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Abstract
Purposes  The aim of this study was to assess the relationship between injury mechanism–based fracture patterns and patient-
reported outcome as well as conversion rate to total knee arthroplasty (TKA) at follow-up.
Methods  A multicenter cross-sectional study was performed including 1039 patients treated for a tibial plateau fracture 
between 2003 and 2019. At a mean follow-up of 5.8 ± 3.7 years, patients completed the Knee injury and Osteoarthritis Out-
come Score (KOOS) questionnaire. For all patients, the injury force mechanism was defined based on CT images. Analysis 
of variance (ANOVA) was used to assess the relationship between different injury mechanisms and functional recovery. Cox 
regression was performed to assess the association with an increased risk on conversion to TKA.
Results  A total of 378 (36%) patients suffered valgus-flexion, 305 (29%) valgus-extension, 122 (12%) valgus-hyperextension, 
110 (11%) varus-flexion, 58 (6%) varus-hyperextension, and 66 (6%) varus-extension injuries. ANOVA showed significant 
different KOOS values between injury fracture patterns in all subscales (P < 0.01). Varus-flexion injuries had the lowest 
average KOOS scores (symptoms 65; pain 67; ADL 72; sport 35; QoL 48). Varus-flexion mechanism was associated with 
an increased risk on a TKA (HR 1.8; P = 0.03) whereas valgus-extension mechanism was associated with a reduced risk on 
a TKA (HR 0.5; P = 0.012) as compared to all other mechanisms.
Conclusion  Tibial plateau fracture patterns based on injury force mechanisms are associated with clinical outcome. Varus-
flexion injuries have a worse prognosis in terms of patient-reported outcome and conversion rate to TKA at follow-up. 
Valgus-extension injuries have least risk on conversion to TKA.
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Introduction

Tibial plateau fractures are one of the most challenging 
intra-articular fractures to treat due to complex fracture 
morphology [1, 2]. These fractures result from a varus or 
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valgus load along with or without an axial load on the tibial 
plateau [3, 4]. Depending on the exact injury mechanism and 
the position of the knee, the resulting fracture patterns vary 
from simple split fractures to complex multi-fragmentary 
fractures of lateral, medial, or bicondylar types [1, 5, 6].

Both the revisited Schatzker and the three-column clas-
sification emphasized the importance of the injury mecha-
nisms causing a tibial plateau fracture [7, 8]. Both classifica-
tions included the assessment of these mechanisms in four 
dimensions (varus, valgus, flexion, and extension) in order 
to guide surgical fixation. In addition, the hyperextension 
injury mechanism has been reported as a unique fracture 
mechanism [4, 9], which resulted in a total of six different 
unique tibial plateau injury mechanisms: valgus-flexion, val-
gus-extension, valgus-hyperextension, varus-flexion, varus-
extension, and varus-hyperextension. Xie et al. recently 
introduced a method to assess the relationship between these 
different injury force mechanisms and fracture patterns [4]. 
This study demonstrated that those injury force mechanisms 
— represented by those unique fracture patterns — predict 
associated soft tissue injuries. Besides the descriptive nature 
of these mechanisms, these specific injury patterns may have 
predictive value on the patient’s recovery over time. Even 
though Xie et al. identified distinct mechanism-associated 
3-dimensional pattern characteristics, these well-established 
mechanisms — which are incorporated in the current clas-
sification mechanisms — have never been associated with 
functional recovery [4].

In this study, we aim to assess the relationship between 
the different unique tibial plateau injury mechanisms and the 
functional recovery at follow-up. We posed the following 
research questions: (1) Is the type of injury force mechanism 
which causes a tibial plateau fracture predictive for patient-
reported functional outcome at follow-up? (2) What is the 
association between the type of injury force mechanism and 
the risk on conversion to total knee arthroplasty (TKA) at 
follow-up?

