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WTA MISSION STATEMENT

The Western Trauma Association is committed to the
improvement of trauma care through research, education,
sharing of clinical experiences, and the development of
physicians of all specialties who are involved in the care of
trauma patients. The goals of the Association are not only the
intellectual growth attained through increased knowledge, but
also the emotional growth attained through camaraderie and
interaction with family and friends in an environment conducive
to winter sports.
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AGENDA-AT-A-GLANCE

SUNDAY, MARCH 1

3:00-7:00 pm Registration/Exhibits Huntley
5:00-7:00 pm Welcome Reception Huntley Dining
5:00-7:00 pm Kids’ Welcome Reception Lonepeak
Playhouse
7:00-8:00 pm Past President Meeting Lamar/Gibbon
MONDAY, MARCH 2
6:30-9:00 am Registration/Exhibits Upper/ Lower Atrium
6:30-8:30 am Attendee Breakfast Lake/Canyon
7:00-9:00 am Scientific Session 1 Missouri
7:00-9:00 am Friends & Family Breakfast Huntley Dining
3:00-4:00 pm WTA Board Meeting Lamar/Gibbon
3:30-6:00 pm Registration/Exhibits Upper/ Lower Atrium
4:00-6:00 pm Scientific Session 2 Missouri
6:00-7:00 pm Multicenter Trials Meeting Missouri
6:15-7:30 pm Trainee Reception Dunraven
6:15-7:30 pm New Member/Initiate Lamar/Gibbon
Reception
TUESDAY, MARCH 3
6:30-9:00 am Registration/Exhibits Upper/ Lower Atrium
6:30-8:30 am Attendee Breakfast Lower Atrium
7:00-9:00 am Scientific Session 3 Missouri
7:00-9:00 am Friends & Family Breakfast Huntley Dining
10:00 am WTA Off Piste Society (Extra $$) Kircliff
3:00-4:00 pm Violence Prevention Cmte Mtg Lamar/Gibbon
3:30-6:00 pm Registration/Exhibits Upper/ Lower Atrium
4:00-6:00 pm Scientific Session 4 Missouri
6:15-7:30 pm WTA President’s Reception (by ~ Umbrella Bar

invitation only)
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AGENDA-AT-A-GLANCE

WEDNESDAY, MARCH 4

6:30-9:00 am Registration/Exhibits Upper/ Lower Atrium
6:30-8:30 am Attendee Breakfast Lake/Canyon
7:00-9:00 am Scientific Session 5 Missouri
7:00-9:00 am Friends & Family Breakfast Huntley Dining
10-00 - NOON Ski Race Hangman
11:30-1:30 pm Mountain Picnic Huntley Dining
3:00-4:00 pm Publications Committee Mtg Lamar/Gibbon
3:30-6:00 pm Registration/Exhibits Upper/ Lower Atrium
4:00-6:00 pm WTA Book Club Cheyenne
4:00-5:05 pm Scientific Session 6 Missouri
5:05-6:00 pm WTA Business Meeting Missouri
6:30-8:00 pm  WTA Family Night: Enchanted Enchanted
Forest (Ticket Required) Forest
THURSDAY, MARCH 5
6:30-9:00 am Registration/Exhibits Upper/ Lower Atrium
6:30-8:30 am Attendee Breakfast Lake/Canyon
7:00-9:00 am Scientific Session 7 Missouri
7:00-9:00 am Friends & Family Breakfast Huntley Dining
10:00 am WTA Off Piste Society (Extra $$) Nordic Center
3:00-4:00 pm Algorithms Committee Mtg Lamar/Gibbon
3:00-6:00 pm Registration/Exhibits Upper/ Lower Atrium
4:00-6:00 pm Scientific Session 8 Missouri
6:30-9:30 pm Kids’ Farewell Party Lonepeak
7:00-9:30 pm  Awards Night Vista Hall
FRIDAY, MARCH 6
6:30-10:15 am Registration Lower Atrium
6:30-8:30 am Attendee Breakfast Lake/Canyon
7:00-10:15 am Scientific Session 9 Missouri
7:00-9:00 am Friends & Family Breakfast Huntley Dining

Western Trauma Association



AGENDA

SUNDAY, MARCH 1, 2026

3:00pm - REGISTRATION OPEN

7:00pm  Sunken Lobby outside Huntley Dining Room (Huntley
Lodge)

5:00pm - WELCOME RECEPTION

7:00pm  Huntley Dining Room (Huntley Lodge)

5:00pm - KIDS WELCOME RECEPTION
7:00pm Lone Peak Playhouse (Snowcrest Lodge)
For kids age 3 (& potty trained) to 12

7:00pm - PAST PRESIDENTS MEETING
8:00pm Lamar/Gibbon (Conference Center)
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AGENDA

MONDAY, MARCH 2, 2026

6:30am -
9:00am

REGISTRATION OPEN
Upper Atrium (Conference Center)

6:30am -
9:00am

EXHIBITS OPEN
Lower Atrium (Conference Center)

6:30am -
8:30am

ATTENDEE BREAKFAST
Lake/Canyon (Conference Center)

7:00am -
9:00am

FRIENDS & FAMILY BREAKFAST

Huntley Dining Room (Huntley Lodge)

Vouchers needed if not staying in Huntley, Shoshone
or Village Center

7:00am -
9:00am

SCIENTIFIC SESSION 1

Moderator: Krista Kaups, MD, MSc

Missouri Ballroom (Conference Center)

(EY) Earl G. Young Clinical Research

(EM) Ernest E. Moore Basic Science Research

7:00am -
7:20am

1. VALIDATION OF A SAFE VOLUMETRIC CUT-OFF FOR P
OBSERVATION OF TRAUMATIC HEMOTHORAX: A

WESTERN TRAUMA ASSOCIATION MULTICENTER

STUDY (EY)

Anna Tatakis MD, WTA Multicenter Trials, Milwaukee,

WA

7:20am -
7:40am

2. AN IN VIVO ASSESSMENT OF GREEN PLASMA: THE P,
POTENTIAL HEMOSTATIC SUPERIORITY OF A ﬁ
CURRENTLY DISCARDED BLOOD PRODUCT (EM)

James Williams MD, Unif of Texas Health Science Ctr-
Houston/McGovern Med School, Houston, TX

7:40am -
8:00am

3. STRONGER THAN TXA, FASTER THAN THE OR: P
NUMBER NEEDED TO TREAT ANALYSIS FOR GROUND é
PREHOSPITAL BLOOD IN HEMORRHAGIC SHOCK (EY)
Alyscia Severance MD, University of Mississippi

Medical Center, Jackson, Mi

8:00am -
8:20am

4. FEASIBILITY OF ENHANCED RECOVERY AFTER P
TRAUMA SURGERY (EY) é
Margot Knight DO, Mount Sinai Hospital Chicago,

Chicago, IL

Western Trauma Association



AGENDA

8:20am -
8:40am

5. MOBILE LIFELINE: THE IMPACT OF WHOLE BLOOD P
BEFORE THE HOSPITAL DOORS (EY) ﬁ
Courtney Meyer MD, Grady Memorial Hospital,

Atlanta, GA

8:40am -
9:00am

6. ADVANCED TRAUMA LIFE SUPPORT GUIDELINE P
COMPLIANCE AND MORTALITY IN PENETRATING

TRAUMA TRANSFERS: AN ALL-OR-NOTHING EFFECT

(EY)

Harvey Lewis Il MD, Univ of Chicago Med, Chicago, IL

3:00pm -
4:00pm

WTA BOARD MEETING
Lamar/Gibbon (Conference Center)

3:30pm -
6:00pm

REGISTRATION OPEN
Upper Atrium (Conference Center)

3:30pm -
6:00pm

EXHIBITS OPEN
Lower Atrium (Conference Center)

4:00pm -
6:00pm

SCIENTIFIC SESSION 2

Moderator: Michaela West, MD, PhD
Missouri Ballroom (Conference Center)

(EY) Earl G. Young Clinical Research

(EM) Ernest E. Moore Basic Science Research

4:00pm -
4:20pm

7. REDUCTIONS IN PTSD SYMPTOM CLUSTERS P
AMONG PERINATAL AND POSTNATAL SURVIVORS OF
INTIMATE PARTNER VIOLENCE PARTICIPATING IN THE
HEARTBEATS PROGRAM (EY)

Matthew Wishnoff MD, Virginia Commonwealth

University Health, Richmond, VA

4:20pm -
4:40pm

8.PEPTIDYL ARGININE DEIMINASE 2 (PAD2) P
INHIBITION IS ASSOCIATED WITH ACUTE AND LONG- é
TERM BENEFITS IN A MURINE MODEL OF TRAUMATIC
BRAIN INJURY (EM)

Zaiba Shafik Dawood MD, Northwestern University,
Chicago, IL

4:40pm -
5:00pm

RESPONSE TO TRAUMA MEDICAL HOME
INTERVENTION (EY)

Saba llkhani MD, MPH, Univ of Wisconsin School of
Medicine & Public Health, Madison, Boston, MA

9. SOCIOECONOMIC AND GEOGRAPHIC VARIATION IN %
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5:00pm -
5:20pm

10. PLATELET STORAGE LESION UNDERLIES P
CHANGES IN PAI-1 ACTIVITY DURING WHOLE BLOOD é
STORAGE (EM)

Elizabeth Maginot MD, University of Nebraska

Medical Center, Omaha, NE

5:20pm -
5:40pm

11. TO REPEAT OR NOT TO REPEAT: THE INCIDENCE P
OF PSEUDOANEURYSM IDENTIFICATION IN AN é
INTERVAL IMAGING PRACTICE MANAGMENT

GUIDELINE FOR BLUNT SPLENIC INJURY (EY)

Saeram Oh MD, East Carolina Univ, Greenville, NC

5:40pm -
6:00pm

12. EARLY TRANEXAMIC ACID (TXA) ADMINISTRATION P
MITIGATES PLATELET RECEPTOR SHEDDING AND ﬁ
IMPAIRED PLATELET FUNCTION AFTER IN VITRO
CATECHOLAMINE EXPOSURE (EM)

Vanessa Anunobi MD, Wayne State University School

of Medicine, Detroit, M|

6:00pm -
7:00pm

WTA MULTICENTER TRIALS MEETING
Missouri Ballroom (Conference Center)

6:15pm -
7:30pm

11t ANNUAL TRAINEE RECEPTION
Dunraven/Obsidien (Conference Center)

Open to all registered Fellows in Training, Residents
& Medical Students

6:15pm -
7:30pm

3rd ANNUAL NEW MEMBER/ MEMBER INITIATE
RECEPTION

Lamar/Gibbon (Conference Center)

Open to all registered New Members (within the last
5 years) & Member Initiates

Western Trauma Association
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TUESDAY, MARCH 3, 2026

6:30am -
9:00am

REGISTRATION & EXHBITS OPEN
Upper & Lower Atrium (Conference Center)

6:30am -
8:30am

ATTENDEE BREAKFAST
Lake/Canyon (Conference Center)

7:00am -
9:00am

FRIENDS & FAMILY BREAKFAST

Huntley Dining Room (Huntley Lodge)

Vouchers needed if not staying in Huntley, Shoshone
or Village Center

7:00am -
9:00am

SCIENTIFIC SESSION 3

Moderator: Anne Rizzo, MD

Missouri Ballroom (Conference Center)

(EY) Earl G. Young Clinical Research

(EM) Ernest E. Moore Basic Science Research

7:00am -
7:20am

13. VALIDATION OF THE HOLLOW VISCUS INJURY
PREDICTION SCORE IN PATIENTS SUSTAINING NON-
MOTOR VEHICLE COLLISION BLUNT ABDOMINAL
TRAUMA (EY)

Peter Nguyen MD, UCI, Irvine, CA

7:20am -
7:40am

14. THE LONG ROAD HOME: A WESTERN TRAUMA
ASSOCIATION MULTICENTER STUDY OF PATIENT
PREFERENCES AND RISK TOLERANCE IN THE
REGIONALIZATION OF ACUTE CARE SURGERY (EY)
Corey Ambrose MD, Univ of Southern California / Los
Angeles General Medical Ctr, Los Angeles, CA

7:40am -
8:00am

15. TRAUMA, HEMORRHAGE, AND THE HILUM:
DEFINING PROLONGED PULMONARY HILAR
CONTROL IN A SWINE MODEL (EM)

Thomas McKinley MD, Eisenhower Army Medical
Center, Ft Eisenhower, GA

8:00am -
8:20am

16. IMPLEMENTING A WHOLE BLOOD PROGRAM IN A
RURAL TRAUMA SYSTEM: UTILIZATION, WASTE AND
COST ANALYSIS (EY)

Fouad Saeg MD, Robert Packer Hospital/Guthrie
Clinic, Athens, PA

8:20am -
8:40am

17. CRACKING THE CODE OF ENDOTHELIOPATHY OF
TRAUMA (EM)

Chavi Rehani MD, University of Maryland, Baltimore,
MD
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AGENDA

8:40am - 18. INDUSTRY PAYMENTS FURTHER OBFUSCATETHE P

9:00am APPROPRIATE USE OF RIB PLATING (EY) é
Omar Zein MD, UPMC Mercy, Pittsburgh, PA

3:00pm - VIOLENCE PREVENTION COMMITTEE MEETING

4:00pm Lamar/Gibbon (Conference Center)

3:30pm - REGISTRATION & EXHBITS OPEN
6:00pm  Upper & Lower Atrium (Conference Center)

4:00pm - SCIENTIFIC SESSION 4
6:00pm Moderator: Jennifer Watters, MD
Missouri Ballroom (Conference Center)

4:00pm - 19. PANEL: HUMANITARIAN SURGERY OR GLOBAL P
4:40pm HEALTH é
Panelists: Geoffrey Anderson, Warren Dorlac, Krista
Kaups
Moderator: Kenji Inaba
4:40pm - 20. FAMILY ABSTRACT: FELLOWSHIP OF THE SLOG: P
4:50pm ONE DOES NOT SIMPLY WALK TO CAPE WRATH é
John Kuckelman DO, WTA Family, Tacoma, WA

4:50pm - 21. FAMILY ABSTRACT: WTA FELLOWSHIP BEYOND P
5:00pm THE SNOW é
Roxie Albrecht MD, WTA Family, Oklahoma City, OK
5:00pm - 22. PRESIDENTIAL ADDRESS: WHERE WE COME P
6:00pm FROM AND WHAT WE CARRY FORWARD: @
REFLECTIONS ON A SURGICAL LIFE
Krista L. Kaups, MD, MSc, UCSF, Fresno, CA
6:15pm - PRESIDENT’S RECEPTION
7:30pm  Umbrella Bar (next to the Summit Lodge)
By Invitation Only
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AGENDA

WEDNESDAY, MARCH 4, 2026

6:30am -
9:00am

REGISTRATION & EXHIBITS OPEN
Upper & Lower Atrium (Conference Center)

6:30am -
8:30am

ATTENDEE BREAKFAST
Lake/Canyon (Conference Center)

7:00am -
9:00am

FRIENDS & FAMILY BREAKFAST

Huntley Dining Room (Huntley Lodge)

Vouchers needed if not staying in Huntley, Shoshone
or Village Center

7:00am -
9:00am

SCIENTIFIC SESSION 5
Moderator: Mark Seamon, MD
Missouri Ballroom (Conference Center)

7:00am -
7:20am

TRAUMATIC BRAIN INJURY: IS THERE BENEFIT IN
PATIENTS WITH FIBRINOLYTIC SHUTDOWN?
Jeffrey Barletta Pharm.D., HonorHealth John C
Lincoln Medical Center, Phoenix, AZ

23. TRANEXAMIC ACID IN PATIENTS WITH Eé

7:20am -
7:40am

INJURY IN OLDER ADULTS: A MULTI-CENTER
EVALUATION OF A PROSPECTIVE DATABASE
Dagmawi Demessie MD, MS, Multicenter abstract,
New Orleans, LA

24. STROKE AFTER BLUNT CEREBROVASCULAR %

7:40am -
8:00am

25. SUCTION VERSUS WATER SEAL FOR INITIAL P
TREATMENT OF TRAUMATIC PNEUMOTHORAX (SEAL é
IT): APRAGMATIC CLUSTER-RANDOMIZED TRIAL OF

CHEST TUBE MANAGEMENT

Eric Yeates MD, Vanderbilt University Medical Center,
Nashville, TN

8:00am -
8:20am

26. EARLY POSTOPERATIVE IMAGING AFTER P
TRAUMATIC BLADDER REPAIR REDUCES CAUTI

RATES, CATHETER DURATION, AND HOSPITAL STAY
WITHOUT AN INCREASED URINARY LEAK RATE

Tyler Holliday MD, Univ of Maryland Baltimore, MD

8:20am -
8:30am

27. CASE REPORT: FIRST-IN-HUMAN USE OF Pg
RESQFOAM SELF-EXPANDABLE INTRA-ABDOMINAL
FOAM WAS SAFE AND FEASIBLE

William Hewgley MD, Univ of Alabama at

Birmingham, Univ of Cincinnati, Birmingham, AL
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8:30am -
9:00am

28. FOUNDERS’ BASIC SCIENCE LECTURE: SOLVING Pg
THE PLATELET PROBLEM: THE INNOVATION BASIS OF
THERAPY

Macky Neal, MD, FACS

10:00am
12:00pm

WTA SKI RACE (PRE-REGISTRATION REQUIRED)
Hangman (Access from Ramcharger 8)

11:30am
-1:30pm

WTA MOUNTAIN PICNIC (come anytime)
Huntley Dining Room

3:00pm -
4:00pm

PUBLICATIONS COMMITTEE MEETING
Lamar/Gibbon (Conference Center)

3:30pm -
6:00pm

REGISTRATION & EXHIBITS OPEN
Upper & Lower Atrium (Conference Center)

4:00pm -
5:05pm

SCIENTIFIC SESSION 6
Moderator: Kenji Inaba, MD
Missouri Ballroom (Conference Center)

4:00pm -
4:15pm

29. ALGORITHM 1: GERIATRIC TRAUMA TRIAGE
Natasha Keric, MD

4:15pm -
4:30pm

30. ALGORITHM 2: PROVISION OF PALLATIVE CARE
Jen Hartwell, MD

4:30pm -
4:45pm

31. ALGORITHM 3: LUNG INJURY
Ally Hynes, MD

4:45pm -
5:05pm

32. INTRAVENOUS ACO1 SIGNIFICANTLY IMPROVES
MOTOR FUNCTION AFTER SPINAL CORD INJURY IN
RATS

Jay Uppuluri, UC Davis Department of Surgery,
Sacramento, CA

Ele Ble| [Ble| Ele

5:05pm -
6:00pm

WTA BUSINESS MEETING: MEMBERS ONLY
Missouri Ballroom (Conference Center)

4:00pm -
6:00pm

WTA BOOK CLUB
Cheyenne

6:30pm-
8:00pm

FAMILY NIGHT: ENCHANTED FOREST
Enchanted Forest

Must have ticket to attend

Hot chocolate & cookies will be available at the
entrance of the Enchanted Forest
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AGENDA

THURSDAY, MARCH 5, 2026

6:30am -
9:00am

REGISTRATION & EXHIBITS OPEN
Upper & Lower Atrium (Conference Center)

6:30am -
8:00am

ATTENDEE BREAKFAST
Lake/Canyon (Conference Center)

7:00am -
9:00am

FRIENDS & FAMILY BREAKFAST

Huntley Dining Room (Huntley Lodge)

Vouchers needed if not staying in Huntley, Shoshone
or Village Center

7:00am -
9:00am

SCIENTIFIC SESSION 7
Moderator: Ed Rutherford, MD
Missouri Ballroom (Conference Center)

7:00am -
7:20am

33. WALKING THE DOG: RANDOMIZED CROSSOVER P
TRIAL OF A NOVEL AND EFFECTIVE INTERVENTION TO
ENHANCE TRAUMA PATIENT MOBILITY

Jessica Borzansky BSN Student, Univ of Kentucky;

Univ of Southern California, Lexington, KY

7:20am -
7:40am

BURDEN AND CLINICAL OUTCOMES IN TRAUMA
Sabri Conde-Yassin M.Sc, Virginia Tech Carilion
School of Medicine / Carilion Clinic, Roanoke, VA

34. BUPRENORPHINE ANALGESIA ON OPIOID P§

7:40am -
8:00am

35. FROM DISPATCH TO DECISION: ACHIEVING P
HUMAN LEVEL PERFORMANCE IN TRAUMA TRIAGE ﬁ
WITH LARGE LANGUAGE MODELS

Brian Quaranto MD, SUNY at Buffalo Department of
Surgery, Buffalo, NY

8:00am -
8:20am

36. QUANTIFYING THE IMPACT OF CENTRALIZED EMS P
COORDINATION ON INTERFACILITY TRANSFER RATES

IN A RURAL STATE

Jeffrey Tabor NRP, BS, FACPE, University of Arkansas

for Medical Sciences, Little Rock, AR

8:20am -
8:40am

MULTICOMPARTMENTAL TRAUMA
Katie Bower, MD

37. ALGORITHM 4: MANAGEMENT OF Pg
i

8:40am -
9:00am

38. ALGORITHM 5: ABDOMINAL VASCULAR INJURY P
UPDATE é
Alicia Privette, MD / Raul Coimbra, MD

55th Annual Meeting - Big Sky, Montana 13



AGENDA

3:00pm - ALGORITHMS COMMITTEE MEETING
4:00pm Lamar/Gibbon (Conference Center)

3:30pm - REGISTRATION & EXHBITS OPEN
6:00pm  Upper & Lower Atrium (Conference Center)

4:00pm - SCIENTIFIC SESSION 8
6:00pm Moderator: Elizabeth Benjamin, MD, PhD
Missouri Ballroom (Conference Center)

4:00pm - 39. COMPUTED TOMOGRAPHY FOR PEDIATRIC P
4:20pm CERVICAL SPINE CLEARANCE @
Katie Russell MD, WTA Multicenter Trial, Salt Lake
City, UT
4:20pm - 40. TIME COURSE AND VARIABILITY IN POST- P
4:40pm CONCUSSIVE SYMPTOMS IN CHILDREN AND @
ADOLESCENTS HOSPITALIZED FOR TRAUMATIC
INJURIES WITH AND WITHOUT CONCOMITANT MILD
TRAUMATIC BRAIN INJURY: A WTA MULTICENTER
STUDY
Susan Biffl MD, Rady Children's Hospital UCSD, San
Diego, CA
4:40pm - 41. PANEL: MINIMALLY INVASIVE APPROACHES IN P
5:20pm TRAUMA SURGERY @
Panelists: Hasan Alam, Michael Cripps, Matthew
Martin
Moderator: Natasha Keric
4:40pm - 42. PAINT THE CEILING LECTURE: RETIRING THE P
5:20pm LOYAL SOLDIER: FINING JOY AND PURPOSE BOTH IN @
AND OUT OF THE HOSPITAL
Joseph A. Abate, MF, FACC
6:30pm- KIDS PARTY
9:30pm Lone Peak Playhouse (Snowcrest Lodge)

7:00pm- AWARDS NIGHT
9:30pm  Vista Hall (The Exchange Building)
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FRIDAY, MARCH 6, 2026

6:30am - REGISTRATION OPEN
10:15am Upper Atrium (Conference Center)

6:30am - ATTENDEE BREAKFAST
8:30am Missouri Ballroom (Conference Center)

7:00am - FRIENDS & FAMILY BREAKFAST

9:00am  Huntley Dining Room (Huntley Lodge)
Vouchers needed if not staying in Huntley, Shoshone
or Village Center

7:00am - SCIENTIFIC SESSION 9

9:00am Moderator: Bryan Collier, DO
Missouri Ballroom (Conference Center)

7:00am - 43. FILLING GAPS OR FILLING WALLETS? THE ROLE P§

7:20am OF THE FOR-PROFIT HOSPITAL IN THE AMERICAN
TRAUMA SYSTEM
Danby Kang MD, Boston University, Boston, MA
7:20am - 44. E-BIKES AND E-SCOOTERS ARE NOT BICYCLES P
7:40am OR MOTORCYCLES: THE CASE FOR A DEDICATED @
TRAUMA REGISTRY MECHANISM
Ana Reyes MD, MPH, University of Miami/Ryder
Trauma Center, Miami, FL

7:40am - 45. EVALUATING THE IMPACT OF PREHOSPITAL P
8:00am TOURNIQUET QUALITY ON OUTCOMES IN URBAN @
TRAUMA CARE
Meaghan Broderick MD, R Adams Cowley Shock
Trauma Center, Baltimore, MD
8:00am - 46. WHEN DOES 1:1 RESUSCITATION REALLY Pg
8:20am MATTER? AN ANALYSIS OF 4,858 PATIENTS FROM
FOUR TRAUMATIC HEMORRHAGE STUDIES
Thomas Clements MD, Multicenter abstract,
Houston, TX
8:20am- BREAK
8:35am  Lower Atrium (Conference Center)

55th Annual Meeting - Big Sky, Montana 15
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8:35am-
10:15am

SCIENTIFIC SESSION 10
Moderator: Jasmeet Paul, MD
Missouri Ballroom (Conference Center)

8:35am -
8:55am

47. NORMOTENSION SAVES LIVES: CHALLENGING Pg
PERMISSIVE HYPOTENSION IN THE PREHOSPITAL
BLOOD ERA

Juan Duchesne MD, MedStar Georgetown University,
Washington, DC

8:55am -
9:15am

48. AGE-DEPENDENT SALVAGEABILITY OF Pg
EMERGENCY DEPARTMENT THORACOTOMY DEFINED
BY MECHANISM AND SIGNS OF LIFE

Riddhi Mehta MD, Westchester Medical Center,

Valhalla, NY

9:15am -
9:35am

49. WHOLE BLOOD FOR TRAUMA RESUSCITATION: A Pg
COST-DOMINANT STRATEGY TO REDUCE
COMPLICATIONS

Zihuang Zhang MPH, Tulane University School of

Medicine, New Orleans, LA

9:35am -
9:55am

50. COOLER BY COOLER - ARTIFICIAL INTELLIGENCE Pg
FORECASTING TRANSFUSION DEMAND AND
VOLUMES IN TRAUMA

Allan Stolarski MD, MS, University of Pennsylvania,
Philadelphia, PA

9:55am -
10:15am

ANGIOEMBOLIZATION IN THE MANAGEMENT OF
PELVIC FRACTURE RELATED HEMORRHAGE? A
MULTICENTER AAST STUDY

Kyle Campbell DO, Multicenter, Dallas, TX

51. IS THERE A ROLE FOR PROPHYLACTIC PELVIC Pi

16
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PRESIDENT’S WELCOME

Dear WTA Members, Friends, and Guests,

“Montana, Big Sky Country”—what a spectacular place to gather
for the 55th Annual Meeting of the Western Trauma Association.
For many of us, the wide-open landscapes, crisp mountain air,
and sweeping views from Lone Peak feel like a deep breath we
didn’t know we needed. Our meeting reminds us why time
together in education and recreation matters.

