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Abstract: A stable and precise articulation of the distal tibiofibular syndesmosis is essential for normal motion of the ankle joint.
Injury to the syndesmosis occurs through rupture or bony avulsion of the syndesmotic ligament complex. External rotation of the
talus has been identified as the major mechanism of syndesmotic injury. None of the syndesmotic stress tests was sensitive or
specific; therefore the diagnosis of syndesmotic injury should not be made based on the medical history and physical examination
alone. With the improvement in ankle arthroscopic technique, it can be used as a diagnostic and therapeutic tool in the management
of distal tibiofibular syndesmosis injury.
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INTRODUCTION
A syndesmosis is defined as a fibrous joint in which two adjacent bones are linked by a strong membrane or
ligaments. For distal tibiofibular syndesmosis, its chief function is to maintain the congruency of the tibiotalar interface
under physiologic axial loads. In order to recognize the function, biomechanics, injury mechanism and management of
distal tibiofibular syndesmotic injury, a detailed understanding of the bony and soft tissue anatomy is essential.
ANATOMY
For the bony anatomy, the medial rough convex surface of the distal fibula articulate with the lateral triangular
fibular notch of the distal tibia to form a fibrous joint, which is linked by strong ligaments.
The tibial part of the syndesmosis forms a concave triangle. The apex located around 6-8cm above the level of the
talocrural joint and the lateral ridge of the tibia bifurcates caudally [1]. The antero-lateral margin forms the anterior
tubercle (Chaput’s tubercle) and the posterolateral margin becomes the posterior tubercle [2]. Anterior tubercle is larger
thus prevents forward slipping of the fibula. Posterior tubercle functions as a fulcrum during external rotation injury and
the fibula spins around its longitudinal axis.
The fibular part forms a convex triangle. The apex is located at the same level as the tibial triangle. It also bifurcates
into an anterior tubercle (Wagstaffe–Le Fort tubercle) and an insignificant posterior tubercle. The base of the triangle is
located just above the articular facet of the lateral malleolus.
At the base of the syndesmosis, there is a small area where the tibia and fibula are in direct contact, which is called
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the tibiofibular contact zone. Its facets are covered with a thin layer of hyaline cartilage. Its size varies and may be
absent in healthy subject [1, 3, 4]. Although its function is unclear, this articulation can act as a guide for the alignment
of the ankle mortise in ankle fracture fixation or syndesmosis reconstruction [2].
For the soft tissue, 4 ligaments form the syndesmotic ligament complex: anterior inferior tibiofibular ligament
(AITFL), posterior inferior tibiofibular ligament (PITFL), tibiofibular interosseous ligament (TFIL) and transverse
tibiofibular ligament (TTFL). These ligaments work together with the bony restrain to maintain the integrity between
the distal tibia and the fibula by resisting the axial, rotational and translational forces. There is also a synovial-lined
plica extends from the tibiotalar joint called syndesmotic recess. It attached to the distal tibia medially and the distal
fibula laterally with an interposing fat-containing synovial fold [3, 5]. In acute syndesmotic injury, this recess can tear
causing leakage of contrast into the incisura tibialis [6]. In chronic syndesmotic injury, the synovial lining may become
irregular due to inflammation [7].
AITFL run from anterior tubercle of the distal tibia to the anterior tubercle of the distal fibular, in an oblique way
from proximal-medially to distal-laterally. It composed of three bundles forming a trapezoidal shape. Microscopically
the ligament has a multi-fascicular pattern with interposing fatty tissue [3, 4]. Occasionally, an accessory antero-inferior
tibiofibular ligament, the Bassett’s ligament, runs inferior and parallel to the AITFL. This is a potential cause of anterolateral ankle impingement in case of synovitis or scarring. As 20% of the AITFL is intra-articular [8], the deepest fibre
can be seen during ankle arthroscopy. AITFL is the weakest of the four syndesmotic ligaments and is the first ligament
subjected to stress upon an external rotation force of the fibula around its longitudinal axis [1].
PITFL extends from the posterior tibial malleolus to the posterior tubercle of the fibula and runs in a proximalmedial to distal-lateral manner. This forms a triangular shape with a broad base at the tibial insertion [4].
Microscopically it has also a multi-fascicular pattern. Tear of the PITFL can occur in Lauge-Hansen supinationeversion, pronation-eversion or pronation-abduction injury. However, as the ligament itself is strong and thick, force
usually resulted in a posterior malleolus avulsion fracture rather than pure ligamentous tear [9].
TFIL is formed by condensation and thickening of the lowermost end of the interosseous membrane.
Microscopically fatty tissue and steep running fascicles were arranged into a spatial network of pyramidal shape [2].
This ligament functions as a “spring” to accommodate slight separation of the mortise during ankle dorsiflexion and the
force generated during heel strike.
TTFL runs horizontally between the proximal margin of the fibular malleolar fossa and the dorso-distal rim of the
tibia distal to the PITF, it may extend to as far as the dorsal aspect of the medial malleolus [4]. It is a thick and roundish
ligament functions as a labrum analogue to deepen the postero-inferior rim of the tibia. However, whether the transverse
ligament and the most distal part of PITFL are two distinct structures is still controversial [10, 11]. Another controversy
is that whether the intermalleolar ligament (IML), the coalescence of the fibres from PITFL and TL, exist or not. The
occurrence of IML varies from 19% in MRI to 82% in dissected anatomical specimens [10, 12, 13]. Some authors
proposed this ligament can cause posterior impingement syndrome especially in ballet dancers [13].
Functionally, anatomical study suggested that the relative importance of individual syndesmotic ligaments to the
