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A Clinical Study of Knee Joint Fractures

Chung, In Hee M.D., Kang, Eung Shick M.D., Kwon; Soon Woun M.D,

Department of Orthopedic Surgery, Yonsei University College of Medicine, Seoul

The knee joint is the largest weight bearing joint. Knee joint fractures involve the articular
surface and damage the surrounding soft tissues, and permanent deformities, especially joint stiff-
ness, instability of the knee joint, post-traumatic arthritis, etc, may ensue following treatment.
Many authors have recommended various methods of treatment for these fractures. This study is to
present 77 cases of knee joint fractures which were treated at Severance Hospital from January
1965 to December 1974.

The results of clinical study were as follows:

1. The causes of injury were traffic accident(75,3%), falling(15.6%) and direct blow(9. 1%).

2. There were 63 males and 14 females in the series.

3. Age span was generally 10~40 years.

4, Among the 77 cases, 42 were femoral condylar fractures, 28 were tibial condylar fractures,
and 7 were tibial spine fractures.

5. In femoral condylar fractures, 27 cases were treated by conservative method and 13 cases
underwent open reduction, and the clinical end results were satisfactory in 79, 2% by conservative
method and 54.5% by operative treatment.

6. In tibial condylar fractures, 14 cases were treated by conservative ‘method and 12 cases by
operation. Satisfactory results were obtained in 66.7% by conservative treatment and in 72.7% by

operation.
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HM1B Age and Sex distribution

Femoral condyle

Tibial cdndyle & spine

Age Sex Male | Female Total ‘ % Male Female Total %
under 10 9 2 11 26.2 0 0 0
11~20 9 1 10 23.8 _ 3 2 14.4
21~30 4 1 5 ©11.9 2 5 7 20
31~40 8 0 8 19 10 2 12 34.4
41~50 4 0 4 9.5 7 0 7 20
51~60 2 1 3 7.2 1 0 1 2.8
61~70 1 0 1 2.4 2 0 2 5.6
Over 71 0 0 0 0 1 0 1 2.8
Total 37 5 42 100 26 9 - 35 100
% 88.1 1.9 100 74.3 2.7 100
v H| 3B Classification of Femoral condyle Fracture
BTl A Cases %
1 de % oy B2y Medial condyle 9 . 21.’4
7% YA 639 (8L8%), 4 LUH(18.2%)0 s  Latera CZ”;‘YI" 5 11.9
W dsred, ddgE 04 dsie de 4y wwmend “ -
orona -
o gk (E D. :
Epiphysis 5 11.9
2.8 9o
Total . 42 100
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A2HE Causes of I;xjufy

Femoral condyle Tibial condyl! & spine

Causes ' Cases % 5 FC_.a=s‘esv %
Traffic 32 76.2 26 74.3
Fall down 5 11.9 7 20
Direct trauma 5 11.9 2 5.7
Total 2 10 . 35 100
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H 4 H Classification of Supracondylar Fracture of

Femur
o Cases :

Typ\ Cases %
Type I .. 6 27.3
Type T-A 6 27.3
Type I -B 6 27.3
Type 1 4 18.1

Total 22 100
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R 58 Classification of Femoral Epiphysis Iniﬁry

N Cases %
Type 1 1 20
Type 1 2 40
Type I 0 1
Type ¥ 0 0
‘Type V 2 10

Total 5 100
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‘8l 6 B Classification and distribution of Tibial
condylar Fracture

Medial Lateral

Type\ condyle condyle Bicondyle Total % B
I 1 3 0 4 14.3
K 1 3 0 4 14.3
B 1 7 0 8 28.6
¥ 4 0 1 5 17.8
y 0 1 0 1 3.6
' 0 0 6 6 2L4

Total 7 ' 14 7 28
% 25 50 25 100
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H7H Soft Tissue Injury

- Femoral condyle Tibial condyle Tibial spine Total
Rupture of Ant. Cruciate Lig. 3 4 3 10
Rupture of Med. Coll. Lig. 3 3 1 7
Rupture of Lat. Meniscus 0 6 0 6
Rupture of Med. Meniscus 2 2 0 4
Rupture of Post Cruciate. Lig. 0 -3 0 3
; Rupture of Lat Coll. Lig. 2 0 0 -2
Peroneal nerve injury 2 2 0 e
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Xl 8 B Result after Treatment

;l;zgf m%fnt Acceptable Unacceptable

Femoral Operative 6(54.5%) 5(45.5%)
condyle Conservative 19(79.2%)  5(20.8%)
Tibial Operative 8(72.7%) - 3(27.3%)
cendyle  Copeervative 6(66.7%)  3(33.3%)
Tibial spine Operative ' }50° %) © 1050 %)
Conservative ‘1(33.3%) - 2(66.7%)
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®H 9 H Complications

Femoral Tibial

condyle condyle
Infection 6 3
Nerve injury 2 2
Shock 3 3
Bed sore 1 1
Delayed union(16 week over) 3 2
Pellegrini-Stieda’s disease 0 2
Others 3 2
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a. Type I : Minimal displacement
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b. Type I-A : Medial displacement of condyle
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c. Type §-B: Lateral displacement of condyle
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d. Type H : Conjoined supracondylar & shaft
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Fig. 1. Classification of supracondylar fracture(Neer. 1967).
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Type 1
(Undisplaced)

U

\ {

(Total dpressxon)

Type 1
(Central depression)

Type V
(Split)

~ Type K
(Split depression)

Ay
il

(Communited upper end of the tibia)

Fig. 2. Classification of the fracture of tibial condyle(Hohl & Luck, 1967).
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