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ABSTRACT
Background The management of asymptomatic blunt 
cerebrovascular injury (BCVI) with respect to stroke 
prevention and vessel healing is challenging.
Objectives The aim of this systematic review was to 
determine if a specific treatment results in lower stroke 
rates and/or improved vessel healing in asymptomatic 
BCVI.
Data sources An electronic literature search of 
MEDLINE, EMBASE, Cochrane Library, CINAHL, SCOPUS, 
Web of Science, and  ClinicalTrials. gov performed from 
inception to March 2020.
Study eligibility criteria Studies were included if they 
reported on a comparison of any treatment for BCVI and 
stroke and/or vessel healing rates.
Participants and interventions Adult patients 
diagnosed with asymptomatic BCVI(s) who were treated 
with any preventive medication or procedure.
Study appraisal and synthesis methods All studies 
were systematically reviewed and bias was evaluated 
by the Newcastle- Ottawa Scale. No meta- analysis was 
performed secondary to significant heterogeneity across 
studies in patient population, screening protocols, and 
treatment selection. The main outcomes were stroke and 
healing rate.
Results Of 8781 studies reviewed, 19 reported on 
treatment effects for asymptomatic BCVI and were 
included for review. Any choice of medical management 
was better than no treatment, but no specific differences 
between choice of medical management and stroke 
outcomes were found. Vessel healing was rare and the 
majority of healed vessels were following low- grade 
injuries.
Limitations Majority of the included studies were 
retrospective and at high risk of bias.
Conclusions or implications of key 
findings Asymptomatic BCVI should be treated 
medically using a consistent, local protocol. High- quality 
studies on the effect of individual antithrombotic agents 
on stroke rates and vessel healing for asymptomatic BCVI 
are required.

INTRODUCTION
Blunt cerebrovascular injury (BCVI) encompasses 
injury to the carotid and/or vertebral arteries 
resulting from high- speed deceleration or direct 
blunt trauma.1 The resulting injury confers signif-
icant risk of stroke and potential for devastating 
neurologic deficit.2 Historically BCVI was rarely 
diagnosed due to a lack of accessible, non- invasive 

imaging and minimal use of screening protocols.3 
Often BCVI was not diagnosed until the patient had 
a stroke. Underdiagnosis of BCVI in older series led 
to a reported stroke rate of ~50% and a mortality 
of 25%.4 Modern series using screening protocols 
and CT angiography screening report an incidence 
of asymptomatic BCVI from 1% to 3%, with much 
lower stroke rates, owing to established manage-
ment protocols.5–11

An evidence- based approach to stroke prevention 
for asymptomatic BCVI is challenging. The diag-
nosis is rare and often concomitant with other devas-
tating injuries, such as severe traumatic brain injury 
(TBI), which may preclude intervention for BCVI. 
Additional challenges include patient identification, 
with screening protocols missing 20% of BCVIs,3 12 
and the diverse medical and surgical management 
during the past 40 years.2 4–7 9–11 13–24 The modern 
management of BCVI is therefore largely born from 
single- center retrospective reviews over the span 
of many years. Rare diagnoses generally require 
large, multicenter studies over many years to accrue 
patients for a well- powered study on treatment, but 
these are resource- intensive. Major trauma society 
guidelines recommend antithrombotic therapy, but 
evidence regarding specific agents, dose, and dura-
tion has not been established.25 26 Clear indications 
for more invasive therapies, such as endovascular 
repair or surgery, are also not well established.

The aim of the current review was to collate the 
existing literature on the medical, surgical, and 
endovascular management of asymptomatic BCVI. 
Our goal was to determine if there is a clear ‘best’ 
therapy with respect to both stroke prevention 
and vessel healing. We hypothesized that medical 
therapy with an antithrombotic agent, regardless 
of choice of agent, would result in less strokes 
compared with no treatment.

