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A Clinical Study of the Tibial Pilon Fractures
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Fractures of the tibial pilon are the severe injuries to the ankle joint resulted from axial compre-
ssion, shear and/or rotational forces.

The mangement has been notoriously difficult due to the comminution of the distal tibia, articular
incongruity and soft tissue trauma.

The advocated treatment sequence of fibular reconstruction, restoration of the articular suface,
bone grafting of defects and the use of an anterior or medial neutralization plate, early movement
and delayed weight bearing, were performed recently and the best results have been obtained.

The results of treatment of 18 cases were analysed at the Department of Orthopedic Surgery,
Chonbuk National University Hospital and Chong ju Lee Rha Hospital from Mar. 1982 to Aug.
1989.

The results were as follows.

1. The most frequent type of fracture was type Il according to Ruedi and Allgower’s classificat-

ion.

2. The operative treatment was performed with plates and screws in fourteen cases.

3. The overall good and fair results were 72%.

Key Word:Tibial pilon fractures.
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Table 1. Age & sex distribution

Sex Age Male Female Total(%)
21-30 5 5 (28)
31-40 4 1 5 (28)
41-50 3 1 4 (22)
51-60 1 1(5)
61- 1 2 3@(17)
Total 14 (78) 4 (22) 18 (100)

Table 2. Causes of injury

Causes No. of cases(%)
Traffic accident 10 (56)
Fall down 7 (39)
Blunt trauma 1(5)

Total 18 (100)

Table 3. Associated iujuries

Injury No. of cases

Clavicle fracture

Spine compression fracture
Humerus fracture
Calcaneal fracture
Foot injury
Others

Total
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Table 4. Classification of fracture (by Riiedi
and Allgower)

Fracture type No. of cases (%)

Type 1 1(5)
Type I 5 (28)
Type 1 12 (67)

Total 18 (100)

Table 5. Methods of treatment

Treatment Type I I WM Total(%)
Plates &
screws
ACP 4 4(22)
Anatomical
plate 1 2(11)
T-plate 1 2 5 8(44)
External
fixator 2 2(11)
Cast &
arthrodesis 1 1( 6)
Traction &
Cast 1 1(6)
Total 1 5 12 18(100)
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Table 6. Evaluation criteria (by Magnusson., etc'?.)

Clinical results.
Objective criteria
Good

Ankle and foot movements at least three quarters normal, trival swelling

Fair

Ankle and foot movements at least half normal, small amount of swelling

Poor

Ankle and foot movements less than half normal, swelling, any visible deformity of foot, limp

Subjective criteria

Good

Complete recovery apart from possible slight aching after use

Fair

Aching during use, slight stiffness (not enough to interfere with work), ability to walk ot seri-

ously impaired
Poor

Any serious impairment of ability to work, pain

Radiographic criteria of reduction
Anatomical

No medial or lateral displacement of the medial and lateral malleoli

No angulation

Not more than 1 millimeter longitudinal displacement of the medial and lateral malleoli
Not more than 2 millimeters proximal displacement of a large posterior fragment

No displacement of the talus
Fair

No mdial or lateral displacement of the medial and lateral malleoli

No angulation

2-5 millimeters posterior displacement of the lateral malleolus
2-5 millimeters proximal displacement of a large posterior fragement

No displacement of the talus
Poor

Any medial or lateral displacement of the medial and lateral malleoli
More than 5 millimeters posterior displacement of the lateral malleolus or more than
5 millimeters displacement of the posterior malleouls

Any residual displacement of the talus

Table 7. Results of treatment

R,F;;lgs Good Fiar Poor

I 1

I 3 3

m 6 3 3

Total(%) 10(55) 3(17) 5(28) 18(100)
< A3 84 th(Table 5).
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Fig. 1-A. The preoperative type I intraart-
icular fracture with calcaneal skeletal traction.

" Fig. 1-C. Postoperative film at 12 weeks sh-
ows solid bony union progresses.
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Fig. 1-B. Postoperative film shows accurate
anatomical reduction and rigid fixation state.
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Fig. 1-D. Postoperative film at 16 months
after removal of plate and screws shows solid
bony union.



Fig. 2-A. The preoperative type Il displaced Fig. 2-B. Immediate postoperative film sho-
intraarticular fracture with calcaneal skeletal ws accurate anatomical reduction and rigid fix-
traction. ation state.

Fig. 2-C. Postoperative film at 16 weeks Fig. 2-D. Postoperative film at 18 months
shows solid union progresses. after removal of plate and screws shows solid
bony union state.
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Table 8. Complications

Complications Total(%)

Traumatic ankle arthritis 3

Ankle arthrodesis 1

B/K amputation 1
Total (%) 5 (28)
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