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Abstract 

Aim To investigate the association between consciousness status at hospital arrival and long-

term outcomes in out-of-hospital cardiac arrest (OHCA) patients. 

Methods OHCAs between 18-100 years of age were identified from the Danish Cardiac 

Arrest Registry during 2005-2014. Patients with return of spontaneous circulation (ROSC) or 

ongoing cardiopulmonary resuscitation (CPR) at hospital arrival were included. Thirty-day 

survival was evaluated using Kaplan-Meier estimates. Risk of anoxic brain damage or 

nursing home admission and return to work among 30-day survivors were evaluated using 

Aalen-Johansen estimates and cause-specific Cox regression.  

Results Upon hospital arrival of 13,953 OHCA patients, 776 (5.6%) had ROSC and were 

conscious (Glasgow Coma Score [GCS]>8), 5,205 (37.3%) had ROSC, but were comatose 

(GCS≤8), and 7,972 (57.1%) had ongoing CPR. Thirty-day survival according to status at 

hospital arrival among patients that were conscious, comatose, or had ongoing CPR was 

89.0% (95% confidence interval [CI] 86.8%-91.2%), 39.0% (95% CI 37.6%-40.3%), and 

1.2% (95% CI 1.0%-1.4%), respectively. Among 30-day survivors, 1-year risks of new onset 

anoxic brain damage or nursing home admission according to consciousness status were 

2.4% (95% CI 1.2%-3.6%), 12.9% (95% CI 11.4%-14.3%), and 19.4% (95% CI 11.3%-

27.4%), respectively. Among 30-day working-age survivors, more than 65% in each group 

returned to work within 5 years. 

Conclusion Consciousness status at hospital arrival was strongly associated with 30-day 

survival in OHCA patients. Among 30-day survivors, a minority was diagnosed with anoxic 
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brain damage or admitted to a nursing home and the majority returned to work independent 

of consciousness status at hospital arrival.  

Key words: OHCA, consciousness status, survival, anoxic brain damage, return to work 

 

Introduction 

Despite improvements in survival from out-of-hospital cardiac arrest (OHCA) during the past 

few decades, treatment of OHCA patients remains a challenge.[1–3] For the clinician who 

receives the resuscitated OHCA patients at the hospital, early prognostication is pivotal in 

order to prioritize intensive care resources, inform relatives and reduce futile resuscitation 

attempts. A few studies have identified level of consciousness at hospital arrival in OHCA 

patients to be an indicator of survival to discharge. However, these studies were hampered by 

relatively few observations and selected OHCA populations.[4–6]  

Another difficult task for the recipient physician is the identification of patients where 

resuscitation may be dis-continued due to futility. Certain pre-hospital emergency medical 

services (EMS) employ Basic Life Support (BLS) and/or Advanced Life Support (ALS) 

termination of resuscitation rules based on witnessed status, bystander cardiopulmonary 

resuscitation (CPR) and whether defibrillator shocks have been administered, but knowledge 

on their validity in OHCA patients upon hospital arrival does not exist.[7] 

We aimed to explore the association between consciousness status at hospital arrival 

(conscious, comatose, or with ongoing CPR) and 30-day survival as well as 1-year risk of 

anoxic brain damage or nursing home admission and return to work within 5 years in 30-day 

survivors. Additionally, we applied the BLS and ALS termination rules on patients with 

ongoing CPR at hospital arrival to identify patients with a minimal probability of survival.  

 

Methods 
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Study setting 

The Danish EMS system is a 2-tiered system simultaneously dispatching ambulances staffed 

with technicians or paramedics and mobile emergency care units with either a physician (an 

anaesthesiologist) or a paramedic in charge providing ALS following the European 

Resuscitation Council (ERC) guidelines. 

 

The Danish Cardiac Arrest Registry 

All OHCA patients in Denmark where resuscitation were initiated either by bystanders or 

EMS personnel have been consecutively included in The Danish Cardiac Arrest Registry 

since June 1st, 2001, excluding cases with obvious late signs of death.[1] Standardized 

international Utstein definitions were used to construct the data collection form and a recent 

multicenter study found OHCA incidences in European countries comparable to 

Denmark.[8,9] In this study we included information on consciousness status at hospital 

arrival according to the Glasgow Coma Score (GCS), which was included in the registry from 

2005 and in accordance to the definition used in a recent advisory statement from the ERC 

and the European Society of Intensive Care Medicine[10]: (conscious [GCS > 8]; comatose 

[GCS≤ 8]; ongoing CPR; or declared dead at hospital arrival).  

