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Overview

Definition and Epidemiology:

Trauma is a physical injury or a wound to living tissue caused by an extrinsic agent.

Sixth leading cause of death worldwide, accounting for 10% of all mortalities. Half of all deaths due to trauma are in people aged 15-45 years being
the leading cause of death in this age group. Death from injury is twice as common in males (motor vehicle accidents and interpersonal violence).

Classification of trauma:
According to the basic mechanism of the injury: penetrating or blunt injuries. Blast injury is a complex cause which includes blunt and penetrating trauma and burns.
Penetrating trauma, is further classified according to the velocity of the projectile into:
1. High-velocity projectiles. Greater damage due to an expansive cavitation.
2. Medium-velocity projectiles.
3. Low-velocity items.
General management principles:
1. Initial evaluation:
Imaging, laboratory analysis and specialist surgical input. Tetanus vaccine status should be assessed for penetrating injuries.
2. Polytrauma managed in major trauma centres leads to improved survival.
3. Damage control: rapid control of haemorrhage and wound contamination--> resuscitation -->definitive surgery in the stabilised patient.
4. Established prophylaxis measures reduce thrombosis and are recommended.
5. Antibiotics: 1 dose is recommended. Continuing antibiotics depends on injury grade, associated injuries and the need for intervention.
Antibiotics should be avoided in lesser trauma.
6. Urinary catheterisation: Prolonged catheterisation is required in bladder and urethral injury but not necessary in stable patients with
low-grade renal injury. The shortest possible period of catheterisation is advised.

Renal trauma
Epidemiology, aetiology and pathophysiology:

5% of all trauma. Most common in young males. Overall population incidence of 4.9 per 100,000. The prevalence is higher in urban settings.
Most injuries can be managed non-operatively with successful organ preservation.

Penetrating injury: direct tissue disruption of the parenchyma, vascular pedicles, or collecting system.

High-velocity bullets or fragments: potential for greatest destruction and associated with multiple organ injuries.

KIDNEY INJURY SCALE (based on AAST 2018 revision). AAST: American Association for the Surgery of Trauma
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Follow-up approximately three months after major renal injury with:
. . . . . . *  physical examination;
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. . *  blood pressure measurement;
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