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Abstract. Survival Rate of Patients with Cardiothoracic Injuries in Road Traffic Accidents, and their
Relationship with ISS, GCS and blood transfusions. Khalid Fahad Almalki, Abdullah Mussad Alharbi, Anthony
Morgan, Adel Mohammed Bin Sultan, Saud Ayedh Alajmi, Turke Ali Alajmi, Arif Mohammed Alanazi,
Mohammed Ibrahim Alsheddi, Ali Abdulaziz Alanzan, Zayed Fahd Al-Dosari. Severe thoracic trauma is one of
the major causes of injury-related mortality. In the United States, thoracic trauma results in one-fourth of all trauma
deaths. Globally, cardiothoracic trauma is also a major contributor to mortality. The most common cardiothoracic
injuries include rib fractures, thoracic vertebral fractures, haemothorax, pneumothorax, flail chest, and lung
contusions. The purpose of the present study was to determine the survival rate of patients with cardiovascular injuries
in road traffic accidents and its relationship with ISS, GCS and blood transfusions at King Khalid Hospital. This study
is a useful addition to the literature, as research in this topic is lacking. A total of 189 patients were transported to the
hospital with cardiothoracic injuries during the study period. Data was gathered regarding age, gender, nationality,
vehicle user type, anatomical region injured, Intensive Care Unit (ICU) admission, Glasgow Coma Scale (GCS), Injury
Severity Score (ISS), blood transfusion, treatment and mortality rate. The neurological status was assessed using the
GCS score. Injury Severity Scores were calculated to categorize the injury severity. The mean patient age was 31.81
vears, with a peak age of between 21-30 years. Males predominated (93.7%) with a male to female ratio of 15:1. Most
of the patients were Saudi nationals (61.3%). Overall mortality was 7.9%. Factors that were significantly associated
with mortality were head and neck involvement, ICU admission, age (above 60), treatment delivered, and blood
transfusions. Cardiothoracic trauma is associated with a high mortality rate, which may depend on the clinical
presentation such as GCS, ISS, degree of shock, pattern of injuries, and associated injuries. Immediate management is
vital for patients with life-threatening cardiothoracic trauma, as mortality is high if the diagnosis is missed, wrong or
left untreated.

