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Abstract 

Background  Anterior cruciate ligament (ACL) ruptures are a potent risk factor for post-traumatic knee osteoarthritis 
(PTOA). Annually, in Aotearoa New Zealand, approximately 2,500 people under the age of 30 undergo ACL recon-
struction surgery. Due to the young age of injury and surgery, many develop osteoarthritis before age 50 and have 
a higher likelihood of requiring total knee replacement compared to the general population. This study aimed to gain 
insight into the medium- to long-term impacts of ACL rupture on people’s well-being in Aotearoa New Zealand, 
by exploring their lived experiences five or more years post-injury.

Method  In this Interpretive Description observational study, we conducted semi-structured interviews with people 
who had ruptured their ACL and had or were at risk of developing PTOA. Analysis was conducted guided by Braun 
and Clarke’s Reflexive Thematic Analysis.

Findings  Twelve people (7 women, median age 49.5 [25–62] years) were interviewed. Three themes were generated 
from the data: 1) Nobody Ever Told Me…, 2) The Post-Rehabilitation Void, and 3) The Elephant in the Room: The Psycho-
social Impact. Participants commonly described fear, grief and long-term psychological impacts, and most reported 
wanting to know more about the long-term management of their knees.

Conclusion and impact  The study highlights opportunities to provide better long-term support and management, 
improve outcomes, and reduce the burden on these individuals. ACL injury can profoundly impact people’s lives 
in the long term. Better education, support services, and consideration of psychosocial factors are needed. Address-
ing identified barriers could reduce the individual and socioeconomic burden of PTOA for New Zealanders. Future 
research involving stakeholders must establish acceptable long-term management programmes tailored to ensure 
they meet the population’s needs and address the unique socioeconomic context and ethnic disparities in Aotearoa 
New Zealand.
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Background
Osteoarthritis (OA) treatment and research traditionally 
target later-stage disease in older adults. To substantially 
reduce the burden of OA, research and clinical services 
should focus on prevention and earlier disease stages in 
younger adults [1]. An anterior cruciate ligament (ACL) 
rupture is a common injury precipitating knee OA, with 
up to 75% of people with ACL-deficient knees develop-
ing post-traumatic OA within 10 to 20 years (PTOA) [2–
5]. People who have an ACL rupture and undergo ACL 
reconstruction (ACLR) surgery are up to five times more 
likely to develop PTOA than the comparable non-injured 
population [6].

In Aotearoa New Zealand (AoNZ), approximately 2,500 
people under 30 years have an ACLR each year, which 
is gradually increasing [7, 8]. Pryymachenko et  al. [8] 
found that Pacific people had the highest incidence rate 
and costs of ACL injury (per 100,000 people) in AoNZ 
when compared to other ethnicities (Māori [Indigenous 
people of AoNZ], New Zealand European, Asian and 
Other). Moreover, Pryymachenko et  al. [8] concluded 
that ethnic and socioeconomic disparities existed in the 
management of people with cruciate injury in AoNZ, and 
future programmes addressing cruciate ligament injury 
prevention and management should aim to improve 
equity of access. Given the early age of injury, a major-
ity will exhibit radiological OA before the age of 50 [7] 
and live longer with the burden of OA than people with 
non-traumatic OA [9]. In the context of AoNZ, this bur-
den may disproportionally affect Pacific people and those 
with lower socioeconomic resources. People who have 
had ACLR are also five times more likely to undergo total 
knee joint replacement (TKJR) than the general popula-
tion and to have the TKJR at a younger age than those 
without ACL injury [4].

The social and financial costs of knee OA and TKJR 
in AoNZ are considerable [10, 11]. Knee OA healthcare 
costs are estimated to rise from NZ$199 million (2013) to 
NZ$370 million (2038), with TJKR increasing from 5070 
to 9040 per annum over the same period [11]. Amongst 
the social costs of knee OA, efficiency and productiv-
ity losses were estimated at NZ$1.6 billion in 2018, with 
approximately 12,400 working-age New Zealanders 
unemployed due to arthritis [10]. This burden is dispro-
portionally higher for Indigenous, under-represented and 
marginalised communities [12].

