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Stress fractures are more common in female long distance runners
who have irregular menstryal periods and eating disorders or poor
nutrition. Barrow and Saha reviewed female long distance runners
and found significant increase in stress fractures in runners with very
irregular menstrual periods. Association of menstrual irregularities
and eating behavior disorder was also found to be very high.

Tibia

The most common location of tibial stress fracture is the mid-distal
third junction. A test for tibial stress fracture involves 3-point pres-
sure and distraction at fracture site (Fig. 23-3). This premenarchal
runner began running cross country immediately with 20 miles per
week. After 2 weeks, she developed localized pain to palpation
directly over the medial tibia. Marked radiographs of the left tibia/
fibula show localized periosteal reaction consistent with a healing
stress fracture 4 weeks after the initial symptoms (Fig. 23-4A).
Bone scan was not performed because the patient clinically had
a small localized area of pain. The plain radiographs showed
callus and medial tibjal cortical thickening. She was treated with
rest, swimming exercises, and returned to running activities at 4
months. She was then postmenarchal and nutrition assessment
had been done with improvement of her dietary habits, One year
after the tibial stress fracture, she was playing soccer and running
Cross country. She was seen for bilateral calf pain, and radiographs
showed the fracture healed (arrow) and no new stress fracture
(marker) (Fig. 23-4B).

ANTERIOR CORTEX
The fracture of the anterior tibial cortex or the dreaded black line
occurs in jumping athletes who have an anterior tibial bow and
repetitive flexor musculature activities involved in the sport which
place tensile forces along the anterior tibial cortex. This basketball
athlete had localized pain and firmness in the midanterior tibial cor-
tex with pain localized over area on palpation. He had 6 weeks of
pain and had started intensive plyometrics. The figures show the
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Figure 23-3. fasy c//h/tza/ lest to diggnose t/b-/éa/ stress ffc':"ctwe /5 s/;ow:
arggrammatically using 3 point pressure technigues 6/70” of/stfac//m 5/ o,L;S
tesy or Peter Jokl, M.D., Chier, Section of Sports Med/a/?ie, }"a/e 00,
Medicine Center, Depariment of Orthopaeaics and Rehabilitation).

dreaded black line in a very thick cortex and alignment, 'which
showed an anterior tibial bow (Fig. 23-5). Treatment for this frac-
ture was rest, water conditioning, and return to activities at 6 weeks
when the fracture clinically was no longer tender. This fractl'Jre can
be very bothersome with delayed nonunions and may require sur-

gery.

MEDIAL MALLEOLUS STRESS FRACTURE
This fracture is seen in jumping sports. This baske[bal'l 'athle[e sus-
tained a second medial malleolus fracture after the ianlal one was
healed with casting. The acute reinjury films show radxoluceflcy of
the medial malleolus just at the corner of the tibial Plafond (Fig. 525-
6A). Aggressive treatment with internal fixation without exposing
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