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GA

ISB

LA

LAST

LSIB

MEV

MEVso

MEVos

SCPB

SD

SSN

SSNB

American Society of Anesthesiologist

Confidence interval

General anesthesia

Interscalene brachial plexus block

Local anesthetic

Local anesthetic systemic toxicity

Lateral sagittal infraclavicular brachial plexus block
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Minimum effective volume in 50% of the patients

Minimum effective volume in 95% of the patients
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Standard deviation

Suprascapular nerve

Suprascapular nerve block
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4 Abstract

4.1 Background

The lateral sagittal infraclavicular block (LSIB) is a well-established anesthesia method for surgery
distal to the shoulder. Performing regional anesthesia with a minimum effective volume (MEV) of
local anesthetic (LA) may reduce the risk of systemic local anesthesia toxicity (LAST). For LSIB

using ropivacaine 7.5 mg/ml the MEV was not known prior to our study.

LSIB tends to result in supination of the hand/forearm, which may inhibit surgical access to the
dorsum of the hand. In study II we hypothesised that this supination may be reduced by the addition

of a suprascapular nerve block (SSNB) to the LSIB.

Gold standard for intra- and postoperative pain management for patients undergoing arthroscopic

shoulder surgery has been the interscalene brachial plexus block (ISB). Due to a high incidence of
phrenic nerve block with this technique, diaphragm-sparing alternatives have been investigated. In
study III we hypothesised that the combination of superficial cervical plexus block (SCPB), SSNB

and LSIB would provide a good alternative to the ISB.

4.2 Methods

In study I twenty-five American Society of Anesthesiologists (ASA) physical status I-II patients
scheduled for hand surgery received an ultrasound-guided LSIB with ropivacaine 7.5 mg/ml. The
MEV for a successful block in 50% of the patients (MEVso) was determined by a staircase up-and-
down method. Study II was a double-blind, randomized placebo-controlled study. We measured the

degree of supination (as assessed by wrist angulation) 30 minutes after LSIB with (suprascapular



group) or without (control group) a supplementary SSNB. The surgeons assessed the intra-operative
position of the hand/forearm as either “good” or “poor”. In study III, twenty ASA physical status I-
III patients scheduled for arthroscopic shoulder surgery received a combination of SCPB, SSNB
and LSIB. The blocks were tested 30 minutes after withdrawal of the needle from the last of the
three blocks and we identified the proportion of patients who could be operated under light propofol

sedation, without the need of opioids or artificial airway.

4.3 Results

MEVs in 50% and 95% of the patients who received a LSIB with ropivacaine 7.5 mg/ml were 19
ml [95% confidence interval (CI), 14 - 27] and 31 ml (95% CI, 18 — 45), respectively. In study II,
mean (SD) wrist angulation was lower (33 (27) vs. 61 (44) degrees; p = 0.018) and assessment of
the hand position was better (11/11 vs. 6/11 rated as "good’; p = 0.04) in the suprascapular group. In
study III nineteen out of twenty patients (95%, CI 85 — 100) underwent arthroscopic shoulder

surgery with only light propofol sedation and without any need for an artificial airway.

4.4 Conclusions

MEVys for an ultrasound-guided LSIB with ropivacaine 7.5 mg/ml was estimated to be 31 ml (95%
CI, 18 — 45 ml). The addition of a SSNB to a LSIB can provide a better hand/forearm position for
dorsal hand surgery. The novel block combination of SCPB, SSNB and LSIB is feasible and
provides surgical anesthesia with good intraoperative conditions for surgeons and satisfactory

postoperative analgesia in patients who have had arthroscopic shoulder surgery.



5 Introduction

5.1 Brachial plexus anatomy

Middle scalene

Dorsal scapular n.
Upper trunk
Middle trunk
Suprascapular
Lower trun

Interscalene space

Posterior
cord

Lateral
cord

Subscapular n:
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cord
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Musculo-
cutaneous n.

Radial n.

Median n.

Medial antebrachial Ulnar n.Thoracodorsal n. Lateral
cutaneous n. pectoral n.
Gilroy, Atlas of Anatomy, 3rd ed., Fig. 28.11 B, lllustrator: Wesker/Voll,

©2018 Thieme Medical Publishers, Inc. All Rights Reserved.

C5 spinal n.

Phrenic n.

Anterior scalene

Vertebra prominens (C7)
C8 spinal n.

T1 spinal n.

Common carotid a.

Subclavian a.

Brachiocephalic
trunk

N. to the subclavius
1st rib

Long thoracic n.
Intercostobrachial n.
Medial brachial

cutaneous n.

Medial pectoral n.

Figure 1. Brachial plexus. Gilroy et al., Atlas of Anatomy. All rights reserved. © Thieme 2018,

www.thieme.com

The brachial plexus provides the innervation of the upper extremity and the shoulder!=. It is formed

by the ventral rami of the cervical spinal nerves C5-8 and the first thoracic spinal nerve T1. The

roots of the brachial plexus cross the interscalene groove localized between the anterior and middle



scalene muscles. The roots of C5 and C6 form the superior trunk, C7 forms the middle trunk and of
C8 and T1 the lower trunk. The suprascapular nerve (SSN) and the nerve to subclavius are derived
from the upper trunk. Other nerves of particular interest are the dorsal scapular and phrenic nerves,
which originate from the C5 root and from the C4 (C3 — C5) root, respectively. The long thoracic
nerve originates from the C5-7 roots. Each trunk divides into two branches, the anterior and the

posterior divisions.

Posterior
(dorsal) root

Posterior
(dorsal)
rami

Anterior
(ventral)
rami

Upper trunk (C5-C6)

Middle trunk (C7)
Lower trunk (C8-T1)

Anterior divisions )
of C5-C7 Posterior
divisions
of C5-T1

Lateral cord

Anterior division

Posterior cord of C8-T1

Medial cord
Axillary n. / Axillary a.

cutaneous n.

y

Radial n. Median n.

Gilroy, Atlas of Anatomy, 3rd ed., Fig. 28.11 A, lllustrator: Wesker/Voll,
©2018 Thieme Medical Publishers, Inc. All Rights Reserved.

Figure 2: Roots, trunks, and cords of the brachial plexus. Gilroy et al., Atlas of Anatomy. All rights

reserved. © Thieme 2018, www.thieme.com




Under the clavicle, the trunks reorganize to form three cords surrounding the axillary artery
longitudinally. The anterior divisions of the upper and the middle trunk form the lateral cord. The
posterior cord originates from posterior divisions of the trunks. The medial cord originate from the

anterior division of the inferior trunk.

The three cords give rise to the terminal branches. Three nerves originate from the lateral cord: the
lateral pectoral nerve, the musculocutaneous and the median nerve. However, the median nerve
receives fibers from the medial cord as well. Four other nerves originate from the medial cord: the
ulnar, the medial pectoral nerve, the medial cutaneous brachial and the medial cutaneous
antebrachial nerve. The upper subscapular, the thoracodorsal, the lower subscapular, the axillary

and the radial nerve originate from the posterior cord.

The brachial plexus is complex and anatomical variations have been found in up to 50% of the
patients®. These variations can include all cords and terminal branches. Knowledge about this is

crucial for the understanding why brachial plexus block may fail even in trained hands.

5.2 Peripheral nerve block

A nerve block is a temporary interruption of electrical signals traveling along nerve fibers and can
be achieved by injection of local anesthetic (LA) close to the relevant nerve. The term “peripheral”

is usually applied for nerve blocks performed distal to the spinal and epidural spaces.

Peripheral nerve blocks are used to provide surgical anesthesia, postoperative analgesia, and as a
method to treat non-surgical pain. It offers distinct benefits over general anesthesia (GA) and

provides analgesia that may be superior to other pain management alternatives in selected cases>™®.

10



Patients who have received a peripheral nerve block, spend shorter time in the post anesthesia care
unit, receive less opioids and carry a lower risk of postoperative nausea and vomiting compared to

patients who received GA”.

Peripheral nerve blocks were originally performed by using surface anatomical landmarks and
needle paresthesia to confirm closeness of the needle tip to the target nerve. The nerve stimulator
was introduced in the 1970s. Stimulating the nerve with electrical current may induce contractions
of the target muscle. Consequently, clinicians were no longer dependent on using paresthesia as a

“guide” the clinician during the procedure.

Ultrasound was introduced in routine clinical practice around year 2000 and allowed clinicians to
visualize anatomic structures in real time during the procedure. It thus provided simultaneous
visualization of the actual nerve, needle, spread of LA, and relation to other neighbor structures

close to the actual nerve, e.g. pleura and vessels.

Ultrasound-guided brachial plexus block was first used for the axillary approach in1989 by Ting et
al.'” For infraclavicular blocks it was introduced in 1993 by Wu et al.'!, followed by Ootaki et al. in
2000'2. In 1994 Kapral et al.!> was the first to published on sonographic experience with
supraclavicular brachial plexus blocks. Resolution was initially poor, but improvements in
ultrasound technology soon allowed developers to build high-resolution ultrasound machines.
Sonographic guidance, affordable prices and a user friendly interface, have made ultrasound the

preferable technique for peripheral nerve block guidance today.

However in modern practice, ultrasound and nerve stimulation may be used in combination to
obtain real time imaging and confirm the identity of the targeted nerve. In study II and III we also

applied a manometer to monitor injection pressure in order to avoid pressure induced nerve injury.

11



5.3 Peripheral nerve anatomy and Minimum effective volume

LAs prevent or relieve pain by interfering with normal nerve conduction. Peripheral nerves are
similar in anatomic structure. The axons are surrounded by a loose connective tissue, the
endoneurium. Numerous axons form the fascicle. A layer of connective tissue encircles the fascicle
and is called the perineurium. A dense outermost sheath, the epineurium, surrounds all the fascicles.

Blood vessels are located between the fascicles. A mixed peripheral nerve or nerve trunk consists of

individual nerves surrounded by an epineurium.

Epineurium

Perineurium

Endoneurium

Axon with/without myelin sheath

Fat tissue

Blood vessels: artery and vein

Figure 3: Drawing of a mixed peripheral nerve. Drawing by Sandra Flohr-Madsen

LAs bind to specific receptor sites on the sodium channels in nerves and block the voltage
dependent sodium-influx in the cell. The resting potential becomes stabilized and an action potential

can not longer be provoked. Both the chemical and pharmacologic properties of individual LA

12



drugs determine their clinical properties. LA diffuses from the outer surface of the nerve to its core,
along a concentration gradient. Consequently, nerves located in the outer mantle of the mixed nerve
will be blocked first. The rate of diffusion across the epineurium is determined by the concentration
of the drug, its degree of ionization (ionized LA diffuses more slowly), its hydrophobicity, and the

physical characteristics of the tissue surrounding the nerve'.

LAs have, depending on their pharmacokinetic profile, varying degrees of toxicity. Another major
risk factor is site of LA injection'>!®. Upper limb blocks show an increased risk of systemic LA
toxicity compared to other peripheral nerve blocks'®. Therefore, data on minimum effective
volumes (MEVs) for all relevant LAs at different injection sites are clinically desirable in order to

reduce the total dose of LA.

5.4 Pronation and supination of the hand and forearm

Supination of the hand and forearm usually occurs by lateral rotation of the radius. The responsible
distal muscles are the supinator and brachioradial muscles, which are innervated by the radial nerve.
Biceps brachii is supplied by the musculocutaneous nerve and also contributes to supination of the
hand and forearm. In addition, when the upper limb is extended, supination may be obtained by
lateral rotation of the humerus. The responsible muscles are then the infraspinatus, supraspinatus,
posterior fibers of deltoid, teres minor and the long head of triceps muscles'. The deltoid and teres
minor muscles are innervated by the axillary nerve, and the triceps by the radial nerve. All these
nerves are normally blocked by a successfully performed lateral sagittal infraclavicular brachial
plexus block (LSIB). However, the main lateral rotator of the humerus is the infraspinatus muscle,
which along with the supraspinatus muscle, are innervated by the SSN. This nerve has not been

reported to be affected by LSIB.
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The SSN originates from the upper trunk of the brachial plexus. It contains fibers from the 5th and
6th cervical nerves. After branching off from the upper trunk, the SSN passes caudal to the inferior
belly of the omohyoid muscle to the scapular notch, accompanying the suprascapular vein and
artery. It passes the notch inferior to the superior transverse scapular ligament, before entering the

supraspinatous fossa.
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Schuenke, Atlas of Anatomy Vol. 1, 2nd Ed., Fig. 17.362 D, lllustrator: Karl Wesker,
©2018 Thieme Medical Publishers, Inc. All Rights Reserved.
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Figure 4. Suprascapular nerve course. Gilroy et al., Atlas of Anatomy. All rights reserved. ©

Thieme 2018, www.thieme.com

The nerve is a mixed nerve including both motor and sensory fibers. Motor fibres supply the
supraspinatus and the infraspinatus muscles and sensory fibers innervate the acromioclavicular and

the glenohumeral joints!”!8, SSN does not normally carry sensory fibers to the skin.

One surgeon in our hospital was complaining that the LSIB tended to result in supination of the
hand/forearm, which made surgical access to the dorsum of the hand challenging. We wanted to
explore this original observation by a clinical study. We hypothesized that the supination may be
reduced by the addition of a suprascapular nerve block (SSNB), which potentially would eliminate
the lateral rotation of the humerus, caused by the supraspinatus and particularly infraspinatus

muscle.

5.5 Innervation of the shoulder

The brachial plexus provides all motor and most of the sensory innervation of the shoulder joint.
The anterior shoulder joint capsule is supplied by the subscapular, the axillary and the lateral
pectoral nerves!’. While the first two nerves are derived from posterior cord, the latter originates
from the lateral cord. The axillary nerve innervates the anterior and inferior region of the shoulder
joint, while the lateral pectoral nerve innervates the anterior and superior region. The medial
anterior part is innervated by the subscapular nerve. Although disputed, the musculocutaneous
nerve (originating from the lateral cord) may innervate an anterior and superior part of the shoulder

joint.
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Figure 5. Innervation of the shoulder. Anterior view of the right shoulder. Gilroy et al., Atlas of

Anatomy. All rights reserved. © Thieme 2018, www.thieme.com
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The posterior shoulder joint capsule receives articular branches from the SSN and small branches
from the axillary nerves. The upper region is innervated by the suprascapular and the lower region

by the axillary nerve.
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Gilroy, Atlas of Anatomy, 3rd ed., Fig. 28.30 B, lllustrator: Wesker/Voll,
©2018 Thieme Medical Publishers, Inc. All Rights Reserved.

Figure 6. Innervation of the shoulder. Posterior view of the right shoulder. Gilroy et al., Atlas of

Anatomy. All rights reserved. © Thieme 2018, www.thieme.com
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Three nerves of the brachial plexus contribute to the cutaneous innervation of the shoulder: the
upper lateral brachial cutaneous nerve, a branch from the axillary nerve, the medial brachial
cutaneous and the medial antebrachial cutaneous nerves, both diverging from the medial cord!”. The
first nerve innervates the skin over the deltoid muscle and the medial antebrachial cutaneous nerve
the skin over the biceps muscle. The medial brachial cutaneous nerve innervates, together with the

intercostobrachial cutaneous nerve, the upper medial side of the arm.

The cutaneous innervation of the shoulder’s superior aspect, “the cape region”, is supplied by the
supraclavicular nerves!’. These nerves originate from the lower part of the superficial cervical
plexus (C3-4) and innervate the infraclavicular region, the skin over the pectoralis major and deltoid

muscles and the cranial and posterior parts of the shoulder.
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Gilroy, Atlas of Anatomy, 3rd ed., Fig. 28.29, lllustrator. Wesker/Voll,
©2018 Thieme Medical Publishers, Inc. All Rights Reserved.
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Figure 7. Innervation of the skin. Posterior view of the right shoulder. Gilroy et al., Atlas of

Anatomy. All rights reserved. © Thieme 2018, www.thieme.com
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Figure 8. Innervation of the skin. Anterior view of the right shoulder. Gilroy et al., Atlas of

Anatomy. All rights reserved. © Thieme 2018, www.thieme.com
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Figure 9: Analgesic territory 30 minutes after a selective superficial cervical plexus block

performed on Lars Marius Ytrebo using 5 ml lidocaine 10 mg/ml.

In summary, a superficial cervical plexus block (SCPB), SSNB, and LSIB should theoretically

block all nerves relevant for shoulder surgery.