The Accident Compensation Corporation (ACC) cre-
ates a unique funding environment in AoNZ [13]. ACC 
is a state-funded no-fault insurance scheme that funds 
health and social support for AoNZ residents follow-
ing accidental injury. ACC does not fund healthcare 
for conditions that do not result directly from acciden-
tal personal injury. Funding for OA treatment is often 

excluded unless a clear link between the original trau-
matic event and the subsequent PTOA is established 
and accepted by ACC. Cover and future treatment 
options are declined if the link is not accepted. The lack 
of ACC funding for OA management is a significant 
barrier to accessing healthcare, such as physiotherapy 
[14]. This funding dilemma can mean people are sup-
ported during initial ACL rehabilitation (all peo-
ple are entitled to, and most people in AoNZ receive 
ACC-funded surgical care following ACL injury and 
subsidised or fully funded rehabilitation for up to 12 
months), but longer-term support to prevent or address 
the early stages of OA is not provided. Furthermore, 
research shows that some communities (e.g., Māori 
over 50 years) access ACC-funded care less than oth-
ers, demonstrating inequity in care delivery [15]. This 
approach may contribute to the growing burden of OA.

Effective, culturally appropriate management pro-
grammes are needed to reduce the impact of ACL rup-
ture and PTOA in AoNZ. In 2022, the OPTIKNEE 
consensus put forth recommendations aimed at prevent-
ing OA after a traumatic knee injury [16]. These rec-
ommendations advocate for person-centred education 
and exercise-therapy targeting self-management, and 
re-injury and OA risk factors (muscle weakness, inactiv-
ity, adiposity). Ideally, care would start within 3-years of 
injury and continue across the lifespan. Groups in Can-
ada (e.g., Stop OsteoARthitis (SOAR) Program) [17–19], 
and Australia (e.g., SUpervised exercise-therapy and 
Patient Education Rehabilitation (SUPER) [20, 21]) are 
currently testing these recommendations. These pro-
grammes promote self-determination, self-management, 
adherence to appropriate exercise, and healthy lifestyles, 
potentially improving long-term outcomes and reducing 
the risk of PTOA after ACL rupture [19]. Implementing 
a similar programme in AoNZ should not be considered 
without understanding the bespoke needs of its popula-
tion, as community-based delivery may be necessary to 
improve equitable access for Māori and Pacific commu-
nities [22]. Currently, the experiences and perspectives 
of people with ACL rupture-related PTOA in AoNZ are 
unknown. Understanding these experiences and perspec-
tives is vital for developing an effective management pro-
gramme bespoke to AoNZ.

Methods
Research question and aim
This research explored the question, “What are the 
experiences of people with ACL rupture-related PTOA 
5 + years post-injury in AoNZ?” to gain insight into the 
impacts of the injury and subsequent PTOA on the well-
being of people living in AoNZ.
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Design, setting of study and ethics
This Interpretive Descriptive study was informed by a 
realist philosophical lens and followed the Consolidated 
Criteria for Reporting Qualitative Research (COREQ) 
[23] checklist and reporting guidelines. Interpretive 
Description was selected because it focuses on captur-
ing a person’s perceptions and understandings of health-
related experiences and interpreting them to inform 
clinical understanding [24]. Data were analysed using 
Reflexive Thematic Analysis, which allows the develop-
ment of semantic and latent themes and messages within 
the data, providing a great insight into phenomena [25]. 
The Auckland University of Technology Ethics Commit-
tee approved this research (AUTEC #: 22/257) (Clinical 
trials number: not applicable).

