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Original Article

Patients Aged 50 Years and Older Have Greater ®
Complication Rates After Anterior Cruciate Ligament
Reconstruction: A Large Database Study

Madeleine A. Salesky, B.A., Jacob F. Oeding, B.S., Alan L. Zhang, M.D.,
C. Benjamin Ma, M.D., Brian T. Feeley, M.D., and Drew A. Lansdown, M.D.

Purpose: To assess the use of anterior cruciate ligament (ACL) reconstruction in older adults and to compare
postoperative complication and revision surgery rates between patients older than and younger than 50 years old.
Methods: Retrospective data were obtained using the PearlDiver database for patients who underwent arthroscopic ACL
reconstruction from January 2010 to December 2017. Trends in the annual performance of ACL reconstruction were
determined using nonparametric test of trends of ranks. Patients in each age group were matched based on sex and the
Charlson Comorbidity Index. The incidence of postoperative complications within 90 days and subsequent knee surgery
within 2 years of ACL reconstruction was collected. Postoperative complication rates were compared between matched
age groups using the % test. Results: A total of 20,993 patients aged 50 years and older and 154,817 patients younger
than 50 years underwent ACL reconstruction between 2010 and 2017. The use of ACL reconstruction in patients aged 50
years or older decreased over time (P = .044). Patients aged 50 years or older were more likely to experience at least 1
postoperative complication within 90 days compared to patients younger than 50 years (2.5% vs 2.1%, P = .007). Older
patients were 1.3 times as likely to experience deep vein thrombosis (P = .002) and 1.8 times as likely to experience
pulmonary embolism (P < .001). Younger patients were more likely to undergo subsequent ACL reconstruction and
experience knee pain, stiffness, and wound infection postoperatively (P < .001, P < .001, P = .041). 1.6% of patients aged
50 years or older underwent total knee arthroplasty within 2 years. Conclusions: ACL reconstruction in patients aged 50
years or older is associated with greater complication rates but lower rates of subsequent knee surgery relative to patients
younger than 50 years of age. Younger patients were more prone to surgical complications whereas older patients
experienced more medical complications. The increased incidence of VTE in this population suggests that thrombotic
prophylaxis may be considered. Level of Evidence: Level III, retrospective comparative observational trial.

Anterior cruciate ligament (ACL) reconstruction is
performed to restore knee function and stability
for patients with instability after ACL injury. In young
patients who participate in cutting and pivoting activ-
ities, arthroscopic ACL reconstruction is the gold stan-
dard treatment to restore knee stability and reduce the
risk of subsequent meniscus and cartilage injury.'** The

majority of ACL reconstruction cases in the United
States are performed in patients aged 10 to 29 years.”
In older patients, however, the use of surgical
management for ACL deficiency has been controversial
in the past due to concerns about the possibility of
infection, reoperation, and increased joint stiffness
postoperatively.” Based on these concerns, patients
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aged 50 years or older old were traditionally referred to
physical therapy and encouraged to modify physical
activity before ACL reconstruction was considered.
Older patients are increasingly active and involved in
high-risk pivoting sports such as skiing, leading to an
aversion to accepting potential knee instability and
prompting the desire to undergo reconstruction despite
the possible risk of complications.”” Importantly,
however, data concerning the risk of possible compli-
cations remain limited for this group of older patients
considering ACL reconstruction.

Several studies have assessed the differences in clin-
ical and functional outcomes after ACL reconstruction
in older and younger adult populations.”'” A recent
meta-analysis found no significant difference in clinical
or arthrometric outcome measures after ACL recon-
struction between patients older 40 years old and
younger than 40 years old.” A systematic review by
Costa et al.'* similarly found that patients older than
and younger than 50 years old experience comparable
improvements in patient satisfaction and knee stability,
although older patients reported a reduced rate of
returning to sport after surgery. As the age range of
patients choosing to undergo reconstruction continues
to broaden, there remains uncertainty concerning the
incidence of postoperative complications among older
patients. In addition, the magnitude of increase in the
use of ACL reconstruction in the active aging popula-
tion over recent years remains unclear.

