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In Reply:—Dr. Meakin refers to two studies'? in which subjects were
permitted either tea and toast as part of the study protocol, or cereals
and milk on the day of surgery prior to entry into the study. We believe
that the administration of solids on the day of surgery may be a con-
tributing factor to the difference between our study and those studies
quoted. In addition, those studies did not use a mechanism to differ-
entiate between ingested liquid and endogenous gastric secretion. For
these reasons, our investigation is not directly comparable.

In our study,® we have used a marker dye to differentiate between
ingested fluid and endogenous gastric secretion. No PSP was found in
gastric aspirate when the ingestion-surgery interval exceeded 135
min—and dye retrieval was less than 5% in all subjects who had gastric
aspirates obtained greater than 1 h after the ingestion of dye. In this
group of patients, gastric fluid aspirate more than 135 min following
ingestion reflected endogenous gastric secretion. In addition, the ad-
ministration of clear liquid will not significantly affect gastric fluid pH
or volume when measured 90-250 min after ingestion. Because of
these findings, we have recommended reassessment of present guide-
lines that may severely restrict the administration of preoperative fluids.

Since publication of our investigation, two additional groups of in-
vestigators have completed studies'? that recommend reducing the
minimum fasting interval for unlimited clear liquids to 2 h. Considering
the available evidence, when will reassessment be prudent?
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Suprascapular Nerve Block: A Safer Technique

To the Editor:—Suprascapular nerve blocks were one of the first
nerve blocks popularized by Bonica' and were used for the management
of a variety of chronic pain syndromes including rotator cuff syndrome,
“frozen shoulder,” myofascial pain syndrome, and chronic capsulitis
of the shoulder.

This block is usually performed by injecting 10 ml of 0.25% bupi-
vacaine (with or without methylprednisolone) at a point one-finger
breadth superior to the midpoint of the spine of the scapular.? A par-
esthesia is usually sought and obtained approximately 3-4 ¢cm from
the surface of the skin. The suprascapular nerve emerges through the
suprascapular fossa at that point. In a limited number of patients (par-
ticularly asthenic patients) the needle could make contact with one of
the ribs of the posterior chest wall. It is also possible that the needle
could pass between the ribs on the posterior chest wall and penetrate
the lung, producing a pneumothorax.

The purpose of this letter is to draw attention to a technique that
may reduce the risks of this potential complication. In this technique,
after the needle is introduced for half a centimeter at the appropriate
point into the skin, the upper extremity (on the same side of the block)
is flexed at the elbow and rotated medially so that the hand is removed
from the anatomical position and placed on the opposite shoulder.

This movement causes elevation of the scapula away from the posterior
chest wall (figs. 1 and 2) thus increasing the potential distance that a
needle would have to travel from the skin to the chest wall while par-
esthesiae are being sought. This maneuver may prevent an inadvertent

F1G. 1. Chest radiograph: oblique view (with arm in the anatomical
position) showing distance between chest wall and scapula.
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