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Abstract:
Objective: Total knee arthroplasty (TKA) is a common operation for geriatric patients. Knowing the factors leading to 

acute post-TKA pain will lead to personalized pain care. 

Material and Methods: We recruited 843 patients who underwent TKA. Preoperative, intraoperative, and postoperative 

data were obtained retrospectively. 

Results: Moderate to severe postoperative pain in the first 24 hours was found in 87%. Factors associated with moderate 

to severe postoperative pain were being female [adjusted odd ratio (AOR) 2.34, 95% confidence interval (95% CI) 

1.23-4.46], having an ASA physical status classification of II (AOR 9.22, 95% CI 1.9-44.67) or III (AOR 6.75, 95% CI 

1.32-34.63), a longer tourniquet time (AOR 1.01, 95% CI 1.01-1.02), and postoperative use of aspirin (AOR 2.04, 95% 

CI 1.25-3.32). Factors found to be associated with mild postoperative pain were being younger (AOR 0.97, 95% CI 
0.94-0.99), being given intrathecal fentanyl (AOR 0.3, 95% CI 0.12-0.73), having a peripheral nerve block (AOR 0.28, 

95% CI 0.12-0.66), and taking a systemic corticosteroid (AOR 0.26, 95% CI 0.13-0.55), parecoxib (AOR 0.39, 95% CI 

0.19-0.78) or ketorolac (AOR 0.47, 95% CI 0.23-0.99).
Conclusion: Being female, having an ASA physical status classification of II or III, a longer tourniquet time, and 
postoperative use of aspirin were significantly related to having moderate to severe postoperative pain within the first 24 

hours after TKA. Factors associated with mild postoperative pain included being younger, intrathecal fentanyl, having a 

peripheral nerve block, receiving a systemic corticosteroid, and use of parecoxib and ketorolac. 
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half of TKA patients experience at least moderate post-

surgical pain intensity7. Another study found that 60% of 

patients undergoing TKA experience severe postoperative 

knee pain, while an additional 30% experience moderate 

pain11. Some patients postpone this surgical procedure 

due to fear of acute postoperative pain following TKA12,13. 

Acute post-TKA pain also places patients at risk for 

thromboembolism, and has been reported to interfere with 

early ambulation, rehabilitation, range of motion, patient 

satisfaction, and other important outcomes13. Moreover, a 

higher level of acute postoperative pain is also related to 

developing chronic postsurgical pain (CPSP)14.

		  Given the impact of acute post-TKA pain on 

patients’ psychological and physical function, it is important 

to understand the factors associated with this pain in order 

to more accurately determine who will benefit the most 

from preventive care. Many investigators have therefore 

sought to identify the patient factors that predict or are 

associated with chronic pain after TKA15. However, only a 

very few studies have sought to identify the factors that are 

associated with acute post-TKA pain. Among the factors 

that have been identified in this body of research as being 

positively associated with acute post-TKA pain are being 

younger and endorsing  higher preoperative pain16, having 

a higher body mass index (BMI)10, having pain-related 

catastrophizing thoughts and negative moods17, higher 

levels of cutaneous pain sensitivity16, and higher levels of 

temporal summation of pain (TSP)10.

		  Although the prior research has shown that it may be 

possible to predict postoperative pain after TKA, additional 

research is needed to determine which of the factors 

identified in these studies replicate in additional samples. 

This is particularly important in the case of TKA, given how 

Introduction
		  Survival beyond 65 years of age is increasing 

worldwide. For example, a 65-year-old in 2015-2020 

could anticipate living another 17 years on average. This 

is anticipated to increase to 19 additional years by the 

years 2045-2050. In addition, women currently live longer 

than men by 4.8 years, although this gender gap has been 

estimated to decrease slightly over the next 3 decades1. 

Multiple organ degeneration is an inevitable part of ageing. 

Osteoarthritis (OA) is the most predominant degenerative 

joint disease and has been noted to be the principal cause of 

disability worldwide2. Consistent with the findings regarding 

the aging of the world’s population, the annual incidence 

and age-standardized point prevalence of OA in 2017 were 

181 and 3,754 per 100,000, a rise of 8% and 9% from 

1990, respectively3. It is estimated that in 2032, at least 

an additional 26,000 individuals per 1,000,000 population 

aged 45 years or older will have consulted a clinician due 

to OA of the peripheral joints compared with 20124.

		  Over the past few decades, total knee arthroplasty 

(TKA) has become the most popular joint replacement 

procedure globally. The prevalence of TKA generally 

increases with age: 1%, 3%, 7%, 10%, and 8% at 50, 60, 

70, 80, and 90 years of age, respectively5. It is estimated 

that 3.48 million TKA operations will be performed annually 

by the year 2030 in the United States alone, which is 673% 

higher than the number  performed in the year 20056.

		  TKA often results in significant acute postoperative 

pain. The mean rating of acute postoperative pain on 

0-10 numerical scales is reported to range from 5.0 to 5.7 

following TKA, which is in the moderate range7-9 Average 

pain scores in the first 24 hours after TKA have been 

reported to range from 0.71-7.910. It has been found that 
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often TKA is being done, and the fact that increases in 

this procedure are very likely in the decades ahead. The 

primary aim of the current study was therefore to identify 

the factors associated with moderate to severe pain in the 

first 24 hours after TKA. We hypothesized that multiple 

preoperative, intraoperative, and postoperative variables 

would be associated factors for moderate to severe acute 

postoperative pain in patients undergoing TKA.

Material and Methods
		  Procedures

		  All data were collected retrospectively from each 

participant’s medical record. A data record form was created 

and used to facilitate data collection. First, we identified all 

TKA cases conducted between October 2017 and December 

2020 that were in our hospital information system. Next, 

one of the study investigators (TT) accessed the medical 

record and pulled the specific study variables from that 

record using the data record form. The study was approved 

by the Ethics Committee of the Faculty of Medicine, Prince 

of Songkla University, Thailand (REC 64-117-8-4) before 

data collection commenced. Anonymity of the data was 

maintained, in accordance with the Declaration of Helsinki.

