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Abstract

Backgrounds: In-Hospital Cardiac Arrest (IHCA) requires the preparation of
considerable medical resources in hospitals. Furthermore, compared to Out-of-Hospital
Cardiac Arrest, until recently, there have not been many studies on the incidence,
characteristics, and prognosis of IHCA. This study is to examine IHCA event rates
among hospitalized patients in the Republic of Korea from 2011 to 2015.

Methods: The incidence of IHCA in adults was extracted from claim data of the National
Health Insurance Service from 2011 to 2015, and analyzed according to age, sex, the
classification under the 7th revision of the Korean Standard Classification of Diseases
(KCD-7), hospital types, and provinces.

Results: From 2011 to 2015, the overall incidence of IHCA in Korea was founded to be
3.00 per 1,000 hospitalizations. The overall 5-year [IHCA incidence was higher in male at
3.92 cases per 1,000 hospitalizations and at female 2.19 cases per 1,000 hospitalizations.
Incidence due to cardiovascular disease increased year by year, whereas incidences due
to respiratory, neurological and infectious disease were decreasing, and in the case of
oncologic disease, there was no change. In particular, patients with diseases of the
circulatory system had at least a two times higher incidence compared to those with other
diseases. The IHCA incidence in general hospitals and tertiary hospitals was at least two-
fold higher than the national overall and showed an increasing trend. The provinces that
showed a higher IHCA incidence than the five-year national overall were Jeju Special
Self-Governing Province, Gangwon Province, and Seoul.

Conclusions: The results of this study can be used as important basic data to secure
patient safety by reducing the occurrence of IHCA.
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1. Introduction

Cardiac arrests are emergency situations that require medical
professionals to provide immediate, adequate care within min-
utes, and cardiac arrest treatment, that is, cardio-pulmonary
resuscitation (CPR), involves many human and physical re-
sources [|, 2]. The lack of an immediate response in the
event of a cardiac arrest may lead to death or permanent brain
damage, and use up significant medical resources.

Cardiac arrest is traditionally classified into In-Hospital
Cardiac Arrest (IHCA) and Out of Hospital Cardiac Arrest
(OHCA) depending on whether or not it has occurred in a
hospital [3]. For decades, various studies on the incidence
and characteristics of OHCA, as well as the development
of guidelines to improve the prognosis, have been actively
conducted [4—6]. THCA has tended to be considered a
branch of OHCA or to be valued with low importance [7].
However, IHCA requires the preparation of considerable

medical resources in hospitals [1]. Furthermore, compared to
OHCA, until recently, there have not been many studies on
the incidence, characteristics, and prognosis of IHCA [8].

Recently, as several registry-based studies have been con-
ducted, the incidence rate and the characteristics of IHCA
have been analyzed [&, 9]. Previous studies have shown that
IHCA has approximately 1-5 occurrences per 1000 beds [2].
According to the data of the American Heart Association’s
nationally representative Get With The Guidelines Resusci-
tation (GWTG-R) registry it was estimated that there were
approximately 6-7 cases per 1000 hospitalizations (0.92/1000
bed-days) from 2003 to 2007 [10, 11]. The United Kingdom
(UK) national cardiac arrest audit reported 1.6 cases per 1000
hospitalizations [12]. Denmark’s nationwide IHCA registry
base incidence reported 1.8 cases per 1000 hospitalizations [9].

However, the incidence of IHCA based on real data rather
than estimated data is difficult to predict [2]. Although it has
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FIGURE 1. In-Hospital Cardiac Arrest Incidence Trends by Age Group. * Incidence unit: cases per 1,000 hospitalization.

been estimated based on the registry, there are not many studies
have suggested the exact incidence of IHCA. The Republic of
Korea is one of the relatively few countries in the world that
implements national health insurance for the whole nation, and
data for insurance claims can be identified on an actual scale
[13]. From this insurance claim data, Choi ef a/. [14] and
Kwon et al. [15] reported a nationwide IHCA incidence of
2.46 for every 1,000 hospitalizations using 2009 sample data
and 3.00 per 1,000 hospitalizations using whole data from 2011
to 2015, respectively. Based on this pilot study, the present
study attempts to grasp the IHCA incidence and analyze its
characteristics by using the total data for several years.

