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Intermediate cervical plexus block and neuraxial anesthesia: 
A unique approach to awake laparoscopy

Dear Editor,
Laparoscopy has revolutionized surgery with its advantages, 
although it has traditionally been performed under general 
anesthesia, even in patients with many comorbidities. 
Recently, regional anesthesia (RA) has emerged in selected 
cases as an alternative option for laparoscopy due to 
several benefits, as the prevention of airway manipulation, 
intraoperative spontaneous breathing, minimal nausea 
and vomiting, effective postoperative analgesia without 

opioids, early ambulation, and recovery.[1] However, RA can 
be associated with side effects such as the need for a high 
sensory level block, the risk of hypotension, and shoulder 
discomfort due to diaphragmatic irritation from carbon 
dioxide pneumoperitoneum. The incidence of shoulder‑tip 
pain ranges from 25% to 43% and can be quite distressing, 
even in the postoperative period.[2] Here, we detail the case 
of a patient who underwent “awake” laparoscopy under 
neuraxial anesthesia with an intermediate cervical plexus 
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block (ICPB) to prevent shoulder‑tip pain without reporting 
phrenic nerve palsy.

A 63‑year‑old patient, weighing 120  kg, height 165  cm 
(body mass index [BMI] 44 kg/m2), with anemia and chronic 
obstructive pulmonary disease, ASA‑PS III, was scheduled 
for laparoscopic correction of an extensive post‑surgical 
hernia. With the patient’s informed consent, to minimize the 
airway manipulation, the risk of postoperative respiratory 
complications, and opioid administration, we chose to 
perform surgery under spinal anesthesia together with 
ICPB to manage shoulder‑tip pain from pneumoperitoneum 
and reduce the extent of the spinal block. Measures 
for a proper management of the airways in case of 
emergencies were planned. Vital signs were monitored. 
In asepsis, ultrasound‑guided unilateral  (right side) ICPB 
was placed with 0.2% ropivacaine, 10  ml. Subsequently, 
after the intravenous administration of 500 ml crystalloid, 
in asepsis, spinal anesthesia was performed at T9 level 
using a 22‑G Sprotte needle, administering 4 ml of 0.28% 
ropivacaine plus dexmedetomidine 5  mcg. The surgery 
lasted 240 min without complications. Intravenous propofol 
infusion (2 mg/kg/min) was administered for the sedation, with 
the patient spontaneously breathing (oxygen 4 l/min through 
a nasal cannula). Ventilation was monitored by capnometry. 
Postoperatively, the patient did not experience hemodynamic 
or respiratory complications. There was no impairment of 
diaphragmatic function, monitored both clinically and via 
ultrasound for two days following the surgery. Mobilization was 
achieved the day after surgery, with no occurrence of nausea 
or vomiting. Analgesia  (NRS score  <4) was maintained 
without opioids, only with intravenous paracetamol, 1  g 
three a day.

First described in 2007, ICPB involves injection into the 
fascial plane between the sternocleidomastoid muscle and 
prevertebral fascia at C4 level.[3] Cervical plexus block have 
been used to facilitate procedures as carotid endarterectomy, 
auricular, clavicular, or thyroid surgery. Opperer et al.[4] showed 
that diaphragmatic dysfunction was most pronounced in 
the deep cervical plexus block, while an ICPB with 0.25% 
ropivacaine (0.2 ml/kg) proved to be not significant on the 
phrenic nerve, not causing hemi‑diaphragmatic paresis during 
and after thyroidectomy.[5]

We hypothesized that ICPB could be useful even in “awake” 
laparoscopy under neuraxial anesthesia preventing 
shoulder‑tip pain and limiting the need for a very high 
sensory spinal block. Our plan was that a more superficial 
(intermediate) cervical injection, along with lower anesthetic 
concentration, might create a differential block  (mostly 

sensory) on the phrenic nerve, through the fascial plane 
spread of the injectate, without phrenic palsy.

An advantage of this technique could be that resolving 
shoulder‑tip pain may allow for a spinal anesthesia with 
more limited extension, starting from a lower puncture 
level (T12–L1), without phrenic paresis. Potential limitations 
include the need for additional puncture, the difficulty in 
performing ICPB due to anatomical conditions, and reduced 
anesthetic coverage related to lower spinal punctures. It 
remains crucial to select the patient by evaluating risks and 
benefits on a case‑by‑case basis, along with the expertise 
of the anesthetist and the surgical team involved. Further 
studies are needed to better understand the potential of 
this approach.
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