
 Effects of regional anaesthesia techniques on patients’ satisfaction after total knee arthroplasty

Address for correspondence: Dr. Denisa Mădălina Anastase
Spitalul Clinic de Ortopedie şi
TBC Osteoarticular Foişor
Departamentul ATI
B-dul Ferdinand 35-37, Bucureşti
E-mail: danastase1@gmail.com

Jurnalul Român de Anestezie Terapie intensivă 2014 Vol.21  Nr.1, 35-43

Effects of regional anaesthesia techniques on patients’
satisfaction after total knee arthroplasty

Denisa Mădălina Anastase1, Joerg Winckelmann2, Peter Geiger2

1 Clinical Orthopaedic Hospital „Foisor”, Bucharest, Romania
2 Rehabilitationskrankenhaus Universitaet, Ulm, Germany

Abstract
Background and objectives: The femoral nerve block is a well-established procedure to control pain

after total knee arthroplasty (TKA), although there is criticism regarding the prolonged quadriceps weakness
and the consequent falls. The aim of this prospective randomized controlled study was to compare the
analgesia and the level of satisfaction at short-term (7 postoperative days) and after 6 and 12 months in
patients with a femoral/sciatic (FEM/SCI) nerves blocks versus epidural analgesia (AP) for TKA.

Method: 123 patients, ASA I-III, proposed for TKA under spinal anaesthesia were randomized to the
EA group or to the FEM/SCI group, to receive 48 hours postoperatively, continuous epidural analgesia,
respectively continuous perineural combined FEM-SCI block. The pain relief was achieved through catheter
patient controlled analgesia (PCA) with 0.2% ropivacaine and was supplemented by the administration of
piritramid i.v. at request. On the 7th postoperative day all patients completed a questionnaire regarding their
satisfaction with anaesthesia and analgesia and also answered a telephone interview at 6 and 12 months
concerning the outcome quality.

Results: Both groups were similar in respect to the demographic data. Opioid consumption was
comparable for the first 48 hours (median 18 mg for the AP group and 17 mg for the FEM/SCI group, p >
0.05). The short-term satisfaction level was similar for both groups. At 6 months postoperatively, patients
from the FEM/SCI group declared a lower analgesic use (p < 0.001) and after 12 months less knee pain (p
= 0.004), less analgesic use (p < 0.0001) and a better knee mobility (p = 0.042).

Conclusion: Continuous combined FEM/SCI analgesia was successfully used after TKA and offered
a high satisfaction level immediately as well as after a long periode, with 98% patients choosing this
technique for a possible future similar intervention.

Keywords: epidural analgesia, combined femoral/sciatic nerves blockade, total knee arthroplasty,
outcome, satisfaction
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Introduction
Primary total knee arthroplasty (TKA) is often

associated with severe pain [1]. Many patients have
persistent postoperative pain, even one year after
surgery, affecting their quality of life in a meaningful
way. A good functional outcome of the knee should

ensure a high degree of satisfaction in these patients,
but several studies have shown that patients have very
different expectations even in the first 12 hours
postoperatively [2]. Although patient satisfaction is
multifactorial, the most important predictor of patient
dissatisfaction was the prosthetic joint pain [3, 4].

Femoral nerve block is a well established procedure
in the management of pain after primary TKA. How-
ever, many surgeons are still reluctant to use it due to
the quadriceps muscle weakness and the consequent
falls.

The relationship between the analgesia technique
and the surgical outcome immediately, and at distance
has already been proven. The studies of Singelyn [5],
Capdevilla [6] and Morin [2] tried to determine the
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optimal combination of peripheral analgesic techniques
on postoperative pain and knee rehabilitation after
TKA.

The purpose of this study was to evaluate the effec-
tiveness of continuous femoral and sciatic (FEM/SCI)
nerve blocks versus continuous epidural analgesia (EA)
on the postoperative evolution after unilateral TKA,
by the assessment of patient’s satisfaction at 7 days, 6
months and 12 months postoperatively.

Methods
Patients’ selection and study protocol
After approval of the Ethics Commission of the

Rehabilitationskrankenhaus of the University of Ulm,
Germany, between October 2010 and September 2011,
123 patients ASA I-III proposed for primary TKA were
enrolled in this prospective randomized study.

