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Background: The coronavirus 2019 (COVID-19) pandemic has had a profound impact on health care in Australia. To contain the
spread of the virus, strict physical distancing and social isolation policies were implemented from late March 2020. This presented
a situation in which patients recovering from anterior cruciate ligament (ACL) reconstruction had limited access to face-to-face
supervised rehabilitation and rehabilitation facilities.

Purpose: To explore the impact of social distancing and isolation policies on postoperative rehabilitation in patients after ACL
reconstruction.

Study Design: Cross-sectional study; Level of evidence, 3.

Methods: Patients who had ACL reconstruction from October 2019 until the end of March 2020 (6 months before the imple-
mentation of COVID-19 restrictions) completed an online self-report questionnaire containing 5 sections: utilization of health care
professionals for rehabilitation, frequency of rehabilitation, patient concerns and attitude, perceived impact on recovery, and
changes to employment status. We compared the responses of patients who had surgery in 2019 with those who had surgery in
2020. Statistical analysis was performed using frequency statistics and central tendency measures.

Results: A total of 185 patients (97 men, 88 women) completed the survey, for a 73% response rate. Patients had a mean age of 28
years (range, 13-57 years) and had undergone surgery a mean 4.5 months prior (range, 1.5-8 months). Most patients (80%)
maintained face-to-face rehabilitation, predominantly with a physical therapist, regardless of whether their surgery took place in
2019 or 2020; rehabilitation with active, supervised exercises was most common. Almost all patients were performing
strengthening exercises (164/185), and most were performing range-of-motion (139/185) and aerobic (123/185) activities at
their homes. Patients were minimally concerned about access to supervised rehabilitation and knee reinjury, but they were
concerned about access to equipment. Because of COVID-19, 30% were working from home; 17% were on reduced hours
and 8% on increased hours; 15% were on leave or unemployed; and 30% reported no change in employment status.

Conclusion: Patients who had undergone ACL reconstruction just before or during the first few months of the COVID-19 pandemic
were able to maintain in-person contact with their health professionals during rehabilitation, and they had a positive outlook and
managed well despite the restrictions.
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Anterior cruciate ligament (ACL) rupture is a common knee
injury that usually occurs while playing sport. The most
common treatment option is reconstruction surgery, and
Australia has the highest incidence per capita of ACL
reconstructions in the world.18 After surgery, patients usu-
ally undergo a period of supervised clinic-based rehabilita-
tion, which ideally commences in the early postoperative
period for optimal outcomes.7 Rehabilitation after ACL

reconstruction has been studied extensively, but there is
no consensus whether supervised clinic-based therapy is
comparable to home-based rehabilitation.1,5,9 Nonetheless,
in Australia, most patients choose to attend a clinic-based
program.

In response to the initial outbreak of the coronavirus
2019 (COVID-19) pandemic, federal and state governments
of Australia imposed several restrictions in different
phases. In late March 2020, the federal government
imposed strict social distancing rules, and state govern-
ments began to close nonessential services, which included
gymnasiums. At this time in the state of Victoria and in
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response to the peak of the first wave of infections, stage 3
restrictions were imposed; people could leave their homes
for 4 valid reasons: essential supplies, medical treatment,
exercise, and work that could not be done from home. Non-
urgent elective surgery was also canceled in an attempt to
preserve personal protective equipment, minimize utiliza-
tion of hospital resources, and prioritize staff and beds in
the expectation of a surge in COVID-19 hospital admis-
sions. As a result, ACL reconstruction was canceled or
delayed. Some form of restriction on nonurgent elective
surgery stayed in place until late November 2020. Restric-
tions began to ease at the beginning of June 2020, but
around this time, a second wave emerged that was more
widespread than the first. Stage 3 restrictions were there-
fore reimposed in the first week of July, and they moved to
stage 4 in the first week of August in metropolitan Mel-
bourne. All community sport was canceled.

The implementation of these restrictions had a signifi-
cant impact on the delivery of allied health services. During
stage 3, in-person allied health services could operate with
a COVID-19 Safe Work Plan in place; however, during
stage 4, routine services in private practice were not per-
mitted. In-person services were allowed only when neces-
sary to prevent significant clinical deterioration that would
require an increased level of care. Practitioners were
encouraged to use telehealth whenever possible in each of
these stages. In metropolitan regions, routine care was
again permitted from October 28, 2020, after the second
wave officially ended with zero cases on October 26.

