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Combined Anterior and Anterolateral Stabi-lization of
the Knee With the Hamstring Tendons
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Abstlact Anterior cruciaie ligamcnt reconslruclion allows good control oI sâgitlal laxity bur insufficienl rolary larity
control. Our objcctive ir lo des«ibc an original lareral exlrâ-anicular ænodesis usinS Bracilis in addition 10 an intra-
aniorlar reconstrudion using thr semilendinosus in a shon 4'srand gmfr. The principles are as tollows: Thc fenoral
lunnelfor inEa-aniorlar a nd exlra-anicular re.onrlruûion is unique, lhe femoral a1lâ(hme k posÈriorand proximâlro
lhe lalcral epicondyle, rh. grah i! under thc lateral collateral ligamenl, and the übial ins€nion is isometric from 0" to 60'
betwcen ùe Geidy tubercle and ùe fibular head.

FFhe involvement of the anterolaterâl Inee srru(-
l. rures in toral ruprure of rhe anrerior cruoare liga-

ment (ACL) has b€en known by s€veral authors for
many yeârs (segond, Hugsron, and Muller).' ' These

authors have dearly hightighled the roles of lhese
structùres in controllinS the intemal roÉtion ol the
knee. Mâny procedures using â long srrip ol rhe
iliotibial band (ITB) lo strenglhen the anlerolateral
câpsulâr strudures were descnbed by Lemaire,
Maclntosh, Ellison, Losee, ând Andrcws in the early
l98os, but fen pùblicâtions were reponed.l3 t"ateral
exrra-anicxlar tenodesis (LE-I) !ÿas initially p€rformed
wiahout concomitânt intra-anicular anlerior cruciate
ligamenr reconnruction (ACLR). The exttâ-anicular
augmenrarions lell oul of favor, nobbly in ùe Unir€d
Stares, after many publications. Many re.€nl anides
hâve "revisited'the anatomy of th€ laterâlasped of ùe
knee, ând the anterolateral ligament (ALL) hâs been
"redis«)vered'by several âurhors. There is today a

its anatomic insenions.'r ' The fünclron

oI the anterolaleral srructures in roaary control in syn-
ergy with the ACL hâs also been shown by numerous
re(tnl biomechânical norks.' '' They conciuded that
the anterolateral struoures act as a secondary
stabilizer of anterior lâxity and intemal rotation after
ACL ruplure.

ACLR allows good control of sagittal Iaxity but insuffi-
oenr rolary laxity mnrrol. Uplo l0% ofpatientscomplain
oI rcsidual instability after ÀclR.lr Cunently, lateral
extra-âfticular pmcedures are per{ormed either as

anatomic anrcrolateral liSament reconsiructions (ALLRs)
or renodese\. '' we must driinguish the anaromi(
reconstrucrions of the ALL lreplication of the anatomy)
Irom rhe isomerric LEÎ.

Our purpos€ h to des.ribc an ori8inal LET usinS
gracilis in addition to an intra-articular r€construction
using ùe semit€ndinosus in â shon 4-strand autograll
(ACLR according to Tape Ir&in8 Screw procdure)
([i{ I ). The principles are summariz€d in T.lr[' l.

Surgical Tschniqu€
The ph!§icâl examinatioû, perJormed with the

pâtient under general anesihrsia, is fæused on the
Lachmân and pivoÈshiit grade§. when gross Lachman
plus pivocshiir findinSs are present, LET after ACLR is
considcred.

The pâtient is placed in the supine position with the
knee in 90' of ll€xion, stabilized with a lateral suppon
(Maquer cetinge Group, Rasbrr, c€rmany) and a loot
bar (Mâqud Geting€ croup) so that the knee cân be
mobilized from lull exrension üp ro 120'oI flexion. Key
anatomic landmarks are dlawn in ti8Lrrc 2. A pneu-
matic tourniquet is not routinely used, but we request
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PIA 2. Knee position, lareral vi€w. The paûenr ispla@d in lhe
supin€ posilion ÿvirh rheriShrknee in 90" olflexion. sràbilized
wnhâ laleral supplrt and a Imr bar. Keyanalomi( tandmarks

Fia r. RiShr kree in 90. of llexion. The tâte.at exra-ânicular
knodesh is pâsed und€meaù ùe lateratcoliarerat li8âmenr.

hypotension from the anesthesiolqgisr. Theie.hnique is
shown in detail in ! i(ir() t.

