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Al. /lucepraumoHeH TPy 3a Npuja0o0MBaHe HA 00pa30BaTeJHA U
HAyYHa CTeIlleH ,, JI0KTOP*

»CBhbBpPEeMEHHH aCNeKTH HA TMATHOCTHKATA U JIeYeHUeTO NMPH JUraMeHTAPHHU YBPeIu Ha
JlaTepajiHaTa KOJIOHA HA IJIe3eHHaTa craBa‘

I'me3ennara craBa € CbBKYIIHOCT OT aHATOMHYHU M OMOMEXaHUYHU CTPYKTYPH, YHITO
(GyHKLMS 03BOJIsIBA CTAOMIIHA MO3ULIMS B IPOCTPAHCTBOTO, U3BBPILIBAHE HA OINPEICIICHU
JBYDKEHUS TP JIOKOMOLIUS M BB3MOXKHOCT 32 €(peKTHBEH TpaHC(ep Ha CUIIUTE Ha
HaTOBapBaHE OT TYJIOBUILETO KbM XOAUIOTO.

[Topanu anHaroMuyHHUTE U (PYHKIIMOHAIHUTE CU OCOOEHOCTH, YBPEAUTE HA IJIe3€Ha Ca eTHU OT
Hall — 4YeCTO CpelIaHUTe HapYLIEHUs B 00J1aCTTa Ha MYCKYJIHO CKeJIeTHaTa CUCTEMa.

TpaBmuTe B Ta3u obmactT oOXBamar rojiasiMa rpymna oT YBpeaIu — OT KOCTHA JI0 MEKOThKaHHa
MATOJIOTHSL.

MeKoThKaHHUTE YBPEIN UMAT Hail — rojisiMa 4ecToTa M MPeACTaBIABAT Mpo0IeM, 3acsranl
BCUYKH Bb3pacTu U nomynanuu. HabmarogaBar ce KakTo 1o BpeMe Ha eXKeJHEBHUTE IeHHOCTH,
TakKa ¥ 10 BpeMe Ha croprt. JlurameHnrapuure yBpeau oOXBallally JaTepalHus aclekT Ha
rJIe3eHHaTa CTaBa ca npejactaBeHu Haja 90% OT BCUUKM HaBSIXBaHUS, KaTo ¢ Hall — BHCOKa
4yecToTa € yBpeJara Ha rnpejnHaTa tanopuoynapHa Bpb3ka (ATFL) — 85% oT Bcuuku rie3eHHn
yBpeau. YBpeara Ha JJaTepaiHus JUTraMeHTapeH KoMIuieKC € 6.27% OT BCUUKH TPaBMAaTHYHO
0oiHH, a yectoTaTa € 2.46%eo.

[ToBeueTo aBTOpU pas3riiekaany MpodieMaTuKaTa Ha yBpEAUTE Ha JTaTePaTHHS
JUTaMEHTapeH KOMIUIEKC ChOOIIaBaT CX0IHU JaHHU, kato Federico Morelli mocouBa, ue

rie3eHHuTe HaBsxBaHus ca 10% oT Bcuuku 3mononyku. Pasnuuus ce HabmrogaBat B
yecToTaTa Ha 3aboseBaeMocT, kato Ferran cro01masa 3a 2,15%o0 B O6eAMHEHOTO KPaJICTBO,
KOETO MOJKE J1a ce 00SCHU C pa3InyMsTa B 1OCTHIIA JO MEAUILIMHCKA IOMOII] U ThJIKYBaHETO
3a ,,CMENIHO ChbCTOSHUE B MEAMLIMHCKATA MTPAKTHKA.

He3zaBucumo oT BHCOKaTa yecToTa Ha 3a00J1€Ba€MOCT, rOJIsIMaTa KOHLIEHTPAIHsI Ha CTPYKTYpH
B 00J1aCTTa Ha TJI€3€HHATa CTaBa 3aTPyIHSABA AUArHOCTUKATA U JIE€UEHUETO.

Lenta Ha HACTOSIIUS TPY/I € Jla C€ aKI[EHTHPA BhPXY JIMTAMEHTApPHUTE YBPEIUTE Ha
JaTtepaiHaTa KOJIOHA, TIOPaIy YECTUTE MPOITYCKH B TMArHOCTHKATA, a OT TaM H Ha
HeaJIeKBaTHU MOIX0/H B JeueHuneTo. [IpencraBenn ca CbBpEMEHHH aclieKTH Ha
JMAarHOCTHKATA U JICYEHUETO Ha Te3U CIIeHU(PUYHU YBPEIH B OTTOBOP HAa CTpeMexka 3a Mo —
ISUTOCTHO, ITBJIHO Bh3CTAHOBSABAaHE HA MAllMEeHTa U Obp3aTa My PEUHTErpalus B HOPMAJIHOTO
My paOOTHO U CIIOPTHO €XeTHEBHE.

JIurcaTa Ha TOYHO U3SICHEH IMarHOCTUYEH AITOPUTHM € MPENOCTaBKa 3a JUCKYCHU OTHOCHO
crienguKaTa Ha TpaBMaTa U MojAX0/1a 32 HEHHOTO JeueHue. J{ucKkyTabuiieH € U BhIIPOCHT 3a
IIPOBEXJAHETO Ha KOHCEPBATUBHO U ONEPATUBHO JIEYEHNUE TPH Pa3IMYHUTE BUIOBE YBPEIH.
Ilopanu Te3u NpUUUHM ca MPEACTABEHN PA3INYHU IOJXOIH 3a JICYEHUE U € JIaJIeH IIPUMEpEH
JIMArHOCTHYHO — JIEUeOEH allrOPUTHM.



N360pbT Ha TepareBTHYEH MOAXO/ € B PhLIETE HAa BCEKH OPTOIIE] — TPaBMAToJIOT, KaTo 10
TO3U HAUMH U3pa3siBaMe MHEHHUETO, Y€ UHAUBUIYAIHUS IOIX0/ B KOMIUIEKCHOTO JIEUEHUE
IIpU JIMTaMEHTapHUTE YBPEAU Ha JIaTepaliHaTa KOJOHA Ha INIe3€HHATa CTaBa UMa Hail — 100pu
pe3yaTaru.

L»Contemporary aspects of diagnosis and treatment of lateral column ligamentous
injuries of the ankle joint*

The ankle joint is a complex assembly of anatomical and biomechanical structures whose
function ensures stable spatial positioning, facilitates specific movements during locomotion,
and enables the effective transfer of loading forces from the torso to the foot. Due to its
anatomical and functional characteristics, ankle injuries are among the most common
disorders of the musculoskeletal system. Trauma in this region encompasses a wide range of
conditions, spanning from osseous to soft-tissue pathologies.

Soft-tissue injuries exhibit the highest incidence and represent a significant problem affecting
all age groups and populations. They occur both during activities of daily living and during
sports. Ligamentous injuries involving the lateral aspect of the ankle joint account for over
90% of all ankle sprains, with the anterior talofibular ligament (ATFL) injury being the most
frequent—comprising 85% of all ankle injuries. Injuries to the lateral ligamentous complex
represent 6.27% of all trauma cases, with an incidence rate of 2.46%eo.

Most authors examining the issues of the lateral ligamentous complex report similar data; for
instance, Federico Morelli states that ankle sprains account for 10% of all accidents.
Variations are observed in morbidity rates, with Ferran reporting 2.15%o in the United
Kingdom, which may be attributed to differences in healthcare access and the clinical
interpretation of what constitutes an "emergency."

Despite the high incidence, the dense concentration of structures in the ankle region
complicates both diagnosis and treatment. The aim of this work is to focus on ligamentous
injuries of the lateral column, due to frequent diagnostic oversights which lead to inadequate
therapeutic approaches. Contemporary aspects of the diagnosis and treatment of these specific
injuries are presented, reflecting the pursuit of comprehensive patient recovery and rapid
reintegration into professional and athletic daily life.

The lack of a clearly defined diagnostic algorithm leads to ongoing discussions regarding the
specificity of the trauma and the appropriate treatment strategy. The choice between
conservative and surgical management for various types of injuries remains a subject of
debate. For these reasons, different therapeutic approaches are presented, and a sample
diagnostic-treatment algorithm is provided.

The choice of therapeutic approach rests with the orthopedic surgeon; herein, we express the
view that an individualized approach within the complex management of lateral column
ligamentous injuries of the ankle joint yields the best clinical outcomes.



B3. XaOuiurauuoHeH Tpyx — MoHorpagus

»AHIKEKIIMOHHU TEXHUKHU B OPTONEAUATA U TPABMATOJIOrHATA*

NHXEeKIIMOHHOTO MOCTaBsIHE HA MEAMKAMEHTH NP Pa3InYHU HO30JIOTMYHH €IMHUIU B
oproneausiTa u Tpapmatojorusta uma Haja 70 roauinHa ucropus. CbBpeMeHHATa
OpTOIIEIUYHA U CIOPTHO TPABMATOJIOTHMYHA TIPAKTHKA HAJITPaXIaT JOKa3aHO e(h)eKTUBHOTO
JIEHCTBUE HA JIOKATHO MOCTABEHUTE KOPTUKOCTEPOUIH C PEAUIIA APYTH METUKAMEHTH 1
OMOJIOTMYHO aKTUBHU CYOCTAHIIMM KAaTO XHATypOHOBa KucenrnHa, PRP, Mmezenxumuanau
KJIETKH, CTBOJIOBH KJIETKH U Apyru. dunocodusara Ha MHKEKIIMOHHATA Tepamnus ce 6a3upa Ha
MOBUIIIaBaHE e(heKTUBHOCTTA HA TEPAIIEBTUYHUTE areHTH, Ype3 JTUPEKTHOTO UM ITOCTABSIHE B
npoOyieMaTuyHaTa 30Ha U U30SrBaHe Ha TEXHUTE CUCTEMHU €(EeKTH.

HezaBrucumo 0T BUCOKOE(EKTUBHUTE PE3YNITATU MPU MHO3UHCTBOTO OT MOIXOISIIO
MoA0paHy MAMEHTH U MIPABHIIHO IMOCTaBeHa TUArH03a, Ipe/ MHKEKIIMOHATa Teparusl CTOST
peauna npean3BUKaTeNICTBa, KaTo:

- napBuJIeH U300p Ha MEUKAMEHT;

- MOCTaBsSIHE Ha TBBPJE TOJISIMO KOJIMYECTBO MEMKAMEHT;

- MOCTaBSIHE Ha TPEIITHO MSCTO;

- pa3NpOCTPAHEHHUE B ChbCETHU ThKAaHM;

- yBpeAa Ha ChJIOBE WM HEBPAJIHU CTPYKTYpPH;

- TBBPJE YECTO MOCTABSHE;

- JUTICa Ha TOCIIEABAIIIO WM CHITHTCTBAIIO JIEUeHUE KaTo (PU3UKATHA Tepanus
CrplnecTByBaT JB€ OCHOBHU TEXHUKH HA MHKEKIIMOHHA TEPAIus, KaTo €IHaTa € CBOOO0IHA U
ce 6a3upa Ha cienuUIHU aHATOMUYHH PETIepH U OPUEHTUPH, a IpyraTa € 1moj| exorpagcku
KOHTPOJI, KOWTO J1aBa BH3MOXKHOCT 3a MHKEKTHPAHE B PUCKOBU 30HU WM TPYAHO JTOCTHITHU
JIOKAIMM, KaTo Ta3o0epeHaTa cTaBa. YJITpa3ByKOBUAT KOHTPOJI IIPH MOCTABSIHETO Ha
WHTPAApPTUKYJIAPHU U NIEPUAPTUKYJIAPHU aMMIKAMU ITPEOI0JIsIBAa 3HAYUTEIHA YaCT OT
MpeAN3BUKATEICTBATA IPU MHXKEKIIMOHATA Tepalivs, HaMajsiBa pUCKA OT AITPOT€HHU YBPEAH,
JlaBa CUTYPHOCT 32 TOYHOCTTA B MIOCTABSHETO HA MEIMKAMEHTUTE U MOXKE J1a C€ U3KaKE
MHEHUE 32 epEeKTUBHOCTTA Ha MpUJIOKeHaTa Tepanus. HesameHnMa e u momis3aTa Ha
coHorpadwusTa Mpu U3BBPIIIBAHE HA APTPOIICHTE3HH MPOIEAYPH ¥ THHKOUTIICHU OMOTICHH.

“Injection techniques in orthopedics and traumatology”

The administration of pharmacological agents via injection for various nosological entities in
orthopedics and traumatology has a history spanning over 70 years. Contemporary orthopedic
and sports medicine practices build upon the proven efficacy of local corticosteroid
applications by incorporating a diverse range of medications and biologically active
substances, such as hyaluronic acid, platelet-rich plasma (PRP), mesenchymal cells, and stem
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cells, among others. The fundamental philosophy of injection therapy is centered on
enhancing the therapeutic index of pharmacological agents by delivering them directly to the
target site, thereby maximizing local efficacy while mitigating systemic adverse effects.
Despite the highly effective outcomes observed in appropriately selected patients and
correctly diagnosed conditions, injection therapy presents several clinical challenges,
including:

Optimal selection of the pharmacological agent;

Administration of excessive volumes of the substance;

Inaccurate anatomical localization;

Inadvertent diffusion into adjacent tissues;

latrogenic injury to vascular or neural structures;

Excessive frequency of administration;

Absence of subsequent or concomitant treatment modalities, such as physical therapy.

Two primary modalities of injection therapy are utilized: the landmark-guided (freehand)
technique, based on specific anatomical markers, and ultrasound-guided (USG)
administration. The latter facilitates interventions in high-risk zones or deep-seated locations,
such as the hip joint. Ultrasound guidance in intra-articular and periarticular applications
addresses a significant portion of the challenges inherent in injection therapy, reduces the risk
of iatrogenic damage, ensures high precision in drug delivery, and allows for a more
definitive assessment of therapeutic efficacy. Furthermore, ultrasonography remains an
indispensable tool for performing arthrocentesis and fine-needle aspiration biopsies.



