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Abstract

as well as their functional outcomes over time.

The rotator cuff tear is a degenerative shoulder disease that affects patients and causes pain and dysfunction.
Additionally, itis one of the most frequent causes of shoulder operations. Bone removal, extensive bursal tissue resection,
the insertion of hardware, and soft tissue distension from irrigation fluid are typically the outcomes of arthroscopic
rotator cuff repair. Good clinical outcomes have been reported following rotator cuff repair in recent years as a result
of advancements in technology and disease research. However, arthroscopic shoulder surgery is still associated with
severe postoperative pain. Postoperative pain can have an impact on a patient's rehabilitation and level of satisfaction,
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Introduction

Good results have been found in research on early postoperative
pain management. The extent of postoperative pain and the patterns
of change during the follow-up period are widely unknown, and most
of the literature has only evaluated early postoperative pain control
methods and outcomes. Also, there is a lot of research on factors that
affect postoperative function, but there isn't much research on factors
that affect pain after surgery. The shortfall of long-haul investigations
of postoperative agony and the variables behind postoperative torment
make foreseeing postoperative agony troublesome. Postoperative pain
may be influenced by specific factors, according to our hypothesis. This
study had three goals

] To determine how the pain scales changed over time after a
rotator cuff repair procedure

. To determine how different groups differed in terms of their
postoperative pain pattern.

] To determine the factors that influence the postoperative
pain pattern.

Methods 210 patients who had been diagnosed with rotator cuff
tears and treated with arthroscopic rotator cuff repair were included as
subjects from June 2009 to October 2010.

These were the criteria for inclusion

] Back prevalent rotator sleeve tear of the supraspinatus
and infraspinatus ligaments, yet not the subscapularis ligament, no
attendant biceps or acromioclavicular joint sore,

. 6 weeks, 90 days, a half year, and a year postoperative follow-
up was conceivable,

. The patients had been treated with a similar postoperative
clinical treatment and restoration as indicated by kind of tear size, and

- Different preoperative and postoperative torment character.
After surgery, we started a level 1 rehabilitation program for patients
with small to medium tears.

We used a K-sling to support the shoulder after the surgery. On
one occasion after a medical procedure, we began pendulum practices
and the inactive forward flexion work out [1-3]. We performed active
scapular exercises, forward flexion exercises, and extension exercises a
week after surgery. We performed supportive active external rotation
exercises from an abducted state during the third postoperative week.

As part of our level 2 rehabilitation, we allowed multidirectional
stretching between the fourth and sixth postoperative weeks and began
internal rotation and cross body adduction exercises. We began phase
I strengthening exercises, which included manual resistive exercises
for the rotator cuff and deltoid muscle, from the sixth week to the
twelfth week following surgery. We permitted sports and work-related
activities between the twelfth week and sixth month. The first six weeks
of the level 1 rehabilitation program were devoted to patients with
moderate to severe tears. On the day after medical procedure, we began
pendulum works out. We performed active scapular exercises, passive
forward flexion exercises, and passive external rotation exercises a
week after surgery. A month and a half after the activity, we permitted
multidirectional extending practices and began inner turn works out,
cross body adduction activities and expansion practices as a feature of
the level 2 restoration [4]. We also did phase I strengthening exercises,
including active scapular exercise, and isometric rotator cuff exercises.
We began level 3 rehabilitation with resistive scapular strengthening
exercises and manual resistive exercise of the rotator cuff and deltoid
muscle between the twelfth and sixteenth weeks. As part of the level 4
rehabilitation program, we allowed the patient to resume sports and
job activities on the sixteenth week after surgery.

The following reasons led to the exclusion of patients:

(1) Had gone through procedure on a similar shoulder beforehand
(2) Had degenerative joint pain and fiery joint inflammation

(3) Had a cervical spine injury

(4) Had collision protection or modern mishap pay protection

(5) Were determined to have neuropsychiatric issues [5].

(6) Conflicting differences in torment design, for instance, the
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patient created preoperative aggravation qualities during postoperative
development.

From the initial 210 patients, 84 were chosen as the study's final
subjects based on these criteria. A set of visual analog scales was
used to assess the level of pain. In any case, torment is abstract as
in it could fluctuate for every patient. We consider the individual's
change in pain to be a more valuable measurement because sometimes
it may be meaningless in and of itself. We took a VAS score at each
period to evaluate the pain pattern. The level of pain prior to surgery
was determined by the VAS scores from the initial outpatient clinic
department visit. During the six-week, three-month, six-month, and
twelve-month postoperative outpatient interviews, VAS scores were
used to assess postoperative pain [6]. One week prior to the outpatient
interviews, outpatients were asked to report VAS scores based on when
they felt the most pain. Scope of movement (ROM) was checked by
a solitary inspector during short term visits both before the activity
and afterward again at a year after the activity. Ultrasonography was
used for the radiologic evaluation at three and twelve months after
surgery, and computed tomography (CT arthrography) was used at six
months. After dividing the factors into three groups, the ones that were
thought to affect postoperative pain were evaluated: preoperatively,
during the procedure, and afterward. Preoperative factors included
age, gender, occupation, pain onset, trauma history, pain intensity,
smoking history, synovitis of the glenohumeral joint, and the size
and degenerative change of the ruptured rotator cuff. As operative
factors, the operational method and the number of anchors used were
evaluated. Solidness and rebuilding of the fixed rotator sleeve were
assessed as postoperative elements.

We assessed mean agony during the short-term follow-up period,
and contrasted changes between visits furthermore with deciding the
torment design following the activity. First, we divided the patients
into groups I and II based on whether they had a pain pattern that
was strictly decreasing over the specified time periods. Each group's
preoperative, operative, and postoperative factors were compared.
Additionally, we looked at the factors that influenced the pattern of
steadily decreasing pain over time. Second, to better understand
the causes of low postoperative pain intensity, we developed a new
classification system. In the same way that we did with groups I and II,
we looked at the differences between group A and group B in terms of
preoperative, operative, and postoperative factors, and then we looked
at the factors that led to the lower intensity pain pattern for each follow-
up period. Group A consisted of the patients whose pain intensity was
lower than the average for each follow-up period. Group B consisted of

the remaining patients [7,8]. Acute onset pain and chronic onset pain
groups were also separated among the patients. The intense beginning
aggravation bunch comprised of patients who had their tasks in the
span of 90 days of first seeing torment, while the constant beginning
aggravation bunch was characterized as patients who were worked on
something like 3 months after the beginning of agony.

Conclusion

In the current study, we discovered that the pain intensity for each
period is affected by postoperative internal rotation stiffness three
months after surgery. Postoperative pain remained high with increasing
stiffness, in contrast to the lower levels experienced by patients
with mild stiffness. Postoperative solidness related to a continually
low degree of postoperative torment . A well-known postoperative
complication of rotator cuff repair is loss of motion. Noncomplicated
postoperative torment after arthroscopic rotator sleeve fix a medical
procedure showed a stringently diminishing aggravation design at each
time span. As preoperative variables, higher introductory VAS scores
and a more intense beginning of torment impacted the stringently
diminishing postoperative agony design. The high intensity pain
pattern for each period was influenced by the stiffness of the internal
rotation three months after the procedure as a postoperative factor.
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