Pedepart. BizkuBaHHs NaNi€HTIB 3 KapAiOTOPaKaTbHUMH TPABMaMH NPH I0POKHBO-TPAHCIIOPTHUX NMPHUIOIAX TAa
ix 38'a30k 3 IITT, KT Ta nepeauBanusaM kpoBi. Xanin @axan Anbmadnki, Adayiaina Myccaa Aabxap6i, Entoni
Mopran, Agens Moxammen Bin Cyaran, Cayn Aen Auabamxmi, Typke Ani Aabapxmi, Apip Moxammen
Aabanasi, Moxammen Ioparim Ansmenni, Aji Aoaynasiz Anbanzan, 3aen ®axa Aab-locapi. Taorcka epyona
mpasma € OOHI€I0 3 OCHOBHUX NPUHUH cmepmHocmi, nos'azanoi 3 mpasmor. ¥V Cnonyuenux [lImamax mopakanvna
mpasma npu3800ums 00 OOHIEL Yemeepmoi Yacmkuy UNaoKie cmepmeil 610 mpaem. Y ecoomy ceimi kapoiomopakaivHa
MpaBMa MaKodIC € OCHOGHOW NPUYUHON cmepmuocmi. Hatibinow nowupenumu KapoiomopakaibHuMu mpagmamu €
nepenomu pebep, nepeiomu 2pyoHo2o GI00iLy Xpebma, 2eMOMOPAKC, NHEBMOMOPAKC, XUMKA 2pyOHa Kiimka ma
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Jezeresi konmysii. Mema ybo2o 00CniONHCeHHA NONAANA Y BUSHAYEHH] NOKA3HUKIG BUIMCUBAHHS NAYIEHMIE 3 cepyeso-
CYOUHHUMU MPABMAMU 8 OOPOIAICHbO-MPAHCNOPMHUX npueodax ma ix 36'a3xy 3 IITT, ILIKI ma nepenusannsam Kpoei 6
Jaikapui kopoas Xanioa. Ile OocniodcenHs € KOPUCHUM OONOBHEHHAM OO0 Jimepamypu, OCKiIbKU HeOOCMAmMHbO
docnioocenvy 3 yiei memu. Ycvoeo 6 Odocnioxcysanuil nepiood 00 JaikapHi 0yno nepeeeseno 189 nayieumie 3
KapoiomopaxanvHumu mpasmamu. 3i0pano 0awi wjodo GIiKy, cmami, HAYIOHANbHOCMI, MUNY KOPUCMY8ayd MpPAaHc-
NOPMHO20 3ac06Yy, NOUWKOONCEHHST AHAMOMIYHOT OUISIHKU, HAOX00XCceHHs 6 naramy inmencusnoi mepanii (IIT), wikanu
komu Inazeo (LIKT), nokasmuka wxamu mssckocmi mpaswu (LUTT), nepenueanns kpoei, pieHs JiKyeaHHs ma
cmepmuocmi. Heeponoeiunuii cmamyc eusnauanu 3a donomoeow oyinku LIIKI. Oyinka msoickocmi mpasmu Oyna
pospaxosana ona knacugikayii masckocmi mpasmu. Cepeoniil 6ix nayieumie cmarnosus 31,81 poxy, a binvuie cbo2o
nayieumieg gikom 6id 21 0o 30 pokis. Yonosixu nepesasicanu (93,7%), a cniggionouients 40N08IKi8 i HCIHOK CHAHOBULO
15:1. Binvwicme nayicumie 6yau epomadanamu Cayodiecokoi Apasii (61,3%). 3azanena cmepmuicmo cmarnosuna 7,9%.
@akmopamu, AKi CYymmeso acoyitosanucsa 3i cmepmio, OVIu Ypax)ceHHs 20108u ma wiui, Haoxoodxcenns 6 IIIT, eixky
(cmapuie 60 pokis), NiKYBaHHA, a MaKoxc neperusantsa Kposi. Kapoiomopakanona mpasma acoyitocmocs 3 8UCOKUM
PpigHeM cMepmHOCHI, W0 Modice 3anexcamu 6i0 Kniniunoi kapmunu, maxoi ax LK, ILITT, cmynine woky, mun mpasmu
ma cynymuix 3 numu mpaem. Heeatine nikysanus € sxcummeeo eaxciueum 018 NAyieHmis, AKi cmpasxicoaroms HA
cepyeso-mopaKkaibHi mpasemu, AKi 3A2POACYIOMb IHCUMMIO, OCKINbKU CMEPMHICMb € BUCOKOI0, AKWO OiacHO3 He

nocmagieHutl, HenpasuibHull abo NayieHm He OMpuMy8as iKyEaHHs.

Cardiothoracic trauma, either blunt or penetrating
in nature, causes significant mortality and morbidity,
especially in developing countries [1, 2].Thoracic
trauma is a leading cause of death in 25-50% of
cases that have multiple traumas [3]. In United Sta-
tes, thoracic trauma results in one-fourth of all
trauma deaths [4]. Isolated penetrating chest injury
accounts for mortality in less than 01% of cases;
however, the mortality rate increase to 20% due to
hypoxia and hypovolemia if cardiac injury coexists
[3]. Road traffic accidents (RTA) account for 60-
70% of blunt chest trauma, a major cause of hospi-
talization [1, 5]. Globally, cardiothoracic trauma is
also a major contributor to mortality. The most com-
mon cardiothoracic injuries include rib fractures,
thoracic vertebral fractures, haemothorax, pneumo-
thorax, flail chest, and lung contusions [6]. Cardiac
tamponade and injury to the great vessels may also
occur, but these are uncommon.

The most important issue for patients with
cardiothoracic injuries is to prevent a deadly out-
come, because such injuries can result in fatal
consequences immediately after the trauma has
occurred. The conditions, which require immediate
emergency management for patients with cardio-
thoracic trauma include airway obstruction, massive
haemothorax, tension pneumothorax, open pneumo-
thorax, flail segment and cardiac tamponade, cardiac
dysfunction, and injury to large intra-thoracic ves-
sels. Death is imminent if these life-threatening
conditions are missed or left untreated. Additionally,
co-morbid conditions can even worsen the outcome
[7]. Therefore, it is critical to evaluate and manage
cardiothoracic trauma on an emergency basis, as
accuracy of diagnosis is often at risk for patients
with these conditions. It has been reported that
prompt evaluation and improvement in diagnostic
accuracy substantially reduces the mortality rate [8].
The management of chest trauma should be dealt

with according to the severity of the injury. Life-
threatening conditions may require urgent surgical
interventions, such as removal of a foreign body
from the airway, chest tube insertion, and fluid or
blood resuscitation in hypovloemic shock.

