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Do behavioral health issues
have an impact on out-
comes after elective ortho-

paedic procedures? If so, are there 
steps orthopaedic surgeons can 
take to address those issues and 
improve outcomes?

Recently, Eeric Truumees, MD, 
editor-in-chief of AAOS Now, 
spoke with David C. Flanigan, 
MD, a sports medicine specialist; 
Joshua S. Everhart, MD, MPH, an 
orthopaedic resident; and Andrew 
H. Glassman, MD, an adult recon-
struction specialist and chairman
of the department of orthopaedic
surgery at Ohio State University.
The three authors of “Psychologi-
cal Factors Affecting Rehabilita-
tion and Outcomes Following
Elective Orthopaedic Surgery” in
the September 2015 issue of the
Journal of the American Academy
of Orthopaedic Surgeons, shared
their findings and the impact this
information has had on their pa-
tient selection, counseling, and
treatment pathways.

Dr. Truumees: How did you get 
interested in this area?

Dr. Flanigan: For me, it was talk-
ing with my patients and seeing 
what affected their outcomes after 
surgery. I primarily perform liga-
ment reconstruction and simple 
procedures like meniscectomy, but 
also more complex cartilage restor-
ative procedures. I found that is-
sues such as a patient’s motivation, 
his or her outlook on life, and fears 
all played a role in the return to 
sport or other activities. 

Dr. Everhart: I’ve been work-
ing in this area with Dr. Flanigan 
since I was a medical student. I 
like being able to risk-stratify pa-
tients preoperatively to minimize 
complications. We spent a lot of 
time focusing on the medical as-
pect of how to do that. But the 
patient’s psyche, other behavioral 
or social issues, and even some un-
related comorbidities play a role in 
outcomes.

Dr. Glassman: We all know that 
some patients are going to do bet-
ter than others following surgery, 
but we’re just not sure why. The 
work that Drs. Flanigan and Ever-
hart have done adds a structure to 
analyzing these patients. Even pa-
tients who are not ideal candidates 
generally acknowledge that they 
experience significant improvement 
after primary joint replacement. 

In my university setting, half of 
my patients are second-opinions 
and often revision patients. These 
patients have been to good doctors 
and have no apparent reason to 
be unhappy. In my opinion, we re-
ally need to pay attention to these 
patients, because, as I tell them, 
“More surgery can certainly make 
you different; I’m not sure it will 
make you better.” 

I also deal with patients with 
obvious problems such as a loose 
implant, an infection, or instabil-
ity. The challenge with them is 
restoring their confidence. For bet-
ter or worse, primary total joint 
replacement is often portrayed as a 
miraculous operation from which 
patients can expect to bounce back 
and return to doing things like 
when they were kids. So when a 
total joint replacement fails, pa-
tients are often very disillusioned. 
As surgeons, we must point out 
why their first joint didn’t do well 
and how we intend to make it bet-
ter and provide clear expectations 
about what they will be required to 
do to rehabilitate it.

Dr. Truumees: I recall as a resi-
dent seeing total knee replacement 
patients who just weren’t bending 
their knees after surgery. Is any 
work being done that looks at 
anxiety, fear of motion, and loss of 
motion after total joint surgery?

Dr. Glassman: For most patients, 
stiffness is often physiologic and 
probably genetic; in many patients, 
adhesions generally respond very 
nicely and quickly to closed ma-
nipulation. But in a subgroup of 
people, that is ineffective, and I 
think these patients have a definite 
psychologic profile. 

Dr. Everhart: Some types of pa-
tients struggle with rehabilitation, 
regardless of their actual orthopae-
dic complaint. I think it’s going to 
become more relevant, and I want 
to continue researching this topic.

Dr. Truumees: Surgeons are in-
creasingly being graded on out-
comes. Do you think we will some-
day have a system that will enable 
us to risk-stratify these patients 
and report our outcomes using a 
variable that identifies patients 
with psychological impediments to 
improvement, as we might differ-
entiate a revision from a primary 
surgery?

