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Epidemiological profile of patients undergoing non-operative 
management of solid organ injury and associated factors with 
mortality 

Perfil epidemiológico dos pacientes submetidos a tratamento não operatório de 
lesão de órgãos sólidos e os fatores associados a óbito

	 INTRODUCTION

Trauma is the leading cause of death in the first four 

decades of life. It is responsible for high morbidity and 

mortality and has a greater social and economic impact 

than cardiovascular disease and cancer combined1,2.

In the context of polytrauma patients, 

abdominal trauma is one of the most prevalent and 

can cause lesions in hollow or solid viscera, such as the 

liver, spleen, kidney, and pancreas3. The nonoperative 

management (NOM) of abdominal solid organ lesions 

(SOL) in patients with hemodynamic stability has become 

the method of choice in the last decade, whether for 

blunt or penetrating trauma2,4. 

Trauma scores are indicators that aim to predict 

mortality of trauma patients. The ISS (Injury Severity 

Scores) evaluates the severity of the anatomical injuries, 

the trauma being considered if it is greater than 155. The 

RTS (Revised Trauma Score) evaluates the physiological 

components related to trauma and predicts the risk of 

death6. The TRISS (Trauma and Injury Severity Scores), on 

its turn, determines the probability of surviving, using ISS 

and RTS data, as well as the type of trauma (blunt or 

penetrating) and the patient’s age7.
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Introduction: Trauma primarily affects the economically active population, causing social and economic impact. The non-operative 

management of solid organ injuries aims to preserve organ function, reducing the morbidity and mortality associated with surgical 

interventions. The aim of study was to demonstrate the epidemiological profile of patients undergoing non-operative management in 

a trauma hospital and to evaluate factors associated with mortality in these patients. Methods: This is a historical cohort of patients 

undergoing non-operative management for solid organ injuries at a Brazilian trauma reference hospital between 2018 and 2022. 

Included were patients with blunt and penetrating trauma, analyzing epidemiological characteristics, blood transfusion, and association 

with the need for surgical intervention. Results: A total of 365 patients were included in the study. Three hundred and forty-three 

patients were discharged (93.97%), and the success rate of non-operative treatment was 84.6%. There was an association between 

mortality and the following associated injuries: hemothorax, sternal fracture, aortic dissection, and traumatic brain injury. There was an 

association between the need for transfusion and surgical intervention. Thirty-eight patients required some form of surgical intervention. 

Conclusion: The profile of patients undergoing non-operative treatment consists of young men who are victims of blunt trauma. Non-

operative treatment is safe and has a high success rate.
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Currently, the indication of NOM is more 

related to the patient’s stability and absence of signs 

of peritonitis than to the American Association for the 

Surgery of Trauma (AAST) classification for the abdominal 

lesions8-11. Even polytrauma patients with associated 

injuries (extremity fractures, thoracic injuries, traumatic 

brain injury) may be candidates to NOM12-14. However, 

the presence of lesions in unidentified hollow viscera can 

lead to longer hospital stays and increased mortality3,15.

The objective of this study is to describe the 

epidemiological profile of patients undergoing NOM 

in a trauma hospital, as well as to evaluate the factors 

associated with death in these patients. 

	 METHODS

This is a historical cohort, through the 

retrospective analysis of the electronic medical records 

of patients undergoing NOM of SOL at the Worker’s 

Hospital, a trauma referral hospital in Curitiba, State of 

Paraná (PR), Brazil, between 2018 and 2022. 

The study was approved by the Ethics 

Committee of the institution under CAAE number 

24051019.1.0000.5225

We included patients with blunt or penetrating 

trauma and solid organ injury. Patients who underwent 

surgical treatment less than six hours after hospital 

admission were excluded.

All included patients underwent contrast-

enhanced computed tomography at hospital admission 

for diagnosis of SOL and classification according to the 

AAST. The presence of lesions in the liver, spleen, right 

and/or left kidney, and pancreas was then assessed. We 

also evaluated the number of solid organs affected, as 

well as the presence of other associated lesions. Follow-

up tests performed were not evaluated, since they 

were not routinely performed, being indicated by the 

attending team individually, according to the patient’s 

clinical evolution.