		  Participants

		  A total of 844 patients who underwent unilateral total 

knee arthroplasty (TKA) for primary osteoarthritis and met 

the other study inclusion criteria were identified. Among 

these, 843 (99.9%) had complete data in their medical 

records. Exclusion criteria included bilateral TKA, revision 

of knee replacement, patients receiving general anesthesia, 

and those with incomplete data in the hospital information 

system.

		  Surgical technique

		  All TKA procedures were performed by 3 experienced 

orthopedic joint surgeons. A minimally invasive medial 

parapatellar approach was used, employing a measured 

resection technique. Posterior-stabilized prosthetic 

components were implanted using bone cement.

		  Postoperative pain management

		  The hospital’s postoperative pain management 

protocol for TKA patients includes regular administration 

of oral paracetamol, oral or intravenous nonsteroidal anti-

inflammatory drugs (NSAIDs) or COX-2 inhibitors (COXIBs), 

peripheral nerve block (if not contraindicated), along with 

opioid injections (morphine or fentanyl) administered as 

needed. Periarticular infiltration or local infiltration analgesia 

(LIA) is optional. Other medications that patients used prior 

to surgery, such as gabapentin, pregabalin, and nortriptyline, 

were continued into the postoperative period.

		  Measures

		  Demographic data pulled from the patients’ records 

included gender, age, weight, height, comorbidities, and 

the American Society of Anesthesiologists (ASA) physical 

status classification. 

		  Preoperative data included preoperative pain 

intensity at rest as measured by a ward nurse using a 

verbal numerical rating score (VNRS) ranging from 0-10 

(0=“No pain”, 10=“Worst pain imaginable”). In addition, 

the research staff recorded all analgesics that the patients 

received on the day of surgery. 

		  Intraoperative data comprised the type of anesthesia 

provided during the TKA, the presence or absence of 

peripheral nerve block, and both the tourniquet and 

operative times.

		  Postoperative data were the patients’ ratings of 

worst postoperative pain intensity as measured by a Verbal 

Numerical Rating Scale (VNRS) at 0-6, 7-12, 13-18, 

and 19-24 hours postoperatively, analgesic consumption 

(including non-opioids and opioids as did or did not receive), 

and side effects, including nausea/vomiting, pruritus, 
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dizziness, respiratory depression, and urinary retention. 

The primary study outcome was a dichotomous variable at 

each assessment point representing no to mild pain (the 

mild pain group; worst pain rating 0-3 on the 0-10 scale) 

or moderate to severe pain (the high pain group; worst pain 

rating 4-10 on the 0-10 scale)18.

		  Statistical analysis

		  We computed means and standard deviations of the 

continuous study variables with normal distributions, and 

medians and interquartile ranges for study variables with 

non-normal distributions to describe the sample and study 

variables. All parameters were first analyzed by univariate 

analysis. Parameters with p-value<0.20 from univariate 

analysis and known factors (non-opioids) were included in 

the multivariable analysis to predict outcome. Results from 

the multivariable analysis were reported as adjusted odds 

ratios and 95% confidence intervals (CIs). We identified 

multicollinearity by a variance inflation factor that exceeded 

10 and was statistically significant at p-value<0.05. Data 

analyses were performed using the R program version 4.1.3 

(Vienna, Austria).

		  Sample size calculation

		  The sample size was calculated to identify any 

potential factors associated with moderate to severe pain, 

based on risk factors reported in the previous literature19, 

with Type I and Type II errors set at 0.05 and 0.2, 

respectively. The estimated total sample size was 759 

patients. Considering an anticipated 10% dropout rate, we 

aimed to collect data from 843 patients.

Results
	 We collected data from 843 eligible patients who had 

TKA from October 2017 to December 2020. One patient 

was excluded due to incomplete data (lack of tourniquet 

time). One hundred and seven patients had mild acute 

postoperative pain, while the majority, 736 patients (87%), 

endorsed having moderate to severe pain following TKA 

(Figure 1).

Figure 1  The consort flow chart
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		  Demographic data are shown in Table 1. The 2 

groups (mild pain group vs high pain group) had similar 

characteristics in terms of gender, age, body mass index 

(BMI), ASA classification (4 patients with ASA classification 

I were in each group) and comorbidities, including asthma, 

chronic obstructive pulmonary disease, diabetes mellitus, 

hypertension, coronary artery disease, cerebrovascular 

disease, and chronic kidney disease. However, more 

participants in the high pain group met the criteria for a 

depressive disorder (per diagnosis in their chart) [none (0%) 

in the mild pain group vs 28 patients (4%) in the high pain 

group, p-value=0.039] and endorsed having preoperative 

pain at rest [35 patients (33%) in the mild pain group vs 

335 patients (46%) in the high pain group, p-value=0.017].

		  Regarding analgesics and adjuvants that the patients 

received on the day of surgery, but before the surgery 

(i.e., premedication), a higher percentage of the patients 

with mild postoperative pain consumed non-steroidal anti-

inflammatory drugs (NSAIDs) in comparison to those with 

moderate to severe postoperative pain [70 patients (65%) in 

the mild pain group vs 297 patients (40%) in the moderate 

to severe pain group, p-value<0.001], as can be seen in 

Table 2.

		  As can be seen in Table 3, a higher percentage of the 

patients in the mild pain group received intrathecal opioids 

[10 patients (9%) vs 26 patients (4%), p-value=0.015], 

peripheral nerve block (either adductor canal block, femoral 

nerve block or fascia iliaca block) [100 patients (93.5%) 

vs 626 patients (84.9%), p-value=0.026], and systemic 

corticosteroid [13 patients (12.1%) vs 38 patients (5.2%), 

p-value=0.009] in comparison to the patients in the high 

pain group. In contrast, the patients in the high pain group 

had longer surgeries [90 (80, 115) minutes vs 85 (75, 100) 

minutes, p-value=0.002] and tourniquet time [70 (55, 100) 

minutes vs 55 (45, 75) minutes, p-value<0.001] than those 

in the mild pain group.