 

Other data sources  

A personal and permanent civil registration number issued to all Danish citizens at birth or 

upon immigration facilitates linkage between nationwide registries on an individual level. 

The Danish Patient Registry contains information on all diagnoses acquired from 

hospitalizations, contacts with the emergency rooms, and outpatient clinics. One primary 

diagnosis and when relevant several secondary diagnoses are recorded in accordance with the 

10th edition of the International Classification of Diseases (ICD-10). Diabetes was recognized 
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through redemption of any antidiabetic drug within 180 days before OHCA identified from 

the Danish Register of Medicinal Product Statistics in which records of all drug dispensations 

from pharmacies in Denmark have been recorded since 1995. Subsequently, based on 

selected comorbidities in the Charlson Comorbidity Index, we calculated a Charlson Score 

for each patient.[11] Anoxic brain damage was identified from the diagnosis code G93.1 as 

described in detail previously.[12]  

Information on sex, age and survival status is recorded in the Civil Personal Registration 

Registry, and causes of death in the Causes of Death Registry. 

Statistics Denmark has registered all nursing home admissions in Denmark since 1994 using 

validated methods to identify residents in all nursing home types and using street addresses 

and linkage to the Danish Civil Personal Registry to obtain personal address information.[13] 

The Danish National Labour Market Authority records information on employment status 

and social benefits on a weekly basis, which has been stored in a nationwide registry since 

1991. Patients were considered working if not receiving any social benefits (unemployment 

benefits, sickness benefits or early retirement pension), or if they were on state education 

grants, parental leave pay or on leave-of-absence in accordance with prior definitions and 

described in detail previously.[14,15] Lastly, level of income is recorded in Statistics 

Denmark every year. 

 

Study population 

All OHCA patients between 18-100 years of age during 2005-2014 were included. Patients 

declared dead before hospital arrival and patients with missing consciousness status were 

excluded (see Supplemental eTable 1 and eTable 2 for baseline characteristics). Finally, 

patients were categorized into three groups according to consciousness status at hospital 

arrival: conscious, comatose, or with ongoing CPR. Anoxic brain damage or nursing home 

Jo
ur

na
l P

re
-p

ro
of



 5 

admissions were evaluated in all 30-day survivors and return to work was evaluated in 30-

day survivors of working-age (18-65 years of age) working five weeks before arrest.  

 

Outcomes 

Primary outcome was 30-day survival and secondary outcomes were the composite endpoint 

of anoxic brain damage or nursing home admission within 1 year among 30-day survivors 

and return to work within 5 years in working-age 30-day survivors. Additionally, the validity 

of the Termination of Resuscitation rules (Table 1) in patients with ongoing CPR at hospital 

arrival was analysed. 

 

Statistics 

Survival probability within 30 days was summarized according to consciousness status at 

hospital arrival using the Kaplan-Meier estimator. The risk of anoxic brain damage or nursing 

home admission and return to work according to consciousness status at hospital arrival in 

30-days survivors were summarized using the Aalen-Johansen estimator ensuring that 

mortality was handled as a competing event.[12,15] Pre-hospital factors associated with 30-

day survival were evaluated by multivariable logistic regression separately for patients 

conscious, comatose or with ongoing CPR; and the same pre-hospital factors associated with 

rates of anoxic brain damage or nursing home admission were evaluated by cause-specific 

Cox regression. Interactions with sex, age and income groups were tested. Due to significant 

interactions between 30-day survival and sex and income groups in the multivariable logistic 

regression of 30-day survival in comatose patients, subanalyses separately for men and 

women and income groups were performed and shown in Supplemental Material. Missing 

data were handled by multiple imputations using the scmfcs package in R as previously done 

and described in detail.[12]  
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Data management and analyses were performed using SAS software version 9.4 (SAS 

institute Inc., NC, USA) and R version 3.4.1 (R Development Core Team).[16]  

 

Ethics 

This project was approved by The Danish Data Protection Agency (Ref.no. 2007-58-0015, 

local ref.no. GEH-2014-017, I-Suite.nr. 02735). Ethical approval is not required for 

retrospective registry studies in Denmark. 

