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Posterolateral Corner Anatomy

• 3 major static stabilizers

• Lateral (fibular) collateral ligament (LCL)

• Popliteus tendon (PLT)

• Popliteofibular ligament (PFL)



Anatomy

LCL

• Femoral attachment: slightly proximal and 
posterior to lateral epicondyle

• Fibular attachment: 8 mm posterior to 
anterior  margin and 30 mm distal to tip of 
fibular

PLT

• Femoral attachment: 18 mm distal and 
anterior to LCL

PFL

• Originates at musculotendinous junction of 
poptliteus

• Attaches to fibular styloid



PLC Injury 

• Isolated (not common)
• direct blow to anteromedial knee

• hyperextension and non-contact varus  

• More often associated with PCL and ACL injury 

• Peroneal nerve injury occurs in up to 1/3 cases 



Grade of Injury

• Grade I injuries = minimal instability (ie, varus or rotational instability 
of 0 to 5 mm or 0° to 5°) 

• Grade II injuries = moderate instability (ie, 5 to 10 mm or 5° to 10°)

• Grade III injuries = significant instability (>10 mm or >10°)

• LCL = lateral collateral ligament, PFL = popliteofibular ligament 

Ranawat A, Baker CL III, Henry S, Harner CD. Posterolateral Corner Injury of the Knee: 
Evaluation and Management. J Am Acad Orthop Surg September 2008;16:506-518





Reverse Pivot Shift

• Patient supine with knee flexed 90 degrees

• Valgus load applied and external rotation of tibia

• Knee extended and if tibial reduces at approximately 30 flexion it is 
positive 

• Check contralateral knee- 1/3 positive  



Imaging

• Standard radiographs often normal

• Varus stress views important

• 2.2 - 4mm difference positive for LCL tear

• >4mm also PLC tear

• Need full leg alignment view





Stress Radiographs



Treatment

• Grade 1-2 treat non-op but brace and rehab slowly

• Grade 3 primary repair within 3 weeks if avulsions without mid-
substance injury

• Outcomes poor with repair if tendon involvement 
• Stannard et al., 37% failure repair vs. 9% failure reconstruction

• Levy et al., 40% failure repair vs. 6% failure reconstruction 



Treatment

• Chronic injuries need to full evaluation of limb alignment 

• If varus, DO NOT hesitate to perform a valgus osteotomy 

• May also consider change tibial slope  



Varus Stress Radiographs
Orthop J Sports Med. 2018 May 2;6(5)



Anatomic Posterolateral Knee Reconstruction

• Reconstructs FCL, PLT, PFL

• Biomechanically validated

• Prospective study (>200 pts)



Graft Preparation

• Split Achilles tendon into 2 grafts

• Or 2 soft tissue grafts (ST or PL)

• If bone blocks : 9 x 20 mm

• Tubularize remaining tendon-
“leader”

• Leave thicker for native portion

• Tendon lengths
• FCL = 70 mm
• PLT = 60 mm





Collateral Ligament Reconstruction Set



Femur Collateral Marking Hook
& RetroConstruction™ Drill Guide Handle 



Fibular Marking Hook
& RetroConstruction™ Drill Guide Handle 



Tibial Collateral Marking Hook
& RetroConstruction™ Drill Guide Handle 

Tibial bypass drill hole for PLT and 
PFL

Start low and aim high ~ 1cm from 
plateau



Parallel Drill Guide



Collateral Ligament
Retractor

Collateral Ligament
Rasp





Dissect the Posterior Lateral Corner

• Identify and Protect the Peroneal nerve



Fibular Tunnel
• Fibular attachment of FCL is more distal on fibular head (where lateral 

compartment musculature attaches)

• Too proximal leads to risk of fibular head fracture



Femoral Tunnel

• Tunnel Beneath the Biceps, IT band



Femoral Tunnel

• Identify the Popliteal Sulcus and the LCL insertion
• FCL insertion at apex & slightly posterior to Lateral Epicondyle



Femoral Tunnel

• Place femoral guide on the knee angling slightly proximal

• Medial portion of the guide should go anterior and proximal of the 
adductor tubercle to avoid other tunnels 



Femoral Tunnel

• Use parallel drill guide to mark popliteus tendon tunnel

• Popliteus tunnel is ~18.5mm from FCL attachment 

• Place guide wire in 18mm slot and drill across femur



Tibial Tunnel

• The flat spot between Gerdy’s and the tibial tubercle steeply falls off 
the lateral side of the tibia heading towards the proximal tib/fib joint

• Proper tunnel placement is directly on the flat spot 



Tibial Tunnel Location



Tibial Tunnel

• (Posterior) Place guide 1cm medial 
and proximal to PFL

• (Anterior) Place the drill sleeve 
between Gerdy’s tubercle and Tibial 
tubercle (on flat spot)

• Note interosseous length

• This will help identify when the drill 
bit will exit the posterior tibial cortex 
eliminating the risk for neurovascular 
injury



Graft Passage
Secure with a biocomposite

screw anterior to the graft

Pass the FCL graft under the 
superficial layer of the IT 
band towards its location on 
the fibular head

Pass the Popliteus graft 
under the IT band heading 
posteriorly towards the 
posterior tunnel on the tibia



Graft Passage

• Place retractor behind fibular head and run FiberStick through fibular 
head tunnel (anterior to posterior)

• Pass FCL graft anterior to posterior through tunnel

Make sure 
graft not 
twisted



Graft Passage

• Place the knee at 200 of 
flexion (neutral tibial 
rotation) and apply 
valgus reduction force 
while pulling traction on 
graft

• Place screw in FCL 
tunnel



Graft Passage
• Pass a FiberStick through anterior tibial tunnel and retrieve looped end 

out of posterior tibia 

• Pass both grafts from posterior to anterior



Graft Passage

With the knee at 
45-600 flexion 
(neutral tibial 
rotation) tension 
the grafts and place 
composite screw



Isolated LCL Reconstruction



Recent Case – Acute Fibular Avulsion of LCL & Biceps

• Combined internal brace + 
repair of LCL with repair of 
biceps

• 4.75 mm Vented 
Biocomposite Swivelock
anchor at anatomic LCL 
insertion point on fibula



Consider HTO in Chronic Varus Knee





Post-Operative Protocol

Use of Brace- 0 – 90 degrees Range of Motion

Brace for the first 6 weeks

Sports after 4 to 6 months

Brace during sports for first 6 months



Thank You

Questions?


