"Local anesthetic agents are the most powerful class of analgesic drugs in the management of localized … pain.”(Crews.  JAMA.  2002, 629-32)  This was reiterated by others "local anaesthetics represent the safest and most effective drugs in all of medicine for the management of pain."(Malamed S. SAAD Dig. 2009, 4-14.)  Regional procedures are more effective for analgesia relative to systemic opioid options. (Lerchl-Wanie G.  Anaesthesist. 2010;657-70.)

"Suprascapular nerve block relieves pain and interrupts afferent pain pathways ... in later stages [ie chronic pain."(Carron H. Geriatrics. 1978;49-57.)  The pain relief and opioid sparing effects which the suprascapular nerve block succeeds in achieving by blocking afferent (to the spinal cord, brain) pain identically occurs with intercostal nerve block and with all peripheral nerve blocks, though suprascapular nerve block is amongst the most thoroughly studied.

MYTH: Intercostal nerve block treatment of pain is a new, untested therapeutic option.

FACTS: Intercostal nerve blocks have been used to reduce pain in the distribution of the intercostal nerve since 1945.(Engel AJ.  Pain Physician.  2012, E711-8.)

MYTH: Intercostal nerve block is only used to treat rib and abdomen pain.

FACTS: Intercostal nerve blocks have been used to treat rib fracture pain(Engel AJ.  Pain Physician. 2012, E711-8.)(Karmakar MK.  J Trauma. 2003;615-25.)(Ho AM.  Curr Opin Crit Care. 2011;323-7.) in the distribution of the anterior branch of the intercostal nerve.

Intercostal nerve blocks have been used to treat back pain given the distribution of the posterior branches of the intercostal nerve.  

HealthNet National Medical Policy from The Centers for Medicare & Medicaid Services (CMS) published "evidence-based guidelines"(pg.7) of intercostal nerve block treatment of "degenerative arthritis of the thoracic spine"(pg. 6) to treat "lower back" pain(pg.3) ICD-10 code S34.6.(pg. 3) to "promote...function" with potential "necessary to perform intercostal nerve blocks on a "weekly basis."(pg.6)(https://www.healthnet.com/static/general/unprotected/pdfs/national/policies/IntercostalNerveBlockNeurolysis.pdf, accessed 12/13/15)

MYTH: The potency of pain relief from intercostal nerve block is only moderately beneficial.

FACTS: "intercostal nerve block has no therapeutic equal in eliminating somatic [musculoskeletal] pain resulting from surgery of the thorax and upper abdomen."(Moore DC. Br J Anaesth. 1975;284-6.)

"The use of peripheral blocks is based upon anecdotal evidence.  However, this review only demonstrates the lack of studies, which does not equal a lack of effectiveness."(Klepstad P.  Minerva Anestesiol. 2015;789-93.)  Klepstad et al.'s systematic review analysis included a significant percentage of intercostal nerve blocks and proposed a concern that "the re-ported cases illustrate that peripheral nerve blocks can give pain relief to patients with in-tractable or very difficult treatable cancer pain.  For localized pain peripheral nerve block could also lower the needed dose of conventional anal-gesics and, thereby, reduce the intensity of drug induced adverse effects.  This raises the question; perhaps the use of peripheral nerve block is un-derused?"

Notably, the vast majority of peripheral nerve blocks investigated by Dr. Klepstad were intercostal nerve blocks in terms of their pain relieving potency to even relieve metastatic rib cancer pain.

MYTH: Anatomical support for intercostal nerve block to mitigate back pain is lacking.

FACTS: Numerous anatomic features of the human body explain the profound pain relief that occurs with posterior branch intercostal nerve block.

Gray's Anatomy is the seminal textbook of anatomy and published the following quote; "Posterior Divisions of the Dorsal Nerves (intercostal nerves) - The posterior divisions of the dorsal nerves ... pass backward ... and divide into internal and external branches.... The internal branches of the six lower [intercostal] nerves are distributed to the Multifidus spinae [paraspinal muscles]."(Gray H.  Gray's Anatomy, 1901 ed., reprinted 1974, pg. 777.)

As such, for nearly a century, it has been established that the intercostal nerves supply the muscles of the back.  Intercostal nerve block decreases afferent pain from spasms in this nerve's distribution of the spine.

Gray's Anatomy continues, "The external branches [of the six lower intercostal nerves] pass through the longissimus dorsi to the cellular interval between it and the iliocostalis, and supply those muscles."(Gray H.  Gray's Anatomy, 1901 ed., reprinted 1974, pg. 777.)

