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Abstract: Displaced pelvic fracture is among the most complicated fractures in traumatic orthopedics,
with high mortality and morbidity. Reduction is considered a complex procedure as well as a key
part in surgical treatment. However, few robotic techniques have been employed in the reduction of
pelvic fracture, despite the rapid advancement of technologies. Recently, we designed a robot surgery
system specialized in the autonomous reduction of displaced pelvic fracture and applied it in the
true patient for the first time. In this paper, we report its successful clinical debut in the surgery of a
displaced pelvic fracture. Total surgery time was 110 min and an anatomic reduction was achieved.
We then present a brief overview of the literature about reduction techniques in pelvic fracture and
introduce related principles involved in our robot-assisted reduction system.

Keywords: case report; robot-assisted surgery; closed reduction; pelvic fracture

1. Introduction

Surgery of displaced pelvic fractures (PF) has always been challenging for orthopedic
surgeons. It requires expertise in 3D pelvic anatomy, available reduction techniques, and
fixation strategies in most cases. To achieve a satisfactory reduction, many surgeons have
gone to great lengths to optimize differing approaches [1–3]. However, it is essential to
emphasize that the holy grail of “steps and technique of reduction” remains an art more
than a science, and the extensive open surgery was reportedly associated with a high risk of
neurovascular injury leading to poor prognosis. With the rapid development of technology
in the 21st century, robot techniques have become a powerful tool and an emerging art
assisting surgeons to eliminate all kinds of complex barricades [4,5]. Some have been
prevailing in PF fixation [6–8], but few have been introduced to handle the issue of PF
reduction, which is both a highly skilled and physically demanding procedure, and often
time-consuming.

We recently designed a new robot system that could autonomously identify the pelvic
fracture pattern and plan and execute the reduction approach. Our robot system consists of
one central part and its assistance part. The central part has three components (Figure 1):
an optical tracking device, a control software including planning and navigation algorithm,
which was described in our previous study [9], and a robotic arm system. The assistance
part includes two components. One is an elastic traction system, which was described
before in another study to facilitate fracture reduction and help reduce the force applied by
robotic arm [10]. The other is a passive arm system, which has two 9-degree of freedom
(DOF) passive holders installed at the healthy hemipelvis side and helps firmly fix the
pelvis. In the central part, the optical tracking device (NDI Polaris Vega) employs an
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infrared stereo camera and reference frames to acquire intraoperative 3D images and locate
every operation on the pelvis. After that, the planning and navigation software [9] mirrors
the healthy hemipelvis and develops a trajectory to reduce the fracture. Then, the 6-DOF
robotic manipulator (UR16e) built on a mobile platform completes the reduction work
under the guidance of the control software and optical tracking device by holding three
Schanz screws.

Figure 1. Diagram of the robot system.

In this report, we present the first case of robot-assisted autonomous reduction for
displaced PF followed by percutaneous screw fixation and review related literature in
this area. We believe this technique has enormous potential for PF treatment and merits
further studies.

2. Case Report

A 56-year-old male presented to the accident and emergency department six hours
after hit by a heavy object directly on the left hip. He was unable to walk after the injury.
On arrival, the patient was hemodynamically stable with a Glasgow Coma Score of 15/15.

On physical examination, the patient had tenderness on palpation of the right sacroiliac
joint and symphysis pubis. No apparent limb length discrepancy was noted, and distal
neurovascular structures were intact. Digital rectal examination and focused assessment
with sonography in trauma scans were normal. Pelvic compression and distraction tests
were not performed due to the pain. Radiographs of pelvic series (AP, inlet, outlet views)
(Figure 2a–c) and computed tomography (CT) scan with 3D reconstruction (Figure 2d)
showed an unstable pelvic injury (Tile B2), with a fracture line extending from the iliac
crest to the sacroiliac (SI) joint posteriorly (crescent-shaped pelvic fracture) and rupture
of superior and inferior rami anteriorly on both sides. A marked internal rotation of the
fragment existed.

