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Wide awake hand surgery reduces the experience of
95% of hand surgery to the level of going to the
dentist from the patient’s perspective

There is no tourniquet, no sedation

Only lidocaine with epinephrine is injected in large
volumes wherever you are going to cut to provide
anesthesia and hemostasis

The danger of epinephrine in the finger has now
been clearly disproven, and phentolamine can
reverse epinephrine induced vasoconstriction as an
antidote (1mg phentolamine in 1-10cc of saline)(1-
5)

The wide awake approach can be used for most
common hand operations such as carpal tunnel,
trigger finger, flexor and extensor tendon repair,
tendon transfers, palmar fasciectomy, finger fusion,
trapeziectomy, elbow ulnar nerve
release/transposition, and operative reduction of
finger and hand fractures.

Surgeons in all major Canadian cities are now using
the wide awake approach

It is a major advantage for the surgeon to be able to
intraoperatively watch a comfortable pain free,
tourniquet free patient move the reconstructed
structures before the skin is closed so that
adjustments can be made to achieve a better result.
In flexor tendon repair, testing of the repair with
active movement will sometimes show a gap
between the two tendon ends because the suture is
not tied tightly enough. Gapping would lead to
rupture after surgery, but it can be corrected with
additional sutures before the skin is closed. It is
better to see a gap during the repair when it can still
be fixed than after the surgery when it will cause a
tendon rupture. With intraoperative active
movement, it can become obvious that a bulky
repair will not be able to fit through the sheath. This
problem can be addressed before the skin is closed
by additional epitenon suturing to smooth out the
triggering bump of tendon, or by dividing pulleys to
allow the repair to get through the pulleys.(6)

Wide awake carpal tunnel is great for patients (7)
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