Review of ACPA Meeting 2015

Venue: Lancaster London Hotel, London
Date 2nd & 3rd March 2015

Put simply this year the ACPA meeting was a high quality event at a high quality venue with high quality speakers. For me (and this was my second meeting) I found the whole conference not only enjoyable but informative and completely relevant to my practice as a Surgical Care Practitioner. I certainly took away invaluable knowledge that will only help to shape my role and practice in the future. The event was a fitting tribute for ACPA as it celebrated its ten years anniversary. If anyone has not attended this event, at any time, I would urge you to do so.
It was therefore perhaps fitting that Professor Tim Briggs was our first speaker. As you may be aware Professor Briggs has been visiting orthopaedic centres around England and Wales in order to assess the variation in practice so called ‘GIRFT’ – ‘Getting it right first time’. Prof Briggs began with detailing the financial impact of healthcare to the UK economy. We currently spend 9.3% of our Gross Domestic Product on healthcare, but, in acknowledging this age of austerity, he noted that national debt is increasing. £10 billion is spent annually on musculoskeletal disease and remember our population is getting older. The National Joint Registry records 47000 TKR/THR surgeries in 2004, in 2013 this had increased to 181000 surgeries. Given the fact that 85% of hospital trusts will be in deficit in 2015 it is clear to us all that reform is needed.
How do we achieve this? Prof Briggs explained that ever closer consideration of the costs of implants and operations is required. 
However, it appears that huge variation in practice exists across the UK. 
Deep infection rates range from 0.2% to 5% (with one hospital in London registering >30%). Surgical Site Infections in Manchester alone ranged from 0.19% to 4% between neighbouring hospitals. I the UK the cost of a SSI is £200 - £300, therefore if you can control this cost the money saved would amount to an extra 60000 joint operations. 
The use of ODEP 10A rated acetabular components is only 20% (range 0-100%), whilst use of 10A rated femoral components was better at 79.8%. Despite evidence of good outcomes with cemented implants it appears that more surgeons are using uncemented implants! A cemented THR costs £595 - £822 whilst uncemented implants cost £1225 – £2529. Prof. Briggs found that volume was no guarantee of the best deal on implant costs either. 
Litigation costs are spiralling out of control £188 billion is paid out annual in this regard.
It is believed that the revision burden across the UK is underestimated, our rates are much higher than e.g. New Zealand, why? Outliers need to be closely investigated and it is clear that surgeons who undertake low numbers of joints should not be doing so. 
GIRFT – Best Outcome, Best Price, Lower Infection Rates.
Thought provoking indeed! Thank You Professor Briggs
Our second speaker was Dr Ian Gould, a GP practising in Hertfordshire. A well delivered presentation looked at what happens to patients when they present to their GP with ‘hip pain’. 450 per 100,000 pop. Present to primary care establishments with hip pain annually. GPs are required to identify the exact area of pain, a difficult task when patients often present with more than one problem and consultation time is not plentiful. Furthermore, GPs are under pressure to reduce hospital referrals and approximately 90% of conditions are treated within the primary care sector. As we are all aware co-morbidity and an ageing population is prevalent. Patients with BMI >35 are general not referred and are instead redirected to weight reduction programs. As ‘educators’ GPs are informing patients to seek advice and information on the NHS Choices website.
As I sit safely in my individual centre I could only admire Dr Gould and his colleagues, they have a very onerous task in what is a very difficult climate, I congratulate them and thank them for their efforts.

In college (all those years ago) Anatomy and Physiology always fascinated me, the heart, lungs, kidneys and the framework on which they hang were particular favourites. Since then any opportunity to improve my knowledge is taken. As an SCP I was particularly looking forward to hearing from the next speaker Mr Peter Smitham who presented a talk on A&P of the hip and related pathology, he didn’t disappoint and his talk was well received. 

