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Out-of-hospital cardiac arrest (OHCA) is a major
public health problem. The European Parliament
itself pointed this out in a declaration in June
2012.' In that document, the institution called for
measures to make effective resuscitation avail-
able to all European citizens, such as launching
programs to train people in basic life support, im-
proving access to prompt defibrillation, the adjust-
ment of legislation to facilitate resuscitation and
defibrillation by nonmedical persons, and “sys-
tematic data collection for feedback and quality
management in every program.”

Not only political but also key scientific insti-
tutions which are involved in research and pos-
sess knowledge of cardiac arrest have recognized
the need to establish registries as the first step to
improve survival in patients with OHCA.>* Only
the area which is known, analyzed, and facilitates
the evaluation of possible interventions over time
can be improved. Case registries are key tools
for the continuous improvement of care quality.

In this issue of Kardiologia Polska (Kardiol Pol,
Polish Heart Journal), Nadolny et al® presented
excellent news regarding OHCA, which is of im-
portance to both patients and scientists. Before
this publication, recent data on OHCA in Poland
came from 2 initiatives of the EuReCa (European
Registry of Cardiac Arrest) project: the 1-month
EuReCa ONE and the 3-month EuReCa TWO
studies.®’ However, they provided only partial
data based on a relatively small proportion of
the country’s population.

With 1-year data from all over the country and
more than 26 700 cases included, the step taken
by the Polish OHCA registry is of paramount im-
portance. It contributes to a relevant flow of in-
formation and represents a starting point for
further detailed analysis. Besides, the results
shown by Nadolny et al® are also encouraging.

EDITORIAL The POL-OHCA registry

With a high number of attempts at resuscita-
tion per 100000 inhabitants, just over a third
of the patients treated could reach the hospital,
with a small percentage of cases of ongoing resus-
citation, hardly 1%. Moreover, these results did
not show significant variability among the prov-
inces. Apart from that, considering the percent-
age of initial defibrillable rhythms, which is
slightly above 20% and similar to the Europe-
an average,%’ the general impression of the pre-
hospital care for patients with OHCA in Poland
is fairly positive.

Despite these advantages, as the authors
highlighted in the comment on the limitations
of the registry, lack of some data makes in-depth
analysis difficult. In this aspect, there are 2 im-
portant issues that require effort on the part
of those responsible for the registry.

The first task is to check whether the inclusion
criteria of the registry work properly. The inclu-
sion criteria, that is, the status of a patient treat-
ed with defibrillation and/ or at least 1 dose of
epinephrine, 1 mg, by the emergency medical ser-
vice ambulance staff, may exclude patients from
the registry in whom resuscitation would present
problems with meeting either of the 2 criteria. If
these criteria are not checked with diagnoses es-
tablished by emergency teams, errors can occur,
particularly in the case of inclusion based on epi-
nephrine use. This is an essential issue that affects
all OHCA registries. It is well known that the in-
clusion of all consecutive patients requires signif-
icant and constant effort over time. Even the reg-
istries which have been operated for many years
and significantly contributed to scientific endeav-
ors deal with this difficulty and disparate results
are noted while performing specific quality as-
sessment. In general, the nonincluded cases tend
to show worse outcomes.®
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Second, it would be highly desirable to match
the variables and definitions as stipulated in
the Utstein form. This is necessary to analyze,
compare, and understand not only the data
obtained but also trends and consequences of
possible interventions and strategies adopt-
ed in the treatment of OHCA at different lev-
els of healthcare.

This should apply at least to the variables con-
sidered to be the core of the Utstein form. First,
the variables related to critical actions prior to
the arrival of an emergency team at the scene
need to be dealt with. These actions have a very
important influence on outcomes and have dem-
onstrated their effectiveness over time, particu-
larly when national strategies have been adopt-
ed to spread their application.’ Of note, not all
links have the same impact on patient progno-
sis."’ The recognition of priorities in the dispatch
center is a very intriguing issue related to this ini-
tial phase of care. The distinction between prior-
ities can offer the possibility to detect a potential
OHCA situation, which is more important than
the different response times, 60 seconds for C-1
interventions versus 120 seconds for C-2. Thus, it
would be useful to categorize the C-2 priorities by
processes, with questionnaires designed to iden-
tify breathing difficulty, the main determinant
of possible errors in the detection of OHCA." It
is of paramount importance to identify agonal
breathing or gasping during the call, which of-
ten precedes cardiac arrest by a very short time.
There is strong evidence that prompt initiation
of resuscitation during the gasping phase is as-
sociated with increased survival.” In the chain
of survival, dispatch centers should play a pro-
active role in identifying and achieving the im-
mediate initiation of resuscitation by witnesses.

Second, it would be valuable to determine pa-
tients’ final outcomes in terms of survival at hos-
pital discharge or at 1 month. Ideally, includ-
ing patients’ neurologic status. It should be em-
phasized that without survival data we can only
evaluate part of the process, not the final health-
-centered outcomes. Without such hospital data,
the last link in the chain of survival, which is
closely associated with the final outcome, is there-
fore omitted in the analysis. For instance, both
percutaneous coronary intervention in OHCA
caused by ST-segment elevation myocardial in-
farction and hypothermia have demonstrated
a profound influence on survival with good neu-
rologic status.”'* Moreover, there are conflict-
ing data on the impact of the characteristics of
the destination hospital on patient survival.”®
This is a crucial factor in understanding possible
variability among regions, which can even help
to select the most suitable hospital in particular
areas where more than 1 center can be chosen.

In spite of these limitations, the authors of
the POL-OHCA registry have come up with
their own, very interesting and even enviable,
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conditions. Establishing a common emergency
research system for the whole country, the Com-
mand Support System, and cooperation between
institutions, the Polish Ministry of Health and
the National Center for Monitoring Emergen-
cy Medicine, are 2 fundamental conditions for
the feasibility and continuity of a difficult project,
an OHCA registry that provides data on a pop-
ulation of 38 million inhabitants. No doubt, ex-
cellent news.
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