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Purpose. To compare preemptive multimodal analgesia (PMMA) without femoral nerve blocks (FNB) to PMMA including FNB
following total knee arthroplasty (TKA). Methods. In a prospective, controlled pilot study, subjects with noninflammatory arthritis
undergoing TKA and a short postoperative stay received either PMMA + FNB (FNB group; n = 19) or PMMA only (PMMA group;
n = 20). No preoperative group differences were noted. Evaluations occurred in hospital and at 2, 6, and 12 weeks postoperatively.
The primary outcome (knee flexion) was measured on day two postoperatively. Rehabilitation indices, pain, analgesic use, and
length of stay (LOS) were also measured. Results. All subjects completed the study. The only significant group differences were
quadriceps motor blocks in the FNB group (P < 0.001). No significant differences were noted in ROM, pain levels, analgesic use,
or hospital LOS. Conclusion. Other than the quadriceps motor block, no group differences were noted; both achieved satisfactory
analgesia. Best postoperative pain management strategies when following a short hospital stay program are still unclear.

1. Introduction

Total knee arthroplasty (TKA) is a common procedure for
treatment of end-stage arthritis and can significantly im-
prove pain and function [1]. Despite long-term benefits,
TKA is also associated with substantial early postoperative
pain; thus, pain management is critical [2].

During the past decade, perioperative care for patients
undergoing TKA has been changing rapidly including anal-
gesia. In the 1990s, patients frequently remained in hospital
for more than 1 week postoperatively [3, 4]. This is in direct
contrast to current reports of hospital length of stay (LOS)
of three days or less [5, 6]. To achieve early discharge, reha-
bilitation is often started the day of surgery. Thus, optimal

pain management is vital to allow patients to tolerate early
and frequent therapy during their short hospital stay.

Accompanying changes in postoperative care are multi-
ple pain management strategies including multimodal an-
algesia, nerve blockades, and preemptive analgesia [2, 7–
9]. Multimodal analgesia regimens often combine oral med-
ications (e.g., nonnarcotic analgesics, narcotic analgesics,
and anti-inflammatory medication) and nerve blockades to
decrease narcotic consumption.

Femoral nerve blockades (FNBs) significantly improve
pain and knee range of motion (ROM) and reduce narcotic
consumption relative to patient-controlled analgesia (PCA)
or oral/intravenous narcotics [8, 10–13]. However, FNBs
are also frequently associated with quadriceps weakness and
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have been associated with falls postoperatively [14]. Thus,
their overall effectiveness is uncertain when early discharge
programs are utilized [15, 16].

Preemptive multimodal analgesia (PMMA) is also being
used where patients take analgesics preoperatively (preemp-
tive) to prevent central sensitization and amplification of
postoperative pain and combine multiple types/routes of
analgesics (multimodal) to maximize analgesia with the few-
est side effects [2, 9, 17, 18]. PMMA often includes FNB;
there appear to be few reports of PMMA without FNB.

This pilot study examined the impact of the PMMA
regimen with the addition of an FNB compared with usual
care—an oral PMMA regimen without FNB. The overall
goal was to examine the effect of PMMA including FNB
on discharge knee flexion and in-hospital pain compared
to PMMA without FNB following primary TKA. Further,
we compared the impact of the pain management strategies
on (a) rehabilitation indices, (b) hospital LOS, (c) analgesic
use, and (d) pain and knee ROM at two, six, and 12 weeks
postoperatively.

The primary objective was to determine the impact of
PMMA with FNB on knee flexion measured on day two post-
operatively compared to PMMA without FNB. Secondary
objectives were to compare postoperative pain, rehabilitation
indices (quadriceps block and rehabilitation participation)
during the first two postoperative days, and hospital LOS
in these same two patient groups. Finally, we compared
postoperative analgesic use and postdischarge pain and knee
ROM at weeks two, six, and 12 postoperatively.

