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 abstract 
   One of the most frequently damaged structures of knee is the ACL. Among risk factors for ACL 

injury, particular attention is paid to anatomic ones-structural, hormonal, genetic, biomechanical, 
neuromuscular and environmental disorders. Correctly performed diagnostics and rehabilitation 
after knee injury determine the effectiveness of treatment. The diagnostic methods includes: subject 
examination, physical examination, imaging diagnostics and arthrometry. The overarching goal after 
ACL injury is regain knee joint stability and return to full mobility thus surgical methods to restore 
passive joint stability are recommended. Regular physical activity appears to be essential in maintaining 
good physical condition as opposed to a prevalently sedentary lifestyle. A properly selected form of 
movement and intensity convey improvement of our health, better body shape, improvement of ability 
and physical activity as well as improvement of well-being. Excessive loads on the musculoskeletal 
system and incorrect posture during exercise are not recommend, because these can lead to injury.

 Key words: anterior cruciate ligament, ACL injuries, ACL reconstruction, diagnostics, treatment strategy.

Authors’ Contribution:
A Study Design
B Data Collection
C Statistical Analysis
D Data Interpretation
E Manuscript Preparation
F Literature Search
G Funds Collection



Szczesna-Kaczmarek A
Blood K+ concentration balance after prolonged submaximal exercise...
Balt J Health Phys Act 2014; 1(1): 233-244

116www.balticsportscience.com

introduction 
The popularization of amateur physical and sports activity along with increasing 
levels of physical activity in society have resulted in an increase in the number of 
injuries in the knee joint [1]. One of the most frequently damaged structures of this 
joint is the Anterior Cruciate Ligament (ACL), whose rupture causes significant 
changes immediately and in the long term. The estimated annual number of ACL 
injures in Poland is about 1/1000 citizens [1], the vast majority of which occur 
among individuals with a sports background. Of all sports injuries, only about 25% 
of cases involve competitive athletes, with the others resulting from participation in 
amateur sports [2]. With regard to gender, the incidence of ACL injuries in women 
is almost 9 times higher [3], this is particularly evident when comparing males 
and females in the same sport discipline [4]. The data collected in the Norwegian 
National Registry of Knee Ligaments indicate that the highest risk of ACL injury is 
for people 16-39 years old. In this group the risk increases from 34 to 85 cases in 
conversion per 100,000 people, compared to all other age groups. This institute also 
identified that the most frequent ACL injury accidents involve girls aged 15–19 [5].

Among the most frequently mentioned risk factors for ACL injury, particular 
attention is paid to anatomic ones-structural, hormonal, genetic, biomechanical, 
neuromuscular and environmental disorders [6, 7]. Risk factors also include: a 
valgus knee tendency (especially for adolescent girls practicing team and contact 
sports, i.e. football, handball, basketball, gymnastics, martial arts, skiing) and an 
inappropriate level of motor preparation to achieve specific training goals (this 
applies mainly to amateur athletes inspired by a particular trend or fashion of 
practicing a given sports discipline) [8–12]. In the professional athlete group, 
especially among men, the correlation of ACL injury with reduced mobility of the 
hip joints, especially in terms of internal rotation of the joints and weakening of 
the buttock muscle function, is noteworthy. These dysfunctions translate into an 
impaired manner of central stabilization [13]. Due to the anatomical structure 
of the ACL, the damage may involve one or two bundles; it means that injury 
may be partial or complete [14]. The most common indicator of injury is a 
characteristic "crack" at the time of ligament rupture and joint swelling due to 
intra-articular hematoma. In addition, there is also a limitation of both passive 
and active mobility, contusion of the subchondral bone of the tibial and femoral 
condyles and especially the limitation of full extension [15, 16]. Often, as a result 
of the connection between lower limb valgus and the rotation mechanism, the 
adjacent structures are damaged, i.e.: menisci, cartilage and other ligaments, 
especially the tibial collateral ligament, anterolateral ligament and posterior 
cruciate ligament [15, 17–19].

diagnostics 
Correctly performed diagnostics after knee injury determine the effectiveness 
of treatment and rehabilitation. The diagnostic algorithm includes:
1. Subject examination – an interview during which the circumstances and 
    mechanism of injury are established in addition to the level of discomfort. 
      It is important to collect information about the history of surgical procedures,  
     medications taken and comorbidities [20].
2. Physical examination - functional examination, which depends on the time 
   elapsed since the injury. The early period will hinder the examination due 
    to pain, swelling and hematoma in the joint. However, early diagnostics and 
    knee stability tests are recomended, provided it is possible [21–23]. It is also 
     necessary to take into account the functions of adjacent joints (hip and ankle).
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3. Imaging diagnostics and arthrometry, which allow you to confirm the  
    subjective and physical examination diagnosis, and also very importantly,  
    provide information on the extent of the injury and anatomical disorders  
     resulting from it [24–26].

The Lachman test is the standard test in orthopedic examination, which confirms 
anterior instability resulting from ACL injury. It is a test of excessive anterior 
and asymmetrical displacement of the tibia in the position of incomplete knee 
extension in relation to the opposite limb. This test is conducted manually by 
the researcher [22]. One of the most important diagnostic tests to confirm the 
rotational component of anterior instability is the Pivot-Shift test. This test is 
based on rotating the tibial lateral condyle forward in relation to the femur. 
When the test is positive, it indicates an injury of the anterior cruciate ligament 
[23]. One symptom associated with ACL rupture, whose credibility is currently 
being called into question, is determined using the drawer test, i.e. the frontal 
translation of the tibia in the knee flexion at an angle of 90 degrees [22]. One 
basic imaging test is the classic radiological examination in the antero-posterior 
(AP) and lateral projection to diagnose possible bone damage associated with 
knee sprain, e.g. fracture of the tibial lateral condyle – the so-called Segond 
fracture and presence of free post traumatic bone-cartilage particles [27]. 

