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Appendix A: Materials and Methods
The details of Materials and Methods that were not included in the main manuscript are italicized.
This was a retrospective, population-based cohort study. Because we used a publicly available, de-identified data set, the study was determined to be exempt from formal review by the Texas Tech Health Sciences Center’s Institutional Review Board. 
Data sources and study population
We used the Texas Inpatient Public Use Data File (TIPUDF), an administrative data set maintained by the Texas Department of State Health Services [1]. The TIPUDF includes approximately 97% of hospital discharges in the state and its characteristics were previously described [2]. 
We extracted initially data on all patients aged ≥18 years, who were hospitalized between the years 2009 and 2014. We then identified among these hospitalizations those with a diagnosis of cirrhosis and subsequently identified, among the latter, hospitalizations with in-hospital cardiopulmonary resuscitation. This latter group formed the primary analytic cohort. A diagnosis of cirrhosis was based on the presence of International Classification of Diseases, Ninth Revision, Clinical Modification codes (ICD-9) 571.2, 571.5, and 571.6 in the principal or secondary diagnosis fields. These codes were used in prior studies of cirrhosis in administrative data [3, 4] and were reported to have a positive predictive value of 90% and negative predictive value of 87% [5]. Cardiopulmonary resuscitation was identified based on the presence of ICD-9 codes 99.60 or 99.63. Similar approach was used in prior studies of in-hospital cardiopulmonary resuscitation in administrative data [6, 7]. Hospitalizations with a diagnosis of liver transplantation and those with a principal diagnosis of cardiac arrest (ICD-9 code 427.5), ventricular fibrillation (ICD-9 code 427.51) or ventricular flutter (ICD-9 code 427.52) were excluded.     
In order to identify secular trends not captured through analysis of the primary cohort, we anchored the data to similar-aged hospitalizations during 2009-2014 without a diagnosis of cirrhosis who had in-hospital cardiopulmonary resuscitation. In addition, we have examined all hospitalizations aged ≥18 years during the years 2009-2014 with and without a diagnosis of cirrhosis and those who died during hospitalization within each group to estimate the annual rates of in-hospital cardiopulmonary resuscitation among all hospitalizations and among hospital decedents. 

The institutional Review Board at the Texas Tech University Health Sciences Center deemed this study exempt from review due to use of de-identified data. 

Outcomes
The co-primary outcomes were rates of in-hospital cardiopulmonary resuscitation among all hospitalizations with and without cirrhosis and rates of short-term survival among hospitalizations with in-hospital cardiopulmonary resuscitation. Both outcomes were examined overall and over time. Because discharge to hospice is increasingly common among hospitalized patients [3, 8] and specifically, following in-hospital CPR [9] there is a potential for overestimation of short-term survival of the inpatient population when examined over time, if discharges to hospice are not considered [8]. Moreover, interpretation of comparative secular trends of short-term survival of examined select inpatient populations may be compromised when discharge to hospice occurs at different rates overall and over time between groups. We thus defined short-term survival as that of hospitalizations without in-hospital death or discharge to hospice.

The secondary outcomes among hospitalizations with in-hospital cardiopulmonary resuscitation with and without cirrhosis included overall and over time rates of in-hospital cardiopulmonary resuscitation among those who died in the hospital, short-term survival among those with and without shockable rhythm, and hospital dispositions of those without in-hospital death or discharge to hospice. 

Study variables
Study variables were selected based on clinical plausibility and prior reports (refs). The abstracted variables included: a) demographics (age, gender, race/ethnicity, and health insurance) b) comorbid conditions, based primarily on the Deyo modification of the Charlson Comorbidity Index [10] c) type of admission (elective vs. non-elective) d) admission during the weekend (vs. during weekdays) e) presence of a shockable rhythm (ICD-9 codes 427.51 or 427.52) [11, 12] f) the number of organ failures, based on the approach reported by Martin and colleagues [13], used as a proxy for severity of illness [14] g) hospitals’ teaching status h) hospital disposition and i) year of admission. In addition, we abstracted cirrhosis-related complications, including ascites, hepatic encephalopathy, hepatorenal syndrome, hepatocellular cancer, and variceal, using the algorithmic approach described by Schmidt and colleagues [3].
 