2. Materials and Methods

This was a prospective pilot study undertaken at two tertiary
hospitals that perform high volumes of TKA annually. Both
hospitals followed the same regional clinical pathway for
preoperative, perioperative, and postoperative care, includ-
ing standardized medical and analgesic orders as well as a
standardized rehabilitation approach for postoperative care.
Care standardization is evaluated across sites to ensure that
sites are compliant with the regional clinical pathway.

All subjects (n = 39) were managed at the same central
intake and follow-up clinic that used standardized pre- and
posthospital care. This sample size allowed detection of 10-
degree difference in knee flexion (α = 0.05; power = 0.80),
while accounting for 10% attrition, appropriate for our pilot
study.

In one hospital, anesthesiologists added FNB to the
PMMA regimen (FNB group (n = 19)), while the second
site used PMMA without FNB (PMMA group (n = 20)) as
per usual care. Oral medications dosages were adjusted in the
FNB group to ensure adequate pain control as needed. All
subjects provided informed consent, and the Health Research
Ethics Board approved the study.

To be eligible, subjects had preoperative knee ROM
≥90 degrees, body mass index (BMI) less than 40, and no
known hepatic insufficiency or contraindications to FNB and
did not regularly use narcotics preoperatively. Subjects were
English-speaking so that pain could be accurately assessed
using a visual analogue scale (VAS).

Subjects who met the selection criteria and were willing
to participate signed an informed consent preoperatively.
Subjects reported current pain levels using a VAS, preoper-
ative analgesic use (both narcotic and nonnarcotic), activity
levels, and general demographic/medical (e.g., age, sex, and
comorbidities) information to a research associate not in-
volved in their clinical care. Knee ROM was also assessed.

All surgeries were done using standard surgical technique
(i.e., midline incision and medial parapatellar exposure). No
minimally invasive techniques were used. In the FNB group,
17 (89%) subjects received general anaesthesia with the oth-
ers (11%) receiving spinal anaesthesia. In the PMMA group,
16 (80%) received spinal anaesthesia with the remaining
subjects undergoing general anaesthesia.

2.1. Preemptive Analgesia. All subjects in both groups re-
ceived Oxycodone controlled release (10 milligrams (mg) per
oral (PO)) and Celecoxib (100 mg PO) within two hours
of surgery. Celecoxib (100–200 mg PO) was administered
twice daily starting 12 hours after the preoperative dose and
continued throughout their hospital stay for all subjects.

2.2. PMMA. Postoperatively, the PMMA group received Ox-
ycodone controlled release (10–20 mg PO) twice daily for
five doses starting 12 hours after the preoperative dose. For
breakthrough pain, subjects received up to two tablets of
acetaminophen (325 mg with codeine 30 mg) or acetam-
inophen (325 mg with oxycodone 5 mg) every four hours
as required. These were the primary analgesics used once
the Oxycodone controlled release doses were completed. If
oral analgesics were ineffective, subcutaneous morphine or
hydromorphone (if intolerant of morphine) was used with a
dose range of 0.5–3 mg.

2.3. FNB. FNB subjects had femoral nerve catheters placed
preoperatively using ultrasound guidance via in-plane
approach. Choice of concentration, type, and volume of
local anesthetic was left to the attending anesthesiologist’s
discretion. A local anesthetic bolus of 0.1–0.5% ropivacaine
was administered via the femoral catheter with or without
0.125–0.25% bupivacaine (median 20 millilitres (mL), 0.25%
ropivacaine, and 0.125% bupivacaine). In addition, 16 (84%)
subjects also received a single-shot anterior sciatic nerve
block at the time of surgery at the discretion of the attending
anesthesiologist. Subjects were then anesthetized for the
TKA in the operating room. Subjects received narcotics
intraoperatively at the attending anesthesiologist’s discretion.
All morphine received was recorded.

Subjects were monitored regularly while the FNB was
in situ receiving 0.1-0.2% ropivacaine at a rate of 1–
6 mL per hour as needed for pain control. Subjects with
continuous infusion received an additional 4–8 mL per hour
while those receiving intermittent boluses (2% lidocaine,
0.5% bupivacaine, and/or 0.1-0.2% ropivacaine) had varying
quantities (6–30 mL). Anesthesiologists ordered additional
analgesia as required for adequate analgesia following the
recommendations of the oral PMMA regimen. The FNB
was discharged on the second postoperative morning after
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which subjects followed the PMMA regimen until hospital
discharge. All narcotic use was recorded.