Methods

A multicenter cross-sectional study was performed includ-
ing all patients who have been treated for a tibial plateau 
fracture in five trauma centers (University Medical Center 
Groningen, Martini Hospital, Isala Hospital, Gelre Hospital, 
and KU Leuven University Hospitals) between January 2003 
and December 2019. Patients were eligible for inclusion 
based upon the availability of a preoperative (diagnostic) 
CT scan of the injured knee. Patients with a follow-up of less 
than 1 year, age < 18 years, pathological fractures, isolated 
tibial eminence fractures, or those with a complicated frac-
ture requiring amputation of the affected leg were excluded. 
Patients’ demographics were retrieved from the electronic 

records. All patients were verified whether they were still 
alive according to the national population registry. All eli-
gible patients were approached by posted mail, asked for 
informed consent, and asked to complete validated patient-
reported outcome measures. Written informed consent was 
obtained from all participants.

Fracture injury mechanism assessment

Fracture injury mechanism was assessed in consensus of two 
independent observers. Any disagreements were solved dur-
ing a consensus meeting with a third observer. Assessments 
were performed on the 2D CT slices using the Mimics Medi-
cal software package (Version 23.0, Materialise, Leuven, 
Belgium) according to the method described by Xie et al. 
[4]. Additionally, the injury mechanism was verified on a 
3D reconstruction of the fracture. This reconstruction was 
obtained following a segmentation process in which a preset 
bone threshold (Hounsfield unit ≥ 226) was used combined 
with the “region growing” function in order to remove the 
femur bone. Figure 1 illustrates the fracture injury mecha-
nism assessment.

Patient‑reported outcomes

All eligible patients were approached by posted mail and 
asked to complete the standardized Knee injury and Osteo-
arthritis Outcome Score (KOOS) questionnaire [10]. Addi-
tionally, patients were asked whether they received a total 
knee prothesis. The KOOS is a validated questionnaire 
consisting of five subscales: pain, symptoms, activities of 
daily living (ADL), function in sport and recreation (sport), 
and knee related quality of life (QoL). A normalized score 
was calculated for each subscale. Scores of the subscales 
are calculated by summing up the individual items (e.g., 
questions) and transforming scores on a range from 0 to 
100, with higher scores indicating better function. In addi-
tion, the patients were also asked whether they underwent 
conversion to TKA.

Statistical analysis

IBM SPSS software, version 23.0 for Windows (IBM 
Corporation, Chicago, IL, USA), was used for statistical 
analysis. Continuous variables ware presented as mean and 
standard deviation (SD) for normally distributed data and 
median and interquartile range (IQR) if not normally dis-
tributed. Descriptive statistics were used to describe the 
study population. The study population was divided into 
groups based on the injury mechanism, after which analy-
sis of variance (ANOVA) was used to assess differences 
between the groups in terms of functional outcome. Cox 
regression was performed to assess the risk on conversion 
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to a TKA. In this analysis, we corrected for other factors 
(age, sex, smoking, and BMI) which are potential con-
founders for the risk of conversion to a TKA. A P-value 
of less than 0.05 was considered statistically significant.

Ethical approval

The institutional review board of all centers approved 
the study procedures, and the research was performed 
in accordance with the relevant guidelines and regula-
tions. This study is reported following the Strengthening 
the Reporting of Observational Studies in Epidemiology 
(STROBE) reporting guideline [11].

Source of funding

There was no external funding source for this study.

Results

A total of 2331 patients were treated for a tibial plateau 
fracture between 2003 and 2019, of which 61 had and 
isolated tibial eminence avulsions (e.g., cruciate liga-
ment injuries), 115 were aged < 18 years, 191 had died 
at follow-up, 82 had co-existing conditions complicat-
ing outcome measurement (e.g., Parkinson, paralysis), 
4 had an amputation, 13 had no knowledge of the Dutch 
language, and 53 had an unknown address or were lost 
at follow-up, leaving 1750 patients eligible for follow-
up analysis. All patients were approached by posted 
mail, from which 1039 responded (response rate 59%) 
at a mean follow-up of 5.8 ± 3.7 years. The mean age 
was 53 ± 15 years and 32% (329) of patients were male. 
A total of 728 (70%) patients were treated operatively 
by using plate and/or screw osteosynthesis. Eventu-
ally, 111 (11%) patients underwent conversion to TKA 
during follow-up. Non-response analysis demonstrated 

