ARTIGO ORIGINAL

IMPACTO DA SAIDA PRECOCE DO LEITO NA ARTROPLASTIA

TOTAL DE JOELHO

IMPACT OF EARLY WITHDRAWAL FROM BED IN

TOTAL KNEE ARTHROPLASTY

André Pinto Souza Mendes’, Giulliano Gardenghi?, Alecsandra Aparecida dos Santos?®,
Deise Barboza®, Keli Cristina Betto Simdes Marcondes®, Renan Fernandes Ribeiro®

'Corresponding author. Hospitalar and Orthopedic-Traumatologic Physiotherapist.

S&o Paulo (S&o Paulo), Brazil. http://orcid.org/0000-0001-9638-9177. fisioamendes@gmail.com

2Physiotherapist. PhD in Sciences; Scientific Manager of the ENCORE Hospital (Goids); Scientific Manager of CEAFI Graduation (Goids);
Physiotherapy department manager at the Urgencies Hospital of Goidnia - HUGO/Lifecare (Goids); Intensive Care Unit Physiotherapy Manager
at the Pediatrics Institute of Goids - IGOPE (Goids) and Hospitalar Physiotherapy Graduation Coordinator at the S&o Cristévé@o Hospital and
Maternity, Séo Paulo (S&o Paulo), Brazil. http://orcid.org/0000-0002-8763-561X. giulliano@arh.com.br

3Physiotherapy. MSc in Rehabiliation Sciences. S&o Paulo (S&o Paulo), Brazil. http://orcid.org/0000-0002-4571-7959. alec_fisio33@icloud.com
“Pneumofunctional physiotherapist. S&io Paulo (S&o Paulo), Brazil. http://orcid.org/0000-0002-6345-5251. deise_barb@hotmail.com
Respiratory Physiotherapist. Spine and Pain Centre Manager at the Bandeirantes Hospital.

Séo Paulo, Sé&o Paulo, Brazil. http://orcid.org/0000-0002-5641-2202. keli.betto@gmail.com

SHospitalar and Orthopedic-Traumatologic Physiotherapist.

Sdio Paulo (Séo Paulo), Brazil. http://orcid.org/0000-0002-9225-5603. fisioterapia.renan@gmail.com

RESUMO | Introdugdio: A osteoartrose é uma doenga
inflamatéria, degenerativa e progressiva que causa
dor, incapacidade funcional e imobilidade. Havendo
insucesso do tratamento conservador, é indicada a
Artroplastia Total de Joelho (ATJ). Obijetivos: Analisar
o impacto da saida precoce do leito no pés-operatdrio
(PO) e identificar quais motivos retardam esse processo.
Método: Estudo prospectivo e experimental com pacientes
submetidos a um protocolo de mobilizagdo precoce pds
ATJ, de julho/2014 a marg¢o/2015. A estatistica utilizou
testes de Fischer e T de student ndo pareado. O nivel
de significéncia foi de 5% e os dados apresentados
como média e desvio padrdo. Resultados: Amostra de
30 pacientes, idade 67,517,4 anos, 80% sexo feminino,
osteoartrose como etiologia para ATJ. O grupo NS (ndo
sairam do leito no 1°DPQ) teve mais dor (PO imediato
6.4%t4.1 contra 3.3%3.5, p=0.03; 1°DPO 7.1+3.2
contra 3.8%3.5, p=0.01; 2°DPO 5.713.2 contra
2.1+2.4, p=0.00; 3°DPO 4.6%2.8 contra 1.7%+2.4, do
grupo SS, p=0.003) que o grupo SS (sairam do leito
no 1°DPQ). SS seguiu o protocolo com maior frequéncia
(p=0.003), a média de permanéncia hospitalar foi
maior no grupo NS (5%2.5 contra 2.810.8, p=0.00) e a
quantidade de atendimentos de Fisioterapia foi maior no
grupo NS (9.515.7 contra 4.7£1.7, p=0.00). O motivo
mais frequente de impedimento para a saida do leito no
1°DPO foi a ndo liberagdo médica (62%), seguido por
indisposicdo, falta de prescricdo de fisioterapia e dor.
Conclusdo: O protocolo foi benéfico em relagdo & dor,
capacidade funcional e tempo de internagdo, podendo
reduzir custos hospitalares.

