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Abstract 

Consolidated foremost cruciate tendon remaking and average opening wedge high tibial osteotomy can create solid re-

visitation of donning action. This system permits patients to recapture a steady knee at right around 10-year follow-up, with 

a re-visitation of wearing exercises in about 80%. A critical decline in brandishing level is not out of the ordinary, and 

patient guiding is significant as the preinjury movement level in the objective patient segment is high. The point of this 

examination was to play out a precise audit of ACL remaking and high tibial valgus osteotomy in the administration of 

ACL insufficient with varus knee. This survey was finished utilizing standard approach sketched out in the Cochrane 

Handbook and detailed the discoveries as per the Preferred Reporting Items for Systematic Reviews and Meta-

examinations (PRISMA) articulation rules. The writing search were performed utilizing the accompanying hunt terms: 

ACL reproduction with valgus osteotomy in administration of ACL inadequacy with varus knee. Watchwords: ACL 

recreation, and Varus knee. This precise survey included 6 examinations Only one investigation was and the others were 

single armed.We inferred that consolidated front cruciate tendon recreation and average opening wedge high tibial 

osteotomy is a feasible choice in youthful patients influenced by foremost shakiness, with great midterm results if a right 

sign, preoperative arranging, and careful method are applied. Also, The bone-patella ligament bone join has a more 

grounded obsession With the least re tear rate. This joined system gives palatable emotional, unbiased and radiological 

outcomes, improves the capacity and diminishes the agony. 
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1. Introduction 

Front cruciate tendon (ACL) is the essential 

restriction to foremost tibial interpretation comparative 

with the femur. Leg tendon is an auxiliary restriction on 

tibial turn, valgus-varus angulation at full expansion. In 

the ACL-insufficient knee, varus distortion can create 

over the long run inferable from previous varus 

arrangement, untreated front knee shakiness, reformist 

average degenerative sickness with joint space 

narrowing, or average meniscal injury [1,2]. 

In persistent ACL-insufficient knees, wear will in 

general happen in the posteromedial part of the average 

tibial level attributable to the overall back subluxation of 

the femur on the tibia. The average meniscus, which is a 

significant optional limitation to front tibial 

interpretation, is in danger for injury in the ACL-

insufficient state. Menisectomy prompts further 

movement of varus malalignment, a general expansion in 

back tibial incline, and auxiliary osteoarthritis [2-3].  

These pathologic changes set up an endless loop in 

which joint pivotal malalignment makes compressive 

weights on the articular ligament and subchondral bone 

of the average compartment, just as the malleable powers 

on the PLC structures, which thus creates greater laxity 

with varus disfigurement in standing and varus push in 

strolling. So a large portion of the examinations 

presented the idea of essential, twofold and triple varus. 

As the average compartment limits the weight bearing 

line moves medially, prompting essential varus. In varus 

angulated knees, it is all around appreciated that the 

parallel delicate tissue restrictions become careless 

prompting twofold varus. As the malalignment turns out 

to be more persistent, inordinate sidelong pressure may 

prompt hyperextension recurvatum deformation alluded 

to as the triple varus deformity [2-4].  

It is likewise critical to place at the top of the priority 

list the remedy of the sagittal plane disfigurement in the 

knee with ACL insufficiency, as changing the tibial slant 

in the present circumstance will influence the knee 

stability [5].  

The presence of varus disfigurement in foremost 

cruciate tendon (ACL)- insufficient knees is because of 

average compartment over-burden. This disfigurement 

may undermine the result of ACL recreation in light of 

expanded strain on the graft [6]. 

Patients can be carefully treated with high tibial 

osteotomy (HTO) alone, ACL recreation alone, arranged 

consolidated ACL reproduction with HTO or concurrent 

joined ACL remaking with HTO [7]. 

Constant foremost cruciate tendon (ACL) lack is 

viewed as a significant factor in the improvement of 

degenerative changes and conceivable osteoarthritis of 

the knee joint. This might be identified with the change 

of knee kinematic work, continued giving way or injury 

to the articular ligament notwithstanding the expanded 

rate of meniscus wounds. In this manner, early 

reproduction of the ACL has been recommended to 

dodge the advancement of other intra-articular 

pathologies [8]. 

