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DAMAGE CONTROL
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\ 1. CoIIectlfs triage/régulation pour évacuer
chaque victime avec le moyen et vers |la
4249  structure hospitaliere adaptee, dans un
glie m contexte d’afflux

E\"w ,l 12. Individuels: mise en place des mesures de
‘*., B stabilisation pour chaque victime

=> Eviter les morts évitables
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DAMAGE CONTROL COLLECTIF - ZONAGE

Triage : EU / UA / UR ... P1-P2-P3 ... p————p

GIGN PRV/PRI

PRIORITE UA/BLESSES GRAVES
CENTRE TRIAGE

SOINS (4 TRI o UR/BLESSES LEGERS

g ik \uf v/ o — | INDEMNES —> CADI
des victimes .. » cormd e
par police A on 2 : - R,

— COS/COPG

PMA
(OPTIONNEL)

PRV/PRI
CENTRE TRIAGE

SOINS . TRI

PEV: Regroupt des
victimes par police "
i

2 | , UR/BLESSES LEGERS -t
N —

INDEMNES —>

Paris 2015

36% Undertriage

8% overtriage

James A et al. Eur J Emerg Med 2021

Thérapeutique dépends de la zone et du timing de I'action ...
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DAMAGE CONTROL COLLECTIF- ZONAGE

ZONE de
COMBAT
MEDICALISATION UA | MEDICALISATION
GESTES SALVATEURS UA - Circulation | Damage Control

- Hémoragie - Voie aérienne pré Hospitalier
- LVA d'urgence - Poumon

. : - Stabilisation avant
- Evacuation médicale | LT

tactique | - Prise en charge PRV
- Communication PCO ‘

Extraction d'urgence

Nid de
blessés

Trauma PMA

Center (PRO)
Médecin ZS
(SAMU SDIS)

Médecin RAID Médecin RAID

de pénétration

de reprise

ZONE D'EXCLUSION
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Kit «Damage Control» SAMU 69

(Organisation de la Réponse de SEcurité Cjvil
‘ L . . Nomb | Péremptio
Désignation re n
Garrot Tourniquet 2
Pansement compressif "Wound Stop" type )
SAONE et LOIRE Israélien
- . - -
- f Compresse hémostatiques Quik Clot 7,5 cm
- - = '
o« é n *7m 2
Chalon/Sadne 01 ﬁ Sparadrap 2
!l DC:xx
AIN ey SMUR : 1 -
® Set exsufflation 1
n . BOURG EN BRESSE "Thoracostomie"
Ny Bistouri lame 23 1
;2:-:/ - Paguet de compresses 2
e
Dosette bétadine dermique 2
D xx: e’ R -
SMUR : 1 Paire de gants stériles 1
42 HONE 2 Paire de gants stériles 1
LOIRE LYON® Pince vasculaire courbe 2
: Set Perfusion 2
e _-"2EINE R 38 Chlorure de Sodium 500 ml 1
= = Tubulure 3 voies 1
Garrot 1
gy E .0 Paguet de compresses 1
i g Y &3 G —*| Dosette de Biseptine 1
B @ :
; ‘Eél# f Opsite 1
o ) | g{ Sl!\)/lCU.RIF)(I)O Catheter 18 G 2
@:_« L gendanpene ; - Catheter 16 G 2
@y —®  Hélismur L
' o s Set Exacyl 2
@'I H. sécurité civile
Ampoule d'Exacyl 0,5 g 2
DC: 100 Damage Control Capacités accueil UA a 1 heure / 3 heure Trocard 1
SMUR : 10 SMUR terrestre Seringue 10 mL 1
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Déces post traumatiques = Hémorragie et Traumatisme Cranien

Hémorragie = Principale cause de Déces Evitable < 24h
Choc Hémorragique = Stratégie Damage Control !

