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ABSTRACT

Objective: Our objective was to analyze and compare out-of-
hospital cardiac arrest (OHCA) system of care performance
and outcomes at the Medical Control Authority (MCA)
level in the state of Michigan. We hypothesized that clin-
ically and statistically significant variations in treatment
and outcomes of OHCA exists within a single U.S. state.
Methods: We performed a retrospective, observational study
of all non-traumatic EMS-treated OHCA from the state of
Michigan CARES registry for 2014–2015. Geocoding of the
OHCA incident address was used to assign records to indi-
vidual MCAs. MCA-based demographics, arrest characteris-
tics, system of care performance and outcomes were quan-
tified and compared. Associations between demographics,
system of care parameters, and outcomes were examined at
the MCA level. Results: A total of 8,115 records with com-
plete data were available for analysis. Eleven MCAs met
study inclusion criteria of >100 cases, producing a final sam-
ple size of 7,788 records (96%). Statistically significant vari-
ations in survival to hospital discharge ranged from 4.5%
to 15% (p < 0.001) (Adjusted odds ratio [AOR] range 0.6–
2.0) and survival with good neurologic outcome 2.7–12.5%
(p < 0.001; AOR range 0.5–2.2,) were observed across MCAs.
Bystander CPR ranged from 32% to 53% (p < 0.001) and
bystander AED application ranged from 3.5% 11.5% (p <

0.05). Of patients admitted to the hospital alive, 29–68%
received targeted temperature management. In hospital mor-
tality ranged from 53.1% to 73.9% (p < 0.05). Conclusion: Sig-
nificant intrastate variability in OHCA system of care perfor-
mance and outcomes currently exist and are similar to what
has been previously reported across North America almost a
decade ago. This degree of variability highlights the oppor-
tunity to optimize modifiable factors within local systems
of care to improve OHCA outcomes. Key words: out-of-
hospital cardiac arrest; EMS oversight; systems of care
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INTRODUCTION

More than 350,000 non-traumatic out-of-hospital car-
diac arrests (OHCA) occur annually in the United
States (U.S.), with an overall survival rate of approxi-
mately 11% for those who receive treatment (1). Wide
variations in both treatment and outcomes of OHCA
have been previously described throughout North
America (2–6). Most notably, in an analysis of the
Resuscitation Outcomes Consortium (ROC) from 2008,
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Nichol et al. described a 5-fold difference in survival
to hospital discharge among 10 participating sites from
the U.S. and Canada (2). More recently, Girotra et al.
found marked variation in both bystander cardiopul-
monary resuscitation (CPR) and survival with func-
tional recovery rates across more than 130 U.S. counties
participating in the Cardiac Arrest Registry to Enhance
Survival (CARES) (3).

OHCA represents a unique disease state because sur-
vival is highly dependent on the performance of the
system of care as a whole, which includes the actions
of lay persons, medical dispatch, emergency medi-
cal services (EMS) personnel, and hospital physicians
and staff (7). The state of Michigan EMS system con-
sists of >60 Medical Control Authorities (MCA) that
are organizations designated by the Michigan Depart-
ment of Health and Human Services (MDHHS) with
the responsibility of EMS oversight in their geographic
areas. This includes supervision and coordination of
local EMS; provision of medical direction; establish-
ment of written practice-protocols; protocol circulation
for review and MDHHS approval; education of clini-
cians, EMS providers, and hospitals on protocols; and
assuring protocol adherence (8).

The MCA model provides a unique opportunity to
perform an OHCA system of care analysis. With this
in mind, our objective was to analyze and compare
OHCAsystem of care performance and outcomes at the
MCA level within the state of Michigan. We hypoth-
esized that clinically significant statewide variations
in both treatment and outcomes of OHCA exist and
are similar to those previously described across North
America.

METHODS

Study Design and Population
We performed a retrospective, observational study,
using prospectively collected data, of all non-traumatic
OHCA who received resuscitative efforts by EMS from
the state of Michigan CARES registry for years 2014–
2015. Victims of trauma, records with an incomplete
incident address, and records with missing data for
survival to hospital discharge status or neurologic out-
comes were excluded. We also excluded all records
where EMS efforts were terminated due to a do-not-
resuscitate (DNR) order. A minimum of 100 OHCA
cases were required during the study period to include
an MCAin the analysis. The study was approved by the
University of Michigan Institutional Review Board.

Cardiac Arrest Registry to Enhance
Survival (CARES)
CARES was developed in 2004 as a collaborative effort
between Emory University and the Centers for Disease

Control and Prevention to serve as a central repository
for cardiac arrest data from EMS systems throughout
the U.S. (9). The registry utilizes the Utstein style of
OHCA reporting and includes variables from prehos-
pital care through hospital discharge (10). There are
currently 20 statewide registries and an additional
64 communities in 22 states participating in CARES,
including more than 1,400 EMS agencies and 1,800
hospitals, which covers a population of 106 million
(11). Further details of CARES development, design,
and data elements have been previously published (9).

During the study period, the following data ele-
ments were required for reporting: incident date,
address, patient name, age, date of birth, gender,
race/ethnicity, responding EMS agency, destination
hospital, arrest location, witnessed status, arrest after
arrival of 911 responder status, presumed etiology,
resuscitation attempted status, who initiated CPR,
whether an AED was applied prior to EMS arrival,
who first applied the AED, who first defibrillated the
patient, first documented rhythm, whether ROSC was
achieved, whether hypothermia was initiated in the
field, whether hypothermia was continued or initiated
in hospital, hospital outcome, discharge location, and
neurologic status at the time of hospital discharge (12).

Michigan is one of 20 statewide registries contribut-
ing to CARES. Through 2015, there were 30 MCAs, 103
EMS agencies, and 92 hospitals contributing data to
the Michigan CARES registry, which equates to a total
coverage of approximately 60% of the state population.
Additionally, Michigan has a full-time state coordina-
tor who is responsible for record auditing, overseeing
of data collection, and training EMS agencies and hos-
pitals on CARES data entry.

