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Abstract
Purpose There is considerable variation in practice throughout Europe in both the services provided and in the outcomes of 
Revision Knee Surgery. In the UK, a recent report published called get it right first time (GIRFT) aims to improve patient 
outcomes through providing high quality, cost-effective care, and reducing complications. This has led to the development 
of a classification system that attempts to classify the complexity of revision knee surgery, aiming to encourage and support 
regional clinical networking.
Methods The revision knee classification system (RKCC) incorporates not only complexity, but also patient factors, the 
presence of infection, the integrity of the extensor mechanism, and the soft tissues. It then provides guidance for clinical 
network discussion. Reliability and reproducibility testing have been performed to establish the inter- and intra-observer 
variabilities using this classification.
Results Good correlation between first attempt non-expert and experts, good intra-observer variability of non-expert, and 
an excellent correlation between second attempt non-expert and experts has been achieved. This supports the use of RKCC 
by both inexperienced and experienced surgeons.
Conclusions The revision knee complexity classification has been proposed that offers a common-sense approach to recog-
nize the increasing complexity in revision TKR cases. It provides a methodological assessment of revision knee cases and 
support regional clinical networking and triage of appropriate cases to revision units or specialist centres.
Level of Evidence Expert opinion, Level V.

Introduction

An increasing number of primary Total knee arthroplasty 
(TKA) will inevitably lead to increasing number of revi-
sions [9, 10, 24]. The outcomes following revision TKA are 
worse than after primary TKA, with a greater incidence and 
greater complexity of complications [4, 6, 8]. The UK has 
traditionally set high standards for the regulation of joint 

replacements, through the use of the National Joint Registry, 
ODEP, and Beyond Compliance.

In the UK in 2012, the get it right first-time (GIRFT) 
report was published in the UK [3]. This report discussed 
the benefits of improving patient outcomes in orthopaedics 
through ensuring that patients have the correct procedure 
performed by the correct surgeon, thereby avoiding compli-
cations and minimizing costs [3].

It has been proposed that surgeons who perform high 
volumes of complex surgeries are more likely to be famil-
iar with the techniques required with fewer complications 
[12]. Complications are not only expensive (an infected knee 
replacement costs on average over 23,000 Euros to treat) [4, 
21], but also more importantly complications have a del-
eterious effect on the patient’s outcome after what should 
be ‘routine’ surgery. The GIRFT report recommended that 
surgeons work within networks and concentrate the most 
complex work in specialist centres.
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Formal clinical networks currently exist in Europe for 
major trauma and bone cancer services and have been found 
to improve patient care [20, 17]. No such network exists 
for arthroplasty surgery, and as such there is considerable 
variation in practice in both the services provided and in 
outcomes around the UK and in Europe [4].

Outcomes after revision TKR can be very variable. Com-
parisons between cases can be difficult. For example, a failed 
unicompartmental arthroplasty becomes very much more 
complicated in the presence of significant bone loss or infec-
tion. No current classification systems distinguish between 
multiple levels of complexity from different variables.

Having reflected on their current practice, the authors 
believe that a strategy is needed for classifying the com-
plexity of revision surgery, such that the best revision is per-
formed at the earliest opportunity by the most appropriate 
surgical team. This will guide low-volume surgeons to seek 
advice in complex cases, avoiding the ‘have a go’ approach, 
but will also prevent revision centres being overwhelmed by 
the revision workload by encouraging clinical networking.

The aim of this manuscript is to propose a classifica-
tion system to stratify the complexity of revision surgery, 
enabling surgeons in either referring or specialist units, to 
grade each case on its complexity and to act as a framework 
for appropriate and decision making. This subject is very 
topical at present; knee revision surgery can be complex and 
expensive [3]. Ensuring that the most appropriate surgeon 
performs, the surgery is likely to lead to better results and 
will be more cost effective. There are no other classification 
systems that address this issue in orthopaedics. This com-
mon-sense approach, enabled by the RKCC classification, 
should help both surgeons and improve care for patients.

