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SUPRAPATELLAR TIBIAL NAILING B’"T
WHY? HOW SAFE IS IT? A

Jantine Brauns M.D., Wim Vandesande M.D.

(__7 Orthopedie Geel

INTRODUCTION

The infrapatellar portal has been the gold standard approach for inserting a

nail into the tibia. However, this technique also has its disadvantage {

During the insertion of the nail, the knee has to be flexed at least ninety ¢

grees and this prohibits an easy AP X-Ray view, unless you are using Cum

berson traction table installation. At this crucial moment, we cannol see

what is actually happening with the fracture. Also this portal is associated |

with about 50% of anterior knee pain. =

Preoperative arthre

1. Introduc
Male ; 26y ; n
- Hip dislocatic
- Acetabular : |

The last decade, the suprapatellar portal has gained substantial territory.

First, in its application for nailing proximal fractures. But more and more the |
easy installation and ability to manipulate and image the fracture during the \_
key moment of nail insertion, many surgeons have discovered that this por. A
tal works a lot better in all tibial fractures amenable for nailing. But what p N
| about damage to the cartilage of the knee? Y, ——

Postoperative: no cartilage
damage in 35 patie

0y

METHODS RESUL1:87

The main end point of the study was to determine weather or not this tech
nique is safe for the intra-articular cartilage. In the first four cases no darm
age was shown. So we were confident in the technique. However, in the
SINGLE CENTER, SINGLE SURGEON end stage of case five, we discovered, to our astonishment and dismay

one square centimeter of full thickness cartilage lesion of the trochlea
= 36 patients Asymptomatic as it turned out fortunately.

2 year Follow-Up What had happened here? After much self scrutinization, we concluds
END-POINT: cartilage damage or not? that this must have happened at the moment of retraction of the reamers
e operative arihwoscopy If at that very moment the trocar is not well fixed or held distally, the wide

reamer head can catch the distal end of the trocar and pull it proximally. If
at that time the reamer is engaged, you will create a sulcus in the trochiea
After this case, we routinely fixed the trocar to the femur with a 2mm
Kirshner wire, after radioscopic confirmation that its distal end is in contact
with the tibia. From that moment on, we did not observe any more cartilage
lesions in the subsequent 35 cases.

PROSPECTIVE sequential follow-up study ‘

- Knee : spinal tib
- Foot injuries :

- Lisf
- Con
- Talu

For three years every tibial fracture that needed nailing was performed
trough the suprapatellar portal by our center’s trauma surgeon Wim
Vandesande. Before and after reaming and insertion of the nail an
arthroscopy of the knee was performed, mapping the cartilage before
and after nailing. In each case, the dedicated instrumentation from
Depuy Synthes JDS was used. This includes the extended aiming de- The other main result from the study is that this technique allows for easy
vice and dedicated canules with matching rubber sleeves for protection

manipulation and reduction of the fracture. Hence it can be used for all
of the articular cartilage types of tibial shaft fractures be it proximal midshat or distal, Especially the
very distal juxta-articular fractures because of the easy installation which
. allows for elaborate reduction techniques in this area 3

2. Material ai

Initial manageme
- Skin traction.

- K-wire : foot stat

Delayed managen
- Acetabulum (26/

- ORIF via Koche

- Great trochant
- Talo-navicular art
- Lisfranc and 1st M
necrosis).

CONCLUSION

Simple technique that allows for
- easy setup
- easy fluoro
- manipulation of fragments (under fluoro) during insertion of the nail .,
- avoidance of damage to the infrapatellar branch =
The sleeve and trocar make it safe to pass through the knee joint

- but beware to use the system as designed

- make sure to hold the trocar firmly down during extraction of the reamer!!

# 2! : . .
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3. Results
3.1 : Short term
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rlr)vplex pelvic fracture dislocation
r M Caudron - Dr A Tielemans ' ™ -
o T EmndiHopml de Charleroi G \C
V V o

1. Introduction (16/09/2013)

My | ~ . H
Mqle ; 20y ; motorbike accident.
- Hip dislocation.
- Acetabular : Posterior column and wall.

- Knee : spinal tibial fractures (PCL).
- Foot injuries :
- Lisfranc fracture.

- Communitive 1st metatarsal.

- Talus fracture dislocation.

2. Material and methods

Initial management :
- Skin traction.
_ K-wire : foot stabilization.

Delayed management (transfer) :
- Acetabulum (26/09/2018)

_ ORIF via Kocher Langenbeck.

_ Great trochanter osteotomy.
_Talo-navicular arthrodesis (05/10/18)
_ Lisfranc and 1st MTT untreated (skin

necrosis)-
mmn - DCL iNiUrY.

L

3.2 : Mid term FU (9 months)

Hip : Increasing pain, stifness (ROMY)
Knee : statu quo

- Foot : Persistant oedema, no pain

Femoral head osteonecrosis.
Extreme stiffness.

4. Hip Replacement

A 3 steps surgery.

1) Hardinge approach :
Removal of great trochanter o

SCrews.

2) Anterior approach :
_ Acetabulum preparation + allo

- Femoral access requiring exte
- Too difficult access via anteriol

3) Back to hardinge approach;
_ Extensive release.

- Cementless femoral stem.
_ per op femoral fracture requiring

band wire.

5. Results :
_THA via Hardinge approach

_XRavys- -
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