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4. SYNOPIS 

Surgical procedures are associated with tissue injury and the majority of 

operated patients will experience some degree of pain after surgery. Many 

patients will suffer from moderate or even severe pain after the operation. 

Research has shown that poorly managed pain treatment may have both acute 

and chronic negative effects. Recovery after surgery may be prolonged by 

postoperative pain and complications may occur more frequently. 

This thesis contains three studies, which were conducted during 2006 and 2009 

at the Bærum Hospital, which is a tertiary teaching hospital near Oslo in 

Norway. All studies address research questions of improved postoperative pain 

control from a clinical point of view and were designed in a randomized 

controlled manner with a double blind design when possible. 

The first study showed that the analgesic drug S (+) ketamine, given during 

haemorrhoidectomy, had no beneficial effect regarding postoperative pain, 

when used on top of a multimodal pain regimen.  

The second study demonstrated that a single dose of the drug pregabalin, given 

one hour before surgery of the back, could reduce both preoperative anxiety, 

but also postoperative pain and the consumption of morphine after surgery. 

The last study evaluated the effect of a new analgesic concept, known as local 

infiltration analgesia (LIA), and was compared with epidural analgesia in 

patients undergoing total knee replacement. LIA resulted in reduced opioid 

consumption, faster mobilisation and earlier readiness for hospital discharge. 

The study also demonstrated that the analgesic drugs ketorolac and morphine 

were more efficient when given locally than systemically. 

The study results have been implemented into everyday clinical practice at the 

Bærum Hospital and may improve patient treatment and patient satisfaction.  
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5. SYNOPIS (Norwegian) 

Operasjoner er forbundet med vevsskade og nesten alle pasienter som 

opereres vil oppleve en viss grad av smerte etterpå. Mange pasienter lider av 

moderate til sterke smerter etter en operasjon. Forskningen har vist at 

smerteomfang og utilstrekkelig smertelindring i forbindelse med operasjoner 

kan ha negative effekter både på kort og lang sikt. Det kan også ta lengre tid til 

å bli frisk. 

Denne avhandlingen omfatter tre studier som ble gjennomført i årene 2006 til 

2009 ved Bærum Sykehus, et lokalsykehus i nærheten av Oslo. Alle studiene er 

basert på klinisk forskning og har fokus på forbedret smertelindring etter 

operasjoner. Studiene har vært randomiserte og kontrollerte, med dobbel 

blinding der det var mulig. 

Den første studien viste at pasienter som ble behandlet med det smertestillende 

medikamentet S (+) ketamin under operasjonen ikke hadde mindre vondt etter 

en hemorroide operasjon. 

Den andre studien demonstrerte at en tablett pregabalin, gitt en time før en 

ryggoperasjon, ikke bare reduserte preoperativ angst, men også smerter og 

bruk av morfin etter operasjonen. 

Den siste studien undersøkte effekten av et nytt smertekonsept som heter lokal 

infiltrasjonsanalgesi (LIA). LIA ble sammenlignet med epiduralanalgesi hos 

pasienter som fikk operert inn total kneprotese. Vi viste at LIA medførte mindre 

opioidforbruk, raskere mobilisering og at pasientene ble tidligere 

utskrivningsklare fra sykehuset. Studien demonstrerte i tillegg at de to 

smertestillende medikamentene ketorolak og morfin virker bedre når man gir de 

lokalt i kneet enn når man gir de intravenøst (systemisk).  

Resultatene fra disse studiene har blitt innført i den daglige kliniske praksisen 

ved Bærum Sykehus og forhåpentligvis fører det til bedre pasientbehandling. 
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6. INTRODUCTION 

The intensity of postoperative pain, the consumption of analgesics, the 

functional outcome and the incidence of adverse effects for some new 

analgesic treatment modalities after standard surgical interventions are the 

topics of this thesis. 

Surgery is always associated with tissue injury and almost all patients will 

experience some degree of postoperative pain after surgical interventions, in 

spite of conventional pain treatment. This is the reason for my research interest 

in this topic. 

To my knowledge, no data have been published regarding the incidence of 

postoperative pain or the efficacy of postoperative pain treatment in Norway. 

However, recent data suggest that at least 30-40% of all surgical patients do 

experience moderate or severe postoperative pain1. Further, there are studies 

in Norwegian cancer patients showing that many patients are suffering from 

moderate to severe pain without getting adequate pain relief2,3. International 

investigations on postoperative pain epidemiology confirm this. Fletcher et al. 

conducted a survey on postoperative pain management in France and found 

that nearly 90 percent of all patients reported postoperative pain after surgery. 

More than one quarter of the patients suffered from severe postoperative pain 

on movement and about four percent reported severe postoperative pain at 

rest4. Sommer et al. showed in a prevalence study of postoperative pain in the 

Netherlands that more than 40 percent of all patients suffered from moderate or 

severe pain at rest on the day of surgery5. Based on these studies, as well as 

on own clinical experience, one may assume that a significant proportion of 
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patients that undergo surgery in Norway still experience moderate to severe 

postoperative pain. 

The ultimate vision is to improve postoperative pain handling to the point that 

pain after surgery can be prevented and surgery becomes 'pain free'. 

The three studies in this thesis were conducted during 2006 and 2009 at the 

Bærum Hospital, which is a tertiary teaching hospital near Oslo in Norway. All 

research studies were designed in a randomized controlled manner with a 

double blind design when possible.  

All studies address research questions from a clinical point of view. As a 

consequence the study results may hopefully be implemented into everyday 

clinical practice and improve patient treatment and patient satisfaction.  

The layout of the present synopsis is made as suggested by a guideline for 

theses in Norway6.  
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6.1 The pathophysiology of pain 

The International Association for the Study of Pain (IASP) defines pain as: 

“An unpleasant sensory and emotional experience associated with actual or 

potential tissue damage, or described in terms of such damage”7. 

A surgical procedure causes nerve stimulation, tissue injury and damage of 

small nerve fibres. As a consequence histamine and inflammatory mediators 

are released. These inflammatory mediators include peptides (e.g., bradykinin), 

neurotransmitters (e.g., serotonin and ATP), lipids (e.g., prostaglandins), and 

neurotrophins (e.g., nerve groth factor)8,9. This “inflammatory soup” interacts 

with receptors or ion channels on sensory nerve endings (peripheral 

nociceptors) (Figure 1)8,10. Nociceptors may release peptides and 

neurotransmitters (e.g., substance P, calcitonin-gene-related peptide (CGRP) 

and ATP) locally when they are activated by noxious stimuli. This process is 

called neurogenic inflammation and induces vasodilatation and plasma 

extravasation (Figure 1)8.  
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Figure 1: The ’inflammatory soup’:  

Peptides (bradykinin), lipids (prostaglandins), neurotransmitters (serotonin (5-

HT) and ATP) and neurotrophins (NGF) are activated by tissue injury and lower 

the threshold (i.e., sensitization) or excite the terminals of the nociceptor by 

interacting with cell-surface receptors. Nociceptor activation transmits afferent 

messages to the dorsal horn of the spinal cord and further to the brain. 

Moreover the process of neurogenic inflammation may be initiated. 

Release of neurotransmitters, e.g., substance P and calcitonin gene related 

peptide (CGRP), form peripheral nerve terminals may induce vasodilatation, 

extravasation of plasma as well as activation of non-neuronal cells (e.g., mast 

cells and neutrophils). DRG = Dorsal Root Ganglion. 

Modified from Julius D. and Basbaum AL. Nature. 2001;413:203-210 (with 

permission)8. 
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The activation of peripheral nociceptors by noxious stimuli is termed 

transduction. Further delivery of noxious stimuli as an action potential from 

peripheral somatic and visceral sites to the dorsal horn of the spinal cord via Aδ 

and C nerve fibres is called conduction, whereas the synaptic transfer of 

noxious impulses to secondary-order cells in the dorsal horn is termed 

transmission (Figure 2)9,10. Transmission of nociceptive information undergoes 

complex modulation in the spinal cord.  

Pain-suppressive mechanisms take place locally within the dorsal horn and are 

mediated from higher levels of the brainstem and midbrain. Endogenous 

analgesic compounds, including enkephalin, norepinephrine, serotonin and 

gamma amino butyric acid (GABA), are released from spinal interneurons and 

terminal endings of inhibitory axons from supraspinal sites. Spinal modulation is 

mediated by the inhibitory actions of these endogenous analgesics9,10. 

Descending pathways in endogenous pain modulation may play an important 

role in the inhibition or promotion of noxious information. The term diffuse 

noxious inhibitory control (DNIC) describes the phenomenon that spinal 

neurons may be inhibited, often by spatially distant nociceptive stimulation11,12. 

Although some impulses pass to the ventral and ventrolateral horns and initiate 

segmental (spinal) reflex responses, it is assumed that most impulses are 

propagated to higher neuronal centres. This transmission is mediated via the 

spinothalamic and spinoreticular tracts and induces suprasegmental and 

cortical responses. This will finally lead to the perception of pain9. 
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Figure 2: Overview over pain perception 

A. Neural Transmission: Tissue trauma causes the release of noxious 

mediators, which activate the terminals of the nociceptor (1. Transduction). 

Noxious impulses are delivered to the dorsal horn of the spinal cord (2. 

Conduction) and via synaptic transfer to the central nervous system (3. 

Transmission). Spinal interneurons facilitate this noxious transmission (4. 

Modulation). CNS structures suppress pain transmission (5. Descending 

inhibition). 

B. Humoral transmission: Tissue injury results in humoral transmission of 

noxious mediators to the CNS. 

DRG = Dorsal Root Ganglion 
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Repeated or prolonged release of inflammatory mediators in the periphery may 

sensitize functional nociceptors. This sensitization is characterized by 

decreased activation threshold, increased discharge rate, and increased basal 

discharge. Furthermore, continuous nociceptive activity may activate dormant 

nociceptors and subsequently shift the dorsal horn to sensitised modes9,13,14. 

The phenomenon of neurohumeral alterations at the site of injury is called 

peripheral sensitization and may be responsible for primary hyperalgesia10,15. 

Hyperalgesia is defined as “an altered state of sensibility in which the intensity 

of discomfort associated with repetitive noxious stimulation is markedly 

increased”10. Intensive noxious stimulus from the periphery may also result in 

exaggerated dorsal horn responses to Aβ-fibre input14. This process is called 

central sensitization and will cause secondary hyperalgesia, which refers to an 

alteration in noxious sensitivity in nontraumatized regions10,15. 
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6.2 Postoperative pain 

Most surgical procedures are associated with tissue damage and the majority of 

operated patients will experience some degree of postoperative pain. After 

major surgery (e.g., hysterectomy), pain at rest is usually moderate during the 

initial two to three postoperative days and, in general, pain at rest reliefs within 

one week after the surgical procedure. In contrast to this, pain during activity 

(e.g., walking or coughing) is severe in many patients during the first 72 hours 

after surgery and pain intensity during activity will often remain moderate to 

severe for days and even longer16,17. 

Poorly managed postoperative pain may have both acute and chronic negative 

effects and may influence morbidity and mortality18-20. 

Transmission of painful stimuli from the periphery to the CNS causes 

neuroendocrine stress responses, which are characterized by an increased 

secretion of catabolic hormones including cortisol, catecholamines, 

adrenocorticotropic hormone, antidiuretic hormone, glucagon, aldosterone, 

renin and angiotensin II. Furthermore, anabolic mediators such as insulin and 

testosterone are inhibited9,10. 

Postoperative pain may activate the sympathetic nerve system. This 

sympathoadrenal stress response may increase myocardial oxygen 

consumption and decrease myocardial oxygen supply due to coronary 

vasoconstriction. In addition gastrointestinal activity may be decreased19. 

Acute postoperative pain may be followed by persistent, chronic postsurgical 

pain in 10 – 50 % of individuals after common surgical procedures, with 2-10 % 

of patients experiencing severe chronic postsurgical pain (Table 1)21. Chronic 
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post-surgical pain is defined as painful discomfort lasting for more than 2-6 

months after surgery, corresponding to pain persisting beyond the normal 

process of complete wound healing21,22. Postsurgical chronic pain may be either 

a result of ongoing inflammation or, probably frequently, an expression of 

neuropathic pain, which may be a result from peripheral nerve injury during 

surgery21. The risk of developing chronic pain may be associated with the 

intensity of acute postoperative pain22-24. Buvanendran et al. have recently 

shown that the administration of pregabalin, an antihyperalgesic drug, may 

reduce both epidural drug consumption after total knee arthroplasty, but also 

the incidence of neuropathic pain at three and six month25. Furthermore, it has 

been shown that preoperatively initiated epidural analgesia is associated with a 

lower incidence of chronic post-thoracotomy pain26. 

The intensity of postoperative pain may, to a certain degree, be predicted prior 

to surgery27-29 and various risk factors seem to influence the development of 

postoperative pain, e.g., age, gender, race, genetic polymorphism, as well as 

the intensity of preoperative pain and psycho-social aspects including anxiety 

and need for informaion30-35. 
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Table 1: Estimated incidence of chronic postoperative pain and disability after 

selected surgical procedures 

Type of surgery 
Estimated 
incidence of 
chronic pain 

Estimated chronic 
severe (disabling) pain 
(>5 out of score of 10) 

US surgical 
volumes* 

Amputation 30-50 % 5-10 % 159000 (lower 
limb only) 

Breast surgery 
(lumpectomy and 
mastectomy) 

20-30 % 5-10 % 479000 

Thoracotomy 30-40 % 10 % unknown 

Inguinal hernia repair 10 % 2-4 % 609000 

Coronary artery bypass 
surgery 30-50 % 5-10 % 598000 

Caesarean section 10 % 4 % 220000 

*National Center For Health Statistics, Ambulatory and Inpatients Procedures, 

USA, 1996.  

Modified form Kehlet H. et al. Lancet. 2006;367:1618-25 (with permission). 
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6.3 Principles of postoperative pain treatment 

There are many options available for treating pain after surgery, including 

systemic analgesia (i.e., opioid and non-opioid drugs), regional analgesic 

techniques (i.e., neuraxial and peripheral), local anaesthetic wound infiltration 

and a combination of these. It is important to assess the risks and benefits of 

each treatment modality. The goal is an optimized postoperative analgesic 

regimen for each individual patient. Furthermore, patients’ preferences have to 

be considered.  

Beside pharmacological interventions, non-pharmacological approaches (e.g., 

acupuncture, transcutaneous electrical nerve stimulation and psychological 

interventions) may be part of postoperative pain management (Figure 3). 
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Figure 3: The different options for postoperative pain management 
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6.3.1 Systemic analgesia 

Analgesic drugs may be divided into opioid and non-opioid drugs. The opioid 

drug class includes substances which bind to specific opioid receptors located 

throughout the central nervous system and other tissues36,37. The non-opioid 

drugs can be subclassified into specific and non-specific analgesics38. The 

specific drugs include paracetamol (acetaminophen) and non-steroidal anti-

inflammatory drugs (NSAIDs) which act as cyclooxygenase inhibitors (two 

isoenzymes COX-1 and COX-2). The non-specific drug group consists of drugs 

with analgesic properties that are commonly used for other purposes, e.g., 

treatment of depression or epilepsy. 

 

6.3.1.1 Opioids 

Traditionally opioid analgesics are one of the cornerstones in the treatment of 

moderate or strong postoperative pain. Opioids can be classified as naturally 

occurring, e.g., morphine, or as synthetic substances, e.g., fentanyl, 

pentazocine and methadone9. The opioids bind to several types of opioid 

receptors in the body, all belonging to a family of G-protein-coupled receptors39. 

Three major types of opioid receptor have been identified: μ (mu), κ (kappa) 

and δ (delta) 40,41. In addition a further opioid-like receptor has been identified, 

which was first named ORL1-receptor42 and later termed nociceptin orphanin 

FQ peptide receptor (NOP)43. 

As a general rule, most opioids exert their analgesic effects through μ-receptor 

binding in the central nervous system. However, opioids may also bind to opioid 

receptors in the periphery, when they are present 37,44. Their binding to the 
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different opioid receptors causes the different opioid drug effects. Morphine acts 

as an μ-agonist, whereas naloxone and naltrexone act as μ-, κ- and δ-opioid 

receptor antagonists. Pentazocine stimulates the κ-receptor. Buprenorphine is a 

partial μ-agonist (mixed agonist-antagonist)9. In general, clinical available pure 

μ-agonist opioids have a linear dose-response curve without ceiling of effect. 

They are therefore well suited for the management of postoperative pain, 

because opioids can be titrated intravenously until sufficient pain relief is 

obtained. The analgesic efficacy of opioids is typically limited by the occurrence 

of opioid-related side effects such as postoperative nausea and vomiting 

(PONV), constipation, sedation and respiratory depression9. One of the most 

common additional side effects of intrathecal and epidural administration of 

opioids is pruritus45, whereas urinary retention may also occur. 

Opioids are most commonly administered orally or intravenously. However, they 

may also be administered by the subcutaneous, transcutanous, intramuscular 

and transmucosal route9,46. In addition, opioids may be administered at specific 

anatomical sites e.g. neuraxial or intraarticular37,44,47-49. 
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6.3.1.2 Non-opioids 

6.3.1.2.1 Paracetamol (acetaminophen) 

Paracetamol is a well-established analgesic drug for the postoperative period 

and is associated with few adverse effects in routine dosing and practice50. The 

drug can be administered by the oral, the intravenous and the rectal route51,52. 

Paracetamol crosses the blood-brain barrier rapidly and is concentrated in the 

cerebrospinal fluid53. The onset of clinical action after IV infusion has been 

shown after 5-10 minutes, with a peak analgesic effect at about 1-2 hours54. 

In clinical practice, paracetamol is often the baseline drug of multimodal 

postoperative pain management (see later) as there is good evidence for its 

analgesic efficiency50,55,56. Although the analgesic potency is limited, studies 

have shown that paracetamol may reduce postoperative morphine 

consumption57. The mechanism of paracetamol analgesia is not completely 

understood, but it seems to act by inhibition of the prostaglandin synthesis in 

the central nervous system (figure 4)58. Therefore, paracetamol is claimed to be 

part of the non-steroidal anti-inflammatory drug class by some authors,9. 

Paracetamol seems to have effects both via peripheral and central 

mechanisms59. Paracetamol, given as a single dose of 1000 mg, has a number 

needed to treat (NNT) of 3.8 (CI 3.4 – 4.4) for at least 50 % pain relief in 

patients with moderate to severe pain60. The NNT is used to assess the 

effectiveness of a health-care intervention versus placebo, and the lower the 

NNT, the more effective is the treatment61. 

In clinical practice paracetamol may be used as premedication, e.g., 1000 – 

2000 mg paracetamol (according to bodyweight), orally about 1 hour prior to 
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surgery10,62. Intravenous paracetamol is well-suited for the perioperative period, 

e.g., 1000 mg63. In the postoperative period the medication with paracetamol is 

continued, e.g., 1000 mg every 6 hours64-66. In paediatric patients a 

preoperative dose of 20 - 40 mg/kg may be followed by 20 mg/kg four times a 

day postoperatively67. The combination of paracetamol with the opioid codeine 

has shown to reduce moderate to severe postoperative pain68. These two drugs 

have additive analgesic effect and reduce the NNT to 2.2 (CI 1.7 – 2.9)60.  
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6.3.1.2.2 Nonsteroidal anti-inflammatory agents 

The arachidonic acid cascade system (figure 4) plays a key regulatory role in 

cell physiology. Oxidation of arachidonic acid by the cyclooxygenase (COX) 

mediated pathway results in several prostaglandins and thromboxanes, many 

which influence the perception of pain69. Prostaglandins play an important role 

as mediators in peripheral sensitization and hyperalgesia. Nonsteroidal anti-

inflammatory drugs (NSAIDs) exert their analgesic effect through inhibition of 

cyclooxygenase and synthesis of prostaglandins9. 

At least two isoforms of the COX enzyme have been discovered: COX-1 and 

COX-2. COX-1 is expressed constitutively in many cell types and contributes to 

the natural homeostasis, whereas COX-2 is mostly induced at the site of 

inflammation, in the periphery and centrally70. COX-1 mediated prostaglandins 

facilitate in platelet aggregation, haemostasis and gastric mucosal 

protection71,72. COX-2 is involved in pain, inflammation, and fever73,74. A COX-2 

selective inhibitor would therefore, theoretically, reduce pain with little side 

effects. As a consequence selective COX-2 inhibitors have been developed75. 

However, the COX-2 isoenzyme is constitutive in some tissue such as kidney 

and lung and has a role in the complex mechanisms of cardiovascular disease. 

Thus, the possible benefit of COX-2 specificity is more limited than initially 

thought. Still, COX-2 inhibitors are associated with no bleeding tendency as well 

as less gastrictric mucosa side-effects compared to traditional, non-selective 

NSAIDs76-78. The analgesic efficacy of selective COX-2 inhibitors and non-

selective NSAIDs seems to be equivalent79-83. 
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Figure 4: Surgical trauma leads to initiation of a biochemical cascade:  

Cell membrane phospholipids are converted to arachidonic acid and 

oxygenation of arachidonic acid via the cyclooxygenase (COX) pathway 

generates a series of prostaglandins, thromboxanes and prostacyclines. 

Furthermore, arachidonic acid is converted to leucotrienes by lipooxygenase. 

NSAIDs and COX-2 inhibitors are thought to reduce pain by suppressing COX-

mediated prostaglandin E2. Corticosteroids suppress the action of 

phospholipase A2 and paracetamol suppresses substrate activation of COX. 

Modified from Dahl V. Doctoral thesis 2000 (with permission)69. 
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NSAIDs provide effective analgesia for mild to moderate pain when used as a 

sole agent84. Moreover, NSAIDs are considered to be a useful adjunct to 

opioids in the treatment of moderate to severe pain85,86. Several studies have 

demonstrated that NSAIDs may contribute to a reduction of opioid consumption 

after surgery87,88. However, it is debated if NSAIDs consistently reduce opioid-

related adverse effects in postoperative pain management88,89. 

NSAIDs may be administered orally or parenterally and are especially useful as 

components of a multimodal analgesic regimen9.  

The perioperative use of NSAIDs may also be associated with other side 

effects, including negative effects on osteogenesis and bone healing. NSAIDs 

are contraindicated in patients with known renal failure and should be used with 

caution in hypovolemic patients. However, a recent Cochrane review revealed 

that NSAIDs were not associated with a clinically relevant reduction in renal 

function in patients with normal preoperative function90. Regarding bone 

healing, animal studies have demonstrated that NSAIDs may inhibit the healing 

process of fractures in a special clinical.91-94. A recently published study showed 

that short-term use of moderate doses of ketorolac (< 120 mg/d) had no 

significant effects on the ultimate fusion rates in patients undergoing spinal 

fusion procedures95, whereas high-dose ketorolac (> 120 mg/d) increased the 

risk of non-union in this patient population96. 

