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L'artroplastica totale del ginocchio (TKA) è un metodo ampiamente 
utilizzato per il trattamento dell'osteoartrosi allo stadio terminale e di altre 
condizioni invalidanti del ginocchio e si prevede che la sua domanda 
aumenterà fino a superare 1 milione di procedure entro il 2030 negli Stati 
Uniti
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Tra i cambiamenti nella pratica clinica nell’ultimo decennio, abbiamo 
assistito ad una costante diminuzione della durata della degenza 
ospedaliera (LOS) e ad uno spostamento verso la chirurgia ambulatoriale.
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Uno degli aspetti che continua a richiedere miglioramenti è 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.
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INNERVAZIONE DEL GINOCCHIO:
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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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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.

Diminuzione  forza isocinetica e aumento del rischio di rottura dell’innesto 
LCA entro il primo anno dall’intervento dopo utilizzo del FNB 

Diminuzione della forza del quadricipite in quei pazienti che hanno ricevuto 
un FNB peri-operatorio a 6 settimane ma questo non è stato riscontrato a 6 

mesi





Local Infiltration Anesthesia
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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 α2
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/


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, LIA is 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.
• A concern 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,



Sebbene esistano numerose ricette, la seguente 

formula è efficace sia per l'intervento di sostituzione 

del ginocchio 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., 0,5 mg in 150 ml) 
può avere un effetto benefico sull'emostasi
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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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