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Abstract
Introduction: Pneumatic tourniquets are used extensively in orthopedic hand/wrist surgery. Complications,
while rare, are associated with elevated pressure and duration of tourniquet use. Limb occlusion pressure
(LOP) is the minimum tourniquet pressure at which arterial blood flow is restricted. Therefore, we
performed a cross-sectional double-blinded randomized control trial to assess if there is a difference in
post-operative pain at the surgical and tourniquet site between LOP and standard tourniquet pressure and if
there is a difference in post-operative opioid usage.

Methods: A total of 44 patients (Age 60±13, 30 female, 14 male) were randomized into two groups (LOP,
191±14 mmHg | STP, 250 mmHg) of 22 patients controlling for gender (15 female, seven male). The primary
outcome was a visual analog scale (VAS) for pain at the tourniquet and surgical sites, recorded for the first
two weeks post-operative. Daily pain medication usage was recorded and quantified using oral morphine
milligram equivalents (MME). A group-by-time generalized mixed-model ANOVA was used to detect within-
group and between group (LOP vs STP) differences in VAS at the surgical and tourniquet sites as well as
medication use. 

Results: LOP significantly decreased post-operative pain medication usage across the first week (-50%;
p<0.05). Both groups had similar VAS pain at the surgery site, but the LOP group had 80% reduced pain at the
tourniquet site when averaged across the first post-operative week (p<0.05). 

Conclusions: The use of LOP compared to STP elicits reduced post-operative pain at the tourniquet site and
reduces post-operative pain medication use in the first post-operative week.

Categories: Pain Management, Orthopedics
Keywords: standard pneumatic tourniquet, limb occlusion pressure, post operative pain management, carpal tunnel,
opioid use, hand surgery

Introduction
Modern advances in tourniquet use include ease of use, numerous safety features, and the limb occlusion
pressure (LOP) function [1-3]. Tourniquet pressures range from 200-350 mm Hg depending on location [4].
Elevated tourniquet pressures have been associated with increased post-operative pain and increased risk of
complications, which can include skin irritation and abrasions, nerve or muscle injury, ischemia, and
bruising [4,5]. In rare instances these lead to severe morbidity and mortality secondary to tourniquet use [6-
8]. These deleterious side effects indicate a need for individualized tourniquet pressures.

LOP is defined as the tourniquet pressure at which arterial blood flow is occluded [1]. Modern tourniquet
systems utilize a distal photoplethysmography probe that functions using a light transducer in coordination
with a gradually inflating tourniquet cuff to determine at which inflation pressure distal blood flow is
occluded [9,10]. Establishing LOP requires attaching the photoplethysmography probe to the distalmost
aspect of the extremity requiring tourniquet use and running the preset system for LOP measurement, which
is a component of modern pneumatic tourniquets. Once this data point is established, the tourniquet system
will then be set to inflate at this pressure. Previous studies have demonstrated that LOP provides an effective
hemostatic surgical field without increased bleeding compromising visualization similar to standard
tourniquet pressures (STP) in total knee arthroplasty and anterior cruciate ligament (ACL) reconstructions
[3,11,12]. However, because pressures are normalized to each individual with LOP, the risk of tourniquet-
associated site pain and bruising as a result of over-pressurized cuffs may be reduced [3,11]. For example,
Reilly et al. [12] were able to decrease mean cuff pressure from 300 mm Hg to 151 mm Hg using LOP without
causing a detrimental effect on the bloodless quality of the operative field in ACL surgery. 

Most existing tourniquet literature is based on lower extremity data; however, upper extremity surgeons rely
on tourniquets to maintain visualization throughout surgical procedures. There have been recent attempts
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at minimizing tourniquet pressures in upper extremity surgery through multiple methods, including LOP,
systolic blood pressure (SBP) measurements, and doppler ultrasound [2,9,13]. These methods are employed
to decrease the risk of complications, including abrasions, bruising, and nerve damage, which can be quite
significant. Although complication risks are low, any complication after an elective upper extremity
procedure, such as carpal tunnel release, can delay a patient’s return to optimal functional status.

Postoperative pain control is fraught with many confounding factors, including psychosocial factors, patient
perception, operative technique, and can also have an effect on surgical outcome and patient satisfaction
[14-16]. Relatedly, it is difficult to predict the dosage for different patients post-operatively, which can lead
to over-prescribing medications to maintain overall patient satisfaction. Due to the rising opioid epidemic in
the United States (US), orthopedic surgeons and surgical procedure selection play an important role in
minimizing post-operative opioid prescriptions. 

