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AT A GLANCE

SIS HAEASE QNN Tt T, &
JH-CHEl2HEe| M= 2ol= £82 =2=8=0
2} =2 HX|H, patellofemoral joint reaction force
S 2TAIX IR|EBE OfLfz}, closed 2

open—chained exercisedl| 2= S2|RICH

&

on
10

1. Patellar morphology

EMZe MW ZdolE oF 4.5cm(3.8~5.3)F 0]
3, ZHe] SIF 3/48 AT Ho a2
ol 3.5em(3.0~3,9) ArolH, ofhF 1/42
Aol gkt (2" 1), e7h29 F2 4.7cm
(4.0~5.5) A= &7iZo] dojHrt & HgFo] 9l
ok &4 AAY] FAe 2.3cm(1.9~2.6)F =0
o, &7hF S TAEAFL QAN Y F
i, SHE9] FA= 4~5mm ZEE trochlear
surface®] FHAZTHT FALH, YSo] S5H
ot o] £AE A 0R gEA Qi SUiES 52

AH Q= A] A1A lever armE 57X A quadriceps

O Column | 6

strength(extension power)S $7H]7]|= 7|52 3
), &7= FHY BEAES 15 A= AA 5t
o quadriceps forces &40 2 HAdsl=0| =2
o Htt, E3F 5] ZdEolA femur €} tibia
o] AEHE FHO=E o]gAl7|= femoral roll-
back phenomenon™ quadriceps 2] A& lever

arm< 577 |= 28-S it

EMEe] HEAEHE median vertical ridge©l]
ol medial ¥} lateral facetO @ UFojZlct, o]
23t medial ¥} lateral facet®] =7]2} Fejo] o}
2} Wiberg type I II, III=2 EFEH, lateral




faceto] B 2 e} W, Medial facet®] W
& AFGSALY 97t convex 341, lateral facet->
vertical plane¥} transverse plane WY-of|4] oF
7t concave 3}l Medial facet® superomedial
portion secondary ridge®] 2]l odd faceta} 4+
2=t} 18y secondary ridge™ median ridge
9= &2] subchondral boneoﬂlﬂ% FHe7p L5
E|A] ¢F= cartilage ridge €1 A= Ut} o|EstH
odd facet®] EH-E 2F7F concave dHAL HHES}
o}, ol2gt &71=9 %’;‘a 9] gHj= subchondral
bone ¥R ofujz} WAL T W] o8 4
AE|B=, patellofemoral radiography©] 2]3l]
patellofemoral articular cartilage AE|E 245}

71 ot}

&71&9] lateral subchondral bone line>
medial ¥t} © F73l, proximal lateral facet
o 4] subchondral bone density”} 7} =t}
Medial subchondral bone line $7]Z2] medial
marginZtA] A= o] A Al medial facet
7} odd facet junction 7FA|FE A =0} Qi)

NZ2Q] trabecular cancellous bone®] ok

(¢}
>

7H&2] coronal plane®| perpendicular SFEZE
articular facet¥}+= obliquestt}, o]o] Hle| thE]
=9] trabeculation &2 femoral trochlea?]
articular facet ZtZtol] tsto] perpendiculardt7|
Ao} gl

2. Trochlear surface of the femur

Distal femur?] AHF oA S/ BHL o]F
= F9=A], patellar facet of femur, patellar
groove, femoral sulcus, trochleag}il= F-Zt},
o]+ medial ¥} lateral facet 22 UFojA] gl
o, 9ol shallow groove® A A|Al He},
Medial facet Hth= lateral faceto] t] E7})

+
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Al
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ol glon, WHAEL S/llE Hob &F
o} oF 2~3mm #AEo]il, medial facet®] 10|
lateral 2t} oFctal & #] Q. Lateral trochlear
facet-& S71=2) lateral subluxations A=
buttress® ZH8-5Fo] LS7)Zo] 150~full flexion ¥
o)A &70Zo] trochlea & &0l 9JX|al==
FAIAAET, Trochlear depth= ARgEHlTH Z}o]
7} Wo} lateral patellar instability 7} 9= 2-$-

o= lateral faceto] AESF F7| Wl Lateral

e

trochlear facet®] proximal cartilage border—
medial Bt} ¢ ZYE7IA] WA Q) O cartilage
border7} Eth= s HASH] X = 2
oA EHof Qlo] ehd AIFA] &7lE°] lateral
displacement 2Z9lo]| =20] E]= Ao 7 AlRE
t} o]o] w3 medial facet?] proximal cartilage
border+ H| 1A &5t abrupt convex ridge”} &
Ax]o] lo] &7l &0 trochlear groove©l engage
E]% o] o fA| vhsoiXl Fejo| B, S0l &
BHoIA =2358-5 AR S71=0l ﬂ*oﬂ

