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SWAN 2025 TRAUMA, CRITICAL CARE & EMERGENCY SURGERY CONFERENCE  
  
 

 

 

It is with great pleasure that we again welcome you to our annual SWAN Trauma, Critical Care & 

Emergency Surgery Conference. As we enter our 30th record breaking year, we are thrilled to be 

celebrating our birthday with an awe-inspiring faculty and passionate, dedicated delegates. Once again, 

the venue is the magnificent Sheraton Grand, Hyde Park in Sydney, right in the centre of this magnificent 

harbourside city. 

 

The scientific program will once again impress you with our international world-renowned faculty from the 

United States, New Zealand, South Africa and Canada, as well as our stellar National experts. This will be 

an amazing two days of lectures, interactive case scenarios, keynote speeches, prize winning 

competitions, the popular hard talk sessions, extended panel of expert sessions and Q and A sessions.  

 

The SWAN Conference will also be running a dedicated Scientific Research Symposium alongside the 

main conference on Friday, after the opening Plenary session. This Symposium aims to bring together 

health professionals across multidisciplinary fields of trauma, critical care and emergency surgery to 

present their latest research and innovations.  

 

Feedback from past delegates has been fantastic and we greatly appreciate the comments and 

compliments. We have incorporated into the new program, a number of delegate requests and 

suggestions. We want this conference to leave you motivated and encouraged to take your experience 

and expertise to the next level. Trauma and Emergency General Surgery continue to be the epitome of 

difficult clinical challenges and time-critical decision making and we see this conference as a meeting of 

like minds and hearts that will embrace those challenges and provide the best of care for our patients and 

communities. 

 

We really look forward to spending the next two days together and hope you have a thoroughly great time, 

sharing experiences, making new friends, learning new tips and tricks and making the most of our facultyôs 

expertise and wealth of knowledge. 

 

Happy birthday to the longest running and most popular conference of its kind in Australia. 

 

 

 

   

   Dr Valerie Malka       Dr Scott DõAmours                         

Conference Co-Convenor         Conference Co-Convenor  
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GENERAL INFORMATION 

 

Wi-Fi Access - Wi-Fi is complimentary throughout the function areas and accommodation. No password 

is required, just click on Sheraton and connect. 

 

SWAN 2025 Feedback - Go to the link emailed to you by the SWAN Organising Committee. 

 

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 ï Level 2, Sheraton Grand Sydney Hyde 

Park, 161 Elizabeth Street, Sydney.  

 

Car Parking ï 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.  

 

In addition, the Domain Car Park is available 

with entry via St Maryôs Road Sydney. 

Information regarding rates can be found at 

domaincarpark.com.au/rates-a-times.  

 

 

Public 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 Conference 

foyer area located on level 2. 

 

Industry Exhibition ï Exhibitor displays are located throughout the foyer area. Please make sure you 

complete your exhibition passport to be eligible for a prize.  

 

Registration Desk - Desk will be located in the pre-function area near the staircase. Name badges and 

satchels must be collected prior to entering the conference. Staff will be available at the registration desk 

on Friday from 06.30am, and on Saturday from 07.30am. 

 

Scientific Program ï Plenary sessions will be run in the Grand Ballroom. The Grand Ballroom will be 

split into Ballroom 1 and 2 for the concurrent sessions. The Scientific Research Symposium will be run 

in the Phillip Room near the stairs and registration desk.  
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INTERNATIONAL FACULTY 
 

 

 

 
JOHN ARMSTRONG 
 

 
Professor John H. Armstrong, MD, FACS, FCCP, MAMSE, is a trauma 

surgeon, surgical educator, and U.S. health leader.  He is Professor of 

Surgery and Distinguished Educator at the University of South Florida 

(USF) Morsani College of Medicine, Tampa, Florida; Adjunct Professor of 

Surgery at the Uniformed Services University of the Health Sciences, 

Bethesda, Maryland; Executive Committee member of the American 

College of Surgeons (ACS) Committee on Trauma; member of the US 

Defense Health Board; and Vice Speaker of the American Medical 

Association House of Delegates.  

 

He has led local, regional, and statewide trauma systems and served as 

Floridaôs Surgeon General and Secretary of Health; Chief Medical Officer 

of the USF Health Center for Advanced Medical Learning and Simulation 

(CAMLS); and Trauma Medical Director at the University of Florida, Gainesville. He is a graduate of Princeton 

University, the University of Virginia School of Medicine, and the US Army Command and General Staff 

College. He performed his surgical residency at Tripler Army Medical Center, Honolulu, Hawaii; his 

trauma/surgical critical care fellowship at the Ryder Trauma Center, University of Miami/Jackson Memorial 

Hospital; and his Master Educators in Medical Education Fellowship at the University of Florida.   

 

He is co-editor of the ACS Disaster Management and Emergency Preparedness (DMEP) course (1st edition) 

and the recently released electronic DMEP (eDMEP) course, as well as steering committee member and 

contributor to the 2nd edition of DMEP.  He served for six years on the Accreditation Council for Graduate 

Medical Education Residency Review Committee for Surgery.  He believes that education and training are 

essential drivers of change. 

 

 

KAREN BRASEL 
 

 
Professor Karen Brasel, M.D., M.P.H., F.A.C.S, is the Vice President of the 

American Board of Surgery. Dr. Brasel received her medical degree from 

the University of Iowa, completed her surgical residency and Masters in 

Public Health at the University of Minnesota, and her surgical critical care 

fellowship at the University of North Carolina.  

  

Dr. Brasel has served as the American Association for the Surgery of 

Trauma Recorder and Program Chair, as Vice President of the American 

College of Surgeons Board of Governors and as international director of 

ATLS®.  She has served as the chair of the ACGME Review Committee for 

Surgery and president of the Western Surgical Association.  She is a 

founding ACS Master Educator and received the Association for Surgical 

Education Master Educator Award in 2020.  She is currently an associate 

editor of the Journal of Surgical Education. Dr. Braselôs clinical practice is trauma/critical care and emergency 

general surgery at Oregon Health & Science University. Her research focuses on surgical palliative care, 

education, and quality of life after trauma. 
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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 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 reduce the burden of trauma. He is dedicated to providing patient-focused care of the 

highest quality.  

 
 
 
KENJI INABA 
 
 

Dr Kenji Inaba, MD, FACS, FRCSC is a Professor of Surgery, Anesthesia and 

Emergency Medicine at the University of Southern California Keck School of 

Medicine.  He is the Vice Chair of the Department of Surgery, and the program 

director for the General Surgery Residency training program.  He is also the 

Division Chief for Trauma, Emergency Surgery and Surgical Critical Care with 

a full-time appointment at the Los Angeles General Medical Center. 

 

He has lectured extensively, having given more than 500 lectures around the 

world.  As a researcher, he has authored more than 810 peer reviewed articles, 

523 scientific presentations, 72 textbook chapters, and is the editor of 9 

textbooks, with over $7 Million in external funding.  He has mentored more 

than 166 students, residents and fellows who have won 35 separate research 

awards for the work they have completed together.   

 

He is an Associate Editor for both the Journal of Trauma and Acute Care Surgery as well as Trauma Surgery 

and Acute Care Open.  While at USC, he has been the recipient of 26 distinct teaching awards including the 

USC Keck School of Medicine Overall Excellence in Teaching Award for the Clinical Sciences.  After 

completing his term as a Director of the American Board of Surgery, he was appointed to the ACGME Surgery 

RC and is a member of numerous surgical societies, leading critical initiatives such as the American College 

of Surgeons Committee on Trauma Stop the Bleed program.  Under his leadership, this program has now 

exceeded 4 million students around the world.  In addition to his role at USC, Dr. Inaba has led humanitarian 

surgical teams to Haiti, Nepal and Ukraine.  He is also a sworn Reserve Police Officer, and the Medical Director 

for the Los Angeles Police Department, currently assigned to Metropolitan Division.  
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MAEYANE STEVENS MOENG 
 
 

Prof Maeyane Stevens Moeng , MBBCH (Wits), Dip PEC (SA), H Dip Surg 

(SA), FCS(SA) is Specialist Trauma and Trauma Critical Care Surgeon. Is a 

registered Sub-Specialist in Trauma Surgery. Both undergraduate and 

postgraduate studies were done at the University of the Witwatersrand (Wits). 

Head of Trauma Unit at Charlotte Maxeke Johannesburg Hospital. Chairman 

and Academic Head of Trauma at Wits.  

 

He has both local, national and international academic activities, with a keen 

interest in Critical Care. He started his career in the mining industry and 

became hooked on Trauma ever since.  

 

Actively involved in ICU care of a closed ICU unit at the Charlotte Maxeke 

Academic Hospital Trauma Unit and Milpark Trauma unit. As the Chairman of the Disaster Committee at the 

hospital plays a significant role in organization and training for mass casualty incidents. 

 

Actively involved in undergraduate, postgraduate, and Trauma fellow training through the university platform 

and the College of Medicine of South Africa. Previous Chairman of ATLS® Gauteng, current Chairman of 

DSTCÊ in RSA, current Vice President of the TSSA, and Council member of the South African College of 

Medicine. Serves on multiple other academic and professional committees.  

He enjoys hiking with his family and playing tennis. 

 
 
 
NEIL PARRY 
 
 

Dr. Parry graduated from Medical School in 1996 from the University of 

Western Ontario in London, Ontario and completed his residency in general 

surgery there as well.  He went on to complete a trauma and critical care 

fellowship at Grady Memorial Hospital, Emory University in Atlanta, Georgia 

under the tutelage of Drs. Feliciano and Rozycki.  Dr. Parry returned to 

Victoria Hospital, London Health Sciences Centre in 2003 and is now a 

Professor of Surgery and Critical Care Medicine at the Schulich School of 

Medicine and Dentistry, Western University.   

He was the Medical Director of the Trauma Program for London Health 

Sciences Centre from 2011-2022 and the Chief of Surgery at Victoria 

Hospital from 2015-2023.  He currently serves on the Executive Board of 

Directors of the Trauma Association of Canada and has also held several 

leadership roles with the Canadian Association of General Surgeons.    

Dr. Parry is active with the Royal College of Physicians and Surgeons of Canada and is the Chair for the 

General Surgery Examination Board. He has held several roles with the Committee on Trauma for the 

American College of Surgeons including Provincial Chair for Ontario (2009-2019) and Chair of Surgical Skills 

Committee (2018-2023). 
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NATIONAL FACULTY 
 

 

ZSOLT BALOGH 

 

Professor Zsolt Balogh is an international leader in surgical, trauma and musculoskeletal research, education 

and clinical care. He is the Discipline Head of Traumatology and Surgery at the School of Medicine and Public 

Health, University of Newcastle, the Director of Trauma at John Hunter Hospital and Hunter New England 

Local Health District. He also leads the Injury and Trauma Research Program at HMRI. 

 

Professor Balogh is a busy practicing trauma and orthopaedic surgeon with a major interest and expertise in 

complex polytrauma patient management, traumatic shock resuscitation, postinjury multiple organ failure and 

pelvic and acetabulum fracture patients. 

 

Dr Balogh is the recipient of Australiaôs most prestigious surgical research award, the John Mitchell Crouch 

fellowship of the Royal Australasian College of Surgeons and the Australian Orthopaedic Associations 

Research Award.  Zsolt was also announced as the top researcher of Australia in the field of Emergency 

Medicine; 2020 and 2021 The Australian ï Report on Research.  

 

With over 300 peer-reviewed publications, more than 25,000 citations, and a h-Index of 66 (as of August 2023), 

Dr Baloghôs research covers many areas of trauma care such as polytrauma, traumatic shock resuscitation, 

multiple organ failure, pelvic and acetabular fractures, orthopaedic trauma, torso trauma and post injury critical 

care. 

 

Dr Balogh is dedicated to continuing his contribution to the scientific community via avenues such as Editor-

in-Chief, Deputy Editor-in-Chief, Editor and Associate Editor of leading surgical and critical care journals and 

attending as a regularly invited speaker grant reviewer for leading national and international professional 

bodies. 

 

ADITYA BENJAMIN 

 

Dr Benjamin is Trauma and Acute Care Surgeon and the Director of Trauma and Acute care Surgery 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 as a Trauma 

Fellow including St George and Liverpool.  

 

He has more than 9 yearsô 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. 

 

 

BERNARD CARLON 

 

Mr Bernard Carlon is the Chief, Centre's for Road Safety and Maritime Safety at Transport for NSW. Bernard 

joined Transport for NSW in 2012 as the Director, Strategy and Policy and has led the Centre for Road Safety 

since 2015 and Maritime Safety since 2016. He is a board member of ANCAP and a member of the Austroads 

Safety Taskforce. Bernard has previously worked in Health, Police and Environment sectors at the executive 

level in policy, communications, program delivery and regulation.  
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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 ï 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. 

 

 

KATIE DOKMANOVIC 

 

Katie Dokmanovic became a committed advocate for road trauma support after losing her 18-year-old son 

Nicholas on Christmas Eve 2020. Nicholas died in a high-speed crash as a passenger in a car driven by an 

inexperienced driver, resulting in a devastating incident that split the vehicle in two. Following this tragedy, 

Katie joined the Road Trauma Support Group NSW, evolving from a grieving member to an active supporter 

and advocate. She shares her painful story through the P.A.R.T.Y. program at Liverpool Hospital, educating 

students about the severe consequences of reckless driving.  

 

Through her involvement in both causes, Katie aims to prevent other families from suffering the profound loss 

she experienced, pushing for essential support and significant legal reforms to enhance road safety.  

Katie fills her days with activitiesðfrom gym sessions to educational talksðto manage her grief and keep busy, 

using her experience to fuel her advocacy. She works tirelessly to ensure no other parent endures the impact 

of road trauma alone, underscoring the ongoing need for systemic change. 

 

 

SCOTT DôAMOURS 

    

Dr DôAmours 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.  

 

 

SALLY FORREST 

 

Sally Forrest has been working in the Trauma Case Manager role at Liverpool Hospital since 2003. Sally is an 

experienced emergency nurse and has worked in emergency & trauma within rural, remote and metropolitan 

centres since 1999. Sally has worked within the retrieval service at CareFlight International as a flight nurse, 

retrieving critical care patients.   

 

Her qualifications include Bachelor of Nursing, Graduate Certificate in Emergency and Orthopaedic Nursing, 

First Line Emergency Care (FLEC), Trauma Nursing Core Course, and Disaster Training. She is eFAST 

Emergency Ultrasound accredited trainer and is an EMST coordinator. Sallyôs role as Trauma Case Manager 

is to coordinate the care of the trauma patient from arrival to discharge. Sallyôs focus is educating staff, patients 

and their families in trauma systems and management.  
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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 

AUSMAT trained and is an EMERGO instructor and regional EMST coordinator. She is also a conjoint lecturer 

with the University of New South Wales and has a strong interest in disaster preparedness and management, 

education delivery across the district and injury prevention.  Nevenka is the coordinator for the P.A.R.T Y 

(Prevent Alcohol and Risk-Related Trauma in Youth) Program at Liverpool. 

 

 

STEVEN FROST 

 

Professor 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 scientists 

worldwide. Steve is a lead investigator on a number of clinical research projects, which have been successful 

in securing over $4.2 million in research funding. 

 

 

ALAN GILES 

 

Dr Alan 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 ñYou tubeò channel ñEM topics in one coffeeò. 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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ANDREW GILMORE 

Professor Andrew Gilmore is a Colorectal Surgeon at Liverpool Hospital and Macquarie University 

Hospital.  He originally trained in general surgery at Liverpool before spending 14 years practicing in 

Orange.  He returned to Sydney in 2013.   

He has particular interest in complex laparoscopic colorectal surgery, techniques to allow laparoscopic surgery 

in the obese and open pelvic exenteration (chairing the Complex Pelvic Surgical Unit at Liverpool).  He has the 

largest Australian experience in Natural Orifice Specimen Extraction (NOSE) colorectal surgery.  

 

 

RAPHAEL GRZEBIETA 

 

Professor Raphael Grzebieta is Professor Emeritus in road safety at the Transport and Road Safety (TARS) 

Research Centre within the School of Aviation at the University of New South Wales (UNSW), Sydney. He is 

also an Adjunct Professor at Monash Universityôs Department of Forensic Medicine located at the Victorian 

Institute of Forensic Medicine, in forensic engineering, vehicle and road infrastructure crashworthiness, crash 

reconstruction, injury biomechanics and road safety.  

 

He is currently Editor-in-Chief of the journal óSafetyô. He has around 30 years of research and professional 

experience as well as around 350 research publications, supervised numerous PhD graduates and received 

several national and international major research grants and lifetime achievement awards mainly in road safety. 

Research teams he has led or been involved with have carried out numerous laboratory and field tests on road 

vehicles, road safety barriers, vulnerable road users (pedestrians, cyclist and motorcyclists) and more recently 

off-road quad bikes and Side by Side (SSV) vehicles. He regularly provides expert witness reports and court 

evidence for Coroners, Police, Public Prosecutors, Work Regulators, CTP Insurers and legal firms. He has 

also worked as an engineering safety review expert on major projects for multinational corporations, World 

Bank and United Nations. 

 

 

KEN HARRISON 

 

Dr Ken Harrison is an Anaesthetist by trade, who has worked in Sydney all his life. He has been at Careflight 

since 1991 and Westmead since 1992 and had stints of 15 years at each of Liverpool as a VMO anaesthetist 

and NSW Ambulance in medical coordination. He currently works at Westmead clinically in anaesthesia and 

as a trauma consultant and in sedation training. 

  

He has a passion and a huge amount of experience in education and teaching human factors for over a decade 

to everybody from consultant doctors to dental students, from ADF personnel to schoolteachers and students. 

 

 

 

 

 

 

 

 

 

 

 

 

 



16  

KERRY HITOS 

 

A/ Professor Kerry Hitos is the Executive Director for the Westmead Research Centre for Evaluation of Surgical 

Outcomes in the Department of Surgery at Westmead Hospital. She graduated from the School of Physiology 

and Pharmacology at the University of New South Wales and received her PhD in Medicine in the Discipline 

of Surgery at the University of Sydney. She has further postgraduate qualifications from the Centre of Clinical 

Epidemiology and Biostatistics at the University of Newcastle.  

 

Professor Hitos has expertise in conducting high level scientific clinical research in cardiovascular disease, 

diabetes, surgery, emergency medicine, trauma, transplantation and translational research. She is recognised 

nationally and internationally for her work in thrombosis and haemostasis with a special interest in trauma and 

orthopaedics. Academically, Professor Hitos designed, developed and coordinated three units of the Master of 

Surgery Program in the Faculty of Medicine and Health at the University of Sydney. This included innovation 

in surgery, surgical research and evaluation as well as scientific communication for surgeons.  

 

Currently she serves on the administrative board for the International Union of Angiology and is part of the 

leadership team for the Perioperative Care of Surgical Patients, Clinical Academic Group with Sydney Health 

Partners. She is a member of the Venous Thromboembolism Prevention Expert Advisory Group for the Centre 

of Excellence Commission and in the past Co-Chaired the New South Wales Design Working Group for Venous 

Thromboembolism Prevention. Professor Hitos holds several positions on editorial boards and is an invited 

reviewer for multiple journals.  

 

The quality and impact of her research is recognised nationally and internationally through several awards. 

Professor Hitos has had numerous invited presentations including national and international chairmanships. 

She has published over 150 research studies, articles, letters, abstracts and editorials in well reputed journals 

including the Journal of the American Medical Association, Circulation, Journal of Thrombosis and 

Haemostasis, Journal of Acute Care Surgery, Emergency Medicine, Injury, Emergency Medicine Australasia, 

Transplantation, World Journal of Surgery, Thrombosis, Internal Medicine Journal and British Journal of 

Surgery.  

