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Independent Versus Transtibial Drilling
in Anterior Cruciate Ligament Reconstruction

A Meta-analysis With Meta-regression

Marco Cuzzolin,*† MD, Davide Previtali,† MD, Marco Delcogliano,† MD,
Giuseppe Filardo,†‡§ MD, Prof., PhD, Christian Candrian,†§ MD, Prof., and Alberto Grassi,k MD

Background: Anterior cruciate ligament (ACL) reconstruction can be performed with different techniques for independent and
transtibial (TT) drilling of femoral tunnels, but there is still no consensus on which approach leads to the best outcome.

Purpose: To assess whether the independent or TT drilling approach for ACL reconstruction leads to the best functional outcomes.

Study Design: Systematic review; Level of evidence, 2.

Methods: A systematic literature search was conducted on July 1, 2020, using the PubMed, Web of Science, Cochrane Library,
and Scopus databases. The influence of different femoral drilling techniques was analyzed through a meta-analysis in terms of
patient-reported outcome measure scores, risk of complications, range of motion limitations, graft failure, and differential laxity.
Subanalyses were performed to compare the different independent drilling techniques considered. Linear metaregression was
performed to evaluate if the year of study publication influenced the results. The risk of bias and quality of evidence were assessed
following the Cochrane guidelines.

Results: A total of 22 randomized controlled trials including 1658 patients were included in the meta-analysis. Both International
Knee Documentation Committee (IKDC) subjective score and Lysholm score were higher with the independent drilling approach
(mean difference [MD], 1.24 [P ¼ .02] and 0.55 [P ¼ .005], respectively). No difference was documented in terms of the risk of
reinjury, but independent drilling led to reduced KT-1000 arthrometer–assessed anterior tibial translation (MD, 0.23; P ¼ .01) and a
higher probability of a negative postoperative pivot-shift test finding (risk ratio, 1.13; P¼ .04). There were no significant differences
in IKDC objective or Tegner scores. A P value of .07 was found for the association between the year of the study and IKDC objective
scores.

Conclusion: Independent femoral tunnel drilling provided better results than the TT approach, although the difference was not
clinically significant. No difference was observed in the risk of reinjury. Increasingly better results were seen among surgical
procedures performed in more recent years. Among the independent drilling options, the anteromedial portal technique seemed to
provide the most favorable outcomes. The lack of clinically significant differences and the promising outcomes reported with new
modified TT techniques suggest the importance of correct placement, rather than the tunnel drilling approach, to optimize the
results of ACL reconstruction.
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Anterior cruciate ligament (ACL) reconstruction is one of
the most common orthopaedic surgical procedures in the
world, with more than 100,000 patients treated per year
in the United States alone.15,28,31,47 Despite its general
good results in terms of stability, subjective outcomes, and
return to sport, between 3.2% and 11.1%30 of patients expe-
rience reruptures or require a revision procedure. More-
over, postoperative osteoarthritis is a common finding
reported after ACL reconstruction, with a reported preva-
lence of 11.3%.9 One of the main technical aspects

influencing the biomechanics of ACL reconstruction, which
is believed to be responsible for failures and poor outcomes,
is incorrect femoral tunnel graft placement.20 This has led
to the most current approach to ACL surgery, which aims to
obtain graft placement as close as possible to the native
anatomy.33 Numerous biomechanical and cadaveric studies
have been performed trying to identify the best available
technique to place the ACL graft within the native ana-
tomic footprint.25