I'6. Ily0simkyBaHa KHMra Ha 0a3aTa Ha 3alMTEH AMCEePTAIIMOHEH
TPYA 3a npucbxaane Ha OHC ,,noxkrop*

wJlaTepaiHa rjie3eHHa HeCTa0MJIHOCT*

I'ne3enHara craBa € CbBKYIIHOCT OT @aHATOMHYHU U OMOMEXaHUYHU CTPYKTYPH, YHATO
(GyHKLMS 03BOJIsIBA CTAOMIIHA O3ULIUSA B IPOCTPAHCTBOTO, U3BBPIIBAHE HA ONPEICICHU
JBYDKEHUS TIPH JIOKOMOIIMSL M BB3MOXKHOCT 32 €peKTHBEH TpaHC(ep Ha CHIIUTE HA
HATOBapBaHE OT TYJIOBHUILIETO KbM XOJUIOTO.

[Topanu anaroMuyHHUTE ¥ (QYHKIIMOHATHUTE CH OCOOCHOCTH, YBpPEIUTE HA TJI€3eHA ca
€/IHU OT Hall — YeCTO CPEUIaHUTE HAPYIICHHUS B 00JIACTTAa HA MYCKYJTHO CKeJIETHATa CHUCTEMA.
TpaBmute B Ta3u obaacT oOXBalar rojisiMa rpyma oT yBpeau — OT KOCTHA /10 MEKOTbKaHHA
NATOJOT M.

MekoTbKaHHHUTE YBpEIU UMAT Hall — rojsiMa 4ecToTa U MpeCTaBIIsABaT Mpo0eM, 3acsraii
BCUYKH Bb3pacTu U nomynauuu. HabmaromaBar ce KakTo 10 BpeMe Ha €KeAHEBHUTE JICHHOCTH,
TakKa ¥ 1o BpeMe Ha cropT. JIlurameHTapHuTe yBpeau oOXBallaly JaTepayHus aclekT Ha
rJIe3eHHaTa CTaBa ca npeacraBeHu Hax 90% OT BCHUKM HaBsIXBaHUS, KaTO C Hail — BHCOKA
YEeCTOTa € yBpeaara Ha npeaHata tanopudynapHa Bpb3ka (ATFL) — 85% oT Bcuuku rie3eHHn
yBpenu. [lo Hamm JaHHU yBpenara Ha JJaTepajHus JIMTaMeHTapeH KoMIuieke € 6.27% ot
BCUYKH TPaBMaTHYHO OOJHM MpeMuHaiu npe3 CriemieH TpaBmMarosiornyeH kabuaer B MBAJI
,,CB. AHHa” — Bapha nipe3 2014r. YecroraTa Ha 3abosisiBaHeTO 32 BapHeHCKHU peruoH e
2.46%o.

IToBeueTo aBTOpHU pasriiexaany MpodieMaTukaTa Ha yBpeaAUTe Ha JaTepaTHUs
JUTaMEHTapeH KOMIUIEKC ChOOIaBaT JaHHU CXOJIHU 10 HamuTe, kato Federico Morelli
II0COYBA, Ye riae3eHHUTe HaBsixBaHud ca 10% ot Bcuuku 31o0monyku. Paznuuus ce
HaO0JI0IaBaT B UECTOTATa Ha 3a00JieBaeMOCT, kaTto Ferran croOmana 3a 2,15%o B
O0eaMHEHOTO KPaJICTBO, KOETO MOJKE Jia C€ OOSCHU C pa3auyusiTa B JOCTHIIA JO MEIUIIMHCKA
MIOMOIIl ¥ THJIKYBAHETO 3a ,,CIIEIIHO ChCTOSTHUE” B MEIMIIMHCKATA PAKTUKA.

He3zaBucumo oT BHCOKaTa yecToTa Ha 3a00J1€Ba€MOCT, rOJIsIMaTa KOHLIEHTPAIHsI Ha CTPYKTYpH
B 00J1acTTa Ha IJIe3eHHATa cTaBa 3aTpy/JHsIBa JUarHOCTUKaTa U jJeyeHuero. TemaTa Ha
JMCEePTALlMOHHUAT TPY/ aKIIEHTHPA BbpPXY JUTaMEHTapHUTE YBpPEIUTE Ha JIaTepaHaTa
KOJIOHA, TIOpaJIi YECTUTE MPOITYCKH B JJMATHOCTHKATA, a OT TaM U Ha HEaIeKBaTHHU MOJXO0/U B
nedeHunero. Hammre menu ca cBbp3aHu ¢ U3CIIEABAHE HAa COHOTpadusITa U CTpeC
peHTreHoTrpadusITa KaT0 AMATHOCTHYHN METOTUKH M U3CIICIBAHETO HA HIKOH OTIEPAaTHBHU
WHTEPBEHIIMH B OTTOBOP HA CTPEMEKa 3a 10 — IUIOCTHO U ITBJTHO BH3CTAHOBSIBAHE U
CpaBHSBAHETO MM B KPaTKOCPOYEH, CPETHOCPOUCH U IBJITOCPOUCH TUIAH CIIPSIMO OCTaHAJINTE
KOHBEHIIMOHAIHU MTOIXOAM MIPU AUArHOCTHKATA U JICUEHUETO HA YBPEAUTE HA JaTePaTHUS
JUTraMEeHTapeH KOMIUIEKC Ha TJIe3€HHATa CTaBa.

JIuricaTa Ha TOYHO U3SICHEH TMAarHOCTUYEH AITOPUTHM € IPEINOCTaBKa 3a JUCKYCHU OTHOCHO
cnenr(urKkaTa Ha TpaBMaTa U MOAX0/1a 32 HEHHOTO JieueHue. J(uckyTabuiieH e U BhIIPOCHT 32
IIPOBEXJAHETO Ha KOHCEPBATUBHO U ONEPATUBHO JIEYEHNUE TPH Pa3IMYHUTE BUIOBE YBPEIH.



[Topanau Te3u npudrHU Ciie]l EMUKPUTUYHOTO pasriiekJaHe Ha Hall — BAXKHUTE U3BOJIU U
CbOpaHus T0KA3aTEeJICTBEH MaTepHall IPeACTaBsIME TMarHOCTUYHO — JIedeOeH aJrOpuThM,
KaTo B CHLIOTO BPEME 3aIa3BaMe CTPEMEXKA 32 HHAUBUAYATHOCT B KOMILUIEKCHOTO JIEUEHUE
IIpY JIMTAMEHTAapHUTE YBPEIU Ha JIaTepajHaTa KOJIOHA Ha IJI€3€HHaTa CTaBa.

"Lateral ankle instability"’

The ankle joint is a complex of anatomical and biomechanical structures whose function
enables a stable spatial position, the execution of specific locomotor movements, and the
effective transfer of loading forces from the trunk to the foot.

Due to its anatomical and functional characteristics, ankle injuries are among the most
common disorders of the musculoskeletal system. Traumas in this region encompass a wide
range of pathologies, from bone fractures to soft tissue injuries.

Soft tissue injuries have the highest incidence and represent a clinical challenge affecting all
ages and populations. They occur both during activities of daily living (ADLs) and sports.
Ligamentous injuries involving the lateral aspect of the ankle joint account for over 90% of all
sprains, with the highest frequency being the injury of the anterior talofibular ligament
(ATFL) — 85% of all ankle injuries. According to our data, injuries to the lateral ligamentous
complex represent 6.27% of all trauma patients treated at the Emergency Orthopedic
Department of "St. Anna™ University Hospital — VVarna in 2014. The incidence of this
condition for the Varna region is 2.46%o.

Most authors addressing the issue of lateral ligamentous complex injuries report data similar
to ours; Federico Morelli indicates that ankle sprains account for 10% of all accidents.
Variations are observed in morbidity rates—for instance, Ferran reports 2.15%o in the United
Kingdom—which may be attributed to differences in healthcare access and the interpretation
of what constitutes an "emergency condition™ in medical practice.

Despite the high morbidity rate, the high density of structures in the ankle region complicates
diagnosis and treatment. The subject of this dissertation focuses on ligamentous injuries of the
lateral column due to frequent diagnostic oversights and subsequent inadequate treatment
approaches. Our objectives involve investigating ultrasonography and stress radiography as
diagnostic modalities, as well as evaluating specific surgical interventions in pursuit of more
comprehensive recovery. These methods are compared in the short, medium, and long term
against other conventional approaches in the diagnosis and treatment of lateral ligamentous
complex injuries of the ankle.

The lack of a precisely defined diagnostic algorithm provides a basis for ongoing discussions
regarding the specificity of the trauma and the appropriate treatment approach. The choice
between conservative and surgical management for different types of injuries remains a
subject of debate. For these reasons, following a critical review of the most significant
conclusions and collected evidence, we present a diagnostic and therapeutic algorithm, while
maintaining a commitment to an individualized approach in the comprehensive management
of lateral column ligamentous injuries of the ankle.



I'7. Ilyoaukanuu v J10KJaAN, NYOJUKYBAHY B HAVYHH U3AaHUSA
\ s Iy \ \ s
pedepupann M MHACKCUPAHU B CBEeTOBHOM3BECTHHU 0a3M JaHHU C

Hay4YHa HH(poOpMaUus

1. Ligamentous Lisfranc injuries: analysis of CT findings under weightbearing
Abstract
Purpose. The aim of this study was to investigate the influence of different ligamentous
Lisfranc injuries on computed tomography (CT) findings under weight-bearing and to
emphasize the indications for surgical treatment of their various types.
Methods. Sixteen human cadaveric lower limbs were placed in weight-bearing radiolucent
frame for CT scanning. All intact specimens were initially scanned, and then, dorsal approach
was used for sequential ligaments cutting of: (1) the dorsal and the interosseous (Lisfranc)
ligaments between medical cuneiform (MC) and metatarsal 2 (MT2); (2) the plantar ligament
between the MC and MT3; (3) the plantar ligament between MC and MT2. Based on
sequential CT scans, the distances MT1-MT2, MC-T2, as well as the alignment and dorsal
displacement of MT2 were measured.
Results. Slight increase in the distances MT1-MT2 and MC-MT2 was observed after the
disruption of the dorsal and the interosseous ligaments. Further increase in MT1-MT2 and
MC-MT?2 distances was registered after the disruption of the ligament between MC and MT3.
The largest distances MT1-MT2 and MC-MT2 were measured after the final plantar
ligament cut between MC and MT2.
Conclusions. Unequivocal instability is observed with simultaneous transection of the
Lisfranc ligament with both plantar ligaments. On CT used as diagnostic tool, plantar injuries
at the basis of the second and the third metatarsal are indirect signs of violation of the
ligaments and represent an indication for surgical treatment. When using magnetic resonance
imaging as diagnostic tool, a ruptured Lisfranc ligament alone without dislocation does not
necessarily need surgical intervention.
Keywords. Ligamentous Lisfranc - Weightbearing - Lisfranc ligament - Plantar ligaments

wJlnrameHrapHu yBpeau tun ,,JIlncppank®: ananus na KT naxoakn npu
AKCHAJIHO HAaTOBapBaHe*
Pesrome
Len. Llenra Ha HACTOSAIIOTO MPOYYBAHE € Ja U3CJIeBA BIMSIHUETO Ha Pa3IMUHUTE
JUTaMEHTapHU yBpeau THI ,,JIuchpank* BbpXy HaXOAKUTE OT KOMIIOTbpHATa TOMOTrpadus
(KT) npu akcuanno HatoBapBaHe (weight-bearing) u 1a akiieHTHpa BbpXY HHAUKALIUNTE 32
XUPYPrUYHO JIEYEHHE MTPHU PA3TUYHUTE UM TUIIOBE.
Metoau. lllectHaneceT TpynHU AOJTHHU KpallHUKa 0siXa MOCTaBEHH B PEHTI€HONPOYCKIINBA
pamka 3a KT ckanupane nmoj HaroBapBaHe. [IbpBoHauanHo 0s1xa CKaHMpaHU BCUUKH
MHTAKTHU TpenapaTH, ciell KoeTo 0e U3I0I3BaH J0p3ajieH JOCTHII 32 TIOCIEJOBATEIIHO
npepsi3BaHe Ha ciieqHUTe BpB3KU: (1) mop3amuute u unTtepoceannure (Jluchpank) murameHTu
MeX1y MenuanHata kimHoBuiHa koct (MC) u Bropa Merarap3anna koct (MT2); (2)
maHTapHus uraMeHT Mexay MC u MT3; (3) mnantapaus surament mexay MC u MT2.



Bb3 ocHoBa Ha nocnenoBarenuute KT cpezoBe 6s1xa uamepenu paszcrosiausara MT1-MT2,
MC-MT2, kaKkTo 1 MOJpaBHABAHETO U JTOp3aTHATA TUCIOKaIMs Ha MT2.

