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Abstract: Background: Pericapsular nerve group (PENG) block, although effective for pain man-
agement following total hip arthroplasty (THA), does not cover skin analgesia. In this randomized
controlled trial, we compared the effectiveness of PENG block combined with lateral femoral cu-
taneous nerve (LFCN) block or wound infiltration (WI) on postoperative analgesia and functional
outcomes. Methods: Fifty patients undergoing posterior-approached THA under spinal anesthesia
were randomly allocated to receive LFCN block with 10 mL of 0.5% ropivacaine or WI with 20 mL of
0.5% ropivacaine. In both groups, PENG block was performed by injecting 20 mL of 0.5% ropivacaine.
Primary outcomes were static and dynamic pain scores (0–10 numeric rating scale) measured in the
first 24 h after surgery. Secondary outcomes included postoperative opioid consumption, functional
assessment and length of hospital stay. Results: Postoperative static NRS of patients receiving LFCN
was higher than that of patients receiving WI at 6 h but lower at 24 h, with a median (IQR) of 3 (2–4)
vs. 2 (1–2) (p < 0.001) and 2 (2–3) vs. 3 (3–4) (p = 0.02), respectively. Static pain scores at 12 h did not
show significant differences, with an NRS of 3 (2–4) for WI vs. 3 (3–4) for LFCN (p = 0.94). Dynamic
pain and range of movement followed a similar trend. No significant differences were detected in
other outcomes. Conclusions: LFCN block was not inferior to WI for postoperative analgesia and
functional recovery in association with PENG block during the first postoperative day, although it
had worse short-term pain scores. Based on these results, it is reasonable to consider LFCN block as a
valid alternative to WI or even a complementary technique added to WI to enhance skin analgesia
during the first 24 h after THA. Future studies are expected to confirm this hypothesis and find the
best combination between PENG block and other techniques to enhance analgesia after THA.

Keywords: total hip arthroplasty; analgesia; anesthesia; regional anesthesia; nerve block; postoperative pain

1. Introduction

Pericapsular nerve group (PENG) block is a fascial block first described in 2018 by
Girón Arango and colleagues to treat hip fracture-related pain [1]. It targets periarticular
sensory branches derived from the femoral, obturator and accessory obturator nerves
innervating the anterior hip capsule [2]. Since 2021, many trials have been published
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demonstrating its efficacy in managing perioperative pain after hip arthroplasty without
affecting functional recovery [3]. However, PENG block does not involve other anatomical
structures affected by postsurgical stress, such as skin, periarticular fascias, muscles and
posterior capsula. In particular, among all of these structures, skin has been demonstrated
to have a higher concentration of nociceptors involved in hip replacement-related pain [4].

Lateral femoral cutaneous nerve (LFCN) block has been shown to contribute to cuta-
neous anesthesia of hip surgery incisions, although not completely [5,6]. However, these
were the results of studies performed on healthy volunteers and do not take count of tissues
response to surgical stress, including local inflammatory reactions which could involve tis-
sues near the wound, although not included in the surgical incision line. Not by chance, the
positive impact of LFCN block on postoperative analgesia after postero-lateral-approached
THA has been confirmed by clinical investigations [7,8].

Although some authors suggest the use of LFCN combined with PENG to enhance
postoperative analgesia after THA [9,10], the impact of this association has not yet been
sufficiently investigated. At the same time, wound infiltration (WI) has been demonstrated
to be effective in managing postoperative analgesia in different kinds of surgeries, including
hip surgery [11–13].

For these reasons, we conducted a randomized controlled trial to compare the efficacy
of PENG block combined with LFCN block or WI, which is our current standard treatment
to cover skin analgesia following posterior THA.

2. Methods
2.1. Enrollment

This study was approved by the Ethics Committee of Campus Bio-Medico University
Hospital in Rome (protocol number 34.22, date of approval: 24 May 2022) and registered
on ClinicalTrials.gov (NCT05432011, Principal Investigator: Giuseppe Pascarella, Date of
registration: 20 June 2022) before the first patient was enrolled. Enrollment was performed
from 1 July 2022 to 18 May 2023, offered preoperatively to adults undergoing primary
hip arthroplasty at the Day Surgery Department of Fondazione Policlinico Universitario
Campus Bio-Medico, Italy, aged ≥ 18 y and ASA physical status 1–3. Patients with allergies
to local anesthetics, infection of the puncture site, lack of signing of informed consent,
weight < 30 kg, age < 18 years old, ASA physical status IV, dementia or cognitive impair-
ment were excluded from this study. Fifty eligible patients were randomly allocated into
two groups to receive a PENG block combined with an LFCN block or WI (Figure 1).

Randomization was achieved using computer-generated lists in blocks of eight with a
1:1 ratio, and treatment allocation was concealed using consecutively numbered, sealed,
opaque envelopes. All patients underwent total hip replacement performed in the morning
by the same surgical team using a posterior approach. Every patient was informed of the
sequence of procedures during anesthesia and surgery, and written informed consent was
obtained before enrollment.

