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The severity of malleolar fractures is derived from the 
dest ruct ion of the t ibiofi bular syndesmosis, which fi rmly 
hold the talus in it s physiological posit ion. This dest ruct ion 
results in a displacement  of the talus, which also drags 
fractured malleolus with it .  This explains the disrupt ion 
created by a t ibiofi bulotarsal disrupt ion. A malleolar 
fracture alters the stat ic and dynamic funct ions of the ankle 
since a modifi cat ion takes place in the gravitat ional factors 
conveyed by the mort ise through the talus to the calcaneus 
and the arch of the foot . The talus, fi rmly held by the 
mort ise, bears the body’s weight  on its posterolateral 
region; when a talar diastasis occurs it  ceases to support  
the gravitat ional force at  the physiological point , for which 
reason it  is ext remely important  to reduce these fractures 
as anatomically as possible since the circumstances 
described above turn the ankle into the body’s main 
foundat ion on which the whole body weight  must  gravitate. 
Failure to achieve an anatomically perfect  reduct ion will 
not  afford the good funct ional results that  may be obtained 
in other parts of the musculoskeletal system without  a 
perfect  reduct ion. Indeed, the balance of the arch of the 
foot  is so precise that  even a minute t ilt ing of the talus 
changes the direct ion of the forces, with ensuing stat ic and 
dynamic alterat ions.

In the literature there is a surprising diversity of (generally 
confl ict ing) opinions regarding t reatment  of these fractures, 
which makes neut ralit y very diffi cult .  For some orthopedic 
surgeons malleolar fractures are serious inj uries but  they 
can always be reduced conservat ively. On the other hand, 
other authors plead for ex ant e surgical fi xat ion of the 
fractured fragments to be certain to bring about  an 
anatomically perfect  reduct ion; they relieve that  failure to 
obtain this result  will result  in t roublesome sequelae that  
may reduce the pat ients’  funct ional capacity. Wishing to 
preserve a neut ral posit ion regarding the t reatment  of these 

inj uries, we do not  rigidly apply either of the solut ions 
ment ioned; instead we always proceed in accordance with 
the most  appropriate indicat ion for each case.

Trauma to the ankle is becoming more and more pervasive 
given the hect ic pace of modern life, mechanizat ion, Sports 
pract ice, etc. Francture-dislocat ion of the ankle raises 
serious problems for t reatment , conservat ive methods 
usually fail to resolve them, not  only because it  is often 
impossible to reduce these inj uries non-surgically but  also 
because cast  immobilizat ion tends to be insuffi cient  as a 
method for external fi xat ion. Therefore, some of these 
fractures fall within those where open surgery must  be 
performed in order to apply internal fi xat ion.

In all cases of malleolar fractures we usually perform 
radiographs on 2 planes and early reduct ion and apply cast  
immobilizat ion making sure the posit ion of the t ibiotalar 
j oint  is correct . We subsequent ly perform further x-rays to 
ascertain that  the reduct ion has been achieved successfully. 
We do not  set t le for part ial reduct ion; instead, we st rive to 
obtain as anatomic a reduct ion as possible. We do not  
usually employ an image intensifi er, as we do not  deem it  
necessary, but  this depends on surgeon preference. With 
Boppe and Vassitch, we believe the urgency to reduce 
malleolar fractures is comparable to that  of acute 
apendicit is. Generally, fracture pat ients come to us a few 
hours after inj ury, which great ly facilitates reduct ion. But  
we do not  think that  later presentat ion, i.e. 48 hours after 
inj ury, with numbness, phlyctenae, etc., is a cont raindicat ion 
to proceed to reduct ion of the fracture. When this happens, 
in the case of displaced fractures, we perform reduct ion 
under general anesthesia, applying an alcohol-impregnated 
sterile gauze and subsequent ly a plaster cast , which must  
be exchanged at  15 days when the numbness has disappeared. 
So far we have not  had the need to resort  to Achilles 
tenotomy or cont inuous t ract ion to reduce a fracture of this 
kind; nevertheless, in a small number of pat ients we did 
have to surgically fi x the malleolar fracture given the failure 
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of manual orthopedic reduct ion maneuvers. In our hands, 
manual reduct ion has failed for one of the following reasons: 
rotat ion of the malleolus, with the surface of the fracture 
ending up point ing to the skin, and the interposit ion of soft  
t issue between both fractured surfaces. Once the fracture 
site has been opened, we fi x the malleolus with a screw 
that  we apply to the medial malleolus through a small 
incision on the medial aspect  of the ankle. If  there is soft  
t issue interposit ion, we resect  these carefully after 
ext ract ing them from the fracture site. We suture the 
wound with silkworm gut  st it ches and apply a plaster cast .

