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Global, regional, and national disability-adjusted life-years
(DALYs) for 359 diseases and injuries and healthy life

expectancy (HALE) for 195 countries and territories, 1990-2017:

a systematic analysis for the Global Burden of Disease Study
2017

GBD 2017 DALYs and HALE Collaborators

Maladies cardiovasculaires 313/100000 habitants

Cancer 196/100000 H
@mes 60/100000 H
SIDA 5/100000 H 1

« 9 millions de déces
e La premiere cause de
mortalité chez les < 35 ans
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Impact of Hemorrhage on Trauma Outcome: An Overview
of Epidemiology, Clinical Presentations, and
Therapeutic Gonsiderations

David S. Kauvar, MD, Rolf Lefering, PhD, and Charles E. Wade, PhD

T0% 4

&0%

50%

40%

Percentage of deaths

30%

20%
ORIGINAL ARTICLE

10%

0%

After 24 hours

First 24 hours

Trauma Mortality in Mature Trauma Systems: Are We Doing
Better? An Analysis of Trauma Mortality Patterns, 1997-2008
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Fig. 1. Timing and mechanism of traumatic death.

Richard P. Dutton, MD, MBA, Lynn G. Stansbury, MD, MPH, Susan Leone, BA, Elizabeth Kramer, RN,
John R. Hess, MD, MPH, and Thomas M. Scalea, MD




Intérét de la question

Timing and causes of death after injuries

Justin Sobrino, MD, and Shahid Shafi, MD, MPH

Table. Causes of death by timing category

Immediate and earty
feaths

Late deaths

Postdischarge

Brain injury
Hemarmhage

Infection
Muttiple-orpan failure
Brain injury

Hemarrhage

Cardiovascular disease
aecond major trauma
Neurologic disease
Malignancy
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Polytraumatisé?

* Le polytraumatisé (PT)
blessé qui présente au moins
(02) lésions traumatiques,
dont I'une peut engager le Pc
vitale.
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__ 2010 ACS COMMITTEE ON TRAUMA RESIDENTS TRAUMA PAPERS COMPETITION:|
FIRST PLACE CLINICAL RESEARCH WINNER

Survival of the Fittest: The Hidden Cost of
Undertriage of Major Trauma

Barbara Haas, MD, David Gomez, MD, Brandon Zagorski, Ms, Therese A Stukel, PhD,
Gordon D Rubenfeld, MD, MSc, Avery B Nathens, MD, PhD, FACS

« Sous-triage » : majoration de la mortalité de 25% dans
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Tableau 1 Liste des critéres de Wittel.

* Traumatisme violent et ce
indépendamment des lésions
initialement apparentes ou
supposées: Traumatisé grave

Evaluation

Critéres de grawvite

Variables
physiclogiques

Eléments de
cinétigue

Lésions
anatomigues

Réanimation
préhospitaliére

Terrain (a
Evaluer)

Score de Glasgow < 13
Pression artérielle systolique = 90 mm Hg
Saturation O <= 90 %

Ejection d"un véhicule

Autre passager décédé dans le mé&me
accident

Chute = & m

WVictime projetée ou écrasée
Appréciation globale (déformation
wehicule, vitesse estimae, absence
casque, absence ceinture)

Blast

Traumatisme pénétrant : téte, cou,
thorax, abdomen, bassin, bras, cuisse
Volet thoracigue

Brilure s&vére, inhalation de fumee
Fracas du bassin

Suspicion d"atteinte médullaire
Amputation au niveau du poignet, de la
chewille ou au-dessus

Ischémie aigug de membre

Ventilation assistée
Remplissage = 1000 mL colloide
Catécholamines

Pantalon antichoc gonflé

Apge= 65 ans

Insuffisance cardiague ou coronarienne
Insuffisance respiratoire

Grossesse (deuxisme et troisieame
trimestre)

Trouble de la crase sanguine

La présence d un seul critére suffit & caractériser la gravitée do
traumatisme, saul pour L terrain ol il s"agit dune évaluation
cas par cas. Par ailleurs, des critéres de gravité extréme &taient
définis car associés a une mortalité trés élevée : pression
artérielle systoligue inférieure & 85 mm Hg (mortalite = 65 %),
score de Glasgow &gal 4 3 (mortalité : 62 %) et saturation en
OZ infériewre 4 80% ou imprenable (mMmortalitée 76 %).
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Traumatisé grave

Survie apres trauma :

- Gravite de la lésion
- Terrain

- Structure approprie
- Soins adaptes

(Simons, J Can Chir 2000; Clarke, J Trauma 2002)
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Smith RF et al. J Trauma 1990;30:1066-1076



Opportunities for improvement in the management of patients

who die from haemorrhage after trauma

D. O’Reilly!, K. Mahendran!, A. West!, P. Shirley?, M. Walsh! and N. Tai'

"Trauma Clinical Academic Unit and chpartmcnt of Intensive Care Medicine, Barts Health NHS Trust, London, UK

Correspondence to: Mr D. O'Reilly, c/o Mr N. Tai, Trauma Clinical Academic Unit, Royal London Hospital, Whitechapel, London E1 1BB, UK

(e-mail: djoreilly@doctors.org.uk)

Traumatisé grave

Missed, delayed or
inappropriate surgery

Misinterpreted, missed,
delayed or inappropriate
radiclogy

Missed or delayed
diagnosis

Fig. 3 Analysis of the interaction between active failures in
diagnosis, radiology and surgery
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Review

approach to trauma services organization?

