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Anesthetic locoregional blocks in

traumatology emergencies. WALANT
Surgery

Ortega Yagol,2, Amparo; Baixauli Perelld, Emilio2

In traumatology, the use of locoregional anesthesia techniques is becoming more widespread, both for
traumatological emergencies and for upper limb surgeries. 13 and lower +*©.

By learning these techniques, it is possible to carry out, and without the need for general anesthesia, various
procedures that facilitate a greater recovery of the patient and even their collaboration while the intervention
is being performed, thanks to the Walant technique.

(Wide awake, local, anesthesia, no tourniquet)

For this, a good knowledge of both the anatomy and the characteristics of the anesthetics and adjuvants that
we will use to perform the locoregional blocks will be necessary.
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INTRODUCING THE WALANT

A technique that is becoming increasingly popular
is the WALANT. The WALANT refers to "wide,
awake, local, anesthesia, no tourniquet”, that is, in
the intervention the patient is awake, performed
with local anesthesia and without a tourniquet.

The advantages of the Walant is that it is a
technique that does not require an ischemia cuff,
and therefore the surgeon is not limited by its time.
Among other advantages is that the patient can
collaborate in the surgical intervention, and that it
does not require an intravenous route or monitoring

since the anesthesia is local.

LOCAL ANESTHETICS

The anesthetics used in this technique are very
varied. Classically, they have been divided between
esters (practically not used) and amides, with
lidocaine being used in traumatology, with a faster
onset of action, and mepivacaine, with a slower
onset of action but the safest at the cardiovascular
level. Another of the virtues of

mepivacaine is that it produces less vasodilation
than lidocaine.

Regarding LA toxicity, it should be noted that it can
occur locally on the nerve, or it can be systemic
(whether due to overdose or intravascular
injection)6 .

The first symptom that the patient will refer to us
and that should alert us that the anesthetic has
passed into the circulation is that he reports a
metallic taste of the tongue and mouth.

Other possible effects include dizziness,

and at a cardiovascular level with higher doses of
hypertension and tachycardia.

ADJUVANTS

What about adjuvants for anesthesia?

ADRENALIN

A question that often arises for the surgeon is
whether he can use adrenaline together with local
anesthesia. classically it has

transmitted for generations that adrenaline together
with local anesthetic produces distal necrosis.

This bad reputation comes from the fact that before
1950 procaine was used as a local anesthetic. The
alarm went off in 1948, when they realized that
administering procaine - without adrenaline -
produced tissue necrosis.

This is explained by the fact that procaine has a
much lower pH than lidocaine (may even be less
than 1) and also because sometimes they used
expired bottles of procaine because the law did not
require recording expiration dates on local
anesthetics. 8
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Table 1: It is observed that lidocaine with
and without adrenaline has a much lower
risk compared to other local anesthetics of
producing distal infarcts.8

Cochrane has recently published a systematic
review where no

finds evidence for or against the use of adrenaline
with local anesthesia 9 . Without

However, there is increasing evidence that using
epinephrine with local anesthetics in distal areas is

10-13 safe
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Normally the proportions are usually 1:10,000. Today
there are multiple combinations, such as articaine

and adrenaline.

There is an antidote called phentolamine.

This drug is an alpha blocker, and reverses the effect
of adrenaline in approximately 80 minutes. The
application ratio of phentolamine is 1:1 with respect

to adrenaline.14

Even so, it is usual to try to avoid the use of
adrenaline in patients with cardiovascular diseases

or who take drugs such as MAOISs.

BICARBONATE
Some anesthetics tend to local have
precipitate easily, which causes pain to the patient.

That is why the use of bicarbonate at 8.4% in

10:1 ratio (lidocaine:bicarbonate) is widely established

to decrease injection pain in patients
15.16

SPECIAL CASES

lidocaine

The use of lidocaine is category B in pregnant
women. Therefore, it can be used if the benefit is

greater than the risk.
17

Lidocaine is excreted in breast milk in small doses.
Caution must be exercised when using it, although

the side effects in the infant would be

rare and would be related to allergic or idiosyncratic

reactions. 17
) .

The use of lidocaine is category C in pregnant

women. Therefore, only

should used if the benefit is much

greater than risk. 18

It is not known whether mepivacaine is excreted in

milk, therefore it must be administered with caution.
18

lidocaine

It can be used with caution adjusting the doses to

the weight of the patient.
17

Mepivacaine

It can be used with caution adjusting the doses to

the weight of the patient.
18

LOCO-REGIONAL LOCKDOWNS IN
TRAUMATOLOGY
UPPER EXTREMITY

The upper extremity is the most common site where
the loco regional block is performed, both in trauma

emergencies and in surgery.

The main blocks in traumatology
are:

1.radial

- What is anesthetized: Back of the hand (first

fingers + radial edge of 4)

- How to anesthetize: Find the
radial styloid and radial artery.

Anesthetic is injected, and the needle is

moved posteriorly along the radial border
to the dorsal aspect of

the styloid.

The radial nerve usually requires infiltration

at different points to
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adequately cover the

territory of the curvature around

of the wrist

Many times requires more anesthetic than
normal (>10 ml)

This nerve is superficial, therefore, it requires

No excessively deep infiltration.

