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Abstract

Purpose The priorities of patients should be shared by those treating them. Patients and surgeons are likely to have different
priorities surrounding anterior cruciate ligament reconstruction (ACLR), with implications for shared decision-making and
patient education. The optimal surgical approach for ACLR is constantly evolving, and the magnitude of treatment effect
necessary for evidence to change surgical practice is unknown. The aim of this study was to determine (1) the priorities of
surgeons and patients when making decisions regarding ACLR and (2) the magnitude of reduction in ACLR graft failure
risk that orthopaedic surgeons require before changing practice.

Methods This study followed a cross-sectional survey design. Three distinct electronic surveys were administered to pre-
operative ACLR patients, post-operative ACLR patients, and orthopaedic surgeons. Patients and surgeons were asked about
the importance of various outcomes and considerations pertaining to ACLR. Surgeons were asked scenario-based questions
regarding changing practice for ACLR based on new research.

Results Surgeons were more likely to prioritize outcomes related to the surgical knee itself, whereas patients were more likely
to prioritize outcomes related to their daily lifestyle and activities. Knee instability and risk of re-injury were unanimous
top priorities among all three groups. A mean relative risk reduction in ACLR graft failure of about 50% was required by
orthopaedic surgeons to change practice regardless of the type of change, or patient risk profile.

Conclusion There are discrepancies between the priorities of surgeons and patients, and orthopaedic surgeons appear resist-
ant to changing practice for ACLR.

Level of evidence IV.

Keywords Anterior cruciate ligament - ACL reconstruction - Surgical practice - Failure - Outcome - Risk - Shared decision-
making - Young patients

Abbreviations ACLSG ACL Study Group

ACL Anterior cruciate ligament RD Risk difference

ACLR  Anterior cruciate ligament reconstruction RRR Relative risk reduction
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CI Confidence interval

RCTs Randomized clinical trials
OA Osteoarthritis
Introduction

The rate of graft rupture following anterior cruciate liga-
ment (ACL) reconstruction (ACLR) varies from 2 to 11%,
depending on surgical technique and patient characteristics
[21]. The rate of clinical graft failure, encompassing rup-
ture or symptomatic instability, can be as high as 40% [10].
Younger age and participation in sports are two main risk
factors for ACL injuries [17]. Unfortunately, these individu-
als are also more likely to sustain a further injury and require
revision surgery [21, 22]. The risk of suffering either a graft
rupture or contralateral ACL injury requiring surgery follow-
ing primary ACLR in patients under 20 can reach 29% [21]
. Subsequent surgeries can worsen outcomes, reduce qual-
ity of life, and place economic strain on the healthcare sys-
tem [12, 14, 23]. Thus, significant research efforts continue
with the aim of preventing the failure of ACLR grafts and
improving patient outcomes.

With this in mind it is important to acknowledge the
perspectives and priorities of patients undergoing ACLR.
In studies aiming to make treatment recommendations, a
greater emphasis has been placed on primary outcomes that
are important to patients [1]. While surgeons strive for opti-
mal clinical outcomes, patients are the ones who must lead
their lives following reconstructive surgery. This may lead
patients to prioritize different outcomes than surgeons. Infor-
mation regarding these discrepancies is needed to determine
where emphasis should be placed in clinical research.

There is no clear consensus regarding one optimal surgi-
cal approach for ACL injury, as clinical practice guidelines
support the use of multiple techniques [3]. This makes evi-
dence-based practice somewhat ambiguous and emphasizes
the need for individualized treatment decisions. Surgeons
must develop a treatment plan that encompasses three ele-
ments: evidence, clinical expertise, and patient preferences
[11].

Studies investigating surgical methods to improve out-
comes following ACLR provide minimal benefits to patients
when surgeons do not incorporate the findings into their
practice. The point at which these evidence-based practice
changes occur has not been well established. Significant
time, effort, and resources are dedicated to answer ques-
tions believed to be both clinically relevant and beneficial
to patients and the healthcare system. Therefore, it seems
reasonable to ask how large the treatment effects of studies
must be to warrant adoption into practice.

