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Background: Rehabilitation is an important component of care in postsurgical knee patients, especially as it pertains to return to
preinjury activity level. Despite the established significance of rehabilitation in improving outcomes after certain surgical proce-
dures, there is a lack of investigation into compliance rates and factors that affect compliance in pediatric patients.

Purpose/Hypothesis: The purpose of this study was to evaluate sociodemographic factors associated with noncompliance in
pediatric patients after knee surgery to characterize health disparities in this population. Our hypothesis was that certain socio-
demographic factors would be associated with decreased compliance.

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

Methods: A retrospective review of medical records was used to gather data on compliance rate, demographics, and socio-
economic factors for pediatric patients undergoing rehabilitation after knee surgery. Compliance rate was determined by counting
the total scheduled appointments, cancellations, and no-shows (defined as visits for which patients did not show up and did not
provide notification of cancellation). Various types of knee injuries were included in this study. Data were evaluated using bivariate
analyses in addition to hierarchical linear and binary logistic regression to assess for associations between sociodemographic
factors and compliance rate.

Results: Our total sample size was 186 patients. When compared with patients from non–single-parent households, patients from
single-parent households were found to have a lower rate of physical therapy compliance (72.2% vs 80.1%; P < .001), were less
likely to reach the 85% compliance threshold (9.1% vs 42.4%; P < .001), and had an increased amount of cancellations and no-
shows (16.7 vs 11.7 visits; P ¼ .02). Although a small sample size, Hispanic/Latino patients were shown to have a lower
achievement of the 85% compliance threshold compared with non-Hispanic/Latino patients (0% vs 38.2%; P ¼ .04). Increased
distance from the rehabilitation clinic was associated with lower achievement of the 85% compliance threshold (P ¼ .033).

Conclusion: Overall, there were several significant demographic and socioeconomic variables associated with rehabilitation
compliance, specifically single-parent status, distance to rehabilitation clinic, and ethnicity. These results suggest potential pre-
dictors of decreased compliance that warrant prospective investigation.
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Knee injuries are a common occurrence in pediatric
orthopaedic care,2,20 with surgical management of these inju-
riesbeing a potentially stressful process for patients and their
families. The incidence and severity of knee injuries in young
athletes have been increasing in recent decades with the rise
of intense, year-round athletic participation.4,11,13,14,28 Many
patients additionally express an interest to return to sporting

activities after injury,5,16,18,22 which can lead to a heightened
risk of reinjury.9,16 Compliance with rehabilitation is para-
mount in the care of these patients but can be difficult for
patients to achieve because of a variety of factors, including
pain associated with rehabilitation,6 increased total length of
rehabilitation periods in pediatric patients,16 and concomi-
tant injuries leading to more complex care.22 Compliance to
rehabilitation allows patients to improve their chances
to return to normal knee functioning8,12 and mitigates the
risk of recurrent knee injuries,16 while lack of compliance is
associated with negative postsurgical outcomes.8
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Despite the importance of rehabilitation compliance in
helping patients recover, there is a lack of research in this
pediatric population regarding compliance rates. Estab-
lished research on rehabilitation compliance rates in adults
for frozen shoulder syndrome7 and osteoarthritis27 high-
lights deficits in rehabilitation compliance, which likely can
be extended to the pediatric population. Many factors may
contribute to an individual’s level of compliance with pre-
scribed rehabilitation, including sociodemographic factors
that make attending the visits challenging. If certain socio-
demographic factors have a significant impact on rehabili-
tation compliance, they may be a source of health
disparities of which providers are not currently aware.

The aim of this study was to investigate the association of
sociodemographic factors with compliance to rehabilitation
after surgical treatment of knee injuries in pediatric patients
to evaluate potential predictors of noncompliance that create
these disparities. We hoped to identify potential health dis-
parities in this group that would inform future research and
interventions centered on increasing compliance in this
population and develop a set of predictors clinicians can refer
to when evaluating a patient’s risk for reduced compliance.
Our hypothesis was that individuals with government insur-
ance, an increased distance between residence and rehabil-
itation clinic, larger family size, and single-parent family
status will have decreased rates of rehabilitation compli-
ance. We also hypothesized that patients aged 16 years and
older will have a higher compliance with rehabilitation.