2. Materials and methods

2.1 Source of data

This study was conducted based on insurance claims submitted
to the Health Insurance Review & Assessment Service (HIRA)
of the Republic of Korea for patients hospitalized in various
hospitals from 2011 to 2015, retrospectively. The data com-
prise four tables: a table for general information (TABLE 20),
a table for detailed services provided (TABLE 30), a table
for diagnostic codes (TABLE 40), and a table for medical
prescriptions (TABLE 53). Each was assigned a unique key
value. A separate table was generated for information on
medical institutions.

2.2 Case description

2.2.1 Classification of medical institutions

Under the Medical Act of the Republic of Korea, medical
institutions are classified into clinic-level medical institutions
and hospital-level medical institutions. However, insurance
claims are made using a separate classification of medical
institutions into tertiary hospitals, general hospitals, long-term
care hospitals, dental hospitals, oriental medical hospitals,
hospitals, clinics and health centers. This study excluded
dental hospitals, oriental medical hospitals, and health centers,
and focused only on tertiary hospitals, general hospitals, long-
term care hospitals, hospitals, and clinics.

2.2.2 Extraction of IHCA cases

To extract IHCA cases, this study extracted medical records of
patients hospitalized for treatment in medical institutions from
2011 to 2015 where the related insurance claims contained
cardiac arrest treatment codes in TABLE 30: M5873, M5874,
M5875, M5876, and M5877. The analysis focused mostly on
TABLE 20.

(1) Since IHCA tends to be recurring, patients with multiple
cardiac arrest codes during the same hospitalization period
were counted once, and hospitalizations that followed were
excluded.

(2) Among insurance claims of the Health Insurance Review
& Assessment Service, this study used only data on hospital-
ized patients. OHCA patients who did not recover or died
shortly after recovery (within six hours of emergency room
arrival) were excluded.

(3) Cases with significantly fewer claim codes other than
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FIGURE 2. In-Hospital Cardiac Arrest Incidence Trends by Male and Age Group. * Incidence unit: cases per 1,000

hospitalization.

cardiac arrest codes in TABLE 30 were excluded as they were
regarded as not being hospitalized.

2.3 Statistical analysis

Incidence was defined as cases per 1,000 hospitalizations and
calculated.

The IHCA incidence were analyzed based on gender, age,
and disease as defined in the 7th revision of the Korean Stan-
dard Classification of Diseases (KCD-7), type of institution,
and province.

All data were analyzed in SAS version 9.4 (SAS Institute,
Cary, NC, USA).

3. Results

3.1 Analysis based on gender and age

3.1.1 Analysis based on age

A bimodal distribution is observed when the IHCA incidence
is analyzed for patients below one year old and by age group
in 10-year increments. The IHCA incidence is 1.54 cases for
every 1,000 hospitalizations in patients below one year old,
and 1.01 cases for every 1,000 hospitalizations for 41 years
onwards. The event rate is highest in the 81-90 age group
(Fig. 1, Supplement Table 1).

The overall IHCA incidence from 2011 to 2015 is 3.00

cases per 1,000 hospitalization, and the IHCA incidences was
increased in 61 years onward. However, the IHCA incidence
showed a declining trend from 2011 to 2015 for patients aged
51 and older.

3.1.2 Analysis based on gender and age

The IHCA incidence of male and female patients by age group
and year are shown in Fig. 2, Fig. 3, and Supplement Table 1.

The overall 5-year IHCA incidence was 3.92 cases per 1,000
hospitalizations for male patients, and 2.19 cases per 1,000
hospitalizations for female patients. That is, male patients had
a roughly 1.8 times higher IHCA event rate.

The IHCA incidence by age group exhibited a similar bin-
odal distribution for both male and female patients.

3.2 Analysis based on disease group and
gender

Looking at the IHCA incidence by KCD disease classification,
the highest event rate was seen for diseases classified under
R00-R99, which is defined as “symptoms, signs, and abnormal
clinical and laboratory findings; not elsewhere classified”. The
next highest IHCA incidence was for 100-195, or “diseases of
the circulatory system”. This was followed by P00-P96 or
“certain conditions originating in the perinatal period”, A00-
B99 or “certain infectious and parasitic diseases”, and J0O-
J99 or “diseases of the respiratory system”. The incidence
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FIGURE 3. In-Hospital Cardiac Arrest Incidence Trends by Female and Age Group. * Incidence unit: cases per 1,000

hospitalization.

by disease group, gender, and age is presented in Supplement
Table 2.