The effect of these restrictions was to create a situation of
physical distancing and social isolation that was unprece-
dented. It presented a unique situation with limited access
not only to face-to-face supervised rehabilitation but also to
rehabilitation facilities. This provided a potential opportu-
nity to evaluate a more home-based rehabilitation model. It
additionally provided an opportunity to collect baseline
data of rehabilitation undertaken during the period of
government-imposed restrictions. From these, adaptations
that were made can be longitudinally studied and com-
pared with historical data to determine the effects, positive
and negative, of the challenges faced and to identify new
ways of practice.

The aim of this study was to explore the impact that
social distancing and isolation policies had on postoperative
rehabilitation in patients after ACL reconstruction in
terms of the (1) access to supervised rehabilitation, (2) facil-
ities and equipment available for rehabilitation, (3) type of
rehabilitation being performed, (4) concerns and attitudes
of patients during this period, and (5) perceived impact of
COVID-19 on recovery. It was hypothesized that patients
would have reduced access to supervised rehabilitation and

equipment and be concerned that the pandemic restrictions
would negatively affect their recovery.

METHODS

Study Design and Patients

This was a cross-sectional study conducted in Melbourne,
Australia. All patients who had undergone ACL reconstruc-
tion from October 2019 until the end of March 2020 were
eligible to participate. All operations were performed by 1 of
4 specialist orthopaedic knee surgeons. The same postoper-
ative rehabilitation protocol had been provided to all
patients, although individuals undertook their rehabilita-
tion under supervision at their discretion and attended an
allied health professional of their choice. The study proce-
dures were approved by an institutional ethics committee.

Rehabilitation Protocol

Weightbearing as tolerated was encouraged from the out-
set, and no braces or splints were used unless a meniscal
repair had been performed. Emphasis was placed on early
restoration of active knee extension and quadriceps activa-
tion. Progression through the rehabilitation program was
guided by the presence of pain and swelling. Participants
progressed to riding a stationary bike as soon as they were
comfortable, usually between 3 and 4 weeks, and com-
menced gymnasium exercises from 5 to 6 weeks onward.
Running was permitted once there was no knee effusion
and quadriceps strength was satisfactory, typically from
12 to 16 weeks postoperatively. Progression to sport-
specific drills commenced from 4 months onward, with a
gradual return to team training starting around 6 months
postoperatively, provided there was no effusion, an essen-
tially full range of motion, good quadriceps strength, and
good control of lower-limb stability (eg, during a single-leg
squat). Return to competition sport was permitted after at
least 1 month of unrestricted full-contact training, typically
from 11 to 12 months after surgery onward. Formal return-
to-sport testing was not done on a routine basis.

Study Tool

The survey tool was an online self-report questionnaire
consisting of 5 sections. Section 1 comprised a set of
questions regarding the utilization of health care profes-
sionals for rehabilitation management and the mode of
service delivery (eg, face-to-face or telehealth). Section 2
contained questions regarding the type and frequency of
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rehabilitation exercises being performed as well as the
facilities and equipment available for rehabilitation. Sec-
tion 3 contained questions regarding patients’ concerns
(eg, not having access to rehabilitation or equipment) and
attitudes (eg, ability to meet rehabilitation targets) dur-
ing this period. Section 4 asked patients to rate the per-
ceived impact of COVID-19 on recovery, and section 5
documented any pandemic-related changes to employ-
ment. The full survey is available as Supplemental
Material.

Procedures

The survey was electronically set up using the LimeSurvey
platform. All 254 patients who had undergone ACL recon-
struction within the eligible time frame were sent an email
on May 8, 2020, with a link to activate the survey online.
Two reminder emails and text messages were then sent
over a 2-week period to all patients who had not responded
to the initial invitation or to subsequent reminders.

Data and Statistical Analysis

Frequency statistics were conducted to present utilization
of health care, type and frequency of rehabilitation exer-
cises being performed, the range of available equipment
for rehabilitation, and the impact of the COVID-19 restric-
tions on recovery. Questions regarding patients’ concerns
and confidence or attitudes toward rehabilitation and
recovery were analyzed with measures of central ten-
dency. A subgroup analysis was performed to examine
survey responses according to differences in the time that
had elapsed since surgery (ie, patients who had ACL
reconstruction in the last 3 months of 2019 vs the first 3
months of 2020). Other subgroup analyses included
patients’ age, sex, and number of prior ACL injuries. Con-
tinuous variables were compared with the Student t test or
Mann-Whitney test. The w2 test was used to compare cat-
egorical variables. Statistical significance was set at
P < .05. Data analysis was carried out using SPSS Version
25.0 (IBM Corp).

