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a b s t r a c t
Aim: Neuropsychological testing has uncovered cognitive impairment in cardiac arrest survivors with
good neurologic outcome according to the cerebral performance categories. We investigated cognitive
function and health-related quality of life four years after cardiac arrest.
Methods: Thirty cardiac arrest survivors over the age of 18 in cerebral performance category 1 or 2 on
hospital discharge completed the EQ-5D-5L and HADS questionnaires prior to cognitive testing using
the Cambridge Neuropsychological Test Automated Battery. The results were compared with population
norms.
Results: Twenty-nine per cent of patients were cognitively impaired. The pattern of cognitive impairment
reﬂects dysfunction in the medial temporal lobe, with impaired short-time memory and executive function slightly but distinctly affected. There was a signiﬁcant reduction in quality of life on the EQ-VAS, but
not on the EQ index.
Conclusion: Cognitive impairment four years after cardiac arrest affected more than one quarter of the
patients. Short-term memory was predominantly affected.
© 2015 The Authors. Published by Elsevier Ireland Ltd. This is an open access article under the CC
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction1
Cognitive function in cardiac arrest (CA) survivors is reported to
be favourable in the majority of patients.1–3 The most frequently
used cognitive outcome has been the cerebral performance categories (CPC) upon discharge, as speciﬁed in the Utstein template.4,5

夽 A Spanish translated version of the summary of this article appears as Appendix
in the ﬁnal online version at http://dx.doi.org/10.1016/j.resuscitation.2014.12.021.
∗ Corresponding author at: Helse Bergen HF, Haukeland University Hospital,
Department of Anaesthesia and Intensive Care, Jonas Lies Veg 65, NO-5021 Bergen,
Norway.
E-mail address: eirik.alnes.buanes@helse-bergen.no (E.A. Buanes).
1
List of uncommon abbreviations: HADS, Hospital Anxiety and Depression rating Scale; CANTAB, Cambridge Neuropsychological Test Automated Battery; MOT,
Motor Screening (test in CANTAB); PAL, Paired Associates Learning (test in CANTAB);
DMS,Delayed Matching to Sample (test in CANTAB); SOC, Stockings of Cambridge
(test in CANTAB); IED, intra-/extradimensional set shift (test in CANTAB).

After its introduction in 1975, the CPC became an important tool for
improving the assessment of outcomes after severe brain damage.
In recent decades, it has become increasingly evident that the CPC
is too crude to assess more subtle changes in cognitive function that
may appear after CA. Neuropsychological testing has uncovered
cognitive impairment in CA survivors with good cerebral outcome
according to the CPC.6–8 The use of CPC as a robust cerebral outcome
measure has therefore been questioned.9
With regard to diagnostic accuracy, traditional neuropsychological testing provides a detailed assessment of cerebral function.
The drawback is that the method is time-consuming and requires
highly specialised personnel. The ideal diagnostic tool for clinical
use must provide a sufﬁciently detailed assessment of cognitive
function and be easy to administer. We have previously used the
Cambridge Neuropsychological Test Automated Battery (CANTAB)
on a CA population treated with therapeutic hypothermia.10 The
method is suited to clinical work and comparison across different
cultures and languages.11 In this study, we test the hypothesis that

http://dx.doi.org/10.1016/j.resuscitation.2014.12.021
0300-9572/© 2015 The Authors. Published by Elsevier Ireland Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).
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2.3. Test methods

Discharged alive
n = 61
Unknown ID
n=1

Dead before study start
n = 14
Alive at study start
n = 46

Excluded (n = 16)
Declined to participate: 11
CPC > 2:
4
Could not be reached: 1

Included in study
n = 30
Fig. 1. Flow chart showing included and excluded patients.

