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ABSTRACT 

“COMPARISON BETWEEN REVISED TRAUMA SCORE 

AND KAMPALA TRAUMA SCORE IN PREDICTING 

MORTALITY IN POLYTRAUMA CASES IN SHRI 

DHARMASTHALA MANJUNATHESHWARA HOSPITAL 

DHARWAD " 

Introduction:  

In the developed countries, multiple injury severity scores have been used for study 

and evaluation of trauma patients. However, few studies have supported the 

effectiveness of different trauma scoring methods in the developing and 

underdeveloped countries. The Kampala Trauma Score (KTS) was developed for use 

in resource-limited settings and has been shown to be a robust predictor of death. 

 This study evaluates the ability of KTS to predict the mortality of trauma patients 

compared to Revised trauma scoring (RTS) and plan for further management of the 

patient. 

Aim of the Study:  

To compare the Kampala Trauma Scoring and Revised Trauma Scoring systems in 

predicting mortality in ploytrauma cases. 

Methods:  

Once patient was brought to the casualty, detailed examination was done.AIS/ISS  

done to assess severity of the injury and if 1 or more than one serious injuries present 

patient qualified for the study. Once consent was given KTS and RTS was done. 

During the course of the treatment the patient’s condition wasn't assessed for the 
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study but only patient’s condition on discharge was taken into consideration and 

accordingly the ability/efficiency of the two trauma scoring systems in predicting 

mortality in the patient was calculated. 

Result: 

A total of 20 patients were studied and the p value of both Kampala Trauma Scoring and 

Revised Trauma Scoring was <0.001 and hence both the scoring systems were statistically 

significant in predicting mortality in polytrauma cases while from pairwise comparison of 

the ROC curves, we observe that, there is no significant difference in the discriminant 

power of Kampala Trauma score and revised trauma score in predicting mortality (p-

value = 0.1765). 

 

Conclusion: 

RTS and KTS both were found useful in predicting mortality and can be considered as 

beneficial trauma scoring system which can be used in resource-limited settings. 

Even though RTS was found to be slightly better than KTS in predicting mortality the 

difference was found to be not statistically significant. 

Multicentred and large-scale studies are needed to confirm the results. Further studies 

are required for ideal choice of the RTS or KTS depending on the type of injury and 

different conditions of the patient. 
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INTRODUCTION 

Multiple trauma scoring methods are in use to study and evaluation of trauma patients 

in developed countries. However, in the developing and underdeveloped countries 

few studies have validated the efficacy of different trauma scoring systems. 

.  

The Kampala Trauma Score (KTS) was created with resource constraints in mind and 

has proved to be a reliable predictor of death. This study evaluates the ability of KTS 

to predict mortality in trauma patients as compared to that of Revised trauma scoring 

(RTS) and plan for further management of the patient. 
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AIM AND OBJECTIVES OF THE STUDY 

To compare kampala trauma scoring and revised trauma scoring system in predicting 

mortality in polytrauma cases. 
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REVIEW OF LITERATURE 

 

Traumatic injury being one of the crucial origins of morbidity and mortality persist 

throughout the world made interested. This paper shows proven facts such as 16% of 

the global burden of disease contributed by injuries said by World Health 

Organization (WHO)(1). 

 

Conversely, about 5.8 million deaths in the world are due to traumatic injuries. 

Statistical study shows 90% of deaths amount these traumatic injuries occurred in 

low-and middle-income countries (LMICs)(2,3).  

As the study expands over 5 million people died globally by injuries in 2002. In the 

span of 20 years (2000 to 2020) deaths on road traffic has drastic growth of 83% in 

low-and middle-income countries (LMICs). 

 

In addition, up to 30%of 78 million population are disabled by injuries let to 

hospitalized. As per the prediction injuries burden expected more in LMICs.  

Accordingly, disability-adjusted life years (DALYs)about 88.3% and survey says 

87.9% of deaths on road traffic is being recorded in this land (4,5). 

There are different types of trauma : head injuries, chest injuries, abdominal injuries, 

spine injury and extremity injuries. 
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HEAD INJURY:  

 

Head trauma include skull fractures and intracranial injuries such as contusions, 

hematoma, diffuse injuries and resultant edema/ hyperaemia. 

 

Skull fractures are classified as either closed fracture, open fracture or linear fracture. 

Basal skull fractures are extensions of fracture through cranial vault that can produce 

shearing injuries to pituitary gland. The two basic types of temporal bone fractures are 

longitudinal fracture which is more common and transverse fracture. Transverse 

fracture passes through cochlea and can stretch geniculate ganglion causing VII and 

VIII nerve injury. Clivial fractures can be either longitudinal, transverse or oblique. 

Clivial fractures are highly lethal which may be associated with cranial nerve III and 

IV cranial nerve injury, CSF leak, diabetes insipidus, delayed development of 

traumatic aneurysm. Periorbital ecchymosis, retro auricular ecchymosis, rhinorrhoea 

or otorrhea, cranial nerve VII and VIII palsy are the signs of basilar skull fracture. 

 

Intracranial lesions are classified into diffuse or focal. Diffuse injury can range from 

mild Concussions to severe hypoxic ischemic injuries. Concussions can cause 

transient non focal neurological disturbances in which CT head is normal in most of 

the cases. Prolonged shock and apnoea which occurs after trauma results in severe 

diffuse injuries. Similar diffuse pattern is seen in high velocity impact or deceleration 

injuries produce multiple diffuse cerebral haemorrhages. Diffuse axonal injuries often 
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result from shearing injuries between grey and white matter. Diffuse axonal injury 

have often variable to poor outcome. 

 

Focal brain injuries include contusion, epidural, subdural hematomas and 

intracerebral hematomas. Traumatic intracerebral haemorrhage most commonly 

occurs where sudden deceleration cause brain to impact on bony prominences like 

frontal, temporal, occipital poles. 

 

Epidural hematoma are relatively less common. Usually occurs in young adults, rarely 

occurs in children less than 2 years and adults more than 60 years of age probably due 

to more adherence of dura mater to the inner table in these group of people. Most 

common source of bleeding is due to tear in middle meningeal artery secondary to 

temporoparietal skull fracture. Other sources of bleeding include middle meningeal 

vein or dural sinus. 

 

Clinical presentation is with brief posttraumatic loss of consciousness followed by 

lucid interval for several hours, then contralateral hemiparesis and ipsilateral papillary 

dilation result because of mass effect caused by hematoma. Subdural hematomas are 

more common than epidural hematomas. The magnitude of damage due to the impact 

is much higher in acute subdural hematoma. Subdural hematomas are usually 

associated with underlying brain injury. The two main causes of traumatic subdural 

hematoma include accumulation of blood around parenchymal laceration and tear in 

bridging vessels. 
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CHEST INJURIES: 

 

As the number of high speed car accidents rises Chest trauma remains a serious issue. 

60% of patients with polytrauma were noted to have thoracic trauma. They had a 

mortality rate of 20%–25%(6,7) 

 

Trauma are of two types: penetrating and blunt. 

 

Penetrating chest trauma: Disruption of tissue integrity by penetrating, cutting and 

firearm injuries. 

