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Abstract
Total hip arthroplasty (THA) and total knee arthroplasty (TKA) are commonly performed surgeries worldwide. The num-
ber of joint replacement surgeries being performed has increased considerably over the past two decades, but it has also 
seen an increase in litigation associated with it. The purpose of our study was to review and consolidate literature regard-
ing medico-legal issues pertaining to THA and TKA cases. We looked at the causes of litigation, medico legal aspects of 
pre-operative requirements, optimisation of medical condition, indications and contraindications for arthroplasty, informed 
consent, implants, mixing of components from different manufacturers and post-operative rehabilitation. We also wanted to 
analyse available literature and legal proceedings regarding these cases in India specifically.
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Introduction

Total hip arthroplasty (THA) and total knee arthroplasty 
(TKA) are commonly performed surgeries worldwide. The 
number of joint replacement surgeries being performed has 
increased considerably over the past two decades, but it has 
also seen an increase in litigation associated with it [1]. In 
fact orthopaedic adult reconstruction subspecialists are sued 
for alleged medical malpractice at a rate over twice that of 
the physician population as a whole [2]. A survey of the 
American Association of Hip and Knee Surgeons found that 
78% of responding surgeons had been named as a defendant 
in at least one lawsuit alleging medical malpractice [3]. The 
purpose of our study was to review and consolidate literature 
regarding medico-legal issues pertaining to THA and TKA 
cases. With respect to THA, TKA cases we looked at the 
causes of litigation, medico-legal aspects of pre-operative 
requirements, optimization of medical condition, indications 
and contraindications for arthroplasty, informed consent, 
implants, mixing of components from different manufac-
turers and post-operative rehabilitation. We also wanted to 

analyse available literature and legal proceedings regarding 
these cases in India specifically.

Materials and Methods

An extensive literature search was conducted to identify 
studies pertaining to medico-legal issues in relation to total 
hip arthroplasty (THA) and total knee arthroplasty (TKA). 
The electronic databases of PubMed and Cochrane Library 
were explored using the following search terms and Boolean 
operators: ‘medico-legal’ OR ‘lawsuit’ OR ‘malpractice’ 
OR ‘litigation’ AND ‘total hip arthroplasty’ OR ‘total knee 
arthroplasty’ OR ‘total hip replacement’ OR ‘total knee 
replacement’ OR ‘THA’ OR ‘TKA’. No restriction in publi-
cation date was applied. Manuscript language was restricted 
to English. In addition, a comprehensive search of reference 
lists of all identified articles was conducted to find additional 
studies. Information about specific medico-legal proceed-
ings involving THA/TKA cases in Indian legal courts, state 
and national consumer dispute redressal forums, and state 
medical councils were obtained from different books having 
compendium of medico-legal judgements.
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Causes for Litigation

It is important to know the causes of litigation and com-
mon allegations in malpractice lawsuits involving hip and 
knee arthroplasty, so that measures can be taken to prevent 
such complications occurring and the orthopaedic surgeon 
can be better prepared in the event of such complications 
happening. Patterson et al. [4] analysed 115 malpractice 
claims filed for alleged neglectful primary and revision 
THA surgeries. They found that in primary cases, nerve 
injury (“foot drop”) was the most frequent allegation with 
27 claims. Negligent surgery causing dislocation was 
alleged in 18 and leg length discrepancy in 14. Medical 
complications were also reported, including three throm-
boembolic events and six deaths. In revision cases, dis-
location and infection were the most common source of 
suits. The data pertaining to causes of litigation following 
THA in various studies is represented in Table 1. Patter-
son et al. [5] also studied the malpractice claims filed for 
alleged neglectful primary and revision TKA surgeries. 

