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ANAESTHESIA & FAIN THERAPY ' scription supplied in the methodology. We
consider it important to establish a nomen-

Comment > Reg Anesth Pain Med. 2016 Jul-Aug;41(4).548-9. clature that will adcquatﬂly dlﬂtl.ﬂglﬂSh be-
doi: 10.1097/AAP.000000000000041, tween the different approaches to the QL

block, thereby allowing clearer interpreta-
Quadratus Lumborum Block Nomenclature and (o, of the literature should differences in

Anatomical Considerations clinical efficacy begin to emerge in future
studies, as they did for the TAP block.

Kariem El-Boghdadly 7, Hesham Elsharkawy, Anthony Short, Ki Jinn Chin
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s . o Regional Pain
Anesthesia Medicine

Standardizing nomenclature in regional anesthesia:
2 O 2 1 an ASRA-ESRA Delphi consensus study of abdominal
wall, paraspinal, and chest wall blocks
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Thomas Volk MM Mabil M Elkassaba 12713 Figure 4 lllustrations of recommended names and anatomical locations of injection for paraspinal and chest wall Green circles represent strong
: - ny consensus, yellow circles represent weak consensus. (10) Rhomboid intercostal plane block; (11) paravertebral block; (12) intertransverse process
block; (13) erector spinae plane block; (14) retrolaminar block; (15) superficial serratus anterior plane (SAP) block; (16) deep SAP block; (17) superficial
parasternal intercostal plane (PIP) block; (18) deep PIP block; (19) interpectoral plane block; (20) pectoserratus plane block.
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El-Boghdadly K, ef /. Rey Anesth Pain Med 2021,46:571-580. doi:10.1136/r2pm-2020-102451

Figure 3 lllustrations of recommended names and anatomical locations of injection for abdominal wall. (1) Rectus sheath blodk; (2) ilioinguinal
iliochypogastric netves block; (3) transverse abdominis plane (TAP); (4) midaxillary TAP block; (5) subcostal TAP block; (6) anterior quadratus lumborum
block (QLB); (7) lateral QLB; (8) posterior QLB; (9) transversalis fascia plane blodk.
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—— Ankle block

Cutaneous blocks of the lower extremity

— Fascia lliaca Block —

Femoral nerve block

Lumbar plexus block —
Obturator nerve block i

Popliteal sciatic nerve block i

Saphenous nerve block

pr—> Sciatic nerve block

Lower Extremity Blocks

Techniques

— Filter

Category

Axillary brachial plexus block
Blocks at the elbow

Cutaneous blocks of the upper extremity

Infraclavicular brachial plexus block
Interscalene brachial plexus block

Supraclavicular brachial plexus block

Wrist block
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used to provide anesthesia and analgesia tor a range ot surgical

procedures. The advent of ulrrasﬂund—guidancﬂ with imErcwed

sonoanatomical understanding has enabled clinicians and

researchers to refine regional anesthetic approaches and develop
novel ones. While this has likely led to improvements in patient

care, the I1-EI1.'I]IEL1 'l'E'IldE'Ilﬁ"f-" o iElEElF d leEIEIlt lﬂbE]. o Eﬂﬂl’l TEwwr
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techmques. llis contmbutes to inconsistent communication

in chmecal and academic settings, which not only undermines
teaching and training in regional anesthesia and related disci-
plines, but may also hamP-er interpretation and synthesis of clin-

lﬂﬂl l'E'EE!-EI'Eh As a consequence, tl'ﬂS may 1'131?& ]ﬂlpllﬂﬂﬂﬂﬂﬁ f-EII'

safe adoption of these techniques and patient access to regional
anesthesia.’
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El-Boghdadly K, et al. Req Anesth Pain Med 2023;0:1-11. doi:10.1136/rapm-2023-104884
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METHODS

Six representatives from the American Society of Regional Anes-

thesia and Pain Medicine and Eurovean Societv of Regional

Scope
We aimed to achieve consensus on two characteristics of common

upper and lower limb peripheral nerve blocks: names by which
they are referred to, and anatomical descriptions tor the posi-
tion of the needle-tip during injection tor each of these regional
anesthetic techniques. Names were defined as the word or set of

words by which each technique is known, addressed, or referred

to. Anatomical descriptions were detined by the anatomical loca-

Delphi approach was used, with two rounds of electronic ques-
tionnaires and a third round-table discussion round.