The purpose of our study was to determine (1) the
outcomes surgeons and patients prioritize when making

decisions regarding ACLR and (2) the magnitude of reduc-
tion in ACLR graft failure risk that orthopaedic surgeons
require before changing practice, in patients with different
risk profiles. It was hypothesized that surgeons would pri-
oritize clinical adverse event outcomes while patients would
prioritize return to sport/activity outcomes. Secondly, it was
thought that a 40% relative risk reduction in graft failure
may be sufficient in influencing surgeons to change practice
for ACLR, based on a 10-40% absolute risk of graft failure
(rupture or persistent instability) observed in the literature
[10, 15, 21].

Materials and methods

This study was granted ethics approval by the Western
University Health Science Research Ethics Board (IRB #:
114977).

A cross-sectional survey design was used for this study.
Electronic surveys (Qualtrics XM Software) were developed
for three distinct populations. The populations sampled were
(1) pre-operative (pre-op) ACLR patients; (2) post-operative
(post-op) ACLR patients; and (3) orthopaedic surgeons.
Patients were recruited from the clinics of four orthopae-
dic surgeons at the Fowler Kennedy Sport Medicine Clinic
in London, ON, from February to April 2020 via phone,
email, and in person. Pre-operative patients were eligible
to participate if they had an ACL deficient knee and were
considering or were scheduled for an ACLR. Post-operative
patients were eligible to participate if they had undergone
ACLR surgery in the past six years (April 2014-January
2020). Patients were excluded from the study if they were
younger than 14, older than 35, had or were scheduled for
a revision ACLR, or had a multi-ligament injury. This age
range was chosen to focus on a skeletally mature, highly
active population with an increased risk of graft failure. The
surgeon survey was distributed by email to the 170 members
of the Anterior Cruciate Ligament Study Group (ACLSG)
during the group’s 2020 meeting. Orthopaedic surgeons
with an active practice who perform ACLR were eligible
to participate.

Surveys 1 and 2: pre- and post-operative patients

The patient surveys contained demographic questions and
questions regarding outcome importance. The post-operative
patient survey contained two additional questions about time
since, and level of satisfaction with their ACLR. Patients
were provided 19 multiple choice questions regarding out-
comes and considerations related to ACLR and asked to
indicate the importance of each on a five-point Likert scale
from ‘not at all important’ to ‘extremely important’. These
questions included a layman’s definition for each outcome/
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consideration to ensure clarity and consistency. Patients
were then asked to rank their five most important items from
the same list (from one to five). The outcomes/considera-
tions were divided into five categories (Table 1).

The patient surveys were pre-tested with 14 patients in
accordance with methods outlined by Dillman et al. [7]. Pre-
tested patients were observed filling out the survey on an
electronic tablet to obtain verbal and non-verbal feedback,
and a debriefing session was used to explore general atti-
tudes, points of misunderstanding, applicability issues, or
concerns of bias. This pre-test data were not used in analysis.

Survey 3: orthopaedic surgeons

The orthopaedic surgeon survey contained questions regard-
ing demographics, attitudes towards changing practice based
on new evidence, and outcome importance. A matrix table
of the same 19 outcomes and considerations as provided to
patients was given to the surgeons (Table 1). Surgeons were
asked to similarly indicate the importance of each outcome
and provide a ranked priority list of their five most important
items.

