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No clinical advantage of locking over nonlocking plate fixation of 
symphyseal disruptions

Nenhuma vantagem clínica do uso de placas bloqueadas sobre não bloqueadas 
na disjunção da sínfise púbica

 INTRODUCTION

Locking plates have led to important changes in 

fracture management, becoming important tools in 

the orthopedic surgeon’s arsenal1,2. The biomechanical 

principles and design characteristics of the locking plate 

fixation promote biological stabilization while improving 

fixation by converting the shear stress created during 

loading into compressive stress at the screw interface1,3. 

Moreover, the introduction of locking plates coincided 

with the development of minimally invasive fracture 

fixation approaches1,4. Recognizing the general indications 

for use of locking plates and the potential complications 

resulting of implant misapplications are critical for a 

successful outcome2,5,6. Insufficient preoperative planning, 

such as the definition of the correct length and strength 

of the construct, has been pointed out as the main reason 

for failure, particularly when minimally invasive surgery 

is attempted, highlighting the importance of adhering 

to well-established principles of operative fracture 

management and learning how to maximize its clinical 

efficacy in each specific body region2,7,8.
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A B S T R A C TA B S T R A C T

Purpose: although locking plates have led to important changes in fracture management, becoming important tools in the orthopedic 

surgeon’s arsenal, the benefits of locking plates for traumatic diastasis of the pubic symphysis have not been established. This study 

was conducted to assess the quality of life in its different domains among patients with traumatic diastasis of the pubic symphysis 

managed either with locking or nonlocking plate. Methods: a prospective cohort study was undertaken at 3 level 1 trauma centres in 

Brazil. Patients presenting traumatic diastasis of the pubic symphysis treated with plate fixation with a minimum follow-up of 12 months 

were eligible for inclusion. Through a Pfannenstiel approach, the pubic symphysis was reduced and fixed with a superiorly positioned 

4.5mm four to six hole reconstruction locked plate or 3.5mm four to six hole reconstruction nonlocked plate. Posterior injury was 

managed during the same procedure. Outcome measures were adequate healing of the pelvic injuries, return to pre-injury level on daily 

activities, and quality of life at the last follow-up visit. Complications and modes of failure were summarized and reviewed. Bivariate 

linear regression was used to assess individual factors affecting patients’ health-related quality of life. A p value of <5% was considered 

significant. Results: a total of 31 adult patients (29 males and 2 females) were eligible for the study. Thirteen patients were managed 

with a reconstruction locked plate and 18 patients with a nonlocked reconstruction plate. Average postoperative follow-up time was 24 

months. Adequate healing of the pelvic injuries was achieved in 61.5% of patients treated with locking plates and 94.4% of patients 

treated with nonlocking plates (p=0.003). Radiographic failure of fixation with minor complications occurred in 46.1% of patients after 

locked plating versus 11.1% of patients in the nonlocking plate group (p=0.0003). In bivariate analysis, abnormal gait (p=0.007) was 

associated with a reduced long-term quality of life as measured with the EQ-5D-3L. Conclusion: internal fixation of traumatic diastasis 

of the pubic symphysis with locking plates has no clinical advantage when compared to nonlocked plating. Mechanical failure and 

inadequate healing are significantly increased after locked plating of the pubic symphysis. Therefore, we do not recommend routine use 

of locking plates for managing patients presenting traumatic diastasis of the pubic symphysis.

Level of evidence: II (prospective, cohort study).
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Nowadays, the benefits of locking plates for 

traumatic diastasis of the pubic symphysis have not 

been established9. A recent retrospective analysis of a 

prospectively database from a single center showed that 

the use of locking plates for pubic symphysis diastasis 

is safe and effective in allowing patients to weight bear 

early, with a low complication rate and need for re-

operation10. However, many authors have demonstrated 

no biomechanical advantage of locking plates in stabilizing 

the pubic symphysis over nonlocking implants in unstable 

pelvic ring injuries9,11-13.

So far, specific indications for the use of locking 

plates for the pubic symphysis remain to be determined. 

