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Background: The risk of cyclops syndrome increases significantly after anterior cruciate ligament (ACL) reconstruction (ACLR) if
complete extension is not recovered before the sixth postoperative week. The lockdown in France due to the COVID-19 pandemic
led to an absence of supervised rehabilitation, requiring unexpected self-rehabilitation in patients who underwent ACLR just before
lockdown.

Purpose: To determine the rate of cyclops syndrome after ACLR in patients who underwent self-rehabilitation during lockdown.

Study Design: Cohort study; Level of evidence, 3.

Methods: A total of 75 patients receiving a hamstring graft for ACLR during the COVID-19 pandemic between February 10, 2022,
and March 16, 2020, carried out self-rehabilitation during part of their first 6 postoperative weeks using exercise videos on a
dedicated website. Clinical examination was performed at a minimum 1-year follow-up with International Knee Documentation
Committee (IKDC), Lysholm, Tegner, and ACL–Return to Sport after Injury (ACL-RSI) scores. This group was compared with a
matched-pair control group of 72 patients who underwent surgery in 2019 and completed postoperative supervised rehabilitation
with a physical therapist. Rates and reasons for second surgery (arthrolysis, meniscal procedure) were also recorded.

Results: In the COVID group (n ¼ 72; 3 patients were lost to follow-up), the mean follow-up was 14.5 ± 2.1 months (range, 13-21)
and rate of reoperation for clinical cyclops syndrome was 11.1% (n ¼ 8). The rate of cyclops syndrome was significantly lower
(1.4%) in the control group (P¼ .01). In the COVID group, 8 patients underwent anterior arthrolysis at a mean of 8.6 months after the
primary surgery, and 4 patients underwent another surgical intervention (meniscal procedure [n¼ 3], device removal [n¼ 1]). In the
COVID group, mean Lysholm was 86.6 ± 14.1 (range, 38-100), Tegner was 5.6 ± 2.3 (range, 1-10), subjective IKDC was 80.3 ± 14.7
(range, 32-100) and ACL-RSI score was 77.3 ± 19.7 (range, 33-100).

Conclusion: The rate of cyclops syndrome after ACLR was significantly greater in the COVID group versus the matched controls.
The dedicated website was not effective at supporting self-guided rehabilitation and could benefit from interactive improvements
so it is at least as effective as supervised rehabilitation.
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Successful outcomes do not depend exclusively on the sur-
gical procedure but also on a combination of preoperative
and postoperative factors,13 including rehabilitation and
personal involvement of the patients to allow full recovery
of range of motion, muscle strength, and confidence before a
return to sport.19 Physical therapy, with goals and exer-
cises, is adapted to these different steps after anterior

cruciate ligament (ACL) reconstruction (ACLR) and can
be performed by the patient alone (unsupervised home-
based or self-guided rehabilitation) or with a physical ther-
apist (physical therapy–supervised rehabilitation). The 2
approaches have been compared by studying range of
motion, muscle strength, jump tests, and functional
scores, but no difference was reported in the litera-
ture.4,15,16,18,24,28 If supervised rehabilitation is chosen, the
number and frequency of visits is not strictly determined,
but better outcomes may be correlated with a higher num-
ber of visits.5 There is also a debate about the need for
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patients to undertake self-guided or supervised rehabilita-
tion due to the economic consequences.

As a supplementary tool to improve the results of reha-
bilitation and increase the autonomy of patients, websites
have been developed by some surgeons outlining rehabili-
tation protocols. Mobile applications have also been
developed.2,11

In 2020, the world was confronted with the COVID-19
pandemic, which affected all aspects of life. Interpersonal,
mobility, and working restrictions were put in place, lead-
ing to containment measures and lockdowns in many
countries. These restrictions and increasing numbers of
COVID-19 cases severely affected health care delivery to
orthopaedic and trauma patients.31 Patients who under-
went ACLR during 2020 could not receive the usual multi-
disciplinary postoperative protocol (ie, they had no
supervised rehabilitation, no opportunity to access rehabil-
itation facilities, no postoperative in-person examinations);
therefore, patients and surgeons had to adapt to the situa-
tion implemented by the government in France on March
16, 2020. This was especially true for patients who had
undergone surgery just before lockdown.

