95%Cl: 1:67 to 1.87, p<.0001 at older
(figure). '

[Conclusioh] Our results suggest that the effect of the times by defibrillator has age

differences. Elderly person need more to improve the delay of defibrillator.
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Nationwide Epidemiology and Outcomes from Paediatric Out-of-hospital Cardiac Arrest in Japan; from JCS-ReSS
Research Group

Author Block: Naoki Shimizu, Tokyo Metropolitan Children's Medical Ctr, Tokyo, Japan; Kunio Ohta, Kanazawa
university, Kanazawa, Japan; Masahiko Nitta, Osaka Medical Colledge, Osaka, Japan; Naohiro Yonemoto, Natl Ctr of
Neurology and Psychiatry, Tokyo, Japan; Hiroshi Nonogi, Natl Cerebral and Cardiovascular Ctr, Osaka, Japan; Ken
Nagao, Nihon Univ, Tokyo, Japan; Takeshi Kimura, Kyoto Univ, Kyoto, Japan; JCS-ReSS Research Group

Abstract: Background: Though Resuscitation Outcomes Consortium (ROC) reported large volume epidemiology from
US and Canada in 2009, data for paediatric cardiac arrest is still scant. Nationwide, prospective, population-based,
observational larger study has done in Japan. We reported epidemiology and outcomes from paediatric out-of-hospital
cardiac arrest (OHCA) in Japan with comparison to ROC study.

Methods: Nationwide OHCA registration performed from 2005 to 2009, and gathered 547,218 cases. We enrolled
11,322 children aged less than 20 years, and were stratified into 3 age groups as same as ROC study [infants (<1 y, n
4,006), children (1-11 y, n 3,372), adolescents (12-19 y, n 3,844)]. Initial cardiac rhythms (VF/VT versus Asys/PEA),
pre-hospital intervention done by emergency medical teams (EMT), and outcomes were analyzed.

Results: The incidence of paediatric OHCA in Japan was 9.81 per 100,000 person-years (74.32 in infants 5.46 in
children, 8.17 in adolescents), versus 8.04 in ROC. Good neurological outcome (CPC 1 or 2) for all paediatric OHCA
was 5.4% (2.9% for infants, 7.5% for children, 6.2% adolescents) versus 6.4% survival to hospital discharge in ROC.
In VF/VT group showed similar trends to ROC, but in Asys/PEA group, good neurological outcome was only 1.1%
versus 5% in ROC (p <0.005). Analysis of EMT intervention showed defibrillation performed in 85% for adolescents,
but only 59% for children and 48% in infants despite indicated. Implementation ratio of other procedure for children
was 20% for advanced airway (73% in ROC), 1.7% for resuscitation drug therapy (30% in ROC), 7.1% for IV line
(42% in ROC), none for 10 line (38% in ROC) in Japan.

Conclusion: This study demonstrates that the incidence of paediatric OHCA and outcome of VF/VT group are similar to
previously reported epidemiology from North America. Asys/PEA group showed significantly worse outcome in Japan.

It may relates to the low implementation ratio of pre-hospital intervention by EMT for children in Japan. L
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Accessibility of emergency medical systems affects cardiovascular mortality in nationwide
survey '

Objective: Emergency cardiovascular cares for patients with acute cardiac disease are
necessary to make better prognosis,'especially for acute myocardial infarction. To imprové
the tinde to treatment, the emergency medical systems (EMS) and the cardiovascular
emergency hospitals cover whole areas in Japan with universal coverage of medical
insurance. We examined the influences of accessibility of EMS on cardiovascular mortality
in Japan (population: 128 million, area: 378*10°%km?).

Methods: We specified the cardiovascular emergency hospitals to be possible to treat acute
myocardial infarction with the reperfdsidn therapies. Average ambulance transfer time to
hospital was assumed to be measured by electric map as the time from public office to the
nearest hospital in each city. Mortality was calculated by national census of year 2005 and
the data of demographic death specified by ICD-10. Standardized Mortality Ratio (SMRY) for
cardiovascular was adjusted by age and gender. The influences of transfer time, number of
emérgéncy hospitals in each city, and percent of habitable area on log SMR were
determined by linear regression weighted by number of death.

