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Abstract – The fundamental point of this paper is to assess the adequacy of physiotherapy exercise after 
elective primary total knee arthroplasty in patients with osteoarthritis. A short introduction is given to 
comprehend this theme all the more plainly. A survey of different investigations is additionally given. 
Randomized controlled preliminaries were investigated on the off chance that they incorporated a 
physiotherapy exercise intercession contrasted and common or standard physiotherapy care, or looked 
at two sorts of exercise physiotherapy mediations meeting the survey criteria, after releasing from the 
hospital after elective primary total knee arthroplasty for osteoarthritis. We efficiently checked on 
randomized controlled preliminaries to decide the adequacy of physiotherapy exercise after release as 
far as improving capacity, personal satisfaction, strolling, the scope of movement in the knee joint, and 
muscle quality for patients with osteoarthritis after elective primary one-sided total knee arthroplasty.  
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1. INTRODUCTION 

Osteoarthritis is the commonest reason for inability in 
more seasoned individuals, with agonizing knee 
osteoarthritis influencing 10% of individuals matured 
more than 55 in everywhere throughout the world. 
Over 80% of patients' experience restrictions in 
performing exercises of everyday living, for example, 
portability outside the home, family unit tasks, and 
work obligations. In 2005, patients with osteoarthritis 
represented at any rate 55,495 primary knee joint 
arthroplasties. As the length of the hospital remains 
after joint arthroplasty surgery has notably and 
quickly diminished, and given that patients who 
experience knee arthroplasty may even now 
experience impressive utilitarian disability 
postoperatively, the adequacy of physiotherapy after 
release is a legitimate inquiry. The present 
vulnerability with respect to viability makes it hard for 
charging associations, social insurance 
professionals, and patients to settle on choices in 
regards to such physiotherapy. We deliberately 
surveyed randomized controlled preliminaries to 
decide the adequacy of physiotherapy exercise after 
release regarding improving capacity, personal 
satisfaction, strolling, the scope of movement in the 
knee joint, and muscle quality for patients with 

osteoarthritis after elective primary one-sided total 
knee arthroplasty.  

Silman et al., (2001) stated that Osteoarthritis 
(OA) is unending degenerative disarray of 
multifactorial etiology depicted by loss of articular 
cartilage, hypertrophy of bone at the edges, 
subchondral sclerosis and extent of biochemical 
and morphological modifications of the synovial film 
and joint case. Obsessive changes in the late 
period of OA consolidate progressing, ulceration 
and focal separating of the articular cartilage; 
synovial exacerbation in like manner may occur. 
Ordinary clinical side effects are tormenting, 
particularly after deferred development and weight 
bearing; however, solidness is experienced after 
inertia. 
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Figure 1.2: Risk factors for osteoarthritis 

Knee osteoarthritis (KOA) is a degenerative knee 
disease identified with pain, swelling, firmness, 
restricted ambulation, and declined parity work. It 
has been believed that chondrocytes experience 
awkward developing, which called "stress-initiated 
senescent express" which is the clarification behind 
cartilage degeneration. The provocative systems, the 
lessening of lubricin levels, and besides the 
impedances of the synovial fluid lubing up limit, 
which is immovably related to the headway of 
osteoarthritis have furthermore been acknowledged. 
It is a mileage joint inflammation result from the 
dreary pressure wounds of the joint and once in a 
while physical damage can worsen the circumstance; 
in any case, according to the Osteoarthritis Research 
International (OARSI) rules for the nonsurgical 
administration of KOA, exercise was recommended 
to improve the limit and exercises backing of people 
with KOA. [AAOS] 

Patients with osteoarthritis (OA) of the knee are 
depicted basically by articular cartilage degeneration 
and an auxiliary peri-articular bone response. 
Symmons D et al., (2000) Around the globe, the 
regularity rate of OA is 9.6% for men and 18% for 
women >60 years. In India, OA is the second most 
ordinary rheumatologic issue and has a 
transcendence rate of 22 to 39. Clinically it presents 
as pain in and around the joint, joint firmness as a 
general rule after rest, crepitation and restricted joint 
advancements related to muscle deficiency. The 
most grounded risk factors for OA are age and 
hereditary qualities. Other danger components fuse 
female sexual orientation, rotundity, cigarette 
smoking, intra-articular breaks, chondrocalcinosis, 
valuable stones in joint fluid/cartilage, deferred 
immobilization, joint hypermobility, insecurity, fringe 
neuropathy, postponed word related or sports 
pressure.  