The proposed RKCC classification has good inter- 
and intra-observer reproducibility between ‘experts’ and 
‘non-experts’.

Materials and methods

A collaborative consensus meeting was held on March 
12–14th 2015 during the Cardiff-infected TKA meeting 
[18], where the outline of a revision TKR classification was 
agreed.

Table 1 outlines the proposed revision knee complexity 
classification.

The principles of the classification were agreed and were:

• A graded system of increasing complexity.
• Greater weight given to factors known to adversely affect 

outcome, e.g., infection.
• Incorporating existing classifications where appropriate, 

e.g., AORI for bone loss.

• To help guide the user towards multi-disciplinary team 
(MDT) and network discussion and to classify the level 
of expertise needed to manage each case.

• Good inter and intra-observer reproducibility.

A graded classification of increasing complexity

The proposed classification has three categories (R1, R2, 
and R3; Table 1). The simplest, R1, is a revision of a pri-
mary TKR requiring standard revision implants for minimal 
bone loss, uncomplicated fixation with no confounding fac-
tors. Increasing complexity, with greater bone loss, poorer 
fixation, difficult joint line restoration and balance, and mov-
ing from revision to re-revision are seen in R2. The final 
category, R3, covers salvage for limb-threatening scenarios 
such as multiple revisions, recurrent infection, or massive 
bone loss.

Greater weight given to factors known to adversely 
affect outcome

It was agreed that among many factors that may influence 
outcomes, the following were the factors that significantly 
impacted on the complexity during revision TKR:

• Patient co-morbidities.
• Infection.
• Extensor mechanism compromise.
• Soft-tissue coverage.

Each of these independently immediately increases the 
level of complexity of the surgery and equally have a cumu-
lative effect on potential technical difficulties and complica-
tion rates.

Host factors such as co-morbidities have a significant 
impact on the patient’s outcome or ability to undergo major 
surgery and are often overlooked [26]. These include local 
issues such as peripheral vascular disease, or systemic issues 
such as immunosuppression or cardiovascular disease. The 
McPherson classification is an established method to iden-
tify the level of compromise within the host [15]. Highly 
compromised patients with significant co-morbidities may 
benefit from high-level experienced medical care. These 
patients are at the highest risk of mortality and complica-
tions [15].

The management of Prosthetic Joint Infection (PJI) can 
be extremely challenging and it is a continually evolving 
field. High-level microbiology, plastic surgery, and medical 
input are frequently required and early MDT discussion is 
vital [25].

The outcome following extensor compromise is poor, and 
frequently requires significant surgical expertise [2]. Skills 
in fracture surgery, revision techniques, augmentation, or 
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even extensor mechanism transplant may be required in the 
most severe cases [1, 13].

As bone loss becomes more severe, the importance of the 
soft-tissue envelope is also, therefore, increasingly impor-
tant. The need for soft-tissue coverage is associated with 
poorer outcomes [30]. The careful handling of the soft tis-
sue is crucial to minimize wound healing problems, wound 
break down, and subsequent infection. Anticipation of 
inadequacy of soft-tissue closure, especially in the presence 
of infection, should prompt the surgeon to think about the 
soft-tissue reconstructive ladder and involve plastic surgical 
colleagues early [5].

Incorporating existing classifications

The following existing classifications have been incorpo-
rated into the RKCC:

The AORI classification of bone loss [7] (Table 2) is 
widely used for classifying intra-operative bone loss. This 
classification system is useful to determine the type of 
implant construct required to reconstruct in revision sur-
gery, helping to delineate between R1 cases with minimal 
bone loss, and R3 cases, where there may be extensive bone 
loss. However, this classification was originally designed to 
be an intra-operative classification not just an X-ray or even 
CT classification, but it starts the discussion and gives most 
surgeons a familiar framework to start with.

