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The Need for an Additional Pelvic CT in Cases of
Acute Osseous Pelvic Injury that Has Already Been Diagnosed by Abdominal CT.
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Purpose: Abdominal CT (computed tomography) is a principal diagnostic imaging modality for torso trauma
at the Emergency Department (ED). When acute osseous pelvic injuries are detected by abdominal CT, addi-
tional three-dimensional (3D) reconstruction pelvic CT is often performed. We compared abdominal CT with
pelvic CT to provide information about acute osseous pelvic injuries.

Methods: A retrospective investigation of patients electronic medical records during the five year period
between January 1, 2004 and December 31, 2008 among Korean soldiers who underwent pelvic CT after
abdominal CT at the ED was conducted. Axial images of abdominal CT were compared with axial images and
3D reconstruction images of pelvic CT.

Results: Sixteen patients underwent subsequent pelvic CT after abdominal CT. Axia images of abdominal
CT showed the same results in terms of fracture detection and classification when compared to axial images
and 3D reconstruction images of pelvic CT. Pelvic CT (including 3D reconstruction images) followed by
abdominal CT neither detected additional fracture nor changed the fracture type.

Conclusion: Thisstudy hasfailed to show any superiarity of pelvic CT (induding 3D recondruction images) over abdomind
CT in detecting acute osseous palvic injury. When 3D information is deemed be mandatory, 3D recongtructions of abdomind CT
can be requested rather than obtaining an additiond pevic CT for 3D recongtruction. (JKoreen Soc Traumatol 2009;22:206-11)
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(Rotation time), FEZ Y (Tube voltage) 18]2 FEAF F 3des B2 e AFZH(symphysis pubis) 2
(Tube current)+ Table 20 2 2F3}$ItH Table 2), ¥ A+ 21w A4 (sacrolliac joint) #7] AR ow, AIFH
T IR BeY AALE Sl AR ARES STt dEES w2 39 % 12 Tie &/ 4 B3, 183 21
Hkoko ™, QAZF thd Aol thek Helsinki A4 el Lt}a]r Al <+ C391 $AGiTh B4 CTS 29 CT #=5& Hue 2
&3 AT (7) %, B2 CTY Xq*”]-r”ﬂ 7} 5 mm=z Z¥ CT4 1 mm X
= %“ﬂ TR 32 AT Gl fldedE &8t
n. & ot A, w18 SRR FIHERl IvE FEoly 24

=4o] XJ%FM 9 % TH(Table 2, Fig. 1).

5 CT A 4 &8k -0l o] F7hHQl = Tile &7l WE =48 &/ 9A 55 CT9 =4 CT

Table 1. Tile's classification of pelvic bone fracture

Type Definition

Type A Stable pelvic bone fracture
A1l Avulsion fracture of the innominate bone
A2 Stableiliac wing fracture or stable minimally displaced ring fracture
A3 Transverse fracture of the coccyx and sacrum

TypeB Partially stable pelvic ring injury (rotationally unstable, vertically stable)
B1 Open book injury ? unilateral
B2 Lateral compression injury
B3 Bilateral type B injuries

TypeC Unstable pelvic ring injury
C1 Unilateral
C2 Bilateral, one side type B, one side type C
C3 Bilateral type C lesions

Table 2. Parameters of abdomen CT and pelvic bone CT.

MX 8000 Sensation 4 Brilliance 64

2B CT ZHECT 2B CT ZuCT 2B CT ZHCT
Z37] (mm) 5x25 5x25 5x25 5x25 64 x 0.625 64 x 0.625
HAHF7 (mm) 5 3 5 3 5 1
HHAZ7} (mm) 5 15 5 3 5 0.5
3] A A 7 (sec) 0.5 05 05 05 0.75 0.75
FEAL (kVp) 120 120 120 140 120 120
FEAF (MA) 195~233 150~231 115~145 118~178 128~255 120~255
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Fig. 1. (A) 20-years-old man injured by motor vehicle accident. 3D reconstruction image of pelvic CT shows right acetabular roof

fracture (white arrow), left superior pubic ramus fracture (black arrow) and left inferior pubic ramus fracture (arrowhead).
Axial images of pelvic CT and abdomen CT in same patient with figure 1a. Axia image of pelvic CT (B) and abdomen CT
(C) showing right acetabular roof fracture. Axial images of pelvic CT and abdomen CT in same patient with figure 1a. Axial

