ACL injuries. Diagnosis, treatment and rehabilitation
The ability to recognize the ACL deficient knee is lacking, even among orthopaedic surgeons. The history of an

acute ACL tear is remarkably constant, because the injury is often non contact, and patients usually report a twist on the flexed knee, turning to the same side as the injured knee, although hyperextension or direct injury is the cause in some sports. Patients often remember a loud pop, but, because there are no nociceptors in the ACL, pain is not an immediate feature in the isolated lesion. Players may attempt to continue to play, but they usually stop because the knee feels insecure. Pain ensues in association with a hemarthrosis: 70% of acute hemarthroses of the knee are associated with a tear of the ACL. The diagnosis must be confirmed before treatment is offered.

An accurate examination is necessary, usually followed by magnetic resonance imaging (MRI) or arthroscopy. The diagnosis must be made, and the 30% of causes of a hemarthrosis that are not a torn ACL can then be managed. In the symptomatic ACL-deficient knee, the disability is specific. Patients can run in a straight line, but the knee gives way when the patient turns to the side of the lesion. 
The question of definitive surgery in the acutely disrupted knee remains moot. Some surgeons recommend reconstructive surgery in subacute isolated midsubstance ACL tears. Any surgery includes some morbidity. After other possible causes of disability have been addressed, vigorous rehabilitation should be supervised, with an emphasis on proprioception and the hamstrings, because these muscles can control the forward motion of the tibia in the flexed knee. Coordination is essential because the normal knee is regularly subjected to loads of an order of magnitude higher than those needed to tear the ligaments, and they are protected only by the finely tuned activities of the muscles.
The pathologic anatomy may be just an isolated ACL tear or there may be loss of the secondary ligamentous restraints. These may have been torn at the original injury or failed over time as a consequence of repeated pisodes of giving way. In general, the isolated lesion causes abnormal anterior excursion of the lateral tibial plateau in the very slightly flexed knee, which then slips back to the normal position at about 30° of flexion, the cause of the symptoms and the basis of the pivot shift test. As secondary structures give, an increasing anterior excursion occurs on the medial side. The anterior drawer sign becomes positive, the Lachman becomes grade 3, as does the pivot shift. 
The indications for surgery can be addressed under the following headings:
 1. Failure of conservative treatment.

2. Failure of nonligamentous surgery. 

3. Patient pressure or absence of predictive factors.
 4. Isolated or complex lesion.
 5. Surgical ability.
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