JB

JS

OPEN ACCESS

Comparison of the Effect of Intra-Articular,
Periarticular, and Combined Injection of Analgesic
on Pain Following Total Knee Arthroplasty

A Double-Blinded Randomized Clinical Trial

Seyed Mohammad Javad Mortazavi, MD, Farzad Vosoughi, MD, Mirsaeed Yekaninejad, MD, Ehsan Ghadimi, MD,
Mohammad Hasan Kaseb, MD, Mohammad Ayati Firoozabadi, MD, Ehsan Fallah, MD, Hesam Toofan, MD, and
Seyed Khalil Pestehei, MD

Investigation performed at the Tehran University of Medical Sciences, Tehran, Iran

Background: The aim of this study was to compare the efficacy of 3 methods of intraoperative analgesic cocktail
injection during total knee arthroplasty (TKA)—intra-articular (lA), periarticular (PA), and combined intra-articular and
periarticular (IA+PA)—on controlling early postoperative pain.

Methods: This was a prospective double-blinded parallel randomized clinical trial. A total of 153 patients scheduled for
TKA were allocated to IA, PA, or IA+PA (51 patients each) by block randomization. The primary outcome was morphine
consumption. Secondary outcomes were visual analogue scale (VAS) pain, knee flexion, straight leg raising, Knee Society
Score (KSS), and Western Ontario and McMaster Universities Osteoarthritis Index (WOMAC).

Results: The morphine consumption was lowest in the PA group (median = O, interquartile range [IQR] = 5) and highest in the
IA group (median = 10, IQR = 5). The PA group had significantly lower VAS pain at rest than either IA (mean difference = —0.70;
95% confidence interval [Cl] = —0.93 to —0.46; p < 0.001) or PA+IA (mean difference = —0.41; 95% Cl = —0.65 to —0.18;
p <0.001). The PA group had also lower VAS pain during activity compared with IA (mean difference = —0.63; 95% Cl = —0.85
to —0.40; p < 0.001) and IA+PA (mean difference = —0.38; 95% Cl = —0.61 to —0.16; p < 0.001). The PA group had significantly
greater active knee flexion compared with IA (mean difference = 9.68°; 95% Cl = 5.50° to 13.86°; p < 0.001) and IA+PA (mean
difference = 5.13°; 95% Cl = 0.95° to 9.31°; p = 0.010). Passive knee flexion was greater for PA than IA (mean difference =
7.85°% 95% Cl = 4.25° to 11.44°; p < 0.001). Other outcome variables were not significantly different among the 3 groups. The
only complications were wound drainage (1 each in the IA and IA+PA groups) and deep venous thrombosis (1 in the 1A group).

Conclusions: PA was associated with less early postoperative pain and greater active knee flexion compared with the

other 2 analgesic methods.

Level of Evidence: Therapeutic Level |. See Instructions for Authors for a complete description of levels of evidence.

tions (i.e., local infiltration analgesia [LIA]) have been dem-

onstrated to be an effective and safe method for controlling

pain after total knee arthroplasty (TKA) in multiple systematic
reviews and meta-analyses'”.

Despite the literature support for LIA use, the best loca-

tion for injection of the analgesic cocktail (intra-articular [IA]

versus periarticular [PA] versus combined intra-articular and

I ntraoperative intra-articular and periarticular analgesic injec-

periarticular [IA+PA]) is still a matter of debate*’. To our
knowledge, no clinical trial simultaneously comparing IA+PA
with both 1A and PA has previously been published. As the highest
pain receptor density has been discovered to be in the periarticular
tissues (including the infrapatellar fat pad, collateral ligaments, and
joint capsule)’, the PA and IA+PA methods may theoretically be
better able to address the wide distribution of pain receptors
around the knee joint. On the other hand, the IA method is
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simpler (involving a single site of injection) and potentially safer
(as no analgesic cocktail is injected near the peroneal nerve).
The aim of this study was therefore to compare the PA, IA,
and TA+PA methods of analgesic cocktail injection in terms of
postoperative pain control and functional recovery following TKA.
As the TA method does not address the pain receptors in the
infrapatellar fat pad and collateral ligaments directly, our hypothesis
was that the JA method would be associated with greater postop-
erative pain (on a visual analogue scale [VAS]) and morphine
consumption and poorer functional recovery (as measured by knee
flexion and the Knee Society Score [KSS] and WOMAC [Western
Ontario and McMaster Universities Osteoarthritis Index]).

