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Abstract
In the medical practice, the different scenarios in which cardio-respiratory resuscitation (CPR) may be applied 

must be taken into account. It is also critical in hospitalized patients with potentially reversible diseases, who suffer 
cardiac arrest as an unexpected event during their evolution. In this study, it has been found that necessity of CPR on 
admission reflects the worst prognosis for a traumatic patient, as it has been observed that the mortality rate is indeed 
hundred percent within the first 72 hours of admission. So, necessity of CPR on arrival could be a good prognostic 
factor in clinical practice when handling the severely injured patients. This study was conducted with a view to assess 
the role of CPR as a prognostic factor for the traumatic emergency patients admitted in the hospital at an emergency 
basis. In this study, it has been observed that on admission, 21 patients out of total 822 patients required immediate 
resuscitation with CPR and all of them ultimately died within 72 hours after arrival in course of the treatment. This 
study suggests that 11 patients (52.4%) died within first 6 hours of admission, 9 (42.9%) patients died with 6- 24 hours 
and 1 patient (4.8%) died within 24-72 hours. 12 out of 21 patients were admitted with arterial blood pressure of 0/0 
mmHg together with non-recordable pulse and all were dead within the first 6 hours of arrival. 
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Introduction 
In the medical practice, the different scenarios in which cardio-

respiratory resuscitation (CPR) may be applied must be taken into 
account. CPR is crucial in patients that arrive in emergency rooms 
or suffer a cardiac arrest in public places or in their homes. It is also 
critical in hospitalized patients with potentially reversible diseases, who 
suffer cardiac arrest as an unexpected event during their evolution [1]. 

The latest guidelines for CPR and emergency cardiovascular care 
published by the American Heart Association include substantial 
changes to the algorithms for basic life support and advanced 
cardiovascular life support [2]. 

The most critical emergency situation seen in cardiac surgical units 
is the need for chest reopening. While senior nurses often manage 
cardiac arrest, they currently are not trained to open chests, which can 
be a life-saving action if performed efficiently [3]. The ability to respond 
quickly and effectively to a cardiac arrest situation rests on nurses being 
competent in the emergency life-saving procedure of CPR. The study 
findings present strong evidence to support the critical role of CPR 
training in ensuring that nursing student’s progress to competent and 
confident responders in the event of a cardiac related emergency [4]. 

The ability to respond quickly and effectively to a cardiac arrest 
situation rests on nurses being competent in the emergency life-saving 
procedure of cardiopulmonary resuscitation. A total of 13301 accident 
victims treated in the accident and emergency department of Hospital 
de Base in São José do Rio Preto between July 2004 and December 2006 
were evaluated in a prospective study. Patients requiring immediate 
cardiovascular resuscitation on admission were identified. The types of 
injury and survival of these patients were evaluated. 

Of the 65 patients included in that study, 30% had suffered from 
gunshot wounds, 19% had been run over, 18% had been involved in 
car crashes, 13% in motor cycle accidents, 9% stabbings, 1% by cycle 
accidents and 10% other types of accidents including burns, hangings, 
and falls. In only 12 of these patients, immediate resuscitation was 
successful and procedure such as chest drainage, exploratory laparotomy 
and interventions in the surgical center were performed. However all 

patients evolved to death; eight within 24 hours, two between 24 and 
48 hours and the other 2 after 48 hours. Immediate cardiopulmonary 
resuscitation after accidents is a sign of high mortality requiring further 
studies to review indication and the ethical aspects involved [5,6]. 