Palavras-chave: Artoplastia; Prétese  do  joelho;
Fisioterapia; Reabilitagdo; Deambulagdo Precoce.

ABSTRACT | Introduction: Osteoarthrosis is a
progressive inflammatory and degenerative disease that
causes pain, functional disability and immobility. In case
of failure of conservative therapy, Knee Arthroplasty
(TKA) is indicated. Objectives: Impact Analysis of
patient’s early withdrawal from postoperative bed (PO)
and to identify which motives delay this process. Method:
Prospective and experimental study with patients
submitted to a protocol of early mobilization post TKA,
from July 2014 to March 201 5. For the statistical analysis
were used the tests of Fischer and T of unpaired student.
The significance level was 5% (p <0.05) and the data
were presented as average and standard deviation.
Results: Sample of 30 patients, age of 67.517.4 years,
80% female, osteoarthrosis as etiology for TKA. The NS
group (did not leave the bed in 1st PO) presented more
pain (PO immediate 6.414.1 vs 3.3+3.5, p=0.03; 1st
PO 7.1£3.2 vs 3.813.5, p=0.01; 2nd PO 5.7£3.2 vs
2.1£2.4, p=0.00; 3rd PO 4.6+2.8 vs 1.7£2.4 of SS
group, p=0.003) than SS group (left the bed in 1st
PO). SS group followed the protocol more frequently
(p=0.003). The average hospital stay was higher in
the NS group (5.0%£2.5 vs 2.8%+0.8, p=0.00) and the
amount of Physiotherapy appointments was higher in
the NS group (9.515.7 vs 4.7%1.7, p=0.00). The most
frequent cause of impediment for leaving the bed in the
1st PO. was non medical release (62%), followed by
indisposition, lack of prescription of physiotherapy and
pain. Conclusion: The protocol was beneficial regarding
to pain, functional capacity and period of Hospital stay,
which could reduce hospital costs.

Key words: Arthroplasty; Knee prosthesis; Physiotherapy;
Rehabilitation; Early Deambulation.

Jousaatieti Rig sivtheropy Resessebd 201171 bloyenperilihe@4t 192 /2017

DOI: 10.1 7267&38—2704rpf.v7i4.1 595


http://dx.doi.org/10.17267/2238-2704rpf.v7i4.1595

INTRODUCTION

Osteoarthritis (OA) is a degenerative rheumatic
disease that affects the synovial joints and is
characterized by changes in the articular cartfilage
giving rise to areas of atrial fibrillation and
cracking. Microfractures are also observed, as
well as cysts and sclerosis in the subchondral bone
and formation of osteophytes in articular edges'.
Such pathology is associated to pain, stiffness,
deformity and progressive loss of function affecting
the individual in multiple dimensions, from organic
to social level? lts incidence is very high in our
midst, being responsible for incapacity for work in
approximately 15% of the adult population of the
world. In Brazil, it ranks in third place in the list of
Social Security insured parties who get a sick pay,
involving 65% of the causes of disability, being only
after cardiovascular diseases and mental disorders.
It occurs predominantly in females during adulthood
between the fourth and fifth decades, at the time of
menopause>.

Total knee arthroplasty (TKA) has been stirring
up the treatment of OA, changing the patient’s
functional status, quality of life and disabilities
such as pain, stiffness and deformities caused by
those articular disorders*>%”, Although the greatest
concern is the relief of pain followed by the gain of
articular amplitude and alignment of lower limbs,
studies are increasingly focusing the deficit of muscle
performance in these patients®.