The long-term use of COX-2 inhibitors has been associated with increased 

cardiovascular toxicity and as a consequence rofecoxib was withdrawn from the 

market in the year 2004. However, the cardiovascular risks of the different 

COX-2 inhibitors are variable and influenced by several factors such as specific 
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medication, dosage, and patient characteristics97,98. Also, often there is no 

clearcut and strict distinction between traditional NSAIDs and COX-2 inhibitors, 

as many classical NSAIDs also have a significant degree of COX- 2inhibition. 

Interestingly, the traditional NSAID diclofenac may be associated with a higher 

cardiovascular risk than the modern COX-2 inhibitor celecoxib, whereas the 

cardiovascular risk for other traditional NSAIDs, like naproxen and piroxicam, 

may not be increased98. This may be due to the different COX-1/COX-2 ratio of 

these drugs99. 

It is important to notice that bronchospasm may be induced by traditional 

NSAIDs (including aspirin), and there is a risk for cross-sensitivity with 

paracetamol in aspirin-sensitive asthmatic patients100. The use of COX-2 

inhibitors in asthma patients seems to be associated with less risk of 

bronchospasm101,102.  

Finally, it has to be mentioned that a part of the evidence concerning COX-2 

inhibitors was based on the publications of Scott Reuben103,104. In the year 2009 

more than 20 publications of this author were retracted due to research 

falsification and fabrication of data105-107. Therefore, further studies are needed 

to strengthen the evidence for the analgesic efficacy and safety of selective 

COX-2 inhibitors compared with non-selective NSAIDs. 
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6.3.1.2.3 Ketamine 

In the early sixties a phencyclidine (PCP) derivate was synthesized named 2 

(O-chlorophenyl)-2-methylamino-cyclohexanone or CI-581, “a powerful 

analgesic and anaesthetic with an unusual spectrum of pharmacologic 

effectiveness”108. This substance was subsequently known as ketamine, a 

racemic mixture of S (+) – and R (-) ketamine. The optical stereoisomer S (+) – 

ketamine has four times the affinity for the N-methyl-D-aspartate (NMDA) 

receptor than R (-) – ketamine and is clinically twice as analgesic potent as the 

racemic109,110. 

Ketamine interacts with several receptors and ion channels but is mainly an 

uncompetitive NMDA receptor antagonist111,112. NMDA receptor block prevents 

acute pain, and NMDA receptor mediated plasticity seems to play an important 

role in the development of central sensitization111,113-115. 

Traditionally, ketamine is known as a perioperative anaesthetic agent; lately, 

increasing interest in the use of low-dose ketamine for postoperative pain 

management has evolved. The NMDA-antagonistic properties of ketamine may 

attenuate opioid induced hyperalgesia (OIH) and opioid tolerance116,117. Various 

recently published studies have confirmed the antihyperalgesic effect of low-

dose ketamine after major orthopedic or abdominal surgery118-120. 

Several systematic reviews have shown that subanaesthetic doses of ketamine 

can reduce the intensity of postoperative pain and the consumption of 

opioids121-125. Low doses of ketamine are defined as an intravenous bolus of 

less than 1 mg·kg-1 and/or continuous intravenous infusion at rates below 20 

µg·kg-1·min-1 124. McCartney and co-workers concluded recently in a qualitative 
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systemic review that administration of NMDA receptor antagonists before and/or 

during surgery was able to reduce postoperative pain123. 

NMDA receptor activity is important for normal function of the central nerve 

system, and NMDA receptor antagonists like ketamine have psychotomimetic 

side effects which may limit its use111,126,127. Recently published studies have 

demonstrated that S (+) –ketamine may have less psychotomimetic side effects 

than racemic ketamine in non-surgical patients127,128, whereas surgical patients 

are not much studied in this context yet. 

In general, ketamine is administered intravenously or intramuscularly. Also, 

ketamine can be given epidurally, intrathecally, intraarticularly, as well as orally 

and topically129-136.  
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6.3.1.2.4 Gabapentin and Pregabalin (Gabapentinoids) 

Gabapentin was licensed for the treatment of epilepsy in Europe in 1993, based 

on its anti-spastic effects and efficacy in experimental seizure models137. The 

antinociceptive properties of gabapentin were discovered at a later stage138. 

Pregabalin is structurally related to gabapentin and has been marketed for the 

treatment of seizures and neuropathic pain in the UK since 2004. This drug has 

analgesic, antihyperalgesic, anticonvulsant and anxiolytic properties139-143. 

Originally, pregabalin was designed to be an analogue of GABA144. However, 

despite the name gabapentinoids, pregabalin neither interacts with the GABA 

receptor nor mimics GABA action139,145. In common with gabapentin, pregabalin 

binds to the α2-δ subunit of voltage-gated calcium channels localized 

particularly at synapses. Gabapentinoids may act by reducing the calcium influx 

via these presynaptic voltage-gated calcium channels. As a consequence, this 

may result in a decreased release of synaptic neurotransmitters (e.g., 

glutamate, norepinephrine, GABA, substance P). Gabapentinoids act as 

membrane stabilizers145-147. 

These drugs are only available for oral administration and the absorption of 

gabapentin is slow and limited by active transport in the gastrointestinal tract148. 

Plasma concentrations of gabapentin do not increase proportionally with 

increasing dose (non-linear absorption). In contrast, pregabalin absorption is 

more rapid and without a ceiling of amount absorbed. According to a first order 

kinetic, pregabalin absorption increases proportionally with increasing dose 

(linear absorption)149. In healthy volunteers peak plasma concentrations are 

achieved within one hour after the administration of pregabalin, whereas 
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maximum plasma concentrations for gabapentin are attained after 3-4 

hours141,149. The bioavailability of pregabalin is high and exceeds 90 percent 

irrespective of the dosage, whereas the bioavailability of gabapentin drops from 

60 percent to 33 percent as the dosage increases from 900 mg to 3600 mg 

daily149. For this reasons pregabalin has a favourable pharmacokinetic profile 

compared with gabapentin141,149. 

Gabapentin and pregabalin have proven efficacy in chronic neuropathic pain, 

e.g., diabetic neuropathy150-153, postherpetic neuralgia154,155, spinal cord injury156 

and phantom limb pain157. Furthermore, these two drugs may be helpful in the 

treatment of fibromyalgia158,159. 

Regarding acute pain, pregabalin and gabapentin act as antihyperalgesics and 

differ therefore from traditional antinociceptive drugs. Antinociceptive drugs, 

e.g., local anaesthetics, reduce the afferent input from intact and traumatized 

tissues, whereas antihyperalgesic drugs reduce the hyperexcitability of neurons 

located in the dorsal horn, which is caused by tissue injury160. Postoperative 

pain is commonly regarded as nociceptive (transient) pain. However, 

neurogenic, inflammatory and visceral mechanisms may contribute. Dahl et al. 

therefore define postoperative pain as “… a transient, or reversible, type of 

‘neuropathic’ pain”160. 

Several systematic reviews have consistently shown beneficial effects of 

gabapentin and pregabalin in reducing postoperative pain and/or postoperative 

opioid consumption161-164. 

In the systematic review by Ho et al., the gabapentin dosage given 

preoperatively varied between 300 mg and 1200 mg, and both low-dose and 
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high-dose regimens effectively reduced pain intensity and opioid consumption 

for the first 24 hours after surgery. In addition the incidence of PONV was 

reduced; but the level of sedation was higher in patients who were treated with 

gabapentin compared with placebo161. 

Different doses of preoperative pregabalin from 75 mg to 300 mg have been 

used in the literature 163-165. Although the majority have used a single dose of 

pregabalin given about one hour before surgery, there is some evidence that a 

repeated dose of pregabalin about 12 hours after surgery may be beneficial164. 

The administration of pregabalin is associated with side effects, especially when 

used in higher doses. Common adverse effects are dizziness, sedation, and 

visual disturbance164,166-168. However, pregabalin may reduce opioid-related 

adverse effects such as postoperative vomiting164. 

Gabapentinoids have anxiolytic properties142 and some studies have shown 

reduced preoperative anxiety with these drugs 169,170. Reduction in preoperative 

anxiety is good for the patient’s preoperative well-being and has been reported 

to be associated with decreased levels of postoperative pain29. 
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6.3.1.2.5 Glucocorticoids 

Glucocorticoids are naturally occurring hormones. Their secretion follow a 

diurnal rhythm and circulating levels are increased during trauma and stress10. 

They act by binding to nuclear corticosteroid receptors and genetic activation, 

which is associated with a significant latency to effect10,171. Systemic 

glucocorticoids have potent anti-inflammatory effects. Furthermore, this group of 

drugs has both analgesic and antiemetic properties172-175 with subsequent 

accelerated recovery after surgery 173,176,177. A recently conducted meta-

analysis demonstrated that a single perioperative dose of dexamethasone 

during adenotonsillectomy in paediatric patients resulted in a significant 

reduction in post-tonsillectomy pain178. The analgesic effect of glucocorticoids 

may be comparable to NSAIDs179,180, and a combination of glucocorticoids and 

NSAIDs seems to have an additive effect181-183. With a multimodal approach 

and baseline paracetamol medication, combining dexamethasone and rofecoxib 

(COX-2 antagonist) resulted in prolonged postoperative analgesia when 

compared to rofecoxib alone183. 

Romundstad et al. have recently shown that intravenous glucocorticoids may 

reduce the risk for chronic pain after breast surgery184. 

A systematic review of data from 1900 patients who underwent major surgery 

concluded that a single dose of methylprednisolon (up to 30 mg/kg) was not 

associated with any adverse effects185. Still, glucocorticoids interfere with the 

metabolism of glucose, with reports of somewhat increased blood glucose in 

the postoperative period186. 
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6.3.1.2.6 αα2- Adrenergic receptor agonists 

The α2-receptor agonists have sedative, analgesic, anxiolytic and hemodynamic 

properties38. At least three different subtypes of the α2- adrenergic receptor 

have been identified, which may mediate sedation and antinociception 

separately187. Traditionally the α2-receptor agonists are mainly used to treat 

hypertension188 and opioid drug addiction189, but in later years the use of this 

class of drugs has expanded into the field of anaesthesia and analgesia190. This 

includes the use of α2-receptor agonists for peri- and postoperative pain relief, 

anxiolysis, sedation as well as treatment of chronic pain syndromes38,190. The 

analgesic effect of α2-receptor agonists is mediated by both peripheral and 

central mechanisms190. 

The α2-receptor agonists clonidine, dexmedetomidine and epinephrine are used 

in clinical anaesthesiologic practice. The receptor selectivity ratio for α2:α1 is 

1600:1 for dexmedetomidine, 200:1 for clonidine and 1:1 for epinephrine10,191.  

Clonidine may be administered intravenously, orally, intraarticularly intrathecally 

and epidurally47,192-194. Systemic administration of clonidine during surgery 

reduces both postoperative pain and opioid consumption195. A review regarding 

clonidine as an adjunct to local anaesthesia for peripheral nerve blockade 

showed improved analgesia duration196. Intrathecally administrated clonidine 

seems to have analgesic effect197, whereas the effects of epidural clonidine are 

inconclusive190. The injection of clonidine in joints has shown promising results 

regarding postoperative pain management198. 

The effect of dexmedetomidine on postoperative pain has not been much 

investigated compared with clonidine and most of the dexmedetomidine studies 
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address the sedative effect of this drug. However, a opioid-sparing effect of 

dexmedetomidine has been demonstrated190. 

Epinephrine is widely used as an adjunct for postoperative epidural analgesia 

and the synergistic pain relief with minor incidence of hemodynamic instability 

and motor block is well-documented10,199,200. Furthermore, epinephrine is used 

as an adjuvant to local anaesthetics in local infiltration analgesia (LIA)48,201-203. 
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6.3.1.2.7 Other analgesic adjuvants 

Neostigmine 

Endogenous acetylcholine levels can be increased by the inhibition of the 

acetylcholinesterase204. Neostigmine acts as a parasympathomimetic agent 

inhibiting cholinesterase in the synaptic area. Several studies have explored the 

use of neostigmine in anaesthesia and analgesia. Neostigmine may be 

administered intrathecally, epidurally, caudally and intraarticularly. In addition 

the drug may be used as adjuvant to local anaesthetics in peripheral nerve 

blocks10,205. Unfortunately, neostigmine affects the emesis centre in the brain 

stem and this results in a high incidence of nausea. The practical use of 

neostigmine as an adjunct is therefore limited.  Nausea occurs more frequently 

after intrathecal neostigmine compared to the other routes of administration205. 

Intraarticular neostigmine may have a beneficial effect regarding postoperative 

pain in patients undergoing arthroscopic knee surgery192,206. 

 

 

 

Nicotine 

Pain may be inhibited by acetylcholine action and the alkaloid nicotine interacts 

with ion channels of the nAChR family10,207. Smokers may have more 

postoperative pain than non-smokers, when they discontinue smoking due to 

hospitalisation208. Several studies have investigated if systemic nicotine could 

provide postoperative analgesia207, but there are also negative studies 

published209,210. Non-smoking patients undergoing uterine surgery received at 
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the end of surgery either 3 mg of nicotine by a nasal spray or placebo. Patients 

getting nicotine reported less pain during 24 hours as well as reduced morphine 

consumption211. Furthermore, transdermal nicotine patches applied before 

surgery in non-smoking patients resulted in improved analgesia after general 

surgery; although the opioid consumption was not reduced by nicotine in this 

study212. However, in smokers, transdermal nicotine patches failed to reduce 

postoperative pain209. 

Despite of these promising results more studies on nicotine analgesia in the 

clinical setting are needed. 

 

Magnesium 

Magnesium has antinociceptive properties due to its non-competitive blockade 

of the NMDA receptor. Moreover, magnesium is a physiological calcium 

antagonist at different voltage-gated channels213. Several clinical investigations 

have demonstrated that intravenous magnesium infusion during surgery can 

reduce postoperative pain214,215.  Furthermore, magnesium may be an effective 

adjuvant to both intrathecal and epidural anaesthesia due to its potential 

analgesic effect216,217. 

Magnesium has also been used as an adjuvant to intraarticularly administered 

local anaesthetics and showed analgesic effect comparable to intraarticular 

morphine218. 

However, a recently published systematic review investigating the analgesic 

effect of intravenous magnesium did not find convincing evidence that 

magnesium is beneficial in the management of postoperative pain213. 
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Cannabinoids 

Two cannabinoid receptors have been cloned (CB1 and CB2) and various 

proposed endocannabinoid ligands have been identified219,220. This has resulted 

in an extensive research and the development of cannabinoid agonists and 

antagonists10. Cannabinoids have been applied in clinical practice as a potent 

antiemetic in cancer chemotherapy patients221,222. 

Cannabinoids have antinociceptive properties in acute pain models in 

animals220. The analgesia produced by cannabinoids is generally modest. A 

recently conducted review of randomized controlled trials in humans concluded 

that the role of cannabinoids in the management of pain is questionable. 

Cannabinoids induce CNS depression and several adverse effects as 

drowsiness, dizziness, memory impairment and confusion are related to this 

class of drugs221.  

 

 

Capsaicin and the TRPV1-receptor 

The capsaicin receptor TRPV1 (transient receptor potential vanilloid 1) on C-

fibers is an emerging peripheral target for the treatment of pain. Capsaicin is the 

pungent chemical found in chilli peppers, and may elicit strong sensations of 

noxious heat and pain223. However, when the initial pain is vanishing, capsaicin 

may inactivate the TRPV1 fibers for days to weeks, and thereby producing 

selective C-fibre analgesia. Recently the FDA approved a dermal patch 

containing capsaicin to be applied after pretreatment with lidocaine. The 
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application of topical capsaicin may be beneficial in the treatment of pain, 

including neuropathic pain, and itch. Furthermore, perineural capsaicin 

injections may be useful in cancer patients with intractable pain224. 
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6.3.2 Regional Analgesia 

6.3.2.1 Neuraxial nerve blocks 

Neuraxial nerve blocks include spinal (subarachnoid), epidural and caudal 

nerve blocks. Depending on the dose, concentration and volume of local 

anaesthetic, this results in sympathetic blockade, sensory analgesia, or 

anaesthesia and block of the motor activity9. 

A systematic review has demonstrated that neuraxial nerve blocks may be 

associated with a lower incidence of complications (e.g., deep vein thrombosis, 

pulmonary embolism, pneumonia, myocardial infarction and renal failure). In 

addition, the overall mortality may be reduced225. 

However, neuraxial nerve blocks are also associated with rare complications 

caused either by the neuraxial procedure (e.g., needle and catheter placement 

and removal), or by the medication used for the blockade36,226,227. Permanent 

neurological complications after central neuraxial blockades can have severe 

consequences for the patient in question, although the general incidence is very 

low226-228. 

Local anaesthetics used for neuraxial nerve blocks include lidocaine, 

mepivacaine, ropivacaine and bupivacaine9. Vasoconstrictors, such as 

epinephrine and phenylephrine, may be added to prolong the action of the 

neuraxial blockade9,199 but may also have a specific analgesic action mediated 

by the alfa-2 agonist effect33,199,200. Moreover, adjuvants to local anaesthetics, 

e.g., opioids are frequently used in clinical practice47,229. 
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6.3.2.1.1 Spinal anaesthesia 

The spinal cord extends from the brainstem to the conus medullaris (L1 in 

adults, L3 in children); the subarachnoid space continues to S2/S39,36. Spinal 

anaesthesia acts by blocking nerve roots as they pass through the 

subarachnoid space and requires a small amount of local anaesthetic to provide 

complete sensory analgesia. A spinal nerve block should only be performed at 

the lumbar level in order to avoid trauma to the spinal cord230. Spinal 

anaesthesia is a common regional technique for surgical procedures below the 

umbilicus.  

 

6.3.2.1.2 Epidural anaesthesia and analgesia 

In contrast to spinal anaesthesia, epidural nerve blocks can be carried out at 

the sacral, lumbar, thoracic, or cervical levels. An epidural nerve block 

performed at the sacral level is called caudal nerve block and caudal epidural 

anaesthesia is a common regional procedure in paediatric patients36. Compared 

to spinal anaesthesia, larger amounts of local anaesthesics are necessary in 

epidural nerve blocks to provide profound analgesia9. 

There are many indications for epidural nerve blocks and the duration of 

analgesia can be prolonged by the insertion of an indwelling catheter. Analgesic 

effect can be obtained by the use of intermittent bolus doses, either controlled 

by the medical staff or by the patient himself (PCEA), and/or by a continuous 

infusion58. Epidural analgesia is very efficient for postoperative pain relief in 

patients undergoing major lower joint replacement231 major abdominal 

surgery232-234 or thoracotomy235-237. Moreover, perioperative epidural analgesia 
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may reduce adverse physiological responses to surgery238 and modulate 

immune function during surgery239. Some studies show that epidural nerve 

blocks may be beneficial regarding postoperative cardiovascular and pulmonary 

complications225,238,240, although the benefit seems to be limited to high-risk 

patients and high-risk procedures20,241,242. Thoracic epidural analgesia 

differentiates from lumbar epidural analgesia due to more profound sympathetic 

block, which promotes coronary perfusion and gastrointestinal motility243,244. 

Beattie et al. have shown, that postoperative thoracic epidural analgesia may 

reduce the incidence of postoperative myocardial infarctions to a greater extend 

than lumbar epidural analgesia245. This may be caused by improved balance of 

oxygen supply and demand in the ischemic heart243. Furthermore, thoracic 

epidural analgesia may be superior to lumbar epidural analgesia regarding the 

incidence of postoperative pneumonia225. This is probably due to the beneficial 

effect of thoracic analgesia on postoperative breathing and coughing243. Lumbar 

epidural analgesia may more frequently be associated with motor block of the 

lower extremities and urinary retention than thoracic epidural analgesia246,247.  
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6.3.2.2 Peripheral nerve blocks 

Blocks of peripheral nerves may be used for anaesthesia during surgery, either 

alone or in conjunction with general anaesthesia, or central neuraxial blocks. 

Furthermore, peripheral nerve blocks are commonly used for postoperative pain 

control, and for acute and chronic pain management36.  

Electric nerve stimulation and/or the use of ultrasound facilitate the identification 

of peripheral nerves248-251. 

Peripheral nerve blocks include blocks of the head, neck and trunk. Surgical 

anaesthesia of the shoulder and the upper extremity can be achieved by neural 

blockade of the brachial plexus (C5-T1) or its cords and terminal branches36,249. 

Lower limb nerve blockades are practised less frequently than upper limb 

blocks. The reasons for this are that it is impossible to block the whole lower 

limb with one injection and that neuraxial techniques may prove simpler58. 

Different approaches and techniques are used to carry out lower limb blocks in 

clinical practice252. Especially in major lower joint surgery, e.g., total knee 

arthroplasty (TKA), peripheral nerve blocks are frequently used. The femoral 

nerve block with or without a sciatic nerve block is suitable for postoperative 

pain treatment after TKA, either as a single shot injection, or as a continuous 

infusion253. Both single shot injections and continuous peripheral nerve blocks 

can be used for the management of peri- and postoperative pain and are 

associated with accelerated patient recovery and reduced length of hospital 

stay254. 

For surgical anaesthesia the choice of local anaesthetic (e.g., lidocaine, 

mepivacaine, ropivacaine, bupivacaine) for a peripheral nerve block depends 
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on the duration of the surgical procedure and need of strong postoperative 

analgesia. For prolonged nerve blockade, including postoperative pain 

management, long-acting agents such as bupivacaine, levo-bupivacaine or 

ropivacaine are often preferred9. Vasoconstrictors, usually epinephrine, are 

frequently added to the chosen local anaesthetic to fasten the onset of action 

and decrease systemic toxicity of local anaesthetics. Various adjuvants have 

been reported to improve duration and quality of the nerve blockade, e.g., 

opioids, clonidine, ketamine and neostigmine9,255. However, the effects of 

adjuvants in peripheral nerve blocks are controversial in the literature47. 
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6.3.2.3 Local anaesthetic infiltration 

Infiltration of local anaesthetics (LAs) into surgical wounds is a simple method to 

provide postoperative analgesia. The basic concept of this technique is to block 

pain at the origin due to local application of anaesthetics. LAs block voltage-

gated sodium channels and as a consequence the transmission of pain from 

the surgical wound is reduced or abolished. In addition the inflammatory 

response to the injury is suppressed222. 

In minor surgical procedures, e.g., herniotomy, the efficacy of incisional local 

anaesthetics regarding postoperative pain has been demonstrated several 

years ago256. Moreover, the use of local anaesthetics injected intraarticularly for 

pain relief has shown beneficial effect in orthopaedic surgery49,257-259. However, 

a single injection of LAs into the surgical wound is unlikely to have long-lasting 

effects. This is why new techniques for wound infiltration have been developed 

during the last decade260. 

The insertion of indwelling catheters at the end of surgical procedures has 

established new properties for the use of LAs, and facilitates the use of this 

technique in more extensive surgical procedures. These catheters can be 

placed into the incision, around a fascia, intraabdominally and intraarticularly. In 

clinical practice a bolus injection via the catheter at the end of surgery is often 

followed by either intermittent injections or a continuous infusion of local 

anaesthetics261-263.  

