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AbstractAdductor canal block (ACB) has recently emerged as an alternative to femoral nerve block for pain
control after various knee procedures especially knee arthroplasty. In this review article, we will review the
anatomy of adductor canal, sonoanatomy, and ultrasound-guided approach for ACB as well as review cur-
rent evidence regarding the indications of the ACB.
© 2016 Elsevier Inc. All rights reserved.
1. Introduction multimodal analgesia pathway including a peripheral nerve
Optimal pain relief postoperatively is a prerequisite for
any successful surgery from a humanitarian standpoint as
well as for avoiding a stress response and long-term chronic
pain complications [1]. Pain management is a critical compo-
nent to the success of the fast-track surgical programs [2,3]. To
optimize pain management, it has been recommended to use a
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block [4].
Femoral nerve block (FNB) has been traditionally used as a

part of multimodal analgesia strategy after anterior crucial lig-
ament reconstruction (ACL) and total knee arthroplasty
(TKA) [5-7]. However, the FNB is associated with quadriceps
weakness delaying mobilization [8-10]. Whether this weak-
ness leads to an increased risk of fall has been debated. The
single-shot FNB does not seem to increase risk of fall [11]. Al-
though an argument has been made for an increased risk of fall
with continuous FNB [11,12], the risk does not seem to exceed
what would be expected after a lower extremity orthopedic
surgery [13-15]. Regardless of the block, all patients are still
at a risk of fall, and appropriate safety precautions should be
taken. Adductor canal block (ACB) allowed better quadriceps
strength compared with FNB [16,17], which made us believe
that rehabilitation could be faster. This has led to a growing in-
terest in the ACB.

In this review, we will discuss the anatomy of adductor
canal, sonoanatomy, and ultrasound-guided approach for
ACB as well as review current evidence regarding the
indications of the ACB.
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2. Adductor canal

Originally described by John Hunter in the 18th century,
the names adductor canal, the hunter's canal, and the sub-
sartorial canal have been used synonymously in the medical
literature [18,19]. There has also been some debate as to the
exact location to perform an ACB. We believe that both of
these factors have contributed to some confusion related to
the exact location of needle and local anesthetic placement
for the ACB. Review of prior cadaveric studies and anatomical
text of the adductor canal and its components will help clarify
some of these issues.

It is generally accepted that the adductor canal has been de-
fined as a musculoaponeurotic tunnel extending from the apex
of the femoral triangle to adductor hiatus. The canal is bound-
ed laterally by vastus medialis, medially by adductor magnus
and adductor longus, and superiorly by sartorius. The canal
consistently contains the superficial femoral vessels, saphe-
nous nerve (sensory), and the nerve to vastus medialis
(NVM) (motor and sensory) (Fig. 1). However, the canal
may contain the medial femoral cutaneous nerve (sensory)
61% of the time and the anterior cutaneous branch of obturator
nerve (sensory) 21% of the time [20]. The motor branches
from the obturator nerve leave before entering into the adduc-
tor canal. A recent study identified that NVM in conjunction
with the saphenous nerve contributes to substantial innervation
to the anteromedial aspect of the knee joint including the joint
capsule and the medial retinaculum [21]. The sole motor nerve

to potentially be anesthetized during ACB is the NVM. Thus,

Fig. 1 View of exposed adductor canal demonstrating femoral artery, fem
(2013). Thigh and leg. Gray's clinical photographic dissector of the human
Elsevier Inc. Reprinted with permission.
the unique possibility of performing a predominantly sensory
block with minimal motor blockade has attracted many pro-
viders to perform ACB.