The primary purpose of this study was to determine if LOP causes less post-operative pain than STP at both
the tourniquet and surgical sites following open carpal tunnel release. In conjunction with this aim, our
secondary aim was to determine if potential reductions in post-operative pain translated into reduced
opioid medication use for a period of two weeks following surgery. In light of previous literature, we
hypothesized that LOP would decrease post-operative pain at the tourniquet site and overall narcotic usage.
Additionally, we hypothesized that patient outcomes would be improved in the LOP group by decreasing
complications and adverse side effects while having no effect on intraoperative blood loss or impairment of
surgeon visibility.

Materials And Methods
Recruitment
Inclusion criteria consisted of all patients >18 years old undergoing open carpal tunnel release by one of two
fellowship-trained orthopedic hand surgeons for mild, moderate, or severe carpal tunnel syndrome. The
patient's diagnosis was confirmed via clinical assessment and/or electromyographic testing that failed non-
operative treatment [17]. Patients were excluded for the following conditions: currently taking prescription
pain medications for chronic conditions (>6 weeks), patients who cannot use a tourniquet (i.e. fistulas,
peripheral vascular disease (PVD)), prior trauma or surgery to the intended limb, and hypo- or hypertension
preventing accurate distal photoplethysmography probe reading. The study followed the Consolidated
Standards of Reporting Trials (CONSORT) 2010 checklist for reporting of randomized controlled trials
(Figure 1).
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FIGURE 1: CONSORT 2010 Flow Diagram
Adapted from: CONSORT 2010 Statement

All patients were randomized using a digital randomization function (Microsoft Excel™, Microsoft
Corporation, Redmond, Washington) to either the LOP or STP group. A total of 44 patients (Age 60±13yr, 30
female, 14 male) completed all aspects of the study between January 1, 2019 - January 1, 2020 (STP: n=22,
m=7, f=15 | LOP: n=22, m=7, f=15).

Surgical procedure - open carpal tunnel release
All procedures were performed by two fellowship-trained orthopedic hand surgeons with standardized
operative techniques. Surgeons and patients were blinded to the tourniquet technique using a cover over the
pneumatic tourniquet controls and all necessary measurements were obtained prior to the surgeon entering
the operating room. A tourniquet was placed on the operative extremity. The operative extremity was
prepped and draped in a sterile fashion typical of standard surgical procedures. An Esmarch was used to
exsanguinate the limb and the tourniquet was inflated to either STP (250 mm Hg) or LOP, which was
premeasured, unique to each patient, and determined prior to surgery. Systolic blood pressure (SBP) and
tourniquet pressure were recorded. Anesthesia was performed based on patient characteristics, preference,
and anesthesiologist comfort. Patients had either general anesthesia or local/monitored anesthesia care
(MAC) anesthesia.

Both surgeons performed standard open carpal tunnel releases through a small volar incision. At the end of
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the case, all patients had 10cc of 0.5% bupivacaine injected at the surgical site. Wound closure was managed
per surgeon preference with either interrupted 4-0 nylon or 4-0 subcuticular Monocryl. During surgery,
intraoperative blood loss or impairment of surgeon visibility was rated on a scale of 0 (poor visibility) - 4
(excellent visibility) (Supplement) [18].

Pre and post-operative measurements
Prior to participating, all patients were required to complete the disabilities of the arm, shoulder, and hand
(DASH) questionnaire regarding functional disabilities of the hand [19]. Throughout the course of the study,
patients kept a daily pain diary using a VAS for pain at the tourniquet site (three times per day: morning,
mid-day, evening) for two weeks. These pain diaries were then submitted at the two-week post-operative
appointments. Daily narcotic and over-the-counter (OTC) pain medication usage was also recorded for the
initial two weeks after surgery. All narcotic medication usage was standardized and quantified via the
morphine milligram equivalents (MME) conversion, which allowed for comparison between medications
[20]. Patients answered a series of binary questions including bruising, blistering, tourniquet pain. The same
DASH questionnaires were completed at the two-week and eight-week post-operative clinic visits. Surgeons
were also queried regarding intraoperative blood loss and any visual field difficulties during the case. 

