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Injury to infrapatellar branch of saphenous
nerve in anterior cruciate ligament
reconstruction using vertical skin incision
for hamstring harvesting: risk factors and
the influence of treatment outcome
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Abstract

Background: Injury to the infrapatellar branch of the saphenous nerve (IPBSN) is a high-frequency complication in
anterior cruciate ligament (ACL) reconstruction. We analyzed the risk factor of IPBSN injury in ACL reconstruction.
Moreover, we investigated the influence on treatment outcome by this complication.

Methods: One hundred twenty-three patients who underwent ACL reconstruction using semitendinosus tendon
graft were studied. Gender, age, BMI, and additional use of gracilis tendon were recorded. Treatment outcome was
assessed by Lysholm score, visual analog scale (VAS) pain score, anterior knee pain, knee range of motion (ROM),
and the patient-based SF-36. Patients who developed sensory disturbance at 24 months after reconstruction were
compared with those without sensory disturbance.

Results: Twenty-six of 123 patients (21.1%) developed postoperative sensory disturbance caused by IPBSN injury.
Baseline parameters were not significantly different compared to those in the non-sensory disturbance group.
In the sensory disturbance group, treatment outcome evaluated at 24 months post-reconstruction showed Lysholm
score of 94.1, VAS of 9.8 mm, anterior knee pain in 7.7%, and limitation of knee extension of 5° in 7.7%. SF-36
scores in all subscales were above the mean national standard scores. Treatment outcome parameters were also
not significantly different compared to those in the non-sensory disturbance group, and none of the patients had
serious impairment of knee function and activities of daily living.

Conclusion: Injury to IPBSN in ACL reconstruction was not related to age, gender, and physique, and injury
frequency did not increase. Evaluation of postoperative treatment outcome showed that IPBSN injury was not
related to anterior knee pain or knee ROM limitation, and patients’ subjective evaluation confirmed no serious
impact on physical and mental health.
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Background
Anterior cruciate ligament (ACL) reconstruction is
associated with relative low risk, because the procedure
can be conducted as less invasive arthroscopy-assisted
surgery and almost all the patients undergoing recon-
struction belong to the healthy young age group. How-
ever, comparing to the complication rate of all knee
arthroscopic surgeries [1–3], the complication rate of
ACL reconstruction was not low [4–6]. ACL reconstruc-
tion involves bone invasion, harvest of tendon graft, and
retention of internal fixation material, and technical
problems during these procedures may contribute to the
high complication rate.
Injury to the infrapatellar branch of the saphenous

nerve (IPBSN) is the most common complication in
ACL reconstruction [7], and high incidence of 22–59%
has been reported [8, 9]. This injury occurs during
placement of the anteromedial portal for arthroscopic
viewing, during harvest of the patellar tendon or medial
hamstring tendon, and while drilling the tibial bone
tunnel [10–12].
While the prevention of IPBSN injury by paying atten-

tion to the skin incision has been discussed, it is difficult
to completely avoid the injury [10, 13]. Although several
studies suggested that injury to the saphenous nerve and
its branches causes relatively mild impairment of activ-
ities of daily living (ADL) [13–15], no prospective study
that investigates IPBSN injury in detail has been re-
ported. In this study, we hypothesized that IPBSN injury
during ACL reconstruction causes some degree of de-
cline in patient satisfaction even if the injury does not
result in functional impairment. The purpose of this
study was to verify in detail the effects of IPBSN injury
on postoperative outcome using conventional treatment
evaluation methods together with SF-36, a patient-based
evaluation method. Furthermore, for the purpose of
finding prevention methods, we also investigated the
factors related to IPBSN injury in patients who devel-
oped sensory disturbance after ACL reconstruction pre-
sumably caused by IPBSN damage.

