
ACL – anterior cruciate ligament 

ACL injury and physiotherapy approach 

Anterior cruciate ligament (ACL) rupture is one of the most common injuries, especially when 
practicing sports activities (1) . Females have a 4 to 6 times higher risk of injuries compared to 
males (2).  The ACL is an intraarticular and extra-synovial ligament located in the knee, with 
knee stability as the main function, it is also the primary passive restraint to the tibia anterior 
translation (3). The primary injury mechanism is non-contact (70%); characterized by knee 
internal rotation, valgus motion, and downward pressure, especially in landing and change in 
direction movements (3). Making people participating in sports with landing or plant-and-cut 
maneuvers, a high risk for ACL injuries. 

The goal of ACL surgery, followed by treatment, is to restore the ligament function as the 
primary passive knee restraint, preserve knee health and return to the previous level of activities 
and participation (4). In order to achieve a full recovery, physiotherapeutic treatment is essentials 
(5). Treatment is characterized by manual therapy and a tailor made exercise routine. Manual 
therapy is very important, especially in the early phases, to prevent scar tissue adhesion and 
performing passive mobilization (5). There are numerous guidelines for post-ACL surgery, they 
differ from the surgery technique, the sport perform and the exercises prescribed (6). ACL 
treatment is divided in four phases (6):  

1) Control of post-surgery symptoms (pain, swelling and inflammation), regain muscle
strength, restore full extension and 90° flexion.

2) Regain full range of motion (ROM), restore weight bearing and normal gait pattern.
3) Restore pain-free running and functional activities.
4) Sport specific phase if applicable.
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