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Dichiarazione sul Conflitto di Interessi

Il sottoscritto Raffaele PERNA
in qualita di: relatore dell’evento

«|L GINOCCHIO: PRIMA, DURANTE E DOPO
Tecniche anestesiologiche

ai sensi dell’art. 3.3 sul Conflitto di Interessi, pag. 18,19 dell’Accordo Stato-Regione del 19 aprile 2012,

Dichiara che negli ultimi due anni NON ha avuto rapporti anche di finanziamento con soggetti portatori
di interessi commerciali in campo sanitario




S RO RS e EE e *u L'artroplastica totale del ginocchio (TKA) &€ un metodo ampiamente
s donhod e o i ESRA ITALIA utilizzato per il trattamento dell'osteoartrosi allo stadio terminale e di altre
condizioni invalidanti del ginocchio e si prevede che la sua domanda
aumentera fino a superare 1 milione di procedure entro il 2030 negli Stati

Uniti

Price AJ, Alvand A, Troelsen A, et al. Knee replacement. Lancet. 2018;392:
1672-1682.
Siddiqi A, Warren JA, McLaughlin J, et al. Demographic, Comorbidity, and
Episode-of-Care Differences in Primary Total Knee Arthroplasty. J Bone Joint Surg [Am].
2021,;103-A:227-234.

Tra i cambiamenti nella pratica clinica nellultimo decennio, abbiamo
assistito ad una costante diminuzione della durata della degenza
ospedaliera (LOS) e ad uno spostamento verso la chirurgia ambulatoriale.

Siddiqi A, Warren JA, McLaughlin J, et al. Demographic, Comorbidity, and
Episode-of-Care Differences in Primary Total Knee Arthroplasty. J Bone Joint Surg [Am].
2021;103-A:227-234.

4. C leveland Clinic OME Arthroplasty Group. Understanding the main predictors of
length of stay after total hip arthroplasty: patient-related or procedure-related risk factors?
JArthroplasty. 2021;36:1663-1670.e4

Uno degli aspetti che continua a richiedere miglioramenti € l'incidenza relativamente elevata di dolore severo
postoperatorio, che varia dal 10 al 36%, che produce insoddisfazione tra i pazienti dopo TKA e un aumento
dell'utilizzo dell'ospedale.

Kim DH, Pearson-Chauhan KM, McCarthy RJ, Buvanendran A. Predictive
Factors for Developing Chronic Pain After Total Knee Arthroplasty. J Arthroplasty. 2018;33:
3372-3378.

7. E lmallah RK, Chughtai M, Khlopas A, et al. Pain Controlin Total Knee
Arthroplasty. J Knee Surg. 2018;31:504-513.
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APPROCCI

ANESTESIA

A. Generale

ANALGESIA

A. Locoregionale

A. Neurassiale A. Neurassiale

A. Locoregionale




Errewemn Sy ol
Flonys's el Boiama Foria.
& Foir Tharmgwy

ESRA ITALIA

THE FLIRDFPEAN BSOCIETY OF REGIDNAL
AMNAESTHESES, & FOIN THERAFY

Nerve root

Vertebral body

— Disk

Spinous orlooess / I
l

Spnnal nerve

A. Subaracnoidea e Peridurale



THE EURDPEAN SOCIETY OF REQICINAL P iy
AMAESTHESEA & FAIN THERAPY ESRA ITALIA

Neuraxial Ultrasound

Posterior
Cranlal —— Caudad

Anterior

A Lamina (SS

‘\.. 7 A‘
-

B. Articular process {(SS)




wn ey
. ot Py Dol
THE EUIRNFEAN SOCIETY OF REGICINAL & Pair Thamgn
AMAESTHESES & FAIM THERAFY
y i ESRA ITALIA