 

Blunt chest trauma: Blunt injuries to chest can damage organs and structures beneath 

the tissue without compromising the tissues integrity. Fall from height, RTA's and 

workplace accidents are the most common causes. 

 

Given the fact that blunt injuries account for 70% of all chest traumas , the importance 

of blunt injuries is understood. 15% of all trauma cases in the world are due to blunt 

trauma chest. The causes of death in blunt chest trauma may be due to pulmonary and 

Non pulmonary complications (8) 
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In the primary survey of chest trauma patients airway obstruction, tension 

pneumothorax, open pneumothorax, massive haemothorax, flail chest and pericardial 

tamponade are 6 life-threatening conditions that should be immediately investigated 

and treated . 

 

Surgical intervention is required in only 10% or even lesser number of patients with 

blunt chest trauma. Majority of the patients are managed conservatively (9) with a 

number of simple treatments such as appropriate airway assessment, oxygen support 

(10), tube thoracostomy (11), volume resuscitation, pulmonary toilet and adequate 

pain control (12). 

 

It is worth to notice that the preventable in-hospital mortality rate in trauma patients is 

between 4% and 60% worldwide. 

 

Most of the blunt thoracic trauma are caused by motor vehicle accidents (includes 

pedestrian accidents) and falls from height (9) most common being motor vehicle 

accidents. 

 

In blunt thoracic trauma the most common injury is chest wall injury. It also 

comprises of rib fractures, clavicle and sternum fractures. 
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The rib fractures are usually accompanied by additional damage such as damage of 

pleura and lung tissue i,e., pneumothorax, haemothorax, pulmonary contusion and 

parenchymal laceration, etc. The affected rib usually fractured from the point of blunt 

impact or from the posterolateral bend, which is the most vulnerable part. 

 

Flail chest is a condition in which three or more contiguous ribs are broken at least in 

two parts. As the flail segment loses its continuity, the chest wall moves 

paradoxically. The ribs move outward during inspiration while in flail chest moves 

inward and the opposite occurs during the expiration. This is called paradoxical 

motion. 

 

Pneumothorax is a clinical entity that is caused by the presence of air between the 

visceral and the parietal pleura. In short, air trapped between the lung and the chest 

wall, because the accumulated air in related side of the lung collapsed. 

 

Pneumothorax is the most common life-threatening injury in blunt thoracic trauma. 

Pneumothorax can be seen in 40%–50% of patients with all types of thoracic trauma. 

 

The patient may present with tachypnoea and tachycardia, on percussion 

hyperresonance can be obtained and tracheal deviation may be seen in late phase. The 

presence of air in the pleural cavity with mediastinal shift makes us think of tension 

pneumothorax. 
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Treatment should begin with the principles of ABC approach to the trauma patient. 

The patient's airway continuity, breathing and circulation should be monitored 

repeatedly. Giving 100% oxygen support to the patient increases the absorption of air 

from the pleural cavity (10). Additional oxygen therapy instead of room air 

accelerates the reabsorption of air four-fold. In addition, upright position may be 

beneficial in patients unless there is a contraindication such as spinal injury. The gold 

standard in treatment is tube thoracostomy. Advanced trauma life support 

recommends tube thoracostomy for all traumatic pneumothorax cases due to the risk 

of tension pneumothorax (13). In addition, if mechanical ventilation support is 

required, the risk of tension pneumothorax increases considerably and tube 

thoracostomy is mandatory. 

 

Haemothorax is defined as the fluid between visceral and parietal pleura to be 50% or 

more of peripheral blood haematocrit. A blunt and penetrating trauma may result in 

massive haemothorax with intercostal arteries, laceration of the lung, or rupture of 

large vessels of the mediastinum (14). Haemothorax may be due to rib fracture after 

blunt trauma or may develop without rib fracture. Haemothorax and 

hemopneumothorax occur in almost one in three trauma patients with thoracic 

injuries. In blunt traumas, the haemothorax is usually caused by injury to the 

intercostal vessels or intraparenchymal pulmonary vessels due to rib fractures. It may 

even occur due to vertebral fractures. 

 

One of the most important steps in the management of haemothorax is early 

intervention. Because blood loss can be severe enough to cause sudden vascular 
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collapse. It is noteworthy that patients with massive haemothorax caused by large 

vessels often die before being hospitalized. In addition to hypovolemia, altered lung 

mechanics due to pulmonary compression also have an impact on the clinic in the 

acute phase. 

 

Tube thoracostomy is the most commonly used method for the management of 

haemothorax. The aim of tube thoracostomy: (1) to clear the pleural space as much as 

possible (2) to provide re-expansion of the lungs (3) to create a buffer effect by 

contacting the lung with the parietal pleura (4) to measure the amount of blood lost 

and (5) to reduce the risk of complications such as empyema and fibrothorax (15). 

After tube thoracostomy, the continuation of radiopacity on thorax radiograph 

indicates that blood coagulates in the pleural space. VATS is an effective method in 

cases of inadequate drainage and retained haemothorax. 

 

Pulmonary contusion is defined as pulmonary destruction with alveolar haemorrhage, 

which usually occurs as a result of blunt chest trauma without laceration.  

 

In high-speed trauma caused by motor vehicle accident, pulmonary contusions are 

commonly seen and are usually associated with rib fractures. Pulmonary contusion is 

the most common injury associated with bone fractures and is highly predictive of 

mortality. The treatment logic of pulmonary contusion is supportive therapy such as 

frequent follow-up of vital sign s, oxygen support, pain control, early mobilization 

and chest physiotherapy are used in patients. Risk of developing ventilator-induced 

barotrauma and pneumonia is high in patients requiring mechanical ventilation and 
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contusion already increases the risk of pneumonia. Furthermore, pharmacological 

treatments are insufficient for the treatment of pulmonary contusion. 

 

Pulmonary laceration is the injury that occurs in the parenchymal tissue of the lung. In 

contrast, parenchymal structure is intact in pulmonary contusion. Pulmonary 

laceration is usually caused by penetrating injuries, but nonpenetrating injuries can 

also cause pulmonary laceration(16). 

 

 

 

 

 

 

 

 

 

 

 

 



12 
 

BLUNT ABDOMINAL TRAUMA : 

 

Blunt abdominal trauma accounts for the majority of abdominal injuries seen in the 

emergency department. with 75% of them occurring secondary to motor vehicle 

collisions, while fall mechanisms account for only 9%. 

 

The peak incidence of blunt abdominal trauma is between the ages of 14 and 30 years, 

but the highest mortality rate occurs in individuals 55 years of age or older. When 

blunt abdominal trauma is sustained, only 13% of cases are associated with intra-

abdominal injuries, and of those, 25% require surgical intervention. 

 

Solid organs, primarily the spleen and liver, are the most commonly injured organs 

and are the most common causes of intra-abdominal haemorrhage. 

 

Injuries to the hollow organs, the pancreas, or the kidneys occur less frequently than 

splenic or hepatic injuries. However, these presentations may be delayed and difficult 

to detect. Although less frequent, hollow organ rupture in blunt abdominal trauma 

may occur secondary to shear injuries of the duodenojejunal flexure and ileocecal 

junction sites. 