The purpose of this study was to assess the use of ACL
reconstruction in older adults and to compare post-
operative complication and revision surgery rates be-
tween patients older than and younger than 50 years
old. We hypothesized that the performance of ACL
reconstruction in older adults is increasing over time,
and that rates of complications, especially venous
thromboembolism (VTE) and stiffness, are significantly
greater in older adults.

Methods

Data Collection

Retrospective data for this study were obtained from a
commercially available database: the Mariner 2020 subset
from PearlDiver (www.pearldiverinc.com; PearlDiver,
Inc., Colorado Springs, CO). Patients who underwent
arthroscopic ACL reconstruction from January 2010
through December 2017 were identified using Current
Procedural Terminology (CPT) code CPT-29888. Patients
with less than 2 years of postoperative data in the database
were excluded. Patients with the following related pro-
cedures were excluded according to the criteria used by
Cancienne et al.'”: open primary repair of knee collateral
ligament (CPT-27405), open primary repair of knee cru-
ciate ligament (CPT-27407), open primary repair of knee
collateral and cruciate ligament (CPT-27409), open
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autologous chondrocyte implantation, knee (CPT-27412),
osteochondral allograft, knee, open (CPT-27415), osteo-
chondral autograft, knee, open (CPT-27416), open
reconstruction of dislocating patella (CPT-27420), open
reconstruction of dislocating patella with extensor
realignment (CPT-27422), open lateral retinacular release
(CPT-27425), open extra-articular ligamentous recon-
struction (CPT-27427), open intra-articular ligamentous
reconstruction (CPT-27428), open intra- and extra-
articular ligamentous reconstruction (CPT-27429),
arthroscopic knee osteochondral autograft implantation
(CPT-29866), arthroscopic knee osteochondral allograft
implantation (CPT-29867), and arthroscopically aided
posterior cruciate ligament repair/augmentation or
reconstruction (CPT-29889).'° No other patients were
excluded.

Patients who met inclusion and exclusion criteria
were grouped according to their age at the time of
surgery: 50 years and older or younger than 50 years.
Patient demographic information including sex and age
was collected. The annual number of ACL reconstruc-
tion surgeries across all age groups was collected.

To control for possible confounding variables in
postoperative outcomes analysis, we matched patients
1:1 in each age group by sex and Charlson Comorbidity
Index. Due to limitations of the database, we were
unable to control for other variables like body mass
index, specific medical comorbidities, or surgical details.
Patients in these matched cohorts who experienced
postoperative complications after ACL reconstruction
were identified using the International Classification of
Diseases (ICD), Ninth Revision, codes, ICD, Tenth Revision,
codes, and CPT codes for each complication within 90
days of surgery (Table 1).

Subsequent knee surgeries including revision sur-
geries were analyzed separately from medical and sur-
gical complications that occurred within 90 days of ACL
reconstruction. Patients in the matched cohorts who
underwent subsequent ACL reconstruction were iden-
tified using the code CPT-29888 after the initial surgery
within 2 years. Patients who underwent other subse-
quent arthroscopic knee procedures within 2 years of
initial surgery were identified according to the codes in
Table 1. Patients who converted to total knee arthro-
plasty (TKA) were identified using the code CPT-27447
within 2 years after ACL reconstruction. Due to the lack
of laterality modifiers available in the database for CPT
codes, we were unable to account for laterality of the
index surgery and subsequent procedures.