We analyzed sex, age, mechanism of trauma 

(blunt or penetrating), need or not for blood transfusion 

upon hospital admission, length of hospital and ICU 

(Intensive Care Unit) stays, need for surgical approach, 

and outcome (discharge or death). We also calculated 

the trauma indices RTS, ISS, and TRISS. 

Patients with organ lesions who remained on 

NOM alone were independently evaluated, as well as 

patients who underwent surgical treatment. After this 

division, the outcome (discharge or death) was assessed, 

with further computing of the NOM’s success rate, i.e., 

those patients who did not require a surgical approach 

and were discharged from the hospital. Based on this, 

we carried out a comparative analysis of these groups in 

relation to the variables mentioned above.

We evaluated surgeries performed on patients 

who failed NOM. We also analyzed whether the presence 

of hollow viscera lesions, the need for peritoneostomy, 

and ICU admission were associated with death. Moreover, 

we assessed the time to start chemical prophylaxis of 

venous thromboembolism and the relationship with the 

time to indicate surgical treatment.

For the statistical analysis, we initially performed 

a descriptive analysis of the data with estimation of the 

mean, median, standard deviation, and interquartile 

range of the quantitative variables, and simple (n) and 

relative (%) frequencies of the qualitative ones. We 

verified the association between the variables with the 

chi-square test. We tested the differences between 

groups with the Mann-Whitney and Kruskal-Wallis tests, 

should the variables not display a normal distribution, 

according to the Shapiro-Wilk test. The significance level 

used was 5% and all analyses were performed with the 

R 4.0.4 software16. 

	 RESULTS

We included 365 patients in the study, of 

whom 292 (80%) had lesions in only one organ, and 73 

(20%) had lesions in two or more organs. The lesions 

and their incidence according to the AAST classification 

are described in Table 1. The associated lesions identified 

are described in Table 2. 

Among the included patients, 289 were male 

(79.2%) and 76 were female (20.8%), with a mean 

age of 32.4 ± 14.5 years (Table 3); 343 patients were 

discharged (93.9%), while 22 died (6.1%). Among 

the individuals who died, 15 (68.1%) did from causes 

unrelated to SOL, while in seven (31.9%) the cause was 

related to the abdominal trauma. NOM was exclusively 

applied to 227 patients (89.5%), while 38 (10.5%) 
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trauma scores for patients undergoing NOM, we found 

a statistical significance for the three scores analyzed 

when comparing patients who were discharged from 

those who died: RTS 7.57 vs. 5.85 (p=0.007); ISS 15,97 

vs. 22.46 (p<0.0001); TRISS 76.20 vs. 52.76 (p=0.03). 

There was no difference in blood product transfusion, 

which was required in 84.6% of the patients who were 

discharged and in 66.7% of those who died (p=0.65). 

On the other hand, there was an association between 

the need for ICU and the outcome, and for the group 

that was discharged, 109 patients (34.9%) were 

referred to the ICU and 14 (93.3%) for the patients in 

the subgroup who died (p<0.0001). The groups were 

similar for length of stay in the ward and in the ICU: 7.5 

± 5.3 vs. 9.9 ± 9.5 (p=0.3974); 7.9 ± 8.1 vs. 11 ± 1.6 

(p=0.4126). There was an association between mortality 

and hemopneumothorax (p=0.015), sternum fracture 

(p<0.001), aortic dissection (p=0.015), and traumatic 

brain injury (TBI) (p=0.004) (Table 4).	

There were 38 interventions after NOM failure 

(Table 5), four (10.5%) endovascular embolizations 

and 34 (89.5%) surgeries. Among the 34 patients who 

underwent surgery, six had a hollow viscus lesion, this 

being associated with death (p=0.012). There was 

also an association between death and the need for 

peritoneostomy (p<0.001) and ICU admission (p<0.001). 