Surgeons were presented with nine scenario-based ques-
tions regarding changing practice. Surgeons were asked
to consider making three types of changes to their ACLR
procedure: a new graft type (bone patellar tendon bone
autograft, hamstring tendon autograft, quadriceps tendon
autograft, allograft, etc.), a new surgical technique (tunnel
drilling method, double or single bundle, repair, etc.), or
an added extra-articular procedure (anterolateral ligament
reconstruction, lateral extra-articular tenodesis, etc.). Within
each of these scenarios three levels of patient risk for graft

failure were presented: 20% (high-risk), 10% (moderate
risk), and 5% (low risk). Surgeons were asked to indicate
a new risk of graft failure, compared to this initial risk that
would influence them to change practice. Graft failure was
defined as graft rupture or symptomatic instability.

The face validity of this survey was reviewed using a
focus group of five surgeons to determine if questions
were directly applicable to the research question, clear and
unbiased.

Statistical analysis
Outcome importance and agreement

The median was used as the measure of central tendency
for the ordinal levels of outcome importance. The responses
were coded as follows: ‘not at all important’ =1, ‘slightly
important’ =2, ‘moderately important’ =3, very impor-
tant=4, and ‘extremely important’ =5. The level of agree-
ment between groups was determined by calculating the per-
centage of 19 outcomes with the same median in each group.

Priorities

The outcomes ranked first to fifth most important by
respondents were considered their “top priorities”. A points
system was introduced for data analysis [8]. An outcome
ranked first (most important) was given five points, second
was given four points, continuing to fifth (one point). The
points allotted to each outcome were summed across all
respondents and weighted based on the number of individu-
als that ranked the outcome as a top priority. Outcomes were

Table 1 Surgical outcomes and

. . Category
considerations related to ACL

Surgical outcomes/considerations

reconstructions for all surveys Major Complications

Minor complications
Functional status

Quality of life

Health resource utilization

Risk of graft rupture

Knee instability (rotational laxity, asymmetric pivot shift)
Risk of re-injury (either knee)

Need for additional surgery

Complications at donor site (infection, numbness, etc.)

Time to return to pre-injury level of daily activities

Time to return to school or work

Time to return to any sport

Time to return to pre-injury level of sport

Range of motion

Quadriceps and hamstring strength

Functional performance (hop tests, etc.)

Perioperative pain

Longer term pain

Emotional well-being

Risking of developing osteoarthritis in 10 years (long
term loss of function)

Cost of surgery
Complexity of surgery
Time in surgery
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ordered by points (most to least) and ranked priority lists
were generated for each group. All patients’ responses were
pooled and the same points system was used to generate
ranked priority lists based on age and sex.

Changing practice

Risk difference (RD) and relative risk reduction (RRR)
were calculated from surgeons’ responses to the scenario-
based questions. Risk differences were used to investigate
the change required within each specific scenario, and RRR
allowed for comparison of the change required across sce-
narios. Means and 95% confidence intervals (CI) were calcu-
lated for RD and RRR. To investigate associations between
surgeon demographics and RRR, Pearson’s r correlation
analyses were run. Pearson’s r correlation coefficients were
interpreted as follows; negligible correlation (r=0.00-0.09),
weak correlation (r=0.10-0.39), moderate correlation
(r=0.40-0.69), strong correlation (r=0.70-0.89), and very
strong correlation (r=0.90-1.00) [18].

Sample size

Sample size calculations were based on the finite popula-
tion of surgeons and patients meeting the inclusion criteria
that we had access to during the data collection period. This
constituted 170 surgeon members of the ACLSG, 99 pre-
operative ACLR patients, and 283 post-operative ACLR
patients. Sample sizes of 62, 49 and 72 were calculated for
the surgeon, pre-op patient and post-op patient surveys,
respectively, based on 95% confidence intervals, 10% mar-
gin of error, and the most conservative estimate of survey
response parameters (50%).

Data were analysed as collected, as there was a low per-
centage of missing data. Statistical significance was set at
p <0.05, and all analyses were performed using SPSS (IBM
SPSS Statistics, Version 26).

Results

The pre-testing of the patient surveys and focus group of sur-
geons indicated adequate face validity of all three surveys,
and recommended changes were made to increase clarity
and reduce bias.