5.6 The rational for a diaphragm-sparing shoulder block

Interscalene brachial plexus block (ISB) has been the gold standard for intraoperative and
postoperative pain management in patients undergoing shoulder surgery!®*. In expert hands, it has
a very high success rate?!, but may cause a wide spectrum of complications and side effects?'*2>.
The risk of neurological complications, particularly concerning the phrenic nerve, can be explained
by the short distance between the injection site (the interscalene groove) and the phrenic nerve (on
the anterior aspect of the scalenus anterior [figure 10]). There are at least two potential causative

mechanisms that may be involved; cranial LA spread toward the C3-C5 nerve roots and/or anterior

LA spread from the interscalene groove towards the phrenic nerve.
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Figure 10. Anterior cervical triangle. Gilroy et al., Atlas of Anatomy. All rights reserved. © Thieme

2018, www.thieme.com

The incidence of ISB induced phrenic nerve block varies from 20-100%2. Irrespective of which
ISB technique and LA that has been applied, this incidence has not been reported to be <20%2°.
Respiratory dysfunction is usually asymptomatic or short lived. However, Kaufman et al. at a

tertiary referral center for peripheral nerve injcury center covering the entire United States,
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reported 14 patients who demonstrated permanent diaphragm paralysis after ISB?’. The definite
cause of phrenic nerve injury for each patient could not be established, but mechanical, LA toxic
and ischemic origine were discussed. Complications were recorded after both single injection and
following continuous administration of LA. The patients had various degrees of dyspnea. This may
indicate that the real incidence of permanent nerve damage may be higher, because asymptomatic

patients are less likely referred to specialist centers.

Several alternatives to the ISB have been proposed to avoid hemidiaphragmatic paresis/paralysis,

A?12328 and the use of

yet many of them require further confirmatory trials. Lower volumes of L
ultrasound has decreased the incidence of diaphragm paralysis after ISB, but cannot prevent it
entirely®®. Furthermore, additional interventions such as decreasing the LA concentration, digital
compression cranial to the injection site and injection as far lateral as inside the scalenus medius
muscle, have not prevented the effects of LA on the phrenic nerve®®. In the last years some authors

have proposed a C7 root block?’, an alternative supraclavicular block limited to the distal upper

extremity>, and an axillary-suprascapular block®!.

In study 11 we applied SSNB to prevent lateral rotation of the humerus in patients undergoing dorsal
hand surgery. Postblock chest radiographs documented that the combination of LSIB and SSNB
did not cause phrenic nerve paralysis. Based on our anatomy studies and encouraging results from
the previous study, we hypothesized that a combination of SCPB, SSNB, and LSIB would provide
intraoperative anesthesia and postoperative analgesia for patients undergoing arthroscopic shoulder

surgery.
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6 Aims

6.1 Studyl

The aim of the ultrasound-guided LSIB study was to estimate the MEV of ropivacaine 7.5 mg / ml

sufficient for a successful block in 50% and 95% of the patients.

6.2 Studyll

We hypothesized that the addition of SSNB to the LSIB would reduce supination and thereby
improve upper limb positioning for dorsal hand surgery. Our primary outcome measure was the
degree of supination (as assessed by wrist angulation) in patients 30 min after the LSIB, with and
without an additional SSNB. Our secondary outcome measure was the surgeons’ rating of the

adequacy of intra-operative hand/forearm position.

6.3 Study Ill

We hypothesized that a combination of SCPB, SSNB, and LSIB would provide intraoperative
anesthesia and postoperative analgesia for patients undergoing arthroscopic shoulder surgery. The
primary aim was the proportion of patients who could be operated under light propofol sedation, but
without the need for opioids or artificial airway. Secondary aims were patient satisfaction and

surgeons’ judgment of the operating conditions.
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7 Methods study |

7.1 Ethical considerations

The study was in accordance with the Helsinki declaration, approved by the regional ethical
committee of North Norway, and registered at Clinical Trials.gov (NCT01493986). Twenty-five
patients scheduled for hand surgery gave written informed consent to participate in this prospective
study.

The MEYV for a successful block in 50% of the patients was determined by using the staircase up-
and-down method??, which implicated that only 50% of the patients would experience a complete
nerve block using a particular dose. All patients were given written information about the potential
need for supplementary peripheral nerve blocks or GA. However, the ethical considerations were,
that the benefits to future patients of knowing the MEV outweighed the potential discomfort and

risk of complications to the individual study patient.

7.2 The lateral sagittal infraclavicular block

Several infraclavicular brachial plexus block methods have been published®***. At the University
Hospital of North Norway we practice the LSIB method. High success rate, negligible patient
discomfort and a very low risk for pneumothorax have made this block popular among

anesthetists>>>7.

During the block procedure we used triple monitoring to reduce the risk of intraneural injection.

Ultrasound allowed us to observe the relationship between needle and nerve in real time. Nerve
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stimulator was applied using a current of 0.2 mA and 0.1 ms duration at 2 Hz. If a motor response
was obtained, the needle was withdrawn in steps of 1 mm until the response disappeared. Thirdly,

we assessed the resistance to injection manually, and did not inject if the resistance was increased.

venhtral
XI1

11 caudal

cranial 1X @ (

VI
dorsal ARS

Figure 11. The periarterial sector. Schematic drawing in the parasagittal plane of the lateral sagittal
infraclavicular block, showing the axillary artery (A) with clock face orientation (XII o’clock
ventral), the cords and a blue-coloured periarterial sector. The sector extends from III to XI o’clock
and radially 2 cm from the midaxis of the artery. It usually includes the lateral (L), posterior (P) and
medial (M) cords, indicated in their average periarterial positions. The point on average closest to
the cords is at VIII o’clock, immediately outside the arterial wall. The study protocol implied filling
up the sector with LA. The drawing is made by Axel R. Sauter, based on data and a figure from a

previous study>®.
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The needle insertion point was at the intersection between the lower edge of the clavicle and the
medial surface of the coracoid process. Needle advancement was in the parasagittal plane, with
continuous observation of the needle tip, using the in-plane technique. Considering the artery as a
clock face with 12 o’clock ventral, the cords are normally found inside a periarterial sector from 3
to 11 o’clock and within 2 cm from the midaxis of the axillary artery. The aim for the injections was
an even distribution of LA inside this sector only. We did not aim to selectively inject towards
structures assumed to be cords, even if they were located outside the sector. The first deposit was,
as a rule, at 8 o’clock and close to the artery. Subsequent injections were most often made at 6-7
o’clock and 9 o’clock, and usually also at a fourth position, depending on the observed spread of

LA.

7.3 The up-and-down staircase method

The up-and-down method is commonly used to determine minimum effective volume in 50% of
the patients (MEVso) for a particular LA drug >*¥-° for upper limb surgery. By this method, the
first patient will receive a LA volume which is believed to provide sufficient anesthesia. LA volume
for the next patient is determined by the block result of the previous patient. LA volume is
decreased for the subsequent patient if the block was successful and increased if it was as a failure.
Up-and-down method experiments are relatively simple to perform and can be performed with a

relatively small sample size.

We used ropivacaine 7.5 mg/ml in our study. The first patient received 30 ml, which we expected

to be a sufficient anesthetic volume. Successful block was followed by a volume reduction of 2.5 ml
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for the next patient, whereas volume was increased by 2.5 ml in case of block failure. However,

maximum LA volume was limited to 40 ml due to the risk of LA toxicity.

The staircase up-and-down method for large samples was used to estimate the MEVso and its 95%
confidence interval (95% CI)*2. For this plot, we also required a priori a minimum of five negative-
positive up-and down deflections?**°. To estimate the MEV in 95% of patients (MEVos), our
secondary outcome measure, logistic regression and probit transformation were used, applying the
SAS statistical software package (SAS®, V9.2, SAS Institute Inc., Cary, NC, USA). The binary
response in the logistic regression model was failed block (yes/no) with LA volume as the

independent variable.

7.4  Block success assessment

An observer blinded for the block procedure and the injected volume assessed the sensory status of
limb to be operated, before the block (baseline) and every fifth minute for 30 minutes after the

block.

For sensory testing ice cubes were applied to the skin at pre-marked points in the areas of the radial,

median, ulnar, musculocutaneous and medial antebrachial cutancous nerves.

Test points were localized as follows:
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Figure 12: Sensory testing points. Photos of the hand and forearm, (A) from the dorsal (extensor)
and B from the volar (flexor) surface. The arrows indicate the points for testing the sensory state
innervation areas of five terminal nerves: 1: Radial nerve, 2: Median nerve, 3: Ulnar nerve, 4:

Musculocutaneous nerve, 5: Medial cutaneous antebrachial nerve

A four-point sensory scale was applied*!:
0 = normal sensation to cold

1= hypoalgesia, that means the patient feels cold, but less than on the contralateral

side
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2 = analgesia, which means the patient feels touch, but not cold

3 = anesthesia, feeling neither cold nor touch

The block was defined as successful if all five nerves had a score of 2 or 3 within 30 minutes after

completed LA injection.

All patients were followed up by a telephone interview on the first postoperative day and asked
about the block length, average and maximum pain scores after block recovery (using numeric
rating scale, 0-10) and intake of analgesics. The surgical follow up was one week after open
fascietomy for Duputren’s contracture and five weeks after excision of the trapezium bone for
carpometacarpal arthrosis. The patients were asked for signs of peripheral nerve injuries related to

LSIB.
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8 Methods study Il

Clinical experience revealed that a successful LSIB often results in supination of the hand, making
access to dorsal hand surgery awkward. We wanted to investigate the reasons for hand supination
following LSIB and search for an alternative anesthetic method which could solve this clinical

challenge.

8.1 Enrolment

The study was approved by the regional ethical committee of North Norway. The trial was
performed at the University Hospital of North Norway in Tromse from January to April 2014 and in

accordance with the Helsinki Declaration. The study was registered at www.clinicaltrials.gov

(NCT02035774).

We screened 31 patients. Thirty of them were recruited for the study, after written informed
consent, recruited 30 to this study. One of the screened patients was not able to pronate the hand
<15°. The remaining participants were randomly allocated on a 1:1 basis to one of the two groups
using computer-generated patient numbers in sealed envelopes. Patients in the suprascapular group
received a SSNB with 4 ml ropivacaine 5 mg/ml while the control group had a sham nerve block
with 4 ml saline 9 mg/ml. A study nurse opened the sealed envelope and provided either
ropivacaine or saline in an unlabeled syringe for the SSNB procedure. Thus, the patient, block

performer, assistant and assessor were all blinded to group allocation.

Only patients with successful blocks were included in the analysis for primary and secondary

outcome measures.
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Figure 13. CONSORT flow diagram.
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8.2 The suprascapular nerve block

Siegenthaler et al. investigated the ultrasound visibility of the SSN both in the classical posterior

approach and in a new anterior approach (the supraclavicular approach)*?. They were only able to
identify the SSN in the supraspinatous fossa in 36% of the cases, while SSN was visible in 81% of

the volunteers using the supraclavicular approach.

With small modifications, we performed the SSNB as described previously by Siegenthaler et al*.
The patient was in a semi-lateral position with slightly elevated upper body. The linear ultrasound
transducer was initially positioned immediately cranial and parallel to the middle of the clavicle to
provide a cross-sectional view of the subclavian artery and the brachial plexus. Maintaining a short-
axis view of the brachial plexus, the transducer was moved cranially to identify the superior trunk.
While slowly returning the transducer towards the initial position, we could observe the SSN
diverging from its trunk. The SSN was identified in the most craniolateral part of the brachial
plexus cluster area. Tracing it laterally, we slowly slid the transducer to an oblique sagittal position,
in the posterior cervical triangle. Using an in-plane technique, the block needle tip was positioned
just caudal or lateral to the SSN. Correct identification of the nerve, caudal to the omohyoid muscle,

was confirmed by nerve stimulation. We aimed to surround the nerve with 4 ml of the study fluid, if

necessary by repositioning the needle.

The needle tip position relative to the SSN was monitored by ultrasound, nerve stimulation and
measurement of the injection pressure. Motor response at a current of < 0.5 mA, 0.1 ms or injection

pressure > 103 kPa (15 psi) necessitated repositioning of the needle.
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8.3 Block success assessment

The assessor was blinded to group allocation. He recorded the sensory-motor status of the upper
limb and wrist angle before the blocks (baseline), 15 min, 30 min and 60 min after the last block

(LSIB), and then before start of surgery.

We performed sensory testing of the axillary nerve and of all five nerves distal to the elbow, using

ice (touching the skin). A four-divided sensory scale was used:
3 = normal sensation to cold

2 =reduced sensation to cold (hypoalgesia)

1 = no sensation to cold , but feels touch (analgesia)

0 = no sensation to cold or touch (anesthesia)

Note that the scale in the present study differs from the scale used in study 1, by simply being

reversed.

Muscle strength was assessed using the following modified five-point scale**:

5 Normal power

4+ Active movement against gravity and resistance (> 50% of normal power)
4- Active movement against gravity and resistance (< 50% of normal power)
3 Active movement against gravity

2 Active movement with gravity eliminated

1 Flicker or trace contraction

0 No contraction
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SSN power was tested by lateral rotation of the humerus against manual resistance, while the arm
was adducted and the elbow flexed at 90°. The other motor nerves tested were the accessory,
axillary, musculocutaneous, radial, median and ulnar. The accessory nerve was tested by elevation
of the shoulders (trapezius muscle), the axillary nerve by elevation of the arm in the sagittal plane
(deltoid muscle, anterior and lateral parts), the musculocutaneous nerve by flexion the elbow (
biceps brachii muscle) while the forearm was supinated, radial nerve by wrist extension and by
extension of the elbow (triceps brachii muscle), the median nerve by flexion of the distal phalanx of
the index finger (flexor digitorum profundus muscle) and the ulnar nerve by abduction of the fifth

finger (abductor digiti minimi muscle).

Thirty minutes after the block procedures, the SSNB was judged as successful if the motor score
was < 2 and LSIB successful if the sensory score for each of the five nerves distal to the elbow was

0 or 141,45

To measure the wrist angle, an electronic water level apparatus was used. It was positioned dorsally
on the wrist, between the styloid processes of the radius and the ulna. During measurement, the
patient was supine on a horizontal table while having the fully extended upper limb 75° abducted.
Prior to the recording, we asked the patient to pronate as much as possible. The wrist angle was the
angle between the table plane (at 0°) and the plane contacting the dorsal aspect of the wrist at the

interstyloid level. The angle recorded was the mean of the three repeated measurements.

The surgeons assessed the intra-operative position of the hand/forearm as either "good or "poor’

without knowing the group allocation of the patients.

In the follow-up 1 — 2 weeks after the operation, the patients were asked about peripheral nerve
injuries (numbness, abnormal sensations, tingling), abnormal pain and reduced strength in the

operated upper limb. The surgeon also tested the muscle strength for the suprascapular and
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accessory nerve. In addition, the patients were asked if they had noticed a hematoma or any other

problem at the insertion sites.

8.4 Statistics

The study was powered to show a difference in wrist angulation 30 min after completion of the two
nerve blocks. Clinical experience indicated that surgeons would not be satisfied with a wrist angle
greater than 20°. We assumed the suprascapular group would achieve a wrist angle of <20° and
performed a power calculation anticipating a minimal angle difference of 20° between the
suprascapular and the control group using a standard deviation equal to 5° and 10° in the groups,
respectively. The study only needed five patients in each group when using a significance level of
5% and a power of 80%. However, the number of participants was increased to 30 patients to
ensure sufficient power to detect a smaller group difference and to account for dropouts. With 11

patients in each group, the study had 80% power to detect a difference.

Ordinary linear regression models were used to assess changes in wrist angulation from baseline to
follow-up measurement at 30 min. Linear mixed models were used to test for differences in wrist
angulation from baseline over four repeated measures (15 min, 30 min, 60 min and before surgery
in theatre). An unstructured covariance matrix was specified to control for dependencies between
repeated observations. In separate models, two-way interactions were assessed by including cross-
product terms between group and indicator variables of time. In all regression models with wrist
angulation as the dependent variable, we adjusted for the baseline value of angle. Residual analyses
verified the model assumptions. The Mann—Whitney U-test was used to assess differences in lateral
rotation force of the humerus at each time point and the surgeons’ evaluation of the hand position

was analysed using the Fischer’s exact test. In separate analyses, we used the intention-to-treat
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principle and assessed group differences for all 30 patients who were randomly allocated, without
exclusion of patients with unsuccessful suprascapular and/or lateral sagittal infraclavicular brachial
plexus blocks. Statistical analyses were performed using the Statistical Package for Social Sciences

(SPSS) program version 21.0 for Windows.
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9 Methods study Il

In study II we learned that the combination of LSIB and SSNB may provide adequate anesthesia to
all relevant nerves to the shoulder joint. The suggestion of using a combined infraclavicular block
and a selective SSNB for shoulder anesthesia, had been put forward by Martinez et al in 20034,
They combined infraclavicular plexus block with SSNB for humeral head surgery in a patient with
respiratory failure. In study III, we hypothesized that our new block combination, when

supplemented by a SCPB, would provide a good alternative to the ISB.