The mean time for surgical approach was 4.9 ± 4.53 

days for patients who were discharged and 1.86 ± 0.69 

days for patients who died (p=0.1235).

required some type of approach. The success rate of 

nonoperative treatment was 85.47%. Blunt trauma 

was the mechanism in 345 (94.52%) patients, while 20 

(5.48%) were victims of penetrating injuries. All victims 

of penetrating trauma were discharged, while the 22 

patients who died were victims of blunt trauma. Mean 

RTS was 7.49, mean ISS, 16.33, and mean TRISS, 74.88 

(Table 3). Patients remained hospitalized for an average 

of 8.4 ± 7.0 days, and 216 (59.2%) remained hospitalized 

only in the ward. ICU admission was required for 149 

patients (40.8%), with a mean duration of 8.55 ± 9.0 

days. Transfusion of blood products was necessary in 

66 patients (18.1%). There was no statistical difference 

between the presence of lesions in two or more organs 

and mortality (p=0.088). However, for patients with two 

or more injured organs, there was a greater need of 

transfusion of blood products (p=0.002).

Among the patients who underwent NOM 

only (Table 3), 312 patients (95.4%) were discharged, 

while 15 patients (4.6%) died. There was no statistical 

difference between sex and NOM patients who were 

discharged or died (p=0.63). The mean age among 

the patients who were discharged and those who died 

was similar (31.6 ± 13.5 years vs. 42.3 ± 23.9 years, 

p=0.18). Among the patients who were discharged, 

296 patients (94.9%) were victims of blunt trauma and 

16 (5.1%) of penetrating trauma, while among the 

patients who died, all were victims of blunt trauma, 

with no statistical significance (p=1.0). Regarding the 

Table 1 - Frequency of lesions according to the AAST classification.

Grade I Grade II Grade III Grade IV Grade V Grade VI n
Affected organs
   1 - - - - - - 292 (80%)
   2 or more - - - - - - 73 (20%)

Liver Injury 14 (8,6%) 52 (32,1%) 67 (41,4%) 27 (16,7%) 2 (1,2%) 0 162 (100%)

Splenic Injury 16 (10,1%) 75 (47,5%) 50 (31,7%) 17 (10,7%) 0 - 158 (100%)
Kidney Injury - Right 11 (16,2%) 33 (48,5%) 11 (16,2%) 13 (19,1%) 0 - 68 (100%)
Kidney Injury - Left 4 (8,5%) 18 (38,3%) 19 (40,4%) 6 (12,8%) 0 - 47 (100%)
Pancreatic injury 1 (11,1%) 8 (88,9%) 0 0 - - 9 (100%)
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Table 4 - Associated lesions in patients undergoing NOM who were discharged or died. 

Associated injury NOM-Discharge NOM-Death p-value*
Hemothorax or pneumothorax
   No 210 (67,3%) 5 (33,4%)

0,015
   Yes 102 (32,7%) 10 (66,7%)
Fracture of costal arches
   No 201 (64,4%) 8 (53,4%)

0,549
   Yes 111 (35,6%) 7 (46,6%)
Sternum fracture
   No 307 (98,4%) 12 (80%)

<0,001
   Yes 5 (1,6%) 3 (20%)
Pulmonary contusion
   No 259 (83,1%) 11 (73,3%)

0,537
   Yes 53 (16,9%) 4 (26,7%)

Table 2 - Frequency of associated injuries.

Associated injuries n
Fracture of extremities 140 (38,3%)
Fracture of costal arches 130 (35,6%)
Traumatic brain injury 129 (35,3%)
Hemothorax and/or pneumothorax 127 (34,8%)
Pulmonary contusion 62 (17%)
Spine fracture 57 (15,6%)
Sternum fracture 8 (2,1%)
Aortic dissection 7 (1,9%)
Placental abruption 1 (0,3%)
Absence of associated lesions 86 (23,6%)

Table 3 - Patients undergoing NOM and the outcomes discharge and death.