Despite the lack of a universally accepted definition of
“anatomic ACL reconstruction” and acknowledging the con-
troversies in the definition of the ACL anatomy, most
authors agree that the anatomic insertion of the ACL
lies in the inferior segment of the intercondylar notch
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extending between 9 o’clock and 11 o’clock.2,27,37 Stated
another way, the optimal graft placement from an anatomic
and biomechanical point of view is believed to be aiming
toward the center of the ACL native footprint.52 The pur-
suit of restoring the ACL anatomy by placing the graft in a
“central” position creates technical challenges, as this posi-
tion has been demonstrated to be more difficult to achieve
by classic transtibial (TT) drilling. This approach can lead
to less anatomic placement in the intercondylar notch,
making TT drilling a suboptimal technique to perform ana-
tomic ACL reconstruction. In fact, the common conse-
quence of TT drilling is an anterior position of the graft in
the lateral view and a more vertical orientation of the tun-
nel in the coronal plane.3,8,20,27 This has convinced some
surgeons to abandon the TT approach in favor of indepen-
dent drilling using either the anteromedial (AM) portal,
outside-in, or all-inside technique. However, controversial
findings have been reported in terms of advantages and
disadvantages, and therefore, a consensus on the most suit-
able approach for tunnel placement is still lacking. Both
independent and TT drilling have been alternately linked
to a higher incidence of graft failure and poorer clinical
outcomes, with opposing findings according to the specific
study considered, as the literature is often contradictory
over which technique results in the best functional out-
comes.8,12,42 Previous attempts to analyze the available lit-
erature have presented several limitations because of
either the inclusion of low-level or ex vivo studies or being
dated and thus failing to include in the analysis the grow-
ing body of high-level trials addressing this key issue in
ACL reconstruction.8,44

The aim of this meta-analysis was to quantitatively ana-
lyze the best available literature evidence by including only
randomized controlled trials (RCTs) comparing the tech-
niques of independent versus TT drilling of the femoral
tunnel in ACL reconstruction. The hypothesis was that
independent drilling would lead to better clinical results
compared with the TT approach, with a similar rate of graft
failure.

METHODS

Search Strategy and Article Selection

A systematic literature search was conducted on July 1,
2020, using the PubMed, Web of Science, Cochrane Library,
and Scopus databases with the following keywords: (anterior

cruciate ligament OR ACL) AND (ACL reconstruction) AND
(outside-in OR transtibial OR anteromedial OR all-inside
OR retrograde drilling OR independent drilling OR ana-
tomic reconstruction). First, all duplicates were removed,
and then all records were controlled for eligibility by title
and abstract, with a full-text evaluation when needed. Inclu-
sion/exclusion criteria are described in Table 1. The PRISMA
(Preferred Reporting Items for Systematic Reviews and
Meta-Analyses) guidelines were used.36 The article selection
process was independently performed by 2 authors (M.C.,
D.P.), with disagreements resolved by a consensus or by the
intervention of a third author (M.D.). The protocol for this
study was registered on PROSPERO (CRD42019156301).

Data Extraction, Synthesis, and Measurement
of Outcomes

Data were independently extracted by 2 authors (M.C.,
D.P.) from the full-text version or supplementary informa-
tion of the included articles using a previously structured
table according to the Cochrane Collaboration. Information
on study methodology included the following: level of evi-
dence, study design (randomization technique, data origin),
inclusion/exclusion criteria, ACL femoral tunnel drilling
technique, graft source, ACL reconstruction timing (time
from injury to surgery), other associated surgical treat-
ments, presurgical rehabilitation, postsurgical rehabilita-
tion, and follow-up length. Patient characteristics and the
clinical outcomes of treatments were also considered: num-
ber of patients screened, included, and assessed at follow-
up; patient sex, age, and body mass index; cause of injuries;

TABLE 1
Inclusion and Exclusion Criteria for Study Selection

Inclusion Criteria Exclusion Criteria

Studies comparing transtibial
and independent techniques
of femoral tunnel drilling

Noncomparative studies

Randomized controlled trials
(levels of evidence 1-2)

Nonrandomized observational
studies, expert opinions (levels
of evidence 3-5), systematic
reviews, and meta-analyses

Human studies Preclinical or ex vivo studies
Data on clinical and

radiological outcomes
No information on clinical

outcomes (eg, cost-
effectiveness analysis)
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associated lesions; preoperative and postoperative patient-
reported outcome measure (PROM) scores (International
Knee Documentation Committee [IKDC] subjective and
objective forms, Lysholm scale, Tegner activity scale, Knee
injury and Osteoarthritis Outcome Score); Lachman, pivot-
shift, and single-leg hop test results; rate of retears; rate of
complications; differential laxity between the index and
uninjured knees; residual deficits in flexion; and tunnel
length, position, and obliquity. Missing information was
requested by contacting the corresponding author.

