ENIKO NOZOKOMEI ABHNGN 24° EtRolo Zepwvaplo Zuvexlopevng latpikng Eknaidsuong %
MANEMIZTHMIO ABHN(QN

> EBviko Kal Kanobiotpiakd
0 EYAITENIZMOZ Nocokopeiouv «EvayyeAiopog», 18-22 PeBpouvapiov 2019

MoAvtpavpatiac oto TEMN - AAyoplOpoc
eruBlwonc yia acBeveic Kat ytatpouc
H mAeupa Tou EVTATIKOAOYOU

2wtnpiov Adapavtia
MveupovoAoyoc-EvtatikoAoyoc

EmtipeAntpla A’ EXY

A’ Naveruotnuiakn KAwiwkn Evtatikng Ogpaneiog EKMA

'NA «o EvayyeAlopog»




L-_;ié”” '__.:."'i_ﬁ.,. o Erjow Eepividpuo Xvvepnlduevnc i ot
Euﬁﬁ’ﬁ lTarpucijc Exnaidevong :I tf'
o Noooxousiov «O Evayyeliopion .

Ahpva, 18 - 22 @effpovapion 2019

AEV VTTXPXEL 6V KPOVEY) GVUPEQPOVTUWV
UE TLC TLXPXKXTW XOPNYOUE ETXLPELEC:

PFIZER, JANSSEN ONCOLOGY, SOFMEDICA,
NOVARTIS, ABBVIE, MSD, WINMEDICA.,
GENESIS, ROCHE, TAKEDA, ASTELLAS,
AMGEN, ANGELINI, ANTIZEA, SERVIER,
BRISTOL-MYERS SQUIBB, ABBOTT, GILEAD,
SANDOZ, BIANE=, RONTIS, MAVROGENIS,
AENORASIS, SPECIFAR, KARYO



[MoAutpavpotioc otn MEO: oTaTLOTIKA OTOLKELOL
MEO 'NA «o EvayyeAlopog»

e 120 sloaywyec otn MEO to 2018 (~1 sloaywyn/yevikn ebnuepio)-
Level 1 trauma center

e HAwkiec 18-45

* [pONYOUUEVWC LYLELG

e 80% tpoyaia atuxnuoata-10% ntwoelg-10% eykavpata

e Eloaywyn amo TEMN i amo xewpoupykn aibovoa

e +TIOAUTPAULATIEC pe povo KPX avtlpetwrion

* +TIOAUTPAUUOTIEC LE ELoaywyn o€ X/KNn, 8/, op6/Kn, V/X KAWLKN....
e [NANPNC ATTOKATAOTAON KOl AELTOUPYLKOTNTA



Trauma team

ICU doctor?

Emergencay
Prhysician

Neurologist

Radioclogy
technician

Trauma team BJA 2014



Trauma call timeline

This suggested trauma team timeline is based on a combination of guidance
from expert opinion and experience of UK emergency departments. It aims
to help clinicians familiarise themselves with the basic principles

-
of organizing and responding as a trauma team, and the —

o%

central role of the trauma team leader. - - -
.
', 1 S~
T-15 Team assembles Declare code red? Team brief e " ¢ . Makeready
= o Inform transfusion Team leader briefs the team ' Equipment
15 minutes m?,i"::::,:z:::“ zpmhson laboratory If a ‘shock with information from the ~
before arrival pack’ is required pre-hospital alert. Team discusses Y  Drugs J
of patient what they expect to happen \ \
\
Initial assessment Patient handover
-1 confirm: d with
Time T _ S received wi Timeof  Mechanism Injuries Signs and Treatment
1 Patent airway. trauma team silence Age m ha A ;
—_— fente = using "AT-MIST" injury ofinjury sustained  symptoms  given sofar

active haemorrhag,

Horizontal assessment
Components of the <C>=ABCD m and initial in il ions (such

[ <c> | A J B _J Cc | D |

as chest and pelvic X-Ray, and blood tests) are carried out by several
people at the same time, coordinated by the trauma team leader.
This allows the team to have the required clinical information quickly

T+0

Immediate

Initial treatment
[FIS=EP — 15L via non re-breather mask

Control of
catastrophic Airway Breathing Circulation Disability

haemorrhage

Example of <C>ABCD Systematic Approach

Amputated limb: Apply tourniquet and compression bandage with

actions

or without to;

To allow rapid administration of blood and blood products

RSI* with Cervica

Blood tests
Full blood count
Blood group and

Foint of care INR testing

Such as ROTEM If patient is on Warfarin

Long bone frac

Review <C>ABCD
Assess whether essential
bodily systems are under
control

Catastrophic Reassess airway and

haemorrhage indications for RSI*
controlled? if not yet performed
T+5

S minutes

" Consider further treatment
after arrival

Chestand Is further Intravenous
pelvic X-Rays access needed?

