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Binder use obscures traumatic pelvic injury in a

29-year-old man
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29-year-old male motor-

cyclist was brought to a

trauma centre after col-
liding with a highway barrier.
The prehospital team had
applied a pelvic binder, given
the patient’s hemodynamic
instability. The patient’s heart
rate before admission to hos-
pital was 144 beats/min, respi-
ratory rate was 28 breaths/
min and blood pressure was
100/65 mm Hg. In the emer-
gency department, the patient
was alert and reported lower
abdominal discomfort. On
examination, his abdomen was soft and he had bilateral open
lower-limb fractures with suspected vascular injury. A trauma
computed tomography (CT) scan showed no intra-abdominal
injury or pelvic fracture, but did show a pelvic hematoma with
no signs of active bleeding (Appendix 1, available at www.
cmaj.ca/lookup/doi/10.1503/cmaj.201114/tab-related-content).

The patient was hemodynamically stable after initial resuscita-
tion and the pelvic binder was removed. A routine pelvic radiograph
taken after removal of the binder (in keeping with local guidelines)
showed diastasis of the pubic symphysis and an injury to the left
sacroiliac joint (Figure 1A). A retrospective review of the CT imaging
while the binder was still in place showed some signs that may have
indicated a more serious injury than initially suspected, such as the
pelvic hematoma, a small avulsion fracture at the pubic symphysis
(Figure 1B) and a subtle widening of the left sacroiliac joint on the
initial CT imaging (Figure 1C).1

Local pre-hospital guidelines state that a binder should be
applied if there is suspicion of a pelvic injury after blunt high-energy
trauma with hemodynamic instability (or systolic blood pressure
<110 mm Hg).2 Serious pelvic injuries may be missed in the presence
of a well-applied pelvic binder,* which is particularly true for purely
ligamentous anteroposterior compression injuries. Trauma centres
should also have a clear protocol for binder removal.*

This case reminds practitioners that a well-applied pelvic
binder can sometimes mask ligamentous injuries in open-book
pelvic fractures, and a plain radiograph of the pelvis should always
be obtained after removing the binder in trauma patients.

Figure 1: (A) Axial computed tomography (CT) scan (bone windows) at the level of the pubic symphysis of a 29-year-
old man, showing an apparently congruent pubic symphysis (white arrowhead) and the applied pelvic binder
(yellow arrowhead). Note tiny osseous flake in pubic symphysis joint space (white arrow), likely an avulsion injury
(not detected at original radiologic read). (B) Axial CT (bone windows) at the level of the sacroiliac joints showing
congruent joints with no fracture. In retrospect, perhaps the left sacroiliac joint (white arrowhead) is slightly wider
than the right (yellow arrowhead), but this is extremely subtle. (C) Anteroposterior radiograph obtained after the
removal of the pelvic binder, showing diastasis of the pubic symphysis (white arrowhead) and subtle widening of
the left sacroiliac joint (white arrow). Note urinary bladder (asterisk) filled with iodinated contrast medium after
trauma CT and displaced to the right by the pelvic hematoma seen at CT (Appendix 1).
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