Mr Smitham described the hip joint in detail. This is a complex joint where body interplay is huge and where the capsule and ligaments are integral to joint stability. Mr Smitham described clearly;
Coxa Valga > 135⁰ neck – shaft angle
Coxa Norma
Coxa Vara < 125⁰ neck – shaft angle

In the acetabulum Sharps angle was described (51⁰at birth, 40⁰in adulthood).
The Y-shaped ileo-femoral ligament, the strongest ligaments in the body, connected to the hip capsule it strengthens the joint by resisting hyperextension. It maintains posture without muscular control in preventing the trunk from falling backwards. 
Shenton’s line (along the medial aspect of head/neck junction and along the inferior border of the superior pubic rami) was described, interruption of which can help to diagnose fracture neck of femur and dysplasia (DDH). 
For those of us who come across FAI patients pre-operatively, the importance of looking for radiological X-over signs (anterior/posterior acetabular lines) was stressed. 
When we see patients who are unable to bring their legs together we should recognise the fact that they lose mechanical axis. When patients trip or stumble the forces transmitting through the hip joint increase dramatically. Joint reaction force = body weight & abduction force.
Sobering issues such as tumours, particularly in young people, were described, and we should all be very aware of those patients who describe bone pain all night in this regard. 
Lastly, Mr Smitham described presentation of Piriformis Syndrome  patients describe a dull ache in the hip or buttock as the sciatic nerve becomes compressed as it passes under, around or through the piriformis tendon.
Thank you Mr Smitham – I now have to do some more study!


Andrew Manktelow, an active member of the British Hip Surgery and Specialist Hip Surgeon at Queens Medical Centre, presented his talk on Overview of Differential Diagnosis – If it’s not the hip. His take home message was to be aware of, anything unusual, an atypical location and Inconsistent history. 
Mr Manktelow stressed the need for good careful examination, including joints above and below the joint of interest. He said to also include neurovascular concerns. Acquiring details relating to back problems was said to be important, these include mechanical low back pain, SI joint or buttock pain, radicular pain and distal neuropathy. Equally stressed was acquiring knowledge of soft tissue problems such as, ITB irritation/bursitis, tight ITB, and abductor tear/avulsion (which can present like bursitis). Paying close attention to excluding hernias and snapping tendons was also recommended. Radiological and clinical evidence of CAM/Pincer impingement (FAI) has to be excluded as do benign bone tumours. 
Mr Manktelow described a number of ‘Red Flags’ for practitioners, these were;
· Extremes of age
· Unremitting Pain (night pain and pain at rest) 
· Nights sweats / Fever (e.g. seen in psoas abscess)
· History of malignancy
· Bilateral symptoms
· Vascular symptoms
· Severe pain (but normal x-ray)
· Always exclude infection (radiology/biochemistry/microbiology)
Above all else, Mr Manktelow explained the necessity of an awareness of multiple ‘red flags’. 
Thank you Mr Manktelow, for practitioners who undertake clinics this talk was truly valuable.


Following lunch an excellent and engaging session was presented by Professor Gordon Blunn (UCL) on material choices for hip implants. 
Whilst Prof. Briggs discussed the financial discrepancies between uncemented and cemented prostheses in his earlier talk, Prof. Blunn described why one would choose between options.

Uncemented implants with hydroxyapatite coating allows for rigid osseointegration with bone. However, it is this ‘rigidity’ of fixation into less stiff bone that can lead to stress shielding around both cup and stem. The theoretical long term clinical consequences that bone remodelling secondary to stress shielding may possibly contribute to increased pain, decreased function, possible fracture, component fracture, loss of implant fixation, and increased incidence of osteolysis. 23% of uncemented THRs show evidence of stress shielding. Bone cement, on the other hand, acts as a buffer redistributing load.