The longissimus dorsi as well as the iliocostalis are both paraspinal muscles of the back.  Again, spasms of the paraspinals contribute to back pain.

Additional sources corroborate Gray's Anatomy; "The posterior cutaneous branch [of the intercostal nerve] ... innervates the muscles and skin of the paraspinal area."(Waldman SD.  Atlas of Pain Management Injection Techniques, 192-4.)

MYTH: Pain arises primarily from muscle and so blocking pain from the skin is far less substantial relative to blocking pain from muscles.

FACTS: The magnitude of the pain relieving effect of intercostal nerve block must be appreciated in that Mayo Clinic Proceedings (Anon excerpt from Mayo Clinic Guide to Pain Relief, 2nd ed., 2014;1465-6.) reported that "There may be as many as 1,300 [pain sensing] nociceptors in just one square inch of skin."

If a 1" X 1" area of skin is subserved by 1,300 pain fibers then a common 20" X 20" = 400" area of skin is subserved by 1,300 X 400" = 520,000 pain fibers.  Over a half million pain fibers perpetually activating the WDRN leads to the "gate" being "stuck open" with great patient suffering.

MYTH: Intercostal nerve block only mitigates back pain by reducing spasms in the multifidus, longissimus dorsi, and iliocostalis paraspinal muscles.

FACTS: The intercostal nerves innervate the skin over the entire back via the posterior branch to reduce back pain related to the skin.  

Histologically and anatomically, the intercostal nerves "all contain mixed motor, sensory, and autonomic fibers and within the paravertebral space divide into a small dorsal and larger ventral nerve.  The dorsal nerves supply the erector spinae muscles and sensory fibers to the skin and deep structures of the posterior aspect of the trunk."(Pinnock CA.  Peripheral nerve blockade. 1996:36.)

The "intercostal nerves are the [dorsal and ventral] primary rami of T1-T11" which supply the "skin and muscles in the paravertebral region"(Thompson GE.  Neural Blockade In Clinical Anesthesia and Management of Pain, 1988:510.) of the back.

"Intercostal Nerve Block - Anatomy - posterior branch which innervates the muscle and skin of the back."(Raj PP.  Clinical Practice of Regional Anesthesia, 1991:300.)

Additional sources corroborate Gray's Anatomy; "The posterior cutaneous branch [of the intercostal nerve] ... innervates the muscles and skin of the paraspinal area."(Waldman SD.  Atlas of Pain Management Injection Techniques, 2000:192-4.)

"Intercostal Anatomy - The dorsal ramus provides sensory innervation to the posteromedial structures of the back (synovium, periosteum, fascia, muscles, and skin."(Hidalgo NRA.  Complications of Regional Anesthesia, 2007:106.)  The importance of also mitigating pain related to the periosteum covering bone is the relief appreciated from ICNB by patients with degenerative bone spine arthritis.

Gray's Anatomy states "Posterior Divisions of the Dorsal Nerves (intercostal nerves) - The five or six lower (intercostal) nerves also give off cutaneous filaments which pierce the serratus posticus inferior and latissimus dorsi ... and then ramify in the integument [(skin)].  The cutaneous branches of the posterior primary divisions of the dorsal nerves (intercostal nerves) are twelve in number."(Gray H.  Gray's Anatomy, 1901 ed., reprinted 1974, pg. 777.)

A later edition of Gray's Anatomy states "the posterior branches pass backwards to supply the skin over the Latissimus dorsi."(Gray H.  Gray's Anatomy, 1901 ed., reprinted 1995, pg. 761)

The intercostal nerves "supply the ... sensory fibers to the skin."(Pinnock CA.  Peripheral nerve blockade.  1996:36.)

MYTH: Intercostal nerve block only anatomically clearly mitigate back pain by reducing spasms in the paraspinal muscles and skin over the latissimus dorsi.

FACTS: The intercostal nerves reduce pain related to degenerative disc disease and degenerative osteoarthritis / spondylosis.

Hidalgo published; "Intercostal Anatomy - The dorsal ramus provides sensory innervation to the posteromedial structures of the back (synovium, periosteum, fascia, muscles, and skin."(Hidalgo NRA.  Complications of Regional Anesthesia, 2007:106.)  