2.4. Postoperative Management. Mobilization started the day
of surgery at both sites as all subjects followed the same
regional pathway; subjects sat on the edge of the bed or in
a chair, or ambulated up to five feet, dependent upon their
tolerance. On each subsequent day, subjects attended reha-
bilitation twice a day to perform exercises and ambulate. The
goal was discharge home on the third postoperative morning.
To be discharged, subjects had adequate pain control on oral
analgesics, performed self-care and transfers independently,
and ambulated weight-bearing as tolerated independently
with walking aids. Although not necessary for discharge, the
goal was at least 60 degrees of knee flexion by the second
postoperative day.

Knee flexion and pain were measured daily in hospital.
We expected to measure knee flexion at hospital discharge,
but subjects were frequently discharged on day three prior to
measuring ROM. Thus, to fairly compare postoperative knee
flexion between groups, the primary flexion comparison
occurred on day two postoperatively.

Rehabilitation indices (quadriceps block, participation in
rehabilitation), hospital narcotic analgesic use, and LOS were
also recorded. After discharge, pain and knee flexion were
evaluated at two, six, and 12 weeks postoperatively.

3. Outcome Measures

3.1. Knee Flexion. Knee flexion was measured in supine lying
using a goniometer, which has been shown to be reliable [19].

3.2. Pain. Pain was measured at the start of rehabilitation
using an 11-point VAS (0–10), shown to be a reliable
and valid method of measuring patient-reported pain [20].
Subjects gave their verbal pain rating based on zero being
“no pain present” and 10 being “the worst pain imagina-
ble.”

3.3. Quadriceps Block. Subjects had a positive quadriceps
block if they were unable to actively contract or produce a
motor response of their quadriceps.

3.4. Participation in Rehabilitation. Participation in rehabil-
itation was measured as a count of rehabilitation sessions.
Subjects were expected to have one session on the day of
surgery and two sessions/day thereafter in hospital.

3.5. Analgesic Use. All narcotic medication was recorded and
standardized. For the first three postoperative days (includ-
ing surgical day), the total amount of any narcotic used
was converted to the equivalent IM morphine dose using a
morphine equivalency scale [21]. The resulting equivalents
were totaled to give a single score reflecting the total narcotics
used.

Table 1: Baseline characteristics.

FNB
(n = 19)

PMMA
(n = 20)

P-value

Demographics

Male (%) 12 (57) 9 (43) 0.34∗

Mean age (SD) 66.7 (7.9) 65.8 (8.4) 0.27†

Function

Mean knee flexion (SD) 119.3 (11.5) 118.6 (10.9) 0.83†

Walks <6 blocks (%) 17 (91) 16 (80) 0.63∗

Uses no aide (%) 10 (53) 13 (65) 0.33∗

Pain

VAS score (SD) 6.5 (2.3) 5.2 (2.3) 0.09†

FNB: femoral nerve block, PMMA: preemptive multimodal analgesia, SD:
standard deviation, and VAS: visual analogue scale.
∗Analyzed using chi-square test.
†Analyzed using independent t-test.

4. Analysis

Knee flexion at discharge was the primary outcome and was
analyzed using independent t-tests. Because there were no
baseline differences noted between groups, the mean postop-
erative knee flexion was chosen as the appropriate compari-
son. Pain levels were also assessed using independent t-tests.
Rehabilitation indices (quadriceps block and rehabilitation
participation) and analgesic use were analyzed using chi-
square tests. LOS was analyzed using the Mann-Whitney U
test for nonparametric data. Postdischarge pain and knee
flexion were analyzed using independent t-tests.

Statistical analyses were performed with Predictive Ana-
lytics SoftWare (PASW) version 17.0 (SPSS: An IBM Com-
pany, Chicago, Ill, USA) utilizing 2-tailed tests. Although we
calculated the sample size based on a level of significance
of P < 0.05, we reset the level of significance at P < 0.01
prior to analysis because we evaluated multiple outcomes
over repeated time intervals.