METHODS

Data Collection

This study was a retrospective medical-record review con-
ducted at The University of Michigan (Ann Arbor, MI).
Owing to the retrospective nature of this study, which solely
involved patient information available in the study institu-
tion’s electronic health record (EHR), institutional review
board exemption was granted. Patients who had undergone
surgery for a knee injury from January 1, 2015, to December
31, 2018, and had rehabilitation within the health system on
an outpatient basis through January 1, 2020, were reviewed
for inclusion in this study. They were excluded if older than
18 years at the time of surgery or had a prior knee surgery.
Injuries to the anterior and posterior cruciate ligaments,
medial and lateral collateral ligaments, medial and lateral
menisci, medial patellofemoral ligament, and tibial emi-
nence were included in this study.

Information was gathered on study participants by using
the EHR and Data Direct, a component of the institutional

EHR that allows for deidentified data extraction. This
allowed for acquisition of patient information such as
appointments scheduled, reason for cancellation, compli-
ance with scheduled appointments, and sociodemographic
variables, including age, sex, race, ethnicity, religious affil-
iation, preferred language, injury type, family size, single-
parent household, stability of residence during treatment,
distance to rehabilitation location, and insurance type.
Race was indicated with a categorical variable that
included Black, Asian, White, and other for descriptive pur-
poses, described in a similar fashion to Huang and
Hanauer.15 Ethnicity as provided on the EHR was defined
as Hispanic/Latino and non-Hispanic/Latino. For multivar-
iate analysis, non-Hispanic White versus all other (Black,
Asian, or other) was used because of the small cell size for
various racial groups. Religious affiliation and preferred
language were categorized as either religiously affiliated
or not religiously affiliated, and preferred language was
defined as English or other.15 Injury was categorized as 1
or a combination of the aforementioned injuries.

Family size and single-parent household status were
determined by provider notes, with family size including all
individuals reported living in the patient’s residence. Stabil-
ity of residence and distance to rehabilitation location were
determined from patient-reported addresses. Distance from
residence to rehabilitation site was calculated using Google
Maps. When individuals reported more than 1 residence dur-
ing rehabilitation, the average distance between the rehabil-
itation site and listed addresses was calculated and included
in the analysis. If the patient listed a single residence during
treatment, we considered it a stable residence; if 2 or more
residences were listed during treatment, it was considered an
unstable residence.23 Insurance type was classified as gov-
ernment insurance (ie, Medicaid) or private insurance.23

Rehabilitation was defined as physical therapy under-
taken in the postoperative period. Duration of rehabilita-
tion varied based on the surgery performed and each
patient’s progress, but in general was expected to fall in the
range of 12 to 78 visits (2 to 3 times per week for 6 weeks to
6 months). Compliance with prescribed rehabilitation was
determined by recording the number of appointments
scheduled and the outcomes of those appointments. Reha-
bilitation visits completed, visits canceled by the patient,
and no-shows (defined as visits for which patients did not
show up and did not provide notification of cancellation)
were considered in the analysis. These 3 scenarios
composed the total number of visits scheduled, and the
compliance percentage was calculated from these values.

Canceled visits were defined as any appointment the
patient or patient’s family called to cancel. Visits can-
celed by the health care team were not considered. An

§Address correspondence to Eileen A. Crawford, MD, 4008 Ave Maria Drive, Lobby A Suite 1000, Ann Arbor, MI 48106, USA (ceileen@med.umich.edu).
*Department of Orthopaedic Surgery, University of Michigan, Ann Arbor, Michigan, USA.
†Office of Health Equity and Inclusion, University of Michigan, Ann Arbor, Michigan, USA.
‡Department of Pediatrics, University of Michigan, Ann Arbor, Michigan, USA.
Final revision submitted May 8, 2021; accepted July 14, 2021.
One or more of the authors has declared the following potential conflict of interest or source of funding: E.A.C. has received education payments from

Pinnacle, and hospitality payments from Smith & Nephew. AOSSM checks author disclosures against the Open Payments Database (OPD). AOSSM has not
conducted an independent investigation on the OPD and disclaims any liability or responsibility relating thereto.

