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ABSTRACT

This paper documents the retrospective chart review of 

• thirty patients admitted to Harborview Medical Center Trauma

Dept. in Seattle, Washington. All thirty patients were admitted 

under distress following motor vehicle accidents or other 

instances in which blunt abdominal trauma was encountered. The 

ensuing study focused on the preoperative and emergency room 

procedures that followed each patient’s admission. With the 

luxury of hindsight, corrrelations were then made between the 

actual extent of physical injury and possible early indicators of 

such injury in the attempt to formulate an ’’early warning system” 

for the physician to use in diagnosing traditionally asymptomatic 

abdominal injury. This "system” consisted of physical observa

tions, laboratory data and emergency room procedures which, when 

arranged in a cascading pattern, served to effectively aid in the 

detection of serious abdominal injury. This system is named "The 

Abdominal Injury Battery". The components of this battery 

include: shock, hematuria, arterial pH and peritoneal lavage.
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Introduction

The rapid diagnosis and treatment of abdominal injuries 

suffered by trauma patients is one of the most elusive capabili

ties sought by the emergency room physician. This ability is so 

highly valued because of the growing understanding of the volati

lity that is present within the abdominal cavity and its propor

tionate potential for damage. The organs of the abdomen are 

unique in that, aside from being intimately associated with one 

another, many of these organs have acute pathogenecity to the 

patient as a whole. Nowhere is this more vividly evident than in 

the instance of pancreatic and/or small intestinal trauma.

Injury to these organs are of major concern because of the impor

tant roles both play in the gastrointestinal physiology of the 

patient. However, an even greater concern lies with the damage 

that the contents of such organs, when released can inflict upon 

the surrounding tissues and vessels.

The enzymes that comprise the digestive fluids of these 

organs are extremely effective and indiscriminate in their pro

teolytic activity. This is necessary for the complete effective

ness of the digestive system as a whole. In the instance of 

trauma, however, these enzymes are released inadvertently into 

the abdominal cavity and are equally active in promoting degen

eration and necrosis of the surrounding organs and major vessels. 

Necrosis of the liver, stomach, posterior vena cava and large 

bowel are all aftermaths that can occur after only moderate time 

lapses following injury to an enzyme containing organ (<2.5 

hours). The complications that can arise from these secondary

1



injuries include hepatic insufficiency, fecal contamination of 

the abdominal cavity resulting in peritonitis and abdominal 

sepsis. All of these complications are capable of severe debili

tation, resulting in long hospital stays and even death.

Despite the ominous dangers that abdominal injuries of this 

type present to the trauma victim, the most dangerous of all is 

the subtle, virtually asymptomatic means by which this secondary 

damage can occur. This lack of adequate diagnostic symptoms can 

be attributed to two distinct causes. First, the situation that 

occurs is unique because it is the body’s own components that is 

causing the damage. The natural physiological mechanisms of the 

body that react to internal disruption (i.e. the immune system) 

are not fully activated due to the presence of a totally "native” 

component of the body that happens to be inflicting the damage, 

instead of the "foreign invader" which is the more predictable 

enemy. The second cause involves the context within which these 

injuries occur. Blunt abdominal trauma usually results from 

motor vehicle accidents or other violent acts. In this type of 

trauma, associated injuries to other parts of the body such as 

broken bones, bleeding lacerations of the torso, and/or

extremities and loss of consciousness of the victim, can

effectively mask the decidedly less vivid symptoms of abdominal 

injury.

