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Abstract: The National Institute for Clinical Excellence (NICE) guidelines were released in 

June 2002 for hip resurfacing procedures. The aim of this audit was to see if these guidelines were 

being followed in our department. We looked at data from the previous two years, and obtained 

28 sets of notes for patients who underwent this procedure. We looked at patient demographics, 

consent forms, and who had performed the operations. Results showed that the majority of 

patients were of the recommended age (93%), the consent forms were not adequately completed 

in all cases, but all of the procedures were carried out by appropriately trained consultants. In 

conclusion we would recommend consideration of use of a consent proforma for this procedure 

which would ensure that all complications are discussed with the patient.
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Introduction
In June 2002, the NICE Guideline TA44 was released regarding hip resurfacing 

procedures.1 The guidelines state that metal-on-metal (MoM) resurfacing should be 

done in patients who are likely to outlive a conventional hip replacement. Activity 

levels should be taken into account, and the procedure should be done principally 

in patients aged under 65 years. It also states that MoM resurfacing should only be 

performed by surgeons who have received specific training in the technique, and that 

patients should be made aware that less is known about the medium- to long-term 

safety and reliability of MoM than for conventional procedures.1

The aim of this research was to audit the above guideline, looking at data from the 

previous two years in our department, to see if the guideline was being followed. We 

looked at our patient demographics to determine the age of patients undergoing the pro-

cedure, the consent forms to see if the unknown medium- to long-term complications 

were mentioned, and to see who had performed the operation and if they were appro-

priately trained.

Methods
This was a retrospective audit performed at a district general hospital with a 

catchment area of 360,000, looking at patients who had been coded as undergoing 

joint replacement surgery over the previous two years in the orthopedic department. 

Using a standardized proforma we then looked at the medical records, documenting 

the consent form, relevant operation notes, patient age, what they had consented to 

(including risks), and the experience of the operating surgeon.
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Results
There were 50 patients coded as having undergone 

joint resurfacing surgery over the previous two years in 

our department. This data included all possible joints. 

Thirty-four sets of relevant medical records were found, six 

of which had joint resurfacing performed on a joint other than 

the hip. We therefore had a final sample size of 28 patients.

The average age of patients who underwent this procedure 

was 55 years, with the oldest patient being 79 years. Two patients 

(7%) were above the recommended age for the procedure.

Consent forms had been completed by a range of 

consultants, registrars, and senior house officers. They 

were all signed and dated, but none mentioned unknown 

medium- to long-term complications.

The operations were performed by four consultant 

orthopedic surgeons who had all received specific training in 

the technique, and all cases were reported to the UK National 

Joint Registry.

Discussion
Daniel et al have stated that the results of conventional hip 

replacement in young patients with osteoarthritis have not 

been encouraging, even with improvements in the techniques 

of fixation and bearing surfaces.2 Modern MoM hip resurfacing 

was introduced as a less invasive method of joint reconstruction. 

NICE Guideline TA44 was brought out to regulate this proce-

dure, and to start a register of patients undergoing this treatment. 

Because of the relatively new nature of MoM resurfacing, the 

long-term outcomes cannot be fully determined at this time, 

therefore when consenting patients for the procedure, this 

issue should be included in the consent process.

To give informed consent, individuals should understand 

the purpose, process, risks, benefits, and alternatives to a 

proposed clinical intervention and make a free, voluntary 

decision about whether to participate.3 General Medical 

Council guidelines state that patients can give consent verbally 

or in writing, or they may imply consent by complying with 

the proposed examination or treatment. However, in cases 

that involve higher risk, it is important that the patient’s 

written consent is obtained. This is so that all involved parties 

understand what was explained and agreed to.4 The consent 

form is the only formal record of what was discussed between 

the patient and doctor, so should be as thorough as possible.

In the UK, the guidance is that consent should be taken 

by either a trainee who is able to perform the operation or 

by a consultant.5 Only surgeons who have received specific 

training in MoM hip resurfacing operations can perform the 

procedure, therefore consent should only be obtained by the 

consultant performing the operation.

This audit has shown that the practice of consenting patients 

for hip resurfacing in this department is poor. We would 

recommend that a hip resurfacing consent proforma be used to 

ensure that adequate information is given to patients, and make 

sure that the consultant taking consent is legally covered.

We would recommend that the consent form should 

contain the following potential complications: bleeding, 

infection, pain, scar, deep vein thrombosis, pulmonary 

embolism, neurovascular damage, anesthetic risks, death, 

leg length discrepancy, prosthesis dislocation, prosthesis 

loosening, prosthesis fracture, need for conversion to hip 

replacement, need for a redo procedure, metal reactions, and 

unknown medium- to long-term complications.1,6–9
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