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Fractures of the tibial spine

Objectives
1.  Desribe (draw) the anatomy of the proximal tibid articular surface, including ligamentous
and meniscal attachments.
2. Describe the incidence and mechanism of injury responsible for tibid spine fractures.
3. Ligthe3typesof tibid spine fractures described by Meyers and McKeever, and describe
each type.
4.  Discuss management of each type of fracture.

5. Describe results of follow-up studies of tibia spine fractures, and discuss their relevance to
selection of treatmert.

Discussion points
1.  Whatistheincidence of tibid spine fractures? Why is the incidence different in the child
and adult?

2. What physcd findings are compatible with tibid spine fracture? What sudies are
necessary for diagnoss?

3. What isthe incidence of anterior cruciate indability following tibid spine fracture? What is
the dinica dgnificance of asymptomatic laxity?

4.  Describe recommended trestment for type 111 fractures? What method do you prefer?
Why?

Discussion

Fracture of thetibid spineisan unusud injury, with an incidence estimated at 3:100,000 children
per year. Bicycling and sports are the usud activities resulting in this fracture. The anterior spine
is fractured many times more than the pogterior, there islimited information available for the
posterior spine. Experimentally, traction on the anterior cruciate ligament displaces the unstable
anterior tibid spine, the incompletely ossfied child's spine gpparently fails before the anterior
cruciate ligament; the adult counterpart of thisinjury. By placing the knee in extenson, the
displaced fragment can generdly be reduced, athough the mediad meniscus has been found
interposed between completely displaced fragments. The classification of Meyers and McKeever
has been adopted by authors writing on the subject for amost haf a century. Types! and Il and
nondisplaced or hinged, Type I, completely displaced. The first two types can easly be managed
by casting, there are recommendeations both for casting in complete extenson and in 10-20 degrees
of kneeflexion, it probably does not matter. Type Il fractures are presently managed either
arthroscopicaly or with open reduction, displacement of fractures managed with extenson casting
has been reported on "second look™ arthroscopy. Anterior cruciate ligament laxity has often been



objectively noted on follow-up of Type lll injuries, but complaints or subjective ingtability is
infrequent. Whether such knees fare well over the course of alifetime is not known.
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