Table 1 Demographic data of recruited patients

Mild pain (n=107) Moderate to severe pain (n=736) p-value

Gender
Male (n, %)
Female (n, %)

16 (15)
91 (85)

76 (10.3)
661 (89.7)

0.203

Age (years), median (IQR) 70 (64, 75) 69 (63, 74) 0.132
BMI (kg/m2), median (IQR) 27.2 (24.3, 29.6) 27.6 (24.7, 30.4) 0.148
ASA physical status (n, %)

I
II
III

4 (3.7)
79 (73.8)
24 (22.4)

4 (0.5)
582 (79)
151 (20.5)

0.005*

Hypertension (n, %) 63 (58.9) 463 (62.8) 0.497
Diabetes mellitus (n, %) 22 (20.6) 136 (18.5) 0.697
COPD (n, %) 0 (0) 1 (0.1) 1
Asthma (n, %)	 4 (3.7) 41 (5.6) 0.579
Chronic kidney disease (n, %) 9 (8.4) 69 (9.4) 0.89
Coronary artery disease (n, %) 4 (3.7) 25 (3.4) 0.778
Cerebrovascular disease (n, %) 1 (0.9) 36 (4.9) 0.074
Depressive disorder (n, %) 0 (0) 28 (3.8) 0.039*
Preoperative pain at rest (n, %) 35 (32.7) 335 (45.5) 0.017*

*p-value<0.05, ASA=American Society of Anesthesiologists, BMI=body mass index, COPD=chronic obstructive pulmonary disease
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		  The patients in the high pain group required higher 

doses of opioids (morphine and fentanyl) in the first 24 hrs 

after the operation in comparison to those in the mild pain 

group [morphine 0 (0, 3) vs 10 (6, 18), p-value<0.001 and 

fentanyl 0 (0, 160) vs 150 (77.5, 240), p-value<0.001)]. 

A higher proportion of the high pain group patients also 

received postoperative aspirin, naproxen, and meloxicam, 

while the higher proportion of participants in the mild pain 

group received ketorolac (Table 4).

		  Table 5 shows the results from univariate analysis 

(crude odds ratios) and multivariable analysis (adjusted odds 

ratios). As can be seen, a number of variables distinguished 

participants in the mild pain group from those in the high 

pain group at p-value<0.200 in the univariate analysis, 

including gender, age, BMI, presence of cerebrovascular 

disease, ASA physical status classification, preoperative 

pain at rest, preoperative use of NSAIDs, and intraoperative 

use of the following procedures or medications: general 

anesthesia, intrathecal fentanyl, peripheral nerve block, and 

systemic corticosteroid. Operative time and tourniquet time 

were also different between the 2 groups. Moreover, the use 

of the following medications during the postoperative period 

differed between the 2 groups: aspirin, naproxen, meloxicam, 

ketorolac, and gabapentin. Periarticular infiltration or local 

infiltration analgesia (LIA) and postoperative use of parecoxib 

were forced into the multivariable analysis because these 

Table 2 Preoperative administration of analgesics (premedication)

Mild pain (n=107) Moderate to severe pain (n=736) p-value

Premedication (n, %) 73 (68) 348 (47.2) <0.001
Benzodiazepine
Paracetamol
NSAIDs
Gabapentin
Pregabalin

1 (1)
7 (7)
70 (65)
3 (3)
1 (1)

20 (2.7)
43 (5.8)
297 (40.3)
28 (3.8)
5 (0.7)

0.502
0.944
<0.001
0.787
0.558

NSAIDs=non-steroidal anti-inflammatory drugs

Table 3 Anesthetic techniques and intraoperative analgesic administration

Mild pain (n=107) Moderate to severe pain (n=736) p-value

General anesthesia (n, %) 3 (2.8) 48 (6.5) 0.198
Spinal anesthesia (n, %) 104 (97.2) 696 (94.4) 0.333
Intrathecal opioid (n, %)

Morphine
Fentanyl

0 (0)
10 (9.3)

4 (0.5)
22 (3)

0.015*

Periarticular infiltration (n, %) 31 (29) 260 (35.3) 0.241
Peripheral nerve block (n, %) 100 (93.5) 626 (84.9) 0.026*
Systemic corticosteroid (n, %) 13 (12.1) 38 (5.2) 0.009*
Operative time (min), median (IQR) 85 (75, 100) 90 (80, 115) 0.002*
Tourniquet time (min), median (IQR) 55 (45, 75) 70 (55, 100) <0.001*

*p-value<0.05
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2 factors had p-values very close to 0.200, and they 

were of particular interest for affecting postoperative pain 

intensity. We could not include depressive disorders in the 

multivariable analysis because no patient in the mild pain 

group had this diagnosis.

		  The results of the multivariable analysis indicate 

that the following factors were associated with moderate 

to severe post-TKA pain: being female [adjusted odds 

ratio (AOR) 2.34, 95% confidence interval (CI) 1.23, 4.46], 

age [0.97 (0.94, 0.99)], having an ASA physical status of 

II [9.22 (1.9, 44.67)] or III [6.75 (1.32, 34.63)] with ASA 

class I as reference, having a longer tourniquet time [1.01 

(1.01, 1.02)], and postoperative use of aspirin [2.04 (1.25, 

3.32)]. Conversely, having received intrathecal fentanyl [0.3 

(0.12, 0.73)], a peripheral nerve block [0.28 (0.12, 0.66)], 

and a systemic corticosteroid [0.26 (0.13, 0.55)], as well 

as the postoperative use of parecoxib [0.39 (0.19, 0.78)] 

and ketorolac [0.47 (0.23, 0.99)], were identified as being 

more likely to have mild pain than moderate or severe 

postoperative pain in the first 24 hours after TKA.

		  Regarding adverse events, the participants in the 

mild pain group had a lower incidence of nausea [19 patients 

(17.8%) in the mild pain group vs 254 patients (34.5%) in 

the moderate to severe pain group, p-value<0.001] and 

vomiting [18 patients (16.8%) in the mild pain group vs 226 

patients (30.7%) in the moderate to severe pain group, 

p-value=0.005] in comparison to those with moderate to 

severe pain as shown in Table 6. The incidence of dizziness, 

pruritus, and urinary retention was low and did not differ 

significantly between the 2 groups.

