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BLOOD IS FOR BLEEDING.
SALTWATER IS FOR COOKING PASTA.

- SPINELLA, 2017




Dans les situations hémorragiques

En traumatologie Hors fraumatologie

e HEmorragies digestives
e HEmorragies gyneco
e HEmorragies ORL

e AAA




Transfusion
orehospitaliere
en
fraumatologie
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Fig. 1. (A) Bartlefield mortality location (n = 4596): (l)
potentially survivable; (M) nonsurvivable. (B) Injury/physiologic
focus potentially survivable acute mortality (n = 976). MTF =
medical treatment facility.

Eastridge BJ et al. J Trauma Acute Care Surg, 2012.



Table 2 American College of Surgeons Advanced Trauma Life Support (ATLS) classification of blood loss based on initial patient
presentation. Signs and symptoms of haemorrhage by class

Parameter Class | Class Il (mild)

Class lll (moderate) Class IV (severe)

Approximate blood loss 5% 15-30%
Heart rate /4
Blood pressure

Pulse pressure

Respiratory rate

Urine output

Glasgow coma scale score

Need for blood products Maonitor Possible

Table reprinted with permission from the American College of Surgeons [53]
Original data from Mutschler et al. [54]
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Massive transfusion protocol

*Base excess is the quantity of base (HCO, ™, in mEq/L) that is above or below the normal range in the body. A negative number is called a base deficit and indicates

metabolic acidosis




MESURES DAMAGE CONTROL PLACE DE LA
D'HEMOSTASE RESUSCITATION TRANSFUSION ¢



7 N / ~ :

R1 R2 3 5 - .

Minimal elapsed time Local bleeding Ventilation R4 et s
management

Pre-hospital H
Endotracheal intubation or alternative airway manii blood dp t & p reve ntlo n Of
Severely injured patients should wan should be performed without delay in the prese) 00d product use
be transported directly to an Local compression should be applied

airway obstruction, altered consciousness [GC] i further bleedlng
appropriate trauma facility. to open wounds to limit life-threatening

hypoventiation or hypoxaemia. Hypoxaemiash: -

The time elapsed between bleeding. A tourniquet should be applied || avoided and normoventilation applied. Hyperoxae
injury and bleeding control to open extremity injuries as an adjunct be applied in the presence of imminent exsangu
should be minimised. in the pre-surgical setting. Hyperventilation may be applied as a life-saving

\ in the presence of signs of cerebral hemiatio

No recommendation
at this time.

Rossain et al., critical care, 2023.




AIDE COGNITIVE TRAUMA - PRINCIPES DAMAGE CONTROL/CHOC PRE-HOSPITALIER PATIENT ):""

ANTICIPER . , _— : . . . )
CRITERES GRAVITE INSTABILITE HEMODYNAMIQUE, HEMORRAGIE ACTIVE EVIDENTE, DETRESSE RESPIRATOIRE, LESIONS GRAVES MULTIPLES EVIDENTES

Identifier et traiter les besoins vitaux : Libération voies aériennes (subluxation/canule)
A/B/C/D/E Oxygénation
A=Airaray (Voies aériennes), B=Breathing (Ventilation), C=Circulation Envisager décompression rapide (exsufflation,

v (Hémodynamique), D= Disability, (Conscience/GCS), E=Exposure (Exposition/Autres) thoracostomie) choc spinal, ...

Envisager autres causes de choc
Pneumothorax, trauma cranien,

.
( HEMOSTASE HYPOTENSION PERMISSIVE ACIDE

* Garrot pneumatique ou tourniquet : OXYGENATION ET CONTROLE DES PAS 0-90 mmHg, PAM 60-65 (PAS > 110 si trauma TRANEXAMIQUE

pose immédiate « réflexe » si hémorragie VOIES AERIENNES cranien ou medullaire) 12 IV sur 10 min

active Rééwvaluation puis « conversion » Subluxation, canules oropharyngée, ; : Puis 1g sur 8h iv
secondaire en packing compressif dés intubation (voir fiche), EXPANSION VOLEMIQUE A FAIBLE VOLUME Pas aprés 3H post-
que possible. Cricothyroidotomie Abords IV ou 10 trauma

+ Compression plaies, packing, suture scalp... Eviter induction et ventilation contrdlée Bolus cristalloides 250ml, limiter & 1000ml

*» Ceinture pelvienne +/- garrot jonctionnel ...

PREVENTION HYPOTHERMIE
Couverture de survie, couverture chauffante, chauffage ambulance, enlever les habits
mouillés.

EVALUATION GLASGOW COMA SCALE (SCORE MOTEUR) ET PUPILLES

T . . : PREVENTION ACSOS** si trauma crinien ou médullaire
15-30 min NO_RA,D;]RENALIN_E PfECOClE Evaluation neuro GCS/pupilles, osmothérapie si anomalie pupilles/GC5<5
Apres echec expansion >1000 m Objectifs: SpO2 94-98%, PAS > 110 mmHg, ETCO2 30-35 mmHg si

i N :
PAS cible 8?__90 mm H?’ 110 mmHg ,S_' Ventilation, température 35-37°C, glycémie 8-10mmol/l
Trauma Cranien; Possible sur VWP, utiliser

faible concentratign SCaacc =rAgression Cérébrales Secondaires d*Origine Systémique

AUTRES MESURES ? ECHOGRAPHIE ?

Transfusion seulement en cours d’évacuation si choc hémeorragique avec plasma COMALUATION Transmission structurée a l'arrivée
(ev PLYQ) et/ou CGR immeédiatement disponibles (idéalement ratio 1/1). W\ pré-alerte centre receveur, si choc ATMASTER ) _
NE JAMAIS RETARDER UEVACUATION POUR ATTENDRE PSL ¥ma cranien grave (Age/Temps/Mécanisme/Atteintes/Signes/

Traitements/Recommandations)
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Hemorragies
non
fraumatigues




50 patients
21 hémorragies digestives, 6 HPP, 3 AAA
Médiane PSL tansfusés = 2CGR + 1 PFC

Amélioration du Sl apres transfusion (1,39
vs 0,97, £<0,001)

Kodakadath et al. Scandinavian Journal of Trauma,
Scand J Trauma Resusc Emerg Med ~ (2025) 33:191 . . ..
https://doi.org/10.1186/513049-025-01495-7 Resuscitation and Emergency Medicine
RESEARCH Open Access
. . ()
Pre-hospital blood transfusion ol

in non-traumatic major haemorrhage:
a retrospective observational study

Harsha Kodakadath'", Sean Dillane', Jo Griggs', Rob Greenhalgh'?, Scott Clarke', Harriet Tucker' and Air
Ambulance Charity Kent Surrey Sussex
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Field DCR & In-Hospital DCR Post-Resuscitation &

Primary Prevention
Early Prehospital Blood Recovery

Control of Compressible Hemorrhage &  Rapid Transport to Definitive Hemostasis System-Level Quality &
Early Recognition of Shock Definitive Care Research Considerations

FIGURE 2 Updated hemorrhagic shock chain of survival.

Wend et al., Transfusion, 2026.
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