Statistical analysis
Power and sample size: Previous literature [21] and preliminary analysis pilot data (N=20, LOP (10), STP
(10)) were used to determine sample size. For a within-group change of 1.4 VAS (Minimum clinically
important difference) [21] as our primary outcome variable and 10% difference in opioid usage (secondary
outcome variable) for a power of 0.8 at a type I error threshold of α=0.05, it was determined that 22
participants would be required for each treatment group (LOP and STP).

A mixed-model analysis of covariance (ANCOVA) repeated on time, co-varied on baseline values was used to
compare patient recorded VAS pain scores and medication usage (MME units, acetaminophen, ibuprofen,
naproxen) between groups (LOP and STP) for 14-days post-surgery. For all significant interactions indicated
by type III tests of fixed effects, a Tukey’s post hoc adjustment was used for within and between group
pairwise comparisons. Average pain medication usage and pain scores were compared using a two-tailed
independent samples t-test for the first 48h post-op and across seven days post-op. A Mann-Whitney test
for non-parametric data was used to compare the intra-operative visibility scores. Lastly, a Fisher’s exact
test was used to compare the proportions of each subject group that reported taking any medication or
having a VAS recorded pain for each day of the post-operative period. Type I error for all comparisons was
set at α=0.05. For significant pairwise comparisons between groups, effect size was calculated using a
Cohen’s D statistic. Effect sizes (ES) are interpreted as follows: 0-1 (N, negligible); 1-3 (S, small); 3-5 (M,
moderate); 5-7 (L, large); >7 (VL, very large).

Results
Results for DASH scoring, intra-surgery measures, and post-operative blistering/bruising are as follows: no
differences detected between groups other than tourniquet pressure used (p<0.001), no differences were
observed between groups for OTC medication use for any of the post-operative comparisons, and level of
carpal tunnel severity did not differ between groups (STP: Mild (n=9), Moderate (n=12), Severe (n=9) | LOP:
Mild (n=10), Moderate (n=9), Severe (n=10)) (Table 1).
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Disabilities of the Arm, Shoulder, and Hand (DASH) Score

 STP LOP Sig. (Between Group)

Pre-Op 61 ± 10 61 ± 10 ns

2 Weeks Post-Op 49 ± 6 52 ± 8 ns

8 Weeks Post-Op 43 ± 8 36 ± 3 ns, P=0.07

Intra-Surgery Data

 STP LOP  

Tourniquet time (min) 7 ± 2 8 ± 2 ns

Tourniquet Pressure (mmHg) 250 191 ± 14 P<0.001

Blood Pressure (mmHg)    

SBP 133 ± 9 125 ± 8 ns

DBP 69 ± 3 68 ± 4 ns

Quality of Bloodless Scale (0-4) 3.7 ± 0.2 3.7 ± 0.2 ns

Bruising at the tourniquet site? 0% 0% ns

Blistering at the tourniquet site? 13% 13% ns

TABLE 1: Functional outcomes and intra-operative measurements
STP: standard tourniquet pressure; LOP: limb occlusion pressure; SBP: systolic blood pressure; DBP: diastolic blood pressure; ns: not significant

Values are presented as means ± 95%CI.  For DASH scoring, like letters are not significantly different within group from timepoint to timepoint.  Type I
Error set at (α=0.05)

Post-operative pain
There was no significant difference between LOP and STP groups in regard to pain at the surgery site with
both groups having similar post-operative pain responses (Figure 2).
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FIGURE 2: Surgical site pain using VAS for (a) each day post-surgery
out to 14 days post-op; (b) averaged across the first 48h and 7 days
post-op; and (c) the percentage of patients within each group reporting
any pain within the first 14 days post-op.
VAS: visual analog scale

* = Significant difference from pre-op baseline within group; †=significant difference between groups at the same
measurement time-point.

Effect sizes (ES) are interpreted as follows:  0-1 (N, negligible); 1-3 (S, small); 3-5 (M, moderate); 5-7 (L, large);
>7 (VL, very large). Type I error set at α=0.05. 

Data are presented as means±SEM.
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However, tourniquet site pain was reduced with the use of LOP compared to STP. The LOP group reported
decreased post-operative pain relative to the STP group at several time points (Days 2-4,6,7,9-11, p<0.05).
This amounted to approximately an 80% reduction when pain scores were averaged across the first seven
days post-surgery (p<0.05). Of note, post-operative VAS scores returned to being not significantly different
from “0” by three days post-op in the LOP group compared to day 13 in the STP group. The proportion of
patients logging a pain score greater than zero was observed to be significantly higher in the STP group at
days 2-4,6,7, and 9-11 post-surgery (p<0.05) (Figure 3).
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FIGURE 3: Tourniquet site pain using VAS for (a) each day post-surgery
out to 14 days post-op; (b) averaged across the first 48h and 7 days
post-op; and (c) the percentage of patients within each group reporting
any pain within the first 14 days post-op.
VAS: visual analogue scale

* = Significant difference from pre-op baseline within group; †=significant difference between groups at the same
measurement time-point.

