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Abstract
Background: shoulder pain is one of the most common complaints in pain clinics and 

rheumatology departments. usually originates from trauma, degeneration, inflammation, vascular 
disease and also be referred from the hand and neck pain or headache.

Objectives: The aim of this study was to compare the effectiveness of continuous suprascapular 
nerve block under ultrasound guidance versus intra-articular corticosteroid injection of the shoulder 
and/or physiotherapy in management of chronic shoulder pain and to assess the effectiveness of 
these methods for relieving pain, improve range of movement of the shoulder and to demonstrate 
the most suitable method for treatment of such patients.

Subjects & Methods: 50 patients with a total of 63 shoulders were randomly divided into 
Group I (23 shoulders) received continuous suprascapular nerve block under ultrasound guidance 
in addition to rehabilitation program. Group II (20 shoulders) received intra-articular injection 
of steroid in addition to rehabilitation program. Group III (20 shoulders) received rehabilitation 
program only. The patients were followed up for 12 weeks and reviewed for pain, disability, and 
range of movement data at weeks 1, 4, and 12 after each treatment.

Results: The result of our study demonstrates that, from the first week to 12 weeks, there was 
marked improvement in pain score in all times of follow up, and the best improvement in group 
I versus group II or III. The disability score showed improvement of non significant difference 
over the three time periods. Highly significant mean changes were found in group I versus group 
II & III (p=0.001) as regard SPADI pain, disability, total SPADI score and active movements. 
After 12 weeks of follow up, RA patients reported significant differences between 3 approaches 
of treatment (SSNB was the most effective one) as regard SPADI pain and total SPADI scores but 
frozen shoulder patients showed significant difference between three groups as regard SPADI pain 
only.

Conclusion: Combination of physical treatment with Suprascapular nerve block is a safe and 
efficacious treatment for the treatment of shoulder pain in frozen and arthritis. It improves pain, 
disability, and range of movement of the shoulders compared with intra-articular corticosteroid 
injection of the shoulder and/or physiotherapy alone. SSNB is a useful adjunct treatment for 
management of chronic shoulder pain. Direct ultrasound visualization significantly improve 
outcome.
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Introduction
shoulder pain is a common cause of morbidity 

in the community and most common causes of 
that pain include degenerative disease affecting 
the glenohumeral and acromioclavicular joints 
and supporting soft tissue structures in addition to 
inflammatory diseases such as rheumatoid arthritis 
(RA), seronegative spondyloarthropathies and crystal 
arthropathies1.

Frozen shoulder or adhesive capsulitis, is a 
common problem in general practice presenting as 
pain that may be severe, accompanied by a progressive 
loss of movements resulting in a loss of function2.

While many treatments have been employed in 
the treatment of shoulder disorders, few have been 
proven in randomized controlled trials such as simple 
analgesia, NSAIDs, intra-articular steroid injection 
and surgery, all have their limitations3.

Physiotherapy is often the first line of management 
for shoulder pain, it can help in early stages but in 
established, physiotherapy seems to be of little benefit 
and its efficacy has not been established4.

The suprascapular nerve supplies sensory fibers to 
about 70% of the shoulder joint, including the superior 
and posterosuperior regions of the shoulder joint and 
capsule, and the acromioclavicular joint. In addition 
it supplies motor branches to the supraspinatus and 
infraspinatus muscles5.

Suprascapular nerve block is a useful adjuvant 
treatment for patients with chronic shoulder pain and 
before the advent of ultrasound in regional anaesthesia 
it was impossible to verify precisely where the needle 
tip was located relative to the nerve and how the local 
anesthetic was distributed, ultrasound visualization of 
anatomical structures is the only method offering safe 
block of superior quality by facility optimal needle 
positioning and deposition the proper amount of local 
anesthetic needed for an effective nerve block which 
is minimized by the direct outlining of the nerve’s 
distribution6.

So if SSNB performed in conjunction with 
rehabilitation program, can provide the window of 
opportunity to proceed with effective rehabilitation 
program7.

the aim of this study was to compare the 

effectiveness of continuous suprascapular nerve 
block (SSNB) under ultrasound guidance versus 
intra-articular corticosteroid (IACCs) injection of the 
shoulder and/or physiotherapy (pt), in management of 
chronic shoulder pain and to assess the effectiveness 
of these methods for relieving pain, improve range of 
movement of the shoulder and to demonstrate the most 
suitable method for treatment of such patients.

Patients and Methods
50 patients presenting with chronic shoulder 

pain unresponsive to conventional treatment of at least 
three months duration were invited to participate in 
the study. patients were recruited from inpatient and 
outpatient clinics of rheumatology and rehabilitation 
departments. the patients suffered from ra and 
adhesive capsulitis (frozen shoulders).

