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Abstract
Background—Each year, 200,000 patients undergo an in-hospital cardiac arrest (IHCA), with
approximately 15–20% surviving to discharge. Little is known, however, about the long-term
prognosis of these patients after discharge. Previous efforts to describe out-of-hospital survival of
IHCA patients have been limited by small sample sizes and narrow patient populations
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Methods—A single institution matched cohort study was undertaken to describe mortality
following IHCA. Patients surviving to discharge following an IHCA between 2008 and 2010 were
matched on age, sex, race and hospital admission criteria with non-IHCA hospital controls and
follow-up between 9 and 45 months. Kaplan–Meier curves and Cox PH models assessed
differences in survival.
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Results—Of the 1262 IHCAs, 20% survived to hospital discharge. Of those discharged, survival
at 1 year post-discharge was 59% for IHCA patients and 82% for controls (p < 0.0001). Hazard
ratios (IHCA vs. controls) for mortality were greatest within the 90 days following discharge (HR
= 2.90, p < 0.0001) and decreased linearly thereafter, with those surviving to one year postdischarge having an HR for mortality below 1.0. Survival after discharge varied amongst IHCA
survivors. When grouped by discharge destination, out of hospital survival varied; in fact, IHCA
patients discharged home without services demonstrated no survival difference compared to their
non-IHCA controls (HR 1.10, p = 0.72). IHCA patients discharged to long-term hospital care or
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hospice, however, had a significantly higher mortality compared to matched controls (HR 3.91 and
20.3, respectively; p < 0.0001).
Conclusion—Among IHCA patients who survive to hospital discharge, the highest risk of death
is within the first 90 days after discharge. Additionally, IHCA survivors overall have increased
long-term mortality vs. controls. Survival rates were varied widely with different discharge
destinations, and those discharged to home, skilled nursing facilities or to rehabilitation services
had survival rates no different than controls. Thus, increased mortality was primarily driven by
patients discharged to long-term care or hospice.
Keywords
Cardiopulmonary resuscitation; Outcome studies; Heart arrest; Survival
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Introduction
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Each year in the United States, an estimated 200,000 patients experience an in-hospital
cardiac arrest (IHCA).1 For these patients, prognosis is poor, with probability of surviving to
discharge estimated at only 15–20%.2 This rate reflects steady improvements with time–
among the 374 hospitals participating in the “Get With The Guidelines-Resuscitation”
registry, survival to discharge increased from 13.7% in 2000 to 20.7% in 2009.3 Because
inhospital mortality is a crucial metric along which hospitals are evaluated, several studies
have examined survival-to-discharge following IHCA.1,2,3 Little is known, however, about
the long-term prognosis of IHCA patients who survive to discharge. Previous efforts to
describe out-of-hospital survival in this patient population have been limited by small
sample sizes4 and narrow patient populations.5 Survival to discharge has been reported to
range between 21.9–34% for IHCA patients in the United States,6–8 however, very little is
known about these patients’ survival following hospital discharge. Here, we aim to estimate
long-term survival of IHCA patients following hospital discharge, and determine whether
variation in this outcome can be explained by indicators evaluable prior to hospital
discharge.

Methods
Patient population, exposure criteria, and death determination
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The Emory University Institution Review Board, also acting as the ethical review board,
approved this research (IRB #00050806; Atlanta, GA). The Emory Office of Quality and
Risk (EOQR) collects and reviews data on all IHCAs that occur at either Emory University
Hospital (579 hospital beds) or Emory University Hospital Midtown (511 hospital beds),
which are both tertiary care facilities located in Atlanta, Georgia. The EOQR manually
enters each IHCA into an electronic databank based on a physical form that is filled out
during the code. All IHCAs are captured including those that occur during diagnostic
procedures, inside the operating room, or in monitored units. The EOQR provided clinical
and demographic data were obtained for all patients that had an IHCA while admitted from
2008 to 2010. To construct a non-IHCA control group for matching, we collected clinical
and demographic data for all patients who presented to the same two hospitals between June
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1, 2007 and May 31, 2011 and did not experience an IHCA. Death status and date, if
applicable, were retrieved from the United States Social Security Death Index (SSDI) for all
patients on November 14, 2011.
Statistical analysis

