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Abstract
Purpose  To compare the postoperative pain score, opioid consumption, and blood loss in knee osteoarthritis 
patients who underwent unilateral primary total knee arthroplasty with and without intraoperative cold solution 
irrigation.

Method  In total, 70 knee osteoarthritis patients were randomly included in the study and allocated into 2 groups. 
The first group was irrigated intraoperatively with a cold solution and the second group was irrigated intraoperatively 
with a room-temperature solution.

Results  The cold solution group showed significantly lower pain scores (numerical rating scale, NRS) at 28 h 
postoperatively (p = 0.047). There were no significant differences in opioid consumption or blood loss between the 
groups.

Conclusions  Intraoperative cold solution irrigation in unilateral primary total knee arthroplasty patients may 
provide the benefit of early postoperative pain reduction for up to 28 h but has no effect in terms of reducing opioid 
consumption or blood loss.

Trial registration  The trial was registered in the Thai Clinical Trials Registry (TCTR) Trial registration number ID: 
TCTR20200706001 on 06/07/2020.

Effect of intraoperative cold solution irrigation 
to reduce postoperative pain in knee 
osteoarthritis patients who underwent 
unilateral primary total knee arthroplasty: 
a double-blinded randomized controlled trial
Suwis Charoenwisetsin1, Vorakran Jiranantarat2, Paphon Hirunyachoke1 and Pacharapol Udomkiat1*

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12891-024-07732-3&domain=pdf&date_stamp=2024-7-31


Page 2 of 9Charoenwisetsin et al. BMC Musculoskeletal Disorders          (2024) 25:608 

Background
Total knee arthroplasty (TKA) is the gold standard treat-
ment for knee osteoarthritis patients who have failed 
conservative treatment to decrease pain and disability [1, 
2]. Postoperative pain after TKA is usually at a maximum 
of 24 to 48 h postoperatively [3]. Inadequate pain control 
can cause delayed recovery and complications, such as 
deep vein thrombosis, wound problems, and longer hos-
pital stays [4].

Currently, the best method for postoperative TKA pain 
control is unknown [5–7], but the present general con-
cept for postoperative pain control is multimodal anal-
gesia treatment, which uses multiple medications and 
physical modalities to maximize the analgesic effects and 
minimize adverse effects [8].

Irrigation is a standard step during TKA operations [9, 
10]. Irrigation has various benefits, including washing off 
residual bone and soft tissue debris to reduce bacterial 
accumulation and reduce third-body wear [11]. Accord-
ingly, the US Centers for Disease Control and Preven-
tion (CDC) in 2017 and the World Health Organization 
(WHO) in 2018 recommended diluted povidone–iodine 
solution irrigation intraoperatively to reduce surgical site 
infection [12, 13], but there is no consensus on the opti-
mal volume of irrigation in TKA [14].

Cryotherapy is another common modality used in 
acute postoperative pain control. The physiology of 
cryotherapy consists of vasoconstriction and hemostasis 
for decreasing inflammation and swelling which in turn 
helps delay pain signal transmission and muscle spasm 
[15, 16]. Previous studies have reported various methods 
for cryotherapy applications, such as ice, a cold pack, and 
cold flow devices. The therapeutic effects of cryotherapy 
include decreased pain score, analgesic consumption, 
and blood loss, and improved functional knee score [17–
21]. A meta-analysis of postoperative cryotherapy studies 
also found small benefits in reducing VAS at 48 h postop-
eratively, and blood loss (225 mL), and an improvement 
in ROM at discharge [22–24]. The main obstacle to effec-
tive postoperative cryotherapy is the barrier between 
deep-seated injured tissue and the superficial cold appli-
cation, such as the soft tissue thickness, surgical wound 
bandage, and the inability to disperse cold application 
due to the sparing of some areas that are prone to com-
plications, such as the patella area and popliteal fossa. 
One study found superficial cold could penetrate deep 
tissue to only 4 cm in depth [25]. Consequently, there is 
interest in further studying intraoperative cryotherapy 
to be applied cold directly into deep injured tissue. Also, 
one study found that intraoperative cryotherapy in knee 
arthroscopy did not offer benefits, and one explanation 
for this could have been the minor degree of soft tissue 
injury from the arthroscopic procedure utilized in the 
study [26].

