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Abstract: Coronal shear fracture of the distal femoral condyle is an unusual injury. Medial condylar Hoffa fracture is a 

rare injury and has anecdotally been reported in the literature. We describe a rare case of medial condyle Hoffa fracture 

and its management. A 35-year-old female labourer presented to Orthopaedic emergency with the complaint of acute 

pain and swelling in her left knee following fall from moving bus. She was diagnosed to have fracture medial condyle 

with Hoffa’s component. The fracture was fixed with anterior to posterior direction usingcannulatedcancellous screws; an 

intraarticular fragment which was involving the distal articular surface was fixed with Herbert screw under fluoroscopy 

control by anterior midline medial parapatellar arthrotomy. At 6 months, patient had 0°–140° of range of movements 

without pain and deformity. Radiographs showed no signs of avascular necrosis, osteoarthritis, or implant breakage. We 

described a rare case of a medial condylar Hoffa fracture managed successfully by open reduction and internal fixation 

with good clinical outcome at 6 months of follow-up. The anterior medial parapatellar approach allows excellent 

exposure of medial condyle. Anatomic reduction and rigid internal fixation using cannulated cancellous screws and any 

intraarticular fragments with Herbert’s screw allows early mobilization and excellent long term outcome. 
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INTRODUCTION 

A Hoffa fracture is a type of supracondylar 

distal femoral fractures and is chatacterised by an 

associated coronal plane [1]. While they are rare in 

absolute numbers, they can account for approximately 

40 % of intercondylar fractures. It is typically seen in 

adults after higher-energy trauma [2]. Coronal shear 

fracture of the distal femoral condyle is an unusual 

injury. Albert Hoffa described this type of fracture in 

the year 1904[3]. Hoffa fragments are more commonly 

unicondylar and usually originate from the lateral 

femoral condyle. They can be occasionally bicondylar 

[2]. While medial condylar Hoffa fracture is a rare 

injury and has anecdotally been reported in the 

literature. We describe a rare case of medial condyle 

Hoffa fracture and its management.  

 

CASE REPORT 

A 35-year-old female labourer presented to 

Orthopaedic emergency with the complaint of acute 

pain and swelling in her left knee following fall from 

moving bus. She had direct impact on her semi flexed 

left knee. There were no associated injuries and the 

patient was hemodynamically stable.Local examination 

revealed a painful swollen left knee with a 3 cm × 1 cm 

abrasion over the posteromedial aspect of the knee. The 

range of movements was restricted. Plain radiographs 

revealed fracture medial condyle with Hoffa’s 

component (Fig. 1).The patient was operated in supine 

position under tourniquet and spinal anesthesia. The 

knee joint was then exposed by anterior midline medial 

parapatellararthrotomy. On exposing the knee, a 

fracture involving medial femoral condyle was noted. 

Fracture was reduced and temporarily stabilized with 

guide wires from anterior to posterior direction and 

fixed with cannulatedcancellous screws; an 

intraarticular fragment which was involving the distal 

articular surface was fixed with Herbert screw under 

fluoroscopy control (Fig. 2, 3). The wound was closed 

in layers. Post operatively wound healed well. After 3rd 

day, intermittent knee mobilization started along with 

isometric muscle strengthening exercises. Partial weight 

bearing was started at 6 weeks postoperatively and full 

weight bearing at 3 months when the fracture had 

united radiologically. At 6 months, patient had 0°–140° 

of range of movements without pain and deformity 

(Fig. 4). Radiographs showed no signs of avascular 

necrosis, osteoarthritis, or implant breakage (Fig. 4).  

 

DISCUSSION 

Hoffa fractures are intra-articular and are 

characterised by a fracture in the coronal plane [2]. 
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Hoffa fracture usually results from high energy 

trauma [1].  The Hoffa fracture is typically seen in the 

setting of a motor vehicle accident or a fall from a 

height [4, 5]. The specific mechanism of injury that 

produces Hoffa fracture is not known. Though a 

shearing force to the posterior femoral condyle has been 

postulated, both direct impact and vertical shear with 

twisting mechanisms have also been proposed and a 

single mechanism is not agreed upon [6]. 

 

 
Fig. 1: X-ray showing Hoffa fracture 

 

 
Fig. 2: Intra op showing Hoffa fracture fixation with 

guide wires in situ 

 

 
Fig. 3: Immediate Post opertive X-ray 

 
Fig. 4: 6 months Post operative X-ray 

 

Because of the physiological genu valgum, the 

lateral femoral condyle is more likely to sustain a direct 

shearing force, and hence is more likely to get 

fractured. It is usually caused when knee is hyperflexed 

at the time of impact; e.g. during driving motorcycle 

[7].  Our patient had sustained an injury due to fall from 

a moving bus with direct impact on his semiflexed left 

knee, as evident by a small lacerated wound, probably 

with varus component. If the knee had been flexed 

more, it would have resulted in a Hoffa fracture with 

two separate fragments with the fracture line being 

nearer to the posterior cortex. 

 

 

The diagnosis of Hoffa fracture on plain 

radiographs may be difficult, because the fracture is 

obscured in the anteroposterior view by the intact 

anterior part of the femoral condyle. In case of minimal 

displacement, the fracture may also be difficult to 

define in the lateral view. If the lateral view is not taken 

in a standard position, it becomes further difficult to 

interpret whether it is the medial or the lateral condyle 

that is fractured. It may result in the injury being missed 

on initial imaging [14, 15]. Oblique radiographs have an 

important role both preoperatively and also 

intraoperatively for evaluation of the reduction, screw 

length, and condyle identification [15]. 

