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57 ABSTRACT 

The invention provides a system for surgically implant 
ing an allograft or prosthetic ligament as a replacement 
for a patient's cruciate ligaments. In a practice of the 
system, as a replacement for an anterior cruciate liga 
ment, the patient's leg is bent and maintained at approxi 
mately a ninety degree (90) angle, a single incision is 
made medial to the tibial tuberosity, From this incision, 
under fluoroscopic and arthroscopic control, a guide 
wire is driven through the tibia and across the cruciate 
ligament junctions with the proximal tibia and distal 
femur ends and into the femur cortex. Succesively 
larger drills are then turned along the guidewire to form 
a ligament tunnel, with, as a last step in the tunnel for 
mation process, the preparation of the femur cortex end 
of the tunnel to receive a femoral connector of the 
implanted ligament, which connector is arranged in one 
embodiment to be outwardly flared and in another em 
bodiment to be turned into the appropriately prepared 
femur end of the ligament tunnel to lock therein. The 
invention, in addition to the embodiment of the liga 
ment femur end connectors, further includes a tibial 
surface ligament tibial end connector for both securing 
the ligament end to the bone and the setting ligament 
tensioning, of which ligament connectors can be manu 
factured from a biodegradable material for absorption 
by the body. 

35 Claims, 4 Drawing Sheets 
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LGAMENT ATTACHMENT METHOD AND 
APPARATUS 

Matter enclosed in heavy brackets appears in the 
original patent but forms no part of this reissue specifica 
tion; matter printed in italics indicates the additions made 
by reissue. 

BACKGROUND OF THE INVENTION 
l, Field of the Invention 
This invention relates to surgical implants and more 

particularly, to surgical procedures and appliances for 
intraarticular anterior and posterior ligament recon 
struction. 

2. Prior Art 
It is well known by anyone who has participated in 

athletics that the human knee is injury prone, particu 
larly from lateral forces applied thereto. Where the 
knee joint is considered by most laymen to be essentially 
a hinged joint, in reality it provides a complicated me 
chanical movement that would be nearly impossible to 
duplicate with present technology. In operation, the 
human knee joint permits movement of flexion and 
extension in certain positions and even provides for a 
slight inward and outward rotation. Considering only 
movement of flexion and extension, the mechanical 
actions that take place in such movement include a 
certain amount of gliding and rotation along with the 
hinge action such that the same part of one articular 
surface of the distal fen ur or proximal tibia will not 
always be applied to the same part of the other articular 
surface, and the axis of motion is not fixed. In fact, if the 
knee joint is examined while a condition of extreme 
flexion, the posterior part of the articular surfaces of the 
tibia will be found to be in contact with the femur 
posterior around the extremities of the condyles. 
Whereas, if the movement was simple hinge like move 
ment, the axis around which the revolving movement of 
the tibia would occur should be in the back part of the 
condyle. With the same leg brought forward into a 
position of semi-flexion, the upper surface of the tibia 
will seem to glide over the condyle of the femur, such 
that the middlepart of the articular facets are in contact, 
and the axis of rotation is therefore shifted forward to 
near the center of the condyle. When the leg is brought 
into the extended position, still further gliding takes 
place as does a further shifting forward of the axis of 
rotation. Knee joint flexure and extension is therefore 
not a simple movement but is accompanied by a certain 
amount of outward rotation around a vertical axis 
drawn through the center of the head of the tibia. This 
rotation is due to the greater length of the internal con 
dyle, and to the fact that the anterior portion of its 
articular surface is inclined obliquely outward. In con 
sequence, toward the close of the movement of exten 
sion, just before complete extension, the tibia will glide 
obliquely upward and outward over the oblique surface 
of the inner condyle, and the leg will be necessarily 
rotated outwardly. In flexation of the joint, the con 
verse of these movements takes place, the tibia gliding 
backwardly around the end of the femur, at the com 
mencement of which movement, the tibia is directed 
downward and inward along the oblique curve of the 
inner condyle, thus causing an inward rotation to the leg. 
The above sets out a brief summary of knee joint 

functioning that takes place in knee flexure and exten 
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2 
sion. It is provided to show that this functioning is far 
more than a hinge movement and involves inward and 
outward rotation. It should be apparent therefore that in 
a repair of one or more ligaments of the knee, particu 
larly in an intraarticular anterior and posterior ligament 
reconstruction that involves the cruciate ligaments, it is 
of significant value that the replacement ligaments, 
either a graft or proshetic ligament, be fitted so as to, as 
nearly as possible, duplicate the positioning of the natu 
ral ligament. Heretofore, procedures and devices for 
use in preparing damaged ligaments, particularly the 
cruciate ligaments, have generally involved attaching 
the ligament device across the knee at the juncture of 
the distal femur and proximal tibia surfaces. Where an 
attempt has been made to replace a cruciate ligament 
that involves securing the replacement ligament ends to 
the points on the opposing bone surfaces where that 
natural ligament was attached, such procedure has in 
volved extensively opening the patient's knee area and 
wor forming intersection tunnels through the respective 
tibia and femur ends and positioning a ligament there 
between. An example of such surgical technique and an 
implant device is shown in a patent by Hunt, et al., U.S. 
Pat. No. 4,590,928. This patent is directed to an implant 
and kit therefore but does not, as does the present inven 
tion, provide an arrangement that is a near duplication 
for the patient's natural ligament. Rather, the Hunt, et 
al. patent is devoted to connectors and an implant that 
incorporates carbon fibers and, where tunnels are 
shown formed in the respective bones, such are appar 
ently formed where access is convenient. As the tunnels 
are not aligned and each is open to without the femur 
and tibia surfaces, their formation involves extensive 
opening of the knee to provide access to the bone sur 
faces. Unlike the Hunt, et al. patent procedure, the 
present invention provides for ligament reconstruction 
using essentially an arthroscopic technique where a 
single incision only is made to the bone below the tibia 
tuberosity. Form that point, a tunnel is formed into the 
bone that passes through the respective points of con 
nection of a cruciate ligament between the proximal 
tibia and distal femur and into the femur cortex. The 
femur cortex is then prepared to receive a ligament end 
coupling fitted therein to secure one ligament end. 

Earlier ligament replacement procedures have in 
volved an extensive opening of the knee and have in 
cluded forming passages or tunnels in the tibia and fem 
ur from the bone surfaces wherethrough are pulled a 
natural or artificial ligament, the ends of which ligament 
are bent and secured as with staples to the bone sur 
faces. Unlike such earlier procedures and arrangements, 
the present invention provides for both fitting a liga 
ment to extend across the knee so as to most nearly 
duplicate the natural ligament positioning and provides 
for internal coupling the one ligament within a bone 
cortex. Additionally, the present invention provides a 
convenient arrangement for adjusting the implanted 
ligament tensioning to most nearly duplicate a natural 
condition. The present invention therefore provides 
both a unique surgical approach and attachment devices 
to produce and implant that most nearly duplicates the 
patient's natural ligament arrangement tham has hereto 
fore been possible. 

BRIEF SUMMARY OF THE INVENTION 
It is therefore a primary object of the present inven 

tion to provide an arthroscopic system or technique for 
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replacing with an allograft or prosthetic ligament a 
ruptured ligament of the knee, preferably a cruciate 
ligament. 