At the ambulatory pre-anaesthetic consultation, the
patients received detailed information about the study,
about the two methods of analgesia proposed to control
the postoperative pain and about the questionnaires
for evaluation of the clinical evolution and patient’s
satisfaction during the first week and at 6 and 12 months
postoperatively. All patients signed an informed consent
to participate in this study.

Using the randomization method of the Ulm Institute
of Statistics, the patients were randomized in two
groups: the FEM/SCI group, programmed to receive
continuous postoperative analgesia through catheters
inserted in the perineural space of femoral and sciatic
nerves and the EA group, programmed to receive
continuous epidural analgesia.

Exclusion criteria were age < 18 years, infection
close to the catheter insertion site, known allergy to
local anaesthetics, coagulopathy, pre-existing neurolo-
gical deficit, lumbar spine surgery with instrumentation
or neurosurgical interventions, the inability to
understand the use of PCA pump.

Age over 80 years, an increased body mass index
(BMI) or the presence of diabetes mellitus were not
exclusion criteria.

After preanaesthetic enrolment 18 patients
postponed the surgical intervention. Only 105 patients
were admitted to the hospital and participated in the
study.

On arrival in the operating theater, each patient
presented a cover sheet, to be completed with demo-
graphic data, the date of intervention, affiliation to the
two study groups, ASA status, onset time of the spinal
anaesthesia, duration of catheters’ placement, and the
type of sedation used intraoperatively.

The FEM/SCI group enrolled 55 patients and the
EA group 50 patients.

All patients were premedicated with 10 mg oral
clorazepate (Tranxilium, Sanofi-Aventis Deutschland
GmbH). Spinal anaesthesia was performed in seated
position at the L4-L5 vertebral interspace, with the
patient lightly sedated. For the patients in the EA group
the epidural catheter was installed at the same time
using an Espocan® kit (BBraun, Melsungen AG,
Germany). A dose of local anaesthetic used for spinal
anaesthesia was 12.5 mg of 0.5% bupivacaine
(Carbostesin, Astra Zeneca GmbH, Germany). Group
FEM/SCI received also spinal anaesthesia with 12.5
mg 0.5% bupivacaine, seated.

After spinal anaesthesia was installed, the two
perineural catheters were inserted using the Contiplex
D® 20 Ga Set (BBraun Melsungen AG, Germany).

First the sciatic nerve catheter was introduced with
the patient in lateral decubitus position with the operated
side up. Ultrasound identification of the sciatic nerve
was performed subgluteal using a special ultrasound
device for peripheral nerve anaesthesia (SonoSite from
FUJIFILM SonoSite GmbH, Germany or GE from GE
Healthcare Germany), with a convex probe (frequency
5-12 MHz) or a linear probe for normal weight patients.
The technique for ultrasound-guided nerve identification
was “in plane”. A few ml of 5% glucose was injected
to facilitate insertion of the catheter and to see the cor-
rect distribution of the solution around the nerve [7, 8].

The patient was then placed supine with the operated
leg slightly rotated externally for the echo-guided femoral
nerve identification and the catheter insertion.

During surgery, the patients were monitored for vital
functions: ECG, noninvasive blood pressure, pulse
oximetry (SpO2), diuresis. The patient’s positioning
during surgery was facilitated by sedation with 2 mg/
kg/h propofol infusion.

The technical procedure was the same for all patients
and the intervention was performed under tourniquet.

Postoperative analgesic management and eva-
luation of patients’ satisfaction

On the day of surgery the following parameters
were recorded: time of spinal anaesthesia regression,
level of pain using a visual analog pain scale (VAS)
ranging from 0 (no pain) to 100 mm (worst imaginable
pain), time to the first request for analgesic adminis-
tration. On the first and second day after surgery the
evaluation was performed twice a day: morning and in
the afternoon.

The analgesia protocol was applied for 48 hours
and started at the first patient’s request for analgesia
(VAS > 30).

