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ABSTRACT 

Background: The dynamic hip screw (DHS) is widely used in treating the intertrochanteric fractures of the 

femur in old patients. The positions of the lag screw in the femoral neck and the distance between the tip of 

the lag screw and the apex of the femoral head are very important for the procedure success. 

Objective: To assess lag-screw positions rule on failure of fixation intertrochanteric femur fractures. 

Patients and Methods: This was a case presentation study contained twenty patients aged ≥50 with unstable 

types of intertrochanteric fractures, and had been subjected to dynamic hip screws. 

Results: This study included (13) females and (7) males whose ages ranged between (58) to (86) years, 

Failure of fixation seen in 15 cases (75%) of all cases and union seen only in 5 cases (25%). The mean tip 

apex distance (TAD) was significantly longer when with fixation failure (p= 0.002). Relation of Location of 

Lag Screw to fixation failure had no statistically significant difference. Tip apex distance(TAD)was 

significantly longer among the studied cases with inferior-centeral (I-C) location of lag screw as compared 

with centeral-centeral (C-C) location of lag screw (p= 0.006). 

Conclusion: The Tip apex distance (TAD) wasan easy effective way which was very important to determine 

the location of the screw. Regardless place of the guide-pin was placed as long as the aimed position results 

in a tip-apex distance of greater than twenty-five millimeters. So, it was recommended to reconsider the 

guide pin reduction and redirection. 
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INTRODUCTION 

     Femur intertrochanteric fractures have 

been managed by dynamic hip screw 

(DHS) widely in old patients with high 

success rate and low problems rate 

especially when types of fracture are 

diagnosed well and DHS of lag screw is 

correctly placed (Rudolf et al., 2015 and 

Sinan et al., 2015). 

     The lag screw has two preferred 

placing positions which may be placed 

superior to the other; either the lag screw 

is placed in the central-central area or in 

the inferior 1/3–central area (Koun et al., 

2016). The ways of failure of fixation are 

different according to the lag screw place 

in the head of femur. Baumgaertner 

(1995) calculated the tip-apex distance 
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(TAD) concept to mark the place of lag 

screw in the head of femur (Zehir et al., 

2015). 

     This calculation, measured in 

millimeters, is the total value distance 

from apical head of femur to lag screw tip 

in x-ray both lateral and AP views and this 

is done after holding radiographic 

magnification. Shallow position of lag 

screw is not distinguished from peripheral 

lag screw mal-positioning. It is only 

differentiated by the actual distance from 

apical head of femur to the lag screw tip 

(Li et al., 2015). 

     Baumgaertner (1995) proved that the 

strongest measurement of screw site was 

TAD (though not the only) independent 

lag screw cut-out prediction. TAD should 

be <25mm to decrease the risk of lag 

screw cutout (Mardani-Kivi et al., 2015). 

     This study aimed to assess lag-screw 

positions rule on unsuccessful fixation in 

femur intertrochanteric fractures patients. 

PATIENTS AND METHODS 

     This current study was case series 

study done between January 2019 and 

November 2019 on twenty patients with 

age ≥50 males and females with 

intertrochanteric fractures including 

unstable sorts whom were treated with 

dynamic hip screws. 

     Patients were evaluated before 

operations regarding to: (history taking, 

clinical assessment, lab investigations and 

hip radiographic were taken in the antero 

– posterior and in lateral views). Patients 

with active decontaminated surgical site, 

not suited for surgical approach, poly-

traumatized or pathological fractures were 

not included in this study. All patients 

were assented about the surgery, possible 

complications, risks and follow up plan. 

     X-ray was a rule immediately after 

operations, antero-posterior pelvis view 

and lateral view of operated pelvis. The 

urgent postoperative images were 

evaluated for varus or valgus angulation 

on antero-posterior radiograph and apex 

anterior or posterior angulation on the 

lateral radiograph. The reduction was then 

classified as acceptable, good or poor. For 

a reduction to be classified as acceptable, 

ordinary or slight valgus arrangement (<5 

degrees) on the antero-posterior 

radiograph, less than ten degrees of 

angulation on the lateral radiograph, and 

close to 5mm of removal of any piece. 

Satisfactory; a reduction needed to meet 

one rule of a good reduction as for either 

arrangement or displacement, yet not 

both. A poor reduction met neither 

criterion. 

Statistical Methods: The collected data 

were coded then entered and analyzed 

using the SPSS version 22 (Statistical 

package for the social sciences22). 