Discussion
		  The purpose of this study was to identify the factors 

associated with moderate to severe pain in the first 24 

hours after TKA. The key findings were that being female, 

having an ASA physical status classification of II or III (as 

Table 4 Analgesic and medication use in the first 24 hours after TKA

Mild pain (n=107) Moderate to severe pain (n=736) p-value

Morphine (mg/day), median (IQR) 0 (0, 3)	 10 (6, 18) <0.001*
Fentanyl (mcg/day), median (IQR) 0 (0, 160) 150 (77.5, 240) <0.001*
Tramadol (mg/day), median (IQR) 100 (100, 100) 100 (100, 150) 0.382
NSAIDs (n, %) 104 (97.2) 721 (97.8) 0.723

Aspirin 
Naproxen 
Meloxicam 
Ibuprofen 
Diclofenac 
Celecoxib 
Etoricoxib 
Parecoxib 
Ketorolac

58 (55.8) 
2 (1.9) 
7 (6.7) 
0 (0) 
1 (1) 
9 (8.7) 
1 (1) 
52 (50) 
37 (35.6)

509 (70.6) 
73 (10.1) 
124 (17.2) 
7 (1) 
2 (0.3) 
63 (8.7) 
12 (1.7) 
310 (43) 
164 (22.7)

0.003* 
0.011* 
0.01* 
0.605 
0.333 
1 
1 
0.215 
0.006*

Paracetamol (n, %) 103 (96.3) 686 (93.1) 0.3
Nortriptyline (n, %) 23 (21.5) 156 (21.2) 1
Gabapentin (n, %) 76 (71) 425 (57.7) 0.012*
Pregabalin (n, %) 5 (4.7) 63 (8.5) 0.236

*p-value<0.05, NSAIDs=non-steroidal anti-inflammatory drugs, TKA=total knee arthroplasty
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Table 5 Associated factors for moderate to severe postoperative pain in the first 24 hours after TKA

Crude OR 
(95% CI)

p-value Adjust OR 
(95% CI)

p-value

Female (vs male) 1.53 (0.85, 2.74) 0.153 2.34 (1.23, 4.46) 0.01
Age (years) 0.98 (0.95, 1.01) 0.153 0.97 (0.94, 0.99) 0.045
BMI (kg/m2) 1.04 (0.99, 1.09) 0.112
Cerebrovascular disease (ref: no) 5.44 (0.74, 40.12) 0.096
ASA physical status

I
II
III

1
7.37 (1.81, 30.05)
6.29 (1.47, 26.86)

0.005
0.013

1
9.22 (1.9, 44.67)
6.75 (1.32, 34.63)

0.006
0.022

Preoperative pain at rest (ref: no) 1.71 (1.12, 2.63) 0.014
Premedication with NSAIDs (ref: no) 0.36 (0.23, 0.55) <0.001
General anesthesia (ref: no) 2.42 (0.74, 7.89) 0.145
Intrathecal fentanyl (ref: no) 0.3 (0.14, 0.65) 0.002 0.3 (0.12, 0.73) 0.008
Peripheral nerve block (ref: no) 0.39 (0.18, 0.87) 0.022 0.28 (0.12, 0.66) 0.003
Periarticular infiltration (ref: no) 1.34 (0.86, 2.08) 0.201
Systemic cortocosteroid (ref: no) 0.39 (0.2, 0.76) 0.006 0.26 (0.13, 0.55) <0.001
Operative time (min) 1.01 (1, 1.02) 0.005
Tourniquet time (min) 1.02 (1.01, 1.02) <0.001 1.01 (1.01, 1.02) 0.028
Postoperative use of aspirin (ref: no) 1.89 (1.25, 2.85) 0.002 2.04 (1.25, 3.32) 0.004
Postoperative use of naproxen (ref: no) 5.77 (1.4, 23.87) 0.016
Postoperative use of meloxicam (ref: no) 2.89 (1.31, 6.37) 0.008
Postoperative use of parecoxib (ref: no) 0.77 (0.51, 1.15) 0.203 0.39 (0.19, 0.78) 0.008
Postoperative use of ketorolac (ref: no) 0.54 (0.35, 0.84) 0.006 0.47 (0.23, 0.99) 0.047
Postoperative use of gabapentin (ref: no) 0.56 (0.36, 0.86) 0.009

ASA=American Society of Anesthesiologists, BMI=body mass index, NSAIDs=non-steroidal anti-inflammatory drugs, TKA=total knee arthroplasty

Table 6 Adverse events

Mild pain (n=107) Moderate to severe pain (n=736) p-value

Dizziness (n, %) 0 (0) 5 (0.7) 1
Nausea (n, %) 19 (17.8) 254 (34.5) <0.001*
Vomiting (n, %) 18 (16.8) 226 (30.7) 0.005*
Pruritis (n, %) 0 (0) 5 (0.7) 1
Urinary retention (n, %) 0 (0) 5 (0.7) 1

*p-value<0.05

opposed to a classification of I), having a longer tourniquet 

time, and postoperative use of aspirin were all significantly 

related to having moderate to severe postoperative pain 

within the first 24 hours after TKA. Factors associated with 

having mild postoperative pain included being younger and 

receiving intrathecal fentanyl, a peripheral nerve block, a 

systemic corticosteroid, parecoxib, or ketorolac. These 

findings have important implications for understanding the 



Journal of Health Science and Medical Research                                                   J Health Sci Med Res 2026;44(3):e202512669

Nimmaanrat S, et al.Associated Factors for Acute Post-TKA Pain

factors that could determine who is most at risk for having 

moderate to severe post-TKA pain, and for developing 

potential approaches to minimize that pain. 

		  A previous study on the incidence and risks of 

postoperative pain after knee replacement showed that 

its incidence of moderate to severe pain on the first 

postoperative day was approximately 50%, and the primary 

risk factors were preoperative pain intensity and type of 

anesthesia provided19. Differences in the prevalence and 

the method of variable selection may have contributed 

to the differing sets of potential risk factors between our 

study and the previous one19. Our study found more factors 

contributing to acute moderate to severe postoperative pain 

in the first 24 hours after TKA. We also found potential 

protective factors against this acute pain.

		  We will discuss each factor in our findings one by 

one, starting with gender. Our study shows that being 

female is associated with a higher risk for moderate to 

severe postoperative pain following TKA. In general, more 

females have knee OA and TKA compared to males. The 

prevalence of symptomatic knee OA in Americans aged 

60 years or older was 13% in females and 10% in males20. 

