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Superficial nerve blocks are injections performed in proximity to peripheral nerves, inches distant from the spinal cord and axial spine, maximizing safety.

Also, "superficial" implies less deep relative to that which many patients may require in terms of needing injections in spinal structures such as epidurals, facet joint injections, nerve root blocks, medial branch blocks, sacroiliac injections, coeliac plexus blocks, sympathetic blocks, paravertebral blocks,... or neurodestructive procedures which may help patients such as melting the nerve with heat (rhizotomy) or with chemicals (phenol, alcohol) or surgical implantation of neuromodulators to stimulate the nerve centrally over the spinal cord or over the peripheral nerve.

"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 any peripheral nerve block, though suprascapular nerve block is amongst the most thoroughly studied.

Dr. Geller only performs superficial procedures, medication management, and appropriate referrals.  He refers patients interested in deeper procedures to his colleagues in anesthesiology.  His skills delivering superficial nerve blocks are so effective that a significant percentage of his patients present just for the injections and do not need any oral medications.

Dr. Geller also refers patients to physical therapy and other non-narcotic, non-pharmacologic options including pain hypnosis, massage, Tai Chi, yoga, pain psychology, and colleagues in neurosurgery, anesthesiology, orthopedics, physiatrist osteopaths for manipulation, rheumatology, endocrinology, psychiatry, and other specialists, especially if substance issues are identified.

Dr. Geller's wife serves not only as office manager, but with a Master's 6 year degree in physical therapy, she also assists in providing home exercise program (HEP) education.

Dr. Geller encourages aerobic exercise for all patients given profound benefits of aerobic exercise for pain relief, anxiolysis, antidepressant effects, and enhanced sleep quality and duration.  When terrestrial aerobic exercise is a hardship, he refers patients for aquatic aerobic exercise given buoyancy benefits of water.

Most of Dr. Geller's patients work for a living as the goal of pain management, especially for younger patients, is subjective pain relief such that objective function is enhanced.

Superficial injections usually are performed without imaging guidance as surface skin landmarks have been used as standard of care since the 1940's with safe and effective outcomes.  Deeper injections usually require imaging guidance, though very experienced anesthesiologists may deliver them based simply on surface anatomy.

Superficial nerve blocks can be used at high doses in the operating room to effect paralysis such that patients do not move their limbs during surgery such that the surgeon can more safely perform the operation.

Alternatively, they can be used at lower volumes in the outpatient office to reduce pain to more safely offer pain management, minimizing opioid dosing needs if opioids are a treatment option.  

MYTH: Superficial 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.)  

Suprascapular nerve block has been performed successfully as a superficial nerve block with surface landmarks since 1941.(Jones DS.  Br J Gen Pract. 1999, 39-41.)  

Spinal accessory nerve blocks have been used since at least 1978(Ramamurthy S.  Anesth Analg. 1978; 591-3.) though the authors reference Bonica as performing the block as published in 1953.

Trigger point injections have been used since at least 1953.(Travell.  Postgrad Med.  1952;425-34.)  Given that muscle is electrically excitable tissue just as is nerve via shared electrolyte conduction, it has been stated that "trigger point injections are the most commonly performed nerve block."(Cahill C. Pain Management Principles and Practice, first ed., Western Schools Publishing. 2003, pg 110.)

MYTH: As local anesthetics block nerve function, mixed sensory motor nerves will invariably result in weakness when blocked.

FACTS: The purpose of performing superficial nerve blocks to treat chronic pain is to mitigate pain to improve function and reduce opioid dosing needs.  Unlike performing the identical procedures for surgery, the goal is to not impede motor conduction and cause weakness.  As such, instead of 10-20 cc of local anesthetic, characteristically 0.5-1 cc is employed.

A successful nerve blockade to treat pain is distinct from a pre-operative superficial nerve block in that the surgeon requires the thickly insulated / myelinated motor large A-alpha nerve fibers blocked prior to surgery such that the patient does not move when the surgeon's scalpel is close to blood vessels.  

For chronic pain treatment, clinicians use a much lower anesthetic dose to block just pain fibers.  Fast pain is transmitted via histologically classified lightly myelinated A delta fibers with slow aching pain transmitted via unmyelinated / uninsulated C fibers, both of which are exquisitely sensitive to blockade by low volumes of local anesthetic such that motor fibers  (weakness) are spared with properly performed pain relieving superficial nerve blocks.(Pitombo.  Rev Bras Anestesiol. 2013;45-51.)

Jasinski published "There is a positive relationship between the diameter of the nerve fiber and the concentration of the drug that is required to produce blockade of the nerve....  Pain impulses are carried on myelinated A-delta and unmyelinated C fibers and are blocked by similar concentrations of local anesthetic.  Low concentrations of local anesthetic block pregangionic sympathetic nervous system B fibers.  Slightly higher concentrations block conduction in C fibers and small A fibers.  Blocking these fibers causes loss of pain... and motor function [is] preserved." (Jasinski.  1996, 435-6.)

Helman published; "The rationale for the use of local anesthetic nerve blocks in chronic pain patients is the consistency with which they interrupt nociceptive pathways.  It is believed that neural blockade alters or interrupts nociceptive input, reflex mechanisms of the afferent limb, and the self-sustaining activity of the neuron pools and neuraxis.  It is also believed that local anesthetics interrupt the pain-spasm cycle.  Sensory nerve block thus obtained usually relieves pain and interrupts the afferent limbs of an abnormal reflex.  With low concentrations of local anesthetic agents, one can block the A-delta, B, and unmyelinated C-delta fibers without clinically significant impairment of motor function.... The mechanism for this is not yet understood, but one can speculate that this may be due to a reversal of [patho]physiologic changes which accompany chronic pain."(Helman.  2002:288-9.)

