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Ipsilateral Inflammatory Neuropathy After
Hip Surgery

Ruple S. Laughlin, MD; P. James B. Dyck, MD; James C. Watson, MD;
Robert |. Spinner, MD; Kimberly K. Amrami, MD; Rafael J. Sierra, MD;
Robert T. Trousdale, MD; and Nathan P. Staff, MD, PhD

Abstract
Objective: To identify whether new ipsilateral weakness after hip surgery may be due to an inflammatory

Patients and Methods: Seven patients (8 hip surgeries) seen between July 1, 2008, and June 30, 2011,
developed unexplained ipsilateral leg weakness and pain within 1 month ol hip surgery, mimicking
mechanical etiologies. Cutaneous sensory nerve biopsy distant from the site of surgery was performed on
all the patients. Patient medical records were reviewed lor the clinical, electrophysiologic, radiologic, and
pathologic features of the new neuropathy.
Results: Results of all the nerve biopsies were abnormal, showing axonal damage (7 patients), inflam
mation (7 patients), signs of ischemic injury (7 patients), and nerve microvasculitis (6 patients). Six pa
tents were treated with intravenous methylprednisolone. At median follow-up of 6 months, 6 patients
showed improvement in function and pain.
Conclusion: In this case series, we demonstrate that inflammatory neuropathy is an important etiologic
consideration in some patients with ipsilateral weakness and pain after hip surgery. In these patients, the
inflammatory mechanism was ischemic injury due to microvasculitis. Identification of these patients
through clinical suspicion and subsequent nerve biopsy may lead to improved outcomes with prompt
initiation of immunotherapy.

© 2014 Mavo Foundation for Medical Education and Research ® Mavo Clin Proc. 2014:89(4) :454-461
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Abstract

As surgical techniques and technology confinue to advance in
shoulder surgery along with the increased use of regional anesthesia,
it is important to remember that iatrogenic nerve injuries remain a
possible complication. latrogenic nerve injuries associated with
shoulder surgery lead to patient disability and distress, increased
healthcare costs, and possibly additional procedures. To obtain the
best possible cutcome for the patient after the nerve injury has been
discovered, a timely appreciation of the management options is
necessary rather than expectant management. Early recognition,
appropriate neurodiagnostic testing, and prompt treatment or referral
are mandatory for optimal outcomes.

Nerve injuries associared with
shoulder surgery are devastat-
ing and lead to patient disability
and distress, including functional
deficits, intractable neuropathic pain,
increased costs, additional proce-
dures, and possible physician litiga-
tion. This article discusses the causes
of iatrogenic nerve injuries associated
with shoulder surgery, prevention
techniques, and the diagnosis and
management of iatrogenic nerve in-
juries to achieve optimal patient
outcome.

latrogenic Nerve Injuries
Associated With Shoulder
Surgery

Nerve Injuries Associated
With Regional Anesthesia

Regional anesthesia such as inrer-
scalene,  supraclavicular,  infra-
clavicular, and suprascapular nerve
blocks and peripheral nerve catheters
are rontinely used in shoulder surgery.
Nerve blocks and peripheral nerve

catheters can improve patient saris-
faction, decrease postoperative opioid
use, and may even allow faster func-
tional recovery of the operated limb.!
The administration of regional anes-
thesia, however, has the potendal o
cause iatrogenic nerve injuries. The
frequency of peripheral nerve injuries
after peripheral nerve blocks varies
from 0% to $%.> Transient par-
aesthesia may occur in up to 15% of
patients after a peripheral nerve
block, with 99% resolving within 1
year.” The incidence and prognosis of
more permanent neurologic deficit
remain unclear. Potential complica-
tions of perpheral nerve blocks
include direct puncture of peripheral
nerves, compressive  hemaroma,
or local newotoxicity of local
anesthetics. ¢

Direct puncture or transection of
nerves with needles may lead to
mechanical damage to the nerve as
well as increased neurotoxicity in in-
trafascicular injections due to the
exposure of the nerve to higher con-
centrations of local anesthetic. In
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Neurological Complications Related to Elective
Orthopedic Surgery

Part 2: Common Hip and Knee Procedures

Tim Dwyer, MBBS, FRACS, FRCSC,*1#§ Michael Drexler, MD, [ Vincent W, S. Chan, MD, FRCPC, FRCA,§
Daniel B. Whelan, MD, MSc¢, FRCSC,*#§# and Richard Brull, MD, FRCPCY

Abstract: Many anesthesiologists may not be famihiar with the rate
of surgical neurological complications of the hip and knee procedures
for which they are providing local anesthetic—based anesthesia and'or
analgesia. Part 2 of this narmative review series on neurological com-
plications of elective orthopedic surgery describes the mechanisms and
likelihood of peripheral nerve injury associated with some of the most
common hip and knee procedures, including arthroscopic hip and knee
surgery and total hip and knee replacement.