59| trochlear groove® engage ¥=%
E3= Ao g AZEEC) 2

1. Patellofemoral kinematics

SNEe &A AIAA] femoral trochlea Xl
QEof 9%5}H, supra—trochlear fat pad<}
synovium & el pulvinar 9ol &=oI%la1, &
FHEob= o 50 RISk et FEol =
ZohiA Fxkm WS = ol FsHA Hot, patellar
tendon®] /4 Aol 9= oF 10= ==A] &0
%O] trochlear groove?} A&35H4 EH, 20 Ax

2efloF &71Z2] medial facet©] medial trochlea
9} &3 "ok, Lateral trochlear facet-2 lateral
patellar subluxation®]| gt buttress® 2-g-a5}=
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2 15k =5 o|3=HH
F ol $1xeHA e}, Patellar tendon
9] Zo)7} AArE ) 71 patellar alta?] 7-$-ofl= 10
= Bk o @2 20~30%8 F4dloF S7iFe]
trochlear groove®} &5 Ect, wehbA] patellar
7d5-oll= femoral trochlea W= F0]2kA

& =JAA eiE

2 trochea

alta
lateral femoral trochlea®] 2J3} bony constraint
oV s o B 0] 9 s
o] zelE 7HsAJo] Wt SHTL Holw 30
& 229J0J41= trochlea Yol $13/317] e}, we}
A 30% == o] Fofl S7llEo] =Rt A=
319, tfHE 9] patellofemoral instability= 4174 ¢]
Ao A 30 =239 AleloflA TAYSHA =, &7
< 40= 25 W 7HA] WS ols= Al |eh

%O] 455 2= =W SUlEe BEdE SRS
trochlea®] mid—portion}, 90X F3 Alofl= &7
= HEAZ ZYHI} trochlea?] 319} HEE
H(1d 2), 135% HE= HWe =3Aole

L]:El

:"._.

medial
odd facet ©] medial femoral condyle®] lateral
bordere} FH =8| ., of2{gt @42 F=HAlof
+ femoral roll back EHA| femur7} tibia®] tf

>

Medial Lateral
@ o
30°
60°
@ o
@ 120
Ozl 2, 22 22 Moo [E 27121 trochlear 2
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5}o] external rotation E|7] wj&Eo|c},

A
contact force’} 7}FelAA] patellofemoral joint
cartilageoll F-go] AT, S¥HE ol ebd Al A
ol A= 70 -tiE TAEH] HFo] gleng &
A A Aol o] LY Ae 52 Sl -HhE
Aol Fehs A e Aol A dHEANRTS 733t
A 4 e 2 A7k, wheba] e A A
Ejoll 4] quadriceps setting exercisex= 7} QFA
gt quadriceps 743t 50| € 4= 9t} quadriceps
OF 83~10mm %=

TR ZHYH A= A

J patellofemoral

310

setting exercise Alof| E/&FE @
LHFE o] sHI

2. Patello—femoral contact area

EIES patellar tendon®] Zolof w2l 10~20
= FIAEA trochlea W& E0]eA =, o

5 SAE] AYEI} trochleat HEE7] A2
t}. Patellofemoral contact area— == A Eof w}h
o 2y, Ydutdo g fEo] oF 90%: kAl &

M TEAZ AY5E7}F upper trochlea?} FHZ3})