System of Care Definition
Individual systems of care within Michigan were
defined by MCA. MCAs were created by the state
of Michigan as the official oversight organizations for
EMS in their areas. The MCA is made up of hospi-
tals within a designated geography that provide med-
ical oversight to all EMS agencies functioning within
that geography. They are generally one county, but may
include more than one county. Any EMS agency that
operates in an MCA must abide by the protocols of the
MCA, their clinical care guidelines or agency structural
requirements such as staffing or certification. However,
clinical care in most cases is provided under protocols
developed at the state level. The multiple hospitals,
EMS agencies, their EMS staff, and the citizens receiv-
ing service are all definable by MCA. This creates a unit
of measurement that encapsulates the entire system of
care for OHCA. MCA’s vary by population size, degree
of urbanicity, number and type of EMS services, and
number and type of hospitals.
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OHCA Geocoding
Geocoding of OHCA incident addresses was used to
assign records to the appropriate MCA. Each record
contained the street address of the OHCA location. The
addresses were first converted to latitudinal and longi-
tudinal coordinates using an online service (13) based
on the locations API in Bing Maps REST Services (14).
Second, a color-coded map of Michigan was created
such that each MCA was represented by a distinct color
based on MCA boundaries. Third, each record was
mapped onto a pixel within the map using its latitudi-
nal and longitudinal coordinates and the coordinates
of 2 geographically known points on the map called
anchor points. The color of the pixel was then used to
identify the corresponding MCA for each record. Some
MCAs have boundaries that cross county boundaries.
For such MCAs, separate close-up maps were used to
specify appropriate boundaries and ensure appropri-
ate color-coding of coverage areas. Finally, the geocod-
ing was automated using MATLAB.

Study Variables
Individual MCA patient demographics and arrest char-
acteristics were collected including: age, gender, race
(White, Black, Hispanic/Latino, Other, or Unknown),
location of the OHCA (Home/residence, Nursing
home/health care facility, Public location, or other),
whether the arrest was witnessed (yes/no), and first
documented rhythm (i.e., shockable rhythm [defined
as ventricular fibrillation, ventricular tachycardia, or
unknown shockable]; or unshockable rhythm [defined
as asystole, idioventricular/pulseless electrical activity,
or unknown unshockable]).

System of care variables included bystander (defined
as a lay person, layperson family member, or lay person
medical professional) CPR and bystander automated
external defibrillator (AED) use, first responder AED
use, total EMS response time (defined as interval from
9–1-1 call to EMS arrival on scene), and hypothermic
targeted temperature management (HTTM) appli-
cation rate (defined as the number of patients who
survived to hospital admission and received HTTM).

Outcome Measures
The primary outcome measure was survival with good
neurologic outcome (defined as a cerebral performance
category (CPC) score of 1 or 2 at the time of discharge).
Secondary outcome measures included return of spon-
taneous circulation (ROSC) rates; survival to hospital
admission rates (defined as the proportion of those
treated who are admitted to the ICU, CCU, or the med-
ical floor); survival to hospital discharge rates (defined
as the proportion of those treated who are discharged
to their home, a rehabilitation facility, a long term care

facility, or nursing home); in-hospital mortality rates
(defined as the proportion of those admitted who die
in hospital); and the proportion of those admitted who
survive with good neurologic outcome (CPC score 1
or 2). Since OHCA is a time sensitive condition, with
outcomes dependent rapid delivery of care, a supple-
mental analysis was performed excluding all patients
with EMS-witnessed OHCA. This step was taken to
ensure the study outcomes were not confounded by an
uneven distribution of EMS-witnessed OHCA across
MCAs.

Statistical Analyses
Analyses focused on the MCA as the focal independent
variable, and chi-squared analysis were used to exam-
ine between-MCA differences in patient demographic,
arrest characteristic, and system of care variables. Asso-
ciations between the categorical MCA variable and the
MCA outcome variables were tested with bivariate and
multiple logistic regression analysis (15). Covariates in
multiple logistic regression models included age, gen-
der (0 = male, 1 = female), race (1 = white, 0 = all
others), arrest witnessed (0 = no, 1 = yes), arrest loca-
tion (1 = home/residence, 0 = all other locations), first
monitored rhythm (0 = unshockable, 1 = shockable).
For all outcomes, each MCA was compared to all other
MCAs combined. Unadjusted and adjusted odds ratios
are reported, and an alpha level of .05 was used for
all analyses. Analyses were conducted with the SPSS
statistical software package (version 22.0, IBM Corp,
2013).

RESULTS

The study period included a total of 8,185 records, of
which 70 (0.9%) were excluded due to an incomplete
primary outcome or incomplete incident address infor-
mation. A total of 7,788 records (96%) were included
in the analysis from 11 MCAs meeting study inclusion
criteria of !100 OHCA for the study period (Figure 1).
Pediatric patients (age < 18) comprised 2.7% of the
study population.

Details of MCApopulation characteristics are located
in Table 1. All patient demographics (age, gender,
race) and arrest characteristic variables (location, wit-
nessed status, initial rhythm) differed significantly
across MCAs (p < 0.05).

Data on system of care variables are located in
Table 2. Statistically significant variation for all vari-
ables (bystander CPR, bystander AED application,
EMS response time) was observed across MCAs. Of
note, bystander CPR rates varied from as low as 32%
to as high as 53% of cases across MCAs (p < .001).
Additionally, bystander application of AEDs varied
from 3.5% of all cases to as high as 11.5% across MCAs
(p < 0.05).
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FIGURE 1. Flow diagram of study inclusion/exclusion criteria.
Note: EMS = Emergency medical services; OHCA = out-of-hospital
cardiac arrest; DNR = do not resuscitate order; MCA = Medical Control
Authority.

Table 3 contains MCA outcomes data. All outcomes
including ROSC, survival to hospital admission, sur-
vival to hospital discharge, and survival with good
neurologic outcome (CPC 1 or 2) varied significantly
across MCAs. Importantly, over a 4-fold variation in
unadjusted survival with good neurologic outcome
(2.7–12.5%) was observed (Figure 2). After covariate
adjustment, this variation remained significant, as the
AOR range was from 0.5 to 2.2. With exclusion of
EMS-witnessed OHCA, variation across all outcomes
remained significant (Supplemental Table 1).

As seen in Table 4, MCA application of HTTM and in-
hospital mortality rates varied significantly (p < 0.05).
Importantly, the percentage of patients admitted who
survive with good neurologic outcome varied signifi-
cantly across MCAs from as low as 16% to as high as
37% (P < 0.05).

