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A MODIFICATION OF THE INTERSCALENE BRACHIAL PLEXUS BLOCK
TECHNIQUE THAT ALLOWS MULTIPLE BLOCKS TO BE DONE WITH
MINIMAL MORBIDITY AND DISCOMFORT

To the Editor:

We have previously published an
article describing a new approach to the
interscalene brachial plexus block (1).
This technique uses the bony anatomy
of the cervical spine as a landmark for
directing the needle to the correct po-
sition, with the needle type being a 22-
gauge B-bevel shielded needle. Howev-
er, studies are conflicting regarding bev-
el types and their association with pe-
ripheral nerve injury. While Selander et
al (2) reported that short-bevel needles
produce less injury, Rice and McMahon
(3) reported more frequent, more se-
vere and prolonged nerve injury follow-
ing the use of a 27-degree (short-bevel)
needle as opposed to a 12-degree (long-
bevel needle). It would appear that B-
bevel needles, having a blunter tip due
to a bevel of >45 degrees, may cre-
ate more tissue trauma when inserted
into the neck than do the sharp-tipped
A bevel needles with a bevel of <20 de-
grees. A shielded needle is also thicker
due to the insulating material around
the needle. This letter describes the
use of a 27-gauge regular beveled non-
shielded needle to perform the block
technique that we previously described

Fig. 1. Necessary equipment
a. Peripheral nerve stimulator
with alligator clips; b. EKG pad;
c. Unshielded needle; d. Extension

tubing

(1). Since the 27-gauge needle is very
thin, it can be used without anesthetiz-
ing the skin with local anesthetic.

This method employs minor mod-
ifications to the our original technique
and has been of very helpful when
treating patients with Complex Region-
al Pain Syndrome, who often need nu-
merous consecutive blocks during the
course of treatment. This method can
also be used as a regular block tech-
nique for patients having shoulder sur-
gery, since it causes less discomfort for
the patient.

In order to carry out this block, the
following equipment is needed (Fig. 1)

1. Anerve stimulator with alligator
clips on the end (Fig. 1 a) (5)

2. Grounding pad or EKG pad (Fig.
1b)

3. A 27-gauge, 1% -inch, A-bevel,
unshielded needle (Fig. 1 ¢) (4)
(We use one which has a met-
al hub, since our leads from the
nerve stimulator have alligator
clips on the end).

4. Extension tubing, preferably
long in length and low-volume
(Fig. 1 d).

5.  The anesthetic agent of choice

The patient is positioned lying on
a gurney, with the head tilted away from
the site of injection. The electrode pad
is put on the arm on the side to be in-
jected, although it can actually be put
anywhere else. However, less voltage
is used if the grounding pad is closer
to the needle. We connect the negative
lead of the nerve stimulator to this elec-
trode and the positive lead to the hub or
the shaft of the 27-gauge, 1% -inch, A
bevel, un-shielded needle to be used for
the block. The needle is then connected
to the extension tubing, the syringe is
filled with the anesthetic of choice and
the tubing and needle are flushed with

local anesthetic, before insertion.

The neck is prepped and pressure
is applied with the forefinger and sec-
ond finger of the hand not holding the
needle, anterior and posterior to the
palpated transverse process of the cer-
vical spine at a level of Cé. (i.e. the lev-
el of the cricoid cartilage). The mid-
point between the two fingers is then
noted, and approximately 3 mm ante-
rior to the midpoint, the 27-gauge nee-
dle is inserted medially with a 45-degree
caudad angulation, with stimulator set-
tings of 1.5 Milli Amps and 2 Hz. The
needle is advanced until good stimula-
tion in the arm is obtained, and adjust-
ed until maximum stimulation is ob-
tained at the lowest current. Then, after
aspiration, 1ml of the anesthetic solu-
tion is injected, at which time all stimu-
lation should cease. If electrical stimu-
lation does not stop, the needle is read-
justed until stimulation is no longer ev-
ident with injection of 1 cc of the local
anesthetic. If this results in cessation of
all stimulation in the patient’s arm, then
the rest of the anesthetic is injected.
This does require firm pressure on the
plunger, because of the high resistance
associated with the small bore needle;
15-20 cc’s of local anesthetic is usually
injected for a suitable block.

The key points with this block
are that: 1) pressure must be main-
tained firmly against the cervical spine
throughout the block; 2) the 1 cc of lo-
cal anesthetic injected initially must
abolish all stimulation; 3) the needle
needs to be directed 45 degrees cau-
dally at the midpoint of the palpat-
ed transverse processes of the cervical
spine; and 4) the polarity of the nerve
stimulator must be correct (positive on
needle, negative on ground), because if
the polarity is reversed, higher current
is needed to achieve adequate stimula-
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Fig. 2. Right-sided Interscalene Block performed using modified
technique with 27-gauge unshielded needle and nerve stimulator attached

tion (Fig. 2).

We have carried out approximately
3,000 of these blocks using this needle,
with a very high success rate (99%). It
is of utmost importance that the pres-
sure exerted by the forefinger and mid-
dle finger be maintained firmly down-
wards against the cervical spine, while
injecting the local anesthetic. With this
technique, the operator who inserts the
needle also injects the drugs. In this sit-
uation, it is all the more important to
maintain pressure on the skin and nee-
dle, since this maintains proper needle
position and ensures that the anesthetic
solution is injected into the correct tis-
sue location, along the cervical nerve
roots. If the injection of one cc of local
anesthetic solution abolishes all stimu-
lation, then the needle has to be in the
sheath and cannot be in a blood ves-
sel, therefore if the needle tip does not
move an intravascular injection is im-
possible. The use of the angulation
makes an intraforaminal injection un-
likely, as does an injection into the ver-
tebral artery.

The specific advantage of this tech-
nique is that one uses a very small nee-
dle, which the patient usually doesn’t
feel. Should one unintentionally pen-
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etrate a structure such as the carotid
artery or jugular vein, it would cause
a minimal number of problems. If in-
deed one has penetrated a major blood
vessel in the area, the needle is so small
as to cause no post block bleeding and,
since the medication is not injected un-
less there is ablation of all response with
a very small dose of local anesthetic, the
tip of needle should be in the sheath
surrounding the plexus and intravas-
cular injection of a large amount of lo-
cal anesthetic is therefore theoretical-
ly unlikely.

Numerous consecutive blocks can
be carried out with this technique with
almost no discomfort to the patient,
since the needle, being a regular sharp
A-bevel needle, slides through the tis-
sues very easily, whereas the blunt-
tipped needle usually used for these
blocks creates tissue damage as it con-
tinues its path inwards. Should the tip
of the needle impale one of the nerves,
since it is so small, minimal amounts of
damage would occur, and far less than a
22 gauge needle and particularly much
less than if one was looking for pares-
thesias as is described in the older text-
books

These blocks have been used for

treating patients with Complex Region-
al Pain Syndrome, who have required
repeat blocks at regular intervals to
achieve adequate pain relief. However,
we use this technique on a regular ba-
sis for all interscalene brachial plexus
blocks. Provided that attention is paid
to the key points mentioned above, this
technique can be carried out with min-
imal morbidity and discomfort to the
patient. During the blocks that we have
done, we have had no intra-arterial or
intravenous injections, pneumothora-
ces or nerve damage, and patients are
satisfied with the technique, which is
technically simple, safe and effective.
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