Medial




Al =H, 455k =3 Alole elEd #EAE Sxt
27} trochlea®) mid—portion}, 90%= = A]o]
+ &7is WEAEY] 2957 trochlea®] sHEL}
HAE5EH, 135% F3Aol= medial 7} lateral odd
facet©o] medial¥} lateral femoral condyle®] inner
portion¥} HEsHA| Heh, S71-thE wEo] M5
HAL Fo] WolAlH HA} F7FsHA EHH, S0
= ¥HEHo] trochlea®} &8t Fat> FxF 291
B2 olFsHA "rt o 20k =3 Alol= HE5HA |
2.6cm? AE=7} =31 2, 0MPa 4 =9] patellofemoral
contact forceZ} 7Fel|X|H, mro] WolxHA]
242 F718le] 30~60% =2 YollA FE g9l
T4 F7HEAL, 90% =3Alols FEH Aol
el 4.1ecm? A&7} AL patellofemoral contact
force™ 4, AMPa® Z71E T}, o] 5ol &7iZ0] 9
ZHko 2 220y medial odd facet©] medial
femoral condyle?] lateral bordere} FHZsHA =
t}. quadriceps tendon®] trochleat]® S¢]2
Al FHA tendofemoral contact E7] A&l
o 23514 EH, quadriceps tendon®| trochlea
O} H=351A =HA] patellofemoral contact force
7} #AsHA =ok (90% o)A} ZFA| quadriceps
tendon®| posterior surface’} femoral trochlea
o} gt w0 patellofemoral contact forces=
tendofemoral contact® QI8l] T8t H=H| o]
£ turn—around of forcesg} F£27|%= gic}), wet
A 120% ZF2¢]o]| 4] patellofemoral contact force
+ 2.0MPa A =7} Fr} 67

3. Patello—femoral joint reaction force

Patellofemoral joint reaction (PFJR) forces
quadriceps tension I} patellar tendon tension
of ol e A2 YFe e 2 H = resultant
force2 (18 3), F-=9] Z2o] WolA patellar
tendon¥} quadricepsAtolol] Zte7) o Zo] =W

+ 0
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M1: quadriceps tension, M2: patellar tendon tension.

* Zx{: Biomechanics of the patellofemoral joint.
In Fulkerson JP. Disorders of the patellofemoral
joint. 3rd ed. William & Wilkins, 1997, 23—38.

resultant vector 7} XA T, FE9] ZF2o| W
OolA|H, EZH HZ9] lever armo] HA|HA] A|
Zol 93l == flexion momentS A E3l|oF
3= quadriceps®] §lo] AA ok 2R, PRJRO| A
| A =t 3 quadriceps force(M1)Z} patellar
tendon force(M2) 7+e] M1/M2 ratio = A} 19|
ofUil F59| =3 Ztwof wel HIlehA =t
Z30| F7FFHA] ratioZt AR} AAA =Ho| =3
4=7F WobAH PRIRE B AAA €T}, Reiley 9t
Martens= A 23PA] il PRIRS A5<] 0.5
vio|m, Altke: e =Wd wj= AlF9] 3.3u2kal 5}
Qad, 28 oS whi= AlSe] 7.7919] slFo] o
ﬂ_'/é\‘ﬂ'] ol 7hsRIThaL shu, ol2|Rt Aih= o
A A A2 AR ASH v itk

31 closed—2} open—chain setting®l| 41 2] patello—
ofemoral forcer= T}2C} = axial loading 3}l 4]
(closed—chain loading) patellofemoral joint contact

9 | Coumn O
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stresst= =2r0] WolR|HA] F7 k= RHH, extension
against resistance(open—chain loading)A]oll+&= 4l
A D42 AXA FHE2 29 quadriceps muscle 7
3= $l8ll open—chain exercise & A|7]+= home
exercise machine, free weights, isokinetic
testing equipmentE AME-SF A TS Fo|
patellofemoral jointol 7}l A A] == Zols| o

g P ar} 9k, Jeinos

O Column | 10

References

Aglietti P, Buzzi R, Insall JN. Disorders of the pa-
tellofemoral joint. In Insall JN, Windsor RE, Scott
WN, Kellu MA, Aglietti P. Surgery of the Knee. 2" ed.
Churchill Livinstone Inc., 1993. 241-251.

Normal anatomy. In Fulkerson JP. Disorders of the
patellofemoral joint. 3" ed. William & Wilkins, 1997.
1-22.