Effect sizes (ES) are interpreted as follows:  0-1 (N, negligible); 1-3 (S, small); 3-5 (M, moderate); 5-7 (L, large);
>7 (VL, very large). Type I error set at α=0.05.

Data are presented as means±SEM.  
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Opioid medication use
The LOP group consumed significantly less pain medication across the first week post-surgery (p<0.05). This
was observed at individual post-operative days (POD) 2 and 4 (p<0.05). This was also observed when looking
at average consumption across the first 48 hours (p<0.001) post-operatively as well as the average for the
first seven days post-operatively (p<0.001, ~50% reduction). Although no difference was detected for the
proportion of patients taking pain medications each day, all patients in the LOP group were found to be
finished taking medication by POD 7 whereas all patients in the STP group were observed to be finished by
POD 9 (Figure 4). 

FIGURE 4: The 14-day post-operative pain medication use, as measured
by MME. (A) opioid pain medication use for each day post-surgery to 14
days post-op; (B) averaged across the first 48h and seven days post-op;
and (C) the percentage of patients within each group reporting to take
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pain medication within the first 14 days post-op.
Opioid pain medication use calculated as morphine milligram equivalence (MME).

* = Significant difference from pre-op baseline within group; †=significant difference between groups at the same
measurement time-point.

Effect sizes (ES) are interpreted as follows:  0-1 (N, negligible); 1-3 (S, small); 3-5 (M, moderate); 5-7 (L, large);
>7 (VL, very large). Type I error set at α=0.05.

Data are presented as means±SEM.  

Discussion
The primary goal of this study was to determine if the use of LOP results in less post-operative pain than
STP during open carpal tunnel release. Second, we sought to determine if reductions in post-operative pain
would be associated with decreased post-operative opioid usage. When used in carpal tunnel surgery, the
use of LOP significantly reduced the pain at the tourniquet site in the LOP group with a concomitant
decrease in medication taken by approximately 50% during the first week following surgery. Patient pain
outcomes at the surgery site showed no difference between LOP and STP. There was also no difference in the
bloodless quality of the surgical field suggesting that the use of LOP did not visually impact the procedure
from the surgeon’s point of view intraoperatively. Cumulatively, these results provide considerable support
for the use of LOP in carpal tunnel release and potentially other hand surgeries for improving patient
reported outcomes in the early post-operative period. Importantly, while the use and frequency of opioid
medication abuse may not be as prevalent for smaller-scale procedures such as carpal tunnel release, the
present findings provide further support for investigating the use of LOP in more invasive surgeries such as
ACL reconstruction or total-joint replacement.

Although adequate data are still lacking in the literature, LOP has been analyzed in a few other instances
within orthopedic surgery. McEwen et al. [1,11] showed that the use of LOP can decrease thigh tourniquet
pressure by 19-42%. Additionally, Reilly et al. [12] showed no difference in the bloodless quality of the
operative field in anterior cruciate ligament reconstruction. This has also been extended to total knee
arthroplasty (TKA), which has also shown a decrease in typical cuff pressure by 33-42% when using limb
occlusion pressure and wide contoured cuffs [3]. Olivecrona et al. [22] found decreased wound complications
following TKA when using LOP and tourniquet pressures <225 mm Hg. However, to our knowledge, this
study is among the first to examine the use of LOP versus STP with regards to examining post-operative
tourniquet site pain and opioid consumption.

Tourniquet site pain and risk
Risks associated with tourniquet use can include neurologic injury, abrasions, bruising, and pain. These
complications can be worse than at the surgical site [2,10,23]. Muscle and nerve injuries are the most
worrisome complications due to their severity [23,24]. Complication rates increase with prolonged
tourniquet use, elevated tourniquet pressure, and improper skin padding [25]. While the present study
involved relatively short tourniquet times (~7-8min) the present findings are encouraging for potentially
preventing such injuries in longer duration procedures.