Moreover, as part of a preoperative checklist, we always asked patients to describe both the
anesthetic and surgical procedure they are undergoing in order to verify their comprehension.

In both groups, patients received mild sedation with 0.03 mg.kg−1 intravenous mi-
dazolam. Before surgery, 1 g acetaminophen, 30 mg ketorolac and 8 mg dexamethasone
were given intravenously (i.v.) as multimodal pre-emptive analgesia. Spinal anesthesia was
chosen as the main anesthetic technique. It was performed by injecting 16 mg of ropivacaine
0.5% through a 27G Whitacre needle at the L2–L3 or L3–L4 interspace with the patient in a
sitting position and with the help of preprocedural ultrasound spinal evaluation [14,15].
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Figure 1. CONSORT flow diagram. CONSORT indicates Consolidated Standards of Reporting Trials.

2.2. Interventions

Patients were scheduled to receive WI or LFCN at the end of surgery.
WI was performed by the surgeon, injecting 20 mL of 0.5% of ropivacaine in the

subcutaneous tissue. Ultrasound-guided LFCN block was performed in the post-anesthesia
recovery room (PACU). A linear probe was used to identify the LFCN lying between the
sartorius muscle and tensor fasciae latae muscle, and then the needle (50 mm Stimuplex
Ultra 360, BBraun, Melsungen, Germany) was inserted from lateral to medial to target the
nerve. After a negative aspiration test, 10 mL of 0.5% ropivacaine was injected perineurally
(Figure 2A). LFCN block success was assessed using an ice test on the lateral aspect of thigh
at dismission from PACU.
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IPT: iliopsoas tendon; IPE: iliopubic eminence; asterisk (green *): injection target; FA: femoral artery;
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Moreover, all patients received PENG block in the PACU block according to the tech-
nique originally described by Girón-Arango [1]. A curvilinear probe was used. The needle
(80 mm Stimuplex Ultra 360, BBraun, Melsungen, Germany) was inserted lateromedially
until it reached the space between the iliopsoas tendon and periosteum, situated on the
lateral side of the iliopubic eminence (IPE) (Figure 2B). Following confirmation via a neg-
ative aspiration test, 20 mL of 0.5% ropivacaine was injected in the plane beneath the
iliopsoas muscle (IPM) to obtain transverse spread under the muscular plane with the
tendon lifted [16].

PENG block and LFCN block were always performed by the same four anesthetists,
(GP, FC, TL, AH) experts in regional anesthesia.

2.3. Postoperative Management

Both groups received the same postoperative multimodal analgesia, which included
acetaminophen 1 g i.v. every 6 h and ketorolac 60 mg i.v. every 24 h, as recommended by
international guidelines [17]. In addition, patient-controlled analgesia was provided i.v.
(morphine bolus = 1 mg; lockout interval = 8 min).

2.4. Outcomes Assessment

At 6, 12 and 24 postoperative hours, patients were asked to indicate perceived
static (at rest) and dynamic (hip adduction) pain using a 0–10 NRS (0 no pain, 10 worst
imaginable pain).

Functional recovery of the hip joint was evaluated through the postoperative range
of movement (ROM) together with the ability to perform physiotherapy and ambulation.
The ROM was analyzed through active hip flexion, within the range of 0◦ to 90◦, measured
with a protractor, at 6, 12, and 24 h postoperatively.

For each time point, quadriceps strength was evaluated by asking the patient to extend
the leg to exclude motor paralysis due to PENG block. Furthermore, the ability to start
physiotherapy and ambulate thanks to the help of a walker during the first postoperative
day was recorded. In case of inability, it was specified if it was related to motor block or
pain. The length of hospital stay was also recorded. We recorded any complications or side
effects, including local infection, vascular puncture, nausea and/or vomiting, dizziness
and respiratory depression. Outcome assessment was performed by the same group of
clinicians (AS, LR, AR), blinded to patients’ group allocation.

2.5. Statistical Analysis

To calculate the sample size, we focused on the primary hypothesis that postoperative
analgesia after PENG block combined with LFCN is not inferior to PENG block with WI.
Despite the absence of similar clinical trials at the time of our protocol study, we estimated
the density of pain scores (mean 2; SD 1) based on the database of our previously published
work regarding the use of PENG block combined with WI for THA [18].

To simulate power, we employed the truncated Gaussian distribution spanning from
0 to 10, with a standard deviation of 1, and a mean of 2 for the PENG + WI group. Based
on these parameters and assuming a two-sided significance level of 5%, we conducted
10,000 simulations, each with a sample size of 25 per group. With a total sample size
of 50 subjects, we possess 90% power to identify group disparities in pain as minimal as
approximately 1. Statistical analysis and visual presentation were obtained using GraphPad
Prism 8 software (GraphPad Software Inc., La Jolla, CA, USA).

