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Too Much, Too Fast for Same Day TKA?
Lombardi v Dennis

BY KIM DELMONICO

he following debae ook place this
past December at the 20018 Onho
paedic Summit of Evolving Technolo-

pies in Las Vews

The Topic: Same Day Total Knee
Replacement Versus ‘The Classic”

Speaking in lavor of same day wotal knee
n"|1| wement (TER) surgery was wiotll
renowned, Athens, Ohio-based surgeon
Adolph ¥ Lombardi, Jr., M.D., EACS,
AL COFQIng 1o Dr, Lombard:,
Doing It For Years! My Patients Lowve
It!® Opposing Dr. Lombardi is one of
the top 25 onhopedic surgeons in the
United States, Denver, Colorado-based
Douglas A&, Denniz, M.D. In response 1o
Dr. Lombardi, Dr. Dennis responded by
SN “ATe You ¢ |.|.:.:' it f‘n.[:. Patienis
Are Well Cared Form Moderating this
debate is Michael P A=, M.D. and
Douglas E. Padgeu, M.D,

I..Il'l' Bgen

Dr. Lombardi: 1've been doing same
day total joimt for years and suppaosedly
my paticnis lowce 1t But. lets statt with
how dio we decide whether or not you're

going o be done as an outpatient?

Do the pationt have an ongoing medi-

cal issue that cannot be optimized? 1
the answer is “yes,” postpone and opti-
mize the patent. I its “no.” do they
have ongan [ailure? 1 they have ongan
failure, they have to be done at the hos-
pll._l'. I theey dontl. |:|-c;:. can be done
a skilbed l[acilivy Do they have suppor

3

iy

mechamsms at home? Thats how we

LII\.'I\. Iill\.'

W stamed in 200 3, Through the end ol
2017, weve done 6,000 hip and knee

arthroplazne: m 4. 744 panentz, Proh

ADOLPH

V. _
LOMBARDI, JR., M.D., FACS

DOUGLAS A
DENNIS, MD

Michaad P Ast, WD
Dowglas E. Padges, M.D

Aelph W) Losnbardi, fo, A0 FACS and Dunglas A Dennis, MO Courtesy of Ovthopacds Summin

ably by the end of this year, we'll have
another 1,200 to add o this list, There
were 1,765 parial knees. There were
about a hintle over 2000 primary knecs,
| 880 hips, and yes, we did some rev
sion hips and knees, There were 4750
meles amd 33% lemales, up o S0 vears
of age, and BMIis [body mass index] up
166

We have a umit that allows overnight
Ne'vie had 19 patienis Lrans.
lerred 10 an acue |'|-.'--E'|I:i|. and 346 o

5. 8% of them staved overnight; 2,349

SAvVE

ol those were lor comventence because
they were two hours away and later
i the day. Then there were 3.8% that
staved or were translerred including
that 19 and 228 and mostly what you
AEE 15 MESPITALORY 155085 and some ol
those patients were O5A [obstructive
sleep apneal patients. There was some
MaLLEEA, S0Me UFNEary refenmiom, anmid
a smalicring of ol :1._-:| 1ssues lor w !I.:-

they s1as
h :

Abouwtl 30% of the patients had ar leas
O AT in.“iﬂ'l'\.'lt'l"ldll.'-. “h.l..:." LFATS-

!I'-:._':Ih,'r rl"'\-l\. !q.'-r sl

ingevernight: 5% vz 2%, You s0¢ noth-
img really ouwt of the ordimary or really
high rales

lanes 1o a Hule T

What about the complications within
48 hours? Remember, everyone whoks
dore wathin my specialy hospial goes
hame within 24 hours, If 1 operate on
them an two in the aftermoan, they ane

home the next day an iwo

Just booking at the surgery cemier, there

were 1% that had some sort of com-

|:|.._.t||.| 1 {than Aun inclwdes the 19

patients that were transferred o the
[ ]

acute faciliny), 11 in hips, 18 partial
knees, and 34 knees

Unplanned care after 48 hours within
90 davs was 1.3%. These numbers arc
1o the mumbers char ane
specialiy hospitals

very simila

surgical complications  requiring a
treatment. Thene were 74 of these
A lot ol these were wound revisions

But we did have four patient deaths,



one from a presumed PE [pulmonary
embolism], one suicide, and two cause
unknown,

What about outpatient revision knee
arthroplasty? We did over 88 revi-
sions in 84 patients. The mean age
was 58 and BMI of up to 56. About
62% of these had at least one major
comorbidity. There were 42 that were
revisions of partial knee to total knee
and 46 revisions of total knees. A lot
of these were for instability and poly
wear.

