
Injury to both the MCL and proximal tibiofibular joint is rare and requires a heightened suspicion to make the diagnosis, but following the 
technique outlined in this report can allow for successful concomitant surgical management of this injury pattern.

Learning Point of the Article:

Surgical Management of Concomitant Proximal Tibiofibular Instability 
and Medial Collateral Ligament Tear: A Case Report
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Case Report: We present the case of a 26-year-old female who was struck on the lateral side of the knee by a motor vehicle. She suffered a Grade 
III MCL tear involving both the superficial and deep bands of the ligament, as well as proximal tibiofibular instability. She failed a course of non-
operative management with bracing, and the decision was made to proceed with surgery. The procedure entailed peroneal nerve neurolysis, 
proximal tibiofibular joint stabilization with Tight Rope™ construct, deep MCL repair, and the superficial MCL reconstruction.
Conclusion: A heightened suspicion for proximal tibiofibular instability must be had in patients with trauma to the knee and lateral-sided pain. 
In this case, concurrent MCL reconstruction and proximal tibiofibular joint stabilization were necessary to return the knee to normal kinematics.
Keywords: Proximal tibiofibular instability, medial collateral ligament tear, knee.

Introduction: Proximal tibiofibular instability is a relatively rare cause of lateral-sided knee pain, and it can be difficult to diagnose. However, 
medial collateral ligament (MCL) tears are much more common and are much easier to diagnose. Concomitant management of these injuries, 
however, is uncommon and not well described.

Abstract

Case Report

Proximal tibiofibular joint (PTFJ) instability is a rare injury that 
requires a high index of suspicion for diagnosis with lateral-
sided knee pain [1]. These injuries often occur in patients with 
high-energy mechanisms and can been seen with a concomitant 
tibial shaft fracture [2, 3, 4] However, cases of isolated proximal 
tibiofibular dislocations have also been described [5]. Patients 
often present with lateral-sided knee pain, similar to numerous 
other pathologies of the knee, making the diagnosis difficult and 
frequently missed. Both operative and non-operative 
management with immobilization have been described [3]. 
Historically, fusion and screw fixation methods were used; 
however, the PTFJ plays a role in internal and external rotation 
of the leg, making these stiffer construct less desirable [6]. More 
recent advancements in the surgical treatment of these injuries 
include either an anatomic graft reconstruction or suspensory 

button fixation [5, 7, 8].
Medial collateral ligament (MCL) injuries, on the other hand, 
are one of the most common injuries in the knee. The superficial 
MCL provides resistance to valgus stress beyond 30° of flexion, 
while the deep MCL provides stability in full extension. When 
found in isolation, Grade I and II MCL injuries are usually 
treated non-operatively [9, 10]. Rarely, these injuries require 
surgery in the setting of Grade III damage with persistent valgus 
laxity in full extension or in combination with other 
ligamentous injury, or if the distal MCL is torn and retracts over 
the pes anserine (often termed the “Stener lesion” of the knee) 
[9]. When surgery is indicated, chronicity and extent of the 
injury determine whether the MCL is repaired primarily or 
whether it is reconstructed. Conventionally, acute injuries 
repaired with 7–10 days of the injury are amenable to primary 
repair, while others are reconstructed, though treatments do 
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vary [11].
We present a case of a patient who sustained significant trauma 
to the MCL and injury of the PTFJ. We discuss the clinical 
presentation, imaging, and unique surgical considerations 
when addressing these injuries concomitantly. To the best of 
our knowledge, there have been no described cases in which 
there were both a Grade III MCL tear and proximal tibiofibular 
injury requiring surgical intervention.