This frustrating inability to effectively diagnose abdominal 

injury has been responsible as the major cause for the evolution 

of two unfavorable scenarios that are occurring in trauma
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emergency rooms across the country. First, a patient is admitted 

with superficial injuries from a motor vehicle accident, which 

include bruising and moderate distention of the abdomen. A head 

injury has rendered the patient unconscious. The physician, 

concerned by inconclusive symptoms, decides on an emergent 

exploratory laparotomy. The surgery is performed only to find no 

significant abdominal injury except air forced into the stomach, 

by the blow from the steering column, which caused the disten

tion. In this situation, a patient, having already encountered 

one physical trauma, is subjected to another, the trauma of 

surgery. Any surgery, especially those procedures which necessi

tate the opening of a body cavity, exposes the patient to a 

virtual barrage of complications. The effect of anaethesia, post 

surgical shock, and possible abdominal sepsis are all risks that 

are acceptable when encountered in a life-saving procedure. 

However, in this case, the consequences do not compensate for an 

essentially useless operation. The second scenario involves the 

admission of a patient with the identical symptoms, or lack of 

same, as in the first. In this case, however, the physician 

decides to withhold surgery and observation is the course of 

action. Approximately three hours post admission, the patient’s 

blood pressure drops drastically, along with renal activity. An 

emergency laparotomy is then performed and reveals a pancreas, 

split across the spine, that has bled pancreatic enzymes into the 

abdominal cavity, causing widespread tissue destruction. This 

eventually led to post vena caval perforation and retroperitoneal 

damage. Such extensive vascular and renal damage, if not lethal,
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will definitely result in long hospital stays and lengthy 

rehabilitation with the possibility of secondary complication 

severely heightened along with their own morbidity and mortality 

potentials.

Literature Review

It was because of the lack of published material regarding 

such a study that the Harborview Medical Center Trauma Research 

Department engaged itself in such a review. However, background 

information regarding present means of abdominal trauma 

management was needed to formulate a foundation from which to

work.

Within the contemporary framework of modern trauma manage

ment, a new concept is emerging. The great risks involved in 

allowing abdominal injury to lie undetected are beginning to be 

documented. In a study conducted at the Department of Surgery, 

Baylor University, and the Ben Taub General Hospital, Houston, 

Texas, mortality rates as high as 100% have been noted for com

bined pancreatic/duodenal injury. Drs. Joseph M. Graham and 

Kenneth C. Mattox (6) studied some 175 cases of blunt and pene

trating abdominal trauma at these institutions. Their results 

overwhelmingly show that delays in diagnosis have an adverse 

effect on the mortality and morbidity of patients with an 

increase in mortality rates following an approximate exponential 

curve after two hours post injury. Studies by Drs. Charles E. 

Lucas and Anna M. Lodgerwood (4) , of Wayne State University, 

Detroit, Michigan, also confirm this data. Similar studies by
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Drs. Richard C. Heitsch, Carl 0. Knutson, Robert L. Fulton and 

Calvin E. Jones, all of the University of Louisville School of 

Medicine, show that in addition to elapsed times between injury 

and treatment, location of pancreatic trauma also held an impor- 

tant role in the overall morbidity of the patients. The pancrea

tic head, with its attachment to the duodenum, served to be the 

most susceptible of locations along the organ to damaging 

consequences with a 50% mortality rate for head avulsions in 

pancreatic trauma.

The other area in background information included what 

management procedures physicians were accustomed to in the 

contemporary arena of trauma medicine. Studies by Drs. George F. 

Sheldar, Lawrence H. Cohn and F. William Blaisdell (10), all of 

the University of California School of Medicine at San Francisco 

General Hospital, showed various methods of pancreatic and asso

ciated abdominal injury treatment through surgery. The 

researchers used surgery as the only treatment and cases where 

surgery was not performed were not included in the study. The

other source of information about common attitudes in trauma

management came from a paper delivered by Dr. Lewis M. Flint, 

Martha McCoy, David Richardson, and Hiram C. Polk Jr. (5), all of 

the Price Institute for Surgical Research, University of

• Louisville School of Medicine, Louisville, Kentucky. This paper

followed the course of seventy-five patients suffering from 

abdominal injury and showed the differing modes of treatment for 

blunt as opposed to penetrating injury. This paper concentrated
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on the procedures and compared their effectiveness to the out

come. The uniqueness of concentrating on indicators before 

treatment makes this study worthwhile and different. The litera

ture that was cited served to formulate some sense of familiarity

q between the investigation and contemporary means of trauma

management.

