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It was a regular morning trauma meeting and cases were
being discussed. Unusually, it was a light day for trauma and
the afternoon trauma list lay empty of cases. A displaced
distal humerus fracture (Holstein—Lewis variant) was pre-
sented to the (mainly lower limb) trauma surgeons at the
meeting that day. The fracture was closed and there were
no neurovascular concerns; it was, in essence, a non-urgent
trauma case.

“That would be a perfect case for that new humerus
plate... you know... the one that bends at the end to go
down the lateral side” the knee surgeon running the meet-
ing remarked. “Which one is that?”, the hip surgeon replied.
“Hold on, I’ll have a look on google...” responded the knee
surgeon. After a few minutes, they found the plate, and the
theatre nurse confirmed that it was in stock and available.
A discussion then took place. Should a surgeon really be
performing surgery if they have to check Google before the
case? It became obvious very soon that the case would be
best left for their upper limb colleagues the following day.

This case raised a number of issues; just because a sur-
geon can do an operation, should they be doing the opera-
tion? When should the case better be referred to a specialised
center?

Revision knee surgery is such a good example. With the
technological advances in instruments, implants, fixation
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and the diagnosis of infection, should non-expert surgeons
be doing such surgery? Is there a correlation of the degree of
expert level and quality of knee revision surgery? Revision
knee surgery is also extremely expensive. The average cost
of treatment of an infected knee replacement is well over
30,000 Euros [1].

This topic is currently under scrutiny in Europe. In UK
The Get It Right First Time (GIRFT) report, published in
2012, supports centralisation of specialist surgery to improve
patient outcomes, while making cost savings through mini-
mising complications and loan equipment [2]. There are
already a number of examples how networks can improve
patient outcomes, such as in major trauma and sarcoma
networks [3-5]. In Germany and Switzerland, there is an
ongoing discussion about minimum surgical numbers as a
threshold for primary and total knee revision surgery. Hos-
pitals in Germany have to perform a minimum number of
50 total knee replacements to receive reimbursement for the
procedures by the health insurance companies, and hospitals
that do not reach the minimum number are not allowed to
perform these procedures. No such threshold of numbers
exists for revision knee operations.

During a recent National UK Revision Knee Surgery
meeting, a collaborate consensus discussion was held and
the principles of a new classification system for knee revi-
sion surgery were established. This led to the formation of
the Revision Knee Complexity Classification (RKCC). This
classification is published and discussed in this issue. The
underlying principle behind the RKCC is that revision knee
surgery can be complex, and complications are more com-
mon than after primary surgery. However, there are predict-
able variations that lead to an increase in complexity and
outcomes. These include the presence of infection, bone
loss, patient co-morbidities and extensor or soft tissue com-
promise. There are a number of other scenarios that increase
complexity, such as stiffness requiring enhanced exposure
techniques, re-revision surgery and complex instability.

@ Springer


http://orcid.org/0000-0001-8945-6511
http://crossmark.crossref.org/dialog/?doi=10.1007/s00167-019-05393-7&domain=pdf

1010

Knee Surgery, Sports Traumatology, Arthroscopy (2019) 27:1009-1010

Surgeons who perform such surgery should be suitably expe-
rienced in dealing with these issues.

Details of the classification system are detailed in Table 1,
and there is additional information including data on its
reproducibility and reliability in this issue [6].

R1 revision surgery cases are those that should be
straightforward and predictable, not requiring advanced
techniques for surgical access, reconstruction or without
complicating patient factors.

R2 cases have a higher level of complexity or involve
first-time infection, and R3 cases are complex salvage
cases. There is also the understanding that simple cases can
become complex very quickly during revision surgery.

The RKCC classification system opens a debate inter-
nationally on decision making around who performs revi-
sion knee surgery and where it is performed. The underlying
reason for this debate is patient safety—if you or a family
member were to have a complex operation performed, you
would wish it to be performed by an expert to a high stand-
ard. We must move beyond economic and egocentric factors
and do what is right for patients. Surgery must move beyond
the ‘have a go hero’ model.

The authors comment that not all revision surgery needs
to be performed in specialist centres. There are capacity
issues that must be considered, and there are many experi-
enced surgeons with the skills required to perform revision
knee surgery that do not work at tertiary referral centres [7].
Good surgeons must not be encouraged to stop perform-
ing these cases, and the RKCC supports this, however it
is beholden on all of us to take part in a multi-disciplinary
discussion with colleagues and at the very minimum answer
three questions: Am I the right surgeon, in the right centre
with the right team and implant availability?

Many of the highly complex salvage cases are already
being treated in specialist centres. What the RKCC sup-
ports is the development of local multi-disciplinary team
(MDT) meetings and networks to support lower volume sur-
geons performing the more predictable revision operations,
while at the same time referring the more complex, more
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expensive, more unpredictable cases to centres that perform
these types of surgery more regularly. It allows the use of
simple, key data to construct a score, enabling and encourag-
ing the discussion of cases and the development of a system
where surgeons work as teams, across regional networks.
In summary, the world we are moving into must become
more responsible. Surgeons must reflect on their cases to
ensure that they are the correct person to be performing the
surgery, in the correct centre at the most appropriate time.
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