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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
Georgian and Russian materials). With computer-printed texts please enclose a CD carrying the same file titled
with Latin symbols.
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number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
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10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Introduction: Tibial plateau fractures (TPF) comprise 1%
of all fractures, despite their limited frequency, due to their
intraarticular nature they commonly result in significant
functional morbidity. Generally, younger, and middle-aged men
(64%) tend to have fractures as a result of high-energy trauma,
such as high-speed motor vehicle accidents or falls from a
considerable height, while older women have low-energy
fractures (35%). While there is growing evidence on the clinical
and radiological outcomes of surgical techniques, there remains
limited evidence on return to sport following TPF.

Aim of this retrospective study is to determine the sporting
abilities of patients after operative treatment of TPF.

Material and Method: 47 Patients (20 women, 27 men) who
underwent surgical treatment for a TPF were surveyed by a
questionnaire to determine their sporting activity were followed-
up a mean of 47.6 months (Min: 12, Max: 115). All the patients
fractures were systematically assessed using AO- Classification.

The Lysholm-Gillquist scores, IKDC Score, Injury -
Psychological Readiness to Return to Sport (I-PRRS) scales
and ACL-Return to Sport Injury Scale (ACL-RSI) were used to
assess clinical outcomes.

Results: All fractures united, and no revision surgeries were
required. There were no intraoperative complications. Mean
postoperative IKDC score was 75 (Min:13, Max: 100), mean
postoperative Lysholm score was 82 (Min: 5, Max: 100), mean
ACL-Return to Sport Injury Scale (ACL-RSI) was 66 (Min: 0,
Max: 100), Injury-Psychological Readiness to Return to Sport
Scale (I-PRRS-Scale) was 39 (Min: 0, Max: 80). 31/47 patients
were able to return to their former -sports- activity level, 8/47
did not achieve their former sports activity level before injury,
2/47 cases changed their kind of sport and 6/47 stopped sporting
activities.

Conclusion: Tibial plateau fractures -a severe injury- have
a great effect on patients in terms of quality and quantity of
sporting activity. Nevertheless, most of our surgical treated
patients were satisfied with the outcome with good values in the
Lysholm- score, I-PRRS- Scale, IKDC score and ACL-Return
to Sport Injury Scale.

Key words. Tibial plateau, Fracture, Surgery, Return to sports,
Physical activity.

Introduction.

Tibial plateau fractures (TPF) comprise 1% of all fractures,
despite their limited frequency, due to their intraarticular nature
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they commonly result in significant functional morbidity [1-
7]. Elsoe et al. showed that TPF have an incidence of 10.3
per 100 000 people annually, with AO type 41-B3 being the
most common type (35% of all TPF), followed by AO type 41-
C3 representing 17% of all TPF [1,5,8]. The various fracture
patterns range from undislocated split fractures and slightly or
severely displaced depression fractures to complex comminuted
fractures with severe destruction of the joint lines and cartilage
lesions [1,7,9,10]. Generally, younger, and middle-aged men
(64%) tend to have fractures as a result of high-energy trauma,
such as high-speed motor vehicle accidents or falls from a
considerable height, while older women have low-energy
fractures (35%). In elderly patients, TPF may also occur due
to a simple fall and low-energy trauma [1,11]. When treating
fractures of the tibial plateau, an accurate anatomic reduction
of the articular surface with rigid fixation is needed to allow for
early rehabilitation and range of motion exercises for cartilage
lubrication [12]. The goal of treating TPF is to obtain a stable
joint, enabling early mobilization of the knee [1]. Treatment of
such injuries is challenging. Previous studies showed that PTF
frequently results in residual pain, functional limitations, and
osteoarthritis (OA) [1,5]. Today, an increasing life expectancy
rate also results in increasing patient expectations concerning the
continued participation in sports and recreational activities [12].

Since the majority of patients sustaining TFP injuries
are relatively young and active, this can have devastating
consequences for their leisure or competitive involvement in
sports. Adequate physical

activity is important among all ages, and its health benefits
for both physical and emotional wellbeing have been well
established [6,10].

While there is growing evidence on the clinical and radiological
outcomes of surgical techniques, there remains limited evidence
on return to sport following TPF [4,6,7,10,12-14].

Aim of this retrospective study is to determine the sporting
abilities of patients after operative treatment of TPF and answer
the question whether different fracture patterns lead to different
times of return to sport.

Materials and Methods.

Institutional review board approval was obtained before the
initiation of this retrospective study. 47 Patients (20 women,
27 men) who underwent surgical treatment for a TPF were
surveyed by a questionnaire to determine their sporting activity
were followed- up a mean of 47.6 months (Min: 12, Max: 115).
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Inclusion criteria were operatively treated TPF in patients with
closed epiphyseal cartilage with a minimum follow-up of 12
months in a single trauma speciality center [10]. Exclusion
criteria were non-articular fractures, bilateral fractures, patients
with accompanying injuries in the same extremity, pathologic
fractures, deceased patients, psychosis or addictive disorder,
handicapped/walking disability before the tibial plateau fracture
and patients missing CT scan preoperatively.