It is another of the present invention to provide an 
arthroscopic procedure that employs a single incision 
only that is made medial to the patient's tibial tuberosity 
and at this point tunneling through the bone, across the 
distal femur and proximal tibial surfaces and into the 
femur cortex, the tunnel to pass through the points of 
connection of the ligament ends to the bone of either the 
anterior or posterior cruciate ligament. 

it is another object of the present invention to pro 
vide for forming the tunnel to end in the femoral cortex 
just beyond the medullary channel and to prepare it to 
receive a connector that is turned or expanded therein 
so as to positively lock a ligament end within that bone 
cortex. It is another object of the present invention to 
provide a procedure for tunneling through the patient's 
tibia across the proximal tibial and distal femur surfaces 
and into the femur cortex that involves opening the 
patient's knee at a single point or location only on the 
tibial tuberosity and for closely controlling the tunnel 
formation through a use of fluoroscopic and/or arthro 
scopic procedures to form a passage that is essentially 
straight and intersects the connection points of the rup 
tured cruciate ligament on the bone surfaces so as to 
receive an allograft or prosthetic ligament that is fixed 
on one end within the femur cortex and extends from 
the tunnel end at the tibial tuberosity. 

Still another object of the present invention is to 
provide an end coupling for the prosthetic ligament to 
secure it at the tunnel entrance at the tibial tuberosity 
and adjusting the ligament tensioning. 

Still another object of the present invention is to 
provide a surgical procedure for replacing a torn or 
damaged cruciate ligament with an allograft or pros 
thetic ligament that requires minimal patient trauna and 
minimizes the time required for healing. 

Still another object of the present invention is to 
provide an allograft or prosthetic ligament for replace 
ment of a ruptured or damaged ligament that includes 
connectors made of a biodegradable material for main 
taining the ligament in place and will be absorbed by the 
body in the healing process, 

In accordance with the above objects, the present 
invention is in an arthroscopic surgical procedure for 
installation of an allograft or prosthetic ligament as a 
replacement for a ruptured knee ligament, preferably 
either an anterior or posterior cruciate ligament. In a 
practice of the procedure, a patient's lower leg is main 
tained in approximately a ninety degree (90) angle to 
their upper leg and a longitudinal incision is made me 
dial to the tibial tuberosity, which incision is made to 
the bone. At that incision, a stainless steel guidewire is 
driven in the anterior medial tibia at a point that is ap 
proximately two (2) centimeters distance to the medial 
tibial plateau. Guidewire insertion is conducted under 
flurorscopic and arthroscopic control. The guidewire, 
after insertion, is thereby visualized as it is forced 
through the joint of the distal femur and proximal tibia, 
crossing the intercondylar notch area of the knee to 
engage the posterior and lateral femoral condyle. The 
preferred point of femur entry is deep within the inter 
condylar notch, as identified under fluoroscopic visual 
ization, approximately four (4) millimeters anterior to 
the junction of the femur posterior cortex and the inter 
condylar seam as would be seen in a true lateral x-ray 
film of the distal femur, Guidewire travel is continued 
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4. 
to pass through the femur cancellous bone, the medul 
lary channel and into the anterior lateral cortex so as to 
be just proximal to the metaphysical flare of the distal 
femur. So installed, the guidewire is then used to direct 
drill points of increasing drill sizes along its course, the 
drilling operation to sequentially increase the passage or 
tunnel diameter from the tunnel entry at the tibial tuber 
osity. 

In the passage or tunnel formation the increasing size 
drills are stopped in the medullary channel. As a final 
step in the tunnel formation, the tunnel end is drilled 
beyond the medullary channel into the femur anterior 
cortex where the guidepin has been lodged. This final 
hole is made in preparation for turning either a tap 
therein forming threads or a flaring drill to widen that 
tunnel end. In one embodiment the liganent femoral 
end connection is a threaded component to be turned 
into the threaded tunnel end. In another embodiment 
the ligament femoral end connector is arranged to be 
expanded or outwardly flared to fill the widened tunnel 
end. 

After tunnel formation, the ligament is inserted to 
where its end is secured in the femur cortex as by either 
turning or expanding the connector end therein. The 
ligament thereby extends from its cortex end to where it 
exits the tunnel at the tunnel point of entry on the tibial 
tuberosity. Where the ligament is an allograft, the liga 
ment end can be bent at the tunnel end across the bone 
and stapled thereto. Where the ligament is a prosthetic 
ligament, a preferred end coupling involves forming 
threads in the ligament end to receive a flat disk that is 
center tapped and slopes outwardly from one face to the 
other around the circumference, the small diameter face 
to nest in the tunnel end. This connector arrangement 
provides a capability for ligament length adjustment to 
achieve a desired ligament tensioning. In both embodi 
ments, the respective connectors can be formed of a 
biodegradable material, such as a polylactic acid that 
will be absorbed by the body during the healing pro 
cess, the bone growing to either the prosthetic or allo 
graft ligaments. 

Utilization of the above-described ligament and pre 
ferred connector installing procedure provides for liga 
ment positioning to most nearly duplicate a damaged 
ligament and for setting a desired tensile stress in the 
ligament. 

DESCRIPTION OF THE DRAWINGS 
In the drawings that illustrate that which is presently 

regarded as the best mode for carrying out the inven 
tion: 

FIG. 1 shows a patient's leg with their lower leg 
maintained at approximately a ninety (90) angle to the 
upper leg, which positioning is to be maintained 
throughout a surgical procedure of the present inven 
tion; FIG. 2 is an enlarged side elevation view exposing 
the proximal tibia and distal femur ends of the leg of 
FIG. 1, which distal femur is shown as having had a 
section removed to the bone cortex, exposing a tunnel 
formed therein that contains one embodiment of a pros 
thetic ligament and end connectors therefore of the 
present invention; 

FIG. 3 is a front elevation view of the distal femur 
and proximal tibia ends of FIG. 2 showing a portion of 
the femur cortex removed exposing the tunnel with the 
prosthetic ligament end secured therein; 
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FIG. 4 shows an enlarged side elevation view of the 

prosthetic ligament of FIGS. 2 and 3 removed from the 
patient's knee, and shows the ligament femoral and 
tibial attachment ends as they appear before installa tion; 
FIG. 5A is an enlarged end view of the femoral at 

tachment end of the prosthetic ligament of FIG. 4; 
FIG. 5B is a view like FIG. 5A except that it shows 

the femoral attachment end having been expanded to 
the flared configuration shown in FIGS. 2 and 3; 
FIG. 6 shows another embodiment of a prosthetic 

ligament that incorporates a deep threaded end as the 
femoral attachment end and includes the threaded tibial 
attachment end that is like shown in FIGS, 2 through 4; 

FIG. 7 is a side elevation view of a distal femur 
showing a section removed so as to expose the bone 
cortex and shows the ligament femoral attachment end 
of FIG. 6 turned into a tapped tunnel end; 
FIG. 8 shows a profile perspective view of a threaded 

cylindrical allograft ligament end connector that is for 
turning into a tapped tunnel end in the femur cortex; 
FIG. 9 shows a sectional view taken along lines 9-9 

of the end connector of FIG. 8; 
FIG. 10 shows the end connector of FIG. 9 being 

sewn onto the end of an allograft ligament and shows a 
hex-sided driver fitted into a like sided longitudinal hole 
in that end connector with the allograft ligament 
wrapped therearound; and 

FIG. 11 shows a front elevation view of a femur that 
has a tunnel formed into the base cortex, showing a 
section of the bone removed to expose the end connec 
tor of FIGS. 8 through 10 turned therein. 