Table 1  Revision knee classification system (RKCC)

R1 (Revision 1)—less complex revision surgery
Examples:
 Primary/unicompartmental TKA—aseptic loosening, simple instability, revision of partial to total knee replacement, or polyethylene exchange
 AORI 1 or 2A bone loss (no requirement for supplemental metaphyseal fixation)
 Debridement with implant retention (DAIR) for acute infection
 No significant confounding factors or PIES (co-morbidities, infection, extensor or soft-tissue compromise)

R2 (Revision 2)—complex revision surgery
Examples:
 AORI 2B—bone loss requiring supplemental metaphyseal fixation e.g. cones or sleeves
 Re-revision operations
 Stiff knees for revision that may require enhanced exposure techniques such as tubercle osteotomy
 Revision for first-time infection
 Revision for femoral periprosthetic fracture around primary implant
 Complex instability—where correction of the joint line to achieve stability may require the use of cones or sleeves with or without large aug-

ments
 Includes R1 cases with significant confounding factors or PIES (patient co-morbidities, infection, extensor or soft-tissue compromise)

R3 (Revision 3)—most complex and salvage cases
Examples:
 Multiple previous revisions
 AORI 3—balance of massive prosthesis ± metaphyseal reconstruction
 Requires Hinge for massive bone loss ± ligament instability
 Revision for periprosthetic fracture around stemmed implant or non-union
 Recurrent Infection after previous revision surgery
 Consideration for salvage: arthrodesis, amputation or suppression therapy

Table 2  Anderson Orthopaedic Research Institute (AORI) classification of bone defects [7]

Type 1: minor femoral or tibial defects with intact metaphyseal bone, not compromising the stability of a revision component
Type 2: damaged metaphyseal bone. Loss of cancellous metaphyseal femoral bone requiring reconstruction to provide stability of the revision 

component
 A: defect in one femoral or one tibial condyle
 B: defects in both femoral or both tibial condyles

Type 3: deficient metaphyseal segment compromising a major portion of either femoral condyles or tibial plateau, occasionally associated with 
collateral or patellar ligament detachment
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The classification of the host proposed by McPherson 
(Table 3) makes the relationship between pre-existing co-
morbidities and poorer outcome clear [15, 16]. It also may 
predict the level of additional medical support that may be 
required over the perioperative period.

To help guide the user towards MDT and network 
discussion and to classify the level of expertise 
needed to manage each case

It is the belief of the authors that complex surgery is best 
managed within an experienced team. A surgeon cannot 
operate in isolation, and revision knee surgery requires the 
support and experience from medical, anaesthetic, theatre, 
microbiological, and rehabilitation teams. In units where suf-
ficient experience is present, revision surgery is appropriate.

For example, revision surgery of a failed unicompartmen-
tal knee replacement is not the same as revision surgery for 
an infected stemmed implant. In addition, the presence of 
multiple co-morbidities, extensor disruption, infection, or 
soft-tissue problems further add to the challenge of revision 
surgery.

The RKCC system supports the surgeon to classify their 
surgery pre-operatively and prompts them to think about 
whether their unit is the most appropriate place to perform 
the revision surgery. Revision knee multidisciplinary team 

(MDT) meetings are appropriate forums for such discus-
sions to take place. The use of MDTs has been well proven 
to improve outcomes in many surgical specialties, and it 
is now routine for the treatment of cancer, as they ensure 
that all the senior decision makers make decisions together 
[11, 19, 27, 28].

While most R1 surgeries can be appropriate to be 
undertaken within an arthroplasty unit, it is the belief of 
the authors that R2 or R3 surgeries should be discussed 
within a regional network, and the most appropriate place 
for this surgery to be performed is likely be at a specialist 
revision centre or regional referral unit.

It must be noted that all revision surgery may be unpre-
dictable, even in ‘straight forward’ cases. Intra-operative 
events may occur such as fractures that immediately 
increase the complexity of surgery. The revision surgeon 
must ensure that strategies and protocols are available to 
encounter such difficulties intra-operatively.

