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Table 1. Clinical data for 18 cases of traumatic symphyseal disruption

2R - TAS

Case Age Sex* Mechanism Antgrior Posterior Result
of injury’ injury* fixation injury’ fixation
1 25 M LC Locked symphysis 8-hole plate SI subluxation -) No problem
C unilaterial rami x.
2 2 F APC DL C bilateral rami fx. B-hole plate Sl subluxation (-) Wound infection-revision with
external fixation

3 8 M APC . b 6-hole plate Stjoint Fx/DL Plate No problem

4 82 F APC DL Cbilateralramifx.  10-hole plate Sl joint Fx/DL Plate Early loss of fixation-painful

5 3% M LC Locked symphysis 6-hole plate Sacral Fx (-) No problem

6 3 M APC R DL 6-hole plate (- (-) No problem

7 68 F APC DL C unilateral rami fx. 6-hole plate (-) (-) Early loss of fixation-revision

with supplementary wire
8 27 M APC R DL 5-hole plate Sl subluxation (-) No problem
9 83 F V/S  DLCunilateralramifx.  12-hole plate & Stjoint Fx/DL  Triple plate No problem
tension band wiring

10 32 M APC R DL 5-hole plate St subluxation (-) No problem
11 33 M APC DL C unilateral rami fx. 5-hole plate Sijoint FDL  Triple plate No problem
12 5 M V/S DL Cunilateral rami fx. 5-hole plate Sacral Fx Screws  Fatigue fracture of plate- removed
13 52 M APC DL 6-hole plate St subluxation (-) No problem
14 61 M APC DL 5-hole plate Si subluxation (=) No problem
15 48 M APC DL External fixator with K-wire Sl joint dislocation ~ Screw No problem
16 31 M LC N DL 5-hole plate Sacral Fx (-) Fatigue fracture of plate- removed
17 44 F LC  DLC unilateral rami fx. 8-hole plate with wire  Sacral Fx (-) No problem
18 18 F APC DL C bilateral rami fx. 5-hole plate Sl subluxation (-) Fatigue fracture of plate- removed

*, M=male: F=female; ', Young classification: LC=lateral compression: APC=anteroposterior compression: V/S=vertical shear; ', DL=symphyseal

dislocation; *, Sl=sacroiliac: Fx=fracture: DL=dislocation.
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Fig. 1. Radiographs of a 37-year-old man (Case 5). A: A lateral compression injury resulted in a locked symphysis anteriorly. B: The pos-
terior lesion can be seen only on CT, the black arrow indicates the compressive nature of the sacral fracture. C: A satisfactory reduction
is achieved by anterior plating. D: Postoperative CT shows reduction of compressive nature of the sacral fracture (black arrow).
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Fig. 2. Radiographs of a 68-year-old woman (Case 7). A: Pelvis injuries include symphyseal disruption and a very low fracture of the
anterior column of the left acetabulum. B: Immediate postoperative radiograph shows pelvic ring reduction and internal fixation with
pelvic reconstruction plate. C: Radiograph 3 weeks after surgery shows redisplacement of the fracture with pulled-out plate due to
osteoporotic bone. D: Radiograph shows pelvic ring reduction and refixation with reconstruction plate augmented by circlage wire.
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Fig. 3. Pelvic radiographs of a 63-year-old wormnan (Case 9). A:
Pelvic injuries include a wide separation of symphysis and frac-
tures of the right pubic rami, and a wide fracture-dislocation of left
sacroiliac joint. B: Three-dimensional CT shows marked rotation
and displacement of left hemipelvis. C: Treatment by open reduc-
tion and internal fixation of the symphysis and pubic rami fracture,
and fixation of posterior injury by three reconstruction plates.
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Operative Treatment of Symphyseal Disruption

Byung-Woo Min, M.D. and Si Hyun Jeon, M.D.

Departrment of Orthopedic Surgery, School of Medicine, Keimyung University, Taegu, Korea

Purpose : To evaluate the efficacy of open reduction and internal fixation for disrupted symph-
ysis pubis in unstable pelvic injuries.

Materials and Methods : Eighteen symphyseal disruptions were treated by open reduction and
internal fixation from 1994 to 1998. There were 12 Tile type B and 6 type C injuries. In 12 patients,
anterior fixation was performed whereas six patients were treated by anterior and posterior fixation.
The clinical and radiological results were reviewed retrospectively at a mean of 20.4 months
(range, 12 to 44 months).

Results : The average symphyseal displacement improved from a preoperative value of 37.3
mm (range, 10-87 mm) to a postoperative value of 6.5 mm (range, 2-14 mm). Leg length discrep-
ancy which averaged 11.8 mm (range, 4-30 mm)} preoperatively was decreased to 2.3 mm (range,
0-7 mm) postoperatively. Open reduction and internal fixation was associated with a higher per-
centage of excellent results except in osteoporotic bone. Two patients with osteoporosis had a ioss
of fixation. Compilications were infrequent.

Congclusion : Open reduction and internal fixation are desirable techniques for symphyseal dis-
ruption. But the supplemental wire fixation with plate would be recommended for elderly patients
who show obvious signs of osteoporosis.

Key Words : Pelvic injury, Symphyseal disruption, Open reduction and internal fixation
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