Reduction in pain medication usage
Surgeons are often blamed as being the “gatekeepers” for opioid addiction due to excessive prescribing.
However, there are minimal guidelines to assist with outpatient pain management, potentially leading to
iatrogenic opioid abuse [16]. Pain is difficult for prescribers to predict following surgery since it has multiple
underlying psychological and physiologic factors [14,15]. However, orthopedic surgeons often prescribe
many more narcotics than needed. Chapman et al. [26] performed a prospective study showing an over-
prescription of narcotic medications at an average of 5:1. In the present study, the greatest reductions in
pain and medication use occurred within the first four to seven days post-surgery when pain ratings were the
highest for both groups (particularly in the initial 48 hours post-surgery). Therefore, ameliorating pain
during this time period is of significant interest with regards to physical and psychological habit-forming
[14]. In the present study, the use of LOP significantly decreased post-operative narcotic use. This finding
suggests that LOP may potentially produce similar beneficial outcomes in other surgeries requiring
tourniquets, thereby decreasing the number of opioid medications prescribed by orthopedic surgeons. Most
patients take an average of 4.9 pills for the first 2.3 days post-operatively [27]. Therefore, although this
procedure does not necessitate large amounts of opioid prescriptions, it is worthwhile to minimize narcotics
wherever possible.

Clinical relevance
Minimally clinically important difference (MCID) for VAS can range from 1.2-5.4 depending on surgery type
[28,29]. When analyzed at individual time points, while this threshold may not have been reached between
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groups, there were prolonged improvements in VAS for LOP vs STP over time. The duration of pain in the
STP group vs the LOP group was also prolonged. The primary evidence to suggest these reductions in pain
were clinically meaningful can be seen in the ~50% decrease in post-operative narcotic use over the first
week post-operative in the LOP group compared to the STP group. While post-operative pain following open
carpal tunnel release is generally low relative to more invasive surgery types, the present data indicate that
tourniquet pain does factor into decision-making with regards to whether or not patients elect to take
medications. This was demonstrated as patients in both groups had similar surgical site pain but the LOP
group had reduced tourniquet site pain. The fact that these reductions mirrored reduction in medication use
suggests that the use of LOP did have a significant overall impact on patient outcomes. Whether or not
tourniquet pressure factors into site pain to a degree that influences medication use in other surgery types
represent topics of future investigation.

Limitations
This study is not without limitations. This investigation is a single surgery type with relatively short
tourniquet times. However, patients were able to show a statistically significant difference in tourniquet site
pain between LOP and STP despite such short tourniquet times, which is encouraging for future studies
involving longer tourniquet times and higher post-operative pain levels. Patient pain tolerance variability is
a limitation in any study analyzing pain medication usage post-operatively. Self-reporting also has inherent
limitations affecting data interpretation [30]. Additionally, patients may misuse pain medications, as
patients in some studies have reported taking medication due to psychological factors instead of physical
pain [14,15]. The randomized nature of the present study may help to overcome this factor.

Conclusions
LOP can be applied to upper extremity orthopedic surgery, particularly carpal tunnel release, in a clinically
impactful way that may decrease post-operative tourniquet site pain and opioid use. Most modern
pneumatic tourniquet systems in operative centers have a LOP function and can be used with relative ease
and minimal additional preparation time by operating room staff prior to incision. There is very little to no
added risk or additional cost in the operating room when utilizing the LOP technology and is, therefore, an
excellent candidate for becoming standard of care for reductions in post-operative pain and medication use.
Further study is required to determine if LOP provides benefit in other surgical procedures where post-
operative pain and narcotic use are common.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Houston Methodist
Research Institute issued approval PRO00018544. The investigation presented here was a double-blinded
randomized control trial approved by the Institutional Review Board for research involving human
participants. This study is registered with Clinicaltrials.gov with the registration number: NCT04390425. All
procedures followed were in accordance with the ethical standards of the responsible committee on human
experimentation (institutional and national) and with the Helsinki Declaration of 1975, as revised in 2008.
Animal subjects: All authors have confirmed that this study did not involve animal subjects or tissue.
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: Bradley S. Lambert, PhD declare(s) Other
financial material or support from Major League Baseball. Other financial material or support. Bradley S.
Lambert, PhD declare(s) Research support from Delfi. Research support. Todd E. Siff declare(s) non-financial
support from American Society for Surgery of the Hand. Board or committee member. Patrick C. McCulloch,
MD, FAAOS declare(s) personal fees from Arthrex, Inc. Paid consultant, research support. Patrick C.
McCulloch, MD, FAAOS declare(s) non-financial support from Journal of Knee Surgery. Editorial or
governing board. Patrick C. McCulloch, MD, FAAOS declare(s) non-financial support from Orthobullets.com.
Editorial or governing board. Patrick C. McCulloch, MD, FAAOS declare(s) Research support from Smith &
Nephew. Research support. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Noordin S, McEwen JA, Kragh JF Jr, Eisen A, Masri BA: Surgical tourniquets in orthopaedics. J Bone Joint

