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Goals

Review important sideline emergencies and initial management
Discuss differences in emergent vs urgent vs routine situations
Understand indications for emergent treatment, transport, or work-up

Learn what you can do to help on the field/sideline
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27 year old male
Professional basketball player
No known medical history
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Sudden Cardiac Death

Incidence

- Highest risk in black male college
basketball athletes | suisse

L Im=g1
4 Confimed CV
n=4a7)

- Causes

- HCM, ARV, anomalous coronary arteries
- Importance of screening?

[ Overall 1in 53,703 athlete-years'
Males: 1 in 37,780 Femalss: 1in 121,593

Black: 1in 21,491 White: 1 in 68,354
Hispanic: 1 in 56,254
Men's Basketball: 1 in 8,978 MNAA

Men's Soccer: 1 in 23,689
Men's Football: 1in 35,951
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What Went Wrong?

AED arrives at 22 seconds, left on floor, 4+ minutes prior to portable
monitor application

Prone, no attempt to roll over or assess ABCs

No determination of cardiac arrythmia/arrest -
No CPR or defibrillation

Taken off life support 2 days later

Cause of death: sudden cardiac death

Wrongful death suit filed by family this month:

“Despite this undeniable dire situation, no life-
saving measures were attempted, no CPR was
initiated and no defibrillator was used.”

I
— NewYork-Presbyterian D e T G OFITIOMIAC SUmUkEY
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ACLS and BLS only work if they are used m——
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Early CPR and early defibrillation The BLS Assessment
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Early Defibrillation

PERCENT OF SURVIVA

Survival rates after VF cardiac
arrest decrease approximately
7% te 10% with every minute that
defibrillation is delayed. p 1-61

Guidekne

Percent of Survival

Time (min)
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Early Defibrillation

Results  Automated external defibrillators were used
in 105 patients whose initial cardiac rhythm was ven-

The New England
Journal of Medicine

VOLIME 343 2 NUMBER 17

(+SD) of 3.56+2.9 minutes from collapse to attachment

T | N BT SECURITY OFFICERS cf the defibrillator, 4.4+2.9 minutes from ccllapse ©

T UAFTER CARDIAC ARREST IN CASINOS o the delivery of the first defibrillation shock, and 9.8.1

e L i i b B A, 4.3 minutes from collapse to the arrival of the para-
r = -

DanE: W Sears, M.O., aun Rickise G. Hasouas, B.S,
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cardan arme
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Bystander CPR

ATeTican Jourtal of Cmergency Medicie

o MR Gl DT, SF0UL FEpDRE o] K80
i medin! Resevch nstite. Secul BUDIK: of Korea

Metharis: A population-based in patients

m =
Secnndlary nutcome was survival with good neuralogical outcorme. Multivariable loglsiic regression analysis

Bystander cardiopumeanary resusciation
was performed o evaluate the interaction between bystander CPR nd the time interval from collapse to CPR

= prowicers
Resuits: A total of 15,354 OHCAS were analyzed. Bystander CPR: was performed in 8591 (56.

pital discharge occurved in 1632 (105%) and favorable neurological outcorne in 996 (5

mosdelof bystander CPR. fastest s (RS ) (853 CI) for survival ta dis-
" 4 sin she & 23800 ol 3 e

Tatest group. For tavorable neurological oulcome, AOKS were 1.12 (077-162) in the fast group. 0.90 (062~
1,30} in the Late group, 056 (038-0.91) in the latst group.
Conclusion: The survival from OHCA decreases as the ambulance response time increases. The ncrease in martal-
ity and worsening neuroligic outcomes appear to be mitigated in those patlents who recelve bystander CPR
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Cardiac Arrest

Summary:

EARLY DEFIBRILLATION AND EARLY CPR SAVE LIVES!
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Case #2

19 year old male
College baseball pitcher
No know past medical history

Struck in chest with batted ball, becomes unresponsive

m eI A TV ATy
B2 DarawxaMinT 0¥ OXITIOMNDIC SURUKEY

Commotio Cordis

Structurally normal he Clinical Profile and Spectrum

Arrhythmia induced by mechanical force [RURSUUEIREIEE
(baseball, lacrosse ball, hockey puck) T Tl Ryt okt b il et et

blows can extend into many other life activities.

Objective To describe the comprehensive spectrum of commotio cordis events,
P revent ab I e’) Design and Setting Analysis of confirmed cases from the general community as-
. sembled In the US Commatio Cordis Registry occurting up to September 1, 2001
Main Outcome Measure Cammatio cordis event

.‘. e OB pesults Gf 128 confimed cases, 122 (95%) were in males and the mean (SD) age was

+/- Precordial thump?