Statistical Analysis

Trends in the use of ACL reconstruction in each age
group were determined using a nonparametric test of
trends of ranks across ordered groups. The incidence of
postoperative complications and subsequent surgery
was compared between groups using the > test.
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Table 1. Codes Used to Define Postoperative Complications and Subsequent Knee Surgeries

Postoperative Complications

Codes

Knee pain

Knee stiffness

Pulmonary embolism
Deep vein thrombosis

Pneumonia

Acute kidney injury

Infection or drainage

Disruption of wound

Subsequent knee surgeries
Subsequent knee surgery

Subsequent ACL reconstruction

Subsequent meniscus debridement or repair

Subsequent knee arthroscopy with lysis of adhesions, with or
without manipulation

Subsequent manipulation of knee joint under general anesthesia
(includes application of traction or other fixation devices)

Total knee arthroplasty

ICD-9-D-33828, ICD-9-D-33829, ICD-9-D-71946, ICD-9-D-71940,
ICD-9-D-71948, ICD-10-D-M25561, ICD-10-D-M25562, ICD-10-
D-M25569, ICD-10-D-M79669

ICD-9-D-71846, ICD-9-D-71856, CPT-27570, ICD-10-D-M24561,
ICD-10-D-M24562, ICD-10-D-M24569, ICD-10-P-9WB6XLZ,
ICD-10-D-M25661, ICD-10-D-M25662, ICD-10-D-M25669

ICD-9-D-4151:1CD-9-D-4159, ICD-10-D-126:ICD-10-D-1269

ICD-9-D-4532, ICD-9-D-4533, ICD-9-D-4534, ICD-9-D-45382, ICD-
9-D-45384, 1CD-9-D-45385, ICD-9-D-45386, ICD-9-D-45340,
ICD-9-D-45341, ICD-9-D-45342, ICD-10-D-182401, ICD-10-D-
182402, ICD-10-D-182403, ICD-10-D-182409, ICD-10-D-182491,
ICD-10-D-182492, ICD-10-D-182493, ICD-10-D-182499, ICD-10-
D-1824Y1, ICD-10-D-1824Y2, ICD-10-D-1824Y3, ICD-10-D-
1824Y9, ICD-10-D-1824Z1, ICD-10-D-1824Z2, ICD-10-D-18247Z3,
ICD-10-D-182479

1CD-9-D-4800:1CD-9-D-4809, ICD-9-D-4811CD-9-D-4820-9-D-4821,
ICD-9-D-48230, ICD-9-D-48231, ICD-9-D-48232, ICD-9-D-48239,
ICD-9-D-48240, ICD-9-D-48241, ICD-9-D-48242, ICD-9-D-48249,
ICD-9-D-48281, ICD-9-D-48282, ICD-9-D-48283, ICD-9-D-48284,
ICD-9-D-48289, ICD-9-D-4829, ICD-9-D-4830, ICD-9-D-4831,
ICD-9-D-4838, ICD-9-D-4841, ICD-9-D-4843-9-D-4845, ICD-9-D-
4846, ICD-9-D-4847, ICD-9-D-4848, ICD-9-D-485, ICD-9-D-486,
ICD-10-D-J12:1CD-10-D-J189

ICD-9-D-5845, ICD-9-D-5846, ICD-9-D-5847, ICD-9-D-5848, ICD-
9-D-5849, ICD-10-D-N17:ICD-10-D-N179

ICD-9-D-71106, ICD-9-D-71146, ICD-9-D-71186, ICD-9-D-71196,
ICD-9-D-99851, ICD-10-D-M01X61, ICD-10-D-M01X62, ICD-10-
D-M01X69, CPT-10180, CPT-20005, CPT-27310, CPT-29871

ICD-9-D-99830, ICD-9-D-99831, ICD-9-D-99832, ICD-9-D-99833,
ICD-10-D-T8130XA, ICD-10-D-T8130XD, ICD-10-D-T8130XS,
ICD-10-D-T8131XA, ICD-10-D-T8131XD","ICD-10-D-T8131XS,
ICD-10-D-T8132XA, ICD-10-D-T8132XD, ICD-10-D-T8132XS,
ICD-10-D-T8133XA ICD-10-D-T8133XD, ICD-10-D-T8133XS

