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Pain as an outcome measure
in various anesthesia
and analgesia techniques
OBJECTIVE To compare the effectiveness of the most commonly used
surgical anesthesia and post-operative analgesia techniques in Greek
hospitals in terms of patients' reported subjective pain assessment,
measured via a visual analogue scale (VAS). METHOD A prospective,
open label, multicenter study in three major general hospitals in Athens. During a period of one calendar year ending on 25/12/1998
308 patients were studied. All patients were eligible for all anesthesia techniques and participating anesthesiologists conducted their routine anesthesia and analgesia techniques. Effectiveness was measured
in terms of units of pain relief via a linear VAS. The clinical significance of these scores was first tested, based on an expert opinion
of a 5% clinically meaningful difference. Next, the statistical significance of the results was tested using one-way analysis of variance
tests. Sensitivity analysis was carried out with particular emphasis
on the extent of clinically meaningful difference. RESULTS Combined
general-epidural, combined spinal-epidural and epidural anesthesia
techniques seem to result in lower early post-operative pain levels.
In terms of lower achievable absolute pain levels, combined general-epidural technique was the most preferable technique with the
lowest pain levels at the first pain measurement immediately after
surgery. The superiority of the epidural technique was also shown in
the period of post-operative analgesia. The results revealed that the
absolute pain levels in the analgesia period of the patients with continuous epidural infusion were significantly lower than those with the
per os and intra-muscular technique. CONCLUSIONS Pain measurement
via a linear VAS is a reliable measure of pain which can be easily incorporated into routine pain management processes. Combined general epidural and epidural alone surgical and post-operative analgesia techniques lead to lower absolute post-operative pain levels.

Pain is a devastating state and may have a significant

negative impact on the quality of life of patients. The pain
following surgery is frequently severe and it may be the
most unpleasant aspect of a hospital stay, and the reason
for remaining in hospital after surgery. Poorly treated pain
contributes to post-operative complications and psychological morbidity, and may lead to future problems with
persistent pain. Many studies have shown that post-operative pain is generally poorly managed.1 Up to 75% of
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patients feel moderate or severe pain in the first 24 hours
after surgery; almost 90% can expect to feel a lot of pain
at some point in the first 7 days postoperatively.
For the clinician, the aim of post-operative pain relief
is to provide subjective comfort, to inhibit trauma induced nociceptive impulses and to enhance restoration
of function by allowing the patient to breathe, cough and
move more easily.2 Effective operative and post-operative
pain management may present the potential to reverse
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the adverse physiological effects of pain and to improve
the patient's psychological condition. This may lead to
fewer postoperative complications, earlier recovery and
improved patient outcome.1
It is probable that a combination of pre-emptive analgesia followed by multi-modal post-operative pain therapy may lead to the best possible results in terms of efficacy but research is needed on the issues of side effects, post-operative outcomes, need for surveillance etc.
As the choice of available pharmacological treatments
and techniques is widening it is important to study the
efficacy of these techniques in terms of perception both
of the clinician and the patient.3
As the clinician seeks to achieve sufficient pain relief
for the patients in order to restore normal function it is
important to take patients' subjective assessment of pain
into account. Subjective pain can be measured via either simple methods such as rating or visual analogue
scales (VAS) or more refined instruments such as the Mc
Gill pain questionnaire (MPQ).4 Visual analogue scales
are simple, easy to use and possess high discriminant validity. Their use in routine clinical practice can provide
useful insights into the efficacy of various pharmacological treatments or anesthetic or analgesic techniques.
Nevertheless the issue of pain management both intraand postoperatively from the patients' perspective has not
been studied adequately. This is particularly the case in
Greece where post-operative pain management processes are not in place in the majority of the public hospitals.
Moreover very few studies have been performed comparing the effectiveness of anesthetic or analgesic techniques.
The purpose of this study was to assess the effectiveness of the most commonly used anesthesia and analgesia techniques in Greek hospitals under everyday clinical practice conditions in terms of the patients' subjective assessment of pain intensity.
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specifically, intra-muscular combined with per os administration
and continuous epidural infusion. The study was not randomised; rather it attempted to be a depiction of the current situation in the hospitals studied. For this reason all patients undergoing hip arthroplasty surgical procedures in the participating
hospitals during the study calendar year were included.
Data were collected by trained investigators (nursing students). Training lasting two months took place in one of the
three study hospitals before the beginning of the study following which the investigators were randomly assigned to one of
the three hospitals. With the assistance of the staff doctors and
nurses, the investigators kept a detailed report of the data. The
sensitivity of the questionnaire and the reliability and accuracy of data collection were evaluated through an analysis of ten
completed questionnaires from each hospital. These questionnaires were not used in the final analysis of the data.
In all, 315 questionnaires were collected from which 308
were eligible for analysis. The remaining 7 questionnaires were
not included in the analysis due to missing data. Approximately
80% of participating patients were female and 20% male.
The inclusion criteria required that, firstly, all patients be eligible for administration of both general and regional anesthesia, and secondly, their American Society of Anesthesiologists
(ASA) status be I, II or III, according to the preoperative evaluation by the investigators.