Methods
We studied prospectively 123 patients who underwent
primary ACL reconstruction using the semitendinosus
tendon graft between April 2012 and March 2014 at the
Sports Medicine and Knee Center, National Hospital
Organization, Kofu National Hospital. This study was
approved by the institutional review boards of the
Hospital Ethics Committees (registration number 27-8).
At 24 months after reconstruction, we examined all
patients for sensory disturbance caused by IPBSN injury
based on the anatomical distribution of IPBSN and
Romanes’s innervation map [16] by pain stimulation
using a needle and touch. All sensory examinations were

performed by the first author (SO), an orthopedic surgeon.
Based on the presence and absence of IPBSN injury,
patients were divided into a sensory disturbance group
and a non-sensory disturbance group. Three patients who
had sensory disturbance presumably caused by injuries
other than IPBSN were excluded from analysis. In these
three patients, the injury was in the main trunk of the
saphenous nerve in one patient and in the sciatic nerve in
two patients. Patients who had fractures, injury of other
ligaments, and radiographic changes of severe osteoarthritis
were also excluded from this study.
The risk factors of IPBSN injury were analyzed by compar-

ing gender, age, BMI, and additional use of gracilis tendon
between the sensory disturbance and non-sensory disturb-
ance groups. Furthermore, treatment outcomes were evalu-
ated by comparing preoperative and 24-month postoperative
Lysholm score (minimum score 0, maximum score 100;
scores below 65 are interpreted as poor function) [17], visual
analog scale (VAS) for pain [18], rate of anterior knee pain
[19, 20], knee range of motion (ROM), and the patient-based
scale SF-36 [norm-based scoring (NBS): the absolute scores
of 0–100 are recalculated such that the mean national
standard score is 50 and the standard deviation is 10] [21,
22]. Treatment outcome was compared between the sensory
disturbance and non-sensory disturbance groups to examine
whether IPBSN injury affects treatment outcome. The SF-36
is composed of eight subscales: physical functioning (PF),
role-physical (RP), bodily pain (BP), and general health (GH)
that are related to physical health, as well as vitality (VT),
social functioning (SF), role-emotional (RE), and mental
health (MH) that are related to mental health.

Operative technique [23]
Single-bundle trans-tibial reconstruction was used in all
the patients. All surgeries were conducted by the first
author (SO) as the main operator.
First, a 1.8- to 2.5-cm longitudinal skin incision was

placed on the medial side of the tibial tubercle, and the
semitendinosus tendon was harvested. To construct the
tendon graft, the harvested semitendinosus tendon was
folded four to six times to obtain a bundle with a
diameter of 7.5 mm or larger. When the thickness of the
prepared semitendinosus tendon was less than 7.5 mm,
the gracilis tendon was also harvested. Then the
harvested tendon was bundled, and artificial tendons
(Endobutton Tape, CL Endobutton, Acufex; Smith &
Nephew, Mansfield, Massachusetts) were attached to
both ends of the bundle to prepare the tendon graft.
From the incision used for harvesting the tendon, a
ProTrac ACL guide system (Acufex; Smith & Nephew)
was used to produce a tibial tunnel with the same diam-
eter as the tendon graft at the site of ACL insertion to
the tibia. Next, in the femoral bone approximately 6 mm
anterior to the posterior margin of the intercondylar
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fossa and at 10 o’clock (for the right knee) or 2 o’clock
(for the left knee) position, a femoral tunnel with the
same diameter as the tendon graft was made by the
trans-tibial method. The tendon graft attached to a guide
suture was passed through the tibial tunnel into the fem-
oral tunnel. The femoral side was fixed with Endobutton
(Acufex; Smith & Nephew) and the tibial side with spike
staples by double stapling. The graft was fixed with the
knee flexed at 30° while a tension of 45 N was applied to
the tendon graft. All the tendon grafts prepared had di-
ameters of 7.5 mm or larger (7.5–8.5 mm) and lengths
of 55 mm or longer (55–65 mm) [24, 25].

Postoperative management
From day 3 after surgery, range of motion training was
started using a hinge brace with angle restriction. Exten-
sion was restricted to 20° and flexion to 90° up to
4 weeks after surgery. Partial weight bearing was allowed
from 2 weeks, and full weight bearing was allowed at
4 weeks. Competitive sports activities were restarted
around 9 months after surgery.

Concomitant intra-articular injuries
In both groups, concomitant intra-articular injuries were
observed under arthroscopic examination during recon-
struction (Table 1). There were no significant differences
in the rate of concomitant meniscal tears necessitating
surgical intervention, the sites of these tears, and the
surgical modality between the sensory disturbance and
non-sensory disturbance groups. The prevalence of
serious cartilage injury graded according to the ICRS
classification [26] was also not significantly different
between the two groups.