The authors believe that the RKCC system provides 
a forum for discussions between surgeons and promotes 
the development of regional networks for revision knee 
surgery.

Good inter‑ and intra‑observer reproducibility

Approval was obtained from North Bristol NHS Trust 
and the University of West of England to analyse the data 
collected.

To establish the reliability and reproducibility of the 
classification system, all revision TKR cases during the 
year 2012 were reviewed using an electronic record of the 
clinic note and pre-operative imaging (radiographs and 
CT scans). All the cases were classified by the LA (Fourth 
year orthopaedic trainee—a ‘non-expert’) and secondly 
by JM and AP (experienced revision knee surgeons—
‘experts’). The classification process was repeated after 
1 month. Cohen’s Kappa Index was measured to estimate 
the inter-observer agreement. The study was powered at 
90%, with confidence interval of Kappa between 0.3 and 
0.8. The Gamma correlation coefficient was also meas-
ured, which is a correlation coefficient to indicate the 
strength of correlation, whereas kappa measures agree-
ment. The percentage change for the intra-observer testing 
was measured. The authors were blinded to the identity 
of the patients and only given the numbers to identify the 
radiographs.

Table 3  McPherson Systemic Host Grade [15]

A: uncompromised
B: compromised (1–2 compromising factors)
C: significant compromise (> 2 compromising factors) or one of
 Absolute neutrophil count < 1000
 CD4 T cell count < 100
 Intravenous drug abuse
 Chronic active infection at another site
 Dysplasia or neoplasm of the immune system

Compromising factors:
 Age > 80
 Immunosuppressive drugs
 Alcoholism
 Malignancy
 Chronic active dermatitis or cellulites
 Pulmonary insufficiency
 Chronic indwelling catheter
 Renal failure requiring dialysis
 Chronic malnutrition
 Systemic inflammatory disease
 Current nicotine use
 Systemic immune compromise
 Diabetes
 Hepatic insufficiency
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Results

Reliability and reproducibility testing

Round 1 non-expert versus experts

There was agreement in 68 cases (out of 85). The simple 
agreement percentage is, therefore, 80% with a 95% confi-
dence interval of 69.9–87.8%. A strong correlation between 
non-expert and expert data was found (Table 4).

Round 2 non-expert versus experts

There was disagreement in 6 cases (i.e., 7.1% disagreement 
with a 95% confidence interval of 2.6–14.7%). A high degree 
of correlation between non-expert and expert opinions was 
identified (Table 5).

Round 1 versus Round 2 non-expert:

80% of the classifications remained unchanged (95% Confi-
dence Interval 69.9–87.9%; Table 6).

Therefore, there was a good correlation between first 
attempt non-expert and experts, good intra-observer vari-
ability of non-expert and an excellent correlation between 
second attempt non-expert and experts.

Discussion

It is the author’s belief that the use of the RKCC classifica-
tion system, based on the complexity of the surgery and 
patient factors will act as a guide for the optimal manage-
ment of revision TKA patients. The RKCC Classification 
will encourage surgeons to stop to think and evaluate each 
individual patient and to discuss their cases with colleagues 
at regular multidisciplinary meetings. This classification also 
supports the principles of the UK GIRFT report [4], and sets 
standards of care for the delivery of revision knee replace-
ment surgery.

Revision knee surgery can be complex [29]. Intra-
operatively, a simple situation may quickly evolve into an 
extremely complex situation, such as the identification of 

more bone loss than expected or compromise of the extensor 
mechanism [1, 23]. While there are elements of the classi-
fication system that may be applied to any type of surgery, 
it is our belief that this type of complexity classification 
system is very appropriate for revision knee surgery. The 
high costs, the increasing workload, and the complex equip-
ment required make the RKCC extremely relevant to current 
practice.

The reliability and reproducibility testing demonstrate 
that the RKCC classification is reliable and reproducible 
for both expert and non-expert surgeons. This supports 
the widespread use of this classification, as it may be used 
not only surgeons in training, but by senior experienced 
surgeons.