 

During the initial intravenous placement of a large-bore vascular access, have labs 

drawn and sent for stat processing. Large trauma centres may standardize the trauma 



13 
 

panel to include venous blood gas, lactate, type and screen, complete blood count, 

comprehensive metabolic panel, coagulation studies, cardiac troponin, blood alcohol 

level, urine or serum beta human chorionic gonadotropin (hCG), urinalysis, and urine 

drug screen. 

 

Depending on the mechanism of injury, a non contrast CT of the head may be 

performed first, followed by intravenous (IV) contrast for imaging of the chest, 

abdomen, and pelvis.  

 

The initial management of hypovolemic shock in trauma patients crystalloid 

resuscitation and instead, early transfusion of blood products. (17)   

avoidance of worsening coagulopathy, reversing known existing anticoagulation, and 

providing tranexamic acid (TXA) if within three hours of injury.  

 

TXA has demonstrated potential benefit without harm for patients if administered as a 

1-g TXA slow IV push within the initial three hours of injury, followed by 1 g IV 

over eight hours. (18)  

 

In cases requiring massive transfusion protocol (MTP), follow the local hospital 

guidance for initiation criteria, since this may vary from 6-10 PRBCs to prompt a 

more balanced 1:1:1 approach with platelets and fresh frozen plasma. Because citrate 

from packed blood products binds intravascular calcium, ensure repletion of calcium 

using 3 grams of calcium gluconate IV. 
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After assessing the patient decision has to be made about treating conservatively or 

operating the patient. 

 

INJURY TO EXTREMETIES  

 

The prevalence of extremity injuries in a polytraumatized patient is as high as 

60%.(19) Management of these patients begins at the trauma site and should always 

follow a continuum of care through the prehospital phase, emergency care, and 

primary operative management. Care of a Polytrauma patient with extremity injuries 

should be in line with the Advanced Trauma Life Support (ATLS) protocol and 

should include all the ABCDEs of the primary survey.  

 

In a retrospective analysis of 24,885 multiple trauma patients, Banerjee et al. reported 

a prevalence of upper extremity injuries in 21.8% compared to 19% of lower 

extremity injuries and 17.7% who had both upper and lower extremity injuries. 

Amongst the upper extremity injuries, the Clavicle (10.4%) was the most commonly 

affected bone followed by Radius (9.9%) and Humerus (7.4%). Amongst lower 

extremity injuries, the Femur (16.5%) was the most common bone, followed by Tibia 

(12.6%) and Foot/Ankle (5.8%).(19) 

 

The decision on the choice of management is determined by several factors like soft 

tissue loss, neurovascular damage, hemodynamic stability, severity and location of 
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extremity injury and the physiological reserve of each patient.  The coordination and 

technical competence of the multidisciplinary trauma team is of paramount 

importance in making timely decisions in managing these patients. Delayed definitive 

management of extremity injuries leads to increased complications such as infection, 

nonunion, or even failure in limb salvage. On the other hand, early radical surgery can 

result in higher mortality, and therefore striking the right balance between the two is 

essential to achieve the benefits of early mobilization. 

 

Given the high trauma load in nations with limited resources, developing methods for 

effectively distributing resources to reduce injury-related morbidity and mortality 

while maximizing patient survival appears to be vital. In emergency rooms, clinicians 

are constantly faced with the problem of classifying trauma patients based on the 

severity of their injuries (20). Various trauma scoring systems are widely employed in 

this regard to diagnose high-risk injuries patients who are at risk Nevertheless, each 

one has its own set of pros and cons. 

 

Trauma-related deaths are divided into three categories. Patients that die at the site 

make up group one (50 percent) (often because of severe vascular injury or major 

head trauma). Patients admitted to the hospital and who die during the first hours after 

admission, known as the "golden hour," make up group two (30%). Major head, 

thorax, or abdominal trauma is frequently the cause of death in this group. Those who 

die later (20%) are included in group three (usually due to MODS or sepsis). The 

mortality rate of the two latter groups can be reduced by using quick and effective 
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treatment methods (20). Hence, a appropriate selection of trauma scoring method, 

especially in LMICs with a considerably higher rate of trauma, is critical.  

 

In both HICs and LMICs the RTS is the standard physiologic scoring system 

especially in trauma settings and it is based on physiologic variables such assystolic 

blood pressure (SBP), respiratory rate (RR), and Glasgow coma scale (GCS), among 

others(21-25). RTS and ISS are more commonly used scoring systems in LMIC as per 

astudy by O'Reilly et al.(26). 

 

These scoring methods, on the other hand, work well in industrialized countries, and 

their calculation and performance are excellent. In a resource-constrained situation, 

diagnostic tools are not always available, and achieving them can be difficult. 

 

The Kampala trauma score (KTS), a condensed scoring system, was created in 1996 

to solve this challenge in resource-constrained settings. It takes into account the 

patient's SBP, RR, age, number of significant injuries, and neurologic 

condition(27,28). 

 

The RTSis the most popular and commonly used pre hospital trauma scoring system 

and takes into account the blood pressure, GCS and the respiratory rate. The RTS is 

regarded as one of the most straightforward triage methods accessible soon after a 

trauma admission (20). The KTS, like the RTS, is a simple trauma scoring system that 
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requires no special resources, such as financial resources, labour, or a retrospective 

examination of injuries. 

 

KTS and RTS have been cited in recent papers as simple and practical triage methods 

that should be used instead of more intricate and challenging ones like TRISS(29,30). 

 

The efficacy of KTS and RTS to predict mortality has been compared in a variety of 

research conducted in a variety of countries using a variety of approaches. In these 

investigations, on comparing the KTS and RTS power in predicting mortality the 

results varied(3,29,31-35). 

 

Since the 1970s in high-income countries (HICs) for triage, injury description and 

prognosis, and mortality prediction (TRISS), multiple injuries scoring systems, such 

as the injury severity score (ISS), revised trauma score (RTS), and trauma and injury 

severity score (TISS) have been used (20,21). 

 

REVISED TRAUMA SCORE: 

 

There are a variety of evaluation techniques available at this moment however, the 

Trauma Score (TS) was created to provide an accurate picture of the severity of an 

injured patient's damage. (36).The RTS was created to help in field triage to reduce 

the possibility of over triage, which can contribute to the high expense of regional 
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trauma care, and under triage, which can put injured patients at a higher risk of death. 

Respiratory rate, respiratory effort, systolic blood pressure, capillary refill time, and 

the Glasgow Coma Scale are all included in the RTS (GCS). Researchers discovered 

that adding the respiration rate and systolic blood pressure to the RTS improved the 

tool's usefulness for assisting attending physicians in triaging injured patients. The 

RTS's reliability, repeatability, and effectiveness have previously been proven in 

multiple investigations. The RTS has been shown to help with correct triage and 

mortality prediction. 

