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Editorial  

In this issue I have presented several complex, but interesting cases. There is 

controversy regarding the best treatment, and I would encourage you to review he 

cases and give me feedback. (donnie@carletonsportsmed.com ) 

These are several interesting cases for discussion:  

Case 1 TR - Multi-ligament laxity with multiple revisions 

Å TR is a 60 y/o female C/O recurrent giving way. Minimal pain with daily activities.  

Å Motorcycle accident in Bermuda in 1977 

Å Initial reconstruction of ACL and MCL 
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Å 3 subsequent reconstructive procedures with synthetics 

Å She would like  to be more active! 

Å Alignment and gait normal  

Å Positive Lachman and pivot shift 

Å KT-1000 SSD 12 mm 

Å MCL grade 3 laxity 

Å Plain x-rays moderate degenerative changes 
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Å Options 

Å Brace 

Å Revision ligament reconstruction of ACL and MCL using allograft tibialis 

for the ACL and allograft peroneal tendon for the MCL 

Å Total Knee Arthroplasty  

One of the controversies that we discussed about the combined 

reconstruction of the ACL and MCL was when to do the MCL reconstruction. I 

think that you make up your mind at the beginning of the case based on the  

examination under anaesthesia. If you wait to decide after the graft is in and 

fixed, the ACL reconstruction will eliminate most of the medial laxity. 

However,  over the long term this lack of medial support will stress the graft 

and eventually lead to failure. This same scenario applies to the PCL and 

posterolateral corner. You make the decision to reconstruct the corner at the 

beginning of the case. After the PCL reconstruction the corner laxity may 

improve, but if left with the posterolateral corner laxity it will eventually cause 

failure of the PCL reconstruction.  
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The second controversy is when to say enough. This patient certainly does 

not want to undergo another ligament revision and find in 2 years that her 

knee is still unstable. She has a moderate degree of degenerative changes 

on her x-ray and she has pain and swelling with activity. At age 60 why not do 

a reliable procedure to allow her to walk, hike and be pain free?  

My recommendation is to do a knee replacement. This is the route that the 

patient would prefer. 

Case 2 Full thickness Cartilage lesion associated with ACL and meniscus tear. 

Å SD 24 y/o  

Å ACL injury in dodge ball 1 yr previously. He has had several episodes of giving 

way.  

Å Surgical findings: 

ï Chronic ACL tear 

ï Displaced bucket handle tear of medial meniscus 

ï Grade 4 chondral lesion 
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Chronic ACL deficient knee 

 

Displaced bucket handle tear of the medial meniscus 
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Grade 4 full thickness lesion medial femoral condyle 2cm x 2 cm 
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Microfracture of the chondral lesion.  

Controversies. 

Does this asymptomatic lesion need treatment? Shelbourne compared this lesion with 

normal medial condyles found at time of ACL reconstructions and at 7 years there was 

no difference in subjective outcome.  

Options  

¶ Microfracture  

¶ Osteochondral autograft transfer 

¶ Autologous chondrocyte implantation 

¶ CarGel 
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Discussion.  

At the present time the first line treatment is microfracture. Can we improve the quality 

of the repair tissue by adding CarGel at the time of microfracture? Does post-op 

injection of hyaluronic acid or platelet rich plasma improve the outcome after 

microfracture? At present these are questions that we are attempting to answer by 

randomized clinical studies.  

If the patient has persistent pain and swelling after 1 year, a repeat MRI is done to 

assess the volume of repair tissue. If it is inadequate, consideration is given to 

autogenous osteochondral transfer or possibly chondrocyte implantation.  
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Case 3 ï Failed Fulkerson tibial tubercle osteotomy 

Å RH ï 46 y/o female C/O pain and catching with going down stairs.  

Å Past history. A Fulkerson distal tibial tubercle osteotomy was performned in 1997 

for recurrent patella dislocation secondary to malalignment. 

Å At present she is C/o pain and clunking sensation of patella moving laterally on 

stairs and bending 

Å The clinical examination reveals:  

Å Lateral subluxation of patella with inverted J sign in extension 

Å Tilt of patella 

Å Residual Q angle 20*  

Å No effusion  

Å Full Rom 

Å Deficient medial patellofemoral ligament (lateral subluxation persists in 

flexion) 

Å Prominent screws in tubercle 

Å The MRI shows:  

Å Patella alta  

Å Mild chondropathy proximal 

Å Menisci normal 

Options: 

¶ Repeat the distal tibial tubercle osteotomy  

¶ Medial patellofemoral ligament reconstruction 
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¶ Trochleoplasty  

Discussion.  

The treatment in North America for a failed distal realignment with deficient medial 

structures is a medial patellofemoral ligament reconstruction. The French have 

considerable experience with Trochleoplasty, but this procedure is very uncommon in 

our country.  This patient has a shallow trochlea on the MRI.  

I have recommend that the patient have a medial patellofemoral ligament reconstruction 

with allograft.  

Chronic MCL Laxity 

Medial Drive Through Sign 
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After the medial menisectomy for a degenerative meniscal tear, it is obvious that there 

is grade 2 medial compartment laxity.  

What is the clinical sign to determine if the medial laxity is significant? 

I like to use the anteromedial rotation test. The valgus laxity is tested at 30* and 0*. The 

significant feature is whether or not there is an end-point to the valgus stress. If there is 

no end-point, this is grade 3 laxity. If the tibial spins anteriorly with ACL laxity or 

posterior with PCL laxity, this is also very significant. A grade 3 laxity with rotation of the 

tibia will usually have to be reconstructed with an allograft.  

What is the treatment for chronic MCL laxity? 

MCL grade 2 ïlaxity of 5 mm with solid end point.  

I prefer to trephine the ligament for minor degrees of grade 2. If however you have a 

drive through as above, I think that an imbrication or placation of the ligament is 

indicated 
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The placation of the MCL 

This procedure of a locking stitch along the anterior and posterior border of the ligament 

shortens the ligament, and plicates the posterior capsule to the MCL 

MCL grade 3 ï laxity of 10 mm with no end point. 


