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SWAN 2023 TRAUMA, CRITICAL CARE & EMERGENCY SURGERY CONFERENCE  
  
It is with very great pleasure that we once again welcome you to the SWAN Trauma, Critical Care and 

Emergency Surgery Conference. With another world renown international faculty from Canada, the United 

States, New Zealand, the United Kingdom and South Africa as well as our own national experts in trauma 

care, this conference promises to be a fantastic mix of lectures, great debates, interactive case scenarios, 

key note speeches, prize winning competitions and Q and A sessions. There is also our popular free paper 

session for all to have a chance at presenting their current work and scientific research. 

SWAN 2023 will ask the difficult questions in our popular “Hard Talk” sessions as well as have heated 

discussions on the controversies and complexities of trauma and emergency surgery care. We will focus 

on Disaster Management exploring this from a number of perspectives. Our annual great debate will again 

entertain and our real life case scenarios will continue to generate great dispute, deliberation and 

discourse. We will again have our dedicated Nursing Forum which last year was immensely well received. 

New to this year’s program will be a Radiology session and a dedicated Regional and Rural session.  

In the last SWAN Conference we were extremely privileged and honoured to have Dr Richard Harris, the 

world famous cave rescue Specialist, speak with us about his extraordinary Thai mission and take a long 

Q and A session which was absolutely phenomenal. In SWAN 2023 we hope to have another “Special” 

surprise guest which will be announced on the day.  

SWAN 2023 will for the second time have a preconference section on the Thursday, with three Courses. 

The first one for those of you interested and passionate about quality in trauma care and performance 

improvement, we will be running TOPIC (Trauma Outcomes and Performance Improvement Course). The 

second Course will be a Disaster Management and Emergency Preparedness Course and the third Course 

will be an Emergency Abdominal Surgery Course.  

We look forward to seeing you at Australia's leading Trauma, Critical Care and Emergency Surgery 

Conference for an excellent two days of education, entertainment and inspiration and a great 

preconference day of workshops. This conference will ensure you are up to date with the latest and 

greatest innovations and research in trauma and emergency surgery management as well as give you the 

privilege of sharing the vast experience and knowledge of our faculty of experts as well as other delegates 

involved in trauma care. 

 

   

 Dr Valerie Malka        Dr Scott D’Amours          
Conference Co-Convenor       Conference Co-Convenor  
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GENERAL INFORMATION 
 

WIFI Access - WIFI is all complimentary through the function and accommodation rooms. No password is 
required just click on Sheraton and then connect now. 
 
SWAN 2023 Feedback - Go to link emailed to you pre-conference 
 
Questions and Comments - We want to make sure we address your most important questions and 
concerns at today’s event. There will be microphones setup and we encourage you to stand up and 
engage with the speakers and other attendees by asking questions.  
 

     facebook.com/Swan/Traumaconference    twitter.com/SwanTrauma 

 
CPD/CME Points - This educational activity has been approved for the RACS CPD 
Program qualifying for 15 points in the Maintenance of Knowledge and Skills Section. 
For other Colleges please submit your attendance certificate to the relevant CPD/CME 
department in order to redeem credits/points. 
 

 
Venue – Sheraton Grand Sydney Hyde Park 161 
Elizabeth Street, Sydney Grand Ballroom, Level 2. 
 
Car Parking – Parking available at Sheraton Grand 
Sydney Hyde Park. 161 Elizabeth Street, Sydney. Valet 
Parking @ $68.00 per day and self-parking @ $58.00 
per day. Please see Conference organisers at the 
registration desk to obtain a discounted parking voucher. 
In addition the Domain Car Park is available with entry via 
St Mary’s Road Sydney. Information regarding rates can 

be found at domaincarpark.com.au/rates-a-times.  
 
 

Transport - Sheraton Grand Sydney Hyde Park is only a two minute walk from St James station. 
 

Conference Catering - Morning/ afternoon teas as well as lunches will be served in the in the Hyde 
Park room located on level 2 and in the foyer space next to the Hyde Park room. 
 

Industry Exhibition - Sponsor exhibits are located in the Hyde Park room and the foyer area just 
outside the Hyde Park room. Please make sure you complete your exhibition passport in order to be 
eligible for a prize.  
 

Registration Desk - Desk will be located in the pre function area outside the grand ballroom. Name 
badges and satchels must be collected prior to entry to the conference. Staff will be available at the 
registration desk on Friday from 06.30am, and on Saturday from 07.30am. 
 

Scientific Program – Plenary sessions will be run in the Grand Ballroom. The Grand Ballroom will be 
split into Ballroom 1 and 2 for the concurrent session. 

https://twitter.com/SwanTrauma
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GRAND BALLROOM AND INDUSTRY EXHIBITION FLOOR PLAN 
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INTERNATIONAL FACULTY 
 

 

 
 
ANDRE CAMPBELL  
 
 

Dr. Campbell is currently Professor of Surgery at the University of California, San 
Francisco, School of Medicine.  In addition, he is also an attending trauma surgeon at 
Zuckerberg San Francisco General Hospital and Trauma Center.  Dr. Campbell 
attended Harvard University and the University of California, San Francisco and 
received his MD degree in 1985.  His formal training was at Columbia University 
Medical Center in New York City. Dr. Campbell is fully trained in internal medicine, 
general surgery, and surgical critical care.  He has been on the faculty at University of 

California, based at San Francisco General Hospital for the past two decades.  His research and clinical 
interest is the ICU care of trauma patients, acute lung injury after trauma, the abdominal compartment 
syndrome, and surgical education.  Dr. Campbell is one of the most decorated surgical educators at UCSF 
with accomplishments celebrated locally at UCSF and nationally.  He was recognized for his educational 
accomplishments as a founding member of the Haile T. Debas Academy of Medical Educators. In 2003, 
he was appointed Endowed Chair of Surgical Education at University of California, for two five-year 
terms.  He served as Clerkship Director for the third-year medical student undergraduate education 
program all the UCSF hospitals over a twenty-year period.   Dr. Campbell has directed the Surgical Critical 
Care Fellowship at the University of California, San Francisco for 22 years and has trained many fellows 
who now practice trauma, surgical critical care and acute care surgery around the United States and the 
World. In the past, he served as Medical Director of the Trauma Intensive Care Unit at the Zuckerberg San 
Francisco General Hospital for 20 years. He was selected to serve on the Verification Review Committee 
of the American College of Surgeons Committee on Trauma. In addition, he serves on the Board of 
Governors of the American College of Surgeons Executive Committee and he is now Secretary for the 
organization. He has served on the ACS/COT Central Committee.  He was given the honor of presenting 
“The Last Lecture 2016” at UCSF by a majority of students from all five graduate programs.  Dr. Campbell 
was appointed the Inaugural Vice-Chair for Diversity, Equity and Inclusion at in the Department of Surgery 
at UCSF, School Of Medicine. He’s been as a full member of the American College of Surgeons Master 
Surgical Educators. He was recently appointed Adjunct Professor to the Uniform University of the Health 
Sciences. He is also the author of numerous articles, abstracts and has lectured throughout the United 
States and around the world.  Dr. Campbell is a master surgeon, teacher, mentor, clinical researcher, and 
clinical educator in the department of surgery at UCSF.  
 
GRANT CHRISTEY 
 
 

Dr Grant Christey is a general surgeon and trauma specialist in Hamilton New 
Zealand. His primary roles are Head of Trauma Department at Waikato Hospital, A 
level one trauma facility in New Zealand, and clinical lead of the Te Manawa Taki, 
formerly Midland Trauma System. He is an Honorary Associate Professor in Surgery 
at the University of Auckland, Waikato Clinical Campus. He leads the Te Manawa Taki 
Trauma Research Centre and has commitments to a range of internal and external 
agencies dedicated to the welfare of the community. He is involved in many facets of 

surgical and trauma governance, education and research in Australia and New Zealand, and currently 
holds positions with RACS Trauma Committees, Australia and New Zealand Trauma Registry, AusTQIP, 
Australasian Trauma Society. He is the current National delegate for ISS/SIC and has a range of other 

https://www.google.com.au/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=2ahUKEwjqhcO7763iAhWSSH0KHRpYBaEQjRx6BAgBEAU&url=https://surgery.ucsf.edu/faculty/general-surgery/andre-campbell,-md.aspx&psig=AOvVaw3DnuxRUZCnunS9H4Od_1Sy&ust=1558570940465456
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regional and national roles dedicated to better patient healthcare. He has special interests in trauma 
research, trauma quality improvement and injury prevention. Clinical interests include general surgery, 
complex hernia and abdominal wall reconstruction. His research primarily involves the application of 
complex trauma-related data to reducing the burden of trauma. He is dedicated to providing patient-
focused care of the highest quality. Patients first. 

 

JAY DOUCET  

 
 

Jay Doucet, MD, is Professor and Chief of the Division of Trauma, Surgical Critical 
Care, Burns, and Acute Care Surgery and Director of Emergency Management at 
University of California San Diego. He has presented on topics related to trauma 
and surgical training both nationally and internationally. His articles on topics such 
as trauma, ultrasound, and transfusion management have been published in peer 
reviewed journals. Prior to joining UC San Diego Health, Dr Doucet was an attending 
surgeon at the U.S. Navy Trauma Training Centre at Los Angeles County Medical 
Centre, followed by two years at the University of British Columbia, where he was 
responsible for expanding the mission of the Canadian Forces Trauma Training 

Centre as Medical Director. Dr Doucet has served on several overseas tours as a military surgeon in 
Afghanistan, Bosnia, Desert Storm, and also served in the Royal Canadian Air Force for 22 years as an 
active duty as general surgeon and flight surgeon. He is US and Canadian board certified in surgery, 
surgical critical care and neurocritical care is also a registered diagnostic medical sonographer (RDMS). 
He is a Governor of the American College of Surgeons (ACS).  He chairs the Transfusion and Emergency 
Management Committees at UC San Diego Health. He has received numerous awards, including the 2018 
Emergency Medicine Health Care Hero Award from the San Diego Business Journal and an honorary 
medal from the American Association for the Surgery of Trauma in recognition of his contributions to 
combat surgery. 
 
HEIDI HOTZ 
 
 

Heidi Hotz is an executive trauma nurse leader overseeing the Level I trauma 
program at Cedars-Sinai Medical Center. She has served in the elected position of 
President for 4 trauma professional organizations: The Society of Trauma Nurses, 
The American Trauma Society, The Trauma Managers Association of California, 
and the Los Angeles Association of Trauma Program Managers. She is the recipient 
of the STN’s Trauma Leadership Award. She was awarded the Eastern Association 
for the Surgery of Trauma Honorary Membership; being the second nurse to receive 
this honor. She is a senior survey team member for the American College of 
Surgeons Trauma Systems and Evaluation Program. She was appointed the first 

Chair of the ATCN National-International Committee by the STN Board of Directors. Heidi spearheaded 
this educational initiative to attain ACS COT approval of this program collaborating with the ATLS 
Subcommittee. She has been an invited expert participant for many national trauma initiatives and projects 
such as the ATS Leadership Forums, the screening & brief intervention for alcohol in trauma initiative, the 
Model Trauma System Plan work group, and patient centered care initiatives, to name only a few. 
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ERIC REVUE 
 

Eric Revue is an Emergency Physician Toxicologist and Head of the Emergency 
Department and Prehospital Medical Service (SMUR, SAMU of Paris) of 
Lariboisiere Hospital, APHP, Paris. Dr Revue is also Chair of the Prehospital 
Section of EuSEM & past Co-Chair of the Clinical Practice Committee of the 
International Federation of Emergency Medicine (IFEM). He is on Scientific 
Committee of French National Society of Emergency Medicine (SFMU) and Editorial 
Boards of the Turkish Journal of Emergency Medicine and the Canadian Journal of 
Emergency Medicine  

 
 
ALON SCHWARTZ 
 
 

Dr. Schwartz is the Director of Trauma at Shaare Zedek Medical Center, Level 1 
Trauma Center, located in Jerusalem city center. He was trained as a general 
surgeon at Shaare Zedek, and completed a two-year fellowship at Ryder Trauma 
Center, Jackson Memorial Hospital, Miami, Florida. Dr. Schwartz has completed 
additional comprehensive training in the U.S., Europe, and Israel. Dr. Schwartz 
is a reserve Lieutenant Colonel in the Israel Defense Forces (IDF), an 
experienced veteran in the Medical Corps of the IDF and the Israeli Air Force 
(IAF). He has served as Doctor of Medical Airborne Evacuation, and currently 

serves as an active reservist in the elite 669 Rescue and Medical Evacuation Unit of the IAF. The unit 
treats and evacuates civil and military emergency victims by air transport rescue operations. Dr. Schwartz 
serves on the committee of the Israel Emergency Surgery and Trauma Society and the Israel Ministry of 
Health National Committee for Trauma. 
 
 
MICHAEL SUGRUE  
 
 

Dr Sugrue qualified from University College Galway Ireland in 1981, with 
many undergraduate awards. After 8 years in Ireland he went to Australia. 
During his 20 years at Liverpool Hospital, he was academic Professor of 
Surgery at University of New South Wales, Trauma Director and obtained his 
MD in 2002 for his work on Intra-abdominal Pressure and Renal Failure, 
which he published widely. He is cofounder and ex-president of World Society 
Abdominal Compartment Syndrome and was convener of the 2nd and 4th 
World Congresses. He has many awards for pursuit of educational initiatives 
including the ESR Hughes Medal from RACS in 2008. He enjoys patients and 

is a very hands-on working surgeon. He has a keen interest in technical aspects of surgery and patient 
outcomes.  He has published over 300 papers, over 9000 citations and H factor of> 40. SWAN Conference 
was his 5th child. Michael is currently Emergency and Breast Surgeon in Letterkenny Hospital and Galway 
University Hospital Ireland. He has developed many courses in Emergency Surgery, including EASC, 
which is now one of the world’s most popular Emergency Abdominal Surgery Courses, taught in 10 
countries, with. SWAN 28, being the first time in Australia. Michael received the Orazio Campione Prize 
for services to Emergency Surgery in 2019. He received an 8.4 million EU grant to evaluate emergency 
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surgery. He has a passion for innovation and digital solutions to human challenges in medicine. A keen 
photographer, his imagery is featured on wild_atlantic_photographer.  He writes poetry and enjoys slow 
cycles between coffees with Pauline. His coffee table book, a collection of poetry and photography, 
Donegal’s Atlantic Way 2019, was joined by his second photographic book Hidden Donegal in December 
2022  
 
 
MARTIN SCHREIBER 
 
 

Dr Schreiber is the Trauma Medical Director and the Chief of the Division of 
Trauma, Critical Care and Acute Care Surgery at Oregon Health & Science 
University. He is the immediate past Chairman of the Trauma Center Association 
of America.  He is a Colonel in the US Army Reserve and has been deployed to 
Iraq and Afghanistan and has served as the Joint Theater Trauma System 
Director. He is an Adjunct Professor of Surgery at the Uniformed Services 
University of the Health Sciences. Dr Schreiber is also the Director of the Trauma 
Research Laboratory, the Army Civilian Trauma Training Team and the Donald 
D. Trunkey Center for Civilian and Combat Casualty Care at OHSU.   The 
Trauma Research Lab has been continuously funded by federal sources since 

2001. Lab research interests include prehospital treatment of traumatic brain injury, resuscitation of 
hemorrhagic shock, hemorrhage control and development of novel blood products. Current funding 
sources include the Department of Defense, the NIH and private industry. The lab is engaged in over 40 
investigational protocols at OHSU. Dr Schreiber is considered a leader in the trauma community and has 
been an invited speaker throughout the United States and around the world. 
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 NATIONAL FACULTY 
 

 
TABBY AHMAD 

Tabby is a UK-trained surgeon who completed her higher surgical training in General Surgery (sub-
speciality: Vascular) in the West Midlands. She attained her Certificate of Completion of Training (CCT) 
and a place on the GMC Specialist Register (CCT) in April 2018. After securing her consultancy at 
University Hospitals Birmingham NHS Foundation Trust, she came to SWSLHD 'just for a year' in February 
2019 and has worked here ever since, first as a Clinical Superintendent in the Department of Vascular 
Surgery before being appointed as a Staff Specialist in August 2021. She has taken a lead in the 
department for research activity and district-wide service improvement projects. Within vascular surgery, 
her interest is in the complex management of neuro-vascular diabetic foot disease and is affiliated with the 
South West Sydney Limb Preservation and Wound Research Unit, ICON and SPHERE Cardiac and 
Vascular Health Clinical Academic Group (CVH CAG). 

 
BRYAN BARRY 
 
Dr Barry is an Interventional Radiologist practicing at Liverpool and Sydney South West Private Hospitals. 
He graduated from Medicine in 2007 from University College Dublin and undertook residency at Prince of 
Wales Hospital from 2008. He underwent training at Royal Prince Alfred from 2011 and became a fellow 
of the Royal Australian and New Zealand College of Radiology in 2016. During his training he completed 
a fellowship in Breast Radiology through RPAH and Breast Screen NSW. In 2017 Dr Barry undertook a 
fellowship in Interventional Radiology at Guys and St Thomas' Trust in London. He specialises in minimally 
invasive image-guided procedures and has a particular interest in trauma diagnostic and interventional 
radiology as well as women's health and the expanding role of interventional radiology. He is also 
passionate about interventional oncology, in particular ablative therapy as well as venous intervention. 
 
MILAN BASSAN  
 
Dr Bassan is a consultant gastroenterologist, therapeutic endoscopist and the Head of Department 
Endoscopy at Liverpool Hospital. He undertook his general gastroenterology training in New South Wales 
and subsequently undertook clinical fellowships in advanced therapeutic endoscopy at Westmead Hospital 
and at the Therapeutic Endoscopy Group at St Michael’s Hospital, Toronto, Canada. He has a particular 
clinical interest in therapeutic endoscopy especially novel techniques in endoscopic management of acute 
gastrointestinal emergencies, GI bleeding, complex ERCP, advanced endoscopic resection techniques 
(EMR and ESD), POEM and therapeutic EUS.  
 
ADITYA BENJAMIN 
 
Dr Benjamin is the acute care and trauma surgical fellow at Liverpool Hospital.  He underwent surgical 
training in India and CMC Vellore, where he worked as a consultant prior to moving to Australia. He has 
worked in multiple Level 1 Trauma centres across NSW. He has more than 9 years of experience in acute 
and trauma care surgery and is faculty for EMST (ATLS) and DSTC programs. He is globally appreciated 
for his calm demeanor even in hectic situations, his commitment to teaching, and his broad knowledge. 
He is also an avid block-chain and sustainable energy enthusiast. 
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JOHN CROZIER   
 
Dr John Crozier is a vascular and trauma surgeon at Liverpool Hospital. He has chaired the binational 
Trauma Committee of the Royal Australasian College of Surgeons since 2014. He serves as vascular 
surgical specialty representative on the RACS Council. He held role as Brigadier Director General 
Australian Defence Health Services – Army Reserve, and had deployed operationally on several 
occasions, the first, 25 years ago, to Rwanda. He is co-chair of the National Alliance for Action on Alcohol. 
Has recently co-chaired an inquiry into the National Road Safety Strategy 2011-2020. 
 
 
SCOTT D’AMOURS 
    
Dr D’Amours is a Trauma Surgeon at Liverpool Hospital in Sydney. He is an enthusiastic trauma & surgical 
educator and senior lecturer in Trauma at the University of New South Wales. He is a member of the Royal 
Australasian college of Surgeons Trauma Committee & is currently the Chairman of DSTC Australasia as 
well as a member of the International DSTC Committee of IATSIC.  
 
 
YASSER FAROOQUE   
 
Dr Farooque is a General and Upper GI surgeon at Liverpool Hospital with the workload spanning across 
all facets of General surgery along with benign and oncological complex Oesophago-gastric and 
Hepatobiliary and Pancreatic surgery. He also deals with retroperitoneal sarcomas. He is a fellow of the 
Royal Australian College of surgeons, and a national fellowship trained member of the AANZHPBA and 
the AANZGOSA (the associations for HPB and Gastro Oesophageal surgery in Australia and Aotearoa 
New Zealand). He is fellowship trained in Multivisceral abdominal organ transplantation and Sarcoma 
surgery and is an active member of RACS section of Surgical Oncology, section of Upper GI/HPB/Obesity 
surgery and the academic surgery committee. Along with the provision of emergency and elective General, 
Upper GI and HPB surgery, his major interest is surgical education and quality improvement and to that 
end he leads the American college of Surgeon’s NSQIP program in Liverpool hospital.  
 
 
AILENE FITZGERALD 
 
Dr Fitzgerald is a General and Trauma Surgeon and Director of the ACT Trauma Service based at 
Canberra Hospital. She is Chair of the ACT Trauma Committee, co-opted RACS Council member, ACT 
Chair of RACS Trauma Subcommittee, previous Chair and Committee member of RACS ACT, and 
regularly contributes as faculty at Australian Trauma conferences and courses. Dr Fitzgerald is a 
Commander in the Navy Health Reserves, having joined the Royal Australian Navy in 1991 as an 
undergraduate medical student.  She served in a number of establishments and ships and completed 
many deployments, most recently in the Middle East Area of Operations. She has a passion for trauma 
systems of care and is committed to further developing Trauma Services across Canberra and its 
surrounding regions. Outside of surgery, she is a mother and step mother to six teenage children and 
enjoys quality time with family and friends, appreciating the importance of a healthy work-life balance. 
 

LAI HENG FOONG    

 
Dr Foong is a Senior Emergency Staff Specialist based in Sydney who has a passion for Public Health, 
including Domestic violence, Disaster preparedness, Climate Change and Health, Indigenous Health and 
the social determinants of health. She has a Master’s in Public Health at Johns Hopkins Bloomberg School 
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of Public Health in Baltimore, Maryland, U.S.A.  As an emergency trainee she completed a research project 
on Domestic violence (DV) in patients presenting to the Emergency Department. She is currently the Chair 
of the Public Health and Disaster Committee of the Australasian College for Emergency Medicine (ACEM). 
She is the Clinical lead of the NSW ED Community of Practice (CoP) in Covid-19 Pandemic Response.  
She has written and presented on DV and its health impacts at medical conferences and continue to 
advocate for people who have suffered DV. She recently joined the Board of Directors at Bonnie’s, an 
organisation offering support to victims of DV. 
 