RESULTS

The survey was completed by 185 patients (97 men, 88
women), which was a 73% response rate. Patients who com-
pleted the survey had a mean age of 28 years (range, 13-57
years) and had undergone surgery a mean 4.5 months prior
(range, 1.5-8 months). For 128 patients, this was their first
ACL operation.

Most patients reported that they were in contact with a
health care professional regarding their rehabilitation, and
the type of health care professional was most frequently a
physical therapist (Table 1). Slightly more patients who
underwent surgery between January and March 2020 were
receiving rehabilitation advice from their treating surgeon
as compared with those who had surgery in 2019 (mean ±
SD, 3.0 ± 1.0 vs 6.1 ± 0.9 months, respectively, after sur-
gery). Most patients were maintaining face-to-face

rehabilitation regardless of whether surgery took place in
2019 or 2020, with a small proportion doing face-to-face and
telehealth (10%; 15/145). A similar small proportion were
partaking in only telehealth rehabilitation, which was used
more by the patient group who underwent surgery at the
end of 2019 versus the start of 2020.

For the 29 patients who were participating in some form
of telehealth, this was mostly delivered one-on-one in a live
telesession (20/29) and/or via telephone conversation (12/
29). A few (7/29) had this supplemented with written
resources. No one was using a group format or prerecorded
resources.

For in-person and tele-health sessions, the frequency of
consultations varied according to the timing of the sur-
gery. Most patients with surgery in 2019 were receiving
<1 consultation every 2 weeks when compared with
patients with surgery in 2020, who were receiving in-
person or telehealth consultations every week or every
2 weeks (P < .0001) (Figure 1). Consultations were mostly
active rehabilitation sessions of supervised exercise with
instruction or demonstration (77%; 111/145) rather than
advice (n ¼ 34/145).

For their rehabilitation, almost all patients were doing
strengthening exercises (164/185), and most were doing
range-of-motion (139/185) and aerobic (123/185) activities.
Just more than half (107/185, 58%) were doing quadriceps
exercises in extension (Figure 2).

For those doing aerobic activity, overground walking and
riding a stationary bike were the most common activities
and were performed by more than half of patients
(Figure 3).

Patients reported having a range of equipment avail-
able to them for their rehabilitation, with resistance

TABLE 1
Proportion of Patients by Health Care Provider and Mode of
Rehabilitation: Overall and According to Surgery Timinga

Patients by Surgery
Timing

All Patients

October-
December

2019

January-
March
2020

In contact with a health
care professional

80 (147/185) 72 (63/88) 87 (84/97)

Rehabilitation provider
Physical therapist 87 (127/146) 90 (56/62) 84.5 (71/84)
Treating surgeon 6 (8/146) 3.3 (2/62) 7 (6/84)
Osteopath 4 (6/146) 3.3 (2/62) 5 (4/84)
Otherb 3 (5/146) 3.3 (2/62) 3.5 (3/84)

Mode of rehabilitation
In person 80 (116/145) 79 (49/62) 81 (67/83)
Telehealth 10 (14/145) 11 (7/62) 8 (7/83)
Both 10 (15/145) 10 (6/62) 11 (9/83)

aValues are presented as % (No.).
bOther included exercise physiologist, personal trainer, or

sports physician. One patient did not give the type of rehabilitation
provider, and 2 did not provide mode of rehabilitation.
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bands, dumbbells, and stationary bikes being the most
used (Table 2).

The frequency at which patients self-performed their
rehabilitation exercises varied depending on the time
from surgery. Most patients (74%) who had surgery in
2020 and were on average 3 months postsurgery com-
pleted their rehabilitation exercises at least 4 times per
week, but just more than half (52%) who had surgery in
2019 and were on average 6.1 months postsurgery

completed it with the same frequency (Figure 4). There
was no significant difference in the frequency of self-
performed rehabilitation exercises between patients for
whom this was their first ACL reconstruction (68% com-
pleting exercises a minimum of 4 days per week) and
those who had prior ACL surgery (75% completing exer-
cises a minimum of 4 days per week; P ¼ .7).

