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Abstract
Angioembolization is effective and safe in patients with pelvic bone fractures with
arterial bleeding. However, there is still no consensus regarding the indications for
angiography after pelvic fractures. This study investigated predictors of embolization
in patients with pelvic bone fractures through a comparative analysis of patients who
had extravasation on angiography. From January 2009 to December 2021, 1431 patients
with pelvic fractures were admitted to a single trauma center. After the application
of exclusion criteria, 949 patients were enrolled in the study. We divided the patients
into two groups to identify predictors of patients with arterial bleeding: the therapeutic
embolization (TE) group (n = 149) versus the non-TE group (n = 800). Vital signs
and laboratory data were significantly worse in the TE group, except for the Glasgow
Coma Scale. When the fracture patterns were compared, the vertical shearing type
and the anteroposterior compression type were significantly more common in the TE
group. Multivariate logistic regression analysis identified five predictors of therapeutic
embolization: systolic blood pressure <90 mmHg in the emergency department (odds
ratio (OR) = 2.63; 95% credible intervals (CI) = 1.52–4.53; p = 0.001), combined
injury to the abdomen (Abbreviated Injury Scale ≥3) (OR = 3.94; 95% CI = 2.23–6.97;
p < 0.001), contrast extravasation on enhanced computed tomography (OR = 30.41;
95% CI = 16.08–57.52; p < 0.001), sacroiliac joint disruption (OR = 2.40; 95% CI =
1.35–4.28; p = 0.003), and hematoma volume >25 mL (OR = 3.79; 95% CI = 2.06–
6.98; p < 0.001). Systolic blood pressure less than 90 mmHg, contrast extravasation
on enhanced computed tomography, sacroiliac joint disruption, and pelvic hematoma
were significant predictors of embolization in pelvic fracture patients. Trauma surgeons’
clinical decision-making for patients with pelvic bone fractures should consider clinical
features and radiologic findings.
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1. Introduction

The effective treatment of patients with unstable pelvic bone
fractures is a challenge. It is important for trauma surgeons to
make decisions based on patient’s clinical features and radio-
logic information. Despite advances in many diagnostic and
therapeutic techniques for patients with pelvic bone fractures,
the mortality rate remains as high as 40% [1–4].
About 80% of deaths in these patients result from uncon-

trolled bleeding and delayed hemostasis [5]. Approximately
85% of pelvic hemorrhages are due to disruption of bone
structure and venous hemorrhage, and 10% to 15% of patients
present with arterial hemorrhage. However, in pelvic fractures,
arterial bleeding frequently causes hemodynamic instability
[2, 6–8]. These pelvic bleedings are not tamponade, and they

can lead to massive bleeding. Therefore, early recognition of
pelvic bleeding and appropriate hemostasis are important [9].
Advanced hemostatic or stabilization techniques for pelvic

fractures have recently been developed, including preperi-
toneal pelvic packing, angioembolization, resuscitative en-
dovascular balloon occlusion, pelvic binders, and external
fixation. Angioembolization is very effective and safe in pa-
tients with pelvic bone fractures with arterial bleeding [10, 11].
Many guidelines have stated that embolization is necessary for
patients with unstable pelvic bone fractures [12]. In general,
systolic blood pressure, hematocrit, heart rate, age, blood
transfusion, a blush on computed tomography (CT), a large
pelvic hematoma on CT, and the fracture pattern have been
reported as predictors of arterial bleeding in pelvic fracture
patients [9, 13–17]. Nonetheless, there is still no consensus re-
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garding the indications for angiography after pelvic fractures.
The purpose of this study was to investigate the predictors

of embolization in patients with pelvic bone fractures through
a comparative analysis of patients who had extravasation on
angiography.

2. Materials and Methods

2.1 Patients and data collection
This study retrospectively analyzed patients with blunt trau-
matic pelvic fractures who were treated at Gachon University
Gil Hospital Trauma Center from January 2009 to December
2021. During this period, 1431 patients with pelvic bone
fractures were admitted to the hospital. Among them, patients
younger than 18 years of age, patients without enhanced CT,
and patients who died at the emergency department (ED) due to
other causes (traumatic brain injury, thoracic injury, hemoperi-
toneum, etc.) were excluded. Finally, 949 patients were
enrolled in the study. Data were acquired for these patients
through Korea Trauma Data Bank (KTDB) and electronic
medical records.
Among these patients, 240 patients underwent angiography,