An important aspect of the adductor canal is that it is roofed
by the vasoadductor membrane forming an aponeurotic tun-
nel. The vasoadductor membrane has been identified to have
a mean length of 7.6 cm. The mean width of the vasoadductor
membrane proximally, midportion, and distally is 2.2, 1.7, and
0.5 cm, respectively. Tubbs et al [22] describe that the
“vasoadductor membrane effectively creates a sub compart-
ment within the subsartorial canal.” This subcompartment
was termed by Bendtsen et al [23] as the adductor canal prop-
er. This subcompartment with muscular and saphenous nerve
relations is nicely demonstrated during gross dissection in Fig-
ure 2 [22]. Editorial commentaries by Bendtsen et al [24] and
Jaeger et al [24,25] reveal that the logical target of the ACB is
the aponeurotic tunnel or “adductor canal proper.” However,
Dr Cowlishaw and Kotze [26] have recommended the need
for “subsartorial spread of local anesthetic anterior and poste-
rior of the vasoadductor membrane to provide excellent anal-
gesia for knee arthroplasty surgery.” This implies that
depositing local anesthetic outside of the aponeurotic tunnel
will provide improved analgesia. However, one anatomical
basis that may be concerning for consistency of a nerve block
is the fact that the vasoadductor membrane was fenestrated in
only 75% of the time in cadavers. Aswell, it was identified that
only 31% of the time in cadavers did the cutaneous saphenous
branches penetrate the vasoadductor membrane [22]. In theo-
ry, one could obtain a block if the vasoadductor membrane
was fenestrated to allow local anesthetic passage into the
oral vein, saphenous nerve, and NVM. Reprinted from Loukas et al.
body, Elsevier: 254-266. Copyright 2013 by Saunders, an imprint of



Fig. 2 Wide vasoadductor membrane (asterisk). The probe is deep into this structure. Reprinted from “Anatomy and potential clinical signifi-
cance of the vasoadductor membrane” by Tubbs et al, 2007, Surgical and Radiologic Anatomy, vol 29, p 571. Copyright 2007 by Springer-Verlag.
Reprinted with permission.
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adductor canal from the subsartorial space superior to the
vasoadductor membrane. However, if fenestrations or saphe-
nous nerve perforators are not present, then a consistent block
may not be achievable. Thus, targeting the aponeurotic tunnel
where the saphenous nerve is consistently present may negate
the need to infiltrate superior to the vasoadductor membrane.
The study of Andersen et al [27] of 15 cadaveric legs found
that the vasoadductor membranes were not fenestrated, and
the subsartorial fat dye injection did not explicitly demonstrate
saphenous nerve dying. However, the authors did comment
that “injection of local anesthetic in the sub-sartorial fat com-
partment in vivo may block the saphenous nerve” [27]. As
well, Andersen et al [27] described the “distinct discriminative
features both by ultrasound and by dissection.”Although later-
al spread has not been consistently demonstrated, vertical
spread of injectate to the popliteal fossa and femoral triangle
has been described [27,28]. The clinical impact of this spread
on muscular weakness has been considered clinically negligi-
ble [17]. However, there have been sporadic case reports of the
sciatic nerve and the femoral nerve impairment [29,30]. In-
deed, local anesthetic volume and concentration should be
considered and will be discussed further below.
3. Ultrasound-guided ACB

In multiple studies, ACB has been performed at the mid-
thigh level, approximately halfway between the anterior supe-
rior iliac spine and the superior border of the patella [17,31-
34]. The superficial femoral artery (SFA) is identified at the
midthigh level underneath the sartorius muscle. The saphe-
nous nerve is usually visible as a hyperechoic structure antero-
lateral to the artery. However, the nerve does cross the SFA
and becomes located medially as one traverses the adductor
canal more distally [35]. The vastus medialis is visible lateral
to neurovascular bundle.

Once the SFA and saphenous nerve are visible in a horizon-
tal cross section on ultrasound, adjust the probe such that neu-
rovascular bundle is on the medial end of the ultrasound
screen. Using an in-plane technique, a blunt tip block needle
for a single shot or a Touhy needle is introduced from the lat-
eral side of the probe. After the needle is in close proximity to
the nerve, local anesthetic is injected for single-shot injection.
For the continuous infusion catheter, a catheter is inserted 1-
2 cm beyond the tip of the Touhy needle. Local anesthetic is
injected through the catheter to confirm its appropriate loca-
tion. The Touhy needle is then withdrawn and the catheter se-
cured. It is essential to use ultrasound guidance because the
adductor canal is a very narrow canal. The success of the block
depends on being able to accurately inject local anesthetic and
fill up the adductor canal to anesthetize saphenous nerve and
NVM. As well, our anecdotal experience suggests that it is
easy to inject into several muscle bodies which bound the
ACB. In the absence of ultrasound guidance, an acceptable al-
ternative is to perform FNB with a nerve stimulator.

