
Public-access automated external defibrillators
and defibrillation for out-of-hospital
cardiac arrest☆,☆☆,★,★★,☆☆☆,★★★

To the Editor,

Out-of-hospital cardiac arrest (OHCA) is a public health concern partic-
ularly in aging societies [1]. Despite its poor prognosis at large, early inter-
ventions, including chest compression and defibrillation using an
automated external defibrillator (AED) by bystanders, increase patient sur-
vival probabilities. Defibrillation is an effective intervention for those with
shockable arrhythmias [2]. In Japan, defibrillation by laypersons using
public-access AEDs has been permitted since 2004. Reportedly, increasing
the number of public-access AEDs has contributed to improving the prog-
nosis of the patients [3]. For efficient use, public-access AEDs should be de-
ployed in densely crowded places, such as public transport nodes. We
examined the association between the deployment of AEDs in public trans-
port nodes and the use of public-access defibrillators for OHCA patients.
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A comparison of GlideScope and Macintosh
laryngoscopes for endotracheal intubation
performed by nurses☆

To the Editor,

Emergency physicians, paramedics and nurses working in Emergency
Medical Services in Poland are primarily responsible for rapid advanced
airway management in many emergency situations, such as trauma or
cardiopulmonary resuscitation [1,2]. Because endotracheal intubation is
still considered the optimal method for airway management, medical
staff should be able to intubate emergency patients. It is worth noting
that in pre-hospital situations the patient should be treated as if they
have a potentially full stomach and therefore an increased risk of aspira-
tion of gastric contents into the respiratory tract [3]. Therefore, endotra-
cheal intubation is the optimal method of securing airways.

The aim of the study was to evaluate GlideScope (GLS; Verathon
Medical BV, Boerhaaveweg, Ijsselstein, The Netherlands) and Macinosh
laryngoscopes (MAC; HEINE Optotechnik, Munich, Germany) for intu-
bation on normal airways performed by nurses.

This studywas approved by the institutional reviewboard of the Inter-
national Institute of Rescue Research and Education (Approval no.
22.06.2016.07), and written informed consent was obtained from each
participant. After obtaining voluntarywritten informed consent, 35nurses,
aged 23 to 38 years with a minimum 1-year experience in the field of an-
esthesiology and critical care or emergency medicine participated. The
study was conducted in June 2016. Before the study, all participants re-
ceived 30-minute trainingwhich included a demonstration of a proper en-
dotracheal intubation procedure using GLS and MAC laryngoscopes. After
the demonstration, participants had a 20-minute training session to ensure
they were familiar with proper use of the laryngoscopes. Participants were
split into two groups using ResearchRandomizer software (www.
randomizer.org). The first group started intubationwith GLSwhile the sec-
ond used MAC. Participants had a maximum of three intubation attempts
for each device. A semi rigid stylet was inserted in the tracheal tube. After
completing the procedure, participants had a 20-minute rest and then per-
formed intubation using the other device. The primary endpoint was the
time to tracheal intubation. Secondary endpoints were the success of the
first intubation attempt and overall intubation success rate. Moreover, we
measured dental trauma, which was assessed using a previously described
grading scale of pressure on the teeth (0=none, 1=mild, 2= moderate
and 3 = severe) [4]. Participants also rated the view of the larynx on the
Cormack and Lehane classification system on a scale of I to IV [5]. At the
end of the trial, participants rated the difficulty of using each device on aVi-
sual Analogue Scale from ‘0’ (extremely easy) to ‘10’ (extremely difficult).
Statistical analysiswas performedwith the Statistica statistical package ver-
sion 12.0 forWindows (StatSoft, Tulsa, OK). P b .05 was considered statisti-
cally significant.

The median time for endotracheal intubation was significantly longer
when GLS was used compared to MAC (45.8 [interquartile range 41.5-
55.5] vs 37.5 [interquartile range 30-42.5], respectively; P= .009). Com-
paring GLS andMAC, there was no significant difference in success of the
first intubation attempt (68.5%vs 74.3%, respectively; P=.054), or overall
intubation success rate (94.3% vs 100%; P=.87). The dental trauma index
was significantly less when GLS was used compared to the MAC (P =
.032). The Cormack-Lehane classification was lower in the MAC group
than the GLS group, but not statistically significant (P= .063). The Visual
Analogue Scale score for the GLS group was significantly lower than the
MAC group (3.2 vs 4.4 points, respectively; P= .012).