Severe thoracic trauma is one of the major causes
of injury-related mortality. Several scoring systems
have been established to determine trauma severity.
Cardiothoracic injuries associated with RTAs can be
evaluated based on the type of injury, the trauma and
injury severity score (TRISS) or the Injury Severity
Score (ISS), the Glasgow Coma Scale (GCS), and
required blood transfusion. ISS was developed for
patients with multiple traumas, in order to assess
trauma severity in terms of morbidity and mortality
[9]. It is an established and validated anatomical
system, which records an overall trauma injury
score. Although ISS has some mathematical, admi-
nistrative and clinical limitations, it is nevertheless
regarded as a “Gold Standard” to measure the
severity of trauma [10]. The retrospective study of
medical records conducted by Moon et al. [11]
validates TRISS for the assessment of thoracic
trauma severity. Studies have reported a high ISS in
patients with cardiothoracic injuries [12]. However,
some authors have questioned the validity of ISS for
assessing cardiothoracic injuries, as it is not specific
for isolated thoracic trauma, and severity may be
underestimated [13].

Being simple and reliable, GCS is one of the
most common tools used for the assessment and
monitoring of a patient’s level of consciousness.
Studies have reported a lower GCS in patients with
cardiothoracic injuries [12]. Patients with a GCS of
8 or less indicate severe thoracic trauma. A similar
prospective study was carried out over three years to
determine the factors affecting mortality in patients
with chest trauma in United Arab Emirates [14].
They reported that GCS significantly affects the
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survival rate in the patients with chest trauma. GCS
has some limitations e.g. inter-observer reliability,
time passed since the injury occurred and con-
founding factors [3], which may affect the outcome.
Similarly, in another study, GCS was reported as an
independent prognostic predictor of mortality in
patients with thoracic trauma [15].

Blood transfusion is a life-saving trauma service,
especially when massive blood loss and hemorrhagic
shock occur in patients with RTA. Therefore,
patients with massive blood loss or shock should be
managed on a priority basis with adequate amounts
of intravenous fluids and blood transfusion.
Although blood transfusion is a life-saving critical
trauma service, it can nevertheless cause a large
number of complications, such as electrolyte imba-
lance (hypocalcemia, hyperkalemia and hypoma-
gnesemia), disturbed acid—base balance, and hypo-
thermia. The purpose of the present study was to
determine the survival rate of patients with cardio-
vascular injuries due to road traffic accidents, and
the relationship of these injuries with ISS, GCS and
blood transfusions at King Khalid Hospital. This
study is a useful addition to the literature, as
research in this topic is lacking.

MATERIALS AND METHODS

A hospital-based cross-sectional retrospective
study was carried out at King Khalid Hospital and
Prince Sultan Center for Health Services (KKH &
PSCHS) from January 01, 2012 to December 31,
2017, to assess the survival rate of patients with
cardiothoracic injuries resulting from road traffic
accidents (RTA), and correlations with the Glasgow
Coma Scale (GCS), the Injury Severity Score (ISS)
and blood transfusions. The King Khalid Hospital
and Prince Sultan Center for Health Services (KKH
& PSCHS) is a three hundred and fifty (350) bed
tertiary care referral hospital that serves the people
of Al Kharj and neighboring towns. The hospital
receives most of the trauma in the city and its
outskirts. All victims of road traffic accidents (RTA)
with cardiothoracic injuries, admitted to the Emer-
gency Department of the King Khalid Hospital
during the study period were recruited in the study.

During the study period, 189 patients were
transported to the hospital with cardiothoracic
injuries. All of these patients were involved in a
traffic accident and were admitted to the emergency
department. For this study, the probability sampling
technique was used. All patients who met the
inclusion criteria during the study period were con-
secutively recruited in the study until the sample size
was reached.

