at laparotorny:
control of hemorrhage
control of other G) contamination

W

medifying factors:
age, chronic disease
shock, ongoing other hemarrhage
asscciated organ injury
bowel edema

J

suspect duodenal injury if:
duodenal hematoma or hemorhaga,
adjacent pancrealic hematoma, bile
staining

04

duodenal exploration:
wide Kocher
exploration thru lesser sac (posterior)
mobilization at lig. of Treitz

\

associated pancreatic injury

02

simple duedenal laceration without
devitalized tissue

\

complex duodenal jaceration{s}
without significant devitalized tissue
{includes near- transections at
3rd/4th part)
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complex duodenal laceration(s) with
significant devitalized tissue,

\

Extensive destruction of ducdenum
w/ ampullary injury
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COMMENTS

Damage controi mode: packing, +
rapid duodenal closure, skin closure
only or temporary {prosthetic) fascial

closure.
planned retum to OR

manage pancreatic injury separately
as described in figure 2

primary 2 layer rapair

local debridement, primary layered
repair + tube decompression of
duodenum & drainage

WV

Concem RE duodenal suture-line
durability & inteqgrity

Madified ducdenal diverticulization,
tube decompression of duodenum,
drainage, drainage, drainage.

Augmentation of duodenal closure
using small bowel ar stomach

Duodenal resection (Whipple)

ISSUE: should duodenal injury routinely be
approached w/ more ‘conservative® surgical
technique if associated (adjacent) pancreatic
injury exists

ISSUE: optimal method of praviding duodenal
decompression?
® direct tube ducdenostomy
¢ retrograde via jejunostomy (along wf
feeding
tube distally)
® naso-duodenal tube.

ISSUE: Modified duodenal divediculization vrs.
Roux-Y jejunal augmentation for decreasing
duodenal fistulae in tenuous suture line repairs.

ISSUE: optimal method for augmented
duodenal closure?

® Finney or Jaboulay pyloroplasty

& Loop jejunc-ducdenostomy

® Roux-Y jejuno-duodenostomy

® |(solated jejunal pedical patch

Re-implantation may be considered for Isolated
ampullary (Oddi) avulsion without extensive
duodenal injury. Mincr papillary (Santorini)
avulsions can usually be ligated.

MANAGEMENT ALGORITHM FOR DUODENAL INJURIES