Pesynratu. HabGnronaBa ce ieko yBenuueHue Ha paszctosausta MT1-MT2 u MC-MT?2 cnen
IIPEKBCBAHETO HA JIOP3aJIHUTE U HHTEPOCEAIHUTE JINTAMEHTH. PErucTpupano € no-HaTaTbLUIHO
yBesnueHue Ha pasctosHudara MT1-MT2 u MC-MT2 cnen npexkbCBaHETO Ha JIMTaMEHTa
Mexay MC u MT3. Haii-ronemu croitHoctr Ha pazcrosiausata MT1-MT2 u MC-MT?2 6sxa
HU3MEPEHHM clie]] GUHATHOTO MpepsI3BaHe HA IJIaHTapHUS JuraMeHT Mexxay MC u MT2.
3axntouenue. Enno3nauna HecTabUITHOCT ce HaOII0AaBa MpU eIHOBPEMEHHO Mpepsi3BaHe Ha
Jlucdpank TuraMeHTa u JBara IutantapHu Juramenta. [Ipu usnomnssanero Ha KT kato
JMarHOCTUYEH MHCTPYMEHT, IUIaHTapHUTE YBPEAU B OCHOBATa HA BTOpA U TpeTa
MeTaTap3ajiHa KOCT ca MHAUPEKTHHU OeJe3u 3a yBpeJa Ha JUTaMEHTUTE U MIPE/ICTaBIsIBaT
WMHAWKALKUS 32 XUPYPrUyHO jiedenne. [Ipu nu3mon3BaHe Ha MAarHUTHO-PE30HAHCHA TOMOTpadus
(SIMP) kaTo quarHoCTHYEH METO/, M30JIMpaHaTa pynrypa Ha Jluchpank nuramenra 6e3
TUCIIOKAIMS HE c€ HYXKJAe 3aAbDKUTEITHO OT XUPYPTrUYHa HHTEPBEHIIHS.

KitouoBu nymu: Jluramenrapen Jluchpank * Akcuanno HaroBapsane (Weightbearing) ¢
Jlucdpank nurament * [lnanTapHu TMraMeHTH

2. ,,Carpal Tunnel Syndrome - Choice of Syrgery Technique*
Introduction: CTS is the most common pathological syndrome of all the peripheral nervs
syndromes. Surgery is the definative solution for treating carpal tunnel syndrome.
Obijective: To pin point the choice of surgical technique - miniinvasive endoscopic or with
one or two approaches and classical surgery without “conflict of interests.” To analyze
clinical results.
Material and Methods: During the period 2005 - 2013 in the University hospital “St. Anna”
were operated on 632 patients with CTS. Within the series, 550 were treated by endoscopic
mini invasive technique, with one or two approaches and the rest 82 by conventional surgery.
The sex distribution was 410 female and 222 male. In 80% the affected hand was dominant
and in 10% the disease engaged both hands. The most common additional finding was
diabetes verified in 83 patients.
Results: In 90% of cases achieved exellent results, regardless of the technique. In 15 patients
required surgical revision because of persistence of subjective complaints.
Conclusion: Accurate assessment of the choice of surgical technique, consistent with the
experience of the surgeon are crucial for good functional result.

»CHHIPOM HAa KapnaJaHHUA KaHAJ — U300p Ha XUPYPIrUYHA TeXHUKA
Bueenenue: CunapomsbT Ha Kapnannus kaHai (CKK) e Haii-uecto cpenjaHusT naToJoruyexH
CHHJIPOM CpeJl BCHUKH KOMIIPECHOHHHM HEBPONAaTUU Ha NepudepHUTe HEpBU. XUpypruyHara
MHTEPBEHLIMS € OKOHYATEIIHOTO PELICHUE 3a JICYEHUE HAa CUHAPOMA Ha KapIaaHUsA KaHall.
Len: a ce npeunsupa u300pbT HA XUPYpruyHa TEXHUKAa — MUHUMHBAa3MBHA €H/IOCKOIICKA (C
€/IMH WJIU JIBa TIOpTaja) WK KIacu4ecka OTBOpeHa XUpyprus — 0e3 ,,KOH()IUKT Ha UHTepecu .
Ja ce aHaM3UpaT KIMHUYHUTE PE3YJITAaTH.



Marepuan u metoau: 3a nepuoaa 2005 — 2013 r. 8 MBAJI ,,CB. Auna“ ca onepupanu 632

nanueHTH cbe CKK. Ot Ta3u cepust 550 ca nekyBaHU Uype3 €HAO0CKOIICKa MUHUMHBA3UBHA
TEXHUKA C €IUH WIH JIBa OCThIIA, a OCTAaHAIUTE 82 — Yype3 KOHBEHIIMOHAIHA XUPYPTHUS.
Pasnpenenenuero no noiu e 410 xenu u 222 mpxe. B 80% ot cinyyaure e 3acernara
JOMHUHAHTHaTa pbKa, a npu 10% 3abonsBaHeTo € ABYCTpaHHO. Haii-uecToTo npuapykapaiio
3a0oJiBaHe € 3axapeH AualeT, MOTBBbP/ACH Npu 83 MalleHTH.

Pesynratu: B 90% ot ciiydaurte ca mOCTUrHATH OTIMYHM PE3YyITaTH, HE3aBUCUMO OT
npuiiokeHara Texuuka. [lpu 15 nanueHTH ce e HaloXuja Xupyprudia peBU3us mopaan
MepCUCTUpaHe Ha CyOEKTUBHUTE OILJIAKBAHMUS.

3akirouenue: [IpennsHara oneHka npu u30opa Ha XUPypruyHa TEXHUKA, CbOOpa3eHa ¢ OnmuTa
Ha XUPYpra, € OT pemaBallo 3HaueHHe 3a Jo0Opus PyHKIIMOHAIECH Pe3yIITaT.

3. L,INFLUENCE OF DIFFERENT LISFRANC LIGAMENT INJURIES ON CT
FINDINGS*

Abstract
Being commonly missed in the clinical practice, Lisfranc injuries can lead to arthritis and
long-term complications. There are controversial opinions about the contribution of the main
stabilizers of the joint. Moreover, the role of the ligament that connects the medial cuneiform
(MC) and the third metatarsal (MT3) is not well investigated. The aim of this study was to
investigate the influence of different Lisfranc ligament injuries on CT findings under two
specified loads.
Sixteen fresh-frozen human cadaveric lower limbs were embedded in PMMA at mid-shaft of
the tibia and placed in a weight-bearing radiolucent frame for CT scanning. All intact
specimens were initially scanned under 7.5 kg and 70 kg loads in neutral foot position. A
dorsal approach was then used for sequential ligaments cutting: first — the dorsal and the
(Lisfranc) interosseous ligaments; second — the plantar ligament between the MC and MT3;
third — the plantar Lisfranc ligament between the MC and the MT2. All feet were rescanned
after each cutting step under the two loads.
The average distances between MT1 and MT?2 in the intact feet under 7.5 kg and 70 kg loads
were 0.77 mm and 0.82 mm, whereas between MC and MT2 they were 0.61 mm and 0.80
mm, without any signs of misalignment or dorsal displacement of MT2. A slight increase in
the distances MT1-MT2 (0.89 mm; 0.97 mm) and MC-MT2 (0.97 mm; 1.13 mm) was
observed after the first disruption of the dorsal and the interosseous ligaments under 7.5 kg
and 70 kg loads. A further increase in MT1-MT2 and MC-MT?2 distances was registered after
the second disruption of the ligament between MC and MT3. The largest distances MT1-MT?2
(2.5 mm; 1.95 mm) and MC-MT2 (1.74 mm; 2.35 mm) were measured after the final plantar
Lisfranc ligament cut under the two loads. In contrast to the previous two the previous two
cuts, misalignment and dorsal displacement of 1.25 mm were seen at this final disrupted
stage.
The minimal pathological increase in the distances MT1-MT2 and MC-MT?2 is an important
indicator for ligamentous Lisfranc injury. Dorsal displacement and misalignment of the
second metatarsal in the CT scans identify severe ligamentous Lisfranc injury. The plantar
Lisfranc ligament between the medial cuneiform and the second metatarsal seems to be the
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strongest stabilizer of the Lisfranc joint. Partial lesion of the Lisfranc ligaments requires high
clinical suspicion as it can be easily missed.

»BJANAHUE HA PA3JIMYHUTE JIMTAMEHTAPHU YBPEJIHN TUII
»wIHCOPAHK* BbPXY KT HAXOJAKHUTE*
Pesrome
Ilopagu yecTuTe NPOMYCKH B JUArHOCTUKATA UM B KJIIMHUYHATA IIPAKTHKA, YBPEIUTE THII
,»JInchpaHK* Morar aa JoBeAatT A0 apTPUT U JbITOCPOUYHH yciIoKHEHHs. ChIlecTBYBaT
MPOTHBOPEYMBU MHEHUSI OTHOCHO IIPUHOCA HA OCHOBHHTE CTa0MIIN3aTOPH Ha cTaBaTa. OCBEH
TOBA pOJIATA HA JINTAMEHTA, CBbp3Balll MeAuanHaTa KinHoBuHa kocT (MC) u tpera
MetaTap3anHa koct (MT3), He e 1o0pe npoyuena. [lenTa Ha HacTOAMIOTO M3CIeABaHEe O¢ a
MPOYYH BIUSHUETO HA Pa3IMYHHUTE JIUTAMEHTapHU yBpeau Tul ,,JIuchpank™ Bppxy KT
HaXOJIKUTE MO JBe crieU(UYHU HATOBAPBAHUSL.
[lecTHaneceT cBeXO 3aMpa3eHU TPYIHU J0JIHU KpaiiHuKa Osxa pukcupanu B PMMA
(mosiMMeTUIIMETaKpuIIaT) IpU cpefaTa Ha ThOMaaHara auadu3a 1 OCTaBEHH B
peHTreHonponyckiausa paMka 3a KT ckanupane nox HatoBapsase. [IbpBoHadaiHo BCUUKU
MHTAKTHU IpenapaT 0sXxa CKaHUpaHU IIpyU HaToBapBaHus ot 7,5 kg u 70 kg B HeyTpanHa
no3uuus Ha crpnanoto. Cien ToBa Oelle U3M0A3BaH JOP3ajeH JOCTBII 3a OCIEI0BATEIIHO
npeps3BaHe Ha JIMTAMEHTHUTE: IbPBO — JIOp3aTHUTE U nHTepoceannute (JInchpank)
JIUTaMEHTH; BTOPO — IUIaHTapHUsI TuraMeHT mexxry MC u MT3; Tpeto — niaHTapHus
JIucpank nmurament mexxry MC u MT2. Benuku cTbnana 0gxa CKaHUpaHU TOBTOPHO CIIE]
BCsKa CTBIIKA HA IPEPSA3BaHE NOJI ABETE HUBA HA HATOBAPBAHE.
Cpennure pascrosHusa Mexay MT1 u MT2 npu MHTakTHUTE CThHIIaja 110 HATOBapBaHe OT 7,5
kg u 70 kg 6s1xa crotBeTHO 0,77 mm u 0,82 mm, gokaro mexxay MC u MT2 Te 6s1xa 0,61 mm
u 0,80 mm, 6e3 mpu3HaLK Ha MaNaJaiHMBHT (HapYIIEHO MOIpaBHIBAHE) UITU JIOp3aTHA
mucnokanus Ha MT2. HabmonaBa ce nexo yBenudenue Ha pascrosausta MT1-MT2 (0,89
mm; 0,97 mm) u MC-MT2 (0,97 mm; 1,13 mm) cieq mbpBOTO MPEKbCBAHE HA JOP3ATHUTE U
WHTEPOCECATHUTE TUTaMEHTH o1 HaToBapBaHe ot 7,5 kg u 70 kg. Peructpupano e mo-
HaTaTbhIIHO yBenuueHue Ha pasctogHusta MT1-MT2 u MC-MT?2 cnen BTOpoTo npekbcBaHe
Ha uramenTa mexxay MC u MT3. Haii-ronemute pascrosaust MT1-MT2 (1,5 mm; 1,95 mm)
u MC-MT2 (1,74 mm; 2,35 mm) 6s1xa u3mMepeHu ciel UHATHOTO Ipepsi3BaHe Ha
rIaHTapHus JIucpank ITuraMeHT NMpH JBeTe HaTOBAapBaHUs. 3a pa3jHKa OT MPEIXOJHUTE JIBE
npeps3BaHus, IPU TO3M KPaeH eTarl Ha yBpesa 0sixa HaOJro1aBaHu MajJalafHMBHT U
Jop3aiHa quciokamus ot 1,25 mm.
MUHAMAITHOTO NMATOJIOTUYHO yBenudeHue Ha pascrosgausata MT1-MT2 u MC-MT2 e Baxen
WHJIMKATOP 3a JUTaMEeHTapHa yBpeaa Tui ,,JIuchpank®. lop3annara nuciokanus u
HapyLIEHOTO Mo/ipaBHsBaHE (MaslaJallHMBHT) Ha BTopa MeTaTap3aiHa KocT B KT cpe3osere
UIACHTUQUIMPAT TeKKA JUraMeHTapHa yBpena ,,Jluchpank®. Ilnantapuusar Jluchpank
JUTaMEHT MEX]ly MEIMaIHaTa KIMHOBH/IHA KOCT U BTOpa MeTaTap3ajiHa KOCT U3IJIEK/a €
Hall-CHJIHUAT cTabuiIu3aTop Ha ctaBaTa Ha Jlucdpank. Yactuunara sezus Ha Jluchpank
JUTaMEHTUTE U3MCKBA MMOBHUILICHA KIMHUYHA OJUTEIHOCT, ThI KaTO MOXKeE JIECHO Ja Obie
IIPOITyCHATA.
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4. ,Radial shock wave therapy achieves high success in treatment of radial
epicondylitis in a group of tennis players*
Objectives: Radial epicondylitis or ‘‘tennis elbow’’ is a common complaint in general
orthopedic practice, as in sports medicine. Tennis sport is the most specific condition, that
provokes radial epicondyle pain and often is the reason for sportsman career failure. The
results of the different conservative or operative methods are still uncertain and
contradictory. The aim of this study is to present high success after application of radial
shockwave therapy in tennis players.
Methods: The patient group consists of 28 very active tennis players in the period 2009—
2014 year with typical clinical signs of radial epicondylitis. They all underwent 5 series
(one per week) of 8000 shocks with pressure 1.2—1.4 bars, applied over the painful radial
epicondyle. MASTERPULS 200 (Storzmedical) is the device for treatment.
The follow up is assessed by the Visial Analog Scale (VAS) for pain before each session
and finally on the 3rd month.
Results: The follow up is successfully completed in 26 patients, done either by a control
visit or by a telephone call. The rest 2 patients didn’t reply to the follow up criteria. The
overall presents excellent and good results-mean 16.3 mm (VAS under 20 mm is accepted
as very good in tennis elbow) on the 3rd month in 22 patients (85 %). The rest 4 patients
were addressed to surgery.
Conclusions: The following study confirms that the radial shockwave therapy is effective
(more than 85 % success) and safe method for treatment of radial epicondylitis in active
tennis players. It must be considered as a method of choice in this common orthopaedic
sport complaint.