After the approval by the Ethics Committee and informed consent, a surgery of robot-
assisted closed reduction and percutaneous internal fixation for pelvic fracture was planned
three days after injury. A flowchart was made to outline our surgery procedure (Figure S1
in the Supplementary Materials). With the patient supine, his pelvis and the leg of the
affected side (left side in our present case) were prepped and draped free. According
to preoperation planning, the first step of our surgery was to achieve full preparation
(such as setup, traction, etc.) for the next reduction and fixation. Two SI guidewires were
temporarily placed on the healthy side (right side in our case) with the help of a tracker-drill,
which made the final SI screw fixation much easier. Then, trackers were assembled on
both sides, followed by cone beam computed tomography (CBCT) scan to obtain the image
registration. Next, distal femoral traction utilizing the elastic traction device was applied
on the left side to facilitate the subsequent reduction. Several gripping screws (3 left side,
2 right side, 5.0 mm size, 40 mm threaded, 200 mm length) were placed on the ilium for the
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arms to hold firmly (Figure 3), and both the passive (right) arms and the robotic (left) arm
were prepped and connected to the corresponding gripping screws.

Figure 2. Imaging of the displaced pelvic fracture with fracture mapped by red dotted line: (a) AP
view; (b) outlet view; (c) inlet view; (d) 3D reconstruction view.

Figure 3. Gripping screws placement under navigation: (a) picture taken during gripping screws
placement; (b) real time monitoring.

The second step was to reduce the displaced fracture based on pelvis symmetry. The
software used at this step was proved effective in our model study before [9]. According to
the template reconstructed from mirroring the relatively intact hemipelvis, the software
autonomously programmed a reduction trajectory to move the fractured fragment to the
presumptive site (Video S1 in the Supplementary Materials). That pelvic morphology was
structured using the mirror of more than ninety thousand points at the healthy side (right
side) [11]. Following the completed reduction, in our case, intraoperative fluoroscopy was
used to examine the reduction quality (Figure 4). All the views illustrated a satisfactory
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opposition between the fragments. Furthermore, a generally available software, Geomagic
Studio 2013 (Geomagic Inc., Chino, CA, USA), was used to measure the global 3D point
cloud error for each set of registration result [9]. The average error was 1.18 mm, and
99.97% points revealed an error less than 4 mm.

Figure 4. Intraoperative fluoroscopy after robot-assisted reduction: (a) AP view of anterior ring;
(b) inlet view of anterior ring; (c) outlet view of anterior ring; (d) fracture site at the iliac crest.

After validation, the third step was the definitive percutaneous fixation. In our present
case, the left SI joint was then stabilized with two 6.5 mm size, 100 mm length cannulated
partially threaded cancellous screws. Another two percutaneous lag screws were placed
retrogradely with the help of navigation. Next, a stress test was conducted under the
image intensifier to confirm the rotational stability of the fixed pelvis. No intraoperative
complication was noted. The total surgery time was 110 min, and blood loss 50 mL.

The post-operative period was uneventful. A CT scan on the day after surgery showed
a maximal displacement of 2.8 mm based on multiple plane reconstruction (Figure 5), which
is classified as excellent reduction quality according to Matta criteria [2] (excellent at 4 mm
or less, good at 5–10 mm, fair at 10–20 mm, and poor at more than 20 mm). The patient
started the active and passive joint movements and strength exercises on the bed from the
second post-operative day. We advised non-weight bearing or toe-touch weight-bearing
for 2 weeks, and then progressive weight could be added depending on pain. At the
3-month follow-up outpatient appointment, the patient could walk without a cane and had
no limitation of daily living. Function assessment showed a Majeed score [12] of 95/100,
categorized as an excellent outcome. The radiographs revealed no problem (secondary
displacement, non-union, hardware failure).
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Figure 5. Post-operative CT scan to identify the reduction quality: (a) axial plane at the SI joint;
(b) coronal plane at the SI joint view; (c) coronal plane at the anterior fracture site.