Prof. Blunn proceeded to explain Asceptic Osteolysis (the loss of bone associated with polyethylene debris). As poly line is worn away, it releases small wear articles which lead to wear rates of up to 0.1 to 0.2mm per year. Why is this important? Approximately 10 billion particles are released annually, these lead to cytokines. As we know cytokines affect the behaviour of other cells. In this case macrophages are released which take up or ingest the poly particles, however, these can’t then be absorbed. Osteoclasts are then released are then released leading to bone reabsorption. 
Cross-linked poly (UHMWPE) was then developed, however, oxidation, in the presence of oxygen and gamma radiation, can occur and the poly can become brittle. This can lead to increased poly wear due to decreased molecular weight and crystallinity.
Highly crossed-linked poly was then developed – this is irradiated in an inert gas where free radicles are removed.
A more recent innovation is ‘E-poly’ where it is infused with vitamin E, this is said to have greater antioxidant protection and therefore lower wear rates (and therefore lower associated systemic effect). 
Ceramic on ceramic bearing was said to be an alternative liner option, this does have a low wear rate and a good water contact angle (leading to better lubrication) but there is an increased risk of fracture, the bearing can also suffer from ‘stripe’ and ‘edge’ wear’ and this may be the reason for reported ‘squeaking’ noise arising from the bearing itself. (Chromium Dioxide in the ceramic gives it its’ pink colour). 
Prof. Blunn lastly described ‘Trunnionosis’. This is the imprinting lines seen particularly on the trunnions of femoral stems and at the neck-stem interfaces. It indicates a loss of surface material due to corrosion and of course is another suspect in causation of ARMD (adverse reaction to metal debris in local tissue structures).
Prof. Blunn’s presentation was not only engaging, it contained much useful information and it was relevant to our everyday practice. The committee thank him for his time and interaction with the audience.

The last presentation of the first day came from Harri Hothi from the London Implant Retrieval Centre. 
The London Implant Retrieval Centre was established by Alister Hart and John Skinner. It aimed to understand the failure of metal on metal THRs and to gain knowledge to improve future practice
I imagine we all have been touched by this issue.
One hundred and fifty two orthopaedic surgeons have contributed more than 2000 failed metal-on-metal (MOM) hip components from 60 hospitals and 16 countries.
The worldwide recall of the Depuy ASR and ASR XL metal-on-metal hip arthroplasties was announced on 27th august 2010 this potentially affected 96,000 patients worldwide and 7,500 in the UK.
The cost of revising each hip is £12,000
More than 6000 implants have been retrieved and physically examined to assess why they failed. In essence there were generic problems across all brands  

The mechanisms of failure were multifactorial;
Surgeon related (e.g. poor implant positioning)
Implant Related
Patient Related (e.g. Hx of multiple allergies)

The Key Focus – Modularity increases points of debris loss
Measured by;
· Coordinate measuring machine
· Roundness measuring machine
· Optical profilometre

Noted also 1% failure due to component size mismatch
Metal ion level cause for concern level > 7 parts per billion
News; Stryker Rejuvenate and ABG II have recently been recalled

The committee thanked Mr Hothi for his insightful journey around this rather sad episode in hip replacement history.

Day 2 was opened with a talk given by Cathy Millyard (Surgical Care Practitioner – Torbay)
Cathy described the history around her appointment and the appointment of other SCPs in Torbay. What was very apparent from her talk was that we develop our roles in very individual ways in order to meet local requirements and different elements of practice. It was therefore inspiring to hear about Cathy’s’ journey so far and her plans for retirement in the near future. We wish her well with that and thank her for contributing positively to our conference.

The next presentation was given by a rather charismatic gentleman who I understand is tipped to become British Hip Society President in the near future – Professor Fares Haddad. 
As an SCP who consents patients for surgery one issue I stress during this consultation is leg length discrepancy following THR. It was therefore very helpful that Prof. Haddad based his presentation on Leg Length Inequality, prevention and management.
Importantly Leg Length Inequality (LLI) ruins outcome and is a common cause for litigation and is perceived that the surgeon has done something wrong.
LLE appears to occur despite the surgical approach.
However, stability is a paramount issue above that of LLI and patients need to be old this pre-operatively.
Pre-operatively:
· Talk to patient in order to assess where they think they are in terms of LLI
· Examine patients – for abduction contraction which can affect LL & assess spine scoliosis
· Plan Surgery
· Execute the plan
If there is a problem, listen to the patient and acknowledge their issues. Re-examine the patient and make a diagnosis. If in doubt get someone else (preferably your consultant) to assist.
On average LLI is approx. 3 to 16 mm in up to 35% of cases and this is generally tolerated.
< 10mm LLI is tolerable and most settle over time (within 3 to 6 months)
Leg Length Inequality is;
· True - Direct
· True – Indirect (due to instability)
· Apparent (when limbs appear unequal due to other problems)
Leg lengthening always causes more problems than shortening
Leg lengthening can lead to sciatic, femoral and peroneal nerve palsy
Leg lengthening up to 20mm can increase osteoarthritis on the other hip
Patients with aberrant physiology will always be a challenge as they tend not to handle small changes
Steps to help attempts to avoid the issue of LLI include:
· Pre-operative templating – It makes you think about what is likely to be required
· It is easier to lengthen limbs via a posterior approach than an antero-lateral approach
· Increasing offset can cause nerve palsy but also the sensation of LLI 
· Intra-operative ‘shuck test’ and ‘kick test’ is paramount
From my experience I can attest to the fact that leg length inequality post-operatively is a very difficult conversation to have with a patient (even though this issue is discussed in depth pre-operatively). ‘Best Outcome’ is helped greatly by not having this complication at all!!!
I once again thank Prof. Haddad on behalf of the ACPA committee for taking the time and expelling so much energy and enthusiasm in regards to this subject. 



