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PEFIOHAPHUI BJIOK K MOHOMETO/, 3HEBOJIEHHSA ONMEPATUBHUX
BTPYYAHb HA BPAXIOLLE®AJIbHUX CYOAUHAX

lopaosenko M., CyxoHoc P.

Kaporuzana engaprepextromisi (KEA) € 6axkaHrM BUOOPOM JTiIKyBaHHS MAI[i€HTIB i3
MyJbTHPOKATBHUM aTEPOCKIEPOTHUYHUM YpOKeHHAM OpaxionedasbHUX apTepiil
(BA). OnTuManbHUM MeTOAOM 3HeGosieHHd mij yac KEA MoxkHa BBaxkaTH 6GJI0Ka-
Jly IMHHOTO crieTiHHA. [lepe6adaeThes, 110 el MeTo/, Ma€ NeBHi nepeBary Ha/j,
3araJIbHOI0 aHEeCTe3i€ 3 TOYKU 30py MOHITOPUHTY HEBPOJIOTIYHOTO CTATYCy Hif
4Yac nepexpecHoro 3aTUCKaHHA COHHOI apTepil, OCKiJIbKY B NALiEHTIB Y CBiZOMOCTI
KOHTPOJIb TAKUX MOKA3HUKIB, IK MOBA, CBiJJOMICTb i MOTOpHA PyHKIIifl, AAIOTH [10-
cTaTHbO iHpopMaLii A/1 CBOEYACHOTO MOMNepeKEHHS OPYyIIeHHsI MO3KOBO] nep-
¢ysii. CyyacHul po3BUTOK perioHapHol aHecTesii nig Y3/-KoHTpoJIEM Aa€ 3Mo-
ry edeKTUBHO 3He6O0JII0OBATH MaliEHTIB B iHTpa- Ta micasonepaniiHui nepiof i
3HU3UTH 260 30BCiM BiIMOBUTHCSA BiJ BAKOPUCTAHHS HAPKOTUYHUX aHAJITETHKIB,
1110 NIPUCKOPIOE NepioJ BiAHOBJIEHHA NalieHTa Mic/A OepaTUBHOIO0 BTPYYaHHA.
3 oAy Ha aHATOMIYHI AiITHKY — 30HU [IPOBEJIEHHS ONEPATUBHOIO BTPYYaHHS
KEA BuJoM aHecTe3ii MoXke 6yTH BUOpaHa perioHapHa aHecTe3is: MOBepPXHEBUU
a60 rIMGOKUH 6JIOK LIMHHOTO CIJIETiHHS, 1110 0Ka3aB cebe eGpeKTUBHUM SIK KOM-
IIOHEHT MOHOaHecTe3iI Ta aHa/resil.

Knrwo4oBi cioBa: 610K IIUWHOTO CIJIETiHHSA, 6paxiouedanbHi cyauHH, eHAapTe-
peKToMisl, MOHOaHecTe3isl, perioHapHi 6J10Kai1, CyAMHHA Xipyprisl.
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Carotid endarterectomy (CEA) is the preferred treatment choice in patients
with multifocal atherosclerotic lesions of the brachiocephalic arteries (BA). The
optimal method of anesthesia for carotid endarterectomy is cervical plexus block.
We assume that this method has certain advantages versus general anesthesia in
terms of monitoring the neurological status during carotid cross-clamping, since
in conscious patients, monitoring of such indicators as speech, consciousness, and
motor function provides sufficient information for timely prevention of cerebral
perfusion disorders. The modern development of regional anesthesia using
ultrasound guidance allows for effective anesthesia in the intra- and postoperative
period and reduces or avoids the use of narcotic analgesics, which accelerates the
patient’s recovery period after surgery. According to the anatomical areas of the
CEA surgical intervention, regional anesthesia can be chosen as a type of anesthesia:
superficial or deep cervical plexus block, which has proven to be effective as a
component of monoanesthesia and analgesia.

Key words: cervical plexus block, brachiocephal vessels, endarterectomy,
monoanesthesia, regional block, vascular surgery.

Introduction. Multi-vessel disease including the brachiocephalic artery remains a
relatively rare finding in atherosclerotic disease when compared to stenosis of other
major vasculature. Its management presents many difficulties.

Atherosclerotic disease is a systemic pathological state, which most commonly
presents as carotid stenosis [1]. The involvement of the brachiocephalic artery is less
common [2-4]. Stenosis in the brachiocephalic artery happens less than two percent
of the time in all extracranial causes of cerebrovascular insufficiency [2, 5]. Symptoms
typically include visual alterations, pain in the right upper extremity, transient ischemic
attacks (TIAs), syncopal episodes, or potentially even cerebrovascular accidents (CVA).
Additionally, due to the location of the stenotic occlusive disease in the brachiocephalic
artery, subclavian steal syndrome may occur [6].

Carotid endarterectomy surgery is commonly performed under cervical plexus block
[7-9]. This is presumed to offer advantages over general anaesthesia in terms of monitor-
ing neurological function during cross-clamping of the carotid artery since, in conscious
patients, speech, cerebration, and motor power provide early measures of inadequate
cerebral perfusion [10]. Some studies also claim lower shunting requirements, lower car-
diovascular morbidity, and shorter hospital stay [11].

Traditionally, the common methods of cervical plexus block are termed ‘deep’ or ‘su-
perficial’. The deep block consists of identifying the transverse processes of upper cervi-
cal vertebrae C2-C4 and injecting local anaesthetic directly into the deep (prevertebral)
cervical space. This may be achieved either as three separate injections or as a single
injection.

The superficial block incorporates a variety of procedures. The simplest is a s.c. infil-
tration of local anaesthetic along the posterior border of sternocleidomastoid muscle by
either the surgeon or the anaesthetist.
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An ‘intermediate’ block is one where the injecting needle pierces the investing fas-
cia of the neck, deep to the s.c. layer, but superficial to the deep cervical (prevertebral)
fascia.

It is also possible to use a ‘combined block’, consisting of a deep injection and a su-
perficial or intermediate injection [12].

Discussion. A 74-year-old male patient was diagnosed with severe stenosis of the
right internal carotid artery. The patient was scheduled for carotid endarterectomy to
remove the atherosclerotic plaque. Due to his age and history of stroke, it was decided
to perform the surgery under regional anesthesia to allow for neurological monitoring
during the procedure.

Nerve block technique:

The patient was placed in a supine position with the neck slightly extended and ro-
tated away from the side to be blocked. Next, a high-frequency linear ultrasound trans-
ducer was positioned to visualize the cervical plexus along the posterior border of the
sternocleidomastoid muscle. Under ultrasound guidance, a 22-gauge, 50 mm needle
was inserted using an in-plane approach. After negative aspiration and confirming cor-
rect needle placement, 10 mL of 0.375% ropivacaine was injected incrementally around
the cervical plexus, while monitoring for signs of intravascular or intrathecal injection.

Patient outcome:

The carotid endarterectomy was successfully completed under the cervical plexus
block, with the patient remaining awake and responsive throughout the surgery. No
neurological changes were noted during the clamping of the carotid artery, supporting
the benefit of neurological monitoring made possible by regional anesthesia. Postop-
erative pain was well-managed, and no complications were observed.

Conclusion. Cervical plexus block has proven itself to be effective as a mono-me-
thod of anesthesia and analgesia using in the CEA, which allows for a significantly re-
duce number of opioids administered for analgesia in the perioperative period.
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