We hope you’ll enjoy the full slate of social events, and as always,
we've planned plenty of fun for our youngest WTA adventurers,
including the Kids Welcome Party, Family Night in the Enchanted
Forest and the Thursday evening Kids Goodbye Party.

Kenji Inaba and the program committee have crafted an
outstanding scientific program, with 51 presentations including
18 trainee abstracts competing for the Gene Moore and Earl
Young Awards. The Algorithm Committee (led by Deb Stein) will
guide us through four new and one updated algorithm — our
signature contributions to trauma care. We also look forward to
two family abstracts in keeping with the WTA’s values and shared
fellowship. The panel presentations will examine the role of
international surgery - and also robotic surgery - in caring for
trauma patients.

Our Founder’'s Basic Science Lecture will be delivered by Dr.
Matthew (Macky) Neal, well-known as a trauma surgeon and
renowned scientist and collaborator on Solving the Platelet
Problem: The Innovation Basis of Therapy. And our Paint the
Ceiling lecturer, Joe Abate, MD, will talk with us about Retiring the
Loyal Soldier: Finding Joy and Purpose Both In and Out of the
Hospital.

55th Annual Meeting - Big Sky, Montana 17



PRESIDENT’'S WELCOME

Following the success of last year’'s inaugural WTA Off Piste
Society (for those who prefer snowy adventures without downhill
skis or boards), more pursuits are being offered. Planned group
activities include Nordic skiing and sightseeing via the new
Explorer Gondola and Kircliff Experience.

We look forward to welcoming our Member Initiates and newer
Members at our 3 Annual New Member/Member Initiate
Reception as well as a separate 11t Annual Trainee Reception
on Monday evening. We're anticipating some great downhill
competition on Wednesday morning ahead of the Picnic.

As always, the Western Trauma Foundation relies on your support
to sustain our mission and strengthen the programs that serve
our community. Every contribution—of any size—helps ensure we
can continue this work and continue to invest in the organization.

It has been a great privilege to serve as your President. The WTA
is truly unique: a family bound by science, friendship, and shared
purpose. The defining features of this meeting are the opportunity
to learn together, spend time outdoors, and strengthen the
camaraderie that lies at the heart of the WTA.

Warmly,

Krista Kaups
WTA 2025-2026 President
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ACCREDITATION

Western Trauma Association (WTA)
WTA 55th Annual Meeting

Live March 1-6, 2026

Enduring March 7 - June 1, 2026
Big Sky, Montana and Online

JOINT ACCREDITATION STATEMENT

PR

In support of improving patient care, this
activity has been planned and
.7 implemented by Amedco LLC and
Western Trauma Association. Amedco
e im0t LLC s jointly accredited by the
Accreditation Council for Continuing Medical Education
(ACCME), the Accreditation Council for Pharmacy Education
(ACPE), and the American Nurses Credentialing Center (ANCC),
to provide continuing education for the healthcare team.

PHYSICIANS (ACCME) CREDIT DESIGNATION
Amedco LLC designates this live activity / enduring material for
a maximum of 18.00 AMA PRA Category 1 Credits™. Physicians
should claim only the credit commensurate with the extent of
their participation in the activity.

AMERICAN BOARD OF SURGERY (ABS) MOC

Successful completion of this CME activity, which
includes participation in the evaluation component,
enables the learner to earn credit toward the CME
requirements of the American Board of Surgery’s
Continuous Certification program. It is the CME activity
provider’s responsibility to submit learner completion
information to ACCME for the purpose of granting ABS credit.
Up to 18.00 CE Credits.

SPEAKER DISCLOSURE INFORMATION

See Learner Notification for disclosures.
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ACCREDITATION

AMERICAN NURSES CREDENTIALING CENTER
For the purposes of recertification, the American Nurses
Credentialing Center accepts AMA PRA Category 1 Credits™
issued by organizations accredited by the ACCME.

LEARNING OBJECTIVES

Upon completion of this program, learners will be able to:

e Apply current evidence in trauma resuscitation and
hemorrhage control, including blood product utilization and
physiologic targets.

e Integrate emerging diagnostic technologies, including
prediction scores and Al-enhanced tools to facilitate timely
identification of injuries.

e Recognize system-level, psychosocial, and health-equity
factors that influence trauma-care delivery and implement
these evidence-based practices into the care pathways for
their injured patients.

TO CLAIM CME

You will receive an email (sent to the email address used to
register for the meeting) with instructions for completing the
meeting evaluation to obtain your CME certificate. You can also
complete the evaluation at:
https://wta.cmecertificateonline.com/
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2025-2026 OFFICERS & COMMITTEE CHAIRS

OFFICERS (TERM ENDS)

President.....cccccceeeeeeccnneneeeeeennnn. Krista L. Kaups, MD, MSc (2026)
President-Elect .......cccoevuvvvreeenn. Karen Brasel, MD (2026)

Vice President......cccccecveveeeeennnn. Nicholas Namias, MD (2026)
Secretary. e Kimberly Davis, MD (2027)
TreasUrer ..o ieeccceeeeeeeeenn Carlos V.R. Brown, MD (2028)

Immediate Past President........ Richard Miller, MD (2026)

BOARD OF DIRECTORS (TERM END)
Walter L. Biffl, MD (2026)

Matthew Martin, MD (2026)

Michael. S. Truitt, MD (2026)

Marc de Moya, MD (2027)

Rosemary Kozar, MD, PhD (2027)

Robert Letton, MD (2027)

Richard Miller, MD (2028)

Laura Moore, MD (2028)

Susan Rowell, MD, MBA (2028)

COMMITTEE CHAIRS (TERM ENDS)

Program .....cccececeeincceenisceeennne Kenji Inaba, MD (2026)
Publications......ccccceeeeieieieeeneenn, Kevin Schuster, MD (2026)
Multicenter Trials ......cccoeecevennnne Stepheny Berry, MD (2028)
AlZOrIthMS e Deborah Stein, MD (2026)
Violence Prevention .................. Alexis Moren, MD (2028)
Social Media Ad-Hoc ................. Sarah Lombardo (2028)
NOMINAtING .coveceeeeieeeee e Richard Miller, MD (2026)

HISTORIAN (TERM ENDS)
David Livingston, MD (2028)
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2025-2026 COMMITTEES

PROGRAM COMMITTEE
Kenji Inaba, MD, Chair

Jasmeet Paul, MD Assoc Chair
Elizabeth Benjamin, MD

Bryan Collier, DO

Anne Rizzo, MD

Justin Richards, MD

Ed Rutherford, MD

Mark Seamon, MD

Michaela West, MD

Chad Wilson, MD

Jennifer Watters, MD, past chair
Kevin Schuster, MD, ex-officio
Deborah Stein, MD, ex-officio
Stepheny Berry, MD, ex-officio
Krista L. Kaups, MD, MSc, ex-officio

PUBLICATIONS COMMITTEE
Kevin Schuster, MD Chair
Zsolt Balogh, MD

Allison Berndtson, MD
Walter L. Biffl, MD
Thomas Carver, MD
Michael Cripps, MD
Christopher Dente, MD
Andrew Dennis, MD
Lawrence Diebel, MD
Oliver Gunter, MD

Riyad Karmy-Jones, MD
Narong Kultvatunyou, MD
Eric Ley, MD

Matthew Martin, MD
David Notrica, MD

Susan Rowell, MD, MBA
Jack Sava, MD

R. Stephen Smith, MD
Robert Winchell, MD
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2025-2026 COMMITTEES

ALGORITHMS COMMITTEE
Deborah Stein, MD, Chair
Katie Bower, MD

Chasen Croft, MD

Ally Hynes, MD

Andrew Kerwin, MD

Tammy Kopelman, MD
Manuel Lorenzo, MD

Greg Magee, MD

Alicia Privette, MD

Morgan Schellenberg, MD
Ron Tesoriero, MD

Kevin Schuster, MD, ex-officio
Kenji Inaba, MD, ex-officio
Raul Coimbra, MD, ex-officio

NOMINATING COMMITTEE
Richard Miller, MD, Chair

Walter L. Biffl, MD

Rosemary Kozar MD, PhD
Morgan Schellenberg, MD
Jordan Weinberg MD

MULTI-CENTER TRIALS COMMITTEE
Stepheny Berry, MD, Chair
Matthew Carrick, MD

Juan Duchesne, MD

Alex Eastman, MD

Josh Hazelton, MD
Jennifer Mooney, MD
Justin Richards, MD

Lois Sayrs, PhD

Pascal Udekwu, MD
Thomas Schroeppel, MD
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2025-2026 COMMITTEES

VIOLENCE PREVENTION COMMITTEE
Alexis Moren, MD, Chair
Michael Aboutanos, MD
Susan Biffl, MD

Rachael Callcut, MD
Bryan Collier, MD

Loic Fabricant, MD
Lesley Osborn, MD

Dan Rossi, MD

Keith Stephenson, MD

S. Rob Todd, MD

John Mark Vermillion, MD
Rochelle Dicker, MD

SOCIAL MEDIA AD-HOC COMMITTEE
Sarah Lombardo, MD, Chair

Navpreet Dhillon, MD

Lucy Kornblith, MD

Matthew Martin, MD

Niels Martin, MD

Mark Seamon, MD

Zachary Warriner, MD

2025-2028
2024-2027
2024-2027
2024-2027
2024-2027
2024-2027
2024-2026
2024-2027
2024-2026
2024-2027
2024-2026

WESTERN TRAUMA FOUNDATION BOARD

David Livingston, MD, President
Susan Rowell, MD, MBA, Treasurer
Laura Moore, MD, Secretary
Rosemary Kozar, MD, PhD

Enrique Ginzburg, MD

Brent King, MD

Roxie Albrecht, MD
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WTA PRESIDENTS

Robert G. Volz, MD
Robert G. Volz, MD

Peter V. Teal, MD
William R. Hamsa, MD
Arthur M. McGuire, MD
Lynn Ketchum, MD

Fred C. Chang, MD

Glen D. Nelson, MD
Gerald D. Nelson, MD
Kevin G. Ryan, MD

David S. Bradford, MD
Erick R. Ratzer, MD
William R. Olsen, MD
Earl G. Young, MD
Robert B. Rutherford, MD
Rudolph A. Klassen, MD
Robert J. Neviaser, MD
Robert C. Edmondson, MD
Ernest E. Moore, MD
Stephen W. Carveth, MD
George E. Pierce, MD
Peter Mucha, Jr., MD
David V. Feliciano, MD

R. Chris Wray, MD

David A. Kappel, MD
Thomas H. Cogbill, MD
G. Jerry Jurkovich, MD
James B. Benjamin, MD
Herbert J. Thomas lll, MD
Barry C. Esrig, MD
Steven R. Shackford, MD
James A. Edney, MD

J. Scott Millikan, MD
Harvey J. Sugerman, MD
Scott R. Petersen, MD
Harold F. Sherman. MD
Frederick A. Moore, MD
James W. Davis, MD
Grace S. Rozycki, MD
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1982
1983
1984
1985
1986
1987
1988
1989
1990
1991
1992
1993
1994
1995
1996
1997
1998
1999
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2003
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2006
2007
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Vail

Vail

Vail

Aspen

Sun Valley
Snowmass

Park City
Steamboat
Snowmass
Snowbird

Jackson Hole

Vail

Jackson Hole
Steamboat Springs
Snowbird

Sun Valley
Jackson Hole
Steamboat Springs
Snowbird

Crested Butte
Jackson Hole
Steamboat
Snowbird

Crested Butte

Big Sky

Grand Targhee
Snowbird

Lake Louise
Crested Butte
Palisades Tahoe
Big Sky
Whistler-Blackcomb
Snowbird
Steamboat Springs
Jackson Hole

Big Sky
Steamboat Springs
Palisades Tahoe
Crested Butte
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WTA PRESIDENTS

Robert C. Mackersie, MD
M. Gage Ochsner, MD

R. Lawrence Reed, MD
Mark T. Metzdorff, MD
David H. Livingston, MD
Christine S. Cocanour, MD
Thomas M. Scalea, MD
Carl J. Hauser, MD

Dennis W. Vane, MD
Roxie M. Albrecht, MD
David V. Shatz, MD
Robert Mcintyre, MD
Walter L. Biffl, MD
Rosemary Kozar, MD, PhD
Richard Miller, MD

Krista L. Kaups, MD, MSc
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Telluride

Big Sky

Vail

Snowmass
Steamboat Springs
Telluride
Palisades Tahoe
Snowbird
Whistler
Snowmass

Sun Valley

Big Sky

Lake Louise
Snowmass
Whistler

Big Sky



2025 NEW MEMBERS

ASSOCIATE MEMBERS

Cassie Barton, PharmD
Portland, OR

Kimberli Bruce, ACNP
Tempe, AZ

ACTIVE MEMBERS
Jacob Breeding, MD
Bozeman, MT

General Surgery

Thomas Carver
Milwaukee, WI
General Surgery

Mary Condron, MD
Bend, OR
Surgical Critical Care

Loic Fabricant, MD
Vancouver, WA
Surgical Critical Care

Laura Harmon, MD
Boulder, CO
General Surgery

SENIOR MEMBERS
Mark Hamill, MD
Omaha, NE

Surgical Critical Care

Terri Johnson, APRN
Jacksonville, FL

Andrea Kryzaniak, MA
San Diego, CA

Joshua Hazelton, MD
York, PA
General Surgery

Rishi Kundi, MD
Baltimore, MD
Vasular Surgery

Morgan Schellenberg, MD,MPH
Toronto, Ontario, Canada
Surgical Critical Care

Brian Thurston, MD
Spartanburg, SC
Surgical Critical Care
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WESTERN TRAUMA FOUNDATION DONORS

CURRENT LIFETIME ACCUMULATION STATUS
BASED ON 2025 YEAR END

SUMMIT ($25,000 and above)

Barry Esrig Eric Ley Thomas Scalea
David Feliciano & Ernest Moore Robert Volz
Grace Rozycki

EXTREME ($10,000 - $24,999)

Roxie Albrecht Kimberly Davis Andrew Michaels
Gregory Campbell Brent King & Kimberly Peck
Christine Cocanour Rosemary Kozar Jennifer Watters
Thomas Cogill David Livingston

James Davis Matthew Martin

COULOIR SOCIETY ($5,000 - $9,999)

Walter Biffl Ajai Malhotra Scott Petersen
Karen Brasel James McCarthy R. Lawrence Reed
K Dean Gubler Robert Mcintyre, Jr.  Anne Rizzo
Gregory Jurkovich Mark Metzdorff Steven Shackford
Krista Kaups Richard Miller David Shatz

David Kissinger J. Scott Millikan Herbert Thomas, llI
Robert Letton Nicholas Namias Dennis Vane
Manuel Lorenzo Robert Neviaser Michaela West

DOUBLE BLACK DIAMOND CLUB ($2,500 - $4,999)

John Adams Enrique Ginzburg Cassandra Reynolds
Bonny Baron James Haan Steven Ross

Denis Bensard Laura Johnson Susan Rowell
Allison Berndtson David Kappel Stephanie Savage &
Stepheny Berry Riyad Karmy-Jones Ben Zarzaur

Marilu Bintz Natasha Keric Thomas Schroeppel
Carlos Brown M. Margaret Kevin Schuster
Kelley Bullard Knudson R. Stephen Smith
Marc de Moya Richard Leone Keith Stephenson
Lawrence Diebel Robert Mackersie Harvey Sugerman
George Dulabon Frederick Moore Mark Tellez
Soumitra Eachempati Laura Moore S. Rob Todd

Charles Fox Steve Moulton Scott Welle

Rajesh Gandhi Patrick Offner

28 Western Trauma Association



BLACK DIAMOND CIRCLE ($1,000 - $2,499)

Michael Aboutanos
Hasan Alam
Scott Armen
Benjamin Axtman
Erik Barquist
Christopher Barrett
Paul Beery
James Benjamin
Megan Brenner
David Ciesla
Mitch Cohen
William Long
Heather MacNew
John McGill
Barbara Mainville
Alicia Mangram
Alan Marr

Lisa McMahon
Caleb Mentzer
Margaret Morgan
Michael Norman
M. Gage Ochsner
Keith O’Malley
Patrick O’'Neill

Raul Coimbra
Bryan Collier

Alain Corcos

Todd Costantini
Clay Cothren-Burlew
Rochelle Dicker
Doreen DiPasquale
Jay Doucet

Julie Dunn
Alexander Eastman
Matthew Eckert
Kumash Patel
Jasmeet Paul
Brianne & Erik Peltz
Samuel Prater
Soula Priovolos
Eugene Reilly
Peter Rhee

Nelson Rosen
Henry Schiller
Martin Schreiber
Aaron Scifres

Mark Shapiro
Harold Sherman

Joel Elterman
Laura Haines
Carl Hauser
Stephanie Ireland
Gordy

Dmitriy Karev
Andrew Kerwin
Stanley Kurek
Guy Lanzi
Matthew LaPorta
Ralph Layman
Deborah Stein
Ali Tabatabai
Desarom Teso
Ronald Tesoriero
Brian Tibbs

Eric Toschlog
Michael Truitt
Gary Vercruysse
Steven Wald
Christine Waller
Jordan Weinberg
Robb Whinney
Libby Windell

BLUE TRAIL ASSOCIATES ($500 - $999)

Reanna Adams
Saska Byerly
Howard Champion
Roy Cobean
Charles Cook
Michael Cripps
Alisa Cross
James Cushman
Karole Davis
Warren Dorloc
Brian Eastridge
Loic Fabricant
Bruce Ferris
Alfonso Fonseca
Richard Gamelli
Larry Gentilello
Oliver Gunter
John Hall

Mark Hamill
Michael Hauty
David Hoyt

Kenji Inaba

Olga Kaslow

Ryan Kennedy
Kerry Kole

Tammy Kopelman
Michael & Andrea
Krzyaniak

Richard Lesperance
M. Ashraf Mansour
Frank Nastanski
Raminder Nirula
David Notrica

Nirav Patel

John Pender

J. Bradley Pickhardt

Basil Pruitt

Paul Reckard
Andrew Rosenthal
Henry Sagi

Lois Sayrs

Mark Seamon
George Singer
David Skarupa
Chance Spaulding
George Testerman
Brian Thurston
Mark Trust

Pascal Udekwu

R. Christie Wray, Jr
Amy Wyrzykowski
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WESTERN TRAUMA FOUNDATION DONORS

GREEN TRAIL ASSOCIATES (up to $499)

Christopher Baker
Robert Becher
Marshall Beckman
Elizabeth Benjamin
Scott Brakenridge
Kimberli Bruce
Caitlin Burke
Michael Cain
Rachael Callcut
Matthew Carrick
Donald Carter
Thomas Carver
Amanda Celii

Paul Chestovich
Rick Cirolli
Christine Ciszek
Martin Croce
Chasen Croft
Brandy Cross
Daniel Cullinane
Matthew Davis
Millard Davis
Andrew Dennis
Brad Dennis
Christopher Dente
Jody Digiacomo
Megan Engelhardt
Alex Evans

Kelly Fair

Mark Falimirski
Ara Feinstein
John Fildes
Ailene Fitzgerald
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Catherine Fontecha
Kalev Freeman
Warren Gall
Andrew Gaugler
Ernest Gonzalez
Alok Gupta

Rajan Gupta

Paul Harrison
Jennifer Hartwell
James Hebert
Jeff Heisler

Brian Hoey

John Hovorka
Darren Hunt
Stuart Hurst
Laurinda Jackson
Dawn Jaroszewski
Jay Johanningman
Bellal Joseph
Michelle Junker
Frederick Karrer
Jeremy Kauffman
John Kepros
Barbara Latenser
David Leshikar
Charles Mains
Robert Maxwell
Sean Monaghan
Sarah Moore
Matthew Moorman
Alexis Moren
Charlene Nagy
Todd Neideen

Adam Nelson
Jamison Nielsen
Robert O’Connor
Lindsay O’Meara
Chris Pearcy
Cianna Pender
Antonio Pepe
Peter Perakis
Vagn Petersen
Laurens Pickard
Mark Piehl
George Pierce
Rebecca Plevin
Bruce Potenza
Rebecca Read
Ivy Rodgers
Dorothy Rowe
Edmund Rutherford
Jennifer Salotto
Jack Sava

Carol Schermer
Kurt Stahlfeld
Carrie Steffen
Annika Storey
Ricard Townsend
Daniel Vargo
John Mark Vermillion
Charlie Wade
Amy Weber
Connor Wiles
Slate Wilson
Scott Zakaluzny
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IN MEMORIAM

WE REMEMBER THE FOLLOWING WTA MEMBERS

Earl G. Young, MD — February 27, 1989
Gerald S. Gussack, MD — August 25, 1997
Peter Mucha, Jr., MD — August 9, 2006
W. Bishop McGill, MD — October 14, 2007
Ronald P. Fischer, MD — January 25, 2013
M. Gage Ochsner, MD — April 26, 2013
George Cierny, MD — June 24, 2013
R. Christie Wray, MD — November 18, 2013
Robert B. Rutherford, MD — November 22, 2013
Doreen DiPasquale, MD — January 7, 2014
Barbara Latenser, MD — June 15, 2015
Matthew L Davis, MD — September 3, 2015
Arthur M. McGuire, MD — January 28, 2016
Glen D. Nelson, MD — May 14, 2016
William R. Olsen — June 14, 2017
Erick R. Ratzer, MD — July 7, 2017
Stephen W. Carveth, MD — March 6, 2019
Basil A. Pruitt Jr., MD — March 17, 2019
Peter V. Teal, MD — February 16, 2020
Robert C. Edmondson, MD — June 5, 2020
George E. Pierce, MD — June 18, 2020
Harvey J. Sugerman, MD — August 9, 2020
Michael A. Dubick, MD — November 13, 2020
Steven L. Wald, MD - January 12, 2021
Joseph C. Stothert, MD, PhD — March 5, 2021
James A. Edney, MD — August 7, 2021
Richard L. Gamelli, MD - May 3, 2022
Rudolph Klassen, MD - November 15, 2022
Thomas H. Cogbill, MD - December 31, 2022
Robert G. Volz, MD - December 17, 2023
David V. Feliciano, MD - January 4, 2024
Kevin G Ryan, MD - May 8, 2024
Erik S. Barquist, MD - February 17, 2026
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EARL YOUNG RESIDENT PRIZE

Earl G. Young, MD
(1928-1989)

EARL YOUNG RESIDENT PRIZE FOR
CLINICAL RESEARCH

The Earl Young Resident Prize for Clinical Research was
established after the death of one of the Founding members of
the Western Trauma Association. This prize is a continuation of
Dr. Young’'s profound interest in the training of residents and his
commitment to ongoing research. It is awarded each year to
stimulate resident clinical research. Abstracts eligible for this
award are submitted to the Program Committee for resident prize
status and presentation at the annual meeting of the Western
Trauma Association. A manuscript must be submitted to the
Journal of Trauma and Acute Care Surgery in advance of the
meeting for consideration of publication. The manuscript and
presentation are judged with first and second place cash prizes
and recognition given at the annual WTA annual banquet. The 1st
place resident’s name is listed in the annual meeting program
book.

Dr. John Najarian characterizing Earl at a memorial service in his
honor at the University of Minnesota:

Dr. Earl G. Young of Minneapolis was a founding member of the
Western Trauma Association and its 14t President. He died of a
myocardial infarction, Monday, February 27, 1989, while skiing
at Snowbird during the 19t Annual Meeting of the Association.

Dr. Young received his medical degree from the University of
Rochester, N.Y. and Ph.D. in surgery from the University of
Minnesota. He completed advanced training in cancer research
at Harvard, a fellowship in cardiovascular surgery at Baylor
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EARL YOUNG RESIDENT PRIZE

University in Houston and studied microvascular surgery at the
University of California-San Diego.

He was a clinical professor of surgery at the University of
Minnesota Medical School, and a practicing general and vascular
surgeon at the Park-Nicollet Clinic in Minneapolis from 1960. He
was hationally known and was actively involved in research and
education throughout his career. In 1988, one year before his
untimely death, he received the Owen H. Wangensteen Award for
Academic Excellence from the University of Minnesota Health
Science Center. It was awarded by an unprecedented
unanimous vote of all 72 surgical residents.

The Residents Paper competition was begun in 1991 as a tribute

to Dr. Young’s memory and his “spirit of inquiry, love of learning
... and commitment in service to mankind.”
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EARL YOUNG RESIDENT PRIZE RECIPIENTS

Resident

Joseph Schmoker, MD
Joseph Schmoker, MD
Charles Mock, MD

Gino Travisani, MD
Phillip C. Ridings, MD
David Han, MD

Preston R. Miller, MD
Geoffrey Manley, MD, PhD
James M. Doty, MD
David J. Ciesla, MD
Ricardo J. Gonzales, MD
Scott C. Brakenridge, MD
Adena J, Osband, MD
Cindy Lee, MD

Ernest A. Gonzalez, MD
Jennifer M. Watters, MD
Jennifer J. Wan, MD
Jennifer J. Wan, MD
Keir J. Warner, MD

T. W. Constantini, MD

C. Anne Morrison, MD
Marlin Causey, MD
Phillip Letourneau, MD
Gerard De Castro, MD
Matthew E. Kutcher, MD
Kimberly Song, MD, MA
Lucy Kornblith, MD
Hunter B. Moore, MD
George Black, MD
Morgan Barron, MD
John Kuckelman, MD
Patrick Murphy, MD
Alexandra Dixon, MD
Sabrinah Christie, MD
Jeremy Kauffman, MDMPH
Joshua Dilday, DO
Joshua Sumislawski, MD
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Institution

University of Vermont
University of Vermont
University of Washington
University of Vermont
Medical College of Virginia
Emory University

Wake Forest University
University of California, SF
Medical College of Virginia
Denver Health/Univ of CO
Denver Health/Univ of CO
Cook County Hospital
UMDNJ-New Jersey Med Scl
UMDNJ-New Jersey Med Scl
Univ of Texas at Houston

Year

1991
1992
1993
1994
1995
1996
1997
1998
1999
2000
2001
2002
2003
2004
2005

Oregon Health & Science Univ2005

University of California, SF
University of California, SF
University of Washington
University of California, SD
Baylor College of Medicine
Madigan Army Med Center
Univ of Texas at Houston
University of Maryland
University of California, SF

UMDNJ -New Jersey Med Scl

UCSF/SFGH, San Francisco
Denver Health/Univ of CO
Madigan Army Med Center
Madigan Army Med Center
Madigan Army Med Center
Indiana University

2006
2007
2008
2009
2010
2011
2011
2011
2012
2013
2014
2015
2016
2017
2018
2019

Oregon Health & Science Univ2020

University of Pittsburgh
Johns Hopkins University
WTA Multicenter Trial
Vanderbilt Univ Med Center
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ERNEST E. MOORE RESIDENT PRIZE

ERNEST E. MOORE RESIDENT
PRIZE FOR BASIC SCIENCE
RESEARCH

ERNEST E. MOORE, MD, FACS, MCCM,
FACN, FACEP (HON), FRCS ED (HON)
FRCST(HON), FRCSI(HON), FEBS EM
SURG (HON)... first attended the WTA
in 1977 and was the first member to
sponsor surgical residents.

