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Abstract
Objective To correlate MRI findings of patients with posterior cruciate ligament (PCL) injury and surgical management.
Materials and methods A retrospective search yielded 79 acute PCL injuries (36 ± 16 years old, 21 F, 58 M). Two independent
readers graded PCL tear location (proximal, middle, or distal third) and severity (low-grade or high-grade partial/complete) and
evaluated injury of other knee structures. When available, operative reports were examined and the performed surgical procedure
was compared with injury grade, location, and presence of associated injuries.
Results The most commonly injured knee structures in acute PCL tears were posterolateral corner (58/79, 73%) and anterior
cruciate ligament (ACL) (48/79, 61%). Of the 64 patients with treatment information, 31/64 (48%) were managed surgically: 12/
31 (39%) had PCL reconstruction, 13/31 (42%) had ACL reconstruction, 10/31 (32%) had posterolateral corner reconstruction, 9/
31 (29%) had LCL reconstruction, 8/31 (26%) had meniscectomy, and 8/31 (26%) had fixation of a fracture. Proximal third PCL
tear and multiligamentous injury were more commonly associated with surgical management (P < 0.05). Posterolateral and
posteromedial corner, ACL, collateral ligament, meniscus, patellar retinaculum, and gastrocnemius muscle injury, and fracture
were more likely to result in surgical management (P < 0.05). Patients with high-grade partial/complete PCL tear were more
likely to have PCL reconstruction as a portion of surgical management (P < 0.05).
Conclusions Location of PCL tear and presence of other knee injuries were associated with surgical management while high-
grade/complete PCL tear grade was associated with PCL reconstruction. MRI reporting of PCL tear location, severity, and of
other knee structure injuries is important for guiding clinical management.
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Introduction

The posterior cruciate ligament (PCL) is the major mechanical
restraint to posterior translation of the tibia relative to the femur
[1]. PCL tear has been reported to occur in 79% of
multiligamentous knee injuries, 38% of traumatic knee
hemarthroses, 7.8% of patients with periarticular knee fractures,
and to constitute 2.4% of all knee injuries in high school athletes
in the United States [2–4]. The most common etiologies of acute

PCL injury are motor vehicle accidents and athletic trauma, and
PCL tears are seen more frequently in men [2, 5, 6]. MRI exam-
ination is effective in defining the extent of ligamentous, soft
tissue, and osseous abnormalities in acute knee injuries [1, 7–9].

PCL injury can be treated with surgical PCL reconstruction
or by non-operative conservative management [1, 2, 10–16].
Surgical literature supports operative management of acute
PCL injuries with knee instability and multiligamentous inju-
ries [1, 12]. Alternatively, chronic PCL injuries with accept-
able function as well as isolated PCL tear without knee insta-
bility can be managed non-operatively [1, 11, 13, 15–17]. We
have found no studies in the existing radiology literature
which examine whether grade and location of PCL injuries
determines surgical versus conservative management of acute
PCL tears. Additionally, existing radiology literature contains
five studies that have examined the frequency of associated
knee structure injuries by MRI in the setting of acute PCL
injury. The largest cohort has 54 patients, and there are no
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studies which examine the correlation between PCL tear, as-
sociated injuries, and surgical management [18–22].

The objective of this study was to correlate PCLMRI find-
ings, including severity, location, and associated injuries, with
surgical management to determine the injuries that guide clin-
ical management.

Materials and methods

Subject selection

This study was approved by the Institutional Review Board
(IRB) and complied with the Health Insurance Portability and
Accountability Act (HIPAA) guidelines. Subject informed
consent was not required because of the retrospective study
design.

A retrospective search among knee MRI examinations was
performed at our institution between 1995 and 2016 using the
search terms BPCL tear^, Btear of the PCL^, Btear of PCL^,
BPCL rupture^, Brupture of the PCL^, Brupture of PCL^,
BPCL repair^, and BPCL reconstruction^, which yielded 322
results. Exclusion criteria were (1) inadequate, absent, or du-
plicate imaging (N = 151), (2) skeletal immaturity defined by
the presence of open physes (N = 3), and (3) findings consis-
tent with chronic rather than acute PCL injury defined by the
absence of soft tissue edema, joint effusion, or osseous contu-
sion based on review ofMR images, and those with prior knee
surgery (N = 89). Seventy-nine acute PCL injuries were in-
cluded (Fig. 1).