Assessment of the Risk of Bias and Quality of
Evidence

The risk of bias was evaluated using the revised risk of bias
tool for randomized trials (RoB 2.0) approved by the
Cochrane Collaboration.18 The overall quality of evidence
for each outcome was rated according to the Grading of
Recommendations Assessment, Development and Evalua-
tion guidelines.46

Statistical Analysis

To determine the best technique for femoral tunnel drilling,
analyses of different clinical outcomes (IKDC subjective
and objective, Lysholm, and Tegner scores; retears; differ-
ential laxity; positive Lachman and pivot-shift test results)
were performed. The main analysis included all the trials
reporting results with a follow-up longer than 6 months.
When data from the same study population were available
at different follow-ups or in different studies, those closest
to 6-month follow-up were selected. The 6-month cutoff for
follow-up analysis was chosen because no clinically signif-
icant improvement in the selected outcomes has been seen
beyond that time.1 We also performed an assessment of
radiological outcomes in terms of femoral tunnel length and
position (depth and height) according to Bernard et al.5

Subanalyses were conducted according to the indepen-
dent drilling technique used. Subanalyses based on the
TT drilling technique were not possible because of the low
number of studies reporting on a modified TT technique.
However, a sensitivity analysis excluding RCTs using a
modified TT approach was also conducted to avoid possible
confounding bias due to more anatomic placement of the
graft achieved with this approach. The difference between
results of the considered outcomes was assessed through
the Mantel-Haenszel test and was expressed as risk ratios
(RRs) for dichotomous variables (independent vs TT dril-
ling), whereas the inverse variance method, with results
expressed as mean differences (MDs), was used for contin-
uous variables. Heterogeneity was tested using the
Cochran Q statistic and I2 statistic and was considered sig-
nificant when I2 > 25%. A fixed-effects model was favored
in the absence of significant heterogeneity; otherwise, a
random-effects model was employed. A P value of .05 was
set as the level of significance for all analyses.

Linear metaregression was performed to evaluate if the
year of study publication influenced the results, with a
P value of .05 for statistical significance. When means and

standard deviations were not available from the full-text
articles, they were estimated from medians and ranges
using the formula of Hozo et al21 following the Cochrane
guidelines.19 Analyses were performed using RevMan 5.3
software (Cochrane Collaboration).

RESULTS

Article Selection and Patient Characteristics

The PRISMA flowchart of the article selection process is
presented in Figure 1. Of the 5089 records extracted, 22
RCTs were included in the quantitative synthesis. Consid-
ering the different treatment arms, the TT approach was
compared in 13 studies with the AM portal technique,{

6 with the outside-in technique,14,32,37,40,43,50 and 3 with the
all-inside technique.4,41,45 Moreover, 15 of the studies
selected a hamstring tendon graft,# 5 opted for a bone–patel-
lar tendon–bone graft,13,14,40,41,43 while 3 chose a frozen
Achilles tendon allograft.17,39,51 Further study characteris-
tics are provided in Table S1 of the Supplemental Material.

Overall, 1658 patients were included in this meta-
analysis: 840 in the independent drilling group and 818 in
the TT drilling group. Among these, 1566 patients were
assessed at a minimum 6-month follow-up. The male-to-
female ratio was 3 to 1, and the mean age was 28 years.
The time from injury to surgery was reported in 11 stud-
ies,** with a mean of 14.1 months ranging from early recon-
struction, performed within 3 weeks, to late surgery,
performed up to 47 months after the index injury. No sig-
nificant differences in baseline characteristics were found
between the 2 treatment approaches in all included studies.
Further patient characteristics are provided in Supplemen-
tal Table S1.

Outcomes of Independent Versus TT Drilling

Subjective Outcomes. The meta-analysis of PROMs
favored independent drilling, with statistically significant
differences in IKDC subjective score (12 RCTs††: MD, 1.24;
P ¼ .02) and Lysholm score (14 RCTs‡‡: MD, 0.55; P ¼ .005)
(Figures 2 and 3) but not in terms of Tegner score
(10 RCTs§§: MD, 0.11; P ¼ .36) (Supplemental Figure S1).