The purpose of this study was to determine whether the
COVID-19 pandemic situation with mandated lockdown
measures and an unexpected switch to self-guided rehabil-
itation increased the rate of complications related to ACLR,
in particular stiffness with flexion contracture. Our
hypothesis was that the rate of lack of extension and
cyclops syndrome would be higher in patients undergoing
ACLR just before lockdown measures (COVID group) com-
pared with patients who had ACLR outside the COVID-19
pandemic with supervised rehabilitation (control group).

METHODS

The study protocol was approved by an institutional review
board, and each patient gave informed consent. This was a
single-center, case-control study with a retrospective anal-
ysis of prospectively collected data with propensity match-
ing at a ratio of 1:1. For the COVID group, the inclusion
criteria were: primary reconstruction of the ACL using the
hamstrings, between February 10, 2020, and March 16,
2020 (beginning of lockdown in France). Antero Lateral
Ligament reconstruction was also performed depending
on the patient’s age, pivot shift, sport, and level of
sport.10,29 Patients were operated on by 1 of the 2 surgeons
involved in the study (N.B., N.G.) using the same surgical
technique and for the same indications. All patients were
included and followed prospectively. The exclusion criteria
included a refusal to participate and multiligament knee
injury.

For the control group, 72 patients were matched from a
cohort of patients operated on for the same indications and
using the same technique in 2019.

Matching Process

Patients who underwent surgery for primary ACLR
between February 10, 2020, and March 16, 2020 (COVID
group), were matched with a control group of patients who
underwent the same surgery between February 10, 2019,
and April 15, 2019 (control group). The patients were
matched for sex, age ±5 years, body mass index (BMI) ±5
kg/m2, and additional procedures (ALL and meniscal lesion
during surgery). As 3 patients were lost to follow-up in the
COVID group, a total of 72 patients in each group satisfied
the inclusion criteria and were included in the analysis.

Surgical Technique

ACLR was performed using the hamstring (semitendinosus
4-strand autograft or gracilis plus semitendinosus tech-
nique) with a classic out-in technique for tibial tunnel and
in-out technique through the anteromedial portal for the
femoral tunnel. Fixation was performed using adjustable
cortical devices on the femoral and tibial sides. Meniscal
repair or meniscectomy was performed depending on the
meniscal lesion on magnetic resonance imaging (MRI) and
arthroscopic assessment. ALL was performed when neces-
sary using the gracilis 2-strand technique with femoral fix-
ation using a screw and tibial fixation using adjustable
cortical fixation. The technique was the same in the 2
groups in 2019 and 2020.

Postoperative Care

Most patients in both groups (>95%) were treated as out-
patients (patients living alone stayed in hospital for 1
night) and postoperative care consisted of full weightbear-
ing depending on pain, ice, no brace, and anticoagulation
treatment for 10 days. The rehabilitation program was
scheduled to begin 4 to 5 days after surgery with the aim
of full extension and bending the knee at 90� of flexion at 4
weeks. The rehabilitation program was not modified by
meniscal or additional procedure with ACL reconstruction.
There was a difference between the 2 groups in terms of
rehabilitation. For the control group, rehabilitation with a
physical therapist was planned preoperatively, rehabilita-
tion exercises were explained by the surgeon just after sur-
gery before the patient left the center, and the patient
received a paper document outlining the rehabilitation
exercises to perform. Patients were also asked
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preoperatively to visit a dedicated website with goals for
each step before and after surgery, a video description of
the different exercises, and number of repetitions to per-
form. The website was created in 2019 before the COVID
pandemic and was used in our center in addition to classic
physical therapist care. The rehabilitation program with a
physical therapist was performed 2 or 3 times a week begin-
ning in the home if necessary and continued in the physical
therapist’s clinic. Follow-up was performed in the clinic at 4
to 6 weeks, 3 months, 6 months, and 1 year by the referring
surgeon.

