
Clinical Practice Guideline (CPG) 
Blunt Cerebrovascular Injury (BCVI) Diagnosis and Management  

Consult vascular / neuro IR 
Consider angio vs interval repeat CTA 

Consider empiric heparin or antiplatelet treatment 

CTA (~3mo outpatient) 

Discontinue  
Antithrombotics 

Antiplatelet Therapy:          
[ASA (81mg daily)] 

Injury Healed? 

Equivocal finding or  
high clinical suspicion 

Repeat CTA in 7-10 days 

Grade I  

Positive - consult vascular/neuro IR 

Consider endovascular stenting 
for severe luminal narrowing or 
expanding pseudoaneurysm 
 

Antiplatelet regimen for 3–6mo 

No 

Yes 

Original Date: 1/2016 

Latest Approval:  01/13/2026 

Trauma patient presents with signs or symptoms of BCVI  
• Focal neuro deficit (TIA, hemiparesis, vertebrobasilar symptoms,       
          Horner’s Syndrome)  
• Arterial hemorrhage (nose, mouth, neck)  
• Cervical bruit in pts <50 yo 
• Expanding neck hematoma                                               
• Neurologic deficit inconsistent with Head CT         
• CVA on follow-up CT or MRI (not present on initial) 
 
 
 
 
 
 
 
 

       Has a high risk factor for BCVI with high-energy mechanism: 
• LeForte II & III fx   
• Mandible fx 
• Upper rib fx 
• Cervical vertebral body or transverse foramen fx, subluxation, or liga-

mentous injury at any level* 
• Complex skull/occipital condyle fx 
• Basilar skull fx w/carotid canal involvement    
• TBI w/ GCS <6 or  TBI w/ thoracic injuries 
• Near hanging with anoxic brain injury 
• Clothesline type injury or seat belt abrasion with  significant swelling, 

pain, or altered MS  
• Scalp degloving 
• Thoracic vascular injuries 
• Blunt cardiac rupture 

Grade V injury 

Endovascular Treatment 

Negative 
Manage Injuries 

as Indicated 

Manage  
Injuries as 
Indicated 

OR 

Physician clinical 
judgement supersedes 
this guideline *Excluding isolated 

transverse process or 
spinous process fx 

(+) 

(-) 

(+) 

(-) 
Obtain CTA neck/head after resuscitation 

Grade IV 

Operative Repair  
(if appropriate)  

Surgically Accessible? 
(without completed stroke) 

No 

YES 

Blunt Carotid and Vertebral Arterial 
Injury Grading Scale 

Injury 
Grade  Description 

I Luminal irregularity or dissection with 
<25T luminal narrowing 

II 
Dissection or intramural hematoma 
with >25% luminal narrowing, intralu-
minal thrombus, or raised intimal flap 

III Pseudoaneurysm 

IV Occlusion 

V Transection with free extravasation 
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Grade II-III 

Likely continuation of antiplatelet  
regimen for life 

CTA vs Carotid Duplex  
(~3mo outpatient) 

Antiplatelet Therapy:  
ASA (81-325 mg daily)  

OR  
Plavix (75mg daily) 

 

OR Antithrombotic Therapy:  
> WITH concurrent injuries (NO bolus) 

Heparin [HA goal 0.3-0.5]  
> Without concurrent injuries (NO bolus) 

Heparin [HA goal 0.3-0.7] 

Antiplatelet Therapy:  
ASA (81-325 mg daily)  

OR  
Plavix (75mg daily) 

 

OR Antithrombotic Therapy:  
> WITH concurrent injuries (NO bolus) 

Heparin [HA goal 0.3-0.5]  
> Without concurrent injuries (NO bolus) 

Heparin [HA goal 0.3-0.7] 
 

Consideration of endovascular     
treatment at discretion of vascular / IR 