Last, we included sepsis among examined covariates because cirrhosis is associated with markedly higher risk of infection and resultant sepsis events than the general population [15], with sepsis reported to increase, in turn, the risk of acute decompensation events among cirrhotic patients [16, 17], and because sepsis has been estimated to be present in 1 out of 2 to 3  hospital deaths in the United States [18] and thus can be expected to be a major modulator of short-term survival among patients undergoing in-hospital cardiopulmonary resuscitation. Because the optimal approach to identify sepsis in administrative data is unknown, we used  a combination of the taxonomy described by Angus et al [19] and “explicit” ICD-9 codes for severe sepsis (995.92) and septic shock (785.52), as previously described [20].   
                                  
Data analysis
We summarized categorical variables as numbers and percentages, while continuous variables were reported as means (standard deviation [SD]) or medians (interquartile range [IQR]), as appropriate. Group comparisons were performed using chi-square test for categorical variables and t-test or Mann-Whitney test for continuous variables, as appropriate. We used hospitalizations as the unit of analysis because the TIPUDF does not identify individual patients and thus does not capture repeated hospitalizations.

In order to provide further anchoring context to the comparative trajectories of the observed secular trends between hospitalizations with and without cirrhosis who had in-hospital cardiopulmonary resuscitation, we examined their respective temporal trends of the burden of chronic illness and illness severity using the Deyo comorbidity index and the number of failing organs, respectively, as proxy measures.          

Temporal trends of the primary and secondary outcomes were examined using weighted least square regression, with calendar year as predictor. Modeled findings are reported as average annual percent change (AAPC) and 95% confidence intervals (95% CI). All temporal analyses were carried out separately for hospitalizations with and without cirrhosis. Comparison of regression slopes was performed using the methods described by Armitage et al [21].  

We estimated the risk-adjusted of short-term survival following in-hospital cardiopulmonary resuscitation among hospitalizations with and without cirrhosis using empirical Bayesian posterior estimates from multivariate logistic regression models for each (see modeling approach below) and then derived the corresponding annual rates of short-term survival.

A multivariate logistic regression model was fitted to estimate the association between cirrhosis as independent predictor and short-term survival following in-hospital cardiopulmonary resuscitation as dependent variable. Predictors with p < 0.1 on univariate logistic regression were considered for multivariate analysis, following examination for multicollinearity. Candidate predictor covariates were then entered into the model using backward stepwise selection and included age, race/ethnicity, health insurance, type of admission (elective vs. non-elective), weekend (vs. weekday) admission, diagnosis of cirrhosis, Deyo comorbidity index (adjusted by excluding liver disease to avoid duplicate analysis), myocardial infarction, cerebrovascular disease, diabetes, sepsis, number of organ failures, shockable (vs. non-shockable) rhythm, and the year of admission.

The potential predictors of short-term survival following in-hospital cardiopulmonary resuscitation among hospitalizations with cirrhosis were examined using multivariate logistic regression modeling, employing the approach described above for the whole cohort. The covariates entered into the model included health insurance, type of admission (elective vs. non-elective), myocardial infarction, cerebrovascular disease, sepsis, the number of organ failures, hepatorenal syndrome, and hepatocellular cancer. 

The state of Texas suppresses gender code data of hospitalizations with a diagnosis of infection with the human immunodeficiency virus (HIV), ethanol abuse or drug abuse. Because gender data was suppressed in 46% of cirrhosis hospitalizations who had in-hospital cardiopulmonary resuscitation, thus rendering gender-related regression findings non-representative for this group, gender was excluded from regression models on the prognostic impact of cirrhosis and those exploring the potential prognostic factors among hospitalizations with cirrhosis.       

Sensitivity analysis
In order to examine the robustness of our findings and to facilitate comparison to prior studies we re-examined both temporal trends and logistic regression models by substituting the outcome of short-term survival, as defined earlier, with hospital survival, defined as hospitalization without in-hospital death, among hospitalizations with in-hospital cardiopulmonary resuscitation, with and without cirrhosis, as well the corresponding strata with and without a shockable rhythm. Because the number of independent predictors of short-term survival among hospitalizations with cirrhosis was substantially more limited than among those without cirrhosis, we have repeated the multivariate logistic regression model without the cirrhosis-related complications to examine whether the findings of the original model were driven by the latter complications.  

