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Abstract
There is much literature about differing grafts used in 
anterior cruciate ligament (ACL) reconstruction. Much 
of this is of poor quality and of a low evidence base. 
We review and summarise the literature looking at the 
four main classes of grafts used in ACL reconstruction; 
bone-patella tendon-bone, hamstrings, allograft and 
synthetic grafts. Each graft has the evidence for its 
use reviewed and then compared, where possible, to 
the others. We conclude that although there is no clear 
“best” graft, there are clear differences between the dif-
fering graft choices. Surgeon’s need to be aware of the 
evidence behind these differences, in order to have ap-
propriate discussions with their patients, so as to come 
to an informed choice of graft type to best suit each 
individual patient and their requirements.

© 2014 Baishideng Publishing Group Co., Limited. All rights 
reserved.
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Core tip: There is no “ideal” graft to be used in anterior 
cruciate ligament reconstruction surgery and each of 
the four major graft choices has its advantages and 
disadvantages. Success or failure of the procedure de-
pends heavily on surgical technique. Surgeons should 
be aware of the evidence behind the use of each graft 
and thus be able to make an informed decision of its 
appropriateness.
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INTRODUCTION
Anterior cruciate ligament (ACL) reconstruction is a 
common operation[1]. The aim of  surgery is to restore 
functional stability to the ACL deficient knee. The func-
tional stability provided by the normal ACL is both in 
resisting anteroposterior translation as well as rotational 
subluxation. ACL reconstruction can be performed using 
a variety of  different surgical techniques as well as differ-
ent graft materials.

The choice of  whether to operate or not is multi-
factorial and is highly dependent on patient’s degree of  
symptoms and requirements in terms of  activity level 
and participation in pivoting sports[2]. Many patients can 
become asymptomatic following a course of  propriocep-
tive rehabilitation[3]. Timing of  any ACL reconstruction 
is also crucial, it is commonplace to allow the acutely 
injured knee to settle, giving time for resolution of  effu-
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sion, restoration of  range of  motion and recovery from 
of  concomitant ligamentous injuries[4]. Furthermore a de-
layed reconstruction allows patients to trial conservative 
therapy to see if  surgery is indicated.

The three categories of  commonly used grafts are 
autograft, allograft and synthetic graft[5]. Autografts usu-
ally consist of  either hamstrings tendons (HS) or Bone-
patella tendon-bone (BPTB). Allografts are varied but 
can consist of  tibialis posterior tendon, Achilles tendon, 
tibialis anterior tendon, BPTB and peroneus longus ten-
don[6,7]. Synthetic grafts have been developed over the 
years and are currently on their “third generation” but 
have encountered considerable problems in the past[8-11]. 
Currently the most widely accepted synthetics are the 
Ligament Augmentation Reconstruction System (LARS; 
Corin, Gloucestershire, England) and the Leeds Keio 
(Xiros plc, Neoligaments, Leeds, United Kingdom) how-
ever their use remains somewhat controversial[12-15].

The surgical technique used during ACL reconstruc-
tion varies widely not only from country to country but 
even within departments of  the same hospital. Different 
techniques include arthroscopic vs open surgery, intra vs 
extra-articular reconstruction, femoral tunnel placement, 
number of  graft strands, single vs double bundle and fixa-
tion method[16-20]. This heterogeneity of  techniques makes 
comparison of  graft choice difficult.

The choice of  which graft and which technique to use 
are often dictated to the surgeon by the patient’s anatomy, 
previous surgical history, concomitant injuries as well as 
patient choice. Surgeon’s choice is dictated by a combina-
tion of  factors including perceived functional outcome, 
rehabilitation speed, graft incorporation, graft availability 
and donor site morbidity. Surgical familiarity also dictates 
which technique is used as well as the graft choice.

Much research has been done in trying to identify 
which particular graft or technique is best. Some of  this 
research has been of  good quality including meta-analy-
ses, systematic reviews and randomised controlled trials 
(RCT). Yet, there continues to be wide variation in the 
choices made by surgeons. Long-term outcomes are not 
immediately available for newer techniques which fuels 
further debate.

Our aim is to bring together current literature in or-
der to allow surgeons to make decisions based on current 
evidence.

DISCUSSION
The question of  how best to assess results has been re-
cently addressed by a review from the Dutch Orthopae-
dic Association. They recommended the use of  a com-
bination of  physical examination using Lachman, pivot 
shift and anterior drawer tests, level 1 evidence, together 
with the following outcome scores-International Knee 
Documentation Committee Subjective Knee Evaluation 
Form Score (IKDC), Knee Injury and Osteoarthritis 
Outcome Score (KOOS) or Tegner Score from level 2 
evidence [21].

Graft choice
Hamstring tendon grafts: Hamstring tendons are one 
of  the more commonly used grafts for ACL reconstruc-
tion since Lipscombe in 1982 and arthroscopically as-
sisted four stranded grafts by Friedman in 1988. The 
semi-tendinosus tendon with or without the gracilis 
tendon is harvested, typically from the ipsilateral leg. The 
resultant tissue is fashioned into a four strand graft which 
is then used to reconstruct the ACL as per the surgeon’s 
favoured technique. It is common for the tendons to be 
folded over each other in order to increase the thickness 
of  the donor graft. In order for the folded tendons to act 
a one unit they are sutured together using a whipstitch 
technique. The donor graft is then fed through the tibial 
tunnel and into the femoral tunnel and secured using a 
variety of  fixation methods including screws, suspensory 
apparatus and transfixion devices which may be metallic, 
polymer or bio-absorbable.