METHODS
MEDLINE, EMBASE, Cochrane Library, the 
Cumulative Index of Nursing and Allied Health 
Literature (CINAHL), SCOPUS, Web of Science, 
and  ClinicalTrials. gov were searched from incep-
tion to August 2018 and updated to March 2020 
to identify studies analyzing the effects of any inter-
vention on asymptomatic BCVI outcomes. Search 
terms were identified by a trained librarian running 
the search in conjunction with the PI, and dupli-
cated in compliance with the Preferred Reporting 
Items for Systematic Reviews and Meta- Analyses 
minimum set of items for reporting. The search 

http://gut.bmj.com


2 Murphy PB, et al. Trauma Surg Acute Care Open 2021;6:e000668. doi:10.1136/tsaco-2020-000668

Open access

strategy for PubMed MEDLINE is detailed in online supple-
mental appendix 1.

All abstracts were reviewed independently by two reviewers 
(PBM and SS in August 2018; PBM and EH in March 2020) and 
data abstracted in duplicate. Any disagreements were resolved 
by consensus. Included were studies reporting on comparisons 
of any treatment compared with any other treatment or no 
treatment in adult trauma patients (≥18 years of age). Excluded 
were studies that did not differentiate between symptomatic and 
asymptomatic patients, did not report on stroke rates related to 
treatment, or were case series (≤10 patients). The references 
of included studies were manually reviewed, and additional 
studies were included as appropriate. Studies with clear double- 
cohorting (overlapping time periods at the same institution) 
were included but patients were only included once.

The primary outcome of interest was stroke rate stratified by 
treatment. Vessel healing was included as a secondary outcome.

Study quality was assessed using the Newcastle- Ottawa 
Scale as recommended by the Cochrane Collaboration (version 
5.1).27 Quality assessment was completed independently by two 
reviewers (SS and PBM, EH and PBM) and a discussion with 
consensus by a third author (BLZ) for any disagreements. Studies 
were then assigned a risk of bias of ‘high’, ‘moderate, or ‘low’ 
based on points in each domain. Given the heterogeneity of the 
included studies with respect to inclusion criteria, screening 
protocols, time frames, and outcome definitions, a meta- analysis 
was not possible.

RESULTS
Study selection and demographics
The literature search returned 8781 abstracts (through March 
2020). After removing duplicates and reviewing the abstracts for 
relevance, 185 articles were selected for full- text review. After 

applying the inclusion criteria, 19 studies remained (figure 1). 
There were no randomized control trials comparing the various 
treatment options. As shown in table 1, majority of the studies 
(14) were retrospective. Further, there was significant bias 
toward two centers, Denver and Memphis (n=11), as well as 
overlap in patient cohorts (n=8). All but three studies were 
from the USA. Eighteen studies reported on stroke rate and four 
studies reported on vessel healing.

Study quality and heterogeneity
The studies were heterogeneous and small in size. Only eight 
studies had more than 100 patients. The median number of 
patients was 76 per study. Majority of the studies were at a high 
risk of bias and only three were prospective (table 2). Studies 
were rated as high risk of bias largely due to limitations inherent 
in retrospective reviews and inability to control for potential 
confounders due to small sample sizes. There was inconsistency 
across studies in reporting of location (carotid artery injury 
(CAI) vs. vertebral artery injury (VAI)), grade of injury, treat-
ment choice, and outcomes. Given the heterogeneity of studies 
with respect to population, geography, screening protocols, and 
treatment choices, a meta- analysis was not performed.

Stroke
Patients with asymptomatic BCVI without treatment had an 
overall stroke rate of 25% as compared with antiplatelets (8%), 
anticoagulation (7%), endovascular (5%), or any treatment (3%) 
(table 3, figure 2). Studies reporting on treatment were mixed 
and often multiple treatments (acetylsalicylic acid (ASA), Plavix, 
warfarin, heparin) were reported together for the outcome of 
stroke (table 4). Most often patients with TBI were not treated 
for asymptomatic BCVI and were allocated to the ‘no treatment’ 
group. Only one study, by Callcut et al,16 examined the treat-
ment of BCVI in the setting of TBI. This study was also the only 
study rated as low risk of bias. Of the treated patients in this 
study, half were treated with ASA and half were treated with 
heparin, with 84% of patients on a medical treatment by the 
seventh day of admission. The stroke rate in treated patients 
with TBI was 4% compared with 57% in untreated patients with 
TBI with concomitant BCVI.