9.1 Ethical considerations

The study was approved by the Institutional Board at the University Hospital of North Norway
(registration number 0472) and registered at Clinical Trials.gov (NCT02809144). The trial was
performed at the University Hospital of North Norway (Tromse and Narvik) from April to
November 2016, in accordance with the Helsinki Declaration. Written informed consent was

obtained from 20 patients scheduled for arthroscopic shoulder surgery.

The need of three injections (LSIB, SSNB, SCPB), change of patient’s body position, and change of
needle type during the procedure, make our triple block method more time consuming compared to
the ISB*! and the patients may experience more discomfort than during the single block procedure
of ISB. However, ISB carries the risk of phrenic nerve block, even when using a low volume of LA

3,21,23,25,2847-51 ‘Moreover, low volume ISB is

and when injecting it at different interscalene positions
unlikely to block the supraclavicular nerves (which innervate the skin of the “cape region”
overlying the shoulder joint). As for the combined block of LSIB and SSNB, low volume ISB

would therefore demand a supplementary SCPB, if not relying on preoperative supplementary LA

by the surgeon. Accordingly, we proposed that our new block combination is a good alternative to
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ISB in patients with impaired respiratory function and/or obesity. Therefore, we considered the

benefits of the study to outweigh any patient discomfort.

9.2 The superficial cervical plexus block

Performance of the LSIB and the SSNB were performed as described in study I and II, respectively.

In study IIT we applied the same volume and the same concentrations of ropivacaine.

To reduce the risk of intraneural needle tip position during the SCPB, the relationship between
needle and nerve was carefully observed by ultrasound. Moreover, a sensory nerve stimulator
response by a current < 0.3 mA, 0.1 ms and 2 Hz or an injection pressure > 103 kPa (15 psi)

necessitated a small retraction of the needle.

We used a slight modification of the method first described by Tran et al*2. Before the insertion of
the block needle, the skin was infiltrated with 1-2 ml lidocaine 10 mg/ml. The probe was placed
axially, just below the midpoint of the sternocleidomastoid muscle, to visualize the intermuscular

plane between the sternocleidomastoid and the scalene muscles.

The needle was slowly advanced from posterolateral to anteromedial in this potential space, using
the in-plane technique. The patient was instructed to signal paresthesia toward the clavicle or
shoulder, while receiving a current of 0.3—0.8 mA, 0.1 ms, 2 Hz. Five ml ropivacaine 5 mg/ml was
injected in the described interfascial space, while trying to avoid distribution medial to the
interscalene groove. The supraclavicular nerves can often be visualized by ultrasound. We did not
perform a more comprehensive scan due to the fact that our technique relied solely on injection of

LA agents in the intermuscular plane.Block success assessment
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Sensorimotor status of the upper limb and the cervical area was assessed at baseline and 15 and 30

minutes after completion of the blocks.
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Figure 14. Cutaneous innervation of the upper limb, frontal view. Gilroy et al., Atlas of Anatomy.

All rights reserved. © Thieme 2018, www.thieme.com
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Figure 15. Cutaneous innervation of the upper limb, dorsal view. Gilroy et al., Atlas of Anatomy.
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We performed sensory testing by applying an ice cube on pre-marked points in the areas of the

supraclavicular, intercostobrachial, axillary, medial brachial cutaneous, musculocutaneous, medial
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antebrachial cutaneous, radial, median and ulnar nerves. Supraclavicular test points were at the soft
spot and at the upper border of the clavicle in the midclavicular line. The soft spot is the posterior
portal used for shoulder arthroscopy. It is formed by the interval between the infraspinatus and teres
minor muscles, approximately 2 cm caudal and 1 cm medial to the postero-lateral tip of the

acromion. For sensory scores we used the same 4-point scale as in paper II.

Muscle power was assessed using the modified five-point scale as described for study II. SSNB was
tested by the force for lateral rotation of the humerus against manual resistance, while the arm was
adducted and the elbow flexed at 90°. The axillary nerve was tested by elevation of the extended
upper limb in the sagittal plan. The other nerves tested by muscle power were the subscapular,

musculo-cutaneous, radial, median and ulnar nerves>>.

Block success was assessed at 30 minutes after withdrawal of the needle upon the last of the three
blocks. The SCPB was judged successful if the sensory score at both test points was 0 or 1. SSNB

was successful if the motor score was <2 and LSIB if the axillary sensory score was 0 or 1.

All patients were interviewed in the recovery room and by phone approximately 24 hours after the
surgery was completed. In the recovery room, post-operative nausea and vomiting, pain at rest
(numeric rate scale 1 — 10), medication, signs of Horner’s syndrome, hoarsness, dyspnea or
dysphagia were recorded. The same questions were repeated on day one. Additonally, we asked
about time to pain debut, average and maximum pain scores at rest (numerical rating scale 1 -10)
and patients” total intake of analgesics. The surgeons assessed the operative conditions in the

recovery room, immediately after surgery.
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10 Results

10.1 Study |

The patients received ropivacaine 7.5 mg/ml volumes in the range of 12.5-30 ml. The MEVs in
50% and 95% of the patients were 19 ml [95% confidence interval (CI), 14-27] and 31 ml (95% CI,

18-45), respectively.

As foreseen by the study design, 10 out of 25 blocks were assessed as failures according to our
definition. Two patients needed supplementary peripheral nerve blocks before surgery. None of the

25 patients received deep sedation or GA during surgery.

Eight patients reported paresthesia, but none of them were found to have nerve dysfunction at the
follow up consultations. We observed two vascular punctures (one from a skin vessel and another
from the axillary vein). There were no signs of local anesthesia systemic toxicity (LAST) or

pneumothorax.

All patients were contacted by phone after surgery. Three patients did not show up at the surgical
follow up consultation five weeks after surgery. None of the patients who met at the follow up

clinic suffered from any nerve injury.

10.2 Study Il

There was no significant difference regarding gender, body mass index or side of surgery (right/left
hand). The LSIB was successfully blocked in 24 out of 30 patients. The SSN was sonographically

identified in all patients using ultrasound and confirmed by nerve stimulation. The nerve was
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successfully blocked in 12 out of 15 patients in the suprascapular group and in 2 ut of 15 patients in

the control group.

When only considering the patients with successful nerve blocks, we found a significantly lower
mean (SD) wrist angulation at 30 min in the suprascapular group compared with the control group,
when adjusted for baseline (33 (27) vs. 61 (44) degrees; p = 0.018). Mean wrist angulation adjusted
for baseline was also lower in the suprascapular group over all repeated time points (p = 0.014). The
difference between the two groups did not vary over time as the test of interaction between time and
group was not significant (p = 0.23).

The surgeons’ assessment of the hand/forearm position was rated as good for all 11 patients in the
suprascapular group. This was in contrast to the control group, where only 6 of 11 achieved that
score (p = 0.04).

Interestingly, the axillary nerve was well blocked in all 30 patients.

No patient demonstrated signs of LAST. In the suprascapular group, there was one vascular
puncture of the axillary artery and transient paresthesia in two other patients. None of the patients
complained of respiratory distress. Chest radiograph did not demonstrate pneumothorax or signs of
phrenic nerve palsy in any patient. Three patients in the control group demonstrated temporary
Horner’s syndrome. The accessory nerve was not affected by the SSNB.

Follow-up by the surgeons revealed no patients with sensorimotor deficit or soft tissue injury.

10.3 Study Il

Nineteen out of 20 patients (95%, CI 85-100) underwent arthroscopic shoulder surgery with light
propofol sedation but without any need for opioids or artificial airway. Propofol dose given was 1.4

(0.4-2.6[0.0-3.4]), median (IQR [range] mg/kg/t. One patient had a successful block, but felt uneasy
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in the beach chair position. After starting light propofol sedation, she became restless and therefore
received GA. Two patients reported slight discomfort intraoperatively, pain score 1 - 2 (numeric
rating scale 0-10), located at the posterior portal (soft spot). Both were offered analgesics, but

refused.

Four patients did not fulfil the block success criteria for SCPB, SSNB and/or LSIB at 30 minutes,
which resulted in a block success rate of 80%. One patient failed the midclavicular SCPB-test at 30
minutes, but met the success criteria 10 minutes later. SSNB failed in three patients. In two of these
patients the SSN effect was successful at 45 and 90 minutes, respectively, after the last block. The
last patient retained SSN mediated muscle power score 4- up to the time of surgery. In spite of this
suboptimal score, we decided to proceed to surgery. The precondition was, by the slightest
intraoperative pain, to convert to GA. However, the patient did not experience pain during surgery

and received only propofol according to the protocol.

We observed no signs of LAST. There was one vascular puncture: LSIB, and 4 patients reported

paresthesia: SSNB (n=2), SCPB (n=1), and LSIB (n=1).

In the post-anesthesia care unit only one patient reported a pain score of 2 (numeric rating scale 0-
10). Remarkably, the other patients were pain free. None of the patients suffered from
nausea/vomiting, dyspnea, hoarseness or dysphagia. One patient demonstrated temporary Horner’s

syndrome.

The surgeons were satisfied with the working conditions in 19 of 20 patients.

One patient was excluded from postoperative day 2 data analyses because of protocol violation (he

was given dexamethasone intravenously during the operation).

On the first postoperative day, no patient reported nausea/vomiting, dysphagia, dyspnea or

hoarseness. Time to pain onset was 12.5 (11.7 — 14.8 [7.6 — 15.6]), median (IQR [range]) hours.
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Average pain score at rest was 0 (0-2.3 [0 - 6]), median (IQR [range]) and maximum pain score was
5(3.5-8.5 [0 - 10]), median (IQR [range]). During the first postoperative 24 hours the analgesic

consumption was 40 (30 — 60 [0 - 100], median (IQR [range]), mg oral morphine equivalents.

46



11 Discussion study |

11.1 Validity and limitations

The MEV data found in this study are only valid for ropivacaine 7.5 mg/ml and when injected as
described in the method section of study I. Any other LA and/or block method is likely to result in
different results. The MEVoys of 31 ml fit well with our clinical experience and has become the

standard dose for the LSIB at the University Hospital of North Norway.

Regarding other MEV studies of infraclavicular blocks, Tran et al. calculated MEVyo for the LSIB

133. However,

to be 35 ml (95% CI, 30-37.5 ml) using lidocaine 15 mg/ml with epinephrine 5 pg/m
appropriate comparison between these two studies was hampered by major methodological
differences. Tran et al. injected LA as a single deposit, whereas our study allowed more than one
deposit. This creates a double bubble sign as described by the authors. The sign consists superiorly
of the axillary artery (in short axis) superimposed on an inferior bubble created by the LA injection.
If necessary, the needle was repositioned to obtain the double bubble. The LA bubble then contacts
or is close to only a small dorsal segment of the artery*. This contrasts our method where LA
initially covers 2/3 of the arterial circumference, in a sector usually including the cords®®. This

1384154 "in which they

method was based on previous work by Klaastad et al. and Sauter et a
documented the rational for injection of LA at 8 o’clock with the aim to cover the periarterial 3-11
o’clock sector (figure 11). Furthermore, in the study by Tran et al., block success definition and

dose-finding methodology (biased coin design up-and-down sequential method) were also different

from our study™.
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The MEYV for the infraclavicular costoclavicular block was recently calculated. Using lidocaine 15
mg/ml with epinephrine 5 pg/ml the estimated MEV9o was found to be 34.0 mL (95% CI, 33.4-34.4
mL)>, which is in line with the findings by Tran et al**. The similarity may surprise since the cords
are tightly clustered at the medial target of the costoclavicular method (short LA distribution
distances), while separated from one another at the lateral target of the “bubble” method and the

LSIB (longer LA distribution distances).

Implementation of ultrasound-guided peripheral nerve blocks has enabled clinicians to be more
accurate and precise in the application of LA. This has supported a trend towards the use of lower
volumes and concentrations of LA, which implies a need to redefine MEVs for the most popular
LAs. Moreover, Ultrasound has also enabled clinicians to perform selective injections towards or
around the individual brachial plexus cords®®. Accordingly, alternative injection techniques may

decrease MEVos even further for ropivacaine 7.5 mg/ml, yet this hypothesis remains to be studied.

Another limitation of this study is the inclusion criteria. Although our patients were all ASA class I
or II, their age and BMI ranged considerably. Saric et al. have showed that elderly patients (> 65
years) needed less LA compared to younger control patients receiving a supraclavicular block®’. We
studied relatively healthy individuals with a mean age (SD) of 57.6 (7.7) years. MEVos of elderly
patients with or without comorbidities should be included in future protocols, because they

represents an ever increasing group of patients.
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11.2 Minimum effective volume methods

We decided to apply the staircase up-and-down method for this study?2. To assess the 50th quantile,
an initial dose/volume/concentration is selected. The selected value can be chosen because it
represents the lowest value expected to result in a successful block (minimum
dose/volume/concentration) or the one closest to the median dose/volume/concentration.
Alternatively, it can be selected in an arbitrary fashion. Subsequent doses, volumes, or

8. This allows us to

concentrations are determined based on the response of the previous patien
determine MEVs0 and to estimate MEVos by applying logistic regression and probit transformation.
The staircase up-and-down method returns a relative wide confidence interval indicating the

uncertainty about the clinical true MEVos. This is partly due to a small sample size, but other factors

may have contributed as well®.

The LSIB method is based on magnetic resonance imaging of 20 healthy young volunteers, where
the periarterial sector was first described*®. Hence, any anatomical variation may alter efficiency
and effectiveness of 31 ml ropivacaine 7.5 mg/ml. Patients were carefully selected according to
inclusion and exclusion criteria, so variation due to mixed study population should not represent a

major bias.

Other dose-finding methods could have been applied. A comprehensive review by Saranteas et al.
outlines other potentially useful approaches™®. They argue that one risk in the up-and-down design
lies in a poor selection of the initial dose, which will bias the outcome. Another main weakness of
this design is that by targeting MEVso the accurate estimation of higher quantiles far from the
midpoint will cause a significant bias when estimating MEVys. We chose to start with 30 ml, which

was thought to be close to the clinical relevant effective volume for this particular block. MEVso
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was found to be 19 ml and MEVos estimated to 31 ml with a rather wide confidence interval of 18-

45 ml.

The biased coin design and the continual reassessment method are two other methods discussed by

1°%. Both methods have a close mean square error and confer a better precision of the

Seranteas et a
confidence interval. The biased coin design is a randomized variant of the up-and-down method,

which does not require symmetry of the tolerance distribution.

The continual reassessment method integrates known information including patient outcome, which
in combination with patient data, defines the next dose given to the subsequent patient. This method
reduces the number of participants needed. An advantage of the continual reassessment method is
the reduction in administration of ineffective volumes and thus a reduced number of failed blocks.

The risk of achieving toxic levels of LA is a potential danger of this method.

Combining the information from the current dataset underpins our clinical practice. A smaller CI
would probably have been achieved if an alternative MEV method was chosen. However, 31 ml of
ropivacaine 7.5 mg/ml has become a recommended volume when performing LSIB at the

University Hospital of North Norway.
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12 Discussion study Il

12.1 Optimal hand position for dorsal hand surgery

When considering only those patients with successful nerve blocks, our study confirmed the
observation from our surgeons that LSIB is likely to cause supination, as demonstrated by the
increase in wrist angulation (supination) in the control group. The novel combination of a SSNB
and LSIB significantly reduced the amount of supination allowing a improved intra-operative hand

position.

Wrist angle range was quite wide in both groups. In an attempt to explain this variation, it was
necessary to review some functional shoulder anatomy. The two major muscular forces that
determine the position of the scapula in the transverse plane are serratus anterior (innervated by the
long thoracic nerve) and pectoralis minor (innervated by lateral and medial pectoral nerves). These
muscles pull the scapula anteriorly along the rib cage, whereas trapezius (innervated by the
accessory nerve) and rhomboid major and minor (innervated by the dorsal scapular nerve) pull it
posteromedially. LSIB target the cords of the brachial plexus and is likely to have an effect on the
lateral and medial pectoral nerves, as they originate from these structures. In some patients, the LA
may theoretically also reach the long thoracic nerve, but is unlikely to reach the more distant dorsal
scapular and accessory nerves. These effects could result in posteromedial displacement of the

scapula, which is associated with lateral orientation of the glenoid cavity and lateral rotation of the

humerus and thus supination of the forearm and hand when the elbow is extended. This might
explain why some of the patients in the suprascapular group also developed a large degree of

supination.

