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INSTABILITA’ GINOCCHIO
DA LESIONE LCA
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RICOSTRUZIONE LCA
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RICOSTRUZIONE LCA

INSTABILITA’ ROTAZIONALE!!!

Sonnery-Cottet B, Daggett M, Fayard JM, Ferretti A, Helito CP, Lind M, Monaco E, de Padua VBC, Thaunat M,
Wilson A, Zaffagnini S, Zijl J, Claes S. Anterolateral Ligament Expert Group consensus paper on the management
of internal rotation and instability of the anterior cruciate ligament - deficient knee. J Orthop Traumatol. 2017

Jun;18(2):91-106.
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Loh JC, Fukuda Y, Tsuda E, Steadman RJ, Fu FH, Woo SL. Knee stability and graft function following anterior cruciate
ligament reconstruction: Comparison between 11 o'clock and 10 o'clock femoral tunnel placement. 2002 Richard
O'Connor Award paper. Arthroscopy. 2003 Mar;19(3):297-304.
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Rayan F, Nanjayan SK, Quah C, Ramoutar D, Konan S, Haddad FS Review of evolution of tunnel position in anterior
cruciate ligament reconstruction. World J Orthop.2015 Mar 18;6(2):252-62. doi: 10.5312/wjo.v6.i2.252. eCollection
2015.
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Anatomical Limitations of Transtibial Drilling in Anterior Cruciate Ligament Reconstruction
James F. Heming, Jason Rand and Mark E. Steiner
Am J Sports Med 2007 35: 1708 originally published online July 30, 2007
DOI: 10.1177/0363546507304 137

The transtibial technique can produce tunnels centered in the anterior cruciate ligament
footprints, but a starting point close to the tibial joint line is required. This will result in a
relatively short tibial tunnel. If tunnels centered in the anterior cruciate ligament attachment
sites are desired with the transtibial drilling technique, then a short tibial tunnel is necessary. A
short tibial tunnel may compromise graft fixation and graft incorporation, or it may result in a
tunnel length—graft length mismatch.

An alternative drilling strategy might be employed.

Knee Flexion 90°

50.7°
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US National Library of Medicine
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Arthroscopy. 2009 Jan;25(1):93-101. doi: 10.1016].arthre.2008.10.012.

Anteromedial portal technique for the anterior cruciate ligament femoral socket: pitfalls and solutions.
Lubowitz JH'.

# Author information

Abstract

Creating the anterior cruciate ligament (ACL} femoral socket using the anteromedial (AM) portal technique has advantages. Furthermore, the
technique is ideal for anatomic double-bundle (particularly posterolateral bundle) and all-inside ACL technigues. However, although the AM portal
technique has advantages, the leamning curve is steep when making the transition from familiar, transtibial reaming to the AM portal technigue for ACL
femoral tunnel creation. Complications and challenges are many when learning the AM portal technique. The purpose of this technical note is to
describe tips and pearls for surgeons contemplating the transition to the AM portal technique for the ACL femoral socket.

Comment in
Challenges and risks of the anteromedial portal. [Arthroscopy. 2009]
The anterior medial portal. [Arthroscopy. 2009]

PMID: 19111224 [PubMed - indexed for MEDLIMNE]
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Arthroscopy. 2008 Dec;24(12):1348-57. doi: 10.1016/.arthro.2008.07.018. Epub 2003 Oct 1.

Tunnel enlargement after double-bundle anterior cruciate ligament reconstruction: a prospective, randomized
study.

Jarveld T', Moisala AS, Paakkala T, Paakkala A.
+ Author information

Abstract
PURPOSE: The aim of this study was to compare tunnel enlargement in patients with double-bundle and single-bundle anterior cruciate ligament
{ACL) reconstruction.

METHODS: Sixty patients were randomized by closed envelopes into 2 different groups of ACL reconstruction with hamstring tendons: double-bundle
technique with bioabsorbable screw fixation {n = 35) and single-bundle technique with bioabsorbable screw fixation (n = 25). Magnetic resonance
imaging evaluation was performed in 53 patients {88%) (32 in double-bundle group and 21 in single-bundle group) for a mean of 27 months' follow-up
{range, 24 to 36 menths). Tunnel enlargement was determined by digital measurement of the widths perpendicular to the long axis of the tunnels on an
oblique coronal and sagittal plane. The magnetic resonance imaging measurements were compared with the intraoperative drill diameter.