Fig. 1   Fracture injury mechanism assessment. Fractures limiting 
to the lateral side or with an increased medial proximal tibial angle 
(MPTA) are considered caused by valgus impact (a) and fractures 
limited to the medial side or with decreased MPTA as varus impact 

(e). Fractures with a decreased tibial slope are considered as hyper-
extension (b, f), normal tibial slope as extension (c, g), and increased 
tibial slope as flexion (d, h)
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that non-responders were slightly younger (51 ± 18 vs. 
53 ± 15, P = 0.001), less often female (59% vs. 68%, 
P = 0.001), and less often treated surgically (56% vs. 
70%, P = 0.001) in comparison with responders.

Valgus mechanisms (805/1039, 77%) occurred more fre-
quently than varus (234/1039, 23%) mechanisms. A total of 
378 (36%) patients were classified as valgus-flexion, 305 
(29%) as valgus-extension, 122 (12%) as valgus-hyperexten-
sion, 110 (11%) as varus-flexion, 58 (6%) as varus-hyperex-
tension, and 66 (6%) as varus-extension. Table 1 describes 
patients demographics for each trauma mechanism.

Patient‑reported outcomes

The average KOOS score per KOOS subscale for each 
trauma mechanism is depicted in Fig. 2. ANOVA analy-
sis showed significant different KOOS values between 
injury mechanism groups in terms of all KOOS subscales 
(P < 0.001, Appendix). Tukey’s post hoc analysis showed 
that patients with a fracture caused by a varus-flexion injury 
had significantly worse KOOS subscales regarding symp-
toms (P ≤ 0.002), pain (P ≤ 0.007), sport (p ≤ 0.01), and QoL 
(P ≤ 0.026) as compared to all other mechanisms. In terms of 
ADL, varus-flexion was significantly worse as compared to 
all other subscales with exemption of valgus-hyperextension 
(P = 0.012).

Conversion to TKA

Kaplan–Meier survival analysis shows knee survival free of 
conversion to TKA in non-surgical treated patients of 97% 
at 2 years and 94% at 10 years. In surgically treated patients, 
2- and 10-year knee survival was 93% and 82%, respectively. 
When stratifying groups based on the injury force mecha-
nism, the 2-year knee survival (no conversion to TKA) was 
92% for valgus-flexion, 96% for valgus-extension, and 96% 
for valgus-hyperextension. For varus-flexion, extension, 
and hyperextension injuries, the 2-year knee survival was 
92%, 90%, and 95%, respectively. The 10-year knee survival 
was 84% for valgus-flexion, 91% for valgus-extension, 88% 
for valgus-hyperextension, 71% for varus-flexion, 86% for 
varus-extension, and 92% for varus-hyperextension (Figs. 3 
and 4).

Univariate analysis shows that the valgus-extension 
mechanism was associated with a reduced risk on a TKA 
(HR 0.6; P = 0.028), whereas the varus-flexion mechanism 
was associated with an increased risk on a TKA (HR 2.0; 
P = 0.003) as compared to the other mechanisms. After cor-
rection for age, sex, smoking, diabetes, and BMI, multivari-
ate analysis showed similar results with valgus-extension 
mechanism associated with a reduced risk (adj HR 0.5; 
P = 0.012) and varus-flexion with increased risk on a TKA 
(adj HR 1.8; P = 0.030) (Table 2).

