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Introduction — Registre-ReAC

Pourquoi un registre sur ’ACEH?
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1 REGISTRIES
L

* Health systems should have population-based registries which monitor
the incidence, case mix, treatment and outcomes for cardiac arrest
* Registries should adhere to the Utstein recommendations

o OUT OF HOSPITAL CARDIAC ARREST

* Data from registries should inform health system planning and
responses to cardiac arrest

* All European countries are encouraged to participate in the European
Registry of Cardiac Arrest (EuReCa) collaboration

IN HOSPITAL CARDIAC ARREST

* Data from registries should inform health system planning
and responses to cardiac arrest

= LONG TERM OUTCOMES

* Clinicians should be alert to longer term consequences of
cardiac arrest and refer for specialist support where required

POST CARDIAC ARREST REHABILITATION

* There is a need for more research and greater provision of post
resuscitation rehabilitation services

46 000 victimes par an en France (soit 100 morts par jour)

72% surviennent 3 domicile, devant un témoin dans 63% des cas.

Le taux de survie en France est de 6%
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Introduction — Un registre sur I'arrét cardiaque pourquoi? @

Sous certaines conditions un registre peut étre un outil de :
* Recherche évaluative
* Recherche épidémiologique
* Recherche en santé publique

* Recherche clinique

Un registre est une machine a produire de lI'information en vie réelle, briques de la
construction de nouvelles connaissances.
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2.1 Fonctionnement — La base de données

Récolte des données
sur I’arrét cardiaque par
les équipes SMUR

Chaque centre a acces a
ses données pour
améliorer les pratiques

Saisie informatique par

le SMUR

A ce jour, la communauté ReAC compte
. - 150 réseaux de saisies,
Analyse des données Suivi des patients vivants composés de 311 SMUR et 94 SAMU

: a I'issue de la prise en
par le REAC . ap

charge 2 J+30 (métropole et DROM-COM)
sans qui le registre n’existerait pas.




2.2 EPP — Contrepartie 1 — les EPP

Pour qu’un registre fonctionne : les contreparties

1. COMPARAISON TEMPORELLE
Vous pouvez comparer vos pratiques a deux instants différents.
Ilvous suffit simplement de sélectionner dans REAC les périodes
choisies. Vous pouvez également sortir votre EPP sur une seule
période si vous ne désirez pas de comparaison temporelle.

Période 1 au
choix

Item 1.10 Voie d’'injection (4.2)
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4. RAPPEL DES RECOMMANDATIONS

Lorsque litem analysé fait Pobjet d’une recommandation | %
internationale, celle-ci est rappelée sur 'EPP. A
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Période 2 au
choix
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2. ESPACE DE COMMENTAIRES
Cette zone est réservée aux commentaires
éventuels lors de I'analyse de 'EPP. Cet outil
d’EPP devient un réel document de travail.

‘2"&

3. COMPARAISON SPATIALE
Sur chacune de vos EPP, le RéAC vous compare
automatique avec les pratiques nationales. Bien str,
cette comparaison doit étre recontextualisée dans
I'analyse de votre EPP.

Recommandation : si la voie intraveineuse semble difficile ou impossible, considérez la voie intraosseuse. Il est maintenant

établi que cette voie est efficace chez 'adulte.

RZAC




2.3 Statistiques en ligne — Contrepartie 2

Statistiques automatiques

Registre électronique des .
Arréts Cardiaques Valoriser votre

Rz A

Sélectionner : i B Date de début : 07-12-20m

Se comparer avec : Nationaux [JDate de fin:  25.10-2014

Injection/Perfusion par le SMUR (N = 884) (=% Injection/Perfusion

Données pour Nationau
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Extraction

2.2 Horaires de la RCP

Inverser la sélection | O Date de 'AC Date AC jours]
A partir du : [ pate AC jours
T R B |

s |

[J Date AC mois

[=~]

[ Heure de I'AC Eg]le decéenlchewenl smurjogrs] O Estim:
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Evolution des pratiques sur 10 ans
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3.1 Quelques indicateurs
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A AC au domicile

N Réanimation SMUR

N Intubation

A RCP témoin

A Intraosseuse
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3.1 Quelques indicateurs de survie
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Les enseignements du registre
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4.1 Recherche évaluative

