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INTRODUCTION

Forequarter amputation (FQA) is a curative or palliative surgical 

treatment for oncologic tumors of the upper extremity with 

neurovascular involvement.1 In palliative patients with advanced local 

metastasis of the shoulder girdle, FQA can provide useful pain relief.2 

Regional anesthesia is commonly utilized for lower extremity 

amputations, as well as more distal upper extremity amputations. This 

mode of analgesia is more challenging for FQA. We present a case of a 

patient requiring a FQA for cancer, who had good postoperative pain 

control using a combination of an ultrasound guided erector spinae

plane (ESP) catheter as well as a catheter that was placed under direct 

visualization adjacent to the cut ends of the brachial plexus. 

CASE REPORT

A 67-year-old male with squamous cell carcinoma of the right hand 

had epitrochlear and axillary metastases which engulfed the brachial 

plexus and axillary artery. The patient then developed necrosis of the 

medial compartment of the right arm. He had previously been treated 

with immunotherapy, chemotherapy, and radiation. His necrotic 

wound had been treated with debridement and antibiotics for 

superimposed infection. He had significant pain with debridements. An 

interscalene nerve catheter was placed pre-operatively which helped 

with shoulder pain, though he did have residual axillary pain.

Given difficult to control pain pre-operatively, as well as his relative 

intolerance to opioids, efforts were made to use regional anesthesia 

for post-operative pain control. 

• An ESP catheter was placed preoperatively at the level of T2 to 

cover the innervation of the axilla from the intercostobrachial and 

cutaneous branches of intercostal nerves

• Direct placement of a nerve catheter intraoperatively next to cut 

end of the brachial plexus as the nerve emerged from the 

interscalene groove

• Intra-operatively, available muscle and fascia were sutured together 

used to create a “pocket” for catheter near brachial plexus, to 

provide a barrier to local anesthetic  flow away from the nerve 

bundle

RESULTS

With regional techniques as part of a multimodal pain approach, our 

patient’s pain was adequately controlled post-operatively.

o Previously spared axillary region was now well controlled with ESP 

catheter coverage of intercostobrachial nerve 

o Brachial plexus catheter placed under direct visualization provided 

adequate analgesia

DISCUSSION

The importance of post operative pain control is multifaceted.

• Development of stump pain, phantom sensations and intensity of 

acute postoperative pain play a role in the risk of development of 

chronic post amputation pain (cPAP,) suggesting the importance of 

post-operative pain control to mitigate cPAP.3 

• Our patient had multiple risk factors for cPAP pre-operatively

• Prior reports show successful utilization of neural catheters placed 

under direct visual placement in the setting of traumatic 

amputation with primary goal to offer adequate post-operative 

analgesia and secondary goal to prevent development of chronic 

pain syndrome.5 

• This case report demonstrates the efficacy of intraoperative nerve 

catheter placement adjacent to visible nerves, and suggests that the 

creation of a barrier to local anesthetic flow away from the nerve 

bundle using available muscle and fascia may be beneficial. 
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Regional anesthesia is a crucial 
aspect of multimodal pain control 
for FQA. Direct visualization for 
placement of brachial plexus 
catheter is a viable option instead 
of ultrasound guidance when intra-
operative surgical exposure allows. 

Figure 1 (right) demonstrates the surgical field of the right shoulder following 
forequarter amputation with elevation of the shoulder and upper arm skin flap. Here 
you can see (1) the shoulder skin flap, (2) cut ends of the brachial plexus, (3) ribs and 
(4) intercostal muscles, and (5) the cut end of the clavicle. 

Figure 2 (left) demonstrates the (1) catheter coursing through the skin and into the 
pocket created by manipulation of the surgical muscles and fascia. The pocket was 
created by suturing adjacent muscles together, including the (2) scalene muscles, (3) 
sternocleidomastoid, and (4) intercostal muscle fascia. 