Author Manuscript

Matching methodology—For each IHCA patient surviving to discharge, we matched up
to three non-IHCA hospital controls on demographics and admission characteristics.
Matching demographics included race (White, Black, Hispanic or other), gender (male,
female), and age (±2 years). Hospital admission criteria for matching were admission
source, level of admission urgency, and admitting specialty, including all major
subspecialties (Table 1 and Table S1). IHCA patients for whom no matches could be
identified were excluded from analysis. Matching was performed first, without viewing
outcomes,9 and was performed within the “Coarsened Exact Matching” package of the R
statistical and programming environment.10 Coarseness bins were set to zero to obtain an
exact match for all matching criteria except age, for which the bins were set to match within
2 years while minimizing the distance between cases and controls.11
Statistical methodology—The primary outcome was time to death. Crude outcomes
estimates for overall survival (OS) at 1 and 3 years in the IHCA and control non-IHCA
patient cohorts were obtained and using Kaplan–Meier curves. Differences were assessed
using the Log-rank test with confidence bands (95%) computed based on the Greenwood
variance12 and lower limits modified based on Peto,13 to better reflect uncertainty
proportional to the degree of censoring.
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Cox proportional hazards regression models14 were used to assess survival differences over
time between IHCA and non-IHCA control patients. Models included IHCA status as the
only predictor and the matched design was accounted for using a frailty term including a
unique identifier for each matched cluster.15 Proportional hazards assumptions were
assessed for all models by regressing the scaled Schoenfeld residuals against the log-time.16
No violations were noted. The hazard ratio (HR) and 95% confidence intervals for mortality
for IHCA patients versus non-IHCA matched controls were calculated from the maximumlikelihood estimates for IHCA in the proportional hazards regression model. Sub-analyses to
calculate HR’s during discrete observation windows following discharge were conditional
on survival until at least the first day of the observation window.
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In secondary analyses, survival comparisons between IHCA patients and their controls were
stratified by discharge disposition and categorized into one of four distinct strata: (1) home
without health services; (2) home with health services, skilled nursing, rehabilitation,
intermediate care facility or short-term hospital stay; (3) long-term hospital care and; (4)
hospice care. We performed two separate sets of secondary analyses. First, we stratified data
by discharge status of the IHCA patients, while retaining each of the respective matched
controls–allowing for discordance in discharge disposition between IHCA patients and their
controls. Thus, the hazard ratios for these analyses reflect survival of IHCA patients given a
specific discharge disposition benchmarked against the “average” non-IHCA matched
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hospital control and HR’s largely reflect early pre-discharge effects of IHCA (which dictate
discharge disposition) on long-term survival.
Secondly, we stratified by discharge location but included only IHCA patients and their
matched controls concordant on discharge disposition, thus effectively including discharge
disposition as a post-hoc matching criteria. By removing discharge-discordant clusters,
short-term effects of IHCA sufficient to alter discharge disposition are removed and the
hazard ratios described for each discharge stratum best reflect only the long-term effects of
IHCA. Survival differences and calculation of hazards ratios in these secondary analyses
were performed using similar Kaplan–Meier curves and Cox proportional hazards frailty
models as those described for the primary outcomes.

