CORRESPONDENCE

Anesthesiology
76:869, 1992

869

Accidental Burn during Tonsillectomy

To the Editor:—Accidental burns may occur in the operating room
from different sources.'? Presented here is a case of accidental second-
degree burns that occurred when a warmed bag of intravenous fluid
(IVF) was used to hyperextend the neck during a tonsillectomy.

A thirty-yr-old, 70-kg woman, ASA physical status 1, was admitted
for elective tonsillectomy. Under general anesthesia, the patient was
positioned supine with both arms tucked by her sides. The neck was
hyperextended by placing a 1-1 bag of IVF between the scapulae. The
IVF bag was placed on top of a heating blanket warmed to 39° C. Two
layers of cotton sheets were between the patient and the IVF bag.
Surgery proceeded for 30 min, and after uneventful extubation and
emergence, the patient was brought to the recovery room. Fifteen
minutes later, the patient complained of pain and burning sensations
across the upper back. Examination at this time revealed a 10 X 30-
cm area of second-degree burn with blistering, transversely across the
upper back (fig. 1). The outline of the injury corresponded to the
position and shape of the IVF bag.

The patient was referred to the hospital burn center. A silver sul-
fadiazene 1% occlusive dressing was applied. The patient was discharged

FiG. 1. Second-degree burn to the upper back following contact
with bag of warmed intravenous fluid.
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the following day and was subsequently treated at the burn center
outpatient clinic. The burns healed well without skin grafting.

It is routine at our institution to use an IVF bag under the scapulae
to allow neck hyperextension during tonsillectomy. This IVF bag is
normally at room temperature. In the case presented, the IVF bag was
from a fluid warmer set at 55° C. This temperature accommodates
cooling of IVF during administration.® To identify the causative factors,
in the above case, we attempted to simulate the events surrounding
the injury. A heated IVF bag from the same warmer was used to support
the shoulders of an awake volunteer. Although only warm to the touch,
the IVF bag was uncomfortably hot when laid upon, and the pain was
intolerable after 10 min. The temperature of this IVF bag was 48° C
at the outset and decreased only 3.2° C during 30 min of exposure to
the warming blanket. The blanket apparently limited the dissipation
of heat from the IVF. Both pressure and persistent heat likely con-
tributed to the burn in our patient.
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An Aid to the Performance of Interscalene Blocks

To the Editor:— Anesthesia for shoulder surgery at our institution is
provided by means of an interscalene brachial plexus block. We follow
the technique described by Winnie.! However, we do not elicit par-
esthesia to confirm the correct position of the needle in the interscalene
sheath. We prefer identification of the brachial plexus in the intersca-
lene sheath by means of a peripheral nerve stimulator and an insulated
needle.* An appropriate biceps and/or deltoid muscle twitch at or

below a current strength of 0.5 mA has resulted in a 95% success rate
during the last 18 months (240 blocks).

Earlier this year, a 31-yr-old woman patient presented to us for a
shoulder arthroscopy. She was extremely thin, and her anatomic land-
marks were easily defined. Of interest to us was the fact that on ex-
amination the patient was found to have a bilateral absence of the
clavicular head of her sternocleidomastoid muscle. Although uncom-
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FiG. 1. Sternocleidomastoid muscle (SCM), interscalene sheath (ISS),
level of C6 (A), posterior border of most palpable aspect of SCM (B),

point of insertion of needle (C), and measured distance equal to 3.0
cm (B-C).

mon, this anatomic abnormality has been described previously.” The
patient’s thinness made the anatomic abnormality quite obvious. In
addition, the rest of the landmarks (i.e., anterior and middle scalene
muscles as well as the interscalene groove) were easily defined, and
the patient underwent surgery with a successful interscalene block.

Out of curiosity, we measured the distance between the most ob-
viously palpable portion of the belly of the sternocleidomastoid muscle
and the interscalene groove at the level of the cricoid cartilage and
found this to be 2.75 cm. We subsequently measured the same distance
in the ensuing ten patients presenting for interscalene blocks (all of
whom had normal anatomy) and found that the distance (line B~C in
fig. 1) varied between 2.75 and 3.0 cm. Our reason for documenting
this measurement was that had the above patient not had easily defined
landmarks, we may well have been misled by the abnormal anatomy
and would have had difficulty in identifying the interscalene groove
and performing a successful interscalene block.

We have subsequently used this measurement as an aid to performing
successful blocks on two separate occasions. In both cases the patients
presented with poorly defined landmarks as a result of obesity. The
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first patient was a 168-cm, 33-yr-old man who weighed 129 kg. The
second patient was a 170-cm, 59-yr-old man who weighed 109 kg. In
both cases, the position of the sternocleidomastoid muscle could be
determined by palpation when the head was turned to the opposite

" side and raised from the operating room table against a resistance.

However, it was impossible to define the scalene muscles or the inter-
scalene groove, even during deep inspiration.® In addition, in neither
case were we able to identify the external jugular vein as a landmark
to guide us to the position of the interscalene groove.” Therefore, we
marked the most prominent portion of the belly of the sternocleido-
mastoid muscle (B in fig. 1) and the level of the cricoid cartilage (A).
We then extended a line laterally from the sternocleidomastoid muscle
for 3.0 cm and inserted the needle at right angles to the skin at this
point (C). In both cases we were able to perform a successful interscalene
block without much difficulty.

Successful regional anesthesia is very much dependent on a thorough
knowledge of anatomy. Occasionally, situations arise in which the
anatomy is either abnormal or difficult to identify, particularly as a
result of obesity. Under these circumstances, the success rate of regional
blocks decreases, or the block is abandoned and general anesthesia
administered. We report the above method as an aid to the usual tech-
nique of performing an interscalene block in patients in whom a block
may otherwise be difficult, if not impossible.
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