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Case Report

Suprainguinal fascia iliaca plane block for surgical anesthesia of
thigh: A case report for excision of a giant mass
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ABSTRACT

ARTICLE INFO

Suprainguinal plane block was defined by Hebbard in 2009 for postoperative analgesia
purposes. It is aimed to block the femoral nerve, lateral femoral cutanaeus nerve and
obturator nerve. In this case, we presented the successful surgical management of
suprainguinal block in excision of a mass in the thigh. During the surgery, which
lasted 80 minutes, additional analgesic was needed only during the femur curettage.
Postoperative pain scores were low and the patient was discharged the next day.
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1. Introduction

The suprainguinal fascia iliaca plane block, intro-
duced as an analgesic method in 2009 by Hebbard et al.,
serves as an alternative to femoral nerve and lumbar
plexus blocks for achieving postoperative analgesia in
anterior thigh, knee and hip surgeries [1]. The primary
goal is to block the femoral, obturator, and lateral femo-
ral cutaneous nerves [2]. Although this block has been
applied for postoperative analgesia in many surgeries,
there are not enough publications in the literature re-
porting that it is applied for surgical anesthesia.

This case report focuses on the surgical removal of a
liposarcoma from the thigh, using a suprainguinal fascia
iliaca block to produce surgical anesthesia.

2. Case Report

A Written consent was obtained from the patient for
the publication of this article. A 45-year-old male with no

systemic diseases presented with a mass measuring
17x10 x4 cm in the diaphyseal region of the thigh. Fig.
1(a) shows the anterior 2/3 of the femur intraoperative
surgical area, Fig. 1(b) for the excised mass, Fig. 1(c) for
the sonoanatomical image, and Fig. 1(d) for the MRI im-
age of the mass. The patient did not accept general anes-
thesia or neuraxial anesthesia. Considering the mass lo-
cation, dermatome, myotome and osteotomes, we de-
cided to perform a suprainguinal block since the mass is
located in an area that includes the innervation of the
femoral nerve, LFCN and obtoratory nerve. The ultra-
sound transducer was prepared aseptically, and the skin
was sterilized. The linear ultrasound transducer was po-
sitioned along the inguinal ligament and moved infero-
medially until the bow-tie sign formed by the sartorius,
iliacus, and abdominal muscles was visualized. Fig. 1(c)
shows the deep circumflex iliac artery was identified,
and subsequently, a 100 mm needle was advanced cau-
dally to cranially until reaching the fascia iliaca, creating
a space where the needle could be advanced cranially us-
ing hydro dissection to separate the fascia iliaca from the
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iliacus muscle. Cranial spread of local anesthetic (25 ml
0.5% bupivacaine, 25 ml 2% lidocaine, 1/200.000 adren-
aline, 10 ml isotonic; totally 60 ml) was observed until
the point where the iliacus muscle separated from the
abdominal muscles. Approximately 20 minutes later, ad-
equate anesthesia of the sensory dermatomes of the fem-
oral nerve, obturator nerve and lateral femoral cutane-
ous nerve was confirmed by cold testing. The motor
block was assessed using the Bromage score, recorded
as 2. The surgical procedure started 30 minutes after the
block procedure. 2 mg midazolam was administered to
reduce anxiety and increase patient compliance.

Propofol infusion (50 mcg/kg/h) was continued
throughout the surgery. Pain response at the incision
site and during the surgery was assessed with hemody-
namic parameters. Ketamine (0.35 mg/kg) was adminis-
tered during femur curettage in response to pain. The
procedure had a duration of approximately 80 minutes.
Postoperatively, the regimen includes IV paracetamol
every 6 h. After the surgery, pain assessment was made
with VAS score. The maximum Visual Analog Scale (VAS)
score in the postoperative period did not exceed 3 within
24 hours. The patient was discharged smoothly the fol-
lowing day, no complications were observed.

Fig. 1. (a) Anterior 2/3 of the femur intraoperative surgical area; (b)Excised mass;
(c) Sonoanatomical image; (d) MRI image of the mass.

3. Discussion

Ultrasound-guided peripheral nerve blocks have
gained popularity because of their decreased risk of
complications, ability to provide excellent pain relief,
and reduced need for opioids. Compared to neuraxial an-
esthesia, these blocks diminish motor deficits, promoting
early ambulation and enhancing patient satisfaction.
Nevertheless, clinicians should be cautious of the possible
motor block, especially when initiating ambulation during
the early hours after surgery. Moreover, targeted anes-
theticapproaches can be achieved by selectively blocking
the extremity undergoing surgery [3].

Interfascial plane blocks aim to deliver local anes-
thetic to a potential area to affect one or more nerves in a
fascial plane [4]. Plan blocks can be used for surgical anes-
thesia due to their ease of application and wide range of
indications. Reports stating that it is used for surgical an-
esthesia, especially in abdominal, thoracic and extremity
surgeries, have taken their place in the literature [5-7].

Suprainguinal fascia iliaca block (SIFIB), known as a
technique that precisely targets specific components of
the lumbar plexus, provides an anterior and more super-
ficial approach to the lumbar plexus by blocking the obtu-
rator nerve together with the femoral nerve and lateral
femoral cutaneous nerve. However, there is controversy
about the effect of local anesthetic on the obturator
nerve.

The preference of SIFIB can be attributed to its un-
derstanding of its superiority over traditional fascia iliac
blocks and its ease of application. Due to its relatively su-
perficial structure, SIFIB minimizes the risk of nerve or
vascular injury during needle insertion. Additionally, one
of the advantages of this block is that it can be applied in
the supine position of the patient while maintaining a
safe distance from important circulatory structures.
These properties enable SIFIB to be used as a safe
method of primary anesthesia with a relatively large
amount of local anesthetic.
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The literature highlights the use of the suprainguinal
fascia iliac plane block (SIFIB) for postoperative analge-
sia in hip and knee surgeries as an integral part of an im-
portant multimodal analgesic strategy. Additionally,
there are studies showing the use of SIFIB as the main
anesthesia method in certain patients. Azizoglu et al. [8]
reported that surgical anesthesia was successfully
achieved in a high-risk patient with femur fracture; He ex-
plained that SIFIB is used together with sciatic nerve
block for this purpose. Soulioti et al. [9] reported the
use of SIFIB for surgical anesthesia in a patient undergo-
ing emergency femoral thrombectomy.

4. Conclusions

Although this technique is a suitable alternative to
traditional anesthesia methods, especially in high-risk
patients, debate continues regarding the total volume of
local anesthesia injected during application [10, 11]. Fur-
ther randomized clinical studies, as well as cadaveric and
radiological examinations, are mandatory to determine
the effectiveness of suprainguinal block.
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