
Original Research

Decision Making for Treatment After ACL
Injury From an Orthopaedic Surgeon
and Patient Perspective

Results From the NACOX Study

Hanna Tigerstrand Grevnerts,*†‡ PT, PhD, Sofi Sonesson,† PT, PhD, Håkan Gauffin,§ MD, PhD,
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Background: In the treatment of anterior cruciate ligament (ACL) injuries, there is little evidence of when and why a decision for
ACL reconstruction (ACLR) or nonoperative treatment (non-ACLR) is made.

Purpose: To (1) describe the key characteristics of ACL injury treatment decisions and (2) compare patient-reported knee
instability, function, and preinjury activity level between patients with non-ACLR and ACLR treatment decisions.

Study Design: Cohort study; Level of evidence, 2.

Methods: A total of 216 patients with acute ACL injury were evaluated during the first year after injury. The treatment decision was
non-ACLR in 73 patients and ACLR in 143. Reasons guiding treatment decision were obtained from medical charts and ques-
tionnaires to patients and orthopaedic surgeons. Patient-reported instability and function were obtained via questionnaires and
compared between patients with non-ACLR and ACLR treatment decisions. The ACLR treatment group was classified retro-
spectively by decision phase: acute phase (decision made between injury day and 31 days after injury), subacute phase (decision
made between 32 days and up to 5 months after injury), and late phase (decision made 5-12 months after injury). Data were
evaluated using descriptive statistics, and group comparisons were made using parametric or nonparametric tests as appropriate.

Results: The main reasons for a non-ACLR treatment decision were no knee instability and no problems with knee function. The
main reasons for an ACLR treatment decision were high activity demands and knee instability. Patients in the non-ACLR group
were significantly older (P¼ .031) and had a lower preinjury activity level than did those in the acute-phase (P< .01) and subacute-
phase (P ¼ .006) ACLR decision groups. There were no differences in patient-reported instability and function between treatment
decision groups at baseline, 4 weeks after injury, or 3 months after injury.

Conclusion: Activity demands, not patient-reported knee instability, may be the most important factor in the decision-making
process for treatment after ACL injury. We suggest a decision-making algorithm for patients with ACL injuries and no high activity
demands; waiting for >3 months can help distinguish those who need surgical intervention from those who can undergo non-
operative management.

Registration: NCT02931084 (ClinicalTrials.gov identifier).

Keywords: ACL injury; ACL reconstruction; treatment decision

Anterior cruciate ligament (ACL) injuries can be treated
nonoperatively or operatively. In both treatments, rehabil-
itation is considered important. ACL injury treatment
guidelines have recommended that surgery be considered
when a patient experiences knee instability and/or has high
activity demands.4,25,26,29 When activity demands are low

or moderate, the first-line treatment should be a period of
rehabilitation aimed at maximizing knee function.4,25,26

Rehabilitation aims to improve knee function, which is
beneficial for surgical outcome if an ACL reconstruction
(ACLR) is performed later.2,32 An initial period of rehabil-
itation also allows time for the patient to evaluate whether
the knee is unstable in activities of daily living and physical
activity, which might not be obvious in the acute phase
after injury.17,27 An early ACLR might be beneficial in
cases where associated injuries are present (ie, a severe
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meniscal injury that requires immediate surgery)16 and for
active patients who want to return to high knee-demand
activities.17

Some studies have suggested that early ACLR might
prevent additional meniscal and cartilage injuries that
could occur with giving-way episodes.6,14 However, the evi-
dence base is weak, and the implications of ACLR are
unclear for patients without subjective instability.7 An
ACLR may not be necessary for patients who experience a
stable knee and sufficient knee function in chosen
activities.15,28

Patients with an ACL injury should be involved in deci-
sion making for injury management.16,28 When patients
actively participate in health care decision making, out-
comes can improve.19,33 A study reported that orthopaedic
surgeons and physical therapists unanimously believe that
patients’ wishes are important and that giving-way symp-
toms, high activity level, and young age are factors that
guide recommendations for ACLR.16 However, it is
unknown how these factors influence treatment decisions
or if the treatment decision corresponds to patients’ per-
ceived knee symptoms and function. This information may
facilitate effective shared decision making between the cli-
nician and the patient and guide evidence-based treatment
decisions.

