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Purpose: The technical advancement of surgical stabilization of ribs often prevents the surgeons from fixation, despite the proce-
dures documented improved outcomes. The aim of this study was to evaluate a less invasive approach involving a simplified monocorti-
cal rib fixation technique. Methods: Eighteen frozen human ribs obtained intraoperatively from young individuals aged 13–18 were
employed for this study. First, the ribs were fractured under three-point bending, with their intrathoracic side put under tensile stress.
Following this, the ChM 4.0 rib fixation system was utilized. The specimens were categorized into two groups: bicortical fixation (n = 9)
and monocortical fixation (n = 9). Subsequently, bicortical and monocortical fixation groups underwent dynamic testing over 400 000 cycles
under combined sinusoidal tensile bending and torsional loading (2–5 N at 3 Hz). In the final stage, all samples were subjected to a de-
structive load to failure. Results: Our analysis revealed that the fixation method did not demonstrate statistically significant differences
in terms of preliminary bending stiffness ( p = 0.379). Similarly, undergoing a course of 400 000 cycles involving combined tensile
and torsional loading did not constitute a statistically significant factor affecting the monocortical and the bicortical fixation groups
( p = 0.894). In the monocortical fixation group, all specimens failed due to screws pulled out from the bone. In contrast, all specimens in
the bicortical fixation group exhibited failure attributed to fractures occurring just behind the plate. Nonetheless, the fixation method was
not a significant factor affecting bending strength ( p = 0.863). Conclusions: The monocortial fixation could be a reasonable option among
younger populations with comparable stability of fixation.
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1. Introduction

Thoracic trauma and concomitant rib fractures fre-
quently arise as consequences of motor vehicle acci-
dents [19]. The number of traffic collisions constantly
increases, with blunt chest trauma constituting the
second most frequent type [20]. Thoracic trauma con-
tributes significantly to morbidity and mortality rates,
where roughly 8–10% of drivers die due to chest wall
trauma [22]. The severity of fractures may vary from

simple to multilevel, including flail chest. Manage-
ment of multiple fractures, especially with the flail
component, has progressively focused on the injury of
underlying tissues [9], [19]. The majority of patients
with flail chests, require intensive pain management
and mechanical ventilation to support the fractured
segment[10]. Over the last decades, numerous implants
have been developed to improve outcomes of surgical
fixation of ribs, encompassing locking plates, intra-
medullary wires, struts and absorbable plates [1], [21].
Robust data support the benefits of surgical rib stabili-
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zation over symptomatic treatment [9], [13], [18], [19],
[26]. Operative fixation of multisegmental rib fractures
can significantly improve pulmonary function [9], [18],
[19], [26]. The surgery prevents common complica-
tions, such as prolonged intubation often leading to
pneumonia and sepsis [24], [30]. The pivotal argument
in favor of operative rib stabilization is the noteworthy
38 to 72% reduction in mortality rates [1], [12], [30].
Unfortunately, the surgery is still executed in the mi-
nority of cases, in which the patient could benefit
from [3], [10], [30], [31]. A contributing factor to the
limited popularity of this procedure is the requirement
for technical advancement of rib fixation, according to
current recommendations [11], [34]. The conventional
approach, performed with a locking plate system,
utilizes three screws placed in a bicortical manner on
each side of the fracture [11], [34]. Although single-
lung intubation is not mandatory for surgical fixation
of the ribs, it enhances surgical exposure and mini-
mizes the risk of lung parenchyma injury while drill-
ing through both cortices [11]. Moreover, improper
screw selection may result in protrusion of the screw
tip, causing pleural irritation or even pneumothorax
[3], [11], [34].

The majority of existing literature examines the me-
chanical properties of various rib fracture fixation con-
structs [4], [5], [11], [23]. However, none of those stud-
ies involve the analysis of rib material obtained from
living individuals under the age of 20 subjected to com-
bined tensile-torsional cyclic loading. Authors study
their fixation constructs in vitro utilizing cadaveric ribs
acquired from elderly donors [5], [23]. Nevertheless,
clinically essential parameters such as bone stock, bone
purchase, and the initial stiffness could introduce bias to
the results [14], [15], [19], [29], [32], [33].

