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A clinician affacks the three heads of sepsis (hypofension, fwpaperfision, and organ dystunciion). Inspired by Hercules Kills Cerberus, Renalo Peffinaln,
2000, In Zuccare Palace, Agiva, Sicily, Taly. Printed Wit e PEFITIS SION OF The arfist and the Rubulotta family.
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Guidelines for Shock
Resuscitation

J Trauma. 2006:61:82— 89



INITIAL RESUSCITATION

@ Stabilize

Traumatic Shock___,gggs @
8P <90 mmﬂﬂ Place
BD 26 r:\EqILJ 'f;’;"a'
| cve<t0] | cvp>15)

(F) =

Resuscitate until stable ? Cardiogenic
Or Shock
Hb] 210 & CVP 215




Initial Resuscitation

A. b g +ik 5w (SPB <90 mmHg, HR > 130 bpm): ATLS,
vital signs (q15min), ECG and pulse oximetry
(Sp0O,), core BT, and data flow sheet

B. B & 837t 3 + ik 5 (early SBP < 90 mmHg and/or
BD > 6 mEqg/L): ongoing resuscitation

C.CVP > 15cm mmHg: Z # KT cardiogenic shock
& 13 180 FIE TR S e
1) tension pneumothorax
2) myocardial contusion/infarction
3) pericardial tamponade
4) air embolus



Initial Resuscitation

D. CVP <10 mmHg: hypotensive resuscitation (SBP
> 90 mm Hg and HR < 130 bpm)

E. LR infusion > 30 mL/kg

F. blood transfusion (especially elderly, severe
shock or injuries with significant bleeding



ICU Resuscitation

o ~ @

Continue CVP algorithm PA catheter algorithm

N

Place arterial & PA catheter @
Obtain baseline ABG & Hb
Assess need for intubation

Yes Cl 2 goal No

Io “ (9

+

1) Hb (PRBC; Hb 210)
Monitor > 2) Volume (LR; PCWP 215)
O,
A 4
3) Optimize PCWP -CI
91 haar N (Starling curve)

| |

G
24 hcﬁ?\ No 4) Low-dose inotrope O

5) Vasopressor @

Yes l

Stop Resuscitation .
Standard ICU Care Echocardiography




|ICU Resuscitation

A. continue resuscitation: serial vital signs, CVP, Hb

B.

and BD, bedside close observation

not responding volume loading/blood transfusion
(low MAP or persistently high BD): secondary
organ dysfunctions (worsening oxygenation or

decreased urine output)

considered impending abdominal compartment
syndrome (if fluid loading > 10 L or PRBC
transfusion > 10 units): urinary bladder pressure >
25 mmHg




|ICU Resuscitation

D.

if Cl (cardiac index) < 3.8 L/min/m?

vasodilating inotropic agent, dobutamine (5.0
ug/kg/min, maximum 20 pg/kg/min)

not tolerate vasodilation, use dopamine
(monitoring tachycardia)

vasoconstrictive inotropic agent to maintain MAP
> 60 mm Hg, started norepinephrine (0.05
ug/kg/min, maximum 0.2 pg/kg/min)




Resuscitative strategies in traumatic

hemorrhagic Shock

Ann Intensive Care. 2013 Jan 12;3(1):1

Traumatic haemorrhagic shock

v

Hemodynamic management

Primary goal
Stop the bleeding

Coagulation management

¥
; ot Tranexamic acid
Fluid resuscitation 19 IV followsd by
¥ IV infusion of 1g over 8 h
Goals of AP
[ I 1 C Tre:ngfusitgn .
Without TBI With TBI (GCS <8) S
80 = SAP = 90 mmHg SAP 2 120 mmHg
Without TBI with TBI (GCS <8)
L Hb 7-9 g.dL-" Hb > 10 g.dL"!
Failure to obtain goals of AP PT/APTT <1.5xnormal | | PT/APTT < 1.5 x normal
- E: Platelets > 50.10° L' Platelets > 100.10° L
Early administration of vasopressor | | Fibrinogen 2 1.5-2 g.L-' | | Fibrinogen 2 1.5-2 g.L"'

norepinephrine
Start at 0.1 pg/kg/min

¥

Titration of fluid resuscitation
indices of preload responsiveness
cardiac output
markers of tissue oxygenation