DETALED DESCRIPTION 
The present invention is in a surgical process or sys 

tem whereby, from a single incision only made in a 
patient to their tibial tuberosity, a straight passage or 
tunnel is formed that will cross the proximal and distal 
femur surfaces and extend into the femur cortex. The 
tunnel is for receiving a ligament, either allograft or 
prosthetic, that is secured therein by one of several 
ligament end attachment embodiments of the invention. 
The process is primarily directed to but should be un 
derstood is not limited to replacement of a patient's 
damaged anterior or external cruciate ligament. The 
present procedure is described herein with respect to a 
replacement of the amterior cruciate ligament that is the 
ligament that is attached on its one end to the depression 
in front of the spine of the tibia and is part of the exter 
nal semi-lunar fibrocartilage and is arranged to pass 
obliquely upwardly as well as backwardly and out 
wardly therefrom. The other ligament end is joined 
onto the inner and back part of the femur outer con 
dyle. The anterior cruciate ligament, during leg rota 
tion, is in a semi-flexed condition, and opposes inward 
rotation. It is this ligament that, in athletic play where 
the knee is subjected to an inward force, such as foot 
ball, is most often damaged. Heretofore, repair of the 
anterior cruciate ligament has involved an extensive 
surgical opening of the knee along with a release of the 
outer ligaments and cartilage that surround the tibia to 
effectively lay open the knee. Whereafter, the ruptured 
ligament has been repaired, if possible or replaced with 
an allograft or prosthetic ligament. Where replacement 
is in order, the procedure has involved tunneling 
through the femur and tibia, the tunnel exiting both 
bone surfaces, and a stapling of the ligament ends of the 
bone surfaces. Such procedure has required that the 
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6 
patient's leg be immobilized for an extended period of 
time to allow for healing, and, generally a full restora 
tion of the patient's knee has not been obtained. Even in 
the best of circumstance, after a long restorative or 
healing period, extensive physical therapy is necessary 
to restore the knee to proper functioning. Unique to 
such former procedures the present invention provides 
a reconstructive procedure for arthroscopic insertion of 
either an allograft or prosthetic ligament that involves a 
single small incision only and provides, with a success 
ful completion of the procedure, a ligament that is es 
sentially ready for use. 
FIG. 1 shows that in a practice of the arthroscopic 

procedure of the present invention for replacement of 
the amterior cruciate ligament, the patient's leg 10 is 
preferably maintained at approximately a ninety degree 
(90) angle between the femur and tibia. With the leg 
10 so maintained, a longitudinal incision of approxi 
mately five (5) centimeters is made in the lower leg just 
below the external semi-lunar fibrocartilage to open the 
skin to the tibial tuberosity. At this exposed bone sec 
tion, the end of a stainless steel guidewire, not shown, is 
positioned on a point of the tibial tuberosity that is 
approximately two (2) centimeters distal to the medial 
tibial plateau. The guidewire is then urged into that 
bone mass at that point by an application of a force 
thereto as by hammering the opposite guidewire end, or 
the like. This insertion process is made under fluoro 
scopic control to allow a surgeon to follow the guide 
wire progress through the bone so as to ensure that it 
will exit a point on the proximal tibia surface where the 
anterior crucial ligament is connected to the tibia and is 
blended with the semi-lunar fibrocartilage. This point 
will be approximately two (2) centimeters posterior to 
the most anterior border of the tibial plateau, Guidewire 
travel to verify its positioning as it enters the joint after 
piercing the tibial connection of the anterior cruciate 
ligament can also be visualized arthroscopically 
through an opening made in the knee cap area. 
Guidewire travel can thereby be observed both ar 

thoscopically and fluoroscopically, insuring that it trav 
els across the intercondylar notch area of the knee to 
engage the posterior and lateral femoral condyle at a 
point that is deep within the notch. This point is approx 
imately where the opposite end of the anterior crucial 
ligament attaches to the femur at the intercondylar 
notch area. It is generally located approximately four 
(4) millimeters anterior to the junction of the femur 
posterior cortex and the intercondylar seam as would be 
seen in a true lateral x-ray film of the distal femur. 
During this procedure, as set out above and shown in 
FIG. 1, the knee is maintained or fixed in a ninety de 
gree (90') position to ensure that the formed passage 
will be essentially straight and that points of engage 
ment of the guidewire with the ends of the anterior 
crucial ligament will be optimal. 

After verifying that the guidewire pointed end is 
properly located on the junction of the femur posterior 
cortex and the intercondylar seam, it is further forced 
into the bone mass. The guidewire is driven through the 
cancellous bone that surrounds the medullary channel 
to pass through that medullary channel and into the fem 
uramterior lateral cortex to a point that is just proximal 
to the metaphysical flare. Guidewire positioning is 
again verified radiologically and is thereafter utilized to 
guide drill points of increasing sizes along the guidewire 
course. Such drilling begins at the entry point on the 
anterior medial tibia and terminates at the femur medul 
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lary channel before the anterior lateral cortex. The drill 
points that are selected for forming the tunnel to receive 
a prosthetic ligament preferably begin at five sixteenths 
of an inch (5/16") and are progressively increased in 
size by one sixteenth of an inch (1/16") increments to 
approximately seven sixteenths of an inch (7/16") in 
diameter. In practice, it is preferred that the tunnel is 
not drilled beyond the femur medullary channel so as 
not to dislodge the guidewire end lodged in the anterior 
cortex. For forming a tunnel to receive an allograft 
ligament, the above described procedure is employed, 
except that the preferred drill sizes begin at six (6) milli 
meters and progress to eight (8) millimeters as the tun 
nel is enlarged. 

After the required diameter of hole or tunnel is 
formed that is suitable for the selected ligament, a final 
drilling step is the insertion of a one quarter of an inch 
(") canulated drill into the tunnel to pierce the anterior 
lateral cortex of the femur. This step is in preparation 
for fitting a tap or flaring drill into that cortex. With this 
drilling step the guidewire is released and can be re 
moved. The tunnel end in the femur anterior lateral 
cortex is then ready to be prepared to receive a femoral 
attachment end of either allograft or prosthetic liga 
ment to be secured therein. For a threaded end coupling 
the anterior lateral cortex will preferably be tapped to 
approximately a three eights of an inch (") diameter, 
While, for a skirted end coupling as will be described 
later herein, the tunnel end receives a flaring drill 
turned therein. 
With the tibia maintained at a ninety degree (90) 