The FEM/SCI patients received 5 ml bolus 0.2%
ropivacaine (Naropin®, Astra Zeneca GmbH, Wedel,
Germany). In patients with a femoral catheter, PCA
was performed with an hourly rate of 5 ml, bolus admi-
nistration of 5 ml by the patient and the lock-out interval
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of 20 minutes; in patients with a sciatic catheter, the
rate of perfusion was 5 ml/h to a maximum of 8 ml/h,
5 ml bolus to be administered by the patient and the
lock-out interval of 20 minutes.

The EA patients received 5 ml of 0.2% ropivacaine
and the PCA was performed through the epidural
catheter. The hourly rate was of 3 ml, bolus adminis-
tration of 5 ml, and a lock-out period of 30 minutes.

All patients in both groups had the possibility to
receive at request supplemental postoperative analgesia
with piritramid (Dipidolor®) intravenously (Janssen-
Cilag, GmbH, Germany). The dose was standardised
according to the intensity of pain: 3.75 mg piritramid at
VAS < 50 and 7.5 mg piritramid at VAS > 50.

Pain score and pain location, the consumption of
piritramid and the side effects (nausea, vomiting, ileus,
constipation, urinary retention after removal of the
bladder catheter and those associated with the presence
of epidural catheter) were recorded for each group.

At the same time, at intervals with the pain record-
ings, a member of the surgical team evaluated the sen-
sitivity in the operated leg, the quadriceps muscle tonus
on the operated side and flexion or extension of the
fingers.

For prophylaxis of deep venous thrombosis, all
patients received certoparine natrium (Monoembolex
3000, Novartis Pharma Marketing GmbH, Nuerenberg,
Germany) 12 hours postoperatively.

Immediately after surgery all patients started a
physical therapy regimen.

On the 7th postoperative day, patients were asked
to complete a satisfaction evaluation form, in order to
appreciate how they perceived the quality of anaes-
thesia, of analgesia and possible unpleasant side effects.
They were also asked if they would choose these
techniques for a possible future similar intervention
(Appendix 1) [9, 10]. Simultaneously, a simulation of
the telephone interview was performed scheduled to
take place after 6 and 12 months, to ensure that patients
understood exactly the questions and were able to choose
the appropriate response (Appendix 2). The last
questionnaire was inspired by Morin [2] and adapted
after SF36 (www.sf36.org). The interview was
programmed to determine the patient’s satisfaction
regarding the general state of health, pain at the
operated knee, the knee mobility, and consumption of
pain medication compared with the time before surgical
intervention. Data were collected by one of the authors
who was not blinded to the analgesia technique used.

Statistics
Statistical analysis was performed using: SPSS

Version 16 Trial program, in collaboration with the
Department of Statistics, University of Medicine and
Pharmacy “Carol Davila” and the Institute of Statistics
of the University of Ulm. A p value < 0.05 was con-

sidered statistically significant. Depending on the
structure and distribution of the data, for the analysis
Mann-Whitney test, Fisher’s exact test and Chi-square
test were used.

On the basis of previous studies [4, 5] we used the
hypothesis that a reduction of piritramid consumption
from 60 mg in the AP group to 45 mg in the FEM/SCI
group in the first 48 hours, with the ratio 1,00 and a
standard deviation at 50% from average (NCSS Trial-
Pass 2008) will allow a power of at least 81% with
102 patients enrolled.

Results
From the 123 patients who were enrolled in the study,

only 104 patients were operated: 50 patients in the EA
group and 55 patients in the group FEM/SCI. Two patients
were excluded from the EA group, because of the epidural
catheter dislocations within 48 hours, respectively, due to
a difficult puncture of the epidural space and a difficult
epidural catheter insertion associated with an incomplete
and delayed effect. In the FEM/SCI group, 3 patients
were excluded: one patient for suspected lower limb
ischemia secondary to the tourniquet inflation, which
required transferring the patient to a vascular surgery
department, a patient with pneumonia on the second day
postoperatively, transferred to ICU, and one patient with
paroxysmal atrial fibrillation who also required ICU
hospitalization and delayed the physiotherapy program.

The demographic data of the patients who com-
pleted the study are shown in Table 1.