Participants and recruitment
We aimed to recruit 12–15 people living in AoNZ who 
experienced a previous ACL rupture and surgical repair 
5 + years ago and were living with or at risk of developing 
PTOA. We believed this number of participants would 
enable us to capture rich data with the broad range of in-
depth experiences needed for the research. Potential par-
ticipants were recruited via multimedia advertisements 
(LinkedIn, local sports clubs, e-newsletters and health 
professional networks), and potential participants who 
contacted the research officer (MR) by email were pro-
vided with participant information before enrolling in 
the study. To facilitate purposive sampling, potential par-
ticipants completed a short questionnaire collecting age, 
gender, geographical area, ethnicity, time since ACL rup-
ture, knee-related symptoms, function and quality of life 
data (Knee Injury and Osteoarthritis Outcome Score – 
Physical Short Form (KOOS-PS) [26] and physical activ-
ity level (“How much physical activity do you do?” – Low 
/ Medium / High). We intentionally did not make physi-
cian-confirmed OA or PTOA diagnosis an inclusion cri-
terion to allow us to recruit the broadest possible range 
of lived experience. We aimed for equal representation of 
Māori and Pasifika participants (n = 4 of each) to ensure 
their voices and experiences were captured. Participants 
were excluded if they could not communicate in English, 
had undergone or were scheduled for TKJR, or were cur-
rent patients or students of the research team.

Data generation
Participants were encouraged to speak about their lived 
ACL rupture experience, including treatment and endur-
ing impact, during semi-structured interviews (45–90 
min). Interviews were semi-structured to provide flexibil-
ity in exploring the participant’s narrative and guided by 
a schedule (Additional File 1) developed from evidence 

about the lived experience of ACL rupture, PTOA and 
OA, and the researcher’s expertise and lived experi-
ence of ACL injury and PTOA (DR). The schedule was 
reviewed by an external investigator who had lived expe-
rience of ACL injury and PTOA experience but changed 
iteratively in response to participants’ stories, for exam-
ple, by including follow-up questions about participants’ 
psychosocial impacts based on initial interviews. Face-to-
face or Zoom® (Zoom®, Zoom Video Communications, 
San Jose, U.S.) interviews took place between November 
2022 and May 2023 and were conducted by MR and/or 
DOB. Interviews were audio or video recorded and tran-
scribed verbatim. The interviewer(s) wrote summary 
memos capturing their reflections after each interview, 
which were included in data synthesis and theme con-
struction. Participants had the opportunity to review the 
transcript and give feedback on accuracy.

Researcher positionality and paradigm
Interviewers (MR/DOB) were white men from Great 
Britain (MR) or AoNZ (DOB), experienced health 
researchers, and registered physiotherapists with exten-
sive knee injury rehabilitation experience. Interviews 
were conducted using a constructivist lens, acknowledg-
ing that the interaction between interviewer and partici-
pant generates knowledge, that there are multiple truths 
or realities, and the goal was not to find “one truth” but 
to capture a diverse spectrum of perspectives on the phe-
nomenon of interest [27]. Subthemes and themes were 
presented to the broader research team who, while all 
physiotherapists, brought a range of experiences from 
international viewpoints, including elite sport (athlete 
and medical team), lived Māori experience and working 
extensively with Māori and Pasifika, lived ACL injury 
and PTOA experience, and rehabilitation of people with 
ACL-related PTOA and following ACL injury.

Data analysis
Data were analysed using Reflexive Thematic Analysis, 
which is a flexible approach that enables a rich, detailed, 
and complex account of the data and inductive linkage 
of data to themes [28]. To focus on meaning grounded 
in the data and reduce the researcher’s analytic precon-
ceptions, coding was processed from the data as opposed 
to fitting data into a pre-existing coding framework [28]. 
Data collection and analysis were carried out concur-
rently, allowing insights developed during earlier inter-
views to be checked during later interviews, presenting 
opportunities to refine the research and reorient the 
inquiry according to developing insights [27].

Thematic Analysis began with one experienced (DOB) 
and one novice (MR) qualitative researcher reading and 
familiarising themselves with the data (transcripts). 
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Initial codes were independently generated following the 
recommendations of Terry and Hayfield [25], capturing 
meaningful data interpretations followed by independent 
theme and subtheme development through active pat-
tern formation and identification. The purpose was not to 
identify consensus between participants but reveal all dif-
ferent categories, themes and subthemes. Reflective prac-
tice and discussions between the two researchers, and 
subsequently the research team, occurred during coding 
and theme development to ensure a deep level of inter-
pretation and that the analysis related to the research 
question [25].

