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Elocaywyn/Zkomnog:

Avapeoa oTLIC 0OPBOPEC TTVEALKEC KOKWOELG €lval n dtaotaon tng NPLKAC
oupduonc tov cuvdualetal pe dtaotaon LepoAayoviov StapBpwaonc Ko/
KATAYHO LEPOU aAAQ KOl LLE KATAYUOL CUVAOWC CUVTPUTTIKO TOU Avw NPLKoU
kKAadou cuoTtolya, ETepOTAcLpa 1 apdoteponAsupa. AutOC 0 CUVOUAOUOC

uropei va katataxBel cupdwva pe tnv katataén Young and Burgess wg
LCIIl (Lateral Compression) or CM type (Combined Mechanism) ka emtiong

w¢ 61-B3.1 61-B3.2 katd AO/OTA. H SuokoAilal OVTILETWTTILONG OLUTWV TWV
KOTOYLATWV EYKELTAL 0TO MW Ba avatayxBel n NP cuuduon Kot To LEPO N
n LepoAayovia dtapBpwon pe otabepo epPflopnyavika Tpormo adou n
oLVUTIOPEN KATAYOTOC OTOV Eva I Kol otou¢ SUo kKAadoucg tou nPLkou,
KALTL TETOLO To eUTtodileL meplopilovtac touc Babuoucg eAevBepiag
XELPLOMWV. 2KOTIOC TNG Epyaciac eival va avadeiéel Tov Tpomo
OVTLHUETWTTILONG QUTWY TWV CUVOUAOUEVWY KOLKWOEWV KABWC €TioNng Kat TLG
SUOKOALEC TTOU TIPOKUTITOUV ECA OO TIPAYOATIKA TIEPLOTATIKA TTOU
XELpou pynNOnkav otnv opBomatdikn KAWLKN HOLC.

YAKO & M£0060¢: EMIAEYOUE VA TTAPOUCLACOULE 3 SLadDOPETLKA TTEPLOTATIKA LE SLAPOPETIKO
BaBuo6 duokoAilag pe TIC mpoavadEPOUEVEC CUVUTIAPXOUOEC KAKWOELG Kol CUVOUOOUOUG TOUC.



Fig 1. Case 1. Both ischial tuberosities
are broken. Notice the malrotation of
the left hemipelvis & the Sl joint both
widened, especially in the left side. Also
notice the upper pubic rami fractures in
both sides, suggesting the complete
instability of the pelvis.




Fig 2. Case 1. Initially an ex-fix was put to
stabilize and reduct the pubic symphysis &
the left iliac wing. It was not possible to
perform the reduction because the left wing
was hitched on (hinged & blocked) from the
sacrum posteriorly.

Notice that the half pin was bended due to
forceful manipulation in order to close the
pelvis.



Fig 3. Case 1. In the outlet view
(above) the retrograde screw
right & the plate left were placed
firstly.

The sequence of the reduction and fixation was the
following: First, we stabilized the two rami fractures.
This accomplished with a plate in the left side and a
retrograde screwing to the right pubic rami via
Stoppa (Anterior Intrapelvic Approach). Then, after
redacting and closing the pubic symphysis we put a
plate for fixing the symphysis using the same
approach and lastly, we closed and fixed the left SlJ
widening Fig 4 using a plate also, anteriorly via the
first window of the ilioinguinal approach

Fig 4. Case 1. Notice the perfect
reduction of the pubic symphysis and
SlJ fixation in face projection. In the
iliac oblique view projection, we
confirmed the final position of the
retrograde screw.



fracture Nakatani Il in left side.

Left: Anteroposterior x-ray, there was also a bladder rupture as the contrast agent diffuses
in all the true pelvis.

Middle: CT/scan-notice the SlJ disruption in the right side.

Right: 3D/reconstruction, notice the upper pubic ramus fracture on the left and the SlJ
disruption in the right side.



Fig 6. Case 2. Right: Four plate were used. Firstly, the right pubic rami
stabilized with a long plate, secondly the pubic symphysis secured with a
strong special plate (Stryker) and finally the two plates were set in the SlJ.
The reduction-closing of the SlJ, using forceps presupposes the
stabilization of the symphysis.

Left: A postoperatively CT/scan confirms the good position of the 6mm
screw which used through the plate since passed beside the right sacral
foramen leaving it free.



Fig 7. Case 2. Left side: 6 weeks an anteroposterior x-ray reveals stable
osteosynthesis. Right side: The approach was used is the modified Stoppa in
conjunction with the upper two windows of the ilioinguinal approach. The
vertical limp of the Stoppa approach to the umbilicus through linea alba
helps us to reveal the upper pubic rami until the iliac to secure the
osteosynthesis with the plate.



Fig 8. Case 2. Left side: The x-ray 16m postoperatively depicts
the residual malposition of the pubic symphysis due to the
difficulty we had to manipulate and reduct it.

Right side: Even though the existence the malposition of the
symphysis the patient is incredibly happy because walks and
sits without pain or other disturbances.



l |

Fig 9. Case 3. Left side: The x-ray depicts the open pubic symphysis and difference in height of the
hemipelvis. Something happens in the sacrum.

Middle: Sagittal CT/scan reveals a comminuted fracture of the sacrum without Sl disruption. The
right sacrum is displaced due to the fracture. The patient was unstable. There was not neurological
deficit because the sacral fracture is Dennis ll, so the nerve roots were not impaired.

Right side: Coronal CT/scan view, notice the comminuted right side of the sacrum.



Fig 10. Case 3. Left side: Postoperatively x-ray with the C-clamp &
the External fixator in positioning.
Right side: Intraoperatively, the two external fixators in place.



Fig 11. Case 3. Left: intraoperatively the c-arm view, plates in good positioning.
Middle: the outlet views postop x-ray.

Right: Intraoperatively photo depicts how the plate is placed to the posterior
sacrum.



Fig 12. Case 3. Left: Postop x-ray, anteroposterior view demonstrates inadequate reduction of the
right hemipelvis.

Middle: the inlet view depicts inconsistency of the pubic symphysis (arrow).

Right: Six weeks postop the patient walks satisfactory free of pain using walker.



Conclusions:

It’s a big challenge to cope with such complicated fractures. The secrets
which we can give are as follows: Operate as soon as possible, fix first the
anterior column in one or in both sides using the most familiar approach
but especially when you have low or middle anterior column fractures
use Anterior Intrapelvic Approach, then close and fix as stable as you can
the pubic symphysis, and finale use the first window of the ilioinguinal
approach to fix the Sacroiliac joint or put cannulated transcutaneous
sacroiliac screwing.
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