No statistically significant differences were found
between the two groups regarding age, height, weight,
BMI, male/female ratio. There was a difference in
the ASA classification, with more patients ASA II in
the FEM/SCI group and more patients ASA III in the
EA group, but this difference did not require an
amendment to the protocol and had no impact on the
results.

Regarding analgesia, the first request for analgesic
(over catheter) and time of the first dose of Dipidolor
were recorded separately. The results showed no
significant differences between the two groups (Table
2). In the same table the total opioid consumption is
illustrated for the first 24 to 48 hours postoperatively.

On the postoperative day 1 and day 2 there were
no statistically significant differences between the two
groups in terms of opioid consumption (p = 0.065) for
day 1 and (p = 0,077) for day 2. Dipidolor side-effects
were the same as for all opioids: pruritus, nausea/
vomiting, constipation, without significant differences
between the groups (p > 0.05). Assessment of patient
satisfaction on the 7th postoperative day revealed no
significant differences between groups (Table 3).
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                                        Table 1. Demographic data of the patients

                                        EA – epidural analgesia, FEM/SCI – FEM/SCI perineural catheters analgesia, BMI – body mass index

        Table 2. Time to the first request for analgesic/opioid and total opioid consumption at 24 and 48 hours

       * mean ± SD, ** median (range), EA – epidural analgesia, FEM/SCI – FEM/SCI perineural catheters analgesia, SD – standard deviation

              Table 3. Patient satisfaction related to the analgesia technique

* median (range)
EA – epidural analgesia, FEM/SCI – FEM/SCI perineural catheters analgesia

There was no case of perineural catheters mal-
function and any case of falls associated with
quadriceps weakness.

For the first question, namely how the regional
anaesthesia and analgesia techniques were perceived,
most of the marks were: 1 (very good), and 2 (good).
There were no significant differences between the
groups (p = 0.54). When patients were asked about
the effectiveness of analgesia, comments such as
“regional anaesthesia should be imposed as technique”
or “method should be popularized” were received from
15 of the 52 patients in group FEM/SCI patients without
previous knowledge about anaesthetic techniques. They
were pleasantly surprised by the ability to mobilize
themselves quickly with a low degree of pain, which
was relatively easily controlled. There were no diffe-
rences between the groups regarding postoperative
analgesic effectiveness of therapy, the patients being
satisfied with the analgesic technique.

Concerning the side effects related to analgesia,
18.9% of patients in the EA group had side effects
and 12.3% in FEM/SCI group (p = 0.33). Regarding the
choice of the analgesic technique in the event of contra-
lateral knee prosthesis, responses were positive for
98.07% of patients in FEM/SCI group and 94.3% for
the EA group. No statistically significant difference
between the two groups was found (p = 0.46), but the
very high percentage recorded for peripheral regional
techniques is encouraging even for skeptics.

Satisfaction analysis differentiated by gender
revealed no significant differences (Table 4).

Patient satisfaction results at 6 and 12 months
according to the questionnaire in Appendix 2 are shown
in Table 5 and Table 6. At the telephone interview 76
patients participated (76%), n = 36 from EA group
and n = 40 from FEM/SCI group.

A statistically significant difference at 6 months was
found on the use of analgesics in the FEM/SCI group,

Group  

EA (n = 48) FEM/SCI (n = 52) 
p value 

Regional anaesthesia (marks from 1 to 6)* 1.00 (1.00, 2.00) 2.00 (1.00, 2.00) 0.54 
Pain analgesic therapy (marks from 1 to 6)* 2.00 (1.00, 2.00) 2.00 (1.00, 2.00) 0.58 
Presence of side effects of regional anaesthesia/analgesia (no. patients) 10 (18.9%) 7 (12.3%) 0.33 
Same choice for a future similar surgery (no. patients) 46 (94.3%) 51 (98.07%) 0.46 

 

 EA group (n = 48) FEM/SCI group (n = 52) p value 

Time to the first request of analgesic (catheter) (min)* 291.25  73.17 294.38 58.51 0.81 
Time to the first request of opioid (min)** 370 (263.5, 657.5) 350 (300, 465) 0.30 
Dipidolor consumption day 1 (mg)* 18.05  2.26 