Barbara Haas and Avery B Nathens
Department of Surgery, University of Toronto, St Michael's Hospital Queen Wing, 3M-073, 30 Bond Street, Toronto, Ontario, Canada MEE 1W8 VS

Comesponding author: Barbara Haas, barbara.haas@utoronto.ca

Published: 10 September 2008 Critical Care 2008, 12:224 {doi:10.1186/ccB880) BaSiC Life Su ppo rt ( BLS) (( Scoop a nd Ru n ))

This article is online at http:fecforum.com/content/1 2/5/224
© 2008 BioMed Central Ltd
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Transport primaire Transport primaire et Mécanismes
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¢ Mécanisme
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‘ Réanimation
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Evaluation de la . Terrain
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‘ Données physiologigues

/

‘ Lésions anatomiques
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Validation Cohort

60

40

ism, Glasgow Coma Scale, Age, and Arterial Pressure
(MGAP): A)new simple prehospital triage score to predict
#y In trauma patients*®

30

Percent of death

10

Danielle Sartorius, MD; Yannick Le Manach, MD; Jean-Stephane David, MD, PhD; Elisabeth Rancurel, MD;
Nadia Smail, MD; Michel Thicoipé, MD; Eric Wiel, MD, PhD; Agnes Ricard-Hibon, MD, PhD; 0
Frédéric Berthier, MD; Pierre-Yves Gueugniaud, MD, PhD; Bruno Riou, MD, PhD

3-17 18-22 23-29
B MGAP score

Figure 2. Percentage of death observed accord-
ing to Mechanism, Glasgow Coma Scale, Age, and
Arterial Pressure (MGAP) score in the derivation
cohort (4, n = 1360) and the validation cohort
(B, n = 1003).
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CRITICAL CARE MEDICINE

Prognostic Significance of Blood Lactate and Lactate
Clearance in Trauma Patients

Marie-Alix Régnier, M.D.,* Mathieu Rauwx, M.D., Ph.D.,T Yannick Le Manach, M.D_%
Yyves Asencio, M.D. M.Sc,* Johann Gaillard, M.D.,* Catherine Devilliers, Pharm. D.,§
Clivier Langeron, M.D., Ph.D. I Bruno Riou, M.D., Ph.D.#

Amencan Joumnal of Emergency Medicine (2006) 24, 237242

The
American Journal of
Emergency Medicine

i
FISEVIER

]
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A .
Diagnostics

Usefulness of hand-held ultrasound devices in
out-of-hospital diagnosis performed by
emergency physicians

Frédéric Lapostolle MD*, Tomislav Petrovic MD, Gilles Lenoir MD, Jean Catineau MD,
Michel Galinski MD, Jacques Metzger MD, Erick Chanzy MD, Frédéric Adnet MD, PhD

SAMU 93, UPRES 3409, Université Paris XIII, Hépital Avicenne, 93009 Bobigny, France
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|'échographie pleuropulmonaire en
Traumatologie:
Quelle formation ?

Pelvic



Mortalité (%)

Préhospitalier
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Staged Laparotomy for the Hypothermia,
Acidosis, and Coagulopathy Syndrome

Emest E. Moore, MD, Denver, Colorado

ACIDOSIS HYPOTHERMIA

THE AMERICAN JOURNAL OF SURGERY® VOLUME 172 NOVEMBER 1996

_ The Journal of TRAUMA? Injury, Infection, and Critical Care

Acute Traumatic Coagulopathy

Karim Brohi, BSc, FRCS, FRCA, Jasmin Singh, MB, BS, BSc, Mischa Heron, MRCP, FFAEM,
and Timothy Coats, MD, FRCS, FFAEM

COAGULOPATHY
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Mortality (%) _ eview Article The Journal of TRAUMAY? Injury, Infection, and Critical Care

6 @ Mo coagulopathy
Coagulopathy
The Coagulopathy of Trauma: A Review of Mechanisms
John R. Hess, MD, MPH, FACP, FAAAS, Karim Brohi, MD, Richard P. Dutton, MD, MBA,
40 Carl J. Hauser, MD, FACS, FCCM, John B. Holcomb, MD, FACS, Yoram Kluger, MD,

A Kevin Mackway-Jones, MD, FRCP, FRCS, FCEM, Michael J. Parr, MB, BS, FRCP, FRCA, FANZCA, FIFICM,
Sandro B. Rizoli, MD, PhD, FRCSC, Tetsuo Yukioka, MD, David B. Hoyt, MD, FACS, and Bertil Bouillon, MD
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Fig. 1. A diagram showing some of the mechanisms leading to
coagulopathy in the injured. Trauma can lead to hemorrhage which
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Contréle du saignement extériorisé

