4 ¢ &2 3 ¥ 3

Vol. 9. No.3, July,

=2-2E0d 24 9 27

A& =lebyy Ayeist

2iHY - 01gT] - =201 - 2HE4|
— Abstract —
Treatment of the Tarsometatarsal Joint Fracture-Dislocation

Kun Yung Lee, M.D., Young Kee Lee, M.D., Yong Man Che, M.D,,
Heung Sik Kang, M.D.

Department of Orthapaedic Surgery, Lee-Rha General Hospital, Cheung-ju, Korea

Traumatic dislocation and fracture-dislocation of the tarsometatarsal joint are rare injuries. These
injuries often missed because radiographs of this joint is difficull to be interpreied, so delay to be
diagnosed and treated.

These injuries often leads to arthritic change with significant residual symptoms and deformities.

Tarsometatarsal joint injuries are gencrally managed by accurate repositioning of the displaced
metatarsals and stabilization with instruments(K-wire, screws efc.).

The purpose of this study is to review the anatomical, radiological and functional results.

The authors analysed the 25 cases with injuries of the tarsometatarsal joint treated of the depart-
ment of Orthopaedic Surgery, Lee-Rha general hospital from March 1989 to September 1994, which
showed the following results.

1. The most commeon cause of the injury was traffic accident(76%).

2. According to the Hardcastle's classification, the injuries were classified as follows:partial incon-
gruity in 16 cases(64%), total incongruity in 6 cases(24%), and divergent congruity in 3
cases(12%). .

3. Three cases were treated with closed red uction and case immobilization, thirteen cases were treat-
ed with closed reduction and percutaneous K-wire fixation.

Nine cases were treated with open reduction and K-wire fixation as follows:reduction failure in 3

cases, entrapment of anterior tibial tendon in 2 cases, severe soft tissue injury in 4 cases.
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4. The anatomic reduction and it's maintenance were considered as most important factor of progno-

§is,

Key Words : Fracture-dislocation of the tarsometatarsal joint, Anatomical reduction
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Fig. 1, Classification of Lisfranc injuries.(Redraw:.
from Hardcastle PH, Rescharuer R, Kutscha-
Lissberg E, and Schoffmann W:J Bone Joint
Surg 64-B:349, 1982.)

Table 1. Age and Sex distribution

Age Male Female Total

0~10
11~20 1 !
21~30 7 2 9
31~40 3 1 4
41~50 2 ] 3
51~60 3 1 4
61~ 2 2 4

Total(percentage)  18(72%) T(28%)  25(100%)
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C)el 33 AH(Table 2).
4, 8t &4

1831 (72%) <M 8 54 &4do] ¢ Al 3
# &dol 138(52%) 2 7F¢ weten 8#(32%)
oM ARz &e] FuEHUR JFEHo] 24
(8%), F¥AR F4ol 3(12%), FH&Ado] 24
(8%), #F-&4to] 230 (8%) ©1%UH(Table 3).
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Table 2. Classification

Hard Castle Classification

B 2089} (N2 &YYol FUE 4N e B
93 3 ¥ K-Fdez agsag

M3 B 2PL 63T 44 e K-
EF 6-83) AA%H.

28 439 F¥E Brunetst Wiley®s] 6atA
¥ 9 oot #Reie] A A% e 2
7 ol 153, YAl Aol glovt B§
o] e 3Fdel 63, F¥o] A& UFAH|
A& XAE 45 °187) 43K cH(Table 4).
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He] 59 el WARIY e 234
VEE &84 AR B 715 Aelste 9
Aol Mt AR E & 2A& B3k (Table 5).

Type No. of Patient Percentage
Type A 6 4% FHED
Type B 16 64%
o, z8 1,
Type C 3 12%
Total 25 100% 2048 dA2H RFARE Usle] A WF WP
EHEE F & &4 ¥ &2 F54A A
Table 3. Associated Injuries 14 ¥4 ® €7, Hardcastle ¥9 #8#2: &
Associate injury No. of Patient Percentage :
Femur Fracture 5 20% Table 5. Complication
Tibia Fracture 8 32% —
Spine Fracture 2 8% Complication No. of Case
Ankle Fracture 3 12% Traumatic arthritis 16
Head Trauma 2 8% Limitation of motion 14
Abdominal Injury 2 . 8% Skin necrosis 8
Soft Tissue Injury 8 2% Deformity of the foot 5
Table 4. Assesment of treatment by J.A. Brunet. J.J. Wiley and Result
Grade of pain Discription of pain Result Percentage
0 None
t 1am only aware of it if | pay attention to it 15 0%
2 But I can ignore it at times
3 I can't ignore it but | can do my usual activitics 6 24%
4 It's difficult for me to concentrate: | can only do easy things 4 16%
5 Such that I can't do anything
Total 25 100%
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Fig. 2-A. Initial left foot A-P and oblique 2nd latera! roe-
ntgenograms of 20-year-old female patient
show open fracture-dislocation of Lisfranc
joint.

B. The post-operative A-P and oblique and lateral
roentgenograms show the fractures were fixed
by K-wires.

C. The roentgenograms at 8 months following
open reduction and internal fixation show com-
plete union but, traumatic arthritis.

roentgenograns of 36-year-old male patient
show fracturd -dislocation of Lisfranc joint.

B. The post-operative A-P and oblique and lateral
" roentgenograms show the fractures were fixed

by K-wire.

C. The roentgenograms at 5 months following
closed reduction and internal fixation show
complete union.
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Initial right foot A-P and oblique and lateral
roentgenograms of 25-year-old male patient
show fracture-dislocation of Lisfrac joint.

B. The post-operative A-P and lateral roentgeno-
grams show the fractures were fixed by K-
wire.

C. The roentgenograms at 6 months following
closed reduction and internal fixation show
complete union.
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