The study subjects were selected based on the
following inclusion criteria: 1 — Patients with cardio-
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thoracic injuries. 2- Patients with injuries caused by
a road traffic accident (RTA). 3- Patients with a
hospital stay of more than 24 hours during the period
of the study. The exclusion criteria included: 1 -
Patients who did not sustain cardiothoracic injuries.
2 — Patients with injuries not caused by a traffic
accident. 3 — Patients with a hospital stay of less
than 24 hours. 4 — Patients who had incomplete
medical records.

All patients who met the inclusion criteria were
approached for consent. A pretested, well-structured
questionnaire was used for data collection. A face-
to-face interview was conducted by the researcher
using a questionnaire in the patient’s language.
Closed-ended questions were asked. All the other
patient data were obtained by scrutinizing the
database at the medical records department of the
hospital. Medical files were retrospectively reviewed
during the study period in order to study patient
characteristics.

Data was retrieved regarding age, gender, natio-
nality, vehicle user type, anatomical region injured,
Intensive Care Unit (ICU) admission, Glasgow
Coma Scale (GCS), Injury Severity Score (ISS),
blood transfusion, treatment and mortality rate. The
neurological status was assessed using the GCS
score. Injury Severity Scores were calculated to ca-
tegorize injury severity. All the cases were sub-
divided into the groups according to the injured
body area: upper and lower limbs, head and neck,
chest, abdominal, pelvic, spine and multiple injuries.

The quality of data was maintained by incor-
porating only the complete data of the subjects
within the study period. The collected data was
checked at different levels for completeness and
consistency by the principal researcher at the end of
each day. Whenever an error was found at any level,
it was corrected as needed.

The Statistical Package for the Social Sciences
(SPSS) computer software, version 20, was used for
entry, compilation and analysis of data for statistical
significance. The quantitative variables such as age
and its categories were presented by calculating
mean and standard deviation. For qualitative
variables such as gender, nationality, and type of
injury, frequency and percentage distribution tables
were generated. The chi-square test and z-test were
applied for qualitative and quantitative variables
respectively. Probability (P-values) less than 0.05
were taken as statistically significant. The rela-
tionship between the severity of injury and ISS, GCS
and blood transfusions were studied. The signi-
ficance of relationship was also assessed. The data
was presented by using statements, figure and tables.
The Mann-Whitney U test was applied to assess the
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comparison. Effect modifiers such as age, gender
and the severity of the accident were controlled
through stratification. Variables analyzed included
chest involvement, neck injury, age, gender, injury
severity, neurological involvement, surgical proce-
dures and transfusion. Data was reported as fre-
quency and mean + standard deviation.

Formal approval was given by the ethics com-
mittee and research department of the King Khalid
Hospital and Prince Sultan Center for Health
Services (KKH & PSCHS). The utmost effort was
made to ensure that all the ethical standards of research
were applied. All study participants were briefed with
the research purpose and the confidentiality of the

information collected. A written consent was provided
by each participant. The participants were advised that
they had the right not to participate, and could exclude
themselves from the study at any point in time during
the study if they felt uncomfortable.

RESULTS AND DISCUSSION

Total of 189 patients were recruited for the study
based on inclusion criteria. The mean patient age
was 31.81 years with a peak age between 21-30
years. Males predominated (93.7%) with a male to
female ratio of 15:1. Most of the patients were Saudi
nationals (61.3%). The socio-demographic characte-
ristics are shown in Table 1.

Table 1

Socio-demographic characteristics of the patients along with study variables

Frequency Percent
Age Category 0-10 9 4.8%
11-20 33 17.5%
21-30 63 33.3%
31-40 48 25.4%
41-50 9 4.8%
51-60 15 7.9%
above 60 12 6.3%
Nationality Saudi 114 61.3%
Non-Saudi 72 38.7%
Gender Female 12 6.3 %
Male 177 93.7%
Mortality Alive 174 92.1%
Dead 15 7.9%
Rib Fractures Yes 123 65.1%
No 66 34.9%
Operation Yes 99 52.4%
No 90 47.6%
Icu Admission Yes 42 22.2%
No 147 77.8%
Shock degree 1st degree 63 33.3%
2nd degree 21 11.1%
3rd degree 6 3.2%
No shock 99 52.4%
Accident Cause Car 183 96.8%
Motorbike 6 3.2%
62 ME/TUYHI IIEPCIIEKTUHBH / MEDICNI PERSPEKTIVI