To dodge crumbling of knee work, it is critical to 

address different pathologies in the knee joint while 

performing ACL recreation, for example, meniscus fix or 

thoughtfulness regarding chondral sores. It might 

likewise be fundamental for right disfigurements around 

the knee joint that may expand the heap on one of the 

knee compartments or stretch the ACL unite [9].  
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It isn't phenomenal for patients with varus knees and 

early degeneration of the articular ligament to create 

intense ACL injury with resulting knee precariousness 

and irritation of average compartment manifestations of 

joint inflammation [10].  

High tibial osteotomy has been utilized in the 

treatment of varus gonarthrosis. Despite the fact that 

tendon inadequacy was initially viewed as a 

contraindication to high tibial osteotomy, realignment 

medical procedure is presently viewed as a significant 

piece of the therapy calculation for the flimsy knee. High 

tibial osteotomy realigns the mechanical hub of the lower 

appendage and empties the influenced compartment, 

along these lines moving weight-bearing powers to the 

solid knee compartment [11]. 

The point of this examination was to play out a 

methodical survey of ACL remaking and high tibial 

valgus osteotomy in the administration of ACL 

inadequate with varus knee. 

 

2. Patient and method 

This review was done using standard methodology 

outlined in the Cochrane Handbook and reported the 

findings in accordance with the Preferred Reporting 

Items for Systematic Reviews and Meta-analyses 

(PRISMA) statement guidelines. 

 The literature search were performed using the 

following search terms: ACL reconstruction with 

valgus osteotomy in management of ACL deficiency 

with varus knee. 

 Keywords: ACL reconstruction, and Varus knee. 

 Search queries were limited to the title and abstract, 

and the language is restricted to English. The 

electronic search involves the PubMed, Cochrane 

library and EKB. 

 Publications from 2010 to June 2020 

 Published only, full text articles and English 

literature only. 

 Article type: Randomized controlled trials, non-

controlled trials, prospective and retrospective 

studies. 

 Only studies with at least 2 years follow up.  

 

2.1 Exclusion criteria  

 Duplicated articles for the same authors unless with 

longer follow up studies. 

 Non-English papers. 

 Articles with no clinical data. 

 Publications before the year 2010. 

 Non human studies 

 Case report studies 

 

2.2 Points of comparison 

 Clinical evaluation. 

 Radiological evaluation. 

Abstracts of articles identified using the search 

strategy mentioned above were viewed, and articles that 

appeared to fulfill the inclusion criteria were retrieved in 

full. Data on at least one of the outcome measures had 

been included in the study.. 

Outcomes from included trials were combined using 

the Review Manager software and manually screened for 

eligibility to be included. PRISMA flow chart was 

produced based on search results and the 

inclusion/exclusion criteria. After pooling of collected 

data from search studies, the relative risk of each of the 

intended outcomes of interest was calculated. 

 

3. Results 

This systematic review included 6 studies (Schneider 

et al., 2020
 
[12], Jin et al., 2018 [13], Mehl et al., 2017 

[14], Trojani et al., 2014[15], Zaffagnini et al., 

2013b[16], Demange et al., 2011
 
[17]). These studies 

involved 180 patients. Their age ranged from 25 to 56 

years.  

Only one study was comparative (Mehl et al., 

2017[14] ) and the others were single armed. 

Study flowchart was constructed as the following. 

 
 

Fig (1) Study flow chart 
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Three studies were retrospective and the other 3 were 

prospective. Period of data collection was found between 

1995 to year 2015. Mean of Follow up period ranged 

from 5.2 – 10 years 

Combined ACL reconstruction and high tibial osteotomy 

(HTO) was used in all studies except (Mehl et al., 2017) 

[14]which compared between HTO alone or combined 

with ACL reconstruction. High tibial osteotomy  was 

either open wedge or closed wedge or computer assisted.  

Patients’ preoperative diagnoses and the specific 

intervention was shown in 

 Table (1). 

