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Abstract: The treatment of complex acetabular fractures remains a complicated clinical challenge.
Our self-designed novel anatomical locking guide plate (NALGP) has previously shown promising
potential in T-shaped acetabular fractures (TAF), but a direct comparison with conventional fixations
is yet to be made. The TAF model was established based on a volunteer’s computer tomography
data and then fixed with double column locking plates (DLP), a posterior column locking plate
with anterior column screws (LPACS), and our NALGP. Forces of 200 N, 400 N, and 600 N were
then loaded on the model vertically downward, respectively. The stress distribution and peaks and
maximum displacements at three sites were assessed. We found that the stress area of all three
plates was mainly concentrated around the fracture line, while only the matching screws of the
NALGP showed no obvious stress concentration points. In addition, the NALGP and DLP showed
significantly less fracture fragment displacement than the LPACS at the three main fracture sites. The
NALGP was found to have less displacement than DLP at the posterior column and ischiopubic
branch sites, especially under the higher loading forces of 400 N and 600 N. The fixation stability of
the NALGP for TAF was similar to that of DLP but better than that of LPACS. Moreover, the NALGP
and its matching screws have a more reasonable stress distribution under different loads of force and
the same strength as the LPACS.

Keywords: acetabulum; internal fixators; fractures; finite element analysis

1. Introduction

Recently, with the development of a mechanized society and an increasingly aging
population, the incidence of acetabular fracture has risen [1,2]. To address complex acetabu-
lar fractures, such as those that are T-shaped, the most effective approach is to employ rigid
internal fixation utilizing a range of internal fixation devices, which is widely accepted as
the definitive treatment [3–6]. However, achieving satisfactory anatomical reduction and
fixation is challenging considering the complexity of the anatomy of the pelvis [7,8].

The development of novel internal fixation devices for acetabular fractures has been
the focus of in-depth and ongoing study [9], including locking plates, which have become
increasingly popular in recent years [10,11]. In particular, the locking steel plate achieves
a secure connection to the screw via its locking screw hole. This offers angular stability,
screw extraction resistance, and single cortical fixation, resulting in a more stable and
reliable bone fixation in orthopedic surgeries [12]. At present, the customary surgical
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intervention for intricate acetabular fractures that implicate both the anterior and posterior
columns, such as T-shaped acetabular fractures (TAF), is to secure the double columns
with steel plates [13,14]. These classic double column locking plates (DLP) can provide
sufficient biomechanical stability. However, a combined anterior and posterior approach
is required [15], which may result in extensive secondary trauma and more postoperative
complications [16–19]. The incidence of heterotopic ossification after acetabular surgery
is as high as 25.6% [20,21], which may be inextricably linked to the complexity of surgical
incision. Therefore, an increasing number of surgeons have begun to use a single-incision
surgical approach that can fix the plate to one column through a unilateral approach
and fix the opposite column using lag screws [22–26]. For example, a posterior column
locking plate with anterior column screws (LPACS) showed reduced trauma using the
single-incision approach [27]. Nonetheless, the biomechanical strength and stability of
this internal fixation mode may be less than DLP fixation [28]. Furthermore, there are
fewer anatomical landmarks for reference when inserting the anterior column lag screw,
increasing the difficulty of surgery.

Additionally, the morphology of the acetabulum surface is very complicated due to
the particular structure of the pelvic bone [29]. Therefore, the plates of the two fixation
methods mentioned above cannot be completely attached to the acetabulum. Since the
direction of the locking plate screw is fixed, excessive pre-bending and shaping of the steel
plate can cause the screw to deviate from the expected direction, which would increase
the possibility of the screw penetrating into the pelvic cavity and damaging important
organs. Moreover, surgeons may be forced to abandon the locking screw due to thread
deformation, which may affect the strength of the fixation and even lead to the fracture
shifting again [30].

Previously, we established a systematic database of Chinese acetabular morphology
based on cloud data collected from 171 computed tomography (CT) models [31,32]. This
database was employed to standardize measurements and calculations for various acetabu-
lar, ultimately resulting in the determination of the average morphology of the posterior
column surface of the acetabulum [number ZL200910087252.1, CN PAT]. Following this,
our team designed and manufactured a novel anatomical locking guide plate (NALGP)
with screw-hole threads for the treatment of complex acetabular fractures involving both
columns [number ZL201620858267.9, CN PAT]. Specifically, using a minimally invasive
single posterior approach, the NALGP can be strictly attached to the posterior column
surface without pre-bending and shaping. When the NALGP is attached, various screws
can be inserted into the screw holes at pre-determined angles, greatly reducing the potential
for damage to the joints and proximal soft tissues. In accordance with the findings of Gu-
sic et al. [33], it facilitates stable screw fixations in the ideal acetabular sites and can provide
strong internal fixation through a single posterior approach. Furthermore, the NALGP
could provide adequate fixation of both the anterior and posterior columns simultaneously
through the use of two types of screws (anterior column screws and magic screws). An
inverted Y-shaped structure would then be formed by the NALGP and two screws to
maximize the reconstruction of the normal acetabular anatomical structure [34,35].