Results
Twelve people (aged 25–62, 6–30  years post-ACL rup-
ture) participated in the study (see Table  1). Most were 
women, lived in Auckland, and were either New Zealand 
European or European. Participants had varied ability 
levels, and all described their physical activity levels as 
medium or high. All participants were provided copies 
of their interview transcripts, but no amendments were 
requested.

Identified themes
We constructed three themes from the data: 1) Nobody 
Ever Told Me…, 2) The Post-Rehabilitation Void, and 3) 
The Elephant in the Room: The Psychosocial Impact.

Nobody ever told me…
This theme reflected participants’ perception that, 
although they were often given some information and 
advice, key evidence-based details about their injury 
were either missing or insufficient. The theme com-
prised four subthemes: 1) Inaccurate acute post-injury 
information, 2) Inaccurate longer-term management 
information, 3) Ambiguous ACC involvement, and 4) 
Development of negative OA perceptions.

Participants received conflicting messages regarding 
returning to previous (sporting) activities. For example, 
one participant said, “I was told if I do gym work on it, 
there’s a potential that I might not need surgery.” (Partic-
ipant 3) Conversely, another was told (by a health care 
practitioner):

“You’ve done your ACL. You can either, and she 
was quite brutal; she just said, Well, you’ve got 
choices. You either dump the sport and wear some 
sort of truss for the rest of your life or get it oper-
ated on. The choice is yours.” (Participant 6)

This person perceived they would be “a wheelchair 
invalid” and that non-surgical management would 
mean, “At 35, you give up everything.” (Participant 6) 
No participants mentioned discussing the likelihood of 
returning to previous sport levels pre-operatively.

Participants received conflicting messages regard-
ing their longer-term prognosis. There was a common 
perception that ACL surgery would fix the problem: 
“I’m pretty sure he [the surgeon] said it would be just 
like normal.” (Participant 11) Some were told there is “a 
high chance that you’ll get more arthritis in your knee 
joint." (Participant 5) Participants received messages 
from healthcare professionals that both general and 
therapeutic exercise were harmful to their knees:

“No ACL, no running, or regarding running, you’ll 
probably end up with osteoarthritis, or, don’t do 
weights - they don’t do you any good, or, when I 
talked to them [the GP, regarding physiotherapy], 
he said, you might actually be doing more damage 
than good.” (Participant 8)

Several participants found ACC facilitated their reha-
bilitation through gym membership and supervised 
training; however, this was often only offered when 
requested. Participant 3 said, “I had to follow up ACC 
to get the benefits” and “People don’t know what they 
can access through ACC​.” It was suggested ACC should 
be pre-emptive regarding rehabilitation to facilitate 
improved outcomes: “As soon as you finish your sur-
gery…there should be someone going—Okay, I’ve got a 
local gym for you, and you can meet a physio or trainer.” 
(Participant 3).

Table 1  Participant characteristics (n = 12)

IQR Inter-quartile range, NZ European – New Zealand European, ACL Anterior 
cruciate ligament, KOOS-PS—Knee Injury and Osteoarthritis Outcome Score – 
Physical Short Form

Age, years: median (IQR)
(min, max)

49.5 (39.0—54.5)
(25, 62)

Gender, women
n (%)

7 (58.3)

Lives in
n (%)

Major city 9 (75)

Town 3 (25)

Ethnicity
n (%)

NZ European 5 (41.7)

European 4 (33.3)

Asian 1 (8.3)

Māori 1 (8.3)

Pasifika 1 (8.3)

Years since ACL injury: median (IQR)
(min, max)

14.5 (11.0 – 21.0)
(6, 30)

Raw KOOS-PS score: median (IQR)
(min, max)

6.0 (3.0, 12.5)
(0, 17)

KOOS-PS Interval score: median (IQR)
(min, max)

75.8 (62.2, 85.2)
(53.9, 100.0)

Physical activity level
n (%)

High 5 (41.7)

Medium 7 (58.3)

Low 0 (0.0)
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Participants’ negative perceptions of OA appeared 
influenced by healthcare professionals and ACC:

“It’s always scary to hear that you’ve got arthritis” 
(Participant 5); "I’m [like] this for life then," devel-
oped alongside messages received such as, “I didn’t 
have any cartilage whatsoever” and “It’s only going 
to get worse and worse” (Participant 1); “When 
you’ve had an ACL repair, that you will end up hav-
ing a knee replacement…it’s almost 100%.” (Partici-
pant 9)

Several participants were told to lose weight and take 
non-steroidal anti-inflammatory medication.