Descriptive statistics were done for 

categorical variables by frequency and 

percentage, and for numerical variables in 

the form of mean and standard deviation 

(mean ± SD). Suitable statistical tests of 

significance were used (Independent 

Sample t-test for two unrelated samples, 

Chi-Square (χ2) test for categorical data). 

P-values equal to or less than 0.05 were 

considered statistically significant. Simple 

graphs were used to illustrate some 

information. 
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RESULTS 

 

     This present study included twenty 

(20) patients distributed as (7) males and 

(13) females with age ranged from 58 to 

86 years old, and an average age of 73.25 

±7.39. Among our studied population; 

fixation failure occurred in 15 cases (75%) 

of the collected cases and union occurred 

in 5 cases (25%) (Chart 1). 

 

 

Chart (1): Frequency of Fixation failure among studied population 

 

     In 11 cases (73.3%), failure was 

attributable to cut-out of the lag screw at 

the supero-lateral edge of the femoral 

head in 2 cases (13.3%), to penetration of 

the lag screw into the acetabulum in 1 

case (6.7%), and marked collapse at the 

fracture site and in 1 case (6.7%); failure 

was attributable to pulling out of the plate 

(Chart 2). 

 

Chart (2): Frequency of Modes of Fixation Failure 
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     In the present study, fixation failure 

was not related to patient’s age; mean age 

was (72.80 vs. 73.40) in patients with 

successful healing and fixation failure 

respectively. Fixation failure was more 

common in females than males. However; 

difference between the two groups was 

statistically non-significant (p value = 

0.406).In the failure group, the females 

were 60.0%, and the males were 40.0%. 

In the union group, the females were 

80.0% and the males were 20.0%. 

     Fractures were classified according to 

Kyle modification of Boyd and Griffin 

classification. Out of the 10 cases that 

were classified as type II, 7 cases of them 

had fixation failure. Out of the 7 cases that 

were classified as type III, 7 cases of them 

had fixation failure. Out of the 3 cases that 

were classified as type IV, 3 cases of them 

had fixation failure. There was a direct 

relationship between the fracture 

classification and the probability of 

fixation failure. 

     However; the difference between the 

three groups was statistically insignificant. 

     The mean tip apex distance (TAD) was 

23.45 millimeters (range, 13 to 38 mm) 

for the 20 cases. TAD was significantly 

higher among the studied cases with 

fixation failure. In the 15 cases in which 

fixation failure occurred, the mean TAD 

was 26.80 millimeters (range, 18 to 

49mm). In the 5 cases of fracture union, 

the mean TAD was 26 millimeters (range, 

12 to 37mm). The results were statistically 

significant (p value = 0.002).There was a 

direct relationship between an increased 

tip apex distance (TAD) and an increased 

risk of fixation failure. All the studied 

cases with union had a tip apex distance 

(TAD) <25 millimeters. Out of the 15 

cases with fixation failure; nine cases had 

a tip apex distance (TAD) ≥25millimeters; 

and 6 cases had a TAD <25 millimeters. 

The difference between the two groups 

was statistically significant (p value = 

0.030) (Table 1). 

 

Table (1): Association between complications and other studied variables. 

Complications 

Variables 

Union Occurred 

N= 5 

Fixation Failure 

N= 15 
p-value 

Age (years) 

Mean ±SD 72.80 ±9.20 73.40 ±7.05 0.880 

Sex N (%) 

Male; (N= 7) 1 (20.0) 6 (40.0) 0.417 

Female; (N= 13) 4 (80.0) 9 (60.00  

Fracture Classification N (%) 

II part Fracture; (N= 10) 3 (60.0) 7 (46.7) 0.714 

III part Fracture; (N= 7) 1 (20.0) 6 (40.0)  

IV part Fracture; (N= 3) 1 (20.0) 2 (13.3)  

Mean Tip-Apex Distance (TAD) (mm) 

Mean ±SD 15.80 ±1.92 26.00 ± 6.19 0.002 

Tip-Apex Distance (TAD) mm N (%) 

< 25; (N= 11) 5 (45.5) 6 (54.5) 0.020 

≥ 25 mm; (N= 9) 0 (0.00) 9 (100.0)  

Location of Lag Screw N (%) 

C-C; (N= 16) 4 (80.0) 12 (80.0) 1 

I-C; (N= 4) 1 (20.0) 3 (20.0)  
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     All the studied cases with union had 

central-central area location of lag screw, 

while in fixation failure cases, 11 cases 

had central-central area location of lag 

screw and only 4 cases had inferior 1/3–

central area location of lag screw with no 

statistically significant difference between 

both groups. 