angle to the femur, FIGS. 2 and 3 show tunnel 11 
formed between the distal femur and proximal tibia 
ends and show a section of the femur removed there 
from. The Figs, illustrate the positioning of the respec 
tive bone ends and show a prosthesis ligament secured 
therein. Tunnel 11 exits the proximal tibia at a point 14 
that is approximately two (2) centimeters posterior to 
the most anterior border of that tibial plateau 13 and is 
approximately the connection point of the end of the 
anterior cruciate ligament to the bone surface. The 
intercondylar notch area, shown at 15 in FIG. 3, is the 
point of entry of tunnel 11 into the distal femur, the 
tunnel passing between the posterior and lateral femoral 
condyles 16 and 17. The preferred tunnel entry point is 
on the distal femur is determined radiologically and 
should be appropriately four (4) millimeters anterior of 
the juncture of the femur posterior cortex 18 and the 
intercondylar seam 19. From this point of entry the 
tunnel 11 passes through the cancellous bone 20 and 
through the medullary channel 21, as shown in broken 
lines, and terminates in the anterior lateral cortex 22. 
A practice of the above set out procedure therefore 

will produce a tunnel suitable for receiving a ligament 
to replace the anterior cruciate ligament as shown in 
FIGS. 2, 3, 7, and 11, with the tunnel end that termi 
nates in the cortex to receive a ligament end connector 
secured therein, as will be discussed in detail hereinbe 
low. It should, however, be understood that, with ap 
propriate changes to the tunnel point of entry and angle 
of travel therethrough it can be formed to pass through 
the junctions of the posterior cruciate ligament with the 
respective bone surfaces within the scope of this disclo 
SC. 

FIGS. 2 and 3 illustrate a first embodiment of an 
expandable cone 26 as a femoral attachment end for a 
prosthetic ligament 25. The expandable cone 26 is cylin 
drical in shape and preferably includes longitudinal slots 
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27 formed at spaced intervals therearound. So arranged, 
the cone end can be expanded to the attitude shown in 
FIGS. 2 and 3 when an expansion anchor 33 is pulled 
therein, the cone end breaking at longitudinal slots 27 to 
form a skirt. To accommodate the cone 26 that has been 
flared into a skirt, as shown also in FIG.SB, the femoral 
end of tunnel 11 must also..be outwardly flared at its 
most distant point. From the flared portion, the tunnel 
to taper a lesser radius or circumference that is essen 
tially the ligament radius. For forming such outwardly 
flared tunnel end portion, a drill that is shown in an 
earlier application for U.S. patent application, Ser, No. 
845,929, that the present inventor is a coinventor of, is 
preferred. Such drill includes sissoring blades that, at a 
certain depth of penetration of the drill end relative to a 
guide sleeve thereof, will pivot apart. With thesissoring 
blades flaring outwardly, the drill will then cut an in 
verted skirt shaped hole at the tunnel end to accommo 
date the prosthetic ligament expandable cone 26 after it 
has been flared outwardly therein. While a drill like that 
described in the aforesaid earlier application for U.S. 
patent is preferred, it should be understood that other 
drill arrangements for forming an inverted skirt or like 
enlarged femoral end of tunnel 11 can be so used within 
the scope of this disclosure. 

FIGS. 2, 3, and 4 show the prosthetic ligament 25, 
shown to be preferably formed from a braided fabric 
and includes as the femoral attachment end, the expand 
able cone 26. The expandable cone 26 is preferably 
attached to the prosthetic ligament 25 in the manufac 
turing process. The opposite end of ligament 25 is 
shown threaded therealong at 29 for receiving, as a 
tibial attachment end, a flattened cone 30. Flattened 
cone 30 is holed and threaded longitudinally there 
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through to be turned over the threaded prosthetic liga 
ment tibial end 29. The flattened cone outer circumfer 
ence is shown to appear outwardly from the edge of one 
face to the edge of the other face with the lesser diame 
ter cone face to wedge in tunnel 11 open end. To pro 
wide for expanding cone 26, as shown best in FIG. 4, the 
prosthetic ligament 25 includes a longitudinal passage 
that is open therethrough and receives an inner shaft 31 
telescoped to slide therein. The inner shaft 31, as illus 
trated best in FIGS. SA and 5B, included a threaded end 
32 that is for turning into a threaded central opening in 
a flat face of an expansion anchor 33. The expansion 
anchor 33 is shown to have, opposite to the flat face, a 
cylindrical nose and is flared or tapered outwardly back 
from the nose end into a cylindrical center section 34. 
Back therefrom the anchor tapers inwardly from an end 
edge 35 into a saddle 36 and then flares outwardly from 
37 to terminate in a rear edge 38. The anchor rear edge 
38 is aligned with the expanding cone 26 open end to 
travel therein. The cone 26 is tapered inwardly from a 
widest point at its open end, the opening therethrough 
reducing in diameter, as illustrated in broken lines at 26a 
in FIGS.5A and 5B to a continuous groove 39 formed 
around the cone inner circumference at approximately 
the closed ends 27a of longitudinal slots 27. As shown 
best in FIG. SB, pulling the expansion anchor 33 into 
the expandable cone 26 causes that cone end to expand 
outwardly, flaring the cone at longitudinal slot ends 
27a. With continued travel of the expansion anchor 
therein the anchor rear edge 38 will engage and seat in 
groove 39 having flared the cone 26, as shown in broken 
lines in FIG.SB, locking the expansion anchor therein. 
Shaft 31 travel to so move expansion anchor 33 into the 
expandable cone 26 is shown by the arrow B in FIG. 
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5B. So arranged, travel of the anchor within the ex 
pandable cone 26 causes it to break at the slot 27 end 27a 
flaring the cone end outwardly into a flattened cone. 
The expandable cone 26 is thereby erected to have to its 
greatest diameter at its rearmost point the tunnel 11, 
that cone flared portion filling the tunnel end and per 
manently seating therein. This coupling has been found 
in pull-out tests performed thereon to resist separation 
at forces in excess of 1300 neutrons that is estimated to 
be a maximum force as could reasonably be expected to 
be exerted on the ligament. 

FIG. 6 shows another embodiment of a prosthetic 
ligament 40 that includes, as a femoral attachment end, 
deep threads 41 that are formed in the ligament femoral 
end. These threads are preferably formed during the 
fabrication thereof as are smaller machine threads 42 
that are formed in the ligament tibial attachment end. 
Threads 41, as illustrated, are preferably cut deep and 
wide to bite deeply into the tunnel femoral anterior 
cortex end, which threads are cut or formed therein, as 
set out hereinabove, as a last step in the tunnel forma 
tion process. As with the description of prosthetic liga 
ment 25, the machine threads 42 that are formed as the 
tibial attachment end are to receive a flattened cone 43 
turned thereover. In the prosthetic ligament 25 and 40 
embodiments the tibia attachment component is prefer 
ably the flattened cone shaped collar that is longitudi 
nally center threaded therethrough for turning over the 
threaded prosthetic ligament threaded end such that the 
cone lesser diameter end will travel into the tibia tunnel 
11 end, Flattened cone 43 turning is preferably accom 
plished by fitting a tool, not shown, into a hole or holes 
43a that extend through the cone to the greater diame 
ter face thereof, and turning the collar with that tool. 
This arrangement provides for adjusting ligament ten 
sion by appropriately turning the collar on the ligament 
to engage the tibia tunnel end. 
As set out hereinabove, the tunnel 11 femoral end, 

after it has been tapped or otherwise machined to form 
threads therein, accommodates the threaded end 41 of 
prosthetic ligament 40 turned therein. This tapping or 
threading can be accomplished by insertion of the canu 
lated drill into the femur anterior lateral cortex end of 
tunnel 11, as described hereinabove, followed by a tap 
turned therein. Such tap is inserted along the prepared 
tunnel 11 and is turned to tap that femur anterior cortex 
at 44, as illustrated in FIG. 7. Whereafter, the prosthetic 
ligament 40 of FIG. 6 is turned into the tunnel end 44, 
as illustrated in FIG. 7, to where the ligament end butts 
against the tunnel end, locking the ligament therein. 
Thereafter, prosthetic ligament length and tension ad 
justment is accomplished, as set out above, by turning 
the flattened cone 43 on the prosthetic ligament thread 
end 41, to where it engages the tibia end of tunnel 11. 
Setting prosthetic ligament tension is preferably accom 
plished while maintaining the patient's leg 10 in the 
attitude shown in FIG. I. 