 

Patients who were badly injured (with an ISS of 16 or more) were taken and treated in 

a trauma centre, while those who were mildly hurt (with an ISS of 15 or less) were 

transported and treated at a nearby hospital. Mildly injured patients were transported 

to a trauma centre, while severely injured patients were transported to the nearest 

hospital. The TS was able to accurately triage 66 percent of patients who suffered 

blunt injuries, with an over triage rate of 8% and an under-triage rate of 25.2 percent, 

as determined by mildly injured patients transported to a trauma centre and severely 

injured patients transported to the nearest hospital, respectively. However, the in-

depth research found that the over triage rates increased when the classification of 

moderate injury was lower (an ISS of 14 or less) (13.6 percent),However, there was 

also a decrease in under triage rates (16.7 percent). Furthermore, researchers 

discovered that the TS was a good predictor of survival in these damaged patients. 

While the initial TS displayed improvements in terms of being able to effectively 

triage patients and forecast mortality, the limitations of the original TS left plenty of 

potential for subsequent revisions(36). 
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The incorporation of capillary refill and respiratory expansion in the scoring system 

was determined to have little drawbacks in multiple trials. Observing capillary refill 

and respiratory expansion in dark environments or at night was a problem for first 

responders. Another study, organized by the American College of Surgeons 

Committee on Trauma, discovered that the TS may underestimate the severity of 

brain injuries in such groups. The Revised Trauma Scale (RTS) was created as a 

result of these characteristics, and it eliminated the capillary refill and respiratory 

expansion(36). 

 

The Revised Trauma Score (RTS) is a physiologic rating system that is based on a 

patient's first vital signs(37). There were two versions of the RTS created: one for 

triage (T-RTS) and the other for outcome evaluations and injury severity control 

(RTS), Providers use raw values while using the RTS for triage, and the coded values 

are weighted and averaged when utilizing the assessment tool for outcome 

evaluations.(39). 

 

Glasgow Coma Scale, systolic blood pressure, and respiration rate are the 3 

components of the Revised Trauma Number. A lower score implies a more severe 

injury. The scale runs from 0 to 12. A patient with an RTS score of 12 is classified as 

delayed, 11 as urgent, and 3–10 as immediate in START triage. Those with an RTS of 

less than 3 are considered dead and should not be treated, as they are unlikely to live 

without a considerable number of resources(38). 
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TABLE 1:REVISEDTRAUMASCALE TABLE: 

 

GLASCOW 

COMA SCALE 

 

SYSTOLIC BLOOD 

PRESSURE 

 

RESPIRATORY 

RATE 

 

REVISED 

TRAUMA 

SCALE 

13-15 

 

>89 

 

10-29 

 

4 

    

 

9-12 76-89 

 

>29 3 

    

6-8 50-75 

 

6-9 2 

    

4-5 1-49 

 

0 1 

    

3 0 

 

0 0 
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The scale runs from 0 to 12. A patient with an RTS score of 12 is considered delayed, 

an RTS score of 11 is considered urgent, and a score of 3–10 is considered 

emergency. Those with an RTS of less than 3 are considered dead and should not be 

treated, as they are unlikely to live without a considerable number of resources. 

 

Using the RTS is beneficial in numerous trials. Researchers discovered that there was 

no difference in the mistake rate for diagnosis and investigation after using the RTS 

compared to not using it; nevertheless, there was a statistically significant 

improvement in the appropriateness of the formulated therapies (39,40). 

 

Treatment mistakes were reduced from 21 out of 36 patients (58%) to 14 out of 54 

patients by using the RTS as a triage tool (26 percent) (40). 

 

Furthermore, researchers discovered that for individuals with an RTS larger than 

seven, the RTS was an effective predictor of mortality. Furthermore, when comparing 

patients with penetrating or blunt wounds to patients with head injuries, the RTS was 

most beneficial in predicting survival rates (41). 

 

The recommended cut-off value for utilizing the RTS to predict geriatric trauma 

mortality was found to be 7.108, with a sensitivity of 97 percent and a specificity of 

80 percent(39-42). 
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The receiving operator characteristics (ROC) curve between ISS, New Injury Severity 

Score, and ISS+ were statistically significant (NISS)(43). In predicting geriatric 

mortality, as well as the Trauma and Injury Severity Score (TRISS)(42-44). 

 

The TRISS was the measurement tool that best predicted senior mortality according to 

the ROC(44), while the RTS was also an appropriate measurement tool to predict the 

same(42). The optimum cut-off score to predict trauma patients at risk for a 

significant complication during a HEMS mission was 11.5 when patients transported 

through Helicopter Emergency Medical Services (HEMS) were assessed using the 

RTS(38). The researchers found that the RTS has a sensitivity of 84 percent and a 

specificity of 90.5 percent, indicating that it is a viable tool for assessing the 

same(45). 

 

 

 

 

 

 

 

 



23 
 

KAMPALA TRAUMA SCORE: 

 

A trauma register was established in 1996 at Mulago Hospital in Kampala, Uganda, 

under the supervision of the Uganda Injury Control Centre (ICC-U). The Kampala 

Trauma Score (KTS) was created as a new severity score. The Injury Severity Score 

(ISS) is a simplified version of the Revised Trauma Score (RTS) (ISS). The Ugandan 

trauma registry has recognized the KTS for its ability to predict outcomes in trauma 

cases(46). 

 

Kampala Trauma Score (KTS) has been suggested as a possible LMIC triage tool. As 

compared to AIS (abbreviated injury scale),ISS (injury severity scale),TRISS (trauma 

and injury severity score), and so on the KTS comprises of simpler and lesser 

components and can be used in all age groups and hence is considered more practical. 

KTS was created as an injury severity measure in circumstances where advanced 

diagnostics were not available; it is considered to have sensitivity and specificity 

equal to that of Revised Trauma Score (RTS), Injury Severity Score (ISS), and other 

scores for retrospective prediction of outcomes. The patient's age, systolic blood 

pressure, respiration rate, AVPU neurologic state (i.e., A - Alert, V - Responds to 

Voice, P - Responds to Pain, U - Unresponsive), and the number of major injuries are 

all used to compute KTS. The AIS is used to calculate the number of serious injuries, 

with a score of 3 or more indicating a serious injury. 
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TABLE 2 :KAMPALA TRAUMA SCORE: 

 

CATEGORIES  SCORES 

AGE: (YEARS) 

5-55 

<5 OR>55 

 

2 

1 

RESPIRATORYRATE(/MIN) 

10-29 

>30 

<9 

 

3 

2 

1 

NEUROLOGIC STATUS  

ALERT 

RESPONDS TO VERBAL STIMULI  

RESPONDS TO PAINFUL STIMULI  

UNRESPONSIVE 

 

SYSTOLIC BLOODPRESSUR(mmHg) 

>89 

50-89 

1-49 

 

4 

3 

2 

1 

 

 

 

4 

3 
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Undetectable 

 

2 

1 

SERIOUSINJURIES 

NONE 

1 

MORETHANOREQUALTO 2 

 

TOTALSCORE 

 

3 

2 

1 

 

35 

 

A score of less than or equal to 8 indicates a severe injury; a score of more than 8 

indicates that the patient can be rescued if treated quickly. A five-point score is 

deemed deadly. 

 

To determine the severity of an injury, two grading scales are used: the AIS and the 

ISS for polytrauma situations. 