     Cut-Out of Lag Screw was 

significantly more common among 

studied patients with C-C location of lag 

screw (56.3% vs. 0%) in C-C and I-C 

respectively, the same finding was present 

with screw penetration of the head into the 

acetabulum (12.5% vs. 0%) in C-C and I-

C respectively. On the other hand pulling 

out of the plate was more common with I-

C location of lag screw (25% vs. 6.30%) 

in I-C and C-C respectively as well as 

marked collapse at the fracture site (50% 

vs. 9%) in I-C and C-C respectively. TAD 

was significantly longer among the 

studied cases with I-C location of lag 

screw as compared with C-C location of 

lag screw. In the four cases I-C group; the 

mean TAD was 32.50 millimeters while in 

the 16 cases C-C group; the mean TAD 

was 21.18 millimeters. The results were 

statistically significant (p value = 0.006) 

(Table 2). 

 

Table (2): Relation of Location of Lag Screw to modes of fixation failure and tip-

apex distance (TAD) mm 

Location of Lag Screw 

 

Modes of Fixation Failure; N (%) 

 

p-value* C-C 

N= 12 

I-C 

N= 3 

Cut-Out of Lag Screw 9 (75.0) 0 (0.00) 

<0.008* 

Screw Penetrated the Head Into the 

Acetabulum 
2 (16.67) 0 (0.00) 

The Plate Pulled Out 1 (8.33) 1 (33.33) 

Marked Collapse at The Fracture Site 0 (0.00) 2 (66.67) 

Mean Tip-Apex Distance (TAD); (mm) 

Mean ±SD 21.187 ±5.6 32.50 ±4.4 <0.007* 

 

DISCUSSION 

     About half of all fractures of hip are 

intertrochanteric. There are different tools 

that might be utilized for unsuccessful 

fixation. The DHS is a screw that permits 

controlling dynamic femoral head sliding 

and is utilized to fix both the femoral head 

and the tool to femur shaft. The dynamic 

pressure permits the weight-bearing 

worries for femur stabilizing with the goal 

that it might experience remodeling and 

allow appropriate healing of fracture 

(Mardani-Kivi et al., 2013). 

     Despite the fact that DHS fixation tools 

has been the highest quality level 

treatment for stable intertrochanteric 

fractures (KHAN et al., 2010), there are 

numerous problems revealed for unstable 

fractures (3-26 %) (Aicale andMaffulli, 

2018). 

     In the current study, the mean age of 

patients with successful fracture healing 

was younger than those with unsuccessful; 

anyway the impact age on unsuccessful 

fixation was non-significant. Our results 

in regards to age was with Davis and his 

colleges demonstrated that 98% of the 

patients in whom the fixation was 

unsuccessful were ≥ sixty years of age and 

2% were < sixty years of age. Hip 

fractures incidence is more common in 
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women 2-3 times than in men (Dhanwal 

et al., 2010). Due to their lower bone 

mass, quick bone loss after menopause 

and more serious danger of falls, ladies 

are two to eight times more to sustain hip 

fractures than men (Reindl, 2015). These 

findings of our current study demonstrated 

that the classification of fracture was 

related directly to unsuccessful fixation 

probability. In any way; the three groups’ 

difference was insignificant. In the current 

study, with regard to the Bit, the mean tip-

apex length was 23.45 millimeters 

(extend, 13 to 38 mm) for the twenty 

patients. TAD was higher significantly 

between the examined cases with 

unsuccessful fixation. In the fifteen cases 

with unsuccessful fixation, TAD mean 

was 26.80 millimeters (extend, 18 to 

49mm). In the five cases of healed 

fractures, TAD mean was 26 millimeters 

(extend, 12 to 37mm). The results were 

significant. 

     Additionally, in a study intended to 

survey the utilization of TAD in 

predicting screw cut after fixation by DHS 

in an Asian people (Mardani-Kivi et al., 

2013). The TAD average was 36.9 mm 

(go: 23.1-58.7mm) in the group of screw 

cut out, contrasted with 21.7 mm (extend: 

6.2-41.8mm) in those without screw cut 

out. 