For the COVID group, information was given by the sur-
geon on the day of the surgery about exercises and goals of
rehabilitation but, as physical therapist care was not pos-
sible for a part of the first 6 weeks due to the lockdown,
patients were contacted by phone during the first few days
after lockdown, on March 17, 2020, to remind them about
other tools available for their rehabilitation–-namely, the
website and paper documents. It was proposed to organize a
teleconsultation via a video application if necessary to talk
about the exercises and answer any questions. Follow-up
was performed in a conference call between 4 and 6 weeks
postsurgery to assess clinical symptoms, the ability to per-
form the exercises, and range of motion. The consultations
at 3, 6, and 12 months postoperatively were performed at
the clinic, as the lockdown had ended. Scores were mea-
sured at the finalfollow-up (International Knee Documen-
tation Committee [IKDC], Lysholm, ACL–Return to Sport
after Injury [ACL-RSI]). All patients had a minimum
follow-up of 1 year. Functional scores were recorded only
in the COVID group.

In the 2 groups, and according to our protocol, in the case
of an uncomfortable lack of extension at 6 months, an MRI
analysis was performed to look for evidence of cyclops syn-
drome, and anterior arthrolysis (excision of the cyclops
lesion) was proposed to the patient. This was the main
evaluation criterion in the study. Secondary evaluation cri-
teria were functional scores.

Statistical Analysis

The data were summarized using descriptive statistics.
Continuous variables were reported as means and standard
deviations, and categorical variables were reported as total
number and percentage. The chi-square and Fisher exact

tests were used to analyze differences between categorical
variables, and the Mann-Whitney U test and Student t test
were used for continuous variables. A Shapiro-Wilk test
was performed to ensure continuous variables were nor-
mally distributed (P > .05). The fragility index and Cohen
effect size were calculated for the primary outcome meas-
ure (cyclops lesion). All analyses were performed using IBM
SPSS software for Windows 10 (Version 27).

RESULTS

In the COVID group (40% female, 60% male patients), the
mean follow-up was 14.5 ± 2.1 months (range, 13-21), mean
age at surgery was 28.1 ± 11 years (range, 13-59), mean
BMI was 23.8 ± 4 kg/m2 (range, 14-32), and mean time
between injury and surgery was 6.1 months (Table 1). For
the medial meniscus, there were 28 repairs and 6 meniscec-
tomies. For the lateral meniscus, there were 11 repairs and
8 meniscectomies.

At the end of follow-up, mean subjective IKDC was 80.3 ±
14.7 (range, 32-100), mean Lysholm was 86.6 ± 14.1 (range, 38-
100), mean Tegner score was 5.6 ± 2.3 (range, 1-10), and mean
ACL-RSI was 77.3 ± 19.7 (range, 33-100).

The rate of anterior arthrolysis due to the lack of extension
was 11.1% (95% CI, 4% to 19%) (8 of 72 patients) in the
COVID group versus 1.4% (95% CI, -1% to 4%) (1 of 72) in
the control group (P¼ .01). The fragility index was calculated
at 1, and the Cohen effect size was 0.43. For the 8 patients
who had a second surgery for anterior arthrolysis in the
COVID group, the mean time between primary surgery and
anterior arthrolysis was 8.6 ± 2.6 months. There were 3
women and 5 men, mean age was 31.4 ± 13 years (range,
15-47), and mean BMI was 23.9 ± 4 kg/m2 (range, 20-32).
Of the 8 patients, 2 had combined ACL-ALL reconstruction
and 5 had a meniscal procedure (medial meniscal repair [n¼
2], medial and lateral meniscal repair [n ¼ 2], and medial
meniscal repair and lateral meniscectomy [n¼ 1]). The mean
time between injury and surgery was 5.2 ± 9.7 months (range,
0-50) in the COVID group and 5.7 ± 9.8 months (range, 0-52)
with no difference between groups (P ¼ .79). At 3 months
after anterior arthrolysis, all 8 patients had achieved full
recovery and comfortable extension. In the COVID group, 4
patients underwent another surgical intervention (meniscal
procedure [n ¼ 3], device removal [n ¼ 1]).