Techniques compared
Each anesthesiologist conducted his/her standard practice of
anesthesia, while the analgesia drug regimens were determined
by the standard practice of each individual hospital.
The distribution of techniques is depicted in table 1. It was
observed that the 251 Airforce General Hospital (Hospital 2)
performed mainly epidural anesthesia or some combination of
epidural anesthesia, whereas the Evangelismos Hospital (Hospital 1) and Nikea District Hospital (Hospital 3) performed
spinal or general anesthesia (fig. 1). Patients' consent for the
relevant technique was obtained in all cases.

MATERIAL AND METHOD

Patients
A multicenter, open label, prospective study was conducted
in the Anesthesiology Departments of three major hospitals in
the Metropolitan area of Athens, Greece (the Evangelismos Hospital, the 251 Airforce General Hospital, and the Nikea District
Hospital) from January 1st 1998 until December 25th 1998. The
aim was to evaluate the level of pain relief of patients undergoing hip replacement. The study included a comparison between different techniques of regional anesthesia, such as
epidural, spinal and combined epidural and spinal, general
anesthesia combined general and epidural anesthesia. Different post-operative analgesia techniques were also compared,

Figure 1. Ôype of anesthesia according to hospital.
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Table 1. Anesthesia and analgesia techniques used for patients undergoing total hip replacement.
Anesthesia techniques

Analgesia techniques

No of patients

Epidural
Spinal
Combined epidural-spinal
General
Combined general-epidural
Total

Continuous epidural infusion
Intra-muscular and per os
Continuous epidural infusion
Intra-muscular and per os
Continuous epidural infusion

41
141
23
73
30
308

Two different practices of post-operative analgesia were commonly used: intra-muscular combined with per os, and continuous epidural infusion. The second method of post-operative
analgesia was the standard method of analgesia in Hospital 2,
whereas the first method was the standard practice of Hospitals
1 and 3.
Descriptive statistics depict the distribution of anesthetic technique according to sex (fig. 2), according to age (fig. 3) and
according to ASA status (fig. 4).

Outcome measures
The main effectiveness measure employed in the study was
the level of pain intensity experienced by patients. The patients' pain levels were recorded by the use of a VAS which involved the use of a 10 cm line similar to a thermometer, provid-

Figure 2. Type of anesthesia according to sex.