What's New: As the popularity of regional anesthesia continues to
increase with the development of ultrasound guidance, anesthesiologists
should have a thoughtful understanding of the nerves at risk of surgical
injury during elective hip and knee procedures.

(Reg Anesth Pain Med 2015;40: 443-454)
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arthroplasty using infraoperative nerve monitoring The risk of nerve injury during anatomical

and reverse total shoulder arthroplasty:
an intraoperative neuromonitoring study

Sameer H. Nagda, MD,” Kenneth J. Rogers, PhD, ATC,® Anthony K. Sestokas, PhD," Charles L. Getz, MD 2
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The incidence of neurologic injury after shoulder ar-
throplasty has been reported to be 1% to 4%. How-
ever, the frue incidence may be higher, because injury
is identified only clinically and examination of the
postarthroplasty shoulder is difficult. This siudy vsed
intraoperative nerve monitoring to identify the inci-
dence, pattern, and predisposing factors for nerve in-
jury during shoulder arthroplasty. Continuous intraop-
erative monitoring of the brachial plexus was
performed in 30 consecutive patients undergoing
shoulder arthroplasty. Impending intraoperative com-
promise of nerve function was signaled by sustained
neurolonic eleciromyographic aclivity or greater than
50% amplitude attenuation of transcranial elecirical
motor evoked potentials for both). Arm and refractor
positions were recorded and adjusted fo relieve ten-
sion. Patients with infraoperative nerve alerfs under-
went diagnostic eleciromyography at least 4 weeks
postoperatively. Of the patients, 17 (56.7%) had 30
episodes of nerve dysfunction [(ie, nerve alerts) during
surgery. None of these 30 nerve alerts returned to

transcranial elecirical MEPs intraoperatively and in 1
of 10 (10%) whose nerve function did return to base-
line. In alf cases of positive postoperative electromyo-
graphic results, the pattern of nerve involvement matched
the paitern of iniraoperative nerve dysfunction. The af
fected nerves included the following: combined [ie,
mixed plexopathy) (46.7%), musculocutaneous (20%),
axillary (16.7%), ulnar (10%), and radial (6.7%). Prior
shoulder surgery and passive external rofation of less
than 10° were associated with an increased incidence of
nerve dysfunction [P < .05). The incidence of nerve in-
jury during shoulder arthroplasty is likely greater than
reported. Positioning of the arm at the extremes of mo-
tion should be minimized. Patients with decreased mo-
tion [<10° passive external rotation with the arm at
the sidle) and a history of prior open shoulder surgery
are at higher risk for nerve injury and should be coun-
seled on the increased risk. This patient population
may also be considered for routine nerve monitoring.

{/ Shoulder Elbow Surg 2007,16:25-8S.)

Background: This study compared the incidence and patiern of potential nerve injuries between reverse
shoulder (RSA) and total shoulder arthroplasty (TSA) using intraoperative neuromonitoring. Our hypoth-
esis was that RSA has a greater risk of nerve injury than TSA due to arm lengthening.

Methods: We reviewed 36 consecutive patients who underwent RSA (n = 12) or TSA (n = 24) with in-
traoperative neuromonitoring. The number of nerve alerts was recorded for each stage of surgery. Neurologic
function was assessed preoperatively and postoperatively at routine follow-up visits. Predictive factors for
increased intraoperative nerve alerts and clinically detectable neurclogic deficits were determined.
Results: There were nearly 5 times as many postreduction nerve alerts per patient in the RSA cohort com-
pared with the TSA cohort (2.17 vs. 0.46). There were 17 unresolved nerve alerts postoperatively, with
only 2 clinically detectable nerve injuries, which fully resolved by 6 months postoperatively. A preoper-
ative decrease in active forward flexion and the diagnosis of rotator cuff arthropathy were independent
predictors of intraoperative nerve alerts.

