Do More Than Hold Pressure: the Interventional Radiologist's Guide to Hemorrhagic Shock
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* Embolization should be considered for any hemodynamically stable patients with grade
IV/V splenic injury, or imaging/clinical evidence of ongoing hemorrhage A COIIEge Of Medicine

 Angiography/embolization should be considered for grade IlI/IV renal injuries when
surgical exploration is not warranted for other reasons. ®

 Damage control surgery is to prevent the lethal triad (coagulopathy, hypothermia, and
acidosis) by controlling sources of bleeding and stabilizing vitals, with the aim to transfer
to the ICU for replacement of blood products/coagulation factors as soon as possible.
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