Ethical approval for this study was waived by the University of Michigan (study ID: HUM00149664).

2 Metz et al The Orthopaedic Journal of Sports Medicine

mailto:&lpar;ceileen@med.umich.edu


85% threshold was set for analysis of the data with hier-
archical linear and binary logistic regression. As there is
little research into rehabilitation compliance, especially
in pediatric patients, this threshold was chosen by us to
allow for regression analysis of the study patients. A
study on compliance with physical therapy in patients
with frozen shoulder demonstrated that even the control
group who received no mobile phone reminders to com-
plete their exercises achieved compliance of 85%. The
intervention group had significantly higher compliance
at 97% and had better range of motion at the completion
of the study.7

Statistical Analysis

Analysis of variance (ANOVA) was used to evaluate the rela-
tionships between variables and compliance to rehabilita-
tion percentage. Hierarchical linear regression was
conducted with compliance to rehabilitation percentage and
evaluated with a stepwise addition of independent variables
to produce a 3-block model. Demographic variables such as
age (years, continuous), sex (male¼ 1), and race (white¼ 0,
other¼ 1) were included in the first block. The second block
consisted of sociodemographic variables such as religious
affiliation (religiously affiliated ¼ 1), family size (number
of individuals, continuous), and single-parent household
(yes¼ 1). The third block included socioeconomic predictors
of distance to rehabilitation (miles, continuous), stability of
residence (unstable residence¼ 1), and insurance type (gov-
ernment insurance ¼ 1).

Hierarchical binary logistic regression was conducted in a
3-block model to control confounding variables and identify
predictors of noncompliance to rehabilitation for patients.

Rehabilitation compliance for this model was placed at 85%
(�85% ¼ 1; <85% ¼ 0). Variables were added in a stepwise
fashion identical to the logistic regression for the 3 blocks
(demographics, sociodemographics, and socioeconomic sta-
tus). All analyses were carried out using the Statistical Pack-
age for Social Sciences 25 (SPSS Inc), with P < .05 as the
threshold for significance.

RESULTS

Study Population Description

After the study selection process, 186 patients were
included in the analysis, the demographic characteristics
of which are presented in Table 1.

The study population was largely non-Hispanic White
(80.1%) and American English–speaking (98.4%). Data
regarding family size and dynamic are also listed in Table 1.
Data on rehabilitation visits and compliance (Table 1)
showed that patients were scheduled for 59.9 ± 32.7
appointments, attending an average of 44.7 ± 25.2 of those
appointments. Patients canceled 9.8 ± 9.2 appointments on
average, along with 2.6 ± 4.0 instances of no-shows during
their rehabilitation period. The overall compliance rate was
found to be 78.9% ± 11.9%, with 37.1% of the patient popu-
lation achieving the 85% compliance threshold.

Anterior cruciate ligament (ACL) and meniscus injuries
made up most of the injuries, with 67.7% having ACL
involvement, 37.1% having meniscus involvement, and
22.5% having concomitant ACL and meniscus injuries.
Overall injury frequencies are shown in Figure 1.

Analysis of Compliance Rate

ANOVA evaluation (Table 2) revealed significant findings
regarding the total number of appointments scheduled

TABLE 1
Study Population Descriptives and Visit Compliance Data

(N ¼ 186 Participants)a

Variable Total Value

Age, y 15.3 ± 2.0
Age �16 y 98 (52.7)
Sex, male 72 (39.2)
Language, American English 183 (98.4)
Race

Non-Hispanic White 149 (80.1)
Black 26 (14.0)
Asian 4 (2.1)
Hispanic/Latino 7 (3.8)
Other 7 (3.8)