Table 1   Patient characteristics

Valgus-flexion Valgus-extension Valgus-hyper-
extension

Varus-flexion Varus-extension Varus-hyperextension

Number of patients 378 (36%) 305 (29%) 122 (12%) 110 (11%) 58 (6%) 66 (6%)
Age (yrs) 54 ± 14 54 ± 15 51 ± 15 53 ± 17 55 ± 16 46 ± 14
Male 98 (65%) 100 (33%) 46 (38%) 33 (32%) 22 (38%) 30 (45%)
BMI (kg/m2) 26.2 ± 4.8 26.3 ± 4.7 25.4 ± 4.0 26.5 ± 4.5 26.6 ± 4.2 27.4 ± 5.5
Smoking 73 (19%) 68 (22%) 26 (21%) 22 (20%) 8 (14%) 13 (20%)
Diabetes 28 (7%) 28 (9%) 12 (10%) 6 (6%) 7 (12%) 3 (5%)
AO/OTA classification
  B1 20 (5%) 48 (16%) 5 (4%) 10 (9%) 17 (30%) 26 (39%)
  B2 109 (29%) 94 (31%) 22 (18%) 8 (7%) 9 (16%) 5 (8%)
  B3 167 (44%) 148 (48%) 80 (66%) 38 (34%) 19 (32%) 15 (22%)
  C1 12 (3%) 1 (0%) 6 (5%) 4 (4%) 6 (10%) 7 (11%)
  C2 2 (1%) 3 (1%) 3 (2%) 2 (2%) 0 (0%) 6 (9%)
  C3 68 (18%) 11 (4%) 6 (5%) 48 (44%) 7 (12%) 7 (11%)

Treatment
  Non-operative 117 (31%) 94 (31%) 14 (11%) 25 (22%) 32 (55%) 29 (44%)
  Screw osteosynthesis 38 (10%) 65 (21%) 13 (11%) 2 (2%) 3 (5%) 8 (12%)
  Plate osteosynthesis 223 (59%) 146 (48%) 95 (78%) 83 (76%) 23 (40%) 29 (44%)
  Conversion to TKA 46 (12%) 22 (7%) 11 (9%) 20 (18%) 8 (14%) 4 (6%)
  Follow-up (yrs) 5.6 ± 3.6 6.1 ± 3.9 5.6 ± 3.6 5.3 ± 3.3 5.9 ± 3.9 6.6 ± 4.2
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Why injury force mechanisms affect clinical outcome

A subanalysis was performed to assess the role of revision 
surgeries as potential explanation for the identified varia-
tions in clinical outcomes among different injury mecha-
nisms. Varus-flexion injuries are associated with substan-
tial rates of revision surgery as a result of fracture-related 
infections (13%), residual displacement (8%), or meniscal/
ligamentous repairs (7%) as compared to the other injury 
mechanisms. Table 3 presents rates of revision surgery 

pertaining to different injury mechanisms in tibial plateau 
fracture surgery.

Discussion

Tibial plateau fracture morphologies based on six differ-
ent injury force mechanisms, each with its own associated 
distinct fracture characteristics and soft tissue involve-
ment, have been introduced [4]. To our knowledge, this is 

Fig. 2   The average KOOS 
values for each of the KOOS 
subscales, representing func-
tional outcome, are displayed 
for 944 patients with a tibial 
plateau fracture divided into six 
subgroups based on the injury 
fracture mechanism

Fig. 3   Native knee survival free 
from conversion to total knee 
arthroplasty stratified by valgus 
injury mechanisms (log rank, 
P = 0.010)
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the first large multicenter study which relates these spe-
cific injury mechanisms to patients’ functional recovery 
in terms of patient-reported outcome and conversion to 
TKA. Our results show that especially fractures caused by a 

varus-flexion force have worse prognosis as compared to the 
other mechanisms regarding both patient-reported outcome 
and risk on conversion to TKA. On the contrary, fractures 
caused by a valgus-extension mechanism are associated 

Fig. 4   Native knee survival free 
from conversion to total knee 
arthroplasty stratified by varus 
injury mechanisms (log rank, 
P = 0.075)

Table 2   Multivariate analysis of 
the association of injury force 
mechanisms with the conversion 
to TKA

+ The patients who had a different injury force mechanism as the injury mechanism of interest served as the 
reference group
† Adjusted for age, sex, smoking, diabetes, and BMI
* Significant

