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The evidence that automated external defibrillators (AED) are effective in terms of survival in
the management of out-of-hospital cardiac arrest (OHCA). As the survival rate decreases
exponentially with the interval between OHCA and defibrillation, the locations of first
responder and AED are particularly important. However, there is a persistent controversy

concerning the recommended sites of AED and the personnel who need to be trained .

AED in the workplace is a controversial issue at the present time, as the incidence of OHCA
in the workplace is usually low, which probably partly explains the very small number of
studies on AED in the workplace. A review of literature on defibrillation in the workplace
revealed only one specific original (retrospective) study on this subject, while six other
studies described AED in various setting, including the workplace '°. OHCA in the
workplace represented between 1 and 6% of all OHCA reported in these studies, varying
according to the definition of “workplace”, as one of the difficulties of studies of the
management of OHCA in the workplace is the heterogeneous definition of the workplace,
ranging from small shops to large factories. Nevertheless, most studies agree that the
workplace is one of the least frequent sites of OHCA '”°, regardless of the type of workplace
(with the exception of large industrial sites).

Several authors have also reported that patients experiencing OHCA in the workplace
presented one of the highest hospital discharge survival rates *>*°. OHCA also tends to occur
in young people °, which implies that the number of years of life saved is generally high. We
can therefore conclude that, although OHCA is a relatively rare event, AED in the workplace
appears to be potentially effective, which is why some countries have established guidelines

for the use of AED in the workplace "*.



In view of the heterogeneity of workplaces and in order to increase cost-effectiveness due to
the low incidence of OHCA in the workplace, high-risk occupational settings should be
identified, taking into account criteria of feasibility and efficacy of AED. Based on expert
opinions and studies conducted in other settings, the existing guidelines on installation of
AED in the workplace are based on the site-specific incidence of OHCA (with a lower limit
of one OHCA every two or five years, depending on the study), or based on the number of
employees on site and their mean age. However, other parameters also need to be taken into
account, such as the number and characteristics of visitors (with the same lower limit or more
than 250 people over the age of 50 present for more than 16 hours per day °), the presence of
occupational risk factors for ventricular fibrillation (high voltage, high cardiac risk
situations...), and the medical profile of employees/visitors (high prevalence of risk factors for
coronary heart disease or sudden death).

However, the question of who is at high risk of sudden death is currently debated '°. Bardy et
al.,, in the Home AED Trial, partly explained the failure of their treatment by the recent
improvement in the management of cardiovascular disease (including implantable
defibrillator) and an increase of other causes of mortality .

Other environmental factors should also be taken in account, such as the time to arrival of
specialized emergency units, the social environment and the resuscitation skills of the
population considered. Although installation of AED in workplaces in which management
and employees are convinced of the value of AED and first-aid training would be clearly
beneficial, the benefit is much less obvious in a context of limited interest and poor

understanding of AED.

After deciding to equip the workplace with AED, it is essential to develop a complete AED

programme supported by management: this programme must comprise the exact location of
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the AED, but also a protocol describing each link of the survival chain from loss of
consciousness to the arrival of specialized emergency services, regular training of first
responders as well as a quality assurance programme (including maintenance and revision of
AED protocols). In 2002, the American College of Occupational and Environmental Medicine
(ACOEM) developed a complete 12-point programme '. To shorten the interval between
OHCA and defibrillation, the workplace AED programme must define the alarm procedure
and the first minutes of care. Depending on the workplace emergency plan of the company
(which must comprise the AED protocol), AED must be accessible to all and must be able to
be brought to the victim within the first five minutes after onset of the malaise ’, or must be
given to an emergency team trained in cardiopulmonary resuscitation/AED. Studies in other
settings have shown that first responders equipped with AED may be more effective than
public access AED only 2. Similarly, some emphasized the importance of regular training in
the use of AED ', which is simpler for experienced teams than for all personnel.
Nevertheless, all personnel must be familiar with basic life support and the workplace medical
emergency plan. The importance of regular training (including drills) and assessment of this

training in the context of a quality assurance programme must also be stressed to allow

regular improvement of AED programme.

In conclusion, the workplace, which can be defined as a heterogeneous place attended by
young people generally in good health and working together, is a useful site for AED, despite
the absence of cost-effectiveness studies and the low incidence of OHCA in the workplace.
The cost-effectiveness balance must be assessed for each workplace based on discussion
between employers, employees, emergency physicians, occupational physicians, and health
and safety experts, and a global AED programme must be implemented in order to be

effective in the event of OHCA. Furthermore, in view of the rarity of OHCA compared to
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other occupational health issues that may be more important for some companies and the
possible role of the State in a public health programme designed to reduce sudden death, the

question of the funding of AED remains unresolved.
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