 

Results 

Population selection is depicted in Supplemental eFigure 1. The final study population 

comprised 13,953 patients: 776 (5.6%) had ROSC and were conscious, 5,205 (37.3%) had 

ROSC, but were comatose, and 7,972 (57.1%) had ongoing CPR at hospital arrival, Table 2.  

 

Thirty-day survival  

Altogether 2,814 patients survived 30 days after OHCA. Thirty-day survival for patients 

conscious, comatose and with ongoing CPR was 89.0% (95% confidence interval [CI] 

86.8%-91.2%), 39.0% (95% CI 37.6%-40.3%), and 1.2% (95% CI 1.0%-1.4%), respectively, 

Figure 1. Including only patients where we know a physician was present in the pre-hospital 

setting and patients with shockable first rhythm and a pre-hospital physician produced similar 

results, Supplemental eFigure 2. 

 

Anoxic brain damage or nursing home admission  

Figure 2A illustrates the risks of new-onset anoxic brain damage or nursing home admission 

according to consciousness status at hospital arrival in 30-days survivors. The 1-year risk of 

anoxic brain damage or nursing home admission for patients conscious, comatose, and with 
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ongoing CPR was 2.4% (95% CI 1.2%-3.6%), 12.9% (95% CI 11.4%-14.3%), and 19.4% 

(95% CI 11.3%-27.4%), respectively.  

 

 

Return to work  

A total of 942 patients 18-65 years of age and working prior to OHCA survived 30 days, and 

788 of those returned to work: 209 (26.5%) were conscious, 554 (70.3%) were comatose, and 

25 (3.2%) had ongoing CPR at hospital arrival. The corresponding probabilities of return to 

work during the 5-year follow-up period were: 92.7% (95% CI 89.3%-96.2%), 82.1% (95% 

CI 79.1-85.0), and 66.7% (95% CI 51.4%-82.0%), respectively, Figure 2B.   

 

Pre-hospital factors associated with 30-day survival and anoxic brain damage or nursing 

home admission 

Figure 3 shows factors associated with 30-days survival in patients conscious, comatose or 

with ongoing CPR: shockable first rhythm was significantly associated with increased 

probability of 30-day survival, while a Charlson Comorbidity Index >0 was significantly 

associated with a decreased probability of 30-day survival in all three groups.  

Supplemental eFigure 3 depicts factors associated with anoxic brain damage or nursing home 

admission in comatose patients. There were too few events among conscious patients (n=16) 

and patients with ongoing CPR (n=18) to get conclusive results.  

 

Trends in consciousness status at hospital arrival and survival  

During 2005-2014, 30-day survival improved significantly among patients with ongoing CPR 

at hospital arrival from 0.4% (95% CI 0.2%-0.9%) to 2.9% (95% CI 1.7%-5.2%), p<0.001, 

while no significant improvement was found among patients conscious (p=0.68) and 
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comatose (p=0.92), Supplemental eFigure 4.  Supplemental eFigure 5 shows the distribution 

of consciousness status at hospital arrival per year: More patients were comatose, conscious 

or declared dead, while fewer patients had ongoing CPR in the later years. 

 

BLS/ALS termination rules 

Less than 0.06% survived 30 days when applying the BLS or ALS termination rules on 

patients with ongoing CPR at hospital arrival, respectively, Table 3. When we only included 

patients where we know a physician was present in the pre-hospital setting, less than 0.3% 

survived the first 30 days. 

 

Sensitivity analyses 

See Supplemental eFigure 6-9 for complete case analyses. The cumulative survival during 30 

days, risk of anoxic brain damage or admittance to a nursing home, and return to work were 

performed by 1) excluding EMS witnessed arrests and 2) including arrests of presumed 

cardiac cause only with unchanged results, Supplemental eFigure 10-12. Pre-hospital factors 

associated with 30-day survival according to sex and income group in comatose patients 

showed similar patterns, Supplemental eFigure 13-14. We tested the effect of time trends on 

pre-hospital factors associated with 30-day survival and anoxic brain damage or nursing 

home admission by adjusting for calendar years (2005-2009, 2010-2014) with unchanged 

results.  