overall syndesmotic stability was: 35% by the AITFL, 33% by the TTFL, 22% by the TFIL and 9% by the PITFL [14]
BIOMECHANICS
By using radiostereometry technique, the normal kinematics of the tibiofibular syndesmosis during weight bearing
and external rotation stress were analyzed in normal subjects [15]. Only very small rotations and displacements were
detected indicating the fibula is closely attached to the tibia. During the external rotation stress test with a 75 Nm force,
it caused 2 - 5° external rotation, 0-2.5 mm medial translation and 1.0-3.1 mm posterior displacement of the fibula.
While moving from plantar flexion to dorsiflexion, Peter et al. reported a 1.25mm lateral translation and 2° external
rotation of the lateral malleolus [16]. These biomechanical studies proved that distal tibiofibular syndesmosis is highly
stable.
Close et al. reported that when the deep horizontal section of the deltoid ligament is cut, this diastasis increases to
3.7 mm [17, 18]. Ramsey and Hamilton [19] described when the talus moves laterally by 1 mm, the contact area in the
tibiotalar articulation is decreased by 42%. Furthermore, Burns et al. [20] have shown that a complete disruption of
syndesmosis with a disruption of the deltoid ligament causes a 40% decrease in the tibiotalar contact area and a 36%
increase in the tibiotalar contact pressures. Therefore, a stable and precise articulation is essential for normal motion of
the ankle joint.
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INJURY MECHANISM
Injury to the syndesmosis occurs through rupture or bony avulsion of the syndesmotic ligament complex [21, 22]. It
was estimated that syndesmotic injury occurs in 1–11% of all ankle sprains [23], with a higher incidence of 17-74% in
certain type of sports activities, e.g. skiers, football and hockey players [24]. Syndesmotic disruption usually takes
longer to heal than common lateral ligamentous injury of the ankle [23, 24], while 40% of patients still have ankle
instability symptoms 6 months after the injury. In some patients, the ligament complex failed to heal completely and
resulted in a prolonged disability [14, 25].
External rotation of the talus has been identified as the major mechanism of syndesmotic injury [14, 23 - 25].
During external rotation of the foot the fibula is translated posteriorly and rotated externally, resulted in high tensile
force acting on the AITFL. Syndesmotic injury was usually associated with ankle fracture, most commonly Weber C
type [26]. However cases of distal tibiofibular dislocations with intact fibula have been reported in the past [27]. All
involved a twisting load with traumatic supination injury [24]. These cases were usually missed without high index of
suspicious.
Patient usually complained of pain during activity, a feeling of instability and weakness of the ankle. Furthermore,
and ecchymosis at the level of the syndesmosis, are some classical signs [24, 28 - 30].
CLASSIFICATION
Syndesmotic injuries are traditionally graded from I to III in the same manner as lateral ankle sprains. Grade I refers
to mild stretching, grade II represents incomplete tear and grade III is a complete disruption of the syndesmosis [31].
Lui suggested a new anatomic classification system for syndesmosis diastasis [32]. The diastasis is divided into frank or
occult, which further subdivided into coronal, sagittal, rotational or longitudinal pattern. The planes of instability are not
mutually exclusive and play a role in describing the syndesmosis diastasis and aid in reduction.
INVESTIGATION
Several specific syndesmosis stress tests have been described.
The squeeze test [23], which is performed by compressing the fibula against the tibia at the midpoint of the calf.
When positive, proximal compression produces distal pain around the distal tibiofibular joint.
External rotation stress test as described by Boytim [24], external rotation force is tenderness over the AITFL,
swellingapplied to the ankle in a plantigrade position with the knee flexed 90°. A positive test is noted when
pain in the area of the distal tibiofibular joint is felt.
Cotton test [33], the talus is ‘rocked’ from side to side in the ankle mortise by applying alternating medial and
lateral stress to the talus. It is considered positive when a characteristic click felt in the ankle mortise and the
patient experiences pain.
None of the syndesmotic stress tests was sensitive or specific [34, 35], therefore the diagnosis of syndesmotic injury
should not be made based on the medical history and physical examination alone.
X-ray is the commonest imaging technique used in clinical practice. Three parameters are utilized: tibiofibular clear
space (TFCS), medial clear space, and tibiofibular overlap. TFCS is more reliable as it does not influenced significantly
by tibial rotation [36 - 38]. TFCS is defined as the distance between the lateral border of the posterior tibial tubercle and
the medial border of the fibula measured on anterior/posterior and mortise views. It is measured 1 cm proximal to the
distal tibial articular surface. A distance of less than 6 mm is normal [36]. However, due to the inter-observer variation,
wide anatomic variability in the depth of the peroneal groove and the shape of the tibial tubercles, it is not reliable
unless there is significant disruption of the distal tibiofibular syndesmosis [39, 40].
Computed tomography (CT) is proven to be more sensitive than X-Ray to evaluate the tibiofibular relationship [41].
However it is difficult to measure a 1-mm diastasis [42]. To improve the sensitivity of CT scan imaging technique,
Taser et al. [43] rendered the three-dimensional CT data of joint space and calculated the volume of tibiofibular joint
space. This enhanced the ability of the CT-scan data to detect even a 1-mm diastasis. Besides, external rotation of the
distal fibula is not easily recognized in CT due to the roundish shape of the fibula at the syndesmosis level [44].
Magnetic resonance imaging has added benefit to assess the soft tissue condition directly. It has been found to be
useful in both acute and chronic syndesmotic injuries [14, 45]. The diagnosis is based on the appearance of ligaments,
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distal tibiofibular joint congruity and the height of the tibiofibular recess [46].