Six additional studies compared aspirin, heparin, and no 
treatment. Two studies by Miller et al6 23 using similar cohorts 
protocolized treatment of BCVI to unfractionated heparin unless 
anticoagulation was contraindicated, in which case patients 
received ASA 325 mg. Patients receiving no treatment had a high 
bleeding risk or withdrawal of care. The stroke rate was similar 
for ASA (4%) and heparin (3%). Cothren9 examined a 10- year 
cohort of patients diagnosed with BCVI. Heparin or ASA was 
given based on judgment of the attending surgeon. No patient 
treated with ASA (0%) and 1 patient (0.5%) treated with heparin 
progressed to stroke compared with 23 (23.5%) of patients 
who did not receive treatment (due to contraindication to anti-
thrombotic). Biffl et al7 used a similar cohort as Cothren9 and 
the same treatment protocol. Similar stroke rates for ASA (9%) 
and heparin (1%) were found. Lebl et al15 examined the treat-
ment effect of ASA and heparin on VAIs only. The decision to 
treat with ASA 81 mg or 325 mg, heparin, or to not treat was not 
clear for the methods. Overall stroke rates were 16% for ASA, 
25% for heparin, and 5% for ‘no treatment’. Finally, Hwang et 
al18 favored ASA as the primary treatment in 34% of patients 
receiving treatment. There were no statistical differences in 
outcomes for those treated with ASA (6%), heparin (0%), or ‘no 
treatment’ (0%).

Figure 1 PRISMA flow diagram of study selection. BCVI, blunt 
cerebrovascular injury; PRISMA, Preferred Reporting Items for 
Systematic Reviews and Meta- Analyses.
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Eleven studies reported on the use of endovascular treatments 
for asymptomatic BCVI, often for higher grade injuries. Unfor-
tunately, no stratification by grade of BCVI, treatment, and 
stroke rates was possible. One study stopped performing endo-
vascular treatment during the study period.9 The largest study 
on endovascular therapy was by DiCocco et al.17 All patients 
in this study underwent traditional angiography to establish the 
diagnosis of BCVI. Grades II, III, and V lesions were treated with 
endovascular therapy and grades I and IV treated with medical 
management. Stroke rates were similar in patients treated with 

endovascular therapy (2.5%) compared with medical therapy 
(1.6%).

Vessel healing
The impact of therapy on vessel healing was reported by three 
studies, and all but one stratified healing by grade of BCVI and 
treatment (table 5).7 10 24 The follow- up protocol for identifi-
cation of vessel healing was consistent between studies. Biffl 
et al24 performed repeat arteriography at 7 to 10 days in 63% 
of patients. In a follow- up study,7 the same authors performed 
repeat arteriography at 7 to 10 days for 73% of CAIs and 67% 
of VAIs. Finally, Wagenaar et al10 performed repeat imaging 
(unspecified type) at a mean of 11±0.9 days (range 1–220 days) 
in 66% of patients. Patients without repeat imaging were either 
discharged or died prior to the protocolized 7 to 10 days repeat 
imaging period. There were not enough data to compare indi-
vidual therapies, but similar to patients who underwent any 
treatment 68% of vessels demonstrated healing compared with 
43% undergoing ‘no treatment’. Grade I injuries were more 
likely to heal even if not treated (table 5).