El-Boghdadly K, et al. Reg Anesth Pain Med 2023;0:1-11. doi: 10.1136/rapm-2023-104884
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Table 1 Consensus achieved for upper limb block names and anatomical descriptions

Name (%) Anatomical description (%)
1 Interscalene brachial plexus block (98) Injection at the C5 and C6 nerve roots between anterior and middle scalene muscles (83)
2 Superior trunk block (92) Injection at the superior trunk before the suprascapular nerve emerges (80)
3 Supraclavicular brachial plexus block (99) Injection at the divisions of the brachial plexus immediately cephalad to the clavicle (78)
— (] Infraclavicular brachial plexus block (82) Injection at the cords of the brachial plexus (87)
— L Infraclavicular brachial plexus block Injection at the cords of the brachial plexus where the needle insertion is proximal to the clavicle (72)
(retroclavicular approach) (78)
— G Infraclavicular brachial plexus block Injection at the cords of the brachial plexus in the medial infraclavicular fossa at the first part of the axillary artery (90)

(costoclavicular approach) (85)
—_— Infraclavicular brachial plexus block (coracoid  Injection at the cords of the brachial plexus in the lateral infraclavicular fossa at the second part of the axillary artery (82)

approach) (85)
Axillary brachial plexus block (95) Injection at the branches of the brachial plexus in the axillary region (66)
Suprascapular nerve block (anterior approach)  Injection of the suprascapular nerve coming off superior trunk and traveling to posterior neck under the posterior belly of
(87) omohyoid muscle (84)
10  Suprascapular nerve block (posterior approach) Injection of the suprascapular nerve in the suprascapular notch or suprascapular fossa (84)
(89)
11 Deep cervical plexus block (95) Injection at one of more of the nerve roots of C2, 3, and 4, deep to the prevertebral fascia (88)
12 Intermediate cervical plexus block (93) Injection deep to the investing fascia and superficial to the prevertebral fascia at the midpoint of the posterior border of
sternocleidomastoid muscle (93)
13 Superficial cervical plexus block (98) Injection superficial to the investing fascia at the midpoint of the posterior border of sternocleidomastoid muscle (85)

Strong consensus (=75% agreement) was achieved for all block names and anatomical descriptions except for descriptions for the infraclavicular brachial plexus block
(retroclavicular approach) and axillary brachial plexus block, which had weak consensus (50%—74% agreement).
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la. Infraclavicular Brachial Plexus Block
(Coracoid Approach)
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Figure 3 Three approaches to the infraclavicular brachial plexus block relative to the first, second and third parts (proximal, deep to, and distal to the pectoralis minor muscle, respectively) of the axillary artery.
ASRA, American Society of Regional Anesthesia.
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Anatomic Basis for Brachial Plexus Block at the
Costoclavicular Space: A Cadaver Anatomic Study M e

Havier Sala-Blanch 1, Miguel Angel Reina, Pawinee Pangthipampai, Manaj Kumar Karmakar
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Table 2 Consensus achieved for lower limb block names and anatomical descriptions

Name (%) Anatomical description (%)

1 Lumbar plexus blodk {37%) Injection at the level of the lumbar roots {L2—4) coursing in the posterior third of the psoas musde {95%])

2 Sacral plexus blodk (98%%) Injection at the sacral plexus just medial to the posterior border of the ischium. The plexus fies deep to the piriformis musde lateral to
the inferior gluteal vessels (70%)

3 Fascia iliaca block {suprainguinal approach) {99%] Injection deep to the fascia iliaca over the surface of the iliacus musde, and proximal to the inguinal ligament (78%)

4 Fasdia iliaca blodk (infrainguinal approach) (98%) Injection deep to the fascia iliaca, over the surface of the iliacus muscle, and lateral to the femoral nerve, distal to the inguinal ligament
{B5%E)

5 Sciatic nerve blodk {transgluteal approach) (875%) Injection at the sciatic nerve deep to the gluteus maximus muscle {96%)

B Sciatic nerve blod: (infragluteal approach) (9084) Injection at the sciatic nerve at the midthigh region distal to the inferior border of the gluteus maximus musde (B7%)

