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Reply to Dr. Pham Dang

To the Editor:
I thank Dr. Pham Dang for his kind comments regard-

ing our work on lipid infusion and for calling my atten-
tion to the literature supporting the use of clonidine in
bupivacaine toxicity.1 I will include these citations in
future reviews of the history of treating local-anesthetic
toxicity. However, in a recent case of successful lipid rescue
described by Zimmer and colleagues,2 bupivacaine-
induced symptoms of CNS excitation and arrhythmias
persisted after treatment with intravenous clonidine but
rapidly resolved after lipid-emulsion infusion. Neverthe-
less, I offer my sincere congratulations to Dr. Pham Dang
for his case report, which underscores the importance of
persisting in efforts to revive patients with bupivacaine
toxicity.3 Studies have shown that bupivacaine is actually
an excellent cardioprotectant4,5 and, therefore, with ad-
equate CPR, recovery can be good, even after prolonged
resuscitation. The important take home lesson: when
treating local anesthetic toxicity, “Don’t give up!”

Guy L. Weinberg, M.D.
Department of Anesthesiology
University of Illinois–Chicago

Chicago, IL
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Prolonged Femoral Nerve Palsy After
Ilio-Inguinal Nerve Block

To the Editor:
A 63-year-old male presented for a right inguinal her-

nia repair as a day case. After induction of general anes-
thesia, 20 mL of 0.5% plain bupivacaine was injected at a
point medial and inferior to the right anterior superior
iliac spine. Gentle pressure superior to the injection point
was applied to encourage the local-anesthetic spread to-
ward the ilio-inguinal nerve.

The operation was uneventful, and the patient was dis-
charged from the recovery area to the day-case unit. Four
hours later, the patient could not bear weight on his feet
and could not be discharged home. On examination a dense
motor paresis to the right quadriceps muscle was present,
with weak hip flexion and knee extension. An area of
anesthesia was detected at the inner aspect of the thigh in
the distribution of L1 to L3 dermatomes. The diagnosis of
right femoral nerve palsy was confirmed. The patient was
admitted overnight for observation at intervals of 4 to 6
hours. Regular improvement in motor power was reported,
with complete recovery 36 hours later.

Femoral nerve palsy after ilio-inguinal nerve block is a
rare but recognized complication. We believe that the rela-
tively large volume of the higher concentration of 0.5%
bupivacaine, together with the pressure applied superior to
the injection point, had contributed to the dense and pro-
longed block. The anatomic basis of the spread of local
anaesthetic to the femoral nerve has been studied in cadav-
ers.1 Given limited bed availability, a 2-night admission on a
planned day surgery is unfortunate.

We have now changed our technique to superficial
infiltration using 10 mL of 0.25% plain bupivacaine, and
we also ask the surgeons to infiltrate the deeper layers
and the ilio-inguinal nerve under direct vision.

Y. Salib, F.R.C.A.
P. K. Kukreja, M.B.B.S.

M. K. Parikh, M.D.
Staffordshire General Hospital

Stafford, United Kingdom
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