Imaging studies

All knee MRIs were performed at 1.5 T or 3 T MRI with a
dedicated surface coil (Siemens Medical Solutions USA, Inc.,
Malvern, PA, USA and GE Healthcare, Chicago, IL, USA).
Although a variety of MRI scanners were used across the
study period, all cases that were included were determined
to have diagnostic-quality images on review of MR images.
Imaging sequences and parameters were:

– Coronal T1-weighted: TR 480–620 ms, TE 15–17 ms,
flip angle 90, NEX 1, matrix size 448 × 384, FOV
16 cm, slice thickness/gap 4/10

– Sagittal T2-weighted fat-saturated: TR 3700–4400 ms,
TE 35–48 ms, flip angle 90, NEX 1–2, matrix size 320–
288, FOV 15–16 cm, slice thickness/gap 3/10

– Coronal T2-weighted fat-saturated: TR 3300–3800 ms,
TE 45–52 ms, flip angle 90, NEX 1, matrix size 320–
288, FOV 16 cm, slice thickness/gap 4/10

– Sagittal proton density: TR 2000–2600ms, TE 25–27ms,
flip angle 90, NEX 1, matrix size 320–320, FOV 15–
16 cm, slice thickness/gap 3/10

– Axial T2-weighted fat-saturated: TR 3600–4900 ms, TE
50–55 ms, flip angle 90, NEX 2, matrix size 320–256,
FOV 15–16 cm, slice thickness/gap 3/10

Image review - evaluation of PCL and associated
injuries

Each case was reviewed independently by two musculoskel-
etal radiologists with 6 and 5 years of experience (CYC and
FJS) for injury of the following structures: PCL, ACL, medial
and lateral menisci, extensor mechanism, posterolateral corner
(lateral collateral ligament (LCL), popliteus muscle and ten-
don, biceps femoris muscle and tendon, popliteofibular liga-
ment, and posterolateral joint capsule), posteromedial corner
(semimembranosus muscle and tendon and posterior oblique
ligament/posteromedial joint capsule), medial collateral liga-
ment (MCL), medial and lateral gastrocnemius muscles, me-
dial and lateral patellar retinacula, contusion or fracture, and
acute cartilage defects. Although the LCL was included as a
posterolateral corner structure for grading presence of injury,
some patients had LCL repair without repair of other postero-
lateral corner structures and other patients had no LCL repair
but repair of other posterolateral corner structures. Therefore,
the LCL was considered separately during surgical correla-
tion. The term multiligamentous is used to denote complex
injuries to multiple ligaments including the PCL, ACL,
MCL, and posterolateral corner including the LCL. In contra-
distinction, the term isolated ligamentous PCL injury is used
to denote patients with PCL injury, without injury of the ACL,
MCL, and posterolateral corner including the LCL, but

Fig. 1 Flowchart of patient inclusion and exclusion
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possibly with other non-ligamentous injuries such as meniscal
tear, cartilage injury, musculotendinous injury, or fracture.

The PCL injuries were divided into two grades: grade 1,
sprain or low-grade partial tear, and grade 2, high-grade partial
tear or complete tear. Sprain/low-grade partial tear were defined
as abnormal thickening (≥ 7 mm) without a fluid gap or attenu-
ation and T2 hyperintense signal to normal ligament involving
less than 50% of ligament fibers (Fig. 2) [23]. High-grade partial
tear/complete tear were defined as discontinuity of and fluid
signal gap between tendon fibers involving 50 to 100% of liga-
ment fibers (Figs. 3 and 4) [23, 24]. The location of the PCL tear
(proximal, middle, or distal third) was also recorded [19, 25].

Other than the PCL, each ligament, tendon, and muscle
was graded as normal or injured. Each structure was defined
as injured if it was thickened or attenuated and T2 hyperin-
tense to normal ligament/tendon fibers but hypointense to flu-
id, partially discontinuous with a fluid signal intensity gap, or
completely discontinuous with a fluid signal gap (Fig. 5).

Cartilage and menisci were defined as injured if there was a
fluid signal intensity gap in the normal structure (Fig. 6). Bone
contusion was defined by increased T2 signal on fluid sensi-
tive sequences with corresponding decreased T1 signal.
Fracture was defined by cortical discontinuity or subchondral
linear low T1 signal with surrounding increased T2 signal.