« Damage Control Resuscitation » :
r-Low Volume Resuscitation / Hypotension permissive

-2 PEC Lethal Diamond : Hypothermie, Acidose, Coagulopathie, hypocalcémie

t Timing de PEC : Raccourcir tous les délais Diagnostic, TT (Chir, Radio et Bio !!)

eeeeeeee

JAMA Surgery | Original Investigation

Association of Prehospital Time to In-Hospital Trauma 8% Morta | |té / 10 m | N PH Time is Life !

Mortality in a Physician-Staffed Emergency Medicine System

M
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"Trauma and
Acute Care Surgery’

U g % b THOR et 23 ()

i o dR
w20 me | CAUSES DE DC ACTUELLES

DES CONGRES

SJGPWJ)‘"W 902| oE paris

Journal of Trauma and Acute Care Surgery, Publish Ahead of Print
DOI: 10.1097/TA.0000000000002205

“The Why & How Our Trauma Patients Die: A Prospective Multicenter

Western Trauma Association Study.”

—) Hémorragie 40% des DC ?

18 Trauma Center
2015-2017
1536 patients

Table 2. Primary Cause of Death

Penetrating

TBI 154

(37.4%)

213

Exsanguination

(51.7%) (12.5%)

Total p-value
691 p=0.0003
(45.0%)
353 p<0.0001

Parmi ceux qui décedent précocement d’Hémorragie (PH / DCA) n= 205, 141 pénétrants et 56 fermés
96% en relation avec une Hémorragie du Tronc !

WWIW.SFAR-LECONGRES.COM



Journal of Trauma and Acute Care Surgery, Publish Ahead of Print
DOI: 10.1097/TA.0000000000002205
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“The Why & How Our Trauma Patients Die: A Prospective Multicenter

Western Trauma Association Study.”

The Jommal of

Trauma and Cinétique de Décés différentes
Acute Care Surgery’
" mmemnion e Cause of Death S Kaplan-Meier survival estimates 30 days
100.0% =
90.0% DCD H24
80.0% © | Tr Pénétrant 80%
70.0% o | / vs.
s ® Other - Tr Fermés 39%
50.0% & T8I 8 i
40.0% o
30.0% = Hemorrhage
20.0% &
10.0% =
0.0% .
Prehosp/ED 1st 24hr after 24hr 8 |
o

Hospital days

— — — Penetrating Blunt

WWIW.SFAR-LECONGRES.COM
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Tout doit étre organisé pour les différentes étapes de la PEC

CHOC HEMORRAGIQUE = DAMAGE CONTROL STRATEGY

DC PREHOSPITALIER DC RESUSCITATION

<30 min v v
DC HEMODYNAMIC DC HEMATOLOGY

=  Evaluer

v

A\ 4
" Orienter HypoTA Permissive
®= Traiter DV Low Volume Resus

PROTOCOLES / REGLES

TRANSFUSION
MASSIVE

e I Eviter « Lady-Di Syndrome » I

Rapidité Evacuation +++

DC SURGERY

< 60 min

Hemostase

Coprostase

Xie < 2 heures

WWW.SFAR-LECONGRES.COM
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ACR

De combien de Temps je dispose ?

D’autant plus faible que :

{

- Age augmente
- Terrain / Médicament

- Climat # Tr Fermé / Pénétrant ?

- Sévérité Traumatisme
- Choc Hémorragique
- Délai PEC prolongé

}

REDUIRE LES TIMINGS DE PEC !

WWW.SFAR-LECONGRES.COM
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| /\ TOUT N’EST PAS QUE DE L'HEMORRAGIE !

D O YOI W

DE PARIS

INDISPENSABLE DE DIFFERENCIER LES CHOCS !!
Distributif : Résistance vasculaire basse : Choc Spinal, anaphylaxie, Sepsis
Et/ou Hypovolémique : Hémorragie, déshydratation
Et/ou Cardiogénique : IDM, Contusion myocardique
Et/ou Obstructif : Tamponnade liquide (hémopéricarde), gazeuse (PNO)

Anamnese
Clinique

FAST / ETT / RxP
HemoCue

WWW.SFAR-LECONGRES.COM
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DES LE PREHOSPITALIER : A UADMISSION :
Identifier les Patients : Trauma Fermé ou Pénétrant ® When to employ damage control.

o Use damage control in patients who present with or are at
risk for developing:

Multiple life-threatening injuries.