5. Results

5.1. Baseline Characteristics. Subjects were similar in age,
gender distribution, and comorbidities and reported no dif-
ferences in preoperative function and knee flexion (Table 1).
All subjects completed the study. Use of preoperatively
analgesic medication was also similar between groups (P >
0.80) although the FNB group reported nonsignificantly
higher pain levels preoperatively than the PMMA group
(Table 1).

5.2. Knee Flexion. Knee flexion was similar between groups
on both the first and second postoperative days (Table 2).

5.3. In Hospital Postoperative Pain and Analgesic Use. The
FNB group reported nonsignificantly higher mean pain
scores during the hospital stay (Table 2). In terms of medi-
cation use, the median morphine equivalency units for in-
hospital analgesic use were nonsignificantly lower in the FNB
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Table 2: In-hospital measures.

FNB
(n = 19)

PMMA
(n = 20)

P value

Mean knee flexion

Day 1 postoperatively (SD) 56.7 (16.8) 51.9 (11.3) 0.31†

Day 2 postoperatively (SD) 63.1 (16.2) 61.1 (12.1) 0.67†

Mean pain levels using VAS

Day 1 postoperatively (SD) 5.0 (1.9) 4.3 (1.7) 0.21†

Day 2 postoperatively (SD) 5.4 (2.4) 4.1 (1.7) 0.08†

Rehabilitation indices

Quadriceps block

Day 0 (%) 10 (53) 0 (0) <0.001∗

Day 1 (%) 13 (68) 0 (0) <0.001∗

Day 2 (%) 4 (22) 0 (0) 0.046∗

Missed rehabilitation
participation

Day 0 (%) 8 (42) 5 (25) 0.32∗

FNB: femoral nerve block, MMA: preemptive multimodal analgesia, SD:
standard deviation, and VAS: visual analogue scale.
†Analyzed using independent t-test.
∗Analyzed using Chi Square test.

group (59.6 (IQR 46.6, 130.4) versus 67.4 (IQR 46.4, 84.3))
than in the PMMA group (P = 0.19 by Mann Whitney U
test), but the mean analgesic use was nonsignificantly higher
in the FNB (84.17 (51.2)) than in the PMMA (67.33 (24.3))
group (P = 0.21 by independent t-test).

5.4. Rehabilitation Indices. FNB subjects were significantly
more likely to have quadriceps blocks on the day of surgery
(day 0) and first postoperative day than the PMMA subjects
(Table 2). Fewer FNB subjects were able to participate in
rehabilitation on the day of surgery, but this difference
was not significant (P = 0.32). Despite more quadriceps
blocks in the FNB group, no subjects in either group missed
rehabilitation sessions after the day of surgery. Further, no
subjects experienced any falls postoperatively.

5.5. LOS. The median LOS was 4 (interquartile range 4,5)
days in the FNB group and 3.5 (3,4) days in the PMMA group
(P = 0.04), although this difference did not reach the a priori
level of significance, which was set at α = 0.01.

5.6. Postdischarge Pain and Knee Flexion. There was no dif-
ference in pain or knee ROM at the postdischarge follow-
ups (Table 3). Few subjects in either group were using
narcotic analgesic beyond the two-week postoperative visit
with similar narcotic use between groups (P > 0.42).

6. Discussion

Pain management following TKA is highly variable and
continues to evolve with changing postoperative care. FNB
appears more effective than PCA in managing postoperative
pain, preventing nausea/vomiting, and increasing knee ROM

Table 3: Postdischarge outcomes.

