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Study update



Cardiac arrests Screening-

possible inclusion into DISCO

947 patients
since main study start March 2018



Screening

763 excluded patients

MISSED; 43

IHCA; 212

AWAKE; 27

STEMI; 123

DOCTORS DEC.; 74

OTHER; 284



OTHER and DOCTORS DECISION
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 DNR

 ADMITTED FROM OTHER HOSPITAL



Study Update
Included patients184 

3

26

2 3

32

1
8

6

61

7

21

9

5

Danderyd Göteborg Gävle KS Huddinge KS Solna Linköping Lund Malmö SÖS Umeå Uppsala Örebro Holland

Sites 



ESC Guidelines-impact on DISCO
Stefan James



www.escardio.org/guidelines
2020 ESC Guidelines for the management of acute coronary syndromes in patients presenting without

persistent ST-segment elevation (European Heart Journal 2020 - doi/10.1093/eurheartj/ehaa575)
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www.escardio.org/guidelines

2020 ESC Guidelines for the management of acute 
coronary syndromes in patients presenting
without persistent ST-segment elevation

Task Force Members:

Jean-Philippe Collet (Chairperson) (France), Holger Thiele (Chairperson) (Germany), 
Emanuele Barbato (Italy), Olivier Barthélémy (France), Johann Bauersachs (Germany),
Deepak L. Bhatt (United States of America), Paul Dendale (Belgium), Maria Dorobantu (Romania),
Thor Edvardsen (Norway), Thierry Folliguet (France), Chris P. Gale (United Kingdom), Martine Gilard (France), 
Alexander Jobs (Germany), Peter Jüni (Canada), Ekaterini Lambrinou (Cyprus), Basil S. Lewis (Israel),
Julinda Mehilli (Germany), Emanuele Meliga (Italy), Béla Merkely (Hungary), Christian Mueller (Switzerland), 
Marco Roffi (Switzerland), Frans H. Rutten (Netherlands), Dirk Sibbing (Germany), 
George C. M. Siontis (Switzerland)
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2020 ESC Guidelines for the management of acute coronary syndromes in patients presenting without

persistent ST-segment elevation (European Heart Journal 2020 - doi/10.1093/eurheartj/ehaa575)
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Figure 9 Selection of 
non-ST-segment 
elevation acute 
coronary syndrome 
treatment strategy and 
timing according to 
initial 
risk stratification
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2020 ESC Guidelines for the management of acute coronary syndromes in patients presenting without

persistent ST-segment elevation (European Heart Journal 2020 - doi/10.1093/eurheartj/ehaa575)
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Recommendations for coronary revascularization (2)

Recommendations Class Level

Timing of invasive strategy (continued)

An early invasive strategy within 24 h is recommended in patients with any of 
the following high-risk criteria:

• Diagnosis of NSTEMI suggested by the diagnostic algorithm 
recommended in Section 3

• Dynamic or presumably new contiguous ST/T-segment changes 
suggesting ongoing ischaemia

• Transient ST-segment elevation
• GRACE risk score >140.

I A

www.escardio.org/guidelines
2020 ESC Guidelines for the management of acute coronary syndromes in patients presenting without

persistent ST-segment elevation (European Heart Journal 2020 - doi/10.1093/eurheartj/ehaa575)
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Recommendations for coronary revascularization (3)

Recommendations Class Level

Timing of invasive strategy (continued)

A selective invasive strategy after appropriate ischaemia testing or detection 
of obstructive CAD by CCTA is recommended in patients considered at low 
risk.

I A

Delayed as opposed to immediate angiography should be considered among 
haemodynamically stable patients without ST-segment elevation successfully 
resuscitated after out-of-hospital cardiac arrest.

IIa B



COACT 

< 1 h

5 days



Noc et al EuroIntervention. 2014 May;10(1):31-7



DIrect or Subacute
Coronary angiography

for Out of hospital 
cardiac arrest a 

randomized study

DISCO





Primary EP

Composite of efficacy and safety measurements, including

efficacy parameters of survival to discharge, favorable

neurological status at discharge (Cerebral Performance Category

< 2), echocardiographic measures of left ventricular ejection

fraction >50% and a normal regional wall motion score of 16 

within 24 hours of admission

49/49

Angio 1.5 hours

24/50 

Angio 2.5 days

Culprit identified in 46.9 vs 41.7%





”To be conscious that you are ignorant of the facts is 

a great step to knowledge”

Benjamin Disraeli



EUROPE
Netherlands, France, Denmark



Netherlands
Niels van Royen & Judith Bonnes



France
Christian Spaulding



Denmark
Christian Juhl Terkelsen



Follow-up

DISCO trial

Ewa Wallin, Intensive care nurse, Phd, senior lecture

Ing-Marie Larsson, Intensive care nurse, Phd, senior lecture



Why do we need Follow-Up?



Areas in the follow-up

 HRQoL

 Somatic health

 Fatigue

 Cognitive function

 Anxiety and depression

 ”Daily life”

 Caregiver burden



How do we perform the follow-up?

• Face-to-face follow up whenever possible

• If face-to-face follow up is impossible, a telephone follow-up is of course

better than no follow up at all



PRACTICAL ASPECTS

QUESTIONS?

Thank you for your Good work

Ing-marie.larsson@surgsci.uu.se



Neurological prognostication in

the DISCO-trial

Tobias Cronberg, Professor Neurology, Lund University 



Neurological prognostication in

the DISCO-trial

 Clinical examination focused on the motor score, pupillary reflex and corneal 

reflex

 EEG, CT, MRI, SSEP and serum NSE are optional investigations

 Formal prognostication of all patients who are still in the ICU 96 hours after 

randomisation



In the DISCO trial the prognosis is considered 

likely poor if A, B and C criteria are fulfilled;

A. Confounding factors such as severe metabolic derangement and lingering 

sedation has been ruled out

B. The patient has no response or a stereotypic extensor response to bilateral 

central and peripheral painful stimulation at ≥ 96 hours after randomisation.

C. At least two of the below mentioned signs of a poor prognosis are present:



At least two of the below mentioned signs 

of a poor prognosis are present:

1. Bilateral absence of pupillary and corneal reflexes at 96h after CA or later

2. A prospectively documented early status myoclonus (within 48 hours)

3. A highly malignant EEG-pattern without reactivity to sound and painful 

stimulation.

4. CT brain with signs of global ischaemic injury, such as: generalised oedema with 

reduced grey/white matter differentiation and sulcal effacement OR

MRI-brain with signs of global, diffuse, or bilateral multifocal ischaemic lesions.

5. Serial serum-NSE samples consistently higher than locally established levels 

associated with a poor outcome

6. Bilaterally Absent SSEP N20-responses more than 48 hours after randomisation.



Highly malignant EEG-patterns

1. Suppressed background (amplitude <10mV, 100% of the recording) without

discharges.

2. Suppressed background with superimposed continuous periodic discharges.

3. Burst-suppression (periods of suppression with amplitude <10mV

constituting 50% of the recording) without discharges.

4. Burst-suppression with superimposed discharges.



Why should prognostication be 

multimodal?

 All methods have pitfalls

 False positives reported with all methods

 Using multiple independent methods reduce the risk of errors by chance

 There is no room for mistakes



The 2021 ERC/ESICM algorithm is multimodal



Questions

Tobias.Cronberg@skane.se



Questions/Issues from all



Summary


