




[image: ]






Title: Total Knee replacement General Anaesthetic vs Spinal Anaesthetic and effect on recovery
Claire Louise Wright
Student number 2318243


Contents:
Introduction
Case Study
Condition Overview
Previous Approaches to the condition
Current Approaches to the condition
Co-production
Clinical governance and supervision framework
Conclusion and recommendations
Reference list
Appendices











Introduction.  
Osteoarthritis (OA) is one of the most debilitating diseases according to Grassel and Muschter (2020).
Osteoarthritis (OA) is a chronic disease and the most common orthopedic disorder. A vast majority of the social OA burden is related to hips and knees. (Giorgino et al 2023)
This study looks at the difference having a total knee replacement using spinal block instead of general anaesthetic, has made to patients hospital length of stay, total recovery time and outcomes.
 
Case Study
 This case study will be looking at the role of a Therapy Assistant Practitioner (TAP) working in the Community Reablement Team (CRT). The TAPs within the CRT are Generic working equally with Physiotherapy (PT) and Occupational Therapy (OT). Patients are allocated in one of 2 ways, either by the clinical lead as a direct referral where the TAP is the only worker involved; or via internal referrals from qualified therapists who will remain as the main caseworker. The patient in this case study was a direct referral. For the purposes of this case study, we will refer to the patient as May, to maintain confidentiality.
May is an 83-year-old Lady who had severe Osteoarthritis (OA) in her knees. Osteoarthritis (OA) is one of the most debilitating diseases according to Grassel and Muschter (2020).
May was referred to CRT for physiotherapy input following a total knee replacement(TKR).  This was an elective procedure  and May had been waiting for the operation for 4years. The length of wait was due to a number of cancellations and postponements. May has a past medical history that includes Chronic Arthritis. Osteoporosis. Irregular heartbeat. High blood pressure and Macular degeneration. Oedematous legs with a history of breaking down causing ulcers and swelling.
May has been widowed for approximately 12 years, she has 1 step daughter who lives in Canada and who phones her every day. May has 2 Nieces who are very supportive and will help with providing lifts to appointments, shopping and cleaning.
May is very independent and has always had a good social life. Since retiring May has been an active member of the ‘old age club’, and has a good friend network. Often meeting friends for lunch, or going shopping with her Niece. May also enjoys reading, jigsaws and used to do a lot of cross-stitch although she finds this very difficult now because of her failing eyesight. May does not drive but will use the bus for local trips. May has been a keen supporter of Swansea City football Team for many years. 
During the time that May was waiting for her operation, she found her mobility was gradually declining, and her ability to maintain her social activities was affected.  
“Potential long-term consequences of knee osteoarthritis include reduced physical activity, deconditioning, impaired sleep, fatigue, depression, functional decline, and disability.” (Sharma 2021)
As she was waiting for the knee replacement May found that she was finding her own method of doing things to compensate for her reduced range of movement and increased pain. This included walking downstairs backwards and upstairs in a sideways manner. She developed a ‘hip hitch’ when walking because she was not able to bend her knee. 
May had her knee replacement with an epidural rather than under general anaesthetic as this was deemed to be the safer option due to her irregular heartbeat. May was discharged from hospital 7 days after the operation and with no care package. She had an OT assessment in hospital but no equipment needs were identified, an environmental/home visit was not conducted. May received PT input on the ward which included being given a standard program of chair and bed exercises. She was assessed as being independently mobile with a rollator frame 
May was referred for PT input to help her reach her goals, which were to progress mobility to walking unaided, and be independent on stairs. As TAPs are generic, an OT environmental assessment would be carried out and any identified needs addressed at the same time.
Overview of condition 
Osteoarthritis (OA) is a chronic disease affecting the joint and its tissues, primarily leading to progressive damage to articular cartilage and, subsequently, to the subchondral bone and surrounding synovial structures. OA is a disabling condition with increasing incidence and prevalence in the general population. ( Giorgino et al 2023). The rate of progression differs from person to person. OA can affect any joint; however, the majority of affected joints are hips and knees.  Sharma (2021) tells us that many factors can be associated with an increased risk of OA, and can include age, sex, obesity, occupational factors and knee injury, with females over the age of 60 being more at risk. Symptoms of OA can include Pain, stiffness, reduced range of movement within the joint and muscle weakness. There is no cure for the disease and due to its progressive nature; OA of the knee can have a major    effect on people’s ability to carry out their ADL independently. This leads to OA having a big impact on health and social care systems. Abraham et al found that healthcare costs were almost doubled in patients with moderate to severe OA pain.
Previous approach to condition 