FIG. 10 shows a threaded cylinder 50 that is a pre 
ferred configuration of a femoral attachment for an 
allograft ligament 49 for securing a ligament end in the 
femoral anterior cortex end of tunnel 11. Cylinder 50 is 
shown to have the appearance of a set screw, in that it 
is threaded at 51 along its entire length, as shown in 
FIG. 8 and 9, and includes a center hex-sided cavity 53, 
Additionally, the cylinder 50 preferably includes longi 
tudinal holes 5-2 that are radially formed therethrough 
around the center hex-sided cavity 53. The cavity 53 is 
formed in a ligament attaching end of cylinder 50 that is 
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10 
preferably dished below a circumferential lip 54. The 
cylinder 50 is preferably fabricated of a biodegradable 
material such as a polylactic acid plastic or like material, 
to be absorbed by the body in the healing process. FIG. 
10 shows an end of allograft ligament 49 being attached 
to cylinder 50 by passing a suture 56 at spaced intervals 
around the ligament end, which suture is also selec 
tively threaded through longitudinal passages 52 using a 
needle 57. The ligament end is then drawn tightly 
against the cylinder 50 dished out portion, fitting below 
the circumferential lip 54. Shown in FIGS. 10 and 10A, 
for installation, the allograft ligament is unrolled and is 
wrapped around a hex-sided driver 58, which drive 
should be long enough to be turned from without the 
tunnel 11. The allograft ligament has an overlapping 
layered appearance, as shown in the sectional view of 
FIG. 10A. To install the hex-sided driver 58 the allo 
graft ligament is unwrapped so as to loosen it as the 
center wherethrough the hex-sided driver if fitted. The 
ligament and driver are then fitted into tunnel 11 and 
the cylinder 50 threads 51 are turned into a tapped fem 
ur end 60 of tunnel 11. After seating of the cylinder, the 
hex-sided driver 58 is removed and the allograft liga 
ment 49 stretched out, as illustrated in FIG. 11. The 
cylinder threads 51, are preferably machine type 
threads, as shown in FIGS. 8 through 11, and therefore 
thread 51 depth is not as great as is the depth of threads 
41 of the prosthetic ligament 40 of FIG. 6. It should, 
however, be understood that the threaded femoral at 
tachment end of the prosthetic ligament 40 and cylinder 
50 can have the same or different depth of thread within 
the scope of this disclosure. 
With cylinder 50 seated as described and the allograft 

ligament 49 stretched thereform, to complete the liga 
ment reconstruction, the allograft ligament 49 is pulled 
tight so as to achieve a certain tensile loading thereon. 
The ligament tibial end is then secured to the tibia as by 
bending the ligament 49 tibial end across the bone sur 
face from the tunnel 11 entry and is fixed thereat as by 
driving staples into the bone that span the ligament. Of 
course, a tibial attachment device such as a collar ar 
rangement, that could be pinched around the ligament, 
not shown, or the like, can be used for attaching the 
allograft ligament tibial end to the tibia within the scope 
of this disclosure. 
The above sets out the preferred end connector ar 

rangements and system for their use for ligament recon 
structive surgery as particularly applicable to a replace 
ment of the anterior cruciate ligament with a prosthetic 
or allograft ligament. It should, however, be under 
stood that the described procedures is and/or the de 
vices described herein can be appropriately modified to 
be used to surgically replace the posterior cruciate liga 
ment and/or other knee ligaments, within the scope of 
this disclosure. It should also be understood that any or 
all of the described ligament end connectors can be 
fabricated from a material or materials such as a poly 
lactic acid plastic, or the like, to be absorbed by the 
body during the healing process. Obviously, however, 
the described connectors can be manufactured from an 
appropriate metal to remain in the bone after the healing 
process has taken place. 
The present disclosure has, of course, been directed 

to both prosthetic and allograft ligaments. Within pres 
ent technology, a prosthetic ligament manufactured by 
Zimmer U.S.A. is believed to be suitable for the de 
scribed application. Approval for this ligament for use 
as an implant is currently being sought from the Food 



Re. 
11 

and Drug Administration for human implant. It should, 
however, be understood that the present invention is 
not limited to use with such particular prosthetic liga 
ment only and that the end connection devices set out 
herein can be used with other prosthetic ligaments as 
may be now available or as may be developed in the 
future within the scope of this disclosure. Of course, 
allograft ligaments from cadavers are presently avail 
able for human implant. 
The above described configurations of an aliograft 

femoral device, shown as cylinder 50 in FIGS. 8 
through 11, has been laboratory tested as set out in 
Table I hereinbelow. Table I shows the pull out 
strength of the femoral attachment component, the 
cylinder 50 that incorporates three (3) sutures 56 each 
threaded through and back through passage 52, secur 
ing the ligament end to the cylinder end. Each suture 
was capable of sustaining a twenty (20) pounds tensile 
load. The test standard thereby being that the attach 
ment device, cylinder 50 and its suture connection 
would sustain at least a pull-out tensile stress of sixty 
(60) pounds. The test data in Table I shows that this 
criterior was met, the minimum sustained load shown as 
sixty seven (67) pounds. Additionally, it should be noted 
that all tests were performed using bones that came 
from specimens that were older than sixty (60) years at 
the time of death, The advanced age of the bone speci 
mens used, it can be assumed, increases the chances that 
the bones will be softer and more porous, greatly reduc 
ing the bone strength. Test performed on younger 
bones, it can reasonably be assumed, would likely show 
greater failure strengths. Even using the aged speci 
mens, the tests demonstrated the utility of the connector 
as the minimum load sustained of sixty seven (67) 
pounds was still greater than the combined suture 
strength of sixty (60) pounds, with the other tests for the 
different thread configurations showing much greater 
failure strength. 

TABLE I 
SPECIMIEN SPECIFICATIONS 

Material Threads 
Test Note Thread Major Minor Per Load 
Number Date Length Dia. dia. Inch (Libs.) 