Acidosis (pH <7.25).

Hypothermia (temperature <34°C).

Shock on presentation.

Combined hollow viscus and vascular or vascularized

organ injury.

Coagulopathy (INR >1.4).

Mass casualty situation.

= Evaluation clinique gravité : membre arrachée, plaie sévere ...
= Constantes vitales initiale / aprés réanimation :
= PAS<90/ACR ...
= Shock Index (FC/SBP) > 0.9
= Biologie Déportée :
" Hemoccue< 110g/L/ TQr>1.2
® |ntensité réanimation :

L 2R 2R 2R 2R 2

L R 2

"RV >1L + NADN + Trauma sévere + SI > 0.9 = TIC +++
David JS et al. Vox Sang 2017 B‘amage Contr()l h
Différencier les Patients en Préhospitalier ! anagement In t €
® Choc hémorragique, GCS > 9, ventilation ok : SCOOP AND RUN !! 9 Iynauma
" =< 15 mln Damage Control Resuscitation 6
= TCG : Médicalisation ++ : PLAY AND ... RUN !

and Jean-Stéphane David

= =< 30 min 57
Second Edition W.SFAR-LECONGRES.COM
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' DAMAGE CONTROL RESUSCITATION

STOP THE BLEEDING

RESUSCITATE THE PATIENT

LETHAL DIAMOND CORRECTION

DO EVERYTHING POSSIBLE TO SHORTEN DELAYS

WWW.SFAR-LECONGRES.COM
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HEMOSTASE PRECOCE +++

« Suture des Plaies (agrafes ...)

Ceinture de Bassin : systématique (trauma grave de bassin)

Garrot si échec compression directe (OPEX Irak, Afghanistan)

Pansement Hémostatique type « Quickclot Combat Gauze » -

Sondes a Ballonnet (Epistaxis Balloon Catheter) -
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2- HYPO-TA / RV BAS VOLUME

Respect des Objectifs Tensionnels : PAS 80-90 mmHg (si GCS > 8)

* Notion de « rebleeding point » : 90 mmHg

« Agitation = témoin hypoTA / Perte Sanguine # Trauma Cranien !!

e |l imitatinn At Damnliceana * NMn ecait Annia la natinnt act hivnAvalAminiia An na ~Aarrina nac tant Alia PhAmaAactaca nact nac faita 1

Attempting to achieve normotension during active haemor-
rhage consistently increased mortality.”® Dutton RP. it Anaesth 2012

*  NADN dés 1000 — 1500 mi

Recommandations formalisées d’experts

55 SFAR

Recommandations sur la réanimation du choc hémorragique

Viiodadtlivili MITLUULT UTO VAOUPNITOOTUIO .

v

Critical Care

RESEARCH Open Access

rrrrrrrrr

The European guideline on management of ®
major bleeding and coagulopathy
following trauma: fourth edition

Recommendation 13

We recommend a target systolic blood pressure of 80-90 mmHg until major bleeding

has been stopped in the initial phase following trauma without brain injury. (Grade 1C)

v

Recommendation 15

We suggest administration of vasopressors to maintain target arterial pressure in the

absence of a response to fluid therapy. (Grade 2C)




T o PETITE MISE AU POINT!
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BLOOD IS FOR COOKING BOUDIN

Blood is for bl
Saltwater is for o

JS DAVID 2020

Probablement d’abord remplir puis CFC et/ou PSL !