CPT-29888, CPT-27570, CPT-29884, CPT-29880, CPT-29881,
CPT-29882, CPT-29883

CPT-29888

CPT-29880, CPT-29881, CPT-29882, CPT-29883

CPT-29884

CPT-27570

CPT-27447

NOTE. Table 1 lists the codes used to identify patients who experienced postoperative complications within 90 days of anterior cruciate ligament
reconstruction as well as patients who underwent subsequent ipsilateral or contralateral knee surgery within 2 years of ACL reconstruction.
ACL, anterior cruciate ligament; CPT, Current Procedural Terminology; ICD, International Classification of Diseases.

Statistical analysis was performed on the PearlDiver
server and in Stata version 16.1 (StataCorp, College
Station, TX). Significance was defined as P < .05.

Results

Patient Demographics

Overall, a total of 20,993 patients 50 years old and
older and 154,817 patients younger 50 years old met
inclusion and exclusion criteria and underwent ACL
reconstruction during the study period (Fig 1). Across
the entire cohort, 49% of patients were male, and the
mean patient age was 32 vyears (first to third

interquartile, 19-43 years). Among patients at least 50
years old, 9,406 (45%) were male, and the mean pa-
tient age was 56 years (first to third interquartile, 52-58
years). The annual number of ACL reconstruction
surgeries from 2010 to 2017 in patients aged 50 years or
older versus patients younger 50 years old is summa-
rized in Table 2, including all primary and revision ACL
reconstructions. The annual incidence of ACL recon-
struction in patients at least 50 years old showed a
decreasing trend from 2010 to 2017 (P = .044, Table 2).

After matching patients in each age group by sex and
Charlson Comorbidity Index, we were left with cohorts
of 20,946 patients in the 50 years and older age group
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Fig 1. The distribution of patient
age ranges is shown for all patients
in the database who underwent
anterior cruciate ligament (ACL)
reconstruction from January 2010
to December 2017. The age range
with the largest proportion of pa-
tients who underwent surgery was
age 15 to 19 years. The majority of
patients who underwent surgery
during this time period were
younger than 50 years old.
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Patient Age Range

and 20,946 patients in the younger than 50 years age
group. In each age group, 45% of patients were male.
Among matched patients at least 50 years old, the mean
patient age was 56 years (first to third interquartile,
52-58 years). Among matched patients younger than
50 years old, the mean patient age was 30 years (first to
third interquartile, 18-40 years). These matched co-
horts were used for analysis of postoperative compli-
cations and subsequent knee surgeries.

Postoperative Complications

Postoperative pain was the most common complica-
tion experienced in both cohorts, including 32% of
patients 50 years and older and 35% of patients
younger than 50 years. Excluding postoperative pain,
2.5% of patients aged 50 years old and older and 2.1%
of patients younger than 50 years old experienced at
least 1 other complication within 90 days of surgery,
including pneumonia, VTE, acute kidney injury, wound
disruption, infection, and stiffness (P = .007, Table 3).
Older patients were more likely to experience venous

Table 2. Number of ACL Reconstruction Surgeries by Year in
Patients Older Than and Younger Than 50 Years of Age

Patients Younger

Year Patients at Least 50 Years Old than 50 Years Old
Total (N) 20,993 154,817
2010 3,005 22,115
2011 2,784 21,578
2012 2,658 21,502
2013 2,729 21,633
2014 2,863 21,679
2015 2,661 20,989
2016 2,488 18,800
2017 2,149 15,600
P value .044 .038
z-value —2.02 —2.08

ACL, anterior cruciate ligament.

thromboembolic events (VTE), including pulmonary
embolism (PE) and deep vein thrombosis (DVT), as well
as acute kidney injury, within 90 days after ACL
reconstruction (Table 4). Younger patients, however,
were more likely to experience knee stiffness, knee
pain, and wound infection after surgery (Table 4). The
odds ratio (OR) of experiencing VTE (PE or DVT)
(Table 4) was greater for patients 50 years old and older
compared with patients younger than 50 years old (OR:
1.30, 95% confidence interval [CI] 1.10-1.54) with the
OR for DVT alone being 1.27 (95% CI 1.07-1.52) and
the OR for PE being 1.83 (95% CI 1.28-2.62).