Morbidity specifically associated with HS grafts in-
clude decreased knee flexion strength and tibial rotation 
although these do not usually translate into noticeable 
deficits in patients[22]. Other complications include sciatic 
or saphenous nerve damage, although again this is rare 
and may resolve with time[23].

The long term follow-up results of  HS grafts are 
sparse and many studies use differing outcomes to report 
success and/or failure. Recently the 14 year results of  74 
patients with HS graft reconstruction were reported by 
Leiter et al[24] looking at patient outcome scores as well as 
re-rupture rates. They used the IKDC Score and found 
that 75% of  patients scored normal or nearly normal, 
however radiographic changes of  Kellgren-Lawrence 
grade 3 were 19% in operated knees compared to 4% in 
the contralateral knee, this finding reached significance 
even after controlling for medial meniscal surgery. They 
found re-rupture rates of  the reconstructed ligament 
at 9% compared to contralateral ACL ruptures at 5%. 
Other studies of  HS tendons with similar follow-up are 
uncommon. Leys et al[25] reported results from a cohort 
study with 15 years follow-up comparing HS to BPTB. 
In the HS arm they had 15 year results on 51 patients. 
Re-rupture rates were 17% in the HS group and 12% in 
the contralateral knee. Re-ruptures were more common 
in men, patients with non-ideal tunnel position. Mean 
IKDC Subjective symptom scores were 90 (out of  100) 
and mean functional scores 9.1 (out of  10). Shorter term 
studies but with larger study group sizes are available. 
Streich et al[26] reported a single blinded evaluation of  
40 patients with 4 strand HS grafts at 10 year follow-up. 
They report 8% re-rupture rate and an IKDC score of  
90.3 and all joints were either grade A or B (normal or 
nearly-normal). Asik et al[27] reported the results of  271 
patients with 4 strand HS grafts fixed using a transfix 
pin. Their follow-up length was a mean of  6.8 years and 
86% scored normal or nearly normal on IKDC score. 
Re-rupture occurred in 1.5% of  patients in this shorter 
follow-up study. Maletis et al[6] reported retrospectively 
from the prospective Kaiser Permanente ACL Recon-
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struction Registry revision rates after HS grafts in 3012 
patients was 1.56% (1.1% revision rate per 100 years of  
observation), however follow-up was short at a mean of  
1.5 years. No assessment of  patient outcome/satisfaction 
was performed.

BPTB grafts: BPTB grafts for ACL reconstruction have 
been around since the pioneering work of  Franke in 1969 
and are still very popular in certain countries and in spe-
cific patients. BTPB has historically been considered the 
gold standard for ACL reconstruction. The method of  
harvest includes a horizontal or longitudinal skin incision 
followed by resection of  the mid-portion of  the patella 
(inferior pole) and tibial tuberosity with the intervening 
tendon as a complete unit. Thus the graft has bone block 
at both ends which allows potentially superior integration 
of  the graft into the tibial and femoral tunnels. The graft 
is then detached and fed through the tibial tunnel into the 
femur in the same way as a hamstrings graft. Fixation can 
take place using a variety of  different methods ranging 
from an interference fit with no fixation device to screw 
or suspensory fixation[28].

There are many reports of  the morbidity and com-
plication associated with BTPB grafts. Complications 
include patella tendon rupture, patella/tibial fracture, 
quadriceps weakness, loss of  full extension, anterior knee 
pain and difficulty kneeling[29,30]. Typically the cosmetic 
result is inferior to hamstrings harvest which may be of  
concern for some patient groups.

Long term results after BTPB graft reconstructions 
have been studied by many authors. Mihelic et al[31] retro-
spectively studied outcome of  33 operated BTPB grafts 
with 17 to 20 year follow-up with 83% of  patients having 
stable knees with normal or near normal IKDC grades 
and an IKDC score of  83.15, they do not however re-
port re-rupture rates. Gerhard et al[32] report 16 year mean 
follow-up of  63 patients after BTPB ACL reconstruc-
tion with 84% returning to previous sporting levels with 
78% normal or near normal IKDC grades and a KOOS 
score of  84. Nineteen percent of  patients had radio-
graphic evidence of  moderate to severe osteoarthritic 
changes, worse with meniscal injury at the time of  ACL 
reconstruction. One point six percent of  patients needed 
revision ACL reconstruction but a total of  33% needed 
further knee surgery during follow-up. Leys et al[25] who 
compared HS to BTPB showed in the BTPB arm of  
their study that there was no significant difference to HS 
in overall IKDC grade, whereas radiographic evidence of  
osteoarthritis was significantly more common in BPTB. 
Ahn et al[33] looked at 117 patients with mean 10.3 year 
follow-up after BTPB reconstruction and showed 90.6% 
normal or nearly normal IKDC subjective scores. Re-
rupture rates were 5.1% and all were reported after ad-
ditional injury. They did also report other complications 
including arthrofibrosis, limited range of  motion, syno-
vitis and patella fracture. Ninety-four point eight percent 
of  patients complained of  pain when kneeling on soft 
ground and 61.5% complained of  knee pain on walking. 
Pernin et al reviewed 24.5 year data on 100 patients after 