The aim of the present study was 2-fold: first, to describe
the key characteristics of treatment decision making for an
ACL injury—nonoperative (non-ACLR) versus operative
intervention (ACLR)—including when the decision was
made and why; second, to compare patient-reported knee
instability, knee function, and preinjury activity levels
between the treatment groups after injury (at baseline, 4
weeks, and 3 months). The hypothesis was that patients
who made an ACLR treatment decision later would report
worse function and more knee instability at 3 months after
injury than would patients with a non-ACLR treatment
decision.

METHODS

This study is part of a prospective cohort study (NAtural
COrollolary and recovery after acute anterior cruciate [X]
ligament injury [NACOX study]) designed to describe the
natural corollary and recovery after acute ACL injury.22

Ethical approval was granted, and the study was registered
on ClinicalTrials.gov (NCT02931084). All patients provided
informed consent to participate.

Participants

Between June 2016 and October 2018, patients were
recruited from 6 orthopaedic clinics in cities of various size
in Sweden (urban and suburban environments). Inclusion
criteria for the NACOX study were as follows: ACL injury
verified using magnetic resonance imaging (MRI) and sus-
tained no more than 6 weeks before inclusion and age
between 15 and 40 years at the time of the ACL injury.
Patients were excluded if they had previous ACL surgery
to the same knee, had fractures that required separate
treatment, were unable to understand written and spoken
Swedish language, or had cognitive impairments or other
illnesses or injuries that impaired function (eg, fibromyal-
gia, rheumatic diseases, and other diagnoses associated
with chronic pain). Participants completed electronically
administered questionnaires.22

For the analyses in this article, patients were included if
they had made (1) a decision for non-ACLR treatment that
persisted at 12 months after the ACL injury or (2) a decision
for ACLR within 12 months after injury. Participation in
this study did not alter the usual course of treatment and
treatment decision, which means that patients may have
had initial rehabilitation and then a follow-up with the
orthopaedic surgeon to decide on operative or nonoperative
treatment. Patients aiming to return to cutting or pivoting
sports may have had to make an earlier decision.1 To facil-
itate our analyses in this article, patients who had made an
ACLR treatment decision were classified retrospectively
into 3 groups based on time from injury to decision:

Acute phase: when the decision was made between
injury day and 31 days after injury
Subacute phase: when the decision was made between
32 days and up to 5 months after injury
Late phase: when the decision was made from 5 to 12
months after injury

The decision-making intervals, used for analysis only,
were based on recommendations for patients who did not
aim to return to cutting or pivoting sports but should com-
plete adequate rehabilitation before making a decision
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about treatment.1 A decision made in the acute phase was
unlikely to have been preceded by a rehabilitation phase
and follow-up evaluation, while a decision made in the sub-
acute phase could have been preceded by sufficient
rehabilitation.

Sources for Information About Treatment Chosen,
Reasons, and Timing

Information about the chosen treatment and the reasons
and timing for the treatment decision was derived from 3
sources: medical charts, questionnaires to orthopaedic sur-
geons, and questionnaires to patients.

Medical Chart Review. All medical charts were reviewed
by the first author (H.T.G., physical therapist experienced
in knee rehabilitation). Data were extracted for (1) the
treatment decision that was made, (2) the main reasons
why it was made, and (3) when it was made.

Questionnaire Responses From Orthopaedic Surgeons.
When a patient had an appointment with the orthopaedic
surgeon and a treatment decision was made, the orthopaedic
surgeon answered a question about which treatment was
delivered and described the reason for the decision in free
text. Questionnaires were administered in print at the time
of the appointment or were electronically sent to the ortho-
paedic surgeon by email, as preferred by the clinic or the
surgeon.

Questionnaire Responses From Patients. Patient-
reported data about treatment and reasons for the decision
were collected via electronically administered question-
naires. When a non-ACLR treatment decision was made,
patients continued to receive electronic questionnaires with
questions about treatment at 3, 6, and 12 months after
injury to ensure that the decision had not changed (ie, from
non-ACLR treatment to ACLR). Treatment decisions that
had not changed 12 months after injury were analyzed.