DISCUSSION

In this retrospective analysis of CARES data from
nearly 8,000 prospectively collected OHCAs in the state
of Michigan, significant variations in both treatment
and outcomes were identified. Bystander CPR and
bystander AED application rates ranged from 32% to
53% and 3.5% to 11.5%, respectively. A four-fold vari-
ation in survival with good neurologic function (2.7–
12.5%) was observed throughout the state.

Survival of OHCA is dependent on the performance
of the system of care as a whole, which includes the
actions of lay persons, medical dispatch, EMS person-
nel, and hospital physicians and staff (7). The EMS sys-
tem in the state of Michigan consists of greater than 60
MCAs that provide EMS oversight to a defined geo-
graphic area. This unique structure provides an oppor-

tunity to define and compare individual systems of care
within a single U.S. state.

Regional variations in bystander CPR and AED
application rates have been previously described. In
a recent analysis of CARES data from 132 U.S. coun-
ties, Girotra et al. found bystander CPR and bystander
AED application rates ranging from approximately
<5–65% and 0–7%, respectively (3). We observed simi-
lar but less extreme variations among MCAs in Michi-
gan (bystander CPR rates: 32–53%; AED application
rates: 3.5–11.5%). This provides evidence to support
the hypothesis that bystander involvement in OHCA
varies greatly on state level and thus an important tar-
get for intervention.

Girotra et al. also found marked variation in sur-
vival with good neurologic function (3). The mean
survival with CPC 1 or 2 at the time of hospital dis-
charge in their analysis was 7.8% and ranged from
0.8–20.1% across U.S. counties. In the present analysis,
mean survival with CPC 1 or 2 at the time of hospi-
tal discharge was 6.7% and ranged from 2.7–12.5%
throughout Michigan. Even after covariate adjust-
ment, the previously observed differences between
each MCA and all other MCAs combined remained
statistically significant, and the AOR range was from
0.5 to 2.2. Similarly, nearly a decade ago, Nichol et al.
described marked variation in survival to hospital dis-
charge (3–16%) among sites participating in the ROC
(2). We found strikingly similar variation in survival
to hospital discharge (4.5–14.8%) across the MCAs in
Michigan, which also remained statistically signifi-
cant after adjustment for non-modifiable covariates
(AOR 0.6–2.0).

An important additional outcome presented in our
analysis is the proportion of patients admitted to the
hospital who survived to discharge with good neu-
rologic function (CPC 1 or 2). Overall, approximately
27% of all patients admitted to the hospital were dis-
charged with a CPC 1 or 2. This ranged from approx-
imately 16 to 37% across MCAs. Factors that may be
responsible for this finding include MCA variations in
bystander CPR and AED rates, EMS response times,
which ranged from 5 minutes to 9.4 minutes, and
variations in hospital care including the application
of HTTM (29–68%). However, it is important to note
that we do not have data on why HTTM was not uti-
lized (i.e., cases where it was not indicated such as
individuals who were conscious following resuscita-
tion). Additionally, reporting of EMS response times,
defined as time of 9–1-1 call to EMS arrival on scene,
was not mandatory in CARES during the study period.
Approximately 64% of all cases had complete data for
EMS response time, with one MCAonly providing data
for 9% of cases.

Overall, these findings support our hypothesis that
clinically significant variations in OHCA treatment
and outcomes exist between predefined systems of



R. A. Coute et al. INTRASTATE VARIATION IN OHCA TREATMENT & OUTCOMES 5

Ta
bl

e
1.

M
ed

ic
al

C
on

tr
ol

A
ut

ho
ri

ty
pa

tie
nt

de
m

og
ra

ph
ic

s
an

d
ca

rd
ia

c
ar

re
st

ch
ar

ac
te

ri
st

ic
s

C
ha

ra
ct

er
is

tic
s

O
ve

ra
ll

(n
=

77
88

)
M

C
A

A
(n

=
18

06
)

M
C

A
B

(n
=

14
86

)
M

C
A

C
(n

=
13

67
)

M
C

A
D

(n
=

89
8)

M
C

A
E

(n
=

63
3)

M
C

A
F

(n
=

51
3)

M
C

A
G

(n
=

32
4)

M
C

A
H

(n
=

25
4)

M
C

A
I

(n
=

26
4)

M
C

A
J

(n
=

13
7)

M
C

A
K

(n
=

10
6)

A
ge

p
<

0.
05

M
ea

n
(S

D
),

yr
62

.9
(1

9.
5)

60
.4

(2
0.

4)
65

.6
(1

9.
2)

64
.4

(1
9.

1)
61

.4
(1

9.
8)

63
.0

(1
8.

4)
64

.8
(1

9.
4)

60
.3

(1
9.

8)
63

.8
(1

7.
3)

61
.3

(1
9.

7)
58

.9
(2

2.
2)

64
.7

(1
9.

3)
M

is
si

ng
,%

<
1

<
1

0
0

0
0

0
0

0
0

0
<

1
G

en
de

r,
%

p
<

0.
05

M
al

e
59

.5
54

.8
57

.5
59

.5
61

.5
62

.6
66

.3
62

.9
62

.6
62

.9
59

.1
68

.9
M

is
si

ng
,%

0
0

0
0

0
0

0
0

0
0

0
0

R
ac

e,
%

p
<

0.
05

W
hi

te
45

.7
7.

3
55

.1
44

.9
73

.4
58

.5
35

.3
62

.9
65

.4
84

.8
67

.9
89

.6
Bl

ac
k

23
.2

58
.4

15
.9

11
.6

16
.3

12
.9

3.
9

14
.2

4.
0

5.
7

27
.7

<
1

H
is

pa
ni

c/
La

tin
o

1
<

1
<

1
<

1
3.

7
<

1
<

1
<

1
<

1
1.

5
2.

9
7.

5
O

th
er

<
1

1.
2

<
1

<
1

<
1

1.
4

<
1

<
1

1.
2

<
1

0
1.

9
U

nk
no

w
n

29
.3

32
.7

27
.9

42
.3

6.
0

26
.5

60
.4

21
.6

29
.1

7.
2

1.
5

0
Lo

ca
tio

n
of

C
ar

di
ac

A
rr

es
t,

%
p

<
0.

