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Chest injuries following trauma are asso-
ciated with considerable morbidity and 

mortality and were found to be the cause of 
death in 25% of polytrauma patients [1].

Emergency thoracotomy (ET) is rare-
ly considered among the measures that 
can potentially be adopted to stabilize an 
unstable patient, aiming to control intra-
thoracic injuries, decompress a pericardial 
tamponade or, clamp the thoracic aorta as 
bridge to definitive intervention.

Historically, the first successful ET 
was performed by Dr. Hill in 1902 in a 
prehospital setting and on a kitchen table 
in Alabama on a young patient who was 
stabbed in the chest. 

The rationale of performing ET on the 
accident scene is to reduce the delay be-
tween arrest and thoracotomy, trying thus 
to improve the survival rates.

Despite that reasoning, the true role 
of ET, particularly in an out-of-hospital 
setting, is widely debated and survival 
rates published in the literature (mostly 
case series or retrospective studies) vary 
extremely depending on variability of in-
clusion criteria [2]. 

Due to the several limitations present 
in the existing and often outdated, liter-
ature, it is difficult to have clear and in-
ternationally recognized guidelines, but 
some trends could be derived. One of 
those is that the best outcomes following 
ET are observed in patients who present-
ed with penetrating trauma arresting in 
the emergency department (ED) [3-6]. In 

likely to have a better outcome after ET 
and, precisely, if the procedure is performed 
within 10 minutes after the arrest [2].

In 2015, the Eastern Association for 
the Surgery of Trauma (EAST) published 
practice guidelines for ET based on a me-
ta-analysis of 72 studies, including 10,238 
patients. This analysis reported vital signs 
on arrival and penetrating thoracic trauma 
as indications to perform ET [12].

In this issue of the Israel Medical As-
sociation Journal (IMAJ), Ben-Havi and 
colleagues [13] described an an interest-
ing retrospective study they performed 
among military casualties. They analyzed 
the outcomes of ET in the OR versus those 
performed in the ED (P < 0.001). They 
found 28.13% mortality in the first group 
compared to 86% mortality in the ED group 
with an impressive overall survival of 52%. 
Interestingly, the authors found no signifi-
cant difference between blunt and penetrat-
ing trauma (P = 0.8).

The presence of vital signs on admis-
sion, as inclusion criteria, contributes 
undoubtedly to the reported outcomes as 
much as adherence to the guidelines, short 
geographical distance and, for sure, mili-
tary organization and efficiency. There-
fore, the results of this study are to be inter-
preted with caution, and must consider the 
peculiarity of the studied population. Nev-
ertheless the key point for future research 
should be the identification of factors that 
can be predictive of good outcomes. 
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2003, Hopson and colleagues published 
guidelines regarding the management of 
prehospital traumatic cardiopulmonary ar-
rest where they stated, “thoracotomy is not 
a procedure that falls under the purview 
of prehospital care” [7]. In the setting of 
blunt or penetrating traumatic cardiac ar-
rest, should ET be completely set aside?

A retrospective analysis conducted in 
the Netherland showed that 27% of pa-
tients who underwent ET in a prehospital 
setting had a return of spontaneous cir-
culation and were admitted to the hospi-
tal even if the survival rate was minimal 
(3%) [8]. 

Athanasiou and his group from Lon-
don, reviewing retrospectively 670 pa-
tients, stated that, when confounding fac-
tors are considered, ET is not a predictor 
of mortality after thoracic trauma repre-
senting a potential life-saving procedure 
in patients with penetrating chest trauma 
with signs of life.

Although the role of ET in blunt chest 
trauma is usually considered marginal, 
Nevins and colleagues [10] suggested that 
patients with a cardiac arrest, occurring 
within 5 minutes from arrival of adequate-
ly trained team, should underwent ET re-
gardless of mechanism of trauma. 

Better outcomes are observed when 
ET is performed in a hospital setting. Even 
then, a blunt trauma is recognized as a pre-
dictor of worse outcomes with poor sur-
vival rates. A systematic review published 
in 2015 reported a survival rate if 1.5% 
among 1369 patients who underwent ET 
in the ED due to blunt trauma [11]. 

A more recent systematic review con-
firmed this trend stating that cardiac arrest 
in patients with penetrating trauma is more 
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Capsule

Removal of small, asymptomatic kidney stones and incidence of relapse
Sorensen and colleagues conducted a multicenter, 
randomized, controlled trial in which, during the endoscopic 
removal of ureteral or contralateral kidney stones, 
remaining small, asymptomatic stones were removed in 
38 patients (treatment group) and were not removed in 
35 patients (control group). The primary outcome was 
relapse as measured by future emergency department 
visits, surgeries, or growth of secondary stones. After a 
mean follow-up of 4.2 years, the treatment group had a 
longer time to relapse than the control group (P < 0.001 
by log-rank test). The restricted mean ± standard error 
time to relapse was 75% longer in the treatment group 
than in the control group (1631.6 ± 72.8 days vs. 934.2 

± 121.8 days). The risk of relapse was 82% lower in the 
treatment group than the control group (hazard ratio 0.18; 
95% confidence interval 0.07–0.44), with 16% of patients 
in the treatment group having a relapse as compared 
with 63% of those in the control group. Treatment added 
a median of 25.6 minutes (interquartile range 18.5–35.2) 
to the surgery time. Five patients in the treatment group 
and four in the control group had emergency department 
visits within 2 weeks after surgery. Eight patients in the 
treatment group and 10 in the control group reported 
passing kidney stones.

N Engl J Med 2022; 387: 506 
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Modeling global 80-80-80 blood pressure targets and cardiovascular outcomes
As the leading cause of death worldwide, cardiovascular 
diseases (CVDs) present major challenges for health 
systems. In this study, Pickersgill and colleagues analyzed 
the effects of better population blood pressure control in the 
context of a proposed 80-80-80 target: 80% of individuals 
with hypertension are screened and aware of their diagnosis; 
80% of those who are aware are prescribed treatment; 
and 80% of those on treatment have achieved guideline-
specified blood pressure targets. The authors developed a 
population CVD model using country-level evidence on CVD 
rates, blood pressure levels and hypertension intervention 

coverage. Under realistic implementation conditions, most 
countries could achieve 80-80-80 targets by 2040, reducing 
all-cause mortality by 4–7% (76–130 million deaths averted 
over 2022–2050) and slowing the rise in CVD expected 
from population growth and aging (110–200 million cases 
averted). Although populous middle-income countries 
would account for most of the reduced CVD cases and 
deaths, low-income countries would experience the largest 
reductions in disease rates

Nature Med 2022; 28: 1693 
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