Regarding the use of cryotherapy in TKA patients, 
there was a single study by Li et al. in 2016 that used cold 
saline mixed with 0.5% epinephrine irrigation intraopera-
tively and compared this with room-temperature saline 
irrigation. The study authors found that cold saline could 
reduce VAS at 4–24 h postoperatively, and reduce anal-
gesic consumption and blood loss. However, the results 
from that study may have been affected by the addition of 
epinephrine and the unusually prolonged irrigation time 
[27].

Our study aimed to evaluate whether a combination of 
two previously mentioned routine steps in perioperative 
TKA care, which is an intraoperative irrigation with a 
cold solution, could improve the early postoperative TKA 
results. The research compared intraoperative cold solu-
tion irrigation with room temperature solution irrigation 
without additional drugs in terms of the postoperative 
pain score, opioid consumption, and blood loss in both 
procedures.

Materials and methods
Study design
This was a double-blinded randomized controlled study 
that was performed at Siriraj Hospital, Mahidol Uni-
versity from July 2020 to Jan 2023, approved by Siriraj 
Institutional Review Board Certificate of Approval COA 
no. Si 544/2020 and was registered in the Thai Clini-
cal Trials Registry (TCTR) Trial registration number: 
TCTR20200706001 on 06/07/2020. The inclusion criteria 
were knee osteoarthritis patients who underwent unilat-
eral primary TKA and who were 45 years old or older and 
gave their informed consent to participate. The exclusion 
criteria were patients who had cold allergy/cold intol-
erance, allergy to any medication used in the protocol 
(tranexamic acid, ketorolac, levobupivacaine, morphine, 
parecoxib, eperisone, acetaminophen, codeine, prega-
balin, marcaine, heavy marcaine, dexamethasone), had 
an eGFR lower than 50 mL/min/1.73 m2, received anes-
thesia other than a spinal block with an adductor canal 
block, psychiatric disorder, cognitive impairment, bleed-
ing disorder, unable to withhold antiplatelet/anticoagu-
lant before surgery except low dose aspirin, needed an 
additional procedure other than the standard cruciate-
retaining total knee arthroplasty, and/or refused to give 
informed consent or rejected participation. The patients 
were randomized into 2 groups by computer-generated 
mixed block-sized randomization (block sizes = 4, 6, 8). 
The sequence of randomization was concealed with an 
opaque sealed envelope that was opened intraoperatively. 
The patients and the assessors were blinded. The CON-
SORT flow diagram for patient enrollment in this study 
was shown in Fig. 1. The sample size was calculated based 
on the study by Li et al., using an alpha level of 0.05 and a 
beta level of 0.05. The calculation was performed using a 
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pre-procedure NRS score of 3.0 with a standard deviation 
(SD) of 2, and a post-procedure NRS score of 2.2 with an 
SD of 2.

Surgical technique and intervention
In total, 70 patients were included in the study. Before 
surgery, the patient’s demographic data were collected, 
including age, sex, BMI, baseline pain score (numerical 
rating scale, NRS 0–10), baseline opioid consumption, 
and hemoglobin and hematocrit levels. The Numerical 
Rating Scale (NRS) is an 11-point scale where the end-
points represent the extremes of no pain and the worst 
pain imaginable [28]. In our study, the NRS was deliv-
ered verbally to the participants. All the patients received 
antibiotics prophylaxis and tranexamic acid 750  mg 
intravenous 30  min before undergoing the operation. A 
tourniquet was applied and the pressure was set at 300 
mmHg. Unilateral primary TKA was performed by a sin-
gle adult reconstructive orthopedic surgeon under spinal 
plus an adductor canal block in every case. The patients 

were kept warm during the operation with a heater. 
After skin preparation and draping in a sterile fashion, 
a midline incision was done with a medial parapatel-
lar approach. A P.F.C. sigma cruciate-retaining prosthe-
sis (Johnson DePuy Synthes, USA) was used for all the 
patients. After bone cut and gap balancing were done, all 
the patients received periarticular injections with a simi-
lar regimen cocktail (ketorolac 30  mg + levobupivacaine 
100 mg diluted with NSS 20 mL) and the same amount 
at each location (infrapatellar fat pad, medial and lat-
eral gutter periosteum, medial and lateral collateral liga-
ment, posterior capsule, and quadriceps muscle); then 
the opaque sealed envelope that contained the random-
ized sequence was opened. The patients were divided 
into 2 groups: the cold solution irrigation group and the 
room temperature solution irrigation group. The cold 
solution irrigation group was irrigated with a mixture of 
NSS 1000 mL + 10% povidone–iodine 250 mL, with both 
stored at 2–8  °C. The room temperature solution irri-
gation group was irrigated with a mixture of NSS 1000 

Fig. 1  Consolidated standards of reporting trials (CONSORT) flow diagram for patient enrollment in the study
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mL + 10% povidone–iodine 250 mL, with both stored at 
room temperature.