Results
Author Manuscript

Between January 1, 2008 and December 31, 2010, among 145,054 hospital admissions,
1,262 individual patients experienced an IHCA, with 253 (20.0%) surviving to hospital
discharge (Fig. 1), a rate similar to previous estimates of survival-to-discharge following
IHCA.5 Of the 253 survivors, 238 (94%) were successfully matched to at least one nonIHCA hospital control with 196 (82%), 28 (12%), and 14 (6%) matched to 3, 2, and one
controls, respectively. The 15 IHCA patients for whom a match could not be identified were
excluded from analysis. Among the 238 survivors, 51% were male, 52% were black, and the
mean age was 61 (±14.3; Table 1). There were no differences in the IHCA patients versus
controls for any of the matching criteria (Table 1). IHCA patients surviving to discharge
spent, on average, significantly more time in the hospital than their non-IHCA counterparts
(mean 26.1 days versus 7.6 days, respectively; p < 0.001) with, on average, 7 days spent as
in-patients in the IHCA group prior to cardiac arrest.
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Overall survival at one year following discharge for IHCA patients was 59% (95%
confidence interval: 53–66%), versus 82% (79–85%) for controls (p < 0.0001; Fig. 2a).
Similarly, overall survival at three years for IHCA patients was 52% (42–60%), versus 69%
(64–73%) for controls (p < 0.0001; Fig. 2a).
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Overall mortality in IHCA patients was increased versus their matched controls, with a
hazard ratio (HR) associated with IHCA of 2.35 (1.79–3.08; p < 0.0001; Fig. 2b). The HR of
mortality in IHCA patients versus controls was greatest shortly following discharge, and this
increase was confined to the first year following discharge (Fig. 2b). Over the first 90 days
following discharge, the HR for mortality for the IHCA group versus controls was 2.90
(1.96–4.25; p < 0.0001); for days 90–365, the HR was 2.19 (1.18–4.06; p = 0.013) (Fig. 2b).
Once surviving beyond one year, the hazard of mortality was no different between groups,
readily observable by the flat-tening of the survival curve in the IHCA group after one year.
We observed HRs of 0.81 (0.33–1.96; p = 0.64) for year 2 post-discharge and 1.29 (0.28–
5.93; p = 0.74) for years 3 and beyond (Fig. 2b).
IHCA cases were next grouped by discharge destination and compared to their initial
matched controls (i.e. allowing for discordance in discharge disposition between the IHCA
cases and their controls). This comparison provides information on survival for an IHCA
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survivor with a given disposition, relative to the average similar, matched, non-IHCA patient
with unknown disposition. In contrast to the above results, IHCA patients discharged
directly home without health services did not demonstrate increased mortality compared to
their non-IHCA controls [HR: 1.10 (0.64–1.92); p = 0.72; Fig. 3a and Supp. Fig S1].
However, patients discharged to home-with-services, skilled nursing, rehabilitation,
intermediate care facility or short-term hospital had a slightly elevated but statistically
significant risk of mortality compared to their matched controls [HR 1.85 (1.17–2.94); p =
0.009; Fig. 3b, Fig. S1b]. Further, IHCA patients discharged to long-term hospital care or
hospice had a much higher mortality versus their initially matched controls [HR 3.91 (2.33–
7.01) and 20.3 (4.74–90.63), respectively; p < 0.0001; Fig. 3c and d and Fig. S1c and d].

Author Manuscript
Author Manuscript

Finally, survival was evaluated in IHCA survivors, again grouped by discharge destination,
but only cases and controls concordant on discharge disposition were assessed. This
comparison provides a more explicit measure of the importance of IHCA on long-term
survival. In this analysis, IHCA patients discharged home without health services again
demonstrated no statistically significant difference in overall survival relative to control
patients also discharged home without health services [HR 1.60 (0.85–3.02); p = 0.142; Fig.
4a and b]. Similarly, IHCA patients discharged to home-with-services, skilled nursing,
rehabilitation, intermediate care facility or to short-term hospital stay demonstrated no
difference in survival following discharge compared to non-IHCA controls with the same
discharge dispositions [HR 1.31 (0.66–2.59); p = 0.45; Fig. 4c and d). Although no
statistically significant differences were noted over the entire follow-up period, examination
of the Kaplan-Meier curves (Fig. 4a and c) and HR’s (Fig. 4b and d) show increased trends
in mortality among IHCA cases during the first year, and in particular the first 90 days
following discharge, and a relative reduction in mortality for those IHCA cases surviving to
one year, compared with their controls.

Discussion

Author Manuscript

Among 1262 IHCA patients identified over a 3-year period between January 2008 and
December 2010, 253 (20%) survived to hospital discharge, a rate that is in agreement with
previous investigations demonstrating survival rates following IHCA between 7% and
26%.17–19 A previous study conducted at the Emory Veteran’s Administration Medical
Center (VAMC) demonstrated an out-of-hospital survival rate of 68% at one year for
discharged IHCA patients.5 Interestingly, in that study, survival did not drop below 60%
until 2 years following discharge, twice as long as the duration it took to reach a 60%
survival rate in IHCA patients following discharge in the current study. The VAMC study,
however, had a considerably lower survival-to-hospital discharge of 6.6% (vs. 20% in our
cohort), which might suggest that patients surviving to discharge in the VAMC study had a
positively skewed baseline fitness level resulting in improved survival following discharge.
The VAMC report was also limited by a homogenous VA patient population20 and a
considerably smaller patient sample size of 732 total IHCA patients, with fewer than 50
patients surviving to discharge.
Hazards analysis demonstrated that, overall, IHCA patients surviving to discharge had poor
survival following hospital discharge, with only 59% and 52% surviving to one and 3 years
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post discharge, respectively. Comparison with demographic- and admission-matched nonIHCA hospital controls demonstrated that hazards of mortality associated with IHCA are
elevated within the first year post-discharge, in particular within the first 90 days. Those
patients surviving for at least one year had hazards of survival no different than their
matched non-IHCA controls.
These results differ from a previous 5-year study of 1571 IHCAs at a hospital group in
London that demonstrated a mortality rate that remained elevated for at least 2 years relative
to an age- and sex-matched control group drawn from the general population in the UK.21
Our study improves upon this examination by comparing IHCA survivors against non-IHCA
hospital controls, rather than a general non-hospitalized population, and by matching not
only on age and sex, but also on specific hospitalization admission criteria.