3.3 Analysis based on major cause of death
and infectious diseases

A separate analysis was performed for major diseases - car-
diovascular diseases, cerebrovascular diseases, respiratory dis-
eases, and oncologic disease and infectious diseases (Fig. 4).

The THCA incidence among patients with diseases of the
circulatory system, including cardiovascular diseases, showed
an increasing trend at 9.57 cases per 1,000 hospitalizations in
2011, 10.41 cases in 2012, 10.36 in 2013, 11.20 in 2014, and
12.00 in 2015. The number of male patients with diseases
of the circulatory system was about 1.67 times higher than
the number of female patients in the five-year period, and the
IHCA incidence increased for both genders.

The IHCA incidence among patients with diseases of the
respiratory system, including types of pneumonia, showed a
decreasing trend at 4.09 cases per 1,000 hospitalizations in
2011, 4.15 cases in 2012, 4.09 in 2013, 3.50 in 2014, and 3.42
in 2015. The number of male patients with diseases of the
respiratory system was relatively higher than the number of
female patients in the five-year period, and the IHCA incidence
decreased for both genders.

The THCA incidence among patients with infectious dis-
eases decreased from 5.00 cases per 1,000 hospitalizations

in 2011, 4.79 cases in 2012, 4.33 cases in 2013, and 3.85
cases in 2014 to 3.48 cases in 2015. Diseases of the nervous
system including cerebrovascular diseases showed a similar
decreasing trend from 1.45 cases per 1,000 hospitalizations in
2011, 1.29 cases in 2012, 1.09 cases in 2013, and 1.04 cases in
2014 to 0.86 cases in 2015.

The IHCA incidence among oncologic patients was similar
each year.

3.4 Analysis based on institution type

The THCA incidence by year and hospital type is shown in
Fig. 5 and Supplement Table 3.

The IHCA incidence in tertiary hospitals showed an increas-
ing trend at 5.43 cases per 1,000 hospitalizations in 2011, 6.25
cases in 2012, 6.13 cases in 2013, 6.31 cases in 2014, and 6.29
cases in 2015.

The IHCA incidence was generally higher for general hos-
pitals than for tertiary hospitals, with a similar increasing trend
at 5.71 cases per 1,000 hospitalizations in 2011, 6.51 cases in
2012, 6.56 cases in 2013, 6.44 cases in 2014, and 6.65 cases in
2015.

On the other hand, the IHCA event rate for hospitals and
long-term care hospitals was 1.38 cases and 0.77 cases, respec-
tively, in 2011, and dropped to 0.98 cases and 0.40 cases in
2015.

The THCA incidence for clinic-level medical institutions
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FIGURE 4. In-Hospital Cardiac Arrest Incidence Trends by Major cause of Death and Infectious Disease. * Incidence

unit: cases per 1,000 hospitalization.

increased slightly from 0.05 cases per 1,000 hospitalizations
in 2011 to 0.10 cases in 2015.

3.5 Analysis based on province

Compared to the overall IHCA incidence of 3.00 cases
per 1,000 hospitalizations from 2011 to 2015, the cities
or provinces with a sub-overall incidence were Busan
Metropolitan City, Daejeon Metropolitan City, Ulsan
Metropolitan City, Jeollabuk Province, Jeollanam Province,
Gyeongsangbuk Province, and Gyeongsangnam Province
(Fig. 6).

Jeju Special Self-Governing Province had the highest
incidence, followed by Gangwon Province, Seoul, and
Chungcheongbuk Province.

The incidence of IHCA was slightly higher than the
overall in three metropolitan areas, including Seoul, Incheon
Metropolitan City, and Gyeonggi Province, where patients
from all over the country are concentrated.

The THCA incidence increased for Gangwon Province,
Chungcheongbuk Province, and Sejong Special Self-
Governing City.

Meanwhile, the IHCA event rate decreased yearly in Bu-
san Metropolitan City, Gwangju Metropolitan City, Jeollanam
Province, and Jeollabuk Province. Other provinces had similar
IHCA event rates each year.