 

 

ANTHONY HOLLEY 

 
CDRE Holley is a Senior Staff Intensivist at the Royal Brisbane and Womenôs Hospital. He is an Associate 

Professor at the University of Queensland. CDRE Holley is a Former ANZICS President and served on the 

Board and Executive for more than a decade. He is a Senior Examiner for the Fellowship of the College of 

Intensive Care Medicine and serves as a representative for the National Blood Authority Critical Care Group 

in developing the Australian Patient Blood Management Guidelines. CDRE Holley was a member of the 

National COVID-19 Clinical Evidence Taskforce Steering Committee.  

 

He is currently serving as the Principal Consultant Trauma to the Surgeon General Australian Defence Force. 

This position is responsible to the SGADF for advising on ADF Trauma Care capabilities and strategy. CDRE 

Holley has deployed on active service on multiple occasions, including Bougainville, Timor, several tours to 

Afghanistan, Iraq, Border protection, Persian Gulf maritime duty, Bushfire assist and as the COVID-19 Task 

Force Senior Medical Officer. He was the recipient of the Navy Matthew Davey award, facilitating the study 

of deep-frozen blood products and assisted with integration of this technology into the ADF. Anthony was 

made a Member of the Order of Australia on the Kingôs Birthday list 2024. 

 

 

 

 

 



17  

MARTIN JARMIN 

 

Dr Martin 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 and is currently the Deputy Director of Trauma Services in 

Royal Perth Hospital. 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 and Director of 

Clinical Training (Surgical) at Bentley Hospital.  

 

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 

 

Ms. Helen Jowett is the Trauma Program Manager at The Royal Childrenôs Hospital Melbourne She is the 

Immediate Past President of the Australian & New Zealand Trauma Society & 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. Helen has a 

passion for quality improvement that leads to improved patient care & outcomes. 

 

 

PAUL LAMBRAKIS 

 

Dr Paul 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 hospitalôs 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 and Conjoint Lecturer with UNSW. 

 

 

MARY LANGCAKE 

 

Dr Mary Langcake is a Trauma and Upper GIT surgeon, a fellow of both the Royal Australasian and the 

American College of Surgeons. She is the Director of Trauma at St George Hospital, Sydney.  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 Clinical Review 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 RACS Surgeons as 

Educators Committee. Mary is a strong advocate for the wellbeing of doctors, including calling for better 

understanding of psychological distress within the profession. 
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SUHRID LODH 

 

Dr Suhrid Lodh is an experienced Interventional Radiologist. His primary interests are in Interventional 

Oncology and White matter diseases of the brain. He is currently commencing a Masters Degree in 

Immunology and a distance diploma in Nano-medicine. Suhrid is an Interventional Radiology Staff Specialist 

at St George Hospital (Sydney). He holds an academic appointment with the UNSW Clinical school at Liverpool 

Hospital and has formerly held teaching appointments at the University of Wollongong and University of Sydney 

(RNSH). He has also been actively involved in the education of Radiology registrars, Junior medical staff, 

radiographers and nursing staff since 2010 

 

VALERIE MALKA 

 

Dr Valerie Malka is a Trauma and Acute Care Surgeon and previous Director of the Trauma and Acute Care 

Surgical Unit at Liverpool Hospital as well as previous Director of Trauma at Westmead Hospital. She is the 

currently the Clinical Director of the NSW Institute of Trauma and Injury Management. She is an EMST Director 

and DSTC Instructor with special interests in education and quality assurance. She has worked with the 

International Red Cross and International Rescue Committee and holds a Diploma in International 

Humanitarian Assistance from Geneva University and a Masters degree in International Public Health with 

a major in Humanitarian Law. She also holds a Masters degree in Journalism 

 

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 yearsô 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. 

 

 

DANIELLE NI CHROININ 

 

Dr Danielle Ni Chroinin is a Consultant Geriatrician and leads the program of aged care research at Liverpool 

Hospital. She is a Conjoint Associate Professor with UNSW Medicine. She holds dual fellowships in Geriatric 

and General Medicine, with 20 years experience in clinical and academic medicine, here and in Ireland. She 

is a member of several research and professional bodies and has led/helped with development of national 

guidelines e.g. for Orthogeriatric care after hip fracture.  

 

Like many of us, she has seen older relatives who haven't done so well in hospital, and wondered what we can 

do to improve care. Her research focusses on clinically meaningful, collaborative and multidisciplinary research 

focusing on patient-centred care of older persons. She is an enthusiastic (if over-caffeinated) teacher, with 

roles within the hospital, UNSW and RACP, and several teaching accolades. In her spare time, she runs around 

after her children who have busy social lives and many birthday parties to attend. 

 

 

MICHAEL PARR 

 

Professor Michael Parr trained in anaesthesia, internal medicine and intensive care in the UK, New Zealand, 

USA and Australia. He is the previous Director of Intensive Care at Liverpool and currently the Director of 

Intensive Care at Macquarie University Hospital, Sydney, and Professor at the University of New South Wales 

and Macquarie University. He is an editor of the journal óResuscitation,ô Deputy Chair of the Australian 

Resuscitation Council, and past-President of the Australasian Trauma Society. 
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CHRIS PARTYKA 

 

Dr Chris Partyka is an Emergency Physician at Royal North Shore Hospital and a Prehospital & Retrieval 

Medicine Specialist with NSW Ambulance (Aeromedical Operations) with interests in trauma resuscitation, 

point-of-care ultrasound and clinical research. He is currently undertaking his PhD with the University of Sydney 

evaluating the utility of the serratus anterior plane block. 

 

 

COURTNEY PEROS 

 

Dr Courtney Peros is an Emergency Specialist at Liverpool hospital, Sydney. She also works as a trauma 
consultant at Royal North Shore hospital and enjoys the mix of initial trauma management and then the ongoing 
care of complex trauma patients.  
 

 

AMULYA RATTAN 

 

Dr Amulya Rattan is a Trauma and Acute Care Surgeon and the current Fellow at Liverpool Hospital. He was 

a consultant surgeon in India prior to joining the Trauma and Acute Care Surgery Unit and has extensive 

experience in education and training. 

 

 

LOUISE SWEET 

 

Dr Louise Sweet is and Anaesthetist and the Director of Anaesthetics at Liverpool Hospital. She has worked 

at Liverpool since 2017 and has a keen interest in trauma medicine. She has postgraduate qualifications in 

Health Professional Education, and Clinical Simulation from Monash University and is actively involved in 

education for medical and nursing staff for advanced life support, and in ultimately establishing a formalised 

simulation program for the Department of Anaesthetics.  

 

She is also actively involved in mass casualty disaster management, completing both MIMMS and HMIMMS 

courses, and works in the pre-hospital setting providing medical support for large music festivals around NSW.  

She has a two-year-old Cavoodle named Lockie who keeps her busy during her time away from Liverpool. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



20  

MICHAEL TIMMS 

 

Mr Michael Timms retired from NSW Police Force in 2020 after a 33-year career which included three decades 

specialising in the field of road policing.  He held a range of highway patrol operational and command 

leadership positions in metropolitan and regional areas. 

 

In 2016-2018, he led a project to improve safety at NSW random breath testing sites, for which he was awarded 

Best Policy and Practice Paper at the 2018 Canadian Association of Road Safety Professionals Conference 

and received the 2018 NSW Police Commissionersô Safety Award. 

 

He is a freelance contributor to NSW Police Association publications and undertakes occasional specialist 

advisory projects.  As the current Co-Chair of the NSW Chapter, Australasian College of Road Safety, he 

regularly appears as a road safety witness before NSW Parliamentary Inquiries.  

 

He has undertaken the MUARC Road Safety Leadership Program and holds a Bachelor of Professional 

Studies-Policing (UNE) majoring in road safety.   

 
 
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. 

 
 

 

JEREMY WOOLLEY  

 

Professor Jeremy Wooley has over 20 yearsô experience in road safety research and is a passionate advocate 

for establishing better responses to road safety amongst public and private sector organisations. He is the 

Director of the Centre for Automotive Safety Research (CASR) based at the University of Adelaide where he 

is privileged to lead a 20 strong multidisciplinary team investigating many areas of the internationally 

recognised ñSafe Systemò approach. The Centre is grounded in-depth crash investigation and pedestrian 

impact testing and has research activity that can be traced back to the 1960s. 

 

 He has been heavily involved in road safety capacity building and knowledge transfer activities nationally and 

internationally and is familiar with the common challenges facing researchers, NGOs, practitioners, 

bureaucrats and political leaders. He has been involved with the formulation and review of many road safety 

strategies and actions plans that seek to embrace the Safe System approach.  

 

With a background in road and traffic engineering his collaborations over time have allowed him to evolve as 

a road safety strategist with good knowledge of the many traditional disciplines and stakeholders from which 

road safety is viewed. In 2017/18 he co-chaired an inquiry into the National Road Safety Strategy with Dr John 

Crozier from the Royal Australasian College of Surgeons. 
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MARTIN WULLSCHLEGER 

 

Professor Martin Wullschleger is the Medical Director of Trauma Services 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 & Womenôs 

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 2025 SCIENTIFIC PROGRAM 
 

Friday 28th  March 2025 

07:50 - 08:00  WELCOME         
       
08:00 ï 10:30  SESSION 1: DISASTERS AND MASS CASUALTIES.........     Chair: Valerie Malka 
  PLENARY SESSION   Grand Ballroom 
   
08:00 ï 08:15  An Active Shooter in the Hospital     Kenji Inaba 

            
08:15 ï 08:30   Trauma Care in Large Scale Combat Operations   Anthony Holley 
  
08:30 ï 08:45  Preparing for the Inevitable      Steve Moeng 
  
08:45 ï 09:00  Not Business as Usual      John Crozier 
 
09:00 ï 09:15  Communication Is the Key      John Armstrong 
 
09:15 ï 09:30  Pearls of Humanitarian Wisdom             Martin Jarmin 
 
09:30 ï 09:45  Question Time with the Panel 
 
09:45 ï 10:30  CASE SCENARIO                       Chair: Scott DôAmours 
 
 
10:30 ï 11:00  MORNING TEA 

 

11:00 ï 12:30  SESSION 2A: TRAUMA HARD TALK         Chair: M. Wullschleger 
  CONCURRENT SESSION Ballroom 1 
130 ï 10:45  e ED ï Protecting Staff    E. Revue 
11:00ï 11:15  When Angioembolisation Goes Wrong    Suhrid Lodh 
 
11:15 ï 11:30  Conductive Energy Devices     Kenji Inaba 
    
11:30 ï 11:45  Pelvic Binders, Preperitoneal Packing, Other Controversies Zsolt Balogh 
  
11:45 ï 12:00  Patient Reported Outcomes     Karen Brasel  
  
12:00 ï 12:15  Forensic Pathology ï PMCT or Open Autopsy    Mary Langcake 
 
12:15 ï 12:30  Question Time with the Panel 
 
 
11:00 ï 12:30  SESSION 2B: ALL THINGS SEPSIS       Chair: Aditya Benjamin 
  CONCURRENT SESSION  Ballroom 2 
 
11:00 ï 11:15  Complicated Empyema Management    Martin Jarmin 
         
11:15 ï 11:30  Anaesthetics in Severe Sepsis     Louise Sweet 
  
11:30 ï 11:45  Severe Complicated Intraabdominal Sepsis   Paul Lambrakis 
 
11:45 ï 12:00  Vascular Prosthetic Infection     John Crozier  
 
12:00 ï 12:30  Question Time with the Panel 
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11:00 ï 12:30  SESSION 2C: SCIENTIFIC RESEARCH SYMPOSIUM  
CONCURRENT SESSION  Phillip Room   Chair:  S.Frost / K.Hitos 

 
11:00 ï 11:10  Evaluating Fibrinolysis Using Point Of Care Viscoelastic  Anders Aneman

 Assessments (Clotpro®) In Severe Trauma Patients   
 
11:10 ï 11:20  Dog bites        Jay Ramarao 
 
11:20 ï 11:30  Transthoracic Repair of Traumatic Liver Laceration  Meena Singh 
 
11:30 ï 11:40   Aeromedical Retrieval and Open Fracture    David Robertson

 Management in Western Australia      
 
11:40 ï 11:50  Perioperative Oral Paracetamol ï Greener and Cheaper           Monique Pisaniello 
 
11:50 ï 12:00  Geriatrician Reviews in Elderly Falls Patients    Amrina Kaur 

 Presenting to a Tertiary Hospital ED     
 
12:00 ï 12:10  A 10-year-analysis of Traumatic Liver Injuries in a   Matthias Ring

 German Military Hospital     
 
12:10 ï 12:20  Lower GIT bleeding in older adults: Impact of geriatric   Emily Moran 

 care via the Older Adult Surgical Inpatient Service (OASIS)   
    

12:20 ï 12:30  Emergency Trauma Skills for Anaesthetists in an   Amy Lumb 
 Anatomical High-Fidelity Model      

        
 

12:30 ï 13:30  LUNCH 

 

 
13:30 ï 15:00  SESSION 3A: UPDATES & ADVANCES         Chair: Zsolt Balogh 
  CONCURRENT SESSION  Ballroom 1 
 
13:30 ï 13:45  Haemorrhagic Shock      Chris Partyka  
  
13:45 ï 14:00  Paediatric Trauma Care      Helen Jowett  
  
14:00 ï 14:15  Damage Control Anaesthetics     Louise Sweet  
  
14:15 ï 14:30  Prehospital Trauma Care      Ken Harrison   
  
14:30 ï 14:45  Verify You Are Not a Robot                 M. Wullschleger  
  
14:45 ï 15:00  Question Time with the Panel 
 
 
13:30 ï 15:00 SESSION 3B:  BILIARY POT POURRI          Chair: Grant Christe        

CONCURRENT SESSION  Ballroom 2 
 
13:30 ï 13:45  Predictors of Complicated Pancreatitis    George Emerak 
  
13:45 ï 14:00  The Problems with Perc. Cholecystostomy   Mary Langcake 
  
14:00 ï 14:15  Point-of-care biliary ultrasound in the ED    Neil Parry 
  
14:15 ï 14:30  When ERCP Fails       Paul Lambrakis 
 
14:30 ï 15:00  Question Time with the Panel 
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13:30 - 15:00  SESSION 3C: SCIENTIFIC RESEARCH SYMPOSIUM Chair:  S. Frost/ K. Hitos 
CONCURRENT SESSION  Phillip Room      

   
13:30 ï 13:40  Optimising the GCUH Trauma Activation System: a              M. Wullschleger

 mixed-methods implementation and evaluation study 
 
  RAPID FIRE POSTER PRESENTATIONS            
 
13:41 ï 13:44  Initial management of the pregnant trauma patient:   Kay Shi 

 a case report and update of current literature    
 
13:45 ï 13:48  Simple Analgesia in Trauma Patients with Rib Fractures  Yasmin Foster

 Requiring Intravenous Opioids      
 
13:49 ï 13:52  From Guidelines to Practice: Optimising Regional   Rebecca Brown

 Anaesthesia in Chest Trauma      
 
13:53 ï 13:56  Bilateral Vocal Cord Palsy after Influenza A infection  Dan Tran 
 
13:57 ï 14:00  Trauma care in a Level 1 trauma centre in Singapore  Mary Yuling 
 
14:01 ï 14:04 Pigtail Catheter Compared to Formal ICC for the   Annie Wang 
 Management of Isolated Traumatic Pneumothorax   
 
14:05 ï 14:08 Whatôs Spleen Happening? Is Splenectomy a dying art? Mark Fitzgerald 
 
14:09 ï 14:12  Management and Outcomes of Pelvic Trauma in the   Elizabeth Ross 

Top End ï Northern Territory  
 
14:13 ï 14:16  Usage, Timing, and Predictors of TXA in Paediatric   Tanvi Singh 

 Surgical Patients at the Womenôs and Childrenôs Hospital  
 
14:17 ï 14:20  Risk Factors of Dysphagia in Acute Cervical Spinal Cord Maryam Habibi 
  Injuries: A Systematic Review and Meta-analysis   
 
14:21 ï 14:24  Acute recurrence of Bochdalek hernia in a young man:  Emily Moran 
   A rare cause of high-grade small bowel obstruction   
 
14:25 ï 14:28  Clinical outcomes of trauma tertiary surveys by allied   Annie Wang 
   health and non-medical healthcare professionals  
 
  
15:00 ï 15:30  AFTERNOON TEA 

 

 
15:30 ï 16:45  SESSION 4A: QUALITY CARE          Chair: Sally Forrest 
  CONCURRENT SESSION  Ballroom 1 
 
15:30 ï 15:45  Death by Protocol and Guidelines     Helen Jowett 
 
15:45 ï 16:00  Trauma Quality Improvement Initiatives    Grant Christey 
  
16:00 ï 16:15  The Big Five        Neil Parry  
  
16:15 ï 16:30  Trauma Team Activation Criteria      Courtney Peros 
  
16:30 ï 16:45  Question Time with the Panel  
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15:30 ï 16:45  SESSION 4B:  CHAT WITH OUR PANEL OF EXPERTS       Chair: Mary Langcake 
  CONCURRENT SESSION  Ballroom 2 
 
  Drs Inaba/Brasel/Crozier/Balogh/Harrison/Parr/Armstrong/Moeng  
 
 
15:30 ï 15:45   Verification      
  
15:45 ï 16:00  Venous thromboembolism in Trauma 
 
16:00 ï 16:15  Prehospital Thoracotomy 
  
16:15 ï 16:30  Post Splenectomy Antibiotics / Post Embolisation Vaccines 

  
16:30 ï 16:45  The Importance of Non-technical skills 
  
  
16:45    CLOSE FIRST DAY                
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Saturday 29th March 2025 

08:30 ï 10:00  SESSION 1: ROAD SAFETY ï PART 2            Chair: John Crozier
 PLENARY SESSION       Grand Ballroom 

 
08:30 ï 08:45  Making A Difference with Road Safety Research            Jeremy Woolley  
 
08:45 ï 09:00  Why is the Road Toll Increasing?              Michael Timms  
  
09:00 ï 09:15  Post Crash Care in Road Trauma              Bernard Carlon 

  
09:15 ï 09:30  New Zealand Road Safety Strategies             Grant Christey 

   
09:30 ï 09:45  E everything is Dangerous               Raphael Grzebieta 
  
09:45 ï 10:00  Itôs a Crash, Not an Accident              Katie Dokmanovic 
 
10.00 ï 10: 30  Question Time with the Panel              

                                   
 

10:30 ï 11:00  MORNING TEA 

 

 
11:00 ï 12:30  SESSION 2A: GERIATRIC TRAUMA CARE  Chair: Melissa Murphy 
  CONCURRENT SESSION  Ballroom 1 
 
11:00 ï 11:15  All Things Frailty       Nevenka Francis 
  
11:15 ï 11:30  Geriatric Models of Care      Karen Brasel 
  
11:30 ï 11:45  Improving Outcomes in Elderly Trauma    Steve Moeng 
  
11:45 ï 12:00  The Importance of a Trauma Dedicated Geriatrician             D. Ni Chroinin 
  
12:00 ï 12:15  Intensive Geriatric Care      Michael Parr 
  
12:15 ï 12:30  Question Time with the Panel 
 
 

11:00 ï 12:30  SESSION 2B: ACUTE CARE SURGERY HARDTALK     Chair: Neil Parry 
CONCURRENT SESSION Ballroom 2 

 
11:00 ï 11:15  Factors Predicting Complicated Appendicitis   Grant Christey 
 
11:15 ï 11:30  Updates in Managing Complicated Diverticulitis   Andrew Gilmore 
            
11:30 ï 11:45  Acute Care Surgery in Pregnancy     Paul Lambrakis 
  
11:45 ï 12:00  What is an Acute Care Surgeon?     John Armstrong 

   
12:00 ï 12:15  Great Cases        Amulya Rattan 
  
12:15 ï 12:30  Question Time with the Panel 
 
 

12:30 ï 13:30  LUNCH 
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13:30 ï 15:00  SESSION 3A:  TRAUMA CARE COMPLEXITIES                Chair: Amulya Rattan 

CONCURRENT SESSION  Ballroom 1 
 
13:30 ï 13:45  TXA ï Safe and Effective?      Chris Partyka 
       
13:45 ï 14:00  The Question of IVC Filters      Neil Parry 
  
14:00 ï 14:15  Senior Decision-Making      John Armstrong  
 
14:15 ï 14:30  Human Factors and Trauma     Ken Harrison 
 
14:30 ï 14:45  The Ideal Trauma System      M. Wullschleger 
 
14:45 ï 15:00  Question time with the panel 
  
 
13:30 ï 15:00  SESSION 3B:  HOW I DO IT ï BEST    Chair: Scott DôAmours

 OPERATIVE APPROACH     
CONCURRENT SESSION  Ballroom 2 

 
13:30 ï 13:45  Penetrating Neck Injuries - the No Zone Approach  Kenji Inaba  

      
13:45 ï 14:00  ER Thoracotomies       Steve Moeng 
  
14:00 ï 14:15  Traumatic Hernia Repairs      Karen Brasel 
   
14:15 ï 14:30  Diaphragmatic Tears      Aditya Benjamin 
 
14:30 ï 15:00  Question time with the panel 
 
 

15:00 ï 15:30  AFTERNOON TEA 

 

15:30 ï 17:00  SESSION 4: CASE SCENARIO / GREAT DEBATE Chair: S. DôAmours/V. Malka 

  PLENARY SESSION      Grand Ballroom 

 

15:30 ï16:30 EXPERT CASE SCENARIO - EXPERT PANEL  

 

 PANEL:  

 

16.30 ï 16.50  MARIA SEGER KEYNOTE ADDRESS 

    

30 years of SWAN        Alan Giles 

 

 

16.50 ï 17.00  PRIZES AND CLOSING REMARKS 
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SWAN 2025 SCIENTIFIC ABSTRACTS 
 

FRIDAY 28TH MARCH 2025 

DISASTERS AND MASS CASUALTIES                       Chair: Valerie Malka 
PLENARY SESSION  Grand Ballroom 
   
An Active Shooter in the Hospital          Kenji Inaba 
 

Active shooter incidents, defined as situations where ñan individual is actively engaged in killing or attempting 

to kill people in a confined and populated areaò are on the rise here in the United States1-5.   Perhaps what is 

most worrisome as health care providers is that hospitals are a high-risk target for active shooters. Often 

thought of as an integral part of the response to these devastating events, preparing to receive the victims is 

now insufficient, and all hospitals must be prepared to deal with this issue within their own walls.  To put this 

risk into perspective, in a study performed from 2000 to 2011, Kelen examined all hospital based shootings6, 

in which there was at least one injured victim.  During this study period, there were 154 incidents, in 40 states, 

with death or injury occurring to a startling 235 victims. 