»PalHa/IHATA HIOKOBO-BbJIHOBA TEPANUs OCTHUIa BUCOK yCIIeX NPH JICYCHUETO
HA paJuaJieH eNMKOHIWINT NPH rpyna TEHUCHCTH
[lenu: PaguaiHUAT €MUKOHIMIIMT WM ,,TEHUC JIAKBT € YECTO OIlJJaKBaHe KaKTo B oOIiara
OpTOIEINYHA MTPAKTHKA, TaKa U B CIIOPTHATa MEIUIIMHA. TeHUCHT € Hall-Cnenn(pUIHOTO
ChCTOSIHUE, KOETO MPOBOKHUpa O0JIKa B 001acTTa HA paAMaIHUS €UKOHINI U YECTO €
MIpUYKHA 32 IPEKbCBAHE HA KapuepaTa Ha CIOPTUCTUTE. Pe3ynratute oT pa3inyHUTe
KOHCEPBATUBHU UJIM ONIEPATUBHHU METOJU BCE OLLE Ca HECUTYPHU U IPOTUBOPEUUBH.
Ilenta Ha TOBa MPOyYBAHE € A MIPEACTABU BUCOKHUS yCIIEX CIIE/ IpUIaraHe Ha pajnuaiHa
I0KOBO-BBJIHOBaA Tepanus (RSWT) npu Tenucucru.
Metoau: ITanmentckara rpyna ce ¢bCTOM OT 28 MHOTO aKTMBHHM TEHUCUCTH B IIEpHOJIa
2009-2014 r. ¢ THNWYHYU KIMHUYHYU OeJe3u Ha paJiualieH eMMKOHAMINT. Bcuakn e
npemuHaxa 5 cepuu (o eqHa ceamuaao) ot 8000 ummysica ¢ Hamsrade 1,2—1,4 6apa,
MIPUJIOKEHU BBPXY 0OJIe3HEHUS paiuaieH enuKOHAWI. M31mon3BaHusIT anapar 3a JeueHue
e MASTERPULS 200 (Storz Medical). [IpocnensiBanero ce onensisa upe3 Buzyanno-
anasiorosa ckaia (VAS) 3a 601Ka npeau Besika cecHsi U OKOHYATETHO Ha 3-THsI MEcCell.
Pesynraru: [IpocnensBaHeTo € 3aBbPILICHO YCIEIHO PH 26 MallUEHTH, Ype3 KOHTPOJIEH
nperyiea win no tenedona. OcraHamuTe JBaMa MAIMEHTH He OTTOBOPUXA HA KPUTEPUUTE
3a mpocineasBane. Pesynrarute kato L0 ca OTIUYHU U 100pu — cpeaHo 16,3 mm 1o
VAS (croiinoct nog 20 mm ce mpuema 3a MHOTO JOObp pe3yaTar pHU TeHHC JIaKbT) Ha 3-
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THA Mecel] ipu 22-ma nauueHTH (85%). Octananure 4-Ma NalMeHTH 0s1Xa HACOYEHH 3a
XUPYPrUYHO JIEYEHHUE.

3axnroueHue: HacTod1oro npoyuBaHe NOoTBbPK/aBa, u€ paJualHaTa I10KOBO-BbJIHOBA
Tepanus € epexTuBeH (Hax 85% ycmeBaeMocT) u Oe3011aceH METO/ 3a JIeUueHHe Ha
panualieH enuKOHAWINT IPY aKTHBHHU TeHUCUCTH. Ts TpsiOBa /1a ce pasriek/a KaTo MeTo.
Ha U300p MpHU TOBA YECTO CPELIAHO OPTONEIUYHO OIJIAKBAHE B CIIOPTA.

5. ,GRAVITY X-RAY FOR EVALUATION OF SUPINATION EXTERNAL
ROTATION TYPE ANKLE FRACTURES*

Introduction: Ankle fractures are one of the most common musculoskeletal injuries. Their
classification is essential for the choice of treatment and prognosis for the recovery period.
Differentiating the individual subtypes of supination external rotation (SER) fractures remains
a challenge. The Purpose: Gravitational radiography plays an essential role in separating SER
Il from SER 1V, and the aim of this work is to demonstrate its effectiveness. Materials and
methods: For a period of 4 years (09.2020 - 09.2024), 172 gravity X-rays were performed for
SER fractures. 37 of them were treated operatively. Results and Discussion: In 130 patients
there was no increase of the medial clear space (MCS) above 5 mm. In the remaining 42
cases, the MCS was more than 5 mm. An increase in the MCS is a sign of damage to the
deltoid ligament. This is an unstable situation and requires surgical treatment. Conclusion:
Gravity X-ray has a high informative value in differentiating SER Il from SER IV.

»] PABUTAIIMOHHA PEHTIeHOrpa(us 32 OLIEHKA HA IVIe3eHHH (PpaKTypH THII
CynMHanus-eKcTepHaaHa poranus (SER)*
Boeenenue: @paktypure Ha rie3eHa ca eHH OT Hal-4eCTO CPELIaHUTE MYCKYJIHO-CKEJIETHU
TpaBMU. TsixHaTa Ki1acu(uUKaIys € oT ChIIECTBEHO 3HAYCHHE 3a M300pa Ha JeUeHHe U
IIPOrHO3aTa 3a Bb3CTAHOBUTENIHUA Nepuo. [ludepeHurpatHeTo Ha OTAETHUTE TOATUIIOBE
(bpaxTypH o MeXaHu3Ma cynuHanus-ekcrepHanta poranus (SER) ocrasa
MIPeIN3BUKATENCTBO.
en: I'paBuTaniionHara peHTreHorpadus urpae KJIr4oBa poJis B pasrpanndaBaneto Ha SER
IT or SER IV Tun ¢paxtypu, KaTo 1eaTa Ha TO3U TPYJl € J]a IEMOHCTpUpPa HeiHaTa
€(EKTUBHOCT.
Marepuan u meroau: 3a nepuoa ot 4 rogunu (cenrempu 2020 r. — centemBpu 2024 r.) ca
u3BbpiIeHn 172 rpaButanimoHHN peHTrenorpaduu npu SER ¢paktypu. 37 ot 14X ca
JIEKyBaHH ONEPATHUBHO.
Pesyntatu u o6cwxaane: [pu 130 manuenTn He ce HAOMIOaBa YBEIHUYCHUE HA METUATHOTO
csetso npoctpanctBo (MCS) Hax 5 mm. B octananute 42 ciryqas MCS e moBeue ot 5 mm.
VYBennuaBaHeTo Ha MEAMAIHOTO CBETJIO MPOCTPAHCTBO € OeNier 3a yBpeaa Ha JIeITouIHaTa
Bpb3Ka (lig. deltoideum). ToBa e HecTaOUITHO CHCTOSIHUE U U3UCKBA XUPYPTUYHO JICYEHHE.
3axmouenue: I'paBuTalimoHHaTa peHTreHorpadus uma BUcoka MH(GpOpMaTHBHA CTOWHOCT MPU
mudepennupanero Ha SER II or SER IV Tun ¢paxrypu.
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6. ,A Minimally Invasive Fixation Versus Double Plating of Associated Posterior
Malleolus and Fibula Fractures—A Comparative Human Cadaveric
Biomechanical Study“

Background and Objectives: Ankle fractures are common and occur in up to 25% of cases

with posterior malleolus (PM) involvement. The gold standard for their treatment

considers posterior approaches and plating of both the PM and fibula. However, in elderly
and comorbid patients, this strategy remains controversial. The objective of this
biomechanical study was to compare a minimally invasive fixation—utilizing a fibula nail
and percutaneous anteroposterior (AP) screws—versus double plating. Materials and

Methods: An oblique fibula fracture associated with a Haraguchi type 1 PM fracture was

reproduced in sixteen human cadaveric specimens randomized to two groups. Eight

specimens were treated with a fibula nail plus two AP screws fixing the PM, while the
remaining eight specimens underwent double plating. Biomechanical testing was
performed under destructive complex cyclic loading applying a staircase protocol.

Interfragmentary movements were captured via motion tracking. Results: Initial axial

stiffness was similar between nailing (1125.9 + 341.7 N/mm) and double plating (742.9 +

600.1 N/mm) (p = 0.129). During cyclic testing, interfragmentary fibula displacement was

higher for double plating versus nailing (p = 0.057), whereas PM displacement and

syndesmosis diastasis remained comparable between the two techniques (p > 0.197).

Conclusions: The minimally invasive fixation of associated PM and fibula fractures

utilizing a fibula nail and two anteroposterior screws demonstrated non-inferiority to

double plating and presents a viable option in cases where delicate soft tissue management
is required.

» MHHHUHBA3UBHA (PUKCALMSA CIIPAMO ABOMHO IVIACTHHHO OCTEOCHHTE3HMpPaHe
NpH KOMOMHMPaHU (PAKTYPH HA 3aiHUS Maj1eo]1 U puldyaaTa — CPaBHUTETHO
0MOMeXaHMYHO MPOYYBaHe BbPXY YOBEIIKH TPYNHH MpenapaTu
KonTeker u nenu: @paktypute Ha IJe3eHa ca 4ecTH, KaTo B 10 25% OT cilyyauTe €
aHTaXUPaH U 3aJHUAT Majieod (PM). ,,3naTHUST cTaHAAapT 3@ TSXHOTO JICYEHUE BKIIOYBA
3aJIHU JOCTBHIIM U NIOCTAaBSHE Ha MJIACTUHH KaKTO Ha 3aJ{HUS MaJIeoJl, TaK U Ha (pubynara.
[Ipu BB3pacTHU MalMEHTH U TaKKWBa C MPHUIPYKaBally 3a00sBaHus (KOMOPOUIHOCT)
o0aue Ta3M cTpaTerus ocraBa JUcKyTadbuiaHa. Llenta Ha ToBa GMOMEXaHHMYHO MPOYYBaHE
0e J1a cpaBHM MUHMMHBA3MBHA (HUKCAlMs — Ype3 MHTpaMedyIapeH MUpoH 3a pubyna u
NEePKYTaHHU aHTEPO-TIOCTepHOpHU (AP) BUHTOBE — CIIPSIMO JIBOMHO MJIACTUHHO
OCTEOCHHTE3UpPAHE.

Marepuan u merogu: Koca dpakrypa Ha pubynara, cbuetana ¢ ppakTypa Ha 3aHUS
Mmaneon tun 1 nmo Haraguchi, 6e Bb3mpounsBeieHa BbpXY HIECTHAECET YOBEIIKH TPYITHU
npernaparta, pa3peiejeH Ha CIIy4aeH NpUHIMI B JBe Tpynu. Ocem npemnapara o6sxa
TpeTupanu ¢ GpulynapeH nupoH 1uitoc aBa AP BuHTa 3a (ukcanus Ha 3aJHUS MaJeod,
JIOKaTO OCTAHAJIMTE OCEM IIPEMHHAXa IIPE3 IBOMHO IJIIACTUHHO OCTEOCUHTE3UPAHE.
W3BbpieHo 6€ 6MoMeXaHMYHO U3MUTBAHE MO IECTPYKTUBHO KOMIUIEKCHO LIUKINYHO
HATOBapBaHE Upe3 CTHIATOBHJICH MPOTOKOI. MexaydparMeHTapHUTE IBHKEHUS Os1Xa
OTYETEHH upe3 MpOocIe/siBaHe Ha IBHKEHHETO (motion tracking).
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Pesynrtaru: [IspBoHavaHaTa akcuaiHa kopaBuHa (stiffness) 6e cxomHa Mex Ty rpymnara ¢
nupoH (1125,9 + 341,7 N/mm) u Ta3u ¢ IBOMHO IJIACTUHHO ocTeocuHTe3npane (742,9 +
600,1 N/mm) (p = 0,129). Ilo BpeMe Ha HUKIMYHUTE U3MUTBAHUS MEKIY(PParMeHTapHOTO
u3MecTBaHe (nuciokanus) Ha pubymnara 6€ mo-BUCOKO IPHU ABOHHOTO IIACTHHHO
OCTEOCHUHTE3UpPaHE B CPaBHEHHUE C MHTpaMe1yIapHOTO 3akoBaBaHe (p = 0,057), nokato
JMCITIOKAIIMATA Ha 33IHHAS MaJIeOJI U JMacTa3aTa Ha CHHJIECMO03aTa OCTaHaXa ChIIOCTaBUMHU
MeXy nBeTe TexHuku (p > 0,197).

3akimoueHre: MUHUMHBa3WBHATA (DUKCAIs HA KOMOMHHpaHH (hPPAKTYpH Ha 3aTHUS
Masieol v pubyrara upe3 HHTpaMeIyIapeH MUPOH U JBa aHTEPO-IIOCTEPUOPHU BUHTA
JIEMOHCTpHpA HE MOo-HUCKa ePeKTUBHOCT (non-inferiority) cupsiMo IBOWHOTO TUTACTUHHO
OCTEOCHHTE3MpAHE U MPEICTABISABA HA/ICKIHA OMIUS B CIYyYanuTe, B KOUTO CE U3MCKBA
IS0 OTHOIIEHUE KbM MEKUTE ThKaHH.