- Patients diagnosed as rheumatoid arthritis 
fulfilled the 1987 American Rheumatism Association 
(ara) criteria8.

- Patients with frozen shoulder were in first stage 
and second stages of shoulder capsulitis as defined by 
Kisner and Colby9, 1st stage characterized by intense 
pain even at rest and limitation of motion by 2 to 3 
weeks following onset, these symptoms may last up 
to 36 weeks, while 2nd stage characterized by intense 
pain only with movement and significant limitation of 
glenohumeral motion, and the symptoms may last up 
to 12 months.

patients were excluded from the study if they 
had a known allergy to the injecting agents, pervious 
trauma or surgery to shoulder region, metabolic 
disorders affecting any of the shoulder joints as 
diabetes or thyroid diseases, severe chronic airways 
disease, or cardiac failure. also we excluded patients 
received an intra or periarticular steroid injection to the 
shoulder area in the pervious two months.

if a patient had two painful shoulders they were 
invited to have both shoulders entered in the study with 
the shoulders being separately randomized. so a total 
of 63 shoulders were randomized. the selection of the 
patients who participate in different groups was made 
by a person not otherwise involved in the study. the 
randomization was concealed throughout the study. 

Written consent was obtained from all patients before 
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each line of treatment.

The shoulders were randomly divided into three 
groups:

Group I (23 shoulders): received continuous 
suprascapular nerve block under ultrasound guidance 
in addition to rehabilitation program.

Group II (20 shoulders): received intra-articular 
injection of steroid in addition to rehabilitation 
program.

Group III (20 shoulders): rehabilitation 
program only.

assessment of the patients included:

(1) baseline demographic and disease 
information.

(2) clinical assessment of each shoulder, by 
inspection of swelling of glenohumeral joint and 
muscle wasting around the shoulder, and by palpation 
of temperature, swelling and areas of tenderness on 
glenohumeral and acromioclavicular joints.

(3) Active and passive range of movements were 
measured using a goniometer according to Ronald 
et al.10, in all planes: flexion, extension, abduction, 
internal and external rotation, at baseline, weeks 1, 4, 
and 12.

(4) Baseline plain x rays of the shoulder A-P and 
lateral view.

(5) baseline full blood count, erythrocyte 
sedimentation rate and rheumatoid factor.

(6) the shoulder pain and disability index 
(spadi) according to MacDermid et al.11, was 
measured at baseline and weeks 1, 4, and 12.

Techniques

Suprascapular nerve block under ultrasound 
guidance

The suprascapular nerve arises from the upper 
trunk of the brachial plexus, it runs downwards in the 
neck and under cover of the trapezius a little above 
the clavicle and in accompany with the suprascapular 
vessels to the upper border of the scapula, it then passes 

downward and backwards through the suprascapular 
notch, below the suprascapular ligament which 
separates it from the suprascapular vessels. Then 
enters the supraspinous fossa where it gives one or 
two branches to the supraspinatus and a filament to the 
capsule of the acromioclavicular and shoulder joints. 
it then descends through spinoglenoid notch to end 
in the infraspinatus supplying it and give additional 
twinges to the shoulder joint12. in this study, we try a 
new technique to block the suprascapular nerve during 
emerge from spinoglenoid notch through pathway 
to the infraspinous fossa as this allowing to us good 
fixation of the catheter for long time.

in the operating room in anesthesia department 
of Zagazig university hospital, each patient in group I 
received 0.03 mg/kg midazolam to get sedation. After 
that the patient is lying in prone position and both arms 
is completely adducted, then scapula is completely 
sterilized. a horizontal line is drawn along the spine 
of the scapula, then vertical line drown cutting the 
horizontal one into lateral one fourth and medial three 
fourth, this line is parallel to the Para vertebral line, on 
the lower inner angle. long axis technique to attack 
the nerve was utilized and a 7-12 Mhz liner probe 
was used. the central part of the probe was covered 
by thin strip of plaster doing black posterior artifact. 
The artifact was positioned to be over the nerve. The 
needle was introduced in the pathway of the artifact 
perpendicular to the skin opposite to the direction of 
the probe then we change the direction of the probe to 
see the distal part of the needle in its pathway to attack 
the nerve. The contact of the needle to the outer surface 
of the nerve was detected by ultrasonography after 
emerge from the spinoglenoid notch. after detection 
of the nerve by sonar the cannula (Braun cannula) was 
inserted closely to the supracapular nerve, the cannula 
is directed upward backward and laterally, after that 
the trocar was removed and then silicone catheter was 
introduced through the cannula and closely related to 
the nerve which is confirmed by sonar, the catheter 
was fixed in the subscapular area, 3 ml of plain 
marcaine was injected through the catheter, after that 
the injection continued every 12 hours for two weeks 
and two doses of depo medrol 40 mg was injected at 
interval of two weeks.
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Fig. 1 
After detection of the nerve by ultrasound, the cannula was 

introduced close relation to the nerve

Fig. 2 
Confirmation of the position of the catheter lying in close 
contact to the nerve by superficial probe of the ultrasound

fig. 3 
The longitudinal ultrasonic view show the nerve as a long 

structure between two hyperechoic lines (marked by curser)