As AITFL is a superficial structure, it can be well visualized with ultrasound. Milz et al. reported an accuracy of
85% in differentiating intact and injured ligament [47].
Most orthopedic and trauma surgeons use the well-known intraoperative “hook” test or external rotation stress test
under fluoroscopic control to assess syndesmotic stability [48 - 50]. However, it is difficult to standardize and interpret
this test.
With the improvement in ankle arthroscopic technique, it can be used as a diagnostic and therapeutic tool. It has
been reported that the diagnosis of syndesmosis disruption can be made by ankle arthroscopy with a 100% accuracy
[51]. Under arthroscopy, the torn parts of the anterior syndesmotic ligament can often be seen. By inserting a 3mm
probe into the distal tibiofibular joint, easy turning of the transverse end around its long axis in the syndesmosis are
mentioned as ways to assess the syndesmotic integrity [3, 52]. Lui suggested dynamic maneuvers during ankle
arthroscopy to assess the coronal, sagittal and rotational planes stability. This can also help in syndesmosis reduction
[32]. In chronic cases, although the diastasis and instability is not a constant finding but arthroscopic evaluation is
helpful to detect syndesmotic ligament hypertrophy [53].
MANAGEMENT PRINCIPLE
The general principle is to restore the ankle joint congruency and maintain the distal tibiofibular syndesmosis
stability. Ideally, the implant should stabilize the syndesmosis but allow physiologic micro-motion and early
mobilization, but it is not easy to achieve such goals.
Despite the numerous biomechanical, cadaveric and clinical studies concerning ankle fractures and syndesmotic
injury, there is no common management consensus yet. Controversies existed from pre-operative indication, intraoperative surgical technique to post-operative rehabilitation.
Pre-operatively, there is no consensus whether an additional syndesmotic screw is indicated for specific injury
patterns and fracture types [54, 55]. A transverse syndesmotic screw can effectively transfix the tibia to fibula. However
screw fixation also affects the physiologic normality of the joint, leading to decreased magnitude of motion at the lower
extremes of the tibia and fibula, reduced contact forces between bones, and increased stress on the crural interosseous
membrane. With this concern, some authors suggested using an endobutton and transosseous suture to provide a semirigid dynamic stabilization of the syndesmosis [56 - 58].
Intra-operatively, how to do the traditional syndesmotic screw fixation is also quite controversial. For the level of
screw fixation, there are expert opinions suggesting from 2 to 5cm above the joint line. One review article concluded
that there is no difference in outcome for both supra- or trans-syndesmotic placement of the syndesmotic screw,
provided that it can obtain the most stable construct [59]. Concerning the ankle position during screw fixation, the
original idea was proposed by Olerud [60]. In cadaveric specimen, the dorsiflexion range decreased by an average of
0.1° for every degree of increase in plantar flexion at the time of screw insertion. Therefore, the author suggested that
the ankle should be placed in maximal dorsiflexion during placement of the syndesmotic screw to reduce the risk of
stiffness. This concept has been challenged by other authors [61]. Nowadays, the foot is commonly maintained in
plantigrade position during application of the screw [25]. Considering optimal number of cortices penetration, the
biomechanical studies were contradicting [62, 63]. But clinical studies were more favorable for three cortices
engagement, as the clinical outcome was comparable especially for long-term follow up. There was also lower rate of
distal tibiofibular synostosis [64 - 67].
Post-operative rehabilitation program, for example, optimal time to weight bearing or whether the screw needed to
be removed before weight bearing is also unanswered [68]. Needleman et al. suggested non-weight bearing until the
screw has been removed 6 to 12 weeks postoperatively [69]. This is based on the concept that rigid syndesmotic
fixation prohibits the normal fibular motion and mortise widening during ankle movement [70]. Riegels-Nielsen and
Greiff [26] stated that premature weight bearing can cause the syndesmotic screw to loosen or break and the use of 3.5mm screws and screws penetrating only 2 tibial cortices have a greater risk of breakage [71]. However Moore and
Hamid [66, 72] stated that retention of syndesmotic screw, even with screw breakage did not affect the clinical
outcome. Therefore weight bearing could be allowed at 6 to 10 weeks without routine screw removal.
After all, some studies concluded that no matter syndesmotic screws or other stabilizing techniques have all been
effective in stabilizing the distal tibiofibular syndesmosis to allow ligamentous healing or fibrous union [73]. However
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patients who required syndesmotic stabilization in addition to ankle fracture fixation had poorer outcomes [74].
CONCLUSION
The distal tibiofibular syndesmosis must be stable and congruent for normal ankle motion under physiological load.
Syndesmotic injury usually occurred in ankle sprain with external rotation of the talus that resulted at either ligamentous
rupture or bony avulsion of the syndesmotic ligament complex. Making the diagnosis purely from history and physical
examination is not easy as most of the syndesmotic stress tests were not sensitive and specific. With high index of
suspicion, CT imaging or ankle arthroscopy can be used in both diagnostic and therapeutic means. Syndesmosis injury
should be best managed in the acute phase to restore the ankle congruency and maintain the stability. There is no
consensus how should the syndesmosis be fixed in acute stage. Syndesmotic screws, endobutton or transosseous suture
are all reasonable options with similar results. If the acute injury was not well managed, studies have demonstrated poor
functional outcomes and the development of post-traumatic ankle arthritis related to poorly reduced or stabilized
syndesmotic disruption.
CONSENT FOR PUBLICATION
Not applicable.
CONFLICT OF INTEREST
The author (editor) declares no conflict of interest, financial or otherwise.
ACKNOWLEDGEMENT
Declared None.
REFERENCES
[1]