 

AIS(ABBREVIATEDINJURYSCALE): 

 

The Abbreviated Injury Scale (AIS) is a consensus-derived anatomically based 

severity grading system that ranks each injury in every bodily location on a six-point 

ordinal scale based on its relative severity. 
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TABLE 3: TABLE OF SIX-POINT ORDINAL SCALE: 

AIS SEVERITY TYPES OF INJURY 

0 NONE NONE 

1 MINOR SUPERFICIAL 

2 MODERATE REVERSIBLE INJURIES, 

MEDICAL ATTENTION REQUIRED. 

 

3 SERIOUS REVERSIBLEINJURIES, 

HOSPITALIZATION REQUIRED. 

4 SEVERE LIFE THREATENING, NOT  

FULL RECOVERABLE WITHOUT 

CARE 

5 CRITICIAL NON-REVERSIBLEINJURY,  

NOT FULLY RECOVERABLE WITH 

MEDICAL CARE. 

6 VIRTUALLY FATAL 

 

The ISS (injury severity score) is utilized in polytrauma patients. AIS is the 

foundation of the ISS. The body is separated into six ISS body regions to determine 

an ISS for an injured person.  

 

The following body regions are included:  
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Head and Neck including c-spine. 

Face. 

Chest-thoracic spine and diaphragm. 

Abdomen and pelvis and lumbar spine 

Extremities and pelvic girdle 

External genetalia. 

All body parts are scored using the AIS system, and the three highest AIS scores are 

squared and added up. ISS then uses the aggregate to assess severity. 
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TABLE 4: INJURY SEVERITY SCORE(ISS): 

 

REGION INJURY DESCRIPTION AIS SQUARE 

TOP 3 

HEAD AND 

NECK 

CEREBRAL CONTUSION 3 9 

 

FACE NO INJURY 0  

CHEST FLAIL CHEST 4 16 

ABDOMEN MINUTE LIVER 

CONTUSION 

 

COMPLEX 

SPLENIC 

RUPTURE 

2 

 

5 

 

 

25 

EXTREMITY FRACTURED FEMUR 3  

EXTERNAL NO INJURY 0  
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SCORE INJURY SEVERITY SCORE (ISS) 

1-8 MINOR 

9-15 MODERATE 

16-24 SERIOUS 

25-49 SEVERE 

50-74 CRITICAL 

75 MAXIMUM 

 

The efficacy of KTS and RTS to predict mortality has been compared in a variety of 

research conducted in a variety of countries using a variety of approaches. In these 

investigations, different results were reported. (46-52).  

 

Despite the outcomes being inconsistent due to study heterogeneity, no meta-analysis 

has been done yet. 

 

KTS was created to address the difficulty of calculating and implementing alternative 

trauma score systems in low- and middle-income countries. 

 

 

 

 



30 
 

METHODOLOGY 

 

Source of data: Fifty patients with polytrauma presenting to the Emergency 

Department at SDM College of Medical Sciences and Hospital, Dharwad, Karnataka 

during my study period were selected for the study after obtaining written consent 

from the patients. 

 

Study design: Prospective study 

 

Study Area: The study was conducted in the Emergency Room of SDM 

College of Medical Sciences and Hospital, Dharwad. 

 

Study period: A one year study from NOV 2019 TO OCT 2020 

 

Sample size: 50 cases 

 

Sampling procedure: Polytrauma cases presenting to ER of SDM Hospital 

Dharwad who fulfilled the inclusion and exclusion criteria  
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Study Instrument: A predesigned and pre-tested proforma was used to collect the 

information. 

 

Data Collection/Study Analysis: Once patient is brought to the casualty, 

detailed examination to be done. AIS/ISS to be done to assess severity of the injury 

and if 1 or more than one serious injuries present patient is qualified for the study.  

 

Oral and written consent to be taken from the patient attenders and patient if 

conscious and oriented. Once consent is given. KTS and RTS to be done.  

 

During the course of the treatment the patient’s condition is not assessed for the study 

but only patient’s condition on discharge is to be taken into consideration and 

accordingly compare the ability/efficiency of the two trauma scoring systems in 

predicting mortality in the patient. 

 

Study analysis: Data is analysed using statistical software R version 4.1.2 and 

Microsoft Excel.  

 

Categorical variables are represented by frequency and percentage. Continuous 

variables given in Mean ± SD / Median (Min, Max) form. 
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Optimal Cut off values are obtained by simultaneously maximising sensitivity and 

specificity.  

 

Diagnostic parameters (Sensitivity, Specificity, negative predictive value and positive 

predictive values) are calculated for revised trauma score and Kampala trauma score 

in predicting mortality.  

 

Receiver operating characteristic curve (ROC) analysis is done to compareKampala 

trauma scoreand revised trauma score in predicting mortality and pairwise 

comparisons of the ROC curve is performed. 

 

Applicability of Kampala and revised trauma scores to predict mortality is checked by 

Logistic regression.  

 

P-value less than or equal to 0.05 indicates statistical significance. 
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OBSERVATION AND RESULTS 

Data contains measurement on 50 subjects whose age ranges from 16 to 79 years with 

mean age 45.24 ± 16.28 years.  

The following table and charts gives the distribution of subjects according to different 

variables. 

Table 5 : Distribution of subjects according to age
 

Variables        Sub Category  Number of Subjects 

(%) 

 

Age (years) <20     4 (8%) 

 

 20-29  6 (12%) 

 30-39   8 (16%) 

 40-49   10 (20%) 

 50-59 9 (18%) 

 60-69   12 (24%) 

 70-79   1 (2%) 
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 Mean ± SD 

Median (Min, Max) 

45.24 ± 16.28    

45 (16, 79)   

 

 

Figure 1 : Distribution of subjects according to age 

 

Out of 50 subjects, 80% are males and 20% are females with male female 

ratio of 4:1. 
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Table 6 : Distribution of subjects according to gender. 

Gender     Female 10 (20%) 

 Male 40 (80%) 

 

Figure 2: Distribution of subjects according to gender 
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Table 7: Mean/ Median duration of hospital stay 

 

Duration of stay   Mean ± SD 

Median (Min, Max)    

9.18 ± 14.16     

4 (1, 83) 

 

 

Table 8: Distribution of subjects according to systolic BP 

 

Systolic BP (mmHg)      Undetectable   2 (4%) 

 1-49  8 (16%) 

 50-89 22 (44%) 

 >89 18 (36%) 
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Figure 3: Distribution of subjects according to systolic BP 

 

Table 9: Distribution of subjects according to Respiratory rate 

 

Respiratory Rate 

(/min)     

<9   2 (4%) 

 10-29 29 (58%) 

 >30 19 (38%) 
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Figure 4: Distribution of subjects according to Respiratory rate 

 

Table 10: Distribution of subjects according to neurological status 

 

Neurologic Status Unresponsive 13 (26%) 

 

 Responds to painful 

stimuli 

25 (50%) 

 

 Alert  12 (24%) 
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Figure 5: Distribution of subjects according to neurological status 

 

Table 11: Distribution of subjects according number of serious 

injuries. 

 

Serious injuries         1 5 (10%) 

 ≥2   45 (90%) 
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Figure 6: Distribution of subjects according number of serious 

injuries. 