The analysed 69 primary and eight revision TKAs which 
were involved in malpractice lawsuits and found that the 
most frequent factor leading to lawsuits for primary TKA 
was chronic pain or dissatisfaction in 12 cases, followed 
by nerve palsy in eight, postoperative in-hospital falls in 
five, and deep vein thrombosis or pulmonary embolism in 
three. Medical complications included acute respiratory 
distress syndrome, cardiac arrest, and decubitus ulcers. 
Contracture was most common after revision TKA (three 
of eight cases). They concluded that pre-operative coun-
selling regarding the risks of incomplete pain relief could 
reduce substantially the number of suits relating to pri-
mary TKAs. The data pertaining to causes of litigation fol-
lowing TKA in various studies is represented in Table 2.

Bokshan et al. [6] analysed 213 lawsuits pertaining to THA/
TKAs and found that 15.0% of cases ended in settlement, 
29.6% ended in a verdict in favour of the patient. The average 
payment for cases lost in court was significantly larger than 
cases that ended in settlement. They noted that while compli-
cations such as “pain and weakness” are less likely to result in 
favourable litigation for patients, the presence of an objective 

Table 1   Findings on causes 
of lawsuits following THA in 
various studies

Study Number of patients/
lawsuits

Cause of litigation No. of cases (%)

Patterson et al. [4] 115 Foot drop
Dislocation
Medical Complications
Limb length Discrepancy

27 (23.4%)
18 (15.6%)
17 (14.78%)
14 (12.17%)

Bokshan et al. [6] 119 Nerve injury
Limb length discrepancy
Pain
Periprosthetic fracture

29 (24.3%)
15 (12.6%)
13 (10.9%)
9 (7.5%)

Novi et al. [7] 40 Nerve injury
Implant loosening
Dislocation
Metallosis

15 (37%)
8 (20%)
5 (12%)
4 (10%)

Kheir et al. [8] 34 Nerve injury
Periprosthetic fracture
Chronic pain
Foreign body retention

6 (17.6%)
5 (14.7%)
4 (11.8%)
4 (11.8%)

Samuel et al. [9] 65 Nerve injury
Limb length discrepancy
Dislocation
Perioperative fracture

25 (38.4%)
17 (26.1%)
8 (12.3%)
7 (10.7%)

McWilliams et al. [1] 1004 Neurological deficit
Technical error
Infection
Limb length discrepancy

159 (13.8%)
138 (11.9%)
133 (11.5%)
100 (8.7%)

Bhutta et al. [10] 352 Nerve injury
Technical error
Chronic pain
Limb length discrepancy

69 (19.6%)
50 (14.2%)
48 (13.6)
41 (11.6%)

Zengerink et al. [11] 515 Nerve damage
Limb length discrepancy
Dislocation/instability
Technical error

101 (19.6%)
45 (8.7%)
28 (5.4%)
22 (4.2%)
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technical complication or nerve injury was associated with 
an increased risk for a physician loss and a higher payment. 
Jarvelin et al. [13] analysed factors predisposing to claims 
and compensations for patient injuries following total hip and 
knee arthroplasty. They found that patients over 65 years of 
age were less likely to file a claim than patients under the age 
of 65 years, patients with increased comorbidity were more 
likely to file a claim. Following THA, male sex and cemented 
prosthesis reduced the odds of a claim. Following TKA, a vol-
ume of over 300 operations reduced the probability of com-
pensation for certain injury types. Thus they suggested that 
centralisation of TKA to hospitals with higher volume may 
reduce the rate of compensable patient injuries. Novi et al. [7] 
analysed 40 lawsuits pertaining to THA and found that some 
complications such as nerve injuries and infection are almost 
always considered directly dependent on physician’s errors, 
and especially in these cases, hospitals try to settle the claim 
out of court. They suggest that possible strategies to reduce 
malpractice claims are diligent execution of the surgical pro-
cedure and of a proper postoperative management, the correct 
compilation of a procedure-specific informed consent and ade-
quate doctor–patient communication to provide the necessary 
explanations, possible risks and realistic expectations. Gibon 
et al. [12] analysed 107 lawsuits pertaining to TKA and found 