The irrigating solutions were stored in a nearby tem-
perature-controlled refrigerator/shelf and transported to 
the operating room just before the irrigation step. After 
mixing the solution in the operative field, 50 mL of the 
mixed solution was brought out to measure its actual 
temperature using a digital thermometer (Extech 39240, 
Extech Instruments, USA). The irrigation was divided 
into two periods: before and after the cemented com-
ponents implantation. The mixed solution was soaked 
intraarticularly during wound closure and was suctioned 
before the closure was done. A vacuum drain was placed 
through a superolateral aspect of the patella. The total 
irrigation time was recorded. The perioperative body 
temperature of all the patients was recorded in both the 
waiting room and recovery room. The vacuum drain 
was clamped for 3 h, then released and removed at 48 h 
postoperatively. All the patients received postopera-
tive analgesics around the clock with the same regimen, 
except for intravenous opioids for breakthrough pain. 
NRS 0–10 was recorded every 4 h until 72 h postopera-
tively. Mechanical DVT prophylaxis was applied to all 
the patients. Two cold packs that were stored at 0 °C for 
at least 2 h were applied for 20 min every 2 h until 72 h 
postoperatively. Rehabilitation was initiated on postop-
erative day 1 with the same program for all the patients. 
Hemoglobin and hematocrit levels were routinely taken 
on postoperative day 1 and additionally on day 3 for cal-
culating the estimated blood loss (Mercuriali formula) 
and hemoglobin difference compared to baseline. All the 
patients were discharged after achieving knee flexion of 
at least 90 degrees, NRS ≤ 3, and once they were able to 
perform basic ADL with a gait aid. All complications dur-
ing the admission period were recorded.

Estimated blood loss calculation
The Nadler equation was used to calculate blood volume 
for inputting in the Mercuriali formula for males and 
females:

 
Male; Blood volume = (0.3669 × H3) + (0.03219 × 
W) + 0.6041
 
Female; Blood volume = (0.3561 × H3) + (0.03308 × 
W) + 0.1833

 
where H is the patient’s height in meters, and W is the 
patient’s weight in kilograms.

The estimated RBC loss was calculated via the Mercu-
riali formula using the blood volume figures calculated 
above:

 
Estimated RBC loss = [Blood volume × (Preop Hct - 
Postop Hct day3)] +

the volume of transfused RBC (Blood volume in milli-
liters, Hct in decimal, the volume of transfused RBC in 
milliliters of RBC).

 
The estimated RBC loss was then converted into the esti-
mated blood loss in milliliters by dividing by the mean 
Hct (mean Hct = (Preop Hct + Postop Hct day3) ÷ 2).

Statistical analysis
We analyzed descriptive statistics with the mean ± SD for 
continuous variables and percentage for categorical vari-
ables. The independent t-test/Mann–Whitney U-test and 
chi-square test/Fischer’s exact test were used to compare 
variables between the 2 groups. Inferential statistics, for 
the primary outcome (NRS) between the 2 groups, were 
analyzed with an independent t-test at each time point. 
The secondary outcomes (total opioid consumption, esti-
mated blood loss, hemoglobin difference, and total drain 
content) were analyzed with an independent t-test. The 
statistical analyses were performed using SPSS Statistics 
for Windows, version 18.0 software (SPSS, Inc., Chicago, 
IL, USA). Statistical significance was defined as a p-value 
less than 0.05.

Results
70 patients in the study were randomized into 2 groups: 
35 participants in the cold solution group and 35 par-
ticipants in the room temperature solution group. There 
was no dropout of participants in this study. The average 
solution temperature in the cold group was 11.1 °C while 
it was 18.6 °C in the room temperature group. The total 
irrigation time was estimated at 2–3 min.

There were no significant differences in the baseline 
characteristics between the 2 groups, including age, BMI, 
gender, baseline NRS, and baseline opioid consumption 
(Table 1).