Scansione parasagittale dei processi trasversi
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Gli US possono essere utilizzati identificare l'esatto livello vertebrale utilizzando la tecnica di scansione parasagittale.
Posizionare la sonda sul sacro per identificare l'osso sacrale (piatto), il processo trasverso di L5 e lo spazio
intervertebrale L5-S1. Far scorrere il trasduttore cranialmente per identificare gli altri spazi
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Spinous process

Scansione parasagittale dei processi articolari
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Partendo dalla scansione parasagittale dei processi trasversi, far scorrere il trasduttore medialmente finché non
si evidenzia una linea iperecogena continua bianca a forma di gobbe. Le gobbe sono le ombre acustiche dei
processi articolari ("segno della gobba di cammello«). Le strutture neuroassiali sono difficili da vedere in questa

prospettiva perché le strutture ossee sono continue e non consentono segnali ultrasonici oltre i processi
articolari
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Intrathecal space

Partendo dalla scansione parasagittale dei processi articolari parasagittale, inclinare il trasduttore medialmente verso il
piano sagittale mediano e portare in vista la lamina. Le lamine iperecogene inclinate delle vertebre lombari adiacenti
formano un’immagine a dente di sega o a testa di cavallo. Gli spazi rappresentano gli spazi interlaminari attraverso i
quali possono essere visualizzati PC e AC. Questa € la visione piu importante nella scansione sagittale per identificare
gli interspazi. Questa finestra € utile anche per identificare gli spazi piu brevettati per un approccio paramediano a una
procedura neuroassiale
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Una volta identificati e contrassegnati gli interspazi utilizzando Uapproccio parasagittale obliquo, ruotare la
sonda di 90 gradi e centrarla sulla linea mediana per identificare il processo spinoso. Questa ¢ la finestra
acustica piu importante per l'identificazione della linea mediana e degli spazi interspinosi tra i processi
spinosi consecutivi (specie nei pazienti obesi)
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Anaesthetic care of patients undergoing primary hip and knee
arthroplasty: consensus recommendations from the International
Consensus on Anaesthesia-Related Qutcomes after Surgery group
(ICAROS) based on a systematic review and meta-analysis

Bravros G Memtzoudis™", Crisplana Cozowlcz’”, Janis Bekerla™, Dace Bekere®, Jiabin Liu®,
Ellen M. Soffin', Edward E. Mariano”, Rebecca L. Johmason®, Mary J. Hargett®, Bradley H. Lee’,
Pamela Wendel®, Mark Brouillette', George Go', Sang J. Kim', Lila Baaklini®, Douglas Wetmaore®,
Cenewos Hong', Rle Goto®, Bridget Hvanelll®, Eriphyll Argyra®, Michael J, Barrington”,

Alain Borgeat”, Jose e Andres™ ", Mabil M. Elkassabany” . Philippe E. Gautier™, Peter Gerner,
Alsjandro Gonzalez Della Yalle’, Enrique Goytizola®', Paul Kessler'”, Sandra L. Eopp®,

Patricia Lavand'Homme"", Catherine H. bMacLlean™, Carlos B. Mantlla®, Danie] Maclsaac'™,
Alexander Mclawhom!’, Joseph M. Heal™, Michael Parks'’, Javad Famvizi, Lukas Pichler’,
Jashwant Porran”™, Lazaros A, Poultsides”', Brian 0. Sites™, Otto Stundner’, Eric C, Sun’™,
Eugenes B, Viscusi™, Effrossyni G. Votta-Velis®", Christopher L. W', Jacgues T. Ya Deau’ and
Migel E. Sharrock

[y, given several positive

postoperative outcome benefits; evidence level: low, weak recommendation. Recommendation: neuraxial anaesthesia 1s
recommended for hip arthroplasty given associated outcome benefits; evidence level: moderate-low, strong recom-
mendation. Based on current evidence, the consensus group recommends neuraxial over general anaesthesia for hip/

knee arthroplasty.
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fig. 2, Formulation of a personalized postoperative pain management plan incorporating regional ancsthesia. ERAS: enhanced recovery after