15 median 
22.96  0.96 
20.25 median 

0.065 
0.058 

Dipidolor consumption day 2 (mg)* 18.67  2.59 
17.50 median 

23.48  14.27 
20.25 median 

0.077 
0.072 

 

 EA group (n = 48) FEM/SCI group (n = 52) 

 Mean  SD Mean  SD 
p value 

Age 69.65  8.73 68.21  9.24 0.42 
Height 166.1  6.5 167.50  7.29 0.36 
Weight 81.42  15.67 80.55  11.91 0.78 
BMI 29.39  5.038 28.99  4.82 0.68 
Gender male/women 15/33 18/34 0.60 
ASA: II/III 17/30 21/15 0.044 
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Table 4. Satisfaction about the technical procedure, according to gender

EA FEM/SCI  

F M F M 
Comments 

Regional anaesthesia 
(marks from 1 to 6)* 1.00 (1.00, 2.00) 1.00 (1.00, 2.00) 2.00 (1.00, 2.00) 1.00 (1.00, 2.00) No significant differences between groups 

Analgesic therapy 
(marks from 1 to 6)* 1.00 (1.00, 2.00) 2.00 (1.00, 2.00) 2.00 (1.00, 2.00) 2.00 (1.00, 2.00) No significant differences between groups 

Side effects 
(no. patients) 5 (13.9%) 5 (31.3%) 6 (16.2%) 1 (5.0%) No significant differences between groups 

The same choice 
(no. patients) 31 (94.4%) 14 (93.8%) 32 (94.6%) 18 (100%) No significant differences between groups 

 * median (range)
EA – epidural analgesia, FEM/SCI – FEM/SCI perineural catheters analgesia, F – female, M – men

              Table 5. Functional results, analgetic consumption and pain at 6 months

* median (range)
EA – epidural analgesia, FEM/SCI – FEM/SCI perineural catheters analgesia

* median (range)
EA – epidural analgesia, FEM/SCI – FEM/SCI perineural catheters analgesia

Table 6. Functional results, analgetic consumption and pain at 12 months

lower than in EA group (p = 0.001). There were no
differences between the groups in terms of knee
mobility after surgery or knee pain status.

At 12 months the following results were recorded:
no differences in the general condition at this time as
opposed to 1 year prior to the prosthesis (p = 0.93),
statistically significant differences in the remaining knee
pain (p = 0.004), and also in the use of analgesics and
mobility of the knee after surgery (p = 0.042) (Table
6).

The marks were given according to the protocol of
the interview (Appendix 2). When assessing pain in
the knee, mark 2 meant less pain and mark 1 no pain.
No analgetics use was noted by 1, and very little use
of analgesics by 2. Maximum mobility of operated knee

was noted with 1, and mobility almost without limita-
tions with 2.

Discussion
The relationship between the analgesic technique

and the immediate and at distance postoperative
outcome that affect the success of surgery is known.
Patient satisfaction depends heavily on a good
functional outcome of the intervention and it therefore
concerns both orthopedic surgeons and anaesthe-
siologists. Approximately 25% of patients with TKA
experience moderate to severe pain even a year after
surgery, affecting their quality of life in a meaningful
way.

Group – 6 months  

EA (n = 36) FEM/SCI (n = 40) 
p value 

General condition (marks from 1 to 6)* 3.00 (2.00, 3.00) 3.00 (2.00, 3.00) 0.22 
General condition compared to last year (marks from 1 to 6)* 2.00 (2.00, 2.00) 2.00 (2.00, 2.00) 0.38 
Knee pain in the last 4 weeks (marks from 1 to 6)* 2.00 (2.00, 2.00) 2.00 (2.00, 3.00) 0.37 
Use of analgesics (marks from 1 to 6)* 2.00 (2.00, 2.00) 1.00 (1.00, 2.00) 0.001 
Mobility in the operated knee joint (marks from 1 to 6)* 2.00 (2.00, 2.00) 2.00 (2.00, 2.00) 0.47 

 