This study aimed to compare, for the first time, the
biomechanical properties between bicortical and mono-
cortical locking plate fixation in the human rib frac-
ture model acquired from young living subjects. We
hypothesize that the monocortical or bicortical screw
placement does not jeopardize the overall stability of
the reduced fracture site.

2. Materials and methods

2.1. Specimens

All specimens were collected intraoperatively from
18 females undergoing the anterior approach spine sur-
gery. The patient’s age ranged from 13 to 18 and the
BMI of 19.58 (SD 1.45) at the time of surgery. Basic

demographics of the subjects have been presented in
Table 1. Informed consent was acquired from all do-
nors. The exclusion criteria were as follows: a BMI
below 5 percentile, the presence of systemic diseases
or any drug administration that could affect bone me-
tabolism. The material in the form of rib fragments
was taken according to the methodology described by
Suk et al. [28]. For patients treated through the ante-
rior approach, a single rib was removed, to facilitate
surgical access. Additional ribs were also resected in
the course of rib hump correction. Most of the re-
sected rib fragments were grounded and utilized for
the anterior fusion, while the surplus segments unused
in fusion comprised the samples for testing. In total,
eighteen frozen human ribs level IX–X from the lateral
and posterior locations were employed. The bone mate-
rial was stored in a double plastic container at –20 °C
until the testing day. According to several studies, such
conditions do not alter mechanical parameters [16],
[25]. After thawing for 12 hours, all soft tissue was
removed and each rib was cut into a total arc length of
160 mm. In accordance with the methodology de-
scribed by Mischler et al. [23], the ventral ends of the
ribs were embedded with epoxy resin into polymeth-
ylmethacrylate (PMMA) custom-made PMMA cylin-
der-radius 30 mm. The dorsal ends were embedded
with epoxy resin into a plastic ball radius of 40 mm.
Following that procedure, a weak spot was generated
utilizing an oscillating saw equipped with a 0.5 mm
thick blade.

Table 1 Basic demographics of the subjects

Patient No. Age Weight Height BMI
1 18 45 158 18.026
2 14 50 167 17.928
3 13 45 155 18.730
4 14 56 164 20.821
5 16 57 170 19.723
6 16 59 166 21.411
7 14 48 167 17.211
8 16 55 164 20.449
9 15 52 167 18.645

10 16 51 163 19.195
11 17 57 164 21.193
12 13 55 171 18.809
13 15 43 154 18.131
14 16 52 166 18.871
15 18 60 163 22.583
16 16 54 165 19.835
17 16 55 167 19.721
18 17 59 167 21.155

In all instances, an eight-hole 77 mm ChM 4.0 ChLP
straight reconstruction plate made of titanium alloy
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was employed (Fig. 1) [35]. A certified orthopedic
surgeon – lead author performed the plating of the ribs
following the ChM manufacturer’s guidelines. To
standardize the beam while contouring the plate and
achieving uniform rib length, a custom mold made of
plaster was prepared. The thickness of the cortex was
assessed with the caliper, during fixation of rib frag-
ments. The average thickness ranged from 0.6 mm to
0.8 mm. The specimens were consequently instru-
mented using a ChM’s drill guide with a ChM’s drill
bit (1.8 mm). Finally, three titanium alloy 2.4 mm
locking screws (6 mm of total length) were placed on
each side monocortically and 2.4 mm locking screws
(8 mm of total length) were placed on each side bicor-
tically, depending on the assigned group (Fig. 2). Two
holes near the fracture site were left empty. The inser-
tion torque applied to each screw on each plate was
standardized to values recommended by the ChM manu-
facturer – 1 Nm for the ChM 4.0 ChLP plate and 2.4 mm
locking screw [35]. A calibrated torque-limiting screw-
driver (MicroClick MC 5, Proxxon Industrial) were
used. The resolution of this device was determined by
the scale ring with 0.1 Nm graduation. The manufac-
turer certified that the accuracy was +/–6%. Once the
limiting torque was set, no further adjustments were
made. All screws were tightened under the same con-
ditions by the lead author.