Cardiovascular Drugs and Therapy (2020) 34:189-197
https:/doi.org/10.1007/s10557-020-06952-8

ORIGINAL ARTICLE 7@ )
Check for
updates

Intraosseous Versus Peripheral Intravenous Access
During Out-of-Hospital Cardiac Arrest: a Comparison of 30-Day
Survival and Neurological Outcome in the French National Registry

Valentine Baert *? () « Christian Vilhelm " . Joséphine Escutnaire " - Sophie Nave* - Delphine Hugenschmitt® -
Tahar Chouihed®”#° . Karim Tazarourte>'° - Frangois Javaudin'" - Eric Wiel " - Carlos El Khoury*'? - Hervé Hubert'~ -

e Al nlf Afsln ~D DARC

Intraosseous access - OR (95% ClI)

In favor of peripheral venous In favor of intraosseous access
access
ROSC - Unadjusted 0.711 [0.643;0.787) I
ROSC - Adjusted 0.783 [0,687;0.893] —
DO Survival - Unadjusted 0.635 [0.563;0.713] —_—
e 0.667 [0.573:0.776] ——
[

D30 Survival - Unadjusted 0.405 [0.271;0.616]

D30 Survival - Adjusted 0.763 [0.473;1.231] . )

D30'CPC1-2 - Unadjusted 1.125 [0.920;1.375] -

D30 CPC 1-2 - Adjusted 1.296 [0.973;1.726) -

02 04 06 08 1 12 14 16 18
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4.1 Recherche évaluative

A TIME-DEPENDENT PROPENSITY SCORE MATCHING APPROACH TO ASSESS
EPINEPHRINE USE ON PATIENTS SURVIVAL WITHIN OUT-OF-HOSPITAL CARDIAC
ARREST CARE

Valentine Baert, msc,”t Hervé Hubert, pHp,"t Tahar Chouihed, mp, pHp,$§||9 Clement Claustre, msc,i#
Eric Wiel, mp, pHD, " t"* Joséphine Escutnaire, pHp,"t Déborah Jaeger, mp,1§|| Christian Vilhelm, pHp,"t
Nicolas Segal, Mo, pHD,TT Frédéric Adnet, mp, pHp, 11 Pierre-Yves Gueugniaud, mMp, PHD, §§
Karim Tazarourte, mp, PHD,§§ /||| Alexandre Mebazaa, Mo, pHD, {9 Laurie Fraticelli, pHp,### and
Carlos El Khoury, mp, PHD #||||™" on behalf of REAC Research Group

Nonshockable rhythm - OR (95% CI) Shockable rhythm - OR (95% CI)

Favor no epinephrine Favor epinephrine Favor no epinephrine Favor epinephrine
ROSC - Unadjusted 2163 [1.908;2.452] % p<o001 ROSC - Unadjusted 0.182 [0.145;0.229] ta p<0.001
ROSC - Adjusted 1.048 [0.997;1.101] p=0063 ROSC - Adjusted 0.858 [0.781;0.942] —-— p<0.001
p<0.001 p<0.001
DO Survival - Unadjusted 1.675 [0.997;1.910] . DO Survival - Unadjusted 0.153 [0.122;0.192] =
p=0.206 p<0.001
DO Survival - Adjusted 1.037 [0.980;1.098] DO Survival - Adjusted 0.804 [0.729;0.886] —-—
CBU Survival - Unadjusted 0.307 [0.251;0.375] EE \ p<0.001 D30 Survival - Unadjusted 0.080 [0.065;0.098] . p<0.001
D30 Survival - Adjusted 0.645 [0.549;0.759] . p<0.001 D30 Survival - Adjusted 0.508 [0.440;0.586] o p<0.001
Ifalive at D30 - CPC 1-2 - R If alive at D30 - CPC1-2 -
i .178;0. 0.071 [0.057;0.088
Unadjusted - p<0.001 T — [ 1| = p < 0.001
Ifalive at D30 - CPC 1-2 - <0.001 If alive at D30 - CPC1-2 -
) 0.646 [0.549;0.759] —.— P 0.454 [0,384:0.536] . p<0.001
Adjusted Adjusted A\ V.
o 05 15 & 25 0 0s 15 2 25




