
Perioperative Analgesia With Posterior
Continuous Lumbar Plexus Block for
Simultaneous Ipsilateral Total Hip
and Knee Arthroplasty

To the Editor:
Major prosthetic orthopedic surgery of the lower limb

often causes severe postoperative pain. Poorly managed
pain may hinder prompt joint mobilization and delay
functional recovery.1 Regional anesthesia techniques
such as continuous lumbar plexus block (CLPB) by the
posterior approach are well recognized to provide good
analgesia for total hip arthroplasty (THA)2 as well as for
total knee arthroplasty (TKA).3 The addition of sciatic
nerve block to CLPB performed by the anterior approach
(inguinal) has been shown to improve the quality of
postoperative analgesia after TKA.4,5

We describe the case of a 31-year-old man (weight 65
kg and height 165 cm) suffering from Stickler dysplasia,
an autosomal dominant connective tissue disorder with
severe multiple arthroses. He was scheduled for simulta-
neous right THA and TKA under posterior CLPB with
single-injection sciatic nerve block combined with gen-
eral anesthesia. Insertion of the lumbar catheter was
performed with the patient awake, according to the ap-
proach described by Capdevila et al.2 After observing a
contraction of the quadriceps femoris with patellar move-
ment at 0.4 mA, 2 mL ropivacaine 0.5% was injected. A
24-gauge single-end orifice catheter was then inserted
through the needle and advanced 3 cm beyond the nee-
dle tip. Eighteen millilitres of ropivacaine 0.5% was ad-
ministered through the catheter with repeated aspiration.
A posterior sciatic nerve block was performed with 20 mL
bupivacaine 0.5% with epinephrine 1:200,000. Good an-
esthesia in the territory of the femoral and sciatic nerves
was evidenced. General anesthesia was maintained with
a mixture of air/oxygen and desflurane. During the
5-hour 30-minute surgical procedure, 0.7 mg fentanyl
was injected. Postoperative analgesia consisted of patient-
controlled lumbar plexus analgesia with a continuous
infusion of ropivacaine 0.2% at the rate of 7 mL/h, 5-mL
bolus, and a lockout period of 30 minutes. Paracetamol
4 � 1g and ibuprofen 3 � 400 mg were prescribed orally
per day, and rescue morphine 20 mg orally with a max-
imum of 6 doses in 24 hours was available if the residual
pain score was higher than 3 during the lockout period of
PCLPA, which was commenced after an x-ray confirmed
the correct placement of the catheter. In the recovery
room, the visual analog scale (VAS) score was 5 mainly
because of pain in the hip area, which was treated with
10 mL ropivacaine 0.5% injected in the lumbar catheter
before beginning the continuous infusion. During the
operative day, the patient received morphine 20 mg
orally twice as rescue for a VAS �3. Afterwards, the VAS
was between 0 and 2 through the third postoperative day
when the catheter was removed.

Eight months later, the patient was scheduled for THA
and TKA on the left side. The anesthetic technique and
the postoperative analgesia were similar to the ones de-
scribed earlier, except for of the patient-controlled lum-
bar plexus analgesia whose rate of continuous infusion of

ropivacaine 0.2% was set at 8 mL/h and bolus at 8 mL
with a lockout period of 60 minutes. The surgery lasted
5 hours 30 minutes as well, and the patient received
0.325 mg fentanyl. At the recovery room, the VAS score
was 0. During the operative day, the VAS score was once
4 (hip area), requiring a ropivacaine bolus via the lumbar
catheter. Then, the VAS score was between 0 and 1 up to
the fifth postoperative day when the catheter was re-
moved. No rescue morphine was necessary during this
period.

For this patient, posterior CLPB combined with single-
injection sciatic nerve block provided a very effective
postoperative analgesia for simultaneous THA and TKA.
The better analgesia obtained during the second surgery
may be because of a better quality of the posterior CLPB.
Differences in nerve supplies of right and left hip between
lumbar and sacral plexus as well as sciatic nerve should
also be considered.
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Ultrasound-Guided Supraclavicular Brachial
Plexus Block: A Modified Plumb-Bob
Technique

To the Editor:
Supraclavicular block was originally described in 1953

by Przybora1 and is regarded as a general-purpose bra-
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chial plexus block that facilitates surgery on the upper
extremity. Two common approaches to supraclavicular
block are the classical approach, in which the needle is
advanced from cephalad to caudad, and the plumb-bob
approach,2 which uses an anterior to posterior trajectory.
In contrast to axillary nerve block, the supraclavicular
block is performed with the ipsilateral arm adducted.
However, supraclavicular procedures carry the risk of
pneumothorax,2,3 which has led anesthesiologists to seek
inherently safer sites along the brachial plexus.

Ultrasound-guided regional anesthesia has gained an en-
thusiastic following and promises to deliver new approaches
to peripheral regional anesthesia techniques. It allows real-
time visualization of nerves and their adjacent structures as
well as showing needle position and local anesthetic distri-
bution. Numerous regional anesthetic techniques are being
freed from the constraints of surrogate landmarks and are
now guided by the nerves themselves.

Ultrasound may address the shortcomings of the supra-
clavicular brachial plexus block, given that the brachial
plexus is superficial and well visualized, as are the pleura
and subclavian artery. Although this technique has been
evaluated in several studies,4,5 the approach has only been
explicitly described in 2 articles.6,7 In this case series and
volunteer study, the described needle approach is lateral to
medial, which differs from the classical and plumb-bob ap-
proaches. Safety concerns have been raised because this
needle trajectory risks pneumothorax if the needle is uninten-
tionally advanced too far or without proper visualization.

Here we describe the use of ultrasound to modify the
traditional plumb-bob approach.2 This provides a safer
needle trajectory when needle tip visibility is suboptimal.
Our initial experience suggests that a successful supracla-
vicular block can be obtained by advancing the needle in
a posterolateral direction from the sternocleidomastoid-
clavicle junction, within the imaging plane of a high-
frequency linear ultrasound transducer. The brachial
plexus is compact and well visualized adjacent to the
subclavian artery. The needle tip can be seen, and final
position confirmed by nerve stimulation if desired. Sub-
sequent spread of local anesthetic injection is observed
and potentially optimized by needle adjustment (Fig 1).

The resulting conduction block includes proximal
branches of the brachial plexus and should be suitable for
shoulder surgery. Further study will be required to de-
termine the relative efficacy and safety of this approach,
but it offers a mechanism for possibly avoiding complica-
tions when proximal brachial plexus block is desired.
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Fig 1. (Left panel) In-plane approach to supraclavicular block. (Middle and right panels) Corresponding sonogram
showing the trunks of the brachial plexus, subclavian artery, first rib, block needle, and injected local anesthetic
distribution (LA). In this example, a 22-gauge, 5-cm Stimuplex needle (B. Braun, Melsungen, Germany) was used.
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