Author Manuscript
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As a secondary analysis in our study, we aimed to understand if long-term prognosis could
be determined by early patient status, which we proxied using the location for patient
discharge and the post-discharge serviced prescribed (discharge disposition). As expected,
we observed significant variation in survival among IHCA patients when grouped by
discharge disposition. Importantly, although overall survival following discharge was poor
among IHCA patients, those discharged directly to their homes without medical services
experienced similar survival to their original non-IHCA matched controls. IHCA patients
that were discharged to skilled nursing facilities, rehab, or home with health services had a
slightly elevated hazard of mortality relative to their initially matched controls. When
comparisons were limited to IHCA patients versus matched controls concordant on
discharge dispositions, there were no significant difference in overall survival between the
two groups. We note however that this study was powered for the primary analysis, and may
not have been sufficiently powered to detect mortality differences of less than 10% in the
stratified analyses. Indeed, while not meeting statistical significance, we did observe trends
of increased mortality among the IHCA cases in each discharge group during the first 90
days following discharge, as shown in Fig. 4. Interestingly however, these trends disappear
among those surviving to one year. Taken together, these findings suggest that the long-term
effects of IHCA on overall survival may be driven primarily by the early effects of IHCA on
the surviving patient. These effects are borne out prior to hospital discharge, and thus
influence discharge disposition. Indeed, the presence of IHCA in our data is highly
influential in discharge disposition–patients with dispositions other than home without
health services had significantly increased odds of having had an IHCA prior to discharge as
compared to those discharged to home without health services. In particular, those
discharged to long-term hospital care and hospice had substantially increased odds of IHCA
prior to discharge (OR: 18.2 and 4.17; p < 0.00001 for both).
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Thus, we find that long-term patient prognosis following an IHCA can be much more
accurately assessed than has been previously realized, utilizing only discharge disposition as
a simple predictor of patient status prior to hospital discharge. In other words, the
consequences of IHCA are not universal amongst IHCA patients, and the severity of the
effects, in terms of long-term survival, can be predicted soon following IHCA, prior to
patient discharge.
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Our out-of-hospital survival data was obtained through a combination of methods including
hospital records and utilization of the SSDI Master File (DMF). This file was accessed on
November 14th, 2011. In 2012, the Social Security administration restricted access to the
death master file, and even expunged some records in a re-interpretation of a 1983 law
amidst concerns about privacy. The restriction of the DMF increases the value of the
information presented here, as obtaining out-of-hospital survival for a study group and their
matched controls would now be more challenging.

Author Manuscript

Our study is limited in that it is a single institution analysis of the long-term survival
following IHCA. However, a previous analysis (unpublished) comparing long-term survival
following IHCA in our institution versus a 10% sample of the US Medicare data
demonstrated nearly identical overall long-term survival between our IHCA patients and
those within the US Medicare database. Thus, it is probable that our post-discharge survival
data from 2 busy, urban, tertiary-care academic hospitals may be a good representation of
overall survival in the US population as a whole.