No direct comparison between our novel plate and traditional internal fixations in TAF
has been conducted to date. Moreover, research models for the evaluation of biomechanical
stability have mostly focused on several easily modeled fracture types, whereas research
on complex acetabular fractures involving two columns is scarce. Consequently, here,
we utilized the finite element method to establish a representative TAF model. Then we
determined which treatment method was more conducive to anatomical reduction and
strong fixation after TAF among DLP, LPACS, and NALGP.

2. Methods
2.1. Three-Dimensional Modeling of the TAF

The DICOM data from a 48-year-old male volunteer’s CT were imported into Mimics
software (version 16.0, Materialise Company, Leuven, Belgium); coronal, sagittal, and



Life 2023, 13, 2108 3 of 12

transverse planes were defined. The software’s dynamic area growth method was used to
establish a three-dimensional model of the normal acetabulum (half pelvis) and TAF [36]
(Figure 1A). This accurate geometric model was built based on the bone contour in Mimics
as previously stated [37,38].
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Figure 1. Three-dimensional models of both normal acetabulum and T-shaped acetabular fractures
(TAF): (A) The normal acetabulum model (half pelvis) is derived from volunteer imaging data.
(B) The TAF model was constructed according to the Judet and Letournel classification standards.
Fracture lines and fragments are differentiated by different colors.

The TAF model was established according to the Judet and Letournel classification
standards [39]. In brief, the first fracture line started below the anterior inferior iliac spine,
involving the anterior one-third articular surface of the acetabular fossa, and extended
downward to the junction of the pubic ischia. The second fracture line started below the
ischial notch, involving the posterior one-third of the articular surface of the acetabular
fossa, and extended downward to the junction of the pubis and ischia [14,40] (Figure 1B).

2.2. Geometric Modeling of Different Internal Fixations for TAF

Three internal fixation models, namely DLP, LPACS, and NALGP, were created using
the Unigraphis software (Unigraphis Solutions of EDS, Torrance, CA, USA) and are depicted
in Figure 2. The model file assemblies were imported into Hypermesh 10.0 (Altair, Troy, MI,
USA) to perform mesh division and volume network transformation. Grid convergence
analysis was conducted for various sizes, and the resulting nodes and elements for the
different internal fixation methods are presented in Table 1.
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Figure 2. The construction of three distinct internal fixation models for TAF. (A) Double column
locking plates (DLP), (B) Posterior column locking plate with anterior column screws (LPACS),
(C) Novel anatomical locking guide plate (NALGP).

Table 1. The statistics of nodes and elements with or without instruments fixation.

Model
Acetabular Internal Fixations

Nodes Elements Nodes Elements

DLP 188916 1006841 203938 122873
LPACS 187144 1000072 273578 178458
NALGP 188507 1001865 314224 204542

DLP: Double column locking plates; LPACS: Posterior column locking plate with anterior column screws; NALGP:
Novel anatomical locking guide plate.

2.3. Definition of the Boundary Conditions, Material Properties, and the Loading Modes

The boundary conditions, material properties, and loading force were defined using
Abaqus 6.14 software (Dassault Systems, Velizy-Villacoublay, France). Binding was applied
to the contact surfaces between the bone and internal fixation or between devices, while
the contact surface between fracture fragments was defined as friction with a friction
coefficient of 0.2 [41]. Furthermore, the material properties were established by consulting
the pertinent literature [42]. It was postulated that cortical bones, cancellous bones, and
internal fixations were all characterized as continuous and isotropic linear elastic materials.
The specific material properties can be found in Table 2.

Table 2. Bone and internal fixation material properties.

Material Type Elastic Modulus (MPa) Poisson’s Ratio

Cortical bone 12,400 0.3
Cancellous bone 77 0.3

Instrument 110,000 0.3

To facilitate computations, we implemented a rigid fixation of the pubic symphysis
and sacroiliac joint. The model’s boundary condition was established by restricting the
ipsilateral ischial tuberosity and constraining its six degrees of freedom. Patients with
TAF are usually required to perform early partial or complete weight-bearing, thus each
assembly model was subjected to vertical loads of 200 N, 400 N, and 600 N, representing
the forces experienced during partial weight-bearing [43,44], sitting [28], and standing
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postures [45] following surgical intervention. The loading force was directed 45◦ upward
in the coronal plane and 25◦ backward in the sagittal plane.

2.4. Evaluation Index of Three Internal Fixation Methods

The stress distribution, stress peak of the plates and screws, and the displacement of
the fracture ends were assessed under various vertical loads. The stress distribution and
peak values serve as comprehensive indicators of the strength of these instruments, aiding
in the identification of appropriate materials. Furthermore, the displacement of fracture
fragments provides a reliable measure of the stability of internal fixation in TAF [41].

3. Results
3.1. Stress Distribution and Stress Peak

Initially, we conducted an assessment on the strength of the three internal fixations,
and we observed significant differences in the stress distributions of both plates and screws.
Under the loading forces of 200 N, 400 N, and 600 N, the von Mises stress peaks of the plate
in the LPACS were 94.753 MPa, 147.119 MPa, and 210.256 MPa, respectively; the von Mises
stress peaks of the anterior and posterior plates in the DLP were 65.72 and 17.728 MPa, 96.2
and 27.026 MPa, and 128.188 and 39.379 MPa, respectively; and the stress peaks of the novel
plate in the NALGP were 138.671 MPa, 193.503 MPa, and 254.345 MPa, respectively (Table 3
and Figure 3). For the screws under the same loading forces (200 N, 400 N, and 600 N), the
stress peaks of the anterior and posterior screws in the LPACS were 117.542 and 73.648 MPa,
171.201 and 122.547 MPa, and 234.697 and 177.654 MPa, respectively; in the DLP were
45.434 and 12.583 MPa, 68.841 and 26.407 MPa, and 104.805 and 36.421 MPa, respectively;
and in the NALGP were 102.12 MPa, 154.637 MPa, and 215.416 MPa, respectively (Table 4
and Figure 4).