 

Discussion 

This nationwide study of 17,186 OHCA patients arriving to hospital with ROSC or ongoing 

CPR had four major findings: 1. The vast majority of patients conscious at hospital arrival 

were alive 30 days after arrest, while less than half of patients comatose and very few of 
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patients with ongoing CPR at hospital arrival survived the first 30 days. 2. In 30-day 

survivors, patients conscious at hospital arrival had a very low risk of anoxic brain damage or 

nursing home admission within the following year, while less than one fifth of comatose 

patients and patients with ongoing CPR had anoxic brain damage or were admitted to a 

nursing home. 3. In working-age 30-day survivors, the majority returned to work irrespective 

of consciousness status at hospital arrival. 4. The BLS and ALS termination rules fairly 

accurately identified patients with ongoing CPR at hospital arrival where resuscitation was 

futile. Altogether, our findings indicate that even though 30-day survival is much poorer 

amongst comatose patients or patients with ongoing CPR at hospital arrival, those that do 

survive have a fairly good long-term prognosis with a relatively low burden of post-arrest 

neurological damage. 

 

Being conscious at admission to the hospital has been identified as an independent predictor 

of survival following OHCA.[5,17] In line with this, we found that being conscious at 

hospital arrival was associated with a very favourable prognosis with the greater part 

surviving the first 30 days with a good neurological recovery. Nonetheless, 30-day mortality 

was around 10%, which concurs with previous reporting.[4,17] A Charlson Comorbidity 

Score>0 was the only factor significantly associated with decreased risk of 30-day survival, 

which may imply that patients who quickly regain consciousness following OHCA yet die 

subsequently, may die from an exacerbation of underlying chronic disease.  

In patients comatose at hospital arrival, earlier studies have reported survival rates 

from 38.9%- 51%, which are rather similar to what we found.[4,6,18,19] In line with 

literature, we found shockable first rhythm, bystander CPR, and bystander defibrillation to be 

positively associated with 30-day survival, while higher age, greater comorbidity burden and 

longer EMS response time were negatively associated with 30-day survival.[1,2,5] However, 
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we also identified higher income levels and male sex to be significantly associated with 30-

day survival. As the Danish Healthcare system is tax financed, pre-hospital and in-hospital 

treatment should theoretically be independent of income group. However, previous studies 

have also reported a socioeconomic inequality in bystander CPR and survival from 

OHCA.[20,21] Women with OHCA have overall less favourable characteristics compared 

with men, such as older age, less bystander CPR, and more often non-shockable rhythm, 

however, we accounted for these parameters in the multivariable analyses.[22] The only 

factors associated with a decreased risk of anoxic brain damage or nursing home admission in 

comatose patients were shockable first rhythm, bystander CPR, and bystander defibrillation, 

while time interval from arrest to first rhythm analysis >11 minutes was associated with a 

significantly increased risk of anoxic brain damage or nursing home admission. These 

findings emphasize the importance of a prompt management of OHCA-patients from both 

bystander and EMS to limit neurological damage in survivors.  

Only 1.2% of OHCA patients with ongoing CPR at hospital arrival survived the first 

30 days and the majority died within the first few days. As some regions in Denmark do not 

have physician staffed EMS vehicles and since ambulance personnel in Denmark are not 

allowed to declare a patient dead in the field, a significant number of the patients admitted 

with ongoing CPR would probably have been declared dead before hospital arrival, if a pre-

hospital physician had been present. Nevertheless, including only patients where we know a 

pre-hospital physician was present; only 5.0% survived 30 days. The ERC guidelines state 

that even in patients with survival chances < 1%, resuscitation should be initiated,[23] and 

the American Heart Association notes a resuscitation futility threshold of 1%.[24,25] As 

below one fifth of 30-days survivors with ongoing CPR at hospital arrival developed anoxic 

brain damage or was admitted to a nursing home and the majority returned to work, our 

findings support these notions. Thus, even though few patients survived, the patients that did 
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survive the first 30 days had a good long-term prognosis. When using the BLS or ALS 

termination rules on patients with ongoing CPR, below 0.04% survived without anoxic brain 

damage or admittance to a nursing home, and when including only OHCA patients where a 

pre-hospital physician was present, the BLS and the ALS termination rules still rather 

accurately identified OHCA patients in the emergency department where further resuscitation 

was futile.  

Finally, 57% of patients admitted to the hospital had ongoing CPR, which is akin to previous 

reporting.[26,27] Importantly, our numbers exclude those already confirmed dead in the pre-

hospital setting and include those with resuscitation terminated in the emergency room. 

