
TREATING ACL INJURIES

Authors’ response to editorial by Levy and colleagues
on treating ACL injuries in young moderately active
adults
L Stefan Lohmander professor 1, Harald P Roos associate professor 1, Ewa M Roos professor 2,
Jonas Ranstam professor 1, Richard B Frobell associate professor 1

1Department of Orthopaedics, Clinical Sciences Lund, Lund University, Lund, Sweden; 2Institute of Sports Science and Clinical Biomechanics,
University of Southern Denmark, Odense, Denmark

Levy and colleagues misinterpreted our report on the five year
outcome of treatment for rupture of the anterior cruciate
ligament (ACL).1 2

We assessed whether structured rehabilitation plus early ACL
reconstructive surgery was superior to structured rehabilitation
with optional delayed reconstruction.3 We found no significant
differences in primary or secondary outcomes between the two
treatment strategies at five years. Knee stability was better in
patients with surgical reconstruction but this did not translate
into functional success. The median preinjury activity level of
9/10 indicated participation in competitive sports. Some 40%
were active at their preinjury level at two years after injury,3
decreasing to 20% at five years,2 with no difference between
groups. Our results are consistent with a meta-analysis showing
that 22-61% return to competitive sports.4

Levy and colleagues incorrectly stated that “significantly more
meniscal procedures were performed in the optional delayed
group.” We reported that at two years: “Subjects assigned to
rehabilitation plus early ACL reconstruction had a higher
frequency of meniscal surgery at study initiation and a lower
frequency of delayedmeniscal surgery than did subjects assigned
to rehabilitation plus optional delayed ACL reconstruction.
Overall, the number of meniscal operations in the two groups

totalled 40 and 50, respectively (P=0.20).”3After five years, we
again found no significant differences in meniscus surgery when
analysed by intention to treat or as treated.2 At five years after
ACL rupture, we found no significant differences in radiographic
osteoarthritis between the treatment groups.2

The practice of evidence based orthopaedics means integrating
individual clinical expertise with the best available external
clinical evidence from systematic research.5 The KANON trial
currently represents the highest level clinical evidence.
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