 

Table 12: Distribution of subjects according to GCS 

 

Glasgow coma scale 

(GCS)          

  3  8 (16%) 

 

 4-5 11 (22%) 

 6-8 10 (20%) 

 9-12 3 (6%) 

 13-15  18 (36%) 
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Figure 7: Distribution of subjects according to GCS 

 

 

Table 13: Distribution of subjects according to the type of injury 

 

Injuries No of cases Percentage 

Head Injury 45 90% 

Blunt Trauma to Chest 36 72% 

Blunt Trauma to 

Abdomen 

6 12% 

Bony Injuries 16 32% 
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Figure 8: Distribution of subjects according to the type of injury 
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Table 14: Distribution of subjects according to the type of head 

injury 

 

TYPE OF HEAD 

INJURY 

NUMBER OF 

CASES OUT OF 45 

PERCENTAGE 

DIFFUSUE AXONAL 

INJURY 

18 40% 

INTRAPARENCHYMAL 

HEMORRHAGIC 

CONTUSION (IPHC) 

35 77.77 % 

EDH 18 40% 

SDH 24 53.33% 

SAH 32 71.11% 
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Figure 9: Distribution of subjects according to the type of head 

injury 
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Table 15: Distribution of subjects according to the type of blunt 

trauma chest 

 

TYPE OF INJURY NUMBER OF 

CASES OUT 

OF 36 

PERCENTAGE 

PULMONARY CONTUSION 30 83.33% 

FLAIL CHEST 14 38.88% 

PNEUMOTHORAX 20 55.55% 

HEMOTHORAX 14 38.88% 

TRACHEOBRONCHIAL  

INJURY 

0 0% 

LUNG LACERATION 0 0% 
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Figure 10: Distribution of subjects according to the type of blunt 

trauma chest 
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Table 16: Distribution of subjects according to the type of blunt 

trauma abdomen 

 

TYPE OF INJURY NUMBER OF 

CASES OUT OF 6 

PERCENTAGE 

LIVER INJURY 4 66.66% 

SPLENIC INJURY 2 33.33% 

PANCREATIC INJURY 0 0% 

HOLLOW VISCUS 

PERFORATION 

0 0% 

RENAL INJURY 2 33.33% 
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Figure 11: Distribution of subjects according to the type of blunt 

trauma abdomen 
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Table 17: Distribution of subjects according to the bone 

injured/fractured 

 

 

TYPE OF BONY INJURY NUMBER OF 

CASES OUT OF 

16 

PERCENTAGE 

FEMUR FRACTURE 7 43.7% 

TIBIA FRACTUE 5 31.25% 

PELVIC FRACTURE 4 25% 

CLAVICLE FRACTURE 6 37.5% 

SCAPULAR FRACTURE 4 25% 

HUMERUS FRACTURE 3 18.75% 

RADIUS/ULNA 

FRACTURE  

4 25% 
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Figure 12: Distribution of subjects according to the bone 

injured/fractured 

 

 

Table 18: Distribution of subjects as per mortality 

Death         No 19 (38%) 

 Yes    31 (62%) 

 

 

 

 

 

Table 19: Mean/median of KTS and RTS 
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Kampala Trauma 

Score  

Mean ± SD 

Median (Min, Max) 

10.60 ± 2.22    

10.5 (7, 15) 

 

Revised Trauma Score     

 

 

Mean ± SD 8.72 ± 2.72 

 Median (Min, Max) 9 (4, 12) 

 

 

 

 

 

 

 

 

Table 20: Diagnostic analysis of Kampala trauma scoring and revised 

trauma scoring in predicting mortality
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The following table gives the diagnostic analysis of Kampala trauma 

score and revised trauma score in predicting mortality. 

 

 Kampala Trauma Score Revised Trauma 

Score 

Cut-Off                              (<) 12 (<) 11 

 

Sensitivity (95% CI) 78.95% (54.43% - 93.95%)  84.21%  

(60.42% -96.62%) 

 

 Specificity (95% 

CI) 

90.32% (74.25% - 97.96%) 93.55%  

(78.58% -99.21%) 

 

PPV (95% CI) 83.33% (60.7% - 95.39%) 88.89%  

(66.93% -97.72%) 

NPV (95% CI) 87.5% (69.04% - 97.3%)  90.63%  

(73.45% -98.82%) 

AU-ROC (95% CI)         

 

0.91 (0.819, 1) 0.949 (0.889, 1) 

p-value        

 

< 0.001*  < 0.001* 

 

Figure 13: ROC curve of Kampala and Revised Trauma Scores in 

predicting mortality 
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Area under the curve for Kampala trauma score is 0.91 at cut-off &lt;12 with 78.95% 

sensitivity and 90.32% specificity in predicting mortality. From logistic regression, 

we observe that, Kampala trauma score is significantly associated with mortality (p-

value < 0.001). 

 

Area under the curve for revised trauma score is 0.949 at cut-off &lt;11 with 84.21% 

sensitivity and 93.55% specificity in predicting mortality. From logistic regression, 

we observe that, revised trauma score is significantly associated with mortality (p-

value < 0.001). 
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From pairwise comparison of the ROC curves, we observe that, there is no significant 

difference in the discriminant power of Kampala Trauma score and revised trauma 

score in predicting mortality (p-value = 0.1765). 
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DISCUSSION 

 

Road traffic injuries are a leading cause of death as is seen in most countries around 

the world.  

 

Males are more commonly involved. 

 

Trauma scoring systems are routinely used in developed countries in emergency set 

up. 

 

Physicians are always challenged in emergency with the issue of classifying  trauma 

patients as per the severity of their trauma. 

 

An appropriate injury severity scoring system is essential to diagnose and treat these 

patients. In low-resource settings, inexpensive and readily available scoring systems 

are integral to guide improvements inpatient care.  

 

KTS and RTS are simple scores that can be used in the ER in routine protocols and to 

plan further management based on the score. 
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One requires requires to use a formula to admit the GCS, respiratory rate and systolic 

blood pressure to calculate RTS. It still remains the most common pre-hospital trauma 

scoring system in practice. It is considered as one of the most easy triage tools 

available after trauma admission.  

 

Similar to the RTS, the KTS doesn’t have specific requirements and is easy to 

perform and hence an ideal choice for triage. 

 

Varying results on comparing the mortality predictive ability of KTS and RTS have 

been reported and there has been a consistent variation in results due to the 

heterogeneity amongst the studies. Some recent articles have been mentioned the use 

of KTS and RTSinstead of other complicated scoring systemsin emergency set ups as 

they are proven to be easy triage tools. 

 

Shahram Manoochehry, et al (2019) the study concluded that both the RTS and KTS 

have high accuracy in predicting mortality in LMICs. However, to RTS performed 

better than KTS in predicting mortality and both can be used in settings where the 

resources are limited. Further studies are required to specify the appropriate choice of 

the RTS or KTS regarding the type of injury and different conditions of the patient.  