The facet joints of the spine are synovially lined and a common source of facet DJD mediated back pain.  Additionally, the richly neurally innervated periosteum covers the vertebral bodies with greater forces transmitted to the periosteum when discs herniate or become degenerated, both not uncommon causes of back pain.  Vertebral body osteoporotic collapse as well as vertebral spondylosis compromise structural integrity of the periosteum, explaining back pain and relief from intercostal nerve block.

MYTH: Intercostal nerve block only anatomically clearly mitigate back pain by reducing spasms in the paraspinal muscles, skin over the latissimus dorsi, and spine synovium, periosteum, and fascia.

FACTS: Rohen and Yokochi's Color Atlas of Anatomy has been one of the steadfast color cadaver dissection tomes of anatomy for many decades, used by a large percentage of medical students.  The text clearly illustrates that the intercostal nerve anterior branch subserves the anterior abdominal wall but the posterior branch of the intercostal nerve is contiguous with the dorsal ramus of the spinal nerve with branches to the lasissimus dorsi muscle itself.(Rohen JW, Yokochi C.  Ch. IV. Trunk.  In: Color Atlas of Anatomy.  Tokyo: Igaku-Shoin Ltd, 1983:179.)

Thompson reports similar facts, illustrating the intercostal nerve posterior cutaneous branches supply the axial paraspinal muscles, latissimus dorsi, and skin over the back(Thompson GE, Moore DC.  Chapter 14: Celiac plexus, intercostal, and minor peripheral blockade.  In: Cousins MJ, Bridenbaugh PO, ed. Neural Blockade In Clinical Anesthesia and Management of Pain, 2nd ed., Philadelphia:J.B. Lippincott Co., 1988:511.)

The latissimus dorsi branch from the dorsal ramus of the intercostal nerve is also illustrated by Hahn.  (Hahn MB.  Chapter 34: Intercostal nerve.  In: Hahn MB, McQuillan PM, Sheplock GJ.  Regional Anesthesia An Atlas of Anatomy and Techniques, St. Louis:Mosby Publishing, 1996:245.)

MYTH: Dual supply of the lattisimus dorsi by the classically established thoracodorsal nerve as well as the segmental intercostal nerves is only supported by clear anatomic depiction of continuity of the innervating posterior branch of the intercostal nerve with the latissimus dorsi.

FACTS: It is well established that nerves characteristically give off a branch to areas that they pass.  For example, the suprascapular nerve innervates the supraspinatus and infraspinatus muscles, but sends branches to the acromioclavicular and glenohumeral joints of the shoulder complex en route to the supraspinatus.

This same finding with respect to joints applies to branches from the nerve to penetrating muscles.

Rohen and Yokochi document cadaver dissection as well as illustration demonstrating penetration of the latissimus dorsi lateral branches of the dorsal rami of the spinal nerves as contiguous with posterior branches of the intercostal nerves.(Rohen JW, Yokochi C.  Ch. IV. Trunk.  In: Color Atlas of Anatomy.  Tokyo: Igaku-Shoin Ltd, 1983:178-9.) 

This is significant as it has been published that the medial pectoral branch penetrates the pectoralis minor as it innervates the pectoralis major, supplying the minor as it so penetrates.  

Dr. Kishner, residency director for Louisiana State University Medical Center, published "The medial pectoral nerve ... enters the deep surface of the pectoralis minor, where it divides into a number of branches, which supply the muscle.  Several branches of the medial pectoral nerve pierce the muscle and end in the pectoralis major, which supply the muscle.(Kishner S.  Medscape Drugs, Diseases, & Procedures Reference.  2015;1-8.)

Gray's Anatomy mirrors that which Dr. Kishner published, "The external branches [of the six lower intercostal nerves] pass through the longissimus dorsi to the cellular interval between it and the iliocostalis, and supply those muscles."(Gray H.  Gray's Anatomy, 1901 ed., reprinted 1974, pg. 777.)  Again, it is characteristic for nerves penetrating a muscle to innervate that muscle.

Gray's Anatomy states that the intercostal nerve penetrates from deep to the latissimus dorsi to supply the skin overlying the latissimus dorsi; "Posterior Divisions of the Dorsal Nerves (intercostal nerves) - The five or six lower (intercostal) nerves also give off cutaneous filaments which pierce the serratus posticus inferior and latissimus dorsi ... and then ramify in the integument [(skin)].  The cutaneous branches of the posterior primary divisions of the dorsal nerves (intercostal nerves) are twelve in number."(Gray H.  Gray's Anatomy, 1901 ed., reprinted 1974, pg. 777.)