a combination of  BTPB reconstruction with lateral extra-
articular augmentation with iliotibial band. IKDC subjec-
tive scores at final follow-up were 74.7, however overall 
only 46% had IKDC grades A or B. They report 19.5% 
clinical failures of  which 72.2% had a meniscal injury at 
the time of  first operation. It is important to note that 
they acknowledge a drop-out rate of  75% from initial en-
rolment which may bring a large bias into the results. Ma-
letis et al[6] reported from 2791 BTPB autograft patients 
a revision rate of  1.18% at 1.5 years (or 0.66% per 100 
years observation) which was favourable in comparison 
to both HS and Allograft.

Allografts: Donor site morbidity particularly in BTPB 
grafts has led to the search for alternatives. Also in the 
case of  revision surgery where autograft options have 
already been exhausted an alternative graft choice may 
be required. The use of  allograft is appealing particularly 
to the complete lack of  donor site morbidity, reason-
ably good availability and a range of  graft sizes with the 
options of  bone blocks attached to the graft. Allograft 
material does come with its own unique risks including 
risk of  an immunogenic reaction or disease transmission 
and is an expensive option when compared to autograft 
which costs nothing in monetary terms.

The most commonly used allograft tendons are tibi-
alis posterior/anterior and Achilles tendon allografts 
however patellar tendon and HS are also widely available 
in some countries. Sterilisation has been an issue for al-
lografts and older studies often used high dose irradiation 
or ethylene glycol which led to structurally inferior grafts. 
Cost availability, variability in graft tissue and storage are 
all important issues with allograft.

Long term results are not readily available yet, how-
ever, Almqvist et al[34] report 10.5 year follow-up of  50 
patients with a mean IKDC score of  97. Graft failure 
rate was quoted at 5.45% and all were due to new sig-
nificant knee trauma. Edgar et al[35] compared 47 patients 
after allograft ACL reconstruction with autograft with 48 
mo average follow-up. They reported IKDC grades A or 
B in 82.6% of  patients with subjective scores of  86.8%, 
which were similar to autograft. They reported a revi-
sion rate of  4.3% for allograft reconstructions. Kleipool 
et al[36] again compared small numbers 26 autograft vs 36 
BPTB with 46 mo follow-up and reported 85% IKDC 
grade A or B compared to 70% in the autograft group, 
however, these results were not statistically significant. 
Foster et al[37] performed a systematic review of  allograft 
vs autograft and found little difference between the two 
and reported pooled results of  82.9% IKDC grades A or 
B (compared to 87.2% for autograft). They also pooled 
failures and showed a graft failure rate of  8.2 per 100 re-
constructions which performed poorly compared to 4.7 
per 100 reconstructions for autograft. However none of  
these trends reached statistical significance. Siebold et al[38] 
compared two different allografts in ACL reconstruc-
tion, fresh frozen patella tendon vs Achilles tendon. In 
total they evaluated 251 patients with a mean follow-up 
of  37.7 mo. IKDC grades were normal or nearly normal 
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biological grafts require prolonged period (probably at 
least one year) for incorporation of  the graft tissue into 
the host bone.

The results of  first and second generation ligaments 
are not applicable to third generation ligaments due to 
the substantial re-design. A large scale systematic review 
was performed by Newman et al[39] which led to only 9 
out of  156 articles being included. This study looked at 
data from 675 LARS ACL reconstructions and found an 
overall failure rate of  2.5% of  which many of  these were 
reported to be associated with technical errors in tunnel 
placement. Synovitis, which had plagued earlier synthetic 
grafts only occurred in only one patient in the included 
studies. This data suggests the third generation of  syn-
thetics have largely solved the problems of  synovitis that 
led to the disrepute of  the first and second generation. 
Dericks[40] described his experience of  220 patients re-
ported 3 infections (1.4%) and 9 ligament ruptures (4.1%) 
with 83% of  patients returning to full sports by 6 mo (and 
61% by as early as 4 mo). The largest published study of  
LARS ACL reconstructions is by Gao et al[41] who retro-
spectively report on 159 reconstructions. They describe 
94% of  patients achieving IKDC grade A or B at a mean 
of  50 mo follow-up. All patients achieved return to sports 
by 6 mo with a re-rupture rate of  only 1.9%. Nau et al[42] 
report the 24 mo results of  a randomised controlled trial 
comparing BTPB and LARS ACL reconstruction in 27 
and 26 patients respectively. They found no significant 
differences at final follow-up in the results of  either graft 
with respect to IKDC, KOOS or Tegner scores. They 
also did not report and ruptures but did list patients lost 
to follow-up and other complications, with no significant 
difference. The only difference that they reported is a 
trend to earlier return to sport in the LARS group pos-
sibly allowing a faster rehabilitation protocol. Pan et al[43] 
report retrospective follow-up of  a minimum of  4 years 
in 32 LARS reconstructions and compare these to 30 
BPTB reconstructions. IKDC grades and Tegner scores 
were similar in both groups, the LARS group had A or B 
grading in 87.5% and a score of  6.16 respectively. No re-
ruptures were reported in either group.