Results: There were 1875 cities and 1998 cardiovascular emergency hospitals in Japan.
Time to the hospital was 13(1-252) minutes, percent of habitable area was 0.45(0.02-1.00),
and SMR was 1.02(0-2.48) [median (range)]. Longer transfer time, less emergency
hospitals, and lower percent 6f habitable area increased SMR (Table1). High risk category
with no emergency hospital, time >=30min, and habitable area <50% were much distributed
on mountainous areas and peninsulas. h

Conclusion: Cardiovascular mortality increased according to the inaccessibility to EMS
combined transfer time, existence of cardiovascular emergency hospital, and geographical
livability. These variations should be taken account to make EMS more effectively such as
mobile telemedicine system with direct transmission of 12-lead ECG.

Table1. Effects of categorized characteristics of cities on SMR
Emergency hospital Time habitable area % | N of cities Median SMR | SMR ratio 95% C.I.

No >= 30min <50% 454 1.10 1.18 1.14-1.21
No >= 30min >=50% 47 1.12 1.18 1.09-1.27
No <30 min <50% 256 1.10 1.16 1.12-1.20
No <30 min >=50% 317 1.02 1.05 1.02-1.08
Yes < 30 min <50% 323 1.03 1.04 1.03-1.06
Yes <30 min >= 50% 468 0.96 1 -

No: No cardiovascular emergency hospital in the city, Yes: 1 to 20
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Effect of Cardiopulmonary Resuscitation Training on Favorable Neurological Outcome for In-hospital Cardiac Arrest
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Abstract:

Background:

Many training courses for CPR have been performed to medical personnel but few data have been reported those effect.

Method:

From 2008 to 2009, during 24 month, 491 patients were registered in the Japanese Registry of CPR for In-hospital Cardiac Arrest
(J-RCPR). In this study, 445 patients treated by the first responder received the CPR training (Group T n=357) and non-trained first
responder (group n-T n=88) were analyzed. We evaluated the ratio of return of spontaneous circulation (ROSC) and good neurological
function at discharge (CPC1 or 2 in Glasgow-Pittsburgh cerebral performance category) in each groups. We also analyzed each indexes
by initial rhythm was VF/VT arrest (n=122) and PEA/Asystole (n=316).

Result: The ratio of ROSC, good neurological performance were 65.8%, 21.1% in group T, and 59.1,10.3% in group n-T (In good CPC
p<0.05). In VF/VT, the ratio were 80.2%, 45.5% in group T, and 74.2%,15.4% in group n-T (In good CPC p<0.01). In PEA/Asystole, the
ratio were 60.8%, 12.5% in group T, and 50.0%, 5.9% in group n-T.

Conclusion: In-hospital cardiac arrest treated by the first responder with the CPR training is significantly associated with higher rate of

The Ratioc ROSC and Good Neurological Function at Discharge
%) 90 ‘i @ Group-T i Groupn-T ns
80 - —
70 < ns
80 -
50 - P<0.01
40
30 -
20
10
o - -
ROSC CPC1-2 ROSC CPC1-2
Treated by the first responder | | Initial rhythm was VF/VT
445 patients 122 patients
favorable neurological outcome, especially in VF/NVT
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International Comparison of Paediatric In-hospital Cardiac Arrest - Impact of Critical Care Settings for Hospital Safety
and Outcome; from The Japanese Registry of CPR for In-hospital Cardiac Arrest (J-RCPR)

Author Block: Sasa Kurosawa, Naoki Shimizu, Tokyo Metropolitan Children's Medical Ctr, Tokyo, Japan; Jun Honma,
Chiba Univ, Chiba, Japan; Seishiro Marukawa, Iseikai Hosp, Osaka, Japan; Naohiro Yonemoto, Natl Ctr of Neurology
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Abstract: Background: Number of paediatric intensive care unit (PICU) is scant in Japan (only 1 PICU bed available for
more than 80,000 children). It may affect hospital safety issue relating to the paediatric in-hospital cardiac arrest
(IHCA). We investigated the epidemiology of IHCA including location of events from domestic IHCA registration and
performed international comparison.

Methods: Japanese Registry of Cardiopulmonary Resuscitation (J-RCPR) was established to accumulate events of
IHCA. J-RCPR registered 491 adult events in 12 general hospitals, and 156 paediatric events in 4 children’s hospitals
from 2002 to 2009. Event location, etiology, and brognosis were analyzed. J-RCPR data was compared between
children and adults. National paediatric data was compared to those from National Registry of Cardiopulmonary
Resuscitation (NRCPR).