 

Table (1) Preoperative diagnosis and interventions. 

 

Study (Year) Intervention HTO Patients Graft type 

(Schneider et 

al., 2020) 

Combined ACL 

reconstruction (bone-

patellar tendon-bone graft) 

and HTO 

Opening wedge Anterior laxity and early 

medial arthritis 

13 ACLR (36%), 

3 ACLRR (8%), Medial 

15 meniscectomy (42%) 

(Jin et al., 

2018) 

HTO and ACL 

reconstruction 

 ACL deficient knee with 

osteoarthritis 

 

(Mehl et al., 

2017) 

HTO alone or 

combined with ACL 

reconstruction? 

 OA and ACL deficiency 26 HTO alone (group 1) 

26 HTO and 

ACLR (group 2) 

(Trojani et 

al., 2014) 

Combined ACL-HTO Medial opening 

wedge HTO used an 

asymmetric wedge 

plate 

Chronic anterior laxity 

with associated early 

osteoarthritis 

12 ACL autograft used a 

bone-patellar tendon-

bone transplant. 

17 Hamstring tendon 

transplant. 

(Zaffagnini et 

al., 2013b) 

Combined ACL 

reconstruction and HTO 

closing wedge varus angulated ACL-

deficient knees 

 

(Demange et 

al., 2011) 

Combined ACL 

reconstruction and HTO 

computer-assisted 

open-wedge 

chronic ACL deficiency, 

medial compartment 

osteoarthritis and varus 

deformity underwent 

Controlled by a 

computer navigation 

system. 

 

HTO: high tibial osteotomy, ACL: Anterior cruciate 

ligament. 

Studies reported different outcomes for assessment of 

the efficacy of Combined ACL reconstruction and high 

tibial osteotomy.showed these different scores. 

Four studies (Schneider et al., 2020 [12] ), (Mehl et 

al., 2017 [14] ), (Trojani et al., 2014 [15] ) and 

(Zaffagnini et al., 2013 [16]) reported IKDC scores. This 

score showed postoperative significant improvement in 

all the included studies. 

 

Table (2) IKDC scores changes. 

 

Study (Year) IKDC scores Mean subjective 

IKDC 

Preop Finally, 

(Schneider et al., 

2020) 

28 (80%) 

returned to sport (IKDC ≥ B): 

11 (31%) to sport at the same 

level. 

6 (17%) to competitive sports. 

71.8 ± 14.9 

Decrease: 30.2 

points 

(p < 0.001). 

A 0 

B 0 

C 15 (41.7%) 

D 21 (58.3%) 

6 (16.7%) 

16 (44. 4%) 

8 (22.2%) 

6 (16.7%) S 

(Mehl et al., 2017)  69.4±15.0 

S Group 1 

worse 

  

(Trojani et al., 2014) 80% (23/29) resumed some 

sports activity, 

45% (13/29) intense or very 

intense activity 

77 (34–97) A: 0 

B: 0 

C: 9 

D: 20 

3 

10 

10 

6 

(Zaffagnini et al., 

2013b) 

 58.0 ±12.2 

72.0 ±16.5 

S 

A: 0 

B: 1 (3%) 

C: 13 (41%) 

D: 18 (56%) 

12 

17 

1 

2 

S 
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According to (Schneider et al., 2020), Caton-

Deschamps Index was 1.0 ± 0.2 preoperatively and 0.9 ± 

0.1 postoperatively. This difference was statistically 

significant. Also, Schneider et al., 2020 and Jin et al., 

2018 reported significant difference in comparative 

radiologic lachman (mm) and Single-leg stance (mm). in 

Schneider et al., 2020, comparative radiologic lachman 

(mm) was 9.9 ± 5.1 then 5.1 ± 3.8 postoperatively 

(p<0.05). Single-leg stance (mm) was 6.3 ± 3.8 then 3.4 

± 4.7 (p<0.05) [12,13].
 

Kellgren–Lawrence grading for signs of OA was 

reported by Mehl et al., 2017.  It was 2.3±0.63 preop and 

2.8±0.74 post (p<0.05). Range of motion was reported in 

Jin et al., 2018. It measured 137.3 ± 6.2 then 136.5 ± 6.0. 

this was not statistically significant [13]. 

