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Operating Room

Positive
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MNegative
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Fenetrating Thoracic Imjury:
Unstable

M
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WTA ERT algorithm

Supraclavicular

WTA Penetraling Meck
Algonibim

Y

C: Initial Assessment
Eesuscitanion
CHR
FAST

Amteriar-Central
FAST +
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P = o —
I Pericandial
Dirainage I
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Lateral o
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Lnjuery
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Figure 1. Management of the stable patient.
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Penetrating Thoracic Injury:
Stable

A B

. C_umaie
Initial Assessmem

Cheest
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“Small” “Large”
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Tuhe
E
YATS WATS
Thormcotamy
L J y w

 Cardaac
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Shernoboamy

Cipean Vessel
Injury

L M
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Figure 2. Management of the unstable patient.
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Laparotomy, evaluation
for thoracic inpuries if

indicated

Evaluation for peritonial penetration wia
LWE, ultrasound, CT, diagnostic laparoscopy

(Evaluation lor tharacic injunes il indicated)

Chest Xray
[optional)

Abdominal exploration®, or
CP3 pathway if low suspicion
far hollow viscus injury

Abdominal
exploration?

Pos Neg Equiv

Abdominal
Goto CP 2 exploration® or CP2
pathivay bebomn pathway il becomes
examinatie

!

[ Flank/Back ]

Go to CP3 pathway

[ Anterior ]

:

CP1

Select clinical pathway (CP) based on
local resources and preference
r-p 2 "—CP 3 o
¥

!

Thoracoabdominal or upper abdominal

CXR (it not alreaay done), percardsal
ultrasound
Manage per location + evaluation for
diaphragm ingury [Soe msel Do)

| Local wound exploration (LWE) I Serial clinical exams (SCE):
rec duration 24 hrs
[ Anterior fascia penetrated? ] l

I Peritonitis or instability? ]

N

"

‘Go To CP2 or CP3
pathway, can consider
diagnostic laparoscopy

henme
if no other issues

Active bleeding?

(Dlscharge) GoaTo CPB)

Al thoracoabdominal stab wounds (SW), or any
abdominal SW with associated preuma or hemothorax,
are presumed to have a diaphragm injury (D). The risk s
higher on the kel side. If another indication for operation
is present, then examinairepair the diaphragm at that
time. If no immediate operation is indicated, then a
laparascopic diaphragm evaluation is indicated. This
should be delayed (=812 hrs) to allow serial exams and
ensure no hollow viscus or other operative injury i

Diagnostic Imaging (DI) ]

Solid organ injury or
active bleeding?

Y-~ N

Gaoto CP2
pathway ar angio

-
-
-

Discharge or
obseree®

-

present. Thoracoscopy is an acceptable alternative, and
15 the procedure of choloe |1 a co-existing retamed
hemathorax is present.

-
* decision to discharge in CP3 should be individualized based on the
clinical evaluation, imaging findings, and reliability of the patient,
MNote that CT scan can have false negatives for hollow viscus injury,

There is some data now that high resolution CT sean may paticiilanly wian rifonmed shortly after the inital stad sy,

provide adequate imaging o rale out a D1, A focused
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Abdominal GSW

Westerl} Trauma
Association

Exploratory Laparefomy or
immed transfer to trauma .
capter
N
Complete external survey
Rapid bedside imaging [may include):
1. upright CXR
2 FAST exam or eFAST exam
3. abdipelvic xrays
Abdomingl exploration!
+- stormotomylthoracotomy  fa—Y
icardial window
i CT scan?
oeL gative
M N/
Reliable abdominal examination?
[awake, no severe intoxication, follows Positive or Equivocal
commands, coopam]rm with exam)
Abdominal
2 h
A. Diagnostic Laparascopy E. Selective Nonoperative Management
¥ M
A"f \\
Abdominal Observe or
exploration discharge
Abdominal Serial clinical
. e - exploration® eHAmS

1. Upper sbsdomen/thorscoabdominal GSWe, ar any associsted FTXHTX:
evaluation for diaphragm injury indicaed, paricularly for befi-sided GEws,
Opzions inclhede diagnostic laparoscopy, thomcooscopy, ar CT scan with fine culs

and AT reconstructices.

2, Flank and hack: evaluation of remmperinneal stiracnanes during sarnical
explaration, or by CT scan with 1V plus addicion of rectal +- oral contrase.

3. Palvis: evaluation lor ingory 1 bladder (CT cystogram) and rectum {digital

exam, T, right procinscapy ).

4. Multiple abdiceninal GSW's: konver threshald Far procesding, with surgical
exploration, majority will have operative intra-abdomingl injuries,

Ubwmnt
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Iniial assessment of injured extremity
A =Primary survey of ATLS — bleeding

present?

?l‘d_lénu,a! COMpression. compression

dressing, or tourniguet

=Secondary survey of ATLS —
neurovascular status?

[ocaion ]
| Historic Perspective | | Types of Vascular Trauma |
| Etiology | | Risktothe Patient |
o |
Hard signs

£ Shotgun wound oF

Localize injury with diagnostic:
& multiple fractures? 85 Yesh

study

Mo

Y

( Dperating Room )<_|
; Upper extremity/

L Femaral/
Fopliteal

flacation of lesiol

Anterior tibial!
Tibioperoneal

( Interventional Radiology )‘—I

Y

Soft signs

(Owversize cuff o

v

F'ulses are
 difficult io assess

| assess API

~ Shockor ™
. hypothermia
present?

Yes

Y

Resuscitate and
rewarm patient;
reassess pulses and
arterial pressure index

References

Mo
G
@scharge and follow up in cli% Imaging
' J ' K
. 4 ] Duplex
Arteriography CT arteriography ultrasonography
M " (5}
“Extravasation/ - ;
Pseudoaneurysm/ Intimal defect Spasm observed unless |
Thrombosis! observed limb threatened (very
Arteriovenous fistula

rare)
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eet.]

=100% transection wascular injury

e
‘Marrow anasiomos

‘Redo anastomosis

Evaluation and Management of Peripheral Vascular Injury. Part 2
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