To the best of our knowledge, there is no prospective 

clinical study comparing the outcome of patients treated 

with locking versus nonlocking plate fixation for traumatic 

diastasis of the pubic symphysis. We hypothesized that 

there would be no clinical benefit of internal fixation of 

a traumatic diastasis of the pubic symphysis with locking 

plates compared to nonlocking implants. This study was 

conducted to assess the quality of life in its different 

domains among patients with traumatic diastasis of 

the pubic symphysis managed either with locking or 

nonlocking plate.

 METHODS

Patients and preoperative screening

This is a prospective cohort study carried out 

in three level I trauma centers in Brazil, one university 

hospital and two regional hospitals. Adult patients 

with traumatic pubic symphysis disjunction treated 

with open reduction and fixation with a reconstruction 

plate, with a minimum follow-up of 12 months, were 

included. Patients with incomplete medical records or 

those treated with different fixation methods for the 

anterior pelvic lesion, such as rami lag-screws or double 

plate fixation, were excluded from the study. The study 

was approved by the Research Ethics Committee under 

number 3.397.602, with a substantiated opinion from 

the institutions, and informed consent was obtained 

from all patients.

On admission to the hospital, patients were 

primarily evaluated and clinically and hemodynamically 

stabilized. Secondary evaluation included images of the 

pelvic injury with radiographs in the anteroposterior (AP), 

inlet and outlet views, and computed tomography. Pelvic 

injuries were classified using the Young and Burgess 

classification system14. Preoperative evaluation included 

patient-specific data, past medical history, physical 

examination, and laboratory and imaging studies. The 

mechanism of trauma and associated injuries were 

recorded.

Surgical procedure and in-hospital management

Patients were operated on with intravenous (IV) 

antibiotic administration 30 minutes before surgery. A 

Foley catheter was used to empty the bladder before the 

operation, thus reducing the risk of iatrogenic bladder 

injury. Using a radiolucent table, a Pfannenstiel approach 

was routinely performed to reduce the symphysis 

pubis, avoiding anterior dissection of the pubis. All 

operations were performed by one of three surgeons 

(CSU, LHPS, VG). Symphysis fixation was performed 

using a 4.5mm locked reconstruction plate (Synthes, 

Paoli, USA) with four to six holes (Group 1) or a 3.5mm 

unlocked reconstruction plate (Ostosintese, Jaraguá, 

Brazil) with four to six holes (Group 2). The plate was 

always positioned superiorly to the pubic rami, allowing 

the placement of screws from cranial to caudal. The 

criteria for choosing the type of used plate depended 

on availability, with no randomization or choice by the 

surgeon. Posterior injury was managed during the same 

procedure.

In the postoperative period patients received 

broad-spectrum prophylactic IV antibiotic for 24 hours. 

Pharmacological thromboprophylaxis with 40mg 

subcutaneous enoxaparin was given for three weeks. 

Mechanical thromboprophylaxis was encouraged with 

active and passive joint mobilization, muscular wasting, 

and flat-foot weight bearing as tolerated using two 

crutches or a supportive walker.

Outcome measures

After discharge, patients were seen as outpatient 

at three, six, and 12 weeks, six and 12 months, and once 

per semester after the first year. Outcome measures were 
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(i) adequate healing of the pelvic injuries, (ii) return to pre-

injury level on daily activities, and (iii) quality of life at the 

last follow-up visit. During the follow-up visits, clinical and 

radiographic evaluations were used to allow patients to 

progressively increase weight bearing and return to their 

full activities. Adequate healing of the pelvic injuries was 

defined as low pain level and static radiographic findings 

on sequential follow-up radiographs more than six weeks 

apart at six months post-injury15.

Complications and modes of failure were 

observed and documented. Complications were classified 

as major, defined as complete loss of the anterior pelvic 

fixation requiring reoperation, and minor, defined as 

loosening of screws, broken screws, or broken plates not 

requiring any further surgical procedure. Return to the 

pre-injury level to daily activities was assessed according to 

the using a modification of the proposed criteria by Peek 

et al. modified16, as “definitely unable to return”, “ able, 

but not to the pre-injury level” and “at the same level 

as before the injury”. Quality of life was assessed using 

the EuroQol 5-dimensional 3-level questionnaire (EQ-5D-

3L)17,18, which consists of a descriptive system covering 

five dimensions (mobility, self-care, usual activities, pain/

discomfort, and anxiety/depression) with three levels in 

each (no problems, moderate problems, and extreme 

problems).