Religiously affiliated 112 (60.2)
Family size 3.7 ± 1.2
Single-parent family 33 (17.7)
Insurance type, government 34 (18.3)
Number of appointments scheduled 59.9 ± 32.7
Number of appointments attended 44.7 ± 25.2
Cancellations 9.8 ± 9.2
No-shows 2.6 ± 4.0
Compliance rate, % 78.9 ± 11.9
�85% compliant 69 (37.1)

aData are presented as n (%) or mean ± SD.
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Figure 1. Distribution of injuries in study participants. Our
study population showed a predominance of ACL and menis-
cus injuries, in addition to a significant amount of MPFL inju-
ries. ACL, anterior cruciate ligament; LCL, lateral collateral
ligament; MCL, medial collateral ligament; MPFL, medial
patellofemoral ligament.
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and the instances of cancellations and no-shows. Partici-
pants with a single-parent family dynamic were less likely
to achieve 85% compliance (P< .001), and they had a lower
overall percentage of visits attended (P < .001). These
patients also had significantly more cancellations and
no-shows (P ¼ .02), driven primarily by an increase in
no-shows (P < .001). Hispanic/Latino patients were found
to have a lower achievement of the 85% threshold than
non-Hispanic/Latino patients (P ¼ .04). Non-Hispanic
White patients had less no-shows than their counterparts
(P ¼ .03).

Hierarchical binary logistic regression analyses also
revealed significant findings in our study population
(Table 3). These findings showed that patients with a
single-parent dynamic had a lower achievement of the
85% adherence threshold.

Distance to Physical Therapy and Stability
of Residence Analysis

Distance to physical therapy site and stability of resi-
dence were variables that were also evaluated in this
study; however, owing to limitations with the EHR at
our institution, we were unable to assess these variables

TABLE 2
Bivariate Analysis of Compliance to Visitsa

Variable
Cancellations
and No-shows Cancellations No-shows Percentage Attended Percentage With �85% Compliance

Age �16 y
Yes (n ¼ 98) 12.6 ± 10.6 10.0 ± 8.8 2.6 ± 3.6 78.8 ± 11.6 32.7 ± 47.1
No (n ¼ 88) 12.4 ± 11.5 9.7 ± 9.7 2.6 ± 4.5 78.9 ± 12.5 42.5 ± 50.0
P .88 .81 .96 .96 .19

Sex
Female (n ¼ 113) 13.0 ± 10.7 10.7 ± 9.8 2.2 ± 3.0 80.6 ± 10.7 39.1 ± 49.2
Male (n ¼ 73) 11.8 ± 11.5 8.6 ± 8.3 3.2 ± 5.2 79.6 ± 13.2 36.4 ± 48.7
P .47 .14 .10 .76 .23

NHW vs all other
NHW (n ¼ 147) 12.8 ± 11.1 10.4 ± 9.1 2.2 ± 3.9 78.9 ± 11.9 39.5 ± 49.0
All other (n ¼ 39) 11.5 ± 10.8 7.6 ± 9.7 3.9 ± 4.3 78.4 ± 12.4 28.2 ± 45.6
P .52 .09 .03 .78 .20

Ethnicity
Non-Hispanic/Latino (n ¼ 178) 12.3 ± 10.6 9.7 ± 8.8 2.6 ± 4.1 78.9 ± 12.0 38.2 ± 48.7
Hispanic/Latino (n ¼ 7) 18.7 ± 18.1 16.3 ± 17.2 2.3 ± 2.6 74.5 ± 8.6 .0 ± .0
P .13 .06 .84 .34 .04

Religiously affiliated
Yes (n ¼ 102) 12.5 ± 10.7 9.5 ± 8.8 2.8 ± 4.4 78.6 ± 12.0 34.3 ± 47.7
No (n ¼ 74) 12.3 ± 11.7 10.0 ± 9.9 2.2 ± 3.6 79.2 ± 12.4 41.9 ± 49.7
P .64 .58 .74 .63 .42

