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Introduction & Aim of The Essay

INTRODUCTION

Peripheral vascular injuries account for A+7 of all cases
of vascular trauma, and the great majority of patients are young
males. Most of the injuries involve the lower extremities. The
most common injury mechanism is cut and stab wounds
(¥4,Y%) (Randall et al.,, r--9). But there is a regional
difference e.g. in Australia, Most injuries are caused by high-
velocity weapons (V7 to A+7), followed by stab wounds () +7
to Y°o7Z) and blunt trauma (°% to ‘:%). The incidence of
vascular trauma in the military is comparable to that in the
civilian population and varies from +,YZ to ¢/ of injured
patients (Gupta etal., ¥+ ).

In the civilian setting, although a penetrating mechanism
predominates, the relative incidence of blunt injuries increases
(Frykberg, 1997%. The Most common arterial injuries are
partial lacerations and complete transections. In general,
complete transections lead to retraction and thrombosis of
proximal and distal ends of the vessel with subsequent
ischemia. in contrast, partial lacerations cause persistent
bleeding or pseudo aneurysm formation. Partial lacerations as
well as contusions may be accompanied by intimal flaps which
may progress to thrombosis. Small Arterial contusions with
limited intimal flaps may not cause distal hemodynamic
compromise and may be undiagnosed. Concomitant arterial
and venous injuries may lead to arteriovenous fistula formation
(Dennisetal., 1994),




Introduction & Aim of The Essay

Extremity arterial injuries have varied clinical
presentations. A minority of patients present with obvious
clinical evidence, or hard signs, of an arterial disruption, such
as pulsatile external bleeding, an enlarging hematoma, absent
distal pulses, or an ischemic limb. For patients with overt signs
of arterial injury, immediate surgical exploration in the
operating room, without further diagnostic testing, is preferred.
When arteriography is required, an intraoperative arteriogram
Is usually sufficient to identify the location and extent of injury
and guide the surgical repair (Patel etal., 7 !*).

Greater than 47 of injuries to the great vessels of the
thorax are caused by penetrating trauma. Gunshots, stab
wounds, shrapnel, and even iatrogenic misadventures are
frequently reported causes (Mattox et al., ! 949),

In the thorax, The innominate artery, pulmonary veins,
venae cavae, and thoracic aorta (most common) are susceptible
to blunt injury. Aortic blunt injuries usually involve the
proximal descending aorta, but injuries to other segments such
as the ascending aorta or transverse arch () +7 to )¢7%), mid—
distal descending aorta (YY7%), and even multiple sites (Y7 to
VA7) have been reported (Williams et al, 1 99%),

Blunt carotid artery disruption accounts for about Y7 to
V«7 of all carotid injuries. The most commonly injured
structures in the neck are the blood vessels. The incidence of
major vascular trauma following a penetrating neck injury is
Y.7 (Beitsch etal., 199%),
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Introduction & Aim of The Essay

Many patients with major abdominal vascular injuries
die at the scene and never reach medical care. Of the patients
who are transported to hospitals, about )¢/ lose vital signs
during transportation or in the emergency department. The
clinical presentation depends on the injured vessel, the size and
type of the injury, the presence of associated injuries, and time
elapsed since the injury (Asensio etal., F« - ).

Selective digital subtraction angiography (DSA) is the
diagnostic “gold standard” for screening patients with
suspected arterial injury. DSA has several limitations that make
it a difficult diagnostic tool. First and foremost, it is an invasive
procedure with technical limitations and a complication profile
(Biffl etal., 1994).

Computed tomography is the modern workhorse for
trauma evaluation and should be the initial diagnostic step in
patients with penetrating injuries but no hard signs of vascular
or aerodigestive injury. Contrasted axial imaging with
reformatting software allows an exact determination of the
injury track, vascular injuries, proximity to the aerodigestive
organs, spinal fractures and cord involvement, computed
tomographic angiography (CTA) has a 47 sensitivity and
V++7 specificity for vascular injuries that require treatment
(Nunezetal., r--¥).

Noninvasive vascular imaging, color-flow duplex (CFD)
ultrasonography has been suggested as a substitute for or

complement to arteriography. CFD has several obvious
-Y-