Fig. 2 Twenty-four-year-old man with pain and instability after injuring
his knee playing basketball. Sagittal T2-weighted fat-saturated image
shows high intra-substance signal with an AP diameter ≥ 7 mm of the
vertical segment (bracket) excluding the anterior meniscofemoral liga-
ment of Humphrey (arrow), without fluid signal gap, consistent with a
distal third low-grade partial tear

Fig. 3 Forty-five-year-old man with pain after being kicked in the knee
while kickboxing. Sagittal T2-weighted fat-saturated image shows dis-
continuity of 50–100% of anterior fibers (arrow), consistent with middle
third high-grade partial tear

Fig. 4 Twenty-one-year-old woman with pain and swelling after striking
her knee on the 1st baseman while playing softball. Sagittal T2-weighted
fat-saturated image shows discontinuity of and fluid signal gap between
100% of ligament fibers (arrow), consistent with proximal third complete
tear
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For statistical analysis, discrepant reads were reconciled by
using the more senior radiologist’s interpretation (Reader 1).

Surgical correlation

The electronic medical record for each patient was reviewed
for management of PCL injury. If management was surgical,
intraoperative findings from the operative report and type of
surgical procedure were recorded, including ligament recon-
struct ion, tendon/l igament repair, meniscectomy,
chondroplasty, peroneal neurolysis or decompression, popli-
teal artery repair, fracture fixation, and total knee arthroplasty.

Statistical analysis

All statistics were performed using JMP®, Version 13.0.1 Pro
(SAS Institute Inc., Cary, NC, USA). A P value < 0.05 was
used as the critical alpha level for statistical significance for all
Chi-square, Fisher’s exact, and t tests. All t tests were two-
sided. Statistical comparisons included:

& PCL:

– Among patients with PCL plus other ligament injury,
comparison was made for surgical versus conservative
management and for PCL reconstruction versus surgical
management other than PCL reconstruction.

– Comparison was made between PCL only versus
multiligamentous injury for surgical versus conservative
management and for PCL reconstruction versus surgical
management other than PCL reconstruction.

– Comparison was made between sprain/low-grade PCL
tear versus high-grade/complete PCL tear for surgical
management versus conservative management and for
PCL reconstruction versus surgical management other
than PCL reconstruction.

– Comparison was made between proximal, middle, and dis-
tal third PCL tear location for surgical management versus
conservative management and for PCL reconstruction ver-
sus surgical management other than PCL reconstruction.

A likelihood-ratio Chi-square test was used to determine if
there was a significant difference between PCL tear grade for
proximal, middle, and distal tear locations and between surgi-
cal versus conservative management for: PCL tear alone ver-
sus PCL tear plus each other ligament injury, isolated ligamen-
tous PCL tear versus multiligamentous injury, low-grade par-
tial PCL tear versus high-grade partial/complete PCL tear, and
between location PCL tear. After Chi-square tests for location
of PCL tear and tear grade and well as surgical versus conser-
vative management, post-hoc analyses using probabilities of
adjusted standardized residuals for each contingency table cell
and using Bonferroni correction were calculated to identify
the individual tear location comparisons which contributed
to statistical significance [26].

Fisher’s exact test was used to determine if there was a
significant difference between isolated ligamentous PCL tear
versus multiligamentous injuries and between low-grade par-
tial and high-grade partial/complete PCL tears who had PCL
reconstruction versus surgical management other than PCL
reconstruction [27].

& Demographics:

An unpaired two-sample t test was used to determine if
there was a significant difference between mean age of pa-
tients managed surgically versus conservatively and between
patients who had PCL reconstruction versus surgical manage-
ment other than PCL reconstruction.

A likelihood Chi-square test was used to determine if there
was a significant difference between gender of patients man-
aged surgically versus conservatively and between patients
who had PCL reconstruction versus surgical management oth-
er than PCL reconstruction.

& Inter-rater agreement:

Inter-rater agreement on the presence of injury to each
structure and on the mechanisms of injury was assessed by
calculating a Kappa agreement coefficient (κ) for each struc-
ture. κ value of 0–0.2 indicated slight agreement, 0.21–0.40
indicated fair agreement, 0.41–0.60 indicated moderate agree-
ment, 0.61–0.80 indicated substantial agreement, and 0.81–
1.0 indicated almost perfect agreement [28].