Fig. 1. The ChM 4.0 ChLP straight reconstruction plate

Fig. 2. Fixation diagram

2.2. Measuring setup

Each rib was fractured on a three-point bending uni-
versal servohydraulic testing machine (ZWICK Z100/
TL3S Zwick GmbH & Co. KG, Ulm, Germany) (Fig. 3).

Both the initial and the final biomechanical testing
were performed using the same universal servohydrau-
lic testing machine (ZWICK Z100/TL3S Zwick GmbH
& Co. KG, Ulm, Germany). The resulting bending
strength was reported in Nm. The resolution and accu-
racy of distance measurement were 1 µm and 2 µm ac-
cordingly. A built-in sensor of the testing machine was
used for distance. The force was measured by a 5 kN
load cell (Xforce HP, Zwick GmbH & Co. KG, Ulm,
Germany). The resolution and accuracy of the force
measurements were 0.01 N and 1% of the nominal
load (accuracy class 0.5). The standard calibration
procedure with a custom-made beam made of aluminum
was executed prior to each test. Please note that 1 N
corresponds to a gravity force acting on a mass of
approximately 0.102 kg on Earth.

Fig. 3. The three-point bending setup

The initial stiffness of each construct post-instru-
mentation was assessed non-destructively through axial
compression (Fig. 4). Additionally, the initial stiffness of
4 specimens was assessed pre-instrumentation. Subse-
quently, the specimens were mounted to the custom
cyclic loading device. The machine combined tensile
and torsional loading by applying cyclic force from
2 N to 5 N at a rate of 3 Hz, with a total of 400 000
cycles according to the methodology described by
Mischler et al. [23]. This machine simulated the physio-
logical bucket handle motions of the ribs during respi-
ration [2], [23]. Construct subsidence was controlled
and adjusted every 50 000 cycles (Fig. 5). An intrave-
nous system was used to deliver the Ringer solution to
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prevent the specimen from drying. At the final stage,
the constructs underwent load-to-failure testing using an
axial compression machine (ZWICK Z100/TL3S Zwick
GmbH & Co. KG, Ulm, Germany).

Fig. 4. An axial compression machine
(ZWICK Z100/TL3S Zwick GmbH & Co. KG, Ulm, Germany)

and rib fragments-ChM 4.0 ChLP monocortical fixation

Fig. 5. Specimen mounted to a custom-made machine
with x-y sliding table for combined tensile

and torsional loading

2.3. Statistical analysis

Statistical analyses were performed using Mathe-
matica 12 software (Wolfram Research, Inc., Oxford-
shire, United Kingdom). Data was reported as mean
± standard deviation, statistical significance was set to
p < 0.05.

Mann–Whitney U-test was used hereby to evaluate
whether the insertion method affected the maximum
force registered during the single cycle to failure testing
post-cyclic loading. To determine the effect of cyclic
loading (pre versus post test), the insertion method
(mono versus bicortical) and its combination on the
bending stiffness, two-way ANOVA was used consid-
ering repeated observations. For additional validation,
power analysis of the test was performed to determine
the probability of committing type II error. The as-
sumed acceptable power of the test was ( β < 0.2) [6].
The normality of residuals was assessed through the
Shapiro–Wilk test.

2.4. Ethics

This study was approved by the Human Research
Ethical Committee No 105/22. The patient’s consent
was obtained each time before the surgery.

