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Pelvic Fracture 
Pathway for tertiary referral to the 

Pelvic & Acetabular team at St George’s Hospital 

 
 

DIAL: 0208 672 1255 

BLEEP: 7064 
  

  

Monday to Friday (07:30 to 16:00): 

  

Your call will be answered by the Pelvic CNS 

  

All other times (& when the Pelvic CNS is either on leave or is not on-site at St. George’s 

Hospital): Your call will be answered by the On-call T&O SpR 

  

Your referral will be discussed with you for vetting purposes (to identify patients who 

require urgent transfer to St. George’s Hospital) 

  

If urgent transfer to St. George’s Hospital is not required, you will then be asked to 

complete a referral proforma in FULL electronically. 

  

A copy of the up-to-date proforma is attached as an appendix to this document. 

  

You should then send the FULLY completed referral proforma as a word document 

attachment to: 

  

pelvicreferrals@stgeorges.nhs.uk 

  

  

The list below denotes patients who ARE NOT suitable for tertiary referral. 

  

1)        Polytrauma / Major Trauma triggering secondary transfer process 

2)        Haemodynamic instability due to pelvic / acetabular injuries 

3)        Neurological instability due to pelvic / acetabular injuries 

4)        Irreducible or unreduced hip dislocations 

tel:02086721255
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5)        Open pelvic fractures (urological, gynaecological, perineal, colorectal, abdominal, 

groin or buttock soft tissue trauma resulting from pelvic injury) 

6)        Open book pelvic fractures 

7)        Vertical shear pelvic fractures 

  

These groups require urgent transfer to the Major Trauma Centre via the MTC Emergency 

Department trauma team leader. 

  

  

The Pelvic Team, led by the Pelvic CNS, will then pick up, review, action & officially respond 

in writing (using our existing outcome proforma to ensure a detailed plan is communicated) 

to all referrals, usually with 72 hours. 
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Pelvic & Acetabular referral:  SGH MRN° ____________________________ 
 

Patient’s name  NHS number 

Referring hospital  Referring Consultant 
Location of patient   Referring specialty 

Date & time of referral Referral taken by 
Date of injury Referral taken from 

Date of presentation Referrer’s contact number 

Date of birth Referrer’s email 
 

Please document injury & reason for referral here:  
Please document mechanism of injury here:  
 

TRAUMA CALLED?                                    Y / N HIP DISLOCATED?       Y / N / Na 

PELVIC BINDER IN SITU?                          Y / N / Na HIP RELOCATED?        Y DATE:                    N / Na 
 

 

1° survey Y / N / Unknown / Na       2° survey Y / N / Unknown / Na       3° survey Y / N / Unknown / Na 
 
 

Actual OR potential pelvic injury = out of binder pelvic AP XR  Y (XR done) / N (XR not done) / Na 
 

Evidence of pelvic ring fracture + high energy mechanism? 
Displaced pelvic ring fracture (including symphysis pubis diastasis)? 
Any suspicion of uro(gynae), perineal, genital or colorectal injury? 
Any suspicion of abdominal, groin or buttock soft tissue injury? 
Evidence of sacral BODY injury? 

Y / N 
Y / N 
Y / N 
Y / N 
Y / N 

If Yes to ANY of these, 
please complete the 
checklist for high risk 
patients in the table 
immediately below  
 

 

 

PR done (including anal tone & perianal sensation)? 
Genitalia, urethral meatus & perineum examined? 
Abdomen, groin & buttocks examined? 
PV done? (ONLY if vaginal injury not reliably excluded) 
Unobstructed passage of urine confirmed? 
Urinary catheter passed? 
CSU / MSU examined & tested for blood? 
 

 

Y / N  
Y / N 
Y / N 
Y / N / Na 
Y / N  
Y / N / Na 
Y / N  
 

 
 

Uro(gynae) / perineal / genital / colorectal injury? Y / N      

Abdominal / groin / buttock soft tissue injury? Y / N      
Altered neurology of lower extremities / pelvic floor? Y / N      

Vascular injury / uncontrollable haematoma or extravasation? Y / N      
 

 

PAIN?  1) at rest   2) upon LL ROM   3) upon mobilizing 
 

 

1) Y / N                2) Y / N             3) Y / N 
 

Other injuries (include current management) 
 
 
 

PMH & drug history & pre-injury mobility 
 
 

Pre-injury ECoG score: Current EWS score: 

AVPU:                      GCS:                        AMTS:  Hb:        Na:        K:        Ur:       Cr:        eGFR:  

Prophylactic LMWH started? Y / N Current infection(s)? Y / N            
Treatment anticoagulant/antiplatelet therapy? Y / N If Y – Hx, location(s) & Abx therapy: 

If Y – INR & details of therapy: If Y – CRP:          WCC:    

Diabetic control issues (CBG/HbA1C)? Cardiac issues (ECG/ECHO)? 
Haemodynamic issues (BP/P)? Respiratory issues (ABG/SPO2/RR)? 

ALL imaging (include 3D CT pelvis for ALL CASES) 3D CT REC / REQ          ALL imaging REC / REQ 

Post reduction 3D CT pelvis (ALL # DISLOCATIONS) REC / REQ / N/a 

Please use the reverse side of this document if you run out of space above 
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