51



Thirty minutes after the nerve blocks, 7 of 11 patients in the suprascapular group had wrist angles
above 20°. However, all of them obtained a ‘good’ rating by the surgeons for their intra-operative
hand/forearm position. This can be explained by the fact that the surgeons’ assessment of hand
position was undertaken sometime after performance of the nerve blocks (median 2.3 hrs). By that
time, wrist angulation had improved and only three patients had angles above 20°. Moreover, all 11
patients became paralytic for lateral rotation of the humerus. When the surgeons pronated the hands
of these patients, we assume they sensed no or minimal muscular resistance. Hence, we believe that
this has probably facilitated an improved hand position and favored a positive score from the

surgeons.

12.2 Suprascapular nerve block (SSNB) - the new approach

The classic SSNB been performed via a posterior approach targeting the nerve close to the
suprascapular notch or within the supraspinatous fossa. In 2012 Siegenthaler et al. presented an
alternative method with an anterior access*?. It was based on ultrasound studies of volunteers
(without using needles) and cadaver dissections with needle insertions to assess the precision of
their new approach. In study II we chose the Siegenthaler method, primarily because it offered
better sonographic visualization of the nerve than the classic method. A case report with favorable
use of the new method was published by Hackworth et al 2013 and followed by Rothe et al. who
performed a study on volunteers without subsequent surgery®'. Their LA dose was 1 ml lidocaine
20 mg/ml and the blocks were successful in 8 of 11 attempted cases. To our knowledge, we were

the first to investigate Siegenthaler’s block in a clinical study of elective surgical patients.
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The LA dose was semi-arbitrarily chosen as 4 ml ropivacaine 5 mg/ml. Nevertheless, 3 out of 15
patients did not meet the success criteria. This could be explained by a rather strict success criterion.
The SSNB was judged as successful only if the motor score was < 2 after 30 min. This is a very
demanding criterion that has retrospectively been challenged by ourselves®* and others’!. The
MEVys for the SSNB is not known and should be determined in order to define the most appropriate
dose. In our study SSN was completely surrounded by LA in all patients and should therefore been
successfully anesthetized. Of interest in this context is the observation that the SSN was, in many
of the study patients, embraced by a hyperechoic 1 to 2 mm thick ring. We believe this could
represent dense perineural connective tissue, which may have impeded LA penetration to the nerve.
Unfortunately, we did not systematically record the presence of this ring in all patients. We can
therefore not make any firm conclusion on the relation between perineural connective tissue and

effects of LA.

12.3 The block combination and the phrenic nerve

The SSNB could potentially affect the phrenic nerve by medial or cranial spread of LA. A chest
radiograph was therefore taken as soon as possible after the block measurements at 60 min.
Although this investigation delayed start of surgery, we found it both necessary and useful to
document diaphragm function in both groups. All chest radiographs were assessed by a radiology
consultant who was blinded for the randomization code. No signs of asymmetry of the diaphragm
was detected in any of the 30 patients, which made any phrenic nerve involvement unlikely. Today

we would probably use US to measure diaphragm excursion for this purpose®?.
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We chose the anterior supraclavicular approach to the SSN in both study II and study III.

Relevant for anterior SSNB is the position of SSN lateral to the supraclavicular clusters of the
brachial plexus. The phrenic nerve is located on the anterior surface of the scalenus anterior muscle.
Both of these structures are medial to the mentioned clusters, and not far from the injection site of
SSNB. In study II ultrasound-guided anterior SSNB and LSIB was administered in 15 patients in
the intervention group, while 15 patients in the control group received LSIB and a sham SSNB. In
all 30 patients we measured the distance from SSN (medial aspect) to the brachial plexus (lateral
aspect). Median distance was measured as 6.5 mm (range 2 — 17 mm), which again reminded us

about the potential for LA spread to the phrenic nerve when performing this block.

For the SSNB we slowly injected 4 ml ropivacaine 5 mg/ml and aimed to get a circumferential LA

distribution around the nerve and avoiding spillover to the brachial plexus.

Regrettably, both blocks were administrated before sensory-motor testing was performed.
Therefore, we could not determine if SSNB had a true selective effect on SSN, without effect on the

other brachial plexus nerves.

Rothe et al. did find that the anterior approach for SSNB also had an effect on other brachial plexus
nerves, where one of 11 volunteers temporarily experienced an effect on the musculocutaneous and
radial nerves®!. Whether LA also reached the phrenic nerve (by medial or cranial spread), could not
be determined since the authors did not investigate diaphragmatic motility by ultrasound or chest x-

rays.

For ultrasound-guided LSIB we administered 31 ml ropivacaine 7.5 mg/ml. As described above all
30 patients had normal chest radiography approximately 75 minutes after block completion. No

patient developed respiratory difficulty.
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To our knowledge, there is only one case report of transient hemidiaphragmatic paresis after
ultrasound-guided LSIB described in literature®. The patient received an ultrasound-guided LSIB
with a volume of 30 ml ropivacaine, 5 mg/ml. The block was successful after 30 minutes, but the
patients reported respiratory discomfort after 40 minutes. Supine chest x-ray after surgery showed
an elevated hemidiaphragm which returned to normal position after block resolution. Because of the
long distance between the needle insertion point and the course of the phrenic nerve and a low
volume of LA used, the authors suggested with the existence of an accessory phrenic nerve

(anatomical variation) in this patient.

We do recognize that the effect on the phrenic nerve from SSNB and/or LSIB should be examined

by large scaled studies, ideally using sonography or possibly respiratory function tests.

12.4 Limitations

The block sequence of our study was SSNB before LSIB. Measurement of the wrist angle and the
sensorimotor status was obtained after both blocks. Therefore, we could not determine the precise
degree to which a SSNB reduces the supination associated with LSIB. Another limitation was that
data related to our primary (wrist angulation) and secondary (hand position) aims were not obtained
at the same time point. Hence, this study did not allow us to perform direct comparisons at 30
minutes. However, we consider wrist angulation and power of lateral rotation of the humerus to be

the main determinants of optimal hand/forearm positioning for dorsal hand surgery.
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13 Discussion study Il

13.1 The novel block combination for arthroscopic shoulder surgery

Theoretically, each component of our triple block may affect the phrenic nerve. The SSNB and
LSIB are discussed earlier. To our knowledge, there are no reports of phrenic nerve block due to
ultrasound-guided SCPB. For LA to reach the phrenic nerve, it would primarily have to penetrate
the prevertebral fascia, then diffuse into the interscalene cleft and to the superficial aspect of the
anterior scalene muscle. This seems unlikely as long as LA is carefully injected the intermuscular
plane between the sternocleidomastoid and the the scalene muscles. Confident in identifying this
space and inserting the needle into it, we have not been concerned about the risk of phrenic nerve
effect, when performing this block. Nevertheless, to minimize any risk of phrenic nerve block we
piloted different volumes and found 5 ml ropivacaine 5 mg/ml appropriate. This was a smaller LA

volume (dose) than in SCPB studies by Tran et al. and Giirkan et al. >4,

Several variants of ISB have been studied to reduce the incidence of hemidiaphragmatic paralysis.
They included proximal digital compression of the interscalene cleft to inhibit cranial distribution of
LA, low volume or low concentration of LA and administration of LA lateral to the sheath of the
brachial plexus. None of them reduced the incidence of paralysis to below 20%2°. We believe that
the diaphragmatic risk of our alternative block (the triple block) is smaller, but this needs to be

confirmed in a large-scaled study.
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The novel combination of a SCPB, a SSNB, and an LSIB provides an alternative anesthetic
modality for arthroscopic shoulder surgery. The need of three injections and change of patient’s
body position make the block procedure time longer than for ISB*'. However, also low volume ISB
requires the addition of SCPB to provide surgical anesthesia, in the area of the supraclavicular
nerves. Diaphragm-sparing alternatives to ISB are requested for patients with reduced respiratory
function. We think that any prolongation in block performance of the alternative method is then

justified.

Our novel block combination causes palsy/paresis of the four sensorimotor nerves distal to the
elbow (the musculocutaneous, radial, median and ulnar nerves), which makes the hand less
functional during the day of operation. In contrast, the ISB does usually not affect all distal
peripheral nerves, especially not the ulnar nerve®!. Minimal motor power in the operated limb is
actually a small concern of our surgeons since they do not recommend active or passive
mobilization of the shoulder before postoperative day one. We do recognize that a few patients are
uncomfortable about having a powerless limb for hours after the operation, but our impression is
that this was considered a minor problem. To our experience good preoperative information is
paramount to avoid any misunderstandings related to postoperative upper limb function and such
information may also have a significant impact on how satisfied they are with the patient

experience.
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13.2 SSNB success criterion

ISB has a very high success rate which has been reported to be close to 100%?2°. In our study we
found a success rate for the primary aim of 95% (19 out of 20 patients could be operated). The
irregular patient received GA because of discomfort, not block failure. But four patients did not
fulfill the block success criteria at 30 minutes, which resulted in a block success rate of 80%. Three
of the 4 patients failed the SSN test. We think that our original success criterion (< 2) may have
been more strict than necessary. A less demanding power score < - 4 may be acceptable, which
agrees with our later clinical experience and seems to be in line with the success definition of Rothe

et al®l,

13.3 Adverse events

Postoperatively, none of our patients suffered from nausea/vomiting and only one patient reported a
pain score of 2 (numeric rating scale 0-10), while the others were pain free in the post anesthesia
care unit. Neither dyspnea, hoarseness or dysphagia was observed. One patient had temporary
Horner’s syndrome. The low incidence of side effects and adverse events in our study underline the

feasibility of the triple block method and should be confirmed in a future randomized study.

Regarding the risk of LAST, the total LA dose in the current study (including three blocks) was
277.5 mg ropivacaine. This is slightly below the commonly referred maximal dose of 300 mg for

peripheral nerve blocks in Norway (www.felleskatalogen.no). None of the patients showed signs of

LAST. Wank et al.®® used a similar high dose of ropivacaine without any serious side effects. We
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think that the LSIB-dose may be reduced for shoulder patients, further minimizing the risk of

LAST.

13.4 Limitations

The sample size in study III was only 20 patients, based on a power calculation assuming a block
success rate of 90% with a confidence interval of + 13%. A larger patient number from other

centers will be a nice supplement to this first feasibility study of a novel method.

The SSN seldom has cutaneous innervation®®’, A motor test was therefore used to test SSNB. This
was done by testing the force of lateral rotation of the humerus, while the arm was adducted and the
elbow flexed at 90°. The infraspinatus muscle is most important for this movement. The other
external rotators of the shoulder are the teres minor muscle and posterior fibers of the deltoid
muscle, both innervated by the axillary nerve. However, the axillary nerve was regularly blocked by

the LSIB and should not have an effect on the SSNB motor test.

In our shoulder study we did not examine the patients for phrenic nerve block. In future
investigations of our triple block method, the diaphragmatic function should be sonographically

controlled in all patients and a large-scaled study.
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14 Conclusions

14.1 Study |

For hand and forearm surgery using the ultrasound-guided LSIB with ropivacaine 7.5 mg/ml the

MEVs0 and the MEVos were 19 ml (95% CI, 14-27) and 31 ml (95% CI, 18-45), respectively.

14.2 Study Il

The addition of a SSNB to a LSIB results in less wrist supination and an improved hand/forearm
position in patients scheduled for dorsal hand surgery when compared to conditions after

infraclavicular block alone.

14.3 Study Il

The novel combination of SCPB, SSNB and LSIB, is feasible and provides surgical anesthesia and

satisfactory postoperative analgesia in patients scheduled for arthroscopic shoulder surgery.
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15 Perspectives

Data from study I-1II should be followed up by future clinical trials. The following issues are of

particular interest:

Study I

a) Sonographic techniques are continuously improving and users are increasingly able to
identify structures of the plexus brachialis in more details. Recognition of the individual
cords will most likely contribute to further reduction in MEV for the LSIB as LA may be
injected selectively to/around the cords. Furthermore, a more selective block will most
likely also allow us to use a lower concentration of LA. Further MEV studies with a
selective block of the cords should be undertaken.

b) The number of elderly patients is increasing and this will be reflected in the operating
room. The influence of patient age on the required volume/dose of LA for our triple

block should be determined.

Study II

c) MEVoys for the SSNB using ropivacaine 5 mg/ml is not known and should be

investigated.
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Study 11

d) Our study showed that arthroscopic shoulder surgery is possible using the novel shoulder
block without GA. For both arthroscopic and open shoulder surgery, ISB and our novel
shoulder block should be compared by a randomized controlled trial. The studies should
analyze peroperative anesthesia, postoperative analgesia and the incidence of

hemidiaphragmatic paralysis.
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Background: Ultrasound guidance has been shown to reduce
the minimum effective volume (MEV) of local anaesthetics for
several peripheral nerve blocks. Although the lateral sagittal
infraclavicular block (LSIB) is a well-established anaesthesia
method, MEV for this technique has not been established. Our
aim with this study was to determine the MEV using ropivacaine
7.5 mg/ml for the LSIB method.

Methods: Twenty-five adult American Society of Anesthesi-
ologists physical status I-II patients scheduled for hand surgery
received an ultrasound-guided LSIB with ropivacaine 7.5 mg/
ml. A successful block was defined as anaesthesia or analgesia
for all five sensory nerves distal to the elbow, 30 min after local
anaesthetic injection. The MEV for a successful block in 50% of
the patients was determined by using the staircase up-and-down
method introduced by Dixon and Massey. Logistic regression
and probit transformation were applied to estimate the MEV for
a successful block in 95% of the patients.

Results: The patients received ropivacaine 7.5 mg/ml volumes
in the range of 12.5-30 ml. The MEVs in 50% and 95% of the
patients were 19 ml [95% confidence interval (CI), 14-27] and
31 ml (95% CI, 18-45), respectively.

Conclusions: For surgery distal to the elbow, the MEV in 95%
of patients for an ultrasound-guided LSIB with ropivacaine
7.5 mg/ml was estimated to be 31 ml (95% CI, 18-45 ml). Further
studies should determine the factors that influence the volume
of local anaesthetic required for a successful infraclavicular
block.
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© 2013 The Acta Anaesthesiologica Scandinavica Foundation
Published by Blackwell Publishing Ltd.

ERFORMING regional anaesthesia with a
minimum effective volume (MEV) of a local
anaesthetic (LA), may reduce the risk of systemic LA
toxicity.! This is of particular interest if a patient
requires more than one block. Ultrasound guidance
for peripheral nerve blocks may reduce the volume
of LA required, because it allows real-time observa-
tion of the needle, nerves and LA distribution.
Minimal volumes of LA have been reported for
interscalene’ and axillary®® blocks, but not for
supraclavicular®® and not consistently for infracla-
vicular methods.""* The lateral sagittal infraclavicu-
lar plexus block (LSIB) is a well-established method
for surgery distal to the elbow.”*'® However, its
MEYV for a given LA has not yet been determined.
The goal of the present study was to estimate this
volume for ropivacaine 7.5 mg/ml, when given for
an ultrasound-guided LSIB.

Acta Anaesthesiologica

Methods

The study was in accordance with the Helsinki
declaration, approved by the regional ethical
committee of North Norway, and registered at
Clinical Trials.gov (NCT01493986). Twenty-five
patients scheduled for hand surgery gave written
informed consent to participate in this prospective
study. They were to undergo either excision of
the trapezium bone for carpometacarpal arthrosis
or open fasciectomy for Dupuytren’s contracture.
The other inclusion criteria were American Society
of Anesthesiologists (ASA) physical status I-II,
age between 18 and 65 years and body mass
index (BMI) between 20 and 35 kg/m?. Exclusion
criteria were pregnancy, patients with contrain-
dications to regional anaesthesia, allergy to LAs,
patients on major opioids because of chronic pain,
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atrioventricular block, drug-treated diabetes and
peripheral neuropathy.

The blocks were performed in a separate room
close to the operating theatre. Standard monitoring
included electrocardiogram, non-invasive arterial
pressure and pulse oximetry. Intravenous mida-
zolam or fentanyl was administered as required
before, or during, the block procedure to reduce
anxiety or ameliorate procedural pain. Midazolam
was titrated using 0.5-1.0 mg and fentanyl 25-50 ug
increments.

