Cardiac Arrest Registry
1. __ __ __ __ __ __ Study ID Number (ID)                

2.  ___________________ (NAME)                  

3.  __ __ (ARREST NO)

4. __ __ (MONTH)    

5.__ __ (DAY) 

6.__ __ __ __ (YEAR)



     

Phone:_______________

Pt.name:_______________________________________

Address:____________________________

City:______________

Incident Site :_____________________________________

Destination Hospital:_____________________________________________

Outcome and notes:______________________________________________

7. ___Sex


(SEX)




1. Male   2.  Female





8. __ __Age


(AGE)




(01-98, 99=Unknown)

9.  __ __Fire Department Agency Number











10. __ __Paramedic Unit
(MEDUNIT)


11. __ __Geocode


(GEOCODE)















   

12.__ __Initial Dispatch Code
(CBD)

13. __ __Incident Mechanism
(MECH)








14. __ __ __Incident Type  
 (TYPE)

15. ___Was Arrest before arrival of EMS?  (ABA)




1. Yes
2. Before medics arrived



3. After medics arrive
9. Unknown



16. ___Was Arrest witnessed?
(WITNESS) 




1.  Yes   2.  No   9. Unknown





17. ___Location of incident 
 (LOCATN)
         




      1. Home
5. Public-out












2. Other res.
6. Nursing home





      3. Work
7. Clinic/Drs. Office






      4. Public-in
9. Unknown



18. ___Did paramedics stop CPR on their arrival?   (DOA)







1. Yes
2. No
9. Unknown






 
19. __ __:__ __Collapse Time 
(COLLHR,COLLMN)






20. __ __:__ __Call time                   
(CALLHR,CALLMN)
21. __ __:__ __Dispatch Time
(DISPTIM)

    


22.  __ __:__ __EMT stop

(EMTSTOP)



23. __ __:__ __1st CPR


(FSTCPR)

24. __ __:__ __1st Defibrillation 
(FSTDFB)

25. __ __:__ __Medic stop
(MEDSTOP)







26. __ __:__ __Any ROSC  
 (ANROSCTM)

27. __ __:__ __ROSC achieved
 (ROSCTIME)

28. __ __:__ __Intubation Time

29. __ __:__ __1st Med time
 (MEDTIME)

30. __ __:__ __Termination of efforts   (TOETIME)
	31._______  Who initiated CPR?           

	      (WHOINIT) 1. Fire Dept.            5. Citizen with dispatcher assist 

	                           2. Paramedic           6. Citizen without dispatcher assist

	                           3. Ambulance          7. 1st responder, police

	                           4. MD/RN/off-duty medic  8. Unknown

	

	32._______  Any ROSC achieved?  1. Yes    2. No

	    (ANYROSC)

33. ______  Sustained ROSC achieved? 1. Yes  2. No

    (ROSC)



	34._______Patient  intubated?         1. Yes     2. No

    (INTUB)

	

	35._______  IV Inserted?        1.  Yes    2. No

   (IVINS)

	

	36. First five medications: list in order administered.

	     1.___ (MED1)             1. Epinephrine

	                                          2. Lidocaine

	     2.___(MED2)              3. Atropine

	                                          4. Bicarbonate

	     3.___(MED3)              5. Procainamide

                                          6. Amiodarone

	    4.___(MED4)                7. Vasopressin

	

	    5.___(MED5)

	

	37. ____Was public access defibrillator applied? 1. Yes  9. unknown

	   (PAD)

	

	38._______ Who delivered first shock?    

	   (WHOSHOCK)

	   1. Manual EMT  2. AED EMT  3. Paramedic   4. no shock

	   5. PAD           9. Unknown

	

	39. _______ Rhythm upon arrival of paramedics

	    (MRHYTHM)   (if aaa medics, then first rhythm after arrest)

	    00. Asystole                    09. Bundle branch block

	    01. Idioventricular           10. 3rd degree heart block

	    02. Fine VF                     11. Other block

	    03. VF                             12. Sinus bradycardia

	    04. Coarse VF                 13. Normal sinus rhythm

	    05. V tach                        14. Sinus tach (101+)

	    06. Slow A-fib (<101)     15. Other

	    07. Fast A-fib  (101+)     99. Unknown

	    08. Nodal

	

	40. _______Number shocks by paramedics

	   (MSHOCKS)   0. None   1-5.   6. Six or more   9. Unknown

	

	41. _______Rhythm after efforts, use rhythms above

	   (PRRHYTHM) see above rhythm codes  



	42 _____ Rate after efforts



	43._______Did pt. have symptoms prior to collapse? 



	44. _______Destination of transport

	   (DESTINTN)  1- 31.  Hospitals  38. Morgue 45. Mortuary

	

	

	46. _______Was patient admitted to a hospital?

    (ADMIT)    1. Yes                            3. No, EAS 

                        2. No, EAED                 9. Unknown 

	                     

	

	47. _______ Number of days in hospital

    (HOSPDAYS)   999. Unknown

	

	48. ______Was patient discharged from hospital alive?

	    (DISCHRGD)  1. Yes, to home                4. No, died in hospital

	                              2. Yes, to nursing home   9. Unknown

	

	49. _______Did patient have an ICD?  

	   (AICD)    1. Yes                 9. Unknown

	

	50. ______ Did pt. receive an ICD after this episode?

	 (ICDAFTR) 1. Yes  9. Unknown



	51. ______Was there an ICD firing this episode?