COMPARATIVE STUDIES
There are numerous studies that have compared BPTB 
grafts to HS grafts for ACL reconstruction. Many of  
these studies are well summarised by Li et al[44] in their re-
cent systematic review of  the available RCT. After using 
thorough methods of  identifying and processing available 
data they identified 9 RCTs with useable outcome data. 
They performed meta-analysis of  data where available 
and showed significant differences between the outcome 
of  BPTB and HS grafts in respect to pivot shift (RR = 
0.87 in favour of  BPTB), anterior knee pain (RR = 0.66 
in favour of  HS), kneeling pain (RR = 0.49 in favour of  
HS) and extension loss (RR = 0.63 in favour of  HS). 
Graft failure was slightly more common in the HS group, 
however this did not reach significance (RR = 1.37, P 
= 0.38). IKDC scores pooled from the available data 

in 75.3% and 76.2% of  patients undergoing patella and 
Achilles allografts respectively. Whilst this was not signifi-
cant there was a significant difference in re-rupture with 
10.4% of  patella grafts re-rupturing compared to 4.8% 
of  Achilles grafts. They do further note that these rates 
were high in comparison to autograft studies with similar 
length follow-up. In the recent study by Maletis et al[6], 
they included 4014 allograft patients and reported a re-
rupture rate of  1.74% for allograft (1.23% per 100 obser-
vation years). A ready supply of  allograft tissue requires 
a well co-ordinated and reliable human tissue bank with a 
consistent tissue cleaning and decontamination processes. 
The cost of  providing this is typically high and is limited 
to the most developed healthcare systems.

Synthetic grafts: The concerns over both autograft and 
allograft have led to the development of  synthetic alter-
natives which ideally have no risk of  donor site morbidity 
but also lack the risks associated with allograft of  pos-
sible disease transmission, can be widely available with a 
long shelf  life and simple storage and inventory arrange-
ments. Synthetic ligaments are now into their third gen-
eration. First generation ligaments were knitted, woven 
or braided. These early ligaments were subject to early 
breakage and tended to elongate. Second generation liga-
ments had additional longitudinal and transverse fibres 
woven into the braid or knit. The materials also advanced 
to use Polyethylene Terephthalate or Dacron to act as a 
permanent replacement and allow fibroblastic ingrowth. 
These ligaments also suffered with wear, fraying and low 
abrasion resistance. Both first and second-generation syn-
thetics were plagued with problems related to wear debris 
and subsequent catastrophic synovitis. This led of  large 
cohorts of  patients with problematic knees and a general 
aversion to the use of  synthetics for ACL reconstruction 
in the soft tissue knee surgery community. Third genera-
tion ligaments such as the LARS are similarly constructed 
of  Polyethylene Terephthalate, however, they are now 
designed to specific indications. The ACL replacement 
has a knitted extra-articular portion with free longitudinal 
fibres which resist elongation but without any braids to 
cause intra-articular wear and the generation of  biologi-
cally active wear debris.

The latest generation of  synthetics have different 
indications from conventional graft choices. The design 
rationale is that the synthetic is used to augment the heal-
ing of  a freshly injured ACL. Surgery should take place as 
soon as possible aft the acute injury and every effort must 
be made to preserve the native ACL stump and draw the 
stump up to its femoral attachment using the synthetic to 
then protect the graft whilst tissue ingrowth and healing 
occur. Thus the synthetic is used as an augmentation de-
vice alongside biological tissue, not as a substitute graft in 
isolation.

As well as availability, convenience, lack of  disease 
transmission risk and cost, the other advantage of  syn-
thetic graft reconstruction is the potential for dramatically 
accelerated rehabilitation with return to sport significantly 
earlier than for autograft and allograft. This is because 
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showed normal or nearly normal results in 206/266 HS 
reconstructions and 169/225 BPTB reconstructions (P 
= 0.41). Interestingly they concluded from this data that 
HS grafts restore knee joint function in a similar fashion 
to BTPB, however they comment that they were inferior 
with respect to restoration of  stability.

In the multicentre study of  9817 patients by Maletis 
et al[6] they compared revision rate only and found a ten-
dency to increasing revision rates from BPTB to HS to 
Allograft (1.18%, 1.56% and 1.74% respectively) with 2.7 
year survival rates of  98.0%, 96.9% and 96.0% respec-
tively. The other significant findings were increasing revi-
sion rates of  3.02 comparing Allograft to BPTB, and 1.82 
comparing HS to BPTB grafts. Interestingly there was a 
2.26 increased risk of  revision in females with HS grafts 
compared to BPTB which was not reproduced in men. 
They also reported a protective effect of  age of  7% per 
year which may well be an activity related phenomenon. 
The data they used to analyse was only related to crude 
failure and revision rates and no information was given 
on functional outcome.

