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Determination of the Initial Treatment Course for Trauma Imaging
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ABOUT THE STUDY

The imaging strategy that is most suitable in the particular
circumstance will be determined by the hemodynamic stability of
the patient and the specific pattern of probable injury. The
modern trauma surgeon has access to a wide range of
radiographic tests, including conventional radiographs, CT,
Magnetic Resonance (MR) imaging, and ultrasound. The
decision to choose an operation, an endovascular intervention,
careful surveillance in the ICU, or admission to the trauma unit
must now be made as early in the clinical process as possible. The
accessibility of the imaging technology and the therapeutic
potential of the enabling institutional setting. Regardless of the
radiographic study type, the injured patient receiving care from
the trauma team should always be carefully watched after. The
trauma team should also carefully arrange the resuscitative
procedure in order to reduce time lost and prevent radiographs
with poor technical quality or low diagnostic yield.

Traditional roentgenograms can show clinically important
findings despite their generally limited utility in the assessment of
BAT. Patients with blunt trauma should plain
radiographs of the cervical spine, chest, and pelvis as part of their
examination whenever hemodynamic stability permits. The
mechanism of damage and the results of the primary and
secondary trauma assessments determine whether additional
imaging is necessary. Plain films should be read thoroughly,
methodically, and consistently. The chest roentgenogram can be
used to confirm or show hemothorax, enlarged mediastinum,
and suspected pneumothorax. It offers concrete evidence that
prompt therapy should be started (i.e., tube thoracostomy). The
identification of abdominal injuries such as a ruptured
hemidiaphragm (i.e., a nasogastric tube visible in the chest) or
the presence of free intraperitoneal air may also be aided by the
chest radiograph. Thoracic and/or lumbar spine fractures can be
found using the pelvic and/or chest radiograph. Transverse
fractures of the vertebral bodies, or chance fractures, may be
connected to pancreatic or intestinal traumatic injuries when
they are diagnosed. Occasionally, it may be possible to identify
free intraperitoneal air or trapped retroperitoneal air after duodenal

receive

or colonic damage. In order to clarify the trajectory of the
damage and/or find any projectiles or pieces that may have been
retained after each wounding
penetrating injuries should have a radiographic marker (such as a
paper clip) placed over it.

the wounding, site  from

A negative initial plain radiographic developments are conclusive
and permits the conclusive, and the trauma physician to continue
with nonoperative management, with the understanding that any
deterioration in the patient's condition or new findings on
physical examination, or laboratory
investigations may be an indication for a change in therapeutic

subsequent imaging,
approach. The Focused Assessment with Sonography in Trauma
(FAST) examination has the extra advantage of being repeatable,
making it a helpful supplement to serial physical examinations
during the postinjury clinical phase. When
evaluating trauma patients with hemodynamic instability at some

surveillance

institutions, the Diagnostic Peritoneal Lavage (DPL) has almost
entirely been superseded with the FAST examination. Since
1999, the American College of Surgeons has incorporated the
use of ultrasound in the secondary survey for advanced trauma
life support. Based on data suggesting that clinically serious
abdominal injuries are likely to result in hemoperitoneum, the
FAST evaluation was developed. The "basic" FAST approach
involves placing the patient supine and using four acoustic
windows (the four Ps: pericardial, perihepatic, perisplenic, and
pelvic). The body habitus, the location of the injury, the presence
of blood clots, the positioning of the patient, and the amount of
fluid the

intraperitoneal fluid. If fluid is found in any of the acoustic

free are all considered in detection of free
windows indicated above, the FAST examination is viewed as
positive; if no fluid is found, it is interpreted as negative. A test is
deemed ambiguous if one or more of the causes cannot be
accurately evaluated. Interest in the minimal threshold for
hemoperitoneum detection is still present. It should be noted

that FAST could detect even 30-70 mL of blood.

A short anechoic stripe in the Morison's pouch, on the other
hand, indicates roughly 250 mL of fluid, while stripes of 0.5 and
1 cm correspond, respectively, to 500 mL and 1 L of peritoneal
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fluid. An intracostal or transthoracic window is used to gain the
pericardial view. The separation of the visceral and parietal
demonstrates the ability to detect
hemopericardium and gives a 4-chamber image of the heart. The
liver, diaphragm, and right kidney are all visible in the
perihepatic view. It displays fluid in the right pleural space,
subphrenic space, and Morison's pouch. The left kidney and
spleen are seen in the perisplenic view, which also displays fluid

pericardial  layers

in the left pleural space, subphrenic space, and the splenorenal
recess. The bladder serves as a sonographic window for the pelvic
view. The patient should have a full bladder in order to get the
greatest vision. Free fluid is visible in males as an anechoic
(sonographically black) region in the rectovesicular pouch or the
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cephalad to the bladder. The Douglas pouch, located behind the
uterus, becomes clogged with fluid in females. Both blunt and
penetrating traumatic injuries might be difficult to treat
nonoperative. However, being able to properly manage patients
with severe and multiple traumatic injuries without surgery can
be quite gratifying. The surgery on trauma surgeons has been
somewhat lessened by the development of sophisticated
imaging tools and auxiliary minimally invasive procedures.
Despite this, nothing outweighs the importance of recurrent
clinical evaluation by a skilled trauma surgeon in directing the
final therapeutic options. The operating room is, after all, the
final default pathway for critically injured trauma patients who
failed nonoperative therapy.
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