Materials and Methods

his prospective double-blinded parallel clinical trial was

performed from June 2021 to March 2022 on patients with
advanced knee osteoarthritis who were referred to our center. It
followed the CONSORT (Consolidated Standards of Reporting
Trials) guidelines” and was registered at www.irct.ir (regis-
tration number IRCT20210613051559N1). The study was
approved by the institutional review board (IR.TUMS.IKH-
C.REC.1399.434), and written informed consent was obtained
from all participants.

Study Population

Patients scheduled for TKA who were 18 to 80 years old, had a
body weight of 50 to 120 kg, and had the ability to read and
write our native language and complete the informed consent
form were potentially eligible for the study. Patients with drug
dependence, allergy to any of our drug protocols, psychiatric
issues, inflammatory arthritis, cardiac illness, or a renal or liver
comorbidity were excluded. Of 160 patients with knee osteo-
arthritis, 7 were excluded (2 had rheumatoid arthritis and 5 did
not wish to participate in the study).

Recruitment and Randomization of Participants

Block randomization was performed using www.randomisation.
com. The randomization allocations were placed in sealed opaque
envelopes. For each patient scheduled for TKA, 1 of the investi-
gators (EV.) opened the patient’s envelope and became aware of
the patient’s allocation. During the surgery, after bone cut prep-
aration and before inserting the components, the surgeon’s
circulating nurse called that investigator to ask the patient’s
allocation, then informed the surgeon of that. The postoper-
ative outcome assessor (E.G.), patients, nurses, and physio-
therapists were blinded to the allocation status.

Interventions
The interventions in the study differed only with respect to the
site of the intraoperative analgesic cocktail injection. The sur-
gery was performed under spinal analgesia with 10 to 15 mL of
bupivacaine in all included patients. The preoperative pre-
emptive analgesia, postoperative drugs, and rehabilitation were
the same among the participants.

Based on a study by Busch et. al.’, 400 mg of ropivacaine,
5 mg of morphine, 0.6 mL of 1:1,000 epinephrine, and 30 mg of
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ketorolac were diluted with sterile normal saline solution to
create 100 mL of analgesic cocktail. In the IA group, all of the
cocktail was injected through the joint space after suturing of
the knee capsule. In the PA group, after bone cut preparation
and before inserting the component, 30 mL of the cocktail was
injected into the posterior capsule; 10 mL, into the medial
collateral ligament; and 10 mL, into the lateral collateral liga-
ment. While the cement was curing, another 20 mL was injected
into the quadriceps and medial and lateral retinacular tissue. The
remaining 30 mL of the cocktail was injected into the infrapatellar
fat pad and subcutaneous tissue. In the IA+PA group, 30 mL of
the cocktail was injected into the posterior capsule and lateral and
medial collateral ligaments after bone cut preparation but before
component insertion. While the cement was curing, another
10 mL was injected into the quadriceps, patellar tendon, and
medial and lateral retinacular tissue. Also, 10 mL was injected into
the infrapatellar fat pad and subcutaneous tissue. Finally, after
watertight capsular closure, the remaining 50 mL was injected into
the knee joint space.

Preoperative and Postoperative Medications

All patients received 400 mg of celecoxib, 1,000 mg of aceta-
minophen, and 75 mg of pregabalin 1 hour before the surgery
as preemptive analgesia. After the surgery, patients were pre-
scribed 200 mg of celecoxib twice daily, 75 mg of pregabalin
daily, and 500 mg of acetaminophen every 4 hours. In case of
intolerable pain (VAS score of >8), 5 mg of intravenous (IV)
morphine sulfate was injected as rescue analgesia. Aspirin
(325 mg twice a day for 4 weeks) was used for routine pro-
phylaxis against venous thromboembolism (VTE). However,
for those with additional VTE risk factors (e.g., patients with a
history of VTE, with thrombophilia, on chronic anticoagulation,
or with active cancer), 40 mg of enoxaparin was used for
chemoprophylaxis.

