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of 1.5% lignocaine with 1:200 000 epinephrine after negative 
aspiration over 3-5 min once wrist or hand motion had been 
elicited with the neuro-stimulator delivering a current of <0.6. 
Ten minutes later, she complained of difficulty in speaking 
and progressed to aphonia in 20 min. On examination, she 
was able to understand and followed commands, but could 
not vocalize. Vital signs, chest radiogram, electrocardiogram 
were all within normal limits. Cranial nerve examination was 
normal. She could move other limbs with normal sensorium 
(GCS: 15/15). Patient was reassured. Her breathing was 
adequate to maintain vital signs. Oxygen was supplemented 
with Hudson mask at 5L/min. The duration of surgery was 60 
min. At the end of surgery, she was observed in the recovery 
room until she started to vocalize. Approximately 6 h after 
the initial onset of aphonia she started to vocalize words, and 
by the eighth hour, full function of speech returned. She had 
an uneventful stay in the postoperative period.

Brachial plexus nerve blockade has many potential benefits, 
including optimal pain control, reduced use of opioids, and 
improved range of motion after joint surgery, and facilitation 
of early discharge after ambulatory procedures.[4] The use of 
ultrasound for nerve block was first reported by La Grange 
and colleagues in 1978, who performed supraclavicular 
brachial plexus blocks with the help of a Doppler ultrasound 
blood-flow detector.[5] The acute onset of aphonia following 
supraclavicular nerve block is a troublesome rare event, 
and differential diagnosis includes intravascular injection 
of LA, and paralysis of the laryngeal nerves, rarely caused 
by local anesthetic injection. [6] Neurological complications 
following intravascular injection of LA usually presents with 
features of drowsiness, altered sensorium, dyspnea, and 
convulsions. We performed the block after negative aspiration 
with 30 ml of local anesthetic, and by in-plane technique 
using USG. There were no signs and symptoms other than 
aphonia which ruled out the possibility of systemic toxicity. 
The aphonia presented immediately following plexus block 
and the resolution occurred within the expected duration 
of the bupivacaine block, and there was absence of obvious 
neurologic findings during diagnostic work-up. Diffusion of 
the local anesthetic bolus to the laryngeal nerve was possibly 
the underlying mechanism of laryngeal nerve paralysis.
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Ultrasound-guided regional 
blockade – Is it always safe?

Sir,
The ultrasound-guided (USG) supraclavicular brachial plexus 
block is clinically useful for accurate nerve localization and to 
minimize the number of needle attempts.[1] It also increases 
the proportion of successful blocks, decreases block execution 
time, and reduces the incidence of complications such as 
pneumothorax and neuropathy.[2] However, complications 
such as Horner’s syndrome (10%) and asymptomatic phrenic 
nerve palsies (60%) have been described.[3] We describe a 
patient who developed acute aphonia after administration of 
USG supraclavicular brachial plexus blockade that resolved 
on conservative management.

A 70 kg, 30-year-old ASA I lady was scheduled for 
excision and biopsy of swelling in the right forearm. No 
other systemic abnormality was documented on history and 
examination. Blood investigations were normal. Informed 
consent was taken and patient was premedicated with oral 
diazepam 10 mg 1 h prior to the surgery. In the operating 
room, an intravenous catheter was cited in the left forearm 
and baseline monitors (pulse oximeter, non-invasive blood 
pressure, and electrocardiogram) were established. USG 
imaging using high-frequency (7.5 MHz) probe was used to 
identify the brachial plexus before the block. The block needle 
was guided to reach target nerves, and the pattern of local 
anesthetic spread visualized. Blockade was performed using 
incremental dose of 20 ml of 0.375% bupivacaine and 10 ml 
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trauma, and was asymptomatic at birth. She developed 
myoclonic seizures at six months of age. Patient had delayed 
milestones i.e., head holding was not there and she was 
not able to walk or sit properly without support. Child had 
generalized hypotonia. MRI was suggestive of PVL. She was 
on sodium valproate 40 mg/kg/day orally since 6 months of 
age. Last seizure episode reported was 15 days back.

Child was conscious, oriented but not able to support on her 
own. Her pulse rate was 88/min, blood pressure 83/50 mmHg 
and was afebrile. Respiratory and cardiovascular examinations 
were normal. Patient was advised to take her morning dose 
of antiepileptic drug. In the operation theatre, monitoring of 
ECG, SPO2 and NIBP was started. Anesthesia was induced 
with sevoflurane in 100% O2, in graded concentrations 
of 1-3%. Child was obtunded with just 3% sevoflurane in 
one and a half minute. After securing IV cannulation with 
24 G cannula, patient was administered glycopyrrolate 
0.1 mg and fentanyl 10 µg intravenous. As these patients 
can have associated cerebral palsy, aspiration prophylaxis with 
ranitidine 10 mg and metoclopramide 1.5 mg intravenous 
was administered. Airway was secured using PLMA size 2 
and patient was kept on spontaneous ventilation. Diclofenac 
10 mg was given intramuscular for postoperative pain relief. 
She remained hemodynamically stable throughout the surgery, 
which lasted for 25 minutes. Her postoperative period was 
uneventful.

PVL is a multifactorial disease caused by ischemia, oxidant 
injury and inflammation. All attempts should be made to 
minimize hypotension, hypocarbia and hyperventilation in 
the periopertive period and prevent further aggravation of 
injury in these patients.[3] We avoided use of muscle relaxant 
because of pre-existing hypotonia and the anticipated duration 
of surgery was short. Regional anesthesia (caudal block) was 
avoided because of the risk of worsening neurological outcome 
secondary to mechanical trauma, local anesthetic toxicity 
or neural ischemia.[4] Progressive neurological disease has 
been considered to be a relative contraindication to regional 
anesthesia by some authors.[5] Undiagnosed PVL could lead 
to poor surgical outcome after an appropriate procedure.[6] 

Available data and recommendations on the perioperative 
management of patient with PVL are limited. We wish to share 
our experience of this condition in view of paucity of literature. 
Anesthetists should consider the possibility of PVL in a child 
with or without delayed milestones planned for surgery.
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Anesthetic considerations in 
periventricular leucomalacia

Sir,
Periventricular leucomalacia (PVL) is a form of brain injury 
characterized by the death of white matter near the cerebral 
ventricles due to damage and softening of brain tissue. This 
may occur antenatally or postnatally. Premature infants are at 
the greatest risk of disorder with reported incidence of 4-10%. [1] 
Affected children generally exhibit motor control problems, 
intellectual or learning difficulties and other developmental 
delays. They often develop cerebral palsy or epilepsy later in life. 
PVL may manifest immediately or after few months in postnatal 
period. Each baby experiences symptoms differently. Other most 
frequently found signs include: Vision defects, apnea, and low 
heart rate. Even full-term infants born with congenital heart 
diseases have a strikingly high incidence of white matter injury.[2]

An 8.8 kg, 2 years 9-month female child with a suspected 
diagnosis of Hirschsprung’s disease was scheduled for 
diagnostic rectal biopsy. The child was full-term normal 
vaginal delivery with no history of birth asphyxia or birth 
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