We perform the midthigh level technique at our institution,
and this seems to be the most commonly used contemporary
technique [16,17,36-39]. There are a few observations of note
which should be considered while performing the block. Typi-
cally, the saphenous nerve is lateral to the SFA in the proximal
part of the adductor canal and then crosses over anteriorly to



Fig. 3 Initiation of ACB with hydrodissection within the subsartorial canal (anterolateral to the vasoadductor membrane). The nerve block nee-
dle (white arrowheads) can be seen anterior to the vastus medialis (VM) and posterior to the sartorius muscle within the subsartorial canal. The SFA
can be seen inferior to the sartorius muscle.
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become medial to the SFA. The point of crossover was exam-
ined during embalmed cadaveric thigh dissection by Kapoor
et al [35]. The distance from the adductor tubercle to the saphe-
nous nerve/SFA crossover was found to be on average
14.9 + 3.7 (SD) cm. Therefore, the nerve can be either medial
or lateral to the artery on ultrasound image depending on injec-
tion site location. As demonstrated by Andersen et al [27], ad-
ductor canal injectate spread has different ultrasound
characteristics than subsartorial fat spread. Figure 3 shows
the initial spread of the local anesthetic in the subsartorial
Fig. 4 The vasoadductor membrane is now evident following hydrodiss
arrowhead) has penetrated the vasoadductor membrane (large white arrow
the SFA.
canal. Figure 4 illustrates the visualization of the vasoadductor
membrane following injection of the subsartorial canal and
needle tip placement within the adductor canal. As discussed
before, we do recommend that injection should be done in
the true adductor canal rather than subsartorial compartment.

Other techniques have also been described to block the sa-
phenous nerve in adductor canal. Manickam et al [40] de-
scribed ultrasound-guided saphenous nerve block in the distal
third of the thigh. SFA is identified below the sartorius muscle
by placing the probe in the distal third of the thigh and is tracked
ection of the subsartorial canal. The nerve block needle (small white
heads), and its tip is located with the adductor canal at the level of



Table 1 Trials comparing continuous ACB vs continuous FNB in primary, unilateral TKA

Author Type of study Sample size Outcome

Mudumbai
et al [45]

Retrospective cohort
study

ACB = 66
FNB = 102

• Median ambulation distances better in ACB group on POD# 1 and POD# 2
• Pain scores, daily opioid consumption, and hospital LOS similar between 2 groups

Machi et al
[37]

Prospective
randomized controlled
trial

ACB = 39
FNB = 41

• No significant difference in median time to attain 4 discharge criteria in ACB which
was 55 h (interquartile, 42-63 h) compared with 61 h (49-69 h) for FNB

• No significant difference in pain scores at rest and intravenous opioid requirements
between 2 groups, but femoral infusion improved dynamic analgesia

Zhang et al
[43]

Prospective
randomized controlled
trial

ACB = 30
FNB = 30

• No significant difference in VAS between 2 groups at 4, 24, or 48 h
• Quadriceps strength significantly better in ACB group

Shah et al
[44]

Prospective
randomized controlled
trial

ACB =48
FNB =50

• Significantly better ambulation ability
• No difference in VAS and opioid consumption

Jaeger et al
[34]

Prospective
randomized controlled
trial

ACB = 22
FNB = 26

• Significantly higher quadriceps strength at 24 h with ACB compared with FNB
• No difference in pain scores or morphine consumption at 24 h between 2 groups

Rasmussen
et al [50]

Retrospective cohort
study

ACB = 23
FNB = 22

• Workload less in ACB group
• 18/23 ACB catheter patients required no intervention vs 2/22 for FNB catheter
• No significant difference in postoperative LOS and opioid consumption

POD = postoperative day, VAS = visual analogue score, LOS = length of stay.
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down until the artery is seen diving posteriorly. This area is
identified as adductor hiatus. The block is performed 2 to
3 cm proximal to this area where saphenous nerve lies in a close
relationship with the SFA [40]. Proximal ACB just distal to
the apex of the femoral triangle has also been described [28].
Mariano et al [41] compared proximal vs midthigh ACB and
found reduced 24-hour morphine consumption with the prox-
imal catheter without increase in the motor blockade. This
technique needs further investigation before implementing in
clinical practice.

The midthigh catheter placement seems to be the most op-
timal technique allowing blockage of both saphenous nerve
and NVM while minimizing spread to the popliteal fossa or
the femoral triangle [21]. It also keeps the catheter away from
the site of surgery where a prosthetic device is being placed. A
catheter must be well padded because the tourniquet will over-
lay the catheter site and an increased risk of dislodgment is
present if the catheter is not secured properly.