3. Discussion

Due to the irregular shape and complexity of neurovascular structure around the
pelvis, reduction and fixation of a displaced pelvic fracture remains complicated for
most surgeons. Since the last century, various orthopedic instruments and techniques
have been introduced to tackle such tough fracture [1,2,13–17]. In the late 1990s, some
pioneers [2,13,16,17], such as Tile, Matta, Routt, Kellam, to name but a few, elaborated their
experience of open reduction and internal fixation (ORIF) for displaced PF. Since then, the
approaches they described have, to a certain extent, become a classic for every orthopedic
surgeon to learn. However, several significant issues were encountered as we conducted
such methods for decades. First, the surgery is full of challenges and often associated
with an increased risk of neurovascular injury. Therefore, the learning curve for an inex-
perienced surgeon is long. Second, such extensive open surgery is unsuitable and often
seen as a second hit for a polytrauma patient. Sometimes, patients may have to endure
delayed treatment due to the complexity of their specific fractures. Third, we also want
to mention that it remains hard to achieve anatomic reduction due to its morphological
features, despite reducing through open surgery. For example, while reducing the posterior
ring, it may seem that alignment is achieved on the anterior surface of the SI joint via
touching and fluoroscopy. However, due to indiscoverable rotations, a posterior gap or
disagreement could probably occur.

Considering the drawbacks of open surgery, more and more pathfinders have been
looking for a minimally invasive way to handle pelvic fracture, and closed reduction
followed by percutaneous screw fixation has become a growing trend [14,15,17,18]. Place-
ments of Schantz pins in the iliac crest, antero-superior iliac spine and supra-acetabulum
are used to reduce the antero-posterior displacement and rotational deformity while axial
traction to the lower limb for the superior displacement [17]. Matta [15] then introduced
a specialized orthopedic system for PF reduction to facilitate the healthy side fixed to the
table. Lefaivre [14] later designed a Starr frame to reduce displaced PF, stabilizing the
intact hemipelvis and freeing surgeons’ hands once the fracture reduced. However, the
reduction process was still conducted by surgeons and was too dependent on surgeons’
personal experience. Inspired by Lefaivre, Zhao et al. [18,19] then developed a computer-
aided reduction mechanism and combined it with the Starr frame. An intraoperative 3D
reconstruction model was applied to measure the reduction quality, and computer software
was used to calculate the residual differences between the actual and virtual anatomical
reduction positions. Still, the reduction accuracy relied on the surgeons, and after each
movement, an intraoperative CT scan or fluoroscopy was required to check the result.
Overdose radiation and reduction quality were two aspects impeding its development.

With the advancement of orthopedic surgery robots and computer-assisted surgery
techniques, real-time operation under navigation has facilitated the reduction and fixation
of displaced PF to a great extent [20,21]. To overcome the difficulties such as radiation
exposure and reduction quality in PF, our department designed the new surgical robot
employing several primary techniques, described herein (co-designed by Beijing Jishuitan
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Hospital and Rossum Robot—Beijing, China). First, the autonomous reduction planning
adopts the principle of mirroring and utilizes the symmetry of the pelvis, which we called
Pelvic Symmetry Reduction (PSR), introduced in our previous study [11]. The pelvis
symmetry has been well established and verified. In Ead’s study [22,23], she demonstrated
the high degree of pelvis symmetry and attempted to reconstruct a fractured pelvis through
her mirroring tools. Wang et al. [24] also confirmed the symmetry and then found the
virtual plane on which the intact healthy hemipelvis could mirror. Our team also explored
the symmetry beforehand, using the PSR method to simulate reduction on fractured
pelvis models, and indicated its potential feasibility in developing a surgery robot [11].
Additionally, now, the newborn robot made its clinical debut.

The second primary technique is the elastic traction device. In order to overcome
the very significant forces exerted by the muscles and ligaments during reduction, lots of
effort, such as axial traction of the lower limb, is required. Traditionally, manual traction
by surgeons or rigid traction using the conventional traction table is employed to ease
the reduction. However, the former wastes the workforce, while the latter greatly limits
the flexibility of the reduction process. In order to minimize the load on the robotic arm
and solve the difficulties mentioned above, we designed an elastic traction device which
was described in detail before [10], and listed it as a necessary component of our robot
system. After reduction, the surgeon performed the final fixations manually while the robot
arm firmly maintained the reduction. The total surgery time was 110 min and blood loss
50 mL. Only two surgeons are involved, other than one scrub nurse and one technician. It is
recognized that the time and blood loss was tightly associated with the fracture pattern and
surgical approach and was based largely on each individual patient. Ma [25] retrospectively
studied 128 patients with pelvic fracture and reported a median surgery time of 103 min
in minimally invasive surgery (MIS) and 152 min in ORIF surgery. He also concluded
the estimated blood loss showing an average 50 mL in MIS and 250 mL in ORIF. Our
results were similar to that of MIS, which revealed evident advantage over extensive open
surgery. In Ma’s study, MIS group received 77.4% (48/62) excellent reduction, while the
ORIF group saw 75.8% (50/66). Five patients (7.5%) in ORIF group yielded perioperative
complications (surgical site infection, unplanned re-operation, malunion). In our presented
case, an anatomic reduction was obtained and no complication occurred. We believe the
robot-assisted reduction system will have tremendous potential to benefit both patients and
surgeons in future PF management, although more cases and more studies are required in
the future.