Pain is transmitted to the CNS via A-delta and C nerve fibers, and A-gamma fibers are efferent motor fibers to the intrafusal muscle spindle to define muscle tone and susceptibility to spasm.  If the A-gamma tone is high and the spindle facilitates spasm, then muscle metabolic waste products from constant spasm may activate A-delta and C nociceptors such that pain signals can be transmitted afferently to the brain.  Thus, pain can be diminished by local anesthetic blockade of not just afferent A-dellta and afferent C-fibers, but also by blockade of A-gamma fibers in the blocked nerve.

With respect to histology, the goal of the nerve block is to use the minimum dose to effect pain relief and decrease spasms as mediated primarily via A-gamma, A-delta, and C-fibers.  As such, clinicians deliver the smallest effective volumetric and percent concentration dose.(Choi.  Reg Anes Pain Med 1998, 96-100.) of local anesthetic to reduce pain as escalating doses will affect thicker A-alpha motor fibers with consequent weakness.  A-alpha efferent motor fibers will only be blocked after A-delta and C fibers transmitting afferent pain are first blocked [after which A-gamma muscle spasm fibers are blocked].(Laursen RJ.  Muscle & Nerve. 1999, 1564-70.)(Ford.  Anesthesiology 1984, 28-33.)

A-gamma spasm fibers are 250% smaller than A-alpha motor fibers, A-delta fibers have a diameter 500% smaller than A-alpha motor fibers, and C fibers are unmyelinated and 1500% thinner than A-alpha motor fibers.(Kittelberger.  1995,8-25.)  C-fibers are more susceptible to local anesthetic induced conduction block than other fibers.(Choi.  Reg Anes Pain Med 1998, 96-100.)  Post-injection of  1% lidocaine around a nerve, no C-fiber pain activity was recorded as the nerve was blocked.(Laursen.  Muscle & Nerve. 1999, 1564-70.)  C-fibers which mediate pain are blocked with local anesthetics before A-delta fibers [long before motor efferent fibers are blocked to cause weakness].(Ford DJ.  Anesthesiology 1984, 28-33.)

Thickly myelinated fibers controlling muscle strength are unaffected by appropriately blocking only pain fibers with 1 cc volumes(Vincent MB.  Arq Neuropsiquiatr.  1998;720-5.) or 2 cc’s.(Inan.  Funct Neurol.  2001, 239-43.)

"It is often noted when anesthetizing a peripheral nerve that pain is obtunded completely (A-delta and C fibers are blocked) but that motor function and touch (A-alpha and A-beta fibers) are unaffected."(Strichartz GR.  Chapter 2:  Neural physiology and local anesthetic action.  In: Cousins MJ, Bridenbaugh PO, ed. Neural Blockade  In Clinical Anesthesia and Management of Pain, 2nd ed., Philadelphia:J.B. Lippincott Co., 1988:36.)

"Pharmacologic properties of injected anesthetics are exploited, with low concentrations achieving selective blockade of unmyelinated C and B preganglionic fibers, and the small myelinated A delta pain fibers.  Such a 'differential block' produces minimal change in motor function."(Cytowic R.  Nerve Block for Common Pain.  NYC: Springer-Verlag, 1990:57.).

MYTH: Superficial nerve blocks only moderately reduce pain.

FACTS: Nerves transmit pain by allowing sodium atoms to flow across the nerve surface.  Local anesthetics block sodium flow such that nerve transmission of pain is markedly reduced.

"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.)

Superficial nerve blocks may decrease pain even greater.  Young reported that pain ... [was] reduced 64% after superficial nerve block."(Young.  Headache. 2008, 1126-8.)

Superficial nerve blocks are underutilized as "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 magnitude of this pain relieving effect 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: Superficial nerve blocks may reduce non-malignancy pain intensity, but are not strong enough to reduce malignancy related pain.

FACTS: Klepstad et al.'s 2015 systematic review analysis included a significant percentage of intercostal nerve blocks and proposed 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.  This raises the question; perhaps the use of peripheral nerve block is un-derused?" (Klepstad P.  Minerva Anestesiol. 2015;789-93.)

MYTH: Superficial nerve blocks may reduce non-malignancy as well as malignancy related pain, but they do not alter opioid dosing nor do they contribute to decrease addiction risks.

FACTS: Superficial nerve blocks are so effective that they often reduce opioid dosing has been discussed in many articles, a tiny fraction including;(Ritchie ED.  Anesth Analg 1997;84:1306-12.)(Researchers Probe Nerve-Blocking Pain Treatment for Wounded Soldiers.  JAMA 2007 June 13;297(22):2461-2.)(Shoeibi.  Anesth Analg 2009;108:330-3.)

"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?" (Klepstad P.  Minerva Anestesiol. 2015;789-93.)  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.

Clearly, if the procedure is successful in terms of reducing pain, then less pain remains which might be treated with opioids.  With lesser opioid dosing, patients are safer.

As opioid dose is characteristically much lower following safe and effective procedures, controlled substance drug abuse is decreased 50% from 17.8% down to 9% at attentive interventional pain clinics where opioids are supplemental to interventions as opposed to clinics where opioids constitute the primary (often only) offering.(Manchikanti L.  Pain Physician.  2006;9:57-60.)