Methods

In the diagramming of this problem, an idealistic conclusion 

was reached: to assemble a series of symptoms and tests that 

physicians can use to aid them in the rapid and efficient diagno

sis of abdominal injury in trauma victims. The research for this 

study involves a retrospective chart review involving thirty 

patients, suffering from blunt abdominal trauma, admitted to 

Harborview Medical Center in Seattle, Washington. It focused on 

preoperative laboratory values and emergency room physical exam 

notes and their correlation to the actual physical extent of the 

injury, as was documented later. This was an attempt to find 

preoperative indicators through use of percentage accuracy 

between the indicator and the presence of significant abdominal 

injury. Certain individuals were ruled out, especially in the 

case of victims whose associated injuries were lethal and the 

accuracy of their preoperatives evaluations were suspect. The

f method of evaluation was much like the process of this paper;

individual points were addressed and compared to the patient’s 

data with correlation or unrelatedness determined by statistical 

percentage of both the incidence of injury and the number of
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patients who had such a symptom or value noted. The percent 

corroboration was expanded to include not only those patients 

whose positive indicators proved presence of abdominal injury, 

but also whose negative indicators proved absence of abdominal

• injury.

Results

One of the primary tools of diagnosis, and the first one 

employed, is the actual physical examination of the patient by 

the physician. It is here that the foundations for the search 

for preoperative indicators are laid. The first observation 

discussed will be that of whether the patient was admitted to the 

emergency room in shock and its correlation to a possible abdomi

nal injury. The determination of the presence of shock is a 

basic prerequesite for the formulation of a care strategy by the 

physician. Since shock is known to be the human body’s natural 

response to physical trauma, a simple correlation between shock 

presence and significant abdominal trauma was expected. The 

corresponding percent correlation was found to be 60% (Fig. 1) 

This percentage gives shock a conclusive rating for its proposed

indicator status. The limitations that exist for the use of

shock as a preoperative indicator are based upon the fact that 

shock is a universal type response that is marked by lowered 

blood pressure and dilated pupils. Other injuries such as signi

ficant bleeding or head injuries can precipitate similar 

symptoms. An attribution of shock as indicative of abdominal
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SHOCK CORRELATION

Fig. 1. Correlation between shock and abdominal injury presence.
(++/— denotes both instances where indicator and injury

were present and also where both were absent. + denotes
indicator presence but injury absence, -+ denotes indicator 
absence but injury presence.)
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trauma can only be attributed after these other causes are ruled
out.

The second potential indicator to be recognized from the 

physical exam is that of a swollen or distended abdomen. This 

observation is logically linked to the presence of abdominal 

trauma in that damage significant enough to cause laceration or 

perforation of organs would instigate not only the discharge of 

organ contents, but also fluid, via the inflammatory response, 

into the closely packed abdominal cavity. Such a discharge would 

result in a noticeable distention in the abdominal area. In

conscious patients, an involuntary guarding response to palpation 

can also be indicative of serious abdominal injury. The numeri

cal support for this indicator was a 43.3% compliance (Fig. 1). 

Although the statistical support was fair, the limitations sur

rounding its use reduces its role to a secondary rating for its 

indicator potential status. These severe limitations include the 

fact that abdominal injury from rapid, crushing blows are noted 

to cause the forcing of air into the stomach. Once in the 

stomach, especially in the case of unconscious patients, it is 

difficult to expel and can serve as a false impression of disten

tion. The authenticity of the distention can only be determined 

by x-rays, which eliminates the mandatory element of speed for a 

preoperative indicator. The other limitation involves the invol

untary guarding of specific quadrant pain. This response, by 

being involuntary, is also indiscriminant. It can be provoked by 

other injuries such as broken ribs and is, therefore, inconclu

sive until the other possiblities are ruled out. Again, x-rays
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Fig. 2.