and 149 patients had arterial bleeding on angiography. We
divided the patients into two groups to identify predictors
of arterial bleeding. In the therapeutic embolization (TE)
group, extravasation was confirmed by angiography, and em-
bolization was performed (n = 149). In the non-TE group,
extravasation was not confirmed on angiography or the pa-
tients were stable without angiography (n = 800) (Fig. 1).
We compared demographics, fracture type, combined injury,
and radiologic findings between the two groups. The size
of hematoma in the pelvis was measured on enhanced CT,
with the diameter of the largest hematoma in the axial view
determined as the hematoma width and depth. The diameter in
the coronal view was recorded as the hematoma height. The
volume of the hematoma was measured using manual tracing
with PiViewSTAR software (version 5.0.9.2, INFINITT Co.
Ltd., Seoul, Korea). After the radiologist measured the length,
width, and height of the largest hematoma in the pelvic cavity,
the volume was automatically calculated using the volumetry
tool in the PiViewSTAR software, using the formula of an
ellipsoid (width/2 × depth/2 × height/2 × 4/3 × π).

2.2 Management protocol of patients with
pelvic bone fractures
At the regional level I trauma center where this study was con-
ducted, trauma surgeons and emergency physicians are on duty
24 hours a day, and interventional radiologists are available
around the clock. When a severe trauma patient arrives, the
trauma team is activated immediately, and the patient quickly
receives standard care, such as initial assessment, resuscitation,
and a portable X-ray examination. If a pelvic fracture is
suspected and vital signs are stable, enhanced CT may be
performed. Patients with confirmed contrast leakage on CT
are referred for angiography. In patients with unstable vital
signs, thoracotomy or laparotomy is performed immediately if
bleeding from other sites is suspected based on a focused as-
sessment with sonography in trauma. If pelvic bone bleeding is

suspected, angiography is arranged, and if a delay is expected,
preperitoneal pelvic packing (PPP) is performed (Fig. 2).

2.3 Statistical analysis
Continuous data are presented as means and standard devia-
tions or medians and interquartile ranges. Univariate analysis
was performed using the Student’s t test for continuous vari-
ables and the chi-square test for categorical variables. Logistic
stepwise regression analysis was performed to predict the need
for therapeutic embolization based on clinical variables and
radiologic findings. Statistical significance was defined as p
< 0.05. The odds ratios and 95% confidence intervals were
derived. All statistical analyses were performed using SPSS
version 20.0 (IBM Corp., Armonk, NY, USA).

3. Results

In total, 949 patients with pelvic fractures were included in
the study. Of these patients, 149 patients underwent em-
bolization with arterial bleeding confirmed on angiography,
and we defined them as comprising the TE group. The non-
TE group was defined as patients who were stable without
angiography or in whom arterial bleeding was not confirmed
on angiography. The demographics of these two groups were
compared. In the TE group, age was significantly higher, and
there was no significant difference in the sex ratio between
groups. As for the injury mechanism, falls and pedestrian
traffic accidents were common in both groups. Vital signs
upon arrival at ED were significantly worse in the TE group,
except for the Glasgow Coma Scale, and laboratory data in the
ED were also significantly worse in the TE group. The TE
group received more blood transfusions and had a higher rate
of massive transfusions. The injury severity score and 30-day
mortality were also higher in the TE group (Table 1).
When the fracture patterns were compared, the vertical

shearing type and the anteroposterior compression (APC) type
were significantly more common in the TE group. Pelvic bone
fractures of Abbreviated Injury Scale (AIS) grade 3 or higher
were more common in the TE group (Table 2). Table 3 shows
the combined injuries. When analyzing accompanying injuries
of AIS grade 3 or higher in each area, chest and abdominal
injuries were significantly more common in the TE group
(Table 3).
Comparing the radiologic findings between the two groups,

contrast extravasation (CE) around the pelvic bone fracture on
enhanced CT was significantly more common in the TE group,
and there were also more sacroiliac joint (SIJ) injuries. Sig-
nificant between-group differences were found in the width,
length, and volume of hematomas (Table 4). Receiver operat-
ing characteristic curve analysis for pelvic hematoma volume
was performed to predict arterial bleeding. At a cut-off value of
25 mL, hematoma volume predicted therapeutic embolization
(area under the curve: 0.838; sensitivity: 81.2%; specificity:
74.0%) (Fig. 3). In the TE group, 81.2% of patients had a
hematoma volume above the cut-off value (Table 4).
Multivariate logistic regression analysis identified five vari-

ables as predictors of therapeutic embolization: systolic blood
pressure <90 mmHg in the ED (odds ratio (OR) = 2.63; 95%
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FIGURE 1. Flowchart of patient inclusion. ED: emergency department; CT: computed tomography; TE: therapeutic
embolization.