To the best of our knowledge, this is the first case report on robot-assisted surgery
for pelvic fracture. Such a technique is less demanding with respect to both the skills and
staff involved, and saves both time and labor. Theoretically, there is no radiation exposure,
and the reduction accuracy could be monitored through point cloud calculation. In our
presented case, we used intraoperative fluoroscopy only to verify our reduction results.
However, there are still some disadvantages we may overlook, such as the squeezing
of surrounding vessels and nerves, which were not visible in our case. In addition, the
indications of this robot-assisted reduction method have not been made clear. Future
studies should be planned to optimize our surgical robotic system.

This case report also has some limitations. First, only one case was performed. More
cases are required before concluding the reliability of this new robot. Second, comparative
studies are further needed to investigate its superiority over other approaches.

Supplementary Materials: The following supporting information can be downloaded at: https://www.
mdpi.com/article/10.3390/jcm11061598/s1, Figure S1: Flowchart of surgery procedure; Figure S2:
Post-operative X-ray (AP, outlet, inlet views); Video S1: Autonomous reduction procedure.

Author Contributions: Conceptualization, Y.G. and C.Z.; writing—original draft preparation, Y.G.;
writing—review and editing, C.Z., Y.W. and X.W.; supervision, X.W. All authors have read and agreed
to the published version of the manuscript.

https://www.mdpi.com/article/10.3390/jcm11061598/s1
https://www.mdpi.com/article/10.3390/jcm11061598/s1


J. Clin. Med. 2022, 11, 1598 7 of 8

Funding: This research was funded by the Beijing Science and Technology Project, grant number
Z201100005420033.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Ethics Committee of the Beijing Jishuitan Hospital
(202009-04).

Informed Consent Statement: Informed consent was obtained from the patient involved in this study.

Data Availability Statement: Data sharing not applicable.

Acknowledgments: We want to extend our sincere gratefulness to those people who put a lot of time
and energy into the presented robot technique. We thank Gang Zhu for his patient instruction in the
field of engineering. We thank Qiyong Cao for his support during our journey from laboratory to
theater room.

Conflicts of Interest: The authors have no conflict of interest relevant to this article.

References
1. Burgess, A.R.; Eastridge, B.J.; Young, J.W.; Ellison, T.S.; Ellison, P.S., Jr.; Poka, A.; Bathon, G.H.; Brumback, R.J. Pelvic ring

disruptions: Effective classification system and treatment protocols. J. Trauma 1990, 30, 848–856. [CrossRef]
2. Matta, J.M.; Tornetta, P., 3rd. Internal fixation of unstable pelvic ring injuries. Clin. Orthop. Relat. Res. 1996, 329, 129–140.

[CrossRef]
3. Blum, L.; Hake, M.E.; Charles, R.; Conlan, T.; Rojas, D.; Martin, M.T.; Mauffrey, C. Vertical shear pelvic injury: Evaluation,

management, and fixation strategies. Int. Orthop. 2018, 42, 2663–2674. [CrossRef] [PubMed]
4. Serni, S.; Pecoraro, A.; Sessa, F.; Gemma, L.; Greco, I.; Barzaghi, P.; Grosso, A.A.; Corti, F.; Mormile, N.; Spatafora, P.; et al.