     The danger of screw cut out is related 

to TAD increasing (Chua et al., 2011). In 

our current study; all the examined cases 

with healing had a TAD <25 millimeters. 

Out of the fifteen cases with unsuccessful 

fixation; only 9 cases had a TAD 

≥25millimeters; and only six patients had 

a TAD <25 millimeters. The contrast 

between the two groups was significant. 

     At the point when Touch was 20-24 

mm, the danger of screw cut out was 

2.9%. There was an expanded danger of 

screw cut out of 20.0%, 30.8%, half and 

100% when the Smidgen extend expanded 

from 25-29 mm, 30-34 mm, 35-44 mm 

and > 45 mm separately (Dhanwal et al., 

2010). 

     The twisting burden is higher in the 

vertical than in the horizontal bearing 

(about 17º downwards and along the side). 

The lag screw in this manner step by step 

relocates into the upper region of the 

femoral head. Thus, a force creates and 

the femoral head turns downwards and 

medially (Chua et al., 2011). In this 

manner, the lag screw moves upwards and 

along the side, and results in cut-out 

superolaterally. At the point when a lag 

screw is set in the second rate some 

portion of the femoral head in the frontal 

plane, a force creates between the 

resultant power and the lag screw head. 

The femoral head turns upwards and along 

the side, and the lag screw uproots 

downwards and medially. The separation 

between the lag screw and the 

superolateral edge of the femoral head 

increases, in this manner the chance of 

cut-out will decrease .At the point when 

the lag screw is put poorly in the frontal 

plane, the femoral head turns upwards and 

horizontally and the lag screw skims 

distally along the barrel of the side-plate. 

Correspondingly, the lag screw dislodges 

downwards and medially in the femoral 

head. When the lag screw coasts and 

sticks the barrel of the side-plate, the 

descending burden powers the screw head 

and enters into the hip bone socket. On the 

off chance that the lag screw doesn't 

infiltrate into the hip bone socket, 

dynamic further coasting of the lag screw 
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can create malunion or nonunion of 

fracture portions. In addition, a huge 

bowing burden may cause breakage of the 

side-plate screws and plate extricating. 

The frequency of cut-out of the lag screw 

of the DHS is accounted for to be 0 to 

17% (Dhanwal et al., 2010). 

     The present device and the relation 

between lag screw cut out and its position 

isn't well cleared (Mardani-Kivi et al., 

2013). So, lag screw position in the 

central or inferior 1/3–central region is 

achievable as a rule. 

     In old patients with unstable femur 

intertrochanteric fractures, various places 

of the may prompt various ways of 

unsuccessful fixation. In this study, Lag 

screw cut-out was increasing significantly 

between examined patients with C-C lag 

screw position (56.3% versus 0%) 

especially in C-C and I-C. The head of 

femur constantly floats downwards and 

the lag screw moves upwards. A medial 

and downward force affecting on the 

femoral head quickens the lag screw cut-

out. Lag screw positioning in the lower 

portion of femur head may prohibit such a 

problem (Chua et al., 2011). 

     TAD was longer between the examined 

cases significantly with I-C position of lag 

screw as contrasted to C-C lag screw 

position. In I-C group 4 cases; the mean 

TAD was 32.50 millimeters while in C-C 

group remaining 16 cases; the mean value 

was 21.18 millimeters which was a 

statistically significant results. 

Comparable results were detected by Wu 

et al., the TAD was shorter significantly 

in (C-C) group than in (I-C) group 

patients (19 versus 30 mm). It was utilized 

to anticipate the frequency of cut-out of 

the lag screw and its value was 25 mm 

(Dhanwal et al., 2010). 

 

CONCLUSION 

     There was a direct relationship 

between the fracture classification and the 

probability of fixation failure. The risk of 

fixation failure was higher in unstable 

fracture patterns. The probability of 

fixation failure was significantly more 

common in females than males. The tip-

apex distance (TAD) was a simple 

reproducible method that was very helpful 

to describe the location of the screw. The 

routine intra-operative estimation of the 

tip-apex distance can increase the 

surgeon’s awareness of the probability of 

cut-out of the screw and can help to guide 

operative decision-making. Regardless of 

the zone in which the guide-pin was 

placed, if the proposed position results in 

a TAD of greater than 25 millimeters, then 

it is recommended to reconsider the 

reduction and redirection of the guide-pin. 
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على فشل التثبيت في تأثير أوضاع المسمار الملولب )لاج( 