Figure 3. Age according to anesthesia techniques.

ing a continuous scale of the degree of pain intensity. On the
one side of the VAS, the patient is asked to indicate the level
of pain, where the one end of the line indicates no pain at
all while the other end indicates worst pain ever. The reverse side of the scale is a line divided in millimetres for the
investigators' reading. Pain scores recorded with the aid of the
VAS ranged between 0 (no pain at all) and 100 (worst pain
ever). The VAS instrument in this study measured absolute levels of pain intensity and not relative (i.e. comparison of pain
levels with the previous pain measurement).
The VAS is considered to be one of the best methods available for the estimation of the intensity of pain.46 Its main advantage has been claimed to be a high degree of sensitivity,
in other words, a discriminating capacity superior to that of
other scales, such as verbal and numerical rating scales.5 Because of its subjective nature, pain is most effectively assessed
by means of self-reporting.1 Nevertheless it has been argued
that the VAS seems to involve a high rate of individual biases, as the data are not the result of measurement procedures
and do not qualify as interval level scores.5 The subjectivity
of the VAS scale may also rely on the fact that it yields a unidimensional measure, usually estimates of pain intensity. Several authors have argued in favor of a multidimensional
method for the measurement of pain, such as the MPQ.5 However, being a verbal questionnaire, the MPQ requires translation and adaptation to other languages in order to be useful outside English speaking countries, and it has not been
translated or validated in Greek. Also verbal multidimensional
questionnaires have not been tested in measuring pain in surgical anesthesia and post-operative analgesia, for the comparison of which a unidimensional pain measure such as the
VAS can be sufficient. As a result, despite the above men-

Figure 4. ASA status according to anesthesia techniques.
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tioned disadvantages, the VAS, one of the most frequently
used methods for the measurement of clinical pain,5 was employed in this study.

RESULTS

With the aid of the VAS, patients' assessments of their absolute pain intensity levels were recorded at 23 hours after
the end of the surgical procedure and then twice daily (8 a.m.,
8 p.m.) over a period of 72 hours. Patients were asked to report pain at rest (at the time of interview) as well as the worst
pain experienced within the time since the last interview. The
average pain level recorded in each interview (pain at rest
and worst experienced pain before the interview) was the
measure of pain intensity used for the comparison of the various techniques.

The local anesthetics used varied between the three
hospitals. In the Evangelismos Hospital (Hospital 1) xylocaine spinal 5% (2 mL) was used in approximately 82%
of the patients and bupivacaine spinal 0.5% (24 mL)
in 18% of the patients. In the 251 Airforce General Hospital (Hospital 2) bupivacaine spinal 0.5% (23 mL) was
used in 29% of the patients and a mixture of xylocaine
2%, adrenaline with bupivacaine, 67 mL of each, for
epidural analgesia in 71% of the patients. Xylocaine
spinal 5% (23 mL) was used in 98% of the patients in
the Nikea District Hospital (Hospital 3).

In addition, the analysis also took into account possible adverse events that could occur during the 72-hour post-operative
period as additional outcome measures. These adverse events
included nausea, vomiting, severe hypotension, pulmonary embolism or insufficiency, neurological complications, fever.

Analysis
The study was divided into two stages of analysis in order
to present the results in more detail. The first stage involved
analysis of the clinical significance of the measurements. The
second stage involved statistical analysis of the measurements
of the levels of pain relief. The statistical significance of the
results was tested using one-way analysis of variance tests at a
5% level of significance.
The two stages of analysis were carried out for three time
periods: the first period involved the first 4 hours after surgery.
The use of the first pain measurement is explained by the fact
that the patients' first pain is closely related to the technique
of anesthesia used since this measurement takes place a few
hours after the operation, whereas the post-operative analgesia technique corresponds to all the remaining measurements.
The second and third periods of analysis involved the analgesia period. The second period included the second to fifth pain
measurements (48 hours), whereas the third period included
all the measurements in the span of 72 hours post-operatively (second to eighth measurements). The choice of the second
period is explained by the fact that the analysis of measurements up to 48 hours of post-operatively analgesia is the standard point of observation of Greek anesthesiologists. The third
time period, the total measurements during over 72 hours, includes all the measurements over the study.