05
H

om
e/

R
es

id
en

ce
71

.5
77

.4
67

.4
68

.3
70

.9
69

.5
68

.6
76

.2
71

.3
74

.2
75

.2
73

.6
N

ur
si

ng
ho

m
e/

he
al

th
ca

re
fa

ci
lit

y
17

.9
14

.7
22

.6
22

.0
16

.9
17

.1
19

.9
12

.7
14

.9
10

.9
8.

8
10

.4
Pu

bl
ic

9.
5

7.
6

8.
9

8.
0

11
.1

12
.3

8.
8

9.
3

12
.6

13
.6

15
.3

14
.2

O
th

er
1.

1
<

1
1.

1
1.

7
1.

1
1.

1
2.

7
1.

8
1.

2
1.

1
<

1
1.

9
M

is
si

ng
,%

0
0

0
0

0
0

0
0

0
0

0
0

A
rr

es
tW

itn
es

se
d,

%
p

<
0.

05
Ye

s
44

.7
35

.2
45

.6
43

.5
45

.3
48

.9
55

.9
54

.3
53

.1
58

.7
43

.1
44

.3
M

is
si

ng
,%

<
1

0
0

0
<

1
0

0
0

0
0

0
0

Fi
rs

tD
oc

um
en

te
d

R
hy

th
m

,%
p

<
0.

05
V

F,
V

T,
U

nk
no

w
n

Sh
oc

ka
bl

e
17

.4
11

.9
17

.6
17

.1
22

.4
20

.7
20

.3
15

.4
18

.5
24

.2
14

.6
23

.6
A

sy
st

ol
e

46
.4

31
.2

53
.6

59
.5

45
.2

51
.2

45
.2

26
.9

57
.5

51
.9

43
.1

46
.2

Id
io

ve
nt

ri
cu

la
r/

PE
A

17
.4

8.
2

22
.3

20
.0

15
.7

21
.9

27
.3

8.
9

20
.5

17
.4

23
.4

22
.6

U
nk

no
w

n
U

ns
ho

ck
ab

le
18

.8
48

.6
6.

5
3.

4
16

.7
6.

2
7.

2
48

.8
3.

5
6.

4
18

.9
7.

6
M

is
si

ng
,%

0
0

0
0

0
0

0
0

0
0

0
0

N
ot

e:
M

C
A

=
M

ed
ic

al
C

on
tr

ol
A

ut
ho

ri
ty

;S
D

=
St

an
da

rd
D

ev
ia

tio
n;

V
F

=
ve

nt
ri

cu
la

r
fib

ri
lla

tio
n;

V
T

=
ve

nt
ri

cu
la

r
ta

ch
yc

ar
di

a;
PE

A
=

Pu
ls

el
es

s
El

ec
tr

ic
al

A
ct

iv
ity

.



6 PREHOSPITAL EMERGENCY CARE 2018 EARLY ONLINE

Ta
bl

e
2.

M
ed

ic
al

C
on

tr
ol

A
ut

ho
ri

ty
sy

st
em

of
ca

re
ch

ar
ac

te
ri

st
ic

s

C
ha

ra
ct

er
is

tic
s

O
ve

ra
ll

(n
=

77
88

)
M

C
A

A
(n

=
18

06
)

M
C

A
B

(n
=

14
86

)
M

C
A

C
(n

=
13

67
)

M
C

A
D

(n
=

89
8)

M
C

A
E

(n
=

63
3)

M
C

A
F

(n
=

51
3)

M
C

A
G

(n
=

32
4)

M
C

A
H

(n
=

25
4)

M
C

A
I

(n
=

26
4)

M
C

A
J

(n
=

13
7)

M
C

A
K

(n
=

10
6)

By
st

an
de

r
C

PR
,%

40
.8

32
.1

42
.5

37
.9

46
.9

51
.7

39
.7

49
.2

44
.5

47
.9

32
.7

52
.7

p
<

0.
05

M
is

si
ng

,%
<

1
<

1
0

0
0

0
0

0
0

0
0

0
O

ve
ra

ll
A

ED
ap

pl
ie

d,
%

33
.2

9.
7

35
.9

16
.7

64
.3

47
.7

28
.8

70
.2

53
.7

46
.6

57
.5

52
.7

p
<

0.
05

M
is

si
ng

,%
<

1
0

0
<

1
2.

5
0

0
0

0
0

0
0

W
ho

A
pp

lie
d

A
ED

,%
p

<
0.

05
By

st
an

de
r

7.
3

5.
2

8.
8

7.
5

7.
9

6.
5

8.
8

11
.5

9.
6

4.
7

3.
5

7.
7

Fi
rs

tR
es

po
nd

er
25

.3
4.

6
27

.1
8.

6
56

40
.5

19
.9

58
.7

43
.2

41
.1

51
.3

50
.5

O
th

er
,%

<
1

0
0

<
1

<
1

<
1

0
0

<
1

<
1

2.
7

0
91

1
C

al
lt

o
A

m
bu

la
nc

e
on

Sc
en

e
(m

in
ut

es
)

7.
3

5.
1

6.
3

6.
4

8.
0

8.
7

6.
2

9.
4

8.
3

8.
0

5.
9

8.
6

p
<

0.
05

%
R

ep
or

tin
g

63
.5

8.
8

68
.2

71
.0

97
.2

96
.1

55
.8

62
.7

99
.2

10
0

10
0

78
.3

D
es

tin
at

io
n

H
os

pi
ta

ls
,n

86
12

18
14

5
8

9
2

8
2

2
6

M
is

si
ng

,%
<

1
<

1
0

0
0

0
0

0
0

0
0

0

N
ot

e:
M

C
A

=
M

ed
ic

al
C

on
tr

ol
A

ut
ho

ri
ty

;C
PR

=
ca

rd
io

pu
lm

on
ar

y
re

su
sc

ita
tio

n;
A

ED
=

au
to

m
at

ed
ex

te
rn

al
de

fib
ri

lla
to

r.



R. A. Coute et al. INTRASTATE VARIATION IN OHCA TREATMENT & OUTCOMES 7

Ta
bl

e
3.