In explicit cases of ACL damage, X-ray photos can be omitted in favor of magnetic 
resonance imaging (MRI), which is considered the gold standard in the diagnosis 
of tendon and ligament injuries. MRI is a modern and widely available tool that 
accurately and in many projections shows the extent of intra- and periarticular 
damage [25]. A less useful diagnostic method is computed tomography, necessary 
for the precise diagnosis of bone damage [28]. Imaging diagnostics tests, in 
addition to ultrasound, are static and it is recommended to combine them 
with dynamic assessment of anterior and rotational stability of the joint, using 
arthrometry [29]. Among diagnostic tests, an ultrasound examination is used 
as a supportive study for the evaluation of soft tissues, the results of which are 
reliable only in the hands of an experienced radiologist [24].

Arthrometry is a fast and relatively simple test which quite clearly allows for 
the confirmation of knee ligament damage. This study is similar to the Lachman 
test in which a motion sensor can help measure the tibial tuberosity shift 
relative to the femur with a high degree of accuracy [30]. Among the various 
types of arthrometers, a very precise GNRB Rotab arthrometer is used at the 
Galen Rehabilitation center. This device, in addition to accurate assessment 
(accuracy up to 0.1 mm) of anterior stability, also allows for examinaion of 
rotational instability resulting from damage to the anterolateral ligament of 
the knee. Other advantages of GNB Rotab are: the ability to control the force 
exerted on the patella, precise control of the force exerted on the lower leg 
at a time point, and more accurate measurement of tibial displacement. In 
addition, it is possible to perform the examination after ACL reconstruction 
(4 weeks past surgery) in order to evaluate the result of the procedure. The 
difference of tibia movement between legs can be determined using this test. 
In the event that the difference is from 1.5 to 3 mm as a result of the applied 
force, partial failure of ACL (tear) is suspected and displacement above 3 
mm is treated as a total failure of the ligament, which may indicate that it is 
ruptured [31–33].

In the algorithm of diagnostic procedure, it is important to have the knee joint 
examined by a specialist in orthopedics and traumatology of the musculoskeletal 
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system and to choose the right diagnostic tools. Comparison of the results and 
the analysis should be the basis for making decisions regarding the type and 
time of further treatment.

treatment 
It is recommended that conservative treatment be introduced as soon as possible 
after the injury, preferably according to the universal RICE principle (R - rest: rest 
and relief of the limb, I - ice: cooling compresses, C - compression: application 
of a compression dressing, E - elevation: limb elevation). Although this principle 
is widely propagated, excessive tissue cooling is questioned, which can lead to 
ischemia and disruption of the natural regenerative response. Implementation 
of pharmacological agents in the form of non-steroidal anti-inflammatory drugs 
that relieve pain and reduce inflammation as well as anticoagulants that improve 
blood circulation is also suggested [34]. 

Regardless of the decision made about further treatment (surgical or conservative 
treatment), it is advisable to introduce rehabilitation exercises to the patient to 
improve central stabilization and to learn correct movement patterns. This is 
important not only due to the improvement in the state of tissue morphology, 
but it also takes into account the psychological aspect, reducing the stress of 
the treated person and allows the risk of similar injuries in the future to be 
minimized [35]. Statistically better results of surgical treatment in patients 
who underwent preoperative rehabilitation are emerging from the research 
[36]. Similar conclusions were also made by Shaarani [37], who indicated in his 
research that a significant improvement in knee function in patients undergoing 
6 weeks of preoperative rehabilitation, and a significant improvement in relation 
to the control group was maintained up to 12 weeks after surgery [37].