Table 3. The von Mises stress peak of plate among the three groups.

Stress (MPa)

200 N 400 N 600 N

DLP (anterior plate) 65.72 96.2 128.188
DLP (posterior plate) 17.728 27.026 39.379

LPACS (posterior plate) 94.753 147.119 210.256
NALGP (posterior plate) 138.671 193.503 254.345

Table 4. The von Mises stress peak of screws among the three groups.

Stress (MPa)

200 N 400 N 600 N

DLP (anterior screw) 45.434 68.841 104.805
DLP (posterior screw) 12.583 26.407 36.421

LPACS (anterior screw) 117.542 171.201 234.697
LPACS (posterior screw) 73.648 122.547 177.654
NALGP (posterior screw) 102.12 154.637 215.416

3.2. Displacement

Next, we evaluated the maximum displacement of the three main fracture sites,
including the anterior column fracture (ACF) line, posterior column fracture (PCF) line,
and ischia pubic branch fracture (IPBF) line, under the same loads.

At the site of the ACF line under loads of 200 N, 400 N, and 600 N, the maximum
displacements in the LPACS were 0.164 mm, 0.255 mm, and 0.367 mm, respectively; in
the DLP were 0.09 mm, 0.188 mm, and 0.274 mm, respectively; and in the NALGP were
0.145 mm, 0.215 mm, and 0.326 mm, respectively. At the PCF site under the same loading
forces (200 N, 400 N, and 600 N), the maximum displacements in the LPACS were 0.158 mm,
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0.249 mm, and 0.352 mm, respectively; in the DLP were 0.126 mm, 0.227 mm, and 0.306 mm,
respectively; and in the NALGP were 0.113 mm, 0.157 mm, and 0.216 mm, respectively.
Similarly, the maximum displacements under loads at the IPBF in the LPACS were 0.13 mm,
0.225 mm, and 0.341 mm, respectively; in the DLP were 0.117 mm, 0.223 mm, and 0.338 mm,
respectively; and in the NALGP were 0.124 mm, 0.152 mm, and 0.195 mm, respectively
(Table 5 and Figure 5).
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Figure 3. The stress nephogram of plate among the three groups. (A–C) represent the DLP group
under the loading force of 200 N, 400 N, and 600 N, respectively. The top of (A–C) showed the
anterior column plate, while the bottom showed the posterior column plate. (D–F) represent the
LPACS group under the loading force of 200 N, 400 N, and 600 N, respectively. (G–I) represent the
NALGP group under the loading force of 200 N, 400 N, and 600 N, respectively. The red regions in
the plate endured the maximum force, while the blue area underwent the minimum force.
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Figure 4. The stress nephogram of screws among the three groups. (A–C) represent the DLP group
under the loading force of 200 N, 400 N, and 600 N, respectively. The top of (A–C) showed the
anterior column screws, while the bottom showed the posterior column screws. (D–F) represent the
LPACS group under the loading force of 200 N, 400 N, and 600 N, respectively. (G–I) represent the
NALGP group under the loading force of 200 N, 400 N, and 600 N, respectively. The red regions in
the screw endured the maximum force, while the blue area underwent the minimum force.

Table 5. The maximum displacement of fracture at three sites among the three groups.

The Maximum Displacement (mm)

ACF PCF IPBF

200 N 400 N 600 N 200 N 400 N 600 N 200 N 400 N 600 N

DLP 0.090 0.188 0.274 0.126 0.227 0.306 0.117 0.223 0.338
LPACS 0.164 0.255 0.367 0.158 0.249 0.352 0.130 0.225 0.341
NALGP 0.145 0.215 0.326 0.113 0.157 0.216 0.124 0.152 0.195

ACF: Anterior column fracture line; PCF: Posterior column fracture line; IPBF: Ischia pubic branch fracture line.
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Figure 5. The maximum displacement of fractures at three sites. (A–C) represent the DLP group
under the loading force of 200 N, 400 N, and 600 N, respectively. (D–F) represent the LPACS group
under the loading force of 200 N, 400 N, and 600 N, respectively. (G–I) represent the NALGP group
under the loading force of 200 N, 400 N, and 600 N, respectively. The red regions in the hip endured
the maximum displacement, while the blue area underwent the minimum displacement.

4. Discussion

The main features of TAF are the fracture line’s involvement of the anterior and
posterior columns of the acetabulum, that the fractured component loses connection with
the axial bone, and that both columns are separated from each other [2,43]. Ye et al. [14]
overlaid and plotted the fracture lines of 56 T-shaped fractures on a template, then generated
frequency heat maps based on the density of the fracture line distribution. They concluded
that T-shaped fracture lines resembled a “Y” shape rather than a “T” shape. Based on the
distribution area of the high frequency of the fracture line as depicted on the heat map, we
established a representative TAF model [14], which conforms to the classification standards
of Judet and Letournel [39]. It was formed by two independent fracture lines of disjoint
anterior and posterior columns formed in the acetabular fossa. It was a complete low-
position intra-articular fracture involving double columns possessing extremely unstable
biomechanics, which is consistent with one of the typical fracture lines of the TAF described
by Becker et al. [43].

