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Abstract

Background

Wide awake local anaesthesia no tourniquet (WALANT) is a local anaesthetic technique that
employs lignocaine combined with adrenaline to maintain a pain-free and bloodless field during
surgery on an awake patient, without the use of a tourniquet.

Methods

This article is a narrative review of the literature on the use of this mode of anaesthesia in
orthopaedic and hand surgery.

Results

The review summarises the existing research pertaining to WALANT. It discusses the anaesthetic
solution constituents, administration technique and applications of WALANT, highlighting the
safety profile and benefits to patients and healthcare systems alike.

Conclusion

The WALANT technique is safe, economical, and acceptable to patients. It should form part of
the orthopaedic surgeon’s armamentarium. Future research should investigate the benefits of
intraoperative functional assessment of the awake patient.

Level of evidence: Level 5
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Background

The false belief that adding adrenaline to the anaesthetic solution,
when providing local blocks to the fingers or hand, will cause
digital necrosis has meant that many surgeons have missed the
opportunity to use a safe and cost-effective means of anaesthetic. It
has been established that patients accept this mode of anaesthetic,
and it has demonstrated both outcome and postoperative pain-
relief benefits. The trepidation when using adrenaline with local
anaesthetic originated before the 1950s when extremely acidic
procaine was mixed with adrenaline, and when injected into digits,
caused necrosis in some patients. Procaine becomes more acidic
over time, and medicine expiry dates were not regulated at that
time.

As early as the 1990s, surgeons sporadically started using
lignocaine with adrenaline in hands and fingers. In the early 2000s,
Dr Lalonde began popularising this method under the acronym
WALANT (Wide Awake Local Anaesthetic No Tourniquet).!
The premise of WALANT as he describes, is the injection of a
tumescent local anaesthetic (large volume of low concentration
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solution injected subcutaneously until the tissues are firm and
tense), mixed with adrenaline and sodium bicarbonate, at the
site of surgery. These patients do not receive sedation, nor is a
tourniquet required, as the temporary vasoconstriction of the
adrenaline provides a bloodless field.

Local anaesthetic mixture

Because of its relatively low toxicity, lignocaine combined with
adrenaline can safely be injected in volumes of up to 7 mg per kg.
Burk et al. published their experience during liposuction, where they
used lignocaine volumes of up to 28 mg per kg and total adrenaline
doses of up to 10 mg, with no side effects noted by either the patient
or the administrator.? Lignocaine is rapidly unbound from sodium
channels when the axonal membrane is hyperpolarised during rest,
and is removed from the tissue by blood flow. The vasoconstrictive
action of adrenaline, however, causes delayed clearance from the
site of surgery, significantly prolonging the local analgesic action
of lignocaine. Lignocaine in the solution is typically diluted to 1%
or less, contingent on the size of the surgical area. Concentrations
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as low as 0.25% lignocaine with adrenaline can provide adequate
analgesia for 6—10 hours.2 In contrast to lignocaine, bupivacaine
dissociates very slowly or incompletely from sodium channels,
which prolongs its action, and potentially also prolongs its adverse
effects.® Bupivacaine interferes with multiple cellular functions,
which can result in cardiotoxicity, which is complex to treat and
often fatal.3 Patients can also experience protracted numbness
after their pain sensation has returned when bupivacaine is used.*

