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Knee Range of Motion Following Tibial Tubercle Fracture Fixation
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standardized accelerated rehabilitation protocol. Median and
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Figure 1. Time to return to sport clearance by rehabilitation protocol. Kaplan—Meier
curves demonstrating significantly earlier return to sport clearance with the standardized
accelerated rehabilitation protocol compared with historical protocols (log-rank p = 0.0015).

* A retrospective comparison of prospectively collected data on all
Shaded areas represent 95% confidence intervals.

patients undergoing surgical fixation of a tibial tubercle fracture
between October 2021 and March 2026 at a single, large tertiary-care
pediatric referral center was performed.

DISCUSSION

* Patients achieved timely return to unrestricted activities, satisfactory restoration
of knee range of motion, and low rates of postoperative complications.

* QOutcomes were compared with a historical cohort managed
under heterogenous, provider-specific rehabilitation protocols.

* Protocol failure was defined as deviation from the standardized * Protocol failures were uncommon, occurring in only three patients (3.6%).

rehabilitation pathway due to complications, delayed recovery, or
inability to progress through established milestones.

» 2 later identified as Ogden Type V reflecting disruption of the extensor mechanism
rather than failure of osseous healing or fixation integrity.

» 1 failure occurred in a patient who did not adhere to prescribed
postoperative brace and activity restrictions.
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Table 1. Standardized accelerated rehabilitation protocol.
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