Statistical analysis

Data were presented using absolute numbers 

with percentages (%) for dichotomous and categorical 

variables. Bivariate linear regression was used to assess 

individual factors affecting patients’ health-related quality 

of life. A p value of <5% was considered significant.

.

 RESULTS

A total of 31 adult patients (29 men and 2 

women) were eligible for the study. Mean age was 

36.1 years (ranging from 16–64 years). Twenty-

two injuries were classified as type II anteroposterior 

compression (APC), six injuries as type III APC, and three 

injuries as vertical shear (VS). Two (6.4%) patients had 

bilateral injuries. Age, sex, and type of injury did not 

differ significantly between groups (p>0.05). Patient 

demographic information and injury characteristics are 

presented in Table 1.

Table 1. Demographic information of patients and characteristics of the lesions.

Patient Gender Age (in years) Mechanism of injury Classification Associated
injuries

1 M 54 Hit by car APC-II Y

2 M 16 Fall from bicycle APC-II Y

3 M 34 MVA APC-II Y

4 M 22 MCA APC-II Y

5 M 34 MCA APC-II N

6 M 49 MCA APC-II Y

7 M 37 MCA APC-II N

8 M 57 MCA APC-II Y

9 M 37 MCA APC-II Y

10 M 47 Fall from horse APC-II N

11 M 28 Fall from motorcycle APC-III N

12 M 24 MCA APC-II N

13 M 62 Hit by motorcycle APC-II Y

14 M 60 Fall from scaffold APC-III N
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Thirteen patients had the symphysis disruption 

stabilized with a 4.5mm locked reconstruction plate 

(Group 1) and 18 patients with a 3.5mm unlocked 

reconstruction plate (Group 2). Posterior fixation was 

performed with one or two sacroiliac or transiliac screws 

percutaneously (n=27), double anterior plate using an 

Olerud approach (n=3), or a transiliac posterior tension-

band plate (n=1).

The healing of the pubic symphysis injury was 

considered adequate in eight (61.5%) patients in Group 

1 and in 17 (94.4%) patients in Group 2 (p=0.003). There 

were no cases of surgical wound infection. Radiographic 

fixation failure with minor complications occurred in six 

(46.1%) patients in Group 1, four (30.8%) due to screw 

loosening and two (15.4%) due to screw breakage, and 

in two (11.1%) patients in Group 2 (p=0.0003), both 

due to loosening of the implant (Figure 1). There were 

no major complications in both groups. No patients 

required implant removal or revision operation.

Mean postoperative follow-up time was 

24 months (ranging from 12–40 months), with no 

significant difference between groups (p>0.05). 

According to Peek et al. modified criteria, nine 

(69.2%) patients in Group 1 and 14 (77.8%) in Group 

2 reported being “able to perform daily tasks, but not 

at the same pre-injury level” or “able to perform daily 

tasks at the same level as before the injury” (p>0.05). 

Four (30.8%) patients in Group 1 and 4 (22.2%) in 

Group 2 reported moderate problems related to 

mobility and usual activities (p=0.078). All patients 

with gait disorders required some type of support 

device for walking, such as canes, crutches or walkers, 

or even the use of ankle-foot orthosis. No patients 

reported “no problems” or “extreme problems” in 

all five dimensions of the EQ-5D-3L. In the bivariate 

analysis, gait abnormality (p=0.007) was directly 

associated with reduced long-term quality of life as 

measured by the EQ-5D-3L.