Surg Am. 2009, 91:2958-67. 10.2106/JBJS.I.00634
2. Oragui E, Parsons A, White T, Longo UG, Khan WS: Tourniquet use in upper limb surgery . Hand (N Y). 2011,

6:165-73. 10.1007/s11552-010-9312-6
3. Younger AS, McEwen JA, Inkpen K: Wide contoured thigh cuffs and automated limb occlusion measurement

allow lower tourniquet pressures. Clin Orthop Relat Res. 2004, 428:286-93.
10.1097/01.blo.0000142625.82654.b3

4. Fitzgibbons PG, Digiovanni C, Hares S, Akelman E: Safe tourniquet use: a review of the evidence . J Am Acad
Orthop Surg. 2012, 20:310-9. 10.5435/JAAOS-20-05-310

5. Graham B, Breault MJ, McEwen JA, McGraw RW: Occlusion of arterial flow in the extremities at subsystolic
pressures through the use of wide tourniquet cuffs. Clin Orthop Relat Res. 1993, 257-61.

2021 Morehouse et al. Cureus 13(12): e20110. DOI 10.7759/cureus.20110 11 of 12

https://dx.doi.org/10.2106/JBJS.I.00634
https://dx.doi.org/10.2106/JBJS.I.00634
https://dx.doi.org/10.1007/s11552-010-9312-6
https://dx.doi.org/10.1007/s11552-010-9312-6
https://dx.doi.org/10.1097/01.blo.0000142625.82654.b3
https://dx.doi.org/10.1097/01.blo.0000142625.82654.b3
https://dx.doi.org/10.5435/JAAOS-20-05-310
https://dx.doi.org/10.5435/JAAOS-20-05-310
https://pubmed.ncbi.nlm.nih.gov/8425355/


6. Greene TL, Louis DS: Compartment syndrome of the arm--a complication of the pneumatic tourniquet. A
case report. J Bone Joint Surg Am. 1983, 65:270-3. 10.2106/00004623-198365020-00023

7. Ward C: Oedema of the hand after fasciectomy with or without tourniquet . Hand. 1976, 8:179-85.
8. Watanabe S, Terazawa K, Matoba K, Yamada N: An autopsy case of intraoperative death due to pulmonary

fat embolism--possibly caused by release of tourniquet after multiple muscle-release and tenotomy of the
bilateral lower limbs. Forensic Sci Int. 2007, 171:73-7. 10.1016/j.forsciint.2006.07.015

9. Liu HY, Guo JY, Zhang ZB, Li KY, Wang WD: Development of adaptive pneumatic tourniquet systems based
on minimal inflation pressure for upper limb surgeries. Biomed Eng Online. 2013, 12:92. 10.1186/1475-
925X-12-92

10. Wakai A, Winter DC, Street JT, Redmond PH: Pneumatic tourniquets in extremity surgery. J Am Acad Orthop
Surg. 2001, 9:345-51. 10.5435/00124635-200109000-00008

11. McEwen JA, Kelly DL, Jardanowski T, Inkpen K: Tourniquet safety in lower leg applications . Orthop Nurs.
2002, 21:55-62. 10.1097/00006416-200209000-00009

12. Reilly CW, McEwen JA, Leveille L, Perdios A, Mulpuri K: Minimizing tourniquet pressure in pediatric
anterior cruciate ligament reconstructive surgery: a blinded, prospective randomized controlled trial. J
Pediatr Orthop. 2009, 29:275-80. 10.1097/BPO.0b013e31819bcd14

13. Levy O, David Y, Heim M, Eldar I, Chetrit A, Engel J: Minimal tourniquet pressure to maintain arterial
closure in upper limb surgery. J Hand Surg. 1993, 18:204-6.