7 Sciatic nerve blodk {anterior approach) (B6%) Injection at the sciatic nerve between the adductor magnus anteriorly and gluteus maximus or biceps femoris musdles [93%)

8 Femoral nerve block (994%) Injection &t the femoral nerve cephalad to the bifurcation of the femoral artery, deep to the fascia iliaca (97%)

9 Pericapsular nerve group {PENG) bodk (77%) Injection in the musculofasdal plane between the psoas tendon anteriorly and the pubic ramus posterion§

10 Pudendal nerve block (85%) Injection at the pudendal nerve medial to the pudendal artery between the sacrospinous and sacrotuberous ligaments at the level of
ischial spine (79%)

11 Femaoral triangle block (76%) Injection in the aponeurotic compartment containing the femoral vessels proximal to the apex of the femoral triangle. The apex of the
femoral triangle is the point where the medial borders of the sartorius and adductor longus muscles cross (76%)

12 Adductor canal block (B59%) Injection in the aponeurotic compartment containing the femoral vessels distal to the apex of the femoral triangle and proximal to the
adductor hiatus. The apex of the femoral triangle is the point where the medial borders of the sartorius and adductor fongus musdes
oross (B04%)

13 Infiltration between the popliteal artery and capsule of the  Injection in the soft tissues between the popliteal artery and the posterior surface of the distal femur (925€)

knee (B64%)



THE ELUIROPEAN SOCIETY OF AEMONAL ity
AMAESTHESES & PO THERAFY E SH A |T.I5.|...|.|1

PENG BLOCK

Medial

Pericapsular
Nerve Group
Block...

Fascarellaetal. | Pericapsularm

Ihe Meo-pubic
eminence (IPE), the
llliopsoas muscle and
tendon, the femoral
artery, and pectineus
muscle are imaged.
Injection in the
musculofascial plane
between the psoas
tendon antenorly and
the pubic ramus
postenorly.

31%

Lateral

[njection in the
musculofascial plane
between the psoas
tendon antenorly and
the pubic ramus
posteniorly.

687

74, 1492-14%8




THE EUIRCHEAN BOCIETY OF REGCINAL
ANAESTHESES & FAIN THERAFY

& Fasr T

ARTO INFERIORE

Table 2 Consensus achieved for lower limb block names and anatomical descriptions

Name (%) Anatomical description (%)

1 Lumbar plexus blodk {37%) Injection at the level of the lumbar roots {L2—4) coursing in the posterior third of the psoas musde {95%])

2 Sacral plexus blodk (98%%) Injection at the sacral plexus just medial to the posterior border of the ischium. The plexus fies deep to the piriformis musde lateral to
the inferior gluteal vessels (70%)

3 Fascia iliaca block {suprainguinal approach) {99%] Injection deep to the fascia iliaca over the surface of the iliacus musde, and proximal to the inguinal ligament (78%)

4 Fasdia iliaca blodk (infrainguinal approach) (98%) Injection deep to the fascia iliaca, over the surface of the iliacus muscle, and lateral to the femoral nerve, distal to the inguinal ligament
{B5%E)

5 Sciatic nerve blodk {transgluteal approach) (875%) Injection at the sciatic nerve deep to the gluteus maximus muscle {96%)

B Sciatic nerve blod: (infragluteal approach) (9084) Injection at the sciatic nerve at the midthigh region distal to the inferior border of the gluteus maximus musde (B7%)

7 Sciatic nerve blodk {anterior approach) (B6%) Injection at the sciatic nerve between the adductor magnus anteriorly and gluteus maximus or biceps femoris musdles [93%)

8 Femoral nerve block (994%) Injection at the femoral nerve cephalad to the bifurcation of the femoral artery, deep to the fascia iliaca (97%)

9 Pericapsular nerve group {PENG) bodk (77%) Injection in the musculofascial plane between the psoas tendon anteriorly and the pubic ramus posteriorly (63%)

10 Pudendal nerve block (85%) Injection at the pudendal nerve medial to the pudendal artery between the sacrospinous and sacrotuberous H;gaments at the level of
ischial spine (79%)

