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Fracture & Dislocation of Tarso-metatarsal Joint

Eung Shick Kang, M.D., Ho Jung Kang, M.D.,
Ick Hwan Yang, M.D., Dong Wha Lee, M.D.

Department of Orthopaedic Surgery, Yonsei University College of Medicine Seoud, Korea

The fracture and dislocation of tarso-metatarsal joint is rare injury, but if it occurs, as-

soclated soft tissue injury is so severe according to its cause of injury. We reviewed 19

patients of fracture and dislocation of tarso-metatarsal joint who were treated in patient ser-
vice. during the period. from April, 1981 to March, 1991 at our hospital.
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The results were as follows :

Fifteen patients (75%) among the 19 patients were injured due to traffic accident and the
associated injury was so severe.

Nine cases were treated with percutaneous pinning. closed reduction with cast immobiliza-
tion in 2 cases and open reduction with multiple pinning in 8 cases. Three cases needed
free vascularized flap for its extensive soft tissue injury. And, one case was taken below
knee amputation for its associated severe injury.

Anatomical reduction was achieved 1n 15 cases and its results were as follows : good in 4
cases, fair in 10 cases and poor in one case. Anatomical reduction was not achieved in 3
cases and the results were as follows:fair in one case and poor in 2 caoses.

Eight cases which were treated with open reduction with multiple pinning had the results
as follows: good in one, fair in 6 cases and the remaining one case had taken below knee
amputation. Eleven cases which were treated with closed reduction and cast immobiliza-
tion or percutaneous pinning showed the results as follows:goed in 3 cases, fair in 5

cases and poor in 3 cases.

. The patients who were achieved anatomical reduction had better results than who were not

achieved anatomical reduction. But, the results of all patients were not so satisfactory.
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That 1s because of the point that the Lisfranc joint injury had associated with severe soft

tissue injuries.

We concluded that early and active intervention and anatomical reduction should be ac-

hieved for the better results.

Key Words : Lisfranc joint, Fracture-dislocation
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Table 1. Causes of injury
Cause No. of cases
Traffic accident 13(68% )
Machinary accident 2
Slipped down 1
Falling down 1
Explosion 1
Blow injury 1
Total 19

Table 2. Types of fracture

Type No. of cases
Closed fracture u
Open fracture 8
Type 1
Type 1I
Type 6
__Total 16
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Table 3. Modalities of treatment
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Treatment No. of cases F el %2 §ddi, #md s Has
Clased reduction 11 Bolxm, HE HHL g9ct(Fig. 1-AR.C).
Cast immobilization 2
Percutanecus pinning 9
Open reduction 3 Table 5. Results according to method of reduction
_Total 19 Treatment Result Cases
Closed reduction Good 3
Table 4. Results according to method and accuracy of re- Fair i
duction o Poor 3
Treatment Reduction Result  Cases Open reduction Good 1
Accurate reduction Good 3 Fair 6
Fair 5 . e Poor 0
Closed reduction Pacr 1 Total - 19
[naccurate reduction  Good 0
Fair 0 Table & Results according to accuracy of reductignup
Pocr 2 __Treatment ) Result Cases
Open reduction Accurate reduction Good i Accurate reduction Good 4
Fair 5 Fair 10
Open reduction Poor 0 - Poar 1
Inaccurate reduction  Good 0 Inaccurate reduction Good 0
Fair 1 Fair 1
Poor 0 Poor 2
Total 19 Tatal 19

— 214 —



1

INITIAL
INITIAL

POD 14Mm

Zd 2 : 40N 59/M

Zejolvle] SR} 7ole F4E& B B4 &7
22 gate] #EN £32-55 B FULF
7t A #ER wi el A5 ZE R A 1,293
’é’z} ol EFHN dEe] 24, el A 2,394

S-A2Rde SdEoL g AC 4 1Y
F 12708 KFAE ol 88 293 AEsg A8y
o, AEEH YHL 57 REHn, abe A
AAE s ol ee Masta A3 5 £% 85
of KAdE AAs e, £F 12714 19 H
Wy ool 8 2813 pes cavus WMHE s
AtHFig. 2AB.C).

=Y 3. T0H 5%4/M

NFEAILR EY
33 wgel wvs AE %
wo AT, A 3452-A2 pde) 97E %
sgen Az el Faol, +4 3 4
R W 4UER HEBA ARE o] An 27

i

Ty i

5 %1 4% % AES B
g s

Fig. 1-A. The figure shows initial injury. There were
fracture-dislocation of Lisfranc joint, fracture
of head of first metatarsal bone and fracture

ol navicula, left foot.

B. The figure shows immediate postperative
film, we had done open reduction with three
K-wires. And anatomical reduction was ac-
hieved. But the navicular bone fracture was
unteated.

C. The figure shows the foot, 14months after
opertion. There was mild degeneration
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Fig. 2-A. The figure shows the injured foot. There
were fracture-dislocation of Lisfranc joint,

fracture of first, second and third cuneiform
hones and second, third and fourth me-
tatarsophalangeal fracture-dislocation, left
foot. And skin defect was on the dorsum of
the left foot.

B. The figure shows immediate postoperative
film. We had done open reduction with 12
K-wires and anatomical reduction was not
achieved.

C. This film shows 12 months after operation.
there was moderate degenerative change and
pes cavus deformity.
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Fig. 3-A. The figure shows initial injured foot. There
were dislocation of Lisfranc joint, fracture of
cuboid and head of third metatarsal bone and
dislocation of third and fourth metatarsopha-
langeal joints.

B. The figure shows immediate postoperative
film with percutaneous pinning and anatomi-
cal reduction.

C. This film shows the left foot, 12 months al-
ter operaticn. There were moderate degene-
rative change and equinus deformity.
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