Identified the reported outcomes regarding femoro-

tibial angle (mFTA), P Posterior tibial slope (PTS) and 

Mechanical axis.
 

A significant decrease in femoro-tibial angle was 

found in two studies Schneider et al., 2020, Zaffagnini et 

al., 2013. Also, Posterior tibial slope was reported in five 

studies with significant postoperative change. 

Mechanical axis was found to be significantly changed 

after combined intervention [12-16]. 

In Trojani et al., 2014, mean differential laxity was 

2.65 mm         (range, −1 to 9 mm). and Pivot-shift test 

was negative in 24 cases, glide in 4 and positive in 1. 

Pain improvement, Lysholm scores, Tegner activity 

level, Anterior tibial translation and  Mean 

Tegner score were all shown in     Table (3) [15].
 

Pain score improved in 2 studies (Trojani et al., 

2014), and (Zaffagnini et al., 2013) [15,16].
 

Lysholm scores, Tegner activity level and Mean 

Tegner score also show a significant improvement post 

operatively. 

 

Table (3) Other scores. 

 

Study (Year) Pain 

improvement 

Lysholm scores 

(post) 

Tegner 

activity level 

Anterior tibial 

translation 

Mean Tegner 

score 

(Schneider et al., 

2020) 

 82 ± 14.1 0.8 p<0.01 Varus 4.2° ± 2.6 

0.8° ± 2.7° valgus 

Pre=3.5 ± 1.6 

Post=4.6 ± 1.7 

p < 0.001 

(Jin et al., 2018)  58.5± 12.0 

94.0 ± 5.9 

p < 0.001  4.0 ± 1.1 

5.3 ± 0.9 

p < 0.001 

(Mehl et al., 2017)  73.9±16.5 S  No difference 

between groups 

 

(Trojani et al., 

2014) 

21/29 (70%)     

(Zaffagnini et al., 

2013b) 

73.2 ±12.0 

42.1 ±25.2 S 

 2.2 ± 1.0 mm  3 (2–4) 

5 (4–5) S 

 

Complications was reported in five studies. The percentage varied between studies. 

 

Jin et al., 2018 revealed 2 average meniscal harm 1 

full-thickness ligament on average femoral condyle 3 

hyperesthesia in proximal tibia 3 movement of average 

OA [13].  

In Demange et al., 2011, there was one shallow 

disease one year after medical procedure. Confusions 

revealed by(Schneider et al., 2020) were as the 

accompanying, one haematoma, two instances of 

profound vein apoplexy, one instance of benefactor site 

patellar tendinitis which settled immediately, one 

instance of complex local torment condition. Late 

entanglements included two instances of arthrofibrosis 

requiring arthroscopic arthrolysis in the two cases and 

resection of a cyclops sore in one. Thirteen patients 

(37%) went through expulsion of unmistakable obsession 

hardware [12,17].  

Three cases (8%) were considered as 

disappointments. There was one modification osteotomy, 

performed for non-association in a smoker 

understanding, which was dealt with bone joining and 

the utilization of a locking plate. There was one affirmed 

ACL unite burst, which happened at 8 months following 

a medical procedure. There was one 60 years of age 

understanding expecting correction to an all out knee 

arthroplasty (Demange et al., 2011). 1 extreme 

malalignment was accounted for in Zaffagnini et al., 

2013[16].  

Additionally, One patient experienced equipment 

prejudice and went through a mediation to eliminate the 

tibial and femoral staples of ACL recreation. Two 

patients (6 %) introduced absence of knee flexion. One 

patient indicated postponed association of the osteotomy 

was effectively treated with outside fixator [ 16,17].  

Three investigations revealed Lateral tibiofemoral 

compartment osteoarthritis (Schneider et al., 2020), 

(Mehl et al., 2017) and (Zaffagnini et al., 2013). Just one 

investigation revealed a critical distinction with respect 

to OA (Schneider et al., 2020) [ 19].  