cognitive impairment persists in long-term CA survivors with good
cerebral outcome according to the CPC compared with an age and
gender-matched population norm. Our secondary objectives were
to investigate health-related quality of life and whether primary
shockable rhythm, the location of CA, therapeutic hypothermia or
length of stay in the intensive care unit (ICU) could predict longterm cognitive function after CA.
2. Methods
2.1. Patients
Subjects from a cohort of patients discharged alive after cardiac
arrest in Bergen between 1 December 2008 and 30 November 2009,
above the age of 18 and alive in October 2012, were considered
for inclusion. Data from this patient cohort have previously been
published.12 Patients with a CPC above 2 on hospital discharge and
patients who could not be reached or had an unknown identity
were excluded (Fig. 1). The patients included were tested at a single
time point a median of 3.6 years (ICR: 3.4–3.8) after CA.
2.2. Test setting
The Hospital Anxiety and Depression rating Scale (HADS) (Ageing and health, Oslo University Hospital, Ullevål, Bygn. 37, 0407
Oslo, Norway) and the EQ-5D-5L (EuroQol Group, Marten Meesweg
107, 3068 AV Rotterdam, the Netherlands) were sent by post to all
eligible patients, along with written information about the study,
a consent form and a pre-paid return envelope. Participants who
returned the initial forms were contacted by telephone to schedule
cognitive testing. Participants who did not return the forms were
contacted by telephone for consent. If consent was given, they were
reminded to return the forms and cognitive testing was scheduled.
CANTAB (Cambridge Cognition, Tunbridge Court, Tunbridge Lane,
Bottisham, Cambridge CB25 9TU) test sessions took place at Haukeland University Hospital and lasted approximately one hour. For
participants unable to travel to the hospital, testing was arranged
at a health facility nearer where they lived.

