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Introduction: 
Hip fracture is the most serious osteoporotic 
fracture. Most are caused by a fall from the 
standing position, although they sometimes oc-

cur spontaneously1. Th e risk of falling increases 
with age and is somewhat higher in elderly 
women than in elderly men. About one-third of 
elderly individuals fall annually, with the result 
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that 5 % will sustain a fracture and 1 % will suff er 
a hip fracture2. A hip fracture is a fracture of the 
proximal femur, either through the femoral cer-
vix (sub-capital or trans-cervical: intra-capsular 
fracture) or more distally through the trochan-
teric region (intra-trochanteric: extra-capsular 
fracture). Trochanteric fractures are more char-
acteristically osteoporotic, and the increase in 
age-specifi c and sex-specifi c risks for hip frac-
ture is greater for trochanteric than for cervical 
fractures3. Th e trochanteric region is defi ned as 
the area bordered proximally by the line of at-
tachment of the hip joint capsule and distally by 
the inferior aspect of the lesser trochanter. Th e 
words intertrochanteric and pertrochanteric are 
usually used synonymously to depict features 
within this region. Due to number of unpropi-
tious factors, trochanteric fractures pose a chal-
lenge to the orthopaedic surgeon typically, an 
elderly patient who tolerates recumbence poor-
ly, suff ers an unstable fracture in osteoporotic 
bone, engaging the area of the skeleton with the 
highest load4. Osteoporotic intertrochanteric 
fracture (ITF) is the second leading cause of 
hospitalization of elderly patients5. Extracap-
sular fractures (intertrochanteric and sub-tro- 
chanteric fractures) primarily involve cortical 
and com-pact cancellousbone. Because of the 
complex stress con-fi guration in this region and 
its nonhomogeneous osseous structure and ge-
ometry, fractures occur along the path of least 
resistance through the proximal femur6. Inter-
trochanteric fractures in the elderly are associ-
ated with high rates of mortality, ranging from 
15 to 20%, as they are at a high risk for deep vein 
thrombosis (DVT), urinary tract infections, 
and pulmonary embolism if they fail to mobi-
lize or ambulate early7. Successful treatment is 
challenging, as many factors are related to the 
patient’s fi nal prognosis. Stable fracture fi xation 
is the goal of treatment to improve the quality 
of life and decrease morbidity in patients with 
hip fractures, but this in turn depends on the 
type of fracture and bone quality8. Over the past 
fi ft y years, a wide variety of implants and fi xa-
tion strategies have been utilized for the surgical 
stabilization of intertrochanteric hip fractures. 
Th e available published literature in this regard 

has shown these fractures being treated by a va-
riety of devices like Nail Plate devices, Dynamic 
hip screw (DHS) and Medullary devices, e.g. 
Ender’s Nail, Zickel nail, Gamma nail devices. 
Th e introduction of the sliding compression 
hip screw and side plate in the 1950s was con-
sidered a major advance over previous nail-plate 
devices9,10,11. Th e sliding compression hip screw 
and side plate, which has a blunt end to decrease 
femoral head penetration and screw threads to 
increase head purchase, became the implant 
of choice for the fi xation of intertrochanteric 
fractures in the latt er half of the twentieth cen-
tury12,13. Th e stable reduction of intertrochan-
teric fracture provides suffi  cient medial and 
posterior cortical contact that does allow eff ec-
tive physiological load distribution; this resists 
not only the varus, but also prevents posterior 
displacement of proximal and distal fragments; 
thus contributes signifi cantly to the strength of 
fi xation. Anatomic reduction of fracture is goal 
but practically it is not always achievable, there-
fore reduction with or without fi xation of pos-
terior fragment is the recommended and most 
frequently used method14. Union rates as high 
as 100% have been reported with well reduced, 
stable fractures treated with optimal implant 
placement15. Failure rates up to 56% have been 
reported, related with certain problematic frac-
ture patt erns, comminution, poor bone quality 
and suboptimal fi xation16.

Materials and methods:
 Th is study was conducted at Orthopaedic and 
Trauma unit of District Headquarter Hospital 
Timergara, Dir Lower and Khalifa Gul Nawaz 
Teaching Hospital Bannu from May 2012 to De-
cember 2013. Total of 86 patients of both gen-
ders with closed Intertrochanteric fracture of fe-
mur with skeletal maturity were included in this 
study. Patients with infection at the fracture site, 
open fractures, non-united or mal-united inter-
trochanteric fractures, non ambulatory patients 
before fracture and pathological fractures were 
excluded from our study. All patients were op-
erated under image intensifi er aft er routine in-
vestigations and fi tness for anesthesia. Aft er pre-
operative assessment patient was taken on the 
traction table under spinal anesthesia. On an av-
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erage one senior surgeon and two assistant sur-
geons participated in each surgery. Maintaining 
traction, closed reduction was achieved by ap-
plying slight traction in anatomic axis of the limb 
without any abduction or adduction and slight 
internal rotation or external rotation depending 
on underlying fracture geometry. Th e trunk was 
tilted to the unaff ected side to allow access to the 
trochanteric area. Th e opposite limb was kept in 
fl exion and abduction so as to position C-Arm. 
Reduction was verifi ed on image intensifi er TV 
control. Aft er stable reductionall fractures were 
fi xed with DHS through lateral approach. Th e tip 
apex distance was maintained in between 11-25 
mm as standard. Wound was closed over drain 
and drain was removed at 24 to 48 hours aft er 
surgery. On fi rst post op day patient was allowed 
to sit on side of bed, on the chair aft er removal 
of drain and allowed for toe touch walking with 
walker depending upon the general condition of 
patients, personality of fracture and the stabil-
ity of internal fi xation. Stitches were removed at 
14th day aft er surgery. All patients were followed 
at 2nd, 6th, 12th and 24th weeks. All patients 
were assessed on postoperative x-rays for cut out 
failure, infection, union or any other complica-
tion. Partial weight bearing walk with support of 
walking frame allowed as patient became pain 
free mostly in between 3-4 weeks aft er surgery, 
full weight bearing with walker aft er 6 weeks, 
full weight bearing with one cane aft er 12 weeks 
and without cane aft er 24 weeks. Patients were 
followed up for 6 months. Results were analyzed 
with Kyle’s et al criteria (given in table No.1) 
into excellent, good, fair and poor.

