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Clam Shell Incision 

• Male: Just Below 
Nipple line 

• Female: Infra-
mammary fold incision 

 



Better access to the 
great vessel origins 
and apices  







The apex and intercostals can be very tricky…. 



http://www.trauma.org/index.php/main/image/208/




Resuscitative Thoracotomy outcomes 



Resuscitative Thoracotomy 
complications 

• One handed ICM technique: fracture of ventricle 
with thumb 

• Using the coronary artery as a buttress to a 
suture of cardiac laceration  

• Incorporating the pulmonary hilum into the 
division of inferior pulmonary ligament 

• Clamping the aorta and then over resuscitating 
• Cardiac arrest on primary closure of cavity 
• Retained haemothorax: empyema 
• Health care worker injury 
 

 





Command huddle 
Injured Patient  

CT Operating 
Theatre 

Ward 
HDU/ICU 
Discharge/ 
Repatriation 
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If clinical 
evidence of 
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complication 

Hybrid 
Theatre ? 
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Does CT save lives? 

Huber-Wagner S et al. Lancet 2009; 373: 1455-1461 

 
Catastrophic haemorrhage needs immediate treatment despite uncertainty to 
CNS lesion 
 
Which cavity first? 

Vital for SNOM, IR and neurosurgcial decision making 



Injuries probably requiring OT first 

• GSW chest/abdm, SBP 70, clamp on T. Aorta 

• Blast – lower limbs blown off, torso/ abdm 
fragmentation wounding, Fast +ve, massive 
transfusion ongoing 

• Jumped 50ft from building CPR ongoing 

• Paedestrian vs car at 40mph, SBP 70, Chest drain 
blood 

• Precordial stab CPR 10mins 



1. Let OT know 
2. Cell Salvage 
3. Turn off the laminar flow 
4. Turn the OT temp to max 
5. Buy a: 

If going to the OT 



Should we do DCS? 

• Operative strategy that sacrifices completeness for the immediate 
surgical repair in order to address the consequences of the double hit 
of the injury and then added surgery* 

• Indications 

– ISS >25 

– SBP <70mmHg 

– Core temp <34oC 

– pH <7.1 

• Rationale 

– Must be done promptly 

– Prevent further spiral in to lethal triad 

*Midwinter. JR Army Med Corps; 155: 323 

Coagulopathy 

Hypothermia Acidosis 



DCS indication 

Waibel et al. Damage control in trauma and abdominal sepsis. Crit Care Med 2010 38:S421-430  



What I’m thinking 

• How sick is this patient? 

• How much blood can the patient lose in this 
environment? 

• Which surgical strategy is going to most 
benefit the patients physiology over the next 
24hrs? verses which surgical strategy is going 
to provide the least morbidity? 

• Which surgical strategy is going to fail best? 







The Trauma “WHO” SNAP Brief SIT –REPS (every 10-30mins) 

1. Command Huddle 
(STOP or GO): Gen Surg/ 

Ortho/ Anaesth/ ED/ IR 

Patient identification S – SBP (and surgical progress) 

2. SNAP Brief Clinical/Ix findings, Surgical 
Plan (A,B,C..), duration of 
surgery proposed 
 

T – Temp (and time) 

3. SIT REPS Anaesthetic brief see STACK 
 

A – Acidosis/ BE 

4. Debrief C - Coagulation 

K – Kit (including blood 
products used, rate and 
requested) 

Communication in DCR/DCS 



Still Bleeding.  Where from? 