Dr. Moore was the Chief of Trauma at
' the Denver General Hospital for 36
years, Chief of Surgery for 28 years,
and is a Distinguished Professor of
Surgery at the University of Colorado.
Under Dr. Moore’s leadership, Denver
General became internationally
recognized for innovative care of the
injured patient, and its trauma research laboratory has been
funded by the NIH for 35 consecutive years. In July 2018, the
center was renamed the Ernest E Moore Shock Trauma Center at
Denver Health.

Dr. Moore has served as president of ten academic societies,
including the Society of University Surgeons, American
Association for the Surgery of Trauma, International Association
for the Trauma and Surgical Intensive Care, and the World Society
of Emergency Surgery. His awards include the Robert Danis Prize
from the Society of International Surgeons, Orazio Campione
Prize from the World Society of Emergency Surgery, Philip Hench
Award from the University of Pittsburgh, Florence Sabin Award
from the University of Colorado, Medallion for Scientific
Achievement from the American Surgical Association, and
Lifetime Achievement Awards from the Society of University
Surgeons, American Heart Association, American College of
Critical Medicine, Shock Society, and International Association for
Trauma and Surgical Intensive Care. He has honorary fellowships
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ERNEST E. MOORE RESIDENT PRIZE

in the Royal College of Surgeons of Edinburgh, the Royal College
of Surgeons in Ireland, and the Royal College of Surgeons of
Thailand.

Dr. Moore is co-editor of the textbook Trauma, in its 9th edition,
Surgical Secrets in its 7th edition, and Trauma Induced
Coagulopathy, in its 2nd edition; he has >2000 publications and
has lectured extensively throughout the world. He is married to
Sarah Van Duzer Moore, M.D., an internist at the University of
Colorado Denver, and they have two sons: Hunter, a liver
transplant surgeon at UCD and Peter a pulmonary/critical care
intensivist at UCD. Dr. Moore’s additional interests include
endurance sports, mountaineering, skiing, and wapiti pursuit. He
lives by the principle to work hard you must play hard, with the
understanding that family is the ultimate priority.

The Ernest E. Moore Resident Prize for Basic Science Research
has been established to encourage residents to become surgical
investigators. Abstracts eligible for this award are submitted to
the Program Committee for resident prize status presentation at
the annual meeting of the Western Trauma Association. A
manuscript must be submitted to the Journal of Trauma and
Acute Care Surgery in advance of the meeting. The manuscript
and presentation are judged with first and second-place cash
prizes and recognition given at the annual WTA banquet. The first-
place resident’s name is listed in the annual meeting program
book and on the website.
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ERNEST E. MOORE RESIDENT PRIZE RECIPIENTS

Resident

Anders Davidson, MD
Zachary Matthay, MD
Ahmad Zeineddin, MD
Otto Thielen, MD
Benjamin Stocker, MD
Marjorie Liggett, MD

Institution

UC, Davis

UC, San Francisco
University of Maryland
University of Colorado
University of Colorado
Northwestern University

55th Annual Meeting - Big Sky, Montana

Year

2019
2020
2022
2023
2024
2025
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THOMAS SCALEA NEW MEMBER AWARD

THOMAS SCALEA NEW
MEMBER RESEARCH AWARD

The Thomas Scalea New Member
Research Award was designed to
honor scholarly work done by a
member within the first three years
of membership in the Western
Trauma Association. Dr. Scalea has
trained scores of trauma fellows in
diverse disciplines including Surgery, Medicine, and Emergency
Medicine, this diversity recognized in the WTA membership. He
brought each one interested in the WTA to their first meeting
and introduced them to the other members. Almost all joined
and a number have now been placed in important roles in the
WTA including the Board of Managers, and key committees.
Recognizing that the future of the WTA lies in the diversity of
those who will follow, Dr. Scalea helped to establish this prize
for our new members.

NEW MEMBER RESEARCH AWARD ELIGIBILITY

1. A new Active member (as opposed to a new senior member or
a member that turns senior within the “window”)

2. “New” means elected to active membership within three
years of the date of abstract submission.

3. Must submit a manuscript.

4. Must personally present the work at the annual meeting ®

The prize is given on the merit of the work as judged by the

Publications Committee - not automatically if there is only one
eligible member presenting. Might not have a winner.
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THOMAS SCALEA AWARD RECIPIENTS

Member Institution Year
Juan Duchesne, MD Tulane Univ School of Med 2024
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PRESIDENTIAL ADDRESS

WHERE WE COME FROM AND WHAT WE CARRY FORWARD:
REFLECTIONS ON A SURGICAL LIFE

Tuesday, March 3

5:00 pm - 6:00 pm

Krista L. Kaups, MD, MSc
Fresno, CA

Krista L. Kaups, MD, MSc,
FACS, FCS (ECSA) is a
Professor of Clinical Surgery
at UCSF Fresno and is the
Director of the Surgical
Intensive Care Unit at
Community Regional Medical
Center (CRMC) in Fresno,
California. Dr. Kaups
completed her
undergraduate degree in
biochemistry at  Bethel
University, St. Paul, MN and
earned her medical degree from the University of lllinois College
of Medicine. She trained in general surgery at Southwest
Michigan Area Health Education Center and completed a Surgical
Critical Care fellowship at the University of Massachusetts,
followed by a year in the lab in sepsis research. Dr. Kaups then
joined the faculty at the University of Vermont, where she also co-
directed the Surgical ICU, before moving to UCSF Fresno in 1995.
She also holds a Master of Science in Public Health from the
London School of Hygiene and Tropical Medicine.

Dr. Kaups has held leadership roles within the American College
of Surgeons (ACS), including serving as the Membership Chair of
the COT and on the Executive Committee of the COT, and as
President of the Northern California Chapter, and while a
Governor chaired the Governor's Committee on Physician
Competency and Health. She served on the American Board of
Surgery (ABS) Council and as Chair of the Trauma, Burns, and
Surgical Critical Care Board. Dr. Kaups has contributed to
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PRESIDENTIAL ADDRESS

national curriculum development, milestone revisions, and
Entrustable Professional Activities (EPAs) for general surgical and
surgical critical care training. Dr. Kaups is a past President of the
Surgical Critical Care Program Directors Society and the US
Chapter of the ISS and is the North American Councilor for IATSIC.
Dr. Kaups has over 100 peer-reviewed articles and serves on
several editorial boards. She has been an examiner for the
College of Surgeons of East, Central, and Southern Africa
(COSECSA) and is a member of the General Surgery Council of the
Pan-African Academy of Christian Surgeons (PAACS).

Beginning with a 2-month elective rotation in Benin (West Africa)
as a 4th-year medical student, Dr. Kaups has had opportunities to
work in international settings. She has also worked clinically in
South Sudan, Kenya, Sierra Leone, Afghanistan, and Ethiopia and
has taught and lectured internationally in other international
locations. Her academic interests include trauma systems,
critical care management, injury prevention, surgeon
performance, and issues related to workforce sustainability,
including fatigue, impairment, and aging in surgery, as well as
global surgery.
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“PAINT THE CEILING” LECTURESHIP

In 1997, Dr. Gregory “Jerry” Jurkovich delivered his Presidential
Address entitled “Paint the Ceiling: Reflections on lliness”. This
was a personal account of his battle with non-Hodgkin’'s
lymphoma. His deep insights were shared from a patient’s
perspective, even that of a stained ceiling that he observed while
lying on his back. He proposed that future WTA Scientific
Programs have some time “dedicated to our patients and to the
Art of Medicine”.

This lecture has become an annual invited lecture which is
integral to the unique identity of the Western Trauma Association
Annual Meeting. Unlike the scientific session program, this
lecture focuses on the humanistic aspects of medicine and can
be attended by all participants, guests, and their families. Past
lectures have been personal, local, national, and global, covering
topics such as first-person accounts of iliness, social and societal
aspects that affect all patient care, programs providing relief in
troubled or impoverished areas, or personal reflections on
delivering care in a humane, holistic fashion. A speaker is chosen
annually by the current President of the WTA. The Western
Trauma Foundation provides an honorarium and expenses for
this lecture.
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2026 PAINT THE CEILING LECTURE

RETIRING THE LOYAL SOLDIER: FINDING JOY AND PURPOSE
BOTH IN AND OUT OF THE HOSPITAL

Thursday, March 5

5:20 pm - 6:00 pm

Joseph A. Abate, MD, FACC

Dr. Joseph Abate practiced cardiology
for 37 years before assuming the role
of Chief Medical Officer at Heritage
Health, a Federally Qualified Health
Center in Coeur d’Alene, Idaho.

A lifelong proponent of wellness and
preventive healthcare, Dr. Abate
believes in addressing physical,
mental, and spiritual factors to
maximize health. While at Heritage
Health, he initiated a program called
Kroc Rx. Patients scheduled office
visits at the local fithess center,
followed by a visit with a dietitian
and/or behavioral health specialist.

Dr. Abate retired in 2018. He now maintains the official title of
“Joe”. Those uncomfortable with such informality can feel free to
address him as “Your Royal Joe-ness”. Dr. Abate is married to
Kathi and has two grown children.
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PAINT THE CEILING LECTURE HISTORY

Presenter

G. Jerry Jurkovich, MD
John W. McGill, MD
William T. Close, MD
Jimmy Cornell

Geoff Tabin, MD

James H. “Red” Duke, MD
David V. Shatz, MD

Susan and Tim Baker
Alex Habel, MD

Andrew Schneider

Ernest E. Moore, MD
Pamela Kallsen

Sylvia Campbell, MD
William Schecter, MD

Jeff McKenney, MD

Larry M. Gentilello, MD
Neil L. Barg, MD

Ziad Sifri, MD

Julie Freischlag, MD
Lewis Rubinson, MD, PhD
Kenneth Waxman, MD
Steven R. Shackford, MD
M. Margaret Knudson, MD
MSgt Chris Willingham
Patrick J. Ireland

Keegan Gallagher

Ahmad Zeineddin, MD
Jason Schecterle

Joseph A. Abate, MD, FACC

Year

1997
1998
1999
2000
2001
2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015
2016
2017
2018
2019
2020
2022
2023
2024
2025
2026

Location

Snowbird

Lake Louise
Crested Butte
Palisades-Tahoe
Big Sky

Whistler

Snowbird
Steamboat Springs
Jackson Hole

Big Sky
Steamboat Springs
Palisades-Tahoe
Crested Butte
Telluride

Big Sky

Vail

Snowmass
Steamboat Springs
Telluride
Palisades-Tahoe
Snowbird

Whistler
Snowmass

Sun Valley

Big Sky

Lake Louise
Snowmass
Whistler

Big Sky
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FOUNDERS’ BASIC SCIENCE LECTURESHIP

This lecture was established by a founding member (Robert Volz,
President 1971 & 1972) of the Western Trauma to enhance the
academic mission and provide valuable basic science
information that is relevant to the field of trauma. It is a
scheduled part of the annual meeting in which an invited speaker
is chosen to discuss a specific basic research topic that has
clinical relevance to the care of the trauma patient. Honoraria
and expenses are paid by the Western Trauma Foundation as
part of its mission to support the academic endeavors of the
Western Trauma Association. These surgeon/researchers are
selected by the program committee for their specific expertise
and contributions to the knowledgebase in the field of
trauma. This lecture is often a combination of translational as
well as basic science research.
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2026 FOUNDERS’ BASIC SCIENCE LECTURE

SOLVING THE PLATELET PROBLEM: THE
INNOVATION BASIS OF THERAPY

Wednesday, March 4
8:30 am - 9:00 am

Macky Neal, MD FACS

Watson Chair and Professor of Surgery

Vice Chair of Surgery, Academic Training

Director of Emergency General Surgery

Co-Director, Pittsburgh Trauma and Transfusion Medicine
Research Center

Dr. Neal is the Watson Chair and
Professor of Surgery and the Vice
Chair of Academic Training in the
Department of Surgery, University of
Pittsburgh, and the Director of
Emergency General Surgery at UPMC.
He works clinically as an attending
surgeon in the Division of Trauma and
Acute Care Surgery at the UPMC. He
holds secondary appointments in the
Departments of  Critical Care
Medicine, the Vascular Medicine
Institute (VMI), and the Clinical and

Translational Science Institute (CTSI) at the University of
Pittsburgh. Dr. Neal co-directs the Trauma and Transfusion
Medicine Research Center and runs a translational research
program focused on hemostasis and thrombosis following injury.
His basic science laboratory is funded by multiple awards from
the NIH, Department of Defense and DARPA. In addition, he
serves as the Chief Medical Officer for Haima Therapeutics,
leading the biotechnology company's clinical platform and driving
innovations in bleeding control

46

Western Trauma Association



FOUNDERS’ BASIC SCIENCE LECTURE HISTORY

Presenter

Raul Coimbra, MD
Lawrence Diebel, MD

Carl J. Hauser, MD

Fred Moore, MD

Steve Shackford, MD
Hasan B. Alam, MD
Charles S. Cox, Jr. MD
Rosemary Kozar, MD
Mitchell J. Cohen, MD
Ernest “Gene” Moore, MD
Timothy R. Billiar, MD
Martin A. Schreiber, MD
Elizabeth J. Kovacs, PhD
Todd W. Costantini, MD
Shibani Pati, MD, PhD
Michael Yaffe, MD, PhD
Macky Neal, MD FACS
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Year

2009
2010
2011
2012
2013
2014
2015
2016
2017
2018
2019
2020
2022
2023
2024
2025
2026

Location
Crested Butte
Telluride

Big Sky

Vail

Showmass
Steamboat Springs
Telluride
Palisades-Tahoe
Snowbird
Whistler
Snowmass

Sun Valley

Big Sky

Lake Louise
Snowmass
Whistler

Big Sky
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Back to Agendd

Presentation # 1

Monday, March 2, 2026, 7:00am - 7:20am
VALIDATION OF A SAFE VOLUMETRIC CUT-OFF FOR
OBSERVATION OF TRAUMATIC HEMOTHORAX: A WESTERN
TRAUMA ASSOCIATION MULTICENTER STUDY
A Tatakis, D Wilson, AH Al-Tannir, J Sciarretta, K Cage, J Kessler II,
R Kozar, E Yeates, A Medvecz, T Kopelman, A Slivinski, K
Echeverria-Rosario, | Florea, J Cowan, A Wong, D Stephens, M Abou
Chaar, K Weger, G Chang, M Flage, L Von Husen, A Berndtson, J
Anderson, P Newman, B Nowak, B Smoot, M Farrell, K Oller, A
Murthy, J Moore, S Swaminathan, C Cocanour, E Kim, D LaSeur, K
Boyle, J Blank, M de Moya
Medical College of Wisconsin , Milwaukee, Wisconsin

Presenter: Anna Tatakis MD
WTA Sponsor: Marc de Moya

INTRODUCTION: Traumatic hemothorax (HTX) contributes
significantly to trauma morbidity and is frequently managed with
tube thoracostomy (TT). However, TT placement is not without
morbidity, and some HTXs are able to be successfully observed
without intervention. Optimal criteria for observation remain unclear,
and management practices vary. This multicenter study aimed to
characterize current management practices, determine observation
failure rates, and identify predictors of safe observation, including
utilizing 300mL as a potential HTX volume cutoff.

METHODS: We conducted a multicenter, prospective observational
study from July 2023 to June 2025 across 16 trauma centers. Adult
patients with a computed tomography (CT) scan confirmed HTX were
included. Patients were excluded if they were younger than 18 years,
had a chest tube prior to CT, had a concurrent pneumothorax greater
than 35mm, or died within 48 hours. HTX volume was calculated
using CT images and Mergo’s formula: V=d2 x L (V=volume,
d=depth, L=length). Each hemithorax was treated as a single entity
if patients had bilateral HTX. The primary outcome was observation
failure, defined as TT placement after initial period of observation.
HTX > 300 cc was evaluated as a predictor of failure in a
multivariable logistic regression model.

RESULTS: A total of 1011 HTXs in 978 patients met inclusion

criteria. The majority (n=710, 70%) were initially observed. The initial
observation group had shorter hospital (7 vs 9 days, p<0.001) and
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ICU lengths of stay (LOS) (1 vs 3 days, p<0.001) compared to initial
TT group. The observation failure rate was 21% (n=147), most
commonly due to progression of HTX (54%). Those who failed
observation had longer LOS (13 vs 9 days, p<0.001), but similar
rates of pulmonary complications, TT duration, need for secondary
intervention, hospital mortality, and 30-day readmission rates
compared to the early TT cohort. In multivariable analysis, a HTX
volume >300 cc was strongly associated with observation failure
(aOR 14.2, Cl 7.40-27.11, p<0.01) and demonstrated reasonable
predictive discrimination (Figl). Management practices varied with
regards to TT placement: 53% received antibiotics with TT and 17%
were irrigated. Tube sizes ranged from 8-36 Fr, with the most
common being 28 Fr (54%).

CONCLUSIONS: Initial observation of traumatic hemothorax is
frequently successful, and a HTX volume >300 cc is a strong
predictor of observation failure. Those who fail have longer lengths
of stay, but otherwise similar outcomes to patients who receive an
early TT. Notable variation exists in HTX management practices,
highlighting  opportunities  for  additional research and
standardization through unified practice management guidelines.
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Figl. Receiver operating characteristic (ROC) cusve for the multivaninble logistie regression model
predicting failune of nopoperative management in patignts with traematic hemothorax, Vanables included
in the medel were hemotharax volume =300mL, namber of ib fractares, presence of ail chest, presence
of pulmonary contusbon, presence of concurment pneumothoras. The area under the curve (ALUC) was
78, n=663
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Back to Agendd

Presentation # 2

Monday, March 2, 2026, 7:20am - 7:40am
AN IN VIVO ASSESSMENT OF GREEN PLASMA: THE
POTENTIAL HEMOSTATIC SUPERIORITY OF A CURRENTLY
DISCARDED BLOOD PRODUCT
J Williams, S Redden, Y Wang, D Sun, M McNutt, S Olson, J
Cardenas, B Cotton
McGovern Medical School/UT Health , Houston, Texas

Presenter: James Williams MD
WTA Sponsor: Michelle McNutt

INTRODUCTION: Approximately 5% of donated plasma has a green
appearance, due to elevated ceruloplasmin levels from increased
estrogen. Despite a strained plasma supply, these products are
currently discarded based on color alone. However, studies have
shown improved trauma outcomes from female donors. In an ex vivo
study, we recently noted accelerated and increased clot production
with green plasma. The purpose of this study was to assess if these
findings could be confirmed in an in vivo animal model of severe
hemorrhage.

METHODS: We utilized a well-established rat model of uncontrolled
hemorrhage. Following cannulation and anesthesia, 33 rats
underwent midline laparotomy followed by excision of 50% of the
middle hepatic lobe to induce hemorrhage. After 60 seconds,
GREEN (11 rats), standard FEMALE (11), or MALE plasma (11) were
infused at a fixed volume of 5 mL. Abdominal cavity blood was
collected to evaluate blood loss every 15 minutes for 60 minutes.
Deaths occurring prior to experiment termination were recorded.

RESULTS: Rats resuscitated with GREEN plasma had improved
shock index compared to FEMALE and MALE at 15 (3.7 vs. 6.2 vs.
10.2; p=0.092), 30 (3.8 vs. 8.2 vs. 6.5; p=0.039), and 60-minutes
(3.9 vs. 29.9 vs. 7.1; p=0.015). Mean arterial pressures in GREEN
plasma resuscitated rats were higher at 30 (p=0.032) and 60-
minutes (p=0.115). Cumulative percent blood volume lost (TABLE)
was lower at each time point in those receiving GREEN plasma.
Survival to 60-minutes was 100% among GREEN and FEMALE
plasma rats but only 64% among MALE resuscitated ones
(p<0.001).
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CONCLUSIONS: Our study demonstrated that green plasma has
improved efficacy for reducing bleeding and restoring hemodynamic
stability compared to standard plasma in a rodent model of
uncontrolled hemorrhage. Combined with our recent ex vivo data
noting equivalent (often superior) hemostatic potential compared to
standard units, we recommend reintroducing this often-discarded
AABB-approved product back into the plasma donor pool.
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Back to Agendd

Presentation # 3
Monday, March 2, 2026, 7:40am - 8:00am
STRONGER THAN TXA, FASTER THAN THE OR: NUMBER
NEEDED TO TREAT ANALYSIS FOR GROUND PREHOSPITAL
BLOOD IN HEMORRHAGIC SHOCK
A Severance, T Chouteau, J Broome, S Caputo, M Kutcher, S

Taghavi, C Taylor, M Piehl, T Dransfield, J Duchesne
University of Mississippi Medical Center , Jackson, Mississippi

Presenter: Alyscia Severance MD
WTA Sponsor: Juan Duchesne

INTRODUCTION: Traditional ground prehospital resuscitation relies
on crystalloid fluids, yet growing evidence suggests blood products
may confer survival benefit. We sought to compare outcomes for
prehospital fluids versus packed red blood cells (PRBC) and whole
blood (WB), with secondary analysis of the number needed to treat
(NNT) to save a life.

METHODS: A prospective registry of trauma patients transported by
ground EMS was analyzed. Patients with hemorrhagic shock
(evidence of hemorrhage plus shock index > 1.0) who received
crystalloid only, PRBCs, or WB during transport were included.
Patients with a GSW to the head or traumatic cardiac arrest at the
scene were excluded. The primary outcome was in-hospital mortality.
Absolute risk reduction (ARR) and NNT were calculated with 95%
confidence intervals. Secondary analysis evaluated physiologic
response using shock index (prehospital vs. ED arrival). Comparative
effectiveness was contextualized against established trauma
interventions (TXA, tourniquets, MTP, ARDSNet).

RESULTS: After controlling for SI>1 299 patients were included,
there was no difference in patients demogrpahics, mortality was
highest among those who received fluids alone (13/84, 15.5%)
compared to PRBC (9/168, 5.4%) and WB (2/47, 4.3%). Shock index
declined significantly across all groups, with the greatest
improvement observed among patients who received PRBC (A -0.32
vs. Fluids —0.14, p<0.001). ARR and NNT for prehospital WB and
PRBC use when compared to Fluids demonstrated a survival
protection: PRBC vs. Fluids: ARR 10.1% (95% Cl 2.5-19.7%), NNT ~
10, p = 0.02; WB vs. Fluids: ARR 11.2% (95% Cl 1.5-20.9%), NNT ~
9, p = 0.03 and combined blood (WB+PRBC) vs. Fluids: ARR 10.4%
(95% CI 2.7-18.0%), NNT =~ 10, p = 0.006. When benchmarked
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against major trauma interventions, prehospital blood demonstrated
among the most favorable NNT's in the field—comparable to
tourniquet use (~10) and superior to TXA (59-67) and helicopter
EMS (65).

CONCLUSIONS: Ground prehospital blood resuscitation significantly
reduced mortality compared to fluids alone, with an NNT of ~9-10,
among the lowest documented in trauma care. These findings
strongly support the adoption of prehospital blood programs as a
national cornerstone strategy to mitigate preventable deaths from
hemorrhagic shock.
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Presentation # 4
Monday, March 2, 2026, 8:00am - 8:20am
FEASIBILITY OF ENHANCED RECOVERY AFTER TRAUMA

SURGERY
M Knight, A Desio, M Mendiola, N Ehrenborg, G Chang
Mount Sinai Hospital , Chicago, Illinois

Presenter: Margot Knight DO
WTA Sponsor: Carol Schermer

INTRODUCTION: Enhanced recovery after surgery protocols have
been validated and utilized in the general and specialized surgery
population, but data is rare in the trauma population. Enhanced
recovery protocols typically include immediate initiation of clear
liguids and multimodal pain medications post-operatively, with
advancement of diet in the standard group guided by bowel function,
and pain primarily managed through the use of opioid medications.
The aim of this study is to examine whether applying the principles
of enhanced recovery to the trauma patient population with isolated
intra-abdominal injuries is feasible, and whether it positively impacts
their postoperative course.

METHODS: This is a prospective cohort study from 2018-2025 at an
urban level 1 trauma center. Patients who underwent an ERAST
protocol were compared to patients who underwent standard
postoperative care. This former consisted of a clear liquid diet,
removal of foley and multimodal pain control on post-operative day
(POD) 0. Patients were advanced to a general diet on POD1. The
primary outcome was length of stay (LOS) and secondary outcomes
included days to flatus and bowel movement. Outcomes were
directly compared using t-test and chi-squared test. A multivariate
linear regression model controlled for effects of multiple variables
on LOS and calculated an adjusted LOS.