3. Results

3.1. Comparison of pre and post-cycling
loading stiffness

Bone stiffness prior to fixation was 14.124 N/mm
(SD 2.36) (N = 4). The mean initial bending stiffness
was 18.58 N/mm (SD 6.61) (N = 9) for the monocortical
fixation group and 16.09 N/mm (SD 4.12) (N = 9) for
the bicortical fixation group (Fig. 6). Statistical ex-
amination with the ANOVA demonstrated that the
fixation method was not a statistically significant factor
affecting bending stiffness ( p = 0.379, β = 0.196). In-
terestingly, the ANOVA test revealed that the bending
stiffness after cyclic loading was also not a statisti-
cally significant factor ( p = 0.906, β = 0.194). Com-
bination of both groups with pre- and post-cycling
loading also demonstrated (ANOVA) no statistically
significant differences ( p = 0.894, β = 0.194) (Fig. 6).
We did not observe any construction failures post-
cycling in either group.
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Fig. 6. Box and whisker plots with preliminary
and post-cycling loading stiffness in analyzed groups

3.2. Mechanism of failure

The mean load to failure was 82.82 N (SD22.23)
(N = 9) for the monocortical fixation group and 77.94 N
(SD22.82) (N = 9) for the bicortical fixation group. Load-
-displacement curves for two representative mono- and
bicortical constructs are presented in Fig. 7. Statistical
examination with the Mann–Whitney U-test demonstrat-
ed that the fixation method was not a statistically sig-
nificant factor affecting bending strength ( p = 0.863)

Fig. 7. Load-displacement curve

Fig. 8). All monocortical fixation group specimens
(failed due to screws pulled out from the bone (Fig. 9A).
In contrast, all specimens in the bicortical fixation
group failed due to fractures occurring just behind the
distal screw hole (Fig. 9B).

Fig. 8. Box and whisker plots with maximum load-to-failure
in analyzed groups

Fig. 9. A) Dismantled monocortical fixation
with the screws pulled out of bone,
B) Dismantled bicortical fixation
with the fracture behind the plate
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4. Discussion

The technical and anesthesiological advancement of
rib fracture fixation often limits the surgeons from osteo-
synthesis [3], [10], [11]. Compression plating utilizing
bicortical screws was a standard technique supported by
literature [10], [21]. However, the introduction of low-
profile locking plate systems facilitated less invasive
surgical approaches as the locked construct’s strength
is independent of bone compression [7], [11], [27].
Therefore, the healing process remains nearly undis-
turbed while the periosteum stays intact [10]. Further-
more, the occurrence of locking screw loosening and
migration is rare when thorough surgical techniques
are employed [10], [11].

A study by Choke et al. [5] focused on the cadaveric
investigation of bicortical and monocortical  Synthes
MatrixRIB fixation system. Interestingly, the authors
proved no statistically significant differences between
post-cycling loading stiffness for both analyzed groups
( p = 0.872). However, the study was limited to axial
compressive cycling-loading, without testing the tor-
sional force that occurs in physiological breathing [5],
[23]. In contrast, in our study, we utilized combined
tensile and torsional loading for a duration represen-
tative of over 2 weeks of fracture healing [2], [23].
Similarly, we did not observe higher bending stiffness
among the bicortical fixation group ( p = 0.894). Choke
et al. [5] also did not observe significant differences in
load to failure between monocortical and bicortical
fixation ( p = 0.549). However, only 2 out of 10 speci-
mens failed due to screw pull out, whereas in our study
all monocortical specimens failed as result of pull out
from the bone. Moreover Choke et al. [5] reported that
all analyzed bicortical fixations failed by plate bend-
ing and refracture at the fracture line. This was not the
case in our study, whereas all bicortical fixations
failed just behind the distal screw hole. Mischler et al.
[23] analyzed the modified rib’s fixation technique
with only two bicortical screws per fragment. The
authors also did not observe a significant influence of
the number of screws in relation to post cycling bend-
ing stiffness and maxium force ( p = 0.64 and p >
0.13, respectively). Similarly to our results, the failure
mode of this type of fixation was consistent, featuring
bone fracture at the most distal screw hole [23]. How-
ever, compared to monocortical fixation, a simple re-
duction of inserted screws cannot prevent common
complications associated with bicortical screw stabili-
zation, such as lung parenchyma injury [11]. Contrary
to Mischler et al. [23] we did not register a significant
increase in bending stiffness after the course of cyclic

loading due to settling and non-linear force-displace-
ment behavior. However, this property holds minimal
relevance in non-weight-bearing bones, as stress loading
during respiration is not axially directed as in axial load
to failure tests. Regarding the discussion above, both
studies conducted by Mischler et al. and Choke et al.
were conducted on identical plates – MatrixRiB Syn-
thes [5], [23], [34]. It is worth emphasizing that the
final mode of failure during a similar axial loading test
was quite different. Taking bone variability and inevi-
table differences between loading parameters into ac-
count, any direct comparisons between these in vitro
studies should be treated with caution.