WWW.SFAR-LECONGRES.COM
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Hypotensive Resuscitation Strategy

2, Shimbe 009 e

ORIGINAL ARTICLE

Hypotensive Resuscitation Strategy Reduces Transfusion
Requirements and Severe Postoperative Coagulopathy in Trauma
Patients With Hemorrhagic Shock: Preliminary Results of a
Randomized Controlled Trial

C. Anne Morrison. MD. MPH. Matthew M. Carrick. MD. Michael A. Norman. MD. Bradford G. Scott. MD.

Target Minimum

Emergency Room:
SBP <90 mmHg.

Standard workup
and care

MAP of 50 mm Hg

TABLE 6. Intraoperative Fluids

Q“Ap = 50 mm I@‘

7
\MAP = 65 mm l@

Randomize at

OR Door Operating Room

INNNNANNNNN
NNNNNNNNN

Target Minimum

citation to a target MAP uf&S mm Hg, Patients were fn'llmed up Fawdayx
fluid mortality,
and fhur alinion] dela wess posspostively gatiesed and analysed.
Results: Patints in the LMAP group received 2 significently less blood
products and total 1V fluids during intracperstive resuscitation. $uan thase in the
HMAP growp. They had significantly lower mortality in the early postoperative
period and a nonsignificant trend for lower mortality at 30 days. Patients in the
LMAPmmsgnﬁ:ndylulidymda\iupmmv:
T ikely to die from bleading associated with
caagulcpaty .lmmg those who developed coagulopathy in both i
pationts in the LMAP group had significantly lower intemationa] nommal
rmﬂmd\n-md:HMAPmmdx.mngAlmmuecwmy

Conclusions: Hypotensive resuscitation is 2 safe strategy for use in the
trauma population and results in a significant reduction in blocd product
transfusions and overall [V fluid administration. Specifically, resuscitat-
ing patients with the intent of maintsining 2 target mimimum MAP of
50 mm Hg, rather than 65 mm Hg, decreases

MAP of 65 mm Hg

NNNNNNNNN

ICU:

Standard workup
and care

Diagram of the patient flow from left to right.

PUPROLINE WAL LIRS WELE ISAYLHUUS LEY ) HUIUS U Sausies

sions.2 Although these ics are ly consid o
be the gold standard of carc for trauma patients, they have
considerable limitations® * and, unlike many other treatment
modalities, have not been extensively tested in prospective,
randomized clinical trials.

Hypotensive resuscitation has recently been advocated
as an altenative to the current standard of care. In contrast to
standard fluid resuscitation, this strategy uscs less fluids and
blood products during the early stages of treatment for hem-
orrhagic shock. Although intraoperative hypotensive resusci-
tation has not been prospectively tested in a surgical trauma
sefting, it has been successfully used in animal models® and
has also been safely used in patients undergoing clective
operations. 71 To our knowledge, this study is the first

coagulopathy and lowers the risk of carly postoperative death and
coagulopathy. These preliminary results provide comvincing evidence

Subemitted ﬁ.n publication March 26, 2010.
for publication January 4, 2011
Copyright € 2011 by Lippincoet Williams & Wilkins
From the nep.m of Supery, Baylor Callege of Medicize, Houston, Texas.
Presented at A0¢h Annual Meeting of the Western Trama Associaion,
Febozary 2! March 6, 2010, Tellunde, Colorado.

ive study of i

resuscitation for trauma in human subjects. The aim of this
study is to assess patient outcomes after accrual of 90 patients
to establish the safety of a hypotensive resuscitation stralcgy
including its cﬂ'cﬂs on i ive fluid i

bleeding, postop licati and ity within
the trauma population. Our hypothesis is that patients random-
ized to a hypotensive resuscitation strategy will have decreased
transfusion and intraoperative fluid wtilization, decreased uans»

Addrss for mprints: C. Anne Morrison, MDD, MPH, Mickael E DeBakey, fusions, perati blood]oss
Wn[Sm Baylor College of Medicine, Houston, TX: emaik X rhidity, and de-
e creased mortality with patients ized 0 a stan-
DOL: 10,1097 TA0b013e31820eT7 e dard fluid resuscitation strategy.
652 The journal of TRAUMA® [njury, Infection, and Critical Care * Volume 70, Number 3, March 2011

