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Abstract:
Anterior shoulder dislocation (ASD) is the most common type of dislocation presented to the 
emergency department (ED) with severe pain and limitation of range of movement. Procedural 
sedation and analgesia are commonly used for ASD, but regional techniques are gaining popularity. 
Interscalene brachial plexus block is effective but has several limitations. Suprascapular nerve 
block (SSNB) has been explored for this indication. The SSNB is commonly performed using the 
posterior approach in a sitting position and can be technically difficult in dislocated patients. Recently, 
anterior subomohyoid approach performed in the lower neck has been described but has not yet 
been reported in the ED. We, hereby, report our experience of using low‑volume ultrasound‑guided 
anterior SSNB for procedural analgesia in 10 patients with ASD.
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Introduction

Acute anterior shoulder dislocation (ASD) 
i s  t h e  m o s t  c o m m o n  t y p e  o f 

dislocation presented to the emergency 
department (ED).[1] ASD is usually associated 
with severe pain and discomfort, and the 
delay in reduction may lead to a number 
of acute and chronic complications.[2] The 
reduction of ASD is mostly achieved under 
procedural analgesia (PA) and sedation 
which obtund the patient’s consciousness 
and can be detrimental in ED.[3] The regional 
analgesia (RA) techniques, including 

nerve blocks, are the safer alternatives 
and gaining increasing acceptance in ED 
settings for PA.[4] Interscalene brachial 
plexus block (ISBPB) is the standard RA 
technique used for ASD.[5,6] However, the 
ISBPB is invariably associated with phrenic 
nerve (PN) palsy and can be detrimental to 
patients with a limited respiratory reserve, 
thereby undesirable in ED settings.[4‑6] The 
suprascapular nerve (SSN) is a terminal 
branch of the brachial plexus which provides 
a major sensory supply (up to 75%) to the 
shoulder joint.[7] A suprascapular nerve 
block (SSNB) can provide effective analgesia 
comparable to ISBPB without the risk of 
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PN palsy.[7] Both anterior and posterior approaches can 
be undertaken for SSNB, few reports that exist on the 
use of SSNB in the ED have focused on the posterior 
approach.[7‑9] The anterior technique, however, remains 
underutilized in ED settings for this indication, and 
there is a paucity of literature in this regard. We describe 
the use of the anterior subomohyoid approach of SSNB 
using a low volume of local anesthetic (LA) for PA for 
10 patients presented to the ED with ASD.

Case Report

Ten patients presenting to our ED with an ASD were 
explained about potential analgesic modalities to reduce 
the dislocation. Patients with suspected neurological 
deficits and any preexisting respiratory diseases were 
excluded from SSNB. The patients were prepared 
for the block in the procedure room after applying 
standard monitors and keeping the resuscitation drugs 
and equipment ready. The SSNBs were performed 
under aseptic conditions with a high‑frequency linear 
probe (5–13 Hz) which was placed transversely above the 
clavicle to visualize the supraclavicular brachial plexus 
and then traced toward the cricoid at the interscalene 
level to locate the cervical nerve roots C5, C6 (splitting 
into two), and C7 [Figure 1a]. The C5 nerve root is traced 
laterally to locate a branch beneath the inferior belly of 
the omohyoid [Figure 1b]. The LA 1% lignocaine was 
infiltrated around the nerve by inserting a nerve block 
needle inplane to the transducer probe from the lateral 
to the medial side. The baseline pain score and pain score 
10 min after the block was recorded in the Numerical 
Rating Scale (NRS). The patients’ demographic variables 
and clinical profiles are depicted in Table 1. All the 
patients were monitored for 1 h after the block for 
any adverse effects. The mean age of the patients was 

34.8 ± 11.69 years, and all were male patients. The mean 
duration of presentation to ED after dislocation was 
4.0 ± 1.88 h. The mean baseline pain score in NRS was 
9.3 ± 0.82. The mean pain score at 10 min postblock was 
3.3 ± 0.67. The mean volume of lignocaine required for 
the nerve block was 4.2 ± 1.68 ml. Successful reduction 
was done in all the cases without any need for rescue 
analgesics. All patients were discharged on oral 
analgesics the same day, and the mean pain score at the 
time of discharge was 2.2 ± 0.91. None of the patients 
suffered any block‑related complications or were 
readmitted for any complications. Written informed 
consent was obtained from all the patients included in 
this case series.

Discussion

Shoulder joints can be dislocated anteriorly, posteriorly, 
and inferiorly, but ASD is the most common.[1] Various 
techniques for PA during the reduction of ASD have 
been reported in the literature.[2,3] Systemic analgesia 
can be provided by intravenous procedural 
sedation (midazolam, fentanyl, and remifentanil) and 
Entonox.[3] However, these techniques obtund the 
patient’s consciousness and protective airway reflexes 
and often delay the recovery.[3] RA has the edge over 
PA since it provides effective pain relief and is devoid 
of systemic side effects. The nerve block techniques for 
the reduction of ASD include ISBPB, supraclavicular 
brachial plexus block, intra‑articular LA infiltration, and 
SSNB.[1] Although ISBPB is the most effective regional 
anesthesia technique, its use is under scrutiny in view 
of the high incidence of diaphragmatic palsy, possible 
neurological deficits, and other serious adverse effects.[3] 
Hemidiaphragmatic palsy can increase the length of stay 
and is undesirable for ED patients.[6,10] The major critical 
structures such as the spinal canal, pleura, and vertebral 
artery in the vicinity can be injured during ISBPB.[4,6]