Surgery

Surgery was performed in all patients by the same surgeon
(S.M.J.M.) through a medial parapatellar approach without use
of a drainage catheter. A posterior-stabilized knee prosthesis
(NexGen; Zimmer Biomet) and a pneumatic tourniquet were
used in all procedures.

Outcome Measures

The primary outcome of the study was the postoperative mor-
phine consumption. The total amount of morphine (in mg)
injected into each patient within the first 48 hours following
surgery was documented.

In addition, secondary outcomes were evaluated. Pre-
operative pain, assessed with a VAS (from 0 for no pain to 10
for the most severe pain ever felt), was measured after admit-
ting the patient to the hospital but before starting the preemptive
analgesia protocol. Postoperative VAS pain was documented at 3,
6, 24, and 48 hours, 2 weeks, 1 month, and 2 months after the
TKA. Three other patient-reported outcome measures, the KSS
knee subscore, KSS function subscore, and WOMAC, were as-
sessed at 2 weeks, 1 month, and 2 months after the surgery. The
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maximum tolerable active and passive knee flexion and ability to
perform straight leg raises (SLRs) were measured at 3, 6, 24, and
48 hours postoperatively.

Sample Size

A sample size calculation' indicated that at least 32 patients
would be needed in each group to detect a difference in mor-
phine consumption of at least 2 mg with a power of 95% and
type-I error of 5%, assuming that the standard deviation of the
morphine consumption in each group would be 2 mg as in a
previous study'.

Statistical Analysis
The chi-square test was used to compare preoperative cat-
egorical variables (gender, side of the affected knee) among
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the 3 analgesia groups, and 1-way analysis of variance
(ANOVA) was used to compare preoperative quantitative
variables. The Kruskal-Wallis test was used to compare post-
operative total morphine consumption among the groups, as
that did not have a normal distribution. Repeated-measures
ANOVA was used to compare all other postoperative quan-
titative variables; when the result was significant, the Sidak
test was used to perform pairwise comparisons between
groups.

The Benjamini-Hochberg false-discovery-rate correction
was performed to adjust the p value for multiple comparisons®,
using R (R Foundation for Statistical Computing). All other
analyses were performed using SPSS software for Windows
(version 25; IBM). All analyses were 2-sided, and significance
was set at p < 0.05.

[ Enrollment ]

Assessed for eligibility (n= 160)

Excluded (n=7)
+ Not meeting inclusion criteria (n= 2)
+ Declined to participate (n= 5)

Randomized (n= 153)

A A
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A

A 4

Allocated to intervention

(n=51)

¢ Received allocated
intervention (n=51)

(n=51)
+ Received allocated
intervention (n= 51)

Allocated to intervention

Allocated to intervention (n=51)
+ Received allocated intervention
(n=51)

Follow-Up ]

Lost to follow-up (n=0) Lost to follow-up (n=0)

Lost to follow-up (n=0)

l | |

Analysis ] l

Analysed (n=51) Analysed (n=51)

Analysed (n=51)

Fig. 1
CONSORT diagram showing patient flow through the study.
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TABLE | Preoperative Variables*