Knee Laxity. Significantly higher postoperative antero-
posterior laxity, measured with KT-1000 and KT-2000
arthrometers, was found in patients in whom the TT tech-
nique was used (Dlaxity; 14 RCTskk: MD, 0.23; P ¼ .01)
(Figure 4); a similar finding was reported for the pivot-
shift test as well (14 RCTs{{: RR, 1.13; P ¼ .04) (Supple-
mental Figure S2). No significant differences were found

{References 6, 13, 16, 17, 22, 23, 29, 34, 35, 39, 49, 51, 53.
#References 4, 6, 16, 22, 23, 29, 32, 34, 35, 37, 40, 45, 49, 50, 53.
**References 4, 6, 13, 22, 23, 29, 34, 39, 40, 45, 51.
††References 4, 6, 13, 16, 17, 22, 23, 32, 34, 37, 45, 51.
‡‡References 6, 13, 16, 17, 22, 23, 34, 35, 37, 39, 41, 50, 51, 53.
§§References 6, 13, 14, 17, 35, 37, 39, 41, 50, 51.
kkReferences 6, 13, 16, 17, 22, 29, 34, 35, 37, 39, 41, 50, 51, 53.
{{References 6, 13, 16, 17, 22, 29, 35, 37, 39, 43, 45, 49, 50, 51.
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for the Lachman test (10 RCTs##: RR, 1.05; P ¼ .25) (Sup-
plemental Figure S3).

Objective Outcomes and Failure. No significant differ-
ences were found for the rate of normal/quasinormal IKDC
objective scores (14 RCTsa: RR, 1.02; P ¼ .21) (Supplemen-
tal Figure S4) or the risk of retears (7 RCTs16,22,32,34,35,40,50:
RR, 0.96; P ¼ .91) (Figure 5).

Radiological Outcomes. Independently drilled tunnels
were significantly shorter (6 RCTs14,16,34,37,39,51: MD,
8.72; P ¼ .001) and were placed closer to the native ACL
footprint. These results were strengthened by the sensitiv-
ity analysis excluding the studies of Han et al17 and Hussin
et al,23 which used a modified TT technique (Supplemental
Figure S5).

Linear Metaregression. A P value of .07 was found for the
association between the year of the ACL reconstruction
study and the IKDC objective score. No association was

found between the other PROM scores and the year of the
ACL reconstruction study, as they were not reported in the
older RCTs.

Outcomes of Different Independent
Drilling Techniques

Subanalyses evaluating the best technique among the dif-
ferent independent drilling approaches showed that the
AM portal technique had the highest Lysholm score (11
RCTsb: MD, 0.68; P ¼ .001) and Tegner score (6
RCTs6,13,17,35,39,51: MD, 0.27; P ¼ .004) versus the TT
approach, while statistical significance was not reached
with the IKDC subjective (8 RCTs6,13,16,17,22,23,34,51: MD,
1.03; P ¼ .08) or IKDC objective (8 RCTs6,16,22,23,29,35,39,51:
RR, 1.04; P¼ .08) scores. Also, the AM portal technique was
better in terms of residual laxity (8 RCTs6,13,17,22,29,35,39,53:
MD, 0.28; P ¼ .007), and a tendency toward favoring the
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Figure 1. PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flowchart of the article selection
process.

## References 6, 13, 16, 17, 35, 37, 39, 40, 43, 51.
a References 4, 6, 14, 16, 22, 23, 29, 35, 37, 39, 40, 43, 50, 51. b References 6, 13, 16, 17, 22, 23, 34, 35, 39, 51, 53.
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Figure 2. Forest plot for the International Knee Documentation Committee (IKDC) subjective score. IV, inverse variance.

Figure 3. Forest plot for the Lysholm score. IV, inverse variance.
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Figure 4. Forest plot for differential laxity between the index and uninjured knees. IV, inverse invariance.

Figure 5. Forest plot for the risk of retears. M-H, Mantel-Haenszel.
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AM portal technique was seen for the results of both the
Lachman and pivot-shift tests (P ¼ .08 and .09, respec-
tively). The sensitivity analysis excluding the 2 RCTs17,23

with a modified TT technique confirmed all the previous
differences, and both the Lachman and pivot-shift tests
reached statistical significance in favor of the AM portal
technique (P ¼ .03 and .04, respectively).