Data analyses were carried out on MedCalc version 17.5.5 (MedCalc Software, Ostend, Belgium). A 2-sided p value < 0.05 was considered statistically significant.  
	Table A. The annual volume of hospitalizations with and without cirrhosis, overall and for specific strata
	

	
	
	
	
	
	
	

	
	
	
	
	Year
	
	

	Category
	 
	2009
	2010
	2011
	2012
	2013
	2014

	Number of hospitalizations (all)a
	
	
	
	
	
	

	Cirrhosis
	
	44,447
	47,731
	53,954
	58,096
	61,615
	64,226

	Non-cirrhosis
	2,158,112
	2,170,819
	2,169,599
	2,181,817
	2,134,414
	2,147,674

	Decedents among hospitalizations (all)b,c
	
	
	
	
	
	

	Cirrhosis
	
	2,700 (6.1)
	2,811 (5.9)
	3,032 (5.6)
	3,357 (5.8)
	3,582 (5.8)
	3,838 (6.0)

	Non-cirrhosis
	45,178 (2.1) 
	45,318 (2.1)
	44,811 (2.1)
	44,293 (2.0)
	44,645 (2.1)
	45,553 (2.1)

	Hospitalizations with in-hospital CPR
	
	
	
	
	
	

	Cirrhosis
	
	348
	336
	389
	477
	464
	497

	Non-cirrhosis
	8,151
	8,339
	8,485
	8,908
	8,945
	9,141

	Shockable rhythm among hospitalizations
	
	
	
	
	
	

	with CPR
	
	
	
	
	
	
	

	Cirrhosis
	
	32
	28
	29
	30
	32
	34

	Non-cirrhosis
	910
	999
	978
	1,132
	1,079
	1,206

	Short-term survival among CPR hospitalizationsd
	
	
	
	
	

	    All
	
	
	
	
	
	
	

	       Cirrhosis
	57
	52
	55
	76
	67
	69

	       Non-cirrhosis
	2,040
	2,266
	2,245
	2,550
	2,549
	2,551

	    Shockable rhythm
	
	
	
	
	
	

	       Cirrhosis
	4
	6
	1
	6
	3
	7

	       Non-cirrhosis
	331
	361
	339
	418
	422
	444

	    Non-shockable rhythm 
	
	
	
	
	
	

	       Cirrhosis
	53
	46
	54
	70
	63
	62

	       Non-cirrhosis
	1,709
	1,905
	1,906
	2,132
	2,127
	2,107

	a All hospitalizations with and without cirrhosis
	
	
	
	
	
	

	b Hospitalizations ending with in-hospital death among all hospitalizations with and without cirrhosis
	
	

	c percent of hospitalizations ending with in-hospital death out of all hospitalizations with and without cirrhosis
	

	d Short-term survival was defined as that of hospitalizations without in-hospital death or discharge to hospice  
	



	






Table B. Linear regression of the annual changes in the Dyeo comorbidity index and the number of organ failures among 

	hospitalizations with and without cirrhosis, who have undergone in-hospital cardiopulmonary resuscitation 
	

	
	
	
	
	

	Category
	Cirrhosisa
	Non-cirrhosisa
	Difference in regression slopesb
	

	Deyo comorbidity score
	0.052 (0.007); p < 00001
	0.069 (0.028); p = 0.0149
	0.017 (0.027); p = 0.5135
	

	Number of organ failures
	0.074 (0.003); p < 0.0001
	0.071 (0.017); p < 0.0001
	0.002 (0.016); p = 0.8671
	

	a the entries represent regression coefficients (standard errors) and respective p values for each regression model
	

	b the entries represent comparison of differences in regression slopes between hospitalizations with and without cirrhosis 
	



	
	








	Table C. Univariate and multivariate logistic regression analysis of predictors of short-term survival  
	

	following in-hospital cardiopulmonary resuscitation among hospitalizations without cirrhosis 
	

	
	
	
	
	

	
	Unadjusted odds ratio
	
	Adjusted odds ratio
	

	Variables
	(95% CI)
	p
	(95% CI)
	p

	Age (years)
	
	
	
	

	18-44
	Reference
	
	Reference
	

	45-64
	0.94 (0.88-1.01)
	0.08009
	0.92 (0.87-0.98)
	0.0351

	≥65
	0.65 (0.61-0.69)
	<0.0001
	0.61 (0.56-0.66)
	<0.0001

	Female
	1.04 (1.01-1.08)
	0.0257
	1.10 (1.05-1.14)
	<0.0001

	Race/ethnicity
	
	
	
	