Subsequently, using the finite element analysis method [46], we compared the differ-
ences in stress distribution and stress peak between the NALGP, the traditional DLP, and
the recently widely popular LPACS. Subsequently, we recorded the stress distributions
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along with the stress peaks of the steel plates and screws for analysis. The stress distri-
bution can be used to indicate the ability of plates or screws to resist elastic deformation
when subjected to force, as stress concentration may cause the plate or screw to deform or
even fracture [47]. Under the different loading forces, it can be observed from the stress
nephogram that the stress area of all three plates is mainly concentrated around the fracture
line, while only the screws of the NALGP have no obvious stress concentration points. This
means that the stress distribution of the NALGP is more reasonable and uniform than that
of the other two internal fixation plates and screws. Furthermore, the anterior screw in
the LPACS bears the greatest stress regardless of load, followed by the matching screws in
the NALGP. Under the same load, the NALGP bears the greatest stress, followed by the
LPACS, indicating that the NALGP system can provide sufficient strength.

We compared the maximum displacement of the three main fracture sites under
different loads to assess the stability of different internal fixations. It is well known that
displacement is one of the attributes that reflects the stability of implants. As expected, the
DLP had the smallest anterior column displacement, owing to the greater fixation strength
when the plate was fixed directly to the front column [48]. Regarding the two indirect
fixation systems, the NALGP maintained less displacement than the LPACS, suggesting
that it is a more stable indirect fixation method. Notably, in the posterior column, the
displacement of the NALGP was significantly smaller than that of the others, indicating
that the NALGP has the best fixation stability for the posterior column. This may be related
to the posterior magic screw of the NALGP. The ischiopubic displacement was dependent
on load. Under a load of 200 N, the DLP exhibited the smallest displacement. However, with
an increase in loading force, the NALGP showed the least displacement. This illustrates
that as the loading force increased, the stability advantages of the new steel plate became
more obvious. It should be emphasized that the fixation of the ischiopubic branch was
achieved indirectly as a result of fixing both columns. Therefore, the displacement of
the ischiopubic branch directly reflects the stability of the entire internal fixation device.
In other words, the integral inverted “Y”-shaped fixing structure formed by the anterior
column lag screw and the posterior magic screw of the NALGP has the strongest fixing
effect. Mechanobiology is crucial for fracture healing. Plates typically have a low bending
stiffness, leading to the axial compression of interfragmentary movement (IFM), which may
impact fracture healing [49]. Our research showed that all three groups of internal fixation
devices had a fracture gap displacement of less than 1 mm at varying loads, indicating no
detrimental influence on fracture healing in mechanobiology.

In recent years, locking plates have emerged as a novel method for the treatment
of acetabular fractures owing to their superior angular stability and monocortical screw
fixation. However, because the direction of the screw is fixed, excessive pre-bending and
shaping of the steel plate will cause the screw to deviate from the expected direction, which
increases the possibility that the screw penetrates the pelvic cavity and damages important
organs. Moreover, surgeons may be forced to abandon the locking screw owing to thread
deformation, which may affect the strength of the fixation and even lead to fracture shifting
again [30].

To overcome these weaknesses, our team designed and manufactured an NALGP.
Specifically, its shape was designed by extracting a large amount of Chinese acetabular
posterior column surface morphology data, so it could be strictly attached to the surface of
the fracture site. There is no need to pre-bend and shape the plate during the operation,
guaranteeing the strength of the steel plate. The centerline angle of the screw hole on the
steel plate was obtained based on an analysis of a large amount of sample data. The preset
nail placement direction can accurately avoid important arteries, nerve plexuses, and other
important tissues; thus, the nail can be directly placed safely and efficiently. In theory, the
application of the NALGP could shorten operation time and reduce soft tissue damage,
perioperative bleeding, and incidence of surgical complications. Magic screws, which
are renowned for their challenging insertion, are indispensable screws for repairing the
posterior column and quadrilateral plate. The NALGP’s preset magic screw nail is designed
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to enable the precise placement of the entry point on the gluteus medius eminence, located
above the acetabulum and directed toward the ischial spine, which allows for accurate entry
of the magic screw into the secure channel of the posterior column by the guiding pins.
In addition, the magic screws and anterior column lag screws form an inverted Y-shaped
structure that matches the normal mechanics of both acetabular columns.

This study has some limitations. First, the modeling of TAF is based on low-position
both-column fractures, which cannot represent all T-sharp fracture models. In a follow-up
study, more common fracture models will be adopted for further analysis. Second, as a
controversial clinical conundrum, TAF also has other types of fixation methods. Further
comparisons should be made in future studies. Third, the finite element model was
simplified by disregarding the influence of positional changes and peri-acetabular soft
tissues on the fixation pattern. Consequently, the fixation support of the model does not
accurately represent the physiological condition. Fourth, the NALGP was designed by
extracting a large amount of dataset that pertains to the Chinese acetabular posterior column
surface morphology. Consequently, it is crucial to establish a more expansive database
encompassing diverse ethnic groups, which would improve the design of the NALGP.