Continuous quantitative variables are presented as Mean ± Standard Deviation (SD),
while discrete variables are expressed as the median and interquartile range (IQR). Qual-
itative variables are represented by the number of observations and the percentage dis-
tribution. The parametric distribution of numerical variables was assessed using the
Shapiro–Wilk normality test. Group differences for continuous parametric variables were
evaluated using Student’s t-test, while the Wilcoxon–Mann–Whitney U test was employed
when appropriate. To mitigate the risk of type 1 error in multiple repeated measures,
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Bonferroni–Dunn correction was applied. Categorical variables were compared using
Pearson’s chi-squared test. Statistical significance was defined as a p-value < 0.05.

3. Results

A total of 50 patients were included in the study and equally allocated between groups
(Figure 2).

No clinically relevant differences were noticed between group characteristics (Table 1).

Table 1. Patient characteristics.

PENG + LFCN
(n = 25)

PENG + WI
(n = 25)

Age (yrs) 67.7 ± 8.8 65.2 ± 13
Sex (M/F) 12/13 14/11
BMI (kg/m2) 27.9 ± 3.7 28.5 ± 5.3
ASA score, n (%)

- I
- II
- III

1 (4%)
13 (52%)
11 (44%)

2 (8%)
16 (64%)
8 (32%)

Chronic Opiate Use, n (%)

- Yes
- No

3 (12%)
22 (88%)

4 (16%)
21 (84%)

Surgery Duration (min) 107 ± 20 105 ± 18
Values are reported as number (percentage) of subjects and mean ± standard deviation (SD). PENG: pericapsular
nerve group block; LFCN: lateral femoral cutaneous nerve block; WI: wound infiltration; BMI: body mass index.

The postoperative static NRS of patients receiving LFCN was higher than that of
patients receiving WI at 6 h but lower at 24 h, with a median (IQR) of 3 (2–4) vs. 2 (1–2)
(p< 0.001) and 2 (2–3) vs. 3 (3–4) (p = 0.02), respectively (Figure 3).
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Pain severity is expressed using a 0–10 numeric rating scale, with 0 equal to no pain and 10 being the
worst imaginable pain. Values are expressed as median (horizontal bars) with 25th–75th (box) and
range of minimum to maximum value (whiskers); * denotes statistical significance (p < 0.05). PENG:
pericapsular nerve group block; WI: wound infiltration; LFCN: lateral femoral cutaneous nerve block;
s-NRS: numeric rating scale at rest (static).

Static pain scores at 12 h did not show significant differences, with an NRS of 3 (2–4)
for WI vs. 3 (3–4) for LFCN (p = 0.94). Dynamic pain scores followed a similar trend,
showing a median NRS of 5 (3–6) vs. 3 (2–4) (p < 0.001), 4 (3–5) vs. 4 (4–5) (p = 0.18) and 4
(3–4) vs. 5 (4–5) (p = 0.019) at 6, 12, and 24 h, respectively (Figure 4).
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Figure 4. Dynamic postoperative pain. The box plot shows postoperative pain scores in both study
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nerve block; d-NRS: numeric rating scale on movement (dynamic).

Secondary outcomes are summarized in Table 2.
Total morphine consumption did not differ among groups, with a mean ± SD of

6.9 ± 3.6 mg for LCFN vs. 6.5 ± 4.6 for WI (p = 0.45). Regarding functional outcomes, the
LFCN group showed a worse ROM at 6 h postoperatively (59.8◦ ± 11.2 vs. 71.4◦ ± 15.5,
p = 0.011), while a better ROM was noticed at 24 h (71.4◦ ± 15.5 vs. 60.6 ± 16.5, p = 0.018),
with no significant differences at 12 h (69.6◦ ± 9.3 vs. 62.8 ± 12.8, p = 0.1).

However, the ability to perform physiotherapy and ambulation during the first POD
was comparable between groups, as well as the total length of stay (Table 2).

Moreover, no postoperative quadriceps paralysis was noticed except for one patient in
the LFCN group and two patients in the WI group, but in all cases, it occurred only at 6 h
postoperatively. Last, the incidence of postoperative complications was comparable and
not significant.
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Table 2. Secondary outcomes.