The largest comparative study of  LARS vs HS grafts, 
Liu et al[45] retrospectively compared 28 LARS and 32 HS 
grafts and found no significant differences between the 
two except in KT-1000 examination results showing the 
LARS to be more stable (1.2 mm vs 2.4 mm). However 
there were no differences in IKDC or revision rates. 
Similarly when comparing LARS to BTPB Pan et al[43] 
found no significant differences in functional outcome or 
examination findings between the two groups (30 BPTB 
and 32 LARS). In a large RCT of  HS vs fresh frozen al-
lograft with 7.8 year follow-up Sun et al[46] showed that 
apart from a shorter operative time for allograft proce-
dures they showed no significant differences between the 
groups and both had similar outcome scores (IKDC 90 
Allograft vs 89 Autograft). Interestingly they reported no 
ruptures and no complications apart from two superficial 
wound infections in the allograft group.

Several studies have investigated the relationship be-
tween muscle strength and isokinetic measurements after 
ACL reconstruction. In a series of  patients by Condouret 
et al[47], the outcome of  quadriceps and hamstring strength 
based on the type of  graft used (BoB vs hamstrings), was 
evaluated. The review of  127 patients included isokinetic 
muscle tests, concentric and eccentric extensors/flexors 
but also internal rotators/external rotators with analysis 
of  mean work and mean power. In their series, the aver-
age muscles deficit at two years was 10% for the flexors 
and extensors. The type of  reconstruction (patellar ten-
don vs hamstrings) had an influence on the muscle defi-
cit. For extensors, the recovery was the same in the two 
groups. For flexors, residual deficits were significantly 
higher in the hamstrings group on the three studied pa-
rameters whatever the speed and the type of  contraction 
(concentric or eccentric) with an average deficit of  14% 
to 18%, while, in the patellar tendon group, there was a 
dominance over the opposite side of  2% to 3% in con-
centric contraction. For internal rotators, a significantly 
higher deficit is observed in eccentric contraction for the 

hamstrings group. The residual hamstrings deficits were 
related to the number of  tendons harvested: -7% when 
there was no harvest, 7% with one tendon harvested and 
17% with two tendons harvested.

A systematic review by Dauty et al[48] reporting on iso-
kinetic results following ACL reconstruction included 53 
studies; 29 reported isokinetic results after ACL recon-
struction with patellar tendon graft, 15 reported isokinet-
ic results after ACL reconstruction with hamstring graft, 
and 9 studies compared the two surgical procedures. 
Comparing the two graft choices, they found that BOB 
vs hamstring resulted in a larger knee extensor deficit 
but less knee flexion weakness for up to two years. They 
found no difference in isokinetic parameters between 
the two groups. These findings are supported by another 
metanalysis conducted by Xergia et al[49].

CONCLUSION
All the different types of  grafts used in current everyday 
practice for the reconstruction of  a ruptured ACL have 
a place in this complex field of  surgery. There are good 
data to support all of  them. There is no clear “best” graft 
to use. However there are some clear advantages with 
respect to the different grafts. Donor site morbidity has 
been a problem for the BTPB graft, however it appears 
to have consistently good results particularly with respect 
to graft stability and return to high level sports. HS grafts 
appear to be a good all-round graft choice with fewer do-
nor site complications and good results, both sources of  
autograft are readily available in most patients and cost 
nothing, but do have some technical demands for safe 
and efficient harvest. Allograft generally has slightly poor-
er results in terms of  re-rupture rates, however can be in-
valuable in certain patient groups, particularly those with 
multi-ligament deficiencies or in the revision scenario. 
Allografts are expensive, but save time and undoubtedly 
remove one of  the more technically demanding stages of  
ACL reconstruction surgery. They remove the potential 
for donor site morbidity but do not permit faster return 
to sport. Synthetic grafts are slowly regaining popularity 
as these too show good general results with no donor site 
morbidity and the ability to perform multi-ligament re-
constructions without compromising the patella or ham-
strings. They offer an off  the shelf  solution which short-
ens operative time and renders the surgical procedure is 
somewhat less complex and no graft harvest is required 
however the surgery it technically different, and should 
ideally be performed on a different time scale form con-
ventional ACL surgery. Graft choice, therefore, needs to 
be made after an educated discussion with the patient re-
garding their requirements and expectations with regards 
to donor morbidity and speed of  rehabilitation as well as 
the surgeon’s personal experience and the surgical units 
experience and access to graft options. Certainly there is 
no one-size-fits-all graft yet, however, surgeons should 
offer the differing graft options and inform their patients 
of  the differences as well as their own personal results 
with each graft suggested.

Shaerf DA et al . Best practice in ACL reconstruction



28 January 18, 2014|Volume 5|Issue 1|WJO|www.wjgnet.com

REFERENCES
1 Meuffels DE, Reijman M, Scholten RJ, Verhaar JA. Computer 

assisted surgery for knee ligament reconstruction. Cochrane 
Database Syst Rev 2011; (6): CD007601 [PMID: 21678367 DOI: 
10.1002/14651858.CD007601.pub2]

2 Shaerf D, Banerjee A. Assessment and management of post-
traumatic haemarthrosis of the knee. Br J Hosp Med (Lond) 
2008; 69: 459-60, 462-463 [PMID: 18783098]

3 Muaidi QI, Nicholson LL, Refshauge KM, Herbert RD, Ma-
her CG. Prognosis of conservatively managed anterior cruci-
ate ligament injury: a systematic review. Sports Med 2007; 37: 
703-716 [PMID: 17645372]