The standard response to an active shooter event in a closed building follows the Department of Homeland 

Security directive7,8, which focuses on a paradigm of ñRun, Hide and Fightò.  The immediate response would 

be to run to safety, hiding if that is not an option and finally, as a final resort, fighting.  While this simple response 

makes perfect sense in a school, or an office building, a hospital is very different.  While many occupants such 

as visitors or clerical staff could comply, there is a significant proportion of the occupants, both patients and 

caregivers, who cannot.  For patients undergoing an operation, or in the ICU tethered to a ventilator and life-

saving infusions, running is not an option.  Likewise, for the health care workers caring for these patients, 

ñrunningò has profound ethical ramifications.   

More than half of the respondents to a recent survey2 felt that health care workers have a duty to protect their 

patients.  Interestingly, more than a third of laypersons and more than a quarter of health care professionals in 

this survey stated that physicians and nurses should be willing to accept a high or even very high degree of 

personal risk in caring for their patients who cannot run from harm.  Because of these practical issues in 

complying to the traditional ñRun, Hide and Fightò directive, for those occupants of a hospital who cannot, a 

different set of responses should be considered9.   

1.  SECURE the location immediately.   

2.  PRESERVE the life of the patient and yourself. 

3.  FIGHT if necessary. 

If an active shooter event occurs, the ñSecure, Preserve and Fightò strategy would include the following actions.  

Any areas where essential patient care is occurring should immediately be locked down to secure access, from 

the inside.  All non-essential lights and alarms should be dimmed or silenced.  Patients should be moved into 

sheltered areas if possible, away from windows and doors.  Only essential medical care should continue.  

Operations and interventional procedures should be abbreviated using damage control principles, anesthetics 

weaned, and all non-invasive diagnostics and non-essential infusions and extracorporeal circuits such as 

dialysis terminated.  With the access points secured, it is very unlikely that an active shooter will have the 

necessary equipment or take the time to breach the entry point, however, if this occurs, as a last resort, if oneôs 

life or the life of your patient is in danger, fighting remains an option. 

There is a real risk that this can happen at your facility.  While most occupants will be able to comply with a 

ñRun, Hide and Fightò protocol, for those patients, and the health care providers who cannot, consideration 
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should be given to a ñSecure, Preserve and Fightò alternative so as to allow healthcare workers to fulfill their 

ethical obligations while maximizing the chance that they will survive the event. 

References 

1. Jacobs LM et al.  Improving survival from active shooter events.  J Trauma Acute Care Surg. 
2013;74:1399-400. 

2. Jacobs LM and Burns KJ.  The Hartford consensus: survey of the public and healthcare professionals 
on active shooter events in hospitals.  J Am Coll Surg.  2017;July 15 (Epub ahead of print). 

3. Adashi EY et al.  Hospital based active shooter incidents.  JAMA.  2015;313:1209-10. 
4. Goralnick E and Walls R.  An active shooter in our hospital.  Lancet.  2015;385:1728. 
5. FBI.  A study of active shooter incidents in the US between 2000 and 2013.  September 16, 2013. 
6. Kelen GD et al.  Hospital based shootings in the US: 2000-2011.  Ann Emerg Med.  2012;60(6):790-

798. 
  
 
 

 

 

 

 

 

 

 

 

 

Trauma Care in Large Scale Combat Operations           Anthony Holley 

Following the last two decades of the Global War on Terror, we have witnessed the nature of warfare undergo 

significant changes, necessitating a concomitant evolution in the provision of military medical care, designed 

to minimise morbidity and mortality. The recent conflicts in the Ukraine and Middle East have demonstrated 

the increased lethality of weapons and significant numbers of casualties that can be incurred in a single 

operation.  

Large-Scale Combat Operations (LSCO) can be expected to generate significant, simultaneous casualty 

numbers in an environment where air superiority is not assured, hence challenging traditional rapid patient 

evacuation. 

Furthermore, in recent conflicts we have often been fortunate to have several health care providers attending 

to a single patient. In contrast, the LSCO environment may require a single healthcare professional to provide 

care for a large group of patients. The challenges of evacuation may also necessitate a changed model of 

care, that requires prolonged field care in a smaller, less well-equipped facility. 

The increasingly recognised morbidity and mortality advantage conferred by the provision of early blood and 

blood component therapy demands strategies are put in place to provide this level of care. The ADF Health 

Services have and continue to develop a wide range of options and strategies to ensure we can effectively 

support combatants in the field. The utility of Low Titre O Whole blood (LTOWB), dried plasma products and 

Deep-Frozen Blood components are considered in this presentation. Other strategies designed to facilitate the 

best possible care are also considered including telehealth, ñtop of scope practiceò and potential value of 

medical drones. 
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Preparing for the Inevitable                 Steve Moeng 
 

Mass casualty events (MCEs) present one of the greatest challenges to modern trauma systems, requiring a 

coordinated, scalable response to maximise survival and minimise system overwhelm. Whether caused by 

natural disasters, industrial accidents, acts of terrorism, or large-scale transportation incidents, MCEs demand 

meticulous planning, robust prehospital coordination, and efficient hospital-based management. Trauma teams 

must be prepared to shift from routine individualised care to crisis resource management, where decision-

making is driven by triage principles, resource availability, and system-wide efficiency. 

A cornerstone of MCE preparedness is pre-established, well-rehearsed response protocols. Hospitals and 

emergency medical services (EMS) must engage in regular multidisciplinary drills to familiarise personnel with 

mass casualty triage, incident command structures, and surge capacity protocols. The use of incident 

command systems (ICS) ensures clear leadership, communication, and delegation of roles, preventing 

bottlenecks and misallocation of critical resources during real-world incidents. 

Effective triage protocols are vital in MCEs, where the sheer volume of casualties can exceed available 

resources. The implementation of structured triage systems, such as START (Simple Triage and Rapid 

Treatment) or more advanced geriatric and paediatric triage adaptations, allows for rapid assessment and 

prioritisation of care. Unlike standard hospital triage, MCE triage prioritises those most likely to survive with 

immediate intervention while deferring or providing palliative care for those with non-survivable injuries. 

Optimising prehospital care and transport logistics is crucial in reducing scene-to-hospital times and 

preventing secondary casualties from overwhelming trauma centres. Coordination between EMS, dispatch 

centres, and receiving hospitals ensures appropriate patient distribution, preventing oversaturation of a single 

facility. The integration of prehospital blood transfusion, telemedicine support, and real-time data sharing 

can significantly improve patient outcomes. 

Once in hospital, surge capacity planning must enable rapid expansion of treatment areas, operating 

theatres, and intensive care units. This requires a flexible bed management strategy, immediate mobilisation 

of additional surgical and anaesthetic teams, and pre-identified areas for patient overflow, such as repurposed 

recovery rooms or outpatient areas. Advanced preparation for blood product and ventilator shortages, as 

well as streamlined operating theatre throughput, is essential in preventing system collapse. 

Another critical consideration is the psychosocial impact on both patients and healthcare workers. MCEs 

place extreme psychological strain on responders, necessitating mental health support frameworks to 

prevent burnout, compassion fatigue, and post-traumatic stress disorder (PTSD). Integrating debriefing 

sessions and structured psychological support ensures both immediate and long-term workforce resilience. 

Finally, post-incident evaluation and system improvement are integral to refining future MCE responses. 

A robust debriefing and audit process allows trauma centres to identify gaps, adapt protocols, and enhance 

future preparedness. Lessons learned from global disaster responses should inform national and institutional 

protocols, ensuring trauma systems remain agile in the face of evolving threats. 

Conclusion: MCE preparedness is not merely a theoretical exercise but a critical necessity. The 

unpredictability of large-scale incidents requires healthcare systems to function beyond their usual capacity, 

with every second impacting survival. By implementing structured response plans, enhancing triage efficiency, 

optimising resource distribution, and prioritising trauma team resilience, healthcare systems can ensure they 

are not just reactive, but truly prepared for the realities of mass casualty events. FAILING TO PREPARE IS 

PREPARING TO FAIL! 
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Not Business as Usual                    John Crozier 
 
Mass casualty incidents (MCIs) demand a significant shift from routine hospital operations to crisis 
management in Australian healthcare settings. This paper highlights the critical differences in hospital 
management and surgical decision-making during MCIs compared to normal operations. 
 
A mixed-methods analysis of MCI responses in five major Australian trauma centres over the past decade, 
incorporating data from after-action reports, staff interviews, and simulated MCI exercises is cited. Key areas 
of focus included hospital-wide incident command systems, resource allocation, interdepartmental 
coordination, and surgical triage protocols. 
 
Results highlight several crucial adaptations in hospital management during MCIs: 
 
1. Activation of incident command structures distinct from day-to-day administrative hierarchies 
2. Rapid reallocation of resources, including staff, equipment, and space 
3. Implementation of crisis standards of care across all departments 
4. Enhanced coordination between emergency departments, operating rooms, and ICUs 
5. Utilization of damage control surgery techniques to maximize patient throughput 
6. Continuous reassessment and reprioritization of patients due to evolving conditions 
 
Comprehensive MCI training for all hospital staff, focusing on flexible decision-making, resource management, 
and interdepartmental coordination is emphasized. Effective hospital-wide MCI response necessitates 
adaptability, teamwork, and crisis management principles. This paper provides insights for improving overall 
hospital preparedness and response in MCIs, essential for Australian healthcare systems facing increasing 
disaster risks. Future work must focus on developing and validating MCI-specific protocols and training 
programs that encompass both clinical and administrative aspects of hospital management during disasters. 
 
Citations: 
[1] https://www.seslhd.health.nsw.gov.au/services-clinics/directory/seslhd-medical-services/disaster-planning-
and-management 
[2]https://researchers.mq.edu.au/files/364296901/Publisher_version_open_access_.pdf 
[3]https://www.sahealth.sa.gov.au/wps/wcm/connect/public+content/sa+health+internet/public+health/disaste
r+management/disaster+management 
[4] https://nqphn.com.au/sites/default/files/2022-11/The-Role-of-Primary-Health-Networks-in-Natural-Dis.pdf 
[5] https://nationaltraumacentre.gov.au/ausmat/ 
[6] https://www.aidr.org.au/media/10465/aidr_qg_health-and-disaster-mgmnt_ethics-surge.pdf 
[7]https://www.health.wa.gov.au/Articles/N_R/Preparing-and-managing-hospitals-for-a-disaster-or-emergency 
[8] https://www.aidr.org.au/media/7381/aidr_handbookcollection_health-and-disaster-management_2019.pdf 
[9] https://knowledge.aidr.org.au/resources/health-and-disaster-management-handbook/ 
[10] https://www.cdc.gov.au/topics/national-health-emergency-management 
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Communication Is the Key             John Armstrong  

The dominant gap in disasters and mass casualty incidents remains communication.  A structure that closes 

the communication gap is the Regional Medical Operations Coordinating Center (RMOCC), a ñneural networkò 

that integrates medical (emergency medical services, trauma centers, and non-trauma acute care hospitals), 

public health, and emergency management responses during an event.  Key functions include information 

sharing among all stakeholders, collective situational awareness, coordination of casualty and resource 

distribution (to include response teams), casualty tracking, and performance improvement.   

 

The RMOCC goal is to save as many lives as possible during regular small scale and mass casualty surge 

events.  Toward this end, the RMOCC provides clear, consistent health information to  (1) define the event 

timeline; (2) identify casualty/patient/vulnerable population/community needs and healthcare facility 

capabilities; (3) balance casualty distribution with care resources (i.e., load-balancing), starting from the scene 

or point of injury and proceeding through healthcare and at-risk facilities; and (4) track casualties from the 

scene or point of injury to acute and post-acute healthcare facilities.  Integration of shared, timely, accurate 

data from emergency management, public health, and acute healthcare sources provides information to 

manage risk and anticipate need.  The RMOCC can also provide clear, consistent health information to 

government officials for informed risk communication with the public.   

 

An established RMOCC administrative structure, communication system, and information technology platform 

before surge events can scale rapidly to meet demands when surge happens.  This keeps the focus on 

response to the event, as opposed to the development of structure and functions necessary to mount the 

response.  Lost time leads to lost lives.  There is a difference between scaling communication with an existing 

RMOCC versus building a ñjust in timeò communication framework when a surge event occurs.   

      
 
 
 
 
 
Pearls of Humanitarian Wisdom                 Martin Jarmin 
 
There are a multitude of motivating factors that drive the desire to do volunteer humanitarian work. Altruism 

and compassion, the desire to make a difference, personal growth and learning, career and skills development, 

the need for a sense of purpose and fulfillment, religious / ethical motivations, a response to a traumatic life 

experience, the need for social connection / community or even adventure and travel opportunities are among 

the most common reasons for volunteering. Ultimately, itôs that sense of purpose and fulfillment especially in 

making a tangible difference in people's lives, whether it's providing emergency aid, advocating for human 

rights, or supporting long-term development projects that keep aid workers motivated despite often minimal 

compensation. For some, humanitarian work is also a career, providing a stable income and professional path, 

even if the work itself is challenging. However, burnout is a real issue, and some do eventually leave due to 

emotional exhaustion, security risks, or the desire for a more stable lifestyle. Frustration with bureaucracy and 

inefficiency, personal and family commitments and personal health issues also influence the decision to leave 

the sector. For those who wish to remain committed to humanitarian work, some shift to advocacy, policy, or 

development roles where they can continue to make an impact in a different way. Each volunteer has their own 

unique journey and derive important life lessons that prove invaluable to their subsequent careers and personal 

life.  

 
 
CASE SCENARIO                         Chair: Scott DôAmours 
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Conductive Energy Devices                    Kenji Inaba 
 
The CED is a battery operated, handheld unit commercially available for both law enforcement and civilian 

use.  More than 11,500 law enforcement agencies in 44 countries have deployed in excess of 260,000 devices.  

They are now also available for direct purchase in all but 7 states in the US and more than 136,000 units have 

been sold to civilians alone.  It is estimated that over 1.3 million people have sustained a Taser discharge1.  

The most commonly seen configuration is the X-26, produced by the Taser company.  This utilizes compressed 

nitrogen to fire two darts at 170 feet per second, attached by insulated wires up to 35 feet away.  Either 

implanted in the skin or up to 1-inch-thick clothing, the CED works by Neuro-Muscular Incapacitation.  For the 

X-26, pressing the trigger results in a 5 second electrical burst, repeatable with repeated trigger pulls or 

sustained with continued trigger depression.  The X-26 may also be used as a contact device without the darts, 

much like a ñstun gunò.  For trauma care providers assessing and treating patients who have sustained a CED 

discharge, there are local, systemic and secondary effects to be considered. 

 

CED-Local 

Locally, these 4 mm darts in the majority of cases will have been removed at the scene.  If for some reason 

they were not, they can simply be pulled with traction on the probe itself.  These should be retained and handled 

as evidence.  As for all medical documentation, clear concise records are required.  The resultant skin puncture 

is very superficial and in virtually all cases requires no further management.  If embedded in bone as can occur 

in superficial areas such as the anterior Tibia, grasping the barb itself with a clamp may facilitate removal.  Very 

occasionally, there may be a local complication such as a pneumothorax, thus any area of penetration warrants 

a complete clinical examination and subsequent imaging as dictated by each individual situation.   

 

CED-Secondary Injury 

Secondly, with the Neuro-Muscular contraction and loss of motor control, injuries secondary to the resultant 

fall are possible.  The history obtained from the scene as well as examination of the patient will dictate the 

extent of the required work-up for secondary injury.  All patients do require a full secondary survey performed 

by EMS, a triage nurse or physician, as dictated by regional protocol, however, the likelihood of secondary 

injury requiring treatment is low. 
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CED-Systemic Injuries 
Finally, there are numerous published case series in healthy volunteers and thousands of cases of discharges 
logged by the manufacturer.  In this healthy, controlled patient population, there is no clear evidence that there 
has been any adverse systemic events including specifically cardiac dysrhythmias 
 
In summary, whereas documentation of field-tested outcomes under real time conditions is limited, the 
available data would suggest that the likelihood of local, secondary or systemic injuries is very low.  For all 
patients, a comprehensive examination is warranted to guide further imaging and monitoring.  Due to the 
paucity of data on select subgroups of patients such as those intoxicated with drugs, with underlying cardiac 
disease, children or pregnant women, individualized monitoring plans are warranted for these specific patients. 
 
References 

1. Kroll, MW, Calkins, H, Luceri, RM et al.  TASER safety.  CMAJ.  2008;179(7):677-678. 
 

 
    
 
 
 
 
 
 
 
 
 
 
Pelvic Binders, Preperitoneal Packing, Other Controversies           Zsolt Balogh 
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Patient Reported Outcomes                Karen Brasel
  

Trauma is the leading cause of death in patients aged 1-44.  Much important research has focused on 

preventing and mitigating hemorrhagic shock and traumatic brain injury, the most common causes of death.  

Of increasing importance is the focus on the survivors and how they live their lives after surviving traumatic 

injury.  Perhaps not surprisingly, the majority of patients have significant distress. 

 

While the medical community may define success after traumatic injury in a variety of ways, the most important 

perspective in measuring the quality of life after traumatic injury for a patient is the patientôs age.  Quality of life 

is the attribute of human existence that is judged in terms of each personôs own values and that reflects current 

functional status and achievement.  It has nothing to do with a surgical value judgement or a surgeonôs value 

judgment.  So, in order to understand and measure aa patientôs quality of life after traumatic injury, ASK the 

patient. 