PENG + LFCN
(n = 25)

PENG + WI
(n = 25) p Value

Morphine Consumption (mg)

- 24 h
- Total

4.3 ± 3.1
6.9 ± 3.6

3.7 ± 2.9
6.5 ± 4.6

0.57
0.45

Range of Movement (◦)

- 6 h
- 12 h
- 24 h

59.8 ± 11.2
69.6 ± 9.3
71.6 ± 9.9

71.4 ± 15.5
62.8 ± 12.8
60.6 ± 16.5

0.011
0.1

0.018

Quadriceps Paralysis
6/12/24 h, n (%) 1 (4%)/0/0 2 (8%)/0/0 >0.9

Ability to perform physiotherapy at POD1, n (%) 25 (100%) 25 (100%) >0.9
Ability to ambulation at POD1, n (%) 25 (100%) 24 (96%) >0.9
Length of stay (days) 2 (2–3) 2 (2–4) 0.96
Nausea/vomiting, n (%) 1 (4%) 2 (8%) >0.9
Dizziness, n (%) 0 0 -
Vascular Puncture, n (%) 0 0 -

Values are reported as number (percentage) of subjects, mean ± standard deviation (SD) or median and interquar-
tile range (IQR). LFCN: lateral femoral cutaneous nerve block; POD: postoperative day; WI: wound infiltration;
PENG: pericapsular nerve group block.

4. Discussion

PENG block, despite being shown to be effective for postoperative analgesia following
THA in different randomized clinical trials [14,19–21], is analgesically incomplete, as it
does not cover the skin, which has the highest concentration of nociceptors involved in this
kind of surgery. For this reason, several trials have investigated combining PENG block
with other regional techniques, including periarticular infiltration, intra-articular injection
and quadratus lumborum block [22–26].

In our study, both LFCN and WI ensured successful analgesia combined with PENG
block, as no severe pain scores were noticed at any time point among the groups, although
there were some differences. The WI group showed better analgesia and range of move-
ments at 6 h after surgery compared to the LFCN group, which showed better scores at
24 h postoperatively. However, these differences did not impact opioid consumption or the
remaining functional outcomes, including ambulation and physiotherapy. These results
lead us to speculate about some clinical considerations, as they may reflect the strength
and limitations of both techniques.

LCFN innervates only part of the skin involved in post-surgical pain following THA
via the posterior approach, and this could justify the better analgesia in the WI group during
the first postoperative hours. In contrast, better pain scores at 24 h postoperatively may be
explained by the local anesthetic pharmacokinetics, which are characterized by a slower
systemic absorption in the case of perineural rather than subcutaneous administration [27].
Another aspect to discuss is the discrepancy of ROM, which increases over time in the
LFCN group, while it decreases in the WI group. As the articular ROM, in the absence
of muscular block, may be strictly dependent on analgesia (in an indirectly proportional
relationship with pain scores), it is reasonable to think that the inverted trend regarding
ROM among the two groups reflects the same tendency of pain scores.

This is the first clinical trial analyzing the effect of PENG block compared to LFCN
block or WI for postoperative analgesia after THA.

Gurbuz et al. explored a similar association through a prospective evaluation of
22 patients undergoing total hip replacement. They found a longer time for first analgesic
demand in the WI group, although the LFCN group had lower pain scores at 24 h, similar to
our study. However this study had important limitations including a lack of randomization,
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a poor sample size, and the surgical approach was not specified [28]. Dr. Liang and
colleagues have recently demonstrated the superiority of PENG block combined with
LFCN block vs. supra-inguinal FIB in improving postoperative analgesia after THA [8].
However, the study population was heterogeneous, as both fractured and non-fractured
patients were included. Moreover, Dr. Liang compared the association of PENG plus LFCN
block vs. SIFI block, which gives an indirect LFCN block itself, and for this reason, it seems
unclear if any differences in outcomes can be attributed to the effect of LFCN block rather
than PENG block.

Future studies may focus on the combination of PENG block with other techniques to
enhance postoperative skin analgesia. In particular, the iliohypogastric nerve and subcostal
nerve have been shown to innervate most of the skin involved in surgery, and they could
easily be blocked through fascia transversalis or a lateral quadratus lumborum block [5].

At the same time, LFCN block could be added to WI to maximize the analgesic effect
of both technique during the first 24 h, as suggested by this study, while being careful about
the maximum recommended local anesthetic dosage.

In this study, we used 0.5% ropivacaine in our daily practice. We prefer this concentra-
tion to lower ones aiming to enhance block duration, as the rate of LA absorption (which
impacts on block’s duration) also depends on the administered dosage [27], although no
studies have yet analyzed the impact of different ropivacaine dosages on PENG block,
LFCN block and WI in hip surgery. Despite a high concentration of ropivacaine, the total
dosage administered to every patient (200 mg) was not superior to the maximum dosage
recommended for one shot nerve block in adults (250 mg). Moreover, after administration of
LA, patients were always monitored to exclude early prodromal symptoms related to Local
Anesthetic Systemic Toxicity (LAST), like perioral paresthesia, metallic taste and tinnitus.
In addition, clinical and ECG monitoring were maintained until discharge from PACU.

Regarding the duration of the WI analgesic effect, we think it may be prolonged
through the use of a continuous technique or liposomal local anesthetics, as already demon-
strated in different surgeries [13,29,30].

Last, we would like to discuss three cases (one in the LFCN group and two in the WI
group) of postoperative quadriceps paralysis recorded at 6 h.

