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Abstract

This study has been done to know the commonest causes of occurrence of distal tibia fractures in adults.
In this study 20 patients of fresh distal tibia fractures in adults studied between June 2017 to may 2018 in
mamta general hospital, khammam. Among these 13 were males and 7 were females and RTA was the
chief cause of fractures accounting to 70% and left side accounts for 60%. In this study fracture classified
according to AO/OTA classification and fracture pattern according to this classification, there was 12
cases of 43A type of injury and 08 cases of 43B type of injuries and 60% cases were grade 1 compound
and 40% grade 2 compound fractures. This is comparable with other series like jing-wei zhang et al.
reported average age is 43 years, males preponderance about 75%, RTA was the chief cause of injury
accounting to 80% and Sven. A.F. tulner et al. reported average age group 43 years, males accounting to
85% and RTA was the major cause. In the present study of 20 cases, 12(60%) patients had excellent
outcome, 6(30%) had good outcome, 2(10%) had fair outcome.

Keywords: Distal tibia, displaced fracture, comminuted fractures, compound fractures, adults

Introduction

Fractures of tibia and fibula are most common long bone fractures and exposed anatomical
location makes it vulnerable to direct blow and high energy trauma as a result of RTA. Not
only are they common, but often difficult to treat due to high incidence of complications such
as compartment syndrome, vascular and neural injuries. Injuries and accidents have increased
in modern era due to fast pace of life of man from one place to another place which have
brought both comfort and catastrophe like road traffic accidents and crippling many young
lives, these are responsible for most complex fractures of distal tibia. Over the past two
decades, the AO/OTA classification has been the most accepted classification in the literature.
It is reproducible and allows not only descriptive, but also treatment guidelines for each
defines fracture type.

The three types and nine groups of the AO/OTA classification of distal tibia fractures is
illustrated. The three types are extra articular, partial articular, and total articular, and they are
divided in to nine groups based on the amount of comminution, as illustrated:

Type 43A- non-articular fractures: Al-Metaphyseal simple
A2-Metaphyseal wedge
A3-metaphyseal complex

Type 43B- partial articular fractures: B1-Pure split
B2-Split depression
B3-Multifragmentary depression

Type 43C- Complete articular fractures: C1-Articular simple
C2-Articular simple metaphyseal multifragmentary
C3-Articular multifragmentary

If not treated properly distal tibia fractures are the cause of disability for long time in the form
of pain, instability and early degenerative arthritis of ankle joint. Distal tibia fractures have the
highest rate of non union among all long bones Because of scarcity of soft tissues,
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their subcutaneous nature, and poor vascularity. This is a
prospective study undertaken to evaluate the incidence of
distal tibia fracture with respect to age, sex, laterality, mode
of injury, pattern of fractures in adults have been analyzed.

Objectives

To study the incidence of grade 1 & 2 compound distal tibia
fractures with respect to age, sex, mode of injury, type of
fracture pattern and laterality of injury.

Material and Methodology

20 adult patients with distal tibia fracture were selected for the
study, there were 13 males (60%) and 7 females (40%), all the
fractures in the series were post traumatic, no pathological
fractures were included in the study. Distal tibia fractures
treated conservatively and grade 3 compound fractures
belongs to Gustilo & Anderson classification, old fractures
more than 3 weeks and patients with distal tibia fractures with
ankle dislocation are excluded. And descriptive data of the
patients like age, sex, fracture type, detailed history were
obtained by interviewing the patients by clinical examination
and necessary investigations were recorded in predesigned
and pretested Performa.

Observation and Results

A total of 20 patients with fresh fractures of the distal tibia
and fibula was studied from June 2017 to may 2018 at mamta
medical college and super specialty hospital, khammam.
Following factors were observed and tabulated as follows.