Statistical analysis
Statistical analyses were conducted using Mann-
Whitney U test, Fisher’s exact test, and two-way
ANOVA. A p value less than 0.05 was considered
significant.

Results
Among 123 patients who underwent ACL reconstruc-
tion, 29 patients developed sensory disturbance, 26 of
whom were due to IPBSN injury and 3 were due to
other nerve injuries. The prevalence of IPBSN injury in
all patients who underwent ACL reconstruction was
21.1% (26 of 123 patients). After excluding the three pa-
tients with sensory disturbance due to other causes, the
present study compared 26 cases of sensory disturbance
due to IPBSN injury and 94 cases without sensory dis-
turbance. Comparison of the two groups showed no sig-
nificant differences in gender ratio, age, BMI, and the
tendons harvested (rate of harvesting both semitendino-
sus tendon and gracilis tendon) (Table 2).
Apart from sensory disturbance, no re-rupture or lax-

ity of the tendon graft and no serious postoperative
complications such as deep infections were observed. In
addition, none of the patients dropped out of the post-
operative follow-up protocol.
Regarding treatment outcome, Lysholm score and

VAS pain score were improved significantly at 24 months
after reconstruction compared to before surgery in both
groups, but no significant differences were observed
between the two groups. The two groups also did not
differ in the percentage of patients with anterior knee
pain, as assessed based on self-reporting by the patient
regarding the site and area of pain in the knee using
Spicer’s knee diagram [15]. None of the patients in both

Table 1 Complications of anterior cruciate ligament-deficient knees

Meniscus tear
no. of cases (%)
[treatment: no. of cases]

Cartilage injurya

no. of cases (%)
[site of injury with grade: no. of
cases]Medial Lateral Bilateral

Sensory disturbance group
(n = 26)

4 cases (15.3%)
[PE: 2, R: 2]

8 cases (30.8%)
[PE: 6, R: 2]

5 cases (19.2%)
medial meniscus
[PE: 4, R: 1]
lateral meniscus
[PE: 3, R: 2]

6 cases (23.1%)
medial femoral condyle
grade 3: 2, grade 4: 1
lateral femoral condyle
grade 3: 0, grade 4: 1
medial femoral and tibial condyles
grade 3: 1, grade 4: 1

Non-sensory disturbance group
(n = 94)

18 cases (18.1%)
[PE: 11, R: 7]

32 cases (34.0%)
[PE: 18, R: 7]

15 cases (16.0%)
medial meniscus
[PE: 11, R: 4]
lateral meniscus
[PE: 8, R: 7]

18 cases (19.1%)
medial femoral condyle
grade 3: 7, grade 4: 2
lateral femoral condyle
grade 3: 3, grade 4: 0
both femoral condyles
grade 3: 3, grade 4: 0
medial femoral and tibial condyles
grade 3: 1, grade 4: 2

PE partial excision, R repair
aGrade 3 or above in the ICRS classification
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groups showed severe pain or occurrence of complex re-
gional pain syndrome (CRPS) (Table 3).
In the assessment of knee ROM, none of the patients

showed a difference in ROM between the affected and
unaffected knee (side-to-side difference in ROM) before
surgery, because reconstruction was scheduled only
when the side-to-side difference in ROM was resolved.
The two groups did not differ in the percentage of
patients with a side-to-side difference in knee ROM of
5° or more at 24 months after surgery (Table 3). The
ROM limitation in all cases was confined to extension
only, and no limitation of flexion was observed.
In preoperative assessment using SF-36, the scores of

more than half of the subscales were below the mean
Japanese national standard scores in both the sensory
disturbance and non-sensory disturbance groups (Fig. 1).
At 24 months after reconstruction, the scores of all the
subscales were improved to above the mean Japanese
national standard scores in both groups, with no signifi-
cant differences between the two groups.