Conclusion: RSA has a higher incidence of intraoperative nerve alerts than TSA during the postreduc-
tion stage due to arm lengthening. Decreased preoperative active forward flexion and the diagnosis of rotator
cuff arthropathy are predictors of more nerve alerts. The clinical utility of routine intraoperative nerve moni-

torine remaine in amactinn givan tha hich laval of narve alarte and lack of narcictant noctonarative nenmlooie
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baseline with refractor removal alone. Of the 30
alerts, 23 (76.7%] returned to baseline after reposi-
tioning of the arm into a neulral position. Postoperative
electromyography results were positive in 4 of 7 pa-
tients (57.1%) who did not have a return to baseline

Surgical Maneuvers Placing the Sciatic Nerve at
Risk During Total Hip Arthroplasty as Assessed
by Somatosensory Evoked Potential Monitoring

Thomas R. Pereles, MD, Steven A. Stuchin, MD, Donald M. Kastenbaum, MD,
Aleksandar Beric, MD, Gerard Lacagnino, MD, and Humayun Kabir, MD

Abstiract: The sciatic nerve in 52 hip arthroplasties was ¢valuated using intraopera-
tive somatoscnsory evoked potentials (SSEPs). Twenty-nine of these cases involved
the lateral transtrochanteric approach, and 23 involved the posterior approach. A
total of 11 incidents of SSEP changes occurred in eight patients. Six episodes
occurred during lateral retraction of the proximal femur, and three occurred during
anterior retraction of the proximal femur. Tracings returned to baseline with prompt
cessation ol [emoral retraction in each case. One SSEP change occurred in a revision
following reduction of the prosthetic components, and this resolved with shoriening
of the prosthetic neck 1o less than anatomic length. One change occurred during
tightening of cables securing strut allogratts to the lemur, and this resolved sponta-
neously. No correlation was found between [requency of SSEP changes and age,
sex, limb lengthening, or preoperative range of motion. It is concluded that routine
lateral or anterior retraction may place the sciatic nerve at risk. Key words:
somatosensory evoked potentials, sciatic nerve, total hip arthroplasty.
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Perioperative Peripberal Nerve Injuries Perioperative Nerve Injury After Total Shoulder Arthroplasty
A Retrospective Study of 380,680 Cases during a 10-year Period at a Single Assessment of Risk After Rng'Of’JGJ' Anesthesia

Institution

Marnie B. Welch, M.D.,* Chad M. Brummett, M.D.,t Terrence D. Welch, M.D.,1 Kevin K. Tremper, Ph.D., M.D.,§ Hans P Sviggum, MD,* Adam K. Jacob, MD,* Carlos B. Mantilla, MD, PhD,*

Amy M. Shanks, M.S.,| Pankaj Guglani, M.D., George A. Mashour, M.D., Ph.D.# Darrell R. Schroeder, MS, T John W Sperling, MD,# and James R. Hebl, MD*

Results: Of all patients undergoing 380,680 anesthetics dur- . . . . .
! somng Results: A total of 1569 patients underwent elective TSA during the

ing a 10-yr period, 185 patients were initially identified as
study period; 35 cases met criteria for PNI. The overall incidence of PNI

having nerve injuries, and after review, 112 met our definition

of a perioperative nerve injury (frequency = 0.03%). Hyperten- was 2.2% (95% CL 1.6%3.1 I.J_-('I]_ Use of ISB was associated with reduced
ion, tobacco use, and diabetes mellitus were significantly as- . - . R .

Som, fapaces use, and ¢ranctes merHs were sign Aeantly as odds for PNI (odds mtio [OR], 0.47; 95% CI, 0.24-0.93; P = 0.031).
sociated with perioperative peripheral nerve injuries. General . . .

and epidural anesthesia were associated with nerve injuries. Sex (OR, 0.85; P = 0.645) and operative time (OR, 1.07 per 30-minute
Significant associations were also found with the following increase; P=0.263) were not associated with PNI. Most p;]tjentg with
surgical specialties: Neurosurgery, cardiac sur r, general sur- . 5 . . .

