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E v a l u a t i o n  o f  t h e 
syndesmotic‑only fixation 
for Weber‑C ankle fractures 
with syndesmotic injury: A 
comment
Sir,
We read with great interest the manuscript by Muhammed 
et al.1 entitled “Evaluation of the syndesmotic‑only fixation 
for Weber‑C ankle fractures with syndesmotic injury”. I must 
congratulate the authors for this study. However, I would like 
to draw attention of authors and readers to the following:
1.	 The authors confirmed syndesmotic disruption with 

Cotton hook test. Rather than pulling the fibula 
laterally, stressing the fibula anteriorly and posteriorly 
in the sagittal plane is more reliable. Disruption of the 
syndesmosis will produce significant instability of the 
fibula that may be best appreciated in the sagittal plane. 
The improved sensitivity of this testing method was 
described in a cadaveric study.2

2.	 The need for syndesmotic internal fixation is closely tied 
to the integrity of the medial malleolar osteoligamentous 
complex (MMOLC). Biomechanical studies have shown 
that when the MMOLC is intact, disruption of the 
syndesmosis does not lead to widening of the mortise.3,4 
This implies that in cases when the medial malleolus is 
fixed, syndesmotic fixation is not indicated.

3.	 Authors removed syndesmotic screw at an average of 
eight weeks. Removing the screw too early may allow 
recurrent diastasis of the syndesmosis, as evident in 
one case of the author’s series. Late diastasis of the 
syndesmosis creates a much more difficult clinical 
problem than broken screws; it is advisable to leave 
the screw in place for at least 12 weeks.5
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Authors’ reply

Sir,
We thank the author1 for the interest shown in our paper.2 
We will attempt to answer all the individual queries raised 
in the letter.
1.	 We are aware of the paper by Candal‑Couto et al.,3 

mentioned by the author. This paper quotes similar 
results from the work by Xenos et al.,4 and suggests that 
sagittal plane displacement and a lateral radiograph 
are more sensitive to identify diastasis. However, both 
these studies are hugely limited by being cadaveric 
studies, where the application of the results in  vivo 
is to be taken with caution. The practical difficulty 
in obtaining lateral radiograph intraoperatively must 
be considered too. Also, to our knowledge, there had 
not been any published paper which has validated 
this “sagittal shift test” for clinical assessment of the 
syndesmotic disruption. The “hook test” is simple to 
perform, widely published and easy to interpret.

2.	 The frequency with which syndesmotic fixation is used 
has decreased in recent years.5 Better understanding of 
ankle biomechanics, through a medium of cadaveric 
and clinical studies, is probably the reason for this. 
We agree with the author that medial malleolar 
osteoligamentous complex (MMOLC) plays an 
important role in the stability of the mortise, and hence 
can be a determinant for the necessity for syndesmotic 
fixation. However, possibility of clinical situations like 
a combination of ligamentous and osseous injury 
with disruption of the deep portion of the deltoid 
ligament should be borne in mind. Though the medial 
malleolar fracture is adequately stabilized, the integrity 
of MMOLC cannot be safely vouched for.6

	 The perfect algorithm for the diagnosis and management 
of syndesmotic instability associated with ankle fractures 
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is still unclear. The current recommendations suggest 
that intraoperative assessment of syndesmotic stability 
is a more reliable indicator for necessity of syndesmotic 
fixation than any general radiographic criteria. If a doubt 
arises about the stability of the syndesmosis, fixation of 
the distal tibiofibular joint should be performed.

3.	 We agree that delaying removal of the trans‑syndesmotic 
screw till 12  weeks is the best practice and is the 
currently adopted duration in our institution. In a recent 
comprehensive literature review,7 the included studies, 
on average, showed removal of the syndesmotic screws 
after approximately 3–4  months. The indication is 
usually when the intact screws cause problems like soft 
tissue irritation or restriction of ankle dorsiflexion.

We once again thank the author for his valuable suggestions.
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Subtrochanteric valgus  
osteotomy in developmental 
coxa vara: A comment

Sir,
I read with great interest the article entitled “Subtrochanteric 
valgus osteotomy in developmental coxa vara” by 
T El‑Sobky published in the Indian Journal of Orthopedics.1 
We appreciate the authors for their good work but certain 
key points of their report are not clear. The authors stressed 
only the merits of Y‑shaped osteotomy over the classic 
V‑shaped osteotomy. However, they did not clearly provide 
it, based on several parameters such as2 subtrochanteric 
fusion rates,3 effect on leg length,4 effect of one degree of 
deformity correction on leg length, and finally5 the fate of 
the corrected femoral neck‑shaft angle. The final shape of 
the neck at the time of growth maturity is a reliable indicator 
of successful management.6,7

As far as the clinical experience of this reader on 
subtrochanteric closing and opening osteotomy 2 of the 
same disease is concerned issues were, frequently (a) 
delayed union,3 (b) higher loss of correction at early post-
operative stage, and4 very little effect on leg length. Also 
it was already a known fact that the corrected deformity 
remodel to original shape at maturity. According to 
Shopner et al., in cases of intertrochanteric osteotomy, the 
corrected neck‑shaft angle remodel to the original shape 
within three years; which in cases of the subtrochanteric 
osteotomy takes six to eight years. The early loss of 
correction is due to union failure at osteotomy site or 
fixation failure, while the gradual loss of correction is 
due to natural remodeling. The average followup is also 
not clear. The final success should be made by the final 
neck‑shaft angle and leg length at the time of growth 
maturity.
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