MYTH: Opioids are the most potent analgesics identified.

FACTS: It has been reported that the maximal pain relief anticipated from 18 RCT’s of opioid monotherapy is 30%.(Bloodworth D.  Phys Med Rehabil Clin N. Am. 2006, 355-79.)  Thus, expectations should be realistic in that if patients or clinicians escalate dosing too aggressively, iatrogenic euphoria and then addiction may evolve.

Conversely, superficial nerve blocks may decrease pain even greater.  "Migraine pain ... [was] reduced 64% after 5 minutes after occipital nerve superficial nerve block."(Young.  Headache. 2008, 1126-8.)

Regional procedures are more effective for analgesia relative to systemic opioid options. (Lerchl-Wanie G.  Anaesthesist. 2010;657-70.)

MYTH: Only a small portion of patients respond to superficial nerve blocks.

FACTS: Tschopp published “87% of patients report pain relief following trigger point [superficial nerve block] injections.(Tschopp KP.  ORL J Otorhinolaryngol Relat Spec. 1996;306-10.)

MYTH: Superficial nerve blocks reduce pain only as much as placebo.

FACTS: Placebo, as biologically inactive, has much lower potency relative to opioids or injections. With respect to intensity of superficial nerve block pain relief, Wasan’s 2006 double-blinded, placebo-controlled, randomized, crossover study in Pain Medicine of placebo analgesia in chronic pain patients found only 7.7%-23.5% placebo pain relief.(Wasan AD.  Pain Med. 2006;217-28.)

MYTH: Superficial nerve block injections have the same duration pain relief efficacy as placebo.

FACTS:
The duration of placebo effect is at most 4-7 days from placebo.(Colloca L.  Pain. 2006;126-33.)

"Injection techniques have been distinguished as the favored, and at times decisive intervention in the diagnostic and therapeutic management of chronic painful conditions [with] benefit of various types of injection technique includes pain relief exceeding the relatively short duration of pharmacologic action of the local anesthetics and other agents used."(Helman JD.  Chronic Pain Management.  In: Mulroy MF., ed.  Regional Anesthesia An Illustrated Procedural Guide, 3rd Ed., Philadelphia: Lippincott Williams & Wilkins, 2002:299.)

"Cutaneous nerve entrapment syndrome," treated with "injection of local anesthesia combined with steroids into the painful area was found to relieve pain for 4 weeks in 95% of patients."(Koop H.  Dtsch Arztebl Int. 2016;51-7.)

Cochrane Database reviewed EMBASE literature from January 1980 to May 2006 as well as MEDLINE and other sources for highest quality studies.  For median nerve superficial nerve block they reported "greater clinical improvement in symptoms one month after injection compared to placebo. Significant symptom relief beyond one month has not been demonstrated."(Marshall S.  Cochrane Database Syst Rev. 2007;CD001554.)

Between 50%-70% of patients appreciate  four weeks of relief from suprascapular nerve block with the occasional  patient even reporting twelve weeks of relief.(Shanahan EM.  Ann Rheum Dis. 2004;1035-40.)

Additional authors report four weeks of relief after superficial nerve block.(Di Lorenzo L.  Eura Medicophys. 2006;195-204.)

Afridi et al. published that superficial nerve blocks with local anesthetic pain relief lasted for a median of 21-30 days.(Afridi SK.  Pain. 2006;126-9.)

Superficial nerve blocks were also reported by Anthony as lasting “up to 4 weeks.”(Anthony M.  Clin Neurol Neurosurg. 1992;297-301.)

"Good" pain relief with ilioinguinal superficial nerve blocks "lasting no more than several weeks.(Carayannopoulos A.  Neuromodulation. 2009;296-301.)

Peres et al. reported up to 23.6 days of relief after nerve blockade.(Peres MF.  Cephalalgia. 2002;520-2.)

Additonal sources report superficial nerve block effecting 4-6 weeks of pain relief with weekly or bimonthly periodic returns. There are no evidences in the literature that can determine how many blocks to use and the interval between them.(Fernandes MR.  Rev Bras Anestesiol. 2012;96-104.)

Additional sources report that standard of care amongst practitioners is that the superficial nerve block procedure repeated every 3-4 weeks.(Ashkenazi A.  J Neurol Neurosurg Psychiatry. 2008;415-7.)(CNS News, July 2007)(Ashkenazi A.  Postgrad Med. 2004;16-8, 21-4, 31-2.)(Bogduk N.  Curr Pain Headache Rep. 2004;399-403.)

It has been published that "local anesthetic nerve blocks can produce prolonged pain relief that outlasts the pharmacological action of the drug by days or weeks."(Helman JD.  Chronic Pain Management.  In: Mulroy MF., ed.  Regional Anesthesia An Illustrated Procedural Guide, 3rd Ed., Philadelphia: Lippincott Williams & Wilkins, 2002:289.)

Over 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)  "nerve blocks can relieve pain for 1 to 3 weeks."(Cytowic R.  Nerve Block for Common Pain.  NYC: Springer-Verlag, 1990:57.).  

It has been reported that "2/3 [67%] of the patients who received the active [suprascapular nerve block] injection had at least this level of improvement at weeks 1 and 4.  The percentage improvement decreased after this."(Shanahan EM.  Ann Rheum Dis. 2003;400-6.)

MYTH: A duration of benefit of 3-4 weeks from superficial nerve blocks is insufficient to justify the procedure.