Young-Joon Choi, and Ho Jong Ra (2016) 
proposed that Total Knee Arthroplasty (TKA) is a 
surgery used to mitigate pain and re-establish work 
in patients with serious disease of the knee joint, 
mostly knee osteoarthritis. As of late, there has been 
a significant improvement of Minimally Invasive 
Surgery procedures (MIS); these strategies for knee 
arthroplasty, presented with the point of decreasing 

the harms to the extensor component, have 
developed quickly in the course of the most recent 
couple of years. MIS saves the tissues and the 
biomechanics of the knee joint, prompting better 
practical results with less postoperative pain, 
decreased blood misfortune with lower need of 
transfusions, an early rehabilitation with a quicker 
useful recuperation and a progressively fast 
accomplishing of utilitarian objectives.  

There are confirmations of a connection between the 
postoperative planning of rehabilitation and the 
frequency of confusions like periprosthetic infections 
and profound vein thromboses, making rehabilitation 
a correlative technique to surgery. Results after TKA 
surgery should be identified with the power and kind 
of post-employable rehabilitation, with exposed proof 
of this relationship; in particular, rehabilitation 
protocols with early postoperative ambulation are 
exceedingly successful, prompting shorter 
postoperative hospital stays and lower pain 
relieving admission yet most examinations don't 
decisively depict rehabilitation protocols.  

The achievement of the total knee strategy relies 
upon numerous elements, including quiet choice, 
prosthesis structure, the preoperative state of the 
joint, careful system (counting soft tissue adjusting 
and appendage arrangement) and postoperative 
rehabilitation.  

Total knee replacement has progressed 
significantly since the main endeavours over a 
century back, when Theophilus Gluck planned and 
embedded a total knee made of ivory, balancing 
out the inserts with plaster of Paris and colophony 
(a translucent, fragile substance created from pine 
oleo sap, which is utilized in varnishes and inks). 
Gluck's total knee fizzled for an assortment of 
reasons, including poor bearing surface, 
inappropriate obsession, and continuous infections. 
With numerous enhancements, the Walldius pivot 
was presented in 1951. Made of acrylic, and later 
moved up to cobalt chromium (COCR) in 1958, this 
embed was utilized until the mid-1970s. In 1968, 
Frank H Gunston, MD, a Canadian specialist, 
planned the first polycentric knee. Two essential 
defects in his plan constrained its prosperity: it 
didn't supplant all the condylar surfaces, and it had 
a little contact zone. This polycentric knee was 
made of treated steel and just supplanted the 
weight-bearing piece of the knee, which is definitely 
not a genuine condylar knee. A restricted, 
polycentric metal supplanted the weight-bearing 
piece of the condyles, and the tibia was supplanted 
with tight, plastic sprinters. This took into account 
negligible revolution. Subsequently, these 
segments slackened sooner or later, which brought 
about the disappointment of this polycentric knee.  
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Risks Related to Total Knee Arthroplasty (Knee 
Replacement)  

There are risks and inconveniences with this 
strategy. They incorporate yet are not constrained to 
the accompanying. General risks: 

• Infection can happen, requiring antibiotics 
and further treatment. 

• Bleeding could happen and may require an 
arrival to the working room. Bleeding is 
progressively normal in the event that you 
have been taking blood thinning drugs, for 
example, Warfarin, Asprin, Clopidogrel 
(Plavix or Iscover) or Dipyridamole 
(Persantin or Asasantin). 

• Small areas of the lung can collapse, 
expanding the danger of chest infection. This 
may require antibiotics and physiotherapy. 

• Increased hazard in hefty individuals of 
wound infection, chest infection, heart and 
lung intricacies, and thrombosis. 

• Heart attack or stroke could happen because 
of the strain on the heart. 

• Blood clot in the leg (DVT) causing pain and 
swelling. In uncommon cases some portion 
of the coagulation may sever and go to the 
lungs. 

• Death because of this system is conceivable. 