4. Discussion

In this study, the overall IHCA incidence from 2011 to 2015
was 3.00 cases for every 1,000 hospitalizations. This is con-
sistent with the 2007 findings of Sandroni et al. [2] and
Nolan ef al. [16], who reported one to five IHCA cases for
every 1,000 hospitalizations. In a 2017 study by Thompson
et al. [17] a similar IHCA incidence of four cases per 1,000
hospitalizations was observed for U.S. elderly population aged
65 and above. Harrison ef al. [12] of the United Kingdom
reported 1.5 cases in acute care hospitals, while Radeschi et
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FIGURE 5. In-Hospital Cardiac Arrest Incidence Trends by Hospital Type.

hospitalization.

al. [18] of Italy observed 1.51 cases. The IHCA incidences
of the two countries were slightly lower than that of Korea.
China’s Shao et al. [19] declared that there were 17.5 cases for
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* Incidence unit: cases per 1,000

every 1,000 hospitalizations, and this was significantly higher
than other countries. They also reported a low survival rate and
poor prognosis. In the United States, based on the American
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Heart Association’s Get With The Guidelines-Resuscitation
(GWTG-R) registry from 2008 to 2017, the incidence was
estimated as 292,000 annually, or 9 to 10 IHCA per 1,000
admissions [8]. This difference between studies is speculated
to be due to the method of calculation and the characteristics
of the population.

There are few countries in the world that provide national
health insurance for individual citizens. The Republic of Korea
has a special health insurance system that allows individuals
to make insurance claims for medical services based on their
resident registration number. The insurance claims contain
many types of information but may be a distorted represen-
tation as they are for insurance purposes. Moreover, the data
are too vast to apply in clinical analysis. HIRA-NPS-2009,
extracted from national health insurance claims in 2009 to be
nationally representative, was utilized in some studies. Choi
et al. [14] conducted a pilot study in 2009 using the data and
found that the IHCA event rate was 2.46 cases for every 1,000

hospitalizations.

However, since most countries cannot have access to data on
citizens’ medical records, IHCA incidences were only reported
for certain age groups or through registries of some hospitals.

The IHCA incidence according to age group showed binodal
distribution. Patients aged below one year old suffered from
various diseases, from which we could predict a high IHCA
incidence. Those aged 60 and above showed an increasing
trend from 2011 to 2015. For patients aged 60 and above,
the THCA incidence increased with age. Nonetheless, an
encouraging sign was that the IHCA event rate was decreasing
annually in the same age group. This can be associated with
improvements in the quality of medical services and patient
safety [20].

The THCA incidence was 1.8 times higher for male pa-
tients than female patients. This trend was also observed for
patients with diseases of the circulation system and cancer,
with male patients having a higher rate by 1.67 and 2.17
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times, respectively. The results cannot be generalized to all
diseases as the difference was less significant for diseases of
the nervous system. Also, there were some conditions unique
to female patients, such as pregnancy, childbirth, and puerperal
infections [12, 20, 21].

Historically, the most common and second most common
cause of cardiac arrest have been cardiac and respiratory ori-
gins [22-24]. In this study, the high incidence in patients with
diseases classified under R00-R99, that is, “symptoms, signs
and abnormal clinical and laboratory findings; not elsewhere
classified”, is presumed to be the result of cardiac arrest occur-
ring while trying to find the cause of symptoms. This result
is thought to be because the data originated from the insurance
claim data. Excluding IHCA related to neonatal period, cardiac
disease, infectious disease, and respiratory disease are the next
most common causes of IHCA, consistent with results from
other studies.

Focusing on the several diseases that are regarded as to
the leading causes of death, the IHCA rate of cardiovascular
disease continues to increase, as opposed to be the decreasing
trend of the IHCA incidence in other diseases, particularly
infectious diseases, respiratory diseases (including pneumo-
nia), and nervous system diseases. Even though this data
is considered for insurance claim, the trends are thought to
reflect the medical development of successful acute treatment
of these diseases, and hospitals must exert efforts to lower
cardiac arrest incidence among patients with diseases of the
circulation system.