 

Andrew Gardner, et al (2018) as per the study, KTS performed comparatively and 

absolutely well to SATS in predicting mortality and need for hospital admission at a 

tertiary emergency centre in Ghana by using early estimation of serious injury rather 
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than final assessment. Further, using physician opinion at the time of the secondary 

survey to quantify serious injury is promising, as it performed similar to AIS 

estimation in this setting. These data thus prove that KTS is a practical and valid tool 

to revaluatepatients and one can reassess the prognosis during emergency care; thus, 

KTS may be useful for informing referral practices from first- or second-level 

hospitals in LMICs. 9 

 

Sharon R. Weeks, et al (2014) as per the study the KTS as compared to several trauma 

scores from the developed world can be adopted for injury surveillance and triage in 

resource-limited settings. As injury severity scores are a necessary tool for evaluating 

patient care and establishing institutional quality improvement and research practices, 

it is important to develop and validate scoring systems for use in the developing 

world. The study shows that the KTS is as useful as other scoring systems in 

predicting death. It is simple to administer and record and therefore is a potentially 

valuable tool available for resource-limited settings.  

 

In the current study a comparison between kampala trauma scoring and revised 

trauma scoring system which encompasses a set of variables deduced only by clinical 

examination was done and was used to predict mortality in polytrauma cases. 

After fulfilling the exclusion and inclusion criteria the patient were added into the 

study and scoring was done. 

Patient were then managed independently by the treating doctor and the condition at 

discharge (death/improved) was taken into consideration. 
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Our study consisted of 50 subjects whose age ranges from 16 to 79 years with mean 

age 45.24 ± 16.28 years.  

 

Mean duration of hospital stay was 9.18 ± 14.16 with a median of 4. 

 

80% of the cases (40) were males while 20% (10) were females. Hence the male to 

female ratio was 4:1. 

 

After scoring of 50 cases in the study the mean KTS was noted to be 10.60 ± 2.22  

with a mean of 10.5. 

 

The mean RTS was noted to be 8.72 ± 2.72 with a median of 9. 

 

31 out of 50 (62%) of the cases in the study died and 19 (38%) of the 50 cases 

improved at the time of discharge. 

 

Head injury was noted to be the most common mechanism of injury (90% of cases) in 

the cases collected for the study, followed by blunt trauma chest (72%), bony injuries 

(32%) and blunt trauma abdomen (12%). 
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Amongst head injuries the most common type of injury noted in the cases was Intra 

parenchymal hemorrhagic contusions (35), followed by SAH (32), SDH (24), Diffuse 

Axonal injury(18) and EDH(18) respectively.  

 

In cases with blunt trauma to the chest the most common type of chest injury was 

noted to be Pulmonary contusions (30) followed by Pneumothorax(20) followed by 

hemothorax and flail chest with 14 cases of each. 

 

In cases with blunt trauma to the abdomen liver injury was found to be the 

commonest injury, seen in 4 out of 6 cases and 2 cases each of splenic and renal 

injury were seen. 

 

In bony injuries the most common bone to be fractured was the femur (7 out of 16) 

followed by Clavicle (6), tibia (5), pelvis, scapula, radius/ulna with 4 cases each and 3 

cases of humerus fracture noted. 

 

The sensitivity of RTS was 84.21% (60.42% -96.62%) which was better than KTS 

that is 78.95% (54.43% - 93.95%). 

 

The specificity of RTS was 93.55% (78.58% -99.21%), which was slightly better than 

90.32% (74.25% - 97.96%). 
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The PPV of RTS was 88.89% (66.93% -97.72%) which was better than KTS which 

was 83.33% (60.7% - 95.39%). 

 

The NPV of RTS was 90.63% (73.45% -98.82%) better than KTS which was 87.5% 

(69.04% - 97.3%) 

 

From pairwise comparison of the ROC curves, we observe that, there is no significant 

difference in the discriminant power of Kampala Trauma score and revised trauma 

score in predicting mortality (p-value = 0.1765). 

 

\ 
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CONCLUSION
 

RTS and KTS both were found useful in predicting mortality and can be considered as 

beneficial trauma scoring system which can be used in resource-limited settings. 

 

Even though RTS was found to be slightly better than KTS in predicting mortality the 

difference was found to be not statistically significant. 

 

Multicentred and large-scale studies are needed to confirm the results.Further studies 

are required for ideal choice of the RTS or KTS depending on the type of injury and 

different conditions of the patient. 
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                                        SUMMARY 

Polytrauma cases around the world are on the rise and hence is a major concern in 

current times. Appropriate segregation and appointment of resources for the same is 

the need for the hour. 

 

The prospective analytical study was conducted on 50 patients fulfilling the inclusion 

criteria, admitted in ShriDharmasthala Manjunatheshwara College of medical 

sciences and hospital, Dharwad, from November 2019 to October 2020, after 

obtaining ethical clearance from Institutional Ethical Committee of Shri Dharmasthala 

Manjunatheshwara College of medical sciences and hospital, Dharwad and informed 

written consents from patients. 

 

From the current study we can confirm that the Kampala Trauma Scoring and the 

Revised Trauma Scoring are both equally effective and useful in predicting mortality 

and possible outcome in polytrauma cases but there is no significant statistical 

difference between the two as per our study. 
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                                                  APPENDIX 2 

                                  INFORMED CONSENT FORM 

 

COMPARISON BETWEEN  REVISED TRAUMA SCORE AND KAMPALA TRAUMA SCORE 

IN PREDICTING MORTALITY IN POLYTRAUMA CASES,ONE YEAR PROSPECTIVE STUDY 

IN SHRI DHARMASTHALA MANJUNATHESHWARA MEDICAL COLLEGE. 

 The study undertaken is for academic purpose and the treatment 
of the patient. No additional work up will be done. The work up 
done will only be in view of treatment of the patient. 

 This study has been explained to me and I understand what the 
study involves and therefore I agree to take part in the study. 

 I understand that I can refuse to permit carrying on with the any 
of the procedure said above. 

 The study involves general and clinical examination. The above 
said examinations are for the study purpose and help my 
treatment. 

 I have been explained about the use  of my hospital records for 
study and treatment  purpose and I agree to disclose my hospital 
records for the same and have been promised not to disclose 
information to any third parties  

 

Signature of the Patient……………………………………………… 

 

Full name………………………………………………………….. 

 

Date…………………….. 

 

Full address…………………………………………………………. 

                     ………………………………………………………….. 

                     ........................................................... 

Signature of Patient Party………………………………………. 

   (if patient not fit for consent) 
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      Full name………………………………………………………………. 

 

      Date……………………. 

 

      Full address…………………………………………………………… 

                           …………………………………………………………… 

                           …………………………………………………………… 

 

I HAVE BEEN PRESENT WHILE THE PROCEDURE HAS BEEN EXPLAINED TO 

THE PATIENT AND I HAVE WITNESSED HIS/HER CONSENT FOR THE 

PROCEDURE 

 

 Signature of the witness……………………………………………. 

(The witness should not be a person connected with the study) 

 

Full name…………………………………………………………… 

Date…………………. 