DISCUSSION
Our systematic review of the impact of medical therapies for 
asymptomatic BCVI demonstrates two main findings. First, any 
medical treatment (ASA, Plavix, heparin, warfarin) is likely better 
than no treatment for the prevention of stroke. Second, there is 
a paucity of high- quality evidence to guide the specific choice of 
medical treatment of asymptomatic BCVI to prevent stroke and/
or promote vessel healing. Due to limitations inherent in retro-
spective reviews, only a single study was rated as at a low risk of 
bias. Overall reporting of screening protocols, treatment choice, 
and stratification by grade of injury was poor. Although we 

Table 2 Assessment of study quality

Study Study design

Newcastle Ottawa scoring

Score (9) Risk of biasSelection (4) Comparator (2) Outcome (3)

Cothren et al22 Retrospective cohort **** – – 4 High

Snow et al13 Retrospective cohort **** – * 5 High

Biffl et al24 Retrospective cohort *** – * 4 High

Wei et al11 Retrospective cohort *** – * 4 High

Miller et al6 Retrospective cohort *** – * 4 High

Stein et al19 Retrospective cohort **** – *** 7 Moderate

Cothren et al21 Prospective cohort ** – *** 5 Moderate

Malhotra et al20 Prospective cohort **** – * 5 High

Wagenaar et al10 Retrospective cohort **** – *** 7 Moderate

Callcut et al16 Retrospective cohort **** ** ** 8 Low

Burlew et al14 Retrospective cohort ** – * 3 High

DiCocco et al17 Retrospective cohort **** – *** 7 Moderate

Miller et al23 Prospective cohort **** – * 5 High

Biffl et al2 Retrospective cohort **** – * 5 High

Cothren9 Retrospective cohort **** – ** 6 Moderate

Biffl et al7 Retrospective cohort *** – ** 5 Moderate

Lebl et al15 Retrospective cohort **** – * 5 High

Hwang et al18 Retrospective cohort **** – * 5 High

Catapano et al5 Retrospective cohort **** – ** 6 Moderate

Low risk of bias: 3 or 4 stars in selection domain and 1 or 2 stars in comparability domain and 2 or 3 stars in outcome/exposure domain.
Moderate risk of bias: 2 stars in selection domain and 0, 1, or 2 stars in comparability domain and 2 or 3 stars in outcome/exposure domain (modified to reflect the often 
appropriate omission of regression based on number of outcomes).
High risk of bias: 0 or 1 star in selection domain or 0 star in comparability domain or 0 or 1 star in outcome/exposure domain.

Table 3 Summary of outcomes by treatment

Treatment
Total 
patients

Stroke 
rate (%)

  None* 441 24

Antiplatelets ASA† alone 246 5

Plavix alone 1 0

ASA† and Plavix 34 0

Any antiplatelet or combination 260 4

Anticoagulation Warfarin alone 8 13

Heparin alone 465 2

Any anticoagulation or combination 478 3

Any antiplatelet or anticoagulation 1145 3

Endovascular Stent or coil 181 9

Any treatment (medical, endovascular) 2031 3

Surgery Open repair 3 0

*No treatment often due to contraindications to coagulation or planned withdrawal 
of care.
†81 mg or 325 mg.
ASA, acetylsalicylic acid.



5Murphy PB, et al. Trauma Surg Acute Care Open 2021;6:e000668. doi:10.1136/tsaco-2020-000668

Open access

planned to conduct a meta- analysis, heterogeneity of included 
studies prevented this aim.

Overall, patients who received any treatment had lower stroke 
rates compared with patients who did not receive treatment. The 
allocation to treatment group was not randomized, or in many 
instances protocolized, which led to selection bias. Caution 
should be used when interpreting the results. Most patients 
who received ‘no treatment’ did so because other injuries such 
as TBI precluded antithrombotic therapy or the patient’s inju-
ries were so devastating that care was transitioned to focus on 
comfort rather than survival. Similar challenges were seen when 
examining treatment effect on vessel healing. Only three studies 
assessed vessel healing, most often in grade I injuries, where 
healing rates were >50% even in patients not receiving treat-
ment.7 10 24 The low rate of stroke and high rate of vessel healing 
in low- grade injuries may suggest the need for a more nuanced 
assessment of risks and benefits for antithrombotic therapy, espe-
cially in the setting of relative contraindications such as TBI.