Dahl and Møiniche (2009) have recently published a review regarding the 

efficacy of topical local anaesthetic infiltration on pain relief in patients 

undergoing major abdominal surgery, e.g., abdominal hysterectomy and open 
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colonic surgery. They concluded that about half of the studies regarding 

hysterectomy and only one study about colonic surgery showed a beneficial 

analgesic effect261. Furthermore, Kim et al. recently published data where they 

have compared intraperitoneal lidocaine with intravenous lidocaine in patients 

undergoing laparoscopic appendectomy. They concluded that both treatment 

modalities were equally effective regarding postoperative pain and opioid 

consumption264.  

Another technique that is called local infiltration analgesia (LIA) has recently 

been introduced in major orthopaedic joint surgery261. The infiltration analgesia 

techniques for total knee and total hip arthroplasty (TKA and THA) were 

developed by Bianconi et al.265 and Kerr and Kohan201 in the beginning of this 

millennium. This approach involves the administration of large volumes of dilute 

local anaesthetics, e.g., ropivacaine, with or without adjuvants into different 

tissue structures during orthopaedic surgery. 

At the end of surgery the orthopaedic surgeon can place an indwelling catheter 

into the artificial joint, which makes it possible to prolong the analgesic effect by 

refilling local anaesthetics through this catheter in the postoperative period (top-

up dose)202,203,266. 

Various adjuvants can be added to the LIA mixture, e.g., epinephrine, ketorolac 

and morphine48,267. 
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6.3.3 Non-pharmacological approaches 

With the goal to provide the best postoperative pain regimen with the least 

number of associated adverse effects, all analgesic approaches have to be 

considered. Many non-pharmacologic analgesic techniques have their origin 

from eastern medicine practices. Acupuncture may be best known and has 

been used for more than 2500 years268. Acupuncture is based on a theory of 

interconnectedness where one energy source is spread throughout the universe 

and all things within it. The energy flow, which is called qi, remains balanced 

between the forces of yin and yang. The pathways for this energy flow are 

termed meridians. The human body is composed of several traditional 

meridians with more than 360 specific acupuncture points. The stimulation of 

these acupuncture points with needles may relieve obstructed flow of qi10,268. 

Regarding the use of acupuncture in the management of postoperative pain, 

Sun et al. recently have conducted a systematic review and concluded that 

perioperative acupuncture may be a useful adjunct. They demonstrated 

reduced opioid consumption, decreased postoperative pain intensity and a 

lower incidence of opioid-related adverse effects in patients who were treated 

with acupuncture269. However, it may be difficult to interpret the results of most 

of the studies, because of blinding issues and heterogeneity of the reviewed 

studies270. Moreover, several studies have been published with negative results 

of acupuncture 271-274. 

Transcutaneous electrical nerve stimulation (TENS) was developed about 40 

years ago and uses either low- (acupuncture-like) or high-frequency electric 

pulses. These pulses are applied by plaster electrodes, which are placed 
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transdermal near painful areas, the site of surgery, or peripheral nerves. The 

mechanism of action is thought to be a reduction of anterograde nociceptive 

transmission caused by an activation of GABA and opioid receptors on the 

spinal level270. Overall, there is more evidence for the efficacy of TENS on 

postoperative pain compared to acupuncture. DeSantana and co-workers 

recently have demonstrated in a prospective, double-blinded, randomized trial 

that high-frequency TENS reduced both postoperative pain and postoperative 

analgesic requirements in patients undergoing inguinal herniorrhaphy275. 

Furthermore, analgesic efficacy of TENS has been shown after laparoscopic 

and cardiac surgery276,277. 

Psychological interventions may be useful in the management of postoperative 

pain. Devine has shown in a quantitative review that psychological 

interventions, like health care relevant information, skills teaching and 

psychosocial support, may have a beneficial effect on pain intensity, 

psychological distress and recovery278. Adequate patient information plays an 

important role in pain management. Kalkman et al. have recently shown that a 

strong information seeking behaviour before surgery may reduce the incidence 

of severe postoperative pain29. However, some patients may habitually cope by 

avoiding detailed information279. Psychosocial support includes the identification 

of patient concerns before and after surgery, the encouragement of the patient 

to ask questions throughout the hospital stay and the provision of appropriate 

reassurances278. 

Another non-pharmacological approach in postoperative pain management is 

attentional control. Distraction from an acute pain stimulus by conversation or 
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music may help to reduce pain intensity279. Good et al. demonstrated that 

relaxation and music therapy reduced pain intensity after major abdominal 

surgery280. Hypnosis may be defined as an altered state of awareness10. By 

suggestion through a hypnotist, the patient may experience various changes in 

sensation, perception, cognition or control over motor behavior281. Montgomery 

et al. have conducted a meta-analysis and concluded that hypnosis may be 

useful for surgical patients282. 
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6.4 Pre-emptive and preventive analgesia 

The term pre-emptive analgesia describes an “antinociceptive treatment that 

prevents establishment of altered processing of afferent input, which amplifies 

postoperative pain”283. Various studies have been conducted comparing pre-

incisional analgesic treatment with post-incisional pain management. Meta-

analyses have shown conflicting results regarding the efficacy of pre-emptive 

analgesia284,285. While Ong and colleagues have demonstrated a beneficial 

effect of pre-emptive epidural analgesia, local anaesthetic wound infiltration and 

the administration of NSAIDs285, Moiniche et al. failed to find evidence for the 

pre-emptive effect of both local anaesthetic wound infiltration and NSAIDs284. 

A few years ago, the term preventive analgesia was introduced286,287. In 

contrast to a typical pre vs. post design (pre-emptive analgesia), in preventive 

analgesia the analgesic treatment is compared to another treatment given after 

the nociceptive stimulation is initiated. A preventive analgesic effect is present, 

when the observed effect (e.g., postoperative pain or reduced rescue analgesic 

consumption) exceeds the expected traditional duration of the analgesic 

agent288. It has been proposed that not the timing, but the duration of pain 

management may play an important role for the prevention of central 

sensitization and hyperalgesia286,287. Loco-regional techniques and different 

classes of drugs, e.g., NMDA receptor antagonists and gabapentin may have 

antihyperalgesic properties and may therefore be useful in a preventive 

analgesic strategy in the peri- and postoperative period123,161,289. 
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6.5 Multimodal analgesia 

Pain is caused by various mechanisms at various levels in the nervous system. 

In theory, the combination of different analgesic drugs and techniques should 

improve the efficacy of pain management by acting on different mechanisms 

and levels of action. Moreover, patient safety may be improved because, in 

general, reduced drug doses of each drug when combined are accompanied 

with a reduction of dose-dependant adverse effects. This type of pain 

management strategy is called multimodal or balanced analgesia64,290,291. 

However, despite all evidence for the efficacy of multimodal analgesic 

approaches292,293, these techniques seem underused in clinical practice294. In 

order to identify the most suitable multimodal analgesic strategy, a procedure-

specific approach is recommended291. The reason for this is that one analgesic 

technique, e.g., continuous epidural analgesia, may be beneficial in a specific 

type of major abdominal surgery (e.g., open colonic surgery), while being 

inappropriate in other types of abdominal surgery (e.g., nephrectomy). 

Moreover, different surgical procedures are associated with various 

complications (e.g., postoperative bleeding) and therefore the multimodal pain 

management has to be tailored according to this291. 
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7. HYPOTHESES 

 

1. Multimodal analgesia in the perioperative period leads to a reduction of 

postoperative pain (papers I + II) or decreased postoperative opioid 

consumption or both. (Paper II) 

 

2. Preoperative anxiety is associated with postoperative pain and preoperatively 

administered pregabalin can reduce anxiety before surgery. (Paper II) 

 

3. Multimodal antinociceptive treatment with S (+) ketamine or pregabalin is not 

associated with an increased frequency of adverse effects. (Papers I-II) 

 

4. Local infiltration analgesia (LIA) for total knee replacement can reduce post-

operative pain and opioid consumption compared to epidural analgesia. 

Furthermore mobilisation can be fastened and the hospital stay can be 

shortened. (Paper III) 

 

5. Local infiltration of ketorolac and morphine during total knee arthroplasty is 

more effective than systemic administration of these drugs. (Paper III) 

 

6. Local infiltration analgesia compared to epidural analgesia is not associated 

with an increased frequency of adverse effects. (Paper III) 
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8. METHODS 

8.1 Study design 

Research studies might either have a prospective or a retrospective design. A 

prospective study looks forward in time, and the study is designed before data 

is collected. In contrast, retrospective studies look backwards and the data 

collection is already finished at the start of the study. A prospective study 

design allows the researcher to include a control group (e.g., alternative or 

placebo treatment) and this may eliminate many confounding variables. Study 

participants can be followed throughout the whole study period to measure the 

outcome in question. The strength of evidence, which is derived from 

prospective studies, is higher than from retrospective studies. However, in 

prospective study design, data collection is more time-consuming and 

expensive. Furthermore, if the outcome is uncommon, the size of prospective 

investigation that is required to draw conclusions is often too large to be 

feasible and a retrospective design may be more suitable in these cases. 

When choosing study design in this thesis, the prospective approach for all 

three studies was regarded to be most suitable, because different treatment 

modalities were compared. Important data may often be non-available in a 

retrospective design. Furthermore, it is also difficult to control bias and 

confounders. 

Randomization of the study population is used to eliminate selection bias and to 

assure similar treatment groups. The purpose of randomization is to ensure that 

only one, controlled variable is different between two or more treatment groups. 

As a result of the randomization causalities can be attributed. Different 
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randomization techniques are in use: simple randomization (flipping a coin), 

block randomization (insure that the numbers of participants allocated to each 

treatment is not far out of balance) and stratified randomization (additional 

factors, e.g., gender or age, are balanced between the groups). 

RCTs are considered to be the most reliable form of scientific evidence295. Non-

randomization is afflicted with bias and this weakens the scientific evidence of 

the study. 

Randomization of the study participants was regarded to be important when 

planning this thesis and all three studies are randomized controlled trials (RCT). 

Permuted block randomization was carried out by the hospital pharmacy of the 

Asker and Bærum Hospital for all three studies. 

Blinding of the study participants and the observers (double blinding) is an 

attempt to eliminate subjective bias and results in more reliable data and 

strengthens the scientific evidence. Two clinical trials of this thesis (papers I and 

II) have been conducted in a double-blinded manner.  For the knee study, which 

is described in paper III, the study design was double-blinded for the two groups 

that were treated with local infiltration analgesia. Participants who were 

randomized to the epidural group were regarded as not fully blinded, as study 

participants and/or investigators might have realized if they got an epidural 

puncture or not.  

All studies included in this thesis were conducted in accordance to the 

Declaration of Helsinki and conformed to the CONSORT guidelines296,297 with 

written informed consent of all study participants. 
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8.2 Study approval and registration 

The National Committee for Medical and Health Research Ethics in Norway and 

the Norwegian Medicines Agency have approved all studies in this thesis before 

study start. 

All three studies were registered at http://clinicaltrials.gov before patient 

enrollment (paper I: NCT00354029, paper II: NCT00353704, paper III: 

NCT00562627). ClinicalTrial.gov is a worldwide registry of clinical trials hosted 

from the U.S. National Institutes of Health298. 

Collection of data and data analysis of the knee study (paper III) have been 

externally monitored (Section for Good Clinical Practice, Oslo University 

Hospital, Ullevaal). 

 

8.3 Participants 

Adult persons (≥ 18 years), ASA grade I+II (paper I) and ASA grade I-III (papers 

II + III) were enrolled with written informed consent. Exclusion criteria for all 

three studies were moderate or severe heart, liver, kidney, or psychiatric 

disease, pregnancy and breast-feeding. Participants with regular use of opioids 

and participants not understanding Norwegian were also excluded from 

participation. Patients with a history of gastric ulcer disease (all papers) or 

glaucoma (only paper I) were not included into the studies. 
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8.4 Surgical procedures, anaesthesia and analgesia 

Participants in paper I were scheduled for day-care haemorrhoidectomy. 

Patients in paper II were undergoing elective lumbar single-level discectomy 

and the participants in paper III were operated with unilateral total knee 

replacement. 

Total intravenous anaesthesia (TIVA) with propofol and remifentanil was used 

in two of the studies (paper I+II), whereas patients undergoing total knee 

arthroplasty (paper III) received spinal anaesthesia. 

Paracetamol was administered to all patients as premedication and every six 

hours postoperatively. All patients were observed in the post-anaesthestic care 

unit (PACU) after completed surgery. Participants undergoing discectomy 

(paper II) were treated with diclofenac 50 mg three times daily during the 

hospital stay. 

Patients scheduled for day surgery (paper I) were given an envelope containing 

analgesics and an information letter on how the medication should be taken. In-

hospital patients (paper II+III) were equipped with an IV patient-controlled 

morphine pump (PCA) for the first 24 hours (paper II) or 48 hours (paper III). 

Postoperative nausea and vomiting (PONV) was treated with IV odansetron 4 

mg and IV metoclopramide 10 mg. 
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8.5 Treatment comparisons 

Paper I: 

Participants in this study were randomized to either perioperative IV S (+) 

ketamine or placebo. 

After insertion of the laryngeal mask, but before start of surgery, patients in the 

S (+) ketamine group received an intravenous bolus dose of 0.35 mg· kg-1 S (+) 

ketamine (Pfizer, 2.5 mg·ml-1) followed by continuous infusion of 5 µg·kg-1·min-1 

S (+) ketamine. Patients in the placebo group received an equivalent volume of 

isotonic saline (bolus and infusion). Continuous infusion was stopped two 

minutes after end of surgery. Following the concept of multimodal analgesia, all 

patients received intravenous 8 mg dexamethasone and 30 mg ketorolac 

perioperatively. After completion of surgery the surgeon injected local 

anaesthesia (10-20 ml bupivacaine 2.5 mg·ml-1 + epinephrine 5 µg·ml-1) in the 

surgical field. 

 

Paper II: 

Participants in this study were randomized to receive either oral pregabalin 150 

mg, or an identically looking placebo capsule about one hour before surgery. 

 

Paper III: 

Patients were randomized to receive either postoperative epidural analgesia for 

a 48-hour period or to receive local infiltration analgesia. Patients getting local 

infiltration analgesia were further randomized in two groups and got, in addition 

to standard local infiltration analgesia, both ketorolac 30 mg and morphine 5 mg 
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injected either into the knee or intravenously. The standard local infiltration 

mixture (150 ml) contained 150 mg ropivacaine and 0.5 mg epinephrine added 

to isotonic saline. This mixture was injected peri- and intraarticularly by the 

orthopedic surgeon during total knee arthroplasty. In addition a catheter was 

placed into the knee joint at the end of operation. An intraarticular re-injection 

via this catheter with ropivacaine 142.5 mg and either intraarticular or IV 

ketorolac 30 mg was given 22-24 hours after surgery. The knee catheter was 

removed immediately after injection. 

Patients randomized to epidural analgesia got epidural infusion with 2 µg·ml-1 

fentanyl, 1 µg·ml-1 epinephrine, 1 mg·ml-1 bupivacaine started as soon as the 

spinal anaesthesia started to wear off. The infusion rate was programmed 

according to body height. 

 

8.6 Outcome measures 

The outcome measures used in this thesis are preoperative anxiety, 

postoperative pain, opioid consumption, time to mobilization and hospital 

discharge, as well as the occurrence of adverse effects. 

The scientific measurement of anxiety and pain is challenging, since both 

anxiety and pain are subjective experiences. Nevertheless, several methods for 

the assessment of acute pain have been developed and are used in both 

clinical and research practice. 

The visual analogue scale (VAS) uses a straight, non-graded line with the 

extremes of intensity on either end. The VAS can be used for the assessment 

of the intensity of both anxiety and pain. Typically a 100 mm ruler is used to 
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determine VAS. One end is defined as “not at all”, while the other end is defined 

as “worst imaginable”. The participants are asked to indicate the point on this 

line, which describes the intensity that they are currently experiencing. 

Thereafter the investigator measures the distance between the marked place by 

the participant and the zero-point in millimeters or centimeters. Some VAS-

rulers use words or faces along the scale to help the participant to better assess 

the intensity228. 

The numeric rating scale (NRS), where intensity is ranged from 0-10 and 0 

refers to “not at all” and 10 indicates “worst imaginable”, can also be used to 

assess pain and anxiety. The NRS may be more practical than the VAS 

because it can be used to assess the intensity of pain also during telephone 

interview228. 

Verbal rating scales (VRS) assess intensity using a list of words describing the 

intensity. Traditionally this kind of scales contains three to five categories. A 5-

point rating scale may consist of adjectives like none, mild, moderate, severe 

and very severe. The participant chooses the most appropriate word for the 

present experience. When comparing VAS, NRS and VRS, Breivik et al have 

shown that the power to detect a difference in pain intensity was higher with the 

NRS and the VAS data when compared with the VRS data299. However, 

especially in the elderly, the VRS is a well applicable tool for the registration of 

pain intensity300. 

Regarding the measurement of pain it is important to measure pain both at rest 

and also during movement and/or function as shown in a recently published 

systematic review301. Minimization of pain during movement is an important 
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clinical issue in terms of getting the patient mobilized and accessible for 

physiotherapy as well as resumption of normal level of activity. Pain 

assessment should be procedure specific and pain registrations during well-

defined and relevant function are essential302. 

 

8.6.1 Measurement of anxiety 

Preoperative anxiety was determined in participants undergoing lumbar 

discectomy (paper II) before induction of anaesthesia using an 11-point (0-10) 

visual analogue scale (VAS) ranging from “not at all anxious” to “extremely 

anxious”. Alternative instruments to measure anxiety are the Amsterdam 

Preoperative Anxiety or Information Scale (APAIS) and the state component of 

the State-Trait Anxiety Inventory (STAI). The APAIS consists of six questions 

asking about patients’ worries regarding anaesthesia and surgery as well as 

asking about patients’ requires for information303,304. The STAI presents 20 

statements describing anxiety states and the participant gives a score ranging 

from 1-4 for each statement305. 

  

8.6.2 Measurement of pain 

Pain intensity was assessed during the stay in the PACU and either during the 

stay on the surgical ward (paper II+III) and/or by telephone interviews (paper 

I+II). During the hospital stay the visual analogue scale (VAS) was used in all 

patients. In addition the numeric rating scale (NRS) was used in paper I and II, 

whereas a verbal rating scale was used in paper II and III. Postoperative pain 



 73 

was assessed at rest in all study participants. Pain during movement was 

assessed differently in the conducted studies: 

In patients who underwent haemorrhoidectomy (paper I), NRS was used to 

assess pain during sitting and defecation at seven days after surgery. In 

participants who were operated with lumbar discectomy (paper II), VRS was 

determined during mobilization one week after surgery. Patients undergoing 

total knee replacement were asked about pain intensity (VAS and VRS) during 

active 45-degree knee flexion at several time points during their hospital stay. 

 

8.6.3 Measurement of the consumption of analgesics 

In paper I, study participants were treated with rescue pain medication when 

pain excided VAS > 30, NRS > 3 or upon patient request. Rescue analgesics 

were fentanyl 0.05-0.1 mg IV during the first 30 minutes after surgery and a 

combination of oral paracetamol 500 mg and codeine 30 mg later on. 

Consumption of rescue pain medication was recorded for the PACU period and 

after hospital discharge. 

In papers II and III all patients were equipped with an IV patient-controlled 

morphine pump (PCA) for either 24 hours (paper II) or 48 hours (paper III). The 

PCA was programmed to deliver 2 mg morphine on demand with 10 minutes 

lockout time. Total PCA morphine consumption was recorded. Patients 

undergoing TKA (paper III) received 10 mg oral slow release oxycodone twice a 

day and 5 mg standard oxycodone on request (rescue analgesic medication) 

from the third postoperative day. Cumulated oxycodone consumption was 

registered. Furthermore, cumulated opioid consumption during the first 72 hours 
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after surgery was calculated adding total PCA morphine consumption and total 

oxycodone consumption. A 1:1 ratio in analgesic potency between IV morphine 

and oxycodone was presumed as shown by Silvasti et al306. 

  

8.6.4 Measurement of function: 

Functional outcome was measured in patients who were scheduled for total 

knee arthroplasty (paper III). The physiotherapist assessed the active and 

passive range of motion of the knee joint after surgery. Furthermore the 

achieved walking distance on day first and second postoperative day was 

recorded. Each postoperative day discharge readiness was assessed by an 

orthopaedic surgeon, a pain nurse, a ward nurse and a physiotherapist 

according to the following criteria: no evidence for surgical complications, VAS 

pain at rest ≤ 30, which is controlled by oral analgesics, ability to eat and drink 

and ability to walk with elbow crutches and to climb ≥ 8 stairs. 

 

8.6.5 Measurement of adverse effects: 

Postoperative nausea and vomiting (PONV) was assessed in all patients 

postoperatively. Furthermore hypotension (systolic blood pressure <80 mmHg), 

dizziness and respiration depression were registered in all patients who were 

equipped with a PCA (paper II+III). Patients scheduled for haemorrhoidectomy 

(paper I) were postoperatively asked if they experienced abnormal colour 

vision, double vision or hallucinations to detect potential adverse effects related 

to S (+) ketamine. In patients undergoing lumbar discectomy (paper II), known 

side effects of pregabalin as sedation, pruritus, urinary retention and headache 
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were recorded in the postoperative period. In patients who were operated with 

total knee arthroplasty (paper III), muscle weakness during mobilization was 

registered. 
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8.7 Statistical analysis 

Power calculations were carried out for all three studies of this thesis and the 

intensity of postoperative pain was defined as the primary endpoint in each of 

the studies. Two of the papers (I and II) compared two groups, whereas paper 

III examined three different treatment modalities. 

The primary end point for the S (+) ketamine study (paper I) was the NRS pain 

intensity during the first postoperative day. In paper II, the pregabalin study, the 

VAS score for pain at rest 120 minutes after surgery was defined as the primary 

endpoint. In the knee study, paper III, mean VAS (at rest or at knee flexion) 

about 48 hours after total knee arthroplasty represented the primary endpoint of 

the study. 

The distribution of data was assessed with frequency histograms in all three 

studies. For comparisons of normally distributed data among two treatment 

groups (papers I+II), student t-test was used. Mann-Whitney U test was used 

for non-normally distributed data. Non-parametric variables were analysed with 

Kruskal-Wallis test, Chi-square test and Fisher’s exact test (papers I+II). Mean 

area under the curve (AUC) comparisons and Pearson’s correlations were used 

in paper II. 

For tests of differences in continuous variables between three groups (paper 

III), one-way ANOVA tests were used. Pairwise comparisons were done with 

Bonferroni correction. The distributions of all dependent variables were 

examined to assess the appropriateness of using parametric tests. 
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Categorical data were analyzed with chi-squared tests and Kruskal-Wallis tests 

adjusted for ties. Analyses for mean effects over repeated measurements 

(longitudinal data) were performed with linear mixed models.  