Discussion
The saphenous nerve is a purely sensory nerve. The
infrapatellar branch of the saphenous nerve traverses the
anteromedial aspect of the patella (Fig. 2). Injury to the
IPBSN results in the development of sensory disturbance

from the anterior knee to the proximal lower leg. This
injury requires attention because it occasionally gives
rise to anterior knee pain, kneeling pain, painful neur-
oma, and CRPS [11, 27, 28]. In the present study, we
attempted to identify the risk factors associated with
IPBSN injury with the aim to help prevent IPBSN injury
associated with ACL reconstruction. However, we found
no relationship between IPBSN injury and patients’
physical factors of gender, age, and BMI. Regarding sur-
gical factors, Mirzatolooei and Pisoodeh [29] suggested
that the risk of IPBSN injury is increased accompanying
the harvest of the gracilis tendon, but we found no
change in the IPBSN injury rate even when the gracilis
tendon was harvested in addition to the semitendinosus
tendon. Regarding the skin incision during surgery, the
length of skin incision in our study was shorter than the
conventional length used in ACL reconstruction, which
may account for the lower rate of IPBSN injury (21.1%)
compared to other reports (22–59%) [8, 9]. However,
Figueroa et al. [30] found no correlation between the pres-
ence of sensory disturbance caused by IPBSN injury and
the size of the incision or the distance to the tibial
tubercle. Crude manipulation of the tendon stripper
during harvest of the medial hamstring has been reported
to be a cause of IPBSN injury [10]. A similar mechanism
may also cause damage to the main trunk of the saphenous

Table 2 Comparison of the group with and the group without sensory disturbance

Sensory disturbance group
(N = 26)

Non-sensory disturbance group
(N = 94)

p value

Gender Male 12 49 0.38

Female 14 45

Age (years) 24.7 ± 10.1 24.3 ± 11.9 0.87

BMI 24.6 ± 3.1 23.3 ± 3.7 0.40

Tendon grafta 3 patients (11.5%) 10 patients (10.6%) 0.57

BMI body mass index
aUse of the gracilis tendon together with the semitendinosus tendon in the tendon graft

Table 3 Evaluations of treatment outcome

Sensory disturbance group Non-sensory disturbance group p value

Lysholm score Preoperative 44.3 ± 29.6 54.2 ± 23.4 0.17

Postoperative 94.1 ± 6.5 91.6 ± 12.1 0.46

p value
Pre vs. post

5.2 × 10−7* 2.6 × 10−13*

VAS (mm) Preoperative 32.5 ± 29.1 43.7 ± 27.7 0.26

Postoperative 9.8 ± 14.1 13.6 ± 19.6 0.57

p value
Pre vs. post

0.036* 2.0 × 10−6*

Rate of AKP 2 patients (7.7%) 2 patients (2.1%) 0.20

ROM limitation 2 patients (7.7%) 5 patients (5.3%) 0.64

Rate of AKP: For the evaluation of acute knee pain, Spicer’s knee diagram was used. The patient self-reported the site of pain on the diagram or the doctor marked
on the diagram based on the patient’s information [15]
AKP anterior knee pain
*p < 0.05
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nerve and sciatic nerve [11, 31]. There is a possibility that
inappropriate manipulation of the tendon stripper may also
be involved in IPBSN and other nerve injuries in our
institution.
Several techniques have been recommended for the

prevention of IPBSN injury, such as performing surgery
with the knee in flexion to direct the course of the nerve
away from the incision or to use a horizontal or an
oblique incision that runs parallel to the course of the
nerve [10, 13]. However, even using these methods, the
IPBSN injury rates have been reported to range from
14.7 to 43% [9, 32, 33]. Therefore, currently, the IPBSN
injury remains a complication that is difficult to avoid in
ACL reconstruction.
There are few reports on subjective evaluation of treat-

ment outcome of ACL reconstruction in patients with
injury to branches of the saphenous nerve including the
infrapatellar branch. Mochizuki et al. [14] investigated
skin sensory change after ACL reconstruction using an
original questionnaire posted to 60 patients who were
followed for a mean of 31.6 months after surgery. They
reported that 80.8% of the patients felt no effect on their
daily living as a result of the sensory change. Sabat and
Kumar [13] evaluated sensory loss prospectively in 120

patients followed for 6 months after surgery using the
2000 IKDC Subjective Knee Evaluation Form. They
reported that the sensory loss did not impair normal
daily activities. Spicer et al. [15] investigated anterior
knee symptoms using the Shelbourne and Trumper [19]
anterior knee pain questionnaire distributed clinically or
by post or telephone to 44 patients followed for a mean
of 30 months after surgery. They found that only 2% of
the patients experienced significant symptoms causing
limitation of daily activities, although anterior knee
symptoms involving the IPBSN occurred commonly.
Therefore, the effect of IPBSN injury on treatment out-
come should be studied in more detail. In the present
prospective 2-year study, we evaluated treatment out-
come using the SF-36, which is a patient-based health
survey with scientifically proven reliability and validity
[34, 35], together with the conventional methods. Our
results obtained from the SF-36 survey confirmed good
treatment outcome and that patients were not affected
by IPBSN injury, from the aspects of both physical and
mental health. In addition, evaluation of the Lysholm
score, VAS pain score, and knee ROM also revealed fa-
vorable treatment outcome with no impact due to IPSN
injury. The prevalence of anterior knee pain tended to

