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6.1  Introduction

Damage control resuscitation (DCR) for trauma, 
initially described to address the entire lethal 
triad immediately upon admission to a combat 
hospital before damage control surgery (DCS) 
[1], is now accepted as part of an integrated 
approach DCR-DCS from point of wounding to 
definitive treatment [2]. Therefore, DCR can be 

divided in two steps: while bleeding is ongoing 
and once bleeding has been stopped.

6.1.1  Physiological Bleeding 
Control

When bleeding occurs, the baroreceptors located 
in the aortic arch and carotid sinus detect the drop 
in arterial pressure. This information is transmit-
ted to the brain stem, which immediately 
increases sympathetic tone [3]. This increased 
sympathetic tone causes tachycardia (oxygen 
transportation is ensured by less blood that circu-
lates faster) and vasoconstriction which favours 
the blood circulation of the heart and brain at the 
expense of all other organs and tissues (gut, kid-
ney, muscle and skin). Vasoconstriction at the 
bleeding site decreases bleeding flow and allows 
platelets and the activated coagulation factors to 
seal the leak by a vascular clot [4] (Fig. 6.1). 
Fibrinolysis regulates coagulation [5] and pre-
vents vascular occlusion. In favourable cases, the 
bleeding has stopped or slowed. In unfavourable 
cases, because the vascular breach is too large or 
the bleeding sites are multiple, the trauma patient 
is in a situation where the coagulation factors 
have been consumed, fibrinolysis is activated [6], 
a large volume of blood has been lost, tachycar-
dia and vasoconstriction are not sufficient to 
compensate for blood loss and therefore the 
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