	White
	Reference
	
	Reference
	

	Hispanic
	0.93 (0.88-0.98)
	0.008
	0.93( 0.89-0.98)
	0.0146

	Black
	0.87 (0.82-0.91)
	<0.0001
	0.85 (0.81-0.90)
	<0.0001

	Other
	0.96 (0.90-1.04)
	0.3853
	NA
	

	Health insurance
	
	
	
	

	Medicare
	Reference
	
	Reference
	

	Private
	1.30 (1.25-1.36)
	<0.0001
	1.07 (1.01-1.12)
	0.0061

	Medicaid
	1.27 (1.17-1.37)
	<0.0001
	1.07 (0.98-1.18)
	0.0918

	No insurance
	0.99 (0.92-1.06)
	0.8101
	0.47 (0.33-0.67)
	<0.0001

	Other
	1.13 (0.96-1.33)
	0.1301
	0.82 (0.69-0.99)
	0.0392

	Deyo comorbidity score
	0.95 (0.94-0.96)
	<0.0001
	0.97 (0.97-0.98)
	<0.0001

	Myocardial infarction
	1.14 (1.09-1.19)
	<0.0001
	1.07 (1.02-1.12)
	0.0026

	Congestive heart failure
	1.32 (1.27-1.37)
	<0.0001
	NA
	

	Cerebrovascular disease
	1.12 (1.06-1.19)
	0.0001
	1.27 (1.19-1.35)
	<0.0001

	Diabetes
	1.47 (1.37-1.57)
	<0.0001
	1.51 (1.40-1.61)
	<0.0001

	Malignancy
	0.50 (0.46-0.54)
	<0.0001
	NA
	

	Sepsis
	0.62 (0.59-0.65)
	<0.0001
	0.71 (0.68-0.74)
	<0.0001

	Elective admission
	1.44 (1.37-1.51)
	<0.0001
	1.38 (1.31-1.46)
	<0.0001

	Weekend admission
	0.89 (0.85-0.93)
	<0.0001
	0.95 (0.90-0.99)
	0.0461

	Teaching hospital
	0.99 (0.94-1.03)
	0.743
	NA
	

	Number of organ failures
	0.89 (0.88-0.91)
	<0.0001
	0.97 (0.95-0.98)
	0.0002

	Shockable rhythm
	1.64 (1.56-1.74)
	<0.0001
	1.55 (1.46-1.65)
	<0.0001

	Year of admission
	1.02 (1.01-1.04)
	<0.0001
	1.04 (1.03-1.05)
	<0.0001

































Table D. Hospital survival following in-hospital cardiopulmonary resuscitation
	
	

	
	
	
	
	Year
	
	
	
	
	

	Category
	 
	2009
	2010
	2011
	2012
	2013
	2014
	AAPC (95% CI)a
	p

	Hospital survival (%)
	
	
	
	
	
	
	
	

	    All
	
	
	
	
	
	
	
	
	

	       Cirrhosis
	19.5
	17.6
	16.7
	19.9
	17.3
	16.9
	-1.4 (-6.3 to +3.5)
	0.4801

	       Non-cirrhosis
	27.8
	30.2
	29.4
	32
	32.2
	31.8
	2.7 (0.6 to 4.8)
	0.0245

	    Shockable rhythm
	
	
	
	
	
	
	
	

	       Cirrhosis
	15.6
	21.4
	6.9
	20.0
	12.5
	26.5
	6.0 (-28.7 to +40.7)
	0.6569

	       Non-cirrhosis
	40.1
	39.1
	37.8
	40.0
	42.5
	40
	0.8 (-1.8 to +3.4)
	0.4194

	    Non-shockable rhythm 
	
	
	
	
	
	
	

	       Cirrhosis
	19.9
	17.2
	17.5
	19.9
	17.4
	16.2
	-2.5 (-7.7 to +2.7)
	0.2515

	       Non-cirrhosis
	26.3
	29.0
	28.3
	30.8
	30.7
	30.5
	2.9 (0.6 to 5.2)
	0.0263







	








Table E. Univariate and multivariate logistic regression analysis of predictors of short-term survival  

	following in-hospital cardiopulmonary resuscitation among hospitalizations with cirrhosis, without 

	cirrhosis-related complications
	
	
	
	

	
	
	
	
	
	

	
	Unadjusted odds ratio
	
	Adjusted odds ratio
	
	

