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ABSTRACT

Objective: To evaluate the prevalence and type of dyses-
thesia around the incision used to obtain the patellar tendon
for anterior cruciate ligament (ACL) reconstruction sur-
gery. Methods: Out of a population of 1368 ACL recons-
tructions using the central third of the patellar tendon, 102
patients (111 knees) were evaluated by means of telephone
interview. Results: The mean follow-up was 52 months
(ranging from 12 to 88 months). The patients’ ages ranged
from 16 to 58 years (mean: 34.7 years). There was some

degree of peri-incisional dysesthesia in 66 knees (59.46%).
In 40.54% of the knees, this condition was not found. In all
the cases of dysesthesia, the type encountered was Highet’s
type II. Conclusion: Peri-incisional dysesthesia following
ACL reconstruction using the central third of the patellar
tendon is highly prevalent. It affected more than half of
the cases in this series.
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INTRODUCTION

Reconstruction of the anterior cruciate ligament
(ACL) is a procedure that is being performed incre-
asing often, given that ACL injuries are directly re-
lated to increased practice of sports activities! . Its
reconstruction involves the use of free grafts, which
may be autologous or homologous!!*. Among the au-
tologous options, one of the possibilities most used is
the middle third of the patellar tendon!>. The other
autologous options include the flexor tendons (semi-

tendinosus and gracilis) and the quadriceps.

Morbidity in the donor area is a prominent factor
in the process of deciding which type of graft to use.
One of the criticisms regarding the use of the central
third of the patellar tendon is the possibility that the
surgical access might interfere with the infrapatellar
branch of the saphenous nerve. This branch innerva-
tes the medial and lateral region of the skin below the
patella®® and, when subjected to trauma or injury,
peri-incisional dysesthesia of varying degrees may
be caused.
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The aim of this study was to evaluate the preva-
lence of peri-incisional dysesthesia after ACL recons-
truction using the central third of the patellar tendon.

METHODOLOGY

This was a cross-sectional study that assessed pa-
tients who had undergone ACL reconstruction using
a free graft from the central third of the patellar ten-
don. All the patients were operated by the present
authors at Hospital Madre Teresa, in Belo Horizon-
te, between May 2001 and September 2008, totaling
1,368 patients.

The assessments were done by telephone, asking
the patient to investigate the region adjacent to the
surgical access, by means of palpation. This assess-
ment method was validated through a pilot test carried
out at the same service.

By definition, dysesthesia is an abnormality of
sensitivity, especially with regard to the sense of
touch. Individuals may feel pain upon a light touch
but not when touch firmly or when pressure is
applied. Dysesthesia is classified in accordance with
the Highet scale®®:

S0: anesthesia;
S1: deep sensitivity preserved;

S2: sensitivity to pain and touch preserved but with
dysesthesia;

S3: sensitivity to pain and touch preserved without
dysesthesia;

S4: discriminative sensitivity present; and
S5: normal sensitivity.

The patients’ characteristics, the date of the sur-
gery, the presence or absence of peri-incisional
dysesthesia and, if present, its location (above, be-
low, alongside or medial in relation to the incision)
and characteristics according to the Highet scale
were recorded®.

A sample size calculation was made, which found
that 108 knees would be sufficient for the findings
to have a 95% chance of being representative of the
sample (confidence interval of nine percentage points
upwards or downwards). The knees were chosen by
means of a draw.

This study was presented to and approved by the
institution’s research ethics committee.
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RESULTS

One hundred and two patients were evaluated (111
knees). Of these knees, 61 were right knees (54.95%)
and 41 were left knees (36.94%). Nine patients
(8.11%) underwent bilateral reconstruction.

The patients’ ages ranged from 16 to 58 years, with
a mean of 34.7 years.

The length of the postoperative follow-up ranged
from 12 to 88 months, with an average of 52 months.

In 66 knees (59.46%), there was some degree of
peri-incisional dysesthesia. In 40.54% of the knees,
this condition was not found.

The location of the dysesthesia was evaluated re-
garding the number of sites affected (above, below,
alongside or medial to the incision), and it was found
to be most common that only one of these four sites
was affected.

The site most affected was alongside the incision
(37 knees; 33.3%), followed by below it (12 knees;
10.8%), medial to it (five knees; 4.5%) and above it
(two knees; 1.8%). All the patients with dysesthesia
present Highet type S2©).

Other patients presented dysesthesia at more than
one site. Among the locations associated, dysesthesia
alongside and below the incision was observed in four
knees (3.6%), alongside and medial in three (2.7%)
and alongside and above in two (1.8%). There was a
single patient (0.9%) with dysesthesia at all four sites
of the knee.

Among the asymptomatic patients, 18 stated that
that they had already had dysesthesia at some time sin-
ce the operation (of Highet type S2). However, these
individuals had observed progressive improvement
with the passage of time, thereby reaching the classi-
fication S5. Of these patients, three said that they had
recovered from their dysesthesia within one month
after the operation, one after four months, two after
six months, one after 10 months, six after more than
12 months and five after 24 months.

DISCUSSION

Peripheral sensory loss follows a defined anatomi-
cal pattern. After a peripheral nerve has been cut, only
a small peripheral innervated area is found to have
total loss of sensitivity. Such areas are named auto-
nomous zones or isolated zones. Autonomous zones
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present recovery that may take between a few days
and several weeks after the injury, and possibly a long
regeneration time!?.

The order in which sensitivity is recovered has
already been defined and, according to Horner and
Dellon®, it takes place with the following sequence:
firstly, perception of pain and temperature; and secon-
dly, perception of touch.

Busam et al'V and Cohen et al'? reported that
lesions of the infrapatellar branch of the saphenous
nerve were one of the possible complications after
ACL reconstruction using the central third of the pa-
tellar tendon. However, neither of these two studies
described the prevalence of such complications.

Differently from sensory disorders of the hand and
foot, which cause major limitations, the majority of
lesions of the infrapatellar branch of the saphenous
nerve do not impede patients’ daily activities. The ana-
tomical distribution of this nerve follows two types of
pattern. In the first type, the nerve crosses the proximal
region of the tibia from medial to lateral, close to the
distal third of the patellar tendon. In the second type,
the nerve crosses the proximal region over the middle
third of the patellar tendon. The first type occurs more
frequently .

In the present study, in 56.46% of the patients,
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some degree of postoperative peri-incisional dyses-
thesia was found. In the literature consulted, neither
the percentage nor the characteristics of this postope-
rative abnormality were described.

The most common location for sensitivity abnor-
malities was alongside the incision (33.3%), and this
may be related to the anatomy of the infrapatellar
branch of the nerve (transverse, from medial to lateral).

Despite the close relationship with the patellar ten-
don, peri-incisional dysesthesia relating to damage
to the saphenous nerve does not present functional
implications other than those already correlated spe-
cifically with tendon removal?.
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definitive at the time of the assessments. These, in
turn, were done on random samples calculated on the
total number of individuals. No difference in follow-
-up time was found between the groups with and wi-
thout peri-incisional dysesthesia.

CONCLUSION

Peri-incisional dysesthesia following ACL recons-
truction using the central third of the patellar tendon
is highly prevalent. It affected more than half of the
cases in this series.
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