EQ-5D-5L was used to evaluate health-related quality of life.
EQ-5D-5L is a self-administered questionnaire assessing ﬁve
dimensions of health. It has ﬁve levels for each dimension and
an overall self-estimate of health on a visual analogue scale (EQVAS). The ﬁve dimensions are mobility, self-care, usual activities,
pain/discomfort and anxiety/depression. We report EQ-VAS and
health index (EQ-index) calculated on the basis of values for the
ﬁve dimensions.13
HADS was used to screen for anxiety and depression. It
is a self-administered questionnaire that yields separate scores
for depression and anxiety.14 A score ≥8 indicates anxiety or
depression.15
Cognitive function was measured using CANTAB,11 a touchscreen, computer-based cognitive function assessment tool
featuring a total of 22 tests for several cognitive domains. Language
proﬁciency is only needed for the verbal instructions prior to each
test, since all task stimuli are non-verbal, consisting of geometric
designs or simple shapes. We assembled a battery of ﬁve tests to
assess memory and executive functions. Assistants can administer the test battery in 50–70 min and the results are immediately
available. Several outcome measures are available for each test,
reported either as a raw score or z-score. The z-score is the number of standard deviations the patient’s score differs from an age
and gender-matched British population mean. For the classiﬁcation
of cognitive impairment (CI), we report z-scores from ten parameters based on test–retest reliability.16 Five of the ten parameters
represent memory and ﬁve represent executive function. Cognitive
impairment was deﬁned as having two out of ten z-scores below
−2.0, or three out of ten z-scores below −1.5.17 The test battery
consisted of the following tests:
2.3.1. Motor Screening
A simple introduction to the test apparatus and screening for
visual and motor impairment that may interfere with cognitive
testing. The subject has to touch X-marks of different colours on
the screen as they appear.
2.3.2. Paired Associates Learning (PAL)
A test of visual episodic memory and learning. Six or eight boxes
are displayed. All of them are opened in random order, and some
contain a pattern. The patterns are then displayed one at a time,
and the subject must touch the box where each pattern is hidden.
The test becomes progressively more difﬁcult in eight stages. If the
subject makes an error, patterns in that stage are re-presented. The
test terminates after ten trials in any given stage.
2.3.3. Delayed Matching to Sample (DMS)
A test of delayed memory and forced decision-making. A nonﬁgurative pattern is displayed on the screen. Subjects must recall
it and distinguish it from three similar patterns after a delay of 0, 4
or 12 s.
2.3.4. Stockings of Cambridge (SOC)
A test of executive function, speciﬁcally spatial planning and
spatial working memory. The subject has to move coloured circles
arranged in stacks to match a given template. Difﬁculty increases
with the number of moves required. Should the subject make more
than double the number of moves required for the simplest solution, the problem is terminated. If three problems in a row are
terminated, the entire test is terminated.
2.3.5. Intra-/extradimensional set shift (IED)
A test of executive function, attention and ﬂexibility. The subject has to select the correct ﬁgure from two alternatives according
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to a rule that is acquired from feedback (correct/incorrect). After
six subsequent correct selections, the rule changes as the test progresses to the next stage. The subject must discover new rules and
adhere to them in order to progress through up to nine stages.
The stages include reversal, intradimensional shift and extradimensional shift. The test terminates after 50 trials in any given stage.
2.4. Data handling
Data relating to CA and resuscitation were retrieved from the
original cohort.12 HADS and EQ-5D-5L questionnaires were scored
and reviewed by EAB and KKS. Data about medical history and
treatment following the return of spontaneous circulation (ROSC)
were retrieved retrospectively from the electronic patient journal
by EAB. All data were registered in a dedicated database in Helse
Bergen by EAB and KKS.
2.5. Statistics
Mean scores are reported with the 95% conﬁdence interval in brackets. Categorical data were analysed using chi-square
tests without continuity correction, and conﬁdence intervals
for the difference between proportions were calculated using
the Agresti–Caffo method.18 Correlations were calculated using
Pearson’s product–moment correlation. Simple and multiple
regressions were performed to investigate whether cognitive function could be predicted. Survival data were retrieved from the
electronic patient journal and compared to Norwegian life tables.19
Life tables for 2009 were used for subsequent years, since mortality.org only contained life table series up to 2009. All statistical