In addition to prolonging the local effect of lignocaine, adrenaline
serves to ensure a bloodless field, the safety of which has
historically been questioned. Lalonde described a 1:100 000
adrenaline solution, in which a 1 ml vial of 1:1 000 adrenaline
is diluted with 99 ml of saline to produce 100 ml of the mixture
(any volume mixture can be reproduced provided the ratios are
maintained).” Confirmation of the safe use of adrenaline in hands
and digits has been replicated in multiple studies and populations
worldwide.>® In a prospective study, Lalonde et al. reported on
3 110 consecutive cases in which they used adrenaline in the hand
and digits; 1 340 of these cases had the solution injected in their
fingers.® They measured the number of times phentolamine was
required as a rescue treatment for irreversible finger necrosis, but
found that this was not necessary in a single case.® Tang et al.
reported on the Nantong and Tianjin experience in China, where
12 000 cases were studied in which surgeons used adrenaline and
local anaesthetic for hand surgery (involving extensive surgery
in several cases such as advancement and vascularised pedicle
flaps).” They concluded that the mixture was safe, patient-friendly,
economical, and found that there was no added risk of infection.”
Moog et al. performed minor digital surgeries on 17 patients
using a modified WALANT solution. Articaine was used, which
contains 1:200 000 adrenaline and articaine hydrochloride, and
the solution was administered into the palmar base of the digits.
They continuously measured tissue perfusion from just before
injection up to 32 minutes after the injection. Four of the patients
had short episodes of critical tissue perfusion in the period 10 to 20
minutes after injection, but all patients had normal tissue perfusion
measurements after 32 minutes.?

With the safety of adrenaline established, the benefit of
adrenaline providing a bloodless surgical field, and eliminating
the need for a tourniquet, can be appreciated.® The difference in
blood loss, comparing the use of WALANT and other forms of
anaesthesia with a tourniquet, has been extensively investigated.
Farzam et al. performed a prospective trial assessing 86 patients
who had hand surgery of 30 minutes or less. Forty-three patients
had a below elbow Bier’s block, and 43 received WALANT. None
of the WALANT group needed additional analgesia or sedation, but
20% of the Bier’s block group required intravenous (IV) analgesia
and sedation during the procedure due to tourniquet discomfort.
Furthermore, pain in the WALANT group was significantly less
at one hour postoperatively.’® Davison et al. compared 200
consecutive carpal tunnel releases (CTR), in which 100 received
WALANT in one centre and had an open CTR, and 100 had
endoscopic CTR performed at another centre, under sedation and
local lignocaine with a tourniquet. While it seems both anaesthesia
modalities were equally tolerated and safe, in both groups 93%
of patients stated that they would choose the same method of
anaesthesia for subsequent surgery and there were no anaesthetic
complications in either group, the WALANT group had a mean of
2.6 hours shorter hospital stay and required fewer postoperative
opioids on average."

The final additive to the WALANT solution is sodium bicarbonate
(NaHCO,). A 1% lignocaine, with 1:100 000 adrenaline, solution
has a mean pH of 4.24 (standard deviation [SD] 0.42). By adding
between 1.1 and 1.8 ml of 8.5% sodium bicarbonate to a 10 ml
mixture (or 10% of any volume solution), the pH is increased
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to a value of between 7.38 and 7.62. This is termed buffering,
when an additive to a solution stabilises the solution’s pH close
to neutral. Buffering the WALANT solution results in a higher pH,
which lessens the pain of the injection, and accelerates the onset
of action of the lignocaine.'?'5 A premixed lignocaine solution with
adrenaline becomes more acidic over time once opened, so it is
recommended that the 8.5% sodium bicarbonate be added to the
lignocaine on the day of use.

Anaesthetic administration in practice and
special considerations

For a typical WALANT slate in the authors’ practice, comprising
three or four patients with a range of pathologies including tendon
lacerations, Dupuytren’s contracture, trigger finger or carpal tunnel
syndrome, 200 ml of the solution is prepared. The authors choose
to mix a large volume at the beginning of a slate to prevent mixing
the solution in haste, where ratio and dosing discrepancies are most
likely to occur, one of the few risks in conducting WALANT surgery.
In a stepwise fashion, 122 ml of the contents of a 200 ml bag of saline
is removed, 100 ml of 2% lignocaine (intravenous-use lignocaine)
is then added to the contents, along with 2 ml (two ampoules) of
1:1 000 adrenaline and 20 ml of 8.5% sodium bicarbonate. Sodium
bicarbonate is added last to prevent precipitation of crystals, which
occurs if sodium bicarbonate is mixed directly with the acidic
lignocaine. This achieves the desired concentration ratio of 1%
lignocaine, 1:100 000 adrenaline and 0.85% sodium bicarbonate
solution, and can similarly be reproduced for any volume required.