2. REVIEW OF RELATED STUDIES  

Hunter Warwick et al., (2019) contemplated that 
ongoing proof proposes an advantage to getting 
physical therapy (PT) a similar day as total joint 
arthroplasty (TJA), however generally little is thought 
about boundaries to giving PT in this obliged 
timeframe. We address the accompanying inquiries: 
(1) Are there demographic or perioperative variables 
related to getting deferred PT following TJA? (2) 
Does accepting quick PT following TJA influence 
transient results, for example, length of remain, 
release manner, or 30-day readmission? Methods. 
Primary TJA systems at a solitary focus were 
reflectively assessed. Quick PT was characterized as 
inside eight hours of surgery. Demographic and 
perioperative variables were analysed between 
patients who got prompt PT and the individuals who 
did not. We distinguished a properly coordinated 
control gathering of patients who got quick PT. 
Postoperative length of remain, release air, and 30-
day readmissions were analysed between 
coordinated gatherings. Results. Altogether, 2051 
primary TJA methods were explored. Of these, 226 
(11.0%) got deferred PT. These patients had a 
higher rate of general anesthesia (25.2% versus 

17.8%, p=0.006), later usable begin time (13:26 
11:31-14:38 versus 9:36 8:24-11:16, p<0.001), 
longer usable time (1.8 1.5-2.2versus 1.6 1.4-1.8 
hours, p=0.002), and higher by and large caseload 
upon the arrival of surgery (6 4-9 versus 5 4-
8,p=0.002). A coordinated gathering of patients who 
got quick PT was distinguished. There were no 
distinctions in the postoperative length of remain or 
release attitude between coordinated quick and 
deferred PT gatherings, however postponed PT (OR 
4.54; 95% CI 1.61-12.84; p=0.004) was related with 
a higher 30-day readmission rate. Conclusion. 
Boundaries to getting prompt PT following TJA 
included general anesthesia, later usable begin time, 
longer usable time, and higher day by day 
caseload. These variables present potential 
focuses on improving the conveyance of prompt 
postoperative PT. Early PT may help decrease 30-
day readmissions, however extra research is 
important to further describe this relationship.  

Feng JE et al., (2018) Total knee arthroplasty 
(TKA) is the most usually performed inpatient 
surgery inside the USA and is evaluated to achieve 
3.48 million techniques yearly by 2030. As worth 
based care activities keep on concentrating on 
hospital readmission rates and patient fulfilment, it 
has turned out to be fundamental for social 
insurance suppliers to create and execute a 
multidisciplinary approach to improve TKA results 
while minimizing pointless uses. Through this need, 
clinical care pathways have been created to 
standardize, sort out, and improve the quality and 
effectiveness of patient care while at the same time 
empowering the coordinated effort among different 
medical care suppliers. Here, we survey a few 
frameworks based projects and forte care 
rehearses that can be received into the standard 
orthopaedic practice.  

Claudio Lisi et al., (2017) After TKA surgery 
should be identified with the force and kind of post-
usable rehabilitation. Point of this paper is to depict 
our initial rehabilitation protocol following TKA with 
mini-obtrusive surgery in the prompt post-usable 
period and dissect useful recuperation and 
changes in pain scores in these patients. In this 
observational study, information was gathered on 
215 total knee arthroplasty patients alluded to 
Orthopaedics and Traumatology inpatient ward 
from July 2012 to January 2014, treated with the 
equivalent solid start rehabilitation protocol. We 
recorded occasions to achieve utilitarian objectives 
(sitting, standing and helped ambulation) and pain 
after the treatment. Length of hospital remain in 
TKA was 4.6±1.8 days, with a rehabilitation 
treatment length of 3.3±1.3 days. The interim 
expected to accomplish the sitting position was 
2.3±0.7 days, to achieve the standing position was 
2.6±1.0 days to achieve the strolling practical 
objective was 2.9±1.0 days. Pain NRS scores 
stayed beneath in the first and second post-
employable day and underneath 3 from the third 



 

 

 

Abdullah S. Bin Hussein1 Nezar Al Torairi2 Shabana Khan3 Sharick Shamsi4* 

w
w

w
.i
g

n
it

e
d

.i
n

 

788 

 

 Efficacy of Physiotherapy Exercises after Elective Total Knee Arthroplasty 

post-usable day. End: Our study affirms that 
rehabilitation began when 24 hours after surgery with 
the mini-intrusive approach, empowers early 
virtualization of patients and early recuperation of 
strolling with decent control of pain.  