analyses were conducted in R version 3.1.1.20
2.6. Ethics
The study was conducted in accordance with the protocol
approved by the Regional Committee for Medical and Health
Research Ethics (2012/1701/REK vest). Written consent was
obtained from all subjects.
3. Results
3.1. Demographic and medical characteristics
Of the initial 61 CA survivors, one had unknown identity. Fortysix of the remaining 60 were alive at the start of the study. Four
had CPC > 2 on hospital discharge, one could not be reached and 11
declined to participate (Fig. 1). None of the 30 patients included
had known pre-existing brain damage or brain disease, dementia, psychiatric disease or were using or abusing central inhibiting
or stimulating medication. There were no statistically signiﬁcant
differences in the distribution of age, gender, medical history or
treatment between included patients and patients who declined to
participate or could not be reached (Table 1).
3.2. Treatment
Of the 30 included patients, 24 had coronary angiography performed during their hospital stay, while 16 had percutaneous
coronary intervention performed. Only 1 of 30 had surgery with
coronary artery bypass grafting, while 7 of 30 were treated with
therapeutic hypothermia (TH). The duration of resuscitation was
longer among the included patients than among the patients who
declined to participate or could not be reached (Table 1).
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3.3. Survival
At the start of the study, 14 of 55 Norwegian patients with
CPC ≤ 2 discharged alive with known identity were deceased (Fig.
W1). The expected number of deaths in an age and gender-matched
Norwegian population was 5.0 (standardised mortality ratio: 2.8;
95% CI: 1.6–4.5; p < 0.001).19
3.4. Depression and health-related quality of life
The mean score for EQ-VAS was 70.6 (95% CI: 63.4–77.8), compared to 80.0 (95% CI: 79.1–80.9) for an age and gender-matched
Danish normal population.21 The mean score for the EQ-index was
0.85 (95% CI: 0.79–0.90), compared to 0.86 (95% CI: 0.85–0.87) for
the same reference population. The mean score for HADS-A was 3.7
(95% CI: 2.6–4.9) and 3.5 for HADS-D (95% CI: 2.2–4.7). For HADSA, 2 of 30 (7%) patients scored ≥8, suggesting anxiety, whereas for
HADS-D, 5 of 30 (17%) patients scored ≥8, suggesting depression.
Correlations between cognitive function and depression or healthrelated quality of life were moderate and not statistically signiﬁcant
(Table W1).
3.5. Cognition
All participants passed the Motor Screening test and were
allowed to attempt the cognitive tests. According to the criteria, 29%
(8/28; 95% CI: 15–47%) of the patients were cognitively impaired.17
One of them had CPC 2 on hospital discharge. Nine of the ten zscores had mean values lower than zero, and three of them were
statistically signiﬁcant from zero (Table 2 and Fig. 2). Only one
remained so after adjusting for multiple testing. All signiﬁcant zscores represent visual memory. To test sensitivity, we performed
bootstrap tests and constructed bootstrap conﬁdence intervals for
the mean of the ten z-scores. The results (not shown) were very
similar to the results of the t-tests, both for p-values and conﬁdence
intervals.
In the multiple regression analysis, OHCA was a statistically signiﬁcant predictor, with OHCA indicating better cognitive function
(Table 3).
For reversal stages (stages 5, 7 and 9) of the intra/extradimensional set shift (IED), the mean number of errors was
18.7. For non-reversal stages (stages 4, 6 and 8), the mean number of errors was 16.1 (95% CI for difference: −1.4 to 6.5; p = 0.20).
The total number of trials in IED intradimensional shift (ID, stage
6) was 6.5 (95% CI: 5.3–7.7) versus 24.8 (95% CI: 18.0–31.6) for the
extradimensional shift (ED, stage 8) (difference: 18.3; 95% CI for
difference: 11.8–24.8; p < 0.001) (Fig. 3).
For the Delayed Matching to Sample (DMS) percentage correct
at 0 s delay, the mean was 81.4 (95% CI: 75.4–87.5), whereas, at 12 s
delay, the mean was 68.2 (58.8–77.6) (difference: 13.2; 95% CI for
difference: 5.7 to 20.8; p = 0.001. n = 28) (Fig. W2).
4. Discussion
The main ﬁnding in this study is that cognitive impairment persists in 29% (95% CI: 15–47%) of CA survivors with good neurological
outcome at hospital discharge four years after arrest.10,22 The pattern of impairment indicates dysfunction in medial temporal lobe
structures, as seen, for instance, in early Alzheimer’s dementia.23
We found memory impairments in the Paired Associates Learning
(PAL) and a marked decrease in correct answers at 12 s delay, compared to 0 s delay, in the Delayed Matching to Sample (DMS). Both
ﬁndings correlate with the hippocampus being affected.24 As DMS
and PAL both have spatial properties, low scores in both tests indicate that the medial temporal lobes are affected. These structures
are important for processing spatial information.
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Table 1
Demographic and medical characteristics.