  
NEVENKA FRANCIS 
 
Nevenka Francis is the District Trauma Clinical Nurse Consultant, with a clinical background in emergency 
and intensive care who has completed a postgraduate certificate in ICU and Masters in Public 
health.  Nevenka is an AUSMAT trained as well an EMERGO instructor and regional EMST coordinator. 
Nevenka is also a conjoint lecturer with The University of New South Wales.  Nevenka has a strong interest 
in disaster preparedness and management, education delivery across the district and injury 
prevention.  Nevenka is also the coordinator for the P.A.R.T Y (Prevent Alcohol and Risk-Related Trauma 
in Youth) Program at Liverpool Hospital. 
 
 
BRUCE FRENCH  
 
Dr Bruce French is Head of Cardiothoracic Surgery at Liverpool Hospital and has vast experience in 
Trauma. 

 
STEVEN FROST 
 
Steven Frost is part of the South Western Sydney Nursing and Midwifery Research Alliance, based at the 
Ingham Institute of Applied Medical Research, Liverpool Hospital. Steve has been employed as a 
registered nurse by the SWSLHD since 1994 and started lecturing at Western Sydney University in 2005. 
Having been a Clinical Nurse Specialist and Clinical Nurse Consultant in intensive care, prior to joining 
WSU. Steve has a post-graduate certificate in intensive care nursing from Liverpool Hospital, a Masters 
of Public Health and a PhD in Epidemiology from the University of New South Wales. Steve has a field 
weighted discipline specific citation index of 3.2 and has been recently recognised in the top 2% of nurse 
scientist worldwide. Steve is a lead investigator on a number of clinical research projects, which have been 
successful is securing over $4.2 million in research funding. 
 
ALAN GILES   
 
Dr Giles graduated from UNSW in 1986 and gained his Fellowship in Emergency Medicine in 1995. Since 
then he has worked mainly in the South West of Sydney as an Emergency Physician at Liverpool Hospital 
and later Campbelltown Hospital. Presently Dr Giles works as a medical educator in South West Sydney 
and clinician in the Sydney Adventist Hospital. His interests are in medical education, simulation and point 
of care ultrasound. He runs the “You tube” channel “EM topics in one coffee”. Alan is happily married with 
2 adult daughters and 2 large unpredictable ginger cats. One day he hopes to speak passable Spanish 
and take decent travel photos.  
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ANTHONY GRABS 
 
Dr Anthony Grabs, MBBS FRACS (general and vascular), has been the Trauma Director at St. Vincent's 
Hospital in Sydney since 2003 and is also and Surgical stream Director with the same 
organisation.  Associate Professor Grabs is a practicing vascular surgeon and enjoys teaching trauma to 
junior doctors and medical students at UNSW. He is also a Medical Officer (Colonel) in the Army Reserve. 
 
 
GEOFF HEALY   
 
Geoff is an Anaesthetist and also the Director of the Trauma Service at Royal North Shore Hospital in 
Sydney, NSW. In addition to this, Geoff also the Deputy Medical Manager of Sydney HEMS, part of NSW 
Ambulance. Geoff is a ANZCA SOT and is one of the two ANZCA representatives on the Conjoint 
Committee for the Diploma of Prehospital and Retrieval Medicine. Geoff is a passionate educator, disruptor 
and change management facilitator, and likes to use made up words. He has a more competent 
Anaesthetist as his wife, two human children and two feline children.  
 
 
MARTIN JARMIN 
Dr Jarmin is a Trauma and General Surgeon currently based in Perth, Western Australia. He is a full time 
Consultant at the State Major Trauma Unit at Royal Perth Hospital which is the sole Level 1 Trauma Centre 
for the entire state of Western Australia, and one of the busiest in the country. He is also an active 
Consultant in the RPH Department of General Surgery, participating in the Acute Surgery Unit roster. He 
is also Supervisor of the Surgical Stepdown (Trauma) Unit at Bentley Hospital. Dr Jarmin previously 
worked as a Clinical Associate in Cardiothoracic Surgery at the Singapore National Heart Centre. He has 
had extensive experience in resource limited environments having worked as a War Surgeon for Medecins 
Sans Frontieres (Doctors Without Borders) and EMERGENCY (Life Support for Civilian War Wounded) as 
well as ASPEN Medical in different conflict zones and disaster areas around the world. He has completed 
Trauma Fellowships at Liverpool Hospital in Sydney and John Hunter Hospital in Newcastle NSW.  
 
 
HELEN JOWETT  
 
Helen is the current President of the Australian & New Zealand Trauma Society & the Trauma Program 
Manager at The Royal Children’s Hospital Melbourne She is the International Director with the Society of 
Trauma Nurses. Helen is an active member of the Royal Australasian College of Surgeons, Trauma 
Verification Committee & she is a member of the Victorian State Trauma Committee, Trauma Case Review 
Group. She is actively engaged with trauma education where she is a Senior Coordinator for the Early 
Management of Severe Trauma (EMST) Course, & the Emergency Trauma Management (ETM) Course.  
She has a passion for quality improvement that leads to improved patient care & outcomes. 

 
LEON LAM 
 
Dr Lam is a Senior Radiologist at Liverpool Hospital and Clinical Supervisor for Emergency and Trauma 
Radiology. His focus is on acute and critical care imaging with an additional interest in thoracic imaging. He 
is a Conjoint Clinical Lecturer at the University of Western Sydney and provides post graduate teaching to 
Radiology, Emergency Medicine and Intensive Care Medicine trainees. He is considered part of the Trauma 
Department and is regularly involved directly in the trauma activations and resuscitations. 
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PAUL LAMBRAKIS 
 
Dr Lambrakis is the Deputy Director of the Trauma and Acute Care Surgical Unit and a General Surgeon 
at Liverpool Hospital with a specific interest in Emergency General Surgery. He completed a post 
fellowship year as the hospital’s first ASU Fellow in 2013. Prior to this, Paul had completed a year of post 
fellowship training at Nepean Hospital in Endocrine surgery and had extensive experience in Acute 
Surgical Units across Sydney through his specialty training. He is an enthusiastic teacher. He is also a 
Conjoint Lecturer with the University of New South Wales. 
 
 
MARY LANGCAKE 
 

Mary Langcake is a Trauma and Upper GIT surgeon, a fellow of both the Royal Australasian College of 
Surgeons and the American College of Surgeons. She has been the Director of Trauma at St George 
Hospital, Sydney since 2009.  As a Wing Commander in the Royal Australian Air Force, Mary has front line 
experience as a military surgeon in Afghanistan.  She is a Past Chair of the Royal Australasian College of 
Surgeons, NSW Regional Committee. She is currently a member of the NSW Institute of Trauma and Injury 
Management Education Committee, and previously served on the ITIM Executive Committee.  Mary is 
strongly committed to the education of medical, nursing, and allied health staff and is currently enrolled in 
a Master of Surgical Education at the University of Melbourne.  She has also held numerous leadership 
positions, including with the RACS NSW Education and Research Committee, and the Royal Australasian 
College of Surgeons - Surgeons as Educators Committee. In addition to her many roles, Mary is a strong 
advocate for the wellbeing of doctors, which has included calling for better understanding of psychological 
distress within the profession. 

  

VALERIE MALKA 
 
Dr Malka is the Director of the Trauma and Acute Care Surgical Unit and is a General Surgeon at Liverpool 
Hospital. She was the previous Director of Trauma Services for Westmead Hospital and Sydney West 
Area Health Service for over a decade. She is an EMST Director and DSTC Instructor with a great 
passion for trauma and acute care surgery. With special interests in education and quality assurance 
she has worked extensively in patient safety and the maintenance of ethics in healthcare. Valerie has 
worked with the International Committee of the Red Cross and the International Rescue Committee 
and holds a Diploma in International Humanitarian Assistance from Geneva University and a master’s 
degree in International Public Health with a major in Humanitarian Law. She also holds a master’s 
degree in Journalism and works freelance writing medical, health and wellbeing articles. 
 
 
KATE MARTIN 
 
Dr Martin is a General and Trauma Surgeon. After completing her surgical training in 2006, Kate completed 
three years of fellowship training including Trauma Fellow at the Alfred Hospital, General Surgery Fellow at 
The Western in Melbourne, and finally as HPB and Thoracic Fellow at The Royal Melbourne. Kate has been 
working at the Royal Melbourne since March 2020, and at the Austin since July 2021. Her trauma-specific 
interests are resuscitation, abdominal, pelvic and chest trauma. She is a Director with the Early 
Management of Severe Trauma (EMST) and Definitive Surgical Trauma Care (DSTC) faculties and is the 
immediate-past supervisor of the General Surgical Training Program at the Alfred Hospital. Kate is the Vice 
President of ANZAST and the immediate past-Chair of the EMST Committee. She is also a member of the 
Federal and Victorian State Trauma Committees of RACS, as well as the DSTC Committee. Dr Martin is a 
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member of the RACS Academy of Surgical Educators, with an active interest in surgical and trauma 
education. Kate is passionate about the delivery of surgical trauma training programs in developing 
countries. She has undertaken this work in the Philippines and more recently in Myanmar. 
 
 
PAUL MIDDLETON   
 
Professor Middleton is an Emergency Medicine specialist and has worked as part of prehospital trauma 
and helicopter critical care retrieval teams in both the UK and Australia. He is Professor of Emergency 
Medicine at South Western Sydney Local Health District (SWSLHD), Director of the South Western 
Emergency Research Institute (SWERI) at Liverpool Hospital and SWSLHD Chief Medical Information 
Officer. He has published extensive clinical research on non-invasive assessment of illness, pre-hospital 
research and clinical trials, patient safety, epidemiology, health economics and critical patient transport, 
and has a research degree from Imperial College London in the area of innovative non-invasive diagnostic 
patient monitoring. He currently researches into the role of Big Data in Emergency Medicine. 
Past roles include Founding Chair of the bi-national Emergency Department Epidemiology Network 
(EDEN) for the Australasian College for Emergency Medicine (ACEM), Immediate Past Chair of the NSW 
branch of the Australian Resuscitation Council, Chief Medical Officer to St John Australia, convenor of the 
Resus @ The Park conferences and founder of Emergency Medicine Television (EMTV). He is also the 
Chair and founder of Take Heart Australia, a charity designed to include all Australians in a mission to 
increase survival from sudden cardiac arrest.” 
 
 
MELISSA MURPHY 
 
Melissa Murphy is a Trauma Coordinator Clinical Nurse Consultant at Liverpool Hospital. She studied 
Bachelor of Nursing and Master of Clinical Leadership at University of Western Sydney. With over 20 years’ 
experience in Emergency Nursing, Trauma Nursing and Quality and Patient Safety, Melissa has a strong 
interest in clinical leadership, clinical education, and patient advocacy and safety. 
 
 
MICHAEL PARR  
 
Dr Parr trained in anaesthesia, internal medicine and intensive care in the UK, New Zealand, USA and 
Australia. He is Director of Intensive Care at Liverpool and Macquarie University Hospitals, Sydney, and 
Professor at the University of New South Wales and Macquarie University. He is an editor of the journal 
‘Resuscitation,’ Deputy Chair of the Australian Resuscitation Council, and past-President of the 
Australasian Trauma Society. 
 
 
DAVID READ  
 
Dr Read is a Colorectal, General & Trauma Surgeon and the Director of Trauma at the Royal Melbourne 
Hospital. He is a very broadly trained and experienced general surgeon from his 15 years working in 
Darwin. He is an enthusiastic teacher, instructing on several trauma, burns, military and disaster surgery 
courses. David has frequently been in the right place at the wrong time, responding to a number of 
disasters, including the Bali Bombings in 2002 and 2005, Ashmore Reef explosion, and deployed as an 
Army Reservist to East Timor and Middle East.  In 2013 he deployed with the Tacloban after Typhoon 
Haiyan with AUSMAT. His research interests are trauma epidemiology, the effect of remoteness upon 
trauma and cancer outcomes, generalism in surgery and Indigenous health. 
 



19  

SIMON ROBERTSON 
 
Dr Simon Robertson practices intensive care medicine, anaesthesia and retrieval medicine at the 
Canberra hospital. Simon has been involved in the care of trauma patients since medical school as a 
volunteer paramedic and firefighter. During the first decade of his career, Simon has been affiliated with 
the Johannesburg hospital trauma unit and emergency aeromedical services, as a junior medical officer, 
trainee in anaesthesia and intensive care and as a consultant in intensive care. Paradoxically, Simon 
immigrated to Australia 10 years ago, partially to avoid trauma, one of his keen clinical interests. He 
continues to manage multiply injured patients in his daily practice in retrieval, anaesthesia and intensive 
care. He has presented nationally and internationally on these facets of trauma care. 

 

DWIGHT ROBINSON 
 
Dwight lives on Dharug land, in the beautiful Blue Mountains of NSW and works across Tharawal and 
Gundungurra lands of South Western Sydney. Dwight has a background in critical care nursing within 
both Emergency Department and Intensive Care Unit environments. He has a particular clinical passion 
for end-of-life care in critical care settings and organ donation. He has experience in state based and 
international health and humanitarian deployments to disaster areas. He has a passion for building 
healthcare communities that are resilient against major incidents and disasters whilst recognising how 
the interplay of critical incident stress can have major impacts on local communities and incident response 
teams. He currently works across South Western Sydney Local Health District managing prevention, 
preparation, response and recovery activities at a local and regional level. He is also an active member 
of the Blue Mountains State Emergency Service across field, operations and planning roles. 

 

LEE-ANN THOMAS 

Lee-Ann Thomas Clinical Nurse Consultant at Liverpool hospital. Lee-Ann has Studied and Bachelor of 
Nursing and Clinical Practice (Paramedics) at Charles Sturt University. Lee-Ann has gained her clinical 
and trauma experience in working in tertiary facilities both here in Australia and the Middle East. 
Throughout 10 years of clinical practice Lee-Ann has developed a profound interest in the development 
and management of clinical processes and identification of clinical education needs to improve the care of 
trauma patients at Liverpool Hospital.  

 

WAYNE WALLACE  

 
Wayne is an Intensive Care Paramedic with NSW Ambulance and has previously worked for the Victoria 
Police and undertaken operational service with the Australian Army. Wayne has experience in providing 
emergency Out of Hospital Care in regions such as rural NSW, including snowfields, and metropolitan 
areas. With an interest in paramedic research and development, Wayne is actively involved in mentoring 
paramedics and takes part in providing training for future Intensive Care Paramedics for NSW Ambulance. 
Wayne is currently stationed in the South West Sector of Sydney at Campbelltown.  
 

JODIE WILLIAMS 

Dr Jodie-Kate Williams is a General Surgeon and the Director of Trauma and Burns at the National Critical 
Care and Trauma Response Centre (NCCTRC) based at the Royal Darwin Hospital. Dr Williams grew up 
on the south coast of NSW and completed medical school at the University of Sydney. She undertook 
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surgical training in Newcastle before completing a year as Trauma Fellow at the NCCTRC and taking up 
the position of Director of Trauma in 2018. Dr Williams is a member of the Australian Medical Assistance 
Teams (AUSMAT) and has deployed several times nationally and internationally. She directs the Surgical 
Team AUSMAT course and through the NCCTRC is involved in the WHO Global EMT network. Dr Williams 
also holds an Associate Fellowship in Medical Administration and a Masters in International Public Health. 
Dr Williams has a strong interest in education and health equity, and regularly instructs on courses for Burn 
care, Mass Casualty and Disaster courses throughout Australia and the Pacific Region. She chairs the 
RACS Binational Road Trauma Advisory Sub-Committee, and is on the Executive board of the Australian 
and New Zealand Association for the Surgery of Trauma.  

 

MARTIN WULLSCHLEGER 

 
Professor Wullschleger is appointed as the Medical Director of Trauma Service at the Gold Coast 
University Hospital. He is a Swiss and Australian qualified General and Trauma Surgeon, he worked as a 
consultant trauma surgeon in an Alpine Trauma Centre in Switzerland, before he moved with his family to 
Brisbane in 2005. He completed a PhD in fracture healing at Queensland University of Technology in 2010, 
while also expanding his clinical experience in Trauma management at Princess Alexandra Hospital and 
Royal Brisbane & Women’s Hospital. He is a passionate leader in academia, in particular in the field of 
trauma. He is the Professor of Traumatology with Griffith University, and involved in various educational 
activities including teaching as senior instructor on EMST and DSTC courses. His research interests are 
in trauma system development, multi-trauma patient management, thoracic and pelvic trauma, and 
fracture and soft tissue healing. Martin Wullschleger is Chair of the QLD State-wide Trauma Clinical 
Network of the Clinical Excellence Division of Queensland Health, and a member of several RACS Trauma 
committees (National and QLD Trauma Committee, DSTC and Verification Subcommittees). 
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SWAN 2023 SCIENTIFIC PROGRAM 

 

FRIDAY 3RD MARCH 2023 

 

07:45 - 08:00  WELCOME  
         
08:00 – 10:00  SESSION 1: TALES FROM..........    Chair: Valerie Malka  
  PLENARY SESSION   Grand Ballroom 
   
08:00 – 08:10  Sunset Boulevard      Heidi Hotz            
 
08:10 – 08:20   Lord of the Rings      Grant Christey 
 
08:20 – 08:30  The Hunted        Martin Schreiber 
 
08:30 – 08:40  The Ten Commandments     Alon Schwartz 
 
08:40 – 08:50  Some Like It Hot      Jay Doucet 
 
08:50 – 09:00  Escape from Alcatraz      Andre Campbell 
 
09:00 – 09:10  Midnight in Paris      Eric Revue 
 
09:10 – 09:20  My Left Foot       Michael Sugrue 
 
09:20 – 10:00  CASE SCENARIO  
 
 
10:00 – 10:30  MORNING TEA 
 
 
10:30 – 12:30  SESSION 2A: TRAUMA HARD TALK    Chair: John Crozier  
  CONCURRENT SESSION Ballroom 1 
 
10:30 – 10:45  Violence in the ED – Protecting Staff   Eric Revue 
 
10:45 – 11:00  Rib Fixation – Does the Evidence Outweigh the Costs Bruce French 
  
11:00 – 11:15  End of Life Care       Heidi Hotz   
  
11:15 – 11:30  Damage Control Resuscitation    Martin Schreiber  
  
11:30 – 11:45  Unsuccessful Trauma Centre Verification – So What? Heidi Hotz  
 
11:45 – 12:00  The Real Burden of Alcohol and Drugs   Jodie Williams 
 
12:00 – 12:15  The Opioid Crisis       Andre Campbell 
 
12:15 – 12:30  Question Time with the Panel 
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10:30 – 12:30  SESSION 2B:  PROVIDING SAFE QUALITY CARE         Chair: Paul Lambrakis 
  CONCURRENT SESSION  Ballroom 2 
 
10:30 – 10:45  Pearls from the TOPIC Course    Helen Jowett  
 
10:45 – 11:00  What Is Quality Care?     Jay Doucet  
  
11:00 – 11:15  The Global Burden of Harm     Martin Jarmin 
  
11:15 – 11:30  Real Australian Cost of Adverse Events   Mary Langcake 
  
11:30 – 11:45  Quality Emergency General Surgery Care   Michael Sugrue 
 
11:45 – 12:00  Challenges Estimating Frailty in Older Adults  Steve Frost  
 
12:00 – 12:15  Is Trauma the Last Holistic Specialty?   Grant Christey  
 
12:15 – 12:30  Question Time with the Panel 
 
 
12:30 – 13:30  LUNCH 
 
 
13:30 – 15:00  SESSION 3A: PREHOSPITAL / EMERGENCY ROOM    Chair: Paul Middleton 
  CONCURRENT SESSION  Ballroom 1 
 
13:30 – 13:45  Prehospital Interventions that Should be Abandoned Geoff Healy 
  
13:45 – 14:00  Domestic Violence – What Can We Do Better?  Lai Heng Foong 
  
14:00 – 14:15  Urgent Vascular Access in the ER - Tricks of the Trade Tabby Ahmad 
  
14:15 – 14:30  Over and Under triage – What’s the Impact?  Martin Wullschleger 
  
14:30 – 14:45  The Difficult Airway – Tricks of the Trade   Simon Robertson 
  
14:45 – 15:00  Question Time with the Panel 
 
 
13:30 – 15:00  SESSION 3B:  EMERGENCY SURGERY         Chair: Mary Langcake 
  CONCURRENT SESSION  Ballroom 2 
 
13:30 – 13:45  Complex Abdominal Wall Hernias–Tricks of the Trade Grant Christey 
  
13:45 – 14:00  Operating on the Hostile Abdomen   David Read 
  
14:00 – 14:15  Mesenteric Ischaemia – Improving Outcomes  Tony Grabs 
  
14:15 – 14:30  Emergency Endoscopic Advances    Milan Bassan 
 
14:30 – 14:45  Biliary Colic and Acute Cholecystitis in Pregnancy Yasser Farooque 
  
14:45 – 15:00  Question Time with the Panel 
 
 
 
 
15:00 – 15:30  AFTERNOON TEA 
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15:30 – 17:00  SESSION 4A: NURSING FORUM    Chair: Sally Forrest 
  CONCURRENT SESSION  Ballroom 1 
 
15:30 – 15:40  How to Secure Trauma Competence in Nursing Staff  Helen Jowett  
 
15:40 – 15:50  Human Factors in Team Building    Heidi Hotz  
 
15:50 – 16:00  Building a Program of Nursing Led Research  Steve Frost 
  
16:00 – 16:10  The Management of ICCs     LeeAnne Thomas  
  
16:10 – 16:20  Preventing Secondary Brain Injury   Nevenka Francis 
  
16:20 – 16:30  A Streamlined Approach     Melissa Murphy 
 
16:30 – 16:40  TQIP - What is it Exactly?     Grant Christey 
 
16:40 – 17:00  Question Time with the Panel 
 
 
15:10 – 17:00  SESSION 4B: FREE PAPER SESSION  Chair: S. ’Amours/K. Martin 
  CONCURRENT SESSION  Ballroom 2 
 