FACTS: Duration of benefit needs to be contrasted by safety.  The safety of superficial nerve blocks, when performed by properly trained pain management experts, is remarkable.

Also, the goal of treating chronic pain is rarely to cure the patient as this is usually simply not possible.  Chronic pain is characteristically entrenched and the realistic, standard of care goal is that of mitigating pain such that objective functional maintenance or improvement can be achieved.

Opioid medications and oral non-narcotics such as NSAIDs usually only help for hours.

Despite acupuncture, massage, and chiropractic manipulation sought after by millions, the philosophy of having a patient present every 1-2 days for treatment is contrary to the fundamental core of physiatry training of helping the patient achieve optimal independence.

MYTH: Despite commendably lasting 3-4 weeks, superficial nerve blocks should not be repeated at this frequency as epidural steroids and facet joint injections are performed only 3-4 times a year by most practitioners.

FACTS: Reasonable frequency of delivery of a treatment should reflect safety and efficacy.

As steroid is toxic to cartilage, it has been generally agreed to limit epidurals and facet joint injections to 3-4 times a year given proximity to spinal cartilage.

Superficial nerve blocks are delivered intra-muscularly, not into proximity of spinal cartilage.

With respect to safety and monthly injections, patients may ingest the oral form of lidocaine in the form of mexiletine on a daily basis.

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)

Over 25 years ago in 1990, neurologist R. Cytowic, M.D.'s textbook, Nerve Block for Common Pain reported "repeat blocks can be done every 3 weeks."(Cytowic R.  Nerve Block for Common Pain.  NYC: Springer-Verlag, 1990:49.) 

Additional sources report that superficial nerve blocks should be repeated every few weeks to mitigate pain.(Ashkenazi A.  Postgrad Med. 2004;16-8, 21-4, 31-2.)(Bogduk.  Current Pain and Headache Reports 2004;8:399-403.)

Safe, superficial nerve blocks lasting for 3-4 weeks is a very commendable treatment achievement, especially when high dose opioid consumption is avoided.

MYTH: Superficial nerve blocks should only be performed with local anesthetic or only with local anesthetic and steroid.  Pure steroid nerve blocks should not be performed.

FACTS: Steroids would not be injected with local anesthetic by many thousands of clinicians unless it was felt that safety exceeded risks and that introducing steroid to proximity to the nerve was beneficial.

Stephen Kishner, M.D., PM&R Residency Director at Louisiana State University Medical Center published that "corticosteroids may block nociceptive [i.e. pain] transmission in C fibers."(Hsiang JK, Kishner S. Medscape Reference Drugs, Diseases, & Procedures.  updated 2016;1-11.)

Publications discuss the potential merit of steroid being injected.  "Injection techniques have been distinguished as the favored, and at times decisive intervention in the diagnostic and therapeutic management of chronic painful conditions.... corticosteroids reduce inflammation either by inhibiting the synthesis or release of a number of proinflammatory substances.  Various modes of action of corticosteroids include membrane stabilization, inhibition of neural peptide synthesis or action, blockade of phospholipase A2 activity, prolonged suppression of ongoing neuronal discharge, suppression of sensitization of dorsal horn neurons, and reversible local anesthetic effect."(Helman JD. Regional Anesthesia An Illustrated Procedural Guide, 2002:299-300.)

Also, clinicians should recall that just as monthly lidocaine injections provide a truly tiny dose of local anesthetic relative to many patients consuming oral lidocaine in the form of mexiletine, so too are intermittent steroid injections providing a tiny dose relative to many thousands of patients consuming oral steroids at high dosing to addres temporal arteritis, rheumatoid arthritis, and a host of autoimmune conditions.

Patients may orally consume over 100 mg of steroid a day to treat rheumatologic conditions.  Certainly patients accept risks for atrophy from 0.5 cc of 6 mg/cc Celestone as a 3 mg per injection site once a month to treat profound pain as a markedly lower risk relative to oral consumption.

Clearly, if a patient reports allergy to local anesthetic then a trial with pure steroid injection is indicated to attempt to minimize pain and enhance function.  

MYTH: Patients who report potential allergy to local anesthetic should have this explored via allergist referral.

FACTS: The reason why many clinicians who may have seen a patient prior to referral to pain management experts do not refer patients for allergy testing is because allergy testing is not fully innocuous and some patients may respond to allergist presentation of allergen with a fulminant, fatal anaphylactic reaction as the response may be amplified.  Not all anaphylactic reactions respond to resuscitation.

If a patient with allergy to local anesthetic is referred to pain management then responds favorably to a trial with steroid only superficial nerve block and trigger point injections then this should be continued without allergist consultation.

A salient analogy is that if a patient allergic to sulfa antibiotics presents with a need for antibiotics with the culture sensitive to Penicillin, then the clinician should deliver this medication and not endanger the patient by referral for Bactrim antibiotic testing.

As such, it is not standard of care to test every potential allergy.

MYTH: No reports of patient benefit from pure steroid injection exist.

FACTS: Stephen Kishner, M.D., PM&R Residency Director at Louisiana State University Medical Center documented a patient report that pure steroid injection without local anesthetic may mitigate nerve dysfunction.(Kishner S.  J Clin Rheumatol. 1996;29-32.)

Clinicians should recall that pure steroid injections are commonly performed

Pain relief can be achieved by local injections of steroids, local anesthetics or a mixture of both in the area of greater occipital nerve (GON) superficial nerve block.(Saracco MG.  Neurol Sci. 2010, S179-80.)