The NRS of the cold solution group was slightly lower 
in the early postoperative period up to 28  h (Fig.  2), 
but significantly lower only at 28  h after the operation 
(p = 0.047). There were no significant differences in post-
operative opioid consumption between the 2 groups on 
postoperative days 1, 2, and 3 (p = 0.869, p = 0.394, and 
p = 0.329 respectively) (Table  2). There was no signifi-
cant reduction in the calculated blood loss in the cold 
solution group (p = 0.761). Also, there were no signifi-
cant differences in the hemoglobin difference (p = 0.635), 
drain content (p = 0.391), and amount of packed red cell 
transfusion (p = 0.463) (Table 3). The cold solution groups 
had a significantly longer operative time (p = 0.026). The 
patients in the cold solution group had a significantly 
shorter length of hospital stay (p = 0.039). No patients in 
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Table 1  Baseline characteristics of the enrolled patients
Demographic data Cold irrigation (n = 35) Room temperature (n = 35) p-value
Age 68.14 ± 5.54 70.46 ± 7.25 0.138
BMI (kg/m2) 26.77 ± 3.67 26.76 ± 4.10 0.992
Gender
  Male 5 (62.5%) 3 (37.5%) 0.355
  Female 30 (48.4%) 32 (51.6%)
Side
  Right 17 (48.6%) 18 (51.4%) 1.000
  Left 18 (51.4%) 17 (48.6%)
OA
  Primary 31 (47%) 35 (53%) 0.114
  Secondary 4 (100%) 0 (0%)
Baseline pain score at rest 1.21 ± 2.10 0.84 ± 2.07 0.481
Baseline pain score while walking 5.31 ± 1.84 4.79 ± 2.5 0.356
Operative time (min) 85.63 ± 18.79 76.09 ± 0.33 0.026*
Intra-op blood loss (ml) 13.86 ± 16.81 14.29 ± 11.32 0.901b

Pre-op body temp (°C) 36.37 ± 0.33 36.40 ± 0.31 0.682b

Post-op body temp (°C) 35.89 ± 0.31 35.91 ± 0.28 0.749
Baseline opioid (MO equivalent (mg)) 0.185 ± 0.82 0.523 ± 1.91 0.368b

*sig. p-value < 0.005, b Mann–Whitney U test analysis was performed because the data were non-normally distributed

Fig. 2  Estimated marginal mean NRS for the two groups of patients
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Table 2  Postoperative pain scores of the two groups
Group Mean difference

(95% CI)
P-value

Cold solution Room temp solution
Pain (NRS)
  0 h 0 ± 0 0.25 ± 1.41 -0.25 (-0.79, 0.29) 0.317b

  4 h 1.07 ± 1.99 1.69 ± 2.47 -0.62 (-1.79, 0.56) 0.153b

  8 h 1.00 ± 1.66 1.88 ± 2.35 -0.88 (-1.91, 0.17) 0.385b

  12 h 1.39 ± 2.23 1.75 ± 2.91 -0.36 (-1.71, 0.99) 0.603b

  16 h 1.61± 2.39 1.47 ± 2.38 0.14 (-1.10, 1.38) 0.858b

  20 h 1.57 ± 1.95 1.72 ± 2.56 -0.15 (-1.34, 1.04) 0.814b

  24 h 1.71 ± 2.23 2.13 ± 2.76 -0.41 (-1.72, 0.90) 0.724b

  28 h 1.25 ± 1.99 2.25 ± 2.26 -1.00 (-2.11, 0.11) 0.047*b

  32 h 2.68 ± 3.38 1.38 ± 2.24 1.30 (-0.21, 2.82) 0.134b

  36 h 1.82 ± 2.54 1.56 ± 1.93 0.26 (-0.90, 1.42) 0.852b

  40 h 1.25 ± 1.92 1.22 ± 1.83 0.03 (-0.94, 1.00) 0.539b

  44 h 1.18 ± 2.07 1.59 ± 2.21 -0.42 (-1.53, 0.70) 0.504b

  48 h 1.61 ± 2.27 1.75 ± 2.49 -0.14 (-1.38, 1.09) 0.942b

  52 h 1.79 ± 2.08 1.81 ± 2.72 -0.03 (-1.29, 1.24) 0.674b

  56 h 0.71 ± 1.58 0.91 ± 1.71 -0.19 (-1.05, 0.66) 0.894b

  60 h 1.07 ± 1.92 0.81 ± 1.58 0.26 (-0.65, 1.16) 0.857b

  64 h 0.82 ± 1.83 0.78 ± 1.45 0.04 (-0.81, 0.89) 0.365b

  68 h 0.57 ± 1.40 1.13 ± 1.81 -0.56 (-1.40, 0.29) 0.151b

  72 h 0.82 ± 1.87 0.66 ± 1.47 0.17 (-0.70, 1.25) 0.992b

*sig. p-value < 0.005, b Mann–Whitney U test analysis was performed because the data were non-normally distributed