Pr
im

ar
y

an
d

se
co

nd
ar

y
ou

tc
om

e
m

ea
su

re
s

ac
ro

ss
M

ed
ic

al
C

on
tr

ol
A

ut
ho

ri
tie

s

O
ut

co
m

e
M

ea
su

re
s

O
ve

ra
ll

(n
=

77
88

)
M

C
A

A
(n

=
18

06
)

M
C

A
B

(n
=

14
86

)
M

C
A

C
(n

=
13

67
)

M
C

A
D

(n
=

89
8)

M
C

A
E

(n
=

63
3)

M
C

A
F

(n
=

51
3)

M
C

A
G

(n
=

32
4)

M
C

A
H

(n
=

25
4)

M
C

A
I

(n
=

26
4)

M
C

A
J

(n
=

13
7)

M
C

A
K

(n
=

10
6)

Su
st

ai
ne

d
R

O
SC

,%
27

.4
11

.5
29

.0
26

.8
34

.9
34

.3
40

.0
30

.6
39

.4
40

.2
41

.6
26

.4
O

R
[9

5%
C

I]
—

0.
2

[0
.2

–0
.3

]∗
1.

1
[0

.9
–1

.2
]

1.
0

[0
.9

–1
.1

]
1.

5
[1

.3
–1

.7
]∗

1.
4

[1
.2

–1
.7

]∗
1.

8
[1

.5
–2

.2
]∗

1.
2

[0
.9

–1
.5

]
1.

8
[1

.4
–2

.3
]∗

1.
8

[1
.4

–2
.3

]∗
1.

9
[1

.4
–2

.7
]∗

0.
9

[0
.6

–1
.5

]
A

O
R

[9
5%

C
I]

—
0.

3
[0

.2
–0

.4
]∗

1.
0

[0
.9

–1
.2

]
1.

0
[0

.9
–1

.1
]

1.
2

[1
.1

–1
.5

]∗
1.

3
[1

.1
–1

.5
]∗

1.
9

[1
.5

–2
.3

]∗
1.

0
[0

.8
–1

.3
]

1.
5

[1
.2

–2
.0

]∗
1.

3
[1

.0
–1

.7
]∗

1.
9

[1
.3

–2
.7

]∗
0.

7
[0

.5
–1

.2
]

M
is

si
ng

,%
<

1
0

0
0

<
1

0
0

0
0

0
0

0
Su

rv
iv

al
to

H
os

pi
ta

lA
dm

is
si

on
,%

25
.2

17
.4

25
.9

23
.5

28
.4

28
.1

36
.8

25
.0

28
.0

35
.2

31
.4

28
.3

O
R

[9
5%

C
I]

—
0.

5
[0

.4
–0

.6
]∗

1.
0

[0
.9

–1
.2

]
0.

9
[0

.8
–1

.0
]

1.
2

[1
.0

–1
.4

]∗
1.

2
[0

.9
–1

.4
]

1.
8

[1
.5

–2
.2

]∗
1.

0
[0

.8
–1

.3
]

1.
1

[0
.9

–1
.5

]
1.

6
[1

.3
–2

.1
]∗

1.
4

[0
.9

–2
.0

]
1.

2
[0

.8
–1

.8
]

A
O

R
[9

5%
C

I]
—

0.
7

[0
.6

–0
.8

]∗
1.

0
[0

.9
–1

.2
]

0.
9

[0
.8

–−
1.

1]
1.

0
[0

.9
–1

.2
]

1.
1

[0
.9

–1
.3

]
1.

8
[1

.5
–2

.2
]∗

0.
9

[0
.7

–1
.1

]
1.

0
[0

.8
–1

.4
]

1.
2

[0
.9

–1
.6

]
1.

3
[0

.9
–2

.0
]

1.
0

[0
.6

–1
.6

]
M

is
si

ng
,%

0
0

0
0

0
0

0
0

0
0

0
0

Su
rv

iv
al

to
H

os
pi

ta
lD

is
ch

ar
ge

,%
8.

4
4.

5
7.

9
6.

8
12

.0
9.

5
14

.8
11

.7
10

.2
11

.4
11

.7
8.

5
O

R
[9

5%
C

I]
—

0.
4

[0
.3

–0
.6

]∗
0.

9
[0

.7
–1

.1
]

0.
8

[0
.6

–0
.9

]∗
1.

6
[1

.3
–2

.0
]∗

1.
1

[0
.9

–1
.5

]
2.

0
[1

.5
–2

.6
]∗

1.
5

[1
.0

–2
.1

]∗
1.

2
[0

.8
–1

.9
]

1.
4

[0
.9

–2
.1

]
1.

4
[0

.9
–2

.5
]

1.
0

[0
.5

–2
.0

]
A

O
R

[9
5%

C
I]

—
0.

6
[0

.5
–0

.8
]∗

0.
9

[0
.7

–1
.1

]
0.

8
[0

.6
–0

.9
]∗

1.
3

[1
.0

–1
.6

]∗
1.

0
[0

.7
–1

.3
]

2.
0

[1
.5

–2
.7

]∗
1.

4
[0

.9
–2

.0
]

1.
1

[0
.7

–1
.8

]
0.

9
[0

.6
–1

.5
]

1.
5

[0
.8

–2
.7

]
0.

9
[0

.4
–1

.8
]

M
is

si
ng

,%
0

0
0

0
0

0
0

0
0

0
0

0
Su

rv
iv

al
w

ith
C

PC
1

or
2,

%
6.

7
2.

7
6.

5
5.

0
10

.1
8.

2
12

.5
9.

9
7.

1
9.

5
11

.6
6.

6
O

R
[9

5%
C

I]
—

0.
3

[0
.2

–0
.4

]∗
1.

0
[0

.8
–1

.2
]

0.
7

[0
.5

–0
.9

]∗
1.

7
[1

.3
–2

.2
]∗

1.
3

[0
.9

–1
.7

]
2.

1
[1

.6
–2

.8
]∗

1.
6

[1
.1

–2
.3

]∗
1.

1
[0

.7
–1

.7
]

1.
5

[0
.9

–2
.3

]
1.

9
[1

.1
–3

.2
]∗

1.
0

[0
.5

–2
.1

]
A

O
R

[9
5%

C
I]

—
0.

5
[0

.4
–0

.7
]∗

0.
9

[0
.7

–1
.2

]
0.

7
[0

.5
–0

.9
]∗

1.
3

[0
.9

–1
.6

]
1.

1
[0

.8
–1

.5
]

2.
2

[1
.6

–3
.1

]∗
1.

5
[0

.9
–2

.2
]

0.
9

[0
.5

–1
.5

]
0.

9
[0

.6
–1

.4
]

1.
9

[1
.1

–3
.5

]∗
0.