SuIgery.
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Korean Journal of Anesthesiology

Review Article

The role of regional analgesia in
personalized postoperative pain
management

Shruti S. Chitnis', Raymond Tang', Edward R. Mariano™

Departrment of Anesthesiology and Perioperative Care, University of British Columbia,
Varcouver General Hospital, BC, Canada, *Perioperative and Pain Medicine, Starford
Universily School of Medicine, Stanford, CA, "Amesthesiology and Perioperative Care Service,
Vitenams Afairs Palo Affo Health Care Spsterm, Palo Afto, C4, USA

Pain management plays a fundamental role in enhanced recovery
after surgery pathways. The concept of multimodal analgesia in
providing a balanced and effective approach to perioperative pain
management is widely accepted and practiced, with regional
anesthesia playing a pivotal role. Nerve block techniques can be
utilized to achieve the goals of enhanced recovery, whether it be the
resolution of ileus or time to mobilization. However, the recent
expansion in the number and types of nerve block approaches can be
daunting for general anesthesiologists. Which is the most appropriate
regional technique to choose, and what skills and infrastructure are
required for its implementation? A multidisciplinary team-based
approach for defining the goals is essential, based on each patient’s
needs, and incorporating patient, surgical, and social factors. This
review provides a framework for a personalized approach to
postoperative pain management with an emphasis on regional
anesthesia techniques.
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Compartment Blocks in Adults: Clinical and
Radiographic Analysis

The Femoral 3-in- 1 BlOCk X. Capdevila, mp, s, Ph Biboulet, v, M. Bouregha, mn, Y. Barthelet, wm,

I. Rubenovitch, Mp, s, and F, d"Athis, mp

L] L ]
ReVISIted Department of Anesthesiolopy, Lapeyronie University Hospibal, Monbpellier, France

Scott A. Lang, MD, FRCPC,* - — —-
Raymond W. Yip, MD, FRCPC,+ ' B e — — TS
Paul C. Chang, MD,} Martin A. Gerard, MD:

Department of Anaesthesia, Royal University Hospital, Saskatoon, Saskatchewan,
Canada.

Table 2. Success Rate of Individually Assessed Nerve Blocks
following a Femoral 3-in-1 Block (n = 32)

Nerve Number of Successful Blocks
Femoral 26 of 32 (81%)
Lateral femoral cutaneous 26 of 26 (96%)
Obturator 1 of 26 (4%)

Saphenous 20 of 26 (77%)
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BLOCCO PARASACRALE

* Descritto da Mansour nel 1993, il blocco del nervo
sciatico parasacrale produce l'anestesia dell'intero
plesso sacrale

Posterior cutaneous

* Il blocco del nervo sciatico parasacrale provoca nerve of the thigh

l'anestesia della cute e dei muscoli posteriori della
coscia e del | Dbicipite femorale, parte
dell'articolazione dell'anca e del ginocchio e
l'intera gamba sotto il ginocchio eccetto la cute
della porzione mediale della parte inferiore della
gamba

Superficial peroneal nerve
Lateral sural cutaneous nerve
Superficial peroneal nerve

Deep peroneal nerve
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APPROCCI TRANSGLUTEO E SOTTOGLUTEO

* Nell’approccio transgluteo, il nervo sciatico viene
identificato al di sotto del muscolo grande gluteo tra due
punti di riferimento ossei (tuberosita ischiatica e grande
trocantere)

* Il muscolo grande gluteo e visto come lo strato
muscolare piu superficiale che collega le due strutture
ossee, tipicamente spesso diversi centimetri

Lateral

* |l nervo sciatico si trova immediatamente in profondita
rispetto al muscolo grande gluteo e superficialmente
rispetto al muscolo quadrato del femore e assume la
forma di una struttura iperecogena ovale o
approssimativamente triangolare
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Canale degli Adduttori o di Hunter

Femoral. a

Saphenous.n

Gracilis.m

I nervi presenti nel canale degli
V- medialls adduttori sono prevalentemente
sensitivi

Il rischio di blocco motorio e
molto basso nonostante richieda
elevate dosi di AL.

