


GI1 Blunt abdominal trauma in adult

REMARKS

General

1.1 Penetrating trauma and paediatric trauma are excluded in this guideline.

1.2 The extent and choice of imaging is influenced by the haemodynamic stability of the patient
together with the severity of trauma, site of trauma, and other associated injuries.

Plain radiograph

2.1 Plain radiographs including chest X-ray (CXR) and kidney, ureter and bladder radiograph (KUB)
can evaluate fracture, pneumothorax, pneumomediastinum, and abnormal intra-abdominal gas
collection, but they are frequently negative.

2.2 CXR, KUB and focused assessment with sonography for trauma (FAST) are complementary
examinations if patient condition permits.

3.1 US is not an appropriate modality to evaluate organ injury in a patient with blunt abdominal
trauma. A negative US does not rule out visceral injury.

3.2 FAST is to check for intra-abdominal free fluid that can guide decisions on further management.

3.3 A negative FAST does not completely rule out haemoperitoneum. There is a false negative rate
of >15%.

CT

4.1 In stable patients with blunt abdominal trauma, CT abdomen and pelvis is the primary imaging
modality for deciding whether the patient needs urgent surgery, angiography +/- therapeutic
embolization, or close observation.

4.2 CT is excellent for identifying active haemorrhage, or hepatobiliary, splenic, pancreatic,
genitourinary, intestinal, or diaphragmatic injury.

4.3 CT evaluation of abdomen and pelvis for blunt trauma does not require the use of oral contrast.
Scanning should include the lower thorax through to the floor of the pelvis with administration
of intravenous (IV) contrast.

Angiography

5.1 Not appropriate as an initial imaging modality. It is appropriate if additional clinical information
or imaging suggests possibility of active haemorrhage or pseudoaneurysm in haemodynamically
stable patients.

REFERENCES

Gay SB, Sistrom CL. Computed tomographic evaluation of blunt abdominal trauma. Radiol Clin North Am. 1992; 30: 367-388.

Jeffrey RB, Olcot EW. Imaging of blunt hepatic trauma. Radiol Clin North Am. 1991; 29: 1299-1310.

Tso P, Rodriguez A, Cooper C, Militello P, Mirvis S, Badellino MM, et al. Sonography in blunt abdominal trauma: a preliminary progress
report. J Trauma. 1992; 33: 39-44.

Rizzo MIJ, Federle MP, Griffiths BG. Bowel and mesenteric injury following blunt abdominal trauma: evaluation with CT. Radiology. 1989;
173: 143-148.

Forster R, Pillasch J, Zielke A, Malewski U, Rothmund M. Ultrasonography in blunt abdominal trauma: influence of the investigator’s
experience. J Trauma. 1992; 34: 264-269.

Sudakoff GS, Rosen MP, Rybicki FJ, et al. ACR Appropriateness Criteria® Blunt Abdominal Trauma. Available at https://acsearch.acr.org/
docs/69409/Narrative/. American College of Radiology. Accessed 2017 April 5.

Jansen JO, Yule SR, Loudon MA. Investigation of blunt abdominal trauma. BMJ. 2008; 336: 938-942.

Department of Health, Government of Western Australia. Diagnostic Imaging Pathways — Abdominal Blunt Trauma. Perth: Department of
Health, Government of Western Australia; 2013 August.

Stassen NA, Bhullar I, Cheng JD, Crandall M, Friese R, Guillamondegui O, et al. Non-operative management of blunt hepatic injury: An
Eastern Association for the Surgery of Trauma practice management guideline. J Trauma Acute Care Surg. 2012; 73: S288-S293.

Stassen NA, Bhullar I, Cheng JD, Crandall M, Friese R, Guillamondegui O, et al. Selective non-operative management of blunt splenic injury:
An Eastern Association for the Surgery of Trauma practice management guideline. J Trauma Acute Care Surg. 2012; 73: S294-S300.

Moore FA, Davis JW, Moore EE, Cocanour CS, West MA, McIntyre RC Jr. WTA Critical Decisions in Trauma: Management of Adult Blunt
Splenic Injury. J Trauma. 2008; 65: 1012-1015.

American College of Emergency Physicians. ACEP Evaluation of Adult Emergency Department Patients with Acute Blunt Abdominal Trauma.
Dallas: American College of Emergency Physicians; 2011.

89

(-]
2
[
-
=
=
=
-
(-]
w
=
=
=
=
2
=
=
=]
=
-