Revision Knee Procedures and Conversion to TKA
The rate of subsequent knee surgery within 2 years
was significantly lower in patients 50 years old and
older (8.6%) relative to younger patients (9.9%) (OR:
0.85, Table 4). Patients 50 years old and older were less
likely to undergo subsequent arthroscopic knee pro-
cedures (OR 0.72) and less likely to undergo subse-
quent ipsilateral or contralateral ACL reconstruction
(OR 0.49) relative to younger patients (Table 4). The
overall rate of TKA within 2 years of ACL reconstruc-
tion for patients 50 years old and older was 1.6%.

Discussion

We observed that patients 50 years old and older
were more likely to experience at least 1 postoperative
complication within 90 days after ACL reconstruction
relative to patients younger than 50 years old. Our
initial hypothesis was partially confirmed because older
patients had an increased risk of VTE, DVT, and PE after
ACL reconstruction and increased risk of early con-
version to TKA, although older patients were less likely
to have subsequent knee surgery or experience knee
pain, stiffness, or infection after surgery. There was also
a decrease in the performance of ACL reconstruction in
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Table 3. Proportion of Patients with Any Postoperative Complication* Within 90 Days

Odds Ratio,
Patients Older than
Patients at Least Patients Younger than 50 Years Old
50 Years Old, n (%) 50 Years Old, n (%) (95% Confidence Interval) P Value *
All complications excluding postoperative pain 532 (2.5%) 448 (2.1%) 1.19 (1.05-1.35) 0.007 7.20

*Complications including pneumonia, venous thromboembolism, acute kidney injury, surgical wound disruption, stiffness, wound infection.

patients 50 years old and over from 2010 to 2017 (P =
.044), contrary to our initial hypothesis. The findings of
this study can allow for informed discussions between
surgeons and patients older than 50 years regarding the
potential for risk after ACL reconstruction, especially as
medical risks are observed more frequently in this
group of patients.

Nonsurgical management of ACL injuries in older
athletes has been advocated in the past due to concerns
that ACL reconstruction in older patients would lead to
increased knee stiffness, arthrofibrosis, infections, poor
wound healing, and thromboembolic disease compared
with younger patients.'” This has been refuted by
studies reporting similar outcomes among younger and
older patients after ACL reconstruction.''”'” Patient-
reported outcomes after nonoperative management of
ACL rupture in older adults are also mixed. Ciccotti
et al."® reported an 83% satisfaction rate among pa-
tients 40 to 60 years old treated with nonoperative
management, but 37% of patients experienced reinjury
and all patients were required to modify their activities
and lifestyle. Gfoller et al.'” similarly found that sub-
jective patient satisfaction improved over time after
nonoperative management, but radiologic outcomes
scores stayed constant or deteriorated and knee laxity
testing showed increased instability over time. Physical

activity levels also decreased significantly compared
with preinjury levels.'” Given that nonoperative treat-
ment is associated with chronic degenerative changes,
progressive instability, and high risk of reinjury, this
approach may be unacceptable for many older patients
with ACL deficiency who desire to return to previous
activity levels.