Results; From J-RCPR data, bradycardia was the most common first documented rhythm in children (36%, n=56).
Major cause of adult CPA was arrhythmia (31%, n=150), whereas in children the main causes were hypotension (47%,
n=73), acute respiratory insufficiency (28%, n=44). In children, over all ROSC was achieved to 56% (n=88) in J-RCPR
versus 52% (n=459) in NRCPR. Paediatric survival to hospital discharge was 26% (n=41) in J-RCPR versus 27%
(n=236) in NRCPR. J-RCPR showed 48% (n=75) paediatric events occurred in PICU versus 65% (n=570) in NRCPR,
and up to 27% (n=40) paediatric events occurred in general ward in Japan versus only 14% (n=123) in NRCPR
(p<0.05). Survival to hospital discharge was achieved in 27% (n=20) cases arrested in PICU versus 25% (n=10) cases
arrested in general ward from J-RCPR data.

Conclusion: International comparison in paediatric IHCA showed similar tendency except for the event location. J-
RCPR showed significantly low IHCA prevalence in PICU and high prevalence in general ward, which indicates poor
compliance of preventive PICU admission before cardiac arrest in children with respiratory failure and shock. Although
it didn’t show statistical difference of outcome, it revealed poor hospital safety in Japanese children’s hospital. It might
be led by the difference of intensive care circumstances between Japan and North America, and by poor number of
PICU beds in Japan, which needs to be corrected.
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Honma: None. S. Marukawa: None. N. Yonemoto: None. H. Yokoyama: None. H. Nonogi: None.
Category (Complete): Cardiac Arrest
Keyword (Complete): Epidemiology ; Children ; Systems of care
Presentation Preference (Complete). &nbspOral or Poster
Additional Info (Complete):
. G. Other (Please Specify)
if other, please indicate
. research group
: No
*Disclosure: There are no unlabeled/unapproved uses of drugs or products.

http:/ /www.abstractsonline.com/submit/SubmitPrinterFriendlyVe...9%7D&MKey=%7BFA4 2FAFA%2D40B7%2 D4 2EE%2DA779%2D1A1AFIDAGECE%7D

-178 -



-179-



-180—



S

AW




BHEZ - 3l HUOREEREDABC 4 (GIR)

SHLRESE  YGETE 2R
BATE 8 E

RPN AFIZEREE LR A E Y VA T
B & K =

-181-



A MERORKERIZAELSEE (AMD ThY), ZORCHEIENTORTEZ
FHo TS, 20720, SEOT 5 —H AIREFPOARE TCOTLRAE I VICH 5.
ST FRMAMROHEE (STEMD O#EIMEEH, i b bR b FHETRERT £ T
%, oBHELAICT 5 EAEETHL. T0OLDICE, HEK EMS) BEN, SV
— VIR TR 90 AN E T AL, EMS I2& % 12 FELBEROEE FRIMEED T A1
K54 v caiEEh, SErEkEE OBEIC X ) IBEE CICRHERI RSN TYS

HBHAEICBIT B 3 KFERIZ, BEEE, @#M,W$¢f%%ﬁ,
BE2RBIIMEBREBEBRTAIT 2 LERER L BIRATHY, £
DR, BWINEEIENT 5 L EHFOTRESLHSERES LR
B ThDH. FREHAEROAENZD DL LTELLHHEE
(AMD 2ZF 5N 5%, BFE 30 FRICHERBRER EOEAICE
DERPNBTERIFEERE 2, 5% RIBERoTE&. LL, EF
EbKETHOHEE MD ORTORBITRIETH B, L
o T, WBOREBEY AT LOBLELZED, BERERSERD 7 + —
H AN ED B T EDMLMETH 5.