Stap l: Arüroscodc Evlluation
An antrolateral vier,ving ponal .nd an anleromedial

working ponal are used. À{rer confirmation oI rhe ACL
rùplure, meniscal and chondral lesbns are mana8ed

Stêp 2: Orrfi tLeivrrüng
À l-cm-lon& oblique in€ision is made over the pes

anserinus. The sartorius is retracted sup€rio y, and lhe
gracilis ând semirendinosus lendons are blunrly
disseded and harvested using ân open ÿripper (FH
O(hopedica, Heimsbrunn, France). Tendon lenglhs are
measured (l:ig l).

St p * Gralt PÉporstion
A 4- or 5-strand semitendinosus shon graft

(50-60 mm lonS according to rhe parienfs hfight) i§
prepared on the grah masÈr (\ r(1.,) I ). The srÉnds are
joined by means of I or 4 cross sritches using a No. I
Vicryl suture (Ethicon, Somervilte, NJ). A nonabsorb-
able lape (polyelhylene rerephthalate polyester) is
pass€d lhrough each rendon loop. The end ol the
grâcilis lendon is passed through ih€ femoral loop ro
obtain a 2-srrand gracilis tendon (a graft whose lengrh
must he >12 cm). The consrru€l is sized and rubmitted
to a hiSh l<100 N) and shon (<l minurc) pre-tension
(Liq 1).

Stap 4: ktaral Famoral Approach
A 4- to 5-cm skin incision centered on the laterâl

fpicondyle, in Iine \aith the ITB, is performed. The ITB
is sharply divided ro expos€ th€ laleral condyle. The exit
poinl lrom lhe lemoral runnel is marked with ân

Uniqùe,thoral tunn.l lû inrrâ.artiotâr rccônnruclion and
exr.a-ânlfth! ten(ürsis

Femoral âua(hm.m ir pon€rior.nd proinàt ù, tar€ral rpiondyl€
Grair k Drul.nor roce.tcrol rdadon ôrkne ÿ, rhar n is tishr;.ar

Isôftrÿ lnrn 0. 60". re\utun8,n minmal€n8rh (hdn8r dunn3

crâIr is d.ô ù) rcr- which a.§ a! puney

Tablc l. Phnciplet of tET

Is.tuir,. ùblal Insentor baw.rn rub.rci( and libülar h..d
«,ÙarGl lieôm.nr LEr, tâte6t .rk -dniotâr rc.od6ir.

Fia l. RrShl lnee. medràt virw. crak hànerl,n8. A ,.m-
long. oblique inoÿ'n D mâde over rhr per ansrrinu\. The
erlorius is r€lracred supfriorty, and rhe Bracitis ,nd s€mire,
ndinosus rendons are bluntry disr«ed and hârvesred usinS an
open rendon sdppe.. Tendons lengrhs are measur€d.
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ensure that ùe K-wire is properly posidoned (ËiS 68).
An 8-, 9-, or 10-mm rearner (depending on the diam-
erer ol rhe lemordl lôôI) is used Io drill a conlinuous

Stêp ô: Ibial TLhnel of lnlra-aiticdat Gralt
The rip ol rhe tibial aimer (FH onhopedics) is placed

as close as possible 10 the base of the medial tibial
eminence in rhe (enter of the ACL remnant. The angle
of rhe tibial guide is set 1() 60'. A continuous 4.5-mm-
diame{er tunnel is reamed. An all-inside retrogrâde
socker {15 mm deep) is reâmed manually at the
diamcler and length ol the tibial gralt end ll'ig ;).

Sit6p 7: Pênetation of lntra-âdculd GÉtt
The traction sutures are passed ùrough the femoral

ând tibial tunnels in an ourside-in dire«ion and then
broughr oul with a grasper rhrough the ânieromedial
ponal.The lemoral end lgracilisplus tapes)is pulled out
oI the lemoral runnel; then, the tibial lapes are pulled
out ol1he tibial tunnel, and each tendon end futly en-
.ers ;$ socket. Sufficient penetrations of each loop jn
both sockets are checked {FiB E).

Fig 4. (À) Grail preparâton. A 4- or t{rrand semirendinosùs
shon 8râft is prepâred on rhe grall masler. The srrands are
joined bymeans oI I or 4 cross srilches usingâ No. I vicryl. À
nonabsorbable 1ape is pôssed ùrough each rendon loop- The
end oI the g.âcilis rendon is pased through the femoral loop
10 ob1âin a 2{rrand gra.ilis Éndon. (B) Gralt sizing. The
.on§trucl is siTed and sùbmiued ro a high (<100 N) and shon
(<l ûinu1c) pre-rension.

