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Clonidine for an unusual isolated 
femoral nerve stretch injury

Sir,

Femoral neuropathies can occur secondary to direct 
trauma, compression, stretch injury, or ischaemia. It 
causes weakness predominantly of the quadriceps, 
which results in difficulty with ambulation. Presented 
here is a case of suspected femoral nerve injury due to 
an unusual stretch injury. 

A 35-year-old patient reported to the pain clinic with a 
history of severe burning pain in the left thigh and he 
was barely able to walk. He was a labourer and used to 
carry stacks of bricks on his head at a construction site. 
Three months back, he slipped while carrying bricks. 
While trying to regain balance and to avoid injury by the 
falling bricks, his body arched backwards and he fell 
on the ground. There was no apparent injury anywhere 
on his body. A few days later, he felt burning pain in 
his left thigh. Gradually, the intensity of pain started 
to increase for which he received treatment with oral 
diclofenac and gabapentin without any benefit. The 
visual analog pain score was 9/10. There was no pain 
or tenderness in the abdomen, groin or lumbar area nor 
any palpable mass was felt. The pain did not increase 
on flexion or external rotation of the hip. There was 
no history suggestive of any coagulation disorder nor 
was he taking any medications. Electromyography and 
nerve conduction velocity tests for femoral nerve were 
not done. 

It was decided to manage the patient by femoral nerve 
block with bupivacaine and clonidine as it seemed to 
be a case of isolated femoral neuropathy. It appeared 
from the history that the femoral nerve was probably 
injured from an acute stretch during the fall. As the 
femoral nerve passes over the superior pubic ramus, the 
bone may act as a fulcrum and with the hip forced into 
hyperextension, a stretch injury might have occurred. 

Ten milliliters of bupivacaine 0.25% along with 100µg 
clonidine was used to block the femoral nerve under 
full aseptic precaution. The injection was repeated on 
day 3 as the patient reported dramatic relief after the 
first injection. The visual analog pain score decreased 
to 2/10 on day 5 and the patient was prescribed oral 
paracetamol tablets on day 7. One month later, the 
patient reported of experiencing occasional mild pain 
at that site and was then lost to follow-up.

It has been established with animal experiment that 
perineural clonidine acts on a2-adrenoceptors to reduce 
hypersensitivity in established nerve injury, likely 
by an immunomodulatory mechanism.[1] Also, young 
patients with minimal axonal loss are more likely to 
recover completely from a femoral mononeuropathy. [2] 
This patient responded to perineural clonidine 
injection. Previous gabapentin therapy might have 
contributed to this effect.

Written permission was sought and received from the 
patient to report this case.
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Molar approach of intubation in a 
neonate with large intraoral swelling

Sir,

A 24-day neonate, weighing 2.3 kg, presented with 
a swelling in the oral cavity, with difficulty in breast 
feeding. The swelling was small at birth which 
progressively increased over time. Local examination 
showed that the baby’s mouth was wide open, due 
to a 3×4 cm cystic transilluminant mass [Figure 1] 
occupying the entire oral cavity. The origin of the 
swelling was difficult to ascertain, but was occupying 
the ventral aspect of tongue and pushing the dorsum 
of tongue upwards towards the palate. Clinically, 
a provisional diagnosis of mucus retention cyst or 
lymphangioma was made. Surgical excision of cyst 
was planned under general anaesthesia.

Patient was premedicated with atropine 0.01 mg IV, and 
induced under inhalational anaesthesia using oxygen 
and gradually increasing concentration of halothane. 
After achieving adequate depth, endotracheal 
intubation was attempted which proved unsuccessful. 
As adequate mask ventilation could be done, we 
planned for intubation using suxamethonium. Molar 
approach of laryngoscopy using Mackintosh blade 
was done with successful intubation. Anaesthesia 

was maintained with oxygen, N2O, halothane, and 
atracurium. Surgical excision of cyst was accomplished 
successfully with uneventful intraoperative period. 
The patient was extubated and shifted to NICU for 24 h 
and had smooth postoperative recovery.

Difficult laryngoscopy is encountered more often 
in cases presenting with intraoral swelling, as they 
encroach and physically occupy the oral cavity 
making glottic visualization and manoeuvring of 
the endotracheal intubation difficult.[1] Various 
techniques are available to secure the airway in 
adults, but success and safety of these techniques in 
the paediatric age group with large oral swelling has 
not been established. Tracheostomy is impractical in 
early stages and awake fibreoptic intubation is not 
manageable in children.[2]

For molar approach of intubation, Mackintosh blade 
size 1 was introduced from right side of mouth and 
advanced below the tongue up to the molar space 
pushing the tongue medially and directing tip of 
the blade postero-medially under the base of the 
tongue until the epiglottis was seen. The endotracheal 
tube was then introduced and advanced from the corner 
of the mouth from the point behind the molar space 
through the glottic opening under direct vision.[3,4]

This approach reduces the distance from the patient’s 
teeth to the larynx and thus prevents intrusion of 
intraoral, maxillary structures into the line of vision 
and also avoids a large volume of the tongue remaining 
anterior to the blade compared to the midline approach.[3]

In cases of anticipated difficult airway due to intraoral 
masses, where the midline technique of laryngoscopy 
can be traumatic or can cause bleeding, molar approach 

Figure 1: A large intraoral swelling in a neonate
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