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Background: The anterolateral ligament (ALL) contributes to anterolateral rotational stability of the knee. Internal bracing of the
anterior cruciate ligament (ACL) and ALL reinforces the ligaments and encourages natural healing by protecting both during the
healing phase and supporting early mobilization.

Purpose/Hypothesis: To assess the 2-year patient-reported outcomes of combined ACL repair and ALL internal brace aug-
mentation. We hypothesized that significant improvements in outcomes would be seen.

Study Design: Case series; Level of evidence, 4.

Methods: A total of 43 consecutive patients with acute proximal ACL ruptures were prospectively evaluated for a minimum of 2
years. The mean age at the time of surgery was 25.7 years (range, 13-56 years). Indications for the combined ACL/ALL procedure
were associated Segond fractures, grade 3 pivot shift, or high levels of sporting activity. Patients with chronic ruptures or with
multiligament injuries were excluded. The Knee injury and Osteoarthritis Outcome Score (KOOS), Western Ontario and McMaster
Universities Osteoarthritis Index (WOMAC), visual analog scale (VAS) for pain, Veterans RAND 12-Item Health Survey (VR-12), and
Marx activity scale were collected preoperatively and at 12 and 24 months postoperatively. Patients with any postoperative
complications were identified at the time of this analysis.

Results: The mean follow-up period was 44.8 months. Five patients were lost to follow-up, leaving 38 patients (88.4%) in the final
analysis. The mean KOOS for Pain, Symptoms, Activities of Daily Living, Sport/Recreation, and Quality of Life improved from a
respective 64.9, 58.6, 75.0, 33.7, and 28.9 preoperatively to 91.1, 81.8, 96.1, 82.8, and 74.3 at the 2-year follow-up (P < .0001).
The mean WOMAC scores for pain, stiffness, and function improved from 77.5, 65.3, and 75.0 preoperatively to 94.6, 88.6, and
96.0 at the 2-year follow-up (P< .0001). The VAS pain score improved from 3.4 preoperatively to 0.7 at the 2-year follow-up, and
the VR-12 physical score improved from 34.4 preoperatively to 52.7 at the 2-year follow-up (P < .0001 for both ). However, the
Marx activity score decreased from 13.3 preinjury to 10.6 at the 2-year follow-up (P ¼ .01). Two patients (5.3%) sustained a
rerupture.

Conclusion: Combined ACL repair and ALL internal brace augmentation demonstrated excellent outcomes in 94.7% of the study
patients. Based on our experience with this cohort as well as our isolated ACL repair data, we suggest that high-risk patients with
ACL ruptures have an additional ALL procedure to provide rotational stability.
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Primary repair of the ACL was the primary surgical treat-
ment for ACL ruptures in the 1970s and 1980s.8,29,38

However, high failure rates were described at midterm fol-
low-up,7,9,20 and as a result, ACL reconstruction became

the gold standard treatment in the 1990s.2,6 Reconstruction
is still widely practiced today, despite a number of associ-
ated problems, including the loss of proprioception, graft
harvest morbidity, posttraumatic osteoarthritis, and graft
failure. Recent advancements in arthroscopic instrumenta-
tion, suture materials, imaging, and rehabilitation proto-
cols, in addition to an enhanced understanding of ACL
healing, could lead to improved outcomes with primary
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repair of the ACL for selected patients with a proximal ACL
rupture when compared with traditional techniques.

Although the debate on the exact anatomy and function
of the anterolateral complex is ongoing, recent insights into
the structure and function of the anterolateral ligament
(ALL) of the knee have resulted in growing evidence of its
role in rotational control of the knee.4,24,31 There is a close
association with anterior cruciate ligament (ACL) ruptures,
and it has been reported that 90% of ACL ruptures also
have an injury to the ALL complex.10,11,37