surgery treatment 
Surgical methods to restore passive joint stability (ligament reconstruction 
or reinsertion) are recomended by most doctors. Using the Internal Bracing 
method, it is possible to attach the ligament in the cases of fresh injuries (up to 
6 weeks after the injury) and in cases in which the ligament has detached at the 
place of its attachment to the thigh bone [38]. This procedure involves sewing 
a detached ligament to the place of its attachment to the bone. Compared to 
classical reconstruction, this method is characterized as being less invasive, 
preserving the natural biomechanics and proprioception of the operated 
joint [38,39]. Statistically significant shortening of recovery time has been 
demonstrated after Internal Bracing [38,40,41]. Ligament anchoring at the site 
of the original ACL attachment has an undoubted advantage over the classical 
method; however, the possibility of carrying it out is limited. The injured ligament 
should show excellent tissue quality and sufficient length to allow the fragment 
to reach the location of its attachment [14]. Unfortunately, the vast majority of 
operations involve damage in which the type of injury does not allow the use of 
the said method. Furthermore, if the time between damage and surgery is too 
long, then the classic method of ACL reconstruction is used [42]. The material 
used for reconstruction is most often autogenous grafts taken from the tendons 
of the semitendinosus muscle, gracilis muscle, straight thigh muscle and middle 
part of the patellar ligament. Allogeneic, xenogeneic and synthetic transplants 
are less common, although recently there has been an increasing tendency 
towards the former, because they enable significantly reduced surgery times and 
do not require interference with healthy tissues to prepare the transplant [43].  
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The absence of surgical intervention in the tendons surrounding the knee 
joint allows for the maintenance of the functional efficiency of the flexor and 
extensors of this joint, which allows for more intensive rehabilitation and 
significantly shortens the time of recovery [43]. The disadvantages associated 
with sterilization and storage conditions to which allogenic transplantation 
is subjected should be mentioned in addition to the advantages. Sterilization 
with ionizing radiation and storage at low temperature (-80°C) can worsen 
tissue properties, which may result in diminished healing [44–46]. There is a 
difference of opinion among the authors of numerous publications regarding 
the advantages of using allogenic transplants. Smith et al. [47] and Kuhn 
and Ross [48] show the superiority of allogenic transplant over autogenous 
transplant, while Barrett et al. [49] and Chen et al. [50] do not confirm this 
thesis. Due to the structure and properties that differ from human tissues, most 
researchers believe that xenografts do not give satisfactory therapeutic effects 
and for a long time were not widely used as material for transplants [51–53]. 
However, researchers showed promising effects from the use of allografts in 
a recent study [54], which should be confirmed in a larger group of patients. 
Synthetic materials (made e.g. of polytetrafluoroethylene) have different 
properties in relation to human tissue, but they are often used as a supporting 
and strengthening material during the regeneration of a damaged ligament. 
Synthetic materials are used among others in the abovementioned Internal 
Bracing method [38] and in the Ligament Augmentation and Reconstruction 
System (LARS), using artificial ligaments as a scaffolding to regenerate those 
which have been damaged [55]. The LARS method, despite good therapeutic 
effects and a relatively small percentage of side effects, is rarely used and 
thus the number of publications on it is small. This method requires that the 
injured ligament is in great condition (good blood supply) and a short (up to 
several months) period between rupture and surgery. A quick return to physical 
activity and the possibility of walking without crutches (not recommended) 
even a day after surgery are the advantages of this method. Due to the small 
amount of data on long-term effects of treatment, the LARS method remains 
unweighted compared to other treatment methods [56]. In addition to the type 
of transplant used, the location of bone tunnels has an impact on the course 
of treatment and stability of the operated joint. There are two techniques 
for positioning these tunnels: the first from anteromedial portal and the 
second from the transtibial portal. The analyzed literature shows that the 
technique with anteromedial access determines the location to fix the graft 
in an anatomically-similar position and provides greater stability [57, 58]. 
Positive effects of treatment, i.e. a subjective improvement in knee rotation 
control and a lower likelihood of subsequent ligament rupture are observed 
in people who underwent reconstruction of the Anterolateral Ligament 
(ALL) during ACL reconstruction. Periarticular procedures strengthening 
the reconstructed ACL, including the lateral tenodesis of the ilio-tibial band, 
enable a significant reduction of forces acting on the ACL. A very clear pivot-
shift symptom, previous transplant rupture and training at a high level of sports 
with dynamic changes of directions and rotations are the major criterions to 
qualify for lateral tenodesis [59].

conservative treatment 
The improvement of active stabilization without ligament apparatus 
reconstruction and without passive stabilization concerns patients with partial 
ACL damage and those who do not want or cannot undergo surgery due to 
general or local health and/or age reasons. These patients have limited mobility, 
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especially in the dynamic aspect and should voluntarily act as directed by a 
doctor. The ischial-shin muscle group and the quadriceps muscle are major 
muscles responsible for the movement and stabilization of the knee [60]. The 
goal of improving active stability is to rebuild and improve the functioning of 
these muscles [61]. It was also noticed that people who have suffered ACL 
damage have a considerable gluteal muscle strength deficit, particularly in the 
gluteus medius. This muscle is responsible for the stabilization of the pelvis 
and lower limb. Attention should be paid to the position and stability of the 
pelvis, because disorders in these aspects significantly affect the mechanics 
of the knee joint. It is important that while striving to improve knee stability, 
core stabilization is not forgotten. Ankle instability, torso instability and weak 
gluteus muscles predispose individuals to knee instability, which can lead to 
various injuries, including ACL tear or rupture. Therefore, exercises to improve 
sensation and stabilization of the whole body are very important and should be 
included in post-traumatic rehabilitation protocol [62–64].

quality of life improvement 
The overarching goal after ACL injury is regain knee joint stability and return 
to full mobility. Both amateurs and professional athletes want to return to 
their pre-injury activities as soon as possible [65]. The correct movement 
patterns and deep sensation and body stability improvement will certainly 
translate into improved functioning during everyday tasks [66]. Despite the 
continuous improvement of rehabilitation protocols related to conservative 
treatment, nearly 2/3 of patients originally treated in this way do not feel 
adequately satisfied and ultimately decide to have surgical treatment [67, 68]. 
ACL reconstruction restores knee joint stability, prevents incorrect distribution 
of forces acting on the articular surfaces of the tibia and femur and reduces 
the risk of secondary sprains. The instability and frequent secondary sprains 
are considered a cause of premature degenerative changes that can be avoided 
by undergoing an ACL reconstruction surgery. Unfortunately, literature data 
do not confirm that reconstruction reduces the risk of cartilage degeneration 
[68–72]. ACL reconstruction is currently recognized as the gold standard 
of treatment and it is recommended for all patients, provided there are no 
contraindications to it [73].