-29.86 .702 34 236 9 67 
2 -29-86 O2 34 .236 9 29 
3. 7.9-86 O2 34 .236 9 65 
4. 8-07-86 .34 373 .236 9 59 
s 8-07-86 S94 34 .236 9 33 
s 9-04-86 SO 32 .236 15 
7 9-0486 .750 328 236 2 67 
8 9-04-86 .50 .328 236 2 s 
9 9-04-86 SO 328 236 42 
4. 9-12-86 SO 35 .280 2O 
s 9-12-86 SO 375 280 18 20 
6 9-12-86 SO 375 .80 8 520 

9-12-86 SO .375 280 20 
Note 
MATERA EST NOE NUMBER 0-13 NWOLVE AATAC. 
MENT WICESAN ONot APPLY 

Herein has been set out a preferred surgical proce 
dure or system and ligament end attachement devices. It 
should, however, be understood that the present disclo 
sure is made by way of example only and that variations 
to the procedure or system and the described ligament 
end connectors are possible without departing from the 
subject matter coming within the scope of the following 
claims, which claims we regard as our invention, 
We cairn: 
1. A surgical system for implanting a human knee 

joint ligament, particularly a cruciate ligament compris 
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ing, under fluoroscopic control and with the patient's 
leg bent and maintained appropriately, at single incision 
to the tibial tuberosity, urging a guidewire through the 
bone surface and passing through the cruciate ligament 

5 junctions to the proximal tibia and distal femur, the 
guidewire further urged into the femur cortex, which 
guidewire is to receive and guide therealong succes 
sively larger drills to form a ligament tunnel of a diame 
ter to accommodate a selected allograft or prosthetic 
ligament, and the end of which ligament tunnel within 
said femur cortex is further prepared to receive a liga 
ment femur attachment connector fitted and secured 
therein; an allograft or prosthetic ligament for implant 
in said ligament tunnel that includes on one end the 
femoral attachment connector and is arranged for inser 
tion into said ligament tunnel, the femoral attachment 
connector arranged for permanent installation in said 
femur cortex at said ligament tunnel end; and securing 
a tibial attachment end of said ligament at the open tibia 
end of said ligament tunnel. 

2. A surgical system as recited in claim 1, wherein for 
replacement of an anterior cruciate ligament, the pa 
tient's leg is bent and maintained at approximately a 
ninety degree (90) angle and the incision is made ne 
dial to the tibia tuverosity down to a point on the bone 
surface that is approximately two (2) centimeters distant 
from the medial tibial plateau; and the guidewire is 
inserted into the tibia at that point to travel through the 

30 joint to cross the intercondylar notch area and engage 
the femur posterior and lateral femoral condyle at a 
point within said intercondyalr notch area that is ap 
proximately four (4) millimeters anterior to the junction 
of the fen ur posterior cortex and the intercondylar 
seam, the guidewire entering the femur to pass through 
the cancellous bone that surrounds the medullary chan 
nel is passed through the medullary channel and into the 
femur anterior lateral cortex. 

3. A surgical system as recited in claim 1, wherein the 
liganent tunnel end within the fen ur cortex is drilled 
by turning a flaring drill means therein so as to form an 
open inverted cone shaped section. 

4. A surgical system as recited in claim 3, wherein the 
ligament femoral attachment connector is an expansion 
cone formed as an open cylinder having a proximal end 
connected to an end of a prosthetic ligament that in 
cludes an open center longitudinal passage there 
through, which expansion cone is longitudinally slotted 
at spaced apart intervals around its distal end from said 
prosthetic ligament and includes a continuous groove 
formed around the cylinder inner circumference; and an 
arrangement for expanding said expansion cone into a 
skirt at its longitudinally slotted end to conform to the 
inverted cone shape section formed at the ligament fem 
ur cortex end. 

5. A surgical system as recited in claim 4, wherein the 
arrangement for expanding the expansion cone consists 
of a cylindrical expansion anchor that is center holed on 
one end and receives an end of a rod that is releasably 
secured therein so as to be capable of breaking away 
when a certain pulling force is exerted thereon, which 
rod is telescoped through said prosthetic ligament open 
center longitudinal passage, the opposite rod end ex 
tending beyond said prosthetic ligament end for receiv 
ing a pulling force thereon to move said expansion an 
chor into said expansion cone so as to flare said expan 
sion cone outwardly into a skirt at said longitudinal 
slots, a circumferential edge formed around said expan 
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sion anchor to travel into the continuous groove of the 
inner circumference of the expansion cone, locking 
therein. 

6. A surgical system as recited in claim 5, wherein the 
expansion anchor tapers inwardly from a central ring to 
a lesser diameter section and then outwardly to the end 
wherein the expansion anchor is center holed forming a 
circumferential edge that is the same diameter as the 
expansion anchor center portion; and the expansion 
anchor center hole is tapped to receive a threaded end 
of the rod, which rod and expansion anchor center hole 
threads are such as to disengage when a certain tension 
stress is applied therebetween. 

7. A surgical system as recited in claim 3, wherein, to 
provide for securing the prosthetic ligament tibial at 
tachment end to the tibia, a flattened cone shaped disk is 
provided having a lesser diameter end wherefrom the 
cone shaped disk outer surface slopes uniformly out 
wardly to a greater diameter end, which lesser diameter 
end is for alignment with and installation in the tibia end 
of the ligament tunnel, the cone shaped disk having a 
center opening therethrough that is tapped to be turned 
over a threaded tibial end of said prosthetic ligament, 
turning of which cone shaped disk on said prosthetic 
ligament threaded end to move said lesser diameter 
cone shaped disk end into engagement with the bone 
around said ligament tunnel tibial end for setting pros 
thetic ligament tensioning. 

8. A surgical system as recited in claim 1, wherein the 
ligament tunnel closed end within the femur cortex is 
tapped to form threads in the surrounding bone. 

9. A surgical system as recited in claim 8, wherein, for 
a prosthetic ligament, the ligament femoral attachment 
connector includes thread means formed on the pros 
thetic ligament femur end for turning into the threads 
formed in the ligament tunnel at the femur cortex end. 

10. A surgical system as recited in claim 8, further 
includes, for securing the prosthetic ligament tibial at 
tachment end to the tibial end of the ligament tunnel, a 
flattened cone shaped disk having a lesser diameter end 
wherefrom the cone shaped disk slopes uniformly out 
wardly to a greater diameter end, which lesser diameter 
end is for alignment with and installation in the tibia end 
of the ligament tunnel, the cone shaped disk having a 
center opening therethrough that is tapped to be turned 
over a threaded tibial end of said prosthetic ligament, 
turning of which cone shaped disk on said prosthetic 
ligament to move said lesser diameter cone shaped disk 
end into engagement with the bone around said liga 
ment tunnel tibial end for setting prosthetic ligament 
tensioning. 

11. A surgical system as recited in claim 8, wherein, 
for an allograft R ligament, the femur attachment con 
nector is a cylinder that includes threads formed along 
the length of its outer circumference, which threads are 
for turning into the threads formed in the femur cortex 
end of the ligament tunnel, which femur attachment 
connector is holed longitudinally from end to end at 
radial spaced apart intervals to accommodate a suture 
that is threaded therethrough and through spaced 
points at the end of the allograft ligament, the cylinder 
further including a center longitudinal sided driver hole 
formed in one end thereof; and a tool that is sided to fit 
within the cylinder center longitudinal sided driver 
hole, wherearound the allograft ligament is arranged 
for turning said cylinder into the threaded femur cortex 
end of the ligament tunnel, the tool opposite end to 
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14 
extend out from the tibia end of said ligament tunnel for 
turning. 