Kelikian HKS. Disorders of the Ankle. Philadelphia: W.B. Saunders Company 1985.

[2]

Hermans JJ, Beumer A, de Jong TA, Kleinrensink GJ. Anatomy of the distal tibiofibular syndesmosis in adults: A pictorial essay with a
multimodality approach. J Anat 2010; 217(6): 633-45.
[http://dx.doi.org/10.1111/j.1469-7580.2010.01302.x] [PMID: 21108526]

[3]

Bartonícek J. Anatomy of the tibiofibular syndesmosis and its clinical relevance. Surg Radiol Anat 2003; 25(5-6): 379-86.
[http://dx.doi.org/10.1007/s00276-003-0156-4] [PMID: 14504816]

[4]

Ebraheim NA, Taser F, Shafiq Q, Yeasting RA. Anatomical evaluation and clinical importance of the tibiofibular syndesmosis ligaments.
Surg Radiol Anat 2006; 28(2): 142-9.
[http://dx.doi.org/10.1007/s00276-006-0077-0] [PMID: 16463081]

[5]

Kim S, Huh YM, Song HT, et al. Chronic tibiofibular syndesmosis injury of ankle: Evaluation with contrast-enhanced fat-suppressed 3D fast
spoiled gradient-recalled acquisition in the steady state MR imaging. Radiology 2007; 242(1): 225-35.
[http://dx.doi.org/10.1148/radiol.2421051369] [PMID: 17185669]

[6]

van Moppes FI, Meijer F, van den Hoogenband CR. Arthrographic differential diagnosis between ruptures of the anterior talofibular ligament,
the joint capsule and the anterior tibiofibular ligament. RoFo Fortschr Geb Rontgenstr Nuklearmed 1980; 133(5): 534-9.
[http://dx.doi.org/10.1055/s-2008-1056783] [PMID: 6456199]

[7]

Han SH, Lee JW, Kim S, Suh JS, Choi YR. Chronic tibiofibular syndesmosis injury: The diagnostic efficiency of magnetic resonance imaging
and comparative analysis of operative treatment. Foot Ankle Int 2007; 28(3): 336-42.
[http://dx.doi.org/10.3113/FAI.2007.0336] [PMID: 17371657]

[8]

Magnetic Resonance Imaging in Orthopaedics and Sports Medicine. Philadelphia: Lippincott–Williams, Raven 2007.

