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Correlation between Young and Burgess Classification
and Transcatheter Angiographic Embolization in
Severe Trauma Patients

Yong Han Cha, M.D., Young Hoon Sul, M.D. Ph.D .2,
HaYong Kim, M.D. Ph.D., Won Sik Choy, M.D. Ph.D.

Department of Orthopedic Surgery, ‘Department of Surgery, Eulji University Hospital, Dagjeon, Korea

Purpose: Immediate identification of vascular injury requiring embolization in patients with pelvic bone fracture isn’t
an easy task. There have been many trials finding indicators of embolization for patients with pelvic bone fracture.
Although Young and Burgess classification is useful in decision making of treatment, it is reported to have little value as
indicator of embolization in major trauma patients. The aim of this study is to find out Young and burgess classification
on predicting vessel injury by analzyng pelvic radiograph taken from major trauma patients with pelvic bone fracture.

Methods: Among major trauma patients with injury severity scores (ISS) higher than 15 who visited our emergency
room from January 2011 to June 2014, 200 patients were found with pelvic bone fracture in trauma series and thus
pelvic CT angiography was taken. Setting aside patients with exclusion criteria, 153 patients were enrolled in this study
for analysis of Young and Burgess classification.

Results: The most common mechanism of injury was lateral compression in both groups. There was no statistical sig-
nificant difference in Young and Burgess classification (p=0.397). The obturator artery was the most commonly injured
artery in both groups. Six patients had more than one site of bleeding.

Conclusion: Prediction of transcatheter angiographic embolization using Young and Burgess classification in severe
trauma patients is difficult and requires additional studies. [ J Trauma Inj 2015; 28: 144-148 |
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Table 1. Young and burgess classification of pelvic bone fracture.

Category Characteristics
LC* Transverse fracture of pubic rami, ipsilateral or contralateral to posterior injury
LCI Sacral compression on side of impact
LCII Crescent (iliac wing) fracture on side of impact
LCIl LC I or LCII injury on side of impact; contralateral open-book (APC) injury
APC' Symphyseal diastasis and/or longitudinal rami fractures
APCI Slight widening of pubic symphysis and/or anterior sacroiliac joint
; stretched but intact anterior sacroiliac, sacrotuberous, sacrospinous ligaments
; intact posterior sacroiliac ligaments
APCII Widened anterior sacroiliac joint
; disrupted anterior sacroiliac, sacrotuberous, sacrospinous ligaments
; intact posterior sacroiliac ligaments
APCIII Complete sacroiliac joint disruption with lateral displacement
; disrupted anterior sacroiliac, sacrotuberous, sacrospinous ligaments
; disrupted posterior sacroiliac ligaments
Al Symphyseal diastasis or vertical displacement anteriorly and posteriorly, usualy through sacroiliac joint, occa-
sionally through theiliac wing and/or sacrum
CMm* Combined of other injury patterns, LC/V'S being the most common

* : lateral compression

' 1 anteroposterior compression
* o vertical shear

¥ combined

Table 2. Demographic data and I SS of the two groups.

Group | Group Il p-value
Mean Age 49.7+20.1 58.0+21.3 0.067
Sex (male:female) 70:58 11:14 0.331
Mean |SS* 26.7+85 34.7+124 0.004
* 1 injury severity scoring
X Sh:s AFSl Th2 Zalo ol
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tg ::| 42 i (Combined: CM)©.2 H-53}9tHTable 1).
APC* | 18 6 Aol daXe CTA 59 7](arterial phase)o] 24
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Table 4. Injured arteries of Group I1.

artery case

Obturator artery 11
Internal Pudendal artery
Lateral sacral artery
Iliolumbar artery
Superior gluteal artery
Median sacral artery
Externd iliac artery
Inferior gluteal artery
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