





Ankle fractures account for approximately

U 5% of pediatric fractures
and

U 15% ofphysealnjuries




C fractures occur twice as frequently in boys.

C Peak incidence is in the age range3
years .




Ligamentousnjuries in the growingcehild
are unusual.

due to
ligaments are generally stronger th







The ankle Is a true hinge joint and Is stable due
to its inherentarticularcongruity and the
surroundingligamentousstructures.




Because the dome of the talus Is wiaatteriorly
than posteriorly there is potentially more
translation and rotation when the ankle Is
plantarflexed.

Therefore

plantar-flexion places:the;ankleat



Closure of the distdlbial physisprogresses
from central to medial and then lateral over
the course of approximatel¥8 months.




Progression of normal distabia
puberty.

A) Begins centrally

B) Spreads medially

C) Then laterally

D) Until completeclosure
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Thedistal tibial physisprovides :

V 3 to 4 mm of growth annually

V contributes approximately 15% to
of the lower extremity

V 35% to 40% dibial length.



Distal tibhial physealclosure is generally
completed by agd4years in girls and adkb
years in boys
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Pediatric ankle fractures can be classified by
using either :

V ananatomie (radiographic)
or
V a mechanismogfitnjupsche



using four basic mechanisms:
U supination- inversion

U supinationtplantar flexion

U supinationtexternal rotation

U pronatioryeversiontexternal rotation

In the description of each mechanism
first terafers toghsition of the foot ,

refers to il at the time of
Injury.