7. LPREVENTION OF PIN TRACT INFECTIONS IN EXTERNAL FIXATION -
A REVIEW ARTICLE*

Purpose: Many factors are responsible for the prevalence of pin tract infections in external
fixation. Different authors’ reports show great variance, with infection rates ranging from 3%-
80%. Such clashing data indicate physicians’ differences of opinion in what constitutes a pin
tract infection. This paper critically evaluates the main strategies, approaches, and outcomes
for preventing pin tract infections in external fixation by systematically reviewing the
literature.
Materials and Methods: This narrative review conducted a comprehensive search on PubMed
and Web of Science for studies addressing pin tract infection prevention, covering literature
from the databases’ inception until February 20, 2025.
Results: Literature shows that infection prevention should be done throughout all stages of
external fixation placement, from the preand peri-operative period to the postoperative period
prophylaxis.
Conclusion: Taking appropriate measures for wound care allows for proper osteointegration,
prevents bacterial adhesion and avoids osteomyelitis and premature pin removal. At this time,
there is no consensus on which method of preventing biofilm formation and pin site infection
yields the most favorable outcome.

»IIPEBEHIINSI HA UTHOEKLIMUTE HA IIMH-KAHAJIUTE ITPU BbHIITHA
OUKCALUSA - OB30PHA CTATUA
Len: MHoxecTBO (hakTOpH ca OTTOBOPHU 3a pPa3NpOCTPaHEHUETO Ha UH(EKIIUUTE Ha THH-
KaHaJuTe (TPaKTOBETE Ha UIIIUTE/IU(TOBETE) IpU BhHIIHA pukcanus. [JokiaguTe Ha
pa3IMYHUTE aBTOPH MOKa3BaT rojisiMa BapuaOUIIHOCT, KaTO HUBAaTa HAa MH(EKIUs BapupaT OT
3% 1o 80%. Te3u MpOTUBOPEUNBY JAHHU MTOKA3BAT PA3IUYUATA B MHEHHSITA HA JIEKAPUTE
OTHOCHO TOBa KaKBO TOYHO MpE/CTaBIsABa MHPEKIMATA Ha MMH-KaHaa. Hacrosmara cratus
[o/ij1ara Ha KpUTHUYEH aHAJIN3 OCHOBHUTE CTPATErUH, OIXOAU U PE3YIATATH 3a IIPEBEHLUS Ha
MH(EKIMUTE IpY BbHIIHA (PUKCAIHS Ype3 CUCTEeMATHUEH MperJie]] Ha JIUTepaTypara.
Marepuan u Metoau: To3u HapaTUBEH 0030p € U3rOTBEH Ype3 IIOCTHO ThpCeHe B Oa3uTe

nanau PubMed n Web of Science 3a u3cineaBanus, pa3riiexaaniy IPeBEHIUATA Ha
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MHpEKIUNTE Ha MMH-KaHaJIUTe, 00XBalllallky JIUTEpaTypa OT Ch3AaBaHETO Ha 0a3uTe JaHHU
1o 20 despyapu 2025 r.

Pesynraru: Jluteparypara nokassa, ye MpeBeHLUATA Ha HHPEKIMUTE TPsIOBA 1a Ce U3BBPILBA
Ipe3 BCUYKH €TalH Ha MIOCTaBSHE Ha BHHIIIHATA (pUKCalUs — OT Ipe- U NepUOTIePATUBHUS
MEPUOJT 10 ClieioNiepaTuBHATa MPO(UITAKTHKA.

3akiroyeHue: B3zemaHeTo Ha OAXOAALIM MEPKH 3a IPH>Ka 3a paHaTa [03BOJIsIBA IIPaBUIIHA
OCTEOMHTErpanus, NpeoTBpaTsiBa OaKTepuaHaTa aaxe3us U U30sArea pa3sBUTHETO Ha
OCTEOMUEIIUT U MIPEXKAEBPEMEHHOTO OTCTpaHsBaHe Ha NuHoBeTe. KbM MOMeHTa HsiMa
KOHCEHCYC OTHOCHO TOBa KOW METOJ1 3a IPeA0TBpaTsBaHEe HAa 00pa3yBaHETO HAa OMOPHIM U
MHQEKIA Ha MSCTOTO HAa TUHA J]aBa Hall-O1aronpusTHU pe3yJITaTH.

8. ,Results after treatment of lateral ostechondral lesions of the talus combined
with chronic instability of the ankle with autologous minced cartilage and
retinaculum flap“

Background. Osteochondral lesions of the lateral talar shoulder (OLT) remain a therapeutic
challenge, particularly when associated with chronic lateral ankle instability (CAI). While
microfracturing is well established for talar lesions, clinical data on the minced cartilage
technique (AutoCart) in this specific localization is scarce. This study aimed to evaluate the
short-term clinical and functional outcomes following combined treatment of lateral OLT and
CAI using autologous minced cartilage and open ligament repair.

Methods. Nine patients (mean age 39.8 years) with symptomatic lateral OLT and concomitant
CAl were treated using the AutoCart procedure in conjunction with lateral ligament
reconstruction. The mean defect size was 64.8 + 30.2 mmz2. Clinical and functional outcomes
were assessed at a mean follow-up of 15.8 months using the Foot Function Index (FFI),
Visual Analog Scale (VAS), return-to-sport status, and a motor-cognitive test (Skillcourt
system). Postoperative complications and patient satisfaction were recorded. Results No
postoperative complications occurred. All patients reported satisfaction with surgical
outcomes. The mean postoperative FFI was 14.92 + 12.74, indicating no limitations in daily
life. Skillcourt testing revealed no significant side-to-side differences in most tests, except for
the Single Leg Stability Test, which showed a significant deficit on the operated side (p =
0.027; Cohen's d = 0.9). Reduced dorsiflexion limited test performance in four patients. The
average postoperative VAS during functional testing was 1.42 + 1.62.

Conclusion. Combined treatment of lateral OLT and CAI using the AutoCart minced cartilage
technique and open ligament stabilization yields favorable short-term clinical and functional
outcomes. Despite minor limitations in dorsiflexion, patients achieved high satisfaction rates
and functional recovery. These results support the use of biological cartilage repair in
conjunction with mechanical stabilization for lateral talar lesions <100 mm2. However, larger
prospective studies with longer follow-up are warranted to validate these findings.

,,Pe3y.11TaTn CJea JJeYeHHMe HA JIaTePAJTHHU OCTCOXOHAPAIHH JE€3UU Ha Tallyca,

ChbYeTaHU ¢ XPOHMYHA HeCTAOMJIHOCT HA IJIe3eHa, Ype3 aBTOJI0KHA XPYLIsIHA
¢pparmenTanus (minced cartilage) u pernHaky;apen gpaan*
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OcTeoxoHapamHUTe JIe3un Ha JaTtepanHus pso Ha Tanyca (OLT) ocraBar TepaneBTHUHO
MIPEIU3BUKATEIICTBO, 0COOEHO KOTaTO ca ChUeTaHH ¢ XPOHWYHA JIaTepaIHa TIIe3CHHA
HecrabunHocT (CAI). Berpeku ye MUKpO(hpaKTypHUpaHETO € YTBBPACH METOJ 3a JIE3UH Ha
Tajlyca, KIMHUYHUATE TAaHHM 33 TEXHUKaTa ¢ pparMeHTupan xpymsii (AutoCart) nmpu ta3u
cneun(pUYHa JIOKANKU3aLus ca OCKbIHU. HacTosmoTo npoydBane uMa 3a 11el1 1a OLleHU
KPaTKOCPOUYHUTE KJIMHUYHU U (PYHKIIMOHAIHU PE3YyATaTH cjiel KOMOMHHUPAHO JIeYeHe Ha
natepasian OLT u CAI upe3 aBTosioHa XpyIsuiHa PparMeHTanus U OTKPUTA JIMTaMEHTapHa
IJIacTHKA.

Meroau: JleBeT mamueHTH (cpeaHa Bb3pacT 39,8 roauHu) CbC CUMIITOMATHYHU JIATEPATHA
OLT u cepreTBama CAI 6sixa nekyBanu ype3 npouenypara AutoCart B chbueTanue ¢
JaTepaHa JTUTaMEeHTapHa PeKOHCTPYKIHA. CpeqHusT pasmep Ha nedekra oemre 64,8 + 30,2
mm?. KiinHnyHuTe n QyHKIMOHAIHUTE PE3YATaTH OsXa OLEHEHH IIPU CPEAEH MEPHOJ] Ha
npociensBane ot 15,8 mecena upe3 Muaneke 3a ¢pynaknus Ha xoaunoro (FFI), Busyanxo-
ananorosa ckana (VAS), craTyc Ha 3aBpblllaHe KbM CIIOPTa U MOTOPHO-KOTHUTHUBEH TECT
(cucrema Skillcourt). bsxa 3anmucanu mocTornepaTUBHUTE YCIOKHEHUS U yIOBIETBOPEHOCTTA
Ha MaIMeHTUTE.

Pesynratu: He 6s1xa HabmiojaBaHu MOCTONEPATUBHU YCIOKHEHUS. Bcuuky nanueHTH
ChOOIIIABAT 32 YIOBIETBOPEHOCT OT XUPYPrUUHUTE pe3ynaTatu. CpeHUAT MOCTONEpaTUBEH
FFI e 14,92 + 12,74, xoeTo 1noka3Ba JuIica Ha OTPaHUYCHHS B €KCTHEBHUS KUBOT.
TectBanero cwve Skillcourt He pa3kpy 3HAYMMU PA3ITUKH MEXKITy JBaTa KPaHUKA IPU
MOBEYETO TECTOBE, C M3KIIIOYCHHUE Ha TeCTa 3a CTaOMITHOCT Ha eluH Kpak (Single Leg Stability
Test), koiTo moka3a 3HaUuM JeunuT Ha onepupanara crpana (p = 0,027; Cohen's d = 0,9).
Hamanenara nop3udiexcust orpaHMYd U3MBIHEHUETO Ha TeCTa PU YeTUPHUMA MMaLUEHTH.
Cpennara nocronepatuBHa cToiHOCT o VAS 1o Bpeme Ha pyHKIIMOHAIHOTO TeCTBaHe Oeriie
1,42 +1,62.

3axsmouenue: KomOunmnpanoro neuenue Ha narepanHu OLT u CAl upe3 Texnukata AutoCart
(bparmMeHTHpaH XPYIISUT) U OTKPUTA JIMTAMEHTAapHA CTAOMIIM3aIMA JJaBa OJIaronpusiTHA
KpaTKOCPOYHU KJIIMHUYHU U (YHKIIMOHATIHY pe3yNITaTu. Bbipeku MUHUMaIHUTE
OrpaHUYeHUs B 10p3UQIIEKCHUITA, MAIUEHTUTE TOCTUTHAXA BUCOKU HUBA HA yI0BJIETBOPEHOCT
1 (YHKIIMOHAJIHO Bb3CTaHOBsIBaHE. Te3u pe3ysTaTi NOAKPENSAT U3M0I3BAHETO Ha
OMOJIOTMYHO BH3CTAHOBSIBAHE HA XPYIsUIa B ChUETaHUE C MEXaHUYHA CTAOMIU3AIH [IPH
narepaiHu Tanapau je3un nox 100 mm?. HeoOxoaumu ca ob6ade mo-roiaeMu NpoCcreKTUBHU
IIPOYYBAHHUS € TIO-IBJIBI IEPUOJ HA NIPOCIIEASIBAHE 3a BAIMANPAHE HA T€3U KOHCTATaLUH.
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I'8. Ily0uimkanuu v 10KIa1H, My0OJUKYBAHH B
HepedepupaHy CIUCAHUS ¢ HAYYHO pPelleH3UpaHe UJIn
Ny0JMKYBAHHU B PeIaKTUPAHHU KOJEKTUBHUA TOMOBE

1. ,,Conservative Treatment in Clubfoot Deformity*
Abstract: Treatment of the congenital clubfoot (CCF) starts its development in the early 20th
century and is still continuing today. Surgical techniques provide functional and radiographic
data, but the subsequent later data of poor function and recurrence of deformity gave grounds
the overall therapeutic process to be reconsidered in the middle of the last century. There are
two methods that are generally accepted as proved to be effective in clubfoot treatment. In
1939 Kite introduced a method to correct the clubfoot by using a series of plaster casts. Two
decades later his follower — Ignasio Ponseti. (1968) modified the method, developed and
completed it. Regardless of literature evidence on significantly better results after the Ponseti
treatment, Kite’s method is still popular and used in some isolated countries in the world.
Knowledge of both methods as stages in the development of theory and practice in the
correction of the congenital clubfoot along with modern understanding of the etiology and in
particular of the pathobiomechanics of the condition, create a positive outlook for
improvement in the prognosis and treatment outcomes of this disease. Level of evidence:
Second Level, systematic overview.
Keywords: congenital clubfoot, Ponseti Method, Kite’s Method

» KOHCEpBATHBHO Jle4eHHe NPHU AeopMans THII eKBHHOBapyc (BPOeHO KPHUBO
Kpaue)*
Pestome: Jleuennero Ha BpoA€HOTO KOHCKO-BapycHo xoauio (BKBX/CCF) 3amouBa cBoeTo
pa3BuTHE B Ha4ajaoTo Ha 20-TH BEK U MpOAbIDKaBa U 10 JHEC. XUPYPTUUHUTE TEXHUKHU
ocHurypsiBaT 100pu GYHKIIMOHATIHU U PEHTreHOTpad)CKU TaHHH, HO TTOCIIEIBAIIUTE KbCHU
pe3yJiTaTH, MOKa3BalllM BJIOLIeHa PYHKIMS U PEUINB Ha AepopmanusTa, 1a10Xa OCHOBaHHE
3a Mpepasriiek/jaHe Ha [AJI0CTHUS TepaleBTUYEH MPoLeC B CpejaTa Ha MUHAIINS BEK.
ChbIecTBYBAT J1Ba METO/1a, KOUTO Ca OOIIONPHUETH U TOKa3aHO €(PeKTUBHHU MU JICUEHUETO Ha
kpuBo kpaue. [Ipe3 1939 r. Kite BbBexkaa METOA 3a KOPEKIMA Ha JieopMaluaTa upe3 cepus
OT €TallHU TUIICOBU NPEBPB3KU. [[BE AeCceTUIETHSI TO-KBbCHO HETOBUAT MOCIIEN0BATEN —
Ignasio Ponseti (1968 r.), Monu¢uimpa Merosa, pa3BuBa ro u ro 3asbpiisa. HezaBucumo ot
JUTEepaTypHUTE JI0KA3aTEICTBA 3a 3HAUUTEITHO MO-J00pH pe3yNTaTH cliel] IEYEHHUETO 10
Ponseti, MmeToasT Ha Kite Bce oliie € monyJsipeH U ce U3IM0JI3Ba B HIKOU U30JIMPAaHU PETHOHU
o ceerta. [lo3HaBaHeTO Ha /1BaTa METO/Ja KaTO €Taly B pa3BUTHETO HAa TEOPUATA U
MIpaKTUKaTa MpU KOPEKIHATa Ha BPOJEHOTO KPUBO Kpaye, 3a€THO ChC CbBPEMEHHOTO
pa3zbupaHe 3a €THOJIOTUATA U B YACTHOCT 3a MaTOOMOMEXaHUKaTa Ha ChCTOSHUETO, Ch3/1aBaT
MOJIOKUTETHA MEPCIEKTHBRA 3a 0J00psIBaHE Ha MPOrHO3aTa U PE3yJITaTUTE OT JICYEHUETO Ha
TOBa 3a00JIsIBaHE.
HuBo Ha noka3zatencrBeHocT: Bropo HuBo, cucremaTuyeH 0630p.

