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WHAT TO DO ?



FOLLOW THE GUIDELINE !



JTS CPG RDCR



WHAT TO DO ? 



TRAIN HOW YOU WISH TO FIGHT 

BESAUSE YOU WILL

FIGHT HOW YOU TRAINED



CLINICAL JUDGEMENT       

Physiology

Experience

Risk

Critical thinking 

Evidence

PEER Model



REASON

Physiology

Evidence

Experience

Risk



IN MODERN TIMES

BIAS - IATROGENIC BLINDNESS 



THE 2 GOLDEN RULES OF MEDICINE 

First – Do no harmDo something

Clinical judgement 

Conservative Aggressive

Risk of Pathology Risk of Procedure 



PREVENTING IATROGENIC HARM

The greater the possibility of harm 
the more conservative the approach

Know - watch - & offset the risks 



EVIDENCE

Physiology

Evidence

Experience

Reason



Iatrogenic
Iatrogenic:

RSI & PPV

Morphine

Systemic 
Cellular 

Hypoxia
(O2 Debt)

Insult
Blood Volume

Tissue Injury

Low flow 

& 

DO2

Coagulopathy

Hypothermia

Acidosis 

Inflammatory 
Response

Endothelialopathy

 

Trauma Induced 
Coagulopathy

Compounded by:

• Injury

• Physiological ability

• Genetics

Hem Shock Model



SHOCK DEF: DO2 ≠ VO2 – SYSTEMIC HYPOXIA 

DO2 Equation 



DO2

DO2

Oxygen delivery = cardiac output × arterial oxygen content 

Oxygen load 

O2
O2

O2
O2O2

O2

O2 O2

DO2 Volume pumped



COMPONENTS OF CO

CO = VR

Volume
Respiratory pump
Musculovenous pump
Venous resistance 

HEMODYNAMIC RESUSCITATION

FLUID DYNAMICS 

RSI & PPV



OXYGEN DYNAMICS 

DO2 Equation 



HEMOGLOBIN 



460
CO 2,5 Hb 14

1:1:1
CO 3, Hb 9

413 Transfusing WB
CO 3, Hb 13

551 1103
Normal
CO 6, Hb 14



COAGULATION DYNAMICS

• Clotting cascade activation – Thrombin generation

• Endothelium activation – Glycocalyx shedding

• Hyperfibrinolysis (Subclinical v Clinical) Sever hypoxia 

• Fibrinogen consumption

• Platelet dysfunction (Activate / consumed / depleted)



COAGULATION

HEMOSTATIC RESUSCITATION



TREATMENT OF HEMORRHAGIC SHOCK

STOP 
BLEEDING Fluid 

Dynamics

O2 
Dynamics 

Clotting
Dynamics

Balanced 
Transfusion

LTOWB



TRANSFUSION RISK

Evidence of the absence of harm



HEM SHOCK
IMPOSTERS 

Tension Pneumothorax

Vasovagal Reaction

Cardiac Tamponade

Isolated TBI



TENSION PNEUMOTHORAX 

91%

8%1%

PS Injury

HEM AIRWAY TPX

Rare 

High Failure Rate



TCCC TEACHING 



EVIDENCE

Physiology

Evidence

Experience

Reason



POOR EVIDENCE 



EXPERIENCE

Physiology

Evidence

Experience

Reason



IN TRAINING 

• Know risks 

• Know how to avoid  risks 

• Know right 

• Know wrong 

• Actions on wrong 



EXPERIENCE
ENVIRONMENTAL COMPLEXITY

Increasing Environmental Complexity

Decreasing technical and cognitive  complexity



CLINICAL JUDGEMENT – CRITICAL THINKING  

Physiology

Experience

Risk Evidence



QUESTIONS 

Don’t be blind to the iatrogenic pathology of your interventions
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