Situational Update
Immediate CT scan versus transfer to operating theatre

und (FAST' scan)

critical decision making

Secondary survey
May be performed
if patient does not
require time critical
interventions

Set goals on physiology and blood products

T+15
15 minutes
after a I

Ongoing transfusion requirements?

Command huddle Confirm drugs given so far Inform family

Once the initial examination of the The trauma team
ypwlalicle )| patientis complete, a decision on leader and a senior
the next steps of treatment is nurse (usually the
20-30 made by senior members of the scribe) will talk
minutes team. This is then communicated
after arrival to the whole trauma team ‘explain the situation

* RSI = Rapid sequence induction of anaesthesia

Read the full . P
Jaets) 1 ISR ) http://bit.ly/BMtrauma
See more visual . N " N
o e = http://www.bmj.com/infographics

Actual orimpend

Pelvic fracture suspe

Uncensciousness (GCS 8 or less), unmanageable,
or severely agitated patient with a head injury: RSI®

Ventilatory failure: RSI* and consider need for chest decompression:
needle versus thoracostomy versus chest drain insertion

Assess ventilation status
and effectiveness of
chest decompression

al haemostatic agents

ng ainway

compromise
1 Spine control

cted: Apply pelvic binder
res: Splint and assess peripheral pulses

ombative

Consider whether a Reassess
massive transfusion Glasgow
is required Coma Scale

Analgesia
Consider risks and benefits of RSI*. It may be needed
for humanitarian reasons. if patient is in very severe
pain and an operation is planned very soon.

Prepare for transfer

Secure patient and all IV ac

Transfer
If a CT scan has been performed
elsewhere, consider priority transfer to:

Operation theatre

with : o
T e Interventional radiology.

Trauma ward

+ FAST = Focused Assessment with Sonography for Trauma

f - S0 o=ss 75

Before arrival

Patient arrival-handover

Immediate actions-ATLS
Blood tests

+5min: reevaluate (FAST-CXR-pelvis-
intubation?)

+15min: reevaluate (CT scan-
transfusion-transfer preparation

+20-30min: transfer (ICU-ward-
operation theatre-interv radiology)



MetaéV TEN kow MEO: 5621
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1.E=EIAIKEYZH ZTHN ETMNEIFOYZA IATPIKH.

ZYNOAIKOZ XPONOZ EKMNAIAEYZHX &uo (2) £mn

AlKdiwpa eCeldikeuong atnv Etreiyoucda laTpiki £XOUV: d) 000! KATEXOUV HIA ATTO TIC
akoAouBec eI0IKOTNTEC: TlaBoAoyia, Xelpoupyikn, AvaioBnoioAoyia, KapdioAoyia,
[TveupovoAoyia-PupaTioAoyia, OpBotredikn, MNMadIaTpIKh Kal ['evIK 1ATPIKNA, YId TOUC
OTTOIOUC N OldpKela ekTTaideuonc eival dUo (2) £€Tn Kal B) 000l KATEXOUV TOV TITAO
e¢eI0ikeuong EvTaTIKAG @EPATTEIAC YIa TOUC OTToiouC N OIPKEIA EKTTAIOEUONG Eival eva
(1) €TOC.

A) l'a 6ooucg Exouv TiTAO £¢eldikeuong EvTaTikA¢ OepaTtreiag ANV TNG €1I01IKOTNTAC TNG
[TaidiaTpikAC : EKTTaideuon dwdeka (12 ) PAVEC WC akoAouBwc: eva (1 ) MAvA o€
Movdada EvTaTtikin¢ @epatreiag Neoyvwyv Kal Evteka (11) prveg oTta 1atpeia Tou TET.

) MNa auTtoug TToU KATEXOUV MIa ATTO TIC UTTOAOITTEC €IDIKOTNTEC. EKTTAidEUOn €iKOOI
TEOOEPIC (24) MAVEC WC AKOAOUBWCG: dUo (2 ) pAveg AvaiocOnaioAoyia Kal AvaAynaoid,
TEooepIC (4 ) unvec ge Movadec Evratikng [amd eva (1) pnva oe MEG®: Neoyvwy,

[Maidwyv, Kapdliotmabwy kal Meviky ME@], €éva (1 )uriva oto EKAB kal 0ekaetTd (17)
MAVEC oTad laTpeia Tou TETT.