Single-parent residence
Yes (n ¼ 33) 16.7 ± 13.7 11.8 ± 9.8 4.9 ± 6.4 72.2 ± 12.2 9.1 ± 29.2
No (n ¼ 151) 11.7 ± 10.1 9.5 ± 9.1 2.1 ± 3.1 80.1 ± 11.4 42.4 ± 49.6
P .02 .213 < .001 < .001 < .001

Insurance type
Private (n ¼ 151) 13.2 ± 11.7 10.7 ± 9.9 2.4 ± 4.1 79.5 ± 11.9 40.4 ± 49.2
Government (n ¼ 34) 9.5 ± 6.3 6.2 ± 4.5 3.3 ± 3.9 76.4 ± 12.1 23.5 ± 43.1
P .08 .01 .262 .169 .07

aData are presented as mean ± SD. Bold P values indicate statistically significant differences between variables (P < .05). NHW, non-
Hispanic White.

TABLE 3
Hierarchical Binary Logistic Regression: Predictors

of Achieving 85% Adherence to Rehabilitationa

Variable R2
Odds
Ratio P b (SE)

Block 1: demographics .040 — .153 —
Sex, male — 1.446 .225 .369 (.324)
Race, all other — .550 .145 �.597 (.410)
Age �16 y — .679 .225 �.388 (.319)

Block 2: sociodemographics .163 — < .001 —
Religiously affiliated — .667 .206 �.405 (.320)
Family size — .844 .310 �.169 (.167)
Single-parent household — .109 .001 �2.216 (.674)

Block 3: socioeconomic status .179 — .121 —
Government insurance — .467 .130 �.761 (.503)

Final model — — < .001 —
Sex, male — 1.619 .164 .482 (.346)
Race, all other — .741 .498 �.300 (.442)
Age �16 y — .604 .146 �.504 (.347)
Religiously affiliated — .612 .135 �.491 (.329)
Family size — .862 .376 �.149 (.168)
Single-parent household — .113 .001 �2.181 (.681)
Government insurance — .467 .130 �.761 (.503)

aBold P values indicate statistical significance (P < .05).
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for each participant in our study population. Therefore,
this analysis was conducted on a subset of our study
sample, totaling 96 patients with demographic character-
istics similar to the full study population. Our linear
regression showed a significant association between per-
centage of rehabilitation attended and the distance to
rehabilitation location when added in block 3 (P ¼ .03),
listed in Table 4.

DISCUSSION

Overall, our analysis revealed significant associations with
several sociodemographic factors and compliance with pre-
scribed rehabilitation for knee injuries in our study popula-
tion. Single-parent families were found to have a lower
achievement of the 85% compliance threshold, a lower over-
all compliance percentage with rehabilitation, and an
increase in cancellations and no-shows. In addition, an
increased distance between residence and rehabilitation
clinic and individuals identifying as Hispanic/Latino were
associated with lower achievement of the 85% compliance
threshold. Notably, government insurance status,
increased family size, and age 16 years and older were not
associated with decreased compliance in our study group.

Some of the most striking findings in our analysis were
regarding associations with single-parent family status,
specifically the findings of decreased overall compliance
and decreased attainment of our established compliance
threshold. Prior studies have highlighted similar results
with decreased compliance to prescribed treatment of

patients with this family dynamic, such as higher rates
of rescheduling and missing clinic appointments in an
asthma clinical trial26 and noncompliance to pharmaco-
logical therapy in transplant patients.17,25 Although
these studies were not focused on rehabilitation, they do
suggest difficulties with single-parent families in comply-
ing with health care appointments, potentially from diffi-
culties associated with single parents needing to
coordinate conflicting responsibilities between them-
selves and their children. As single-parent status was
associated with decreased compliance in our study popu-
lation in a similar way to increased distance from
rehabilitation site, we believe this may be a potential
intervention opportunity for nurse navigators and social
workers to help increase compliance. Although further
investigation is needed into the exact cause of decreased
compliance in these patients, transportation programs,
expanded hours of rehabilitation sites, and increased
proximity to facilities may help mitigate lack of compli-
ance. If follow-up and rehabilitation visits occur in or near
the same facilities, consolidating these visits into the
same day may also help increase patient compliance in
both these areas.