Looking at the IHCA incidence by hospital type, hospitals
or long-term care hospitals where milder cases or patients
requiring long-term care are hospitalized showed a decrease in
the IHCA incidence, whereas tertiary hospitals displayed the
opposite trend. This can be traced to the higher concentration
of severe cases in general or tertiary hospitals. Harrison ef al.
[12] reported 1.5 cases for every 1,000 hospitalizations in acute
care hospitals, and Radeschi ef al. [18] found 1.51 for every
1,000 hospitalizations. The IHCA event rate in Korea’s tertiary
hospitals and general hospitals was about four times higher at
6.07 cases and 6.37 cases, respectively. One factor that may
be relevant here is the practice of CPR on patients suffering
from cancer or other diseases and who are at the end of life. To
resolve this issue, the Act on Hospice and Palliative Care and
Decisions on Life-sustaining Treatment for Patients at the End
of Life was enacted, but further research should be conducted
in this area. The overdependence on CPR alone cannot explain
Korea having an almost four times higher event rate compared
to developed countries, which highlights the need for in-depth
analysis and countermeasures.

The provinces that showed a higher IHCA incidence than
the five-year national overall were Jeju Special Self-Governing
Province, Gangwon Province, and Seoul. In the case of Seoul,
the high incidence can be explained by the city having major
hospitals preferred by many citizens. However, the high
incidence cannot be explained altogether because Jeju Special
Self-Governing Province is due to the isolated environment of
an island, and Gangwon Province is due to the environment
with many mountainous areas. Based on data of the AHA’s
GWTG-R, Merchant ef al. reported no statistically significant
difference between incidence of IHCA in urban and rural
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areas [25]. This difference is due to the medical accessibility
resulting from the geographical factors and relatively unforced
health care delivery system in the nation [26].

Further research should be carried out to analyze the possi-
bility of patients receiving treatment in other regions or moving
to new regions, and to calibrate for severity of conditions.

While many cases of IHCA is irresistible, there are some
cases that can be predicted and prevented. To prevent [HCA
and respond to emergency situations, many hospitals have op-
erated the Rapid Response Team (RRT) or Medical Emergency
Team (MET) [27], and some researchers have even used tools
of the deep learning, as a type of machine learning [28]. And
their efforts make patient safety to be ensured by preventing
cardiac arrest in hospitals. The results of this study would be
expected to be utilized as a basic statistical data for their efforts.

This study has the following limitations.

First, insurance claims data contain information on exami-
nations, treatment, procedures, surgeries, and medication, but
do not provide results for each administration. As such, the
cause of cardiac arrest could not be fully investigated.

Second, since not all patients’ medical records can be ac-
cessed, it was not possible to analyze the status of patients at
the time of cardiac arrest.

Third, patient status in insurance claims data is briefly
described as “ongoing”, “transferred”, “returned”, “death”,
“other”, or “discharged”, and does not provide details on
specific conditions of transfer, return, or discharge. Analysis
of cerebral performance category (CPC) scores, needed to
determine the survival rate or prognosis evaluation of patients
who have experienced cardiac arrest, could not be carried
out. To assess survival rate and prognosis, it is necessary
to analyze related factors based on operational definitions.
This will allow a comparative analysis of survival rate and
prognosis of cardiac arrest patients between hospitals that
provide CPR training on a regular basis and those that do not.

5. Conclusions

The overall IHCA incidence for patients hospitalized in medi-
cal institutions of the Republic of Korea from 2011 to 2015 was
found to be 3.00 cases per 1,000 hospitalizations. The IHCA
incidence was also obtained by age group, gender, disease
group, institution type, and regional local government. The
results of this study can be used as important basic data to
secure patient safety by reducing the occurrence of IHCA.

AUTHOR CONTRIBUTIONS

IHK contributed to conduct the data curation and formal anal-
ysis and funding acquisition. YC and IHK contributed to
application of the research methodology. IHK drafted the
manuscript as first and corresponding authors. YC reviewed
and edited for completion of the manuscript. IHK visualized
the figures and tables.



204

ETHICS APPROVAL AND CONSENTTO
PARTICIPATE

This study was approved as exempt from research ethics re-
view with approval number DAUHIRB-EXP-17-110 issued by
the Institutional Review Board of Dong-A University Hospital.

ACKNOWLEDGMENT

This paper is based on the In Ho Kwon’s PhD Dissertation at
Kangwon National University, Gangwon, Republic of Korea.
And this study used HIRA research data made by Health In-
surance Review & Assessment Service. The views expressed
are those of the authors and not necessarily those of HIRA and
the Ministry of Health and Welfare of the Republic of Korea.