TABLE 1
Demographic Characteristics and Additional Procedures for the COVID and Matched Control Groupsa

COVID Group (n ¼ 72) Control Group (n ¼ 72) P

Age 28.1 ± 11 (13-59) 27.9 ± 11 (16-58) .93
Male sex 43 (60) 43(60) >.99
BMI 23.8 ± 3.7 (14-32) 23.3 ± 3.5 (18-38) .98
Additional procedures

Anterolateral ligament 30 (42) 28 (38) .73
Meniscal lesion 43 (60) 49 (68) .29

aData are reported as mean ± SD (range) or n (%). BMI, body mass index.
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DISCUSSION

The results of this study showed that cyclops syndrome was
more frequent in patients who underwent ACLR just before
the COVID-19 lockdown in 2020 and performed self-guided
rehabilitation than in patients operated on in 2019 who
underwent supervised rehabilitation (11.1% vs 1.4%,
respectively; P ¼ .01). This corroborates our hypothesis
that stiffness complications with lack of extension would
be higher during the COVID-19 lockdown, requiring signif-
icantly more surgical reinterventions.

Although the functional results are generally good,
allowing patients to return to sport, ACLR is not free from
complications. In 38% of patients, complications relate to a
loss of motion.35 One of the possible causes of loss of motion
is cyclops syndrome. Its name comes from the Greek
“kyklops,” meaning “round-eyed,” describing its appear-
ance on MRI scans, and its pathogenesis remains unclear.
Cyclops syndrome consists of symptomatic nodular fibro-
vascular tissue interposed in the intercondylar notch.
Patients experience a loss of extension with snapping and
catching while walking.30 A loss of <5� of knee extension
can contribute to ongoing patellofemoral pain and quadri-
ceps weakness. Knee extension loss of motion can also
result in an abnormal bent-knee gait, which can affect run-
ning and alter gait mechanics.8 The incidence of cyclops
syndrome has been reported to range from 1% to 10% of all
ACLRs, whereas MRI studies have reported an incidence of
25% to 47% for asymptomatic cyclops lesions.20 The diag-
nosis is based on clinical examination, symptoms, and MRI
findings. Some risk factors for the development of this syn-
drome have been identified: female sex, because of the pres-
ence of a narrow notch; increased graft volume in relation
to notch size; bony avulsion of the ACL; anterior placement
of the tibial tunnel; double-bundle ACLR because of high
graft volume; and hamstring contracture.20

The period to include patients in the COVID group was
chosen so that they had at least 1 day within the 6 weeks
before lockdown, which started on March 17, 2020 (lock-
down lasted 7 weeks after March 17, 2020). The first 6
weeks postsurgery are the most important to recover full
extension to prevent cyclops syndrome.26 Delaloye et al6

reported that the risk of cyclops syndrome was increased 8-
fold in the case of an extension deficit at 6 weeks. Stiffness
during the first weeks postoperatively was confirmed by
Noailles et al.23 Pinto et al26 also reported that hamstring
spasm 3 to 6 weeks after surgery was a risk factor for
cyclops syndrome. Hamstring spasm was present in 58%
of the 45 patients who required revision surgery for cyclops
syndrome compared with only 24% of the controls. Delaloye
et al6 studied the risk factors for reoperation due to cyclops
syndrome in a group of 3633 patients. A total of 1.8% of
patients underwent reoperation for cyclops syndrome,
which was close to the rate reoperation in our control group
that underwent surgery in 2019 (1.4%). At the final postop-
erative follow-up, clinical evaluation was important as
some patients were uncomfortable with cyclops syndrome
and required a second operation for recovery of full exten-
sion. The gold standard treatment remains arthroscopic
anterior arthrolysis.20,23 Before this, however, other