American Journal of Emergency Medicine 31 (2013) 617-620

Contents lists available at SciVerse ScienceDirect

American Journal of Emergency Medicine

journal homepage: www.elsevier.com/locate/ajem

Controversies

ED intensivists and ED intensive care units’*

° Tpal', ua:ﬁuvauu(ﬁ Emergency medicine critical care—a subspecialty of emergency medicine dealing with
KOLT ('IO'T oG the care of the critically ill both in the ED and in the rest of the hospital
n EP intensivist—a physician who has completed a residency in emergency medicine
e vr ! and a fellowship in critical care.
(?Lpauo 4 Bapewq ED critical care—emergency medicine critical care practiced specifically in the ED
naoxovtog oto TE[ ED intensivist (EDI)—EPIs who practice ED critical care as a portion of their clinical time
Resuscitationists—EPs who have additional knowledge, training, and interest in the

* 2UVEXEG mMonitoring care of the critically ill patient

' EDICU—=a unit within an ED with the same or similar staffing, monitoring, and
o
ET[(IVCXE,LO)\OVT] on capability for therapies as an ICU

e ED+ICU model REEIJ—ICU—.a hybrid resusmlf‘almn area and EDICU allowing a department .ln adopt the
ED intensive care model with minimal cost and no changes to the physical plant




[MoAUTPOL LATLOC: TIOPAYOVTEC BVNTOTNTOC

-

Injury Severi

Head & Neck  Carebral Contusion

Face No Injury

Chest Flail Chest

Abdomen Minor Contusion of Liver
Complex Rupture Spleen

Extremity Fractured femur

Extemnal No Injury

Score: ISS |

e T e e e

16

25

o WY o o w

_ InySeverySooe: 50

lﬂ.

1
2 Modarate
3 Serious
4 Severe
5 Critical
6 Survivable

e

ISS
1-8  Minor
9-15 Moderate
16-24 Serious
2549 Severe

50-74 Critical
15 Maximum

4

e Extaon kakwoewv (NISS)
* JUVVOONPOTNTEC
e HAwklo

e Score Baputntac PapewC
niaoyovtoc (APACHE, SAPSII,
SOFA, LODS)

* Closed ICU > open ICU

J Trauma Management and Outcomes 2012; 6:3-10, Annals of Surgery 2006; 244(4): 545-554



Trauma patient: role of ICU

Lo

Early

‘ ATLS ‘

Figure 1 A general approach to early versus late resuscitation.

Prehospital phase
Recognition

Identify cause

Correct mechanical causes
Basic source control

“Damage Control” with
controlled resuscitation

Late

Aggressive resuscitation
-Macrocirculatory stability
-Restore blood volume
-Correct coagulopathyand

physiologic derangement
-Restore homeostasis

Further source control and selective

definitive repair

Evaluate Definitive Surgical
Further resuscitation Trauma Care+ |CU

Re-evaluate

Supportive and long-term care

Scand J Trauma Resusc Emerg Med 2012;20:68-83




MoAutpavpuartiac ota TEM: ICU view

* Mpwtoc EAeyxoc: ATLS-trauma team

e AeutepoC EAeyyxoc: Definitive Surgical Trauma Care (DSTC)—> head to
toe examination , unxaviopnoc Kakwaonc (SOS: KoKWOoeLC GTIOVOUALKNAC
oTtAANC, aoBevnc UTO eMNpPPELX AAKOOA/oUCLWV)

e Tpitoc €Aeyxoc: MEO (missed injuries)-ew¢ 10%

ICU management of trauma patients Critical Care Medicine 2018; 46(12):1991-1997, Critical Care (2016) 20:100-155
Critical Care for the patient with multiple trauma J Intens Care Med 2016;31(5):307-18



MoAutpavpuartiac ota TEM: ICU view

e AvaAynoia + KataoTtoAn

-udaloAapn, devrtavuln/peuidpevtaviln (mpomodoAn: atloSuvopLKn
emBapuvon)

e MnNXOVIKOC OLEPLOLOC

-MNpootateutikoc ( tidal volume 6-8ml/kg PBW)
-PEEP

-e\eyyoc pCO, : 35-40 mmHg (mpocoxn oe KEK)
-FiO, wote Sp0, = 94%

ICU management of trauma patients Critical Care Medicine 2018; 46(12):1991-1997
Critical Care for the patient with multiple trauma J Intens Care Med 2016;31(5):307-18



MoAutpavpuartiac ota TEM: ICU view

e Resuscitation-Aipoduvapuikn utootipén
-dAeBkn mpooBaon
-kpuotaAroeldn (Ringer’s Lactate) 96
-TlapAywya atpatog ; .
-éyKoupn £vapén ayYELOGUOTIOOTIKWV-WOTponwy IEEEN 21
-AlatiApnon Lotikng apdsvong: MA, Stovpnon, lactate/base deficit

-U/S kapdiac ( kapdlakn kakwon)

-ScvO; (Ymixed venous blood)

-Nevpoyevec shock (kakwoelg 22)

