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HOFFA fracture = coronal fracture of femoral condyle 

First described by Friedrich BUSCH in 1869 but popularized later by Albert 
HOFFA in 1888.

Should be called BUSCH-HOFFA fracture 

HISTORY



• Rare fracture pattern : < 10% of distal femoral fracture

• Lateral > medial condyle
Bilateral / associated with distal femoral fracture

• High energy trafic collision : 80% 
Low energy (elderly))
Iatrogenic : femoral tunnel after ACL reconstruction

Leteneur Classification

CLASSIFICATION



Mechanism : shearing forces between the femur and the 
proximal Sbia are applied on femoral posterior condyles

+/- associated with direct impact

+/- Trauma in valgus è lateral fracture
+/- Trauma in varus è medial fracture

MECHANISM



• Radiographs : 
Anteroposterior
Lateral
Oblique (+++ for non displaced fractures) radiographs

• CT scan : 
always

DIAGNOSIS



Anatomic reduction

Stable - rigid fixation 

Early mobilisation

Minimally agressive surgery / surgical risks

TREATMENT

As always



What are the options ?

Conservative treatment
45 – 60 days

TREATMENT



What are the options ?

Antero posterior screws (at least 2)
- Antero medial/lateral approach
- Arthroscopy
- X – Ray

Supine position

TREATMENT



What are the options ?

Postero anterior screws
- Postero medial/lateral approach
- Posterior approach

Lateral decubitus / prone position

TREATMENT



What are the options ?

Anterograde screw fixation
- anterior approach
- arthroscopy

TREATMENT



What are the options ?

Postero anterior screw + buttress plate
- Postero medial/lateral approach
- Posterior approach

Only for metaphyseal fractures

TREATMENT



Rare fracture è Data from current litterature are limited

- Case report
- Small series < 20 patients
- No comparative studies

WHAT WE KNOW



Anatomy

Type 2 +++
èpoorly vascularised
è« Free bone block »
èfracture blood clot washed by synovial fluid

Risk of delayed union or non union
Risk of avascular necrosis

WHAT WE KNOW

GASTROC. MUSCLE
LATERAL COLLATERAL LIGAMENT

POPLITEUS MUSCLE



Anatomy

WHAT WE KNOW



ConservaKve treatment :

High risk of non union (and secondary
displacement)

è Should be avoided in healthy pa<ents

WHAT WE KNOW



Biomechanics :
Big fragment
Posteroanterior screw (but AP seem sufficient)
Diameter > or = to 6 mm

WHAT WE KNOW

Small fragment
Posteroanterior fixation +++
Diameter adapted to fragment’ size (3.5 – 6mm)



Surgical approaches : 

WHAT WE KNOW

Surgical
approach

Safety Reduction Screw / plate 
postionning

Agressivity

Arthroscopy +++ ??? AP only -

Antero lat/med +++ + AP only -

Posteromedial
/ lateral

+ (vascularisation 
risk)

+++ PA + (slightly
oblique)

+

Posterior -- (neurovascular
risk)

+++ PA +++ +++



Is buttress plate mandatory ?è No clinical evidence

Comparison CS vs CS + BP
the authors added BP only if stability was considered unsufficient

WHAT WE KNOW



TIME TO MAKE A CHOICE

Antero posterior fixation
Arthroscopic control

available for type IIa ?

NON-DISPLACED or CLOSED REDUCTION OBTAINED (extension)



TIME TO MAKE A CHOICE

Posterior fixaMon
Postero medial / lateral approach

NON-DISPLACED or CLOSED REDUCTION OBTAINED (extension)



TIME TO MAKE A CHOICE

Arthroscopic approach

NON-DISPLACED or CLOSED REDUCTION OBTAINED (extension)



TIME TO MAKE A CHOICE

DISPLACED FRACTURE

Buttress plate è only if increased stability required



TIME TO MAKE A CHOICE

Anterior approach

DISPLACED FRACTURE



POST OPERATIVE CARE

No weigth bearing for 8 weeks

Early rehabilitation

Prevention of extension lag



TAKE HOME MESSAGE

Surgical treatment +++

Retrograde screwing is a valid and safe option 

Except for small fragment (type Iib, IIc) 



THANK YOU 