"It’s arthritis. Deal with it"; "Take it easy. Listen 
to the joint. Get on a bike. Keep the weight off. Do 
as much as you can, but listen to your body"; “The 
advice has…never been, go and see a physio." (Par-
ticipant 1)

Regarding ACC and the diagnosis of OA, participants 
suggested they were concerned “ACC would turn and say 
it’s a degenerative condition” and not fund care and that 
ACC “just use it to get you off ACC​” (i.e. to stop cover-
ing further care). (Participant 2) ACC was also accused of 
perpetuating a biomedical model of care by discouraging 
clinicians from “highlighting the psychosocial factors that 
are influencing because that immediately, in ACCs eyes, 
[they] say—Well, this is not our problem.” (Participant 4) 
Participant 4 also highlighted the absence of a biopsycho-
social approach by stating:

“Pain can’t be explained by the mechanics…look, 
your MRI of your knee is there. That’s one part of the 
picture. But that’s not going to explain how much 
pain you’re in and what you can do.” (Participant 4)

Participant 5 said, “If you’re feeling a bit down…it just 
tends to affect it…. it just accentuates it.” The conclusion 
was “every physio, every doctor, surgeon should be having 
this view of pain.”

The post‑rehabilitation void
This theme was characterised by participants’ perception 
that following post-operative rehabilitation, there was no 
ongoing, long-term management or guidance. Three sub-
themes were constructed: 1) No ongoing management 
following post-operative rehabilitation, 2) The longer-
term information void, and 3) Exploring success stories.

Participants perceived that following their post-oper-
ative rehabilitation, which was often poorly tailored to 
their specific (work, sporting, etc.) activities, they were 
left to manage their knee with no follow-up. “It’s a void 
now (after rehabilitation)” (Participant 9) and:

“I need to be doing something to maintain. I haven’t 
done anything specific outside of not trying to push it 
too much and still maintaining some level of activ-
ity. But certainly not in terms of strengthening or 
things that it may need.” (Participant 6)

Some participants welcomed the option of ongoing 
management.

“I would have loved to have a bit more information” 
(Participant 7): “If I could have taken measures to 
slow down that process of having it get to where I am 
now, then…I would have just treated life a bit differ-
ently.” (Participant 5)

Optimal mechanisms for accessing longer-term man-
agement were unclear. The potential for poor quality, 
unhelpful and misleading information on the Internet 
was acknowledged. Regarding accessing more formal 
healthcare:

“What are points that people can engage with sup-
port through the lifespan?” and “How do you bring 
that person to that service or bring that service to 
that person if they don’t know it [exists]?” (Partici-
pant 6)

It was often perceived that people with PTOA follow-
ing ACL injury did not attempt to re-access healthcare 
until they had significant deterioration in symptoms, 
“You don’t really know what access you have outside of if 
you get injured again. What can you get?” (Participant 6) 
Even then, caution was expressed: “Who would they go 
to? Because a GP, it’s a danger. They would say silly things 
like—Oh, it’s for a knee reconstruction. Or, oh, just don’t 
run." (Participant 10) Conversely, there was a perception 
that being able to talk to someone else with PTOA fol-
lowing ACL injury would be helpful, “An opportunity to 
feel acknowledged or seen and to share as well.” (Partici-
pant 6).