5. Conclusions

The fixation stability of the NALGP for TAF was similar to that of the DLP, and better
than that of the LPACS. Moreover, the NALGP and its matching screws have a more
reasonable stress distribution under different loads and the same strength as the LPACS.
Of note, the NALGP can also complete both-column fixation through a single posterior
approach similar to the LPACS, so its surgical trauma is theoretically less than DLP fixation.
Overall, the NALGP provides a new and effective internal fixation method for the treatment
of TAF, especially with relatively stable anterior column fractures.

Author Contributions: Conceptualization, M.L. and J.L.; data curation, L.Z.; formal analysis, J.D.;
project administration, M.L.; software, Z.L. and R.L.; supervision, M.L., J.L. and L.Z.; writing—original
draft, X.L. and J.G.; writing—review and editing, X.L. and X.W. All authors have read and agreed to
the published version of the manuscript.

Funding: This research was funded by the Subsidiary of the PLA Major Project (No. AWS17J004)
and the PLA General Hospital’s “3+1” Innovative Talent Training Program (No. 20230419).

Institutional Review Board Statement: This study was approved by the ethics committee of the
Chinese PLA General Hospital (S2020-115-01). Written informed consent was obtained from the partic-
ipant prior to data collection. All procedures were performed in accordance with relevant guidelines.

Informed Consent Statement: Not applicable.

Data Availability Statement: The data that support the findings of this study are available from the
corresponding author upon reasonable request.

Conflicts of Interest: The authors declare no conflict of interest.

Abbreviations

TAF: T-shaped acetabular fractures; DLP: Double column locking plates; LPACS: Posterior
column locking plate with anterior column screws; NALGP: Novel anatomical locking guide plate;
ACF: Anterior column fracture; PCF: Posterior column fracture; IPBF: Ischia pubic branch fracture.

References
1. Kelly, J.; Ladurner, A.; Rickman, M. Surgical management of acetabular fractures—A contemporary literature review. Injury 2020,

51, 2267–2277. [CrossRef] [PubMed]
2. Letournel, E. Acetabulum Fractures: Classification and Management. J. Orthop. Trauma 2019, 33 (Suppl. S2), S1–S2. [CrossRef]
3. Raobaikady, R.; Redman, J.; Ball, J.A.; Maloney, G.; Grounds, R.M. Use of activated recombinant coagulation factor VII in patients

undergoing reconstruction surgery for traumatic fracture of pelvis or pelvis and acetabulum: A double-blind, randomized,
placebo-controlled trial. Br. J. Anaesth. 2005, 94, 586–591. [CrossRef] [PubMed]

https://doi.org/10.1016/j.injury.2020.06.016
https://www.ncbi.nlm.nih.gov/pubmed/32646650
https://doi.org/10.1097/BOT.0000000000001424
https://doi.org/10.1093/bja/aei102
https://www.ncbi.nlm.nih.gov/pubmed/15734783


Life 2023, 13, 2108 11 of 12

4. Küper, M.A.; Röhm, B.; Audretsch, C.; Stöckle, U.; Höch, A.; Histing, T.; Stuby, F.M.; Trulson, A.; Herath, S.C. Pararectus approach
vs. Stoppa approach for the treatment of acetabular fractures—A comparison of approach-related complications and operative
outcome parameters from the German Pelvic Registry. Orthop. Traumatol. Surg. Res. OTSR 2022, 108, 103275. [CrossRef] [PubMed]

5. Li, Y.L.; Tang, Y.Y. Displaced acetabular fractures in the elderly: Results after open reduction and internal fixation. Injury 2014, 45,
1908–1913. [CrossRef]

6. Melhem, E.; Riouallon, G.; Habboubi, K.; Gabbas, M.; Jouffroy, P. Epidemiology of pelvic and acetabular fractures in France.
Orthop. Traumatol. Surg. Res. OTSR 2020, 106, 831–839. [CrossRef]

7. Papotto, G.; Testa, G.; Mobilia, G.; Perez, S.; Dimartino, S.; Giardina, S.M.C.; Sessa, G.; Pavone, V. Use of 3D printing and
pre-contouring plate in the surgical planning of acetabular fractures: A systematic review. Orthop. Traumatol. Surg. Res. OTSR
2022, 108, 103111. [CrossRef]

8. Zhang, L.; Lin, C.; Cao, S.; Wang, Y.; Peng, G.; Xu, Y.; Feng, Y.; Wang, G. Designation and Validation of a Posterior Anatomical
Plate for the Anterior Column of the Acetabulum. Med. Sci. Monit. Int. Med. J. Exp. Clin. Res. 2017, 23, 948–952. [CrossRef]

9. Wu, H.; Shang, R.; Cai, X.; Liu, X.; Song, C.; Chen, Y. Single Ilioinguinal Approach to Treat Complex Acetabular Fractures with
Quadrilateral Plate Involvement: Outcomes Using a Novel Dynamic Anterior Plate-Screw System. Orthop. Surg. 2020, 12, 488–497.
[CrossRef]

