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Objectives

• Discuss the potential etiologies of ACL 
graft failure in the immature 
patient         

• Presents a staged approach to 
management of revision surgery
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Surgical Dilemma

Balance the Risk of Growth Disturbance Versus 
Anatomic Reconstruction
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• 1392 ACL reconstructions
• 8.7% re-tear rate of which 94.6 % 

needed revision
• 4.1% growth disturbance rate of 

which 27.6 % needed correction
• Preventing re-tear is important!

•Best treatment is to not re-tear!
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This Family Is In Your Clinic: 
What Do You Do??
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This Family Is In Your Clinic: 
What Do You Do??

Recognize this a traumatic injury that 
has severe social-emotional 

consequences for the patient and 
family
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Assess Obvious Reasons For 
Failure

• Non-compliance with protocol
• Non-adherence to home exercises

Delay reconstruction until family or 
patient mature
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Time for Revision: What To Do?

• Assess and correct angular deformity 
(valgus) that needs to be corrected 

first and/or at the same time
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Growth Disturbance Review
• More likely to have 

valgus than LLD
• LLD is more likely 

overgrowth
• Recurvatum with tibial 

tubercle violation
• Patients with 2-4 years 

of growth remaining 
more likely to have 
disturbance than > 4 
years
• Physis ‘older’
• Less chance to 

correct
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Time for Revision: What To Do?

• Possible correction of posterior tibial 
slope
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Time For Revision: Assess 
Surgical Technique

• Assess Tunnel Position
• Non-anatomic 
• Typically non-traumatic with chronic graft 

failure
•  Bucket handle medial meniscus with no 

lateral joint bone bruising
• Assess if you can revise and not disrupt 

growth
• Anatomic (re-use)
• Assess for widening

Determine if you need to bone graft and stage!!
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Time For Revision: Assess 
Surgical Technique

Determine if you need to bone graft and stage!!



16

Time For Revision: Assess Other 
Pathology

• Missed PLC injury
• Missed MCL injury

• Meniscus Tear – preserve (transplant)
• OCD injury – aggressively treat with OATS
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Time For Revision: Graft Choice

If skeletally immature:

• Hamstring (contralateral)
• Quad tendon
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Time For Revision: Graft Choice
If skeletally mature:

• Hamstring (contralateral)
• Quad tendon

• BTB
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Time For Revision: Graft Choice
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Time For Revision: Graft Choice
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Time For Revision: Graft Choice
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Time For Revision: ALL / IT 
Band Tenodesis

• If ligamentously lax, maybe at primary
• Definitely with all revision cases
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Time For Revision: ALL / IT 
Band Tenodesis

Maximizes anterior tibial 
translation and rotatory 

stability
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Time For Revision: ALL / IT 
Band Tenodesis

ALL deficiency in the knee 
increased anterior 

displacement and rotational 
moments in the ACL-

deficient state
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Time For Revision: ALL / IT 
Band Tenodesis
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Time For Revision: Find Out 
What Equipment Used

Don’t depend on old operative notes!
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Post-Op Considerations: 
Optimizing Revision Success

• Extended Return to Play Timeline (12 – 18 months)
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Post-Op Considerations: 
Optimizing Success
• Change sport 

Younger patients are at significant risk of having multiple 
ACL injuries. The high rate of third ACL injuries 

presents a significant issue for future knee health in these 
young athletes. Medial meniscal pathology and 
returning to high-risk sport are factors that are 

significantly associated with the high multiple ACL 
injury rate in the young
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Post-Op Considerations: 
Optimizing Success

• Address modifiable risk factors
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Post-Op Considerations: 
Optimizing Success

• Address modifiable risk factors
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Limited Data on How Patients Do

• 90 revision ACL reconstructions
• 20% graft re-tear rate
• 25.5% subsequent surgery
• Pedi-IKDC 79.9, Lysol 84.5, and Tegner 9.0 
• 69% returned to sports
• 55.2% returned to the same level of play.
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Limited Data on How Patients Do

• 21 revision ACL reconstructions
• 14% graft re-tear rate
• 25.5% subsequent surgery
• IKDC 87.5, Tegner 7.2, Lysholm 93.7
• 68.4% returned to sports
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Summary
1. Prep patients for high failure rate

2. Failure rate > operative growth disturbance rate
3. Late middle school / early high school group most 

susceptible
4. Post-op high-risk sporting activity is large factor

5. Assess reasons for failure extensively
6. If patient non-compliant, wait on revision

7. Correct growth disturbance / anatomy (valgus / tibial 
slope)

8. Assess tunnels (anatomic vs. non-anatomic)
9. Bone graft and stage if necessary

10. Choose graft based on skeletal maturity
11.   Add ALL/IT band procedures

12.  Post-op optimize success (delay RTS, change sports, 
biomechanics)
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Thank You