Only road traffic accidents were included. Of
these, cars were involved in 96.8% of accidents.
Most of these patients (92.1%) survived and
recovered after their accident. All patients were
reported to have non-penetrating chest injuries. The
pattern of chest injuries was predominated by single
or multiple rib fractures (65.1%), followed by lung
contusions (46%). A simple or tension pneumo-
thorax was present in 19% of patients, and pleural

effusion was present in 23.8% of patients. Hemi-
thorax developed in 22.2% of the cases. Chest lace-
ration and chest drain was reported in 41.3% and
42.9% cases respectively. Of the total rib fractures
reported (65.1%), 31.7% developed two fractures
and 33.3% developed multi-fractures. An associated
neck injury was also reported in more than half of
these patients (Fig. 1)

81%

PNEUMOTHORAX HEMITHORAX

PLEURAL EFFUISON LUNG CONTUSION
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Fig. 1. Pattern of chest injuries

For treatment, 90 (48.6%) victims underwent
conservative therapy. Overall, 99 (52.4%) victims
required surgery, out of which laparotomy (32.4%)

predominated, followed by suturing (16.2%), sple-
nectomy (12.7%) and rib cast (2.7%) (Fig. 2).
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Fig. 2. Management of cardiothoracic injured patients
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More than half (52.4%) of the patients did not
develop shock and were stable. Of those remaining,
33.3% developed 1st degree shock, 11.1% deve-
loped 2nd degree shock, and only 3.2% were
reported to have developed 3rd degree shock, which
requires immediate blood transfusion. About one-
third (36.5%) of patients received a blood trans-
fusion (Table 2). A two-way cross-tabulation was
performed to compare rate of mortality with the

degree of shock in RTA victims. It was inferred
from the two-way cross-tabulation that the degree of
shock was low in surviving patients (56.9% of
survivors had no shock). Victims with circulatory
shock and multiple injuries were identified as having
a higher rate of mortality. However, the Pearson Chi
Square test could not be performed because of
inadequate conditions.

Table 2
Relationship between degree of shock and mortality
rate mortality * shock degree Cross-tabulation
Shock_Degree
Total
no shock 1st degree 2nd degree 3rd degree

Mortality Alive Count 99 57 15 3 174
% of Mortality 56.9% 32.8% 8.6% 1.7% 100.0%

Dead Count (1} 6 6 3 15
% of Mortality 0.0% 40.0% 40.0% 20.0% 100.0%

Total Count 99 63 21 6 189
% of Mortality 52.4% 33.3% 11.1% 3.2% 100.0%

A total of 22.2% of patients were admitted to the
ICU from the accident and emergency department.
The mean (SD) blood transfusion was 2.22 (1.29)
units. The mean (SD) ICU and hospital stay was
7.71 (7.43) days and 10.37 (12.61) days respectively
(Table 1).

Overall mortality was 7.9%. Factors that were
significantly associated with mortality were head
and neck involvement, ICU admission, age (above
60), treatment delivered and blood transfusion.
Mortality was also influenced by injury severity
score ISS (p<0.001) and the Glasgow Coma Score
GCS (p<0.000). A total of 92.1% of patients had
mean GCS scores of 13.81, and the remaining 7.9%
had low mean GCS scores of 4.60, which was asso-
ciated with poor prognosis and high mortality. So,
the mean GCS of surviving patients was signi-
ficantly higher than those who died. In other words,
deceased patients had a lower GCS than surviving
patients.

The mean ISS was 24.75 for surviving patients.
The mean ISS of deceased patients was 40.40, which
was higher than that of patients who survived. A
high ISS was associated with severe injury and high
mortality. According to the relation between ISS and
mortality, all deaths were among patients with
severe injuries; all other cases survived. Patients

with higher a GCS score had a lower ISS. The
probability of survival increased with increasing
GCS scores (Table 3).

Road traffic accidents (RTA) are the most
frequent cause of cardiothoracic trauma that contri-
butes significantly to morbidity and mortality. In the
present study, all patients encountered RTA-related
non-penetrating thoracic trauma, with survival and
mortality rates of 92.1% and 7.9% respectively.
Multiple rib fractures, lung contusions, chest lacera-
tions, pleural effusion, hemothorax and simple or
tension pneuomothrax were the most common
injuries encountered. More than half of the patients
had associated neck injuries, and similar number of
patients required operation. The study revealed that
higher mortality was associated with a high injury
severity score (ISS) and a low Glasgow coma scale
(GCS). About one-third of the patients developed
first-degree shock, while third-degree shock required
immediate blood transfusion.