 
15:10 – 15:20   Trauma Outcomes in The Obese Population  Brodie Laurie 
 
15:20 – 15:30  Management of Acute Appendicitis (MOAA) Study  Carrina Lee 
 
15:30 – 15:40  ERAS Vs Conventional Care in GI Perforation  Cherring Tandup 
  
15:40 – 15:50  MTP Transfusion Protocol     Daniel Van Vorst 
 
15:50 – 16:00  Pancreatic Duct Filling During Cholangiogrophy  Han Nien Beh 
  
16:00 – 16:10  ERAS Protocol in Abdominal Surgery in Trauma  Vibhu Jain  
 
16:10 – 16:20  Impact of A Second-Tier Trauma Activation Protocol  Min Li Kang  
  
16:20 – 16:30  Impact of Blunt Chest Injuries    Sarah Kourouche 
 
16:30 – 16:40 Should Regional Centres Transfer Liver Trauma?  Matthew Corbitt 
 
16:40 – 16:50  A Formal Credentialling Process for ICC Insertion Tim Peacock 
 
16:50 – 17:00  Exploring Retroperitoneal Haematoma for Stabs  Victor Kong  
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SATURDAY 4TH MARCH 2023 
 
08:30 – 10:00  SESSION 1:  MASS CASUALTIES – GLOBAL LESSONS     Chair: David Read 
  PLENARY SESSION       Grand Ballroom 
 
08:30 – 08:45  NORTH AMERICA      Andre Campbell 
 
08:45 – 09:00  NEW ZEALAND      Grant Christey 
  
09:00 – 09:15  ISRAEL       Alon Schwartz  
 
09:15 – 09:30  FRANCE        Eric Revue 
 
09:30 – 09:45  HUMANITARIAN      Martin Jarmin 
 
09:45 – 10:00   AUSTRALIA       Dwight Robinson  
 

    
10:00 – 10:30  MORNING TEA 
 
 
10:30 – 12:30  SESSION 2A: PEARLS OF WISDOM            Chair: Martin Wullschleger    
  CONCURRENT SESSION  Ballroom 1 
 
10:30 – 10:45  Playing God - When Should We Stop?   Alon Schwartz   
  
10:45 – 11:00  Best Strategies for Jehovah’s Witness Patients  Martin Schreiber 
 
11:00 – 11:15  Databases that Talk to Each Other    Paul Middleton 
  
11:15 – 11:30  Safety Checklists You Need to Have   Kate Martin   
  
11:30 – 11:45  5 Trauma Papers That Changed My Practice   David Read 
 
11:45 – 12:00  VTE Prophylaxis in Trauma – What’s the Evidence Jodie Williams 
 
12:00 – 12:15  What Makes a Difference to Patient Care?   Heidi Hotz 
  
12:15 – 12:30  Question Time with the Panel 
 
 
10:30 – 12:30  SESSION 2B: ACUTE CARE SURGERY HARDTALK  Chair: Martin Jarmin 
  CONCURRENT SESSION Ballroom 2 
 
10:30 – 10:45  Appendicitis Let’s Stop Ignoring the Facts  Michael Sugrue 
 
10:45 – 11:00  Questioning Dogma      Andre Campbell 
  
11:00 – 11:15  Best Imaging in Emergency General Surgery   Leon Lam   
  
11:15 – 11:30  Trauma and Acute Care Surgery Models of Care  Ailene Fitzgerald  
  
11:30 – 11:45  Cholecystitis – Time to Get a Life     Michael Sugrue  
  
11:45 – 12:00  Emergency Surgery and Mesh Repairs   Jay Doucet  
 
12:00 – 12:15  Emergency General Surgery Radiology Quiz - Prize Leon Lam  
12:15 – 12:30  Question Time with the Panel 
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12:30 – 13:30  LUNCH 
 
 
13:30 – 15:00  SESSION 3B:  CRITICAL CARE COMPLEXITIES  Chair: Geoff Healy 

CONCURRENT SESSION  Ballroom 1 
 
13:30 – 13:45  Best Uses/Updates for Hyperbaric Oxygen  Eric Revue 
   
13:45 – 14:00  Surgeons Role in the Australian ICU   Kate Martin 
  
14:00 – 14:15  ABC’s of Pain Management in Fractured Ribs  Simon Robertson  
 
14:15 – 14:30  Tracheostomy Decision Making    Michael Parr 
 
14:30 – 14:45  Walking Blood Banks     Martin Schreiber  
 
14:45 - 15:00  Question Time with the Panel 
 
 
13:30 – 15:00  SESSION 3A:  HOW I DO IT         Chair: Aditya Benjamin 

CONCURRENT SESSION  Ballroom 2 
 
13:30 – 13:45  Complex Blunt Diaphragmatic Trauma    Bruce French  
       
13:45 – 14:00  Severe Pelvic Trauma     Martin Wullschleger 
  
14:00 – 14:15  Penetrating Injury to the Surgical Soul   Jay Doucet 
 
14:15 – 14:30  Massive Blunt Liver Trauma    Alon Schwartz  
 
14:30 – 14:45  High Grade Solid Organ Injuries – IR Management Bryan Barry 
 
14:45 – 15:00  Question Time with the Panel 
 
 
15:00 – 15:30  AFTERNOON TEA 
 
 
15:30 – 17:00  SESSION 4: CASE SCENARIO / GREAT DEBATE Chair: S.D’Amours/V. Malka  
  PLENARY SESSION      Grand Ballroom 
 
 
15:30 –16:30 EXPERT CASE SCENARIO   - EXPERT PANEL  
 
16.30 – 16.50  GREAT DEBATE 
 
Prehospital Thoracotomy – There is No Point    J. Crozier vs G. Healy 
 
God Used a Surgeon’s Rib to Create an Emergency Physician  A. Giles vs M. Sugrue 
 
 
16.50 – 17.00  Prizes and Closing Remarks 
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SWAN 2023 ABSTRACTS 

FRIDAY 3RD MARCH 2023 

   
Sunset Boulevard          Heidi Hotz  

 
Welcome to beautiful Los Angeles, and 
Sunset Boulevard! This famous street 
runs for 22 miles across the west and 
central area of Los Angeles. Museums, 
theatres, and signs of old Hollywood 
attract millions of tourists. Most of this 
boulevard is within the defined trauma 
catchment area for Cedars-Sinai Medical 
Center (CSMC). CSMC is one of 15 
trauma hospitals within the County of Los 
Angeles.  
 
The County of Los Angeles is one of the 
oldest trauma systems in the United 
States serving the residents of Los 
Angeles since 1983. Each trauma 
hospital is formally verified and 
designated to received injured patients. 
Of the 15 trauma hospitals, 4 are Level I, 
1 is a Level I pediatric center, and 10 are 
level II centers. These 15 centers serve a 
population of greater than 40 million 
within the County covering over 4,000 
square miles, treating greater than 
25,000 trauma patients with major injuries 
annually.  
 
The trauma system is strictly regulated to ensure optimal care for injured patients. The Los Angeles 
County, Department of Health Services – Emergency Medical Services Agency (DHS-EMSA) is the 
oversight agency that ensures each center meets and sustains all necessary requirements. There are 3 
layers of regulatory requirements for trauma centers. They are the California State Law trauma hospital 
regulations, a legal contract with DHS-EMSA that is aligned with the trauma regulations and embedded 
within the legal contract is the clause that centers must successfully attain verification from the American 
College of Surgeons – Committee on Trauma – Verification Review Committee. To confirm all aspects of 
trauma hospital requirements are met, a site visit from both agencies (The DHS-EMSA, and the American 
College of Surgeons) occurs on a triannual basis.  
 
As a system, the mechanisms of injury reflect totals 80% blunt trauma and 20% penetrating. The most 
frequent mechanism of injury are falls, followed by motor vehicle crashes, auto-pedestrian, gunshot 
wounds, assaults, and motor-cycle crashes. During the COVID pandemic, all trauma hospitals within the 
system experienced an increase in penetrating trauma.  
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Lord of the Rings          Grant Christey 
 
 

 
 
 
 

The Hunted           Martin Schreiber 
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The Ten Commandments         Alon Schwartz 
 
 

 
 
 
 
Some Like It Hot          Jay Doucet 
        
 
San Diego County is the most southwesterly part 
of California, USA. It is the second-most 
populous county in California and the fifth-most 
populous county in the United States. San Diego 
County is known for its stunning coastline, warm 
climate, and diverse landscape. The county is 
home to several popular tourist destinations, 
such as La Jolla Cove, Torrey Pines State Park, 
Balboa Park, the San Diego Zoo / Wild Animal 
Park and SeaWorld. The city of San Diego is a 
major cultural and economic center, attracting 
millions of visitors each year. The county is also 
home to a large military presence, with several 
military installations. San Diego County has a 
diverse economy, with major industries including 
biotechnology, software development, and 
telecommunications. It is also a hub for research 
and innovation, with several universities and 
research institutions located throughout the 
region, including our own University of California 
San Diego. Three things San Diego has in 
common with New South Wales – climate, gum 
(eucalyptus) trees and wildfires.  
In 1984, the County of San Diego Trauma 
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System was developed and became one of the first coordinated, multi-center trauma systems established 
in the United States, and remains a nationally recognized model recognized by the US Surgeon General . 
The San Diego County Trauma System is a successful public-private partnership between the County of 
San Diego and six designated Trauma Centers. Over 12,000 patients are treated in system annually. The 
trauma system continues to strive for Zero Preventable Deaths through performance improvement and 
injury prevention activities. The trauma system serves 3.3 million residents covering over 4,500 square 
miles. All trauma centers maintain their verification level through the American College of Surgeons and 
the County of San Diego. An unusual feature of the trauma system is the collaborative nature with common 
protocols and quality assurance in otherwise competing healthcare systems. This includes review of all a 
trauma center’s complications and mortality by the Trauma Director of a competing system.  
 
The UC San Diego trauma center is the original Level 1 academic trauma center in the system, with over 
3000 trauma missions annually, serving the downtown area, the south San Diego Bay coastal area, and 
the western portion of the US-Mexico border. It also hosts the only Regional Burn Center. Recent 
challenges to the UC San Diego trauma and burn centers have been major wildfires in 2003 and 2007, 
and a 100% surge of border crossing injuries since 2019, which now comprise 10% of major trauma 
admissions. We host the only medical and pharmacy school in the county, as well as train over 500 Medical 
residents annually. 
 

1. Hoyt DB, Coimbra R, Potenza B, Doucet J, Fortlage D, Holingsworth-Fridlund P, Holbrook T. A 
twelve-year analysis of disease and provider complications on an organized level I trauma service: 
as good as it gets? J Trauma. 2003 Jan;54(1):26-36; PMID: 12544896. 

2. Liepert AE, Berndtson AE, Hill LL, Weaver JL, Godat LN, Costantini TW, Doucet JJ. Association 
of 30-ft US-Mexico Border Wall in San Diego with Increased Migrant Deaths, Trauma Center 
Admissions, and Injury Severity. JAMA Surg. 2022 Jul 1;157(7):633-635. PMID: 35486395 

 
 
Escape from Alcatraz         Andre Campbell 
 
The Zuckerberg San Francisco General Hospital is the 
only trauma center in the city and county of San 
Francisco. It is an American College of Surgeons 
designated Level I Trauma Center. The city of San 
Francisco has a population of over 800,000 people. 
During the day, many commuters come to the city. On 
any given day, 1.2 million people are in the catchment 
area. Since the Trauma Center also services the San 
Francisco and peninsula region there are many more 
people who come to the hospital after injuries. Last year 
over 3500 trauma team activations. Our emergency 
departments care for over 100,000 annually with urgent 
care. The number of penetrating trauma is now at 18% 
with 82% blunt mechanism. Our Emergency 
Department see over 70,000 patients who present for 
evaluation during the year. We are a general hospital 
and as such we care for anyone who presents to the 
hospital. We also have a full-service pediatric service 
as well as obstetrics and gynecology services. With all 
the clinics in our system the hospital provides care for 
about 100,000 patients each year. 
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As the only psychiatry emergency services, we have about 30% of our patients we have serious psychiatric 
problems and as well as medical and surgery issues. This typically complicates the treatment plan for our 
patients. As only trauma center, we have had to deal with disasters over the years from explosions, 
earthquakes, mass casualty situations secondary to gunshot wounds as well as a plane crash.  
 
After years of planning we opened our new state of the art trauma center in May 2016. Over the seven 
years we continue to have a high volume of injured patients. The COVID19 pandemic has had a significant 
impact on our volume. California had aggressive stay at home orders that lead to a net decrease in patient 
volume at our center. But as the economy opened, we experienced a tremendous surge in trauma cases 
with more penetrating trauma than we had in recent history. The volume has continued over the last two 
years and has put demands on our facility. We have a tiered system for triage of OR cases and it has 
affected our OR volume.  
 
For those of you who do not know Alcatraz was a notorious federal penitentiary that housed some of the 
most dangerous criminals between 1931-1963. Many famous inmates were housed there including Al 
Capone and the Birdman of Alcatraz. It is also known as the “The Rock” popularized by the movie of the 
same name starring Sean Connery. After the prison closed it became a national park and the site of 
protests over the years. There are daily tours of the old prison now close 60 years ago. In addition, it the 
location on the oldest operating light house on the west coast of the United States. 
 
We have been able to provide high quality compassionate care to all the members for the community for 
 over 150 years. Throughout many disasters big and small we continue to provide high quality care to the 
 City and County of San Francisco. 

 
 
Midnight in Paris          Eric Revue 
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My Left Foot          Michael Sugrue 
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SESSION 2A: TRAUMA HARD TALK       Chair: John Crozier 
CONCURRENT SESSION Ballroom 1 
 
 
Violence in the ED – Protecting Staff       Eric Revue 
 
Violence against health workers can take different forms: verbal insults, physical, sexual, or moral 
aggression. Emergency Departments are not safe and violence against ED staff personnel is growing like 
a curse. Violence can have direct consequences at personal (i.e. risk of severe injuries, deaths or Post-
Traumatic Stress Disorder), staff retention, organizational, and societal levels.  
 
Socities of Emergency Medicine seek to change this perception and increase ED safety for physicians, 
hospital staff and patients. The prevention and management of violence, and the implementation of 
procedures, requires coordination between hospital administration and regional health authorities for 
workplace safety. The lecture describe the factors who contribute to violence and give some solutions and 
perspectives to implement as we need to protect our staff. 
 
 
 
 
 
 
 
 
 
Rib Fixation – Does the Evidence Outweigh the Costs     Bruce French 
 
 
A meta-analysis of several (pre 2019) Randomised Controlled Trials (RCT’s) for rib fixation in flail chest 
injuries is presented. Three published (post 2019) RCT’s for rib fixation in multiple non flail chest injuries 
is presented. Based on this available evidence I propose the following indications for rib fixation: 
 
Ventilator Dependent Flail   Duration Ventilatory Support   Class 1A 
     ICU/Hospital LOS 
 
Ventilator Dependent Flail  Pneumonia     Class 2B 
     Chest Wall Deformity 
 
Radiological Flail (non VD)        Not studied 
 
 
Multiple (>3) displaced  Pain      Class 2B 
 
Multiple (>3)  displaced  Pneumonia     Weak/No evidence 
     Pain 3 and 6 months 
     QOL 
     Mortality 
 
Three multicentre RCT’s in multiple (>3) fractures currently accruing patients is noted. Primary endpoints 
in these studies are mortality, pneumonia and pain at 2 months.   
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End of Life Care           Heidi Hotz 
 
End of life care for trauma patients and their families can be extremely challenging. These events are 
sudden, unplanned, life-threatening situations that require decision making by unprepared family 
members. Historically, trauma and palliative care have been diametrically opposed. The trauma literature 
is inundated with case reports of survival from injuries considered non-survivable. However, several stages 
exist where issues of futility and early termination of could be considered.  
 
Learning and implementing best practice models for optimal end of life processes has become a standard 
for trauma hospitals. Education, clinical practice, and practice management guidelines should include the 
recognition of futile care and palliative care when appropriate, in all phases of trauma care including 
prehospital, and the intensive care units. A challenge for trauma clinicians is distinguishing between 
aggressive treatments and those which provide comfort care. Patients must be guaranteed palliation, pain 
control, respect of dignity, and reassurance that the clinical team will never abandon the care even when 
specific treatments are deemed futile.  
 
Palliative care is also known as supportive care. Supportive care medicine teams are valuable 
collaborative partners in optimal trauma end of life care. There are many components to end of life care 
for trauma patients. They include family care conferences with appropriately trained clinical leaders; 
allowing time to answer family’s questions; allowing them to express their grief; facilitating the process of 
saying goodbye; family witnessed resuscitation; pastoral care, to name a few. As trauma clinicians, we are 
obligated to ensure continuous, compassionate, and technically proficient attention to the patient’s and 
family’s needs until death occurs.  
 
 
Damage Control Resuscitation       Martin Schreiber 
 
The concept of damage control resuscitation was developed to first treat the acute traumatic coagulopathy 
that develops intrinsically after severe trauma and to avoid trauma induced coagulopathy which is 
exacerbated by resuscitation with room temperature crystalloid fluids.  This resuscitation philosophy first 
focuses on stopping bleeding as soon as possible by any means possible including tourniquets in extremity 
hemorrhage, hemostatic dressings in compressible hemorrhage, resuscitative balloon occlusion of the 
aorta, interventional radiology or surgical control of hemorrhage.  Crystalloid resuscitation is not used to 
avoid the lethal triad of acidosis, hypothermia and hemodilution.  
 
In addition to focusing on hemorrhage control, damage control resuscitation focuses on using resuscitation 
to correct existing coagulopathy and to further stop bleeding.  Balanced resuscitation utilizes blood 
component therapy in high ratios of plasma to platelets to red blood cells recreating whole blood.  The 
ideal resuscitation fluid for damage control resuscitation is warm fresh whole blood which is widely utilized 
in deployed settings.  This fluid has 100% of all elements of coagulation and replaces exactly what is being 
lost.  Unfortunately, warm fresh whole blood is not available in civilian practice. 
 
Liquid cold stored low titer O whole blood (LTOWB) is the product that is now widely available in the United 
States and is being used with increasing frequency.  This product is obtained in the same manner as warm 
fresh whole blood but it is FDA approved for use because it has undergone full testing for transfusion 
transmitted diseases.  LTOWB suffers from a storage lesion that is characterized by decreasing 
coagulation correction efficacy that occurs over time.  In addition, some organizations that provide whole 
blood perform universal leukoreduction with platelet sparing filters.  This process has been shown to 
reduce platelet count and platelet function.  The infusion of whole blood through rapid infusion systems 
can further decrease platelet count and function. 
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There is ongoing debate about whether damage control resuscitation should be performed in a ratio-based 
approach versus a lab guided approach.  Our center combines these approaches by initiating resuscitation 
either with LTOWB or plasma, platelets and red blood cells in a 1:1:1 ratio depending on what is available.  
We perform thrombelastography every 30 minutes to 1 hour and then provide adjunctive therapy in the 
form of additional components as indicated by the test.  In addition adjunctive components, 2 grams of 
tranexamic acid is given to all patients who undergo massive transfusion as early in the course as possible 
starting with the out-of-hospital setting.  Damage control resuscitation has revolutionized the management 
of trauma patients.  The philosophy is based on an emphasis of early hemorrhage control and balanced 
resuscitation to normalize coagulation.  This philosophy fully excludes the use of crystalloid fluid in the 
early resuscitation of hemorrhagic shock. 
  
 
Unsuccessful Trauma Centre Verification – So What?     Heidi Hotz  

 
The American College of Surgeons Committee on Trauma (ACS-COT) verification process for trauma 
hospitals is considered by many to be the highest attainable standard. ACS verification a rigorous and 
comprehensive process. Pursuing verification represents a strong level of commitment from hospital 
leaders. The ACS-COT was formed in 1922. They have provided verification for trauma centers since 
1987, and Pediatric trauma center verification commenced in 2006.  
 
The evidence demonstrates a variety of benefits for hospitals achieving verification. This includes but is 
not limited to outcomes (decrease mortality and morbidity), decrease in length of stay, decrease in 
readmissions, improvements in finances, and reduction in overall trauma costs. There is also evidence 
that complications are more likely in non-ACS trauma centers at the extremes of age for patients with less 
severe injury and for all ages with more severe injury. 
 
Verification ensures there is a prominent level of commitment from the hospital governing body and 
medical staff. This must be evidenced by a triennial attestation to ensuring support for attaining and 
sustaining all trauma center requirements. This commitment is also evidenced by high levels of 
engagement across the continuum of care from all departments and divisions that participate directly and 
indirectly with trauma care. Strict requirements for physician services ensures services are available for 
specialty care 24-7. These clinical physician services also have required response times to ensure care is 
timely. Nursing and ancillary services also have requirements with all focus on supporting optimal care of 
the trauma patient. 
  
The foundation of trauma hospital activity is based on data. Data drives all performance improvement 
activity. A rigorous performance improvement program is a necessity; this is directly connected to timely 
patient safety initiatives. Resources must be directed to staff that support the data and PI processes. 
Leaders from the departments and divisions supporting trauma care must actively participate in all aspects 
of performance improvement. This is a clearly defined process with the goal of zero harm. Lack of adequate 
performance improvement activity is the most common reason trauma hospitals fail site survey.  
 
In many trauma systems within the United States, successful verification from the American College of 
Surgeons is tied directly to legal mandates (trauma system regulations through the State laws). The 
purpose of strict requirements for trauma hospitals is to ENSURE that hospitals continuously meet the 
standards of trauma patient care. 

 
American College of Surgeons. (2016). Verification Review Consultation. Retrieved October 2, 2016, 
from American College of Surgeons: https://www.facs.org/qualityprograms/trauma/vrc/resources 
American College of Surgeons. (2016). Verification Review Consultation. Retrieved February 6, 2023, 
from American College of Surgeons: 

https://www.facs.org/quality-programs/trauma/vrc/resources
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The Real Burden of Alcohol and Drugs       Jodie Williams 
 
The prevalence of Alcohol, tobacco and illicit drug use is not a new issue but one that remains difficult to 
manage, and the incidence of which is frequently underestimated. Whilst Australia only ranks 23rd on the 
list of alcohol consumption per capita globally, certain jurisdictions and population groups within Australia 
consume levels of pure alcohol well above 15L, the highest annual rate of consumption by a country world-
wide. 
 
As well as the serious health consequences of drug and alcohol consumption, these substances also place 
people at considerable risk of harm, whether that be from alcohol related crime, sexual or physical assault, 
road trauma or interpersonal violence. 
 
