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Table 1. Rehabilitation Considerations

1. Preoperative rehabilitation
2. Graft fixation
3. Early motion in an’ accelerated” protocol
4. Reducing stress the ACL graft
5. Closed kinetic chain versus open kinetic chain exercise
6. Timing of rehabilitation progression
7. Neuromuscular retraining
8. Joint effusion
9. Loss of motion
10. Arthrofibrosis
11. Cross-over effect
12. Continuous passive movement (CPM)
13. Electrical muscle stimulation
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Fig. 1.Closed kinetic chain exer;:ise. Minisquats performed against
wall initially (wall sits). Patient does not flex beyond 30
degrees. These are later performed without a wall.
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Table 2, Principles of most current protocols

1. Initiation of early ROM and wt bearing

2. Early edema control

3. Avoidance of excessive stress to the graft (avoiding
excessive early open-chain exercise)

4. Early hamstring strengthening to provide dynamic joint

stability and to decrease strain on the graft

. Proprioceptive retraining and neuromuscular reeducation

. Muscle strengthening & conditioning

. Incorporation of closed kinetic chain exercise

. Sports-specific agility training

. Aerobic cardiovascular training

O 0 0 A W

10. A bracing algorithfn
11. Criteria-based progression from on level to the next
12. Criteria-based return to athletic activity

1. Phase I: Time of injury-ACL recon.
1) Regaining full ROM
2) Resolve swelling
3) Review postoperative rehabilitation program
4) Mental preparation for surgery

5) Organize school, work and family schedules for elective ACL reconstruction

2. Phase II: 1st 2weeks after surgery
1) Obtain full hyperextension
2) Allow wound healing
3) Maintain active quadriceps leg control
4) Decrease swelling
5) Achieve more than 1000 of knee flexion

3. Phase III: POD 3wks to 5wks
1) Resume a normal gait pattern
2) Obtain full flexion

3) Increase knee bends, step-ups, calf raises, leg press, stair master, bicycle

4) Begin sport-specific activities

4. Phase IV: end of 5th wks~ knee is fully rehab.

1) If strength is adequate, start lat shuffles, carioca, jumping rope, light running program

2) Continue sport-specific activities and return to competition as rehabilitation progress allows
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Fig. 5. A. Patient places heel on rolled towel to aid in knee extension. Patient may be
instructed to push down-ward on quadriceps with the hands to passively increase
extension. B. Prone leg hangs to increase knee extension. C. Wall slides aid with
knee flexion by utilizing gravity to assist flexion. The patient slowly slides the
foot down the wall until a sustained stretch is felt in the knee. D. Heel slides. E.
The patella is mobiliied medially, laterally, and especially superiorly. F.
Extension of knee on stool. G. Lunges.

i g s 2 S G ¥ :
. Lateral step-ups. Patient stands on a stable stair step. The operated leg is bent slowly, lowering the opposite foot to the
floor. Return to the standing position. B. Proprioception with BAPS board.

Fig. 6.
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Table 4. Crrteria for return to sports®

1. Full ROM

2. No joint effusion

3. Isokinetic test quadriceps strength: 80~90%

4. Isokinetic test hamstring strength: 85~90%

5. One-leg hop test: 85% compared uninvolved leg
6. Minimum 9 months after surgery
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Principle of Rehabilitation after the Arthroscopic
Anterior Cruciate Ligament Reconstruction

Hee-Soo Kyung, M.D. and Hee-Soo Kim, M.D.

Department of Orthopaedic Surgery, School of Medicine, Kyungpook National University

The goal of rehabilitation after ACL reconstruction are return the patient to a reinjury level of activity
with stable joint, removing pivot shift phenomenon, preservation of meniscus, restoration of range of
motion, and minimize patello-femoral complication. The ACL reconstruction should avoid immediate
surgery. The preoperative phase emphasizes two important factors. (1) The patient should have a res-
olution of knee swelling, a return of full ROM, and a normal gait. (2) The patient should be mentally
prepared for the operation and subsequent rehabilitation. The postoperative rehabilitation program
emphasizes extension, closed kinetic chain function exercises. The regular follow-up is important.

- Key Words: ACL reconstruction, Rehabilitation
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