Jeroen C et al., (2015) demonstrated that quick 
recuperation protocols diminish the length of hospital 
remain after Total Knee Arthroplasty (TKA) and Total 
Hip Arthroplasty (THA). Be that as it may, little is 
thought about the early postoperative stage. The 
motivation behind this study was to inspect which 
issues patients experienced during the initial a month 
and a half after primary TKA or THA surgery with 
quick recuperation. We welcomed twenty patients for 
a center gathering meeting that examined different 
subjects with respect to the initial a month and a half 
after hospital release. The center gathering 
gatherings were dissected subjectively. Patients 
were generally happy with the short length of hospital 
remain. Patients who lived alone needs more care 
and might want to remain longer in the hospital. After 
THA surgery all patients whined of failure to rest. 
More patients experienced pain after TKA surgery 
contrasted with THA surgery. All patients had 
different encounters with respect to physical therapy 
consequently a proof based rehabilitation protocol 
may be required.  

Benazzo F et al., (2012) In particular, as of late, the 
mini-trivector approach was acquainted with broaden 
the advantages of the MIS strategies likewise in 
cases where it was hard to apply previously; indeed, 
one of the significant constraint for the utilization of 
MIS in knee arthroplasty is the poor versatility in 
case of real distortion or unbending nature of the 
knee joint and the mini-trivector approach for knee 
arthroplasties has been utilized as a legitimate option 
in contrast to great approaches, allowing to expand 
the advantages of MIS additionally to patients that 
wouldn't be reasonable for exemplary MIS 
procedures.  

Bandholm T and Kehlet H (2012) Major surgery, 
including total hip arthroplasty (THA) and total knee 
arthroplasty (TKA), is trailed by a strengthening 
period, during which the loss of muscle quality and 
capacity is significant, particularly ahead of schedule 
after surgery. Lately, a mix of unimodal proof based 
perioperative care parts has been exhibited to 
upgrade recuperation, with diminished requirement 
for hospitalization, strengthening, and danger of 
medical confusions after significant surgery—the 
most optimized plan of attack system or improved 
recuperation programs. It is the idea of this 
procedure to deliberately and experimentally 
upgrade all perioperative care segments, with the 
general objective of improving recuperation. This is 
likewise the case for the care segment 
"physiotherapy exercise" after THA and TKA. The 
most recent meta-investigations on the effectiveness 
of physiotherapy exercise after THA and TKA by and 
a large reason that physiotherapy exercise after THA 
and TKA either does not work or isn't exceptionally 

compelling. The explanation behind this might be 
that the "pill" of physiotherapy exercise normally 
offered after THA and TKA does not contain the 
correct dynamic fixings (too little power) or is offered 
at the off-base time (past the point of no return after 
surgery). We propose changing the concentration to 
prior started and increasingly escalated 
physiotherapy exercise after THA and TKA (quick 
track physiotherapy exercise), to decrease the early 
loss of muscle quality and capacity after surgery. In a 
perfect world, the physiotherapy exercise 
interventions after THA and TKA ought to be 
straightforward, utilizing few and well-picked 
exercises that are depicted in detail, holding fast to 
fundamental exercise physiology standards, if 
conceivable. 

3. CASE STUDY 

(A) The patient is a 53-year old female, who 
initially went to her primary care physician in 2004, 
at 46 years old, because of damage brought about 
by a fall at her workplace. She is a sprinter and 
dynamic. After examination, it is inferred that the 
patient does not have any mechanical side effects 
of locking. She has a negative Lachman test and a 
negative rotate move. She was sent for a MRI, 
which demonstrated a medial meniscal tear. X-
beams show narrowing of the medial joint space, 
and plausible chondromalacia with imbuement. At 
the season of her underlying arrangement, the 
patient decided not to treat the tear, she was 
steady. Throughout the following five years, she 
was treated with various steroid shots, at that point 
painted with chlorhexidine gluconate arrangement 
and hung in the standard sterile design. The limit is 
exsanguinated and the tourniquet is swelled to 300 
psi, and emptied before wound conclusion. Pins 
are put from horizontal to medial in the femur and 
the tibia for navigation. The midline entry point is 
made. Parapatellar arthrotomy is done, and in this 
case, a lot of clear joint liquid rose. The joint is 
uncovered and enrolled with Stryker 4.0. This 
patient has a thick, plain white synovial tissue all 
through the knee. It isn't in fronds and is 
increasingly membranous in nature. A 
synovectomy will be performed at the finish of the 
case.5 and a wipe, just as a disinfectant, because 
of pain in her knee. At that point, she was The 
Precision Knee Navigation System treated with a 
hyaluronate injection, which included a progression 
of three injections, two weeks separated. Along 
these lines, she encountered some alleviation. 
Following a half year, she rehashed the 
hyaluronate injection protocol. In June 2009, she 
selected a total knee supplanting with 4.0 
navigation. 