Biomechanics of the patellofemoral joint. In Fulker-
son JP. Disorders of the patellofemoral joint. 3rd ed.
William & Wilkins, 1997. 23-38.

Hefzy MS, Yang H. A three-dimensional anatomical
model of the human patella-femoral joint, for the
determination of patello-femoral motions and con-
tact characteristics. J Biomed Eng. 1993;15(4):289-
302.

Dye SF. Functional anatomy and biomechanics of
the patellofemoral joint. In Scott WN. The Knee.
Mosby-Year Book, Inc., 1994;381-389.

Huberti HH, Hayes WC. Patellofemoral contact pres-
sures. The influence of Q-angle and tendofemoral
contact. J Bone and Joint. 1984;715-724.

Huberti HH, Hayes WC, Stone JL. Force ratios in the
quadriceps tendon and ligamentum patellae, J Or-
thop Res. 1984; 2:49-54.

Reilly DT, Martens M. Experimental analysis of the
quadriceps muscle force and patello-femoral joint
reaction force for various activities. Acta Orthop
Scand 1972; 43:126-137.

Hungerford DS, Barry M. Biomechanics of the pa-
tellofemoral joint. Clin Orthop.1979;144:9-15.




+
Vol 6. No.3 | September | 21 | 2020 =

| Column |

AN 2 2E2

Patellofemoral Pain Syndrome

] X & Do nysinEEY

AT A GLANCE

3 i Nl B0l QRIS SIS
= 91 SX01 §0l0f Olsf ST 0| S5
2 51l0| 7ks Mottt Hso|n ol
5t AOISS MLk, OIS MBI Slet AlEt

BHo| B3, 5K| I8 U BREEl0| Q01N T

| M2 1

ol A2 Ao 2T PR FHS BasH
g vla E3bA ol Bk B v
3 ABPFOR Yot A2 Weue o
shiaka) aBe] olel Bk Ahrk WD uf
o ST AR 55 Aot WA e o)

-
A =, s

rlek

2l

EETVELS

[

SNHE &5 S92 FEet Ale BEs] 1+
T A] 9FQF O 1} static/dynamic limb malalignment,
muscular imbalance around hip and knee joints,
overactivitys o]8] 2450 EgtF o7 Tojst=
Aog FASL k(™). A2 Aol gl
z2o|lHng SIHE wE dAZo] ¥l 5=
do7l= A otyH, 7] 7l oY 84 5
of 9J5}o patellar maltrackinge] ¥AsHAY &
e E] T Q] ¢f2lo] S71sHAl =W retinaculum,
synovium, fat pad, subchondral bone 52| £z}

S8A7E PAFE] FFo| WAEE HoR 274
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Patellofemoral pain syndrome (PFPS)

A

‘ Increased stress to the patella and retinacula ‘

e > 1 \

‘ Patella maltracking ‘ ‘ Flexion contracture ‘

tv ty

Quadriceps
dysbalance

lliotibial tract

Dynamic valgus ‘

\

Sacral inclination

Rear foot eversion,
Hip muscles BET (@l e
pes plano valgus

\ Hamstrings T

Low back problems

2! 1, This algorithm summarizes the findings from
the literature, which explains the pathogenesis for

PFPS

* Z%{: Reprinted from Peterson et al, Knee Surg Sports
Traumatol Arthrosc (2014) 22:2264 - 2274,

PATELLOFEMORALIMBALANCE

—

| RETINACULAR STRETCHING | | OSSEOUS / CARTILAGE OVERLOAD |

<4+

‘_

HYPOXIA MECHANICAL STIMULATION OF
INTRAOSSEOUS NERVES

Neurons
Hlstamme ‘— Mast Cells
VEGF ‘ NGF ‘—}‘ Free Nerve Endings ‘—}W
Hypervascularization Hyperinnervation l Prostaglandin E2
I 1
Neural Proliferation in 5
Vessel Walls Neural Sprouting
& 2. Etiopathogenesis of anterior knee pain.

