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Management of blunt liver injury
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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.)

2011 WTA >> Western Trauma Association /

Critical Decisions in Trauma: Operative Management
of Adult Blunt Hepatic Trauma (J Trauma. 2011;71: 1-5)

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

of Trauma practice management guideline ( Trauma
Acute Care Surg. 2012;73: 5288-5293)



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
Eesicl?

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
ﬁo identify and assess the severity of injury to the

Nl

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 (. 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.



Assess for associated injuries and liver-related complications
Consider omental pack
Consider drainage if evidence of biliary leak

IFigure 1. Algorithm for operative management of blunt liver trauma. ICU, intensive care unit; SHAL, selective hepatic artery
igation.
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Overview of trauma patients

in eatly group (EG) and late group (L.G)

Early group Late group
Periods 2005 -2009 | 2010-2014
All admissions 6120 6342

Trauma patients

1891 (30.9%)

2819 (44.4%)

Patients with blunt
hepatic injury

101

126




Characteristics of reviewed patients
in each group

Early group Late group

No. of patients 27 42
A .0.
ge (v..) 25 [1-80] 30.5 [6-87]
median [range]
Sex, male / female 14 /13 35/7 *

ISS, median [range] 34 [5-57] 33.5[17-64]

Hemodynamicaly 24 (88.9%) 37 (88.1%)

unstable
Whole body e-CT 26 (96.3%) 40 (95.2%)
Preoperative IVR 2 (7.4%) 6 (14.3%)

No. of death 11 (40.7%) 10 (23.8%)




EG LG EG LG EG LG EG LG EG LG
Il 1] \% V Vi grade




& Survival
& Death

=

g |
g |

o wnm
N\
m
)
o

EG LG
Without CT




Incidences and mortalities relative to
surgical procedures without PhP
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Incidences of perihepatic packing
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Mortalities of perthepatic packing

relative to grade of hepatic injury
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Strategy for management of blunt
hepatic injury in Saitama Medical Center

Unstabl
Hemodynamic it

State I

Stable Damage.Cor'wtrol
Resuscitation

Whole Body
Enhanced CT Controlable Uncontrolable

Stable ‘ l Unstable

Contrast Brush Pelvic Fx, etc
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