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1. Introduction: Your Knee's Side-to-Side Stabilizers

The knee relies on two major sets of ligaments to remain stable during walking, running, and athletic pivoting.
While the Anterior Cruciate Ligament (ACL) controls forward and twisting movements inside the joint, the
collateral ligaments sit on the outer and inner borders of the knee:

» Medial Collateral Ligament (MCL): Sits on the inner side of your knee and prevents the leg from buckling
inward (valgus stress).

e Lateral Collateral Ligament (LCL) & Posterolateral Corner (PLC): Sits on the outer side of your knee and
prevents outward opening (varus stress) and rotational instability.

2. The Modern Clinical Shift: Treating 3D Motion, Not Just '‘Grades’

Historically, doctors graded collateral injuries purely by number (Grade 1 sprain, Grade 2 partial tear, Grade 3
complete rupture). Today, orthopaedic knee specialists evaluate three-dimensional (3D) rotational stability
and tear morphology rather than relying strictly on a static MRI report.

Key Clinical Insight: An MRI scan shows tissue structure, but physical examination and stress X-rays
reveal true dynamic stability. Treatment decisions are made based on how stable your knee feels and
functions under load, not just what the scan looks like.

3. Medial Collateral Ligament (MCL) Injuries

The MCL is a multi-layered complex comprising the Superficial MCL (sMCL), Deep MCL (dMCL), and
Posterior Oblique Ligament (POL). Because the MCL sits outside the main joint capsule and has an
abundant extra-capsular blood supply, it possesses exceptional biological self-healing potential.

Nonoperative Standard: Over 90% of isolated MCL tears—including complete Grade 3 ruptures—heal
successfully without surgery. Treatment involves immediate comfortable weight-bearing, early controlled range
of motion, and protection in a functional hinged knee brace for 4 to 6 weeks.

When Is Surgery Required for the MCL?
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Surgery is strictly indicated in specific mechanical scenarios, most notably a Distal MCL Stener-like Lesion. In
this injury, the lower end of the sSMCL tears off the tibia bone and flips superficial to the hamstring tendons (pes
anserinus). The hamstring tendons act as a physical wall, keeping the ligament away from the bone and
preventing spontaneous healing. Early surgical reattachment restores full alignment.

4. Lateral Collateral Ligament (LCL) & Posterolateral Corner (PLC) Injuries

The outer side of the knee is stabilized by the cord-like Fibular Collateral Ligament (FCL/LCL), the popliteus
tendon, and the popliteofibular ligament (PFL). Together, they form the Posterolateral Corner (PLC).

Elite Athlete Evidence for Nonoperative LCL Care

A landmark 2025 study in professional athletes (Haslhofer et al., OJSM) proved that isolated LCL tears achieve
100% Return-to-Play at pre-injury level (median 2.5 months) when treated nonoperatively with a specialized
30° terminal extension-block hinged brace for 2 weeks, followed by 2 weeks of full motion. Bending the knee
slightly offloads the nonisometric LCL during early matrix repair.

Complete PLC Disruption: Surgical Reconstruction

When the entire posterolateral corner is disrupted, nonoperative healing is unreliable and primary repairs carry
a high failure rate (~22%-40%). Anatomic double-bundle reconstruction using tendon grafts passed through
precise fibular and tibial tunnels is the gold standard, reducing failure rates to ~7%.

5. Quick Reference: Medial vs. Lateral Knee Injury Management

Medial Side (MCL / PMC) Lateral Side (LCL / PLC)

Primary Restraint

Healing Capacity

First-Line Treatment

Surgical Mandate

Surgical Method

Superficial MCL (resists valgus / inward
buckling)

High extra-capsular blood supply; excellent
self-healing

Hinged bracing (4-6 weeks) for >90% of
isolated cases

Displaced distal SMCL (Stener-like lesion over
pes tendons)

Acute suture anchor repair + internal bracing
OR anatomic sMCL+POL reconstruction

6. Key Takeaways for Patients

Fibular Collateral Ligament (resists varus /
outward opening)

Lower spontaneous healing; high risk of
chronic rotational laxity

30° Extension-block brace (4 weeks) for
isolated LCL sprains

Complete Grade 3 PLC disruption or fibular
styloid avulsion

Anatomic double-bundle tibiofibular or
fibular-based reconstruction

« 1. Clinical Exam Wins: Your specialist will treat how your knee behaves dynamically under stress, rather
than relying solely on static MRI pictures.

» 2. Most MCLs Heal: Inner knee tears almost always heal with structured bracing and early movement.
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» 3. Watch for Trapped Ligaments: Distal MCL tears trapped over hamstring tendons (Stener-like lesions)
require prompt surgical repair.

* 4. Specialized LCL Bracing: Isolated outer knee sprains respond excellently to a 30° extension-blocking
brace protocol.

» 5. Reconstruction for Outer Corner Disruption: Complete PLC tears require anatomic reconstruction to
protect long-term knee stability and prevent ACL/PCL graft overload.

Book a Consultation: Prof. Chinmay Gupte | SportsHealing & OmkneeHealth Clinics
Wellington Knee Unit & Imperial College Healthcare NHS Trust « Website: chinmaygupte.com
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