Age (mean)
Male gender
Medical history
No previous illness
Coronary disease
Heart failure
Hypertension
Lung disease
Diabetes
Stroke
Malignancy
Smoke
Hypercholesterolemia
Primary rhythm
Ventricular ﬁbrillation
Ventricular tachycardia
Pulseless electric activity
Asystole
Presumed cause of arrest
Cardiac
Respiratory
Drowning
Trauma
Other
Resuscitation
Duration of resuscitation (s)
Pre-hospital cardiac arrest
Witnessed cardiac arrest
Bystander CPR
Treatment
Coronary angiography
PCI
CABG
Therapeutic hypothermia

Included

Declineda

95% CIb

P-value

62
24/30

80%

61
10/12

83%

–16 to 14
–26 to 25

0.90
0.80

6/30
12/30
8/30
12/30
5/30
5/30
4/30
5/30
9/29
11/30

20%
40%
27%
40%
17%
17%
13%
17%
31%
37%

4/12
4/12
2/12
4/12
1/12
3/12
0/12
0/12
3/11
4/12

33%
33%
17%
33%
8%
25%
0%
0%
27%
33%

–43% to 15%
–25% to 35%
–20% to 33%
–25% to 35%
–18% to 27%
–37% to 17%
–10% to 27%
–7% to 31%
–29% to 31%
–28% to 32%