A response rate of 67% (66/99) and 53% (150/283) was
achieved from the pre-op and post-op patients, respectively.
A total of 56 pre-op and 131 post-op patients’ responses
were suitable for analysis, with 0% and 0.4% missing data,
respectively. Figure 1 depicts participant flow. Patient demo-
graphics are presented in Table 2.

A response rate of 68% (116/170) was achieved from the
ACLSG. A total of 105 responses were suitable for analysis,

Assessed for eligibility
Surgeons (n=170)
Pre-op Patients (n=99)
Post-op Patients (n=282)

Excluded
Surgeons (n=0)

> Pre-op Patients (n=24)
Unable to contact (n=15)
Surgery date passed (n=9)

Post-op Patients (n=26)
Unable to contact (n=22)
Declined to participate (n=4)

Sent Survey
Surgeons (n=170)
Pre-op Patients (n=75)
Post-op Patients (n=256)

!

Responses Received
Surgeons (n=116)
Pre-op Patients (n=66)
Post-op Patients (n=150)

Excluded from Analysis
Surgeons (n=11)
Incomplete (n=11)
Pre-op Patients (n=10)
Incomplete (n=1)
Ineligible (n=9)
Post-op Patients (n=19)
Incomplete (n=7)
Ineligible (n=12)

\4

Analyzed
Surgeons (n=105)
Pre-op Patients (n=56)
Post-op Patients (n=131)

Fig. 1 Participant flow diagram

with 5.7% missing data (Fig. 1). Surgeon demographics are
presented in Table 3.

Outcome importance and agreement

Nearly all outcomes (96%) were categorized as ‘moderately’,
‘very’, or ‘extremely’ important. Pre-op and post-op patients
rated a larger proportion of outcomes as ‘extremely impor-
tant’ than did surgeons (47% and 53% versus 16%, respec-
tively). No outcomes were labelled ‘not at all important’.
Surgeons and pre-op patients agreed on the level of
importance for 47% of the outcomes (9/19), whereas
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Table 2 Patient demographics (pre- and post-operative)

Pre-op patients
(mean+SD) or N

Post-op patients
(mean +SD) or

(%) N (%)

Sex

Male 23 (41.1) 47 (37.6)

Female 33 (58.9) 78 (62.4)
Age (years) 24.8+59 23.1+4.7
Time since surgery (years) N/A 25+2.0
Satisfaction with surgery

Extremely satisfied 88 (67.2)

Somewhat satisfied N/A 30 (22.9)

Neither satisfied nor dis- 8(6.1)

satisfied

Somewhat dissatisfied 5(3.8)

Extremely dissatisfied 0(0.0)
Table 3 Surgeon demographics

Mean =+ SD or N (%)

Sex

Male 95 (95.9)

Female 4(4.0)
Age (years) 52.6+10.7
Years of experience

As an orthopaedic surgeon 22.4+10.3

Completing ACLR 20.7+10.5
Fellowship trained in ACLR

Yes 92 (88.5)

No 12 (11.5)
Region

Europe 51 (49.0)

North America 28 (29.9)

Australia/New Zealand 13 (12.5)

Asia 6(5.8)

Middle East 2(1.9)

South America 3(2.9)

Africa 1(1.0)
Type of practice

Academic/teaching 58 (55.2)

Private 41 (39.0)

Community/public 6(5.7)

surgeons and post-op patients agreed on 53% (10/19).
The two groups of patients agreed more frequently, with
68% of the same median responses (13/19). Altogether,
the three groups agreed on 37% of the outcomes’ impor-
tance (7/19).

@ Springer

Priorities

Ranked priority lists of the three groups are shown in
Table 4. Knee instability and risk of re-injury to either knee
were shared as top five priorities among all three groups.
Looking across the top three priorities of each group, pre-
operative patients uniquely prioritized returning to school
or work; post-operative patients uniquely prioritized return-
ing to any level or pre-injury level of sport; and surgeons
uniquely prioritized the risk of graft rupture and of devel-
oping osteoarthritis (Table 4). Pooling patient responses
revealed differences in top priorities based on age and sex
(Fig. 2a, b, respectively).