Categorizing Reasons for Treatment Decision

Information from the medical chart and orthopaedic sur-
geon and patient questionnaires was used to identify the
most prominent reason for making the treatment decision.
The reasons for each patient were categorized according to
clinical practice guidelines.25,26,29

Categories for non-ACLR treatment included

� Absence of patient-perceived knee instability/giving
way

� Low activity demands
� Sufficient knee function
� Other reasons

Categories for ACLR treatment included

� Patient-perceived knee instability/giving way
� High activity demands
� Patient-perceived knee instability/giving way and high

activity demands
� Other reasons

Timing of Final Treatment Decision

The decision date was when the patient had an appoint-
ment with an orthopaedic surgeon and a decision for treat-
ment was made. In cases where patients reported that a
decision for non-ACLR treatment was made and no ortho-
paedic surgeon appointment had occurred, the date when
the patient first indicated that the treatment decision was
non-ACLR was used. If the patient (1) had not replied to the
questionnaire and (2) there was no other information about
the decision, the medical chart was reviewed for
information about treatment. In cases where information
from the medical chart indicated that the patient had not
had ACLR treatment, the date 12 months after injury was
used in the analysis.

Patient-Reported Data

Patient-reported outcome data were collected at baseline
(the time that patients were included in the study) and then
4 weeks and 3 months after injury. The following measures
were used.

The Tegner Activity Scale24 was used to collect informa-
tion about preinjury activity, activity level, and working
situation, according to the definitions by Fältström et al.10

The score is from 0 to 10, where 0 equals “sick-leave or
disability due to knee problems” and 10 equals
“competitive sports at national or international level;
soccer, football, rugby.”

Two questions assessed knee instability: “How stable is
your knee in everyday situations?” asked at baseline and
4 weeks and 3 months after injury and “How stable is your
knee when you do rehabilitation training, recreational
activities or sports activities?” asked at 3 months after
injury. Both questions had a rating scale of 1 to 10, where
1 was “totally unstable” and 10 was “totally stable.”
These explicit questions about instability are not found
in other knee-related questionnaires and were therefore
added to complement the patient-reported knee function
data collected via the International Knee Documentation
Committee Subjective Knee Form (IKDC-SKF). Patients
answered the IKDC-SKF at 4 weeks and 3 months
after injury. The IKDC-SKF is an 18-item knee-specific
questionnaire, covering symptoms, function, and activity
level.20

For patients who had ACLR during the follow-up period,
data were analyzed from the 4-week and 3-month follow-
ups if the patient had not yet had ACLR.

Statistical Analysis

All statistical analyses were performed using SPSS Sta-
tistics for Windows (Version 25.0; IBM Corp). Data were
compared between patients with a decision to have non-
ACLR treatment and to have ACLR at acute, subacute,
and late phases. Comparisons were made for the follow-
ing independent variables: age; sex; preinjury Tegner
score; instability in everyday living (at baseline, 4 weeks,
3 months); instability in rehabilitation training, recrea-
tional activities, or sports activities (at 3 months); and
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IKDC-SKF (at 4 weeks, 3 months). A chi-square test was
used for sex comparisons between groups. Kruskal-
Wallis and Mann-Whitney U tests were used for the
ordinal variables Tegner score and instability ratings.
Independent-samples t tests and 1-way analyses of var-
iance with a post hoc Tukey test were used for the con-
tinuous variables of age and IKDC-SKF scores. A P value
<.05 was considered significant. The data had a normal
distribution as assessed via interpretation of plot statis-
tics, interpretation of mean and SD, and the
Kolmogorov-Smirnov test.

RESULTS

There were 234 patients eligible for inclusion for this study.
Eighteen patients were excluded owing to inadequate

information (n ¼ 15) or concomitant injuries that led to
acute surgery (n ¼ 3). This left 216 patients with a mean
± SD age of 25 ± 7.2 years (Figure 1, Table 1). Preinjury
Tegner score, instability ratings, and IKDC-SKF scores are
reported in Table 2.

Reasons for Treatment Decision

To check the validity of the data, we compared the
reasons for the treatment decision among the
medical charts (reports for 196 treatment decisions),
orthopaedic surgeons’ responses to questionnaires (144
responses), and patients’ responses to questionnaires
(150 responses). Each patient had decisions from at
least 2 of the 3 possible sources. There were no
conflicts.

Pa�ents included 
n = 216

Non-ACLR treatment
decision n = 73

Pa�ents with an ACL injury, 
eligible for inclusion

N = 234Excluded: n = 18
• No informa�on about 

treatment decision 
(n = 15)

• Concomitant injuries 
that required acute 
surgery, where ACLR was 
done in the same session 
(n = 3)

ACLR treatment 
decision n = 143

Acute phase 
decision n = 33

Subacute phase 
decision n = 85

Late phase 
decision n = 25

Figure 1. Flowchart of patient inclusion, proportion, and timing of treatment chosen. ACL, anterior cruciate ligament; ACLR,
anterior cruciate ligament reconstruction.