As described by a recent cadaveric study, this event could be related to the spread of
local anesthetic to the femoral nerve during the execution of PENG block, especially when
more than 13 mL is injected [31]. However, this has never been demonstrated to cause
a significant impact on postoperative functional outcomes, including physiotherapy and
ambulation. Not by chance, although Aliste et al. showed a similar incidence of quadriceps
paralysis [19], it did not influence functional outcomes, and the same was true for our study.
It is worth investigating the use of newer high definition US technology to better identify
the optimal injection point and LA spread during the PENG block execution in order to
further reduce the risk of femoral nerve involvement.

Limitations

This study has several limitations.
Our actual institutional protocols require the patients to start ambulation after 24 h,

and for this reason, it was not possible to investigate the ability of patients to walk before
this time point. The same issue regards the ability to start of physiotherapy, which was
assessed on POD 1. Future studies assessing these outcomes in earlier time points may
overcome these limits.

Secondary outcomes including opioid consumption and length of stay did not show
significant differences, although our sample size was powered 90% only for main outcomes:
that means higher samples may be required to significantly evaluate the true effect of these
outcomes. Moreover, we missed the assessment of other functional outcomes, i.e., the timed
up and go (TUG) and walking tests, although its accuracy could be limited by different
baseline health statuses and muscular tropisms among patients [32].
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Pain scores were recorded only during the first 24 h after surgery, although, based
on our clinical experience and our previous study, we consider this time interval to be
the most critical for postoperative analgesia following THA via the posterior approach.
Furthermore, we did not take the social differences among patients into account, and this
could represent a potential bias in pain reporting.

Regarding the assessment of quadriceps strength, we did not use any muscular
strength grading to differentiate between paralysis and paresis, as in other studies [19].
However, this method has been shown to have several limitations due to the variability in
examiners’ subjective perceptions [33].

Our study focused on postoperative acute pain, although it would be interesting
for future investigations to analyze the impact of these regional anesthesia techniques
on chronic postoperative pain, whose incidence is estimated to be 10% for THA [34]. In
this study, we used multimodal analgesia through NSAIDs, which positively impacts
postoperative pain and may overestimate the efficacy of a regional anesthesia technique.
However, NSAIDs “around the clock” has been applied to both groups at the same dosages,
and this is reasonably unlikely to represent a bias.

Lastly, although we monitored clinical and vital signs to exclude LAST, we did not
measure systemic absorption rates. Future studies should look at blood levels of ropivacaine
after PENG block in order to confirm the safety of this technique and investigate other
possible mechanism of actions (systemic?).

5. Conclusions

LFCN block was not inferior to WI for postoperative analgesia and functional recovery
in association with PENG block during the first postoperative day, although it had worse
short-term pain scores.

However, no significant differences were observed in functional recovery and opioid
consumption. Based on these results, it is possible to consider both LFCN block and WI
as valuable options to cause skin analgesia after THA. Moreover, we hypothesize that an
association of LFCN block and WI combined with PENG block may enhance the analgesic
effect of both of the techniques during the first 24 h. However, future studies are expected
to confirm this hypothesis and find the best combination between PENG block and other
techniques to enhance analgesia and functional outcomes after THA.

Author Contributions: G.P.: conceptualization, methodology, investigation, writing—original draft;
F.C.: conceptualization, methodology, investigation; A.S.: data curation, visualization; A.R.: data
curation; formal analysis, software; L.M.R.: investigation, data curation; T.L.: investigation, data
curation; A.H.: investigation, data curation; F.L.: investigation, data curation; F.G.: investigation, data
curation; L.S.: conceptualization, validation, writing—review and editing; A.M.: conceptualization,
validation, writing—review and editing; F.E.A.: project administration, supervision; M.C.: concep-
tualization, resources, supervision; R.C.: writing—review and editing, validation, supervision. All
authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study protocol has been approved by local institutional
ethics committee (protocol number: 34.22, 24 May 2022). The present study has been registered on
the public registry clinicaltrials.gov (identifier: NCT05432011). The study was conducted according
to the guidelines of the Declaration of Helsinki.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data are available upon reasonable request. Please contact the corre-
sponding author (Alessandro Strumia: a.strumia@policlinicocampus.it).

Conflicts of Interest: The authors declare no conflicts of interest.



J. Clin. Med. 2024, 13, 2674 10 of 11

References
1. Girón-Arango, L.; Peng, P.W.H.; Chin, K.J.; Brull, R.; Perlas, A. Pericapsular Nerve Group (PENG) Block for Hip Fracture. Reg.