Various policies that restrict the acquisition and sales of these substances globally have shown to be 
effective in reducing consumption of alcohol and illicit drugs, with a resultant positive effect on trauma 
presentations to hospitals. Alcohol prohibitions and restrictions during covid lockdowns in South Africa 
demonstrated the benefits of reduced alcohol consumption on their healthcare system. This was in 
opposition to other countries where lockdowns resulted in an increased consumption of alcohol and illicit 
drugs with a resultant rise in related hospital admissions.  
 
Lockout laws which introduced time restrictions on drinks services in various Australian jurisdictions also 
seemed to have positive results on alcohol related violence and trauma but have been controversial in 
their use. Education programs such as the P.A.R.T.Y. program aim to raise awareness about the risks 
associated with alcohol and drug use, particularly related to road trauma, but their long-term effects are 
hard to prove. Recent unrest in Alice Springs has again raised the chronic problems of alcohol, drug use 
and their correlation with violence and trauma in these areas of the country, with few solutions, apart from 
sale restriction offered up.  
 
Alcohol reforms throughout the country continue to try and curb the ever increasing burden of drug and 
alcohol use, and the resultant associated trauma, but the solution remains challenging and a work in 
progress. 

https://www.facs.org/quality-programs/trauma/quality/verification-review-and-consultation-program/standards/
https://www.facs.org/quality-programs/trauma/quality/verification-review-and-consultation-program/standards/
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The Opioid Crisis          Andre Campbell 
 

In the United States and around the world there has been a new focus on the use of narcotics in medical 
and surgical patients.  The headlines in the media have focused on the effect of opioid use in patients. 
Many in the media has described it as an epidemic.  Physicians in the United States for many years were 
asked by the Joint Commission on Hospital Accreditation to consider pain as the fifth vital sign. If our 
patients experienced pain we were asked to make sure that they had adequate relieved when they are 
postoperative and discharged. The side effect of this type of use of medication has exacerbated a growing 
problem for patients and their families.  Often times we over prescribed pain medications that were never 
used and as such the patients had extra medication available in the house that may be a target of abuse 
by others.  As the overall impact was noted surgeons around the USA and the world started to reflect on 
this use and begin to reduce the amount of narcotics they administered and use other adjunctive 
medications.  Michigan in the USA used data prescribing habits of physicians to make changes and they 
made major changes in the use of opioids in their state. Aided by this effort many other hospitals have 
made changes in the use of opioids and as a result the use of opioid have gone down dramatically. 
 
The crisis has been met head on by trauma surgeons and other providers. Once the scope of the problem 
was known many centers including our trauma center have started to implement new systems to control 
the amount of opioids administered. The initial reviews of the problem indicated that many surgeons did 
not know the exact amount of medication that the patient had on discharge since the prescriptions were 
distributed by either trainees or ancillary staff. Once this was recognized stricter prescribing was instituted. 
In a study by Anderson et al, 2019 they surveyed the membership of the AAST for prescribing habits after 
rib fractures and laparoscopic cholecystectomies. The mean number of tablets prescribed for these two 
problems was 15-20 for the patients. Many did not prescribe adjunctive medication like nonsteroidal or 
gabapentin. Factors that influenced the higher use of opioids was previous history of narcotic use or higher 
levels of use in the hospital. Most were comfortable with the dose of medication they gave but the majority 
reduced opioid prescriptions by over 70% in the last five years. The trend towards the reduction in use of 
these medications was made clear by this recent study. 
 
The importance of the reduction in opioid use has lead others to begin to implement programs or opioid 
reduction. On study by Sim et al used the strategy of combining nonsteroidal treatment after laparoscopic 
cholecystectomy. They found that by using this regiment they were able to reduce the use of narcotic 
medication so much so that only one half of the patients were discharged on narcotics. They only needed 
five pills of oxycodone on discharge.  
 
In conclusion, the use of opioids has grown to epidemic proportions in some part of the world. Trauma 
Surgeons and other health providers need to be aware of the problem.  Taking sets to identify which 
patients need to be discharged with opioid medications can do a lot to impact this problem. The patients 
who have the most difficulty in dealing with this situation are those who have used narcotics in the past or 
have been on opioids for chronic pain issues. An organized effort hospital wide can make a major impact 
on the prescribing patterns of physicians and surgeons.  
 
 
REFERENCES: 
 

1. Center for Disease Control and Prevention. Drug Overdose Death Data. 
https:www.cdc.gov/drugoverdose/data/statedeaths.html 
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SESSION 2B:  PROVIDING SAFE QUALITY CARE          
CONCURRENT SESSION  Ballroom 2 
 
 
Pearls from the TOPIC Course        Helen Jowett  
 
The Society of Trauma Nurses (STN) Trauma Outcomes and Performance Improvement Course (TOPIC) 
is taught to all members of the trauma system team who participate in the ongoing assessment, evaluation 
and improvement of trauma care. This course aims to improve education and enable a greater 
understanding of the performance improvement process in trauma care. TOPIC focuses on the ongoing 
assessment of trauma care with a structured review of process and discussions of strategies to monitor 
trauma patient outcomes. 
 
The TOPIC course is taught in a one-day interactive modular format, customized to best meet the needs 
of the individual trauma clinician participants who have varying levels of experience and exposure to 
trauma performance improvement. The course offers practical application for all levels of trauma centres, 
from entry level to mature phase of program development. The modules are taught with a focus on didactic, 
operational definitions, sample tools, case study examples and take-home points. 
 
At the completion of the course, participants will be equipped with the tools, skills, knowledge and ability 
to address the culture of safety and how this culture is embedded into performance improvement across 
their organisations when managing complex trauma patients.  
 
They will be able to implement the levels of review process from identification of events, case reviews, 
how to apply audit filters and core measures along with the identification of opportunities for improvement 
across the continuum of care. Participants will develop a greater understanding around the importance of 
developing trauma specific management guidelines, procedures and policies in order to minimise the 
variances of care within the trauma patient population and the development of corrective actions plans to 
ensure that trauma care is always both effective and consistent.  
 
They will learn the effectiveness of thorough and appropriate data collection and the essential criteria 
required when reporting this data to their trauma committees who provide governance, leadership and 
expertise within their trauma centres. Through the implementation of trauma quality improvement 
processes we raise awareness and understanding of performance and quality improvement across our 
organisations. By monitoring the system, we ensure that the care we deliver is appropriate, accurate, 
consistent, timely and of the highest standard throughout the patient's journey.  
 
 
What Is Quality Care?         Jay Doucet 
  
Defining and measuring quality is a daunting task in medicine and is often more difficult in surgery. Quality 
can often refer to an aspirational but nebulous goal, process, or systemization with a common aim to 
improve patient outcomes. Quality conceptual models such as the Donabedian model differentiate quality 
into equally important categories of structure (setting or facilities in which care is delivered, i.e., trauma 
center vs. nontrauma center), process (such as root cause analysis and preoperative timeouts), and/or 
patient outcomes (morbidity and mortality), and are part of the overall “value” equation. Similarly, 
performance and quality of conformance, while are robust, important, and whole fields unto themselves, 
are outside the scope of this work. The National Institute of Medicine defined quality in 2001 in the seminal 
work Crossing the Quality Chasm as “the degree to which health care services for individuals and 
populations increase the likelihood off desired health outcomes and are consistent with current 
professional knowledge.” 
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For the acute care surgery (ACS) leader, understanding the methodology and infrastructure by which 
outcomes are measured in surgery is essential to leverage data effectively to improve outcomes and 
evolve quality of care. A review of existing outcomes data sets will be followed by a discussion of important 
risk adjustment methodology and outcomes. 
 
There are generally two major sources of outcome data: administrative data and clinical data. As a result 
of pressures from patients, payors, and providers, efforts to measure and publicly report surgical outcomes 
have rapidly emerged over the last three decades. However, the way in which these data have been 
collected, measured, and reported is challenged by both accuracy and bias.  Certain publicly prominent 
amalgam reports combine many metrics and perceptions of programs to report an overall ranking and rely 
on a combination of survey and administrative data with no standard methodology and no mechanism to 
assess the accuracy of the self-reported data.  Clinical databases are recognized as generating the highest 
utility performance reports.  These use standardized registry data collected by specially trained clinical 
data abstractors. Examples of such initiatives most relevant to the acute care surgeon include NSQIP and 
the American College of Surgeons TQIP. 
 
Risk adjustment of administrative data and clinical data can be very complex, but is an essential task that 
allows the databases to provide benchmarks and scores for quality improvement actions.  In 2018, the 
AAST Patient Assessment Committee examined 14 existing ACS scores to identify compliance with 6 
desirable criteria.  Patient reported well-being and patient financial risk are new outcomes being identified.  
Quality improvement that leads to improved outcomes plus cost mitigation or even savings is the elusive 
sweet spot where health care value is created.  
 
Ross SW, Wandling MW, Bruns BR, Martin RS, Scott JW, Doucet JJ, Davis KA, Staudenmayer KL, Minei 
JP. Value in acute care surgery, part 2: Defining and measuring quality outcomes. J Trauma Acute Care 
Surg. 2022 Jul 1;93(1):e30-e39. PMID: 35393377. 
 
 
The Global Burden of Harm         Martin Jarmin 
 
The true global burden of trauma is difficult to estimate. There have been two events in this century, the 
2004 Indonesia earthquake and tsunami and the 2010 Haiti earthquake that were among the deadliest 
natural disasters in recorded history. In addition, Hurricane Katrina in 2005 in the US and Typhoon Haiyan 
in 2013 in the Philippines resulted in thousands of deaths, displacement of significant numbers of the 
population as well as billions of US dollars in property, livelihood and infrastructure damage.  
 
Rising tensions between superpowers over Ukraine adds to longstanding conflicts in Yemen, Syria, South 
Sudan, the Democratic Republic of Congo, Mali, Palestine, to name a few. These fuel mass migration and 
internal displacement that has ballooned into various refugee crises that we witness today such as in the 
Mediterranean. From these arise spread of disease, famine and poverty, that form a seemingly 
inescapable vicious cycle of both physical and psychological harm .The UN/WHO and its agencies as well 
as prominent non-governmental organisations are pouring tremendous resources   at trying to break that 
cycle. However there is a stark discrepancy between high income countries with mature trauma systems 
and low to middle income countries who are greatly challenged by lack of resources. With the evolving 
global economic and geopolitical landscape as well as a changing climate, there is a clamour to develop 
future trauma systems (through research and greater cooperation, driven by local experts) that are 
dynamic and tailored to the needs of each context. 
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Real Australian Cost of Adverse Events      Mary Langcake 
 
The personal and financial impacts of patient safety lapses are considerable. In 1995 Australia led the 
world in assessing the prevalence and impact of safety lapses, publishing the first large-scale Australian 
study of adverse events. The ground-breaking Quality in Australian Health Care Study reported that 16% 
of patients in hospitals experienced some form of adverse event during their admission and approximately 
50% of these were preventable. 
 
On November 29, 1999, the Institute of Medicine (IOM) released a report called To Err is Human: Building 
a Safer Health System. The report estimated that 44,000–98,000 deaths per year occurred in the US 
health system as a result of human error. In 2013, approximately 12% to 16.5% of total hospital activity 
and expenditure was the direct result of adverse events. 
 
Frost & Sullivan's analysis, Patient Safety in Healthcare, Forecast to 2022, assessed the 30 most pressing 
safety adverse events affecting patients, caregivers, and healthcare organizations across the globe. 
Cumulatively, these adverse episodes affected an estimated 91.8 million patient admissions across the 
US and Western Europe resulting in around 1.95 million deaths at an average mortality of 2.1 percent and 
a significantly higher morbidity.  
 
The Australian Commission on Safety and Quality in Health Care defines patient safety as prevention of 
error and adverse effects associated with health care; and quality as ‘the degree to which health services 
for individuals and populations increase the likelihood of desired health outcomes and are consistent with 
current professional knowledge’ 
 
In this paper I will review some of the methods used to identify adverse events, including how collecting 
the wrong data disguises issues with healthcare performance. I will consider the overall cost of adverse 
events in Australian Hospitals, and then discuss why healthcare providers need to be involved in safety 
and quality monitoring.  
 
An adverse event is not necessarily the result of one person making a mistake at the frontline of healthcare; 
rather conditions in the system often enable the adverse event to occur. With the COVID-19 pandemic 
placing unheard of stress on healthcare workers and the system, the importance of our vigilance has never 
been greater. 
 
 
Quality Emergency General Surgery Care      Michael Sugrue 
 
In 2018 Donegal Clinical Research Academy successfully bid for a European Union’s INTERREG VA 
Programme, to create a data collection tool, with data dictionary, clinical pathways and outcome indicators 
to understand patterns of emergency surgery presentations and identify opportunities to improve 
processes of care and outcomes.  
 
Achievements of the project; 

• Creation of a unique defined data dictionary for EGS 
• New EGS digital registry now migrating to MySQL EMERGE data registry 
• New Emergency Surgical admission proforma  
• New Clinical Pathways in for appendicitis, cholecystitis and bowel obstruction 
• Key outcome indicators defining expecting optimal process and outcomes 
• Data reports for over 6000 EGS presentations in 3 years 2019-2021 
• Interregional research, defining new concepts in the care of EGS  
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• New interregional and global education programs in Emergency Surgery 
• Creation of a strategy for improving outcome and saving lives in EGS 

Recommendations 
• Creation of national policy investing in EGS care 
• Establishment of a national-international minimum data set in EGS 
• Mandate the need for quarterly reporting of process and outcome data in EGS 
• Collaborate National EGS Programs at a European Level  
• Define minimum outcome indicators in EGS across Europe 
• Identify practice variance for exceptional outcomes with cross implementation 
• Establish interdisciplinary oversight committee inclusive of ED, Radiology, ICU, Nursing and 

Hospital administration 
• Involvement of industry and health care providers in national consortium of digital health 
• Defining compulsory education requirement and incorporation of EACS course as part of 

compulsory training  
• Legislating accreditation of EGS services with College/Government oversight 
• Reporting of patient related outcomes in key EGS conditions 

This presentation will take you on Journey through EGS quality issues that will save lives and improve 
outcomes  
 
References 
Sugrue M, Maier R, Moore EE, Catena F, Coccolini F, Kluger Y [Eds] (2020) Resources for Optimal Care 
of Emergency Surgery. 1st edition. Springer International Publishing ISBN 978-3-030-49362-2 
DOI:10.1007/978-3-030-49363-9  
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Challenges Estimating Frailty in Older Adults      Steve Frost  
 
In 2018 Donegal Clinical Research Academy successfully bid for a European Union’s INTERREG VA 
Programme, to create a data collection tool, with data dictionary, clinical pathways and outcome indicators 
to understand patterns of emergency surgery presentations and identify opportunities to improve 
processes of care and outcomes.  
 
Achievements of the project; 

• Creation of a unique defined data dictionary for EGS 
• New EGS digital registry now migrating to MySQL EMERGE data registry 
• New Emergency Surgical admission proforma  
• New Clinical Pathways in for appendicitis, cholecystitis and bowel obstruction 
• Key outcome indicators defining expecting optimal process and outcomes 
• Data reports for over 6000 EGS presentations in 3 years 2019-2021 
• Interregional research, defining new concepts in the care of EGS  
• New interregional and global education programs in Emergency Surgery 
• Creation of a strategy for improving outcome and saving lives in EGS 

 
Recommendations 

https://dcra.ie/images/Emergency-General-Surgery-Inaugural-Report.pdf
https://dcra.ie/images/Emergency-General-Surgery-Inaugural-Report.pdf
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• Creation of national policy investing in  EGS care 
• Establishment of an national-international minimum data set in EGS 
• Mandate the need for quarterly reporting of process and outcome data in EGS 
• Collaborate National EGS Programs at a European Level  
• Define minimum outcome indicators in EGS across Europe 
• Identify practice variance for exceptional outcomes with cross implementation 
• Establish interdisciplinary oversight committee inclusive of ED, Radiology, ICU, Nursing and 

Hospital administration 
• Involvement of industry and health care providers in national consortium of digital health 
• Defining compulsory education requirement and incorporation of EACS course as part of 

compulsory training  
• Legislating accreditation of EGS services with College/Government oversight 
• Reporting of patient related outcomes in key EGS conditions 
•  

This presentation will take you on Journey through EGS quality issues that will save lives and improve 
outcomes  
 
References 
Sugrue M, Maier R, Moore EE, Catena F, Coccolini F, Kluger Y [Eds] (2020) Resources for Optimal Care 
of Emergency Surgery. 1st edition. Springer International Publishing ISBN 978-3-030-49362-2 
DOI:10.1007/978-3-030-49363-9  
 
Parlour R, Sugrue M, Skelly B and Watson A. Emergency General Surgery: Inaugural Registry Report. 
Emergency Surgery Outcomes Advancement Project; 2020.https://dcra.ie/images/Emergency-General-
Surgery-Inaugural-Report.pdf ISBN: 9780992610968 
 
 
 
 
 
Is Trauma the Last Holistic Specialty?      Grant Christey  
 
 
Within a simple medical paradigm, multisystem trauma involves complex disruption of anatomy and 
physiology that require our combined skills to correct. This is usually done well and we can see the 
immediate results of our actions. From a broader perspective we can consider those disruptions to be the 
end point of decision-making failure in some form, generally as a result of multiple intersecting influences 
that make an injury event inevitable.  
 
Optimal recovery from an injury event requires an understanding of the complex interactions of aspect of 
the physical, spirtual, family and emotional realms to fully prepare a patient and their family for the 
challenges that lay ahead, long after the physical healing is done. Who better to faciltate this than the 
multidisciplinaryy trauma service and related allieds? 
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SESSION 3A: PREHOSPITAL / EMERGENCY ROOM     
CONCURRENT SESSION  Ballroom 1 
 
 
Prehospital Interventions that Should be Abandoned     Geoff Healy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Domestic Violence – What Can We Do Better?     Lai Heng Foong 
 
The statistics for Domestic violence (DV) has been common knowledge for a long time. It has become 
worse during the pandemic. 1 woman is killed per week by her intimate partner in Australia every day. It is 
the biggest health risk factor for a woman between ages 25-44. 1 in 5 women have experienced sexual 
violence from age 15. My presentation seeks to explore why things are so resistant to change, when DV 
is so prevalent and harmful for women’s health, and how we can do better. I will look at myths of DV that 
keep us from doing more to address the biggest trauma epidemic of this decade.  Adults are not the only 
victims; 15 million children are witnesses to DV every year in America.  Aboriginal women are more than 
11 times more likely to be killed compared to non-Indigenous women. DV is a public health crisis that 
affects 1 in 3 women worldwide.  
 
Detection and appropriate care for women experiencing DV can improve quality of life for BOTH women 
and their children.  44% of women domestic homicide victims had presented to an ED within 2 years of 
their death (93% with injury related complaints. To end violence against women, multiple intersecting forms 
of discrimination and disadvantage must be dismantled.  We as healthcare workers need to be better at 
recognising DV, set up better support services with interagency collaboration rather than working in silos.  
I will explore the major patterns of injury in DV with a special focus on non-fatal strangulation. I propose 
that we look at DV as a trauma presentation- with trauma teams and a systematic approach. We need to 
think about DV as an addressable public health epidemic rather than regrettable encounters of two people.  
There are early signs that can predict an adverse income and if we intervene early, mortality and morbidity 
are avoidable.  Health systems can play a significant role in decreasing the public health impact of DV, 
especially to women.  Changing societal values and perceptions on DV will take longer but is also possible 
with better by modelling respect and encouraging discussion about DV and its health impacts. 
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Urgent Vascular Access in the ER - Tricks of the Trade     Tabby Ahmad 
 
The leading preventable cause of death in traumatic injuries is haemorrhage. Hypovolaemic shock due to 
a critical loss in effective circulating volume remains the most common cause of mortality in the first hour 
after arrival to a trauma centre. Approximately 20-25% of trauma-related deaths are preventable through 
early definitive medical and surgical interventions to control bleeding. 
 
Managing trauma patients with haemorrhagic shock is difficult and obtaining intravenous access takes 
time but is the first step to successful resuscitation. A performance review conducted by one trauma centre 
reported an average time of 21 minutes post-arrival to the trauma bay to obtain adequate intravenous 
access in those without any pre-hospital access in place. 
 
Timely restoration of intravascular volume improves systemic perfusion, mitigates against tissue hypoxia 
and the acidosis of anaerobic metabolism. Urgent vascular access for patients in extremis poses a 
significant challenge to those attempting resuscitation manoeuvres in the face of haemodynamic collapse. 
My presentation will touch on the history and evolution of difficult intravenous access (DIVA) in trauma 
including the advances established by the military, to encompass the development of the Tactical Combat 
Care of the Casualty (TCCC) guidelines as well as techniques such as Ultrasound RAPeVA (Rapid 
Assessment for Peripheral Vascular Access), RIC line insertion and the modified Seldinger technique. 
Alternative methods to gain vascular access when direct cannulation of a vein cannot be performed or is 
taking too long will also be discussed, to include intraosseous infusions and venous cutdowns. 
 
 
Over and Under triage – What’s the Impact?     Martin Wullschleger 
 
Triage systems and triage criteria have been developed, implemented and refined to improve trauma 
patients’ outcomes as well as better resources management, with particular focus on prehospital 
pathways, emergency department processes and in the context of mass casualty incidents (MCI) / disaster 
management. For quality & improvement purposes, regular audits and reviews are required to ensure 
accuracy and reliability of these triage tools. 
 
Under triage, as defined by ‘fitting the triage criteria, but not included into the triage group with its pathway 
and process’, carries high patient’s safety concerns with potentially significant risks for adverse outcomes 
and patient harm. In general, rates of 5-10% are tolerated. Over triage is defined by ‘inclusion into the 
triage group despite of not fitting the criteria; this scenario has less direct patient impact, but might have 
detrimental effects on resources and other patients, e.g. overload or over-usage of prehospital, trauma 
centre or resuscitation area resources, which can negatively influence other patients’ outcomes.  
 
Details of under and over triage will be outlined and further discussed for the three main areas, prehospital, 
emergency department and MCI events. 
 
In summary, under and over triage of trauma patients carries significant risks and concerns for patient 
safety and outcomes as well as for our resources. Therefore, it’s of high importance to evaluate and 
monitor our triage protocols and practises, and use the data in conjunction with the evidence to inform 
changes to the criteria and/or practises to ultimately improve patient outcomes. 
 