All the patients’ fractures were systematically assessed using
AO classification [15]. Analysis was based on standard antero-
posterior and lateral radiographs of the knee and a CT scan
with axial, sagittal, coronal and 3D reconstruction. Operation
technique, implants and the use of bony transplants or bone
substitution was documented. In all cases arthroscopic assisted
osteosynthesis was performed.

The questionnaire also inquired about the patient’s use of any
pain medication during sports activity (regularly, occasionally,
never), time to return to “normal activities” and return to sports
and use of assistive equipment. We asked the patients for a
subjective limited range of the motion of the affected knee prior
accident, one year after surgery and latest follow-up.

Recorded complications were categorized as fracture-related
infection, non-union and reintervention.

The Lysholm-Gillquist scores [16], IKDC Score [17], Injury
- Psychological Readiness to Return to Sport (I-PRRS) scales
[18] and ACL-Return to Sport Injury Scale (ACL-RSI) [19]
were used to assess clinical outcomes.

The Lysholm Gillquist score is a patient-reported instrument
that consists of subscales for pain, instability, locking, swelling,
limp, stair climbing, squatting, and the need for support.
Scores range from 0 (worse disability) to 100 (less disability)
and is used for evaluating outcomes of knee ligament surgery,
particularly for symptoms related to instability.

The IKDC score is a patient-completed tool, which contains
sections on knee symptoms (7 items), function (2 items), and
sports activities (2 items). Scores range from 0 points (lowest
level of function or highest level of symptoms) to 100 points
(highest level of function and lowest level of symptoms) and is
used to assess patients with a variety of knee disorders including
ligamentous and meniscal injuries as well as patellofemoral
pain and osteoarthritis.

The Injury Psychological Readiness to Return to Sport
(I-PRRS) scale is a 6-item scale that measures the psychological
readiness of injured athletes to return to sport.

The ACL - Return to Sport after Injury (ACL-RSI) scale was
developed in order to measure athletes’ emotion, confidence,
and risk appraisal when returning to sports after an ACL
injury and/or reconstructive surgery. The survey consists of 12
items that are graded on a visual analogue scale from 0 points
(extremely negative psychological responses) to 100 points (no
negative psychological responses).

All above mentioned scales are used to assess return to sport
following tibial head fractures in literature.

We asked for sports frequency (0-7 sessions per week),
duration of sports activities (hours per week: <lh, 1-5h >5 h),
and the patient’s level of sports (recreational, competitive, elite)
prior fracture and at latest follow-up.

Additional we asked for achievement of previous sports
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activities, partial achievement of previous sports activities,
abandonment of sports activities or change of sports activities.

Mann-Whitney U test was used for statistical analysis. All
statistics were performed with SPSS (IBM SPSS Statistics for
Windows, version 24.0), and alpha was set at P <0.05 to declare
significance.

Results.

The study cohort comprised 27 men and 20 women, with an
unequal side distribution of involved knees (21 right and 26 left).
Mean age at time of surgery was 52,5 years (Min: 21, Max:73).

The average postoperative follow-up was 47.6 months (Min:
12, Max: 115).

Of the 47 patients, 9 (20%) were injured after a fall from a
standing height, 35 (74%) were injured after a fall of more
substantial height and 3 (6%) were injured during sports
participation.

According to patients’ information there were no limitations
in range of motion (ROM) before the injury in 45 cases, slight
limitation in ROM in one case and severe limitation in ROM in
one case.

At latest follow-up 20 patients (43%) stated identical ROM in
comparison to situation prior injury. 20 patients (43%) stated
slight reduction of ROM and 7 patients (14%) suffered from
severe limitation of ROM of the affected knee.

Sporting activities were possible 6 months after surgery with
orthopedic devices like orthosis in 28 cases, 1 year after surgery
orthosis were used in another 11 cases, at latest follow-up 2
patients used orthosis when performing sports.

All fractures united, and no revision surgeries were required.
There were no intraoperative complications.

According to AO classification 1 fracture belonged to A3, 9 to
B1,7to B2, 12to B3,1 to C1, 4 to C2 and 13 to C3 type (Figure 1).

B2
15%

Figure 1. Tibial plateau fracture type according to AO classification
[29].

Bony defects were filled in 21/ 47 cases, calcium phosphate
bone substitute was used to fill the defect in 17 cases, autologous
spongiosa graft was used in 4 cases.

An angle-stable, anatomically shaped lateral tibial head plate
was used in 42 cases, in 2 cases simple srews were used for
osteosynthesis. Double plate osteosynthesis was used in 3 cases.