Fig. 1 Evaluation using SF-36. PF physical functioning, RP role-physical, BP bodily pain, GH general health, VT vitality, SF social functioning,
RE role-emotional, MH mental health. Preoperative SF-36 evaluation shows scores lower than the Japanese national standard scores in PF,
RP, BP, RE, and MH subscales in the sensory disturbance group, and in PF, RP, BP, VT, SF, and RE subscales in the non-sensory disturbance
group. Evaluation at 24 months after surgery shows scores higher than national standard scores in all the subscales in both groups, with no significant
differences between the two groups. The asterisk indicates p < 0.05. Horizontal line at 50 points on the graph = national standard scores in Japan
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be slightly higher in patients with IPBSN injury, but the
difference was not significant.
The results of the present study demonstrated that

IPBSN injury during ACL reconstruction was not related
to anterior knee pain or limitation of knee ROM.
Subjective evaluation by the patients confirmed that
IPBSN injury had no serious impact on physical and
mental health. However, since the risk factors related to
this injury have not been identified currently, prediction
and prevention remain difficult. Considering the possi-
bility of the rare occurrence of CRPS [28, 36], further
studies are required.

Limitations
This study has several limitations. The extent and sever-
ity of sensory disturbance were not considered. Since the
number of subjects was relatively small, the possibility of
occurrence of CRPS and neuroma that have a very low
incidence cannot be excluded. Moreover, there is no
conclusion regarding measures to prevent IPBSN injury.

Further study with a larger study population is required
to examine whether changing surgical method amelio-
rates symptoms of IPBSN injury.

Conclusion
Injury to IPBSN in ACL reconstruction is not related
to age, gender, or physique, and the frequency of in-
jury does not increase even when the gracilis tendon
is harvested in addition to the semitendinosus tendon.
Regarding treatment outcome after reconstruction,
IPBSN injury is not related to anterior knee pain or
limitation of knee ROM and has no serious impact
on physical and mental health according to patients’
subjective evaluation.
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Fig. 2 Photograph of dissection of a cadaver showing the course
of the infrapatellar branch of the saphenous nerve. The saphenous
nerve branches near the medial side of the knee into the infrapatellar
branch and sartorial branch. The infrapatellar branch courses at the
inferomedial side of the patella. The course has several variations.
The positional relationship with the sartorius muscle also varies; the
infrapatellar branch may pass over the muscle, under the muscle, or
through the muscle. Attention is needed

Ochiai et al. Journal of Orthopaedic Surgery and Research  (2017) 12:101 Page 6 of 7



Received: 24 December 2016 Accepted: 14 June 2017

References
1. Hagino T, Ochiai S, Watanabe Y, et al. Complications after arthroscopic knee

surgery. Arch Orthop Trauma Surg. 2014;134(11):1561–4. doi:10.1007/s00402-
014-2054-0.

2. Salzler MJ, Lin A, Miller CD, et al. Complications after arthroscopic knee
surgery. Am J Sports Med. 2014;42(2):292–6. doi:10.1177/0363546513510677.

3. Complications of arthroscopy and arthroscopic surgery: results of a national
survey. Committee on Complications of Arthroscopy Association of North
America. Arthroscopy. 1985;1(4):214–20. doi: http://dx.doi.org/10.1016/
S0749-8063(85)80086-4

4. Graf B, Uhr F. Complications of intra-articular anterior cruciate
reconstruction. Clin Sports Med. 1988;7(4):835–48. Review.

5. Crawford DC, Hallvik SE, Petering RC, et al. Post-operative complications
following primary ACL reconstruction using allogenic and autogenic soft
tissue grafts: increased relative morbidity risk is associated with increased
graft diameter. Knee. 2013;20(6):520–5. doi:10.1016/j.knee.2013.04.013.