Risk of Bias and Quality of Evidence

The risk of bias was low in 19 RCTs,c and there were some
concerns in 3 of the studies.43,45,49 In particular, the lack of
blinding for patients and assessors and the unclear method
of randomization and allocation were the main issues that
raised concerns over their methodological quality. Details
on the risk of bias assessment are presented in Figure 6.
The quality of evidence in the overall analysis as well as the
subanalyses of the different independent drilling techni-
ques was high for the IKDC subjective score, IKDC objec-
tive score, and differential laxity between the index and
uninjured legs, whereas it was moderate for the Lysholm
score, Tegner score, risk of retears, and Lachman and
pivot-shift tests. The quality of evidence was low for all
radiological outcomes. In the follow-up analysis, the level
of evidence was still high for the IKDC subjective score,
IKDC objective score, and differential laxity; it was low for
all other outcomes. In particular, no level of evidence was
downgraded for the risk of bias, indirectness, and publica-
tion bias. Regarding imprecision, there was a downgrade of
1 level for the Tegner score, risk of retears, Lachman test,
and radiological outcomes. Finally, there was a downgrade
of 1 level for the Lysholm score and all the radiological out-
comes in the overall analysis because of inconsistency.

DISCUSSION

The main finding of this meta-analysis was that indepen-
dent drilling of the femoral tunnel in ACL reconstruction
produced better PROM scores with a similar rate of rein-
jures compared with TT drilling. Moreover, independent
drilling resulted in reduced postoperative laxity, better
pivot-shift test findings, and higher radiological outcomes.
This meta-analysis described clear outcomes that could
seem statistically compelling in terms of the treatment
choice and expected benefits. However, despite a statistical
significance, the documented advantages of independent
drilling in terms of PROM scores are possibly not clinically
relevant. In fact, the resulting overall improvement was
lower than what is considered the minimal clinically impor-
tant difference.11 Accordingly, because of the limited mag-
nitude of treatment effects, these differences should be
considered with caution and interpreted in a more critical
light in terms of clinical relevance. From a clinical point of
view, results look less compelling for the choice of a femoral
drilling approach. In this perspective, a more balanced con-
clusion could be that, given the well-controlled

experimental setting of these RCTs, the outcomes of ACL
reconstruction were substantially similar, with some evi-
dence of a benefit leaning toward the AM portal technique.

These conclusions contrast with those of the previous
literature and represent important findings that shed new
light on a controversial technical issue in the field of ACL
surgery. As such, a great paradox has risen from recent

Figure 6. Risk of bias of included randomized controlled
trials. Green ¼ low risk, yellow ¼ moderate risk, and red ¼
high risk. Risk of bias items: 1 ¼ randomization process; 2 ¼
effect of assignment to intervention; 3 ¼ effect of adhering to
intervention; 4¼ risk of bias related to missing data; 5¼ risk in
the measurement of the outcome; 6 ¼ risk in the selection of
the reported results; 7 ¼ overall.

cReferences 4, 6, 13, 14, 16, 17, 22, 23, 29, 32, 34, 35, 37, 39, 40, 41,
50, 51, 53.
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evidence related to femoral tunnel drilling techniques. Con-
sidering the strong biomechanical rationale for central ana-
tomic ACL reconstruction through the independent drilling
approach,25 improved outcomes in terms of failure would
have been expected. On the contrary, 3 different studies
evaluating almost 20,000 patients identified the AM portal
technique as having an increased risk of revision, ranging
from 1.4 to 2.0 times that of the TT approach.9,10,42 There
are several possible explanations for this unexpected find-
ing. First of all, considering the inherent nature of studies
in which multiple surgeons with heterogeneous surgical
skills are involved, the surgeons’ learning curve as well as
their personal opinion regarding tunnel placement could
have contributed to the higher revision rate of the AM por-
tal technique. Supporting this is the fact that patients oper-
ated on in the first years during the learning curve before
popularization of the AM portal technique42 and those with
nonanatomic graft placement7 had the worst outcomes
within those who underwent reconstruction with an inde-
pendent drilling approach. A second issue is related to fix-
ation methods, as a higher revision risk was reported using
suspensory fixation, which is typical of the AM portal tech-
nique, as opposed to the cross-pin and interference screws
usually used in the TT drilling approach.48 Third, a recent
single-surgeon case series of 1480 patients by Clatworthy
et al10 identified a higher risk of failure when the AM portal
technique was used compared with the TT approach. How-
ever, the different drilling techniques coincided with differ-
ent graft placement: a “central” footprint position was in
fact achieved with the AM portal, while an “eccentric” posi-
tion within the native footprint, close to the insertion of the
ACL direct fibers, was obtained with the TT technique.26 As
such, the TT approach may be associated with a different
joint response to physical stress.