Kito4oBu iymMH: BpOJIeHO KOHCKO-BapyCHO XOMIIO (€KBUHOBApYyC), MeTo Ha Ponseti, MmeTox
Ha Kite.
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2. ,The Role of Anterior Tibial Muscle Tendon Transfer as a Miniinvasive Surgical
Step in Primary Relapse of Clubfoot Deformity, Following Ponseti Method*

Abstract: Introduction: Ponseti protocol is widely accepted contemporary method for
treatment idiopathic clubfoot deformity and provides up to 95 % success. | correct heel varus
and equinus and forefoot adductus when is early started and properly applied. The optimal
correction should be acquired by gentle manipulations, followed by several plaster casts.
Usually the mininvasive procedure — achilotenotomy provides final correction of the heel
equinus. In spite of following this protocolstrictly, first relapse evidences may appear at the
age of 2 % year. Thereare many studies, proving the disastrous late results after the classic
surgical procedure, like open posterior or posteromedial release, applied in relapse cases. The
early assessed successful results — primary aligned foot further are followed by high grade
displaced tarsal bones with total talocalcaneal and midtarsal rigidity in adolescent age. The
miniinvasive approach of anteriortibial tendon (ATT) transfer provides constant correction
and interruption of the clubfoot relapse with a minimal rate of any side deformities.
Materials: ATT is applied in 21 from a total of 165 patients (228 feet) with idiopathic clubfoot
for a period of 10 years. The mean followup period is 5 years with assessment of the growing
plantigradefoot, as measurements of talocalcaneal angle — in anterior- posterior and lateral X-
ray projections.
Results: The followed treated club feet present constant correction of the
elements of plantigradidity in a period of 1 year. Talocalcaneal angle improves as follows:
Anteroposterior projection varies: before operation - 6 - 22 (mean 13, 7 ), post op - 13 to 29
(mean 20, 7). Lateral projection varies: before operation - 16 - 31 (mean 20, 1), post op - 15 -
41 (mean 31, 6).
Conclusions: The principle of miniinvasive surgery, as a step in treatment of relapses after
Ponseti clubfoot protocol, presents a new attitude and prevents the growing foot from many of
the late disastrous results that usually occur after aggressive early surgery. It is based on the
main Ponseti postulate “les — surgery — better results in equinovarus treatment” and has to be
accepted as general principle.
Keywords: Talipesequinovarus, Ponseti method, tibialis anterior tendon transfer

»P0JISITa HA TpaHc(epa HA CYXO0KMIMETO HA NMPeIHUusl TUOHAJIEH MYCKYJ KAaTO
MHUHUMHBA3MBHA XUPYPru4HAa CTHIKA IPH PAHEH PelUIMB HA BPOJAEHO KPHUBO XOAHJI0
cJes JiedeHue 1o Mmeroaa Ha Ponseti®
Pesrome
Bueenenue: IIpotokonsT Ha Ponseti € mmpoko npueT ChbBpEMEHEH METO/T 3a JIeUeHUE Ha
HIMOTIATUYHO BPOJICHO KPHUBO XOJIUJIO (EKBUHOBAPYC), KOWTO ocurypsiBa 10 95%
ycneBaemocT. Tolt kopurupa Bapyca U €KBUHYcCa Ha TeTara, KakTo U aJAyKIHsITa Ha
MIPEeTHOXOAMIIHUS OTJIEJ, KOTaTo € 3all0YHaT PaHo U ce Mpuiiara npaBuwiHo. OnTuManHaTa
KOpeKIus TpsAOBa Aa Ob/ie MOCTUTHATA Ype3 MAASIIN MaHUITYIallH, TOCIEABaH! OT Cepus
TUIICOBH MpeBpb3KkU. OOMKHOBEHO MUHUMHBA3UBHATA MPOLIEYPa — AXHMIOTEHOTOMHUS —
OCHUTypsiBa OKOHUYATEJIHATa KOPEKIIMsI Ha eKBUHYCA. BBIIpEKH CTPUKTHOTO ClIa3BaHE HA TO3HU
IIPOTOKOJI, TbPBUTE MPU3HALIA HA PELUIUB MOTaT J1a Ce MOSABAT Ha Bb3pacT OKOJIO 2 Y2
roguHu. ChIIECTBYBaT MHOKECTBO MIPOYYBAHUS, 10Ka3Ballll HE3aJOBOJIUTEIHUTE KbCHU
pe3yATaTH clie]] KJIACUYECKUTE XUPYPTUUHHU MTPOLIETYPH, KATO OTBOPEH 3a€H WIH 3a/1HO-
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MeaualieH penuii3 (0cBoOOXAaBaHe), MpuiaraHu Npu peuuauBy. [IbpBoHayamHo OlleHEHUTE
YCIIELIHYU PE3YJITAaTU — IOAPABHEHO CTHIIAJIO — [I0-KbCHO OMBAT MOCIEABAHU OT TEXKKA
JUCIIOKAlMs Ha Tap3aJIHUTE KOCTHU C TOTaJIHA TaJIOKaNIleaJHa U MUATap3ajlHa PUTHIHOCT B
IOHOIIECKA Bb3pacT. MUHUMHBA3UBHUSAT IMOJXO/ C TpaHChep HA CYXOKUITUETO HA TPETHUS
tubuanen myckyin (ATT) ocurypsiBa TpaliHa KOPEKIUs U IPEKbCBAHE HA PEIMIUBUPALIHS
MpoLeC C MUHUMAJIEH PUCK OT BTOPUYHU Je(popMaliui.

Marepuan: Tpanchep nHa ATT e npunoxxer npu 21 ot o610 165 manuentu (228 xoauna) ¢
UIMONATHYEeH eKBUHOBapYcC 3a nepuoA oT 10 ronunu. CpeaHUST MEepHo/] Ha MIPOocieisaBaHe € 5
TOJIMHH, C OIICHKA Ha pacTea Ha IJIaHTUTPAJHOTO CTHIIANIO U U3MEPBAHE HA TaTOKaICATHUS
BI'BJI B aHTEPO-TIOCTepHOpHA ((hacoBa) U narepaiiHa (MpOoPUITHA) PEHTICHOBA TPOESKIIUS.
Pesynraru: [Ipocnenenure ieKyBaHU XOuila IOKa3BaT TpallHa KOPEKIMS Ha €JIEMEHTUTE Ha
IUIAaHTUTPAJIHOCT 3a Neprof oT 1 roguHa. TanokanealHusT bI'bJ ce I0100psIBa, KaKTO
cjie/iBa: B aHTEPO-TIOCTEPUOPHA IIPOEKIIUS CTOMHOCTUTE Bapupar ot 6° — 22° (cpenno 13,7°)
npeau ornepanuara 10 13° —29° (cpexno 20,7°) cnen oneparusaTa. B maTepanHa mpoexius
cToiHOocTHTE BapupaT ot 16° — 31° (cpenno 20,1°) npenu oneparusata g0 15° —41° (cpeano
31,6°) cnen onepanusTa.

3axumouenue: [IpyHIUITBT HA MUHUMHBA3UBHATA XUPYPTrHUs KATO CTHIIKA B JICYCHHETO HA
peluauBH ciel nmporokoina Ha Ponseti mpeacTasisiBa HOB OJIXO/ M MPEATNa3Ba pacTsIIOTO
CTBIAJIIO OT MHOTO OT TEXKKUTE KbCHHU PE3YITATH, KOUTO OOMKHOBEHO HACTHIIBAT CJIE]T
arpecuBHa paHHa XUpyprus. To3u Moaxo ce OCHOBaBa Ha OCHOBHHSA MOCTyJaT Ha Ponseti:
,»[T0-MAJIKO XUPYPTHSI — TT0-T00pH pe3yiTaTH MpH JICUYCHUETO Ha EKBUHOBApYC™ U TpsOBa aa
ObJie TIPUET KaTO OO MPUHIIHII.

Kitouosu nymu: Tanunec ekBuHOBapyc (KpUBO X0AMI0), MeTo ] Ha Ponseti, Tpancdep Ha
cyxoxunuero Ha M. tibialis anterior.

3. ,,Ponseti Method — Some Measured Steps to the Success in Idiopathic Congenital
Clubfoot Management*

Abstract: All orthopedists who have faced with the problems of clubfoot, in the past and
nowadays, share the same opinion that achieving a success is a difficult task, regardless the
management is conducted conservatively or surgically. The fact determined to be
essential is that the early start leads to better results. Modern studies have established the role
of the so-called “embryonic myosin” which later is substituted with normal myosin while the
child is growing. This protein has proven extremely susceptible to manipulation and very
sensitive to surgical influence. Thus, gradually and gentle casting in a specific sequence
manages to achieve the correction of ligaments, joint capsules and tendons; the rearranged
tarsal and metatarsal bones are remodeled. At the same time, upon surgical accesses by
different methods this protein is quickly converted to rough scar tissue, which deteriorates the
functions of the operated foot even short term after surgery. The objective of this paper is to
provide results of the treatment of idiopathic clubfoot by Ponseti Method which convincingly
demonstrate that if conducted correctly, the method ensures success.
Patients: This study included 165 children (228 feet) with clubfoot within the period from
2001 to 2016. The criteria for inclusion were idiopathic type of deformity for which no
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previous surgical methods of treatment have been conducted till this point. All of them were
treated using the protocol described by Ponseti.

Results: Strictly adhering to Ponseti protocol, 29 feet (13%) were treated only by casting, and
the other 199 (87%) were treated by casting and subsequent Achilles tenotomy. The average
number of castings - 8 ; Recurrences of equinus and adduction - 34 (15%) feet; asecond
relapse in 21 (9%) feet, ; unsuccessful results - 7 feet.

Discussion: The results obtained (97% successful correction within the follow-up period)
correlate with those of other authors in the short-term. The reasons for recurrences occurred
were analyzed as the preponderant role was the improper maintenance of the abduction device
in the post-casting period.

Conclusions: The high final result of 97% corrected feet makes the Ponseti method much
more successful and preferred both by doctors who undertake to treat congenital clubfoot and
by parents of children with such disease.

»MetoabT Ha Ponseti — npeMepeHH CTBIIKM KbM yclexa IPH Je4eHHeTo Ha
UIMONATHYHO BPOIEHO KPUBO XOAHUJI0

Pestome. Benuku opTronean, KOUTO ca ce cOIbCKBaIU ¢ IPOOJIEMHUTE Ha BPOJECHOTO KPUBO
XOJMJIO (€KBUHOBAPYC) B MUHAJIOTO U JIHEC, CHOJEINIAT MHEHUETO, Y€ IIOCTUTAaHETO Ha YCIIEX €
TpYyJHa 33/a4a, HE3aBUCUMO JJaJIU JICUEHUETO CE MPOBEXK/1a KOHCEPBATUBHO WJIM XUPYPTUYHO.
OT cpuIecTBEHO 3HaYeHHE € (PaKThT, Y€ PAHHOTO HA4aJlo BOJM J10 O-A00pU pe3yaTaTH.
CbBpeMEHHHUTE MPOYYBAHUS YCTAHOBHUXA POJISTA HA T.HAp. ,,eMOPHOHAJIEH MUO3UH ", KOUTO
MI0-KbCHO, C U3PACTBAHETO Ha JIETETO, CE 3aMEHS C HOpMaJieH MHO3HH. JloKa3aHo e, ue TO3H
IIPOTEUH € U3KIHYUTEIHO OJATINB Ha MaHYIIYJIallMd 1 MHOTO YyBCTBUTEJIEH KbM
Xupypruyaa Hameca. [1o To3u HauMH ype3 MOCTENEeHHO U A0 TUIICHpaHe B crienupuyHa
MIOCJIEZI0BATEIHOCT CE IMOCTUTa KOPEKIUS HAa IUTAMEHTUTE, CTABHUTE KaICYJIU U
CYXOXKWIIMSATA, @ PENO3ULUOHUPAHUTE Tap3aHA U METATap3ajIHU KOCTU CE PEMOJIEINPAT.
Crpl1eBpeMEHHO NPU XUPYPTUYHH IOCTHIIN Ype3 pa3IMuHU METOIU TO3H NMPOTEUH OBP30 ce
IpeBpblIa B rpyda Oenerosa ThkaH (¢pudpo3a), KoeTo Biomasa (yHKIUUTE HA OIEPUPAHOTO
CTBIIAJIO JOPU B KPaTKOCPOUEH IIaH cief onepauusta. L{enra Ha Hacrosimara padora e ga
MIpe/ICTaBU PE3YyATaTUTE OT JIEUEHUETO Ha MAMONAaTUYHO KPUBO Kpaue 1o Merosa Ha Ponseti,
KOUTO YOETUTEITHO JO0Ka3BaT, ye MPH MPABUIHO MpUIaraHe METOAbT TapaHTHpa yCIeX.
HamuenTtu: Hacrosmoro npoyyBaHe BKItouBa 165 nena (228 xoauina) ¢ eKBUHOBapYC 3a
nepuozna ot 2001 r. 1o 2016 r. Kputepunre 3a BKiIrouBaHe 0sxa UAMONATUYEH THIT
nedopmarusi, pu KOSATO A0 TO3W MOMEHT He ca MPOBEKIAHU MPEIUIIHI XUPYPTUIHH METOIH
Ha JieyeHue. Beuuku Te ca JeKyBaHM 10 IPOTOKoJa, onucad oT Ponseti.

