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® EDITORIAL

The failure of survivorship

This editorial considers the shortcomings of assessing outcome after joint replacement only

by the survival of the implant.

Survivorship of a prosthesis is used as an objec-
tive outcome measure to determine whether
surgery has been a success or a failure. It is
clearly important to know the length of time
that an implant has remained in place so that
any early failure of a new impiant may be iden-
tified. However, to define a successful outcome
solely on implant survivorship is inadequate
and lacks sensitivity. Because revision is
uncommon, large sample sizes and long-term
follow-up are needed to detect significant dif-
ferences in survival rates berween implants.! If
an operation is only defined as having failed if
it is revised, then patients with a poor outcome
who have not been offered revision surgery or
elect not to undergo further surgery will not be
captured. This results in an overly optimistic
representation of the success of joint replace-
ment. From the patient’s perspective, success of
their joint replacement is unlikely to be judged
solely on how long the implant remains in
place. Whereas survival analysis would classify
an implant with a 15-year survivorship as a
success, the patient is unlikely to agree if they
have experienced persistent joint pain and dis-
ability during that time. Therefore, it is imper-
ative that outcome assessment in orthopaedics
moves beyond defining success by survivorship
alone and routinely incorporates patient-
reported outcome measures (PROMs).

Research using PROMSs has revealed a sub-
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ever, by incorporating measures of pain, dis-
ability and dissatisfaction into the definition of
failure alongside revision, a more accurate
assessment of outcome can be made. For

example, in one series of TKRs, the survivor-
ship at seven years using revision surgery as the
endpoint was 98 %, bur this decreased to 75%
when moderate to severe pain was added as a
second endpoint.' Similarly, Bullens et al*
described a cohort of patients who underwent
TKR, in which success was measured in three
different ways. The rate of success defined
by survivorship was 96.7%.
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Parucular caution needs to be taken when

using survivorship analysis alone to compare
different ways of treating the same condition,
for example when comparing unicompartmen-
tal koee replacement with TKR, or resurfacing
of the hip with THR. The ease of revision dif-
fers and there are, conscquently, different
thresholds for revision as the Oxford group
has noted in a recent Journal of Bone and Joint
Surgery (Br) annotation.” A further systematic
review comparing hip resurfacing with THR
demonstrated that while resurfacing may give
a better functional outcome, THR has better
survivorship.”

[t is important to note that, as with survivor-
ship, using PROM:s alone can cause problems.
Logistically, questionnaires are more labour
intensive and expensive to collect than survi-
vorship data. Because of the subjective nature
of PROMSs, patient responses are influenced by
contextual factors which are often not consid-
ered in the interpretation of the results. Many
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measures have marked floor and ceiling effects, as shown
by a study from our unit which used the Oxford hip score
to measure post-operative outcome in patients who had
undergone THR and TKR." There is also a lack of consen-
sus on which measures are best in which circumstances,
which may reflect the need for different measures for differ-
ent patients.

Survivorship is a hard outcome measure that is easier
than PROMs to collect accurately. There is less controversy
on how to measure survivorship, but thought srill needs to
be given as to how it is measured. Should we separate sim-
ple revisions (such as exchange of the liner) from complex
revisions such as removal of all components? Furthermore,
there is an argument that we should counrt failure of any
part of the construct as failure, as one component may
influence the early failure of the others. For example, the
offset of the femoral component and the size of the head
will influence the torces applied to the acetabular compo-
nent. Survivorship of single implants in isolation, while
ignoring survivorship of the entire construct, creates a false
impression of success, as does reporting failure for only one
reason, such as aseptic loosening. All failure needs to be
reported accurately, as implant design and surgical tech-
nique contribute hugely to adverse events such as infection
and dislocation.

Survivorship is an objective outcome measure that is easy,
quick and relatively mexpensive to collect. However, with
the improverments in surgical technique and implant design
that have occurred since the advent of joint replacement,
survivorship analysis 1s no longer an adequare measure of
success when used in 1solation. Survivorship is vitally impor-
tant, but needs to be considered in context and used in con-
junction  with rtools that measure patient-reported
satisfaction, pain and disability. The importance of assessing
outcome from the patient’s perspective is highlighted by
Darzi's report’” and the subsequent PROMSs initiative.
Despite this move by the government to highlight the prior-
ity of PROMs in the assessment of surgical outcomes, stud-
ies are still published that draw conclusions on the success

of an implant based solely on an analysis of its survival. Aca-
demic journals have an opportunity to facilitate and encour-
age the move towards routinely incorporating PROMs into
any research study by defining failure of an implant as revi-
sion surgery or a poor patient-reported outcome.

We recommend that researchers strive to report survivor-
ship of the entire construct as well as PROMs in order to
present a more complete and accurate picture of outcome
after joint replacement.

Vikki Wylde, Research Associate
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