etiologies of stiffness should be eliminated, especially infec-
tion and complex regional pain syndrome.23,33 In our daily
practice, it is proposed to offer patients anterior arthrolysis
if there is a lack of extension at 6 months postsurgery, and
this was the protocol used this study.

Except for the inclusion period, our inclusion and exclu-
sion criteria and functional scores were classic and in align-
ment with those in the literature.1,25 A matched-pair
analysis was performed to have comparable populations
and the groups were paired for demographic data (age, sex,
and BMI) and for additional procedures (meniscal lesion,
combined ACL-ALL procedure) to decrease the influence of
other parameters.

Our COVID group was matched with a population of
patients operated on in 2019, before the COVID-19 pan-
demic, and at a time when rehabilitation was performed
according to a classic physical therapist–supervised pro-
gram. The benefits of physical therapy after ACLR have
been widely reported.9,17,32 In France, due to availability
and social habits, rehabilitation after ACLR is usually per-
formed via a supervised protocol with 1 to 3 physical ther-
apy sessions per week during the first 6 months. At 6
months, care is adapted after a composite and global eval-
uation.12 Ebert et al7 investigated the practices of Austra-
lian physical therapists on rehabilitation and return to
sport after ACLR and observed that 82.1% of physical
therapists preferred patient visits 1 to 2 times per week
during the first 6 weeks. Between 3 and 6 months postop-
eratively, most physical therapists recommended less fre-
quent visits, with a focus on home- (or gym-) based
exercises with periodic review (40.4%), although 25.5% of
physical therapists still recommended supervised visits
once or twice per week. However, it remains unclear
whether the results of home-based therapy versus super-
vised rehabilitation are comparable.34

Some studies have demonstrated no significant differ-
ences in outcomes such as knee range of motion, strength,
laxity, and functional scores between home-based and
supervised rehabilitation after ACLR.15,24 All studies men-
tioned had well-established home-based programs that
were explained to the patients before surgery. This situa-
tion differs from that during the COVID-19 pandemic, and
particularly during lockdown, where all health profes-
sionals had to quickly change their practices to assist and
develop new protocols and programs for rehabilitation. In
our COVID group without any supervised rehabilitation
during the first weeks postoperatively, the rate of cyclops
syndrome was higher, but this could also have been due to
the difficulties in adapting to the new and unexpected
situation.

The COVID-19 pandemic also had a dramatic effect on
the health care of patients, especially after functional
orthopaedic surgery,14 and other ways of follow-up, commu-
nication, and rehabilitation had to be found or developed.
Just after the government’s decision to impose lockdown,
we had to adapt and use our website, which had existed
since 2019, containing videos of exercises at each stage, the
number of repetitions recommended, and explanations. The
patients in the COVID group also used telemedicine to
guide them and to answer any questions. According to
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recent research, approximately 84% of patients using vir-
tual care in March 2020 were doing so for the first time. In
addition, mobile applications that were developed recently
also exist.2,11 This interactive tool could be interesting, but
should be evaluated to determine its efficiency. Our study
did not use a mobile application, as the website was avail-
able, and it was not necessary to have multiple methods of
support.

Lee et al21 showed no differences in patient satisfaction
with IKDC and Lysholm scores at 1-year follow-up after
ACLR during the pandemic. Conversely, Bartek et al3

examined the influence of the COVID-19 pandemic on med-
ical and physical therapy follow-up care after ACLR. At 3
months postsurgery, patients who had undergone surgery
in 2020 showed a clear trend toward a higher frequency of
extension deficits of �5� (18.8% vs 4.3%, respectively; P ¼
.097) or an inability to bend the knee �120� (23.3% vs 10%,
respectively; P¼ .197) compared with those who had under-
gone surgery in 2019. Alternative treatment options due to
the pandemic were offered by 13.3% of physical therapists
and 12.2% of physicians.