  General NOM NOM-Discharge NOM-Death p-value*
Sample 365 327 312 (95,4%) 15 (4,6%)
Sex
   Male 289 (79,2%) 256 (78,3%) 245 (78,6%) 11 (73,3%)

0,63
   Female 76 (20,8%) 71 (21,8%) 67 (21,4%) 4 (26,7%)

Mean Age 32,4 ± 14,5 32,1 ± 14,3 31,6 ± 13,5 42,3 ± 23,9 0,18
Mechanism of Trauma
   Penetrating 20 (5,5%) 16 (4,9%) 16 (5,1%) 0

1,0
   Blunt 345 (94,5%) 311 (95,1%) 296 (94,9%) 15 (100%)
Trauma scores (mean)
   RTS 7,49 7,49 7,57 5,85 0,007
   ISS 16,33 16,26 15,97 22,46 <0,0001
   TRISS 74,88 75,12 76,20 52,76 0,03
Transfusion of blood products
   Yes 66 (18,1%) 53 (16,2) 48 (15,4%) 5 (33,3%)

0,6539
   No 299 (81,9%) 274 (83,8% 264 (84,6%) 10 (66,7%)
Need for ICU
   Yes 149 (40,8%) 123 (37,6%) 109 (34,9%) 14 (93,3%)

<0,0001
   No 216 (59,2%) 204 (62,4%) 203 (65,1%) 1 (6,7%)
Average length of hospital stay 8,4 ± 7,0 7,6 ± 5,6 7,5 ± 5,3 9,9 ± 9,5 0,3974
Average length of ICU stay 8,5 ± 9,0 8,3 ± 8,6 7,9 ± 8,1 11 ± 1,6 0,4126
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Associated injury NOM-Discharge NOM-Death p-value*
Limbs fracture
   No 191 (61,2%) 8 (53,4%)

0,733
   Yes 121 (38,8%) 7 (46,6%)
Spine fracture
   No 261 (83,6%) 12 (80%)

0,986
   Yes 51 (16,4%) 3 (20%)
Aortic dissection
   No 308 (98,7%) 13 (88,7%)

0,015
   Yes 4 (1,3%) 2 (13,3%)
Traumatic brain injury
   No 206 (66,1%) 4 (26,7%)

0,004
   Yes 106 (33,9%) 11 (73,3%)

Table 5 - Patients undergoing surgical treatment and outcome.

Discharge Death p-value*
Mean age (Standard deviation) 31,6 ± 13,5 44,5 ± 22,5 0,008
Approach
   Surgical 27 7

0,001
   Embolization 4 0
Hollow viscera lesion
   No 25 3

0,012
   Yes 2 4
Need for peritoneostomy after surgical approach
   No 24 1

<0,001
   Yes 3 6
Mean time to surgical approach (SD) 4,9 ± 4,53 1,86 ± 0,69 0,61

	 DISCUSSION

Nonoperative management is currently the 

option of choice for solid organ injuries, whether blunt 

or penetrating, with a success rate between 78% and 

98%17. A systematic review showed that hospitals with a 

higher volume of nonoperative treatment are considered 

an independent factor for greater NOM success 

(OR=2.15) and shorter hospital stay. The indication of 

NOM is directly linked to the patient’s hemodynamic 

stability and the availability of a trauma surgeon with 

experience in NOM than to the classification of the 

organ lesion according to the AAST18.

Computed tomography is essential for 

NOM planning and appropriate indication, with good 

sensitivity even for penetrating lesions on the dorsum or 

in the thoraco-abdominal transition and may also make 

use of rectal and/or oral contrast in selected cases19,20. 

Although the recent implementations of hybrid rooms 

have shown an improvement in the care of polytrauma 

patients21, this is not the reality of most trauma services 

in Brazil. We believe that it is possible to perform NOM 

in almost all trauma centers in the country, due to the 

evolution of CT scanners and the ability of trauma 

surgeons to interpret exams, even for patients with TBI 

or other associated injuries22.

Patients undergoing NOM in the present 

study had a mean ISS of 16.26, showing that even in 

severe cases with high-grade lesions, treatment may be 

indicated, although these are associated with greater 

NOM failure. Most patients were admitted with RTS 

greater than 7, suggesting a high probability survival, 

between 98.8% and 96.9%6. Considering that in most 

abdominal injuries there is no change in the level of 

consciousness at hospital admission, the RTS value of 

this group of patients may be overestimated. When 
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we analyzed the patients who underwent NOM and 

died, we found the lowest mean RTS (mean of 5.85), 

which was shown to be a predictor of NOM failure and 

death. The mean TRISS of the sample was 75.12, but 

when we evaluated only the patients who died, it was 

52.76, reinforcing the good structure of care for trauma 

patients24. Trauma scores have limitations, but the 

identification of the largest number of factors that can 

lead to NOM failure is essential to improve its outcomes. 