FNB PMMA P value

Postdischarge pain

2 weeks (SD) 4.0 (2.6) 4.4 (2.4) 0.72†

6 weeks (SD) 2.8 (2.2) 2.9 (2.4) 0.93†

12 weeks (SD) 1.1 (1.9) 2.0 (2.2) 0.31†

Postdischarge knee flexion

2 weeks (SD) 84.7 (10.4) 83.1 (9.8) 0.69†

6 weeks (SD) 101.3 (13.4) 97.4 (13.2) 0.40†

12 weeks (SD) 110.9 (9.6) 105.0 (11.7) 0.14†

FNB: femoral nerve block, PMMA: preemptive multimodal analgesia, SD:
standard deviation, and VAS: visual analogue scale.
†Analyzed using independent t-test.

following primary TKA [2, 8]. However, FNB has been asso-
ciated with increased postoperative falls due to quadriceps
weakness; thus their utility may be more limited with aggres-
sive postoperative rehabilitation [14]. Our controlled pilot
study compared two pain management protocols, one in
which subjects followed an oral PMMA only and one in
which subjects followed an adapted PMMA augmented by an
FNB. We found no significant differences between groups in
terms of knee flexion or reported postoperative pain up to 12
weeks postoperatively. Further, analgesic use did not appear
different between groups. The FNB group reported more
quadriceps motor blocks, a common side effect attributed
to FNB [15, 16, 22, 23]. However, no patient experienced
falls, and the two groups reported similar rehabilitation
attendance in hospital. The FNB group stayed a half day
longer in hospital than the PMMA group, but this difference
was not significant.

Past studies compared FNB to PCA regimens or to dif-
ferent nerve block techniques and demonstrated that FNB is
an effective pain management strategy following TKA [10–
13, 22, 24]. Recent guidelines suggest that FNB should be
used as routine care following TKA [2]. However, based on
the reported association of increased fall risk with FNB [14],
further evaluation of FNB is necessary, particularly in the
context of short stay postoperative protocols. Despite more
quadriceps block in the FNB group, we found no difference
in rehabilitation attendance or knee flexion between PMMA
with FNB and PMMA alone; both groups reported similar
postoperative analgesia. As previous reports on PMMA effec-
tiveness have typically included FNB as part of the regimen
[9, 24, 25], our study adds to current evidence by comparing
the impact of PMMA with and without an FNB when a short
stay postoperative protocol is utilized.

Our study has several strengths; this was a prospective
controlled pilot study where all participants were screened
and followed postoperatively at a single centre and received
standardized pre-, peri-, and postoperative care except for
pain management. We also assessed several important out-
comes, rather than just the most commonly reported pain
or analgesia [10–12]. We examined the impact of the
analgesic regimes on rehabilitation including knee flexion
and quadriceps weakness. With evolving postoperative care
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moving to early rehabilitation and short LOS, patients’
pain must be adequately controlled without impeding time
to discharge or affecting patient safety. Therefore, these
additional outcomes are important to measure to determine
optimal pain management after TKA.

However, there are also limitations to our study. We did
not randomize subjects but instead evaluated the impact
of adding an FNB to an established oral PMMA regimen
at one hospital. Thus, it is possible that the measured
outcomes were affected by hospital differences despite using
a regional care pathway. Further, FNB technique was not
standardized and was left to the discretion of the attending
anaesthesiologist. These variations could affect the FNB
efficacy; however, our study reflects the effectiveness of an
FNB applied under usual clinical standards as determined by
the attending anaesthesiologist.

Finally, our pilot study is small; the study was under-
powered for the primary outcome at the level of significance
analyzed (P < 0.01). However, at no time was more than
a six-degree difference in knee ROM reported between
groups, so no clinically important differences were deemed
nonsignificant by our revised level of significance. Further
study is needed to determine if similar results occur using
a randomized study design, standardized regimens, and a
larger sample.

There is much heterogeneity in regard to optimum post-
TKA analgesia due to multiple changes in surgical practice
and postoperative care, reducing the applicability of previous
studies to current care. To date, there is no answer as to best
practices for pain management following TKA. An oral
PMMA regimen with or without augmentation of an FNB
appears to provide adequate analgesia. Further research
should also consider outcomes beyond analgesia and mea-
sure the impact of the analgesic regimen on patients overall
postsurgical recovery.