IA PA IA+PA P Value

Aget (yr) 63.12 (9.18) 65.53 (5.67) 65.35 (5.96) NS

Male to female ratio 0.24 0.16 0.08 NS

Weightt (kg) 76.94 (11.26) 75.90 (11.33) 79.33 (12.71) NS

Heightt (cm) 159.86 (8.39) 160.64 (8.88) 161.80 (7.31) NS

BMIT (kg/m?) 30.19 (4.41) 29.51 (4.48) 30.31 (4.58) NS

Side of the affected knee, left/right 21/30 25/26 30/21 NS

Varus anglet (°) 12.20 (8.69) 11.82 (9.77) 13.90 (7.32) NS

Active flexiont (°) 112.98 (28.81) 120.49 (23.91) 117.27 (17.05) NS

Active extensiont (°) 7.16 (11.54) 6.47 (9.71) 4.31 (8.31) NS

Passive flexiont (°) 117.65 (26.18) 125.61 (22.69) 121.27 (16.37) NS

Passive extensiont (°) 4.84 (8.67) 4.63 (7.83) 9.31 (35.21) NS

VAS paint 8.52 (0.58) 8.56 (0.94) 8.25 (0.75) NS

WOMACT 39.08 (10.58) 39.60 (13.66) 36.84 (11.02) NS

KSS knee subscoret 41.90 (14.91) 39.60 (15.46) 41.20 (16.14) NS

KSS function subscoret 45.47 (17.23) 47.34 (18.59) 51.57 (10.61) NS

Tourniquet timet (min) 75.65 (11.99) 71.47 (16.16) 70.73 (6.15) NS
*|A = intra-articular, PA = periarticular, PA+1A = combined intra-articular and periarticular, NS = not significant, BMI = body mass index, VAS = visual
analogue scale, WOMAC = Western Ontario and McMaster Universities Osteoarthritis Index, KSS = Knee Society Score. tThe values are given as
the mean and standard deviation.

Source of Funding
This study had no source of funding.

Results
total of 153 cases were included in the study (Fig. 1). There
were no significant differences in preoperative variables
among the groups (Table I).

Primary Outcome

Morphine consumption was significantly lower in the PA group
(median = 0, interquartile range [IQR] = 5) compared with the
IA group (median = 10, IQR = 5) and IA+PA group (median =
5, IQR = 0) (p < 0.001). The IA+PA group had lower mor-
phine consumption than the IA group (p < 0.001).

Secondary Outcomes
Overall, the PA group had significantly lower VAS pain at rest
than the IA (mean difference = —0.70; 95% confidence interval
[CI] = —0.93 to —0.46; p < 0.001) and PA+IA groups (mean
difference = —0.41; 95% CI = —0.65 to —0.18; p < 0.001). The
PA group also had lower VAS pain during activity compared
with the IA (mean difference = —0.63; 95% CI = —0.85 to —0.40;
p < 0.001) and IA+PA groups (mean difference = —0.38; 95%
CI = —0.61 to —0.16; p < 0.001). VAS pain (at rest and during activity)
was significantly lower in the PA group than in the IA and IA+PA
groups at 6, 24, and 48 hours postoperatively (p < 0.05) (Table II).
The PA group had significantly greater postoperative active
knee flexion compared with the TA (mean difference = 9.68°; 95%

CI = 5.50° to 13.86°% p < 0.001) and IA+PA groups (mean dif-
ference = 5.13% 95% CI = 0.95° to 9.31°% p = 0.010). Passive knee
flexion was also greater in the PA group than in the other 2 groups,
although this benefit was only significant compared with the IA
group (mean difference = 7.85% 95% CI = 4.25° to 11.44% p <
0.001). The PA group had significantly greater passive and active
flexion compared with the IA group at 6 and 24 hours after surgery
(p < 0.05) (Table II).

The earliest time at which any of the patients were able to
perform SLRs was 6 hours. At that time, 12%, 16%, and 4% of
participants were able to raise their leg straight out in the PA,
IA+PA, and IA groups, respectively (p = 0.14). At 24 hours, 67%,
49%, and 59% of the patients in the PA, IA+PA, and IA groups
could perform SLRs, respectively (p = 0.19) At 48 hours, all
patients except 1 in the IA group could perform SLRs (p = 0.60).

The mean hospital length of stay did not differ signifi-
cantly among the 3 groups: a mean (and standard deviation) of
2.90 £ 0.85 days for IA, 3.02 £ 0.47 days for PA, and 3.10 +
0.41 days for IA+PA (p = 0.267). There were no significant
differences in postoperative patient-reported outcome mea-
sures (KSS knee subscore, KSS function subscore, WOMAC)
among the 3 groups at 2 weeks, 1 month, or 2 months after the
surgery (Figs. 2, 3, and 4; see also Appendix).