RESULTS: A total of 337 patients were analyzed: 227 in the standard
group and 100 in the ERAST group. The majority of patients (89%)
presented with a penetrating mechanism of injury. Patients in the
ERAST group had a significantly shorter LOS compared to the
standard post-operative treatment group (8.0 vs 3.2 days; p<0.001).
After adjusting for injury severity score (ISS), bowel injury, and
estimated blood loss (EBL), patients in the ERAST group still had a
significantly shorter LOS (7.68 vs 3.58 days; p<0.0001). Days to
flatus were significantly reduced in the ERAST group compared to
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the standard group (9.5 vs. 6.6 days; p<0.0001). In patients with
bowel injury, LOS remained significantly shorter in the ERAST group
in comparison to the standard group (4.2 days vs 8.4 days,
p<0.001). Rates of adverse events such as VTE (venous
thromboembolism), SSI (surgical site infection), and complications
necessitating reoperation were similar between the two groups. SSI
was only significantly greater in the standard group (p<0.05), but not
statistically significant in subgroup analysis of patients with ISS<16
(p=0.302) or those with bowel injuries (p=0.181).

CONCLUSIONS: Patients in the ERAST group had significantly shorter
LOS compared to those who received standard post-operative care.
Rates of VTE, SSI, and overall complications were similar between
the two groups. A larger prospective, randomized multicenter trial is
warranted to validate the findings of this study.
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Figure 1; Length of Stay Comparing Standard Care to ERAST. (A) Displays length of stay
{LOS) among all patients (8.0 vs 3.2 days). (B) Displays LOS among patients with injury
severity score (ISS) less than or equal to 15 (7.0 vs 2.7 days); (C) Displays LOS among patients
with bowel injuries (8.4 vs 4.2); (D) displays LOS after adjusting for ISS, bowel injury, and EBL
(7.68 vs 3.58 days).
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Presentation # 5

Monday, March 2, 2026, 8:20am - 8:40am
MOBILE LIFELINE: THE IMPACT OF WHOLE BLOOD BEFORE
THE HOSPITAL DOORS
RB Fransman* & CH Meyer, L Kumar, J Sikora, A De Costa Leon, A
Schwartz, A Todd-Taraday, L Pack, T Moran, SR Todd, ER Benjamin,
J Nguyen
Emory University , Atlanta, Georgia

Presenter: Courtney Meyer MD
WTA Sponsor: S Rob Todd

INTRODUCTION: While the use of whole blood (WB) and component
therapy in the pre-hospital environment has been shown to be both
feasible and safe, evidence for clear survival benefit is limited and
mixed. This study aims to evaluate the clinical impact of pre-hospital
WB transfusion for patients in traumatic hemorrhagic shock. We
hypothesized that administration of WB in the field would improve
in-hospital clinical outcomes by addressing critical blood loss closer
to the point of injury.

METHODS: An ACS-verified Level | Trauma Center and its hospital-
based EMS launched a pre-hospital WB program. Patients aged >15
years with traumatic injury and initial field SBP <90 mmHg were
eligible for WB. The WB cohort was prospectively enrolled (March 21,
2024-March 17, 2025) and received low-titer O positive whole
blood (LTOWB). A historic control (pre-WB) was identified from the
Trauma Registry (March 17, 2022-March 17, 2024). Primary
outcome was hemodynamic status on Trauma Center arrival (SBP
and cardiac arrest). Secondary outcome was mortality. Multivariable
analyses using doubly robust logistic, multinomial, and negative
binomial regressions adjusted for demographics, injury severity,
transport factors, and social vulnerability.

RESULTS: Of the 703 patients, 485 were in the pre-WB cohort and
218 in the WB cohort. Median age was 36 [IQR 26-49]; 83% were
Black, 81% male, and median ISS was 18 [IQR 10-33]. Most injuries
(61.2%) were penetrating. On multivariate analysis, controlling for
patient demographics, injury characteristics, and transport time, the
WB cohort had significantly lower odds of arriving with SBP <90
mmHG (OR 0.30 (95% CI 0.17-0.50), p<0.001) or in cardiac arrest
(OR 0.26 (95% CI 0.15-0.44), p<0.001). WB was also associated
with decreased mortality (OR 0.45 (95% Cl 0.28-0.70), p<0.0001).
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CONCLUSIONS: Pre-hospital WB transfusion was associated with
improved hemodynamic status on arrival and reduced mortality in
patients with traumatic hemorrhagic shock. These findings suggest
pre-hospital WB may help stabilize patients before hospital arrival
and improve survival. Further research should refine patient
selection and optimize protocols for broader implementation.

FIGURES:

Figure 1. Pre-WB Cohort versus WB Cohort Hemodynamics on Trauma Center Arrival.
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Presentation # 6
Monday, March 2, 2026, 8:40am - 9:00am

ADVANCED TRAUMA LIFE SUPPORT GUIDELINE
COMPLIANCE AND MORTALITY IN PENETRATING TRAUMA

TRANSFERS: AN ALL-OR-NOTHING EFFECT
H Lewis, D Correa-Bucio, S Rowell, D Hampton, T Plackett
University of Chicago Medicine , Chicago, lllinois

Presenter: Harvey Lewis MD
WTA Sponsor: Susan Rowell

INTRODUCTION: Advanced Trauma Life Support (ATLS) provides a
structured framework designed to improve trauma survival during
the first hour after injury. However, the relationship between ATLS
guidelines adherence and patient outcomes remains poorly studied,
especially in the care of patients transferred from a non-trauma
center. We hypothesized that greater compliance with ATLS
recommendations prior to transfer is associated with reduced 24-
hour mortality in severely injured penetrating trauma patients.

METHODS: We conducted a single-center retrospective (May 2018
- May 2024) study of trauma patients transferred to a single urban
Level | trauma center. All patients with a penetrating mechanism of
injury and ISS >15 were included. Patient demographic data,
transferring hospital’'s provider compliance to ATLS
recommendations, and outcomes at the receiving hospital were
abstracted from the transferring hospital’s medical records provided
at the time of transfer and the receiving hospital’s electronic medical
record. ATLS compliance was assessed across 17 predefined
variables spanning three categories: imaging (4), resuscitation (5),
and interventions (8). Patients were sub-divided into four
compliance groups: <50%, 50-75%, 76-90%, and >90%. The
primary outcome was 24-hour mortality; the secondary outcome was
in-hospital mortality. Outcomes were analyzed for association with
the degree of compliance. Univariate analysis assessed individual
ATLS variables for association with survival. Pair-wise analysis for
survival was performed between the groups. Significance was
defined as p < 0.05.

RESULTS: A total of 270 transferred patients were evaluated and
divided into four ATLS compliance groups: <50% (n=16), 50-75%
(n=96), 76-90% (n=84), and >90% (n=74). Mean Injury Severity
Scores among the groups were as follows: <50: 21.5, 50-75%:
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25.3, 76-90%: 24.1, and >90%: 21.3 (p=0.03). Patient
demographics were similar across the four compliance groups.
Twenty-four-hour mortality was significantly reduced only with >90%
compliance (<50%: 18.8%, 50-75%: 7.3%, 75-90%: 9.5%, >90%:
0%; p<0.05). Similarly, in-hospital mortality was significantly lower
only when >90% compliance was achieved (<50%: 37.5%, 50-75%:
25.0%, 75-90%: 21.4%, >90%: 5.4%; p<0.01). Univariate analysis
did not demonstrate a significant association between any of the 17
predefined variables and survival. Adherence to the use of larger-
bore IV placement (<18G) was associated with higher mortality
(21.5% vs 0%, p<0.02).

CONCLUSIONS: Only the highest levels of ATLS compliance prior to
transfer were associated with reductions in both 24-hour and in-
hospital mortality among penetrating trauma patients. These results
suggest that trauma centers should work with their referring
hospitals to focus on adherence to ATLS principles.

Penetrating Trauma Transfers: Martality by ATLS Compliance

37.5%

Mortality (%)

15

10 18.8%

7.3%
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*p=005 * p=0.01

60 Western Trauma Association



Back to Agendd

Presentation # 7
Monday, March 2, 2026, 4:00pm - 4:20pm
REDUCTIONS IN PTSD SYMPTOM CLUSTERS AMONG
PERINATAL AND POSTNATAL SURVIVORS OF INTIMATE
PARTNER VIOLENCE PARTICIPATING IN THE HEARTBEATS

PROGRAM

M Wishnoff, A Namoos, C Olson, L Ragland, J Catlin, A Slaughter , K
O’Connor, N Thomson, M Aboutanos

Virginia Commonwealth University Health , Richmond, Virginia

Presenter: Matthew Wishnoff MD
WTA Sponsor: Michel Aboutanos

INTRODUCTION: Intimate partner violence (IPV) remains a leading
cause of injury among women, especially during pregnancy and the
post-partum period. Experiencing IPV increases the risk of mental
health disorders, including Post-Traumatic Stress Disorder (PTSD).
Unsurprisingly, PTSD during the perinatal period is associated with
poorer maternal mental health, reduced caregiving capacity, and
adverse early child outcomes. Heartbeats (HB) is a hospital-based,
community-linked violence intervention program designed to reduce
morbidity and mortality among perinatal and postnatal survivors of
IPV. HB provides crisis intervention, intensive case management
(e.g., housing, transportation, and resource provision), doula
support, and counseling to pregnant individuals and those up to two
years postpartum who have experienced IPV. Given the high burden
of trauma-related mental health concerns in this population, a
primary goal of HB is to reduce PTSD symptoms. PTSD is
characterized by four main symptom clusters: Intrusion (Re-
experiencing), Avoidance, Negative Alterations in Cognition and
Mood, and Alterations in Arousal and Reactivity (Hyperarousal). The
aim of this study was to examine the effect of HB on PTSD symptom
clusters.

METHODS: This study was conducted at a level 1 trauma center.
Participants were identified through IPV-related injury presentations
or through routine hospital screening and referral to the program. 74
female participants (66% Black/African American; 96% non-
Hispanic/Latino/a/x/e) completed the PTSD Checklist for DSM-5
(PCL-5) at intake (baseline) and 4 months post baseline (follow-up).
The PCL-5 produces a score of 0-80, with scores above 31-33
suggestive of a diagnosis of PTSD, and reduction in scores of 5
points or more over time suggestive of positive response to
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treatment. Participants engaged in the HB program for 4 months.
Total PTSD and subscale scores were calculated for Intrusion (Re-
experiencing), Avoidance, Negative Alterations in Cognition and
Mood, and Alterations in Arousal and Reactivity (Hyperarousal).
Paired-samples t-tests assessed change from baseline to follow-up.

RESULTS: Significant reductions were observed in total PTSD
symptoms (M = 9.16, SD = 23.64, p = .003) and across all
subscales: Intrusion (Re-experiencing; M = 2.76, SD = 6.19, p <
.001), Avoidance (M = 1.18, SD = 2.90, p < .001), Negative
alterations in cognition and mood (M = 3.82, SD = 8.83, p < .001),
and Alterations in arousal and reactivity (Hyperarousal; M = 2.33, SD
=7.25, p =.008).

CONCLUSIONS: Heartbeat participation was associated with
significant reductions in overall PTSD severity and each DSM-5
symptom cluster. These findings support the potential of integrated
hospital-based, community-linked programs to improve trauma
recovery outcomes among perinatal and postnatal survivors of IPV.

Figure 1: Differences in PTSD Symptom Clusters at Intake vs.
Follow-up
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PEPTIDYL ARGININE DEIMINASE 2 (PAD2) INHIBITION IS
ASSOCIATED WITH ACUTE AND LONG-TERM BENEFITS IN A
MURINE MODEL OF TRAUMATIC BRAIN INJURY
ZS. Dawood, A. Jang, B. Wang M.R. Liggett, H. Mei, P. Thompson,

D.C. Couchenour, A. Anand, K. Chtraklin, B. Liu, Y. Li, H.B. Alam.
Northwestern University , Chicago, lllinois

Presenter: Zaiba Shafik Dawood MD
WTA Sponsor: Hasan Alam

INTRODUCTION: Traumatic brain injury (TBI) is a major contributor to
trauma-related deaths and disability worldwide. Management of TBI
is currently limited to supportive care. We have previously shown
that global knockout of PAD2 confers neuroprotection, but its
therapeutic potential was unclear. This study was designed to test
the hypothesis that selective inhibition of PAD2 following TBI would
improve neurological outcomes.

METHODS: Male mice (c57bl6/j, 11-14 weeks) were subjected to
controlled cortical impact-induced TBI, and 5 minutes later randomly
given either PAD2 inhibitor (“Loading dose” 60mg/kg AFM41a
dissolved in 10% DMSO) or vehicle (10% DMSO), (n=6/group). 24
hours post-TBI, frozen brain-sections were Nissl stained to
determine lesion size. In a separate experiment, the long-term
impact of AFM41a treatment on motor, sensory, and cognitive
recovery after TBI was evaluated. In addition to the loading dose,
animals received a “Maintenance dose” of 30mg/kg of AFM41a or
vehicle on post-injury-days (PIDs) 2-5. Neurologic severity scores
(NSS on PIDs 1-8) and visuospatial learning via Morris water maze
test (MWM on PIDs 21-30) were assessed.

RESULTS: Mice treated with AFM41a had significantly smaller lesion
sizes compared to the control group (P<0.05, Figure 1A). Treatment
with AFM41a also increased the rate of sensory and motor recovery
as evidenced by reduced NSS on PIDs 1-5 (P<0.05). Moreover,
treatment with AFM41a resulted in improved long-term visual and
spatial learning as shown by MWM (p<0.05, Figure 1B)

CONCLUSIONS: PAD 2 is a promising therapeutic target in TBI, and
its inhibition with AFM41a, a first-in-class selective PAD2 inhibitor,
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confers acute neuroprotection as well as sustained cognitive
benefits.
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SOCIOECONOMIC AND GEOGRAPHIC VARIATION IN

RESPONSE TO TRAUMA MEDICAL HOME INTERVENTION

S llkhani, M Boustani, E Holler, D Ortiz, A Perkins, S Lasiter, S Gao,
D. D. French, B Khan, B L Zarzaur

Brigham and Women'S Hospital , Boston, Massachusetts

Presenter: Saba llkhani MD, MPH
WTA Sponsor: Ben Zarzaur

INTRODUCTION: Many injury survivors face poor biopsychosocial
outcomes that persist long after hospital discharge. Geography and
area socioeconomic status can influence outcome trajectories that
injury survivors experience. Efforts to improve these outcomes are
being tested in controlled trials. One such model is a coordinated
care model led by a nurse care coordinator, in partnership with
trauma surgeons, pulmonary critical care physicians, geriatricians,
nurses, psychologists, and primary care providers, using
standardized protocols to improve recovery in older adults after
injury. This model (Trauma Medical Home (TMH)) was tested in a
multi-center randomized controlled trial that demonstrated modest
benefits. Its effectiveness across geographic and socioeconomic
subgroups remains unclear, however. We hypothesized that TMH
would have a larger effect in rural areas and in those with more
deprivation as measured using the Area Deprivation Index (ADI).

METHODS: The parent trial was conducted across four Level |
trauma centers and enrolled patients aged =50 years with an Injury
Severity Score (ISS) 29. In this subgroup analysis of our trial,
patients were categorized by rurality and ADI, with high ADI defined
as the top 20%. Outcomes included the SF-36 Physical and Mental
Component Scores (PCS, MCS), depression (Patient Health
Questionnaire-9(PHQ-9)), anxiety (Generalized Anxiety Disorder
(GAD-7)), physical function (Short Physical Performance Battery
(SPPB)), and healthcare utilization. Interaction effects between TMH
and rural/urban status or ADI were evaluated at baseline, 6 months,
and 12 months

RESULTS: 430 patients were included (216 TMH and 214 in usual
care (UC)). At baseline, rural participants had fewer years of
education than urban participants (12.4-12.8 vs. 14.3-14.6 years,
p = 0.008). Based on urbanicity, the effectiveness of TMH on quality
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of life, psychological, physical and healthcare utilization was similar
at 6 and 12 months. Stratification by ADI demonstrated more
differences than rural/urban status alone. In high-ADI urban areas
(Fig. 1), baseline MCS scores were similar between TMH (47.5 +
13.0)and UC (48.6 + 12.8), with no significant difference (predicted
difference -1.1, 95% Cl -6.5 to 4.3, p=0.696). By 6 months, TMH
patients improved to 54.9 + 8.8 compared with 49.0 + 13.1 in UC,
with a predicted difference of 7.7(95% Cl 1.7-13.6, p=0.012),
demonstrating a clinically and statistically significant benefit of TMH.

CONCLUSIONS: TMH was associated with the greatest
improvements in mental health scores among patients with high
socioeconomic disadvantage. The effect was most pronounced in
urban settings, where ADI gaps are largest. Coordinated care
interventions like TMH may improve long-term outcome among
vulnerable patients from areas with higher ADI. This might also
mitigate disparities in long-term care. Moreover, these results point
to the value of embedding structured care coordination, mental
health assessment, and social support services within the TMH
framework as potential drivers of this benefit.
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Figurel. Left panel: SF-36 Mental Component Summary (MCS) scores from baseline to 6 months among high-ADI urban patients receiving
usual care versus TMH. Right panel: Predicted differences in SF-36 MCS scores between TMH and usual care at baseline and 6 months. The
herizontal reference line at 0 indicates no difference; estimates crossing this line are not statistically significant.
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PLATELET STORAGE LESION UNDERLIES CHANGES IN PAI-

1 ACTIVITY DURING WHOLE BLOOD STORAGE

E Maginot, F Gawargi, E Moore, N Barmettler, C White, D Hiser, A
Clegg, K Sextro, T Moody, G Volk, H Moore, N Goodman, O Bobr, R
Henry, C Barrett

University of Nebraska Medical Center, Omaha, Nebraska

Presenter: Elizabeth Maginot MD
WTA Sponsor: Ernest Moore

INTRODUCTION: Whole blood transfusion is increasingly used in
trauma resuscitation. While loss of fibrinogen function during
storage has recently been cited as a driver of reduced hemostatic
effectiveness, comprehensive investigations are lacking. Our group
previously demonstrated that whole blood units develop progressive
sensitivity to tPA-induced fibrinolysis over their storage duration, with
multiple possible contributing mechanisms. Importantly, with
respect to the main tPA inhibitor, plasminogen activator inhibitor-1
(PAI-1), two distinct donor pools were identified: one with high PAI-1
activity, and one with low PAI-1 activity. Whether the high PAI-1 levels
came from the donor endothelium, or from platelet release during
the donation process, is unknown. Of further interest, despite the
known short half-life of PAI-1 activity we observed a paradoxical rise
in PAI-1 activity during storage. These findings suggested that a
platelet storage lesion may occur, leading to increased PAI-1 activity
over time in stored whole blood due to release from platelets, but
given the key additional contributions of platelet function to clot
stability, the overall result is increased tPA sensitivity. We set out to
determine if the high PAI-1 activity whole blood donor group comes
primarily from the endothelium, or from platelet degranulation
during the donation process, and to confirm our hypothesis that
increased PAI-1 activity during storage would track with markers of
platelet degranulation/activation.

METHODS: Plasma from whole blood units (n=28) was generated via
serial centrifugation at two different time points throughout storage
(day 1-3, and day 21). Activity assays were performed for PAI-1 using
a modified ELISA that only captures active PAI-1. Soluble CD40
ligand (sCD40L), a platelet-derived marker of activation and also
death, and total von Willebrand Factor (VWF) antigen levels, which is
highly specific for endothelial activation and degranulation, were
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quantified using ELISA. Statistical analysis was performed via two-
tailed t-tests. Significance was set at p < 0.05.

RESULTS: Whole blood unit plasma vWF antigen levels remained
stable without significant change (p=0.56, Figure 1A), as expected
as there is no endothelium in whole blood, but importantly at time of
donation vWF was significantly higher in the high PAI-1 activity group
than the low PAI-1 activity group (p=0.02, Figure 1B). Consistent with
a platelet source of the increased PAI-1 activity observed over
storage duration, sCD40L significantly increased during storage
(p<0.0001, Figure 1C). When stratified by low and high PAI-1 activity
at time of donation, both vWF and sCD40L were significantly higher
in the high PAI-1 cohort compared to the low PAI-1 cohort (p=0.02,
Figure 1B; p=0.02, Figure 1D).

CONCLUSIONS: Donor units of whole blood with high PAI-1 activity at
time of donation appear to have a mixed source, with evidence for
both endothelial and platelet sources of PAI-1 activity that may differ
from donor to donor. Stored whole blood has a progressive rise in
sCD40L over time that tracks with the rise in PAI-1 activity during
storage, consistent with platelet release of active PAI-1 during
storage. However, whole blood units become more sensitive to tPA-
induced fibrinolysis over time despite the rise of PAI-1 activity,
suggesting loss of platelet activity and possibly other factors in whole
blood are responsible for increased tPA sensitivity that
predominates over the impact of rising PAI-1 activity. In total, our
data suggests that loss of functional platelets over time (i.e. they
were already activated or died prior to transfusion) may render older
whole blood units sub-optimal for treating trauma patients with
hyperfibrinolytic bleeding. Further studies across the spectrum of
blood products are needed to best identify when and how to best
utilize them during trauma resuscitation.

Ay N T
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TO REPEAT OR NOT TO REPEAT: THE INCIDENCE OF
PSEUDOANEURYSM IDENTIFICATION IN AN INTERVAL
IMAGING PRACTICE MANAGMENT GUIDELINE FOR BLUNT
SPLENIC INJURY
S Oh, A Singh, T Stamey, S Gregg, J Aldridge, R Grant, A Hudnall, C
Regelsberger-Alvarez, S Chaudhary, C Fitzgerald, K Leonard, D
Trisler, N Garcia, E Toschlog
Brody School of Medicine at East Carolina University , Greenville,
North Carolina

Presenter: Saeram Oh MD
WTA Sponsor: Eric Toschlog

INTRODUCTION: Non-operative management (NOM) of blunt splenic
injury (BSI) is the standard of care for patients who are
hemodynamically stable, regardless of injury grade. Management
includes hemodynamic monitoring, serial abdominal examinations
and hemoglobin. There is no clear consensus on the role or timing
of interval CT angiography (CTA). The objective of this study is to
evaluate the effectiveness of protocolized interval CTA for identifying
pseudoaneurysms (PSA) following BSI.

METHODS: A single institution, retrospective review was conducted
(2013-23) identifying all adult patients with BSI who underwent
NOM. Patients were excluded if they underwent urgent laparotomy
or immediate splenic angioembolization (SAE). Our institution
implemented a practice management guideline which includes
repeat CTA at 36 -48 hours in high grade BSI. The primary outcome
was the presence of PSA on repeat CTA (rCTA). Patients were divided
into cohorts based on AAST grade and compared using chi-square
for categorical variables and ANOVA for continuous variables.

RESULTS: A total of 550 patients were included. The mean age was
43.04 (£19.5), BMI of 29.04 (+7.05), and mostly male (63.45%).
Demographics were similar across groups. The most common
mechanism of injury was MVC (77.3%). Distribution by grade
included: 181 (32.9%) in I, 203 (36.9%) in 1I, 138 (25.1%) in Ill, and
28 (5.1%) in IV. The overall rate of PSA formation across all grades
was 7%. Rates of PSA identification increased with grade of injury (llI
-21%, IV - 10.7% vs | - 1.1%, 1l - 2%, p=<0.001). Our protocol
adherence rate was 83%. Grade Il BSI required SAE more frequently
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(21.8% in lll, 18.5% in IV vs 4.6% in |, 6.2% in Il, p=<0.001). The
time interval for repeat CTA was similar between Ill and IV, however,
was statistically significantly longer in | and Il (2.6 days, 2.12 days
vs 4 days, 3.37 days, respectively, p = 0.047). Of patients with high
grade BSI, 23.2% had PSA identification on rCTA. Of patients with
PSA identification, 94% underwent SAE.

CONCLUSIONS: Our study demonstrates that patients with high
grade BSI have a rate of PSA formation near 24% and of those
patients 94% underwent SAE. Interestingly, our guideline revealed
higher rates of PSA formation in grade Ill than grade IV. Our study
validates that patients with high grade BSI, specifically GlII or higher,
should undergo interval CTA to rule out PSA formation and thus
allowing for early intervention to prevent potential bleeding
complications.
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EARLY TRANEXAMIC ACID (TXA) ADMINISTRATION
MITIGATES PLATELET RECEPTOR SHEDDING AND
IMPAIRED PLATELET FUNCTION AFTER IN VITRO
CATECHOLAMINE EXPOSURE

V Anunobi, D Liberati, L Diebel, W Mohamed

Wayne State University , Detroit, Michigan

Presenter: Vanessa Anunobi MD
WTA Sponsor: Lawrence Diebel

INTRODUCTION: Platelet dysfunction after trauma is an important
contributor to trauma-induced coagulopathy; however, the
mechanism(s) by which platelet dysfunction occurs after trauma
remain poorly understood. Catecholamine activation is an important
driver in shock induced endotheliopathy/coagulopathy. Recent
studies have also demonstrated that catecholamine excess in
trauma patients leads to impaired platelet function. Platelet
membrane receptor proteolysis plays an important role in regulating
platelet function and is controlled by a number of proteases
(sheddase). Tranexamic Acid (TXA) has been administered in
bleeding trauma patients due to its antifibrinolytic effects. However,
it may affect various proteases including A Disintegrin and
Metalloproteinase 17 (ADAM17) and matrix metalloproteinase
(MMP). Its effects on inhibiting platelet receptor proteolysis and
resultant platelet function are unknown. This was studied under
standard laboratory conditions or after epinephrine (epi) exposure
(simulated shock environment).

METHODS: Blood samples were obtained from healthy volunteers in
sodium citrate tubes. Whole blood was treated with epinephrine (epi,
50 ng/ml) for 30 minutes. TXA was added 1hr. and 3 hr. post epi
treatment. Platelet receptor shedding (GP VI and Gpllb/Illa) was
quantitated using ELISA(s) specific for each receptor. In other
experiments, collagen coated microfluidic channels or microfluidic
channels perfused with Human umbilical vein endothelial cell
(HUVEC) monolayers were established in microfluidic flow devices.
Whole blood was labelled with a fluorescently labeled antibody
specific for platelets (PE-Anti CD41/CD61) and perfused through the
microfluidic device. Platelet aggregation was determined by
fluorescent microscopy in the microfluidic channels coated with
collagen. Platelet adhesion to the HUVEC coated microfluidic
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channels was determined by dual fluorescent staining of the
endothelial monolayer (FITC-wheat germ agglutinin) and platelets
(PE-anti CD41/CD61). ADAM17 and MMP activity was also
measured at designated timepoints.

RESULTS: Please see attached Table.