14. Banka TR, Ruel A, Fields K, YaDeau J, Westrich G: Preoperative predictors of postoperative opioid usage,
pain scores, and referral to a pain management service in total knee arthroplasty. HSS J. 2015, 11:71-5.
10.1007/s11420-014-9418-4

15. Doleys DM: Philosophical issues and psychological variables that influence the determination of opioid
effectiveness: a narrative review. Pain Phys. 2017, 20:E1091-105.

16. Waljee JF, Li L, Brummett CM, Englesbe MJ: Iatrogenic opioid dependence in the United States: are
surgeons the gatekeepers?. Ann Surg. 2017, 265:728-30. 10.1097/SLA.0000000000001904

17. Sucher BM, Schreiber AL: Carpal tunnel syndrome diagnosis. Phys Med Rehabil Clin N Am. 2014, 25:229-47.
10.1016/j.pmr.2014.01.004

18. Hooper J, Rosaeg OP, Krepski B, Johnson DH: Tourniquet inflation during arthroscopic knee ligament
surgery does not increase postoperative pain. Can J Anaesth. 1999, 46:925-9. 10.1007/BF03013125

19. Gummesson C, Atroshi I, Ekdahl C: The disabilities of the arm, shoulder and hand (DASH) outcome
questionnaire: longitudinal construct validity and measuring self-rated health change after surgery. BMC
Musculoskelet Disord. 2003, 4:11. 10.1186/1471-2474-4-11

20. Opioid Oral Morphine Milligram Equivalent (MME) Conversion Factors table for prescription drug coverage .
(2020). Accessed: March 31, 2018: https://www.hhs.gov/guidance/document/opioid-oral-morphine-
milligram-equivalent-mme-conversion-factors-0.

21. Wolfe F, Michaud K: Assessment of pain in rheumatoid arthritis: minimal clinically significant difference,
predictors, and the effect of anti-tumor necrosis factor therapy. J Rheumatol. 2007, 34:1674-83.

22. Olivecrona C, Ponzer S, Hamberg P, Blomfeldt R: Lower tourniquet cuff pressure reduces postoperative
wound complications after total knee arthroplasty: a randomized controlled study of 164 patients. J Bone
Joint Surg Am. 2012, 94:2216-21. 10.2106/JBJS.K.01492

23. Mohler LR, Pedowitz RA, Lopez MA, Gershuni DH: Effects of tourniquet compression on neuromuscular
function. Clin Orthop Relat Res. 1999, 213-20. 10.1097/00003086-199902000-00024

24. McLaren AC, Rorabeck CH: The pressure distribution under tourniquets . J Bone Joint Surg Am. 1985, 67:433-
8.

25. Drolet BC, Okhah Z, Phillips BZ, Christian BP, Akelman E, Katarincic J, Schmidt ST: Evidence for safe
tourniquet use in 500 consecutive upper extremity procedures. Hand (N Y). 2014, 9:494-8. 10.1007/s11552-
014-9667-1

26. Chapman T, Kim N, Maltenfort M, Ilyas AM: Prospective evaluation of opioid consumption following carpal
tunnel release surgery. Hand (N Y). 2017, 12:39-42. 10.1177/1558944716646765

27. Miller A, Kim N, Zmistowski B, Ilyas AM, Matzon JL: Postoperative pain management following carpal
tunnel release: a prospective cohort evaluation. Hand (N Y). 2017, 12:541-5. 10.1177/1558944716677535

28. Martin RL, Kivlan BR, Christoforetti JJ, et al.: Minimal clinically important difference and substantial clinical
benefit values for the 12-item international hip outcome tool. Arthroscopy. 2019, 35:411-6.
10.1016/j.arthro.2018.09.028

29. Sutton RM, McDonald EL, Shakked RJ, Fuchs D, Raikin SM: Determination of minimum clinically important
difference (MCID) in visual analog scale (VAS) pain and foot and ankle ability measure (FAAM) scores after
hallux Valgus surgery. Foot Ankle Int. 2019, 40:687-93. 10.1177/1071100719834539

30. Podsakoff PM, MacKenzie SB, Podsakoff NP: Sources of method bias in social science research and
recommendations on how to control it. Annu Rev Psychol. 2012, 63:539-69. 10.1146/annurev-psych-
120710-100452