Complications

The only postoperative complications were 1 case of wound
drainage and 1 case of deep venous thrombosis in the IA group
and 1 case of wound drainage in the IA+PA group. The patient
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PA Compared with 1A PA Compared with 1A+PA IA+PA Compared with IA
Adjusted Adjusted Adjusted

Variable Mean Diff. (95% Cl) P Valuet Mean Diff. (95% Cl) P Valuet Mean Diff. (95% CI) P Valuet
Pain at rest 3 hr postop. 0.41 (—0.37 t0 1.19) 0.566 0.41 (—-0.37 t0 1.19) 0.660 0 (—0.781t0 0.78) 1.000
Pain at rest 6 hr postop. —2.29 (—3.09to —1.50) 0.002 —-1.31(—2.11to0 —0.52) 0.003 —0.98 (—1.77 to —0.19) 0.747
Pain at rest 24 hr postop. —1.63(—2.49t0 —0.77) 0.002 —1.69 (—2.55t0 —0.83) 0.003 0.059 (—0.78 to 0.90) 1
Pain at rest 48 hr postop. —1.72(—2.42t0 —1.03) 0.002 —1.22(—1.91to —0.52) 0.003 —0.51 (—1.20 t0 0.18) 0.496
Pain during activity 3 hr postop. 0.51 (-0.1t0 1.12) 0.156 0.49 (-0.12 t0 1.10) 0.242 0.02 (—0.59 to 0.63) 1
Pain during activity 6 hr postop. —2.27 (—3.08to0 —1.47) 0.002 —1.43(—2.24t0 —0.62) 0.003 —0.84 (—1.65to —0.04) 0.148
Pain during activity 24 hr postop. —1.35(—2.20to —0.51) 0.002 —1.55 (—2.39t0 0.70) 0.003 0.2 (—0.65 t0 1.04) 1
Pain during activity 48 hr postop. —1.37(—2.13t0 —0.62) 0.002 —0.94(-1.70to —0.18) 0.024 —0.43 (—1.19 t0 0.32) 0.775
Active flexion 3 hr postop. (°) 4,71 (—4.73 t0 14.14) 0.580 8.23 (—1.20t0 17.67) 0.212 —3.53 (—12.96 to 5.90) 1
Passive flexion 3 hr postop. (°) 3.43 (—3.94 t0 10.80) 0.600 —2.06 (—9.43 t0 5.31) 0.934 5.49 (—1.88 t0 12.86) 0.496
Active flexion 6 hr postop. (°) 17.16 (7.25 to 27.06) 0.002 5.39 (—4.52 to 15.30) 0.660 11.76 (1.86 to 21.67) 0.075
Passive flexion 6 hr postop. 14.31 (5.50 to 23.12) 0.002 3.82 (—4.9910 12.63) 0.802 10.49 (1.68 to 19.30) 0.075
Active flexion 24 hr postop. (°) 12.94 (3.59 to 22.29) 0.005 7.65 (—1.70 to 17.00) 0.242 5.29 (—4.06 to 14.65) 0.775
Passive flexion 24 hr postop. (°) 8.82 (1.30 to 16.34) 0.026 7.06 (—0.46 to 14.58) 0.167 1.76 (—5.75 10 9.28) 1
Active flexion 48 hr postop. (°) 6.08 (—0.31t0 12.47) 0.097 1.18 (—5.21 to0 7.56) 0.960 4.90 (—1.48t0 11.29) 0.496
Passive flexion 48 hr postop. (°) 4.70 (—0.66 to 10.08) 0.139 1.96 (—3.41 10 7.33) 0.870 2.74 (—2.621t0 8.11) 0.838
*PA = periarticular, IA = intra-articular, IA4-PA = combined intra-articular and periarticular, and CI = confidence interval. TP values were adjusted using the Benjamini-
Hochberg method to control the false-discovery rate.
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Mean KSS function subscore within each analgesia group before and after surgery. The groups did not differ significantly at any time point.
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with venous thrombosis was managed with a therapeutic IV
dose of heparin (a 5,000-unit bolus, then 1,300 units per hour)
and recovered uneventfully. The 2 patients with wound drainage
were both managed with a change in the chemoprophylaxis
regimen, wound dressing changes, and immobilization, and the
drainage resolved within a week.

Discussion

he most important finding of this study was the overall

superior effect of the PA method compared with IA and
IA+PA in controlling early postoperative pain. The PA
injection was associated with the lowest morphine con-
sumption during hospitalization, and the IA injection was
associated with the highest morphine consumption. Over-
all, the PA group also had significantly greater postoperative
active knee flexion than the IA and IA+PA groups. To our
knowledge, this is the first clinical trial simultaneously
comparing the PA, IA, and IA+ PA methods using a similar
cocktail composition.