Patient Gender Age (in years) Mechanism of injury Classification Associated
injuries

15 M 34 Fall from motorcycle APC-II N

16 M 40 Fall from motorcycle APC-III N

17 M 27 Crushed by car VS Y

18 F 22 Hit by car APC-II Y

19 M 27 MCA APC-III Y

20 M 16 Fall from motorcycle APC-II Y

21 M 36 MVA VS N

22 M 31 MCA VS R / APC-III L N

23 M 32 Fall from scaffold APC-II Y

24 M 28 Fall from motorcycle APC-II Y

25 M 32 Fall from motorcycle APC-II Y

26 M 27 Fall from motorcycle APC-II bilateral N

27 M 30 Fall from motorcycle APC-III N

28 M 40 Hit by car APC-II Y

29 M 64 Hit by car APC-II Y

30 F 33 Fall from motorcycle APC-II N

31 M 39 MCA APC-III Y
Source: HT, IOT, and HMMC, 2020. Legends: M – male; F – female; MVA – motor vehicle accident; MCA – motorcycle accident; APC – antero-poste-

rior compression; VS – vertical shearing; R – right; L – left; Y – yes; N – no.
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to anteroposterior shear than non-locked plates, 

there is a higher rate of early loosening and risk of 

osteosynthesis failure9,11-13,19,20. This is probably because 

the physiological movements and deforming forces in 

the pubic symphysis are still not clearly understood, 

making the amount of rigidity of the pubic symphysis-

plate construct an open question15,21,22. In the present 

study, 46.1% of the patients had pubic symphysis 

fixation failure after osteosynthesis with a locked 

plate, against 11.1% of failures in patients fixed with 

an unlocked plate. Our finding can be explained, at 

least partially, by the greater capacity to support cyclic 

loads when the pubic symphysis is fixed more flexibly 

compared to more rigid constructions23. Therefore, it 

seems reasonable to choose an unlocked implant for 

fixation of the traumatic injury to the pubic symphysis. 

Interestingly, it has been shown that more than 30% 

Figure 1. A. Postoperative radiographic views in AP, inlet, and outlet of the pelvis of a 22-year-old male patient who suffered type II APC injury 
after a motorcycle accident. The patient was operated on, and the pubic symphysis was fixed with a 4.5mm locked reconstruction plate. The 
sacroiliac joint injury was treated with a 7.0mm cannulated screw and washer in S1. B. AP, inlet, and outlet radiographs of the same patient 
taken at the last outpatient follow-up assessment showing adequate healing of the pelvic lesion despite a broken screw on the right side of the 
pubic symphysis.

 DISCUSSION

In the present study, there was no advantage 

of the internal fixation of the traumatic diastasis of the 

pubic symphysis with locked plates compared to non-

locked implants. There was a significant increase in 

the risk of mechanical failure and clinical complaints 

after osteosynthesis of the pubic symphysis with a 

locked plate. As a result, adequate healing of the 

anterior pelvic injury was seen in only 61.5% of 

patients treated with locked plates versus 94.4% of 

those treated with unlocked plates.

Our findings are consistent with what has 

been reported clinically and biomechanically about 

the use of the locked plate for fixation of the pubic 

symphysis disruption. Although, in general, locked 

plate systems have greater mechanical strength 



6

Rev Col Bras Cir 48:e20213122

Uliana
No clinical advantage of locking over nonlocking plate fixation of symphyseal disruptions

of patients undergoing osteosynthesis of the pubic 

symphysis with a plate, regardless of the type of 

implant used, show radiological signs of loosening of 

the implant during the first postoperative year, with 

loose or broken screws15,24. However, surgical revision 

is rarely indicated for removal of implants or revision 

of osteosynthesis, and most patients return to their 

previous level of daily activities15,24-26.

The length of the unlocked plate remains 

a matter of debate. Previous studies have suggested 

that fixation of the pubic symphysis with an 

unlocked two-hole plate satisfactorily restores the 

anterior component of the pelvic ring, allowing for 

physiological movements of the pubic symphysis27,28. 

However, more recent Sagi and Papp showed 

a significantly higher rate of fixation failure and 

malunion after pubic symphysis osteosynthesis with a 

two-hole unlocked plate compared to longer unlocked 

plates, suggesting that excessive movement before 

ligament healing produces supraphysiological load, 

leading to hemipelvis displacement25. Other authors 

have shown that, in addition to the use of longer 

unlocked plates, adequate restoration of pelvic ring 

congruence and stabilization of the sacroiliac joint, 

even in rotationally unstable lesions, decrease the rate 

of fixation failure and healing problems of the anterior 

component20,24,29,30. This finding confirms the evidence 

that a degree of physiological anterior pelvic movement 

may be desirable, provided there is sufficient posterior 

support20,29. In our study, regardless of the type of 

pubic symphysis fixation, the posterior injury was fixed 

in all patients, which may be implied in the absence 

of major complications, including implant removal and 

revision operation.