23/29
2/29
2/29
2/29

79%
7%
7%
7%

6/11
1/11
2/11
2/11

55%
9%
18%
18%

–
–
–
–

26/30
2/30
0/30
1/30
1/30

87%
7%
0%
3%
3%

8/12
2/12
1/12
0/12
1/12

67%
17%
8%
0%
8%

–
–
–
–
–

0.36
0.69
0.49
0.69
0.49
0.53
0.18
0.13
0.82
0.84
0.43
–
–
–
–
0.32
–
–
–
–
–

1086
17/30
28/30
26/60

57%
93%
87%

282
6/12
10/12
6/12

50%
83%
50%

–1297 to –310
–21% to 32%
–12% to 36%
–63% to –5%

0.002*
0.69
0.32
0.01*

24/30
16/30
1/30
7/30

80%
53%
3%
23%

7/12
5/12
1/12
3/12

58%
42%
8%
25%

–9% to 51%
–21% to 41%
–28% to 12%
–32% to 24%

0.15
0.49
0.49
0.91

CI, conﬁdence interval; CPR, cardio-pulmonary resuscitation; PCI, percutaneous coronary intervention; CABG, coronary artery bypass grafting.
a
Declined participation, unknown ID or no contact established.
b
95% CI of mean/percentage difference.
*
P-value < 0.05.
Table 2
Mean z-score for ten outcome parameters from four CANTAB tests.

PAL – ﬁrst trial memory score
PAL – stages completed
PAL – total trials (adjusted)
DMS – total correct (all delays)
DMS – mean latency to correct (all delays)
SOC – problems solved in minimum moves
SOC – mean thinking time (5 moves)
SOC – mean moves (5 moves)
IED – stages completed
IED – total errors

n

Mean z-score

95% CI

P-value

30
30
30
28
28
29
29
29
28
28

−0.72
−0.21
−0.47
−0.12
−0.73
0.12
−0.33
−0.34
−0.48
−0.45

−1.03 to −0.41
−0.63 to 0.22
−0.93 to −0.01
−0.62 to 0.39
−1.29 to −0.17
−1.14 to 0.17
−0.94 to 0.05
−0.30 to 0.53
−0.80 to 0.14
−0.78 to 0.09

<0.001*
0.33
0.05*
0.64
0.01*
0.56
0.17
0.12
0.14
0.08

CI, conﬁdence interval; PAL, paired associates learning; IED, intra-/extradimensional set shift; DMS, delayed matching to sample; SOC, stockings of Cambridge.
*
P-value < 0.05.

Fig. 2. Dot plot showing patient z-scores on 10 parameters from 4 CANTAB tests (n = 28, 29 or 30).
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Table 3
Regression of mean z-score on possible predictors.
Multiple regression
Estimatea
Intercept
Non-shockable rhythm
OHCA
Therapeutic hypothermia
LOS ICU

−0.56
0.36
0.52
−0.20
−0.02

Simple regression
P-value

95% CI

Estimatea

P-value

95% CI

0.28
0.04
0.63
0.67

−0.95 to −0.17
−0.32 to 1.04
0.04 to 1.00
−1.03 to 0.64
−0.10 to 0.07

0.35
0.37
−0.08
−0.01

0.25
0.08
0.74
0.81

−0.26 to 0.99
−0.04 to 0.79
−0.59 to 0.42
−0.06 to 0.05

R2 = 0.23. Adjusted R2 = 0.09.
CI, conﬁdence interval; OHCA, out-of-hospital cardiac arrest; LOS, length of stay; ICU, intensive care unit.
a
Regression coefﬁcient.