Anesthesia and analgesia techniques

The post-operative analgesic techniques also varied according to the hospital. The post-operative analgesia technique used in Hospital 2 was mainly continuous infusion
of a mixture of local anesthetic and morphine via epidural
catheter, whereas per os and intra-muscular administered
analgesic drugs on patient demand was the main postoperative analgesic method in Hospitals 1 and 3.
Adverse side-effects of anesthesia and post-operative
analgesia during the study period were found to be significant, therefore, no further analysis on the adverse
events was considered in the study. The results are shown
in table 2.

Levels of pain relief
The results of the three periods of analysis are shown
diagrammatically in figures 5, 6, and 7 respectively. In
the first period, from a clinical point of view, all five
anesthesia techniques were found to present significant
differences from each other in pain level at a 5% level.
Statistical significance tests were performed and the
results of the P-values are shown in table 3.
In the first period of the analysis, differences between
all anesthesia techniques were statistically significant (Pvalue £0.020), except for spinal versus general anesthesia (P-value=0.214) and epidural versus spinal-epidural (P-value=0.552).

Table 2. Adverse events during anesthesia and analgesia.
Anesthesia
techniques
Åpidural
Spinal
Spinal-epidural
General
General-epidural

Nausea

Vomiting

7.13
10.15
24.13
10.75
17.38

3.55
7.23
11.83
3.95
9.85

Adverse events (%)
Severe
Respiratory
hypotension
depression
0.50
0.70
2.63
0.70
0

0.50
2.35
7.90
3.50
10.55

Paresis
8.68
2.95
11.83
11.48
6.13

Pulmonary
embolism
0
0.10
0.45
0
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Figure 7. Level of pain intensity at 2nd8th measurements.
Figure 5. Mean level of pain intensity at first pain measurement.

Figure 6. Mean level of pain intensity at 2nd5th measurements.

Similarly, clinical and statistical significance tests were
performed for the effectiveness measures of the second
and third periods, the mean VAS scores of the second
to fifth measurements and the mean VAS scores of the
second to eighth measurements. The two postoperative
analgesia techniques were found to be significantly different at a 5% clinically meaningful difference. The difference between the two analgesia techniques in the second period of the analysis was found to be statistically
significant. In the third period, the two analgesia tech-

niques were not found to have a statistically significant
difference. All statistical tests were performed at a 95%
confidence interval (tabl. 4).
Sensitivity analysis was conducted on the 5% clinically meaningful difference concerning the VAS score
measurements. Instead of a 5% clinically meaningful
difference, a 10% difference was considered in order to
evaluate any changes in the interpretation of the differences in the levels of pain intensity in the anesthesia and
the analgesia periods. The first period of analysis, the
anesthesia period, was considered initially. The results
showed no difference in the 10% clinically meaningful
difference. Similar findings resulted in the examination
of the other two periods of analysis.
The statistical significance was tested of the results of
the three periods at a 10% level of significance. In the
first period, all the results remained the same as in the
5% level of significance analysis, except for the comparison between spinal and general anesthesia techniques, which were found in this case to be statistically
different. In addition, in the second period of the analysis a statistically significant difference between the two
analgesia techniques continued to exist. Differences in

Table 3. Differences in pain level according to anesthesia techniques.
Anesthesia techniques
Epidural
Spinal
Combined spinal-epidural
General
Combined general-epidural

Epidural


Spinal

Combined spinal-epidural

0.000


0.552
0.006


General
0.003
0.214
0.020


Combined general-epidural
0.000
0.000
0.005
0.000


Table 4. Differences in pain level according to analgesia techniques.
Analgesia techniques
Continuous epidural infusion
Intra-muscular & per os

2nd period
(2nd5th measurements)
P-value=0.002

3rd period
(2nd8th measurements)
NS

166

C. ATHANASIADIS et al

Table 5. Mean levels of pain intensity according to anesthesia and analgesia techniques.
Anesthesia techniques