For data analysis SPSS® (version 16.0 – 18.0), StatXact 8 (Cytel inc., 2007) 

and CIA (www.som.soton.ac.uk/cia) were used. 
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9. RESULTS 

The results from the three studies in this thesis are presented according to the 

hypotheses. All studies have been conducted at the Bærum Hospital (Vestre 

Viken HF, Norway) in the time period between 2006 and 2009. Demographic 

data were comparable for the different groups in the respective papers. 

 

1st Hypothesis: Multimodal analgesia in the perioperative period leads to a 

reduction of postoperative pain (papers I + II) or decreased postoperative opioid 

consumption or both. (Paper II) 

 

In paper I, seventy-seven participants scheduled for haemorrhoidectomy were 

enrolled in this randomized, double-blind, controlled study and received either 

perioperative IV S (+) ketamine or placebo. 

Pain scores (NRS and VAS) did not differ significantly between the groups at 

any time points. Less than 10% of the patients had VAS ≥ 30 or NRS ≥ 3 during 

the PACU period. The pain scores (worst NRS during the sixth postoperative 

day) reported by telephone interview seven days after hospital discharge did 

not differ significantly between the groups but were markedly higher than 

reported in the previous interviews. This was mainly due to reports of pain 

during defecation. The majority of all study patients reported “no pain” during 

the interview after three months.  
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In paper II, 50 participants undergoing lumbar discectomy were enrolled in this 

randomized, double-blind, controlled study and received either preoperative oral 

pregabalin 150 mg or placebo. 

The pain scores at rest (VAS) were significantly lower in the pregabalin group at 

120 min after surgery. There was a 34.5 percent reduction in the mean area 

under the curve (AUC) for VAS pain at rest in the pregabalin group during the 

PACU period (p = 0.011) and morphine consumption was higher in the placebo 

group. Pain scores and morphine consumption did not differ significantly at 24 

hours after surgery. Verbal pain scores were similar one week after surgery. 

 

2nd Hypothesis: Preoperative anxiety is associated with postoperative pain and 

preoperatively administered pregabalin can reduce anxiety before surgery. 

(Paper II) 

 

There was a statistical significant positive correlation (p=0.002) between 

preoperative anxiety and postoperative pain at 120 min. When analyzing each 

group separately, the difference was only evident in the pregabalin group 

(p=0.02), whereas in the placebo group no correlation was found (p=0.26). 

However, these were explorative findings as correlation analysis between 

preoperative anxiety and postoperative pain was not planned in the study 

protocol. 

Participants in paper II, who received 150 mg pregabalin about one hour prior to 

surgery reported significantly lower grade of anxiety (VAS) before induction of 

anaesthesia (2.23 ± 1.11 vs. 4.17 ± 2.37, 95%CI: 0.82 to 3.05, p=0.001). 
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3rd Hypothesis: Multimodal antinociceptive treatment with S (+) ketamine or 

pregabalin is not associated with an increased frequency of adverse effects 

(Papers I-II) 

 

Adverse effects were more frequent in patients who were treated with S (+) 

ketamine (paper I). The most frequent reported side effect was diplopia (6 

patients vs. 1 patient; p=0.052). None of the study participants experienced 

hallucinations. The incidence of PONV was equal in both study groups. 

Furthermore, emergence from anaesthesia was significantly longer in the group 

of patients, which was randomized to S (+) ketamine (13.1 min vs. 9.3 min; 

p<0.001). Finally, BIS values were significantly influenced by S (+) ketamine. 

 

Regarding paper II, there was no difference in sedation levels at arrival in the 

PACU. Furthermore, the occurrence of adverse effects in the postoperative 

period was equal in all patients. 
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4th Hypothesis: Local infiltration analgesia (LIA) for total knee replacement can 

reduce postoperative pain and morphine consumption compared to epidural 

analgesia. Furthermore mobilisation can be fastened and the hospital stay can 

be shortened. (Paper III) 

 

In paper III, 102 participants undergoing unilateral total knee arthroplasty were 

enrolled in this randomized study and received either postoperative epidural 

analgesia (EDA) or peri- and postoperative local infiltrations with either local 

(LIA) or IV (LIAiv) ketorolac and morphine. 

 

Verbal pain scores at discharge from PACU were significantly lower in the 

epidural group both at rest and during active knee flexion, but the time to 

discharge from the PACU was delayed (EDA 428 min vs. LIA 327 vs. LIAiv 360 

min; p=0.007).  

After discharge from the PACU the LIA-group had significantly lower pain 

scores (VAS) at rest compared to the EDA-group on day one, two and three 

after surgery. The mean reduction in VAS at rest for the LIA-group compared 

with the EDA-group from discharge PACU until 72 hours after surgery was 7.52, 

95%CI: 2.49 to 12.5, p=0.004. VAS during active knee flexion was significantly 

higher in the EDA-group 72h after surgery compared with patients in the LIA-

group.  

Morphine consumption was lowest in the epidural group during the first day 

after surgery (ns), but thereafter morphine consumption was lowest in the LIA-

group.  
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Patients in both the LIA-group and the LIAiv-group could be mobilized earlier 

after operation. The relative risk of not being able to walk more than 10 meters 

about 48 hours after surgery was 3.5 (95% CI: (1.6, 7.5) for patients 

randomized to the EDA-group compared to the LIA-group and the LIAiv-group. 

Mean time to readiness for hospital discharge was shorter in the LIA-group 

compared to the LIAiv-group and the EDA-group (3.5 ± 0.7 days vs. 4 ± 1.3 

days vs. 5.5 ± 1.6 days; p<0.001). 
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5th Hypothesis: Local infiltration of ketorolac and morphine during total knee 

arthroplasty is more effective than systemic administration of these drugs. 

(Paper III) 

 

There were no differences between the two local infiltration groups during the 

PACU stay. For the time period from the discharge from the postanaesthestic 

care unit until 72 hours after surgery, the mean reduction in VAS for the LIA-

group compared to the LIAiv-group was at rest 5.26, 95%CI: 0.25 to 10.3, 

p=0.040 and during active knee flexion 7.11, 95%CI: -0.23 to 14.5, p=0.058. 

Cumulated morphine consumption during the first 48 hours was lower in the 

LIA-group compared to the LIAiv group (49 ± 36 mg vs. 77 ± 39 mg; p=0.004). 

Mobilisation after surgery and readiness for hospital discharge were similar 

between the two groups. 
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6th Hypothesis: Local infiltration analgesia compared to epidural analgesia is not 

associated with an increased frequency of adverse effects (Paper III) 

 

In paper III, hypotension occurred only in the EDA-group (3 of 33 patients). 

There was no difference between the groups regarding PONV. In five patients, 

the epidural regimen had to be modified less than 4 hours after surgery due to 

insufficient effect. Delayed mobilisation for patients in the epidural group during 

the first postoperative day was mainly due to muscle weakness (6 patients), 

pain (6 patients), dizziness (2 patients) and nausea (4 patients). 

One patient in the study (EDA-group) had to be re-operated after 16 days due 

to knee infection. None of the patients who were treated with local infiltration 

analgesia got knee infection. 

 



 86 

 



 87 

10. DISCUSSION 

10.1 Discussion of the main findings 

The discussion in this thesis will be divided according to the objectives of the 

thesis with the following main findings: 

 

• The addition of perioperative S (+) ketamine for postoperative analgesia 

after haemorrhoidectomy was not associated with a reduction of 

postoperative pain and low-dose S (+) ketamine on top of a multimodal 

peri- and postoperative pain regimen including dexamethasone and 

ketorolac cannot be recommended 

 

• The administration of perioperative S (+) ketamine was associated with 

an increased frequency of adverse effects 

 

• Preoperative oral administration of a single dose of pregabalin (150 mg) 

before lumbar discectomy showed a reduction in acute postoperative 

pain. Furthermore, morphine consumption during the PACU period was 

decreased without increased incidence of side-effects 

 

• Preoperative anxiety was associated with postoperative pain and one 

capsule with 150 mg pregabalin about one hour prior to surgery resulted 

in a reduction of the grade of anxiety before induction of anaesthesia 
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• Local infiltration analgesia (LIA) with a mixture of ropivacaine, 

epinephrine, ketorolac and morphine reduces postoperative pain and 

opioid consumption after the initial 24 hours compared to epidural 

analgesia in patients undergoing total knee arthroplasty 

 

• Treatment with local infiltration analgesia is not related with an increased 

frequency of adverse effects 

 

• Participants getting local infiltration analgesia compared to epidural 

analgesia can be mobilized faster and are earlier ready for hospital 

discharge 

 

• Local infiltration of ketorolac and morphine during total knee replacement 

is more effective than systemic administration of these drugs regarding 

postoperative pain and morphine consumption 
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Effect of perioperative IV S (+) ketamine on postoperative pain in patients 

scheduled for haemorrhoidectomy (Paper I) 

The effect of subanaesthetic doses of racemic ketamine and S (+) ketamine on 

postoperative pain and opioid consumption has been shown in several 

systematic reviews121-125. However, in our study, when S (+) ketamine was 

added on top of a multimodal analgesic regimen including preoperative 

paracetamol, perioperative dexamethasone, ketorolac and local anaesthetics, 

there was no reduction in postoperative pain scores. Although 

haemorrhoidectomy is known as a painful procedure307, our multimodal 

analgesic approach resulted in a low number of patients complaining about 

moderate to severe pain even in the control group. Kwok et al. showed recently 

that a single dose of racemic ketamine before incision for gynaecologic 

laparoscopy reduced pain scores significantly. However, patients in this study 

received neither paracetamol, steroids, NSAIDs nor local or epidural 

anaesthesia308. In contrast to this, patients undergoing uterine artery 

embolization and receiving adjunctive paracetamol and diclofenac, showed no 

additive effect of racemic ketamine309.  

Another explanation for the absence of an additional analgesic effect of S (+) 

ketamine in our study may be due to low dosage given. Our dosing of S (+) 

ketamine perioperatively was according to recently published 

recommendations113. Adverse effects were observed more frequently in our S 

(+) ketamine group, suggesting that the dose should not be increased further. 

A possible reason for our negative findings may be that we stopped the S (+) 

ketamine infusion at the end of surgery and did not continue S (+) ketamine in 
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the postoperative period as proposed by Lahtinen et al310. However, continued 

S (+) ketamine infusion postoperatively is not practical in the day surgery setting 

with rapid discharge from recovery and rapid mobilization. 

 

Adverse effects of the treatment with S (+) ketamine (Paper I) 

In paper I we found negative clinical effects of S (+) ketamine regarding both 

time for emergence after the end of surgery and the length of stay in the PACU. 

This may be due to the sedative effects of ketamine. A potential confounder 

may be a slightly higher dose of propofol in the S (+) ketamine group, as 

dosage of propofol based on BIS values is more difficult to evaluate when S (+) 

ketamine is used. Several authors have demonstrated the influence of ketamine 

by increasing the BIS values in the past311,312. 

Delay of emergence from anaesthesia increases the need for resources in the 

operation theatre and during the postoperative stay, and this is especially 

unfavourable in day care surgery with a high patient turnover. 

Diplopia shortly after emergence from anaesthesia was more frequent in our 

patient population, which was treated with S (+) ketamine. However, 

impairments of vision were reported as mild and short-lasting and none of the 

study participants reported hallucinations.  

In contrast to our findings, Lahtinen et al observed a significantly increased 

occurrence of major psychotomimetic adverse responses in the patient group 

that was treated with S (+) ketamine310. However, the S (+) ketamine infusion 

was continued for 48 hours after surgery in their study, while S (+) ketamine 

infusion was stopped at the end of surgery in our study. 
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Effects of preoperative pregabalin on postoperative pain and opioid 

consumption in patients undergoing lumbar discectomy (Paper II) 

Several systematic reviews have shown that antihyperalgesic drugs, such as 

gabapentin and pregabalin, can contribute to reduce postoperative pain and 

opioid consumption161-163. Our study results confirm the beneficial effects of 

pregabalin in lumbar disc surgery, as described recently313. Lumbar discectomy 

is usually associated with moderate levels of postoperative pain314 and the use 

of NSAIDs may be controversial in patients undergoing spine surgery, due to 

their possible influence on postoperative bone repair and tissue healing96. 

Therefore the use of pregabalin in these patients may be an alternative to 

NSAIDs.  

In general, postoperative pain is transient somatic pain. However, inflammatory, 

neurogenic and visceral mechanisms may contribute and postoperative pain 

may be defined as a transient type of ‘neuropathic‘ pain160. Surgical procedures 

are always associated with tissue damage. This may result in a local 

inflammatory response and a sensitization of the nociceptors in the periphery. 

As a consequence, transduction and conduction of nociceptive impulses 

towards the CNS may be altered. While traditional antinociceptive drugs reduce 

the afferent input, pregabalin (and gabapentin) may decrease the 

hyperexcitability of dorsal horn neurons, which may be induced by tissue injury 

160. Therefore, the difference in pain intensity between the groups in our study 

may represent an antihyperalgesic effect of pregabalin. 
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Adverse effects of the treatment with pregabalin (Paper II) 

In paper II, we were not able to demonstrate increased sedation levels after 

surgery. In contrast do this, several investigators have described increased 

sedation postoperatively in patients treated with pregabalin166,315. One reason 

for the absence of increased sedation in our study may be the relatively low 

dose of pregabalin (i.e. 150 mg). Other explanations may be low sensitivity in 

our sedation score or the potential sedative effect of higher opioid use in the 

control group during the first postoperative hours, matching a potential sedative 

effect of pregabalin in the other group. 

Dizziness is another side-effect of pregabalin 168,316. However, the frequency of 

dizziness was equal between the patient groups in our study. Again, a possible 

explanation for this may be that the pregabalin dose in our study was only half 

the dose as used in the studies by Hill et al. and White et al., where patients got 

300 mg of pregabalin168,316. 

The incidence of PONV was similar in the whole patient population in our study. 

This is in accordance with the findings of other authors315,317,318. 
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Effects of preoperative pregabalin on preoperative anxiety in patients 

undergoing lumbar discectomy and association of preoperative anxiety 

on postoperative pain (Paper II) 

Our study results determined that anxiety was lower in participants who were 

treated with pregabalin. The anxiolytic effect of pregabalin has been 

demonstrated earlier in a surgical population169, and in a dental anxiety 

model142. However, White et al. recently have published data where pregabalin 

in doses between 75 mg and 300 mg failed to reduce preoperative state of 

anxiety168. The heterogeneity of surgical procedures in the above mentioned 

study and the fact that only patients undergoing short-stay surgery (< 24 hours) 

were included may be a possible explanation for the negative findings of White 

et al. Further studies are needed to confirm the anxiolytic effect of pregabalin. 

Different authors have shown, that the grade of preoperative anxiety is 

associated with the level of postoperative pain27,29. Our results were in 

accordance to this and we found a positive correlation between preoperative 

anxiety and postoperative pain. However, we did not plan such correlation 

analyses when we designed the study protocol and therefore these results 

should be interpreted with caution. Jokela et al. have recently shown that 

pregabalin compared to diazepam is more effective in reducing the intensity of 

postoperative pain, while both drugs are equal when evaluating the level of 

anxiety before anaesthesia319. A possible explanation for these findings may be 

that pregabalin, on one hand, may reduce postoperative pain by lowering 

preoperative anxiety. On the other hand, pregabalin may also independently 

reduce postoperative pain due to its direct antihyperalgesic effects.    
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Effects of local infiltration analgesia (LIA) on postoperative pain and 

opioid consumption compared to epidural analgesia in patients 

undergoing total knee arthroplasty (Paper III) 

Epidural analgesia or continuous peripheral nerve blocks have been 

traditionally recommended as the best postoperative pain treatment after total 

knee arthroplasty231,320-322. In our patient population, epidural analgesia was 

superior to local infiltration analgesia in the early hours after surgery. This may 

be due to the fact that an epidural bolus dose was given just before the spinal 

anaesthesia weared off. However, epidural setup had to be modified due to 

suboptimal analgesia in several patients. Our findings of superior analgesia with 

LIA for observations beyond the first hours are in accordance with Choi et al. 

They conducted a systematic review regarding epidural analgesia versus 

systemic analgesia in patients undergoing knee or hip replacement and 

concluded that the beneficial effect of epidural analgesia on pain relief was 

limited to the early postoperative period231. 

In our study, the pain scores at rest were lower from 24 hours after surgery until 

discharge from the hospital in patients getting LIA with intraarticular ketorolac 

and morphine. These findings are comparable to a recently published study 

where continuous epidural analgesia was compared to local infiltration 

analgesia in patients undergoing total hip arthroplasty323. The authors found 

significantly reduced narcotic consumption and reduced length of stay in 

patients treated with local infiltration analgesia. The same research group 

recently published results of a study were continuous epidural analgesia was 

compared with local infiltration analgesia in patients scheduled for total knee 
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replacement324. The authors concluded that LIA was associated with improved 

pain relief and reduced opioid consumption. In contrast to our study design, 

local infiltration analgesia was administered continuously for 48 hours after 

surgery. Essving and co-workers have recently published a study in TKA 

patients comparing LIA to no injections during surgery and consecutively LIA to 

saline for postoperative intraarticular re-injection203. The results of this study 

showed that LIA provided excellent postoperative pain relief for up to 48 hours 

after total knee replacement as well as lower opioid consumption in the same 

time period. 

 

Effects of local infiltration analgesia (LIA) on postoperative mobilization 

and readiness for hospital discharge compared to epidural analgesia in 

patients undergoing total knee arthroplasty (Paper III) 

The patients in our study who received LIA, either with IV or local ketorolac and 

morphine, had superior knee function and were mobilized faster compared with 

participants who were treated with epidural analgesia. This is in accordance 

with a recently published study on knee arthroplasty patients, were the authors 

demonstrated improved knee flexion for the first 48 hours after surgery in 

patients treated with LIA203. Toftdahl et al. who studied LIA versus femoral 

nerve block in patients undergoing TKA showed that participants treated with 

LIA could walk more than three meters earlier on the first two postoperative 

days.325. Regarding treatment with LIA and readiness for discharge from the 

hospital after major knee surgery, specific discharge criteria are only defined in 

a few studies203,266. Essving et al., who used defined criteria for home 
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readiness, demonstrated that participants who were treated with LIA compared 

to epidural analgesia were significant earlier ready for hospital discharge (3 vs. 

5 days)203. This is in accordance to our findings. 

 

Effects of local infiltration of ketorolac and morphine compared to 

intravenous administration of the same drugs on postoperative pain and 

opioid consumption in patients undergoing TKA (Paper III)  

Participants in our study receiving LIA with locally administrated ketorolac and 

morphine had lower pain scores at rest after discharge from the PACU and 

consumed less morphine during the first 48 hours after surgery compared with 

patients who were treated with intravenous ketorolac and morphine. Therefore, 

we may assume that ketorolac and morphine can have a specific local effect. 

However, some effect of systemic absorption cannot be ruled out with our study 

design. Moreover it is unclear if the analgesic result is based on the effect of 

either ketorolac or morphine or a combination of both drugs.  We used only 

ketorolac, but not morphine, for the re-injection through the knee catheter about 

22-24 hours after surgery. The fact that we observed a significant analgesic 

effect following the knee injection taken into consideration: we may speculate 

that ketorolac plays a key role in the LIA mixture. 

Gupta et al. have conducted a study where they compared the effect of 

morphine or ketorolac with a combination of both drugs in patients scheduled 

for knee arthroscopy326. They found that morphine alone injected intraarticularly 

provided no pain relief, ketorolac alone offered some degree of pain relief and 

the authors concluded that the combination of morphine plus ketorolac provided 
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best analgesia and that the result could be a synergistic effect of these two 

drugs. 

Regarding the local effect of ketorolac, Romsing et al. have conducted a 

systematic review where they investigated the evidence for a peripheral 

analgesic effect of the local infiltration with NSAIDs in postoperative pain327. 

They concluded that intraarticularly administrated NSAIDs might have a 

clinically relevant peripheral action. However, Scott Reuben conducted two of 

the reviewed studies328,329 and one of these two articles was retracted328, which 

may question the conclusion of the meta-analyses. 

Several systematic reviews have been conducted to investigate the analgesic 

effects of intraarticular morphine alone and the results are controversial. While 

Kalso et al.330 and Gupta et al.331 concluded that intraarticular morphine may 

have some effect in reducing postoperative pain and analgesic consumption, 

Rosseland et al. drew the opposite conclusion, that there is no added analgesic 

effect of intraarticularly administrated morphine332. 

The pharmacological differences between IV morphine and IM morphine have 

been described by several authors46,333,334. However, only limited data is 

available regarding the plasma concentration of morphine after intraarticular 

administration, but some drug will diffuse into systemic circulation 335,336. In 

conclusion, the combination of an NSAID (ketorolac) and morphine given locally 

seems to have better efficacy than the same drugs given systemically. 
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Adverse effects of the treatment with epidural analgesia or local 

infiltration analgesia (Paper III) 

In our study (III), hypotension occurred only in patients who were treated with 

epidural analgesia. Choi et al. have conducted a Cochrane review comparing 

epidural analgesia with systemic analgesia and found an odds ratio of 2.78 for 

low blood pressure in the epidural group231. 

Regarding practical problems with epidural analgesia, the majority of all 

procedures to improve epidural analgesia were carried out within 240 minutes 

after end of surgery and in all these patients epidural analgesia became 

adequate after catheter manipulation. Also, spinal anaesthesia lasted longer 

than surgery, and the periods of inadequate epidural treatment was therefore 

relatively short and had probably minor influence on later pain course.  

Suboptimal epidural analgesia due to catheter misplacement or suboptimal 

catheter position is a known problem among anaesthesiologists and is a part of 

the practical aspects of this method in everyday clinics. Literature supports the 

technique of partial catheter withdrawal for better efficacy337. 

Regarding the delayed mobilisation for patients in the epidural group during the 

first postoperative days, this was mainly caused by muscle weakness, dizziness 

and nausea. Muscle weakness of the lower extremities is a known side-effect in 

lumbar epidural analgesia. Dizziness and nausea may be associated with the 

rescue treatment of pain with morphine9. 

Local infiltration analgesia with the insertion of a catheter into the artificial knee 

joint after total knee replacement may theoretically be associated with an 

increased risk of postoperative knee infection. However, by now, none of the 



 99 

published studies investigating the use of LIA in knee arthroplasty has shown 

an increased incidence of knee infections48,202,203,266,324,325,338-345. One patient in 

our study who was treated with epidural analgesia (i.e. no knee injections) was 

re-operated after 16 days due to knee infection. None of the patients who were 

treated with local infiltration analgesia got knee infection. 