Limitations

Author Manuscript

The study is limited by a regional sample patient population limited to those hospitalized in
a single tertiary academic hospital system in the southeastern United States. Although our
investigation includes a large population of IHCA survivors, results may not be fully
applicable to distinct patient populations. Additionally, for 15 (6%) of patients that had an
IHCA, adequate matched controls were not available. Given our stringent matching process
on multiple demographic and admissions criteria, a 6% unmatched rate was not unexpected.
Further, the removal of these 15 IHCA patients is unlikely to have any qualitative or
quantitatively important effects on our overall results and conclusions as this group
demonstrated no important nor statistically significant differences from the included 238
IHCA patients on any matching criteria including: race, gender, age, admission type and
discharge disposition. As well, overall survival and time-to-death too were not different
between excluded and included IHCA patients. Additionally, given the available data, it was
not possible to match on unknown or unrecorded covariates that could be predictive of
survival, such as the overall or global health status of the individual prior to arrest. Future
prospective studies might consider capturing this type of hospital information in similar
survival studies. Finally, utilization of the SSDI, can, on occasion, have incomplete or out of
date information regarding mortality, which, if significant, could impact on our results. Our
search for vital status was complemented by a review of clinical records and patient families
were contacted in cases where patients were suspected to be deceased.
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Conclusion
This study demonstrates that, overall, the outlook for IHCA survivors-to-discharge is grim,
particularly within the first 6 months post-discharge. However, we also find large variability
in long-term prognosis and show that early in-hospital patient status prior to discharge
(estimated by the type of planned discharge facility and scheduled post-discharge services to
be rendered) can explain much of this variation. Although IHCA will likely affect the IHCA
patients’ discharge destination, once that location is determined, long-term mortality is
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generally not different than a non-IHCA population discharged to a similar location or with
similar prescribed services. In other words, the long-term consequences of IHCA are
primarily driven by their short-term effects on patient status prior to hospital discharge.
Given the generally very grim short- and long-term survival rates associated with IHCA, our
findings are particularly important for those IHCA patients who are discharged to their home
without further health services. This lowest-risk discharge group (and to a lesser degree
those discharged to skilled nursing/home with services), have a long-term prognosis no
different than their non-IHCA patient counterparts. This finding can serve to help inform
clinician counseling of IHCA patients and patient-families, especially in regard to medical
decision making as well as code status determination.

Supplementary Material
Author Manuscript

Refer to Web version on PubMed Central for supplementary material.

Acknowledgments
Funding support was from the Emory Center for Critical Care.

References

Author Manuscript
Author Manuscript

1. Merchant RM, Yang L, Becker LB, et al. Incidence of treated cardiac arrest in hospitalized patients
in the United States. Crit Care Med. 2011; 39:2401–6. [PubMed: 21705896]
2. Sandroni C, Nolan J, Cavallaro F, Antonelli M. In-hospital cardiac arrest: incidence, prognosis and
possible measures to improve survival. Intensive Care Med. 2007; 33:237–45. [PubMed: 17019558]
3. Girotra S, Nallamothu BK, Spertus JA, Li Y, Krumholz HM, Chan PS. Trends in survival after inhospital cardiac arrest. N Engl J Med. 2012; 367:1912–20. [PubMed: 23150959]
4. Skrifvars MB, Castren M, Nurmi J, Thoren AB, Aune S, Herlitz J. Do patient characteristics or
factors at resuscitation influence long-term outcome in patients surviving to be discharged following
in-hospital cardiac arrest? J Intern Med. 2007; 262:488–95. [PubMed: 17875186]
5. Bloom HL, Shukrullah I, Cuellar JR, Lloyd MS, Dudley SC Jr, Zafari AM. Long-term survival after
successful inhospital cardiac arrest resuscitation. Am Heart J. 2007; 153:831–6. [PubMed:
17452161]
6. Peberdy MA, Kaye W, Ornato JP, et al. Cardiopulmonary resuscitation of adults in the hospital: a
report of 14720 cardiac arrests from the National Registry of Cardiopulmonary Resuscitation.
Resuscitation. 2003; 58:297–308. [PubMed: 12969608]
7. Nadkarni VM, Larkin GL, Peberdy MA, et al. First documented rhythm and clinical outcome from
in-hospital cardiac arrest among children and adults. JAMA. 2006; 295:50–7. [PubMed: 16391216]
8. Cooper S, Cade J. Predicting survival, in-hospital cardiac arrests: resuscitation survival variables and
training effectiveness. Resuscitation. 1997; 35:17–22. [PubMed: 9259055]
9. Rubin DB. The design versus the analysis of observational studies for causal effects: parallels with
the design of randomized trials. Stat Med. 2007; 26:20–36. [PubMed: 17072897]
10. Team RC. R: a language and environment for statistical computing (version 3.1.2). Vienna,
Austria: R Foundation for Statistical Computing; 2014.
11. Rosenbaum, PR. Design of observational studies. New York, NY: Springer; 2010. SpringerLink
(Online service); p. xviiip. 384Springer series in statistics
12. Greenwood, M. Issue 33 of Reports on public health and medical subjects. London: Publisher: Her
Majesty’s Stationary Office (H.M. Stationary Office); 1926. The natural duration of cancer; p.
1-26.
13. Fleming TR, Harrington DP. Nonparametric estimation of the survival distribution in censored
data. Commun Stat Theory Methods. 1984; 13:2469–86.

