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Introduction: A recent paper describes an effective way to block brachial plexus via ‘lateral infraclavicular 
approach’. How ever the children were awake and safety of this approach when performed asleep needs further 
examination. Axillary approach to brachial plexus is more appealing to an Pediatric Anesthesiologist for reasons 
of a) less vital structures in the immediate vicinity b) High rate of success when used for pain management post 
operatively c) logic dictates that it is the safer  approach when done in patients who are anesthetized.  
 
Anesthesia and postoperative course: 5 children between 7 and 12 years of age were scheduled to have 
unilateral upper extremity surgery. Our hand surgeon had requested placement of a brachial plexus catheter in 
these children in order to facilitate aggressive physiotherapy postoperatively. Due to the greater familiarity of the 
axillary approach to brachial plexus by us and the lack of familiarity with ultra sound guided approach, we chose 
to place the axillary catheter under nerve stimulation technique. All patients were induced with gen.anesthesia and 
airway was secured without using muscle relaxants. With arm abducted and under arm prepped, a #18 insulated 
needle (Stimuplex, Braun, PA) was advanced after transfixing the axillary artery (with the middle finger) while 
the index finger spread allowing just enough room inferiorly for the advancing needle. Initial output (nerve 
stimulator) chosen is roughly 1 ma, as stimulation of the fingers is awaited. If movement of fingers is not obtained 
after redirecting the needle3-4 times, then stimulation of any part of the lower arm is accepted. The output is 
slowly decreased to .3 mA. A test dose of 1ml of .5% bupivacaine with 2mics/ml of fresh epinephrine is injected 
at this point to verify that response to the stimulation has disappeared. A total of .5ml/kg of bupivacaine with 2 
mics/ml of epi (max of 30ml) is injected in increments of 2-3 ml to avoid an undetected intravascular injection. . 
A 20G catheter (Braun Contiplex Tuohy Continuous N.Block set) is advanced 6-8 cms via the needle and 
securely taped. All 5 children had continuous infusion of bupivacaine (Table 1) infused via the axillary catheter 
post operatively .All children had excellent post operative analgesia and needed little or no supplemental 
analgesics. 
 
Table 1 

 age/wt procedure  agents used in OR (bupi)/hr post-op meds in 24hrs 

7yrs/25kg extensive wound closure 12.5ml bup+epi .2% bupi 4- 6ml** benzodiazepine 
2.5mg x 1  

10yrs/38.5kg arthrostomy, capsulotomy 18ml bup+epi .125% bupi/5ml morphine 2.4 mg 

10yrs/47kg Arthroscopy and elbow 
release 20mlbup+epi .125% bupi / 5ml morphine 3mg x 2 

doses for PT 

12yrs/41.1kg Extensive digital 
reconstructive surgery 

20 ml of 1% 
lidocaine* plain .2% bupi 6-7ml none 

12yrs/77.9kg Arthrotomy @artrolysis 30ml of bup+epi .2% 6ml morphine 3mg x 2 

*Surgeon needed to check function immediate post-op, **Very extensive deep wound of lower and part of upper 
arm 
 



Discussion: Placement of brachial plexus catheter for pain control is far less common in children than in adults. It 
is largely due to the ‘perceived’ cumbersome nature of the technique. Our intent in presenting this information is 
to popularize the ease of placement and simplicity of this procedure. It can be done safely and VERY effectively 
with tools that are now available in any hospital anesthesia departments. Unlike the infraclavicular approach the 
distance the needle has to travel is less to access brachial plexus via axillary approach. For the average 
practitioner this fact alone adds comfort and confidence in performing brachial plexus block without trepidation. .  
An argument for the infraclavicular approach to placing brachial plexus catheter is that the child is more 
comfortable with a catheter taped to the shoulder than a catheter in the axilla. While this reasoning might have 
theoretical value, the axilla having sensory block from the local anesthetic infusion, renders this a non-issue. 
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