CONCLUSIONS: Platelet receptor shedding was increased following
epi exposure and was associated with impaired platelet adhesion
and aggregation. TXA has a time sensitive effect on platelet receptor
shedding and platelet function following epi exposure. This is related
to temporal effects of ADAM17 and MMP activities. This study
confirms the importance of “early” TXA administration following
severe trauma. Microfluidics may be a useful platform to study
therapeutic interventions in trauma induced platelet dysfunction.

Results: Mean + SD, N = 4 for each group

Platelet receptor shedding ADAM 17 MMP activity Platzlet Function
activity (REU/min) Adhesion Azgregation
GP VI (ng/ml] Gplib/illa (ngfml) [RFU/ug protein) [Fluorint.) {Fluorint)
Control 12.5+05 49202 2302 37.3£57 290+ 14 475 26
[no epi)
SOng/ml ep 756+38* 5324+33" 108411* B2B8+73" 54+ 57 86+7*

30 min

TKA 1hr. post | 26.321.4% & 19%85 31:04%% 4362788 239% 17*5 346+ 10%#E

epi

3

P
ra
L

[

TKA 3hr post 60.4 +36" 483432 99+13" E9.2£52% 1504 164 287417
epi

*p<0.05 ws. Control, #p<0.03 vs. epi (No TXA), &p<0.05 vs. TNA 3hr
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VALIDATION OF THE HOLLOW VISCUS INJURY PREDICTION
SCORE IN PATIENTS SUSTAINING NON-MOTOR VEHICLE

COLLISION BLUNT ABDOMINAL TRAUMA

P Nguyen, A Grigorian, A Dieu, N Jiabao, N Finney, C Kuza, H
Salamah, M Jebbia, K Kirby, J Nahmias

UCI, Irvine, California

Presenter: Peter Nguyen MD
WTA Sponsor: Andrew Doben

INTRODUCTION: Blunt abdominal trauma can cause significant
intraabdominal injury, including hollow viscus injury (HVI). Delayed
diagnosis of HVI carries the risk of substantial morbidity and
mortality. A novel HVI prediction score, incorporating physiologic,
physical examination, and computed tomography (CT) findings was
recently validated in a multicenter cohort of patients injured by
motor vehicle collision (MVC) with an abdominal seatbelt sign (SBS).
However, its applicability to a broader blunt trauma cohort outside
of MVCs remains unknown. Therefore, this study aimed to validate
the HVI score in patients with non-MVC blunt abdominal trauma.

METHODS: This retrospective (1/2020-12/2024) single-center
study included adult (>18 years) patients sustaining non-MVC blunt
abdominal trauma who underwent a CT scan of the abdomen/pelvis
before any abdominal operation. Patients who did not undergo CT
imaging, pediatric patients (<18 years) as well as prisoners and
pregnant patients were excluded. The primary outcome was
operatively confirmed HVI, defined as full or partial thickness enteric
injury. Physiologic, examination, laboratory, and imaging variables
were collected, including all parts of the HVI Score (systolic blood
pressure [SBP] <110 mmHg, abdominal tenderness, guarding,
bowel wall thickening, mesenteric hematoma, mesenteric stranding,
soft tissue contusion, pneumoperitoneum, and free fluid). Model
performance was assessed using the area under the receiver
operating characteristic (AUROC).

RESULTS: Of 752 admitted patients with non-MVC blunt trauma, 19
(2.5%) had HVI. The most common mechanisms of injury were
motorcycle collision (31.0%), pedestrian struck (28.7%), and falls
from any height (25.0%). The median age of the entire cohort was
43 years-old and median injury severity score 17. HVI score variables
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in this cohort included initial SBP <110 mmHg (20.9%), abdominal
tenderness (14.9%), guarding (0.5%), and abdominal CT findings of
soft tissue contusion (32.4%), free fluid (20.1%), mesenteric
stranding (10.2%), mesenteric hematoma (9.4%), bowel wall
thickening (4.8%), and pneumoperitoneum (0.9%). The HVI score in
this non-MVC cohort achieved an AUROC of 0.95 (Cl 0.91-0.98). All
patients with a HVI were stratified into the high-risk group (score
>10, estimated HVI risk 58.6%-99.7%).

CONCLUSIONS: The HVI score originally validated only for MVC
patients with SBS injuries, demonstrated excellent performance in
predicting HVI among patients with non-MVC blunt abdominal
trauma, thus extending its utility to all blunt trauma patients.

Abstract Figure 1: HV] Score in non-MVC Blunt Abdominal Trauma Validation Cohort
Area Under the Receiver Operating Characteristic (AUROC)
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THE LONG ROAD HOME: A WESTERN TRAUMA
ASSOCIATION MULTICENTER STUDY OF PATIENT
PREFERENCES AND RISK TOLERANCE IN THE
REGIONALIZATION OF ACUTE CARE SURGERY
C Ambrose, P McGillen, S Forman, A Maneval, S Gonzalez, A Shen,
G Barmparas, A Zucker, M Jebbia, J Nahmias, M Montenegro, S
Abdullah, X Luo-Owen, M Rosenthal, A Moren, E Rodriguez, S
Gallagher, A Siletz, K Matsushima, K Inaba, M Martin
University of Southern California / Los Angeles General Medical
Center, Los Angeles, California

Presenter: Corey Ambrose MD
WTA Sponsor: Matthew Martin

INTRODUCTION: Regionalization of acute care surgery (ACS) aims to
improve outcomes by transferring complex or high-acuity cases from
local hospitals to regional tertiary care trauma centers. Although
data indicate reduced morbidity for select conditions with
regionalized care, potential social and financial drawbacks and
patient preferences should also be considered. Prior studies have
examined this issue for elective surgery, with no existing data for ACS
patients. We sought to analyze ACS patient preferences and risk
tolerance in a multicenter study.

METHODS: We prospectively surveyed 602 adults admitted for
trauma or emergency general surgery (EGS) conditions at five
trauma centers. Using a modified standard gamble utility
assessment tool, patients indicated their preference for staying at
their local hospital versus transferring to a regional center when
presented with scenarios of equal perioperative risk and then with
increasing risks of complication or mortality at their local hospital
(absolute increases of 2%, 4%, 6%). Demographics and clinical
variables were recorded. Univariate analyses identified factors
associated with local vs. regional preference, and multivariable
logistic regression determined independent predictors of site
preference.

RESULTS: Among 602 patients (67% EGS, 33% trauma, median age
50 years [IQR 24-61]; 60% male), the vast majority preferred local
treatment when proposed complication or mortality risks were
equivalent between local and regional hospitals (93% and 92%,
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respectively). As the local hospital’s hypothetical risk increased,
preferences shifted progressively towards regional care. For
complications, local preference declined to 49%, 35%, and 27% at
2%, 4%, and 6% absolute increased risk, respectively; for mortality,
local preference fell to 43%, 31%, and 23%. Notably, even with a
doubling of morbidity or mortality risk at the local hospital (4% vs.
2%), nearly half of the patients surveyed still preferred local care. At
a 2% increased risk at a local hospital compared to a regional center,
patients were more likely to prefer regional transfer if they lived >30
minutes from the hospital (p<0.005), had household income >$60k
(p<0.005), and were willing to travel >3 hours for care (p<0.001).
Patients admitted to the ICU (p=0.05) and those transferred in for
care (p=0.04) were also associated with a preference for regional
care.

CONCLUSIONS: In this first multicenter study of patients’
perspectives regarding ACS regionalization, patients overwhelmingly
favored local care versus regional transfer when outcomes are
equivalent. However, even when local care carried substantially
increased risk of morbidity or mortality, many patients still expressed
a preference for local care in their home community. These data
indicate a potential conflict between patient preference, risk
tolerance, and transfer decisions, highlighting the need for further
study and thoughtful integration of patient preferences into transfer
decisions.

Gamble Utility Analysis: Patient Preference and Risk
Tolerance for Local vs Regional Ca

=g=Complication
“@=Mortality

Propertion Preferring Local Care

Equal risk 2% increased risk 4% increased risk 6% Increased risk

Relative Risk Level
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Tuesday, March 3, 2026, 7:40am - 8:00am
TRAUMA, HEMORRHAGE, AND THE HILUM: DEFINING
PROLONGED PULMONARY HILAR CONTROL IN A SWINE
MODEL
T McKinley, J Livezey, T Williams, A Anklowitz, T Kippenberger, D
Chow, L Riddle, D Mendoza, M Aranda, C Spalding, D Miller, J
Kuckelman
Dwight David Eisenhower Army Medical Center , Ft Eisenhower,
Georgia

Presenter: Thomas McKinley MD
WTA Sponsor: Chance Spalding

INTRODUCTION: Surgical clamping of the pulmonary hilum is the
preferred method for hilar control in trauma. Clamping allows for
hemorrhage control while preserving the potential for repair and
avoiding pneumonectomy. However, prolonged pulmonary ischemia
has not been characterized in the setting of hemorrhagjic shock. We
sought to characterize the effect of prolonged unilateral pulmonary
ischemia after various classes of hemorrhagic shock in an in vivo
swine model.

METHODS: Sus Scrofa swine underwent a bilateral anterolateral
thoracotomy followed by a controlled weight-based hemorrhage and
left pulmonary hilar occlusion with hilar clamping. Animals were
randomized to one of five groups: control (no hemorrhage) or class |
to IV hemorrhagic shock. Hemodynamic data, laboratory values,
vasopressor requirement, and length of survival were recorded.
Biopsies of the bilateral pulmonary parenchyma were obtained to
compare the effect of ischemia on the tissue. Histologic samples
were graded on a standardized inflammatory scale by a blinded
pathologist.

RESULTS: Twenty-six animals were randomized to control (N=5),
Class | (N=6), Class Il (N=6), Class lll (N=6), and Class IV (N=3)
hemorrhage shock. The Class IV group was terminated early due to
rapid demise after hilar occlusion. The Class I-lll groups
demonstrated improved survival compared to the Class IV group
(p<0.01). For the left (clamped) lung, there was significantly
increased inflammation immediately after clamping that
incrementally increased over four hours in all groups (p<0.01). The
right (non-clamped) lung had significantly increased inflammation
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15 minutes after clamping that incrementally increased over four
hours in all groups (p=0.03). This inflammation was similar between
lungs and between groups regardless of the class of shock (p=0.46).

CONCLUSIONS: Prolonged pulmonary hilar occlusion (up to 240
minutes) in Class | to lll hemorrhagic shock does not significantly
decrease survival. Severity of inflammation in both the occluded and
contralateral lung is only increased by duration of hilar occlusion -
not degree of hemorrhage - and consistently increased over the 240
minutes of occlusion. Moreover, there is an incremental increase in
inflammation after hilar occlusion in both the clamped and
contralateral lung. Our study suggests that definitive management
after pulmonary hilar occlusion should occur in less than four hours
for patients in Class | to Ill hemorrhagic shock with emphasis on
shorter clamping times to reduce the developing inflammatory
response.

Inflammation Scores of the Bilateral

W L6f Lung Sampias [ Fight Lung Samples

Irfamiralion Score
\

oo L—
Basedne Posi-Clamp  18min 30min EOmin S0min t20mn 180min 1BOmin 210min 240min

Tirne Tral Pulmanary Pamenchimyal Bopsy was Oblained

Figure 1: Histologic inflammation scores of the bilateral pulmaonary parenchyma before
and after hilar clamping. Values displayed demonstrate reprasentative p-values of the
respective samples compared to the baseline samplaes with statistical significance
indicated by p<0.05.
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Tuesday, March 3, 2026, 8:00am - 8:20am
IMPLEMENTING A WHOLE BLOOD PROGRAM IN A RURAL
TRAUMA SYSTEM: UTILIZATION, WASTE AND COST

ANALYSIS
F Saeg, C Berry, B Tubby, L LaRock, S Casos, R Behm
Robert Packer Hospital/Guthrie Clinic , Athens, Pennsylvania

Presenter: Fouad Saeg MD
WTA Sponsor: Robert Behm

INTRODUCTION: Hemorrhage remains a leading cause of
preventable death in trauma, particularly in rural prehospital
settings where prolonged transport times delay resuscitation. Low-
Titer O Whole Blood (LTOWB) is increasingly favored for early
hemorrhage control due to its combined oxygen-carrying and clotting
properties. However, logistical challenges and concerns about waste
and cost have limited its implementation in rural trauma systems.
This study evaluates the utilization, waste, and cost impact of
implementing a prehospital LTOWB program at a rural Level |
Trauma Center.

METHODS: We conducted a prospective, nonrandomized, single-
center study from April 2023 to March 2024, comparing LTOWB
utilization, waste, and cost to historical data from the prior year using
component therapy. One unit of LTOWB was deployed weekly to
Helicopter Emergency Medical Services (HEMS), prioritized for
prehospital hemorrhagic resuscitation. Unused LTOWB was
converted to packed red blood cells (PRBC) on day 14 post-collection
to extend usability. Data on utilization, waste, cost, and availability
were prospectively collected and analyzed.

RESULTS: During the 55-week study, 55 units of LTOWB were
deployed, of which 45.5% were used as LTOWB (27.3% prehospital,
18.2% in-hospital) and 47.3% were processed into PRBC. Only 4
units (7.2%) were wasted or expired. The average monthly cost of
blood product waste was slightly higher during the study period but
not statistically significant (($1,576.79 vs. $1,493.89, p = 0.692).
Similarly, the total number of unutilized blood products did not differ
significantly (252-units vs 224-units, p = 0.414). Overall, 84.2% of
study days had LTOWB available in the prehospital setting.
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CONCLUSIONS: Implementing a prehospital LTOWB program in a
rural trauma system is both feasible and cost-neutral. A structured
deployment and processing protocol can achieve high utilization
while minimizing waste. These findings support the expansion of
whole blood programs in rural trauma systems to enhance early
resuscitation and improve patient outcomes.
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CRACKING THE CODE OF ENDOTHELIOPATHY OF TRAUMA
C Rehani, S Abdullah, K Rozenberg, R Vesselinov, J Dong, R Kozar
University of Maryland , Baltimore, Maryland

Presenter: Chavi Rehani MD
WTA Sponsor: Rosemary Kozar

INTRODUCTION: The endotheliopathy of trauma (EOT) is a complex
pathophysiological response to severe injury, characterized by
coagulopathy, platelet dysfunction, endothelial activation /
dysfunction, and systemic tissue injury and shock. While the EOT has
been associated with adverse clinical outcomes, the individual
contributions of its constituent components remain poorly defined.
This study aimed to delineate the relative impact of each EOT
component on the development of mortality and multiple organ
failure (MOF) in severely injured patients.

METHODS: In this prospective observational study, blood samples
were collected upon admission from severely injured trauma
patients. Clinical and laboratory data, including demographics,
physiological parameters, laboratory values, Injury Severity Score
(ISS), and outcome measures, were collected. The primary
composite endpoint was in-hospital mortality or development of MOF
(defined as a MOF score >3). Ten plasma biomarkers associated
with coagulopathy, platelet dysfunction, endothelial injury, and
systemic shock were quantified using Luminex assay or ELISA. A
total of 19 parameters were categorized into four EOT components.
Separate multivariable models were constructed for each EOT
component using ridge regression to mitigate multicollinearity
effects, and model performance was assessed using the Area Under
the Receiver Operating Characteristic Curve (AUC). Data is presented
as median [interquartile range 1-3] and AUC (95% confidence
interval).

RESULTS: 159 patients were enrolled and met inclusion criteria. The
median age was 39 years [31-53], 80% were male, and 58%
sustained penetrating trauma. The median ISS was 19 [11-27], and
15.7% of patients met the primary composite outcome. All four
component-specific models demonstrated comparable predictive
capability (Figure 1): coagulopathy 0.81 (0.76-0.92), platelet
dysfunction 0.74 (0.76-0.87), endothelial dysfunction 0.83 (0.75-
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0.92), and tissue injury/shock 0.77 (0.69-0.88). A combined model
using the parameters included in the four EOT components had an
AUC of 0.85 (0.83-0.97).

CONCLUSIONS: The identified components of EOT, coagulopathy,
platelet dysfunction, endothelial dysfunction, and tissue
injury/shock, significantly contribute to poor outcomes in severely
injured patients. The statistically comparable predictive
performance across the individual and combined models
underscores the importance of each component. These findings
highlight the multifactorial nature of the EOT and support the need
to target therapeutics across all four components of EOT to improve
survival and reduce organ failure after injury.
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INDUSTRY PAYMENTS FURTHER OBFUSCATE THE

APPROPRIATE USE OF RIB PLATING
O Zein, Stahlfeld C, Liu X, Corcos A, Stahlfeld K
UPMC Mercy , Pittsburgh, Pennsylvania

Presenter: Omar Zein MD
WTA Sponsor: Alain Corcos

INTRODUCTION: Enthusiasm for operative treatment of acute
unstable chest wall injuries varies across trauma centers. Very
limited data suggests a modest benefit in ventilated patients. The
exponential adoption of this technique has raised questions
regarding the clinical indications, outcomes, and financial or
professional interests involved. We hypothesized that financial
remuneration from industry may be an additional confounding factor
in the management algorithm.

METHODS: A systematic review was conducted using PubMed from
January 2020 through August 2025. The review analyzed position
papers, meta-analyses, and reports involving greater than 10
patients. The physician authors of those manuscripts were
individually entered into the OpenPaymentsData.CMS.gov website,
created to improve transparency as required by the federally
enacted Sunshine Act. Quantitative general and research payments
from the life science manufacturers were tracked to each author and
subsequently to each article. Individual and total payments, type of
article, journal, surgical specialty, article bias, individual
manufacturers, specialty, and presence of conflict of interest (COI)
statements were analyzed.

RESULTS: Of the 173 papers that were reviewed, 76 met the criteria
and were included in the analysis. A total of 210 unique authors
were identified. Although all American physicians received financial
compensation from industry, 64 general, 14 orthopedic, and 6
thoracic surgeons and 4 radiologists received more than $5000 of
general payments (average $92,361 median $16,030) from
industry. At least one of these was a listed author on 68 (89%) of the
manuscripts. Total payment to authors on the eight manuscripts with
the highest median payment averaged $270,864 (range $130.36 -
$2,911,390). The journals’ impact factor averaged 3.55. Thirty-four
authors received additional funding for research (median $67,913
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[SD $670,042]). Zimmer Biomet, Acumed, and KLS Martin were the
most common partners. Total payments to authors based on
manuscript conclusions approached statistical significance:
$59,261 [SEM 18,802] if neutral (n=23), $97,460 [SEM 32,698] if
supportive (n=45), and $43,251 [SEM 14,397] if against (n=3)
ANOVA p=0.1323 (Fig 1). A COI statement was noted in 37 of the
manuscripts [46.68%].

CONCLUSIONS: For unstable chest wall injuries, rib plating has
demonstrated benefit in select ventilated patients and those with
severe pulmonary contusions. The recent literature s
overwhelmingly pro-plating but, among other confounding factors,
has significant industry ties that are not readily transparent. This
allows for wide practice variability. Future research should be
standardized and clearly disclose financial relationships with
industry to ensure that patient care decisions are truly evidence-
based.
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PANEL: HUMANITARIAN SURGERY OR GLOBAL HEALTH

Panelists: Geoffrey Anderson, Warren Dorlac, Krista Kaups
Moderator: Kenji Inaba
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FAMILY ABSTRACT: FELLOWSHIP OF THE SLOG: ONE DOES

NOT SIMPLY WALK TO CAPE WRATH
J Kuckelman, L Kuckelman, H Spalding, MC Spalding
Madigan Army Medical Center, Tacoma, Washington

Presenter: John Kuckelman DO
WTA Sponsor: Chance Spalding

In May 2025, two non-runner members of the Western Trauma
Association, accompanied by their ultra running spouses, completed
the Cape Wrath Ultra- a grueling, self inflicted 250-mile, eight-day
expedition race through the Scottish Highlands. Traversing remote
valleys, rugged peaks, and untamed coastlines, the race is widely
regarded as one of the most challenging multi-day ultras in the
world. Frequently referred to as one of the world’s toughest multi-
day ultras, the event delivered on its promise: remote terrain,
relentless elevation gain, weather that ranged from Biblical to
apocalyptic, and nightly “camp accommodations” that made trauma
call rooms seem like the Ritz. Over eight days, the group slogged
through bogs, boulder fields, horizontal rain, and thousands of feet
of gain and loss - all while nursing blisters, strained muscles, and a
deepening appreciation for dry socks and stubborn companionship.
This shared experience was not merely a test of physical endurance,
but a powerful reaffirmation of resilience, teamwork, and the deep
familial bonds that define our trauma community. The Cape Wrath
Ultra is not just physically grueling - it's mentally humbling. Each day
required hours of effort across unforgiving terrain, without cell
service, coffee, or any reasonable exit strategy. Navigation errors,
freezing river crossings, feral midges, the occasional existential
crisis, and a Scottish emergency room visit were all part of the
experience. It was Type |l fun at its worst - the kind that only feels
worth it once you’re done (and maybe not even then). And yet, the
shared suffering forged stronger bonds, deeper laughter, and a
richer understanding of endurance, both on and off the trail. Our
proposed presentation will chronicle this extraordinary journey from
the perspectives of both the WTA members and their spouses,
highlighting the often-overlooked role of family in supporting
professional and personal pursuits. We will also reflect on the
parallels we observed between ultra-running and trauma surgery -
from the long, uncertain stretches that demand quiet persistence, to
the critical decisions made when you’re sleep-deprived, hungry, and
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knee-deep in the unexpected. The Cape Wrath ultra summoned
many of the same themes: resilience, teamwork, adaptability, and
an occasional bout of irrational optimism. The trail, like trauma,
rewards those who show up day after day, even when everything
hurts. In the spirit of WTA's unique commitment to fostering
personal connection alongside professional excellence, this talk is a
tribute to the extended trauma family that stretches beyond the
operating room - one that climbs mountains, crosses bogs, and
finishes strong together.
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Tuesday, March 3, 2026, 4:50pm - 5:00pm

FAMILY ABSTRACT: WTA FELLOWSHIP BEYOND THE SNOW
RM Albrecht JJ Gipper Rock n'Gipp
University of Oklahoma , Oklahoma City, Oklahoma

Presenter: Roxie Albrecht MD
WTA Sponsor: Roxie Albrecht

INTRODUCTION: "Honey, let’s buy a boat." In December 2019, an
idea was floated that combined our dreams for retirement: traveling
the US, visiting friends, and being on the water. America's Great Loop
on a boat quickly topped our bucket list. There was just one small
detail - neither of us had ever owned or piloted a boat of the
recommended size for the loop. Our literature review to find the
perfect boat was significantly hampered by travel restrictions in
2020-21. By May 2022, we ordered a boat, the surgeon among us
picked a retirement date, and 18 months later, a 'cute' 31-foot
trawler arrived in Florida, ready for our adventure. Our goal was to
travel America's Great Loop on this trawler over the next year, visiting
WTA friends and family who had begun to doubt we would ever
complete the journey.

METHODS: The boat purchase included a whopping two days of
training. Training? "It's just see one, do one, right dear? No problem,
we’ve got this." The fall and winter weather over the next few weeks
wasn't ideal for practice; though slightly overwhelmed and anxious,
we were determined to set out once outfitting was complete. Finally,
December 2023 with a rough itinerary in hand, we cast off on our
great loop, navigating intercoastal waterways, the vast Gulf of
Mexico, east coast bays, the Atlantic Ocean, and the Great Lakes, as
well as numerous rivers and canals.

RESULTS: Throughout the voyage, we developed proficiency in
navigating diverse waters, managing locks, docking at marinas,
anchoring, and enhancing both personal and navigational
communication skills. We accepted invitations and opportunities to
visit WTA members and our families along the way. WTA friends
provided tours of local areas, wonderful meals, great conversation,
and countless photo opportunities. We recount some of these
experiences, including a few dramatic boating incidents - both
comical and near-death. Thankfully, none required the clinical skills
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of a trauma surgeon. The only use of trauma shears was to trim
fishing line, a hemostat to tighten sinkers or remove hooks, and a
serrated knife to cut bread. Travel statistics: 7,213 miles, 954 hours,
average 7.1 knots/hour, 2,789 gallons of diesel, 142 locks, 21
states, 2 countries, > 8,400 photos.

CONCLUSIONS: What a fantastic yearlong adventure, made special
by the WTA Fellowship of the Snow connections!
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Tuesday, March 3, 2026, 5:00pm - 6:00pm
PRESIDENTIAL ADDRESS: WHERE WE COME FROM AND
WHAT WE CARRY FORWARD: REFLECTIONS ON A
SURGICAL LIFE

Presenter: Krista L. Kaups, MD, MSc

— - Krista L. Kaups, MD, MSc,
FACS, FCS (ECSA) is a
Professor of Clinical Surgery at
UCSF Fresno and is the
Director of the Surgical
Intensive  Care Unit at
Community Regional Medical
Center (CRMC) in Fresno,
California. Dr.  Kaups
completed her undergraduate
degree in biochemistry at
Bethel University, St. Paul, MN
and earned her medical
degree from the University of
lllinois College of Medicine. She trained in general surgery at
Southwest Michigan Area Health Education Center and completed a
Surgical Critical Care fellowship at the University of Massachusetts,
followed by a year in the lab in sepsis research. Dr. Kaups then
joined the faculty at the University of Vermont, where she also co-
directed the Surgical ICU, before moving to UCSF Fresno in 1995.
She also holds a Master of Science in Public Health from the London
School of Hygiene and Tropical Medicine.

Dr. Kaups has held leadership roles within the American College of
Surgeons (ACS), including serving as the Membership Chair of the
COT and on the Executive Committee of the COT, and as President
of the Northern California Chapter, and while a Governor chaired the
Governor's Committee on Physician Competency and Health. She
served on the American Board of Surgery (ABS) Council and as Chair
of the Trauma, Burns, and Surgical Critical Care Board. Dr. Kaups
has contributed to

PRESIDENTIAL ADDRESS

national curriculum development, milestone revisions, and

Entrustable Professional Activities (EPAs) for general surgical and
surgical critical care training. Dr. Kaups is a past President of the
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Surgical Critical Care Program Directors Society and the US Chapter
of the ISS and is the North American Councilor for IATSIC. Dr. Kaups
has over 100 peer-reviewed articles and serves on several editorial
boards. She has been an examiner for the College of Surgeons of
East, Central, and Southern Africa (COSECSA) and is a member of
the General Surgery Council of the Pan-African Academy of Christian
Surgeons (PAACS).