Another issue that arises frequently in our clinics in Cardiff is that of Greater Trochanteric Pain or suspected Bursitis. It was therefore very good of Emma Stewart MSK Physiotherapist at Stanmore Hospital to take the time and effort to deliver her excellent high quality presentation on this complex problem.

Greater Trochanteric Pain Syndrome (GTPS) is difficult to treat
It is often diagnosed as Trochanteric Bursitis but evidence disputes this
Primary pathology is more likely to be a tendinopathy of Gluteus Medius and Gluteus Minimus caused by compression of these tendons at their point of insertion onto the greater trochanter (ITB goes tight due to weak Gluteal muscles).
Aetiology of GTPS;
· Common 1:8 patients per 1000 per ear
· 2nd most important diagnosis
· Age 40 – 60 years 
· Greater prevalence in females
· A history of back pain increases GTPS prevalence
· Differential diagnosis coexists with lumbar dysfunction and/or SIJ dysfunction and osteoarthritis
Sign / Symptom;
· GTPS is described as deep, aching, burning sensation aggravated by lying on sides and sitting. Patients often complain of pain while dressing and on standing on one leg. 
· It is difficult to distinguish between GTPS and lumbar symptoms
· GTPS tends to originate from the Greater Trochanter
· GTPS rarely refers below the knee
Predisposing Factors;
· Poor movement habits (e.g. sits with kegs crossed)
· Poor posture (e.g. stands on one hip)
· Bone factors (e.g. scoliosis)
· Exercise (e.g. running on cambers in the road)
· Age
Examination;
· Functional Assessment
· Positive Trendelenburg test
· Tender over Greater Trochanter
· Generally good range of motion
· Positive Fadir test (Pt supine - flexion, adduction & Internal rotation) & Obers test (Patient on side - passive adduction motions)
Treatment;
· Physiotherapy – education (start 10 days after injury)
· Weight loss
· Reduce activity
· Tailored strengthening programme (3-4 month programme helps night pain
· Stop stretches
· Extracorporeal shock wave therapy
· NSAIDS
· Steroid injection
· Surgery (ITB lengthening)
NB - When referring patients to physiotherapist ask to strengthen deep hip abductors
Recommended website www.dralisongrimald.com
Emma’s presentation was not only insightful and as such extremely helpful, our feedback on this presentation echoed comments relating to the high standard of the presentation and the speaker. So, thank you once again on behalf of the committee.


“Often a minefield to understand” was a comment made in relation to the next presentation. Dr Simon Warren from the Royal Free, London gave another excellent presentation to help lift the fog of confusion surrounding the Microbiology Assessment and Treatment of Infected Hip Replacements.
Infection rates < 2% (0.5 – 4%)
Affected by host risk factors (e.g. obesity, Diabetes, ASA grade, Revision / Elective / Emergency surgery
Infection rates are decreasing but the revision burden is increasing
· 11207 Revisions undertaken in 2012/2013 (NJR)
· 12% Revised for Infection
Rising ASA grade and BMI are big causes which lead to increasing morbidity and prolonged antibiotic treatment
Infection is expensive to treat
Pathogenesis – Biofilm formation – planktonic bacteria and biofilm fragments attach to implants and colonise. Biofilm then develops forming a resistant barrier that antibiotics cannot always penetrate.
Gram positive organisms and coagulase negative staph aureus causes periprosthetic joint infection (pji). 
Definition of PJI;
· Sinus tract (fistula)
· Visible purulence
· Acute inflammation on tissue histology
· WBC in synovial fluid (Hip >3.5 x 10⁹/L) & 70% neutrophils
· Microbial growth in synovial fluid, periprosthetic tissue and sonication fluid (ultrasound procedure that ‘shakes off organisms from implant)