(B) This case related with rehabilitation of one 
73-year-old male patient and intercessions used to 
enable him to come back to being practically 
autonomous. The patient had experienced right 
total knee arthroplasty and had recently 
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experienced respective total hip rehabilitation. 
Intercessions included manual therapy, 
physiotherapy, therapeutic exercise, interferential 
current and cryotherapy. The principle result 
estimates utilized for this situation were the quality, 
scope of movement, torment, and the Outpatient 
Physical Therapy Improvement in Motion 
Assessment Log Instrument. The patient was, in the 
long run, ready to make a full come back to his 
exercises in spite of not recovering the total scope of 
movement expected after total knee arthroplasty. 

4. MATERIALS AND METHODS  

Selection  

We looked for randomized controlled trials of patients 
experiencing elective total knee arthroplasty for 
osteoarthritis who got an intervention of 
physiotherapy exercise after release from hospital. 
We utilized wide meanings of "physiotherapy" and 
"exercise" to incorporate any exercises or exercise 
program exhorted or given by physiotherapists or 
physical specialists during the rehabilitative period 
after release from hospital after surgery in the 
outpatient, network, or home setting. We avoided 
trials in which the intervention comprised of an 
electrical adjunct to physiotherapy, for example, the 
utilization of nonstop inactive movement. 
Physiotherapy exercise interventions included 
outpatient physiotherapy sessions and practical 
physiotherapy programs, in which exercises depend 
on utilitarian exercises. Trials were incorporated on 
the off chance that they examined a physiotherapy 
intervention contrasted and usual or standard care or 
looked at two changed kinds of applicable 
physiotherapy intervention. Usual or standard care 
alludes to the continuation of home exercise projects 
given to patients during a stay in hospital. These 
projects usually comprise of isometric or basic 
reinforcing exercises, exercises to recover the scope 
of development, and stretches. Effectiveness results 
were proportions of practical exercises of everyday 
living, strolling, self-revealed proportions of personal 
satisfaction, muscle quality, and scope of movement 
in the knee joint. As most trials utilize useful 
measures instead of explicit pain results, we did 
exclude pain as an effective result. Two 
commentators (CML and CS) surveyed and 
concurred on study qualification. 

Validity assessment, data abstraction, and 
quality assessment  

We created and steered an information extraction 
structure utilizing quality pointers from the 
CONSORT explanation and the CASP rules. 
Comparative investigation of individual quality parts 
has recently been utilized in surveys of 
physiotherapy and is supported to maintain a 
strategic distance from realized issues related to 
existing composite scores. Things could be set apart 
as truly, no, misty, or incomplete. Things were set 

apart as yes just on the off chance that they 
completely and unequivocally met the point by point 
criteria spread out in the CONSORT standards. Two 
reviewers (CML and KB) autonomously separated 
the information. KB was concealed to the key 
subtleties of each paper and the degree to which 
veiling was effective was evaluated. The covering 
rates were 80% for creators, 20% for diaries, 80% for 
creator affiliations, and 80% for financing sources, all 
of which with the exception of the diary of distribution 
were viewed as effective. The level of understanding 
between reviewers was 69.09% (κ 0.524, intra class 
connection coefficient (2,1) 0.49, 95% confidence 
interval 0.30 to 0.63).  

We settled introductory differences with respect to 
study quality by talking until an agreement was 
come to. The real difference was uncommon; 
usually, the contradiction was the more minor "yes" 
to "fractional/hazy" or "no" ―too‖ "halfway/indistinct" 
and 100% understanding was gotten. A third 
commentator (CS) was accessible in case of 
agreement not being come to, yet this was not 
required. Where key study subtleties were missing 
or hazy we reached creators for additional data.  