Mean level of pain intensity at 1st pain measurement

Epidural
Spinal
Combined spinal-epidural
General
Combined general-epidural
Analgesia techniques
Continuous epidural infusion
Intra-muscular & per os

48.3
66.7
43.5
61.3
16.7
Ìean level of pain intensity
at 2nd5th pain measurements
39.8
48.8

Ìean level of pain intensity
at 2nd5th pain measurements
37.2
41.6

the statistical significance in the two analgesia techniques
were found at the third period of analysis where the two
techniques were found to be statistically different at the
10% level and not statistically significant at the 5% level of significance.
DISCUSSION

Combined general-epidural, combined spinal-epidural
and epidural anesthesia techniques seem to result in
lower early post-operative pain levels. More specifically,
the VAS scores of the first pain measurement are at their
lowest after the use of the epidural techniques. In terms
of reduced pain, combined general-epidural technique
is the most preferable technique, giving the lowest pain
levels at the first pain measurement.
On the other hand, the results reveal high levels of
pain in both spinal anesthetic and in general anesthetic,
which can be attributed to two factors. First, the high levels of pain might be due to the increased use of xylocaine as the main anesthetic in spinal and general anesthesia. Specifically, in Hospitals 1 and 3, where the current practices are spinal and general anesthesia, Hospital
1 used xylocaine in approximately 82% of its patients
and Hospital 3 used xylocaine in 98% of the patients.
The length of action of xylocaine is in some cases shorter than the actual length of the operation itself. Consequently, some patients may already be in pain, even before they leave the operation room (fig. 8). A second explanation for the increased levels of spinal and general
anesthesia and analgesia techniques lies in the analgesia treatment. The main post-operative analgesic method
used in Hospitals 1 and 3 is per os and intra-muscularly administered drugs on patient demand. A significant
difference in the post-operative analgesia period is presented in Hospital 2 where a continuous administration
of a mixture of local anesthetic and morphine via epidural

Figure 8. Time in surgery with spinal and general anesthesia.

catheter is used. From these factors, it can be concluded that continuous pain management of the patients
results in lower pain levels during the analgesia period.
The superiority of the epidural technique is also
demonstrated by the period of post-operative analgesia.
The pain levels of the patients in the analgesia period
with continuous epidural infusion were significantly lower
than the levels of pain with the per os and intra-muscular technique.
It can be observed from the results that the level of
pain in the anesthesia and analgesia techniques decreases
through time. Even though the first pain measurement
reveals a very low level of pain, the second measurement
presents an increase in pain but still at a low level. After
this measurement, relatively constant slow decrease of
pain levels towards the last measurements is observed.
This pattern can be explained by the fact that the first
pain measurement is a result of the effect of both the
general and the epidural anesthetics. As the influence of
the general anesthesia decreases after the operation, the
continuous infusion of epidural anesthetic keeps the
patients in low levels of pain.
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The interpretation of the study posed several limitations. First, the measurement of outcome with the use
of the VAS might have been biased. A common problem in anesthesia is to assess the effect of certain interventions on levels of pain.7 Pain is difficult to measure,
partly because it is usually accompanied by other sensations, and partly because the reaction component affects the judgment of the pain, regardless of the intensity of the stimulus.4 The subjective nature of the VAS
might have biased the measurements and, as a consequence, the results of the study.

in certain hospitals and especially in patients receiving
per os and intra-muscular analgesia regimes.

A second limitation was that, although the study was
a depiction of the current practice in the three hospitals,
it was not randomised. Thus, biases may exist from the
non-randomisation of patients. Finally, despite the levels of significance of the results, an important limitation
is the small number of patients assigned to each anesthesia and analgesia technique.

