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Additional File 1 – PRISMA Statement 

 
 

 

Section/topic  # Checklist item  
Reported 
on page #  

TITLE   

Title  1 Identify the report as a systematic review, meta-analysis, or both.  1 

ABSTRACT   

Structured summary  2 Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, 
participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and 
implications of key findings; systematic review registration number.  

2 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of what is already known.  3 

Objectives  4 Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, 
outcomes, and study design (PICOS).  

3 

METHODS   

Protocol and registration  5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide 
registration information including registration number.  

3 

Eligibility criteria  6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, 

language, publication status) used as criteria for eligibility, giving rationale.  

3-4 

Information sources  7 Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify 
additional studies) in the search and date last searched.  

3 

Search  8 Present full electronic search strategy for at least one database, including any limits used, such that it could be 
repeated.  

Supp File 2 



Study selection  9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, 
included in the meta-analysis).  

3-4 

Data collection process  10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes 
for obtaining and confirming data from investigators.  

4-5 

Data items  11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and 
simplifications made.  

3-5 

Risk of bias in individual 
studies  

12 Describe methods used for assessing risk of bias of individual studies (including specification of whether this was 
done at the study or outcome level), and how this information is to be used in any data synthesis.  

4 

Summary measures  13 State the principal summary measures (e.g., risk ratio, difference in means).  4-5 

Synthesis of results  14 Describe the methods of handling data and combining results of studies, if done, including measures of consistency 
(e.g., I2) for each meta-analysis.  

4-5 



Additional File 2 – Search Strategy (EBSCOhost) 
 

1 Anterior cruciate ligament 

2 ACL 

3 Anterior cruciate ligament injury 

4 Anterior cruciate ligament reconstruction 

5 ACLR 

6 Anterior cruciate ligament deficient 

7 ACLD 

8 OR / 1-7 

9 Pre-operative physiotherapy 

10 Pre-operative protocol 

11 Prehabilitation 

12 Pre-operative rehabilitation 

13 Pre-operative exercise 

14 Pre-operative treatment 

15 Psychological techniques 

16 Health knowledge 

17 Recovery expectation 

18 Attitude to health 

19 Locus of control 

20 Anxiety 

21 Depression 

22 Self-efficacy 

23 Kinesiophobia 

24 Confidence 

25 Motivation 

26 Fear 

27 Coping behaviour 

28 Sport psychology 

29 OR / 9-28 

30 Return to sport 

31 Return to activity 

32 Return to performance 

33 Return to play 

34 Postoperative outcomes 

35 Athletic participation 

36 Physical activity participation 

37 Return to exercise 

38 OR / 30 – 37 

39 

9 AND 29 AND 38 

(limited to English and RCT design) 
 

 

  



Additional File 3 – GRADE Judgements 
 

All studies were examined against the following criteria as per the GRADE handbook. 
 

1. Study limitations 
 

The following forms of bias were considered: 
 

a. Selection bias – random sequence generation, allocation concealments, group 

similarities at baseline 
b. Performance bias – blinding of participants and/or healthcare providers 

c. Attrition bias – dropouts and intention-to-treat analysis 
d. Detection bias – blinding of the outcome assessors and timing of outcome 

assessments  
e. Reporting bias – selective reporting 

 
Outcomes were downgraded by one level if any of the above levels of bias were 

detected.  

 
2. Inconsistency  

 
Outcomes were downgraded by one level if the heterogeneity was considered large. As 

the results were not pooled statistically, the following criteria was used: 
a. Wide variance of point estimates across studies 

b. Minimal or no overlap of confidence intervals 
c. Statistical criteria, including tests of heterogeneity which tests the null 

hypothesis that all studies have the same underlying magnitude of effect, 

have a low p-value (p<0.05), indicating to reject the null hypothesis 
 

3. Indirectness  
 

The quality of evidence was assessed against the four sources of indirectness: 
a. Differences in population 

b. Differences in interventions (applicability) 
c. Differences in outcome measures (surrogate outcomes) 

d. Indirect comparisons 

 
Outcomes were downgraded by one level if any of the above were detected. 

 
4. Imprecision  

 
In general, results are considered imprecise when studies include relatively few patients 

and few events and therefore have a wide confidence interval around the estimate of 
effect. The following criteria was used: 

 

Dichotomous outcomes: 
a. If the optimal information size (OIS) criterion is not met (unless the sample 

size is very large e.g. > 2000) 
b. If the OIS criterion is met and the 95% confidence interval exclude no effect 

c. If the OIS criterion is met and the 95% confidence interval overlaps no effect 
 

Continuous outcomes: 
a. If the level of the 95% confidence interval includes no effect and the upper or 

lower limit crosses an effect size of 0.05 and 0.2. 

The quality of evidence was downgraded by one for all outcomes as sample sizes were 
small across all studies (<400) and had few events (<300). 

 



5. Publication bias 
 

This domain was not assessed as funnel plot asymmetry should only be used when there 
are ten or more studies included. 
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