10. Sakong, S.Y.; Cho, J.W.; Kim, B.S.; Park, S.J.; Lim, E.J.; Oh, J.K. The Clinical Efficacy of Contouring Periarticular Plates on a 3D
Printed Bone Model. J. Pers. Med. 2023, 13, 1145. [CrossRef]

11. Hsu, C.L.; Chou, Y.C.; Li, Y.T.; Chen, J.E.; Hung, C.C.; Wu, C.C.; Shen, H.C.; Yeh, T.T. Pre-operative virtual simulation and
three-dimensional printing techniques for the surgical management of acetabular fractures. Int. Orthop. 2019, 43, 1969–1976.
[CrossRef] [PubMed]

12. Khajavi, K.; Lee, A.T.; Lindsey, D.P.; Leucht, P.; Bellino, M.J.; Giori, N.J. Single column locking plate fixation is inadequate in two
column acetabular fractures. A biomechanical analysis. J. Orthop. Surg. Res. 2010, 5, 30. [CrossRef] [PubMed]

13. Ferrante, H.; Schemitsch, E.H.; Zdero, R.; Bagheri, Z.S. Biomechanical analysis of fixation methods for acetabular fractures: A
review. Med. Eng. Phys. 2021, 89, 51–62. [CrossRef] [PubMed]

14. Ye, P.; Guo, J.; Tian, S.; Wang, Z.; Li, J.; Zhao, R.; Hou, Z.; Zhang, Y. Is the T-shaped acetabular fracture really likes a “T”? A study
based on three-dimensional fracture mapping. Injury 2022, 53, 3786–3794. [CrossRef]

15. Yang, Y.; Zou, C.; Fang, Y.; Shakya, S. Clinical efficacy and its influencing factors of surgical treatment for T-shaped associated
with posterior wall acetabular fractures using combined surgical approaches. BMC Surg. 2022, 22, 65. [CrossRef]

16. Harris, A.M.; Althausen, P.; Kellam, J.F.; Bosse, M.J. Simultaneous anterior and posterior approaches for complex acetabular
fractures. J. Orthop. Trauma 2008, 22, 494–497. [CrossRef]

17. Stöckle, U.; Hoffmann, R.; Südkamp, N.P.; Reindl, R.; Haas, N.P. Treatment of complex acetabular fractures through a modified
extended iliofemoral approach. J. Orthop. Trauma 2002, 16, 220–230. [CrossRef]

18. Griffin, D.B.; Beaulé, P.E.; Matta, J.M. Safety and efficacy of the extended iliofemoral approach in the treatment of complex
fractures of the acetabulum. J. Bone Jt. Surg. Br. Vol. 2005, 87, 1391–1396. [CrossRef]

19. Bilekdemir, U.; Civan, O.; Cavit, A.; Özdemir, H. Acetabular fractures treated surgically: Which of the parameters affect prognosis.
Ulus. Travma Ve Acil Cerrahi Derg. = Turk. J. Trauma Emerg. Surg. TJTES 2020, 26, 265–273. [CrossRef]

20. Giannoudis, P.V.; Grotz, M.R.; Papakostidis, C.; Dinopoulos, H. Operative treatment of displaced fractures of the acetabulum.
Meta-Anal. J. Bone Jt. Surg. Br. Vol. 2005, 87, 2–9. [CrossRef]

21. Pavelka, T.; Houcek, P. [Complications associated with the surgical treatment of acetabular fractures]. Acta Chir. Orthop. Traumatol.
Cechoslov. 2009, 76, 186–193. [CrossRef]

22. Shaath, M.K.; Avilucea, F.R.; Routt, M.L.C., Jr. Transverse and transverse-variant acetabular fractures with ipsilateral sacroiliac
joint injuries: A technical note for reduction and stabilization. Injury 2021, 52, 1083–1088. [CrossRef]

23. Hammad, A.S.; El-Khadrawe, T.A.; Waly, A.H.; Abu-Sheasha, G.A. The efficacy of posterior plating and anterior column screw
fixation in the management of T-shaped acetabular fractures—CART analysis of prospective cohort study. Injury 2017, 48, 680–686.
[CrossRef] [PubMed]

24. Kistler, B.J.; Smithson, I.R.; Cooper, S.A.; Cox, J.L.; Nayak, A.N.; Santoni, B.G.; Sagi, H.C. Are quadrilateral surface buttress
plates comparable to traditional forms of transverse acetabular fracture fixation? Clin. Orthop. Relat. Res. 2014, 472, 3353–3361.
[CrossRef] [PubMed]

25. Krappinger, D.; Schwendinger, P.; Lindtner, R.A. Fluoroscopically guided acetabular posterior column screw fixation via an
anterior approach. Oper. Orthop. Traumatol. 2019, 31, 503–512. [CrossRef] [PubMed]

26. Feng, X.; Zhang, S.; Luo, Q.; Fang, J.; Lin, C.; Leung, F.; Chen, B. Definition of a safe zone for antegrade lag screw fixation of
fracture of posterior column of the acetabulum by 3D technology. Injury 2016, 47, 702–706. [CrossRef] [PubMed]

27. Le Quang, H.; Schmoelz, W.; Lindtner, R.A.; Schwendinger, P.; Blauth, M.; Krappinger, D. Biomechanical comparison of fixation
techniques for transverse acetabular fractures—Single-leg stance vs. sit-to-stand loading. Injury 2020, 51, 2158–2164.