Rossaint et al. Critical Care (2016) 20:100

DOH 10.1186/513054-016-1265-x Critical Care HypotenSion permiSSive

Small volume

\
. q Cotheclamines précoces
[

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

Rolf Rossaint', Bertil Bouillonz, Viadimir Ccrnya'{"%, Tirnothy 1. Coats’, Jacques Duranteaub,
Enrigue Ferndndez-Mondéjar®, Dariela Filipescu'®, Beverley ). Hunt'', Radko Komadina', Giuseppe Nardi'?,

: Mise en condition
Edmund A. M. Neugebauer', Yves Ozier'®, Louis Riddez'®, Arthur Schultz'”, Jean-Louis Vincent'®
and Donat R. Spahnw‘
‘ Luter contre I'hypothermie
/
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SPECIAL ARTICLE ‘

°
A National Evaluation of the Effect Trauma Ieader
of Trauma-Center Care on Mortality

Demetriades D. et al. Relationship betweenAmerican College of * Masse Crlth ue
Surgeons trauma center designation and mortality in patients

with severe traum (injury severity score > 15). J. Am. Coll.
Surg., 2006
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Rossaint et al. Critical Care (2016) 20:100

DO 10.1186/513054-016-1265-x Critical Care

RESEARCH Open Access

CressMark

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

Rolf Rossaint', Bertil Bouillong, Viadimir Cernyg""Sﬁ, Timothy 1. Coats’, Jacques Durameaub,

Enrique Fernindez-Mondéjar®, Daniela Filipescu'®, Beverley J. Hunt'', Radko Komadina®, Giuseppe Mardi',
Edmund A M. Neugebauer', Yves Qzier'®, Louis Riddez'®, Arthur Schultz'?, Jean-Louis Vincent'®

and Donat R. Spahn'g‘

Traitement précoce de la coagulopathie
Protocoles de transfusion massive

Ratio élevé : CGR/PFC/CP
Fibrinogéne ; Acide Tranexamique

Objectifs: HB , PLQ, TP, FIBRINOGENE




Hospitalier

OPEN @ ACCESS Freely available online '-@'-PLOS | QHE

Whole-Body CT in Haemodynamically Unstable Severely
Injured Patients — A Retrospective, Multicentre Study

Stefan Huber-Wagner'*, Peter Biberthaler’, Sandra Hiberle', Matthias Wierer®, Martin Dobritz®,
Ernst Rummeny”®, Martijn van Griensven’, Karl-Georg Kanz', Rolf Lefering®, the TraumaRegister DGU®

1 Department of Trauma Surgery, Elindkum rechis der lsar, Technical Univarsity Munich, Munich, Germamy, 2I1FOM - Institute for Research in Operative Medicine,
University Wittan/Hardecke, Faculty of Health, Cologne, Germany, 3 Department of Trauma Surgery - Campus Innanstadt, Munich University Hospital, Munich, Germany,
A lnstitute of Radiclogy, Klinlkum rechts der lsar, Technical University Munich, Munich, Germany, 5 Committee on Emergency Medicine, Intensive Care and Trauma
Management of the German Trauma Society, Bedlin, Germary

ORrIGINAL RESEARCH

Sonographic Scoring for Operating Room Triage in Trauma

Michael Manka Jr., MD Erie County Medical Center, Department of Emergency Medicine, Buffalo, NY
Ronald Moscati, MD

Krishnan Raghavendran, MD

Aruna Priya, MD

Supervising Section Editor. J. Christian Fox, MD, RDMS
Submission history: Submitted March 9, 2009; Revision Received October 26, 2009; Accepted October 26, 2009
Reprints available through open access at hitpfescholarship.org/uc/uciem_westjem

Traumatisme grave
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Laparotomie écourtée:

Controle du saignement; Exploration; Contréle
de la contamination; Packing; Fermeture

Chirurgie hémostatique et non réparatrice
La plus courte que possible
Reintervention: 15-96 H
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DAMAGE CONTROL RESUSCITATION

E CONTROL HEMATOLOGY
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= 20-30 rminvides = 30 minutes 90 mintes 2 24-48 nours A 2-4 hours e
[— -
‘ ] Operating Room | \ Operating Room
‘ Injory ED Arival Part 1 1 Panz ‘ Part 3
Loss of Physiologic Reserve
Retum 10 Part 1

Ce—.. |10 - ’ ,_._‘l~ =

Open Abdormunal Doﬁnlmcm

Wound of Abdomen
Part 4
Reovaluation of Ability O Granulation of Wound Abd '
Abdominal Wound 1 ,,,,, — Thickness Skin Grah I

= 1-21 days == 10-14 days = 6-12 months =

Reuven Rabinovici, et al. , Trauma, Critical care & surgical emergency. 2010



Take home message

Pas d’improvisation

Organisation et coordination

Sous estimation = piege mortel

Le temps perdu ne se rattrape pas
Réévaluation

Formation ++++++