Kwofie MK, Shastri UD, Gadsden JC, et Al. The effects of ultrasound-guided adductor canal block versus
femoral nerve block on quadriceps strength and fall risk; A blinded, randomized trial of volunteers.
Reg Anesth Pain Med 2013;38: 321—-325

Jenstrup MT, Jaeger P, Lund J, et Al. Effects of Adductor-Canal-Blockade on pain and
ambulation after total knee arthroplasty: a randomized study.
Acta Anaesthesiol Scand 2012; 56: 357—364.
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Reg Anesth Pain Med. 2019 Apr;44(4):527-528. doi: 10.1136/rapm-2018-100022.

‘Inverse Double Bubble' sign for an effective adductor canal block: a novel
approach for the ultrasound confirmation of being on the right site.

Fusco P, Di Carlo S?, Scimia P3, Petrucci E4, Degan G°, Marinangeli F®.

Adduttore Lungo

...we propose our approach
based on a novel sign defined
as ‘inverse double bubble’,

——

"~
A i ™ -

S

inspired by the original work
of De Tran et al. related to
infraclavicular blockade.

Figure 1 The image shows the needle
(arrows) positioned at 12 o’clock in relation to
the artery after injecting the local anesthetic
(*) resulting in the formation of the ‘double
bubble’ above the FA. FA, femoral artery; SM,
sartorius muscle.
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ORIGINAL ARTICLE

The Spread of Ultrasound-Guided Injectate From the
Adductor Canal to the Genicular Branch of the Posterior

Obturator Nerve and the Popliteal Plexus
A Cadaveric Study

Charlotte Runge, MD, * Bernhard Moriggl, MD, PhD,
Jens Borglum, MD, PhD,} and Thomas Fichtner Bendtsen, MD, PhD§

FIGURE 2. Spread of methylene blue from the AC through the
adductor hiatus into the popliteal fossa. Sciatic nerve (S), popliteal
vessels (a), popliteal plexus (red arrow), genicular ramus of

the posterior obturator nerve (yellow arrow), adductor hiatus

FIGURE 3. Coloring of nerve branches inside the popliteal fossa. A, Coloring of the genicular branch of the posterior obturator nerve
(lifted by the forceps). B, The sciatic nerve (s) is not colored inside the popliteal fossa.
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Femoral nerve block is associated with persistent
strength deficits at 6 months after anterior cruciate
ligament reconstruction in pediatric and adolescent

patients

T David Luo 1, Ali Ashraf 2, Diane L Dahm 1, Michael J Stuart 1, Amy L Mcintosh 3

TABLE 1
Patient Demographies®

Femoral Nerve Block Group (n = 62) Control Group (n = 62) P Value
Age at surgery, v, mean = SD (range) 16.2 = 1.5 (11.4-17.9) 159 = 1.4(13.0-17.9) .263
Sex, malefemale, n a3 25:37 279
BMI, kg/m®, mean = SD (range) 23.7 = 4.1 (15,6-35.8) 238 = 3.6 (17.6-33.3) 890
Tegner score, mean = SD B4 = 1.0 82 =10 295
“BMI, body mass index.
TABLE 2
Surgery Data®
Femoral Nerve Block Group (n = 62) Caontrol Group (n = 62) P Value
Autograft type, % 701
BPTB 69 66
HS 3 £
Tourniquet time, min 816 =179 929 = 17.2 002
Operative time, min 134.2 = 204 155.3 = 45.1 003
Anesthesia time, min 1766 = 296 1995 = 43.0 001
“Values are presented as mean = SD unless otherwise indicated. BPTB, bone—patellar tendon-bone; HS, hamstring.
TABLE 3
Isokinetic and Functional Testing 6 Months After Anterior Cruciate Ligament Reconstruction®
Femoral Nerve Block Group (n = 62) Control Group (n = 62) P Value
Slow-extension deficit 223 187 199
Slow-flexion deficit 13.0 8.5 032
Fast-extension deficit 176 12 009
Fast-flexion deficit 9.9 5.7 041
Vertical-jump deficit 9.4 1.3 304
Single-hop deficit 7.6 7.5 964
Triple-hop deficit 8.0 6.6 343
Cleared for sports 67.7 90.2 002