Ultrasound-guided LSIB was performed by one of
two investigators who had considerable experience
with the method. The patients were supine with the
arm to be blocked adducted. We used a SonoSite
M-Turbo unit (SonoSite, Inc., Bothell, WA, USA)
with a Cllx, 8-5MHz broadband curved array
probe. A skin wheal was raised with 1 ml lidocaine
20 mg/ml before insertion of an ultrasound echo-
genic 22Gx80mm needle (PAJUNK® GmbH Mediz-
intechnologie, Geisingen, Germany).

The needle insertion point was at the intersection
between the lower edge of the clavicle and the
medial surface of the coracoid process.' Needle
advancement was in the parasagittal plane, with
continuous observation of the needle tip, using the
in-plane technique. Considering the artery as a
clock face (Fig. 1) with 12 o’clock ventral, the cords
are normally found inside a periarterial sector from
3 to 11 o’clock and within 2 cm from the midaxis of
the axillary artery.”” The aim for the injections was
an even distribution of LA inside this sector only.
We did not selectively inject towards objects which
were assumed to be cords, even if they were located
outside the sector. The first deposit was, as a rule,
at 8 o’clock and close to the artery. An MRI study
has shown that this site is, on average, closest to all
the cords.” Subsequent injections were most often
made at 6-7 o’clock and 9 o’clock, and usually also at
a fourth position, depending on the observed
spread of LA. Finally, we did not make a subcutane-
ous infiltration in the axilla to block the intercosto-
brachial nerve.

Triple monitoring was applied to reduce the risk
of intraneural needle tip position. Firstly, by ultra-
sound, when the relationship between needle and
nerve was carefully observed. Secondly, a nerve
stimulator (Stimuplex® HNS12, B. Braun, Melsun-
gen, Germany) was continuously active after inser-
tion of the block needle, using a current of 0.2 mA
and 0.1 ms duration at 2 Hz. If a motor response was
obtained, the needle was withdrawn in steps of
1 mm until the response disappeared. Thirdly, we
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Fig. 1. The periarterial sector. Schematic drawing in the parasag-
ittal plane of the lateral sagittal infraclavicular block, showing the
axillary artery (A) with clock face orientation (XII o’clock ventral),
the cords and a blue-coloured periarterial sector. The sector extends
from 1II to XI o’clock and radially 2 cm from the midaxis of the
artery. It usually includes the lateral (L), posterior (P) and medial
(M) cords, indicated in their average periarterial positions. The
point on average closest to the cords is at VIII o’clock, immediately
outside the arterial wall. The study protocol implied filling up the
sector with local anaesthetic. The drawing is made by Axel R.
Sauter, based on data and a figure from a previous study.”

assessed the resistance to injection manually, and
never injected if there was increased resistance.

Ropivacaine 7.5 mg/ml was administrated in a
pre-determined volume for each patient, according
to the methodology described in Statistics and
Power Analysis. The first patient received a volume
of 30ml, which, based on our experience, was
expected to be sufficient in most patients. The
volume for consecutive patients was defined by the
block effect in the preceding patient. A successful
block was followed by a reduction of the volume by
2.5ml, whereas a failed block caused a 2.5ml
volume increase. To reduce the risk of systemic LA
toxicity, we decided a priori not to exceed 40 ml
injectate.

An observer blinded for the block procedure and
the injected volume assessed the sensory status of
the limb to be operated while consecutively compar-
ing with the contralateral arm. Testing times were
before the block and every fifth minute for 30 min
after finishing LA administration. Ice cubes were
repeatedly applied to the skin at pre-marked points
in the areas of the radial, median, ulnar, musculo-
cutaneous and medial antebrachial cutaneous
nerves. These points (Fig. 2) were between the 1 and



2. metacarpals dorsally, between the 1 and 2.
metacarpals on the palm, on the ulnar side of the 5.
metacarpal, over the most prominent part of the
brachioradial muscle and in the middle of the
forearm on the ulnar side, respectively. A four-
divided sensory scale was used:'* 0 =normal cold
feeling, 1 =hypoalgesia (patient feels coldness, but
less than on the contralateral side), 2 = analgesia
(patient feels touch, but not coldness), 3 = anaesthe-
sia (no feeling of coldness or touch). A block was
defined as successful if all five nerves had a score
of 2 or 3 within 30 min after completed LA injection.
The block was a failure if one or more nerves
had a score of 1 or 0. Patients with incomplete
blocks would, on indication, receive supplementary
peripheral nerve blocks or general anaesthesia.

During the block procedure, we recorded paraes-
thesia, motor response to the nerve stimulator,
vessel puncture by the block needle, the number of
needle passes, the block performance time and the
injection time. Block performance time was defined
as the time from insertion to final withdrawal of
the block needle. The injection time was the interval
between start and end of LA injection. An additional
needle pass was defined as needle retraction of
at least 10 mm prior to further needle insertion.
Patients were also monitored for signs of systemic
LA toxicity, pneumothorax and the occurrence of
tourniquet pain.

Hospital discharge on the day of surgery was
planned for all patients. The day after surgery, we

Infraclavicular brachial plexus block

Y/
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Fig. 2. Sensory testing points. Photos of

5 the hand and forearm, (A) from the dorsal
(extensor) and (B) from the volar (flexor)
surface. The arrows indicate the points for
testing the sensory state in the innervation
areas of five terminal nerves. Each nerve is
indicated by a number. 1: N. radialis, 2: N.
medianus, 3: N. ulnaris, 4: N. musculocu-
taneus, 5: N. cutaneus antebrachii
medialis.

telephoned the patients to learn about their block
recovery. Additionally, the surgeons were required
to report sensory or motor deficits observed post-
operatively at outpatient consultations. Patients with
Dupuytren’s contracture were seen approximately 1
week post-operatively, and patients with carpometa-
carpal arthrosis were seen 5 weeks after surgery.

Statistics and power analysis

The primary outcome measure was the MEV of ropi-
vacaine 7.5mg/ml required for successful LSIB
in 50% of the patients (MEVs). For sample size cal-
culation, we applied the formula by Dixon and
Massey, n=2(SD/SEM)* where SD is standard
deviation and SEM the standard error of the mean."®
Assuming a 5ml SD and 1.5 ml SEM, the formula
then suggests 22 patients for the study. Anticipating
a dropout of three patients, we decided to enrol 25
patients.

The staircase up-and-down method for large
samples introduced by Dixon and Massey' was
used to estimate the MEVs, and its 95% confidence
interval (95% CI). For this plot, we also required a
priori a minimum of five negative-positive up-and-
down deflections.”" To estimate the MEV in 95% of
patients (MEV¢s), our secondary outcome measure,
logistic regression and probit transformation were
used, applying the SAS statistical software package
(SAS®, V9.2, SAS Institute Inc., Cary, NC, USA). The
binary response in the logistic regression model
was failed block (yes/no) with LA volume as the
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Table 1 Table 2
Patient characteristics and surgical data (n = 25). Block data.
Age, mean (SD), years 57.6 (7.7) Midazolam (mg), n=20* 1.5 (0.7)
Gender (male/female), n 14/11 Fentanyl (ug), n= 10t 60 (20.7)
BMI, mean (SD), kg/m? 26 (3.9) Performance time, median (range), min 7.9 (4.8-14.2)
ASA physical status (I/ll), n 7/18 Injection time, median (range), min 5.9 (3.6-10.1)
Types of surgery (trapezius 13/12 Number of injections (deposits) 4 (2-7)
excision/fasciectomy Dupuytren), n No. needle passes, n (%)
Tourniquet time * 1 16 (64)
Excision of the trapezium bone, median 73 (49-134) 2 2 (8)
(range), min 3 3 (12)
Fasciectomy Dupuytren, median 99 (49-193) 4 4 (16)
(range), min Paraesthesia, n (%) 8 (32)
Duration of surgery Nerve stimulation, n (%) 3 (12)
Excision of the trapezium bone, median 80 (39-132) Vascular puncturet, n (%) 2 (8)
(range), min Systemic toxicity to LA, n (%) 0 (0)
Fasciectomy Dupuytren, median 92 (43-207) Clinical signs of pneumothorax, n (%) 0 (0)
(range), min

Continuous variables are presented as mean (standard
deviation) or median (range). Categorical variables are pre-
sented as counts.

*Some of the patients had tourniquet for more than one period.
Periods of deflated tourniquet were then not included in their
tourniquet time.

ASA, American Society of Anesthesiologists; BMI, body mass
index; fasciectomy Dupuytren,open fasciectomy in patients with
Dupuytren’s contraction.

independent variable. Continuous data are pre-
sented as mean (SD) or median (range) as appropri-
ate. Categorical data are presented as 1 (%).

Results

The patients were recruited and operated during the
period March-May 2012. All 25 of subjects com-
pleted the study. Their characteristics are shown in
Table 1. Block performance data are summarised in
Table 2. LA was injected in a volume range from
12.5ml to 30 ml. The sequence of successful and
failed blocks is illustrated in Fig. 3. It shows seven
deflections from failed to successful block. MEVs,
was 19 ml (95% ClI, 14-27) and the calculated MEVs
31 ml (95% CI, 18-45).

As foreseen by the study design, a large portion of
the patients had a failed block. This was the case in
10 out of 25 patients, (Table 3). However, comparing
the area that was blocked with the area of planned
surgery, only 2 of these 10 patients required supple-
mental peripheral nerve blocks.

Intraoperatively, intravenous fentanyl was given
to nine patients and midazolam to eight patients
because of patient discomfort, but never because of
surgical pain. The amounts of fentanyl and mida-
zolam to these patients had means of 58 (25) ug and
1.4 (0.7) mg, respectively. Four patients reported
tourniquet pain. This required intravenous fentanyl
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Continuous variables are presented as means [standard devia-
tion (SD)] or median (range). Categorical variables are pre-
sented as count (percentage).

*Mean and SD based on 20 patients who received midazolam,
before or during the block procedure.

tMean and SD based on 10 patients who received fentanyl,
before or during the block procedure. All 25 patients received at
least one of the two drugs.

FOne puncture of a skin vessel and one of the axillary vein.
LA, local anaesthetic.

in only one of the patients, a single dose of 50 ug
with good effect. None of the 25 patients received
deep sedation or general anaesthesia.

Adverse events and side-effects are listed in
Table 2. Among the three patients with a motor
response to the nerve stimulator, ultrasound did not
suggest an intraneural position of the needle tip.
Nevertheless, the needle was slightly withdrawn.
All 25 patients reported complete recovery of
sensory and motor functions the day after surgery.
Also, during the surgical ambulatory controls, there
were no signs of nerve dysfunction caused by
anaesthesia.

Discussion

In the present study of ultrasound-guided LSIB with
ropivacaine 7.5 mg/ml, we found a MEV5, of 19 ml
(95% CI, 14-27) and a calculated MEVes of 31 ml
(95% CI, 18-45).

The wide CI indicates uncertainty about the accu-
racy of MEVs. Nevertheless, we believe in reporting
the MEVys, due to its clinical relevance and, poten-
tially, to compare it with results from other similar
studies. The MEVgs may change with arm position,
e.g. 90° arm abduction instead of LSIB’s standard
with adducted arm. It may also vary for other types
and concentrations of LAs, plus admixtures to the
LA.
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Fig. 3. Sequential block results of the
ultrasound-guided lateral sagittal infra-
clavicular ~ block  using  ropivacaine
7.5mg/ml according to the staircase
up-and-down method. The horizontal
dashed line (= ===) represents the
minimum effective volume in 50% of the
patients, 19 ml.

Details of the individual blocks.

Patient number Surgical procedure Anaesthesiologist Volume, ml Block success 30 min Supplemental LA*
post-injection required for surgery
1 Trapezium excision A 30 Yes No
2 Trapezium excision A 27.5 No No
3 Trapezium excision B 30 Yes No
4 Trapezium excision B 27.5 Yes No
5 Trapezium excision B 25 Yes No
6 Trapezium excision B 225 No No
7 Trapezium excision B 25 Yes No
8 Fasciectomy Dupuytren A 22.5 Yes No
9 Fasciectomy Dupuytren A 20 No Yest
10 Trapezium excision B 22.5 Yes No
11 Trapezium excision A 20 Yes No
12 Fasciectomy Dupuytren B 17.5 No Yest
13 Fasciectomy Dupuytren A 20 Yes No
14 Fasciectomy Dupuytren B 17.5 Yes No
15 Fasciectomy Dupuytren A 15 Yes No
16 Fasciectomy Dupuytren A 12.5 No No
17 Fasciectomy Dupuytren B 15 No No
18 Fasciectomy Dupuytren A 17.5 No No
19 Fasciectomy Dupuytren B 20 Yes No
20 Trapezium excision A 17.5 No No
21 Trapezium excision B 20 Yes No
22 Fasciectomy Dupuytren B 17.5 Yes No
23 Trapezium excision A 15 No No
24 Trapezium excision A 17.5 Yes No
25 Fasciectomy Dupuytren B 15 No No

The layout of this table is modified from a table by E. Duggan et al.’
*LA = ropivacaine 5 mg/ml.

tUlnar and radial nerves.

tUlnar, radial, median and musculocutaneous nerves.
Fasciectomy Dupuytren, open fasciectomy in patients with Dupuytren’s contraction; LA, local anaesthetic.
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We think, in line with Renes et al.,’ that the small
number of patients, particularly at the higher
volume end, may have contributed to the wide Cl in
our and several other studies.>**" Patient variability
may also have added to the extensive CI. Although
our patients were all ASA class I or 1I, their age and
BMI had a wide range.

MEYV and CI may also be dependent on the valid-
ity of the described periarterial sector in including
the cords."” It was based on magnetic resonance
imaging of only 20 volunteers. However, sector con-
siderations were beneficial in a subsequent study by
Sauter et al., when not all cords could be identified.!*
This also corresponds to our usual clinical experi-
ence with LSIB. We therefore think that in the par-
asagittal plane of LSIB, in most patients, the sector
includes the cords.

The MEVy of our study corresponds to our
current practice using LSIB. Taken together, we
think that injection of 31ml of ropivacaine
7.5mg/ml is a recommendable volume when per-
forming LSIB, as described in this paper.

The MEV has been assessed for another infracla-
vicular block, the “double bubble” method described
by Tran et al.*” Performing the block, LA is injected
at a single site immediately dorsal to the axillary
artery. This creates a double bubble sign. As
described by the authors, the sign ‘consists superi-
orly of the axillary artery (in short axis) superim-
posed on an inferior bubble created by the LA
injection’. If necessary, the needle is repositioned to
obtain the double bubble. The LA bubble then con-
tacts or is close to only a small dorsal segment of the
artery. This contrasts our method where the LA
intially covers 2/3 of the arterial circumference, in a
sector usually including the cords."”

Tran et al. calculated a MEVq of 35 ml (95% CI,
30-37.5ml) for the double bubble method using
lidocaine 15 mg/ml with epinephrine 5 pg/ml.'* It
may possibly indicate a higher volume requirement
than for the LSIB. However, differences between the
studies in choices of LAs, definition of successful
block and statistical workout make an appropriate
comparison impossible.

Sandhu and Capan established an infraclavicular
block method with selective LA injections towards
each of the cords more than a decade ago.” In a
report of bilateral blocks, although not a MEV study,
they found 20 ml for each side sufficient when using
20mg/ml lidocaine with sodium bicarbonate
(0.9 mEq/10 ml) and epinephrine 5 pug/ml."" Again,
the difference of LAs used makes a comparison with
our LSIB study difficult.
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We assume that continued improvement of ultra-
sound apparatuses and user competence will enable
most practitioners to identify all the cords. Whether
this will result in further reduction of MEV for LSIB
and other infraclavicular methods, by selective
injections towards the cords, remains to be studied.

In conclusion, for hand or forearm surgery using
the ultrasound-guided LSIB with ropivacaine
7.5 mg/ml, the MEVys was 31 ml (95% CI, 18-45 ml).
Future studies should determine factors that influ-
ence the volume of LA required for a successful
infraclavicular block.
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summary

Some surgeons believe that infraclavicular brachial plexus blocks tends to result in supination of the hand/forearm,
which may make surgical access to the dorsum of the hand more difficult. We hypothesised that this supination may
be reduced by the addition of a suprascapular nerve block. In a double-blind, randomised, placebo-controlled study,
our primary outcome measure was the amount of supination (as assessed by wrist angulation) 30 min after infraclav-
icular brachial plexus block, with (suprascapular group) or without (control group) a supplementary suprascapular
block. All blocks were ultrasound-guided. The secondary outcome measure was an assessment by the surgeon of the
intra-operative position of the hand. Considering only patients with successful nerve blocks, mean (SD) wrist angula-
tion was lower (33 (27) vs. 61 (44) degrees; p = 0.018) and assessment of the hand position was better (11/11 vs.
6/11 rated as ‘good’; p = 0.04) in the suprascapular group. The addition of a suprascapular nerve block to an
infraclavicular brachial plexus block can provide a better hand/forearm position for dorsal hand surgery.
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Introduction
Infraclavicular brachial plexus blocks can provide
anaesthesia and analgesia for surgical procedures distal
to the shoulder. However, for dorsal hand surgery,
some surgeons have observed that lateral sagittal infra-
clavicular brachial plexus blocks [1] tend to result in
supination of the hand, thereby making surgical access
awkward.

