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Abstract

Introduction: Schatzker type V and VI proximal tibia fractures are complex injuries involving bicondylar articular disruption and metaphyseal
comminution. While dual plating has traditionally been considered the gold standard, unicondylar plating has emerged as a biological alternative
with reduced soft tissue complications.

Methods: This retrospective observational study was conducted at a tertiary care center and included 20 adult patients with Schatzker type V/VI
proximal tibia fractures. All patients underwent open reduction and internal fixation with a unicondylar periarticular locking plate. Functional
outcomes were assessed using Rasmussen and Knee Society Scores.

Results: All 20 patients achieved union, with an average healing time of 16.5 + 1.2 weeks at final follow-up, Rasmussen scores were excellent
in 9 (45%), good in 7 (35%), fair in 3 (15%), and poor in 1 (5%). Knee Society Scores showed good-to-excellent results in 80% of patients, with
most regaining satisfactory pain relief and mobility. Mean postoperative knee range of motion was 0—118°. Complications included 2/20 patients
(10%) had superficial infections managed conservatively and 1/20 patient (5%) had malunion with acceptable function. No deep infections,
implant failures, or non-unions were observed.

Conclusion: Unicondylar plating provides satisfactory union and functional recovery in most Schatzker type V and VI proximal tibia fractures,
with fewer wound complications than dual plating.

Keywords: Proximal Tibia Fracture, Schatzker V, Schatzker VI, Unicondylar Plating, Rasmussen Score, Knee Society Score.

Introduction and Stannard et al. P), have shown favorable outcomes with

Proximal tibial fractures represent approximately 1-2% of all
fractures, with Schatzker type V and VI bicondylar patterns
being among the most challenging to treat due to their
complex articular involvement, metaphyseal comminution,
and soft tissue compromise 1. These high-energy injuries are
commonly caused by road traffic accidents or falls from a
height and require stable fixation to restore joint congruity
and function [

Dual plating through medial and lateral approaches has
traditionally been the gold standard for bicondylar fractures,
offering superior biomechanical stability ™ 231. However, this
technique carries significant risks of soft tissue complications
(231 including wound breakdown and infection rates up to 23—
88% in some series.

To minimize these risks, periarticular unicondylar locking
plates have been developed. These plates act as internal
fixators, preserving periosteal blood supply while providing
angular stability. Several studies, including Gosling et al. B
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lateral locked plating, though some authors highlight concerns
of varus collapse in fractures with medial comminution [* 7,
Indian studies by Khatri et al. '3 and Moradiya et al. ' have
also reported satisfactory outcomes using locking plates for
high-energy proximal tibial fractures, though data specific to
unicondylar plating in Schatzker type V and VI fractures
remain limited.

This study was undertaken to evaluate the functional
outcomes of unicondylar plating in Schatzker type V and VI
fractures in a tertiary healthcare setting in India.

Materials & Methods

Study Design and Setting: This was a single-centre,
retrospective  observational study conducted in the
Department of Orthopaedics at a tertiary care hospital. Ethical
approval was obtained, and informed consent was taken from
all patients.
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Inclusion Criteria

e  Adults aged 18-80 years

e Radiologically confirmed Schatzker type V or VI
fractures

e Closed injuries

e  Medically fit for surgery

Exclusion Criteria

e  Open fractures

e Pathological fractures

e Associated neurovascular
syndrome

e Refusal to consent

injuries or compartment

Sample Size

20 patients were included over the study period.

Surgical Technique: All patients underwent open reduction
and internal fixation with a periarticular locking compression
plate (unicondylar plating). A standard anterolateral
/anteromedial approach was used depending on fracture
configuration, with careful reduction under fluoroscopy.
Screws were inserted in a locking configuration to provide
angular stability.

Postoperative Protocol: Early knee range of motion
exercises were encouraged. Nil-weight bearing was started for
first 6 weeks. Partial weight-bearing was started at 6 weeks &
delayed until radiographic callus formation (10-12 weeks),
with progression to full weight-bearing at 12—16 weeks.

Outcome Measures

e Rasmussen score (clinical and radiological)
e Knee Society Score (KSS)

e  Documentation of complications

Results

Demographics

e Patients: 20

e Mean Age: 41 years (range 19-72)

e  Sex Distribution: 13 males, 7 females

e Mode of Injury: Road traffic accidents in 70%, falls
from a height in 30%

Union and Outcomes:
All fractures united (average 16.5 + 1.2 weeks)

https://academicjournal.ijraw.com

e Rasmussen Scores at 6 Months: Excellent in 9 (45%),
good in 7 (35%), fair in 3 (15%), poor in 1 (5%)

e Knee Society Scores at 6 Months: 80% good-to-
excellent, 15% fair, 5% poor

e Mean Postoperative Knee ROM at 6 Months: 0-118°,
mean flexion 118°

Complications

e 2/20 patients (10%) had superficial infections, resolved
with antibiotics/dressings

e 1/20 patient (5%) had malunion, with varus deformity but
functionally compensated

e No deep infections, implant failures, or non-unions

Discussion

In this series, unicondylar plating for Schatzker type V and VI
fractures produced reliable union with satisfactory functional
outcomes. Nearly 80% of patients achieved good-to-excellent
results on standardized scoring systems.