Surgical technique

She presented to clinic approximately 1 week later. At that time, 
she was found to have decreased sensation on the dorsum of her 
foot, increased PTFJ motion compared to the contralateral leg, 

and increased valgus laxity at both 0° and 30° of flexion. With 
regard to her decreased sensory in the dorsum of the foot, it was 
significantly worsened with movement of the PTFJ. An 
additional 3-week trial of non-operative management with 
bracing was attempted, while she continued to work on non-
weight-bearing range of motion and quadriceps reactivation. 
She returned to clinic at 1 month post-injury with full range of 
motion, but continued symptoms of opening with valgus load 
in 0° and 30° of knee flexion, as well as continued dynamically 
worsening peroneal nerve symptoms with PTFJ movement. 
The decision was made to proceed with surgery.

This case presents a 26-year-old female who was struck on the 
lateral aspect of her knee by a car. She presented to the 
emergency department where X-rays revealed a small fleck 
avulsion along the medial joint line. This was a capsular avulsion 
involving the tissue of the deep MCL (Fig. 1a and b). A 
magnetic resonance imaging (MRI) was obtained which 
showed a complete tear of the deep and superficial MCL with 
no other significant ligamentous injury, as well as edema along 
the PTFJ (Fig. 1c and d). There was no evidence of meniscal or 
chondral injury. She was discharged 1 day after the accident 
with a hinged knee brace locked in extension, with the plan to 
follow up in the sports medicine clinic.

Six weeks after her injury, surgery was performed. Physical 
examination was repeated under anesthesia and she was found 
to be ligamentously stable besides significant laxity found with 
valgus stress in both 30° of flexion and full extension (Fig. 2). A 
hockey stick incision (Fig. 3a) was made laterally, and dissection 
was taken down to the posterior aspects of the biceps femoris 
just proximal to the attachment to the fibular head. The 
peroneal nerve was identified, and neurolysis was performed 
proximally and distally until the nerve was completely free of 
soft tissue and scar tissue compression (Fig. 3b). The PTFJ was 
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Figure 1: Presenting left knee X-rays and magnetic resonance imaging coronal views. (a) Anterior posterior X-ray with medial fleck along joint line. (b) 
Lateral X-ray. (c) Medial collateral ligament disruption including capsular avulsion.(d) Edema around the proximal tibiofibular joint as seen in both 
tibia and fibula at the joint.

Figure 2: Intraoperative stress radiography 
showing gross medial opening in full extension to 
valgus stress. Fleck of bone also seen from capsular 
avulsion of deep medial collateral ligament tissue.

Figure 3: Left knee surgical sequence. (a) Medial (longer incision) and lateral planned incisions. 
(b) Decompressed peroneal nerve (scissor pointing at nerve), *indicates biceps femoris tendon 
near attachment to fibular head. (c) Superficial (clamp) and deep (forceps) medial collateral 
ligament (MCL) tissue damage. (d) Deep MCL repair. Circle indicates sutures from suture anchor 
in distal femur. Other sutures are free sutures as part of deep repair.

Figure 4: (a) Tibial sided button from proximal tibiofibular joint stabilization sitting just proximal to 
the pes anserine tendons. (b) Fully reconstructed superficial medial collateral ligament (MCL) 
reconstruction with Achilles tendon allograft. The distalization of fixation with the staple (circle) >6 
cm distal to joint line is to avoid pes anserine with large graft. The square indicates sutures from the 
proximal tibial fixation for the MCL at approximately 1 cm distal to the joint line.



An Achilles tendon allograft was then utilized for the superficial 
MCL reconstruction. The graft was pulled through a drill hole 
in the distal femur that was just proximal and posterior to the 
medial epicondyle and locked in place with an interference 
screw. The graft was secured in the proximal tibia 1 cm distal to 
the joint line with a suture anchor, as well as distally with a tibial 
staple. This was done with the knee in 30° of flexion with a varus 

force. In this particular case, the tibial staple was placed more 
distal than the usual 6 cm from the joint line secondary to the 
PTFJ button being right around 6 cm distal to the joint line 
based on fibular anatomy (Fig. 4b). Additional free sutures were 
used to bring some of the more posterior tissue including any 
remnant of the posterior oblique ligament up to the MCL 
reconstruction tissue. The knee was felt to be stable to valgus 
loads at this point. (Fig. 5) shows the intraoperative radiographs 
for the PTFJ stabilization and the MCL repair/reconstruction.

