wjpmr, 2020,7(1), 244-246 SJIF Impact Factor: 5.922

WORLD JOURNAL OF PHARMACEUTICAL
AND MEDICAL RESEARCH

WWW.wjpmr.com

Research Article

ISSN 2455-3301
WJPMR

EVALUATION OF CT SCANNING EFFICACY AND FAST SCANNING EFFICACY IN
BLUNT ABDOMEN TRAUMA PATIENTS

*Jannat Anjum, 2Muhammad Bilal and *Bushra Gull

!Sargodha Medical College, Sargodha.
“Faisalabad Medical University, Faisalabad.
®D.G. Khan Medical College, Dera Ghazi Khan.

*Corresponding Author: Jannat Anjum
Sargodha Medical College, Sargodha.
DOI: https://doi.org/10.17605/OSF.IO/R7XBY

Article Received on 19/11/2020 Article Revised on 10/12/2020 Article Accepted on 31/12/2020

ABSTRACT

Objective: This study's main objective was to find CT and quick scans' efficiency in patients who suffer from
blunt abdominal trauma in emergencies. Place and Duration of Study: This study was performed in Sargodha
DHQ Teaching Hospital for seven months from May 2019 to November 2019. Material and Methods: This study
included patients with blunt abdomen trauma and stable emergencies. Patients received routine CT and Fast scan
investigations after the initial trauma protocol. Patients were informed and consent was obtained after a positive
CT or FAST scan sign was found. The first FAST scan was received in patients, followed by a CT scan. The study
excluded patients with negative scanning. In addition, X-rays were obtained from the abdomen and chest to
exclude other abnormalities. All these patients received CT scans, although negative results were seen in patients.
In all these patients both scans were obtained even after FAST scanning abnormalities. In addition to analysis of all
organs, the abdomen and pelvis kept the fluid free. Passed the NG tube by decompressing the stomach to remove
air. For better results, oral and IV contrasts were given. A delayed scan of suspected kidney injury was performed.
Patients were described as positive and negative for any fluid or abdominal injury. Results: 56 patients were
divided into 12 women and 44 men in this study. In emergencies, the most common age group was 18-40. The
most frequent cause of trauma was RTA 58.9%, followed by a 32.1% decrease in altitude. Sport injuries included
7.1%, fighting history 0.18%. The most frequently injured organ was 73.2% liver, 46.4% kidney, 51.8% spleen and
12.5% pancreas. These 56 patients had both CT and FAST scanned. Positive results were found in 49 patients with
a FAST scan (87.5%) but were missed in 7 patients (12.5%) and only one (1.6%) CT scan was missed. Fluid was
divided into three groups: mild, moderate and severe. The presence of fluid is only mild in approximately 100-200
ml of a single amount of fluid. Moderate fluid was defined in 2 pelvic areas with a fluid of around 250-500 ml. The
presence of fluids over 500 was markedly large in all areas.
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INTRODUCTION scan. FAST scans have limitations because the accuracy

depends on the person performing the FAST scan and the

Increased traffic is a significant source of road accidents,
which adds to death and morbidity. Injury detection and
prompt treatment decrease the mortality rate early
shifting or patient. Motor vehicle accidents are one of the
leading causes of abdominal trauma in emergencies.
Unlike penetrating injury, this blunt trauma leads to
unclear decisions without investigation. Several
investigations are employed to diagnose internal injuries
including FAST scanning, CT scanning and peritoneal
diagnostic lavage. History and physical exam have a
minor role in blunt abdominal trauma and DPL limits
because they cannot be used in pregnant women or
polytrauma patients. FAST scanning is now used
worldwide and is a crucial component of the ATLS
protocol. Free fluid can be detected with blood or gastric

machine resolution. Also, retroperitoneal injuries, blunt
bowel or mesenteric wounds can easily be missed. CT
scan has now become a gold standard for blunt
abdominal trauma for several days, as its high sensitivity
and imagery and the invention of a multidetector CT
scan significantly reduced it.

MATERIAL AND METHODS

This study was performed in Sargodha DHQ Teaching
Hospital for seven months from May 2019 to November
2019. This study included patients with blunt abdominal
trauma in an emergency and who were strong stable.
After initial trauma protocol patients were sent together
with routine investigations for CT and Fast scan. Patients
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were informed about the study, and consent was obtained
after finding a positive sign for CT or FAST scans. The
first FAST scan was sent to patients, followed by a CT
scan. The study excluded patients with negative scans.
Abdomen and chest X-rays were also obtained to
exclude other abnormalities. CT scans have been
obtained in all these patients, even if negative results
have been seen in patients. Even following abnormalities
in the FAST scan, both scans were obtained in all these
patients. In addition to analyzing all organs, free fluid
was maintained in the abdomen and pelvis. The NG tube
was passed to remove the air by decompressing the
stomach. For better results, oral and IV contrasts were
given. A delayed scan was performed because of
suspicion of renal injury. Patients with any fluid or
visceral injury in the abdomen were described as positive
and found to be negative.

RESULTS

A total of 56 patients with 12 females and 44 males were
included in this study. The most common age group
presented in an emergency was 18 to 40 years. Trauma
was most often caused by RTA 58.9%, followed by a fall
of 32.1% from a height. Sports injuries included 7.1%
and fighting history 0.18%. The most frequently injured
organ included 73.2 per cent liver, 46.4 per cent kidney,
spleen 51.8 per cent and pancreas 12.5 per cent. In these
56 patients, both CT and FAST scans were performed. In
49 (87.5%) positive results with FAST scans were
observed but missed in 7 (12.5%) of the patients, and
only in 1 (1.8%) cases with CT scans were missed.
Fluid-based hemoperitoneum was divided into three
groups: mild, moderate, and severe. Only about 100-200
ml of presence or fluid in one area with fluid quantity has
been labelled mild-moderate fluid in 2 pelvic spaces with
a fluid quantity of approximately 250-500ml. Fluid
presence in all areas over 500 was marked as gross.

DISCUSSION

RTA is the cause of most cases of blunt trauma. Mostly
hollow visceral with liver, kidney and spleen are
affected. 4 per cent - 15 per cent colon injuries have been
observed. Visceral wounds must be operated at all costs,
and the FAST scan can be easily missed. Different
studies showed the FAST scan's specificity and
sensitivity at around 95-100 per cent and 63-100 per
cent. The average age group in our study was 18-40
years. This is because quick driving is seen in this age
group. 49 of the 56 cases with the FAST scan were
positive while seven were missed. Subcutaneous
emphysema, bowel gas, and obesity, which hinder USG,
are limited to FAST scanning. The volume in the
abdomen is also a factor limiting. Branney and his
colleagues have demonstrated that the less fluid to be
detected in the abdomen is 619 ml in Morison pouch.
The liver was the most frequently affected organ,
followed by the kidney, spleen and pancreas. CT scan is
the gold standard for grading liver injury. With the help
of a multidetector CT scan, small bowel injuries can be

detected. As shown in our study, CT scans are superior
to FAST scans. Similar findings were reported in his
study by Vadodariya et al. Both these tests have
limitations and false-negative results can be obtained. A
FAST scan cannot detect diaphragm rupture and
retroperitoneal injuries. A great deal of experience is
required for CT scanning and is not safe in unstable
patients. In addition to these problems, the CT scan's
capacity of high radiation levels can be limited.

CONCLUSION

Compared to FAST, CT Scan has the upper hand in
detecting abdominal injuries. Despite the beneficial
effects, a FAST scan for exploration requires some
critical injuries. If the patient's condition is permitted, CT
with USG abdomen should be performed.
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