AMI 2 X 2 AHRR EXFEEMETS9 2T, E&E%%ﬁap
LOBEETH L. BREFONEDORIMMEIERERS N, EERRY
WHEBOBKTHGT L2004 Fo4 VIMER SN2, Z Ok
R, BOOKHEORBHOLZMICERATY Y &4 YHEKEIFITh
Twa, 7Y ¥4 UBRICXB0MEIEE W, TIREPMMTE 2V,

-182-



FUSHS 7wy, B CHERE SN L LBOBMI 28 0=k ] & &%
Eh, LEMHEENTEZ DO LIELEECHT SN, BERIAHZ
BEIIERAZINICESE, LEEERDNL TS, ZOBHHED
Ay M, ERIEBEITEEE 2528, REBABDDPD T L A%
Fonsd., BPEIICBWTORBEFRLERFTECTY vV 7 4 VBEIBA
AN, FOREIHAISEEEIN TS, 2OREL ZITLET —
EBSFDVRE SN, £ 10 AHEORIMELREFIC X ) HHREAHE
BOF—5—R=2ERY, ZOBNKT—5 2 50MAINER 2B
TwaY, EHzHEIl TREROEVWAREET — ¥ B&F MBIz C
Cid, MANCIFELI L TH A, EEMICTHMOEVHE G
i, MRICX 2 e RN ERMEIZ (AED) OEFHL IS
niz. SHBHEBNLERFBICIY, NNORBERAEH O FIELIC
MEMSEDNDZ EHEIF S B9,

T I A VEBEFETIE, MELEORRREEBIIAHTH 5700, ik
S MBI X VA ST LR NEFRORBEMBREIZLY, 20
BERZHRE L. WEMEELE 593 Bl 34% 75 AMI TRETH
D, ZofoLEE BRIBEOHEE, TEEERE, SR
IR, OFRE, FPIERE, BRWEGESE, LF VRF—FHE&EhD) &8
18 %, KENIRIEHLZ L 2ERBIRFEE L LOKBIRKFE 12%, < d
T 14 %, Toft (BENFRAE, WER, 71a—VHE,
HACE D, BRER, PAKRRLRLY) 22% Tholz. ZOH
£, LEMR 52% THY, FTBMMELKOEREL &GRS
REMN 8% LEETHLIEPHHALL. ThTHLRERS2T
EiE, MARCABOA2ICLA.MELE LS NEN DS b, ¥
s AMI Tho7/zmThb.

o s

LEETEEDD 2 MAFREILEMEITH - 726l DRy & R4
BIf (M&ER) PHIELEMLTn5Y. COBERIZ, HROLM
frAE (CPR) FEMEEOHI & B & MM FiE T CORMEMHET
HhH, TOHRT, WEEBDAD CPR EMfAHALTWASEZ L I%E
RBICEE LTV ATREND S, Fhid, BEZICL2WETE
(D~ y =) OATHELE CPR LR%Y, HHVIFL VR

- 183 -



O A TETCWBIEPHLO P Lo TH 5.
ZOWERZIF, 2007 F£121E, AHA 7 hands-only CPR & LT,
BADZROLEIR I L TiX, ATFFRSTEZWHEIEWEE
HOHRO CPR 2E1E LY. 85612, XRELEHS (AHA) &
2010 EH A4 P4 VHETICB VT, EERFEEKZERS (ILCOR)
OEIE? %517, CPR D7 NVITYXL%EA, B, C26C, A, BEE
B9, Zhid, CPR #% 1960 4FICHELLT2*H 50 £5) ORE
BRWETEE 2 L. TNETO CPR I, REOERE (A), OFODOA
THE (B), WELE~y¥—Y (C), BRUKRME (D) DMEE
Tfbh, Whwh ABC £ LTEZLNTWzD%, HPEDIPLD
F—FHbEICHEEEOEERE S 5ICE®, CAB OJRICEEL
7z, BAENCBWTYH, ILCOR #iE% 21, BABERZES (RO
PREEERBICEEOTA FI4 v EEELRY.
A JRC 4 K4 VBT BERRETEAL ¥ M2 BT 5.
A OBEBEICBWTRIOY ¥ 7 E UMELOFET & L.
CEOBVEEASGIFRECTRIEETHAL Z LIINEREY & L
7z.
CRIERARLNT, HRE L TWARWEREICE, $TEEEEDND
DHEREZ BIET 52 &I L7,
C R TAH IR ERICATIFRAMZ 245, CT&2VWHE3mE
FEHOARZITHIZ 2 I E T LITHEFAL .
SRR OERYZEBIIMAT, NEXWEERIC LIZo 2ERHO
FEEHETHOLI0LY, TROSHBETHOT 2 L2 HIEL
7.
CTRPELEOD B, FICEREBICEWTT ) BaICow T,
RARIEE I ERRAEROEPIRRICERZ ST,
- EMEREREBEICO W ORRITEGERH] & BR Y A 7 & OE#EZ B
FTHIEICEY, BEIOHERTI CORMEEMIRETHSZ
ERTEFA L2,
CRERERBROLETASESIAMOBRRERLOOBELIEET S
72012, “FRERLE" OELZHFHITKRIT .