that frequent complications are not those which raise most 
of the claims. Patients sue the surgeon when the outcome of 
the surgery is different from what they were expecting. They 
also noted that in court judgements or proceeding it is often 
stated that delay in diagnosis or treatment of a complication 
involves the personal responsibility of the surgeon. Therefore, 
the best practice in handling complications or errors in knee 
arthroplasty is to quickly recognise and to treat them properly 
as well as to provide the patient comprehensible information. 
Chen et al. [14] analysed 298 lawsuits following TKA and 
found that litigation success rates for TKA were higher when 
involving a technical error such as malalignment, as compared 
to events less under the surgeon’s control such as infection or 
venous thromboembolism. The number of incorrect prosthesis/
prosthesis size claims was concerning. They suggest that these 
may be addressed with strict use of pre-operative templating, 
the WHO Surgical Safety checklist and repeat intra-operative 
checking of the implant. Mcgrory et al. [2] analysed the rela-
tionship between surgeon demographics and malpractice law-
suits for joint reconstruction surgeons. They found that the 
overall risk of a malpractice claim is related to years spent in 
practice. After 30 years in an adult reconstruction practice, the 
cumulative rate of being sued at least once is over 90%. They 
were unable to identify any relationship between the type, size, 

Table 2   Findings on causes 
of lawsuits following TKA in 
various studies

Study Number of patients/
lawsuits

Cause of litigation No. of cases (%)

Patterson et al. [5] 77 Chronic pain
Nerve palsy
In-hospital falls
DVT/PE

12 (15.5%)
8 (10.3%)
5 (6.4%)
3 (3.8%)

Bokshan et al. [6] 94 Pain
Post-operative fall
Hypoxic brain injury
Vascular injury

17 (18%)
9 (9.5%)
7 (7.7%)
6 (6.3%)

Gibon et al. [12] 107 Infection
Unsatisfactory result
Neurological deficit
Fatality

44 (41.1%)
17 (15.8%)
17 (15.8%)
14 (15.8%)

Kheir et al. [8] 49 Infection
Chronic pain
Vascular injury
Dislocation

21 (42.9%)
5 (10.2%)
4 (8.2%)
2 (4.1%)

Samuel et al. [9] 83 Infection
Malalignment
Chronic pain
Death

27 (32.5%)
11 (13.2%)
11 (13.2%)
11 (13.2%)

McWilliams et al. [1] 523 Infection
Technical error
Post-operative care
Pain

95 (16.7%)
63 (11.1%)
51 (8.9%)
50 (8.8%)

Bhutta et al. [10] 246 Chronic pain
Technical error
Infection
Post-operative care

58 (23.5%)
57 (23.1%)
44 (17.8%)
43 (17.4%)
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or location of practice, fellowship training, or surgery volume 
and the risk of an adult reconstruction surgeon being named 
as a defendant in a malpractice suit.

Indications and Contraindications for THA/
TKA

There are various indications for THA/TKA in patients with 
osteoarthritis of the joint, rheumatoid arthritis, intra articular 
fractures which cannot be reconstructed by internal fixa-
tion, destruction of joint by infection or malignancy, avas-
cular necrosis of femoral head, among others. The decision 
of arthroplasty is usually taken after trial of non-surgical 
management or when other surgical procedures are deemed 
insufficient. The legal importance of the indication for 
arthroplasty arises when a patient claims that arthroplasty 
was not indicated in the patient or not appropriate for the 
patient. It is also important to discuss the indication for the 
arthroplasty with the patients to ensure that they understand 
the primary reason why the procedure is being done, so as 
to avoid unrealistic expectations of post-surgical outcomes. 
Gademan et al. [15] performed a systematic review of the 
indication criteria for THA, TKA in literature and found that 
they could be divided into four main domains of pain, func-
tion, radiological changes and failed conservative therapy. 
However, they noted that specific cut-off values or ranges in 
the domains were lacking and the level of evidence was low. 
Cross et al. [16] studied the consensus among orthopaedic 
surgeons and found that there no agreement regarding the 
indications for total knee arthroplasty. They also studied 
the agreement between orthopaedic surgeons, rheumatolo-
gists, and primary care providers and found that ‘pain not 
responsive to drug therapy’ was the only indication for TKA 
which had sufficient agreement. ‘Major psychiatric disor-
der, including dementia’ was the only contraindication for 
TKA which had consensus. This we believe, increases the 
importance of documentation of indication for arthroplasty 
by the orthopaedic surgeon. In the case of KS Sridhar vs 
Rajkumar (I(07)CPJ 362) [17], a 40-year-old patient filled a 
lawsuit alleging that the total hip arthroplasty he underwent 
was not the appropriate procedure for his fracture around the 
hip joint in view of his age. The court ruled in favour of the 
patient, stating the total hip replacement was not indicated 
in the patient considering his younger age.