urgical speciaities: Neurosurgery, cardiac surgery, general sus PNI (97%) experienced complete or partial neurologic recovery at

gery, and orthopedic surgery. K
last documentation.
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From: Perioperative Nerve Injury after Total Knee ArthroplastyRegional Anesthesia Risk during a 20-Year Cohort Study
Anesthesiology. 2011;114(2):311-317. doi:10.1097/ALN.0b013e318203915d From: Perioperative Nerve Injury after Total Hip ArthroplastyRegional Anesthesia Risk during a 20-year Cohort Study

Anesthesiology. 2011;115{(6):1172-1178. doi:10.1097/ALN.0b013e3182326c20

Perioperative Nerve Injury Following TKA
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Fig. 1. Incidence of perioperative narve injury (FNI) after total knee arthroplasty (TKA) and the proportion of patients receiving
peripheral nerve blockade during 20-yr study period

Fig. 1. The incidence of perioperative nerve injury (PNI) after total hip arthroplasty (THA) and the proportion of patients receiving
peripheral nerve blockade during the 20-yr cohort study
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Complications After Popliteal Block
for Foot and Ankle Surgery

John G. Anderson, MD', Donald R. Bohay, MD', John D. Maskill, MD',
Kuldeep P. Gadkari, MS, MBBS?, Thomas M. Hearty, MD',
William Braaksma, MD?, Michelle A. Padley, BS', and Kevin T. Weaver, BS®

Abstract

Background: A popliteal nerve block is a common analgesic procedure for patients undergoing surgery on their knee,
foot, or ankle. This procedure carries less risk in a surgical setting compared with other forms of anesthesia such as a spinal
block. Previous reports demonstrated few to no complications with the use of this nerve block, but it is unclear whether
these data are consistent with the recent increase in use of this analgesic procedure for lower extremity surgery.
Methods: Retrospectively, a busy orthopedic foot and ankle practice performed a chart review examining for postoperative
neuropathic complications possibly related to the popliteal nerve block. The 1014 patients who had undergone a popliteal
block for foot and/or ankle orthopedic surgery were analyzed for short and long-term neuropathic complications. The
collected data consisted of tourniquet time, pressure, and location as well as the method of finding the fossa nerve,
adjuncts used, and patient medical history. Data were analyzed using chi-square, Fisher’s exact, and t tests for analysis with
a significance value of P < .05.

Result: Of these 1014 patients, 52 patients (5%) developed deleterious symptoms likely resulting from their popliteal
block, and 7 (0.7%) of these were unresolved after their last follow-up. No immediately apparent underlying causes were
determined for these complications.

Conclusion: The frequency of a neuropathic complication following a popliteal nerve block was notably higher in the early
postoperative period than indicated in the past. The proportion of patients with unresolved neurcpathic symptoms at last
follow-up is comparable to that previously reported in the literature.

Level of Evidence: Level IV, retrospective case series.
Open Access Original
Article DOI: 10.7758cureus. 9434

Regional Nerve Block Complication
Analysis Following Peripheral Nerve Block
During Foot and Ankle Surgical Procedures
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Abstract
Background
surgeries block in arder to
reduce ive pain_ Higher th: d ith peripheral nerve
blocks have led to increased concern among surgeons and patients. To our knowledge, no study
the urgeon isk factors that may predi patient to
& attempt to identify those risk factors.
Methods

We reviewed patient charts of those who underwent an orthapedic foot and ankle procedure
between 2013 and 2018, as performed by the senior author. This yielded 992 procedures
‘performed across four surgical locations. Of these procedures, 137 procedures were removed
b Th " i

were analyzed for defined
as sensary or motor deficits along the distribution of a nerve. The patients were divided into
those with ications snd Juated for differences. Statistical analysis
was performed using the SAS™ Institute Inc., Cary, N USA).
Results
The overall sh i 10.1% and the | rate was
4.3%, with a total of 855 d on 24.4% of

the patients with & complication. Of the EMGs, 95.2% confirmed nerve complications in the
distribution of the blocked nerve. The significant ated wi i

age, BMI, location, and 3 pe

adds ratio for indivi Thase with higher odds 0
and 65 years of age, had d or BMI, underwent surgery at an outpatient
surgery center, and were current smokers.

