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Pneumothorax following 
ultrasound guided 
supraclavicular brachial plexus 
block

Sir,
Ultrasound is popular for the brachial plexus block, allowing 
real time visualization of the brachial plexus, pleura, blood 
vessels, needle and the local anesthetic spread.[1] Ultrasound 
guidance is the gold standard for the nerve blocks[2] and helps in 
detecting abnormal anatomy of the brachial plexus. [3]We report 
the occurrence of pneumothorax in a patient after administration 
of brachial plexus block under ultrasound guidance.

A	60	kg,	46-year-old	man,	a	chronic	 smoker	with	chronic	
obstructive lung disease, suffered a fracture of the right radius. 
He was scheduled for open reduction and plate fixation, under 
the brachial plexus block. After initiating the monitoring 
and	securing	an	18G	intravenous	(IV)	cannula,	midazolam	
1.5	mg	was	administered	IV.

A	10	MHz,	linear	probe	(Soneo,	Kontron	Medical,	Plaisir,	
France)	and	a	22G,	4	cm	stimulating	needle	were	used	for	
the brachial plexus block. Under all aseptic precautions, the 
probe was placed in the coronal oblique plane and the brachial 
plexus, first rib, sub clavian artery and the pleura identified 
in the supraclavicular area. The lateral to medial approach 
was used for insertion of the needle. Initially, the tip of the 
needle was not clearly visible. After adequate visualization, 
25	mL	of	0.25%	Bupivacaine	was	injected	into	the	sheath	
of the brachial plexus. The spread of the local anesthetic was 
observed during the injection.

After	10	minutes,	 the	patient	 complained	of	dyspnea	and	
became restless. The oxygen saturation decreased gradually 

from	98%	to	78%.	The	air	entry	was	decreased	on	the	right	
side of the chest. After administration of oxygen via the 
ventimask,	the	oxygen	saturation	improved	to	92%.The	vitals	
remained stable during this period. A chest X-ray (CXR) 
anteroposterior (AP) view was taken revealed a right sided 
pneumothorax	[Figure	1].	The	chest	wall	to	the	lung	margin	
distance	was	2.5	cm.	Under	local	anesthesia,	chest	tube	was	
inserted in the second intercostal space and continuous air 
bubbles were seen in the fluid filled container. The oxygen 
saturation	 improved	 to	 99%.	The	 surgery	was	 postponed	
and patient was shifted to the ICU for further management. 
Repeat CXR (AP view) confirmed the re-expansion of the 
lung with minimal residual pneumothorax. After two days, 
the chest tube was removed and the patient underwent the 
surgery under IV regional anesthesia.

In this case, pleural puncture probably occurred during the 
transient loss of visualization while advancing the needle 
initially. The tip of the needle was wrongly visualized by the 
anesthesiologist, although he was experienced with the use 
of ultrasound guided brachial plexus block. The tip of the 
needle was actually more distal than its appearance on the 
image, because of the improper alignment of the probe with 
the needle. This transient loss of visualization of the tip of 
the needle is a potential cause of error for the beginners.[4]

A continuous visualization of the tip of the needle and proper 
alignment of probe with the needle must be ensured and in 
addition the needle should be slowly advanced towards the 
brachial plexus to avoid complications.

There is higher risk of pneumothorax in chronic obstructive 
lung disease.[5] Our patient was a chronic cigarette smoker 
and had chronic obstructive lung disease. In order to improve 
visualization of the tip of the needle, hydrolocalization using 
5%	dextrose	 can	 be	 used.[6] An ultrasound machine with 
needle visualization enhancing technology, is advocated.

Figure 1: Right Pneumothotrax
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To conclude, despite using the correct technique and latest 
devices like the ultrasound, while performing the brachial 
plexus block, one should keep a high index of suspicion of 
pneumothorax.
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recommended for difficult airway management.[1] We 
describe airway management in a patient with difficult 
airway using combitube and Trachlight™ (Laerdal Medical 
Inc., Armonk, NY).

A	48-year-old	man	presented	 to	 the	 emergency	department	
with head injury following a road traffic accident. Patient was 
unconscious	and	was	graded	as	Glasgow	Coma	Scale	(GCS)	7.	
He had fracture of nasal bones with epistaxis. He was tachypneic 
and crepts and wheeze were heard on chest auscultation. Patient’s 
lungs	were	preoxygenated	with	100%	oxygen,	manual	 inline	
stabilization was applied, and rapid sequence induction was 
carried while applying cricoid pressure. Laryngoscopy revealed 
a grade-4 Cormack-Lehane view, which did not improved 
on releasing the cricoid pressure and backward, upward, and 
rightward pressure maneuver. After two attempts at direct 
laryngoscopy and bougie assistance, patient began to desaturate. 
A	size	ETC	37Fr	SA	was	successfully	placed	with	the	distal	tip	
in the esophagus. The lungs could be successfully ventilated via 
the blue pharyngeal lumen, as evident by capnography, bilateral 
auscultation of the chest and improvement in oxygen saturation 
to	97%.	Computerized	tomography	scan	of	the	patient’s	head	
and neck revealed bilateral multiple contusions with midline shift 
and fracture of right frontal bone. Cervical spine was normal. 
As elective ventilation was indicated, exchange of ETC to an 
endotracheal tube was needed. Direct laryngoscopic examination, 
after partial deflation of the oropharyngeal balloon, revealed 
Cormack-Lehane grade-4 view. Two attempts to intubate trachea 
using a gum elastic bougie failed. A fiberoptic bronchoscope was 
passed alongside the ETC after partial deflation of the cuff, but 
we failed to negotiate it into the glottic aperture as the vision was 
poor due to bleeding in the oral cavity.

It was decided to attempt light wand aided tracheal intubation. 
An adult light wand was threaded through the Murphy eye 
of	size	8-mm	ID	endotracheal	tube	[Figure	1].[2] The cuff 
of the ETC was partially deflated and the Trachlight wand 
(Laerdal Medical, Armonk, NY, USA) was passed via 
oral cavity alongside the ETC. Gentle maneuvering of the 
Trachlight wand led to its entry into the trachea as evident by 
well-circumscribed glow in the anterior neck slightly below the 
thyroid prominence. The tracheal tube was advanced over the 

Figure 1: Tracheal tube mounted on the Trachlight for intubation

Trachlight-guided intubation 
with esophageal combitube 
in situ

Sir,
The esophageal tracheal combitube (ETC) (Tyco Kendall 
Co., Mansfield, MA) is a supralaryngeal airway device 
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