acl reconstruction in galen-orthopaedics center
In the Galen-Orthopaedics center in the years 2014-2018 the number of ACL 
reconstructions performed grew from 111 to 213 cases, an 18% (± 4.7) average 
increase per year. 54 women (25%) and 159 men (75%), aged 15 to 61 years, 
were subjected to ACL reconstruction (Tab. 1) in the period from 01/01/2018 
to 12/31/2018. The average age was 31.9 years for women and 30.6 years for 
men. Secondary reconstructions within the same knee joint were perfomed for 
3 men and 1 woman. 161 (75.6%) cases of ACL injury occurred while practicing 
various forms of sport activity. The most injuries were recorded during football 
matches and training (30%); the second largest group comprised skiers (29%), 
mainly amateurs. Some of the other groups of injured patients comprised 
handball players (9%), basketball players (7%), volleyball players (5%) and 
people doing martial arts (5%). The right lower limb ACL reconstruction 
was statistically more often found, both among men and women (Tab. 2). A 
correlation of ACL injury with the phenomenon of lateralization of the right 
upper and lower limb was observed in most people [74]. In reconstructions 
carried out in 2018, a combination of autogenous fragments of the semi-tendon 
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and gracile tendons fragment (41.8%; 34 reconstructions in women and 55 
in men) was most often used by doctors from Galen-Orthopaedics (Tab. 3). 
In 4 cases, only the semi-tendon fragment (1.9%) was used and in 2 cases 
only the gracile tendon fragment (0.9%) was used. The quadriceps tendon 
transplant (33.8%) was the second most popular transplant. Allogenic tendon 
reconstructions were performed in 34 cases (16%), while 12 patients (5.6%) 
were operated on using the Internal Bracing method.

Table 1. ACL reconstructions in Galen-Orthopaedics in 2018

Lower extremity Woman Man

Left leg 24 66
Right leg 30 93
Both 54 159

Table 2. Sport competition practiced at the ACL injury time

Competition Number Percent (%)

Football 48 29.82
Skiing 46 28.57
Handball 14 8.7
Voleball 11 6.83
Basketball 8 4.97
Martial arts 8 4.97
Other 26 16.15

 
 
Table 3. Material and method used in tendon reconstruction

Surgical technique Woman Man

Polycarpus muscle tendon (ST) and gracilis muscle tendon (GR) 34 55
GRAFT 11 23
Hamstrings quadriceps 6 66

Internal Bracing 1 11
Polycarpus muscle (ST) 2 2
Gracilis muscle (GR) 0 2

conclusions 
The current trend of "being fit" leads to increased interest and active participation 
in sports activities. Widespread popularization and encouragement to take part 
in various forms of physical activity has promoted an increase in the number of 
exercising people. Regular physical activity appears to be essential in maintaining 
good physical condition as opposed to a prevalently sedentary lifestyle. A properly 
selected form of movement and intensity convey improvement in our health, better 
body shape, improvement in ability and physical activity as well as improvement 
in well-being. Some people give in to their competitive impulses and engage in 
activity exceeding the limits of their strength, which in turn negatively affects 
their health. An office worker's decision to participate in a marathon after only 
one month of training will bring more harm than good. This type of scenario is 
increasingly common, e.g. with visits to the gym or skiing trips, when unprepared 
people who lead a rather sedentary everyday life suddenly intensify their physical 
activity. Excessive loads on the musculoskeletal system and/or incorrect posture 
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during exercise can quickly lead to injury. Correctly performed movement patterns, 
both during physical activity and daily activities are important elements. Even the 
right adaptation of the body to physical exertion is not enough if the movements 
and movement patterns are incorrect, in that the effect is overloading the body, 
which often leads to serious injury as a result. This is observed especially among 
high-performance sports athletes who participate in contact sports. These players 
are more likely to be injured in non-contact situations than contact situations. 
Correct walking and squating patterns seem to be simple and obvious to perform; 
however, a large number of people do these incorrectly. Improper ankle positioning 
and deformation of the knees are the result of posture defects, such as reduced 
range of hip movement, pelvic rotation, abnormal pelvic anterior and posterior 
tilt, flat feet, and/or muscle failure - mainly of the gluteus. Movement pattern 
disorders and excessive musculoskeletal loads lead to the ankle and knee overload 
accumulations, which often result in knee injury, including ACL injury. Therefore, 
it is important when undertaking physical activity to do so with caution and select 
the load accordingly, according to one's level of fitness. The help of instructors and 
physiotherapists is recommended. They can teach the proper movement patterns 
and correct mistakes which will significantly reduce the likelihood of injury.

references 
[1] Karbowski M, Głowacka-Mrotek I, Nowacka K, Hagner W. Rehabilitation of patients after anterior 

cruciate ligament reconstruction. J Educ Health Sport. 2017;7(8):1540-1549.
[2] Stefańska M, Rafalska M, Skrzek A. Ocena funkcjonalna mięśni działających na staw kolanowy u 

pacjentów w 13 tygodniu po rekonstrukcji więzadła krzyżowego przedniego – doniesienie wstępne 
[Functional assessment of knee muscles 13 weeks after anterior cruciate ligament reconstruction – 
Pilot study]. Ortop Traumatol Rehabil. 2009;2(6):145-155.

[3] Cimino F, Volk BS, Setter D. Anterior cruciate ligament injury: Diagnosis, menagement, and prevention, 
Am Fam Physician. 2010;82(8):917-922.

[4] Donnell-Fink LA, Klara K, Collins JE, Yang HY, Goczalk MG, Katz JN, Losina E. Effectiveness of knee 
injury and anterior cruciate ligament tear prevention programs: a meta-analysis. PLoS One. 2015; 
10(12):e0144063. https://doi.org/10.1371/journal.pone.0144063

[5] Granan LP, Bahr R, Steindal K, Furnes O, Engebretsen L. Development of a national cruciate ligament 
surgery registry: The Norwegian National Knee Ligament Registry. Am J Sports Med. 2008;36:308-15. 
https://doi.org/10.1177/0363546507308939

[6] Hewett TE, Myer GD, Ford KR, Paterno MV, Quatman CE. Mechanisms, prediction, and prevention of 
ACL injuries: cut risk with three sharpened and validated tools. J Orthop Res, 2016;34(11):1843-1855. 
https://doi.org/10.1002/jor.23414

[7] Shultz SJ, Schmitz RJ, Nguyen AD, et al. ACL Research Retreat V: An update on ACL injury risk and 
prevention. J Athl Train. 2010;45(5):499-508. https://doi.org/10.4085/1062-6050-45.5.499

[8] Kaeding CC, Léger-St-Jean B, Magnussen RA. Epidemiology and diagnosis of anterior cruciate 
ligament injuries. Clin Sport Med. 2017;36(1):1-8. https://doi.org/10.1016/j.csm.2016.08.001

[9] Hootman J M, Dick R, Agel J. Epidemiology of collegiate injuries for 15 sports: Summary and 
recommendations for injury prevention initiatives. J Athl Train. 2007;42(2):311-319.