* ZX]: Reprinted from Sanchis—Alfonso et al, Knee Surg
Sports Traumatol Arthrosc (2014) 22:2275 - 2285.
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T2 S7/iHE

M9l F5=

S48k, EES R o8 gkof = A
Al (cinema sign), ﬁlﬂ# ol Ade 2211 Y

oHE BH01 53 243t

9 YAE EojEH &o=m
= /=Y 7}%7‘}3]% W= A7 ot (grab
sign). F-Eolv vhEgo] Sl A= EEA A
T SN E S-S S5 BolAel %

Ezoll} 5}#] 2890 71Fo g SEol A7 &
4} (pseudolocking), 425 HE| Ak S 46}
7] %= gt

o, kx| B 9 B AE, S5 S3Ee Y

NEE] F3Y, aF5 o, A 5 (Lhd 529

45, HEXEDE, €8, H]‘ETR_ZL ) 9 dRzA

9] 71 %= (flexibility) 5=

Pl i Aoyt a1 FHO s, HiEAL
H

i

filo
ot
rO
ot
S
A
i)
to
e}
oE

Lof uhg} quadriceps avoidance gaitE 17| % 5}
1, squatE A|ARH §Fo2 £dEE & X
Bl A9E 38 4= 9tk (Squat test), £2©
HE+E squath] €389 =5 =7t 7 “\5}‘5}
Patellar grind test A] o] o= A= E&
o}, TEAME SR A9, S A1AY S0
g Aol AE s glske o Ewol "t
SFARE 233k, CT 9 MRI A} GollA] 224 o)A




H 1. Causes of patellofemoral imbalance

Retracted lateral retinaculum

Skeletal malalignment: femoral/tibial torsion
Genu valgum

Lack of dynamic control of the lower limb

Imbalance in activation of the medial and lateral components of the
quadriceps muscle causing abnormal lateral tracking of the patella

Increment of the TT—TG (tibial tuberosity—trochlear groove)
Medial patellar instability secondary to lateral retinaculum release

Multidirectional instability

* &X{: Reprinted from Sanchis—Alfonso et al, Knee Surg Sports
Traumatol Arthrosc (2014) 22:2275-2285

2! 3. Cause for functional or dynamic valgus
can be internal rotation of the femur, the tibia or
both. Internal rotation of the femur might be the
result of weakness of the hip abductors; internal
rotation of the tibia might arise from rear—foot
eversion or pes pronatus. Functional valgus may
lead to lateral patella maltracking.

* £X: Reprinted from Peterson et al, Knee Surg Sports
Traumatol Arthrosc (2014) 22:2264 - 2274.
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A% 559 Hle] "Hobd SE 55 S5
o] ohd ofof| gt AeHS: Fljof gk, upaka] &Y
g 55 SFolA A Haks o d3E
< 3dst] flal AlRE A A St olshA At
2 AAA S gt} 7HS A HAbllA S0
] o] A= ASKsoftening)7F WA= = 7
7t oy Akt Qe BE It F5S 54
3= AL ofyth
=

27iE £5 2520 14 ARE v5EE
25 *l‘sﬂﬁﬁi}(ﬁ 2). St T5= FEste oY
fa50] B38| wofsty| miizel 2127 HA

1 SAT} olElE wihESHA] whAAel =S
457 gek, utebd o] Aske] Aupel Thste] B
Aol & olslfstal & Aol disto] el o

4
P

rr

&3

N
}oll

ol AL B 52 wska gl WA 4
9 A FAL Aok 5 B 22 55 W
g %

%= TENS, ESWT, US, EMS, A9 2 34 =
Q] == & U FAF (HA, PDRN, PRP, Steroid
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H 2. Best practice guide to conservative management of patellofemoral pain

Ensure the patients understands potential contributing factors to their condition and treatment options

1.
Education 2. Advise of appropriate activity modification

3. Manage the patients expectations regarding rehabilitation

4. Encourage and emphasise the importance of participation in active rehabilitation
Principles

1. Give preference to CKC exercises to replicate function

2. Consider OKC exercises in early stages of rehabilitation to target specific strength deficits and movements
3. Provide adequate supervision in the early stages to ensure correct exercise techniques, but progress to independence as

soon as possible
Active 4. When independent, limit the number of exercises to 3 or 4 to aid compliance
rehabilitation 5. Use biofeedback such as mirrors and videos to improve exercise quality