Step & Femoral Fixalion
While the lapes are being pulled and ùe gracilis is

bein8 separâted, a guide pin is insened inlo the femorâl
tunnel; then, a bioabsorbable (poly-Ljaaic acid-Ê-tri-
calcium phosphale) or PEEK (polyether ether ketone)
screw (diarnerer, l0 mmi length, 20 mm) (FH Onho-
pedi.s) is inserrcd into the {emoral tunnel (fl!,)).

eleclric cautery device. This landmark is I0 mm prox-
imal and posterior ro ihe lareral epicondyle. It will
constitute the lemoral atlachmenr oI rhe inûa,articulâr
grafl and the upper alia(hmenl oI the LET. The prox-
imal part of the lareral collareral ligamenr (LCL) is
idenlified by blunr dissection. The LCL is incjs€d at irs
anterior and postenor borders, ând a small pulley is dug
wirh scissoE (fis 5).

Step 5: Fêmoral Tuivrel
By anterolateral visualization, rhe cenier oI the

fernoral native loorprinL ac(ording ro tÀe anatomi(
reconstrucrion concept, is marked ÿÿirh an angulared
awl ("pilot hole") (fr! 6A). The iip of rhe femoral aimer
(FH Othopedic) is insened into rhe medial ponal and
placed in the intra-arricular hole (pilot hole). The guide
is fixed over the exlra-anicular lemoral landmark pre-
viously ser. The guide has 1() be pcrpendicular ro the
Iemorai condyle (rhe angle ofrhe lemoral Suide is ser ro
90"), and a 2.4-mm-diamerer K-wire is inse(ed into
the femoral condyle wirh an outside-in, retrograde
drilling æchnique. A saginal radiograph may b€ used to

Fig 5. Righr knee, lâreral view. tàterâlIemoral approach. A
4- to 5-o skin incision cenlercd on the lârcra1 epicondyle, in
lincwirh rhe ilioribiat band, isperlomed. The iliotibiôlband is
sharply diÿided 1o expose lhe laÈral condyle. Ihe eril point
Irom the Iemoral lunnel is marked wirh an aw1. Thh land-
mark is I0 mm proxiDal and ponerior ro ùe lareral rpi-
condylc,l!will conslitu!e ùc lemoral alÉchment ol ihe intra-
aniculâr 8raft and üe upper allachûenr oI ùe lâreral exrrâ-
a.liolar tenodesis. The proxinal pan oI ùe larcral collaleral
ligâment is idemified by blunrdisseoion. The larcral collarerâl
ligament is in.Èed ar i$ ante.ior and ponerio. borde6. ând a
small pulley is dug wirh scissors.

/*y
§
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I
Step 12 ïbial Frxalion of LET

The loop is temioned and secured in the tunn€l using
â bioabsorbable or PEEK s.rew {diâmerer, 7 mmj
length, 2t rnm) (FH Onhopedi§) with ihe knee in
extension and the Ioot in neulral position (r-i{ l5).

tapes looped around â K-wire can also be used to
delermine the libial placemenl (I.rg I2). ln both cases,
the lengthening or shonening of the compass or tapes
in llexion-extension ol the knee is checked 10 deter-
mine the best tibial placement. An oblique tibial tunnel
(wirh the angle oI rhe tibial guide ser ro 60') is drilled
with a 6- or 7-mm reamer depending on the grafl size
(Iiis ll).

Step 11: Pa§6age ol LEf
A whipstitch suùre is applied to bolh free ends of rhe

gradlis, using a resorbable suru.e {No. Mi:ryi). The
loop of the gracilis is passed underneaah the LCL ând
under the ITB by use ol a Kelly clamp (i-i,r l.l).

Fig 7. Right knce. anrerio. view. Tibial ru..el ol intra-
arricular 8raft. The dp oI ùe tibial âimer is placed as (lose âs
posible to the base oI ùe medial dbial eminence in ùe cenler
oi the anerior..udare ligâmert remnanl. A continuous 4.5-
mm diameter runnel is reamed. An âll-inside relrograde
socker (15 mm deep) is reamed manùally ar ùe diameler and
lengrh oI the tibiâl loop.