In the first instance, a Doctor, following physical examination and discussion, usually diagnoses OA. The cardinal symptom of OA is pain, which is typically provoked by load bearing and relieved by rest. (Katz et al 2021).  Other symptoms include stiffness following inactivity; increased pain brought on by movement of the joint and bony overgrowth that can be discovered on physical examination. Following the initial diagnosis patients will often be sent for imaging and this can be X-rays, Computed Tomography (CT scans) and/or Magnetic Resonance Imaging (MRI scans.) Scanning the joint will enable the physician to decide on the level of damage to the joint and the most appropriate treatment.  OA is a progressive disease (as stated above) and there is no cure. Early treatments include painkillers; anti-inflammatory gels and/or tablets. As the disease progresses treatments such as steroid injections into the affected joint may be required. Surgical interventions such as TKR are not usually performed until OA is more advanced. Therapy intervention is recommended through all stages of the disease and it often falls to the TAP to carry out these interventions. Physiotherapy TAPs will provide exercise programs for the patient to complete on a daily basis. Gentle exercise is recommended to keep the joint as mobile as possible even while it is deteriorating. However, Hunter and Hall (2023) suggest that improvements in pain and function are on average small to moderate.   In some cases more specialised exercise types such as hydrotherapy are offered – not all health boards have the facilities to offer this therapy. Whilst there may be some doubt over the true benefit of exercise, it is beneficial in helping patients with weight control, which is important as one of the main risk factors for OA is obesity. TAP’s will provide strengthening exercises to try to maintain stability in the joint and are generally more gentle than aerobic exercises, and there will normally be a mixture of seated, lying and standing exercises. 
TAP’s will also be able to assess the patients environment and offer advice on and in some cases issue small aids and assistive equipment that will help patients maintain their independence with ADL. This can be something as simple as a sock aid or long handled shoe horn, to furniture raisers and raised toilet seats to make essential transfers easier.
Evans et al (2019) points out that given time all TKR will fail and need revision. Despite this  NICE guidelines (2020) tells us that knee replacement is an established treatment once all non-surgical treatments have been tried, and reports that over 100,000 knee replacement procedures are performed in the United Kingdom each year, with TKR amounting to over 80% of those.  
Current approaches to the condition 
Patients undergoing TKR are generally 55yrs of age and older. Ehsani et al (2020) advises that, the likelihood of patients in this age group, suffering from additional complications of General Anaesthetic (GA), such as post-operative delirium, are increased. Post-operative delirium can have serious implications on a patient’s recovery as it can have a significant effect on length of hospital stay, increasing risk of hospital-acquired infections. Ability to manage independent ADL, and participation in rehabilitation programs are also greatly affected. In an effort to combat this, TKRs are now being performed more and more under Spinal Anaesthetic (SA). (Matharu et al 2020) tells us that Regional anaesthesia can help reduce length of hospital stay, readmissions and other complications. 
(Mancel,Van Loon and Lopez 2021) suggest that early mobilization following TKR positively influences the patient outcome. TAPs based on hospital wards will be actively involved in helping patients become mobile as soon as possible, along with the physiotherapist. Patients who received their surgery under SA could be ready for therapy input within 12 – 24 hours; however patients who have had a GA may have a delay in starting their physio due to time needed to recover from GA common side effects can include nausea and vomiting; prolonged tiredness and confusion, as advised by American Association of Anaesthesiologists. 
TAPs will be involved with delivering physiotherapy programs and will work with the Hospital Occupational Therapists to provide any equipment or reablement required prior to discharge. 
With shorter lengths of stay, patients are more likely to require the help of Community Teams, such as the Community Reablement Team (CRT) Therapists, and possibly CRT reablement support workers. CRT TAPs will be able to offer 1:1 physio input tailored to meet the patient’s individual needs and goals, this is delivered in the patient’s own home and being in a familiar environment can be more comfortable for the patient, and this can lead to better outcomes. There is an argument that outpatient clinics are a safer environment for rehabilitation as they are usually held in a hospital setting with qualified staff on hand, specialist training equipment is available, such as parallel bars, rehabilitation steps, there are drawbacks as traditional Outpatient clinics can be less accessible to patients and outpatient groups are not as person centred. However, (Zhao et al 2023). Tells us that home based rehabilitation following TKR appears as effective, safe and cost efficient as outpatients.
Co-production 
Co-production of health is defined as ‘the interdependent work of users and professionals who are creating, designing, producing, delivering, assessing, and evaluating the relationships and actions that contribute to the health of individuals and populations’ (Gremyr et al.2021)
Individuals and agencies needed to work together can be split into a number of different areas, which include, Health, Social and third sector.