8
[0

.3
–1

.7
]

M
is

si
ng

,%
0

0
0

0
0

0
0

0
0

0
0

0

N
ot

e:
R

es
ul

ts
ar

e
fr

om
el

ev
en

bi
va

ri
at

e
an

d
m

ul
tip

le
lo

gi
st

ic
re

gr
es

si
on

an
al

ys
es

co
m

pa
ri

ng
th

e
od

ds
of

ea
ch

ou
tc

om
e

fo
ra

n
in

di
vi

du
al

M
C

A
co

m
pa

re
d

to
al

lo
th

er
M

C
A

s
co

m
bi

ne
d.

M
C

A
=

M
ed

ic
al

C
on

tr
ol

A
ut

ho
ri

ty
;R

O
SC

=
re

tu
rn

of
sp

on
ta

ne
ou

s
ci

rc
ul

at
io

n;
O

R
=

od
ds

ra
tio

fr
om

bi
va

ri
at

e
lo

gi
st

ic
re

gr
es

si
on

an
al

ys
is

;A
O

R
=

ad
ju

st
ed

od
ds

ra
tio

s
fr

om
m

ul
tip

le
lo

gi
st

ic
re

gr
es

si
on

an
al

ys
is

;C
PC

=
ce

re
br

al
pe

rf
or

m
an

ce
ca

te
go

ry
.

∗ p
<

0.
05

.



8 PREHOSPITAL EMERGENCY CARE 2018 EARLY ONLINE

Ta
bl

e
4.

H
yp

ot
he

rm
ic

ta
rg

et
ed

te
m

pe
ra

tu
re

m
an

ag
em

en
ta

pp
lic

at
io

n
an

d
ne

ur
ol

og
ic

ou
tc

om
e

O
ve

ra
ll

(n
=

19
60

)
M

C
A

A
(n

=
31

4)
M

C
A

B
(n

=
38

5)
M

C
A

C
(n

=
32

1)
M

C
A

D
(n

=
25

5)
M

C
A

E
(n

=
17

8)
M

C
A

F
(n

=
18

9)
M

C
A

G
(n

=
81

)
M

C
A

H
(n

=
71

)
M

C
A

I
(n

=
95

)
M

C
A

J
(n

=
43

)
M

C
A

K
(n

=
30

)

H
TT

M
A

pp
lic

at
io

n,
%

45
.0

38
.9

45
.3

29
.3

68
.2

41
.6

39
.7

49
.4

49
.3

53
.8

62
.8

60
.0

M
is

si
ng

,%
<

1
<

1
<

1
0

<
1

<
1

<
1

0
0

0
0

<
1

%
Pa

tie
nt

s
w

ith
sh

oc
ka

bl
e

rh
yt

hm
re

ce
iv

in
g

H
TT

M
24

.1
10

.2
24

.8
14

.9
11

.9
30

.5
23

.1
40

.0
21

.3
34

.4
35

.0
28

.0

M
is

si
ng

,%
<

1
0

<
1

0
0

<
1

<
1

0
0

0
0

<
1

In
-h

os
pi

ta
lM

or
ta

lit
y,

%
66

.6
73

.9
69

.6
71

.0
57

.6
66

.3
59

.8
53

.1
63

.4
67

.7
62

.8
70

.0
O

R
[9

5%
C

I]
—

1.
5

[1
.1

–2
.0

]∗
1.

2
[0

.9
–1

.5
]

1.
3

[0
.9

–1
.7

]
0.

6
[0

.5
–0

.8
]∗

1.
0

[0
.7

–1
.4

]
0.

7
[0

.5
–0

.9
]∗

0.
5

[0
.3

–0
.9

]∗
0.

9
[0

.5
–1

.4
]

1.
1

[0
.7

–1
.6

]
0.

8
[0

.4
–1

.6
]

1.
2

[0
.5

–2
.6

]
A

O
R

[9
5%

C
I]

—
1.

1
[0

.8
–1

.4
]

1.
2

[0
.9

–1
.6

]
1.

3
[0

.9
–1

.7
]

0.
8

[0
.6

–1
.1

]
1.

1
[0

.8
–1

.6
]

0.
7

[0
.5

–0
.9

]∗
0.

6
[0

.4
–0

.9
]∗

0.
8

[0
.5

–1
.4

]
1.

5
[0

.9
–2

.5
]

0.
8

[0
.4

–1
.5

]
1.

1
[0

.5
–2

.6
]

M
is

si
ng

,%
0

0
0

0
0

0
0

0
0

0
0

0
%

A
dm

itt
ed

w
ho

Su
rv

iv
e

w
ith

C
PC

1
or

2
26

.5
15

.6
24

.9
21

.5
35

.7
29

.2
33

.9
29

.2
25

.4
26

.9
37

.2
23

.3

M
is

si
ng

,%
0

0
0

0
0

0
0

0
0

0
0

0

N
ot

e:
R

es
ul

ts
ar

e
fr

om
el

ev
en

bi
va

ri
at

e
an

d
m

ul
tip

le
lo

gi
st

ic
re

gr
es

si
on

an
al

ys
es

co
m

pa
ri

ng
th

e
od

ds
of

ea
ch

ou
tc

om
e

fo
r

an
in

di
vi

du
al

M
C

A
co

m
pa

re
d

to
al

lo
th

er
M

C
A

s
co

m
bi

ne
d.

M
C

A
=

M
ed

ic
al

C
on

tr
ol

A
ut

ho
ri

ty
;

H
TT

M
=

hy
po

th
er

m
ic

ta
rg

et
ed

te
m

pe
ra

tu
re

m
an

ag
em

en
t;

O
R

=
od

ds
ra

tio
fr

om
bi

va
ri

at
e

lo
gi

st
ic

re
gr

es
si

on
an

al
ys

is
;A

O
R

=
ad

ju
st

ed
od

ds
ra

tio
s

fr
om

m
ul

tip
le

lo
gi

st
ic

re
gr

es
si

on
an

al
ys

is
;C

PC
=

ce
re

br
al

pe
rf

or
m

an
ce

ca
te

go
ry

.
∗ p

<
0.

05
.