11 Femaoral triangle block (76%) Injection in the aponeurotic compartment containing the femoral vessels proximal to the apex of the femoral triangle. The apex of the
femoral triangle is the point where the medial borders of the sartorius and adductor longus muscles cross (76%)

12 Adductor canal block (B59%) Injection in the aponeurotic compartment containing the femoral vessels distal to the apex of the femoral triangle and proximal to the
adductor hiatus. The apex of the femoral triangle is the point where the medial borders of the sartorius and adductor fongus musdes
oross (B04%)

13 Infiltration between the popliteal artery and capsule of the  Injection in the soft tissues between the popliteal artery and the posterior surface of the distal femur (925€)

knee (B64%)
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Table 2 Consensus achieved for lower limb block names and anatomical descriptions

Name (%) Anatomical description (%)

1 Lumbar plexus blodk {37%) Injection at the level of the lumbar roots {L2—4) coursing in the posterior third of the psoas musde {95%])

2 Sacral plexus blodk (98%%) Injection at the sacral plexus just medial to the posterior border of the ischium. The plexus fies deep to the piriformis musde lateral to
the inferior gluteal vessels (70%)

3 Fascia iliaca block {suprainguinal approach) {99%] Injection deep to the fascia iliaca over the surface of the iliacus musde, and proximal to the inguinal ligament (78%)

4 Fasdia iliaca blodk (infrainguinal approach) (98%) Injection deep to the fascia iliaca, over the surface of the iliacus muscle, and lateral to the femoral nerve, distal to the inguinal ligament
{B5%E)

5 Sciatic nerve blodk {transgluteal approach) (875%) Injection at the sciatic nerve deep to the gluteus maximus muscle {96%)

B Sciatic nerve blod: (infragluteal approach) (9084) Injection at the sciatic nerve at the midthigh region distal to the inferior border of the gluteus maximus musde (B7%)

7 Sciatic nerve blodk {anterior approach) (B6%) Injection at the sciatic nerve between the adductor magnus anteriorly and gluteus maximus or biceps femoris musdles [93%)

8 Femoral nerve block (994%) Injection at the femoral nerve cephalad to the bifurcation of the femoral artery, deep to the fascia iliaca (97%)

9 Pericapsular nerve group {PENG) bodk (77%) Injection in the musculofascial plane between the psoas tendon anteriorly and the pubic ramus posteriorly (63%)

10 Pudendal nerve block (85%) Injection at the pudendal nerve medial to the pudendal artery between the sacrospinous and sacrotuberous H;gaments at the level of
ischial spine (79%)

11 Femaoral triangle block (76%) Injection in the aponeurotic compartment containing the femoral vessels proximal to the apex of the femoral triangle. The apex of the
femoral triangle is the point where the medial borders of the sartorius and adductor longus muscles cross (76%)

12 Adductor canal block (B59%) Injection in the aponeurotic compartment containing the femoral vessels distal to the apex of the femoral triangle and proximal to the
adductor hiatus. The apex of the femoral triangle is the point where the medial borders of the sartorius and adductor fongus musdes
oross (B04%)

13 Infiltration between the popliteal artery and capsule of the  Injection in the soft tissues between the popliteal artery and the posterior surface of the distal femur (925€)

knee (B64%)
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Table 2 Consensus achieved for lower limb block names and anatomical descriptions

Name (%) Anatomical description (%)

1 Lumbar plexus blodk {37%) Injection at the level of the lumbar roots {L2—4) coursing in the posterior third of the psoas musde {95%])

2 Sacral plexus blodk (98%%) Injection at the sacral plexus just medial to the posterior border of the ischium. The plexus fies deep to the piriformis musde lateral to
the inferior gluteal vessels (70%)

3 Fascia iliaca block {suprainguinal approach) {99%] Injection deep to the fascia iliaca over the surface of the iliacus musde, and proximal to the inguinal ligament (78%)

4 Fasdia iliaca blodk (infrainguinal approach) (98%) Injection deep to the fascia iliaca, over the surface of the iliacus muscle, and lateral to the femoral nerve, distal to the inguinal ligament
{B5%E)

5 Sciatic nerve blodk {transgluteal approach) (875%) Injection at the sciatic nerve deep to the gluteus maximus muscle {96%)

