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INTRODUCTION 
                    

The term plafond is French for ceiling and refers to the relation of the distal tibial 

articular surface to the talus .Therefore a plafond fracture refers to any fracture line 

traversing the weight bearing articular surface of the distal tibia (CarrJB.1999) 

 

 

The term pilon was first described  by the French radiologist Destot in 1911 who 

likened the shape of the distal tibia to a pestle  and compared the explosive impact of 

the talus against the tibia to that of a hammer striking a nail .Of note,there is  some  

discrepancy in the literature regarding the term pilon.(Destot E. 1911) 

 

                                                             

Tibial  plafond  fractures account for fewer than 10% of all lower extremity fracture 

and are more common in male than female patients .Pilon fracture in particular 

constitute only approximately  7%to 10%of tibial fractures. However, the frequency 

of these fractures may be on the rise.(Ferkel. RD.,and Fasulo, 1994) 

 

Pilon fractures are high energy injuries and the primary component of force is 

vertically directed through the talus into the distal tibia .This vertical compressive 

force may act singularly on the distal tibia ,or may represent a component of complex 

forces including shear and or rotation.(Mast JW.1993) 

 

Some sources regard a pilon fracture as any distal tibia fracture with extension into 

the articular surface whereas others            more distinctly describe them as a fracture 

with comminution of the plafond .Most sources, however classify these fractures as a 

disruption of the plafond caused predominately by a vertical force .For the purposes 

of this review,the term pilon will refer to the subset of plafond fractures primarily 

caused by axial compression.(Marsh JL.Smith ST.1995) 

 

Fractures of  the plafond are often the product  of a high-energy compression 

mechanism, which have historically been a challenge to manage. Although the 

pathophysiology  and surgical treatment of plafond fractures may vary, the principles 

of emergency management are less disputed. In the evaluation and management from 

the emergency physician`s perspective, it is important to realize the range of 

mechanisms,  consequences, and potential  complications of these injuries.(Kim HS 

.Kim  TY 1995) 

 

Intra-articular fractures of the distal tibia are among the most complex injuries of the 

lower limb. The best results have been achieved with reconstruction of the aricular 

surface of the tibia, stable fixation , and only a short period of joint immobilization 

(Ruedi T,Allgower M 1969) 

 

 

Pilon fractures can have persistent  and devastating  consequences on patient`s health 

and will-bieng. Certain social, demographic , and treatment variables seem to 

contribute to this poor outcomes.(Andrew N.,MD. Meliss L. McCARTHY 2003 ) 

 

 



Aim  Of The Work 

 

 
The aim of this work is a serious trial  to put a spotlight  on the pilon fracture  and the 

great challenge which face the physician in it`s management and how to reach best 

results and achieving the hard  equation by reconstruction of articular surface of the 

tibia with short period immobilization. 
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اٌٍّخص اٌعشبً                     

                           

 

ِصطٍح )بلافىٔذ ( ِصطٍح فشٔغً وهى َشُش اًٌ اٌعلالت ِب  بُٓ  اٌغطح اٌّفصًٍ ٌعظّت 

اٌغبق وعظّت اٌثبٌىد.ٌزا فبْ وغش) اٌبلافىٔذ ( َعًٕ اي وغش َّش ببٌغطح اٌّفصًٍ اٌغفًٍ 

 ٌعظّت اٌغبق.

 

اٌزي شبت اٌدضء  1211عبٌُ الاشعت اٌفشٔغً )دَغخىث( عبَاوي ِٓ اطٍك ٌفظ )بٍُىْ( هى 

اٌغفٍٍ ٌعظّت اٌغبق ببٌبشًُِ ِشبهب اٌخلاحُ ِب بُٓ عظّت اٌثبٌىد وعظّت اٌغبق بّطشلت   

 حطشق ِغّبس ولا َضاي هٕبن خذاي فٍ ِعٍٕ وٍّت بٍُىْ

 
اٌضخبي عٓ % ِٓ وغىص اٌطشف اٌغفًٍ وهً اوثض شُىعب فً 10وحّثً وغىس اٌبلافىٔذ الً ِٓ 

% ِٓ وغىس عظّت اٌغبق وببٌشغُ ِٓ رٌه فبْ 10% اًٌ 7إٌغبء.وَّثً   وغش اٌبٍُىْ حىاًٌ 

 ٔغبت حٍه اٌىغىس فٍ اصدَبد ِغخّش

 

 

هً اٌمىة اٌعّىدَه اٌّخدهت ِٓ وحعخبش وغىس )بٍُىْ( وغىسا عبٌُت اٌطبلت واٌّىىْ الاعبعً ٌهب 

عًٍ عظّت اٌغبق او حىىْ   عظّت اٌثبٌىد اٌٍ عظّت اٌغبق وهزة اٌمىة اِب اْ حؤثش ِٕفشدة 

 ِدّىعت ِٓ اٌمىٌ وبلأشطبسَت و الاٌخفبفُت.