	Variables
	(95% CI)
	p
	(95% CI)
	p
	

	Age (years)
	
	
	NA
	
	

	18-44
	Reference
	
	
	
	

	45-64
	0.99 (0.67-1.46)
	0.9789
	
	
	

	≥65
	1.17 (0.78-1.77)
	0.4358
	
	
	

	Race/ethnicity
	
	
	NA
	
	

	White
	Reference
	
	
	
	

	Hispanic
	0.80 (0.62-1.03)
	0.0851
	
	
	

	Black
	0.80 (0.57-1.12)
	0.202
	
	
	

	Other
	0.89 (0.58-1.38)
	0.6331
	
	
	

	Health insurance
	
	
	
	
	

	Medicare
	Reference
	
	Reference
	
	

	Private
	0.94 (0.71-1.24)
	0.6846
	NA
	
	

	Medicaid
	0.95 (0.69-1.32)
	0.8009
	NA
	
	

	No insurance
	0.43 (0.30-0.62)
	<0.0001
	0.47 (0.33-0.67)
	<0.0001
	

	Other
	0.87 (0.42-1.82)
	0.7256
	NA
	
	

	Deyo comorbidity score
	1.01 (0.96-1.06)
	0.5328
	NA
	
	

	Myocardial infarction
	1.42 (1.04-1.94)
	0.0234
	1.36 (0.99-1.87)
	0.0505
	

	Congestive heart failure
	2.06 (1.64-2.58)
	<0.0001
	NA
	
	

	Cerebrovascular disease
	1.84 (1.20-2.82)
	0.0047
	1.84 (1.19-2.84)
	0.0058
	

	Diabetes
	1.18 (0.93-1.50)
	0.1586
	NA
	
	

	Malignancy
	0.76 (0.50-1.15)
	0.2093
	NA
	
	

	Sepsis
	0.61 (0.48-0.76)
	<0.0001
	0.66 (0.52-0.84)
	0.0007
	

	Elective admission
	1.41 (1.02-1.95)
	0.0356
	1.18 (0.88-1.33)
	0.4173
	

	Weekend admission
	1.02 (0.78-1.32)
	0.8754
	NA
	
	

	Teaching hospital
	1.01 (0.79-1.28)
	0.9285
	NA
	
	

	Number of organ failures
	0.85 (0.79-0.92)
	0.0001
	0.89 (0.82-0.97)
	0.0086
	

	Shockable rhythm
	0.97 (0.63-1.48)
	0.8929
	NA
	
	

	Year of admission
	0.96 (0.90-1.03)
	0.3299
	NA
	
	



	
	

	
	
	
	
	
	
	
	
	
	

	

	



Table F. Univariate and multivariate logistic regression analysis of predictors of hospital survival  
	

	among all hospitalizations with in-hospital cardiopulmonary resuscitation 
	

	
	
	
	
	

	
	Unadjusted odds ratio
	
	Adjusted odds ratio
	

	Variables
	(95% CI)
	p
	(95% CI)
	p

	Age (years)
	
	
	
	

	18-44
	Reference
	
	Reference
	

	45-64
	0.96 (0.90-1.03)
	0.3031
	NA
	

	≥65
	0.77 (0.72-0.81)
	<0.0001
	0.81 (0.77-0.85)
	<0.0001

	Race/ethnicity
	
	
	
	

	White
	Reference
	
	Reference
	

	Hispanic
	0.89 (0.85-0.93)
	<0.0001
	0.90 (0.86-0.95)
	0.0001

	Black
	0.84 (0.80-0.89)
	<0.0001
	0.85 (0.81-0.90)
	<0.0001

	Other
	0.93 (0.87-1.01)
	0.0624
	0.93 (0.86-0.99)
	0.0413

	Health insurance
	
	
	
	

