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knee pain and function throughout 
hospitalization. 

“This study demonstrates that 
an additional 6 weeks of celecoxib 
administration can result in a sig-
ni� cant improvement in TKA reha-
bilitation,” he said. “Study patients 
taking celecoxib required roughly 
half the narcotics of the control 
patients.”

Narcotics alone did not con-
trol pain as well as narcotics and 
celecoxib, which, he said, “sug-
gests a bene� t of multimodal pain 
management extending throughout 
knee rehabilitation.

“Although celecoxib was given 
for only 6 weeks, pain was signi� -
cantly improved through 12 weeks 
of follow-up at rest and at night,” 
said Dr. Schroer. “Flexion was sig-
ni� cantly improved for 12 months.
Knee scores were improved just 
during the � rst 6 weeks.” 

Although only 25 percent of eli-
gible patients volunteered for this 
study, Dr. Schroer noted that this 
might be due to the demands of the 
study as well as patients’ concerns 
about COX-2 inhibitor safety.

“Celecoxib safety has been stud-
ied extensively,” he said. “Rates of 
cardiovascular events associated 
with celecoxib are similar to those 
with placebos and alternative non-
steroidal anti-in� ammatory drugs 
(NSAIDs). The rates of renal dys-
function or hypertension are also 
similar to those associated with 
alternative NSAIDs, while the risk 
for gastrointestinal events is actu-
ally lower with celecoxib than with 
alternative NSAIDs.

“In this study,” he added, “no 
patient had a celecoxib-related ad-
verse event.”

He noted that future studies 
may focus on alternative dosing 
strategies or length of dosing. 

“In conclusion,” he said, “pa-
tients receiving a COX-2 inhibitor 
for 6 weeks after primary TKA had 
more rapid and less painful recov-
ery, which suggests a bene� t for 
continuing a multimodal pain man-
agement strategy throughout total 
knee recovery.”                         NOW
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Bottom Line
•   Previous studies have 

shown that incorporat-
ing COX-2 inhibitors into 
multimodal pain manage-
ment strategies after TKA 
reduces knee pain and im-
proves function throughout 
hospitalization.

•   This randomized, placebo-
controlled study shows that 
continuing to administer 
COX-2 selective inhibitors 
for 6 weeks after surgery 
may enable patients to have 
less painful and more rapid 
recoveries and may result 
in diminished need for 
narcotics.

Although total hip arthroplasty 
(THA) is a highly successful surgi-
cal procedure that restores mobil-
ity in many patients and leads to a 
better quality of life, a small num-
ber of THA patients experience 
complications, such as life-threat-
ening periprosthetic joint infec-
tions (PJI), or die within 90 days of 
surgery. Certain comorbidities may 
be associated with increased risk 
of PJI and perioperative mortality, 
according to the results of a study 
presented at the 2010 annual meet-
ing of the American Association of 
Hip and Knee Surgeons by Daniel 
J. Berry, MD, chair in the depart-
ment of orthopaedic surgey at the 
Mayo Clinic and AAOS � rst vice 
president. 

“Data demonstrate that PJI oc-
curs in approximately 1 percent 
to 2 percent of patients during the 
� rst 10 years after hip arthroplasty, 
and that the 90-day mortality rate 
after THA ranges from 0.5 percent 
to 1 percent,” said Dr. Berry. Many 
published studies evaluate levels 
of risk using the Charleston index 
and the American Society of Anes-
thesiologists score, which represent 
aggregate scores of comorbidities.

“What has been lacking—and 
what is so important for risk ad-
justment—is to understand the 
degree to which speci� c comorbidi-
ties or diagnoses increase the risk 
of infection and mortality, and that 
is what this study aimed to do,” he 
said. “Learning more about these 
baseline comorbidities may help 
surgeons and patients better quan-
tify the risks of surgery.”

Looking for risk factors
Dr. Berry and his fellow research-
ers evaluated data in the National 
Medicare 5 Percent Sample on 
83,011 patients who underwent 
primary THA between 1998 and 
2007 to identify baseline patient 
comorbidities associated with 
increased risk of infection and 90-
day mortality. 

“Patients were followed longitu-
dinally with an encrypted identi� er 
over the � rst 10 years after primary 
THA,” explained Dr. Berry. “Im-
portantly, the presence of the co-
morbidity was determined through 

Quantifying the risks of THA
By Jennie McKee

Study identifies individual risk factors linked to infection and mortality

 Table 1:  Prevalence of comorbid conditions among 
Medicare THA patients

Condition Percentage of patients affected 

Hypertension 66  

Ischemic heart disease 28 

Hypercholesterolemia 23 

History of malignancy 22 

Cardiac arrhythmia 20 

Chronic pulmonary disease 20 

Urinary tract infection 18 

Diabetes 18 

Hypothyroidism 17 

Peripheral vascular disease 14 

Valvular disease 13 

Cerebrovascular disease 12 

Congestive heart failure 11 

Preoperative anemia 11 

Rheumatologic disease 9 

Depression 7 

Coagulopathy 5 

Psychoses  4 

Obesity 4 

Renal disease 3 

Chronic liver disease 2 

Dementia 2 

Note: Patients may have more than one condition.
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See RISK FACTORS, page 10

AAHKS American Association of Hip and Knee Surgeons 2010 Annual Meeting

 Table 1: Exclusion criteria

Medical exclusion criteria:

•  Celecoxib intolerance

•   Class III/IV congestive heart failure

•  Myocardial infarction

•  Gastrointestinal bleed

•  Renal insuffi ciency

•  Known coagulation disorder

•  Infl ammatory bowel disease

•  Current warfarin use

Non-medical exclusion criteria:

•  Taking narcotics

•  In study for contralateral knee

•  Live more than 50 miles from offi ce 
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