Blunt trauma with prioritized
management of airway, breathing, &
fluid resuscitation (circulation)

v

Suspicion of BA! based on initial
findings?
OR
Subsequent suspicion of BAI
developing after initial resuscitation.

WV YES

Evidence of decompensated shock,
potential abdominal injury?

W NO

Evidence of intracranial injury?

W NO

Dynamic, hefical CT of chest &
mediastinum.
Good quality study, unequivocally
negative for BAl or other vascular

injury?

W NO

CT of chest clearly diagnostic for BAI

WNO

For equivocal study, poor quality
study, findings suggestive, not
diagnostic of BAI or other great

vessel injury, initiate BP control &
proceed with arch aortography.
Arch A/G {+) for vasc. Injury?

W NO

Management of ather injuries per
protocols. D/C esmolol.

NO
2>

YES
>

YES
>->

YES
2>

YES
>=>

YES
>=>

Proceed with usual blunt trauma
resusciation (see Chapt X)

Diagnostic periteneal lavage vrs.
transport directly to OR
(see chapt X.) Resuma algorithm
below at dynamic CT chest

Immediate CT of head + screening
CT of chest & abdomen. To OR for
craniotomy if {+) (see chaptY)
Resume algotithm below.

Discuss preliminary reading w/
 radiologists. Follow-up of final
reading is mandatory. Proceed with
management of chest and other
injuries per protocol.

initiate immediate induced
hypotension
Proceed directly to OR for repair of
BA!, Monitors shouid include CVP,
arterial lines above & below
diaphragm, ICP as indicated for any
evidence of traumatic brain injury.

Continue BP control, proceed directly
to OR for repair of BAI or other great
vessel injury. Monitoring as above.

COMMENTS

Suspicion for BAl based on major mechanism AND:

& wide mediastinum (>8cm upright AP CXR)

® irrequiarity of aortic arch

& apical cap, PA window opacity, depr. L. bronchus
® unexplained chest ar back pain

® other significant chest wall injuries {puim contusien,
multiple rib fractures, high lying rib fx.)

# Mediastinal abnormalities developing on any
subsequent CXA's

® peri-aartic fluid seen on upper cuts of abd. CT scan

® Laparotomy should consider the potential for BAI with
avoidance of intraop hypertension & “damage control”
approach if indicated.

@ The use of vasopressors for CPP may ba modified
depending on index of suspicion for BAI & severity of
head injury.

In the absence of any evidence of BA!, arch A/G is
probably not needed, depending on quality of study,
experience of center & radiologists, & index of
suspicion.

® Unless contraindicated by brain of spinal cord injury,
all patients with abnormalities strongly suggestive of BA|
should be maintained on BAI anti-HTN protocol:

»  Continuous arterial line moritoring

»  Esmolol infusion: target syst. BP 90-100 unless

otherwise contraindicated. Nipride added FRN
¥  Sodium nitorprusside confraindicated
_for traumatic brain injury.

® BA! should still be suspected based on peri-aostic
hematoma. Concommitant injury to inominate or
proximal carotid vessels may be suspected on the basis
of: [peri-vascular hematoma, infimal fiap, abdnormal
vessel flow or abnormal contour]

® Pseudocoarctation syndrome is relatively streng
contra-indication far arch aortography, regardless of
circumstances.
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