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Complications
ACL reconstruction is one of  our most reliable operations but 
all surgery has risks attached.

A general anaesthetic is required and there may very rarely be
problems associated with heart and lung function.

Infection occurs in less than 1% of  cases. This refers to the 
situation where either the skin (superficial) or knee joint itself
(deep) can become infected (usually by an organism from the
patient’s own skin). This may require administration of  antibiotics
either orally or through an intravenous drip and may require 
further surgery to the knee. 

Deep venous thrombosis refers to a clot in the veins of  the lower
leg and is associated with a slight risk of pulmonary embolus.
This is a rare complication but may require urgent intervention
by way of  scans and the commencement of  blood thinning 
medication such as Heparin or Warfarin. It is usual for the knee
and calf  to be swollen in the post-operative period. Not all clots
require treatment, being small and involving small veins. 

It is usual for there to be an area of  altered sensation lateral to
the knee, which usually resolves after six months but may remain
as a permanent patch of  diminished feeling in the skin.

Failure of  the graft to become firmly fixed to the bone may
result in excess laxity of  the knee reconstruction and the knee
may continue to feel somewhat looser than it should.  

Other problems within the knee may persist due to damage to
the articular cartilage, the underlying bone or the menisci of  the
knee. It may not be possible to fully correct these problems with
surgery, despite successful stabilisation of  the knee with ACL
reconstruction.
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The anterior cruciate ligament (ACL) is the most commonly 
disrupted ligament of  the knee. The ACL provides stability of  the
knee when it pivots and twists and without it a knee is unstable
for those activities. 

Most people who rupture the ACL require reconstructive surgery
to enable them to return to contact sport. Some people are 
able to stabilise the knee by a specially designed physiotherapy 
programme and especially by avoiding twisting and pivoting
movements.

General Surgical Principles
Once ruptured, the ACL cannot repair itself  and the knee is said
to be ACL deficient. The only way to reconstruct the ligament is
to use a graft. The most common graft is taken from the 
hamstring tendons behind the knee, which has been injured.
Synthetic grafts are also available which do not require the use of
the patient’s own tissues for reconstruction. The graft is inserted
into the knee using arthroscopic portals (two small puncture
marks on either side of  the knee) and attached to the femur and
tibia using screws. In general these screws do not need to be
removed at a later date. 

Minimally Invasive Technique
ACL reconstruction is done as day surgery with discharge from
the Murdoch Surgicentre on the evening of  the operation. 

During the ACL reconstruction procedure other problems 
within the knee can be dealt with. Problems such as torn menisci,
which can be removed or su tured, loose bodies within the   
knee, which can be removed, or damage to the articular 
cartilage of  the knee can be dealt with at the time of  surgery.
Sometimes it is these other problems, especially articular cartilage
damage which can be more of  a problem than the ACL 
reconstruction itself. 

The duration of  surgery is approximately one hour but may 
be more depending upon the complexity of  the surgery. 
The anaesthetic used is rapid induction, rapid offset. It is usual to 
stay overnight at the Murdoch Surgicentre before being collected
by a family member or friend the next morning on discharge.

Early Post Op Recovery
Note that arrangements will need to be made regarding transport 
from the Murdoch Surgicentre.
 The initial two weeks after surgery is dedicated to ensuring that
the swelling is minimised by elevating the leg and applying ice
four times a day, allowing for suitable protection of  the skin 
from the cold of  the ice itself. Simple exercises to maintain the
quadriceps strength are encouraged. The main goal for the knee
in the initial two weeks is to be able to achieve full extension
(straightening) of  the knee. This is done by supporting the heel
with a pillow and applying gentle pressure above the knee to
bring the knee into full extension. 

Most people prefer to use crutches and a splint to rest the knee
for the first few days.  Both crutches and splint may be discarded
when the knee feels sufficiently comfortable.

It is usual to consult with the surgeon two weeks after the 
operation to check on the incisions and the swelling and to
arrange for rehabilitation physiotherapy to commence. Often 
the physiotherapist will have been introduced prior to the surgery
and the exercise programme will have been explained in advance.

Later Recovery
It is usually three months before it is possible to run after an 
ACL reconstruction. This is the time that it takes for bone to
grow around the hamstring graft and achieve stable fixation.
After that there is further emphasis on skill training with muscle
co-ordination and training of  the position sense of  the knee. 
It is usually nine months before return to sport. 

Most people require two to four weeks off  clerical work and
four to six weeks off  manual work after ACL reconstruction. 

A synthetic graft results in more rapid recovery, but the long
term results are not yet proven. 
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