“Values are presented as percentage deficit compared with the opposite leg

Conclusion:
Pediatric and adolescent patients
treated with FNB for postoperative
analgesia after ACL reconstruction had
significant isokinetic deficits in knee
extension and flexion strength at 6

months when compared with patients

who did not receive a nerve block.
Patients without a block were 4 times
more likely to meet criteria for
clearance to return to sports at 6
months.
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Joshua 5. Everhart’' - Langston Hughes® - Moneer M. Abouljoud? - Katherine Swank™ - Caroline Lewis™" -
Dawvid C. Flanigan™ 210

Conclusion
Use of FNB at the time of primary ACL reconstruction can negatively affect achievement of
isokinetic extension
strength return to sport criteria. FNB increases risk of graft rupture within the first year after
surgery but does not affect reinjury risk during the second. FNB may not be appropriate for use in
patients already at high risk of ACL re-injury.

Femoral Nerve Block after Anterior Cruciate
Lig

Robe T

Marl V. - , : : : " R ; :
David C. Flanigan, MD'-2  Christopher C. Kaeding, MD'2  Timothy E. Hewett, PhD, FACSMZ.6
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Adductor Canal Block Provides Noninferior Analgesia
and Superior Quadriceps Strength Compared with

Femoral Nerve Block in Anterior Cruciate Ligament
Reconstruction

Faraj W. Abdallah, M.D., Daniel B. Whelan, M.D., FR.C.S.C., Vincent W. Chan, M.D., ER.C.P.C.,
Govindarajulu A. Prasad, M.D., FR.C.P.C., Ryan V. Endersby, M.D., FR.C.PC.,

John Theodoropolous, M.D., F.R.C.S.C., Stephanie Oldfield, B.S., Justin Oh, B.A.,

Richard Brull, M.D., FR.C.P.C.

Conclusion:

Compared with FNB, the study findings suggest that ACB preserves quadriceps strength and provides noninferior
postoperative analgesia for outpatients undergoing anterior cruciate ligament reconstruction.

——ACB

- FNB

Adductor Magnus

20 | e . -

Percentage of Preserved MVIC (%)

-

10 - ] -——

Baseline 15 min 30 min 45 min

Time
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LIA

Local Infiltration Anesthesia

Local infiltration analgesia: a technique for the control
of acute postoperative pain following knee and hip

surgery
A case study of 325 patients

Dennis B Kerr and Lawrence Kohan

S VL Dt b i, Blorch bl Misd Dot Wi, Auibaia
Cormmepondancs OHE: cirksrmidbippond ssbau
Suhmiesd OF-08-03F. Accephed OF-07-50

Figure 1. Pain catheter placement in total kneoe replace-
menrd. The catheter is led along the medial femoral condyle,
usually on raw bone, medial to the metal lemeral compe-
nent. Using artery forceps, It is then passed posterior 1o
the medial femoral condyle so that the tip lies In front of the
posternor capsule,

2008

Figure 2. Pain catheter placement in hip resurfacing
arthroplasty. The pain cathaeter is advanced to the supe-
rior apex of the wound and placed with forceps above the
pyritormis tendan such that its tip lies within the capsule
antero-superior to the joint. The slack is than taken up so
that the cathetar lies over the long axs of the wound, in tha
plane over the external rotator muscles

Tabla 3. Morphing ssags evar e Tiest 48 b postoperativaly by patients pre-
sonting between Jan 1, 2006 and Des 31, 2008, Proportion of patients in sach
category. Dose in parentheses B average 1otal dose inmg over 48 h for eaoh