 

 

وغش ببعفً عظّت اٌغبق َّخذ اٌٍ اٌغطح وهٕبن بعض اٌعٍّبء َعخبش وغش)اٌبٍُىْ( ببٔه اي 

َصفىٔه ببٔه وغش ِخفخج فٍ ِٕطمت اٌبلافىٔذ.وٌىٓ غبٌبُت اٌعٍّبء َصٕفىٔه  اٌّفصًٍ بُّٕب اخشوْ

ٌخعشضه ٌمىة عّىدَت .ٌزا فبْ ِصطٍح )بٍُىْ( َشُش ببٔه حغُش فً )اٌبلافىٔذ(َحذد ٔخُدت عبدة 

وغىس ِٕطمت اٌبلافىٔذ ٔخُدت اٌمىة الأضغبطُت اٌشاعُت. اٌٍ   

 

 

 

ُت عبٌُت اٌطبلت  وعبدة ِب َّثً علاخهب ححذي ووغىس اٌبلافىٔذ ححذد ٔخُدت اٌُت أضغبط

وببٌشغُ ِٓ اخخلاف فغُىٌىخُت وطشق اٌعلاج اٌدشاحٍ ٌىغىس اٌبلافىٔذ فبٔهب لا ٌٍدشاحُٓ.

حغخذعٍ اٌخذخً اٌعبخً  ففٍ حمُُُ الاصببت وعلاخهب ِٓ اٌضشوسي ِعشفت الاٌُبث والاثبس اٌخٍ 

 حٕخح ِٓ حٍه الاصبببث.

 

ٌعظّت اٌغبق ِٓ اٌىغىس اٌّعمذة وَخُ اٌىصىي لافضً إٌخبئح ببعبدة  وحعخبش اٌىغىس اٌّفصٍُت

اٌغطح اٌّفصٍٍ ٌعظّت اٌغبق ٌىضعت اٌخششَحً واٌخثبُج اٌّخُٓ واِىبُٔت اٌحشوت فٍ ولج 

ىش.ِب  

 

ٌزا بدب اٌمىي ببْ وغىس )بٍُىْ( ٌهب حىابعهب عٍٍ صحت اٌّشَض والاخخلافبث الاخخّبعُت 

ًِ حغبهُ وحؤدي اًٌ ِثً حٍه إٌخبئح.واٌعلاخُه عىاواٌدغشافُت   
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(Fig.30) 

 

a) AP and (b) lateral view of axial loading  fracture  of tibial 

plafond. Metaphyseal and articular comminution with 

proximal displacement of the talus are noted. 
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(a) AP view and (b) lateral view of ankle fracture (AO type 
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shows the anterolateral fragment. 
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(a)Medial approach of ankle    (b)lateral approach  of ankle 
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(Fig.38) Tibial stabilization by an anterior and medial LC-DCP3.5 in 

buttress function with lag screw used to fix the anterolateral 
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(Fig.47) Fracture patterns found on CT scans of pilon fracture: 

anterolateral, posterolateral, anteromedial or posteromedial 

fragments with central impaction. Wires can be placed 

obliquely through safe zones A and D or B and C. 
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Treatment of pilon fracture by external fixators. 

a) fracture lines are reduced by multiple olive   wires based 

on  preoperative CT data. 

 (b) distal ring is "clam-shellied" and placed  parallelto ankle 

joint(c) posts of various height are used to attach wires to 

ring.      
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The reduction and fixation of distal tibial fractures is based 

on fixation block placed on the tibial shaft with 2 AP half 

pins are placed in universal cubes to allow more alignment 

and subsequent adjustment. 
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(Fig.50) 

The universal pin mounting consists of an 8mm bolt securing 

a one hole Rancho cube to a long male hinge 
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(Fig.51) 

 

 

The anterior lateral capsular expansion needs to be cleared by 

the horizontal reference wire. P94 

 

(Fig.52) 

 

Acute shortening is used in  comminuted fractures with soft 

tissues compromised.  
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(Fig.53) 

Shortening can cause malalignment of the mortise when the 

fibula has no fracture or a simple fracture pattern , A 

carefully planned osteotomy is indicated. Comminution of the 

fibula cause moderate shortening. 
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