Several indications for ALL reconstruction or repair
have been described: an ALL rupture combined with an
ACL rupture, chronic ACL lesions, an ACL rupture with
a grade 3 pivot shift, high-demand athletes, and revision
ACL surgery.33 Multiple ACL reconstruction and repair
techniques, in combination with ALL reconstruction, have
been described in the literature.25 Historically, anterolat-
eral extra-articular stabilization was the procedure of
choice. Most of these techniques were nonanatomic recon-
structions and used a part of the iliotibial band, possibly
causing overconstraint of the joint.18 More recently, several
techniques for anatomic ALL reconstruction have been
described.25 Most of these techniques use a tendon auto-
graft, usually semitendinosus or gracilis, which has been
shown to control internal rotation of the tibia but is associ-
ated with the disadvantage of donor site morbidity.33

Internal bracing involves the augmentation of a ligament
repair with suture tape, which reinforces the ligament and
promotes natural healing by protecting the ligament dur-
ing the healing phase and allowing early mobilization.21 As
a tendon graft is not required, the risk of morbidity associ-
ated with harvesting is absent. Postoperatively, patients
are mobilized early without the need for external bracing.
However, no clinical studies have been published that
determine the outcomes of this technique.

This study describes the 2-year outcomes of combined
ACL repair and ALL internal brace augmentation in
high-risk patients with a grade 3 pivot shift, a high prein-
jury level of sporting activity, or an associated Segond frac-
ture. We hypothesized that there would be significant
improvements in patient-reported outcome measures
(PROMs) at 2 years postoperatively.

METHODS

Patient Selection

Approval to conduct this study was obtained through the
University of Strathclyde institutional review board.

Between April 2014 and March 2017, a total of 43 consecu-
tive patients with an acute proximal ACL rupture were
evaluated within 6 weeks of injury. These patients under-
went a combined ACL repair and ALL internal brace aug-
mentation technique and were included in this study.
Inclusion criteria were those patients who had an associ-
ated Segond fracture identified on preoperative radio-
graphs, a grade 3 pivot shift, or a high preinjury level of
sporting activity. Patients who had acute proximal ACL
ruptures without the above risk factors underwent isolated
ACL repair, and patients with midsubstance and distal
ACL ruptures or retracted ACL remnants underwent a
standard ACL reconstruction in this time frame. This deci-
sion was made at the time of surgery based on the tear
location and the ACL tissue quality. Patients with multi-
ligament knee injuries or chronic ruptures were excluded
(Figure 1). Five patients were lost to follow-up, leaving 38
patients (88.4%) in the final analysis.

Surgical Technique

The patient was placed in a supine position with a tourni-
quet on the upper thigh. Standard anterolateral and ante-
romedial portals were used, and a passport cannula
(Arthrex) was placed in the anteromedial portal for suture
management and to prevent interposing tissues. The ACL

ACL Rupture 
n = 203

ACL Repair with Internal Brace
n = 118

Excluded:
ACL Reconstruc�on 

n = 85

Excluded:
Isolated ACL Repair

n = 75

Combined ACL Repair and ALL 
Internal Brace Augmenta�on

n = 43

Figure 1. Study enrollment flowchart. ACL, anterior cruciate
ligament; ALL, anterolateral ligament.
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was probed to assess its suitability for primary repair. Prox-
imal ruptures of the ACL were repaired with internal brac-
ing. The ACL remnant was left intact, and a standard tibial
ACL guide was placed at the center of the ACL footprint. A
small skin incision was made above the pes anserinus, and a
3.5-mm tibial tunnel was drilled. The drill was subsequently
exchanged for a FiberStick (Arthrex), and a suture grasper
was used to take the FiberWire suture (Arthrex) out of the
FiberStick and through the medial portal. A FiberLink
(Arthrex)was passed through the midsubstance of the ACL
stump using a Scorpion suture passer (Arthrex) and
retracted through the medial portal, forming a lasso around
the distal ACL stump. The femoral attachment was then
identified, microfracturing was performed, and a 3.5-mm
femoral tunnel was then drilled. The FiberLink suture and
the FiberWire suture were then passed through the femoral
tunnel. A femoral button (Retrobutton or TightRope RT;
Arthrex) loaded with FiberTape (Arthrex) was subsequently
transported proximally through the tibial tunnel, the center
of the ACL, and the femoral tunnel. The button was flipped
on the femoral cortex and the FiberTape was advanced in
the femoral tunnel by pulling the 2 tensioning strands. The
suture tape was fixed distally, just below the tibial tunnel,
using a 4.75-mm SwiveLock (Arthrex) loaded with both ends
of the FiberTape. Before insertion, the FiberTape was
marked at the laser line and repositioned in the eye of the
SwiveLock to avoid additional tension; it was secured in full
extension. Finally, the ACL was gently tensioned using the
cinch to approximate it to the femoral footprint, and
the FiberLink was then tied on the femoral button with
the appropriate tension on the ACL.16