FIGURE 2. An algorithm for the management of pelvic fracture during the study period.
CT: computed tomography; PPP: preperitoneal pelvic packing; HD: hemodynamics; AE: angioembolization; ICU: intensive care
unit; REBOA: resuscitative endovascular balloon occlusion of aorta; FAST: focused assessment with sonography for trauma.
*REBOA was added to the algorithm in 2016.
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TABLE 1. General characteristics of all patients with pelvic fracture.
TE group
n = 149

Non-TE group
n = 800

Total
n = 949 p value

Age 56.6 ± 19.0 53.4 ± 18.0 52.2 ± 18.2 0.001
Age ≥65, (%) 53 (35.6%) 198 (24.8%) 251 (26.4%) 0.006
Sex (male, %) 82 (55.5%) 502 (62.0%) 584 (61.5%) 0.075
Mechanism

In car TA (%) 6 (4.0%) 61 (7.6%) 67 (7.1%)

0.099
Pedestrian TA (%) 47 (31.5%) 259 (32.4%) 306 (32.2%)
Motorcycle TA (%) 5 (3.4%) 63 (7.9%) 68 (7.2%)
Fall down (%) 73 (49.0%) 336 (42.0%) 409 (43.1%)
Struck by object (%) 18 (12.1%) 81 (10.1%) 99 (10.4%)

SBP in ED 84.0 ± 29.1 108.2 ± 29.2 116.4 ± 32.2 <0.001
SBP <90 mmHg in ED 100.0 (67.1%) 198.0 (24.8%) 298.0 (31.4%) <0.001
PR in ED 101.1 ± 23.3 92.0 ± 21.0 93.4 ± 21.6 <0.001
GCS in ED 12.6 ± 3.8 13.3 ± 3.4 13.2 ± 3.5 0.054
Hb in ED 11.8 ± 2.8 12.8 ± 2.8 12.6 ± 2.4 <0.001
PH in ED 7.34 ± 0.12 7.37 ± 0.10 7.36 ± 0.10 0.004
BE in ED −4.6 ± 6.0 −3.5 ± 5.4 −3.7 ± 5.5 0.025
Lactate in ED 4.5 ± 3.2 3.3 ± 2.6 3.5±2.7 <0.001
Transfusion 135 (90.6%) 350 (43.8%) 485 (51.1%) <0.001
Transfusion pRBC <4 h 5.7 ± 7.1 1.7 ± 4.0 2.4 ± 4.8 <0.001
Transfusion pRBC <24 h 4.6 ± 7.9 1.3 ± 3.3 1.8 ± 4.5 <0.001
4 h MT (%) 74 (49.7%) 131 (16.4%) 205 (21.6%) <0.001
24 h MT (%) 20 (13.4%) 29 (3.6%) 49 (5.2%) <0.001
ISS 32.3 ± 12.5 19.5 ± 10.9 21.5 ± 12.1 <0.001
ISS >15 (%) 139 (93.3%) 490 (61.3%) 629 (66.3%) <0.001
TICU length 10.2 ± 14.9 6.5 ± 12.2 7.1 ± 12.7 0.005
LOH 37.2 ± 34.8 31.0 ± 32.2 32.0 ± 32.7 0.045
30 day mortality (%) 36 (24.2%) 70 (8.8%) 106 (11.2%) <0.001
TE: therapeutic embolization; TA: traffic accident; SBP: systolic blood pressure; ED: emergency department; PR: pulse rate;
GCS: Glasgow Coma Scale; Hb: hemoglobin; PH: hydrogen ion concentration; BE: base excess; pRBC: packed red blood cell;
MT: massive transfusion; ISS: Injury Severity Score; TICU: trauma intensive care unit; LOS: length of stay.

CI = 1.52–4.53; p = 0.001), a combined injury of the abdomen
(AIS ≥ 3) (OR = 3.94; 95% CI = 2.23–6.97; p < 0.001), CE
on enhanced CT (OR = 30.41; 95% CI = 16.08–57.52; p <

0.001), SIJ disruption (OR = 2.40; 95% CI = 1.35–4.28; p =
0.003), and hematoma volume >25 mL (OR: 3.79; 95% CI:
2.06–6.98; p < 0.001) (Table 5).