ABDOMINAL DISTENTION CORRELATION

NUMBER OF 
PATIENTS

Correlation between presence of abdominal distention and 
abdominal injury. See Fig. 1 for symbol interpretation.
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would be necessary and maximum diagnostic speed is lost.

The next field from which the potential indicators are 

located is the preoperative laboratory data. The first potential 

indicator addressed was that of serum amylase levels. An 

elevated serum amylase level has long been regarded as a viable 

indicator of pancreatic and other abdominal injury, because of 

the large percent composition that amylase plays within the 

digestive juices. This method has also been regarded as being 

effective because of the relative ease and speed with which such 

a value can be provided to the physician. However, the mathematical 

support for this indicator was only 53%, with an alarming number 

(47%) of "false negatives": i.e., normal amylase levels with 

abdominal trauma (Fig. 3). This limitation alone questions the 

reliability of the test and, therefore, it is given a secondary 

rating in its potential indicator status.

The second potential laboratory indicator was the pH of 

arterial blood. The pH values of arterial blood are very meticu

lously calibrated and deviations from mean values (7.4 to 7.6) 

are known to have been indicators of trauma, such as myocardial 

infarction, and is used widely for its diagnosis. The numerical 

support for this indicator resulted in a 56.6% compliance (Fig.

4). Along with acceptable statistical verification, variance in 

blood pH could be seen as a response to the presence of enzymatic 

components of the upper digestive tract in the blood, which have 

extremely low pH. A small amount of enzymatic fluid, at such pH 

as found in the stomach/small intestine (i.e. pH 2) could facili

tate such a deviation. Because of the numeric and theoretical
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SERUM AMYLASE LEVEL CORRELATION

NUMBER OF 
PATIENTS

++/-- -+
RESULT/OUTCOME

Fig. 3. Correlation between elevated serum amylase levels and
abdominal injury. See Fig. 1 for symbol interpretation
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ARTERIAL PH CORRELATION

NUMBER OF 
PATIENTS

++/-- +-
RESULT/OUTCOME

-+

Fig. 4. Correlation between arterial pH fluctuations and
abdominal injury. See Fig. 1 for symbol interpretation.
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support, arterial pH is given a conclusive rating in its poten

tial indicator status.

A final laboratory indicator was that of the presence of

hematuria. The theoretical correlation in this instance involves 

the assumption that damage severe enough to cause renoperitoneal 

injury to the extent to cause hematuria would be of sufficient 

force to injure the organs of the abdominal cavity to an equal 

extent. Therefore, trauma that causes a kidney to bleed could 

very well cause a pancreas to leak as well. The statistical 

correlation for this indicator was found to be 60% compliance 

(Fig. 5). With the acceptable numerical and theoretical support, 

hematuria was given a conclusive rating in its potential indica

tor status. Further support is found in the speed and ease of 

obtaining the result of such an indicator, which can be immediate 

through use of dipstick tests performed in the emergency room 

itself. However, certain limitations are present that can serve 

to reduce this test’s reliability. Nephritic infection sometimes 

results in occult RBC presence in the urine and can give a false 

positive. The greatest source of error, however, comes from 

patients admitted unconscious to the emergency room. These 

patients must be catheterized in order for a specimen to be 

obtained. In the insertion of a Foley catheter, rough technique 

can result in injury to the urethra and subsequently cause RBC 

presence in urine samples. It is for this reason that only large 

amounts of occult blood in urine samples should be regarded as 

"positive.”

The final region of preoperative care is that of diagnostic
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Fig. 5.

HEMATURIA CORRELATION

NUMBER OF 
PATIENTS

++/— H— —|-
RESULT/OUTCOME

Correlation between hermaturia and abdominal injury. See
Fig. 1 for symbol interpretation.
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Fig. 6.