Pre‑operative Requirements 
and Optimization of Medical Condition

THA, TKA are elective procedures. This warrants the 
patients’ medical condition to be optimized before undergo-
ing the procedure. Clelland et al. [18] found that conditions 
necessitating postponement or cancellation of total joint 

arthroplasty were present in approximately 4% of patients. 
Vincent et al. [19] provides comprehensive guidelines for 
the pre-operative risk stratification and risk reduction for 
joint arthroplasty. Factors which increase the rates of post-
operative complications should be identified and managed 
prior to joint replacement. Peersman et al. [20] identified the 
comorbidities that were statistically significant in increasing 
the risk of infection were prior open surgical procedures, 
immunosuppressive therapy, poor nutrition, hypokalaemia, 
diabetes mellitus, obesity, and a history of smoking. Baek 
et al. [21] recommend correction of modifiable risk factors 
to decrease the rate of peri-prosthetic joint infection. Jam-
sen et al. [22] found that pre-operative reduction of glucose 
levels to less than 124 mg/dL decreases the rate of peri-
prosthetic joint infection. Rasouli et al. [23] recommends 
a pre-operative correction of haemoglobin levels prior to 
joint arthroplasty. Huang et al. [24] identified malnutrition 
to also increase the rate of complications postoperatively. 
Ragni et al. [25] found that rate of postoperative infection 
in human immunodeficiency virus-positive haemophiliacs 
with CD4 counts of 200/mm3 or less appears to be high, 
when compared with the general population and recom-
mends early, vigorous treatment should be instituted for 
suspected infection, antibiotic prophylaxis considered for 
invasive procedures, and surgical intervention individual-
ised based on the balance of risks and benefits. Sendi et al. 
[26] recommends antimicrobial treatment of symptomatic 
bacteriuria, but not for asymptomatic bacteriuria prior to 
arthroplasty. They also found that indwelling urinary cath-
eters are the most frequent reason for healthcare-associated 
urinary tract infections and should be avoided or removed as 
soon as possible. Thus patients should be carefully selected 
for arthroplasty and medical evaluation should be performed 
in collaboration with the internists. In the Sheuli Das vs. 
Dr. Kanchan Bhattacharya case (7MLCDa13; j26 January 
2014) [17] the patient alleged that the orthopaedic surgeon 
was negligent in performing a total hip replacement when 
the patient’s medical condition was not suitable for the pro-
cedure. The doctor successfully defended his actions by 
proving necessary pre-operative investigations were done, 
opinions of relevant specialists were obtained, and only after 
obtaining fitness for the procedure from all specialists was 
the arthroplasty performed.

The elective nature of arthroplasty also warrants the pro-
cedure to be done by an orthopaedic surgeon who is trained 
in arthroplasty and has sufficient experience. It is a major 
surgery, which should be performed in a setup which has 
the required infrastructure including an orthopaedic surgeon 
trained in arthroplasty [27]. In the RR Dobhal vs. Dr. SK 
Gupta case [17] the prosecution was successful in obtain-
ing a verdict in their favour after they proved that they had 
requested the orthopaedic surgeon for referral to a higher 
medical centre for TKA but was refused.
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Informed Consent