Cochrane Database reviewed EMBASE literature from January 1980 to May 2006 as well as MEDLINE and other sources for highest quality studies.  They endorsed steroid injection adjacent to the median nerve superficial nerve block with conclusion that "Local corticosteroid injection for carpal tunnel syndrome provides greater clinical improvement in symptoms one month after injection compared to placebo."(Marshall S.  Cochrane Database Syst Rev. 2007;CD001554.)

A foreign substance such as steroid would not be injected without anticipated benefit.  Anesthesiologists inject steroids for many procedures including medial branch blocks, facet joint injections, epidural steroid injections, nerve root blocks,... as nerves become inflamed as do many tissues.  

However, steroid is toxic to cartilage and so is usually restricted to 3-4 facet block or peripheral joint blocks a year as it is with epidural steroid injection frequency.  Steroid injections in muscle do not damage cartilage as no cartilage is present in the muscle such that steroids with local anesthetic are often injected on a monthly basis in the treatment delivery of superficial nerve blocks.

Local anesthetic can be injected with steroid for suprascapular nerve block.(Shanahan EM.  Ann Rheum Dis. 2004, 1035-40.)(Shanahan EM.  Ann Rheum Dis. 2003, 400-6.)(Fernandes MR.  Rev Bras Anestesiol. 2012, 96-104.)(Shanahan EM.  Ann Rheum Dis. 2003, 400-6.)

Spinal accessory nerve blocks may be performed with local anesthetic and steroid.(Townsley P.  Anaesthesia. 2011, 386-9.)

Intercostal nerve blocks have been performed with steroid.(Shankar H.  Pain Pract. 2010, 312-7.)

The occipital nerve superficial nerve block can be performed with local anesthetic with steroid. (Ashkenazi A.  Curr Pain Headache Rep. 2007, 231-5.)

Physical therapists also deliver steroid without local anesthetic s close to nerve via phonophoresis with successful pain reduction.(Bakhtiary AH.  Clin J Pain. 2013, 348-53.)

Also, steroid is directed by physical therapists to mitigate nerve pain via iontophoresis with successful pain reduction.(Gökoğlu F.  Am J Phys Med Rehabil. 2005, 92-6.)

It is flawed to suggest that local anesthetic only or steroid only injections are inadequate without combining both agents.  In fact, combining both agents may cause crystalization and patient harm.(Hwang H.  Ann Rehabil Med. 2016, 21-7.)(Braun HJ.  Knee Surg Sports Traumatol Arthrosc. 2012, 1689-95.)(Watkins TW.  J Med Imaging Radiat Oncol. 2015, 571-7.)

Again, if a patient reports potential allergy to local anesthetic then a trial with pure steroid superficial nerve block may be indicated.

MYTH: Post-steroid flushing symptoms or signs are allergic reactions.

FACTS: Allergic reactions include rash, bronchospasm, anaphylaxis,... but not isolated flushing.  Flushing is a known, benign / minor, and occasional side effect of superficial nerve block given intimacy of somatic nerve fibers with the autonomic nervous system fibers as evidenced anatomically as well as pathophysiologically in the condition of RSD / reflex sympathetic dystrophy / sympathetically maintained pain.

With suprascapular nerve block, it has been published that “side effects … facial flushing.  There were no serious side effects.”(Shanahan EM.  Clin Rheumatol. 2012; 145-9.)

Also with suprascapular nerve block it has been published that “minor complications … facial flushing.”(Shanahan EM.  Reg Anesth Pain Med.  2012;120-1.)

Stephen Kishner, M.D., PM&R Residency Director at Louisiana State University Medical Center published that "When using steroids, remember that possible side effects may include fluid retention, skin flushing, and shakiness."(Hsiang JK, Kishner S.  Medscape Reference Drugs, Diseases, & Procedures.  updated 2016;1-11.)

"Flushing is considered as [a]... minor side effect.  Flushing is commonly reported following epidural steroid injections. With an incidence of 28%...."(Kim CH.  Pain Physician. 2010;481-4.)

Additional clinicians have reported flushing as a minor post-steroid injection self-limited finding.(Botwin KP.  Arch Phys Med Rehabil. 2003;627-33.)

Post-steroid injection flushing has been reported as a minor finding for many years(Cicala RS.  J Pain Symptom Manage. 1989;64-6.)

Inappropriate documentation of steroid allergy is unethical and may lead to early patient death if a patient suddenly suffers injury such as a car accident with brain swelling and life saving steroids are withheld for fear of fulminant allergic reaction.

MYTH: Steroid injection during superficial nerve blocks is contra-indicated given lipoatrophy and potential myoatrophy concerns.

FACTS: Pain can be suicidogenic and is a potent motivator and patients characteristically accept minor and major risks to achieve relief.

Patients may accept risks for quadriplegia from cervical epidural steroids given potential pain relief.  

Patients may accept risks for addiction and death from opioids given potential pain relief.  

Certainly patients may accept lipoatrophy or myoatrophy risks from steroid injections, especially if pain relief is profound and lasts many weeks.

MYTH: Superficial nerve blocks are contra-indicated in patients with bleeding disorders, endogenous or pharmaceutically exogenous.

FACTS: Superficial nerve blocks are remote from the spinal cord and most are not deep injections.