 
 
 
 
 



50  

The Difficult Airway – Tricks of the Trade      Simon Robertson 
 
Following trauma, the approach to the difficult airway is a cascade of binary decisions. The airway may be 
difficult because of the patients’ background anatomy and physiology, because the airway has been 
traumatised, or in alarming circumstances, both.  
 
Spontaneously breathing fibre-optic intubation is very rare. It may be performed in patients with isolated 
cervical spine trauma or where diagnosis of airway trauma is best done endoscopically. Fibre-optic 
intubation should be abandoned should the patient become unstable or blood in the airway causes a loss 
of view.  
 
In patients with anatomically difficult airways who require intubation as part of resuscitation or a time critical 
intervention under anaesthesia, a “checklist and briefing” approach should be taken to ensure optimum 
team performance. Most systems will use a structure like the airway vortex approach to airway planning 
and performance. These same systems should also be imported into the management of any patient with 
a traumatised airway.  
 
If the airway is traumatised above the larynx, the focus on airway management should be achieving the 
best possible laryngoscopy to allow passage of a bougie over which the endotracheal tube can be passed. 
If the airway is traumatised at or below the larynx, there is a much higher chance that the airway will need 
to be accessed through the front of the neck. This should be set up and prepared prior to attempting oral 
intubation.  
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SESSION 3B:  EMERGENCY SURGERY          
CONCURRENT SESSION  Ballroom 2 
 
 
Complex Abdominal Wall Hernias – Tricks of the Trade     Grant Christey 
 
 
Since the World Society for Compartment Syndrome was launched, the incidence of abdominal 
compartment syndrome has decreased and the sophistication of abdominal wall hernia repair has 
continued to evolve. Management of laparostomies and hernias related to damage control surgery, 
complex intra-abdominal surgery and complications of intra-abdominal contamination continue to 
challenge clinicians. Successful abdominal wall reconstruction requires an understanding of first principles, 
technical know-how, good timing and patience.  
  
 
Operating on the Hostile Abdomen      Andre Campbell 
 
The frozen abdomen has been the bane existence of general surgeons and acute care surgeons for many 
years.  Many terms have been used to describe this problem over the years. It has also been referred to 
as the hostile abdomen, inaccessible abdomen, other investigators have used the term “disasteroma” to 
reference this difficult problem. These patients have large defects in their abdominal wall. In the most 
difficult cases the patient may develop an entero-atmopsheric fistula.  The patients who have developed 
these complications are quite difficult to treat it requires multi-disciplinary approach in order to design a 
successful treatment plan. The first rule of thumb is to close an open abdomen as quickly as possible to 
avoid these nightmare scenarios. Eighty to ninety percent of damage control laparotomies are safely 
closed within two or three weeks after injury. If they are not close then a decision has to be made about 
what to do with the patient. The estimated incidence of the unintentional creation of an open abdomen is 
from 0.5 to 3% overall of all laparotomies.  The purpose of this session today is to discuss the complications 
and problems that resulted from the frozen abdomen.  
 
Typically after a patient has a damage control laparotomy, the patient is taken back repeatedly to the 
operating room in order to get control of hemorrhage and to repair all their injuries. The damage control 
injuries related to trauma are in general are much easier to close than the inflammatory abdomens. The 
inflammatory abdominal processes result after the abdominal compartment syndrome develops from 
pancreatitis, intestinal perforation or sepsis. These patients are a different group of patients when they are 
left open and can be more challenging than trauma patients to close. Those cases are much more difficult 
to manage and we have been less successful in closing patients with these processes than trauma 
patients. When a patient has a trauma laparotomy, it is key that the patient is taken back any number of 
times in order to close the fascia. The first goal of the damage control laparotomy is to make sure that the 
patient has their vascular injuries controlled and we control contamination. Once the bleeding has stopped 
and the mass transfusion protocol ended as well as the initial resuscitation the focus should be on trying 
to get the patient closed as soon as possible. In addition to the technical issues there are logistical options 
at most trauma centers that may complicate making sure the patient returns to the OR including availability 
of time to do the operation. It is important to make sure the surgeon persists to make ensure this is not an 
issue. 
The frozen abdomen occurs when the patient’s fascia is not able to be re-approximated and patient is 
allowed to granulate closed. After the wound has matured it can then be grafted. The wound will granulate 
over time assuming the patient has adequate nutrition and minimal bouts of sepsis. At the Zuckerberg San 
Francisco General Hospital, typically we will allow the patient to granulate after the patient has been back 
and forth in the operating room over two week period and it appears we cannot close the abdomen, the 
decision is made by the operating surgeon to not close the patient. We then move to the planned hernia 
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phase of patient care. A vicryl mesh is placed over the bowel to protect it from injury. The mesh is stitched 
to the fascia of abdominal wall if it is available and the granulation tissue grows through the mesh. Once 
there is a mature bed of granulation tissue, we will then apply a split thickness skin graft. This is the best-
case scenario of the patient with the open abdomen. 
 
If the abdomen does not heal well and complication ensure the patient may develop an entero-atmospheric 
fistula.  This is when there breakdown in the middle of the wound and defects develop in the bowel wall. 
The location in the intestines of these fistulas vary in patients.  The colon is the most common location of 
these fistulas with 70% occurring in the large bowel, this is followed by the small bowel, duodenum an then 
the stomach.  Some series have reported over 56% of patients have multiple defects in the bowel. The 
development of the fistulas are associated with longer ICU LOS, hospital LOS, hospital charges. They are 
a nightmare for surgeons. 
 
The etiology of these fistulas are multifactorial and the anatomy must be investigated prior to surgery. They 
can occur at the point of an anastomosis or elsewhere if there is bowel trauma. In rare cases in obese 
patients the granulation tissue can tear resulting in fractured granulation tissue. This can occur in patient 
where the shear force pulling on the wound exceed the strength of the granulation tissue. Infections and 
nutritional issues can also complicate the healing of these wounds in patients. The goal in these patients 
is to make sure they are tolerate oral intake, or are on TPN. The fistula should be isolated from the rest of 
the wound to ensure that the healthy granulation tissue can be grafted. Once they are grafted and the 
fistula effluent is controlled with a colostomy appliance. Then it is time for the operative team to focus on 
the timing of the definitive surgical procedure. 
 
The timing of definitive surgery is variable some surgical groups have favored early surgery and that 
number is debatable but early mean usually between six to eight weeks. Most other group have advocate 
surgery within 6 to 12 months. The early surgery groups advocate trying to deal with the problem early 
and fix it as soon as possible. The problem with that approach is that many times these patients have a 
prolonged inflammatory response and the adhesions have not become stable. If the acute inflammatory 
response has not resolved the patient will have a much more difficult and blood operation. At the 
Zuckerberg San Francisco General Hospital we wait until all the inflammation has subsided prior to 
initiating the definitive procedure. It is usually ready when the skin over the grafted bowel can easily 
separate from the underlying bowel. The skin is easily lifted up and separated from the bowel. 
 
The approach to the operation is always complex for these patients.  After the patients anatomy had been 
delineated with the proper studies usually a CT Scan around the time of the procedure and the nutrition 
status has been maximized it is then time to operate on the patients.  The operative approach is typically 
done with an open procedure. Since it is typically a long procedure the formal operation should be the first 
case of the day. Anesthesia should be prepared for long operation and blood products should be available 
to insure a smooth procedure. Typically the GI tract is frozen in place but there is a plane that the surgeon 
can enter just outside of the matted bowel and enterocutanous fistulas. Care must be taken not to enter 
the previous incisions but just outside there is a safer plane. Attention to detail during the operation is key 
and ensuring that no new enterotomies are created is essential to a successful outcome. Some surgeons 
have used the name “coliseum technique” to describe this technique of entering a new tissue plane to 
perform the resection first described by Sugarbaker.  If the surgeon creates an enterotomy it should be 
repaired immediately or tagged and repaired later in the operation. One study on enterotomies in this 
setting revealed a higher reoperative rate, ICU LOS, Hospital LOS, and higher use of TPN in patients who 
had an inadvertent enterotomy. The complex question of how much bowel to resect and how to deal with 
the fistulas is serious question. The possibility of short bowel should be discussed in the preoperative 
setting with the patients. We typically perform a two layer hand sewn anastomosis and try to minimize the 
number if possible.  A stapled anastomosis should be discouraged in this setting. If the bowel is to badly 
damage then discussion of a massive enterectomy should be entertained. This is of course the last resort 
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in a patient and a much more measured approach is appropriate in these settings. It is recommended to 
try to have 20cm between each anastomosis. The entire GI tract should be mobilized during this operation 
from the GE junction to the sigmoid colon. The use of stoma may be needed and an honest discussion of 
the risk and benefits of a procedure should be discussed. 
 
After the resection had been completed it is necessary to reconstruct the abdominal wall. The encouraging 
news for surgeons who undertake this type of work is the literature reports 80-90% rate of successful 
takedown procedure of the frozen abdomen and enterocutaneous fistulas.  Once the fistulas have been 
attacked and repaired. The decision of what technique to use for coverage may involve a multidisciplinary 
approach if the surgeon is not comfortable with the manipulation of the abdominal wall and mesh 
placement. We have used a variation of a one or two team approach depending on the complexity of the 
problem.  Component separation and advancement flaps can be an invaluable adjunct to repairing these 
defects as well as the use of different types of mesh to do the repair. 
 
The choice of type of mesh has been debated over the years but there is always a real concern about 
placement of any type of plastic mesh in the setting of an infection like frozen abdomen. The risk of the 
mesh becoming infected is real and has been described in several studies. If the mesh does become 
infected it creates a series of complications, and the mesh would invariably have to be removed.  This 
would recreate the same problem that the surgeon started with now with the added problem of infected 
mesh. The more recent studies have focused on the use of biological meshes in this is setting. In one 
recent multicenter trial of the 242 patients use of biological mesh in this setting the mortality rate was 2% 
and the recurrence rate was 17% at one year in patients with these complex hernia. The repair of a fistula 
or stoma was statistically associated with the recurrence of the fistula.  A second study reported the same 
type of results in 80 patients who were studied with this complex problem. Definitive repair should be 
attempted at the time of the take down of the fistulas and it has been proven to be a safe approach to 
repair. There are many types of biological and one has not been proven superior to other in the literature. 
It is an important concept to make sure that that repair with the biological is covered with skin even if a 
bridging technique is used. It the mesh is exposed it will result in desiccation of the mesh with failure of 
the prosthesis. 
 
The repair can be done several ways including placemen of the mesh below the fascia, in between or over 
the fascia. We have used the technique of placing the mesh below the fascia.  If a bridging technique is 
used skin flaps should be placed over the mesh. It a skin flap is not possible then the placement of a 
wound vacuum should be used with careful attention to preserving the biological mesh. A skin graft can 
be place once granulation tissue develops in that setting. The bigger hernias are classified as stage 4 
hernia. The incidence of recurrence, overall complications or infectious complications in the groups did not 
matter based on position. 
 
In conclusion, the frozen hostile abdomen remains a big problem for trauma and acute care surgeons.  
The goal of treating these patients is to try to get the abdomen closed as soon as possible.  Multiple 
attempts should be made to take the patient to the OR repeated and them close within the first couple of 
weeks. If the commitment is made to have an open abdomen that will be skin grafted the approach should 
be to allow the acute inflammation to subside. In our hands we recommend six of more months with no 
acute infections.  The operation is planned when the patient has reached the best nutrition state. If they 
have an enteroatmospheric fistula then the effluent should be controlled with appliances and isolation after 
the skin graft has taken then the appliance can be place over the opening. Nutrition issues must be 
addressed prior to any attempt at fixing the problem. Ideally the patient should be feed enterally but if not 
then TPN should be used judiciously. The final operation should use the technique of going outside of the 
wound, termed the colosseum approach to get around the wound and take down all the adhesion and the 
reconstruct the abdominal wall of the patient. Using this technique even the most difficult abdomen can be 
closed and the patients will recover in the majority of the cases. 
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Mesenteric Ischaemia – Improving Outcomes      Tony Grabs 
 
Multi-phase CT scans, especially in sick elderly patients, has been a major step forward in the early 
detection of mesenteric ischaemia. This combined with more careful physiological assessment of patients 
in general allows improved decision making. Like trauma care, acute care teams, once ischaemia is 
diagnosed, involves general surgeons, vascular surgeons and radiologist. Different centres have 
developed algorithms bases on the skill sets immediately available within the centre. It is important that 
one team leads the decision making, usually the acute care surgeon. 
 
Options for management are more complex including pure percutaneous vascular therapies, open 
laparotomies with open embolectomies and or open bypass and newer hybrid procedures that may be 
antegrade or retrograde approaches to re-vascularise the bowel. Each technique has advantages and 
disadvantages. Essential for improved outcomes is ongoing clinical and physiological assessment by the 
teams do determine the requirement for laparotomy to resect non-viable bowel, especially when using less 
invasive techniques. 
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Emergency Endoscopic Advances        Milan Bassan   
 
 
Gastrointestinal endoscopy provides a minimally invasive, endoluminal modality to manage a wide range 
of emergency presentations. Endoscopic management is already standard initial therapy for a range of 
common presentations. Recent advances in endoscopic techniques and technology have expanded the 
role of gastrointestinal endoscopy as first line management for an increasing range of indications with 
some key interventions outlined below: 
 
Biliary obstruction: Endoscopic retrograde cholangiopancreatography (ERCP) is a critical and lifesaving 
intervention in the management of ascending cholangitis and biliary sepsis. It also plays an essential role 
in managing post-surgical bile leak with placement of biliary stents to reduce pressure across the major 
papilla and allow preferential biliary drainage into the duodenum. More recently ERCP and transpapillary 
stenting has been described as an alternative to percutaneous cholecystostomy in patients with high 
operative risk, especially when undergoing ERCP for concurrent choledocholithiasis.  
 
Gastrointestinal bleeding: Gastrointestinal endoscopy is standard initial therapy for upper 
gastrointestinal bleeding. Both variceal and non-variceal bleeding can be effectively and successfully 
managed however standard modalities are limited in their management of bleeding ulcers with large 
vessels (>3 mm) or complex bleeding such as from malignancy. The development and use of large calibre 
over the scope clips has allowed for effective management of ulcer bleeding from larger vessels. Novel 
topical haemostats and devices have also improved management of bleeding malignancies. 
 
Management of acute hollow viscous perforation and luminal leaks: New endoscopic techniques and 
devices allow for endoluminal management of select cases of perforation and leak. Large defects in the 
GI tract wall can be closed acutely using endoscopic suturing systems or over the scope clips. This is 
particularly effective for iatrogenic perforation during endoscopic procedures as long as the injury is 
recognised during the procedure. Stents and endoscopic vacuum therapy provide options to manage more 
chronic leaks and fistula. 
 
Increasing indications for therapeutic endoscopic ultrasound (EUS): Transluminal drainage using 
EUS and new lumen apposing metal stents allow for endoscopic drainage of not only simple pancreatic 
pseudocysts but also drainage of walled off pancreatic necrosis, endoscopic transluminal biliary and 
gallbladder drainage for patients not fit for surgery, transrectal drainage of pelvic collections and even 
creation of luminal bypass/anastomosis. 
 
As techniques and devices are improved and new technology developed the range of emergency 
endoscopic intervention will only continue to grow.  
 
 
Biliary Colic and Acute Cholecystitis in Pregnancy     Yasser Farooque 
 
The risk of developing gallstones can increase during pregnancy and hence the gallstones related risks. 
Acute cholecystitis is the second most common cause of acute non obstetric surgical abdominal pain after 
Appendicitis.  
  
The management of Biliary complications and in particular cholecystitis can be intricate during various 
phases of pregnancy and an overview of conservative versus active early surgical intervention is discussed 
with the aim to draw an evidence-based approach to this not very uncommonly encountered condition with 
a view to minimising foeto-maternal complications, reducing the social and health-economics burden and 
provision of safe and efficient surgical care when possible.  
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SESSION 4A: NURSING FORUM     
CONCURRENT SESSION  Ballroom 1 
 
 
How to Secure Trauma Competence in Nursing Staff      Helen Jowett 
 
What does it mean to be a trauma nurse? How do I become a competent trauma nurse? These are some 
of the questions I will address in this presentation but first we need to explore how we define competency. 
 
Competency is the capability to apply or use the set of related knowledge, skills, and abilities required to 
successfully perform critical work functions or tasks in a defined work setting. They serve as the basis for 
skill standards that specify the level of knowledge, skills, and abilities required for success in the workplace 
as well as potential measurement criteria for assessing competency attainment.  
 
Competency is also defined as the ability to do something successfully or efficiently. The question is not 
only how we as trauma professionals design, develop and implement a systematic approach to defining 
competency in trauma nursing but also how do we achieve this whilst ensuring consistency across different 
jurisdictions within trauma nursing.  
 
The four dimensions of competence include: attitudes, knowledge, skills, and behaviours. Each of these 
dimensions is integral to how we secure competence in our trauma nursing staff. In order to achieve this 
we commence by first collecting, collating & recording nurses, attitudes to what constitutes a trauma nurse 
across the continuum of care. Secondly, we need to identify the minimum educational requirements to 
achieve the status of being a competent trauma nurse and the aspirational education and training that can 
be undertaken to achieve even higher levels of competency in this field. Thirdly, what skills are required 
within the scope of trauma nursing and how do we achieve these standards and lastly, what behaviours 
are we expected to develop when striving for competency within this highly specialised field of nursing.  
 
Throughout this presentation I aim to highlight the current trauma nursing frameworks that exist and how  
they are being utilised in practice whilst also exploring 
 
  
Human Factors in Team Building        Heidi Hotz 
 
Human factors “is the scientific discipline concerned with the understanding of interactions among humans 
and other elements of a system, and the profession that applies theory, principles, data and methods to 
design in order to optimize human well-being and overall system performance, the human performance” 
(IEA Definition) (Casali, Cullen, & Lock, 2019). Through robust data driven trauma performance 
improvement (PI) activity within trauma hospitals, we know that opportunities for improvement (OFI’s) are 
related to human factors and systems issues. This includes the performance of teams working in 
challenging, time sensitive situations. Human factors and team building includes aspects such as 
situational awareness, teamwork, leadership, and communication. 
 
Preventing near misses and improving patient outcomes requires us as trauma leaders to ensure high 
functioning teams and training to address and prevent errors that have a root cause in human factors. For 
the past two decades, Trauma is once again at the forefront in implementing systems of care, and 
simulation-based training based on lessons learned from other industries such as aviation. Human factors 
concepts are included in orientation, training, simulation drills, curriculum development, and research for 
the teams of clinicians providing trauma care. As a result, we see improved measures of teamwork, task 
performance, timeliness, staff knowledge, and team member satisfaction.  
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Simulation training with a focus on the high-stake skills and need for timely closed loop communication 
are imperative when training teams. We should further develop our performance improvement case 
reviews to include components of human factors, and team dynamics to identify near misses. Trauma 
hospitals should ensure they have implemented and sustained high quality simulation-based team training 
programs to support optimal care of the injured patient.  
 
 
Building a Program of Nursing Led Research      Steven Frost 
 
Douglas Altman’s famous words “We need less research, better research, and research done for the right 
reasons..” should be front and centre when nurses consider building and leading a program of research. 
In this talk, I will discuss Altman’s recommendation in the context of a nursing-led program of research, 
and some over-arching advice on leading a research team. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Management of ICCs        Lee-Ann Thomas 
   
Treating the patient not treating the drain. While an intercostal drain will tell you a lot about what is going 
on inside the thoracic cavity, it is your clinical assessment of your patient and being able to corollate that 
assessment with what is happening with the drain is the key to overall patient management. This talk aims 
to make participants confident in their application of skills associated with identifying indications for 
inserting intercostal catheters, recognition of malfunctioning intercostal catheters and the likely causes of 
intercostal catheter malfunction. By expanding your knowledge base, we hope to provide a foundation in 
nursing practices promoting safe, correct, and competent management of patients with intercostal drains 
in all clinical settings.  Through our use of clinical assessment tools and clinical understanding of the 
patients’ injuries our aim is to identify and minimize complications associated with Intercostal drain 
management, how to troubleshoot and when to escalate.  
 
 
  
 
 
 
 



59  

Preventing Secondary Brain Injury      Nevenka Francis 
 
Traumatic brain injury remains an ongoing management challenge. This is often due to varied mechanisms 
of injury and the brains responses to these insults. Mechanisms resulting from high velocity such as road 
trauma, interpersonal violence, work related, and sporting injuries are often predictable in severity; then 
on the other hand a “simple fall” from standing height can result in significant or catastrophic injury. Each 
of these primary cerebral insults initiates a pathophysiological response.   
Intracerebral oedema, haemorrhage and axonal injury may be grouped together as traumatic brain injuries 
however they each have different clinical courses. Secondary brain injury is an evolving process following 
injury.  It develops over hours and days.  It is then imperative that as clinicians we focus on neuroprotective 
strategies to limit tissue injury to optimise the functional outcome of our patients.   
It is the sequala of a traumatic brain injury that can result in either catastrophic or lifelong impact on the 
patient, which in turn impacts their families, carers, community, and the healthcare system 1 .  The financial 
burden of moderate to severe traumatic brain injuries is estimated to add $2 billion in direct lifetime costs 
to the Australian health care system annually 2 .   
Secondary brain injury is a well-known event post traumatic brain injury.  It is imperative that 
neuroprotective measures are put in place alongside standardised management protocols. This standard 
of care needs to commence from initial injury.  Within Australia this at times can be challenging due to 
geographical locations 3 . We should continually be thinking about how to anticipate, prevent or stop 
secondary brain injury to ensure our patients have the best outcome.     
 

1. GBD 2016 Traumatic Brain Injury and Spinal Cord Injury Collaborators. (2019). Global, regional, 
and national burden of traumatic brain injury and spinal cord injury, 1990–2016: a systematic 
analysis for the Global Burden of Disease Study 2016. Lancet Neurol. 18, 56–87  

2. Access Economics Pty Ltd; Victorian Neurotrauma Initiative. (2009). The Economic Cost of Spinal 
Cord Injury and Traumatic Brain Injury in Australia. Geelong, Victoria, Australia: Victorian 
Neurotrauma Initiative 

3. Fitzgerald, M, Ponsford, J, Lannin, NA, O’Brien, TJ, Cameron, P, Cooper, DJ, Rushworth, N, AUS-
TBI Investigators, and Gabbe, B (2022). AUS-TBI: the Australian health informatics approach to 
predict outcomes and monitor intervention efficacy after moderate-to-severe traumatic brain injury. 
Neurotrauma Reports 3(1), 217–223. DOI:10.1089/neur.2022.0002.  