PERIDIALYSIS CORRELATION

NUMBER OF 
PATIENTS

++/-- +- -+ 

RESULT/OUTCOME

Correlation between peridialysis results and abdominal
injury. See Fig. 1 for symbol interpretation.
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procedures that are performed in the emergency room before a care 

strategy is initiated. Again, the prerequisites of ease of 

acquisition and speed of result turnaround are present. The 

first procedure to be observed is that of peritoneal lavage.

This involves the introduction of a biopsy needle into the 

abdominal cavity and the aspiration of any fluid residing there. 

This aspirant can then immediately be checked for blood presence 

and even sent to the lab for backup enzyme checks. The 

numerical support for this procedure was an extremely impressive 

96.3% compliance (Fig. 6). This gives peritoneal lavage a 

conclusive rating in its potential indicator status. As is the 

case with all indicators, limitations surround peritoneal lavage 

as well. In the introduction of the needle, the physician could 

inadvertently traumatize other tissues and cause subsequent blood 

presence. Amylase levels in peritoneal fluid serves to be an 

equally strong indicator, provided the physician has not done a 

truly deplorable procedure and actually strikes and perforates the 

digestive tract itself and draws the enzyme from its natural

locale.

A second emergency room technique emerging as a potential 

aid in the prediction of abdominal trauma is the use of the 

computed tomography (CT) scan. The CT scan is a relatively new 

procedure that has been reserved for neurological disease and 

central nervous system trauma but has began to receive new 

attention in other trauma fields, especially thoracic and 

abdominal. The main advantage of CT scanning is that, opposed to 

the two-dimensional image of a conventional x-ray, a CT scan
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produces a three-dimensional scene that details organs precisely. 

In this way, injuries to specific organs can be recognized by 

examination and damage assessed without the need for exploratory 

surgery. In addition to the greater resonance of the CT scanner, 

this procedure can generate immediate results via a CRT monitor, 

greatly contrasting the development times of conventional x-rays. 

This characteristic alone fulfills one of the major requirements 

of a preoperative indicator. However, despite these seemingly 

overwhelming supports, the use of computed tomography cannot be 

entered into a rating as a potential indicator. This is mainly 

because of the lack of technicians and a corresponding lack of 

physician knowledge and comfort with interpreting a CT result. 

Only in medical institutions that could field a 24 hour status- 

ready CT team, could use of this procedure be a practical 

component of the preoperative indicators. In the scope of the 

review, use of the CT scan for trauma victims was negligible.

For this lack of statistical, as well as practical, support, the

CT scan cannot be included but should remain a worthwhile

possibility.

Through the use of physiological logistics and supported by 

statistical verification, the correlation and assemblage steps of 

the battery involved the evaluation of each potential indicator. 

The retaining or discarding of each indicator was based upon:

-statistical correlation (including occurrence of "false 

negatives")

-ease of observation or sample obtainment

-speed of result
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From these standards, the indicators from emergency room physical 

examinations that were accepted include shock and hematuria, with

abdominal distention eliminated because of lack of sufficient

numerical support and its difficulty in observation. From the 

laboratory tests, arterial pH fluctuations fulfilled all three 

requirements and were accepted. Serum amylase levels were 

rejected partly on account of mediocre numerical support but 

mainly because of the large number of false negatives which made 

its credibility suspect. Finally, from the emergency room 

techniques and procedures, peritoneal lavage was retained as an 

extremely strong indicator on all three fronts with use of com

puted tomography scanning showing promise but lacking sufficient

data to be included.