Flexibility of access to care was also crucial:

“Do you still have ways of staying engaged, to tap in, 
tap out when you may need it?”; “What feels right 
for the person at the stage that they may be at…
that they can determine when…something might feel 
right” because “So many sessions of this [e.g. exer-
cises] may not suit everyone. And I guess it’s being 
able to have the flexibility within a service.” (Partici-
pant 6)

Longer-term physiotherapy access appeared important 
for several participants:

“I could Google it up or whatever, how, like what 
exercises to do, but I think having that someone 
there is different” (Participant 2); “What I need from 
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the physio is…guidance and reassurance around get-
ting back to activity, understanding the struggles you 
might be having and helping you on that journey.” 
(Participant 4)

Funding longer-term physiotherapy appeared to be a 
barrier. One participant explained their GP was “reluc-
tant to put in a referral” (Participant 2) because of a lack 
of funding, while the surcharge charged by many prac-
tices on top ACC funding prevented others from access-
ing physiotherapy:

“Paying the full prices for physio has always put me 
off because it wasn’t an ACC cover” (Participant 7); 
“If you’re going to see them twice or three times a 
week, that adds up” (Participant 10); “To me, it was 
quite a lot [of money] if I was not working.” (Partici-
pant 2)

Several participants had a more favourable longer-term 
outcome than others and seemed to have common char-
acteristics. These participants were highly motivated in 
their initial post-operative rehabilitation:

“The motivation was just playing football. I wanted 
the knee to be right, and I wanted to play football” 
(Participant 3); “I worked… I did all the exercises, 
everything, really tried to strengthen it in that rehab 
stage. So in my head that’s why I’m good now” (Par-
ticipant 3); “the biggest thing I found was having a 
really good physio all the way through…he was there 
to say - Have you done your rehab?" (Participant 10)

They also reported performing ongoing knee-specific 
exercises “I do gym work and focus on the knees” (Par-
ticipant 3); “It definitely just comes down to you as a per-
son keeping up that training and keeping up those sort of 
movements” (Participant 7) and ongoing, valued sport-
ing activities (e.g., still playing football aged 62). Those 
with better outcomes described minimal psychological 
impact from their injury and strong beliefs that they will 
not need TKJR, “It gives me a lot more confidence around 
my future and knowing I probably won’t need be needing a 
knee replacement.” (Participant 4).

The elephant in the room: the psychosocial impact
This theme was characterised by the significant psycho-
logical impact of ACL injury and its sequelae, which often 
appear unconsidered. Four subthemes were formed: 1) 
Giving up more than just my sport, 2) Long-term impact 
of injury, 3) Fear – I don’t trust my knee anymore, 4) The 
absence of a biopsychosocial approach.

Participants commonly described moving from par-
ticipating in team sports, often involving changes of 
direction (e.g., football), to individual sports without 

directional changes (e.g., running). But often, they were 
giving up more than just their sport. Some described a 
subsequent further change to lower impact activities:

“I’ve had to adapt to a lot of stuff so I can still 
exercise, like boxing. Karate has gone. The boxing 
because there’s less impact on the knee. There’s no 
kicking… no twisting. It’s just [a] straight-line work-
out. The running had to go, [replaced with a] push 
bike.” (Participant 8)

Several participants described this change in sporting 
activity as having negative psychological influences, pos-
sibly because physical activity is a common stress man-
agement tool, such as:

“All that effort you’ve put in to get fit - it’s just being 
wasted because of a bloody knee issue - it’s just so 
frustrating” and “When the flare-up came, and 
I couldn’t do it [play football], I was just in a dark 
place for a while…What can I do going forward?" 
(Participant 1); “We all have our things that make 
us happy and when you can’t do it that’s what brings 
you down.” (Participant 5)

With this change in activities, several participants 
described a shift in their identity:

“There’s nothing social about sitting on a bike by 
yourself….it’s just that team dynamic of training on 
a Wednesday…being part of that team on a Satur-
day…That’s probably the biggest thing you miss,” 
(Participant 1); “your identity…in that you can’t do 
that thing that you kind of identified with. And then 
it’s like, oh, what does that mean for me now?" (Par-
ticipant 6); with potential long-term social conse-
quences: “All my social interactions with friends are 
generally around sport and activity. And not being 
able to do that leads to a poor quality of life.” (Par-
ticipant 4)

For some, this was accompanied by a sense of grief. 
Moreover, alteration in activities was partly driven by 
beliefs around reducing activity levels and improving 
prognosis, e.g., “I want to get the longest amount of time 
out of this knee before I have to have anything else.” (Par-
ticipant 9).