The ACL direct insertion consists of dense collagen fibers
in the anterior part of the footprint, connecting it to a bony
depression immediately posterior to the lateral intercondy-
lar ridge. The indirect insertion is made up of lighter fibers
that extend posteriorly to mingle with the articular carti-
lage of the lateral femoral condyle. This difference in the
histological composition suggests how these regions also
have different roles in load bearing. Kawaguchi et al24 and
Nawabi et al38 showed how 80% of the load during stability
testing is taken by the AM region of the native ACL foot-
print and is more isometric during knee flexion than poste-
rior fibers. In fact, registry results have implied that a
central or posterolateral position of the tunnel in the native
ACL footprint results in a less isometric graft and higher
failure rates.42 These data suggest that the increased fail-
ures reported in the registry were more likely an issue of
tunnel placement rather than the learning curve or drilling
technique. An analysis of precise graft positioning within
the footprint was not possible in the current meta-analysis,
as data on this subject were missing or very heterogeneous.

Still, the latter considerations give important insight in
light of the findings of the present meta-analysis. The main
characteristic of the studies included in the present meta-
analysis was the strict experimental and controlled setting,
with well-defined inclusion criteria, accurate descriptions
of the surgical techniques, and clear outcome evaluations.

Unlike registry studies, in the RCTs included in this meta-
analysis, it was often the same surgeon who performed ACL
reconstruction using different drilling techniques, as we
tried to standardize as much as possible the other con-
founding variables such as operators, graft placement, and
fixation methods. Thus, both reconstructions with the TT or
independent drilling technique are believed to be per-
formed trying to pursue the same graft position and within
the personal interpretation of ACL anatomy. In this light,
because of the lack of standardization of graft placement
within the studies included in this meta-analysis, as well as
the inconsistent postoperative evaluations of effective graft
positioning, it is impossible to offer any firm recommenda-
tion regarding the effect of graft positioning with the differ-
ent drilling techniques.

We suggest that the findings of the present meta-
analysis be interpreted as follows: When performed in a
controlled setting by the same surgeon, the outcomes of
ACL reconstruction are less dependent on the femoral tun-
nel drilling technique than previously reported, and the
lack of a clear definition of graft placement could be an
important factor explaining the heterogeneous literature
findings. As an example, Clatworthy et al10 reported an
increased failure rate after switching from an “eccentric”
graft with TT drilling to a “central” graft with AM portal
drilling. However, they reported that they reverted to the
previous failure rate after returning to “eccentric” place-
ment but with the AM portal approach. Given this, the
interest should shift from how the tunnel is placed to where
it is placed, disrupting the belief in the connection between
nonanatomic placement and TT drilling as well as between
anatomic placement and independent drilling. Keeping in
mind the variable and somewhat subjective nature of the
ACL anatomy, now, it is clear that anatomic graft place-
ment could be obtained with modified TT drilling, while
nonanatomic placement could be achieved even with inde-
pendent drilling if the ACL anatomy is not strictly
respected. In fact, thanks to a deeper knowledge of the ACL
anatomy, many more recent reports describing the use of
the TT technique include modifications to the tibial tunnel
to allow more anatomic graft placement at the femur by
improving better access to the footprint with a less vertical
and more oblique tibial tunnel. Thus, vertical graft place-
ment, performed by many in the 1990s, has recently been
discouraged and practically abandoned.

The previous literature has relied on low-level studies or
attempts to analyze combined data, leading to level 3 to
4 meta-analyses. In particular, because of the lack of
high-level clinical studies, cadaveric and nonrandomized
observational studies were also included, with clear meth-
odological faults. Furthermore, the previously published
meta-analyses did not consider all the different techniques
of independent drilling. The study of Riboh et al44 was the
only one comparing the TT approach and more than 1 inde-
pendent drilling technique (AM portal and outside-in), but
the authors could not find any statistically significant dif-
ference between the 2 independent drilling techniques,
having included only 5 RCTs. The present meta-analysis
takes advantage of a larger number of high-level trials to
provide the first quantitative synthesis of the literature

8 Cuzzolin et al The Orthopaedic Journal of Sports Medicine



considering only RCTs, showing both the overall benefits of
the independent drilling approach as well as the most suit-
able technique of independent drilling. The most recent
literature comprised several important studies, leading to
the possibility of surpassing previous literature limitations
and having stronger elements to discuss the most suitable
independent drilling approach. On the other hand, other
questions still remain unanswered. To surpass TT drilling
limitations, some modifications were made to this approach
to achieve more anatomic tunnels: the knee was flexed to
60�, and a varus force along with internal rotation on the
proximal tibia was applied. The sensitivity analysis exclud-
ing those RCTs17,23 with this modified TT technique
strengthened the results of the overall analysis, suggesting
how a modified TT approach could offer better results than
the classic TT technique. However, whether this can be a
valid alternative to attain an anatomic position of the graft
and, in the end, better results still needs to be confirmed by
more RCTs.