4. Discussion

Early hemostasis can improve the survival rate of unstable
pelvic fractures. Pelvic embolization is considered to be an
effective alternative to surgery for the treatment of pelvic bone
fractures. Therefore, when angiography is used as the main
treatment method for pelvic fractures, an early diagnosis of
bleeding and appropriate patient selection are important. Our
study confirmed that vital signs in the ED, the presence of an
associated abdominal injury, pelvic fracture pattern, CE on

CT, SIJ disruption, and hematoma volume were significant
predictors of TE.
Many guidelines have suggested that hemodynamic insta-

bility is an important predictor of the need for hemostasis
in patients with pelvic fractures [9, 18]. Miller et al. [19]
reported that pelvic arterial bleeding was present in 73% of
non-responders. Eastridge et al. [20] emphasized that angiog-
raphy should be performed quickly in patients with unstable
pelvic bone fractures who remain in shock. Bramos et al.
[21] suggested that patients with stable pelvic bone fractures
with risk factors of a hematocrit of 30% or less, systolic
blood pressure of 90 mmHg or less, and blush on CT should
immediately undergo emergency angiography or PPP.
In our study, vital signs and laboratory data in ED were

significantly worse in the TE group. In particular, a systolic
blood pressure of less than 90mmHgwas identified as a predic-
tor of therapeutic embolization in the multivariable regression
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TABLE 2. Pelvic and extremity AIS grades and fracture patterns.
TE group
n = 149

Non-TE group
n = 800

Total
n = 949 p value

Grade ≥3 114 (76.5%) 345 (43.1%) 459 (48.4%) <0.001
Grade 3.8 ± 1.2 2.6 ± 0.9 2.8 ± 1.0 <0.001
Y&B type

APC 21 (14.1%) 49 (6.1%) 70 (7.4%)

<0.001
LC 104 (69.8%) 568 (73.3%) 6990 (72.7%)
VS 15 (10.1%) 15 (1.9%) 30 (3.2%)
Combined 9 (6.0%) 150 (18.8%) 159 (16.8%)

AIS: Abbreviated Injury Scale; TE: therapeutic embolization; Y&B type: Young and Burgess type; APC: Anteroposterior
compression; LC: lateral compression; VS: vertical shearing.

TABLE 3. Combined injuries in pelvic fracture patients by AISa.
TE group
n = 149

Non-TE group
n = 800

Total
n = 949 p value

HN 41 (27.5%) 175 (21.9%) 219 (22.8%) 0.027
Face 3 (2.0%) 5 (6.0%) 8 (0.8%) 0.092
Chest 75 (50.3%) 328 (41.0%) 403 (42.5%) 0.008
Abdomen 83 (55.7%) 136 (17.0%) 219 (23.1%) <0.001
P&E 123 (82.6%) 436 (54.5%) 559 (58.9%) <0.001
External 2 (1.3%) 2 (0.3%) 4 (0.4%) 0.105

AIS: Abbreviated Injury Scale; TE: therapeutic; HN: head & neck; P&E: pelvis & extremity; aAIS: 2005 version.

TABLE 4. Comparison of radiologic findings between the TE and non-TE groups.
TE group
n = 149

Non-TE group
n = 800

Total
n = 949 p value

CE on CT 134 (89.9%) 106 (13.3%) 240 (25.3%) <0.001
SIJ disruption 77 (51.7%) 133 (16.6%) 210 (22.1%) <0.001
Hematoma width 5.3 ± 2.0 2.1 ± 2.3 2.6 ± 2.5 <0.001
Hematoma length 5.5 ± 2.1 2.4 ± 2.7 2.9 ± 2.9 <0.001
Hematoma volume 71.3 ± 62.5 22.6 ± 45.1 30.2 ± 51.4 <0.001
Hematoma volume
>25 mL

121 (81.2%) 207 (25.9%) 328 (34.6%) <0.001

TE: therapeutic embolization; CE: contrast extravasation; CT: computed tomography; SIJ: sacroiliac joint.