Although it is clear that the thoracodorsal nerve of the posterior cord of the brachial plexus innervates the latissimus dorsi, many muscles (especially understandable with large muscles as the adductor magnus, pectoralis major, and latissimus dorsi) appreciate dual innervation.  The FPB superficial head of the "thenar eminence" is innervated by the median nerve but the FPB deep head is innervated by the ulnar nerve.  The FDP #1 and #2 are innervated by the anterior interosseus branch of the median nerve and the FDP #3 and #4 are innervated by the ulnar nerve.  Lumbricals #1 and #2 are innervated by the median nerve and lumbricals #3 and #4 are innervated by the ulnar nerve.  The levator scapulae is innervated by the dorsal scapular nerve as well as directly from cervical nerves.  The brachialis is innervated by the radial nerve as well as the muculocutaneous nerves.  The anterior portion of the adductor magnus is innervated by the obturator nerve and the posterior portion of the adductor magnus is innervated by the sciatic nerve.  The pectoralis major is innervated by the lateral pectoral nerve as well as the medial pectoral nerve.  The long head of the biceps femoris is innervated by the sciatic nerve and the short head of the biceps femoris is innervated by the common peroneal nerve.  The pectineus is dual innervated by the femoral nerve as well as the obturator nerve.  The gracilis is dual innervated by the femoral nerve as well as the obturator nerve.

To embrace rigidity is a detriment to optimal patient care.  The phrenic nerve is classically taught as the innervation to the diaphragm just as the thoracodorsal nerve is classically taught as the innervation to the latissimus dorsi.  However, "nerve branches of the intercostal nerve to the diaphragm" have been reported (Sulzgruber SC. Anat Anz. 1979;192-204.)

Finally, whether the latissimus dorsi enjoys redundant innervation by the intercostal nerves is somewhat immaterial as block of the intercostal nerves have been well characterized as mitigating back pain via well documented innervation to the paraspinals, skin over the latissimus dorsi, and aforementioned structures.

MYTH: Needle positioning is irrelevant to intercostal nerve block to address the posterior cutaneous branches to the latissimus dorsi and overlying skin.

FACTS: Intercostal nerve blocks to minimize back pain are optimally performed not too medially nor too laterally.  Within centimeters of the spine, the nerve is quite deep, increasing the risks for complications if performed within less than 2-3 inches from the axial spine.  

Also, though the dorsal ramus branch will be blocked, the ventral ramus lateral cutaneous branch of the intercostal nerve may not be blocked if the needle is positioned too medially.(Thompson GE, Moore DC.  Chapter 14: Celiac plexus, intercostal, and minor peripheral blockade.  In: Cousins MJ, Bridenbaugh PO, ed. Neural Blockade In Clinical Anesthesia and Management of Pain, 2nd ed., Philadelphia:J.B. Lippincott Co., 1988:510-11.)

If performed too laterally at the angle of the ribs, patients may not appreciate as much as desired back-flow of the local anesthetic to block the dorsal ramus cutaneous branch and only a single level is blocked.(Johansson A.  Acta Anaesthesiol Scand. 1985;524-8.)

The dorsal ramus posterior branches of the intercostal nerve are blocked during intercostal nerve block given that, unlike many other nerves, the intercostal nerve lacks a constricting fascial sheath to restrict anesthetic migration(Nunn JF, Slavin G. Br J Anaesth. 1980 Mar;52(3):253-60.)(Moore DC. Br J Anaesth. 1981;325-9.) such that anesthetic readily reaches the paravertebral space.(Murphy DF.  Br J Anaesth. 1984;627-30.)

MYTH: Intercostal nerve blocks as described above to reduce back pain are truly paravertebral blocks.

FACTS: Physiologically, this has considerable merit, but anatomically, the procedures are different.  Paravertebral blocks require imaging or neurostimulator guidance as they lack the ease of simply identifying surface landmarks of the ribs.  Paravertebral blocks are anatomically performed by inserting the needle much deeper and closer to the axial spine.  As such, patients requiring this procedure are characteristically referred to anesthesiology colleagues.

Physiologically, however, both intercostal nerve blocks as described by the above technique as well as paravertebral blocks achieve blockade of the dorsal ramus to the paraspinal muscles of the back.  

If the intercostal nerve did not appreciate the benefits (and negatives precluding sequential bilateral blocks) of absence of a constricting fascial sheath then paravertebral blocks would be superior in the treatment of back pain.