4.2 Recherche épidémiologique

Les chiffres clefs de I’arrét cardiaque en France

L'incidence globale est de :

61,5 pour 100 000 habitants par an

75,3 pour 100 000 habitants par an dans la population adulte

Chez les adultes, I'incidence est de 100,3 pour les hommes contre 52,7 pour les femmes

G
(#

—_— —~~

EURECA

O NEFuropea_n Registry
of Cardiac amrest

EuR

'I' W O European Registry
of Cardiac armrest

NROC

The France-Canada OHCA registry

Anaesth Crit Care Pain Med 38 (2019) 131-135

Société Frangaise d'Anesthésie et de Réanimation / “l
— _
Special article
Epidemiology of out-of-hospital cardiac arrest: A French national R)
incidence and mid-term survival rate study S

Gérald Luc?, Valentine Baert ®, Joséphine Escutnaire ®, Michael Genin?, Christian Vilhelm ?,
Christophe Di Pompéo #, Carlos El Khoury ¢, Nicolas Segal ¢, Eric Wiel *¢, Frédéric Adnet ",
Karim Tazarourte®, Pierre-Yves Gueugniaud &, Hervé Hubert®*, On behalf GR-RéAC?

*Department of Public Health EA2694, University of Lille, 42, rue Ambroise-Paré, 59120 Loos, France

® French national out-of-hospital cardiac arrest registry, REAG, 59000 Lille, France

<RESCUE (Réseau Cardiologie Medecine d'Urgence) Network, Hussel Hospital, 38200 Vienne, France

4 Department of Emergency Medicine, Assistance publique-Hapitaux de Faris (AP-HP), Lariboisiére Hospital, 75010 Faris, France
©Department of Emergency Medicine, SAMU 59, Lille University hospital, 59000 Lille, France

fInserm U942, Department of emergency medicine, hapital Avicenne, AP-HP, Paris 13 University, 93000 Bobigny, France
£SAMU 69, Lyon University Hospital, Claude Bernard University, 69003 Lyon, France

" Research Group on the French national out-of-hospital cardiac arrest registry, REAC, 59000 Lille, France

ARTICLE INFO ABSTRACT

Article history: Out-of-hospital cardiac arrest (OHCA) is considered an important public health issue but its incidence
Available online 21 April 2018 hasnot been examined in France. The aim of this study is to define the incidence of OHCA in France and to
compare this to other neighbouring countries. Data were extracted from the French OHCA registry. Only
Keywords: exhaustive centres during the period from January 1, 2013, to September 30, 2014 were included. All
Incid_en.:e patients were included, regardless of their age and cause of OHCA. The participating centres covered
Cardiac arrest about 10% of the French population. The study involved 6918 OHCA. The median age was 68 years, with
g:rt‘;luvf;:mspml 63% of males. Paediatric population (= 15 years) represented 1.8%. The global incidence of OHCA was
France 61.5 per 100,000 inhabitants per year in the total population corresponding to approximately 46,000
QHCA per year. In the adult population, we found an incidence of 75.3 cases per 100,000 inhabitants per
year. In adults, the incidences were 100.3 and 52.7 in males and females, respectively. Most (75%) OHCA
occurred at home and were due to medical causes (88%). Half of medical OHCA had cardiovascular
causes. Survival rates at 30 days was 4.9% [4.4; 5.4] and increased to 10.4%[9.1; 11.7] when resuscitation
was immediately performed by bystander at patient’s collapse. The incidence and survival at 30 days of
OHCA in France appeared similar to that reported in other European countries. Compared to other causes

of deaths in France, OHCA is one of the most frequent causes, regardless of the initial pathology.
@ 2018 Société francaise d’'anesthésie et de réanimation (Sfar). Published by Elsevier Masson SAS. All
rights reserved.
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4.2 Recherche épidémiologique - Recherche en santé publique 5

Original article 1

Socioeconomic status and incidence of cardiac arrest:
a spatial approach to social and territorial disparities
Laurent Castra®®, Michael Genin?, Joséphine Escutnaire®®, Valentine Baert*®,

Jean-Marc Agostinucci®, Francois Revauxf, Cécile Ursat?, Karim Tazarourteh,
Frédéric Adnet® and Hervé Hubert*"°
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Spatial clusters Cluster 4

I Low-incidence cluster NANTERRE

I High-incidence cluster

Cluster 5

ANTON Y

Cluster 1

Objective Cardiac arrest (CA) is considered a major public
health issue. Few studies have focused on geographic
variations in incidence and socioeconomic characteristics.
The aim of this study is to identify clusters of municipalities
with high or low CA incidence, and find socioeconomic
factors associated with them.

