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Meralgia paraesthetica following 
total knee arthroplasty

Sir,

Meralgia paraesthetica (MP) after total knee arthroplasty 
(TKA) is extremely rare and has not been reported 
previously to the best of our knowledge. Recently, 
we encountered two such cases where both patients 
were elderly females aged 72 yrs and 68 yrs who were 
suffering from MP‑like symptoms almost immediately 
after TKA surgery. Both had their surgery under 
spinal anaesthesia and post‑operative continuous 
femoral nerve block for 72 hr. Their intra‑operative 
course was unremarkable. Both had severe burning 
pain and allodynia over anterolateral thigh. Initially, 
both were treated conservatively with analgesics 
and anti‑neuropathic medications  (pregabalin). After 
failed conservative treatment, they were treated 
with ultrasound‑guided lateral femoral cutaneous 
nerve (LFCN) block with 5 mL of 1% lidocaine and 20 
mg triamcinolone. Both had near‑complete pain relief.

The superficial location  of the LFCN makes it 
vulnerable for injury, compression or direct surgical 
insult. Since the surgical site is well away from the 
LFCN during TKA, direct surgical insult was ruled out. 
We evaluated for other risk factors in both patients. 
One patient was diabetic but with controlled blood 
glucose levels. None of them were morbidly obese, 
did not give a history of hypothyroidism, use of tight 
belts or corsets, as these are the risk factors.[1] Since 
both patients developed symptoms following TKA, 
a co‑incidental development was unlikely and was 
strongly pointing towards a causal relationship.

Neuraxial anaesthesia as a cause for MP‑like 
symptoms  has been reported by Shin HJ et al. where 
the patient developed symptoms in the limb opposite 
to the operated one.[2] The authors attributed it to 
compression of the L3 nerve root by epidural local 
anaesthetic infusion. In both our cases, review of their 
anaesthesia records and history showed that they did 
not experience any paraesthesia or shock‑like sensation 
during the administration of the subarachnoid block. 
Neither of the patients received epidural anaesthesia.

Another possibility is, LFCN injury during in‑plane 
(and not out-of-plane) femoral perineural catheter 
insertion from  lateral to medial direction for continuous 

postoperative analgesia. This is possible as cadaver 
studies have shown the LFCN or its branches running 
in the connective tissue overlying the femoral triangle in 
about 16.6% of cases.[3] Anaesthesia records of both the 
patients revealed that the catheter was inserted out of 
plane, ruling out block needle induced LFCN injury.

Tourniquet induced  nerve palsy is a well-known entity 
and in the lower limb, sciatic and femoral nerves are the 
most affected nerves. Injury to LFCN by tourniquet has 
not been reported. However, in both our cases, tourniquet 
was not used, thus eliminating this possibility.

There are reports of MP-like symptoms in parturients 
who delivered in the lithotomy position.[4] The risk 
factors in these patients are increased intra‑abdominal 
pressure due to pregnancy and labour, lithotomy 
position where the LFCN gets compressed due to 
prolonged hip flexion. This is supported by another 
report, where the patient’s meralgia symptoms are 
aggravated in a sitting position and by hip flexion.[5] 
In our centre, TKA surgery is performed with the knee 
and hip flexed throughout the procedure and the 
procedure lasts usually for about 90  minutes. We 
are not sure whether hip flexion for such duration 
is sufficient to cause meralgia symptoms but it is the 
only risk factor that could explain the symptoms of 
MP in both our cases.

In conclusion, we report two cases of MP unusually 
developing following TKA surgery. Prolonged flexion 
of the hip during the surgery could be a possible risk 
factor. Hence, the change of knee position from flexion 
to moderate extension with a pillow beneath may 
eliminate compression of LFCN.
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C-arm  fluoroscopic-guided 
subarachnoid block in a super 
morbidly obese patient

Sir,
Regional anaesthesia often offers several advantages 
for morbidly obese patients. However, needle insertion 
for central neuraxial blockade in these patients is 
challenging.[1] We report successful spinal anaesthesia 
under C‑arm fluoroscopic guidance in a 68‑year‑old 
super morbidly obese female patient with a body mass 
index  (BMI) of 51 kg/m2 undergoing intramedullary 
nailing of right femoral diaphyseal fractures.

The patient had old cerebral infarction with right 
hemiplegia under medication with 100 mg aspirin 
daily. During rehabilitation, she fell and had right 
femoral diaphyseal fractures diagnosed by radiograph. 
Subsequently, whole‑body computed tomography (CT) 
scan was performed to rule out other traumas. Because 
of diminished respiratory conditions, spinal anaesthesia 
was selected. We determined the spinal needle 
insertion point (paramedian approach) and measured 
the distance from the skin to the subarachnoid space by 
examining the axial CT scan around the L3/L4 lumbar 
interspace [Figure 1], suggesting that the distance was 
approximately 10 cm. Due to anticipated difficulty, we 
decided to perform spinal anaesthesia under C‑arm 
fluoroscopic guidance instead of the conventional or 
ultrasound (US)‑guided spinal anaesthesia.

In the operating theatre, we observed her lumbar 
spine structure from a lateral view under C‑arm 
fluoroscopic guidance. After the L3/L4 interspace was 
identified, the tip of a 25‑G, 90 mm Quincke needle 
was introduced in the L3/L4 lumbar interspace via 
the paramedian approach  [Figure  2]. After inserting 
the needle fully with a hard push into the skin, the 
backflow of clear cerebrospinal fluid was obtained. 
Subsequently, isobaric bupivacaine  (0.5%, 15 mg) 
was injected. Complete analgesia below the thoracic 
6 level was achieved in 10  min after bupivacaine 
administration. Total procedure time was 8  min, 
with a total fluoroscopic exposure of less than 5 s 
using the one‑shot imaging method. Her surgery and 
postoperative course were uneventful.

Fluoroscopy‑guided lumbar puncture has been 
generally performed in the department of radiology. 
Radiologists have been frequently consulted to 
perform lumbar puncture under fluoroscopic 
guidance because of the current increase in the BMI 
of the general population.[2] Accordingly, outside the 
operating theatre, lumbar puncture under fluoroscopic 
guidance is common. However, there have only been 
a few reports describing fluoroscopy‑guided neuraxial 
block performed in the operating theatre.[3,4]

Ultrasonography could help in the pre‑anaesthetic 
evaluation of the lumbar spine in predicted difficult 
cases. Recently, spinal anaesthesia under real‑time 
US guidance has been reported in predicted difficult 
cases.[5] However, there have been some problems 
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