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Kazuistika

* Muz, 17 let, lyzar, tupé poranéeni bricha od
hulky

* PNP 48 minut, na ER 120/90, P 140/min, kruta
bolest bricha, na UZ masivne volna tekutina

* Operacni sal — hemoperitoneum 4 000ml,
ruptura jater a praveé jaterni zily






AXIOM C. 1

NA URAZY SE UMIRA | DNES!



AXIOM ¢. 2

KLID!
KREV, KTEROU VIDIS,
NENI TVOJE!



Cile prednasky
* Rozpoznani pacienta v PNP a logistika péce

* Zastavka na UP — ano Ci ne?

* Péce na operachim sale



Urazova smrt (Trunkey, 1983)

min-hours days weeks



Funkcni trauma systém
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5-12 hrs 13-24 hrs 25-48 hrs 3-7 da

time from inj

Sauaia et all: J Trauma 1995



Tableé 5 Risk of Death and Average lime to Death in
Civilian Settings by Systolic Blood Pressure'

Systolic Blood Pressure {mm Hg) Risk of Death

Time to Death {min)
9 + 0.042 419
7689 0.081 188
50-75 0.458 161
< B0 0.95 18

A Profile of Combat Injury

Howard R Champion, FRCS(Edin), FACS, Ronald F. Bellamy, MD, FACS, COL, US Army, Ret

Colonel P. Roberts, MBE, QHS, M5, FRCS, L/RAMC, and Ari Leppaniemi, MD, PhD

J Trauma 200354:513-519.




Péce na UP
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Nasledky , dokonalé” péce

* Zvyseni letality o 1 % kazdé 3 minuty wwen o



Kde usetrit cas?

Péce na UP




Jak pacienta rozpoznat v terénu?

,0h, my God” positive!

Bledost

Dusnost

Napadny klid pacienta
Obluzené védomi



Jak pacienta rozpoznat v terénu?

* Penetrujici trauma hrudniku a bricha

* Tupé trauma hrudniku a bricha s hypotenzi Ci
krutou bolesti (seat belt)

* Ztratova poraneéeni koncetin (panve)



Jak pacienta rozpoznat v terénu?

Velka krevni ztrata na miste???












Co pro pacienta mohu udélat?

* A—Kkyslik (CAVE! — netoleruje masku)
* B - pouze detenze hrudniku (jehla/thst)

* C- komprese zevniho krvaceni (turniket)
— + max. jeden zilni vstup



Co pro pacienta mohu udélat?
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Co (pokud mozno) nedélat?

* Intubace? (10-15 minut)

* Nahradni roztoky (maximalne 500 m|
krystaloidu)

* Analgézie — pouze frakcionovane






Transport do TC

Komunikace — zavazny pacient
Priprava tymu
Priprava transfuznich pripravku

Priprava operacniho salu



Trauma tym !!!

* Chirurg ochotny operovat bez CT

* Anesteziolog ochotny akceptovat
bezvychodnost situace a basic podminky

* Operacni sal ihned k dispozici



[

Patient Entrance

MJ Martin 2012




Péce v nemochici

* Primo na sal
— penetrujici trauma hrudniku a bricha

— eviscerace organu bricha

— exsanguinacni poranéeni koncetin (panve)






Péce v nemochici

o e

Pit stop” na UP do 5 minut

* Pouze zakladni vysetreni
—A,B,C
— FAST UZ protokol, RTG hrudniku a panve
— Maximalné hrudni drenaz



Péce na operacnim sale

* A —intubace po priprave operacniho pole
* B —neslysné dychani = hrudni drén

* C— ,crash laparotomie“ —mecik-symfyza



Péce na operacnim sale
* C - chirurgicky zakrok v rezimu ,,damage

control”
— operace k obnoveni fyziologickych funkci

— Operacni zakrok v délce maximalné 30 (60) minut

— Masivni transfuzni protokol



Co nikdy inicialné nedélat?

Laboratorni vysetreni
Centralni zilni katetr, arterialni katetr
ROTEM

CT



How I treat patients with massive hemorrhage

Par . Johansson,? Jakob Stensballe,' Roberto Oliveri,! Charles E. Wade,? Sisse R. Ostrowski,' and John B. Holcomb?

