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TOTAL KNEE ARTHROPLASTY POST-OPERATIVE PROTOCOL & PATIENT GUIDE

Lifelong Restrictions and Safe activities after Total Knee Arthroplasty (TKA):
1. Introduction
a. Setting clear lifelong activity expectations after total knee arthroplasty helps patients protect their implant, maintain mobility, and reduces the risk of premature wear or loosening. 
b. Recommendations here follow the highest quality evidence from the AAHKS, AAOS, and leading arthroplasty literature.
2. Permanently avoid high impact activities 
a. Excessive repetitive impact and shear forces accelerate polyethylene wear which  increase the risk of early implant and risk for revision 
b. Modern implants are durable but remain susceptible to early wear under high cyclic impact loading.
c. Avoid the following activities for LIFE:
• Running or jogging for exercise
• Jumping or plyometric activities
• Singles tennis, basketball, soccer, and football
• Downhill skiing on challenging terrain
• High-impact aerobics or CrossFit-style jumping workouts
3. Recommended Activities
a. These activities promote cardiovascular fitness, maintain range of motion, and strengthen surrounding musculature without applying undue joint stress. They also promote a healthy weight that preserves the joint for the long term. 
b. The following activities are encouraged:
• Walking on flat surfaces, treadmill, or outdoors
• Stationary or road cycling
• Swimming and pool walking
• Elliptical or stair stepper on moderate setting
• Doubles tennis or pickleball
• Golf (cart early, walking later). In the first few months after TKA, patients who return to golf should use a golf cart instead of walking the course. Walking the course can start around the 4-6 month postop mark. 
• Bowling
• Low-resistance weight training. This includes leg press ≤ 70° but want to avoid heavy squats
4. Lifting and Occupational Limits
a. Avoid routine heavy lifting > 50–75 lb
b. Squatting, kneeling, or climbing ladders should be minimized if possible.
c. Deep squats or full kneeling are not structurally dangerous but are often uncomfortable. If absolutely needed, kneeling may be attempted on padded surfaces if tolerated (ex. gardening with a pillow for the knee when kneeling outside)
5. Biomechanical and Protective Habits
a. Maintain a healthy body weight. Obesity is a major risk factor for early loosening and revision.
b. Avoid prolonged repetitive kneeling on hard surfaces.
c. Use supportive, cushioned footwear to reduce joint load.
6. Procedural and Medical Precautions
a. Antibiotic prophylaxis before dental procedures is mandatory for at least 1 year (lifelong in high-risk patients: immunosuppressed, diabetics, prior infection).
• Prompt evaluation of any remote infection (skin, urinary, dental) to reduce risk of hematogenous seeding.
• Avoid any intra-articular steroid injections into the replaced joint which raises risk for infection

Typical return to work timeline: Desk work 2–4 weeks, light duty 6–8, heavy duty/manual labor 10–12+

ALWAYS contact the office if new pain, redness at the incision site, drainage, calf pain/swelling, chest pain/SOB, fever, worsening neurologic deficit is present. Any of these symptoms warrants an urgent evaluation. 




















POST-OPERATIVE PHASE 

Weeks 0-2 
Primary goals: Protect the incision, control pain/swelling, early therapy 
· Ambulation
· Weightbearing as tolerated with assistive device (ex. walker, crutches, cane)
· Safe negotiation of steps (step-to pattern with same leading leg and same following leg) is mandatory to prevent early falls. This is best achieved once a straight leg raise without lag is achieved. 
· Independent transfers
· Ambulation of 300-600 feet before breaks is ideal by 2 weeks. 
· Therapy modalities: 
· Home therapy or Telerehab is acceptable for first 2 weeks if absolutely needed. Otherwise, outpatient therapy is always preferred to provide daily structure and optimal access to equipment and modalities. 
· Swelling control. Cryotherapy/ice packs done for 15–20 minutes 4–6× per day may reduce patient pain and reduce opioid use in week 1 after surgery. Thus, it is mandatory to use for the first week and after this point, can be used for comfort.
· Quad sets, straight leg raise WITHOUT lag. NMES to quad if activation lag present. 
· Gait training emphasizing knee extension
· Heel slides, prone hangs, patellar mobilizations
· Hip abductor and hip extensor isometrics
· ROM: 
· Obtain full passive/active extension and flexion to at least 90 degrees 
· Patient should NOT sleep with a pillow under the knee as though this is more comfortable, this will cause early stiffness
· Early, structured, high quality physical therapy is superior to the use of passive motion devices. Thus, CPM machines are NOT routinely recommended.
· Progression Criteria: Extension 0°, flexion ≥ 90°, independent home ambulation
· At 2 week visit: Examine incision, remove staples, new XR only if pain > 5/10 or concern, confirm patient doing well and progress therapy 