Injury mechanism+ Unadjusted hazard ratio 
(95% CI)

P-value Adjusted hazard ratio† 
(95% CI)

P-value

Valgus-flexion 1.2 (0.8–1.8) 0.333 1.4 (0.9–2.1) 0.105
Valgus-extension 0.6 (0.3–0.9) 0.028* 0.5 (0.3–0.9) 0.012*
Valgus-hyperextension 0.8 (0.4–1.5) 0.777 0.9 (0.5–1.7) 0.750
Varus-flexion 2.0 (1.3–3.3) 0.003* 1.8 (1.1–3.1) 0.030*
Varus-extension 1.3 (0.7–2.8) 0.428 0.8 (0.3–2.0) 0.672
Varus-hyperextension 0.6 (0.2–1.5) 0.246 0.9 (0.3–2.5) 0.847

Table 3   Revision surgery associated with different injury force mechanisms in tibial plateau fracture surgery

* As percentage of patients treated operatively

Valgus-flexion Valgus-extension Valgus-
hyperexten-
sion

Varus-flexion Varus-extension Varus-
hyperex-
tension

Number of patients 378 (36%) 305 (29%) 122 (12%) 110 (11%) 58 (6%) 66 (6%)
Operative treatment 261 (67%) 211 (69%) 108 (89%) 85 (77%) 26 (45%) 37 (56%)
Revision surgery

  Reoperation for fracture-related infection* 15 (6%) 4 (2%) 1 (1%) 11 (13%) 0 (0%) 0 (0%)
  Revision surgery for residual displacement 7 (2%) 2 (1%) 3 (3%) 9 (8%) 0 (0%) 0 (0%)
  Reoperation for meniscal or ligamentous 

repair
8 (2%) 4 (1%) 1 (1%) 8 (7%) 1 (2%) 4 (6%)
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with reduced risk on a TKA as compared to the other injury 
mechanisms.

In the recently updated versions of the Schatzker and 
three-column classification methods, more focus is directed 
on mechanisms of injury which result in different fracture 
patterns [7, 8]. In these classifications, identifying the posi-
tion of the knee (flexion/extension) and the deforming force 
(varus/valgus) guides the surgeon in the preoperative plan-
ning and surgical stabilization of the fracture [7, 8]. The 
results of our study add knowledge regarding the conse-
quences of these mechanisms on patients’ prognosis. There-
fore, increasing knowledge about the injury mechanism and 
the corresponding fracture morphology could aid in provid-
ing the patient information regarding his or her expected 
functional recovery.

The results of this study indicate that especially the 
varus-flexion mechanism results in worse patient-reported 
outcomes as compared to other mechanisms of injury. These 
fractures are caused by a varus force, with the knee in a 
flexion position. Therefore, these fractures usually involve 
the medial and posterior part of the tibial plateau. Recently, 
van den Berg et al. showed that especially fractures with 
posterior involvement as well as sagittal malalignment were 
associated with poor outcomes [12, 13]. It is believed that 
fractures of the medial plateau usually require more force 
and are therefore often not only limited to the medial com-
partment. This is confirmed by Xie et al. who describe that 
varus-flexion fractures are associated with posterolateral 
articular comminution and anterior cruciate ligament avul-
sion [4]. The combination of a medial fracture with poste-
rolateral comminution and associated ligamental damage in 
fractures caused by a varus-flexion trauma might explain the 
worse clinical outcome. This is supported by our subanaly-
sis which showed that patients who had a fracture caused 
by a varus-flexion injury required more often reoperations 
for meniscal or ligamentous repair, residual displacement, 
and fracture-related infections as compared to other mecha-
nisms of injury. Therefore, fractures caused by a varus-flex-
ion trauma might especially benefit from an extensive 3D 
surgical planning which could potentially improve surgical 
outcomes [14]. Moreover, valgus traumas are associated 
with medial collateral ligament (MCL) sprains which are 
relatively forgiving, whereas varus traumas are associated 
with (postero)lateral ligamental injuries which are often 
underestimated and could affect outcome negatively [15].

