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Treatment of the Trimalleolar Fracture Using Posterolateral Approach:
Minimum 2-year Follow Up Results

Gwang Chul Lee, M.D., Jun-Young Lee, M.D., Sang-Ho Ha, M.D., Jae-Won You, M.D.,
Sang-Hong Lee, M.D., Hong-Moon Sohn, M.D., Ki-Young Nam, M.D., Kwang-Hyo Seo, M.D.

Department of Orthopaedic Surgery, College of Medicine, Chosun University, Gwangju, Korea

Purpose: To analyze the long term follow up results of treatment with posterolateral approach and to investigate its usefulness
in the patients of trimalleolar fracture with posterior fragment which is above 25% of articular involvement.

Materials and Methods: There were 34 cases of trimalleolar fracture in our hospital from May 2004 to April 2008. We investigated
20 patients who underwent operation with the posterolateral approach and over-2 years follow up cases. The mean follow up
period was 34 (24~ 58) months. Preoperative posterior malleolar fragment involved above 25% of articular surface in all cases
and displaced more than 2 mm in 11 cases. We analyzed the radiologic type of posterior malleolar fragments and evaluated
the function and pain through AOFAS score and complications.

Results: All cases showed primary union at mean 13.1 weeks. The complications are that partial ankylosis result of soft tissue
contracture is seen in 2 cases (10%) and post-traumatic arthritis is seen in 1 cases (5%) and 17 cases (85%) of all patients
are showed excellent AOFAS score.

Conclusion: The posterolateral approach is a valuable method because that it enables us to easily reduction and internal fixation
of the posterior malleolus and lateral malleolus at one time and the results are satisfied for a long time follow up.
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Fig. 1. Posterolateral approach.

(A) Longitudinal skin incision is placed just medial to the posterior border of the fibula.
(B) Retracting the peroneal tendons medially and fibular fracture is fixed with antiglide plate.
(C) Posterior fragment is exposured between peroneal tendons and the flexor hallucis longus tendon, and is fixed with 4.0

cannulated screw after reduction.
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Table 1. Data about the patients
Classification Size* Displacement  Displacement Union AOFAS .

Case No. Age Sex L-H*/Weber (%) (mm) location (months) Score Complication

1 64 M SER'/B 28 2 pL' 3 95

2 66 M SER/B 40 1.5 PL 3 92

3 57 F SER/B 40 4 CH* 2 96

4 59 M SER/C 66 2 C 3 93

5 35 M PER'/C 43 2 C 2 89

6 16 F SER/C 40 45 PL 35 100

7 58 M SER/B 34 3 M’ 4 91

8 34 M SER/C 34 7 C 6 98

9 48 M SER/A 28 1 PL 2 94

10 46 M PER/C 25 2 PL 3 95

11 62 M PER/A 30 25 C 3 100

12 59 F PER/B 34 2 C 5 86 ROM limitation

13 59 F SER/B 40 2 C 25 92

14 63 M SER/C 42 3 C 4 96

15 64 F SER/B 35 5.5 PL 3 94

16 27 M PER/B 26 8 PL 3 95

17 27 M SER/C 30 5 C 3 92

18 60 F PER/B 40 6 PL 3 84 Post traumatic OA

19 57 F SER/C 40 2 C 4 92

20 63 F PER/C 40 6.5 C 35 38 ROM limitation

*Lauge-Hansen, TSupination-external rotation, T Pronation-external rotation, “Joint involvement ratio of the posterior malleolar fragment,

! Posterolateral, IﬂPosteromedial, **Central.
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Fig. 2. (A, B) Anteroposterior
and lateral radiographs showing
a displaced trimalleolar fracture.
(G, D) Preoperative CT of the
sagittal and axial view. It has
posterolateral fragment.

(E~G) There is postoperative
radiograph.
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Fig. 3. (A, B) Preoperative
radiograph showing a displaced
trimalleoar fracture.

(G, D) 6 months later post-
operative radiograph showing
a Post-traumatic OA (grade 4).
(E, F) Plate and screw is
removed.
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