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DISCLOSURE	STATEMENT	

•  CME	Speaker	for	ZOLL	Circula6on/Alsius	Corp	
•  Specializing	in	Resuscita6ve	Hypothermia	and	Emergency	

Medicine	related	issues	
•  Board	Member,	MN	Resuscita6on	Consor6um	



3	3	

The	Twin	Ci6es		
Experience	in	resuscitated	VF/VT	
pa6ents	going	early	to	the	CCL	

	
MRC	data	
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Early	angiography	and	survival	
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Early	angiography	and	neurological	outcomes	
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ACCESS	Trial	Premise	

•  Pa6ents	who	have	a	VF/VT	arrest	and	have	ROSC,	even	without	a	
STEMI,	have	significant	CAD	that	needs	emergent	remedia6on.	

•  That	neurologic,	cardiac	func6on,	AND	pa6ent	long	term	
outcomes	would	be	beWer	the	sooner	they	went	to	the	cath	lab.	

•  The	“shocky”	pa6ents	that	the	Interven6onal	Cardiologists	feel	
are	“too	sick”	to	go	to	the	cath	lab	(makes	their	numbers	look	
bad!),	actually	need	to	go	emergently!	

•  Interven6onal	Cardiologists	had	two	hours	from	EMS/ED	
no6fica6on	to	decide	to	take	these	pa6ents	to	the	cath	lab,	and	
total	of	six	hours	to	get	them	there	and	work	their	magic.	

•  Exclusion	Criteria:	Age	>	75	years	<	18	years,	DNR/DNI	,	Obvious	
Trauma,	Known	Terminal	Disease,	Ac6ve	Hemorrhage	(any	
cause)	
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IniIal	Rhythm	
VF/VT	witnessed/unwitnessed	

ROSC:	YES	
Get	an	ECG	

STEMI	

Follow	STEMI	
protocol	

No	
STEMI	

Exclusion	Criteria:	
Age	>	75	years	<	18	years	

DNR/DNI		
Obvious	Trauma	

Known	Terminal	Disease	
Hemorrhage	(any	cause)	

No	

Yes	
Transport	to	
parIcipaIng	
hospital	

Call	in	to	the	ED	and	announce:	
“Resuscitated	VF/VT	Cardiac	Arrest	

Protocol	en	route”	

Follow	current	agency	
protocol	

ParIcipaIng	
hospitals:	
All	metro	

	PCI	centers.		
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Protocol	penetraIon	in	the	Twin	CiIes:		
	313/370	(85%)	pa6ents	got	early	access	to	the	cath	lab	afer	
	resuscitated		VF/VT		

	
Of	the	paIents	with	early	access	to	the	cath	lab:	
•  	 235/313	(75%)	were	discharged	alive	
•  	 222/235	(95%)	had	CPC	1	and	2	
•  	 147/313	(46%)	had	PCI	
•  			 		5%	had	CABG	and	38%	had	ICD	placed	
	
PaIent	that	did	not	get	access	to	the	cath	lab	:	
•  	 24/56	(42%)	were	discharged	alive	
•  	 19/24	(79%)	had	CPC	1	and	2	
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Conclusions		

•  Early	access	to	the	cardiac	catheteriza6on	for	resuscitated	
pa6ents	from	VF/VT	is	feasible,	can	be	organized	in	a	large	
metro	area	with	close	communica6on	and	collabora6on	of	
EMS	directors	and	cath	lab	directors.	

•  Expected	survival	for	this	popula6on	is	>75%	and	>95%	are	
neurologically	intact.	Long	term	outcomes	are	stable	as	
Sideris	(et	al)	have	shown.	

•  PCI	is	expected	in	about	50%	of	the	pa6ents	and	a	smaller	
propor6on	will	undergo	CABG.	

•  Pa6ents	that	do	no	get	access	to	the	cath	lab	have	a	poor	
outcome	with	expected	survival	of	~40%.		
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ACCESS	TRIAL	

•  Na6onwide	NIH	funded	
trial	based	on	the	original	
MRC	ini6a6ve.	

•  Aim	is	to	evaluate	on	a	
large	scale	the	results	of	
the	original	trial.	

•  Scheduled	to	start	in	
January	2018.	
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