Overnight stays: 76 were discharged
the same day. None were transferred to
an acute hospital. Eleven stayed over-
night: 4 for convenience. Seven stayed
for medical reasons. OSA and respira-
tory issues and nausea as the higher
numbers.

Complications within 90 days, no major
complication within the first 48 hours.
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One ER visit readmission due to ileus.
No patient deaths within 90 days. No
surgical complications or re-operations
within 90 days.

In the medically-optimized patient,
despite large numbers of comorbidi-
ties, outpatient total joint is associated
with a low rate of medical and surgi-
cal complications. The presence of
major comorbidity was not associated
with need for extended observation
and patient education, medical opti-
mization, and a multi-modal program
are what’s needed to mitigate the side
effects of narcotic use and to allow
patients to go through this in a very
safe fashion.

Dr. Dennis: 1 just think you've been
doing too much outpatient surgery.

Many small studies have demonstrated
that outpatient total knee can be done
safely on a selected group of patients.
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But just because it can be done...is
it the best treatment method for the
majority of our patients?

If 500 outpatient total knees are done
and performed safely and just one dies
or has a major complication and if they
were in a hospital and emergency treat-
ment was administered more promptly,
lessening the magnitude of the compli-
cation, is it worth it?

Many ASCs [ambulatory surgery cen-
ters] are not on hospital campuses. Is
there an intensivist on site at the ASC?
How long will it take for the ambu-
lance to arrive for patient transport to
an acute care hospital?

Numerous reports show similar
complication and readmission rates
between outpatient and inpatient
cohorts. But if you look at these stud-
ies, the cohorts are rarely matched. If
studies were done of matched cohorts,
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inpatient vs. outpatient, would the
complications and readmission rates
be the same?

A lot about patient total knee arthro-
plasty data has involved unicompart-
mental knee arthroplasty. Will similar
data be obtained with outpatient total
knee arthroplasty, particularly those
patients of Medicare age?

When you're comparing variables of
fairly similar incidents, very large
cohort size is required to detect
small differences. Are the ideal can-
didates for outpatient surgery clear-
ly identified in studies involving
thousands of patients? Remember,
if you're just going to do a power
analysis on a variable and to detect a
statistical change from 0.2 to 0.4%,
9,425 subjects are required. Are
there multiple studies with large
numbers of patients available for us
to make this decision?

Not all the outpatient data is good.
Craig Della Valle looked at the
NSQIP [National Surgical Quality
Improvement Program| database
and 1,236 outpatient studies and
matched it vs. inpatient cohorts and
overall, the overall adverse events
were similar. There were more
returns to the operating room in the
outpatient cohort.

In another recent study with 4,291
outpatients, the data was adjusted for
age, gender, and Charlson comorbidity
index. They found an increased inci-
dence in the outpatient cohorts of revi-
sion knee arthroplasty, return for inci-
sion and drainage, deep vein throm-
bosis, closed manipulation, as well as
acute renal failure in the outpatient
cohort.

Some outpatient total knee protocols
essentially “send the hospital home
with patient,” visiting nurses, home

Flexible.

Moldable. *
Versatile.

= N

A Powerful, Synthetic Strip with Exceptional Handling

LEARN MORE

" .

ORTHOPEDICS THIS WEEK
VOLUME 15, ISSUE 7 | FEBRUARY 26, 2019

?",os’reomairix-lf

Biphasic Bone Graft

10

health aides, PT. Are they really saving
dollars are just doing cost-shifting?

