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Combined pericapsular nerve 
group and lateral femoral 
cutaneous nerve blocks for 
surgical anaesthesia in hip 
arthroscopy

Sir,

Hip arthroscopy is a minimally invasive diagnostic and 
therapeutic procedure for hip pathological conditions 
and can be used as an alternative to major invasive 
procedures on hip joint. Central neuraxial blocks and 
general anaesthesia have been the primary methods 
for anaesthesia during a hip surgery; peripheral 
nerve blocks are alternative options. Lumbar plexus 
block (LPB) has been used for anaesthetic management 
of hip surgery along with sciatic nerve block, however 
its use is limited because of its serious complications.[1] 
Fascia iliaca compartment block (FICB) is considered 
an anterior approach to lumbar plexus but its ability 
to block all the component nerves especially obturator 
nerve is limited because of its too medial location.[2] 
Pericapsular nerve group  (PENG) block is a recently 
introduced technique known to block femoral 
nerve  (FN), obturator nerve  (ON), and accessory 

obturator nerve (AON) that supply hip joint (articular 
branches are found between anterior inferior iliac 
spine and iliopubic eminence) and is reported to 
provide post‑operative analgesia in hip surgery.[3] We 
report the use of combined ultrasound guided PENG 
and lateral cutaneous nerve of thigh (LFCN) blocks for 
hip arthroscopy along with intravenous midazolam 
and fentanyl sedation as surgical anaesthesia in a 
young patient who refused spinal anaesthesia.

A 26‑year‑old healthy male patient was posted 
for right‑sided arthroscopic synovectomy of hip 
joint. Pre‑anaesthetic check‑up revealed him to be 
of American Society of Anaesthesiologists  (ASA) 
physical status 1, with all investigations within normal 
limits. After a written informed consent was obtained, 
ultrasound guided PENG and LFCN blocks with 
sedation were planned as the method of anaesthesia 
for the patient.

In operation theatre, patient was monitored using 
continuous electrocardiogram, non‑invasive blood 
pressure and pulse oximetry; a 20 G intravenous 
cannula was secured, and an infusion of Ringer lactate 
started at a rate of 2 ml/kg/hour.

The sonoanatomy on the right sided hip using a low 
frequency curvilinear probe  (3–5  Hz) was analysed 
in supine position to view anterior inferior iliac 
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spine (AIIS), iliopubic eminence  (IPE), and pubic 
ramus (PR) and a pulsating femoral artery (FA) above 
the iliacus muscle. After all aseptic precautions, under 
local anaesthesia, PENG block was given with 23 G 
spinal needle connected to de‑aired extension tubing 
with 10 ml syringe using in‑plane approach. A  total 
of 20  ml of local anaesthetic drugs  (10  ml of 2% 
lignocaine  +  adrenaline, 10ml of 0.5% bupivacaine) 
was injected after hydro‑dissection and after negative 
aspiration. The schematic picture of the block is shown 
in figure [Figure 1]. In view of the entry of lateral port, 
the lateral cutaneous nerve (LCN) was blocked under 
ultrasound guidance with another 10 ml of the same 
combination of the drug.

The patient was assessed for sensory loss in the next 
20 min. There was absence of sensation in the anterior, 
medial and the lateral compartment of thigh. Since 
the given blocks may not cover intended myotomes, 
sedation was given with 1  mg of midazolam and 
fentanyl 50 µg intravenously. The 1 and half an hour of 
intra-operative period was uneventful. The analgesia 
lasted for 4 and 1/2 hours in postoperative period. 
The hemodynamic parameters were within 20% of 
baseline values intraoperatively and postoperatively.