Weeks 2-6 
Primary goals: Minimize swelling, normalize gait, wean from use of assistive devices, 
· Driving
· Left TKA: If automatic transmission vehicle and progressing well with rehab: Can consider driving as early as 2-3 weeks postop. 
· Right TKA: Safer to wait 4-6 weeks
· Absolute requirements before driving regardless of side operated:
· No narcotic opioid use (only Tylenol or NSAIDs). To drive, patient must be completely off narcotic pain medications
· Able to fully weight-bear and transfer safely (should be cleared on this by therapist)
· Able to perform emergency braking in simulation or “dry run” in parking lot
· Pain is controlled (e.g., ≤2–3/10) and swelling is minimal
· Therapy modalities
· Improve quad strength to at least 4/5. Can still consider quadriceps NMES at 2–6 weeks postop for strength and function.
· Continue cryotherapy especially if swelling is still present
· Bike rocking with progression to full revolutions
· Wall slides, sit-to-stands, mini-squats, step-ups
· Improve balance and work on hip/core strengthening
· Wean from use of assistive device and work on outdoor gait training 
· Gentle scar massage with Vitamin E lotion if the incision is well healed
· Progression Criteria: 
· Extension 0°, Flexion ≥ 110°
· Independent community ambulation
· Navigate stairs with rail via reciprocal pattern 
· At 6 week visit: Examine incision, new XR only if pain > 5/10 or concern, confirm patient doing well and progress therapy 

Weeks 6-12 
Primary goals: Achieve functional independence with a symmetric stride
· ROM: 0-130 
· Therapy modalities:
· Quad/hip strength ≥ 4/5
· Leg press (0–60°)
· Squats
· Step-downs
· Resisted walking
· Single-leg balance and dynamic stability
· Stationary bike, treadmill, and elliptical to smooth out ambulation
· Task-specific drills such as stairs and working on transfers
· Progression Criteria: Pain < 2/10 with ADL, Quad index >70-80% of the contralateral thigh 
· At 12 week visit: Examine incision, new XR, confirm patient doing well and progress therapy 

Months 3-6  
Primary goals: Return to low-impact activities, normalize strength and endurance for ADLs and light sporting activity, independent home maintenance program. 
· Strengthening
· Progress prior modalities from weeks 6-12 (leg press 0–70°, step-downs, lunges)
· Strength and endurance near baseline with quad index ≥ 85–90%
· Conditioning: Intervals, hiking, cycling, swimming
· Transition from formal therapy to home program: Continue lifelong strength and flexibility training for quads, hips, and core strength. 
Appendix: Post-TKA XR Schedule

This imaging schedule reflects current evidence-based best practices (AAHKS, AAOS, APTA, and major arthroplasty registry consensus) to balance appropriate surveillance with patient safety and cost-effectiveness.
1. Immediate postop XR (Day 0-1)
a. Obtain standard AP, lateral, and skyline XR immediately postop while in hospital
b. Confirm component position, alignment, and cement mantle 
c. This XR set serves as the long-term baseline for future comparison
2. 2 week and 6 week follow up visits
a. Routine imaging is NOT always necessary if the immediate post-op films were satisfactory and patient is recovering normally.
b. Indications for early imaging:
    - Pain > 5/10 or worsening pain
    - New effusion, warmth, or erythema
    - Mechanical symptoms (catching, instability, clunking)
    - Loss of extension/flexion beyond expected recovery
    - Concern for periprosthetic fracture or trauma
3. 3 month follow up 
a. Obtain standing AP, lateral, and skyline view
b. Verify stable component position, absence of migration, and early bone remodeling.
c. This XR set establishes the long-term reference film for future comparisons.
4. Long-term surveillance 
a. Surveillance XR are obtained every 2-3 years from the original surgery date in order to detect asymptomatic loosening, polyethylene wear, or osteolysis.
b. These XR are performed sooner if symptoms arise.
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