Anesth. Pain Med. 2018, 43, 859–863. [CrossRef] [PubMed]
2. Del Buono, R.; Padua, E.; Pascarella, G.; Costa, F.; Tognù, A.; Terranova, G.; Greco, F.; Fajardo Perez, M.; Barbara, E. Pericapsular

nerve group block: An overview. Minerva Anestesiol. 2021, 87, 458–466. [CrossRef] [PubMed]
3. Wang, Y.; Wen, H.; Wang, M.; Lu, M. The Efficiency of Ultrasound-Guided Pericapsular Nerve Group Block for Pain Management

after Hip Surgery: A Meta-analysis. Pain Ther. 2023, 12, 81–92. [CrossRef] [PubMed]
4. Fede, C.; Porzionato, A.; Petrelli, L.; Fan, C.; Pirri, C.; Biz, C.; De Caro, R.; Stecco, C. Fascia and soft tissues innervation in the

human hip and their possible role in post-surgical pain. J. Orthop. Res. 2020, 38, 1646–1654. [CrossRef]
5. Nielsen, T.D.; Moriggl, B.; Barckman, J.; Jensen, J.M.; Kølsen-Petersen, J.A.; Søballe, K.; Børglum, J.; Bendtsen, T.F. Cutaneous

anaesthesia of hip surgery incisions with iliohypogastric and subcostal nerve blockade: A randomised trial. Acta Anaesthesiol.
Scand. 2019, 63, 101–110. [CrossRef] [PubMed]

6. Corujo, A.; Franco, C.D.; Williams, J.M. The sensory territory of the lateral cutaneous nerve of the thigh as determined by
anatomic dissections and ultrasound-guided blocks. Reg. Anesth. Pain Med. 2012, 37, 561–564. [CrossRef] [PubMed]

7. Thybo, K.H.; Mathiesen, O.; Dahl, J.B.; Schmidt, H.; Hägi-Pedersen, D. Lateral femoral cutaneous nerve block after total hip
arthroplasty: A randomised trial. Acta Anaesthesiol. Scand. 2016, 60, 1297–1305. [CrossRef] [PubMed]

8. Liang, L.; Zhang, C.; Dai, W.; He, K. Comparison between pericapsular nerve group (PENG) block with lateral femoral cutaneous
nerve block and supra-inguinal fascia iliaca compartment block (S-FICB) for total hip arthroplasty: A randomized controlled trial.
J. Anesth. 2023, 37, 503–510. [CrossRef]

9. da Costa, A.O.; Izolani, G.V.; Monteiro de Souza, I.F.; Martins Santiago, B.V. Continuous pericapsular nerve group (PENG) block
through an elastomeric infusion system, associated with the lateral cutaneous nerve block of the thigh for total hip arthroplasty.
BMJ Case Rep. 2022, 15, e246833. [CrossRef]

10. Thallaj, A. Combined PENG and LFCN blocks for postoperative analgesia in hip surgery—A case report. Saudi J. Anaesth. 2019,
13, 381–383. [CrossRef]

11. Marques, E.M.; Blom, A.W.; Lenguerrand, E.; Wylde, V.; Noble, S.M. Local anaesthetic wound infiltration in addition to standard
anaesthetic regimen in total hip and knee replacement: Long-term cost-effectiveness analyses alongside the APEX randomised
controlled trials. BMC Med. 2015, 13, 151. [CrossRef] [PubMed]

12. Banerjee, P.; McLean, C. The efficacy of multimodal high-volume wound infiltration in primary total hip replacement. Orthopedics
2011, 34, e522–e529. [CrossRef] [PubMed]

13. Paladini, G.; Di Carlo, S.; Musella, G.; Petrucci, E.; Scimia, P.; Ambrosoli, A.; Cofini, V.; Fusco, P. Continuous Wound Infiltration of
Local Anesthetics in Postoperative Pain Management: Safety, Efficacy and Current Perspectives. J. Pain Res. 2020, 13, 285–294.
[CrossRef] [PubMed]

14. Del Buono, R.; Pascarella, G.; Costa, F.; Terranova, G.; Leoni, M.L.; Barbara, E.; Carassiti, M.; Agrò, F.E. Predicting difficult spinal
anesthesia: Development of a neuraxial block assessment score. Minerva Anestesiol. 2021, 87, 648–654. [CrossRef] [PubMed]

15. Pascarella, G.; Costa, F.; Hazboun, A.; Del Buono, R.; Strumia, A.; Longo, F.; Ruggiero, A.; Schiavoni, L.; Mattei, A.; Cataldo, R.;
et al. Ultrasound predictors of difficult spinal anesthesia: A prospective single-blind observational study. Minerva Anestesiol. 2023,
89, 996–1002. [CrossRef] [PubMed]

16. Pascarella, G.; Costa, F.; Del Buono, R.; Strumia, A.; Cataldo, R.; Agrò, F.E.; Carassiti, M. Defining the optimal spread of local
anesthetic during pericapsular nerve group (PENG) block may help to avoid short-term motor block (reply to Aliste et al.). Reg.
Anesth. Pain Med. 2022, 47, 200–201. [CrossRef] [PubMed]