 بين المدورين لعظمة الفخذ المرضى أصحاب الكسور ما
 المطلب محمد معوض عبد ،الحافظ الرحمن عبد أحمد، كمال عبدمحمود علي محمد سيد 

 جامعة الأزهر ،كلية الطب بنين ،قسم جراحة العظام

 dr.mahmoudali873@gmail.comالبريد الإلكتروني: 

يستتتتتتخدا مستتتتتمار التتتتتورج التتتتتدي اميكى )لاج( علتتتتتى   تتتتتا  وا تتتتت  فتتتتتي عتتتتت ج  خلفيةةةةةة البحةةةةة :

المرضتتتتتى أصحابالكستتتتتور متتتتتا بتتتتتين المتتتتتدورين لعظمتتتتتة الفختتتتتذ للمرضتتتتتى المستتتتت ين  وضتتتتتعية 

ة   عظمتتتتتتأقمتتتتتتة رومتتتتتتابين متتتتتتر  المستتتتتتمار  ةالمستتتتتتمار فتتتتتتي را  عظمتتتتتتة الفختتتتتتذ والمستتتتتتاف

 ية الأهمية من أجل  جاح العملية الفخذ في غا

 التثبيتتتتتت فشتتتتتل علتتتتتى التتتتتدي اميكي التتتتتورج مستتتتتمار مواضتتتتت  تتتتتتأثير تقيتتتتتي  الهةةةةةدا مةةةةةن البحةةةةة :

 الفخذ  عظمة مدوري بين ما كسور من يعا ون الذين المرضي

 لستتتتتلة متتتتتالا  متتتتتا بتتتتتين  ةكا تتتتتت الدرا تتتتتة عبتتتتتار  عتتتتتن  را تتتتت المرضةةةةةق ولةةةةةر  البحةةةةة :

و متتتتتتا أكثتتتتتتر متتتتتتن أعمتتتتتتار أفتتتتتتي  ا  وتضتتتتتتم ت عشتتتتتترين مريضتتتتتت 9102و تتتتتتوفمبر  9102ي تتتتتتاير 

يقتتتتارب الخمستتتتين عامتتتتا متتتتن التتتتذكور والا تتتتام يعتتتتا ون متتتتن كستتتتور متتتتا بتتتتين متتتتدوري عظمتتتتة 

تتتتتتت  ع ج تتتتتت  با تتتتتتتخداا مستتتتتتمار التتتتتتورج   غيتتتتتتر مستتتتتتتقر  تتتتتتواع كستتتتتتورأالفختتتتتتذ بمتتتتتتا فتتتتتتي   

و تتتتتتت  تقيتتتتتتي  المرضتتتتتتي قبتتتتتتل اجتتتتتتراي الجرامتتتتتتة متتتتتتن ميتتتتتت  التتتتتتتاري  المرضتتتتتتي   التتتتتتدي اميكي

اجتتتتتتتتتتراي الاةتتتتتتتتتتع  الستتتتتتتتتتي ية والفحتتتتتتتتتتا الستتتتتتتتتتريري الاكلي يكتتتتتتتتتتي والتحاليتتتتتتتتتتل المعمليتتتتتتتتتتة و

( ولتتتتتتت  تتضتتتتتتتمن الدرا تتتتتتتة المرضتتتتتتتى أصتتتتتتتحاب خلفتتتتتتتي وجتتتتتتتا بي ،بموضتتتتتتتعي ا )الامتتتتتتتامي

كستتتتتور الكستتتتتور المتعتتتتتد   او التتتتتذين يعتتتتتا ون متتتتتن تلتتتتتوم فتتتتتي م  قتتتتتة اجتتتتتراي الجرامتتتتتة او ال

  ية مضاعفا أرضية تج با لحدوم الم

لتتتتتت  يكتتتتتتن عمتتتتتتر و تتتتتتوع المرضتتتتتتى الخاضتتتتتتعين للدرا تتتتتتة متتتتتترتب  بشتتتتتتكل  م تتتتتتا ي  و       

كتتتتتان متو تتتتت  المستتتتتافة بتتتتتين المستتتتتافة بتتتتتين التتتتترأ  وقمتتتتتة الجتتتتت ي العلتتتتتوي  التثبيتتتتتت  بفشتتتتتل