RESULTS: No significant differences were found between the double-bundle group and the single-bundle group in tunnel enlargement on the femoral
side. However, on the tibial side, tunnel enlargement was greater in the single-bundle group than in the deuble-bundle group in each tunnel (P = .051).
In all knees, tunnel enlargemeant both on the tibial side and on the femoral side correlated significantly with the anterior and rotational laxity of the
operated knee. In the double-bundle group, no tunnel communication between the anteromedial and posterolateral tunnels was seen in any of the
patients on either the tibial side or femoral side.

CONCLUSIONS: This prospective, randomized study showed that our double-bundle ACL reconstruction technigue results in less tunnel enlargement
in each tunnel on the tibial side than the single-bundle technique with similar fixation metheds, graft material, and rehabilitation. In addition, no tunnel
communicaticn was observed in the patients undergoing double-bundle ACL reconstruction. The clinical results were good in both groups. However,
the patients who had more tunnel enlargement had significantly more anterior and rotational laxity of the operated knee as well.

LEVEL OF EVIDENCE: Level |, therapeutic randomized controlled trial.
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1. James Lubowitz, MD, et al, ACL Femoral Footprint Anatomy: Systematic Review of the 21st Century Literature,
Arthroscopy, accepted for publication, 2012.

2. Lubowitz J, Konicek J, A 3.5 mm Diameter Anterior Cruciate Ligament Tibial Retrograde Socket Drilling Pin is
More Accurate than a 2.4 mm Diameter Pin. Arthroscopy 2011; 26:666-671.
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FlinCutter®
RetroGonstruction™

Minimal invasive socket creation.
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RICOSTRUZIONE LCA

Ricostruzione antomica < recidive...ma comunque tassi ALTI!!!

Sonnery-Cottet B, Daggett M, Fayard JM, Ferretti A, Helito CP, Lind M, Monaco E, de Padua VBC, Thaunat M,
Wilson A, Zaffagnini S, Zijl J, Claes S. Anterolateral Ligament Expert Group consensus paper on the management
of internal rotation and instability of the anterior cruciate ligament - deficient knee. J Orthop Traumatol. 2017

Jun;18(2):91-106.
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Anatomy of the anterolateral ligament of the knee

Steven Claes, Evie Vered

Department of Orthopedic Su
2pepartment of Development 4
3pepartment of Orthopedic Su
Santwerp Orthopedic Center, |

Abstract
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Fig. 1 Anatomic dissection. The relationship of the anterolateral
ligament (ALL) with the lateral collateral ligament (LCL), Gerdy’s
tubercle, popliteofibular ligament and popliteus tendon From [15] by
Anatomical Society. Reprinted with permission

i Johan Bellemans'
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leuven, Kortrijk, Belgium
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pint capsule. The origin of

the ALL was situated at the prominence of the lateral femoral epicondyle, slightly anterior to the origin of

the lateral collateral ligament_although connecting fibers between the two structures were observed. The ALL
showed an obligue course to the anterclateral aspect of the proximal tibia, with firm attachments to the
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MECCANISMO LESIONE VALGO ROTAZIONE ESTERNA (lcm, Ica,
impatto osseo esterno)...MA PRIMA VARO ROTAZIONE INTERNA
CON LESIONE COMPARTO ESTERNO

J Orthop Traumatol (2017) 18:91-106 @ CrossMark
DOI 10.1007/s10195-017-0449-8

Anterolateral Ligament Expert Group consensus paper
on the management of internal rotation and instability
of the anterior cruciate ligament - deficient knee

Bertrand Sonnery-Cottet' - Matthew Daggett” - Jean-Marie Fayard'

Andrea Ferretti® - Camilo Partezani Helito* - Martin Lind® - Edoardo Monaco® *
Vitor Barion Castro de Padua® - Mathieu Thaunat' - Adrian Wilson’ -

Stefano Zaffagnini® - Jacco Zijl® - Steven Claes'’

Published online: 20 February 2017
© The Author(s) 2017. This article is published with open access at Springerlink.com
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98 I Orthop Traumatol (2017) 18:91-106

Fig. 5 Decision tree

Patients eligible for ACL reconstruction

Clinical/Imaging Patient profile
| |
Pivoting sport
Pivot shift grade 2 or 3 ] (high level athletes
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r — —— L — o — h -----

| Deep Lateral Femoral |
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Minimal requirements for ACL + minimally invasive ALL reconstruction:
1 decisive criteria or 2 secondary criteria
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PREMIO MIGLIOR POSTER S.1.A. 2017

_ PLASTICA ANTERO-ESTERNA DI I:EMAIRE MODIFICATA ASSOCIATA
ALLA RICOSTRUZIONE DEL LEGAMENTO CROCIATO ANTERIORE
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PLASTICA ANTEROQO-ESTERNA DI LEMAIRE MODIFICATA
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FISIOTERAPIA???