At this concentration, the average 70 kg male (using 7 mg per
kg as the upper dose limit for lignocaine) can receive 49 ml of the
mixture, and the total 200 ml of solution would be adequate for
four patients requiring the maximum volume. Figure 1 is a graphic
depicting the volumes of constituents required to produce 10 ml
of WALANT mixture using the same ratio, and Figure 2 is a photo
of the medications and consumables the authors use locally to

0.1 ml of 1:1 000 adrenaline

’ 5 ml of 2% IV lignocaine ‘

’ 4 ml of normal saline ‘

’ 1 ml of 8.5% sodium bicarbonate ‘

10 ml of buffered 1% lignocaine
and 1:100 000 adrenaline

Figure 1. Graphic depicting the ratio, concentrations and volume of
constituents to produce 10 ml of WALANT solution
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Figure 2. Medications and consumables used at the authors’ hospital to reconstitute the WALANT mixture. a) 50 ml of 8.5% sodium bicarbonate; b) one
ampoule (1 ml) of adrenaline 1:1 000; ¢) 10 ml of normal saline; and d) two ampoules (each containing 5 ml) of 2% lignocaine for intravenous use

reconstitute 20 ml of the mixture. The solution concentration can
be altered; primarily this is performed when the surgical area is
extensive, such that a larger volume of solution is required. In this
instance, only the lignocaine volume is altered, and the adrenaline
and bicarbonate volume ratios remain unchanged. Table | lists
common procedures for which the authors use the solution, and
the corresponding approximate volumes and concentrations for
each. The authors refer the reader to an instructional course lec-
ture prepared by Lalonde et al. for a more detailed description,
beyond the scope of this article.'®

Significant bleeding during surgery has not been reported;
however, it should be noted, according to a study by McKee
et al,, that after injecting adrenaline the surgical site takes on
average 26 minutes (+ 5 minutes) to reach the targeted maximum
bloodless surgical field."” While this is a considerable time to wait
before conducting the surgery, the authors have learned to utilise
this time to inject the following patient (so there is no delay in
beginning the surgery for this patient), prepare patient paperwork
and other necessary equipment, perform a surgical hand wash
as well as clean and drape the patient for surgery. An additional
concern when considering blood loss are those patients using
chronic anticoagulation therapy. Croutzet and Guinand reported
on 63 procedures performed under WALANT for patients on
anticoagulation therapy (with international normalised ratios on
occasion in the range 3—4) or antiaggregant therapy (clopidogrel).®
These patients underwent common hand procedures such as
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Dupuytren’s excision, carpal tunnel release, trigger finger release
and digital tumour excision. The authors reported that all the
procedures were uncomplicated by bleeding, despite allowing all
patients to continue their anticoagulation therapy.'®

Other considerations when conducting WALANT are patient
factors that could result in negative outcomes. Current literature
supports the safety of WALANT for use in the hand and fingers,
with fewer complications than Bier’s block, sedation and local
anaesthesia or general anaesthesia.'® There have, however, been
isolated case reports of finger necrosis.?® One case occurred in
a patient with Raynaud’s disease, and other patient comorbidities
included atherosclerosis, diabetes or a smoking history. Inthese rare
instances, there was also no phentolamine rescue (alpha-blocking
agent) available for reversal.?> Phentolamine or alternatives are
not currently available in South Africa, so we caution surgeons
to carefully evaluate patients for pre-existing peripheral vascular
disease, circulatory conditions such as Buerger’s or Raynaud’s
disease, and lignocaine allergy, prior to performing WALANT. In
addition, part of the consent process should involve informing
patients of the risk of digital necrosis.