In the present study, there was no significant 

difference in relation to age and patients who were 

discharged or died. Despite the lower incidence of 

NOM in the elderly, with the highest life expectancy 

in the population, trauma in the elderly has become 

increasingly frequent and challenging. The presence of 

comorbidities or the use of medications may be related 

to higher in-hospital mortality after trauma25,26.

Associated injuries can lead to NOM failure, as 

well as increase in the length of hospital stay and the 

need for ICU12. In the present series, extremity fractures 

were the most prevalent associated injuries (38.3%). 

There was an association between the outcomes and 

hemothorax and/or pneumothorax, sternum fracture, 

aortic dissection, and TBI. These lesions identify high-

energy traumas, which can be a hampering factor for 

the good evolution of NOM. One of the fears of applying 

NOM is the suspicion of hollow viscera lesions, because 

the late diagnosis of such injuries can cause diffuse 

peritonitis, sepsis, and organ dysfunctions15,27. This fact 

was demonstrated in this study through the association 

between the presence of hollow viscera lesions and 

death. Despite the risk of associated lesions causing 

NOM failure, there was no statistical significance for the 

outcome when comparing the presence of injury in only 

one organ or in two or more organs in NOM patients. 

However, the presence of two or more affected organs 

showed a greater need for blood transfusion. There was 

an association between the need for blood transfusion 

and the surgical approach. Several studies indicate that 

the need for blood products increases the risk of NOM 

failure4,20,28, but there was no such association in the 

present study.

With the passage of time and the experience 

of surgeons, NOM has shown positive results when well 

indicated for patients who are victims of penetrating 

trauma20. A retrospective study with 501 patients 

evaluated the cost of treating isolated abdominal 

penetrating lesions, showing a mean cost of £410 

(pounds sterling) for NOM, £780 for non-therapeutic 

exploratory laparotomy, and £870 for diagnostic 

laparoscopy29. In the present study, all patients with 

penetrating lesions were discharged, confirming good 

results when well indicated, in addition to bringing lower 

cost to the service when compared to non-therapeutic 

surgeries.

The spleen is the main organ injured in blunt 

trauma22. However, in the present study, it had the 

second highest incidence. NOM was initiated with 

the intention of avoiding splenectomy in children and 

preserving the organ’s immune function30. Over time, 

this approach was extended to all ages. Isolated lesions 

of the spleen have a good response to NOM, with up to 

96.8% success rate27,29. However, the higher the injury’s 

degree, the greater the risk of failure, which can reach 

up to 75% for grade 5 lesions13,23. Larger splenic lesions 

(grade III or IV) may be conducted by NOM, but attention 

should be paid to the risk of late bleeding, as well as the 

need for endovascular embolization32. 

The main factors related to NOM failure in 

splenic lesions are ISS greater than 15, age greater than 

55 years, associated liver injury, contrast extravasation 

in the arterial phase, and need for four or more packed 

red blood13,22. In the present study, splenectomy was 

necessary in 12 cases, but all of them were discharged, 

suggesting that the early identification of NOM failure 

had no impact on outcome.

Another concern related to NOM in patients 

with larger splenic lesions is the risk of delayed bleeding. 

Late rupture occurs on average 48 to 72 hours after 

trauma, especially in the presence of pseudoaneurysms 

or subcapsular hematoma33. A retrospective analysis 

of 6,857 patients identified late rupture in 32 (0.4%) 

who had normal CT scans on admission. However, after 

specialists reviewed the images, 71% of these CT scans 

were considered of poor quality, preventing the correct 

diagnosis at admission34. Fractures of the lower costal 

arches and injury to other solid organs were present in 

40% of the patients with late rupture35.

With the advancement of endovascular 

techniques, embolization has become an alternative to 
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control bleeding. However, a retrospective study with 

37,000 splenic embolizations showed a higher incidence 

of infection after one year in patients undergoing 

embolization when compared with patients undergoing 

NOM or even splenectomy36. While the Western Trauma 

Association suggests embolization in the presence of 

tomographic blush37, the Eastern Association for the 

Surgery of Trauma (EAST) advises that the patient’s 

clinical condition should be evaluated, suggesting that 

control tests be performed within 72 hours to assess the 

real need for embolization38.