Quantitative information analysis  

We did meta-analysis for knee work, strolling, the 
scope of joint movement, and personal satisfaction 
with R2.3.1 and the meta bundle. Our result was 
the score at the picked time point as opposed to 
the adjustment in the score as this amplified the 
number of equivalent investigations. The time 
focuses utilized were three to four months after 
surgery and a year after surgery. On the off chance 
that a similar measure was accounted for we 
utilized weighted mean contrasts, else we utilized 
standardized impact sizes (little (0.2), medium 
(0.5), and enormous (0.8). We utilized fixed impact 
models and 95% confidence intervals all through 
and performed a trial of heterogeneity (χ

2
) at a 5% 

significance level, however, we acknowledge these 
have low power since few investigations were 
accessible for meta-examinations. We are likewise 
determined to give an estimation of the level of 
heterogeneity between the trials in the meta-
examination. Irregular impacts models were not 
considered as there was no convincing proof of 
heterogeneity and assessing the variation between 
studies is troublesome with such low numbers. The 
distinctions were determined so certain distinctions 
show that the impact favoured treatment and 
negative contrasts that the impact favoured control 
or usual care. We thought of it as wrong to 
evaluate distribution inclination as a result of the 
modest number of trials. 
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Table 1: Heterogeneity χ
2
and I2 test* results for 

range of outcomes 

 

V. RESULTS 

 We distinguished and screened 27 possibly 
pertinent investigations. Of these, six investigations 
were incorporated into the efficient audit and five in 
the meta-analysis. Table 1 gives subtleties of 
prohibited examinations. Table 4 gives the 
consequences of the analysis of heterogeneity.  

Measures of function (five trials)  

Five of the investigations contained a proportion of 
function. The measures utilized incorporated the 12 
thing Oxford knee score, which measures functional 
capacity, including pain, (scores 12-60, low score 
shows high function) the American Knee Society 
clinical rating score, which measures pain, 
development, steadiness, and functional movement 
(scores 0-100, high score demonstrates great); the 
24 thing Western Ontario and McMaster Universities 
osteoarthritis record (WOMAC), which has areas for 
pain, solidness, and function (scored as a rate and 
out of 0-170 for function (low scores are positive); 
and the Bartlett patellar score, which measures 
anterior knee pain, quadriceps quality, and function 
(scores 3-30, high scores are ideal).  

Inside the individual trials, three found no huge 
contrasts between gatherings. Ice et al found huge 
contrasts inside gatherings for the treatment arm, 
demonstrating an advantage of treatment. Some 
displayed no outcomes in their distributed conceptual 
however provided summary statistics for their results, 
allowing us to incorporate their study in the meta-
analysis. A specialist found noteworthy contrasts 
between the two gatherings, for the intervention, at 
four and six months after arthroplasty however not at 
12 months.  

Figure 2 demonstrates the three investigations with 
information on functioning at three to four months 
and 12 months after surgery. Where studies included 
more than one proportion of function we chose to 
utilize the Oxford knee and the WOMAC scores as 
these incorporated all segment trials. No preliminary 
included both these scores. At three to four months 
the standardized impact size was 0.33 (95% 
confidence interval 0.07 to 0.58), which is viewed as 
small to moderate 

 

Figure 1: Forest plot of standardised effect sizes 
with confidence intervals for function and results 

of test for heterogeneity 

At 12 months, with one extra study, the impact size 
was near zero at −0.07 and the confidence interval 
(−0.28 to 0.14) included zero.  

Walking (three trials)  

Three knee arthroplasty trials utilized some type of 
a result measure for walking. The measures 
revealed included walking speed over a 10-meter 
separation, estimated in m/sec, and a six moment 
coordinated walking test, estimated in meters. The 
study by Moffet et al gave an account of time 
walking over a 50-meter walkway. 

 

Figure 2: Forest plot of standardised effect 
sizes with confidence intervals for walking 

The results from these trials were blended. One 
preliminary found no critical differences between 
groups, another discovered differences 
approaching significance, and the third preliminary 
found huge differences inside intervention groups. 
Figure 3 demonstrates that the intervention had no 
general impact on walking at either three or 12 
months.  

VI. CONCLUSION 

After late primary total knee replacement, 
physiotherapy exercise interventions show short-
term upgrades in physical function. This orderly 
survey offers help for the utilization of 
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physiotherapy exercise interventions with exercises 
dependent on functional exercises after release, as 
opposed to traditional home exercise and guidance 
programs, to acquire short term advantage after 
elective primary knee arthroplasty. There was a 
small to moderate standardized impact measure for 
functional exercise for function three to four months 
postoperatively. Small to moderate weighted mean 
differences, for functional exercise interventions, 
were seen for range of joint movement and personal 
satisfaction three to four months postoperatively. Any 
advantages seen after treatment did not endure to 
one-year follow-up. 
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