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Abstract
Background: The Kocher-Langenbeck (K-L) approach is the standard method for the treatment of
posterior wall or column acetabular fractures. This approach allows direct access to the posterior
structures of the acetabulum, but is limited cranially and caudally by the neurovascular bundle. The
present study was conducted to assess the quality of reduction and the incidence of complications in
patients who underwent the modi�ed “one-incision two-window” K-L approach.

Methods : This is a Retrospective case series with recruited thirteen consecutive patients from 2015 to
2017 who sustained an acute, displaced posterior wall or column acetabular fracture. All patients were
treated with modi�ed “one-incision two-window” K-L approach.

Results: The mean operation time, mean intraoperative blood loss, and mean incision wound length were
estimated to be 103.8 min (60-120 min), 373.1 mL (100-700 mL), and 9.7 cm (8.0-13.0 cm), respectively.
The radiographic quality of reduction was graded as anatomical reduction (maximum residual
displacement [MRD] ≤ 2 mm) in all cases, according to Matta’s criteria. Concerning the incidence of
complications, there were no iatrogenic neurovascular injury, no surgical site infections, and no
osteonecrosis of the femoral head or heterotopic ossi�cation in this cohort. One patient with transverse
posterior wall fracture (group 1) experienced deep vein thrombosis in the lesion leg. Another two patients
with solitary posterior wall fracture (group 2) developed posttraumatic osteoarthritis, with one diagnosed
as Tonnis grade I lesion and the other as Tonnis grade III lesion. With respect to the clinical treatment
outcome, the mean visual analogue scale (VAS), mean modi�ed Harris Hip Score (mHHS) and subjective
satisfaction rate were 1.7 (1.0-2.0), 90.6 (81-100), and 84.6% (80%-90%), respectively. Although there was
no signi�cant difference in the satisfaction rate (82.9% vs. 87.0%, P = 0.941) at 12 months after surgery,
group 1 patients had more increased VAS score (2.0 vs. 1.2, P = 0.016) and more decreased mHHS (87.7
vs. 94.6, P = 0.014) than group 2 patients.   

Conclusions: Our pilot study con�rmed that the “one-incision two-window” K-L approach is a simple, safe,
reliable, and effective way to manage acute, displaced posterior wall or column acetabular fractures.

Level of evidence: Therapeutic study, level IV. 

Full Text
This preprint is available for download as a PDF.
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Figure 1

The modi�ed “one-incision two-window” Kocher-Langenbeck surgical approach. (A) Posterior structures
of the right hip joint. (B) Window 1 (W1) is used for controlling the posterior structures by gently elevating
the short external rotators (SERs) as a �ap, which preserves the medial circum�ex femoral artery (MCFA)
and protects the sciatic nerve (SN). After provisional reduction and �xation, a precontoured long pelvic
reconstruction plate can be slid under the gluteal muscles, in line with the posterior rim of the
acetabulum, spanning from the ischium to the superior wall area. Through this window, the distal end of
the plate is �xed with two screws into its concave bend. (C) Window 2 (W2) is used for governing the
superior wall area by splitting the gluteal muscles, which avoids vigorous retraction and prevents superior
gluteal neurovascular bundle (SGB) injury. Through this window, the proximal plate screws can be applied
accurately and safely in direct view.


