	POST-OPERATIVE PROTOCOL — PEDIATRIC & ADOLESCENT ORTHOPEDICS
MPFL Reconstruction
Medial Patellofemoral Ligament Reconstruction  |  Rehabilitation Protocol
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	FOR PATIENTS, FAMILIES & PHYSICAL THERAPY PROVIDERS

	Protocol Summary: Weight-bearing as tolerated (WBAT) from the day of surgery. Hinged knee brace, motion allowed 0–90°, until quadriceps control is demonstrated — then transition to a Shield patellar stabilizing brace for activity. Full recovery and return to sport is typically expected between 6 and 9 months postoperatively.
🦵 Weight-Bearing: WBAT throughout
🦿 Brace: Hinged 0–90° → Shield brace
🏃 Return to Sport: ~6–9 months



ABOUT THIS PROTOCOL
The medial patellofemoral ligament (MPFL) is the primary soft-tissue restraint preventing the kneecap (patella) from sliding out of its groove toward the outside of the knee. When this ligament is torn — most often during a patellar dislocation — the patella can become chronically unstable, with a tendency to dislocate again. MPFL reconstruction rebuilds this ligament using a tendon graft, restoring normal patellar tracking and stability.
This document outlines the standard post-operative course following MPFL reconstruction, and is intended to guide the patient, family, and physical therapy team through each stage of recovery.
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UNDERSTANDING THE ANATOMY
The MPFL runs from the medial (inside) border of the patella to a small bony prominence on the femur called the medial epicondyle, near the adductor tubercle. It acts like a checkrein, restraining the patella from translating laterally, particularly during the first 20–30° of knee flexion, when the patella has not yet fully engaged the trochlear groove.
During reconstruction, a tendon graft — typically an allograft (donor tendon), or less commonly the patient's own gracilis tendon (autograft) — is passed along this same anatomic path and secured with fixation at both the femoral and patellar ends.


GRAFT FIXATION & REHABILITATION PHILOSOPHY
	Fixation:
This protocol assumes secure anatomic femoral fixation (interference screw or suture anchor) and secure patellar fixation (suture anchors or transosseous tunnel with interference fixation), confirmed intraoperatively to withstand immediate weight-bearing and early controlled motion. Fixation strength — not a fixed calendar — is what determines how quickly a given patient can progress; a surgeon may individually adjust timing based on intraoperative findings, graft quality, or concomitant procedures (e.g., trochleoplasty, tibial tubercle osteotomy).



QUICK REFERENCE TIMELINE
PHASE-BASED REHABILITATION PROTOCOL
	Phase 1 — Protection   (Weeks 0–2)

	WEIGHT BEARING / BRACE
1. WBAT with crutches
1. Hinged brace, locked in extension for ambulation; unlocked 0–90° for exercise and sleep
	ROM GOAL & FOCUS
1. ROM goal: 0–90°
1. Quad activation, edema control, patellar mobility

	Advance when: SLR without extensor lag, ROM ≥90°, minimal effusion.



	Phase 2 — Quad Control / ROM   (Weeks 2–6)

	WEIGHT BEARING / BRACE
1. WBAT, wean crutches
1. Hinged brace unlocked 0–90°; discontinue for ambulation once quad control achieved; begin Shield brace transition
	ROM GOAL & FOCUS
1. ROM goal: full ROM by 6 weeks
1. Closed-chain strengthening, stationary bike, proprioception

	Advance when: Full ROM, normal gait without brace, no effusion.



	Phase 3 — Strengthening   (Weeks 6–12)

	WEIGHT BEARING / BRACE
1. WBAT, no assistive device
1. Shield patellar stabilizing brace during activity
	ROM GOAL & FOCUS
1. ROM goal: full, maintained
1. Progressive resistance, hip/core strengthening, single-leg balance

	Advance when: Quad strength ≥70–80% of contralateral limb, no apprehension.