For the patients in our COVID group, the results for
functional scores at a mean follow-up of 14 months
(Lysholm, subjective IKDC, and Tegner) corresponded to
those in the literature published before COVID-19, and
we did not observe worse results, although 1 year is a short
follow-up time to evaluate the results of ACLR.22,27

Limitations

This study has some limitations. First, we did not have func-
tional scores for the control group. Then, due to the fact that
the COVID-19 pandemic and the lockdown in 2020 were
abnormal situations, this was only a case-control study, as
in other recent papers,3,21 to compare the impact of COVID-
19 on patient care. The follow-up was<2 years, but as lack of
extension is a complication that appears during the first few
months postsurgery, this does not alter the conclusions of the
study. We compared unexpected home-based rehabilitation
and supervised rehabilitation but other factors could be asso-
ciated that have not been studied: lack of motivation, general
cessation of all physical activity, and decrease of mobility
during lockdown. Groups were matched for meniscal lesions
but types of lesions were not analyzed in each group, and this
could have affected results. The inclusion period could be a
bias as it corresponds to a determined and selected period due
to COVID-19.

This study has some strengths, such as the inclusions of a
large number of patients who were operated on by the same 2
surgeons, using the same surgical technique, and for the
same indications. Moreover, it concerns a hot topic, as the
COVID-19 pandemic has not yet ended, and it is possible that
similar conditions could be reimposed in the future.

CONCLUSION

The COVID-19 pandemic and lockdown period increased
the rate of cyclops syndrome after ACLR due to changes
in rehabilitation treatment, with the imposition of

unexpected home-based self-rehabilitation. Better home-
based, self-guided rehabilitation methods should be devel-
oped in case of pandemic situations.

REFERENCES

1. Almangoush A, Herrington L. Functional performance testing and

patient reported outcomes following ACL reconstruction: a system-

atic scoping review. Int Sch Res Notices. 2014;2014:613034.

2. Ardern CL, Kvist J, Group BT. BAck iN the Game (BANG)–-a smart-

phone application to help athletes return to sport following anterior

cruciate ligament reconstruction: protocol for a multi-centre, rando-

mised controlled trial. BMC Musculoskelet Disord. 2020;21(1):523.

3. Bartek B, Jung T, Schwiedernoch A, Perka C, Palmowski Y. [Influence

of the COVID-19 pandemic on the physiotherapeutic and medical

follow-up care after reconstructions of the anterior cruciate

ligament.] Article in German. Orthopade. 2022;51(5):403-409.

4. Beard DJ, Dodd CA. Home or supervised rehabilitation following ante-

rior cruciate ligament reconstruction: a randomized controlled trial.

J Orthop Sports Phys Ther. 1998;27(2):134-143.

5. Czamara A, Krzeminska K, Widuchowski W, Dragan SL. The muscle

strength of the knee joint after ACL reconstruction depends on the

number and frequency of supervised physiotherapy visits. Int J Envi-

ron Res Public Health. 2021;18(20):10588.

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

early postoperative period predisposes to cyclops syndrome after

anterior cruciate ligament reconstruction: a risk factor analysis in

3633 patients from the SANTI study group database. Am J Sports

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

7. Ebert JR, Webster KE, Edwards PK, et al. Current perspectives of

Australian therapists on rehabilitation and return to sport after anterior

cruciate ligament reconstruction: a survey. Phys Ther Sport. 2019;35:

139-145.

8. Eckenrode BJ. An algorithmic approach to rehabilitation following

arthroscopic surgery for arthrofibrosis of the knee. Physiother Theory

Pract. 2018;34(1):66-74.