The most common reason identified for not initiating medical 
therapy for asymptomatic BCVI was risk of bleeding, related 
to TBI. Only one study specifically included patients with TBI 
and demonstrated no progression of TBI on follow- up imaging 
prior to initiating therapy for BCVI.16 Untreated patients had 
higher grades of BCVI compared with treated patients, as well as 
a significantly higher stroke risk. The study did not control for 
baseline patient or injury characteristics, which may explain the 
results given the median time to stroke for BCVI is ~40 hours. 
With the high correlation of BCVI and TBI, future studies need 
to assess the risks and benefits of early antithrombotic therapy 
in patients with TBI.

Recently two other systematic reviews have examined the 
management of BCVI.26 28 The Eastern Association for the 
Surgery of Trauma in 2020 summarized results from 10 studies 
on the role of antithrombotics compared with no antithrom-
botics, favoring antithrombotics for stroke prevention with an 
OR of 0.20 (95% CI 0.06 to 0.65).26 Our review clearly agrees 

with this finding, although we chose not to perform a meta- 
analysis due to the high risk of bias and heterogeneity of study 
patients. We found that not treating asymptomatic BCVI had 
a stroke rate as high as 25%, compared with almost any other 
treatment modality where the stroke rate was <10%. Again, it 
is unclear whether this is entirely due to selection bias and the 
likelihood of more severely injured patients with head trauma to 
receive no treatment or delayed treatment. Similar recommen-
dations were given recently by a group of Scandinavian neuro-
surgeons.28 This group went further to recommend commencing 
antithrombotic therapy early, even in the setting of TBI or solid 
organ injury. Indeed, the authors recommended low molecular 
weight heparin (LMWH) at an antithrombotic dose with tran-
sition to ASA 75 mg if feasible. Few studies have investigated 
the use of LMWH as part of a protocol for asymptomatic BCVI 
management, and to our knowledge no study has specifically 
investigated the use of LMWH in the treatment of asymptomatic 
BCVI.19 29 The risks and benefits for patients with BCVI are high 
stakes. Delayed or no treatment may result in devastating stroke, 
whereas treatment with antithrombotic may lead to progres-
sion of head injury or bleeding. Without high- quality, properly 
powered studies, the risks and benefits should be weighed for 
each individual patient, with the understanding that at time the 
benefits of antithrombotic therapy for stroke prevention may 
outweigh the risk of bleeding progression.

Vessel healing is also an important aspect of treatment and 
may help determine optimal duration of therapy. Currently, the 
optimal duration of medical treatment is unknown and some 
patients may stay on lifelong antiplatelet medications. Laser et 
al30 demonstrated the variable healing rate, well with 30% of 
grade II injuries worsening but 50% improving. Of higher grade 
(III/IV) 70% are unchanged at up to 6 months of follow- up. 
This suggests that patients with low- grade injury could be reim-
aged, as treatment cessation may be possible. Significantly fewer 
studies report on healing rates and this is likely related to incon-
sistent use of follow- up imaging and notoriously poor follow- up 

Figure 2 Aggregate stroke rate for preventive treatment strategies in patients with asymptomatic blunt cerebrovascular injury. *No treatment often 
due to contraindications such a concomitant traumatic brain injury. ASA, acetylsalicylic acid.
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of trauma patients. Future studies should include follow- up 
imaging to delineate time to vessel healing and optimal treat-
ment duration.

Our review has several strengths. First, our search was 
comprehensive, identifying 19 studies comparing different 
treatments for BCVI. Further, we assessed the quality of indi-
vidual studies in accordance with best practices for systematic 
reviews. Second, rather than perform a meta- analysis, we opted 
to report results based on specific treatment modalities. This 
allowed us to compare stroke rates for the two most common 
treatment choices, ASA, and heparin. The estimated treatment 
effect is important to establish for future study design, including 
sample size calculation. Finally, although the overall risk of bias 
for studies was moderate to high, our review outlines best prac-
tices for reporting in future studies on BCVI. We recommend 
clearly identifying patients with asymptomatic BCVI, stating 
grade of vessel injury, clearly stating treatment/follow- up proto-
cols including contraindications to treatment, and reporting 
results both by treatment but also by the highest grade of BCVI 
in patients with more than one vessel injured.

