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Table 1. Fanelli classification”.

17

Wt &¥ (adductor hiatus)2F Y $15F-2] 7FAbv|E 8 (soleus

arch) €] A 24 9] oJ3) TLE0] Qi LA 5y wEe
&g W) ek AWHOR S BT A 29 B £

S
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10

%= 10%914 409%7H4] Barskal ek, Greend} Allen” ol
ofat &4 T 8RS 71FOR o] el S Bst A=
Ak vjgo] 13%0] B3l o]$-o] & Hst F-9= 86%9
Adto] sttty Huskqleh 3 Avdse 3 &
Al ZF Al o] G F 6AIZEQE $HA|A] (threshold) & B §l2.
H, 6A]7F0] HolZbd S WIET) Ads] STt s AoR
S]] Qv aelB R &e} FElo] o] o4 Al A8

ofof gt}

SEAAA AldsHE 7]E4 o] 8hA AL o] e 74 4
A ol g 4 = Arke F3E -3¢k A4 (ankle—brachial
index, ABD) &7 o]t}

Ankle—brachial index=Doppler systolic arterial pres—
sure in the injured limb (ankle)/Doppler systolic arterial
pressure in the uninjured limb (brachial)

A -4 A571 0.8 o]k B Aol whet 0.9 o) st}
W T &g odskal T 233 (arterial ultrasound) Yt
CT 83 2%9% (CT angiography) & Al&J3loiof 34 0.9
oliolet stelgts A1 ¥4 (delayed thrombus) 7}sd o]
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ACL/PCL/lateral sideinjury

TypeA
TypeB
TypeC

Increasein ER only (injured PFL & PT)
Increase in ER and varus laxity of approximately 5 mm at 30° of flexion (injured PFL, PT & LCL)
Increase in ER and gross varus laxity of approximately 10 mm at 30° of flexion (PFL, PT, LCL & lateral capsule)

ACL/PCL/medial side injury

TypeA
TypeB
TypeC

Axid rotation instability (either AM or PM) with no valgus instability.
Axial rotation instability and valgus laxity at 30° of flexion with afirm end point.
Axial rotation instability and valgus laxity at 30° of flexion with no end point.

ER: external rotation, PFL: popliteofibular ligament, PT: popliteal tendon, LCL: lateral collateral ligament, AM: anteromedial, PM:

posteromedial
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(ireducible knee dislocation)
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Fig. 1. Kennedy classification?®. (A) Posterior, (B) Anterior, (C) Media or lateral, (D) Rotatory.

Anatomic Classification of Knee Dislocations

Schenck 1992
| single cruclate + collateral Sgtigg::::z:::
I ACL/PCL collaterals intact
nm ACL/PCL/MCL LCL+PLC intact
L ACL/PCLLCL+PLC MCL intact
v ACL/PCLMCL/LCL+PLC
v fracture dislocation

Fig. 2. Modified Schenck classification®. An appended uppercase “C” indicates circulatory injury, an “N” denotes neurologic damage.
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Fig. 4. Arthroscopic reduction of irreducible knee dislocation. (A) Knee subluxation on X-ray before arthroscopic reduction,
(B) Interposition of Vastus medidlis (arrow) in notch and medial compartment on MRI, (C) Interposition of Vastus medialis
(arrow) in notch on arthroscopy, (D) Reduced knee on X-ray after arthroscopic debridement.
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=ABSTRACT =

Management of Multiple Ligament Injured Knee

Jae-Ang Sim, M.D., Beom-Koo Lee, M.D.

Department of Orthopedic Surgery, Gachon University Gil Hospital,
Gachon University School of Medicine, Incheon, Korea

Multiple ligament knee injury is defined as rupture to at least two of the four major knee ligament
structures. Three or four knee ligament injury results in knee dislocation as complete disruption of the
integrity of the tibiofemoral articulation. In multiple ligament knee injury, vascular and neurologic
assessment should be performed meticulously and systematically. Emergency surgery should be need-
ed if arterial injury is suspected. Surgical treatment rather than conservative management should be
done and early surgery might be better than delayed surgery. Reconstruction of ACL and PCL, repair
or reconstruction of MCL, and reconstruction of posterolateral corner are recommended, although
many debates have occurred. Multiple ligament knee injury requires more aggressive management

than single ligament knee injury.

Key Words.: Knee, Multiple ligament injury, Knee dislocation
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