ORIGINAL ARTICLE

ietER S HAEsts|X] M7 M2z 2013
J Korean Foot Ankle Soc. Vol. 17. No. 2. pp.130-135, 2013

hustd 27 g e

a ha | =2 L i
QAUA L o mefjst A A g <1t
88

Operative Treatment with Anatomically Preshaped Locking
Compression Plate in Distal Fibular Fracture

Hyung—Jin Chung, M.D.
Department of Orthopedic Surgery, Sanggye Paik Hospital, Inje University Collage of Medicine, Seoul, Korea

=Abstract=

Purpose: Preshaped Locking compression plate(LCP) has holes with fixed angle between screw and plate and have
advantage firm fixation because it has stability of angular and axial deformity. We evaluated usefulness of LCP after open

reduction and internal fixation in distal fibular fracture.

Materials and Methods: Between December 2011 and May 2012, 23 patients with fracture of distal fibula were followed
up a least 12 months underwent open reduction and internal fixation with LCP. There were 15 maes and 8 femaes with a
mean age 39.8(20~69) years. According to Danis-Weber classification, there were 20 cases of type B and 3 cases of type C.
There were 13 cases of isolated lateral malleolus fractures, 1 case of bimalleolar fracture, 6 cases of trimalleolar fracturesand 3
cases of digtd tibia fractures with proxima fibula fracture. Intraoperatively, we assessed whether preshaped LCP fit lateral
margin of distal fibula or not and evaluated quality of reduction and postoperative complications. The cases were analyzed by
radiologica bone union time and clinica results according to the criteria. of Meyer

Results: Of dl cases, complete bone union was achieved and average radiologica bone union time was 7.3(6~12) weeks. The
dinica resultswere excellent in 18 case(78%0), good in 5 casey(22%0). Therewere 5 cases of plate with 3 holes, 13 cases of platewith
4 holes, 2 casss of platewith 5 holes, 1 case of plate with 6 holes and 2 cases of plate with 7 holes. The average number of screws a
proxima fragement was 2.5 and a distd fragment was 3.5. In 14 cases (60.8 %), we needed re-bending of plate because the distance
between plate and laterd corticd margin of digd fibulawas more than 5 mm at anteropogterior X-ray after reduction. All cases have
anatomicd reduction and there were no complications of wound infections. Therewere no complaint about hardwareirritation.

Conclusion: At fractures of distd fibulapreshaped LCP had a excdlent stability athough far cortex was not fixed with screw
and bending of plate. And there are less complications of hardware irritation and wound problems. But, Some complement
would be needed because there were no compl ete fitting between precontour of LCP and lateral cortical margin of distd fibula
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Figure 1. implant: (Lateral Distal Fibula Plate ,Synthes®)
and 2.7 mm, 3.5 mm locking screw, self-tapping.
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Figure 2. This shows plate bending to fit the patient’s fibular anatomy.

mm, additionally intraoperative bending.

Table 1. Criteria used in assessment of the result (Meyer)

If the distance of implant to bone surface is over 5

Result Clinical Radiological
Excellent No pain with full range of motion Normal X-ray
Good Pain after sternous activity 15° loss of motion Calcification of interosseouslig. or deltoid lig.
Fair Pain after with normal activity 15°~30° loss of motion Malunion or nonunion
Poor Over 30° loss of motion Joint narrowing, marginal osteophyte
712 370 o S5 S 98 HerL A v Table 2. Classification of ankle fracture
-O/] :‘ﬂ@%oﬂ OE];‘(] 6—]"5X] %7}6—}%{3@, g‘é%ﬂ '71':7]' Type Number of C&es(%)
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D UaAESY] 222 A% A5 S 75, 7 § Pronation-dorsiflexion X
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