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Objectives

• Discuss a complex poly-trauma case 

• Triage management of injuries in a complex poly-trauma patient with 

multiple life-threatening injuries

• Discuss initial management of unstable pelvic fractures

• Diagnosis

• Initial stabilization

• Hemorrhage control



Patient Presentation

• EMS report

• 40M who presents after peds v auto, normotensive but minimally 

responsive, low respiratory drive 

• GCS 1/2/5

• EMS unable to obtain IV access, Respiratory support w/ BVM initiated

• EDRU findings: (19:34)

• Pale, cool to touch, minimally responsive

• Trauma techs unable to obtain IV access

• Weak distal signals, non-palpable PT/DP bilaterally

• Had doppler signals BL

• GCS 1/2/5, SMAE



EDRU course

• Left femoral cordis and arterial line placed

• Large-bore IV access bilateral AC fossa

• Repeat BP with mild hypotension (80s systolic)

• Given 1u whole blood with response to 100s

• 250 cc bolus of 3% HTS for presumed head trauma

• Intubated for low GCS (1/2/5) and poor 
respiratory effort

• FAST negative

• Large posterior scalp laceration, scattered 
lacerations/abrasions, unstable pelvis, no blood 
at urethral meatus or on DRE. 

• CXR/PXR obtained: Pelvic Binder placed



EDRU course

• Becomes hypotensive again to 80s

• Given 2nd unit WB and responds well

• Now what?...



Trauma Alert, Metallica

• Becomes hypotensive again to 80s

• Given 2nd unit WB and responds well

• Now what?...

• CT scanner

• Operating room

• Tube thoracostomy

• Angioembolization

• C-clamp

• External fixation

• REBOA

• Place in cube



Trauma Alert, Metallica

• Taken to CT scanner

• Large L PTX identified on scout film of 
chest

• Taken back to trauma bay for left tube 

thoracostomy

• Required further blood transfusions, MTP 

was activated

• 3U whole blood, 2U FFP, 4u vasopressin, and TXA

• Taken to OR emergently





Hospital course: HD 0

• Pre-peritoneal pelvic packing performed (PPP) (~2100)

• Foley balloon identified in preperitoneal space

• Urology consulted

• Requested CT cystogram

• Hemodynamics stabilized after PPP; laparotomy deferred

• Continued difficulty with DP/PT pulses, signals present

• Taken from OR directly to CT scanner on way to ICU (~2230)









Trauma Alert, Metallica

 R ICA irregularity concerning for traumatic 

dissection

 Descending aortic inj, just distal to arch

 L HPTX

 Trace R HPTX

 L 4-9, R 6-8 rib fxs

 T2 vertebtal body (with retropulsion) 

 T8 vertebral body fx

 Posterior scalp lac

 Extraperitoneal bladder injury

 Urethral injury

 Left de-vascularized kidney (grade 5)

 Right grade 3 kidney inj

 G3 splenic inj

 Low-grade hepatic inj

 Transverse process fx: L3-5

 Left sacral fxs

 Left acetabular fxs

 Open book pelvic fx

 Left fibular fracture

 Right fifth metatarsal fracture





Hospital course: HD 0-1

• Return to the OR with Urology/Trauma

• Cystoscopy (urethral and bladder neck disruption)

• suprapubic tube (SPT) placement

• Normotensive post-op, still no DP/PT pulses, weak signals present 

(~0300)

• CTA of BLE w/ runoff

• Delays in viewing and formal read

• Lost LLE signals ~0500, 

• Providers not notified until 0600,

• Discovered when trauma team got out of OR/ pre-rounding day team

• Taken emergently to OR by vascular for ALI and thoracic aortic 

injury(0800)



Hospital course: HD 1

• Taken emergently to OR by vascular for ALI and aortic injury (0800)

• TEVAR

• Fem-pop-tib artery embolectomies

• 4-compartment fasciotomy

• Taken back to OR by Trauma/Urology (1500)

• Removal of peritoneal packing

• Bladder/ureteral repair and formalization of SPT with Foley placement 
(Urology)

• Left nephrectomy

• Left open for planned second look

• 2/2 medical oozing from pelvis/L nephrectomy bed which were packed

• Persistent but improving lactic acidosis 

• Retuned to ICU for continued resuscitation



Hospital course: HD 2-5

• Declining mental status, rCTH c/f worsening cerebral edema

• NSGY placed external ventricular drain (EVD) (1400)

• Returned to OR for 2nd look by trauma (1600)

HD 3

• Lost pulse/signals in LLE, taken back to OR by vascular (0700)

• Pop-tib artery embolectomy

• Good return of pulses/signals

HD 5

• Taken to OR by ortho for pelvic fixation



Trauma Resuscitation
• ABC’s 

• With every change quickly reassess ABCs

• If something isn’t making sense, start over with ABCs

• Large bore IV access bilaterally

• Consider early central access (venous and arterial)

• A line for monitoring, can be exchanged for 7F sheath/REBOA

• Optimize trauma bay

• One clear TTL directing management

• Remaining in room should be relatively quiet  and minimize 
distractions

• Closed loop communication

• Simulations with multidisciplinary teams

• Pre-briefs

• Address most life-threatening injury first

• ABCs!!!!







Trauma Resuscitation

• Permissive hypotension

• Resuscitation with Blood products 

• Low titer group O whole blood preferred

• 1:1:1 or guided by clotting studies (ROTEM/TEG) if able

• 2g Ca for every 3-4u blood products 

• Minimize crystalloid administration if able

• Use in first 24hrs is associated with Increased 
mortality

• Worsened coagulopathy

• Decreased 02 delivery to peripheral tissues

• Pulmonary complications

• ARDS

• edema

• Prolonged mechanical ventilation (7%/L)

• Colloid is 3%/L

• Triage Injuries

• ABC’s, Hemorrhage control, immediate life-
threatening injuries first





Unstable pelvic fractures

• Generally caused by high energy mechanisms

• 10-15% of pelvic fractures present in shock

• Up to 32% mortality (exsanguination)

• Bone edges

• ~80% venous: presacral plexus and pre-vescical

veins

• ~20% arterial: internal iliac, internal pudendal, 

obturator artery, superior gluteal artery, and 

lateral sacral artery.

• 80% have associated thoracoabdominal 

injuries













Pelvic Splinting

• Anatomic landmark is the greater 

trochanter
• Can be difficult to identify in obesity 

• Pelvic binder
• Frequently placed incorrectly

• Improvise one if needed

• Bedsheet

• Significantly improved if addition 

on Windlass

• C-clamp

• External Fixation
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Pre-peritoneal pelvic packing (PPP)

• Supine on OR table

• Remove binder at last minute

• Prep quickly and wide with 

betadine

• Incision from pubis toward umbilicus 



Pre-peritoneal pelvic packing (PPP)

• Dissect down to anterior 

fascia 

• Incise the linea alba

• Take care not to enter 

peritoneum

• Evacuate hematoma

• Bluntly dissect bilaterally to SI 

joint

• Generally, hematoma has 

already done this

• Pack laparotomy pads tightly

• But not too tight (can cause 

ischemia)



Pre-peritoneal pelvic packing (PPP)

• Quickly close 

• Baseball stitch (fascia 

or skin)

• Staple skin

• Re-apply binder (or 

alternative fixation)

• If patient also requires 

Ex lap, try to keep 

incisions separate
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