Three investigations announced Medial tibiofemoral 

compartment osteoarthritis (Schneider et al., 2020), (Jin 

et al., 2018) and (Zaffagnini et al., 2013). Jin et al., 2018 

detailed a huge contrast between various evaluations of 
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OA. The othe two examinations announced non critical 

p-esteem (Jin et al., 2018) [18]. 

4. Discussion 

Diverse considered were directed to assess the impact 

of consolidated front cruciate tendon fix with high tibial 

osteotomy. Different investigations has showed follow 

up period with moderately little example size 

[16,21,29,30,31],Combined HTO and ACL reproduction 

is a difficult activity for the two patients and specialists. 

Great results are generally connected with youthful 

patients.20.Our study kept to ACL fix to the most recent 

10 years with at any rate 2 years follow up.  

As a result of various revealing philosophy, results of 

the intercession are hard to look at. Be that as it may, the 

vast majority of the included examinations demonstrated 

critical improvement of Lysholm score, International 

Knee Documentation Committee (IKDC). Knee 

arrangement likewise indicated critical improvement.  

Patients remembered for this examination were 180 

patients. Their age went from 25 to 56 years. Trojani et 

al. 15 in their investigation on 29 patients, detailed that 

80% of the patients continued game movement, with half 

getting back to serious game [15].  

Chief and colleagues58 revealed that 52% of the 

patients improved their game action level contrasted and 

the preoperative level, however it was still lower 

contrasted and the preinjury level taking all things 

together patients.  

Zaffagnini et al. seen that solitary few patients got 

back to the preinjury level of action (25% individually) 

[16].  

Zaffagnini et al. portrayed the results of joined fix 

acted in 32 patients with a normal development of 6.5 

years, with huge improvement altogether the scores. At 

the radiological assessment, 22% of patients 

demonstrated average joint inflammation movement 

[16].  

Mehl and partners considered 52 patients who went 

through detached HTO (bunch 1) with 52 patients who 

went through joined HTO and ACL-R (bunch 2). In the 

two gatherings, there was a huge improvement on the 

whole the scores without contrasts inside the gatherings 

as far as clinical results, movement of joint 

inflammation, and postoperative intricacies [14]. 

Systematic surveys on consolidated ACL fix with high 

tibial osteotomy are not frequent [21,22,23].  

All investigations indicated improvement in knee 

scores (Lysholm and IKDC), with appropriate 

adjustment of varus arrangement (normal 8.3). Intricacy 

rate went from 0% to 30%.  

As to strategies, we have gathered information from 

contemplates Table (3) either ACL or HTO procedures 

with no distinction between them with respect to post-

employable results.  

No proof of predominance of a procedure over the 

others [24,25,25] However, in a large portion of the 

examinations on joined intercessions, an open wedge 

HTO is performed in light of the fact that it permits 

additionally for PTS modification [18,26].  

Likewise, for the ACL-R, a delicate tissue join is 

liked in these cases [25].  

On the off chance that a joined methodology is 

played out, the osteotomy ought to be performed first all 

together not to harm the unite. The plate ought to be 

situated all the more posteriorly contrasted and a 

standard HTO to stay away from PTS increment and to 

leave more space for AM burrow on the tibia.  

The essential sign to consolidated HTO and ACL-R 

is early average compartment OA (Ahlba¨ ck I-III) 

related with varus malalignment and ACL tear with 

indicative AP precariousness or bombed ACL-R. The 

consolidated system may likewise be shown in patients 

with bombed ACL-R or correction because of expanded 

PTS, or on account of twofold or triple varus, or if 

another method, for example, a meniscal relocate, might 

be essential in an ACL-lacking varus knee [27,25].  

Preoperative appraisal ought to incorporate x-beam 

radiography (AP, laterolateral [LL], Merchant, and 

Rosenberg sees), a MRI of the influenced knee, full 

clinical evaluation, and investigation of walk [28].  