On a scale from 0 to 100, with 100 indicating a greater
degree of concern, patients appeared minimally concerned
regarding their access to supervised rehabilitation (mean
rating, 37) and whether this might lead to them reinjuring
the knee (mean rating, 31). They were more concerned
regarding access to equipment (mean rating, 52). Finally,
69% (128/185) had set targets for their rehabilitation and
overall were highly confident (mean rating, 74) they would
achieve these targets. The timing of surgery (2019 vs 2020)
or having had previous ACL surgery did not influence
patients’ ratings of concern or confidence; however, youn-
ger patients (<25 years) were significantly less concerned
about access to supervision or equipment and were more
confident in meeting their rehabilitation goals than their
older-aged counterparts (Table 3). Patients generally felt
positive (mean rating, 70) that they would be able to return
to sport after the easing of COVID-19 restrictions. Female
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TABLE 2
Equipment Available and Used During Rehabilitationa

Available Used

Home gym setup/facility 69 (37) 60 (32)
Resistance bands 140 (76) 115 (62)
Barbells 65 (35) 49 (26.5)
Dumbbells 117 (63) 99 (53.5)
Kettlebells 52 (28) 45 (24)
Balance/fit ball 52 (28) 36 (21)
Medicine ball 44 (24) 27 (15)
Stationary bike 108 (58) 93 (50)
Road bike 75 (40.5) 56 (30)
Treadmill 31 (17) 18 (10)
Cross-trainer/elliptical 11 (6) 4 (2)
Rower 14 (8) 8 (4)

aValues are presented as No. (%).
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patients felt that their rehabilitation had been affected to a
greater extent and indicated a lower ability to cope than
male patients.

Regarding the impact of social distancing and isolation
policies on recovery, just more than half of the surveyed
patients thought that it would delay their rehabilitation.
However, one-third felt that there would be more time for
rest and recovery, particularly those who had surgery at
the start of 2020. Finally, 18% thought that there would
be no impact, and just less than half of patients believed
that their return to sport would be delayed (Table 4). There
were no significant differences between patients for whom
this was their first ACL reconstruction and those who had
undergone prior ACL surgery.

One-third of patients who had surgery in 2019 (33%; 29/
88) had been reassured by a treating practitioner that their
outcome would not be adversely affected by COVID-19
restrictions, whereas half of those who had surgery in
2020 (51%, 49/97) had received reassurance.

In terms of work demographics, almost one-third (30%) of
the patients were students, 28% were office/sedentary work-
ers, and 20% performed light manual work. Because of
COVID-19, 30% were working from home; 17% were on

reduced hours; 8% were working more hours; 15% were on
leave or had become unemployed; and 30% reported no
COVID-19–related impact on their employment.

0

5

10

15

20

25

30

35

40

45

Everyday 4-6 days/week 1-3 days/week Fortnightly Never

Pe
rc

en
ta

ge
 o

f p
a�

en
ts

Frequency of self performed exercises (surgery in 2019)

0

5

10

15

20

25

30

35

40

45

Everyday 4-6 days/week 1-3 days/week Fortnightly Never

Pe
rc

en
t o

f p
a�

en
ts

Frequency of self performed exercises (surgery in 2020)A B

Figure 4. Frequency of self-performed rehabilitation exercises for patients who underwent surgery in (A) 2020 and (B) 2019.

TABLE 3
Questions Regarding Patient Concerns, Confidence/Attitudes, and Coping Ability Toward Rehabilitation and Recovery

During COVID-19 Restrictionsa

Age, y Sex

Questionb <25 (n ¼ 92) �25 (n ¼ 93) P Value Male (n ¼ 97) Female (n ¼ 88) P Value

1. Access to supervised rehabilitation 32 ± 26 43 ± 34 .01 33 ± 31 42 ± 30 .06
2. Reinjure knee without supervision 30 ± 27 33 ± 29 .39 28 ± 28 35 ± 28 .13
3. Access to equipment 45 ± 30 58 ± 32 .005 45 ± 33 60 ± 28 .001
4. Confident achieving rehab targets 79 ± 19 69 ± 25 .009 77 ± 25 71 ± 25 .12
5. Confident achieve full recovery 83 ± 20 78 ± 23 .07 82 ± 19 78 ± 21 .21
6. Feeling positive about returning to sport 71 ± 29 70 ± 29 .8 72 ± 29 68 ± 28 .40
7. Extent rehabilitation was affected 60 ± 35 55 ± 32 .31 53 ± 35 63 ± 31 .04
8. Ability to cope 78 ± 19 79 ± 20 .69 81 ± 19 76 ± 20 .045

aData are reported as mean ± SD. Bold P values indicate statistically significant between-group differences (P < .05).
bFor questions 1-3, higher scores reflect greater concern; for questions 4-6, higher scores reflect greater confidence/positivity; for questions

7-8, higher scores reflect greater impact/ability.