17. Anger, M.; Valovska, T.; Beloeil, H.; Lirk, P.; Joshi, G.P.; Van de Velde, M.; Raeder, J. PROSPECT guideline for total hip arthroplasty:
A systematic review and procedure-specific postoperative pain management recommendations. Anaesthesia 2021, 76, 1082–1097.
[CrossRef] [PubMed]

18. Pascarella, G.; Costa, F.; Del Buono, R.; Pulitanò, R.; Strumia, A.; Piliego, C.; De Quattro, E.; Cataldo, R.; Agrò, F.E.; Carassiti, M.
Impact of the pericapsular nerve group (PENG) block on postoperative analgesia and functional recovery following total hip
arthroplasty: A randomised, observer-masked, controlled trial. Anaesthesia 2021, 76, 1492–1498. [CrossRef] [PubMed]

19. Aliste, J.; Layera, S.; Bravo, D.; Jara, Á.; Muñoz, G.; Barrientos, C.; Wulf, R.; Brañez, J.; Finlayson, R.J.; Tran, Q. Randomized
comparison between pericapsular nerve group (PENG) block and suprainguinal fascia iliaca block for total hip arthroplasty. Reg.
Anesth. Pain Med. 2021, 46, 874–878. [CrossRef]

20. Choi, Y.S.; Park, K.K.; Lee, B.; Nam, W.S.; Kim, D.H. Pericapsular Nerve Group (PENG) Block versus Supra-Inguinal Fascia Iliaca
Compartment Block for Total Hip Arthroplasty: A Randomized Clinical Trial. J. Pers. Med. 2022, 12, 408. [CrossRef]

21. Farag, A.; Hendi, N.I.; Diab, R.A. Does pericapsular nerve group block have limited analgesia at the initial post-operative period?
Systematic review and meta-analysis. J. Anesth. 2023, 37, 138–153. [CrossRef] [PubMed]

22. Lin, D.Y.; Brown, B.; Morrison, C.; Fraser, N.S.; Chooi, C.S.L.; Cehic, M.G.; McLeod, D.H.; Henningsen, M.D.; Sladojevic, N.;
Kroon, H.M.; et al. The Pericapsular Nerve Group (PENG) block combined with Local Infiltration Analgesia (LIA) compared to
placebo and LIA in hip arthroplasty surgery: A multi-center double-blinded randomized-controlled trial. BMC Anesthesiol. 2022,
22, 252. [CrossRef]

https://doi.org/10.1097/aap.0000000000000847
https://www.ncbi.nlm.nih.gov/pubmed/30063657
https://doi.org/10.23736/s0375-9393.20.14798-9
https://www.ncbi.nlm.nih.gov/pubmed/33432791
https://doi.org/10.1007/s40122-022-00463-0
https://www.ncbi.nlm.nih.gov/pubmed/36481969
https://doi.org/10.1002/jor.24665
https://doi.org/10.1111/aas.13221
https://www.ncbi.nlm.nih.gov/pubmed/30109702
https://doi.org/10.1097/AAP.0b013e318261c8b6
https://www.ncbi.nlm.nih.gov/pubmed/22878522
https://doi.org/10.1111/aas.12764
https://www.ncbi.nlm.nih.gov/pubmed/27426231
https://doi.org/10.1007/s00540-023-03192-6
https://doi.org/10.1136/bcr-2021-246833
https://doi.org/10.4103/sja.SJA_299_19
https://doi.org/10.1186/s12916-015-0389-1
https://www.ncbi.nlm.nih.gov/pubmed/26116078
https://doi.org/10.3928/01477447-20110714-11
https://www.ncbi.nlm.nih.gov/pubmed/21902151
https://doi.org/10.2147/jpr.S211234
https://www.ncbi.nlm.nih.gov/pubmed/32099452
https://doi.org/10.23736/s0375-9393.20.14892-2
https://www.ncbi.nlm.nih.gov/pubmed/33325214
https://doi.org/10.23736/s0375-9393.22.16990-7
https://www.ncbi.nlm.nih.gov/pubmed/36800810
https://doi.org/10.1136/rapm-2021-103086
https://www.ncbi.nlm.nih.gov/pubmed/34518369
https://doi.org/10.1111/anae.15498
https://www.ncbi.nlm.nih.gov/pubmed/34015859
https://doi.org/10.1111/anae.15536
https://www.ncbi.nlm.nih.gov/pubmed/34196965
https://doi.org/10.1136/rapm-2021-102997
https://doi.org/10.3390/jpm12030408
https://doi.org/10.1007/s00540-022-03129-5
https://www.ncbi.nlm.nih.gov/pubmed/36342537
https://doi.org/10.1186/s12871-022-01787-2