Copyright @ Lippincott Williams & Wilkins, Unauthorized reproduction of this article is prohibited

n Mean SD CI n Mean SD CI P

IVF

Crystalloid (mL) 44 2,883 1,921 2,299-3.467 46 3,282 2,010 2,667-3,866 0.34

Colloid (mL) 44 512 469 367656 46 609 470 469-748 0.33
Blood products

PRBC (mL) 44 T 012 AT, 000 iy 2,244 2,466 1,512-2.977 0.05

FFP (mL) 44 198 471 54-341 46 528 860 272-783 0.02

Platelets (mL) 44 61 214 3-137 46 114 242 42-186 0.27
Total inputs

Non-blood products (mL) 44 438 2,103 2,791-4,086 46 2,098 3,252-4,498 0.33

Blood products (mL) 44 — S : @ 3299 1,918-3,877 0.03

Total fluids 44 070 3,631 3,952-6,187 46 ) 4,559 5,408-8,116 0.06
Total outputs

Estimated blood loss (mL) 44 1,964 2,215 1,290-2,637 46 3,008 2,948 2,132-3,883 0.06

Urine output (mL) 40 272 284 181-363 40 347 353 234-460 0.29
Total fluid balance 40 3,026 2,470 2,225-3,826 40 3,089 2,383 2,327-3,851 0.90

e N Déces Précoce Post Opératoire
1/44 (2%) vs. 8/46 (17%), p=0.03

e 3N Décés Précoce (ICU)

e Mais J30 (p=0.33)

Carrick MM et al. ] Trauma 2016
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La Plus Courte Possible !! : hypoperfusion tissulaire, MOF ...
Peu de Données Scientifiques / Dépends Terrain, Sévérité Trauma, Type de lésion

HEMOSTASE

WWIW.SFAR-LECONGRES.COM
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Correction Diamant Létale
* Hypothermie :

» Diminuer exposition au froids = rapidité évacuation
» Réchauffement patient / solutés
« Acidose métabolique :
» Améliorer perfusion tissulaire = corriger une anémie (CGR)
* Hypocalcémie
» Déperdition, dilution : Supplémentation dés I'administration de PFC !
» Facteur indépendant de mortalité : PAMPER + COMBAT !

* Trauma Induced Coagulopathy

Forgot calcium? Admission ionized-calcium in two civilian
randomized controlled trials of prehospital plasma for traumatic

hemorrhagic shock CA L_T R EX |

Hunter B. Moore, MD, PhD, Matthew T. Tessmer, BS, Ernest E. Moore, MD, Jason L. Sperry, MD, E g |
Mitchell J. Cohen, MD, Michael P. Chapman, MD, Anthony E. Pusateri, PhD, Francis X. Guyette, MD, MPH, o =) 6 [
Joshua B. Brown, MD, MSc, Matthew D. Neal, MD, 327 Ka¢
Brian Zuckerbraun, MD, and Angela Sauaia, MD, PhD, Aurora, Colorado “Q\‘E 5 1 9. g 5‘
B2 Sw
E < o

N -
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SITUATION SOUS CONTROLE

Transfusion Guidée

BLOC OPERATOIRE » ON DECLENCHE PSL !

I Pas de Transfusion « Emotionnelle »

I« Pack Transfusionnel »




O TRAUMA INDUCED COAGULOPATHY [
7 CONGRES g g -
iy F'bnii""',
Fréquente / dépend du RV / sévérité trauma, timing PEC ... I
1. Déficit Précoce en Fibrinogene : l "“’""°9e\
CONCENTRES DE FIBRINOGENE /:N,., e
2. Génération de Thrombine : et
Prothrombin

 Augmentée le plus souvent
Dunbar N et al. Transjusion 2009 | | HEGCRIPTION PHENOTYPIQUE : TP < 40% ?