TABLE 4
Patient-Reported Impact of COVID-19 Restrictions

on Overall Recoverya

All
2019

Surgery
2020

Surgery
P

Value

Delayed/slower rehabilitation 102 (55) 54 (61) 48 (50) .11
Delayed return to sport 82 (44) 44 (50) 38 (39) .14
Improved/faster rehabilitation 20 (11) 6 (7) 14 (14) .10
Faster return to sport 8 (4) 2 (2) 6 (6) .19
Risk of complications

Increased 33 (18) 14 (16) 19 (20) .51
Reduced 19 (10) 8 (9) 11 (11) .62

More time for rest/recovery
after surgery

64 (35) 22 (25) 42 (43) .009

No impact 33 (18) 17 (19) 16 (17) .62

aData are reported as No. (%) of patients. Bold P value indicates
statistically significant difference between surgery in 2019 and
2020.
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DISCUSSION

Findings from the current survey showed that during the
COVID-19 pandemic, most patients maintained contact
with a health professional, primarily a physical therapist,
for rehabilitation after their ACL reconstruction. For those
who maintained contact, face-to face rehabilitation with
active supervised exercises was utilized for 80% of the
patients. A small proportion (16%) of patients were receiv-
ing telehealth. Patients were minimally concerned about
access to supervised rehabilitation and knee reinjury but
were concerned about access to equipment.

It was somewhat surprising that most patients were
receiving in-person (face-to-face) contact, as social distanc-
ing rules had been put in place and telehealth was advised.
However, the timing of the survey was during the first
phase of lockdown, when restricted face-to-face treatment
was still permitted. Therefore, patients and therapists may
have perceived the risk of COVID-19 transmission associ-
ated with in-person supervised physical therapy to be min-
imal at that time. This finding may equally highlight the
high regard and importance that patients placed on receiv-
ing supervised physical therapy. However, slightly more
patients with surgery between January and March 2020
were receiving rehabilitation advice from the treating sur-
geon as compared with 2019 (7% vs 3.3%, respectively),
indicating that the surgeon had perhaps taken on a greater
role in rehabilitation as physical therapy services were
increasingly being restricted.

It is noteworthy that such a small proportion of patients
utilized telehealth (16%), and for most this was a supple-
ment to in-person supervised treatment. However, this
should not necessarily be interpreted to suggest that
patients do not value telehealth. As the survey was con-
ducted in the relatively early phase of the pandemic, it is
possible that the availability of telehealth services may
have been limited, and we asked patients only what ser-
vices they used rather than what was offered. It would have
been interesting to examine whether the utilization of tele-
health services increased during stage 4 restrictions, when
face-to-face services were extremely limited. However, this
could not be evaluated as ACL reconstruction also ceased
during this stage owing to its classification as nonurgent
and compounded by the lack of people participating in
sport, similar to the surgical reductions seen in other
counties.12 A recent meta-analysis3 reviewed patient and
surgeon satisfaction with telehealth in orthopaedic care
and concluded that its use resulted in satisfaction and
patient-reported measures of pain and function
comparable to in-person assessments. Patients
additionally noted considerable time savings. As such
there may be a role for telehealth to become a regular
feature of rehabilitation practices, and future work should
capture relevant outcomes, including complications, to
ensure that patient care is not compromised.

Patients’ greatest concern was a lack of access to equip-
ment for rehabilitation, which is not surprising as gymna-
siums were required to close. Perhaps as a secondary effect
of this, more than half of the patients believed that the
COVID-19 restrictions would delay their recovery because

their rehabilitation was progressing at a slower rate than
normal. However, for the most part, these patients had a
positive attitude and were highly confident that they could
meet their rehabilitation targets and achieve a full recov-
ery. They were also optimistic about returning to sport. The
extent to which these findings are specific to the large met-
ropolitan clinic in which this study was conducted is diffi-
cult to ascertain, and other factors (eg, cost of
rehabilitation) may play a confounding role.