In the present study, gait abnormality was 

associated with reduced long-term quality of life as 

measured by the EQ-5D-3L. According to modified 

criteria by Peek et al., 69.2% of patients in Group 1 

and 77.8% in Group 2 saying they were at the same 

level or almost at the same level as before the injury, 

and no patients in both groups reported extreme 

problems in all five dimensions of the EQ-5D-3L. Some 

authors have reported that, despite an anatomical 

reconstruction of the pelvic ring, many patients are 

unable to recover their pre-injury functional and quality 

of life level18,21,31,32. Borg et al. found substantially lower 

quality of life in the physical and mental domains after 

two years of follow-up of patients undergoing pelvic 

ring fixation, who had radiological results considered 

satisfactory31. Several factors have been related to 

unfavorable outcomes that lead to decreased quality 

of life in these patients despite adequate reduction and 

stabilization of the pelvis, including sexual dysfunction, 

dyspareunia, persistent urinary and fecal incontinence, 

chronic low back pain, cosmetic dissatisfaction, and 

post-traumatic stress syndrome18,31-36. In the current 

study we did not observe a direct relationship between 

the used implants in the fixation of the pubic symphysis 

and the occurrence of any of these factors. 

The main strength of our study is its 

prospective character, which allowed to evaluate 

in a controlled way two groups that are very similar 

demographically,  and to adopt a standardized surgical 

technique, basically differing in the fixation implant 

used in pubic symphysis injuries, whether locked or 

non-locked. On the other hand, some limitations can 

be observed in the current design, in particular the use 

of a non-specific locking plate system for the fixation 

of the anterior pelvic lesion, the lack of randomization 

for the inclusion of patients in both groups, with 

this definition being dependent the availability of 

the locked implant in only one of the hospitals 

participating in the study, and the small number of 

patients, which potentially reduces the impact of our 

findings. Nevertheless, our findings did not show any 

clinical advantage of internal fixation of the traumatic 

disruption of the pubic symphysis with locked plates 

compared to unlocked implants, which confirms 

previous observations by other authors.

 CONCLUSION 

Internal fixation of the traumatic symphysis 

pubis disruption with locked plates has no clinical 

advantage when compared with unlocked plates. 

Mechanical failure of fixation and inadequate healing are 

significantly increased after the use of locked implants in 

the pubic symphysis. Therefore, we do not recommend 

the routine use of locked plates for the treatment of 

patients with traumatic pubic symphysis disjunction.



7

Rev Col Bras Cir 48:e20213122

Uliana
No clinical advantage of locking over nonlocking plate fixation of symphyseal disruptions

 REFERENCES

1.  Gueorguiev B, Lenz M. Why and how do locking 

plates fail? Injury. 2018;49 Suppl 1:S56–S60. 

doi:10.1016/S0020-1383(18)30305-X.

2.  Hunt SB, Buckley RE. Locking plates: a current 

concepts review of technique and indications 

for use. Acta Chir Orthop Traumatol Cech. 

2013;80(3):185–191.

3. Cordey J, Borgeaud M, Perren SM. Force transfer 

between the plate and the bone: relative 

importance of the bending stiffness of the 

screws friction between plate and bone. Injury. 

2000;31 Suppl 3:C21–8. doi:10.1016/s0020-

1383(00)80028-5.

4.  Augat P, von Rüden C. Evolution of fracture 

treatment with bone plates. Injury. 2018;49 Suppl 

1:S2–S7. doi:10.1016/S0020-1383(18)30294-8.

5.  Kanakaris NK, Giannoudis PV. Locking 

plate systems and their inherent hitches. 

Injury. 2010;41(12):1213–9. doi:10.1016/j.

injury.2010.09.038.