As such, superficial nerve blocks have been reported as safe in undercoagulated patients including Ehlers-Danlos syndrome patients.  "Ehlers-Danlos syndrome is an inherited disorder of collagen production that results in ... severe musculoskeletal pain. A bleeding diathesis can be found in all subtypes of varying severity despite a normal coagulation profile."(Patzkowski MS.  J Clin Anesth. 2016;50-3.)

MYTH: Only median nerve blocks with steroids combined with local anesthetics to treat carpal tunnel syndrome are effective superficial nerve block treatments.

FACTS: Superficial nerve blocks supply a sensory afferent (to the brain) pain as well as a motor efferent (spasms to the muscle, then afferent muscle spasm pain to the brain) peripheral nerve distribution. 

As such, suprascapular nerve blocks have been used for many decades to mitigate pain in the subserved distribution of the posterior shoulder.

Axillary nerve blocks reduce pain in the distribution of the subserved anterior shoulder.

Spinal accessory nerve blocks reduce pain in the distribution of the innervated trapezius muscle.

Trigeminal nerve blocks reduce pain in the distribution of the subserved face.

Occipital nerve blocks reduce headache and pain in the distribution of the subserved scalp.

Lateral femoral cutaneous nerve blocks reduce pain in the distribution of the subserved lateral anterior thigh.

Genitofemoral, ilioinguinal, and iliohypogastric nerve blocks reduce pain in the distribution of the subserved penis and scrotum.

Saphenous nerve blocks reduce pain in the distribution of the subserved knee.

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: Superficial nerve blocks mitigate acute pain but not chronic 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 been stated that "suprascapular nerve block (SSNB) is commonly used in pain therapy for patients with chronic shoulder pain. "(Dorn C. Anesth Pain Med. 2015;e31640.)

Many articles support the reduction of chronic pain via superficial nerve block.(Dorn C.  Anesth Pain Med. 2015;e31640.)(Chang KV.  Arch Phys Med Rehabil. 2016;1366-80.)(Townsley P.  Anaesthesia. 2011;386-9.)(Doi K.  J Clin Anesth. 2002;39-41.)(Jones DS, Chattopadhyay C.  Br J Gen Pract. 1999;39-41.)(Choi YK.  Reg Anes Pain Med 1998;96-100.)(Elahi F.  Pain Physician. 2014;E769-73.)(Abdelshafi ME.  Middle East J Anaesthesiol. 2011;83-92.) 

Numerous textbooks discuss the utility of superficial nerve blocks to mitigate chronic pain.

(Helman JD.  Chronic Pain Management.  In: Mulroy MF., ed.  Regional Anesthesia An Illustrated Procedural Guide, 3rd Ed., Philadelphia: Lippincott Williams & Wilkins, 2002.)(Walsh NE, Dumitru D, Ramamurthy S, Schoenfeld LS.  Ch. 36: Treatment of the patient with chronic pain.  In: DeLisa JA, ed.  Rehabilitation Medicine Principles and Practice, Philadelphia: J.B. Lippincott, 1988.)

MYTH: Chronic pain relief from superficial nerve blocks is restricted to just the involved peripheral nervous system distribution.

FACTS: Areas of pain include scerotomes (bone), myotomes (muscle), and dermatomes (skin).  Each area sends pain afferent to the central nervous system of the spinal cord and then to the brain.  The signals from all three areas converge to the spinal cord.

Bonica, one of the "fathers of modern pain management" recognized many decades ago "Chronic stimulation, be it due to injury, disease, or infection, serves as a focus of chronic irritation from which an abnormal number of impulses arise and constantly bombard the spinal cord.  These impulses upset the normal function of the internuncial pool and may even permanently damage its integrating mechanism.  The resultant abnormal activity of the internuncial neurons spreads ... across to implicate other neuron systems and the anterior and lateral horn cells to produce excessive skeletal and smooth muscle activity.  Consequently, there is skeletal muscle spasm... and in this way furnish new sources of pain...  These in turn aggravate the central disturbance in the cord and set up the so-called vicious circle..."(Bonica JJ. Basis for the use of diagnostic and therapeutic nerve blocks. 1959:11-34).

As such, the utility of superficial nerve blocks in the treatment of chronic pain extends beyond the acute pain indication of the peripheral nerve anatomic distribution to include same spinal cord level sclerotomes, myotomes, and dermatomes.

MYTH: No clinical evidence exists to support expansion of same spinal cord level pain perception via the long-accepted concept of central hypersensitization.

FACTS: The concept of "referred pain" very clearly supports the fact that an understanding of pain cannot be as simplistic as recognizing a patient's pain being restricted to just the peripheral nerve distribution.

Cardiac afferent sensory innervation is via T1-T5 via the vagus nerve (Bonica JJ. Basis for the use of diagnostic and therapeutic nerve blocks. 1959:11-34) such that during a heart attack, patients often perceive T1, T2 dermatome left arm pain.  Nothing is happening in the arm or the vagus nerve, but the perception reflects shared spinal cord T1, T2 levels.

This is also akin to gallstone visceral pain entering the spinal cord at T5-9 roots via the vagus nerve(Bonica JJ. Basis for the use of diagnostic and therapeutic nerve blocks. 1959:11-34)

such that T7, T8 dermatome scapular shoulder pain is perceived during cholecystitis despite the gallbladder and shoulder blade being anatomically remote, connected by different nerves to the same spinal cord level.