Acknowledgments

Dr. L. A. Beaupre is a Population Health Investigator who
receives salary support from the Alberta Heritage Foundation
for Medical Research. Dr. B. Tsui is a Clinical Scholar who
receives salary support from the Alberta Heritage Foundation
for Medical Research. This study was supported by an unre-
stricted research grant from the Edmonton Civic Employees
Charitable Association.

References

[1] C. A. Jones, D. C. Voaklander, D. W. C. Johnston, and M.
E. Suarez-Almazor, “Health related quality of life outcomes
after total hip and knee arthroplasties in a community based
population,” Journal of Rheumatology, vol. 27, no. 7, pp. 1745–
1752, 2000.

[2] H. B. J. Fischer, C. J. P. Simanski, C. Sharp et al., “A procedure-
specific systematic review and consensus recommendations
for postoperative analgesia following total knee arthroplasty,”
Anaesthesia, vol. 63, no. 10, pp. 1105–1123, 2008.

[3] P. L. Fu, J. Xiao, Y. L. Zhu et al., “Efficacy of a multimodal
analgesia protocol in total knee arthroplasty: a randomized,

controlled trial,” Journal of International Medical Research, vol.
38, no. 4, pp. 1404–1412, 2010.

[4] L. B. Oldmeadow, H. McBurney, and V. J. Robertson, “Hos-
pital stay and discharge outcomes after knee arthroplasty,”
Journal of Quality in Clinical Practice, vol. 21, no. 3, pp. 56–
60, 2001.

[5] H. Husted, G. Holm, and S. Jacobsen, “Predictors of length
of stay and patient satisfaction after hip and knee replace-
ment surgery: fast-track experience in 712 patients,” Acta
Orthopaedica, vol. 79, no. 2, pp. 168–173, 2008.

[6] S. G. Memtsoudis, A. G. Della Valle, M. C. Besculides, L.
Gaber, and R. Laskin, “Trends in Demographics, Comorbidity
Profiles, In-Hospital Complications and Mortality Associated
With Primary Knee Arthroplasty,” Journal of Arthroplasty, vol.
24, no. 4, pp. 518–527, 2009.

[7] A. Buvanendran, J. S. Kroin, K. J. Tuman et al., “Effects of
perioperative administration of a selective cyclooxygenase 2
inhibitor on pain management and recovery of function after
knee replacement: a randomized controlled trial,” Journal of
the American Medical Association, vol. 290, no. 18, pp. 2411–
2418, 2003.

[8] S. J. Fowler, J. Symons, S. Sabato, and P. S. Myles, “Epidural
analgesia compared with peripheral nerve blockade after
major knee surgery: a systematic review and meta-analysis of
randomized trials,” British Journal of Anaesthesia, vol. 100, no.
2, pp. 154–164, 2008.

[9] J. R. Hebl, S. L. Kopp, M. H. Ali et al., “A comprehensive
anesthesia protocol that emphasizes peripheral nerve blockade
for total knee and total hip arthroplasty,” Journal of Bone and
Joint Surgery A, vol. 87, no. 12, pp. 63–70, 2005.

[10] M. J. Barrington, D. Olive, K. Low, D. A. Scott, J. Brittain, and
P. Choong, “Continuous femoral nerve blockade or epidural
analgesia after total knee replacement: a prospective random-
ized controlled trial,” Anesthesia and Analgesia, vol. 101, no. 6,
pp. 1824–1829, 2005.

[11] T. J. McMeniman, P. J. McMeniman, P. T. Myers et al.,
“Femoral nerve block vs. fascia Iliaca block for total knee
arthroplasty postoperative pain control. A prospective, ran-
domized controlled trial,” Journal of Arthroplasty, vol. 25, no.
8, pp. 1246–1249, 2010.

[12] P. Cook, J. Stevens, and C. Gaudron, “Comparing the effects
of femoral nerve block versus femoral and sciatic nerve block
on pain and opiate consumption after total knee arthroplasty,”
Journal of Arthroplasty, vol. 18, no. 5, pp. 583–586, 2003.