TABLE 5. Logistic regression analysis of the predictors for therapeutic embolization.
variables Multivariate analysis

Odds ratio (95% CI) p value

SBP <90 mmHg in the ED 2.63 (1.52–4.53) 0.001

Combined injury of the abdomen (AIS≥3) 3.94 (2.23–6.97) <0.001

CE on CT 30.41 (16.08–57.52) <0.001

SIJ disruption 2.40 (1.35–4.28) 0.003

Hematoma volume >25 mL 3.79 (2.06–6.98) <0.001

SBP: systolic blood pressure; ED: emergency department; AIS: Abbreviated Injury Scale; CE: contrast extravasation; CT:
computed tomography; SIJ: sacroiliac joint; CI: credible intervals.
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FIGURE 3. A receiver operating characteristic (ROC) curve of the volume of pelvic hematoma as a predictor of
therapeutic embolization. At a cut-off value of 25 mL, hematoma volume predicted therapeutic embolization. The area under
the ROC curve is 0.838. ROC: receiver operator characteristic.

analysis.
Multiple studies have been conducted on the relationship

between pelvic fracture patterns and arterial bleeding [20, 22].
The Young and Burgess classification is widely used for pelvic
ring fractures. This system classifies pelvic fractures into three
types, taking into account force type, severity, direction, and
injury instability. Each type is classified according to the
severity of the ligamentous disruption of the sacroiliac joints.
According to Miller et al. [19], arterial bleeding occurred

more frequently in APC II and III, lateral compression II
and III, vertical shearing, and combined mechanism fractures.
Costantini et al. [23], in a study conducted at multiple centers,
found that APC fractures had the highest risk of significant
arterial bleeding. Cryer et al. [24] stated that arterial bleeding
was found most frequently in APC II and III fractures [24,
25]. Salim et al. [26] reported that the following factors
significantly predicted embolization: duration of hypotension,
female sex, and SIJ disruption.
In our study, actual arterial bleeding was significantly higher

in APC and vertical shearing type fractures. In addition, the
risk of embolization substantially increased if there was SIJ
disruption due to the severe degree of injury.
It has been reported that APC pelvic fractures involve a

greater disruption of the vessels and more hemorrhage than
other injury mechanisms. This APC pattern of injury force
might be associated with bilateral sacroiliac joint injuries and
further bilateral arterial injuries.

Smith et al. [28] reported a higher frequency of injuries
to the superior gluteal artery than to other arteries due to its
relationship to the SIJ and the sharp fascia of the piriformis.
Frequent injuries were also observed in the internal pudendal
artery due to its location near the urogenital membrane, the
pubic ramus, and the inferior ligaments of the pelvis [27–29].
In this study, patients with severe abdominal injuries associ-

ated with pelvic fractures were also at an increased risk of arte-
rial bleeding in the pelvic cavity. The combination of a pelvic
fracture and abdominal injury most likely occurs due to high-
energy trauma and is often accompanied by hemodynamically
instability [30, 31]. According to Markus et al. [32], 20%
of patients with pelvic fractures also had abdominal injuries,
which increased mortality and morbidity.
CE on CT is a major factor to consider when deciding

whether to perform embolization. The size of the hematoma
in the pelvic cavity should also be considered. In our mul-
tivariable regression analysis, CE on CT was an important
predictor of embolization. Specifically, CE was associated
with a 30 times higher probability of having arterial bleeding
on angiography.
Many recent guidelines have described extravasation on

CT scans as the most important radiological predictor of em-
bolization [33]. The prediction rates have been reported to
range widely, from 25% to 100% depending on the study
[8, 15, 34–37]. Cerva et al. [38] reported that the finding of CT
extravasation demonstrated a sensitivity of 84% and specificity
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FIGURE 4. The modified algorithm for the management of pelvic fractures. CT: computed tomography; PPP:
preperitoneal pelvic packing; HD: hemodynamics; AE: angioembolization; ICU: intensive care unit; REBOA: resuscitative
endovascular balloon occlusion of aorta; FAST: focused assessment with sonography for trauma. In the modified protocol,
angiography is performed if there is contrast leakage, pelvic hematoma greater than 25 mL, or SIJ disruption in CT.

of 85% for the detection of active bleeding. Pereira stated that
blush on CT was a reliable marker with 90.9% sensitivity and
98.6% specificity [15]. Bozeman et al. [35] and Miller et al.
[19] reported that the presence of CE in patients with pelvic
fractures was highly associated with embolization.
Some have argued that CE on CT is relatively insensitive

and is an inappropriate predictor in patients without signs of
ongoing bleeding [19, 36, 37]. Another limitation is that CE
is only confirmed on enhanced CT. Several studies have also
identified pelvic hematoma as a significant predictor of arterial
bleeding [16, 17, 39–41]. Blackmore et al. [16] reported
that patients with large pelvic hematoma were more likely to
have arterial bleeding. Lee et al. [39] argued that aggressive
embolization should be performed if the size of the pelvic
hematoma on a CT scan is 3.35 cm or more. Yoshikawa
et al. [41] demonstrated that blush on CT, the laterality of
muscle swelling around the pelvis, and the thickness of the
retroperitoneal hematoma were predictors of embolization in
patients with pelvic fractures. In our study, embolization
was performed more frequently in patients with larger pelvic
hematomas. The cut-off value for pelvic hematoma volume
obtained through receiver operating characteristic curve anal-
ysis was 25 mL. In our study, the risk of TE was 3.7-fold
higher in patients with pelvic hematomas larger than 25 mL.
Therefore, pelvic hematoma on CT should also be an important