In conclusion, our findings demonstrate that although intubation
takes longer with the GLS, its reduced intubation difficulty and improved
glottic viewmake it more suitable than the MAC when intubation is per-
formed by nurses. Moreover, lower forces are applied when the GLS is
used to achieve tracheal intubation,whichmay reduce the dental injuries.
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This ecological study used prefectures (local administrative units) as
the analyzing units; there are 47 prefectures in Japan. Data on the num-
ber and site of public-access AEDs deployed in transport nodes (railway
stations and bus terminals) in each prefecture as of 25 July 2014 were
obtained from the nationwide registry of public-access AEDs main-
tained by the Japan Foundation of Emergency Medicine. The registry is
accessible on the foundation's website (https://www.qqzaidanmap.jp/
aeds/list). The first author reviewed the obtained list of 2951 public-
accessAEDs and excluded those deployed outside the transport facilities
(e.g., AEDs in stores near a train station); stations of ropeways and trams
were included. Finally, we obtained a list of 2913 public-access AEDs.

Data on defibrillation by a bystander using public-access AEDs or an
ambulance crew between 2010 and 2012 for OHCA patients aged be-
tween 15 and 74 years were derived from the national registry of
OHCA patients. Data of inhabitable areas were derived from the Minis-
try of Land, Infrastructure, Transport and Tourism. The density of defi-
brillator in each prefecture was calculated by dividing the number of
defibrillators in transport nodes by inhabitable area. Six out of 47 pre-
fectures were excluded because no defibrillator deployment was re-
corded in the corresponding transport nodes of those prefectures. We
calculated the correlation with its 95% confidence interval between
the proportion of public-access AEDuse amongOHCApatients receiving
defibrillation and the density of defibrillators. The densities were log-
transformed because of the extremely skewed distribution.

A total of 378 070OHCApatientswere registered during the study pe-
riod. Of these, 6096 patients aged between 15 and 74 yearswith events of
presumed cardiac origin were witnessed by non-family bystanders and
underwent defibrillation either by the bystander or ambulance crews.
Among the 41 analyzed prefectures, the proportions of public-access
AED use by bystanders among those who received defibrillation ranged
from 4.3% to 37.1%, and the median was 19.4%; the densities ranged
from0.4 to 683.8 (per 1000 km2) and themedianwas 7.7. The correlation
coefficient (95% confidence interval) between the proportions and the
log-transformed densities was 0.58 (0.33–0.75) (Figure).

Our finding implies that with increased deployment of public-access
AEDs in transport nodes, the probabilities of defibrillation by bystanders
for OHCA patients also increase. This is probably because in Japan the oc-
currence of cardiac arrest is high in public transport nodes, particularly in
railway stations [4,5]. Public transport nodes are extremely crowded in
Japan, where public transportation is the main mode of commuting.
Without considering the site of AED deployment, clear associations be-
tween the deployed number of AEDs and the frequency of AED use for
OHCA patients could not be detected because many of the AEDs were

deployed in places with low probability of OHCA occurrence and were
never used [6]. Public-access AED deployment should be guided by infor-
mation on the frequency of OHCA occurrence.
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Contrast-induced nephropathy related to adverse
events in pulmonary embolism patients: causation
or conflation?

To the Editor,

I readwith great interest the article by Yazici et al [1] entitled, “Rela-
tion of contrast nephropathy to adverse events in pulmonary emboli pa-
tients diagnosed with contrast CT” in this month's American Journal of
Emergency Medicine. In this retrospective study of 189 patients with
acute pulmonary embolism (APE), the authors found a 13% incidence
of contrast-induced nephropathy (CIN) and reported a significantly
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Figure. Public-access AEDs deployment in transport nodes and AED use among OHCA pa-
tients who received defibrillation.
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