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A Clinical Study of Diastasis of the Ankle Joint

Sang Kwan Rim, M.D., Jang Soo Gang, M.D., Byung Wan Ahn, M.D. and Kyung Song Park, M.D.
Department of Orthopedic Surgery, Capital Armed Forces General Hospital, Seoul, Korea

Diastasis of the ankle joint was associated with extensive ligamentous rupture and resulted from external rota-

tion or abduction injuries at the ankle. It might occur without associated fracture but was more frequently seen in

cases of bimalleolar fracture in which there was fracture of the medial malleolus or rupture of the deltoid ligament
with fracture of the lower third of the fibula. Thirty patients of diastasis of the ankle joint were admitted and
treated by internal fixation with screw and bolt from January 1978 to December 1981.

The following results were obtained:

1. The main cause of the injuries was falling from a height and the other causes were slipping down and

sports injury in order.

2. The most common type by Lauge-Hansen classification was supination-external rotation type (20 cases,

67%).

3. Partial diastasis of the ankle joint or anterior type was 14 cases (47%) and complete diastasis or total

type was 16 cases (53%).

4. In all cases, mixed oblique fibular fracture and medial instability were seen.

5. The good results were achieved in 24 patients (80%).

Key Words : Diastasis, Ankle joint.
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. Fig. 1. Diagram of anteroposterior projection of
sieh A olAe A ddA 44 Az A ankle joint. a, lateral border of posterior tibial malleolus;
Aurol] W) Fdo] gislen WAz FHL 209 b, medial border of fibula; ¢, lateral border of anterior
67%) A, W2 A 2 109 (33%) A A # tibia; d, lateral border of fibula; e, medial border of tibia.
Ao}, =3 &2 AL A deA £ 5 Ul e
o FaAae] A} 49 Au T Ao BAYNH F
99 A F7 Ad FRR Alolo] AN A
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Table 1. Causes of diastasis of ankle joint

T
% SE PE PA Tol
Nature

Fall down 16 4 2 22 (73.3%)
Slip down 2 2 2 6 (20%)
Sports injury 2 0 0 2 (6.7%)
Total 20 6 4 30 4
(%) (66.6%) (20%) (13.7%) Fig. 2-A. Anteroposterior radiographs showing frac-
tures of the medial malleolus and of the fibula above the
* SE: Supination-external PE: Pronation-external inferior tibiofibular joint, demonstrating complete tear-
PA: Pronation-abduction ing of the tibiofibular ligaments.
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Fig. 2-B. Anteroposterior radiographs showing
rotation of the fibula around its long axis indicating a
“partial diastasis’’.
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Fig. 3. After stabilization of the inferior tibiofibular joint with a screw and bolt.
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Table 2. Criteria used in assessment of result

Result Clinical Radiological
Excellent No pain with full range Normal X-ray
of motion
Good Pain after strenuous activity Calcification of interosseous
15' loss of motion lig. or deltoid lig.
Fair Pain with normal activity Malunion or nonunion
15-30’ loss of motion
Poor Over 30’ loss of motion Joint narrowing or
Constant pain marginal osteophytes
Table 3. Result of treatment wto2 18] Au|F7 Qe £ite] ZAET sge
— — = Lauge-Hansen®“5 & Zgtdo) 9= 393 <:4)o)
Result Clinical  Radiological Overall (%) Wy siol e 99 AW E7 At Aare] Eejsow
Excellent 12 14 12 (40%) 3telcl. Lauge-Hansen& A4 &, dAbA 2 wpabd
Good 10 12 12 (40%) Hog asie] Zod Td 9 U9 An T A
Fair 6 4 4 (13%) &AHe BEEste] 1) Mwl 98] AN T < o o
Poor 2 - 2(7%) B Hejay A AL HEy THL 399
Total 30 30 30 ]d %é—‘! I 911 5"71]9—} §]“H 949:]78 B II, 1
2V l°ﬂ/‘i Fooda, 2) " " Fuk 9] A
%% 7 3H(excellent & good) & veiyon FiH Z 9

L2 2o 308% 243 (80% )l A
WA} (Table 3).
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