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Abstract: We present 3 cases of simultaneous rupture of the patellar tendon and the anterior cruciate
ligament (ACL) and discuss the diagnosis and treatment of this infrequent association. Between 1997
and 2000, 3 patients with a mean age of 37 years were treated with an ACL reconstruction and repair
of the patellar tendon. The average follow-up was 3 years. Two of them were initially misdiagnosed.
At follow-up, all patients had stable knees and the average Lysholm score was 95. In acute knee
injuries with gross anteroposterior instability and a huge hematoma, the occurrence of this complex
lesion should be considered. A careful clinical evaluation may be correlated with magnetic resonance
imaging findings to provide the orthopaedic surgeon with the appropriate information for planning
the timing and surgical treatment. Key Words: Anterior cruciate ligament—Patellar tendon—
Magnetic resonance imaging.

S

imultaneous acute rupture of the patellar tendon (PT)
and anterior cruciate ligament (ACL) is a very unusual injury. There are 8 cases reported in the literature
related to this rare combination and, in 5 of them, the PT
or ACL lesion was misdiagnosed at the initial assessment.1-3 We present 3 cases of patients with simultaneous acute rupture of the PT and ACL and discuss the
diagnosis and treatment of this infrequent association.
CASE 1
A 31-year-old man injured his right knee during a
motorcycle accident. On examination, the patient
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lacked the ability to extend his knee against gravity.
He presented a swelling knee with a positive Lachman
test and a grade 3 pivot-shift test. Proximal migration
of the patella was clinically and radiographically
noted. After the clinical evaluation, a complete rupture
of the ACL and PT was diagnosed. Magnetic resonance imaging (MRI) showed a complete rupture of
the central portion of the PT and an acute tear of the
ACL (Fig 1 A and B). In addition a rupture of the
medial collateral ligament (MCL) was found. The
surgical treatment was performed in 2 stages. First, the
PT and MCL were primarily repaired and the patient
used a brace with limited range of motion for 5 weeks.
After that, the second stage of the procedure included
an ACL reconstruction with a contralateral PT graft.
Four years after surgery, the patient had excellent
range of knee motion and knee function, having returned
to his preinjury activity level. Results of the Lachman
and pivot-shift tests were near-normal according to the
International Knee Documentation Committee (IKDC).
He had a Lysholm score of 100 points and a near-normal
final IKDC score. Radiographs showed normal patellar
height and MRI revealed a continuous repaired PT and a
reconstructed homogeneous ACL graft (Fig 1C).
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FIGURE 1. (A) MRI of the knee in
the sagittal plane showing the complete rupture of the PT (arrow). (B)
MRI showing rupture of the PT
and ACL (arrow). (C) Four years
after surgery, MRI revealed an intact low-signal ACL graft (right arrow) and a continuous repaired PT
(left arrow).

CASE 2
A 31-year-old recreational soccer player injured his
right knee during a game. On impact, he twisted his
knee and fell as he heard a pop and, subsequently, was
unable to walk. He was taken to another hospital,
where both ACL and MCL ruptures were clinically
diagnosed. The patient was referred to our department
20 days after the injury. The clinical examination
elicited a positive Lachman test and a grade 3 opening
on valgus stress. The extensor mechanism could not
be correctly evaluated because of the patient’s fear
and pain.
An MRI scan was performed that confirmed the ACL
and MCL ruptures and showed a PT lesion. The injury to
the PT was within the substance so there was mild
thinning with increased signal in the distal fibers of the
tendon and a slightly curved configuration (Fig 2). The
PT and the MCL were repaired. The ACL was reconstructed using a quadriceps tendon at the same surgery.