Dr. Everhart: It is feasible, but 

we are not there yet. No single in-
strument or scale is available now, 
but we’re heading in that general 
direction.

Dr. Flanigan: I agree—this is 
where we want to go. These psy-
chological issues are real and can 
play a role in our outcomes. At 
OSU, we are looking into what the 
best indicators of these issues are 
and how to measure them. I antici-
pate someday having appropriate 
screening tools that will enable us 
to better identify and stratify pa-
tients with these psychological is-
sues. We’ll then be able to tell those 
patients, “You’re going to have 
more of a struggle with this type of 
procedure because of a long reha-
bilitation process, and these are the 
tools or resources that you’ll need 
to have a successful outcome.” For 
example, in sports it may involve 
working with a sports psychologist. 

Dr. Truumees: Is this a research 
issue only today or are you ad-
ministering screening tests to your 
patients?

Dr. Flanigan: We are currently 
conducting a prospective study in 
sports medicine, in conjunction 
with our psychology department, 

that examines a wide battery of 
measures. Our primary goal is to 
create an easily validated patient 
form that will address many of 
these issues. It is only a research 
study, but it’s been implemented 
with everyone undergoing surgery.  

Dr. Glassman: Currently, we are 
not incorporating this into our rou-
tine screening. We are working on 
a very vigorous risk-stratification 
algorithm, and Dr. Everhart is very 
involved in risk-stratification for 
periprosthetic infection. But I fore-
see us incorporating a psychologi-
cal component into that algorithm.

Dr. Truumees: Your paper focuses 
on the impact of certain psycho-
logical factors on a patient’s 
ability to undergo rehabilitation. 
Wouldn’t these factors also be 
helpful in more straightforward 
and simpler procedures that are 
less rehabilitation-driven? 

Dr. Flanigan: My honest bias is 
that they will not play much of a 
role in simple procedures. For ex-
ample, I don’t see where a patient’s 
self-efficacy or optimism makes too 
much of a difference if the patient 
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TABLE 1:  RELATIVE PSYCHOLOGICAL CONTRAINDICATIONS TO ELECTIVE 
ORTHOPAEDIC SURGERY

All Elective Surgeries
Clinical suspicion for untreated depression or CES-D score >20

Recommended action: Delay surgery until depression is addressed by a mental health provider.

Anterior Cruciate Ligament Reconstruction
High risk for poor-quality rehabilitation or high levels of kinesiophobia in the setting of low 
baseline functional demands and/or lack of symptoms of instability

Recommended action: Delay surgery and initiate physical therapy. Request an attendance 
record and a progress letter from the physical therapist. Do not offer surgery at follow-up if the 
patient has relief of symptoms or has poor rehabilitation attendance or effort.

Spine Surgery
High stress and depression in patients being assessed for revision surgery

Recommended action: Delay surgery until the patient has sought appropriate treatment. Re-
quire a letter from the mental health provider indicating that the patient has had a significant 
treatment response and is now well-controlled. 

Stress and treated depression are not contraindications to primary surgery.

Recommended action: No delay or cancellation of surgery is required. During the preoperative 
discussion, counsel patients that although their symptoms will improve, there is an increased 
likelihood that they will not become symptom free.

Total Joint Arthroplasty
Stress and treated depression are not contraindications to surgery.

Recommended action: No delay or cancellation of surgery is required. During the preoperative 
discussion, counsel patients that although their symptoms will improve, there is an increased 
likelihood that they will not become symptom free.

CES-D = Center for Epidemiologic Studies Depression Scale

Reprinted from Flanigan DC, Everhart JS, Glassman AH: Psychological factors affecting rehabilitation 
and outcomes following elective orthopaedic surgery. J Am Acad Orthop Surg 2015;23(9):1-8.
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