Mean postoperative IKDC score was 75 (Min:13, Max: 100),
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mean postoperative Lysholm score was 82 (Min: 5, Max: 100),
mean ACL-Return to Sport Injury Scale (ACL-RSI) was 66
(Min: 0, Max: 100), Injury-Psychological Readiness to Return
to Sport Scale (I-PRRS-Scale) was 39 (Min: 0, Max: 80).

31/47 (66%) patients were able to return to their former -sports-
activity level, 8/47 (17%) did not achieve their former sports
activity level before injury, 2/47 (4%) cases changed their form
of sport and 6/47 (13%) stopped sporting activities. The patients
who stopped performing sports belonged to B3 fracture type in
3 cases and C2 fracture type in 1 case and C3 fracture type in
2 cases.

A fracture type is extraarticular TPF. B and C fracture types are
intraarticular TPF. We compared the group of B and C fracture
types. The median time of return to sport was 12 months (min:6,
max: 24) in group C fractures and 7.7 months (min: 6, max: 24)
in group B fractures (p < 0.05).

At latest follow- up 10 patients did not perform any sports. 15
performed sporting activities < 1 hour per week, 21 performed
sporting activities 1 - 5 hours per week, 1 patient performed
sports > 5 hours per week.

9 (19%) patients take regular pain killers to be able to perform
sports, 15 (32%) patients take occasionally pain killers during
sports activity, 23 (49%) patients don't take any pain killers
during sports activity.

Discussion.

Elsoe et al. [8] showed that TPF have an incidence of 10.3
per 100 000 people annually, with AO type 41-B3 being the
most common type (35% of all TPF), followed by AO type 41-
C3 representing 17% of all TPF. In our study group 1 fracture
belonged to AO type A3, 9 to B1, 7 to B2, 12 to B3,1 to C1, 4
to C2 and 13 to C3 type which is a comparable fracture pattern
distribution [7,8].

TPF may lead to disability and hinder patients’ participation in
recreational athletics [11].

The median time of return to sport in our study was 12 months
(min:6, max: 24) in group C fractures and 7.7 months (min: 6,
max: 24) in group B fractures (p < 0.05).

At latest follow- up 31/47 (66%) patients were able to return to
their former -sports- activity level, 8/47 (17%) did not achieve
their former sports activity level before injury, 2/47 (4%)
patients changed their form of sport and 6/47 (13%) stopped
sporting activities.

Kampa et al. [4] could examine 20 patients following
arthroscopic-assisted fixation of TPF (AAPF) after an average
follow-up of 30 months (range, 12 -62). Mean postoperative
IKDC score was 81 (range, 55-97), and mean postoperative
Lysholm score was 87 (range, 54-100). 87 (range, 54-100).
This result is comparable to our results after a mean follow- up
of 47.6 months (Min: 12, Max: 115). Our mean postoperative
IKDC score was 75 (Min: 13, Max: 100), mean postoperative
Lysholm score was 82 (Min: 5, Max: 100). Median Lysholm
knee scores ranged from 77 to 100 in the patient population,
indicating fair to excellent results in several studies [20,21]. In
comparison to other studies, we had more C3 fractures (28%),
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which might be the reason why our clinical results were a little
bit inferior in respect to Lysholm or IKDC score.

At the end of the follow-up of the study by Quintens et al. only
39% of the patients were engaged in sports, indicating that only
two out of three patients playing sports before the injury are still
able to do so after, illustrating a significant decrease. As much as
55% of all patients reduced their frequency of physical activity.
The mean time needed to partially resume pre-injury activities
was 6 - 9 months. Sixteen percent of the responding patients
were not able to resume their activities being engaged in low-
impact sports was associated with a sooner partial, as well as
full resumption of preinjury sports, compared with high-impact
sports [6]. Our return to sports rate was comparable higher even
after the 4-year follow-up (At latest follow- up 31/47 (66%) of
our patients were able to return to their former -sports- activity
level, 8/47 (17%) did not achieve their former sports activity
level before injury, 2/47 (4%) patients changed their form of
sport and 6/47 (13%) stopped sporting activities).

The median time of return to sport in our study was 12 months
(min:6, max: 24) in group C fractures and 7.7 months (min: 6,
max: 24) in group B fractures.

Previously Kraus et al. and Loibl et al. [10,16] reported 82%
and 88% return to sport rates in a general cohort of TPF. Quintens
et al. observed a return rate of only 68% after a mean follow-up
of 33 months [6]. Kugelman et al. [11] reported even a lower
return to sports rate of 52.4%. However, the mean follow-up in
their study was only 15 months.

We follow Quintens et al. [6] that different results in several
studies in respect to return to sports following TPF cannot be
compared because return to sports rate differs from high impact
and low impact sports and different follow- ups. One weakness
of our study was that we missed to ask for the different kinds
of sports!

