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Guest editorial

Why does Australia have a higher rate of knee reconstruction surgery than
New Zealand (and Scandinavia) and what can we do about it?

In 1856, Norway instituted the first national register of
a disease (leprosy).! In 1975, Sweden developed the first
register of total joint replacements, and was initially fol-
lowed by the other Scandinavian countries.> Australia and
New Zealand were amongst the first non-Scandinavian coun-
tries to establish national arthroplasty registers in 1999.2
Predictably, the Scandinavian countries have been the first
to establish national registers of anterior cruciate ligament
(ACL) reconstruction surgery.> However, New Zealand cur-
rently has the only national database of all knee ligament
injuries (both surgical and non-surgical).* In Australia, rates
of ACL surgery are now able to be calculated courtesy of a
national surgical database kept by the Australian Institute of
Health and Welfare.’> This database allows population inci-
dence of surgeries to be calculated accurately but does not
contain the detail required to compare outcomes types of
surgery or follow accurate trends of incidence per sporting
exposure.

Australia and New Zealand are therefore ahead of many
countries in terms of orthopaedic registers, but still trail
the Scandinavian world leaders. A recent review of national
arthroplasty registers concluded that government funding and
support is critical for the ongoing success of a register.
It may therefore be assumed that government support will
also be necessary to achieve an ongoing register of ACL
injuries in Australia. If such a register was funded by the
government, what value could be expected in return? The
Scandinavian arthroplasty registers have, over many years,
led to lowered rates of surgical failure because of the feed-
back which allows techniques with poorer results to be
discarded in favour of those with superior results. Given the
many differences in ACL reconstruction technique,(’ includ-
ing the resurgence of artificial ligaments in recent years,
similar surgical improvements should theoretically be able
to be achieved in the long-term from ACL registers. This
requires both the collection of data and, once sufficient infor-
mation is available, surgeons acting on the results to change
their techniques to the most effective ones. Ideally surgeons

would voluntarily choose to use techniques with superior
results, but government incentives such as differential Medi-
care (Australian national health insurance scheme) rebates
could be used as an incentive if voluntary behaviour of sur-
geons did not respond to the results of a register in a timely
fashion.

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

For Australia the primary prevention of ACL injuries
needs to be a key goal. Recently published data reveals a
higher population incidence rate of surgery (50 operations
per 100,000 persons per annum) than figures available from
New Zealand, Scandinavian countries, and the USA.5 There
are many potential explanations, and with the sports-specific
incidence rates difficult to calculate, we can only speculate
on why Australia may have a higher rate of surgery. Warm-
season grasses, a climate which is favourable for playing
outdoor sports year-round, the proliferation of multiple foot-
ball codes, the lack of a national sports injury preventive
body? and our fee-for-service payment system for surgeons
may all be possible causes for a comparably high rate of
ACL reconstructions. A recent randomised controlled trial,
also from Scandinavia,'? suggests that not all ACL injuries
should be treated with reconstructive surgery. The only unrea-
sonable explanation is that Australia’s higher rate of ACL
reconstruction is something that we have no control over
and should ignore. We have one of the world’s highest rates
of melanoma, due to a combination of climate and a pale-
skinned population, yet we react to this appropriately by
having melanoma registries and aggressive campaigns to try
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to limit sun-exposure. Sports injuries are fundamentally no
different to other injuries or medical diseases in general,
in that the logic of monitoring injury incidence, assessing
reversible risk factors and preventive intervention should
yield results.!!

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

1. 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.

2. 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-
mated at $80 million annually, a figure which is increasing
every year.” Indirect costs, such as the future osteoarthritis
attributable to knee injury, would be far higher, but must even-
tually be borne by our health system. In the longer term, it
will cost more to take no action and to let this amount spiral
higher and higher than to take the sensible action and fund
a national ACL injury register. At a minimum, this register
should include information on both surgical technique and
the circumstances surrounding the primary injury. Ideally,
the register would also include information about whether the
operation led to later further knee surgery and record ACL

injuries which are diagnosed, but which are not surgically
repaired.

References

1. Irgens L, Nedrebo Y, Sandmo S, et al. Leprosy. Bergen: Selja Forlag;
2006.

2. Kolling C, Simmen B, Labek G, et al. Key factors for a successful
National Arthroplasty Register. J Bone Joint Surg Br2007;89:1567-73.

3. Granan L, Bahr R, Steindal K, et al. Development of a National Cruciate
Ligament Surgery Registry: The Norwegian National Knee Ligament
Registry. Am J Sports Med 2008;36:308-15.

4. Gianotti S, Marshall S, Hume P, et al. Incidence of anterior cruciate
ligament injury and other knee ligament injuries: a national population-
based study. J Sci Med Sport 2009;12:622-7.

5. Janssen K, Orchard J, Driscoll T, et al. High incidence and costs
for anterior cruciate ligament reconstructions performed in Australia
2003-04 to 2007-08: time for an anterior cruciate ligament reg-
ister by Scandinavian model? Scand J Med Sci Sports 2011,
doi:10.1111/5.600-0838.2010.01253 .x.

6. Orchard J. When a tunnel downgrade is a surgical upgrade: why getting
an ACL register in Australia is so critical. Sport Health 2009;27(2):4-9.

7. Renstrom P, Ljungqvist A, Arendt E, et al. Non-contact ACL injuries in
female athletes: an International Olympic Committee current concepts
statement. Br J Sports Med 2008;42:394-412.

8. Orchard J, Chivers I, Aldous D, et al. Ryegrass is associated with fewer
non-contact anterior cruciate ligament injuries than bermudagrass. Br
J Sports Med 2005;39:704-9.

9. Orchard J, Leeder S, Moorhead G, et al. Australia urgently needs a
federal government body dedicated to monitoring and preventing sports
injuries. Med J Aust 2007;187:505-6.

10. Frobell R, Roos E, Roos H, et al. A randomized trial of treatment for
acute anterior cruciate ligament tears. N Engl J Med 2010;363:331-42.

11. van Mechelen W, Hlobil H, Kemper H. Incidence, severity, aetiology
and prevention of sports injuries: a review of concepts. Sports Med
1992;14:82-99.

John W. Orchard*

School of Public Health, University of Sydney, NSW,
Australia

* Corresponding author at: Sports Clinic, Western Ave,
University of Sydney NSW 2006, Australia.

E-mail address: johnworchard @ gmail.com


mailto:johnworchard@gmail.com