TABLE 1
Demographic Data and Time From Injury to Decision and ACLR by Groupa

ACLR by Decision Phase

Overall (N ¼ 216) Non-ACLR (n ¼ 73) All (n ¼ 143) Acute (n ¼ 33) Subacute (n ¼ 85) Late (n ¼ 25)

Age at injury, y 25 ± 7.2 28 ± 7b 25 ± 7.2 24 ± 7b 23 ± 6b 25 ± 8
Male:female (male) 101:118 (46) 39:34 (54) 59:84 (41) 11:22 (33) 36:49 (42) 12:13 (48)
Injury to, d

Decision 118 ± 91 162 ± 99 94 ± 76 19 ± 10 84 ± 39 226 ± 54
ACLR 154 ± 91 79 ± 51 144 ± 65 290 ± 63

aValues are presented as mean ± SD or No. (%). ACLR, anterior cruciate ligament reconstruction.
bPatients in the non-ACLR treatment group were significantly older than were patients in the acute-phase (P ¼ .031) and subacute-phase

(P < .001) ACLR decision groups.
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Non-ACLR Treatment

The main reason for deciding for non-ACLR treatment was
“no instability/no giving way” (45%) (Table 3). For 20 (27%)
patients, the decision for non-ACLR treatment was based
on “other reasons”:

� The patient had not completed sufficient rehabilitation
to evaluate surgical indications (n ¼ 4).

� The patient did not want to have ACLR (n ¼ 4).
� The patient had not attended a follow-up appointment

to assess indications for ACLR (n ¼ 5).
� The medical chart stated that the patient could return

for a follow-up appointment if he or she wanted to have
ACLR (n ¼ 2).

� Follow-up MRI, arthroscopy, or clinical assessment
showed no indication for ACLR (n ¼ 3).

� Medical reasons (surgery was contraindicated for med-
ical reasons; n ¼ 2)

For 9 patients, a decision to undergo non-ACLR treat-
ment was changed a decision to undergo ACLR. Of the 9
patients, 5 did not want to undergo ACLR initially, but the
decision was changed because of repeated giving way or
perceived instability. Three patients wanted to undergo
ACLR initially; however, the orthopaedic surgeon advised
against it, and the decision changed when the patient
sought an opinion from another orthopaedic surgeon. One
patient decided for non-ACLR treatment owing to sufficient
knee function but subsequently sustained a meniscal injury
and decided to have ACLR at the time the menisci were
repaired.

ACLR Treatment

When a decision to undergo ACLR was made in the acute
phase, “high activity demands” (64%) was the main reason.
In the subacute phase, “instability/giving way and high
activity demands” (55%) was the main reason for the deci-
sion to undergo ACLR. In the late phase, “instability/giving

TABLE 3
Free Text Responses From Patients and Orthopaedic

Surgeons for Why the Treatment Decision Was Madea

ACLR Decision Phase

Non-ACLR
Treatment
(n ¼ 73)

Acute
(n ¼ 33)

Subacute
(n ¼ 85)

Late
(n ¼ 25)

No knee instability 33 (45)
Knee instability/giving

way
1 (3) 22 (26) 13 (52)

Activity demands
Low 4 (5)
High 21 (64) 25 (29) 4 (16)

Sufficient knee
function

16 (22)

Knee instability/giving
way and high activity
demands

11 (33) 36 (42) 5 (20)

Other reason
Non-ACLR

treatment
20 (27)

ACLR 2 (2) 3 (12)

aThe responses were categorized and are reported based on
clinical treatment guidelines. Data are reported as No. (%). ACLR,
anterior cruciate ligament reconstruction

TABLE 2
Patient-Reported Preinjury Activity Participation and Knee Instability and Functiona

ACLR by Decision Phase

Overall (N¼ 216) Non-ACLR (n¼ 73) All (n ¼ 143) Acute (n ¼ 33)b Subacute (n¼ 85) Late (n ¼ 25)