Fig 6, Right knee in 90' oI llexion, lareral view. 1A) FemorâI
1ùnnel.The rip oI ùc lemoral aimer is insen€d inm rhe medial
po.tal and placed at ùe inrra-arricular Icmoral landmark
(pilot hole).The guide is fixed over rhe exüa -arti('ll lar lemoral
landûârk preüoùsly set. rhe guide has rû be perpendicùtarro
the {emorai condie and horizonlal on rhe l.onÉ1 vicw
(aDSulaÙon set âr 90'), and a 2.4-mm-diamere. K-wire is
insened inlo thc lemoral condyle wilh an ourside-in, relro-
gradc drilling technique. A reamer ol 6, 9, or lO mm
ldcpending on ùe diafteter oi rhe lemorâl loop) is used ro
drill a continuous lunnel. (B) A sasilral radiograph may b.
used ro ensure thal ùe K-wire is properly oosilioned.

j

Step 9: lbial Frxalion oI lnt'a.e.ticular Graft
While the tibiâl tapes are being pulled, a bio-

absorbable or PEEK screw (diameler l0 mm; lenglh,
25 mm) (FH Onhopedics) is insened into the tibial
tunnel at I0o ro 20' of llexion and neurral rotation
([ir 10).

Step l0: libial Tunnel ot LET
The double loop oI gracilis is sized lusuâlly 5-6 rnm)

(fjs I t ). To determine the hometric point in ùe ribia, 2
solutions are possible. A compass can be used ro locate
the isometr:c tibial a$achment between rhe fibular
head and the cerdy tubercle. One rip h implanred in
the head oI the femoral screlv, and the other de-
termines the best isometric ribial pia.Êmeît. Femoral

J
'a

l
-!j

g



Fig a- Right kn€e, lareral view. Pcn€trarion ol infâ-â nul.r
8râft. Trâcüon n ures âre pâ§cd rhrough rhc tc trJl Jnd
tibialrunnehànd th(n bnru8hr our w,rh a srasp(r rhnuSh rh.
ànrcrnmedral porul. th( lenrordl e d rt'àLi \ plu\ lJt(\r ,\
fulled our or rh€ Iemorâl trnncli rhcn. rhe rib,al lâI|c! ar€
pulled our oI ùe tibial tùnnel. and.â.h lcndon l()op iullt

Flt 10, RiShr Ii er, lat.ral view. Tibial Iixâlbn ol inlr.-
ô ieb. trafr By pullirS rhe ribûl Èp(5. à PEEK screw
(dirmflcr. l0 m!n; l(n8th. 2t mû) i! inr( cd inro rhe Libiâl
lunn(l al l0 n) 20 ol llcxn)n and neùrrâl rclntn)n

KNEE STAllll,tSAltON W|ÎH HAMSIRtNt ÀNt) t 1:1 e5

Discussior
Thc use of an LET is logi{al hcausc it is far lrom lhe

cenler ol knee rotalion and becau§e ir provides a greater
lcvcr ann I()r cont«rlling inlcrnal rolation. Anrero-
laleral rc.onÿrudi(lns hav€ bcen perlomred sin(e 1967
bv I-cmaire wrlh an lTrl srip 12 mm wide and 70 to
80 mrn li,nB. [rrf,n8 \ dinal rn\rnion. I,àsrng uÿcr
lhr LCI-. ând lixing it pft)rjmal and posrerior to rhe
lat(ral cpi(ondyle. Thc rechniques of Dejour er â1..

LurT ct al.. and Pâvâo et al. used rhc ITB, bui each
lel:hnique ha\ itt paniculârirics. Dejour et al. pur the
ITB undtr rhe LCL and fixed il ar an isometric poinl
proxinral and fxxtcrior r(, lhe lale.al cpicondyle. Luu
cl dl. Jn(l Pàrii, cl dl. l,x)[r,l l,'r an àndl,,ml( ttornr ,'n
lhr fcm(,ra1 (pi(ûndllc. I-urz et â1. used a lolal gralj
lcn,ilh ol approxirnately 20 cm t(» rhe ITB- Chnslcl and
Djian describcd â hss invâsive modilicarion of rhe
Lemairr trchniquc, in ÿÿhich a shoncr ITB nrip is
twi(cd 180- and inscnrd irro rhe larrral tub€rcle âfler
going undrr thc LCI-. Orhrr aulhoB have used the
harrÿrinI t!ndons.

