LETTER TO THE EDITOR

Technical Difficult Subarach-
noid Block in a Morbidly
Obese Patient: Ultrasound
Guidance and Improvisation is
the Key to Success

Sir,

Subarachnoid block (SAB) in obese patients is challenging due
to obscured anatomical landmark. We report one such case ofa
morbidly obese gentleman, when use of ultrasound (USG) and
an improvisation of the technique helped us for a successful
spinal pucture for SAB.

A 21-year, 105 Kgs (body mass index 40.38 Kg/m?), man was
posted for anterior cruciate ligament repair under SAB. He had
history of snoring and a predicted difficult airway. Pre-proce-
dural USG (spine) was done to mark the appropriate lumbar
interspace and find the depth of posterior complex (around 73
mm). Initial few pricks with long spinal needle (LSN) of Quincke
bevel (25G, 120mm) failed. The needle was found to be bent on
removal, so we decided to use a spinal needle as a long intro-
ducer for repeat attempt with another LSN. A wide-bore spinal
needle was unavailable, so a 18G spinal needle (90mm,
Mercury*™) was procured from arthroscopy equipment. After

generous infiltration of lignocaine along the needle path, the
18G spinal needle was inserted till it got engaged in interspi-
nous ligaments, taking care toleave around 3-4 cm outside. The
repeat SAB with LSN through the 18G introducer needle was
successful in first attempt (Figure 1). Further anesthetic
management and the surgical procedure was uneventful.

Figure 1: Use of 18G spinal needle as introducer for 25G long
spinalneedle.

The depth of SAB in morbidly obese patients is often more than
the length of conventional spinal needles (88mm), leading to
multiple blind pricks and failed spinal. LSN are not freely avail-
able, their sturdiness is limited by their length and bore size.!
During insertion, these LSN may bend and deflect from the
intended trajectory leading to failed attempts, needle

breakage, and patient discomfort.” This can be decreased
significantly with the use of a thick introducer.”’

Anintroducerneedle provided with standard spinal needles to
guide the smaller-gauge spinal needles would be noticeably
short in obese patients; and may not negotiate beyond the
subcutaneous fat. Furthermore, many of the commercially
available LSN needles (120-150mm) are devoid of any intro-
ducer needle. A (18-21G) spinal needle may be used as an
introducer, but are not widely available.® A wide bore needle
used by orthopedicsurgeonsforarthroscopyissuitable,ifavai-
lable. One potential risk of these wide-bore needlesis uninten-
tional dural puncture and consequent post-dural puncture
headache as dural depth is variable. Pre-procedural USG is,
therefore, an important prerequisite to ascertain the dural
depth andtoinferappropriate choice of spinal needles (LSN or
standard spinalneedle).’

Hence, we conclude that use of pre-procedural or dynamic
USG guidance along with use of wide bore spinal needle as an
introducer can potentially reduce the puncture attempts and
improve overall success of SAB.
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