For the first 4 weeks after surgery the patient was
immediately allowed passive flexoextension up to 45
grades while wearing a brace. Quadriceps muscle
strengthening was then begun, and the player returned
to full competition by 8 months after surgery. At
follow-up 3 years after surgery, he reported no signs
of instability and presented a full range of motion.
Results of the Lachman and pivot-shift tests were
normal according to the IKDC. He had a Lysholm
score of 96 points and a near-normal final IKDC
score.
CASE 3
A 50-year-old man injured his left knee during a
bicycle accident. Initial examination of the swollen
knee revealed gross anteroposterior instability with
proximal migration of the patella, and the patient was
unable to straighten his leg. Radiographs showed a

RUPTURE OF THE PATELLAR TENDON AND ACL
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FIGURE 2. (A, B). Sagittal MRIs in a patient with an ACL
and PT ruptures showing an anterior tibial subluxation as
well as questionable imaging of the continuity of the PT. (C)
The MRI reveals complete disruption of the ACL.

high patella. MRI confirmed a complete PT rupture, a
clinically missed ACL tear, and a tear of the lateral
meniscus. Simultaneous primary repair of the PT, as
well as lateral meniscectomy and ACL reconstruction
with semitendinosus and gracilis tendons were performed.
Postoperatively, the patient’s knee was immobilized
in extension with a brace for 4 weeks. After that
period, rehabilitation was intensified. At follow-up 2
years after surgery, the patient had an excellent range
of knee motion and quadriceps muscle power. This
patient had a negative pivot-shift test result but had a
feeling of partial giving way. He had a Lysholm knee
score of 88 points and a near-normal final IKDC
score, related to his subjective assessment.
DISCUSSION
Simultaneous acute rupture of the ACL and the PT
is very difficult to diagnose in the initial evaluation of
a knee injury, because the PT rupture is often missed.

Neglected, isolated, or combined PT ruptures have
been previously reported.4,5
There are 8 published cases of this lesion combination, involving 3 PT ruptures and 2 ACL tears that
were initially misdiagnosed. In 1991, Rae and Davies2
published a case report describing the same injury
combination in which the PT rupture was not initially
diagnosed. In a series of 6 cases reported by Levakos
et al.,3 some part of the diagnosis was initially missed
in 4 patients. Not evaluating the function of the extensor mechanism after an ACL injury or not testing
the integrity of the ACL when the PT is obviously torn
may lead to an incomplete initial diagnosis.
Our 3 patients presented with gross anteroposterior
instability with hemarthrosis, pain, and flexion contracture, making the physical examination difficult.
Therefore, MRI was performed in all cases. In case 1,
MRI confirmed the initial diagnosis. In Case 2, although the MRIs were not definitive, it was a useful
tool to suspect the PT rupture. Finally in case 3, the PT
rupture was evident in the physical examination and
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the MRI showed the ACL tear. Although MRI studies
can evaluate both pathologies, images can be misinterpreted. When ACL rupture occurs, the tibia moves
forward creating a loss of tension of the PT. This
slightly curved configuration imaging of the PT might
be considered as a secondary sign of an ACL injury
instead of a primary signal of a PT rupture.6-8
As to the treatment of this lesion, because of the
paucity of reporting in the literature, there is no definite protocol. It was described that early diagnosis and
suturing of the PT provide the best results in these
cases.9,10 We deem it convenient to perform the ACL
reconstruction in the same surgery, taking into account graft availability, soft-tissue status, the patient’s
activity level, and the surgeon’s experience.
In 2 of 3 cases, the semitendinosus and gracilis
tendons were also compromised. In this case, the
surgeon should be prepared to deal with different
grafts and types of reconstruction. In our 3 cases, we
used different techniques to restore a torn ACL: in
case 1, we used the contralateral central third of the
PT; in case 2, the quadriceps tendon; and in case 3, the
semitendinosus and gracilis tendons were available.
The mean follow-up was 3 years and all patients
had a stable knee and average Lysholm score of 95,
similar to patients who underwent an isolated ACL
reconstruction, even though this is a more severe
lesion.11-13
Diagnosis of the rupture of the PT is mandatory
because immediate surgical treatment of this lesion is
more favorable than a neglected injury treated
later.14,15 On the other hand, if there is a failure in the
initial diagnosis of the ACL rupture, the physician
may not be adequately prepared during the surgery to
treat this complex injury satisfactorily. These factors
may also bring medico-legal implications.
In conclusion, in acute knee injuries with gross
anteroposterior instability and a huge hematoma, the
occurrence of this complex lesion should be considered. A careful clinical evaluation may be correlated

with MRI findings to provide the orthopaedic surgeon
with the appropriate information for planning the timing and surgical treatment.
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