consideration in determining whether embolization is required.
In ED, time is very limited when resuscitation of trauma
patients and treatment decisions are made. We used a simple
method to measure hematoma volume that did not require
a specialized program, but nonetheless showed a substantial
correlation with the results.
Based on these results, we modified the existing protocol

regarding the decision to perform angiography (Fig. 4). In
the modified protocol, angiography is performed if there is
contrast leakage, pelvic hematoma greater than 25 mL, or SIJ
disruption in CT. This new protocol is expected to facilitate
more appropriate and accurate management of pelvic fracture
patients.
This study has some limitations. First, it was a retrospective

cohort study. Since we have established a modified protocol
through this study, we plan to conduct a follow-up study.
Second, because this was a single-center study, it may be
difficult to generalize its results. Third, patients with unstable
pelvic fractures are generally polytrauma patients. Therefore,
several factors may be related to the outcomes of these patients.

5. Conclusions

In our study, systolic blood pressure less than 90 mmHg, CE
on CT, SIJ disruption, and pelvic hematoma were significant
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predictors of embolization in pelvic fracture patients. Trauma
surgeons’ clinical decision-making for patients with pelvic
bone fractures should be based on a consideration of clinical
features and radiologic findings. We intend to establish an im-
proved protocol through the results of this study and promote
follow-up research.

AVAILABILITY OF DATA AND MATERIALS

Data and materials can be made available to the public through
direct requests to the corresponding author.

AUTHOR CONTRIBUTIONS

MAL and BY—had full access to all the data and drafted
the manuscript; GJL, YP, SHL, MJJ, YBJ, JC and KKC—
participated in the study design, data collection, and the ed-
ucation.

ETHICS APPROVAL AND CONSENT TO
PARTICIPATE

This study was reviewed and approved by Gachon University
Ethics Committee (GDIRB2022-209). Written informed con-
sent was obtained from each patient included in the study.

ACKNOWLEDGMENT

Not applicable.

FUNDING

This research received no external funding.

CONFLICT OF INTEREST

The authors declare no conflict of interest.

REFERENCES
[1] Stein DM, O’Toole R, Scalea TM.Multidisciplinary approach for patients

with pelvic fractures and hemodynamic instability. Scandinavian Journal
of Surgery. 2007; 96: 272–280.

[2] White CE, Hsu JR, Holcomb JB. Haemodynamically unstable pelvic
fractures. Injury. 2009; 40: 1023–1030.

[3] Yang S, Park H, Kim S, Yoon S, Park S. Essential factors in predicting
the need for angio-embolization in the acute treatment of pelvic fracture
with hemorrhage. Journal of Trauma and Injury. 2019; 32: 101–106.

[4] Hymel A, Asturias S, Zhao F, Bliss R, Moran T, Marshall RH, et al.
Selective versus nonselective embolization versus no embolization in
pelvic trauma. Journal of Trauma andAcute Care Surgery. 2017; 83: 361–
367.

[5] Tesoriero RB, Bruns BR, Narayan M, Dubose J, Guliani SS, Brenner
ML, et al. Angiographic embolization for hemorrhage following pelvic
fracture. Journal of Trauma and Acute Care Surgery. 2017; 82: 18–26.

[6] Flint L, Cryer HG. Pelvic fracture: the last 50 years. Journal of Trauma:
Injury, Infection & Critical Care. 2010; 69: 483–488.

[7] El-Haj M, Bloom A, Mosheiff R, Liebergall M, Weil YA. Outcome
of angiographic embolisation for unstable pelvic ring injuries: factors
predicting success. Injury. 2013; 44: 1750–1755.

[8] Brun J, Guillot S, Bouzat P, Broux C, Thony F, Genty C, et al. Detecting

active pelvic arterial haemorrhage on admission following serious pelvic
fracture in multiple trauma patients. Injury. 2014; 45: 101–106.