6.  Miranda MA. Locking plate technology and its role 

in osteoporotic fractures. Injury. 2007;38 Suppl 

3:S35–9. doi:10.1016/j.injury.2007.08.009.

7.  Bel JC. Pitfalls and limits of locking plates. Orthop 

Traumatol Surg Res. 2019;105(1S):S103–S109. 

doi:10.1016/j.otsr.2018.04.031.

8.  Smith WR, Ziran BH, Anglen JO, Stahel PF. Locking 

plates: tips and tricks. J Bone Joint Surg Am. 

2007;89(10):2298–307. doi:10.2106/00004623-

200710000-00028.

9.  Moed BR, O’Boynick CP, Bledsoe JG. Locked versus 

standard unlocked plating of the symphysis pubis 

in a Type-C pelvic injury: a cadaver biomechanical 

study. Injury. 2014;45(4):748–751. doi:10.1016/j.

injury.2013.11.017.

10.  Kankanalu P, Orfanos G, Dwyer J, Lim J, Youssef 

B. Can locking plate fixation of symphyseal 

disruptions allow early weight bearing? Injury. 

2020;S0020-1383(20)30169-8. doi:10.1016/j.

injury.2020.02.094.

11.  Daily BC, Chong AC, Buhr BR, Greeson CB, Cooke 

FW. Locking and nonlocking plate fixation pubic 

symphysis diastasis management. Am J Orthop 

(Belle Mead NJ). 2012;41(12):540–5.

12.  Grimshaw CS, Bledsoe JG, Moed BR. Locked 

versus standard unlocked plating of the pubic 

Justificativa e Objetivo: embora as placas bloqueadas tenham levado a mudanças importantes no tratamento de fraturas, 
tornando-se ferramentas importantes no arsenal do cirurgião ortopédico, os benefícios para a fixação da lesão da sínfise púbica não 
foram adequadamente estabelecidos. Este estudo foi realizado para avaliar a qualidade de vida em diferentes domínios de pacientes 
com disjunção traumática da sínfise púbica tratados com placas bloqueadas e não bloqueadas. Métodos: trata-se de estudo de 
coorte prospectivo, realizado em três centros de trauma nível 1, no Brasil. Foram elegíveis para inclusão no estudo pacientes com 
disjunção traumática da sínfise púbica tratados com redução aberta e fixação interna com placa, com seguimento mínimo de 12 
meses. Por meio de abordagem de Pfannenstiel, a sínfise púbica foi reduzida e fixada com uma placa bloqueada de reconstrução 
de 4,5mm de quatro a seis orifícios posicionada superiormente ou com uma placa não bloqueada de reconstrução de 3,5mm de 
quatro a seis orifícios. A lesão pélvica posterior foi tratada durante o mesmo procedimento. Os desfechos analisados na última 
visita de acompanhamento foram cicatrização da lesão pélvica, retorno às atividades diárias para nível pré-lesional e qualidade 
de vida. Complicações e modos de falha foram observados e descritos. Foi utilizada regressão linear bivariada na avaliação dos 
fatores individuais que afetaram a qualidade de vida relacionada à saúde dos pacientes, com valor p<5% considerado significativo. 
Resultados: foram incluídos no estudo 31 pacientes adultos (29 homens e 2 mulheres). Treze pacientes foram tratados com placa 
de reconstrução bloqueada e 18 com placa de reconstrução não bloqueada. O tempo médio de seguimento pós-operatório foi de 
24 meses. A cicatrização adequada da lesão do anel pélvico foi alcançada em 61,5% dos pacientes tratados com placas bloqueadas 
e em 94,4% dos pacientes tratados com placas não bloqueadas (p=0,003). Falha radiográfica de fixação com complicações menores 
ocorreu em 46,1% dos pacientes tratados com placa bloqueada contra 11,1% dos pacientes no grupo de placas não bloqueadas 
(p=0,0003). Na análise bivariada, marcha anormal (p=0,007) foi associada à redução da qualidade de vida em longo prazo, medida 
com o EQ-5D-3L, embora não tenha sido observada relação direta destas com os implantes utilizados. Conclusão: a fixação interna 
da disjunção traumática da sínfise púbica com placas bloqueadas não apresenta vantagem clínica quando comparada com placas 
não bloqueadas. Falha mecânica e cicatrização inadequada aumentam significativamente após o uso de placas bloqueadas na sínfise 
púbica. Portanto, não recomendamos o uso rotineiro de placas bloqueadas para o tratamento de pacientes com disjunção traumática 
da sínfise púbica.