The greatest pain score difference among the 3 analgesic
groups was usually at 6 hours after surgery, when the effect of
the spinal analgesia had ended but the local analgesic effect of
the applied cocktail was still in place. After that, the pain dif-
ference among the 3 groups decreased with the passage of time
and metabolism of the drugs in the cocktail.

Qverall, the PA method was associated with lower mor-
phine consumption and greater postoperative active knee flexion
compared with the IA and IA+PA methods. This is in accordance
with 2 other studies indicating greater knee flexion and a trend
toward lower morphine consumption in the PA group compared
with IA""". The superior analgesic effect of PA is intuitive, as this
method does not address the pain receptors in the infrapatellar fat
pad or collateral ligaments directly.

Another study also indicated a superior effect of intra-
operative PA injection (100 mg) plus incisional injection (10 mg)
of bupivacaine compared with either placebo or only PA injection
(100 mg) within the first 4 hours following TKA. However, a
larger total analgesic cocktail was used in the PA+IA group
compared with the PA group in that study, resulting in uncertainty
whether the better analgesia in the PA+IA group was due to the
larger analgesic dose or different injection method™.

Contrary to our findings, Jain et al. found the mean pain
score, the maximal pain score, and the mean morphine con-
sumption to be similar between the IA and PA injection methods".
This discordance may be due to the volume of the cocktail used.
Jain et al. used 30 mL of 0.25% bupivacaine, 1;200,000 epinephrine,
and 10 mg of morphine for both the PA and IA injections. The
smaller volume of cocktail solution used in their study may have
limited the amount of analgesic cocktail that could be administered
per unit area of the entire exposed periarticular tissue. Most studies
supporting the superiority of the PA method used a total volume of
>60 mL for the PA injection™*".

There are a handful of articles disclosing a slight risk of
transient peroneal nerve palsy (all of which resolved sponta-
neously within 48 hours after the surgery) with use of the PA
method, with incidences of 0.9%', 1.3%", and 6.6%"°. How-
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ever, in accordance with many other studies of PA™** and
IA+PA*? methods, we did not have any case of peroneal nerve
palsy in either the IA+PA or the PA analgesic group. Avoiding
injection near the fibular head may eliminate the potential risk
of transient peroneal nerve palsy.

This work has potential limitations. All of our patients
underwent TKA because of degenerative knee joint disease. This
may limit the generalizability of our results. There was a potential
increased risk of complications, including peroneal nerve palsy,
with the IA+PA injection compared with IA or PA. Therefore, the
same total analgesic dosage was used in the [A+PA, PA, and IA
groups to limit this possibility. As the aim of the study was solely to
compare the analgesic effect among different injection locations,
using a similar analgesic dosage in the 3 groups would also exclude
the possible bias resulting from different dosages when comparing
pain among the groups. Finally, the difference in morphine con-
sumption might depend not only on the method of analgesia, but
also on some other preoperative variables including the patient’s
weight, height, and recent smoking. However, in this study, the
differences in weight, height, and body mass index (BMI) among
the IA, PA, and IA+PA groups were not significant (Table I). Also,
in accordance with consensus, patients underwent surgery on
the condition that they were either nonsmokers or had stopped
smoking >1 month before surgery. Furthermore, any patient with
inflammatory arthritis was excluded to eliminate any possible bias
due to chronic analgesic and corticosteroid use in such patients.

In conclusion, PA was associated with less early postop-
erative pain and greater active knee flexion compared with the
other 2 analgesic options. The better early postoperative pain
control with the PA method may be especially relevant for fast-
track arthroplasty settings.

Appendix

@ Supporting material provided by the authors is posted
with the online version of this article as a data supplement

at jbjs.org (http://links.lww.com/JBJSOA/A423). m

Seyed Mohammad Javad Mortazavi, MD!
Farzad Vosoughi, MD!

Mirsaeed Yekaninejad, MD?

Ehsan Ghadimi, MD!

Mohammad Hasan Kaseb, MD!
Mohammad Ayati Firoozabadi, MD!
Ehsan Fallah, MD!

Hesam Toofan, MD'

Seyed Khalil Pestehei, MD?