4 Church S, Keating JF. Reconstruction of the anterior cruciate 
ligament: timing of surgery and the incidence of meniscal 
tears and degenerative change. J Bone Joint Surg Br 2005; 87: 
1639-1642 [PMID: 16326877 DOI: 10.1302/0301-620X.87B12.1
6916]

5 Romanini E, D’Angelo F, De Masi S, Adriani E, Magaletti M, 
Lacorte E, Laricchiuta P, Sagliocca L, Morciano C, Mele A. 
Graft selection in arthroscopic anterior cruciate ligament 
reconstruction. J Orthop Traumatol 2010; 11: 211-219 [PMID: 
21181226 DOI: 10.1007/s10195-010-0124-9]

6 Maletis GB, Inacio MC, Desmond JL, Funahashi TT. Recon-
struction of the anterior cruciate ligament: association of 
graft choice with increased risk of early revision. Bone Joint J 
2013; 95-B: 623-628 [PMID: 23632671 DOI: 10.1302/0301-620
X.95B5.30872]

7 Hu J, Qu J, Xu D, Zhou J, Lu H. Reply to comment on Hu et 
al. “Allograft versus autograft for anterior cruciate ligament 
reconstruction: an up-to-date meta-analysis of prospective 
studies”. Int Orthop 2013; 37: 775-776 [PMID: 23377110 DOI: 
10.1007/s00264-012-1720-5]

8 Savarese A, Lunghi E, Budassi P, Agosti A. Remarks on the 
complications following ACL reconstruction using synthetic 
ligaments. Ital J Orthop Traumatol 1993; 19: 79-86 [PMID: 
8567261]

9 Rushton N, Dandy DJ, Naylor CP. The clinical, arthroscopic 
and histological findings after replacement of the anterior 
cruciate ligament with carbon-fibre. J Bone Joint Surg Br 1983; 
65: 308-309 [PMID: 6841400]

10 Paulos LE, Rosenberg TD, Grewe SR, Tearse DS, Beck CL. 
The GORE-TEX anterior cruciate ligament prosthesis. A 
long-term followup. Am J Sports Med 1992; 20: 246-252 [PMID: 
1636852]

11 Barrett GR, Line LL, Shelton WR, Manning JO, Phelps R. 
The Dacron ligament prosthesis in anterior cruciate ligament 
reconstruction. A four-year review. Am J Sports Med 1993; 21: 
367-373 [PMID: 8346749]

12 Rading J, Peterson L. Clinical experience with the Leeds-
Keio artificial ligament in anterior cruciate ligament recon-
struction. A prospective two-year follow-up study. Am J 
Sports Med 1995; 23: 316-319 [PMID: 7661259]

13 Macnicol MF, Penny ID, Sheppard L. Early results of the 
Leeds-Keio anterior cruciate ligament replacement. J Bone 
Joint Surg Br 1991; 73: 377-380 [PMID: 1670431]

14 Denti M, Bigoni M, Dodaro G, Monteleone M, Arosio A. 
Long-term results of the Leeds-Keio anterior cruciate liga-
ment reconstruction. Knee Surg Sports Traumatol Arthrosc 
1995; 3: 75-77 [PMID: 7553012]

15 Viateau V, Manassero M, Anagnostou F, Guérard S, Mitton 
D, Migonney V. Biological and biomechanical evaluation of 
the ligament advanced reinforcement system (LARS AC) in 
a sheep model of anterior cruciate ligament replacement: a 
3-month and 12-month study. Arthroscopy 2013; 29: 1079-1088 
[PMID: 23726110 DOI: 10.1016/j.arthro.2013.02.025]

16 Tiamklang T, Sumanont S, Foocharoen T, Laopaiboon M. 
Double-bundle versus single-bundle reconstruction for 
anterior cruciate ligament rupture in adults. Cochrane Da-
tabase Syst Rev 2012; 11: CD008413 [PMID: 23152258 DOI: 
10.1002/14651858.CD008413.pub2]

17 Giron F, Cuomo P, Aglietti P, Bull AM, Amis AA. Femoral 
attachment of the anterior cruciate ligament. Knee Surg Sports 
Traumatol Arthrosc 2006; 14: 250-256 [PMID: 16283172 DOI: 
10.1007/s00167-005-0685-y]

18 Laoruengthana A, Pattayakorn S, Chotanaputhi T, Kosiyatr-
akul A. Clinical comparison between six-strand hamstring 
tendon and patellar tendon autograft in arthroscopic ante-
rior cruciate ligament reconstruction: a prospective, random-
ized clinical trial. J Med Assoc Thai 2009; 92: 491-497 [PMID: 
19374299]

19 Holm I, Oiestad BE, Risberg MA, Gunderson R, Aune AK. 
No differences in prevalence of osteoarthritis or function 
after open versus endoscopic technique for anterior cruciate 
ligament reconstruction: 12-year follow-up report of a ran-
domized controlled trial. Am J Sports Med 2012; 40: 2492-2498 
[ PMID: 22984128 DOI: 10.1177/0363546512458766]

20 Dodds AL, Gupte CM, Neyret P, Williams AM, Amis AA. 
Extra-articular techniques in anterior cruciate ligament re-
construction: a literature review. J Bone Joint Surg Br 2011; 93: 
1440-1448 [PMID: 22058292 DOI: 10.1302/0301-620X.93B11.2
7632]