Cilagoey
HiRA, TER THR
=185 =B84 n=>54
Mo modphing 1221185 4486 4355
Morphlins BI85 (10 mg) 378aE (11 mg) 11454 {8 mg)
Marphine alter 24 b 0/185 CvBE e

Table 4. Mobilization times, Valuss gre time intervals Trom time 2ero (firs? injes-
tion of AR mixture for hips or foumiguat release for knoas) 1o first walk (timo
W) oned o independent mobility time (M), Velses are maan {S0) [rnge] hours

HHEA THR TER
n = 165 n= 54 n=B86
Time W 957 [27-26] 11 (T8 [aE-ea] 13 (72 2789
Tirmen: IM () 21 (5:4) [B.8-51] 24 {9.2) [7.B—50] 20 [iLE] [B.5-63]
Tabsle 5. Lengith of siay in hospital
HRA, THHE THR
f= THE n= &4 o= BE
MEghts in hospial n T n " n T
1 [ B 22 a1 42 A1
2 11 5.0 1 20 4 24
3 i i 3 .6 3 i
=3 & =7 T8 b | 14 1%
Maan (S0 franges]  7.3147.5) [1-16] i3 6. 1) [1-27] A2 (59 [1-—aF]
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THE CONCEPT OF LOCAL INFILTRATION
ANALGESIA
High Volume of Diluted Long-Acting Anesthetic Drug

A problem with local anesthetic infiltration for major surgery is that many different structures and layers must be inf

iltrated. In doing so, a certain minimum volume of local anesthetic is required for an effective local infiltration to cover all relevant structures. With
conventional concentrations of local anesthetic solutions, such high volumes carry an unacceptable risk of systemic toxicity (see Local Anesthetic
Systemic Toxicity). However, anesthesia of the small nerve endings in and around joints does not require high-concentration local anesthetic. Thus, the
concentration of local anesthetic may be lowered and the volume increased, keeping the total dose within safe limits.

Nonlocal Anesthetic Adjuvants
As careful injections of local anesthetic are made close to the site of surgical injury, there is a potential for targeting the source of pain caused by local
inflammation and pain to supply effective treatment close to the origin of pain. Nonlocal anesthetic adjuvants such as anti-inflammatory agents,
nonsteroidal anti-inflammatory drugs (NSAIDs—traditional or cyclooxygenase [COX] 2 inhibitors) and steroids, as well as opioids and ketamine have all
been used.
The role of epinephrine or clonidine in the LIA mixture, however, has not been well studied. While both drugs have an analgesic effect on the spinal a2

receptors when given epidurally or spinally, there is no documentation on any specific analgesic effect or target mechanism of these drugs when used
peripherally.

Catheter Top-ups for 1 to 3 Days
Long-acting local anesthetics used for infiltration, perioperative injections, and infiltration all have a limited duration and wear off within a few hours after
injection. Because repeated injection of the local anesthetic is painful or inconvenient, one approach is to leave one or more catheters in the wound or
joint to provide the vehicle for boluses or continuous infusion of local anesthetics.
The use of catheters in a setting of major joint replacement, however, is controversial because of the potential for infection.



http://www.nysora.com/foundations-of-regional-anesthesia/complications/local-anesthetic-systemic-toxicity/
http://www.nysora.com/foundations-of-regional-anesthesia/complications/local-anesthetic-systemic-toxicity/
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POTENTIAL AND DOCUMENTED PROS AND CONS OF LOCAL INFILTRATION ANALGESIA AND ALTERNATIVES

Pro

* A major benefit of LIA is the lack of motor impairment often seen with alternative techniques of nerve blocks, such as femoral or sciatic nerve
blocks, or epidural analgesia.

 With LIA, there is also a minor risk of hematoma formation, which is a feared complication of deep blocks, such as lumbar block or epidural
analgesia.