Specifics

1. Incorporate quadriceps and gluteal strengthening

2. Target distal and core muscles where deficits exist

3. Consider stretching, particularly of the calf and hamstrings, based on assessment findings
4. Incorporate movement pattern retraining, particularly of the hip
Pain reduction

1. Provide tailored patellar taping to reduce pain in the immediate term

2. Provide PFJ braces where taping is inappropriate (e.g. skin irritation)

3. Consider foot orthoses

Passive Optimising biomechanics
interventions

1. Consider foot orthoses based on assessment findings (i.e. presence of excessive dynamic pronation)

2. Consider massage and acupuncture/dry needling to improve the flexibility of tight muscle and fasciae structures, particularly

laterally

3. Consider PFJ mobilisation but only in the presence of hypo—mobility
4. Consider mobilisation of the ankle and first ray in the presence of sagittal plane joint restriction

* Z%{: Reprinted from Barton et al, British Journal of Sports Medicine (2015) 49:923 - 934
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Exercise therapy is recommended to reduce pain
in the short, medium and long terms and improve
function in the medium and long terms.

Combining hip and knee exercises is recommend-
ed to reduce pain and improve function in the
short, medium and long terms, and this combina-
tion should be used in preference to knee exercis-
es alone.

Combined interventions are recommended to
reduce pain in adults with patellofemoral pain in
the short and medium terms. Combined interven-
tions as a management programme incorporates
exercise therapy as well as one of the following:
foot orthoses, patellar taping or manual therapy.

Foot orthoses are recommended to reduce pain in
the short term.

Patellofemoral, knee and lumbar mobilisations are
not recommended in isolation.

Electrophysical agents are not recommended.

ent on

* ZX{: Reprinted from Collins et al, British Journal of Sports
Medicine (2018) 52:1170—1178.
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Stratified Urgency of Different Orthopaedic Diagnoses and Surgical Procedures for Inpatient and Outpatient Surgeries

Subspecialty Priority A

Trauma Open fractures
Femu r neck fracture in the young
Pelvic fractures with bleedinga
Fractures with vascular injurya
Compartment syndromea
Reduction of joint dislocationb
Necrotizing fasciitisa

Emergency (Within 24 hr)

Priority B
Urgent (Within 48 hr)

Femur neck fracture in the elderly
Intertrochanteric femur fracture
Talar neck fractures

Surgical femur shaft fractures
Surgical distal femur fracture
Surgical tibia shaft fractures

Closed fractures with impending soft—tissue compromise

External fixation for complex fractures

Spine Closed reduction of cervical facet dislocationa

SCI

Epidural abscess Epidural hematoma

Orthopaedic oncology Surgical spine tumor with cord compression

Foot and ankle

Miscellaneous Septic arthritisa
Shoulder and elbow

Adult reconstruction Acute arthroplasty infection

Reduction of prosthetic joint dislocation

Pediatric orthopaedics Hip fractures and dislocationsb
Supracondylar humerus fractures
Slipped capital femur epiphysis

Tibia fractures with vascular compromisea

Open fractures

Hand Acute carpal tunnel syndrome
Pyogenic flexor tenosynovitis
Digit replantation
Reduction of joint dislocation

Sport medicine External fixation of knee dislocations

SCI = spinal cord injury
aSurgery should be done immediately.
°Surgery should be done within 6 hours.

Cauda equina syndrome

Impending pathologic fractures

Periprosthetic fracture

Classification system is based on the priority level of each diagnosis or surgery. Surgeries that are routinely performed outpatient are formatted as
* Z£X{: Orthopaedic Surgical Selection and Inpatient Paradigms During the Coronavirus (COVID—19) Pandemic. J Am Acad Orthop Surg. 2020;28(11):436-50.
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Stratified Urgency of Different Orthopaedic Diagnoses and Surgical Procedures for Inpatient and Outpatient Surgeries

Priority C
Expedited (Within 2 wk)

Surgical clavicle fractures

Surgical scapula fractures

Surgical humerus fractures

Surgical radius and ulna fractures
Surgical tibia plateau fractures

Surgical ankle fractures

Pelvis and acetabulum fractures

Closure or flap coverage of open fractures
Repairable osteochondral fractures

Surgical foot fractures

Subacute arthroplasty infection
Pediatric fractures
Ligament avulsion repairs

Surgical hand fractures
Tendon and ligament Injuries

Surgical tendon tears

Acute loose body removal

Locked knee from displaced meniscus tear
Ligament avulsion repairs

Complete acromioclavicular dislocation

SCI = spinal cord injury
a Surgery should be done immediately.
b Surgery should be done within 6 hours.