Patients and methods CA data from three Parisian
counties, representing 123 municipalities, were extracted
from the French CA registry. Socioeconomic data for each
municipality were collected from the French national
institute of statistics. We used a statistical approach
combining Bayesian methods to study geographical CA
incidence variations, and scan statistics, to identify CA
incidence clusters of municipalities. Finally, we compared
clusters of municipalities in terms of socioeconomic factors.

Results Strong geographical variations were found among
123 municipalities: 34 presented a significantly increased
risk of incidence and 37 presented a significantly low risk.
Scan statistics identified seven significant spatial clusters
of CA incidence, including three clusters with low incidence
(the relative risk varied from 0.23 to 0.54) and four clusters
with high incidence (the relative risk varied from 1.43 to 2).
Clusters of municipalities with a high CA incidence are
characterized by a lower socioeconomic status than the

15 km

others (low and normal CA incidence clusters). Analysis
showed a statistically significant relationship between
social deprivation factors and high incidence.

Conclusion This study shows strong geographical
variations in CA incidence and a statistically significant
relationship between over-incidence and social
deprivation variables. European Journal of Emergency
Medicine 00:000-000 Copyright © 2018 Wolters Kluwer
Health, Inc. All rights reserved.

European Journal of Emergency Medicine 2018, 00:000-000

Keywords: cardiac arrest, France, incidence, out-of-hospital, scan statistics,
social disfavour

“Department of Public Health, EA2694, University of Lille, ®French National
Out-of-Hospital Cardiac Arrest Registry Research Team, REAC, © GR-RéAC,
French national out-of-hospital cardiac arrest registry research group, Lille, “ARS
lle-de-France, °AP-HP, Department of Emergency Medicine, Avicenne Hospital,
Inserm U942, Paris 13 University, '"APHP, Department of Emergency Medicine,
Henri Mondor University Hospital, YAPHP, Department of Emergency Medicine,
Raymond Poincaré University Hospital, Paris and "HCL, Department of
Emergency Medicine, Lyon University Hospital, Claude Bernard University, Lyon,
France

Correspondence to Hervé Hubert, PhD, Department of Public Health, EA2694,
Institute of Health Engineering of Lille, University of Lille, 42, rue Ambroise Paré
59120 Loos, France

Tel: + 33 320 623 741, fax: + 33 320 623 738; e-mail: herve.hubert@univ-lille2.fr

Received 7 July 2017 Accepted 30 October 2017




. European Journal of
Cardiovascular @ ESC

Original Article Nursin g g;ircoaprg?[r’}osl;ycietv
European Journal of Cardiovascular Nursing
. . . . . 1-8

Age discrimination in © The Eiropean Society of Cardclogy 2017

. . Reprints and permissions:
out-of-hospital cardiac ST

. - journals.sagepub.com/home/cnu
arrest care: a case-control study SencE

Eric Wiel'2, Christophe Di Pompéo!, Nicolas Segal?,

Gérald Luc', Jean-Baptiste Marc?, Carine Vanderstraeten?,
Carlos El Khoury’, Joséphine Escutnaire!, Karim Tazarourte?,
Pierre-Yves Gueugniaud® and Hervé Hubert!, on behalf of

GR-RéAC’

Abstract

Background: Although some studies have questioned whether cardiopulmonary resuscitation (CPR) in older

nannla FAnld ha fiitila ada ic nar rancidarad an ascantial Aanreafohasniral cardiac arract (OHC AN nraannactic farrar

Table 2. Odds ratios for survival rates and neurological outcome assessment.

