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From 1986 to 1990, 100 patients had open reduction and posterior stabilisation with Harrington rods for trau-
matic fractures. There were 73 male and 27 female. The average ages were 33 of 15 patients also had inter spinal
wiring in addition to Harrington rods. All patients were rehabilitate with semiflexible TLSO for six months posto-

peratively.

The most frequent complication was urinary tractus infection. In spite of early mobilisation on the 14th. day

58 patients suffered from urinary infection.

Recovery of neurologic deficit in incomplete cases was better than the complete cases. Patients which had com-

plete neurologic deficit rarely showed any improvement.
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Treatment of thoracolumbar spine fractures asso-
ciated with incomplete neurologic deficit is still con-
troversial. While somecenters advocated conservative
treatment, because of early mobilisation and belter sta-
bilisation open reduction and stabilisation is preferred
in many centers (1,5).

For decision of stabilisation since the posterior
column complex of Holdsworth or the posterior and
middle column of Denis and central column fractures
has a big influence. They don't always show the unsta-
bility precisely (7,14).

Open reduction and posterior stabilisation by Har-
rington rods is widely accepted (17). Luque segmental
instrumentation a combination of Harrington distrac-
tion combined with compession, Harrington distrac-
tion with segmental wiring and fusion alone and re-
cently more stable technique such as Cottrcll
Dobousset, plates have also been used (4).

We applied Harrington rods for all traumatic frac-
tures which needed open reduction and stabilisation
also to increase the effectiveness of Harrington instru-
mentation. We wired the processus spinous in severe
injuries.

MATERIALS AND METHODS
Between 1986-1990 in the Orthopaedy and Trauma-

tology department of Ege University medical faculty.
100 patients with traumatic thoracolumbar fractures
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and fracture-dislocations were treated operatively. There
were 73 male and 27 female patients. The average ages
were 33 (min: 10, max:79) (Table I). The main cause
of the injuries were traffic accidents (Table II). 76 pa-
tients had one segmented fracture and 24 patients had
more than one segment fractures. 27 patients had mul-
tiple extremity fracture beside the vertebral injuries.
The most frequent localisation was on the thoracolum-
bar junction. 52 fractures were flexion-compression,
16 were burst fractures, 7 were chance fractures and 25
were fracture-dislocation. (Table III).
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Table II : Ethiology
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Table I1I ; Distribution of fracturc lcvels
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RESULTS

The kyphosis, scoliosis and vertebral wedge index
determined by Denis and Lauridsen criteria on preoper-
ative, postoperative and follow-up PA and lateral X-
Rays (7,16,18). The results are shown on Table IV.

Table IV : Results (Radiologic measurcment)

# Pre - op | Post - op | Follow - op
Kyphosis | 17.5° 7:12° j 9.9¢

Scoliosis |

e e e e )

2,14° 2°

Vert.W.index | 1,87°

1,29° 1,45°

66 cases had neurologic deficits preoperatively and
postoperativcly 3 patients had healed completely. In
16 cases neurological symptoms decreased.

In the follow-up X-Rays of 32 patients the kypho-
sis angle decreased 7.6°, scoliosis decreased 2.8° and
the vertebral wedge index from 1.87 to 1.45.

Three patients died posto-
peratively because of one cerebral
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haemorrage and two  hae-
mopneumothorax. As a
complication, 58 cases had hae-
mothorax and 6 cases had
thrombaphlebhitis postopcra-
—_—" tively.
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In 15 cases segmcntal wiring was performed in ad-
dition to Harrington distraction rods. 26 patients were
operated on within 12 hours of the accident. The rest
of the patients were operated were operated on between
the first and seventeenth day of their admittance.

The patients were discharced or average 36 days af-
ter postopcratively (Min:l, Max: 154 days). After the
second week all patients were mobilised with fleksibl
thoracolumbosacral orthosis and they were worn 6
months after the injury. The rods weren't removed as a
routine in follow-up, if broken rods were detected, they
were removed.
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treatment of thoracolum-
bar fractures (2,6,8,11,15,
17,20). Stabilisation by the Harrington rods is
advocated by many aulhours.

We believed that the patients without neurologic
deficits had stabil fractures. Because in CT and conven-
tional X-Rays examinations since shows unstability
critcrias such as 50 pcreents collaps of corpus verte-
brae, narrowing of the spinal canal by more than 50
percent, fractures of all three columns of Denis; in the
preopcrative period the fracture segment couldn't be de-
termined clearly with inspection whereas, in all cases
with neurologic deficits soft tissue and bone lesions in
fractured segments were found. For decision we accept-
ed neurologic deficit as a fundamental criteria for insta-
bility.



Laminectomy is suggested by some authors but we
didn't performe laminectomy (3,10). In the literature
the age of the injuricd was shown to be in the second
decade (17). In our series it was in the third decade.

The most frequent segment which had been frac-
tured was the thoracolumbar junction (7,10,13,19), in
our series, it was found to be similar the frequent etio-
logy was by traffic accidents similar to the literature.

The patients with the incomplete neurologic defi-
cits shown recovery but we didn't see neurological re-
covery with complete neurological deficits. The heal-
ing of incomplete neurological lesions were not
correlated with the inital severity of lesions.

Harrington rods show best results in rotation -
dislocation fractures but it didn't succeed in burst frac-
tures (17). Especially in lumbar burst fracture contr
rods, rod sleeves and bone grafts showed better result.
We didn't performed this techniques with bilateral Har-
rington rods. We obtained 0.42 point decrease in the
vertebral wedge index.

The most important advantage of Harrington in-
strume talion is the success in it's reconstruction of
vertebral columns (17).

In our cases, the time of the operation took about
80 minutes.

Although there are more stable techniques, we pre-
fer stabilisation techniques by Harrington instruments
for treatment of thoracolumbar vertebrae fractures be-
cause the operation period is shorter, less implant are
applied, this technique is cheaper than the others and
when needed the implant is easier to remove.

Although these patients were mobilised in 10 days
postopcrativcly only one of them lost his stabilisation
in some of the patients which followcd-up it was
found that the rods were broken or twisted but there
wasn't any progressive clinical find.
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