Many outpatient surgical centers are
physician-owned. Will surgeons poten-
tially be economically incentivized to take
patients to an outpatient surgical center
since they are an owner? Will some sur-
geon-owner make a poor decision regard-
ing patient selection due to the secondary
economic benefits that they may receive
and an adverse event occur?

I polled my anesthesiologists, “What
are your worries?” They were worried
about falls from lingering anesthesia
effects, urinary retention leading to
readmission, cardiac arrhythmia, respi-
ratory depression was high on their list
(as Adolph has seen in his data), as well
as pain control issues.

If we look at postoperative respiratory
depression, many of these people have
obstructive sleep apnea.
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And if you look at the reported inci-
dents, about 23% in females and nearly
half the males. And we know the risk
of respiratory complications in OSA
patients consuming opioids in the early
postoperative period is substantial.
Risks: hypoxia, pneumonia, and death
in those patients. Post-op urinary reten-
tion. If undiagnosed and not treated in
a timely fashion, we all know this can
lead to permanent bladder damage,
hydronephrosis, chronic UTIs, etc.

I know outpatient surgery can be done
safely in selected patients. Larger studies,
however, are required to clearly define
proper patient selection and safety.

My fears are major complications at an
ASC located distant from an acute care
hospital, the effect of surgeon owner-
ship possibly leading to poor patient
selection, and increased resources are
required to do this, and many surgeons
don’t have that to provide the extensive
preoperative education as well as the
close post-operative surveillance that
is necessary to ensure success in these
patients and for this reason probably
not yet ready for widespread use.

Moderator: Thanks, Doug. Adolph,
one-minute rebuttal.

Dr. Lombardi: In 2003, I decided that
we were going to move from a down-
town hospital to a specialty hospital.
We built a specialty hospital out in the
community and they don’t have an ICU.
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From 2003, I've done 95% of my sur-
geries at a specialty hospital that doesn't
have an ICU. It does have an intensivist.
I understand transferring a patient to
an acute care hospital. That hospital is
about 5 to 8 miles away, they come pret-
ty quickly when you call them whether
we're calling from the hospital or from
the surgery center.

I go on my rounds the next morning on
my Medicare patients, they're up, talking,
eating, ready to go home. You wonder
why they really had to spend the night.
And we also looked at one year’s data and
we hadn't transfused a single knee patient
in that whole year. And we transfused
only two women who presented for hips
and their hemoglobin was less than 12.

You're putting your head in the sand
if you think outpatient surgery is not
here now and CMS [Centers for Medi-
care and Medicaid Services] is going to
change the rule come next year. They're
all going to be outpatients.

Dr. Dennis: | agree a lot with what
Adolph said. He’s a highly skilled sur-
geon, he has an unbelievable staff that
works with him. He has really created
a wonderful center. I'm not sure every-
body can go ahead and duplicate some
of the numbers he is showing.

I understand this is coming, I'm starting to
do it. Typically, my first two cases of every
day I'm doing in a hospital setting are
going home that day. We pre-select them.
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But I still don't think that we have all
of the preoperative evaluations done in
a scientific way to really know which
ones are okay and which ones are not. If
it’s one in a million and you're the one,
that still every bit as devastating.

Moderator: So, Adolph, you know
we've got historically 30-day, 90-day
morbidity, mortality data. A lot of thats
old. Do you think that thats still valid
or do you think we're doing something
different that really changes the way
that we are looking at how patients
recover from joint replacement?

Dr. Lombardi: We are doing something
different. We heard all those talks about
being preemptive and making sure the
patient is optimized; thats the differ-
ence that I'm seeing.

Moderator: Doug, when you look at
the sentinel events that occur in joint
replacement patients, it was somewhere
around 48 hours. If youre going to
keep people in the hospital should we
really keep them between 48 and 72 to
make sure that they're over that hump?

Dr. Dennis: Its what the data says. I
had one patient that died who was actu-
ally in the hospital. The nurse checked
her at 3 a.m., then went in and checked
at 4 am. and she was cold and dead.
That can’t happen in the patients I keep
overnight now because every patient
has a pulse oximeter on their finger and
it gives me a little bit of comfort. ¢
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