That study shows that immediate cardiopulmonary resuscitation 
is a factor for high mortality in victims of trauma emergencies. The 
few published studies on this subject confirm this high mortality rate 
[7,8]. Instead of insisting on aggressive measures to resuscitate trauma 
patients in extremis on presentation, the authors suggest we should 
redirect that fervor toward efforts made to promote trauma awareness 
and injury prevention programs [8]. Another aspect to be evaluated is 
the cost of these interventions for patients who have a low probability 
to survive. Studies show that the duration of cardiopulmonary 
resuscitation was positively associated with the elevation of cardiac 
markers [9]. Study related that we cannot decide to give up and 
terminate resuscitation in any cardiopulmonary arrest on arrival due 
to penetrating trauma patients and cannot define salvageable patients. 
However, our data show that 30-min resuscitation is thought to be 
relevant and that we should not give up on resuscitation because of the 
time interval without return of spontaneous circulation after arrival at 
the hospital [10]. 

In the context of a community-wide focus on resuscitation, the 
sequential implementation of 2005 American Heart Association 
guidelines for compressions, ventilations, and induced hypothermia 
significantly improved survival after cardiac arrest. Further study is 
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required to clarify the relative contribution of each intervention to 
improved survival outcomes [11]. 

Trauma was estimated to have caused 10% of all deaths occurring in 
1990 world-wide [12]. Trauma remains the third largest cause of death 
in all regions of the world [13]. If young people only are considered, 
trauma becomes the leading cause of death and is thus the greatest 
source of potential years of life lost [14]. It was calculated that in 1990, 
intentional and unintentional injuries caused 10% of mortality world-
wide, but 15% of DALYs [15]. 

Between 1990 and 1994, the annual growth rate fell to 1.57%, but 
again, there is a marked difference between rates in developed and 
developing countries. In the developing world between 1990 and 1995, 
the population growth rate was 2.8% per annum, compared to 0.4% in 
the industrialized nations [16]. 

It has been claimed that the recent decrease in homicides in the 
USA can be attributed, in part, to the diminishing number of young 
men [17]. Another influential factor affecting patterns of injury all 
over the world is the increasing use of alcohol and other drugs. In one 
study, about 50% of people dying from injury tested positive for blood 
alcohol [18]. Some 56% of all the trauma admissions to the orthopedic 
department of a New Orleans hospital during 1993 and 1994 tested 
positive for drugs or alcohol, rising to 71% of those admitted with 
gunshot wounds [19]. In the UK, the Department of Transport 
estimated that in the 11 months before October 1996, 25% of road 
fatalities had taken drugs, 20% of which were illicit substances [20]. A 
pedestrian who has been drinking is two-and-a-half times more likely 
to be involved in a road traffic accident (RTA) than one who has not 
[21]. Stinson and De Bakey [22] found that alcohol-related deaths in 
the USA actually fell during the 1980s, largely due to an improvement 
in the drink-driving figures [23]. By 1992 in the same age group, not 
only had the number of deaths resulting from trauma fallen to 487 per 
million, but only 46% of these were caused by RTAs [24,25]. 

Currently, numbers of suicides are increasing, and suicides are 
forming a larger proportion of violent deaths. This would appear to 
parallel the large increase in mental illness, and particularly unipolar 
depression, reported by the World Health Organization (WHO) during 
the past decade. Between 60% and 80% of suicides are associated with 
depression [26]. Sometimes, however, there is a reluctance to classify 
deaths as suicides. For example, in Roman Catholic countries, where 
suicide is regarded as a mortal sin by the Church, many such deaths 
are classified as accidental or of undetermined cause. Greece, Italy and 
Spain have among the lowest suicide rates in Europe [26]. The USA 
and Europe has shown a general increase in suicide over the last three 
decades, particularly among 15- to 24-year-old men. There are one or 
two exceptions to this [27]. 

The USA is unusual in that it is an established market economy 
with a relatively high homicide rate. Between 1975 and 1992, the 
overall annual male homicide rate remained steady at about 16 per 100 
000 population, yet at the same time the rate for 15- to 24-years old 
men rose from 21 to 37 per 100000 population [28,29]. 