The optimistic view that the current patient cohort dis-
played may be related to the relatively young age of
patients who undergo ACL reconstruction. There were,
though, some differences between the age groups, with
patients <25 years old less concerned and more confident
than older patients. Factors such as this may be relevant to
the higher reinjury rates that have been reported for youn-
ger athletes.6,10,14-17 There were also some sex differences.
When compared with male patients, female patients
appraised the impact of the COVID-19 restrictions on their
rehabilitation to be greater and reported a reduced ability
to cope. This aligns with previous findings showing lower
return-to-sport rates in female patients versus male
patients.2 It is also consistent with recent data from pre-
and postoperative sports medicine, which has shown that
female patients more frequently report anxiety and con-
cerns regarding COVID-19–related health care closures
as compared with male patients.11

Despite limited access to rehabilitation facilities and
gymnasiums, patients were still able to undertake a variety
of rehabilitation exercises, and many supplemented these
with small equipment items, such as resistance bands and
dumbbells. As might be anticipated, the frequency at which
rehabilitation exercises were performed reduced as the
time from surgery increased. However, this is unlikely to
have been caused by COVID-19 restrictions and more likely
reflects the usual situation.

A notable portion (70%) of the patient cohort had COVID-
19–related changes to their employment, such as working
from home, reduced hours, or no longer working (on leave
or unemployed). This likely had positive and negative rami-
fications. Working from home may have provided greater
time and opportunity to undertake rehabilitation. How-
ever, working from home has been associated with a
greater time spent in sedentary behaviors (sitting and
screen time).13 Early statistics showed that younger people,
particularly those in their 20s, were significantly affected
by COVID-19 in terms of reduced work hours or job loss,4

and these job insecurities are associated with poorer mental
health.8 As many who undergo ACL reconstruction are
within this demographic, it is possible that the emotional
consequences of employment uncertainty may interact
with recovery. Future work will be required to examine
whether patients who underwent ACL reconstruction just
before or during the pandemic have comparable outcomes.

The limitations of this work include the geographically
specific nature of the COVID-19 restrictions that were
imposed, and it is unclear how generalizable the current
findings are to other settings. All collected data were self-
reported, and while patients were responding to their cur-
rent situations and the response options should have been
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straightforward to answer, no accuracy checks could be
made. Finally, the COVID-19 situation was continually
evolving and changing, often on a daily basis, throughout
the period of data collection, and it is unknown how this
may have affected patients’ responses and views. Despite
these challenges, it was relevant to document the impact of
social distancing and isolation policies on access to rehabil-
itation during this unique situation. Clinically, we learned
that this patient cohort was highly resilient, prioritized
face-to-face rehabilitation, and remained greatly optimistic
about resuming sports participation. Data such as these
may also provide important baseline data that can be used
to determine any longer-term impacts of having undergone
ACL reconstruction during a time of social distancing and
isolation policies. It is unclear whether similar resilience
would be found in patients who had surgery postponed for
lengthy periods because of COVID restrictions or who had
undergone surgery for trauma.

CONCLUSION

Patients who had undergone ACL reconstruction just
before or during the first few months of the COVID-19 pan-
demic were able to maintain in-person contact with their
health professional for rehabilitation. Telehealth was not
extensively utilized at this time. Overall, patients had a
positive outlook and managed well despite the restrictions.

REFERENCES

1. Andrade R, Pereira R, van Cingel R, Staal JB, Espregueira-Mendes J.

How should clinicians rehabilitate patients after ACL reconstruction?

A systematic review of clinical practice guidelines (CPGs) with a focus

on quality appraisal (AGREE II). Br J Sports Med. 2020;54(9):512-519.

2. Ardern CL, Taylor NF, Feller JA, Webster KE. Fifty-five per cent return

to competitive sport following anterior cruciate ligament reconstruc-

tion surgery: an updated systematic review and meta-analysis includ-

ing aspects of physical functioning and contextual factors. Br J Sports

Med. 2014;48(21):1543-1552.

3. Chaudhry H, Nadeem S, Mundi R. How satisfied are patients and

surgeons with telemedicine in orthopaedic care during the COVID-

19 pandemic? A systematic review and meta-analysis. Clin Orthop

Relat Res. 2021;479(1):47-56.

4. Churchill B. COVID-19 and the immediate impact on young people

and employment in Australia: a gendered analysis. Gend Work Organ.