Early post-operative rehabilitation is an important
factor for the success of treatment in TKA, expected
to commence in the immediate post-operative period
with follow-up until functional independence of the
patient. The absence of a rehabilitation treatment
contributes negatively to the degree of knee function,

%10 Likewise,

leading to failure in rehabilitation
functional rehabilitation of the knee in the post-
operative period, mainly through kinesiotherapy
exercises and early withdrawal of the patient from
the bed are indispensable for better adaptation of

the prosthesis’.

The rehabilitation program after total joint
replacement maximizes the functional status of the
patient in relation to mobility and daily life activities,
and minimizes post-operative complications. There
are few studies that standardize the rehabilitation

process regarding early withdrawal of the patient
from bed and precocity of exercises, therefore
making the comparison of methodology and results
difficult.

Zuglianie et al. mention that TKA involves extensive
tissue trauma, making analgesia of fundamental
importance during this stage, but it should be
considered that therapy with early joint mobilization
is an important aspect to achieve good results'.

Oliveira et al. studied the effectiveness of TKA
associated to an early and intensive program of
physiotherapy and concluded that the treatment
proved to be effective in relation to pain, stiffness,
function and, consequently, better quality of life for
patients®. The objective of this study was analyzing
the impact of early withdrawal of the patient
from the bed on the first post-operative day in its
rehabilitation and identifying the main reasons that
slow down such process.

MATERIALS AND METHODS

This is a prospective and experimental study of 30
patients undergoing TKA, of both sexes, hospitalized
in the ICU and nursing wards of Unimed Santa Helena
Hospital. The individuals were oriented in time and
space, with neurological evaluation compatible
with 15 points on the Glasgow Coma Scale. After
approval from the Research Ethics Committee of
Santa Helena Hospital / Unimed Paulistana (an
integral part of Plataforma Brasil), enrolled with the
number 985,270 (CAAE 34854414.2.0000.5459),
following the inclusion and exclusion criteria, each
patient being previously informed by the Free and
Informed Consent Form was included in the TKA
physiotherapeutic protocol.

Non-collaborative patients or patients with cognitive
disability, revisions of prosthesis, suspected prosthesis
dislocation, neoplasms, association with other recent
surgery on the same limb or contralateral limb, and
hemodynamically unstable patients were excluded.
After selection, patients were approached in their
hospital beds by the physiotherapist in the immediate
post-operative day, starting the institution’s

rehabilitation protocol in TKA, Chart 1.
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Chart 01. Institution’s rehabilitation protocol in TKA. S&o Paulo/SP, 2014.

Preoperative Planning

-Guidance about the surgery and
rehabilitation

- Delivery of Guidelines Manual- Teach
and instruct about breathing and
metabolic exercises

-Stretching exercises for lower limbs
(harmstring, quadriceps, triceps surae)
-Strengthening exercises for lower limbs
(harmstring, gluteal muscles, quadriceps,
abductor and adductor, triceps surae)
-Gain of amplitude of movement, if
necessary and possible

-Instructions and beginning of gait training
with walker

-Electrothermal therapy and cryotherapy,
if there is pain

Immediate PO

-Instructions to the patient / positioning
-Electrotherapy, if there is pain
-Cryotherapy

-Breathing exercises

-Metabolic exercises

-Resisted exercises of the ankle, 3
series/10 repetitions.

-Beginning of quadriceps isometry, 1
series/ 10 repetitions of 15 seconds
-Active exercises of the non-operated limb
-Discharge instructions

POD 1

-Conduct maintained

-Gain of amplitude of movement

(passive /active assisted /active) of
operated knee (90°)

-Resisted exercises of non-operated limb,
3 series/10 repetitions.

-Check if there is medical release to
orthostatism and gait training in this phase

POD 2

-Conduct maintained

-Active gain of amplitude of movement in
the operated limb

-Sit on an armchair

-Orthostatism with walker and weight
bearing according to medical prescription
-Gait training with walker and weight
bearing according to medical prescription

and evaluate clinical conditions

POD 3
-Conduct maintained
-Reinforce discharge instructions

The outcomes studied were: pain, hospital stay average period, accession to the physiotherapeutic protocol,
index of Physiotherapy referral by a doctor, amount of in-hospital physiotherapy sessions and factors that
prevented leaving the bed on the first post-operative day.

