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Abstract: 

Objective: The point of this investigation was to ponder the impact of ultrasound guided shallow cervical plexus and 

interscalene brachial plexus obstruct for clavicular medical procedure. 

Place and Time of study: Sir Ganga Ram hospital, Lahore in 2018. 

Methodology: The age limit reaches of all the selected patients was between 20-60 years. Thirty American Society of 

Anesthesiologists (ASA) physical status I and II patients experiencing clavicular medical procedure were chosen. 

Infusion dexmedetomidine 1 µg/kg implantation more than 10 min was begun. Sedation was surveyed utilizing Ramsay 

sedation score. All standard non-intrusive screens were connected and IV line was verified. Square adequacy was 

assessed. Perioperative hemodynamics was graphed. Span of absence of pain was noted as time for first interest of 

pain relieving from time of square. Ultrasound guided shallow cervical plexus square and interscalene brachial plexus 

square were given. Perioperative hemodynamics was outlined. Length of engine square was noted as time of shoulder 

kidnapping 3cm from time of square. Any inconvenience or symptoms were noted. 

Results: No significant entanglements and symptoms were noted. All the thirty patients permitted clavicular medical 

procedures under consolidated interscalene brachial plexus and shallow cervical plexus square. 

Conclusion: It is finished up by the outcomes that USG guided joined shallow cervical plexus and interscalene 

brachial plexus square might be utilized instead of general anesthesia or squares by different systems and are 

successful for clavicular medical procedure with no real confusion. 
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INTRODUCTION: 
Any single square is typically lacking for complete 

inclusion of clavicular careful torment. Fringe nerve 

squares used to anesthetize patients for clavicular 

medical procedures are shallow cervical plexus 

square, interscalene brachial plexus square or joined 

shallow cervical and interscalene brachial plexus 

square. The life systems of neck, especially nerve life 

structures in connection to clavicle are perplexing. The 

cervical plexus innervates C2, C3 and C4 tangible 

dermatomes. The cervical plexus supplies sash and 

skin above clavicle and shoulder up to the district of 

acromion. The distal clavicle and front prevalent 

shoulder zone gets its nerve supply from both brachial 

plexus and cervical plexus. The brachial plexus 

innervates the whole furthest point, both engine and 

tangible; explicitly the skin over deltoid. 

 

Interscalene Brachial plexus Block: Interscalene 

square is an obtrusive strategy with genuine 

entanglements like Horner's disorder, diaphragmatic 

hemiparesis, epidural, subarachnoid or vertebral 

conduit infusion, if not performed cautiously. It ought 

to be performed by or under directions of prepared 

individual utilizing fitting gear. The square can be 

performed by conventional (winne approach), with the 

utilization of PNS and with the utilization of USG. It 

is helpful for shoulder medical procedures including 

sidelong 66% of clavicle, proximal humerus and 

shoulder surgeries. [1]. The double innervation of 

clavicle, in this investigation we proposed to ponder 

the utilization of joined shallow cervical plexus and 

interscalene brachial plexus obstruct for leading 

clavicular medical procedure. With the utilization of 

USG system medication can be stored in the region of 

C2, C3 and C4 roots and difficulties like too profound 

innervation of needle and cut of neighboring structures 

can be maintained a strategic distance from. It is 

helpful for medical procedures like carotid 

endarterectomy, shallow neck medical procedures and 

for clavicular medical procedures in blend with the 

interscalene brachial plexus square. 

 

METHODOLOGY: 

A sum of 30 patients of ASA 1 and 2, experiencing 

elective orthopedic clavicular medical procedures in 

our emergency clinic were chosen. The time of 

patients was between 20-60 years. Composed 

educated assent from every one of the members was 

taken. All patients were continued fasting medium-

term. After earlier premedication with 4 mg of 

ondansetron every one of the patients were preloaded 

with 10 ml/kg of lactated ringer's answer. In the 

working room, all patients were associated with 

electrocardiography, fringe oxygen immersion (SpO2) 

and non-intrusive circulatory strain screen and all the 

basal parameters were recorded. An IV line was gotten 

with 18 or 20 measure cannula. Institutional morals 

board of trustees affirmed the investigation. The 

patient were put in recumbent position with 45º head 

up and in the wake of turning the head to inverse side 

USG guided interscalene brachial plexus square and 

shallow cervical plexus square were given. Adequacy 

of square was evaluated for engine and tangible 

impact. 1015 ml of 1.5% lignocaine with adrenaline in 

addition to 5-10 ml of 0.5% bupivacaine were given in 

interscalene brachial plexus square and 0.25% 10 ml 

bupivacaine were given in shallow cervical plexus 

square.  

 

Perioperative hemodynamics was outlined. 

Subsequent to giving square all patients were given inj. 

dexmedetomidine 1 µg/kg more than 10 minutes. Span 

of engine square was noted as time of shoulder 

snatching by 3 cm from the season of square. Span of 

absence of pain was noted as time for first interest of 

pain relieving from time of any intricacies of square 

for example ptosis, meiosis (Horner’s disorder), 

respiratory pain, dryness of voice, was noted. The 

dimension of sedation was assessed utilizing Ramsay 

Sedation Scale till the patient was released from 

PACU. Over the top sedation was characterized as a 

score more noteworthy than 4/6. Hypotension (systolic 

circulatory strain under 90 mmHg or over 20% tumble 

from pattern esteem) bradycardia (pulse < 50/min) and 

postoperative entanglements if any were noted and 

treated properly. Patients with contamination at the cut 

site, coagulopathy, excessive touchiness to 

medications utilized, pregnant females, mental and 

neurological infection, and patients with serious 

COPD were rejected. 