FUNDING

This work was supported by the Dong-A University research
fund.

CONFLICT OF INTEREST

No potential conflict of interest relevant to this article was
reported.

SUPPLEMENTARY MATERIAL

Supplementary material associated with this article can be
found, in the online version, at https://oss.signavitae.
com/mre-signavitae/article/1372074403372646400/
attachment/SV2021012701_Supplements.pdf.

REFERENCES

Il Go AS, Mozaffarian D, Roger VL, Benjamin EJ, Berry JD, Blaha MJ,
et al. Heart disease and stroke statistics-2014 update: a report from the
American Heart Association. Circulation. 2014; 129: €28-¢292.
Sandroni C, Nolan J, Cavallaro F, Antonelli M. In-hospital cardiac arrest:
incidence, prognosis and possible measures to improve survival. Intensive
Care Medicine. 2007; 33: 237-245.

Idris AH, Bierens JJLM, Perkins GD, Wenzel V, Nadkarni V, Morley

P, et al. 2015 revised Utstein-style recommended guidelines for uniform

reporting of data from drowning-related resuscitation: an ILCOR

advisory statement. Resuscitation. 2017; 118: 147-158.

14l Krishna CK, Showkat HI, Taktani M, Khatri V. Out of hospital cardiac
arrest resuscitation outcome in North India - CARO study. World Journal
of Emergency Medicine. 2017; 8: 200-205.

15" Monsieurs KG, Nolan JP, Bossaert LL, Greif R, Maconochie IK,

Nikolaou NI, et al. European Resuscitation Council Guidelines for

resuscitation 2015: section 1. Executive summary. Resuscitation. 2015;

95: 1-80.

Neumar RW, Shuster M, Callaway CW, Gent LM, Atkins DL, Bhanji

F, et al. Part 1: executive summary: 2015 American Heart Association

Guidelines update for cardiopulmonary resuscitation and emergency

cardiovascular care. Circulation. 2015; 132: S315-S367.

17l Sinha SS, Sukul D, Lazarus JJ, Polavarapu V, Chan PS, Neumar RW,
et al. Identifying important gaps in randomized controlled trials of adult
cardiac arrest treatments: a systematic review of the published literature.
Circulation: Cardiovascular Quality and Outcomes. 2016; 9: 749-756.

18] Andersen LW, Holmberg MJ, Berg KM, Donnino MW, Granfeldt A.
In-hospital cardiac arrest: a review. Journal of the American Medical
Association. 2019; 321: 1200-1210.

3

[6

[10]

o

[13]

[14]

[15]

[16

[17]

[18]

[19]

[20]

=
&)

S
&

_Jn— Signa Vitae

Andersen LW, Holmberg MJ, Lofgren B, Kirkegaard H, Granfeldt A.
Adult in-hospital cardiac arrest in Denmark. Resuscitation. 2019; 140:
31-36.

Merchant RM, Yang L, Becker LB, Berg RA, Nadkarni V, Nichol G, et al.
Incidence of treated cardiac arrest in hospitalized patients in the United
States. Critical Care Medicine. 2011; 39: 2401-2406.

Morrison LJ, Neumar RW, Zimmerman JL, Link MS, Newby LK,
McMullan PW, et al. Strategies for improving survival after in-hospital
cardiac arrest in the United States: 2013 consensus recommendations: a
consensus statement from the American Heart Association. Circulation.
2013; 127: 1538-1563.

Harrison DA, Patel K, Nixon E, Soar J, Smith GB, Gwinnutt C, et al.
Development and validation of risk models to predict outcomes following
in-hospital cardiac arrest attended by a hospital-based resuscitation team.
Resuscitation. 2014; 85: 993-1000.

Nam DJ, Kwon HW, Lee H, Ahn EK. National healthcare service and its
big data analytics. Healthcare Informatics Research. 2018; 24: 247-249.
Choi Y, Kwon IH, Jeong J, Chung J, Roh Y. Incidence of Adult in-
hospital cardiac arrest using national representative patient sample in
Korea. Healthcare Informatics Research. 2016; 22: 277-284.