 

There are a variety of instruments that can be used to measure quality of life after injury.  Generic measures 

such as the SF-36 or the EQ-5D, trauma-specific measures such as the TQoL or PROMIS, and instruments 

that focus on PTSD, depression and anxiety such as the PCL-5 or the ITSS.  All have advantages and 

disadvantages; the most important thing is to choose one, use one, and act on what your patients tell you. 

 

1.  Sakran J et al.  Proceedings from the Consensus Conference on Trauma Patient-Reported Outcome 

Measures.  J Am Coll Surg 2020 

2.  Herrera-Escobar J et al.  Core outcome measures for research in traumatic injury survivors: The 

National Trauma Research Action Plan modified Delphi consensus study.  J Trauma Acute Care Surg 

2022 
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Forensic Pathology ï Post-mortem CT or Open Autopsy           Mary Langcake 
 
Forensic pathology is the specialized branch of medicine that combines medical knowledge with investigative 

skills to determine the cause and manner of death, particularly in cases that are unexpected, suspicious, or 

unnatural. Autopsy remains the gold standard for determining the cause of death, providing both macroscopic 

and microscopic evidence into the circumstances surrounding death. 

 

The first recorded autopsy was conducted by the Greek physician Herophilus of Chalcedon in the 3rd century 

BCE, laying the foundations of modern forensic pathology. 

 

However, autopsies are not without challenges including: 

¶ Invasiveness 

¶ Time to conduct 

¶ Post-mortem Changes 

¶ Variability in Interpretation 

The newer technology of Post-mortem CT (PMCT) scanning was first used in the early 2000s initially to 

augment traditional autopsy. 

 

Advantages of PMCT include: 

¶ Non-invasive  

¶ Preserves body integrity. 

¶ Excellent for detecting skeletal trauma and foreign objects. 

¶ Quick and standardized process. 

¶ Provides a permanent digital record. 

By comparing and contrasting PMCT and open autopsy, this paper will ask the question ñCan Postmortem CT 

scan replace open autopsy in Forensic Pathology?ò 

 

References 

1. Christensen, A. M., & Tøndervik, R. (2004). 

Postmortem CT scanning: A new diagnostic tool in forensic medicine. 

Forensic Science International, 144(2-3), 179-184. 

One of the early studies highlighting the use of PMCT in forensic medicine, particularly for detecting 

skeletal trauma and foreign objects. 

2. Eissmann, L., et al. (2005). 

Post-mortem imaging: An overview and evaluation of techniques. 

Forensic Science International, 152(2-3), 145-151. 

Discusses imaging techniques used in post-mortem investigations, with an emphasis on the role of CT 

scanning. 
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SESSION 2B: ALL THINGS SEPSIS          Chair: Aditya Benjamin 
CONCURRENT SESSION Ballroom 2 
 

Complicated Empyema Management                      Martin Jarmin 
 
In the progression from parapneumonic effusion or retained clots from a traumatic haemothorax to an infected 

collection, prompt empiric antibiotic treatment and drainage are the cornerstones of treatment. Timely 

radiographic investigations are essential adjuncts to ensure that failure of the above procedures are recognised 

early to ensure expeditious treatment.   

 

Nonsurgical approaches involve the intrapleural instillation of fibrinolytics (typically tPA) together with DNase, 

and/or the placement of additional chest tubes. VATS (Video Assisted Thoracoscopic Surgery) is often 

indicated in symptomatic patients with empyema that fail to resolve with antibiotics, tube thoracostomy, and a 

course of tPA/DNase. The treatment goals are: complete evacuation of infected fluid, pus and debris from the 

chest cavity; removal of any visceral pleural cortex to allow full lung excursion; removal of parietal pleural cortex 

to restore respiratory mechanics; eradication of responsible microbial organisms (requiring systemic 

antibiotics) and support of the patientôs physiological and clinical needs (e.g. nutrition and thromboprophylaxis). 

In chronic severe empyema, Eloesser flap thoracostomy window, thoracoplasty or novel strategies like 

antibiotic bead plombage thoracoplasty had previously been employed but with high morbidity. Ultimately, 

prompt multimodal treatment is essential for good outcomes. 

 
         
 
 
 
 
 
 

Anaesthetics in Severe Sepsis              Louise Sweet 
 
Sepsis is a life threatening dysregulated physiological response to infection. Septic shock is a form of 

distributive shock which results in circulatory and metabolic abnormalities requiring vasopressors and inotropes 

despite adequate fluid resuscitation. 

 

These patients often have multi-organ dysfunction and are a significant mortality risk. Both sepsis and septic 

shock are time critical emergencies and often require urgent surgical source control to prevent further patient 

deterioration and as such pose significant challenges for the anaesthetist. This includes pre-operative 

resuscitation, identifying and optimising organ dysfunction, establishment of IV access and invasive monitoring, 

and a consideration of the pharmacological choices and modifications for induction and maintenance of 

anaesthesia. There are implications for ventilation, temperature regulation, assessment of adequate end organ 

perfusion and timely antibiotic administration that are vitally important anaesthetic considerations 

perioperatively. 

 
 
 
 
 
 
 
 
 
 
 
 
 



40  

Severe Complicated Intraabdominal Sepsis                   Paul Lambrakis 
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Vascular Prosthetic Infection                         John Crozier
  

 
For trauma patients who require vascular prosthetic grafts, infection is a serious complication. [1] Prosthetic 

Vascular Graft Infections are associated with rising rates of morbidity and mortality, because of surgical 

advances and endovascular techniques that make it possible to implant an increasing number of prostheses.  

 

Trauma patients may be at higher risk for vascular graft infections due to several factors: 

 

1. Emergency nature of procedures: Trauma cases often require immediate intervention, which may   

compromise optimal sterile techniques. 

2. Contamination: Traumatic injuries may introduce contaminants directly into the surgical field, increasing 

infection risk. 

3. Patient condition: Trauma patients may have compromised immune systems due to shock, blood loss, or 

other injuries, making them more susceptible to infections. 

4. Extended procedure times: Complex trauma cases may require longer surgeries, which is a known risk 

factor for surgical site infections. 

 

Emergency surgery is a frequent predisposing factor for graft infections. Other factors that may be particularly 

relevant in trauma cases include poor sterile technique (which may be compromised in emergent situations), 

extensive lymphatic manipulation or injury during dissection, and prolonged operating time [2] 

Risk factors for vascular graft infections in trauma patients include both implantation-related factors (such as 

bloodstream infection, surgical site infection, or groin incision) and patient-related factors (such as renal 

impairment, higher age, or septic shock) [3] 

 

Incidence and Risk Factors 

The infection rate for vascular prostheses ranges from 0.5% to 9%, depending on graft location and patient 

factors [1][4][6][7]. 

Significant risk factors include: 

  - Redo bypass surgery, active infection at the time of surgery, diabetes mellitus, and female gender[1]. 

  - Patient-related factors such as renal impairment, advanced age, and septic shock [4]. 

  - Implantation-related factors like bloodstream infections or groin incisions [4]. 

 

Pathophysiology 

Early Infections: Occur within the first four months post-surgery, often caused by virulent organisms like 

*Staphylococcus aureus*, *E. coli*, and *Pseudomonas*[3]. 

Late Infections: Typically result from biofilm formation or haematogenous spread from other infected sites. 

These are often caused by less virulent organisms such as coagulase-negative staphylococci (*S. 

epidermidis*) [3]. 

Biofilms play a critical role in chronic infections, shielding bacteria from antibiotics and immune responses [3] 

 

Microbiology 

The most common pathogens include: 

  - *Staphylococcus epidermidis* (leading cause of late infections) [1][3]. 

  - Methicillin-sensitive *Staphylococcus aureus* (MSSA) and Methicillin-resistant *Staphylococcus aureus* 

(MRSA) [1][3]. 

  - Gram-negative bacteria (*E. coli*, *Klebsiella*, *Proteus*) and fungi (*Candida*) in immunocompromised 

patients [3]. 

 

Clinical Outcomes 

Infections can lead to severe complications such as limb amputation, sepsis, fistula formation, or graft failure 

[1][4]. Mortality rates vary but can reach up to 22% in abdominal vascular graft infections [4]. 
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Prevention Strategies 

 

Perioperative Measures: 

Prophylactic systemic antibiotics administered preoperatively reduce early infection risk significantly (relative 

risk reduction of up to 75%) [5]. 

Preoperative skin antisepsis and intraoperative glove changes may also reduce contamination risks [5]. 

Graft Selection: 

Autologous vein grafts have a lower infection risk compared to synthetic materials like Dacron or PTFE [1][3]. 

Surgical Techniques: 

Minimally invasive approaches and muscle flap coverage of grafts have shown success in reducing infection 

rates and improving salvage outcomes [1][5]. 

 

Management 

Early diagnosis is crucial for effective treatment. Treatment involves a combination of surgical removal of the 

infected graft (performed in up to 79% of cases) and targeted antimicrobial therapy based on pathogen 

identification [1][4]. 

Muscle flap coverage and vacuum-assisted closure (VAC) therapy have shown high success rates in salvaging 

infected grafts [1]. 

These points highlight the importance of preventive strategies, timely intervention, and tailored management 

in addressing vascular prosthesis infections. 

 

Prevention strategies for vascular prosthetic infections in trauma patients should focus on: 

1. Optimizing sterile techniques even in emergency situations 

2. Careful debridement of contaminated tissues before graft placement 

3. Appropriate perioperative antibiotic prophylaxis 

4. Minimizing procedure time when possible 

5. Close postoperative monitoring for signs of infection 

 

If a vascular prosthetic infection does occur in a trauma patient, treatment typically involves a combination of 

surgical intervention and antibiotic therapy. The duration of antimicrobial therapy should be individualized 

based on clinical response and type of surgical intervention, but generally, a minimum of 4 to 6 weeks of 

systemic antibiotic therapy is recommended. The antibiotic treatment duration is typically counted from the day 

of surgical debridement of the infected graft and surrounding tissues. [4] [8] 

 

Trauma patients may require a more aggressive and tailored approach to both prevention and treatment of 

vascular prosthetic infections due to their unique circumstances and potential complications. 

 

Citations: 

[1] https://pmc.ncbi.nlm.nih.gov/articles/PMC7640535/ 

[2]https://www.elsevier.es/en-revista-angiologia-e-cirurgia-vascular-388-articulo-prosthetic-vascular-graft-

infections-a-center-experience-S1646706X14700503 

[3] https://pmc.ncbi.nlm.nih.gov/articles/PMC11167665/ 

[4] https://pmc.ncbi.nlm.nih.gov/articles/PMC4904849/ 

[5] https://pmc.ncbi.nlm.nih.gov/articles/PMC5630902/ 

[6] https://academic.oup.com/ofid/article/11/6/ofae271/7671038 

[7] https://academic.oup.com/ofid/article/4/suppl_1/S653/4295626 

[8] https://journals.sagepub.com/doi/full/10.1177/1358863x15612574 
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SESSION 2C: SCIENTIFIC RESEARCH SYMPOSIUM  
CONCURRENT SESSION  Phillip Room    Chair:  S.Frost / K.Hitos 
 
Evaluating Fibrinolysis Using Point of Care Viscoelastic Assessments        Anders Aneman 

(Clotpro®) in Severe Trauma Patients Admitted to ICU  

 

Alan M. Phan1, Anders E.M. Aneman1,2, Scott DôAmours3, Lucy A. Coupland1,2 
1 Intensive Care Unit, Liverpool Hospital, Liverpool, Australia.  
2 Ingham Institute for Applied Medical Research, Liverpool, Australia 
3 Trauma and Acute Care Surgery, Liverpool Hospital, Liverpool, Australia 

 

Background: The importance of changes over time in the fibrinolytic system during trauma-induced 

coagulopathy may be evaluated using viscoelastometry with tissue plasminogen activator (tPA) added ex vivo. 

This point of care technology (ClotPro®) measures clot lysis time and can identify the full spectrum from 

hyperfibrinolysis to fibrinolysis resistance, that have both been described in trauma patients (1, 2). The dynamic 

pattern of fibrinolysis in trauma patients is multifactorial and influenced by the initial trauma characteristics, 

treatment with tranexamic acid (TXA) as well as any subsequent progression of organ dysfunction. This study 

aimed to describe patterns of changes in fibrinolysis and associations with clinical outcomes in trauma patients 

admitted to the intensive care unit (ICU). 

Method: Prospective observational study of trauma patients admitted to a tertiary referral centre and 

transferred to ICU with sequential ClotPro® measurements performed. Trauma and ICU acuity scores as well 

as results from standard laboratory coagulation and organ function tests were collected. Statistical analyses 

using mixed-effect models to determine associations between fibrinolysis parameters and clinical outcomes 

(organ dysfunction, thromboembolic events, length of stay in ICU and hospital, survival) are ongoing. 

Descriptive statistics are reported here. 

Results: 78 patients were included in the study with 266 assessments of fibrinolysis (22 hyperfibrinolysis, lysis 

time <200 secs; 186 moderate fibrinolysis resistance, lysis time 300-1000 secs; 50 severe fibrinolysis 

resistance, lysis time >1000 secs) (Figure 1). 41 patients received pre-hospital TXA or early in-hospital. The 

median ISS was 26 [interquartile range, IQR, 19-66] with a median DENVER score of 2 [IQR 0-3].  The median 

ICU length of stay was 155 [IQR 67-381] hours with 6/78 (8%) deaths. The medial hospital length of stay was 

467 [260-1118] hours with 9/78 (12%) deaths. 

Conclusion: Fibrinolysis resistance is common in 

trauma patients admitted to ICU. The significant 

variability in fibrinolysis over time makes repeated 

measurements necessary to adequately determine 

associations with clinical outcomes. 

Figure 1. ClotPro® lysis time (y-axis) plotted against time 

since injury (x-axis). The blue lines represent the cubic 

splines of aggregate data in patients who did not receive 

(left panel) or did receive (right panel) tranexamic acid 

(TXA). (Upper limit of assay at 3600 secs.) 
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Dog Bite Injuries                                 Jayashanti Ramarao 
 
Dog bite injuries, despite their size, are known to have high infection rates due to deep penetration and can 

cause significant damage to deeper structures. However, the implications of arterial injury are not well-

documented. This study presents a case of a 50-year-old male who sustained multiple dog bite injuries to his 

upper limbs and neck. The patient experienced a significant vascular injury, which was a combination of 

penetrating and blunt trauma to the arm and axilla region, leading to occlusion of the right brachial artery and 

subsequent right arm ischemia. These findings were corroborated by computed tomography (CT) scans. The 

patient was successfully treated with thrombectomy and great saphenous vein (GSV) vein patch repair of the 

arterial damage. 

 

A review of the literature revealed just over 30 cases of upper limb arterial injuries resulting from dog bites,with 

approximately 65% resulting in axillo-brachial arterial damage. Most patients presented with signs of limb 

ischemia, such as reduced peripheral pulses. The literature shows varied management approaches, with only 

3% being treated with thromboembolectomy. This report presents an additional case of brachial artery damage 

treated with thrombectomy and patch grafting. The aim of this case report is to underscore the importance of 

early recognition of vascular injury in dog bite injuries, ensuring appropriate investigation and early involvement 

of surgical teams to optimize patient outcomes. 

 

 
 

Transthoracic Repair of Traumatic Liver Laceration                      Meena Singh 
 

Combined thoracoabdominal penetrating injuries often challenges surgical management owing to the difficulty 

of managing potential injury in two anatomic cavities. Open surgery, through both thoracotomy and laparotomy, 

is often necessary in unstable trauma patients.  

 

We present the case of a 22-year-old female who was stabbed with a knife to her right posterior chest, resulting 

in a high-grade liver laceration as well as lung and diaphragmatic injury. All injuries were repaired through a 

transthoracic approach, negating the need for abdominal surgery. We believe this is the first reported case of 

a solely transthoracic approach for repair of traumatic liver laceration. 

 

 

 

From Outback to Operating Room: Aeromedical Retrieval and Open   David Robertson 

Fracture Management in Western Australia 

 

Background: Open fracture trauma patients represent a high-risk cohort that require timely management. Early 

antibiotics and definitive surgical care are the key interventions for reducing complications such as infection, 

non-union and disability. In Western Australia, vast distances and limited access to healthcare services outside 

the metropolitan area can result in delays to treatment and necessitate aeromedical retrieval. 

 

Aims: This study aimed to compare the management of open fracture patients presenting directly to RPH 

versus rural/remote patients retrieved via the RFDSWO. 

 

Methods: A retrospective audit was conducted on open fracture patients presenting to RPH in 2023. Patients 

were divided into primary (direct to RPH, n=60) and secondary presentations (RFDSWO retrieval, n=30). Data 

collected included demographics, injury characteristics and timings such as time of injury, retrieval, first 

operation and first antibiotic dose. 

 

Results: Secondary presentations were retrieved from a median distance of 1,246 km. The median time to 

retrieval was 14 hours, with 73% retrieved within 24 hours of injury. The median time from injury to antibiotic 
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administration was 11.1 hours versus 2.7 hours for the primary presentation group. Time to surgery was also 

longer in the secondary group (36.3 hours vs 19.5 hours). Cefazolin was appropriately given in 92% of cases, 

however patients rarely received the recommended broader spectrum antibiotics for severe or contaminated 

fractures. 

 

Conclusion: Given the unique geographical challenges and extended retrieval times in WA, rural/remote 

patients with open fractures face delays to crucial interventions. Enhancing early antibiotic administration 

protocols at rural/remote sites and during transfer could improve outcomes for patients requiring long-distance 

retrieval to tertiary care. 

 
 
 

Perioperative Oral Paracetamol - The Greener and Cheaper Way         Monique Pisaniello 
 
Introduction:  

Healthcare is a large contributor to Australiaôs greenhouse gas emissions. This audit aims to quantify the usage 

of peri-operative paracetamol at Flinders Medical Centre (FMC) and determine if oral (PO) formulations could 

replace intravenous (IV). This aligns with standard protocols of multi-modal analgesia [1]. 

 

Methods  

FMC Surgical Database was used to identify patients during 2023-2024 who met inclusion criteria; elective 

surgery and theatre time less than 2 hours. 8743 patients were identified and a random sample of 200 patients 

were selected for data collection.   

 

Results  

92 patients received peri-operative paracetamol including 41% intravenously without a documented indication 

for intravenous route. Pre-operative oral paracetamol was given in 6.5% of cases.  

 

Discussion  

The greenhouse gas emissions (expressed as carbon dioxide equivalents [CO2e]) from a multicentre 

international life-cycle analysis, for a 1g dose of tablet paracetamol is 38g CO2e compared to 310- 628g CO2e 

for IV dosing [2]. At FMC, PO tablets cost $0.029/g while IV 100ml injections cost $1.20/g.  

This is a difference of 272g CO2e/dose and $1.17/dose of paracetamol.  

 

Extrapolating the data from the sample to the entire data set of 8743 patients, we predict that 1661 

 doses of unnecessary paracetamol would be used over a 12-month period. If these cases substituted  

IV for PO paracetamol, the potential financial saving over 12 months is $1945 while the potential 

 carbon saving is 451.8kg CO2e.   

 

Conclusion 

This audit demonstrates utilising pre-operative PO over IV paracetamol would reduce both carbon  

emissions and costs, in addition to other patient-related potential benefits of paracetamol [1].   
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An Observational Study of Geriatrician Reviews in Elderly Patients                     Amrina Kaur 

Presenting with Falls to an Emergency Department (ED) of a Tertiary Hospital 

 

 

Aim: To evaluate the impact of geriatrician reviews in ED amongst elderly patients presenting with falls in 

reducing ED 30-day readmission rates, length of stay (LOS) and disposition. 

 

Methods: A single-centre case control study included all patients above the age of 65 that presented with a fall 

during February to August 2022. A total of 1029 patients were identified, out of which 66 cases were seen by 

geriatricians and 139 controls were randomly selected. Retrospective data was collected from electronic 

medical records.  