Follow-up
Postoperatively, the patient remained non-weight-bearing for 
the first 2 weeks with the leg locked in full extension. The 
subsequent 2 weeks, she was weight-bearing as tolerated with 
the leg still locked in extension with crutches. On post-
operative day 4, she began working with physical therapy, with a 
focus on knee range of motion exercises and quadriceps and hip 
abductor strengthening, initially with body weight and 
gradually increasing weight as tolerated. Active hamstring 
strengthening was avoided to decrease biceps femoris pull on 
the prox imal f ibular head. At her 2-week fol low-up 
appointment, her peroneal nerve symptoms had completely 
resolved and there was symmetric motion of the PTFJ 
compared to the contralateral side. Radiographs taken at 2 

Next, the medial side of the knee was approached through an 
incision from the medial epicondyle to the pes anserine 
insertion. The damaged superficial and deep MCL were 
identified (Fig. 3c). The deep MCL was repaired with the knee 
in full extension and with varus force using a suture anchor 
attached to the distal femur, as well as with free sutures the 
length of the deep MCL tissue (Fig. 3d). Before reconstruction 
of the superficial MCL, attention was brought back to PTFJ 
Tight Rope™ (Arthrex, Naples, FL) placement. Under the guide 
of fluoroscopy, a drill tunnel was placed through the PTFJ from 
laterally to medially, with posterior to anterior directionality. 
The Tight Rope™ was placed and locked medially (Fig. 4a). The 
sutures were tightened until physiologic motion of the PTFJ 
was achieved.

very mobile to movement in open evaluation.
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Figure 5: Intraoperative anterior posterior (a) and lateral (b) after proximal tibiofibular 
joint stabilization and medial collateral ligament (MCL) reconstruction. Note the 
posterior to anterior nature of the tightrope on the lateral view. The white circle indicates 
deep MCL repair anchor just proximal to the joint line.

Figure 6: Two weeks post-operative anterior posterior radiographs comparing both sides. Proximal tibiofibular Tightrope™ 
buttons and tibial staple for medial collateral ligament reconstruction well visualized.

Figure 7: Left knee X-rays before surgery no stress (a), intraoperative with stress (b), and post-
fixation no stress, but with fixation for proximal tibiofibular joint instability and medial 
collateral ligament reconstruction (c).

Table 1: Pearls and Pitfalls Concomitant PTFJ Stabilization with MCL reconstruction 

Pearls and Pitfalls

1. Complete peroneal nerve decompression is essential including the peroneal muscle 

fascia.

2. Avoid drilling across the fibula too proximally to prevent fracture while tightening the 

Tightrope™.

3. Drill posterior to anterior across fibula into tibia (roughly 30°). Depending on individual 

anatomy, this may put exit on tibia medially near the pes anserine. 

4. When stabilizing the PTFJ and reconstructing the MCL concomitantly, prioritize button for 

PTFJ stabilization over distal fixation location of the MCL. A staple or screw/washer can be 

used for MCL fixation slightly more distally respecting the pes anserine.

5. Make sure to complete deep MCL repair (suture anchor or sutures alone) to avoid deep 

MCL insufficiency. 

6. Make sure to bring some of the more posterior tissue up to the MCL reconstruction if 

possible to tighten the posterior oblique tissue. 

