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• Preface

– The Good G (Good evidence)

– The Bad    B  (No or Little evidence)

– The Ugly   U  (Conflicting evidence)

Best Evidence: Ankle Fractures
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• Preface

– Sequence of care

Preoperative

 Intraoperative

Postoperative

Best Evidence: Ankle Fractures

• Mechanism for analgesia allowing closed 
reduction

– Intraarticular block versus conscious 
sedation

– Equal success with block in terms of 
analgesia; block was quicker

– Aspiration does not impact pain

Initial episode of care

G

• Hospital admission is uniformly 
expensive

– Annualised cost $796million vs 
$419million

Inpatient versus outpatient surgery
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• Decreased risk for:

– UTI

– Pneumonia

– VTE

– Bleeding requiring transfusion

• Reduced 30 day medical morbidity

Inpatient versus outpatient surgery

G

• Breederveld et al 1988

– Small ”delayed” group 
(5-8 days), no 
difference in outcome

• Konrath et al. 1995

– No signficant
differences between 
early and delayed 
group

When is the optimal time to perform 
surgery? b

• Fibula ORIF

– Locking versus 
nonlocking

– Intramedullary 
fixation?

Fixation options

G
I



5/31/2018

4

• Old standard: GETA with opioid 
monotherapy postoperatively

• Opioid epidemic

Perioperative pain control

• Much of the focus has been on optimizing 
analgesia in the immediate perioperative 
period
– Spinal vs GA
 Less pain and better function in the early 

postop period

Anesthesia

– GA vs GA plus popliteal/saphenous block

Pop/saph showed better patient 
satisfaction with pain relief

Anesthesia
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• Popliteal block efficacy

– Regional provided better initial pain relief 
until the 24 hour mark

– Concept of rebound pain

Rebound pain

U

• Proximal DVTs perhaps more 
clinically relevant

• Difficult to study and define 
incidence

– Patil et al JBJS Br 2007: 5% 
incidence, no clinical 
symptoms, 2% proximal 
DVT 

– Jameson et al JBJS Br 
2011: rate of DVT, PE, 
mortality in ~46,000 ankle 
fx’s = 0.12%, 0.17%, 0.37%

DVT prophylaxis

G

• Lack of consensus
• Significant variability 

amongst surgeons 
• Historically very little 

objectivity
• Noncompliance rates with 

NWB likely higher than has 
been recognized

• Prolonged NWB associated 
with greater costs to patients

Initiation of weight-bearing
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• Honigmann et al.

– No adverse events with full WB at two weeks

• Dehghan et al

– RCT; Early WB group had better:

 ROM

 Olerud-Molander ankle score

 SF-36 physical and mental scores

– No difference in:

 Wound complications

 Infection

 Hardware failure

 Loss of reduction

Evidence for early WB

G

• Goal of surgery: Minimize/eliminate the risk 
of post-traumatic arthritis

• What is the rate of post-traumatic OA?

• What are the risk factors?

Operative decision making

B

Thank you!

jtv2111@cumc.columbia.edu