As with any systematic review our results are limited by the 
quality of the literature. Given the rarity of BCVI, well- designed 
multi- institutional studies are required. A trial comparing ‘no 
treatment’ with treatment for asymptomatic BCVI is likely not 
ethical. Ideally a randomized non- inferiority trial would compare 
the two most common treatments, ASA (81 mg or 325 mg) with 
heparin, with clearly defined inclusion/exclusion criteria.

Although BCVI is uncommon, the potential outcome of stroke 
can be devastating. Any medical treatment is better than no 
treatment and future studies are needed to determine the ‘best’ 
treatment with respect to stroke prevention and vessel healing, 
as well as clearly define which patients have true contraindica-
tions to antithrombotic therapy.
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Table 5 Results and conclusions of included studies for vessel 
healing

Study
(authors)

Patients 
(n)

Grade of 
injury

Fully healed by treatment

None* Antiplatelet Heparin

Biffl et al24 31 I 12/23 – 12/18

10 I 1/10 – 0/0

13 III 1/13 – 0/0

0 IV 0/0 – 0/0

Wagenaar et al10 790 I 30/142 162/648

Biffl et al7 93 I 12/24 12/24 28/45

37 II 0/7 3/30

30 III 0/8 1/22

11 IV 1/4 0/7

*No treatment often due to contraindications to coagulation or planned withdrawal 
of care.



8 Murphy PB, et al. Trauma Surg Acute Care Open 2021;6:e000668. doi:10.1136/tsaco-2020-000668

Open access

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

REFERENCES
 1 Berne JD, Norwood SH. Blunt vertebral artery injuries in the era of computed 

tomographic angiographic screening: incidence and outcomes from 8,292 patients. J 
Trauma 2009;67:1333–8.

 2 Biffl WL, Moore EE, Elliott JP, Ray C, Offner PJ, Franciose RJ, Brega KE, Burch JM. The 
devastating potential of blunt vertebral arterial injuries. Ann Surg 2000;231:672–81.

 3 Malhotra A, Wu X, Seifert K, Nagpal P, Policeni BA, Bathla G, Khandelwal A, Derdeyn 
C, Skeete D. Blunt cerebrovascular injuries: advances in screening, imaging, and 
management trends. AJNR Am J Neuroradiol 2018;39:406–14.

 4 Davis JW, Holbrook TL, Hoyt DB, Mackersie RC, Field TO, Shackford SR. Blunt carotid 
artery dissection: incidence, associated injuries, screening, and treatment. J Trauma 
1990;30:1514–7.

 5 Catapano JS, Israr S, Whiting AC, Hussain OM, Snyder LA, Albuquerque FC, Ducruet 
AF, Nakaji P, Lawton MT, Weinberg JA, et al. Management of extracranial blunt 
cerebrovascular injuries: experience with an Aspirin- Based approach. World Neurosurg 
2020;133:e385–90.

 6 Miller PR, Fabian TC, Bee TK, Timmons S, Chamsuddin A, Finkle R, Croce MA. Blunt 
cerebrovascular injuries: diagnosis and treatment. J Trauma 2001;51:279–86.

 7 Biffl WL, Ray CE, Moore EE, Franciose RJ, Aly S, Heyrosa MG, Johnson JL, Burch JM. 
Treatment- Related outcomes from blunt cerebrovascular injuries: importance of 
routine follow- up arteriography. Ann Surg 2002;235:699–707.

 8 Roberts DJ, Chaubey VP, Zygun DA, Lorenzetti D, Faris PD, Ball CG, Kirkpatrick AW, 
James MT. Diagnostic accuracy of computed tomographic angiography for blunt 
cerebrovascular injury detection in trauma patients: a systematic review and meta- 
analysis. Ann Surg 2013;257:621–32.

 9 Cothren CC. Treatment for blunt cerebrovascular injuries. Arch Surg 2009;144:685.
 10 Wagenaar AE, Burlew CC, Biffl WL, Beauchamp KM, Pieracci FM, Stovall RT, 

Jurkovich GJ, Moore EE. Early repeat imaging is not warranted for high- grade blunt 
cerebrovascular injuries. J Trauma Acute Care Surg 2014;77:540–5.