Nível de evidência: II (estudo de coorte prospectivo).

Palavras-chave: Sínfise Pubiana. Fixação Interna de Fraturas. Dor Pós-Operatória. Falha de Tratamento. Qualidade de Vida.

R E S U M OR E S U M O



8

Rev Col Bras Cir 48:e20213122

Uliana
No clinical advantage of locking over nonlocking plate fixation of symphyseal disruptions

symphysis: a cadaver biomechanical study. J 

Orthop Trauma. 2012;26(7):402–6. doi:10.1097/

BOT.0b013e31822c83bd.

13.  Moed BR, Grimshaw CS, Segina DN. Failure 

of locked design-specific plate fixation of the 

pubic symphysis: a report of six cases. J Orthop 

Trauma. 2012;26(7):e71–5. doi:10.1097/

BOT.0b013e31822c8396.

14.  Young JW, Burgess AR, Brumback RJ, Poka 

A. Pelvic fractures: value of plain radiography 

in early assessment and management. 

Radiology. 1986;160(2):445–51. doi:10.1148/

radiology.160.2.3726125.

15.  Collinge C, Archdeacon MT, Dulaney-Cripe E, 

Moed BR. Radiographic changes of implant failure 

after plating for pubic symphysis diastasis: an 

underappreciated reality? Clin Orthop Relat Res. 

2012;470(8):2148–53. doi:10.1007/s11999-012-

2340-5.

16.  Peek J, Kremo V, Beks R, van Veelen N, Leiser 

A, Link BC, et al. Long-term quality of life and 

functional outcome after rib fracture fixation. Eur 

J Trauma Emerg Surg. 2020 Sep 2. doi:10.1007/

s00068-020-01470-6.

17.  Ascef BO, Haddad JPA, Álvares J, Guerra AA 

Junior, Costa EA, Acurcio FA, et al. Health-related 

quality of life of patients of Brazilian primary health 

care. Rev Saude Publica. 2017;51(suppl 2):22s. 

doi:10.11606/S1518-8787.2017051007134.

18.  Harvey-Kelly KF, Kanakaris NK, Obakponovwe 

O, West RM, Giannoudis PV. Quality of life and 

sexual function after traumatic pelvic fracture. J 

Orthop Trauma. 2014;28(1):28–35. doi:10.1097/

BOT.0b013e31828fc063.

19.  Godinsky RJ, Vrabec GA, Guseila LM, Filipkowski 

DE, Elias JJ. Biomechanical comparison of locked 

versus non-locked symphyseal plating of unstable 

pelvic ring injuries. Eur J Trauma Emerg Surg. 

2018;44(2):179–84. doi:10.1007/s00068-016-

0661-x.

20.  Stuby FM, Lenz M, Doebele S, Agarwal Y, 

Skulev H, Ochs BG, et al. Symphyseal fixation 

in open book injuries cannot fully compensate 

anterior SI joint injury-A biomechanical study 

in a two-leg alternating load model. PLoS One. 

2017;12(11):e0184000. doi:10.1371/journal.

pone.0184000.

21.  Meissner A, Fell M, Wilk R, Boenick U, Rahmanzadeh 

R. Zur Biomechanik der Symphyse. Welche 

Kräfte führen zur Mobilität der Symphyse unter 

physiologischen Bedingungen? Unfallchirurg. 

1996;99(6):415–21.

22.  Walheim G, Olerud S, Ribbe T. Mobility of the pubic 

symphysis. Measurements by an electromechanical 

method. Acta Orthop Scand. 1984;55(2):203–8. 

doi:10.3109/174536 78408992338.

23.  Stuby FM, Doebele S, Agarwal Y, Windolf M, 

Gueorguiev B, Ochs BG. Influence of flexible 

fixation for open book injury after pelvic trauma-

-a biomechanical study. Clin Biomech (Bristol, 

Avon). 2014;29(6):657–63. doi:10.1016/j.

clinbiomech.2014.04.010.