The success rate of NOM for liver injuries 

ranges from 74% to 94%, and the risk of failure 

increases with higher ISS, greater degree of injury, or 

lower RTS1. There is a higher mortality rate in patients 

undergoing surgical treatment compared to NOM for 

severe hepatic trauma2. In a retrospective Brazilian 

study, the failure rate for hepatic NOM was 11.36%, 

associated with patients with high ISS or multiple blunt 

traumas. In the same study, the main cause of death 

was related to TBI and not to complications of hepatic 

trauma15.

Hepatic complications of NOM, such as biliary 

fistulas or perihepatic collections, can be treated by 

interventional radiology or laparoscopy1, the most 

common one being perihepatic collection (3.1%), 

followed by biliary fistula (1.5%)39. In the present 

study, laparoscopy for drainage of biliary collection was 

performed in five patients, with therapeutic success 

after their hospital discharge. Due to the severity of 

the liver injury, five cases required hepatic packing and 

peritoneostomy, and of these, three died, reinforcing 

the literature that shows the morbidity and mortality 

involved in patients treated surgically in severe liver 

trauma2. Complications such as pseudoaneurysm, 

arteriovenous fistula, and abdominal compartment 

syndrome have an incidence of less than 1%39, though 

the only hepatic embolization performed in the present 

study was in a patient with penetrating hepatic trauma 

with pseudoaneurysm of a branch of the left hepatic 

artery. 

Pancreatic trauma has a high mortality rate, 

but with a relatively low incidence (0.4%-2%) and an 

associated duodenal injury should be suspected due to 

anatomical proximity40,41. When pancreatic duct lesions 

are suspected, magnetic resonance imaging can confirm 

the diagnosis, and is essential for the correct indication 

of a surgical approach, evaluating the topography of the 

lesion (head or body and tail)41. In our series, none of the 

patients had duct or hollow viscera lesions associated 

with pancreatic trauma, but two individuals required 

peri-pancreatic drainage due to suspicion of infected 

collection.

Renal injury may be present in 1% to 5% of 

traumas, and NOM is the treatment of choice to preserve 

kidney function and reduce the morbidity involved in 

nephrectomy, especially in the long term42. NOM is safe 

even for penetrating kidney injuries. Only two patients 

with penetrating kidney injury required selective 

embolization of the renal artery, one performed on the 

third and the other on the tenth day of hospitalization, 

both due to pseudoaneurysm. If the patient undergoes 

exploratory laparotomy for other reasons, it is still 

possible to perform renal NOM without exploration 

of the retroperitoneum, because the opening of the 

Gerota’s fascia can uncover the hematoma, leading to a 

higher risk of nephrectomy43.

Some questions are often raised among 

surgeons during the management of NOM. Is there a 

need for repeated imaging? When is the ideal time to 

start chemical prophylaxis for venous thromboembolism? 

How long is a hospital stay required for safe hospital 

discharge?

The need for follow-up imaging tests can be 

done routinely or directed according to the patient’s 

clinical evolution. In this study, we did not analyze the 

control tests performed, but the routine of the service 

is that only patients with clinical worsening or persistent 

drop in hemoglobin levels should be submitted to 

control tests. A retrospective study with 365 patients 

with liver injury found that 59% of patients underwent 

control tomography only in the presence of clinical 

alterations and identified no statistical difference for late 

complications or the need for intervention44. However, 

some studies suggest its need after 72 hours for cases 

of grade IV or V liver lesions45. For renal lesions, imaging 

is indicated between 48 and 72 hours for patients with 

alterations in the clinical picture or for those with lesions 

of the collecting system on admission tomography42. On 

the other hand, for splenic lesions, some authors suggest 
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routinely performing follow-up examinations, abdominal 

ultrasound, or contrast-enhanced tomography for high-

grade lesions (grades III or IV)45,46, given the higher risk 

of late bleeding, especially due to underdiagnosed 

subcapsular hematoma33. 