Data from India have revealed that the prevalence of 

knee OA was significantly higher in females than males 

(51% vs 33%)21. In the USA, white females possessed the 

highest incidence rate of TKA at 2.3%, while non-white 

males possessed the lowest rate at 0.9%22. Being female 

was also identified as an independent predictor for early 

postoperative pain following TKA by Lo and colleagues23. 

Moreover, females were found to report higher levels of pain 

intensity during the first 2 weeks after TKA than males24. 

Females have been found to constantly report marginally 

higher pain scores (0.29 point out of 10), regardless of the 

type of operation25. A study performed in orthopedic patients 

demonstrated that females endorsed significantly higher 

worst postoperative pain scores than males. Subgroup 

analysis showed that this sex effect was larger for older (i.e., 

>50 years of age) than younger patients26. A large variety 

of experimental pain models also suggest sex differences 

in pain27. The mechanisms that explain these consistent 

sex effects are not yet known. It has been postulated that 

biological differences, such as sex hormones28,29, along 

with psychological30 and sociocultural31 parameters, may 

all contribute to this effect. Future research is needed to 

identify the mechanisms underlying these sex differences, 

as such research may inform the development of treatments 

that could reduce post-surgical pain in women. 

		  We found that higher ASA physical status (II or 

III) was associated with a greater risk factor for having 

moderate to severe postoperative pain after TKA. To the 

best of our knowledge, no other researchers have examined 

the ASA physical status classification and severity of 

postoperative pain. However, one study found that a higher 

ASA classification was associated with lower satisfaction 

in patients undergoing total hip arthroplasty32. Higher ASA 

score was shown to be associated with increased opioid 

consumption in inpatients and discharge prescriptions33. It 

is possible that these latter findings may be explained by 

the role that the ASA score has in predicting the risk of 

post-surgical pain.

		  We also found that tourniquet time was associated 

with a greater risk of having moderate to severe post-

TKA pain. This finding is consistent with the results of a 

systematic review of randomized controlled trials (RCTs), 

which showed that on the third day following TKA, pain 

was significantly higher in patients on whom a tourniquet 

was used intraoperatively compared to those without a 

tourniquet34. A cohort study demonstrated that tourniquet use 

during ankle surgery led to a 20% increase in postoperative 

opioid requirement, or by 0.43 mg for every 10 minutes of 

tourniquet time35. A tourniquet can cause a number of local 

and systemic derangements, including tissue ischemia, no-
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reflow phenomenon, and post-tourniquet syndrome36. As 

a group, these findings suggest that the use of tourniquets 

should be for as little time as possible.

		  Many of the study participants received a low dose 

of aspirin (81 mg per day) postoperatively for venous 

thromboembolism (VTE) prophylaxis. However, we found 

that the use of this drug was a significant risk factor for 

having moderate to severe post-TKA pain. To the best of 

our knowledge, this is the first study that has examined 

low-dose aspirin as a potential risk factor for post-surgical 

pain. It seems likely that a low dose of aspirin at 81 mg per 

day is too low to exert any noticeable analgesic effects (a 

regular dose of aspirin for pain relief is 300-600 mg every 

4-6 hours). However, it is possible that this dose of aspirin 

may be enough to interfere with the pharmacokinetics of 

other traditional NSAIDs and selective cyclo-oxygenase 2 

(COX-2) inhibitors (COXIBs), thereby compromising the 

analgesic effects of the latter. At the same time, NSAIDs can 

interfere with aspirin’s efficacy to prevent VTE following total 

joint arthroplasty. It is thought that the binding of NSAIDs to 

the COX-1 receptor may prevent aspirin’s platelet inhibition 

via effective competition, most probably at the level of 

platelet COX-137. In any case, these findings support the 

need for more research to evaluate the interaction of aspirin 

on NSAIDs/COXIBs and vice versa.

		  All of our recruited patients’ ages ranged from 63-

75 years old, and we found that those in the younger age 

group were associated with having mild (as opposed to 

moderate or severe) post-TKA pain. However, this result 

is inconsistent with those from other studies, which showed 

that being younger was associated with higher levels of 

post-surgical pain following total joint arthroplasty38. A 

retrospective cohort study as part of the international PAIN 

OUT program found that with 4 common operations (hip 

or knee replacement, spinal surgery and laparoscopic 

cholecystectomy), postoperative pain lessened with 

advancing age. However, the change was small and of 

questionable clinical significance39.

		  We also found that having intrathecal fentanyl before 

the surgery was a protective factor against early moderate 

to severe postoperative pain following TKA. This finding is 

consistent with the conclusions from a systematic review and 

meta-analysis of RCTs, which showed the effectiveness and 

safety of spinal fentanyl in various kinds of surgery, including 

orthopedic procedures such as total hip arthroplasty40. Thus, 

providing intrathecal fentanyl would be worth considering 

when possible.

		  In addition, having received a peripheral nerve block 

prior to the survey was protective against moderate to 

severe post-TKA pain. This finding is consistent with the 

conclusions from a network meta-analysis, which found that 

single-shot and continuous femoral nerve blocks provided 

better postoperative pain relief at 24 hours in comparison 

to control41. Adductor canal blockade42 and fascia iliaca 

block43 have also been found to be effective adjuncts for 

postoperative pain relief in TKA patients.

		  Another potential protective factor against moderate 

to severe post-surgical pain identified in the current study 

was systemic corticosteroid. Again, this finding is consistent 

with the conclusions from a systematic review and meta-

analysis of 1,671 TKA patients, which demonstrated that 

adding perioperative intravenous dexamethasone reduced 

postoperative pain, opioid consumption, and length of 

hospital stay44.

		  Finally, we found that postoperative administration of 

either parecoxib or ketorolac was a protective factor against 

moderate to severe post-TKA pain. These findings are 

consistent with a study in Korean patients undergoing TKA 

that demonstrated parecoxib provided significantly better 

pain relief than a placebo45. Also, meta-analysis concluded 

that parecoxib was effective in decreasing postoperative 

pain and opioid requirements in TKA patients46. It has 

been shown that parecoxib provided comparable analgesia 

to ketorolac in TKA patients47. A retrospective study with 



Journal of Health Science and Medical Research                                                   J Health Sci Med Res 2026;44(3):e2025126611

Nimmaanrat S, et al.Associated Factors for Acute Post-TKA Pain

propensity score matching demonstrated that TKA patients 

with contraindications for NSAIDs had significantly higher 

postoperative pain intensity and required higher doses of 

morphine compared with those receiving NSAIDs48. As a 

group, these findings suggest that it would be useful to 

consider offering either ketorolac or parecoxib to patients 

who have undergone TKA.