Robot-Assisted Laparoscopic Living Donor Nephrectomy: The University of Florence Technique. Front. Surg. 2020, 7, 588215.
[CrossRef] [PubMed]

5. Vignolini, G.; Greco, I.; Sessa, F.; Gemma, L.; Pecoraro, A.; Barzaghi, P.; Grosso, A.; Corti, F.; Mormile, N.; Martiriggiano, M.; et al.
The University of Florence Technique for Robot-Assisted Kidney Transplantation: 3-Year Experience. Front. Surg. 2020, 7, 583798.
[CrossRef] [PubMed]

6. Deng, H.L.; Li, D.Y.; Cong, Y.X.; Zhang, B.F.; Lei, J.L.; Wang, H.; Wang, P.F.; Zhuang, Y. Clinical Analysis of Single and Double
Sacroiliac Screws in the Treatment of Tile C1 Pelvic Fracture. Biomed. Res. Int. 2022, 2022, 6426977. [CrossRef]

7. Wu, X.B.; Wang, J.Q.; Sun, X.; Zhao, C.P. Guidance for Treatment of Pelvic Acetabular Injuries with Precise Minimally Invasive
Internal Fixation Based on the Orthopaedic Surgery Robot Positioning System. Orthop. Surg. 2019, 11, 341–347. [CrossRef]

8. Peng, Y.; Zhang, W.; Zhang, G.; Wang, X.; Zhang, S.; Ma, X.; Tang, P.; Zhang, L. Using the Starr Frame and Da Vinci surgery
system for pelvic fracture and sacral nerve injury. J. Orthop. Surg. Res. 2019, 14, 29. [CrossRef]

9. Shi, C.; Zhao, X.; Wu, X.; Zhao, C.; Zhu, G.; Shi, S.; Wang, Y. Real-time 3D Navigation-based Semi-Automatic Surgical Robotic
System for Pelvic Fracture Reduction. In Proceedings of the 2021 IEEE/RSJ International Conference on Intelligent Robots and
Systems (IROS), Prague, Czech Republic, 27 September–1 October 2021; pp. 9498–9503.

10. Liu, J.; Xu, K.; Zhao, C.; Zhu, G.; Wang, Y.; Wu, X.; Tian, W. Experimental and finite element analysis studies of a reduction-force
reducing traction method for pelvic fracture surgeries. Med. Nov. Technol. Devices 2022, 13, 100101. [CrossRef]

11. Zhao, C.P.; Guan, M.J.; Shi, C.; Zhu, G.; Gao, X.Y.; Zhao, X.R.; Wang, Y.; Wu, X.B. Automatic reduction planning of pelvic fracture
based on symmetry. Comput. Methods Biomech. Biomed. Eng. Imaging Vis. 2021. [CrossRef]

12. Majeed, S.A. Grading the outcome of pelvic fractures. J. Bone Jt. Surg. Br. 1989, 71, 304–306. [CrossRef]
13. Tile, M. Pelvic ring fractures: Should they be fixed? J. Bone Jt. Surg. Br. 1988, 70, 1–12. [CrossRef]
14. Lefaivre, K.A.; Starr, A.J.; Reinert, C.M. Reduction of displaced pelvic ring disruptions using a pelvic reduction frame. J. Orthop.

Trauma 2009, 23, 299–308. [CrossRef]
15. Matta, J.M.; Yerasimides, J.G. Table-skeletal fixation as an adjunct to pelvic ring reduction. J. Orthop. Trauma 2007, 21, 647–656.

[CrossRef]
16. Kellam, J.F.; McMurtry, R.Y.; Paley, D.; Tile, M. The unstable pelvic fracture. Operative treatment. Orthop. Clin. N. Am. 1987, 18,

25–41.
17. Routt, M.L., Jr.; Simonian, P.T.; Swiontkowski, M.F. Stabilization of pelvic ring disruptions. Orthop. Clin. N. Am. 1997, 28, 369–388.