The usual practical solution is that the surgical
assistant manually maintains the patient’s hand in
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pronation, but this limits the assistant’s capacity for
other intra-operative tasks. An alternative solution is
the use of a surgical hand immobiliser (lead hand).
This, however, impedes the surgeon’s ability to easily
assess the hand in different positions and may strain
the dorsal skin of the fingers, which is more vulnerable
than the palmar side to the effects of pressure. To our
knowledge, the reasons for hand supination following
infraclavicular brachial plexus block have not been
described in the literature.
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Supination of the hand and forearm usually occurs
by lateral rotation of the radius, but when the upper
limb is extended, supination may also be caused by
lateral rotation of the humerus. The responsible distal
muscles are supinator and biceps brachii, which are
innervated by the radial and musculocutaneous nerves,
respectively. These nerves are blocked by infraclavicu-
lar brachial plexus blocks [1, 2] and, therefore, should
not cause supination. The relevant proximal muscles
for supination are infraspinatus, supraspinatus, poste-
rior fibres of deltoid, teres minor and the long head of
triceps [3, 4]. Contraction of the latter three muscles is
also inhibited during lateral sagittal infraclavicular bra-
chial plexus block via its effect on the axillary and
radial nerves [2]. However, the main lateral rotator of
the humerus is the infraspinatus muscle, which along
with the supraspinatus muscle, is innervated by the
suprascapular nerve. This nerve has not been reported
to be affected by lateral sagittal infraclavicular brachial
plexus block.

We, therefore, hypothesised that the addition of a
suprascapular nerve block to lateral sagittal infraclavic-
ular brachial plexus block would reduce supination and
thereby improve upper limb positioning for dorsal
hand surgery. Our primary outcome measure was the
amount of supination (as assessed by wrist angulation)
in patients 30 min after lateral sagittal infraclavicular
brachial plexus block, with and without an additional
suprascapular nerve block. Our secondary outcome
measure was the surgeons’ rating of the adequacy of
intra-operative hand/forearm position.

Methods

The study was approved by the regional ethical com-
mittee of North Norway. The trial was performed at
the University Hospital of North Norway in Tromse
from January to April 2014 in accordance with the
Helsinki Declaration. After written informed consent,
we recruited patients scheduled for dorsal hand sur-
gery under brachial plexus block using the following
inclusion criteria: age 18-70 years; BMI 20-36 kg.m %
and ASA physical status 1-3. We did not study
patients who were not able to fully extend and abduct
their arm or pronate their hand < 15°. Other exclusion
criteria included: pregnancy; coagulation disorders;
allergy to local anaesthetics; atrioventricular block;
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cardiac pacemaker; peripheral neuropathy; drug-treated
diabetes; and use of anticoagulation drugs other than
acetylsalicylic acid or dipyridamol.

Participants were randomly allocated on a 1:1 basis
to the suprascapular or the control groups using com-
puter-generated patient numbers in sealed envelopes.
The suprascapular group had suprascapular nerve block
(4 ml ropivacaine 5 mg.ml~') and the control group
had a sham suprascapular nerve block (4 ml saline
0.9%). Both groups then had a lateral sagittal infra-
clavicular brachial plexus block (31 ml ropivacaine
7.5 mgml'). A study nurse opened the randomi-
sation envelope and provided either ropivacaine or
saline in an unlabelled syringe for the suprascapular
nerve block procedure. Thus, the patient, block per-
former, assistant and assessor were all blinded to
group allocation.

The first author, who was experienced in both
techniques, performed all blocks. Standard monitoring
included pulse oximetry, electrocardiogram and
non-invasive blood pressure. The patients received
intravenous midazolam (0-2 mg) and/or fentanyl (0—
50 pg) for comfort. The suprascapular nerve block was
performed according to the method described by
Siegenthaler et al. [5] with small modifications; we
preferred having the patients in a semi-lateral position
with a slightly elevated upper body. For ultrasound
guidance, we used the SonoSite Edge unit (SonoSite,
Inc., Bothell, WA, USA) with a 50 mm linear array
transducer (Hfl50x, 15-6 MHz). It was initially posi-
tioned immediately cranial and parallel to the middle
of the clavicle to provide a cross-sectional view of the
subclavian artery and the brachial plexus. Maintaining
a short-axis view of the brachial plexus, the transducer
was moved cranially to identify the superior trunk. By
slowly returning the transducer to the initial position,
we could observe the suprascapular nerve diverging
from its trunk (Video S1). The suprascapular nerve
was identified in the most craniolateral part of the bra-
chial plexus cluster area. Tracing it laterally, we slowly
slid the transducer to an oblique sagittal position, in
the posterior cervical triangle. The position of accom-
panying vessels, ribs and pleura were carefully
observed during the procedure. Before insertion of the
block needle, the skin was infiltrated with 2 ml lido-
caine (10 mgml™") and then, using an in-plane
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technique, the block needle tip (SonoPlex Stim cannula
22-G x 80 mm; Pajunk®, GmbH, Geisingen, Ger-
many) was positioned just caudal or lateral to the
suprascapular nerve. Correct identification of the
nerve, caudal to the omohyoid muscle, was confirmed
by nerve stimulation (Stimuplex® HNSI12; B.Braun,
Melsungen, Germany), eliciting palpable contractions
of the infra- and supraspinatus muscles. We aimed to
surround the nerve with 4 ml of the study fluid (ropi-
vacaine or saline), if necessary by repositioning the
needle (Video S2). The needle tip position relative to
the suprascapular nerve was monitored by ultrasound,
nerve stimulation and measurement of the injection
pressure (B-Smart™; Concert Medical LLC, Norwell,
MA, USA). Motor response at a current of < 0.5 mA,
0.1 ms or injection pressure > 103 kPa (15 psi) necessi-
tated a small retraction of the needle. All patients subse-
quently received ultrasound-guided lateral sagittal
infraclavicular block as described previously [1].

We recorded the sensory-motor status of the
upper limb and wrist angle before the blocks (base-
line), 15 min, 30 min and 60 min after the blocks, and
then before the start of surgery. An electronic water
level apparatus (Limit; Luna AB, Alingsas, Sweden)
was used to measure wrist angle. The measurement
device was positioned dorsally on the wrist, between
the styloid processes of the radius and the ulna. The
patient was placed supine on a horizontal table and
the upper limb fully extended in 75° abduction,
whereas the hand was voluntarily and maximally pro-
nated. The wrist angle was the angle between the table
plane (at 0°) and the plane contacting the dorsal
aspect of the wrist at the interstyloid level, and was
recorded as the mean of three measurements.

We performed sensory testing of all nerves distal
to the elbow and the axillary nerve with ice cubes in a
glove using the following scale: 3 = normal cold feel-
ing; 2 = reduced cold feeling (hypoalgesia); 1 = no
cold feeling, but feels touch (analgesia); and 0 = no
cold or touch feeling (anaesthesia). Muscle strength
was assessed using a modified five-point scale [6]
(Table 1). Suprascapular nerve power was tested by
lateral rotation of the humerus against manual resis-
tance, while the arm was adducted and the elbow
flexed at 90°. The other motor nerves tested were the
axillary, musculocutaneous, radial, median and ulnar.
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Table 1 Modified Medical Research Council scale of
muscle power.

5 Normal power

4+ Active movement against gravity and resistance
(> 50% of normal power)

4— Active movement against gravity and resistance

(< 50% of normal power)
Active movement against gravity
Active movement with gravity eliminated
Flicker or trace contraction
No contraction

o =N W

The suprascapular nerve block was judged as suc-
cessful if the motor score was < 2 after 30 min and
infraclavicular brachial plexus block successful if the
sensory score for each of the five nerves distal to the
elbow was 0 or 1 [1, 2]. Patients with an incomplete
infraclavicular block received supplementary peripheral
nerve block(s), as indicated by the site of surgery. The
surgeons assessed the intra-operative position of the
hand/forearm as either ‘good’ or ‘poor’ without know-
ing the group allocation of the patients.

We recorded the incidence of adverse events
including paraesthesia, vessel puncture, systemic local
anaesthesia toxicity and Horner’s syndrome. Respira-
tory function was assessed clinically and by a chest
radiograph taken approximately 75 min after block
completion. All patients were followed up either in the
surgical outpatient clinic or by a telephone call, 1-
2 weeks after the operation.

The study was powered to show a difference in
wrist angulation 30 min after completion of the two
nerve blocks. Clinical experience indicated that sur-
geons would not be satisfied with a wrist angle greater
than 20°. We assumed the suprascapular group would
achieve a wrist angle of < 20° and performed a power
calculation anticipating a minimal angle difference of
20° between the suprascapular and the control group
using a standard deviation equal to 5° and 10° in the
groups, respectively. The study only needed five
patients in each group when using a significance level
of 5% and a power of 80%. However, the number of
participants was increased to 30 patients to ensure suf-
ficient power to detect a smaller group difference and
to account for dropouts. With 11 patients in each
group, the study had 80% power to detect a difference
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of approximately 10°. Ordinary linear regression mod-
els were used to assess changes in wrist angulation
from baseline to follow-up measurement at 30 min.
Linear mixed models were used to test for differences
in wrist angulation from baseline over four repeated
measures (15 min, 30 min, 60 min and before surgery
in theatre). An unstructured covariance matrix was
specified to control for dependencies between repeated
observations. In separate models, two-way interactions
were assessed by including cross-product terms
between group and indicator variables of time. In all
regression models with wrist angulation as the depen-
dent variable, we adjusted for the baseline value of
angle. Residual analyses verified the model assump-
tions. The Mann—Whitney U-test was used to assess
differences in lateral rotation force of the humerus
at each time point and the surgeons’ evaluation of
the hand position was analysed using the Fischer's
exact test. In separate analyses, we used the inten-
tion-to-treat principle and assessed group differences
for all 30 patients who were randomly allocated,
without exclusion of patients with unsuccessful
suprascapular and/or lateral sagittal infraclavicular
brachial plexus blocks. Statistical analyses were per-
formed wusing the Statistical Package for Social
Sciences (SPSS) program version 21.0 for Windows
(SPSS Inc., Chicago, IL, USA).

Results

We screened 31 patients and recruited 30 to this study.
One of the screened patients was not studied because
she was not able to pronate the hand < 15° (Fig. 1).
Baseline patient characteristics were similar in both
groups (Table 2).

The suprascapular nerve was identified in all
patients using ultrasound and confirmed by nerve
stimulation. The nerve was successfully blocked in 12
of 15 patients in the suprascapular group and in 2 of
15 patients in the control group. Medial spread of local
anaesthetic to the lateral aspect of the plexus was
noted in three patients from the suprascapular group
and in four patients from the control group. Supras-
capular nerve block characteristics are presented in
Table 3.

The infraclavicular brachial plexus block was suc-
cessful in 24 of 30 patients. For the subsequent main
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analyses of the primary and secondary aims, we did
not include patients with a failed suprascapular nerve
block and/or lateral sagittal infraclavicular brachial
plexus block.

When only considering the patients with success-
ful nerve blocks, we found a significantly lower mean
(SD) wrist angulation at 30 min in the suprascapular
group compared with the control group, when
adjusted for baseline (33 (27) vs. 61 (44) degrees;
p = 0.018) (Fig. 2a). Mean wrist angulation adjusted
for baseline was also lower in the suprascapular group
over all repeated time points (Fig 2a; p = 0.014). The
difference between the two groups did not vary over
time as the test of interaction between time and group
was not significant (p = 0.23). However, when all
patients were considered in the intention-to-treat ana-
lysis, the observed reduction in wrist angulation at
30 min in the suprascapular group was no longer sig-
nificant (35 (28) vs. 52 (41); p = 0.12), nor was the
test for group difference over all repeated time points
(p = 0.23) (Fig. 2b).

As shown in Table 4, we found a reduction in
power of lateral rotation of the humerus in the supras-
capular group at 30 min (p < 0.0001); this difference
was also significant for other time points (p < 0.001).
Muscle force decreased more rapidly in the supras-
capular group compared with the control group. The
intention-to-treat analysis showed a similar reduction
in power of lateral rotation of the humerus in the
suprascapular group at 30 min (p < 0.001) and at all
time points thereafter (p < 0.002) (Table 5).

The surgeons’ assessment of the hand/forearm
position was rated as good for all 11 patients in the
suprascapular group. This was in contrast to the con-
trol group, where only 6 of 11 achieved a good posi-
tion (p = 0.04). In the intention-to-treat analysis, more
patients in the suprascapular group were rated by the
surgeon as having a good hand position (15/15 vs. 10/
15, respectively; p = 0.04).

None of the patients in either group required sup-
plementary peripheral nerve blocks for surgery. Inter-
estingly, the axillary nerve was well blocked in all
patients. Thirty minutes after the blocks and in the
operating theatre, all patients demonstrated anaesthesia
or analgesia in this nerve’s innervation area and were
paralytic for elevation of the upper limb in the
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and suprascapular nerve block (n = 1)

Figure 1 CONSORT flow diagram.

parasagittal plane (Fig. S1). Regarding other terminal
nerves potentially allowing supination, in both groups
the musculocutaneous (Fig. S2) and the radial (Fig. S3)
nerves had reductions in power (power score < 2)
when tested at 30 min and in theatre.

No patient demonstrated signs of systemic local
anaesthetic toxicity. In the suprascapular group, there
was one vascular puncture of the axillary artery and
transient paraesthesia in two other patients. None of
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Analysed (n = 11)
+ Excluded from analysis (n = 4)

o Failed lateral sagittal infraclavicular
(n=4)

the patients complained of respiratory distress. Chest
radiograph did not demonstrate pneumothorax or
signs of phrenic nerve palsy in any patient. Three
patients in the control group demonstrated temporary
Horner’s syndrome. All patients except one expressed
a wish for a similar anaesthetic technique should they
require similar surgery. Follow-up by the surgeons
revealed no patients with sensory/motor deficit or soft
tissue injury.
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Table 2 Characteristics of study patients scheduled for
dorsal hand surgery. Values are mean (SD) or number.

Suprascapular group Control group

n=15 n=15
Age 52.9 (14.5) 45.2 (17.4)
Male sex 6 5

BMI; kg.m’2 26.7 (3.0) 25.2 (4.1)
Left handed 9 9

All patients received a lateral sagittal infraclavicular brachial
plexus block. Patients in the suprascapular group received an
additional suprascapular nerve block, whereas the control group
patients had a sham suprascapular nerve block performed.

Table 3 Suprascapular nerve block characteristics.
Values are median (IQR [range]).

Suprascapular nerve 1.3 (1.2-1.4 [1.0-1.7])
diameter; mm

Distance from the suprascapular
nerve to the brachial
plexus*; mm

Depth from the skin to the
suprascapular nervef; mm
Nerve stimulator current
response; mA

Pre-scanning timef; min

Block performance time§; min

Time from end of local
anaesthetic injection until
start of surgery; h

6.5 (5.0-10.5 [2.0-17.0])

10.5 (9.0-14.0 [5.0-17.0])
0.5 (0.5-0.7 [0.3-1.7])

5.6 (4.7-6.8 [3.7-8.2])
5.0 (3.5-6.0 [2.6-13.6])
2.3 (2.0-3.2 [1.7-4.4))

*Distance from the most medial aspect of the suprascapular
nerve to the most lateral aspect of the brachial plexus.
tMeasured to the closest aspect of the suprascapular nerve.
iPre-scan time was the time from the first ultrasound view
until insertion of the needle.

§Block performance time was the time from first insertion to
final withdrawal of the block needle.

Discussion

When considering only those patients with successful
nerve blocks, our study confirmed the surgical observa-
tion that lateral sagittal infraclavicular brachial plexus
blockade is likely to cause supination, as demonstrated
by the increase in wrist angulation (supination) in the
control group. The novel combination of a suprascapu-
lar nerve block and infraclavicular brachial plexus
block reduced the amount of supination allowing a
superior intra-operative hand position. However, in
both groups in this study, there was a large amount of
variability in wrist angulation after the nerve blocks. In
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Table 4 Power for lateral rotation of the humerus at
different time points for patients in the suprascapular
and the control groups who had successful nerve
blocks. Values are median (IQR [range]).