The current standard for rib fracture fixation is the
placement of a minimum of three bicortical locking
screws per fragment [34]. This recommendation refers
to all age groups [34]. Monocortical fixation which
is less technically demanding procedure could lead to
fixation failure due to screw pull-out in osteoporotic
bone [34]. Therefore, literature regarding monocortical
fixation or fixation with less screws is limited [5], [23].

Post-mortem studies are characterized by some gen-
eral limitations [5], [23]. Concerns regarding bone
quality and its mechanical parameters during the tests
arise from the limited number and senior age of cadav-
eric specimens [17], [32], [33]. A study by Takahashi et
al. [29] that analyzed age’s impact on the ribs’ BMD
values, documented a 25% drop at the age of 60 com-
pared to peak values at the ages from 15 to 25. Wang
et al. [32] pointed out that altered parameters of rib
cortical bone are influenced not only by BMD, but also
by microarchitecture and the ratio between mineral and
organic substances. Currey et al. [8] reported consider-
able variations in rib cortical bone parameters, associ-
ated with age. The post-mortem analysis of 18 donors
(aged 2–42), proved that ribs from the younger popula-
tion exhibit lower Young’s modulus and bending stiff-
ness. Simultaneously, they displayed increased deflec-
tion and greater energy absorption prior to fracture.

Our study performed on ribs obtained from young
living subjects suggests that monocortical fixation with
three screws per fragment offers similar stability to
bicortical fixation. Our method of monocortical fixa-
tion offers the advantage of simplifying screw meas-
urements compared to thorough measurements required
in bicortical fixation [11], [34]. Furthermore, the mono-
cortical fixation technique could be a salvage option,
while a contralateral pulmonary contusion limits the
tolerance to single-lung ventilation [20].

Limitations

This study presents several limitations. First, our
analysis concerns material obtained only from living
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individuals under the age of 20. Analyzed rib fragments
are rather homogenous in terms of regular cortical
thickness and cortical bone density. Second, our inves-
tigation was confined to a single-rib testing model.
Moreover, the axial load to failure test is not an ana-
tomical loading mode. In vivo, fracture lines could be
far beyond standardized transverse fractures of tested
samples. Furthermore, we used only one type of rib
plate fixation system. Therefore, those in vitro results
should be treated with caution.

5. Conclusions

For the first time, our study compared the biome-
chanical performance of bicortical versus monocorti-
cal fixation in axial and tensile-torsional tests, utiliz-
ing ribs acquired from adolescent living subjects. Our
study’s results indicate that monocortical plate fixa-
tion could deliver comparable construct strength in
younger populations while simultaneously simplifying
the technical advancement of surgical procedures.

Data availability statement

The data that support the findings of this study are available on
request from the corresponding author [J.G].

Funding

We received no external funding. This study was only supported
by the Poznan University of Technology (0612/SBAD/3605) and
(0614/SBAD/1579).

References

[1] AHMED Z., MOHYUDDIN Z., Management of flail chest injury:
Internal fixation versus endotracheal intubation and ventila-
tion, J. Thorac. Cardiovasc. Surg., 1995, 110, 1676–1680.

[2] BEYER B., SHOLUKHA V., DUGAILLY P.M., ROOZE M.,
MOISEEV F., FEIPEL V., VAN SINT J.S., In vivo thorax 3D mod-
eling from costovertebral joint complex kinematics, Clinical
Biomechanics, 2014, 29, 434–438.

[3] BOTTLANG M., HELZEL I., LONG W.B., MADEY S., Anatomi-
cally Contoured Plates for Fixation of Rib Fractures, Journal
of Trauma: Injury, Infection & Critical Care, 2010, 68, 611–
615.