9. Eitzen I, Moksnes H, Snyder-Mackler L, Risberg MA. A progressive

5-week exercise therapy program leads to significant improvement in

knee function early after anterior cruciate ligament injury. J Orthop

Sports Phys Ther. 2010;40(11):705-721.

10. Firth AD, Bryant DM, Litchfield R, et al. Predictors of graft failure in

young active patients undergoing hamstring autograft anterior cruci-

ate ligament reconstruction with or without a lateral extra-articular

tenodesis: the stability experience. Am J Sports Med. 2022;50(2):

384-395.

11. Foissey C, Thaunat M, Bondoux L, Sonnery-Cottet B, Fayard JM.

Self-rehabilitation guided by a mobile application after anterior cruci-

ate ligament reconstruction leads to improved early motion and less

pain. Arthrosc Sports Med Rehabil. 2021;3(5):e1457-e1464.

12. Franck F, Saithna A, Vieira TD, et al. Return to sport composite test

after anterior cruciate ligament reconstruction (K-STARTS): factors

affecting return to sport test score in a retrospective analysis of 676

patients. Sports Health. 2021;13(4):364-372.

13. Giesche F, Niederer D, Banzer W, Vogt L. Evidence for the effects of

prehabilitation before ACL-reconstruction on return to sport-related

and self-reported knee function: a systematic review. PLoS One.

2020;15(10):e0240192.

14. Goyal T, Harna B, Taneja A, Maini L. Arthroscopy and COVID-19:

impact of the pandemic on our surgical practices. J Arthrosc Jt Surg.

2020;7(2):47-53.

15. Grant JA, Mohtadi NG. Two- to 4-year follow-up to a comparison of

home versus physical therapy-supervised rehabilitation programs

after anterior cruciate ligament reconstruction. Am J Sports Med.

2010;38(7):1389-1394.

16. Grant JA, Mohtadi NG, Maitland ME, Zernicke RF. Comparison of

home versus physical therapy-supervised rehabilitation programs

after anterior cruciate ligament reconstruction: a randomized clinical

trial. Am J Sports Med. 2005;33(9):1288-1297.

The Orthopaedic Journal of Sports Medicine Cyclops Syndrome During COVID-19 Lockdown 5



17. Grindem H, Granan LP, Risberg MA, Engebretsen L, Snyder-Mackler

L, Eitzen I. How does a combined preoperative and postoperative

rehabilitation programme influence the outcome of ACL reconstruc-

tion 2 years after surgery? A comparison between patients in the

Delaware-Oslo ACL Cohort and the Norwegian National Knee

Ligament Registry. Br J Sports Med. 2015;49(6):385-389.

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

home-based, unsupervised rehabilitation in isolated anterior cruciate

injuries following surgical reconstruction. Knee Surg Sports Traumatol

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

19. Hurley ET, Mojica ES, Haskel JD, et al. Return to play testing following

anterior cruciate reconstruction–-a systematic review & meta-analy-

sis. Knee. 2022;34:134-140.

20. Kambhampati SBS, Gollamudi S, Shanmugasundaram S, Josyula

VVS. Cyclops lesions of the knee: a narrative review of the literature.

Orthop J Sports Med. 2020;8(8):2325967120945671.

21. Lee D, Lencer AJ, Gibbs BS, Paul RW, Tjoumakaris FP. Disruptions in

standard care: anterior cruciate ligament reconstruction outcomes

during the SARS-COV2 pandemic. Phys Sportsmed. 2022;50(6):

515-521.

22. Mouarbes D, Menetrey J, Marot V, Courtot L, Berard E, Cavaignac E.

Anterior cruciate ligament reconstruction: a systematic review and

meta-analysis of outcomes for quadriceps tendon autograft versus

bone-patellar tendon-bone and hamstring-tendon autografts.

Am J Sports Med. 2019;47(14):3531-3540.