However, the overall number of data published on local infiltration analgesia is 

still small and large-scale studies are needed to address potential differences in 

the very low risk of knee infection. Also, the analysis of data from national knee 

arthroplasty registers may be used in the future to increase the knowledge 

about this potential risk. 
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10.2 Strengths and limitations of the studies 

The three studies were conducted in a randomized controlled manner with a 

double blind design when possible. RCTs are considered to be the most reliable 

form of scientific evidence295. 

Furthermore, all studies address research questions from a clinical point of view 

and as a consequence they may be implemented into everyday clinical practice 

and improve patient treatment and patient satisfaction. 

Therefore, preoperative pregabalin (150 mg) is now routinely added to the 

standard premedication for patients undergoing lumbar discectomy at the 

Bærum Hospital. Moreover, local infiltration analgesia with locally applied 

ketorolac and morphine has been established as standard treatment for all 

patients who are scheduled for total knee arthroplasty in our orthopaedic 

department. In contrast to this, perioperative S (+) ketamine is no longer added 

on top of multimodal pain prophylaxis for haemorrhoidectomy. 

 

There are, however, several limitations to our studies. 

Regarding the use of perioperative S (+) ketamine (paper I), all participants 

were treated with a multimodal analgesic regimen including ketorolac, 

dexamethasone and local anaesthetics in the surgical field. This resulted in a 

low number of patients who were complaining about moderate to severe 

postoperative pain in the control group and subsequent difficulties with showing 

any difference with any additional measure. The majority of the studies, 

showing a beneficial effect of subanaesthetic doses of racemic ketamine and S 

(+) ketamine on postoperative pain and opioid consumption, did not use a 
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multimodal postoperative pain management121,123-125. Therefore, the use of low-

dose ketamine or S (+) ketamine may be an alternative in procedures where 

NSAIDs and/or glucocorticoids are contraindicated for some reason or 

controversial due to their possible influence on post-operative bone repair and 

tissue healing. 

 

Regarding the use of premedication with pregabalin (paper II), it is important to 

notice that preoperative anxiety was assessed only by VAS and not by more 

extensive anxiety scales like the Amsterdam Preoperative Anxiety or 

Information Scale (APAIS) or the state component of the State-Trait Anxiety 

Inventory (STAI). However, there is a positive correlation between the VAS and 

the other two psychological tests (APAIS and STAI)303,305. Furthermore, when 

evaluating anxiety short time before the induction of anaesthesia, the use of 

time-consuming tests may be unpractical, whereas the VAS is fast and easy to 

use. 

Another limitation of paper II is the fact that during the PACU period, pain was 

only analysed by VAS at rest and not during movement. The assessment of the 

intensity of acute pain during movement or provocation (dynamic pain) usually 

is a more sensitive tool for detecting differences in post-operative pain228,301. 

However, patient movement was discouraged during the PACU period in our 

patient population due to the believed importance of keeping a stable, resting 

position in the early hours after surgery. 

In paper II, pregabalin was given as a single dose before surgery only and the 

beneficial effects regarding postoperative pain and opioid consumption were 
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only present in the early postoperative period. A prolongation of the analgesic 

effect might have been possible by re-administration of pregabalin about 12 

hours after the initial dose, as recently shown in patients who underwent 

thyroidectomy167. The authors of that study reported reduced verbal pain scores 

at both 24 hours and 48 hours postoperatively following the administration of 

150 mg pregabalin preoperatively and a repeated dose of 150 mg pregabalin 

about 12 hours later. However, sedation was more frequent and more profound 

in patients receiving pregabalin. 

 

Regarding the use of LIA in total knee arthroplasty (paper III), it is important to 

notice that the technique of LIA is not standardized, and different approaches 

have been used in the published studies48,201,265. The amount of infiltrated 

ropivacaine in published studies varies from 200 mg - 400 mg48,201,266. 

Moreover, the addition of adjuvants such as NSAIDs, opioids and epinephrine 

differs in between the studies48,202,325. It is unclear which injection volumes 

should be used and where the injections should be placed (intraarticular vs. 

extraarticular)339. Timing, content and frequency of “top-up” doses through a 

knee catheter is also controversial in the litterature202,203,266. Some authors use 

continuous intraarticular infusions instead of bolus doses267,324. We cannot rule 

out that our results could have been different with different dosing and timing of 

drugs. Further good-quality studies are needed addressing one or a few specific 

items at a time, standardizing the others. 

Another limitation of paper III is the absence of a placebo group. However, 

several double-blinded and randomized studies comparing local infiltration 



 104 

analgesia to placebo in major knee and hip surgery have consistently shown 

that these methods are superior to placebo202,203. Therefore we decided that 

another placebo-controlled study was not needed, also as including placebo 

groups for pain studies of different efficient drugs may be ethically controversial. 

Our study was conducted in a fully double-blind manner regarding patients’ 

randomization to either local or intravenous administered ketorolac and 

morphine. Still, we consider the comparison between the LIA groups and the 

epidural group as potentially un-blinded from the patients’ perspective. 

However, none of the patients were informed about what kind of treatment they 

were randomized to receive. Also, all patients got local skin infiltration analgesia 

before spinal puncture and in the epidural group before epidural puncture, too. 

Patients were informed that they would get spinal anaesthesia and that some 

patients would, in addition, get epidural analgesia. They were not informed in 

details on how many injections in the back they were supposed to feel. 

Postoperative nurse assessments at 240 minutes postoperatively, at discharge 

from PACU and in the whole post-PACU period were done by nurses who were 

not involved in patient treatment and who did not know the group allocation. 

Nevertheless, in spite of dummy catheters and syringe pumps, it is possible that 

some patients and/or researches found out whether true epidural analgesia was 

given or not. 

A general problem with all clinical studies with a low number of standardized 

patients is to have enough statistical power to say anything about differences in 

in-frequent side-effects. This may also be a problem with our studies. According 

to a recently published review about high-volume, local infiltration in major joint 
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replacement, only 14 randomised studies have been conducted regarding total 

knee arthroplasty. All together about 500 patients have been treated with LIA in 

these studies346. Therefore, large-scale studies assessing the safety of this 

method are needed. Moreover, data from national knee arthroplasty and hip 

surgery registers may be of help to get further information regarding the safety 

of LIA. 
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11. SUGGESTIONS FOR FUTURE RESEARCH 

Two of the studies in this thesis have demonstrated that postoperative pain 

management can be improved. However, the study participants still 

experienced pain after surgery and 'pain free' surgery remains the ultimate 

vision.  

 

Only little data are available regarding the use of low-dose ketamine or S (+) 

ketamine in a multimodal postoperative pain management and additional 

studies in this field are needed. Clinical research with ketamine, which is 

focusing on surgical interventions that are usually associated with moderate to 

severe pain, and where the use of NSAIDs and/or glucocorticoids is 

controversial due to their possible influence on post-operative bone repair and 

tissue healing, should be encouraged. 

 

Future research regarding the use of pregabalin should focus on the question 

whether repeated postoperative doses can reduce the intensity of postoperative 

pain for a longer time-period and if this can influence the establishment of 

chronic neuropathic pain states. The correlation between preoperative anxiety 

and postoperative pain, and pregabalins’ effect on this should also be studied 

further. 

 

In the field of local infiltration analgesia, good-quality studies addressing the 

different components in the LIA mixture are needed. There is a great need to 

define289 the optimal LIA cocktail (e.g.,, which drugs and which injection 
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volumes should be used). The necessity of “top-up” doses through a knee 

catheter should be studied further with focus on frequency, timing and content 

of the re-injections. 

Finally, the measurement of plasma concentrations of the locally injected 

agents in LIA versus systemic administration is needed to confirm a real local 

effect of these drugs. 
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12. CONCLUSIONS 

 

• The addition of perioperative S (+) ketamine for postoperative analgesia 

after haemorrhoidectomy on top of a multimodal peri- and postoperative 

pain regimen does not seem to be warranted, due to delayed emergence 

from anaesthesia, more adverse effects and the absence of an additive 

analgesic effect. 

 

• A single dose of pregabalin (150 mg) can reduce postoperative pain at 

rest as well as morphine consumption during the first hours after lumbar 

discectomy. 

 

• A single dose of pregabalin (150 mg) about one hour prior to surgery can 

reduce anxiety before induction of anaesthesia. 

 

• Local infiltration analgesia (LIA) with local adjuvants compared with 

epidural analgesia in total knee arthroplasty can result in reduced post-

operative pain at rest, lower opioid consumption, faster mobilization and 

earlier readiness for hospital discharge. 

 

• Local infiltration of ketorolac and morphine during total knee arthroplasty 

is more efficient than intravenous administration of these drugs regarding 

postoperative pain and morphine consumption. 



 110 

 



 111 

13. REFERENCES 
 

1. Fredheim OM, Kvarstein G, Undall E, Stubhaug A, Rustoen T, 
 Borchgrevink PC: [Postoperative pain in patients hospitalized in 
 Norwegian hospitals]. Tidsskrift for den Norske legeforening 2011; in 
 press 

2. Holtan A, Kongsgaard UE, Ohnstad HO: [Cancer pain in hospitalized 
 patients]. Tidsskrift for den Norske laegeforening 2005; 125: 416-8 

3. Holtan A, Aass N, Nordoy T, Haugen DF, Kaasa S, Mohr W, Kongsgaard 
 UE: Prevalence of pain in hospitalised cancer patients in Norway: a 
 national survey. Palliative Medicine 2007; 21: 7-13 

4. Fletcher D, Fermanian C, Mardaye A, Aegerter P: A patient-based 
 national survey on postoperative pain management in France reveals 
 significant achievements and persistent challenges. Pain 2008; 137: 441-
 51 

5. Sommer M, de Rijke JM, van Kleef M, Kessels AG, Peters ML, Geurts 
 JW, Gramke HF, Marcus MA: The prevalence of postoperative pain in a 
 sample of 1490 surgical inpatients. European Journal of Anaesthesiology 
 2008; 25: 267-74 

6. Holen A: Utforming av sammendraget til doktoravhandlingen - 
 sammenstilling av sentrale momenter -. Trondheim, NTNU, 2011 

7. Merskey H, Bogduk, N.: Classification of chronic pain, 2nd Edition. 
 Seattle, IASP Press, 1994 

8. Julius D, Basbaum AI: Molecular mechanisms of nociception. Nature 
 2001; 413: 203-10 

9. Miller RD: Miller's anesthesia, 7th Edition. Philadelphia, PA, Churchill 
 Livingstone/Elsevier, 2010 

10. Sinatra RS: Acute pain management. Cambridge, Cambridge University 
 Press, 2009 

11. Niesters M, Dahan A, Swartjes M, Noppers I, Fillingim RB, Aarts L, 
 Sarton EY: Effect of ketamine on endogenous pain modulation in healthy 
 volunteers. Pain 2011; 152: 656-63 

 



 112 

12. van Wijk G, Veldhuijzen DS: Perspective on diffuse noxious inhibitory 
 controls as a model of endogenous pain modulation in clinical pain 
 syndromes. The Journal of Pain 2010; 11: 408-19 

13. Carr DB, Goudas LC: Acute pain. Lancet 1999; 353: 2051-8 

14. Woolf CJ, Mannion RJ: Neuropathic pain: aetiology, symptoms, 
 mechanisms, and management. Lancet 1999; 353: 1959-64 

15. Woolf CJ: Somatic pain--pathogenesis and prevention. British Journal of 
 Anaesthesia 1995; 75: 169-176 

16. Brennan TJ: Pathophysiology of postoperative pain. Pain 2011; 152: 
 S33-40 

17. Moiniche S, Dahl JB, Erichsen CJ, Jensen LM, Kehlet H: Time course of 
 subjective pain ratings, and wound and leg tenderness after 
 hysterectomy. Acta Anaesthesiologica Scandinavica 1997; 41: 785-789 

18. Kehlet H, Holte K: Effect of postoperative analgesia on surgical outcome. 
 British Journal of Anaesthesia 2001; 87: 62-72 

19. Liu S, Carpenter RL, Neal JM: Epidural anesthesia and analgesia. Their 
 role in postoperative outcome. Anesthesiology 1995; 82: 1474-506 

20. Liu SS, Wu CL: The effect of analgesic technique on postoperative 
 patient-reported outcomes including analgesia: a systematic review. 
 Anesthesia and Analgesia 2007; 105: 789-808 

21. Kehlet H, Jensen TS, Woolf CJ: Persistent postsurgical pain: risk factors 
 and prevention. Lancet 2006; 367: 1618-1625 

22. Macrae WA: Chronic pain after surgery. British Journal of Anaesthesia 
 2001; 87: 88-98 

23. Bisgaard T, Rosenberg J, Kehlet H: From acute to chronic pain after 
 laparoscopic cholecystectomy: a prospective follow-up analysis. 
 Scandinavian Journal of Gastroenterology 2005; 40: 1358-64 

24. Perkins FM, Kehlet H: Chronic pain as an outcome of surgery. A review 
 of predictive factors. Anesthesiology 2000; 93: 1123-1133 

 



 113 

25. Buvanendran A, Kroin JS, la Valle CJ, Kari M, Moric M, Tuman KJ: 
 Perioperative oral pregabalin reduces chronic pain after total knee 
 arthroplasty: a prospective, randomized, controlled trial. Anesthesia and 
 Analgesia 2010; 110: 199-207 

26. Senturk M, Ozcan PE, Talu GK, Kiyan E, Camci E, Ozyalcin S, Dilege S, 
 Pembeci K: The effects of three different analgesia techniques on long-
 term postthoracotomy pain. Anesthesia and Analgesia 2002; 94: 11-5 

27. Caumo W, Schmidt AP, Schneider CN, Bergmann J, Iwamoto CW, 
 Adamatti LC, Bandeira D, Ferreira MB: Preoperative predictors of 
 moderate to intense acute postoperative pain in patients undergoing 
 abdominal surgery. Acta Anaesthesiologica Scandinavica 2002; 46: 
 1265-1271 

28. Ip HY, Abrishami A, Peng PW, Wong J, Chung F: Predictors of 
 postoperative pain and analgesic consumption: a qualitative systematic 
 review. Anesthesiology 2009; 111: 657-77 

29. Kalkman CJ, Visser K, Moen J, Bonsel GJ, Grobbee DE, Moons KG: 
 Preoperative prediction of severe postoperative pain. Pain 2003; 105: 
 415-423 

30. Edwards CL, Fillingim RB, Keefe F: Race, ethnicity and pain. Pain 2001; 
 94: 133-137 

31. Katz J, Poleshuck EL, Andrus CH, Hogan LA, Jung BF, Kulick DI, 
 Dworkin RH: Risk factors for acute pain and its persistence following 
 breast cancer surgery. Pain 2005; 119: 16-25 

32. Klepstad P, Dale O, Skorpen F, Borchgrevink PC, Kaasa S: Genetic 
 variability and clinical efficacy of morphine. Acta Anaesthesiologica 
 Scandinavica 2005; 49: 902-908 

33. Logan DE, Rose JB: Gender differences in post-operative pain and 
 patient controlled analgesia use among adolescent surgical patients. 
 Pain 2004; 109: 481-487 

34. Rakvag TT, Klepstad P, Baar C, Kvam TM, Dale O, Kaasa S, Krokan 
 HE, Skorpen F: The Val158Met polymorphism of the human catechol-O-
 methyltransferase (COMT) gene may influence morphine requirements in 
 cancer pain patients. Pain 2005; 116: 73-78 



 114 

35. Sommer M, de Rijke JM, van Kleef M, Kessels AG, Peters ML, Geurts 
 JW, Patijn J, Gramke HF, Marcus MA: Predictors of acute postoperative 
 pain after elective surgery. The Clinical Journal of Pain 2010; 26: 87-94 

36. Morgan GE, Mikhail MS, Murray MJ: Clinical anesthesiology, 4th Edition. 
 New York, NY ; London, Lange Medical Books/McGraw Hill, Medical 
 Pub. Division, 2006 

37. Stein C, Lang LJ: Peripheral mechanisms of opioid analgesia. Current 
 Opinion in Pharmacology 2009; 9: 3-8 

38. Dahl V, Raeder JC: Non-opioid postoperative analgesia. Acta 
 Anaesthesiologica Scandinavica 2000; 44: 1191-203 

39. Pasternak GW: Multiple morphine and enkephalin receptors and the 
 relief of pain. JAMA 1988; 259: 1362-7 

40. Trescot AM, Datta S, Lee M, Hansen H: Opioid pharmacology. Pain 
 Physician 2008; 11: S133-53 

41. Vanderah TW: Delta and kappa opioid receptors as suitable drug targets 
 for pain. The Clinical Journal of Pain 2010; 26 Suppl 10: S10-5 

42. Meunier JC, Mollereau C, Toll L, Suaudeau C, Moisand C, Alvinerie P, 
 Butour JL, Guillemot JC, Ferrara P, Monsarrat B, et al.: Isolation and 
 structure of the endogenous agonist of opioid receptor-like ORL1 
 receptor. Nature 1995; 377: 532-5 

43. Borsodi A, Caló G, Chavkin C, Christie MJ, Civelli O, Cox BM, Wong YH: 
 Opioid receptors: NOP, IUPHAR database (IUPHAR-DB), 2011 
 (http://www.iuphar_db.org/DATABASE/ObjectDisplayForward?0objectId=
 320) (access date: 16th April 2011) 

44. Stein C, Comisel K, Haimerl E, Yassouridis A, Lehrberger K, Herz A, 
 Peter K: Analgesic effect of intraarticular morphine after arthroscopic 
 knee surgery. New England Journal of Medicine 1991; 325: 1123-1126 

45. Kjellberg F, Tramer MR: Pharmacological control of opioid-induced 
 pruritus: a quantitative systematic review of randomized trials. European 
 Journal of Anaesthesiology 2001; 18: 346-57 

46. Tveita T, Thoner J, Klepstad P, Dale O, Jystad A, Borchgrevink PC: A 
 controlled comparison between single doses of intravenous and 
 intramuscular morphine with respect to analgesic effects and patient 
 safety. Acta Anaesthesiologica Scandinavica 2008; 52: 920-5 



 115 

47. Axelsson K, Gupta A: Local anaesthetic adjuvants: neuraxial versus 
 peripheral nerve block. Current Opinion in Anaesthesiology 2009; 22: 
 649-54 

48. Busch CA, Shore BJ, Bhandari R, Ganapathy S, MacDonald SJ, Bourne 
 RB, Rorabeck CH, McCalden RW: Efficacy of periarticular multimodal 
 drug injection in total knee arthroplasty. A randomized trial. Journal of 
 Bone and Joint Surgery 2006; 88: 959-963 

49. Ng HP, Nordstrom U, Axelsson K, Perniola AD, Gustav E, Ryttberg L, 
 Gupta A: Efficacy of intra-articular bupivacaine, ropivacaine, or a 
 combination of ropivacaine, morphine, and ketorolac on postoperative 
 pain relief after ambulatory arthroscopic knee surgery: a randomized 
 double-blind study. Regional Anesthesiology and Pain Medicine 2006; 
 31: 26-33 

50. Barden J, Edwards J, Moore A, McQuay H: Single dose oral paracetamol 
 (acetaminophen) for postoperative pain. Cochrane database of 
 systematic reviews 2004: CD004602 

51. Romsing J, Moiniche S, Dahl JB: Rectal and parenteral paracetamol, and 
 paracetamol in combination with NSAIDs, for postoperative analgesia. 
 British Journal of Anaesthesia 2002; 88: 215-26 

52. Kvalsvik O, Borchgrevink PC, Hagen L, Dale O: Randomized, double-
 blind, placebo-controlled study of the effect of rectal paracetamol on 
 morphine consumption after abdominal hysterectomy. Acta 
 Anaesthesiologica Scandinavica 2003; 47: 451-6 

53. Bannwarth B, Netter P, Lapicque F, Gillet P, Pere P, Boccard E, Royer 
 RJ, Gaucher A: Plasma and cerebrospinal fluid concentrations of 
 paracetamol after a single intravenous dose of propacetamol. British 
 Journal of Clinical Pharmacology 1992; 34: 79-81 

54. Anderson BJ, Pons G, Autret-Leca E, Allegaert K, Boccard E: Pediatric 
 intravenous paracetamol (propacetamol) pharmacokinetics: a population 
 analysis. Paediatric Anaesthesia 2005; 15: 282-92 

55. Schug SA, Sidebotham DA, McGuinnety M, Thomas J, Fox L: 
 Acetaminophen as an adjunct to morphine by patient-controlled 
 analgesia in the management of acute postoperative pain. Anesthesia 
 and Analgesia 1998; 87: 368-72 



 116 

56. Toms L, McQuay HJ, Derry S, Moore RA: Single dose oral paracetamol 
 (acetaminophen) for postoperative pain in adults. Cochrane database of 
 systematic reviews 2008: CD004602 

57. Remy C, Marret E, Bonnet F: Effects of acetaminophen on morphine 
 side-effects and consumption after major surgery: meta-analysis of 
 randomized controlled trials. British Journal of Anaesthesia 2005; 94: 
 505-13 

58. Aitkenhead AR, Smith G, Rowbotham DJ: Textbook of anaesthesia, 5th 
 Edition. Edinburgh, Churchill Livingstone Elsevier, 2007 

59. Gupta A: Evidence-based medicine in day surgery. Current Opinion in 
 Anaesthesiology 2007; 20: 520-5 

60. Bandolier: The Oxford league table of analgesic efficacy, 2007 
 (http://www.medicine.ox.ac.uk/bandolier/booth/painpag/acutrev/analgesic
 s/leagtab.html) (access date: 04th Mars 2011) 

61. Laupacis A, Sackett DL, Roberts RS: An assessment of clinically useful 
 measures of the consequences of treatment. The New England Journal 
 of Medicine 1988; 318: 1728-33 

62. Juhl GI, Norholt SE, Tonnesen E, Hiesse-Provost O, Jensen TS: 
 Analgesic efficacy and safety of intravenous paracetamol 
 (acetaminophen) administered as a 2 g starting dose following third 
 molar surgery. European Journal of Pain 2006; 10: 371-7 

63. Duggan ST, Scott LJ: Intravenous paracetamol (acetaminophen). Drugs 
 2009; 69: 101-13 

64. Elvir-Lazo OL, White PF: The role of multimodal analgesia in pain 
 management after ambulatory surgery. Current Opinion in 
 Anaesthesiology 2010; 23: 697-703 

65. Jokela R, Ahonen J, Seitsonen E, Marjakangas P, Korttila K: The 
 influence of ondansetron on the analgesic effect of acetaminophen after 
 laparoscopic hysterectomy. Clinical Pharmacology and Therapeutics 
 2010; 87: 672-8 

66. Salihoglu Z, Yildirim M, Demiroluk S, Kaya G, Karatas A, Ertem M, Aytac 
 E: Evaluation of intravenous paracetamol administration on postoperative 
 pain and recovery characteristics in patients undergoing laparoscopic 
 cholecystectomy. Surgical Laparoscopy, Endoscopy & Percutaneous 
 Techniques 2009; 19: 321-3 



 117 

67. Lonnqvist PA, Morton NS: Paediatric day-case anaesthesia and pain 
 control. Current Opinion in Anaesthesiology 2006; 19: 617-21 