Changing practice

Surgeons required a mean RRR in ACLR graft failure of
51.4% to influence practice change across the nine sur-
vey scenarios (Table 5). Surgeons required a mean RRR
of 52.8%, 50.5%, and 50.9% to change graft type, surgical
technique, and use of an extra-articular procedure, respec-
tively. Surgeons required a mean absolute RD of 10.2%,
5.1%, and 2.6% to change practice for the high, moderate,
and low risk groups, respectively. The mean RRR showed
weak but statistically significant positive correlations with
increasing age (r=0.33,95% CI 0.15-0.50, p=0.01), years
of experience as an orthopaedic surgeon (r=0.39, 95% CI
0.22-0.55, p<0.01) and years of experience performing
ACLR (r=0.37,95% C10.19-0.52, p<0.01).

Discussion

The most important finding of our study was that surgeons
and patients have different priorities when making decisions
regarding ACLR. Overall, surgeons were more likely to pri-
oritize outcomes specifically related to the patients’ surgical
knee (graft rupture, instability, and osteoarthritis), whereas
patients were more likely to prioritize outcomes related to
their daily life (returning to daily activities, sport, school,
and work). This is intuitive based on each groups’ setting
and exposure to the outcomes. Surgeons see patients expe-
riencing complications and adverse events, and their reputa-
tion as a clinician is based on preventing such occurrences.
Patients spend most of their lives outside the clinical setting
and will be most concerned with how their daily lifestyle and
activities are affected.

All three groups acknowledged the high importance of
nearly all listed outcomes, emphasizing need for prioritiza-
tion to determine optimal surgical approaches. Knee stabil-
ity and preventing re-injury were unanimous top priorities.
These may be ideal primary outcomes for studies investigat-
ing ACLR, as they appear to be both surgeon and patient
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Table 4 Ranked priority lists of outcomes or considerations related to ACL reconstruction
Orthopaedic surgeons Pre-op patients Post-op patients
1. Knee instability® 1. Time to return to school/work 1. Risk of re-injury (either knee)®
2. Risk of graft rupture 2. Time to return to pre-injury level of daily activities® 2. Time to return to any level of sport
3. Risk of re-injury (either knee)* 3. Risk of re-injury (either knee)* 3. Time to return to pre-injury level of daily
4. Range of motion® 4. Knee instability® activities®

5. Risk of developing OA in 10 years 5. Range of motion®

4. Time to return to pre-injury level of sport
5. Knee instability®

#Outcome/consideration is shared as a top priority by both other groups

®Outcome/consideration is shared as a top priority by one other group

Fig. 2 Top five priorities of 14 to 25 years old 25 to 36 years old
ACL reconstruction patients, by a n=123
age (a) and sex (b)

»  Time to return to knee)

any level of sport

* Time to return to pre-
injury level of daily
activities

*  Time to return to
pre-injury level
of sport

Knee instability

b Male Female

n=70

Range of motion

Time to return to
pre-injury level of
sport

* Risk of re-injury (either
knee)

* Knee instability

* Functional
performance

Risk of re-injury (either
Time to return to
school or work

Range of motion

Time to return to
any level of sport

Time to return to
pre-injury level of
daily activities

Time to return to
school or work
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Table 5 Change in ACL graft