Now, we turn our attention to the ALL internal brace
augmentation.17 This is a percutaneous technique. The lat-
eral femoral epicondyle, distal joint line, Gerdy tubercle,
and anterior margin of the fibular head were palpated and
marked. The tibial insertion was marked halfway between
the Gerdy tubercle and the anterior margin of the fibular
head, 15 mm distal to the joint line.

A 3-cm incision was made starting over the lateral fem-
oral epicondyle in a posterior and proximal direction, and
the iliotibial band was split in line with its fibers. The fem-
oral origin of the ALL was approximately 7 mm posterior
and proximal to the lateral epicondyle. After predrilling
with a 4.5-mm drill and a 20-mm drill stop, followed by
tapping, a 4.75-mm bone anchor loaded with FiberTape was
placed. The femoral drill hole was kept under direct vision
to avoid superficial placement of the bone anchor in the
bone or loss of the drill hole position.

A hemostat was directed distally under the iliotibial
band, superficial to the lateral collateral ligament. To break
any adhesions, the hemostat was distally moved sideways
to create a tunnel for the FiberTape. The skin was incised
over the tip of the hemostat at the previous marked ALL
insertion. Using a lead suture transported by the hemostat,
we brought the suture tape to the tibial incision. Under
direct vision of the bony ALL insertion location, the
3.5-mm bone anchor was predrilled and tapped, with the
tap left in place. A 3.5-mm anchor provided sufficient
strength in the strong tibial bone and was preferred over
larger sizes, given the proximity of the joint.

The suture tape was placed around the tap with the knee
in flexion, followed by a full range of movement to ensure
that full extension could be achieved. The FiberTape was
loaded in the distal bone anchor and measured with the
knee positioned in 90� of flexion with no additional tension
and the foot in neutral rotation. The suture tape was
marked at the laser line, which allowed for the length of
the screw. It was repositioned in the eye of the bone anchor
at the marked level, and finally, the bone anchor was placed
in the drill hole. This prevented additional tension from
being applied and overconstraint of the lateral compart-
ment (Figure 2).

The patients followed our routine accelerated ACL reha-
bilitation program under the guidance of physical therapy.
Initially, this focused on early range of movement, muscle
control, and restoration of function. This was facilitated by
limited pain and swelling, allowing accelerated early-phase
rehabilitation. No external brace was required.

Clinical and Functional Evaluation

Patients were evaluated in the outpatient clinic for 6
months postoperatively. All patients were evaluated
through manual clinical examination using Lachman and
pivot-shift tests. No further testing was performed at that
time.

Patients were evaluated prospectively using the Surgical
Outcome System (SOS; Arthrex). SOS is a web-based tool
that sends questionnaires and PROMs via email at sched-
uled time points. The collected PROMs were the Knee
injury and Osteoarthritis Outcome Score (KOOS); the
Western Ontario and McMaster Universities Osteoarthri-
tis Index (WOMAC), which was aimed more at our longer-
term follow-up; the visual analog scale (VAS) for pain (0-10;
10 ¼ worst pain); the Veterans RAND 12-Item Health
Survey (VR-12) to assess patient physical and psycho-
logical health status; and the Marx activity scale for
patient activity level.5,22,23,27,28 These data were collected

Figure 2. The final construct demonstrates combined internal
bracing of the (A) anterior cruciate ligament (ACL) and
(B) anterolateral ligament (ALL) with internal brace augmenta-
tion.
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preoperatively and at 12 and 24 months postoperatively.
Additionally, a standard questionnaire was completed to
ask patients who did not have any further surgery about
their overall satisfaction with regard to reducing pain,
improving movement, resuming normal function, and
resuming sport. All of the patients were also contacted
by email/telephone at the time of this analysis to collect
data about any complications.