With the components of the battery arrived at and confirmed,

the next task was to assemble the indicators in a fashion that

would be of the most use to the emergency room physician. In 

doing so, it was arrived at that the abdominal injury battery 

(AIB) should parallel, as closely as possible, the normal 

procedure of examination and treatment. This would serve to mesh 

the AIB smoothly with the physician's natural pace and decision 

making processes. This progression would also ensure that more 

serious diagnostic steps would not be taken if a progression of 

examination and blood work could prove it unwarranted. From this 

point of view, a diagnostic procedure was developed that involved 

the interdependence of all the indicators in the following

manner:

19



1) SHOCK - HEMATURIA

2) ARTERIAL pH

3) PERITONEAL LAVAGE

4) EXPLORATORY LAPOROTOMY or OBSERVATION

It is vital to emphasize that the statistical accuracy of the AIB 

resides in the combined probabilities of the indicators (Fig. 7). 

Any negative results, while not recommending an abandonment of 

the possibility of abdominal injury, should be regarded as 

reducing the overall accuracy of the battery but not rendering it 

useless. In addition, the indicators, when used independently, 

do not carry the same significance. For example, to "jump" to 

arterial blood gases without physical exam data reduces the 

percent effectiveness of that indicator in response to abdominal 

injury. As noted in Figure 7, the AIB is also of value as a 

ruling out procedure in the trauma victim to avoid unnecessary 

surgery. As with any diagnostic procedure, the impact of its 

results are dependent on the training and experience of the 

physician who utilizes it.

Utilization

The abdominal injury battery that has been outlined in the 

previous discussion will now be addressed towards two actual

* cases from the study population. All observations and data are

taken directly from the charts of these patients. The AIB will
c

then be artificially superimposed, with the luxury of hindsight, 

and its practicality, accuracy and limitations examined.
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OVERALL ACCURACY OF AIB

Fig* 7. Statistical accuracy of AIB through use of percent
probability of injury related to the number of indicators 
satisfied.
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The first involves a 34 year old Caucasian female (Jane Doe) 

involved in a high speed motor vehicle accident (MVA). Jane was 

admitted to Harborview Medical Center with an initial systolic 

blood pressure of 60, which after <1000 of resuscitating fluids, 

stabilized at 110. Her emergency room exam noted a distended, 

tender abdomen. Because of the relative ease of regaining normal 

blood pressure shock was ruled out in favor of simple post 

traumatic response. The presence of hematuria was confirmed soon 

after emergency room admission. Arterial pH was drawn and found 

to be 7.40. A peritoneal lavage was performed and the results 

indicated negative amylase and trace RBC’s. With this informa

tion, the patient was transferred to the operating room for 

emergent exploratory laparotomy. Upon opening the patient’s 

abdominal cavity, the surgeon noted generally atraumatic organs

with broken left third and fourth ribs that seemed to have caused

an inflammatory response within the abdomen. Jackson Pratt sump 

drains were placed in the abdomen for security and the incision 

was closed. With the rest of her injuries classified as superfi

cial (broken right index finger, head and left outer ear lacera

tions) Jane Doe’s condition was stated to be good. Post Operative 

Day #3 found Jane with a temperature spike of 37 degrees C. and 

no signs of wound infection. Drain sites were checked and all 

cultures came back negative. On post operative day five a 

purulent absecess was discovered and drained from abdominal 

sepsis her in lower back. On post operative day #9, after 48 

hours of vigorous antibiotic treatment, temperature spikes
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receded and white blood count was back down to 14.0. After an 

additional 72 hour observation period, Jane Doe was discharged 12 

days post admission. Now the specific AIB data was correlated:

shock = no

hemat = yes 

pH = norm

perid. = neg

With the last, and most conclusive, indicators both coming up 

negative, the AIB result would have been against surgery. When 

this surgery was performed, it transformed what could have been a 

72 hour observatory release course to a 12 day ordeal from an 

infection allowed by surgery with no gains made through the 

procedures whatsoever.