Step 1& ïesting and qosure
Ar the end of the pro(edure, wirh the grak rcnsrd al

l0' and slighdy relaxed a! 90', srabiliry resr\ are pcr
Iormed. The wounds are irriSarcd and (losed in 2 layrnj
(subcuDneous and skin). Intra-anirular injedtun ol
20 mL o, ropivacàinc. l0 mg ol keroprofcn, ând I I ot
trancxamicacid is performed. A compressn)n sl()(kin8 is

applied Irom the loor ro rhe upprr lhigh, and a IrteTin8
brace lies on the knee

Stêp 14: Postoporetive Rehqbilitati,on
Full weight bearing and mobilizalion iÿirhout limila-

rion are recommended immcdiarely. Crutches arc rcc
ommended for 2 wceks. Cycling is albwrd al I monrh;
runninB. dl '| monrh\: anil (nnrd.r \p(!nrnË d(livirie\.
afier 8 months.

t
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FiA 9. Right knec, anrerolarerâl vi(.w Fixarn)n ,l icnrùat
tapes. By pullirs the rapes .nd separarilg rhc srrdlis. a sunl(
pi. i5 inserted int(i the temoral lunnelj rh.n, a PEEK s.r(w
(diameler. l0,nmi lenSrh. 20 mm) is irsrftrd nrro rhe tdntral
t'nnel. The double ]oop of aradlis is in L6(ioD {or p«n.(1n)n
and sized (ùsua11y 5-6 nlm).

Flt ll. Si/iûE ollnreràlexlrn-alli(ldr ren{des(. A whipsùtch
{,ru,. .\ rpnl,uri ri, hrh k(( unJ\ ul rh(,rrJ( rti\ tôot. ù,ind ân
aixorbrbl. \ururc (No. I vicryl). and rtre kb! is sized.
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fla 12. Ri,!h l knee in 90' oI lex ion, lâ tera I view, Tibial runnel
ol lateral eirra-aniolar tcnodesis. To delcnnirre ùe isonreùic

Jloinl in rhr ritria, 2 solulions are possible. The tapes aÀd a K
wir. can b. uscd ro idenrily rhe isometri( ribial landmark
b.rween rhc tibù]ar h(ad aBd lhe Gerdy tobe.cle- Th( lap6
suround rhc K-wire imtlanted i,r the besr isomori( tibial

tla.emeni. A conpas can also be used. In both cascs. the
lcn8rhening ùr sho(enin8 ot the compass or lapes validates

Fit r4. Righr kDec, laleral ÿiew- Pass8c ol Iàrcral exlra-
ànicular rcnodesis. The l@p ol the Sracilis is pa$ed undcr
.eath lhe lareral ollateral lisamen! and under rhe iliotibial
band by use oI a kclly.lamp.

One ol the particulanties ofour technique is lhe choice
ol a single point on the femoral condylc lor the exit oI
rhe ACLgrafi and the high fixalion ofthe LEI.There is a

consensus on femoral positioninS of the ALL, proximal

and posterior 1o th( lâaeral epicondylc.r ' The tibial
in\enion i5 distàl l(! lhe Cerdy luber(h. Thi) poinl is

dercrmined with thc compass or by using the lap€s with
flexion'extension movements so that the LET is liSht
nedr lhe knrle in exlen(ion. A\ knee llexi!,n in(rtase\.
r he graft prqressively becoms laxer. allowing full rang€

o, motion ând internal rotarion. Inderhaug et al.'
showed thar an LET lenst,ned at 20 N and passed

d!:ep to the LCL was ellective âl controllinS rotalion with
minimal ovcrconslrainl of mediâl rotatir)n. If lhe Sraft is

tensioned ar 88 N, il câuses siSnificanl overconstrainl in

intemal roialion, no mailcr what angle of Ilexion i§

used.r To (onlrol knee lâxity, the LET has to be fixed in
extensi{n or in low flexùn. The Sracilis s€ems a god
m((hantràlrhoi(e. The 2 \rrand Sracili\ ha\d màxrmum
load to lâilure oI approximalely 200 N, sliShtly higher
than lhar of the native ALL { l4O N). l

The unique lemoral tunncl avoids the risk of lemoral
lunnel convergence (ACL and LET) and of collision of
rhe 2 lixârion devices. The techniques with 2 separatc
tunnels appeared much more dillicult to us. When
perlorming combined ACL-LET procedures, lhe LET

Iemoral tunnel should be drilled in a specilic
l-dimensionâl orientation. The reasons for widespread
abandonment ot LET some l0 years ago are lhe hiSh

rates oI knee stillness and reoperalions. It wa§ retenlly
shown rhàr Iheÿ dJvene outcom(\ were nùl suprriôr
in a lar,ae series oI 548 combined ACLR_ALLR proced'
ures compared with isolarrd ACLR.

