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  Update on Tightrope repairs, 5 years experience 
Overview
 We have now been performing arthroscopically assisted 
Tightrope repairs for canine cruciate ligament ruptures for over 5 
years and we have performed about 1500 total cases. This clinical 
experience, along with teaching over 35 Tightrope labs, has helped 
me to become very familiar with the system, what works well and 
what doesn’t.  Advantages of the system have led us to completely 
discontinue use of nylon lateral fabellar sutures. The strength and 
longevity of �bertape greatly exceeds that of nylon and it performs 
better with cyclic loading. The lateral fabella as the anchor point has 
the disadvantages of being a soft tissue anchor, and it is not isomet-
ric with any point on the tibia. This lack of isometry leads to variable 
tension of the device during range of motion of the sti�e, leading to 
constraint or laxity in the joint. Unlike the nylon lateral fabellar 
suture, theTightrope is anchored to bone on both ends and can be 
placed in a more isometric location. This leads to better range of 
motion and less stress on the device. It is a human implant designed 
to last inde�nitely and it seems to be very durable in our canine 
patients when properly placed. Patients too small for the normal 
Tightrope anchor receive a titanium anchor in the femoral tunnel 
location, and the rest of the procedure is exactly the same as a 
regular Tightrope. We no longer use any Mini-tightropes for CCL 
repairs as the #2 �berwire is not strong enough for that application 
in my experience.

 When Tightropes are not placed in an isometric position, 
the most common problem is a small amount of laxity (several 
millimeters) developing over the �rst couple months due to bone 
tunnel remodeling under stress, and it usually occurs at the lateral 
femoral condyle bone tunnel. The �bertape is tougher than the 
cancellous bone during the healing phase and strict rest for the �rst 
4 weeks allows the bone to become sclerotic (cortical) under the 
�bertape.  It is very rare to see any laxity occur after the �rst 4-6 
weeks if healing occurs properly. Radiographically the tunnels do 
not �ll in, but we can appreciate a line of sclerosis around the tunnel 
when healed. Breakage of the Fibertape is very rare and is usually 
due to inadvertent sharp edges left on the bone tunnels, particu-
larly the lateral femoral condyle.  We comfortably use the Tightrope 
on dogs up to 220 lbs and feel that device strength is not a concern. 

The most common criticism of Tightropes that I hear is that they are 
prone to infection. Obviously bacteria cause the infection, not the 
Fibertape.  Fibertape IS di�cult to clear of an infection, so prevention 
is the key and strict aseptic technique at surgery is critical for success. 
It takes longer to properly prepare a patient for sterile ortho-pedic 
surgery than to place the Tightrope. Hemotogenous spread is rare 
and can be minimized with appropriate antibiotic therapy and 
pre-operative assessment. Patients chewing open the surgical site 
must be prevented. Our infection rate last year was under 2%. 
Suspected infections need to be aggressively treated. Always obtain 
aerobic and anaerobic cultures, and be sure there is no joint infection 
(septic joints are a surgical emergency). Infections that do not clear 
quickly or that cause laxity require implant removal (don’t wait more 
than a couple months!). Explanting Tightropes can be done with two 
small incisions over the buttons with no compromise of any lateral 
�brosis. Generally infections are easily resolved after implant 
removal. 
 
 We began using PRP (platelet rich plasma) last fall based on 
human reports showing signi�cant reduction in infection rates and 
enhanced healing of bone tunnels with ACL repairs. Platelets contain 
a large amount of growth factors and mediators that help modulate 
in�ammation and stimulate healing responses. We have been inject-
ing PRP into the joint and surgical site at the end of all joint surgeries. 
We have about 100 cases of Tightrope repairs treated at surgery with 
PRP and there have been no infections in that series. We also have a 
clinical impression of improved healing (fewer seromas, etc). We 
hope to have more data in the future as we get more cases in the 
series. We currently are not charging for the PRP treatment. 
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