creative
comimons

C O M O N S
& X EAlI-HI el Xl 2.0 Gigel=
Ol OtcHe =2 E 2= FR0l 86tH AFSA
o Ol MHE=E= SN, HE, 8E, A, SH & &5 = AsLIC

XS Mok ELICH

MNETEAl Fots BHEHNE HEAIGHHOF SLICH

Higel. M5t= 0 &

o Fot=, 0l MEZ2 THOIZE0ILE B2 H, 0l HAS0 B2 0|8
£ 2ok LIEFLH O OF 8 LICEH
o HEZXNZREH EX2 oItE O 0lelet xAdE=2 HEX EsLIT

AEAH OHE oISt Aele 212 WS0ll 26t g&
71 2f(Legal Code)E OloiotI| &H

olx2 0 Ed=t

Disclaimer =1

ction

Colle


http://creativecommons.org/licenses/by-nc-nd/2.0/kr/legalcode
http://creativecommons.org/licenses/by-nc-nd/2.0/kr/

&’ HZEety SAE A

JEJU NATIONAL UNIVERSITY LIBRARY



T IPN PN

BB R

B2

20154 12H



= 45 =20

Kl

AN Z20f et

X
ad

o
e

LT S ]

+Ef; B/ oz BHE

#0012 A

2015

‘\‘{ﬁ‘a‘j}-

J)
571\

i =

i

T o] BE R

HE

IR ERRE KEAE

F 02 H

2016



The consideration of surgical treatment in

clavicle mid-shaft fractures

Og Heui Na

(supervised by professor Sungwook Choi)

A thesis submitted in partial fulfillment of the requirement

for the degree of Master of medicine

2015,

This thesis has been examined and approved.

Thesis director,Sungwook Choi, Prof. of Orthopeadic Surgery

signature

date

Department of Medicine
GRADUATE SCHOOL
JEJU NATIONAL UNIVERSITY



Contents

Abstracts ———————————— 5~7

[ . Introduction

II. Materials and Methods --——====-==—-—————~- 9~10
. Results ~——————"""""""""""""""""--- 10~11
IV. Discussion —————————————————————————— 11~14
V.Conclusions ——==============————=————————— 14
References ~——————--"-""""""""""""""-—- 15~17
Tables ~--—————""""—">""""""""""""""""""-- 18
Figures and Legends———----"="="""""--—- 19~21



o
X

&

A=

Background

i =
FEH AR

RS s

9 A&

ZF A
T

o] iFHUA B

Ton

Ho

NJo
hin
il
B
)

ol

o

ey

el

o}
No
o

o,

o

oo

el

)

12010 10¥ FH 20149 7E7HA Al

Methods

)

ok

XM
el

ol
]

N
Eh

—~
0

oj

e

Tor
o

o

J)
_

ﬁo

ﬂnﬂo

FaA ot

UCLA HFE A}83

ol
=

Constant

gl
)

ﬁo

B
%

R

¢

=

o
o
ofp
ol

b=

ﬁo

)

717k 11.135F (7-18F)7}
1.85mm (0-17mm)elA . <= 149

6HL

o
IT

Tt 33.87% (25-35%)°l

T

e

)
A

]
“

UCLA

T 9254 (65-100)F o] At}

ko3
T

Ko
o
_6H

3

RV

P
T

3
=

a1, Constant

Rew, =

dr

-

o9 o] AFER ] o

AT,

[

o

o=

o)/
Njo
‘WO
ot
o)
Ho
g5
A
w1
o

rvze)

z
-
=K

TR

T

)

oF
0
Ho
o
XM
W
pul

e

ot

]

Hu
=

%0

&3

s

Conclusions

T
Nlo

7ol

N

A
™

N
@
¢+

)

—
fite)

s e+

& A3

Ho



Abstract

Background : The increase in frequency of comminuted clavicle mid-shaft
fractures and the importance of functional satisfaction through early joint
exercise, emphasis on surgical treatment has also risen rather than
conservative treatment. Recently, new and functionally improved plates are in
use. Such plates have reduced complication (such as skin irritation) risks in
internal fixation surgeries. This study aims to evaluate the clinical radiological
results of treatment for clavicle mid-shaft fractures by open reduction and

internal fixation using plate.

Methods : The subjects of this study were 74 clavicle mid-shaft fracture
cases that were treated with internal fixation using plate from Oct. 2010 to
Jul. 2014 in Jeju national university hospital. Comminuted fractures were
reduced and internally fixated using interfragmentary screws. Clavicle
mid-shaft fractures were internally fixated using anatomical plates or locking
compression plates. Achievement of bone union, union period, and -clavicle
length shortening were evaluated through radiologically and clinical

assessment was done by using Constant and UCLA scores.

Results : For internal fixation, 30 cases used anatomical plates and 44 cases
used locking compression plates. All 74 cases were confirmed to have
achieved bone union through radiographs with the average union period of
11.13 weeks (7-18 weeks). The average clavicle length of shortening in the
affected side was 1.85mm(0-17mm). The average UCLA score and Constant
score  were 33.87(25-35) and 9254(65-100), respectively. Regarding
complications, 4 cases reported skin irritation by metal plates, and 1 case

reported of screw insertion site fracture due to minor trauma history.



Conclusions : We were able to induce successful bone union and obtain
clinically satisfactory results in displaced mid-shaft fractures of the clavicle
without major complications such as non—union, through surgical treatment of

internal fixation using plate.

Keywords : Clavicle, Clavicle mid shaft fracture, Open reduction and internal

fixation, anatomical plate, LCP plate
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II. Materials and Methods

2010 10€7H 2014 79714 AT oA H= 1R FHE 55
o] &% Wigdes Aldsta 12704 ol FAZF Zhsetdd 74w el ghak(744)

2 34 o7 AFE AYsAr. AT AF A, AFUEyd 7
P ATFEE 499993 (nstitutional Review Board)9] <& At} =& A
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2 3

(LCP superior anterior clavicle plate, Synthes®, Paoli, PA, USA)
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Tables

Table 1. Pre operative radiologic evaluation

Parameter Value

Edinburg classification 2A1 4
2A2 16
2B1 41
2B2 13

Displacement (mm) 12.55 £ 6.65 (0~31)

Free fragments 1.11 = 1.16 (0~5)

Data are presented as the mean + standard deviation and numbers of patient.

Table 2. Fixation modality

Plate Anatomical plate 30
LCP plate 44
Lag screw 0 30
1 20
2 21
3 2
4 1
Table 3. Post operative result
Bone union (weeks) Clavicle shortening (mm) | UCLA Constant
11.13 1.85 33.87 92.54
+2.94(7~18) +3.7(0~17) +2.71(25~35) +8.92(65~100)

Data are presented as the mean + standard deviation and numbers of patient.
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Figures and Legends

Fig 1. Longitudinal skin incision above fracture site of the clavicle

Fig 2. Temporary reduction of main fracture fragment
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Fig 3. Inter-fragmentary screw fixation using 2.4mm cortical screw

Fig 4. Plate fixation
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Fig 5. (A) Preoperative radiograph.
(B) Immediate postoperative radiograph.
(C) Radiographs showing bone union.
(D) Final radiograph after metal removal.
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