Kwon IH. In-hospital cardiac arrest incidence analysis using claim data
in Korea. Kangwon, Republic of Korea: Graduate school, Kangwon
National University. 2019.

Nolan JP, Soar J, Smith GB, Gwinnutt C, Parrott F, Power S, et
al. Incidence and outcome of in-hospital cardiac arrest in the United
Kingdom National Cardiac Arrest Audit. Resuscitation. 2014; 85: 987-
992.

Thompson LE, Chan PS, Tang F, Nallamothu BK, Girotra S, Perman SM,
et al. Long-term survival trends of medicare patients after in-hospital
cardiac arrest: insights from get with the guidelines-resuscitation®.
Resuscitation. 2018; 123: 58-64.

Radeschi G, Mina A, Berta G, Fassiola A, Roasio A, Urso F, et al.
Incidence and outcome of in-hospital cardiac arrest in Italy: a multicentre
observational study in the Piedmont Region. Resuscitation. 2017; 119:
48-55.

Shao F, Li CS, Liang LR, Qin J, Ding N, Fu Y, et al. Incidence
and outcome of adult in-hospital cardiac arrest in Beijing, China.
Resuscitation. 2016; 102: 51-56.

Aziz F, Paulo MS, Dababneh EH, Loney T. Epidemiology of in-hospital
cardiac arrest in Abu Dhabi, United Arab Emirates, 2013-2015. Heart
Asia. 2018; 10: €011029.

Chan PS, Nallamothu BK, Krumholz HM, Spertus JA, Li Y, Hammill
BG, et al. Long-term outcomes in elderly survivors of in-hospital cardiac
arrest. New England Journal of Medicine. 2013; 368: 1019-1026.
Perman SM, Stanton E, Soar J, Berg RA, Donnino MW, Mikkelsen ME,
et al. Location of in-hospital cardiac arrest in the United States-variability
in event rate and outcomes. Journal of the American Heart Association.
2016; 5: e003638.

Tirkkonen J, Hellevuo H, Olkkola KT, Hoppu S. Aetiology of in-hospital
cardiac arrest on general wards. Resuscitation. 2016; 107: 19-24.
Wallmuller C, Meron G, Kurkciyan I, Schober A, Stratil P, Sterz F. Causes
of in-hospital cardiac arrest and influence on outcome. Resuscitation.
2012; 83: 1206-1211.

Merchant RM, Berg RA, Yang L, Becker LB, Groeneveld PW, Chan PS.
Hospital variation in survival after in-hospital cardiac arrest. Journal of
the American Heart Association. 2014; 3: ¢000400.

Yun SB, Kim S, Ju S, Noh J, Kim C, Wong MS, et al. Analysis of
accessibility to emergency rooms by dynamic population from mobile
phone data: geography of social inequity in South Korea. PLoS ONE.
2020; 15: €0231079.

Lyons PG, Edelson DP, Churpek MM. Rapid response systems.
Resuscitation. 2018; 128: 191-197.

KwonlJ,LeeY, LeeY, Lee S, Park J. An algorithm based on deep learning
for predicting In-Hospital Cardiac Arrest. Journal of the American Heart
Association. 2018; 7: €008678.

How to cite this article: In Ho Kwon, Yuri Choi. Analysis
of characteristics and trends of the In-Hospital Cardiac Arrest

incidence in the Republic of Korea: clinical usefulness of


https://oss.signavitae.com/mre-signavitae/article/1372074403372646400/attachment/SV2021012701_Supplements.pdf
https://oss.signavitae.com/mre-signavitae/article/1372074403372646400/attachment/SV2021012701_Supplements.pdf
https://oss.signavitae.com/mre-signavitae/article/1372074403372646400/attachment/SV2021012701_Supplements.pdf

_Jn Signa Vitae 205

national health insurance claim data. Signa Vitae. 2021;17(3):196-
205. doi:10.22514/sv.2021.047.




	Introduction
	Materials and methods
	Source of data
	Case description
	Classification of medical institutions
	Extraction of IHCA cases

	Statistical analysis

	Results
	Analysis based on gender and age
	Analysis based on age
	Analysis based on gender and age

	Analysis based on disease group and gender
	Analysis based on major cause of death and infectious diseases
	Analysis based on institution type
	Analysis based on province

	Discussion
	Conclusions