Healthcare systems and funding structures are different 
in every country. A system that may work for the UK may 
not necessarily work in other healthcare systems. However, 
the underlying key message of this classification system is 
that patients are likely to suffer fewer complications if their 
surgery is performed to the highest possible standard at their 
first surgery, thereby avoiding predictable expensive compli-
cations and further surgery.

One of the principle aims of the UK Get It right first-time 
report was to improve patient care, such that patients with 
significant complexity are treated in centres that are used to 
managing patients with that degree of complexity, and not 
just a reflection of the surgeons’ ability to do the individual 
case [4]. It includes the logistics of delivering complex care 
in a multi-disciplinary team who have expertise and skills 
to deliver that care, as well as the necessary implants and 
instrumentation on site rather than having to order in expen-
sive loan kit. The presumption is that familiarity of the team 
with the equipment, medical conditions, instrumentation, 
and techniques in specialist centres will produce lower com-
plication rates, and achieve better patient outcome and more 

Table 4  Non-expert versus expert results

N = 85 Measured outcome Value Asymp. 
std. 
 errora

P value

Ordinal by ordinal Gamma 0.971 0.29 0.0001
Measure of agree-

ment
Kappa 0.661 0.70 0.001

Table 5  Non-expert versus expert round 2

N = 85 Measured outcome Value Asymp. 
std. 
 errora

P value

Ordinal by ordinal Gamma 0.996 0.04 0.0001
Measure of agree-

ment
Kappa 0.884 0.45 0.001

Table 6  Round 1 × round 2 cross tabulation

Round 2

Round 1 R1 R2 R3 Total
R1 37 11 1 49
R2 1 25 4 30
R3 0 0 6 6
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economically efficient care. The key question is: if you have 
to order kit in you need to ask whether you are the correct 
centre and surgical team to do that case? High-volume cen-
tres have been demonstrated to have fewer adverse outcomes 
in both primary (Odds Ratio 0.64), and revision arthroplasty 
(OR 0.49), supporting the argument for centralisation of 
complex revision cases in specialist centres [14, 22].

There are many potential limitations to this classifica-
tion system. The design of the classification system is based 
on the expert opinion and potential biases of the authors, 
based on their experiences and the current increasing clinical 
workload in complex revision knee cases.

There may be cases that do not fit well within the RKCC 
classification, or cases where the best surgical experience in 
providing management is not at the specialist centre. How-
ever, through the development of a regional clinical network, 
the RKCC promotes discussion within geographical regions 
to ensure the appropriate team with the appropriate skills 
performs the surgery.

This classification cannot take into account every poten-
tial complication or confounding factor. However, by broadly 
grouping revision surgery into three groups: uncomplex, 
complex, and salvage cases, it aims to make surgeons think 
about challenges that may be encountered before surgery 
starts. The classification does not take into account unex-
pected complications intra-operatively; however, surgical 
experience and familiarity may reduce the number of unex-
pected problems encountered.

It is important to stress that the underlying message of 
this classification is that not every revision knee opera-
tion could or should be performed at a regional specialist 
centre. Often, patients prefer to be treated locally and there 
are many skilled revision surgeons with huge experience 
working in smaller regional units. This classification sys-
tem provides the structure to support units to continue to 
perform revision knee surgery within a framework, where 
appropriate advice can be sought if indicated. This encour-
ages surgeons to work within regional networks to raise and 
maintain high standards.

Conclusion

The Revision Knee Complexity Classification offers a 
common-sense and pragmatic approach to recognize the 
increasing complexity of revision TKA cases. The authors 
believe that using the RKCC will improve the methodologi-
cal assessment of revision knee cases and support regional 
clinical networking and triage of cases to appropriate revi-
sion units or specialist centres.

Funding No funding received.

Compliance with ethical standards 

Conflict of interest All authors declare that they have no conflict of 
interest.

Ethical approval This article does not contain any studies with human 
participants performed by any of the authors.