image of pelvic CT (D) and abdomen CT (E) showing left superior pubic ramus fracture. Axia images of pelvic CT and

abdomen CT in same patient with figure 1a. Axial image of pelvic CT (F) and abdomen CT (G) showing left inferior pubic

ramus fracture.
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$FA WA AGshe 2~389) CT FALR 28 723 NEHoT BE CT 98 Y402 W 3D 948
+ 30~90 mSv L] MMF HFol ofa HAYIINE AL F ULl EFsty AA AoME I CTE
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Tk B2 o)UY =R AAFTADE o B oY s o7t dE F U Aotk F3F
APA Hhoje] 7]E A2 ALARA (as low as reasonably Ao A A AT 77 F BE CTE A3 o]5
achievable)o we}(13) 7Hgstd wWabd 9%& HAs) F7H4 Q1 F9 CTE 74“0* P JAE ] AW AMRE A
&= Zlo] v st 2 Zoh 18y 55 CT 9d g4e= 9= 3D

B 97 MY BAGAL 390 ATE GV B A g6l AS0E AU ARG B A4 A9
149 Age] B AR e WEE AL AllEe 297 dhed FRRG Lo I 7 Fotk gake
ATk T2y AEolA AFS E 33 AFA CT St} 7ol 43 ¥ AR wds T 55 CT ¥+ &
Fgel wwtE A F49 A X g Hold 2o =0 CTY F7F AldS &o17] A% AAHd =
7 ARE AFS Adeel Bl A dgol vp o] B2¥ A0 AmHLh
AAckE A7 2F% Uvh(2) IHERE 4] dde 2 dA7e B Aol Aok AA, EE i St
w2l 339 ol T WeSnT WUHE A(EF F FS A dAUTE Folth B4, B A7 tiiel T3E
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o]-g3 3ad A7 2Aske Aol HiEAHT AoR F 7 CT ZAAME BEF A8 31 33 & & 3 7HA
AREG, B3, 25 CTY 97 Q4L ol88®, 1 mm  CT ZAA Al WG duk Zuh WAL AAE Were
ojgte] ZHAC®E Y= AFAE & F J2EE, 33 A 7FeAdel ok mEkA, & AFdAE TITE7F =2 84
T B CT Aol WE7kE 94 9 & Utk ol & didelA AYEE HY B LW sHsAel X
23k G AT AR FAdel Foklolok 7hHs g, 7 ok At Sxbert 2ol dntst skl ez ddoh
Table 3. Detailed clinical information of 16 patients who underwent pelvic CT with 3D reconstruction after abdomen CT

. . ) Fracture location by Pelvic CT ~ Tile'sclassification by

Patient Number  Sex/Age Injury mechanism and ADCT* Palvic CT and ADCT* Treatment
1 M/22 Motor vehicle Acetabulum, Ilium/ SA' C3/C3 operative

2 M/21 Fall down Inferior ramus, llium/ SAf A2 /A2 conservative
3 M/20 Fall down Acetabulum, Ilium/ SA' B3/B3 operative

4 m/27 Fall down Sup. and inf. rami, Sacrum/ SA'* B1/B1 conservative
5 M/23 Fall down Sup. and inf. rami, Sacrum/ SA'* A2 /A2 conservative
6 M/30 Slip down llium/ SA* Al/Al conservative
7 M/22 Pedestrian Inf. ramus, Ilium/ SA* A2/ A2 conservative
8 M/22 Pedestrian [lium, Acetabulum, SI'* C3/C3 operative

joint separation/ SA'
9 M/21 Motor vehicle Ilium, Acetabulum / SA C3/C3 conservative
10 M/19 Fall down Acetabulum/ SA* C3/C3 conservative
11 M/19 Fall down Sup. and inf. rami / SA' A2/ A2 conservative
12 M/20 Fall down SI* joint separation, Sacrum/ SA'* B1/B1 conservative
13 M/21 Pedestrian, crushing SI* joint and symphysis pubis B1/B1 CREF
separation/ SA'

14 M/21 Pedestrian, crushing Inf. ramus, Ilium/ SA* A2/ A2 conservative
15 M/19 Motor vehicle SIt joint, Inf. ramus/ SA' C3/C3 conservative
16 M/21 Fall down Sup. ramus, Sacrum / SA't B3/B3 conservative

* ADCT: abdomen CT, 'SA: Same as pelvic CT, *Sacrailiac, ‘CREF: closed reduction with external fixator
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