Table 1: Incidence of distal tibia fractures according to age

distribution
Age group No. of cases Percentage
21-30 2 10%
31-40 4 20%
41-50 5 25%
51-60 6 30%
61-70 2 10%
71-80 1 5%
Total 20 100%
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Fig 1: Age Distribution
In the present study average age group is 54 years, this is
comparable to jing-wei zhang et al. and sven A.F. tulner et al.
average age group is 43 years.

Table 2: Incidence according to sex
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Fig 2: Sex Distribution

Higher incidence in males noted is attributed to the increased
road traffic accidents in males accounting to 65%. This is
comparable to Jing-wei zhang et al. shows 75% in males and
sven A.F. tulner et al. accounts for 85% in males.

Table 3: Incidence according to side

Sex No. of cases Percentage
Male 13 65%
Female 07 35%
Total 20 100%
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Fig 3: Side Affected

Left side accounts for 60% and right side injury seen in about

40% of cases in our study.

Table 4: Mode of injury

Mode of injury

No of Cases

Percentage

RTA (high energy & low energy )

14

70%

Self Fall (low energy)

06

30%

Total

20

100%
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Injury side No. of cases Percentage
Right 08 40%
left 12 60%
Total 20 100%
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Fig 4: Mode of Injury
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RTA is the major cause of fractures occuring in 70% of cases
followed by self fall injuries accounting about 30% of patients
in our study. This is comparable to jing-wei zhang et al. and
sven A.F. tulner et al. accounts for RTA as major cause of

injury.

Table 5: According to Fracture pattern type.

Type of injury No. of cases Percentage
43A 12 60%
43B 08 40%
Total 20 100%
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Fig 5: Fracture Pattern

43B type which is seen in 40% of cases in our study

Table 6: Showing open injury type

No. of cases Percentage
Grade-| 12 60%
Grade-II 08 40%
Total 20 100%
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Fig 6: Show in fig grade i and ii
Discussion

Twenty cases of fresh distal tibia fractures were studied from
June 2017 to May 2018 forms the basis of the present study.
Average age group is 54 years, AO/OTA classification has
been followed to classify the fractures and their incidence,
60% patients had 43A type of injury followed by 43B
accounting for remaining 40%.

Regarding the sex incidence there were 65% male patients
and 35% female patients. Road Traffic Accidents were the
main mode of injury accounting for 70% of cases. In the
present study, 40% fractures occurred on the right side and

60% fractures occurred on the left side. Injury is classified
according to Gustilo Anderson classification, out of 20 cases
studied 12 (60%) were grade-l1 and 8(40%) were grade-1l
type.

this is comparable to other series like jing-wei zhang et al.
average age group is 43 years, 75% males, RTA is the chief
cause of fracture, and 43A type of fracture pattern accounts
for majority of them. Sven A.F. tulner et al. which shows
average age group 43 years, males preponderance to about
85%, RTA is the major mode of injury, and 43B is majority of
cases.

Comparing with other series made by jing-wei zhang et al.
and sven A.F. tulner et al. reported present study as excellent
results in 60% of cases and good results in 30% of cases and
fair results in 10% of cases.

Conclusions

Distal tibia Fracture represent a complex problem and optimal

management is essential if the patient is to regain significant

pre injury level of function, this study comprised of 20

patients of fresh distal tibia fractures selected to know the

incidence of fracture with respect to age, sex, mode of injury
laterality and fracture pattern.

1. 43A type of fracture pattern according to AO/OTA
classification found commonest followed by 43Btype of
fracture pattern, high incidence noted in males, left side is
more often involved than the right with maximum cases
seen in fourth and fifth decades of life and RTA is the
common cause of fracture.

2. No incidence of post traumatic arthritis, malunion has
been noticed.

3. The quality of clinical results was proportionate to the
accuracy of fracture reduction.

4. 1t is concluded that rigid fixation following anatomical
reduction is an effective way of managing distal tibia
fractures and avoid the complications seen with
conservative treatment.

Most complications following internal fixation of distal tibia
fractures are minor and can be easily treated.
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