. . . Type of change 20% initial risk (high) 10% initial risk 5% initial risk (low) =~ Mean
failure I.'lsk requlrf.:d by surgeons (moderate)
to consider changing practice
(mean +95% CI) Graft type
RD 10.6+0.8 53+04 2.6+0.2 -
RRR 529+42 53.0+3.6 52.7+4.4 52.8+2.3
Surgical technique
RD 10.0£0.9 5.0+04 2.6+02 -
RRR 499+4.4 50.4+3.8 51.2+4.6 50.5+2.4
Extra-articular procedure
RD 10.1+0.9 49+04 2.6+0.2 -
RRR 50.5+4.7 49.3+4.1 529+4.5 50.9+2.5
Mean
RD 10.2+0.5 5.1+02 2.6+0.1 -
RRR S51.1+25 50.9+2.2 523+26 514+1.4

RD (%) =risk difference (initial risk — new acceptable risk)
RRR (%) =relative risk reduction (RD/initial risk x 100)

important. Pooled across all three groups, risk of re-injury
was the most important outcome. Patients cite fear of re-
injury as the most common psychological reason for not
returning to sport or activity after ACLR [16].

The risk of developing osteoarthritis (OA) in 10 years was
considered a top priority by surgeons, but not by patients.
The concept of OA appears to be a common point of mis-
understanding among ACLR patients. Patients erroneously
expect little to no risk of developing OA following ACLR,
or believe that reconstructive surgery will decrease their
risk for the condition [9], which may explain its relatively
low importance rating by patients. Evidence suggests that
about 50% of ACLR patients will develop radiographic OA
within 10-20 years of an ACL tear, regardless of surgical
treatment [13]. Patients are rarely cognisant of this risk and
education from health care professionals related to OA must
be improved.

Patients rated about half of the ACLR outcomes as
extremely important, in contrast to surgeons who classified
less than one-fifth as such. Patients may have unrealistically
high expectations regarding ACLR compared to the post-
operative reality of outcomes [9]. The overwhelming major-
ity of patients expect a normal or near-normal knee condi-
tion, return to pre-injury level of sport or activity, and little
to no risk of osteoarthritis [9]. The diversity in surgeons’
answers may reflect more realistic expectations regarding
patient recovery and post-operative condition.

Survey studies of ACLR patients have shown that the
most influential factor in patients’ choice of ACLR graft
type is surgeon recommendation [4, 5]. Similarly, operating
surgeon was the strongest predictor of graft type for ACLR
in a recent cohort study by the Multicenter Orthopedic Out-
comes Network [19]. Surgeons generally have more knowl-
edge regarding ACLR treatment options and outcomes than

@ Springer

their patients. However, healthcare delivery has shifted from
a paternalistic approach in which surgeons instruct patients
on what is best for them, to a patient-centred model in which
patients are active participants in their treatment plan [6].
Surgical treatment decisions must be made on an individual
basis, but informative patient education is needed to clarify
risks, benefits and expectations. We suggest a simple ranked
priority list approach similar to that used in this study to aid
in the shared decision-making process.

Overall, a 51% relative risk reduction was necessary for
surgeons to consider changing practice for ACLR. To our
knowledge, this is the first study investigating the magni-
tude of results necessary for orthopaedic surgeons to con-
sider changing practice for ACLR. We question whether the
requirement to cut failure rates in half before adopting a new
intervention for ACLR is appropriately cautious, or unreal-
istically high for clinical research. It is interesting to note
that while the participating surgeons ranked knee instability
and graft rupture (two components of what can be defined
as clinical graft failure [10]) as their top two priorities for
ACLR, the same surgeons appear resistant to changing prac-
tice to improve these metrics.

Orthopaedic surgeons have been shown to be most influ-
enced by randomized clinical trials (RCTs), systematic
reviews and meta-analyses with large sample sizes, pub-
lished in reputable journals [20]. However, ACLR literature
is often troubled by underpowered studies that do not inves-
tigate patient important outcomes, with samples not gener-
alizable to the average surgeons’ treatment population. If
large, methodologically sound RCTs or cohort studies show
a consistent and precise treatment effect for a well-defined,
clinically and patient important outcome, a change in prac-
tice should follow. This is true for risk reductions smaller
in magnitude than 51%. Conversely, practice change should
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not occur in response to one or two small studies. This holds
even when small studies show large treatment effects such
as the 51% RRR highlighted in the survey responses. It is
possible that other external factors such as the influence
from industry are even more significant drivers of surgical
practice and subsequent evolution of practice change, than
clinical research. A thorough discussion of these influences
is beyond the scope of this paper.