 11 Wei CW, Montanera W, Selchen D, Lian J, Stevens C, de Tilly LN. Blunt cerebrovascular 
injuries: diagnosis and management outcomes. Can J Neurol Sci 2010;37:574–9.

 12 Berne JD, Norwood SH, McAuley CE, Vallina VL, Creath RG, McLarty J. The high 
morbidity of blunt cerebrovascular injury in an unscreened population: more evidence 
of the need for mandatory screening protocols. J Am Coll Surg 2001;192:314–21.

 13 Snow H, O’Donohoe T, Martin K, Mitra B. Antithrombotic therapy in blunt 
cerebrovascular injury—Do we need more information? Trauma 2015;17:208–13.

 14 Burlew CC, Biffl WL, Moore EE, Pieracci FM, Beauchamp KM, Stovall R, Wagenaar AE, 
Jurkovich GJ. Endovascular stenting is rarely necessary for the management of blunt 
cerebrovascular injuries. J Am Coll Surg 2014;218:1012–7.

 15 Lebl DR, Bono CM, Velmahos G, Metkar U, Nguyen J, Harris MB. Vertebral artery injury 
associated with blunt cervical spine trauma: a multivariate regression analysis. Spine 
2013;38:1352–61.

 16 Callcut RA, Hanseman DJ, Solan PD, Kadon KS, Ingalls NK, Fortuna GR, Tsuei BJ, 
Robinson BRH. Early treatment of blunt cerebrovascular injury with concomitant 
hemorrhagic neurologic injury is safe and effective. J Trauma Acute Care Surg 
2012;72:338–46.

 17 DiCocco JM, Fabian TC, Emmett KP, Magnotti LJ, Zarzaur BL, Bate BG, Muhlbauer 
MS, Khan N, Kelly JM, Williams JS, et al. Optimal outcomes for patients with blunt 
cerebrovascular injury (BCVI): tailoring treatment to the lesion. J Am Coll Surg 
2011;212:549–57.

 18 Hwang PYK, Lewis PM, Balasubramani Y V. Madan a, Rosenfeld J V. the epidemiology 
of BCVI at a single state trauma centre. Injury 2010;41:929–34.

 19 Stein DM, Boswell S, Sliker CW, Lui FY, Scalea TM. Blunt cerebrovascular injuries: does 
treatment always matter? J Trauma 2009;66:132–44.

 20 Malhotra AK, Camacho M, Ivatury RR, Davis IC, Komorowski DJ, Leung DA, Grizzard 
JD, Aboutanos MB, Duane TM, Cockrell C, et al. Computed tomographic angiography 
for the diagnosis of blunt carotid/vertebral artery injury: a note of caution. Ann Surg 
2007;246:632–43.

 21 Cothren CC, Moore EE, Ray CE, Ciesla DJ, Johnson JL, Moore JB, Burch JM. Carotid 
artery stents for blunt cerebrovascular injury: risks exceed benefits. Arch Surg 
2005;140:480–6.

 22 Cothren CC, Moore EE, Biffl WL, Ciesla DJ, Ray CE, Johnson JL, Moore JB, Burch JM. 
Anticoagulation is the gold standard therapy for blunt carotid injuries to reduce stroke 
rate. Arch Surg 2004;139:540–6.

 23 Miller PR, Fabian TC, Croce MA, Cagiannos C, Williams JS, Vang M, Qaisi WG, Felker 
RE, Timmons SD. Prospective screening for blunt cerebrovascular injuries: analysis of 
diagnostic modalities and outcomes. Ann Surg 2002;236:386–95.

 24 Biffl WL, Moore EE, Offner PJ, Brega KE, Franciose RJ, Burch JM. Blunt carotid arterial 
injuries: implications of a new grading scale. J Trauma 1999;47:845–53.

 25 Biffl WL, Cothren CC, Moore EE, Kozar R, Cocanour C, Davis JW, McIntyre RC, West 
MA, Moore FA. Western trauma association critical decisions in trauma: screening for 
and treatment of blunt cerebrovascular injuries. J Trauma 2009;67:1150–3.