Trojan et al examined Combined ACL auto unite and 

valgus HTO in beginning or average femorotibial 

osteoarthritis with persistent front laxity demonstrated 

that it empowered re-visitation of game, balanced out the 

knee and soothed average torment. It was actualized only 

if there should arise an occurrence of agony identifying 

with osteoarthritis or early osteoarthritis with rambling 

precariousness of the knee; in varus knee and foremost 

laxity without torment or joint narrowing, osteotomy's 

not indicated [15].  

Osteotomy canceled average agony , ACL autograft 

reestablished solidness, and controlled laxity 

effectively(2.65 mm side to side contrast on TELOS) just 

as precariousness. It additionally permitted get back to 

wear and rehearsing sport inside 6 years,. Medical 

procedure didn't actuate firmness. regardless of whether 

in expansion or flexion.Radiologically, osteoarthritic 

advancement was settled [15].  

The knee pivot was in valgus and tibial slant 

unaltered gratitude to the unbalanced wedge the patella 

was brought down, butwithout hindering knee flexion. 

HTO gave a valgus hub, dis-tributing power onto the 

sidelong compartment. Route guided a medical 

procedure may improve the valgus point achieved [15].  

The deviated wedge tried not to increment tibial 

incline, which is a characteristic propensity in average 

opening HTO Osteotomy, as recently revealed, brought 

down the patella yet without debilitate ing knee 

movement and quite with no impediment of flexion [15].  

This consolidated strategy possibly thought to be a 

rescue activity ,frequently proposed to patients with 

history of iterative knee medical procedure. The level of 

pre-usable average tibiofemoral osteoarthritis no affected 

result; accordingly IKDC grade D osteoarthritis (i.e., 

complete average tibiofemoral narrowing) isn't a contra-

sign to ACL unite with valgus HTO [15].  

Zaffagnini talked about a dubious theme concerning 

HTO is the part of back tibial incline and its impact on 

ACL-insufficient knee .It is notable that HTO can 
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modify the slant intentionally or incidentally A 

multicentric investigations of the French Society of 

Orthopedic Surgery and Traumatology performed on 321 

HTO featured how open-wedge HTO expands the slant 

of a mean of 0.6, while shutting wedge HTO diminishes 

slant of a mean of 0.7. 16  

A huge decrease in the tibial slant of 1.2_ with 

shutting wedge HTO. The job of tibial slant is especially 

fascinating in light of the fact that it has been shown that 

a more extreme slant could be a danger factor for non-

contact ACL injuries, brought about by expanded strain 

in the anteromedial pack because of the  

Component of front tibial interpretation when a 

compressive hub load is applied to knee joint [16].  

Be that as it may, a HTO planned to diminish tibial 

incline has not been set up as helpful alternative for ACL 

deficiency .The current examinations features the 

significance of tibial slant, because of the positive 

connection revealed among PTS and manual most 

extreme uprooting test estimated with KT-1000 

Arthrometer [16].  

Concerning the action level after secluded HTO 

,indicated that 87–94% of patients could get back to don, 

and 85% got back to their pre-suggestive games level 

after knee osteotomies .Bonnin et al. in a multicenter 

review study demonstrated that youthful propelled 

patients had the option to continue arduous exercises 

following HTO yet must be educated that they would 

commonly not recuperate their pre-pathology level and 

that remaining torment during demanding games was not 

exceptional [12].  

Radiologically, the assessment of the front back 

laxity demonstrated a huge decrease in foremost tibial 

interpretation at follow-up, in side-to-side correlation 

stress X-beam. Notwithstanding, the 5.1 mm differential 

found in this arrangement was marginally higher than 

that found in the writing. This is perhaps clarified by a 

bigger number of average meniscectomies, and various 

past surgeries [12].  

In this investigations, there was a critical relationship 

between's leftover laxity and movement of osteoarthritic 

injuries. Leftover precariousness because of ligament 

harm brought about by shear powers and diminished 

meniscal capital are central point answerable for 

osteoarthritis in this setting [12]. 

 

5. Conclusion 

The bone-patella ligament bone unite has a more 

grounded fixationWith the least re tear rate. This joined 

strategy gives agreeable abstract, level headed and 

radiological outcomes, improves the capacity and 

decreases the torment. 
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