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01 Introduction



Initial evaluation of blunt trauma injury

Schwartz’s Principles of Surgery



Introduction

Timing of venous thromboembolism prophylaxis initiation in 

patients who have blunt intra-abdominal solid organ injuries (liver, 

spleen, kidney) which are frequently managed non-operative and 

therefore carry risk of bleeding remains controversial 

The optimal timing for VTE prophylaxis initiation among 

patients with blunt solid organ injury is not well defined by the current 

literature, although a small number of retrospective studies suggest that 

initiation within 48 hr may be safe.



Primary objective

Prospectively determine the 
optimal timing of VTE 
prophylaxis initiation among 
patients with blunt solid organ 
injury managed nonoperatively

Hypothesis

Initiation within 48 hr would 
result in a lower rate of VTE 
without an increased risk of 
bleeding or failure of 
nonoperative management
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Clinical question
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Early 
VTEs prophylaxis
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Outcomes
● Primary

○ VTE : DVT PE
● Secondary

○ LOS, ICU LOS

>15years
Blunt Trauma patients
Solid Organ injury



02 Materials & 
Methods



Inclusion and Exclusion criteria

Exclusion CriteriaInclusion Criteria

● All adult (>15years) 
● Blunt Trauma patients
● Solid Organ injury 

(liver,spleen,kidney) managed 
nonoperatively

● LAC+USC medical center 
between December 1,2016 and 
November 30,2017

● Transferred from an outside hospital, died 
in the emergency department (ED)

● had a pre-existing bleeding disorder
● on home anticoagulant or antiplatelet 

medication
● No VTEs prophylaxis during hospital 

administration

● Total patient = 118 divided into 2 groups
● Single-center prospective observational study
● Dichotomized into study groups based on VTE prophylaxis initiation time: 

○ Early (Before 48 h) vs Late (48 h after admission)



Flow chart of the Trial



● hospital length of stay (LOS)
● intensive care unit (ICU) LOS, 
● need for and volume of post-

prophylaxis blood transfusion
● need for delayed (post- prophylaxis) 

interventional radiology (IR) or 
operative intervention

● failure of nonoperative 
management

Outcomes

Primary Out

Primary Outcomes

● VTE event rate 
● deep vein thrombosis (DVT)

○ Symptomatic patients with 
DVT were diagnosed with 
duplex ultrasonography 

● pulmonary embolism (PE)
○ diagnosed with computed 

tomographic pulmonary 
angiography (CTPA)

Secondary Outcomes

All patients without contraindication (e.g., lower extremity fracture) received 
sequential compression devices to bilateral lower extremities until ambulation.



Appraisal03



04 Result



Patient demographic data and clinical data



ASST grade of solid organ injury



AAST grading



AAST grading



AAST grading



Primary and secondary Outcomes 



Independent factor of late VTE prophylaxis 
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DISCUSSION

without increasing the 
need for post-prophylaxis 
transfusion or failure rates 
of nonoperative 
management

a significantly lower rate of 
DVT among blunt trauma 
patients with solid organ 
injury

no patient required 
operative intervention or 
angioembolization for 
bleeding after initiation 
of prophylaxis

Initiation of VTE prophylaxis within 48 h of admission



DISCUSSION

withhold prophylaxis for a 
period of time after an interval 
CT scan of the head 
demonstrates stability of the 
intracranial bleeding

The presence of TBI was 
independently associated 
with late initiation of VTE 
prophylaxis

Potential Cofounder



Limitation

1. Single-center study : limit study size and event detection rate >> 
possible to have been underpowered and type II error 

2. Do not routinely screen for DVTs
3. Capture fews patients with grade IV-V injuries, reflecting an 

increase for operative management 
4. Not capture missed dose of VTE prophylaxis
5. Captured only VTEs that were diagnosed in hospital
6. Selection bias by trauma surgeon : injury at low risks of bleeding 

were initiated on prophylaxis earlier



War is the only proper 
School of the surgeon

-Hippocrates 

“



Question and Comments