Preinjury TAS 8 (5) 7 (6)c 8 (5) 8 (5)c 8 (4)c 6 (7)
Instabilityd in ADL

Baseline 5 (3) 5 (3) 4 (3) 4 (1) 5 (3) 5 (4)
4 wk 6 (3) 5 (3) 6 (3) 4 (2) 6 (2) 5 (4)
3 mo 7 (2) 7 (2) 7 (2) — 7 (2) 7 (4)

Instabilityd in rehabilitation,
recreation, and activity
at 3 mo

6 (3) 6 (2) 6 (3) — 6 (2) 5 (4)

IKDC-SKF
4 wk 45.0 ± 11.5 (201) 44.8 ± 12.3 (70) 45.2 ± 11.1 (129) 46.4 ± 10.2 (27) 45.5 ± 11.4 (77) 43.1 ± 11.2 (25)
3 mo 53.8 ± 12.8 (159) 56.5 ± 12.7 (66) 52.8 ± 12.6 (90) — 52.4 ± 11.2 (60) 53.2 ± 14.4 (21)

aValues are presented as median (interquartile range) or mean ± SD (No.). ACLR, anterior cruciate ligament reconstruction; ADL,
activities of daily living; IKDC-SKF, International Knee Documentation Committee Subjective Knee Form; TAS, Tegner activity score.
Dashes refer to no data collected, since the acute group had undergone their ACLR at that time.

bPatients in the acute-phase decision group did not respond to questions about instability and IKDC-SKF at 3 months after injury.
cThe non-ACLR decision group had a significantly lower preinjury TAS than did the acute-phase (P < .01) and subacute-phase (P < .02)

ACLR decision groups.
dKnee instability scored from 1 (totally unstable) to 10 (totally stable).

The Orthopaedic Journal of Sports Medicine Decision Making for Treatment After ACL Injury 5



way” (52%) was the main reason for deciding to have ACLR
(Table 3).

For 5 patients who underwent ACLR, the treatment deci-
sion was based on the patient’s desire for an ACLR. Why
the patient asked for ACLR was not reported.

For 5 patients, the initial treatment decision was ACLR,
which changed to non-ACLR treatment: 2 patients reported
that the decision changed because they could participate in
their sports (handball, floorball) without knee instability,
and 3 patients were assessed via follow-up arthroscopy (n¼
2) or MRI (n ¼ 1), which revealed that ACLR was no longer
indicated.

Group Comparisons

Patients in the non-ACLR decision group were older and
had a lower preinjury activity level than did patients in the
acute-phase ACLR decision group (P¼ .031 and P¼ .01 and
the subacute phase (P < .001 and P < .02, respectively)
(Tables 1 and 2). There were no differences in age or pre-
injury activity level between the non-ACLR group and the
late-phase ACLR decision group. There were no differences
in patient-reported knee instability or IKDC-SKF at base-
line, 4 weeks, or 3 months after injury.

DISCUSSION

During the first year after ACL injury, we identified that
absence of knee instability was the most prominent reason
for deciding to undergo non-ACLR treatment, as stated in
45% of the cases. However, patient-reported instability dur-
ing the first 3 months after injury was similar between the
patients in the non-ACLR group (median, 7) and those in
the ACLR groups (median, 7) who had not had the surgery
yet. Therefore, for the patients with a subacute- or late-
phase decision, there may have been a discrepancy between
the reasons stated for the treatment decision and how
patients rated their condition early after an ACL injury.
In the clinic, this may suggest that within the first 3
months after injury, the decision to undergo ACLR is, to a
large extent, based on patient-reported instability, as
guidelines and recommendations have stated.4,23,24

The majority of patients (66%) had an ACLR treatment,
and most decisions to undergo ACLR (59%) were made in
the subacute phase. The main reason for an ACLR treat-
ment decision differed depending on when the decision was
made. For patients where a decision for ACLR was made in
the acute phase, the reason was mainly based on the
patient’s desire to return to highly demanding activity,
which supports previous research.17 For patients who
decided to undergo ACLR treatment in the late phase, the
decision was more influenced by perceived knee instability.
When the decision to undergo ACLR was made early, it
seems that it was based on concerns about future function.
In contrast, later decisions for ACLR seemed to be guided
by current knee function, which supports previous
research.30

Patients in the non-ACLR group reported a greater
diversity of reasons for choice of treatment than did

patients in the ACLR group. Nearly one-third of the
patients with a non-ACLR treatment decision reported
other factors that influenced the treatment decision. Some
patients did not attend their appointment with the ortho-
paedic surgeon. It is possible that patients and their phys-
ical therapists may have reached a shared decision
regarding non-ACLR treatment and patients may not have
felt the need to consult with an orthopaedic surgeon before
reaching that decision.27