Teichman et al.47 compared absolute rest and 

early ambulation to hematimetric stability in patients with 

splenic or hepatic trauma. There was a decrease in the 

length of hospital stay in patients with early ambulation, 

with no increase in the rate of NOM failure. This is also the 

recommendation of the Consensus of the World Society 

of Emergency Surgery, where patients with minor lesions 

are encouraged to ambulate early from admission, while 

individuals with larger lesions are released for ambulation 

according to the absence of a drop greater than 10% in 

hemoglobin on the first day30.

Early ambulation also decreases the risk of 

venous thromboembolism (VTE), which can be present in 

up to 4.5% of patients undergoing NOM48. A systematic 

review of 4,642 patients observed a higher risk of NOM 

failure with the early introduction of chemical prophylaxis, 

but without increasing the need for blood transfusion49. 

However, another study, with 36,000 patients, evaluated 

the introduction of chemical prophylaxis for VTE within 

48 hours of trauma and observed a lower rate of VTE, 

with no difference in the need for blood transfusion, 

incidence of NOM failure, or mortality50. Complications 

such as deep vein thrombosis (DVT) are lower in groups 

with early introduction of chemical prophylaxis for VTE 

(up to 48 hours after trauma), but with no repercussion 

on mortality49. In the present study, only one patient with 

NOM failure had chemical prophylaxis started before the 

surgical approach. However, in this case NOM failure was 

related to a hollow viscus injury and not to bleeding.

A randomized study28 evaluated the ideal 

time for hospital discharge in patients undergoing 

NOM, comparing discharge on the third or fifth days of 

hospitalization. These patients were victims of hepatic or 

splenic injury, with a mean ISS of 16, and were followed 

up for 30 days after discharge. It observed that the period 

of greatest risk for failure was in the first 72 hours after 

trauma, and discharge on the third day was safe. Other 

authors suggest that the five-day period would be ideal for 

managing splenic lesions due to the risk of late rupture31. 

In our study, the mean length of hospital stay was 8.3 

± 8.6 days and was mainly related to the presence of 

associated lesions and not to the management of the SOL 

itself. 

 

	 CONCLUSION

The profile of patients undergoing NOM are 

young men victims of blunt force trauma. The factors 

associated with death in patients undergoing NOM 

were hemopneumothorax, sternum fracture, traumatic 

brain injury, aortic dissection, severe trauma according 

to the RTS, ISS, and TRISS scores, and the need for ICU 

admission.

Introdução: O trauma atinge principalmente a população economicamente ativa, causando impacto social e econômico.  O tratamento 
não operatório das lesões de órgãos sólidos tem como objetivo preservar a função do órgão, diminuindo a morbimortalidade envolvida 
nos tratamentos cirúrgicos. O objetivo do estudo foi demonstrar o perfil epidemiológico dos pacientes submetidos ao tratamento 
não operatório em um hospital de trauma, bem como avaliar o fatores associados ao óbito nesses pacientes. Métodos: Trata-se de 
uma coorte histórica de pacientes submetidos à tratamento não operatório de lesão de órgãos sólidos, em um hospital referência de 
trauma brasileiro, entre 2018 e 2022. Foram incluídos pacientes vítimas de trauma contuso e penetrante, analisando as características 
epidemiológicas, hemotransfusão e associação ou não com necessidade de abordagem cirúrgica. Resultados: Foram incluídos 365 
pacientes no estudo. Trezentos e quarenta e três pacientes receberam alta (93,97%) e a taxa de sucesso no tratamento não operatório 
foi de de 84,6%. Houve associação entre o desfecho óbito e as seguintes lesões associadas: hemopneumotorax, fratura de esterno, 
dissecção de aorta e traumatismo crânio encefálico. Houve associação entre necessidade de transfusão e abordagem cirúrgica. Trinta 
e oito pacientes necessitaram de alguma abordagem cirúrgica. Conclusão: O perfil dos pacientes submetidos a TNO são homens 
jovens, vítimas de trauma contuso. O tratamento não operatório é seguro e apresenta alta taxa de sucesso.

Palavras-chave: Tratamento Conservador. Traumatismos Abdominais. Ferimentos e Lesões. Centros de Traumatologia.
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