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PELVIC FRACTURES - HAEMODYNAMIC INSTABILITY

• Stop external blood loss
• Assess long bones
• Deal with haemo /

pneumothorax first

CXR, PXR 

Diagnostic Peritoneal Aspiration 
(DPA) and/or FAST ]

Stabilise pelvis in Resusv Laparotomy

Angiography

Haemodynamics unstable / 
Big pelvic haematoma 

MANAGEMENT OF THE HAEMODYNAMICALLY UNSTABLE 
PATIENT WITH A MAJOR PELVIC FRACTURE

Aim to transfer out of 
resuscitation  room within  

45 minutes

Haemodynamics  unstable / 
Repeat FAST positive

-ve +ve

Angiography Stabilise pelvis in OT v

Laparotomy

2002: Heetveld/Harris/Schlaphoff

] Positive is DPA with >10mls of frank blood or FAST showing free fluid
vMethods of stabilising the pelvis include:

- Non-invasive rotational correction: sheet or a specially designed belt
- Invasive rotational correction: anterior external fixation using 5 mm pins
into iliac crests, connected by rods 

- Vertical shear correction: femoral pin on traction.
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CERVICAL SPINE CLEARANCE

POSSIBLE C -SPINE INJURY:
Maintain c-spine precautions

Neck Pain or tenderness?

NO

YES

GCS 15?

Distracting Injuries

YES

NO

Any Alcohol or Drugs

NO

Abnormal Neurological 
Exam

NO

Discontinue C-Spine 
Precautions

Plain X-rays; 3 views (lat, AP, odontoid)
± Swimmer’s or Obliques

± CT Scan

Abnormal Normal but 
still has pain

Review by 
Neurosurgeon

Active Flexion / 
Extension Views

and consult 
Neurosurgeon

Normal

YES

YES

YES

Unconscious or 
Decreased GCS

Plain X -rays: 3 Views 
(lat, AP, odontoid)     
± Swimmer’s or    

Obliques
± CT Scan

Maintain c-spine 
Precautions

Review by 
Neurosurgeon

NO

2002: D’Amours/Sheridan
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SUSPECTED SPINAL CORD INJURY

Suspected Cord Injury
- by mechanism of injury and 
clinical assessment +/- radiographs

- contact neurosurgeon on-call

Airway + Breathing Adequate?

Hypotensive?

YES

Detailed neurological exam and 2 o

survey

NO

Consider commencing steroid 
protocol in consultation with 

neurosurgeon

Evidence of cord compression?

YES

Complete 
cord injury

Incomplete 
cord injury

FIXATION OF 
FRACTURE WHEN 
PATIENT STABLE

URGENT 
DECOMPRESSION

NO

1. Intubate with in-line 
cervical stabilisation

2. Ventilate as required.

YES

Source of haemorrhagic
shock?
- CXR
- PXR
- FAST or DPL
- Physical examination

NO

YES

Treat appropriately

NO
Fracture fixation if 

mechanically unstable 
and other injuries permit.

2002: D’Amours
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MINOR HEAD INJURY    (GCS 13 – 15)

15 1314

Check
History and Physical 

examination

Nil

Observe
6 hours

HOME with 
head injury 
instruction 

sheet

- LOC >5 minutes
- ? depressed skull #
- lateralising signs

CT head –
(non contrast)

Possibly 
activate 

Trauma Team

2002: Sugrue /D’Amours

YES

NO

HEAD INJURY - MILD
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HEAD INJURY - SEVERE

SEVERE HEAD INJURY (GCS 12 OR LESS)

Multiple System 
Injuries

Isolated Head 
Injury

Check & Clear
A & B

C

CXR FAST
or DPL

PXR Look at
Limbs

+ve +ve +ve+ve

Consider 
Surgery

Consider
Angioembolisation
+/-External fixation

Once C 
fixed

Then “D”

CT Head and
c-spine

Splint

<20min

NOTIFY OT         
Coordinator on 
extension 84404
and Neurosurgery

CT Head (non contrast)
and c-spine with all 

reconstructions

If haemodynamically 
unstable

2002: Sugrue
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SUSPECTED URETHRAL INJURY

SUSPECTED URETHRAL INJURY

Blood at Meatus
or

High Riding Prostate

Urethrogram

YES NO

Pass Urinary Catheter
(remember let anaesthetic gel work!)

(Remember ABC before U) 2002: Sugrue
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MORIBUND PATIENT

MORIBUND PATIENT

If Advance Notice –
Get Extra Help From VMOs

Set Up: Work With Team

CIRCULATIONBREATHINGAIRWAY

Open ICC Tray
2ND ICC Ready

Check 
Drugs

Check 
Tubes

THINK Laryngeal Mask 
o r

Cricothyroidotomy
If Necessary

IV or
Cutdown

DPL or
FAST

ED Thoracotomy Tray 
Open

2002: Sugrue
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MAST SUIT REMOVAL

Trauma Patient with MAST

Initiation of the 
A B C D E

of Primary Survey
Assessment and Resuscitation

Definitive trauma management plan established

Immediate surgery necessary 
Persistent physiological instability

Expectant or conservative 
surgical management

Do not deflate MAST CNS/RESP/CVS systems 
adequate to compensate for 
expected systemic effects of 

MAST deflationTransfer to OT

CNS/RESP/CVS 
optimisation continues (do 
not delay surgery so as to 

deflate MAST unless 
surgically necessary)

CNS/RESP/CVS 
resuscitation 

objectives achieved

YES NO

Optimise 
CNS/RESP/CVS  

systems

Incrementally deflate MAST 
commencing with most 
proximal compartment.

Unresolved 
systemic effects of 
MAST deflation

2002: Flabouris



123

SE
C

TI
O

N
 4



124

SE
C

TI
O

N
 4


