Staged vs Early Definitive Fixation of High Energy Tibial Plateau and Plafond Fractures: What
is best for the soft tissues and the patient?
Summary
Bicondylar tibial plateau fractures and pilon fractures commonly result from a high energy
injury mechanism, and are frequently associated with significant insult to the soft tissue
envelope surrounding these fractures. Although excellent outcome and low complication rates
were reported in early case series1 where low energy pilon fractures were managed with ORIF,
application of this management to high energy pilon (and plateau) fractures resulted in
significantly worse outcomes and alarmingly high complication rates.2,3,5,6
Implementation of a staged management protocol2,3,5 for these injuries has resulted in
significantly improved outcomes and reduced complication rates. For this reason, staged
management of high energy tibial plateau and pilon fractures has become widely adopted and
is in most cases the “standard of care” for these injuries.
Early definitive fixation of high energy tibial plateau and plafond fractures continues to have a
role in the management of some patients with this type of injury. The results of several recent
retrospective cohort studies7,8,9 show that early definitive fixation can be performed safely with
outcomes and complication rates comparable to results achievable with staged management
protocols. These studies point to several factors which seem to be the key to obtaining
improved results with early definitive fixation: careful selection of patients appropriate for early
care based on assessment of the soft tissue envelope, injury to surgery time typically less than
48h, avoidance of traditional single-incision approaches, and use of minimally invasive plate
osteosynthesis techniques. Early definitive fixation also has several advantages over use of a
staged management protocol: greater ease in obtaining a surgical reduction and perhaps less
complexity when performing the definitive fixation procedure, avoidance of complications
related to pin site infection, and significant cost savings (due to reduced length of
hospitalization and lower implant costs from not having to make use of external fixator
components10).
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