 

Results: Majority of patients seen by geriatricians were more multimorbid, frail and had polypharmacy with p-

value<0.05. Although, there was no statistically significant difference amongst 30-day representation rates to 

ED, notably the control group had 13% of representations compared to 6% of cases. Patients seen by 

geriatricians also demonstrated a longer LOS (p-value 0.002). 85% of controls were referred to their primary 

care provider for follow up upon discharge, with only 6% being referred to hospital-led services, whereas 35% 

of cases were referred to hospital-led services. 9% and 18% of patients seen by geriatricians were also referred 

to ambulatory admission programmes. 47% of geriatrician cohort were referred to care coordinators compared 

to 18% in the control group (p-value of <0.001). 

 

Conclusions: This study demonstrated that positioning geriatricians at the hospitalôs front door enabled early 

specialist assessment amongst our increasingly complex elderly population with falls. It also demonstrated 

timely disposition and utilization of more allied health and outpatient services, which improves patient outcomes 

and reduces burden on primary care providers. 

 
 
 

A 10 Year Analysis of Traumatic Liver Injuries in a German Military Hospital       Matthias Ring 

 

Introduction ï Traumatic liver injuries (TLI) are a life-threatening condition in oftentimes severely injured 

patients. Although guideline recommendations changed from a predominantly surgical approach to non-

operative management (NOM), surgery is still performed frequently. This study aimed to describe the 

epidemiology of TLI, surgical and NOM procedures performed as well as the adherence to WSES guidelines 

in a military teaching hospital. 

 

Materials & Methods ï This single center study was conducted at a German military teaching hospital that 

serves as a Level 1 trauma center. Patients with TLI from 01.01.2013 to 22.10.2024 that received in-hospital 

treatment were included. Exclusion criteria were iatrogenic TLI. A descriptive analysis was performed. 

 

Results ï108 cases with TLI were finally included. Median age was 34.5 years and 60.2 % were male. 78.7 % 

 of TLI were low-grade injuries (AAST I-II°) and only 21.3% involved moderate and major liver lacerations 

(AAST III-V°). Surgical intervention of a TLI was performed in 47.2 % of the cases with Damage-Control-

Surgery (DCS) in 21.3 % cases. Median operative time for primary surgery was 97.5 minutes. In 87 cases 

other injuries than TLI needed surgical intervention. Median hospital length of stay was 17.2 days and overall 

in-hospital mortality was 11.1 %. 

 

Conclusion ï The majority of TLI were of low grade, possibly permitting NOM. Nonetheless, liver preserving  

surgical procedures were common and a DCS approach was seldom needed. Based on our evaluation, there 

 is potential to further reduce surgical interventions in TLI. Nevertheless, concomitant injuries are common with 

a need for surgical treatment. 
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Lower GIT Bleeding in Older Adults: Impact of Geriatric Care Integration Via       Emily Moran 

The Older Adult Surgical Inpatient Service (OASIS) on Management and Outcomes. 

 

Introduction: Lower gastrointestinal bleeding (LGIB) is a significant cause of morbidity and mortality among 

older adults. Optimal management is based on severity and aetiology of bleeding, patient comorbidities and 

frailty. Embedding a geriatrician within the acute general surgical team in the form of óOASISô helps to achieve 

optimal outcomes for this cohort.  

 

Aim: To explore demographic and clinical features of this cohort and examine the impact of OASIS 

implementation on outcomes.  

 

Methods: This retrospective cohort study sampled participants > 65 years old presenting with LGIB in Pre-

OASIS and Post-OASIS time periods of 30/7/2018 to 29/7/2019 and 1/5/2021 to 30/4/2022 respectively. The 

participantsô demographic features, management, and outcomes pertaining to mortality, readmission, hospital 

length of stay and discharge destination were collected.  Statistical analysis was completed in SPSS.  

 

Results: In total 360 participants were enrolled (196 pre-OASIS vs. 164 post-OASIS). The groups did not differ 

significantly regarding age, sex, residence and comorbidities. The cohorts did not differ significantly in regard 

to polypharmacy, or regular antiplatelet or anticoagulant medications. No significant difference detected 

between cohortsô LGIB management (69.4% conservative management, 2% required surgery). Mortality, 

length of stay and re-presentation rate did not differ between groups. Secondary outcome measures including 

goals of care documentation and medication rationalisation were significantly improved in the post-OASIS 

group.  

 

Conclusion: In older adults LGIB poses a significant burden of disease. Implementation of a geriatrician within 

an acute general surgery team allows these patients to receive comprehensive care including medication 

rationalisation and goals of care documentation. 
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Emergency Trauma Skills for Anaesthetists in an Anatomical High-Fidelity Model Amy Lumb 

 

Background: Royal Perth Hospital (RPH) is the State Adult Trauma Centre in Perth, WA with over 1100 major 

trauma admissions annually. Anaesthetists frequently encounter major trauma patients requiring the 

performance of emergency trauma skills. RPH conducts a well-established ócannot intubate, cannot oxygenateô 

(CICO) training workshop using ovine models, approved by the Animal Ethics Committee. These models were 

identified as suitable for training other emergency procedural skills outlined in the ANZCA Anaesthesia Training 

Program Curriculum. A structured workshop incorporating these skills has been running at RPH for over a 

year. 

 

Methods: Data were collected for 24 participants over 6 months. Pre-course materials were provided. Two 

participants (registrars or consultants) were supervised by two faculty members and a veterinary technician, 

one model per participant. Following the CICO workshop, the ovine models were used to facilitate training of 

emergency trauma skills, including bronchoscopy, ultrasound guided vascular access, needle decompression 

of the chest and finger thoracostomy. A post course questionnaire assessed improvement in participant 

confidence. 

 

Results: Pre-course confidence in bronchoscopy, vascular access, needle decompression, and finger 

thoracostomy was rated as high to very high by 42%, 42.1%, 31.6%, and 15.8% of participants, respectively. 

Post-course confidence increased to 89.5%, 94.7%, 89.5%, and 83.4%, respectively. No participants rated 

their confidence as low post-training. All participants recommended the training. Free-text comments were 

collected. 

Conclusion: Post training, there was a marked increase in confidence performing emergency trauma skills 

using high fidelity bovine models.  This workshop provides a valuable resource for acquiring and maintaining 

rarely performed emergency trauma skills. 
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SESSION 3A: UPDATES & ADVANCES                  Chair: Zsolt Balogh 
CONCURRENT SESSION  Ballroom 1 
 
Haemorrhagic Shock               Chris Partyka

  
The principles of haemorrhagic shock management have largely remained unchanged over recent decades. 
The goals of arresting external haemorrhage, restoring circulating volume with balanced resuscitation, 
correcting coagulopathy, and arranging definitive haemorrhage control are all crucial objectives in any trauma 
resuscitation ï but are they enough? 
 
The resuscitation of patients with refractory haemorrhagic shock requires us to adopt the skills learned from 
other facets of critical care. We must also ask ourselves, is filling a leaky tank is the most reliable metaphor for 
these patients. 
 
The future of resuscitation in the face of major haemorrhage perhaps lies in echo-guided volume resuscitation, 
the cautious use of vasopressors and the early identification of haemorrhagic shock mimics such as brain injury 
associated shock (aka BIAS). 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Paediatric Trauma Care                         Helen Jowett 
 
Paediatric trauma remains a leading cause of morbidity and mortality worldwide, necessitating continuous 

advancements in trauma care systems. Children present unique physiological and anatomical challenges that 

require specialised approaches in pre-hospital, emergency, and critical care settings. Effective trauma 

management in paediatric patients demands multidisciplinary coordination, evidence-based protocols, and 

ongoing education for healthcare providers. 

 

This presentation will provide an overview of contemporary paediatric trauma care, highlighting key challenges, 

best practices, and future directions. It aims to enhance understanding of the complexities in managing 

paediatric trauma and identify areas for improvement in patient outcomes and healthcare delivery. 

 

Whilst significant progress has been made in paediatric trauma care, challenges such as variability in access 

to specialised care, resource limitations, and gaps in provider education persist. Integrated trauma systems, 

data-driven decision-making, and continued investment in paediatric-specific research and training are crucial 

for further advancements. 

 

Paediatric trauma care requires a tailored approach that balances rapid intervention with long-term recovery 

strategies. By enhancing collaboration, refining protocols, and leveraging emerging technologies, we can 

ensure that children receive the highest standard of trauma care.  
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Damage Control Anaesthetics                        Louise Sweet
  
Damage control surgery and resuscitation have been well established concepts in trauma management for 

decades, but for those multi-trauma patients who require operative surgical or interventional radiological 

management, the principles of damage control anaesthesia perioperatively are also vital and potentially 

lifesaving. 

 

This includes careful and considered pre-operative preparation and resuscitation including blood and 

coagulation management and rapid establishment of IV access. The timing and insertion of a definitive airway 

and the pharmacological considerations and modifications required to achieve this, as well as maintenance of 

optimal physiological parameters throughout the procedure are just a few of the complexities encountered 

during anaesthesia for severely injured trauma patients. 

 
 
 
 
 
 
 
 
 
 
  
 
 
 
 

 
 
 
Prehospital Trauma Care                          Ken Harrison 
 
Over the last few years there have not been outstanding advances in Pre Hospital Trauma Care, in 
contradistinction to Pre Hospital Cardiac Arrest Care where Lucas Machines and Pre Hospital ECMO have 
shown amazing survival in some patients. 
  
There has however been a significant and sustained rise in the ñRoad Tollò and in the numbers of patients 
significantly injured over the past 3-4 years. 
  
In this discussion we are going to look at factors that might be affecting this, even as our cars and roads get 
safer and what we as health care providers might do.  
 
We are also going to consider the place of pelvic binders in patients who are drivers or passengers in cars 
involved in Road trauma. 
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Verify You Are Not a Robot             Martin Wullschleger 
  

 
Oh well, to answer this statement, letôs look into the definition of a órobotô, which is a machine resembling a 

human being and carrying out a complex series of actions, functions or human movements automatically 

(Oxford Dictionary). I guess, Iôm not a ómachineô though the rest is arguable. But, what about robots and their 

future role in trauma care? 

 

In healthcare, certain types of robots are used to either interact and guide health consumers through the 

hospitals, such as robots at information desks or in entry halls; other more task-focused robots are used in 

pharmacy environment dispensing, monitoring and ordering medications. In certain fields of surgery, robotic 

surgery is already standard practise (prostatectomies), and indications are spreading across surgical 

specialties like colorectal and hepatobiliary surgeries, ENT as well as other interventional procedures, eg. 

neurointerventional coiling, even performed over large distances. For certain selected orthopaedic procedures, 

robotic applications are also common, supporting the surgical team with planning and navigation towards high 

accuracy for implant positioning and insertion. 

 

Robotic application for acute trauma management is sparse, though letôs explore a trauma patientôs journey 

for potential use of óTraubotsô (Trauma Robots): 

 

- Injury prevention: Traubots could be placed at traffic incident óhotspotsô to monitor traffic (with in-built 

speed cameras J) and once a crash happens, early notification to emergency services is made, 

guidance to first responders given. 

- Prehospital care could be enhanced and augmented supporting the paramedics with audiovisual clues, 

live-monitoring and óadditionalô hands by a traubots. 

- In the resuscitation bay, traubots could be integrated into the trauma team and certain roles/tasks 

dedicated to them, having the advantage of being able to do several tasks simultaneously, eg 

monitoring of vital signs and acting on trends, providing venous access, taking blood and giving 

medicationsé Certain tasks will be further enabled through AI-technology. 

- Traubots could be developed as surgical assistance or even primary operators external supervised by 

expert surgeons, anywhere on the planet. 

- In intensive care, traubots might be used to capture all measures of machines and monitors, perform 

live-analysis and act with changes to devices (ventilators, dialysis machines) and administer 

medications. In particular, unconscious patients probably wouldnôt mind being looked after by a traubot. 

Different story to the relatives: not sure how such a óhuman machineô would be received giving them 

information and answering their concerns and questions, and showing empathy and patience, and even 

resolving conflict, which obviously never happens. 

- The further in the trauma journey we are, the more patient interaction is needed. This could be more 

challenging to integrate into care, though certain tasks, such as limb or chest physio, memory testing, 

might be taken over by the traubots rather sooner than later? 

 

Now, Iôm not totally sold on these ideas, but certainly there are pros and cons to the implementation of traubots, 

which I will discuss throughout the presentation. Ultimately, technology and new inventions are progressing 

also into trauma care, whether we like it or not; so letôs embrace it and take advantage for the better of our 

trauma survivors! 
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SESSION 3B:  BILIARY POT POURRI                           Chair: Grant Christey             
CONCURRENT SESSION Ballroom 2 
 
Predictors of Complicated Pancreatitis                   George Emerak 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Problems with Percutaneous Cholecystostomy                 Mary Langcake 
 
Cholecystitis carries risks of gangrene, perforation, entero-cholecystic fistula etc. if not treated promptly. If the 
patient is not a candidate for surgery due to haemodynamic instability or advanced age and frailty, 
cholecystostomy may be used to drain bile, and reduce intra-cholecystic pressure to prevent gallbladder 
ischaemia/gangrene and subsequent perforation. 
 
The procedure is usually performed percutaneously, first described by Radder in 1980, and allows for 
immediate decompression of an inflamed GB, and may be a bridge to surgery or definitive management in the 
frail or elderly.  
 
Controversy has surrounded the role of PC due particularly to the absence of reliable data concerning its 
outcomes. A 2017 report by Ping Lu et al. demonstrated poorer prognoses for PC cf Cholecystectomy.  
Percutaneous cholecystectomy is associated with potential complications which include: 
 

1. Infection ï 5-10% 

2. Catheter-related issues: blockage, dislodgement, cutaneous irritation ï 10 ï 15% 

3. Bile leakage ï 5% 

4. Haemorrhage ï 2-5%  

5. Incomplete drainage ï 10 ï 20% 

6. Death ï 30-day mortality for PC - º 10% cf 0.9% for cholecystectomy 

This paper will discuss these complications in greater depth, how to minimise risks, and which patients should 
be considered for PC over cholecystectomy. In addition, alternate techniques including transhepatic or 
transperitoneal approaches will be considered along with their risks and benefits. 
 
References 
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Point-Of-Care Biliary Ultrasound in the ED                   Neil Parry 
 
Gallbladder disease affects up to 20% of the population and acute cholecystitis accounts for 5-10% of hospital 

admissions.  Timely diagnosis and treatment are paramount to successful patient-centered outcomes.  Many 

emergency physicians are well trained in point-of-care ultrasound (POCUS).   

 

POCUS is quick, easily repeatable and, in addition to the physical examination, has been found to be highly 

specific and moderately sensitive to diagnose cholecystitis. It has led to decreased length of stay and cost 

savings. With uncomplicated biliary disease, POCUS is safe and can improve surgical decision making as well 

as patient flow. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
When ERCP Fails          Paul Lambrakis
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SESSION 3C: SCIENTIFIC RESEARCH SYMPOSIUM   Chair: S. Frost/ K. Hitos 
CONCURRENT SESSION    Phillip Room       
 
 
Optimising the Gold Coast University Hospital Trauma Activation System  M. Wullschleger 

 

Introduction: A hospitalsô trauma activation system (TAS) is a systemic response to an incoming patient 

recognised as having serious traumatic injuries and is designed to facilitate the delivery of timely and safe 

trauma care. An optimal TAS can ensure appropriate resource allocation and minimise over/under triage, both 

of which can impact patient safety. The Gold Coast University Hospital (GCUH) two-tier TAS was implemented 

in 2014. A recent audit identified an increasing trend in over triage of trauma patients; coupled with significantly 

increased emergency presentations, therefore, a re-evaluation of the current TAS is required. 

 

Study Aim: To review, develop, implement, and evaluate the TAS at GCUH. 

 

Methods: An exploratory, sequential multi-methods approach will be used. The process of experience-based 

co-design, working with all end-user clinicians, will be used in the three individual but interconnected phases 

using both qualitative and quantitative methodology. The study is underpinned by the Knowledge-to-Action 

framework through which barriers and facilitators are assessed (Phase 1), tailored interventions (Phase 2) and 

interventions are implemented and evaluated (Phase 3). 

 

Outcomes: The results of this study will generate translatable outcomes that will have significant patient safety 

and health economic benefits. Developing and applying context-specific TAS will have a direct impact on 

patient safety and appropriate health service resource allocation. Identifying and minimising under triage will 

ensure delivery of high-quality care for a vulnerable patient group,  

subsequently improving health outcomes and system performance. The co-design approach will allow for 

broader research learning outside the team and provide a feasible 

framework for those wishing to undertake similar projects. 

 

 

Initial Management of the Pregnant Trauma Patient: Case Report / Current Literature    Kay Shi 

  

 

Introduction: Trauma in pregnancy continues to be a leading non-obstetric cause of morbidity and mortality in 

pregnant women. 

Objectives: To present a case of a pregnant trauma patient and review of literature examining initial 

assessment and management of obstetric trauma and pregnancy-related MVAs. 

Case: A 43-year-old pregnant female at 16 weeks and 6 days gestation was involved in a high speed MVA, 

with the other vehicle striking the driver's side of her vehicle at 80km/h. A primary and secondary survey noted 

haemodynamic stability. She was diagnosed with multiple musculoskeletal injuries, and CT pulmonary 

angiogram showed multifocal pulmonary emboli and saddle pulmonary embolism. The patient was admitted to 

the intensive care unit for monitoring and ongoing multidisciplinary management. A formal foetal ultrasound 

the following day showed diagnosis of intrauterine foetal demise. 

Discussion: Initial assessment begins with maternal stabilisation in the primary and secondary survey. 

Diagnostic workups include routine laboratory evaluation, in addition to the Kleihauer Betke test. Ultrasound 

serves a dual purpose, in providing a Focused Assessment of Sonographic Trauma (FAST), and assessment 

of the foetus. Regarding delivery in the setting of foetal death in utero, no clinical superiority was found for 

immediate management over delayed delivery in stable patients.  

Conclusion: Optimal management of trauma requires shared decision making by all members of the care team, 

the patient and family whilst recognising the vital role the clinician plays in the bereavement process.   
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Analgesia in Patients with Rib Fractures Requiring Intravenous Opioids             Yasmin Foster 

 

Background: Rib fractures occur in 80% of blunt thoracic trauma patients, and complications include 

pneumonia, pulmonary effusions and acute respiratory distress syndrome (1). Adequate analgesia is the goal 

of management, and intravenous opioids are commonly administered through a patient-controlled analgesia 

(PCA). Opioid complications include nausea, constipation, respiratory depression and dependence. Regular 

simple analgesia decreases opioid use and adverse effects, whilst improving pain scores, and is recommended 

with a PCA by ANZCA (2). 

 

Aim: To investigate if trauma patients at Gold Coast University Hospital with rib fractures are receiving optimal 

analgesia, with regular simple analgesia prescribed when initiating IV opioids with a PCA. 

 

Methods: Audit of 275 patients admitted at GCUH from 2023-2024 with 3 or more rib fractures. Outcomes 

included if regular simple analgesia was started with the PCA, time delay to charting, PCA duration and 

discharge opioid requirements.  

 

Results: 54% of patients were prescribed regular simple analgesia with their PCA, and if not, an average 

prescribing delay of 10.9hrs. Patients who didnôt receive regular simple analgesia had a higher 24hr opioid 

requirement at discharge (OMEDD 42mg vs 33mg, p-value 0.04), and a longer average PCA duration by 0.2 

days (p value 0.29).  

 

Conclusion: IV opioids are commonly prescribed for trauma patients with multiple rib fractures. Simple 

analgesia can be safely prescribed in most patients, and when combined regularly with a PCA have opioid 

sparing effects. This decreases medication costs, side effects and discharge opioid requirements, and should 

be the standard of prescribing as per the WHO Analgesia Ladder and ANZCA Acute Pain Management 

Guidelines. 