12. A surgical system as recited in claim 11, wherein 
the one end of the fern ur attachment connector is 
dished inwardly at the allograft ligament connection 
end, a circumfereritial lip extending from the cylinder 
end above that dished out portion to accommodate the 
end of said allograft ligament drawn therepast, against 
the dished surface of the cylinder, by tightening the 
sutures that have been passed at intervals through the 
allograft ligament end and threaded through through 
the cylinder radial longitudinal holes. 

13. A surgical system as recited in claim 11, wherein 
the center longitudinal hole is hexagonally sided to 
accommodate, as the tool, a straight hexagonally sided 
shaft for sliding into said cylinder center longitudinal 
hole and accommodating the allograft ligament ar 
ranged therearound. 

14. A surgical system as recited in claim 1, wherein 
the respective femur cortex and tibial attachment con 
nectors of the prosthetic and allograft ligaments are 
formed of a biodegradable material for absorption by 
the body. 

15. A surgical system as recited in claim 1, wherein 
the biodegradable material is polylactic acid. 

16. A surgical system for a prosthetic ligament im 
plant as a replacement for a knee ligament, particularly 
a cruciate ligament, the ligament for installation in a 
ligament tunnel formed to have a closed end in either 
the femoral or tibial cortex, said ligament tunnel extend 
ing across the knee joint and is open at the distal bone 
surface from the ligament tunnel closed end, which 
ligament tunnel closed end is prepared to receive and 
connect in binding engagement to an end of said pros 
thetic ligament comprising, a femoral attachment con 
nector end means secured to one end of said prosthetic 
ligament to be permanently secured in said prepared 
ligament tunnel cortex end; and a tibial attachment 
connector means that is secured to said prosthetic liga 
ment other end for maintaining and adjusting the pros 
thetic ligament tensioning at the liganent tunnel en 
trance which tibial attachment connector means con 
sists of a flattened cone shaped disked that has a lesser 
diameter end wherefrom the cone shaped disk outer 
surface slopes uniformly outwardly to a greater diame 
ter end, which lesser diameter end is for alignment with 
and installation in the open end of said ligament tunnel, 
the cone shaped disk having a center opening there 
through that is tapped to be turned over a threaded end 
of said prosthetic ligament, turning of which cone 
shaped disk on said prosthetic ligament threaded end to 
move said lesser diameter cone shaped disk end into 
engagement with the bone around said ligament tunnel 
open end. 

17. A surgical system for a prosthetic ligament in 
plant as recited in claim 16, wherein the ligament tunnel 
closed end is formed to have an open inverted cone 
shaped section and the femoral attachment connector 
means is an expansion cone that is formed as an open 
cylinder, is longitudinally open therethrough and has a 
proximal end that is secured to an end of the prosthetic 
ligament, which prosthetic ligament includes an open 
center longitudinal passage therethrough, and the ex 
pansion cone is longitudinally slotted at spaced apart 
intervals around its distal end from its coupling to said 
prosthetic ligament end and includes a continuous 
groove formed around the cylinder inner circumference 
at approximately the center thereof, and means for ex 
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panding said expansion come into a skirt at its longitudi 
nally slotted end. 

18. A surgical system as recited in claim 17, wherein 
the means for expanding the expansion cone consists of 
an expansion anchor means that is cylindrical in shape 
and is center holed on one end to receive an end of a rod 
releasably secured, which coupling is such so as to be 
capable of breaking apart when a certain pulling force is 
exerted thereon, which rod is telescoped in sliding ar 
rangement through said prosthetic ligament open center 
longitudinal passage the opposite rod end extending 
beyond said prosthetic liganent end; and said expansion 
anchor means to travel on the end of said rod into said 
expansion cone a circumferential edge of said expansion 
anchor means to travel into the continuous groove that 
is formed around the inner circumference of said ex 
pansion cone to flare said expansion cone outwardly 
into a skirt at said longitudinal slots and locking therein. 

19. A surgical system as recited in claim 18, wherein 
the expansion anchor tapers inwardly from a central 
ring to a lesser diameter section and then outwardly to 
the end wherein the expansion anchor in center holded 
forming a circumferential edge that is the same diameter 
as the expansion anchor center portion; and the expan 
sion anchor center hole is tapped to receive a threaded 
end of the rod, which rod and expansion anchor center 
hole threads are such as to disengage when a certain 
tension stress is applied therebetween. 

20. A surgical system for a prosthetic ligament im 
plant as recited in claim 16, wherein the ligament tunnel 
closed end is tapped to form threads in the surrounding 
bone and the end means of the prosthetic ligament for 
permanent atttachment in that ligament tunnel closed 
end includes thread means formed therearound for turn 
ing into the threads formed in said closed end of the 
ligament tunnel. 
2. A surgical system for a prosthetic ligament as 

recited in claim 16, wherein the respective prosthetic 
ligament attachment connector means are formed of a 
biodegradable material for absorption by the body. 

22. A surgical system for a prosthetic ligament as 
recited in claim 21, wherein the biodegradable material 
is polylactic acid. 

23. A surgical system for installing an allograft liga 
ment inplant as a replacement for a knee ligament, 
particularly a cruciate ligament, the ligament for instal 
lation in a straight ligament tunnel formed to have a 
closed end in either the femoral or tibial cortex, which 
ligament tunnel extends across the knee joint and is 
open at the distal bone surface from the ligament tunnel 
closed end, the ligament tunnel closed end to be tapped 
to form threads in the surrounding bone comprising, as 
an allograft ligament connector, a cylinder that has 
threads formed over its length around its outer circum 
ference, which threads are for turning into the threads 
formed in the threaded closed end of the ligament tun 
nel, which cylinder is holed longitudinally from end to 
end at radial spaced apart intervals to accommodate a 
suture that is threaded therethrough and through 
spaced points at the end of the allograft ligament, said 
cylinder further including a center longitudinal sided 
driver hole formed in one end thereof; sided tool means 
appropriate for removable fitting into said center longi 
tudinal sided driver hole for turning said cylinder into 
said ligament tunnel threaded said tool means opposite 
end to extend from the open end of said ligament tunnel; 
and the unattached allograft ligament end is bent into 
engagement with the bone at said ligament tunnel open 
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end to receive connector means for securing said liga 
ment end to said bone surface. 

24. A surgical system for installing an allograft liga 
ment as recited in claim 2, wherein the one end of the 
allograft ligament connector is dished inwardly and 
includes a circumferential lip that extends above said 
dished portion to accommodate the end of said allograft 
ligament drawn therein by tightening the sutures that 
have been passed therethrough and through the cylin 
der radial longitudinal holes. 

25. A surgical system as recited in claim 23, wherein 
the cylinder center longitudinal hole is hexagonally 
sided to accommodate, as the tool means, a straight 
hexagonally sided shaft for sliding into said cylinder 
center longitudinal hole and accommodating the allo 
graft ligament arranged therearound. 

26. A surgical system as recited in claim 23, wherein 
the allograft ligament connector is formed of a biode 
gradable material for absorption by the body. 