!}

Prevention of acidosis

lonised Ca++ = 1.1-1.3 mmol/l

Normothermia

3

Surgical and/or angiographic embolization
bleeding control




Bundles of care for resuscitation from hemorrhagic shock %
and severe brain injury in trauma patients—Translating

knowledge into practice | 1uumoacte care surg
2016 Volume 81, Number 4

TABLE 5. Recommended Bundles for Resuscitation from
Hemorrhagic Shock and Early Management of Severe TBI

Resuscitation from Hemorrhagic Shock Traumatic Brain Injury
Activate massive transfusion protocol Avoid and treat hypoxia

Measure lactate or base deficit Avoid and treat hypotension
upon arrival | i By > ]

. ,

Transfuse packed red blood cells,
plasma, and platelets in a 1:1:1 ratio

Measure coagulopathy using viscoelastic | =
methods upon arrival |
Do not use large volume crystalloid

resuscitation (no more than 3 L
over 6 hours)



Guidelines for Transfusion In
the Trauma Patient

J Trauma. 2006:61:436—439
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A Transfusion Guideline for Trauma Patient*
Inflammation and the Host Response to Injury

1. Identify critically ill patient with hemoglobin <7 gm/dL (or Het < 21%).

2. If hemoglobin < 7 gm/dL transfusion of PRBCs is appropriate.
a. For patients with severe cardiovascular disease, a higher transfusion
trigger may be appropriate.

3. If hemoglobin > 7 gm/dL assess the patient for hypovolemia.
a. If the patient is hypovolemic, administer IV fluids to achieve normovolemia.
b. If the patient is not hypovolemic, determine whether there is evidence of
impaired oxygen delivery (low S,0,, persistent/ worsening base deficit,
presence/ worsening of lactic acidosis).

4. If impaired O, delivery present, consider pulmonary artery catheter placement,

measure cardiac output, and optimize O, delivery.

5. If impaired O, delivery not present, monitor hemoglobin as clinically indicated.

* This protocof assumes that acute hemorrhage has been controlled, the initial resuscitation has
been completed, and the patient is stable in the ICU without ongoing hemorrhage.



o

B Transfusion Guidelines for Trauma Patient (exciudes immediate resuscitation)

v
g —
i
l YES
= | Transfuse PRBC

1YES

T Hct < 21

2 |t may be desirable in select, asymptomatic patients to avoid
transfusion even if hemoglobin is lower than this threshold.
3 A higher transfusion trigger may be appropriate for pts with

severe cardiovascular disease.

4 Evidence of Impaired Oxygen Delivery (low S,0,, persistent

base deficit, or lactic acidosis?)

Note: Blood transfusion has inherent risks and adverse
outcome, therefore blood transfusion should be minimized

Give IV Fluids
to Achieve
Normovolemia

IYES

Consider placing
PA catheter, measure
COICO, transfuse to
achieve optimal DO,

Monitor Hgb as
Clinically Indicated

LA LA R LA L]}



Resuscitative strategies in traumatic

hemorrhagic Shock

Ann Intensive Care.

v

Traumatic haemorrhagic shock

2013 Jan 12;3(1):1

Hemodynamic management

Primary goal

Coagulation management

Stop the bleeding ¥
: e Tranexamic acid
Fluid resuscitation 19 IV followed by
¥ IV infusion of 1g over 8 h
Goals of AP
[ I 1 e Tra:ntqfusitgn .
Without TBI With TBI (GCS <8) B
80 = SAP = 90 mmHg SAP 2 120 mmHg
Without TBI with TBI (GCS <8)
v Hb 7-9 g.dL-" Hb > 10 g.dL"!
Failure to obtain goals of AP PT/APTT <1.5x normal | | PT/APTT < 1.5 x normal
- K Platelets > 50.10° L Platelets > 100.10° L'
Early administration of vasopressor | | Fibrinogen 2 1.5-2 g.L-' | | Fibrinogen 2 1.5-2 g.L""

norepinephrine
Start at 0.1 ng/kg/min

¥

!}

Prevention of acidosis
Normothermia
lonised Ca++ = 1.1-1.3 mmol/l

Titration of fluid resuscitation
indices of preload responsiveness
cardiac output
markers of tissue oxygenation

3

Surgical and/or angiographic embolization
bleeding control




Criteria to trigger the activation of an MTP 9
should include one or more of the following: |

o ABC score of two or more
O Persistent hemodynamic instability

o Active bleeding requiring operati ACS TG
angioembolization TRANSFUSION
. . IN TRAUMA
O Blood transfusion in the trauma b GUIDELINES
=3

Assessment of Blood Consumption (ABC) score: qp\ -

pulse>120, SBP<90, + FAST, and penetrating torso injur .
-
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Guidelines for Mechanical
Ventilation of the Trauma Patient

J Trauma. 2005;59:764—-769
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&ieen g gz E (ARDS) # ¥ %k

Zx= : AECCRILAIEIE (ALl M ITIRE8iE1&EE (ARDS) 52§78l (criteria)?