-184 -



=1

ST ERASBMUEHRE (STEM) REIZZOME ™ X ) 5IHNE)

AHAH(FITY

- REPS5H 15 8 ﬁum

mﬁ%ﬁﬁﬁg lBS'EiJ‘b 30 ’J}Llrkl

Mo EEM

— EMS : 12 SF- DT,
g [ ’—_-J/_\ —! STEMI D%,
T | EEREEAO TV

NTG1E , o
'f%%{fﬁ%ﬁ%p,%§%95

e AR5 90 ALK PO ORSE
: : _ POIVEBELERELYT Y
\ -t %Em%ﬁ zﬁﬁum R R
é’%rﬁm fi—*rFEileO)/é‘#?r‘-‘;ﬁﬁA@,\x .
%fhb‘bﬁg\ﬂ%%i’(% 2ﬂ-*rFEiqut'm tﬁg*ﬁit&%

EMS zﬁ%ﬁ%ﬁ NTG nmmw /;Q"Pca w&mmﬁjmwy—'«/za/ .

S

e

BEF A XOM/NEFHROEELZ BIIC, AHA / KELEBRES
(ACC) #'4 ¥4 vEEICHB X HIT, REBIMMEFEE 2 B LA,
TbbREY S FERBEERITE Tk 2 BEUMICT A2 EHFEE
THs (F1)P. 20702, 119 FEREATRTHY, H&
B (EMS) F&E2 OMEHFEERKEE T (EMS-to-drug FH) 30 4
P, 5wt EMS 2256750 — VLR E T (EMS-to-balloon i)
90 LN EIE SN B9, 4EO 2010 £ ILCOR BiEFICBVWTH Y
AT ADEEL LT, BEPOBERE TORBEMES) 2bh?,
JRC 74 R4 V2B THRBROEIEI R Sh /e,

EMS 7% 12 FHELERZEET 20T 55212k, ST LHM

SYOEE (STEMD OE#HZFBMNICRENTERS v 7 -
va v (PCD) PHRELRMHEN%ES LT, HBEEERTIC, EME
EOEBICLY, BEEAT T IVREZIMAT A LML 2 5.

—-185—



2 2 %'I?E'L,\’éﬂ%ﬁ (AMI) Fse 0)1?1%& (k™ & V)?I}iﬁ&}i)

R okl azn
N HEE D N

 door-to-balloon BSF

‘  EMS-to- balloo IR
| RERSERETORR éz a?fﬁﬁuw £737:8, door-to-balloon I 5

. REBOMG, BRFICHA TOERE
1) BHSS%2ERT 5720121 119 FBHROIAATRTH S
BEORNBEHMEERT AL, 119 FaHEAHETLIZ L2 HE
POBETLLENDD.
2) BEOEY X7 BEBRET 2 EEE T 5 PE LEES~
ZHRD LR OTRRBSFEERIE, PP DTENEETSL LR
o 119 FREPEETHHZ L E, HEPLBENEEL THL
TENEETHDY.
3) AHA/ACC 74 Fo 4 Vs
MI HgEDbRBEFICIE, = baZUE) YERELTHIIE L8
ETFL, 50 THELEVEESCEMTA2HEI01F, 119 FEHT S
ZEpEEENTVS (K2). — i, HBEORS ZFHZHIR
THEREN L ENT VA, FAZH#ETLZEBRIIOVT, HRIC
G0 R T VIR (BEYA V) REETILENH LY.
2. Be4h 12 FELERER
1) BEREENTREZEMBENSHOENLZSMETH VAT A
ASLFE
2) FERO 12 FELENOEH
BRI L VEE T TIC STEMI OB EASaE L &2 527,

-186—



door-to-drug BEMA 10 47, PCIL 2375 door-to-balloon H¢fE
15~ 20 HEMT A LMESN. ThEZEOFRICL Y, FE
WZHh T =T VIREEPHERSNIEEIHEON5.
3) ENANT VAT 4V Y DIEH

Fax T 12 FEZHEMEET 5 HER, HeLick 282 0OH
THET S EDVHIRTH 5205, 4B OBEROBEHZHLEREAM 2
ERLZZ, ENAVTULAT A Y OFREIBE SN LEL LN
Z)ZO)ZI).