24.  Putnis SE, Pearce R, Wali UJ, Bircher MD, Rickman 

MS. Open reduction and internal fixation of a 

traumatic diastasis of the pubic symphysis: one-year 

radiological and functional outcomes. J Bone Joint 

Surg Br. 2011;93(1):78–84. doi:10.1302/0301-

620X.93B1.23941.

25.  Sagi HC, Papp S. Comparative radiographic 

and clinical outcome of two-hole and 

multi-hole symphyseal plating. J Orthop 

Trauma. 2008;22(6):373-8. doi:10.1097/

BOT.0b013e31817e49ee.

26.  Tornetta P 3rd, Templeman DC. Expected 

outcomes after pelvic ring injury. Instr Course 

Lect. 2005;54:401-7.

27.  Lange RH, Hansen ST Jr. Pelvic ring disruptions with 

symphysis pubis diastasis. Indications, technique, 

and limitations of anterior internal fixation. Clin 

Orthop Relat Res. 1985;(201):130–7.

28.  Webb LX, Gristina AG, Wilson JR, Rhyne AL, 

Meredith JH, Hansen ST Jr. Two-hole plate fixation 

for traumatic symphysis pubis diastasis. J Trauma. 

1988;28(6):813–7. doi:10.1097/00005373-

198806000-00016.

29.  Avilucea FR, Whiting PS, Mir H. Posterior fixation 

of APC-2 pelvic ring injuries decreases rates of 

anterior plate failure and malunion. J Bone Joint 

Surg Am. 2016;98(11):944–51. doi:10.2106/

JBJS.15.00723.



9

Rev Col Bras Cir 48:e20213122

Uliana
No clinical advantage of locking over nonlocking plate fixation of symphyseal disruptions

Received in: 06/07/2021

Accepted for publication: 30/08/2021

Conflict of interest: no.

Funding source: no.

Mailing address:
Vincenzo Giordano

E-mail: v_giordano@me.com

30.  Osterhoff G, Ossendorf C, Wanner GA, Simmen 

HP, Werner CM. Posterior screw fixation 

in rotationally unstable pelvic ring injuries. 

Injury. 2011;42(10):992–6. doi:10.1016/j.

injury.2011.04.005.

31.  Borg T, Berg P, Fugl-Meyer K, Larsson S. Health-

related quality of life and life satisfaction in 

patients following surgically treated pelvic ring 

fractures. A prospective observational study with 

two years follow-up. Injury. 2010;41(4):400–4. 

doi:10.1016/j.injury.2009.11.006.

32.  Odutola AA, Sabri O, Halliday R, Chesser TJ, Ward 

AJ. High rates of sexual and urinary dysfunction 

after surgically treated displaced pelvic ring 

injuries. Clin Orthop Relat Res. 2012;470(8):2173–

84. doi:10.1007/s11999-012-2257-z.

33.  Giordano V, Koch HA, Gasparini S, Serrão de 

Souza F, Labronici PJ, do Amaral NP. Open pelvic 

fractures: review of 30 cases. Open Orthop J. 

2016;10:772-8. doi:10.2174/187432500161001

0772.

34.  Harwood PJ, Grotz M, Eardley I, Giannoudis 

PV. Erectile dysfunction after fracture of the 

pelvis. J Bone Joint Surg Br. 2005;87(3):281–90. 

doi:10.1302/0301-620x.87b3.15662.

35.  Baessler K, Bircher MD, Stanton SL. Pelvic floor 

dysfunction in women after pelvic trauma. BJOG. 

2004;111(5):499–502. doi:10.1111/j.1471-

0528.2004.00120.x.

36.  Tonetti J, Cazal C, Eid A, Badulescu A, Martinez 

T, Vouaillat H, et al. Neurological damage in 

pelvic injuries: a continuous prospective series 

of 50 pelvic injuries treated with an iliosacral 

lag screw. Rev Chir Orthop Reparatrice Appar 

Mot. 2004;90(2):122–31. doi:10.1016/S0035-

1040(04)70033-1.


