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F
ractures of the posterior wall of

the acetabulum are common,

constituting approximately

25% of all acetabular fractures [2]. In

addition, their diagnosis is straightfor-

ward using standard plain radiographs

and CT scans. However, rather than

consisting of one uncomplicated frac-

ture fragment, the majority of posterior

wall fractures present in combination

with intraarticular free fragments and/

or fragments of the articular surface

that are impacted into the underlying

cancellous bone along the margin of

the posterior wall fracture line (mar-

ginal impaction) [2, 4, 5]. These

comminuted intraarticular fractures

(Fig. 1A–B) are challenging surgical

cases, with many investigators report-

ing an unsatisfactory outcome in

approximately 30% of cases [3, 6].

The most-crucial determinant of

clinical success is the accuracy of the

fracture reduction [2, 3, 5]. Neverthe-

less, maintaining reduction of

intraarticular fracture fragments until

solid union takes place is challenging.

For extensive comminution, it is more

demanding to maintain anatomical

reduction unless additional support is

provided for the intercalary osteo-

chondral fragments. In addition, as the

overlying posterior wall component is

reduced, shifting of the potentially

mobile interposed osteochondral frag-

ments may occur. However, the use of

a two-level reconstruction technique

appears to provide the necessary

stable fixation and is associated with

the best results in terms of the inci-

dence of posttraumatic osteoarthritis

and clinical outcome [1, 4, 5].

After the surgical approach is

completed, exposing the posterior wall

and column and clearing the joint of

debris, each intraarticular fragment is

carefully delineated. In the usual

technique, the free osteochondral

articular fragments and marginally

impacted ones are reduced using the

femoral head as a template and any

remaining underlying bony defect is

filled with structural bone graft mate-

rial (Fig. 2). With the two-level

technique, these intraarticular frag-

ments are provisionally held in place

with 1.6-mm Kirschner wires followed

by application of the bone graft mate-

rial (Fig. 3A–B). For definitive

fixation, the Kirschner wires are sub-

sequently exchanged for 2.0-mm mini-

screws or, preferably, 1.5-mm bioab-

sorbable pegs (Fig. 4), commonly

being approximately 40 mm in length.

Multiple wires can be inserted in large

osteochondral fragments, allowing

sequential exchange to the definitive

fixation and thereby minimizing the

risk of reduction loss during the
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exchange procedure. Reduction and

fixation of the overlying posterior wall

fragment (Fig. 5A–B) can follow

without fear of displacing the under-

lying osteochondral components,

completing the two-level fixation

construct [1]. In this way, the best

results can be attained.
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Fig. 1 (A) An intraoperative
photograph shows the femoral
head (f) and an impacted and
slightly comminuted articular
surface with the underlying
compressed cancellous bone
(c). (B) A diagrammatic
illustration shows a posterior
wall acetabular fracture with
marginal impaction and an
osteochondral free fragment.
(Published with permission
from Berton R. Moed MD).

Fig. 2 A diagrammatic illustration after fracture fragment reduction and bone grafting is
shown. (Published with permission from Berton R. Moed MD).
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Fig. 3A–B (A) An
intraoperative photograph and
(B) a diagrammatic illustration
after fracture fragment
reduction, temporary Kirschner
wire fixation, and bone grafting
are shown. (Published with
permission from Berton R.
Moed MD).

Fig. 4 A diagrammatic illustration after exchange of the Kirschner wire for a 1.5-mm bio-
absorbable peg is shown. (Published with permission from Berton R. Moed MD).
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Fig. 5A–B (A) An intraoperative photograph shows the overlying posterior wall fragment reduced and held with the straight ball-spiked
pusher, (B) which is followed, as shown diagrammatically, by its plate and screw fixation to complete the two-level fixation construct.
(Published with permission from Berton R. Moed MD).
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