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— Abstract—
Limited Internal Fixation of Pilon Fractures

Sung Ho Han, M.D., Bo Kyu Yang, M.D., Chi Hong Kim, M.D.,
Tae Won Abn, M.D. and Wu Jun Chu, M.D.

Department of Orthopaedic Surgery, National Police Hospital, Seoul, Korea

Pilon fracture is relatively an uncommon fracture involving the disial tibial articular surface, As
usnally being combined with many complications, it is difficult to manage. Among many treatment
options limited internal fixation of the tibia with long screws and multiple pins augmented with
external fixation or casting provide adequate stabilization without soft tissue compromise.

Fractures were defined as type I in 10 fractures and type ¥ in 16 by Ruedi-Aligower s
classification. 16 fractures, 6 type } and 10 type ¥, had limited internal fixation and cast
application. 1 type ¥ fracture had limited internal and external fixation. 9 fractures, 4 type 1 and 5
type K, were treated by rigid tibial plating during a period of 5 years (Mar, 1990 - Fed, 1995).

By Burwell' s and Charnley’ s radiological criteria and clinical grading system, limited internal
fixation showed 67% satisfactory results in type I and 64%:in type ¥ fractures while rigid tibial
plating showed 75% satisfactory results in type I and 60% in type B fractures. 4(44%) patients with
rigid tibial plating, and 2(12%) patients with limited internai fixation had complications.

Pilon fractures are high energy injuries with significant associated soft tissue damage. limited
internal fixation offers good solution to this difficult fracture problem.
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Table 1. Cause of injury

Cause Patients(%)
Fall down 17( 65)
Traffic accident &( 31
Sports injury 1( 4
Total 26 (100)

Fig. 1. A 47 years old male who sustzined a fali-down injury.
A. Preoperative radiography shows Ruedi-Allgower type
[l pilon fracture.
B. Open reduction and limited intemal fixation with cast
immobilization was done.
C. Post op 2 years radiography.
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Table 2. Fracture type

Ruedi-Allgower type Il I
Closed fracture 10 15
Open fracture 0 1
Total 10 16
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Table 3. Method of meatment

Method Ruedi-Allgower type I type HI
Limited ORIF tibia 6 10
Plate ORIF tibia 4 5
Limited ORIF tibia and
lNizarov external fixation 0 1
Total 10 16
IM pin: Intermedullary pin ORIF : Open reduction and
intemat fixation

Fig. 2. A 59 years old male who sustained a fall-down injury.
A. Preoperative radiography shows Ruedi-Allgower type
1L pilon fracture.
B. Open reduction and limited internal fixation with cast
immobilization was done. :
C. Post op 2 years radiography.
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Table 4. Overall results.
Ruedi-Allgower Type IT (95} 1M (%)
Good 6( 60) 7(44)
Fair 1(10) 319
Poor 3(30) 6( 37
Total 10 (100) 16 (100)
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Fig. 3. A 44 years old male who sustained a traffic-accident.
A. Preoperative radiography shows Ruedi-AHlgower type I pilon fracture
B. Open reduction and internal fixation with tibial plate was done.
C. Post op 2 years radiography.
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Table §, Results of operative methods.
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Limited ORIF tibia

Ruedi-Allgower type (%)

Plate ORIF tibia
1L (%) I(%) I (%)

Good 3050
Fair 1(17)
Poor 2(33)

5( 46) ) 240
2( 18y 0 1(20)
4( 36) 1( 25) 2( 40

Total 6(100)

11 (100 4 (100) 5(100)

ORIF : Open reduction and intemnal fixation
*: 1 case of Ilizarov fixation included

Table 6. Complications.

Limited ORIF tibia

R-Atype (%)

I (%)

Plate ORIF tibia
1I{%) I (%)

Skin necrosis 0 0

Wound Infection
Delayed union
Osteparthritis

1 1

o|lo oo

Total

— | & © O
Wl - o~

R-A type : Ruedi-Aligower type
ORIF : Open reduction and intemal fixation
* . Cast was changed to llizarov extemal fixation in this case
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