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Guideline

2003 EAST >> Practice management
guideline for the nonoperative management

of blunt injury to the liver and spleen (Available
at http://east.org/tpg.)

2012 EAST >> Nonoperative management
of blunt hepatic injury: An Easten
Association for the Surgery of Trauma

practice management guideline (J Trauma Acute
Care Surg, 2012;73: $288-5293)


http://east.org/tpg

Recommendations
~2003 EAST Guideline

Level 1

e There are insufficient data to suggest nonoperative
management as a Level I recommendation for the
initial management of blunt injuries to the liver
and/or spleen in the hemodynamically stable patient.



Recommendations
~2003 EAST Guideline

Level 11

o 1. There are class II and mostly class III data to
suggest that nonoperative management of blunt
hepatic and/or splenic in{uries in a hemodynamically
stable patient is reasonable.

= - Elicseyctlo o he(}iaatic or splenic injury (as
suggested by CT grade or degree of
hemoperitoneum), neurologic status, and/or the
presence of assoclated injuries are not
contraindications to nonoperative management.

oo 3. Abdominal CT is the most reliable method to
identify and assess the severity of the injury to the
spleen or liver.
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Recommendations
~2003 EAST Guideline

Level 111

1. The clinical status of the patient should dictate the
frequency ot follow-up scans.

2. Initial CT of the abdomen should be performed

with oral and intravenous contrast to facilitate the
diagnosis of hollow viscus injuries.

3. Medical clearance to resume normal activity status
should be based on evidence of healing,

4. Angiographic embolization 1s an adjunct in the
nonoperative management of the hemodynamically
stable patient with hepatic and splenic injuries and
evidence of ongoing bleeding.
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Recommendations
~2012 EAST Guideline

Level 1

e 1. Patients who are hemodynamically unstable or
who have diffuse peritonitis after blunt abdominal
trauma should be taken urgently for laparotomy.



Recommendations

~2012 EAST Guideline
Lemel 2

e 1. A routine laparotomy 1s not indicated in the
hemodynamically stable patient without peritonitis
presenting with an isolated blunt hepatic injury.

oo 2. In the hemodynamically stable blunt abdominal
trauma patient without peritonitis, an abdominal CT
scan with intravenous contrast should be performed
Eo identify and assess the severity of injury to the

Ver.

e 3. Angiography with embolization may be considered
as a first-line intervention for a patient who is a
transient responder to resuscitation as an adjunct to
potential operative intervention.



oo 4. The severity of hepatic injury (as suggested by CT
grade or degree of hemoperitoneum), neurologic
status, age of more than 55 years, and/or the
presence of associated injuries are not absolute
contraindications to a trial of nonoperative
management in a hemodynamically stable patient.

o 5. Angiography with embolization should be
considered in a hemodynamically stable patient with
evidence of active extravasation (a contrast blush) on
abdominal CT scan.

e (6. Nonoperative management of hepatic injuries
should only be considered in an environment that
provides capabilities for monitoring, serial clinical
evaluations, and an operating room available for
urgent laparotomy.



Recommendations
~2012 EAST Guideline

Level 3

o 1. After hepatic injury, clinical factors such as a
persistent systemic inflammatory response, increasing
persistent abdominal pain, jaundice, or an otherwise
unexplained drop in hemoglobin should prompt
reevaluation by CT scan.



oo 2. Interventional modalities including endoscopic
retrograde cholangiopancreatography, angiography,
laparoscopy, or percutaneous drainage may be
required to manage complications (bile leak, biloma,
bile peritonitis, hepatic abscess, bilious ascites, and
hemobilia) that arise as a result of nonoperative
management of blunt hepatic injury.

e 3. Pharmacologic prophylaxis to prevent venous
thromboembolism can be used for patients with
isolated blunt hepatic injuries without increasing the
failure rate of nonoperative management, although
the optimal timing of safe initiation has not been
determined.
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we Selective hepatic artery ligation
(SHAL)

s Atriocaval shunt

o Perihepatic packing
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Western Trauma Association 2011

Operative management of blunt hepatic trauma
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Minor bleeding Major bleeding
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Electrocautery or argon bea B Bleeding '
Topical hemostatic agents controlled Bleeding
Pack and Damage control laparotomy| controlled
[EE— PO
esuscitate Consider angiography — ['CU for resuscitation ]
> Bleeding G
uncontrolled Juxtahepatic venous injury
Bleeding
E uncontrolled
Selective vessel ligation Consider vascular isolation
Omental pack with shunting procedure
v v
/ \ *
Delayed laparotomy:
Bleeding uncontrolled Bleeding controlled Remove pad‘ing
Definitive debridement or resection if indicated
F Assess for associated injuries and liver-related complications
7 Consider omental pack
— | Consider SHAL Consider drainage if evidence of biliary leak

Figure 1. Algorithm for operative management of blunt liver trauma. ICU, intensive care unit; SHAL, selective hepatic artery
ligation.
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(Questions

without conclusive answers

1. Frequency of hemoglobin measurements
2. Frequency of abdominal examinations

3. Intensity and duration of monitoring

4. Time to reinitiating oral intake

5. Duration and intensity of restricted activity (both
in hospital and after discharge)

6. Optimum length of stay for both the intensive
care unit (ICU) and hospital

7. 'Timing of initiating chemical deep venous

thrombosis (DVT) prophylaxis after hepatic injury



