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Advisory 26-10 Adult Traumatic Out of Hospital Circulatory Arrest

To: All Agencies and Personnel

From: Maia Dorsett, MD, PhD, FACEP, FAEMS -/ . ieit
Associate Regional Medical Director for Education and Quality

Jeremy T. Cushman, MD, MS, EMT-P, FACEP, FAEMS i v
Regional Medical Director

Date: July 28, 2026

At their June 15" meeting, the Monroe-Livingston REMAC approved the Adult Traumatic Out-Of-Hospital
Circulatory Arrest which is effective upon the release of the accompanying training module.

Clinical leaders and their medical directors should review this policy in detail and then communicate their
expectations to all clinical personnel.

Typical Advanced Cardiac Life Support management is often inappropriate in the management of
Traumatic out-of-hospital circulatory arrest (TOHCA). TOCHA may result from massive hemorrhage,
airway obstruction, obstructive shock, respiratory disturbance, cardiogenic cause, or massive head
trauma. While resuscitation and/or transport is appropriate for some populations, it is appropriate to
withhold or discontinue resuscitation attempts for TOHCA patients for whom these efforts are non-
beneficial. When the etiology of arrest is unclear, particularly without clear signs of life-threatening
trauma, standard cardiac arrest management is expected.

Adult Traumatic Out-Of-Hospital Circulatory Arrest Training https://youtu.be/Td76 CvMFJyU

This and all other Regional Policies can be found at: https://www.mlrems.org/policies/.
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ADULT TRAUMATIC OUT-OF-HOSPITAL CIRCULATORY ARREST

PURPOSE
To provide clinical management guidance for the management of adult patients with traumatic out-of-
hospital circulatory arrest.

BACKGROUND

Traumatic out-of-hospital circulatory arrest (TOHCA) may result from massive hemorrhage, airway
obstruction, obstructive shock, respiratory disturbance, cardiogenic cause, or massive head trauma.
While resuscitation and/or transport is appropriate for some populations, it is appropriate to withhold or
discontinue resuscitation attempts for TOHCA patients for whom these efforts are non-beneficial. When
the etiology of arrest is unclear, particularly without clear signs of life-threatening trauma, standard
cardiac arrest management is expected.

MANAGEMENT GOALS
m Early identification of reversible causes and timely use of clinically indicated life-saving
interventions.
= Avoidance of non-life saving procedures that may delay transportation to a Level 1 trauma center
as this is the only facility with the resources available to attempt further resuscitation of a TOHCA.

CARE GUIDELINE
The following page provides an algorithmic approach utilizing best evidence and position statements to
guide the clinical management of an adult with traumatic out-of-hospital circulatory arrest.

The footnotes in the algorithm refer to the following:

1- If a medical cause of cardiac arrest is more likely (eg medical emergency leading to MVC, fall,
etc) OR the patient has an isolated head injury, electrical injury, isolated blunt cardiac injury
(commotio cordis), asphyxiation, isolated crush injury or drowning follow standard cardiac arrest
guidelines.

2- Life Saving Interventions (LSI's) should be prioritized over chest compressions (CPR) and
epinephrine administration.

REFERENCES

Breyre AM, George N, Nelson AR, Ingram CJ, Lardaro T, Vanderkolk V, and Lyng JW. (11 Mar 2025): Prehospital
Trauma Compendium: Prehospital Management of Adults with Traumatic Out-of-Hospital Circulatory Arrest — A Joint
Position Statement and Resource Document of NAEMSP, ACS-COT, and ACEP. Prehospital Emergency Care. 11
March 2025.
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Adult Traumatic Out-Of-Hospital Circulatory Arrest Care Guideline

Assess patient by history and exam

v

Are ANY of the following present?

e Injuries incompatible with life?
(eg decapitation, obvious organ destruction,
isolated penetrating head trauma, etc)
e Evidence of prolonged down time?
(eg rigor, lividity, decomposition, frozen tissue)
¢ Valid DNR or MOLST?

Yes

[ o

Evidence of TOHCA??

No

\ 4

Do not initiate resuscitation

Yes

A\ 4

Resuscitate using standard cardiac arrest protocols

Perform and prioritize? Life-Saving Interventions (LSI’s) as clinically indicated:

Control Hemorrhage
e Control external bleeding

Establish effective oxygenation and ventilation

e BLS airway maneuvers including iGel placement utilizing supplemental oxygen and
capnography per standard practice, escalating to ETI as clinically indicated
Perform decompressive thoracostomy if potential for tension pneumothorax

v

Pulse Present? Yes » Transport to Level 1 Trauma Center
¢ No
Cardiac Monitor Available?
l Yes
Yes
No Asystole? »| Terminate Resuscitation
No
v
No

Time to Level 1 Trauma Center <15 minutes?

Yes
v

»| Terminate Resuscitation

Transport to Level 1 Trauma Center with standard resuscitative measures in
progress during transport (CPR, ventilation, large bore IV/IO, warmed IVF, etc)
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