68. Toms L, Derry S, Moore RA, McQuay HJ: Single dose oral paracetamol 
 (acetaminophen) with codeine for postoperative pain in adults. Cochrane 
 database of systematic reviews 2009: CD001547 

69. Dahl V: Clinical aspects of non-opioid postoperative analgesia : studies 
 on patients after gynaecological, orthopaedic and paediatric surgery. 
 Bærum, Bærum Sykehus, Universitetet i Oslo, Det medisinske 
 fakultet, 2000 (doctoral thesis) 
 
70. Martin F, Fletcher D, Chauvin M, Bouhassira D: Constitutive 
 cyclooxygenase-2 is involved in central nociceptive processes in 
 humans. Anesthesiology 2007; 106: 1013-8 

71. Schafer AI: Effects of nonsteroidal antiinflammatory drugs on platelet 
 function and systemic hemostasis. Journal of Clinical Pharmacology 
 1995; 35: 209-19 

72. Wang D, Mann JR, DuBois RN: The role of prostaglandins and other 
 eicosanoids in the gastrointestinal tract. Gastroenterology 2005; 128: 
 1445-61 

73. Kurumbail RG, Stevens AM, Gierse JK, McDonald JJ, Stegeman RA, 
 Pak JY, Gildehaus D, Miyashiro JM, Penning TD, Seibert K, Isakson PC, 
 Stallings WC: Structural basis for selective inhibition of cyclooxygenase-2 
 by anti-inflammatory agents. Nature 1996; 384: 644-8 

74. Kurumbail RG, Kiefer JR, Marnett LJ: Cyclooxygenase enzymes: 
 catalysis and inhibition. Current Opinion in Structural Biology 2001; 11: 
 752-60 

75. Sinatra R: Role of COX-2 inhibitors in the evolution of acute pain 
 management. Journal of Pain and Symptom Management 2002; 24: 
 S18-27 

76. Bombardier C, Laine L, Reicin A, Shapiro D, Burgos-Vargas R, Davis B, 
 Day R, Ferraz MB, Hawkey CJ, Hochberg MC, Kvien TK, Schnitzer TJ: 
 Comparison of upper gastrointestinal toxicity of rofecoxib and naproxen 
 in patients with rheumatoid arthritis. VIGOR Study Group. The New 
 England Journal of Medicine 2000; 343: 1520-8 

 



 118 

77. Laine L, Connors LG, Reicin A, Hawkey CJ, Burgos-Vargas R, Schnitzer 
 TJ, Yu Q, Bombardier C: Serious lower gastrointestinal clinical events 
 with nonselective NSAID or coxib use. Gastroenterology 2003; 124: 288-
 92 

78. Silverman DG, Halaszynski T, Sinatra R, Luther M, Rinder CS: Rofecoxib 
 does not compromise platelet aggregation during anesthesia and 
 surgery. Canadian Journal of Anaesthesia 2003; 50: 1004-8 

79. Chen LC, Elliott RA, Ashcroft DM: Systematic review of the analgesic 
 efficacy and tolerability of COX-2 inhibitors in post-operative pain control. 
 Journal of Clinical Pharmacy and Therapeutics 2004; 29: 215-29 

80. Malmstrom K, Sapre A, Couglin H, Agrawal NG, Mazenko RS, Fricke JR, 
 Jr.: Etoricoxib in acute pain associated with dental surgery: a 
 randomized, double-blind, placebo- and active comparator-controlled 
 dose-ranging study. Clinical Therapeutics 2004; 26: 667-79 

81. Rasmussen GL, Malmstrom K, Bourne MH, Jove M, Rhondeau SM, 
 Kotey P, Ang J, Aversano M, Reicin AS: Etoricoxib provides analgesic 
 efficacy to patients after knee or hip replacement surgery: a randomized, 
 double-blind, placebo-controlled study. Anesthesia and Analgesia 2005; 
 101: 1104-11 

82. Reginster JY, Malmstrom K, Mehta A, Bergman G, Ko AT, Curtis SP, 
 Reicin AS: Evaluation of the efficacy and safety of etoricoxib compared 
 with naproxen in two, 138-week randomised studies of patients with 
 osteoarthritis. Annals of the Rheumatic Diseases 2007; 66: 945-51 

83. Romsing J, Moiniche S: A systematic review of COX-2 inhibitors 
 compared with traditional NSAIDs, or different COX-2 inhibitors for post-
 operative pain. Acta Anaesthesiologica Scandinavica 2004; 48: 525-46 

84. Edwards JE, Loke YK, Moore RA, McQuay HJ: Single dose piroxicam for 
 acute postoperative pain. Cochrane database of systematic reviews 
 2000: CD002762 

85. Dahl V, Raeder JC, Drosdal S, Wathne O, Brynildsrud J: Prophylactic 
 oral ibuprofen or ibuprofen-codeine versus placebo for postoperative 
 pain after primary hip arthroplasty. Acta Anaesthesiologica Scandinavica 
 1995; 39: 323-6 

86. Gillberg LE, Harsten AS, Stahl LB: Preoperative diclofenac sodium 
 reduces post-laparoscopy pain. Canadian Journal of Anaesthesia 1993; 
 40: 406-8 



 119 

87. Cepeda MS, Carr DB, Miranda N, Diaz A, Silva C, Morales O: 
 Comparison of morphine, ketorolac, and their combination for 
 postoperative pain: results from a large, randomized, double-blind trial. 
 Anesthesiology 2005; 103: 1225-32 

88. Romsing J, Moiniche S, Mathiesen O, Dahl JB: Reduction of opioid-
 related adverse events using opioid-sparing analgesia with COX-2 
 inhibitors lacks documentation: a systematic review. Acta 
 Anaesthesiologica Scandinavica 2005; 49: 133-42 

89. Marret E, Kurdi O, Zufferey P, Bonnet F: Effects of nonsteroidal 
 antiinflammatory drugs on patient-controlled analgesia morphine side 
 effects: meta-analysis of randomized controlled trials. Anesthesiology 
 2005; 102: 1249-60 

90. Lee A, Cooper MG, Craig JC, Knight JF, Keneally JP: Effects of 
 nonsteroidal anti-inflammatory drugs on postoperative renal function in 
 adults with normal renal function. Cochrane database of systematic 
 reviews 2007: CD002765 

91. Engesaeter LB, Sudmann B, Sudmann E: Fracture healing in rats 
 inhibited by locally administered indomethacin. Acta Orthopaedica 
 Scandinavica 1992; 63: 330-3 

92. Gerstenfeld LC, Thiede M, Seibert K, Mielke C, Phippard D, Svagr B, 
 Cullinane D, Einhorn TA: Differential inhibition of fracture healing by non-
 selective and cyclooxygenase-2 selective non-steroidal anti-inflammatory 
 drugs. Journal of Orthopaedic Research 2003; 21: 670-5 

93. Gerstenfeld LC, Al-Ghawas M, Alkhiary YM, Cullinane DM, Krall EA, 
 Fitch JL, Webb EG, Thiede MA, Einhorn TA: Selective and nonselective 
 cyclooxygenase-2 inhibitors and experimental fracture-healing. 
 Reversibility of effects after short-term treatment. The Journal of Bone 
 and Joint Surgery. American volume 2007; 89: 114-25 

94. Simon AM, O'Connor JP: Dose and time-dependent effects of 
 cyclooxygenase-2 inhibition on fracture-healing. The Journal of Bone and 
 Joint Surgery. American volume 2007; 89: 500-11 

95. Pradhan BB, Tatsumi RL, Gallina J, Kuhns CA, Wang JC, Dawson EG: 
 Ketorolac and spinal fusion: does the perioperative use of ketorolac 
 really inhibit spinal fusion? Spine 2008; 33: 2079-82 

 



 120 

96. Li Q, Zhang Z, Cai Z: High-Dose Ketorolac Affects Adult Spinal Fusion: A 
 Meta-Analysis of the Effect of Perioperative Nonsteroidal Anti-
 Inflammatory Drugs on Spinal Fusion. Spine 2010 (in press - available 
 online) 

97. Brophy JM: Cardiovascular effects of cyclooxygenase-2 inhibitors. 
 Current Opinion in Gastroenterology 2007; 23: 617-24 

98. McGettigan P, Henry D: Cardiovascular risk and inhibition of 
 cyclooxygenase: a systematic review of the observational studies of 
 selective and nonselective inhibitors of cyclooxygenase 2. JAMA 2006; 
 296: 1633-44 

99. Suleyman H, Demircan B, Karagoz Y: Anti-inflammatory and side effects 
 of cyclooxygenase inhibitors. Pharmacological Reports 2007; 59: 247-
 58 

100. Settipane RA, Schrank PJ, Simon RA, Mathison DA, Christiansen SC, 
 Stevenson DD: Prevalence of cross-sensitivity with acetaminophen in 
 aspirin-sensitive asthmatic subjects. The Journal of Allergy and Clinical 
 Immunology 1995; 96: 480-5 

101. El Miedany Y, Youssef S, Ahmed I, El Gaafary M: Safety of etoricoxib, a 
 specific cyclooxygenase-2 inhibitor, in asthmatic patients with aspirin-
 exacerbated respiratory disease. Annals of Allergy, Asthma & 
 Immunology 2006; 97: 105-9 

102. Muratore L, Ventura M, Calogiuri G, Calcagnile F, Quarta E, Muratore M, 
 Ferrannini A: Tolerance to etoricoxib in 37 patients with urticaria and 
 angioedema induced by nonsteroidal anti-inflammatory drugs. Annals of 
 Allergy, Asthma & Immunology 2007; 98: 168-71 

103. Marret E, Elia N, Dahl JB, McQuay HJ, Moiniche S, Moore RA, Straube 
 S, Tramer MR: Susceptibility to fraud in systematic reviews: lessons from 
 the Reuben case. Anesthesiology 2009; 111: 1279-89 

104. White PF, Kehlet H, Liu S: Perioperative analgesia: what do we still 
 know? Anesthesia and Analgesia 2009; 108: 1364-7 

105. Neal JM: Closure on retraction of articles by Dr. Reuben. Regional 
 Anesthesia and Pain Medicine 2009; 34: 385 

106. Shafer SL: Notice of retraction. Anesthesia and Analgesia 2009; 108: 
 1350 



 121 

107. White PF, Rosow CE, Shafer SL: The Scott Reuben Saga: One Last 
 Retraction. Anesthesia and Analgesia 2011; 112: 512-515 

108. Corssen G, Domino EF: Dissociative anesthesia: further pharmacologic 
 studies and first clinical experience with the phencyclidine derivative CI-
 581. Anesthesia and Analgesia 1966; 45: 29-40 

109. Arendt-Nielsen L, Nielsen J, Petersen-Felix S, Schnider TW, Zbinden 
 AM: Effect of racemic mixture and the (S+)-isomer of ketamine on 
 temporal and spatial summation of pain. British Journal of Anaesthesia 
 1996; 77: 625-631 

110. Mathisen LC, Skjelbred P, Skoglund LA, Oye I: Effect of ketamine, an 
 NMDA receptor inhibitor, in acute and chronic orofacial pain. Pain 1995; 
 61: 215-220 

111. Chizh BA: Low dose ketamine: a therapeutic and research tool to explore 
 N-methyl-D-aspartate (NMDA) receptor-mediated plasticity in pain 
 pathways. Journal of Psychopharmacology 2007; 21: 259-271 

112. Lois F, De Kock MF: Something new about ketamine for pediatric 
 anesthesia? Current Opinion Anesthesiology 2008; 21: 340-344 

113. Himmelseher S, Durieux ME: Ketamine for perioperative pain 
 management. Anesthesiology 2005; 102: 211-220 

114. Guirimand F, Dupont X, Brasseur L, Chauvin M, Bouhassira D: The 
 effects of ketamine on the temporal summation (wind-up) of the R(III) 
 nociceptive flexion reflex and pain in humans. Anesthesia and Analgesia 
 2000; 90: 408-414 

115. Petrenko AB, Yamakura T, Baba H, Shimoji K: The role of N-methyl-D-
 aspartate (NMDA) receptors in pain: a review. Anesthesia and Analgesia 
 2003; 97: 1108-1116 

116. Celerier E, Rivat C, Jun Y, Laulin JP, Larcher A, Reynier P, Simonnet G: 
 Long-lasting hyperalgesia induced by fentanyl in rats: preventive effect of 
 ketamine. Anesthesiology 2000; 92: 465-72 

117. Laulin JP, Maurette P, Corcuff JB, Rivat C, Chauvin M, Simonnet G: The 
 role of ketamine in preventing fentanyl-induced hyperalgesia and 
 subsequent acute morphine tolerance. Anesthesia and Analgesia 2002; 
 94: 1263-9 



 122 

118. Aveline C, Gautier JF, Vautier P, Cognet F, Hetet HL, Attali JY, Leconte 
 V, Leborgne P, Bonnet F: Postoperative analgesia and early 
 rehabilitation after total knee replacement: A comparison of continuous 
 low-dose intravenous ketamine versus nefopam. European Journal of 
 Pain 2008; 13: 613-619 

119. Webb AR, Skinner BS, Leong S, Kolawole H, Crofts T, Taverner M, Burn 
 SJ: The addition of a small-dose ketamine infusion to tramadol for 
 postoperative analgesia: a double-blinded, placebo-controlled, 
 randomized trial after abdominal surgery. Anesthesia and Analgesia 
 2007; 104: 912-917 

120. Zakine J, Samarcq D, Lorne E, Moubarak M, Montravers P, Beloucif S, 
 Dupont H: Postoperative ketamine administration decreases morphine 
 consumption in major abdominal surgery: a prospective, randomized, 
 double-blind, controlled study. Anesthesia and Analgesia 2008; 106: 
 1856-1861 

121. Bell RF, Dahl JB, Moore RA, Kalso E: Peri-operative ketamine for acute 
 post-operative pain: a quantitative and qualitative systematic review 
 (Cochrane review). Acta Anaesthesiologica Scandinavica 2005; 49: 
 1405-1428 

122. Elia N, Tramer MR: Ketamine and postoperative pain - a quantitative 
 systematic review of randomised trials. Pain 2005; 113: 61-70 

123. McCartney CJ, Sinha A, Katz J: A qualitative systematic review of the 
 role of N-methyl-D-aspartate receptor antagonists in preventive 
 analgesia. Anesthesia and Analgesia 2004; 98: 1385-400 

124. Schmid RL, Sandler AN, Katz J: Use and efficacy of low-dose ketamine 
 in the management of acute postoperative pain: a review of current 
 techniques and outcomes. Pain 1999; 82: 111-125 

125. Subramaniam K, Subramaniam B, Steinbrook RA: Ketamine as adjuvant 
 analgesic to opioids: a quantitative and qualitative systematic review. 
 Anesthesia and Analgesia 2004; 99: 482-95 

126. Corlett PR, Honey GD, Fletcher PC: From prediction error to psychosis: 
 ketamine as a pharmacological model of delusions. Journal of 
 Psychopharmacololgy 2007; 21: 238-252 

127. Liu J, Ji XQ, Zhu XZ: Comparison of psychic emergence reactions after 
 (+/-)-ketamine and (+)-ketamine in mice. Life Sciences 2006; 78: 1839-
 1844 



 123 

128. Paul R, Schaaff N, Padberg F, Moller HJ, Frodl T: Comparison of 
 racemic ketamine and S-ketamine in treatment-resistant major 
 depression: Report of two cases. World Journal of Biological Psychiatry 
 2007: 1-4 

129. Ayesh EE, Jensen TS, Svensson P: Effects of intra-articular ketamine on 
 pain and somatosensory function in temporomandibular joint arthralgia 
 patients. Pain 2008;137:286-94 

130. Borner M, Burkle H, Trojan S, Horoshun G, Riewendt HD, Wappler F: 
 [Intra-articular ketamine after arthroscopic knee surgery : Optimisation of 
 postoperative analgesia.]. Anaesthesist 2007; 56: 1120-1127 

131. Canbay O, Celebi N, Uzun S, Sahin A, Celiker V, Aypar U: Topical 
 ketamine and morphine for post-tonsillectomy pain. European Journal of 
 Anaesthesiology 2008: 1-6 

132. Filatov SM, Baer GA, Rorarius MG, Oikkonen M: Efficacy and safety of 
 premedication with oral ketamine for day-case adenoidectomy compared 
 with rectal diazepam/diclofenac and EMLA. Acta Anaesthesiologica 
 Scandinavica 2000; 44: 118-124 

133. Haines DR, Gaines SP: N of 1 randomised controlled trials of oral 
 ketamine in patients with chronic pain. Pain 1999; 83: 283-287 

134. Hawksworth C, Serpell M: Intrathecal anesthesia with ketamine. 
 Regional Anesthesia and Pain Medicine 1998; 23: 283-8 

135. Himmelseher S, Ziegler-Pithamitsis D, Argiriadou H, Martin J, Jelen-
 Esselborn S, Kochs E: Small-dose S(+)-ketamine reduces postoperative 
 pain when applied with ropivacaine in epidural anesthesia for total knee 
 arthroplasty. Anesthesia and Analgesia 2001; 92: 1290-1295 

136. Wilson JA, Nimmo AF, Fleetwood-Walker SM, Colvin LA: A randomised 
 double blind trial of the effect of pre-emptive epidural ketamine on 
 persistent pain after lower limb amputation. Pain 2008; 135: 108-18 

137. McLean MJ: Gabapentin. Epilepsia 1995; 36 Suppl 2: S73-86 

138. Rosner H, Rubin L, Kestenbaum A: Gabapentin adjunctive therapy in 
 neuropathic pain states. The Clinical Journal of Pain 1996; 12: 56-8 

139. Ben-Menachem E: Pregabalin pharmacology and its relevance to clinical 
 practice. Epilepsia 2004; 45 Suppl 6: 13-18 



 124 

140. Gajraj NM: Pregabalin for pain management. Pain Practice 2005; 5: 95-
 102 

141. Gajraj NM: Pregabalin: its pharmacology and use in pain management. 
 Anesthesia Analgesia 2007; 105: 1805-1815 

142. Nutt D, Mandel F, Baldinetti F: Early onset anxiolytic efficacy after a 
 single dose of pregabalin: double-blind, placebo- and active-comparator 
 controlled evaluation using a dental anxiety model. Journal of 
 Psychopharmacology 2009; 23: 867-873 

143. Sills GJ: The mechanisms of action of gabapentin and pregabalin. 
 Current Opinion in Pharmacology 2006; 6: 108-113 

144. Silverman RB: From basic science to blockbuster drug: the discovery of 
 Lyrica. Angewandte Chemie 2008; 47: 3500-4 

145. Taylor CP: Mechanisms of analgesia by gabapentin and pregabalin--
 calcium channel alpha2-delta [Cavalpha2-delta] ligands. Pain 2009; 142: 
 13-16 

146. Field MJ, Cox PJ, Stott E, Melrose H, Offord J, Su TZ, Bramwell S, 
 Corradini L, England S, Winks J, Kinloch RA, Hendrich J, Dolphin AC, 
 Webb T, Williams D: Identification of the alpha2-delta-1 subunit of 
 voltage-dependent calcium channels as a molecular target for pain 
 mediating the analgesic actions of pregabalin. Proceedings of the 
 National Academy of Sciences of the U.S.A 2006; 103: 17537-17542 

147. Taylor CP, Angelotti T, Fauman E: Pharmacology and mechanism of 
 action of pregabalin: The calcium channel alpha(2)-delta (alpha(2)-delta) 
 subunit as a target for antiepileptic drug discovery. Epilepsy Research 
 2007;73:137-50 

148. Stewart BH, Kugler AR, Thompson PR, Bockbrader HN: A saturable 
 transport mechanism in the intestinal absorption of gabapentin is the 
 underlying cause of the lack of proportionality between increasing dose 
 and drug levels in plasma. Pharmaceutical Research 1993; 10: 276-81 

149. Bockbrader HN, Wesche D, Miller R, Chapel S, Janiczek N, Burger P: A 
 comparison of the pharmacokinetics and pharmacodynamics of 
 pregabalin and gabapentin. Clinical Pharmacokinetics 2010; 49: 661-9 

150. Arezzo JC, Rosenstock J, Lamoreaux L, Pauer L: Efficacy and safety of 
 pregabalin 600 mg/d for treating painful diabetic peripheral neuropathy: a 
 double-blind placebo-controlled trial. BMC Neurology 2008; 8: 33 



 125 

151. Backonja M, Beydoun A, Edwards KR, Schwartz SL, Fonseca V, Hes M, 
 LaMoreaux L, Garofalo E: Gabapentin for the symptomatic treatment of 
 painful neuropathy in patients with diabetes mellitus: a randomized 
 controlled trial. JAMA 1998; 280: 1831-6 

152. Richter RW, Portenoy R, Sharma U, Lamoreaux L, Bockbrader H, Knapp 
 LE: Relief of painful diabetic peripheral neuropathy with pregabalin: a 
 randomized, placebo-controlled trial. The Journal of Pain 2005; 6: 253-60 

153. Rosenstock J, Tuchman M, LaMoreaux L, Sharma U: Pregabalin for the 
 treatment of painful diabetic peripheral neuropathy: a double-blind, 
 placebo-controlled trial. Pain 2004; 110: 628-38 

154. Chandra K, Shafiq N, Pandhi P, Gupta S, Malhotra S: Gabapentin versus 
 nortriptyline in post-herpetic neuralgia patients: a randomized, double-
 blind clinical trial--the GONIP Trial. International Journal of Clinical 
 Pharmacology and Therapeutics 2006; 44: 358-63 

155. Sabatowski R, Galvez R, Cherry DA, Jacquot F, Vincent E, Maisonobe 
 P, Versavel M: Pregabalin reduces pain and improves sleep and mood 
 disturbances in patients with post-herpetic neuralgia: results of a 
 randomised, placebo-controlled clinical trial. Pain 2004; 109: 26-35 

156. Siddall PJ, Cousins MJ, Otte A, Griesing T, Chambers R, Murphy TK: 
 Pregabalin in central neuropathic pain associated with spinal cord injury: 
 a placebo-controlled trial. Neurology 2006; 67: 1792-800 

157. Bone M, Critchley P, Buggy DJ: Gabapentin in postamputation phantom 
 limb pain: a randomized, double-blind, placebo-controlled, cross-over 
 study. Regional Anesthesia and Pain Medicine 2002; 27: 481-6 

158. Goldenberg DL: Pharmacological treatment of fibromyalgia and other 
 chronic musculoskeletal pain. Best practice & research. Clinical 
 Rheumatology 2007; 21: 499-511 

159. Stacey BR, Emir B, Petersel D, Murphy K: Pregabalin in treatment-
 refractory fibromyalgia. The Open Rheumatology Journal 2010; 4: 35-8 