6. Csintalan RP, Inacio MC, Funahashi TT, Maletis GB. Risk factors of subsequent
operations after primary anterior cruciate ligament reconstruction.
Am J Sports Med. 2014;42(3):619–25. doi:10.1177/0363546513511416.

7. Ochiai S, Hagino T, Haro H. Complications of ACL reconstruction. In: Ochi M,
Shino K, Yasuda K, Kurosaka M, editors. ACL Injury and Its Treatment.
Japan: Springer; 2016. p. 507–19. doi:10.1007/978-4-431-55858-3.

8. Mochida H, Kikuchi S. Injury to infrapatellar branch of saphenous nerve in
arthroscopic knee surgery. Clin Orthop Relat Res. 1995;320:88–94.

9. Portland GH, Martin D, Keene G, Menz T. Injury to the infrapatellar branch of
the saphenous nerve in anterior cruciate ligament reconstruction:
comparison of horizontal versus vertical harvest site incisions. Arthroscopy.
2005;21(3):281–5.

10. Tifford CD, Spero L, Luke T, Plancher KD. The relationship of the infrapatellar
branches of the saphenous nerve to arthroscopy portals and incisions for
anterior cruciate ligament surgery. An anatomic study. Am J Sports Med.
2000;28(4):562–7.

11. Bertram C, Porsch M, Hackenbroch MH, Terhaag D. Saphenous neuralgia
after arthroscopically assisted anterior cruciate ligament reconstruction with
a semitendinosus and gracilis tendon graft. Arthroscopy. 2000;16(7):763–6.

12. Kartus J, Movin T, Karlsson J. Donor-site morbidity and anterior knee
problems after anterior cruciate ligament reconstruction using autografts.
Arthroscopy. 2001;17(9):971–80.

13. Sabat D, Kumar V. Nerve injury during hamstring graft harvest: a prospective
comparative study of three different incisions. Knee Surg Sports Traumatol
Arthrosc. 2013;21(9):2089–95. doi:10.1007/s00167-012-2243-8.

14. Mochizuki T, Muneta T, Yagishita K, Shinomiya K, Sekiya I. Skin sensory
change after arthroscopically-assisted anterior cruciate ligament
reconstruction using medial hamstring tendons with a vertical incision.
Knee Surg Sports Traumatol Arthrosc. 2004;12(3):198–202.

15. Spicer DD, Blagg SE, Unwin AJ, Allum RL. Anterior knee symptoms after
four-strand hamstring tendon anterior cruciate ligament reconstruction.
Knee Surg Sports Traumatol Arthrosc. 2000;8(5):286–9.

16. Romanes GJ. Cunningham’s textbook of anatomy. 11th ed. London: Oxford
Medical Publications; 1972. p. P760.

17. Tegner Y, Lysholm J. Rating systems in the evaluation of knee ligaments
injuries. Clin Orthop Relat Res. 1985;198:43–9.

18. Aitken RCB. Measurement of feelings using visual analogue scales. Proc R
Soc Med. 1969;62:989–93.

19. Shelbourne KD, Trumper RV. Preventing anterior knee pain after
anterior cruciate ligament reconstruction. Am J Sports Med. 1997;
25(1):41–7.

20. Järvelä T, Kannus P, Järvinen M. Anterior knee pain 7 years after an anterior
cruciate ligament reconstruction with a bone-patellar tendon-bone
autograft.Scand J Med Sci Sports. 2000;10(4):221–7.

21. Fukuhara S, Suzukamo Y. Manual of SF-36v2 Japanese version. Kyoto:
Institute for health Outcomes & Process Evaluation Research; 2004.

22. Fukuhara S, Ware Jr JE, Kosinski M. Psychometric and clinical tests of
validity of the Japanese SF-36 health survey. J Clin Epidemiol. 1998;51:
1045–53.

23. Rosenberg TD. Technique for endoscopic method of ACL reconstruction.
Technical Bulletin. Mansfield: Acufex Microsurgical; 1993.

24. Park SY, Oh H, Park S, Lee JH, Lee SH, Yoon KH. Factors predicting
hamstring tendon autograft diameters and resulting failure rates after
anterior cruciate ligament reconstruction. Knee Surg Sports Traumatol
Arthrosc. 2013;21(5):1111–8. doi:10.1007/s00167-012-2085-4.