Informed consent is meant to protect the rights of the 
patients and provide them with adequate information 
before undergoing the procedure. Its importance has risen 
significantly in the past few decades with it being the crux 
of several malpractice lawsuits. Hence, it is vital for ortho-
paedic surgeons to be aware of what needs to be included 
in the informed consent document. Improving patient edu-
cation and counselling during the process of obtaining an 
informed consent decreases the incidence of malpractice 
claims [28]. For example, patient education in terms of real-
istic expectations after THA may be effective in reducing 
claims related to limb length discrepancy after THA [29].
The informed consent document should not be seen as a for-
mality, rather given its due importance as it can often be the 
most vital document in defence of a malpractice lawsuit. The 
informed consent documentation should be comprehensive 
and include name, age, sex, hospital number of the patient; 
diagnosis; surgical procedure planned including which limb, 
side of body is being operated upon; the date of planned 
surgery; name of the chief operating surgeon; common com-
plications of the procedure, few serious complications of 
the procedure; alternative treatment options with pros and 
cons of such alternatives; specific implants to be used; the 
consent for anaesthesia including type of anaesthesia and its 
complications; the signatures of the patient, person obtain-
ing the consent and of the chief operating surgeon. However, 
it is often found that the informed consent is lacking in some 
of these aspects. Beresford et al. [30] reviewed the consent 
process of 47 THR and 53TKR patients performed by 11 
different surgeons and compared the complications listed in 
this informed consent to those recommended by the British 
Orthopaedic Association (BOA). They found that in 23% 
of THR and 32% of TKR patients, none of the BOA-listed 
complications was documented; in 13% of THR and 15% 
of TKR patients, no complications were documented; in 
13% of THR and 17% of TKR patients, only non-specific 
descriptions of complications (e.g. morbidity, mortality and 
medical complications) were used in their consent forms. 
A study involving 50 patients undergoing TKA revealed 
only 28% received information regarding possible compli-
cations of TKA and 85% were not given any information 
about the alternative treatments [31]. In another study of 
informed consent in THA, TKA patients, it was found that 
documentation of all clinically significant complications was 
insufficient when generic informed consent forms with blank 
spaces were used, hence the use of standardised procedure-
specific consent forms is recommended [32].

Section 87 of the Indian Penal Code (IPC) [33] states 
that an “Act not intended and not known to be likely to 
cause death or grievous hurt, done by consent of a person 

above 18 years of age” is not considered an offence, while 
Sect. 88 of IPC [33] states that an “Act not intended to 
cause death, done by consent in good faith for person’s 
benefit” is not an offence. Thus these are important IPC’s 
that are the vital in the defence of a lawsuit filed when 
complications occur following an arthroplasty. The Samira 
Kohli case is a landmark judgement in relation to informed 
consent, where in its judgement the Supreme Court of 
India laid down guidelines for informed consent [33], 
stating that adequate information to be furnished by the 
doctor (or a member of his team) who treats the patient, 
should enable the patient to make a balanced judgement 
as to whether he should submit to the particular treatment 
or not. This means that the doctor should disclose: the 
nature and procedure of the treatment, its purpose, benefits 
and effects; alternatives, if any available; an outline of the 
substantial risk; adverse consequences of refusing treat-
ment. But there is no need to explain remote theoretical 
risks involved, which may frighten or confuse a patient 
and result in refusal of consent for the necessary treatment.

Implants

The decision regarding which implant is to be used in the 
arthroplasty is one that is often made by the surgeon. This 
could be effected by several factors, including the surgeon’s 
familiarity with the implant, requirement of the patient’s 
condition, availability, and cost. For these reasons, the 
surgeon is often the person making the choice regarding 
the implant to be used. However, we must remember that 
ultimately the patient should have a say in what implant 
will be used in their body. Hence, the decision regarding 
implant to be used has to be shared decision after discus-
sion between the surgeon and patient. Prokopetz et  al. 
[34] discuss the guidelines for shared decision-making for 
implants in arthroplasty. They advise prior to arthroplasty, 
the orthopaedic surgeon discusses with the patient regard-
ing the implant options available, the implant the surgeon 
feels most appropriate for the patient and the reasons for the 
same, the scientific evidence present regarding the implant, 
and also disclose any financial relationships or conflicts of 
interest for the surgeon. This is recommended to be a part of 
the informed consent obtained from the patient prior to sur-
gery. A useful and impartial source for information regard-
ing the various implant-specific estimates of complications 
and their outcomes are arthroplasty registries [35]. There 
are several arthroplasty registries maintained worldwide. 
The Mayo registry of USA is the oldest continuing registry 
for arthroplasty [36]. The Indian Society of Hip and Knee 
Surgeons (ISHKS) has established an arthroplasty registry 
in India and has been collecting data since 2006 [37], which 
can be accessed at http://​www.​ishks.​com. It is important for 