7. Make sure to complete fixation of the tibial aspect of the superficial MCL at both 1cm and 

approximately 6cm distal to the joint line. 
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Conclusion

The management of PTFJ instability can be difficult because of 
the rarity of the injury and the difficulty diagnosing it with an 
estimated misdiagnosis rate of up to 33% [6]. It commonly 
presents with lateral-sided knee pain and instability of the joint 
on examination, although the pain can mimic meniscal, 
chondral, or ligamentous pathology. It is very important to 
compare with the contralateral side to avoid misdiagnosis. 
Typically, the increased mobility of this joint when it is unstable 
is not subtle and is much more than the contralateral 
(uninjured) side. The diagnosis becomes even more difficult 
when concomitant injuries to the knee are present, as was the 
case in this patient with a Grade III MCL tear. Early 
identification and intervention can help avoid problems such as 
static and dynamic peroneal nerve symptoms, as well as chronic 
instability of the PTFJ [12]. Diagnostic testing has limited 
utility in its diagnosis because the joint can be relocated at the 
time of MRI, but grossly unstable clinically. Electromyography 
can play a role if a palsy of the common peroneal nerve is seen, 
although it was not obtained in our case because her peroneal 
nerve symptoms were clearly worsened by simply moving the 
proximal fibula.

Management of MCL tears is both common and well 
documented [9, 10]. The mainstay of treatment for MCL tears 
is non-surgical treatment and is successful a majority of the 
time. This includes progressive range of motion and 
strengthening exercises, with or without a brace depending on 
the grade of the injury [11]. Surgical indications include valgus 
i n s t a b i l i t y  i n  f u l l  e x t e n s i o n ,  a s  w e l l  a s  c o m p l e x 
multiligamentous knee injuries. Primary repair can be 
attempted in acute injuries, while reconstruction is typically the 
best option for more chronic injury or injury patterns without 
adequate tissue for primary repair [11]. Outcomes following 
isolated MCL repair or reconstruction are sparse, as they are 
typically performed concomitantly with other ligamentous 
reconstruction. However, Varelas et al. performed a systematic 
review that showed improved patient outcomes after isolated 
MCL reconstruction and no difference in outcomes comparing 
isolated MCL reconstruction to MCL reconstruction in 
conjunction with other surgeries about the knee [15].
Given that surgery for either proximal tibiofibular instability or 
MCL tear is relatively rare in its own regards, treating them 
concomitantly has not been described to our knowledge. 
Concomitant management poses several challenges. Pearls for 
this procedure can be found in (Table 1). PTFJ instability 
should be considered for any lateral-sided knee pain after 
trauma, and suspicion should be high even if there are no 
findings on X-ray or MRI.

At 6 weeks postoperatively, she was taken out of her hinged knee 
brace and transitioned to a hinged knee sleeve to provide 
additional support to the MCL reconstruction. She initiated 
exercise biking and discontinued crutches.

weeks post-operative follow-up (Fig. 6) which show stable 
implants and symmetric joint space medially between the 
operative and non-operative limbs. (Fig. 7) highlights the 
radiographs from injury, through surgery, and after fixation.

Discussion

The use of stiff fixation constructs, such as arthrodesis and 
screw fixation, can limit rotation proximally and result in ankle 
pain secondary to the length of the syndesmosis [6]. The use of 
a screw for fixation may also necessitate hardware removal. 
Horst and Laprade [13] discussed anatomic reconstruction of 
the PTFJ with graft tendon through bone tunnels with 
acceptable results. Other studies have reported use of a Tight 
Rope™ or suspension button construct, similar to those that 
have been popularized for distal tibiofibular syndesmosis [7, 
14]. Results of these techniques have been isolated to case 
reports and small case series but all have shown promising 
results. To the best of our knowledge, no comparative studies 
have been performed to show clinical superiority of one method 

over the others.

Operative intervention for PTFJ instability and MCL tears is 
rare in isolation and concomitant surgery to address these has 
not been described. Having a heightened suspicion for PTFJ 
instability with lateral knee pain after trauma can help make the 
diagnosis. When performing these procedures concomitantly, 
we present several pearls and pitfalls (Table 1) to maximize 
success.

Clinical Message

Our clinical message is that PTFJ instability can be a difficult 
diagnosis to make. It should be particularly suspected when a 
patient has lateral-sided knee pain after trauma with negative 
imaging and possible peroneal palsy. When operating on the 
PTFJ and MCL concomitantly, this technique can help avoid 
common pitfalls and maximize chances of success.
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