 Also, LIAis not contraindicated in cases of increased bleeding risk from other causes, such as therapeutic anticoagulation, platelet inhibition, or
even use of traditional NSAIDs or low-dose acetylsalicylic acid.

* Another argument for LIA is its simplicity; the infiltration is can be done by the surgeon intraoperatively or anesthesia providers using ultrasound.
Postoperative top-ups of one or more catheters may be done easily by a nurse on the ward.

Con

* Some of the specific cons of LIA have to do with the potential dangers of supplying a potent drug close to delicate joint structures.

* The local anesthetic may be neurotoxic to small nerves when supplied repeatedly, although diluted ropivacaine has proven to be safe for 2-3 days
of continuous infusion.

* A more serious concern may be the chondrotoxic effect, especially with bupivacaine.

* Aconcern has been voiced regarding a potential for increased risk of infection with LIA. This concern arises mainly from the postoperative use of a
catheter with the risk of contamination from multiple injections as well as bacteria migration along the indwelling catheter,
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Sebbene esistano numerose ricette, la seguente
formula e efficace sia per l'intervento di sostituzione

delginocchio che dell'anca:

¢ Volume totale 150 ml (aggiungere soluzione
fisiologica in base al numero di millilitri utilizzati

dagli altri farmaci)

¢ Ropivacaina 200 mg (utilizzare qualsiasi
preparazione pratica:5, 7,5 mg/ml, diluito)
¢ 30 mg di ketorolac

L'aggiunta di adrenalina (p. es., 0,5mgin 150 ml)
puo avere un effetto benefico sull'emostasi
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Analgesic block
performed under ultrasound guidance
to provide pain relief to the posterior aspect of
the knee, after TKA.

We find that the iPACK block can reach:

e
Anterior

1) The articular branches of the tibial and
common peroneal nerves
2) Posterior branch of the obturator nerve
3) The medial genicular nerve

C: condyle, PA: popliteal artery, S: sartorious musdle,
Sm: semimembranous musdle
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°
Anterior

C: condyle, PA: popliteal artery, 5: sartorious muscle,
Sm: semimembranous muscie

Muscles: Sartorious (S) and semimembranous (Sm)

Bone: Femur condyle
Popliteal vessels




-rT;_F-:-]l_LEn:wirrl‘lFT;r:u_'_nF--rm e Value of IPACK block ﬁﬁTEI‘EpEﬂE between the popliteal artery and
A LA the capsule of the posterior knee) with adductor canal block in
total knee arthroplasty

Mohamed Amin
Ansesthesia and infensive Care Departrment, Facully of Mediciree for Ginls, Al-4zhar Universiy, Coiro,
Egypt. drmiaa 7 3iggmail .com

Uzama Abotaleb
Ansesihosly and Intengive Cans Department, Facuiny of medicimes, A-Azivsr Linivensily Cainm EQwpT,
US_UaamaEyahoo. com

e LAy
Pm;ust noigry

Lateral

Conclusion:

The combination of IPACK block with ACB has the potential
of being an adequate technique for management of acute
postoperative pain after TKA but this needs more researches
of larger samples and use of other types of local anesthetics
with different volumes and concentrations.
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Genicular Radiofrequency Ablation for Treatment of

Post Total Knee Arthroplasty Posterior Thigh Pain:
A Case Report

Leuren M. Syfeester, MO, and Johnathan H, Goree, MO

WO present o Sase af o GEyear-sid woiman with & mantls of Chioni: uristaral postancs Thagh
nadn aftar o totsd nka arteog st Tha petar s pain wes mfeactony o vanou s treatmenta. Ao
nporopriate diagnostic tests, 4 penicular narve biock enid subsaginent radiofrequency abislion
wiere preerlor e T i priocsd und s provicksd subsiartisl pein eelief ol hed gh pair 31 3 modllis
follcweuy, |ASA Cass Reparts, 200708000 ]

Examining the Feasibility of Radiofrequency Treatment
for Chronic Knee Pain After Total Knee Arthroplasty