		  The study has a number of limitations that should 

be considered when interpreting the results. Of most 

importance, it was a retrospective study, in that all of the 

data were collected after the TKA surgeries had been 

completed. That said, the variables examined as predictors 

were assessed and put into the patients’ medical records 

prior to them having the surgery. Thus, although the study 

itself is retrospective, many of the key predictor variables 

studied here were not. This increases our confidence that the 

findings are reliable and were not impacted by the patient’s 

(or clinician staff’s) memories regarding the variables, or 

might have been influenced by the presence of significant 

post-surgical pain intensity. A second limitation is that we 

studied a large number of variables in a series of exploratory 

analyses. We did not control for multiple tests in these 

analyses. It is therefore possible – indeed it is probable – 

that some of the significant findings might have emerged 

due to chance alone. These variables would therefore need 

to be studied in additional samples of individuals who have 

had a TKA to determine which findings are reliable. Also, 

the sample contained many more women than men. Thus, 

the extent to which the findings generalize to men with 

TKA is not known. Again, additional research is needed, 

in particular in samples containing more men, to determine 

the overall generalizability of the results. Finally, the TKAs 

were performed by different surgeons, and anesthesia was 

administered by various anesthesiologists. Variations in pain 

management regimens (even if similar) could have been a 

significant factor contributing to differences in pain control 

between the mild and high pain groups.

Conclusion
		  Despite the study’s limitations, the findings provide 

important new information regarding the factors associated 

with post-TKA pain. We identified a number of variables 

that predicted subsequent pain (i.e., factors assessed prior 

to the TKA) and that were associated with (i.e., factors 

assessed after the TKA) post-TKA pain. To the extent that 

these findings replicate in other samples of individuals who 

have undergone TKA surgery, the findings may be used to 

make it possible to deliver more effective pain management 

for these subjects (e.g., a personalized pain relief strategy), 

and to make them more comfortable for both the short term 

and long term following TKA.

Authors’ contributions:

		  Sasikaan Nimmaanrat was involved in the study 

design, proposal writing, Ethics Committee application, 

data collection, data analysis and interpretation, manuscript 

writing, and submission for publication.

		  Thara Tantichamnankul was involved in the study 

design, proposal writing, Ethics Committee application, data 

collection, data analysis and interpretation, and manuscript 

writing.

		  Mark P. Jensen was involved in data interpretation, 

manuscript writing, and submission for publication.

		  Sirikarn Siripruekpong was involved in data collection 

and manuscript writing.

		  Sumidtra Prathep was involved in data collection 

and manuscript writing.

		  Khanin Iamthanaporn was involved in data collection 

and manuscript writing.

Acknowledgement
		  The authors would like to thank Ms. Jirawan 

Jayuphan for her assistance in the statistical analyses for 

this paper.



Nimmaanrat S, et al.Associated Factors for Acute Post-TKA Pain

Journal of Health Science and Medical Research                                                    J Health Sci Med Res 2026;44(3):e2025126612

Conflict of interest
		  None to declare.

References
1.	 United Nations. World population ageing 2019: Highlights 

[homepage on the Internet]. New York: United Nations; 

[cited 2022 Jul 8]. Available from https://www.un.org/en/

development/desa/population/publications/pdf/ageing/

WorldPopulationAgeing2019-Highlights.pdf 

2.	 Peat G, Thomas MJ. Osteoarthritis year in review 2020: 

epidemiology & therapy. Osteoarthr Cartil 2021;29:180-9. doi: 

10.1016/j.joca.2020.10.007.

3.	 Safiri S, Kolahi AA, Smith E, Hill C, Bettampadi D, Mansournia 

MA, et al. Global, regional and national burden of osteoarthritis 

1990-2017: a systematic analysis of the Global Burden of 

Disease Study 2017. Ann Rheum Dis 2020;79:819-28. doi: 

10.1136/annrheumdis-2019-216515.

4.	 Turkiewicz A, Petersson IF, Björk J, Hawker G, Dahlberg LE, 

Lohmander LS, et al. Current and future impact of osteoarthritis 

on health care: a population-based study with projections to 

year 2032. Osteoarthr Cartil 2014;22:1826-32. doi: 10.1016/j.

joca.2014.07.015.

5.	 Maradit Kremers H, Larson DR, Crowson CS, Kremers WK, 

Washington RE, Steiner CA, et al. Prevalence of total hip and 

knee replacement in the United States. J Bone Joint Surg Am 

2015;97:1386-97. doi: 10.2106/JBJS.N.01141.

6.	 Kurtz S, Ong K, Lau E, Mowat F, Halpern M. Projections of 

primary and revision hip and knee arthroplasty in the United 

States from 2005 to 2030. J Bone Joint Surg Am 2007;89:780-

5. doi: 10.2106/JBJS.F.00222.

7.	 Latijnhouwers DAJM, Martini CH, Nelissen RGHH, Verdegaal 

SHM, Vliet Vlieland TPM, Gademan MGJ; Longitudinal Leiden 

Orthopaedics Outcomes of Osteoarthritis Study (LOAS) Group. 

Acute pain after total hip and knee arthroplasty does not affect 

chronic pain during the first postoperative year: observational 

cohort study of 389 patients. Rheumatol Int 2022;42:689-98. 

doi: 10.1007/s00296-022-05094-4.

8.	 Azam MQ, Goyal T, Paul S, Yadav AK, Govil N. Enhanced 

recovery protocol after single-stage bilateral primary total 

knee arthroplasty decreases duration of hospital stay without 

increasing complication rates. Eur J Orthop Surg Traumatol 

2022;32:711-7. doi: 10.1007/s00590-021-03031-y.

