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— Abstract —
Ipsilateral Fractures of the Femur and Tibia

Hyoun-Oh Cho, Kyeong-Duck Kwak, Sung-Do Cho *, Cheol-Soo Ryoo, Jang-Ho Oh

Department of Orthopaedic Surgery, Dong Kang General Hospital, Ulsan

Concomitant ipsilateral femoral and tibial fractures are generally caused by high energy trauma
with high incidence of associated injuries and complications.

Twenty-seven cases of ipsilateral fractures of the femur and tibia in 25 adults from 1990 through
1994 were reviewed and the patients were grouped according to the type of fracture and the method
of treatment. Nine femoral fractures(33%) and 19 tibial fractures(70%) were open. All but one
femoral fractures and 23 tibial fractures were treated operatively with plate and screws,
intramedullary nail and external fixator. Local complications include 14 delayed or non-unions, 3
deep infections, t compartment syndrome and 2 below-the-knee amputations. Over-all, a good or
exceltent functional result was achieved in 20 cases(74%;).

More use or rigid external fixation is recommended in the management of the tibial fracture, com-
bined with internal fixation of the femoral fracture. Examination of the ipsilateral knee suggested that
with the "floating knee injuries", disruption of ligaments is a common occurance and should always
by suspected.
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Table 1. Age & Sex Distribution

4 A%l 1081 (37%), BE 1181 41%) 2elm ©
Heol 69 (22%) 2 £ R HEs mtoH A
B 2L 9(33%) | Kok

Male Female Total
<20 3 2 5(20%)
21 - 30 10 ] 11(44%)
31 -40 2 2 4(16%)
41 -50 3 1 4(16%)
41 < 1 0 I 4%)
Total 19 6 25
Table 2. Cause of Injury
Motorcycle TA 9 (36%)
Passenger TA 9 (36%)
Pedestrisn TA 4{16%)
Argicultural TA 3{12%)
Table 3. Location of Fracture
Femur Tibia
Proximal 3(11.1%) 5(18.6%)
Middle 14(51.8%) 13(48.1%)
Distal 7(25.9%) 6(22.2%)
Segmental 3(11.1%) 3(11.1%)
Table 4. AQ Classification of Fracture
Femur Tibia
A 10(37%) TH26%)
B 1 1(41%) 11{41%)
C 6(22%) 9(33%)
Table 5. Open Fracture
Type ™ Femur Tibia
1 20 7.4%) 5(18.6%)
II 1( 3.7%) 8(29.6%)
III 6(22.2%) 7(25.9%)
Total 9(33.3%) 19(70.39%)

* Gustilo & Anderson classification
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Table 6. Associated Injuries

Hecad

Chest & abodomen
Ipsilateral Knee injury
Ipsitateral foot & ankle Fx.
Contralateral femur Fx.
Contralateral tibia Fx.
Upper extremity Fx.

Pelvis Fx.

Spine Fx,
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Table 7. ipsilateral Knee Injuries

Ligament injury 6
PCL 2
ACL i
MCL |
PCLA4LCL 1
ACL+MCL |
Meniscus 2
Hemarthrosis 2
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Table 8, Method of treatment

Axgee) E4de &

Group Femur

Tibia

1(22.2%

11 (14.8%
IV( 37%

[nternat fixation

) Internal fixation &/ 6
11(48.1%)  External fixaticn External fixation 13/13

) External fixation External fixation 4/ 4

1 Conservative (femur or tibia) /3"

Table 9. Criteria for Assessment of End-results

* 2 BK amputation cases were included.

Criterion Excellent Good

Acceptable

Poor

Subjective symp-

toms from thigh 0 Intermittent slight
orleg symptoms
Subjective symp-

loms from knee 0 Same as above

or ankle joint
Walking ability Unimpaired Same as above
Angulation, rota-

tional defromity, 0 < 10 degrees
or both

Shortening 0 <lem
Restricted joint <10 degrees
Mobility(hip, 0 at ankle;

<20 degrees at
hip, knee, or both

knee, or ankle}

Mare severe symptoms

impairing function
Same as abov

Waiking distance
restricted or
1) to 20 degrees

I-3cm

[0 to 20 degrees

al ankle;

20 1o 40 degrees

at hip, knee, both

Considerable func-
tional impairment
Jpain at rest

Same as above

Uses cane, crutch
or other support
»20 degrees

>3cm
>20 degrees
at ankle;
>40) degrees al
hip, knee, or both
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Table 10. Results of the treatment

Group  Excellet  Good  Acceptable  Poor
| 3 3 G 0
Il 7 4 2 0
| 0 1 2 ]
v 2 0 1 ]
Total  12(44.4%) B8(29.6%} 5S(18.5%) 2(7.5%)

Table 11. Complications

Femur Tibia
Infection 2 1
Nonumion 4 4
Delayed union 2 4
Compartment syndrome ]
Amputation 2
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FC igh-1" -
Fig. 1. A twenty-one-year-old man sustained right
femoral and tibial fracture in acar accident.

1.R1 of ipsilateral knee was noted at 8 weeks.
The result was excellenr after reconstruction,

Fig. 2.
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Fig. 3. A thirty-year-old man sustained closed left
femoral and open tibial {racture in acar acci
dent. Internal fixation for femoral fracture and
external fixation for open tibial fracture. BK
amputation was inevitable due to poor circula
tion.

Fig. 4.

A thiry-one-year-old man was injured in a
motorcycle accident. Preoprative roentgenog-
ram of a open diaphyseal fracture ot femur
and tibia.
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Fig. 5. Three weeks after skeletal traction, performed
open reduction and internal fixation with bone
graft for open femoral fracture.

Fig. 6. Roentgenograms of treatment of open tibial
fracure. Due to large bone defect, initial AO
external fixator was changed to llizarov exter
nal fixation for bone transport. One year after
operation, the roentgenogram showed good
union and acceptable length of tibia.
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Fig. 8.

Fig. 9.

A thirty-seven-year-old woman was injured in
a car accident. Preoperative roentgenograms of
closed femoral and opem tibial fracture.

Interfocking IM nailing was done for closed
temoral fracture with geod union.

Initially performed external fixation with AO
monofixator and fasciotomy for compartment
syndrome. The fixation was unstable due to
ipsilateral ankle fracture, and changed to
lizarov external fixiation. After boine graft,
achieved good pnion.
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