 

1. Snelson, C., Veenith, T., Beard, L., Holt, B., Parcha, C., & Smith, F. G. (2020). Analgesia of Patients with 

Multiple Rib Fractures in Critical Care: A Survey of Healthcare Professionals in the UK. Indian Journal of Critical 

Care Medicine, 24(3), 184ï189. https://doi.org/10.5005/jp-journals-10071-23375 

2. Schug, S., Palmer, G., Scott, D., Alcock, M., Halliwell, R., & Mott, J. (2020). Acute Pain Management: 

Scientific Evidence Australian and New Zealand College of Anaesthetists and Faculty of Pain Medicine Fifth 

edition 2020. https://www.anzca.edu.au/resources/college-publications/acute-pain-management/apmse5.pdf 
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Guidelines to Practice: Optimising Regional Anaesthesia in Chest Trauma   Rebecca Brown 

 

This project aims to evaluate the implementation of the Chest Injury Pathway (ChIP) at Canberra Hospital and 

assess the timeliness and effectiveness of Regional Anaesthesia (RA)  in the   management of acute thoracic 

trauma. Despite the proven benefits of protocolised care bundles such as ChIP and RA in reducing 

complications and improving patient outcomes, there remains a gap between clinical guidelines and actual 

practice, particularly regarding the timely activation of ChIP and the administration of RA. 

 

By conducting a retrospective cohort study, we have examined whether patients meeting ChIP criteria are 

being appropriately identified and triaged onto the pathway. Additionally, we will assess the timing and 

frequency of RA use, highlighting any delays that may impact clinical outcomes. 

 

Our study aims to address critical gaps by identifying barriers to the implementation of ChIP and RA in practice. 

Findings from this research will inform quality improvement initiatives to optimize adherence to ChIP guidelines, 

ensuring timely RA placement and ultimately improving patient outcomes. 

 

This project is not only significant for advancing trauma care at Canberra Hospital but also contributes to the 

broader understanding of how protocolized care bundles and pain management strategies can be effectively 

integrated into clinical practice. By bridging the gap between policy and real-world application, we strive to 

enhance the delivery of high-quality, patient-centered trauma care. 

 

 

 

Case Report: Bilateral Vocal Cord Palsy after Influenza A Infection                 Dan Tran 

 

 

Introduction: 

Bilateral vocal cord palsy (BVCP) is a rare life-threatening pathology which can be challenging to manage 

given the considerations of airway stabilisation, investigative choices and treatment options. Here we present 

a case of BCVP post Influenza A infection, a cause that has been rarely reported, and discuss the investigative 

and treatment considerations during the period of diagnostic uncertainty.  

 

Case Presentation 

57-year-old male developed inspiratory stridor, new voice hoarseness and marked dysphonia on Day 21 of 

admission for Influenza A. He was immediately intubated after a flexible nasal endoscopy demonstrated BVCP. 

Viral, autoimmune, neurological syndromes and radiological (CT and MRI) testing were mostly unremarkable 

apart from a raised CMV DNA count that was deemed opportunistic in the context of his immunosuppression 

background. With the diagnostic uncertainty, multi-disciplinary discussions were conducted to safely time his 

extubation, commence empirical corticosteroid therapy, consider surgical tracheostomy treatment given the 

recurrence of his stridor post-extubation and ICU step down planning. We were able to safely manage his 

airway and concluded the cause to be Influenza A.  

 

Discussion/Conclusion 

From this critical care case we hope to share our decision-making and diagnostic thought process to help guide 

future cases of rare undifferentiated BVCP. This encompasses our approach to excluding central nervous 

system lesions, neurological syndromes, autoimmune, viral and coming to a diagnosis of exclusion. From a 

treatment perspective, we hope to assist with future cases in decision-making for empirical corticosteroid 

therapy, safe extubation timing and consideration of a tracheostomy in periods of diagnostic uncertainty. 
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Trauma Care Among Trauma Activated Patients in a Level 1 Trama Centre            Mary Yuling    

 

Objectives:  

The aim of this study was to describe the epidemiology and evaluate the delivery of emergency department 

care processes amongst trauma activated (TA) patients at a Level 1 trauma centre in Singapore based on 

trauma quality indicators (TQIs) recommended by international consensus.   

 

Methods: Retrospective review of electronic medical records of all trauma activated patients who presented to 

the Emergency Department between 1 October 2020 and 31 September 2022 was conducted. The study 

analysed patient demographics, Emergency Department (ED) interventions and trauma quality process 

indicators  

 

Results: 578 patients were included, of which 463 (80.1%) were males. Mean age was 43.75 (+/- 17.37). 

Majority had blunt mechanism of injury (94.64%) and were triaged as Patient Acuity Category (PAC) 1 

(86.16%). For immediate trauma activations, TA response time was 5.20 (0 - 6.01) min and 96.6% had TA 

response time under 15 minutes. Door-to-scan time was 65.97(+/-33.80) min with 49.8% of patients receiving 

Computer Tomography (CT) scan within 1 hour. Door-to-OT (operating theatre) time was 76.0 (+/-34.41) min 

with 33.3% of patients reaching the OT within 1 hour. Emergency blood order-to-transfusion time was 18.21 

(+/-10.40) min. No significant difference in TQIs were observed among patients seen during business versus 

non-business hours.  

 

Conclusions: This study describes the epidemiology and quality of emergency room trauma care processes at 

a Level 1 Trauma Centre in Singapore. Further studies are needed to evaluate strategies to improve speed of 

access to CT scans, OT, and emergency blood products from the ED and link these to clinical outcomes. 

 

 

 

Pigtail Catheter Compared to Formal ICC for Management of Isolated            Annie Wang 

Traumatic Pneumothorax: A Systematic Review and Meta-Analysis 

 

Background: The optimal management approach for adults with traumatic pneumothorax without haemothorax 

remains an area of debate. Specifically, there is lack of consensus as to whether insertion of a pigtail catheter 

is superior to a formal intercostal catheter in improving complication rates.  

Method: Medline, EMBASE, Cochrane Central, and the World Health Organisation International Clinical Trials 

Registry Platform databases were systematically searched for studies evaluating pigtail catheters compared 

to formal intercostal catheters for the management of traumatic pneumothorax. Investigative outcomes of 

interest included pain, duration management, failure, need for formal thoracoscopic surgery, need for 

supplemental oxygen, length of stay, infection and overall total complications.  

Results: Three studies evaluating 280 patients were included in this analysis. There was no significant 

difference in total complications, rates of failure, length of stay or duration of management between pigtail 

catheters and formal intercostal catheters. This evidence was based on studies of low to moderate risk of bias 

with poor control for confounding factors.  

Conclusion: This systematic review and meta-analysis demonstrate lack of evidence to suggest pigtail 

catheters are superior to formal intercostal catheter for traumatic pneumothorax. These findings may reflect a 

true absence of effect between either approach for this patient cohort or non-committal findings in light of 

limitations of the underlying evidence. Further prospective trials with larger sample sizes and control for 

confounders are required to validate the outcomes between these two modalities of treatment. 
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Whatôs Spleen Happening? Is Splenectomy a Dying Art?                    Mark Fitzgerald 

 

Background: The spleen is the most common site of injury in blunt abdominal trauma (1) accounting for nearly 

50% of paediatric injuries (1). Since the first reports of non-operative management (NOM) for blunt splenic 

injuries (BSI) there has been a significant shift towards NOM in both isolated and non-isolated BSI (1). The 

increased use of splenic embolization (SE) has relegated splenectomy as a treatment of last result (2). Whilst 

it can be lifesaving a splenectomy poses a life-long risk of overwhelming post-splenectomy infections (2).  

 

Methodology: A retrospective audit of Splenectomies, SE and BSI was undertaken to ascertain which children 

required Splenectomy, SE or NOM. Data was collected in line with RACS Trauma Quality Improvement 

indicators, the use of blood products, time from injury to surgery or SE and length of stay in Emergency, PICU 

and ward.   

 

Results: Over seven years 68 BSI were recorded, five patients underwent OI, five underwent SE whilst two 

required a splenectomy after SE. Two splenectomies were taken at hospitals without SE capabilities, two 

patients underwent splenectomy within 24 hours of SE due to ongoing haemorrhage.  

 

Conclusion: Splenectomy remains part of the management of BSI in children both upfront and rescue after SE.  
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Characteristics, Management and Outcomes of Pelvic Trauma in the                Elizabeth Ross 

Top End, Northern Territory 

 

Background: Pelvic fractures are prevalent in polytrauma patients who have sustained injury from high-energy 

mechanisms. They are associated with major haemorrhage, shock and other organ injuries. In the absence of 

standards for practice, clinical algorithms serve to guide the resuscitative, surgical and radiological 

interventions to manage haemodynamically stable and unstable pelvic trauma.  High morbidity and mortality 

are associated with pelvic trauma, highlighting the importance of integrated trauma care, which has been 

demonstrated to improve patient outcomes.  

 

Aims: We aim to present the characteristics, acute management and outcomes of pelvic trauma from a Top 

End Regional Trauma Centre perspective.   

 

Methodology: We conducted a retrospective analysis of adult (>18 years) pelvic trauma patients presenting to 

the Royal Darwin Hospital, a level II Trauma Centre, between 2018 and 2023.  

 

Results: Statistical analysis is in progress.  

 

Conclusion: Our findings will provide visibility of pelvic trauma, its management and corresponding outcomes 

from a Top End perspective. We anticipate identifying opportunities for quality improvement to optimise pelvic 

trauma outcomes in the Top End, Northern Territory.   
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Usage, Timing, and Predictors of TXA in Paediatric Surgical Patients           Tanvi Singh 
 
Background: Tranexamic Acid (TXA) is used for critical bleeding in trauma with coagulopathy or 

anticipated/estimated blood-loss >1/2 blood volume, based on Womenôs and Childrenôs Hospital (WCH) 

Paediatric Critical Bleeding Protocol. Timing and duration are not standardised, though evidence supports 

improved outcomes in adults with administration within 3 hours of injury (PATCH and CRASH trials). 

 

Aims: Determine patterns of TXA usage in paediatric major trauma at WCH. 

 

Methods: Retrospective review of paediatric Level 1 trauma patients meeting TXA criteria from all available 

records from June 2023-June 2024 with ethics approval, admitted to WCH. Data extracted included patient 

demographics, surgical and TXA details and injury severity scoring (ISS and NISS). 

 

Results: 7 of the 15 patients meeting criteria (46.7%) received TXA (1 pre-hospital), of median age 14.01 years. 

Median ISS for TXA patients was 29 [IQR:20-38.5], compared to 9 [IQR:7.25-16.25] in untreated patients, while 

NISS was 34 [IQR:21.5-40.5] compared to 10.5 [IQR:8-17.75]. Five of seven patients received TXA within 3 

hours from injury. Two patients received TXA outside 3 hours at 3.16 hours and 10.25 hours, the latter occurring 

intraoperatively. Initial doses of 200mg (n=1), 400 mg (n=1), 450 mg (n=1), and 1000mg (n=3) were 

administered. Four patients received median maintenance infusions of 950mL over 1 hour, with no recorded 

dosage rationale. Kruskal-Wallis test identified ISS and NISS as independent factors for TXA (p<0.05). 

Mortality overall was 6.7% and independent of TXA. 

 

Conclusion: Variability was noted in TXA timing and dosage. Standardisation regarding these parameters could 

promote uniformity for trauma patients. 

 
 

Risk Factors for Dysphagia in Acute Cervical Spinal Cord Injuries:       Maryam Habibi 
A Systematic Review and Meta-analysis   
 
Background: Patients with acute cervical spinal cord injuries (ACSCI) frequently experience dysphagia, 

resulting in nutritional deficits and aspiration pneumonia. However, the underlying causes of dysphagia in this 

population remain unclear.  

 

Objective: This study reviews evidence on dysphagia risk factors in ACSCI to inform trauma centre practices. 

 

Methodology: An electronic search of literature databases was conducted for studies published between 2014 

and 2024. Meta-analyses were performed using Cochrane methodology. 

 

Result: The analysis included ten studies with a total of 1,627 ACSCI patients, 36.9% of whom developed 

dysphagia. The average patient age was 60 years, with a male-to-female ratio of 2.7:1. Twelve meta-analyses 

identified significant risk factors, including tracheostomy (standardised mean difference [SMD], 0.94; 95% CI, 

0.60ï1.28; P = .003), anterior surgical approach (SMD, 0.85; 95% CI, 0.13ï1.57; P = .02), peak cough flow 

(SMD, -0.76; 95% CI, -1.08 to -0.44; P < .001), forced vital capacity (SMD, -0.63; 95% CI, -1.04 to -0.22; P = 

.003), age (SMD, 0.5; 95% CI, 0.27ï0.72; P < .001), traumatic brain injury (TBI) (SMD, 0.47; 95% CI, 0.25ï

0.68; P < .001), and prevertebral oedema (SMD, 0.45; 95% CI, 0.05ï0.84; P = .03). Subgroup analysis by 

gender was significant only when TBI was excluded (SMD, 0.54; 95% CI, 0.08ï1.00; P = .02). In contrast, 

cervical collar use, spinal surgery, and the severity of disability were not statistically significant. 

 

Conclusion: These findings suggest that clinical screening tools may help identify older ACSCI patients at 

higher risk of aspiration pneumonia, particularly those with a history of surgical intervention, respiratory 

dysfunction, TBI, or pre-vertebral oedema. Further research is needed to determine how such tools could be 

effectively integrated into multidisciplinary trauma care. 
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Acute recurrence of Bochdalek hernia: A rare cause of high-grade SBO                Emily Moran 

 

Introduction: Bochdalek hernias are a result of incomplete fusion of the posterolateral diaphragm during 

gestational development. Presentation is typically sub-acute and characterised by abdominal pain or 

respiratory compressive symptoms. It is uncommon for Bochdalek hernias to cause acute small bowel 

obstruction.  

 

Case: A 45-year-old man presented with crampy, centralised abdominal pain for 48 hours and inability to 

tolerate oral intake. He had a history of open left sided congenital diaphragmatic hernia repair 5 years prior. 

On presentation he was tachycardic, with a grossly distended abdomen and diffuse tenderness to palpation. 

CT demonstrated large left sided diaphragmatic hernia containing loops of dilated proximal jejunum, with a 

grossly distended stomach. Immediate insertion of NGT allowed drainage of >1L of gastric contents.  

 

Management: Transfer to a tertiary hospital centre was facilitated for expedited intervention. Intraoperative 

findings included a recurrent left posterior diaphragmatic hernia, with neck size 4cm, strangulating a loop of 

proximal jejunum and distal transverse colon. He underwent a laparoscopic suture repair, reinforced with Gore 

intraperitoneal mesh to the defect.  

 

Outcomes: This patient experienced a straightforward post-operative recovery. He was discharged 4 days 

post-operatively and was followed up 4 weeks post-repair, with a chest x-ray which demonstrated no 

recurrence.  

 

Discussion: This case presents an interesting cause of acute small bowel obstruction. It explores acute 

presentation of Bochdalek hernia in a patient with a previous repair, where recurrence is usually uncommon. 

Minimal access surgery is associated with a short hospital stay and minimal morbidity and mortality, findings 

supported by this patientôs clinical course.   

 

 

Clinical Outcomes of Trauma Tertiary Surveys Conducted By Allied Health          Annie Wang 

and Non-Medical Healthcare Professionals: A Scoping Review 

 

Background: The trauma tertiary survey (TTS) is a critical step in identifying missed injuries following primary 

and secondary trauma assessment. The TTS is traditionally performed by junior medical professionals on a 

trauma unit. Despite this, increasing trauma caseloads have led to challenges with TTS adherence, missed 

injuries and overwork. This has prompted interest into delegating some of the TTS tasks to non-medical 

professionals, however the efficacy and safety of this approach is poorly characterised. 

Methods: A scoping review was conducted following Joanna Briggs Institute methodology following a 

comprehensive search in Medline, Embase and CINAHL databases. The search encompassed terms related 

to TTS and non-medical professionals. Outcomes were related to safety and efficacy of TTS 

performed by non-medical professionals. 

Results: Four observational studies involving trauma nurses (n=3) and midlevel providers (n=1) as non-medical 

providers of the TTS were included. Overall, there was evidence to suggest TTS performed 

by non-medical providers had similar missed injury detection rates and saved up to 1802 hours of 

time for trauma residents. However, non-medical professionals demonstrated variable knowledge of 

TTS protocols, with gaps identified in training and experience. 

Conclusion: TTS performed by non-medical professionals appears feasible and yields comparable clinical 

outcomes to medical staff, with potential to alleviate medical workforce pressures. These findings are based 

on studies of high clinical heterogeneity and poor control for confounders. 
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SESSION 4A: GUIDELINES & PROTOCOLS                Chair: Sally Forrest 
CONCURRENT SESSION Ballroom 1 
 
 
Death by Protocol and Guidelines                        Helen Jowett 

 
The evolution of trauma management has seen a significant increase in protocols and guidelines aimed at 
optimising patient outcomes. Whilst protocols and guidelines are essential in trauma care, providing 
standardisation to enhance patient safety and optimise outcomes, the increasing proliferation of trauma 
protocols raises critical concerns: Do we have the right ones in place? Do we have too many? Excessive or 
overlapping guidelines may lead to cognitive overload, decision fatigue, decreased clinical adaptability, and 
potential delays in critical interventions.  

This presentation aims to explore the current landscape of trauma protocols, evaluating their effectiveness, 
redundancy, and impact on clinician decision-making through a comparative analysis of major international 
guidelines that highlights areas of over-standardisation, gaps in evidence-based recommendations, and the 
unintended consequences of protocol saturation.  

The raises the need for a balanced approach to trauma protocolsðone that maintains essential standardisation 
without stifling clinical judgment. Institutions should focus on streamlining guidelines, integrating adaptable 
frameworks, and ensuring that protocols enhance rather than impede timely and effective trauma care will be 
addressed. Future recommendations may include revising redundant or overly complex protocols and fostering 
a culture of flexible, evidence-based decision-making. 

 
 
 
 
 
 
 
 

Trauma Quality Improvement Initiatives                    Grant Christey 
 
Trauma is a team sport involving the integrated actions of many groups to address the needs of complex and 

vulnerable patients. Trauma quality improvement (TQI) initiatives play a critical role in enhancing patient 

outcomes , streamlining care pathways and optimising resource allocation. This presentation will explore key 

strategies and spheres of action for improving clinical care, focussing on data-driven decision-making, 

multidisciplinary collaboration and system-wide standardization. Examples will be used illustrate the current 

status and future directions of TQI Australia and Aotearoa New Zealand.  
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The Big Five                                 Neil Parry 
 
Guidelines serve as evidence-based best practice recommendations but do not fully replace clinical 
experience, knowledge and expertise.  They do, however, play a critical role to ensure high quality care in 
developing and mature trauma systems.   
 
This presentation will review five recent international guidelines based around resuscitation from pre-hospital 
cardiac arrest, use of whole blood, management of major bleeding and coagulopathy, damage control 
resuscitation and whatôs new in management of traumatic brain injury. 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Trauma Team Activation Criteria                              Courtney Peros 
 
Is it time to shake up the dogma and question the who, what, when and why of trauma team activation? In 

2025 are we really achieving what we set out to do with trauma team activations and how have things evolved 

since the very first trauma team activation in 1986. 
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SESSION 4B:  CHAT WITH OUR PANEL OF EXPERTS        Chair: Mary Langcake 
CONCURRENT SESSION Ballroom 2 
 
Panel: Inaba/Brasel/Crozier/Balogh/Harrison/Parr/Armstrong/Moeng 
 
 
Verification      
  
Venous thromboembolism in Trauma 
 
Prehospital Thoracotomy 
  
Post Splenectomy Antibiotics / Post Embolisation Vaccines 

  
The Importance of Non-technical skills  
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SATURDAY 29TH MARCH 2025 

SESSION 1: ROAD SAFETY ï PART 2                               Chair: John Crozier 
PLENARY SESSION       Grand Ballroom 
 
Making a difference with road safety research                            Jeremy Woolley 
  
Event Data Recorders (EDRs) are devices within vehicles that capture critical crash-related data, providing 

valuable insights for road safety and injury related research. Similar to black boxes in commercial aviation, 

these devices provide objective data on critical variables such as speed, driver inputs and safety device 

activations. With EDRs becoming increasingly prevalent in the vehicle fleet, stronger evidence is emerging 

supporting traditional areas of focus and prevention in road safety.  