21 Meuffels DE, Poldervaart MT, Diercks RL, Fievez AW, Patt 
TW, Hart CP, Hammacher ER, Meer Fv, Goedhart EA, Lens-
sen AF, Muller-Ploeger SB, Pols MA, Saris DB. Guideline 
on anterior cruciate ligament injury. Acta Orthop 2012; 83: 
379-386 [PMID: 22900914 DOI: 10.3109/17453674.2012.704563]

22 Barenius B, Webster WK, McClelland J, Feller J. Hamstring 
tendon anterior cruciate ligament reconstruction: does graci-
lis tendon harvest matter? Int Orthop 2013; 37: 207-212 [PMID: 
23052280 DOI: 10.1007/s00264-012-1672-9]

23 Vardi G. Sciatic nerve injury following hamstring har-
vest. Knee 2004; 11: 37-39 [PMID: 14967326 DOI: 10.1016/
S0968-0160(03)00066-8]

24 Leiter JR, Gourlay R, McRae S, de Korompay N, Macdonald 
PB. Long-term follow-up of ACL reconstruction with ham-
string autograft. Knee Surg Sports Traumatol Arthrosc 2013 
Apr 18; Epub ahead of print [PMID: 23595537 DOI: 10.1007/
s00167-013-2466-3]

25 Leys T, Salmon L, Waller A, Linklater J, Pinczewski L. Clini-
cal results and risk factors for reinjury 15 years after anterior 
cruciate ligament reconstruction: a prospective study of ham-
string and patellar tendon grafts. Am J Sports Med 2012; 40: 
595-605 [PMID: 22184280 DOI: 10.1177/0363546511430375]

26 Streich NA, Reichenbacher S, Barié A, Buchner M, Schmitt H. 
Long-term outcome of anterior cruciate ligament reconstruc-
tion with an autologous four-strand semitendinosus tendon 
autograft. Int Orthop 2013; 37: 279-284 [PMID: 23307016 DOI: 
10.1007/s00264-012-1757-5]

27 Asik M, Sen C, Tuncay I, Erdil M, Avci C, Taser OF. The 
mid- to long-term results of the anterior cruciate ligament 
reconstruction with hamstring tendons using Transfix tech-
nique. Knee Surg Sports Traumatol Arthrosc 2007; 15: 965-972 
[PMID: 17503019 DOI: 10.1007/s00167-007-0344-6]

28 Willis-Owen CA, Hearn TC, Keene GC, Costi JJ. Biomechan-
ical testing of implant free wedge shaped bone block fixation 
for bone patellar tendon bone anterior cruciate ligament re-
construction in a bovine model. J Orthop Surg Res 2010; 5: 66 
[PMID: 20813059 DOI: 10.1186/1749-799X-5-66]

29 Allum R. Complications of arthroscopic reconstruction of 
the anterior cruciate ligament. J Bone Joint Surg Br 2003; 85: 
12-16 [PMID: 12585571 DOI: 10.1302/0301-620X.85B1.13956]

30 Rahimi A, Minoonejad H, Norouzi Fashkhami A, Sohani S. 
Which acl-reconstruction surgery is better? A comparative 
study of the complications of the bone-patellar tendon-bone 
(BTPB) and Hamstring Tendon (4-Strand) Techniques (A Re-
view of the Literature). World J Sport Sci 2009; 2: 100-105 [DOI: 
10.5829/idosi.wjss.2012.7.3.71181]

31 Mihelic R, Jurdana H, Jotanovic Z, Madjarevic T, Tudor A. 
Long-term results of anterior cruciate ligament reconstruc-
tion: a comparison with non-operative treatment with a fol-

Shaerf DA et al . Best practice in ACL reconstruction



29 January 18, 2014|Volume 5|Issue 1|WJO|www.wjgnet.com

low-up of 17-20 years. Int Orthop 2011; 35: 1093-1097 [PMID: 
21287172 DOI: 10.1007/s00264-011-1206-x]

32 Gerhard P, Bolt R, Dück K, Mayer R, Friederich NF, Hirschmann 
MT. Long-term results of arthroscopically assisted anatomi-
cal single-bundle anterior cruciate ligament reconstruction 
using patellar tendon autograft: are there any predictors for 
the development of osteoarthritis? Knee Surg Sports Trauma-
tol Arthrosc 2013; 21: 957-964 [PMID: 22488015 DOI: 10.1007/
s00167-012-2001-y]

33 Ahn JH, Kim JG, Wang JH, Jung CH, Lim HC. Long-term re-
sults of anterior cruciate ligament reconstruction using bone-
patellar tendon-bone: an analysis of the factors affecting the 
development of osteoarthritis. Arthroscopy 2012; 28: 1114-1123 
[PMID: 22421565 DOI: 10.1016/j.arthro.2011.12.019]

34 Almqvist KF, Willaert P, De Brabandere S, Criel K, Verdonk 
R. A long-term study of anterior cruciate ligament allograft 
reconstruction. Knee Surg Sports Traumatol Arthrosc 2009; 17: 
818-822 [PMID: 19421736 DOI: 10.1007/s00167-009-0808-y]