In fact, just as intercostal nerve blocks reduce diffuse myofascial pain via medial flow of local anesthetic to block the dorsal ramus, so too have paravertebral nerve blocks been reported to reduce diffuse myofascial pain via the same dorsal ramus block effects.(Naja ZM.  Pain Pract. 2007;348-51.)

MYTH: It is always advantageous that the intercostal nerve lacks a constricting fascial sheath.

FACTS: Though it is highly advantageous that unilateral single intercostal blockade allows local anesthetic to travel a number of inches from the needle tip to block "several adjacent intercostal nerves" from "a single intercostal space" intercostal nerve block,(Thompson, 1988:867-8.) this also indicates a need for caution in terms of avoiding sequential bilateral blocks in an outpatient office setting.

The clinical utility of no intercostal fascial sheath being advantageous to allow unimpeded anesthetic spread to block back musculature with intercostal nerve block is contrasted by local anesthetic migration along the sheath significantly increasing risks of ventilatory embrassment if intercostal nerve block is performed bilaterally at sequential levels.(Bridenbaugh PO. Clinical Anesthesia and Management of Pain, 1988:702.)

MYTH: Intercostal nerve block only mitigates pain in a band at that segmental level.

FACTS: The absence of an intercostal nerve fascial sheath explains ICNB extensive distribution of pain relieving effect as "spread to the nerves above and below the target" with ICNB.(Tucker GT.  Neural Blockade - Clinical Anesthesia and Management of Pain, 1988:55.)

Via diffusion along the intercostal nerve and cutaneous overlap of contiguous dermatomes, one ICNB may decrease a large vertical expanse of pain given "multiple dermatome block after a single injection."(Thompson GE.  Neural Blockade In Clinical Anesthesia and Management of Pain, 1988:515.) 

The marked effectiveness of intercostal nerve block to reduce back pain is accentuated not only by the fascial sheath finding, but also by the fact that the less deep paraspinals are not merely segmental in that they extend to levels above and below.  This permits blockade of one level to reduce paraspinal spasms in a large area.

Additionally, the intercostal nerve anatomically bifurcates vertically and caudally to markedly expand the distribution of pain relief from a single ICNB.(Waldman SD.  Atlas of Pain Management Injection Techniques, 2000:193.)

For many decades it has been appreciated that extensive dermatome overlap occurs, two segments above and two segments below each intercostal nerve.(Brechner VL.  Calif Med. 1967;290-2.)  Though intensity of pain relief is clearly greatest for the segmental level blocked, when sequential blocks are contra-indicated by the presence of bilateral pain in light of risks for respiratory embarassment from retrograde axial flow of local anesthetic, it is still welcome to effect a much greater distribution of pain relief from single sided blocks.

MYTH: Intercostal nerve block only clearly mitigate back pain by reducing spasms in the paraspinal muscles, skin over the latissimus dorsi, and spine synovium, periosteum, and fascia as well as spasms of the latissimus dorsi muscle.

FACTS: When intercostal nerve blocks a dermatome and intercostal muscles of the myotome, that level as well as adjacent nerve root level sclerotome mechanical bone pain as related to arthritis, disc disease, scoliosis,... is reduced as explained via Gate Closure of the hypersensitized segmental spinal cord wide dynamic range neuron.

This is discussed elsewhere in this source as a separate topic as it serves as a unifying explanation not only for pain relief from superficial nerve blocks but also for a host of pain conditions and relieving treatments.

This includes referred pain in terms of heart attack presenting with left arm pain, reflex sympathetic dystrophy / sympathetically maintained pain, descending inhibition pain relief from gabapentin (Neurontin) and other medications, rhomboid C5 dorsal scapular nerve pain relief from C5, C6 suprascapular nerve block, and the aforementioned T11 sclerotome bone pain relief from T11 dermatome and myotome intercostal nerve blocks. 

MYTH: Intercostal nerve blocks mitigate acute back pain but not chronic back pain.

FACTS: DeLisa, the "Bible" of physical medicine and rehabilitation, stated "Intercostal blocks have been extremely useful in managing chronic pain patients."(Walsh NE.  Treatment of the patient with chronic pain.  In: DeLisa JA, ed.  Rehabilitation Medicine Principles and Practice.  1988:719.)  

It has also been published that "intercostal nerve blockade is well established in other disciplines, such as chronic pain."(Honey RJ.  J Endourol. 2013, 415-9.)  

"Intercostal nerve (ICN) injections are routinely performed under anatomic landmark or fluoroscopic guidance for acute and chronic pain indications."(Bhatia A.  Reg Anesth Pain Med. 2013, 503-7.)