Conclusions

o 5 b i i factors in predicting
related to a peripheral nerve block. The study also sh imil
short-term complication rate but a higher long-term complication rate than other studies. This

decision to be made b a surgeon,

HSSJT (2018) 14:134-142
DOI 10.1007/s11420-017-9588-y
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The Incidence of Complications Is Low Following Foot and Ankle
Surgery for Which Peripheral Nerve Blocks Are Used
for Postoperative Pain Management

Richard L. Kahn, MD - Scott J. Ellis, MD « Jennifer Cheng, PhD - Jodie Curren, MPA, BSN « Kara G. Fields, MS -

Matthew M. Roberts, MD - Jacques T. YaDeau, MD, PhD

Abstract  Background: The incidence of neurologic com-
plications from foot and ankle surgery utilizing regional
anesthesia is not well established. Questions/Purposes: The
purpose of this study was to prospectively determine the
incidence of neurologic and peripheral nerve block (PNB)
site complications on a busy foot and ankle service that
utilizes ankle blocks (ABs) and popliteal blocks (POPs).
FPatients and Methods: This prospective observational study
included patients undergoing foot and ankle surgery with
ABs or POPs. Block choice was determined by surgeon’s
preference. Patients were assessed for complications during
postoperative visits at 2, 6, and 12 weeks. The relation of
each complication to the block was scored by a surgeon and
anesthesiologist. Results: From October 2012 to October
2014, 2516 patients underwent 2704 surgeries. There were
195 complications (7.2%) considered neurologic or at the
PNB site. The incidence of serious complications was 0.7%.
A higher complication rate was reported for POPs (8.8%)

than for ABs (2.5%). However, when analysis was limited to
forefoot surgery, this difference was not significant. Dexa-
methasone use was associated with increased complications
for POPs. Only 5 of the 195 total complications, and 2 of 20
serious complications, were deemed to have been likely
caused by the block by both the surgeon and anesthesiolo-
gist reviewer. Conclusions: The incidences of neurologic or
block-related complications and serious complications were
7.2 and 0.7%, respectively, most without a clear surgical vs.
nerve block etiology. The higher complication rate for POPs
using perineural dexamethasone should be interpreted cau-
tiously in light of the lack of randomization and likely
confounders.

Keywords  regional anesthesia- complications -
peripheral nerve block- foot and ankle surgery- ankle block -
popliteal block - neurologic complications
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Neurolog s odstupem

Sonografie nervus tibialis svedci pro poskozeni nervus
tibialis vpravo a to tezkeho stupne. Nervus peroneus
communis odstupuje neposkozen 10 cm od poplitealni
ryhy (horizontalni ryha ve fossa poplitea pri pohledu z
dorsalni strany na koleno ve stoji), 8 cm nad poplitealni
ryhou zacina poskozeni nervu, makroskopicke
maximum poskozeni nervu je cca 5 cm nad poplitealni
ryhou a poskozeni nervu priblizne konci 2 cm pod
poplitealni ryhou. V oblasti poskozeni nervu je patrno
nekolik cyst intraneuralné, je patrna zmena
architektury nervu (prestavba a zména fascikulg,
fascikuly nejsou sledovatelneé pres poskozeni nervu) a
nerv je zvetsen na 117 mma2 (area nervu) z puvodnich
cca 50 mmz2 (srovnano s druhou stranou).

Doporucena chirurgicka rekonstrukce
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Synovial cyst of the knee: A rare case of acute it » Sclencelirec I‘<I Iee
sciatic neuropathy ESE[R The Knee 14 (2007) 249 - 252 /I

Short communication

ARTICLE INFO Compressive neuropathy of the tibial nerve and peroneal nerve by a

2 .
Baker’s cyst: Case report

A Giant Atypical Baker's Cyst Causing Compressive Neuropathy of Jong-Hun Ji, Mohamed Shafi *, Weon-Yoo Kim, Se Hun Park, Jang Ok Cheon
Combined Peroneal and Tibial Nerves - A Case Report

Department of Orthopaedic Surgery, Daejeon St. Mary's Hospital, The Catholic University of Korea, Daejeon, Korea, 502-2,
y G . " ; Daehung-Dong, Joong-Ku, Dagjeon 302-803, South Korea
Surya Teja Malasani', Gadhamsetty Sai Ganesh?, Arvindam Grandhi® “ ’ ’

Received 31 October 2006; received in revised form 18 December 2006; accepted 9 January 2007
Learning Point of the Article:
The awareness of Baker's cyst causing rare consequences like combined tibial and peroneal nerve compression neuropathy along with a

judicious strategy results in early diagnosis and prudent hereby p ing 7
Introduction: Popliteal cysts (Baker cysts) causing compressive neuropathy of combined tibial and al nerves is an exceptional
entity. Especially, an isolated multi-septate d cyst (usually dially) dissecting thereby causing
ofmultiple comp the popliteal larbundle asseen in this case repartis uniquein clinical fieldand in the iterature.