9.	 Berkowitz RD, Steinfeld R, Sah AP, Mack RJ, McCallum SW, 

Du W, et al. Safety and efficacy of perioperative intravenous 

meloxicam for moderate-to-severe pain management in 

total knee arthroplasty: a randomized clinical trial. Pain Med 

2021;22:1261-71. doi: 10.1093/pm/pnab016.

10.	Abrecht CR, Cornelius M, Wu A, Jamison RN, Janfaza D, 

Urman RD, et al. Prediction of pain and opioid utilization in 

the perioperative period in patients undergoing primary knee 

arthroplasty: psychophysical and psychosocial factors. Pain 

Med 2019;20:161-71. doi: 10.1093/pm/pny020.

11.	 Seo SS, Kim OG, Seo JH, Kim DH, Kim YG, Park BY. 

Comparison of the effect of continuous femoral nerve block 

and adductor canal block after primary total knee arthroplasty. 

Clin Orthop Surg 2017;9:303-9. doi: 10.4055/cios.2017.9.3.303.

12.	Gaffney CJ, Pelt CE, Gililland JM, Peters CL. Perioperative pain 

management in hip and knee arthroplasty. Orthop Clin North 

Am 2017;48:407-19. doi: 10.1016/j.ocl.2017.05.001.

13.	 Li JW, Ma YS, Xiao LK. Postoperative pain management 

in total knee arthroplasty. Orthop Surg 2019;11:755-61. doi: 

10.1111/os.12535.

14.	 Puolakka PA, Rorarius MG, Roviola M, Puolakka TJ, 

Nordhausen K, Lindgren L. Persistent pain following knee 

arthroplasty. Eur J Anaesthesiol 2010;27:455-60. doi: 10.1097/

EJA.0b013e328335b31c.

15.	Speed TJ, Jung Mun C, Smith MT, Khanuja HS, Sterling RS, 

Letzen JE, et al. Temporal association of pain catastrophizing 

and pain severity across the perioperative period: a cross-

lagged panel analysis after total knee arthroplasty. Pain Med 

2021;22:1727-34. doi: 10.1093/pm/pnab035.

16.	 Rakel BA, Blodgett NP, Zimmerman BM, Logsden-Sackett 

N, Clark C, Noiseux N, et al. Predictors of postoperative 

movement and resting pain following total knee replacement. 

Pain 2012;153:2192-2203. doi: 10.1016/j.pain.2012.06.021.

17.	 Roth ML, Tripp DA, Harrison MH, Sullivan M, Carson P. 

Demographic and psychosocial predictors of acute perioperative 

pain for total knee arthroplasty. Pain Res Manag 2007;12:185-

94. doi: 10.1155/2007/394960.

18.	 Boonstra AM, Stewart RE, Köke AJ, Oosterwijk RF, Swaan 

JL, Schreurs KM, et al. Cut-Off Points for Mild, Moderate, and 

Severe Pain on the Numeric Rating Scale for Pain in Patients 

with Chronic Musculoskeletal Pain: Variability and Influence 



Journal of Health Science and Medical Research                                                   J Health Sci Med Res 2026;44(3):e2025126613

Nimmaanrat S, et al.Associated Factors for Acute Post-TKA Pain

of Sex and Catastrophizing. Front Psychol 2016;7:1466. doi: 

10.3389/fpsyg.2016.01466.

19.	 Iamaroon A, Siriussawakul A, Tangwiwat S, Saetang S, 

Rungwattanakit P, Thanakiattiwibun C. Moderate-to-severe 

pain after knee arthroplasty: a retrospective study of incidence 

and risk factors. Thai J Anesthesiol 2020;46:71-9.

20.	Zhang Y, Jordan JM. Epidemiology of osteoarthritis. Clin Geriatr 

Med 2010;26:355-69. doi: 10.1016/j.cger.2010.03.001.

21.	Thati S. Gender differences in osteoarthritis of knee: an Indian 

perspective. J Midlife Health 2021;12:16-20. doi: 10.4103/jmh.

jmh_35_21.

22.	Collins JE, Deshpande BR, Katz JN, Losina E. Race- and sex-

specific incidence rates and predictors of total knee arthroplasty: 

seven-year data from the osteoarthritis initiative. Arthritis Care 

Res (Hoboken) 2016;68:965-73. doi: 10.1002/acr.22771.

23.	Lo LWT, Suh J, Chen JY, Liow MHL, Allen JC, Lo NN, et 

al. Early postoperative pain after total knee arthroplasty 

is associated with subsequent poorer functional outcomes 

and lower satisfaction. J Arthroplasty 2021;36:2466-72. doi: 

10.1016/j.arth.2021.02.044.

24.	Nandi M, Schreiber KL, Martel MO, Cornelius M, Campbell CM, 

Haythornthwaite JA, et al. Sex differences in negative affect and 

postoperative pain in patients undergoing total knee arthroplasty. 

Biol Sex Differ 2019;10:23. doi: 10.1186/s13293-019-0237-7.

25.	Gerbershagen HJ, Pogatzki-Zahn E, Aduckathil S, Peelen 

LM, Kappen TH, van Wijck AJ, et al. Procedure-specific risk 

factor analysis for the development of severe postoperative 

pain. Anesthesiology 2014;120:1237-45. doi: 10.1097/

ALN.0000000000000108.

26.	Zheng H, Schnabel A, Yahiaoui-Doktor M, Meissner W, Van 

Aken H, Zahn P, et al. Age and preoperative pain are major 

confounders for sex differences in postoperative pain outcome: 

a prospective database analysis. PLoS One 2017;12:e0178659. 

doi: 10.1371/journal.pone.0178659.

27.	Bartley EJ, Fillingim RB. Sex differences in pain: a brief review 

of clinical and experimental findings. Br J Anaesth 2013;111:52-

8. doi: 10.1093/bja/aet127.

28.	Vincent K, Tracey I. Hormones and their interaction 

with the pain experience. Rev Pain 2008;2:20-4. doi: 

10.1177/204946370800200206.

29.	McEwen BS, Milner TA. Understanding the broad influence of 

sex hormones and sex differences in the brain. J Neurosci Res 

2017;95:24-39. doi: 10.1002/jnr.23809.