The present study reports a higher mortality rate
(9.1%) in the region. The reason behind the high
mortality may be attributed to non-penetrating tho-
racic trauma, higher ISS, lower GCS and the degree
of shock reported in all deceased patients. In
contrast, previous studies have reported lower
mortality rates with cardiothoracic injuries.
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A retrospective study that included 378 RTA
patients with chest trauma conducted at King Khalid
Hospital reported rib fracture in 64.4% patients as
the predominant type of chest injury [6]. Other
cardiothoracic injuries were injury to thoracic verte-
brae (41.5%), haemothorax (26.5%), simple pneu-
mothorax (22.8%), lung contusion (20.1%), sternal
fracture (3.4%), flail segment (2.6%) and cardiac
tamponade (0.5%). The study reported a mortality
rate of 4.8%. In another study, Lien et al. [16]
retrospectively studied the data of 18,856 patients
who were admitted to hospital in Taiwan with
cardiothoracic injuries after a traffic accident. They

reported 24-hour mortality in 2.4% of cases, which
comprised of about 55% of all 30-day mortalities.
Alam El-Din et al. [17] prospectively studied 100
patients with chest trauma at Menoufia University
Hospital in Egypt. They reported that 72% of pa-
tients had blunt trauma, and 28% patients had pene-
trating trauma. The most common cause of blunt
trauma was motor vehicle accidents (MVA), while
the most common cause of penetrating trauma was
stab wounds. They reported a mortality rate of 6.9%
among patients with blunt trauma, and no mortality
among patients with penetrating trauma.

Table 3

Relationship of mortality with chest injury and ISS

Frequency Mean Std. Deviation
ISS Alive 174 24.75 12.419
Dead 15 40.40 19.316
p value 0.001*
Relation between mortality in chest injury and GCS
Neck Injury Alive 174 13.81 1.930
Dead 15 4.60 0.828
p value 0.000*

The difference in the mortality rate of the present
study and previous studies is due to various reasons.
Firstly, in the present study, there were associated
head and neck injuries in more than half of the
patients, and head and neck injuries are associated
with increased mortality. Ekpe and Eyo [18] studied
determinants of mortality in patients with chest
trauma. They reported a 5.4% mortality rate, and
demonstrated that chest trauma with associated head
trauma contributes significantly to mortality. El-
Menyar, et al. [19] studied 5118 RTA-related trau-
matic injuries in Qatar, reporting a 15% mortality
rate. They reported that head injury was significantly
associated with ISS and abbreviated injury score
(AIS).

Secondly, all patients had encountered blunt
trauma, which leads to a longer hospital stay and a
high mortality rate. As mentioned earlier, Alam El-
Din [17] found that traffic accidents cause higher
rates of blunt trauma to the chest, with higher
mortality, as compared to penetrating trauma.
Hence, blunt trauma in every patient might have led
to higher mortality. Thirdly, higher ISS and lower
GCS results in a low survival rate and a high
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mortality rate. Moon et al. [11] conducted a retro-
spective study on medical records of 228 patients
with severe thoracic trauma, in order to assess
mortality using TRISS and TTSS. They reported that
a higher TRISS in patients with thoracic trauma
contributes to mortality. Similarly, a lower GCS at
presentation is associated with higher mortality.
Manay et al. [20] conducted a prospective study that
included 139 patients with chest trauma. They
reported that a GCS higher than 8 in the patients
with blunt chest trauma was significantly associated
with an increased mortality rate (p = 0.022). In the
present study, the patients who died had a mean
GCS of 4.6, as compared to 13.81 in those who
survived. Similarly, massive blood loss is also asso-
ciated with a higher mortality rate. Although the
present study reveals that circulatory shock is
associated with increased mortality, statistical evi-
dence could not be presented due to inadequate con-
ditions. In order to determine mortality, Veysi et al.
[21] conducted a prospective study that included
1,164 patients with multiple traumas, with at least
one chest injury. They divided the patients into six
groups of AIS, depending on the number of chest
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injuries. Their study revealed no significant effect of
blood transfusions in all six groups of AIS.Fourthly,
the present study included 38.7% non-Saudi
patients, contributing more than one-third population
of the study. It may affect the actual results in Saudi
population as non-Saudi patients or drivers might
have problem while following the traffic rules in
KSA. However, this parameter should be reeva-
luated in further studies.