[10] Barber-Westin SD, Noyes FR, Smith ST, Campbell TM. Reducing the risk of noncontact anterior 
cruciate ligament injuries in the female athlete. Phys Sportsmed. 2009;37(3):49-61. https://doi.
org/10.3810/psm.2009.10.1729

[11] Pujol N, Blanchi MP, Chambat P. The incidence of anterior cruciate ligament injuries among 
competitive Alpine skiers: A 25-year investigation. Am J Sports Med. 2007;35(7):1070-1074. https://
doi.org/10.1177/0363546507301083

[12] Zavatsky A. Injury initiation and progression in the anterior cruciate ligament. Clin Biomech, Bristol, 
Avon. 2001;16:47-53. https://doi.org/10.1016/S0268-0033(00)00066-8

[13] Tainaka K, Takizawa T, Kobayashi H, Umimura M. Limited hip rotation and non-contact anterior cruciate 
ligament injury: A case-control study. The Knee. 2014;21(1):86-90. https://doi.org/10.1016/j.knee.2013.07.006

[14] Raines BT, Naclerio E, Sherman SL. Management of Anterior Cruciate Ligament Injury: What's In 
and What's Out? Indian J Orthop. 2017;51(5):563-575. https://doi.org/10.4103/ortho.IJOrtho_245_17

[15] Filardo G, Andriolo L, di Laura Frattura G, Napoli F, Zaffagnini S, Candrian C. Bone bruise in anterior 
cruciate ligament rupture entails a more severe joint damage affecting joint degenerative progression. 
Knee Surg Sports Traumatol Arthrosc. 2019;27(1):44-59. https://doi.org/10.1007/s00167-018-4993-4 

[16] Walczak M, Manikowski W, Gajewska E, Galasińska K. Injuries of the knee in athletes practicing 
american football. Piel Pol. 2012;4(46):181-186.

[17] Pujol N, Beaufils P. Healing results of meniscal tears left in situ during anterior cruciate ligament 
reconstruction: A review of clinical studies. Knee Surg Sports Traumatol Arthrosc. 2009;17:396-401.
https://doi.org/10.1007/s00167-008-0711-y

Gwiazdon P, Racut A, Strozik M, Bala W, Klimek K, Rajca J, Hajduk G.
Anterior cruciate ligament injuries
Balt J Health Phys Act. 2019;11(4):115-125

https://doi.org/10.1371/journal.pone.0144063
https://doi.org/10.1177/0363546507308939
https://doi.org/10.1002/jor.23414
https://doi.org/10.4085/1062-6050-45.5.499
https://doi.org/10.1016/j.csm.2016.08.001
https://doi.org/10.3810/psm.2009.10.1729

https://doi.org/10.3810/psm.2009.10.1729

https://doi.org/10.1177/0363546507301083
https://doi.org/10.1177/0363546507301083
https://doi.org/10.1016/S0268-0033(00)00066-8
https://doi.org/10.1016/j.knee.2013.07.006

https://doi.org/10.4103/ortho.IJOrtho_245_17
https://doi.org/10.1007/s00167-018-4993-4 

https://doi.org/10.1007/s00167-008-0711-y


123www.balticsportscience.com

Baltic Journal of Health and Physical Activity 2014; 1(1): 1-4
Journal of Gdansk University of Physical Education and Sport
e-ISSN 2080-9999

[18] Scotney B. Sports knee injuries. Assessment and management. Aust Fam Physician. 2010;39(1–2):30-34.
[19] Elkin JL, Zamora E, Gallo RA. Combined anterior cruciate ligament and medial collateral ligament 

knee injuries: Anatomy, diagnosis, management recommendations, and return to sport. Curr Rev 
Musculoskelet Med. 2019;12(2):239-244. https://doi.org/10.1007/s12178-019-09549-3

[20] Pawiłan M, Kałużny K, Kałużna A, Hagner W, Zukow W. Postępowanie fizjoterapeutyczne w uszkodzeniu 
więzadła krzyżowego przedniego [Proceedings physiotherapy in damage to the anterior cruciate 
ligament]. J Educ Health Spor. 2017;7(6):77-87. Polish.

[21] Irrgang JJ, Lubowitz JH. Measuring arthroscopic outcome; Arthroscopy. J Arthrosc Relat Surg. 2008; 
24(6):718-722. https://doi.org/10.1016/j.arthro.2007.10.007

[22] Peeler J, Leiter J, MacDonald P. Accuracy and reliability of anterior cruciate ligament clinical 
examination in a multidisciplinary sports medicine setting. Clin J Sport Med. 2010;20(2):80-85. 
https://doi.org/10.1097/JSM.0b013e3181ceca45

[23] Prins M. The Lachman test is the most sensitive and the pivot shift the most specific test for the diagnosis 
of ACL rupture. Aust J Physiother. 2006;52:66. https://doi.org/10.1016/S0004-9514(06)70069-1

[24] Poboży T, Kielar M. A review of ultrasonographic methods for the assessment of the anterior cruciate 
ligament in patients with knee instability – diagnostics using a posterior approach. J Ultrason. 2016; 
16(66):288-295. https://doi.org/10.15557/JoU.2016.0029