R. A. Coute et al. INTRASTATE VARIATION IN OHCA TREATMENT & OUTCOMES 9

FIGURE 2. Variation in unadjusted survival with good neurologic
outcome (CPC 1 or 2). Note: The black bar represents the unadjusted
prevalence of survival with CPC 1 or 2 at the time of hospital dis-
charge for the overall population and the grey bars represent the indi-
vidual 11 MCAs included in the analysis. CPC = cerebral performance
category; MCA = Medical Control Authority.

care within a single state. The presence of such wide
variability after controlling for non-modifiable fac-
tors suggest that optimizing modifiable factors at
the individual system-of-care level has the potential
to improve outcomes. Previous studies have identi-
fied many modifiable factors that are independently
associated or causally related to OHCA outcomes
such as bystander CPR, time to initiation of CPR,
dispatcher-assisted CPR, bystander AED application,
time to initial defibrillation, early coronary angiogra-
phy and PCI, and hypothermic targeted temperature
management (16–21). Other modifiable factors that
potentially impact outcomes but are more complex
to implement and/or measure include EMS delivery
of high-performance CPR (22), regional cardiac arrest
centers as destination hospitals (23, 24), and reliable
neurprognostication after ICU admission (25). While it
would be ideal to optimize all modifiable parameters, a
more practical approach will be to identify those most
feasible and potentially impactful within an individual
system of care based on available infrastructure and
resources (26). Regardless of the chosen parameters,
local leadership will be essential to achieve successful
and sustained implementation.

STRENGTHS AND LIMITATIONS

A key strength of this analysis is that the MCA model
provides a unique structure to define individual sys-
tems of care within a single U.S. state. In addition
the CARES registry provides a standardized longi-
tudinal data collection system that enables statewide
and national benchmarking and supports continuous
quality improvement initiatives.

There are also a number of important limitations of
this analysis. This was a retrospective study limited to
data available in the CARES registry from a single U.S.
state. Therefore, the results may not be generalizable

to other U.S. states. During the study period, CARES
covered approximately 5.5 of the 9.9 million popula-
tion in Michigan. Not all EMS agencies within an MCA
were participating in CARES during the study period.
Higher functioning EMS agencies may be more likely
to participate in CARES, which may impact MCA per-
formance in our study.

Next, not all Utstein variables were included in the
risk factor adjustment. We specifically designed the risk
adjustment to exclude bystander CPR and bystander
AED application because they are modifiable param-
eters within the system of care. Ambulance response
time was also not included due to the lack of consis-
tent reporting. For example, the largest contributing
MCA only reported response time data for 9% of cases.
Our results do not account for patient level factors such
as pre-existing comorbidities, which may vary across
MCAs and impact our results. Furthermore, there are
potentially other unadjusted factors that may be con-
tributing to the variability in treatment and outcomes
we observed.

Although MCAs are geographically definable, they
have limited authority under Michigan law. EMS agen-
cies may operate and participate in multiple MCAs and
are under the supervision of whichever MCAthe unit is
in geographically at the time of service. A single MCA
may supervise 30 or more agencies and communities.
In highly populous areas, hospitals can be members
of more than one MCA. Also, the MCA itself does not
deliver care.

CONCLUSION

Clinically and statistically significant variations in sys-
tem of care performance and outcomes for OHCA exist
in the state of Michigan that are similar to those previ-
ously described across North America nearly a decade
ago. This degree of variability when controlling for
non-modifiable factors highlights the opportunity to
optimize modifiable factors within local systems to
improve OHCA outcomes.

References
1. Benjamin EJ, Blaha MJ, Chiuve SE, Cushman M, Das SR,

Deo R, et al. Heart Disease and Stroke Statistics-2017 update:
a report from the American Heart Association. Circula-
tion. 2017;135:e146–603. doi:10.1161/CIR.0000000000000485.
PMID:28122885.

2. Nichol G, Thomas E, Callaway CW, Hedges J, Powell JL,
Aufderheide TP, et al. Regional variation in out-of-hospital car-
diac arrest incidence and outcome. JAMA. 2008;300:1423–31.
doi:10.1001/jama.300.12.1423. PMID:18812533.

3. Girotra S, van Diepen S, Nallamothu BK, Carrel M, Vel-
lano K, Anderson ML, et al. Regional variation in out-of-
hospital cardiac arrest survival in the United States. Cir-
culation. 2016;133:2159–68. doi:10.1161/CIRCULATIONAHA.
115.018175. PMID:27081119.



10 PREHOSPITAL EMERGENCY CARE 2018 EARLY ONLINE

4. Carr BG, Kahn JM, Merchant RM, Kramer AA, Neumar RW.
Inter-hospital variability in post-cardiac arrest mortality. Resus-
citation. 2009;80:30–4. doi:10.1016/j.resuscitation.2008.09.001.
PMID:18952359.

5. Liu JM, Yang Q, Pirrallo RG, Klein JP, Aufderheide TP. Hospi-
tal variability of out-of-hospital cardiac arrest survival. Prehosp
Emerg Care. 2008;12:339–46. doi:10.1080/10903120802101330.
PMID:18584502.

6. Sasson C, Magid DJ, Chan P, Root ED, McNally BF,
Kellermann AL, Haukoos JS, Group CS. Association of
neighborhood characteristics with bystander-initiated CPR. N
Engl J Med. 2012;367:1607–15. doi:10.1056/NEJMoa1110700.
PMID:23094722.

7. Kronick SL, Kurz MC, Lin S, Edelson DP, Berg RA, Billi
JE, et al. Part 4: Systems of care and continuous qual-
ity improvement: 2015 American Heart Association Guide-
lines update for cardiopulmonary resuscitation and emer-
gency cardiovascular care. Circulation. 2015;132:S397–413.
doi:10.1161/CIR.0000000000000258. PMID:26472992.

8. Medical Control Authorities. Michigan Department of Health
and Human Services. [cited 2017 May 1]. Available from:
http://www.michigan.gov/mdhhs/

9. McNally B, Stokes A, Crouch A, Kellermann AL, Group CS.
CARES: Cardiac arrest registry to enhance survival. Ann
Emerg Med. 2009;54:674–683e2. doi:10.1016/j.annemergmed.
2009.03.018. PMID:19394110.