30.	Racine M, Tousignant-Laflamme Y, Kloda LA, Dion D, Dupuis 

G, Choinière M. A systematic literature review of 10 years 

of research on sex/gender and pain perception - part 2: 

do biopsychosocial factors alter pain sensitivity differently 

in women and men? Pain 2012;153:619-35. doi: 10.1016/j.

pain.2011.11.026.

31.	 Hobara M. Beliefs about appropriate pain behavior: cross-

cultural and sex differences between Japanese and Euro-

Americans. Eur J Pain 2005;9:389-93. doi: 10.1016/j.

ejpain.2004.09.006.

32.	Aggarwal A, Naylor JM, Adie S, Liu VK, Harris IA. Preoperative 

factors and patient-reported outcomes after total hip 

arthroplasty: multivariable prediction modeling. J Arthroplasty 

2022;37:714-20.e4. doi: 10.1016/j.arth.2021.12.036.

33.	Sanford Z, Broda A, Taylor H, Turcotte J, Patton CM. Predictive 

risk factors associated with increased opioid use among 

patients undergoing elective spine surgery. Int J Spine Surg 

2020;14:189-94. doi: 10.14444/7025.

34.	Zhao J, Dong X, Zhang Z, Gao Q, Zhang Y, Song J, et al. 

Association of use of tourniquets during total knee arthroplasty 

in the elderly patients with post-operative pain and return to 

function. Front Public Health 2022;10:825408. doi: 10.3389/

fpubh.2022.825408.

35.	Kruse H, Christensen KP, Møller AM, Gögenur I. Tourniquet 

use during ankle surgery leads to increased postoperative 

opioid use. J Clin Anesth 2015;27:380-4. doi: 10.1016/j.

jclinane.2015.03.034.

36.	Estebe JP, Davies JM, Richebe P. The pneumatic 

tourniquet: mechanical, ischaemia-reperfusion and systemic 

effects. Eur J Anaesthesiol 2011;28:404-11. doi: 10.1097/

EJA.0b013e328346d5a9.

37.	Krauss E, Cronin M, Dengler N, Segal A. Interaction between 

low-dose aspirin and nonsteroidal anti-inflammatory drugs can 

compromise aspirin’s efficacy in preventing venous thrombosis 

following total joint arthroplasty. Clin Appl Thromb Hemost 

2020;26:1076029620920373. doi: 10.1177/1076029620920373.

38.	Hernández C, Díaz-Heredia J, Berraquero ML, Crespo P, 

Loza E, Ruiz Ibán MÁ. Pre-operative predictive factors of 

postoperative pain in patients with hip or knee arthroplasty: a 

systematic review. Reumatol Clin 2015;11:361-80. doi: 10.1016/j.

reuma.2014.12.008.



Nimmaanrat S, et al.Associated Factors for Acute Post-TKA Pain

Journal of Health Science and Medical Research                                                    J Health Sci Med Res 2026;44(3):e2025126614

39.	van Dijk JFM, Zaslansky R, van Boekel RLM, Cheuk-Alam 

JM, Baart SJ, Huygen FJPM, et al. Postoperative pain and 

age: a retrospective cohort association study. Anesthesiology 

2021;135:1104-19. doi: 10.1097/ALN.0000000000004000.

40.	Fonseca NM, Guimarães GMN, Pontes JPJ, Azi LMTA, de 

Ávila Oliveira R. Safety and effectiveness of adding fentanyl or 

sufentanil to spinal anesthesia: systematic review and meta-

analysis of randomized controlled trials. Braz J Anesthesiol 

2021:S0104-0014(21)00409-7. doi: 10.1016/j.bjane.2021.10.010.

41.	Dong P, Tang X, Cheng R, Wang J. Comparison of the efficacy 

of different analgesia treatments for total knee arthroplasty: 

a network meta-analysis. Clin J Pain 2018;34:1047-60. doi: 

10.1097/AJP.0000000000000631.

42.	Nader A, Kendall MC, Manning DW, Beal M, Rahangdale R, 

Dekker R, et al. Single-dose adductor canal block with local 

infiltrative analgesia compared with local infiltrate analgesia after 

total knee arthroplasty: a randomized, double-blind, placebo-

controlled trial. Reg Anesth Pain Med 2016;41:678-84. doi: 

10.1097/AAP.0000000000000494.

43.	Brisbane Orthopaedic & Sports Medicine Centre Writing 

Committee, McMeniman TJ, McMeniman PJ, Myers PT, Hayes 

DA, Cavdarski A, et al. Femoral nerve block vs fascia iliaca 

block for total knee arthroplasty postoperative pain control: 

a prospective, randomized controlled trial. J Arthroplasty 

2010;25:1246-9. doi: 10.1016/j.arth.2009.11.018.

44.	Liang S, Xing M, Jiang S, Zou W. Effect of intravenous 

dexamethasone on postoperative pain in patients undergoing 

total knee arthroplasty: a systematic review and meta-analysis. 

Pain Physician 2022;25:E169-E183.

45.	Essex MN, Choi HY, Bhadra Brown P, Cheung R. A randomized 

study of the efficacy and safety of parecoxib for the treatment 

of pain following total knee arthroplasty in Korean patients. J 

Pain Res 2018;11:427-33. doi: 10.2147/JPR.S147481.

46.	Du X, Gu J. The efficacy and safety of parecoxib for reducing 

pain and opioid consumption following total knee arthroplasty: 

a meta-analysis of randomized controlled trials. Int J Surg 

2018;59:67-74. doi: 10.1016/j.ijsu.2018.09.017.

47.	Laoruengthana A, Rattanaprichavej P, Reosanguanwong 

K, Chinwatanawongwan B, Chompoonutprapa P, Pongpirul 

K. A randomized controlled trial comparing the efficacies of 

ketorolac and parecoxib for early pain management after 

total knee arthroplasty. Knee 2020;27:1708-14. doi: 10.1016/j.

knee.2020.10.005.

48.	Laoruengthana A, Chaibhuddanugul N, Rattanaprichavej P, 

Malisorn S, Tangsripong P, Pongpirul K. Perioperative outcomes 

of patients who were not candidates for additional nonsteroidal 

anti-inflammatory drugs in a multimodal pain control regimen 

for total knee arthroplasty. Clin Orthop Surg 2021;13:160-7. 

doi: 10.4055/cios20154.