B Sciatic nerve blod: (infragluteal approach) (9084) Injection at the sciatic nerve at the midthigh region distal to the inferior border of the gluteus maximus musde (B7%)

7 Sciatic nerve blodk {anterior approach) (B6%) Injection at the sciatic nerve between the adductor magnus anteriorly and gluteus maximus or biceps femoris musdles [93%)

8 Femoral nerve block (994%) Injection at the femoral nerve cephalad to the bifurcation of the femoral artery, deep to the fascia iliaca (97%)

9 Pericapsular nerve group {PENG) bodk (77%) Injection in the musculofascial plane between the psoas tendon anteriorly and the pubic ramus posteriorly (63%)

10 Pudendal nerve block (85%) Injection at the pudendal nerve medial to the pudendal artery between the sacrospinous and sacrotuberous H;gaments at the level of
ischial spine (79%)

11 Femaoral triangle block (76%) Injection in the aponeurotic compartment containing the femoral vessels proximal to the apex of the femoral triangle. The apex of the
femoral triangle is the point where the medial borders of the sartorius and adductor longus muscles cross (76%)

12 Adductor canal block (B59%) Injection in the aponeurotic compartment containing the femoral vessels distal to the apex of the femoral triangle and proximal to the
adductor hiatus. The apex of the femoral triangle is the point where the medial borders of the sartorius and adductor fongus musdes
oross (B04%)

13 Infiltration between the popliteal artery and capsule of the  Injection in the soft tissues between the popliteal artery and the posterior surface of the distal femur (925€)

knee (B64%)
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Superior medizal genicular nerves block (79%)
Superior lateral genicular nerves block (80%)
Inferior medial genicular nerves block (81%)

Inferior lateral genicular nerves block (78%)
Sciatic nerve blode at the popliteal fossa (B7%)
Merve to vastus medialis blodk (B440)

Common peroneal nerve blodk (90%6)
Ankle block (86%)

Deep peroneal nerve blodk (95%;)

Superficial peroneal nerve blodk (97%)

Sural nerve blodk (92%)
Saphenous nerve block at the ankle {92%)

ARTO INFERIORE

Injection at the superior medial genicular nerve next to the genicular artery on the medial side of the distal femur (75%)
Injection at the superior lateral genicular nerve next to the genicular artery on the lateral side of the distal femur (75%)
at the inferior medizal genicular nerve near the genicular artery at the junction of the medial condyle of the tibia and tibial shaft

Injection at the inferior lateral genicular nerve near the genicular artery at the proximal fibul@ (69%)
Injection at the sciatic nerve at or near the point of bifurcation in the popliteal fossa (91%)

Injection at the nerve to vastus medialis where it is located deep to the sartorious and lateral to the sahenous nerve and femoral vessels
in the femoral triangle (794%)

Injection at the common peroneal nerve distal to sciatic nerve bifurcation (93%)

Injection at the five distal nerves that provide innervation of the foot at the level of the ankle: posterior tibial nerve, deep peroneal nerve,
superficial peroneal nerve, saphenous and sural nerves (91%)

Injection at the deep peroneal nerve above the intermalleolar line, medial to the anterior tibial artery (84%)

Injection at the superficial peroneal nerve superficially between the peroneus brevis and the extensor digitorum longus as a triangular
hyperechoic shadow under the aural fasca. The extensor digitorum longus is anterior to the nerve, while the peroneus brevis is posterior
to the nenve (BEY%)

Injection at the sural nerve above the lateral malleclus, anterior to the Achilles tendon and posterior to the peroneus brevis (90%)
Injection at the saphenous nerve proximal to the medial malleous, anterior to the great saphenous vein (94%)

Strong consensus (=7%% agreement) was achieved for all block names and anatomical descriptions except for descriptions for the PEMG block, and inferior medial and lateral genicular nerve blodks, sach of which had
weak consensus (50F0—74% agrooment).
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» La nomenclatura e I'anatomia per quanto talvolta possano
apparire noiosi sono estremamente importanti, soprattutto in
termini di didattica e ricerca scientifica.

» L'affinamento delle tecniche e delle conoscienze ci impone di
essere rigorosi quando si parla di blocchi nervosi periferici, sia in
termini di nomi che di visualizzazione sonoanatomica.
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