Between 20% and 30% of all accidental deaths occur in the 
home [29,30]. For every death, there may be as many as four cases of 
permanent impairment [31]. The two age groups particularly at risk of 
domestic injury are children over the age of 1 year and adults over 65 
years [32]. However, the elderly have a far higher mortality rate than 
the young; for example, in the UK, 12-13% of all domestic accidents 
occur in the over-65 age group, but these people suffer at least 70% 
of domestic deaths [33]. Children may have most of their accidents at 
home, but motor vehicles cause most of their deaths [34]. 

Materials and Methods
1) Type of study: Descriptive type of epidemiological cross-

sectional study. 

2) Place of study: The general surgery indoor department of Khulna 
Medical College Hospital, Bangladesh. 

3) Period of study: From 01-02-2010 to 30-07-2010

4) Sample size: 822

The sample size was selected by using the formula Z2pq×D

5) Sampling technique: Convenient type of purposive sampling. 

6) Data analysis: After collection, data were checked, verified, 
compared, reviewed and analyzed according to the objectives and 
purposes of the study at NIPSOM, Bangladesh. 

Results 
This study was conducted with a view to assess the role of CPR as 

a prognostic factor for the traumatic emergency patients admitted in 
the hospital at an emergency basis. The age and sex distribution of the 
study population is described in table 1. 

In inquire of cause of different types trauma, it was found that the 
major contributing factor to such relation was road traffic accident 
(RTA), total 237 patients in KMCH which was 28.8% of all admission. 
The causes of trauma in total 822 admitted patients are represented in 
figure 1. 

On admission, 21 (2.6%) patients out of total 822 patients, required 
immediate resuscitation with CPR and all of them ultimately died 
within 72 hours after arrival in course of the treatment. This study 
suggest that 11 patients (52.4%) died within first 6 hours of admission, 
9 (42.9%) patients died with 6-24 hours and 1 patient (4.8%) died 
within 24-72 hours (Table 2). 12 (57.1%) patients out of 21 patients 
were admitted with arterial blood pressure of 0/0 mmHg together 
with non-recordable pulse and all were dead within the first 6 hours 
of arrival. 

Discussion
The ultimate aim of this study was to evaluate the CPR as a 

prognostic factor during clinical management of traumatic patient’s in 
common surgical practice, not to assess the necessity of CPR in such 

Age group in year Male Female 
≤10 15 7
% 1.8 0.9
11-30 111 93
% 13.5 11.3
31-50 241 134
% 29.3 16.3
51-70 96 56
% 11.7 6.8
>70 42 27
% 5.1 3.3

Table 1: Age and sex distribution of the admitted traumatic patients.

First 6 hours 6-24 hours 24-72 hours

Male 9 8 1
Female 2 1 0
Total 11 9 1

Table 2: Time of death from admission.
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patient. 822 traumatic patients of different age groups and sex were 
included in this study as study population among whom 28.8% (237 
out of total 822 patients) were admitted due to road traffic accident 
(RTA) in KMCH, Bangladesh. 

In this study, it has been observed that on admission 21 patients out 
of total 822 patients, required immediate resuscitation with CPR and 
all of them ultimately died within 72 hours after arrival in course of the 
treatment. This study also suggests that 11 patients (52.4%) died within 
first 6 hours of admission, 9 (42.9%) patients died with 6- 24 hours and 
1 patient (4.8%) died within 24-72 hours. 12 patients out of 21 patients 
were admitted with arterial blood pressure of 0/0 mmHg together 
with non-recordable pulse and all were dead within the first 6 hours 
of arrival. So, these data of our study clearly suggest that if a patient 
requires CPR on admission, the prognostic outcome is catastrophic in 
such patient and mortality rate is 100%, reflected by this study. But it 
does not mean that the patient does not require CPR on evaluation. 

Conclusion
Necessity of CPR on admission reflects the worst prognosis for 

a traumatic patient, as it has been observed that the mortality rate is 
indeed hundred percent within the first 72 hours of admission. 
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Figure 1: Causes of traumatic injury in admitted patients.
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