Data Analysis

Descriptive statistics were expressed as means ± SDs with
ranges. Analysis of variance was used to compare the pre-
and postoperative PROMs after exclusion of any patients
suffering from a rerupture and confirmation of normally
distributed data using a Shapiro-Wilk test. Tukey-
Kramer testing was used to compare all pairs. Results were
considered significant if P < .05. All analyses were per-
formed with JMP, Version 14 (SAS Institute Inc).

RESULTS

The mean age for the 38 study patients was 25.7 ± 10.1
years (range, 13-56 years) at the time of surgery; there were
21 male and 17 female patients. The mean follow-up was
44.8 ± 9.1 months (range, 24-59 months).

All patients were found to have a stable knee on manual
clinical examination (Lachman and pivot-shift tests) when
reviewed in the outpatient clinic 6 months postoperatively.
No further clinical testing was performed.

Outcome Measures

At the 2-year follow-up, all KOOS subsections demon-
strated significant improvements (Figure 3). From

preoperatively to the 2-year follow-up, the scores for each
KOOS subsection were as follows: Pain, 64.9 ± 15.1 to 91.1 ±
11.1; Symptoms, 58.6 ± 17.3 to 81.8 ± 15.7; Activities of
Daily Living, 75.0 ± 15.2 to 96.1 ± 8.3; Sport/Recreation,
33.7 ± 23.9 to 82.8 ± 19.5; and Quality of Life, 28.9 ± 13.9
to 74.3 ± 24.4 (P < .0001 for all). No significant differences
were seen between the 1- and 2-year time intervals on any
KOOS subsection.

All sections of the WOMAC demonstrated significant
improvements at the 2-year follow-up (Figure 4). From pre-
operatively to the 2-year follow-up, the WOMAC for pain
scores were 77.5 ± 15.5 to 94.6 ± 8.9, the WOMAC for stiff-
ness scores were 65.3 ± 21.1 to 88.6 ± 17.4, and the WOMAC
for function scores were 75.0 ± 15.2 to 96.0 ± 8.4 (P < .0001
for all). No significant differences were seen between the
different postoperative time intervals for any of the
WOMAC subsections.

The VAS for pain decreased significantly from 3.4 ± 1.9
preoperatively to 0.7 ± 1.3 at the 2-year follow-up (P <
.0001) (Figure 5). No significant differences were seen
between the 1- and 2-year postoperative time intervals.

The VR-12 physical score was 34.4 ± 9.5 preoperatively,
increasing significantly to 52.7 ± 6.4 at the 2-year follow-up
(P < .0001) (Figure 6). The VR-12 mental score was 51.6 ±
13.4 preoperatively, and this increased to 55.8 ± 5.3 at the
2-year follow-up; however, this difference was not signifi-
cant (P¼ .07). No significant differences were seen between
the 1- and 2-year postoperative time intervals.

The Marx activity scale decreased significantly from 13.3
± 3.9 preinjury to 10.6 ± 5.0 at the 2-year follow-up (P¼ .01).
There was no significant change in the scores between 1
and 2 years postoperatively.

As outlined in Table 1, the majority of patients were
happy with their combined ACL repair and ALL internal
brace augmentation at 2 years. In total, 94% of the patients
felt that the surgery exceeded or met their expectations
with regard to reducing pain; 94% of the patients felt that
the surgery exceeded or met their expectations with regard

Figure 3. Spider chart demonstrating significant improvements
at the 2-year follow-up (orange line) in all subsections of the
Knee injury and Osteoarthritis Outcome Score (KOOS). ADL,
Activities of Daily Living; QOL, Quality of Life; Rec, recreation.