28. Yildirim, A.O.; Alemdaroglu, K.B.; Yuksel, H.Y.; Öken, Ö.F.; Ucaner, A. Finite element analysis of the stability of transverse
acetabular fractures in standing and sitting positions by different fixation options. Injury 2015, 46 (Suppl. S2), S29–S35. [CrossRef]

29. Maini, L.; Verma, T.; Sharma, A.; Sharma, A.; Mishra, A.; Jha, S. Evaluation of accuracy of virtual surgical planning for
patient-specific pre-contoured plate in acetabular fracture fixation. Arch. Orthop. Trauma Surg. 2018, 138, 495–504. [CrossRef]

30. Baumgaertner, M.R. Fractures of the posterior wall of the acetabulum. J. Am. Acad. Orthop. Surg. 1999, 7, 54–65. [CrossRef]

https://doi.org/10.1016/j.otsr.2022.103275
https://www.ncbi.nlm.nih.gov/pubmed/35331921
https://doi.org/10.1016/j.injury.2014.09.004
https://doi.org/10.1016/j.otsr.2019.11.019
https://doi.org/10.1016/j.otsr.2021.103111
https://doi.org/10.12659/MSM.899669
https://doi.org/10.1111/os.12648
https://doi.org/10.3390/jpm13071145
https://doi.org/10.1007/s00264-018-4111-8
https://www.ncbi.nlm.nih.gov/pubmed/30128670
https://doi.org/10.1186/1749-799X-5-30
https://www.ncbi.nlm.nih.gov/pubmed/20459688
https://doi.org/10.1016/j.medengphy.2021.02.002
https://www.ncbi.nlm.nih.gov/pubmed/33608125
https://doi.org/10.1016/j.injury.2022.08.034
https://doi.org/10.1186/s12893-022-01467-5
https://doi.org/10.1097/BOT.0b013e3181830d2a
https://doi.org/10.1097/00005131-200204000-00002
https://doi.org/10.1302/0301-620X.87B10.16538
https://doi.org/10.14744/tjtes.2019.88472
https://doi.org/10.1302/0301-620X.87B1.15605
https://doi.org/10.55095/achot2009/035
https://doi.org/10.1016/j.injury.2020.12.011
https://doi.org/10.1016/j.injury.2017.01.024
https://www.ncbi.nlm.nih.gov/pubmed/28104228
https://doi.org/10.1007/s11999-014-3800-x
https://www.ncbi.nlm.nih.gov/pubmed/25080262
https://doi.org/10.1007/s00064-019-00631-0
https://www.ncbi.nlm.nih.gov/pubmed/31620832
https://doi.org/10.1016/j.injury.2016.01.026
https://www.ncbi.nlm.nih.gov/pubmed/26867979
https://doi.org/10.1016/j.injury.2015.05.029
https://doi.org/10.1007/s00402-018-2868-2
https://doi.org/10.5435/00124635-199901000-00006


Life 2023, 13, 2108 12 of 12

31. Xu, M.; Zhang, L.H.; Zhang, Y.Z.; He, C.Q.; Zhang, L.C.; Wang, Y.; Tang, P.-F. Development of site-specific locking plates for
acetabular fractures. Orthopedics 2013, 36, e593–e600. [CrossRef] [PubMed]

32. Xu, M.; Zhang, L.H.; Zhang, Y.Z.; Zhang, L.C.; He, C.Q.; Wang, Y.; Tang, P.-F. Custom-made locked plating for acetabular fracture:
A pilot study in 24 consecutive cases. Orthopedics 2014, 37, e660–e670. [CrossRef] [PubMed]

33. Gusic, N.; Sabalic, S.; Pavic, A.; Ivkovic, A.; Sotosek-Tokmadzic, V.; Cicvaric, T. Rationale for more consistent choice of surgical
approaches for acetabular fractures. Injury 2015, 46 (Suppl. S6), S78–S86. [CrossRef] [PubMed]

34. Zhang, L.; Zhang, W.; Mullis, B.; Liu, D.; Xiong, Q.; Lv, H.; Ji, X.; Peng, Y.; Tang, P. Percutaneous Anterior Column Fixation for
Acetabulum Fractures, Does It Have to Be Difficult?-The New Axial Pedicle View of the Anterior Column for Percutaneous
Fixation. J. Orthop. Trauma 2016, 30, e30–e35. [CrossRef]

35. Zhang, L.H.; Zhang, L.C.; Si, Q.H.; Gao, Y.; Su, X.Y.; Zhao, Z.; Tang, P.-F. Experimental study on treatment of acetabular anterior
column fractures: Applyment of a minimally invasive percutaneous lag screw guide apparatus. BMC Musculoskelet. Disord. 2016,
17, 27. [CrossRef]

36. Pierannunzii, L.; Fischer, F.; Tagliabue, L.; Calori, G.M.; d’Imporzano, M. Acetabular both-column fractures: Essentials of
operative management. Injury 2010, 41, 1145–1149. [CrossRef]

37. Anderson, A.E.; Peters, C.L.; Tuttle, B.D.; Weiss, J.A. Subject-specific finite element model of the pelvis: Development, validation
and sensitivity studies. J. Biomech. Eng. 2005, 127, 364–373. [CrossRef]