Full address……………………………………………………………………………. 
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ಒಪಿಜ್ ಪತ್ರ 

ಹಲಿಟ್ರೌಮಹೌಕರಣಗಳಲಿಿ ಮರಣನನು ಮನನಸೂಚಿಷನಲಿ ಿರಿಶೃತ ಟ್ಹೌಮಹಸ ಸಕೋಮಮತನು 

ಕಂಹಲಹಟ್ರೌಮಹಸ ಸಕೋರ್ಗಳ ಸಹಮಥ್ಮದ ನಡನವಿನ ಹ ಸೋಲಿಕ  

 

1. ಕ ೈಗ ಸಂಡ ಅಧ್ಯನು ವ ೈಕ್ಷಣಿಕ ಉದ ದೋವ ಮತನು ರ ಸೋಗಿಯಚಿಕಿತ್ ೂಗಹಗಿ. ಯಹುದ ೋ ಹ ಚ್ನುರಿ 

ಕ ಲಷಗಳನನು ಮಹಡಲಹಗನುದಿಲಿ. ಮಹಡಿದ ಕ ಲಷು ರ ಸೋಗಿಯಚಿಕಿತ್ ೂ ಯದೃಷ್ಟಿಯಂದ ಮಹತೌ 

ಇರನತುದ . 

2.ಈ ಧ್ಯನನನು ನನಗ  ವಿರಿಷಲಹಗಿದ  ಮತನು ಅಧ್ಯನು ಏನನನು ಒಳಗ ಸಂಡಿರನತುದ  

ಎಂಬನದನನು ನಹನನ ಅಥಮಮಹಡಿಕ ಸಂಡಿದ ದೋನ  ಮತನು ಆದದರಿಂದ ಅಧ್ಯನದಲಿ ಿಭಹಗಹಿಷಲನ ನಹನನ 

ಒುುತ್ ುೋನ . 

3.ಮೋಲ  ಹ ೋಳಿದ ಯಹುದ ೋಕಹಯಮವಿಧಹನನನು ಮನಂದನರಿಷಲನ ಅನನಮತಿ ನೋಡಲನ ನಹನನ 

ನರಹಕರಿಷ ಬಸನದನಎಂದನ ನಹನನ ಅಥಮಮಹಡಿಕ ಸಂಡಿದ ದೋನ . 

4. ಅಧ್ಯನು ಸಹಮಹನ್ ಮತನು ಕಿಿನಕ ಲುರಿೋಕ್ಷ ಯನನು ಒಳಗ ಸಂಡಿರನತುದ . ಮೋಲ  ಹ ೋಳಿದ 

ರಿೋಕ್ಷ ಗಳು ಅಧ್ಯನದ ಉದ ದೋವಕಹಕಗಿ ಮತನು ನನು ಚಿಕಿತ್ ೂಗ  ಷಹಹಯಮಹಡನತು . 

5. ನನು ಆಷುತ್ ೌಯದಹಖಲ ಗಳನನು ಅಧ್ಯನ ಮತನು ಚಿಕಿತ್ ೂಯ ಉದ ದೋವಕಹಕಗಿ ಬಳಷನುದರ ಬಗ  ೆ

ನನಗ  ವಿರಿಷಲಹಗಿದ  ಮತನು ಇದಕಹಕಗಿ ನನು ಆಷುತ್ ೌ ಯದಹಖಲ ಗಳನನು ಬಹಿರಂಗಡಿಷಲನ ನಹನನ 

ಒುುತ್ ುೋನ  ಮತನು ಯಹುದ ೋ ಮಸರನ ೋ ್ಕಿುಗಳಿಗ  ಮಹಹಿತಿಯನನು ಬಹಿರಂಗಡಿಷನುದಿಲ ಿಎಂದನ 

ಭರಸ  ನೋಡಲಹಗಿದ  

 

 

ರ ಸೋಗಿಯಷಹಿ………………………………………… 

 

ೂಣಮಹ ಷರನ………………………………………………………….. 
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ದಿನಹಂಕ…………………….. 

 

ೂತಿಮ ವಿಳಹಷ…………………………………………………………. 

ಕಹಯಮವಿಧಹನನನು ರ ಸೋಗಿಗ  ವಿರಿಸಿದಹಗ ನಹನನ ೌಷನುತಹಗಿದ ದೋನ  ಮತನು ಕಹಯಮವಿಧಹನಕಹಕಗಿ 

ಅನ / ಅಳ ಕನ ೂಂಟ್ಅನನು ನಹನನ ತಿಳಿದಿದ ದೋನ  

 

 ಸಹಕ್ಷಿಯ ಷಹಿ………………………………………. 

(ಸಹಕ್ಷಿಅಧ್ಯನದ ಸಂದಿಗ ಷಂಕಮಹ ಸಂದಿದ್ಕಿುಯಹಗಿರಬಹರದನ) 

 

ೂಣಮ ಹ ಷರನ…………………………………………………………… 

ದಿನಹಂಕ…………………. 

ೂತಿಮ  ವಿಳಹಷ……………………………………………………………………………. 
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                                           APPENDIX 3 

 

                 PROFORMA FOR STUDY 

A COMPARISON BETWEEN THE ABILITY OF REVISED TRAUMA SCORE AND 

KAMPALA TRAUMA SCORE IN PREDICTING MORTALITY IN POLYTRAUMA 

CASES 

NAME :   AGE  :     SEX  : 

DATE OF ADMISSION :        

DATE OF DISCHARGE   : 

ADDRESS : 

OCCUPATION :             

CHIEF COMPLAINTS :  

 

HOPI: 

 

 

 

 

PAST HISTORY: 

 

PERSONAL HISTORY: 
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FAMILY HISTORY: 

GENERAL PHYSICAL EXAMINATION: 

PR:                         BP:                         TEMP:                     SPO2:                     

RR:  

GCS:                       PUPILS:                 CCT:                         PCT:                        

GRBS: 

 

HEAD TO TOE EXAMINATION: 

 

HEAD & 

 NECK-  INJURIES:  

               

 

 

              EYES: 

              EAR: 

              NOSE: 

              ORAL: 

              BATTLES SIGN: 

              FRACTURES: 

 

 

SPINE: 
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CHEST: 

 

ABDOMEN: 

 

 

EXTERNAL GENETALIA: 

 

 

EXTREMETIES: (INJURIES/FRACTURES)                   

UPPER LIMB:   

RIGHT:                                                                LEFT: 

 

 

 

LOWER LIMB: 

RIGHT:                                                                LEFT: 

 

 

 

SYSTEMIC EXAMINATION: 

 

CVS: 

 

RS: 
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PA: 

 

CNS: 

 

 

                             KTS 
 

 
 
1)         AGE 
 
2) SYSTOLIC BP 
 
3)         RR 
 
4)NEUROLOGIC  
     STATUS 
 
5)SERIOUS  
    INJURIES 
                              TOTAL 

SCORE 
 

 

                              RTS 
 

 
 
1) GCS 
 
2) SYSTOLIC BP 
 
3)    RR 
 
 
 
 
 
 
                                    
TOTAL 

SCORE 

 

 

 

RESULT:                                                                    RESULT : 
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                                          Appendix 4 Master chart 
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Appendix 5 Ethical Clearance 
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                        Appendix 6 Plagiarism Check Report 
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