Section for Transfusion Medicine, Capital Region Blood Bank, Copenhagen University Hospital, Rigshospitalet, Copenhagen, Denmark; “Depariment of
Surgery, Division of Acute Care Surgery, Centre for Translational Injury Research, University of Texas Health Medical School, Houston, TX; and *The
Trauma Centre, Department of Anesthesia, Centre of Head and Orthopedics, Copenhagen University Hospital, Rigshospitalet, Copenhagen, Denmark

BLOOD, 13 NOVEMBER 2014 - VOLUME 124, NUMBER 20

Start of Hemorrhage Hemostasis
Monitoring | > Gorrect: Temperature, Ga*, ", p,0, p,GO, Shock Reversal’ pH, Lactate D >
V
Anti- T T ——————
fibrinolytics*] & Tranexamic acid according to CRASH2 andjor VHA >

I

‘alairected VHA-quided resuscitation >
_ N
S according to Hb. >
I v

H h - Increasing control of hemorrhage
emorrhage s
dynamics Uncontrolled hemorrha ge
: 7 )

30 min 601 mn Tim

>95% of patlent'a. It 1s 1mportant to note that we do not
exclusively use a ratio- or goal-driven appmach Rather we
evaluate the individual patient, and it they are in shock or have
a pnmtwe ABC score, we start with a ratio-driven approach, and
when bleeding slows so that laboratory values will retum in
a clinically useful time period, we switch to a goal-directed approach.
TEG values are used in a goal-directed fashion when the results can
be used in a clinically relevant time frame.”

Transfusion
therapy




Co nikdy inicialné nedélat?

* MANDATORNI
CELOTELOVE CT

» CT = TUNNEL TO THE
DEATH ! —
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Effect of whole-body CT during trauma resuscitation on
survival: a retrospective, multicentre study

Stefan Huber-Wagner, Rolf Lefering, Lars-Mikael Quick, Markus Kérner, Michael VKay, Klaus-Jirgen Pfeifer, Maximilian Reiser, Wolf Mutschler,
Karl-Georg Kanz, on behalf of the Working Group on Palytrouma of the German Travma Society™

Lancet 2009; 373: 145561

Interpretation Integration of whule-bud}r CT into early trauma care 51g|:uﬁcam]}r increased the prﬂhahlhl:].r uF survival

in patients with polytrauma. W
resuscitation phase for patients with polytrauma.




Immediate total-body CT scanning versus conventional
imaging and selective CT scanning in patients with severe

trauma (REACT-2): a randomised controlled trial

Joarne CSiennk, Ko Treskes Michae!) REdwards Benn| A Bauker, Dennis denH artog, Joochim Hohmann Moroel G W Diggroaf, Jan 5K Luitss
Lirdo F M Beenen, MorkusW Hollmann, | Card Goslings, for the BEACT-2 study group®

Loncer 204 6; 388: £73-83

Interpretation Diagnosing patients with an immediate pigkbody CT _scan dees nol reduce inhospial monalite
compared with the standard mdiclogical workeup. Because of the increased radiation dose. future research should
focus on the selection of patients who will benefit from immediate total-body CT.




Co mohu ocekavat?

* Skepsi — tym musi byt predem informovan o
pravdépodobnosti neuspechu — debriefing!

* Uspéch — nékdy, ale stoji za to — debriefing!



®EObserved

W Predicted (TRISS)

Penetrating

MJ Martin 2012




Take home message(s)

Asi 3 % zavazné poranénych pacientu
Na miste resit pouze kritické A, B nebo C
Transport do pripraveneho TC

Urgentni chirurgicky zakrok — MTP



	Snímek 1
	Snímek 2
	Kazuistika
	Snímek 4
	AXIOM č. 1
	AXIOM č. 2
	Cíle přednášky
	Snímek 8
	Funkční trauma systém
	Snímek 10
	Snímek 11
	Snímek 12
	Následky „dokonalé“ péče
	Kde ušetřit čas?
	Jak pacienta rozpoznat v terénu?
	Jak pacienta rozpoznat v terénu?
	Jak pacienta rozpoznat v terénu?
	Snímek 18
	Snímek 19
	Snímek 20
	Co pro pacienta mohu udělat?
	Co pro pacienta mohu udělat?
	Co (pokud možno) nedělat?
	Co absolutně nedělat?
	Transport do TC
	Trauma tým !!!
	Snímek 27
	Péče v nemocnici
	Snímek 29
	Péče v nemocnici
	Péče na operačním sále
	Péče na operačním sále
	Co nikdy iniciálně nedělat?
	Snímek 34
	Co nikdy iniciálně nedělat?
	Snímek 36
	Snímek 37
	Snímek 38
	Co mohu očekávat?
	Snímek 40
	Take home message(s)