Technique of injection

There are two main goals when injecting local anaesthesia. The
first is to infiltrate the subcutaneous tissue of the surgical site with
a large volume of diluted local anaesthesia. The second is to do
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Table I: Common hand and digital surgical procedures performed using WALANT by the authors, with associated WALANT solution volume requirement

estimates and suggested concentrations
Procedure
Tendon procedures
Zone |l flexor tendon repair
Tendon reconstructions or transfers in the palm
Trigger finger release
De Quervain’s release
Radial nerve tendon transfer (3 transfers)
Soft tissue excisions and amputation
Digital soft tissue biopsy
Digital amputation
Nerve decompressions
Primary carpal tunnel release
Cubital tunnel in-situ release
Digital contractures
Dupuytren’s contracture
Bony procedures

Trapeziectomy

Estimated volume required Suggested concentration

10-15 ml (per ray) 1% solution
40-50 ml
5-10 ml (per ray)
5-10 ml 1% solution
50-60ml

1% solution

1% solution

0.5% solution

10-15 ml (per finger) 1% solution

10-15 ml (per finger) 1% solution

20 ml 1% solution
50 ml 1% solution
1% solution

10-15 ml (per ray)

50 ml 1% solution

this as pain-free as possible, and several techniques have been
advocated to achieve this. In a meta-analysis conducted in 2011,
Hogan et al. concluded that warming local anaesthesia before
injection reduces the discomfort of the injection.?" The additional
use of sodium bicarbonate as a buffer, discussed previously,
has an even greater effect in reducing the discomfort of the
injection.™ In a cleverly designed prospective study, Yang et al.
compared patients who underwent bilateral axillary surgery for
axilla osmidrosis across three groups.?? Group A received warm
(40 °C) buffered lignocaine with adrenaline to one axilla, and cold
(22 °C) buffered lignocaine with adrenaline to the opposite axilla.
Group B received a warm buffered solution to one axilla, and a
warm unbuffered solution on the opposite side. Group C received
a warm buffered solution to one axilla and a cold unbuffered
solution to the opposite axilla. The investigators assessed patients’
perception of pain in each group and found significant differences.
Patients had significantly less pain when injected with a warm,
buffered lignocaine and adrenaline solution, as compared to the
other combinations.??

In addition to solution preparation, the technique of injection
has also been shown to reduce the pain experience. The initial
injection should be at the most proximal part of the planned surgical
incision, to ensure the distal nerve fibres located where sub-
sequent injections will be administered are already anaesthetised.
The clinician pinches the skin, drawing the skin onto the needle.
The needle is kept perpendicular to the skin, and a subcutaneous
tumescent bullous of local anaesthetic is slowly injected (Figure 3).
Cognitive and sensory distraction can be performed by discussing
unrelated topics with the patient and applying an ice pack proximal
to the injection site. These distractions minimise the discomfort
of the initial injection. The needle is then directed distally within
the already numb region, and further local anaesthetic injected,
advancing the anaesthetic bullous ahead of the needle tip. When
blocks need to cover large areas, the injection can be performed
through a single skin puncture, by replacing the short 27 G needle
with a spinal or liposuction needle through the initial skin puncture.
Strazar et al. discuss these and other injection techniques to
make WALANT administration as comfortable as possible for
patients.'34 Utilising these methods, patients typically report pain
scores of 4 or less on the visual analogue scale (VAS) for WALANT
anaesthesia administration.®
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Figure 3. Depiction of several techniques proven to reduce the pain of
injection. Grasping the skin around the target location provides a tactile
distraction, and the introduction of a small gauge needle (between

25 G and 30 G is recommended) with the needle perpendicular to the
skin, reduces the number of dermal nerve endings exposed to the pain
stimulus.™

