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=Abstract=

Distal Advancement of the Loose Anterior Cruciate Ligament

Key Yong Kim, M.D., Duck Yun Cho, M.D., Jai

Gon Seo, M.D. and Duk Chang Rhee, M.D.

Department of Orthopaedic Surgery, National Medical Center, Seoul, Korea

The anterior cruciate ligament has been considered

one of the basic stabilizers in the knee as ave-

ry complex in its function. A large number of treatment regimens and philosophies showed controver-

sies in its treatment. And we have experienced recurrence of the instability after operation of the in-

jured ligament. So, the authors devised a new operative technique for the loose anterior cruciate lig-

ament, that is, distal davancement of the loose anterior cruciate ligament with a bone-block as a bio-

mechanical fixation.

We have performed 11 cases of the anterior cruciate ligament using distal advancement method.

The results were as follows;

1. Eleven cases (92 %) showed good results by the rating system of Cincinnati sports-medicine and

Orthopaedic Center.

2. The distal advancement of the anterior cruciate ligament is technically simple and biomechanically

reasonable, but further investigation is necessary to answer the question regarding the long term

results.
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Table 1. Case summary

G E, e i hw PR e edeiac
1 27/M T.A. 5M — Long leg cast Laxity of ACL €
(10W) Avulsion of tibial spine
2 27/F T.A. 7Y Med. meniscus - Laxity of ACL €
Avulsion of tibial spine
3 20/F T.A. 6D - — Avulsion of tibial spine
4 23/M T.A. 7D PCL — Laxity of ACL €
Med. meniscus Avulsion of tibial spine
Post. caps.
5 16/M T.A. 10D PCL - Laxity of ACL
6 28/M T.A. 6D MCL, LCL — Laxity of ACL
Med. meniscus
7 16/M T.A. 2Y MCL Repair MCL Avulsion of tibial spine
8 32/M Coal mine 1Y MCL Long leg cast Laxity of ACL
injury (8W)
9 47/ M Coal mine 2Y MCL Repair MCL Laxity of ACL
injury Med. meniscus  Meniscectomy
10 19/M Sports 3Y - Long leg cast Laxity of ACL €
injury 4 W) Avulsion of tibial spine
11 37/ M Slipping 7D MCL — Laxity of ACL
down
Table 2. Indication
« Isolated or combined acute loosening of ACL
¢ Neglected loosening of ACL
e Ligament laxity in operated case
« Avulsion fracture from tibial insertion of ACL with intact or loosened ACL
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Fig. 1. With a sharp osteotome cut approxima-
tely 1.3 X 3cm sized bone block to include the 4 o}
tibial insertion of ACL.

Fig. 2. A-B) and C) show the centered tension into a small area. D) Even distribution of the tension
correspond to central portions of anteromedial and posterolateral bands of ACL with two wires fixation.

Fig. 3. Two wires(No. 3) inserted into the ce- Fig. 4. Crater in the tibia should be deepened

ntral portions of the anteromedial and posterola- according to the amopnt of loosening of ACL.
teral bands of ACL.
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Fig. 5. Two tibial drill holes through the base
of crater to the anteromedial surface of the pro-
ximal tibia approximately 2cm below the joint
margin.
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Fig. 6. Confirmed good stability by anterior
drawer test and Lachman test.
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