 
 
 
A Streamlined Approach        Melissa Murphy 
 
Effective communication and interdisciplinary collaboration are essential in the assessment and 
management of critically ill trauma patients. Robust communication and inclusiveness facilitate 
collaborative team decision-making and protects trauma patients from clinical risks. However, inefficient 
communication can result in poor patient engagement and satisfaction, increase risk of errors across the 
care continuum, and frustration amongst multidisciplinary team members. Streamlining communication 
processes involves simplifying the steps required for the information to be received and understood by 
other team members. When streamlined communication takes place it leads to better patient care and 
improved team morale by getting the right message to the right person at the right time. 
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TQIP - What is it Exactly?         Grant Christey 
 
Trauma Quality Improvement is an essential goal of good trauma care yet a precise common 
understanding of it remains elusive. TQI programs, where they exist vary in scope and content, providing 
more confusion to groups dedicated to improving care but not speaking the same language. We break 
down the conceptual framework and models of TQIP to see where we fit as faciltities and systems, so that 
a common language may emerge. 
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15:10 – 17:00 SESSION 4B:  FREE PAPER SESSION    
 CONCURRENT SESSION  Ballroom 2  
 
Trauma Outcomes in the Obese Population 
 
Dr Brodie Laurie – General Surgery, Sir Charles Gairdner Hospital; Dr Christopher Guenoff - General 
Surgery, Fiona Stanley Hospital; Dr Ran Li – General Surgery, Sir Charles Gairdner Hospital 
 
Introduction: The prevalence of obesity continues to increase in the Australian population. Obese patients 
are often at higher risk of adverse outcomes across many aspects of health and disease. Our goal with 
this paper was to determine whether increasing body mass index (BMI) results in inferior clinical outcomes 
following admission for trauma. 
 
Methods: A retrospective review of the Western Australian trauma database for patients admitted between 
2012 and 2020 was conducted. Participants were grouped according to BMI and results were adjusted for 
age, year, gender, mechanism of injury and injury severity score. The primary outcome was mortality. 
Secondary outcomes were length of stay and requirement for discharge to rehabilitation facility. Data was 
analysed with Stata 17 using multivariate logistic and linear regression to adjust for potential confounders. 
 
Results: 7862 patients were admitted to hospital for trauma and had complete BMI data during the 
catchment period. Obese patients were more likely to be discharged to a rehabilitation facility than patients 
of normal weight (OR 1.37, 95% CI 1.08-1.73, p-value 0.01). They also had a significantly longer length of 
stay with an absolute increase of 0.75 days - relative increase of approximately 11.5% (95% CI 0.2-1.3 
days, p-value 0.008). There was no statistically significant difference between BMI categories with regard 
to mortality. 
 
Conclusion: This paper shows evidence for increased morbidity and longer length of stay for obese trauma 
patients. However, in contrast with many domains of healthcare, obesity does not affect mortality rates. 
 
 
Management of Acute Appendicitis (MOAA) Study  
 
Carrina Yih-Jeou Lee MD (Liverpool Hospital), Romain Seppey MD (Liverpool Hospital)  
 
Background: Acute appendicitis is the most common presentation requiring emergency surgical 
admission. Patients present heterogeneously, whether it be from patient or disease characteristics but also 
varying disease severity. The Management of Acute Appendicitis (MOAA) study aimed to assess 
outcomes and identify management strategies to improve patient care.  
 
Methods: A retrospective analysis of all patients presenting to a major tertiary hospital surgically managed 
for acute appendicitis over a 3-year period was performed. Patient demographics, disease and treatment 
characteristics, including imaging and pathology results, AAST criteria to stratify appendicitis severity, 
operation performed, and complications were collected.  
 
Results: We evaluated 988 patients treated for acute appendicitis. Of these, 53 (5.4%) had a negative 
appendectomy, 749 (76%) had non-perforated appendicitis (AAST 1 and 2), and 186 (19%) had perforated 
appendicitis (AAST 3-5). Patients with perforated appendicitis had a significantly higher chance of having 
an open procedure. Males had higher severity disease (average AAST score 1.68 vs 1.42). 496 patients 
had a preoperative CT scan; a positive Spearmen’s correlation score (0.59) between CT and pathological 
severity was noted. Of these, 68% had the same reported CT and pathology severity, 23% had an under-
evaluated CT severity, and 9% an over-evaluated CT severity. Of the 214 preoperative ultrasounds, the 
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appendix was not found in 21%, appendicitis suspected in 75%, and appendix visualised and interpreted 
as normal in 5%.  
 
Conclusions: There are variations in the presentations and management of acute appendicitis. Optimal  
management is still to be determined.       
 
 
The Impact of Tailored ERAS vs Conventional Care in Gastroduodenal Perforation  
 
Authors  
1Cherring Tandup, M.S; 1Abhinav Chauhan , M.S.; 2Rajeev Chauhan, M.S; 1Siddhant Khare, M.S.;  
1Yashwant Raj Sakaray, M.S; 1Kailash Chand Kurdia;  
 
1Department of General Surgery 
Post Graduate Institute of Medical Education and Research 
Chandigarh, India. 160012 
 
2Department of Anesthesia and Intensive care  
Post Graduate Institute of Medical Education and Research 
Chandigarh, India. 160012 
 
Background: Enhanced recovery after surgery (ERAS) program established improved clinical outcomes in 
elective surgery; however its role in emergency is uncertain. This study was designed to assess feasibility, 
safety and efficacy of tailored- ERAS (t- ERAS) protocol in patients undergoing modified graham’s patch 
closure for gastro-duodenal perforation. 
 
Methods: Single centre, prospective, parallel arm, open labeled, randomized controlled trial was conducted 
from February 2021 to December 2021. Patients of gastro-duodenal perforation undergoing modified 
grahams patch were randomly assigned to either conventional care or t-ERAS pathway. Patients with 
refractory septic shock, psychiatric or neurological disorder, pregnant woman, multiple perforations, sealed 
off perforations, perforation size greater than 1.5 cm were excluded. Primary outcome was to compare 
length of hospitalization (LOH). Functional recovery parameters and morbidity were compared in 
secondary outcome. 
 
Results: Twenty-five patients each were included in conventional care and t-ERAS group. In t-ERAS group 
LOH was significantly shorter (6.3 ± 2.15 days versus 9.56 ± 4.33 days, p= 0.001) Patients in t-ERAS 
group had significantly early functional recovery (days) with time to first bowel sound (1.80±0.41; p 0.002), 
first flatus (2.52 ± 0.65; p 0.026), first stool (3.04 ± 0.68; p < 0.001), first liquid diet (2.24 ± 0.60; p 0.002) 
and duration of ileus (2.64±0.86; p 0.038).  There was no significant difference in morbidity such as post-
operative nausea and vomiting, SSI, pulmonary complications between the two groups. 
 
Conclusion: Tailored ERAS pathways are safe and effective in reducing the LOH and early functional 
recovery in patients undergoing emergency closure of gastro-duodenal perforation.  
 
 
MTP Transfusion Protocol 
 
Daniel Van Vorst - A/Clinical Nurse Consultant 
 
Background: In six-months (from September 2020), 83 blood product units were wasted during massive 
transfusion protocol (MTP) activations in Liverpool Emergency Department (ED). Five additional blood-



63  

related incidents were reported on the Incident Management System (IMS). Investigation discovered cold-
chain breaches in ED and during patient transfer from ED. Issues with administration and the coordination 
of MTP shipments from blood bank were also discovered. 
 
Aims: To reduce MTP blood wastage and improve cold-chain management, administration and patient 
safety along with blood product communication and handover processes. 
 
Methods: Following multidisciplinary stakeholder engagement a Blood Coordinator role was implemented 
in March 2021. The Blood Coordinator is a designated resuscitation team member whose primary role is 
to act as the direct point of contact between blood-bank and the resuscitation team-leader. They are to 
assist with the cross check and administration of MTP blood products and must be competent with use of 
the rapid infuser. They are required to maintain cold-chain and formalise transfusion documentation within 
ED and upon transfer. Communication and education were provided to stakeholders with MTP activation 
now including the addition of a portable whiteboard to assist with tallying blood products, an alarming timer 
attached to MTP shipments and a blood coordinator phone for direct communication. 
 
Results and conclusion: Post implementation, blood product wastage reduced from 13.8 units/month to 
8.6 units/month. IMS reports also decreased from 5 incidents during six-months to only 2. Communication 
between teams has also improved. This demonstrates a significant reduction in blood product wastage in 
an MTP and shows an improvement in teamwork and patient safety. 
 
 
Pancreatic duct filling during cholecystectomy intra-operative cholangiogram & incidence of 
postoperative pancreatitis 
 
Han Beh MBBS, M Guirgis MBBS FRACS, M Siddiqi MBBS, M Sala MBBS, H Ballal FRACS 
 
Introduction: Laparoscopic cholecystectomy (LC) with intra-operative cholangiogram (IOC) is one of the 
most common emergencies gastrointestinal surgeries worldwide. Evidence suggests that when the 
pancreatic duct (PD) inadvertently fills during IOC, there may be an increased risk of post-operative 
pancreatitis (POP). Due to the lack of quality research correlating PD filling on IOC during cholecystectomy 
and POP, this study aims to answer this question. 
 
Methods: Retrospective analysis was performed of all LC conducted in one Australian centre with high 
volume cholecystectomy activity over a 5-year period. IOC images and clinical data including 
demographics, surgical urgency categorisation, endoscopic retrograde cholangiopancreatography 
(ERCP) and PD filling. Binary logistical regression models were used to determine whether such variables 
were significantly associated with POP.   
 
Results: 1243 procedures identified, 952 had IOC images for review and were included. After exclusion of 
pre and post-operative ERCP, CBD stone and duct exploration, there were 876 patients included. POP 
incidence was 0.7% and PD filling incidence was 14%. Demographics, surgery urgency, pancreatitis 
history, pre-operative LFTs or ERCP were not statistically related to POP incidence. 2.5% of those with 
PD filling developed POP vs. 0.4% without PD filling which was statistically significant (p=0.039, odds ratio 
6.281) using Fisher exact testing. 
  
Conclusion: The incidence of pancreatitis post LC and IOC is low. This demonstrates a significant 
association between IOC PD filling and POP. Importantly, this retrospective study was dependent on 
reviewing saved images and therefore PD filling may be underestimated. A prospective analysis is 
currently being developed. 
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Assessment of feasibility and outcomes of ERAS protocol following abdominal surgeries in trauma 
patients: A randomized control trial 
 
Vibhu Jaina, MBBS - Santhosh Irrinkia, MS - Siddhant Kharea, MS - Satish Subbiah Nagraja, MS 
Kailash Kurdiaa, MS, MCh - Yashwanth Sakaraya, MS - Ajay Savlaniaa, MS, MCh - Cherring Tandupa, MS 
Prerna Varmab, MD - Lileshwar Kamana, MS 
 
a- Department of General Surgery, Post Graduate Institute of Medical Education and Research, Sector 
12, 160012, Chandigarh.  
b- Department of Anesthesia, Post Graduate Institute of Medical Education and Research, Sector 12, 
160012, Chandigarh 
Introduction- Enhanced Recovery After Surgery (ERAS) is an established protocol with improved 
outcomes for elective surgical procedures. Due to the paucity of ERAS implementation studies in trauma 
patients, we conducted this study to assess the feasibility and outcomes of trauma patients undergoing 
abdominal surgeries.  
 
Methodology- Prospective, non-blinded, single-centre randomized controlled trial. Patients undergoing 
emergency laparotomy following trauma were randomized into ERAS (early removal of catheters including 
Ryle’s tube(RT), urinary catheter and drain, early mobilization and initiation of diet, use of opioid-sparing 
multimodal analgesia) and conventional care groups 24 hours post-surgery. The primary outcome was 
feasibility of ERAS and secondary outcomes were comparison of recovery of bowel function, duration of 
removal of catheters, length of hospitalization (LOH), 30-day complications (Clavien-Dindo) between the 
two groups. 
 
Results- Forty-one patients were randomized into ERAS (n=21) and conventional care (n=20) groups. 
Baseline parameters were comparable in both groups. Median LOH (days) was significantly reduced in 
ERAS (7 vs 8.5, p=0.039). Time for removal (days) of RT (1.21±0.53 vs 2.42±1.38, p=0.001), urinary 
catheter (1.95±0.78 vs 2.84±1.46, p=0.024), drain (4.47±1.97 vs 6.41±2.47, p=0.017) was shorter in 
ERAS. ERAS group also showed an early recovery of bowel function [passage of first flatus (2.16±1.11 vs 
2.89±1.10, p=0.048) and stool (3.26±1.40 vs 4.53±1.74, p=0.019)]. In total, 14 minor (Clavien-Dindo I and 
II) and 12 major (Clavien-Dindo >II) complications occurred and were comparable in both groups except 
deep surgical site infection rates which were significantly lower in ERAS group (0 vs 6, p=0.009). 
 
Conclusion- ERAS is safe and significantly reduces LOH in select trauma patients undergoing laparotomy.  
 
 
Impact of a Second-Tier Trauma Activation Protocol – Faster Intervention and Reduced Mortality 
in Major Trauma Patients 
 
Min Li Kang, Woan Wui Lim, Daniel Jin Keat Lee, Jerry Tiong Thye Goo. Dept. of General Surgery, Khoo 
Teck Puat Hospital, Singapore.  
 
Introduction: Critical Haemorrhage to Operation room Protocol (CHOP) is a second-tier trauma activation 
protocol implemented in Khoo Teck Puat Hospital in 2018. It is the first tiered trauma response protocol in 
Singapore. Designed to streamline care for major trauma patients, it automates mobilizing of specialists 
from surgery, anaesthesia, and interventional radiology, puts on standby the emergency operating theatre, 
ICU, and blood bank, and protocolizes the elements of trauma resuscitation to increase compliance. 
 
Methods: Retrospective analysis of major trauma cases in a single regional centre was performed. Cases 
from 2015-2017 (preCHOP group) and cases from 2018-2020 (CHOP group) were compared. Primary 
outcomes of the study were patient mortality and time taken to haemostatic intervention.  
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Results: There were 51 patients in the CHOP group and 54 in the preCHOP group. The majority of patients 
presented with blunt trauma after road traffic accidents. There was an improvement in patient mortality 
from 24.1% to 5.9% in the CHOP group and time to intervention from 106 minutes to 80 minutes (p < 0.05). 
This was most pronounced in the group of patients who presented after office hours from 107 to 77 minutes 
(p < 0.05). There was increased utilization of emergency blood transfusion and tranexamic acid usage with 
100% compliance to protocolized resuscitative therapy in the CHOP group.  
 
Conclusion: Utilization of protocol streamlines definitive intervention, with significant decrease in mortality 
rate and time to intervention, and improves compliance to evidence-based trauma resuscitation with early 
blood product resuscitation and tranexamic acid use. 
 
 
Impact of Blunt Chest Injuries 
 
Sarah Kourouche; T. Wiseman, M. Lam; R. Mitchell; P. Sarrami; M. Dinh; H. Singh; K. Curtis 
 
Introduction: Blunt chest injuries result in up to 10% of major trauma admissions. Comorbidities, such as 
chronic pulmonary disease, can complicate recovery and increase the mortality rate in this patient cohort. 
A better understanding of the association between comorbidities and patient outcomes will facilitate 
enhanced models of care for particularly vulnerable groups of patients, including older adults and patients 
with lung disease.  
Aim: To describe the association of comorbidities with the health outcomes of major trauma patients with 
blunt chest injuries in New South Wales (NSW), Australia.  
 
Methods: A retrospective cohort study using linked data from the NSW Trauma Registry and NSW mortality 
and hospitalisation records between January 1, 2012 and December 31, 2019. 
 
Results: Blunt chest injuries were present in 42.2% of the 22,755 patients included in the study. Severely 
injured patients with blunt chest injury and a higher number of comorbidities, a higher length of stay (LOS), 
a higher prolonged LOS rate, longer intensive care unit (ICU) stay, and a higher rehabilitation admission 
rate when compared to patients with blunt chest injury with no or lower comorbidities. Patients with chronic 
pulmonary disease had a higher LOS (OR 0.41 95% CI 0.26-0.57) and ICU stay (OR 0.36, 95%CI 0.15-
0.58) when compared with patients without chronic pulmonary disease. 
 
Conclusion: Patients with blunt chest injury and comorbidities, particularly chronic pulmonary disease, are 
at risk of poorer outcomes including extended intubation times and increased hospital LOS. 
Multidisciplinary management of chest injury patients with comorbidities should be considered in any 
trauma care pathways. 
 
 
Should Regional Centres Transfer Liver Trauma? Outcomes in a Regional Centre without 
Hepatopancreatobiliary Services 
 
Matthew Corbitt BBiomolSc. M.D.1,2, Georgia Taylor M.D.1, Merwe Hartslief MBChB M.Med. FRACS1, and 
Omar Mouline MBBS M.S. FRACS1,3  
 
1Department of Surgery, Cairns & Hinterland Hospital and Health Service, Australia  
2School of Medicine & Dentistry, Griffith University, Australia   
3School of Medicine & Dentistry, James Cook University, Queensland, Australia 
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Objective: Hepatic injuries are frequently life threatening in the trauma patient. One-third of Australian 
trauma occurs in a non-metropolitan setting, away from sub-specialist services. The purpose of this study 
was to investigate the outcomes of liver trauma in a regional centre without a HPB unit.  
Methods: Seven years of trauma data for all ages was analysed retrospectively, including demographics, 
mechanism, AAST grade, LOS, time to imaging, management, transfer to HPB units and outcomes. 
 
Results: Sixty-five cases, with a median age of 30, were identified. 61.5% were male. Average annual 
incidence increased by 62.5%. Blunt trauma comprised 86.2%, with 20% primary retrievals. AAST Grade 
III injuries or higher were 43.1%. Average hospital LOS was 6.5 days. 64.6% required ICU admission with 
average LOS 3.8 days. Median times to imaging first (89.2%) or directly to theatre (10.8%) were 65 and 
76.5 minutes. Non-operative management (77.0%) predominated over operative (23.0%).  
 
88.6% Grade I-III injuries were conservatively managed. Grade IV injuries had varied management: eight 
conservative, one angioembolization and three trauma laparotomies. Two Grade IV injuries failed 
conservative management. All Grade V injuries received operative management, one requiring major 
resection and biliary reconstruction with a visiting HPB surgeon. All-cause mortality was 7.7%, all following 
blunt trauma. Liver-specific mortality was 3.1%. There were no deaths from conservatively managed liver 
trauma. No adult patients were transferred.  
 
Conclusion: Liver trauma can be successfully managed regionally with good outcomes, comparable to 
larger centres. Collaboration with visiting sub-specialist surgeons can also provide optimal patient 
outcomes away from dedicated specialist units. 
 
 
Introduction of a formal credentialing process for intercostal chest drain insertion: improved 
outcomes for patients 
 
Dr Timothy Peacock MBBS, MS; Dr Romain Seppey MD, FMH; Dr Aditya Benjamin MS (general surgery), 
MRCS; Dr Paul Lambrakis BSc (Med)/MBBS, FRACS 
 
Aim: Intercostal chest drain (ICC drains) are essential in the management of thoracic traumas.  Despite 
their relatively common use in practice, they are associated with significant complications.  The aims of 
this study were to investigate the rate of complications of ICC insertion at a large tertiary trauma centre 
after the introduction of a formal credentialing process.   
 
Methods: A retrospective review was conducted over the last 4 years, with a credentialing process 
introduced.  Outcomes of ICC insertion were compared prior and after the introduction of the credentialing 
process.  This involved a formal education session, a formalised checklist to be conducted prior to insertion 
of the chest drain, with a practical assessment of ICC insertion.  ICC complications were recorded based 
on incorrect tube position, procedural complications such as haemorrhage from an intercostal vessel, or a 
post procedure complication such as dislodgment of the tube.  The primary objective was to quantify the 
number of complications, and to determine whether the introduction of a credentialing process improved 
patient outcomes.   
 
Results: A total of 334 ICC’s were inserted across the study period, with a mean Injury Severity Score 
(ISS) of 21.3, which did not differ across the years of study (p=0.329).   In the index year, 75 ICC’s were 
inserted with a total of 69 complication (19/69, 25%).  For the post intervention phase, there was a total of 
259 ICC’s inserted, 45 complications for a rate of 17.4% (p=<0.005). 
 
Conclusion: Over the study period, there was an improvement in the rate of complications of ICC insertion.   
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A selective approach to exploring retroperitoneal haematoma in laparotomy for stab wounds is 
safe and effective – A South African experience 
 
Victor Kong; Damian Clarke 
 
Introduction: The management of a retroperitoneal hematoma (RPH) following a stab wound (SW) is 
challenging and the decision to explore requires careful consideration. This study review our experience 
with selective exploration of RPH. 
Materials and Methods: A retrospective study was conducted at a major trauma centre in South 
Africa from January 2012 to January 2022 that included all abdominal SWs who had documented 
retroperitoneal hematoma discovered on laparotomy were included.  
Results: 169 were included (mean age: 29 years, 91% male). 38 Zone I RPH were explored all. 139 Zone 
II RPHs - 39 (28%) were explored and 8 Zone III RPHs - 4 (50%) were explored. The most common injuries 
were kidney 57 (41%), large bowel 41 (29%) and small bowel 37 (26%). Amongst the 29 patients who did 
not undergo laparotomy, kidney injuries were found on imaging in 26 (90%) patients. The IVC was the 
most commonly injured retroperitoneal structure identified on exploration of Zone I RPHs, whilst renal 
injuries were most frequently identified at exploration of Zone II RPHs. Overall, there were 83 (60%) renal 
injuries out of 139 Zone II RPHs, of which 25 (30%) were explored, and 9 (11%) which required 
nephrectomy. The number of explorations for Zone II hematomas has progressively declined over the 10 
years. Overall morbidity was 25%. The mortality rate was 5% (8 patients).  
Conclusion: Whilst it is still mandatory to explore all central retroperitoneal hematomas following a SW 
lateral retroperitoneal hematoma can be explored only on a selective basis. Pelvic hematomas can also 
be explored selectively provided that detailed CT assessment has been made.  
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SATURDAY 4TH MARCH 2023 
 
MASS CASUALTIES – GLOBAL LESSONS       
PLENARY SESSION       Grand Ballroom 
 
NORTH AMERICA         Andre Campbell 
 
The number of disasters has grown world-wide over the last several decades. According to the database 
of the Centers for Research on the Epidemiology of Disasters there were 1,230 disasters reported in the 
1970s, in the 1980s the number was 2,856; in the 1990s the number was 4,790. Over the last twenty years 
the number has continued to climb.  Disaster are defined as both natural and man-made. The natural 
disaster include hurricanes, floods, earthquakes. The man-made disasters are plane crashes, industrial 
accidents, terrorist attacks and the list goes on.  
 