[25] Grassi A, Bailey JR, Signorelli C, Carbone G, Tchonang Wakam A, Lucidi GA, Zaffagnini S. Magnetic 
resonance imaging after anterior cruciate ligament reconstruction: A practical guide. World J Orthop. 
2016;7(10):638-649. https://doi.org/10.5312/wjo.v7.i10.638

[26] Wordeman SC, Paterno MV, Quatman CE, Bates NA, Hewett TE. Arthrometric curve-shape variables 
to assess anterior cruciate ligament deficiency. Clin Biomech (Bristol, Avon). 2012;27(8):830-836. 
https://doi.org/10.1016/j.clinbiomech.2012.04.011

[27] Dejour D, Saggin PR, Meyer X, Tavernier T. Standard X-ray examination: patellofemoral disorders. 
In: Zaffagnini S, et al., editors. Patellofemoral pain, instability, and arthritis. Heidelberg/New York: 
Springer; 2010, 51-60. https://doi.org/10.1007/978-3-642-05424-2_6

[28] Parkar AP, Adriaensen MEAPM, Giil LM, Solheim E. Computed tomography assessment of anatomic 
graft placement after acl reconstruction: A comparative study of grid and angle measurements. 
Orthop J Sports Med, 2019; 7(3):2325967119832594. https://doi.org/10.1177/2325967119832594

[29] Fibiger W, Kukiełka RT. Clinical evaluation of efficacy of arthroscopic acl reconstruction with patellar 
ligament. Ortop Traumatol Rehab. 2011;6(6):583-590. https://doi.org/10.5604/15093492.971043

[30] Mouton C, Seil R, Meyer T, Agostinis H, Theisen D. Combined anterior and rotational laxity 
measurements allow characterizing personal knee laxity profiles in healthy individuals. Knee Surg 
Sport Traumatol Arthrosc. 2015;23(12):3571-7. https://doi.org/10.1007/s00167-014-3244-6

[31] Alqahtani Y, Murgier J, Beaufils P, Boisrenoult P, Steltzlen C, Pujol N. Anterior tibial laxity using the 
GNRB® device in healthy knees. Knee. 2018;25(1):34-43. https://doi.org/10.1016/j.knee.2017.03.004

[32] Gillot T, L'Hermette M, Garnier T, Tourny-Chollet C. Effect of fatigue on functional stability of the 
knee: Particularities of female handball Players. Int J Sports Med. 2019;40(7):468-476. https://doi.
org/10.1055/a-0866-9482

[33] Collette M, Courville J, Forton M, Gagniere B. Objective evaluation of anterior knee laxity; comparison 
of the KT-1000 and GNRB arthrometers. Knee Surg Sports Traumatol Arthrosc. 2012;20(11):2233-
2238. https://doi.org/10.1007/s00167-011-1869-2

[34] Spindler KP, Wright RW. Clinical practice. Anterior cruciate ligament tear. N Engl J Med. 2008; 
359(20):2135-2142. https://doi.org/10.1056/NEJMcp0804745

[35] Fulkerson J. P, Arendt E. A. Anterior knee pain in females. Clin Orthop Relat Res. 2000;(372):69-73. 
https://doi.org/10.1097/00003086-200003000-00009

[36] Swank AM, Kachelman JB, Bibeau W, et al. Prehabilitation before total knee arthroplasty increases 
strength and function in older adults with severe osteoarthritis. J Strength Cond Res. 2011;25(2):318-25.  
https://doi.org/10.1519/JSC.0b013e318202e431

[37] Shaarani SR, O'Hare C, Quinn A, Moyna N, Moran R, O'Byrne JM. Effect of prehabilitation on the 
outcome of anterior cruciate ligament reconstruction. Am J Sports Med. 2013; 41(9):2117-27. https://
doi.org/10.1177/0363546513493594

[38] MacKay G , Anthony IC, Jenkins PJ, Blyth M. Anterior cruciate ligament repair revisited. preliminary 
results of primary repair with internal brace ligament augmentation: A case series. Orthop Muscul 
Syst. 2015;4:188. https://doi.org/10.4172/2161-0533.1000188

[39] Hoehmann C L. Anterior cruciate ligament injury: A consideration for internal brace ligament 
augmentation. EC Orthopaedics. 2017;5(4):147-149.

[40] Wilson WT, Hopper GP, Byrne PA, MacKay GM. Anterior cruciate ligament repair with internal brace 
ligament augmentation. Surg Technol Int. 2016;29:273-278.

[41] Smith PA, Bley JA. Allograft anterior cruciate ligament reconstruction utilizing internal brace 
augmentation. Arthrosc Tech. 2016;5:e1143-7. https://doi.org/10.1016/j.eats.2016.06.007

[42] Olmos MI, Sonnery-Cottet B, Barth J. How to succeed in arthroscopic anterior cruciate ligament 
primary repair? Step-by-step technique. Arthrosc Tech. 2018;8(1):e37-e46. https://doi.org/10.1016/j.
eats.2018.08.028

[43] Sherman O.H, Banffy M.B. Anterior cruciate ligament reconstruction: which graft is best? Arthroscopy. 
2004;20(9):974-980. https://doi.org/10.1016/S0749-8063(04)00842-4

[44] Park SS, Dwyer T, Congiusta F, Whelan DB, Theodoropoulos J. Analysis of irradiation on the clinical 
effectiveness of allogenic tissue when used for primary anterior cruciate ligament reconstruction. 
Am J Sports Med. 2015;43:226-235. https://doi.org/10.1177/0363546513518004

