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ABSTRACT 

Objective: To determine the outcome of cannulated screw fixation of intra capsular fracture neck of femur in terms 

of union rates and complications. 

Study Design:  Retrospective case series study. 

Place and Duration: This study was carried out at the DHQ Teaching hospital Abbottabad & Gilani hospital 

Abbottabad from March 2008 to March 2011. 

Materials and Methods: Twenty four patients with intracapsular fractures neck of femur younger than 65 years of 

age including Garden I-IV, were fixed with cannulated screws, and included in this study. All cases were done by 

one surgeon and were followed for twenty four months. 

Results: Union was recorded in twenty one patient’s i.e. 87.5%. One patient from Garden III and two patients from 

Garden IV went in to non-union and were converted in tohemiarthoplasty. Combined Union rate of Garden III and 

IV was 78.57 %. 

Conclusion: Cannulated Screw fixation of intracapsular fracture neck of femur is a safe and effective method. 
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INTRODUCTION 

Historically known as the unsolved fracture1, intra-

capsular fracture of neck of femur, is gradually 

developing consensus regarding its management. Once 

there was a vogue for primary arthoplasty for this 

fracture, due mainly to lack of proper facilities i.e.  

C-arm and Orthopedic table (mainly in developing 

countries) and a fear of very high rates of non-union 

and AVN of femoral head. 

Some of the earlier studies reported a nonunion rate of 

4 % to 59% and AVN of 10% to 86%. Such wide 

differences could have been the result of improper 

patient selection regarding age, co-morbidities, type of 

fracture ,method and extent of reducation, method and 

material of fixation and timing of surgery.2,3,4 

All these factors do effect the outcome however the 

most important ones are; age <65, accurate reeducation, 

best is Garden reeducation  degrees  and 

timing of Surgery.5,6 

Many studies have shown high rates of morbidity and 

mortality for prosthetic replacements in fractures neck 

of femur. 7,8,9,10,11 The risk of prosthetic replacements 

was two and half time higher when total hip arthoplasty 

was done for hip fractures rather than for osteoarthrosis 

.12, 13Similarlypost operative thirty days mortality was 

about 06%, wound infection 07% and dislocation rates 

were about 08% in 85 primary THR done for displaced 

fracture neck of femur14. 

But now the trend is shifting towards close reduction 

under C-arm and internal fixation of these fractures 

particularly in younger and physiologically fit 

patients15. With the gradual better development of 

fixation devices i.e. from SP nail, to cannulated Screws, 

results have definitely improved16. Therefore in our 

view cannulated screw fixation should be considered as 

the treatment of choice in these fractures, owing to its 

low cost, less hospital stay and lower perioperative 

morality and morbidity.17 

MATERIALS AND METHODS 

Case record of series of 24 patients with intra-capsular 

fracture neck of femur who were operated and followed 

from march 2008 to march 2011, were studied. 

All these operations were done either in DHQ teaching 

Hospital Abbottabad or Gilani Hospital Abbottabad by 

the same surgeon. 88% of patients were female with 

age range of 52 to 64 years. Two patients were boys of 

14 and 16 years. One of the female patients was 18. 

Fractures were classified according to Garden 

Classification. Base line investigations were done but 

head viability was not assessed as most of the surgeries 

were done within first 24 hours of injury. Spinal 

anesthesia was used in all cases. Close reduction where 

required was done and checked under C-arm in both 

planes and then fracture was fixed with three parallel 

cannulated screws passed over guide wires through a 

small skin incision. 

Fellow Up: Sutures were removed from week to ten 

days. Non weight bearing movements were started as 

soon as pain allowed after one month. Monthly follow 

up started till radiological union achieved. Afterwards, 

03 monthly follow up visits continued till 02 years. 
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RESULTS 

Clinical and radiological methods were utilized to 

assess union. Almost all female patients above 50 had 

domestic trauma while other had injures in road traffic 

accidents, falls from height and sporting injures. 

 All patients with Garden I and II achieved union 

without any complication one of the patient with 

Garden III was reopreated after two weeks due to loss 

of reduction and posterior angulation. She ultimately 

went into non union and was converted into 

hemiarthoplasty. Two more patients from Garden IV 

group needed hemiarthoplasty secondary to non union. 

Nevertheless none of the patients went into AVN till a 

maximum period of two years.    

Garden type, number of patients and union rates are 

shown in Table 1.  

Complications are summarized Table 2 

Table No.1: Outcome 

Garden Type  No of Patients Union Rate 

I & II 10 100% 

III 09 88.8% 

IV 05 60 % 

Over All Union rates was 87.5 % 

Table No.2: Complications 

Complications Garden Type %age 

AVN I and IV none within 

24 months 

Non Union  III and IV 12.5 % 

Loss of reduction  III and IV 8.33 % 

Wound infection  ----------- 0 % 

Blood Transfusions  None None 

Decubitus Ulcer III 4.34% 

Reopreation 4 16.6% 

DISCUSSION 

Intra capsular fractures of neck of femur can be treated 

either by internal fixation or replacement arthoplasty. 

An algorithm that considers Physiological age and 

activity level of the patient is help full when deciding 

whether to fix or replace the hip in a patient with a 

displaced femoral neck fracture18.  

In our study we achieved an overall union rate of 87.5% 

but 41.66 % of our patients belonged to Garden I and II 

and no non union occurred in this grouped. 

Swiontkowshietal showed 100% union rate although 

only 30% of fractures were displaced19. 

Union rates were 88.8 % in type III fractures while only 

75 % of type IV fractures achieved union in our study 

but this is still better than many other reported series. 

Main reason for higher rates of non-union and 

osteonecrosis are: timing of surgery, posterior 

comminution, accuracy of reduction, method and 

material of fixation age and type of fracture.  

Regarding timing of surgery some authors reported 

100% union when it was done within eight hours of the 

injury. Other say that internal fixation can be equally 

effective if performed within one week of injury 

,however after that fibrosis around fracture and hip and 

proximal migration of the distal fragment necessitates 

other open procedures such as intertrochanteric 

osteotomy or bone grafting for union to take place 20,21. 

Anatomical reduction before fixation and maintaining it 

while fracture heals is very important as risk of early 

displacement is high during first six weeks and most 

angulate posterorly usually due to posterior 

comminution.22, 23 

The technique of fixation with multiple parallel 

cannulated screws was introduced in 1980, 24 and is still 

considered the best. Patwaetal recommended three 

screws placed antero superiorly postero superiorly and 

posteroinferiorly in an inverted Triangle with no added 

advantage for a fourth screw on the basis of anatomy of 

neck of femur25, 26. 

Many studies have concluded that occurrence of AVN 

and non-union are quite high in patients with displaced 

fracture, with age > 80 years, with co-morbidities like 

renal failure, diabetes mellitus, osteoporosis and steroid 

intake.27 

Holmberg et al studies patients with internal fixation for 

fracture neck of femur and reported 5% mortality (134 

of 2441) at three months compared with a 14% (13 out 

of 95) mortality in first three months after 

hemiarthoplasty.28Arnaletal reported a 01% in hospital 

mortality (10 out of 750) who had an internal fixation 

for fracture neck of femur compared with an 11 percent 

(18 in 160) who had primary prosthetic replacement.29 

Hence in the light of this study and affirmation by many 

previous .it can be said that internal fixation with 

cannulated screws is associated with low operative 

mortality and morbidity and is cost-effective, depicted 

by less operative time, small incision less blood loss, 

low cost of implants and short hospital stay. 

CONCLUSION 

Cannulated screw fixation should be the first choice of 

treatment in intra capsular fracture neck of femur in 

relatively young and fit patient. 
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