-2UVEXNC mapakoAouOnon Kat EMOVEKTLNGN

\ il ~ A\ A .

| | il f N f I N
AT A A A A AN A
S R R

RSN T AR

ICU management of trauma patients Critical Care Medicine 2018; 46(12):1991-1997
Critical Care for the patient with multiple trauma J Intens Care Med 2016;31(5):307-18



Traumatic haemorrhagic shock

Hemodynamic management

Fluid resuscitation
L
Goals of AP
|

Primary goal
Stop the bleeding

v

+

80 = SAP = 90 mmHg

Without TBI

With TBI (GCS <8)
SAP =2 120 mmHg

w

Coagulation management

¥

Tranexamic acid

1g IV followed by
IV infusion of 1g over 8 h

w

Transfusion
Coagulation targets

!

I
'

|

Failure to obtain goals of AP

¥

Early administration of vasopressor

norepinephrine
Start at 0.1 png/kg/min

Without TBI
Hb 7-9 g.dL-1
PT/APTT < 1.5 x normal
Platelets > 50.10° L-1
Fibrinogen = 1.5-2 g.L-1

with TBI (GCS <8)
Hb > 10 g.dL-1

+

v

Titration of fluid resuscitation
indices of preload responsiveness

cardiac output

markers of tissue oxygenation

Prevention of acidosis

Normothermia

lonised Ca++ = 1.1-1.3 mmol/l

Surgical and/or angiographic embolization

bleeding control

Annals of Intensive Care 2013

PT/APTT < 1.5 x normal
Platelets > 100.10° L1
Fibrinogen = 1.5-2 g.L1




Trauma coagulopathy

Trauma IJ—> Hemorrhage j

Inflammation
Resuscitation 4—( Shock ‘
Other diseases |

Medications Dd:j non had E_T = Fibrinolysis

Genetics Hypothermia |Hyputhermia Eean s
1 ,', / consumption
C I h < Acute coagulopathy

oagulopathy of trauma shock

Recreated figure from Sihler KC, Napolitano LM. Complications of massive transfusion. Chest.

20M10;137(1):209-220.



MeTayyLoELC

* JTOXOG Hgb: 7-9gr/dI
e FFP: RBC=1:2
e Tpavefouiko: 1gr poption os 10min, 1gr/8h

e Firbrinogen: av < 1,5-2gr/dl
e PLTs: >50 x 10%It (xwpic KEK), >100 x 10%It (KEK)= 4- 8 povadecn 1
hemonetic
e MapakoAovBOnon nmtnénc (PT,aPTT, INR, Fib)
e Opoppoelactoypadia
The European guideline on management of

major bleeding and coagulopathyCritCareZOIG
following trauma: fourth edition



MoAutpavpuartiac ota TEM: ICU view

e AVTLTETAVLKOC 0pPOC
o AvtLBLOTLKN aywyn
e Triplex ayyeiwv TpaynAou

e Artodpuyn vnoBepuiac-oécwonc (emitaon dtatapaxwyv RENC)
 Eykatpn ewbomnoinon tnc MEG
e AodpaAnc petakivnon

ICU management of trauma patients Critical Care Medicine 2018; 46(12):1991-1997
Critical Care for the patient with multiple trauma J Intens Care Med 2016;31(5):307-18



Transfer critical care patient

e Eknmatdbevpevn opada petadopac (latpoc-voonevtng)  |® e Yoy
* 2tabepomnoinon tou acbevolg mpw T petadopd SEmsSmttr—-
* [1POYPAUUATIOMOC LETAPOPAC

e Juveylon Bepareiag kata tn SLApKeLa TNC LETADOPAC

e Check list ( agpaywyoc, KATO.OTOAN, AVATTVEUOTLKO, KUKAODOPLKO...)
 Monitor-defibrillator

* ‘EAeyxog e&omAlopou (monitor, avarnveuotipag, avtAieg, GLain
oéuyovou....)

e Dappoka
e Team working-communication
e Experience and training are more important than speed!

Intensive Care Society-UK, Crit Care 2015



> KEWELC TOU EVTATLKOAOYOU o

e OPLOTLKN OVTIMETWTILON KAKWOEWV

e EAaXLOTOTOLNON HETAKLVIIOCEWV

e Kataypoto (okeAetikec €AEelc-log roll...)

e AloOnNTIKOTNTA-KLVNTIKOTNTA 0lcBevoUC

e AloBnTtnpla opyava

e Artoduyn KatakAloswv (ypnyopn Kwvntomoinon)

e EAaylotomoinon KataoTtoANG-avaAynoiog-punxovikou aepLopou
e Metatpavpuatiko stress-ayyxoc ( >30%)



BE READY

) ) TO SAVE LIVES,
Euxoplotw oAU ! BECOME A SUPERHERO!
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