Unt il now it  was considered that  osteosynthesis was not  
exempt  from danger, as a result  of the risk of infect ion 
entailed in opening the fracture site and of the intolerance 
of the hardware by the bone t issue. It  can be said that  
recent ly, with the use of ant ibiot ics and tolerable 
osteosynthesis materials (Vitalium), this danger has all but  
disappeared. However, probably under the infl uence of old 
fears (and although we have not  witnessed any pathological 
react ions), we ext ract  the screw only after a reasonable 
period has elapsed, and once we are certain that  bone 
callus has formed. When fi xing a malleolus, we shif t  it  
together with the talus and the calcaneus to their normal 
anatomic locat ion, which means that  gravitat ion can 
operate correct ly through the mort ise, the talus and the 
heel. The force decomposit ion in an ankle operated in this 
way should in theory be equal to that  of a normal foot , thus 
complying with the requirement  that  there must  be dynamic 
and stat ic restorat ion. This is undoubtedly at t ract ive, but  
we are ext remely conservat ive when addressing all sorts of 
malleolar fractures that  may be amenable to non-surgical 
orthopedic reduct ion. Proof of this is that  of 64 fractures of 
this kind that  we have t reated in our hospital in the last  2 
years, we have only used osteosynthesis in 5 cases, which 
we were forced to operate on because they could not  be 
reduced or stabilized with conservat ive t reatment . For this 
reason, the purpose of this paper is not  to present  an out -
and-out  intervent ionist ic approach to malleolar fractures, 
but  rather to provide an account  of the good results we 
have obtained in the cases where orthopedic reduct ion 
proved impossible.

By affording a stable fi xat ion of the fracture fragments, 
osteosythesis has made it  possible for us to shorten post -
operat ive hospitalizat ion t imes and permit  early ambulat ion. 
Indeed, the uniform pressure exerted on the fracture site 
by the screw favors earlier callus format ion.

We have obtained ext remely sat isfactory results, which 
do not  agree with those of Patoir whose most  favorable 
result ,  in a 12-pat ient  series, was a case of ankylosis with 
35% funct ional impairment .

After removing the plaster cast  at  5 weeks, we are not  in 
favor of using Unna’s paste to prevent  edema, but  rather 
recommend applicat ion of a below-the-knee elast ic stocking 
that  can be removed as required to administer massage 
therapy and hot  saline soaks.

Clinical cases

Case no. 1. Aurelio M., 26 years old. He was admit ted on 10 
March 1948 with a left  ankle fracture 3 hours after the 

accident . He came with his foot  in a bandage and protected 
from the toes to the popliteal fossa with a Kramer splint  
that  was bent  to a st raight  angle. Two radiographic views 
were taken on admission; the x-rays revealed a bimalleolar 
fracture with outward displacement  of the talus and medial 
malleolus inversion. At  10 minutes from admission an 
at tempt  was made at  manual reduct ion, which failed. As a 
result ,  a surgical procedure was carried out  to reduce and 
fi x the medial malleolus; a plaster cast  was applied. Sutures 
were removed after 12 days.

Normal  pre-op per iod.  At  6 weeks,  t he cast  was 
removed and massage t herapy and hot  soaks were 
prescribed.  The screw was ext racted at  3 and a half  
months and one month lat er t he pat ient  was discharged 
wit hout  any disabil i t y.

CASE NO.  2. Venancio Z., 62 years old. He was admit ted on 
11 August  1949. The pat ient  reports that  he sustained a 
st rong lateral blow on the right  ankle with a st rong piece of 
iron. He presented with a valgus foot  deformity, with 
Dupuyt ren’s cont racture and acute pain in the medial 
malleolus. Two radiographic views were taken, which 
revealed fractures of the medial malleolus and the lower 
third of the fi bula with a lateral talar dislocat ion.

