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Fig. 1. (A, B) we palpated the subluxatlon of posterior tibia condyle using 4 fingers at posterolateral aspect of pophteal fossa while
externally rotating ipsilateral foot.

Table 1. Preoperative percentage of varus and external rotational instability in ACL injury group

V* (grade)
' grade 0 1 2 3
0
1 35
2 56 22 18.5
3

* Varus instability

' External rotational instability

Table 2. Preoperative percentage of varus and external rotational instability in PCL injury group

V* (grade)
ER' grade 0 1 2 3
0
1
2 412 47.1 59
3 29 29

* Varus instability

' External rotational instability
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Fig. 3. (A, B) we detatched femoral bone block for fixation of Achilles bone block
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Fig. 4. (A, B) we performed LCL reconstruction using biceps femoris tendon harvested with double knife.

Table 3. Degree of rotational stability according to surgical methods

Repai Tibia t I Fibular Head t I Tibia & Hughston &
epair fola funne fowlar Head tunne Fibula Clancy biceps tenodesis Jacobson
Tighter than normal 1 1
Equal to normal 26
Lax 3 13 4 3
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=ABSTRACT =
Proper Surgical Methods of Posterolateral Rotatory
Instability of the Knee

Young Bok Jung, M.D., Yong Seuk Lee, M.D., Kwang Sup Song, M.D.,
Ho Sun Jin, M.D., Jong Seok Lee, M.D.

Department of Orthopedic Surgery, Yongsan Hospital, Chung-Ang University, Seoul, Korea

Purpose: we would like to suggest the proper surgical methods according to the severity of instabili-
ty by analyzing the results.

Materials and Methods: Between January 1998 and August 2002, eighty five patients have been
operated on because of posterolateral rotatory instability (PLRI). The materials were included the
patients who had followed-ups for over 2 years in sixty one patients and the patient’s assessments
were done by clinical score (OAK, IKDC) and posterolateral drawer and dial test.

Results: Through our results, the fibular tunnel turned out to be superior compared to the tibia tun-
nel method in rotational stability. Hughston-Jacobson methods and biceps tenodesis showed poor
results. Fibula head tunnel was superior to tibia tunnel in rotational stabiliaty

Conclusion: The surgical technique that passes the modified posterolateral corner sling through the
fibula head tunnel may provide good clinical results in grade II PLRI. It is necessary to reconstruct
both tibia and fibula tunnel in grade III PLRI. When there is combined varus instability, a positive

result may be obtained if an additional LCL reconstruction is performed.

Key Words: Knee, Posterolateral rotatory instability, Posterolateral corner sling, Fibula head tunnel
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