Davenport RA et al. Anesthesiology 2017

e Diminuée PFC/ PCC/ PLYO o . Cohorte 737 patients (Lyon Sud)
o Caractéristiques Patients :
v Les plus séveres (ISS > 40) PAS SMUR : 61 + 53 mmHg ISS :47 + 14
v Secondairement GCS:6+4
Taverna XJ et al. SFAR 2017 Remp[issage - 2000 + 900 ml

3. Plaquettes : Noradrénaline : 75 % Réa Intensive !

CP (Opex : ST) Admission : N
. Bai dair PAS : 87 + 41 mmHg (médiane : 80)
alsse secondalre Shock Index : 1,2 £ 0,6

e D’emblée si Trauma Tres sévere Hémoccue : 7,9 + 2,7 (médiane 7,7)
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Monitoring
Techniques Viscoélastiques +++ (ROTEM/TEG)

Biologie Standard par défaut

CGR pour: Hgb 7 -9 gr/dL (un peu d’avance ?)

Fibrinogéne si : < 1.5 gr/L (A5 Fib < 7mm)
+ <50kg:15¢r
« 50-80kg:3gr

« >80kg:4,5¢r

SITUATION SOUS CONTROLE

On se guide sur la Biologie !

Rossaint et al. Critical Care (2016) 20:100
DOI 10.1186/513054-016-1265-x

Critical Care

rossMark

The European guideline on management of ®-
major bleeding and coagulopathy
following trauma: fourth edition

Rolf Rossaint', Bertil Bouillon?, Vladimir Cerny®*
Fernéndez-Mondéjar’

© Timothy J. Coats’, Jacques Duranteau’,
viela Filipescu'®, Beverley J. Hunt'", Radko Komadina'?, Giuseppe Nardi™,
ves Ozier'®, Louis Riddez'®, Arthur Schultz'?, Jean-Louis Vincent'®

Recommandations formalisées d’experts
W
B SFAR

Recommandations sur la réanimation du choc hémorragique

Guidelines on the treatment of hemorrhagic shock

Jacques Duranteau®*, Karim Asehnouneb, Sébastien Pierres, Yves Ozierd, Marc Leonet, Jean-Yves Lefrant/, et le
groupe de travail de la Société frangaise d’anesthésie et de réanimation (Sfar), de la Société de réanimation
de langue francaise (SRLF), de la Société frangaise de médecine d’urgence (SFMU) et du Groupe d’études sur
I'hémostase et la thrombose (GEHT)

PFC/PCC si:

TP <40 % (CT EXT > 106s)

«  PFC: 10-15 mlkg
- (PCC : 20-25 Ul/kg)

Plaquette si : <50 G/L

<100 Hémorragie active/TCG

Répéter Biologie / 2h ou aprés chaque administration PSL

TXA < H3 + Calcium

First Line Hemostatic Agent: Fibrinogen

| P
viRsTRe
> S -
borme ] -
S e -
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SITUATION CLINIQUE NON CONTROLEE

Four Fives Patient’s ! Impossible Attendre Bio !
FAST / Rx Bassin

Hemocue (TQr)

(PAS 50, Hgb 5, INR 5, 5 l/tres ds le péritoine !)

1.5411361140v

o B T
~ T
- \ w&/& }‘WM

e

Fibri<0,5¢g
Stay Zen and NADN 6mg/h
Apply Protocols ! RV > 5L
+ TOP !!

W.SFAR-LECONGRES.COM




%ﬁ SFAR ° ﬁ du 9% au Q5 PALAIS

DES CONGRES

I /*i gerfwlhf 909) oe paris
{ \CONGRES

SITUATION CLINIQUE NON CONTROLEE

= . » ASSOCIER LES PRODUITS !