When there is a disaster that will play out over a long period of time that may involve many patients in the 
hospital a long term should be developed to help the media deal with this situation. When Asiana 214 
crashed at SFO we had 68 patient who were admitted and care for at our hospital. To make sure that we 
update the media we collected data on the event and the patient involved and started giving updates on 
the night of the event. We then setup a regular briefing for the media so they would be aware of the events 
surrounding the patients. The crash was an international flight, so homeland security was involved event 
as well as immigration. We had to have translators on sight since most people did not speak English. The 
flight was a 777 transpacific flight and was initially thought to be a small plane, then a cargo plane and it 
was a 777. There was a fair amount of misinformation present even prior to the patients arriving in the 
hospital. 
 
In conclusion, there are many important lessons to take away for dealing with disasters. Communication 
is an essential part of these disasters. Selecting a messenger for the public is important and ensuring they 
are trained and able to communicate with the public. Having a public information officer who is involved is 
key. Collecting accurate information is important especially during the golden hour of communication. This 
allows the media to get briefed on the events with accurate information. There will bet times that 
misinformation is given out to the media; it is critical that this gets corrected as soon as possible. Having 
an organized approach to disaster and making sure your practice a response is key to a successful 
response. 
 
 
 
 
NEW ZEALAND          Grant Christey 
 
As a quiet country of 5 million sitting in the South Pacific, Aotearoa New Zealand has its fair share of 
geologic and social challenges. Recent events have included the Christchurch and Kaikoura earthquakes, 
the Christchurch mosque shooting, Whakaari White Island eruption and recent floods. For the health 
sector, each of these events presented different challenges related to the requirement for immediate 
medical support for large numbers of injured patients using existing infrastructure. What have we learned 
and how will we respond in the future? 
 
 
 
 
 
 
 
 
 



71  

ISRAEL           Alon Schwartz  
 
Israel has experienced several Multiple Casualties Incidents in the civilian environment in the last decade. 
Some of them related to the Israeli-Palestinian conflict and involved mainly blast injuries from explosives 
and shrapnel, and some of them involved mainly crush injuries from events of collapsed structures.  
 
The main lesson understood from the investigation of those events was having a plan. Organized plan in 
every level of care and command is the main goal in preparing for this kind of incidence.  The plan should 
include every aspect confronting the event from the distribution of patients between the different trauma 
centers and up to the arrangements for the deceased.  
 
The plan should be practiced at least once a year in every institution including practice of interface points 
between the military, police, EMS teams, hospitals and government offices. Each personnel in each 
organization has to know her/his position during the activation of MCI according to that plan. 
 
I will present two MCIs which happened in Israel in the last two years, one of them with 45 fatalities and 
145 injured, and the other with three fatalities and 219 injured and the lessons learned from those incidents 
on the national investigation. 
 
 
 
FRANCE            Eric Revue 
 
Evolution of EMS and Emergency Medicine had follow up the threats during the past 30 years. From the 
Bombing or terrorists attacks to the Covid 19 Pandemic, scenario and Mass Causalités Plans had to 
progressively (and sometime urgently) adapt their procedures with the objectives to save the mximum of 
victims with a few ressources.  
 
Preparation and Training on realistic scenarios could develop highly skills for EMS in the worse conditions. 
Therefore , application of training program for transportation of multiple victims by trains in terrorist events, 
could allow the French EMS to transfer by commercial planes hundred of severe Covid patients who 
require intubation in ICU from long distances (20,000 km from Pacific or Antilles islands to ICU in France.  
 
On the evening of Friday, November 13, Paris was struck by an unprecedented series of six distinct 
attacks: three suicide bombings, a fourth suicide bombing, and shootings at four locations. The shootings 
were in the vicinity in the street of Paris and during a concert, the Bataclan theatre. Three explosions 
occurred near the Stade de Franceand two of the Bataclan shooters also detonated their suicide vests as 
police ended the standoff. At least 130 people died and dozens more remain in a critical condition after 
the attacks  by three teams of terrorists: it was the first multiple sites with bombing and mass shooting in 
Paris. The lecture will detailled the minutes of the management of the prehospital EMS (SAMU of Paris), 
Fire Brigade  and special SWAT Forces (BRI, RAID) and the lessons learned after this attack in Paris. 
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HUMANITARIAN          Martin Jarmin 
 
The universally common challenge in all humanitarian surgical missions is to achieve and maintain good 
patient outcomes in a severely resource limited and even potentially dangerous environment. Events such 
as terrorist attacks involving suicide bombers/ IED’s  , unexploded ordnance detonations ( mines) , armed 
clashes , multiple vehicular crashes , and even natural events like typhoons , landslides and the like can 
easily overwhelm even the most well equipped surgical missions. Surgical missions in should have pre-
existing and constantly reviewed and practised mass casualty plans as well as surge capacity.   Surgical 
missions must also have systems in place to constantly monitor the security climate as well as potential 
risks. There is definitely a need for adequate experienced staffing and capacity building for the local staff 
could also prove useful. Some of the more commonly encountered issues are the lack of proper 
documentation , especially for the walking wounded , lack of neurosurgical capacity , lack of psychological 
support, lack of blood bank /blood products, and a general paucity of published research on mass casualty 
events in the civilian, resource limited setting. The importance of consistent training cannot be understated 
especially in the areas of selective triage, in-hospital pathways and assuring that there is a surge capacity 
to make adequate room for more patients. The recent phenomenon of attacks on health infrastructure and 
health staff only serves to complicate matters as both expatriate and local workers are exposed to 
unnecessary dangers and risk in the performance of their duties. 
 
 
 
 
AUSTRALIA          Dwight Robinson  
 

AUSTRALIA 

I love a sunburnt country, 

A land of sweeping plains, 

Of ragged mountain ranges, 

Of drought and flooding rains1. 

 However, like most things in life, moderation is the key. 

 Core of my heart, my country! 

Land of the Rainbow Gold, 

For flood and fire and famine, 

She pays us back threefold1 

 This session will explore recent mass casualty events across Australia and the impact these incidents 
have had on the health sector. We will also look at potential future risks and vulnerabilities. 

 

  1 Excerpts – My Country, Dorothea McKellar (1904) 
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SESSION 2A: PEARLS OF WISDOM   
CONCURRENT SESSION  Ballroom 1 
 
Playing God - When Should We Stop?       Alon Schwartz  
 
Severe traumatic brain injury is a devastating injury and in many cases the survival rate without poor 
neurologic outcome is very low. However, most of the patients will not fulfill the requirements to declare 
brain death and will stay on the limbo of continuing treatment with invasive procedures like decompressive 
craniectomy or withdrawing care.  
 
This impossible decision, in a narrow view, is if to fight for life in any cost or on the other hand to fill up the 
rehabilitation facilities with chronically ventilated and tube fed patients with almost no supreme neurological 
function. 
 
There are few prognosis calculation tools to help conduct this decision like the CRASH head injury 
prognosis calculator or the IMPACT-tbi score. There are various parameters which these tools take in 
consideration such as the age of the patient, the neurologic status on arrival, the findings on CT scan, 
systemic physiologic parameters like hypoxia, hypotension or hemoglobin level and even the country of 
treatment. 
 
The decision to withdraw care usually involves a multidisciplinary team usually lead by the neurosurgeon 
who makes the final decision. In this presentation I will demonstrate when in specific cases the trauma 
surgeon is the one to make the call. 
 
  
  
Best Strategies for Jehovah’s Witness Patients     Martin Schreiber 
 
The successful management of Jehovah’s Witness patients who suffer trauma requires a multidisciplinary 
approach that begins long before patients arrive to the trauma center.  Successful centers have established 
bloodless surgery programs and a collaborative relationship with the Elders from the local church that 
roughly outlines acceptable therapies for potential patients.  This permits a systematic approach to the 
management of these patients that can be adjusted for the individual patient depending on their wishes. 
 
It is critical to rapidly assess the individual desires of each patient.  When faced with death or severe 
disability some Jehovah’s Witness patients will accept blood products.  If unable to establish the patient’s 
desires, decision making is made by the family sometimes assisted by the Elder from the local church.  
 
The surgical management of Jehovah’s Witness patients who will not accept blood products is significantly 
altered.  All efforts are focused on minimizing blood loss.  Adjunctive measures for hemorrhage control are 
critical and include tourniquets, pelvic binders and hemostatic dressings.  Very early use of tranexamic 
acid is indicated.  This drug has been shown to reduce the need for blood transfusions and appears to be 
very safe.  Recombinant factors VIIa is acceptable for use in Jehovah’s Witness patients.  Other pro-
hemostatic agents that may be acceptable include prothrombin complex concentrate, fibrinogen 
concentrate and cryoprecipitate.  Hemoglobin substitutes have also been used in Jehovah’s Witnesses.  
Crystalloid resuscitation must be utilized extremely judiciously as it does increase cardiac output while 
diluting the hemoglobin and inducing coagulopathy.  
 
Injuries that are normally managed non-operatively may require early operative therapy to reduce overall 
blood loss.  Many Jehovah’s Witnesses will accept cell salvage blood and the cell saver should be used 
in these cases.  The use of blood salvaged from chest pleurovacs is controversial as it may cause 
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coagulopathy.  Aggressive and sometimes prophylactic use of interventional radiology techniques may 
also be indicated.  Early fracture fixation may also reduce overall blood loss.   
 
Early involvement of the bloodless surgery program and hematology is critical.  Therapies that can improve 
long term outcomes by increasing red blood cell production include administration of intravenous iron 
dextran, Vitamin B12 and folate.  The use of recombinant human erythropoietin is somewhat controversial.  
EPO has been associated with reduced mortality in trauma patients but it has also been associated with 
increased thromboembolic complications and a lack of benefit with respect to reducing transfusion 
requirements.  The treatment of Jehovah’s Witnesses with trauma is multi-disciplinary and requires pre-
planning.  Treatment principles include minimizing blood loss, correcting coagulopathy, hemoglobin 
substitutes and therapies designed to increase red blood cell production. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Databases that Talk to Each Other        Paul Middleton 
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Safety Checklists You Need to Have       Kate Martin  
 
Checklists are an important to the safe and efficient delivery of medical care. Safety checklists are 
particularly important for the management of injured patients with an aim to limit human error and to 
maximise efficiency, both of which help to optimise patient outcomes.  
 
There are several safety checklists regularly used in our major trauma service that are considered standard 
of care for every patient. These include (but are not limited to) intubation checklists for the emergency 
department including CICO, blood transfusion checklists and their use with activation of the MTP, and 
Team-Time-Out used in emergency time-critical operative cases.  There are several other tools used daily 
that effectively serve as checklists to avoid errors of omission. These include the tertiary survey 
(incorporating a mental health screening tool) and the VTE risk assessment. 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5 Trauma Papers That Changed My Practice       David Read 
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VTE Prophylaxis in Trauma – What’s the Evidence     Jodie Williams 
 
Trauma patients are widely recognised to be at an increased risk for venous thromboembolism (VTE), 
both in the form of pulmonary embolism and deep venous thrombosis, and VTE accounts for significant 
morbidity and mortality. However significant variability in clinical practise for VTE prophylaxis for trauma 
patients, both in terms of timing and specific agent used, still exist. Scoring systems such as the Trauma 
Embolic Scoring System and the Risk Assessment Profile for thromboembolism can be used, but the 
cumulative or individual effect of different risk factors in producing VTE is difficult to evaluate, and the 
development of guidelines must manage this variable risk of VTE with the competing risk of haemorrhage, 
which can have devastating consequences in the setting of trauma.  
 
Several recent randomised trials and systematic reviews have shown that Low Molecular Weight Heparin 
reduces VTE more effectively than Unfractionated Heparin, and a dose of 40mg BD seems to provide the 
optimal balance between reducing VTE incidence and haemorrhagic complications. Dose and agent 
adjustments for those with advanced age, small weight and reduced creatinine clearance are also 
recommended.  
 
The consensus by a number of trauma societies worldwide is that VTE thromboprophylaxis should be 
started as soon as possible after injury. There are a number of scenarios where this may need to be 
delayed. These include a patient with active bleeding, coagulopathy or hemodynamic instability, blunt solid 
organ injury, traumatic brain injuries or spinal cord injuries. However, outside the actively bleeding patient, 
evidence suggests that even in high grade injuries, initiation of VTE prophylaxis within 48-72 hours is safe 
and not significantly associated with an increased incidence of complications. Once started, VTE 
prophylaxis should be continued uninterrupted as with-holding or interrupted doses of VTE prophylaxis 
once started is associated with increased risk of VTE prophylaxis. 
 
Mechanical prophylaxis in the form of intermittent pneumatic compression should be used if possible 
regardless of concurrent pharmacological prophylaxis and can independently lower DVT incidence. 
 
 
What Makes a Difference to Patient Care?       Heidi Hotz 
 
Initiatives within hospitals and health systems that focus on transforming the patient experience have been 
at the forefront of healthcare for many years. Trauma clinicians and trauma leaders have for decades 
focused on optimal care for the injured patient. There are hundreds of standards, requirements, and best 
practices across the continuum of care that all contribute to decreasing mortality and morbidity. 
Opportunities are still in front of us to continue to mature and transform the trauma patient experience. 
  
Patients deserve high quality care. Through robust trauma performance improvement – patient safety 
initiatives, multi-disciplinary teams of leaders determine if our trauma hospital meets, exceeds, or falls 
short. There are many trauma-related initiatives that contribute to transforming care for trauma patients 
and their families. For example, over the past decade, programs designed to support trauma survivors 
have become popular. In some systems, these concepts have become mandates. There have also been 
studies focusing on post-acute care through the development and implementation of programs based on 
patient reported outcomes measures. There are also programs that support family members, e.g., “2nd 
Trauma”. 
 
Another example of transforming the trauma patient experience is “rounding”. Although clinical teams 
caring for the trauma patient round multiple times daily, it is often confusing for the patient and family to 
determine who is in charge, and who they should go to with questions. Multiply injured patients have 
numerous clinical teams providing care. There are several options for rounding such as identifying a point 
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person for communicating with the patient and family on all aspects of care. Or, dedicated trauma social 
workers, trauma advanced practice providers, and / or trauma nurse navigators can augment the Trauma 
Service in how they communicate with patients and families. Although time consuming, some trauma 
centers have implemented a form of afternoon rounds that are focused on communicating with the patient 
and family regarding plan of care and discharge. 
  
Other initiatives that can contribute to transforming the patient experience include improving the physical 
design and environment in family waiting rooms; a designated clinician to provide updates when the patient 
is in the operating theater; a point person to meet the family when they arrive to the hospital; staff trained 
to assist patients with navigating the system after discharge; simulation training for physicians when 
communicating goals of care; carving out the trauma service and trauma patient population when reviewing 
patient experience evaluations. Hospitals and healthcare systems have rolled out initiatives focusing on 
empathy and human kindness. This is a public relations and marketing campaign coupled with robust 
internal staff education on these principles. 
 
Although trauma is an acute event in the lives of our patients and their families, and field triage does not 
take into consideration the preferences of the patient, we have an obligation to optimize the patient 
experience with the same vigor as we put into high quality care with zero harm. There are many 
opportunities available to transform the trauma patient experience. This requires creating new 
collaborative partners whose expertise is in this area. It also provides an opportunity for trauma clinicians 
and leaders to educate non-trauma professionals on the unique challenges of the trauma patient 
population.   
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SESSION 2B: ACUTE CARE SURGERY HARDTALK   
CONCURRENT SESSION Ballroom 2 
 
Appendicitis Let’s Stop Ignoring the Facts     Michael Sugrue 
 
In 2018 Donegal Clinical Research Academy successfully bid for a European Union’s INTERREG VA 
Programme, to create a data collection tool, with data dictionary, clinical pathways and outcome indicators 
to understand patterns of emergency surgery presentations and identify opportunities to improve 
processes of care and outcomes.  
Achievements of the project:  

• Creation of a unique defined data dictionary for EGS 
• New EGS digital registry now migrating to MySQL EMERGE data registry 
• New Emergency Surgical admission proforma  
• New Clinical Pathways in for appendicitis, cholecystitis and bowel obstruction 
• Key outcome indicators defining expecting optimal process and outcomes 
• Data reports for over 6000 EGS presentations in 3 years 2019-2021 
• Interregional research, defining new concepts in the care of EGS  
• New interregional and global education programs in Emergency Surgery 
• Creation of a strategy for improving outcome and saving lives in EGS 

Recommendations 
• Creation of national policy investing in EGS care 
• Establishment of a national-international minimum data set in EGS 
• Mandate the need for quarterly reporting of process and outcome data in EGS 
• Collaborate National EGS Programs at a European Level  
• Define minimum outcome indicators in EGS across Europe 
• Identify practice variance for exceptional outcomes with cross implementation 
• Establish interdisciplinary oversight committee inclusive of ED, Radiology, ICU, Nursing and 

Hospital administration 
• Involvement of industry and health care providers in national consortium of digital health 
• Defining compulsory education requirement and incorporation of EACS course as part of 

compulsory training  
• Legislating accreditation of EGS services with College/Government oversight 
• Reporting of patient related outcomes in key EGS conditions 

This presentation will take you on Journey through EGS quality issues that will save lives and improve 
outcomes  
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Questioning Dogma         Andre Campbell 
 
To move medicine forward investigator have questioned dogma for year. Dogma is defined as something 
that is established opinion. Each time a scientist proposes a hypothesis he or she starts to define the 
problem they are facing. In surgery we have many dogmas regarding surgical practice. Surgery is a 
science but is also an art that we work to perfect over our careers as practitioners of surgery. The purpose 
of this presentation is to discuss some of the more common practices that have been questioned and 
changed over the years. 
 
As surgery was improved with the development of anesthetics in the 1840s, we began to become more 
adventurous with techniques since the patient could be asleep during the procedure making them more 
comfortable. One practice that was dogma for many years into the 20the surgery was fixing colon injuries. 
But during WWII in the United States the surgeon general noted that the mortality rate was too high. He 
made an edict that all colon injuries will have a colostomy which was a controversial decision, but it reduced 
mortality more than 70%. Later it was found out we did not have to colostomies on all our patients. Now 
we fix them when indicated and only resect when needed. A similar issue arose around antibiotics. First, 
we would prep and give antibiotics then the trauma data suggested it was OK to the procedure without 
mechanical preparation and antibiotics by mouth. We found that this assumption was wrong and now we 
are back to full colon prep for elective colon surgery and antibiotics to reduce wound infection. 
 
Other situation that questioning dogma led to change is antibiotics for acute appendicitis and not 
performing surgery to remove the pathology. A number of years ago we would have never made that 
statement but for uncomplicated appendicitis in children pediatric surgeons have advocated not operating 
on a segment of these patients. This all depends on your patient population. My patients tend to more 
challenging with perforation for week before they come to the hospital, so they are not ideal candidates for 
this approach.  
 
Chest tube size has been recently questioned as dogma. In the past we would put in the biggest chest 
tube possible when the patient has a hemothorax or a pneumothorax. More recently there has been 
discussion about using pigtails and quoting satisfactory results in these patients. Or even putting in chest 
tubes only if the pneumothorax is greater than 35 mm. Many of us have started using small tubes the blood 
is not evacuated performing an early Videoscopic Surgery (VATS) to remove the retained blood in the 
chest. 
 
For many years we used to much crystalloid for our patient-based data from the 1950-1960s basic science 
investigations. We then noticed that patient developed compartment syndromes of all types related to our 
overuse of crystalloid. The conflicts in Iraq and Afghanistan lead us to change our practice. We now use 
balanced resuscitation techniques to better care for our patients. It was questioning the dogma of 
crystalloid led us to change how we care for trauma victims. We are now using 1 PRBCs, 1 FFP, 1 Platelets 
or some variation of this ratio when the patient is in shock and using much less crystalloid, now we are 
starting to move back to whole blood something was discussed in the 1980’s by many surgeons around 
the world. 
 
In conclusion, we have made many changes in medicine by questioning dogma. The fact that a conclusion 
is carved in stone never stopped us from asking the question of how we can do things better for our 
patients. In trauma surgeon we have been learning from our mistakes asking questions and making 
changes based on the data that we collect. It will always be important to question dogma in medicine. 
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Best Imaging Modalities in Emergency General Surgery     Leon Lam  
 
Of the four main imaging modalities (x-ray, ultrasound, CT and MRI), CT is clearly the most utilised in 
Emergency General Surgery due to its availability, speed of image acquisition and diagnostic capabilities. 
CT imaging in Emergency General Surgery should be performed with intravenous contrast (single or multi-
phase) unless there is a known allergy or concerns regarding renal failure. What has been debated is 
whether positive oral contrast (water soluble iodinated agents mostly) should be used. The reasons to not 
routinely use positive oral contrast in this context include time delay (60-90 minutes), hyperdense oral 
contrast obscuring active contrast extravasation when there is acute GIT haemorrhage and limiting 
assessment of bowel wall enhancement. Specific situations where its use should be considered include 
leak from a recent bowel anastomosis or penetrating injury. Studies have shown no difference in diagnostic 
yield comparing CTs performed with and without oral contrast. Additionally, it has been shown that there 
is potentially a 10% higher radiation dose in patients who had received oral contrast for their CT scan. 
 
Dual energy or spectral CT imaging has been used in clinical practice since 2006 and may also enhance 
the diagnostic accuracy of CT. Initially, increased radiation dose was limiting, however with continued 
advances in technology, this appears to not be an issue with current scanners. Dual energy CT may help 
identify early necrotising appendicitis and cholecystitis, improve detection of gallstones and 
choledocholithiasis, as well as aid detection of acute bowel ischemia or haemorrhage (especially when a 
single intravenous contrast phase is performed). Additionally, metal artefact reduction is achieved utilising 
dual energy techniques. Reducing streak artefact from metallic prostheses improves visualisation of 
structures in the same region (e.g. hip replacements obscuring the pelvis).  
 