Fig. 5 Sixty-year-old woman with pain and swelling since twisting her
knee while walking up stairs. Coronal T2 fat-saturated image shows com-
plete disruption of MCL fibers (superior arrow) at the level of the distal
femur, with retraction of distal ligament fibers superiorly (inferior arrow)

1526 Skeletal Radiol (2018) 47:1523–1532



Results

Subject clinical information

There were 58/79 (73%) males and 21/79 (27%) females. The
average age at injury was 36 ± 16 (range, 15–74) years.

PCL and associated injuries

High-grade partial/complete tears (62/79, 78%) were more
common than low-grade partial PCL tear (17/79, 22%).

There were no PCL avulsion injuries. PCL tears were located
at the proximal third in 32/79 (40%), middle third in 29/79
(37%), and distal third in 18/79 (23%) of patients. There was
no statistical relationship between PCL tear location and
grade. There were 10/79 (13%) isolated ligamentous PCL
injuries and 69/79 (87%) multiligamentous injuries (Table 1).

The associated injuries are detailed in Table 2. The most
commonly injured soft tissue structures were the posterolater-
al corner (58/79, 73%) and ACL (48/79, 61%). All patients
with an LCL injury (37/79, 47%) had injury to an additional
posterolateral corner structure. Most patients (69/79, 87%)

Fig. 6 Twenty-four-year-old man
with pain, instability, and
deformity since injuring his knee
playing basketball. Axial T2-
weighted fat-saturated image (a)
and coronal T2-weighted fat-sat-
urated image (b) show complex
tear of the lateral meniscus poste-
rior horn with avulsion of the tib-
ial root attachment (arrows)
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had multiple knee ligament injuries. Themedial meniscus (27/
79, 34%) was more commonly injured than the lateral menis-
cus (8/79, 10%).

Osseous contusions were seen in 64/79 (81%) of patients
while fractures were seen in 52/79 (66%). Proximal tibial con-
tusions (33/79, 42%) were more common than distal femoral
contusions (29/79, 37%). Patellar contusions were rare (2/79,
3%). Proximal tibial fractures (26/79, 33%) were more com-
mon than distal femoral fractures (22/79, 28%). Proximal fib-
ular fractures were less common (4/79, 5%). Acute knee car-
tilage defects occurred in 9%; three at the femoral condyles
and two each at the patella and tibial plateau.

Surgical correlation

Sixty-four (64/79, 81%) patients had medical records contain-
ing information about treatment following injury (Fig. 7).
Thirty-one 31/64 (48%) were managed surgically while 33/
64 (52%) were managed conservatively. There were 14 differ-
ent orthopedic surgeons, specializing in sports medicine (N =
9), trauma (N = 3), and arthroplasty (N = 2).

There were ten patients with isolated ligamentous PCL inju-
ry and medical records with treatment information, two of
which (2/10, 20%) were managed surgically. These two pa-
tients underwent chondroplasty and total knee arthroplasty re-
spectively, without PCL reconstruction. Two patients had iso-
lated PCL reconstruction as their only surgical management,
both of whom had multiligamentous injuries; one with ACL

and posterolateral corner injury and the other with ACL, pos-
terolateral corner, posteromedial corner, as well as medial and
lateral gastrocnemius muscle injuries. There were 54 patients
with multiligamentous injury, defined as injury of the PCL and
at least one of: ACL, MCL, or posterolateral corner, and with
medical records containing treatment information. Twenty-nine
(29/54, 54%)multiligamentous injuries weremanaged surgical-
ly. Multiligamentous injuries were more likely than isolated
ligamentous PCL injuries to be managed surgically
(P value = 0.04), but were no more likely to have PCL recon-
struction versus other surgical management (P value = 0.51).

Of the 31 patients managed surgically, 12/31 (39%) pa-
tients had PCL reconstruction, while 19/31 (61%) patients
had other structures repaired/reconstructed without PCL re-
construction. Other structures which were surgically
repaired/reconstructed included 13/31 (42%) ACL, 10/31
(32%) posterolateral corner (posterolateral joint capsule,
popliteus muscle/tendon, biceps femoris muscle/tendon, and
popliteofibular ligament), and 9/31 (29%) LCL. Of the pa-
tients who had surgical repair/reconstruction of the LCL,
two had this as the sole surgical management while seven
had other posterolateral corner structures repaired as well. In
addition, 9/31 (29%) patients had partial or complete
meniscectomy, and 8/31 (26%) patients had fixation of a frac-
ture. Less common operations included peroneal nerve
decompression/neurolysis in 6/31 (19%), chondroplasty in 3/
31 (10%), MCL repair in 2/31 (6%), popliteal artery repair in
2/31 (6%), and total knee arthroplasty in 2/31 (6%).

