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 Key points 
 Trauma team 
 <c>ABCDE 
 DCS 
 Early Total Care 

 



 Why not just cut and paste ATLS? 

 “ATLS is not fit for purpose for modern major 
trauma care” 

▪ Lags behind current evidence practice 

▪ Not specific enough for our anaesthetic needs 

▪ But no current course exists to fill the void 

 

 Modern trauma care constantly evolving 

 Military experience translating to civilian practice 









 



 Best practice tariff top up for patients ISS>15 

 Level 1 - £1500 per patient 

 But only if… 

 Consultant led trauma team 

 TARN data  

 Tranexamic acid 

 Rehab prescription 

 From 2015 for ISS >9 



 Consultant led care 

 Standard is consultant led and consultant 
delivered  

▪ Including all acute trauma operative interventions 

 Trauma team leader has an overview of the 
patient and will adopt a hands off role 

 ED consultant (ideally 24/7) 

▪ May ask anaesthetics to perform certain interventions 
(e.g. RSI) where we would historically have not done so 

 We are an integral part of the trauma team 
 



 
 Airway obstruction or risk of obstruction 
 Abnormal physiology  

 GCS <9 

 BP <90 systolic 

 RR <10/>30 
 Signs life threatening chest injury 
 Evidence hypovolaemia despite systolic BP >90 
 Suspected pelvic  or >2 long bone fractures 
 Amputation proximal to wrist/ankle 
 Burns >15% body surface area 
 Penetrating wound to head, neck, chest, abdo, groin 
 Spinal injury with new neurological deficit 
 Significant injuries in pregnant/elderly 
 Traumatic cardiac arrest with 10mins expected arrival 

 



 Put on plastic & lead aprons, ID labels, listen 
for handover 

 Resuscitation follows horizontal <c>ABCDE 
 Priority is whole body CT within 30minutes 

 National guideline 

 Do not waste time asking for c-spine or CXR 

 Keep patient warm 

 Lethal triad of hypothermia, coagulopathy & 
acidosis 



 Control of life threatening haemorrhage 

 Tourniquets 

 Direct pressure 

 Elevation 

 Pelvic binder 

 Major Transfusion protocol 
 Tranexamic acid 

 1g bolus within 3hours of injury  

 1g infusion over 8hours 

http://www.jaaos.org/content/17/7/447/F4.large.jpg


 Rapidly secure airway 

 Time critical step 

 Must be within 30minutes of arrival if GCS<9 

 Modified RSI 
 Anticipate difficult airway & assume unstable 

c-spine 
 Drugs 

 Ketamine is probably the ideal induction agent 

 Titrate drugs in context of hypovolaemia 



Post intubation care 
 Anticipate transfer  

 Portable ventilator 

 VTe – 6-8ml/kg, Pmax <30 

 Aim normocapnia (arterial PCO2 4.5-5) 

 Consider arterial line 
 Change in airway compliance may represent 

evolving chest injury 
 Sedative infusions 

 



 Recommend hypotensive resuscitation 
 Except in presence of closed head injury 

 Large volumes fluid harmful 
 Clot disruption, clotting factor dilution, hypothermia 

 Boluses (warm) Hartmann’s 250ml to maintain a 
radial pulse; i.e. 80-90 systolic 

 High blood: blood product ratios 
 Blood products based on clinical judgement  

 Aim to get rapid control of bleeding 
 Theatre or vascular angio 
 



Head injury 
 Single episode of hypotension (systolic 

BP<80) doubles mortality 

 Aim for higher BP (MAP >80, systolic >120) 

 Standard “neuro” ventilatory aims 
 If concurrent penetrating trauma or 

haemodynamic instability 

 normotension best compromise? 

 



Exposure and Temperature control 
 Monitor temperature and glucose 

 Coagulopathy and acidosis all worsened by 
hypothermia 

 Forced air warming devices, fluid warmers 
 Log roll  
 NG/OG tube and temp probe 



 Valuable information as to the source of any 
bleeding and is the gold standard 

 Superior to CXR in detecting a small 
pneumothorax 

 Must be done within 30minutes of arrival 
 Haemodynamically unstable patient 

represents difficult decision 

 Balance risks of transfer v. benefit of identifying 
bleeding 



Emergency surgery to control life or limb 
threatening injuries 

 Key areas 
 Haemorrhage control 

 Decompression 
▪ Cranium, thorax, abdomen, limbs 

 Decontamination 
▪ Wounds, ruptured viscera 

 Fracture splintage 
▪ Traction, external fixation, plaster cast 

 



 Definitive fixation once patient is physiologically stable 
 Serum lactate is a useful guide to make the decision between 

DCS and ETC 

 Reflects adequacy of resuscitation 

 Most polytrauma patients will have a raised lactate on 
admission 

 
 Lactate <2.0 – ETC possible 
 Lactate >2.5 – continue resuscitation 

 Baltimore Shock Trauma 



 If lactate remains >2.5 for 12-24hs with no 
evidence down going trend 

 Consider ex-fix as definitive stabilisation will be 
delayed 

 If lactate deteriorates intra-op 

 Will inform decision to move to a DCS pattern of 
treatment  

▪ Return to critical care for continued resuscitation 