27. A surgical system as recited in claim 25, wherein 
the biodegradable material is polylactic acid. 

28. A surgical system for replacement of an anterior 
cruciate ligament comprising, with the pateint's knee bent 
appropriately, from a single skin incision at the proximal 
tibial, means for forming a bone tunnel passes through the 
proximal tibia, through the cruciate ligament junctions, 
and into the endosteal bone within distal fern ur, a graft 
ligament, either natural or prosthetic, that includes a 
mounting means installed onto its femoral end, said liga 
ment adapted to be arthroscopically installed into said 
distal fen urbony tunnel means for endosteally securing 
said mounting means in said distal fern ur tunnel and 
means for securing, under tension, the other end of said 
graf liganent at or adjacent to the proximal tibial cortex 
tunnel end. 

29. A surgical system as recited in claim 28, wherein the 
system is practiced under fluoroscopic visualization control. 

30. A surgical system as recited in claim 28, wherein the 
mounting means is introduced to the intra articular open 
ing of the femoral tunnel through the tibial tunnel or 
through an adjacent soft tissue portal formed into the knee 
joint, 

31. A surgical method for performing ligament surgery 
comprising the steps of bending the tibia to a predeter 
mined angle with respect to the fen ur, forming a straight 
ligament tunnel through the tibia and into the femur, via 
a single proximal tibia incision, and securing ends of a 
natural of prosthetic ligament, respectively, to the tibia and 
endosteally within the distal femur portion of said tunnel. 

32. A surgical method as recited in claim 31, wherein the 
natural or prosthetic ligament end is endosteally fixed 
within the distal fen air by use of an attachment device 
connected to the ligament end which provides for liganent 
fixation within the distal fern ur portion of the tunnel; 
setting the liganent tension at the open end of the tibial 
liganent tunnel and securing said liganent tibial end at 
or adjacent to said open liganent tunnel tibial end. 

33. A surgical method as recited in claim 3, wherein the 
ligament tunnel is drilled from a single incision at the 
arterior medial tibia, 

34. A surgical method as recited in claim 31, wherein the 
ligament femoral end is secured within the distal femoral 
tunnel portion benween the distal fen ur posterior and 
arterior cortexes. 

35. A surgical method as recited in clain 3, wherein the 
ligament femoral end includes an attachment device that is 
introduced into the ligament tunnel through the open tibial 
tunnel end or through an adjacent soft tissue portal into the 
knee joint. 
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(57 ABSTRACT 

The invention provides a system for surgically implanting an 
allograft or prosthetic ligament as a replacement for a 
patient's cruciate ligaments. In a practice of the system, as 
a replacement for an anterior cruciate ligament, the patient's 
leg is bent and maintained at approximately a ninety degree 
(90) angle, a single incision is made medial to the tibial 
tuberosity. From this incision, underfluoroscopic and arthro 
scopic control, a guidewire is driven through the tibia and 
across the cruciate ligament junctions with the proximal 
tibia and distal femur ends and into the femur cortex. 
Succesively larger drills are then turned along the guidewire 
to form a ligament tunnel, with, as a last step in the tunnel 
formation process, the preparation of the femur cortex end 
of the tunnel to receive a femoral connector of the implanted 
ligament, which connector is arranged in one embodiment to 
be outwardly flared and in another embodiment to be turned 
into the appropriately prepared femur end of the ligament 
tunnel to lock therein. The invention, in addition to the 
embodiment of the ligament femur end connectors, further 
includes a tibial surface ligament tibial end connector for 
both securing the ligament end to the bone and the setting 
ligament tensioning, of which ligament connectors can be 
manufactured from a biodegradable material for absorption 
by the body. 
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REEXAMINATION CERTIFICATE 
ISSUED UNDER 35 U.S.C. 307 

THE PATENT IS HEREBY AMENDED AS 
INDICATED BELOW. 

Matter enclosed in heavy brackets appeared in the 
patent, but has been deleted and is no longer apart of the 
patent; matter printed initalics indicates additions made 
to the patent. 

ASA RESULT OF REEXAMINATION, IT HAS BEEN 
DETERMINED THAT: 

The patentability of claims 4-27 is confirmed. 

Claims 1,3,28, 31 and 34 are determined to be patentable 
as amended. 

Claims 2,29, 30, 32, 33 and 35, dependent on an amended 
claim, are determined to be patentable. 

1. A surgical system for implanting a human knee joint 
ligament, particularly a cruciate ligament comprising, under 
fluoroscopic control and with the patient's leg bent and 
maintained appropriately, at single incision to the tibial 
tuberosity, urging a guidewire through the bone surface and 
passing through the cruciate ligament junctions to the proxi 
mal tibia and distal femur, the guidewire further urged into 
the femur cortex, which guidewire is to receive and guide 
therealong successively larger drills to form a ligament 
tunnel of a diameter to accommodate a selected allograft or 
prosthetic ligament, and the end of which ligament tunnel 
within said femur cortex is closed or is blind and is further 
prepared to receive a ligament femur attachment connector 
fitted and secured therein; an allograft or prosthetic liga 
ment for implant in said ligament tunnel that includes on one 
end the femoral attachment connector and is arranged for 
permanent installation in said femur cortex at said ligament 
tunnel closed or blindend; and securing a tibial attachment 
end of said ligament is secured at the open tibia end of said 
ligament tunnel. 
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3. a Surgical system as recited in claim 1, wherein the 

ligament tunnel adjacent to the closed or blind end within 
the femur cortex is drilled by turning a flaring drill means 
therein so as to form as open inverted cone shaped section. 

28. A surgical system for replacement of an anterior 
cruciate ligament comprising, with the patient's knee bent 
appropriately, from a single skin incision at the proximal 
tibial, means for forming a bone tunnel passes passed 
through the proximal tibia, through the cruciate ligament 
junctions, and into the endosteal bone, terminating in a 
closed or blind tunnel end within the distal femur; a graft 
ligament, either natural or prosthetic, that includes a mount 
ing means installed onto its femoral end, said ligament 
adapted to be arthroscopically installed into said distal femur 
bony tunnel; means for endosteally securing said mounting 
means in said distal femur tunnel adjacent to said closed of 
blind tunnel end and at a distance from the femoral tunnel 
end at the distal femur posterior that is greater than two (2) 
centimeters; and means for securing, under tension, the other 
end of said graft ligament at or adjacent to the proximal 
tibial cortex tunnel end. 

31. A surgical method for performing ligament surgery 
comprising the steps of bending the tibia to a predetermined 
angle with respect to the femur, forming a straight ligament 
tunnel through the tibia and into the femur to a closed or 
blind tunnel end via a single proximal tibia incision, and 
securing ends of a natural or prosthetic ligament, respec 
tively, to the tibia and endosteally within the distal femur 
portion of said tunnel at a location adjacent to the closed or 
blind tunnel end and at a distance from the femoral tunnel 
end at the distal femur posterior that is greater than two (2) 
centimeters. 

34. A surgical method as recited in claim 31, wherein the 
ligament femoral end is secured within the distal femoral 
tunnel adjacent to the closed or blind tunnel end portion 
between the distal femur posterior and anterior cortexes 
where said ligament femoral end is closer to said femur 
lateral cortex surface adjacent to said femoral closed or 
blind tunnel end in the femur endosteum than to said distal 
femur posterior. 

  