 

 

            Surgical fixation is the recommended method 

of treatment for Hoffa fractures [8-10]. Internal fixation 

of unicondylar fractures allows stable reconstruction of 

the distal articular surface of the femur and permits 

early postoperative motion of the knee [10]. 

Conversely, nonoperative management often leads to 

non-union, loss of extension, instability, joint 

contracture, and deformity [4, 11, 12].For open 

reduction of medial condylar Hoffa fracture, most 

authors have used a medial approach. In most studies on 

the treatment of knee fractures, anterior, medial, and 

lateral approaches have been used [13]. 
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               However, we used an anterior midline 

medial parapatellar arthotomy approach .This allowed 

us to expose the back of femoral condyle on medial side 

and facilitated unhindered anatomic reduction of the 

fracture fragments. Although there is no consensus, 

there is some suggestion that posterior to anterior 

directed screws may be better. However, in our case, 

the unusual fracture pattern required that we use an 

anterior midline medial parapatellararthrotomy 

approach by which medial condyle could be exposed 

adequately and to fix the fracture from anterior to 

posterior direction under direct vision and an 

Intraarticular fragment with Herbert screw. 

. 

CONCLUSION 
We described a rare case of a medial condylar 

Hoffa fracture managed successfully by open reduction 

and internal fixation with good clinical outcome at 6 

months of follow-up. We feel that a medial condylar 

Hoffa fracture occurs when the flexed knee is subjected 

to a posterior and upward directed force with varus 

component and that the proximity of the fracture line 

and its obliquity depends upon the degree of knee 

flexion at the time of impact. Radiographs helps in 

defining the exact pattern of injury but also is valuable 

in the surgical planning. The anterior medial 

parapatellar approach allows excellent exposure of 

medial condyle. Anatomic reduction and rigid internal 

fixation using cannulatedcancellous screws and any 

intraarticular fragments with Herbert’s screw allows 

early mobilization and excellent long term outcome. 

 

REFERENCES 

1. Flanagin BA, Cruz AI, Medvecky MJ. Hoffa 

fracture in a 14-year-old. Orthopedics. 2011; 

34 (2): 138. 

2. Patel MS, WeerakkodyY; Hoffa fracture. 

Available from 

http://radiopaedia.org/articles/hoffa-fracture. 

3. Hoffa A. Stuttgart: Verlag von Ferdinand 

Enke; Lehrbuch der Frakturen und Luxationen 

1904: 451. 

4. Papadopoulos AX, Panagopoulos A, 

Karageorgos A, Tyllianakis M; Operative 

treatment of unilateral bicondylar Hoffa 

fractures. J Orthop Trauma, 2004; 18(2): 119-

122. 

5. Nork SE, Segina DN, Aflatoon K, Barei DP, 

Henley MB, Holt S et al.; The association 

between supracondylar-intercondylar distal 

femoral fractures and coronal plane fractures. J 

Bone Joint Surg Am., 2005; 87A(3): 564-569. 

6. Lewis SL, Pozo JL, Muirhead-Allwood WF; 

Coronal fractures of the lateral femoral 

condyle. J Bone Joint Surg Br., 1989; 71: 118–

120. 

7. Lewis SL, Pozo JL, Muirhead-Allwood WF; 

Coronal fractures of the lateral femoral 

condyle. J Bone Joint Surg Br., 1989; 71:118–

120. 

8. Letenneur JLP, Rogez JM, Lignon J, Bainvel 

JV; Hoffa's fractures. Report of 20 cases 

(author's transl). Ann Chir., 1979; 32 :213–

219. French. 

9.  Allman KH, Altehoefer C, Wildanger G, 

Gufler H, Uhl M, Seif El Nasr M et al.; Hoffa 

fracture - a radiologic diagnostic approach. J 

Belg Radiol., 1996,79: 201–202. 

10. Ostermann PAW, Neumann K, Ekkernkamp 

A, Muhr G; Long-term results ofunicondylar 

fractures of the femur. J Orthop Trauma, 1994, 

8(2):142–146. 

11. Pinskerova VSK, Stammers J, Maruthainar K, 

Sosna A, Freeman MA; The knee in full 

flexion: an anatomical study. J Bone Joint Surg 

Br., 2009, 91(6): 830–834. 

12. Zeebregts CJ, Zimmerman KW, Ten Duis HJ; 

Operative treatment of a unilateral bicondylar 

fracture of the femur. Acta Chir Belg., 2000; 

100: 1104–1106. 

13. Yücel I, Ğirmenci E, Özturan K; Hoffa 

fracture: a case report. Düzce Tip Fakültesi 

Dergisi., 2008; 2: 37-40. 

14. Dua A, Shamshery PK; Bicondylar Hoffa 

Fracture: Open Reduction Internal Fixation 

Using the swashbuckler approach. J Knee 

Surg., 2010; 23: 21–23. 

15. Haq RU, Modi P, Dhammi IK, Jain AK, 

Mishra P; Conjoint bicondylar Hoffa fracture 

in an adult Indian. J Orthop., 2013; 47(3): 

302–306. 