{

Fl8 lr. Ri8hr knee. anrerior vi.w. Dnlling ol ribial runnel.
Fn)m ùe Ibial isometric poinr an oblique ribial lunnel (wirh
rh( angle oI lhe guid€ rer lo 60') is drilled with a 6- or 7-mm
r.ame. deDendins on rhe sralt sizc.

Fig rt. Ri8ht kn(. lat.ral vicw. libial lira ùon oI làle.alexrra.
.niculâ, renodesis. Th€ lq,p ir leûsbned and seored in thc
runnel using â bioabsorbEblc s«ew (diamerer, 7 mæ lenSrh,
2t mm) {FH Onhopedi§} wnh rhe kner in extension ând the
foor in ndüal psirion.
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Tablc 2. Âdvanrages. Rhkr, and Limirarions ol LET

e7

R6p(d lor iliotlbiâl b.nd
Mlniml l2-o letsù lor LrT

ST rh3. i5 r@ rhin Equir.s ÿadlls
§T is h ùin or BÉ.tllt ir t{n rhôn, L.m.ir.
tônilrcmùn bt us.d

MaÙDnûon o,,€moral tunn.l

Poirbn oI tiÉ Ior tr.6n

Tunn.l lriqm lor 
^CL 

rnd LET, avoidins dritl.hotc

lemari. wirh ue ol ompâs! or taper
xner i, ldp tlcxion ând !.ulral mÈdon

MâlFEiton ol ribi:rl rünnel
orcBù.int ol lar.El §,moanm.nr

^CL 
anknorcocial. lir.ûÊn! lEL brd.t .rr.-aniuar È.od6is; ST, sonendinùù'

Our technique cannor be performed if the lengrh of
lhe double-§trând Bracilis rendon is inferior ro 12 on
(total IenSù of the Sracilis < 24 cm). In such cases, we
perfom a Christel-Djian proedur€ ÿÿilh a shon ITB
strip (7-E cm) pâssed under the LCL.j ' Similarly, if the
semitendinosus is loo lhin, it will be neessary to hâr-
vest rhe gracilis and semitendinosLls intra-adcularly,
and ân exrra-anicular æchnique, as describ€d by
Christel ând Djian, 'will bc pertormed.

The âdvantaSer risks, ând limitations of ùe LET are
summarized in l.rlrk .l. All LET procedures have been
criticized lor having a theoretiGl risk oI ov€rconstraint
of the lat€ral compânment if fixed in extemat rather
than neutral roradon or in high rension. There is also a
Iisk oI d€creased range ol motion in cases of non-
isometric implantadon. There is no eüd€nce thât
combined ACL-LET reconsùuoions are associaied r/ith
the increased risk of complicadons or rhe frequent
reoperarions reponed in the l98os.rr In 2017, Devitt
el al.r'published a s,stemâtic review and concluded
lhar LET in combinarion wilh ACLR did not inqease
the risk of osreoanhritis in ùe firsl ll years po6È
op€rativ€ly, contrary ro repons of isolaled lateral
procedures.

Many ânicles haÿe pointed ro ùe high failure rate in
young pâtienrs panicipatinS in high-risk pivotiog
spons. There are mâny reasons for ACLR fâilur€:
improper Sraft placement, concomitânt soft-tissue
laxhy, early rerurn to spons, and delay in ligamenri-
?rtion. Therefore, there is room lor improvement in
ACLR methods. Recenl publicarions oI comparative
series and merâ-ânalyses have shown rhai the addition
o, an (xlrà-anicular procedure to an ACLR improves
internal rotation (onlrol (reduction in rhe pivot shitt)
but hâs no impad on patient-reported outcomes or

Tablê r. ÂppropriaÈ Indicationr lor LET as Aucmenbdon to
ÂCtR Âccordina ro ceqood er at. ' and D€iour er at.,.

Youn3 paiien§ r.rlmln3 h ÈhttDe.diviür§

sagilal conlrol.} rr sonnery-Colrel et al.rl reponed
significantly lower ACL ruptüre râ(es in patienrs un-
dergoing combined ACLR and ALLR when compared
with isolated hamsr.ing rendon (tl%) or patellar
tendon autograft ( l6%) procedures.

Therc is no consensus on the definitive r€ommen-
dations as to !ÿher â laleral procedure should te added
to an ACLR by way of contrâdicrory results. The in-
dications lor the LET conrinu€ ro be dis«rrsed, bur a
consensus has emerged for primary ACLR or revision
procedures (Tablr l)-
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