4. Current indications of ACB

4.1. Continuous ACB vs FNB in TKA

ContinuousACB lowersmean pain scores and opioid require-
ments compared with placebo in patients undergoing TKA
[31,42]. Further randomized controlled studies comparing con-
tinuous ACB to continuous FNB demonstrated equivalent anal-
gesia and narcotic requirements in patients after TKA (Table 1)
[34,37,43-45]. Four recent meta-analyses (Table 2) comparing
FNB to ACB demonstrated a similar conclusion and found
equivalent analgesia and narcotic requirements [46-48]. The
meta-analysis by Li et al [49] found better analgesia with
ACB at rest at 0 hour and 24 hours after surgery, although
the heterogeneity between studies was high. ACB produces
less quadriceps weakness, allows earlier mobilization, and re-
duces catheter interventions needed beyond daily rounds com-
pared with FNB [34,45,50]. The meta-analysis assessing the
difference in quadriceps strength and ambulation ability found
either better strength and ambulation with ACB [46,49] or no
difference [47]. Whether this will result in attaining earlier dis-
charge remains debatable. Despite conflicting evidence, a gen-
eral trend toward decreasing the mean length of stay seems to
be emerging [37,38,44,51]. Further clinical trials are warranted
for delineating effect of ACB on time to discharge.

4.2. Single-shot vs continuous ACB

Few prospective studies have evaluated single-shot ACB
for TKA [16,32,39,52]. The pain is expected to last much longer
than the duration of the single-shot block itself. This raises the
question about utility of performing a single-shot block as com-
pared with performing a continuous catheter. A study comparing
single-shot ACB to intermittent bolus dosing via catheter found
better pain control with intermittent bolus dosing on postopera-
tive days 1 and 2 without prolonging the length of stay [36]. A
clinical trial comparing single-shot vs continuous infusion
catheter in primary TKA is needed to find a more effective
way of controlling pain and the effect on time to discharge.

4.3. ACB in revision knee arthroplasty

Evidence regarding the effectiveness of ACB in revision
knee arthroplasty is still lacking. Revision arthroplasty is gen-
erally assumed to be more painful than primary TKA. A study
comparing continuous ACB vs placebo did not find any differ-
ence in 24-hour morphine consumption [53]. Further



Table 2 Meta-analysis comparing ACB vs FNB in TKA

Study outcome Dong et al [47] Hussain et al b [48] Kuang et al [46] Li et al [49]

VAS at rest 0-8 h No difference
MD = 5.22
95% CI = −0.93, 11.37

No difference
MD = −0.07
95% CI = −2.59, 2.45

No difference
MD = −0.03,
95% CI = −0.18, 0.12

ACB better
MD = −0.17
95% CI = −0.27 to −0.07

VAS at rest 24 h No difference
MD = 1.34
95% CI −2.35, 5.04

No difference
MD = −0.04
95% CI = −0.73, 0.65

ACB better
MD = −0.39
95% CI = −0.5, −0.27

ACB better
MD = −0.41
95% CI = −0.53, −0.29

VAS at rest 48 h No difference
MD = −0.62
95% CI = −1.50, 0.25

No difference
MD = −0.06
95% CI = −0.33, 0.21

No difference
MD = −0.06
95% CI = −0.15, 0.03

No difference
MD = −0.06
95% CI = −0.15, 0.03

VAS with activity 0-8 h No difference
MD = 3.68
95% CI = −2.88, 10.24

NA No difference
MD = 0.07
95% CI = −0.14, 0.27

No difference
MD = 0.00
95% CI = −0.09, 0.09

VAS with activity 24 h No difference
MD = −0.66
95% CI = −1.67, 0.35

NA No difference
MD = 0.02
95% CI = −0.14, 0.17

No difference
MD = 0.04
95% CI = −0.11, 0.20

VAS with activity 48 h No difference
MD = −0.85
95% CI = −1.95, 0.23

NA No difference
MD = −0.08
95% CI = −0.18, 0.03

No difference
MD = −0.08
95% CI = −0.18 to 0.03

Opioid consumption No difference
MD = −1.1
95% CI = −5.13, 7.50

NA No difference 48 h
MD = −1.90
95% CI = −10.42, 6.62

No difference
MD = −1.42
95% CI = − 8.41, 5.58

Quadriceps strength a No difference
MD = 96.27
95% CI = −42.69, 235.24

NA NA ACB better
(b60 y) MD = 37.46
95% CI = 12.27, 62.24
(N60 y) MD = 32.63
95% CI = 6.72, 58.99