Baltic Journal of Health and Physical Activity 2019; 11 (4): 115-125
Journal of Gdansk University of Physical Education and Sport
e-ISSN 2080-9999

https://doi.org/10.1007/s12178-019-09549-3
https://doi.org/10.1016/j.arthro.2007.10.007
https://doi.org/10.1097/JSM.0b013e3181ceca45
https://doi.org/10.1016/S0004-9514(06)70069-1
https://doi.org/10.15557/JoU.2016.0029
https://doi.org/10.5312/wjo.v7.i10.638

https://doi.org/10.1016/j.clinbiomech.2012.04.011
https://doi.org/10.1007/978-3-642-05424-2_6
https://doi.org/10.1177/2325967119832594

https://doi.org/10.5604/15093492.971043

https://doi.org/10.1007/s00167-014-3244-6

https://doi.org/10.1016/j.knee.2017.03.004

https://doi.org/10.1055/a-0866-9482

https://doi.org/10.1055/a-0866-9482

https://doi.org/10.1007/s00167-011-1869-2
https://doi.org/10.1056/NEJMcp0804745
https://doi.org/10.1097/00003086-200003000-00009
https://doi.org/10.1519/JSC.0b013e318202e431
https://doi.org/10.1177/0363546513493594
https://doi.org/10.1177/0363546513493594
https://doi.org/10.4172/2161-0533.1000188

https://doi.org/10.1016/j.eats.2016.06.007
https://doi.org/10.1016/j.eats.2018.08.028

https://doi.org/10.1016/j.eats.2018.08.028

https://doi.org/10.1016/S0749-8063(04)00842-4
https://doi.org/10.1177/0363546513518004


124www.balticsportscience.com

Baltic Journal of Health and Physical Activity 2014; 1(1): 1-4
Journal of Gdansk University of Physical Education and Sport
e-ISSN 2080-9999

[45] Noyes F.R, Barber-Westin S.D. Reconstruction of the anterior cruciate ligament with human allograft. 
Comparison of early and later results. J Bone Joint Surg Am. 1996;78(4):524-537. https://doi.
org/10.2106/00004623-199604000-00006

[46] Busam ML, Rue JP, Bach BR Jr. Fresh-frozen allograft anterior cruciate ligament reconstruction. Clin 
Sports Med, 2007;26(4):607-623. https://doi.org/10.1016/j.csm.2007.06.001

[47] Smith A, Bach B, Bush-Joseph C. Allograft for revision ACL reconstruction: the RUSH experience. 
Sports Med Arthrosc, 2005; 13(2):86-92. https://doi.org/10.1097/01.jsa.0000162552.16118.56

[48] Kuhn MA, Ross G. Anterior cruciate ligament reconstruction using tibialis allograft and cross pin 
fixation. Techniq Knee Surg. 2006;5(2):80-86. https://doi.org/10.1097/00132588-200606000-00004

[49] Barrett G, Stokes D, White M. Anterior cruciate ligament reconstruction in patients older than 40 
years: allograft versus autograft patellar tendon. Am J Sports Med. 2005;33(10):1505-1512. https://
doi.org/10.1177/0363546504274202

[50] Chen RQ, Li WP, Cai DZ. Knee joint training for the functional recovery after reconstruction of anterior 
cruciate ligament by using patellar tendon autograft and allograft. Clin Rehabil. 2005;9(26):1-3.

[51] Berry JL, Berg WS, Stahurski TM. Evaluation of Dacron-covered and plain bovine xenografts as 
replacements for the anterior cruciate ligament. Clin Orthop Relat Res. 1988;236:270-78. https://
doi.org/10.1097/00003086-198811000-00037

[52] Steensel CJ, Schreuder O, Bosch BF. Failure of anterior cruciate-ligament reconstruction using 
tendon xenograft. J Bone Joint Surg Am. 1987;69(6):860-864. https://doi.org/10.2106/00004623-
198769060-00010

[53] Dahlstedt LJ, Netz P, Dalen N. Poor results of bovine xenograft for knee cruciate ligament repair. Acta 
Orthop Scand. 1989;60(1):3-7. https://doi.org/10.3109/17453678909150079

[54] Zaffagnini S, Grassi A, Marcheggiani Muccioli GM, et al. Anterior cruciate ligament reconstruction 
with a novel porcine xenograft: the initial Italian experience. Joints. 2015;3(2):85-90. https://doi.
org/10.11138/jts/2015.3.2.085

[55] Hamido F, Misfer AK, Harran AlH, et al. The use of the LARS artificial ligament to augment a short 
or undersized ACL hamstrings tendon graft. Knee. 2011;18(6):373-378. https://doi.org/10.1016/j.
knee.2010.09.003

[56] Parchi PD, Ciapini G, Paglialunga C, et al. Anterior cruciate ligament reconstruction with LARS 
artificial ligament – Clinical results after a long-term follow-up. Joints. 2018;6(2):75-79. https://doi.
org/10.1055/s-0038-1653950

[57] Alentorn-Geli E, Samitier G, Alvarez P, Steinbacher G, Cugat R. Anteromedial portal versus transtibial 
drilling techniques in ACL reconstruction: a blinded cross-sectional study at two- to five-year follow-
up. Int Orthop. 2010;34(5):747-754. https://doi.org/10.1007/s00264-010-1000-1

[58] Brown CH, Spalding T, Robb C. Medial portal technique for single-bundle anatomical Anterior Cruciate 
Ligament (ACL) reconstruction. Int Orthop. 2013;37(2):253-269. https://doi.org/10.1007/s00264-012-1772-6

[59] Sonnery-Cottet B, Daggett M, Fayard JM, et al. Anterolateral Ligament Expert Group consensus paper 
on the management of internal rotation and instability of the anterior cruciate ligament – deficient 
knee. J Orthop Traumatol. 2017;18(2):91-106. https://doi.org/10.1007/s10195-017-0449-8

[60] Monk AP, Davies LJ, Hopewell S, Harris K, Beard DJ, Price AJ. Surgical versus conservative interventions 
for treating anterior cruciate ligament injuries. Cochrane Database Syst Rev. 2016;4(4):CD011166. 
https://doi.org/10.1002/14651858.CD011166.pub2

[61] Marieswaran M, Jain I, Garg B, Sharma V, Kalyanasundaram D. A review on biomechanics of anterior 
cruciate ligament and materials for rReconstruction. Appl Bionics Biomech. 2018:4657824. https://
doi.org/10.1155/2018/4657824

[62] Gibbon SGT, Comerford MJ. Strength versus stability: Part 1: Concept and terms. Orthopaed Div Rev. 
2001;21-27.