CONCLUSION

In the present study, 48.6% of victims underwent
conservative therapy, while 52.4% required surgery,
i.e. chest intubation (42.9%) and laparotomy (32.4%),
including suturing, splenectomy and rib cast.

Okugbo etal. [22] conducted a prospective study
that included 73 patients with chest trauma. They
reported that tube thoracostomy was required in 51%
of cases and laparotomy in 13.7% of cases. They
reported mortality in 2.7% of cases due to open
pneumo-hemothorax and massive blood loss. In con-
clusion, cardiothoracic trauma is associated with a
high mortality rate, which may depend on the
clinical presentation such as GCS, ISS, degree of
shock, pattern of injuries and associated injuries.
Immediate intervention is vital for patients with life-
threatening cardiothoracic trauma, as mortality is
high if the diagnosis is missed, wrong or left
untreated.
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Pedepar. MeankamMeHTO3HA Tepamisi MANIEHTIB 3 JIereHEBOI0 APTEPIAJIbLHOKI TilMePTEH3i€l0 HA TJi CHCTEMHOL
ckiepoaepMii (wactuna 1). €rymina €./, Kamammankosa O.C. Jlecenesa apmepianvha cinepmensis (JIAI) — msoicke
3aXBOPIOBANHS, 3YMOGIEHE YPANICEHHAM CYOUH JIe2eHe8020 MIKPOYUPKYISAMOPHO20 DpYCld, WO HpU3eooums 00
NIOBULYEHHS 6 HUX THUCKY, 30I1bULEHHS JIe2eHeB020 CYOUHHO20 ONOPY, NPABOWIYHOUKOB0I cepyesoi HedoCmamHocmi ma
cmepmi. JIAIT nanedcums 00 axmyanbHux npooaem cydacHoi MeOuyuHu uepe3 HUu3bKe BUICUBAHHS, WEUOKY IHEd-
AOU3AYII0 NAYicHmie ma 8enuxy eapmicmo aikysanus. JIAI' € 00HUM 3 OCHOBHUX YUHHUKIE CMEPMHOCMI NPU CUCTEMHI
cknepooepmii (CCH). JIAT, acoyitiosana 3i cknepodepmiero (CC/-JIAT), € ynikanvHum ¢henomunom, sxkuil HOEOHYE
CCA ma JIAI, namozeHemuuHi Mexauizmu KoOmpoeo MoOu@ikyroms KiiHiuHy Kapmuwuy yux cmanie. CyuacHa
OiaeHocmuxa ma nikyeanus JIAI 3HAYHO 6NAUBAE HA NOKA3HUK GUICUBAHHA, 0OHAK pauHe eusgneHus JIAL ece 00no
suxnuxae mpyonowsi npu CCJ{ uepe3z Oexinoxka ¢pakmopis. Ileput 3a 6ce, ye 0OMedceHHS CYHACHUX OIAZHOCMUYHUX
Memo0ig ckpuHinzy ma noniopeannicme ypasicenna npu CC/. Iopisuano 3 inwumu nioepynamu JIAL, nayiecumu 3 CC/{-
JIAT noeano peacyromo na 3suuaiini opmu mepanii JIAI. CCI-JIAI" ma idionamuyna nezenesa apmepianvha 2inep-
men3zis (IJIAD) nanesicamo 0o I epynu 3a knacugbixayicio neeenesoi cinepmensii ma 6i0N0GIOHO 00 CYUACHO20 YAGIeHHS
MAIOMb CXOACULL RAMO2EeHe3 MA KIIHIYHY KAPMUHY, 0OHAK KIIHIYHI 6i0MIHHOCME 8i0N06I0I HA Mepanito OeMOHCMPYIOMb,
wo 6 namoeenemuunux nobyoosax CCH-JIAI" moacymv Opamu yuacmuv pisni mexauizmu. Hedaeni pesyiomamu
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