Table 3  Comparison of the differences in opioid consumption, calculated blood loss, drain content, packed red cell transfusion, and 
length of hospital stay between the two groups

Group Mean difference
(95% CI)

P-value
Cold Irrigation Room temperature

Morphine (mg)
  Day 1 2.01 ± 3.34 1.64 ± 2.43 0.37 (-1.02, 1.76) 0.869b

  Day 2 1.90 ± 2.39 1.80 ± 3.76 0.10 (-1.40, 1.60) 0.394b

  Day 3 1.00 ± 1.50 0.77 ± 1.31 0.23 (-0.44, 0.90) 0.329b

  Total morphine 4.33 ± 6.16 4.33 ± 6.82 0.79 (-2.31, 3.89) 0.343b

Hb (g/dL)
  Pre-op 12.53 ± 1.13 12.60 ± 1.50 -0.17 (-0.82, 0.49) 0.62
  Post-op Day 1 10.85 ± 1.16 10.60 ± 1.44 0.15 (-0.50, 0.80) 0.652
  Post-op Day 3 10.36 ± 0.95 10.42 ± 1.18 -0.03 (-0.57, 0.50) 0.897
Hct (%)
  Pre-op 38.46 ± 3.40 38.96 ± 4.21 -0.73 (-1.70, 2.19) 0.455
  Post-op Day 1 32.94 ± 3.22 32.53 ± 4.20 0.25 (-1.70, 2.19) 0.8
  Post-op Day 3 31.56 ± 2.80 31.95 ± 3.62 -0.46 (-2.12, 1.19) 0.576
Total drain (ml) 329.53 ± 173.86 320.16 ± 260.12 9.37 (-101.76,) 0.391b

PRC transfusion (ml) 26.50 ± 84.03 51.42 ± 124.94 -24.92 (-78.41, 28.57) 0.463b

Hb difference (g/dL) 2.04 ± 0.82 2.17 ± 1.15 -0.13 (-0.64, 0.377) 0.635b

Calculated blood loss (ml) 687.18 ± 273.26 712.37 ± 372.27 -25.19 (-190.50, 140.12) 0.761
Length of Stay (days) 5.47 ± 0.62 5.89 ± 0.90 -0.415 (-0.79, -0.04) 0.039*b

*sig. p-value < 0.005, b Mann–Whitney U test analysis was performed because the data were non-normally distributed



Page 7 of 9Charoenwisetsin et al. BMC Musculoskeletal Disorders          (2024) 25:608 

either group developed wound complications or surgi-
cal site infection. Also, no hypothermia developed in the 
cold solution group.

Discussion
The peak postoperative pain scores occurred at 24 to 32 h 
in our study, which concorded with the literature [22, 23, 
27]. Our study also demonstrated a lower early postop-
erative NRS up to 28 h, with the mean difference in NRS 
at 28 h reaching the MCID, as defined by P. S. Myles et 
al. [29]. These results were comparable with the results 
of a previous study [27] that reported a significantly low-
ered postoperative VAS from 4 to 24 h, albeit our result 
was significant only at 28 h postoperatively. The possible 
explanations for this are the following:

The lower average pain score of our study
Our study’s intensive postoperative pain control protocol, 
which included a combination of multiple analgesics and 
physical modalities, may have suppressed baseline post-
operative pain and masked the modest effect of intraop-
erative cryotherapy. The NRS at 28  h was significantly 
lower in the cold solution group because that time point 
was the highest pain period, which may indicate the 
effect of intraoperative cryotherapy.

The irrigation time and volume
In our study, the average irrigation time in both groups 
was about 2 to 3 min, which replicated the real-life prac-
tice in most orthopedics institutes. The shorter period 
of intraoperative cryotherapy and much lower irrigation 
volume in our study than in the study of Li et al. [27] 
(1200 ml vs. 4000 ml) may have decreased the analgesic 
effect.

Temperature loss of the irrigation solution
Although we stored the irrigation solution in the closest 
temperature-controlled refrigerator and transferred it to 
the operative field as late as possible during the irriga-
tion period, some inevitable temperature change of the 
irrigation solution toward room temperature must have 
occurred and may have blunted the effect of the intraop-
erative cryotherapy.

Opioid consumption was not significantly different in 
both groups. Our study’s lower average pain score, with 
an NRS lower than 3 for most of the early postopera-
tive period, may have been the reason for the only small 
amount of rescue analgesics consumed in both groups.