The present results reflect treatment guideline recom-
mendations for ACLR in the presence of high activity
demands and/or knee instability.25,26 Decisions for ACLR
in the acute phase were principally based on high activity
demands; decisions for ACLR in the late phase were prin-
cipally based on knee instability. The present study showed
that of 73 patients who made an initial decision to undergo
non-ACLR treatment, only 9 changed to a decision to have
ACLR within the first year after injury. Among them, 5
experienced knee instability despite adequate rehabilita-
tion, and 1 sustained a meniscal injury, which indicates
that the chosen treatment was successful during the first
year after injury for the majority of the patients. However,
the present study did not report new injuries >12 month
after injury, which is a limitation.

In this study, we described the characteristics for treat-
ment decisions made in clinical practice. Participation in
this prospective study did not influence the treatment deci-
sion, and we believe that the decision was based on clinical
reasoning and patient involvement. A potential bias could
be the orthopaedic surgeons’ influence on the treatment
decision. A recommendation from health care personnel for
or against a specific treatment decision could have affected
the patient’s wishes and expectations. When the patient is
provided with adequate and nuanced information about the
condition and possible treatments, the shared decision-
making process is enhanced.8 However, meetings in the
orthopaedic clinic do not always follow a shared decision-
making model, with lack of time as a great barrier.5

We found that older patients with lower activity level
had a non-ACLR treatment decision. Patients with non-
ACLR treatment can achieve a sufficient activity level and
be satisfied with their knee function.15,18 Younger patients
with high activity demands had early ACLR treatment
decisions. After ACLR, approximately 90% achieve normal
or near normal knee function3; however, knee function may
not be fully restored, and functional limitations and deteri-
orated knee-related quality of life are still present 5 years
after ACLR.23 Returning to demanding activity entails a
risk for new injuries and knee-related problems irrespec-
tive of the treatment chosen.9,13 Studies with long-term
follow-up have also suggested that knee-related quality of
life and risk for symptomatic knee osteoarthritis do not
differ between ACLR and non-ACLR treatment.11,12,21,31

This emphasizes the importance of making the right deci-
sion for the right patient to minimize the risk of subsequent
injuries and to avoid unnecessary surgery. Treatment deci-
sions after ACL injury seem to be made with consideration
of existing guidelines,4,26,29 and follow-ups with patients
from the present study will show if the decisions were
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appropriate regarding satisfaction with knee function,
activity level, and risk for new injuries for each patient.

Limitations

This study had limitations. Patient-reported outcomes
were collected at predefined time points (baseline, 4 weeks,
and 3 months after injury) and not measured at the same
time as the treatment decision was made. Therefore,
patient-reported data did not in every case reflect patient-
perceived knee instability and function at the time when
the treatment decision was made. However, for the ACLR
and non-ACLR decision groups, the repeated rating of
instability and IKDC-SKF scores (reported before the
ACLR procedure) improved over time, suggesting that both
groups experienced similar instability and function and
positive progress for the first 3 months after ACL injury.
The term instability can be interpreted by the patient in
different ways, ranging from knee buckling to true giving
way. In the present study, patient-perceived instability or
lack of instability was reported as the reason for either
treatment decision.

Some patients did not attend the orthopaedic clinic for
follow-up, which might suggest a non-ACLR treatment
decision as “default.” Without consistent follow-up of
patients with non-ACLR treatment, it is difficult to know
if the choice of non-ACLR treatment was an active choice or
simply a result of not consulting the orthopaedic surgeon.

Crossover from non-ACLR treatment to ACLR can occur
>12 months after injury.15,18 Therefore, it is possible that
the final treatment for all patients in the non-ACLR treat-
ment group might not have been captured. A follow-up at
24 to 36 months with patient-reported outcomes is planned.

CONCLUSION

Activity demands, not patient-reported knee instability,
may be the most important factor in the decision making
for treatment after ACL injury. There were no differences
in patient-reported knee instability and function at base-
line, at 4 weeks after injury, and at 3 months after injury.
We suggest a decision algorithm for patients with ACL inju-
ries and no high activity demands; waiting for >3 months
can help distinguish those who need surgical intervention
from those who can be treated nonoperatively.
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