Figure 4. Spider chart demonstrating significant improve-
ments at the 2-year follow-up (orange line) in all subsections
of the Western Ontario and McMaster Universities Osteoar-
thritis Index (WOMAC) score.
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to improving movement and strength of the knee, as well as
resuming normal functions of daily living; and 86% of the
patients felt that the surgery exceeded or met their expec-
tations with regard to resuming normal sporting activities.

Complications

Two patients (5.3%) sustained a rerupture after a signifi-
cant trauma after returning to sport 9 months

Figure 5. Chart demonstrating a significant decrease in visual analog scale (VAS) pain scores from preoperatively to 2 years
postoperatively. The median, interquartile range, and range are illustrated in the box plot.

Figure 6. Chart demonstrating the Veterans RAND 12-Item Health Survey (VR-12) physical scores at the different time intervals.
The median, interquartile range, and range are illustrated in the box plot.

TABLE 1
Patient Satisfaction Scores at the 2-Year Follow-Upa

Pain Movement Function Sports

Exceeded expectations 55 44 50 50
Met expectations 39 50 44 36
Did not meet expectations 6 6 6 14

aData are reported as percentage of patients.
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postoperatively. Both of these patients underwent a stan-
dard ACL reconstruction for their revision surgery and
reported no issues at the time of this analysis. Moreover,
no other complications or further surgery on the knee were
reported at the time of this analysis. No significant differ-
ences were found between the 2 patients who sustained a
rerupture (a 14-year-old boy and a 30-year-old man) and
the other patients in terms of age, sex, or preoperative
PROMs.

DISCUSSION

This study demonstrates encouraging 2-year follow-up
results of combined ACL repair and ALL internal brace
augmentation. There were significant improvements in all
aspects of the KOOS and WOMAC scores (P < .0001) as
well as a significant reduction in the VAS for pain (P <
.0001) and a significant increase in the VR-12 physical
score (P < .0001). These 2-year follow-up PROMs are com-
parable with those of the Multicenter Orthopaedic Out-
comes Network Knee Group of 1592 patients who
underwent ACL reconstruction.34 Two patients (5.3%) sus-
tained a rerupture, and both of these occurred after signif-
icant trauma. The ACL survival rate of 94.7% is similar to
the rates of other combined ACL/ALL reconstruction tech-
niques that have recently been published.26

Indeed, Helito et al14 described better results in an ACL/
ALL reconstruction group versus an isolated ACL

reconstruction group in patients who were treated for a
chronic ACL lesion. The ACL/ALL group had a positive
pivot-shift test in 9.1% and no reruptures versus 35.3% and
7.3%, respectively, in the isolated ACL group at 2 years
postsurgery. Additionally, Helito et al15 described their
findings in patients with ligamentous hyperlaxity and also
demonstrated a lower failure rate with combined ACL/ALL
reconstruction compared with ACL reconstruction alone
(21.7% vs 7.3%). More recently, the STABILITY trial dem-
onstrated a statistically significant reduction in graft
rupture from 11% to 4% with the addition of a lateral
extra-articular tenodesis to a single-bundle hamstring
autograft ACL reconstruction.12 Good clinical outcomes
have also been revealed with combined autograft proce-
dures in high risk-groups including professional athletes,
and they have also been shown to protect medial meniscal
repairs with a significantly lower rate of failure when com-
pared with isolated ACL reconstructions.26,32,33 The litera-
ture reports rates similar to our rerupture rate of 5.3%.
Conversely, these techniques have some issues, as demon-
strated in a recent anatomic paper that reported that there
is a 70% chance of tunnel convergence with a combined
ACL reconstruction and lateral extra-articular tenodesis.19

The technique we described prevents this complication, as
small tunnels are used for the ACL repair and bone anchors
are used for the percutaneous ALL internal brace
augmentation.

ACL repair and ALL internal brace augmentation were
indicated in 43 patients during the time frame of this study.