I 13.6 (8.2) years (median, 14 years; range, 3 months to 45 years); only 28 (22%) cases
visibleand « were aged 18 years or older. Commatio cordis events occurred most commanly dluring
evenis,"? These deaths are fre- oroanped sporting events (79 [62%1), such as baseball, but 49 (38%) occurred as part
quently the consequence ofunsuspected  of daily routine and recreatianal activities. Fatal blows were inflicted with a wide range of
congenital cardiovascular discases™ in  yelocities but often occurred inadvertently anel under circumstances ot usually associ-
wained athletes. How ed  ated with risk for sudden death in informal settings near the home or playground. Twenty-
two (28% ) participants wene wearing commerdally available chest barriers, induding 7
in whom the projectile made ditect contact with protective paciding (basebal
chest blonws,  and lacrosse/hockey goalies}, and 2 in whom the projectie was a baseball spectt
ver, the spec- = =
trum of commotio cordisisd and
the risks considerably more pervasive. In
this study we characterize more com-
pletely the evolving and |

Conclusions The expanded specirum of commotia cordis illustrates the potential
dangers implicitin striking the chest, regardiess of the intent or force of the blow. These
findings also suggest that the safety of young athletes will be enhanced by develop-
clinical profile of chest blows ing more effective preventive strategies (such as chest wall barriers) to achieve pra-
sudden death tection from ventricular fibrillation following precordial blows

METHODS JAMA. J002,287.1742-1146 i jama.com

[N

Momant of mpact

TBWENIE™ 3% VT T}
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Cardiac Arrest

Summary:

EARLY DEFIBRILLATION AND EARLY CPR SAVE LIVES!

W)
T O¥ OFITIOMNDIC SURUKEY

48 year old male

Recreational triathlete

No know past medical history

Finished Half ronman 2 hours prior to presentation

Comes to medical tent after vomiting, has nausea, weakness
Appears pale and sweaty
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Hame:
Record D

|12-Lead 1
B6A51E 164154 | 85 Jun 16

Case #2 EKG

PRB. 2105 URSD. 1485 CRITERIA™
\a1/me B4k 51s | A dissociation
767 85° 18171 = IV conduction defect

HR 43 bpm | Abnormal ECG ““Unconfimed"™
18:44:21| ** MEETS ST ELEVATIONMI

Sex: H;P-IRS-TMBS

x1.8 . 85-48 25mm/see

1"

« Infier {or ST elevation, CONS IDER ACUTE
1HFARCT
| » Anteroseptal ST depression is probably
reciprocal to inferier infarct
s ateral ST-T abpormal ity suggests
14 i)

ol 1t Y e
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Acute Coronary Syndrome

Risk of death during exercise

Have suspicion even in healthy
adults during and immediately after
periods of intense exercise

ACS does not always cause chest
pain: consider with unusual
shortness of breath,
nausea/vomiting, abdominal, back, or
shoulder pain

— NewvYork-Presbyterian

©AllinaHealthSystems

Relative Risk of AMI

e
Active Su bject/)‘-‘

= == Sedentary Subject ]é_‘{

* Vigorous exercise bout

Basaline
Risk

{Days/Week)

Habitual Frequency of Vigorous Physical Activity
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What Else Needs to go to the ER?

What does the Emergency Department provide?

Rapid assessment and evaluation for serious
illness or injury

Resuscitation and stabilization of unstable
patients

Access to specialists for emergent
consultations and treatments

Admission to the hospital

Not all “Emergencies” are equal
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What Else Needs to go to the ER?
= Y IS T .
Cardiac g il o . .
. hing marg si:cs this maminé mﬁﬁhm‘ﬁm :i?af:r.:;e;piysgi aznd e
Respiratory ' filic _

Head, neck, and face injuries

Abdominal trauma
Extremity Injuries

Environmental lliness/Injury
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Acute Respiratory/Airway Emergencies

A & B of ABCs
- Upper Respiratory Issues

- Mouth
- Throat

- Lower Respiratory Issues
- Lungs

- Traumatic vs. Medical
- Fractures and contusions
- Allergic Reactions
- Reactive Airway Disease
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Emergency Airway Management

Keep it Simple
- Oxygen into lungs
- Positioning

- Head Tilt/Chin Lift

- Jaw Thrust
- Oxygenation

- Supplemental O2
- Bag-Valve-Mask

m .00zn A Lo ¥ ARETY
AL DAFAKIMENT OF OFITIONEDIC SURGKEY

©AllinaHealthSystems 12



Lecture 13

June 15, 2018

Emergency Airway Management

Most important airway skill is
being able to ventilate

7
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Airway Adjuncts
NPA
OPA
LMA
Combitube

©AllinaHealthSystems
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Emergency Airway Managan

»

Things not to do on the sideline
- Endotracheal intubation
- Crichothyroidotomy

- MacGyver-y things with
pocket knives, ballpoint
pens, coffee straws, etc

_ o¥ OXITIONNDIC SURUKEY

What Else Needs to go to the ER?

Cardiac

Respiratory

Head, neck, and face injuries

Abdominal trauma
Extremity Injuries

Environmental lliness/Injury

m .00zn A Lo ¥ ARETY
AL DAFAKIMENT OF OFITIONEDIC SURGKEY

©AllinaHealthSystems 14



Lecture 13 June 15, 2018

Head and Neck Trauma

What are we worried about?

* Head
- “Clinically important traumatic brain injury”

- Canadian Head CT Rule, NEXUS II, New Orleans Criteria,
PECARN

* Neck
- “Clinically important cervical spine injury”
- Canadian C-Spine Rule, NEXUS Criteria
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Head Injuries

* Rule out badness

- CT scans sensitive for fractures,
bleeds, herniation

- Not much else

* Limited/no utility in CT if low suspicion for
serious pathology

- Must weigh risk/potential benefit
* Who do we need to worry about?
» Who do we NOT need to worry about?
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