Joint Reconstruction Research Center, Imam Khomeini Hospital, Tehran
University of Medical Sciences, Tehran, Iran

2Department of Epidemiology and Biostatistics, School of Public Health,
Tehran University of Medical Sciences, Tehran, Iran

3Department of Anesthesiology, Imam Khomeini Hospital, School of
Medicine, Tehran University of Medical Sciences, Tehran, Iran

Email for corresponding author: smjmort@yahoo.com


http://jbjs.org
http://links.lww.com/JBJSOA/A423
mailto:smjmort@yahoo.com

Comparison of Intra-Articular, Periarticular, and Combined Analgesic After TKA

JBJS Open Access ® 2022:€22.00074.

openaccess.jbjs.org 8

References

1. Teng Y, Jiang J, Chen S, Zhao L, Cui Z, Khan MS, Du W, Gao X, Wang J, Xia Y.
Periarticular multimodal drug injection in total knee arthroplasty. Knee Surg Sports
Traumatol Arthrosc. 2014 Aug;22(8):1949-57.

2. Gibbs DM, Green TP, Esler CN. The local infiltration of analgesia following total
knee replacement: a review of current literature. J Bone Joint Surg Br. 2012 Sep;
94(9):1154-9.

3. vander Merwe JM, Mastel MS. Controversial topics in total knee arthroplasty: a 5-
year update (Part 1). JAAOS Global Research & Reviews. 2020;4(1).

4. Keijsers R, van Delft R, van den Bekerom MP, de Vries DC, Brohet RM, Nolte PA.
Local infiltration analgesia following total knee arthroplasty: effect on post-operative
pain and opioid consumption—a meta-analysis. Knee Surg Sports Traumatol Ar-
throsc. 2015 Jul;23(7):1956-63.

5. Deng W, Chen J, Li Q, Zhen J, Yao H, Zhao S, Qiu D. Comparison of Periarticular
Injection and Intra-articular Injection for Pain Management After Total Knee Arthro-
plasty: A Systematic Review and Meta-Analysis. J Perianesth Nurs. 2021 Aug;36(4):
406-12.

6. Ross JA, Greenwood AC, Sasser P 3rd, Jiranek WA. Periarticular injections in knee
and hip arthroplasty: where and what to inject. J Arthroplasty. 2017 Sep;32(9S):S77-
80.

7 Checketts JX, Sims MT, Detweiler B, Middlemist K, Jones J, Vassar M. An eval-
uation of reporting guidelines and clinical trial registry requirements among ortho-
paedic surgery journals. J Bone Joint Surg Am. 2018;100(3):e15.

8 Smith CS, Mollon B, Vannabouathong C, Fu JM, Sales B, Bhandari M, et alet al. An
assessment of randomized controlled trial quality in The Journal of Bone & Joint
Surgery: update from 2001 to 2013. J Bone Joint Surg Am. 2020;102(20):e116.
9 Busch CA, Shore BJ, Bhandari R, Ganapathy S, MacDonald SJ, Bourne RB,

et alet al. Efficacy of periarticular multimodal drug injection in total knee arthro-
plasty: a randomized trial. J Bone Joint Surg Am. 2006;88(5):959-63.

10 Neter J, Kutner MH, Nachtsheim CJ, Wasserman W. Applied linear statistical
models. 5th ed. McGraw-Hill/Irwin; 2004.

11. Cheng KY, Feng B, Peng HM, Bian YY, Zhang LJ, Han C, Qiu GX, Weng X. The
analgesic efficacy and safety of peri-articular injection versus intra-articular injection
in one-stage bilateral total knee arthroplasty: a randomized controlled trial. BMC
Anesthesiol. 2020 Jan 4;20(1):2.

12. Keemu H, Vaura F, Maksimow A, Maksimow M, Jokela A, Hollmén M, Makela K.
Novel biomarkers for diagnosing periprosthetic joint infection from synovial fluid and
serum. JB JS Open Access. 2021 Apr 20;6(2):€20.00067.

13. Perret M, Fletcher P, Firth L, Yates P. Comparison of patient outcomes in peri-
articular and intraarticular local anaesthetic infiltration techniques in total knee
arthroplasty. J Orthop Surg Res. 2015 Jul 31;10(1):119.

