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•  This case highlights a pneumothorax during 

arthroscopic shoulder surgery requiring general 

anesthesia and an interscalene brachial plexus block 

and examines the contributing factors and 

management.

• An 84-year-old female with a medical history of 

pulmonary sarcoidosis on steroids with no recent 

pulmonary function tests and chronic back pain 

presented for right reverse shoulder arthroplasty due to 

chronic glenohumeral arthritis.

• Patient received and tolerated well a preoperative 

interscalene single shot nerve block with ultrasound 

guidance. 

• She was induced and intubated then placed in a beach 

chair position. Fifty minutes after induction, the patient’s 

oxygen saturation began to drop. Her tidal volumes 

remained consistent with no change in peak inspiratory 

pressures required to maintain her tidal volumes. The 

FiO2 was increased. Throughout the rest of the 

procedure, she remained hemodynamically stable. 

• After extubation, she was unable to maintain oxygen 

saturation levels without a non-rebreather. Patient denied 

any symptoms. A chest x-ray was performed which 

demonstrated a large right sided pneumothorax with near 

complete right lung collapse. The patient had a chest 

tube placed and was transferred to the intensive care unit 

for acute hypoxic respiratory failure management.

• This case highlights the multifactorial nature of pneumothorax development 

during arthroscopic shoulder surgery. 

• The interscalene brachial plexus block, widely used for postoperative pain 

management in shoulder surgeries, is effective in reducing opioid consumption. 

However, it carries risks such as pneumothorax. Suboptimal ultrasound 

visualization due to operator factors or challenging patient anatomy can increase 

risks (1). 

• Pneumothorax as a complication of shoulder surgery without regional anesthesia 

has also been reported. Hypothesized mechanisms include pressure changes in 

the subacromial space from pump infusion systems and rupture of mediastinal 

pleura during intra-articular shaving (2, 3). 

• General anesthesia in patients with underlying pulmonary conditions can increase 

the risk of pneumothorax. Intubation-related airway trauma or barotrauma, 

coupled with the presence of pulmonary sarcoidosis, may have predisposed this 

patient to complications (4,5) and demonstrates the importance of pre-operative 

lung function tests in patients with underlying lung diseases.

• Managing high-risk procedures such as arthroscopic shoulder surgery requires a 

multidisciplinary approach that integrates surgical expertise, anesthetic precision, 

and robust postoperative care. 
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