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Cable Fixation Method for Displaced Acetabular Fracture

Chang-Soo Kang, M.D., Byung-Woo Min, M.D., Kwang-Soon Song, M.D.
Chul-Hyung Kang, M.D., and Jong-Wan Park, M.D.

Department of Orthopaedic Surgery, School of Medicine, Keimyung University, Taegu, Korea

The operative treatment of displaced acetabular fracture has become the preferred method than
conservative treatment. Displaced acetabular fracture occurs primarily in young adult involved in
high energy trauma and it can lead to some degree of permanent disability.

The aim of treatment must be the restoration of hip function which require accurate anatomical
reduction and firm fixation followed by early exercise.

The complicated anatomy of the region, and unsatisfactory fixation to cancellous bone, and unnec-
essary wide dissection of the soft tissue for plate and screw fixation contribute to clinical end results
of varying success.

The wire loop which was previously reported by our department as a successful methed of fixation
has now been developed to cable fixation that can be easily adjusted to the irregular surface of
acetabulumn and get more firm fixation.

A clinical analysis was performed on 14 patients with displaced unstable acetabular fracture who
had been fixed by cable and followed for minimum 1 year period at our department from June 1993
to June 1994,

The results were foilows;

1. According to Letournel's classification, there were most common {9 cases:64,4%) in both col-
umn fraciure, 3 cases{21.4%) in T shaped fracture, 1 case(7.1%) in transverse fracture, and |
case(7.1%) in transverse and posterior wall fracture.
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2. The satisfactory result was achieved in 12 cases(85.7%) on clinical grade and 12 cases(85.7%)

on radiographic grade according to Epstein criteria.

3. The complication were developed in 3 cases(21.4%) out of 14 cases, such as posttraumatic
arthritis in 2 cases and transient sciatic nerve palsy in 1 case.
4. Cable fixation provides a more secure and easy fixation and require a narrower exposure than a

plate fixation.
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Table 1. Case analysis

No Age/Sex Causeof injury Classification Associated injury Method of treatment Complication
1 2IM T.A. both column pelvic bone fracture ORIF ¢ cable and plate )
fracture hip distocation
abdominal visceral injory
head injury
2 36M T.A both column pelvic bone fracture ORIF 2cable and piate seiatic N. injury
fracture hip distocation
urogenital injury
knee ligament injury
3 25/F TA. both column  pelvic bone fracture ORIF & cable and plate (-}
hip dislocation
clavicle fracture
4 36/M T.A T shaped pelvic bone fracture ORIF &cable and plate {-)
fracture hip distocation
sciatic N. injury
vertebral fracture
head injury
3 21/M T.A. both column hip distocation ORIF &cable )
fracture sciatic N. injury
6 277 Fali both column pelvic bone fracture ORIF £ cable posttraumatic arthritis
fracture sciatic N. injury ’
head injury
upper extremity injury
7 25M T.A. T shaped sciatic N. injury ORIFécabie -}
fracture urogenital injury
8 3UF TA. both column pelvic bone fracture ORIF & cable and plate {-)
fracture head injury
urogenital injury
vertebral fracture
9 25M Fall both column pelvic bone fracture ORIF & able and screw (@]
fracture
10 20/M motorcycle transverse and  pelvic bone frocture ORIF ¢cable )
post. wall fx.  sciatic N. injury
knee ligament injury
lower extremity injury
n 68/M T.A. transverse hip dislocation ORIF & cable postiraumatic arthritis
fracture
12 39/M T.A. T shaped pelvic bone fracture ORIF ¢ cable and plate (-}
fracture head injury
upper extremity injury
13 43/M motorcycle both column lower extremity injury ORIF & cable and plate -)
fracture hip dislocation
14 21M T.A. both.column pelvic bone fracture ORIF ¢ cable and plate (-)
fracture
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Fig. 1. A Radiography of a 36-year-old man
sacroiliac joint injury, also with left posterior hip fracturc and dislocation.
B. A postreduction radiography showing an incongruous and unstable reduction of right acetabular fracture.
C.'CT scan showing a severe comminuted acetabular fractire.
D. The findings after 2 years showing good results.

22 §¢ %519 (decubitus position) 22l &
¥ (perineum) 7} ASjE Jei2 2o gag=m
L53H.

A4l gebd M Ba fed AMRoE wa
4 24 942 (C-arm image) & =& Wi}

4 Aol nAE oy AW vT w58
AxY =eYe 92 H AU FRE Nx
i 4 =eYAl HFA7D ARzae] &4
%2} f8) Fejeigion ¥ e gRMol Rz
A& FAHA & o A-TE A& BEEHY)
8 BHEF(ischial spine) %8 AHXEFRE
(great sciatic notch) & xi5AlA 4¥=49 7Y
WAYE BAEA o Wy ASAET Al
A sleeve® ©l8-3te] nFsAt Ao|¥ mFe

— 517 —



Fig. 2. A, Irreducible both column dnd comminuted
iliac wing fracture in a 25-year-old femal.
B. CT scan showing a comminuted acetabu
far fracture. '
C. The radiography demonstrating solid
union and good congruity | year follow-

ing surgery.
Table 2. Clinical results according to Epstein criteria
Type of fracture Excellent Good Fair Poor Total
Both column fractrure 7 1 0 1 9
T shaped fracture 3 0 0 0 3
Transverse fracture 0 0 1 o H
Transverse and posterior wall fracture 0 1 0 0 1
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Table 3. Roentgenographic results according to Epstein criteria

Ty'p?of fracture Excelient Good Fair Poor Total
Both column fractrure 7 1 0 1 9
T shaped fracture 2 1 0 0 3
Transverse fracture 0 0 I ] 1
Transverse and posterior wall fracture 0 1 0 0 1
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Fig. 3. A. T shaped fracture in a 25-year-old
male.

B. CT scan showing intraarticular bone
fragment.

C. The radiography at 22 months follow
ing open reduction and interna! fixa
tions with cable shows the cable loop
anchored at the AIIS and the lesser
sciatic notch, An excellent reduction
was achieved and the result rated
excellent.
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Fig. 4. A. Both column fractures associated with pos
terior wall fracture in a 25-year-old male,
B. CT scan showing the acetabular posterior
wall fracture with huge fragment.
C. The resuit at 25 months after surgery was
excellent.
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