Suprascapular group Control group

Baseline 5 (5-5 [5-5])* 5 (5-5 [5-5])*
15 min 2 (1-4 [1-4) 4.5 (4-4.5 [4-5])
30 min 1 (0-1[0-2]) 4 (4-4.5 [1-5])
60 min 0 (0-0 [0-1]) 4 (4-4.5 [0-4.5])
Theatre 0 (0-0 [0-1]) 4 (2-4 [0-4.5])

All patients received a lateral sagittal infraclavicular brachial
plexus block. Patients in the suprascapular group received an
additional suprascapular nerve block, whereas the control
group patients had a sham suprascapular nerve block per-
formed.

*All patients had a power score of 5 at baseline before per-
formance of the block (s).

Table 5 Power for lateral rotation of the humerus at
different time points for all patients in the suprascapu-
lar and the control groups. Values are median (IQR
[range]).

Suprascapular group Control group

Baseline 5 (5-5 [5-5])* 5 (5-5 [5-5])*
15 min 4 (1-4 [1-4.5]) 4.5 (4-4.5 [4-5])
30 min 1 (0-2 [0-4]) 4 (4-4.5 [0-5])
60 min 0 (0-1 [0-4]) 4 (4-4.5 [0-4.5])
Theatre 0 (0-0 [0-4]) 4 (2-4.5 [0-4.5])

All patients received a lateral sagittal infraclavicular brachial
plexus block. Patients in the suprascapular group received an
additional suprascapular nerve block, whereas the control
group patients had a sham suprascapular nerve block per-
formed.

*All patients had a power score of 5 at baseline before per-
formance of the block (s).

an attempt to explain this, it is necessary to review
some functional shoulder anatomy.

The two major muscular forces that determine the
position of the scapula in the transverse plane are ser-
ratus anterior (innervated by the long thoracic nerve)
and pectoralis minor (innervated by lateral and medial
pectoral nerves). These muscles pull the scapula anteri-
orly along the rib cage, whereas trapezius (innervated
by the accessory nerve) and rhomboid major and
minor (innervated by the dorsal scapular nerve) pull it
posteromedially. Infraclavicular brachial plexus blocks,
which target the cords of the brachial plexus, are likely
to have an effect on the lateral and medial pectoral
nerves, as they originate from these structures. In some
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Figure 2 Mean wrist angulation (degrees) at different time points: (a) patients with successful blocks (suprascapular
group (filled bars, n = 11) and control group (open bars, n = 11)) and (b) all patients, including those with a failed
suprascapular nerve block or lateral sagittal infraclavicular block (suprascapular group (filled bars, n = 15) and control
group (open bars, n = 15)). Error bars indicate 1 SD. In the first group, the patients received both a suprascapular nerve
block and a lateral sagittal infraclavicular block. In the control group, the patients had a sham suprascapular nerve block
and a lateral sagittal infraclavicular block. Baseline indicates status before the nerve blocks.

patients, the local anaesthetic theoretically may also
reach the long thoracic nerve, but is unlikely to reach
the more distant dorsal scapular and accessory nerves.
This could result in posteromedial displacement of the
scapula (which is associated with lateral orientation of
the glenoid cavity and lateral rotation of the humerus/
supination of the forearm and hand when the elbow is
extended) and might explain why some of the patients
in the suprascapular group developed a large degree of
supination.
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Thirty minutes after the nerve blocks, 7 of 11
patients in the suprascapular group had wrist angles
above 20° (Table Sla and b). All of them obtained a
‘good’ rating by the surgeons for their intra-operative
hand/forearm position. This can be explained by the
fact that the surgeons’ assessment of hand position
was undertaken sometime after performance of the
nerve blocks (median 2.3 h). By that time, wrist angu-
lation had improved and only three patients had
angles above 20°. Moreover, all 11 patients had
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become paralytic for lateral rotation of the humerus.
When the surgeons pronated the hands of these
patients, we assume that they sensed no or minimal
muscular resistance and this probably facilitated hand
positioning and favoured a positive score. The delay in
starting of surgery was due to two factors. First, we
were interested in the effect of the suprascapular nerve
block and lateral sagittal infraclavicular brachial plexus
block on supination over different time periods up to
60 min after nerve blockade. Second, our method for
the suprascapular nerve block lacked documentation as
to whether it affected the phrenic nerve. We, therefore,
took a chest radiograph as soon as possible after the
measurements at 60 min. The combination of these
two variables resulted in a marked delay in starting
surgery.

The results from the intention-to-treat analyses
showed no differences in wrist angulation between the
groups. However, the power of lateral rotation of the
humerus and surgeons’ assessment of the hand/
forearm position were significantly different between
the two groups. We only included patients with suc-
cessful blocks in the statistical analyses of the primary
and secondary outcome measures. This was done to
detect group differences that could not be explained by
unsuccessful nerve blocks. Clinicians should be aware
of this difference when they consider whether this
novel nerve block combination would be a useful addi-
tion to their clinical practice.

To block the suprascapular nerve, we chose the
novel ultrasound-guided method described by Siegen-
thaler et al. with an anterior supraclavicular approach
[5]. Their study was based on investigations using both
cadavers and volunteers, but needles were only
inserted in the cadavers. They found that their method
offered easier identification of the nerve than the clas-
sical posterior approach [7, 8]. Before the start of our
study, there was only one single case study published
in which a method very similar to that of Siegenthaler
et al. had been applied [9]. After completion of our
study, Rothe et al. published encouraging results in 12
volunteers who, in the sitting position, received supras-
capular blocks using 1 ml lidocaine (20 mg.mlfl) [10].
Their blocks were successful in 8 of 11 attempted
cases. The minimum effective dose/volume for success-
ful suprascapular nerve block is currently not known.

© 2016 The Association of Anaesthetists of Great Britain and Ireland

We chose 4 ml ropivacaine (5.0 mg.ml™"), which may
be larger than required [10]. However, the higher vol-
ume was selected to minimise the risk of a failed
suprascapular nerve block. Nevertheless, three of 15
patients had failed suprascapular nerve blocks in spite
of the nerve being completely surrounded by local
anaesthetic in all patients. Interestingly, in some
patients, we observed that the suprascapular nerve was
surrounded by a hyperechoic, 1- to 2-mm thick ring.
This is most likely to represent dense perineural con-
nective tissue, which would be expected to impede
local anaesthetic penetration to the nerve. Unfortu-
nately, we did not systematically record the presence
of such a ring, so whether it is causally related to block
failure remains an open question. Regarding the lateral
sagittal infraclavicular brachial plexus block, we sur-
prisingly experienced several failures. Our dose was 31
ml ropivacaine (7.5 mg.ml '), which is in accordance
with our recently published study on minimum effec-
tive volume [1]. The high number of failures questions
if that volume is too low and underlines the uncer-
tainty in making estimates of the true minimum effec-
tive volume [11].

Two limitations of our study should be discussed.
First, supination was not measured between perfor-
mance of the two nerve blocks. Therefore, we could
not determine the precise degree to which a supras-
capular nerve block reduces the supination associated
with infraclavicular brachial plexus blockade. Second,
data related to our primary (wrist angulation) and
secondary (hand position) aim were not obtained at
the same time point after the nerve blocks. However,
we consider wrist angulation and power of lateral
rotation of the humerus to be the main determinants
of optimal hand/forearm positioning for dorsal hand
surgery.

This study also demonstrates that our block com-
bination has a satisfactory effect on the two most
important nerves of the shoulder, namely the supras-
capular axillary nerves. We, therefore, believe that the
novel combination of suprascapular nerve block and
infraclavicular brachial plexus block should be assessed
for use as an analgesic technique for shoulder surgery
and shoulder pain states, as a potentially useful periph-
eral alternative to the interscalene brachial plexus
block [12, 13].
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In conclusion, the addition of a successful supras-
capular block to a successful lateral sagittal infraclavic-
ular brachial plexus block results in less wrist
supination and an improved hand/forearm position in
patients scheduled for dorsal hand surgery.
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Supporting Information
Additional supporting information may be found in
the online version of this article:

Figure S1. Axillary nerve function. The axillary
nerve was tested by elevation of extended arm in the
parasagittal plane. Suprascapular group (filled bars,
n = 11) and control group (open bars, n = 11). Error
bars indicate 1 SD. In the first group, the patients
received both a suprascapular nerve block and a lateral
sagittal infraclavicular block. In the control group, the
patients had a sham suprascapular nerve block and a
lateral sagittal infraclavicular block. Baseline indicates
status before the blocks. We applied the modified
Medical Research Council scale to assess muscle power
(Table 1). Normal muscle power =5 and no muscle
contraction = 0.

Figure S2. Musculocutaneous nerve function. The
musculocutaneous nerve was tested by flexion of the
elbow, while avoiding pronation of the forearm.
Suprascapular group (filled bars, n = 11) and control
group (open bars, n = 11). Error bars indicate 1 SD.
In the first group, the patients received both a supras-
capular nerve block and a lateral sagittal infraclavicular
block. In the control group, the patients had a sham
suprascapular nerve block and a lateral sagittal infra-
clavicular block. Baseline indicates status before the
blocks. We applied the modified Medical Research
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Council scale to assess muscle power (Table 1).
Normal muscle power =5 and no muscle contrac-
tion = 0.

Figure S3. Radial nerve function. The radial nerve
was tested by extension of the wrist. Suprascapular
group (filled bars, n = 11) and control group (open
bars, n = 11). Error bars indicate 1 SD. In the first
group, the patients received both a suprascapular nerve
block and a lateral sagittal infraclavicular block. In the
control group, the patients had a sham suprascapular
nerve block and a lateral sagittal infraclavicular block.
Baseline indicates status before the blocks. We applied
the modified Medical Research Council scale to assess
muscle power (Table 1). Normal muscle power =5
and no muscle contraction = 0.

Table S1. Wrist angulation, power for lateral rota-
tion of the humerus and surgical assessment of intra-

© 2016 The Association of Anaesthetists of Great Britain and Ireland

operative hand position for all patients in the supras-
capular (a) and control (b) groups.

Video 1. For ultrasound guidance, we used the Sono-
Site Edge unit (SonoSite, Inc., Bothell, WA, USA) with
a 50-mm linear array transducer (Hfl50x, 15-6 MHz).
It was initially positioned immediately cranial and par-
allel to the middle of the clavicle to provide a cross-
sectional view of the subclavian artery and the brachial
plexus. Maintaining a short-axis view of the brachial
plexus, the transducer was moved cranially to identify
the superior trunk. By slowly returning the transducer
to the initial position, we could observe the suprascap-
ular nerve diverging from its trunk.

Video 2. We aimed to surround the suprascapular
nerve with 4 ml of the study fluid (ropivacaine or
saline).
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Editorial comment

Background: Interscalene brachial plexus block is currently the
gold standard for intra- and post-operative pain management for
patients undergoing arthroscopic shoulder surgery. However, it is
associated with block related complications, of which effect on
the phrenic nerve have been of most interest. Side effects caused
by general anesthesia, when this is required, are also a concern.
We hypothesized that the combination of superficial cervical
plexus block, suprascapular nerve block, and infraclavicular bra-
chial plexus block would provide a good alternative to inter-
scalene block and general anesthesia.

Methods: Twenty adult patients scheduled for arthroscopic
shoulder surgery received a combination of superficial cervical
plexus block (5 ml ropivacaine 0.5%), suprascapular nerve block
(4 ml ropivacaine 0.5%), and lateral sagittal infraclavicular block
(31 ml ropivacaine 0.75%). The primary aim was to find the pro-
portion of patients who could be operated under light propofol
sedation, without the need for opioids or artificial airway. Sec-
ondary aims were patients’ satisfaction and surgeons’ judgment of
the operating conditions.

Results: Nineteen of twenty patients (95% CI: 85-100) under-
went arthroscopic shoulder surgery with light propofol sedation,
but without opioids or artificial airway. The excluded patient was
not comfortable in the beach chair position and therefore received
general anesthesia. All patients were satisfied with the treatment
on follow-up interviews. The surgeons rated the operating condi-
tions as good for all patients.

Conclusion: The novel combination of a superficial cervical
plexus block, a suprascapular nerve block, and an infraclavicular
nerve block provides an alternative anesthetic modality for arthro-
scopic shoulder surgery.

In this feasibility study including 20 patients, the authors present a novel combination of a super-
ficial cervical plexus block, suprascapular nerve block, and infraclavicular nerve block for arthro-
scopic shoulder surgery. Results are encouraging, but need confirmation in large scale studies.
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Interscalene brachial plexus block remains the
gold standard for intraoperative and post-opera-
tive pain management in patients undergoing
arthroscopic shoulder surgery. In expert hands,
it has a very high success rate,' but may cause a
wide spectrum of complications and undesired
side effects.” ® The risk of neurological compli-
cations, particularly concerning the phrenic
nerve,”® has encouraged the development of
alternative peripheral block methods for arthro-
scopic shoulder surgery.’

The shoulder joint is innervated by a few
nerves: subscapular, axillary, lateral pectoral,
and suprascapular nerve. The subscapular, axil-
lary, and lateral pectoral nerve can be blocked
with the infraclavicular block, while the
suprascapular nerve must be blocked sepa-
rately. Two nerves provide the cutaneous
innervation of the shoulder: the supraclavicular
and the axillary nerves. The supraclavicular
nerves are not derived from the brachial
plexus, but arise from the superficial cervical
plexus.” ' Novel block methods should block
all these nerves in order to provide effective
intraoperative anesthesia and post-operative
analgesia.

Several alternatives to the interscalene block
have been proposed in order to avoid the
effect on the diaphragmatic function, yet
many of them require further confirmatory tri-
als. In the last years some authors have pro-
posed a C7 root block,'*" an alternative
supraclavicular block limited to the distal
upper extremity,'* and an axillary-suprascapu-
lar block."

We hypothesized that a combination of
superficial cervical plexus block, suprascapular
nerve block, and lateral sagittal infraclavicular
brachial plexus block would provide intraoper-
ative anesthesia and post-operative analgesia
for patients undergoing arthroscopic shoulder
surgery. To test this hypothesis we performed
a feasibility study in 20 patients scheduled for
arthroscopic shoulder surgery. The primary
aim was the proportion of patients who could
be operated under light propofol sedation, but
without the need for opioids or artificial air-
way. Secondary aims were patients’ satisfac-
tion and surgeons’ judgment of the operating
conditions.

Methods

The study was approved by the Institutional
Board at the University Hospital of North Nor-
way (registration number 0472) and registered
at www.clinicaltrials.gov (NCT02809144). The
trial was performed at the University Hospital of
North Norway (Tromsg and Narvik) from April
to November 2016, in accordance with the Hel-
sinki Declaration. Written informed consent was
obtained from patients scheduled for arthro-
scopic shoulder surgery using the following
inclusion criteria: age 18-70 years, BMI 20—
35 kg/m* and ASA physical status 1-3. Exclu-
sion criteria included: pregnancy, coagulation
disorders, allergy to local anesthetics, atrioven-
tricular block, peripheral neuropathy and use of
anticoagulation drugs other than acetylsalicylic
acid or dipyridamol.

All blocks were performed by DM with
assistance from LMY. For the two-first blocks
(the superficial cervical and suprascapular
nerve blocks) the patients were in semilateral
position with slightly elevated upper body.
Subsequently the patients were supine for the
infraclavicular block. All blocks were ultra-
sound-guided, using either a SonoSite Edge
unit or a SonoSite M-Turbo (SonoSite, Inc.,
Bothell, WA, USA). A 50 mm linear array
probe 6-15 MHz was applied for the superficial
cervical and the suprascapular nerve blocks,
while a Cl1x broadband curved array probe
5-8 MHz was used for the lateral sagittal infra-
clavicular block. For the two-first blocks,
correct nerve identification by ultrasound was
confirmed by nerve stimulator response (Stimu-
plex HNS 12, B. Braun AG, Melsungen, Ger-
many). To reduce the risk of intraneural needle
tip position, for all blocks, the relationship
between needle and nerve was carefully
observed by ultrasound. Moreover, a nerve
stimulator response by a current < 0.3 mA,
0.1 ms and 2 Hz or an injection pressure (mea-
sured by B-Smart ; Concert Medical LLC, Nor-
well, MA, USA) > 103 kPa (15 psi) defined the
need for a small retraction of the needle. The
initial needle insertion was counted as the first
pass. An additional needle pass was defined as
needle retraction of at least 10 mm prior to fur-
ther needle insertion.
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Standard monitoring included pulse oximetry,
electrocardiogram and non-invasive blood pres-
sure. All patients received oxygen supplementa-
tion by a nasal cannula.