However, the proportion of OHCA patients with ongoing CPR at hospital arrival markedly 

diminished during 2005-2014, thus, the high number was primarily driven by the distribution 

in the early years. Concurrently, 30-day survival improved among patients with ongoing 

CPR, suggesting a better pre-hospital selection of patients where resuscitation rightfully was 

terminated, leaving a more selected group of patients with a higher probability of survival. 

 

Limitations 

First, we had missing data. To address this issue, multiple imputations were performed and 

results based on imputed data were comparable to those based on complete case analyses 

indicating that missing data did not influence our main results and conclusions. Second, we 

had insufficient information on in-hospital treatments, such as targeted temperature 

management. Additionally, we had no information on treatment withdrawal in patients 

thought early to have poor neurological prognosis, which may limit the number of survivors 

with anoxic brain damage or nursing home admission. Third, the time from recognition of 

arrest to first rhythm analysis by the EMS personnel is only an estimate and should be 

interpreted cautiously. Fourth, since diabetes was identified through use of antidiabetic 
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medication, we could not include non-pharmacologically treated patients. Fifth, as the public 

retirement age in Denmark is 65 years, some patients may never have returned to work due to 

regular retirement pension, which may have underestimated the proportion of patients with 

good functional status. Finally, the level of consciousness was derived from a GCS score, 

which is prone to some inaccuracy, particularly in the acute setting. To circumvent some of 

this problem, we included information of intubation during the first 24 hours.  

 

Conclusions 

Consciousness status at hospital arrival was strongly associated with 30-day survival in 

OHCA patients: among patients conscious at hospital arrival, the vast majority survived 30 

days, while less than half of comatose patients and very few patients with ongoing CPR 

survived 30 days. Nonetheless, among all 30-day survivors, the risk of anoxic brain damage 

or nursing home admission was very low and the majority of the working age population 

returned to work. These findings indicate that in OHCA patients surviving 30 days, the 

prognosis is quite good independent of consciousness status at hospital arrival. Lastly, the 

BLS and ALS termination rules correctly identified patients with ongoing CPR at hospital 

arrival with a minimal probability of survival. 
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Figure legends 

Figure 1 Survival during the 30 days following OHCA according to consciousness status at 

hospital arrival. Shown are Kaplan Meier survival curves and 95% confidence interval. 

 

Figure 2 The risk of anoxic brain damage or nursing home admission in 30-day survivors 

excluding 139 patients with previous anoxic brain damage or already admitted to a nursing 

home (A) and return to work in working-age 30-day survivors working 5 weeks before arrest 

(B) according to consciousness status at hospital arrival. Shown are cumulative incidence 

curves and 95% confidence interval with death handled as competing event.  
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Figure 3 Factors associated with 30-day survival according to consciousness status at 

hospital arrival. Shown are odds ratios from multivariable logistic regression excluding 

patients with EMS witnessed arrest.  

*Time interval represents estimated time interval from recognition of arrest to first rhythm analysis by the EMS 

personnel. 
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Table 1 Basic Life Support (BLS) and Advanced Life Support (ALS) Termination Rules. All 

criteria in either BLS or ALS Termination Rules must be met to terminate resuscitation. 

BLS Termination Rules ALS Termination Rules 

Arrest not witnessed by EMS personnel Arrest not witnessed by lay-person 

bystander or EMS personnel 

No shock by bystander or EMS personnel No administration of shock by bystander 

or EMS personnel  

No ROSC No ROSC  

 No bystander CPR 

ROSC, return of spontaneous circulation; EMS, emergency medical services; CPR, cardiopulmonary 

resuscitation 
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Table 2 Baseline characteristics according to status at hospital arrival in out-of-hospital 

cardiac arrest patients 

Variable Conscious 

(n=776) 

Comatose 

(n=5205) 

Ongoing 

CPR 

(n=7972) 

Total 

(n=17186) 

Age, median (IQR) 66 (56, 75) 68 (57, 77) 71 (60, 80) 70 (59, 80) 

Women, no. (%) 181 (23.3) 1730 (33.2) 2648 (33.2) 5868 (34.1) 

Bystander witnessed*, no. (%) 336 (89.6) 3212 (75.6) 3146 (47.2) 7742 (58.7) 

     Missing, no. ≤3 72 33 463 

EMS witnessed, no. (%) 388 (50.7) 742 (14.7) 1177 (14.9) 2714 (16.6) 

     Missing, no. 11 142 94 825 

Bystander CPR*, no. (%) 337 (90.1) 2719 (63.8) 2491 (37.3) 6315 (47.6) 

     Missing, no. ≤3 61 14 379 

Bystander defibrillation*†, no. 