The use of the VAS showed that simple instruments
can provide useful insight regarding patients' outcomes
and thus lead to improved clinical management. The
VAS scores effectively discriminated patients' assessments
regarding different anesthetic and analgesic techniques
and clearly helped to underline areas for improvement.
More research is needed on the efficacy comparison of
various therapeutic agents and techniques regarding intra and post-operative pain management especially in the
Greek context. Continuous medical education and robust evaluation of the newly introduced multi-modal
analgesia techniques may significantly improve patients'
outcomes as far as post-operative pain is concerned.

Subjective measurement of pain should be an important aspect of routine clinical practice. It was evident
in this study that on some occasions patients experienced
relatively high levels of pain especially immediately after surgery with spinal and general anesthesia techniques.
Furthermore, post-operative pain levels were also high

These findings highlight the need for the incorporation
of pain management processes in Greek hospitals. In
most cases, responsibility for post-operative pain management lay with the attending physician and nurses in
the orthopedic clinics, without no co-operation with the
anesthesiology department. In the hospital where postoperative pain management was the responsibility of the
anesthesiologists, the patients reported pain levels were
significantly lower.
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ÓÊÏÐÏÓ Óêïðüò ôçò ìåëÝôçò åßíáé ç óýãêñéóç ôùí óõ÷íüôåñùí, ìåôáîý ôùí Åëëçíéêþí íïóïêïìåßùí, ôå÷íé-