2021 Morehouse et al. Cureus 13(12): e20110. DOI 10.7759/cureus.20110 12 of 12

https://dx.doi.org/10.2106/00004623-198365020-00023
https://dx.doi.org/10.2106/00004623-198365020-00023
https://pubmed.ncbi.nlm.nih.gov/939445/
https://dx.doi.org/10.1016/j.forsciint.2006.07.015
https://dx.doi.org/10.1016/j.forsciint.2006.07.015
https://dx.doi.org/10.1186/1475-925X-12-92
https://dx.doi.org/10.1186/1475-925X-12-92
https://dx.doi.org/10.5435/00124635-200109000-00008
https://dx.doi.org/10.5435/00124635-200109000-00008
https://dx.doi.org/10.1097/00006416-200209000-00009
https://dx.doi.org/10.1097/00006416-200209000-00009
https://dx.doi.org/10.1097/BPO.0b013e31819bcd14
https://dx.doi.org/10.1097/BPO.0b013e31819bcd14
https://journals.sagepub.com/doi/10.1016/0266-7681%2893%2990111-R
https://dx.doi.org/10.1007/s11420-014-9418-4
https://dx.doi.org/10.1007/s11420-014-9418-4
https://www.painphysicianjournal.com/linkout?issn=&vol=20&page=E1091
https://dx.doi.org/10.1097/SLA.0000000000001904
https://dx.doi.org/10.1097/SLA.0000000000001904
https://dx.doi.org/10.1016/j.pmr.2014.01.004
https://dx.doi.org/10.1016/j.pmr.2014.01.004
https://dx.doi.org/10.1007/BF03013125
https://dx.doi.org/10.1007/BF03013125
https://dx.doi.org/10.1186/1471-2474-4-11
https://dx.doi.org/10.1186/1471-2474-4-11
https://www.hhs.gov/guidance/document/opioid-oral-morphine-milligram-equivalent-mme-conversion-factors-0
https://www.hhs.gov/guidance/document/opioid-oral-morphine-milligram-equivalent-mme-conversion-factors-0
https://www.jrheum.org/content/jrheum/34/8/1674.full.pdf
https://dx.doi.org/10.2106/JBJS.K.01492
https://dx.doi.org/10.2106/JBJS.K.01492
https://dx.doi.org/10.1097/00003086-199902000-00024
https://dx.doi.org/10.1097/00003086-199902000-00024
https://journals.lww.com/jbjsjournal/Abstract/1985/67030/The_pressure_distribution_under_tourniquets_.14.aspx
https://dx.doi.org/10.1007/s11552-014-9667-1
https://dx.doi.org/10.1007/s11552-014-9667-1
https://dx.doi.org/10.1177/1558944716646765
https://dx.doi.org/10.1177/1558944716646765
https://dx.doi.org/10.1177/1558944716677535
https://dx.doi.org/10.1177/1558944716677535
https://dx.doi.org/10.1016/j.arthro.2018.09.028
https://dx.doi.org/10.1016/j.arthro.2018.09.028
https://dx.doi.org/10.1177/1071100719834539
https://dx.doi.org/10.1177/1071100719834539
https://dx.doi.org/10.1146/annurev-psych-120710-100452
https://dx.doi.org/10.1146/annurev-psych-120710-100452

	Limb Occlusion Pressure Versus Standard Pneumatic Tourniquet Pressure in Open Carpal Tunnel Surgery – A Randomized Trial
	Abstract
	Introduction
	Materials And Methods
	Recruitment
	FIGURE 1: CONSORT 2010 Flow Diagram

	Surgical procedure - open carpal tunnel release
	Pre and post-operative measurements
	Statistical analysis

	Results
	TABLE 1: Functional outcomes and intra-operative measurements
	Post-operative pain
	FIGURE 2: Surgical site pain using VAS for (a) each day post-surgery out to 14 days post-op; (b) averaged across the first 48h and 7 days post-op; and (c) the percentage of patients within each group reporting any pain within the first 14 days post-op.
	FIGURE 3: Tourniquet site pain using VAS for (a) each day post-surgery out to 14 days post-op; (b) averaged across the first 48h and 7 days post-op; and (c) the percentage of patients within each group reporting any pain within the first 14 days post-op.

	Opioid medication use
	FIGURE 4: The 14-day post-operative pain medication use, as measured by MME. (A) opioid pain medication use for each day post-surgery to 14 days post-op; (B) averaged across the first 48h and seven days post-op; and (C) the percentage of patients within each group reporting to take pain medication within the first 14 days post-op.


	Discussion
	Tourniquet site pain and risk
	Reduction in pain medication usage
	Clinical relevance
	Limitations

	Conclusions
	Additional Information
	Disclosures

	References