[9]

Miller AN, Carroll EA, Parker RJ, Helfet DL, Lorich DG. Posterior malleolar stabilization of syndesmotic injuries is equivalent to screw
fixation. Clin Orthop Relat Res 2010; 468(4): 1129-35.
[http://dx.doi.org/10.1007/s11999-009-1111-4] [PMID: 19798540]

[10]

Golanò P, Mariani PP, Rodríguez-Niedenfuhr M, Mariani PF, Ruano-Gil D. Arthroscopic anatomy of the posterior ankle ligaments.
Arthroscopy 2002; 18(4): 353-8.
[http://dx.doi.org/10.1053/jars.2002.32318] [PMID: 11951192]

[11]

Lee SH, Jacobson J, Trudell D, Resnick D. Ligaments of the ankle: normal anatomy with MR arthrography. J Comput Assist Tomogr 1998;
22(5): 807-13.
[http://dx.doi.org/10.1097/00004728-199809000-00027] [PMID: 9754122]

[12]

Milner CE, Soames RW. Anatomy of the collateral ligaments of the human ankle joint. Foot Ankle Int 1998; 19(11): 757-60.
[http://dx.doi.org/10.1177/107110079801901109] [PMID: 9840205]

Distal Tibiofibular Syndesmosis

The Open Orthopaedics Journal, 2017, Volume 11 675

[13]

Rosenberg ZS, Cheung YY, Beltran J, Sheskier S, Leong M, Jahss M. Posterior intermalleolar ligament of the ankle: Normal anatomy and
MR imaging features. AJR Am J Roentgenol 1995; 165(2): 387-90.
[http://dx.doi.org/10.2214/ajr.165.2.7618563] [PMID: 7618563]

[14]

Ogilvie-Harris DJ, Reed SC. Disruption of the ankle syndesmosis: Diagnosis and treatment by arthroscopic surgery. Arthroscopy 1994; 10(5):
561-8.
[http://dx.doi.org/10.1016/S0749-8063(05)80015-5] [PMID: 7999168]

[15]

Beumer A, Valstar ER, Garling EH, et al. Kinematics of the distal tibiofibular syndesmosis: Radiostereometry in 11 normal ankles. Acta
Orthop Scand 2003; 74(3): 337-43.
[http://dx.doi.org/10.1080/00016470308540850] [PMID: 12899556]

[16]

Peter RE, Harrington RM, Henley MB, Tencer AF. Biomechanical effects of internal fixation of the distal tibiofibular syndesmotic joint:
comparison of two fixation techniques. J Orthop Trauma 1994; 8(3): 215-9.
[http://dx.doi.org/10.1097/00005131-199406000-00006] [PMID: 8027890]

[17]

Close JR. Some applications of the functional anatomy of the ankle joint. J Bone Joint Surg Am 1956; 38-a(4): 761-81.
[http://dx.doi.org/10.2106/00004623-195638040-00005]

[18]

The joint of the ankle. Baltimore: Williams & Wilkins 1976.

[19]

Ramsey PL, Hamilton W. Changes in tibiotalar area of contact caused by lateral talar shift. J Bone Joint Surg Am 1976; 58(3): 356-7.
[http://dx.doi.org/10.2106/00004623-197658030-00010] [PMID: 1262367]

[20]

Burns WC II, Prakash K, Adelaar R, Beaudoin A, Krause W. Tibiotalar joint dynamics: indications for the syndesmotic screw--a cadaver
study. Foot Ankle 1993; 14(3): 153-8.
[http://dx.doi.org/10.1177/107110079301400308] [PMID: 8491430]

[21]

Beumer A, van Hemert WL, Swierstra BA, Jasper LE, Belkoff SM. A biomechanical evaluation of the tibiofibular and tibiotalar ligaments of
the ankle. Foot Ankle Int 2003; 24(5): 426-9.
[http://dx.doi.org/10.1177/107110070302400509] [PMID: 12801200]

[22]

Brostroem L. SPRAINED ANKLES. I. ANATOMIC LESIONS IN RECENT SPRAINS. Acta Chir Scand 1964; 128: 483-95.
[PMID: 14227127]

[23]

Hopkinson WJ, St Pierre P, Ryan JB, Wheeler JH. Syndesmosis sprains of the ankle. Foot Ankle 1990; 10(6): 325-30.
[http://dx.doi.org/10.1177/107110079001000607] [PMID: 2113510]

[24]

Boytim MJ, Fischer DA, Neumann L. Syndesmotic ankle sprains. Am J Sports Med 1991; 19(3): 294-8.
[http://dx.doi.org/10.1177/036354659101900315] [PMID: 1907807]

[25]

Xenos JS, Hopkinson WJ, Mulligan ME, Olson EJ, Popovic NA. The tibiofibular syndesmosis. Evaluation of the ligamentous structures,
methods of fixation, and radiographic assessment. J Bone Joint Surg Am 1995; 77(6): 847-56.
[http://dx.doi.org/10.2106/00004623-199506000-00005] [PMID: 7782357]

[26]

Riegels-Nielsen P, Christensen J, Greiff J. The stability of the tibio-fibular syndesmosis following rigid internal fixation for type C malleolar
fractures: an experimental and clinical study. Injury 1983; 14(4): 357-60.
[http://dx.doi.org/10.1016/0020-1383(83)90257-7] [PMID: 6852902]

[27]

Ramasamy P, Ward A. Distal tibiofibular joint dislocation with an intact fibula: A classification system. Injury 2003; 34(11): 862-5.
[http://dx.doi.org/10.1016/S0020-1383(01)00193-0] [PMID: 14580822]

