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INTRODUCTION 
 

Fractures of the two bones of the leg are frequent injuries 

in trauma. Several studies have emphasized the 

importance of fibular realignment in fractures of the 

distal quarter of the leg,
[1,2]

 due to its important role in 

leg rotation and length disorders. Therefore, the 

systematic treatment of the fibula is not consensual, 

varying between functional treatment and systematic 

surgical fixation.
[3,4]

 However, both patient and fracture 

characteristics need to be considered to select the 

appropriate treatment option. 

 

CASE PRESENTATION 
 

This is a preliminary study conducted on 150 patients 

over a period of 10 years ranging between 2010 and 

2020 and who were involved in some form of trauma and 

fractures of both bones of the leg. All patients gave 

consent to have their cases published. 

 

The average age of our patients is 38 years old with 

extremes between 18 years and 65 years, 68.3% male, 

right side in 75.2% of cases, road accidents were the 

cause in 60% of cases, open fractures in 70%, complex 

in 45%, spiral in 30%, the rest transverse or oblique type 

(fig 1&2). 

 

 
Fig. 1: Comminuted metaphyso-epiphyseal fracture 

of the tibia with fracture of the fibula. 

 

 
Fig. 2: x-ray of spiral fracture. 
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ABSTRACT 
 

Fractures of the two bones of the leg are frequent injuries in trauma, moreover the fracture of the fibula is a 

therapeutic problem due to the frequency of vicious calluses, this frequent location in the fibula is often neglected 

especially in fractures of the distal quarter of the leg.  Our goal is to demonstrate the value of broaching the fibula 

in the conservation of length, rotation and axis of the leg. This is a retrospective study with 150 leg fractures over 

10 years (2010-2020). We studied the time to consolidation, support and complications. 
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Pinning was systematic with a closed focus in 90% of 

cases, 1 pin in 80% of cases with a diameter of 22-30. 

Central medullary nailing of the tibia in 70% of cases 

(fig3). 

 

 

 

 
Fig 3: Nailing of the tibia with pinning of the fibula. 

 

Rehabilitation is started after 3 weeks in 85% of cases. 

Support was authorized after 6 weeks in the case of 

intramedullary nailing, 8 weeks after external fixator and 

10 weeks after tibial plates. The union rate was 85% with 

no functional sequelae. Delayed union in 4 cases 

(external fixator) (Fig4), pseudarthrosis in 4 cases(fig5). 

Cal vicious in 2 cases. 

 

                   
Fig. 4: Delayed union after 4 months.     Fig 5: Pseudarthrosis of the tibia. 

 

DISCUSSION 
 

Several criteria have been established to better locate 

these fractures, including: the criteria recommended by 

Muller in 1990,
[5]

 concerning the passage of the middle 

of the fracture through the epiphyseal square whose side 

is equal to the greatest width of the epiphysis. It is 

estimated at 52.6 mm.
[6] 

Based on Muller's definition of 

the epiphyseal square, the OA / OTA classification.
[7]

 

divides the leg into four segments: proximal, diaphyseal, 

distal and malleolar. 

 

Ruedi and Allgower.
[8]

 were the first to establish the 

conventional principles and technique for open reduction 

of distal tibial articular fracture. 

 

During the years that followed, these principles remained 

the norm in the management of this type of fracture 

because they understood the importance of the rexation 

of the fibula in the conservation of length and the 

rotational disorders that can cause reconstruction. of a 

distal tibial fracture without osteosynthesis of the 

fibula.
[8,9,10]

 

 

These principles are based on case series studies which 

concluded that the non-realignment of the fibula 

generates an added pressure on the tibial articular surface 

and thus would be a precursor of osteoarthritis.
[11,12]

 

 

Although the literature emphasizes reconstruction of the 

fibula in tibial mortise joint fractures, there is no 

consensus when it comes to a distal extra-articular 

fracture of the tibia. authors insist on the need for 

realignment of the fibula when the fracture involves 

distal tibio-fibular syndesmosis.
[13,14]

 

 

Marsh and al. reported a risk of increased incidence of 

infection with fibular fixation in fractures of the two 

bones of the distal quarter of the leg. In our study, there 

was no significant difference in the prevalence of 

infection as an adverse effect of fibular fixation. 
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CONCLUSION 
 

Fixation of the finds its interest in fractures of the distal 

quarter of the leg, including fractures involving distal 

tibio-fibular syndesmosis. However, there is no 

consensus when the fracture is extra-articular from the 

tibial mortise. 

 

Conflict of interest 

None. 

 

REFERENCES 
 

1. Gorczyca JT, McKale J, Pugh K, Pienkowski D. 

Modified tibial nails for treating distal tibia 

fractures. J Orthop Trauma, Jan 2002; 16(1): 18-22.  

2. Kumar A, Charlebois SJ, Cain EL, Smith RA, 

Daniels AU, Crates JM. Effect of fibular plate 

fixation on rotational stability of simulated distal 

tibial fractures treated with intramedullary nailing. 

JBJS, April 2003; 85(4): 604-608.  

3. Strauss EJ, Alfonso D, Kummer FJ, Egol Ka, 

Tejwani NC. The effect of concurrent fibular 

fracture on the fixation of distal tibia fractures: a 

laboratory comparison of intramedullary nails with 

locked plates. J Orthop Trauma, March 2007; 21(3): 

172- 177. 

4. Morin PM, Reindl R, Harvey EJ, Beckman L, 

Steffen T. Fibular fixation as an adjuvant to tibial 

intramedullary nailing in the treatment of combined 

distal third tibia and fibula fractures: a 

biomechanical investigation. Can J Surg. February, 

2008; 51(1): 45-50. 

5. Müller ME, Nezarian, S, Koch P, Schatzker J. The 

Comprehensive Classification of Fractures of Long 

Bones Berlin, Germany: Springer-Verlag, 1990. 

6. Bonnevialle P, Savorit L, Combes JM, Rongiers M. 

Interests of locked intramedullary nailing in distal 

leg fractures. Rev Chir Orthop, 1996; 82: 428-436. 

7. Fracture and dislocation compendium Orthopaedic 

Trauma Association Committee for Coding. journal 

of orthopedic trauma, 1996; 10(1): 1-154. 

8. Ruedi TP, Allgower M Fractures of the lower end of 

the tibia into the ankle-joint. Injury, 1969; 5: 130. 

9. Bourne RB, Rorabeck CH, Macnab J Intra-articular 

fractures of the distal tibia: the pilon fracture. J 

Trauma, 1983; 23: 591–596. 

10. Ovadia DN, Beals RK Fractures of the tibial 

plafond. J Bone Joint Surg Am, 1986; 68: 543–551. 

11. Ramsey PL, Hamilton W Changes in tibiotalar area 

of contact caused by lateral talar shift. J Bone Joint 

Surg Am, 1976; 58: 356–357. 

12. Thordarson DB, Motamed S, Hedman T and al The 

effect of fibular malreduction on contact pressures in 

an ankle fracture malunion model. J Bone Joint Surg 

Am, 1997; 79: 1809–1815. 

13. Fan CY, Chiang CC, Chuang TY, and al 

Interlocking nails for displaced metaphyseal 

fractures of the distal tibia. Injury, 2005; 36:      

669–674. 

14. Mosheiff R, Safran O, Segal D, Liebergall M The 

unreamed tibial nail in the treatment of distal 

metaphyseal fractures. Injury, 1999; 30: 83–90. 