Tibial plateau fractures could result in severe post-trau-
matic osteoarthritis or ligamentous instability needing even-
tually conversion to total knee arthroplasty. This study shows 
that patients with a fracture caused by a flexion injury mech-
anism are more likely to receive a TKA as compared to the 
other injury mechanisms. Varus-flexion mechanisms appear 
to be almost two times more likely to undergo conversion to 
a TKA compared to the other injury mechanisms (adj HR 

1.8, 95% CI, 1.1–3.1). Also, the valgus-flexion mechanism 
showed a trend towards an increased risk of conversion to 
TKA (adj HR 1.4, 95% CI, 0.9–2.1). This increased risk in 
fractures caused by a flexion force could be explained by the 
involvement of the posterior part of the tibial plateau as well 
as the relatively high incidence of C3 fractures. Our findings 
are in line with recent research, indicating that inadequate 
alignment of the sagittal tibial axis is strongly associated 
with conversion to TKA [16]. On the contrary, the valgus-
extension mechanism was associated with a reduced risk 
on conversion to a TKA compared to other groups (adj HR 
0.5, 95% CI, 0.3–0.9). This reduced risk could be explained 
by the fact that these fractures are mainly limited to the lat-
eral compartment of the tibial plateau and usually consist of 
solely a central depression and/or pure split fragment [4].

This study has a few limitations which need to be 
addressed. First, we acknowledge that selection bias is 
inherent to a cross-sectional study design caused by loss 
to follow-up and non-response. Non-response analysis 
demonstrates that non-responders were on average 2 years 
younger and more often female. Yet, the small difference 
in age and gender is not expected to affect the generaliz-
ability of our results. Interestingly, when comparing our 
patient group with the patients described by Xie et al., 
our population has a higher proportion of females and 
less fractures caused by a varus force. This may be due 
to demographic and cultural differences between western 
Europe and China. Second, our research solely focusses on 
the relationship between the injury force mechanism and 
patient-reported outcome as well as conversion to TKA. 
For future research, a more detailed comparison between 
injury force mechanisms regarding both the fractures’ loca-
tion and initial displacement of tibial plateau fractures and 
of postoperative reduction based on two-dimensional CT 
slices and even more advanced three-dimensional imag-
ing techniques would be helpful to further elucidate fac-
tors that affect prognosis. [17, 18]. Third, our subanalysis 
demonstrated some differences in reoperations due to soft 
tissue injuries between injury mechanisms. Although, the 
true level of concomitant ligamental and meniscal damage 
presented at the time of injury is still matter of debate. 
A recent review indicated that at least one ligamental or 
meniscal lesion is present in 93% of patients with tibial 
plateau fractures [19]. This again emphasizes the impor-
tance of a full assessment of concomitant soft tissue inju-
ries in especially tibial plateau fractures with posterolateral 
involvement caused by varus-flexion mechanisms [20]. A 
preoperative MRI could therefore be useful in selected 
cases and contribute to decision-making regarding treat-
ment strategies. In addition, a preoperative MRI could help 
to quantify the condition of the cartilage and the extent 
of preexisting osteoarthritis. We envision for the future 
to tibial plateau fracture management a three-dimensional 
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diagnostic workup in which fracture characteristics and a 
full soft tissue assessment will be combined [17].

In conclusion, this large multicenter study demon-
strated that tibial plateau fracture morphology based on 
injury force mechanism is predictive for patient-reported 
outcome and conversion to total knee arthroplasty. This 
study showed that in particular fractures caused by a 

varus-flexion force have a worse prognosis, whereas frac-
tures caused by a valgus-extension force have less risk on 
conversion to a TKA. These findings can help in patient 
counselling, identifying patients who might benefit from 
advanced preoperative workup (i.e., MRI/3D surgical plan-
ning), and estimating prognosis in the management of com-
plex tibial plateau fractures.