Linear regression analyses showed that increased
distance from rehabilitation location coincided with
decreased overall compliance rate with physical therapy,
although it should be acknowledged that this analysis
was not conducted on the full study population. Other
studies have demonstrated similar findings of the inverse
relationship between distance and compliance, including a
decrease in return visits to a stroke clinical trial21 and a
decrease in adherence to rehabilitation following distal
radius surgery.14 Although these studies were not solely
focused on rehabilitation, they highlight the burden that
increased distance from medical facilities to patients’ res-
idence places on compliance rates in multiple aspects of
health care. Although this finding was not necessarily sur-
prising, it underscores the importance of establishing open
communication with patients to locate a rehabilitation
facility that best suits their needs, even if that facility is
outside of the clinician’s health system or practice. It is
unclear whether this finding was exclusively secondary
to the increase in distance, or if there was a component
of lack of consistent transportation that may also have
contributed to this finding. Transportation assistance pro-
grams for patients would likely be useful in this popula-
tion, regardless of whether the driving factor is distance or
a lack of transportation. This may be another opportunity
for nurse navigators and social workers to assist on a
patient-by-patient basis in clinic.

Regarding the potential issue of transportation, it is
worth noting that patients 16 years and older did not have
an increased or decreased rate of rehabilitation compliance
compared with those younger than 16 years in the bivariate
analysis. It was initially expected that the first group would
have a higher rate of compliance, as 16 years is the age at
which residents of Michigan can drive without supervision.
The lack of difference may be a result of parents still play-
ing an active role in their children’s health care, a lack of
vehicles in the home, or simply a lack of having a driver’s

TABLE 4
Hierarchical Linear Regression: Predictors
of Rehabilitation Appointment Adherencea

Variable R2
D F b P

Block 1: demographics .008 .248 — < .001
Sex, male — — �.031 .766
Race, all other — — .038 .720
Age �16 y — — �.075 .474

Block 2: sociodemographics .033 1.012 — < .001
Religiously affiliated — — �.160 .134
Single-parent residence — — �.077 .496
Family size — — �.060 .600

Block 3: socioeconomic status .067 2.170 — < .001
Distance to rehabilitation — — �.225 .033
Unstable housing — — �.121 .259
Government insurance — — �.019 .862

Final model — — — < .001
Sex, male — — �.019 .857
Race, all other — — .078 .457
Age �16 y — — �.069 .520
Religiously affiliated — — �.152 .149
Single-parent residence — — �.117 .303
Family size — — �.104 .362
Distance to rehabilitation — — �.225 .033
Unstable housing — — �.121 .259
Government insurance — — �.019 .862

aBold P values indicate statistical significance (P < .05).
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license, as this variable was not explicitly examined in this
study. Knee injuries may also have limited the driving abil-
ity of some of the study participants.

Family size was also not found to have a significant asso-
ciation with compliance to rehabilitation. Larger family
size was expected to have a negative impact on compliance
owing to competing interests of multiple family members,
specifically in situations where families have multiple
pediatric-aged members. One theoretical explanation is
that that these families instead are composed of more
adult-aged individuals, rather than younger individuals.
This may have helped patients attend their rehabilitation
appointments by having more family members capable of
assisting patients in attending these appointments, offset-
ting any negative effect of larger family size. A study eval-
uating the effects of family cohesiveness found that more
cohesive families had increased patient compliance to med-
ical treatment.10 Although large families are not necessar-
ily cohesive, families with multiple older adolescent or
adult members who can support a child’s compliance may
help maintain good compliance, just as single-parent
households struggle more with maintaining compliance.

Participants of Hispanic/Latino ethnicity were found to
have a lower achievement of the 85% compliance threshold.
While this finding was statistically significant, it is worth
taking into consideration the small sample size of this
population and potential lack of generalizability to larger
populations, given this small sample size in our study
population.