	Phase 4 — Return to Sport   (3–9 Months)

	WEIGHT BEARING / BRACE
1. WBAT
1. Shield brace for sport / high-demand activity
	ROM GOAL & FOCUS
1. ROM goal: full
1. Plyometrics, cutting/pivoting, sport-specific agility

	Advance when: Quad strength ≥90%, hop test LSI ≥90%, no apprehension sign.





QUICK REFERENCE TIMELINE
	PHASE
	TIMEFRAME
	WB
	BRACE
	ROM GOAL
	FOCUS
	ADVANCE WHEN

	1 — Protection
	0–2 wk
	WBAT w/ crutches
	Hinged, locked in extension for ambulation; unlocked 0–90° for exercise/sleep
	0–90°
	Quad activation, edema control, patellar mobility
	SLR w/o extensor lag, ROM ≥90°, minimal effusion

	2 — Quad Control / ROM
	2–6 wk
	WBAT, wean crutches
	Hinged unlocked 0–90°; discontinue for ambulation once quad control achieved; begin Shield brace transition
	Full by 6 wk
	Closed-chain strengthening, stationary bike, proprioception
	Full ROM, normal gait without brace, no effusion

	3 — Strengthening
	6–12 wk
	WBAT, no device
	Shield patellar stabilizing brace during activity
	Full, maintained
	Progressive resistance, hip/core strengthening, single-leg balance
	Quad strength ≥70–80% contralateral, no apprehension

	4 — Return to Sport
	3–9 mo
	WBAT
	Shield brace for sport / high-demand activity
	Full
	Plyometrics, cutting/pivoting, sport-specific agility
	Quad strength ≥90%, hop test LSI ≥90%, no apprehension sign





BRACE PROGRESSION
Bracing progresses in three stages, driven by the patient's demonstrated quadriceps control rather than a fixed date.
	Stage 1
Hinged knee brace, locked in extension for ambulation. Unlocked to 0–90° for exercises and sleep.
	Stage 2
Hinged brace unlocked 0–90° full-time once quad control is demonstrated (SLR without lag, controlled gait).
	Stage 3
Transition to a Shield patellar stabilizing brace for activity and sport, continued through return-to-sport progression.





CLINICAL PEARLS
1. Quad control is the gatekeeper: Progression out of the locked brace is criteria-based (extensor lag-free SLR), not calendar-based.
1. Sleep locked early: Keeping the brace locked in extension overnight for the first 2 weeks protects the graft and prevents an early flexion contracture.
1. Avoid open-chain terminal extension (last 30° of extension against resistance) in the early strengthening phase — this loads the patellofemoral joint and reconstructed ligament disproportionately.
1. Apprehension test (lateral patellar translation with the knee near extension) should remain negative throughout recovery — a positive test warrants re-evaluation.
1. Concomitant procedures (tibial tubercle osteotomy, trochleoplasty, lateral lengthening) will slow this timeline — bony healing dictates weight-bearing and ROM in those cases.
RISKS & COMPLICATIONS
1. Recurrent instability or re-dislocation — uncommon with anatomic graft placement and secure fixation, but not zero.
1. Stiffness / arthrofibrosis from delayed or inadequate motion — this is why early controlled ROM within the brace is emphasized.
1. Patellar fracture is a rare but recognized risk when patellar bone tunnels are used for fixation.
1. Numbness near the graft harvest or incision sites, related to small sensory nerve branches, is common and usually improves over months.
1. Infection or wound complications are uncommon but possible with any surgical procedure.
WHEN TO CALL OUR OFFICE
	Red flags:
Fever, spreading redness, or drainage from the incision. Calf swelling, pain, or warmth unrelated to the knee — evaluate for possible blood clot. A new “giving way” or dislocation-type event. Inability to perform a straight-leg raise without a lag by 2–3 weeks postoperatively. Loss of previously achieved motion, or a knee that feels persistently locked or stuck.
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	This document is for educational purposes only and does not replace individualized medical advice.
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