4.3 Recherche en santé publique — population agée

Global <65 years >65 years p
ROSC 33.1% 35.1% 31.2% <0.001

31.4% 32.8% 29.9% <0.001
Transport 31.1% 37.3% 24.9% <0.001

29.4% 34.8% 24.0% <0.001
Hospital admission 30.2% 36.5% 24.0% <0.001
vital status: alive 28.3% 33.8% 22,8% <0.001
Day 30 or hospital 7.8% 10.7% 4.8% <0.001
discharge status: alive 7.1% 9.7% 4.4% <0.001
Day 30 or hospital 76.5% 76.9% 75.6% 0.718
discharge CPC 1-2# 81.9% 82.1% 81.5% 0.801 -

RZAC
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EVOLUTION OF SURVIVAL IN CARDIAC ARREST WITH AGE IN ELDERLY PATIENTS:
IS RESUSCITATION A DEAD END?

Nicolas Segal, mp, pHD,” Christophe di Pompéo, pHp,T Joséphine Escutnaire, pHp, T Eric Wiel, mp, pHD, T1
Cyrielle Dumont, pHp, T Laurent Castra, msc, Karim Tazarourte, mp, pHD,§ Carlos El Khoury, mp, |
Pierre-Yves Gueugniaud, mp, PHD,§ and Hervé Hubert, prp,T on behalf GR-REAC*
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Figure 2. Relationship between survival and age. Simple
linear regression line.




4.3 Recherche en santé publique - COVID RéA/C)

RESEARCH ARTICLE Open Access

Use of out-of-hospital cardiac arrest
registries to assess COVID-19 home
mortality

1,23*

Check for
updates

Hervé Hubert . Valentine Baert'?, Jean-Baptiste Beuscart' and Emmanuel Chazard'

Conclusions

In summary, at-home COVID-19-related
deaths corresponded to one eighth of in-
hospital deaths, which means that 1322
deaths were not accounted for by the
French national statistics as of April 15th,
2020.

Coronavirus Disease 2019 and Out-of-Hospital
Cardiac Arrest: No Survivors
Valentine Baert ', Jean-Baptiste Beuscart, Morgan Recher, Francois Javaudin, Delphine Hugenschmitt,

Thomas Bony, Frangois Revaux, Nadia Mansouri, Fanny Larcher, Emmanuel Chazard, Hervé Hubert,
French National OHCA Registry (REAC) Study Group

25

20

P
w

Percentage

-
o

3.5

0.9
0
ROSC DO survival 30 survival

® Confirmed COVID-19 group ® Suspected COVID-19 group = Non-COVID-19 group

Figure 2. Survival. DO = at hospital admission, D30 = 30 d after out-of-hospital cardiac arrest or at
hospital discharge, ROSC = return of spontaneous circulation.




4.4 Recherche clinique Ré@

CILICA-HS Adrénaline faible dose
N/

IOHCA population

Evaluer l'impact du rythme de relais et du
guidage en temps réel par le CPRMeter® sur la Exclusion:

FOHCA which occurs in patients under 18 years old

qualité du Massage Cardiaque Externe (MCE) Non-medical OHCA  (sraumatic, crownings

electrocution, asphyxia, overdose, unknown) —

OHCA occurring in pregnant patient

FOHCA without ACLS (Decision to Not Attempf
Resuscitation, body finding...).

Randomisation

Control group Experimental group
D (epinephrine 1mg/injection) (epinephrine 0.5mg/injection)
Déterminer si une intervention multifacette Out-of-hospital Out-of-hospital
(formation des ARM, Sauvlife, audit des
pratiqgues) permet d’augmenter le taux de oy alonr o oy o
réanimation cardiopulmonaire initié par les

témoins.
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Aujourd’hu1 REAC:

Plus de 60 papiers scientifiques
Plus de 70 présentations dans des congres francais
Plus de 40 présentations dans des congres internationaux
4 prix scientihiques
2 réseaux scientifiques internationaux
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3.2 Antécédents et contexte

RZAC

Transmission a la base nationale
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lls nous soutiennent...

REAC ne peut exister sans le soutien de ses partenaires.

Grace a eux, nous pouvons créer et améliorer nos outils afin de proposer
chaque jour le meilleur a notre communauté.

Un registre au service des praticiens au bénéfice des patients.