The available literature also presents other limitations.
First of all, it must be considered that the minimal clinically
important difference should be used to evaluate the rele-
vance of an improvement for a single patient rather than to
evaluate the clinical significance of an improvement for a
group. Thus, more data are needed to understand the clin-
ical relevance of these findings. Further trials comparing
independent and TT drilling in terms of the number of
patients achieving a clinically significant improvement will
help to clarify if the statistically significant advantage of
independent drilling documented in this meta-analysis is
relevant for clinical practice. Furthermore, even if many
outcomes were considered, the activity level and the time
to return to sport are 2 key aspects, especially in competi-
tive athletes, but they could not be properly assessed
because of the lack of specific data. Finally, even if a direct
comparison goes beyond the main aim of this study, the
subanalyses pointed out the AM portal to be the technique
of choice, showing superior results in terms of laxity and
PROM scores and even allowing patients to perform at
higher levels of activity. However, data comparing these
techniques are supported by an indirect comparison and
thus should be confirmed by specific RCTs to provide a
definite conclusion.

Overall, both approaches led to positive outcomes, and
the findings of this meta-analysis suggest that further
RCTs should be conducted to examine different graft place-
ment approaches rather than to study the mere technical
aspects of tunnel drilling. Moreover, patients’ activity
levels should be better evaluated to understand if there
might be different results and indications according to the
specific requirements. Despite the publication of new RCTs,
some of the outcomes were reported only in few trials, some
required an estimate of the standard deviation, and their
quality of evidence was still low. A certain degree of hetero-
geneity in the rehabilitation protocols has also been
observed. Even though all modern accelerated rehabilita-
tion protocols are reported to be valid, this could introduce a
bias in the results while summarizing the overall litera-
ture. Finally, follow-ups were very heterogeneous, and
long-term outcomes, with a radiological evaluation for the

development of osteoarthritis, were lacking, all factors that
should be considered in future trials aimed at improving
the technique and outcomes of ACL reconstruction.

CONCLUSION

This meta-analysis of RCTs demonstrated that indepen-
dent femoral tunnel drilling provided better results than
the TT approach, although the difference was not clinically
significant. No difference was observed in the risk of rein-
jury. In addition, there were increasingly better results
with surgery performed in more recent years. Among the
independent drilling options, the AM portal technique
seemed to provide the most favorable outcomes. The lack
of clinically significant differences and the promising out-
comes reported with new modified TT techniques suggest
the importance of correct placement, rather than the tunnel
drilling approach, to optimize the results of ACL
reconstruction.
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34. Minguell J, Nuñez JH, Reverte-Vinaixa M, Sallent A, Gargallo-Margarit

A, Castellet E. Femoral tunnel position in chronic anterior cruciate

ligament rupture reconstruction: randomized controlled trial compar-

ing anatomic, biomechanical and clinical outcomes. Eur J Orthop

Surg Traumatol. 2019;29(7):1501-1509.

35. Mirzatolooei F. Comparison of short term clinical outcomes between

transtibial and transportal TransFix femoral fixation in hamstring ACL

reconstruction. Acta Orthop Traumatol Turc. 2012;46(5):361-366.

36. Moher D, Liberati A, Tetzlaff J, Altman DG; the PRISMA Group. Pre-

ferred Reporting Items for Systematic Reviews and Meta-Analyses:

the PRISMA statement. Ann Intern Med. 2009;151(4):264-269.

37. Monaco E, Fabbri M, Redler A, et al. In-out versus out-in technique for

ACL reconstruction: a prospective clinical and radiological compari-

son. J Orthop Traumatol. 2017;18(4):335.

38. Nawabi DH, Tucker S, Schafer KA, et al. ACL fibers near the lateral

intercondylar ridge are the most load bearing during stability exam-

inations and isometric through passive flexion. Am J Sports Med.