Appendix

Author contribution  This study represents a great deal of effort, 
resources, and dedication of the authors. All the authors have contrib-
uted materially to the elements below:

Conceptualization: NA, TV, HH, FIJ.
Methodology: NA, TV, HH, FIJ.
Formal analysis and investigation: NA, TV, EB, SH, JB.
Writing — original draft preparation: NA, FIJ.
Writing — review and editing: NA, TV, EB, SH, JB, HH, FIJ.
Funding acquisition: -
Resources: FIJ.
Supervision: FIJ.

Data availability  Not applicable.

Code availability  Not applicable.

Declarations 

Competing interests  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Molenaars RJ, Mellema JJ, Doornberg JN, Kloen P. Tibial pla-
teau fracture characteristics: computed tomography mapping 
of lateral, medial, and bicondylar fractures. J Bone Jt Surg. 
2015;97(18);1512–20. LWW.

	 2.	 Barei DP, O’Mara TJ, Taitsman LA, Dunbar RP, Nork SE. Fre-
quency and fracture morphology of the posteromedial fragment 
in bicondylar tibial plateau fracture patterns. J Orthop Trauma. 
2008;22(3):176–82 LWW.

	 3.	 Zhang BB, Sun H, Zhan Y, He QF, Zhu Y, Wang YK, et al. 
Reliability and repeatability of tibial plateau fracture assess-
ment with an injury mechanism-based concept. Bone Joint Res. 
2019;8(8):357–66 The British Editorial Society of Bone and 
Joint Surgery London.

	 4.	 Xie X, Zhan Y, Wang Y, Lucas JF, Zhang Y, Luo C. Compara-
tive analysis of mechanism-associated 3-dimensional tibial pla-
teau fracture patterns. JBJS. 2020;102(5):410–8 LWW.

	 5.	 Yao X, Zhou K, Lv B, Wang L, Xie J, Fu X, et al. 3D mapping 
and classification of tibial plateau fractures. Bone Joint Res. 
2020;9(6):258–67 The British Editorial Society of Bone and 
Joint Surgery London.

	 6.	 Hua K, Jiang X, Zha Y, Chen C, Zhang B, Mao Y. Retrospec-
tive analysis of 514 cases of tibial plateau fractures based on 
morphology and injury mechanism. J Orthop Surg Res BioMed 
Central. 2019;14(1):1–10.

	 7.	 Kfuri M, Schatzker J. Revisiting the Schatzker classification of 
tibial plateau fractures. Injury. 2018;49(12):2252–63 Elsevier.

	 8.	 Wang Y, Luo C, Zhu Y, Zhai Q, Zhan Y, Qiu W, et al. Updated 
three-column concept in surgical treatment for tibial plateau 
fractures - a prospective cohort study of 287 patients. Injury. 
2016;47(7);1488–96. Elsevier.

Table 4   Injury mechanisms correlated with patient-reported outcome

*Significant

Valgus-flexion Valgus-extension Valgus-hyperexten-
sion

Varus-flexion Varus-extension Varus-hyperexten- 
sion

P-value

No. of fractures 378 305 122 110 58 66
KOOS symptoms 76.8 ± 21.5 78.2 ± 20.7 75.7 ± 22.5 65.0 ± 21.9 80.9 ± 22.1 80.8 ± 18.0  < 0.001*
KOOS pain 78.9 ± 21.9 79.1 ± 21.8 77.1 ± 22.5 67.0 ± 22.5 83.8 ± 19.4 82.9 ± 19.7  < 0.001*
KOOS ADL 80.0 ± 21.9 80.8 ± 21.2 79.1 ± 22.2 71.7 ± 22.5 83.0 ± 22.8 86.7 ± 16.8  < 0.001*
KOOS sport 48.4 ± 35.4 51.4 ± 34 50.7 ± 36.5 34.6 ± 29.1 54.5 ± 38.3 53.7 ± 32.8  < 0.001*
KOOS quality of 

life
61.2 ± 28.9 60.9 ± 28.8 60.3 ± 29.5 47.8 ± 24.7 68.2 ± 28.1 63.2 ± 26.1  < 0.001*

Table 4

http://creativecommons.org/licenses/by/4.0/


Tibial plateau fracture morphology based on injury force mechanism is predictive for…

	 9.	 Gonzalez LJ, Lott A, Konda S, Egol KA. The hyperextension 
tibial plateau fracture pattern: a predictor of poor outcome. J 
Orthop Trauma. 2017;31(11):e369–74 LWW.

