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PERSPECTIVES ON ORTHOPAEDICS

A teenager with an unstable knee 
BENJAMIN WITTE FRACS(Orth) LEO PINCZEWSKI FRACS(Orth) 

A 19-year-old girl presents with a swollen and painful knee after a netball injury. 

What diagnoses should be considered and what is appropriate management? 

Case presentation 
History and examination 
A 19-year-old student presented to her 
GP with a right knee that was painful and 
swollen. She reported that she had been 
playing netball when the knee had given 
way while she was landing from a jump. 
Questioning revealed that a previous 
injury had occurred while playing netball 
10 weeks earlier. 

The first injury had been more severe 
and occurred while the girl was running 
at speed, with her right foot planted on 
the ground and her body twisted. The 
knee had given way with a noise, and she 
had collapsed. She was helped from the 
court and was unable to continue to play. 
The knee had been iced immediately and 
was swollen within hours. 

Five days after the first injury, the 
pain and swelling began to subside. 
Within 10 days, she was walking and the 
knee was improving. Six weeks later she 
was able to jog, and after two more 
weeks she successfully attempted netball 
training. The second injury occurred 10 
minutes into her first game back. 

Dr Witte is a Consultant Orthopaedic Surgeon at 
SJOG Murdoch Hospital, the Mount Hospital and 
consults and operates in the Kimberley's. He 
specialises in knee surgery and has a special 
interest in ACL reconstruction. 
Dr Pinczewski is an Orthopaedic Surgeon, North 
Sydney Orthopaedic & Sports Medicine Centre, Sydney, 
NSW. He is a world authority on ACL reconstruction. 
Series Editor: Dr John P.H. Stephen, FRCS, FRACS, 
Visiting Medical Officer (Orthopaedics), Prince of 
Wales, Sydney Children's and Mater Misericordiae 
Hospitals, Sydney, NSW. 

Examination revealed an effusion, 
quadriceps wasting and lateral joint line 
tenderness. She was able to extend the 
knee fully. The Lachman test for anterior 
cruciate deficiency was positive, and the 
pivot shift test for anterolateral rotatory 
instability was also positive. The anterior 
drawer test for anteroposterior laxity (in 
90° of flexion) was negative. The other lig
aments and the patellofemoral joint were 
normal. X-rays revealed no fracture. 

Diagnosis and management 
On the basis of the patient's history, the 
GP suspected a ruptured anterior cruciate 
ligament (ACL); this was supported by 
examination findings. She was also suspi
cious of a lateral meniscal tear or lateral 
ligament strain. 

The GP advised rest, ice and compres
sion, along with use of crutches as needed. 
She also referred the patient to a physio
therapist for management of the acute 
injury, including advice about maintaining 
quadriceps and range of motion exercises. 
A specialist opinion was sought regarding 
surgical management, and the GP queried 
whether an MRI would be appropriate. 

The orthopaedic surgeon confirmed 
the diagnosis of a ruptured ACL clini

cally and discussed management options 
with the patient. An MRI scan was not 
required. 

The patient opted for ACL reconstruc
tion, which was appropriate in view of her 
age and desired level of activity. Examina
tion under anaesthesia confirmed the diag
nosis. The ruptured ligament was visible 
on arthroscopy (Figure 1). A stable partial 
tear of the lateral meniscus was present 
that did not require treatment (Figure 2). 

Classic history of ACL rupture 

• Participation in a running ball sport
or skiing

• A pivoting or deceleration manoeuvre
• Collapse, sometimes with a sound 

heard or felt 
• Inability to continue the activity
• Significant swelling (haemarthrosis)
• Settling of the swelling and apparent

knee recovery over several weeks
• Instability with pivoting and jumping

Figure 1. The ruptured AGL appears as a 
'frayed' area in this case. 

Figure 2. Stable partial tear of the lateral 
meniscus. 

Figure 3. The hamstring tendon graft in situ
appears as a shiny bundle. 