38. Dalstra, M.; Huiskes, R. Load transfer across the pelvic bone. J. Biomech. 1995, 28, 715–724. [CrossRef]
39. Letournel, E. Acetabulum fractures: Classification and management. Clin. Orthop. Relat. Res. 1980, 151, 81–106. [CrossRef]
40. Durkee, N.J.; Jacobson, J.; Jamadar, D.; Karunakar, M.A.; Morag, Y.; Hayes, C. Classification of common acetabular fractures:

Radiographic and CT appearances. AJR Am. J. Roentgenol. 2006, 187, 915–925. [CrossRef]
41. Deng, J.; Li, M.; Li, J.; Li, Z.; Meng, F.; Zhou, Y.; Tang, P.; Zhao, Y.; Zhang, L. Finite Element Analysis of a Novel Anatomical

Locking Guide Plate for Anterior Column and Posterior Hemi-Transverse Acetabular Fractures. J. Med. Biol. Eng. 2021, 41,
895–903. [CrossRef]

42. Niinomi, M. Mechanical biocompatibilities of titanium alloys for biomedical applications. J. Mech. Behav. Biomed. Mater. 2008, 1,
30–42. [CrossRef] [PubMed]

43. Becker, C.A.; Kammerlander, C.; Cavalcanti Kußmaul, A.; Dotzauer, F.; Woiczinski, M.; Rubenbauer, B.; Sommer, F.; Linhart, C.;
Weidert, S.; Zeckey, C.; et al. Minimally invasive screw fixation is as stable as anterior plating in acetabular T-Type fractures—A
biomechanical study. Orthop. Traumatol. Surg. Res. OTSR 2018, 104, 1055–1061. [CrossRef] [PubMed]

44. Chen, K.; Yang, F.; Yao, S.; Xiong, Z.; Sun, T.; Guo, X. Biomechanical Comparison of Different Fixation Techniques for Typical
Acetabular Fractures in the Elderly: The Role of Special Quadrilateral Surface Buttress Plates. J. Bone Jt. Surg. Am. Vol. 2020, 102,
e81. [CrossRef] [PubMed]

45. Ji, T.; Guo, W.; Tang, X.D.; Yang, Y. Reconstruction of type II+III pelvic resection with a modular hemipelvic endoprosthesis: A
finite element analysis study. Orthop. Surg. 2010, 2, 272–277. [CrossRef]

46. Li, D.; Ren, H.; Zhang, X.; Ao, R.; Yi, C.; Yu, B. Finite Element Analysis of Channel Screw and Conventional Plate Technique in
Tile B2 Pelvic Fracture. J. Pers. Med. 2023, 13, 506. [CrossRef]

47. Zhang, D.; Liu, N.; Chen, Y.; Zhang, G.; Tian, J.; Kong, F.; Xiao, S.; Sun, J. Microstructure Evolution and Mechanical Properties of
PM-Ti43Al9V0.3Y Alloy. Materials 2020, 13, 198. [CrossRef]

48. Chang, J.K.; Gill, S.S.; Zura, R.D.; Krause, W.R.; Wang, G.J. Comparative strength of three methods of fixation of transverse
acetabular fractures. Clin. Orthop. Relat. Res. 2001, 392, 433–441. [CrossRef]

49. Steiner, M.; Claes, L.; Ignatius, A.; Simon, U.; Wehner, T. Numerical simulation of callus healing for optimization of fracture
fixation stiffness. PLoS ONE 2014, 9, e101370. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3928/01477447-20130426-21
https://www.ncbi.nlm.nih.gov/pubmed/23672911
https://doi.org/10.3928/01477447-20140626-59
https://www.ncbi.nlm.nih.gov/pubmed/24992064
https://doi.org/10.1016/j.injury.2015.10.045
https://www.ncbi.nlm.nih.gov/pubmed/26549668
https://doi.org/10.1097/BOT.0000000000000424
https://doi.org/10.1186/s12891-015-0846-1
https://doi.org/10.1016/j.injury.2010.08.011
https://doi.org/10.1115/1.1894148
https://doi.org/10.1016/0021-9290(94)00125-N
https://doi.org/10.1097/00003086-198009000-00012
https://doi.org/10.2214/AJR.05.1269
https://doi.org/10.1007/s40846-021-00655-7
https://doi.org/10.1016/j.jmbbm.2007.07.001
https://www.ncbi.nlm.nih.gov/pubmed/19627769
https://doi.org/10.1016/j.otsr.2018.06.013
https://www.ncbi.nlm.nih.gov/pubmed/30179721
https://doi.org/10.2106/JBJS.19.01027
https://www.ncbi.nlm.nih.gov/pubmed/32675678
https://doi.org/10.1111/j.1757-7861.2010.00099.x
https://doi.org/10.3390/jpm13030506
https://doi.org/10.3390/ma13010198
https://doi.org/10.1097/00003086-200111000-00057
https://doi.org/10.1371/journal.pone.0101370

	Introduction 
	Methods 
	Three-Dimensional Modeling of the TAF 
	Geometric Modeling of Different Internal Fixations for TAF 
	Definition of the Boundary Conditions, Material Properties, and the Loading Modes 
	Evaluation Index of Three Internal Fixation Methods 

	Results 
	Stress Distribution and Stress Peak 
	Displacement 

	Discussion 
	Conclusions 
	References

