








N (%) ROSC rate (%) Survival rate (%)

Etiology
Medical 22,927 (91.1) 33.1 8.2
Traumatic 975 (3.9) 22.9 2.8
Asphyxia 810 (3.2) 33.0 5.6
Drug overdose 300(1.1) 39.1 14.4
Drowning 154 (0.6) 19.5 5.4
Electrocution 5(<0.1) 20 25
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CRR Nereaguje a nedycha
nebo nedycha normalné

Zavolejte 155
nebo resuscitacni tym

KPR 30:2
Pripojte defibrilator nebo monitor

Zhodnotte srdec¢ni rytmus

Defibrilovatelny rytmus Nedefibrilovatelny rytmus
(VF/bezpulzova VT) (PEA/asystolie)

Okamzité pokracujte Obnoveni spontanniho Okamzité pokracujte
v KPR 2 minuty obéhu (ROSC) v KPR 2 minuty

Zajistéte vysokou kvalitu srdeéni masaze Rozpoznejte a feste reverzibilni pFi€iny Zvazte
e Korondrni angiografii/perkutanni koronarni intervenci

¢ Podejte kyslik * Hypoxie . - . L.
e Hypovolémie o r:elcf?la,nvlgkou srde¢ni masaz pro usnadnéni transportu/
alsi 1écby

¢ Hypokalémie/hyperkalémie/metabolické pFi¢iny
¢ Hypotermie/hypertermie L ° MimotéIni KPR )

« Minimalizujte pFerugovani srdeéni masaze e Tromboéza (korondrni tepny nebo plicni embolie) s N
. Po obnoveni obéhu
e Tenzni pneumotorax
¢ [Intravendézni nebo intraosealni vstup « Tamponada srde&ni e Postup ABCDE

e Podejte adrenalin kazdych 3-5 minut e Cilova hodnota SpO, 94-98 % a normalni PaCO,

* Toxicke latky « 12svodové EKG
Pro rozpoznani reverzibilnich pf¥ic¢in zvazte « Rozpoznejte a feste vyvolavaijici pficinu
¢ Rozpoznejte a feste reverzibilni pFic¢iny pouziti ultrazvuku « Cilena regulace t&lesné teploty

e Pouzijte kapnografii
¢ Po zajisténi dychacich cest srde¢ni masaz

neprerusujte

e Podejte amiodaron po 3. vyboji
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Abstract

The survival after traumatic cardiac arrest is similar to out-of-hospital car-
diac arrest of any cause. Potential reversible pathologies must be
addressed immediately, regardless of patient location at the time of diag-
nosis. Resuscitative thoracotomy is a well-established surgical interven- _
tion that may result in a neurologically good outcome for some &
patients in traumatic cardiac arrest. This paper describes a simple
approach to resuscitative thoracotomy that can be used by a doctor in
the pre-hospital environment and in the emergency department.

Keywords Blunt trauma; emergency medical service; emergency thora-
cotomy; penetrating trauma; resuscitation; resuscitative thoracotomy
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Traumatic cardiac arrest treatment algorithm

Trauma patient
Cardiac arrest / peri-arrest

Consider immediate
thoracotomy where
loss of vital signs
<10mins

( N

Penetrating trauma to
chest / epigastrium

ﬁno—J

- ~
||ke|y Attach cardiac monitor
c°"3ig::‘:;°‘"°"' L »|  Follow ERC ALS
guideline
unlikely

( Commence / W‘

continue BLS/ ALS

Vs
Simultaneously address reversible pathology )

Hypovolaemia e control external haemorrhage
o splint pelvis / fractures
 [V/10 fluid / blood bolus

Oxygenation  basic / advanced airway management
e maximise oxygenation

Tension pneumothorax e decompress chest

4 4
Return of spontaneous]‘ O fenin o \

spontaneous
circulation circulation

Prehospital

In hospital

a

« immediate transfer to appropriate hospital Consider termination of
resuscitation

* immediate transfer for definitive haemorrhage
control if indicated
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TRAUMATIC CARDIAC ARREST/ (@) s
PERI-ARREST ALGORITHM T

Traumatic cardiac arrest treatment algorithm

Trauma patient
Cardiac arrest / peri-arrest

Trauma Patient in Arrest/ Peri-Arrest

Consider immediate
thoracotomy where

" )
Penetrating trauma to

loss of vital signs chest / epigastrium Non-traumatic arrest likely ? Yes | ALS
<10mins
| no
( b Attach cardiac monito
likely r
Consider medical Follow ERC ALS

cause

guideline

Hypoxaemia Address reversible causes
Hypovolaemia simultaneously:
Tension pneumothorax
Tamponade

unlikely

1. Control external catastrophic
haemorrhage

( Commence / w‘

continue BLS / ALS

2. Secure airway and maximise
oxygenation

3. Bilateral chest decompression
(thoracostomies)

Expertise?
4.Relieve tamponade Equipment?
(penetrating chest injury)

KSimultaneously address reversible pathology

Environment ?

5. Proximal vascular control Elapsed time
(REBOA/manual aortic compression)

Hypovolaemia e control external haemorrhage
o splint pelvis / fractures ) .
e IV/10 fluid / blood bolus since loss of Yltal
6. Pelvic splint signs < 15 min?
Oxygenation  basic / advanced airway management

<. . 7.Blood products / Massive
e maximise oxygenation

Haemorrhage Protocol

Tension pneumothorax o decompress chest

Resuscitative
Thoracotomy

-

Return of spontaneous] No return of

circulation 7 ' spontaneous
circulation

~

Pre-hospital: immediate Consider termination

transport to of resuscitation

Prehospital e immediate transfer to appropriate hospital Consider termination of . .
appropriate hospital

resuscitation

In hospital e immediate transfer for definitive haemorrhage

In-hospital:  damage control
control if indicated

surgery / resuscitation
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