- 187 -



—188—



Report From the Japanese Registry of CPR
for In-Hospital Cardiac Arrest (J-RCPR)

Hiroyuki Yokoyama, MD; Naohiro Yonemoto, PhD; Kazuya Yonezawa, MD; Jun Fuse, MD;
Naoki Shimizu, MD; Toshimasa Hayashi, MD; Teppei Tsuji, MD; Kei Yoshikawa, MD;
Hiroya Wakamatsu, MD; Nozomu Otani, MD; Satoru Sakuragi, MD; Masahiko Fukusaki, MD;
Hideki Tanaka, MD; Hiroshi Nonogi, MD; the J-RCPR Investigators

Circulation Journal
Vol.75 No.4 April 2011
(Pages 815-822)

—189 -




Circulation Journal
Official Journal of the Japanese Circulation Society
http: //www.j-circ.or.jp

LATE BREAKING CLINICAL TRIAL (JCS 2011)

Report From the Japanese Registry of CPR
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Background: In-hospital cardiopulmonary arrest (CPA) is an important issue, but data in Japan are limited.

Methods and Resulis: To investigate in-hospital CPA, we conducted a prospective multicenter observational
registry of in-hospital CPA and resuscitation in Japan (J-RCPR). During January 2008 to December 2009, patients
were registered from 12 participating hospitals. All patients, visitors and employees within the facility campus who
experience a cardiopulmonary resuscitation event defined as either a pulseless or a pulse with inadequate per-
fusion requiring chest compressions and/or defibrillation of ventricular fibrillation (VF) or pulseless ventricular
tachycardia (VT) were registered. Data were coliected in 6 major categories of variables: facility data, patient
demographic data, pre-event data, event data, outcome data, and quality improvement data. Data for 491 adults
were analyzed. The prevalence of pulseless VT/VF as first documented rhythm was 28.1%, asystole was 29.5%
and pulseless electrical activity was 41.1%. Immediate causes of event were arrhythmia 30.6%, acute respiratory
insufficiency 26.7%, and hypotension 15.7%. Return of spontaneous circulation was 64.7%; the proportion of
survival 24 h after CPA was 49.8%, the proportion of survival to hospital discharge was 27.8% and proportion of
favorable neurological outcome at 30 days was 21.4%.

Conclusions: This is the first report of the registry for in-hospital CPA in Japan and shows that the registry
provides important observational data. (Circ J 2011; 75: 815-822)

Key Words: Favorable neurological outcome; In-hospital cardiac arrest; Multicenter registry

cardiac arrest has accumulated, which has enabled the

establishment of evidence-based guidelines. According-
ly, appropriate evidence-based measures and educational
training methods have been developed for out-of-hospital
cardiac arrest, thus improving the resuscitation and rehabili-
tation rates of affected patients.!? On the other hand, there
are not yet sufficient findings on in-hospital cardiac arrest that
occurs in hospitalized patients, outpatients visiting a hospi-
tal, or hospital visitors.3 In recent years, multicenter registry
studies have been started in Europe and the United States to

I n recent years, the scientific evidence of out-of-hospital

collect data on in-hospital cardiac arrest.*$ A large-scale reg-
istry, the National Registry of Cardiopulmonary Resuscitation
(NRCPR), was started in the United States in 2000, spon-
sored by the American Heart Association.”® However, the
circumstances and management of in-hospital cardiac arrest
are greatly affected by the medical and healthcare systems in
each country, and therefore in Japan it is necessary to accu-
rately understand the present domestic situation in order to
plan appropriate control measures. Here, we report on a mul-
ticenter prospective registry study (the Japanese Registry of
CardioPulmonary Resuscitation [J-RCPR]) created to collect
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