WALANT soft-tissue applications and benefits

WALANT is most commonly used for minor soft tissue procedures
on the hand. Lee et al. found a significant difference in pain
between two similar populations, who received either WALANT or
conventional local anaesthetic with a tourniquet, for either a carpal
tunnel, trigger finger or De Quervain’s release.?®> The WALANT
group, injected according to the recommended methods outlined
by Strazar, had VAS scores of 4 or less on average, during the
administration of anaesthesia, as compared to a VAS score of
more than 6 on average for the conventional group.'#?® The
WALANT group had much longer postoperative pain relief, with
the most significant difference in VAS scores occurring six hours
postoperatively.?® Furthermore, the WALANT group had lower VAS
scores and took less analgesia postoperatively for up to two days
post-surgery.?3

The applications and benefits of WALANT use in common soft
tissue conditions of the hand have been studied extensively, in many
geographical locations and by multiple authors. The consensus is
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that WALANT is safe, effective and well-tolerated by patients.?
Most commonly WALANT has been investigated for carpal and
cubital tunnel release;*?® De Quervain’s tenosynovectomy;?
tenolysis;?®3° and trigger finger release.’-3® The advantage of
WALANT in trigger finger release and tenolysis is the immediate
assessment of the release — the awake patient is asked to actively
move the affected finger or joint to determine if a pulley constriction
or tethering still exists. Similarly, immediate assessment of tendon
repairs is especially beneficial. Assessing the tensile strength of
the repair and uninterrupted gliding of the tendon is possible during
WALANT anaesthesia, where active finger range of motion can be
performed by the awake patient. Unresolved tendon repair gapping
and pulley entrapment would otherwise result in poor outcomes, if
not identified during surgery. There is also an opportunity for the
surgeon to discuss the rehabilitation process with the patient, who
can appreciate the functional result before postoperative pain and
stiffness are experienced and while fully awake.34-%

The advantage of using WALANT during tendon transfer surgery
has also been cited.®* Retraining donor motor units after tendon
transfers, before the advent of WALANT, was considered a lengthy
rehabilitation process.” Bezuhly et al. and other investigators have
found that the cognitive activation of the donor unit is immediate
when appropriate synergistic muscles are used.*%.% |n addition,
under wide-awake conditions, the muscle tension, repair strength
and excursion can immediately be assessed and altered if
necessary, and the patients can witness the effect of the tendon
transfer immediately.3+37.%

WALANT has also been utilised for extended soft tissue surgery
applications such as local and distant flaps to cover hand and finger
skin defects.”?® Xing and Tang reported on 27 local soft tissue flap
cases, for skin defect coverage, that were closely monitored by a
trained nurse for five hours after surgery. One of the 27 patients
was injected with phentolamine near the flap to reverse the effect
of adrenaline.® Xu et al. reported 12 cases where abdominal or
thoracic flaps were effectively performed for finger skin defects
utilising only lignocaine and adrenaline at both the donor and
recipient sites. A notable recommendation from this paper was to
take precautions when injecting, being careful to avoid anaesthetic
solution entering the vascular pedicle of the flap.“® Wong et al.
reported 12 cases of successful reimplantation of 12 digits using
WALANT.#! Four of the patients developed superficial skin necrosis
but healed without further surgery, and the remainder healed
without complication.*!

The use of WALANT has recently been expanded to include small
joint arthroscopy. The popularity of wrist, metacarpophalangeal
and interphalangeal arthroscopy is increasing, and the use of
WALANT for these procedures has been reported.*? In a 2019
article, Liu et al. reported on their experience with WALANT for wrist
arthroscopy. They did, however, caution that WALANT anaesthetic
for arthroscopy should only be attempted by surgeons who are
already proficient at wrist arthroscopy; that it is essential to select
appropriate patients; and contingency plans should be in place for
patients that do not tolerate the procedure. The benefits of having a
fully awake patient, as proposed by the authors of this study, were
that real-time kinematic assessments could be performed and that
the findings could be demonstrated and discussed with the patient
during the procedure.?