160. Dahl JB, Mathiesen O, Moiniche S: 'Protective premedication': an option 
 with gabapentin and related drugs? A review of gabapentin and 
 pregabalin in in the treatment of post-operative pain. Acta 
 Anaesthesiologica Scandinavica 2004; 48: 1130-1136 



 126 

161. Ho KY, Gan TJ, Habib AS: Gabapentin and postoperative pain--a 
 systematic review of randomized controlled trials. Pain 2006; 126: 91-
 101 

162. Mathiesen O, Moiniche S, Dahl JB: Gabapentin and postoperative pain: 
 a qualitative and quantitative systematic review, with focus on procedure. 
 BMC Anesthesiology 2007; 7: 6 

163. Tiippana EM, Hamunen K, Kontinen VK, Kalso E: Do surgical patients 
 benefit from perioperative gabapentin/pregabalin? A systematic review of 
 efficacy and safety. Anesthesia and Analgesia 2007; 104: 1545-56 

164. Zhang J, Ho KY, Wang Y: Efficacy of pregabalin in acute postoperative 
 pain: a meta-analysis. British Journal of Anaesthesia 2011 

165. Kim JC, Choi YS, Kim KN, Shim JK, Lee JY, Kwak YL: Effective Dose of 
 Peri-operative Oral Pregabalin as an Adjunct to Multimodal Analgesic 
 Regimen in Lumbar Spinal Fusion Surgery. Spine 2011; 36: 428-33 

166. Chang SH, Lee HW, Kim HK, Kim SH, Kim DK: An evaluation of 
 perioperative pregabalin for prevention and attenuation of postoperative 
 shoulder pain after laparoscopic cholecystectomy. Anesthesia and 
 Analgesia 2009; 109: 1284-1286 

167. Kim SY, Jeong JJ, Chung WY, Kim HJ, Nam KH, Shim YH: Perioperative 
 administration of pregabalin for pain after robot-assisted endoscopic 
 thyroidectomy: a randomized clinical trial. Surgical Endoscopy 
 2010;24:2776-81 

168. White PF, Tufanogullari B, Taylor J, Klein K: The effect of pregabalin on 
 preoperative anxiety and sedation levels: a dose-ranging study. 
 Anesthesia and Analgesia 2009; 108: 1140-5 

169. Gonano C, Latzke D, Sabeti-Aschraf M, Kettner SC, Chiari A, Gustorff B: 
 The anxiolytic effect of pregabalin in outpatients undergoing minor 
 orthopaedic surgery. Journal of Psychopharmacology 2011; 25: 249-53 

170. Menigaux C, Adam F, Guignard B, Sessler DI, Chauvin M: Preoperative 
 gabapentin decreases anxiety and improves early functional recovery 
 from knee surgery. Anesthesia and Analgesia 2005; 100: 1394-9 

171. Newton R: Molecular mechanisms of glucocorticoid action: what is 
 important? Thorax 2000; 55: 603-13 



 127 

172. Apfel CC, Korttila K, Abdalla M, Kerger H, Turan A, Vedder I, Zernak C, 
 Danner K, Jokela R, Pocock SJ, Trenkler S, Kredel M, Biedler A, Sessler 
 DI, Roewer N: A factorial trial of six interventions for the prevention of 
 postoperative nausea and vomiting. The New England Journal of 
 Medicine 2004; 350: 2441-51 

173. Bisgaard T, Klarskov B, Kehlet H, Rosenberg J: Preoperative 
 dexamethasone improves surgical outcome after laparoscopic 
 cholecystectomy: a randomized double-blind placebo-controlled trial. 
 Annals of Surgery 2003; 238: 651-60 

174. Carlisle JB, Stevenson CA: Drugs for preventing postoperative nausea 
 and vomiting. Cochrane database of systematic reviews 2006; 3: 
 CD004125 

175. Jakobsson J: Preoperative single-dose intravenous dexamethasone 
 during ambulatory surgery: update around the benefit versus risk. 
 Current Opinion in Anesthesiology 2010; 23: 682-6 

176. Coloma M, Duffy LL, White PF, Kendall Tongier W, Huber PJ, Jr.: 
 Dexamethasone facilitates discharge after outpatient anorectal surgery. 
 Anesthesia and Analgesia 2001; 92: 85-8 

177. Salerno A, Hermann R: Efficacy and safety of steroid use for 
 postoperative pain relief. Update and review of the medical literature. 
 The Journal of Bone and Joint Surgery. American volume 2006; 88: 
 1361-72 

178. Afman CE, Welge JA, Steward DL: Steroids for post-tonsillectomy pain 
 reduction: meta-analysis of randomized controlled trials. Otolaryngology--
 Head and Neck Surgery 2006; 134: 181-6 

179. Stubhaug A, Romundstad L, Kaasa T, Breivik H: Methylprednisolone and 
 ketorolac rapidly reduce hyperalgesia around a skin burn injury and 
 increase pressure pain thresholds. Acta Anaesthesiologica Scandinavica 
 2007; 51: 1138-46 

180. Romundstad L, Breivik H, Roald H, Skolleborg K, Haugen T, Narum J, 
 Stubhaug A: Methylprednisolone reduces pain, emesis, and fatigue after 
 breast augmentation surgery: a single-dose, randomized, parallel-group 
 study with methylprednisolone 125 mg, parecoxib 40 mg, and placebo. 
 Anesthesia and Analgesia 2006; 102: 418-25 

 



 128 

181. Bamgbose BO, Akinwande JA, Adeyemo WL, Ladeinde AL, Arotiba GT, 
 Ogunlewe MO: Effects of co-administered dexamethasone and 
 diclofenac potassium on pain, swelling and trismus following third molar 
 surgery. Head & Face Medicine 2005; 1: 11 

182. Moore PA, Brar P, Smiga ER, Costello BJ: Preemptive rofecoxib and 
 dexamethasone for prevention of pain and trismus following third molar 
 surgery. Oral Surgery, Oral Medicine, Oral Pathology, Oral Radiology, 
 and Endodontics 2005; 99: E1-7 

183. Hval K, Thagaard KS, Schlichting E, Raeder J: The prolonged 
 postoperative analgesic effect when dexamethasone is added to a 
 nonsteroidal antiinflammatory drug (rofecoxib) before breast surgery. 
 Anesthesia and Analgesia 2007; 105: 481-6 

184. Romundstad L, Breivik H, Roald H, Skolleborg K, Romundstad PR, 
 Stubhaug A: Chronic pain and sensory changes after augmentation 
 mammoplasty: Long term effects of preincisional administration of 
 methylprednisolone. Pain 2006; 124: 92-99 

185. Sauerland S, Nagelschmidt M, Mallmann P, Neugebauer EA: Risks and 
 benefits of preoperative high dose methylprednisolone in surgical 
 patients: a systematic review. Drug Safety 2000; 23: 449-61 

186. Holte K, Kehlet H: Perioperative single-dose glucocorticoid 
 administration: pathophysiologic effects and clinical implications. Journal 
 of the American College of Surgeons 2002; 195: 694-712 

187. Buerkle H, Yaksh TL: Pharmacological evidence for different alpha 2-
 adrenergic receptor sites mediating analgesia and sedation in the rat. 
 British Journal of Anaesthesia 1998; 81: 208-15 

188. Mansoor GA, Frishman WH: Comprehensive management of 
 hypertensive emergencies and urgencies. Heart Disease 2002; 4: 358-71 

189. Lobmaier P, Gossop M, Waal H, Bramness J: The pharmacological 
 treatment of opioid addiction--a clinical perspective. European Journal of 
 Clinical Pharmacology 2010; 66: 537-45 

190. Chan AK, Cheung CW, Chong YK: Alpha-2 agonists in acute pain 
 management. Expert Opinion on Pharmacotherapy 2010; 11: 2849-68 

191. Bischoff P, Kochs E: [Alpha 2-agonists in anesthesia and intensive 
 medicine]. Anaesthesiologie, Intensivmedizin, Notfallmedizin, Schmerz-
 therapie : AINS 1993; 28: 2-12 



 129 

192. Alagol A, Calpur OU, Usar PS, Turan N, Pamukcu Z: Intraarticular 
 analgesia after arthroscopic knee surgery: comparison of neostigmine, 
 clonidine, tenoxicam, morphine and bupivacaine. Knee Surg, Sports 
 Traumatology and Arthroscopy 2005; 13: 658-663 

193. Gottschalk A, Freitag M, Steinacker E, Kreissl S, Rempf C, Staude HJ, 
 Strate T, Standl T: Pre-incisional epidural ropivacaine, sufentanil, 
 clonidine, and (S)+-ketamine does not provide pre-emptive analgesia in 
 patients undergoing major pancreatic surgery. British Journal of 
 Anaesthesia 2008; 100: 36-41 

194. Sollazzi L, Modesti C, Vitale F, Sacco T, Ciocchetti P, Idra AS, Tacchino 
 RM, Perilli V: Preinductive use of clonidine and ketamine improves 
 recovery and reduces postoperative pain after bariatric surgery. 
 Surgery for Obesity and Related Diseases 2009; 5: 67-71 

195. De Kock MF, Pichon G, Scholtes JL: Intraoperative clonidine enhances 
 postoperative morphine patient-controlled analgesia. Canadian Journal 
 of Anaesthesia 1992; 39: 537-44 

196. McCartney CJ, Duggan E, Apatu E: Should we add clonidine to local 
 anesthetic for peripheral nerve blockade? A qualitative systematic review 
 of the literature. Regional Anesthesia and Pain Medicine 2007; 32: 330-8 

197. Sites BD, Beach M, Biggs R, Rohan C, Wiley C, Rassias A, Gregory J, 
 Fanciullo G: Intrathecal clonidine added to a bupivacaine-morphine 
 spinal anesthetic improves postoperative analgesia for total knee 
 arthroplasty. Anesthesia and Analgesia 2003; 96: 1083-8 

198. Gentili M, Juhel A, Bonnet F: Peripheral analgesic effect of intra-articular 
 clonidine. Pain 1996; 64: 593-6 

199. Niemi G, Breivik H: Epinephrine markedly improves thoracic epidural 
 analgesia produced by a small-dose infusion of ropivacaine, fentanyl, 
 and epinephrine after major thoracic or abdominal surgery: a 
 randomized, double-blinded crossover study with and without 
 epinephrine. Anesthesia and Analgesia 2002; 94: 1598-605 

200. Niemi G, Breivik H: Adrenaline markedly improves thoracic epidural 
 analgesia produced by a low-dose infusion of bupivacaine, fentanyl and 
 adrenaline after major surgery. A randomised, double-blind, cross-over 
 study with and without adrenaline. Acta Anaesthesiologica Scandinavica 
 1998; 42: 897-909 



 130 

201. Kerr DR, Kohan L: Local infiltration analgesia: a technique for the control 
 of acute postoperative pain following knee and hip surgery: a case study 
 of 325 patients. Acta Orthopaedica Scandinavia 2008; 79: 174-183 

202. Andersen LO, Husted H, Otte KS, Kristensen BB, Kehlet H: High-volume 
 infiltration analgesia in total knee arthroplasty: a randomized, double-
 blind, placebo-controlled trial. Acta Anaesthesiologica Scandinavica 
 2008; 52: 1331-1335 

203. Essving P, Axelsson K, Kjellberg J, Wallgren O, Gupta A, Lundin A: 
 Reduced morphine consumption and pain intensity with local infiltration 
 analgesia (LIA) following total knee arthroplasty. Acta Orthopaedica 
 Scandinavia  2010; 81: 354-60 

204. Eisenach JC: Muscarinic-mediated analgesia. Life Sciences 1999; 64: 
 549-54 

205. Habib AS, Gan TJ: Use of neostigmine in the management of acute 
 postoperative pain and labour pain: a review. CNS Drugs 2006; 20: 821-
 39 

206. Gentili M, Enel D, Szymskiewicz O, Mansour F, Bonnet F: Postoperative 
 analgesia by intraarticular clonidine and neostigmine in patients 
 undergoing knee arthroscopy. Regional Anesthesia and Pain Medicine 
 2001; 26: 342-7 

207. Shi Y, Weingarten TN, Mantilla CB, Hooten WM, Warner DO: Smoking 
 and pain: pathophysiology and clinical implications. Anesthesiology 
 2010; 113: 977-92 

208. Creekmore FM, Lugo RA, Weiland KJ: Postoperative opiate analgesia 
 requirements of smokers and nonsmokers. The Annals of 
 Pharmacotherapy 2004; 38: 949-53 

209. Olson LC, Hong D, Conell-Price JS, Cheng S, Flood P: A transdermal 
 nicotine patch is not effective for postoperative pain management in 
 smokers: a pilot dose-ranging study. Anesthesia and Analgesia 2009; 
 109: 1987-91 

210. Turan A, White PF, Koyuncu O, Karamanliodlu B, Kaya G, Apfel CC: 
 Transdermal nicotine patch failed to improve postoperative pain 
 management. Anesthesia and Analgesia 2008; 107: 1011-7 

211. Flood P, Daniel D: Intranasal nicotine for postoperative pain treatment. 
 Anesthesiology 2004; 101: 1417-21 



 131 

212. Hong D, Conell-Price J, Cheng S, Flood P: Transdermal nicotine patch 
 for postoperative pain management: a pilot dose-ranging study. 
 Anesthesia and Analgesia 2008; 107: 1005-10 

213. Lysakowski C, Dumont L, Czarnetzki C, Tramer MR: Magnesium as an 
 adjuvant to postoperative analgesia: a systematic review of randomized 
 trials. Anesthesia and Analgesia 2007; 104: 1532-9 

214. Dabbagh A, Elyasi H, Razavi SS, Fathi M, Rajaei S: Intravenous 
 magnesium sulfate for post-operative pain in patients undergoing lower 
 limb orthopedic surgery. Acta Anaesthesiologica Scandinavica 2009; 53: 
 1088-91 

215. Hwang JY, Na HS, Jeon YT, Ro YJ, Kim CS, Do SH: I.V. infusion of 
 magnesium sulphate during spinal anaesthesia improves postoperative 
 analgesia. British Journal of Anaesthesia 2010; 104: 89-93 

216. Ouerghi S, Fnaeich F, Frikha N, Mestiri T, Merghli A, Mebazaa MS, Kilani 
 T, Ben Ammar MS: The effect of adding intrathecal magnesium sulphate 
 to morphine-fentanyl spinal analgesia after thoracic surgery. A 
 prospective, double-blind, placebo-controlled research study. Annales 
 Francaises d'Anesthesie et de Reanimation 2011; 30: 25-30 

217. Yousef AA, Amr YM: The effect of adding magnesium sulphate to 
 epidural bupivacaine and fentanyl in elective caesarean section using 
 combined spinal-epidural anaesthesia: a prospective double blind 
 randomised study. International Journal of Obstetric Anesthesia 2010; 
 19: 401-4 

218. Farouk S, Aly A: A comparison of intra-articular magnesium and/or 
 morphine with bupivacaine for postoperative analgesia after arthroscopic 
 knee surgery. Journal of Anesthesia 2009; 23: 508-12 

219. Burgess G, Williams D: The discovery and development of analgesics: 
 new mechanisms, new modalities. The Journal of Clinical Investigation 
 2010; 120: 3753-9 

220. Pertwee RG: Cannabinoid receptors and pain. Progress in Neurobiology 
 2001; 63: 569-611 

221. Turcotte D, Le Dorze JA, Esfahani F, Frost E, Gomori A, Namaka M: 
 Examining the roles of cannabinoids in pain and other therapeutic 
 indications: a review. Expert Opinion on Pharmacotherapy 2010; 11: 17-
 31 



 132 

222. Worner J, Rukwied R, Konrad C: [Co-analgesics--today and tomorrow--a 
 receptor-based overview of therapeutical options]. Anasthesiologie, 
 Intensivmedizin, Notfallmedizin, Schmerztherapie : AINS 2009; 44: 736-
 44 

223. Immke DC, Gavva NR: The TRPV1 receptor and nociception. Seminars 
 in Cell & Developmental Biology 2006; 17: 582-91 

224. Papoiu AD, Yosipovitch G: Topical capsaicin. The fire of a 'hot' medicine 
 is reignited. Expert Opinion on Pharmacotherapy 2010; 11: 1359-71 

225. Rodgers A, Walker N, Schug S, McKee A, Kehlet H, van Zundert A, 
 Sage D, Futter M, Saville G, Clark T, MacMahon S: Reduction of 
 postoperative mortality and morbidity with epidural or spinal anaesthesia: 
 results from overview of randomised trials. British Medical Journal 2000; 
 321: 1493 

226. Cook TM, Counsell D, Wildsmith JA: Major complications of central 
 neuraxial block: report on the Third National Audit Project of the Royal 
 College of Anaesthetists. British Journal of Anaesthesia 2009; 102: 179-
 90 

227. Moen V, Dahlgren N, Irestedt L: Severe neurological complications after 
 central neuraxial blockades in Sweden 1990-1999. Anesthesiology 
 2004;101: 950-9 

228. Breivik H, Borchgrevink PC, Allen SM, Rosseland LA, Romundstad L, 
 Hals EK, Kvarstein G, Stubhaug A: Assessment of pain. British Journal 
 of Anaesthesia 2008; 101: 17-24 

229. Wiles MD, Nathanson MH: Local anaesthetics and adjuvants--future 
 developments. Anaesthesia 2010; 65 Suppl 1: 22-37 

230. Neal JM: Anatomy and pathophysiology of spinal cord injury associated 
 with regional anesthesia and pain medicine. Regional Anesthesia and 
 Pain Medicine 2008; 33: 423-34 

231. Choi PT, Bhandari M, Scott J, Douketis J: Epidural analgesia for pain 
 relief following hip or knee replacement. Cochrane Database of 
 Systematic Reviews 2003: CD003071 

232. Marret E, Remy C, Bonnet F: Meta-analysis of epidural analgesia versus 
 parenteral opioid analgesia after colorectal surgery. The British Journal 
 of Surgery 2007; 94: 665-73 



 133 

233. Nishimori M, Ballantyne JC, Low JH: Epidural pain relief versus systemic 
 opioid-based pain relief for abdominal aortic surgery. Cochrane 
 Database of Systematic Reviews 2006; 3: CD005059 

234. Werawatganon T, Charuluxanun S: Patient controlled intravenous opioid 
 analgesia versus continuous epidural analgesia for pain after intra-
 abdominal surgery. Cochrane Database of Systematic Reviews 2005: 
 CD004088 

235. Davies RG, Myles PS, Graham JM: A comparison of the analgesic 
 efficacy and side-effects of paravertebral vs epidural blockade for 
 thoracotomy--a systematic review and meta-analysis of randomized 
 trials. British Journal of Anaesthesia 2006; 96: 418-26 

236. Joshi GP, Bonnet F, Shah R, Wilkinson RC, Camu F, Fischer B, 
 Neugebauer EA, Rawal N, Schug SA, Simanski C, Kehlet H: A 
 systematic review of randomized trials evaluating regional techniques for 
 postthoracotomy analgesia. Anesthesia and Analgesia 2008; 107: 1026-
 40 

237. Scarci M, Joshi A, Attia R: In patients undergoing thoracic surgery is 
 paravertebral block as effective as epidural analgesia for pain 
 management? Interactive Cardiovascular and Thoracic Surgery 2010; 
 10: 92-6 

238. Ballantyne JC, Carr DB, deFerranti S, Suarez T, Lau J, Chalmers TC, 
 Angelillo IF, Mosteller F: The comparative effects of postoperative 
 analgesic therapies on pulmonary outcome: cumulative meta-analyses of 
 randomized, controlled trials. Anesthesia and Analgesia 1998; 86: 598-
 612 

239. Hong JY, Lim KT: Effect of preemptive epidural analgesia on cytokine 
 response and postoperative pain in laparoscopic radical hysterectomy for 
 cervical cancer. Regional Anesthesia and Pain Medicine 2008; 33: 44-51 

240. Breivik H, Bang U, Jalonen J, Vigfusson G, Alahuhta S, Lagerkranser M: 
 Nordic guidelines for neuraxial blocks in disturbed haemostasis from the 
 Scandinavian Society of Anaesthesiology and Intensive Care Medicine. 
 Acta Anaesthesiologica Scandinavica 2010; 54: 16-41 

241. Hanna MN, Murphy JD, Kumar K, Wu CL: Regional techniques and 
 outcome: what is the evidence? Current Opinion in Anesthesiology 2009; 
 22: 672-7 

 



 134 

242. Rigg JR, Jamrozik K, Myles PS, Silbert BS, Peyton PJ, Parsons RW, 
 Collins KS: Epidural anaesthesia and analgesia and outcome of major 
 surgery: a randomised trial. Lancet 2002; 359: 1276-82 

243. Carli F, Klubien K: Thoracic epidurals: is analgesia all we want? 
 Canadian Journal of Anaesthesia 1999; 46: 409-14 

244. Minzter BH, Johnson RF, Grimm BJ: The practice of thoracic epidural 
 analgesia: a survey of academic medical centers in the United States. 
 Anesthesia and Analgesia 2002; 95: 472-5 

245. Beattie WS, Badner NH, Choi P: Epidural analgesia reduces 
 postoperative myocardial infarction: a meta-analysis. Anesthesia and 
 Analgesia 2001; 93: 853-8 

246. Block BM, Liu SS, Rowlingson AJ, Cowan AR, Cowan JA, Jr., Wu CL: 
 Efficacy of postoperative epidural analgesia: a meta-analysis. JAMA  
 2003; 290: 2455-63 

247. Wu CL, Cohen SR, Richman JM, Rowlingson AJ, Courpas GE, Cheung 
 K, Lin EE, Liu SS: Efficacy of postoperative patient-controlled and 
 continuous infusion epidural analgesia versus intravenous patient-
 controlled analgesia with opioids: a meta-analysis. Anesthesiology 2005; 
 103: 1079-1088 

248. Marhofer P, Harrop-Griffiths W, Kettner SC, Kirchmair L: Fifteen years of 
 ultrasound guidance in regional anaesthesia: part 1. British Journal of 
 Anaesthesia 2010; 104: 538-46 

249. Russon K, Pickworth T, Harrop-Griffiths W: Upper limb blocks. 
 Anaesthesia 2010; 65 Suppl 1: 48-56 

250. Urmey WF: Using the nerve stimulator for peripheral or plexus nerve 
 blocks. Minerva Anestesiologica 2006; 72: 467-71 

251. Walker KJ, McGrattan K, Aas-Eng K, Smith AF: Ultrasound guidance for 
 peripheral nerve blockade. Cochrane database of systematic reviews 
 2009: CD006459 

252. Murray JM, Derbyshire S, Shields MO: Lower limb blocks. Anaesthesia 
 2010; 65 Suppl 1: 57-66 

 



 135 

253. Paul JE, Arya A, Hurlburt L, Cheng J, Thabane L, Tidy A, Murthy Y: 
 Femoral nerve block improves analgesia outcomes after total knee 
 arthroplasty: a meta-analysis of randomized controlled trials. 
 Anesthesiology 2010; 113: 1144-62 