The calculated blood loss, hemoglobin difference, and 
drain content showed no significant differences between 
both groups, which contrasts with the findings from Li 
et al.’s study [27] that showed a reduction in postopera-
tive hemoglobin and drainage output in the cold solution 
group. A major difference in the irrigation solution of our 

study was that no epinephrine was added to an irrigation 
solution in both groups, which contrasts with Li et al.’s 
study, where epinephrine was used in the cold solution 
group. Moreover, our study did not administer epineph-
rine through a drainage tube after the operation. The lack 
of a hemostatic effect of the epinephrine in the intraop-
erative and immediate postoperative periods may have 
been the reason for the similar blood loss parameters in 
both groups. We concluded from the results that intraop-
erative cold solution irrigation did not affect postopera-
tive blood loss. No wound complications or surgical site 
infections were observed in any patient in either group 
in our study. Finally, the cold solution group patients had 
a statistically significantly shorter length of hospital stay. 
Although it was only by one day, this could still reduce 
the total cost and improve patient satisfaction greatly.

There are limitations of our study to note, including 
the small sample size, which may have meant the study 
lacked the power to detect minor differences. Also, our 
study did not have a method to maintain the temperature 
of the irrigation solution during the irrigation period, so 
some loss of cold during the irrigation period was inevi-
table. A small amount of irrigation solution and a brief 
irrigation period may minimize the effect of this on intra-
operative cryotherapy.

Moreover, the results also showed a statistically signifi-
cant difference in postoperative pain scores between the 
two groups at some time points. Therefore, it confirmed 
the analgesic effect of intraoperative cold solution irri-
gation. Further study with higher power may reveal the 
obvious analgesic effect of intraoperative cryotherapy, 
and the functional outcome also needs to be further 
investigated.

A notable limitation of our study is the use of a tour-
niquet during surgery. According to recent literature by 
Ahmed et al. [30], the routine use of tourniquets in TKA 
should be reconsidered due to benefits like reduced post-
operative pain. The inclusion of a tourniquet in our study 
may have influenced our results. Future studies without 
the use of a tourniquet should be conducted to accurately 
assess the true effects of cold solution irrigation on post-
operative outcomes.

Conclusions
Intraoperative cold solution irrigation in unilateral pri-
mary total knee arthroplasty patients may benefit from 
early postoperative pain reduction for up to 28  h but 
has no effect on the reduction of opioid consumption or 
blood loss. Intraoperative cold solution irrigation is a safe 
method to improve postoperative pain after total knee 
arthroplasty.
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and close medical care according to standards. Personal and research-related 
data of the participants will be kept confidential.
Reasons that may lead to the withdrawal of research participants from the 
study:
• Participants expressed a desire to withdraw from the research project.
• Severe side effects from the drugs used in the study or allergic reactions to 
the study drugs necessitate discontinuation of the medication.
• Participants who receive anesthesia through methods other than spinal 
injections combined with specific nerve block anesthesia in the inner thigh 
area.

• Participants undergoing knee replacement surgery who require the addition 
of other devices to the standard prosthesis due to complications during 
surgery, such as bone fractures or torn ligaments.

Informed consent
I hereby express my consent to participate in the research project titled 
" Effect of intraoperative cold solution irrigation to reduce postoperative 
pain in knee osteoarthritis patients who underwent unilateral primary total 
knee arthroplasty: A double-blinded randomized controlled trial” I have 
been fully informed about the background and objectives of the research, 
the procedures I will undergo or be subjected to, the expected benefits 
of the research, and the potential risks that may arise from participating in 
the research, including measures for prevention and remediation in case of 
harm. I have also been informed about the costs that I will be responsible 
for, as detailed in the research participant information sheet, which I have 
read. Furthermore, I have had the opportunity to ask questions and have 
received satisfactory answers from the research leader. Therefore, I willingly 
agree to participate in this research project. Should I have any concerns about 
the research procedures or if I experience any undesirable side effects from 
the research, I can contact Assoc. Prof. Dr. Pacharapol Udomkiat, Telephone 
number: +6683-038-3399 and Dr. Suwis Charoenwisetsin, Telephone numbers: 
+6684-148-0019, Department of Orthopaedic Surgery, Faculty of Medicine 
Siriraj Hospital, Mahidol University, 2 Wang Lang Road, Bangkok, Bangkok Noi 
10700, Thailand.
If I am treated in a manner not consistent with the information provided in 
the research participant information sheet, wish to discuss any concerns, have 
questions, or require additional information about the research, I can contact 
SIRB chairman, Office of Siriraj Institutional Review Board, Room 210, 2nd 
floor of His majesty the King’s 80th Birthday Anniversary 5th December 2007 
Building, Telephone 66 2419 2667-72 Fax 66 2411 0162.
I am aware of my rights to receive further information regarding the benefits 
and risks of participating in the research and to withdraw or refrain from 
participating at any time without prior notice or providing a reason, without 
affecting my future medical care and services.
I also consent to the researchers using my personal data obtained from the 
research, which will not be disclosed to the public individually but may be 
presented as aggregate data from the research.
In cases where the research participant/volunteer is unable to read, a 
witness who has no conflict of interest will be present throughout the 
information provision process. The research participant/volunteer or their 
legally authorized representative gives consent to participate in the research. 
The witness confirms that the consent form or the information received 
and any other documents have been accurately explained and that the 
research participant/volunteer or their legally authorized representative has 
demonstrated an understanding of the details and has voluntarily given 
consent by signing as a witness.