WALANT bony procedure applications and
benefits

Common bony hand procedures, such as thumb carpometacarpal
joint surgery, phalangeal fracture plating, and metalware removal
from the fingers and wrist, have also been cited as appropriate
indications for WALANT anaesthesia.®**3 Bony procedures require
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additional deep administration of solution near the periosteum for
effective anaesthesia. More recently, the use of WALANT has been
investigated for use in the management of certain acute fractures
by open reduction and internal fixation (ORIF).* These include in
the upper limb, olecranon, distal radius and clavicle fractures.*54”
WALANT use for distal radius fracture ORIF has been investigated
extensively.*®5" Abd Hamid et al. compared distal radius ORIFs
performed with the use of general anaesthesia (in 32 patients)
and WALANT (33 patients) respectively, in a randomised con-
trolled trial.>?> They found no statistical difference in blood loss
or functional outcome. The pain during surgery for the WALANT
group was minimal. Aggressive or gentle manipulation raised the
average VAS score to 1; during all other surgical periods the VAS
reported was zero.5? Tahir et al.’s randomised controlled trial (RCT)
of 169 patents comprised three groups that compared WALANT,
Bier’s block or GA for distal radius ORIF. They concluded that distal
radius fracture ORIF performed under WALANT was more cost
effective, led to faster recovery (quicker return to light-duty work)
and had fewer complications than either the GA or Bier’s block
groups (in which cases of tourniquet palsy, wound inflammation
and local anaesthetic toxicity occurred).®

Foot and ankle surgery

The anaesthetic requirements for peripheral lower extremity sur-
gery seem essentially the same as those of the wrist and hand.
However, using WALANT for foot and ankle surgery has not yet
been researched as extensively. Bilgetekin et al. reported their
experience with lateral and medial malleolus ankle fractures, toe
phalangeal fractures, Lisfranc injuries, Achilles tendon ruptures,
and various other bony and ligamentous injuries of the foot and
ankle. They successfully treated these injuries under WALANT,
without patients requiring additional anaesthesia.>® In an RCT, Borg

Clavicle fractures

Olecranon
Distal radius
fractures @

@

Phalanges,
metacarpals and
carpals

Medial and lateral
malleoli

Tarsals, metatarsals
and phalanges

L@ o

Figure 4. Diagram indicating current applications of WALANT for fracture
ORIF
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et al. investigated 129 patients who underwent surgery for ankle
fractures. Of these patients, 62 received WALANT anaesthesia and
67 received spinal anaesthesia.’* They reported that the WALANT
group patients were more comfortable during surgery and more
satisfied (as measured by the Short-Form Health Questionnaire
SF-12) one year post-surgery, despite similar surgical outcomes in
both groups, although potential reasons for this were not elaborated
on. Surgery performed under WALANT was more cost-effective.*
Figure 4 depicts the current applications of WALANT for fracture
fixation of the upper and lower limb.

Efficiency and cost-saving

Economic and workflow considerations are institution-specific and
not easily generalisable. To make universal claims in this regard is
difficult, but cost-effectiveness and efficiency are recurring themes
in many WALANT articles.?-%%7 The medications and equipment
required to perform WALANT are inexpensive. Furthermore, 7 mg
per kg lignocaine dosing with adrenaline is safely administered
without the need for routine preoperative blood testing, preoperative
fasting, intraoperative IV access and intraoperative monitoring,
which allows for more rapid patient turnover and cost-saving.?
Postoperative recovery room monitoring is also not needed when
using WALANT anaesthesia."

Due to the established safety of WALANT, minor surgical
procedures have been performed in office side rooms and minor
operating theatres, raising the concern for increased infection rates
when surgery is performed in these less stringently controlled
environments. In a prospective multicentre study of 1 500 cases,
Leblanc et al. reported that only six patients who had carpal tunnel
release surgery performed in a minor procedure room developed
superficial infections, of which four required antibiotics to resolve
the infection.®® None of the 1 500 patients received prophylactic
antibiotics, and none developed deep postoperative infections.
Furthermore, these cases were performed under field sterility,
defined in the article as the surgeon applying a surgical mask,
performing a surgical hand wash, and donning sterile gloves only
(no gown, hair covering or shoe covering).5® The patient's arm is
prepped with chlorhexidine or povidone-iodine, and only the arm is
draped. Minimal draping, no gown usage, no IV-line requirements,
no general anaesthetic medication, and the absence of need for
monitoring disposables all result in a significant reduction in waste
production, easier waste management and cost reductions.%®