Figure 7. Flowchart demonstrating our recommended treatment for anterior cruciate ligament (ACL) ruptures with internal bracing.
ALL, anterolateral ligament.
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As illustrated in Figure 1, this was 21% of the total number
of cases and 118 patients (58%) were suitable overall for
ACL repair in the cohort of 203 patients. van der List
et al35 identified patients who were suitable for primary
ACL repair and noted that 44% of their large cohort of
361 patients had repairable ACL tears. Additionally, the
same group identified patients who were suitable for pri-
mary ACL repair on magnetic resonance imaging and dem-
onstrated that 16% of their patients had type 1 tears and
27% had type 2 tears that were suitable for ACL repair.36

On the other hand, Achtnich et al1 reported the incidence of
proximal ACL tears to be only 10%. The experience of the
senior author (G.M.M.) in primary repair and the number
of tertiary referrals at the time of this study could account
for our higher proportion of ACL repairs, although Grønt-
vedt et al13 did report that 71% of their patients had prox-
imal third tears amenable to repair.

There are several limitations associated with this study,
including the lack of clinical testing and radiological assess-
ment at 2 years. Furthermore, no comparisons can be made
with ACL reconstruction procedures or isolated ACL repair
procedures, as all of the patients within the inclusion crite-
ria underwent this combined procedure. Clinical studies
are necessary with larger patient numbers and longer
follow-up with objective clinical measurements and imag-
ing, and concurrent cohorts to allow comparisons to further
assess the encouraging early results of this combined ACL
and ALL internal brace augmentation technique.

Based on our experience with this cohort, in addition to
our isolated ACL repair outcomes, we suggest that younger
patients (<25 years old), patients with a high level of sport-
ing activity (Marx activity >14), and those with a grade 3
pivot shift or associated Segond fracture should have an
additional ALL procedure to provide rotational stability.
We also suggest that patients requiring ACL reconstruction
have internal bracing with suture tape augmentation, as
this has recently been shown to be biomechanically supe-
rior in the literature.3,30 Therefore, our suggested treat-
ment algorithm for ACL ruptures based on our experience
is outlined in Figure 7.

CONCLUSION

Combined ACL repair and ALL internal brace augmenta-
tion had excellent outcomes in 94.7% of our patients. There-
fore, based on our experience with this cohort, we suggest
that high-risk patients with an ACL rupture, including
younger patients, patients with a high level of sporting
activity, and those with a grade 3 pivot shift or associated
Segond fracture, should have an additional ALL procedure
to provide greater rotational stability.

REFERENCES

1. Achtnich A, Herbst E, Forkel P, et al. Acute proximal anterior cruciate

ligament tears: outcomes after arthroscopic suture anchor repair ver-

sus anatomic single-bundle reconstruction. Arthroscopy. 2016;

32(12):2562-2569.

2. Andersson C, Odensten M, Gillquist J. Knee function after surgical or

nonsurgical treatment of acute rupture of the anterior cruciate

ligament: a randomized study with a long-term follow-up period. Clin

Orthop Relat Res. 1991;264:255-263.

3. Bachmaier S, Smith PA, Bley J, Wijdicks CA. Independent suture tape

reinforcement of small and standard diameter grafts for anterior cru-

ciate ligament reconstruction: a biomechanical full construct model.

Arthroscopy. 2018;34(2):490-499.

4. Claes S, Vereecke E, Maes M, et al. Anatomy of the anterolateral

ligament of the knee. J Anat. 2013;223(4):321-328.

5. Crossley KM, Bennell KL, Cowan SM, Green S. Analysis of outcome

measures for persons with patellofemoral pain: which are reliable and

valid? Arch Phys Med Rehabil. 2004;85(5):815-822.

6. Engebretsen L, Benum P, Fasting O, Mølster A, Strand T. A prospec-

tive, randomized study of three surgical techniques for treatment of

acute ruptures of the anterior cruciate ligament. Am J Sports Med.

1990;18(6):585-590.

7. Engebretsen L, Benum P, Sundalsvoll S. Primary suture of the anterior

cruciate ligament. A 6-year follow-up of 74 cases. Acta Orthop Scand.

