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Central Acetabular Fracture Dislocations

Byung Woo Min, M.D. and Chang Soo Kang, M.D.
Department of Orthopedic Surgery, School of Medicine Ketmyung University, Taegu, Korea

Displaced central acetabular fracture-dislocations are serious injuries often resulting in

permanant disability and occassionally death.

The aim of the treatment must be the restoration of hip function which require accu-

rate anatomical reduction and firm fixation followed by early exercise.

Sixteen central fracture-dislocations of the acetabulum were followed from 6 months to

48 months (average 16 months). All had primary attempt at closed reduction by our wire

fixation method. Satisfactory results were obtained in 81% of all patients. Operative

complications included osteoarthritis (3 cases), sciatic nerve palsy (3 cases), infection (1

case), and avascular necrosis of the femeoral head (1 case).

Key Words : Central acetabular fracture-dislocation, Wire fixation.
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Table 1. Age and sex distribution

Age (years) Male Female Total
20—30 2 4 6
31—40 3 1 4
41-50 2 2 4
510]4 1 1 2

Total 8 8 16(cases)

Table 2. Cause of injury

Cause No. of cases (%)
Falling from height 2(12.5%)
Pedestrian injury 5(31.2%)
Automotor vehicle injury 7(43.8% )
Hit by falling object 2(12.5%)
Total 16(100% )

Table 3. Associated injury

Site of injury No. of cases

None 3
Head 2
Chest 1
Abdomen 3
Genitourinary 2
Extemity 13
Nerve palsy 3
Spine . 1
Total 28

Ao} W3 Y HYE 71223 Rowest Lowell®
o] EFyd =2 Ud =3 (Inner wall fracture)
o] 198(56.3% )R o A5 2 g4 FH(Su-
perior and bursting fracture)”7} 7%](43.7% )%}

FR-8+H gAF Hdez EFI Letournel™
o] FR 93t ¥ FFH(Both colunm)o] 6
#(37.5%), T—8 3% &3 4 334
(Transverse and posterior wall) Fdo] Z+z} 439
(25%), B &FH (Transverse)°l 28(12.5% )5 o1
tH(Table 4).

Table 4. Classification of central fracture-dislocation

No. of cases(%)

Type of fracture

Rowe and Lowell

[I. Inner wall fracture 9(56.3%)
a. moderate displacement 6
b. severe displacement 3
IV. Superior and Bursting fracture 70(43.7%)
a. superior dome {racture in
acceptable position 1
b. Displaced fracture of superior
dome 4
c. Complete disruption of entire
socket 2
Letournel
Transverse 2(12.5%)
Transverse and posterior wall 4(25%)
Associated anterior and posterior
hemitransverse 4(25%)
T-shaped complete both column 6(37.5%)
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Table 5. Relationship between time interval from injury to
reduction and clinical results

Table 7. Duration of follow-up

Duration (Months) No. of cases
Below 12 hours Above 12 hours Total 6—12 6
Abovegood 7(43.8%)  6(37.5%) 13(81.3%) 13—24 6
Below fair  1{ 6.2%) 2(12.5%)  3(18.7%) 25— 4
Total 8(50% ) 8(50%) 16(100% ) Total 16
Table 6. Methods of fixation Table 8. Criteria for Evaluating Results
Method Clinical result Total System of assessment suggested by american
Above good (%) Below fair (%) Academy of orthopaedic surgens (Goodwin, 1968)
wite 9(56.3% ) 3(18.7%) 12(75%) Excellent : Patients are free of apin, can walk as far as
wire and screws 2(12.5%) 2(12.5%) they with without assistant and have at least
wire and plate 2(12.5%) 2(12.5%) 75% range of motion.
Total 13(81.3%) 3(18.7%) 16(100%) Good : Patients have only minimal pain and ambu-
late independently with one or two cases.
The range of motion is over 50%
A = Fair : Patients have moderate pain on weight bear-
< ing and can walk only short distance with
assistance. The range of motion is less than
1. FAI712H 50%.

AY 6L HA 480 L7A 2 FF 1670
YolAqt}(Table 7).
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Nedge DAL 1968 AAOSNA A€
Goodwin® ®¥d] wgkti(Table 8).
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Poor : Patients are confined to wheelchair with only
minimal weight bearing.

Table 9. Clinical results (Goodwin)

Criteria No. of cases (%)
Excellent 4(25%)
Good 9(56.4%)
Fair 2(12.5%)
Pooe 1(6.6%)
Total 16(100% )

A¥ao] 54 Unitsol| A Associated fractureA] ol =
2288 A@FL 5 8UnitsBEA & 207} AATH
(Table 10).
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Table 10. Operative time and blood loss during operation

Type of fracture Average operation time Average blood loss
(Minutes) (Unit)
Rowe and Lowell
Inner wall fracture 2% 5 Units
Superior and
bursting fracture Uy 6.2 Units
Letoumel
Transverse fracture 20% 5% Units
Transverse and 64 Units
posterior wall fracture 208
T-shaped fracture 25% 54 Units
Both column fracture 208 5% Units
Table 11. Complications
Type Cases
None 10
Osteoarthritis 2
Osteoarthritis and
nonunion 1
Sciatic nerve
Palsy 1
Wire breakage 1
Infection, Osteonecrosis,
Osteoarthritis and
wire breakage 1
Total 16

Fed 24 #FEGo] 2¢8, A -G ¥ B
&, €% F227% &4, wire breakage, 79 %
4 BEdH WESFFTFEAAAY A wire
breakageZt A3 @7} z+zb 184 AU (Table
11).
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Fig. 1-A.X-ray of an irreducible central {racture-

dislocation of the hip in 33-year-old male.
B.External oblique view of the pelvis following
open reduction and internal fixation with wire.
Note: wiring aroud greater and lesser sciatic
notch. An excellent reduction was
achieved.
C.Radiographs demonstrating solid union and
good congruity 2 years following surgery.
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