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An Unusual Presentation of Intercostal Neuralgia

ROBERT F. HAYNSWORTH, JR., M.D.,* CARL E. NOE, M.D.*

Patients with abdominal pain are frequently referred
for diagnostic blocks to differentiate abdominal wall pain
(somatic) versus visceral pain. Visceral pain, suggested by
cramps, weight loss, and nausea, usually responds to
blockade of the autonomic system, and somatic pain,
characterized by a sharp piercing pain with easily localized
trigger areas, usually responds to blockade of intercostal
nerves. This unusual case illustrates a patient presenting
with visceral pain complaints who responded to intercostal
block and subsequent radiofrequency denervation.

CASE REPORT

A 58-yr-old woman with no previous abdominal symptoms or surgery
presented with a 4-month history of right upper quadrant pain. The
pain began under the costal margin as a dull ache and was consistently
worsened by eating. During severe episodes, there would be radiation
to the spine. Nausea and a 3.6-kg weight loss over 4 months prompted
a work-up to exclude benign and malignant conditions. A comprehen-
sive work-up failed to confirm a diagnosis. Laparoscopy was performed
that revealed incidental scarring over the liver on the right side.

Because of continued deterioration, the patient was hospitalized and
required meperidine every 3 h for pain control. Consultation from the
pain service was obtained, and physical examination revealed tenderness
in the right subcostal area with no tenderness in any particular inter-
costal dermatome. An SCL 90 (symptom check list, 90 questions) psy-
chological screen was administered and found to be normal in all scales.
Because of radiation of pain to the spine, intercostal nerve blocks were
performedat T10, T11,and T12 on the right using 0.25% bupivacaine,
The T11 needle placement reproduced the patient’s pain as did the
injection of bupivacaine. The pain resolved, allowing painless cating
during the first two meals that day. Pain recurred approximately 8 h
after the block. The following day, a right T11 intercostal nerve block
was repeated that produced the same quality and duration of analgesia.

A right T11 partial rhizotomy was subsequently performed using a
Radionics (Burlington, MA) radiofrequency lesion generatorand a 10-
cm Sluijter-Metha needle. This was accomplished by inserting the nee-
dle I cm lateral to the edge of the vertebral body at T11 under anterior—
posterior (AP) fluoroscopic visualization and advancing under the
transverse process toward the T11 neuroforamen, Final manipulation
of the needle was done using lateral fluoroscopy while stimulating at
75 Hz and 0.1 V. When the pain was reproduced in the T11 nerve
distribution, AP fluoroscopy confirmed that the needle tip was just
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medial to the lateral border of the vertebral body. Motor stimulation
at 5 Hz and 4 V produced muscle contraction only in the T11 distri-
bution. One milliliter of 2% lidocaine was injected before inducing a
lesion at 80° C for 150 s.

The patient’s pain resolved immediately after the partial rhizotomy,
and she remained pain-free at a 4-month follow-up visit. The nausea
resolved, and she had gained 2.3 kg by the 8-month follow-up. She
has numbness in the T11 dermatome, but she has had no neuritis
following the rhizotomy.

DiSCUSSION

Intercostal neuralgia as a cause of abdominal pain was
first described by Carnett in 1926.2 Since then, there have
been numerous reports of abdominal pain without in-
traabdominal pathology that have been attributed to
nerve involvement or entrapment.?-® In all of these re-
ports, abdominal wall pain was easily identifiable by “trig-
ger point” tenderness usually occurring close to a previous
surgical scar or at the lateral edge of the rectus muscle
where the intercostal nerves make a sharp turn into the
muscle. Pain was usually made worse with tensing of the
abdominal musculature, and a burning sensation could
be felt radiating toward the spine.” This case was unusual
in that the presentation was nausea and weight loss with
nonspecific right upper quadrant pain that became intense
while eating. At no time did this patient show localized
tenderness characteristic of nerve entrapment or wors-
ening of pain with muscular contraction. This patient did
show incidental scarring over the liver at laparoscopy,
possibly leading to parietal peritoneal irritation and sub-
sequent abdominal wall pain that resolved with intercostal
blockade and rhizotomy.