STESSI PROTOCOLLI UTILIZZATI PER LA RICOSTRUZIONE ISOLATA
DEL LCA
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INSTABILITA’ SPALLA
DA LUSSAZIONE ANTERO-INFERIORE
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Articolazione gleno-omerale

* ROM maggiore
* Articolazione piu instabile (solo 1/3 testa omerale articola con la
glenoide)

* 2% della popolazione generale
* 94% antero-inferiori

* < 5% posteriori

*<0,5% erecta
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Stabilita gleno-omerale

FATTORI STATICI
e \Versione articolare
* Strutture ossee

* Conformazione articolare

* Labbro glenoideo
* Pressione intra-articolare

* Adesione/Coesione

e Strutture capsulo-legamentose
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FATTORI DINAMICI

e Cuffia dei rotatori
 CLBB

* Scapolo-toracica

* Propriocezione
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L'instabilita dell’articolazione gleno-omerale € una condizione
patologica in cui i capi articolari perdono la loro naturale
congruenza biomeccanica, generando per eziologie diverse stati
clinici differenti.

Clinicamente si presenta con reperti obbiettivi che possono
essere sia eclatanti che subdoli, generando quindi difficolta sia
nell'inquadramento diagnostico che successivamente in quello
terapeutico.
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Classificazione instabilita gleno-omerale

GRADOQ DI FREQUENZA DI INSTABILITA’
INSTABILITA’ e Acuta
e Lussazione * Cronica

e Sublussazione

* Microinstabilita

PRI
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- Lussazione recidivante se un soggetto subisce un trauma e per
la seconda volta la spalla si lussa

-Dopo il IV-V episodio di lussazione siamo di fronte ad una
lussazione ricorrente / abituale

Ma la differenza NON e solo un fattore numerico
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Acronimi che si basano:
* sulle lesioni anatomo-
patologiche riscontrabili
* sulla direzione

dell’instabilita AMBRII
* sull’orientamento
terapeutico

* sulla causa principale AlOS
dell’instabilita

TUBS (96%)

Thomas SC, Matsen FA. An approach to repair of avulsion of the glenohumeral
instability. J Bone Joint Surg Am 1989;71:506-13.
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Lesioni ossee
Hill Sachs (90%)
Bony-Bankart (5-55%)
Lesioni labbro-legamentose
Bankart (53-72%)
Perthes
ALPSA (28-47%)
HAGL
SLAP
Rotture capsulari

Lesioni tendinee

Rowe (JBJS, 1956): 96% traumatic/ 4% atraumatic.




DX CONGERESSE) NAZIGIN/ALE DIVISA
Storia naturale instabilita gleno-omerale

* Rockwood (JBJS, 1992)
16% risultati positivi trattamento conservativo nei pz traumatici,
80% atraumatici

e Bottoni (2002)
recidiva 75% conservativo/ 11,1% artroscopico

e Kirkley (2005)
recidiva 47% conservativo /15,9% artroscopico

* Cole (JBJS, 2002)
fallimento 24% trattamento artroscopico / 18% open
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Fattori prognostici

* ETA’ < 20 ANNI

* IPERLASSITA” CAPSULO-LEGAMENTOSA
* TEORIA GENETICA???

* SPORT CONTATTO

* BONE LOSS GLENO-OMERALE
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Fattori prognostici

Burkhart, DeBeer

Recidiva 4% in assenza di bone loss
significativo / 67% bone loss
significativo (6,5% VS 87% atleti)

Bois, Fening, Polster (AJSM, 2012)
Difetti glenoidei

22% primo episodio / 73% instabilita
cronica

Hill-Sachs

90% primo episodio / 100% instabilita
cronica

BONE LOSS GLENO-OMERALE


http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCJ-J-N2eqcgCFUE4FAodz9oOPQ&url=http://jbjs.org/content/92/Supplement_2/133&psig=AFQjCNERdFrV_SWSYOune4Q_wYUGXsNaCw&ust=1444062642586491
http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCJ-J-N2eqcgCFUE4FAodz9oOPQ&url=http://jbjs.org/content/92/Supplement_2/133&psig=AFQjCNERdFrV_SWSYOune4Q_wYUGXsNaCw&ust=1444062642586491
http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCKr4762fqcgCFUZyFAodxmsOPw&url=http://www.hindawi.com/journals/aorth/2014/640952/fig2/&psig=AFQjCNF6fyWrgGRrQmdt1IDn9fgQFxwsNA&ust=1444062806242972