Superficial cervical plexus block

We used a slight modification of the method
first described by Tran et al.'® Before the inser-
tion of the block needle, the skin was infiltrated
with 1-2 ml lidocaine 10 mg/ml. The probe was
placed axially, just below the midpoint of the
sternocleidomastoid muscle, to visualize the
intermuscular plane between the sternocleido-
mastoid and the scalene muscles (between the
deep part of the superficial cervical fascia and
the prevertebral fascia). The needle was slowly
advanced from posterolateral to anteromedial in
this potential space, using the in-plane tech-
nique. The patient was instructed to signal
paresthesia toward the clavicle or shoulder,
while receiving a current of 0.3-0.8 mA, 0.1 ms,
2 Hz. Five ml ropivacaine 0.5% was injected in
the described interfascial space while trying to
avoid distribution medial to the interscalene
groove. Although the supraclavicular nerves can
often be visualized, a systematical search for
them was not done because the technique relied
on injection of local anesthetic agents in the
intermuscular space.

Suprascapular nerve block

The anterior suprascapular block was first
described by Siegenthaler et al."” and has since
then undergone some modifications.'®'® The
suprascapular nerve is usually the most cranio-
lateral nerve emerging from the supraclavicular
plexus. Sonographically the nerve can be traced
laterally in the posterior cervical triangle, deep
to the omohyoid muscle, by tilting the probe
incrementally steeper in the caudal direction.
This ultrasonographic observation agrees with
anatomical studies by Leung et al.?° The local
anesthetic was injected at the most lateral short-
axis view of the nerve that we could obtain,
with an in-plane technique, while advancing
the needle from posterolateral to anteromedial.
During injection we tried to avoid fluid distri-
bution to the supraclavicular brachial plexus
cluster and (more medially) to the phrenic
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nerve. Electric nerve stimulation (0.3-0.8 mA,
0.1 ms, 2 Hz) served to confirm the sonographic
identification of the nerve, by palpable contrac-
tions of the infra- and supraspinatus muscles.
The local anesthetic dose was 4 ml ropivacaine
0.5%, as recently described by Flohr-Madsen
et al."®

Lateral sagittal infraclavicular block

A periarterial injection technique was used,
slightly modified from the method described by
Flohr-Madsen et al.?! Usually, the dose was
administered by three local anesthetic deposits.
Considering the artery as a clock face with 12
o’clock ventral, the aim was to cover the artery
by fluid from 3 to 11 o’clock. The needle inser-
tion point was 0.5-1.0 cm caudal to the lower
edge of the clavicle, just medial to the coracoid
process. The needle was carefully advanced in
the sagittal plane with the in-plane technique,
between the artery and the lateral cord, tangen-
tial to the cranial aspect of the artery. The first
deposit was at 6 o’clock, the second on with-
drawal of the needle between 9 and 11 o’clock
and the third at 3 o’clock. The latter deposit
required a needle pass ventral to the artery.
Total local anesthetic dose was 31 ml ropiva-
caine 0.75%. The volume of each injection var-
ied depending on observed fluid distribution,
but the largest volume (15-18 ml) regularly at 6
o’clock.

Total block performance time was the time
from the probe was placed on the neck for the
superficial cervical plexus block to final with-
drawal of the block needle after the lateral sagit-
tal infraclavicular block.

Block assessment

Neurologic status of the upper limb and the
cervical area was assessed before the blocks
(baseline) and 15 and 30 min after completion
of the blocks. We performed sensory testing by
applying an ice cube on pre-marked points in
the areas of the supraclavicular nerves, inter-
costobrachial, axillary, medial brachial cuta-
neous, musculocutaneous, medial antebrachial
cutaneous, radial, median and ulnar nerves.
Supraclavicular test points were at the soft
spot and at the upper border of the clavicle in
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the midclavicular line. The soft spot is the pos-
terior portal used for shoulder arthroscopy. It
is formed by the interval between the
infraspinatus and teres minor muscles, approx-
imately 2 cm caudal and 1 cm medial to the
posterolateral tip of the acromion. The follow-
ing scale was used: 3 = normal cold feeling;
2 = reduced cold feeling (hypoalgesia); 1 =no
cold feeling, but feels touch (analgesia); and
0 = no cold or touch feeling (anesthesia). Mus-
cle power was assessed using a modified
seven-point scale (Table 1).*?* Axillary nerve
block was tested by elevation of the extended
upper limb in the sagittal plane. Suprascapular
nerve block was tested by the force for lateral
rotation of the humerus against manual resis-
tance, while the arm was adducted and the
elbow flexed at 90°. Subscapular nerve block
was tested by the force for medial rotation of
the humerus against manual resistance, while
the arm was adducted and the elbow flexed at
90°. The other motor nerve tests were for the
musculocutaneous, radial, median, and ulnar
nerves.>

Block success was assessed 30 min after with-
drawal of the needle upon the last of the three
blocks. The superficial cervical plexus block
was judged successful if the sensory score at
both of its test points was 0 or 1. The supras-
capular nerve block was successful if the motor
score was < 2. The lateral sagittal infraclavicular
block was successful if the axillary sensory
score was 0 or 1. Patients who failed the success
criteria were followed up with repeated assess-
ments until admittance to the operation theatre.
Patients # 1-7 were accepted for surgery if the
sensory score was < 1 (the supraclavicular and
axillary nerves) and the motor test score was < 2

Table 1 Modified Medical Research Council scale of muscle power.

5 Normal power

4+ Active movement against gravity and resistance
(> 50% of normal power)

4— Active movement against gravity and resistance

(< 50% of normal power)
Active movement against gravity
Active movement with gravity eliminated
Flicker or trace contraction
No contraction

o = N W

(the suprascapular nerve). Patients # 8-20 were
accepted for surgery if the sensory score was < 1
(the supraclavicular and axillary nerves) and the
motor test score was < 4— (the suprascapular
nerve).

We recorded the incidence of adverse events
including paresthesia, vessel puncture, systemic
local anesthesia toxicity, Horner’s syndrome,
dyspnea, hoarseness, and dysphagia. To detect
pneumothorax, ultrasound was used within
15 min after completed procedure.

Intraoperative treatment

All patients were offered propofol sedation to
maintain a score between —2 and 0 on the Rich-
mond Agitation and Sedation Scale. The proto-
col required that other sedatives or analgesics
were not administered.

Post-operative assessment

All patients were interviewed in the recovery
room and by phone approximately 24 h after
the surgery was completed. In the recovery
room, post-operative nausea and vomiting
(PONV), pain at rest (numerical rating scale,
1-10), medication, signs of Horner’s syndrome,
hoarseness, dyspnea, or dysphagia were
recorded. The same questions were repeated on
day one. Additionally, we asked about time to
pain debut, average and maximum pain scores
at rest (numerical rating scale, 1-10) and
patients’ total intake of analgesics. Analgesics
were converted to oral morphine equivalents.

Patients” overall satisfaction score was
assessed by asking them, both in the recovery
room and during the follow-up telephone
call, if they would like to receive the same
type of anesthetic technique for a similar
operation in the future. Surgeons’ judgement
of the operative conditions was given by the
operator in the recovery room, immediately
after surgery.

A priori, we assumed a block success rate of
90% with a confidence of interval of + 13%.
This would require a total number of 20
patients included. Descriptive characteristics are
presented as mean (standard deviation), median
(interquartile range and range), or number, as
appropriate. The primary aim is presented as
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proportion with 95% confidence interval. Anal-
yses were performed using the Statistical Pack-
age for Social Sciences (SPSS) program version
23.0 for Windows (SPSS Inc., Chicago, IL,
USA).

Results

Twenty-six consecutive patients scheduled for
arthroscopic shoulder surgery were screened
and 20 patients fulfilled the inclusion criteria.
Patient characteristics are presented in Table 2.

Patient flow chart is presented in Fig. 1. One
patient (#5) had successful blocks, but felt
uneasy in the beach chair position. After start-
ing light propofol sedation, she became restless
and therefore received general anesthesia. The
other 19 out of 20 patients (95% CI: 85-100)
underwent arthroscopic shoulder surgery with
light propofol sedation, but without any need
for opioids or artificial airway. Propofol dose
given was 1.4 (0.4-2.6 [0.0-3.4]), median (IQR
[range]) mg/kg/t. Two patients reported slight
discomfort intraoperatively (numerical rating
scale 1-2) located at the posterior portal (soft
spot). Both were offered analgesics, but refused.
None of the patients required additional local
anesthetic.

Four patients did not fulfill the block success
criteria at 30 min, which resulted in a block
success rate of 80%. One patient (#7) failed the
midclavicular superficial cervical plexus block
test at 30 min, but met the success criteria
10 min later. Three patients (#8, #9, and #20)
failed the SSN test. Patient #20 and patient #9

Table 2 Characteristics of study patients scheduled for
arthroscopic shoulder surgery (n = 19).

Age (yrs) 55.7 (11.9)

Gender (male/female) 1217

BMI; kg/m? 26.0 (3.4)

ASA physical status (I/11/111) 6/12/1

Types of surgery (acromioplasty/supraspinatus 9/6/4
suture/intraarticular surgery)

Side (right/left) 9/10

Mean (SD) or number (n). Continuous variables are presented as
mean (standard deviation); categorical variables are

presented as counts. ASA, American Society of
Anesthesiologists; BMI, mass body index.
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met the success criteria 45 and 90 min after the
last block, respectively.

Patient #8 retained suprascapular nerve medi-
ated muscle power score 4— up to the time of
surgery. In spite of this suboptimal score, we
decided to proceed to surgery. The precondition
was, by the slightest intraoperative pain, to con-
vert to general anesthesia. The patient did not
experience pain during surgery and received
only propofol according to the protocol.

Summary data of block performance of the
three blocks are presented in Table 3. None of
the patients showed sonographic signs of pneu-
mothorax. Total block performance time was
21.8 (20.4-26.7 [15.9-34.5]), median (IQR
[range]) minutes. Time from end of local anes-
thetic injection until start of surgery was 118
(92-150 [71-200]), median (IQR [range]) min-
utes. Tables 4 and 5 show the individual sen-
sory-motor status of all patients 15 and 30 min
after the blocks.

The duration of surgery was 49 (24-63 [18—
85]), median (IQR [range]) minutes. Surgeons
were satisfied with the working conditions in
19 of 20 patients (all except patient #5) and
would recommend this novel block combination
to all new patients scheduled for arthroscopic
shoulder surgery.

In the post-anesthesia care unit (PACU) none
of the patients suffered from nausea/vomiting,
dyspnea, hoarseness, or dysphagia. One patient
demonstrated temporary Horner’s syndrome and
another patient reported a pain score of 2 (nu-
meric rating scale 0-10), while the others were
pain free. No drugs were required. Accordingly,
in the PACU all the patients were very satisfied
with the regional anesthesia. Furthermore, all of
them wished to receive the same regional anes-
thesia, should they require the same type of sur-
gery in the future.

Patient #3 was excluded from post-operative
day one data analyses because of protocol viola-
tion. This patient was given 16 mg dexametha-
sone i.v. intraoperatively. During the telephone
interview on the first post-operative day, no
patient reported PONV, dysphagia, dyspnea, or
hoarseness. Time to pain debut was 12.5 (11.7—
14.8 [7.6-15.6]), median (IQR [range]) hours.
Average pain score at rest was 0 (0-2.3 [0-6]),
median (IQR [range]). Maximum pain score
was 5 (3.5-8.5 [0-10]), median (IQR [range]).
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Enrolment

Assessed for eligibility (n = 26)

Excluded (n = 6)
« Not meeting inclusion criteria (n = 6)

o Declined to participate (n=0)
« Other reasons (n = 0)

A

Allocation

Included (n = 20)

1

Number of patients who
underwent arthroscopic
shoulder surgery (n = 20)

A\

—>| Converted to general anaesthesia (n = 1)

Analysed (n = 19)

A\

_>| Lost to follow-up (n = 0)

Follow-Up

Followed up (n =19)

Fig. 1. CONSORT flow diagram.

Table 3 Summary data of block performance of the three blocks (n = 19).

SCPB

SSNB LSIB

Performance time (min)

Number of needle passes (n) 1(1-1 [1-2))

Paresthesia (n) 1
Vascular puncture (n) 0
Local anesthetic systemic toxicity (n) 0

6.0 (5.4-8.0 [3.6-11.2])

5.0 (3.9-7.9 [2.8-14.8)]) 6.5 (5.5-7.1 [4.7-12.0])

1(1-1[1-3) 2 (2-3 [2-3))
2 1
0 1
0 0

infraclavicular block.

Analgesic consumption was 40 (30-60 [0-100]),
median (IQR [range]) mg oral morphine equiva-
lents during the first 24 h after surgery.

Discussion

The study shows that this novel combination of
peripheral nerve blocks is feasible and provides
surgical anesthesia and satisfactory post-

Values are median (IQR [range]) or number (n). SCPB, Superficial cervical plexus block; SSNB, Suprascapular nerve block; LSIB, Lateral sagittal

operative analgesia in patients scheduled for
arthroscopic shoulder surgery.

The superficial cervical plexus block can
potentially affect the brachial plexus and the
phrenic nerve®* if local anesthesia penetrates the
prevertebral fascia and diffuses into the inter-
scalene groove and to the superficial aspect of
the anterior scalene muscle. Nevertheless, to our
knowledge there are no reports of phrenic nerve
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block  associated with ultrasound-guided
superficial cervical plexus block'®?*®> and the
incidence of this event is historically very low.>¢
To reduce the risk of phrenic nerve block, we
used a lower volume of local anesthetic than in
the studies by Tran et al. and Giirkan et al.'®?®

In our former study on supination of the hand
after ultrasound-guided infraclavicular block, 15
patients received infraclavicular block alone and
15 combined infraclavicular and suprascapular
nerve block.'” Chest radiographs were taken
approximately 75 min after the blocks. There
were no signs of diaphragmatic paresis or paral-
ysis. This may suggest that neither infraclavicu-
lar nor suprascapular block, or the combination
of them, challenges the phrenic nerve. However,
in a recent study of 32 patients receiving ultra-
sound-guided infraclavicular block, one patient
developed hemidiaphragmatic paralysis and
three patients hemidiaphragmatic paresis, as
diagnosed by M-mode ultrasonography.?” Based
on data from these two studies, clinicians
should be aware of the potential risk of infra-
clavicular block in patients with impaired respi-
ratory function.

The suprascapular nerve seldom has sensory
branches to the skin.?®?° We therefore used a
muscle power test to evaluate the suprascapular
nerve block. Interestingly, surgery could be per-
formed successfully even in patients with
suprascapular nerve block failure after 30 min.
Most remarkable was patient #8 who failed the
suprascapular nerve test until start of surgery.
We allowed this patient to be operated in accor-
dance to protocol because of two considerations.
First, there may be a significant disparity
between motor power and sensory function after
a peripheral nerve block.?® Second, our success
criterion may be too strict.'®> The patient did not
experience any pain and received propofol only
according to the protocol. In future studies we
will consider using a more liberal success crite-
rion (motor score < 4—) for the suprascapular
nerve block.

Premedication was not administrated for two
reasons. First of all, because the superficial cervi-
cal plexus block anesthetizes the supraclavicular
nerves and thus the injection sites of the subse-
quent blocks. Secondly, our study required an
accurate and timely performed neurological
assessment before and after the blocks. Therefore,
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we did not want any sedative or opioid to
confound the interpretation of the data.

The need for three injections, change of
patient’s body position, and change of needle
type during the procedure, make our triple block
method more time consuming compared to the
interscalene block.'> However, in order to pro-
vide surgical anesthesia, the alternative of low
volume interscalene block, requires an additional
anesthesiological technique (general anesthesia,
local skin infiltration or a supraclavicular nerve
block), which is time consuming as well. This
novel block combination might reduce costs
spent on personnel and supplies, but such benefit
over the interscalene block must be tested in a
randomized controlled study.

The incidence of intraoperative cerebral desat-
uration in patients receiving general anesthesia
in the beach-chair position is of great concern.®
A major advantage of this novel block combina-
tion is that general anesthesia could be omitted
in 19 out of 20 patients. By using only light
propofol sedation, we could easily communicate
with the patient and thereby directly monitor
cerebral function intraoperatively.

In conclusion, this novel combination of
peripheral nerve blocks provides surgical anes-
thesia and satisfactory post-operative analgesia
for patients scheduled for arthroscopic shoulder
surgery. A randomized controlled trial should
be undertaken to compare this shoulder block
with the interscalene block.
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