The Denver Health Medical Center BCVI screening guideline.
Signs/Symptoms of BCVI Equivocal
Potential arterial hemorrhage Findingor ~ ——>
from neck/nose/mouth High C'lipical
Cervical bruit in pt < 50 yrs old Suspicion
Expanding cervical hematoma Yes T
Focal neurologic defect: TIA,
hemiparesis, vertebrobasilar R Multi-Slice Negative R
symptoms, Horner’s Syndrome CTA" =
Neurologic deficit inconsistent
with head CT s
Stroke on CT or MRI / l Positive
Grade I Injury | | Grade II-IV Injury | | Grade V Injury |
No
B | Surgical]leccessible? | | Surgicalt Accessible? |
Risk Factors for BCVI
High energy transfer mechanism No Yes Yes/ \No
Displaced mid-face fracture
(LeFort IT or TIT) Operative Repair Endovascular
Mandible fracture Treatment
Complex skull fracture/basilar v Y
skull fracture/occipital condyle Antithrombotic Therapy: Heparin (PTT 40-50 sec)
fracture e or Antiplatelet Therapy**
Severe Traumatic Brain Injury
(TBI) with GCS < 6 l
Cervical spine fracture,
subluxation or ligamentous Repeat CTA in 7-10 days***
injury at any level
Near hanging with anoxic brain
injury
Clothesline type injury or seat 4 Yes - -
belt abrasion with significant Injury W_; Discontinue
swelling, pain, or altered MS Antithrombotics
TBI with thoracic injuries
Scalp degloving
Thoracic vascular injuries v No
glu";rcz;d;’:c‘;ﬁf;:re Antithrombotics for 3-6 months and re-image * CTA with multidetector-row CT, 64-channel
i Consider endovascular stenting for severe luminal optimal. If fewer than 16 channels, interpret CTA
narrowing, symptomatology, or markedly with caution; digital subtraction arteriography is
expanding pseudoaneurysm the gold standard. X .
No % Antlplatf:lel therapy is lyplca]!y ASA‘325mg4
v *#* If CC fistula and symptomatic, consider
angiography and endovascular therapy. If
Stop asymptomatic CC fistula, reimage with CTA at 3-
4 weeks.

ON-LINE FIGURE. Latest BCVI screening and management guideline® as suggested by Denver Health Medical Center group. Reprinted from:
Geddes AE, Burlew CC, Wagenaar AE, et al. Expanded screening criteria for blunt cerebrovascular injury: a bigger impact than anticipated. AmJ
Surg 2016;212:1167-74, with permission from Elsevier.
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On-line Table 1: Neck CT angiography protocol for BCVI screening at our institution

Protocol
Scan range Aortic arch to the skull base (aortic arch to circle of Willis)
Scan parameters 120 kV and automated milliampere
Contrast lopamidol 370°

Contrast dose (depends on eGFR)

Injection rate
Section thickness

100 mL (eGFR > 60)

75 mL (eGFR > 30 = 60)

Followed by 40-mL saline at 4 mL/s

4 mL/s through 18- to 20-ga cannula

3 mm (overlap of 2.5 mm) and 1 X 0.7, sent to 3D workstations

Note:—eGFR indicates estimated glomerular filtration rate.

2 Imeron (Bracco, Milan, Italy).

On-line Table 2: Neck MR angiography protocol for BCVI screening at our institution

Protocol

Position and scan range
Contrast
Contrast dose
Technique

Injection rate
Saline bolus

Supine, aortic arch to the circle of Willis

Gadavist®

0.1 mL/kg (or 0.1 mmol/kg) intravenous

Axial T1 fat-saturated

Axial T2

Axial 2D time-of-flight MRA

3D MRA using a 3D gradient-echo pulse sequence with
fat suppression (also sent to 3D workstation)

1.5-2 mL/s

10 mLat2mL/s

2 Gadobutrol (Bayer Schering Pharma, Berlin, Germany).
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