Multiple blunt frauma patient,
major mechanism => Prioritized
management of airway, breathing, &
fluid resuscitation [circulation}

\Z

Blunted response to pain?
Any evidence of shock?
Major assoctated injury?

W YES

Plain A-P pelvic radiograph
{usually in conjunction w/ CXR)
Presence of major pelvic fx?

W Pos.

Majar pelvic fracture &
evidence of hemorrhagic shock,
major drop in Het or requiring blocd
transfusions in ED?

WYes

Immediate eval. for source of
hemorrhage: supraumbilical DPL for
patient in shock {compensated or
decompensated)

W Neg. DPL

Presumad source of major
hemorrhage = pelvic fx,
Is fracture amenable te 'C-Clamp’
extemal fixator?

W NO

ESTABLISH MCNITORING
Sat up for immediate A/G =>
Head CT as indicated =>
OR for head if indicated =>
pelvic arteriography + embolizaticn

W

MAST (military anti-shock trouser)
may be applied in selected patients
with recurrent/persisient hypotension
and fx. NOT amenabie to C-clamp
{short term intervention)

Following A/G, embalization:
coagulopathy? acidosis?
hypothermia?

W NO

Consider application of conventional
anterior exterial fixator for amenable
injuries. Complete dx. evaluation.
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Meed for pelvic radiographs may be
determined by physical exam.

Additional petvic views are usually
not necessary. Equivocal injuries
may be further evaluated by CT.
Continue resus per routing protocol
Careful monitoring for hemormage.

immobilize. Orthopedic consult.
Continue resus per routine protocol
CT abdomen => A/G + embeiization
for evidence of extrav on T

To the OR for exploratory
laparotorny, thoracotomy as
indicated.
Embolization + pelvic fixation post-
lap if indicated

Immediate ortho consult for appl. of
'C-Clamp’ fixator. Tx te O.R.
Notify A/G of need for pelvic

arteriography. Immediate CT head if
indicated. MOST patients will need
intubation,

\”

C-clamp applicafion => head CT (as
PRN) => rx. head (as PRN)
=» pelfic AG

Ta ICU for monitoring & corraction of
defects. Consider short-term MAST
application. Complate dx. evaluation.

COMMENTS

Mandatory pelvic fiims for blunt trauma are not warranted if
atlequate physical exam possible. Components inciude palpation
& ROM. Dx, of occasional pubic rami injuries may be delayed.

Major pelvic fractures may constst of one or more of.
@ SlJ fracture w or wfo SIJ widening

@ Displaced acetabular x.

# Unstable {anerior + posterior elements)

& Multiple rami fx.

® wide diastasis pubis

GU injuries (biadder, male urgthera) sheuld be considered,
particularty for anterior pelvic arch injuries. mardatory eval of abd.
is usuall indicated for any pelvic fracture.

Usual criteria for {+} DPL {100K) may be somewhat depending on
clinical status & time from injury. Principal sources of major
hemorrhage requiring operation include: abdominal, thoracic, or
major renal injury and require control prior to further dx./rx. of
pelvic fx. hemorrhage. Non-be. Exlap. from false (+) DPL ocours
<5%. Expanding pelvic hemafoma at ex-lap mandates damage
control approach + packing & immediate post-op embolization,

'C' clamyp is optimally applied in the OR, but may be applied in the
E.D. under appropriate circumstances. 'C’ clamp ex.fix placement
will NOT control arterial hemorrhage & A/G is stili required Head
CT (if ind.) should preceed pelvic A/G. Large pelvic fx.
hematomas and shock may produce 2° respiratory compromise.
THESE PATIENTS SHOULD GENERALLY BE INTUBATED.

In general, patients requiing more than 4-6 units RBC transfusion
within the first 4-6 hours attributabie to pelvic fx hamorrhage
should undergo A/G. HANG BLOQD EARLY!

Monitering in these patients should consist of: Adine, CVP,
interval arterial base deficit, ABG's &

ICP monitoring in selected patients.

The potential for massive pelvic vascular injury should be
considered in patients with evidence of massive hemorrhage. A
RARE patient (who will NOT survive thru A/G) should be taken
directly to the OR with this presumption.

The majority of patients will be best served by post-A/G correction
of metabaiic defects. Sub-urgent operative procedures {e.g.
OR{F fx} should be deferred.

An occasional patient may benefit from conventional {anterior)
extermal fixation to reduce/stabiliza fx. & reduce rasidual venous
& bone hemorhage.The possibility of other retroperitoneal {e.g.
renal) or major fracture site (e.g. femoral) hemerrhage must be
considered i A/G is (-). Additional selective A/G's may be
required if patient shows sx. of continued hemomhage.

MANAGEMENT ALGORITHM FOR HEMORRHAGE ASSOCIATED WITH PELVIC FRACTURES