Within health there is the Consultant and surgical team who carried out May’s knee replacement; Other Allied Health Practitioners (AHP) working with May within the hospital before and after May’s surgery; District Nurses and GP and Colleagues within the CRT following May’s discharge. Working together is vital to providing a ‘seamless’ service for May, as details of operation and any restrictions during rehabilitation, such as weight bearing restrictions, need to be passed on. District Nurses will need to take over wound care and GP’s will monitor pain relief.
Wolfe et al 2020. Tells us Family and unpaid caregivers often play an active role in managing the care of older adults with activity limitations. In May’s case she will need assistance with shopping, laundry etc. 
Barriers to co-production can be lack of staff within other health teams –might not have received optimal intervention when an inpatient, this can also be due to pressures on the health service and bed shortages combined with policies to discharge patients as soon as possible.  Breakdown in communication from the hospital teams to the community teams can also be a problem. Often referrals do not contain all the information the CRT staff will need in order to provide the best interventions for patient.  In May’s case, this could be something as simple as no record of when the Consultant wishes to conduct a review in fracture clinic. Referrals made to two or more teams because different professionals make them. For example, Consultant referred to outpatients and discharge team referred to CRT; both referrals were for Physiotherapy intervention.  
There are a number of barriers encountered when trying to work collaboratively with GP’s. these include lack of home visits and difficulty obtaining face to face appointments. 
Difficulties also arise when having to rely on family members, extended family members often have full lives or live away.  TAPs will often need to overcome family member’s uninformed expectations. In May’s case the problem was that family members were trying to stop May from doing things that they felt were unsafe despite the TAP having completed assessments and having deemed May safe to do. 
Despite the acknowledgement of a number of barriers to co-production, Masterson et al 2022 recommend that the focus shift towards advocating for it.
Clinical governance and supervision framework 
Clinical governance is an umbrella term that encompasses quality assurance, quality improvement and risk and incident management. (Blanks and Wright. 2023)
There are ‘seven pillars’ of clinical governance, which are
1.Risk Management. 2. Staff Management. 3. Information management. 4. Training and education. 5. Service user engagement. 6. Clinical effectiveness. 7. Quality and clinical audit.
I looked at two of these pillars and their relevance to the role of the TAP.
Service user engagement. – The role of the TAP is patient facing and reliant on building strong connections with those patients. A good rapport between patient and therapy staff makes it more likely that the therapy intervention will have a good outcome. This is confirmed by Black et al (2014) who reported “ The aspect of experience most strongly associated with a better outcome was the level of communication with and trust in their doctor”.   Service user feedback and therapy outcome measures, are used to measure the level of service user engagement. Known as Patient reported outcome measures (Proms) and Patient reported experience measures (Prems). Kingsley and Patel (2017) explain that data gathered by using Proms and Prems has many uses including quality evaluation. This can be a vital tool in service development, and measuring service quality. However, relying on patient surveys and questionnaires has its drawbacks, as patients may not provide accurate data. The engagement of patients to Proms and Prems can often depend on how the data is collected, especially in the community setting where a large number of patients are elderly. Electronic forms can be difficult to access for the elderly for example. One solution to this is for therapy staff to assist the patient to complete the forms, unfortunately this may mean that patients don’t provide honest responses as they are concerned about upsetting the therapist. 
Information management – A lot of data is collected by health care professionals while they are treating patients. This data is protected by the General Data Protection Regulation (GDPR) and Data Protection Act 2018. Only information that is needed for the effective treatment of the patient should be collected and kept. Consent to share information, even between health care professionals must be gained from the patient, information can only be kept for as long as it is needed and must be stored and destroyed securely.
 Conclusion and recommendations 
Osteoarthritis is the most frequent reason for activity limitation in adults.(Katz et al 2021).  
TKRs are not an easy fix, not only because of the need for revision, but also because of the post-operative care. As they are a ‘last resort’ treatment the patient will have lived with increasing pain and decreased mobility of the joint for a long time, and this can make recovery harder.
Therapy intervention prior to surgery can help to delay the progression of the disease and help to manage pain relief. 
Recent developments in anaesthesia have discovered that patients who have a TKR under spinal anaesthesia can have a significantly higher success rate, than those who have a general.
Owen et al (2022). In the largest single institutional report to date, we found that spinal anaesthesia was associated with significantly lower oral morphine use, lower risk of altered mental state, and lower overall 30- and 90-day readmissions following primary TKRs. Additionally, spinal anaesthesia was associated with reduced risk of any revision and any reoperation after accounting for numerous patient and operative factors. When possible and safe, spinal anaesthesia should be considered in primary TKRs.
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