[28]

Beumer A, et al. Late reconstruction of the anterior tibiofibular syndesmosis for ankle diastasis with talar shift in a 12-year-old boy. A case
report. Foot Ankle Surg 2005; 11(1): 49-53.
[http://dx.doi.org/10.1016/j.fas.2004.10.002]

[29]

Katznelson A, Lin E, Militiano J. Ruptures of the ligaments about the tibio-fibular syndesmosis. Injury 1983; 15(3): 170-2.
[http://dx.doi.org/10.1016/0020-1383(83)90007-4] [PMID: 6642626]

[30]

Menelaus MB. Injuries of the anterior inferior tibio-fibular ligament. Aust N Z J Surg 1961; 30(4): 279-87.
[http://dx.doi.org/10.1111/j.1445-2197.1961.tb03125.x] [PMID: 13769408]

[31]

Bauer AS, et al. Injuries of the distal lower extremity syndesmosis. Curr Orthop Pract 2009; 20(2): 111-6.
[http://dx.doi.org/10.1097/BCO.0b013e31819b04eb]

[32]

Lui TH, Ip K, Chow HT. Comparison of radiologic and arthroscopic diagnoses of distal tibiofibular syndesmosis disruption in acute ankle
fracture. Arthroscopy 2005; 21(11): 1370.
[http://dx.doi.org/10.1016/j.arthro.2005.08.016] [PMID: 16325090]

[33]

Fractures and joint-dislocations. Philadelphia: WB Saunders 1910; p. 549.

[34]

Beumer A, Swierstra BA, Mulder PG. Clinical diagnosis of syndesmotic ankle instability: Evaluation of stress tests behind the curtains. Acta
Orthop Scand 2002; 73(6): 667-9.
[PMID: 12553515]

[35]

Wagener ML, Beumer A, Swierstra BA. Chronic instability of the anterior tibiofibular syndesmosis of the ankle. Arthroscopic findings and
results of anatomical reconstruction. BMC Musculoskelet Disord 2011; 12(1): 212.
[http://dx.doi.org/10.1186/1471-2474-12-212] [PMID: 21951619]

676 The Open Orthopaedics Journal, 2017, Volume 11

Yuen and Lui

[36]

Harper MC, Keller TS. A radiographic evaluation of the tibiofibular syndesmosis. Foot Ankle 1989; 10(3): 156-60.
[http://dx.doi.org/10.1177/107110078901000308] [PMID: 2613128]

[37]

Pneumaticos SG, Noble PC, Chatziioannou SN, Trevino SG. The effects of rotation on radiographic evaluation of the tibiofibular
syndesmosis. Foot Ankle Int 2002; 23(2): 107-11.
[http://dx.doi.org/10.1177/107110070202300205] [PMID: 11858329]

[38]

Press CM, Gupta A, Hutchinson MR. Management of ankle syndesmosis injuries in the athlete. Curr Sports Med Rep 2009; 8(5): 228-33.
[http://dx.doi.org/10.1249/JSR.0b013e3181b7ec0c] [PMID: 19741349]

[39]

Beumer A, van Hemert WL, Niesing R, et al. Radiographic measurement of the distal tibiofibular syndesmosis has limited use. Clin Orthop
Relat Res 2004; (423): 227-34.
[http://dx.doi.org/10.1097/01.blo.0000129152.81015.ad] [PMID: 15232454]

[40]

Takao M, Ochi M, Naito K, et al. Computed tomographic evaluation of the position of the leg for mortise radiographs. Foot Ankle Int 2001;
22(10): 828-31.
[http://dx.doi.org/10.1177/107110070102201009] [PMID: 11642535]

[41]

Harper MC. An anatomic and radiographic investigation of the tibiofibular clear space. Foot Ankle 1993; 14(8): 455-8.
[http://dx.doi.org/10.1177/107110079301400805] [PMID: 8253438]

[42]

Ebraheim NA, Lu J, Yang H, Mekhail AO, Yeasting RA. Radiographic and CT evaluation of tibiofibular syndesmotic diastasis: a cadaver
study. Foot Ankle Int 1997; 18(11): 693-8.
[http://dx.doi.org/10.1177/107110079701801103] [PMID: 9391813]

[43]

Taser F, Shafiq Q, Ebraheim NA. Three-dimensional volume rendering of tibiofibular joint space and quantitative analysis of change in
volume due to tibiofibular syndesmosis diastases. Skeletal Radiol 2006; 35(12): 935-41.
[http://dx.doi.org/10.1007/s00256-006-0101-9] [PMID: 16683157]

[44]

Hermans JJ, Ginai AZ, Wentink N, Hop WC, Beumer A. The additional value of an oblique image plane for MRI of the anterior and posterior
distal tibiofibular syndesmosis. Skeletal Radiol 2011; 40(1): 75-83.
[http://dx.doi.org/10.1007/s00256-010-0938-9] [PMID: 20549205]