 

Combined with automated crash notification (ACN), the devices can also be used to assist with post-crash 

response and emergency triage. Research being conducted into speeding, Intelligent Speed Adaptation (ISA) 

technology, restraint use, pre-impact braking and injuries by intersection types will be summarised. A case 

study validating an ACN injury prediction algorithm to improve post-crash response for Australia and Japan will 

also be discussed. Finally, the need for EDR devices to be made mandatory and regulated will be highlighted. 

 

 

 

Why is the Road Toll Increasing?                             Michael Timms 
 
In the absence of leadership and accountability, road deaths have increased by 20% in the past five yearsi.  

Two years were lost between the release of the National Road Safety Strategy 2021-2030ii and the release of 

the current National Road Safety Action Plan 2023-2025iii. Statistically the plan has already failed.  There will 

be no examination of it on this side of the Federal election.  

 

The federal transport portfolio also looks after aviation. The Australian National Aviation Safety Plan 2024-

2027 has a goal of zero fatalitiesiv. Would the aviation industry, government, media, or the travelling public 

remain silent in the face of 1,200 aviation-related deaths per year? 

   

Jurisdictions have lost ground against road deaths per 100,000 population, which does not auger well for 2050 

when Australiaôs population is predicted to be as high as 40 millionv. 

 

Road safety is under siege from calls for exemptions and legislative change in areas relevant to the medical 

profession including: 

· Motorised pedestrians and bicycle riders travelling at high velocity under the false premise of ñactive 

transportò 

· Bicycle and motorcycle helmet exemptions in the name of religions expression  

· Exempting medicinal cannabis users from roadside drug testing and even the fitness to drive regime.   

Domestic violence is a leading social issue in Australia.  Motor vehicles are used as weapons, or to otherwise 

enable the commission of domestic violence offences.  This affects road safety.   

  

As road deaths and injuries have gone up, road policing activities and outcomes have fallen. The collapse of 

random breath testing (RBT)vi for example, the most common interaction between the community and their 

police is systemic. 

 

Around the time of the 2023 NSW state election, speed camera car warning signage was reinstated, resulting 

in a loss of anywhere, anytime bi-directional enforcement.  This government decision was quickly followed by 

a 36% increase in speed-related fatal crashesvii. 
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The road safety efficacy of Heavy Vehicle National Law (HVNL) is in question after failed prosecutions in the 

2020 Eastern Freeway crash which killed four Victoria Police members.  Despite chain of responsibility, the 

only person to see the inside of a jail cell is the driverviii.  

 

Motorcyclist deaths increased throughout Australia last year, including a 34% increase in NSW.  Many 

motorcyclists ride with safety and wear quality protective equipment.  Because of the risks inherent to 

motorcycling, sadly some of those people are killed or seriously injured. But others lacking in road safety 

cultureix are killed when they were speeding, affected by alcohol/drugs, not licensed or fleeing police, who 

happened to be riding a motorcycle at the time of their death.  To know why people died, sometimes you need 

to know how they lived. 

 

Finally, insurers, state insurance regulators, and actuarial tools such as the National Vehicle Identification 

Codex should be demonstrating what they are doing to help achieve 2030 and 2050 road trauma reduction 

targets.   Premiums should encourage the fitting of electronic stability control, autonomous emergency braking 

and other lifesaving technologies. 

 

Already trusted post-crash experts, medical professionals can find their voice and influence the pre-crash 

aspects of road safety discussed here.   

 
i  rda_nov_24.xlsx Table 5 
ii National Road Safety Strategy 2021-30 
iii INFRA5536 National Road Safety Strategy 2023-50 
iv The Australian National Aviation Safety Plan 2024ς2027τOctober 2024 Page 25, Goal 1 
v What will Australia look like in the year 2050? | news.com.au τ !ǳǎǘǊŀƭƛŀΩǎ ƭŜŀŘƛƴƎ ƴŜǿǎ ǎƛǘŜ  
vi Microsoft Power BI ς National Enforcement Dashboard, BITRE 
vii NSW Road Toll Progress Report - 2023  
viii Trucking company found responsible for Melbourne freeway tragedy will never pay $2.31 million fine - ABC News 
ix The importance of developing Traffic Safety Culture 
x Registration to Glass's NVIC - Australia Corporate Site 

 

 
  

Post Crash Care in Road Trauma                              Bernard Carlon  
 
Post-crash care for victims of road trauma and their families is a key part of improving health outcomes for the 

people of NSW. While emergency medical response is essential for physical recovery, victims should also be 

supported emotionally and psychologically throughout their recovery period. Studies have shown that those 

who experience road crashes report significant rates of post-traumatic stress disorder (32.3%) and depression 

(17.4%), irrespective of their injury status in the crash. 

 

In NSW, recent research from the Road Trauma Support Group NSW has shown the profound emotional 

trauma of family members who have lost a loved one, have experienced. Satisfaction of areas of life such as 

emotional wellbeing, mental health, and recreation all saw significant decreases between those who have 

experienced death of an immediate family member due to a road crime, and those who had not experience 

road trauma.  

 

Countries with well-developed post-crash systems, such as the United Kingdom and Sweden, integrate 

psychological first aid and long-term counselling into their road safety frameworks, leading to better mental 

health outcomes for victims. 

This presentation provides insights into the post-crash pillar of road safety, particularly around reducing trauma 

impacts, supporting victims and their families emotionally, and opens the discussion to include this as an 

additional area of road safety in future strategies. 

https://www.bitre.gov.au/sites/default/files/documents/rda_nov2024.pdf
https://www.roadsafety.gov.au/sites/default/files/documents/National-Road-Safety-Strategy-2021-30.pdf
https://www.roadsafety.gov.au/sites/default/files/documents/National%20Road%20Safety%20Action%20Plan%202023-25_0.pdf
https://www.infrastructure.gov.au/sites/default/files/documents/the-australian-national-aviation-safety-plan-2024-2027-october2024-6november2024.pdf
https://www.news.com.au/technology/innovation/inventions/brave-new-world-predictions-for-australian-society-in-the-year-2050/news-story/2463e2373dce269cfb343543aa939a66#:~:text=By%202050%20Australia%E2%80%99s%20population%20is%20projected%20to%20reach,added%20stress%20on%20our%20coastal%20cities%20and%20environment.
https://app.powerbi.com/view?r=eyJrIjoiZTAxY2EyOTAtYTdhMS00NTRiLWI0NDktM2U1ZDI0NzY0ZTU5IiwidCI6ImFhMjFiNjQwLWJhYzItNDU2ZC04NTA1LWYyY2MwN2Y1MTc4NCJ9
https://www.transport.nsw.gov.au/system/files/media/documents/2024/crs_nsw_road_toll_progress_2023.pdf
https://www.abc.net.au/news/2024-12-31/trucking-company-connect-logistics-eastern-freeway-crash/104775130
https://www.towardzerodeaths.org/traffic-safety-culture/
https://www.glassguide.com.au/product/registration-to-glasss-nvic/
https://pmc.ncbi.nlm.nih.gov/articles/PMC7074414/pdf/jcm-09-00309.pdf
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New Zealand Road Safety Strategies                               Grant Christey 

New Zealandôs approach to road safety is guided by the Road to Zero strategy, which aims to reduce road 

deaths and serious injuries by 40% by 2030. This presentation will explore the key initiatives underpinning this 

vision, including infrastructure improvements, enforcement measures, and public education campaigns. 

A core element of Road to Zero is the adoption of the Safe System approach, which acknowledges human 

error and seeks to minimize harm through safer roads, vehicles, speeds, and road use. Key interventions 

include the implementation of median barriers, reduced speed limits in high-risk areas, and improvements to 

pedestrian and cyclist infrastructure. Enforcement strategies, such as targeted policing of impaired and 

distracted driving, play a crucial role, alongside advancements in vehicle safety technology. 

Despite these efforts, challenges remain, including rising road deaths among vulnerable road users and the 

need for greater investment in rural road safety. The effectiveness of current measures will be examined, along 

with emerging opportunities to enhance road safety through policy innovation and community engagement. By 

assessing New Zealandôs progress within an international context, this talk will highlight the potential steps 

required to create a safer transport system for road users. 
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E everything is Dangerous                          Raphael Grzebieta 
 
The latest Australian data (Berecki-Gisoff and Hayman, 2024) indicates that over a period of five years starting 

in 2016 to 2020, there have been 14 deaths reported in Australia to State and Territory Coroners where 7 

deaths were related to e-bikes.  

 

In terms of hospital presentations for Victoria, Berecki-Gisoff and Hayman (2024) reported that the e-scooter 

injury rate per 100,000 population increased from 0.32 (N=20) in 2017/18 to 14.94 (N=956) in 2022/23 and for 

e-bikes it rose from 0.19 (N=12) to 3.40 (N=227). Other e-balancing devices (skateboards, Segways, etc) 

admissions remained constant over the period. A similar upward trend was reported by Raubenheimer et al. 

(2023) for Western Australia (WA) where the WA trauma registry data for a five-year period from 2017/18 to 

2021/22, identified that 66% of patients admitted (N=54 of 81 total) occurred in 2021/23. Raubenheimer et al. 

(2023) further indicate that industry reports an 800% increase in sales from 2016 to 2021, indicating an 

exposure effect that appears to be a contributing factor to the rise in injuries. Similarly, Haghani and Zwecke 

(2024) identified that e-scooter related presentations to hospitals rose from 279 in 2019 to 877 in 2022 in 

Queensland, presenting a graph of data collected by the Royal Automobile Club of Queensland (RACQ, 2023) 

from the Queensland Injury Surveillance Unit (QISU) identifying e-scooter related presentations in 26 

participating emergency departments across Queensland.        

 
Data Source: Haghani, M. and Zweck, C., 2024, Royal Automobile Club of Queensland (2023)  

& Queensland Injury Surveillance Unit 
This presentation will discuss this rising trend in e-scooters and present information on the nature of injuries, 
current legislation and possible countermeasures proposed by various injury prevention stakeholders. 
 
References: 
Berecki-Gisolf, J.; Hayman, J. (2024). Injuries associated with e-scooters, e-bikes and other e-micromobility 
devices: analysis of Emergency Department presentations and deaths in Victoria, 2016 to 2023. Hazard 
Edition 93. Melbourne, Victoria: Victorian Injury Surveillance Unit, Monash University Accident Research 
Centre. https://doi.org/10.26180/27710193  
Haghani, M. and Zweck, C., 2024. E-scooters are linked with injuries and hospital visits - but we canôt say 
they are riskier than bikes yet, UNSW Newsroom. https://www.unsw.edu.au/newsroom/news/2024/02/e-
scooters-are-linked-with-injuries-and-hospital-visits---but-we  
Royal Automobile Club of Victoria (RACQ), (2023). Data shows e-scooter riders still not taking safety 
seriously. https://www.racq.com.au/latest-news/news/2023/12/ns191223-data-shows-e-scooter-riders-still-
not-taking-safety-seriously  
Raubenheimer K, Dodd J, Jarmin MJ, Sarvepalli R, Fatovich DM, Weber DG. Western Australian state 
trauma registry analysis of incidence and injury patterns associated with e-scooter injuries: 5-year 
retrospective case series. ANZ J. Surg. 2023; 93: 1890ï1895. 
https://onlinelibrary.wiley.com/doi/10.1111/ans.18538  

https://doi.org/10.26180/27710193
https://www.unsw.edu.au/newsroom/news/2024/02/e-scooters-are-linked-with-injuries-and-hospital-visits---but-we
https://www.unsw.edu.au/newsroom/news/2024/02/e-scooters-are-linked-with-injuries-and-hospital-visits---but-we
https://www.racq.com.au/latest-news/news/2023/12/ns191223-data-shows-e-scooter-riders-still-not-taking-safety-seriously
https://www.racq.com.au/latest-news/news/2023/12/ns191223-data-shows-e-scooter-riders-still-not-taking-safety-seriously
https://onlinelibrary.wiley.com/doi/10.1111/ans.18538
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Itôs a Crash, Not an Accident                          Katie Dokmanovic 
 
Katie is a passionate advocate for road trauma awareness and reform and driven by the devastating loss of 

her 18-year-old son, Nicholas, on Christmas Eve 2020. Nicholas was killed as a passenger in a high-speed 

crash, a tragic consequence of reckless driving and inexperience. 

 

Following this life-altering event, Katie sought solace and purpose through the Road Trauma Support Group 

NSW (RTSG NSW), transitioning from a grieving mother to an active advocate for systemic change. She now 

works tirelessly to ensure that no other family endures the same heartbreak.  

 

Katie is a speaker at the P.A.R.T.Y. (Prevent Alcohol and Risk-Related Trauma in Youth) Program at Liverpool 

Hospital, where she shares her story with young drivers, reinforcing the real-life consequences of reckless 

decisions on the road. Her advocacy extends to campaigning for legal reforms, pushing for harsher penalties, 

language change, stronger victim rights, and improved support systems for families affected by road trauma. 

Dedicated to keeping her sonôs memory alive, Katie fills her days with advocacy, education, and community 

engagement. She believes that awareness, prevention, and accountability are key to reducing road fatalities 

and ensuring that the voices of victims and their families are heard. 

 

Katieôs commitment to change is not just professional, it is deeply personal. Her mission is clear: to prevent 

other families from suffering the unbearable loss she has endured. 
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SESSION 2A: GERIATRIC EMERGENCY CARE    Chair: Melissa Murphy 
CONCURRENT SESSION   
Ballroom 1 
 
All Things Frailty                     Nevenka Francis 
 
The epidemiology of injured patients is shifting, with an increasing number of older (65 years and above) 

patients presenting to hospitals with significant injuries, even after low-level falls, which currently surpasses 

road trauma. This demographic shift has implications for healthcare systems, more specifically, how to optimise 

care for older trauma patients. Older trauma patients are not just ñolder adultsò but rather patients who have 

unique changes in physiology that impact their response to injury. Traditionally, ñgeriatricò refers to people older 

than 65, with some fluidity with this cut-off age. However, age alone will not determine an individualôs 

vulnerability; therefore, considering frailty may be a better approach to geriatric trauma. Older frail patients 

have unique characteristics, often with physiological changes combined with comorbidities, polypharmacy, and 

an overall disproportionate response to a small insult, be it acute illness or injury.  

 

The combined effects of an ageing population and the corresponding increase in the number of older frail 

adults necessitate further investigation in the context of trauma. It is becoming evident that among older adults, 

neither increasing age nor severity of injury reliably predicts outcomes.  There is a lack of research on the 

overall burden of frailty in geriatric patients admitted with injuries, particularly concerning are hospital-acquired 

complications. In the Australian healthcare system, frailty is not routinely assessed in older patients who are 

admitted to the hospital after an injury. There has been limited research focusing on the frailty burden in this 

population. Additionally, there has been little progress in developing and implementing care models aimed at 

improving outcomes for these vulnerable patients. 

 
 
 
 
 
 
  

Geriatric Models of Care                Karen Brasel 
 
The elderly population is increasing worldwide, and they are suffering traumatic injury at increasing rates.  This 
includes those elderly with significant chronic disease as well as those that are injured while continuing to 
pursue high-risk activities.  The elderly trauma patient is more likely to be undertriaged and has a much higher 
rate of morbidity and mortality than younger patients with similar injury.  Because of this, it is important that 
practitioners in all centers develop systems of care that specifically focus on the elderly.   
 
Some options include use of geriatricians, specific protocols that fast-track elderly patients with specific injury 
types, and multidisciplinary models that bring expertise to the geriatric patient beginning with the trauma 
activation (G60).  Measuring frailty helps to separate physiologic status from age as a number, and 
communication tools help to guide conversations for patients and families. 

1. Zhao et al. Estimating Geriatric Mortality after Injury Using Age, Injury Severity, and Performance of a 

Transfusion: The Geriatric Trauma Outcome Score.  J Palliat Med 2015 

2. Joseph et al.   Prospective validation and application of the Trauma-Specific Frailty Index: Results of 

an American Association for the Surgery of Trauma multi-institutional observational trial. J Trauma 

Acute Care Surg 2023 

3. Mangram AJ et al.  The Creation of a Geriatric Trauma Unit ñG-60ò.  Am Surg 2011 

4. Zimmerman CJ et al.  Best Case/Worst Case for the Trauma ICU: Development and Pilot Testing of a 

Communication Tool for Older Adults with Traumatic Injury.  J Trauma Acute Care Surg 2021 
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Improving Outcomes in Elderly Trauma             Steve Moeng 

 

Trauma in the elderly is an increasingly urgent challenge, driven by global demographic shifts and rising life 

expectancy. Older adults account for a growing proportion of major trauma cases, yet conventional trauma 

care models often fail to address the unique physiological and clinical complexities of this population. Frailty, 

comorbidities, polypharmacy, and altered physiological responses to injury place elderly patients at high risk 

of undertriage, delayed intervention, and poor outcomes. Addressing these challenges requires a paradigm 

shift in both acute trauma care and long-term rehabilitation strategies. 

A central issue in geriatric trauma care is the inadequacy of traditional triage systems, which frequently 

underestimate injury severity in older patients. Standard trauma scoring tools, primarily developed for younger 

populations, do not account for frailty, pre-injury functional status, or the physiological impact of comorbidities. 

Integrating frailty assessments into prehospital and emergency department triage can improve early 

identification of high-risk elderly trauma patients, ensuring timely intervention. 

Resuscitation strategies must also be adapted to the ageing physiology. Unlike younger trauma patients, older 

adults have a diminished cardiovascular reserve and an impaired response to shock, necessitating a more 

nuanced approach to fluid resuscitation. Overaggressive fluid administration can precipitate cardiac and 

pulmonary complications, while under-resuscitation increases the risk of end-organ damage. Goal-directed 

haemodynamic management, permissive hypotension in select cases, and early transfusion strategies offer a 

more balanced approach. 

Beyond resuscitation, trauma management in the elderly should prioritise early definitive care with a strong 

emphasis on multidisciplinary collaboration. The integration of trauma surgeons, geriatricians, 

physiotherapists, rehabilitation specialists, and nutritionists is critical for holistic patient care. Surgical decision-

making must account for the risks of prolonged immobility, which contributes significantly to morbidity and 

mortality in elderly patients. Timely surgical fixation of fractures, minimally invasive techniques, and regional 

anaesthesia strategies have been shown to improve outcomes. 

Rehabilitation and recovery must be considered from the outset of care. Early mobilisation, cognitive support, 

and aggressive physiotherapy are essential in preventing the cascade of functional decline that frequently 

follows trauma in older adults. Trauma centres should implement structured post-trauma rehabilitation 

pathways, including inpatient and outpatient follow-up, to enhance long-term functional independence and 

reduce readmission rates. 

Finally, system-wide improvements are necessary to drive better outcomes. Trauma registries with geriatric-

specific data, protocol-driven care pathways, and targeted education for trauma teams can foster more 

consistent and evidence-based management. Institutions should invest in training programmes that equip 

healthcare providers with the skills needed to manage the complexities of geriatric trauma care effectively. 

Conclusion: As trauma care systems evolve, a greater emphasis on the needs of elderly trauma patients is 

essential. By integrating geriatric principles into trauma protocols, optimising resuscitation and surgical 

strategies, and enhancing rehabilitation pathways, we can significantly improve survival, functional outcomes, 

and quality of life in this vulnerable population. The time to act is nowðageing populations demand trauma 

care systems that are as resilient and adaptive as the patients they serve. 
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The Importance of a Trauma Dedicated Geriatrician                    Danielle Ni Chroinin 
 
We might all hope to be active and fit in our mature years, but for older people living with frailty, dementia 

and/or multimorbidity, traumatic injury can precipitate a slew of unfortunate events. Dedicated geriatricians 

working in the trauma space may not just offer benefits to patients, but potentially to the wider trauma team 

and hospital system. Hear the theory, review the evidence and discuss any questions which have cropped up 

in clinical practice and service planning. 