25. Kamien PM, Hydrick JM, Replogle WH, Go LT, Barrett GR. Age, graft size, and
Tegner activity level as predictors of failure in anterior cruciate ligament
reconstruction with hamstring autograft. Am J Sports Med. 2013;41(8):
1808–12. doi:10.1177/0363546513493896.

26. Brittberg M, Winalski CS. Evaluation of cartilage injuries and repair. J Bone
Joint Surg Am. 2003;85-A:58–69.

27. Pinar H, Ozkan M, Akseki D, Yörükoğlu K. Traumatic prepatellar neuroma:
an unusual cause of anterior knee pain. Knee Surg Sports Traumatol
Arthrosc. 1996;4(3):154–6.

28. Poehling GG, Pollock Jr FE, Koman LA. Reflex sympathetic dystrophy of the
knee after sensory nerve injury. Arthroscopy. 1988;4(1):31–5.

29. Mirzatolooei F, Pisoodeh K. Impact of exploration of sensory branches of
saphenous nerve in anterior cruciate ligament reconstructive surgery. Arch
Iran Med. 2012;15(4):219–22.

30. Figueroa D, Calvo R, Vaisman A, Campero M, Moraga C. Injury to the
infrapatellar branch of the saphenous nerve in ACL reconstruction with the
hamstrings technique: clinical and electrophysiological study. Knee. 2008;
15(5):360–3. doi:10.1016/j.knee.2008.05.002.

31. Vardi G. Sciatic nerve injury following hamstring harvest. Knee. 2004;11(1):
37–9.

32. Papastergiou SG, Voulgaropoulos H, Mikalef P, Ziogas E, Pappis G,
Giannakopoulos I. Injuries to the infrapatellar branch(es) of the saphenous
nerve in anterior cruciate ligament reconstruction with four-strand
hamstring tendon autograft: vertical versus horizontal incision for harvest.
Knee Surg Sports Traumatol Arthrosc. 2006;14(8):789–93.

33. Tavakoli Darestani R, Bagherian Lemraski MM, Hosseinpour M, Kamrani-Rad
A. Electrophysiological assessment of injury to the infra-patellar branch(es)
of the saphenous nerve during anterior cruciate ligament reconstruction
using medial hamstring auto-grafts: vertical versus oblique harvest site
incisions. Arch Trauma Res. 2013;2(3):118–23. doi:10.5812/atr.11146.

34. Ware Jr JE, Sherbourne CD. The MOS 36-item short-form health survey
(SF-36): I. Conceptual framework and item selection. Med Care. 1992;
30(6):473–83.

35. Aaronson NK, Acquadro C, Fukuhara S, et al. International Quality of Life
Assessment (IQOLA) Project. Qual Life Res. 1992;1(5):349–51.

36. Reuben SS, Ekman EF. The effect of initiating a preventive multimodal
analgesic regimen on long-term patient outcomes for outpatient anterior
cruciate ligament reconstruction surgery. Anesth Analg. 2007;105(1):228–32.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Ochiai et al. Journal of Orthopaedic Surgery and Research  (2017) 12:101 Page 7 of 7

http://dx.doi.org/10.1007/s00402-014-2054-0
http://dx.doi.org/10.1007/s00402-014-2054-0
http://dx.doi.org/10.1177/0363546513510677
http://dx.doi.org/10.1016/S0749-8063(85)80086-4
http://dx.doi.org/10.1016/S0749-8063(85)80086-4
http://dx.doi.org/10.1016/j.knee.2013.04.013
http://dx.doi.org/10.1177/0363546513511416
http://dx.doi.org/10.1007/978-4-431-55858-3
http://dx.doi.org/10.1007/s00167-012-2243-8
http://dx.doi.org/10.1007/s00167-012-2085-4
http://dx.doi.org/10.1177/0363546513493896
http://dx.doi.org/10.1016/j.knee.2008.05.002
http://dx.doi.org/10.5812/atr.11146

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Operative technique [23]
	Postoperative management
	Concomitant intra-articular injuries
	Statistical analysis

	Results
	Discussion
	Limitations

	Conclusion
	Abbreviations
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