51 IRERE A S) it X S FR s ) A A2 I
ALTH#EH]| Pl Pa02/Fi02 < 300 mmHg RN e 32 11 <18mmHg > BIE /0 7 R
ARDS H#EH]| = Pa02/FiO2 < 200 mmHg SR iy < 18mmHg * s8I0 A

Bernard GR, Artigas A, Brigham KL, et al. The American-European consensus conference on ARDS: definitions,
mechanisms, relevant outcomes, and clinical trial coordination. Am J Respir Crit Care Med. 1994;149:818-824.

#=F : ARDSHIBHMES (Berlin definition)?®
Se NI 252 3 EE I ARDS

LI — JE N R IR IR S F TR / S LRI IRLE IR
Mz 15 VR 5E A DRI ~ MvE e sl st T LA £ TS 52 (opacity)

Ity 7K i ) A MEYL: 56 22 DL U 08 BURAUR I 2 AR TR o i
A2 A1 ARDS fEh@ A 1A E » S Z8 RS th e B T X » Bl ok > sREERR K
Hifi7)K [ (hydrostatic edema)

EHE S

iR Fi 200 mmHg < PaO2/Fi02 < 300 mmHg + PEEP 5{ CPAP = 5 cm H20
W 100 mmHg < PaO2/Fi02 < 200 mmHg + PEEP = 5 cm H20

HJ Pa02/FiO2 < 100 mmHg + PEEP = 5 cm H20

i : CPAP: Continuous Positive Airway Pressure iH# £ 1FBEFEIE o
Ranieri VM, Rubenfeld GD, Thompson BT, et al. Acute respiratory distress syndrome: the Berlin Definition. JAMA
2012; 307: 2526-33.



R By i # ;}F, |
1. etz gg;‘}: T_ .
a. i % t-;% © volume-control mode
b. i# % 7 (Tidal volume, Vt)
8 mL/kg (#~ & )
6 mL/kg (= )

Men: PBW (kg) = 50 + 0.91 (height [cm] — 152.4)
Women: PBW (kg) = 45.5 + 0.91 (height [cm] — 152.4)
predicted body weight (PBW)

L PR+ o
C. FFFRLiR F .

12~20 breaths/min (& % 35)



nﬂigﬁﬁ@?ﬁﬁl

2. 2 8P A%
a. # "% o fedk & (Arterial pH) : 7.25~7.45
(i) & = & (pH >7.45)
lrate by two breaths/min
(i) ke g (7.152pH<7.25)
trate until pH > 7.25 or PaCO, < 25 mmHg ( # % 35 breaths/min)
% rate > 35 or PaCO, < 25, ¥ bicarbonate
(iii) & per s (pH<7.15)
Trate (& % 35 breaths/min)
*rate > 35, » % 7 bicarbonateie pH < 7.15
TVt by 1mL/kg until pH > 7.15
b. # if 8 /& (plateau pressure Pplat) : <30 cmH,0
(i) {Vt 1 mL/kg/2 hrs = Pplat <30 cm H,O



R By i # ;}F] g |

C. ¥ frac # (Oxygenation) : 55 mmHg <PaO, <80 mmHg or
Sa0, > 88%, FiO,/PEEP ratio should be < 5, particularly for FiO, > 0.45
(i) If PaO, < 55 mmHg or Sa0, < 88%
1FiO, until PaO, = 55~80 mmHg or Sa0, > 88%
(i) If PaO, < 55 mmHg or Sa0, < 88% and FiO, = 1.0
TPEEP to achieve adequate oxygenation

FIO2 130 | 40 | 40| 50|50 |60 {70 | 70 | 70|80 |90 |90 [ 90 | 100
PEEP | 5 [ 5| 8| 8 10|10 10[12]14 |14 |14 |16 18 |20-24

cmH20




B A rFERIFIiT (Trial of Spontaneous Breathing, SBT)