23. Noailles T, Chalopin A, Boissard M, Lopes R, Bouguennec N, Hardy

A. Incidence and risk factors for cyclops syndrome after anterior cru-

ciate ligament reconstruction: a systematic literature review. Orthop

Traumatol Surg Res. 2019;105(7):1401-1405.

24. Papalia R, Vasta S, Tecame A, D’Adamio S, Maffulli N, Denaro V.

Home-based vs supervised rehabilitation programs following knee

surgery: a systematic review. Br Med Bull. 2013;108:55-72.

25. Petushek EJ, Sugimoto D, Stoolmiller M, Smith G, Myer GD.

Evidence-based best-practice guidelines for preventing anterior

cruciate ligament injuries in young female athletes: a systematic

review and meta-analysis. Am J Sports Med. 2019;47(7):1744-1753.

26. Pinto FG, Thaunat M, Daggett M, et al. Hamstring contracture after

ACL reconstruction is associated with an increased risk of cyclops

syndrome. Orthop J Sports Med. 2017;5(1):2325967116684121.

27. Samuelsen BT, Webster KE, Johnson NR, Hewett TE, Krych AJ. Ham-

string autograft versus patellar tendon autograft for ACL reconstruc-

tion: is there a difference in graft failure rate? A meta-analysis of

47,613 patients. Clin Orthop Relat Res. 2017;475(10):2459-2468.

28. Schenck RC Jr, Blaschak MJ, Lance ED, Turturro TC, Holmes CF. A

prospective outcome study of rehabilitation programs and anterior

cruciate ligament reconstruction. Arthroscopy. 1997;13(3):285-290.

29. Sonnery-Cottet B, Daggett M, Fayard JM, et al. Anterolateral

Ligament Expert Group consensus paper on the management of

internal rotation and instability of the anterior cruciate ligament-

deficient knee. J Orthop Traumatol. 2017;18(2):91-106.

30. Sonnery-Cottet B, Lavoie F, Ogassawara R, et al. Clinical and oper-

ative characteristics of cyclops syndrome after double-bundle ante-

rior cruciate ligament reconstruction. Arthroscopy. 2010;26(11):

1483-1488.

31. Vaishya R, Vaish A, Kumar A. Impact of COVID-19 on the practice of

orthopaedics and trauma–-an epidemiological study of the full pan-

demic year of a tertiary care centre of New Delhi. Int Orthop. 2021;

45(6):1391-1397.

32. van Melick N, van Cingel RE, Brooijmans F, et al. Evidence-based

clinical practice update: practice guidelines for anterior cruciate liga-

ment rehabilitation based on a systematic review and multidisciplin-

ary consensus. Br J Sports Med. 2016;50(24):1506-1515.

33. Wang B, Zhong JL, Xu XH, Shang J, Lin N, Lu HD. Incidence and risk

factors of joint stiffness after anterior cruciate ligament reconstruc-

tion. J Orthop Surg Res. 2020;15(1):175.

34. Webster KE, Klemm HJ, Devitt BM, Whitehead TS, Feller JA. Effect of

COVID-19 social isolation policies on rehabilitation after anterior cru-

ciate ligament reconstruction. Orthop J Sports Med. 2021;9(10):

23259671211047216.

35. Worsham J, Lowe WR, Copa D, et al. Subsequent surgery for loss of

motion after anterior cruciate ligament reconstruction does not influ-

ence function at 2 years: a matched case-control analysis. Am J

Sports Med. 2019;47(11):2550-2556.

6 Bouguennec et al The Orthopaedic Journal of Sports Medicine


	Association of COVID-19 Lockdown With Increased Rate of Cyclops Syndrome in Patients With Unexpected Home-Based Self-Guided Rehabilitation After ACL Reconstruction
	METHODS
	Matching Process
	Surgical Technique
	Postoperative Care
	Statistical Analysis

	RESULTS
	DISCUSSION
	Limitations

	Conclusion
	References



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

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