Adductor strength a No difference
MD = 17.82
95% CI = −6.46, 42.09

NA NA No difference
(b60 y) MD = 1.51
95% CI = −0.12, 3.15
(N60 y) MD = −4.87
95% CI = −16.13, 6.38

TUG test NA NA ACB better
MD = −0.40
95% CI = −0.73, −0.08

ACB better
(b60 y) MD = −5.1
95% CI = −6.65, −3.35
(N60 y) MD = −15.84
95% CI = −29.24, −2.43

LOS No difference
MD = −0.09
95% CI = −0.96, 0.77

NA No difference
MD = −0.71
95% CI = −0.71,0.19

NA

TUG = timed up and go test, MD = mean difference, CI = confidence Interval, NA = not applicable.
a Measured by maximum voluntary isometric contraction.
b Authors did not specify if pain scores were at rest or with activity. We made an assumption that they were at rest.
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evaluation of the effectiveness of ACB in revision knee arthro-
plasty is still needed before using it in clinical practice.
4.4. ACB in minor arthroscopic knee surgical
procedures and ACL reconstruction

Studies evaluating single-shot ACB in patients undergoing
minor arthroscopic knee surgical procedures and ACL recon-
struction have shown conflicting evidence (Table 3) [54-57].
ACB still seems to be a reasonable option as a rescue block
in patients with moderate to severe pain after arthroscopic knee
surgery except ACL reconstruction [58]. FNB continues to
remain as an appropriate choice for ACL reconstruction surgi-
cal procedures [5,6,59]. Use of ACB in minor arthroscopic
knee procedures needs further evaluation to accept or refute
its usefulness.

Box 1 summarizes the current indications of ACB based on
the above discussion.

5. Local anesthetic volume and concentration

There is no standard volume or concentration for the block
that has been agreed upon, which is apparent from different
concentrations, volumes, and local anesthetics used in



Table 3 ACB in arthroscopic knee surgical procedures

Author Study Number Surgery Type of study Outcome

Espelund
et al [56]

Single-shot
ACB vs placebo

ACB = 36
Placebo = 35

Minor arthroscopic
knee surgery

Prospective
randomized
controlled trial

• No significant difference in pain while standing
at 2 h after surgery using VAS

Espelund
et al [54]

ACB vs placebo ACB = 25
Placebo = 24

Arthroscopic ACL
repair with same-side
graft harvest

Prospective
randomized
controlled trial

• No significant difference in pain score while
standing 2 h after surgery

Hanson
et al [55]

Single-shot
ACB vs placebo

ACB = 25
Placebo = 24

Arthroscopic medial
meniscectomy

Prospective
randomized
controlled trial

• Resting pain score in PACU was significantly
improved and 24-h morphine consumption
reduced in ACB group

Chisolm
et al [57]

Single-Shot
ACB vs single-
Shot FNB

FNB = 41
ACB = 39

ACL reconstruction
with Patellar tendon
autograft

Prospective
randomized
controlled trial

• No difference in pain score or opioid con-
sumption in 2 groups

PACU = postanesthesia care unit.
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different studies. Most clinical studies have used 30-mL vol-
ume of local anesthetic [16,31,33,34,36,37,44,60]. Amagnetic
resonance imaging performed by Lund et al [31] after 30 mL
of local anesthetic showed proximal spread 8-10 cm beyond
femoral triangle to 7 cm above patella filling the adductor ca-
nal. However, case reports of both quadriceps weakness and
posterior motor weakness have been described with 20-mL lo-
cal anesthetic volume [29,30]. Cadaveric limb study using 30
mL of aqueous dye injected into adductor demonstrated prox-
imal spread into the femoral triangle dyeing anterior and pos-
terior divisions of the femoral nerve [61]. Another study
using 15 mL of aqueous dye in cadaveric limb showed proxi-
mal spread into femoral triangle and distally 1-2 cm beyond
adductor hiatus while filling the entire adductor canal [27]. Al-
though cadaveric and radiological studies have indicated ap-
parent spread of injectate out of the adductor canal, it is
important to review the data from clinical trials to ascertain
the true impact of injectate spread on muscle weakness. Sever-
al studies of have used higher concentrations with relatively
low volumes resulting in quadriceps sparing. For instance,
Kwofie et al [10] using 15 mL of 3% chloroprocaine for
ACB did not demonstrate any difference in quadriceps
strength from baseline. As well, Kim et al [39] used 15 mL
of 0.5% bupivacaine with 5 μg/mL epinephrine for their block
and found equivalent analgesia to FNB in patients undergoing
TKA with relative quadriceps sparing. Higher volume and
lower local anesthetic concentration have provided similar
outcomes. Grevstad et al [16] used 30 mL of ropivacaine
0.2% in their ACB. They found a statistically significant in-
crease in quadriceps muscle strength for patients in severe pain
after TKA following ACB. Jaeger et al [17] performed their
Box 1 Current indications of ACB.