The overall complication rate of ACL reconstruction
surgery was significantly greater in older patients rela-
tive to younger patients in this cohort. Importantly,
multiple previous reports have described the clinical
effectiveness of ACL reconstruction in these older pa-
tients. Barber et al.”’ found no difference in patient
satisfaction between patients older than 40 vyears
(average 44 years) and younger than 40 (average 27
years), with 89% and 91% patient satisfaction respec-
tively. A recent meta-analysis including four retro-
spective cohort studies and a total of 287 patients (129
older than 50 years, 158 younger than 50 years) found
no difference in the improvement of International Knee
Documentation Committee scores or Lysholm scores
between patients older than and younger than 50 years
old.”" There was also no difference in Tegner activity
scores or the incidence of knee AP laxity as measured
on KT-1000 or KT-2000 arthrometer at final follow-
up.”' All studies included in the meta-analysis reported

Table 4. Incidence of Postoperative Complications and Subsequent Knee Surgeries by Age Group

Patients >50 Years Patients <50 Years P Value Odds Ratio (95% CI)*

Postoperative complications
Total
Knee pain
Knee stiffness
Venous thromboembolism (PE and DVT)
DVT
PE
Acute kidney injury
Infection or drainage of surgical wound
Disruption of wound
Pneumonia
Subsequent knee surgeries
Subsequent arthroscopic knee procedure
Subsequent ipsilateral or contralateral ACL reconstruction
Conversion to total knee arthroplasty
Any subsequent surgery (arthroscopic or total knee arthroplasty)

1,802

20,946 20,946
6,683 (31.9%) 7,334 (35.0%)  <.001 0.87 (0.84-0.91)
819 (3.9%) 1,027 (4.9%) <.001 0.79 (0.72-0.87)
327 (1.6%) 252 (1.2%) .002 1.30 (1.10-1.54)
287 (1.4%) 226 (1.1%) .008 1.27 (1.07-1.52)
6 (0.4%) 7 (0.2%) <.001 1.83 (1.28-2.62)

6 (0.3%) 7 (0.1%) .002 2.08 (1.31-3.29)

6 (0.4%) 116 (0.6%) .041 0.74 (0.56-0.98)

0 (0.2%) 8 (0.3%) 086 0.69 (0.46-1.03)

3 (0.4%) 0 (0.3%) .084 1.33 (0.97-1.81)

1,534 (7.3%) 2,060 (9.8%) <.001 0.72 (0.68-0.78)
535 (2.6%) 1,058 (5.1%) <.001 0.49 (0.44-0.55)
345 (1.6%) 48 (0.2%) <.001 7.29 (5.39-9.87)
(8.6%) 2,082 (9.9%) <.001 0.85 (0.80-0.91)

ACL, anterior cruciate ligament; DVT, deep vein thrombosis; PE, pulmonary embolism.
*Qdds ratio for patients 50 years old and older relative to patients younger than 50 years old.
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significant improvement in clinical outcomes across
both patient age groups.”’ These findings indicate that
ACL reconstruction in patients older than 50 years old
results in similar knee stability and function scores
compared to younger patients. However, this prior
meta-analysis was unable to assess for differences in
complication rates due to their low incidence after ACL
reconstruction and the limited number of patients
included in the analysis. Compared with the study by
Tan et al.,”' the current study highlights this difference
in complication rates, with the most notable difference
being the rate of DVT/PE in older patients.

In our large cohort, we observed that patients 50 years
old and older have a greater risk of DVT and PE
compared with younger patients. These findings build
off of those by Gaskill et al.,”> who found that patients
older than 35 years had increased odds of VTE after ACL
reconstruction. VTE is a rare but serious complication
after ACL reconstruction, with a recent systematic re-
view reporting incidences of asymptomatic DVT, symp-
tomatic DVT, and PE of 8.4%, 2.3%, and 0.2%,
respectively.”” While we were unable to determine
whether VTE was symptomatic or asymptomatic due to
database limitations, the increased risk of thromboem-
bolic disease in patients 50 years old and older reported
in this study suggests that anticoagulation prophylaxis
may be considered for older patients undergoing ACL
reconstruction. Currently, there is no standardized
recommendation for the use of VTE prophylaxis during
ACL reconstruction. A recent survey study found that
50.7% of orthopedic surgeons routinely use chemical
VTE prophylaxis, with 95% reporting using aspirin
although no standardized dosing protocol was identi-
fied.”* Given the rate of DVT/PE, surgeons may consider
thromboembolic prophylaxis following ACL recon-
struction for older patients. Future studies should assess
for the prevalence of thrombotic prophylaxis for knee
arthroscopy and the association between prophylaxis
and clinically significant VTE in this population.