êþí ÷åéñïõñãéêÞò áíáéóèçóßáò êáé ìåôåã÷åéñçôéêÞò áíáëãçóßáò ùò ðñïò ôçí õðïêåéìåíéêÞ áîéïëüãçóç åðéðÝäùí ðüíïõ ôùí áóèåíþí, ìåôñïýìåíçò ìÝóù ïðôéêÞò áíáëïãéêÞò êëßìáêáò. ÕËÉÊÏ-ÌÅÈÏÄÏÓ ÁíïéêôÞ, ðñïïðôéêÞ, ðïëõêåíôñéêÞ ìåëÝôç óå ôñßá ìåãÜëá ãåíéêÜ íïóïêïìåßá ôùí Áèçíþí, óôçí ïðïßá óõììåôåß÷áí 308
áóèåíåßò, ïé ïðïßïé õðïâëÞèçêáí óå ïëéêÞ Þ ìåñéêÞ áñèñïðëáóôéêÞ ÷åéñïõñãéêÞ åðÝìâáóç êáôÜ ôç äéÜñêåéá
åíüò çìåñïëïãéáêïý Ýôïõò (1.1.9825.12.98). ¼ëïé ïé áóèåíåßò Þôáí êáôÜëëçëïé ãéá üëåò ôéò ôå÷íéêÝò ÷åéñïõñãéêÞò áíáéóèçóßáò êáé ìåôåã÷åéñçôéêÞò áíáëãçóßáò, åíþ ïé áíáéóèçóéïëüãïé-åñåõíçôÝò áêïëïýèçóáí ôç
óõíÞèç áíáéóèçôéêÞ êáé áíáëãçôéêÞ ìÝèïäï ôçò êëéíéêÞò ôïõò. Ç áðïôåëåóìáôéêüôçôá ìåôñÞèçêå óå åðßðåäá
õðïêåéìåíéêÞò åêôßìçóçò ôïõ ðüíïõ áðü ôïõò áóèåíåßò, ìåôñïýìåíç ìå ïðôéêÞ áíáëïãéêÞ êëßìáêá. ÅëÝã÷èçêå
áñ÷éêÜ ç êëéíéêÞ óçìáíôéêüôçôá ôçò äéáöïñÜò áðïôåëåóìáôéêüôçôáò ôùí äéáöüñùí ôå÷íéêþí áíáéóèçóßáò êáé
ìåôåã÷åéñçôéêÞò áíáëãçóßáò, ìå üñéï 5% ãéá ôçí áíáãíþñéóç êëéíéêÞò óçìáíôéêÞò äéáöïñÜò. Áêïëïýèùò, ç
óôáôéóôéêÞ óçìáíôéêüôçôá ôçò äéáöïñÜò áðïôåëåóìáôéêüôçôáò åëÝã÷èçêå ìå ôç ÷ñÞóç ôå÷íéêþí áíÜëõóçò äéá-
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êýìáíóçò. ÄéåíåñãÞèçêå áíÜëõóç åõáéóèçóßáò, ìå éäéáßôåñç Ýìöáóç óôç äéáêýìáíóç ôïõ êáôþôåñïõ åðéðÝäïõ
êëéíéêÜ óçìáíôéêÞò äéáöïñÜò. ÁÐÏÔÅËÅÓÌÁÔÁ Ç óõíäõáóìÝíç ãåíéêÞ-åðéóêëçñßäéá, ñá÷éáßá-åðéóêëçñßäéá
êáé åðéóêëçñßäéá ôå÷íéêÞ áíáéóèçóßáò ïäçãåß óå êáôþôåñá åðßðåäá ðüíïõ óôï ÷ñïíéêü äéÜóôçìá áìÝóùò ìåôÜ
ôçí åã÷åéñçôéêÞ åðÝìâáóç. Óå üñïõò áðüëõôçò õðïêåéìåíéêÞò åêôßìçóçò ôïõ åðéðÝäïõ ðüíïõ, ç óõíäõáóìÝíç
ãåíéêÞ-åðéóêëçñßäéá ôå÷íéêÞ áíáéóèçóßáò ðáñïõóßáóå ôá êáôþôåñá åðßðåäá ðüíïõ óôçí ðñþôç ìÝôñçóç ìåôÜ
ôçí åã÷åéñçôéêÞ åðÝìâáóç. ÊáôÜ ôç äéÜñêåéá ôçò ðåñéüäïõ ÷ïñÞãçóçò ìåôåã÷åéñçôéêÞò áíáëãçóßáò, ç åðéóêëçñßäéá ôå÷íéêÞ ðáñïõóßáóå ôçí êáëýôåñç áðïôåëåóìáôéêüôçôá, êáèþò ôá áðüëõôá åðßðåäá ðüíïõ Þôáí óçìáíôéêÜ ÷áìçëüôåñá ãéá ôïõò áóèåíåßò ðïõ äÝ÷èçêáí åðéóêëçñßäéá áíáëãçóßá ìå óõíå÷Þ Ýã÷õóç, áðü áõôïýò ðïõ
äÝ÷èçêáí åíäïìõúêÞ Þ áðü ôïõ óôüìáôïò ìåôåã÷åéñçôéêÞ áíáëãçóßá. ÓÕÌÐÅÑÁÓÌÁÔÁ Ç ÷ñÞóç ìéáò ïðôéêÞò
áíáëïãéêÞò êëßìáêáò ìÝôñçóçò ôçò õðïêåéìåíéêÞò åêôßìçóçò ôïõ ðüíïõ ìðïñåß êÜëëéóôá íá åíóùìáôùèåß óôçí
êáèçìåñéíÞ êëéíéêÞ ðñáêôéêÞ. Ïé óõíäõáóìÝíåò ôå÷íéêÝò ÷åéñïõñãéêÞò áíáéóèçóßáò êáé ç åðéóêëçñßäéá ôå÷íéêÞ ìåôåã÷åéñçôéêÞò áíáëãçóßáò ïäçãïýí óå ÷áìçëüôåñá áðüëõôá åðßðåäá ðüíïõ ôùí áóèåíþí êáôÜ ôç ìåôåã÷åéñçôéêÞ ðåñßïäï.
ËÝîåéò åõñåôçñßïõ: ÁíáëïãéêÞ ïðôéêÞ êëßìáêá, ÃåíéêÞ áíáéóèçóßá, Ìåôåã÷åéñçôéêÞ áíáéóèçóßá, ÐåñéöåñéêÞ áíáéóèçóßá,
Ðüíïò
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