Beyond sports, there were reports of broader psycho-
social influences of PTOA following ACL injury, such as:

“I got my medical retirement from [work]...that was 
a depressing part of my life because I really liked 
working” (Participant 2); “When this happened… I’d 
actually put an application in for [another physical 
job]: that took my choice away…this knee decided 
what I could do,” (Participant 8); “You’re sort of 
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coming up with excuses when they say, mum let’s go 
[play]…The first thing you think of is ooh, is my knee 
going to tolerate that?” (Participant 6)

While the initial injury takes a split second, the impact 
is long-lasting. Participants described the moment of 
injury as life-changing and described rumination such as:

“The only thing I quite often think about is - Why did 
I go in for that tackle in the first place? How differ-
ent would my life be today, but for that one silly inci-
dent?" (Participant 1)

Participants commonly described a perception that 
there was a significant delay between injury and diagno-
sis and that this delay had consequences:

“That really annoyed me…the fact that you wasted 
three months being treated for something that it 
wasn’t” (Participant 1); “If they followed it up in that 
same week, we’d have got a diagnosis. Would I be in 
the position I am now, ten years later, if that diag-
nosis was done in a timely fashion?” (Participant 8)

For some, the psychological impact persists long term: 
“It’s hard. It’s ten years I’ve been in pain,” or in response 
to the follow-up question, “Have you had similar epi-
sodes in the past where you’ve been affected mentally?” 
(Researcher MR), the response was, “Yeah. All the way 
through.” (Participant 8).

Participants commonly described various fears. Some 
described the knee as always being in the back of their 
mind when doing physical activities: “little bit of confi-
dence that you don’t quite have” (Participant 4), while 
others stated, “I just really don’t want to cause any more 
damage" (Participant 7) or “I’m worrying about the carti-
lage and getting arthritis and things” (Participant 8), ver-
sus not wanting “to risk going through that same process 
again” (Participant 4) through to, “Will I be able to walk 
again if something goes wrong?” (Participant 2).

The absence of a biopsychosocial approach to manage-
ment from clinicians manifested differently. Participants 
believed psychological factors should be screened for, 
discussed, and managed, if necessary, from soon after 
injury: “Having a conversation, just knowing that your 
well-being can be impacted—it’s not just a purely physi-
cal injury—it might have been helpful.” (Participant 6) 
One participant said it was suggested they might “Need 
to speak to somebody. And me being me was like, no, not 
really. I think, looking back, it might have not been a bad 
idea.” (Participant 8) Conversely, messages from clini-
cians to participants may have had negative psychological 
impacts, particularly concerning later-stage imaging find-
ings. One participant described being told by a health-
care professional, “I’ve just had your MRI scans out again, 

and I’m surprised you can do as much as you do because 
your knee’s rooted." (Participant 1). Another stated, “Get-
ting my MRI result was not helpful in terms of how I 
thought of my knee. Where it explained some things, but 
it was depressing at the same time…that was a significant 
mental toll for me.” (Participant 4).

Discussion
While this study’s findings may not surprise those who 
have experienced ACL injury or those whose role is to 
support these people, this research is the first to explore 
the medium—to longer-term impact of ACL injury on 
New Zealanders. Furthermore, our findings reflect those 
previously published by Kaur et al. [29] but show that the 
negative impact of the injury on ability and participation 
continues to grow for some people. Key findings suggest 
the injury’s effects extend beyond the typical rehabilita-
tion period and that for some, the long-term impact of 
the injury is life-changing, affecting their sense of iden-
tity, social connection, mental well-being, and employ-
ability; findings that have been identified elsewhere and 
mirror those commonly reported by people with OA 
[29–31]. Participants also alluded to care-delivery factors 
that could be improved, such as patient education and 
support. Our findings are similar to research looking at 
people’s acute experience of ACL injury and those with 
established OA, which arguably sit on the same disease 
continuum when considered across a person’s lifespan 
[1]. Several key findings merit discussion in the context 
of the current evidence.