Competing interests
The authors declare no competing interests.

Received: 14 March 2024 / Accepted: 24 July 2024

References
1.	 Hawker G, Wright J, Coyte P, Paul J, Dittus R, Croxford R, et al. Health-

related quality of life after knee replacement. J Bone Joint Surg Am. 
1998;80(2):163–73.

2.	 Zeni JA Jr., Axe MJ, Snyder-Mackler L. Clinical predictors of elective total joint 
replacement in persons with end-stage knee osteoarthritis. BMC Musculoske-
let Disord. 2010;11:86.

3.	 Wylde V, Rooker J, Halliday L, Blom A. Acute postoperative pain at rest after 
hip and knee arthroplasty: severity, sensory qualities and impact on sleep. 
Orthop Traumatol Surg Res. 2011;97(2):139–44.

4.	 Chan EY, Blyth FM, Nairn L, Fransen M. Acute postoperative pain following 
hospital discharge after total knee arthroplasty. Osteoarthritis Cartilage. 
2013;21(9):1257–63.

5.	 Kehlet H, Jensen TS, Woolf CJ. Persistent postsurgical pain: risk factors and 
prevention. Lancet. 2006;367(9522):1618–25.

https://doi.org/10.1186/s12891-024-07732-3
https://doi.org/10.1186/s12891-024-07732-3


Page 9 of 9Charoenwisetsin et al. BMC Musculoskeletal Disorders          (2024) 25:608 

6.	 Kim DH, Pearson-Chauhan KM, McCarthy RJ, Buvanendran A. Predictive fac-
tors for developing chronic Pain after total knee arthroplasty. J Arthroplasty. 
2018;33(11):3372–8.

7.	 Karlsen AP, Wetterslev M, Hansen SE, Hansen MS, Mathiesen O, Dahl JB. Post-
operative pain treatment after total knee arthroplasty: a systematic review. 
PLoS ONE. 2017;12(3):e0173107.

8.	 Chou R, Gordon DB, de Leon-Casasola OA, Rosenberg JM, Bickler S, Brennan 
T, et al. Management of Postoperative Pain: a clinical practice Guideline from 
the American Pain Society, the American Society of Regional Anesthesia and 
Pain Medicine, and the American Society of Anesthesiologists’ Committee 
on Regional Anesthesia, Executive Committee, and Administrative Council. J 
Pain. 2016;17(2):131–57.

9.	 Azar FM, Canale ST, Beaty JH. Campbell’s operative orthopaedics e-book. 
Elsevier Health Sciences; 2016.

10.	 Scott WN. Insall & Scott Surgery of the knee. Elsevier; 2017.
11.	 Niki Y, Matsumoto H, Otani T, Tomatsu T, Toyama Y. How much sterile saline 

should be used for efficient lavage during total knee arthroplasty? Effects of 
pulse lavage irrigation on removal of bone and cement debris. J Arthroplasty. 
2007;22(1):95–9.

12.	 WHO Guidelines Approved by the Guidelines Review Committee. Global 
Guidelines for the Prevention of Surgical Site Infection. Geneva: World Health 
Organization (c) World Health Organization 2018.; 2018.

13.	 Berrios-Torres SI, Umscheid CA, Bratzler DW, Leas B, Stone EC, Kelz RR, et al. 
Centers for Disease Control and Prevention Guideline for the Prevention of 
Surgical Site Infection, 2017. JAMA Surg. 2017;152(8):784–91.