Individuals with government insurance were initially
hypothesized to have a decreased compliance with rehabil-
itation. This variable was initially selected to be represen-
tative of socioeconomic status because of a lack of ability to
acquire financial information on study patients; however,
this observed lack of effect may be representative of all
members of the study population having insurance cover-
age. Although having insurance coverage was not part of
the inclusion criteria for our study, all members of our
study had insurance coverage. It is possible a more appro-
priate evaluation of this variable in future studies would be
to examine the relationship with rehabilitation compliance
and lack of insurance coverage, or the relationship between
rehabilitation compliance and co-pay amounts for rehabil-
itation visits.

Only 37.1% of our study population reached the 85%
threshold established for analysis, which is a lower achieve-
ment level than we anticipated. We believe this under-
scores the difficulty that patients have with compliance to
rehabilitation and raises the need for further characteriza-
tion of patient needs in terms of support to increase com-
pliance to rehabilitation. In a perfect scenario, patients
would have 100% compliance with their rehabilitation and
other health care appointments to maximize positive out-
comes and reduce health care waste, but this is obviously
not a realistic expectation of patients. The 85% compliance
threshold was agreed to reflect the importance of rehabili-
tation compliance, especially as it concerns return to sport
in the pediatric population, in addition to allowing for
regression analysis of our results. The lack of consistent
achievement of this threshold across the study population

suggests the need for further characterization and poten-
tial intervention to increase compliance rates with
rehabilitation.

Overall, significant associations between reduced
rehabilitation compliance and patient-specific sociodemo-
graphic and economic factors were identified, including
single-parent status, distance to rehabilitation site,
and ethnicity. Our study provides insight into health
disparities in this population and potential predictors
that can be utilized to assess a patient’s risk for reduced
compliance, also prompting the need for further research
and characterization of this population to determine
how best to intervene to increase compliance with reha-
bilitation. These patient factors should be taken into con-
sideration when establishing rehabilitation regimens
with patients to ensure adequate support and patient
resources to promote rehabilitation compliance, as this
is important in improving surgical outcomes. Identifica-
tion of these potential predictors in patients can prompt
and inform conversations between providers and patients
concerning the importance of rehabilitation compliance
and can direct patients toward available resources when
appropriate. Future investigation should focus on con-
firming the causes of the identified discrepancies in reha-
bilitation compliance, then developing methods to
decrease these disparities across the patient population.
Prior studies in other patient populations have found that
patient motivation can increase rehabilitation compli-
ance,6 with preoperative educational classes19 and
reminder1,3,7,24 services displaying similar effects of
increasing compliance in various clinical settings.

Limitations

In addition to biases resulting from retrospectively review-
ing electronic medical records, there are other limitations of
this study that warrant consideration. First, data were col-
lected from a single health system in the midwestern
United States and may not be generalizable to other loca-
tions. The average distance calculated from all residences
to the rehabilitation site may not accurately represent the
average distance being driven to rehabilitation appoint-
ments by patients during treatment, as it was unclear when
residence changes occurred during patients’ care. We were
also unable to collect information on household stability
and distance to physical therapy site on all patients because
of limitations with our institution’s EHR. Our study popu-
lation was also a largely White, non-Hispanic/Latino group
of patients, highlighting the need for further evaluation to
fully understand potential racial and ethnic disparities in
care. A larger sample size is warranted to further charac-
terize the trends found in this study and produce results
that are more generalizable to larger populations. In addi-
tion, despite our identified associations, we are unable to
assess the root cause of decreased rehabilitation compli-
ance. Future studies should include a prospective survey
evaluation to help identify patient-identified barriers of
decreased compliance.
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CONCLUSION

Overall, our study was able to identify various associations
between demographic and socioeconomic variables and
decreased rehabilitation compliance. Individuals from
single-parent families, an increased distance between resi-
dence and rehabilitation clinic, and individuals of Hispanic/
Latino ethnicity were associated with decreased rehabilita-
tion compliance. No significant association was found
between decreased rehabilitation compliance and govern-
ment insurance, increased family size, or age 16 years or
older. Future studies should be prospective in nature and
seek to identify patient-reported barriers to compliance.
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