Resuscitation. Author manuscript; available in PMC 2016 April 19.

Feingold et al.

Page 9

Author Manuscript
Author Manuscript

14. Therneau, TM.; Grambsch, PM. Statistics for biology and health. New York, NY: Springer; 2000.
Modeling survival data: extending the Cox model; p. xiiip. 3501 online resource
15. O’Quigley J, Stare J. Proportional hazards models with frailties and random effects. Stat Med.
2002; 21:3219–33. [PubMed: 12375300]
16. Grambsch PM, Therneau TM. Proportional hazards tests and diagnostics based on weighted
residuals. Biometrika. 1994; 81:515–26.
17. Tresch D, Heudebert G, Kutty K, Ohlert J, VanBeek K, Masi A. Cardiopulmonary resuscitation in
elderly patients hospitalized in the 1990s: a favorable outcome. J Am Geriatr Soc. 1994; 42:137–
41. [PubMed: 8126324]
18. Warner SC, Sharma TK. Outcome of cardiopulmonary resuscitation and predictors of resuscitation
status in an urban community teaching hospital. Resuscitation. 1994; 27:13–21. [PubMed:
8191022]
19. Ebell MH, Becker LA, Barry HC, Hagen M. Survival after in-hospital cardiopul-monary
resuscitation. A meta-analysis. J Gen Int Med. 1998; 13:805–16.
20. Taffet GE, Teasdale TA, Rjcinjm Luchi. In-hospital cardiopulmonary resuscitation. JAMA. 1988;
260:2069–72. (the journal of the American Medical Association). [PubMed: 3270334]
21. Kalbag A, Kotyra Z, Richards M, Spearpoint K, Brett SJ. Long-term survival and residual hazard
after in-hospital cardiac arrest. Resuscitation. 2006; 68:79–83. [PubMed: 16318900]

Appendix A. Supplementary data
Supplementary data associated with this article can be found, in the online version, at http://
dx.doi.org/10.1016/j.resuscitation.2015.12.001.

Author Manuscript
Author Manuscript
Resuscitation. Author manuscript; available in PMC 2016 April 19.

Feingold et al.

Page 10

Author Manuscript
Author Manuscript
Fig. 1.

Flow diagram for IHCA patients and matching controls.
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Fig. 2.

Survival and hazard ratios for mortality following hospital discharge among IHCA survivors
versus matched hospital controls. (A) Kaplan–Meier curves for survival following discharge
for IHCA patients surviving to discharge and matched non-IHCA hospital controls. Shaded
regions represent 95% confidence bands for survival. (B) Hazard ratios for mortality of
IHCA survivors versus matched non-IHCA controls during discrete observation windows
following discharge, conditioned on survival to the start of each period of time. “Overall”
indicates the hazard ratio for mortality over the entire follow-up period (shown in A).
Hazard ratios with 95% confidence intervals not including the value 1 are statistically
significant to an alpha of 0.05. Vertical lines represent 1-year intervals.
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Fig. 3.

Author Manuscript

Survival and hazard ratios of mortality following discharge for IHCA survivors versus
matched hospital controls: stratified by discharge disposition of IHCA patients. Kaplan–
Meier survival curves were plotted for IHCA patients (broken lines) and their matched nonIHCA hospital controls (solid lines), stratified by IHCA patient discharge disposition: (A)
home without health services; (B) home with health services, skilled nursing, rehabilitation,
intermediate care facility or short-term hospital stay; (C) long-term hospital care and; (D)
hospice care. Shaded regions indicate 95% confidence bands. (E) Cox proportional hazards
ratios of mortality for IHCA patients versus non-IHCA matched controls for each of the
pairs of curves plotted in (A–D) are shown. “Overall” is the combined hazard ratio for
mortality for all patients and “other” includes 9 IHCA patients (and 22 controls), 6 who
were transferred to cancer facilities and 3 who left against medical advice. 95% confidence
intervals are shown surrounding the point estimate for the hazard ratio. Hazard ratios with
95% confidence intervals not including the value 1 are statistically significant to an alpha of
0.05. (Note log-scale on y-axis). Vertical lines represent 1-year intervals.
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Fig. 4.
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Survival and hazard ratios of mortality following hospital discharge for IHCA survivors and
matched non-IHCA hospital controls with concordant discharge dispositions: stratified by
discharge disposition. Kaplan–Meier survival curves were plotted for IHCA patients (broken
lines) and their matched and discharge disposition concordant non-IHCA hospital controls
(solid lines), stratified by discharge disposition: (A) home without health services; (C) home
with health services, skilled nursing, rehabilitation, intermediate care facility or short-term
hospital stay. Shaded regions indicate 95% confidence bands. In (B and D) Cox proportional
hazards ratios of overall mortality and during discrete observation windows following
discharge for IHCA patients versus discharge disposition-concordant non-IHCA matched
controls are shown. “Overall” is the combined hazard ratio for mortality for the entire
follow-period. 95% confidence intervals are shown surrounding the point estimate for the
hazard ratios. Hazard ratios with 95% confidence intervals not including the value 1 are
statistically significant to an alpha of 0.05. All intervals crossed 1 and thus none had
statistically significant hazard ratios for mortality. (Note log-scale on y-axis). Vertical lines
represent 1-year intervals.