(%) 

81 (22.9) 222 (5.6) 81 (1.2) 417 (3.5) 

     Missing, no. 24 352 20 1880 

Shockable first rhythm, no. (%) 414 (55.1) 2389 (47.3) 1573 (20.4) 4891 (30.6) 

     Missing, no. 24 154 254 1214 

EMS defibrillation, no. (%) 547 (72.2) 2669 (55.5) 2694 (34.3) 6375 (44.2) 

     Missing, no. 18 392 114 2769 

Time interval from arrest to 

first rhythm analysis by EMS*, 

no. (%) 

    

  <5 55 (18.1) 684 (18.6) 1066 (17.1) 1970 (18.1) 
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  5-11 154 (50.7) 1745 (47.4) 2132 (34.2) 4304 (39.6) 

  >11 95 (31.2) 1255 (34.1) 3032 (48.7) 4606 (42.3) 

     Missing, no. 73 637 471 3592 

Physician present before 

hospital arrival, no. (%) 

435 (58.2) 3565 (69.9) 1092 (13.8) 7596 (44.8) 

     Missing, no. 29 103 67 235 

Intermittent ROSC before 

hospital arrival‡, no. (%) 

721 (94.4) 4632 (96.0) 649 (10.5) 6169 (50.6) 

     Missing, no. 12 380 1812 4986 

Cardiac cause of arrest, no. (%) 700 (90.3) 4146 (79.9) 5854 (73.5) 12828 (74.8) 

     Missing, no. ≤3 17 ≤3 27 

Charlson Comorbidity Index, 

no. (%) 

    

 0 552 (71.1) 3118 (59.9) 4423 (55.5) 9796 (57.0) 

 ≥1 224 (28.9) 2087 (40.1) 3549 (44.5) 7390 (43.0) 

Income group     

  Low 116 (15.0) 1067 (20.5) 1876 (23.5) 4034 (23.5) 

  Medium 306 (39.5) 2450 (47.1) 4022 (50.5) 8324 (48.5) 

  High 352 (45.5) 1682 (32.4) 2072 (26.0) 4815 (28.0) 

     Missing, no. ≤3 6 ≤3 13 

Public location, no. (%) 453 (61.1) 1898 (37.5) 1888 (26.8) 5175 (33.4) 

     Missing, no. 34 149 927 1701 

1-day survival, no. (%) 748 (96.4) 4145 (79.6) 633 (7.9) 6339 (36.9) 

30-day survival, no. (%) 691 (89.0) 2028 (39.0) 95 (1.2) 3364 (19.6) 
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1-year survival, no. (%) 647 (83.4) 1818 (34.9) 87 (1.1) 3040 (17.7) 

CAG day 1§, no. (%) 505 (67.5) 1698 (41.0) 121 (19.1) 2635 (41.6) 

CAG within 30 days∣∣, no. (%) 570 (82.5) 1498 (73.9) 62 (65.3) 2478 (73.7) 

*Excluding EMS witnessed arrest †Includes bystander and citizen responder defibrillation  ‡Includes 

patients who ultimately achieved sustained ROSC in the field §In 1-day survivors ∣∣In 30-day survivors 

IQR, interquartile range; EMS, emergency medical services; CPR, cardiopulmonary resuscitation; ROSC, 

return of spontaneous circulation; CAG, coronary angiography  
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Table 3 30-day survival and anoxic brain damage/admission to a nursing home in patients 

fulfilling the Basic Life Support (BLS) and Advanced Life Support (ALS) Termination 

Rules. 

 Patients fulfilling 

criteria 

30-day survivors Neurologically 

intact survivors* 

All OHCAs with ongoing CPR, n=7,972 

BLS, no. (%) 4,326 (54.3) 5 (0.06) <3 (<0.04) 

ALS, no. (%) 1,963 (24.6) 3 (0.04) <3 (<0.04) 

OHCAs where a physician was present in the pre-hospital setting, n=1,092  

BLS, no. (%) 325 (29.8) <3 (<0.3) <3 (<0.3) 

ALS, no. (%) 66 (6.0) <3 (<0.3) 0 

*Not diagnosed with anoxic brain damage or admitted to a nursing home within the following year 

OHCA; out-of-hospital cardiac arrest, CPR; cardiopulmonary resuscitation 
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