[13] C. B. Johnson and S. K. Steele-Moses, “The use of continuous
femoral nerve blocks versus extended release epidural mor-
phine: a study comparing outcomes in total knee arthroplasty
procedures,” Orthopaedic Nursing, vol. 30, no. 1, pp. 44–53,
2011.

[14] B. M. Ilfeld, K. B. Duke, and M. C. Donohue, “The association
between lower extremity continuous peripheral nerve blocks
and patient falls after knee and hip arthroplasty,” Anesthesia
and Analgesia, vol. 111, no. 6, pp. 1552–1554, 2010.

[15] M. Kandasami, A. W. Kinninmonth, M. Sarungi, J. Baines, and
N. B. Scott, “Femoral nerve block for total knee replacement—
a word of caution,” Knee, vol. 16, no. 2, pp. 98–100, 2009.

[16] S. Sharma, R. Iorio, L. M. Specht, S. Davies-Lepie, and W. L.
Healy, “Complications of femoral nerve block for total knee
arthroplasty,” Clinical Orthopaedics and Related Research, vol.
468, no. 1, pp. 135–140, 2010.

[17] C. M. Duncan, L. K. Hall, D. O. Warner, and J. R. Hebl, “The
economic implications of a multimodal analgesic regimen for
patients undergoing major orthopedic surgery: a comparative



6 The Scientific World Journal

study of direct costs,” Regional Anesthesia and Pain Medicine,
vol. 34, no. 4, pp. 301–307, 2009.

[18] H. B. Skinner and E. Y. Shintani, “Results of a multimodal
analgesic trial involving patients with total hip or total knee
arthroplasty,” American Journal of Orthopedics, vol. 33, no. 2,
pp. 85–92, 2004.

[19] P. P. Gogia, J. H. Braatz, S. J. Rose, and B. J. Norton, “Reliability
and validity of goniometric measurements at the knee,” Phys-
ical Therapy, vol. 67, no. 2, pp. 192–195, 1987.

[20] R. H. Gracely, “Studies of pain in normal man,” in Textbook of
Pain, P. D. Wall and R. Melzack, Eds., pp. 315–336, Churchill
Livingstone, Edinburgh, UK, 1994.

[21] Canadian Pharmacists Association, Compendium of Pharma-
ceuticals and Specialties, Canadian Pharmacists Association,
Ontario, Canada, 45 edition, 2010.

[22] R. P. Good, M. H. Snedden, F. C. Schieber, and A. Polachek,
“Effects of a preoperative femoral nerve block on pain man-
agement and rehabilitation after total knee arthroplasty,”
American Journal of Orthopedics, vol. 36, no. 10, pp. 554–557,
2007.

[23] J. J. Paauwe, B. J. Thomassen, J. Weterings, E. Van Rossum, and
M. E. Ausems, “Femoral nerve block using ropivacaine
0.025%, 0.05% and 0.1%: effects on the rehabilitation pro-
gramme following total knee arthroplasty: a pilot study,”
Anaesthesia, vol. 63, no. 9, pp. 948–953, 2008.

[24] S. G. Bergeron, K. J. Kardash, O. L. Huk, D. J. Zukor, and J.
Antoniou, “Functional outcome of femoral versus obturator
nerve block after total knee arthroplasty,” Clinical Orthopae-
dics and Related Research, vol. 467, no. 6, pp. 1458–1462, 2009.

[25] K. Kardash, D. Hickey, M. J. Tessler, S. Payne, D. Zukor, and A.
M. Velly, “Obturator versus femoral nerve block for analgesia
after total knee arthroplasty,” Anesthesia and Analgesia, vol.
105, no. 3, pp. 853–858, 2007.


	Introduction
	Materials and Methods
	Preemptive Analgesia
	PMMA
	FNB
	Postoperative Management

	Outcome Measures
	Knee Flexion
	Pain
	Quadriceps Block
	Participation in Rehabilitation
	Analgesic Use

	Analysis
	Results
	Baseline Characteristics
	Knee Flexion
	In Hospital Postoperative Pain and Analgesic Use
	Rehabilitation Indices
	LOS
	Postdischarge Pain and Knee Flexion

	Discussion
	Acknowledgments
	References