The SSNB was first described in 1941 by Wertheim and 
Rovenstein to treat severe chronic shoulder pathology.[11] 
SSN arises from the upper trunk (C5 and C6) at the level 
of the inferior belly of the omohyoid and travels toward 
the superior border of the scapula.[12] Conventionally, 
the SSN was blocked by the posterior approach at 
the suprascapular notch.[7‑9] Recently, the anterior 
subomohyoid approach has been described, where it is 
accessed proximally at the point, and where it branches off 
from the superior trunk just lateral to the supraclavicular 
brachial plexus below the inferior belly of the omohyoid 
muscle.[10] It has been suggested that the many articular 
branches of the SSN have already innervated the shoulder 
joint before it reaches the suprascapular notch.[10,12] Hence, 
the posterior approach may not be as effective as the 
anterior approach, although there is no head‑to‑head 
comparison. Considering the effective pain relief 

Figure 1: (a) Linear probe position in supraclavicular fossa; (b) Sonoanatomy 
showing SSN. SSN: Suprascapular nerve, OM: Omohyoid muscle, MSM: Middle 

scalene muscle
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achieved in all 10 patients after the use of a low dose of 
LA in anterior SSNB, the approach can be a promising 
option for PA in these cases. Furthermore, since the block 
site at the subomohyoid level is far away from the PN 
and major vessels, the chances of PN block and local 
anesthesia systemic toxicity (LAST) are practically very 
low with a low‑dose LA.[6,10,12,13] Thus, SSNB can be safer 
compared to proximal plexus blocks such as ISBPB in 
high‑risk cases with pulmonary pathologies, multiple 
comorbidities, obesity, and increased age.[4,6]

SSNB is less commonly reported in the ED for shoulder 
procedures despite its favorable side effect profile.[7‑9] 
Hassen et al. reported a reduction of ASD in a 66‑year‑old 
female under the SSNB.[7] Authors documented a shorter 
length of ED stay as compared to those receiving 
sedation.[7] Tezel et al. compared the SSNB to procedural 
sedation in a randomized trial enrolling 41 patients.[8] 
There was no difference in the success of reduction or 
patient satisfaction, but the stay in ED got significantly 
decreased.[8] In our series also, all the patients could be 
discharged on a day care basis within a few hours of 
admission and without any adverse effects. Kaya et al. 
conducted this block in a case with recurrent ASD, and 
pain in the visual analog scale decreased from 95 to 
45.[14] In our series also, a reduction in the mean NRS 
from around 9.3–3.3 (i.e., six points) was noted. Herring 
et al. conducted the SSNB for adhesive capsulitis in 
ED and could successfully do shoulder manipulation 
procedure.[9] All these previous reports utilized the 
posterior approach to SSNB, whereas in our series, we 
have explored the anterior approach to SSNB.[7‑9]

In traumatic ASD, there is a distortion of shoulder 
anatomy in addition to local tissue edema that 
complicates the posterior SSNB approach due to poor 
sonoanatomy and that makes the conditions difficult 
due to the deeper structures.[1,2] The anterior approach 
is superficial and technically easier. The LA volume 
typically used for the posterior approach is 10–15 ml.[8,9] 
In contrast, comparatively less volume of LA (mean 
4.2 ml) can achieve the desired effect in the anterior 

approach as demonstrated in our report.[6] In our initial 
experiences, we used 8 ml of 1% lignocaine which was 
brought down to 3 ml under ultrasound guidance in our 
most recent blocks and resulted in effective analgesia. 
The low‑dose LA can minimize the chances of the 
LAST.[10,13] Using lignocaine has an advantage rather 
than using a long‑acting LA or a combination of both.[13] 
Furthermore, the anterior approach can be performed 
in a supine position, whereas the posterior approach 
requires a sitting position which may not be possible or 
uncomfortable for many trauma patients.

Conclusion

This case series highlights the role of anterior SSNB in 
providing effective PA for ASD reduction using low 
concentration and volume of LA under ultrasound 
guidance. The low‑dose LA can minimize the chances of 
PN involvement and LAST. Considering the favorable 
risk‑benefit profile of this technique, SSNB should be 
further explored in ED for this indication.
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Table 1: Demographic and clinical profile of patients presented with shoulder dislocation (n=10)
Age (years)/
sex

Type 
of ASD

Duration after 
dislocation (h)

Pain score in 
NRS (baseline)

Pain score in NRS 
after 10 min of block

The volume of LA 
drugs used (ml)

Pain score in 
NRS at discharge

40/male Right 5 10 3 8 2
32/male Right 2 10 3 5 1
42/male Left 3 10 4 5 2
32/male Left 4 9 3 4 3
36/male Right 6 8 4 4 2
29/male Right 8 10 3 3 4
22/male Right 3 9 4 3 1
62/male Right 4 8 2 3 2
32/male Right 2 10 4 3 2
21/male Left 3 9 3 3 3
LA: Local anesthesia, NRS: Numerical Rating Scale, ASD: Anterior shoulder dislocation
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