We also observed that the incidence of knee stiffness
was actually lower for patients 50 years old and older
relative to younger patients in our cohort. The inci-
dence of knee stiffness overall was also lower in our
cohort (4.4%) than in previous studies. Robertson
et al.”” reported an incidence of knee stiffness of 12% at
6 months and 5% at 12 months postreconstruction,
with incomplete physiotherapy and previous knee
surgery being the strongest predictors of knee stiffness.
There was no difference in age (P = .70) between pa-
tients who experienced stiffness and those who did
not.”” The decreased rate of knee stiffness in older pa-
tients cannot be fully explained with the data available,
although could be due to graft choice, rehabilitation
protocols, timing of surgery and administrative coding
limitations, among other factors. Importantly, in this
large cohort it does not appear that older patients have
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an increased risk of knee stiffness after ACL
reconstruction.

Concerning the rate of subsequent knee surgery, we
observed that younger patients were more likely to
undergo additional knee arthroscopy including ipsilat-
eral or contralateral ACL reconstruction within 2 years
of the index ACL reconstruction. Part of this difference
may be due to younger patients being more likely to
undergo meniscal repair than meniscectomy, although
we are unable to determine this conclusively given the
study design and limitations. Contrastingly, patients 50
years old and older were more likely to undergo TKA
within two years after ACL reconstruction compared to
patients younger than 50 years old. These findings align
with prior literature which identified older patient age
at ACL reconstruction as a predictor of developing knee
osteoarthritis.”® Overall, however, older patients were
less likely to undergo subsequent surgery including
arthroscopic surgery or TKA within 2 years compared
with younger patients. Future studies should assess the
mechanism by which ACL reconstruction influences
TKA rates among older patients. The increased risk of
TKA for older patients after ACL reconstruction
compared with patients without ACL reconstruction
can inform preoperative planning and assist surgeons in

counseling patients about potential treatments.

Limitations

There are limitations to this study. Data analysis was
limited to variables that were available in the database,
as we did not have direct access to patient charts. Pa-
tient information including race and ethnicity, income,
symptom severity, and duration of symptoms was un-
available. Patient-reported outcome measures and im-
aging reports are also not included in the database.
Additionally, we were unable to assess the time from
injury to ACL repair or cartilage status at the time of
ACL repair. Notably, because laterality modifiers were
not readily available for CPT codes, the laterality of
primary and subsequent knee surgeries cannot be
determined. Therefore, it is not clear whether the re-
ported subsequent knee surgeries were a primary pro-
cedure on the contralateral leg, or a primary or revision
procedure on the ipsilateral leg. Our study spans the
introduction of ICD-10 codes, so the recording of
postoperative complications was dependent upon the
coding system used in a given year. Inconsistencies in
how postoperative complications were recorded may
have influenced our findings, as is the case with all
retrospective and observational database studies. The
use of autograft or allograft tissue, as well as primary or
revision reconstruction surgery, cannot be discerned
from CPT codes alone, so no recommendations can be
drawn regarding graft type or approach to revision
surgeries with these data. Despite these limitations, we
believe that the findings from this large cohort of
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patients provides valuable insight into the incidence of
postoperative complications in older patients after ACL
reconstruction. Future studies can build off of these
findings to explore the impact of additional variables on
postoperative outcomes for older and younger patients
after ACL reconstruction.

Conclusions

ACL reconstruction in patients aged 50 years or older
is associated with greater complication rates but lower
rates of subsequent knee surgery relative to patients
younger than 50 years of age. Younger patients were
more prone to surgical complications while older pa-
tients experienced more medical complications. The
increased incidence of VTE in this population suggests
that thrombotic prophylaxis may be considered.
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