[4] BOTTLANG M., WALLESER S., NOLL M., HONOLD S., MADEY
S.M., FITZPATRICK D., LONG W.B., Biomechanical rationale
and evaluation of an implant system for rib fracture fixation,
European Journal of Trauma and Emergency Surgery, 2010,
36, 417–426.

[5] CHOKE A., WONG Y.R., JOETHY J.-V., Biomechanical com-
parison of monocortical and bicortical plate fixation for rib
fractures in a cadaveric model using a locking plate system,
J. Thorac Dis., 2019, 11, 4966–4971.

[6] COHEN J., A power primer, Psychol. Bull., 1992, 112, 155–159.
[7] CRONIER P., PIETU G., DUJARDIN C., BIGORRE N., DUCELLIER F.,

GERARD R., The concept of locking plates, Orthopaedics and
Traumatology: Surgery and Research, 2010, 96, S17–S36.

[8] CURREY J.D., The effect of porosity and mineral content on
the Young’s modulus of elasticity of compact bone, J. Biomech.,
1988, 21, 131–139.

[9] DEHGHAN N., MAH J.M., SCHEMITSCH E.H., NAUTH A.,
VICENTE M., MCKEE M.D., Operative Stabilization of Flail
Chest Injuries Reduces Mortality to That of Stable Chest Wall
Injuries, J. Orthop. Trauma, 2018, 32, 15–21.

[10] ENGEL C., KRIEG J.C., MADEY S.M., LONG W.B., BOTTLANG M.,
Operative Chest Wall Fixation with Osteosynthesis Plates,
The Journal of Trauma: Injury, Infection, and Critical Care,
2005, 58, 181–186.

[11] FOKIN A.A., HUS N., WYCECH J., RODRIGUEZ E., PUENTE I.,
Surgical Stabilization of Rib Fractures, JBJS Essent. Surg.
Tech., 2020, 10, e0032–e0032.

[12] FOKIN A.A., WYCECH J., WEISZ R., PUENTE I., Outcome
Analysis of Surgical Stabilization of Rib Fractures in Trauma
Patients, J. Orthop. Trauma, 2019, 33, 3–8.

[13] GERAKOPOULOS E., WALKER L., MELLING D., SCOTT S.,
SCOTT S., Surgical Management of Multiple Rib Fractures
Reduces the Hospital Length of Stay and the Mortality Rate in
Major Trauma Patients: A Comparative Study in a UK Major
Trauma Center, J. Orthop. Trauma, 2019, 33, 9–14.

[14] GŁOWACKI M., IGNYS-O’BYRNE A., IGNYS I., MAŃKOWSKI P.,
MELZER P., Evaluation of volume and solitary bone cyst re-
modeling using conventional radiological examination, Skele-
tal Radiol., 2010, 39, 251–259.

[15] GŁOWACKI M., IGNYS-O’BYRNE A., IGNYS I., WRÓBLEWSKA K.,
Limb shortening in the course of solitary bone cyst treatment
– a comparative study, Skeletal Radiol., 2011, 40, 173–179.

[16] HAMER, Biochemical properties of cortical allograft bone
using a new method of bone strength measurement. A com-
parison of fresh, fresh-frozen and irradiated bone.

[17] HERNANDEZ C.J., How can bone turnover modify bone strength
independent of bone mass?, Bone, 2008, 42, 1014–1020.

[18] KANE E.D., JEREMITSKY E., PIERACCI F.M., MAJERCIK S.,
DOBEN A.R., Quantifying and exploring the recent national
increase in surgical stabilization of rib fractures, Journal of
Trauma and Acute Care Surgery, 2017, 83, 1047–1052.

[19] KENT R., LEE S.-H., DARVISH K., WANG S., POSTER C.S.,
LANGE A.W., BREDE C., LANGE D., MATSUOKA F., Structural
and Material Changes in the Aging Thorax and Their Role in
Crash Protection for Older Occupants.