Our outcomes align with international studies by Gosling et
al. Bl and Stannard et al. ), which demonstrated that lateral
locked plating can achieve stability while minimizing soft
tissue complications. Similarly, Lee et al. ¥ emphasized that
unicondylar plating can yield comparable results to dual
plating, provided medial comminution is absent. (67

The complications in this study were limited to 2 superficial
infections and 1 malunion. The latter occurred in a patient
with severe medial column comminution, highlighting the
limitation of unicondylar constructs in fractures lacking
medial support. This finding corroborates biomechanical
studies suggesting that medial buttress fixation may be
necessary in select cases.

Indian data by Khatri et al. [ and Moradiya et al. 114
reported similar functional recovery with locking plates. Our
study reinforces these findings and demonstrates that
unicondylar plating is a safe and effective option > 12 151 in
resource-constrained settings where dual plating may not be
feasible, provided careful patient selection and meticulous
technique are followed.

Limitations of this study include the small sample size, short
follow-up duration, and absence of a comparative dual plating
control group. Long-term outcomes, particularly regarding
post-traumatic osteoarthritis, require further evaluation %221,

Tables
Table 1: Master chart
Patient Ae|Sex Mode of Comorbs Fracture Plate | Union Time Knee Rasmussen | Knee Society Complication
ID g Injury Type Type (weeks) ROM (°) Score Score P
Pl |60 |M| Fall pm | Sehatzker |y 15 118 Excellent Good- None
VI Excellent
Good-
P2 27 | M RTA None |Schatzker V| Lateral 19 110 Excellent None
Excellent
P3 21 | M Fall None Schatzker Lateral 15 120 Excellent Good- None
VI Excellent
P4 67 | M RTA HTN Schatzker V| Lateral 17 112 Excellent Good- None
Excellent
PS5 |[37|F| RTA None | Sehatzker |y ol 19 114 Excellent Good- None
VI Excellent
P6 |[35|M| RTA None | Sehatzker |y ol 15 108 Excellent Good- None
VI Excellent
P7 34| M RTA None Schatzker | Medial 15 107 Excellent Good- None
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VI Excellent
P8 28 | M RTA None Schatzker Lateral 19 117 Excellent Good- None
VI Excellent
CVA, Good-
P9 67 | F RTA HTN Schatzker V| Lateral 18 108 Excellent Excellent None
PI0 |26 |M| RTA None | Sehatzker | i il 19 118 Good Good- None
VI Excellent
Good-
P11 63 | F Fall DM Schatzker V| Lateral 17 118 Good None
Excellent
P12 |67 |M| RTA |HTN, DM |Schatzker V| Lateral 17 111 Good Good- None
Excellent
P13 |54 |M Fall DM Schatzker Lateral 15 104 Good Good- None
VI Excellent
Good-
P14 25| F RTA None |Schatzker V| Lateral 18 115 Good None
Excellent
P15 |57|M| Fal HTN | Sehatzker |y gial 14 124 Good Good- None
VI Excellent
PI6 |47 | F| RTA pm | Sehatzker |4 icral 14 103 Good Good- Superficial
VI Excellent infection
P17 22 | M Fall None |Schatzker V| Medial 15 120 Fair Fair None
PI8 |21 |M| RTA RVD |Schatzker V| Medial 15 125 Fair Fair Superficial
infection
P19 25| F RTA None |Schatzker V| Medial 19 113 Fair Fair None
P20 33| F RTA None |Schatzker V| Lateral 18 102 Poor Poor Malunion
Table 2: Patient demographics and injury characteristics Table 4: Complications observed
Variable Value Complication Number
Mean age (years) 40.8 (range 21-67) None 17
Sex distribution Males 13, Females 7 Superficial infection 2

Mode of injury

RTA 14, Fall 6

Malunion

Fracture type

Schatzker V 10, Schatzker VI 10

Table 3: Union and functional outcomes

Outcome Measure Value
Mean union time (weeks) 16.6
Mean ROM (°) 118

Rasmussen scores

Excellent 9, Good 7, Fair 3, Poor 1

Figures:

Figure 1. A Representative case of post-traumatic right-sided
proximal tibia fracture, Schatzker type VI

Preoperative

a) Incision site

b) 6 month follow-up
¢) Functional Outcome

Fig 1(a): Pre-operative radiograph-AP & Lateral
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Fig 1(b): Incision Site

Fig 1(c): Radiograph at 6 month follow-up

Fig 1(d): Functional outcome at 6 month follow-up

Conclusion

Unicondylar plating provides stable fixation and good
functional recovery in Schatzker type V and VI proximal tibia
fractures, with a low rate of complications. However, caution
is advised in cases with significant medial comminution,
where supplemental fixation may be required to avoid
malunion.

Clinical Message

Unicondylar plating offers a reliable alternative to dual
plating in managing bicondylar tibial plateau fractures,
reducing soft tissue complications while maintaining
functional outcomes. Proper case selection and surgical
technique are critical to success.
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