Somewhat surprisingly, surgeons indicated that a larger
RD would be needed for them to change practice in a high-
risk patient (10.2%) compared to a low-risk patient (2.6%),
with the RRR staying fairly constant. A 50% RRR may be
realistic for a low-risk scenario such that risk of failure drops
from 5 to 2.5% (RD=2.5%). In comparison, a 50% RRR
from 20 to 10% (RD = 10%) is much less likely to occur in a
clinical setting. It is interesting to note that in both of these
scenarios, the number of patients needed to treat in order to
prevent one graft failure is the same, 40 patients. Further
research is needed to support this finding and explore why
surgeons may be more hesitant to change practice for the
population of patients in greater need of improved failure
rates.

Based on the correlations observed in our data, older
and more experienced surgeons required larger risk reduc-
tions to change practice. Bhandari et al. reported that sur-
gical residents “identified a surgeon’s “ego”, “older age”,
“rigidity”, and “insecurity” as characteristics that impaired
the practice of evidence-based medicine” [2]. Older, more
experienced surgeons have likely developed practice habits
with low adverse event rates and feel little motivation to
change. A comment from one participating surgeon regard-
ing changing practice to add an extra-articular procedure
illustrates this point: “I feel a double bundle hamstring graft
in my hands has low failure rates and negates the need for
extra-articular procedures”. The issue with this perspective
is that it does not acknowledge the hierarchy of evidence
on which the practice of evidence-based medicine is built,
whereby systematic research is placed above anecdotal clini-
cal experiences.

The response rate of our surveys (67, 53, and 68%)
introduces the possibility of bias. Less than three-quarters
of potential participants responded to the survey and we
cannot be certain if those who did respond are different, in
some meaningful way, from those who did not. The patients
surveyed were recruited from one clinic and were within
a younger age group. Therefore, the results of this study
cannot be generalized to all patients undergoing ACLR.
Although including patients at various timepoints may pro-
vide a unique view of patient perspectives, this study was
not longitudinal, and we cannot conclude how individual
patients’ responses change over time.

The ACLSG sample of surgeons provided diversity in
region and type of practice. However, this is a specialized

sample and cannot be generalized to all surgeons. This
group is dedicated to advancing research of ACL injuries
and treatment and may be more likely to change practice
than the general population of orthopaedic surgeons. It
is possible that the scenario-based questions presented
to surgeons were unclear or that the concept of moving
from an initial risk level to an acceptable risk which would
influence change was convoluted due to the questions’
phrasing. Lastly, it is likely our survey did not adequately
capture the multifactorial nature of a surgeon’s practice
decisions. A comment left by one surgeon respondent
emphasizes this point: “too complex questions...too many
ifs and show me the first isolated ACL [injury] to come
to happen...so many variables are at issue here”. Factors
such as concomitant injuries, cost, surgeon experience,
and numerous patient characteristics were not addressed
and would influence practice change decisions.

Conclusion

There are discrepancies between the priorities of surgeons
and patients for ACLR. Surgeons were more likely to pri-
oritize outcomes related to the patients’ surgical knee
(graft rupture, instability, and osteoarthritis), whereas
patients were more likely to prioritize outcomes related
to their daily lifestyle and activities (returning to daily
activities, sport, school, and work). Orthopaedic surgeons
appear similarly resistant to changing practice for ACLR,
independent of the type of change or patient risk profile.
Effective shared decision-making aligned with rigorous
clinical research is necessary to further progress in reduc-
ing ACL graft failure for high-risk patients.
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