Published online October 31, 2020. doi:10.1111/gwao.12563

5. Coppola SM, Collins SM. Is physical therapy more beneficial than

unsupervised home exercise in treatment of post surgical knee dis-

orders? A systematic review. Knee. 2009;16(3):171-175.

6. Dekker TJ, Godin JA, Dale KM, et al. Return to sport after pediatric

anterior cruciate ligament reconstruction and its effect on subsequent

anterior cruciate ligament injury. J Bone Joint Surg Am. 2017;99(11):

897-904.

7. Delaloye JR, Murar J, Vieira TD, et al. Knee extension deficit in the

early postoperative period predisposes to cyclops syndrome after

anterior cruciate ligament reconstruction: a risk factor analysis in

3633 patients from the SANTI Study Group database. Am J Sports

Med. 2020;48(3):565-572.

8. Ganson KT, Tsai AC, Weiser SD, Benabou SE, Nagata JM. Job inse-

curity and symptoms of anxiety and depression among US young

adults during COVID-19. J Adolesc Health. 2021;68(1):53-56.

9. Hohmann E, Tetsworth K, Bryant A. Physiotherapy-guided versus

home-based, unsupervised rehabilitation in isolated anterior cruciate

injuries following surgical reconstruction. Knee Surg Sports Traumatol

Arthrosc. 2011;19(7):1158-1167.

10. Kamath GV, Murphy T, Creighton RA, et al. Anterior cruciate ligament

injury, return to play, and reinjury in the elite collegiate athlete: anal-

ysis of an NCAA Division I cohort. Am J Sports Med. 2014;42(7):

1638-1643.

11. Kopka M, Fritz JA, Hiemstra LA, Kerslake S. Female and younger

orthopaedic sport medicine patients are more negatively affected

by COVID-19–related health care closures. Arthrosc Sports Med

Rehabil. Published online July 8, 2021. doi:10.1016/j.asmr.2021.06.

002

12. Liebensteiner MC, Khosravi I, Hirschmann MT, Heuberer PR, Thaler

M. Massive cutback in orthopaedic healthcare services due to the

COVID-19 pandemic. Knee Surg Sports Traumatol Arthrosc. 2020;

28(6):1705-1711.

13. McDowell CP, Herring MP, Lansing J, Brower C, Meyer JD. Working

from home and job loss due to the COVID-19 pandemic are associ-

ated with greater time in sedentary behaviors. Front Public Health.

2020;8:597619.

14. Paterno MV, Rauh MJ, Schmitt LC, Ford KR, Hewett TE. Incidence of

contralateral and ipsilateral anterior cruciate ligament (ACL) injury

after primary ACL reconstruction and return to sport. Clin J Sport

Med. 2012;22(2):116-121.

15. Paterno MV, Rauh MJ, Schmitt LC, Ford KR, Hewett TE. Incidence of

second ACL injuries 2 years after primary ACL reconstruction and

return to sport. Am J Sports Med. 2014;42(7):1567-1573.

16. Webster KE, Feller JA. Exploring the high reinjury rate in younger

patients undergoing anterior cruciate ligament reconstruction. Am J

Sports Med. 2016;44(11):2827-2832.

17. Webster KE, Feller JA, Leigh W, Richmond AK. Younger patients are

at increased risk for graft rupture and contralateral injury after anterior

cruciate ligament reconstruction. Am J Sports Med. 2014;42(3):

641-647.

18. Zbrojkiewicz D, Vertullo C, Grayson JE. Increasing rates of anterior

cruciate ligament reconstruction in young Australians, 2000-2015.

Med J Aust. 2018;208(8):354-358.

Supplemental material for this article is available at
http://journals.sagepub.com/doi/suppl/10.1177/
23259671211047216.

The Orthopaedic Journal of Sports Medicine COVID-19 and ACLR Rehabilitation 7

http://journals.sagepub.com/doi/suppl/10.1177/23259671211047216
http://journals.sagepub.com/doi/suppl/10.1177/23259671211047216

	Effect of COVID-19 Social Isolation Policies on Rehabilitation After Anterior Cruciate Ligament Reconstruction
	METHODS
	Study Design and Patients
	Rehabilitation Protocol
	Study Tool
	Procedures
	Data and Statistical Analysis

	RESULTS
	DISCUSSION
	Conclusion
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