Pesynraru: [Ipu crpukTHO cria3BaHe Ha mpoTokosia Ha Ponseti, 29 xoauna (13%) ca nekyBanu
camo upe3 rurcupane, a ocrananute 199 (87%) — upes runcupane u mocieaBaa
axunoreHoToMus. CpenHuUAT Opoil Ha runcupanusTa e 8. PenuanuBu Ha eKBUHYCa U
agmyknusaTa ca HabmonaBanu npu 34 xomauina (15%); Bropuden penuaus — npu 21 xoamma
(9%); HE3aOBONUTENHY PE3YyNTAaTU — NIPU 7 XOAHUIIA.

Ob6cwxnane: [Tomyuenure pesynratu (97% ycneniHa KOpeKlus B paMKUTE Ha Ieproja Ha
IIpOCieIIBaHE) KOPEIUPAT C JaHHUTE Ha IPYTH aBTOPU B KPaTKOCPOUYEH IUIaH. AHANU3UpPaHU
ca MPUYMHMTE 32 HACTHIIMIIUTE PEUUANBH, KaTO BOJEIIA POJIs MMa HETIPABUIHOTO U3M0JI3BAHE
Ha a0AyKIIMOHHATA IMHA B IOCT-TUIICOBUS NEPHUO.
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3akiroueHue: Bucokusar kpaeH pezynrar ot 97% kopurupaHu XoAuiIa paBu MEeToAa Ha
Ponseti 3HaYUTETHO MO-YCTEIIEH U MPEANOYUTAH KaKTO OT JICKAPHUTE, aHTAXKUPAHU C
JIEYEHNUETO Ha BPOJIEHOTO KPUBO Kpade, Taka U OT POAUTEIUTE Ha JelaTa ¢ TOBa 3a00JIABaHe.

4. ,,LONGITUDINAL TEAR OF THE PERONEUS BREVIS TENDON A VERY
RARE COMPLICATION AFTER AN ANKLE SPRAIN“

ABSTRACT
Longitudinal peroneus brevis tendon tears are very uncommon. Bassett and Speer
hypothesized that the cause of a longitudinal peroneus brevis tear is likely an extrinsic
phenomenon, with the tendon injured by a portion of the distal fibula after inversion trauma of
the ankle. The typical patient describes the pain localized posterior to the lateral malleolus and
a palpable swelling behind the lateral malleolus can raise the suspicion of a tear. There is no
specific diagnostic and treatment algorithm. Operative treatments include repair of the tendon,
resection of the tear, debridement of the tendon, or tenodesis of the peroneus brevis to
the peroneus longus. This manuscript presents two surgically documented longitudinal
peroneus brevis tendon tears.
Keywords: ankle sprain, peroneus brevis tendon (PBT), peroneus longus tendon (PLT),
longitudinal tear

»wIOHI'UTYAUHAJHA (ITPOAOJI’KHA) PYIITYPA HA CYXOXUJIHUETO
HA M. PERONEUS BREVIS - MHOT'O PAJIKO YCJIOXHEHHUE CJIE/|
HABSXBAHE HA T'JIEBEHA“
PE3IOME
JloHrUTYTMHATHATE PYNTYpH (Pa3KbCBaHUS) Ha CYXOXKIJIMETO Ha M. peroneus brevis ce
cpemar MHOTO psinko. Bassett m Speer n3kaszpar xunore3aTa, ue NIpHYMHATA 32 HaIHKHATA
pynrypa Ha m. peroneus brevis BEpOsSITHO € eKCTpHHU3NYEH (peHOMEH, IPH KOMTO
CYXOKHJIMETO C€ HapaHsIBa OT 4acT OT AWCTaiIHaTa (Gulyra cieq MHBEp3UOHHA TpaBMa Ha
riie3eHa. TUMMYHUAT NalMeHT onKcBa 00JIKa, JTOKaJU3UpaHa MOCTEPUOPHO (3a]1) TaTepaTHUs
Majieol, a aJIMUpyeM OTOK 3a]l BRHIIHMS KOKaJl MOKe 1a ChOYIM cbMHEHUE 3a pyntypa. He
CbIICCTBYBA CHeHI/I(i)I/I'-IeH AJITOPUTHM 3a ITUArHOCTHUKA U JICYHCHUC. OHepaTI/IBHOTO JICUCHUC
BKJIFOUBA perapanys (Bb3CTaHOBSBAHE) Ha CYXOKHIIMETO, PE3EKIUS Ha PYNTypaTa,
ne0puaIMaH Ha CyXOKWIMETO WM TeHOZe3a Ha m. peroneus brevis KbM m. peroneus longus.
Hacrosmusar Tpya npeacTass jBa XMPYPrHYHO TOKYMEHTHPAHH ClTydas Ha JOHTUTYAWHAITHA
PYITypa Ha CyXOXKUJIMETO Ha m. peroneus brevis.
KittouoBH lymH: HaBsIXBaHE Ha TJie3€Ha, CyXOXuine Ha m. peroneus brevis (PBT),
cyxoxuiue Ha m. peroneus longus (PLT), nourutyaunansa pynrypa.

5. ,Comparative analysis of acute lateral ankle instability in various clinical and
diagnostic imaging methods for the construction of a diagnostic algorithm*
Abstract
Acute ankle injuries are one of the most common musculoskeletal injuries and account for
approximately 10% of emergency departments visits. Despite the high incidence of this
trauma, there is no standardized diagnostic algorithm. Therefore, the aim of this study was to
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make a comparative analysis of different diagnostic techniques, and develop an algorithm for
the diagnosis of acute ankle instability. Based on the data we received and we present an
applicable and step by step, decision pathway for the diagnosis of acute ankle instability. This
diagnostic algorithm can be implemented in any emergency department.

Key words : lateral ligamentous complex, acute lateral ankle instability, diagnostic imaging,
diagnostic algorithm

.CpaBHUTEICH aHAIM3 HA PA3JIMYHM KIMHUIHHA 1 O6D33HH JUArHOCTUYHHU MCTOAU IIPpHU
OCTpa JaTcpajiHa IJiIe3€HHAa HECTAOMJIHOCT 34 M3rpakJaHe Ha JUarHOCTHYCH alTrOpHUTHEM'

PE3IOME
TpaBMuTe Ha JIaTEpaIHKs JIMTAMEHTAPEH KOM IIJIEKC Ha IVI€3€Ha Ca €HHU OT Hal — YECTUTE

yYBpEIU Ha MYCKYJIHO CKeJleTHaTa cuctema u ooxBamat 10% OoT BCUYKH MOCEHICHUs B
CIICINHUTC LICHTPOBE. B"I)HpeKI/I rojisiMata 4€CToTa Ha TC3U TPpaBMH, HAMA CTaHAApPTU3HUPAH
JMAarHOCTHYEH anropuThM. LlenTa Ha TacTosmara paboTa, € Upe3 CpaBHUTEIICH aHAIU3 Ha
pa3IMYHK KIIMHUYHHU U 00pa3HU JUArHOCTHYHHU METOJIH JIa C€ Ch3/1ajIe ITOPUTHM

3a IMarHOCTHKA MPH HAJIMYKME Ha OCTpa IJie3eHHa HectabuiaHocT. Ha 6a3zarta Ha Ta3u
uHpOpMaIKS TPEJCTaBIME MOCIICA0BATENICH aITOPUTHM, KOMTO MOXKE Ja ObJIC IPHIIOKEH BbB
BCEKH CIICUICH EHTB.

KitoyoBu pymu: Jlarepanen quraMeHTapeH KOMILIEKC, OCTpa IJIe3eHHA HeCTaOMITHOCT,

ANArHOCTUYHU MCTOAN, ANATHOCTUYCH aJIrTOPUTHM

6. ,,Surgical versus conservative treatment for acute ankle instability*
Introduction: Ankle sprain is the most common musculoskeletal injury, and account for nearly
half of all athletic injuries. Treatments advocated for grade I11 injury with acute instability
include cast immobilization, functional management, and surgical primary repair, but for this
grade sprain, the treatment is controversial and not standardized.
Objective: We hypothesized that primary surgical repair of the ruptured ligament has an
advantage about residual pain and ankle stability and the aim of the study is to present our
early results.
Methods: A total of 62 patients from period of 25 months (07. 2013 - 08. 2015) were included
in this study. 22 cases were treated with conservative treatment and remaining 40 cases were
treated with primary surgical repair. Clinical results with AOFAS score, tibiotalar angle in
stress radiography, and the duration between the injury and returning to full athletic activity
with no external supports 6 months after treatment were evaluated.
Results: We have established reduction of tibiotalar angle in the conservative group
from15.050 to 9.040, and in the surgical group from 16.240 to 1.60.
Conclusion: Primary surgical repair of the ruptured ligament has an advantage about residual
pain, ankle stability and returning to athletic activity. Accordingly this method should be
performed as a primary choice for treating the acute lateral ligaments rupture of the ankle in
cases which hope to return to the initial athletic activities within a definite period of time.
Keywords: Ankle Sprain, Lateral ankle ligaments, Primary surgical repair, Tibiotalar angle,
AOFAS score
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»ONepaTuBHO cpelry KOHCEPBATUBHO JieYeHHE NPH OCTPA IJIe3eHHA HeCTa0MJIHOCT
BoBenenue: HaBsixBaHeTo Ha rie3eHa € Hall — yecTara MycKyJIOCKEJIETHA TpaBMa, KaTo 3acsra
IIOYTH IIOJIOBUHATA OT BCUUYKU criopTHU yBpeau. 1o 40% oT nanueHTUTe ¢ HaBIXBaHE Ha
rJie3eHa MOJKe J1a ce HabJoJaBa ocTaTbuHa 0oka 1 HecTabmiHoCT. [pu Tpera crenen
yBpeZAa ChIIPOBO/ICHA C HECTAOMIIHOCT CE MPENOpbhUBa PA3IUIHO JICUSHHE BKIIIOYBAIIO
uMoOuIM3anus, GyHKIHMOHAIHO JICYEHUE U IbPBUYHO XUPYPTUYHO BH3CTAaHOBSIBAHE, HO MPU
Ta3| CTEIEH YBpe/aa JCUEHUETO € MPOTUBOPEUHBO U HE € CTAaHAAPTU3IUPAHO.

Len: Hue npuemame xumnoresara, 4e MbPBUUYHOTO XUPYPIUYHO Bb3CTAHOBSIBAHE Ha
pa3KbCaHUTE JINTAMEHTH UMa MPEJUMCTBO OTHOCHO OCTaTh4YHATa OOJIKA U TJIe3eHHAaTa
CTaOMIIHOCT, KaTo IeNTa padoTaTa € /1a MpeACTaBUM HALIUTE PaHHHU PE3yJTATH.

Metona: O6mo 62 nanueHTH 3a nepuon ot 25 mecena (07. 2013 - 08. 2015 r.) ca Ounu
BKJIIOUEHU B IIpOy4YBaHeTo. J[BajieceT U JiBa ciiydasi ca JeKyBaHU KOHCEPBAaTUBHO, a
ocraHanure 40 ca IeKyBaHU C MbPBUYHO XUPYPTUYHO Bb3cTaHOBsBaHE. lllecT Mecena cien
JICYEHUETO PE3yNITaTUTE ca olleHeHU choOpasHo AOFAS — ToukoBa cucteMa, H3MEpeH ¢
TUOMOTATAPHUSAT BI'bJI U € OLIEHEH Mepro/ia 3a BpbIllaHe KbM IIbJIHA CIIOPTHA JCHHOCT.
Pesynratu: Hue cme ycTaHOBOIM peayliupane Ha THOMOTANAPHUST BI'bJ IPU
KoHcepBatuBHaTa rpymna ot 15.050 1o 9.40 , a npu oneparuBHata rpymna ot 16.240 to 1.60.
Cpennara ctoitHocT Ha AOFAS — ToukoBa cuctema IecT Mecela ciiesl TpaBmata e 82.41
TOYKH IpU IbpBaTa rpymna u 95.45 npu Bropara.

3axntoueHue: [IbpBUUHOTO XUPYPIUUHO BH3CTAHOBSABAHE HA Pa3KbCAHUTE JIUTAMEHTH UMa
MPEIMMCTBO OTHOCHO OCTaThuHaTa 00JiKa, CTAOMIIHOCTA Ha IJI€3€Ha U BPBIIAaHETO KbM
CIIOPTHA aKTUBHOCT.

KirouoBu niymu: HapsixBane Ha rieseHa; Jlarepanuu rine3eHHu Bpb3Ky; [IbpBUUHO

XUPYPrUYHO Bb3cTaHOBsIBaHe; TubuoranapeH vroji; AOFAS ToukoBa cuctema.