Treatment of abdominal pain secondary to cutaneous
nerve involvement or entrapment has included repeated
trigger point injections with and without steroids, phenol
injections into the trigger areas, intercostal blocks, radio-
frequency lesions of the trigger areas, and surgical de-
compression and neurectomy.®#-'® This case demon-
strates that partial rhizotomy may be a very useful tech-
nique for long-term pain control in cases where the
abdominal pain is found to involve a specific intercostal

nerve.
In conclusion, it is suggested that diagnostic intercostal

nerve blocks be considered in cases of abdominal pain
with unclear etiology, even if signs and symptoms of nerve
root entrapment or involvement are not easily identifiable.
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Acute Upper Airway Obstruction Due to Arterial Puncture during Percutaneous
Central Venous Cannulation of the Subclavian Vein

ANTHONY M. O’LEARY, M.B.B.S., M.R.C.G.P., D.C.H,, D.R.C.0.G.*

This case report documents the clinical course following
attempted, percutaneous, infraclavicular central venous
catheterization of the subclavian vein leading to rapid,
extensive arterial hemorrhage and total upper airway ob-
struction necessitating emergency tracheal intubation,

CASE REPORT

An 85-yr-old white woman (height, 166 cm; weight, 75 kg) was
admitted to the coronary care unit with a history of episodes of loss
of consciousness and collapse. Examination revealed bradycardia of
30-40 beats per min and signs of left ventricular failure. An ECG
confirmed complete heart block, and a chest x-ray showed pulmonary
edema.

A diagnosis of Stokes-Adams attack was confirmed, and a decision
was made to institute temporary transvenous pacing. Hemoglobin at
this time was 9.9 g/d|, and prothrombin time was 16 s (control, 14 s),
which was considered evidence that there was no significant clotting
abnormality.

A 14-G needle (ID, 1.6 mm; OD, 1.9 mm) was inserted one finger
breadth below the midpoint of the clavicle. The needle tip was advanced
along the inferior border of the clavicle in the direction of the sternal
notch. At all times during advancement of the needle, gentle negative
pressure was maintained by slightly withdrawing the plunger to identify
entry into a vessel. The procedure was difficult, and after four separate
attempts using different infraclavicular entry sites and different depth
of needle insertion and direction of needle, the needle entered a vessel;
the syringe was removed from the needle hub, and a jet of pulsatile
arterial blood was witnessed. The needle was removed, and local pres-
sure was applied for 2 or 3 min. At this point, the suprasternal notch
suddenly disappeared, and the soft tissues of the neck rapidly became
swollen. This occurred 20 min into the procedure and 5 min after
documented arterial puncture.
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Intense cyanosis was noted, and there was a marked degree of neck
swelling that was very tense and hard. Assisted manual ventilation was
attempted with no success, and the patient lost consciousness. At this
point 10 min after arterial puncture, total upper airway obstruction
supervened, and a decision was made to intubate the trachea. Initially,
laryngoscopy revealed a grade 4 view (neither cords nor epiglottis vis-
ible), and the soft tissues were of such a hard consistency that they
resisted attempts to improve the view with the laryngoscope blade. A
grade 3 view (epiglottis visible, cords not visible) was soon achieved,
and the trachea was intubated with a standard, cuffed, oral endotracheal
tube that passed easily through the vocal cords. Attempts to advance
the tube further, however, were associated with considerable resistance,
giving the impression that the trachea was either collapsed or angled
acutely below the level of the cords. A satisfactory position was even-
tually obtained, and the lungs were ventilated with ease, after which
cyanosis resolved and consciousness returned.

Subsequently, the patient was admitted to the intensive care unit
(ICU), and her lungs were mechanically ventilated overnight. Cardiac
pacing was achieved after an extremely difficult insertion of a left in-
ternal jugular central venous catheter that was due to the marked
swelling of the neck. Ten hours later, the patient’s hemoglobin con-
centration had decreased from 9.9-7.7 g/dl, and the results of clotting
studies were normal.

Tracheal extubation was achieved uneventfully 4 days after admis-
sion. There was no electrocardiographic or enzyme evidence of acute
myocardial infarction.

During the patient's first day in the ICU, a number of procedures
were performed to accurately document the nature of this complication.
A lateral radiograph of the neck (fig. 1) illustrated marked widening
of the retropharyngeal space consistent with retropharyngeal hema-
toma. A chest x-ray demonstrated the absence of significant hemothorax
or pneumothorax and also showed tracheal deviation to the left. Com-
puterized axial tomographic (CAT) scans through sections at the level
of the sixth and seventh cervical vertebrae, respectively, illustrated a
right-sided mass without well-defined boundaries. The first CAT scan
(fig. 2) showed the trachea to be relatively central, but a further scan
(fig. 3) showed the trachea to be deviated toward the left.

DISCUSSION

Percutaneous central venous catheterization is asso-
ciated with many potential complications that have been
well-documented in the literature. There is little doubt
that in this case an artery was lacerated and acute hem-
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