1989;60(5):561-564.

8. England RL. Repair of the ligaments about the knee. Orthop Clin North

Am. 1976;7(1):195-204.

9. Feagin JA, Curl WW. Isolated tear of the anterior cruciate ligament: 5-

year follow-up study. Am J Sports Med. 1976;4(3):95-100.

10. Ferretti A, Monaco E, Fabbri M, Maestri B, De Carli A. Prevalence and

classification of injuries of anterolateral complex in acute anterior

cruciate ligament tears. Arthroscopy. 2017;33(1):147-154.

11. Ferretti A, Monaco E, Redler A, et al. High prevalence of anterolateral

ligament abnormalities on MRI in knees with acute anterior cruciate

ligament injuries: a case-control series from the SANTI Study Group.

Orthop J Sports Med. 2019;7(6):2325967119852916.

12. Getgood AMJ, Bryant DM, Litchfield R, et al. Lateral extra-articular

tenodesis reduces failure of hamstring tendon autograft anterior cru-

ciate ligament reconstruction: 2-year outcomes from the STABILITY

Study randomized clinical trial. Am J Sports Med. 2020;48(2):

285-297.

13. Grøntvedt T, Engebretsen L, Benum P, et al. A prospective, random-

ized study of three operations for acute rupture of the anterior cruciate

ligament. Five-year follow-up of one hundred and thirty-one patients.

J Bone Joint Surg Am. 1996;78(2):159-168.

14. Helito CP, Camargo DB, Sobrado MF, et al. Combined reconstruction

of the anterolateral ligament in chronic ACL injuries leads to better

clinical outcomes than isolated ACL reconstruction. Knee Surg Sports

Traumatol Arthrosc. 2018;26(12):3652-3659.

15. Helito CP, Sobrado MF, Giglio PN, et al. Combined reconstruction of

the anterolateral ligament in patients with anterior cruciate ligament

injury and ligamentous hyperlaxity leads to better clinical stability and

a lower failure rate than isolated anterior cruciate ligament recon-

struction. Arthroscopy. 2019;35(9):2648-2654.

16. Heusdens CHW, Hopper GP, Dossche L, Mackay GM. Anterior cru-

ciate ligament repair using independent suture tape reinforcement.

Arthrosc Tech. 2018;7(7):e747-e753.

17. Heusdens CHW, Hopper GP, Dossche L, Mackay GM. Anterolateral

ligament repair with suture tape augmentation. Arthrosc Tech. 2018;

7(12):e1311-e1314.

18. Hewison CE, Tran MN, Kaniki N, et al. Lateral extra-articular tenodesis

reduces rotational laxity when combined with anterior cruciate liga-

ment reconstruction: a systematic review of the literature. Arthros-

copy. 2015;31(10):2022-2034.

19. Jaecker V, Ibe P, Endler CH, et al. High risk of tunnel convergence in

combined anterior cruciate ligament reconstruction and lateral extra-

articular tenodesis. Am J Sports Med. 2019;47(9):2110-2115.

20. Lysholm J, Gillquist J, Liljedahl SO. Long-term results after early treat-

ment of knee injuries. Acta Orthop Scand. 1982;53(1):109-118.

21. Mackay GM, Blyth MJ, Anthony I, Hopper GP, Ribbans WJ. A review

of ligament augmentation with the InternalBrace™: the surgical prin-

ciple is described for the lateral ankle ligament and ACL repair in

particular, and a comprehensive review of other surgical applica-

tions and techniques is presented. Surg Technol Int. 2015;26:

239-255.

The Orthopaedic Journal of Sports Medicine Combined ACL Repair and ALL Internal Bracing 7



22. Marx RG, Stump TJ, Jones EC, Wickiewicz TL, Warren RF. Develop-

ment and evaluation of an activity rating scale for disorders of the

knee. Am J Sports Med. 2001;29(2):213-218.

23. Ornetti P, Dougados M, Paternotte S, Logeart I, Gossec L. Validation

of a numerical rating scale to assess functional impairment in hip and

knee osteoarthritis: comparison with the WOMAC function scale. Ann

Rheum Dis. 2011;70(5):740-746.

