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Diagnosis of Anterior Cruciate Ligament Injury
o Whan Ahn, M.D.

Department of Orthopaedic Surgery, Sung Kvan Kwar University Hospial
Sam Sung Medical Cemer, Seoul, Korea

Recenthy. (he incidence of anierior cruciate Sigament injury is rapicdly incrcasing becituse many young Korcan are
actively participating in sports activities including hasketball, skiing and soccer. Sometimes acute ACL, injuries are
misdingnosed as sprain because of pain and muscle spasm. An accurate physical examination and carciu) history taking
are very important to diagnose (he ACL injuries. Therelore author deseribed the skill of history laking and the tech-
nique of physical examination (o diagnose ACL injuries. The most sensitive test s (he Lachman’s test, which is per-
formed with the knee in 200 of flexion, Ihe femur stabilized with tull flexed examines’s knee placed behind patient’s
distat thigh and one hand of examiner. and the proximal tibia grasped with the other. The pivol shill test is a passive
wmotion test that attempts Lo subluxate the tibia anteriorly, then have it reduce rapidly. The piver shifl test is very sensi-
tive test to dingnose the chronic ACL injuries.