Kidney stone pain afferently transmitted from the kidneys to the spinal cord at T10-L2 and ureters from T11-L2 and urinary bladder from T11-L1 and S2-S4 via the vagus nerve, vagus nerve, and S2-S4(Bonica JJ. Basis for the use of diagnostic and therapeutic nerve blocks. 1959:11-34) are not uncommonly perceived as back pain despite nothing happening to the paraspinals, latissimus dorsi, or skin over the latissimus dorsi.

This may explain the mechanism by which T11 and T12 intercostal nerve blockade may mitigate acute kidney related pain.(Ozkan D.  Anaesthesist. 2013, 988-94.)(Honey RJ.  J Endourol. 2013, 415-9.)

MYTH: Pain relief from superficial nerve blocks is restricted to just the involved peripheral nervous system distribution, and same spinal cord level of the involved sclerotome, myotome, or dermatome.

FACTS: Unfortunately, an injury or site of pain generating pathology may not only cause pain in the expected shared "hard wired" peripheral and central nervous systems dedicated anatomy.  The hyperexcitation in the central nervous system from the constantly bombarded spinal cord may result in spread to adjacent areas of the spinal cord to increase the distribution of pain.

Bonica, one of the "fathers of modern pain management" recognized many decades ago "Chronic stimulation, be it due to injury, disease, or infection, serves as a focus of chronic irritation from which an abnormal number of impulses arise and constantly bombard the spinal cord.  These impulses upset the normal function of the internuncial pool and may even permanently damage its integrating mechanism.  The resultant abnormal activity of the internuncial neurons spreads upwards, downwards ... to implicate other neuron systems and the anterior and lateral horn cells to produce excessive skeletal and smooth muscle activity.  Consequently, there is skeletal muscle spasm... and in this way furnish new sources of pain...  These in turn aggravate the central disturbance in the cord and set up the so-called vicious circle.  Finally, as the intensity of this self-sustaining process is increased, more and more neuron systems are drawn into it..."(Bonica JJ. Basis for the use of diagnostic and therapeutic nerve blocks. 1959:11-34).

MYTH: No clinical evidence exists to support expansion of same spinal cord level pain perception via the long-accepted concept of central hypersensitization.

FACTS: The extremely common diagnosis of "diffuse myofascial pain" very clearly supports the fact that an understanding of pain cannot be as simplistic as recognizing a patient's pain being restricted to just the peripheral nerve distribution.

Again, Bonica, one of the "fathers of modern pain management" recognized many decades ago that "Noxious stimulation of any superficial or deep somatic structure such as muscles, tendons, ligaments, fascia, or bones is often accompanied by reflex muscle spasm...If ... the noxious stimulation is intense or persists, local sustained contraction of adjacent muscles takes place and such effects may spread to involve more distant regions."(Bonica JJ. Basis for the use of diagnostic and therapeutic nerve blocks. 1959:11-34).

As such, disc degeneration or herniation, spinal arthritis, nerve injury,... can set in motion a cascade phenomenon by which a large area of skin and muscle are tender to palpation and may be accompanied by classic findings of taut bands, twitch responses, and referred pain zones.

MYTH: Literature discusses the utility of superficial nerve blocks to mitigate aching mechanical pain of rib fracture, abdominal wall,... pain but not mechanical pain of myofascial pain.

FACTS: Superficial nerve blocks are exquisitely positioned to mitigate large areas of diffuse myofascial pain.  It is often helpful to conceptualize the large distribution of pain as that of addressing the base of a tree rather than performing dozens of trigger point injections to the many branches of the tree to similarly ameliorate diffuse areas of pain.

In fact, given that muscle is electrically excitable tissue just as is nerve via shared electrolyte conduction, it has been stated that "trigger point injections are the most commonly performed nerve block."(Cahill C. Pain Management Principles and Practice, first ed., Western Schools Publishing. 2003, pg 110.)

For decades,  since at least 1967, local anesthetic nerve blocks have been used to treat myofascial pain.(Brechner VL.  Calif Med. 1967;290-2.)

Townsley treated trapezius diffuse myofascial pain with spinal accessory nerve blocks as the nerve subserving this distribution.(Townsley P.  Anaesthesia. 2011;386-389.)

Quek compare the efficacy of a regional masseteric nerve block (MNB) in the management of myofascial pain of the masseter muscle, relative to trigger point injection and reported that treatment with masseter nerve block resulted in significant reduction in pain at 30 minutes and two weeks post-treatment compared to trigger point injection.(Quek SY.  Cranio. 2015 Oct;33(4):285-90.)

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.)

Herpes zoster infection of the intercostal nerve results in myofascial pain,(Chen SM.  Arch Phys Med Rehabil. 1998;336-8.) such that it is reasonable to expect intercostal nerve block to mitigate myofascial pain.

MYTH: The Gate Theory of blocking pain is applicable to radiofrequency ablation but not superficial nerve block.

FACTS: Following intercostal nerve block mitigation of chronic pain, this has supported potential benefit of melting the intercostal nerve with radiofrequency neurolysis.(Engel AJ.  Pain Physician. 2012, E711-8.)

Similarly, following suprascapular nerve block mitigation of pain, this supported potential benefit form suprascapular nerve radiofrequency melting.(Liliang PC.  Pain Med. 2009;70-5.)(Keskinbora K.  Agri. 2009;16-21.)(Huang CC.  Pain Med. 2010;1837-40.)(Shah RV.  Pain Physician. 2003;503-6.)