Table 1 Comparison between
isolated ligamentous PCL tears
and multiligamentous injuries in
this cohort and existing literature

Injury type Results Existing literature [1, 2, 6, 14, 19, 21]

Isolated ligamentous PCL tear (69/79) 87% 26–96%

Multiligamentous injury (10/79) 13% 24–74%

Table 2 Comparison between
concomitant injuries with PCL
tear in this cohort and existing
literature

Structure Results Existing literature
[1–3, 5, 6, 18–20, 22, 29–31]

Osseous contusion (64/79) 81% N/A

Posterolateral corner (48/79) 73% 37–62%

Fracture (52/79) 66% 5–44%

ACL (48/79) 61% 27–45%

MCL (32/79) 41% 15–36%

Medial retinaculum (30/79) 38% N/A

Lateral gastrocnemius (28/79) 35% N/A

Medial meniscus (27/79) 34% 20–35%

Posteromedial corner (25/79) 32% N/A

Medial gastrocnemius (21/79) 27% N/A

Lateral meniscus (8/79) 10% 5%

Extensor mechanism (8/79) 10% 1–5%

Lateral retinaculum (8/79) 10% N/A

Knee cartilage (7/79) 9% 13–26%
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A comparison of patients managed by surgery versus con-
servative measures is provided in Table 3. Patients with injury
of the PCL and presence of concomitant injury of the ACL,
MCL, posterolateral corner structures, and meniscus were
more likely to be managed surgically (P values = 0.00001–
0.02). Patient demographic information and associated knee
soft tissue injuries of patients who went to surgery and had
PCL reconstruction versus other surgery are listed in Table 4.
There were no specific concomitant injuries that resulted in
PCL reconstruction more often than other surgical manage-
ment, among those PCL tears managed surgically.

Patients with high-grade partial or complete PCL tear
trended toward but were not statistically significantly more
likely to be managed surgically rather than conservatively,
compared to patients with sprain/low-grade partial PCL tear
(P = 0.06). However, among surgically managed patients,

high-grade partial or complete PCL tears were more likely to
undergo PCL reconstruction as a portion of surgical manage-
ment than patients with low-grade partial PCL tear (P = 0.001).

There was an overall significant relationship between PCL
tear location and surgical versus conservative management
(P value = 0.01), with post hoc analyses showing proximal
third tears being more likely managed surgically (P = 0.001)
and middle third tears being more likely managed conserva-
tively (P = 0.006).

Statistical analysis

Tables 3 and 4 show the statistical comparisons for age, gen-
der, and presence of other knee structure injuries related to
surgical management and PCL reconstruction.

Fig. 7 Flowchart of management
of PCL injuries

Table 3 Patient demographic
information and associated knee
soft tissue injuries of surgically
versus conservatively managed
PCL tears for all with PCL injury
and follow-up information about
management. P < 0.05 was con-
sidered statistically significant.
These numbers are highlighted in
bold text

N = 64 Surgery (N = 31) No surgery (N = 33) P value

Age 36 ± 15 years old 41 ± 19 years old 0.1

Gender 22/31 (71%) M, 9/31 (29%) F 23/33 (70%) M, 10/33 (30%) F 0.9

ACL 27/31 (87%) 11/33 (33%) 0.00001

Posterolateral corner 27/31 (87%) 20/33 (61%) 0.02

MCL 17/31 (55%) 8/33 (24%) 0.01

Meniscus 18/31 (58%) 8/33 (24%) 0.006

Skeletal Radiol (2018) 47:1523–1532 1529



Interobserver agreement κ for injury to associated struc-
tures in the setting of PCL injury ranged from 0.85 to 1.0
(average 0.96), showing almost perfect agreement for all
structures.

Discussion

We found that proximal third PCL tears and those with con-
comitant knee injuries, particularly posterolateral corner and
ACL, were more likely to be managed surgically. Accurate
reporting of PCL tear grade and location and associated inju-
ries is important to guide clinical management.