http://www.ishks.com
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an orthopaedic surgeon to verify the licences of an implant 
and manufacturer, and the outcomes of the implant is these 
registries prior to recommendation or use in a patient. This 
will be useful in the chance a lawsuit is filed in relation to 
the implant that was used. In the Anusuya vs. Bone and 
Joint Clinic case presented before the Tamil Nadu State 
Consumer Dispute Redressal Commission, Chennai {first 
appeal No. 160/2006} [17], the implant used in total hip 
replacement was found to have broken. The patient alleged 
that this occurred due to an inferior quality implant being 
used. However, the verdict was in favour of the surgeon as 
he provided evidence that the implant used was of inter-
national quality. In the Vijaya Menon vs. BK Thampi case 
[17] as well the patient alleged an implant of inferior qual-
ity was used. However, the hospital produced attested cop-
ies of International Organisation of Standardization (ISO) 
certificate, licence for manufacturing the implant, proving 
the implants were nationally and internationally approved.

Mixing of Components in Arthroplasty/
Mixing of Components from Different 
Manufacturers

The routine practice is to use components of the same manu-
facturer while performing an arthroplasty. However, certain 
situations might arise where the surgeon wishes to use com-
ponents from different manufacturers in the same joint recon-
struction. Mixed THAs are defined as THAs (stem, head, and 
cup) comprising components made by different manufactures. 
This mixing of components is usually done the interest of the 
patient in mind. For example, a patient with THA requiring 
acetabular cup revision, would be subject to lesser morbid-
ity if only the acetabular cup is replaced with an appropriate 
alternative, with the stem of the original manufacturer left 
in place if it is stable and well fit. This practice is, however, 
against the recommendation of all implant manufacturers. 
The benefit and drawbacks of performing such mixed THAs 
have been studied. Certain studies have reported complica-
tions from the use of components of different manufacturers 
[38, 39]. However, most studies have actually found mixed 
THAs have similar or better outcomes and implant survival 
than non-mixed THAs. Tucker et al. [40] found that mixing 
of stems from one manufacturer with cups from another was 
associated with a lower revision rate. At 8 years, the cumula-
tive percentage of revisions was 1.9% (95% CI 1.7–2.1) in the 
mixed group as compared to 2.4% (2.3–2.5) in the matched 
group (p = 0.001). However, they also found that, mixing of 
heads from one manufacturer with stems from another was 
associated with a higher revision rate (p < 0.001). Peters et al. 
[41] found that 6 year revision rates for mixed THAs (3.4% 
[95% CI 3.1–3.7]) were similar to that of non-mixed THAs 
(3.5% [95% CI 3.4–3.7]). The occurrence of complications, 

including infection, periprosthetic fracture, dislocation, loosen-
ing of femoral component and liner wear were similar in mixed 
and non-mixed THAs. However, they noted that loosening of 
the acetabular cup was more common in mixed THAs (16 
vs. 12%). Taylor et al. [42] performed a survival analysis of 
108,613 primary THAs, which showed 17-year survival of 
matched components and unmatched components to be simi-
lar. They also found a small, statistically significant improve-
ment in Oxford Hip Scores for the unmatched group compared 
with the matched group. Thus, the mixing of components from 
different manufacturers may yield similar or better outcomes 
if it is performed when indicated as long as mixing of stem 
of one manufacturer with head of another manufacturer is 
avoided.