Beginning with a 2-month elective rotation in Benin (West Africa) as
a 4th-year medical student, Dr. Kaups has had opportunities to work
in international settings. She has also worked clinically in South
Sudan, Kenya, Sierra Leone, Afghanistan, and Ethiopia and has
taught and lectured internationally in other international locations.
Her academic interests include trauma systems, critical care
management, injury prevention, surgeon performance, and issues
related to workforce sustainability, including fatigue, impairment,
and aging in surgery, as well as global surgery.
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Wednesday, March 4, 2026, 7:00am - 7:20am

TRANEXAMIC ACID IN PATIENTS WITH TRAUMATIC BRAIN
INJURY: IS THERE BENEFIT IN PATIENTS WITH

FIBRINOLYTIC SHUTDOWN?
J Barletta, H Lim, J Sucher, A Mangram, J Dzandu, V Zach
HonorHealth John C Lincoln Medical Center , Phoenix, Arizona

Presenter: Jeffrey Barletta Pharm D
WTA Sponsor: Alicia Mangram

INTRODUCTION: Tranexamic acid (TXA) is an antifibrinolytic agent
that is widely used in patients with traumatic brain injury (TBI). Its
pharmacology though, suggests there should be differences in
effectiveness according to patient-specific fibrinolytic phenotypes,
particularly fibrinolytic shutdown. This study examined whether
fibrinolytic shutdown is associated with increased mortality in TBI
and whether TXA retains its benefit in this subgroup.

METHODS: This retrospective cohort study included TBI patients who
had thromboelastography (TEG) upon presentation at three affiliated
trauma centers. Patients were excluded if they received TXA prior to
their initial TEG, had TXA >3 hours after admission, had a GCS of 3
and a nonreactive pupil or a nonsurvivable injury. The primary
endpoint was all-cause mortality, either in-hospital or in-hospice up
to 28 days. Patients were stratified by fibrinolytic phenotype:
shutdown (LY30 <0.5%), physiologic (0.5-7.7%), or hyperfibrinolytic
(=7.7%) and TXA receipt. Univariate and multivariate logistic
regression was performed controlling for baseline differences
between groups and important confounding variables. A p-value
<0.05 determined statistical significance.

RESULTS: There were 394 patients (mean age 64 + 21 years; 56%
ground-level falls; 74% mild TBI) where fibrinolytic shutdown
predominated [72% (n=285)], followed by physiologic [27%
(n=107)], and hyperfibrinolytic [0.5% (n=2)] phenotypes. Unadjusted
mortality was 16% with shutdown versus 9.2% without (p=.090).
After controlling for age, 1SS, admission GCS, multicompartmental
head injury, neurosurgical intervention, and receipt of TXA, there was
no association between shutdown phenotype and mortality [OR
(95% Cl) = 1.37 (0.62 to 3.05), p=.437]. In patients with fibrinolytic
shutdown, unadjusted mortality was lower in patients who received
TXA [12% (24/196) vs. 24% (21/89), p=.015]. After controlling for
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age, ISS, admission GCS, multicompartmental head injury and
neurosurgical intervention, mortality remained lower [OR (95% CI) =
0.36 (0.16 to 0.77), p=.009]. In patients without fibrinolytic
shutdown, no difference in mortality was noted [TXA, 9.6% (7/73) vs.
no TXA, 8.3% (3/36), p=1.00]. These results did not change after
controlling for the above confounders. [OR (95% CI) = 0.96 (0.16 to
5.78), p=.963].

CONCLUSIONS: The benefit of TXA was sustained in TBI patients with
fibrinolytic shutdown. Fibrinolytic shutdown was not associated with
higher mortality. Given these results, clinicians should not withhold
TXA administration based on TEG data. Future studies are needed to
evaluate TXA and the potential for an alternative mechanism of
action in TBI.
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Wednesday, March 4, 2026, 7:20am - 7:40am
STROKE AFTER BLUNT CEREBROVASCULAR INJURY IN
OLDER ADULTS: A MULTI-CENTER EVALUATION OF A
PROSPECTIVE DATABASE
D Demessie, K Andre, D Ash, E Stevens, L Paul, C Lemon, L Smith,
T Kashikar, A Knight, R Wu, C Witt, Z Draper, S Smith, W Holyfield,
B Jimenez, M Welch, K Zreik, K Zillmer, M Littlejohn, K Richards, J
Guido, P Bjordahl, B Magbool, A Mang, S Talebinejad, B Martinez, D
Jafari, D Gusmano, E Margiotta, M Bank, R Rodriguez, A Hertzler, A
Sandau, T Hess, M Tucker, G Miles, T Schroeppel, Z Stillman, S
Farach, M Bright, M Braverman, B Sloan, G Chang, M Knight, M
Chopko, M McCracken, B Blackwood, C Duran, D Hamilton, A
Tanner Il, J Nie, J Nahmias, D Turay, | Delgado, P Patel, P Millan, D
Hunt, J Rahm, G Stettler, A Grimes, D Lumbard, B Thunstrom, C
Hall, G Ng, C Butts, A Muller, M Tabrizi, S Abdullah, J Martucci, K
Matsushima, P Udekwu, C Shell, S Ellen Williams, C Bell, C Knapp,
E Whetten, M Farrell, A Skoczek, K Minoza, P Farley, L Fernandez, B
Pero, L Jacobson, J Williams, S Chowdhury, S Varghese, A Hynes, P
Murphy, B Axtman, L Huber, M Fleming, C Davis, M Gomez, D
Mederos, N Polite, R Deci, J Nash, M Moorman, S Taghavi, A Marr,
A Smith
Louisiana State University , New Orleans, Louisiana

Presenter: Dagmawi Demessie MD, MS
WTA Sponsor: Alan Marr

INTRODUCTION: Blunt cerebrovascular injury (BCVI) carries a
substantial risk of stroke, but whether older age modifies this risk
remains uncertain. We examined stroke occurrence in a cohort of
BCVI patients comparing older and younger adults. The objective of
this study was to determine the incidence of stroke in older adults
undergoing screening for BCVI following trauma.

METHODS: Adult trauma patients with BCVI diagnosed on CT
angiography were identified from a multicenter database (46 trauma
centers from May 2024 - August 2025). Age was dichotomized as
>65 (old) and <65 years (young). BCVI severity was categorized by
Biffl grade, with grades 1-2 as the reference. Multi-arterial trauma
was defined as injury affecting more than one vessel (internal,
external, or common carotid, or vertebral). Stroke during admission
was the primary outcome. Bivariate analyses were performed to
identify unadjusted associations, and multivariable logistic
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regression estimated adjusted odds ratios (ORs) with 95%
confidence intervals (Cls).

RESULTS: Of 13,235 screened patients, 1,833 (13.8%) were
diagnosed with BCVI on CT angiography; after excluding missing
data, 1,741 patients were included in the analysis. Older patients
(n=499, 28.7%) had slightly lower BMI (26.2 vs 26.6kg/m2; p =
0.017), higher GCS on arrival (15 vs 14; p < 0.0001), and lower ISS
(17 vs 22, p < 0.0001) compared with younger patients. Time from
injury to CTA (median 2.3 vs 1.3 hours; p < 0.0001) and from
admission to CTA (median 1.0 vs 1.0 hours; p = 0.012) was longer
in older patients. BCVI detection varied by screening method
(p=0.0086) with higher identification on initial CTA (p <0.0001).
Older patients more often had higher Biffl grades (p = 0.0008), multi-
arterial injuries (p=0.0002), involvement of vertebral arteries
(p <0.0001), and bilateral injuries (p=0.0026). Overall, 92 (5.3%)
patients developed stroke (6.2% vs 4.9%, p=0.27). In a multivariable
analysis, older age was not independently associated with stroke
(OR 1.50, 95% C1 0.91-2.47; p=0.11). Initial CTA was significantly
associated with reduced stroke risk (OR 0.31, 95% Cl 0.20-0.50;
p <0.0001), whereas higher BCVI severity (Biffl 3-5) strongly
increased the risk (OR2.35-5.79; p<0.002). Involvement of
multiple arteries was associated with higher stroke risk, although not
statistically significant (OR 1.52, 95% Cl 0.93-2.47; p = 0.095).

CONCLUSIONS: Although older adults sustained less severe overall
trauma, they experienced delays in vascular imaging. Stroke risk was
determined primarily by BCVI severity and early detection rather than
age. These findings emphasize the importance of systematic and
timely initial CTA for optimal identification and management of BCVI.

Stroke Risk in Blunt Cerebrovascular Injury Patients

Multi vs Single Artery o
Biffl5vs 1
Biffl 4vs 1 ———————
Biffl 3vs 1 e
Initial CTA L2
GCs o
1SS per 5 .
Old vs Young .

0 5 10 15 20
Adjusted Odds Ratios
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SUCTION VERSUS WATER SEAL FOR INITIAL TREATMENT
OF TRAUMATIC PNEUMOTHORAX (SEAL IT): A PRAGMATIC
CLUSTER-RANDOMIZED TRIAL OF CHEST TUBE
MANAGEMENT

E Yeates, B Dennis, D Xiao, P Vimalathas, M Patel, A Maiga, A
Medvecz, A Peetz

Vanderbilt University Medical Center , Nashville, Tennessee

Presenter: Eric Yeates MD
WTA Sponsor: Brad Dennis

INTRODUCTION: Traumatic pneumothorax treated with chest tube
placement is often serially managed by placing pleural drainage
systems to negative pressure suction, followed by water seal, and
then removal. However, there is limited high-quality evidence to
support this sequential approach. Placing chest tubes to water seal
initially could shorten chest tube duration and length of stay. In
patients treated for traumatic pneumothorax, we hypothesized that
placing chest tubes to water seal initially would shorten chest tube
duration without an increase in complications.

METHODS: We performed a single-center pragmatic cluster-
randomized trial (NCTO6688734) from 10/01/2024 to
05/31/2025 in acutely injured adult patients with traumatic
pneumothorax requiring a chest tube. Patients with hemothorax
larger than 300mL and those with chest tubes placed prior to CT
imaging were excluded. Alternating each month, chest tubes were
placed to either suction or water seal initially. The remainder of
management of the chest tube was determined by the on-service
providers. Demographic data, injury characteristics, chest tube
related data, and outcomes were collected and compared between
the initial suction and water seal groups. Chi-square tests were used
to compare categorical variables and Mann-Whitney U tests were
used to compare continuous variables. The primary outcome was
chest tube duration and secondary outcomes were length of stay,
and safety endpoints (chest tube related complications, need for
secondary intervention, mortality). This trial was conducted and
reported in accordance with the CONSORT guidelines.

RESULTS: Of acutely injured patients admitted to the trauma service,
3,372 were screened for eligibility during the study period. Of the
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133 patients who had chest tubes placed for traumatic
pneumothorax, 72 met eligibility criteria and were enrolled: 37
allocated to initial suction and 35 to water seal. Four patients died
with chest tubes in place and were removed from analysis, leaving
34 patients in each group. Bilateral placements resulted in 37 chest
tubes in the suction group and 35 in the water seal group. Compared
to the suction group, the water seal group had a shorter median
initial chest tube duration (41.0 vs. 51.0 hours, p=0.001) and total
chest tube duration (44.0 vs. 60.0 hours, p=0.011). There was no
difference between the two groups with regards to demographic
data, comorbidities, abbreviated injury score of the chest, injury
severity score, length of stay, and safety endpoint (chest tube related
complications, need for secondary intervention, mortality) (all p >
0.05).

CONCLUSIONS: For traumatic pneumothorax requiring chest tube,
using water seal of pleural drainage devices (instead of suction) is
feasible, safe, and shortens chest tube duration. Early removal of
chest tubes may have positive effects on patient mobility, pain
control, and hospital costs, which was unmeasured in this single-
center work, but could be addressed with a multicenter approach
and validation of these studies findings.

Chest tube related outcomes of suction versus water seal management after traumatic pneumcthorax

Suction Woater Seal

Outcome (n=3T) (n=35) p-valie
Tnitial chest rube duration (hours), median [TQR] 51.0[43.0, 88.0] 41.0[32.5, 54.0] 0.001
Total chest mbe duration (hours), median [IQR] 60,0 [45.0, 113.0] 44.0[35.0, 84.0] 0.011
Complications, o { %)

Recurrent hemotharax 1{2.7) 3 (8.6} 0.351

Recurrent poneumothorax 6{16.2) 3(8.6) 0,480
Secondary intervention, n (%)

Removed and replaced 7189 6(17.1) 1.000

Second simultaneous chest tube 3(8.1) 2(3.7) 1.000
_ Video-assisted thoracoscopic surgery 2(5.4) 2(5.7) _Looo

TPA 1{2.7) 1(2.9) 1.000

cm = centimeters, IQR = interquartile range, TPA = tissue plasminogen activator
Total chest tube duration = initial chest tube duration plus the duration of simultanecus/replaced chest tubes
Bolded values are significantly different
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EARLY POSTOPERATIVE IMAGING AFTER TRAUMATIC
BLADDER REPAIR REDUCES CAUTI RATES, CATHETER
DURATION, AND HOSPITAL STAY WITHOUT AN INCREASED
URINARY LEAK RATE
T Holliday, J Wiseman, S Gupta, M Broderick, B Strong, C Cain, T

Scalea, E Ley
University of Maryland School of Medicine , Baltimore, Maryland

Presenter: Tyler Holliday MD
WTA Sponsor: Eric Ley

INTRODUCTION: Optimal postoperative management after repair of
traumatic bladder injuries (imaging strategies and catheter duration)
remains unclear. This may affect the rate of catheter-associated
urinary tract infections (CAUTI) and hospital length of stay (LOS). We
evaluated early (<7 days) versus late (>7 days) imaging following
repair of traumatic bladder injuries hypothesizing that early imaging
would reduce CAUTI rates, catheter duration, and LOS without
increasing urinary leak.

METHODS: We retrospectively reviewed trauma registry data from a
university-based Level | and Il trauma system from 2017-2024.
Patients with full-thickness (grade >2) bladder injuries undergoing
operative repair were included. Those with in-hospital mortality or
concomitant ureteral and/or urethral injuries were excluded.
Patients were stratified by timing of first postoperative bladder
imaging: early (<7 days) versus late (>7 days). We assessed patient
demographics, mechanism, injury severity, injury characteristics,
associated injuries, use of intraoperative leak test, and the service
performing the bladder repair. Primary outcomes included CAUTI
rate, LOS, urinary catheter duration, and urinary leak rate on initial
postoperative imaging,

RESULTS: Ninety-nine patients met inclusion criteria; 29 (29.3%)
underwent early imaging and 70 (70.7%) late imaging. There were
no differences in age (34.7 vs 37.3 years, p=0.81), female sex (31%
vs 24.3%, p=0.49), comorbidities (79.3% vs 84.3%, p=0.55), blunt
mechanism (79.3% vs 68.6%, p=0.28), ISS (19 [14-27] vs 19 [14-
29], p=0.56), abdominal AIS (AIS 4 & 5: 13.8% vs 18.6%, p=0.76),
incidence of AAST high grade bladder injury (grade 4 & 5: 82.8% vs
62.9%, p=0.060), concomitant pelvic fracture (51.7% vs 45.7%,
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p=0.59), and use of intraoperative leak test (55.2% vs 60%, p=0.66)
in the early vs late groups. The early imaging cohort had more
bladder repairs by trauma surgeons (100% vs 85.7%, p=0.032),
more intraperitoneal injuries (82.8% vs 58.6%, p=0.021), larger
defects (5 [1-8] vs 2 [1-5] cm, p=0.019), and fewer outpatient
urinary catheter removals (24.1% vs 45.7%, p=0.046). Early imaging
was associated with lower CAUTI rates (6.9% vs. 30%, p = 0.017),
reduced catheter duration (7 [6-10] vs. 14 [11-18] days, p =
0.0001), and shorter LOS (9 [7-13] vs. 12 [8-23] days, p = 0.033).
Rates of urinary leak (3.5% vs. 8.6%, p = 0.67) and bladder
reoperation (0% vs 1.4%, p=1) were the same.

CONCLUSIONS: Early postoperative imaging after traumatic bladder
repair is associated with lower CAUTI rates, reduced catheter
duration, and shorter LOS, without an increased urinary leak rate
despite having larger injuries. Early imaging facilitates earlier
catheter removal and improves outcomes. Prospective multicenter
validation is warranted to inform future guideline development.

Table. Patient Characteristics and Outcomes when Compared by Early (<7 Days) versus
Late (>7 Days) Postoperative Imaging Following Bladder Repair

Variable Early Imaging (N=29) | Late Imaging (N=70) | p-Value

Blunt Mechanism 23 (79.3%) 48 (68.6%) 0.28

Intraperitoneal Injury 24 (82.8%) 41 (58.6%) 0.021
Injury Severity Score (ISS) 19 [14-27] 19 [14-29] 0.56

AAST Bladder Injury Grade 4 & 5 24 (82.8%) 44 (62.9%) 0.060
Size of Largest Injury (cm) 5[1-8] 2[1-5] 0.019
Urinary Tract Infection 2 (6.9%) 21 (30%) 0.017
Postoperative Foley Duration (days) 7 [6-10] 14 [11-18] 0.0001
Length of Stay (days) 9[7-13] 12 [8-23] 0.033
Postoperative Leak on Imaging 1(3.4%) 6 (8.6%) 0.67
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CASE REPORT: FIRST-IN-HUMAN USE OF RESQFOAM SELF-
EXPANDABLE INTRA-ABDOMINAL FOAM WAS SAFE AND

FEASIBLE

W Hewgley, T Pritts, J Holcomb, J Jansen, S Hurst, U Sharma, S
Stephens, M Finch, D King

University of Alabama at Birmingham , Birmingham, Alabama

Presenter: William Hewgley MD
WTA Sponsor: John Holcomb

INTRODUCTION: Noncompressible torso hemorrhage remains a
leading cause of death in trauma patients. ResQFoam is a novel
treatment composed of two liquid components that are mixed and
injected by a delivery device through a trocar into the abdomen,
filling it with a self-expanding foam that exerts pressure on the
abdominal contents, thus reducing hemorrhage.

METHODS: The REVIVE trial is a single-arm, exception from informed
consent clinical trial evaluating the safety and efficacy of ResQFoam
under an FDA investigational device exemption (IDE). The enroliment
criteria target patients in hemorrhagic shock due to intra-abdominal
hemorrhage, and the primary outcome is increase in blood pressure
following foam injection. Enrolled patients undergo ResQFoam
administration within 30 mins of arrival in the trauma bay, followed
by laparotomy. We present the first patient enrolled in this study.

RESULTS: A 34-year-old male presented in Class IV hemorrhagic
shock after a motor vehicle collision. His blood pressure was
undetectable with a weakly palpable pulse, and a Focused
Abdominal Sonography for Trauma (FAST) scan of the abdomen was
positive for fluid. Chest X-ray showed a small left hemothorax,
treated with thoracostomy with low output. The patient was
intubated for airway protection. Access to the peritoneal cavity was
obtained, and the device trocar was inserted using the open
(Hasson) approach. The ResQFoam device was prepared as per the
manufacturer’s instructions, by first aerating the liquid components,
then administering them into the peritoneal cavity. The time from
decision to enroll to injection was 3 minutes. The patient was
immediately taken to the operating room for exploratory laparotomy
with subjective improvement in pulse at time of transport. Blood
pressure increased from undetectable in the trauma bay to 99/58
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immediately after the start of laparotomy (figure). The patient
received 5 units of whole blood prior to laparotomy and 9 units of
whole blood while in the OR (figure). He survived his injuries with no
device-related serious adverse events.

CONCLUSIONS: This is the first, landmark application of ResQFoam
use in humans. Deployment was straightforward. ResQFoam
appears to have been well tolerated, and (along with co-
interventions) resulted in an increase in blood pressure.
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Wednesday, March 4, 2026, 8:30am - 9:00am

FOUNDERS' BASIC SCIENCE LECTURE: SOLVING THE
PLATELET PROBLEM: THE INNOVATION BASIS OF THERAPY

Presenter: Macky Neal, MD

Dr. Neal is the Watson Chair and
Professor of Surgery and the Vice Chair
of Academic Training in the Department
of Surgery, University of Pittsburgh, and
the Director of Emergency General
Surgery at UPMC. He works clinically as
an attending surgeon in the Division of
Trauma and Acute Care Surgery at the
UPMC. He holds secondary
appointments in the Departments of
Critical Care Medicine, the Vascular
Medicine Institute (VMI), and the

Clinical and Translational Science Institute (CTSI) at the University of
Pittsburgh. Dr. Neal co-directs the Trauma and Transfusion Medicine
Research Center and runs a translational research program focused
on hemostasis and thrombosis following injury. His basic science
laboratory is funded by multiple awards from the NIH, Department of
Defense and DARPA. In addition, he serves as the Chief Medical
Officer for Haima Therapeutics, leading the biotechnology company's
clinical platform and driving innovations in bleeding control.
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ALGORITHM 1: MANAGEMENT OF MULTICOMPARTMENTAL
TRAUMA
Presenter: Katie Bower, MD
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Wednesday, March 4, 2026, 4:15pm - 4:30pm

ALGORITHM 2: PROVISION OF PALLIATIVE CARE

Presenter: Jennifer Hartwell, MD

Domain Score (yes to any = positive screen)

Traumatic Injury w/ Mortality Risk
Disability

Previous Functional Status
Surprise Question

Severe injury + Significant Comorbid
Condition

Example (age <65)

Example (age 65+)

High risk of hospital mortality due to
traumatic injury
Permanent disability or functional outcome
inconsistent with patient’s wishes
Significant chronic illness, frailty, ability to
perform ADL limited
MNO response to: “Would you be surprised if
this patient died within the next 12 mo?”
Severe Injury

* Spinal cord injury

* Moderate to severe TBI

* Any amputation

* High likelihood of needing

trach/PEG
Significant Comorbid Condition

* ESRD

s ESLD

» Disseminated cancer

» Advanced heart failure

s Severe TBIl, concern for

progression to brain death

* High spinal cord injury

s Multiple amputations

* Moderate to severe TBI

* Anyspinal cord injury

o High likelihood of needing

trach/PEG
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ALGORITHM 3: LUNG INJURY

Presenter: Ally Hynes, MD
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Wednesday, March 4, 2026, 4:45pm - 5:05pm

INTRAVENOUS ACO1 SIGNIFICANTLY IMPROVES MOTOR
FUNCTION AFTER SPINAL CORD INJURY IN RATS

J. Uppuluri, J. Castillo, C. Pivetti, A. Wang, R. M. Russo, UC Davis SCI
Working Group

UC Davis Department of Surgery , Sacramento, California

Presenter: Jay Uppuluri
WTA Sponsor: David Shatz

INTRODUCTION: Civilian EMS transfusion programs and updated
Tactical Combat Casualty Care guidelines increasingly favor
normotensive resuscitation over permissive hypotension (PH) in
hemorrhagic shock. Despite emerging evidence, PH remains in many
EMS and hospital protocols. We evaluated whether normotensive
goals with prehospital blood improve survival in penetrating trauma.

METHODS: Twelve female Sprague Dawley rats underwent right
cervical spinal cord (C6) hemi-contusion injury using controlled
cortical impact. Animals were randomized to receive intravenous
ACO1 (2.5 mg/kg) or saline daily for 7 days, beginning 1 hour post-
injury. Motor performance was assessed at 5 time points over 8
weeks, followed by histological analysis.

RESULTS: All animals displayed marked motor deficits after injury
(IBB score decline from 9 to 1). Compared to saline controls, ACO1-
treated rats showed significantly greater motor recovery over 8
weeks (IBB =7 vs. 3, p = 0.0033).

CONCLUSIONS: ACO1 treatment significantly improved motor

outcomes in a rat model of cervical SCI, supporting its potential as a
targeted therapeutic candidate for spinal cord injury.
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Thursday, March 5, 2026, 7:00am - 7:20am
WALKING THE DOG: RANDOMIZED CROSSOVER TRIAL OF A
NOVEL AND EFFECTIVE INTERVENTION TO ENHANCE
TRAUMA PATIENT MOBILITY
J Borzansky, M Wulster-Radcliffe, P Halcomb, D Dickens, M

Morgan, C Hanley, K Theile, M Martin and A Bernard
University of Kentucky , Lexington, Kentucky

Presenter: Jessica Borzansky BSN Student
WTA Sponsor: Matthew Martin

INTRODUCTION: Early mobilization after critical illness reduces
complications and improves recovery, yet trauma patients often face
barriers such as pain, anxiety, and psychological distress that delay
rehabilitation. Animal-assisted interventions (AAls) may help
mitigate these barriers by reducing anxiety, promoting motivation,
and creating a supportive healing environment. Evidence supports
AAls in psychological trauma, but their role in acute physical trauma
remains underexplored. This study aimed to determine whether AAl
with therapy dogs enhances patient willingness to ambulate and
improves mobility outcomes.

METHODS: This randomized single-factor crossover study compared
two treatments: (1) mobilization without animal-assisted
intervention (AAl; dog-assisted therapy) and (2) mobilization with AAI.
Adult trauma patients at a Level 1 trauma center with a Glasgow
Coma Scale score of 15 who were cleared for mobilization either
independently or with one-person assistance were included.
Patients assigned to AAl in the morning received standard
mobilization in the afternoon, and vice versa. In the AAl intervention,
patients interacted with the therapy dog and handler; in the control
intervention, no therapy dog was present. Before and after each
intervention, patients completed surveys assessing pain (Defense
and Veterans Pain Rating Scale, DVPRS), anxiety (modified GAD-7),
willingness to mobilize, and overall mobility experience. The duration
of mobilization was also recorded.

RESULTS: 60 adult trauma patients meeting inclusion criteria were
enrolled over a one month period. The sample was 95% white, 5%
Black; 62% male, 38% female, with ages ranging from 20 to 87 years
(mean 54.1, SD 16). The injury mechanism was primarily blunt,
accounting for 91.6% of patients. Animal-assisted therapy led to
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patients being more willing to mobilize, only 8 patients declined to
mobilize in the presence of the AAIl canine versus 22 patients that
declined to mobilize if the AAlI dog was not present (x2, P < .01),
mobilizing for longer durations (mean of 6.0 minutes in the presence
of the AAl dog versus a mean of 2.5 minutes in the absence of the
AAl dog; SE = 1.3; PROC GLM, P < .05), and experiencing less anxiety
and pain (PROC GLM, P < .05) compared to standard mobilization
without AAIl. Differences indicate that the presence of the therapy
dog was associated with quantifiable improvements across
psychological and functional outcomes in trauma patients.