[63] Behm DG, Drinkwater EJ, Willardson JM, Cowley PM. The use of instability to train the core musculature. 
Appl Physiol Nutr Metab. 2009;35(1):91-108. https://doi.org/10.1139/H09-127

[64] Sharrock C, Cropper J, Mostad J, Johnson M, Malone T. A pilot study of core stability and athletic 
performance: Is there a relationship? Int J Sports Phys Ther. 2011;6(2):63-74.

[65] Webster KE, Feller JA. Development and validation of a short version of the anterior cruciate ligament 
return to sport after injury (ACL-RSI) scale. Orthop J Sports Med. 2018;6(4):2325967118763763. 
https://doi.org/10.1177/2325967118763763

[66] Ogawa T, Kawashima N, Ogata T, Nakazawa K. Limited transfer of newly acquired movement patterns 
across walking and running in humans. PLoS One. 2012;7(9):e46349. https://doi.org/10.1371/journal.
pone.0046349

[67] Strehl A, Eggli S. The value of conservative treatment in ruptures of the anterior cruciate ligament 
(ACL). J Trauma. 2007;62(5):1159-1162. https://doi.org/10.1097/TA.0b013e31805006e7

[68] Aichroth PM, Patel DV, Zorrilla P. The natural history and treatment of rupture of the anterior cruciate 
ligament in children and adolescents. A prospective review. J Bone Joint Surg Br. 2002;84(1):38-41. 
https://doi.org/10.1302/0301-620X.84B1.0840038

[69] Kiapour AM, Murray MM. Basic science of anterior cruciate ligament injury and repair. Bone Joint Res. 
2014;3(2):20-31. https://doi.org/10.1302/2046-3758.32.2000241

[70] Mizuta H, Kubota K, Shiraishi M, Otsuka Y, Nagamoto N, Takagi K. The conservative treatment of 
complete tears of the anterior cruciate ligament in skeletally immature patients. J Bone Joint Surg Br. 
1995;77:890-894. https://doi.org/10.1302/0301-620X.77B6.7593101

[71] Arastu MH, Grange S, Twyman R. Prevalence and consequences of delayed diagnosis of anterior 
cruciate ligamen ruptures. Knee Surg Sports Traumatol Arthrosc. 2015;23(4):1201-1205. https://doi.
org/10.1007/s00167-014-2947-z

Gwiazdon P, Racut A, Strozik M, Bala W, Klimek K, Rajca J, Hajduk G.
Anterior cruciate ligament injuries
Balt J Health Phys Act. 2019;11(4):115-125

https://doi.org/10.1016/j.csm.2007.06.001
https://doi.org/10.1097/01.jsa.0000162552.16118.56
https://doi.org/10.1097/00132588-200606000-00004

https://doi.org/10.1177/0363546504274202

https://doi.org/10.1177/0363546504274202

https://doi.org/10.1097/00003086-198811000-00037

https://doi.org/10.1097/00003086-198811000-00037

https://doi.org/10.2106/00004623-198769060-00010

https://doi.org/10.2106/00004623-198769060-00010

https://doi.org/10.3109/17453678909150079

https://doi.org/10.11138/jts/2015.3.2.085
https://doi.org/10.11138/jts/2015.3.2.085
https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003

https://doi.org/10.1016/j.knee.2010.09.003



125www.balticsportscience.com

Baltic Journal of Health and Physical Activity 2014; 1(1): 1-4
Journal of Gdansk University of Physical Education and Sport
e-ISSN 2080-9999

[72] Kersh ME, Ploeg H-L, Pandy MG. The dependence of knee joint stability on the cruciate and collateral 
ligaments. Movement  Sport Sci. 2015;54(90):37-54. https://doi.org/10.3917/sm.090.0037

[73] Delincé P, Ghafil D. Anterior cruciate ligament tears: conservative or surgical treatment? A critical review 
of the literature. Knee Surg Sports Traumatol Arthrosc. 2012;20(1):48-61. https://doi.org/10.1007/
s00167-011-1614-x

[74] Alonso AC, Brech GH, Bourquin AM, Greve JM. The influence of lower-limb dominance on postural 
balance. Sao Paulo Med. 2011;129(6):410-413. https://doi.org/10.1590/S1516-31802011000600007

Cite this article as: 
Gwiazdon P, Racut A, Strozik M, Bala W, Klimek K, Rajca J, Hajduk G
Diagnosis, treatment and statistic of anterior cruciate ligament injuries
Balt J Health Phys Act. 2019;11(4):115-125
doi: 10.29359/BJHPA.11.4.13

Baltic Journal of Health and Physical Activity 2019; 11 (4): 115-125
Journal of Gdansk University of Physical Education and Sport
e-ISSN 2080-9999

https://doi.org/10.3917/sm.090.0037
https://doi.org/10.1007/s00167-011-1614-x

https://doi.org/10.1007/s00167-011-1614-x

https://doi.org/10.1590/S1516-31802011000600007