;};3,\;@ TRT EE SR
Eof g Mt er gy 4
A o m—’ G R

O MR T RR o wRE 4 FAE T
FiO, < 0.5 and PEEP <8 cm H,O

PaO, > 70 mm Hg

=+ 483 5 £ <15 L/min

pH of 7.30~7.50

REP B <20 cm H,0O

© 00N O~

o



R
1. 2730~90 min# 5§ 5 i r /& (CPAP)
2. B pIERIE R
a. rEwig X > 35 (4231 5 min)
Sa0, < 90% (42:% 30 seconds)

HR > 140 bpm, |ortHR 20% from baseline; new
onset hypertension (SBP > 180 mm Hg) or
hypotension (SBP < 90 mm Hgq)

DILEBE S DT S FR R e s AEREa
pH <7.32
ke &> 20 cm H,0O

O O

@ -0 o



T%P\%‘ﬁ‘fm FRESON T

& % 42484 hrs7 2 & suctioning

2. B AFenvyeik B A el e ap i

F 8 M ¥4 BiAEF (cuffleak) < 30 cm H,O of
positive pressure

4. g rrepeg i o

48 hrsz_ p & vﬁ;, v8 (stridor)
6. 48 hrsz p X3 FlA kP ERIEE A 1 5 3 € 3746
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Guidelines for Prevention,
Diagnosis and Treatment of
Ventilator-Associated Pneumonia
(VAP) In the Trauma Patient

J Trauma. 2006;60:1106 —1113
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Suspicion of infecti -

No infection; semi-quantitative/
quantitative cultures suggested.

Evaluate for community acquired

)

Yes
Measure CPIS
No
Yes
Clinical
suspicion for No Search for other sources
L AP high? of infection
Obtain
quantitative  [-we—— Yes
protected cultures
Start antibiotics
Quantitative
positive?
Optimize and
continue -—g— Yes
antibiotics

Daily temp,
WBC and
clinical
evaluation

[}
]
B NG B

WBC and temp
normal > 24 hrs,
exam improved?

1

Continued fewver
or elevated
WBC > 8 days

2 B Search for other sources
$Stop antibiotics 4{ of infaction ]

Algorithm for the Diagnosis and Treatment of VAP

Table 1 Clinical Pulmonary Infection Score

Points
Temperature (°C)
= 36.5 and = 38.4 0
= 38.5 and = 38.9 1
=39 or = 36.5 2
Blood leukocytes, mm?®
= 4,000 and = 11,000 0
= 4,000 or = 11,000 1
= 4,000 or = 11,000 and band 2
forms = 50%
Tracheal secretions
None or scant 0
Presence of non-purulent secretions 1
Presence of purulent secretions 2
Oxygenation: PaO,,FiO,
= 240, ARDS or Pulmonary 0
contusion
= 240 and no ARDS 2
(ARDS defined as Pag,/Fin, = 200,
PAWP = 18 mm Hg and acute
bilateral infiltrates)
Pulmonary radiography
No infiltrate 0
Diffuse (or patchy) infiltrate 1
Localized infiltrate 2




w3 R An B K enIE

1ﬂ}ﬁﬁa$m$&é
we 4 Be 2L q8h, 0.12% chlorhexidene
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% 57 45 % 30-60

w N

FH e T FAGEAPARET B2 e (PEG) » #A T %
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: _ L

(Suspicion of infectionj

Evaluate for community acquired
No infection; semi-quantitative/
quantitative cultures suggested.

Yes
¥
Measure CPIS
CPIS > 67
No
Yes

Clinical
suspicion for
VAP high?

No Search for other sources
of infection

¥

Obtain
quantitative |-ws—— Yes

protected cultures
|




Table 1 Clinical Pulmonary Infection Score ol
Points é

Temperature (°C)
= 36.5 and = 38.4
= 38.5 and = 38.9
= 39 or = 36.5
Blood leukocytes, mm?®
= 4,000 and = 11,000
= 4,000 or = 11,000
<= 4,000 or = 11,000 and band
forms = 50%
Tracheal secretions
None or scant
Presence of non-purulent secretions
Presence of purulent secretions
Oxygenation: PaO,,FiO,
= 240, ARDS or Pulmonary 0
contusion
= 240 and no ARDS 2
(ARDS defined as Pag./Fig, = 200,
PAWP = 18 mm Hg and acute
bilateral infiltrates)
Pulmonary radiography
No infiltrate
Diffuse (or patchy) infiltrate
Localized infiltrate