CGR / Fibrinogene / PFC-PCC (PLYO) * PLT

Protocole de Transfusion Massive

e Composition : CGR/FIB/PFC (PLT dés 6 CGR)
e Ratio PFC:CGR: « 1:2 » et FIB:CGR : « 1:1 »
* +Ca%*:1g/4PSL

Exacyl : 1g puis 1g / 3heures
Réchauffer PSL / Patient
Acidose (Bicar si pH < 7.10)

Aprés chaque administration PSL = ROTEM-TEG / Bio

Pack
Pré-définit

A\ Confusion Massive | Ratio = TM ! Aucun Bénéfice en dehors TM !!
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COMMENTARY rpwt»j‘]l

Prehospital fresh frozen plasma: Universal life saver or
treatment in search of a target population?
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Pre-hospital plasma transfusion: a valuable ")
coagulation support or an expensive fluid
therapy?

Christian Fenger—Eriksenw, Dietmar Fries?, Jean-Stephane David?, Pierre Bouzat*, Marcus Daniel Lance®,
Oliver Grottke®, Donat R. Spahn’, Herbert Schoechl®® and Marc Maegele'”"

Pre-hospital FFP  Standard of care Odds ratio QOdds ratio
Study or subgroup Events Total Events Total Weight M-H, random, 95% CI M-H, random, 95% CI
1.1.1--- 24h
COMBAT 8 65 6 60 28.8% 1.26[0.41, 3.88] —_—
PAMPer 32 230 60 271 71.2% 0.57[0.35, 0.91] ——
Subtotal (95% Cl) 331 100.0% 0.72[0.35, 1.45] —R——

Total events
Heterogeneity: t=0.13; = 1 65 df=1(P= 020) =40%
Test for overall effect: Z = 0.93 (P = 0.35)

1.1.2--- 1 mo or hospital discharge

COMBAT 10 65 6 60 37.3% 1.64[0.56, 4.82] —_—
PAMPer 51 230 88 271 627% 0.59 [0.40, 0.89] ===
Subtotal (95% CI) 205 331 100.0% 0.87[0.33, 2.27] e ————

Total events 94
Heterogeneity: t=0.34; 2 99 df=1(P=0.08); I2=67%
Test for overall effect: Z = 0.29 (P=0.77)

0.1 0.2 0.5 1 2 5

Favors pre—hospital FFP Favors standard of care

FIGURE 1 Random effect meta-analysis of mortality data from the PAMPer and COMBAT trials. Cl, confidence interval; COMBAT,
Control of Major Bleeding After Trauma Trial; PAMPer, Prehospital Air Medical Plasma trial
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Chaque UMH / MEDEVAC doit pouvoir transfuser !
CGR : Oui + ? : FIB ? PFC (PLYO) ? PCC ? Sang Total ?
Indications tres limitées :

Choc hémorragique incarcéré
Jonction lointaine

Transport prolongé
Sauvetage patient in extremis

Aucune data européenne !
Data US difficilement transposables !

Si Transfusion PH = Ne doit faire perdre de temps !

RDV SFAR 2021 : PRO/CON !!
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S’aider de la Biologie Déportée !

Trauma Sévere + SI1 > 0.9

}

CAL-TREX

}

RV 1000 + NADN

1

HemoCue

9-11 g : Fib 50 mg/kg

» 7-9 g : Fib 50 mg/kg + CGR + PLYO

>

<7 g:Sang Total ?

Selon POC (TQ-ratio)
<1.20:TXA
1.21-1.50: Fib
1.51-3.00 : PLYO (PCC)
> 3.00 : Sang Total

David JS et al. ] Trauma 2012
Goodman M et al. ] Trauma 2015




P CONCLUSION
)\ @=rrr 0 PALAIS L=
oy /7 DES CONGRES
Vo
B2 DE PARIS

SN - »
‘ 'CONGRES -

Stratégie de PEC ++ = DCR si état de choc !

Hypotension permissive : Systématique (sauf TCG)

Agir vite en cas de Coagulopathie : !!

Check List Choc Hémorragique / Regle TM
CIRCUIT PATIENT Identifié

Procédures DCR connues et ... appliquées !!

« The Best Treatment of the Coagulopathy is ... Surgery ! »
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