The extrapolation that superficial nerve block will reduce pain in the distribution of the peripheral nerve is mirrored not only by neuromodulation studies but also by radiofrequency ablations performed by anesthesiologists.  It has been stated "by extrapolating the data from medial branch conventional thermal radiofrequency ablations, a physician could potentially use this technique on any sensory nerve."(Engel AJ.  Pain Physician. 2012, E711-8.)

The fact that benefit from one intervention supports benefit from a different intervention to the same nerve supports a common shared mechanism of pain relief.

One cannot reasonably support radioquency neurolysis without similarly recognizing the safety and efficacy virtues of superficial nerve blocks.

MYTH: The Gate Theory of blocking pain is applicable to neuromodulator implantation but not superficial nerve block.

FACTS: When ilioinguinal superficial nerve block successfully reduced pain, this was felt to be an indication for neuromodulator implantation and continued pain reduction was reported from both interventions.(Carayannopoulos A.  Neuromodulation. 2009  Oct;12(4):296-301.)

Similarly, when intercostal nerve block successfully mitigated chronic pain, this supported potential benefit of implanting an intercostal nerve neuromodulator which reproduced the pain relief.(Johnson RD.  Ann R Coll Surg Engl. 2010;W1-3.)

Additionally, "due to the positive effects" of suprascapular nerve superficial nerve block, a suprascapular nerve neuromodulator / stimulator was implanted with reproduction of pain relief."(Kurt E.  Pain Physician. 2016;E235-9.)

Additional authors report successful reduction of pain with suprascapular nerve block supporting suprascapular nerve modulator implantation.(Elahi F.  Pain Physician. 2014;E769-73.)

This is true for ilioinguinal, occipital, intercostal,... peripheral nerve block success supporting neuromodulator implantation.  

The extrapolation that superficial nerve block will reduce pain in the distribution of the peripheral nerve is mirrored not only by neuromodulation studies but also by radiofrequency ablations performed by anesthesiologists.  It has been stated "by extrapolating the data from medial branch conventional thermal radiofrequency ablations, a physician could potentially use this technique on any sensory nerve."(Engel AJ.  Pain Physician. 2012, E711-8.)

The fact that benefit from one intervention supports benefit from a different intervention to the same nerve supports a common shared mechanism of pain relief for the distribution of the nerve.

One cannot reasonably support neuromodulators without similarly recognizing the safety and efficacy virtues of superficial nerve blocks.

MYTH: Only one or two nerve blocks should be performed at a single office visit.

FACTS: Given that much higher volumes of lidocaine are safely used to fully block motor as well as sensory fibers for surgical procedures and very low 0.5-1 cc volumes are often effective to block only sensory pain and muscle spindle motor fibers, many superficial nerve blocks can safely be performed at a single visit.

This is often critical to optimal pain relief as each peripheral nerve serves its own distribution, though extensive overlap may be appreciated given the Gate Theory as related to the hypersensitized segmental spinal cord wide dynamic range neuron.

A number of authors have reported the utility of multiple simultaneous superficial nerve blocks.  Given that the suprascapular nerve subserves the posterior and lateral glenohumeral joint and the axillary nerve mitigates anterior shoulder pain, the two are often combined.(Lee JJ.  Arthroscopy. 2014;906-14.)(Lee SM.  Knee Surg Sports Traumatol Arthrosc. 2012;2573-8.)(Park JY.  Knee Surg Sports Traumatol Arthrosc. 2016;1-7.)(Pitombo PF.  Rev Bras Anestesiol. 2013;45-51.)(Price DJ.  Reg Anesth Pain Med. 2008;280-1.)(Price DJ.  Arthroscopy. 2008;1316-7.)

Similarly, the spinal accessory nerve supplies the trapezius most superficial muscle of the upper posterior trunk.  The suprascapular nerve supplies the C5, C6 supraspinatus and infraspinatus middle layer, often with ability to mitigate C5 rhomboid pain via the segmental spinal cord despite innervation by the dorsal scapular nerve.  The deepest muscle layer of paraspinals is innervated by the intercostal nerves such that some patients require three nerve blocks to address diffuse multi-layered myofascial pain.

MYTH: Ultrasound guidance is essential to safe and effective superficial nerve blocks.

FACTS: As with epidural steroid and other injections, adding ancillary imaging markedly increases the cost of the procedure.  This may insert a burden to patient care which should be carefully considered, especially for superficial nerve blocks that are associated with clear, distinct anatomic landmarks.

"Ultrasound (US) is being used increasingly to perform ICN injections, but there is lack of evidence to support categorically the benefits of US over conventional techniques."(Bhatia A.  Reg Anesth Pain Med. 2013, 503-7.)

Clinicians should recall the safety and efficacy of superficial nerve blocks as being performed since the 1940's for suprascapular, intercostal, and other nerve blocks with only anatomic landmarks as ultrasound guidance is a much more recent tool.

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.)

MYTH: Ultrasound guidance should never be performed for superficial nerve blocks.

FACTS: Novice clinicians may lack sufficient skill to safely and effectively perform superficial nerve blocks without ultrasound guidance and so patients may benefit from the added cost burden of ultrasound when the procedure is offered by novices.

Additionally, some clinicians may be trained only with ultrasound and never learn the use of classic anatomic landmarks.  It is reasonable for these younger clinicians to be dependent on the tool of ultrasound to optimize patient care.

Finally, some nerves are quite deep as with the sciatic nerve, and though anatomic landmarks exist, ultrasound may theoretically offer greater advantages for such nerve blocks.

Clinicians should individually assess the cost burden to patient care of ultrasound and the necessity of this tool.
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