Priority D
Within 3 mo

Surgical lumbar disk hernia with radiculopathy
Surgical cervical radiculopathy Cervical myelopathy

ACL reconstruction

Chronic carpal tunnel syndrome
Ulnar nerve compression

ACL reconstruction

Multiligamentous knee reconstruction
Rotator cuff repair in young patients

Recurrent shoulder dislocation stabilization

Priority E
More Than 3 mo

Spondylolisthesis

Ankle arthroplasty or fusion

Shoulder arthroplasty
Elbow arthroplasty

Knee arthroplasty
Hip arthroplasty

Spine deformity correction

Trigger finger

Cartilage repair and regeneration
Chronic rotator cuff tear
Superior labral repair

Tendinitis surgery

Classification system is based on the priority level of each diagnosis or surgery. Surgeries that are routinely performed outpatient are formatted as bold.
* &X{: Orthopaedic Surgical Selection and Inpatient Paradigms During the Coronavirus (COVID—19) Pandemic. J Am Acad Orthop Surg. 2020;28(11):436-50.
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Determine urgency of surgery
for suspect or confirmed
COVID—19 patient

Postpone
\ Elective —p» operation
Urgent

Emergent  Can wait for COVID—19
swab test results to be > Yes

confirmed?
No
Proceed with Surgery <J
l Proceed with
Possible to perform procedure < surgery after
at bedside? COVID swab
/ \ results confirmed
Yes NO

v v

Perform procedure at Perform procedure in
bedside in isolation ward with  dedicated COVID—19 OR
full PPE precautions

*Zx: Liang ZC, Chong MSY, Sim MA, Lim JL, Castaneda P,
Green DW, et al. Surgical Considerations in Patients with
COVID—19: What Orthopaedic Surgeons Should Know. J
Bone Joint Surg Am, 2020;102(11):e50.
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H1. Summary results of subgroup analyses.

Outcome Studies Sample size Effect size 95% ClI P value
Postoperative pain
2 hours . 4 . 218 MD — 0.41 —1.00 to 0.19 0.18
4 hours 2 107 MD —0.90 —1.33 to —0.47 0.001
6 hours . 2 . 107 MD -0.78 —-1.16 to —0.40 {0.001
24 hours . 7 . 467 MD —0.62 —1.05 to —0.19 0.005
48 hours . 5 . 281 MD —0.94 —1.56 to —0.33 0.003
Spine surgery (pain)
2 hours . 2 . 124 MD —0.86 -1.35to — 0.36 0.001
4 hours . 1 . 60 MD —0.67 — 1.29 to — 0.05 0.03
6 hours . 1 . 60 MD —0.83 —1.22 to —0.44 0.001
24 hours . 2 . 124 MD —0.57 —1.42t0 0.27 0.18
48 hours . 2 . 124 MD — 0.81 —1.78 10 0.16 0.10
Knee arthroplasty (pain5 .
24 hours . 3 . 233 MD —0.34 —0.931t0 0.25 0.25
Opioid administration . .
24 hours . 5 . 317 SMD —2.24 —4.28 to —0.19 0.03
48 hours . 5 . 317 SMD —2.21 —4.13 to —0.28 0.02
PONV . 9 . 574 RR 0.69 0.49 to 0.95 0.03
Spine surgery . 8 181 RR 0.91 0.44 to 1.89 0.80
Knee arthroplasty . 3 . 233 RR 0.73 0.44 t0 1.20 0.21
Srmecolodical 2 13 RR 0.46 0.24 10 0.92 0,03
Pruritus 6 325 RR1.09 0.41 t0 2.89 0.87
Dizziness . 5 . 268 RR1.28 0.54 to 3.03 0.58
Headache . 5 . 261 RR1.11 0.47 to 2.62 0.82
Bold values mean statistically significant results.
MD, mean difference; PONV, postoperative nausea/vomiting; RR; risk ratio; SMD, standardized mean difference.
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