[9] Cullinane DC, Schiller HJ, ZielinskiMD, Bilaniuk JW, Collier BR, Como
J, et al. Eastern association for the surgery of trauma practicemanagement
guidelines for hemorrhage in pelvic fracture—update and systematic
review. Journal of Trauma: Injury, Infection & Critical Care. 2011; 71:
1850–1868.

[10] Velmahos GC, Toutouzas KG, Vassiliu P, Sarkisyan G, Chan LS, Hanks
SH, et al. A prospective study on the safety and efficacy of angiographic
embolization for pelvic and visceral injuries. The Journal of Trauma:
Injury, Infection, and Critical Care. 2002; 53: 303–308.

[11] Anandakumar V, Hussein FK, Varuun B, Zhu R. Predictive parameters
for angiography and embolization in the bleeding pelvic fracture. Journal
of Clinical Orthopaedics and Trauma. 2013; 4: 70–74.

[12] Scalea TM. Re: preperitoneal pelvic packing reduces mortality in patients
with life-threatening hemorrhage due to unstable pelvic fractures. Journal
of Trauma and Acute Care Surgery. 2017; 82: 649.

[13] Blackmore CC, Cummings P, Jurkovich GJ, Linnau KF, Hoffer EK,
Rivara FP. Predicting major hemorrhage in patients with pelvic fracture.
The Journal of Trauma: Injury, Infection, and Critical Care. 2006; 61:
346–352.

[14] Velmahos GC, Chahwan S, Falabella A, Hanks SE, Demetriades
D. Angiographic embolization for intraperitoneal and retroperitoneal
injuries. World Journal of Surgery. 2000; 24: 539–545.

[15] Pereira SJ, O’Brien DP, Luchette FA, Choe KA, Lim E, Davis, et
al. Dynamic helical computed tomography scan accurately detects
hemorrhage in patients with pelvic fracture. Surgery. 2000; 128: 678–
685.

[16] Blackmore CC. Assessment of volume of hemorrhage and outcome from
pelvic fracture. Archives of Surgery. 2003; 138: 504.

[17] Brown CVR, Kasotakis G, Wilcox A, Rhee P, Salim A, Demetriades D.
Does pelvic hematoma on admission computed tomography predict active
bleeding at angiography for pelvic fracture? The American Surgeon.
2005; 71: 759–762.

[18] Spahn DR, Cerny V, Coats TJ, Duranteau J, Fernández-Mondéjar E,
Gordini G, et al. Management of bleeding following major trauma: a
European guideline. Critical Care. 2007; 11: R17.

[19] Miller PR, Moore PS, Mansell E, Meredith JW, Chang MC. External
fixation or arteriogram in bleeding pelvic fracture: initial therapy guided
by markers of arterial hemorrhage. Journal of Trauma-Injury Infection
and Critical Care. 2003; 54: 437–443.

[20] Eastridge BJ, Starr A, Minei JP, O’Keefe GE, Scalea TM. The importance
of fracture pattern in guiding therapeutic decision-making in patients with
hemorrhagic shock and pelvic ring disruptions. The Journal of Trauma:
Injury, Infection, and Critical Care. 2002; 53: 446–451.

[21] Bramos A. Predictors of bleeding from stable pelvic fractures. Archives
of Surgery. 2011; 146: 407.

[22] Young JW, Burgess AR, Brumback RJ, Poka A. Pelvic fractures: value of
plain radiography in early assessment and management. Radiology. 1986;
160: 445–451.

[23] Costantini TW, Coimbra R, Holcomb JB, Podbielski JM, Catalano
RD, Blackburn A, et al. Pelvic fracture pattern predicts the need for
hemorrhage control intervention—results of an AAST multi-institutional
study. Journal of Trauma and Acute Care Surgery. 2017; 82: 1030–1038.

[24] Cryer HM, Miller FB, Evers BM, Rouben LR, Seligson DL. Pelvic
fracture classification: correlation with hemorrhage. The Journal of
Trauma: Injury, Infection, and Critical Care. 1988; 28: 973–980.

[25] Dalal SA, Burgess AR, Siegel JH, Young JW, Brumback RJ, Poka A,
et al. Pelvic fracture in multiple trauma. The Journal of Trauma: Injury,
Infection, and Critical Care. 1989; 29: 981–1002.

[26] Salim A, Teixeira PGR, DuBose J, Ottochian M, Inaba K, Margulies DR,
et al. Predictors of positive angiography in pelvic fractures: a prospective
study. Journal of the American College of Surgeons. 2008; 207: 656–662.