S COINGRIESSO) INAVAICINIAYLE [DIVASIA

Bigliani (AJSM, 1998)
Bony Bankart
Inverted Pear
Compression Bankart
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Quantificare il bone loss glenoideo

* Bigliani (AJSM, 1998)

> 25%

* [toi (JBJS, 2000)

> 21% studio biomeccanico
* Atri studi

20-25%

8 Posterior

Glenoid

- -

Bare spot

Anterior
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Yamamoto, Itoi (JSES, 2007)

La sede della lesione HS e piu
importante della dimensione: GLENOID
TRACK / ENGAGING

100% instabilita recidiva se engaging HS

Hill-Sachs lesion




S COINGRIESSO) INAVAICINIAYLE [DIVASIA

Large
Hill Sachs >
A 4
o oA

)

“ae'"
T
> .



http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCO7xnuaMqcgCFcc3FAodV8sCPQ&url=http://grabpage.info/t/www.bing.com:80/images/search?q=Hill-Sachs&FORM=RESTAB&psig=AFQjCNEJc7bOJ-JTYZRPqO0H1zwRS5lHzw&ust=1444057768696203



http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCM3067ntq8gCFch_GgodBdEMfg&url=http://www.kontrokultura.it/20688/pensare-indispensabile-quando-riflettere-inevitabile-ricerca-felicita/&bvm=bv.104317490,d.dmo&psig=AFQjCNHgGkepONOTMI_6W88uauFKP21utA&ust=1444152447255361
http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCKX_moTuq8gCFcO6GgodMncJmA&url=http://blog.adamogestionale.it/come-incominciare-a-pensare-da-imprenditore/&bvm=bv.104317490,d.dmo&psig=AFQjCNGO53KFY-fwl0k2m-q2o4Q0TK3wZQ&ust=1444152635281638
http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCMbU_r7uq8gCFUTRFAod9ZADPQ&url=http://www.intermediachannel.it/consulente-assicurativo-e-intermediario-assicurativo-due-figure-coincidenti/&psig=AFQjCNHGa2OmqmySeWlg4jp4AzaLbpx0oQ&ust=1444152770464571

LS COINGRIESSC

NVAVACINIAYLE [DINVISYA

Prognostic Factors Points
Age at Surgery

* <20 2

*>20 0
Level of Sport

* Competitive 2

* Recreational 0
Type of Sport

¢ Contact/forced ABER* 1

¢ Other 0
Clinical Exam

¢ Hyperlaxity 1

* No hyperlaxity 0
AP X-ray (IRT and ER%)

* Hill-Sachs on ER¥ view 2

* No Hill-Sachs visible 0
AP X-ray

* Glenoid contour loss 2

* No glenoid contour loss 0

ABER = abduction and external rotation; TIR = internal rotation;
ER = external rotation

A score of < 6 points = an
acceptable recurrence risk of
10% with

arthroscopic stabilisation

A score of > 6 points = an
unacceptable recurrence risk of
70% and should be advised to
undergo open surgery (i.e.
Laterjet procedure)
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CAPSULOPLASTICA ARTROSCOPICA
No bone loss
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Coracoid
process

Freeing the
coracoid process

4 Stabilizing
A the joint
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NUMBER OF PROCEDURES FoLLow-up REDISLOCATION

PERFORMED DURATION RATE
ALLAIN 95 14 years 0%
(1998)%
BURKHART 102 5 years 3.9%
(2007)®
HovEeLius 112 2.5 years 6%
(1983)*
HovEeLIus 118 15 years 34
(2004)*
SINGER 14 20 years 0%
(1995)*
WaALcH 354 3 years 1%
(1991)%
WALCH 160 3 years 1%

(2000)’
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ZONA GRIGIA Bone loss < 20-25% ????

"‘Remplissage”
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Orthap Clin Morth &m. 1995 Jan; 24017 71-85.

Arthroscopic shoulder capsulorrhaphy using metal staples.
Detrisac DAY, Johnson LL.