Males have been reported to make up between 60 and 73%
of isolated and combined PCL injuries in large demographic
studies of up to 1200 patients [2, 5, 6], consistent with our
results, which found that men made up 73% of acute PCL
injuries. The majority of PCL injuries have been reported to
occur in 30 to 50-year-old patients with an average age at time
on PCL injury of 33 years [5, 6], consistent with our popula-
tion, which had an average age at injury of 36 years.

Existing reports in the radiology and orthopedic literature
have reported similar frequency of patient demographics and
concomitant injuries in patients with acute PCL tear [1–3, 5, 6,
18–20, 29]. We found a higher overall rate of injury of other
knee structures, although this may be due to our binary grad-
ing of each structure as normal or injured and thus the group-
ing of low-grade injuries with high-grade injuries (Table 2).

Management of PCL injuries can be surgical by PCL re-
construction or non-operative with physical therapy and activ-
ity modification, depending on whether the injury is acute or
chronic, on associated knee structure injuries, and on the func-
tional goals of the patient [1, 2, 10–16]. Orthopedic literature
supports operative management for patients with acute PCL
tear and knee instability or multiligamentous injury [1, 12].
Isolated PCL tear may be managed non-operatively in the
absence of knee instability [1, 11, 13, 16, 17]. Acute avulsion
fracture of the PCL is treated with open reduction and internal
fixation [15]. One study of 25 patients and average follow-up
of more than 6 years reported that 80% of patients with iso-
lated PCL tear were satisfied with knee function and able to

return to sport after nonoperative management [32]. Another
study of 43 patients with an average follow-up of more than
6 years reported successful nonoperative management of iso-
lated PCL tears but significantly higher incidence of fair or
poor functional outcomes and osteoarthritic progression for
PCL tears with associated ligament injuries managed
nonoperatively [33]. Management of the 64 patients (81%)
who had information in the medical record on treatment was
consistent with the recommendations of existing orthopedic
literature, with an approximately equal number of patients
being managed surgically (48%) and conservatively (52%).

No patients with isolated ligamentous PCL injury
underwent PCL reconstruction. Patients with injury of the
PCL and presence of concomitant injury of the ACL, MCL,
posterolateral corner, and meniscus were more likely to be
managed surgically. However, the PCL was not repaired in
the majority of surgically managed cases (61%). Patients with
proximal third PCL tears were more likely to be managed
surgically rather than conservatively. Among surgically man-
aged patients, high-grade partial/complete PCL tears were
more likely to undergo PCL reconstruction as a portion of
surgical management than patients with low-grade partial
PCL tear. These findings highlight the importance of reporting
PCL tear grade and location and coexisting knee structure
injuries in the setting of PCL tear in guiding management.

Limitations of this retrospective study include that patient
positioning, length of time from injury to imaging, and de-
tailed history from each patient could not be controlled, and
information about these features was limited. Additionally,
since surgical correlation was limited to those patients (N =
64) for whom operative details were available in our institu-
tion’s electronic medical record, management information
about patients who got care at outside facilities was not in-
cluded. This may have included patients who were managed
surgically. The number of surgeons (14) and varying subspe-
cialties (sports medicine, trauma, and arthroplasty) who oper-
ated on our patient population may mean there was variation
in decision algorithm, choice of treatment, and operations
performed.

In conclusion, proximal third PCL tears and PCL tears with
injury of multiple knee soft tissue structures are more likely to

Table 4 Patient demographic
information and associated knee
soft tissue injuries of PCL tears
which underwent PCL
reconstruction versus other knee
surgery for all with PCL injury
who were surgically managed. P
< 0.05was considered statistically
significant

N = 31 PCL reconstruction

12/31 (39%)

Surgery without PCL reconstruction

19/31 (61%)

P value

Age 32 ± 12 years old 39 ± 16 years old 0.096

Gender 7/12 (58%) M, 5/12 (42%) F 16/19 (84%) M, 3/19 (16%) F 0.11

ACL 10/12 (83%) 17/19 (89%) 0.87

Posterolateral corner 11/12 (92%) 16/19 (84%) 0.55

MCL 7/12 (58%) 9/19 (47%) 0.55

Meniscus 5/12 (42%) 12/19 (63%) 0.24
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be managed surgically rather than conservatively. High-grade
partial/complete PCL tears are more likely than low-grade
partial PCL tears to undergo PCL reconstruction as a portion
of surgical management. Accurate reporting of PCL tear loca-
tion, grade, and associated injuries on knee MRI is important
for guiding clinical management.
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