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Guest editorial

hy does Australia have a higher rate of knee reconstruction surgery than

New Zealand (and Scandinavia) and what can we do about it?
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In 1856, Norway instituted the first national register of
disease (leprosy).1 In 1975, Sweden developed the first

egister of total joint replacements, and was initially fol-
owed by the other Scandinavian countries.2 Australia and
ew Zealand were amongst the first non-Scandinavian coun-

ries to establish national arthroplasty registers in 1999.2

redictably, the Scandinavian countries have been the first
o establish national registers of anterior cruciate ligament
ACL) reconstruction surgery.3 However, New Zealand cur-
ently has the only national database of all knee ligament
njuries (both surgical and non-surgical).4 In Australia, rates
f ACL surgery are now able to be calculated courtesy of a
ational surgical database kept by the Australian Institute of
ealth and Welfare.5 This database allows population inci-
ence of surgeries to be calculated accurately but does not
ontain the detail required to compare outcomes types of
urgery or follow accurate trends of incidence per sporting
xposure.

Australia and New Zealand are therefore ahead of many
ountries in terms of orthopaedic registers, but still trail
he Scandinavian world leaders. A recent review of national
rthroplasty registers concluded that government funding and
upport is critical for the ongoing success of a register.2

t may therefore be assumed that government support will
lso be necessary to achieve an ongoing register of ACL
njuries in Australia. If such a register was funded by the
overnment, what value could be expected in return? The
candinavian arthroplasty registers have, over many years,

ed to lowered rates of surgical failure because of the feed-
ack which allows techniques with poorer results to be
iscarded in favour of those with superior results. Given the
any differences in ACL reconstruction technique,6 includ-

ng the resurgence of artificial ligaments in recent years,
imilar surgical improvements should theoretically be able
o be achieved in the long-term from ACL registers. This

equires both the collection of data and, once sufficient infor-
ation is available, surgeons acting on the results to change

heir techniques to the most effective ones. Ideally surgeons

o
s
h
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ould voluntarily choose to use techniques with superior
esults, but government incentives such as differential Medi-
are (Australian national health insurance scheme) rebates
ould be used as an incentive if voluntary behaviour of sur-
eons did not respond to the results of a register in a timely
ashion.

An ACL register, however, should be able to offer more
han just improvements in surgical technique. Like registries
or cancer, heart disease and traffic accidents, the ultimate
desired) end-point is a reduction in the incidence of the injury
or disease). If a national ACL register kept detailed data on
he sport (or activity) at the time of injury, then it is foresee-
ble that preventive measures could eventually reduce the toll
f ACL injuries. It is known, for example, that certain move-
ent patterns7 and ground surfaces8 are potentially reversible

isk factors for ACL injury.
For Australia the primary prevention of ACL injuries

eeds to be a key goal. Recently published data reveals a
igher population incidence rate of surgery (50 operations
er 100,000 persons per annum) than figures available from
ew Zealand, Scandinavian countries, and the USA.5 There

re many potential explanations, and with the sports-specific
ncidence rates difficult to calculate, we can only speculate
n why Australia may have a higher rate of surgery. Warm-
eason grasses, a climate which is favourable for playing
utdoor sports year-round, the proliferation of multiple foot-
all codes, the lack of a national sports injury preventive
ody9 and our fee-for-service payment system for surgeons
ay all be possible causes for a comparably high rate of
CL reconstructions. A recent randomised controlled trial,
lso from Scandinavia,10 suggests that not all ACL injuries
hould be treated with reconstructive surgery. The only unrea-
onable explanation is that Australia’s higher rate of ACL
econstruction is something that we have no control over
nd should ignore. We have one of the world’s highest rates

f melanoma, due to a combination of climate and a pale-
kinned population, yet we react to this appropriately by
aving melanoma registries and aggressive campaigns to try

sevier Ltd. All rights reserved.

dx.doi.org/10.1016/j.jsams.2011.02.004
dx.doi.org/10.1016/j.jsams.2011.02.004


and Me

t
d
i
r
y

w

1

2

m
e
a
t
w
h
a
s
t
t
o

i
r

R

Guest editorial / Journal of Science

o limit sun-exposure. Sports injuries are fundamentally no
ifferent to other injuries or medical diseases in general,
n that the logic of monitoring injury incidence, assessing
eversible risk factors and preventive intervention should
ield results.11

The economic benefits of a comprehensive ACL register
ould be twofold:

. The register would facilitate better allocation of surgical
resources—techniques with superior results could be used
preferentially and funded preferentially through Medi-
care/private health. Techniques with significantly poorer
results could receive limited rebates, resulting in more
effective health spending. Those lower demand patients
who do not necessarily require surgery could have bet-
ter evidence presented to them (in terms of the long-term
follow-up of a registry) that reconstruction may not be
mandatory after ACL injury.

. Through prevention, the register would lead to a reduc-
tion in spending and have a positive effect on health
outcomes—using the register to focus on primary preven-
tion would potentially save a substantial amount through
direct and indirect costs. In addition, every ACL injury
prevented would contribute to improved health outcomes,
such as reduced rates of knee osteoarthritis.

The direct costs of ACL surgery in Australia are esti-
ated at $80 million annually, a figure which is increasing

very year.5 Indirect costs, such as the future osteoarthritis
ttributable to knee injury, would be far higher, but must even-
ually be borne by our health system. In the longer term, it
ill cost more to take no action and to let this amount spiral
igher and higher than to take the sensible action and fund
national ACL injury register. At a minimum, this register

hould include information on both surgical technique and

he circumstances surrounding the primary injury. Ideally,
he register would also include information about whether the
peration led to later further knee surgery and record ACL
dicine in Sport 14 (2011) 276–277 277

njuries which are diagnosed, but which are not surgically
epaired.
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