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SUMMARY
Introduction. Traumatic knee dislocation is a serious lesion which represents an orthopaedic emergency. It is a rare condition that requires appropriate diagnosis - therapeutic iter.
Case report. A 63 year old male was admitted to the emergency department after an agricultural vehicle accident in which his lower limbs were caught in a tractor. Clinical examination showed bilateral exposed knee dislocation. In addition there emerged right hip dislocation and composed acetabular fracture. There were no vascular arteries injuries, whilst
there emerged an external popliteal sciatic nerve palsy to the left site. We performed the
reduction manoeuvre revealing bilateral joint instability. For this reason the stabilization
was made by external fixators. Due to right knee severe valgus instability, we performed
medial collateral ligament reconstruction by intraosseous suture anchor using Leeds-Keio
artificial implant after 1 month.
Conclusions. In our case, due to the involvement of three major joints and nerve palsy, we
had to perform the reduction manoeuvre, exploration and suture of peroneal nerve and
stabilization by the external fixator. The opportuneness of ligament reconstruction may be
evaluated at a second step in relation to functional expectancy and skin condition of the
donor site.
KEY WORDS
Knee dislocation; hip dislocation; instability; nerve palsy

BACKGROUND
Traumatic knee dislocation is a serious lesion which
represents an orthopaedic emergency. It is a rare condition
that requires appropriate diagnosis - therapeutic iter. The
incidence has been reported as approximately 0.02-0.2% of
orthopaedic lesions (1,2,3). The variability in epidemiologic
data maybe due to spontaneous reduction before arriving at
the emergency department thus leading to missed diagnosis (4,5). This injury is caused by high energy trauma which
is responsible for forces in the antero-posterior direction,
varus-valgus angulation and rotational component (6,7).
Knee dislocation, on the one hand, causes ligaments lesions
and, on the other hand, leads neurovascular complications
involving common peroneal or tibial nerve (19%) and /or
popliteal artery (20%) (8). In the literature, the Authors
suggest surgical management for irreducible dislocations or
those in which there is joint instability and / or vessels-nerve
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complications onset. For the other cases, conservative treatment is recommended (9,10).

CASE PRESENTATION
A 63 year old male was admitted to the emergency department after an agricultural vehicle accident in which his lower
limbs were caught in a tractor. This study was conducted
ethically according to international standards (11). Clinical
examination showed bilateral knee dislocation, which was
open to the left side. In addition, the left leg was internally rotated and slightly shortened. The skin was interrupted on both sides of the limbs but for the left leg there was
an extension to the popliteal region (figure 1). There were
no vascular arteries injuries, whilst there emerged an external popliteal sciatic nerve palsy to the left site. On the basis
of these clinical elements we performed x-rays. The exams
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Figure 1. Clinical photo of bilateral knee exposed dislocation

Figure 2. X-ray revealed right hip dislocation

confirmed the bilateral anterior knee dislocation. In addition there emerged right hip dislocation and composed
acetabular fracture (figures 2, 3, 4). Immediately afterwards
the patient underwent surgery to reduce the three dislocations and to stabilize the joint.
The orthopaedic surgeon performed the reduction manoeuvre revealing bilateral joint instability. For this reason there
was performed bilateral stabilization by external fixators.
A clinical and duplex ultrasound vascular evaluation was
carried out in order to exclude arterial injury. Furthermore
the surgeon completed the debridement of skin lesion and
the suture of external popliteal sciatic nerve interruption.
He was not allowed any weight bearing for four weeks. After
1 month, the patient underwent another operation in order
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to remove external fixators and to test knee joints stability.
Due to right knee severe valgus instability, we performed
medial collateral ligament reconstruction by intraosseous
suture anchor using Leeds-Keio artificial implant (figures
5A, 5B). We chose to treat only the severe valgus instability
of the right knee which would not have allowed him even
to walk; as regards the central pivot both for age and for
arthritic degeneration of the joints involved, we did not
consider it useful to treat.
An regards the left knee, we removed completely the external fixator, allowing full weight bearing using a knee hinged
brace. As for the right knee, a hinged knee brace locked
in 30° of flexion was used to avoid instability onset and
to protect the suture. The patient was allowed to perform
isometric exercises. One week later, the brace was unlocked
and the knee was brought through a full range of motion
passively and he began physical therapy. Four weeks later,
he was able to use partial weight bearing with crutches. At 4
months after the accident, he could walk without crutches.
His nerve palsy persisted notwithstanding there emerged an
improvement in neurological skills. At 1 year after the trauma, we reported a development of heterotopic ossification
(figures 6A-6B), without functional limitations (figure 7).