[CrossRef]
18. Zhao, J.X.; Zhang, L.C.; Su, X.Y.; Zhao, Z.; Zhao, Y.P.; Sun, G.F.; Zhang, L.H.; Tang, P.F. Early Experience with Reduction of

Unstable Pelvic Fracture Using a Computer-Aided Reduction Frame. Biomed. Res. Int. 2018, 2018, 7297635. [CrossRef]
19. Zhang, L.H.; Zhao, J.X.; Zhao, Z.; Su, X.Y.; Zhang, L.C.; Zhao, Y.P.; Tang, P.F. Computer-aided pelvic reduction frame for

anatomical closed reduction of unstable pelvic fractures. J. Orthop. Res. 2016, 34, 81–87. [CrossRef]
20. Wang, J.Q.; Wang, Y.; Feng, Y.; Han, W.; Su, Y.G.; Liu, W.Y.; Zhang, W.J.; Wu, X.B.; Wang, M.Y.; Fan, Y.B. Percutaneous Sacroiliac

Screw Placement: A Prospective Randomized Comparison of Robot-assisted Navigation Procedures with a Conventional
Technique. Chin. Med. J. 2017, 130, 2527–2534. [CrossRef]

http://doi.org/10.1097/00005373-199007000-00015
http://doi.org/10.1097/00003086-199608000-00016
http://doi.org/10.1007/s00264-018-3883-1
http://www.ncbi.nlm.nih.gov/pubmed/29582114
http://doi.org/10.3389/fsurg.2020.588215
http://www.ncbi.nlm.nih.gov/pubmed/33521044
http://doi.org/10.3389/fsurg.2020.583798
http://www.ncbi.nlm.nih.gov/pubmed/33262999
http://doi.org/10.1155/2022/6426977
http://doi.org/10.1111/os.12452
http://doi.org/10.1186/s13018-018-1040-6
http://doi.org/10.1016/j.medntd.2021.100101
http://doi.org/10.1080/21681163.2021.2012830
http://doi.org/10.1302/0301-620X.71B2.2925751
http://doi.org/10.1302/0301-620X.70B1.3276697
http://doi.org/10.1097/BOT.0b013e3181a1407d
http://doi.org/10.1097/BOT.0b013e31809810e5
http://doi.org/10.1016/S0030-5898(05)70295-9
http://doi.org/10.1155/2018/7297635
http://doi.org/10.1002/jor.22987
http://doi.org/10.4103/0366-6999.217080


J. Clin. Med. 2022, 11, 1598 8 of 8

21. Long, T.; Li, K.N.; Gao, J.H.; Liu, T.H.; Mu, J.S.; Wang, X.J.; Peng, C.; He, Z.Y. Comparative Study of Percutaneous Sacroiliac Screw
with or without TiRobot Assistance for Treating Pelvic Posterior Ring Fractures. Orthop. Surg. 2019, 11, 386–396. [CrossRef]

22. Ead, M.S.; Duke, K.K.; Jaremko, J.L.; Westover, L. Investigation of pelvic symmetry using CAD software. Med. Biol. Eng. Comput.
2020, 58, 75–82. [CrossRef]

23. Ead, M.S.; Westover, L.; Polege, S.; McClelland, S.; Jaremko, J.L.; Duke, K.K. Virtual reconstruction of unilateral pelvic fractures by
using pelvic symmetry. Int. J. Comput. Assist. Radiol. Surg. 2020, 15, 1267–1277. [CrossRef]

24. Wang, L.F.; Wang, T.M.; Li, C.S.; Tang, P.F.; Xu, Y.; Zhang, L.H.; Guo, N.; Zhao, Y.P.; Zhao, L.; Hu, L. Physical Symmetry and
Virtual Plane-Based Reduction Reference: A Preliminary Study for Robot-Assisted Pelvic Fracture Reduction. J. Mech. Med. Biol.
2016, 16, 1640014. [CrossRef]

25. Ma, L.; Ma, L.; Chen, Y.; Jiang, Y.; Su, Q.; Wang, Q.; Zhu, Y. A cost minimization analysis comparing minimally-invasive with
open reduction surgical techniques for pelvic ring fracture. Exp. Ther. Med. 2019, 17, 1802–1812. [CrossRef]

http://doi.org/10.1111/os.12461
http://doi.org/10.1007/s11517-019-02068-w
http://doi.org/10.1007/s11548-020-02140-z
http://doi.org/10.1142/S0219519416400145
http://doi.org/10.3892/etm.2019.7151

	Introduction 
	Case Report 
	Discussion 
	References