References

 1. Abdel MP, Salib C, Mara K, Pagnano M, Perry K, Hanssen A 
(2018) Extensor mechanism reconstruction with use of marlex 
mesh: a series study of 77 total knee arthroplasties. J Bone Joint 
Surg Am 100(15):1309–1318

 2. Bonnin M, Lustig S, Huten D (2016) Extensor tendon ruptures 
after total knee arthroplasty. Orthop Traumatol Surg Res 102(1 
Suppl):S21–S31

 3. Briggs T (2012) Getting it right first time: improving the qual-
ity of orthopaedic care within the National Health Service in 
England. British Orthopaedic Association

 4. Briggs T (2015) A national review of adult elective orthopaedic 
services in England. Getting it right first time. British Ortho-
paedic Association

 5. Cetrulo CL, Shiba T, Friel MT, Davis B, Buntic RF, Buncke 
GM, Brooks D (2008) Management of exposed total knee 
prostheses with microvascular tissue transfer. Microsurgery 
28(8):617–622

 6. Dalury DF, Pomeroy DL, Gorab RS, Adams MJ (2013) Why 
are total knee arthroplasties being revised? J Arthroplasty 28(8 
Suppl):120–121

 7. Engh GA, Ammeen DJ (1999) Bone loss with revision total 
knee arthroplasty: defect classification and alternatives for 
reconstruction. Instr Course Lect 48:167–175

 8. Frehill B, Crocombe A, Cirovic S, Agarwal Y, Bradley N (2010) 
Initial stability of type-2 tibial defect treatments. Proc Inst Mech 
Eng H 224(1):77–85

 9. Kurtz S, Ong K, Lau E, Mowat F, Halpern M (2007) Projections 
of primary and revision hip and knee arthroplasty in the United 
States from 2005 to 2030. J Bone Joint Surg Am 89(4):780–785

 10. Kurtz S, Ong KL, Schmier J, Mowat F, Saleh K, Dybvik E, 
Kärrholm J, Garellick G, Havelin L, Furnes O, Malchau H, 
Lau E (2007) Future clinical and economic impact of revision 
total hip and knee arthroplasty. J Bone Joint Surg Am 89(Suppl 
3):144–151

 11. Lan YT, Jiang JK, Chang SC, Yang SH, Lin CC, Lin HH, Wang 
HS, Chen WS, Lin TC, Lin JK (2016) Improved outcomes of 
colorectal cancer patients with liver metastases in the era of the 
multidisciplinary teams. Int J Colorectal Dis 31(2):403–411

 12. Liddle AD, Pandit H, Judge A, Murray DW (2016) Effect of 
surgical caseload on revision rate following total and unicom-
partmental knee replacement. J Bone Joint Surg Am 98(1):1–8

 13. Lim CT, Amanatullah DF, Huddleston JI, Harris AH, Hwang 
KL, Maloney WJ, Goodman SB (2017) Reconstruction of 
disrupted extensor mechanism after total knee arthroplasty. J 
Arthroplasty 32(10):3134–3140

 14. Marlow NE, Barraclough B, Collier NA, Dickinson IC, Faw-
cett J, Graham J, Maddern GJ (2010) Centralization and the 
relationship between volume and outcome in knee arthroplasty 
procedures. ANZ J Surg 80(4):234–241

 15. McPherson EJ, Tontz W, Patzakis M, Woodsome C, Holtom 
P, Norris L, Shufelt C (1999) Outcome of infected total knee 
utilizing a staging system for prosthetic joint infection. Am J 
Orthop (Belle Mead NJ) 28(3):161–165



1017Knee Surgery, Sports Traumatology, Arthroscopy (2019) 27:1011–1017 

1 3

 16. McPherson EJ, Woodson C, Holtom P, Roidis N, Shufelt C, 
Patzakis M (2002) Periprosthetic total hip infection: outcomes 
using a staging system. Clin Orthop Relat Res (403):8–15