2016;44(10):2563-2571.

39. Noh JH, Roh YH, Yang BG, Yi SR, Lee SY. Femoral tunnel position on

conventional magnetic resonance imaging after anterior cruciate lig-

ament reconstruction in young men: transtibial technique versus

anteromedial portal technique. Arthroscopy. 2013;29(5):882-890.

40. O’Neill DB. Arthroscopically assisted reconstruction of the anterior

cruciate ligament: a prospective randomized analysis of three tech-

niques. J Bone Joint Surg Am. 1996;78(6):803-813.

41. Otsuka H, Ishibashi Y, Tsuda E, Sasaki K, Toh S. Comparison of three

techniques of anterior cruciate ligament reconstruction with bone-

patellar tendon-bone graft: differences in anterior tibial translation and

tunnel enlargement with each technique. Am J Sports Med. 2003;

31(2):282-288.

42. Rahr-Wagner L, Thillemann TM, Pedersen AB, Lind MC. Increased

risk of revision after anteromedial compared with transtibial drilling of

the femoral tunnel during primary anterior cruciate ligament recon-

struction: results from the Danish Knee Ligament Reconstruction

Register. Arthroscopy. 2013;29(1):98-105.

43. Reat JF, Lintner DM. One- versus two-incision ACL reconstruction: a

prospective, randomized study. Am J Knee Surg. 1997;10(4):

198-208.

44. Riboh JC, Hasselblad V, Godin JA, Mather III RC. Transtibial versus

independent drilling techniques for anterior cruciate ligament recon-

struction: a systematic review, meta-analysis, and meta-regression.

Am J Sports Med. 2013;41(11):2693-2702.

45. Russu OM, Ciorcila E, Feier AM, et al. Early outcomes in anterior

cruciate ligament reconstruction: full tibial tunnel technique com-

pared to all-inside technique. Revista de Chimie. 2018;69(12):

3753-3755.

46. Ryan R, Hill S. How to GRADE the Quality of the Evidence. Cochrane

Consumers and Communication Group; 2016.

47. Sanders TL, Maradit Kremers H, Bryan AJ, et al. Incidence of anterior

cruciate ligament tears and reconstruction: a 21-year population-

based study. Am J Sports Med. 2016;44(6):1502-1507.

48. Spragg LM, Prentice HA, Morris A, Funahashi TT, Maletis GB, Csin-

talan RP. Femoral-tibial fixation affects risk of revision and

10 Cuzzolin et al The Orthopaedic Journal of Sports Medicine



reoperation after anterior cruciate ligament reconstruction using ham-

string autograft. Knee Surg Sports Traumatol Arthrosc. 2019;27(11):

3518-3526.

49. Venosa M, Delcogliano M, Padua R, Alviti F, Delcogliano A. Femoral

tunnel positioning in anterior cruciate ligament reconstruction: ante-

romedial portal versus transtibial technique. A randomized clinical

trial. Joints. 2017;5(1):34-38.

50. Yanasse RH, Lima AA, Antoniassi RS, Ezzedin DA, Laraya MHF,

Mizobuchi RR. Transtibial technique versus two incisions in ante-

rior cruciate ligament reconstruction: tunnel positioning, isome-

tricity and functional evaluation. Rev Bras Ortop. 2016;51(3):

274-281.

51. Youm Y-S, Cho S-D, Lee S-H, Youn C-H. Modified transtibial versus

anteromedial portal technique in anatomic single-bundle anterior

cruciate ligament reconstruction: comparison of femoral tunnel

position and clinical results. Am J Sports Med. 2014;42(12):

2941-2947.

52. Zantop T, Petersen W, Sekiya JK, Musahl V, Fu FH. Anterior cruciate

ligament anatomy and function relating to anatomical reconstruction.

Knee Surg Sports Traumatol Arthrosc. 2006;14(10):982-992.

53. Zhang Q, Zhang S, Li R, Liu Y, Cao X. Comparison of two methods of

femoral tunnel preparation in single-bundle anterior cruciate ligament

reconstruction: a prospective randomized study. Acta Cir Bras. 2012;

27(8):572-576.

The Orthopaedic Journal of Sports Medicine Independent Versus Transtibial Drilling in ACLR 11



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

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