14. Altay N, Sarikaya B, Karahan MA, Bulyukfirat E, Binici O, Ertirk C, Altay MA.
Comparison of efficacy between combined periarticular and incisional injections
versus periarticular injection alone of bupivacaine for pain control after total knee
arthroplasty: A prospective randomized controlled trial. Acta Orthop Traumatol Turc.
2020 Jul;54(4):402-7.

15. Jain RK, Porat MD, Klingenstein GG, Reid JJ, Post RE, Schoifet SD. The AAHKS
Clinical Research Award: Liposomal Bupivacaine and Periarticular Injection Are Not
Superior to Single-Shot Intra-articular Injection for Pain Control in Total Knee
Arthroplasty. J Arthroplasty. 2016 Sep;31(9)(Suppl):22-5.

16. Tsukada S, Kurosaka K, Maeda T, lida A, Nishino M, Hirasawa N. Early stage
periarticular injection during total knee arthroplasty may provide a better postoper-
ative pain relief than late-stage periarticular injection: a randomized-controlled trial.
Knee Surg Sports Traumatol Arthrosc. 2019 Apr;27(4):1124-31.

17 Tsukada S, Kurosaka K, Nishino M, Maeda T, Hirasawa N, Matsue Y. Intra-
operative Intravenous and Intra-Articular Plus Postoperative Intravenous Tranexamic
Acid in Total Knee Arthroplasty: A Placebo-Controlled Randomized Controlled Trial. J
Bone Joint Surg Am. 2020;102(8):687-6921.

18 Tsukada S, Wakui M, Hoshino A. Pain control after simultaneous bilateral total
knee arthroplasty: a randomized controlled trial comparing periarticular injection and
epidural analgesia. J Bone Joint Surg Am. 2015;97(5):367-73.

19. Tsukada S, Wakui M, Hoshino A. The impact of including corticosteroid in a
periarticular injection for pain control after total knee arthroplasty: a double-blind
randomised controlled trial. Bone Joint J. 2016 Feb;98-B(2):194-200.

20. Chaumeron A, Audy D, Drolet P, Lavigne M, Vendittoli PA. Periarticular injection
in knee arthroplasty improves quadriceps function. Clin Orthop Relat Res. 2013 Jul;
471(7):2284-95.

21. Danoff JR, Goel R, Henderson RA, Fraser J, Sharkey PF. Periarticular ropivacaine
cocktail is equivalent to liposomal bupivacaine cocktail in bilateral total knee
arthroplasty. J Arthroplasty. 2018 Aug;33(8):2455-9.

22. Meier M, Burkhardt P, Huth J, Best R, Thienpont E, Beckmann J. Additional
periarticular catheter shows no superiority over single-shot local infiltration analge-
sia alone in unicondylar knee replacement. Knee Surg Sports Traumatol Arthrosc.
2021 Feb;29(2):627-32.

23. Spangehl MJ, Clarke HD, Hentz JG, Misra L, Blocher JL, Seamans DP. The
Chitranjan Ranawat Award: Periarticular injections and femoral & sciatic blocks
provide similar pain relief after TKA: a randomized clinical trial. Clin Orthop Relat Res.
2015 Jan;473(1):45-53.

24, Andersen L@, Kristensen BB, Husted H, Otte KS, Kehlet H. Local anesthetics after
total knee arthroplasty: intraarticular or extraarticular administration? A randomized,
double-blind, placebo-controlled study. Acta Orthop. 2008 Dec;79(6):800-5.

25. Lombardi AV Jr, Berend KR, Mallory TH, Dodds KL, Adams JB. Soft tissue and
intra-articular injection of bupivacaine, epinephrine, and morphine has a beneficial
effect after total knee arthroplasty. Clin Orthop Relat Res. 2004 Nov;(428):125-30.
26. Meier M, Sommer S, Huth J, Benignus C, Thienpont E, Beckmann J. Local
infiltration analgesia with additional intraarticular catheter provide better pain relief
compared to single-shot local infiltration analgesia in TKA. Arch Orthop Trauma Surg.
2021 Jan;141(1):105-11.

27. Toftdahl K, Nikolajsen L, Haraldsted V, Madsen F, Tennesen EK, Sgballe K.
Comparison of peri- and intraarticular analgesia with femoral nerve block after total
knee arthroplasty: a randomized clinical trial. Acta Orthop. 2007 Apr;78(2):172-9.