7. ,,The advantages of interlocking intramedullary fixation of fibula fractures over
conventional plating*

Abstract
Introduction: Ankle fractures are among the most common injuries encountered in the
emergency department. They affect young and elderly people equally and up to a quarter of
them require surgical intervention to restore the ankle joint. For the last 50 years, plate
osteosynthesis has been the gold standard for open reduction and internal fixation of fibula
fractures. A new alternative to this method is the locked intramedullary fixation with fibula
nails.
Aim: The purpose of the current paper is to introduce the main advantages of fibula nail
fixation over plate fixation in fibula fractures.
Methodology: A total of 28 papers relevant to fibular nailing complications were identified
using the PubMed search engine. After excluding irrelevant articles, the information was
compared to the abundance of information about complications after plate fixation in the
literature.
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Results: Locked intramedullary fixation of fibula fractures appears to be a viable alternative to
plate fixation, especially in patients with diabetes mellitus, osteoporosis, and peripheral
vascular disease due to significant reduction in the wound complication and reoperation rates.
Conclusion: The new generation of fibula nail implants are a valuable tool in the
armamentarium of trauma surgeons. Although data is still limited in the literature and further
studies are required, this technique provides promising results in the treatment of ankle
fractures in the presence of multiple comorbidities or advanced age.

»HlIpeauMcTBa HA 0JIOKMPaHAaTa HHTPaMeayJdapHa pukcauus npu (ppakTypm Ha
¢pudynara cnpsiMo KOHBEHIIMOHAJIHATA MJIaKa“
Boeenenue: @pakTypuTe Ha IIe3€Ha ca Cpell Hal-4eCTUTE TPAaBMHU, CPEIIAHU B CIIEIIIHOTO
otaeneHue. Te 3acsArar eHAKBO MJIaId M BB3PACTHHU XOpa, KaTo /10 €Ha YETBBPT OT TIAX
M3MCKBAT XMPYpruyHa HaMeca 3a Bb3CTaHOBSIBAaHE Ha riie3eHHara ctaBa. [Ipe3 nocneanure 50
TOJIMHY IJIAKOBaTa OCTEOCUHTE3a € 37IaTeH CTaHAapT 32 OTBOPEHA PEMO3ULIMs U BbTpElIHa
¢bukcanus npu Gpakrypu Ha pubynara. HoBa anTepHaTiuBa Ha TO3U METOJ € OJIOKHpaHaTa
uHTpaMmenynapHa ¢ukcamus ¢ GudynapHU MUPOHHU.
Hex: LenTa Ha HAcTOALIaTa CTATHUS € J1a IPEICTaBU OCHOBHUTE NMPEAUMCTBA Ha (DUKCALUATA C
¢bubynapen nupoH npes GuKcanuaTa ¢ wiaka npu ¢ppaxtypu Ha pudynarta.
MeTtopogorus: M3nomnspaiiku Tepcaukata PubMed, 6sixa unentudunupanyu odmo 28 cratum,
CBBP3aHU C yCIOXKHEHUs Tpu ¢uldynapHo 3akoBaBaHe. Clie/r M3KIIOYBAHE HA HEPEJICBAHTHU
craTuu, nHGopMalusaTa Oelre cpaBHEHa ¢ U300MIHETO OT HHPOPMAIIHS B JIUTEpaTypaTa
OTHOCHO YCIIO’)KHEHUS ciell puKcalus ¢ TuiaKa.
Pesyararu: brnokupanara untpamenynapsa ukcamus npu Gpaktypu Ha ¢pudynaTta
W3TJIeK/a )KU3HECTIOCOOHA alTepHAaTHBA Ha (UKCAIUATA C MJ1aKa, 0COOCHO MPHU MAIlUEHTH ChC
3axapeH 1uabeT, ocTeonoposa u nepudepHa cb1oBa 60JIECT, TOPAAN 3HAUYUTEITHOTO
HaMaJsiBaHe Ha YecTOTaTa Ha yCIOKHEHUsITA Ha paHaTa v MOBTOPHUTE OTEepaIiu.
3axntoueHue: HoBoTo nokosienue nMIianT GpudyaapHU MUPOHU ca IIEHEH HHCTPYMEHT B
apceHasa Ha TpaBMaToyio3uTe. BrIpeku ue JaHHWTE B JIMTEpaTypara BCe OlE ca OTpaHUYEHU
¥ ca HeOOXOMMH JIOTBIHUTEIHHU TIPOYYBAaHUS, Ta3W TEXHHUKA MPEIOCTaBs 00CIIaBaIIn
pe3yATaTH MpH JICYCHUETO Ha (PAKTYPH Ha TIIe3eHA MPH HATMYHE HA MHOXKECTBO
KOMOPOUIHOCTH WJIM HarpeaHala Bb3pacT.

8. ,,The Role of Paediatrician in Successful Treatment of Congenital Clubfoot with
Ponseti Method“

Abstract: The congenital clubfoot (CCF) treatment is continuously a subject of observations
and examinations by many orthopaedic surgeons around the world, mainly because of the
large number of failures even today, despite the high level of modern medicine. After
mainly surgical treatment approaches, prevailing to about 30 years ago, now comes the time
of conservative methods, such as the Ponseti method. Ponseti introduced the conservative
approach with plaster casts and subsequent device treatment. Thus, the treatment performed
according to his protocol, achieves a total success of 75% only with plaster casts and devices,
and with additional surgical minor invasive corrections applied in patients with initial
recurrence the treatment success reaches 95% of excellent results. Regardless of the exact
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postulates which are strictly fulfilled, certain failures, although rare, are developed. The
paediatrician is the specialist, who takes care of the child, of its congenital and acquired health
problems. It is exactly the paediatrician's assistance in applying the Ponseti method at the
CCF treatment, which would increase even more the success in permanent correction of this
foot deformity.

Keywords: Clubfoot, Ponseti treatment, Talipes equinovarus treatment

»POJISITA HA MeAUATHPA 32 YCNENIHOTO JieYeHHe HA BPOJIeHO KPUBO CTHIIAJIO 10
meroaa Ha Ilonceru“
Pesrome: JleueHneTo Ha BPOJACHOTO KPUBO CTHIIANIO (pes equinovarus congenitus)
MPOJIbJDKABA J1a ObJIe 00EKT HA HAOIIOCHMS M U3CIICABAHMS OT MHOT'O OPTOIIEIN TI0 CBETA,
TJIABHO TIOPaJIx ToJIeMus Opoii HEeYCIIeXH JIOPH U JTHEC, BBIIPEKH BHCOKOTO HUBO Ha
chBpeMeHHaTa MeauimHa. Cies npeodaiaBamure 1onpead okoiao 30 roiuHu Xupyprudaiu
MOAXO/H, THEC € epaTa Ha KOHCEPBATHBHUTE METOIM, KAKBBTO € MeTOAbT Ha [ToHCceTH.
[ToHceTn BBBEK1a KOHCEPBATUBHMUS TI0JIXO0]T C €TAITHU THIICOBH IMPEBPBH3KH U TIOCIIEIBAIIO0
JIeYCHUE C OPTONEeIUYHY anapaty (uHU). [1o To3n HaYWH JICYEHHETO, IPOBEICHO ChIIIACHO
HEroBUs IPOTOKOJ, IOCTUTA MBJIEH ycneX npu 75% OT ciiydauTe caMo C TUIICYBaHE U
armapaty, a Ipy MpujiaraHe Ha JOMbIHUTETHN MUHUMATHO WHBA3UBHU XUPYPTUYHU KOPEKIIUU
P TAIMEHTH C HA4aJIeH PEIUANB, YCIIEBAEMOCTTa JOCTUTA 95% OTINYHU pE3yJITaTH.
HezaBucruMo oT CTPUKTHOTO Clia3BaHe HA TOYHUTE MOCTYJIATH, C€ HAOIIOaBaT OMpPEICIICHH,
Makap 4 peiku, Heycnexu. [lemuaTbpbT € CrienuaaIucThT, KOUTO oJiara TpUXKHy 3a JIETETO U 3a
HEroBUTE BPOJEHH U MPHUI00UTH 3/IpaBOCIOBHU NpodiemMu. IMeHHO chaeicTBUETO Ha
neauaThpa Mpu NpuiiaraHeTo Ha Meroja Ha [loHceTH 3a ieueHre Ha BpOJIEHO KPUBO CThHIAIO
OU MOBUIIMIIO OIIIE MTOBEYE yclexa Mpy TpalHaTa KOpeKIHs Ha Ta3u Aedopmaius Ha
XOJIMJIOTO.
Kiiro4uoBH lymMu: KpUBO CThIIANO0, JeueHue 1o [loHceTH, 1eyeHne Ha Tajunec eKBUHOBapycC.
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Pe3rome Ha cTaTHsl H3BbH MUHUMAJIHUTE HAYKOMETPUYHH
U3HCKBaHus 3a 3aemane Ha A/l ,, JOLLEHT*

MeTtoanT Ha Kite 3a 1euenue
Ha BPO/IeHO €eKBUHOBAPYCHO XOJAUJI0 — TPA0OBA JIK 14 IO IOMHUM?

Pesrome

B 00111 ucTopruecku acnekT JICYeHHETO Ha BPOJACHOTO EKBUHOBAPYCHO XOJIMJIIO 3aI104Ba C
OTIepaTHBHO JICUCHHUE, MPEACTABIISABAIIO OTKPUTO HAMECTBAHE HA KOCTUTE, KOPEKIIHS Ha
JUTAMEHTHUTE ¥ CTaBUTE Ha X0aAWI0TO. [Ipu moBedeTo ornepaTuBHU TEXHUKU (YHKITHOHATHUTE
Y PEHTICHOJIOTUYHH 00pa3y JAaBat MbPBOHAYAIHO TOOPHU pe3yNITaTH, HO MOCICABAIIUTE 110 —
KbCHU JaHHHU 32 Joma (YHKIHS U PEIUINUB B NedopMaIusiTa CTaBaT OCHOBaHUE B CpejaTa Ha
MUHaJIHS BEK JIa 3alI0YHE TPEOCMUCIISIHETO Ha LSJIOCTHUSA JIeueOeH MOAXOI.

[Tpe3 1939 Kite BbBekIa METOJ 32 KOPEKIIHSI HA EKBUHOBAPYCHOTO XOAMIIO Ype3
Mopeuiia OT TUIICOBH MpeBpb3ku. OOHAIeK1aBaLUTE, HO BCE OIIE HE MBIIHO 3a/10BOJIUTEITHU
pe3yNTaTH ¥ NPUYMHUTE 32 TSAX aHaIu3upBa nocienosarensit Ha Kite — Ignasio Ponseti. /[Be
JECETUIICTHS 110 — KbCHO CIIE/] YYHUTENIS CH, a B TIOCJICICTBHE U KaTO HETOB ONIOHEHT, Ponseti
(1968) momuduimpa MeTo1a, pa3BrUBa ro KaTo 3aBbPIICH TaAKBB U 0 THEC HOCH UMETO MY —
MeTo] Ha Ponseti 3a jieueHne Ha eKBUHOBAPYCHO XOIHIIO.

He3aBucumo ot uTepaTypHUTE JaHHH 32 3HAYUMO 110 — IOOPUTE PE3YNITaTH CIIe]
nedenueTo Ha Ponseti, MeTochT HaKait mpoabkaBa 1a € MOMYJISPEH U Ja ce mpujiara B
HSIKOU U30JIUPaHU IbP>KaBU MO CBETA.

[To3naHusTa HAa IBaTa METO/A KaTO €Taly B PA3BUTHUETO HA TEOPUSTA U MIPAKTUKATA B
JICYEHUETO Ha BPOJEHOTO €KBUHOBAPYCHO XOUIIO, ChBMECTHO C HOBHUTE pa30MpaHus 3a
€THOJIOTUSITa U 0OCOOEHO 3a MaToOMOMeXaHuKaTa Ha 0OJIECTTTa, Ch3aBaT MOJIOKHUTEITHA
MEPCIIEKTHRA 32 MOJJOOPCHHE Ha TIPOTHO3aTa M PE3yJITATUTE OT JICICHHETO Ha TOBA
3a00JIsIBaHe.

Crenen Ha nmokazarencTtBa: Huso I, cucremarnuen 0630p.

KJIKOUOBU IYMU: Bponeno ekBuHOBapycHO Xoamio, Meron Ha Ponseti, Meton Ha Kite

The Kite Method for the Treatment of Congenital Talipes Equinovarus — Should We
Still Remember It?

Abstract

Historically, the treatment of congenital talipes equinovarus (clubfoot) initially relied on
surgical intervention, involving open reduction of the tarsal bones and correction of the
ligaments and joints of the foot. While most surgical techniques yielded favorable initial
functional and radiological outcomes, subsequent long-term data revealing poor function and
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deformity relapse prompted a re-evaluation of the overall therapeutic approach in the middle
of the last century.

In 1939, Kite introduced a method for clubfoot correction using a series of serial plaster casts.
The encouraging, yet not fully satisfactory results and the reasons behind them were analyzed
by Kite’s successor, Ignacio Ponseti. Two decades after his mentor, and subsequently as his
opponent, Ponseti (1968) modified and refined the technique into a comprehensive method
that today bears his name — the Ponseti method for the treatment of clubfoot.

Despite clinical literature demonstrating significantly superior outcomes with the Ponseti
method, the Kite method remains popular and continues to be practiced in certain isolated
regions worldwide.

Understanding both methods as milestones in the evolution of theory and practice in the
treatment of congenital talipes equinovarus, combined with new insights into the etiology and
particularly the pathobiomechanics of the condition, provides a positive outlook for
improving the prognosis and clinical outcomes of this disease.

Level of Evidence: Level Il, Systematic Review.

KEYWORDS: Congenital talipes equinovarus, clubfoot, Ponseti method, Kite method.
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