Resuscitation. Author manuscript; available in PMC 2016 April 19.

Author Manuscript

Author Manuscript

Resuscitation. Author manuscript; available in PMC 2016 April 19.

124 (52%)

15 (6%)

Black

Other

60

122

Urgent

Emergent

20

83

68

2

2

3

General surgery

Medical subspecialty

Surgical subspecialty

Psychiatry

Radiology

Rehabilitation

9

6

4

185

168

56

175

338

161

159

40 (6%)

344 (52%)

274 (42%)

61.7 (14.2)

50.8

14 (2%)

56 (9%)

588 (89%)

658

Non-IHCA Hospital Controls

0

2

0

24

33

3

16

42

15

21

4

39

35

p = 0.72

58.6 (13.4)

60.2

3

7

68

78

0

6

0

65

95

8

47

117

42

62

12

108

101

59.3 (13.4)

61.5

3

14

204

221

3

0

1

25

28

8

24

40

27

22

6

41

42

p = 0.87

61.5 (14.6)

51.6

6

6

77

89

9

0

3

71

74

22

70

113

75

61

17

116

116

61.8 (14.7)

50.6

6

12

231

249

Non-IHCA

IHCA

IHCA

Non-IHCA

Skilled Nursing, Home
w/services, Rehab

Home without services

0

0

0

15

12

6

12

26

8

11

2

29

14

p = 0.93

66.1 (11.8)

33.3

0

3

42

45

IHCA

0

0

0

44

34

18

36

75

24

33

6

84

42

66.2 (11.8)

32.5

0

6

126

132

Non-IHCA

0

0

0

3

7

2

5

9

7

1

2

8

7

p = 0.84

62.6 (18.4)

41.2

2

2

13

17

IHCA

Hospice

aType of discharge facility each patient was discharged to following hospital stay was collected for all patients and categorized by acuity of care required in that facility.

60

Hospital medicine

Admit specialty (n)d

56

Elective

Admit urgency (n)

99 (42%)

White

Race, n

p = 0.63

61.1 (14.3)

Age, mean (SD) (pvalue)e

14 (6%)

1:1 match

50.8

28 (12%)

2:1 match

Male (%)

196 (82%)

238

3:1 matchc

Patients (n)

IHCA
Survivors
to
Discharge

IHCA survivors by discharge destinationa

Long-term stay hospital

Author Manuscript

Characteristics of in-hospical cardiac arrest case patients and matched non-IHCA Hospital Controls.

0

0

0

7

17

6

15

24

18

3

2

22

21

63.7 (17.7)

44.4

2

4

39

45

Non-IHCA

0

0

1

1

3

1

3

5

3

1

1

7

1

p = 0.73

51.8 (16.0)

66.6

2

1

6

9

IHCA

Other
b

Author Manuscript

Table 1

0

0

1

3

7

2

9

13

6

3

3

18

1

50.6 (15.9)

72.7

2

2

18

22

Non-IHCA

Feingold et al.
Page 14

Author Manuscript

Author Manuscript
dSee Supplementary Table S1 for complete table including all subspecialties.

cIndicates the number of IHCA cases that were successfully matched to 3 controls. Similarly, 2:1 match and 1:1 match indicate numbers matched to 2 and 1 controls, respectively.
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bThis category included 6 IHCA cases transferred to cancer facilities and 3 IHCA cases who left against medical advice.
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