[20] LAFFERTY P.M., ANAVIAN J., WILL R.E., COLE P.A., Operative
Treatment of Chest Wall Injuries: Indications, Technique, and
Outcomes, Journal of Bone and Joint Surgery, 2011, 93, 97–110.

[21] LARDINOIS D., KRUEGER T., DUSMET M., GHISLETTA N.,
GUGGER M., RIS H.-B., Pulmonary function testing after op-
erative stabilisation of the chest wall for flail chest, European
Journal of Cardio-Thoracic Surgery, 2001, 20, 496–501.

[22] LUCHETTE F.A., RADAFSHAR S.M., KAISER R., FLYNN W.,
HASSETT J.M., Prospective evaluation of epidural versus in-
trapleural catheters for analgesia in chest wall trauma, Journal
of Trauma – Injury, Infection and Critical Care, 1994.

[23] MISCHLER D., SCHOPPER C., GASPARRI M., SCHULZ-DROST S.,
BRACE M., GUEORGUIEV B., Is intrathoracic rib plate fixa-



J. GŁOWACKI et al.146

tion advantageous over extrathoracic plating? A biome-
chanical cadaveric study, Journal of Trauma and Acute Care
Surgery, 2022, 92, 574–580.

[24] MOHR M., ABRAMS E., ENGEL C., LONG W.B., BOTTLANG M.,
Geometry of human ribs pertinent to orthopedic chest-wall
reconstruction, J. Biomech., 2007, 40, 1310–1317.

[25] PEZOWICZ C., GŁOWACKI M., The mechanical properties of
human ribs in young adults, Acta Bioeng. Biomech., 2012,
14, 53–60.

[26] PIERACCI F.M., LIN Y., RODIL M., SYNDER M., HERBERT B.,
TRAN D.K., STOVAL R.T., JOHNSON J.L., BIFFL W.L.,
BARNETT C.C., COTHREN-BURLEW C., FOX C., JURKOVICH G.J.,
MOORE E.E., A prospective, controlled clinical evaluation of
surgical stabilization of severe rib fractures, Journal of Trauma
and Acute Care Surgery, 2016, 80, 187–194.

[27] SIKES J.W., SMITH B.R., MUKHERJEE D.P., COWARD K.A.,
Comparison of fixation strengths of locking head and conven-
tional screws, in fracture and reconstruction models, Journal
of Oral and Maxillofacial Surgery, 1998, 56, 468–473.

[28] SUK S.-I., KIM J.-H., KIM S.-S., LEE J.-J., HAN Y.-T., Thora-
coplasty in Thoracic Adolescent Idiopathic Scoliosis, Spine
(Phila Pa 1976), 2008, 33, 1061–1067.

[29] TAKAHASHI H., FROST H.M., Age and Sex-Related Changes
in the Amount of Cortex of Normal Human Ribs, Acta Orthop.
Scand., 1966, 37, 122–130.

[30] TANAKA H., YUKIOKA T., YAMAGUTI Y., SHIMIZU S., GOTO H.,
MATSUDA H., SHIMAZAKI S., Surgical Stabilization or Inter-
nal Pneumatic Stabilization? A Prospective Randomized
Study of Management of Severe Flail Chest Patients, The
Journal of Trauma: Injury, Infection, and Critical Care, 2002,
52, 727–732.

[31] TAYLOR B.C., FRENCH B.G., FOWLER T.T., Surgical Ap-
proaches for Rib Fracture Fixation, J. Orthop. Trauma, 2013,
27, e168–e173.

[32] WANG X., SHEN X., LI X., MAULI AGRAWAL C., Age-related
changes in the collagen network and toughness of bone,
Bone, 2002, 31, 1–7.

[33] ZIOUPOS P., CURREY J.D., Changes in the Stiffness, Strength,
and Toughness of Human Cortical Bone With Age, Bone,
1998, 22, 57–66.

[34] DePuy Synthes Trauma. MatrixRib. Surgical Technique Guide.
Link [Accessed: 11 Sep. 2023].

[35] ChM 40ChLP-plates-for-ribs. Link [Accessed: 11 Sep.
2023].



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