DISCUSSION
Knee dislocations are caused by high energy trauma. These
injuries are a rare condition (12). Following initial trauma
management, which involves the reduction manoeuvre, the
attention may return to clinical evaluation. At the begin147
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Figure 3. X-ray: left knee dislocation

Figure 4. X-ray: right knee dislocation

Figure 5A. X-ray: AP view

Figure 5B. X-ray: LL view

ning the examination has to document vascular and /or neurological impairment. Afterwards, it is
necessary to evaluate joint stability
performing different tests, though
these are difficult to carry out in the
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acutely and are potentially unreliable (13). After the initial management, the surgical decision making
process has to consider different
factors. The first is the vascular
integrity of the limb which requires

the surgical repair and then bone stabilization (14) The second factor is the association between knee dislocation and open
fractures (15). The third factor is represented by irreducible dislocation of the knee
(16,17). Knee dislocation is usually treated in a cast or brace for weeks. According
to recent bibliography, the surgical option
plays the main role in dealing with complications associated to immobilisation and in
restoring joint stability (18). According to
literature, the surgical option has to represent the main strategy in terms of recovery
times and the restoring of range of motion
(19, 20).
In our case, we had to consider operative
management the first option in consideration of tissue exposition and nerve palsy.
In fact, we performed the knee dislocations
reduction stabilizing the joints by external fixator to manage the joint instability.
On the one hand, there emerged a critical
soft tissue situation associated to external
debris; on the other hand, the laxity tests
are not reliable in the acute phase. For this
reason we decided to postpone the definitive treatment in order to allow the wound
and soft tissue to recover and to assess the
subsequent joint stability. Delaying reconstruction after injury to allow for soft tissue
improvement could reduce the arthrofibrosis and complication and at the same time
leads better surgical results. The Authors
were in agreement with literature as regards
delaying the surgery to obtain better results
(21,22).
In our case report, at 1 month after the
external fixator removal, there emerged a
valgus instability to the right knee. Notwithstanding we know the importance to reconstruct the central pivot for biomechanical stability, both for age and for arthritic
degeneration of the joints involved, we did
not consider it useful to treat. We chose to
treat only the severe valgus instability of the
right knee which would not have allowed
him even to walk. The synthetic implant
was used to augment the medial collateral
ligament in order to cope with degenerative
tissue of medial compartment and collateral
structure rupture (23, 24).
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Figure 6A. X-ray AP view at 1 year of follow-up

Figure 6B. X-ray LL view at 1 year of follow-up

Figure 7. Complete functional recovery after 1 year

Furthermore, in consideration of previous scars and in order
to avoid any eventual skin necrosis, the Authors preferred
not to perform another skin incision in the donor site of
the semitendinosus tendon. Another consideration was that
semitendinosus tendon might well be needed at later date to
reconstruct the anterior ligament.
According to literature, the choice of artificial ligament is
linked to age, functional requirements of the patient, time
of surgery and size of anatomic structure. Hamido et al. in
2015 analysed the results obtained by comparison of synthetic implant versus a four strand hamstring tendon graft in
chronic cruciate ligament. The Authors reported the better
early results of short and small sized artificial reinforcement
system (25). As regards the rehabilitation, the complexity of
the case due to the involvement of both knees and sciatic
nerve palsy to the left site. The goal of post operative rehabilitation is to restore range of motion reducing the risk of
joint instability. The delaying surgical treatment of right
Muscles, Ligaments and Tendons Journal 2020;10 (1)

side, allowed to perform the rehabilitation program of the
two knees separately. In fact, the Author treated before the
left side using a knee hinged brace after not weight bearing for four weeks; as regards the right sides the rehabilitation program started after the surgery reconstruction. This
timing allowed us to obtain good functional outcomes.
The limitation is the uniqueness of the case. The strength
point is that this case is the first treated in this way.

CONCLUSIONS
Knee dislocation is a rare a severe condition. In our case,
due to the involvement of three major joints and nerve palsy,
we had to perform the reduction manoeuvre, exploration
and suture of peroneal nerve and stabilization by the external fixator. The opportuneness of ligament reconstruction
may be evaluated at a second step in relation to functional
expectancy and skin condition of the donor site.
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