 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Intensive Geriatric Care                           Michael Parr 
 
We will discuss: 
 

¶ Age as an independent predictor for ICU outcomes 

¶ Frailty as a more important predictive factor for ICU outcomes 

¶ Selection bias (acute injuries, available therapies, co-morbidities and frailty, patient values and 
preferences) 

¶ Multidisciplinary intensive care 

¶ A very important rule related to geriatric patients and confectionery 
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SESSION 2B: ACUTE CARE SURGERY HARDTALK         Chair: Neil Parry 
CONCURRENT SESSION       Ballroom 2 
 
Factors Predicting Complicated Appendicitis         Grant Christey 
 

Complicated appendicitis, characterized by perforation, abscess formation, or peritonitis, poses significant risks 

for patients and increases the complexity of surgical management. Early identification of patients at risk is 

essential to improve outcomes and reduce morbidity. This presentation explores the key clinical, laboratory, 

and imaging predictors of complicated appendicitis. 

Prolonged symptom duration (>48 hours), advanced age, and immunosuppression are established clinical risk 

factors. Laboratory markers, including elevated white blood cell (WBC) count and C-reactive protein (CRP), 

provide insights into disease severity. Scoring systems may aid in risk stratification, although their predictive 

accuracy varies. Imaging modalities play a crucial role, with findings such as appendicoliths, extraluminal air, 

and peri-appendiceal fluid indicating a higher likelihood of complications. 

This talk will review the use of these diagnostic tools, their integration into clinical workflows, and their role in 

guiding treatment decisions. By recognizing high-risk cases early, clinicians can optimize management 

strategies to improve patient outcomes in cases of complicated appendicitis. 

 
 
 
 
 
 
 
 

Updates in Managing Complicated Diverticulitis      Andrew Gilmore 
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Acute Care Surgery in Pregnancy          Paul Lambrakis 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What is an Acute Care Surgeon?        John Armstrong 
 
Acute care surgery was introduced twenty years ago to address lower trauma surgeon operative volumes by 

adding emergency general surgery (EGS) to trauma surgery and surgical critical care.  This integration was 

further extended to include elective general surgery and surgical rescue (acute inpatient interventions following 

medical or surgical care).   

 

EGS has a verification program sponsored by the American College of Surgeons and American Association 

for the Surgery of Trauma (AAST).  There is a commonality between trauma center and EGS verification: both 

require optimal resources for time-sensitive conditions and incorporate rigorous performance improvement.  31 

US acute care surgery fellowships are verified by the AAST, with the first year being an accredited US 

Accreditation Council for Graduate Medical Education surgical critical care residency and the second being an 

advanced operative experience in trauma and emergency general surgery.   

 

The acute care surgeon brings management and operative experience in time-sensitive conditions related to 

injury, acute pathophysiology, the acute abdomen, and soft tissue infections.   

 
 
 
 
 

   
 
 
 
 
 
 
 



74  

Great Cases                         Amulya Rattan 
 
Acute Care Surgery is a fascinating discipline which continues to challenge surgeons to bring the best out of 

them for an optimal outcome. Being a tertiary care referral center, the Acute Surgical Unit (ASU) part of the 

TACS unit at Liverpool Hospital is one of the busiest in the state. Naturally, the complexity of cases managed 

by the ASU at Liverpool Hospital is significant and myriad motivating to try and push the borders continually.  

 

Emphysematous or gangrenous cholecystitis, encysted pyo-peritoneum from ruptured appendicitis, 

strangulated hernias and obstructing and/ or perforated tumors of the colon are encountered frequently. The 

management of these using minimally invasive surgical and interventional approaches has also progressed 

with increasing experience. However, there are some cases which leave the surgeon awestruck at the 

pathology, recovery and/or the outcome. From a range of challenging cases delivered, we hereby present three 

cases which amazed us by virtue of the challenges posed to our established patterns of thinking and managing 

patients conventionally.  
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SESSION 3A:  TRAUMA CARE COMPLEXITIES                Chair: Amulya Rattan 
CONCURRENT SESSION  Ballroom 1 
TXA ï Safe and Effective?              Chris Partyka 
 
The anti-fibrinolytic agent, tranexamic acid (TXA) is cheap, readily available, and easy to administer ï hence it 

has become an almost compulsory therapy to administer in the bleeding (or potentially bleeding) trauma 

patient. This ubiquitous use of TXA has potentially led to a shift in the phenotype of acute traumatic 

coagulopathy identified on thromboelastic assays in bleeding patients, with hypofibrinogenaemia becoming a 

more common abnormality requiring additional specific product replacement.  

 

Is it safe? Yes!  

Effective? Well, that depends on what youôre wanting it to achieve.  

 

We will review the latest evidence for TXA in trauma, including its impact on bleeding and survival in a variety 

of scenarios. 

 
 
 
       
 
 
 
 
 
 
 

The Question of IVC Filters                              Neil Parry 
 
Venous thromboembolic complications are common after trauma and timely thromboprophylaxis is essential. 

However, early prophylactic anticoagulation may be contraindicated in certain patients, with traumatic brain 

injury, solid organ injuries and/or bleeding diathesis, leaving them at high risk of developing deep venous 

thrombosis and/or pulmonary emboli.   

 

Much has been written and proposed about the use of prophylactic IVC filters in this population. Despite early 

adoption of retrievable IVC filters to prevent pulmonary embolism in these patients, there continues to be much 

controversy about its routine use.  Most recent data would caution against the routine use of prophylactic IVC 

filters in trauma patients. 
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Senior Decision-Making                    John Armstrong 
 
Senior surgeons recognize that good decision making comes from experience; experience is informed by 

performance improvement.  Reflection is aided by a personal operative registry that is benchmarked to like 

operations, in addition to case review.  Curiosity about surgical performance and outcomes, makes for better 

future decisions.  Using the fullness of teamwork enhances decision making.   

 

Two areas merit further comment: trauma resuscitation and the operating room.  In trauma resuscitation, 

decisions are made to ensure airway and find shock, dominated by obstructive (tension pneumothorax or 

pericardial tamponade) or hemorrhagic (external and/or less visible).  The mindôs eye considers less visible 

sources of hemorrhage include chest, abdomen, pelvis, long-bone fractures, posterior scalp laceration, severe 

oral maxillofacial injury with blood swallowed), and blood left at the scene.   

 

In exsanguinating patients, the massive transfusion protocol requires early and precise delivery, with whole 

blood perhaps achieving the best outcome as a bridge to operative hemorrhage control.  In the operating room, 

decisions focus initially on exposure to find the bleeding.  Make an incision decision, and if the injury 

responsible for shock is not found, decide on and make another incision.   

    

 
 
 
 
 
 
 

 
Human Factors and Trauma                         Ken Harrison 
 
Human Factors is something which is a big part of the initial and recurrent training and is central to the everyday 

language and routines of many groups that have to make quick, timely, important decisions like pilots, water 

supply engineers and fire command teams. 

 

It however remains peripheral in trauma care. When we do consider human factors we often just focus of ñsoft 

skillsò which are important but are only a small part of human factors. 

 

This discussion is going to look at some of the reasons why human factors remain peripheral in trauma care 

and question whether we are doing the best by ourselves, let alone our staff or our patients. 
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The Ideal Trauma System                       Martin Wullschleger 
 
The definition and characterisation of a complete trauma system is challenging and includes several different 

facets and perspectives. Ultimately, an ideal trauma system strives for optimal care of any injured patient 

throughout the entirety of the journey from scene to recovery. This includes: 

 

- Prehospital management with retrieval system, coordination centre and protocols for destination and 

interhospital transfers 

- Acute care services within designated Trauma Centres and Trauma Services 

- Rehabilitation Services 

- Recovery with ambulatory care, post-discharge follow-up program, case coordination and navigation, 

peer and family support (eg Trauma Survivor program). 

- Injury prevention strategies and programs. 

 

A functional, high-standard trauma system needs to be integrated into the healthcare system and is built around 

the following pillars: 

 

- Clinical focus on every individual trauma patient applying evidence-based principles balanced out with 

high-level of specialtistsô experience and expertise. 

- Defined, comprehensive structure of any part of the trauma system with clear integration and 

coordination of all involved parties, agencies and healthcare providers. 

- Tailored to the geography, infrastructure and logistics, and available resources. 

- Embedded into local/regional/state/national health system. 

- Organised network with prospective data collection including quality indicators (trauma registry), 

regulated clinical governance processes and quality improvement programs (TQIP) as well as 

overarching jurisdiction to implement and monitor changes to the system. 

 

An integral part of a thriving trauma system are well-organised trauma centres with strong leadership and 

advocacy within their dedicated region. This presentation will also emphasize the important role of trauma 

services and their different models of service. 
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SESSION 3B:  HOW I DO IT ï BEST OPERATIVE APPROACH    Chair: Scott DôAmours 
CONCURRENT SESSION  Ballroom 2 
    
 
Penetrating Neck Injuries and the No Zone Approach     Kenji Inaba  

 

General: Contemporary ATLS principles apply to all patients sustaining a penetrating neck injury.  And, as for 

all patients with a penetrating injury, they should be rolled early in order to identify all external wounds.  This, 

combined with plain radiographs, will provide a map of all body regions at risk of injury.  This is critical as the 

neck is a small area, easy to traverse, and a penetrating injury to the neck may result in a brain, thoracic or 

even intra-abdominal injury requiring surgical intervention.  Likewise, an external injury to the thorax may exit 

the chest and cause an injury to the neck. The focus of this talk will be on the initial resuscitation, evaluation 

and decision making process for penetrating injuries to the neck.   
 

Initial Steps: There has been significant evolution of the initial diagnostic evaluation of penetrating injuries to 

the neck over the last two decades.  Predicated on the ease of access to structures in the neck, the initial 

evaluation was based on anatomic boundaries.  Classically, the neck was broken into three anatomic zones, 

I-III.  Zone II, which extends from the cricoid cartilage to the angle of the mandible, contains structures that are 

relatively easily amenable to surgical exploration.  Consequently, injuries to Zone II were preferentially 

explored.  For Zones I and III, because of the increased difficulty in accessing any of the potentially injured 

structures contained in these Zones, an imaging first approach was taken.  This was of course problematic, 

because of the burden of negative explorations conducted in Zone II, as well as the time, and resources 

required to run the full battery of tests required to exclude injuries to the vasculature, and aerodigestive tract 

in Zones I and III.  This would include a combination of catheter-based angiography, duplex, endoscopic 

evaluation and contrast swallow.  It was also problematic because the presence of an external injury in one 

ñZoneò does not mean that the actual injured structure would also be in that underlying area.  So, for example 

a GSW with an external wound in Zone II, could actually cause an injury in Zone I, or Zone III.  Perhaps most 

importantly however, was the evolution of screening CTA as a method of tracing the trajectory of the injury.  As 

a result of this, the contemporary management of penetrating neck injuries has changed to focus on the clinical 

examination, de-emphasizing the importance of the anatomic Zones of the neck.  This ñno-Zoneò approach is 

now the de facto standard for Penetrating Neck Injury evaluation.  Based on the physical examination, neck 

injury can be compartmentalized into three categories.  Those with Hard Signs, Soft Signs and No Signs of 

vascular or aerodigestive tract injury. 

 

HARD SIGNS OF INJURY 

Patients with hard signs of injury require immediate operative exploration.  Hard signs of vascular injury include 

arterial bleeding, an expanding or pulsatile hematoma, bruit or thrill, or shock attributed to the neck injury.  Hard 

signs of aerodigestive tract injury are air bubbling, hemoptysis or hematemesis.  Occasionally, a direct 

laryngotracheal injury will be visible, and also warrants operative exploration.   

 

For these patients, there are several other considerations while in the resuscitation bay prior to proceeding to 

the OR.  First, as for all trauma patients, external hemorrhage must be stopped as early as possible, in concert 

with blood product resuscitation.  In general, bleeding from neck wounds can be controlled easily with direct 

digital pressure.  If it is a larger wound, packing may be required.  While the risk of airway compromise with 

packing is practically very low, just enough packing to control the bleeding is the goal.  For small external 

wounds with significant bleeding, a large foley catheter, inflated with water or saline can be effective for 

controlling the bleeding.  For single provider scenarios, this will also allow you to free up your hands to deal 

with other issues while maintaining the hemorrhage control.   

 

For the airway, in general, all airway manipulations are ideally performed in the OR.  If the patient is maintaining 

an effective airway, with acceptable oxygen saturations, the patient can be moved rapidly to the OR, where 
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any further invasive procedures can be performed, under ideal conditions.  If the patient will not tolerate 

transport to the OR, then endotracheal intubation, or direct intubation of a visible airway defect can be 

performed.  For infants and children, and even in adults, a compromised airway can be temporized with trans-

tracheal needle jet insufflation.  This will allow sufficient oxygenation for transport to the OR for definitive airway 

management. 

 

As discussed above, prior to leaving the resuscitation bay, a quick evaluation of the entire torso, and ideally a 

plain film survey, will make the operative planning much easier, especially if there are potential injuries to the 

other major body cavities that will require intra-operative evaluation. 

 

SOFT SIGNS OF INJURY 

Patients with soft signs of injury require screening imaging.  The contemporary, evidence-based approach to 

screening utilizes multi-detector CT Angiography.  Soft signs of vascular injury include small volume oozing 

and small, non-expanding hematomas.  Soft signs of aerodigestive tract injury include subcutaneous 

emphysema, dysphagia, hoarseness and minor hemoptysis or hematemesis.  Multi-detector CT Angiography 

is highly sensitive and specific for the detection of vascular injuries.  For the aerodigestive tract, while it is highly 

sensitive, with a positive test, unless a tract can clearly be seen traversing a critical structure, a confirmatory 

test, using endoscopy or a contrast swallow in the awake and alert patient may be required prior to operative 

intervention. 

 

NO SIGNS OF INJURY 

In the asymptomatic patient with a normal physical examination, the likelihood of injury is exceedingly low, 

approaching zero and only observation is required. 
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Emergency Room Thoracotomy: Indications, Steps, Critical Considerations        Steve Moeng 

Emergency department thoracotomy (EDT) is a high-risk, time-sensitive procedure performed in the setting of 

penetrating or blunt thoracic trauma leading to cardiac arrest or near-arrest. Its primary objectives are to relieve 

cardiac tamponade, control haemorrhage, perform open cardiac massage, and provide temporary occlusion 

of the descending thoracic aorta to maintain cerebral and coronary perfusion. While the procedure is often a 

salvage intervention, appropriate patient selection and adherence to a structured approach can optimise 

outcomes. 

Indications and Patient Selection: EDT is indicated primarily in penetrating chest trauma patients who 

experience witnessed loss of vital signs enroute to or within the emergency department. It may also be 

considered in select cases of blunt trauma where signs of life were present within minutes prior to arrival. Poor 

prognostic indicators include prolonged prehospital arrest, asystole without cardiac tamponade, and severe 

non-survivable injuries. 

Equipment and Preparation: Time is critical, and all required equipment must be immediately available, 

including: 

¶ Scalpel (No. 10 or 20 blade) 

¶ Heavy scissors (Mayo or trauma shears) 

¶ Rib spreader (Finochietto retractor) 

¶ Long vascular clamps 

¶ Satinsky or DeBakey clamp for aortic occlusion 

¶ Large gauze packs for haemostasis 

¶ Internal defibrillator paddles 

The trauma team should be mobilised with predefined roles: the primary operator, assistant for exposure, and 

secondary personnel for resuscitative measures, including blood transfusion and airway management. 

Stepwise Approach to Emergency Thoracotomy 

1. Rapid Exposure ï Left Anterolateral Thoracotomy 

o Make a long, curvilinear incision along the fifth intercostal space, starting at the sternum 

and extending laterally towards the midaxillary line. 

o Use trauma shears or a scalpel to incise through the skin, subcutaneous tissue, and intercostal 

muscles, ensuring entry just above the rib to avoid injury to the neurovascular bundle. 

o Insert rib spreaders to maximise exposure. If additional access is required, the incision may be 

extended across the sternum (clamshell thoracotomy). 

2. Pericardiotomy and Cardiac Assessment 

o Identify and carefully incise the pericardium anterior to the phrenic nerve, avoiding 

inadvertent nerve injury. 

o Drain any haemopericardium to relieve tamponade and expose the heart. 

3. Cardiac Repair and Open Massage 

o Identify and control cardiac wounds with direct pressure or vascular clamps. 

o Use suturing techniques (e.g., horizontal mattress sutures with pledgets) for myocardial 

lacerations, or apply a Foley catheter for larger defects. 

o Perform open cardiac massage with two-handed compressions if there is no spontaneous 

cardiac activity. 

4. Major Haemorrhage Control 

o Direct visualisation and clamping of bleeding vessels (such as the internal mammary or 

pulmonary hilum) are crucial. 

o Lung injuries may require temporary occlusion using lung clamps or suturing techniques. 
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5. Descending Aortic Occlusion (if indicated) 

o In patients with profound hypotension from intra-abdominal haemorrhage, the descending 

thoracic aorta should be cross-clamped just above the diaphragm to preserve coronary 

and cerebral circulation while resuscitation efforts continue. 

6. Defibrillation and Pharmacological Support 

o Internal defibrillation may be attempted if ventricular fibrillation is observed, using low-energy 

shocks (10ï30 J). 

o Vasopressor support should be optimised with adrenaline (epinephrine) boluses as 

indicated. 

Post-Procedure Considerations 

If return of circulation is achieved, patients should be rapidly transported to the operating theatre for definitive 

repair. Patients with no cardiac activity despite intervention, severe brain injury, or non-survivable trauma 

should be considered for termination of resuscitation. 

Conclusion 

Emergency thoracotomy is a critical, life-saving procedure in select trauma patients, requiring precise 

execution and a coordinated trauma team. By following a structured approachðrapid exposure, tamponade 

relief, haemorrhage control, and resuscitation optimisationðclinicians can maximise survival in an otherwise 

fatal scenario. As a high-risk intervention, adherence to strict patient selection criteria and procedural 

proficiency are essential to ensuring its appropriate use within the trauma care algorithm. 

 

Traumatic Hernia Repairs                         Karen Brasel 

 

Traumatic hernias come in a variety of types and require a multitude of approaches for optimal patient outcome.  

Some examples include the anterior abdominal wall hernia in which the patient requires laparotomy for other 

reasons, the flank hernia in which avulsion from bony structures may be a consideration, the rectus sheath 

avulsion with or without a concomitant orthopedic injury/repair, and weeks to months after an open abdomen 

with or without an overlying skin graft.   

 

We will review some of these specific situations and the evidence (or lack thereof) for the timing and approach 

in repairing them. 
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Diaphragmatic Tears                   Aditya Benjamin 
 
 

Diaphragmatic injuries, though uncommon (incidence ~0.46% in trauma patients), present unique challenges 

for trauma surgeons due to their frequent association with polytrauma and risk of delayed recognition. 

Penetrating injuries predominate (67%) but blunt mechanisms are associated with higher mortality (19.8% vs. 

8.8%), often due to associated visceral damage and polytrauma presentations. Accurate diagnosis hinges on 

CT scans, (>80% sensitivity for blunt trauma) though chest X-rays may provide initial suspicion in resource-

limited settings.  

 

Acute management typically requires a laparotomy, especially given the high incidence of concurrent intra-

abdominal injuries in penetrating cases. For stable patients or delayed presentations, minimally invasive 

techniques are emerging as viable alternatives. Successful outcomes demand a high index of suspicion, rapid 

diagnosis, and tailored operative strategies. This presentation will review current epidemiology, diagnostic 

modalities, and evolving surgical approaches, supplemented by interesting cases from Liverpool Hospital.  
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