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Knee dislocations are limb-threatening injuries and, if not

treated appropriately, may result in significant functional

disability. Currently, there is a paucity of high-quality

outcome studies in the literature to help guide optimal

treatment strategies for these complex injuries [2]. High-

level studies are extremely difficult to achieve because of

the heterogeneity of the study population and the wide

variation in injury patterns. Assessing outcomes is equally

difficult as a large number of knee dislocation patients

sustain polytrauma and may have other ipsilateral and

contralateral limb injuries.

The literature to date has focused primarily on case

series and surgical technique, with very few papers com-

paring treatment strategies or reporting on outcomes. Even

the definition of a knee dislocation, in terms of the number

of ligaments ruptured, remains contested. Many authors

suggest that a minimum of three ligaments must be dis-

rupted, while others contend that two ruptured ligaments

(the PCL-intact knee dislocation) still constitute a dislo-

cated knee. Wide variations in the definition of ‘‘acute’’

reconstruction are also noted, and no standardized func-

tional scoring system has been universally reported. All of

these factors make interpretation of the available literature

extremely difficult.

Several controversies persist regarding treatment of the

dislocated knee. Surgical timing, graft selection, repair

versus reconstruction of the medial and lateral structures,

surgical techniques, and postoperative rehabilitation

remain topics of debate. We recently performed a sys-

tematic review of the literature and found evidence to

support early [\3 weeks] operative intervention of all

damaged ligamentous structures compared to nonoperative

or delayed intervention. We also found a higher rate of

revision for repair as opposed to reconstruction for the

fibular collateral ligament (FCL) and posterolateral corner

(PLC) [2].

In their prospective level II study [1], the authors found

worse outcomes with high-energy compared to low-energy

injured knees, and four ligaments compared to two or three

ligament-injured knees. No change in outcomes was

observed between patients that did or did not sustain neu-

rovascular injury. In addition, they found no difference with

acute (\2 weeks) compared to chronic ([2 weeks) surgical

intervention. A high level of osteoarthritis (87%) was also

found in their series, consistent with previous reports [6].

Surgical techniques and postoperative rehabilitation

protocols continue to evolve. A steep learning curve was

evident in our own practice with regard to repair and/or

reconstruction methods, and over time, we have become

less aggressive with early range of motion. In this series,

the authors went through similar changes with postopera-

tive rehabilitation and employed numerous surgical tech-

niques for repair and/or reconstruction, in particular for

medial- and lateral-sided injuries. This indicates the lack of

standardization for surgical techniques and the need for

better evidence.

One of, if not the most important points to highlight is

the issue of vascular assessment. We are aware of cases in

which an unrecognized complete popliteal artery throm-

bosis occurred after a knee dislocation. At the time of

presentation, radiographs were unremarkable, and the

patients had a palpable dorsalis pedis pulse. No further
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diagnostic imaging was performed. The patients developed

an ischemic compartment syndrome, which ultimately led

to amputation. First, this underscores the importance of

recognizing that the patient had sustained a knee disloca-

tion and secondly that palpable pulses are possible in the

presence of a complete arterial occlusion due to collateral

flow. In this series, the authors conclude that physical

examination alone is safe for the detection of vascular

injury requiring repair which is consistent with a previous

report by Stannard et al. [5]. However, they also state that

all knee dislocation patients presenting to their institution

since 2005 are now assessed with Ankle Brachial Indices

(ABI), with an ABI of less than 0.8 necessitating further

work up with angiogram. Mills et al. [3] showed that an

ABI \ 0.9 is highly predictive of major vascular injury, so

we caution the reader that 0.9 should be used as a cut off,

not 0.8. When indicated, we currently use CT-angiogram

(CTA) as opposed to conventional angiogram as CTA has

been shown to be highly sensitive and specific; it uses the

anticubital fossa as opposed to the groin for injection site,

and uses one-fourth the radiation [4].

This prospective study is the largest series of knee dis-

locations reported to date and is an excellent contribution

to the literature. The authors reported clinical and radio-

graphic examination, outcome assessment and functional

testing. In fact, this is the first study that we are aware of

that has reported on functional single leg hop tests after

multiligament knee reconstruction.

These highly complex injuries are not easily amenable

to randomized clinical trials for many reasons. Multicenter

prospective databases may be the key to future research

efforts to strive toward improved patient outcomes.
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