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Ultrasound‑guided continuous 
costoclavicular brachial plexus 
block

Sir,

Continuous peripheral nerve blocks  (CPNB) are 
used for surgical anaesthesia and analgesia during 
the postoperative period, treatment of complex 
regional pain syndrome and for treatment of 
phantom limb syndrome.[1] Here, we describe 
continuous infraclavicular brachial plexus block 
through ultrasound‑guided costoclavicular approach 
for forearm surgery. The catheter was used for 
intraoperative surgical anaesthesia and adequate 
postoperative analgesia. A  29‑year‑old male, 
American Society of Anesthesiologists status 1 (ASA 
1), body mass index (BMI) = 24 kg/m2 was scheduled 
for debridement and external fixation of left fractured 
proximal radius and distal ulna. Written consent was 
taken from the patient. After shifting to the operating 
room, the intravenous line was inserted, and monitors 
attached. The patient had severe pain on abducting 
the arm (numerical rating pain score 8) so we placed 
the patient in supine position with the arm adducted. 
A  high‑frequency linear probe  (M‑Turbo, Fujifilm 
Sonosite, Inc, Bothell, WA, USA) frequency 6–12 
MHz was placed parallel and below the clavicle 
just medial to the coracoid processes. The probe 
was moved medially to locate the site where all 
three cords  (lateral cord  [LC], medial cord  [MC], 
posterior cord  [PC]) of brachial plexus  (BP) were 
clustered together and lateral to the axillary artery. 
An 18G epidural Tuohy needle  (Braun, Melsungen, 
Germany) with multi‑orifice 20G epidural catheter 
was inserted parallel and in‑plane to the probe in 
lateral to medial direction. The tip of the needle 
was positioned inferolateral to the clustered cords 
of BP. Following negative blood aspiration, 5  mL of 
0.25% bupivacaine was injected in small aliquots for 
hydro dissection of tissue lateral to axillary artery 
Figure  1. The catheter was advanced through a 
Touhy needle to place it in the centre of the cords. 
The total length of the catheter inserted was 6.5 cm. 
Intraoperative bupivacaine (0.25%) at 0.25 mL/kg was 
administered as a bolus. The surgery lasted for 2  h 
and was uneventful. Postoperatively, an infusion of 
0.1% bupivacaine at 0.1 ml/kg/h was started and was 
continued for 48 h. There was no breakthrough pain 

in the post‑operative period  (Numerical rating pain 
score was 3). Adverse effects like motor blockade and 
limb heaviness were not present in our case.

In the classical approach of the infraclavicular block 
(ICB) all three cords and catheter tip are not always 
identified because of their variable and relatively deeper 
locations. Catheter tip position for a continuous ICB 
is also controversial, although tip placement near the 
posterior cord is suggested.[2] The goal of the continuous 
ICB using the costoclavicular approach is to place the 
catheter tip near the clustered cords.[3] Costoclavicular 
space includes a triangular area wedged between the 
pectoralis major  (clavicular head) and subclavius 
muscle anteriorly and the anterior rib cage posteriorly. 
Yoshida et  al.[4] describe a proximal approach of ICB 
with the blocked side arm abducted 90°. We did not 
abduct the arm of the patient because the patient was 
more comfortable in lying with his arm adducted. The 
only difference we found was that the plexus tends to 
be in a deeper position and with this position there was 
an increase in the thickness of pectoralis major muscle. 
This position can be useful in patients with acute 
trauma where the abduction of the upper limb will not 
be comfortable for the patient and in uncooperative 
patients. The position of the plexus in obese patients 
might be deeper and needs to be studied further.
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Figure  1: Ultrasound‑guided continuous costoclavicular brachial 
plexus block
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Combined pericapsular nerve 
group and lateral femoral 
cutaneous nerve blocks for 
surgical anaesthesia in hip 
arthroscopy

Sir,

Hip arthroscopy is a minimally invasive diagnostic and 
therapeutic procedure for hip pathological conditions 
and can be used as an alternative to major invasive 
procedures on hip joint. Central neuraxial blocks and 
general anaesthesia have been the primary methods 
for anaesthesia during a hip surgery; peripheral 
nerve blocks are alternative options. Lumbar plexus 
block (LPB) has been used for anaesthetic management 
of hip surgery along with sciatic nerve block, however 
its use is limited because of its serious complications.[1] 
Fascia iliaca compartment block (FICB) is considered 
an anterior approach to lumbar plexus but its ability 
to block all the component nerves especially obturator 
nerve is limited because of its too medial location.[2] 
Pericapsular nerve group  (PENG) block is a recently 
introduced technique known to block femoral 
nerve  (FN), obturator nerve  (ON), and accessory 

obturator nerve (AON) that supply hip joint (articular 
branches are found between anterior inferior iliac 
spine and iliopubic eminence) and is reported to 
provide post‑operative analgesia in hip surgery.[3] We 
report the use of combined ultrasound guided PENG 
and lateral cutaneous nerve of thigh (LFCN) blocks for 
hip arthroscopy along with intravenous midazolam 
and fentanyl sedation as surgical anaesthesia in a 
young patient who refused spinal anaesthesia.

A 26‑year‑old healthy male patient was posted 
for right‑sided arthroscopic synovectomy of hip 
joint. Pre‑anaesthetic check‑up revealed him to be 
of American Society of Anaesthesiologists  (ASA) 
physical status 1, with all investigations within normal 
limits. After a written informed consent was obtained, 
ultrasound guided PENG and LFCN blocks with 
sedation were planned as the method of anaesthesia 
for the patient.

In operation theatre, patient was monitored using 
continuous electrocardiogram, non‑invasive blood 
pressure and pulse oximetry; a 20 G intravenous 
cannula was secured, and an infusion of Ringer lactate 
started at a rate of 2 ml/kg/hour.

The sonoanatomy on the right sided hip using a low 
frequency curvilinear probe  (3–5  Hz) was analysed 
in supine position to view anterior inferior iliac 
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