Additional sources report attenuation of chronic pain following intercostal nerve block.(Doi K.  J Clin Anesth. 2002;39-41.)(Choi YK.  Reg Anes Pain Med 1998;96-100.)

In fact, the above discussion of central sensitization of the spinal cord and expansion to cephalad and caudal cord sensitization clearly indicates that superficial nerve blocks have even greater utility in the mitigation of chronic pain relative to acute pain in which the central sensitization has not yet occurred.  For acute pain, benefit is present, but may be restricted to the distribution of the peripheral nerve.

MYTH: Intercostal nerve blocks are only effective to treat aching, throbbing mechanical pain of degenerative spine arthritis, disc herniation, degenerative disc disease, myofascial,... pain.

FACTS: Intercostal nerve blocks have been used to treat intercostal neuralgia burning pain, usually from herpes zoster infection, causing either acute shingles or chronic post-herpetic neuropathy.(Doi K.  J Clin Anesth. 2002;39-41.)(Choi YK.  Reg Anes Pain Med 1998;96-100.)

MYTH: Intercostal nerve blocks are only effective to treat aching, throbbing mechanical pain or neuropathic pain.

FACTS: Intercostal nerve blocks have been used to reduce visceral pain.

Intercostal nerve blocks mitigate liver and gallbladder pain.  Cholecystectomy open surgery post-operative pain has been very successfully treated with intercostal branches blocks in the mid-axillary line from T6 to T12 with local anesthetic.(Fernández Martín MT.  Rev Esp Anestesiol Reanim. 2015;580-4.)

T11 and T12 intercostal nerve blockade may mitigate kidney related pain(Ozkan D.  Anaesthesist. 2013;988-94.

Combined ilioinguinal, iliohypogastic, and T11 and T12 intercostal nerves blockade after renal transplantation significantly reduced postoperative pain and opioid consumption.(Shoeibi G.  Anesth Analg. 2009;330-3.)

MYTH: Intercostal nerve blocks should last longer than 3-4 weeks of other superficial nerve blocks.

FACTS: Specifically with respect to intercostal nerve blocks, 25 years ago in 1990 as representing how popular and safe the procedure is to treat chronic pain, neurologist R. Cytowic, M.D.'s textbook, Nerve Block for Common Pain reported that nerve block and trigger point "injections are superior to pills,"(pg. 40) "nerve blocks can relieve pain for 3 weeks"(pg. 57) and that "repeat blocks can be done every 3 weeks."(pg. 49)  "intercostal nerve blocks can relieve pain for 1 to 3 weeks."(Cytowic R.  Nerve Block for Common Pain.  NYC: Springer-Verlag, 1990:57.).

HealthNet National Medical Policy from The Centers for Medicare & Medicaid Services (CMS) published "evidence-based guidelines"(pg.7) of intercostal nerve block treatment of "degenerative arthritis of the thoracic spine"(pg. 6) to treat "lower back" pain(pg.3) ICD-10 code S34.6.(pg. 3) to "promote...function" with potential "necessary to perform intercostal nerve blocks on a "weekly basis."(pg.6)

Though simply a different nerve distribution but the identical mixed sensorimotor nerve type, same physiologic conduction, same segmental spinal cord processing in the presence of a centally hypersensitized wide dynamic range neuron subserving its own dermatome, myotome, and sclerotome, many other superficial nerves have similarly been discussed as being blocked with 3-4 weeks of long lasting relief.

MYTH: Ultrasound guidance is necessary for intercostal nerve blocks as they are less superficial relative to suprascapular, spinal accessory, and many other superficial nerve blocks.

FACTS: No ultrasound guidance existed in 1975 when published by Moore, and he stated that of approximately 100,000 intercostal nerve blocks as performed by doctors-in-training junior staff (residents) performing 95% of the blocks, "no severe systemic toxic reactions occurred."  The incidence of pneumothorax was 7.3 per 10,000 and "this complication occurs so infrequently [despite the absence of ultrasound guidance] when the block is executed by trained personnel that it is no contraindication.  Furthermore, pneuothoraces, when recognized immediately and adequately treated, do not result in further complications."(Moore DC. Br J Anaesth. 1975;284-6.)

Similarly, intercostal nerve blocks have been used safely and effectively to reduce pain in the distribution of the intercostal nerve since 1945(Engel AJ.  Pain Physician.  2012, E711-8.) using only surface landmarks.
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