Micole M. Frofzrmon, M5, Jennifer Gy, 0O, Amit Q. Malholra, MD, foson E Kooch, DG
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A Comparison of Genicular Nerve Treatment
NRS Using Either Radiofrequency or Analgesic Block

= Salima Qudsi-Sinclair, MD®; Enrigue Borrds-Rubio, MD';
Juan F. Abellan-Guillén, MD, PhD™: Maria Luz Padilla del Rey, MD-FIPP';
Guadalupe Ruiz-Merino, IMIB-FFIS'

* Phryvrcal Medicoe and Relatulivatess, Hospatal de Hellin, Hellim, Albacere, Span; THospael
Giemeral Uimipersitario Morales Mesepuer, Morcia, Spain

‘| with Corticosteroid for Pain after a Total Knee
ol Arthroplasty: A Double-Blind, Randomized
" TR Clinical Study

Figure S. Numeric Rating Scale evolution during the year follow up in Group RF [radiofrequency) and Group AC (analgesic block with
corticoesteroad).
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Figure B. 36%em Short Form Health Survey wale evolution dring the year foliow wp in Group RF (radiofrecuescy) and Group AC
Flgure 6, Chfiord Knes Score scale evoluton during the year follow up sn Group AF (radiofrecuercy| ard Group AC {anafgesic block f2naigesic black with cortcoestencd)
with coeticoesterond]
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Cryoneurolysis entails using low temperatures to reversibly ablate nerves, with a subsequent analgesia duration measured
in weeks or months. Previously, dlinical applications for acute pain were limited because treatment originally required ex-
posing the target nerve surgically. However, three developments have now made it possible to provide prolonged postop-
erative analgesia by cryoneuralysis: 1) new portable, hand-held cryoneurolysis devices, 2) ultrasound machine prolifera-
tion, and, 3) anesthesiologists trained in ultrasound-guided peripheral nerve block administration. This report is the first
to describe the use of a single preoperative administration of ultrasound-guided percutaneous cryoneurolysis to provide
multiple weeks of analgesia following shoulder rotator cuff repair and total knee arthroplasty. Considering the significant
benefits of cryoanalgesia relative to continuous peripheral nerve blocks (e.g., lack of catheter/pump care, extremely long
duration), this analgesic modality may be a practical alternative for the treatment of prolonged post-surgical pain in a se-
lect group of surgical patients.

Case Report | /M

Pl 20055410 . aFSH ME-T56] |-

Ultrasound-guided percutaneous

R cryoneurolysis providing
postoperative analgesia lasting
many weeks following a single
administration: a replacement
for continuous peripheral nerve
blocks?
-4 case report-

Brian M. Iifeddd’, Rodney A. Gabriel’, and Andrea M. Trescot’

Deparrisiend of Anasnhetiohagy Dbiersdy af Callorsi Sen DNeapo, s EVepn, CA,Paib il Bandacks Casies
B lihver, AL, DA
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The Knee

Percutaneous freezing of sensory nerves prior to total knee arthroplasty

Vinod Dasa**, Gabriel Lensing ", Miles Parsons ", Justin Harris , Julia Volaufowa ©, Ryan Bliss
* Cygarroeeat of Crmogunidied. {91 Sohaal of Matiohie, Wew Oeloaes, L4 TR E ot Saases
M USIINET Sofvaad af Mndicine, 4577 Boliar Smoer, M’ Orieanl LA 7O 0F, Lainis’ Srones

LR St of Asdris Hsshl: ST0T) G e Sroer Offe 52058 Mosic Onfaird, LA OV 12, Liines! Saons

Canctustons; Perioperative cryaneurolysis in combimation with mulimodal pain management may significantly
Improve putcomes in patients undergoing TKA. Promising results from tis preliminary retrospactive study war-
rant further investigation of this novel treatment in prospective, randomized trias,

Level of evidence: 10
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