Fig. 4 
longitudinal views – the nerve is shown as a longitudinal 

structure with air bubble seen dorsal to it denoting a recent 
injection around the nerve (marked by curser).

intra-articular steroid injection, described 
by Stephan et al13

The shoulder joint is surrounded by a large 
capsule and the easiest and least painful approach is 
posterior where there are no major blood vessels or 
nerves, so we used this approach. An imaginary oblique 
line running anteriorly from the posterior angle of the 
acromion to the coracoid process passes through the 
shoulder joint. The needle follows this line, passing 
through deltoid, infraspinatus and posterior capsule. 
the end point should be the sticky feel of cartilage on 
the head of humerus or the glenoid.

A mixture of 40 mg of methylprednisolone (1 ml) 
and 4.5 ml 1% Lidocaine hydrochloride was introduced 
into glenohumeral joint using a 21G×1.5 needle.

In our study the injection was repeated up to total 
three doses throughout the study as determined by 
improvements of signs and symptoms.

Rehabilitation program
All patients in 3 groups were given verbal and 

written instructions regarding exercises programs 
described by Kisner and Colby9, in the form of; daily 
programs of warming up for 5 minutes then self 
mobilization, joint stretching exercises and pendulum 
exercises. a gradual increase in exercises from 
isometric to isotonic in different ranges of motion are 
used within the painless or slightly painful range. they 
did active ROM exercises up to the point of pain. Use 
shoulder wheel, overhead pulleys or wand exercises 
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Table 1 
Clinical and imaging findings of shoulders

Group i
(no=20)

Group ii
(no=20)

Group iii (no=20)

no % no % no %

clinical findings:
inspection
erythema
swelling
muscle wasting

2
4
7

10
20
35

1
5
5

5
25
25

0
2
6

0
10
30

Palpation
joint tenderness
joint crepitus
supraclavicular fossa 

12
3
0

60
15
0

10
2
1

50
10
5

9
4
0

45
20
0

movement
pain on movement
painful arc 
restricted movement

16
18
14

80
90
70

13
15
8

65
75
40

17
19
9

85
95
45

X-ray
calcification
Gh changes
ac changes
Gh and ac changes

2
6
3
2

10
30
15
10

3
4
2
1

15
20
10
5

5
7
4
3

25
35
20
15

no fracture, dislocation or deformity was found in any group.
GH, glenohumeral joint; AC, acromioclavicular joint.

Table 2 
Comparing between three groups as regard SPADI pain, disability and total SPADI scores

spadi (100) At base time Week 1 Week 4 Week 12 Mean change

PA
IN

 score

Group i 83±11.1 59±11 54±12 49±10.7 -40.45*

Group ii 78.7±17.3 65.4±13.4 59.6±12.8 59±11 -23.3

Group iii 79.7±15.3 70±16 66.3±15 61±15 -23.1

f 0.55 3.21 4.19 5.23 17.6

p & s 0.58(ns) 0.04(SIG) 0.019(SIG) 0.008(siG) 0.001(hs)

D
ISA

B
IL

IT
Y

score

Group i 81±11 59.6±14 52.8±13 52±12 -36.5*

Group ii 78±15 64±13 60±13 58±14 -25.9

Group iii 74±15 64±12 60±11.7 56±12 -24.1

f 1.43 0.82 2.05 1.28 9.06

p & s 0.24(NS) 0.55(ns) 0.13(ns) 0.28(ns) 0.001(hs)

TO
TA

L
 score

Group i 82.5±10.4 59.5±12.4 53±11.7 50.7±11.0 -38.5*

Group ii 78.7±15.2 64.9±12.1 60.1±12.9 59±11.7 -24.6

Group iii 77.1±11.1 67.3±11.0 63.4±10.2 59±11.0 -23.6

f 0.99 1.89 3.66 3.54 20.8

p & s 0.62(ns) 0.15(ns) 0.03(siG) 0.03(siG) 0.001(hs)
spadi (the shoulder pain and disability index).
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were postpone until shoulder pain was tolerable, after 
each setting cooling down for 5 minutes. ultrasound 
therapy were used to shoulders, (1 MHz, average 
intensity = 0.5 W/cm2) was applied for 10 minutes 
3times per week according to Yueh-Ling Hsieh14, 
pulsed mode used in presence of severe pain or 
arthritis while continuous mode used in other cases. 
Also heat therapy in the form of short wave (SW) were 
used according to Griggs and Green15, it used before 
exercises to shoulders with pain without arthritis.

baseline data from all the patients in all 
groups, including radiological, biochemical, range of 
movements, pain and disability scores were gathered 
before each program. follow up data were gathered at 
weeks 1, 4, and 12 after the completion of the program 
designed.