 17. Metcalfe D, Perry DC, Bouamra O, Salim A, Woodford M, 
Edwards A, Lecky FE, Costa M (2016) Regionalisation of 
trauma care in England. Bone Joint J 98-B(9):1253–1261

 18. Morgan-Jones R (2013) Infected knee replacement symposium, 
City Hall, Cardiff. 12–14 March 2013

 19. Munro A, Brown M, Niblock P, Steele R, Carey F (2015) Do 
Multidisciplinary Team (MDT) processes influence survival in 
patients with colorectal cancer? A population-based experience. 
BMC Cancer 15:686

 20. National Cancer Intelligence Network (2010) Bone sarcomas: 
incidence and survival rates in England. http://www.ncin.org.uk/
publi catio ns/data_briefi ngs/bone_sarco mas_incid ence_and_survi 
val. Accessed 26 Feb 2019

 21. Oduwole K, Molony DC, Walls R, Bashir S, Mulhall KJ (2010) 
Increasing financial burden of revision total knee arthroplasty. 
Knee Surg Sports Traumatol Arthrosc 18(7):945–948

 22. Pamilo K, Peltola M, Paloneva J, Mäkelä K, Häkkinen U, Remes 
V (2015) Hospital volume affects outcome after total knee arthro-
plasty. Acta Orthop 86(1):41–47

 23. Panegrossi G, Ceretti M, Papalia M, Casella F, Favetti F, Falez F 
(2014) Bone loss management in total knee revision surgery. Int 
Orthop 38(2):419–427

 24. Patel A, Pavlou G, Mújica-Mota R, Toms AD (2015) The epide-
miology of revision total knee and hip arthroplasty in England 
and Wales: a comparative analysis with projections for the United 

States. A study using the National Joint Registry dataset. Bone 
Joint J 97-B(8):1076–1081

 25. Petretta R, Phillips JR, Toms AD (2017) Management of acute 
periprosthetic joint infection of the knee - Algorithms for the on 
call surgeon. Surgeon 15(2):83–92

 26. Podmore B, Hutchings A, van der Meulen J, Aggarwal A, Konan 
S (2018) Impact of comorbid conditions on outcomes of hip and 
knee replacement surgery: a systematic review and meta-analysis. 
BMJ Open 8(7):e021784

 27. Stephens MR, Lewis WG, Brewster AE et al (2006) Multidisci-
plinary team management is associated with improved outcomes 
after surgery for esophageal cancer. Dis Esophagus 19(3):164–171

 28. Stone E, Rankin N, Kerr S, Fong K et al (2018) Does presen-
tation at multidisciplinary team meetings improve lung cancer 
survival? Findings from a consecutive cohort study. Lung Cancer 
124:199–204

 29. Thienpont E (2016) Revision knee surgery techniques. EFORT 
Open Rev 1(5):233–238

 30. Young KS, Chummun S, Wright T, Darley E, Chapman TW, Por-
teous AJ, Murray JR, Khan U (2016) Management of the exposed 
total knee prosthesis, a six-year review. Knee 23(4):736–739

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

http://www.ncin.org.uk/publications/data_briefings/bone_sarcomas_incidence_and_survival
http://www.ncin.org.uk/publications/data_briefings/bone_sarcomas_incidence_and_survival
http://www.ncin.org.uk/publications/data_briefings/bone_sarcomas_incidence_and_survival

	Revision knee complexity classification—RKCC: a common-sense guide for surgeons to support regional clinical networking in revision knee surgery
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 
	Level of Evidence 

	Introduction
	Materials and methods
	A graded classification of increasing complexity
	Greater weight given to factors known to adversely affect outcome
	Incorporating existing classifications
	To help guide the user towards MDT and network discussion and to classify the level of expertise needed to manage each case
	Good inter- and intra-observer reproducibility

	Results
	Reliability and reproducibility testing
	Round 1 non-expert versus experts
	Round 2 non-expert versus experts
	Round 1 versus Round 2 non-expert:


	Discussion
	Conclusion
	References