and early diagnosis of such cases along witha prudent technique will preclude permanentimpairment.
Case Report: A 60-year-old man with a 5-year history of a symptomless popliteal mass in his rightknee was hospitalized with aberrant gaitand
Jkingdifficultythat had deteriorated during a2-month period. The patient reported hypoesthesia across the sensoryinnervations of tibial and
common peroneal nerves. Clinical examination indicated a prominent painless and unfixed cystic, fluctuant swelling extending around 10 x 7
cm in the popliteal fossa encroaching into the thigh. Motor examination showed decrease in the power of ankle dorsiflexion, plantar flexion as
well as inversion and eversion ofthe foot resulted in progressive difficulty in walking with high stepping gait. The action potential amplitudes of
theright peroneal and tibial compound muscles were dramatically decreased with a drop in motor conduction veloditiesand a prolonging of the
F-response latencies, according to nerve conduction studies. Magnetic resonance imaging of the knee showed a multi septate popliteal cyst
measuring 13.8°6.5°6.8 cm alongthe medial head ius, andthe T2-weighted sagittal and axial secti d the cyst connecting
with the right knee. Hewasplanned and und, pencystexcisionwith decompression of the land tibial
Conclusion: This exceptional case establishes that Baker s cyst very rarely can cause compressive neuropathy vandalizing both the common
peroneal and tibial nerves. Excision of the cyst by open technique along with neurolysis may be a more judicious and successful strategy for
quicklyas well as to prevent permanent img

gsymp
Keywords: Bakercysts, compressive neuropathy; tibial and peroneal nerves, open cyst excision.




Letter to the editor

Intraneural ganglion cysts: A predictable
method to their madness

ARTICLE INFO

Keywords
Tibial nerve
Sdatic nerve
Canglion cyst
Tibiofemaral joint
Articular branch

Wi

Dear Editor,

In a recent article in the journal, Roger et al. describe a rare case
of a tibial intraneural ganglion cyst arising from the tibiofemoral
Jjoint, rare both for the nerve and its joint of origin [1]. A recent
meta-analysis revealed only 5 cases of this combination of nerve
and origin, including a historic case dating back 100 years. In 2 of
these cases, which were ours, the joint connection to the
tibiofemoral joint was not recognized until we performed a
secondary re-interpretation of the imaging studies [ 2]. Analysis of
the case, which Roger et al. present, clarifies the connection and

supports previous observations for other intraneural ganglion
cysts and the unifying articular theory.

Fig. 1. MRl reproduced andannotated froma caseof a tibial intraneural ganglioncyst arising from thetibiofemaral joint from PISHCTEEEar (01 :
Ti-weighted B). and coronal T2-weighted (C) MRl imagesof the cyst (asterisk) within thetibial nerve. Axial T2-weighted image (') showing the “wedding ring” sign{double
arrow) with draumferential cyst presentin the tibial nerve. Asmall cyst is present within the common peraneal nerve (arrow)., consistent with crossover inthe sciatic nerve

and subsequent descent.
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Fig. 2. Intraoperative photograph and schematic reproduced from Higuchi et al. [ 3] with annotation. A. Intraoperative photograph showing the cyst within the tibial nerve
articular branch (A) to the tibiofemoral joint. The tibial nerve (T), sciatic nerve (S}, and proximal common peroneal nerve (P) all appear to be cystic. The phasic mechanism
involves a capsular defect in the tibiofemoral joint, which allows synavial fluid into the articular branch with primary ascent of the synovial fluid up the articular branch and
into the tibial nerve (1), followed by cross-over within the sciatic nerve (Il), and finally descent of the fluid down the common peroneal nerve (111 ). B. Schematic representation
of the findings in the intraoper




Bakerska cysta

Jiz pred operaci pacient popisuje bolesti
vystrelujici do slapky chodidla

Operacni protokol: ,Pod kontrolou hmatu
proniknuto do Baker. cysty v podkoleni,
odsati, shaverem rozsireni jejiho vstupu"




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., ER.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., ER.C.P.C.,

John Theodoropolous, M.D., FR.C.5.C., Stephanie Oldfield, B.S., Justin Oh, B.A.,
Richard Brull, M.D., F.R.C.P.C.