NN = O N = O

NN = O

N = O



r(bronchoscopic
protected specimen brush)z‘ ## jz j& % jis
(bronchoscopic bronchoalveolar larvage)
2. “blind BAL" techniques (BAL-CATH; Kimberly-
Clark, Draper, UT)

3. positive quantitative culture results (£ mz 51 41
¢ 3T R E)

a. Bronchoscopic or non-bronchoscopic (blind) BAL: 104
colony forming units/mL

b. Bronchoscopic protected specimen brush: 103 colony
forming units/mL



Start antibiotics @
Quantitative '
cultures NO——( Stop antibiotics )
positive?
Optimize and
continue -t Yes
antibiotics
L |

Daily temp, \
WBC and

clinical
evaluation

1
S 5% NouL 8 &

WBC and temp
normal > 24 hrs,
exam improved?

— Yes ->( Stop antibiotics )

1

Continued fever
or elevated
WBC > 8 days

| o= Stop antibiotics —[Search for other soumesj

of infection

Algorithm for the Diagnosis and Treatment of VAP
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Guidelines for Sedation and
Analgesia During Mechanical
Ventilation General Overview

J Trauma. 2007:63:945-950



Assess patient for pain, anxiety, and delirium
(Record sedation level with objective scale)

A 4

PAIN ANXIETY DELIRIUM
Fentanyl bolus 25-100 Choose One Haloperidol 2-10
mcg g 5 min; continue mg IV g1 hrpmn
bolus q 30-60 min PROPOFOL LORAZEPAM

. J . J . 4
X Bolus 0.5 mg/kg IV, Bolus 1-2mg IV q 15 If goal not met in 6
. start infusion at 20 min prn; continue hrs begin5 mg IV q
if pain not controlled mcg/kg/min bolus dose g 24 hr 6 hrs and continue
after 3 hrs begin
e bolus doses
infusion at 50 mcg/hr
doses
3
* If goal not met in 3
If goal not met in 15 :
4 min, bolus with 0.5 hrf\rzea?::lt?fﬂilr:{lg 6
If pain not controlled mg/kg and increase alis dnsng
in 1 hr bolus with infusion by
current rate and 10mcgfkg/min q 15 l
increase infusion 25 min to max of If goal not met in 24
sl 1Kimag/ipimin hrs begin infusion at
2mg/hr and continue
bolus doses pm

A

If goal not met in 1
hr increase infusion
by 1 mg/hr and
continue bolus
doses prn

Consider contributions of pain and delirium to agitation

Sedation or analgesia protocol for mechanical ventilation.



Richmond Agitation Sedation Scale (RASS) a

Clinical Status RASS
Combative 4
Very agitated 3
Agitated 2
Anxious 1
Alert, calm 0
Maintain eye contact > 10 sec. -1
Maintain eye contact < 10 sec. -2
Eye opening, no contact -3
Eye opening with stimuli only -4

Unresponsive -5



RASS&E—% %E_& "17‘ it\ (Richmond Agitation-Sedation Scale)
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ABCDE Bundle

Society of Critical Care Medicine (SCCM) 2013 42nd Critical Care Congress
Crit Care Med. 2013 JAN;41(1).263-306

O Awakening @ ¥ ¥TXS4LEHEE 4 B EAF X Lk -
=x (Daily Interruption of Sedatives, DIS)

O Breathing : ;&g * ¥ SRR F B 2 FR
(SBT)

O Coordination : o ZEIZEF 2 e e LR fFF X LA F
BA+B

O Delirium : & * ICDSCz CAM-ICU® & %71 & &
#l(Monitor) s 4 44 ;% 7 1 fai 5 (Management

P

)
O Exercises* Early rehabilitation = §m 4 5 # 4R i



Nutritional Support of the
Trauma Patient

J Trauma. 2008;65:1520 —1528
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Nutrition Support Flow Chart

Shou!d this p-a!icnl —— No —p
receive nutrition
support?

(n

Ongoing monitoring of
need for nutrition support

- F“_’" imcm] R No — | Reassess daily for Enteral
UEHON S stared? Nutrition eligibility |4
2 )
Yes L

If unable to start Enteral
Nutrition by 5 days

5
Is there a i
contraindication to
gastric feeding?
3)
: Yes No —*
Institute Post- Institute Gastric Feeding
Pyloric Feeding (6)
(7)
No
Is rate 250%
goal within 48
hours?
(8)
Y
Is rate =50% at
7 days?
) y

Parenteral
T No nutrition
Yes (10)
A 4

*  Increase to achieve & maintain goal rate

Nutrition support flow chart.