+ Author information

Abstract

Staple capsulorrhaphy on the shoulder using a metal staple for traumatic anterior instability has the advantages of increased
diagnostic accuracy, microdebridement of the pathology, accurate assessment of the glenohumeral ligament pathology, and selecti
repair of the ligament pathology. Although the same advantages should apply to staple capsulorrhaphy for traumatic posterior
instability, our experience remains very limited. Staple capsulorrhaphy on the shoulder has multiple disadvantages, including being
technically difficult with a slow learning curve, not being applicable to all unstable shoulders, an average failure rate of 12% that ma
be related to inadequate postoperative immobilization, no extra-articular reinforcement, and the use of a metal implant that may ne
to be removed at a second operation. Staple capsulorrhaphy is currently performed for traumatic anterior instability in the shoulder
with & selected repair of the pathology using a single, well-placed staple and prolonged postoperative immobilization. The design of
the staple affords a simpler insertion technigue than rivets, screws, and intra-articular sutures. The advent of a biodegradable stap
should eliminate inherent problems of metal implants while preserving the advantages of this method.
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TECNICA ASA ASSOCIATA ALLA CAPSULOPLASTICA
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Anthroscopy, 2017 May, 3305):902-909. doi; 101016 .arthro 2016.09.005. Epukb 2016 Moy 19,

Arthroscopic Subscapularis Augmentation of Bankart Repair in Chronic Anterior Shoulder
Instability With Bone Loss Less Than 25% and Capsular Deficiency: Clinical Multicenter Study.

Maioti M?, Massoni ©2, Russo B3, Schroter §%, Zanini A%, Bianchedi DS,

+ Auther information

Abstract
PURPOSE: To assess the short-terrm outcomes of the arthroscopic subscapulars augmentation (ASA) technigue, consisting of a
tenodesis of the upper third of the subscapularis tendon and a Bankart repair, and its effect on shoulder external rotation.

METHODS: Patients selected for this study were invalved in contact sports, with a history of traumatic recurrent shoulder dislocations
and a rminirmurm of 2-year follow-up. Inclusion criteria were patients with glenoid bone loss (GBL) ranging from 5% to 25%, anterior
capsular deficiency, and Hill-Sachs [esion who underwent ASA technigue. Exclusion criteria were GBL =25%, multidirectional instability,

nreeyistinn netenadtbritie gnd owerbead snorte activities Afbeal ganalon seale (WALSY erale for nain Bowe seore and SAmerican
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TECNICA ASA ASSOCIATA ALLA CAPSULOPLASTICA

Musculoskelet Surg, 2017 Apr; 101010 75-83. doi: 101007 /21 23506-01 6-0446-5. Epub 2016 Dec 21,

Arthroscopic Bankart repair associated with subscapularis augmentation {ASA) versus open
Latarjet to treat recurrent anterior shoulder instability with moderate glenoid bone loss: clinical
comparison of two series.

Russo R', Della Rotonda G2, Cautiero F', Cicearelli w1, Maiotti M2, Massoni &3, Di Pietto F?, Zappia M5

+ Author information

Abstract

PURPOSE: The treatrent of chronic anterior shoulder instakility with glenoid bone loss 1s stil debated. The purpose of this study 15 to
compare shor-term results of two technigues treating chronic shoulder instability with moderate glenoid bone 10ss: bone block
according to open Latarjet-Patte procedure and arthroscopic Bankart repair in association with subscapularis augmentation.

METHODS: Ninety-one patients with moderate anterior glenoid bone loss underwent from 2011 to 2015, From these patients, two
groups of 20 individuals each have been selected. The groups were homogeneous in terms of age, gender, dominance and glenoid
bone [0ss. 1N group A, an open Lataret procedure has been performed, and in group B, an arthroscopic Bankart repair associated
with subscapularis augmentation has heen perfarmed. The mean follow-up in group Awas 21 months (20-39 months), while in group B
was 20 months (15-36 months). QuickDash score, Constant and Rowe shoulder scores, were used for evaluations of results,

RESULTS: The mean preoperative rate of QuickDash score was 3.6 for group A and 4.0 for group B, Rowe Score was 20.0 for group A,
and 50.0 for group B. Preaperative mean Constant score was 56 .2 for Latarjet-Patte and 55 2 for Bankart plus AS4 . Postoperative
mean QuickDash scare was in group A 1.8 and 1.7 in group B, Rowe Score was 89 .8 and 91 6, Constant Score was 93.3 and 93 8. Mo
camplications related to surgery have been observed for both procedures. Not statistically significant difference was reported between
the two groups (p = .05). Postoperatively, the mean deficit of external ratation in ER 1 was -9° in group A and -8 in group B, In ERZ, the
mean deficit was -5 in both groups (p = .0942).

CONCLUSIONS: Arthroscopic subscapularis augmentation of Bankart repair is an effective procedure for the treatrent of recurrent
anterior shoulder instability with glenoid bone loss without any significant difference in cormparison with the well-known open Latarjet

mracadiirs
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FISIOTERAPIA???
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IGREDIENT! PER UN BUON RISULTATO

- Indicazione corretta
- Intervento chirurgico eseguito con tecnica rigorosa e precisa
- Post/op rigoroso e preciso
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