35 Edgar CM, Zimmer S, Kakar S, Jones H, Schepsis AA. Pro-
spective comparison of auto and allograft hamstring ten-
don constructs for ACL reconstruction. Clin Orthop Relat 
Res 2008; 466: 2238-2246 [PMID: 18575944 DOI: 10.1007/
s11999-008-0305-5]

36 Kleipool AE, Zijl JA, Willems WJ. Arthroscopic anterior 
cruciate ligament reconstruction with bone-patellar tendon-
bone allograft or autograft. A prospective study with an 
average follow up of 4 years. Knee Surg Sports Traumatol Ar-
throsc 1998; 6: 224-230 [PMID: 9826804]

37 Foster TE, Wolfe BL, Ryan S, Silvestri L, Kaye EK. Does the 
graft source really matter in the outcome of patients under-
going anterior cruciate ligament reconstruction? An evalu-
ation of autograft versus allograft reconstruction results: A 
systematic review. Am J Sports Med 2010; 38: 189-199 [PMID: 
20051509 DOI: 10.1177/0363546509356530]

38 Siebold R, Buelow JU, Bös L, Ellermann A. Primary ACL 
reconstruction with fresh-frozen patellar versus Achilles ten-
don allografts. Arch Orthop Trauma Surg 2003; 123: 180-185 
[PMID: 12734717 DOI: 10.1007/s00402-003-0476-1]

39 Newman SD, Atkinson HD, Willis-Owen CA. Anterior cru-
ciate ligament reconstruction with the ligament augmenta-
tion and reconstruction system: a systematic review. Int Or-
thop 2013; 37: 321-326 [PMID: 22976593 DOI: 10.1007/s00264-
012-1654-y]

40 Dericks G. Ligament advanced reinforcement system ante-

rior cruciate ligament reconstruction. Oper Tech Sports Med 
1995; 3: 187-205 [DOI: 10.1016/S1060-1872(95)80009-3]

41 Gao K, Chen S, Wang L, Zhang W, Kang Y, Dong Q, Zhou H, 
Li L. Anterior cruciate ligament reconstruction with LARS 
artificial ligament: a multicenter study with 3- to 5-year fol-
low-up. Arthroscopy 2010; 26: 515-523 [PMID: 20362832 DOI: 
10.1016/j.arthro.2010.02.001]

42 Nau T, Lavoie P, Duval N. A new generation of artificial 
ligaments in reconstruction of the anterior cruciate ligament. 
Two-year follow-up of a randomised trial. J Bone Joint Surg 
Br 2002; 84: 356-360 [PMID: 12002492]

43 Pan X, Wen H, Wang L, Ge T. Bone-patellar tendon-bone au-
tograft versus LARS artificial ligament for anterior cruciate 
ligament reconstruction. Eur J Orthop Surg Traumatol 2013; 23: 
819-823 [PMID: 23412205 DOI: 10.1007/s00590-012-1073-1]

44 Li S, Chen Y, Lin Z, Cui W, Zhao J, Su W. A systematic 
review of randomized controlled clinical trials comparing 
hamstring autografts versus bone-patellar tendon-bone 
autografts for the reconstruction of the anterior cruciate liga-
ment. Arch Orthop Trauma Surg 2012; 132: 1287-1297 [PMID: 
22661336 DOI: 10.1007/s00402-012-1532-5]

45 Liu ZT, Zhang XL, Jiang Y, Zeng BF. Four-strand hamstring 
tendon autograft versus LARS artificial ligament for anterior 
cruciate ligament reconstruction. Int Orthop 2010; 34: 45-49 
[PMID: 19396441 DOI: 10.1007/s00264-009-0768-3]

46 Sun K, Zhang J, Wang Y, Xia C, Zhang C, Yu T, Tian S. Ar-
throscopic anterior cruciate ligament reconstruction with at 
least 2.5 years’ follow-up comparing hamstring tendon auto-
graft and irradiated allograft. Arthroscopy 2011; 27: 1195-1202 
[PMID: 21782375 DOI: 10.1016/j.arthro.2011.03.083]

47 Condouret J, Cohn J, Ferret JM, Lemonsu A, Vasconcelos 
W, Dejour D, Potel JF. [Isokinetic assessment with two years 
follow-up of anterior cruciate ligament reconstruction with 
patellar tendon or hamstring tendons]. Rev Chir Orthop Repa-
ratrice Appar Mot 2008; 94: 375-382 [PMID: 19046696]

48 Dauty M, Tortellier L, Rochcongar P. Isokinetic and anterior 
cruciate ligament reconstruction with hamstrings or patella 
tendon graft: analysis of literature. Int J Sports Med 2005; 26: 
599-606 [PMID: 16195995]

49 Xergia SA, McClelland JA, Kvist J, Vasiliadis HS, Georgou-
lis AD. The influence of graft choice on isokinetic muscle 
strength 4-24 months after anterior cruciate ligament re-
construction. Knee Surg Sports Traumatol Arthrosc 2011; 19: 
768-780 [PMID: 21234542]

P- Reviewer: Sajovic M    S- Editor: Wen LL    
L- Editor: A    E- Editor: Liu SQ  

Shaerf DA et al . Best practice in ACL reconstruction