CONCLUSIONS: In this randomized crossover study, AAl significantly
improved trauma patient willingness to mobilize, reduced anxiety,
and increased the duration of mobilization, with no observed
adverse effects. These findings suggest that AAl may serve as a safe,
low-cost, and highly effective adjunct to early rehabilitation, helping
to address common barriers such as pain, anxiety, and psychological
distress. By fostering both physical and emotional engagement in
mobility, therapy dogs may enhance patient-centered recovery
trajectories and support earlier, more consistent mobilization in
trauma care.

Patient Enroliment Treatment Outcomes

L. PRE-SURVEY

2. TREATMENT

®)

TRAUMA PATIENT

BLIRGNESS & TIME)

3. POST-SURVEY
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Thursday, March 5, 2026, 7:20am - 7:40am
BUPRENORPHINE ANALGESIA ON OPIOID BURDEN AND

CLINICAL OUTCOMES IN TRAUMA
S Conde-Yassin, J Gillen, J Stodgehill, M Collins, K Bower, B Collier
Virginia Tech Carilion School of Medicine , Roanoke, Virginia

Presenter: Sabri Conde-Yassin M.Sc
WTA Sponsor: Bryan Collier

INTRODUCTION: Schedule Il opioids (e.g. morphine, fentanyl,
oxycodone) are full-agonists at mu-opioid receptors (MOR) and
remain mainstay analgesics for trauma care. Buprenorphine, a
Schedule Il opioid analgesic FDA-approved in 1981, is a partial-
agonist at MORs and limits opioid-induced respiratory depression,
hyperalgesia, and dependence. We hypothesized that increased
buprenorphine use in trauma patients would decrease total
inpatient opioid administration and hospital resource utilization.

METHODS: A single-center observational study included adult
trauma patients admitted to a Level | trauma center from 1/2021-
6/2024. The trauma service formalized buprenorphine as an
alternative to Schedule Il opioids in 6/2023. Outcomes were
assessed by (1) an unadjusted pre-/post-6/2023 analysis (pre-BA
vs. post-BA) and (2) a 1:1 nearest-neighbor propensity score-
matched comparison of post-BA patients who received (B+) or did
not receive (B-) buprenorphine. B+ and B- groups were matched by
demographics and injury type, severity, and distribution. Outcomes
included cumulative inpatient morphine milligram equivalents
(MME), ICU length of stay (LOS), survival, and adverse events.
Buprenorphine was assigned an MME conversion factor of 0.03.
Adverse events were grouped and included respiratory compromise,
naloxone use, and ICU escalation. Incidence rate ratios (IRR) with
95% confidence intervals (Cl) were calculated; significance was set
at p<0.05.

RESULTS: In the unadjusted analysis, 3,935 trauma patients were
included (2,777 pre-BA; 1,158 post-BA). Groups were similar across
demographics and injury characteristics. Buprenorphine use
increased over 10-fold, from 2.5% to 29% (p<0.001). Greater
utilization was associated with reduced cumulative MME (median
139 pre-BA vs. 75 post-BA, p<0.001; IRR 0.70, 95% CI 0.69-0.71),
shorter ICU LOS (IRR 0.87, 95% Cl 0.80-0.94), and improved
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survival (IRR 2.8, 95% CI 1.1-7.3), without differences in adverse
events (IRR 1.0, 95% CI 0.6-1.6). Multimodal analgesia patterns
were similar except for decreased gabapentin use post-BA (59% vs.
24%, p<0.001). In the matched post-BA cohort (n=544; 272 B+,
272 B-), groups were balanced across demographics and injury
variables. Buprenorphine use remained associated with lower MME
(median 114 B- vs. 91 B+, p<0.2; IRR 0.82,95% C1 0.81-0.83) and
reduced ICU LOS (IRR 0.67, 95% Cl 0.59-0.75), without differences
in survival (IRR 1.9, 95% CI 0.5-7.1) or adverse events (IRR 1.3,
95% Cl 0.8-2.0). Buprenorphine recipients more often received
multimodal analgesia (95% vs. 86%, p<0.001), epidural anesthesia
(25% vs. 15%, p=0.003), and Robaxin (94% vs. 81%, p<0.001).

CONCLUSIONS: This study provides the first large-scale evidence
that buprenorphine, a schedule lll opioid, can be safely and
effectively integrated into multi-modal pain regimens in trauma care,
yielding substantial reductions in opioid burden and ICU utilization
without increasing adverse events. As an alternative to conventional
Schedule 1l opioids, buprenorphine analgesia could represent a
pivotal advance in both pain management and opioid stewardship.
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FROM DISPATCH TO DECISION: ACHIEVING HUMAN LEVEL
PERFORMANCE IN TRAUMA TRIAGE WITH LARGE

LANGUAGE MODELS

B Quaranto, J Santorelli, B Fox, A Balaji, R Tariq, H Ferrari, E Moore,
M Jordan, A Berndtson, S Schwaitzberg, M Chopko

Suny at Buffalo Department of Surgery , Buffalo, New York

Presenter: Brian Quaranto MD
WTA Sponsor: Allison Berndtson

INTRODUCTION: Accurate trauma team activation relies on rapid
interpretation of prehospital reports, yet over- and under-triage
remain problematic, driving both preventable deaths and resource
overuse. While large language models (LLMs) have shown promise
in synthetic datasets for trauma triage, their clinical utility depends
on performance in interpretation of real world audio
communications. We evaluated whether off the shelf LLMs could
process EMS to hospital phone calls and achieve trauma triage
accuracy comparable to human providers.

METHODS: We conducted a 24-month retrospective review of adult
trauma activations at a Level 1 trauma center (January 2023 -
December 2024). Prehospital EMS notification reports were
retrieved from the hospital phone archival system and matched to
registry entries. Audio files were transcribed using automated
speech recognition, then processed with a structured LLM prompt
which incorporates hospital guideline-based criteria and enforces
standardized output (Figure 1A). Seven LLMs with varying
characteristics, ranging from light-weight parameter models to
advanced reasoning models, were used to generate trauma
activation levels and case summaries for each EMS phone call. LLM
performance was compared against human assigned activations
using the Cribari matrix which utilizes the Injury Severity Score to
determine accurate triage, over triage, under triage. Chi-squared
analysis was performed to compare LLM performance against
human performance with significance of [1=0.05.

RESULTS: Of 2,018 eligible trauma activations, 1,273 matched EMS
to hospital phone call audio files were successfully analyzed.
Baseline human triage demonstrated 68.5% accuracy, with 19.5%
over-triage and 11.8% under-triage. Five LLMs (ChatGPT-40, Claude-
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4-Opus, Gemini-2.5-Pro, Gemini-2.5-Flash, and Deepseek-3.1)
achieved triage accuracy statistically equivalent to human
performance. Importantly, models reliably distinguished high risk
activations from lower level responses, with error patterns mirroring
human decision making indicated by a non-significant p-value for the
model’s chi-squared test (Figure 1B).

CONCLUSIONS: Off the shelf LLMs, when guided by structured
prompts, can match human performance in interpreting EMS
prehospital calls and assigning trauma activation levels. This marks
a critical step toward real-time clinical decision support in trauma
systems leveraging actual prehospital communications rather than
synthetic data. By integrating such tools into trauma workflows,
systems may reduce variability, improve patient safety and optimize
resource utilization. Ongoing efforts should include fine-tuning LLMs
specifically on EMS communications to further enhance accuracy
and reliability.
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Presentation # 36

Thursday, March 5, 2026, 8:00am - 8:20am
QUANTIFYING THE IMPACT OF CENTRALIZED EMS
COORDINATION ON INTERFACILITY TRANSFER RATES IN A
RURAL STATE
J Tabor, K Kalkwarf, E Powell, D Lammers, B Morshedi, B Davis, J
Greer, J Margolick, N Bruce, M Roberts, A Porter, P Fischer, R
Betzold
University of Arkansas for Medical Sciences , Little Rock, Arkansas

Presenter: Jeffrey Tabor NRP, BS, FACPE
WTA Sponsor: Richard Betzold

INTRODUCTION: In 2011, a rural state trauma system (System)
implemented a coordination center for scene and transfer trauma
patients. The System rules recommend that EMS use the trauma
communications center (TCC) for all “Major” and “Moderate”
traumas, defined by the American College of Surgeons (ACS)
National Guideline for the Field Triage of Injured Patients (NGFTIP)
as “Red” and “Yellow.” We hypothesize that when EMS uses the
TCC’'s recommendations for initial destination, patients are less
likely to be transferred.

METHODS: A retrospective analysis of adult trauma patients
transferred from 112 facilities in a rural state trauma system was
conducted from January 2015 through June 2025. Patients were
grouped into one of four cohorts: (1) EMS transport coordinated with
the TCC and delivered to the recommended facility, (2) EMS
transported to an alternate facility after TCC recommendations,
(3)EMS transported without TCC coordination, or (4) arrived at the
initial facility by privately owned vehicle (POV). The primary outcome
measured was the interfacility transfer rate following initial hospital
presentation. Transfers were deemed an incorrect initial destination.
Patients less than 18 years, those with a chief injury of burn or
smoke inhalation, and NGFTIP “Minor” trauma were excluded.

RESULTS: 18,398 interfacility transfers were reviewed. Of all
transfers, cohort 1 comprised 13.5%, 2.9% were from cohort 2,
53.6% were from cohort 3, and 29.9% were from cohort 4.
Comparison of cohorts 1 and 2 was completed to directly compare
TCC coordination effect. Median transfer rates were 5.0% and 7.9%
respectively (p < 0.017), with the transfer rate of cohort 2 increasing
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throughout the study period (Figure 1). The secondary-transfer rate
after TCC coordinated the initial transfer was 0.1%.

CONCLUSIONS: Among trauma patients meeting ACS NGFTIP Major
and Moderate criteria, the use of the TCC significantly reduced the
likelihood of requiring interfacility transfers and nearly eliminated
secondary interfacility transfers. Rural EMS public health priorities
could impact this data; however, these findings suggest that
centralized EMS coordination through a TCC improves initial
destination hospital accuracy, decreases subsequent EMS
utilization, improves trauma system cost and efficiency, and may
contribute to more rapid access to definitive care.
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Presentation # 37
Thursday, March 5, 2026, 8:20am - 8:40am

ALGORITHM 4: GERIATRIC TRAUMA TRIAGE

Presenter: Natasha Keric, MD

Geriatric Trauma Triage Algorithm
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Presentation # 39
Thursday, March 5, 2026, 4:00pm - 4:20pm

COMPUTED TOMOGRAPHY FOR PEDIATRIC CERVICAL

SPINE CLEARANCE

K Russell, A Kahan, R Eldredge, K Larsen, R Swendiman, J
Rampton, Z Kastenberg, H Wan, B Padilla, D Ostlie, A Jensen, R
Ignacio, S Chao, L Kelley-Quon, L Gillory, D Notrica, T Schroeppel, M
Escobar, K Leneweaver, B Engbrecht, G Nace, L Liao, R Williams,
M Kotagal, B Yorkgitis, R lyer, D Brockmeyer, V Ravindra, K Inaba,
On behalf of the Pediatric Cervical Spine Study Group

University of Utah , Salt Lake City, Utah

Presenter: Katie Russell MD
WTA Sponsor: Kenji Inaba

INTRODUCTION: The best imaging strategy for pediatric cervical
spine clearance remains controversial. The primary objective of this
study was to determine the diagnostic accuracy of computed
tomography (CT) for the detection of clinically significant cervical
spine injury in children. We hypothesized that CT is sufficiently
sensitive to allow for definitive clearance of the pediatric cervical
spine after blunt trauma.

METHODS: We conducted a prospective, multicenter, observational
study with rolling admission at 72 diverse adult and pediatric trauma
centers across the United States. All children <18 years who
underwent cervical spine imaging after blunt trauma were
prospectively identified and enrolled into the study protocol. Patients
were excluded if they did not have imaging within the first 24 hours
of injury. The primary outcome was a clinically significant cervical
spine injury, defined as one requiring cervical spine fusion or halo
placement. Cervical spine CTs were categorized as abnormal if the
interpretation by the treating hospital identified an injury, secondary
signs of injury, a congenital spinal anomaly, or an equivocal finding
requiring further delineation. We performed a post hoc panel review
of all cases with normal imaging that required surgery. This panel
included physicians from the treating facility, a trauma surgeon,
pediatric surgeon, pediatric radiologist, and three pediatric spine
surgeons. The diagnostic accuracy and 95% confidence interval (Cl)
of CT were calculated using both initial radiology interpretation and
post hoc review.
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RESULTS: From March 1, 2022 to July 31, 2025, we prospectively
enrolled 19,995 pediatric patients with cervical spine imaging after
blunt trauma. Of these, 12,747 (64%) underwent cervical spine CT
and comprise the analytic cohort. The median age was 12 (IQR 6-
15), 37% (n=4,686) were female, and 19% (n=2,414) were
obtunded defined as GCS <13. Overall, 1,601 (12.6%) patients had
an abnormal CT interpretation, and 150 (1.2%) patients had a
clinically significant cervical spine injury. The sensitivity of the CT at
the treating hospitals to identify a clinically significant injury was
94.7% [Cl: 89.4%-97.5%], with a negative predictive value of 99.9%
[Cl: 99.9%-100%]. On subgroup analysis, the sensitivity was 90.5%
in obtunded patients, 88.2% for ages 1-4, 93.9% for ages 5-9, 90.9%
for ages 10-14, and 98.5% in ages 15-18 all with a NPV of 99.9% or
higher. On error analysis, 8 patients had false negative initial
radiographic interpretation, of which 6 injuries were retrospectively
identifiable on the original CT. After panel review, CT sensitivity for
detecting clinically significant injury was 98.7% [Cl: 94.7%-99.8%],
with a negative predictive value of 100% [Cl: 99.9%-100%].

CONCLUSIONS: In pediatric trauma patients evaluated for cervical
spine injury, CT is highly sensitive for detecting clinically significant
injuries. These findings support that the pediatric cervical spine can
be cleared on the basis of a normal cervical spine CT.

Table 1. Adjudicated patients with clinically significant cervical spinal Injuries not identified by treating facility

nnnnnnnnnnnnnnnnn
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Presentation # 40
Thursday, March 5, 2026, 4:20pm - 4:40pm

TIME COURSE AND VARIABILITY IN POST-CONCUSSIVE
SYMPTOMS IN CHILDREN AND ADOLESCENTS
HOSPITALIZED FOR TRAUMATIC INJURIES WITH AND
WITHOUT CONCOMITANT MILD TRAUMATIC BRAIN INJURY:

A WTA MULTICENTER STUDY

S Biffl, R Ignacio, W Biffl, M Castelo, A Burch, A Wieand, A Gorra, B
Schoonover, P Cohen, N Rivera, T Hightower, TA Wattsman, W
Wilkes, N Fox, A Goldsmith, J Askegard

Rady Children's Hospital UCSD , San Diego, California

Presenter: Susan Biffl MD
WTA Sponsor: Susan Biffl

INTRODUCTION: Post concussive symptoms (PCS) following mild
traumatic brain injury (mTBI) and the need for individualized
management are well known. Management of PCS after isolated
mTBI particularly in children and teens is well studied due to impact
on school and sports participation, desire to limit lifelong exposure
to mTBIl and minimize any potential effect on development. PCS and
management may be neglected in patients with concomitant trauma
requiring hospitalization as more severe injuries eclipse the mTBlI.
The need to manage PCS will likely persist after hospital discharge
as symptoms may persist for weeks and possibly months. We
hypothesized pediatric trauma patients with mTBI will exhibit unique
PCS compared with those without mTBI and that these symptoms
will persist consistent with the time course of isolated mTBI.

METHODS: Subjects were 5-17yo, hospitalized for moderate to
severe trauma with and without mTBI. PCS data was collected with
Rivermead Post-Concussive Symptom Inventory (PCSI) and quality of
life assessed with Pediatric Quality of Life Questionnaire (Peds QL)
at 1 week (T1), 3 weeks (T2) and 3 months (T3) following injury.
Subjects were grouped by age and whether they sustained mTBlI.
Scores were compared between ages, injury groups and over time.
Data were analyzed with various statistical tests where appropriate.

RESULTS: 134 subjects were included. 40% sustained mTBI. PSCI
median scores were higher in the mTBI group overall (p< 0.0001) as
well as the mTBI preteen (p<0.0058) and teen (p<0.0004)
subgroups at T1. This difference persisted in the teen group at T2
(p<0.0431) but there was no difference by T3. There was a steady
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decrease in symptom burden over time with a greater decrease in
mTBI group (PCSI 41, 23, 8 vs. 21, 11, 6). In grouped symptom
comparison, the greatest difference was seen in cognitive symptoms
which persisted across time points (74% vs 35%, 66% vs 44%, and
54% vs 38%).

CONCLUSIONS: PCS occur in pediatric trauma patients with and
without mTBI. Patients with mTBI have more severe and persistent
symptoms, especially cognitive symptoms, at each time point.
Symptoms improve over weeks following injury. Pediatric trauma
patients with moderate to severe injuries and mTBI should be
evaluated for PCS and offered support; further, even those without
mTBI could benefit from screening and support for PCS.

PCSI grouped symtpoms in Trauma vs mTBI
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Presentation # 41
Thursday, March 5, 2026, 4:40pm - 5:20pm
PANEL: MINIMALLY INVASIVE APPROACHES IN TRAUMA
SURGERY

Panelists: Hasan Alam, Michael Cripps, Matthew Martin
Moderator: Natasha Keric

55th Annual Meeting - Big Sky, Montana 131



132 Western Trauma Association



Back to Agendd

Presentation # 42
Thursday, March 5, 2026, 5:20pm - 6:00pm
PAINT THE CEILING LECTURE: RETIRING THE LOYAL
SOLDIER: FINDING JOY AND PURPOSE BOTH IN AND OUT
OF THE HOSPITAL

Presenter: Joseph A. Abate, MD, FACC

Dr. Joseph Abate practiced cardiology
for 37 years before assuming the role
of Chief Medical Officer at Heritage
Health, a Federally Qualified Health
Center in Coeur d’Alene, Idaho.

A lifelong proponent of wellness and
preventive healthcare, Dr. Abate
believes in addressing physical,
mental, and spiritual factors to
maximize health. While at Heritage
Health, he initiated a program called
Kroc Rx. Patients scheduled office
visits at the local fitness center,
followed by a visit with a dietitian
and/or behavioral health specialist.

Dr. Abate retired in 2018. He now maintains the official title of “Joe”.
Those uncomfortable with such informality can feel free to address
him as “Your Royal Joe-ness”. Dr. Abate is married to Kathi and has
two grown children.
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Presentation # 43
Friday, March 6, 2026, 7:00am - 7:20am

FILLING GAPS OR FILLING WALLETS? THE ROLE OF THE
FOR-PROFIT HOSPITAL IN THE AMERICAN TRAUMA
SYSTEM

D Kang, S Smith, C Torres, A Hynes, M Janeway, L Allee, A Buck, S
Theodore, M Crandall, M Seamon, D Scantling

Boston Medical Center, Boston, Massachusetts

Presenter: Danby Kang MD
WTA Sponsor: Mark Seamon

INTRODUCTION: After the American trauma system contracted in the
1990s with the loss of financially vulnerable trauma centers (TCs), a
subsequent re-expansion took place. Many of these new trauma
centers are for-profit (FPTCs) and are thought to provide redundant
care while targeting affluent patient populations. They can also pose
a threat to financially struggling non-profit hospitals by altering their
payor mix. Further, past research has demonstrated they may
provide worse outcomes and more expensive care. Little is known
about their role in the American trauma system. We hypothesized
that FPTC catchments would primarily have more affluent people
and provide geographically redundant service to non-profit centers.

METHODS: We captured data for the contiguous United States.
Census data was obtained from the 2020 Decennial Census and
from 5-year estimates of the American Community Survey as
appropriate. The population-weighted centroid of each census tract
was geocoded, as was the location of each American trauma center
in ArcGIS Pro. FPTC status was obtained from the Trauma
Information Exchange Program. Road networks and traffic data were
obtained from Esri StreetMaps Premium. The shortest travel time
from each population-weighted centroid was calculated to the
nearest TC to demonstrate coverage areas and populations. This
analysis was repeated without FPTCs to assess the contribution of
FPTCs to the trauma system. Data were spatially joined and exported
to Stata for logistic regression, Mann-Whitney and Wilcoxon Signed
Rank analysis as appropriate.

RESULTS: A total of 83,561 population-weighted centroids and
2,069 trauma centers were captured. Just over 13% of tracts were
primarily served by 224 FPTCs, representing the closest trauma care
for nearly 44 million people. Fewer FPTCs were level 1 centers
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(p=0.029). While overall transport times were similar between
FPTCs and non-profit centers (19.5 min each, p=ns), the removal of
FPTCs increased transport times in their former coverage area by a
median of 7.5 minutes (range 0-98 minutes). FPTC catchments were
more urban (79% vs 77%, p=0.020) and housed similar percentages
of white and Black people but significantly more Hispanic Americans
(20.5% vs 16.7%, p<0.001). They also saw lower rates of
populations receiving financial assistance (12.0% vs 12.5%,
p=0.001) and lower rates of Medicaid (19.3% vs 21.5%, p<0.001)
with higher rates of Medicare (21.5% vs 19.3%, p<0.001). In
regression analysis, FPTCs were associated with lower rates of
financial assistance in their coverage area (OR 0.97, 95% Cl 0.95-
0.98, p<0.001), lower Medicaid rates (OR 0.89, 95% Cl 0.87-0.90,
p<0.001), fewer Black people (OR 0.96, 95% ClI 0.95-0.97,
p<0.001) and more white (OR 1.02, 95% Cl 1.01-1.03, p<0.001)
and Hispanic people (OR 1.08, 95% CI 1.07-1.10, p<0.001).

CONCLUSIONS: In general, for-profit trauma centers largely provide
geographically redundant access to trauma care to populations that
tend to be better insured and with lower poverty. However, the loss
of some for-profit centers could result in substantial temporal
barriers to care for their respective communities.
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Presentation # 44
Friday, March 6, 2026, 7:20am - 7:40am
E-BIKES AND E-SCOOTERS ARE NOT BICYCLES OR
MOTORCYCLES: THE CASE FOR A DEDICATED TRAUMA
REGISTRY MECHANISM
A Reyes, T Arcieri, A Hebert, A Sanan, P Byers, E Lineen, C Lee, N

Namias, K Proctor, R Valenzuela, G Pust, J Meizoso, J Valenzuela
University of Miami/Ryder Trauma Center , Miami, Florida

Presenter: Ana Reyes MD, MPH
WTA Sponsor: Nicholas Namias

INTRODUCTION: Injuries associated with electric bicycles (e-bikes)
and electric scooters (e-scooters) are increasingly common. ICD-10
coding for e-scooters was introduced in 2021 and for e-bikes in
2023. However, trauma registries do not currently recognize these
as distinct mechanisms of injury. E-scooters are coded as
pedestrians and e-bikes as motorcycle collisions, yet both are often
misclassified as traditional bicycles when the vehicle type is unclear.
We hypothesized that e-bike and e-scooter crashes would
demonstrate distinct injury and hospital resource utilization patterns
compared to bicycle and motorcycle crashes.

METHODS: Patients hospitalized for e-scooter, e-bike, bicycle and
motorcycle crashes were identified using the 2023 Florida Agency
for Health Care Administration inpatient database. Outcomes
included overall injury severity, injury severity by body region,
hospital length of stay, ICU admission, and total hospital charges.
Mann-Whitney U or chi-square tests compared demographics and
outcomes by vehicle type. Multivariable regression assessed the
independent effect of vehicle type on likelihood of severe injury (ISS
> 16), severe head injury (head AIS > 3) and severe face injury (face
AIS > 3), controlling for age and sex. Bonferroni correction was
applied for three outcomes (o < 0.017).

RESULTS: Of 10,686 patients, 160 were involved in e-scooter
(1.5%), 208 in e-bike (1.9%), 4,118 in bicycle (38.5%), and 6,202 in
motorcycle (58.0%) crashes. Bicyclists were oldest, followed by e-
bike riders, motorcyclists, and e-scooter riders (Table 1).
Motorcyclists had the highest rate of overall severe injury (35.5%),
while e-scooter riders had the highest rates of severe head (25.6%)
and face injuries (15.6%), all p<0.001. E-bike riders and
motorcyclists had the highest ICU admission rates (50.0% and
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48.2%) and highest total hospital charges ($103,111 and
$136,788). On multivariable regression, e-scooter riders had higher
odds of severe head injury (aOR 1.61, 95% Cl 1.12-2.31) and severe
face injury (aOR 1.94, 95% Cl 1.25-3.01) compared to motorcyclists.
E-bike riders had higher odds of severe face injury (aOR 1.75, 95%
Cl 1.15-2.65), but not severe head injury compared to motorcyclists.
Odds of overall severe injury did not differ significantly between e-
scooter (aOR 0.82, 95% Cl 0.58-1.15) or e-bike (aOR 0.80, 95% CI
0.59-1.08) riders and motorcyclists.

CONCLUSIONS: E-scooter riders sustained the highest rates of
severe head and facial trauma, surpassing even motorcyclists, while
e-bike riders exceeded motorcyclists in facial trauma. Both groups
showed distinct patterns of hospital resource utilization. E-scooters
and e-bikes should be recognized as unique injury mechanisms, and
trauma registries should prioritize the accurate quantification of this
emerging problem. These findings also further emphasize the need
for improved helmet design, safety standards, and policy to reduce
the high burden of head and facial trauma among micromobility
users.

Table 1. Demographics and Outcomes of Patients Hospitalized for E-Scooter, Bicycle, E-bike, and
Motorcycle Trauma, Florida AHCA Inpatient Dataset, 2023.