What happens when funding stops?
Our findings identified the unmet need for people with 
longer-term symptoms following ACL injury in AoNZ. 
Whilst funding streams in AoNZ see ACC covering a 
significant proportion of costs during the initial rehabili-
tation (up to 12 months) post-ACL injury, funding gaps 
beyond this point have significant consequences. Options 
for those with continuing symptoms are limited, and par-
ticipants spoke of challenges accessing ongoing care and 
support. Abbott et al. [32] highlighted this same problem 
for New Zealanders needing care for OA, arguing that 
the care people are waiting for may never be received. 
From our data, some resources and associated funding 
are required to fill this population’s service/support gap, 
yet it is still unclear what sort of resource would be most 
suitable for the AoNZ context.

Knowledge is power: tackling health literacy
Participants needed evidence-based prognostic infor-
mation about longer-term management of their knees 
and the possibility of developing OA following injury 
and surgery [33]. Internationally, evidence-informed 
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decision-making tools have been used to help people 
navigate treatment planning (e.g., www.​aclin​juryt​reatm​
ent.​com), but these tools are not commonplace in AoNZ. 
Our findings are similar to research showing knowl-
edge translation and mobilisation for many people with 
chronic joint pain is limited [34, 35], and many people 
have negative perceptions of OA [36]. This highlights the 
need to provide better education opportunities for these 
people. Further work is needed to determine acceptable 
timing and delivery methods of this education for these 
patients.

Supporting mental, emotional and social well‑being
The most strongly supported theme was how ACL injury 
impacts people’s social and mental well-being. While 
most participants did not overtly speak about it and 
avoided direct discussion, it was clearly the ‘elephant in 
the room’. However, the finding should not be surpris-
ing given the well-established connections between ACL 
injury [37], OA [38–40] and social and mental well-being 
[30, 41]. Hence, this must be a key consideration for 
developing future support strategies for acute recovery, 
rehabilitation, and life-long knee health [18].

This study has indicated numerous opportunities for 
better-supporting people following ACL injury, including 
focusing on life-long knee health and well-being. What 
remains undetermined is how these opportunities can be 
integrated early in the rehabilitation journey in a manner 
acceptable to existing healthcare delivery systems and 
service providers in AoNZ; hence, future research must 
explore the experiences and perspectives of critical stake-
holders (e.g., funding agencies, family, coaches, clini-
cians, sporting organisations) to understand the broader 
context of care for these people.

Strengths and limitations
The key strength of this study was the methodology that 
enabled a deeper understanding of the experience and 
impact of ACL injury, giving an appreciation of the inju-
ry’s psychological and social impact, which may not have 
otherwise been illuminated. Several limitations merit 
consideration: Despite our purposeful intention for eth-
nic representation, the sample was predominately Pākehā 
(New Zealand European) and European, meaning find-
ings may not resonate with people of different cultures 
commonly affected by ACL injury in AoNZ (i.e., Māori 
and Pasifika). All interviews were conducted by DO and/
or MR (middle-aged, middle-class, Pākeha/white men); 
subsequently, the data collected might have been dif-
ferent if other people had conducted the interviews. 
As a qualitative study, the sample size was intention-
ally small (n = 12), so findings should not be considered 
generalisable.

Recommendations
The current study explored people’s experiences in AoNZ 
following ACL injury and identified barriers to living well 
post-injury, most notably the gap in resources or services 
(between ending post-operative rehabilitation and re-
entering the healthcare system with symptomatic PTOA) 
and the psychosocial impact of their knee condition. 
Several practical and research recommendations can be 
made from this work. Future health research and service 
planning should leverage opportunities to manage peo-
ple following ACL injury over the medium to long term, 
including their psychological and social factors, to facili-
tate more favourable long-term outcomes. These services 
should be purposefully designed by, with and for Māori 
and Pacific peoples to ensure successful engagement for 
Māori and Pacific communities [42].

Conclusions
Exploration of people’s experience in AoNZ follow-
ing ACLR identified several barriers to living well post-
injury. Many people struggled to return to full function, 
which affected all aspects of their well-being. We iden-
tified a notable gap in resources or services between 
ending (ACC/private-funded) post-operative rehabilita-
tion and, for some when they re-enter the public health 
system with symptomatic PTOA. We also identified 
opportunities for ongoing support that would reduce the 
long-term burden for these people and the health system. 
Future research and service planning should leverage 
these opportunities.
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