 

RESULTS: 

Every one of the parameters stayed stable all through 

the perioperative period. The difficulties noted during 

the examination time frame were roughness of voice 

in 5/30 (16.7%) patients and Horner's disorder in 8/30 

(26.7%) patients. No other entanglement was noted. 

The statistic information of the patients is given in 

Table 1. Crucial signs recorded during the 

investigation are given in Table 2. 
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Table 1: The demographic data and ASA grade of the present study. 

Parameter Study group 

Age (years) 34.37   ±   9.01 

Male 17 

Female 13 

ASA 1/ 2 16 / 14 

Weight (kg) 56.73  ±  7.52 

Height (cm) 165.30  ±    3.41 

 

 

 

 
 

Table 2: Vital data of the participants (mean ± SD) 

Parameters Observation 

Pulse rate (beats / min) 90 ± 5.4 

Systolic BP (mmHg) 134 ± 6.1 

Diastolic BP (mmHg) 82 ± 2.6 

SpO2 (%) 98 ± 2.7 

Ramsay sedation score 2.09 ± 0.1 

Duration of analgesia (hours) 4.61 ± 1.08 
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DISCUSSION: 

Present day anesthesiology is the art of overseeing 

reflexes related with medical procedure. These 

reflexes can be overseen toward the end organ for 

example with beta blockers to check hypertension and 

tachycardia, in breath to toxic boost muscle relaxants 

to counteract spinal rope interceded reflexive 

development. The majority of these reflexes are started 

by poisonous improvements coming about because of 

medical procedure or injury. Second site where these 

reflexes can be hindered is in the CNS utilizing 

narcotics yet these accompany numerous undesirable 

and horrendous symptoms like resistance, queasiness, 

clogging and respiratory melancholy. General 

anesthesia and local anesthesia have been effectively 

utilized for furthest point and clavicular surgeries [2-

3]. Both sorts of anesthesia have their own 

arrangements of preferences and detriments. Nerve 

square anesthesia being less expensive than GA has 

numerous focal points, for example, anesthesia 

focused at the employable site, phenomenal 

postoperative help with discomfort, diminished 

narcotic use and decreased recuperation time [4,5]. 

Regional anesthesia give brilliant absence of pain, 

while limiting narcotics related symptoms by 

lessening the necessities of narcotics. Local absence of 

pain results in narcotics saving; early rescue vehicle, 

diminished postoperative queasiness and regurgitating 

and shorter clinic stay [6].  

 

Then again, general anesthesia additionally has 

detriment of postoperative sickness and heaving, 

deferred recuperation. Territorial anesthesia in 

clavicular medical procedures can be effectively 

overseen utilizing joined interscalene and shallow 

cervical plexus square. The blend of these two squares 

effectively covers the confused tangible innervation of 

clavicle giving magnificent intra usable absence of 

pain and muscle unwinding. Some apparent burden of 

interscalene square versus general anesthesia is square 

execution time which is dealt with by utilization of 

USG. Kapral et al thought about USG guided versus 

PNS guided interscalene square and discovered more 

prominent engine and tactile impact with USG [7]. A 

few examinations have analyzed the impact of USG in 

nature of interscalene square. A randomized report by 

Liu et al, looking at ultrasound versus nerve trigger for 

ISB in randomized patients uncovered expanded 

engine bar surveyed following five minutes just as 

diminished needle endeavors for the Ultrasound 

group. [8] In our investigation every one of the patients 

were indispensably steady all through the medical 

procedure and furthermore postoperatively.  

 

Stacking portion of dexmedetomidine was offered 

preceding careful entry point in our examination. As 

dexmedetomidine has a job in tweaking torment, 

repressing the agony transmission and impression of 

torment, its job as a pre-emptive pain relieving should 

be evaluated. It gives best sedation to the patient so 

patient can be agreeable intra-operatively being 

hemodynamic stable. Mc Naught et al noted 

diminished needle endeavors for USG bunch likewise 

diminished least viable pain relieving volume of 

nearby anesthesia and diminished agony 30 min 

postoperatively when contrasted with PNS group. [9] 

The USG bunch additionally have uncovered 

diminished Incidence of phrenic nerve barricade and 

respiratory complexities and diminished vascular 

puncture. [10] Use of ultrasound in anesthesiology has 

reformed the act of local anesthesia. In this 

investigation we utilized USG guided interscalene 

square and shallow cervical clavicular brachial plexus 

square. The ultrasound use diminishes frequency of 

diaphragmatic hemi paresis. [11] When looking at 

ultrasound arrangement versus Nerve trigger situation 

of ISB catheters in randomized patients, Fredrickson 

et al showed more prominent adequacy in ultrasound 

gathering requiring less neighborhood soporific 

volumes and less needle attempts. [12] In our 

examination Horners disorder was seen in 8/30 

(26.7%) patients and raspiness of voice in 5/30 

(16.7%) patients. In our investigation consolidated 

interscalene brachial plexus and shallow cervical 

plexus square additionally given postoperative 

absence of pain and made patients early wandering and 

agreeable. No other critical reactions were noted. 

 

CONCLUSION: 
It is inferred that USG guided joined shallow cervical 

plexus and brachial plexus square is powerful for 

clavicular medical procedure. It maintains a strategic 

distance from the difficulties related with general 

anesthesia and utilization of narcotics. It might be 

utilized as sole sedative strategy. 
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