24. Parsons EM, Gee AO, Spiekerman C, Cavanagh PR. The biomechan-

ical function of the anterolateral ligament of the knee. Am J Sports

Med. 2015;43(3):669-674.

25. Roessler PP, Schuttler KF, Heyse TJ, Wirtz DC, Efe T. The anterolat-

eral ligament (ALL) and its role in rotational extra-articular stability of

the knee joint: a review of anatomy and surgical concepts. Arch

Orthop Trauma Surg. 2016;136(3):305-313.

26. Rosenstiel N, Praz C, Ouanezar H, et al. Combined anterior cruciate

and anterolateral ligament reconstruction in the professional athlete:

clinical outcomes from the Scientific Anterior Cruciate Ligament Net-

work International Study Group in a series of 70 patients with a min-

imum follow-up of 2 years. Arthroscopy. 2019;35(3):885-892.

27. Salavati M, Akhbari B, Mohammadi F, Mazaheri M, Khorrami M. Knee

injury and Osteoarthritis Outcome Score (KOOS); reliability and valid-

ity in competitive athletes after anterior cruciate ligament reconstruc-

tion. Osteoarthritis Cartilage. 2011;19(4):406-410.

28. Selim AJ, Rogers W, Fleishman JA, et al. Updated U.S. population

standard for the Veterans RAND 12-Item Health Survey (VR-12). Qual

Life Res. 2009;18(1):43-52.

29. Sherman MF, Bonamo JR. Primary repair of the anterior cruciate

ligament. Clin Sports Med. 1988;7(4):739-750.

30. Smith PA, Bradley JP, Konicek J, Bley JA, Wijdicks CA. Independent

suture tape internal brace reinforcement of bone-patellar tendon-bone

allografts: biomechanical assessment in a full-ACL reconstruction lab-

oratory model. J Knee Surg. 2020;33(10):1047-1054.

31. Sonnery-Cottet B, Lutz C, Daggett M, et al. The involvement of the

anterolateral ligament in rotational control of the knee. Am J Sports

Med. 2016;44(5):1209-1214.

32. Sonnery-Cottet B, Saithna A, Blakeney WG, et al. Anterolateral liga-

ment reconstruction protects the repaired medial meniscus: a com-

parative study of 383 anterior cruciate ligament reconstructions from

the SANTI study group with a minimum follow-up of 2 years. Am J

Sports Med. 2018;46(8):1819-1826.

33. Sonnery-Cottet B, Thaunat M, Freychet B, et al. Outcome of a com-

bined anterior cruciate ligament and anterolateral ligament recon-

struction technique with a minimum 2-year follow-up. Am J Sports

Med. 2015;43(7):1598-1605.

34. Spindler KP, Huston LJ, Chagin KM, et al. Ten-year outcomes and

risk factors after anterior cruciate ligament reconstruction: a MOON

longitudinal prospective cohort study. Am J Sports Med. 2018;46(4):

815-825.

35. van der List JP, Jonkergouw A, van Noort A, Kerkhoffs GMMJ, DiFelice

GS. Identifying candidates for arthroscopic primary repair of the ante-

rior cruciate ligament: a case-control study. Knee. 2019;26(3):619-627.

36. van der List JP, Mintz DN, DiFelice GS. The location of anterior cru-

ciate ligament tears: a prevalence study using magnetic resonance

imaging. Orthop J Sports Med. 2017;5(6):2325967117709966.

37. Van Dyck P, Clockaerts S, Vanhoenacker FM, et al. Anterolateral

ligament abnormalities in patients with acute anterior cruciate liga-

ment rupture are associated with lateral meniscal and osseous inju-

ries. Eur Radiol. 2016;26(10):3383-3391.

38. Weaver JK, Derkash RS, Freeman JR, et al. Primary knee ligament

repair—revisited. Clin Orthop Relat Res. 1985;199:185-191.

8 Hopper et al The Orthopaedic Journal of Sports Medicine



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