	10.	 De GIB, Favejee MM, Reijman M, Verhaar JAN, Terwee CB. 
The Dutch version of the Knee Injury and Osteoarthritis Out-
come Score: a validation study. Health Qual Life Outcomes. 
2008;6(1):1–11 Springer.

	11.	 Von EE, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Van-
denbroucke JP. The Strengthening the Reporting of Observa-
tional Studies in Epidemiology (STROBE) statement: guide-
lines for reporting observational studies. Bull World Health 
Organ. 2007;85:867–72 SciELO Public Health.

	12.	 Van Den BJ, Reul M, Nunes Cardozo M, Starovoyt A, Geus-
ens E, Nijs S, et al. Functional outcome of intra-articular tibial 
plateau fractures: the impact of posterior column fractures. Int 
Orthop. 2017;41:1865–73 Springer.

	13.	 Van den Berg J, De Boer AS, Assink N, Haveman R, Reul M, 
Link BC, et al. Trauma mechanism and patient reported out-
come in tibial plateau fractures with posterior involvement. 
Knee. 2021;30:41–50 Elsevier B.V.

	14.	 Assink N, Reininga IHF, Duis K ten, Doornberg JN, Hoekstra 
H, Kraeima J, et al. Does 3D-assisted surgery of tibial plateau 
fractures improve surgical and patient outcome? A systematic 
review of 1074 patients. Eur J Trauma Emergency Surg. 2021.

	15.	 Van den Berg JD, Quintens L, Zhan Y, Hoekstra H. Why address 
posterior tibial plateau fractures? Injury. 2020;51(12):2779–85 
Elsevier.

	16.	 Assink N, Moumni M El, Kraeima J, Bosma E, Nijveldt RJ, 
Helden SH van, et al. Radiographic predictors of conversion to 
total knee arthroplasty after tibial plateau fracture surgery: results 
in a large multicenter cohort. J Bone Jt Surg. 2023;105(16):1237–
45. LWW.

	17.	 Assink N, Kraeima J, Meesters AML, Moumni M El, Bosma E, 
Nijveldt RJ, et al. 3D assessment of initial fracture displacement 
of tibial plateau fractures is predictive for risk on conversion to 
total knee arthroplasty at long-term follow-up. Eur J Trauma 
Emerg Surg. 2022;49(2):867–74. Springer.

	18.	 Assink N, Kraeima J, Slump CH, ten Duis K, de Vries JPPM, 
Meesters AML, et al. Quantitative 3D measurements of tibial 
plateau fractures. Sci Rep. 2019;9(1):14395.

	19.	 Thürig G, Korthaus A, Frosch K-H, Krause M. The value of mag-
netic resonance imaging in the preoperative diagnosis of tibial 
plateau fractures: a systematic literature review. Eur J Trauma 
Emerg Surg. 2022; 49(2); 661–79. Springer.

	20.	 Hoekstra H, Krause M. The posterolateral dilemma. Knee. 
2023;42:413–4 Elsevier.


	Tibial plateau fracture morphology based on injury force mechanism is predictive for patient-reported outcome and conversion to total knee arthroplasty
	Abstract
	Purposes 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Fracture injury mechanism assessment
	Patient-reported outcomes
	Statistical analysis
	Ethical approval
	Source of funding

	Results
	Patient-reported outcomes
	Conversion to TKA
	Why injury force mechanisms affect clinical outcome

	Discussion
	Appendix
	References


