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Proximal tibial metaphyseal fractures

Objectives
1.  Discussthe pathophysiology of vagus deformity following innocent gppearing fractures of
the proximd tibia

2.  Dexribeinitid management of mildly displaced proximd tibid fractures
3. Describe the expected course, including atimetable, of tibia valga following aproximd
tibid metgphysed fracture

4.  Discussindicationsfor surgica trestment, including which procedures are indicated and at
what time after injury

Discussion points
1. Doesthequdity of theinitial reduction affect outcome of these fractures?
2. What isthe evidence of asymmetric physed growth being responsible for tibia valga?
3.  Doesthe deformity completely correct? If not, what is the functional effect of resdua
deformity?
4.  What factors have been identified as leading to a poor outcome following corrective
osteotomy?

5. When would epiphyseodesis be effective? Osteotomy?
Discussion

Tibiavagaas an unhappy sequeato even nondisplaced proxima tibia metaphysed fractures was
first described in the 1950's. There has been enough accumulated experience with this problem
now to anticipate that the deformity will worsen for about 2 years, then gradudly improve.

Y ounger children (under about age 8) will develop more severe deformities. It is reasonable to
correct any valgus a the fracture Ste a the time of injury, and cast with avarus mold, but whether
these efforts truly affect outcome is uncertain. Osteotomy at the time of the grestest deformity
(about 2 years after injury) is very often unrewarding, as the osteotomy can induce the same
reaction asthe fracture, producing recurrent valgus. The untreated deformity generdly improves
without trestment, but not to norma adignment, and the affected tibiais generaly alittle longer (up
to 1 cm). If deformity isjudged to be unacceptable near keleta deformity, ether latera
epiphyseodesis or osteotomy can be performed. Bracing is ineffective as an interim measure.
Recent reports of physed stapling as atrestment for posttraumatic genu valgum have been
encouraging.
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