 المستتتتتمار اللتتتتتولبي )لاج( ع قتتتتتة أمتتتتتول بشتتتتتكل ملحتتتتتوي ع تتتتتد فشتتتتتل التثبيتتتتتت  لتتتتت  يكتتتتتن لموقتتتتت 

 التثبيتتتتتت لاا   لالتتتتتة  م تتتتتا ية  كا تتتتتت المستتتتتافة أمتتتتتول بشتتتتتكل ملحتتتتتوي بتتتتتين الحتتتتتالا بفشتتتتتل 

 و تتتتت ي للمستتتتتمار اللتتتتتولبي )لاج( مقار تتتتتة  بموقتتتتت  ،التتتتتتي تمتتتتتت  را تتتتتت ا متتتتت  موقتتتتت   تتتتتفلي

 للمسمار اللولبي )لاج(  و  ي –و  ي 
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 جتتتتتتتراي الاةتتتتتتتعة العا يتتتتتتتة الستتتتتتتي ية مباةتتتتتتتر  بعتتتتتتتد الاجتتتتتتتراي الجرامتتتتتتتي   وقتتتتتتتد كتتتتتتتان      

جتتتتتل تقيتتتتتي  وضتتتتتعية الكستتتتتر متتتتتن ميتتتتت  كو تتتتت  ثابتتتتتت او غيتتتتتر ثابتتتتتت ب تتتتتايا أضتتتتتروري متتتتتن 

ي وضتتتتتعي ا )الأمتتتتتامي خلفتتتتتي علتتتتتي  رجتتتتت  الاعوجتتتتتاج وهتتتتتذا متتتتتا تظ تتتتتر  الاةتتتتتعة الستتتتتي ية فتتتتت

 ( والجا بي

وا تتتتتام 01لاكتتتتتور  7متتتتتريت تتتتتت  تقستتتتتمي   متتتتتا بتتتتتين  91تضتتتتتم ت الدرا تتتتتة  نتةةةةةابح البحةةةةة :

تتتتتتت  متتتتتتدوم فشتتتتتتل فتتتتتتي  7312±  0/371عامتتتتتتا بمتو تتتتتت   58:  85بمعتتتتتتدل  تتتتتت ي متتتتتتا بتتتتتتين 

 8( متتتتتتتن الحتتتتتتتالا  المجمعتتتتتتت  ومتتتتتتتدم  جتتتتتتتاح التثبتتتتتتتت فتتتتتتتي %78مالتتتتتتتة ) 08التثبيتتتتتتتت فتتتتتتتي 

 ( % 98مالا  )

المستتتتتتتافة بتتتتتتتين التتتتتتترأ  وقمتتتتتتتة الجتتتتتتت ي العلتتتتتتتوي هتتتتتتتي مريقتتتتتتتة بستتتتتتتي ة قابلتتتتتتتة  الاسةةةةةةةتنتا :

للت بيتتتتتد مفيتتتتتد  للمايتتتتتة لوصتتتتت  موقتتتتت  المستتتتتمارو يمكتتتتتن أن ي يتتتتتد التقتتتتتدير الروتي تتتتتي أث تتتتتاي 

القمتتتتتتة( متتتتتتن   راج الجتتتتتتراح لامتمتتتتتتال ق تتتتتت  المستتتتتتمار3 ويمكتتتتتتن  -لتتتتتترأ  العمليتتتتتتة لمستتتتتتافة )ا

أن يستتتتتاعد فتتتتتي توجيتتتتت  عمليتتتتتة اتختتتتتالا القتتتتترار ال تتتتتا ب  بمتتتتتت ال ظتتتتتر عتتتتتن الم  قتتتتتة التتتتتتي 

يوضتتتتت  في تتتتتا مستتتتتمار التوجيتتتتت  و  لاا  تتتتتت  عتتتتتن الموضتتتتت  المقتتتتتترح مستتتتتافة رأ  قمتتتتتة أعلتتتتتى 

ا   توجيتتتتت  متتتتتن خمستتتتتة وعشتتتتترين ملتتتتت ، فمتتتتتن المستحستتتتتن  عتتتتتا   ال ظتتتتتر فتتتتتي تخفتتتتتيت و عتتتتت

  بو  التوجي  

 ،مستتتتتمار التتتتتورج التتتتتدي اميكي ،مستتتتتافة قمتتتتتة التتتتترأ  ،كستتتتتور عظتتتتت  الفختتتتتذ الكلمةةةةةاا الدالةةةةةة:

 فشل التثبيت 