254. Chelly JE, Ghisi D, Fanelli A: Continuous peripheral nerve blocks in 
 acute pain management. British Journal of Anaesthesia 2010; 105 Suppl 
 1: i86-96 

255. Thornton PC, Grant SA, Breslin DS: Adjuncts to local anesthetics in 
 peripheral nerve blockade. International Anesthesiology Clinics 2010; 48: 
 59-70 

256. Moiniche S, Mikkelsen S, Wetterslev J, Dahl JB: A qualitative systematic 
 review of incisional local anaesthesia for postoperative pain relief after 
 abdominal operations. British Journal of Anaesthesia 1998; 81: 377-83 

257. Heard SO, Edwards WT, Ferrari D, Hanna D, Wong PD, Liland A, Willock 
 MM: Analgesic effect of intraarticular bupivacaine or morphine after 
 arthroscopic knee surgery: a randomized, prospective, double-blind 
 study. Anesthesia and Analgesia 1992; 74: 822-826 

258. Hoenecke HR, Pulido PA, Morris BA, Fronek J: The efficacy of 
 continuous bupivacaine infiltration following anterior cruciate ligament 
 reconstruction. Arthroscopy 2002; 18: 854-858 

259. Moiniche S, Mikkelsen S, Wetterslev J, Dahl JB: A systematic review of 
 intra-articular local anesthesia for postoperative pain relief after 
 arthroscopic knee surgery. Regional Anesthesia and Pain Medicine 
 1999; 24: 430-437 

260. Gupta A: Wound infiltration with local anaesthetics in ambulatory surgery. 
 Current Opinion in Anaesthesiology 2010; 23: 708-13 

261. Dahl JB, Moiniche S: Relief of postoperative pain by local anaesthetic 
 infiltration: efficacy for major abdominal and orthopedic surgery. Pain 
 2009; 143: 7-11 

262. Liu SS, Richman JM, Thirlby RC, Wu CL: Efficacy of continuous wound 
 catheters delivering local anesthetic for postoperative analgesia: a 
 quantitative and qualitative systematic review of randomized controlled 
 trials. Journal of the American College of Surgeons 2006; 203: 914-32 



 136 

263. Gupta A, Favaios S, Perniola AD, Magnuson A, Berggren L: A meta-
 analysis of the efficacy of wound catheters for postoperative pain 
 management. Acta Anaesthesiologica Scandinavica 2011; in press 

264. Kim TH, Kang H, Hong JH, Park JS, Baek CW, Kim JY, Jung YH, Kim 
 HK: Intraperitoneal and intravenous lidocaine for effective pain relief after 
 laparoscopic appendectomy: a prospective, randomized, double-blind, 
 placebo-controlled study. Surgical Endoscopy 2011 - in press (available 
 online) 

265. Bianconi M, Ferraro L, Traina GC, Zanoli G, Antonelli T, Guberti A, Ricci 
 R, Massari L: Pharmacokinetics and efficacy of ropivacaine continuous 
 wound instillation after joint replacement surgery. British Journal of 
 Anaesthesia 2003; 91: 830-5 

266. Essving P, Axelsson K, Kjellberg J, Wallgren O, Gupta A, Lundin A: 
 Reduced hospital stay, morphine consumption, and pain intensity with 
 local infiltration analgesia after unicompartmental knee arthroplasty. Acta 
 Orthopaedica Scandinavia 2009; 80: 213-219 

267. Rasmussen S, Kramhft MU, Sperling KP, Pedersen JHL: Increased 
 flexion and reduced hospital stay with continuous intraarticular morphine 
 and ropivacaine after primary total knee replacement. Acta Orthopaedica 
 Scandinavia 2004; 75: 606-609 

268. Chernyak GV, Sessler DI: Perioperative acupuncture and related 
 techniques. Anesthesiology 2005; 102: 1031-49 

269. Sun Y, Gan TJ, Dubose JW, Habib AS: Acupuncture and related 
 techniques for postoperative pain: a systematic review of randomized 
 controlled trials. British Journal of Anaesthesia 2008; 101: 151-60 

270. Meissner W: The role of acupuncture and transcutaneous-electrical 
 nerve stimulation for postoperative pain control. Current Opinion in 
 Anaesthesiology 2009; 22: 623-6 

271. El-Rakshy M, Clark SC, Thompson J, Thant M: Effect of intraoperative 
 electroacupuncture on postoperative pain, analgesic requirements, 
 nausea and sedation: a randomised controlled trial. Acupuncture in 
 Medicine 2009; 27: 9-12 

272. Deng G, Rusch V, Vickers A, Malhotra V, Ginex P, Downey R, Bains M, 
 Park B, Rizk N, Flores R, Yeung S, Cassiletha B: Randomized controlled 
 trial of a special acupuncture technique for pain after thoracotomy. The 
 Journal of Thoracic and Cardiovascular Surgery 2008; 136: 1464-9 



 137 

273. Holzer BA, Leitgeb U, Spacek A, Wenzl R, Herkner H, Kettner S: 
 Auricular acupuncture for postoperative pain after gynecological surgery: 
 a randomized controlled trail. Minerva Anestesiologica 2011; 77: 298-304 

274. Tsang RC, Tsang PL, Ko CY, Kong BC, Lee WY, Yip HT: Effects of 
 acupuncture and sham acupuncture in addition to physiotherapy in 
 patients undergoing bilateral total knee arthroplasty--a randomized 
 controlled trial. Clinical Rehabilitation 2007; 21: 719-28 

275. DeSantana JM, Santana-Filho VJ, Guerra DR, Sluka KA, Gurgel RQ, da 
 Silva WM, Jr.: Hypoalgesic effect of the transcutaneous electrical nerve 
 stimulation following inguinal herniorrhaphy: a randomized, controlled 
 trial. The Journal of Pain 2008; 9: 623-9 

276. Desantana JM, Sluka KA, Lauretti GR: High and low frequency TENS 
 reduce postoperative pain intensity after laparoscopic tubal ligation: a 
 randomized controlled trial. The Clinical Journal of Pain 2009; 25: 12-9 

277. Cipriano G, Jr., de Camargo Carvalho AC, Bernardelli GF, Tayar Peres 
 PA: Short-term transcutaneous electrical nerve stimulation after cardiac 
 surgery: effect on pain, pulmonary function and electrical muscle activity. 
 Interactive Cardiovascular and Thoracic Surgery 2008; 7: 539-43 

278. Devine EC: Effects of psychoeducational care for adult surgical patients: 
 a meta-analysis of 191 studies. Patient Education and Counseling 1992; 
 19: 129-42 

279. Bromley L, Brandner B: Acute pain. Oxford, Oxford University Press : 
 distributor Oxford University Press Distribution Services : distributor 
 Oxford University Press Australia : distributor Oxford University Press 
 Australia : distributor Oxford University Press Southern Africa : distributor 
 Oxford University Press Inc. USA, 2010 

280. Good M, Stanton-Hicks M, Grass JA, Cranston Anderson G, Choi C, 
 Schoolmeesters LJ, Salman A: Relief of postoperative pain with jaw 
 relaxation, music and their combination. Pain 1999; 81: 163-72 

281. Kihlstrom JF: Hypnosis. Annual Review of Psychology 1985; 36: 385-418 

282. Montgomery GH, David D, Winkel G, Silverstein JH, Bovbjerg DH: The 
 effectiveness of adjunctive hypnosis with surgical patients: a meta-
 analysis. Anesthesia and Analgesia 2002; 94: 1639-45 

283. Kissin I: Preemptive analgesia. Anesthesiology 2000; 93: 1138-1143 



 138 

284. Moiniche S, Kehlet H, Dahl JB: A qualitative and quantitative systematic 
 review of preemptive analgesia for postoperative pain relief: the role of 
 timing of analgesia. Anesthesiology 2002; 96: 725-741 

285. Ong CK, Lirk P, Seymour RA, Jenkins BJ: The efficacy of preemptive 
 analgesia for acute postoperative pain management: a meta-analysis. 
 Anesthesia and Analgesia 2005; 100: 757-73 

286. Brennan TJ, Kehlet H: Preventive analgesia to reduce wound 
 hyperalgesia and persistent postsurgical pain: not an easy path. 
 Anesthesiology 2005; 103: 681-3 

287. Kissin I: Preemptive analgesia at the crossroad. Anesthesia and 
 Analgesia 2005; 100: 754-756 

288. Pogatzki-Zahn EM, Zahn PK: From preemptive to preventive analgesia. 
 Current Opinion in Anesthesiology 2006; 19: 551-555 

289. Dahl JB, Kehlet H: Preventive analgesia. Current Opinion in 
 Anesthesiology 2011 - in press (available online) 

290. Buvanendran A, Kroin JS: Multimodal analgesia for controlling acute 
 postoperative pain. Current Opinion in Anesthesiology 2009; 22: 588-93 

291. White PF, Kehlet H: Improving postoperative pain management: what are 
 the unresolved issues? Anesthesiology 2010; 112: 220-5 

292. Gartner R, Kroman N, Callesen T, Kehlet H: Multimodal prevention of 
 pain, nausea and vomiting after breast cancer surgery. Minerva 
 Anestesiologica 2010; 76: 805-13 

293. Lunn TH, Kristensen BB, Andersen LO, Husted H, Otte KS, Gaarn-
 Larsen L, Kehlet H: Effect of high-dose preoperative methylprednisolone 
 on pain and recovery after total knee arthroplasty: a randomized, 
 placebo-controlled trial. British Journal of Anaesthesia 2011; 106: 230-8 

294. Apfelbaum JL, Chen C, Mehta SS, Gan TJ: Postoperative pain 
 experience: results from a national survey suggest postoperative pain 
 continues to be undermanaged. Anesthesia and Analgesia 2003; 97: 
 534-40 

295. Wente MN, Seiler CM, Uhl W, Buchler MW: Perspectives of evidence-
 based surgery. Digestive Surgery 2003; 20: 263-9 



 139 

296. Altman DG, Schulz KF, Moher D, Egger M, Davidoff F, Elbourne D, 
 Gotzsche PC, Lang T: The revised CONSORT statement for reporting 
 randomized trials: explanation and elaboration. Annals of Internal 
 Medicine 2001; 134: 663-694 

297. Moher D, Schulz KF, Altman DG: The CONSORT statement: revised 
 recommendations for improving the quality of reports of parallel-group 
 randomised trials. Lancet 2001; 357: 1191-1194 

298. Haug C, Gotzsche PC, Schroeder TV: Registries and registration of 
 clinical trials. The New England Journal of Medicine 2005; 353: 2811-2 

299. Breivik EK, Bjornsson GA, Skovlund E: A comparison of pain rating 
 scales by sampling from clinical trial data. The Clinical Journal of Pain 
 2000; 16: 22-8 

300. Leino KA, Kuusniemi KS, Lertola KK, Olkkola KT: Comparison of four 
 pain scales in patients with hip fracture or other lower limb trauma. Acta 
 Anaesthesiologica Scandinavica 2011; 55: 495-502 

301. Srikandarajah S, Gilron I: Systematic review of movement-evoked pain 
 versus pain at rest in postsurgical clinical trials and meta-analyses: A 
 fundamental distinction requiring standardized measurement. Pain 2011; 
 in press (available online) 

302. Kehlet H, Dahl JB: Assessment of postoperative pain - need for action! 
 Pain 2011; in press (available online) 

303. Boker A, Brownell L, Donen N: The Amsterdam preoperative anxiety and 
 information scale provides a simple and reliable measure of preoperative 
 anxiety. Canadian Journal of Anaesthesia 2002; 49: 792-798 

304. Moerman N, van Dam FS, Muller MJ, Oosting H: The Amsterdam 
 Preoperative Anxiety and Information Scale (APAIS). Anesthesia and 
 Analgesia 1996; 82: 445-451 

305. Millar K, Jelicic M, Bonke B, Asbury AJ: Assessment of preoperative 
 anxiety: comparison of measures in patients awaiting surgery for breast 
 cancer. British Journal of Anaesthesia 1995; 74: 180-183 

306. Silvasti M, Rosenberg P, Seppala T, Svartling N, Pitkanen M: 
 Comparison of analgesic efficacy of oxycodone and morphine in 
 postoperative intravenous patient-controlled analgesia. Acta 
 Anaesthesiologica Scandinavica 1998; 42: 576-80 



 140 

307. Stolfi VM, Sileri P, Micossi C, Carbonaro I, Venza M, Gentileschi P, Rossi 
 P, Falchetti A, Gaspari A: Treatment of hemorrhoids in day surgery: 
 stapled hemorrhoidopexy vs Milligan-Morgan hemorrhoidectomy. Journal 
 of  Gastrointestinal Surgery 2008; 12: 795-801 

308. Kwok RF, Lim J, Chan MT, Gin T, Chiu WK: Preoperative ketamine 
 improves postoperative analgesia after gynecologic laparoscopic 
 surgery. Anesthesia and Analgesia 2004; 98: 1044-9 

309. Jensen LL, Handberg G, Helbo-Hansen HS, Skaarup I, Lohse T, Munk T, 
 Lund N: No morphine sparing effect of ketamine added to morphine for 
 patient-controlled intravenous analgesia after uterine artery embolization. 
 Acta Anaesthesiologica Scandinavica 2008; 52: 479-486 

310. Lahtinen P, Kokki H, Hakala T, Hynynen M: S(+)-ketamine as an 
 analgesic adjunct reduces opioid consumption after cardiac surgery. 
 Anesthesia and Analgesia 2004; 99: 1295-1301 

311. Hans P, Dewandre PY, Brichant JF, Bonhomme V: Comparative effects 
 of ketamine on Bispectral Index and spectral entropy of the 
 electroencephalogram under sevoflurane anaesthesia. British Journal of 
 Anaesthesia 2005; 94: 336-340 

312. Vereecke HE, Struys MM, Mortier EP: A comparison of bispectral index 
 and ARX-derived auditory evoked potential index in measuring the 
 clinical interaction between ketamine and propofol anaesthesia. 
 Anaesthesia 2003; 58: 957-961 

313. Burke SM, Shorten GD: Perioperative pregabalin improves pain and 
 functional outcomes 3 months after lumbar discectomy. Anesthesia and 
 Analgesia 2010; 110: 1180-1185 

314. Blumenthal S, Min K, Marquardt M, Borgeat A: Postoperative intravenous 
 morphine consumption, pain scores, and side effects with perioperative 
 oral controlled-release oxycodone after lumbar discectomy. Anesthesia 
 Analgesia 2007; 105: 233-237 

315. Mathiesen O, Jacobsen LS, Holm HE, Randall S, miec-Malmstroem L, 
 Graungaard BK, Holst PE, Hilsted KL, Dahl JB: Pregabalin and 
 dexamethasone for postoperative pain control: a randomized controlled 
 study in hip arthroplasty. British Journal of Anaesthesia 2008; 101: 535-
 541 



 141 

316. Hill CM, Balkenohl M, Thomas DW, Walker R, Mathe H, Murray G: 
 Pregabalin in patients with postoperative dental pain. European Journal 
 of Pain 2001; 5: 119-124 

317. Jokela R, Ahonen J, Tallgren M, Haanpaa M, Korttila K: A randomized 
 controlled trial of perioperative administration of pregabalin for pain after 
 laparoscopic hysterectomy. Pain 2008; 134: 106-112 

318. Paech MJ, Goy R, Chua S, Scott K, Christmas T, Doherty DA: A 
 randomized, placebo-controlled trial of preoperative oral pregabalin for 
 postoperative pain relief after minor gynecological surgery. Anesthesia 
 and Analgesia 2007; 105: 1449-53 

319. Jokela R, Ahonen J, Tallgren M, Haanpaa M, Korttila K: Premedication 
 with pregabalin 75 or 150 mg with ibuprofen to control pain after day-
 case gynaecological laparoscopic surgery. British Journal of Anaesthesia 
 2008; 100: 834-840 

320. Davies AF, Segar EP, Murdoch J, Wright DE, Wilson IH: Epidural 
 infusion or combined femoral and sciatic nerve blocks as perioperative 
 analgesia for knee arthroplasty. British Journal of Anaesthesia 2004; 93: 
 368-374 

321. Farag E, Dilger J, Brooks P, Tetzlaff JE: Epidural analgesia improves 
 early rehabilitation after total knee replacement. Journal of Clinical 
 Anesthesia 2005; 17: 281-285 

322. Zaric D, Boysen K, Christiansen C, Christiansen J, Stephensen S, 
 Christensen B: A comparison of epidural analgesia with combined 
 continuous femoral-sciatic nerve blocks after total knee replacement. 
 Anesthesia and Analgesia 2006; 102: 1240-1246 

323. Andersen KV, Pfeiffer-Jensen M, Haraldsted V, Soballe K: Reduced 
 hospital stay and narcotic consumption, and improved mobilization with 
 local and intraarticular infiltration after hip arthroplasty: A randomized 
 clinical trial of an intraarticular technique versus epidural infusion in 80 
 patients. Acta Orthopaedica Scandinavia 2007; 78: 180-186 

324. Andersen KV, Bak M, Christensen BV, Harazuk J, Pedersen NA, Soballe 
 K: A randomized, controlled trial comparing local infiltration analgesia 
 with epidural infusion for total knee arthroplasty. Acta Orthopaedica 
 Scandinavia 2010; 81: 606-10 

 



 142 

325. Toftdahl K, Nikolajsen L, Haraldsted V, Madsen F, Tonnesen EK, Soballe 
 K: Comparison of peri- and intraarticular analgesia with femoral nerve 
 block after total knee arthroplasty: A randomized clinical trial. Acta 
 Orthopardica Scandinavia 2007; 78: 172-179 

326. Gupta A, Axelsson K, Allvin R, Liszka-Hackzell J, Rawal N, Althoff B, 
 Augustini BG: Postoperative pain following knee arthroscopy: the effects 
 of intra-articular ketorolac and/or morphine. Regional Anesthesia and 
 Pain Medicine 1999; 24: 225-230 

327. Romsing J, Moiniche S, Ostergaard D, Dahl JB: Local infiltration with 
 NSAIDs for postoperative analgesia: evidence for a peripheral analgesic 
 action. Acta Anaesthesiologica Scandinavica 2000; 44: 672-83 

328. Reuben SS, Connelly NR: Postarthroscopic meniscus repair analgesia 
 with intraarticular ketorolac or morphine. Anesthesia and Analgesia 1996; 
 82: 1036-9 

329. Reuben SS, Connelly NR: Postoperative analgesia for outpatient 
 arthroscopic knee sugery with intraarticular bupivacaine and ketorolac. 
 Anesthesia and Analgesia 1995; 80: 1154-7 

330. Kalso E, Tramer MR, Carroll D, McQuay HJ, Moore RA: Pain relief from 
 intra-articular morphine after knee surgery: a qualitative systematic 
 review. Pain 1997; 71: 127-34 

331. Gupta A, Bodin L, Holmstrom B, Berggren L: A systematic review of the 
 peripheral analgesic effects of intraarticular morphine. Anesthesia and 
 Analgesia 2001; 93: 761-70 

332. Rosseland LA: No evidence for analgesic effect of intra-articular 
 morphine after knee arthroscopy: a qualitative systematic review. 
 Regional Anesthesia and Pain Medicine 2005; 30: 83-98 

333. Dale O, Thoner J, Nilsen T, Tveita T, Borchgrevink PC, Klepstad P: 
 Serum and cerebrospinal fluid morphine pharmacokinetics after single 
 doses of intravenous and intramuscular morphine after hip replacement 
 surgery. European Journal of Clinical Pharmacology 2007; 63: 837-42 

334. Lugo RA, Kern SE: Clinical pharmacokinetics of morphine. Journal of 
 Pain & Palliative Care Pharmacotherapy 2002; 16: 5-18 

 



 143 

335. Joshi GP, McCarroll SM, Cooney CM, Blunnie WP, O'Brien TM, 
 Lawrence AJ: Intra-articular morphine for pain relief after knee 
 arthroscopy. The Journal of Bone and Joint Surgery. British volume 
 1992; 74: 749-51 

336. Richardson MD, Bjorksten AR, Hart JA, McCullough K: The efficacy of 
 intra-articular morphine for postoperative knee arthroscopy analgesia. 
 Arthroscopy 1997; 13: 584-89 

337. Arendt K, Segal S: Why epidurals do not always work. Reviews in 
 Obstetrics and Gynecology 2008; 1: 49-55 

338. Andersen LO, Gaarn-Larsen L, Kristensen BB, Husted H, Otte KS, 
 Kehlet H: Analgesic efficacy of local anaesthetic wound administration in 
 knee arthroplasty: volume vs concentration. Anaesthesia 2010; 65: 984-
 90 

339. Andersen LO, Husted H, Kristensen BB, Otte KS, Gaarn-Larsen L, 
 Kehlet H: Analgesic efficacy of intracapsular and intra-articular local 
 anaesthesia for knee arthroplasty. Anaesthesia 2010; 65: 904-12 

340. Andersen LO, Husted H, Kristensen BB, Otte KS, Gaarn-Larsen L, 
 Kehlet H: Analgesic efficacy of subcutaneous local anaesthetic wound 
 infiltration in bilateral knee arthroplasty: a randomised, placebo-
 controlled, double-blind trial. Acta Anaesthesiologica Scandinavica 2010; 
 54: 543-8 

341. Andersen LO, Husted H, Otte KS, Kristensen BB, Kehlet H: A 
 compression bandage improves local infiltration analgesia in total knee 
 arthroplasty. Acta Orthopaedica Scandinavia 2008; 79: 806-811 

342. Andersen LO, 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 Orthopaedica Scandinavia 2008; 79: 800-805 

343. Vendittoli PA, Makinen P, Drolet P, Lavigne M, Fallaha M, Guertin MC, 
 Varin F: A multimodal analgesia protocol for total knee arthroplasty. A 
 randomized, controlled study. Journal of Bone and Joint Surgery,  
 American volume 2006; 88: 282-289 

344. Carli F, Clemente A, Asenjo JF, Kim DJ, Mistraletti G, Gomarasca M, 
 Morabito A, Tanzer M: Analgesia and functional outcome after total knee 
 arthroplasty: periarticular infiltration vs continuous femoral nerve block. 
 British Journal of Anaesthesia 2010; 105: 185-95 



 144 

345. Parvataneni HK, Shah VP, Howard H, Cole N, Ranawat AS, Ranawat 
 CS: Controlling pain after total hip and knee arthroplasty using a 
 multimodal protocol with local periarticular injections: a prospective 
 randomized study. The Journal of Arthroplasty 2007; 22: 33-8 

346. Kehlet H, Andersen LO: Local infiltration analgesia in joint replacement: 
 the evidence and recommendations for clinical practice. Acta 
 Anaesthesiologica Scandinavica 2011; in press (available online) 
 
 



 145 



 146 



 147 

14. PAPERS I-III 
 





I





II





III





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on 'Press Quality_ikke fargekonvertering'] Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        8.503940
        8.503940
        8.503940
        8.503940
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [481.890 680.315]
>> setpagedevice




