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Ultrasound guided (USG) peripheral nerve block 

techniques have become increasingly popular in regional 

anesthesia in the recent few years. USG interscalene 

brachial plexus block provides effective analgesia after a 

variety of of surgeries and have been shown to reduce 

opioid consumption, decrease postoperative nausea and 

vomiting (PONV), improve patient satisfaction, and 

decrease recovery room length of stay.1 Regardless of all 

of these advantages, there have been some complications 

associated with this technique. The most important 

complication is the phrenic nerve block. Therefore, 

impaired respiratory function is considered a relative 

contraindication to interscalene plexus block. It has been 

shown to cause ipsilateral hemidiaphragmatic paresis 

almost always due to phrenic nerve block.2, 3 

With the introduction of the USG in the regional 

anesthesia, it is now relatively easy to target any desired 

portion of the brachial plexus and achieve surgical 

anesthesia and analgesia for the entire upper extremity. 

Moreover, the duration of the regional anesthesia can be 

extended by inserting a catheter and continuous infusion 

of local anesthetics (LA) through it. However, in some 

cases it may be difficult to attain good view for a correct 

block.4 There is a need to identify the optimal location for 

LA administration during an interscalene block. The 

injection site chosen for any type of block can affect its 

quality, time to onset, and the duration. Interscalene 

plexus block is performed at the C5 level. In conventional 

method the US transducer is placed transversally on the 

neck at the level of the superior pole of the thyroid 

cartilage and then slightly aligned laterally, where the 

nerve roots are observed between the anterior and middle 

scalene muscles at the interscalene groove. The needle 

insertion site is determined under US guidance as the 

point where the posterolateral border of the 

sternocleidomastoid muscle starts. The final target 

position of the needle is immediately posterior to the 

space between the C5 and C6 roots.  

The needle is inserted laterally at the posterior border of 

the sternocleidomastoid muscle and advanced under US 

guidance using the in-plane technique to reach to the 

Figure 1: Shows the spread of the LA solution (arrow) 
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brachial plexus. LA drug is administered under real-time 

visualization of the needle tip and the distribution of the 

solution.5 

By this capability we would decrease the block failure 

and improve block efficacy. More clinical trials are 

needed to ascertain the accuracy and the comparative 

benefits of this new technique. 
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