 26 Kim DY, Biffl W, Bokhari F, Brakenridge S, Chao E, Claridge JA, Fraser D, Jawa R, 
Kasotakis G, Kerwin A, et al. Evaluation and management of blunt cerebrovascular 
injury: a practice management guideline from the eastern association for the surgery 
of trauma. J Trauma Acute Care Surg 2020;88:875–87.

 27 Wells G, Shea B, O’Connell D, et al. The Newcastle- Ottawa Scale (NOS) for assessing 
the quality of nonrandomised studies in meta- analyses. http://www. ohri. ca/ programs/ 
clinical_ epidemiology/ (29 Nov 2015).

 28 Brommeland T, Helseth E, Aarhus M, Moen KG, Dyrskog S, Bergholt B, Olivecrona Z, 
Jeppesen E. Best practice guidelines for blunt cerebrovascular injury (BCVI). Scand J 
Trauma Resusc Emerg Med 2018;26:90.

 29 Esnault P, Cardinale M, Boret H, D’Aranda E, Montcriol A, Bordes J, Prunet B, 
Joubert C, Dagain A, Goutorbe P, et al. Blunt cerebrovascular injuries in severe 
traumatic brain injury: incidence, risk factors, and evolution. J Neurosurg 
2017;127:16–22.

 30 Laser A, Kufera JA, Bruns BR, Sliker CW, Tesoriero RB, Scalea TM, Stein DM. Initial 
screening test for blunt cerebrovascular injury: validity assessment of whole- body 
computed tomography. Surgery 2015;158:627–35.

http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.1097/TA.0b013e31818888c7
http://dx.doi.org/10.1097/TA.0b013e31818888c7
http://dx.doi.org/10.1097/00000658-200005000-00007
http://dx.doi.org/10.3174/ajnr.A5412
http://www.ncbi.nlm.nih.gov/pubmed/2258964
http://dx.doi.org/10.1016/j.wneu.2019.09.013
http://dx.doi.org/10.1097/00005373-200108000-00009
http://dx.doi.org/10.1097/00000658-200205000-00012
http://dx.doi.org/10.1097/SLA.0b013e318288c514
http://dx.doi.org/10.1001/archsurg.2009.111
http://dx.doi.org/10.1097/TA.0000000000000418
http://dx.doi.org/10.1017/S0317167100010726
http://dx.doi.org/10.1016/S1072-7515(01)00772-4
http://dx.doi.org/10.1177/1460408615572363
http://dx.doi.org/10.1016/j.jamcollsurg.2014.01.042
http://dx.doi.org/10.1097/BRS.0b013e318294bacb
http://dx.doi.org/10.1097/TA.0b013e318243d978
http://dx.doi.org/10.1016/j.jamcollsurg.2010.12.035
http://dx.doi.org/10.1097/TA.0b013e318142d146
http://dx.doi.org/10.1097/SLA.0b013e3181568cab
http://dx.doi.org/10.1001/archsurg.140.5.480
http://dx.doi.org/10.1001/archsurg.139.5.540
http://dx.doi.org/10.1097/01.SLA.0000027174.01008.A0
http://dx.doi.org/10.1097/00005373-199911000-00004
http://dx.doi.org/10.1097/TA.0b013e3181c1c1d6
http://dx.doi.org/10.1097/TA.0000000000002668
http://www.ohri.ca/programs/clinical_epidemiology/
http://www.ohri.ca/programs/clinical_epidemiology/
http://dx.doi.org/10.1186/s13049-018-0559-1
http://dx.doi.org/10.1186/s13049-018-0559-1
http://dx.doi.org/10.3171/2016.4.JNS152600
http://dx.doi.org/10.1016/j.surg.2015.03.063

	Treatment of asymptomatic blunt cerebrovascular injury (BCVI): a systematic review
	Abstract
	Introduction
	Methods
	Results
	Study selection and demographics
	Study quality and heterogeneity
	Stroke
	Vessel healing

	Discussion
	References