PENG block is a very recent procedure, described 
by Giron et  al.[3] for post‑operative analgesia in hip 
fractures. It includes the blockade of femoral nerve, 
accessory obturator nerve and obturator nerve by 
a single injection under ultrasound guidance. Its 
utility and complications in hip surgery are yet to 
be confirmed in large scale randomised controlled 
trials including radio‑contrast dye studies about 
its spread and mechanism of action. Ueshima and 

Otake, successfully used this block for post‑operative 
pain relief in hip dislocation reduction[4] and hip 
replacement surgeries in 4 patients.[5] Roy et al., noticed 
that patients did not require additional post‑operative 
analgesia after combining LFCN to PENG block in 
patients undergoing hip surgery.[6]

Available reports suggest possible quadriceps 
weakness[7] and ureteric injury because of its close 
relation when the needle is in too medial location. We 
did not have any complications related to the block.

Our case suggests that combining PENG and LFCN 
blocks along with sedation can be used for surgical 
anaesthesia for hip arthroscopy; however more quality 
studies are required to validate the same.
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Figure 1: PENG block schematic diagram. AIIS: Anterior inferior iliac 
spine, IPE: Iliopubic eminence, FA: Femoral artery
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Systemic amyloidosis: 
A challenge to the 
anaesthesiologists

Sir,

We present a case of a 66 year old male patient, a 
known case of systemic amyloidosis for tongue volume 
reduction surgery. Patient had a history of myocardial 
infarction, hypothyroidism, and hypertension which 
was controlled on medications. The recent myocardial 
ejection fraction was 45% with major adverse cardiac 
event (MACE) score of 1/6 with 6.6% calculated 
cardiac risk. Patient had history of obstructive sleep 
apnoea and the STOPBANG score was 7 out of 8. 
He underwent flexor retinaculum release surgery of 
left hand for carpal tunnel syndrome, 1  year back 
under supraclavicular block. The neck was woody in 
consistency in submandibular space. The inter‑incisor 
distance was 3.5 cm, Mallampati grade IV [Figure 1], 
and restricted neck movements. Magnetic resonance 
imaging (MRI) face showed macroglossia with diffuse 
enlargement of tongue.

Antihypertensive and thyroid medications were 
continued till morning of surgery. Fasting protocol 
was followed. Standard American Society of 
Anesthesiologists  (ASA) monitors were attached 
[Figure 2]. Radial artery cannulation was done before 
induction under local anaesthesia. Induction was done 
with etomidate (0.2–0.3 mg/kg) and muscle relaxation 

was facilitated with inj. succinylcholine 100  mg 
intravenous (IV), after pre‑oxygenation for 3 min. In 
view of all signs of difficult intubation, we took the 
decision to use flexible fiberoptic‑guided intubation. 
On first attempt endotracheal tube (ETT) 7.5 mm OD 
was threaded over fiberoptic bronchoscope  (FOB) 
and with some difficulty we were able to negotiate 
the FOB but ETT was not negotiable over the FOB 
[Figure 3]. Subsequently, the FOB was removed and 
an ETT of 7.0 mm OD was threaded on it which was 
successfully placed in trachea. During intubation 
attempts, blood pressure dropped to 70/40  mmHg, 
which was unresponsive to mephentermine and 
fluid boluses, hence noradrenaline infusion was 
started. Anaesthesia was maintained as per standard 
technique. On completion of surgery, airway was 
secured with tracheostomy tube (7.0 mm ID Portex) 
in view of swelling of supraglottic structures in 
postoperative period. After return of consciousness 
and adequate spontaneous respiratory efforts, patient 
was shifted to HDU.

Amyloidosis is a rare disorder, characterised by 
extracellular deposition of abnormal protein fibrils in 
organs or tissues which progressively leads to organ 
dysfunction.[1] It may be inherited or acquired, localised 
or systemic, and life‑threatening or an incidental finding. 
Amyloidosis disease is classified according to the type 
of amyloid protein as AL, AA, ATTR, Aβ2M, or Aβ.[2] 
AL type primary amyloidosis has clinical manifestations 
like cardiomyopathy, autonomic neuropathy, endocrine 
disorders, nephrotic syndrome, hepatosplenomegaly, and 
macroglossia.[3] Anaesthesia providers must be aware of 
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