Group – 12 months 

 EA (n = 36) FEM/SCI (n = 40) 
p value 

General condition (marks from 1 to 6)* 3.00 (2.00, 3.00) 2.00 (2.00, 3.00) 0.035 
General condition compared to last year (marks from 1 to 6)* 2.00 (2.00, 2.00) 2.00 (1.50, 2.00) 0.93 
Knee pain in the last 4 weeks (marks from 1 to 6)* 2.00 (2.00, 2.00) 2.00 (1.00, 2.00) 0.004 
Analgesics consumption (marks from 1 to 6)* 2.00 (1.00, 2.00) 1.00 (1.00, 1.00) 0.0001 
Mobility in the operated knee joint (marks from 1 to 6)* 2.00 (1.00, 2.00) 1.00 (1.00, 2.00) 0.042 

 



Anastase et al.

The present study aims at assessing patient satis-
faction immediately postoperatively and in the long
term; the patient’s satisfaction was closely related to
analgesia, side effects, chronic pain and the ability to
return to daily activities without restrictions. Persistent
pain in the operated knee is the main reason of
dissatisfaction of the patient and severity of post-
operative pain is the main factor in the development of
chronic pain, although both the duration and intensity
of pain vary according to the type of surgery [11].
After TKA, the risk is 10 fold greater for persistent
pain [12].

Alleviating the pain with opioids and/or anti-
inflammatory drugs is associated with side effects. On
the other hand, there is sufficient evidence in the
literature that administration of regional anaesthesia is
more effective than systemic opioids for pain relief in
the acute postoperative period, reducing the side effects
of additional opioid administration [5, 6, 13-15].

Because of the side effects specific to epidural anal-
gesia, the trend was to move the post-TKA analgesia
techniques from the neurax to the periphery: peripheral
nerve blocks and even intraarticular injection of various
substances. Femoral nerve block improved postope-
rative analgesia after TKA [16, 17] with a better
outcome as compared with epidural analgesia [18].

In our study, the patients tolerated well the peri-
pheral analgesia without differences for the technique
used or the patients’ gender. Percentage of side effects
was low with no differences between groups. When
asked how they perceived regional anaesthesia, 15 of
the 52 patients in the FEM/SCI group without any prior
knowledge of anaesthetic techniques were pleasantly
surprised by the ability to quickly mobilize with a low
degree of pain and made comments such as “this me-
thod should be popularized”.

Differences with EA were evident at 6 months, with
a lower consumption of analgesics (p < 0.001), and
especially at 12 months by the reduced number of
patients with residual pain (p = 0.04) and analgesic
consumption (p < 0.0001). Even if compared to the
period before surgery the analgesic consumption was
low in both groups, the reduction was significantly higher
in the FEM/SCI group. These lower analgesic re-
quirements might be explained as long lasting effects
of the postoperative inhibition of clinical inflammation
exerted by peripheral blocks [19].

One year after surgery, the patients from the FEM/
SCI group had a better evolution also from the point of
view of the knee mobility (p = 0.042). The beneficial
role of the femoral nerve block is to facilitate mobili-
zation under analgesia and the positive effect lasts up
to six weeks [19]. Recently, Schulze and Scharf [20]
agreed on the great importance of patient satisfaction
after TKA and concluded that the degree of satisfaction

of patients operated between 2000 and 2012 was 85%,
remaining constant despite the technical performances
or prostheses design. In the published trials, the
complaints encountered after TKA are persistent
postoperative pain as the most important factor [4],
and the difficulty in performing daily activities [21, 22].
While preoperative pain or a low degree of postope-
rative pain, but with improving daily activities do not
lead to dissatisfaction [21, 23]. The preoperative knee
function did not influence the postoperative satisfac-
tion level [24, 25].

The good general condition is another reason that
is associated with patient satisfaction at distance.
Although the general condition can be affected by
many factors unrelated to immediate success of sur-
gery, Clement and Burnett found in 2013 that the good
general condition has a greater impact on patient satis-
faction at 1 year than an improvement in knee function
as assessed by the Oxford score [26].

In our study, the patients stated a good general
condition improved as compared to the previous year.
With regard to the relationship between satisfaction
and the analgesic technique, over 94% of the patients
would choose the same technique with a higher
percentage of satisfied patients in the FEM/SCI group.
Of course, psychological factors may have a very high
importance even in the preoperative phase.