	Medicare
	Reference
	
	Reference
	

	Private
	1.21 (1.16-1.26)
	<0.0001
	1.05 (1.01-1.10)
	0.0194

	Medicaid
	1.16 (1.08-1.25)
	<0.0001
	NA
	

	No insurance
	0.84 (0.79-0.90)
	<0.0001
	0.70 (0.65-0.75)
	<0.0001

	Other
	0.97 (0.83-1.14)
	0.7416
	NA
	

	Cirrhosis
	0.49 (0.44-0.54)
	<0.0001
	0.55 (0.50-0.62)
	<0.0001

	Deyo comorbidity score
	0.96 (0.95-0.97)
	<0.0001
	0.98 (0.97-0.99)
	<0.0001

	Myocardial infarction
	1.15 (1.10-1.20)
	<0.0001
	1.08 ((1.03-1.12)
	0.0004

	Congestive heart failure
	1.39 (1.34-1.45)
	<0.0001
	NA
	

	Cerebrovascular disease
	1.22 (1.15-1.29)
	<0.0001
	1.25 (1.18-1.33)
	<0.0001

	Diabetes
	1.04 (1.01-1.08)
	0.0202
	1.52 (1.42-1.62)
	<0.0001

	Malignancy
	0.58 (0.54-0.62)
	<0.0001
	NA
	

	Sepsis
	0.66 (0.63-0.68)
	<0.0001
	0.70 (0.68-0.73)
	<0.0001

	Elective admission
	1.39 (1.32-1.46)
	<0.0001
	1.35 (1.29-1.42)
	<0.0001

	Weekend admission
	0.90 (0.86-0.94)
	<0.0001
	0.94 (0.90-0.99)
	0.0244

	Teaching hospital
	0.97 (0.93-1.01)
	0.1965
	NA
	

	Number of organ failures
	0.92 (0.91-0.93)
	<0.0001
	0.96 (0.94-0.97)
	<0.0001

	Shockable rhythm
	1.60 (1.52-1.69)
	<0.0001
	1.50 (1.42-1.58)
	<0.0001

	Year of admission
	1.03 (1.02-1.04)
	<0.0001
	1.04 (1.03-1.05)
	<0.0001


















	


[bookmark: _GoBack]Table G. Univariate and multivariate logistic regression analysis of predictors of hospital survival  
	

	following in-hospital cardiopulmonary resuscitation among hospitalizations with cirrhosis 
	

	
	
	
	
	

	
	Unadjusted odds ratio
	
	Adjusted odds ratio
	

	Variables
	(95% CI)
	p
	(95% CI)
	p

	Age (years)
	
	
	NA
	

	18-44
	Reference
	
	
	

	45-64
	1.13 (0.78-1.63)
	0.5106
	
	

	≥65
	1.35 (0.91-2.01)
	0.1275
	
	

	Race/ethnicity
	
	
	
	

	White
	Reference
	
	
	

	Hispanic
	0.72 (0.56-0.91)
	0.0069
	0.75 (0.60-0.94)
	0.0159

	Black
	0.86 (0.64-1.16)
	0.3471
	NA
	

	Other
	0.75 (0.49-1.15)
	0.1956
	NA
	

	Health insurance
	
	
	
	

	Medicare
	Reference
	
	Reference
	

	Private
	1.01 (0.79-1.31)
	0.8807
	NA
	

	Medicaid
	0.95 (0.70-1.24)
	0.7455
	NA
	

	No insurance
	0.42 (0.30-0.59)
	<0.0001
	0.45 (0.33-0.63)
	<0.0001

	Other
	0.91 (0.46-1.78)
	0.7855
	NA
	

	Deyo comorbidity score
	1.02 (0.98-1.06)
	0.2282
	NA
	

	Myocardial infarction
	1.48 (1.11-1.98)
	0.0066
	1.40 (1.04-1.88)
	0.0232

	Congestive heart failure
	2.00 (1.62-2.48)
	<0.0001
	NA
	

	Cerebrovascular disease
	2.15 (1.45-3.18)
	0.0001
	2.17 (1.45-3.25)
	0.0001

	Diabetes
	1.25 (0.90-1.40)
	0.2971
	NA
	

	Malignancy
	0.92 (0.64-1.32)
	0.666
	NA
	

	Sepsis
	0.72 (0.58-0.88)
	0.0022
	0.76 (0.61-0.95)
	0.0168

	Elective admission
	1.32 (0.97-1.80)
	0.0754
	1.25 (0.72-1.47)
	0.7384

	Weekend admission
	1.01 (0.79-1.28)
	0.9389
	NA
	

	Teaching hospital
	1.01 (0.79-1.25)
	0.9934
	NA
	

	Number of organ failures
	0.89 (0.82-0.95)
	0.0015
	0.92 (0.85-0.99)
	0.0366

	Shockable rhythm
	0.95 (0.64-1.41)
	0.8182
	NA
	

	Year of admission
	0.97 (0.92-1.03)
	0.4584
	NA
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