Results:
Out of 86 patients 47 (54.65 %) were males 
while 39 (45.35 %) were females. Mean age was 
67.36 years, ranging from 35 to 105 years. Most 
of the patients were retired personals or house 
wives. Right side was involved in 51 (59.3%) pa-
tients while left  side was involved in 35 (40.7%) 
patients. Causes of fracture were history of fall in 
64 (74.45%) patients mainly in the early morn-
ing when they get up for fajar prayer, road traffi  c 
accident in 20 (23.26%) while miscellaneous in 
2 (2.33%). All patients were admitt ed through 
accident and emergency department and 76 
(88.37 %) were operated in the fi rst week aft er 
admission while 10 (11.63 %) were operated 
in the second week because of optimization of 
patients for surgery. Aft er surgery 27 (31.4%) 
patients were discharged on second post op day, 
43 (50.0%) patients were discharged on third 
post op day and the rest 16 (18.61%) patients 
aft er third post op day. Mean stay in the hospital 
was 7 days ranging from 5 to 17 days. We lost 
13 patients in our follow up and were excluded 
from the results. Only 73 patients were analyzed 
for results. Main complication was infection in 3 
(3.48 %) patients. All were treated with antibi-
otics and responded. Only one patient needed 
second admission and was treated with debride-
ment and I/V antibiotics. 35 (40.67%) patients 
were complaining of non specifi c pain. Mal 
union was reported in 2 (2.33%) patients. Non 
union was present in 5 (5.81%) patients at the 
end of sixth month. Results were analyzed ac-
cording to Kyle’s et al criteria. Out of 73 patients 
18 (24.66%) had excellent results, 43 (58.91%) 
had good results, 9 (12.33%) had fair results 
while 3 (4.11%) patients had poor results. 

Discussion:
 Intertrochanteric fractures are common prob-
lem especially in elder population. In our study 
the mean age was 67.36 years which is compa-
rable with another series of Bangladesh17 where 
mean age was 65.05 years. Th e mean age of our 
study matches with the local data. Th e variation 
in local and international data may be due to bet-
ter medical caring in the West thereby increases 
the average life expectancy. In our study, out 
of 86 patients 47 (54.65 %) were males while 

Table1: Kyle’s et al criteria

Excellent No or minimal limp
No pain  hip joint
Full range of motion hip joint

Good Mild limp
Mild occasional  pain hip joint
Full range of motion  hip joint

Fair Moderate  limp
Moderate pain hip joint( using two sticks)
Limited range of motion  hip joint

Poor Wheelchair bound
Pain at any position
Non-Ambulatory
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39 (45.35 %) were females which is compa-
rable with a study conducted locally18. Th e lo-
cal data also diff ers from international data in 
male to female ratio. Males are more prone to 
have intertrochanteric fractures as compared 
to female locally. In the West the leading cause 
was simple fall in postmenopausal osteoporotic 
females. Th ey suff er more intertrochanteric frac-
tures than males. Right side was involved in 51 
(59.3%) patients while left  side was involved in 
35 (40.7%) patients who are comparable with 
another study17. Mean duration of hospitaliza-
tion was 7 days in our study while in another 
study it was 21.5 days17. Main complication 
was infection which occurred in 3 patients, 2 
responded to oral antibiotics while one needed 
admission, debridement and IV antibiotics. 
Another study conducted locally had 3(10%) 
and 1(3.3%) patients with superfi cial and deep 
infection respectively. In our study we analyzed 
the results according to Kyle’s et al criteria. Out 
of 73 patients 18 (24.66%) had excellent results, 
43 (58.91%) had good results, 9 (12.33%) had 
fair results while 3 (4.11%) patients had poor re-
sults. In another series the end results were found 
to be Excellent in 46.34%, Good in 36.58%, Fair 
in 14.64% and Poor in 2.43% of patients (19). In 
another series the end results were found to be 
Excellent in 25%, Good in 47.2%, Fair in 19.4% 
and Poor in 8.4% of patients17.

Conclusion:
In conclusion intertrochanteric fractures fi xa-
tion with dynamic hip screw is an eff ective, 
simple and safe method. Th e treatment of tro-
chanteric fracture of the femur by Dynamic Hip 
Screw greatly simplifi es nursing care, allows 
early mobilization and reduces morbidity and 
mortality. Th e most important point of consid-
eration is the achievement of stable fi xation of 
the unstable fracture, so that early walking with 
crutch support would be possible.
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