Low and middle-income countries (LMICs)

As surgeons in the public sector in South Africa, the authors
regularly experience the frustration of scarce resources and
unpredictable infrastructure, such as limited theatre access,
limited availability of nursing and anaesthetic staff, and sporadic
water and power shortages. Resource constraints and disruption
of infrastructure interrupt not only clinical service delivery but also
training. Having the hand surgery scarce skill, being reliant on an
unstable infrastructure is unmerited. Holoyda et al. described the
establishment of an outpatient procedure room for WALANT hand
surgery in their Ghanaian hospital. They highlighted that despite the
significant increase in surgical capacity afforded by the procedure
room, the cost to the hospital and individual patients decreased.?
This is one of several articles from LMICs that propose WALANT
anaesthetic as a means to improve access to surgery in resource-
constrained settings.2433:4546.59

COVID-19 and the positive patient experience

Not only did the simplicity of WALANT anaesthesia lessen the
burden on overwhelmed health systems, but viral spread through
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airway manipulation was reduced (WALANT does not require
intubation), hospital stays were shortened, and many elective hand
surgery procedure cancellations avoided while patient surgical
experience was maintained.50-62

With the healthcare system crippled by COVID-19 and elective
surgery ravaged by the lack of theatre time, the overwhelmingly
positive patient experience with WALANT was the silver lining in
those challenging times. WALANT was a game-changer worldwide
during the peak of the pandemic. Kurtzman et al.’s review article
summarises the advantages of wide-awake surgery in optimising
patient satisfaction, pertinent in the context of a pandemic where
accessibility to theatre is reduced and resources constrained.*
Patient-reported outcome measures such as the patients’ expe-
rience and satisfaction are increasingly necessary. In a multicentre
study, Davison et al. compared carpal tunnel surgeries performed
with either WALANT or with a Bier’s block and sedation. The wide-
awake group used fewer narcotics, spent less time in the facility
and had less anxiety. All three of these findings emphasise the
applicability of WALANT amidst a pandemic.™ Minimal pain with
the WALANT procedure and high patient satisfaction rates have
also been demonstrated in a local study conducted by Naude et
al. Patients’ mean VAS score during the procedure in this study
was 0.2 (SD + 0.7), and 100% of the study population reported a
preference for the WALANT procedure in comparison to hospital
admission and surgery in the main operating theatres.®® Similar
positive patient experiences were reported in a study from a
military medical centre in the US which reported that 73% of
patients studied graded their pain scores as less painful than a
dental procedure.®* So, while the COVID-19 pandemic has been
the catalyst for increased use of WALANT, these positive patient
experiences should incite routine use of the technique in practice.

Research opportunities

There has been ample research investigating the safety, benefits
and applications of WALANT anaesthesia. In their article, Festen-
Schrier and Amadio highlighted new investigative directions to
pursue, particularly those where awake patients are required
to perform active movement during surgery, a unique feature of
WALANT.8% As an example, real-time kinematic imaging of the wrist
and carpal bones is possible. In addition, they underscored that
surgical outcomes can now be clearly separated from rehabilita-
tion outcomes, proffering an interesting area for future study.s®

Conclusion

There is consensus in the current literature in support of the use
of WALANT for a wide range of surgical procedures. Most notably
its use is advantageous on account of its established safety profile,
positive patient experience and postoperative benefits, and should
form part of the orthopaedic surgeon’s armamentarium. Additionally,
pertinent to the local context, is the accord across investigations that
utilisation of the technique profits resource-constrained healthcare
systems by improving cost-saving, efficiency and expansion of
surgical capacity. Future investigation should be directed toward
determining the benefits of intraoperative functional assessment.
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