14.	 Blom A, Cho J, Fleischman A, Goswami K, Ketonis C, Kunutsor SK et al. 
General Assembly, Prevention, Antiseptic Irrigation Solution: Proceed-
ings of International Consensus on Orthopedic Infections. J Arthroplasty. 
2019;34(2s):S131-s8.

15.	 Abramson DI, Chu LS, Tuck S Jr., Lee SW, Richardson G, Levin M. Effect of tis-
sue temperatures and blood flow on motor nerve conduction velocity. JAMA. 
1966;198(10):1082–8.

16.	 Levy AS, Marmar E. The role of cold compression dressings in the post-
operative treatment of total knee arthroplasty. Clin Orthop Relat Res. 
1993(297):174–8.

17.	 Holmstrom A, Hardin BC. Cryo/Cuff compared to epidural anesthesia after 
knee unicompartmental arthroplasty: a prospective, randomized and 
controlled study of 60 patients with a 6-week follow-up. J Arthroplasty. 
2005;20(3):316–21.

18.	 Kullenberg B, Ylipaa S, Soderlund K, Resch S. Postoperative cryotherapy after 
total knee arthroplasty: a prospective study of 86 patients. J Arthroplasty. 
2006;21(8):1175–9.

19.	 Kuyucu E, Bulbul M, Kara A, Kocyigit F, Erdil M. Is cold therapy really efficient 
after knee arthroplasty? Ann Med Surg (Lond). 2015;4(4):475–8.

20.	 Morsi E. Continuous-flow cold therapy after total knee arthroplasty. J Arthro-
plasty. 2002;17(6):718–22.

21.	 Su EP, Perna M, Boettner F, Mayman DJ, Gerlinger T, Barsoum W, et al. A 
prospective, multi-center, randomised trial to evaluate the efficacy of a 
cryopneumatic device on total knee arthroplasty recovery. J Bone Joint Surg 
Br. 2012;94(11 Suppl A):153–6.

22.	 Adie S, Kwan A, Naylor JM, Harris IA, Mittal R. Cryotherapy following total 
knee replacement. Cochrane Database Syst Rev. 2012(9):Cd007911.

23.	 Adie S, Naylor JM, Harris IA. Cryotherapy after total knee arthroplasty a 
systematic review and meta-analysis of randomized controlled trials. J Arthro-
plasty. 2010;25(5):709–15.

24.	 Chughtai M, Sodhi N, Jawad M, Newman JM, Khlopas A, Bhave A, et al. 
Cryotherapy Treatment after Unicompartmental and total knee arthroplasty: 
a review. J Arthroplasty. 2017;32(12):3822–32.

25.	 Lowdon BJ, Moore RJ. Determinants and nature of intramuscular tempera-
ture changes during cold therapy. Am J Phys Med. 1975;54(5):223–33.

26.	 Louise Fincher A, William Woods G, O’Connor DP. Intraoperative arthroscopic 
Cold Irrigation Solution does not affect Postoperative Pain and Swelling. J 
Athl Train. 2004;39(1):12–6.

27.	 Li Z, Liu D, Dong J, Gong L, Wang Y, Tang P, et al. Effects of Cold Irrigation 
on early results after total knee arthroplasty: a Randomized, Double-Blind, 
controlled study. Med (Baltim). 2016;95(24):e3563.

28.	 Williamson A, Hoggart B. Pain: a review of three commonly used pain rating 
scales. J Clin Nurs. 2005;14(7):798–804.

29.	 Myles P, Myles D, Galagher W, Boyd D, Chew C, MacDonald N, et al. Measuring 
acute postoperative pain using the visual analog scale: the minimal clini-
cally important difference and patient acceptable symptom state. BJA: Br J 
Anaesth. 2017;118(3):424–9.

30.	 Ahmed I, Chawla A, Underwood M, Price AJ, Metcalfe A, Hutchinson CE, et al. 
Time to reconsider the routine use of tourniquets in total knee arthroplasty 
surgery. Bone Joint J. 2021;103–B(5):830–9.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 


	﻿Effect of intraoperative cold solution irrigation to reduce postoperative pain in knee osteoarthritis patients who underwent unilateral primary total knee arthroplasty: a double-blinded randomized controlled trial
	﻿Abstract
	﻿Background
	﻿Materials and methods
	﻿Study design
	﻿Surgical technique and intervention
	﻿Estimated blood loss calculation
	﻿Statistical analysis

	﻿Results
	﻿Discussion
	﻿The lower average pain score of our study
	﻿The irrigation time and volume
	﻿Temperature loss of the irrigation solution

	﻿Conclusions
	﻿References