[45]

Muhle C, Frank LR, Rand T, et al. Tibiofibular syndesmosis: high-resolution MRI using a local gradient coil. J Comput Assist Tomogr 1998;
22(6): 938-44.
[http://dx.doi.org/10.1097/00004728-199811000-00019] [PMID: 9843237]

[46]

Brown KW, Morrison WB, Schweitzer ME, Parellada JA, Nothnagel H. MRI findings associated with distal tibiofibular syndesmosis injury.
AJR Am J Roentgenol 2004; 182(1): 131-6.
[http://dx.doi.org/10.2214/ajr.182.1.1820131] [PMID: 14684526]

[47]

Milz P, Milz S, Steinborn M, Mittlmeier T, Reiser M. [13-MHc high frequency ultrasound of the lateral ligaments of the ankle joint and the
anterior tibia-fibular ligament. Comparison and results of MRI in 64 patients]. Radiologe 1999; 39(1): 34-40.
[http://dx.doi.org/10.1007/s001170050474] [PMID: 10065473]

[48]

van den Bekerom MP. Diagnosing syndesmotic instability in ankle fractures. World J Orthop 2011; 2(7): 51-6.
[http://dx.doi.org/10.5312/wjo.v2.i7.51] [PMID: 22474636]

[49]

Stoffel K. Comparison of two intraoperative assessment methods for injuries to the ankle syndesmosis a cadaveric study. Journal of Bone and
Joint Surgery (American) 2009; 91(11): 2646.
[http://dx.doi.org/10.2106/JBJS.G.01537] [PMID: 19884439]

[50]

van den Bekerom MP, Haverkamp D, Kerkhoffs GM, van Dijk CN. Syndesmotic stabilization in pronation external rotation ankle fractures.
Clin Orthop Relat Res 2010; 468(4): 991-5.
[http://dx.doi.org/10.1007/s11999-009-0823-9] [PMID: 19340408]

[51]

Takao M, Ochi M, Naito K, et al. Arthroscopic diagnosis of tibiofibular syndesmosis disruption. Arthroscopy 2001; 17(8): 836-43.
[http://dx.doi.org/10.1016/S0749-8063(01)90007-6] [PMID: 11600981]

[52]

Beumer A, Heijboer RP, Fontijne WP, Swierstra BA. Late reconstruction of the anterior distal tibiofibular syndesmosis: good outcome in 9
patients. Acta Orthop Scand 2000; 71(5): 519-21.
[http://dx.doi.org/10.1080/000164700317381243] [PMID: 11186412]

[53]

Harper MC. Delayed reduction and stabilization of the tibiofibular syndesmosis. Foot Ankle Int 2001; 22(1): 15-8.
[http://dx.doi.org/10.1177/107110070102200103] [PMID: 11206818]

[54]

Solari J, Benjamin J, Wilson J, Lee R, Pitt M. Ankle mortise stability in Weber C fractures: indications for syndesmotic fixation. J Orthop
Trauma 1991; 5(2): 190-5.
[http://dx.doi.org/10.1097/00005131-199105020-00012] [PMID: 1861195]

[55]

van den Bekerom MP, Lamme B, Hogervorst M, Bolhuis HW. Which ankle fractures require syndesmotic stabilization? J Foot Ankle Surg
2007; 46(6): 456-63.
[http://dx.doi.org/10.1053/j.jfas.2007.08.009] [PMID: 17980843]

[56]

Seitz WH Jr, Bachner EJ, Abram LJ, et al. Repair of the tibiofibular syndesmosis with a flexible implant. J Orthop Trauma 1991; 5(1): 78-82.
[http://dx.doi.org/10.1097/00005131-199103000-00014] [PMID: 2023048]

Distal Tibiofibular Syndesmosis

The Open Orthopaedics Journal, 2017, Volume 11 677

[57]

Thornes B, Shannon F, Guiney AM, Hession P, Masterson E. Suture-button syndesmosis fixation: accelerated rehabilitation and improved
outcomes. Clin Orthop Relat Res 2005; (431): 207-12.
[http://dx.doi.org/10.1097/01.blo.0000151845.75230.a0] [PMID: 15685077]

[58]

Thornes B, Walsh A, Hislop M, Murray P, O’Brien M. Suture-endobutton fixation of ankle tibio-fibular diastasis: a cadaver study. Foot Ankle
Int 2003; 24(2): 142-6.
[http://dx.doi.org/10.1177/107110070302400208] [PMID: 12627622]

[59]

Schepers T, van der Linden H, van Lieshout EM, Niesten DD, van der Elst M. Technical aspects of the syndesmotic screw and their effect on
functional outcome following acute distal tibiofibular syndesmosis injury. Injury 2014; 45(4): 775-9.
[http://dx.doi.org/10.1016/j.injury.2013.09.035] [PMID: 24139172]

[60]