J. Clin. Med. 2024, 13, 2674 11 of 11

23. Hu, J.; Wang, Q.; Hu, J.; Kang, P.; Yang, J. Efficacy of Ultrasound-Guided Pericapsular Nerve Group (PENG) Block Combined
With Local Infiltration Analgesia on Postoperative Pain after Total Hip Arthroplasty: A Prospective, Double-Blind, Randomized
Controlled Trial. J. Arthroplast. 2023, 38, 1096–1103. [CrossRef]

24. Et, T.; Korkusuz, M. Comparison of pericapsular nerve group (peng) block with intra-articular and quadratus lumborum block in
primary total hip arthroplasty: A randomized controlled trial. Korean J. Anesthesiol. 2023, 76, 575–585. [CrossRef]

25. Zheng, J.; Pan, D.; Zheng, B.; Ruan, X. Preoperative pericapsular nerve group (PENG) block for total hip arthroplasty: A
randomized, placebo-controlled trial. Reg. Anesth. Pain Med. 2022, 47, 155–160. [CrossRef]

26. Bravo, D.; Aliste, J.; Layera, S.; Fernández, D.; Erpel, H.; Aguilera, G.; Arancibia, H.; Barrientos, C.; Wulf, R.; León, S.; et al.
Randomized clinical trial comparing pericapsular nerve group (PENG) block and periarticular local anesthetic infiltration for
total hip arthroplasty. Reg. Anesth. Pain Med. 2023, 48, 489–494. [CrossRef] [PubMed]

27. Taylor, A.; McLeod, G. Basic pharmacology of local anaesthetics. BJA Educ. 2020, 20, 34–41. [CrossRef]
28. Gurbuz, H.; Okmen, K.; Gultekin, A. Postoperative pain management in patients with coxarthrosis undergoing total hip

arthroplasty: PENG block combined with LFCN block or wound infiltration? Minerva Anestesiol. 2021, 87, 1154–1155. [CrossRef]
[PubMed]

29. Fusco, P.; Cofini, V.; Petrucci, E.; Scimia, P.; Fiorenzi, M.; Paladini, G.; Behr, A.U.; Borghi, B.; Flamini, S.; Pizzoferrato, R.; et al.
Continuous wound infusion and local infiltration analgesia for postoperative pain and rehabilitation after total hip arthroplasty.
Minerva Anestesiol. 2018, 84, 556–564. [CrossRef]

30. Ma, T.T.; Wang, Y.H.; Jiang, Y.F.; Peng, C.B.; Yan, C.; Liu, Z.G.; Xu, W.X. Liposomal bupivacaine versus traditional bupivacaine for
pain control after total hip arthroplasty: A meta-analysis. Medicine 2017, 96, e7190. [CrossRef]

31. Leurcharusmee, P.; Kantakam, P.; Intasuwan, P.; Malatong, Y.; Maikong, N.; Navic, P.; Kitcharanant, N.; Mahakkanukrauh, P.;
Tran, Q. Cadaveric study investigating the femoral nerve-sparing volume for pericapsular nerve group (PENG) block. Reg.
Anesth. Pain Med. 2023, 48, 549–552. [CrossRef] [PubMed]

32. Kear, B.M.; Guck, T.P.; McGaha, A.L. Timed Up and Go (TUG) Test: Normative Reference Values for Ages 20 to 59 Years and
Relationships With Physical and Mental Health Risk Factors. J. Prim. Care Community Health 2017, 8, 9–13. [CrossRef] [PubMed]

33. Naqvi, U.; Sherman, A.L. Muscle Strength Grading. In StatPearls; StatPearls Publishing LLC.: Treasure Island, FL, USA, 2023.
34. Wylde, V.; Sayers, A.; Lenguerrand, E.; Gooberman-Hill, R.; Pyke, M.; Beswick, A.D.; Dieppe, P.; Blom, A.W. Preoperative

widespread pain sensitization and chronic pain after hip and knee replacement: A cohort analysis. Pain 2015, 156, 47–54.
[CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.arth.2022.12.023
https://doi.org/10.4097/kja.23064
https://doi.org/10.1136/rapm-2021-103228
https://doi.org/10.1136/rapm-2023-104332
https://www.ncbi.nlm.nih.gov/pubmed/36797036
https://doi.org/10.1016/j.bjae.2019.10.002
https://doi.org/10.23736/s0375-9393.21.15757-8
https://www.ncbi.nlm.nih.gov/pubmed/33982993
https://doi.org/10.23736/s0375-9393.17.12110-3
https://doi.org/10.1097/md.0000000000007190
https://doi.org/10.1136/rapm-2023-104419
https://www.ncbi.nlm.nih.gov/pubmed/37028817
https://doi.org/10.1177/2150131916659282
https://www.ncbi.nlm.nih.gov/pubmed/27450179
https://doi.org/10.1016/j.pain.0000000000000002
https://www.ncbi.nlm.nih.gov/pubmed/25599300

	Introduction 
	Methods 
	Enrollment 
	Interventions 
	Postoperative Management 
	Outcomes Assessment 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

