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Opinion

Strategies to Improve Survival From Cardiac Arrest
A Report From the Institute of Medicine

Maximizing survival and minimizing disability are fun-
damental goals of patient care, but a new Institute of
Medicine (IOM) report released this month, “Strategies to
Improve Cardiac Arrest Survival: A Time to Act,” suggests
that the United States is falling short in efforts toimprove
outcomes from cardiac arrest during the next decade.!

Itis estimated that approximately 600 000 people
each year in the United States experience a cardiac
arrest,? and survival rates for arrests that occur in com-
munity settings are less than 6%.2 Survival rates for in-
hospital cardiac arrests are higher but remain low at
24% .3 Cardiac arrest predominantly affects older per-
sons but can also occur among people of all ages, and
significant disparities inincidence and survival rates ex-
ist for minority and disadvantaged populations.* Sur-
vival rates vary between communities and hospitals, with
one study finding survival rates for cardiac arrests from
ventricular fibrillation ranging from 7.7% t0 39.9% across
10 North American sites.” Yet overall survival rates have
remained fairly stagnant.

Despite these statistics, cardiac arrest is not a fu-
tile situation: itis a treatable event. Most survivors of car-
diac arrest are not neurologically devastated but have
long-term health-related quality of life.® If advances
achieved within some US communities could be imple-
mented nationally, the rate of favorably functional sur-
vival from cardiac arrest could substantially improve. For
example, in 2014, King County, Washington, reported
survival rates of 62% for witnessed out-of-hospital
cardiac arrest with an initial rhythm of ventricular
fibrillation,” whereas for many other communities, sur-
vival rates remain lower for the same types of patients.

Despite its large public health footprint, cardiac ar-
rest does not resonate with the public and policy mak-
ers the same way as other conditions, such as stroke or
cancer. Many complex social, political, and practical con-
siderations have contributed to an environmentin which
death from cardiac arrest appears to have become anac-
cepted norm. For example, comprehensive, national data
on cardiac arrest incidence and outcomes do not exist,
which makes it difficult to generalize findings from ex-
isting data, to provide firm estimates and extrapola-
tions for educating the public and policy makers, and to
measure emergency medical service (EMS) and health
care system performance on cardiac arrest care quality.
However, specific strategies are available to improve
health outcomes from cardiac arrest.

"ATime to Act"' presents acomprehensive systems-
level framework for advancing coordinated and collab-
orative efforts in resuscitation science and practice. This
new framework consists of 5 central stakeholder groups
that are all focused on the highest goal of improving sur-
vival outcome: the public, EMS response organiza-

tions, health care organizations, researchers, and policy/
advocacy/political group alignments. These groups must
take 6 steps, each representing fundamental key ac-
tions: comprehensive national surveillance and report-
ing: broad community engagement; discovery to ad-
vance new treatments and treatment approaches;
training and education; local translation of research into
practice; and continuous quality improvement.
Leadership, along with transparency and accountabil-
ity, serve as cornerstones for the guiding principles that
must be established for the nationto now advance. There-
port advances 8 evidence-based recommendations.
Robust cardiacarrest data collection and dissemi-
nation. National surveillance data on cardiac arrest inci-
dence and outcomes are not available. The currently
available databases are limited in scope and lack interop-
erability. It is not possible to improve outcomes without
high-quality data. Multiple organizations and groups are
required to create a national cardiac arrest registry, includ-
ing the Centers for Disease Control and Prevention (CDC),
Centers for Medicare & Medicaid Services, and state and
municipal health departments. These agencies need to
work together to remedy this critical gap in comprehen-
sive measurement of cardiac arrest in the United States.
The CDCshould establish a cardiacarrest surveillance sys-
tem for the nation, including data on in-hospital and out-
of-hospital cardiac arrest in pediatric and adult popula-
tions. The data should be uniform, publicly available, and
transparent. States and municipal organizations need to
mandate reporting of cardiac arrest and ensure that data
areavailable to the public. Hospital and insurance billing
codes should be updated to reflect state-of-the-art car-
diac arrest-related procedures and services.
Improvement of public response. Effective treat-
ment of cardiac arrest demands an immediate response
from laypersons to recognize cardiac arrest, call 911, initi-
ate cardiopulmonary resuscitation (CPR), and use an au-
tomated external defibrillator (AED). Bystander CPRand
bystander use of an AED significantly improve favorable
functional survival from cardiac arrest.® The public is
one of the most critical components to the system-wide
response to cardiac arrest. Despite this, the majority of
individuals who sustain cardiac arrest do not receive by-
stander CPR or bystander-initiated defibrillation.® An ex-
tremely low and insufficient percentage of the US public
aretrainedin the basic skills of CPRand AED use. Stateand
local departments of health and educationand leading or-
ganizations in community health response should partner
with professional organizations, public advocacy groups,
community and neighborhood organizations, school sys-
tems, and local employers to promote public awareness
of the signs, symptoms, and treatment of cardiac arrest.
These efforts require public trainingin CPR and in AED use
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comprehensively across the life span, creating a culture of action that
prepares and motivates bystanders to respond immediately and effec-
tively after witnessing a cardiac arrest.

Enhancement of the capabilities of EMS nationwide. Cardiac
arrest is one of the limited disease states in which the actions of the
EMS responders have enormous effect on survival. Several EMS and
hospital initiatives (such as high-performance CPR, dispatcher-
encouraged CPR, and performance improvement-based inpatient
resuscitation) are associated with higher survival rates in some com-
munities, offering promising strategies that should be widely ad-
opted and disseminated.” Standardized training and performance
evaluation measures would promote a more rapid and uniform adop-
tion and assessment of the quality of cardiac arrest care on a na-
tional scale. As the umbrella agency covering EMS, the National High-
way Traffic Safety Administration should become the primary
organization to coordinate with other federal agencies and repre-
sentatives from private industry, states, first responders, EMS sys-
tems, and nonprofit organizations to promote uniformly high-
quality EMS cardiac arrest care across the nation.

Updated national accreditation standards. The Joint Commis-
sion should act in collaboration with the American Red Cross, the
American Heart Association, hospital systems, and patient advo-
cacy groups to develop and implement an accreditation standard
for health care facilities specific to cardiac arrest care.

Continuous quality improvement. The existing quality improve-
ment programs need to focus on cardiac arrest outcomes and pro-
cess measures. Health care systems, EMS systems, and hospitals
should adopt formal, continuous quality improvement programs for
cardiac arrest response. These programs must lay out responsibil-
ity, authority, and accountability for specific cardiac arrest mea-
sures within each organization.

Increase research funding for work in resuscitation science.
The research infrastructure in resuscitation science is currently in-
adequate. Cardiac arrest research has significant potential to accel-
erate discovery and develop effective new interventions, but the cur-
rent available funding to cardiac arrest researchers is low and
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A Time to Act” emphasizes that, “A national responsibility exists to
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