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Fig 1. Results of search strategy following PRISMA flow diagram.
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Conclusions

Despite the large number of published articles using data derived from clinical registries, few
have rigorously evaluated the impact of the registry as an intervention on improving health
outcomes; those that have evaluated this impact have mostly found that registries have
improved healthcare processes and outcomes. No studies have evaluated the economic impact
of registries as an intervention.
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EndoVascular and Hybrid Trauma and bleeding
management (EVTM18) Symposium
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Upcoming developments in endo and hybrid treatments
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Pre-hospital data

GCS < 8/n (%) (total = 75)
CPR/n (%) (total = 91)
Systolic blood pressure

ED Admission < 80 mmHg/n (%)
(total = 65)

SBP mm Hg before inflation/median
(IQR) (total = 88)

SBP mmHg after inflation/median
(IQR) (total = 89)

22 (67%)

50 (0-70)

95 (69-120)

Non-continuous
REBOA

15 (35%)

7 (16%)

21 (66%)

68 (43-88)

110 (90-135)
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Joint Trauma System

The Department of Defense Center of Excellence for Trauma
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Resuscitative Endovascular Balloon Occlusion of the Aorta (REBOA) for Hemorrhagic Shock CPGID: 38
APPENDIX A: TRAUMATIC ARREST ALGORITHM FOR REBOA

S I

REBOA: tats Balloon ion of the Aorta; CXR: Chest X-Ray; EFAST. Extended Focused Assessment with

graphy for Trauma; ATLS: Adh d Trauma Life Support; EXG: gram; S89: Systolic Blood Pressure; CPR-

di Y A/P/3: Abd fPelvis/ g Lower ¥
Zone | REBOA: placement of aortic balloon in the th ic aorta (insert 10 46 cm or the balloon to mid sternum/P-tip to
sternal notch)

Zone 11l REBOA: placement of aortic balloon directly above the aortic bifurcation (insert catheter to 27 cm or measure the balloon to the
umbilscus).
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J Spec Oper Med. Spring 2017;17(1):1-8.

A Modern Case Series of Resuscitative Endovascular Balloon Occlusion of the Aorta (REBOA) in
an Out-of-Hospital, Combat Casualty Care Setting.

Manley JD, Mitchell BJ, DuBose JJ, Rasmussen TE.

Abstract

BACKGROUND: Resuscitative endovascular balloon occlusion of the aorta (REBOA) is used to mitigate bleeding and sustain central aortic
pressure in the setting of shock. The ER-REBOA™ catheter is a new REBOA technology, previously reported only in the setting of civilian
trauma and injury care. The use of REBOA in an out-of-hospital setting has not been reported, to our knowledge.

METHODS: We present a case series of wartime injured patients cared for by a US Air Force Special Operations Surgical Team at an austere
location fewer than 3km (5-10 minutes' transport) from point of injury and 2 hours from the next highest environment of care-a Role 2
equivalent.

RESULTS: In a 2-month period, four patients presented with torso gunshot or fragmentation wounds, hemoperitoneum, and class IV shock.
Hand-held ultrasound was used to diagnose hemoperitoneum and facilitate 7Fr femoral sheath access. ER-REBOA balloons were positioned
and inflated in the aorta (zone 1 [n = 3] and zone 3 [n = 1]) without radiography. In all cases, REBOA resulted in immediate normalization of
blood pressure and allowed induction of anesthesia, initiation of whole-blood transfusion, damage control laparotomy, and attainment of
surgical hemostasis (range of inflation time, 18-65 minutes). There were no access- or REBOArelated complications and all patients survived
to achieve transport to the next echelon of care in stable condition.

CONCLUSION: To our knowledge, this is the first series to demonstrate the feasibility and effectiveness of REBOA in modern combat casualty
care and the first to describe use of the ER-REBOA catheter. Use of this device by nonsurgeons and surgeons not specially trained in
vascular surgery in the out-of-hospital setting is useful as a stabilizing and damage control adjunct, allowing time for resuscitation, laparotomy,
and surgical hemostasis.

2017.







