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— Abstract—
Arthroscopic and Conventional Treatment of Lateral Tibial Plateau Fractures

Jung Man Kim, M.D., Chang Whan Han, M.D. and Han Seok Son, M.D.

Department of Qrthopaedic Surgery, Catholic University Medical College, Seoul Korea

The goals in the treatment of a tibial plateau fracture are to obtain a stable, aligned, mobile and
painless joint and to minimize the risk of post-traumatic osteoarthritis. Most recently the management
of tibial ptateau fractures has been via arthroscopy. Proponents of arthroscopic techniques advocate
their use not only to better visualize the surface of the tibia but also to evaluate the rest of the joint.
This retrospective study compared the results of arthroscopic and conventional treatment of tibial
plateau fractures from January 1988 through April 1995. Forty-seven knees of tibial plateau fractures
were involved in this study.

Sixteen of these patients were treated with arthroscopic reduction and autogenous bone graft with
or without internal fixation, while the remaining 31 underwent open reduction, bone graft and inter-
nal fixation.

The results are as follows:

1. The average time to full weight bearing was 10.2 weeks (range 7-14 weeks) in the arthroscopic

group and 13.5 weeks(7.2-18 weeks) in the open reduction group.

2. The incider ce of lateral meniscus tear was $6%(9/16) in the arthroscopic reduction group and

29%(9/31) in the open reduction group.
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3. Flexion of at least 130° was obtained in 81%(13/16) of arthroscopic reduction group, while onty

58%(16/31) in the open reduction group.

Full extension was obtained in 93%(15/16) of arthroscopic reduction group, and in B3%(26/31)

in the open reduction group.

4. Complications occurred more frequently in the open reduction group than in the arthroscopic

reduction group.

Key Words : Tibial Plateau Fracture, Arthroscopic, Open reduction.
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Table 1. Class ication of tibial condyle fractures (by Schatzker)

Type Arthroscopic reduction group Open réduction group
I 4 25%) 8( 26%)
i 5( 31%) T 23%)
) 0 1{ 3%)
v 2( 13%) i 6%)
Vi 50 31%) 13( 42%)
Totat 16(100%) 31(100%)




Table 2. Associated soft tissue injuries in arthroscopic reduction group

Associated Injury I I W v v Number(%)
Fracture type

MCL 1 0 0 0 0 1{ 6%)
ACL+Lateral Meniscus 0 1 0 0 0 1{ 6%)
MCL+Lateral Meniscus 1 | 0 0 { 3 19%)
MCL+ACL+Lateral Meniscus 1 0 (] 0 0 1{ 6%)
Lateral Meniscus i 2 0 1 0 4 25%)
None 0 1 o I 4 6( 38%)
Total 4 5 0 2 5 16(100%)

*MCL;Medial Collateral Ligament

*ACL:Anterior Collaieral Ligament

Table 3. Associated soft lissue injuries in open reduction group
Associated Injur 1 3 N v v Number(%)

Fracture type

MCL I i 0] 0 0 2( 6%)
ACL 0 ! 0 0 0 1C 3%)
LCL ! 0 o 0 0 1( 3%)
MCL+ACL 1 0 0 0 I 20 6%)
MCL+Lateral Meniscus | t 0 0 I 3( 10%)
PCL4+LCL+Lateral Meniscus O 0 0 0 I I( 3%)
L.ateral Meniscus 1 1 0 1 2 50 16%)
No Injury 3 3 1 1 8 16{ 52%)
Total ] 7 2 13 31(100%)

*PCL;Posterior Cruciate Ligament
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Table 4. [llustration of 16 cases of tibia plateau fractures reduced under the control of arthroscopy

——

Case Sex/Age Causeof Fx. Schatzker Treatment of Fracture  Lateral Menscus Treatmentof
Type Injury Menscus
1 M/21  automobile T.A I cancellous screws x 2 radial tear at partial o
Bone graft posterior horn meniscectomy
peripheral tearat
2 M/60  pedestrian T.A I Bone graft at middle and 1° repair
posterior horn
3 F/80  pedestrian T.A ¥ cancellous screw x 2 longitudial tear No care
Bone graft at middle horn
peripheral tear at
4 F/67  pedestrian T.A || Bone graft anterior and 1° repair
middie horn
transverse tear at
3 F/21  pedestrian T.A || Bone graft middie and partial
posterior horn meniscectomy
transverse icar at
6 F/40  pedestrian T.A B cancellous screw x 2 middle and partial
Bone graft posterior horn meniscectomy
7 Fi56  passenger T.A K Bone graft No
8 M722  Bicycle Acc. | External fixateur No
9 F/51  passenger T.A ¥ Cancellous screwsx 2 No
10 M/38 slip down ] Bone graft horizontal tear at partial
middle horn meniscectomy
3 M/40  pedestrian T.A Wl cancellous screw x 2 transverse tear at partial
Bone graft posterior horn meniscectomy
12 M/50  pedestrian T.A | plate and screws No
Bone graft
13 F/23  pedestrian T.A i Cancellous screw No
and washer
14 M/45 autoby T.A Vi plate and screws No
Bone graft
15 F/63  pedestrian T.A i cancellous screwsx 1 peripheral tear at 1 repair
Bone graft anterior horn
16 F/40  pedestrian T.A i cancellous screws x 2 No
Bone graft
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Fig. 1. Preoperative X-ray of 21-year-old male showing
cleavage combined with depression, Schatzker
type B.

Fig. 2. Depressed articular surface has been restored by
one screw and washer with bone grafi.

Fig. 3. One year after operation, there is complete bony
union with good articular surface reduction
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Fig. 4. Arthroscopic view of lateral plateau fracture
before reduction

Fig. 5. Post-reduction
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Fig. 6. Post-meniscectomy state
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