Extensor pollicis longus

\':*:.‘“.-:

Superficial radial nerve

Image 2: location of the ulnar. 19

The ulnar nerve can be anesthetized by both the volar
and the dorsal nerves, however its easiest access and

with less risk is at the volar level.

3. Medium

- What is anesthetized: Fly face of 1, 2 and 3

fingers and radial half of 4.

- How it is anesthetized: Wrist flexion, palmaris
major tendon and flexor carpi radialis are
identified, and it is infiltrated in the middle.

Be careful with the needle, it is worth not injecting so
deeply so as not to injure the nerve.

Image 1: location of the radial nerve and its
anesthesia. 19

2. ulnar

- What is anesthetized: 4th finger and 5th
finger ulnar edge is anesthetized on
the dorsal side and volar.

- How to anesthetize: Wrist in hyperextension.

Look for ulnar pulse and flexor carpi ulnaris
tendon.
Inject into the ulnar border of the FCU.
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Image 3: location of the median nerve and its
anesthesia. 19

Intermetacarpal block -

What is anesthetized: a more complete

anesthesia at the distal level is
achieved by local injection of the

nerve prior to its bifurcation.

- How it is anesthetized: a level

metacarpal is injected laterally with
local anesthetic.

Image 3: intermetacarpal block; anesthesia
technique. 19

Digital lock.
There are two main techniques for digital
anesthesia:

- Single injection at flying level.
Sometimes the distal dorsal part of
the finger is not anesthetized. 20.21

- Two injections at dorsal level.
Sometimes the part of the ball of the
finger is left without anesthetizing. 20.21
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Dorsal sensory nerve Darsal branch of the volar digital nerve

g\(\_/

Digital crease

Flaxor tendon

Image 4: digital lock; dorsal and volar injection.

19

WHAT IF | DON'T USE ADRENALINE?
ISCHEMIA TECHNIQUES

There are two widely used ischemia techniques.

The first of these is to use a manual
sphygmomanometer and keep it at a higher
pressure than arterial. In this way ischemia of
the upper limb is achieved temporarily.

Another of the widely used techniques at the
level of the fingers is to use a glove as a ring in
such a way that it produces distal ischemia. It

should be remembered that if this technique is
used, it will be necessary to place a mosquito

and then always remember to remove the glove.

If it were left and we applied a bandage on top
of that, we could produce the same effect as
that of a ring that cannot be removed on a
swollen finger.

LOWER LIMB

The lower extremity block is increasingly having
greater applications both in traumatology
emergencies and in day-to-day surgeries.

1. Superficial peroneal

- What is anesthetized: The distal lateral
region of the leg, the dorsum of the
foot and the toes (except the first web
space)

- How to anesthetize: Palpate the lateral
malleolus and go

proximal 8-10 cm anterior to the edge
of the tibial shaft

Lateral branch of
superficial peroneal nerve

- |

v

81010cm

Medial branch of
superficial peroneal nerve

Sural nerve

Image 5: location of the superficial peroneal
nerve and its anesthesia. 19

2. Deep peroneal

- What is anesthetized: The first interdigital
space.

- How to anesthetize: The anterior tibial

artery can be palpated 4-5 cm from the
ankle joint. The tendon of the tibialis

anterior, the common extensor

digitorum, and the extensor hallux are
used.

If the artery is not palpable, use the tendon of

the tibialis anterior cm as a reference and infiltrate

lateral to 1-5 cm
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3 Extensor
Extensor digitorum longus
hallucis ¢ Anterior tibial muscle
longus — \ /

——— Deep peroneal nerve
Anterior tibial artery
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Anterior tibial | | i)
anery ¥ W ¥ 1105cm deep

Deepperoneal (B
nerve

Image 6: location of the deep peroneal nerve
and its anesthesia. 19

3. Saphenous

- What is anesthetized: Medial face of the

foot.

- How to anesthetize: palpate the medial malleolus,
and 3-5 cm, introduce the syringe. The

saphenous nerve is medial to the saphenous
vein.

Saphenous

Image 7: location of the saphenous nerve and
its anesthesia. 19

4- sural

- What is anesthetized: The lateral face of the

foot.

- How to anesthetize: Palpate the lateral malleolus.
5 cm proximal to the malleolus, the peroneus
longus tendon is palpated attached to the
subcutaneous edge of the fibula. Halfway
between the tendon and the Achilles tendon

passes the sural nerve.

Lateral branch of
superficial peroneal nerve

Medial branch of
superficial peroneal nerve

S

5cm

Image 8: location of the sural nerve and its
anesthesia. 19

5. Tibial

- What is anesthetized: the heel, and by the two
branches that it gives a posteriori; the medial
part of the plant, and the three and a half
medial fingers (1° to 4°), including the nails,
and the lateral plant, and one and a half lateral
fingers (4° and 5°).

- How to anesthetize: palpate the posteromedial
edge of the tibia, 5 cm proximal to the medial
malleolus. The flexor digitorum longus and
the tibialis posterior tendon are sought. The
medial border of the Achilles tendon is then
palpated. Halfway between the two, the artery

passes.
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Achilles tendon

Posteromedial
libia

Image 9: location of the tibial nerve and its
anesthesia. 19

In
the digital block of the foot the same techniques

are performed as in the digital block of the
hands.
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