ABSTRACT

Background: By targeting the distal branches of the femoral nerve in the mid-thigh, the adductor canal block (ACB) can pre-
serve quadriceps muscle strength while providing analgesia similar to a conventional femoral nerve block (FNB) for inpatients
undergoing major knee surgery. In this randomized, double-blind, noninferiority trial, the authors hypothesized that ACB
provides postoperative analgesia that is at least as good as FNB while preserving quadriceps strength after outpatient anterior
cruciate ligament reconstruction.
Methods: A total of 100 patients were randomized to receive ACB or FNB with 20 ml ropivacaine 0.5% (with epinephrine).
The authors sequentially tested the joint hypothesis that ACB is noninferior to FNB for cumulative oral morphine equivalent
consumption and area under the curve for pain scores during the first 24 h postoperatively and also superior to FNB for post-
block quadriceps maximal voluntary isometric contraction. . R
Results: The authors analyzed 52 and 48 patients who received ACB and FNB, respectively. Compared with preset nonin- M d n
feriority margins, the ACB-FNB difference (95% CI) in morphine consumption and area under the curve for pain scores ISystematic Review and Meta-Analysis e IC I e
were ~4.8mg (-12.3 10 2.7) (P =0.03) and -71mm h (~148 to 6) (P < 0.00001), respectively, indicating noninferiority of
ACB for both outcomes. The maximal voluntary isometric contraction for ACB and FNB at 45 min were 26.6 pound-force @
(24.7-28.6) and 10.6 pound-force (8.3—13.0) (£ < 0.00001), respectively, indicating superiority of ACB. -
Conclusion: Compared with FNB, the study findings suggest that ACB preserves quadriceps strength and provides non- compa rison Of add_uctor canal blo?k and f_emoral
inferior postoperative analgesia for outpatients undergoing anterior cruciate ligament reconstruction. (ANESTHESIOLOGY nerve block for paln manag ement in anterlor
2016; 124:1053-64 = = =
’ ’ cruciate ligament reconstruction

A meta-analysis of randomized controlled trials
Xiao Yin, MM, Xingyue Li, MD, Peng Zhao, MD"

Abstract \
Objective: To compare the efficacy of adductor canal block and femoral nerve block for pain management in patients with anterior
cruciate ligament reconstruction.

Methods: A computerized search was performed in the database of PubMed, Embase, Web of Science and Cochrane Library for
randomized controlled trials. The outcome measures included visual analog scale, morphine consumption, quadriceps strength,
length of hospitalization and postoperative adverse events. The risk of bias of randomized controlled trials was assessed according
to the Cochrane Risk of Bias Toal. All quantitative syntheses were completed using STATA version 14.

Results: Seven randomized controlled trials involving a total of 643 patients were included in our meta-analysis. The present meta-
analysis indicated that there were no significant differences between the 2 groups in terms of postoperative pain score, opioid
consumption, length of hospitalization or adverse effects after anterior cruciate ligament reconstruction. However, adductor canal
block showed superior quadriceps strength and range of motion in the early postoperative period.

Conclusion: Adductor canal block shows similar and adeguate analgesia compared to the femoral nerve block in anterior
cruciate ligament reconstruction and adductor canal block can preserve a higher quadriceps strength and better range of maotion.

Abbreviations: ACB = adductor canal block, ACL = anterior cruciate ligament, FNB = femoral nerve block, RCT = randomized
controlled trial.

Keywords: adductor canal block, anterior cruciate ligament reconstruction, femoral nerve block, meta-analysis




THA

Muz 55 let, sportovec, bez dokumentovane
neuropatie

SA+ FICB 40 ml 0,25% bupi

Paréza n. femoralis 5 dni

Anamnesticky béhem kontroly zjisténa
zvysena citlivost k LA - SA 8 hodin, zubar 2
dny



Zaverem

Kauzalitu vzniku PNI zpravidla
nejde jednoznacne urcit

Casné vysetfeni pacienta s
neurologickym deficitem k
odstranéni reverzibilnich pricin
Znalost rizikovych faktort PNI
(pacientskych, chirurgickych i
anesteziologickych) a zvazeni
rizika a benefitu RA
Minimalizovat rozsah bokady a

posunout ji do periferie
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