 
Trauma and Acute Care Surgery Models of Care     Ailene Fitzgerald  
 
Organised systems of care are imperative to maximise efficiency, provide optimal patient care, with the 
added benefit of facilitating comparative analysis and benchmarking. In Australia and Aotearoa New 
Zealand, RACS Trauma Verification Model Resource Criteria outline the requirements for Trauma 
Services to be recognized as either Major Trauma Centres or Regional Centres(1).  Whilst this provides a 
benchmark with a list of criteria, individual Models of Care must also take into account local demand, 
resources and nuances of the local system.  Senior clinician involvement in Model of Care development is 
imperative to achieve a sustainable, optimal structure suited to the local population and workforce.  
 
Similarly, Acute Care Surgery models were designed to optimize care of the emergency general surgery 
patient (2).  They should likewise be tailored to the workforce and population they serve. A review of the 
literature reveals significant heterogeneity of models around the world but some common themes (3). A 
Model of Care once implemented, should be evaluated regularly and updated based on emerging trends 
and evidence. What then are the essential and desirable components and what quality indicators should 
we be using to evaluate care? What about combining Trauma and Acute Care Surgery Models?   
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Cholecystitis – Get a Life          Michael Sugrue 
 
Biliary disease is one of the more underestimated surgical conditions, globally with significant variations 
in management and outcome. This applies to both acute cholecystitis and patients with CBD stones  
 
The aim of this talk is to explore current misconceptions suggest an approach to improving your patient’s 
outcome from acute simple and complicated cholecystitis. These patients present as a spectrum of 
significant clinical challenges including abdominal pain, jaundice, cholangitis, gallstone pancreatitis and 
are associated with increased morbidity and mortality. Clearance of the common bile duct is an essential 
part of the management of symptomatic biliary calculus disease, and there is increasing evidence that 
clearance of the common bile duct may optimize outcomes, particularly in elderly patients. 
 
This presentation with deal with how to diagnose complicated cholecytitis need urgent surgery, how to 
management simple cholecytitis, the management mistakes most commonly made by your colleagues 
(not by you of course). The great misconceptions of the populous right footers will be exposed including 
the role of MRCP, the value of two stage cholecystectomy -CBD clearance, the myths of conversion to 
open cholecystectomy, the misunderstandings of a subtotal cholecystectomy.  
 
I will discuss the concept of G10 and GMI and lots more to ensure that you won’t dose off. In conclusion 
this talk will carry an R rating and will contain images that may cause offense to some.  
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Emergency Surgery and Mesh Repairs       Jay Doucet  
 
A quarter of all hernia repairs are performed as an emergency procedure. Acutely symptomatic hernias of 
the abdominal wall and groin are a common urgent surgical presentation. The patient is more likely to 
come with a complex hernia in an emergency general surgery (EGS) environment, meaning that the 
contents may be incarcerated, blocked, or strangulated. When ischemic or blocked tissue is present, the 
risk of surgical site infection (SSI) is frequently deemed to be greater. Decisions about repair approach, 
especially the use of mesh, may be influenced by contamination and anticipated SSI risk, given that mesh 
infection is a difficult and expensive condition to cure, requiring extended hospital stays and further 
surgery. After EGS, many patients are lost to follow-up, and the true incidence of SSI after EGS for complex 
hernia may be higher than previously thought. 
 
There is insufficient data to recommend or condemn the use of mesh in EGS hernia repair when the risk 
of SSI is commonly seen to be greater than in elective surgery. The European Hernia Society and Americas 
Hernia Society say that “Mesh can be used in patients with a clean or clean-contaminated surgical field.” 
The International Hernia Surgery Group that “in patients with intestinal strangulation and/or concurrent 
bowel resection (clean-contaminated surgical field) is mesh-based repair is recommended”, with weak 
evidence in favor of using a monofilament large pore polypropylene mesh. The 2017 update of the WSES 
guidelines recommend that in a clean-contaminated surgical field, EGS prosthetic repair with synthetic 
mesh can be performed without any increase in 30-day wound-related morbidity, with a significant lower 
risk of recurrence, regardless of the size of hernia defect. The WSES recommends primary repair without 
mesh in contaminated and dirty surgical fields, or when direct suture is not feasible, a biological mesh may 
be used for repair. 
 
The use of prophylactic antibiotics to lower the incidence of SSI in emergency hernia repair is an additional 
area of concern, with only weak data supporting the use of antibiotics for 48–72 h in clean-contaminated 
or contaminated patients.  
 
The 2023 UK-based MASH substudy of 218 EGS hernia patients, 87.2 per cent who underwent open 
repair. Mesh was used in 123 patients (50.8 per cent). Biological meshes were used in 3 cases with no 
SSIs, synthetic absorbable mesh was used in 12 cases with 3 SSIs and synthetic non-absorbable mesh 
used in 108 cases with 8 SSIs/ No statistical difference was observed in the rates of SSI according to the 
operating approach, duration of symptoms (more or less than 24 h), use of preoperative/postoperative 
antibiotics, or type of mesh used. 
 
Given the limited data available, it seems reasonable recommend a "tailored" strategy for each individual 
patient, with synthetic non-absorbable mesh as a safe option for clean and clean-contaminated EGS hernia 
cases.  
 
Proctor VK, MASH Collaborators. Surgical site infections after emergency hernia repair: substudy from the 
Management of Acutely Symptomatic Hernia (MASH) study. BJS Open. 2023 Jan 6;7(1):zrac155. PMID: 
36633418. 
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Emergency General Surgery Radiology Quiz - Prize     Leon Lam 
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SESSION 3A: CRITICAL CARE COMPLEXITIES   
CONCURRENT SESSION  Ballroom 1 
 
 
Best Uses/Updates for Hyperbaric Oxygen      Eric Revue 
 
As HBO is a well known therapy for CO Intoxication, the lecture will present the use of this Therapy in 
different medical situations. The objective of the lecture is to give the update of the use of HBO  
 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Surgeons Role in the Australian ICU       Kate Martin 
 
The optimal care of severely injured patients requires the involvement of a range of specialists, including 
intensive care doctors and critical care nurses. A significant proportion of trauma patients require intensive 
care for invasive monitoring, ventilatory and other end-organ support. In some hospital settings, the ICU 
may be the safest place for a severely injured patient with a 1 to 2 nurse to patient ratio, even though they 
do not require ventilatory or cardiovascular support. 
 
The role of the surgical teams in the management of trauma patients in ICU is variable and will depend on 
the model of care specific to each institution, as well as the injuries sustained and therefore the 
management required. Surgical responsibilities fall into one of the following categories: coordination of 
care for the multi-injured patient, surgical decision making, and teaching and ongoing education. Each of 
these areas will be discussed. 
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ABC’s of Pain Management in Fractured Ribs     Simon Robertson 
 
Rib fracture analgesia is difficult and complex. There is national and international heterogeneity in the 
management protocols for care of these patients. The holy trinity of good analgesia is: 
1. Work within a system that standardises care. The important elements of this system are: 

a. Early referral  
b. Multiple service involvement; Allied health for mobilisation; Anaesthetics for analgesia; ICU for 

respiratory support 
c. Protocolised analgesic regimens to include opioids with systemic analgesia 

2. Use as much local anaesthetic as possible, considering 
a. Thoracic epidural analgesia 

i. Most useful for bilateral injuries 
ii. Possibly helpful for longer duration than other regional techniques 
iii. Higher risk of side effects 
iv. Contra-indicated in coagulopathic patients 

b. Paravertebral blockade 
i. Able to cover up to 5 levels 
ii. Contiguous injury can make insertion difficult 
iii. Intermittent bolus probably better than continuous infusion 

c. Plane blockade – Erector spinae plane / Serratus anterior plane 
i. Safest of all of the regional techniques 
ii. Simple sonoanatomy. Easy to perform and teach 
iii. Intermittent bolus probably better than continuous infusion 

3. In complex situations, a case conference regarding rib fixation, ventilatory management and analgesic 
approach is valuable 

 
 
 
Tracheostomy Decision Making        Michael Parr 

Most patients (including trauma) requiring a tracheostomy will have complex healthcare needs that cover 
several healthcare disciplines, so a multidisciplinary approach should be used to minimise complications. 
Decisions on timing, technique (percutaneous vs open surgical), management and decannulation are 
complex and needs experienced clinicians to coordinate care.  

 
Recent Coronial cases act as reminders that tracheostomy patients are a high risk of major complications 
that may result in death. The NSW Agency for Clinical Innovation (ACI) has published Care of Adult 
Patients in Acute Care Facilities with a Tracheostomy – Clinical Practice Guide which outlines a set of best 
practice recommendations 
 
 
 
 
 
 
 
 
 
 
 

https://aci.health.nsw.gov.au/networks/icnsw/clinicians/statewide-guidelines/acute-tracheostomy
https://aci.health.nsw.gov.au/networks/icnsw/clinicians/statewide-guidelines/acute-tracheostomy
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Walking Blood Banks        Martin Schreiber 
 
During the decade of the 2020’s, there is a resurgence in the use of whole blood in the civilian sector.  The 
type of whole blood utilized by civilians is generally type O liquid cold stored whole blood.  The American 
Red Cross is the biggest supplier of whole blood and they routinely leukodeplete whole blood with a platelet 
sparing filter which affects both platelet count and function.  Whole blood made available in the United 
States goes through the full spectrum of pathogen surveillance and is approved for use by the FDA when 
it is prepared by a licensed blood donor center.  This product becomes available for use 2-3 days after 
donation and can be stored up to 21 to 35 days depending on the storage solution.  Whole blood utilized 
by civilians is subject to a storage lesion that affects the red blood cells, coagulation and platelet function.  
As opposed to liquid cold stored whole blood, warm fresh whole blood has been associated with improved 
survival.1,2  
  
Walking Blood Banks:  How Do They Work? 
Walking blood banks provide the potential to make large amounts of fresh whole blood available in a short 
period of time in essentially any environment.  Fresh whole blood contains 100% coagulation activity, 
normal platelet count and function and fresh red blood cells.  It is diluted with approximately 70 cc of 
additive solutions.  Fresh whole blood can be stored warm for 8 hours after which it is stored at 1-6C for 
up to 48 hours.  After 48 hours of storage it is known as liquid cold stored whole blood.  This is the product 
used by civilians.  Based on current technologies, immediate use of fresh whole blood in a disaster 
scenario mandates the acceptance of some risk of pathogen transmission and is complicated by the risk 
of hemolysis due to a major mismatch limiting its use to dire situations only.  This risk is mitigated by either 
using type specific blood from pre-screened donors or low titer type O whole blood defined as anti-A and 
anti-B titers <1:256.  Chaotic conditions in disaster scenarios could increase clerical errors resulting in 
major transfusion reactions if type specific non-type O blood is transfused.  Donor titers to anti-A and anti-
B vary, so ideally, potential candidates for walking blood banks should undergo both testing for transfusion 
transmitted diseases and titer testing every 90 days.3  A review of 10,000 fresh whole blood transfusions 
to US casualties in Iraq and Afghanistan revealed one hepatitis C transmission, one Human T-Lymphocyte 
(HTLV) seroconversion and one fatal case of graft-versus host disease.4   It should be noted that US 
warfighters receive hepatitis B vaccinations routinely and other warfighters may have received 
contaminated blood but died of their wounds before seroconversion or disease development so the risk of 
emergency whole blood transfusion may be underestimated by this study.    
Additional risks of fresh whole blood transfusion include transfusion associated acute lung injury (TRALI) 
and Rh allo-immunization in Rh negative females.  The risk of TRALI can be substantially reduced by using 
male donors, female donors who have never been pregnant or female donors who test negative for anti-
HLA antibodies.  Rh allo-immunization can be avoided by transfusing blood from Rh negative donors to 
women of childbearing age but in disaster scenarios this may not be possible as this is a rare blood type.  
If Rh positive blood is transfused to an Rh negative female there is the potential for hemolytic disease of 
the newborn in future pregnancies. 
 
Execution of a Whole Blood Drive5 

 

In light of the fact that a disaster scenario cannot be predicted, an operational plan needs to be developed 
for assembling donors, collecting, stroring and transfusing fresh whole blood.  It is critical to organize the 
donation site in a manner that minimizes the risk of clerical errors.  Trained individuals must be available 
to adhere to all safety practices and obtain whole blood for donation.  An effort to adhere to FDA approved 
screening, drawing and labeling techniques should be attempted as dictated by the scenario.  Donors pre-
screened in the last 90 days should be used first followed by donors who have been pre-screened 
previously and then those that have not been pre-screened.  All donors are re-screened at the time of 
donation with a screening questionnaire, vital signs, hemoglobin determination and rapid testing for ABO 
blood type and Rh as well as infectious disease testing for HIV, hepatitis B, hepatitis C, RPR and malaria.  
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These tests are approximately 85% sensitive.  In addition, blood should be sent to a licensed laboratory 
for comprehensive testing and if a pathogen is identified, surviving recipients are notified.  A blood sample 
should be obtained from the recipient prior to transfusion to confirm their blood type as later testing may 
be compromised by transfusion with non-type specific blood.  
Standard blood collection bags and tubing need to be available and properly labeled.  A 16 gauge needle 
is used.  Blood collection is accelerated with a tourniquet or a blood pressure cuff adjusted to 40-60 mmHg.  
The blood collection bag is filled to a marked level or a weight of 585 grams which is the equivalent of 450 
cc of whole blood collected.  The duration of the collection process is recorded.   
 
 
When Should Walking Blood Banks be Activated? 
FDA approved products are mandatorily used preferentially in civilian scenarios.  These include 
components and low titer O whole blood.  Mass casualty scenarios may occur that overwhelm the available 
blood supply and fresh whole blood may become a necessity to save the lives of exsanguinating patients.  
By far the most sensitive component in high use situations is platelets.  Platelets are currently stored at 
room temperature, they require agitation and they can only be stored for 5 days.  Platelets are available in 
urban locations and may not be available for all mass casualties or disasters.  Even in large urban 
hospitals, platelets are subject to severe shortages during normal operating procedures.  Some platelet 
activity is present in low titer O whole blood but this varies based on the age of the blood and whether or 
not it has been leukoreduced.6 The use of fresh whole blood may become necessary to supply adequate 
platelet function or other blood components.  The activation of a civilian walking blood bank has been 
recently reported in Norway in an exsanguinating patient after a motor vehicle crash.7  The patient received 
low titer O whole blood and then component therapy in a 1:1:1 ratio.  As platelet stores were being 
depleted, the walking blood bank was activated and the patient received 24 units of fresh whole blood.  

(Figure)    
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This blood was obtained from a pre-screened donor pool that was contacted by telephone with the first 
donors available in 1 hour and 20 minutes.  Two patients in the patient’s family were established blood 
donors and donated the 1st 2 units.  Unfortunately, the patient did not survive. 
 
FUTURE POSSIBILITIES 
The use of fresh whole blood in civilian scenarios is limited by the risk of pathogen transmission.  New 
approved technologies to perform pathogen reduction on plasma and platelet concentrates now exist.  
Pathogen reduction with Riboflavin-UV illumination is now being tested in whole blood and there is the 
potential for an FDA approved fresh whole blood product in the future.8  Theoretically, pathogen reduction 
would mitigate the intrinsic risk of pathogen transmission associated with fresh whole blood donation from 
walking blood banks making this potential life-saving therapy widely available during disaster scenarios. 
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SESSION 3B:  HOW I DO IT     
CONCURRENT SESSION  Ballroom 2 
 
Complex Blunt Diaphragmatic Trauma        Bruce French  
 
       
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Severe Pelvic Trauma        Martin Wullschleger 
 
Severe pelvic trauma has multiple facets of complexities throughout the stages of prehospital, resuscitative 
and acute care management; to achieve the best patient outcome, involvement of the clinical experts 
(multi-specialty team approach) is crucial. 
 
Early notification is important in order to ensure certain specialist teams and resources (eg IR 
suite/specialists) are aware to prioritise their schedules. 
 
On arrival at ED, the focus in the primary survey lays on identification of bleeding source(s), pelvic and/or 
extra-pelvic. Immediate pelvic resuscitation is implemented with haemostatic resuscitation (as part of MBT 
protocol), control of external pelvic bleeding (if present) by packing as well as checking and 
adjusting/tightening of pelvic binder and alignment of both legs (in internal rotation). 
The first priority is haemorrhage control: in the rare circumstance of catastrophic pelvic bleeding, the 
patient is immediately transferred to the operating theatre, ideally and if available to hybrid suite for 
extraperitoneal/external pelvic packing in combination with angioembolisation. In most other cases, under 
ongoing resuscitation, the trauma scan (including CTA pelvis) will determine the bleeding source and its 
targeted approach for control. 
 
Once haemostasis is improved, clinical examination of perineal area and circumferential skin/soft tissue 
assessment (logroll) is required, including exclusion of urethral/urinary bladder, vaginal and anorectal 
injuries. Early drainage of urine is important, which is performed either via IDC+/-flexible urethra-
cystoscopy or SPC. 
 
Once pelvic injury pattern is established, early plans are made to restore functionality including fixation of 
the pelvic ring. 
 
This talk includes insights, learnings and tricks from my personal experiences with complex pelvic injuries. 
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Penetrating Injury to the Surgical Soul       Jay Doucet 
 
One of the most popular trauma texts “Top Knife”, written a friend and mentor – Dr Kenneth Mattox – has 
a chapter titled “The wounded surgical soul.” Mattox describes the “seat of the soul” as a “spherical area, 
not much larger than a silver dollar, centered on the head of the pancreas.” He calls injuries to this spherical 
area as “soul wounds” because “they are more lethal than any other type of abdominal trauma” seen in 
the OR. 
 
The “surgical soul” is also synonymous with most of retroperitoneal zone 1, which can be divided into 
supramesacolic and inframesocolic areas. This area includes the pancreaticoduodenal complex, the 
inferior vena cava, the right renal vessels, the superior mesenteric artery and vein, the portal vein and the 
extrahepatic biliary tree. Injuries in this area may present as free hemorrhage into the abdominal cavity 
with resultant hemorrhagic shock, or as a stable patient with a retroperitoneal zone 1 hematoma.  A 
retroperitoneal hematomas found in this area may initially not be bleeding heavily, but on mobilization and 
unroofing exsanguinating hemorrhage can occur.   
 
To have a patient survive penetrating injury in this area requires an effective trauma system and trauma 
center, with a trauma operating theatre staffed by a highly reliable team, equipped with all the tools and 
protocols to manage major bleeding and massive transfusion.  While there may be no substitute for 
experienced providers, surgical trauma training courses, such as DSTC, ATOM and ASSET describes the 
surgical management of these injuries for younger surgeons and allies. 
 
The operator must have an index of suspicion for any penetrating injury that may have a trajectory into the 
surgical soul. After adequate laparotomy incision, retraction and illumination, direct pressure is usually 
applied. The next steps in the unstable patient, or the patient likely to become unstable, is proximal and 
distal vascular control. In the case of the surgical soul, immediate access to the bleeding structures can 
be difficult, so maneuvers such as supraceliac clamping, or placement a REBOA balloon may be required.  
Once initial hemorrhage control has been obtained, further improvement of the exposure requites 
maneuvers to obtain definitive vascular control are required, such as the Cattell-Brasch maneuver, and 
Kocherization of the duodenum.   
 
A damage control approach will be necessary in most cases to avoid exsanguination or descent into the 
bloody, vicious lethal triad. Vessels may be temporarily or permanently clamped or ligated, and control of 
contamination may be sufficient instead of definitive gastrointestinal anastomosis. Pitfalls include blind 
clamping of deep vessels, or embarking on extended resections when only hemorrhage control and control 
of contamination is required to get the patient to the ICU, where physiology can be stabilized, and 
resources mobilized for a later definitive set of procedures in a stable patient. 
 
Top Knife. Asher Hirshberg, MD, Kenneth L. Mattox, MD; Tfm Publishing, January 2005, Shrewsbury UK. 
Mackenzie CF, Tisherman SA, Shackelford S, Sevdalis N, Elster E, Bowyer MW. Efficacy of Trauma 
Surgery Technical Skills Training Courses. J Surg Educ. 2019 May-Jun;76(3):832-843. PMID: 30827743. 
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Massive Blunt Liver Trauma        Alon Schwartz 
 
The non-operative management of blunt injury to the liver is already a well-established practice. Also in 
cases of low-energy penetrating trauma to the right upper quadrant with isolated hepatic injury, non-
operative management is accepted and was proved to be successful. Observation in an intensive care 
unit, angioembolization for hemorrhage,  percutaneous drainage of biloma, and ERCP for reducing the 
pressure in the bile ducts for biliary fistula hilling – are technics that are common practice in every trauma 
center in the developed world, with a relatively low complications rate.  
 
However, non-operative management in massive liver trauma may direct the patient to a much longer 
course that may involve unexpected and life threatening complications. In selected cases, anatomic or 
non-anatomic resection of the liver can give hemorrhagic and bile leakage control, in centers where 
experienced hepatobiliary service is present. There are no written guidelines for trauma related 
hepatectomy and the practice today is mainly based on case reports.   
 
I will present a literature review for hepatectomy in trauma and four cases of massive liver trauma that 
were treated in our trauma center, and our conclusions of the different management decisions.  
 
 
High Grade Solid Organ Injuries – IR Management     Bryan Barry 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



93  

SESSION 4: CASE SCENARIO / GREAT DEBATE   
 
PLENARY SESSION      Grand Ballroom 
 
 
EXPERT CASE SCENARIO   - EXPERT PANEL  
 
 
GREAT DEBATE 
 
Prehospital Thoracotomy – There is No Point    John Crozier vs Geoff Healy 
 
God Used a Surgeon’s Rib to Create an Emergency Physician  Alan Giles vs Michael  
Sugrue 
 
 
 
God Used a Surgeon’s Rib to Create an Emergency Physician  
 
This is the one he used  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
References 
https://www.bible.com/bible/1111/GENe.1 
  
 
 
 
16.50 – 17.00  Prizes and Closing Remarks 
 
 
 
 
 

 
 
 
 
 
 



94  

NOTES   
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