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Abstract 

       The CT scan has replaced conventional cystography as the most 

sensitive test for bladder perforation.  

       In cases of pelvic fractures, certain CT findings were seen with higher 

frequency in patients with associated urethral injury than in patients without 

urethral injury. However, these CT findings do not avoid the need for RUG, 

which must be performed in all such cases to confirm the diagnosis. 

 

       MDCT allows scanning with greater speed and narrower 

collimation compared with single-detector helical CT systems, which 

translates to larger volumes of coverage with improved spatial resolution 

and provides very high quality diagnostic images. MDCT allows complete 

investigation of visceral pelvic lesions and of associated thoracic, abdominal 

and even brain lesions. 
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i

INTRODUCTION  

         The pelvis has important functions such as it transfers the body's weight 

to the lower extremities while standing, or to the ischial tubrosities while 

sitting,  attachment points for  numerous muscles that allow for the 

movements of the lower extremities and  it houses and protects parts of the 

digestive, urinary and reproductive system (Anderson 2000).  

 

         The stability of the pelvis occurs because it is an intact bony ring with 

numerous ligaments. The hypogastric artery provides the main blood supply 

to the pelvis and the organs it contains. However, collateral circulation 

abounds, and the pelvis receives blood via numerous other sources (Anderson 

2000). 

 

        Pelvic fractures account for 1-3% of all skeletal fractures (Graf 2008).  

Most pelvic fractures result from motor vehicle accidents, but severe complex 

pelvic fractures may also result from falls from buildings (Dalal et al., 1989). 

The pelvic ring is much more solid than many other bone structures, and high-

energy trauma is required to disrupt this complex. Consequently, these 

fractures are rarely found in isolation, and patients with pelvic fractures often 

have multiple traumas (Heetveld et al., 2004). 

        Although pelvic x-ray is a routine part of the primary survey of 

polytraumatized  patient  according to advanced trauma life support 

guidelines,  it can not provides soft tissue injures. So pelvic CT scan is the 

gold stander imaging technique in the diagnosis of pelvic fractures (Hilty et 

al., 2008). 



 

  
 
 

ii

 

         MSCT combined with multi-planar reconstruction two-dimensional 

(MPR 2D) reformatted images or three-dimensional images (3D) images can 

provide important information that can change management in significant 

number of cases (Falchi, 2004).  

Aim of work 

 
The aim of work is to emphasize the role of CT scan in evaluating pelvic  

 fractures & its related injury .  
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Anatomy  

  
 
 
 

1

Normal anatomy of the pelvis 
         The pelvis, so called from its resemblance to a basin, is a bony ring, 

interposed between the movable vertebrae of the vertebral column which it 

supports, and the lower limbs upon which it rest.(Gray, 1918) 

 

         The bony pelvis is composed of the sacrum, coccyx and two innominat 

bones. Each innominate bone includes the ilium, the ischium and the pubis 

which merge in to contribute the acetabulum. (Letournel, 1980). 

 

         The innominate or the hip bone is large, irregular, constricted centrally 

and expanded above and below, its lateral surface has a deep cup-shaped 

acetabulum, articulating with the femoral head, anterior-inferior to which is the 

large, oval or triangular obturator foramen. Above the acetabulum the bone 

widens into a plate with a sinuously curved iliac crest. 

 

 
 Figure (1):Pelvic bone anatomy.                                 
                             (http://radiology.usc.edu/Presentations/SaddleProsthesis/PAGE2_ANAT_FINAL2.HTM) 