Several mechanisms for ischaemic brain damage have been
identiﬁed. They include impaired cerebral reperfusion, apoptosis and alterations in gene expression, chemical phenotype and
unfolded protein response.25,26 In severe cases of ischaemic brain
damage, the histopathologic pattern shows a typical distribution
affecting the medial temporal lobes, cerebellum and neocortex.27
These areas of the brain control memory and executive functions.
Considering the physiologic substrate, one would expect the executive functions to be affected in our patients. This has previously
been documented in CA survivors one and two years after an
arrest.8,10 The ﬁve selected z-scores representing executive functions were not affected in our patients. Hence, a detailed analysis
of the intra-/extradimensional set shift (IED) test was performed in
order to look for similarities between CA survivors, on the one hand,
and patients with Alzheimer’s dementia and patients with frontal
variant frontotemporal dementia, on the other. These patients
have lesions in regions of the brain that are also at risk in global

Fig. 3. Dot plot showing number of trials in the intradimensional set shift stage (ID)
and the extradimensional set shift stage (ED) of the intra-/extradimensional set shift
test (IED) (n = 28).

hypoxia. Patients with frontal variant frontotemporal dementia
show decreased performance on reversal stages of the IED, which
correlates with social disinhibition and inappropriate behaviour.28
Such a ﬁnding might correspond to reports of personality changes
and altered behaviour in CA survivors. Patients with Alzheimer’s
dementia show signs of excessive suppression of irrelevant information, a trait which corresponds to the number of trials in the
Extradimensional Shift (ED) stage of the IED.23 We found no pattern
in the IED suggesting similarities with frontal variant frontotemporal dementia. There was, however, a pattern comparable to the one
found in early stages of Alzheimer’s dementia (Fig. 3). This may be
explained by the ‘creative hypothesis’, whereby patients have many
creative solutions to a problem at hand but fail to take previously
irrelevant information into account.23
Increased mortality among CA survivors who were cognitively
impaired might explain the low frequency of cognitive impairment in our material.29 Our CA survivors have a standardised
mortality rate of 2.8 (95% CI: 1.6–4.5), compared to an age and
gender-matched Norwegian population. The mortality is higher
than expected up until three years after CA (Fig. W1). If excess
mortality were to explain the performance in cognitive tests, one
would expect both memory and executive functions to be close to
the norm. Memory impairment was clear in our patients, but executive functions were only slightly affected in the extradimensional
shift stage of the IED. An alternative explanation is that patients
have developed strategies to deal with executive dysfunction over
the years following CA. This is not unlikely, since executive dysfunction may improve through a mindful approach to real-life tasks that
pose problems.30 In contrast, the treatment of amnesia is limited.
The quality of life report is similar to a Danish age and gendermatched reference population when measured on the EQ-index
derived from the ﬁve dimensions of health, but signiﬁcantly lower
than the reference when measured on the EQ-VAS. We have no
clear explanation for this difference. One could speculate that cerebral ischaemia reduces spatial awareness and thus affects patient
responses to visual analogue scales. However, this would question
the use of visual analogue scales in large patient groups, and there
is no scientiﬁc basis in our study to support this.
In the regression analysis, OHCA appears to be a predictor of
improved long-term CF. Due to the small sample size, multiple variables in the model and a p-value close to the limit of signiﬁcance,
we question the reproducibility of such a ﬁnding. Repeated studies
with larger sample sizes are needed to establish causality.
The main strength of our study is standardised, detailed
cognitive testing using computer-based test delivery. The two
investigators followed a strict protocol and cognitive testing was
conducted in public health facilities to ensure similar conditions
for all patients. Limitations include the small sample size and lack
of information about physical health at the time of investigation.
A lack of Norwegian population norms has led us to use Danish
norms for EQ5D and British norms for CANTAB, both of them close
approximations of the parent population, in our opinion.
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Given a European population of 740 million and 3.7 million hospital beds, an estimated 186,000 persons are discharged following
CA in Europe each year.31–34 At least 90,000 of these patients are
still alive one year after CA, and between 25,000 and 40,000 of them
will have mild cognitive impairment.10,29,35 The health impact is
large in a European perspective and, in our opinion, it must be
systematically addressed. Patients and their families need to be
informed about the possibility of cognitive impairment following
CA. If there is any suspicion of cognitive impairment that affects
quality of life one year after CA, it should be documented. Thorough neuropsychological evaluation on such a scale is not feasible,
since it is time-consuming and dependent on highly trained personnel. In our opinion, CANTAB can serve as a screening tool to
identify patients for neuropsychological evaluation where cognitive impairment is suspected.
5. Conclusions
Cognitive impairment four years after cardiac arrest seems comparable to early Alzheimer’s dementia. Memory appears to be
predominantly affected, with executive functions being slightly
affected.
Conﬂicts of interest
The authors declare no conﬂicts of interest.
Acknowledgments
In addition to departmental funding, a grant was received from
the Laerdal Foundation for Acute Medicine (2012/2869). Funding
for open access publication was received from the University of
Bergen. Sponsors had no role in the study.
Appendix A. Supplementary data
Supplementary data associated with this article can be found,
in the online version, at http://dx.doi.org/10.1016/j.resuscitation.
2014.12.021.
References
1. Lindner TW, Soreide E, Nilsen OB, Torunn MW, Lossius HM. Good outcome in
every fourth resuscitation attempt is achievable – an Utstein template report
from the Stavanger region. Resuscitation 2011;82:1508–13.
2. Wallmuller C, Meron G, Kurkciyan I, Schober A, Stratil P, Sterz F. Causes
of in-hospital cardiac arrest and inﬂuence on outcome. Resuscitation
2012;83:1206–11.
3. Mentzelopoulos SD, Malachias S, Chamos C, et al. Vasopressin, steroids, and
epinephrine and neurologically favorable survival after in-hospital cardiac
arrest: a randomized clinical trial. JAMA 2013;310:270–9.
4. Cummins RO, Chamberlain DA, Abramson NS, et al. Recommended guidelines for
uniform reporting of data from out-of-hospital cardiac arrest: the Utstein Style. A
statement for health professionals from a task force of the American Heart Association, the European Resuscitation Council, the Heart and Stroke Foundation of
Canada, and the Australian Resuscitation Council. Circulation 1991;84:960–75.
5. Jennett B, Bond M. Assessment of outcome after severe brain damage: a practical
scale. Lancet 1975;305:480–4.
6. Mateen FJ, Josephs KA, Trenerry MR, et al. Long-term cognitive outcomes following out-of-hospital cardiac arrest: a population-based study. Neurology
2011;77:1438–45.
7. Moulaert VR, Verbunt JA, van Heugten CM, Wade DT. Cognitive impairments in
survivors of out-of-hospital cardiac arrest: a systematic review. Resuscitation
2009;80:297–305.