While the safety of mixing of components from different 
manufacturers may be satisfactory, the legal implications of 
mixing of components is another important aspect that has 
to be taken into consideration. Mixing of components from 
different manufacturers is against the guidelines of all manu-
facturers. This could absolve the manufacturer of complica-
tions relating to the implant use, and transfer the responsibility 
of manufacturer of implant to the orthopaedic surgeon. The 
approval from the regulatory body for the use of an implant 
after assessing its safety, may no longer be valid as the implant 
was not designed or tested for use with an implant from a dif-
ferent manufacturer. This opens the door for claims of medical 
negligence against the orthopaedic surgeon for the use of a 
defective and unauthorised implant. If a situation does require 
the use of mixed components, it is advisable to inform the 
patient about the need for mixed components, the benefits and 
drawbacks of mixing components, and to obtain an informed 
consent for the use of mixed components from the patient. Till 
date, no orthopaedic surgeon has been held legally responsible 
or ended up in a lawsuit for the use of mixed components, 
based on case law review in the United Kingdom, Germany, 
and the Netherlands [43]. We were unable to find any lawsuit 
in India pertaining to the issue of mixing of components from 
different manufactures for an arthroplasty. Peters et al. [43] 
suggests that if an orthopaedic surgeon desires to use mixed 
components, they are advised to avoid mixing across the fixed 
articulation (i.e., use a head from the same manufacturer as the 
stem), appropriately match sizes across the mobile articulation 
in hard-on-soft THAs and to avoid mixing of components in 
hard-on-hard bearings. In summary, despite mixing of com-
ponents yielding satisfactory outcomes, it is best avoided for 
the risk of legal implications.

Post‑operative Rehabilitation Protocol

Following a THA/TKA rehabilitation plays a vital role 
in the outcome of the surgery. There remain uncer-
tainty regarding the post-operative rehabilitation and 
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mobilisation protocols to be followed and is often patient-
specific. Early mobilisation decreases length of hospital 
stay and cost [44]; however, increases the chances of fall, 
implant breakage and is dependent on patient’s pain tol-
erance. The length of hospital stay post arthroplasty for 
rehabilitation is also debatable. The usual indications 
for inpatient multidisciplinary rehabilitation are: two 
simultaneous arthroplasties, revision of a previous hip or 
knee arthroplasty, postsurgical complications, advanced 
age, comorbidities influencing the rehabilitation process, 
social difficulties, necessity for adaptation of the environ-
ment, insufficient or unadapted out-patient (para)medical 
care [45]. Surgeons and hospitals might have their own 
protocol regarding mobilisation and physiotherapy fol-
lowing arthroplasty. While this is left to the discretion 
of the surgeon, it is important for legal purposes that the 
advice given regarding mobilisation and physiotherapy be 
documented, as well as document whether the patient is 
following such advice. In the Rohini Morghade vs. Dr. AV 
Spare (7MLCDa118; j313–August 2014) [17], the patient 
developed a complication following arthroplasty. The 
patient was adviced by the orthopaedic surgeon for bed 
rest and the same was documented in the discharge sum-
mary. The fact the patient was not following this advice 
was used in the defence of the lawsuit by the doctor. In the 
Asthana vs. Sh Ramsingh Hospital Case (I(09)CPJ132) 
[17], an in-patient following arthroplasty who was advised 
bed rest, requested for a bed pan, but was refused by the 
hospital attendant. The patient slipped while walking and 
ended up fracturing her tibia and fibula. The administrative 
deficiency to follow post-operative rehabilitation protocol 
was proved and compensation was awarded. A summary 
of the precautions to be taken to prevent lawsuits in THA, 
TKA cases has been listed in Table 3.

Conclusion

Lawsuits involving THA, TKAs are on the rise, and it 
is increasingly important for orthopaedic surgeons to be 
aware of medico-legal issues related to it. Understanding 
these matters, we believe will help avoid malpractice law-
suits, improve planning and protocols of orthopaedic sur-
geons, and help in the defence of lawsuits. Further studies 
on this matter should be promoted in developing countries 
such as India where there is deficiency of published litera-
ture on this matter.
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