The second case to be evaluated was that of John Doe, a 57 

year old Caucasian male involved in a pedestrian MVA. John Doe 

was admitted with a field blood pressure of 54, which was not 

raised to adequate level by >2000 ml intravenous fluids. His 

emergency room exam yielded a negative abdominal distention with 

guarding not obtained because of the patient’s loss of conscious

ness. Arterial gases were drawn and found to be 7.22. A peri

dialysis was not performed in the emergency room. The operative 

course was disregarded with attention being directed towards 

fluid resuscitation through IV drips and pulmonary toilet. On 

post operative day #1, John suffered a systolic blood pressure 

drop to 50 and failed to respond to vasopressors. Hemotocrit and 

hemoglobin values also fell as his condition became critical.

John was then rushed to the operating room for an emergent lapa
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rotomy. Up to two liters of clotted blood had collected in the 

cavity with fresh bleeding coming from a newly traumatized 

posterior vena cava and mesenteric artery. In addition, there 

existed fecal contamination of the cavity from a necrotic bowel. 

Avulsion of the Duct of Wirsung from the pancreatic head was 

noted as the primary causative factor of the secondary injuries. 

The patient was discharged from the operating room in critical 

but stable condition. Post operative day #4 found John with 

temperature spikes and copious drainage from two Jackson-Pratt 

drains. Cultures of Jackson-Pratt fluid grew significant 

colonies of Enterococcus and the patient was started on antibio

tic therapy. Post operative day #6 began with blood cultures 

growing out populations of Haemophilus and bacteremia was 

confirmed within the abdominal cavity. Decreased urine output 

marked post operative day #7. with subsequent renal failure 

evident by post operative day #9. Dialysis was begun on post 

operative day #10 and was complemented with vigorous antibiotic 

treatment. Bilateral pleural effusion and Adult Respiratory 

Distress Syndrome are confirmed by post operative day #12. 

Despite aggressive pulmonary toilet and dialysis, the patient 

died on post operative day #13 or renal and pulmonary system 

failure. Again, the AIB components are regarded:

+ shock = yes

hemst = no

pH = 7.22

perid. = not done

24



Even with the most powerful indicator not done, the AIB 

results clearly show that it would have been strongly suggested 

to perform a peritoneal lavage as well. If it had been done, a 

positive result would have indicated the need for emergency 

surgery. The assumption of a positive peridialysis from this 

patient is scientifically unsupportable, but the surgery notes 

explicitly stated the presence of large amounts of clotted blood 

that would have been noted in an emergency room peridialysis 

sample. With a positive peridialysis added to the data, the 

indication of serious abdominal injury is complete. The true 

injury, the avulsion of the pancreatic Duct of Wilsung from the 

duodenum, can definitely be classified as serious and, in this 

case, delay of its diagnosis was ultimately lethal. Again I must 

stress that the obvious advantage of hindsight is at work in both 

of these cases and in no way do these cases reflect a lack of 

physician competence. They do signify a need for standardization 

of abdominal injury indicators and the education of physicians 

about them, as well as the potential, practical effect of the AIB

in such a service.

Conclusion

The compilation of the Abdominal Injury Battery consisted of 

the isolation of specific laboratory data of patients admitted

t through trauma. To achieve this, the facts were drawn from the

myriad of emergency room procedures the physician undergoes when 

faced with a trauma victim. The assemblage of such a battery 

doesn't attempt to replace other tests. Other indicators of
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trauma, not specified here, are of vital importance to create the 

full picture of a patient’s condition. The main function of the 

AIB is to be but one more reference for the physician to use in 

coming to a care decision. The advantages of this system is its 

statistical compliance, ease of utilization, maximum turnaround 

speed, and, most important, that these tests and procedures are 

all part of the normal scenario carried out by the trauma 

physician, but together are placed in a different and, hopefully, 

more useful light. The AIB exhibits limitations and potential 

for error, but I believe it can be used as an awareness indicator 

of the potential involved with this battery towards diagnosis. 

Perhaps making accessible one more tool for the trauma physician 

can aid him/her in providing accurate care for a victim that 

could save the patient pain, money, and, perhaps ultimately, his

lif e.

♦
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