Depression, anxiety, tendency to somatize are
predictors of a poor outcome post-TKA and should be
recognized in the preoperative state [27]. In this popu-
lation, only medication with analgetics is not sufficient,
therefore it is important to recognize them preoperati-
vely and eventually to continue the antidepressant
treatment where and if it is appropriate.

Limitations of this study are the sample size
calculation, when we considered only the reduction of
piritramid consumption as a main variable, and the lack
of use of the Oxford score and also the lower number
of patients available for the interview at 12 months.
Even so, the results are very encouraging and the lack
of falls associated with quadriceps weakness indicates
that the combination of FEM/SCI nerve blocks provides
a safe and good analgesia after TKA with a high satis-
faction degree.

Conclusions. The combination of peripheral femo-
ral/sciatic nerve blocks can be used successfully for
postoperative analgesia in patients with TKA, with a
high degree of patient satisfaction, both in immediate
and long distance monitoring, and significantly reducing
the consumption of analgetics and the residual pain at
12 months.
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Efectul combinaţiei de blocuri
continue de nerv femural şi sciatic
versus analgezia peridurală asupra
satisfacţiei pacienţilor cu proteză
totală de genunchi

Rezumat
Introducere. În prezent, blocul de nerv femural

este o procedură bine stabilită în managementul durerii
postoperatorii în artroplastia totală primară de genunchi
(PTG), deşi există în continuare scepticism în legătură
cu utilizarea acestuia datorită scăderii forţei musculare
a muşchiului şi a posibilelor căderi consecutive. Scopul
acestui studiu prospectiv şi randomizat a fost să com-
pare analgezia şi nivelul de satisfacţie imediat (ziua a
7-a postoperator) şi la distanţă (după 6 şi 12 luni), al
pacienţilor supuşi PTG la care analgezia postoperatorie
a fost asigurată timp de 48 ore printr-o combinaţie de
blocuri de nervi periferici femural/sciatic (FEM/SCI),
comparativ cu analgezia peridurală (AP).



Anastase et al.42

Material şi metodă: 123 pacienţi, ASA I-III, pro-
puşi pentru PTG sub rahianestezie au fost randomizaţi
în grupul AP şi grupul FEM/SCI cu analgezie continuă,
peridural, respectiv perineural femural/sciatic. Anal-
gezia postoperatorie a fost asigurată în modul analge-
ziei controlate de pacient (PCA) pe cateter, utilizându-se
ropivacaină 0,2% cu suplimentare intravenoasă de
opioid (piritramid), la cerere. La 7 zile postoperator
pacienţii au completat un chestionar de satisfacţie
privind calitatea anesteziei şi analgeziei şi au răspuns
unui interviu telefonic la 6 şi 12 luni referitor la evoluţia
postoperatorie.

Rezultate: Ambele grupuri au fost similare ca date
demografice. Consumul de opioid a fost comparabil
între cele două grupuri în primele 48 ore ( mediana de
18 mg pentru grupul AP şi 17 mg pentru grupul FEM/
SCI, p > 0,05). Satisfacţia imediată a pacienţilor a fost

similară în ambele grupuri. Rezultatele la distanţă au
fost favorabile pacienţilor din grupul FEM/SCI, care
la 6 luni postoperator au declarat un consum mai redus
de analgezice (p < 0,001), iar după 12 luni pacienţii din
acest grup au declarat mai puţine dureri de genunchi
(p = 0,04), au consumat mai puţine analgezice (p <
0,0001) şi au avut o mai bună mobilitate a genunchiului
(p = 0,042).

Concluzii: Analgezia continuă combinată de nerv
femural şi sciatic a fost utilizată cu succes în analgezia
postoperatorie la pacientul cu PTG şi a oferit un grad
mare de satisfacţie al pacientului, atât imediat cât şi la
distanţă, 98% dintre pacienţi alegând aceeaşi tehnică
pentru o eventuală intervenţie similară ulterioară.

Cuvinte cheie: analgezie peridurală, blocul nervilor
femural şi sciatic, proteză totală de genunchi, rezultat
la distanţă, satisfacţie
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