Nutritional Flow Chart Legend

i EERETRT2hrs A3 ¥ EHE Y &
frequent interruptions for operative procedures
shock

ongoing massive resuscitation

O 00O

intestinal discontinuity




Nutritional Flow Chart Legend

1.

after 5 days, if enteral support not started or
unsuccessful, parenteral nutritional support
started

gastric feeding started at 25 mL/hr and residual
volume measured g4h, rate advanced by 25
mL/hr g8h until goal rate reached, in absence of
iIntolerance

nasojejunal tube or jejunostomy feeding indicated
when gastric feeding contraindicated or

intolerance (50% of goal rate not been achieved
by 48 hrs)




Glycemic control and intensive
insulin therapy in critical iliness

UpToDate: May 29, 2018
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Glycemic control in critical trauma patients

compared to normoglycemic patients, hyperglycemic
patients had a significantly increased mortality rate
(26% vs 12%) and incidence of nosocomial infection
(52% vs 32%)

Admission hyperglycemia is predictive of outcome in critically ill trauma patients.
J Trauma. 2005 Jul;59(1):80-3



Glycemic control in critical iliness

Leuven surgical trial: 1548 surgical ICU patients
IIT (intensive insulin treatment): = #% & 80~110 mg/dL
conventional glucose control: = #& & 180~200 mg/dL

o ICU mortality lower in lIT (4.6% vs 8%)

o Hospital mortality lower in lIT (7.2% vs 10.9%)

o Hypoglycemia (x # & <40 mg/dL) frequent in lIT

(5.1% vs 0.8%)

Intensive insulin therapy in critically ill patients.
N Engl J Med. 2001;345(19):1359-67




Glycemic control in critical iliness

NICE-SUGAR trial: 6104 medical and surgical ICU patients
IIT: & 4 & 81~108 mg/dL
conventional glucose control: = #& & <180 mg/dL
o lower blood glucose in lIT (115 vs 144 mg/dL)
o higher 90 day mortality in lIT (27.5% vs 24.9%, OR
1.14, 95% CI1 1.02-1.28)
o higher incidence of severe hypoglycemia (= # &
<40 mg/dL) in lIT (6.8% vs 0.5%)

Intensive versus conventional glucose control in critically ill patients.
N Engl J Med. 2009;360(13):1283-97




Glycemic control in critical iliness

NICE-SUGAR trial: subgroups
0 2232 operative patients

higher mortality in IIT (24.4% versus 19.8%, OR
1.31, 95% CI 1.07-1.61)

0 315 traumatic brain injury (TBI) patients

no differences in long term (24 month) neurologic
outcome (ITT vs conventional therapy: 60% vs 53%)

mortality (21% vs 23%)

Intensive versus conventional glucose control in critically ill patients with traumatic brain injury:
long-term follow-up of a subgroup of patients from the NICE-SUGAR study.

Intensive Care Med. 2015 Jun;41(6):1037-47




Intensive insulin therapy in critical
IlIness

o recommended blood glucose target of 140 to 180
mg/dL in most critically ill adult patients, rather than
a more stringent target (80 to 110 mg/dL) or a more
liberal target (180 to 200 mg/dL)

O avoid use of intravenous fluids that contain glucose
and administer insulin (except young children)

O using insulin infusions and intermittent short-acting
iInsulin to avoiding prolonged hypoglycemia

o careful monitoring of blood glucose is mandatory

O once acute iliness resolved, transitioning to longer-
acting insulin in the ICU patients (enterally fed)




&

Why is sepsis resuscitation not more like trauma resuscitation?
Should it be?

J Trauma Acute Care Surg. 2015;79(4):669—-677.

l

Figure 2. Resuscitation priorities in trauma.

- _—

Figure 1. Resuscitation priorities in sepsis.



Clinical state and circumstances

Patients' preferences Research evidence
and actions BM] VOLUME 324 8 JUNE 2002

\Evidence does not make decisions, people do
We supply evidence, you make the decisions.

The experience of the clinical practice guideline movement has shown that it is nearly
impossible to make recommendations that are appropriate in every situation.

Clinical Evidence- BMJ Publishing Group