8. Cronberg T, Lilja G, Rundgren M, Friberg H, Widner H. Long-term neurological outcome after cardiac arrest and therapeutic hypothermia. Resuscitation
2009;80:1119–23.
9. Beesems SG, Wittebrood KM, de Haan RJ, Koster RW. Cognitive function and
quality of life after successful resuscitation from cardiac arrest. Resuscitation
2014;85:1269–74.
10. Torgersen J, Strand K, Bjelland TW, et al. Cognitive dysfunction and healthrelated quality of life after a cardiac arrest and therapeutic hypothermia. Acta
Anaesthesiol Scand 2010;54:721–8.
11. Sahakian BJ, Owen AM. Computerized assessment in neuropsychiatry using
CANTAB: discussion paper. J R Soc Med 1992;85:399–402.
12. Buanes EA, Heltne JK. Comparison of in-hospital and out-of-hospital cardiac arrest outcomes in a Scandinavian community. Acta Anaesthesiol Scand
2014;58:316–22.
13. Herdman M, Gudex C, Lloyd A, et al. Development and preliminary testing of the
new ﬁve-level version of EQ-5D (EQ-5D-5L). Qual Life Res 2011;20:1727–36.
14. Snaith RP. The hospital anxiety and depression scale. Health Qual Life Outcomes
2003;1:29.
15. Olsson I, Mykletun A, Dahl AA. The Hospital Anxiety and Depression Rating Scale:
a cross-sectional study of psychometrics and case ﬁnding abilities in general
practice. BMC Psychiatry 2005;5:46.
16. Lowe C, Rabbitt P. Test/re-test reliability of the CANTAB and ISPOCD
neuropsychological batteries: theoretical and practical issues. Cambridge Neuropsychological Test Automated Battery. International Study of Post-Operative
Cognitive Dysfunction. Neuropsychologia 1998;36:915–23.
17. Jackson JC, Gordon SM, Ely EW, Burger C, Hopkins RO. Research issues in the
evaluation of cognitive impairment in intensive care unit survivors. Intensive
Care Med 2004;30:2009–16.
18. Agresti A, Caffo B. Simple and effective conﬁdence intervals for proportions and
differences of proportions result from adding two successes and two failures.
Am Stat 2000;54:280–8.
19. Human Mortality Database. University of California, Berkeley and Max Planck
Institute for Demographic Research. http://www.mortality.org/ [accessed
02.10.14].
20. R core team. R: a language and environment for statistical, computing. Vienna,
Austria: R Foundation for Statistical Computing; 2014 http://www.R-project.
org/
21. Sørensen J, Davidsen M, Gudex C, Pedersen K, Brønnum-Hansen H. Danish EQ-5D
population norms. In: Szende A, Janssen B, Cabases J, editors. Self-reported population health: an international perspective based on EQ-5D. London: Springer
Open; 2014. p. 63–8.
22. Fugate JE, Moore SA, Knopman DS, et al. Cognitive outcomes of patients undergoing therapeutic hypothermia after cardiac arrest. Neurology 2013;81:40–5.
23. Downes JJ, Roberts AC, Sahakian BJ, Evenden JL, Morris RG, Robbins TW. Impaired
extra-dimensional shift performance in medicated and unmedicated Parkinson’s disease: evidence for a speciﬁc attentional dysfunction. Neuropsychologia
1989;27:1329–43.
24. Hopkins RO, Kesner RP, Goldstein M. Item and order recognition memory in
subjects with hypoxic brain injury. Brain Cogn 1995;27:180–201.
25. Schneider A, Bottiger BW, Popp E. Cerebral resuscitation after cardiocirculatory
arrest. Anesth Analg 2009;108:971–9.
26. Madl C, Holzer M. Brain function after resuscitation from cardiac arrest. Curr
Opin Crit Care 2004;10:213–7.
27. Bjorklund E, Lindberg E, Rundgren M, Cronberg T, Friberg H, Englund E. Ischaemic
brain damage after cardiac arrest and induced hypothermia – a systematic
description of selective eosinophilic neuronal death. A neuropathologic study
of 23 patients. Resuscitation 2014;85:527–32.
28. Rahman S, Sahakian BJ, Hodges JR, Rogers RD, Robbins TW. Speciﬁc
cognitive deﬁcits in mild frontal variant frontotemporal dementia. Brain
1999;122:1469–93.
29. Chan PS, Nallamothu BK, Krumholz HM, et al. Long-term outcomes in elderly
survivors of in-hospital cardiac arrest. N Engl J Med 2013;368:1019–26.
30. Levine B, Schweizer TA, O’Connor C, et al. Rehabilitation of executive functioning
in patients with frontal lobe brain damage with goal management training. Front
Hum Neurosci 2011;5:9.
31. Europe. Wikipedia: Wikimedia Foundation; 2014.
32. Health at a glance 2013: OECD indicators.OECD Publishing, editor. OECD reviews
of health systems. Paris: OECD; 2013.
33. Berdowski J, Berg RA, Tijssen JG, Koster RW. Global incidences of out-of-hospital
cardiac arrest and survival rates: systematic review of 67 prospective studies.
Resuscitation 2010;81:1479–87.
34. Peberdy MA, Kaye W, Ornato JP, et al. Cardiopulmonary resuscitation of adults
in the hospital: a report of 14720 cardiac arrests from the National Registry of
Cardiopulmonary Resuscitation. Resuscitation 2003;58:297–308.
35. Tiainen M, Poutiainen E, Kovala T, Takkunen O, Happola O, Roine RO. Cognitive and neurophysiological outcome of cardiac arrest survivors treated with
therapeutic hypothermia. Stroke 2007;38:2303–8.

