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INTRODUCTION

The severe acute respiratory syndrome, COVID -19, first  appeared in December 
2019  in Wuhan, China. The infection spread rapidly around the globe.[1] It 
manifests as a respiratory illness with a variety of presentations and outcomes.[2,3]

Transmission of this virus is from person to person through direct contact 
and respiratory droplets.[4] The spread was fast so it was advised that once the 
community spread is significant all cases may be presumed to be COVID-19 
positive (patients may test negative during the incubation period which is 2-14 
days).[5]

In Sudan the first case (and death) of COVID-19 was diagnosed on 13th March 
2020 in Khartoum.  A total lockdown of the Khartoum state was announced on 
13th April. 

ANAESTHESIA AND CANCER SURGERY

Anaesthetic techniques are related to mortality and recurrence of certain types of 
cancers by an effect on the immune system.[6] Anaesthetic agents may have both 
direct and hormone mediated effects on many facets of immunocompetence.

Anaesthesia induced activation of the hypothalamic-pituitary- adrenal (HPA) 
axis and sympathetic nervous system (SNS) may facilitate metastasis through 
several tumour – derived soluble factors.[7]  

Volatile anaesthetics and opioids suppress cell mediated immunity (CMI) and 
promote cancer cell proliferation and angiogenesis whereas propofol inhibits 
tumour angiogenesis and does not suppress the CMI.[8,9] Regional anaesthesia 
preserves the CMI and decreases surgically induced neuroendocrine responses 
by attenuating afferent neural transmission activation of the HPA axis and SNS 
response. Thus, reduction in opioid and volatile anaesthetic use may reduce 
cancer recurrence.[10]

Regional anaesthesia should be preferred whenever possible as it lowers the risk 
of postoperative complications. This becomes more important in the context of 
respiratory infections.[11,12]  General anaesthesia (GA) with airway intervention 
leads to aerosol generation, which exposes the health care team to a risk of 
transmission of COVID-19 both during intubation and extubation.[13]  
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ABSTRACT

A case report of a 35-year-old female with a large low-grade chondrosarcoma 
of the left humerus. Resection was performed under regional anaesthesia 
(interscalene brachial plexus block): this is a useful technique where there are 
limited resources and during the COVID-19 pandemic.
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CASE PRESENTATION

A 35-year-old female (ASA (American Society of 
Anaesthesiology) class 1) presented complaining of a 
left shoulder painful swelling and restricted movement 
for the last four months.  A low-grade chondrosarcoma 
staging was based on X–ray of the left shoulder, CT chest 
and MRI of the entire humerus (Figure 1).  Histological 
examination was done on a core needle biopsy. No other 
investigation carried out apart from the general pre-

operative assessment laboratory investigations.

Surgery was considered to be urgently needed even 
during the COVID-19 pandemic. A wide resection and 
reconstruction with bone cement spacer build on Rush 
pin (an intramedullary stainless steel device) was planned.  
A prolonged operation was expected due to the large 
volume tumour as well as the preparation of the bone 
cement spacer over the Rush pin and stabilization to the 
glenoid and the remnant of the capsule by using prolene 
mesh. (Figures 2a and b).

In spite of these factors a regional anaesthetic brachial 
plexus block was considered appropriate.

Written informed consent was obtained from the patient. 
Standard  ASA monitors were attached: non-invasive 
blood pressure, pulse oximeter and ECG, and two 18G 
intravenous canulae were inserted. Baseline vital signs 
were: BP:130/70; PR: 85; RR:15; SPO2: 98%.

The patient received 50 mcg of fentanyl and 1mg of 
midazolam as anxiolytic before performing the block. 
Oxygen saturation was monitored closely and ranged 
between 95% to 98% without oxygen supplementationon. 

ANAESTHESIA PROCEDURE

The anaesthetic procedure was  explained to the patient. 
The left side of the neck, the site for the anaesthetic 
injections, was cleaned with 0.5% chlorhexidine in 70% 
alcohol. A mixture of 15 ml of plain marcaine 0.5% 
plus 10 ml of lignocaine with adrenaline 1% plus 2 ml 
of dexamethasone of 8 mg was used. With ultrasound 
guidance the interscalene brachial plexus was identified. 
This step was carried out with 12ml of the local anaesthetic 
mixture which was injected around C5 and C6 roots. 
Then a subclavian perivascular block was performed with 
15 ml of the local anaesthetic.

Regional anaesthesia was performed using an old version 
of an ultrasound device (Alpinion-Ecube 5). (Figure 3a 
and b).

Figures 2a and b. Resection and reconstruction by cement spacer

2a 2b

Figure 1. MRI shows heterogeneity large volume low grade 
chondrosarcoma tumour on proximal left humerus.



South Sudan Medical Journal   Vol 16. No 2. May 2023                                                                      70

CASE REPORT

After fifteen minutes the site for the incision, which was 
expected to extend to the tip of the shoulder, was checked 
and found to have sensory and motor block. Paracetamol 
1gm iv and sodium diclofenac 75mg im were given and 
fifteen minutes later the surgery started and continued for 
five hours, during which the patient was completely pain 
free (using a visual analogue scale). Vital signs remained 
stable throughout.

The surgery was done through the deltopectoral approach. 
The neurovascular bundle was identified, and isolated. The 
deltoid muscle was detached from the proximal humerus 
as well as the whole rotator cuff muscles. Resection of 17 
cm of humerus was done with a 3 cm free margin from 
the distal end of the intramedullary extension of the lesion 
according to the preoperative MRI.

The block lasted for eight hours post-operatively.  The 
patient was monitored for 24 hours for pain and given 
paracetamol 1 gm 6 hourly (i.v) and sodium diclofenac 75 
mg (i.m) 8 hourly  as the only analgesics. 

CONCLUSION

The brachial plexus block as regional anaesthesia was found 
to be a safe method.  Also, it was safe for operating room 
staff especially during the risk of respiratory virus spread 
as in this COVID-19 pandemic.  It should be considered 
as alternative for ill patients instead of general anaesthesia. 
Regional anaesthesia is an accepted alternative for cancer 
surgery with decreased mortality and recurrence rate.  In 

our case only brachial plexus block was needed, in spite of 
a large tumour size, prolonged surgery and an extensive 
incision. Conventional ultrasound without nerve 
stimulation can be used successfully to guide the block 
in limited resource settings. Postoperatively the patient 
needed only simple analgesics.
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