➢ Primary Unilateral Total Knee Arthroplasty
➢ Rescue Block after Minor Arthroscopic Knee

Surgery
randomized, double-blind, placebo-controlled, crossover study
in healthy volunteers comparing placebo and 30 mL of 0.1%
ropivacaine in FNB or ACB. They found only an 8% decrease
in quadriceps strength when comparing placebo to ACB. The
authors also further contended that an 8% reduction is “probably
not clinically relevant, as a side-to-side difference of 10% is
common in healthy individuals without functional importance”
[34,62,63]. Progressing to higher volumes and concentration,
Jaeger et al [34] compared continuous FNB to ACB using
catheter. Although this study involved continuous catheter,
the initial injection was 30 mL of 0.5% ropivacaine which re-
sulted in significantly higher quadriceps strength as a percent-
age of the baseline when comparing FNB to ACB. In
summary, it appears that aberrant local anesthetic spread out
of the canal may likely have no clinically significant impact
on muscle weakness when using single-shot or catheter load-
ing volumes of 15 to 30 mL at a ropivacaine concentration
of 0.2% or 0.5%. As well, ACB-derived pain control appears
to be equivalent to FNB at these local anesthetic concentra-
tions and volume in patients who have undergone primary
TKA [16,39].

Motor weakness has also been reported while using 8 mL/h
of continuous infusion of local anesthetic via adductor canal
catheter [64]. A later fluoroscopic study using 0.2% ropiva-
caine for 20 hours did not demonstrate any contrast spread be-
yond the level of lesser trochanter that is the level of common
femoral nerve. Therefore, 8 mL/h of local anesthetic still
seems to be a reasonable infusion rate to provide analgesia still
keeping in mind the possibility of muscle weakness.

With the possibility of proximal spread of local anesthetic,
there has been an argument laid forward about ACB being an
indirect FNB [65,66]. But clinical trials have consistently
shown quadriceps sparing. This maybe as a result of motor
nerves to quadriceps leaving right below the inguinal canal
where local anesthetic usually does not spread [61].

The type of local anesthetic used is more dependent on the
time of intended onset and duration of the block. No studies
have been conducted to our knowledge to determine the low-
est effective concentration for a successful ACB.
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6. Adverse effects

Apart from reports of muscle weakness followingACB due
to farther spread, no major complications have been reported
with the block [29,30,64]. The weakness reversed after effect
of local anesthetic disappeared. In a study of 97 patients, no
long-term nerve injury from ACB was reported [67]. Thus,
ACB appears to be a safe block, albeit no study has been com-
pleted which has a large enough patient population to identify
the risk of long-term neurological injury. Although ACB leads
to relative quadriceps sparing, the quadriceps muscle function
does not remain completely normal [10,17,29,30,64]. This
warrants continued fall precautions on every patient with
ACB until proven otherwise in a clinical trial.

7. Conclusion

ACB provides equivalent analgesia to FNB for primary
TKA with the added advantage of less quadriceps weakness,
early ambulation, and a trend toward earlier discharge. It can
also be used as a rescue block in patients with moderate to se-
vere pain after minor arthroscopic knee procedures. The
ultrasound-guided midthigh technique using 0.2% ropivacaine
or equivalent local anesthetic with 15-30 mL volume seems to
be the optimal approach. Further research is warranted to de-
lineate effect of ACB on time to discharge, the use of single-
shot vs continuous ACB, and usefulness of ACB in revision
knee arthroplasty. ACB has the potential to replace FNB as
the standard of care in primary TKA.
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