E-scooter Bicycle E-bike Motorcycle
N=160 N=4,118 N=208 N=6,202
Age in years (median, [IQR]) 37[25,53] 58[42,67] 53[41,64] 40[28, 56]
ISS (median, [IQR]) 9[1,18] 5[1,14] 8[2,17] 101, 21]
Severe injury 48 (30.0) 937 (22.8) 63 (30.3) 2203 (35.5)
(ISS=216)
Severe head injury 41 (25.6) 626 (15.2) 48 (23.1) 1,115 (18.0)
(AIS head 2 3)
Severe face injury 25(15.6) 243 (5.9) 27(13.0) 541 (8.7)
(AIS face z 3)
ICU admission 68 (42.5) 1,655 (40.2) 104 (50.0) 2,989 (48.2)
Operative procedure 80 (50.0) 1,769 (43.0) 92 (44.2) 3,365 (54.3)
LOS in days (median, [IQR]) 3[1,5] 3[2,6] 3[1,6] 5([2,10]
Total hospital charges in US 89,531 93,618 103,111 136,788
dollars (median, [IQR]) (53,770, [52,388, [54,674, [136,788,
145,336) 171,932] 190,443] 271,232)

All p<0.001; AHCA=Agency for Health Care Administration; ISS=injury severity score; IQR=interquartile range;
AlS=abbreviate injury scale score; ICU=intensive care unit; LOS=length of stay; US=United States
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EVALUATING THE IMPACT OF PREHOSPITAL TOURNIQUET

QUALITY ON OUTCOMES IN URBAN TRAUMA CARE
M Broderick, M Richmond, D Stein, T Scalea, J Clark
R Adams Cowley Shock Trauma Center , Baltimore, Maryland

Presenter: Meaghan Broderick MD
WTA Sponsor: Thomas Scalea

INTRODUCTION: Uncontrolled hemorrhage remains a leading cause
of preventable death after trauma, and tourniquets can be
lifesaving. Their widespread prehospital availability, however, has
led to unindicated use and improper placement, raising concerns
about complications. We hypothesized that unindicated or
improperly placed tourniquets would increase vascular and limb
complications.

METHODS: We prospectively studied patients arriving to an urban
Level 1 trauma center with prehospital tourniquets over an 18-
month period. A standardized form captured vital signs and
tourniquet-specific variables on arrival. A tourniquet was deemed
appropriate if there was both a clear indication for placement (hard
signs of vascular injury or extremity trauma in unstable patients)
AND correct technical placement (proximal to the wound, not over a
joint, and tightened to eliminate distal pulse). Outcomes included
operative intervention and complication rates.

RESULTS: A total of 166 patients were included (85.0% male; mean
age 36.2 years). Mechanisms included gunshot wounds (44.9%),
stabs/lacerations (20.4%), and motor vehicle crashes (18.0%).
Mean Injury Severity Score (ISS) was 10.8, and mean tourniquet
time was 54 minutes. Vascular injuries were present in 34.7% of
patients, and 63.0% required operative intervention, most often for
orthopedic injuries. A clinical indication for tourniquet placement
was present in 51.8% of cases. 46 (31.9%) tourniquets met criteria
for appropriate use, while 98 (68.1%) were inappropriate. Patients
with an indicated tourniquet were more likely to undergo operation
than those without (71.3% vs. 55.6%, p = 0.039). Complications
were uncommon. DVT occurred in 3/142 (2.1%) and was associated
with longer tourniquet times (121 vs. 52 minutes, p &lt; 0.001) but
not with appropriateness (4.3% vs. 1.0%, p = 0.25). Fasciotomy was
performed in 7/141 (5.0%) without association to appropriateness
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(6.5% vs. 4.2%, p = 0.55). Compartment syndrome developed in 5
patients (3.4%), all with vascular injuries. Amputation occurred in 9
patients (6.3%), higher among those with appropriate use (13.0% vs.
2.1%, p = 0.008); six were primary for unsalvageable extremities,
one was delayed in multisystem organ failure, and two followed
unsuccessful limb-salvage attempts with free flaps. On multivariable
analysis, vascular injury (p = 0.036), blunt mechanisms (p = 0.006),
and longer tourniquet duration (p = 0.003) independently predicted
amputation, whereas appropriateness was not associated with
amputation risk.

CONCLUSIONS: Only one-third of prehospital tourniquets met criteria
for appropriate use, defined as both indicated and correctly applied.
Complications were infrequent and showed no association with
inappropriate use. Instead, adverse outcomes such as amputation
were linked to injury severity and ischemic burden. Within a mature
urban trauma system with short transport times, these findings
provide reassurance about the relative risk-benefit profile of
tourniquet use, while also underscoring the value of continued
training in clinical judgment and application technique.
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WHEN DOES 1:1 RESUSCITATION REALLY MATTER? AN
ANALYSIS OF 4,858 PATIENTS FROM FOUR TRAUMATIC
HEMORRHAGE STUDIES
JVan Gent, T Clements, J Williams, J Cannon, M Schreiber, E
Moore, N Namias, F Guyette, J Sperry, B Cotton

The University of Texas Health Science Center At Houston ,
Houston, Texas

Presenter: Thomas Clements MD
WTA Sponsor: Ernest Moore

INTRODUCTION: Trauma quality improvement program (TQIP)
guidelines recommend balanced resuscitation ratios for massively
bleeding patients, supported by a randomized trial demonstrating a
reduction in mortality from exsanguination using this strategy.
However, the inflection-point in transfusion volumes of when
balanced ratios begin to effect mortality has not fully been explored.
We sought to evaluate the transfusion volume at which a difference
in mortality is observed between balanced and unbalanced
resuscitations.

METHODS: Four studies of bleeding trauma patients were analyzed:
two conducted prior to whole blood (WB) availability; a single
institution experience (2010-2016) and randomized, multicenter
trial (PROPPR, 2012-2013) and two conducted with WB use; one
single institution experience (2017-2021) and a prospective,
multicenter study (LITES-02, 2018-2021). Patients divided into
balanced (1:1 or less, RBC:plasma) and unbalanced (>1:1) cohorts.
Total RBC units transfused in the first 4 hours were evaluated (0-6,
7-10, then 10-unit intervals). Primary outcome was 30-day and 24-
hour mortality.

RESULTS: Studies prior to the implementation of whole blood (single
center study (n=559 1:1 or less, n=467 >1:1) and PROPPR (n=342,
n=338)) demonstrated statistically significant 30- day mortality
differences after 21 units (Single Center, 43 vs 71%, p=0.013,
PROPPR, 32% vs 61%, p=0.017), with outcome separations noted
as early as >10 RBCs transfused (11-20 units: 26 vs 32%, p=0.151
and 20 vs 30%, p=0.090). Post implementation of WB (single center
WB study (n=1239, n=879) and LITES-02 (n=447, n=587)),
statistically significant mortality differences were noted at 0-6 units
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(single center WB, 13% vs 22%, p<0.001) and 11-20 units (LITES-
02, 17% vs 31%, p=0.030), with outcome separations noted >6
units (7-10 units: 14 vs. 22%, p=0.139 and 14 vs. 18%, p=0.198;
11-20: 28 vs 41%, p=0.118 and 17 vs 31%, p=0.030). Absolute
differences continued to widen with greater units transfused
(FIGURE). When evaluating 24-hour mortality, outcome separations
were noted at 7-10 (single center: 6 vs 8%; p=0.082 and LITES-02:
6 vs. 12%; p=0.058) and 11-20 units (single center WB: 13 vs 30%;
p=0.017 and PROPPR: 11 vs. 18%; p=0.090).

CONCLUSIONS: In this analysis of almost 5,000 bleeding patients,
balanced resuscitation had a protective effect during or after the
second transfusion cooler (>6 or >10 units of RBCs). This highlights
the need for early 1:1 resuscitation with suspicion for massive
hemorrhage, utilizing early WB to stay balanced and storing more
immediately available plasma.
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NORMOTENSION SAVES LIVES: CHALLENGING
PERMISSIVE HYPOTENSION IN THE PREHOSPITAL BLOOD

ERA

J Broome, C Johnson, S Caputo, M Piehl, T Dransfield, M Marino, D
Rayburn, J Duchesne

Medstar Georgetown University Hospital , Washington, DC

Presenter: Juan Duchesne MD
WTA Sponsor: Juan Duchesne

INTRODUCTION: Whole blood (WB) transfusion is increasingly
adopted in trauma resuscitation and has been shown to reduce post-
trauma complications compared with balanced component therapy
(BCT). However, the cost and shorter shelf life of WB continue to be
obstacles to its widespread usage. This study performed a cost-
effectiveness analysis comparing WB and BCT. We hypothesized
that WB transfusion would be more cost-effective than BCT due to
the significant reduction in costly complications.

METHODS: This was a retrospective analysis of a prospectively
collected prehospital transfusion dataset (2021-2025) from a
single level | trauma center EMS system (70,000 annual responses)
matched with historical PH-era trauma registry patients. Patients
with penetrating injury meeting criteria for prehospital blood were
included. Those with isolated head injuries and/or prehospital
circulatory arrest were excluded. Propensity matching created equal
prehospital transfusion era (PTE) and PH cohorts.

RESULTS: Among 214 patients (107 PTE; 107 PH), baseline
demographics and injury severity were similar, except PTE patients
were older (37 vs. 30 years, p=0.002). Initial EMS vitals did not differ
between groups. At ED arrival, the PTE group had a lower shock index
(0.73 vs. 0.85, p=0.014). In-hospital mortality was significantly
lower in the PTE group (9.3% vs. 25.2%, p<0.001). Multivariate
analysis showed SBP>110 mmHg was the strongest survival
predictor (OR 0.131; 95% CI 0.081-0.509; p<0.001). Additionally,
prehospital blood independently reduced mortality (OR 0.587; 95%
Cl1 0.407-0.905; p=0.006).

CONCLUSIONS: Normotension achieved with prehospital blood
significantly improves survival in penetrating hemorrhagic shock
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compared with PH-era practice. These findings challenge the
continued use of PH in the prehospital blood era and support EMS
protocol changes toward normotensive resuscitation with blood
products.

A: Overall Survival between Prehospital Blood Era (PTE) vs.
Permissive Hypotension Era (PH)
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B. Multivariate analysis investigating odds of mortality in patients
with prehospital hemorrhaging meeting criteria for prehospital
blood transfusion. Systolic blood pressure reference value was
ED SBP < 90 mmHg.

Unadjusted Odds
Variable Odds Ratio 95% Confidence Interval P-value
Age 1.015 0.988-1.043 ' 0.270
Prehospital Blood 0.439 0.248-0.778 0.005
ED SBP < 30 1.0 ref ref
ED SBP 90-109 0.192 0.059-0.628 0.006
ED SBP>110 0.092 0.044-0.460 <0.001
Adjusted Odds
Variable Odds Ratio 95% Confidence Interval P-value
Age 1.013 0.983-1.044 0.411
Prehospital Bleod 0,587 0.407-0.905 0.006
ED SBP < 80 1.0 ref ref
ED SBP 90-109 0.201 0.061-0.661 0.008
ED SBP>110 0.131 0.081-0.509 <0.001
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AGE-DEPENDENT SALVAGEABILITY OF EMERGENCY
DEPARTMENT THORACOTOMY DEFINED BY MECHANISM
AND SIGNS OF LIFE

R Mehta, A Carlson, J Kirsch, K Prabhakaran, G Froula, G
Rodriguez, D Samson, | Shnaydman, A Doben, B Zangbar
Westchester Medical Center , Valhalla, New York

Presenter: Riddhi Mehta MD
WTA Sponsor: Andrew Doben

INTRODUCTION: Emergency department thoracotomy (EDT) is a last-
resort intervention for traumatic arrest, but contemporary futility
thresholds remain inadequately defined. We sought to quantify
survival after EDT by age, mechanism, and signs of life (SOL) to
identify age cutoffs where survival becomes negligible.

METHODS: Using the ACS-TQIP 2017-2019, we identified adult
(=16) patients with thorax dominant trauma undergoing EDT within
30 minutes of arrival. Survival was modeled with Firth logistic
regression across age strata (16-89 years), stratified by mechanism
(blunt, stab, firearm) and SOL (present/absent). Futility thresholds
were defined as predicted survival <5%, <2%, and <1%. Threshold
ages were calculated from point estimates (PE) and upper 95%
confidence limits (UCL) to distinguish practical vs. statistical
confidence of futility.

RESULTS: Amongst 1,564 EDT patients, overall survival was 5.6%.
Blunt trauma was nearly uniformly futile: with absent SOL, survival
was <5% at age 16 and <1% by ~50 years; with SOL present, survival
remained ~3.5% until 60s but never exceeded futility thresholds.
Firearm injuries without SOL were similarly futile (<5% at age 16,
<1% by 67), while those with SOL remained >5% until ~80 years.
Stab wounds without SOL crossed futility thresholds by mid-life (<2%
at age 60). In contrast, stab wounds with SOL present never fell
below futility thresholds; survival remained > 8.2% even at age > 80
(95% Cl 2.8-21.5%).

CONCLUSIONS: EDT futility is not uniform but dictated by age,
mechanism, and signs of life. Blunt trauma and firearm injuries
without SOL seem futile across nearly all ages. Firearm injuries
offered only marginal benefit limited to young patients with signs of
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life. Stab wounds without signs of life were largely futile however, the
striking insight lies in stab wounds with signs of life where predicted
survival never fell below clinically meaningful thresholds even at
advanced ages. This quantitative definition reframes EDT as
seemingly futile in nearly all scenarios except stab wounds with SOL,
where salvageability persists across all ages.

Predicted survival after ED thoracotoemy by age, mechanism, and signs of life
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WHOLE BLOOD FOR TRAUMA RESUSCITATION: A COST-

DOMINANT STRATEGY TO REDUCE COMPLICATIONS

Z Zhang, A Campbell, V Menard, L Gragert, S Lawicki, C Mills, K
Harrell, J Zhang, J Duchesne, S Taghavi

Tulane University School of Medicine , New Orleans, Louisiana

Presenter: Zihuang Zhang MPH
WTA Sponsor: Juan Duchesne

INTRODUCTION: ACO1 is a homing peptide that targets sites of
central nervous system (CNS) injury and has previously
demonstrated functional benefits in traumatic brain injury models.
We recently observed its localization to spinal cord injury (SCI) and
hypothesized that it could enhance motor recovery after SCI.

METHODS: A cost-consequence analysis with cost-effectiveness
elements was conducted to compare WB and BCT. Clinical outcomes
were derived from a propensity-matched cohort of 4,434 trauma
patients in the Trauma Quality Improvement Program database
(2018-2021), with a time horizon of index hospitalization.
Complication costs (cardiac arrest with cardiopulmonary
resuscitation [CPR], acute kidney injury [AKI], acute respiratory
distress syndrome [ARDS], and deep vein thrombosis [DVT]) were
obtained from the 2022 Healthcare Cost and Utilization Project
National Inpatient Sample. BCT component costs were based on the
2021 National Blood Collection and Utilization Survey adjusted to
2022 dollars. WB cost estimates were obtained through
consultation with an expert in Transfusion and Apheresis Services.
Transfusion costs used were $550 per unit of WB and $499.50 for
equivalent BCT (1:1:0.25 ratio). Comprehensive one-way and
probabilistic sensitivity analyses were conducted to determine the
price threshold at which WB.

RESULTS: Whole blood transfusion was more effective at preventing
complications and resulted in lower overall costs compared with
BCT. No mortality difference was observed; therefore, a cost-
consequence analysis was conducted focusing on morbidity
outcomes. For every 1,000 patients transfused, WB prevented 45
cardiac arrests with CPR, 36 AKls, 8 ARDS, and 15 DVT events (104
total complications). The use of WB resulted in net savings of
$6,022,171 relative to BCT after accounting for an additional $126
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per patient in WB transfusion costs. Sensitivity analysis
demonstrated WB remained cost-dominant up to a price of $859 per
unit (Figure 1). Specifically, event-level savings with WB per 1,000
patients were $166,127 for ARDS, $62,758 for DVT, $57,644 for
cardiac arrest with CPR, and $21,605 for AKI, corresponding to a
return on investment of $48.70 for every additional dollar spent on
WB relative to BCT.

CONCLUSIONS: Whole blood transfusion appears to be more cost-
effective than BCT, preventing major in-hospital complications while
reducing overall healthcare costs. Trauma centers should examine
the cost of obtaining WB locally to determine the optimal supply and
usage of WB relative to BCT. Future studies should evaluate longer
time horizons, including post-discharge costs and long-term patient
outcomes, and incorporate real-world usage data such as outdating
and wastage metrics to fully capture both the economic impact and
clinical benefits of WB implementation.
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COOLER BY COOLER - ARTIFICIAL INTELLIGENCE
FORECASTING TRANSFUSION DEMAND AND VOLUMES IN

TRAUMA

A Stolarski, K Brady, J Stallings, D Scantling, C Torres, C Ong, E
Lagazzi, M Seamon, N Martin, B Telfer, N Saillant

University of Pennsylvania , Philadelphia, Pennsylvania

Presenter: Allan Stolarski MD, MS
WTA Sponsor: Mark Seamon

INTRODUCTION: Adequate transfusion support is critical for the care
of hemorrhagic trauma. Predictive algorithms may optimize the
delivery of care by facilitating early identification of resource
requirements, thereby enabling more efficient allocation across the
continuum of care. We hypothesize that injury patterns and pre-
hospital vitals can predict the first 4-hour blood volume
requirements for blunt and penetrating trauma using a real-time
algorithm developed using machine learning.

METHODS: All non-transfer patients aged 18-60 years with blunt,
penetrating and burn mechanisms were included from the 2020
American College of Surgeons-Trauma Quality Improvement
Program (TQIP) national registry. Emergency Medical Services (EMS)
and initial emergency department vital signs including heart rate,
systolic blood pressure, respiratory rate, pulse oximetry,
temperature, and Glasgow Coma Scale (GCS) were analyzed.
External injuries that could be easily noted in the field were curated
from ICD codes. Blood volumes were treated as a continuous
variable with probabilistic distributions predicted. Blood products
characterized include packed red blood cells (pRBC), plasma,
platelets, cryoprecipitate and whole blood; (pRBC: 1 unit=350mL,
plasma: 1 unit=250mL, whole blood: 1 unit=500mL). The Field
Artificial Intelligence Triage (FAIT) tool (machine learning algorithm)
utilizes 10-fold cross validation using logistic regression and class-
based weighting for predictions. FAIT performance was assessed
using the area under the receiver operator characteristics (ROC)
curve (AUC).

RESULTS: The study population was 401,362 patients; (314,803

blunt, 71,682 penetrating, and 5726 burn) patients. The median
age was 37 (interquartile range (IQR) [23]) and median injury
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severity score was 6 (IQR [8]). FAIT accurately predicted when
patients did not require blood transfusions; 0.91+/-0.00 (AUC). The
classifier’s global AUC for predicting massive transfusion (>4 units
in the first 4 hours) using prehospital EMS data was 0.89+/-0.00;
with improvement to 0.93+/-0.00 with incorporation of the first set
of vitals obtained in the ED. Overall predictive capabilities for
transfusion volume had an AUC of 0.86-0.95 for the EMS + ED and
0.82-0.91 for the EMS vitals alone; margin of error of 0.01 to 0.02
(Figure 1) over 2-50 units. Overall survival for different transfusion
thresholds was 71% for > 5 units, 62% for >10 units and 35% for >
50 units (AUC 0.94-0.95+/-0.01).

CONCLUSIONS: The FAIT tool reliably distinguishes patients who
require transfusion from those who do not. Using pre-hospital inputs,
the Al-derived algorithm predicts transfusion volumes within
clinically relevant margins. Predictive accuracy increases with the
integration of additional vital signs over time, enabling progressively
refined estimates. These findings support further research to assess
the value of such knowledge during real time resuscitation.
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Figure 1: Performance characteristics of FAIT - pRBC volume predictions (n=401,382).
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IS THERE A ROLE FOR PROPHYLACTIC PELVIC
ANGIOEMBOLIZATION IN THE MANAGEMENT OF PELVIC
FRACTURE RELATED HEMORRHAGE? A MULTICENTER

AAST STUDY

K Campbell, B Baginski, T Schroeppel, J Rodriquez, B Sheehan, J
Nahmias, T Cardenas, J Bradford, T Costantini, L Haines, E
Benjamin, D Koganti, L Dultz, S Kim, G Ogala, J Mooney.

Baylor University Medical Center , Dallas, Texas

Presenter: Kyle Campbell DO
WTA Sponsor: Jennifer Mooney

INTRODUCTION: Pelvic fracture related hemorrhagic shock leads to
significant morbidity and mortality. Pelvic angioembolization (PAE)
has become a crucial management strategy for pelvic hemorrhage.
It has been suggested that PAE of bilateral internal iliac arteries in
the setting of a negative initial angiography - a prophylactic
embolization - may result in decreased hemorrhage. We
hypothesized that performing a prophylactic embolization (Px-PAE)
would result in decreased transfusion requirements in patients with
pelvic fracture hemorrhage.

METHODS: We conducted a multicenter prospective observational
study of adult blunt trauma patients undergoing angiography for
pelvic fracture related hemorrhage. Patients included in the study
were those with no evidence of arterial injury on initial angiogram.
Patients were divided into PAE and no-PAE groups. The primary
outcome was blood transfusion requirements within twenty-four
hours of arrival. Secondary outcomes included mortality, pelvic
ischemic complications, and thromboembolic events.

RESULTS: Of the 142 included patients, 71 were underwent a px-
PAE after initial angiography and 71 had no-PAE. Both groups were
well matched in baseline characteristics. In comparing the groups,
there was no difference in the number of units of packed red blood
cells transfused in the first 24 hours (3.0 px-PAE vs. 4.0 no-PAE, p =
0.67) as well as no difference in pelvic ischemic complications (9.9%
px-PAE vs. 5.6% no-px-PAE, p=0.53) or thromboembolic events
(2.8% px-PAE vs. 5.6% no-PAE, p = 0.68). Mortality was higher in the
px-PAE cohort (12.7% px-PAE vs. 2.9% no-PAE, p=0.046) but this
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difference did not persist when adjusting for cofounders on
multivariable analysis (p=.09).

CONCLUSIONS: Prophylactic pelvic embolization does not appear to

benefit patients in terms of transfusion requirements, mortality,
pelvic ischemic complications, or thromboembolic events.
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PROVISION OF PALLIATIVE CARE

Domain Score (yes to any = positive screen)

Traumatic Injury w/ Mortality Risk High risk of hospital mortality due to
traumatic injury

Disability Permanent disability or functional outcome
inconsistent with patient’s wishes

Previous Functional Status Significant chronic illness, frailty, ability to
perform ADL limited

Surprise Question NO response to: “Would you be surprised if
this patient died within the next 12 mo?”

Severe injury + Significant Comorbid Severe Injury

Condition ® Spinal cord injury

¢ Moderate to severe TBI

*  Anyamputation

® High likelihood of needing

trach/PEG

Significant Comorbid Condition

e ESRD

e ESLD

¢ Disseminated cancer

¢ Advanced heart failure
Example (age <65) * Severe TBI, concern for

progression to brain death

® High spinal cord injury

® Multiple amputations
Example (age 65+) ¢ Moderate to severe TBI

* Any spinal cord injury

* High likelihood of needing

trach/PEG
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LUNG INJURY

156 Western Trauma Association



«—Back to Agenda

GERIATRIC TRAUMA TRIAGE
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ABDOMINAL VASCULAR INJURY UPDATE

Table 1. Arterial Hemorrhagefexpanding hematoma

Wessel Injury

Managemeant

Aaorta

Primary repair

Patch aortoplasty [native or synthetic material)
Interposition graft (native or synthetic material)
Ligation and extra-anstomic bypass (rare)
Endovascular repair

Celiac/Gastric/Hepatic

Steble: Repair or Ligation
Unsteble*: Ligation

Splenic

Steble: Splenectomy if splenic injury
Ligation if no splenic injury
Unsteble: Splenectomy

Suparior mesenteric

Stable: Primery repair, interposition graft, or patch
repair
Unsteble: Proximal injury = Temporary intrevascular
shunt (TIVs) and delayed repair
Distal injury = ligation

Infericr mesentaric

Steble: Repair or Ligation
Unsteble*: Ligation

Renal

Mephractomy £ normal contralataral kidney
Repair [surgical or endovascular] if solitary kidney or
bilateral injuries

Common/Ext iliac

Stable: Primary repair, resection with end-to-snd
enastomosis, or ligation with extra-anatomic bypass
Unsteble: Temporary intrevascular shunt and delayed
repair

Internal iliac

Steble: Repair or Ligation
Unstable*: Ligation

*Unstable or destructive injury thet cannot be repaired or raquires complex rapair
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ABDOMINAL VASCULAR INJURY UPDATE

Table 2. Venous hemarrhage/expanding hematoma

Wassal Injury Menagament

Supraranal vena cava Stable: Repsair
Unstable: Temporary shuntor ligation with delsyed
repair

Infraranalinfericr vena cava Stable: Repair

Unstable*: Ligation

Superior mesentaric vein Stable: Repsair
Unstable*: Ligation

Remnal Stable: Repsair
Unstable: Left = ligata
Right = ligate and nephrectomy

Common/Ext iliac Stable: Repsair
Unstable*: Ligation

Internal Iliac Stable: Repair or Ligation
Unstable*: Ligation

Fartal vein Stable: Repsair
Unstable: Ligation (if hepatic artery intact)

Retrohepatic vena cava Direct Repair after Totsl hepatic isclation

Direct Repair with WV bypass

Atrio-caval shunt (Rarely)

*Unstable or destructive injury that cannct be repaired or requiras complex repair
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ABDOMINAL VASCULAR INJURY UPDATE
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ABDOMINAL VASCULAR INJURY UPDATE
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ABDOMINAL VASCULAR INJURY UPDATE

Western Trauma Association:
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COMMERCIAL PROMOTION

The Western Trauma Association wishes to
recognize and thank the following
companies for their commercial promotion:

Aroa Biosurgery, Inc.
AtriCure, Inc.

Cerus Corporation

CLRMedical

DePuy Synthes

Front Line Medical Technologies Inc.
Hemanext
Journal of Trauma and Acute Care Surgery
KLS Martin Group
Omni-stat Medical Inc.
Point Designs
Urgo Medical
Vericel
Zimmer Biomet

WESTERNTRAUMA ASSOCIATION
648 Waterfield Dr,

Batavia, IL 60510
Telephone: 678.675.2696
Web: www.westerntrauma.org
Email: amy@westerntrauma.org
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