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A general consensus from in vitro and in vivo studies is 

that the ideal position of the femoral tunnel is when the 

ACL graft is Isometric, in the Direct fibers, Equidistant 

and Eccentric, Anatomic, and Low in tension. The 

I.D.E.A.L. acronym is the foundation for locating the 

position of the femoral guide wire intraoperatively in 

the transtibial, anteromedial portal, and two-incision 

surgical techniques.

The intraoperative check for correct positioning 

of the femoral tunnel is placement of the guide wire 

equidistant from the top to the bottom of the notch 

within the green zone and far enough posterior to 

position the femoral tunnel with a ≤ 2 mm tunnel 

backwall1 (Figure 1 & 2). Centering the femoral guide 

wire in the green zone has the advantages of setting 

graft length isometrically,2 anatomically centering the 

graft in the direct fibers of the origin of the native ACL,3 

and restoring low graft tension;2,4,5 which are associated 

with high function, full motion, and stability.1

In contrast, positioning the femoral guide wire so the 

boundary of the femoral tunnel extends outside the 

green zone has three undesirable consequences:

1.	 Placement ‘vertical’ or above the green zone 

may cause high graft tension from impingement 

of the graft against the PCL in flexion, loss of 

flexion, and a high failure rate.5

2.	 Placement ‘low’ or below the green zone may 

cause high graft tension from non-isometric  

placement in extension, loss of extension, and a 

high failure rate.4,6 

3.	 Placement anterior, so the femoral tunnel has >2 

mm backwall, may cause high graft tension from 

non-isometric placement in flexion, and loss of 

flexion.2 

The advantage of the green zone with the I.D.E.A.L. 

philosophy is it allows an anterior medial or transtibial 

drilling technique, along with the ability to consistently 

place the tunnel within the green zone and allows 

a small amount of latitude in order to support the 

individuality of the patient’s anatomy and notch.
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This positioning philosophy was prepared by a licensed health care 
professional. Zimmer Biomet does not practice medicine and does not 
recommend any particular positioning for use on a specific patient. The 
surgeon is responsible for determining the appropriate positioning for each 
individual patient.

This material is intended for health care professionals and the Zimmer Biomet 
sales force only. Distribution to any other recipient is prohibited. All content 
herein is protected by copyright, trademarks and other intellectual property 
rights owned by or licensed to Zimmer Biomet or its affiliates unless otherwise 
indicated. This material must not be redistributed, duplicated or disclosed, in 
whole or in part, without the express written consent of Zimmer Biomet.  

Check for country product clearances and reference product specific 
instructions for use.  For complete product information, including 
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