Nonsurgical reduct ion was at t empted with local 
anesthesia,  but  t his failed t o achieve perfect  reduct ion 
and talar restorat ion.  Therefore surgical reduct ion and 
fi xat ion were performed. Under general anesthesia,  screw 
fi xat ion of  t he medial malleolus was performed together 
wit h int ramedullary nail ing of  t he fi bula with a Rocher 
rod.

Post -op was normal. On 25 September the cast  was 
removed. On 24 November, the hardware was removed and 
one month later the pat ient  was discharged without  any 
disabilit y (fi gs. 1 and 2).

CASE NO.  3.  Josefa M.,  63 years old.  She was admit ted on 
12 November 1949. She had sustained a fall at  home but  
was not  able to provide any details about  the occurrence. 
Her foot  had a valgus and an equinus deformit y.  She 
reported pain in both malleoli and presented with sl ight  
infl ammat ion. Two radiographic views were taken, which 
revealed a bimalleolar f racture with anterior fi bular 
displacement  and lateral t alar dislocat ion. Orthopedic 
reduct ion failed.

Subsequent ly, we set  about  performing an open reduct ion 
of the medial malleolus under general anesthesia; the 
malleolus was ent rapped between the talus and the internal 
angle of the mort ise, held in this posit ion by the t ibialis 
posterior tendon, which was ext remely taut . Once this 
obstacle was overcome, the malleolus was reduced and 
screw fi xat ion was applied, restoring the t ibialis posterior 
tendon to the ret romalleolar groove and repairing the gap 
in the osteofi brous area.

A short -leg cast  was applied in a physiological posture, 
which was removed at  6 weeks. Subsequent ly, an elast ic 
stocking was indicated together with hot  soaks.

The hardware was ext racted on 12 April in an outpat ient  
facilit y. To date, the pat ient  has completely recovered foot  
mot ion and funct ion (fi gs. 3 and 4).

CASE NO.  4. Narciso G., 47 years old. This pat ient  was a 
dock-worker who fell into the hold of a ship in the course of 
his usual occupat ional act ivit ies. After radiographic 
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assessment , he was diagnosed with a bimalleolar fracture 
with talar subluxat ion.

Orthopedic reduct ion was carried out , with subsequent  
radiographic evaluat ion od medial malleolus stabilit y. We 
decided to perform an osteosynthesis.

Surgical reduct ion was carried out  through a Windows 
opened in the cast , after careful resect ion of the soft  t issues 
ent rapped in the fracture site. Screw fi xat ion was applied.

The cast  was removed at  5 weeks. This was followed by 
mobilizat ion and balneotherapy. The screw was removed at  
3 months and the pat ient  discharged within 5 months of the 
init ial inj ury, without  any limitat ions to resume his previous 
occupat ional act ivit ies.

CASE NO.  5. Luis H., 33 years old. He was admit ted on 3 
January 1950, further to a fall down the stairs sustained at  
home. Radiographic evaluat ion revealed a fracture with 
inversion of the medial malleolus. The immediate decision 
was to carry out  an open reduct ion with screw fi xat ion.

Post -op was normal, with the cast  being removed after 
one month and a half  and the screw at  4 months.

The result  was sat isfactory.
CASE NO.  6. R. Crist ina. This pat ient  had a bimalleolar 

fracture that  had healed with marked plantar malalignment . 
This was caused by a subopt imal reduct ion.

When she presented to us, we suggested to her a wedge 
resect ion of the fi bular fracture callus and an oblique top-
down linear osteotomy of the medial malleolus in order to 
bring it  down and thus facilitate restoring the dislocated 
lateral talus to the t ibiofi bular mort ise. Once the pat ient  
gave her consent , she was operated with the technique 
described and the medial malleolus was fi xed to the t ibia 
with a screw.

The anatomic result  of the talar reduct ion and the 
correct ion of the deformity result ing from the bimalleolar 
fracture were perfect  and the post -op period was unevent ful.  
The pat ient  fully recovered normal t ibiotarsal mot ion.

Figure 1 Case 1: Aurelio M. Bimalleolar fracture with medial 

malleolar inversion.

Figure 2 Case 1: Same case as in the previous fi gure, further 

to osteosynthesis.

Figure 3

Figure 4