[27] Fu C, Hsieh C, Wu S, Chen R, Wang Y, Shih C, et al. Anterior-posterior
compression pelvic fracture increases the probability of requirement of
bilateral embolization. The American Journal of Emergency Medicine.
2013; 31: 42–49.

[28] Smith K, Ben-Menachem Y, Duke Jr JH, Hill GL. The superior gluteal:
an artery at risk in blunt pelvic trauma. The Journal of Trauma. 1976; 16:
273–279.



9

[29] Kam J, Jackson H, Ben-Menachem Y. Vascular injuries in blunt pelvic
trauma. Radiologic Clinics of North America. 1981; 19: 171–186.

[30] Arvieux C, Thony F, Broux C, Ageron FX, Rancurel E, Abba J, et al.
Current management of severe pelvic and perineal trauma. Journal of
Visceral Surgery. 2012; 149: e227–e238.

[31] FerrahN, Cameron P, GabbeB, FitzgeraldM,MartinK, BeckB. Trends in
the nature and management of serious abdominal trauma. World Journal
of Surgery. 2019; 43: 1216–1225.

[32] Küper MA, Bachmann R, Wenig GF, Ziegler P, Trulson A, Trulson IM, et
al. Associated abdominal injuries do not influence quality of care in pelvic
fractures—a multicenter cohort study from the German pelvic registry.
World Journal of Emergency Surgery. 2020; 15: 8.

[33] Costantini TW, Coimbra R, Holcomb JB, Podbielski JM, Catalano
R, Blackburn A, et al; AAST Pelvic Fracture Study Group. Current
management of hemorrhage from severe pelvic fractures: results of an
American association for the surgery of trauma multi-institutional trial.
Journal of Trauma and Acute Care Surgery. 2016; 80: 717–723.

[34] Diamond IR, Hamilton PA, Garber AB, Tien HC, Chughtai T, Rizoli SB,
et al. Extravasation of intravenous computed tomography scan contrast
in blunt abdominal and pelvic trauma. Journal of Trauma and Acute Care
Surgery. 2009; 66: 1102–1107.

[35] Bozeman MC, Cannon RM, Trombold JM, Smith JW, Franklin GA,
Miller FB, et al. Use of computed tomography findings and contrast
extravasation in predicting the need for embolization with pelvic
fractures. The American Surgeon. 2012; 78: 825–830.

[36] Brasel KJ, Pham K, Yang H, Christensen R, Weigelt JA. Significance
of contrast extravasation in patients with pelvic fracture. The Journal of

Trauma: Injury, Infection, and Critical Care. 2007; 62: 1149–1152.
[37] Verbeek DOF, Zijlstra IAJ, van der Leij C, Ponsen KJ, van Delden OM,

Goslings JC. Management of pelvic ring fracture patients with a pelvic
“blush” on early computed tomography. Journal of Trauma and Acute
Care Surgery. 2014; 76: 374–379.

[38] Cerva DS, Mirvis SE, Shanmuganathan K, Kelly IM, Pais SO. Detection
of bleeding in patients with major pelvic fractures: value of contrast-
enhanced CT. American Journal of Roentgenology. 1996; 166: 131–135.

[39] Lee H, No H, Choi N, Sun H, Lee J, Jung Y, et al. The size of
pelvic hematoma can be a predictive factor for angioembolization in
hemodynamically unstable pelvic trauma. Annals of Surgical Treatment
and Research. 2020; 98: 146.

[40] Dreizin D, Bodanapally UK, Neerchal N, Tirada N, Patlas M, Herskovits
E. Volumetric analysis of pelvic hematomas after blunt trauma using
semi-automated seeded region growing segmentation: a method valida-
tion study. Abdominal Radiology. 2016; 41: 2203–2208.

[41] Yoshikawa S, Shiraishi A, Kishino M, Honda M, Urushibata N, Sekiya
K, et al. Predictive ability and interobserver reliability of computed
tomography findings for angioembolization in patients with pelvic
fracture. Journal of Trauma and Acute Care Surgery. 2018; 84: 319–324.

How to cite this article: Min A Lee, Byungchul Yu, Jayun Cho,
Myung Jin Jang, Gil Jae Lee, Kang Kook Choi, et al. Contrast
extravasation and hematoma volume as predictors of the need for
embolization in patients with pelvic fractures. Signa Vitae. 2023.
doi: 10.22514/sv.2023.021.


	Introduction
	Materials and Methods
	Patients and data collection
	Management protocol of patients with pelvic bone fractures
	Statistical analysis

	Results
	Discussion
	Conclusions

