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Background: The incidence of out-of-hospital cardiac arrest (OHCA) has grown over the last decade and 
more patients achieve return of spontaneous circulation (ROSC), yet neurologic prognostication remains 
challenging.  The majority of deaths after OHCA occurs after withdrawal of life sustaining therapies 
based on presumed poor neurologic outcome (WLST-N), despite guideline recommendations against 
early WLST-N due to concerns around sedation use and the effects of targeted temperature 
management after OHCA. We aim to describe incidence and factors associated with early WLST-N after 
OHCA. 
 
Methods: We performed a sub-analysis of a randomized control trial assessing pre-hospital hypothermia 
in adult patients with non-traumatic OHCA between 2007-2012. Patients who underwent tracheal 
intubation and were unconscious following ROSC were included. Our primary outcome was the 
incidence of WLST-N within <72 hours (early WLST-N). Secondary outcomes included clinical 
characteristics associated with early WLST-N, utilization of multimodal prognostication, and use of 
sedation agents for patients with early WLST-N. Analysis included descriptive statistics and multivariable 
logistic regression analyses. 
 
Results We included 1040 OHCA patients (mean age 65 years, 63% male, 41% Caucasian, 44% with 
ventricular fibrillation). Early WLST-N occurred in 24% (n=154) of patient deaths. Factors associated with 
early WLST-N were age (OR 1.02, 95% CI:1.01-1.03), DNR before hospitalization (OR 0.21, 95% CI: 0.07-
0.65), bilateral absent pupillary reflexes (OR 2.4, 95%CI:1.42-4.10), and lack of neurological consultation 
(OR 0.38,95%CI:0.22-0.66). Most patients (72%, n=112) with early WLST-N did not undergo any 
prognostic tests beyond an exam and CT scan. A substantial proportion of patient who underwent early 
WLST-N received sedating medications (90%) within 24 hours before WLST-N, including opioids (77%), 
benzodiazepines (68%), propofol/dexmedetomidine (31%), and neuromuscular blocking agents (28%). 
The median time from last sedation dose to early WLST-N was 4.2 hours (IQR 0.4-15), and 38% (n=42) of 
patients received a sedative medication during or after their last documented neurological exam. 
 
Conclusion: Nearly one quarter of deaths after OHCA were due to early WLST-N, which is discordant 
with current guidelines. Prognostic tests were underutilized, and sedating medications were often co-



administered. Standardizing prognostication and restricting early WLST-N might improve outcomes after 
OHCA. 


