
aaosnow.org   April 2013   AAOS Now

13Clinical News and Views

ment and prevent osteoporotic 
fractures, a change in paradigm is 
required. As orthopaedic surgeons, 
we need to take more of a lead 
role in bone health initiation and 
management because we are the 
bone health experts. Comments of 
being “too busy,” “too uncomfort-
able,” and “not my responsibility” 
for bone health issues from ortho-
paedic surgeons—who graduate at 
the top of medical school classes 
and should be involved with bone 
health—are inappropriate and  
irresponsible. 

We should be the stewards of 
bone health and fracture preven-
tion. We must find better methods 
to communicate, educate, and en-
gage our internal medicine breth-
ren for “shared” or “co-managed” 

care of our patients. We cannot 
ignore or shirk this duty. A fracture 
liaison position, as suggested by 
the American Orthopaedic Associ-
ation, may be the answer for both 
arguments and specialties. The 
fracture liaison may also be the 
person who attends to the patient’s 
bone health, fracture prevention, 
and patient education once the 
fracture has healed and the patient 
is discharged from the surgeon’s 
care.   
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One last real concern for many 
orthopaedic surgeons is the per-
ceived impact on referrals. Or-
thopaedic surgeons may wonder 
whether the internal physicians 
who refer patients to their offices 
will be offended by the surgeons’ 
decision to see patients for osteo-
porosis and stop sending patients 
their way. Although an awkward 
concept to consider, this is a real 
concern for many orthopaedic sur-
geons. Our livelihood is often asso-
ciated with maintaining good rela-
tions with our referring physicians, 
and we do not relish the thought of 
damaging those relationships. The 
concept of “stealing patients” from 
those who send these same patients 
to us is unpalatable.

A fracture liaison person or ser-
vice may alleviate this perceived 
risk or concern. Because the liaison 
is usually a nurse practitioner or 
physician’s assistant, the internist 
and the surgeon should have less 
anxiety if the liaison evaluates  

patients and communicates  
treatment.

Having now made the argument 
that bone health belongs in the 
hands of the internist, allow me 
to state my true view. Regardless 
of the points I have advocated, I 
firmly believe that orthopaedic sur-
geons are the best choices to man-
age the bone health of our patients, 
and no other physicians are better 
suited to achieve this goal.   
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preventing inpatient Falls after total Joint Surgery
use of nerve blocks associated with increased rate of falls
● MARy Ann pORuCznIk

Despite the implementation 
of fall prevention programs, 
inpatient falls continue to 

occur and can result in significant 
morbidity. According to research 
presented yesterday, the use of 
nerve blocks in total joint arthro-
plasty leads to a higher rate of 
falls, especially for patients under-
going primary total knee arthro-
plasty (TKA). 

“Patients who undergo total 
joint procedures on their lower 
extremities are encouraged to am-
bulate soon after surgery and often 
have a continuous peripheral nerve 
block in place postoperatively as 
part of a pain management plan,” 
noted presenter Brian A. Klatt, 
MD, of the department of ortho-
paedic surgery at the University of 
Pittsburgh. “But research on falls 
in total joint patients is scarce.”

retrospective, case-controlled 
study
Dr. Klatt and his coauthors con-
ducted a retrospective case-control 
study on patients who underwent 
primary and revision TKA and 
total hip arthroplasty (THA) at 
one institution (December 2007 
through July 2011). Electronic 

medical records were used to collect 
demographic and procedure data, 
hospital costs, falls data, and length 
of stay. Statistical analysis was per-
formed using univariate and multi-
variate logistic regression analysis.

A total of 7,093 consecutive  
patients (3,009 male, 4,084 female; 
mean age, 63.7 years) were  
analyzed. The fall rate was  
1.85 percent (131 falls). Primary 
TKA patients had a higher fall 
rate than primary THA patients 
(2.8 percent versus 0.96 percent). 
Among patients who had revision 
surgery, however, the reverse was 
true: revision TKA patients had a 
lower fall rate than revision THA 
patients (0.76 percent versus  
1.8 percent) (Fig.1). 

Nearly two thirds (62 percent) 
of total falls occurred while the 
patient was toileting. No difference 
in fall rate was found for sex or 
race, but age was a significant fall 
predictor; geriatric patients (age 
65 years or older) had a greater 
likelihood of falling (odds ratio 
[OR] 1.82, confidence interval [CI] 
1.28–2.60, P = 0.001).

use of nerve blocks
Continuous peripheral nerve 

blocks were used as part of a post-
operative pain management proto-
col for 5,086 of the 7,093 patients. 
Lumbar plexus nerve blocks were 
used for procedures involving the 
hip, and sciatic, femoral, or both 
sciatic and femoral nerve blocks 

were used for knee procedures. 
The blocks were kept in place for 
a minimum of 24 hours after the 
procedure and were managed by 
an anesthesiologist.

Fig. 1 use of a nerve block (nB) was found to lead to a higher rate of falls, especially in patients 
undergoing primary TkA.
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