Loibl et al. [12] as well as Kugelman et al. [11] found that a
higher age at the time of the injury was associated with a lower
return to sports, arguing that an advancing age might be related
to a reduced physiological reserve and healing potential. This
is our impression, too. We did not evaluate this date as we
had only a small cohort study. We focused on the severeness
of the fracture type which is more important to the outcome in
comparison to the age.

Kugelmann et al. [11] found that the number of patients who
returned to participation in recreational athletics gradually
increased over time after ORIF for a tibial plateau fracture. This
is concordant to the result of our study. At the 6 months’ time
point after operative management, only one third of patients
had returned to participation in recreational athletics. By final
follow-up, over half of patients in this study had returned to
participation in athletics [11].

In a study performed by Kraus et al, [10] nearly two-thirds
of patients with operatively managed tibial plateau fractures
returned to participation in recreational athletics at 1-year
follow-up, while 88% of the patients participated in recreational
athletics at a mean of 4.4 years of follow-up. This concordant
to our results.
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Previous studies have reported changes in patients’ athletic
participation, from high-impact sports, such as skiing and
jogging, before their knee injury to lower impact sports, such as
Nordic walking, aqua fitness, weight training, and cycling, after
the injury [10,12]. Our results show that 31/47 patients were
able to return to their former -sports- activity level, and only
2/47 cases changed their form of sport, 6/47 stopped sporting
activities.

Our study has some limitations including the retrospective
design and only midterm outcomes reported, which does not
allow any conclusions regarding sporting activities at a later
time point or the development of osteoarthritis of the knee.
Nevertheless, our follow-up of 4 years is one of the longer
follow- ups in comparison to other above-mentioned studies
on return to sports following TPF. Additionally, we failed to
document the different kinds of sports in respect to high impact
sports or recreational athletics.

Robertson et al. [7] showed different rates of return to sports
following different surgery techniques. Arthroscopic assisted
techniques offered the best return rates at 83%, with a similar
value for return to pre-injury level of sport. In comparison,
the return rates for ORIF or using a frame were 60% and 52%
respectively, and the return rate to preinjury level of sport were
34% and 31% [7,22-28]. We could not find any differences
in return to sports in our study in respect of different surgical
techniques using different implants. On reason might be that we
performed arthroscopic assisted osteosynthesis in all cases. But
we found different times in return to sports in respect to different
fracture types.

Kraus et al. [10] support the hypothesis that TPF have a great
effect on patients’ sporting activity. Despite good clinical
results, patients were likely to give up their ambitious sporting
activity and switch to lower impact sports. Robertson et al.
postulated that 70% percent of patients with a TPF returned to
sport following injury, with only 60% were to return to their
pre-injury level of sport [7].

Patients who were able to return to recreational athletics had
associations with better functional outcomes, both physically
and emotionally in comparison to high impact sports. This is
one important information that should be communicated with
the patient [11].

Gill et al. [2] reported an 84% rate of return to sports in 25
skiers with arthroscopically assisted reduction and internal
fixation of tibial plateau fractures, with a mean follow-up of
2 years. However, precise information on sports participation
is missing. Kraus et al. [10] in a detailed analysis of return to
sports after tibial plateau fractures reported good clinical results
and a rate of return to sports of 73%, with a mean follow-up
of 4.4 years. In a small cohort study Chiu et al. 22/25 patients
could return to their previous activity level, including sports
such as basketball, tennis, and football [29].

In the series of Morin et al. [14] 87% of patients were able to
return to sport activities. Of course, all these studies including
ours, did not consider psychological influence on return to
sports activities which could skew the final outcome which is a
topic for future studies.

We follow Kugelmann et al. [11] that patients who sustain
a TPF and are undergoing operative interventions should
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be counselled, that they have a 50% chance of returning to
participation in recreational athletics by 1 year after the injury.
We could find a 65% chance of returning to sports on a former
level in recreational athletics after 4 years, which is nearly
identical to the results published by Scheerlinck et al. [30].

Our study has some limitations including a retrospective design
without clinical or radiologic examination and a small cohort
group. Sports activity level was assessed by the use of specially
designed questionnaires and several activity scores. We believe
that our study design is perfect to answer the question of return
to sport following TPF. We could show different times to
return to sports following PTF in respect to AO fracture types.
C fractures took a significant longer time in comparison to B
fractures.

Conclusion.

Tibial plateau fractures -a severe injury- have a great effect
on patients in terms of quality and quantity of sporting activity.
Nevertheless, most of our patients were satisfied with the
outcome with good values in the Lysholm- score, I-PRRS-
Scale, IKDC score and ACL-Return to Sport Injury Scale.
Patients have a 50% - 65% chance of returning to participation
in recreational athletics, but patients with C fracture types need
a longer time in comparison to B fracture types.
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