Classification;
· Early Infection <3 months
· Delayed Infection 3 to 24 months
· Late infection > 24 months 
Clinical Presentation 
· Sinus
· Inflammation (sepsis) ‘hot joint’
· Pain
· “never been right”
Imaging;
· Plain film x-ray (not always helpful)
· Nuclear Medicine (Bone Scan, white cell scan)
· P.E.T. scan
· CT/MRI scan
Biomarkers
· WBC
· ESR/CRP (NB can be raised due to rheumatoid)
· Procalcitonin (raised in inflammation especially bacterial origin)
· Alpha–defensin (measured from joint aspirate)
Surgical Samples;
· 5 samples and aspirate required to make a robust diagnosis
· If 2 or more samples are positive that is a good indicator to treatment
Cultures;
· 90% of cultures received are positive in the first 48 hours
· 5% are positive day 2
· Nearly all organism are flagged by day 5
· Extended cultures allow growth identification of slow growing organisms
Treatment Options;
· No Surgery
· Joint Removal (incl. fusion/ amputation)
· Implant Revision Surgery (single or 2 stage)
· Implant retention Procedure (DAIR)
· NB Staph Aureus does badly with a DAIR Procedure – therefore not recommended
Rifampacillin and Biofilm in Vivo
Rifampacillin penetrates well into biofilm
Do not use Rifampacillin alone as the body quickly develops a resistance
Never start too early and never use with open wounds or with drain insitu
As you can see from the above Dr Warren’s subject is hard going but there are some very useful learning points for those of us who have regular exposure to infected hip patients. The committee thanks him greatly.


Another mystery subject for us at times is that of CT & MRI interpretation. It was therefore again useful That Dr Michael Khoo, the Royal National Orthopaedic Hospital, was able to deliver his CT & MRI for dummies: pre and post op Classifications of hip Pseudotumours presentation to us. 

MR images are displayed as two distinct type or images 
T1 Images (longitudinal movement of protons)
· Fat is seen as bright image (high signal)
· Fluid is dark (low signal) – good to assess Pseudotumours
· Looks at normal anatomical detail
T2 Images (Transverse movement of protons)
· Fat is darker
· Fluid is light

Therefore fluid appears black in a T1 image and bright in a T2 Image
The benefits of MRI are excellent resolution in multiple plains. It is better than CT for soft tissue analysis, but it is both costly and claustrophobic.

CT Imaging
· Cross sectional
· High radiation levels (prohibited in pregnancy)
· = 500 to 1000 CxRs or 5 to 10 years of background radiation
· Good in visualising osseous anatomy and metalwork

However, both types of imaging suffer artefact
Why Use Imaging?
· Component Imaging or Failure
· Pseudotumours – cystic (fluid filled therefore bright on T2 MR image) or solid
· Osteolytic location – posterolateral and anterolateral are most common and can track up iliopsoas in pelvis
· Osteolysis – Think about CT being required as it can give more information

Image Classification
· Type 1 – small thin fluid 
· Type 2a – Thick / Irregular Fluid
· Type 2b - Thick / Irregular Atypical Fluid Filled
· Type 3 – Solid / mixed solid
The session was helpful in helping to add to my sum of knowledge on this subject but equally reminded me that I need more knowledge in order to comprehensively understand MR imaging in particular. That being said I (on behalf of the committee) thanks Dr Khoo for his input.

Dr Khoo was the last guest speaker over the 2 days of our conference. When all the cerebral effort had ceased in respects to listening to our many great speakers we were able to relax and celebrate the success of the 2015 ACPA conference by acknowledging the efforts of the organising team and by celebrating the 10 year anniversary of ACPA by sharing a celebration slice of cake (or 2!!). Jill Pope (ACPA President) confirmed the appointments of Clare-Louise Sandell as Vice President and Myself as Education Secretary. A big thank you to all those who attended and who made it such a successful event.
Best wishes
Mark Goodson
[bookmark: _GoBack]Education Secretary – Arthroplasty Care Practitioners Association 
