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The newly approved clinical 
practice guideline (CPG) on 
the “Management of Anterior 

Cruciate Ligament (ACL) Injuries” 
is remarkable both for the total 
number of recommendations (20) 
and the percentage of those recom-
mendations backed by evidence 
characterized either as Strong or 
Moderate (Table 1). 

“Due to the amount of higher-
quality research, there is a lot of 
good information for physicians 
and patients about best practices 
for ACL injury,” said Kevin G. 

Shea, MD, of St. Luke’s in Boise, 
Idaho, who chaired the ACL CPG 
work group. “Patient-centered care 
is important, and the guidelines 
play an important role in this.”  

“This CPG reflects the distilla-
tion of more than 12,000 articles 
on the ACL,” stated James L. 
Carey, MD, MPH, of the Univer-
sity of Pennsylvania, who served as 
vice-chair of the ACL CPG work 
group. “Ultimately, after full text 
review and quality analysis, about 
150 articles informed these  
20 recommendations.” 

The CPG includes the following 
Strong recommendations: 
• The practitioner should obtain 

a relevant history and perform 
a musculoskeletal exam of the 
lower extremities, because these 
are effective diagnostic tools for 
ACL injury. 

• MRI can provide confirma-
tion of ACL injury and assist in 
identifying concomitant knee pa-
thology such as other ligament, 
meniscal, or articular cartilage 
injury. 

• In patients undergoing intra-

articular ACL reconstruction, 
the practitioner should use either 
single-bundle or double-bundle 
technique, because the measured 
outcomes are similar. 

• In patients undergoing intra- 
articular ACL reconstruction 
using autograft tissue, the prac-
titioner should use bone-patellar 
tendon-bone or hamstring-ten-
don grafts, because the measured 
outcomes are similar. 

• In patients undergoing ACL re-
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TABLE 1:  SUMMARY OF RECOMMENDATIONS: MANAGEMENT OF ANTERIOR CRUCIATE LIGAMENT INJURIES

Topic Recommendation
Strength of 
Recommendation

History and Physical Strong evidence supports that the practitioner should obtain a relevant history and perform a musculoskeletal exam of the 
lower extremities, because these are effective diagnostic tools for ACL injury. 

Strong 

Radiographs In the absence of reliable evidence, it is the opinion of the work group that in the initial evaluation of a person with a knee 
injury and associated symptoms [giving way, pain, locking, catching] and signs [effusion, inability to bear weight, bone 
tenderness, loss of motion, and/or pathologic laxity] that the practitioner obtain AP and lateral knee xrays to identify fractures 
or dislocations requiring emergent care. 

Consensus 

Magnetic Resonance Imaging (MRI) Strong evidence supports that the MRI can provide confirmation of ACL injury and assist in identifying concomitant knee 
pathology such as other ligament, meniscal, or articular cartilage injury. 

Strong 

Pediatric There is limited evidence in skeletally immature patients with torn ACLs, but it supports that the practitioner might perform 
surgical reconstruction because it reduces activity-related disability and recurrent instability that may lead to additional injury. 

Limited 

Young Active Adult Moderate evidence supports surgical reconstruction in active young adult (18–35) patients with an ACL tear. Moderate 

Meniscal Repair There is limited evidence in patients with combined ACL tears and reparable meniscus tears, but it supports that the 
practitioner might repair these meniscus tears when combined with ACL reconstruction because it improves patient outcomes. 

Limited 

Recurrent Instability There is limited evidence comparing nonoperative treatment to ACL reconstruction in patients with recurrent instability, but it 
supports that the practitioner might perform ACL reconstruction because this procedure reduces pathologic laxity. 

Limited 

Conservative Treatment There is limited evidence to support nonsurgical management for less active patients with less laxity. Limited 

Surgery Timing When ACL reconstruction is indicated, moderate evidence supports reconstruction within five months of injury to protect the 
articular cartilage and menisci. 

Moderate 

Combined Medial Collateral Ligament Tear There is limited evidence in patients with acute ACL tear and MCL tear to support that the practitioner might perform 
reconstruction of the ACL and nonoperative treatment of the MCL tear. 

Limited 

Locked Knee In the absence of reliable evidence, it is the opinion of the work group that patients with an ACL tear and a locked knee 
secondary to a displaced meniscal tear have prompt treatment to unlock the knee in order to avoid a fixed flexion contracture. 

Consensus 

Single- or Double-Bundle Reconstruction Strong evidence supports that in patients undergoing intra-articular ACL reconstructions the practitioner should use either 
single-bundle or double-bundle technique, because the measured outcomes are similar. 

Strong 

Autograft Source Strong evidence supports that in patients undergoing intra-articular ACL reconstruction, using autograft tissue, the practitioner 
should use bone-patellar tendon-bone or hamstring-tendon grafts, because the measured outcomes are similar. 

Strong 

Autograft vs Allograft Strong evidence supports that in patients undergoing ACL reconstructions, the practitioner should use either autograft or 
appropriately processed allograft tissue, because the measured outcomes are similar, although these results may not be 
generalizable to all allografts or all patients, such as young patients or highly active patients. 

Strong 

Femoral Tunnel Technique Moderate evidence supports that in patients undergoing intra-articular ACL reconstruction, the practitioner could use either a 
tibial independent approach or transtibial approach for the femoral tunnel, because the measured outcomes are similar. 

Moderate 

Postoperative Functional Bracing Moderate evidence does not support the routine use of functional knee bracing after isolated ACL reconstruction, because 
there is no demonstrated efficacy. 

Moderate 

Prophylactic Braces Limited evidence supports that the practitioner might not prescribe prophylactic knee braces to prevent ACL injury, because 
they do not reduce the risk for ACL injury. 

Limited 

Neuromuscular Training Programs Moderate-strength evidence from pooled analyses with a small effect size (Number Needed to Treat = 109) supports that 
neuromuscular training programs could reduce ACL injuries. 

Moderate 

Postoperative Physical Therapy For those undergoing postoperative rehabilitation after ACL reconstruction, moderate evidence supports early, accelerated, 
and non-accelerated protocols because they have similar outcomes. 

Moderate 

Return to Sports Limited strength evidence does not support waiting a specific time from surgery/ injury or achieving a specific functional goal 
prior to return to sports participation after ACL injury or reconstruction. 

Limited 

NOTE: This summary of recommendations is not intended to stand alone. Treatment decisions should be made in light of all circumstances presented by the patient. Treatments and procedures appli-
cable to the individual patient rely on mutual communication between patient, physician, and other healthcare practitioners. All readers of this summary are strongly urged to consult the full guide-
line and evidence report for rationales that explain how and why these recommendations were developed as well as for the evidence reports supporting these recommendations.
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