10. Jacobs I, Nadkarni V, Bahr J, Berg RA, Billi JE, Bossaert L, et al.
Cardiac arrest and cardiopulmonary resuscitation outcome
reports: update and simplification of the Utstein templates
for resuscitation registries. A statement for healthcare profes-
sionals from a task force of the International Liaison Com-
mittee on Resuscitation (American Heart Association, Euro-
pean Resuscitation Council, Australian Resuscitation Council,
New Zealand Resuscitation Council, Heart and Stroke Foun-
dation of Canada, InterAmerican Heart Foundation, Resuscita-
tion Council of Southern Africa). Resuscitation. 2004;63:233–49.
doi:10.1016/j.resuscitation.2004.09.008. PMID:15582757.

11. CARES Fact Sheet. Cardiac arrest registry to enhance sur-
vival. [cited 2017 May 1]. Available from: http://mycares.net/
sitepages/factsheet.jsp.

12. CARES Required Data Elements. Cardiac arrest registry
to enhance survival. [cited 2018 Feb 13]. Available from:
https://mycares.net/sitepages/uploads/2017/CARES%20
Elements%20(Required%20only).pdf.

13. GPS Visualizer’s Address Locator. Computer software. GPS
Visualizer. [cited 2017 June 1]. Available from: <http://www.
gpsvisualizer.com/geocoder/%3E.

14. Sinani A. Introduction to Bing Maps REST Services. Learning
Bing Maps API: Obtain geographical data from Bing maps and
display them on the map. Birmingham, UK: Packt Publishing;
2013.

15. Agresti A. Categorical data analysis (3rd ed.). Hoboken, NJ:
John Wiley & Sons, Inc.; 2013.

16. Donnino MW, Andersen LW, Berg KM, Reynolds JC, Nolan
JP, Morley PT, et al. Temperature management after cardiac
arrest: An advisory statement by the advanced life support
task force of the International Liaison Committee on Resus-
citation and the American Heart Association Emergency Car-
diovascular Care Committee and the Council on Cardiopul-
monary, Critical Care, Perioperative and Resuscitation. Circu-
lation. 2015;132:2448–56. doi:10.1161/CIR.0000000000000313.
PMID:26434495.

17. Jentzer JC, Scutella M, Pike F, Fitzgibbon J, Krehel NM, Kowal-
ski L, et al. Early coronary angiography and percutaneous coro-
nary intervention are associated with improved outcomes after
out of hospital cardiac arrest. Resuscitation. 2018;123:15–21.
doi:10.1016/j.resuscitation.2017.12.004. PMID:29223601.

18. Ro YS, Shin SD, Lee YJ, Lee SC, Song KJ, Ryoo HW, et al. Effect
of dispatcher-assisted cardiopulmonary resuscitation program
and location of out-of-hospital cardiac arrest on survival
and neurologic outcome. Ann Emerg Med. 2017;69:52–61e1.
doi:10.1016/j.annemergmed.2016.07.028. PMID:27665488.

19. Weisfeldt ML, Sitlani CM, Ornato JP, Rea T, Aufderheide TP,
Davis D, et al. Survival after application of automatic exter-
nal defibrillators before arrival of the emergency medical sys-
tem: evaluation in the resuscitation outcomes consortium pop-
ulation of 21 million. J Am Coll Cardiol. 2010;55:1713–20.
doi:10.1016/j.jacc.2009.11.077. PMID:20394876.

20. Hasselqvist-Ax I, Riva G, Herlitz J, Rosenqvist M, Hollenberg
J, Nordberg P, et al. Early cardiopulmonary resuscitation in
out-of-hospital cardiac arrest. N Engl J Med. 2015;372:2307–15.
doi:10.1056/NEJMoa1405796. PMID:26061835.

21. Tanaka H, Ong MEH, Siddiqui FJ, Ma MHM, Kaneko H, Lee
KW, et al. Modifiable factors associated with survival after out-
of-hospital cardiac arrest in the Pan-Asian resuscitation out-
comes study. Ann Emerg Med. 2017; [Epub ahead of print].
doi:10.1016/j.annemergmed.2017.07.484. PMID:28985969.

22. Pearson DA, Darrell Nelson R, Monk L, Tyson C, Jollis JG,
Granger CB, Corbett C, Garvey L, Runyon MS. Compari-
son of team-focused CPR vs standard CPR in resuscitation
from out-of-hospital cardiac arrest: results from a statewide
quality improvement initiative. Resuscitation. 2016;105:165–72.
doi:10.1016/j.resuscitation.2016.04.008. PMID:27131844.

23. Nichol G, Aufderheide TP, Eigel B, Neumar RW, Lurie
KG, Bufalino VJ, et al. Regional systems of care for out-
of-hospital cardiac arrest: a policy statement from the
American Heart Association. Circulation. 2010;121:709–29.
doi:10.1161/CIR.0b013e3181cdb7db. PMID:20075331.

24. Cournoyer A, Notebaert E, de Montigny L, Ross D, Cos-
sette S, Londei-Leduc L, et al. Impact of the direct trans-
fer to percutaneous coronary intervention-capable hospi-
tals on survival to hospital discharge for patients with
out-of-hospital cardiac arrest. Resuscitation. 2018;125:28–33.
doi:10.1016/j.resuscitation.2018.01.048. PMID:29408600.

25. Sandroni C, Cariou A, Cavallaro F, Cronberg T, Friberg H,
Hoedemaekers C, Horn J, Nolan JP, Rossetti AO, Soar J. Prog-
nostication in comatose survivors of cardiac arrest: an advi-
sory statement from the European Resuscitation Council and
the European Society of Intensive Care Medicine. Resusci-
tation. 2014;85:1779–89. doi:10.1016/j.resuscitation.2014.08.011.
PMID:25438253.

26. Neumar RW, Barnhart JM, Berg RA, Chan PS, Geo-
cadin RG, Luepker RV, Newby LK, Sayre MR, Nichol G,
American Heart Association Emergency Cardiovascular Care
Committee; Council on Cardiopulmonary, Critical Care, Peri-
operative, and Resuscitation; Council on Clinical Cardiology;
Council on Epidemiology and Prevention; Council on Quality
of Care and Outcomes Research; Advocacy Coordinating
Committee. Implementation strategies for improving sur-
vival after out-of-hospital cardiac arrest in the United States:
consensus recommendations from the 2009 American Heart
Association Cardiac Arrest Survival Summit. Circulation.
2011;123:2898–910. doi:10.1161/CIR.0b013e31821d79f3. PMID:
21576656.