Olerud C. The effect of the syndesmotic screw on the extension capacity of the ankle joint. Arch Orthop Trauma Surg 1985; 104(5): 299-302.
[http://dx.doi.org/10.1007/BF00435946] [PMID: 4091635]

[61]

Tornetta P 3rd, et al. Overtightening of the ankle syndesmosis: is it really possible? J Bone Joint Surg Am 2001; 83-a(4): 489-92.
[http://dx.doi.org/10.2106/00004623-200104000-00002]

[62]

Beumer A, Campo MM, Niesing R, Day J, Kleinrensink GJ, Swierstra BA. Screw fixation of the syndesmosis: a cadaver model comparing
stainless steel and titanium screws and three and four cortical fixation. Injury 2005; 36(1): 60-4.
[http://dx.doi.org/10.1016/j.injury.2004.05.024] [PMID: 15589915]

[63]

Mousavi M, et al. Dynamics of tibiofibular syndesmosis in correlation with the level of the syndesmotic scress in maisonneuvre fractures of
the ankle – a cadaver study. Eur J Trauma 2001; 27(2): 87-91.
[http://dx.doi.org/10.1007/s00068-001-1069-8]

[64]

Høiness P, Strømsøe K. Tricortical versus quadricortical syndesmosis fixation in ankle fractures: A prospective, randomized study comparing
two methods of syndesmosis fixation. J Orthop Trauma 2004; 18(6): 331-7.
[http://dx.doi.org/10.1097/00005131-200407000-00001] [PMID: 15213497]

[65]

Karapinar H, Kalenderer O, Karapinar L, Altay T, Manisali M, Gunal I. Effects of three or four-cortex syndesmotic fixation in ankle fractures.
J Am Podiatr Med Assoc 2007; 97(6): 457-9.
[http://dx.doi.org/10.7547/0970457] [PMID: 18024840]

[66]

Moore JA Jr, Shank JR, Morgan SJ, Smith WR. Syndesmosis fixation: a comparison of three and four cortices of screw fixation without
hardware removal. Foot Ankle Int 2006; 27(8): 567-72.
[http://dx.doi.org/10.1177/107110070602700801] [PMID: 16919207]

[67]

Wikerøy AK, Høiness PR, Andreassen GS, Hellund JC, Madsen JE. No difference in functional and radiographic results 8.4 years after
quadricortical compared with tricortical syndesmosis fixation in ankle fractures. J Orthop Trauma 2010; 24(1): 17-23.
[http://dx.doi.org/10.1097/BOT.0b013e3181bedca1] [PMID: 20035173]

[68]

van den Bekerom MP, Hogervorst M, Bolhuis HW, van Dijk CN. Operative aspects of the syndesmotic screw: Review of current concepts.
Injury 2008; 39(4): 491-8.
[http://dx.doi.org/10.1016/j.injury.2007.11.425] [PMID: 18316086]

[69]

Needleman RL, Skrade DA, Stiehl JB. Effect of the syndesmotic screw on ankle motion. Foot Ankle 1989; 10(1): 17-24.
[http://dx.doi.org/10.1177/107110078901000104] [PMID: 2767562]

[70]

Burwell HN, Charnley AD. The treatment of displaced fractures at the ankle by rigid internal fixation and early joint movement. J Bone Joint
Surg Br 1965; 47(4): 634-60.
[PMID: 5846764]

[71]

van den Bekerom MP, Kloen P, Luitse JS, Raaymakers EL. Complications of distal tibiofibular syndesmotic screw stabilization: Analysis of
236 patients. J Foot Ankle Surg 2013; 52(4): 456-9.
[http://dx.doi.org/10.1053/j.jfas.2013.03.025] [PMID: 23632070]

[72]

Hamid N, Loeffler BJ, Braddy W, Kellam JF, Cohen BE, Bosse MJ. Outcome after fixation of ankle fractures with an injury to the
syndesmosis: The effect of the syndesmosis screw. J Bone Joint Surg Br 2009; 91(8): 1069-73.
[http://dx.doi.org/10.1302/0301-620X.91B8.22430] [PMID: 19651836]

[73]

van den Bekerom MP, Raven EE. Current concepts review: operative techniques for stabilizing the distal tibiofibular syndesmosis. Foot
Ankle Int 2007; 28(12): 1302-8.
[http://dx.doi.org/10.3113/FAI.2007.1302] [PMID: 18173998]

[74]

Egol KA, Pahk B, Walsh M, Tejwani NC, Davidovitch RI, Koval KJ. Outcome after unstable ankle fracture: Effect of syndesmotic
stabilization. J Orthop Trauma 2010; 24(1): 7-11.
[http://dx.doi.org/10.1097/BOT.0b013e3181b1542c] [PMID: 20035171]

© 2017 Yuen and Lui.
This is an open access article distributed under the terms of the Creative Commons Attribution 4.0 International Public License (CC-BY 4.0), a
copy of which is available at: https://creativecommons.org/licenses/by/4.0/legalcode. This license permits unrestricted use, distribution, and
reproduction in any medium, provided the original author and source are credited.