In the comparison between groups using the criterion “left the bed or not”, the unpaired Student’s t-test was
used. In the comparison between groups using the criterion “presence of pain”, the unpaired Student’s t-test was
used. In the comparison between groups using the criterion “prescription of physiotherapy or not”, the Fisher’s
exact test was used. In the comparison between the groups using the criterion “followed the physiotherapy
protocol or not”, the Fisher’s exact test was used, assuming significant p values < 0.05. Data were presented as
mean and standard deviation.

RESULTS

The average age of the sample comprised of 30 participants was 67.5 £ 7.4 years old, ranging from 52 to
82 years old. Regarding the gender, 24 (80%) were women. The mean weight was 75 + 10.5 kilograms (kg).
Mean BMI was 30.0 = 3.9 kg/m2, being that the group that left the bed on post-operative day 1 (SS) was
heavier than patients in the other group (NS), but without any difference in mean BMI, where 47% of patients
had some degree of obesity. In 100% of the cases studied, etiology for knee arthroplasty was OA. Data
presented in Table 1.
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Table 01. Characterization of groups that left the bed or not on post-operative day 1 after knee arthroplasty. Séo Paulo/SP, July /2014 to March/2015.

Left the Age (years) Female gender Weight BMI ( Obesity
bed (kg) kg/m2)
Yes 66.517.2 71% (12) 78.819.9 30.2%4.1 47% (8)
No 68.8+7.7 92% (12) 71x10 29.013.8 46% (6)
P 0.42 0.15 0.04 0.45 0.96

Key: BMI - body mass index, OA - osteoarthrosis.

Regarding pain, the NS group presented more pain in all days of hospitalization when compared to SS group,
with statistically significant difference. Data presented in Table 2.

Table 02. Pain assessment, comparing those groups that left the bed or not on post-operative day 1 after knee arthroplasty .
S&o Paulo/SP, July/2014 to March/2015.

Variable IPOD POD 1 POD 2 POD 3

Left the bed 3.313.5 3.813.5 21124 1.712.4
Did not leave the bed 6.41+4.1 7.143.2 57+3.2 4.61+2.8
p 0.03 0.01 0.00 0.03

Legend: VAS - visual analogue scale; IPO - immediate post-operative day; POD — post-operative day.

Regarding adherence to the physiotherapeutic protocol, SS group followed the protocol with more frequency
than NS group, with statistically significant difference. The index of prescription of physiotherapy had no
statistical difference between the groups. The mean hospital stay was 5.0 = 2.5 days in group S, while 2.81+0.8
days in group SS. The number of Physiotherapy consultations performed was also higher in group S, with an
average of 9.5 against 4.7 consultations on average in SS group. Data presented in Table 3 .

Table 03. Comparison of groups that left the bed or not on post-operative day 1 after knee arthroplasty .
Sé&o Paulo/SP, July/2014 to March/2015.

Left the bed Adherence to  the Physiotherapy Prescription Hospital Stay In
protocol Physiotherapy
Consultation
Yes 89% (51) 93% (56) 2.810.8 47X1.7
No 69% (36) Q0% (47) 5+2.5 9.5+55.7
[ 0.003 0.212 0.000 0.000

Legend: In Physiotherapy Consultation - number of Physiotherapy consultation performed.
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The factors that prevented leaving the bed on post-operative day 1 were: lack of medical release in 8 (62%)
cases, most often influenced by surgical complexity (bone loss, muscle anchoring, bleeding). Moreover, there were
two (15%) cases of malaise (hemodynamic changes, nausea or dizziness); two (15%) cases where we observed
lack of physiotherapy referral; and, one (8%) case in which pain was responsible for increased morbidity and
hospitalization time. Data presented in Table 4.

Table 04. Factors that prevented patients from leaving the bed on post-operative day 1 after knee arthroplasty .
Séo Paulo/SP, July/2014 to March/2015.