  (AICDFIRE)  1. Yes     9. Unknown



	52_______Final classification of etiology

	   (ETIOLOGY) 

	

	10. cardiac                                41. MV accident

	11. congenital cardiac              42. assault

	12. rheumatic                           43. burn/electrocution

	13. Stokes-Adams                    44. explosion

	14. cardiac other                       45. other acc/trauma

	20. respiratory                           50. cancer

	27. smoke inhalation                 60. SIDS

	30. suicide                                 70. neurological

	31. overdose                              80. other

	35. alcohol                                 81. endocrine

	40. drowning                             82. anaphylactic shock

	99. unknown

	

	

	53. _______Was an autopsy performed? 

	(AUTOPSY)   1. Yes  2. No  9. Unknown

	

	 

	54._______ Initial classification of etiology on run report

	(INITCLASS)

	10. Cardiac      20. Respiratory     30 Suicide

	31. Overdose   40. Drowning        45. Trauma

	60. SIDS          80. Other illness   99. Unknown



	

	

	55.  _____Did patient have a DNR order?

 1. Yes    2.  No   9. Unknown 


Notes and definitions for registry

Case definition:

A case is a person who is pulseless and breathless or with agonal respirations and for whom CPR is performed by an EMT or paramedic.  A patient with citizen CPR only is not a case. The CPR must occur within the boundaries of the community.

Item 18: Was arrest witnessed? (WITNESS)


  The event was witnessed if the patient was seen or heard to collapse

Item 20: Did paramedics stop CPR? (DOA)


 Did paramedics stop the EMTs from performing any more resuscitative efforts and pronounce the patient dead? 

Item 21: Collapse time (COLLHR,COLLMN)


  Approximate time the patient collapsed. If the arrest was witnessed and action was immediate and direct, record one minute before “Call time”. If it was witnessed but a

delay was made in placing the call, estimate the number of minutes elapsed between

collapse and call, and subtract that from call time. Collapse time and call time cannot be 

 the same. If the arrest was unwitnessed, leave blank.

Item 26: 1st CPR (FRSCPRHR,FRSCPRMN)

               Based on the approximate number of minutes after the call until 

CPR is initiated. If the arrest was witnessed and there was more than one 

rescuer with one initiating CPR and one making the call, the difference between 

collapse time and call time might be one minute. If the arrest was witnessed but there

 were other delay factors, such as having to move the patient off the bed or going to 
 seek help from a neighbor, use the best approximation. The “time interval to from call       to  CPR” box  can be useful in determining this time. It must be at least one minute greater  than collapse time. 

Item 27: 1st Defib (FRSDFBHR,FRSDFBMN)

Time of first shock. This is a backup to the EMT-D record. If an EMT-D record is filled out for the case, the time to shock is taken from that. This time can be entered if it is recorded on the incident report.

Item 30: Medic stop time(MEDSTPHR, MEDSTPMN)


  Medic on-scene time.

Item 31: ROSC achieved (ROSCHR,ROSCMN)


  Time of return of spontaneous circulation. Use this only for cases that are transported to the hospital. It is the time the heart rate first appears on the flow chart, and is frequently the same as Time BP returned.

Item 37. ROSC achieved? (ROSC)


  Was there a return of spontaneous circulation? This can be answered “yes” only if the patient regained a pulse and blood pressure prior to transport.

Item 43: Cardiac rhythm on arrival of paramedics (MRHYTHM)


  If arrest is after arrival of medics, this is the rhythm causing collapse. For example, if the rhythm is normal sinus on arrival of medics but then becomes VF, VF is the rhythm. 

Item 49: Was patient admitted to a hospital? (ADMITTED)


  1=yes 2=no, expired in ED 3=no, expired at scene 4=no, unknown 9=unknown

Item 50: Number of days in hospital (HOSPDAYS) 


  Begin counting from day of incident.  999=unknown   May be left blank if not admitted.

Item 51: Was patient discharged alive from hospital? (DISCHRGD)


  1=yes, home 2=yes, to nursing home 3=yes, unknown location 4=no,


   died in hospital 9=unknown

Item 55. Final classification of etiology. (ETIOLOGY)


  Codes 10 - 82, 99=unknown. Required field.  It is obtained primarily from the death certificate, patient history and medications.. When a patient is discharged alive, it is taken from the hospital discharge summary.  Occasionally, it is necessary to contact the private MD to obtain cause of collapse.  Assignation of etiology is based upon the underlying condition causing collapse. 


 The most frequently used code is 10, or “cardiac”. This is atherosclerotic heart disease, cardiogenic shock, congestive heart failure, ischemic heart disease, myocardial  infarction.

 Congenital cardiac,code 11, is due to a condition defined at birth.


 Rheumatic heart disease, code 12, is due to inflammation, degeneration , or metabolic derangement of connective tissue structures of the body. 


  Stokes-Adams, code 13, is absence of pulse and very brief loss of conciousness with  pulse returning spontaneously without drugs or shocks. 


 Cardiac other is code 14. This includes all other disorders of the heart, such as valve disease and primary cardiomyopathy.


  Neurological, code 70, includes amyotrophic lateral sclerosis, subarachnoid 

hemorrhage, cerebrovascular acccident, multiple sclerosis, Parkinson’s disease.

  Other, code 80, includes all causes for cardiac arrest not covered by the other codes.  Some major causes are aortic aneurysm, pulmonary embolism, and Alzheimer’s disease.

Renal, code 81 is used for acute renal failure, or diabetes as cause of death on the death certificate.

Item 56. Was an autopsy done? (AUTOPSY) 1=yes 2=no 8=N/A, pt. alive 9=unknown

              Information derived from death certificate. 
  