No medical release Malaise Lack of Physiotherapy referral Pain
62% (8) 15% (2) 15% (2) 8% (1)
DISCUSSION 25 are considered high-risk group for developing

Indication of TKA to patients older than 60 years old
is evident in this work (average 67.5 years old), given
that this meets the findings in recent literature''" %
Data described by Meyer and Thober' provide for
the female gender as prevalent in knee arthroplasty
surgeries with 77.7% of the cases, as well as Fuchs,
Mattuella and Rabello'!, which showed 84.3%, and
Carvalho Jr. et al. with 87.5%'“'°. In the present
study, women were also prevalent, with 80% of the
cases. When considering gender and age, we may
observe hormonal changes resulting from menopause
as a factor that predisposes this population to
development of osteoarthritis of the knee.

In all cases, we analyzed osteoarthrosis as etiology
for KTA. Some authors report osteoarthrosis of
the knee as a major cause for surgery, but not in
its entirety, varying in approximately 80% of the

cases'"'2,

Obesity was present in our study in 47% of the cases.
Population studies have consistently shown that obese
individuals have increased risk for osteoarthritis of
the knee in relation to those that are not obese. Data
from the first epidemiological study conducted by the
National Health and Nutrition Examination Survey
(NHANES-I) show that obese women with body
mass index over 30 and under 35 are nearly four
times more prone to osteoarthritis of the knee than
those with a BMI under 25'. In our study, the group
that left the bed earlier had greater body weight,
but with no statistical difference in the comparison
of BMI. Dias A.S. et al.* suggests that this may be
explained by the presence of other institutional
protocols, which indicate that patients with a BMI >

other complications associated with the restriction to
bed for a period greater than 48 hours. That way,
there is a careful treatment of the team to prevent
complications in this group of patients.

In a study performed by Schneider et al.’®, which
evaluated the relation of overweight and obesity
with musculoskeletal discomfort of postmenopausal
women, those sites of musculoskeletal discomfort were
observed. The greatest spot of pain was the lumbar
spine (43.7%), followed by complaints related to the
knee (40.6%), ankle/foot pain (28.1%), shoulder
pain (28.1%), and hip pain (21.8%).

The factors most frequently observed for preventing
patients from leaving the bed on post-operative day
1 were: lack of medical release, mostly influenced
by surgical complexity (bone loss, muscle anchoring,
bleeding), malaise (hemodynamic changes, nausea
or dizziness), lack of physiotherapy referral and
pain, responsible for increased morbidity and
hospitalization time.

Patients with persistent pain since the immediate post-
operative day without history of improvement must
be subjected to an investigation for acute infection,
instability of the prosthesis, misalignment and non-
articular causes. Patients with substantial improvement
of pain on the post-operative period that evolves
to late pain may have such pain attributed to the
loosening of components, late posterior instability or
a late infection via hematogenic dissemination'®.

In our study, there was a significant difference
in pain throughout the days of hospitalization.
NS group reported higher level of pain than SS
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group, contributing to stay in bed. Pain is one of
the main factors that limit ambulation and cause
increased risk of thromboembolism by immobility, in
addition to metabolic changes that affect several
other systems'”'®
management of pain is fundamental, with the use of
suitable analgesic techniques such as cryotherapy,
used in our institutional protocol'®?. In addition,

. Because of that, individualized

early rehabilitation with a focus on accelerating
post-operative recovery may reduce the time of
hospitalization and return to activities of daily
living?"?2. As for lack of physiotherapy referral
between the groups, there was no significant
difference.

Regarding the weaknesses of this study, failure in
randomizing and controlling the sample may be taken
into account. Furthermore, the fact that the number
of professionals involved is high and that they knew
they were taking part in the study may question
control over the application of the physiotherapeutic
protocol and data collection.

CONCLUSION

The protocol applied was beneficial in relation to
pain, functional capacity and hospitalization time,
which can reduce hospital costs.
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