Statistical Analysis

all data were coded, entered and analyzed using 
EPI-INFO (2004)16 software computer package. these 
tests used were descriptive statistics (mean & SD), 
least significance difference (LSD), one way analysis 
of variance was done (ANOVA) F-test. Mean change 
between the base time (mean pre) and the end of the 
study at week 12 (mean post) according to the equation,

mean change = mean post-mean pre X100

mean pre

The values of P >0.05 were considered non 
significant (NS), ≤0.05 being significant(SIG) and 
≤0.01were highly significant (HS) for all tests used.

Table 3 
Comparison between the three groups as regard active range of abduction, flexion, external rotation and internal rotation.

Active movement
degree

base time week 1 week 4 week 12 mean change

A
bduction

180

Group i 78.5±23.2 100.3±24.6 108.5±24.6 106.2±23 39.6*

Group II 78.5±20 88.7±19.86 95±18.8 95±17.5 24.1

Group III 76.2±18.9 81±19.1 84.2±20.2 84.2±20.5 10.83

F 0.07 4.17 6.33 5.62 12.4

P & SIG 0.92(NS) 0.019(SIG) 0.003(siG) 0.006(siG) 0.001(hs)

flexion 180

Group i 79.5±24.2 98.5±23.2 106.5±23.1 100±23 37.1*

Group II 83.5±22.8 93±22 100.2±22 98.5±20.8 20.4

Group III 79.7±18.4 82.2±19.6 86±19.6 86.2±21.3 8.6

F 0.2 2.4 4.27 4.2 16.3

P & SIG 0.8(ns) 0.06(siG) 0.012(siG) 0.019(SIG) 0.001(hs)

E
xt. rotation 100

Group I 48±19.6 61.5±19 67.7±16.8 68±18.4 52.3*

Group II 47±14.6 53.5±13 58.2±13 58.9±14.3 28.9

Group III 44±14.2 49±15.6 52±15.6 54.2±14.3 24.4

F 0.24 3.09 5.4 3.92 5.5

P & SIG 0.78 (NS) 0.059 (SIG) 0.007(SIG) 0.02(siG) 0.006(hs)

Int. rotation 70

Group I 33.5±12 41±11.3 46±11.4 47±11.9 51*

Group II 34.2±12 38.2±12 43±11.6 43±12 34.2

Group III 31.7±11.7 35.7±11.9 38±13.4 38±11.96 23.9

F 0.2 0.99 2.1 2.84 3.48

P & SIG 0.8(ns) 0.62(ns) 0.012(ns) 0.06(ns) 0.03(s)
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Results
50 patients with 63 shoulders were included in 

this study, 28 of which (33 shoulders) had shoulders 
pain diagnosed as frozen shoulders while 22 patients 
(30 shoulders) met ara criteria of ra. they were 
randomized separately to three groups. 3 shoulders in 
group i were excluded due to infection of the catheter, 
so the total joints in this group was 20.

Group i was 12 male and 8 females, their ages 
(mean ± SD) were 45.6 ± 8.8 with disease duration 
ranged between 3-12 months. While the mean± SD of 
ages of group II was 41.1 ± 6.8 years, disease duration 
ranged between 3.5-12 and it include 11 males and 9 
females. Group iii was 11 male and 8 females, their 
ages (mean ± SD) were 41.8 ± 8.3 with disease duration 
ranged between 4-10 months. Groups did not differ 
significantly at baseline for personal characteristics as 
age, sex, disease duration. clinical diagnosis between 
three groups as regard ra and frozen shoulder were 
8:13, 10:11and 9: 12 shoulders respectively. three 
cases (3 shoulders) had catheter infection in the first 
group and were excluded from the study.

At base time, non significant difference was 
found between groups as regard spadi pain, disability 
and total SPADI scores. Pain improved significantly 
in all times of follow up with best improvement in 
group I. While disability score showed non significant 
difference over the three time periods, total SPADI 
score showed significant improvement at week 4&12 
of follow up (p=0.03&0.03). Highly significant mean 

changes were found in group I versus group II & III 
(p=0.001) as regard spadi pain, disability and total 
spadi scores.

Range of active movements showed non 
significant differences at base time between 3 groups. 
Over the 3 time periods, abduction & flexion and 
external rotation showed significant differences in 
all groups with gradual improvement from week 1 to 
week 4 to week12, while internal rotation showed non 
significant improvement with follow up. Mean change 
showed highly significant difference from base time 
versus week 12 (P=0.001) for all movements with the 
best improvement in group I.

in rheumatoid arthritis (ra) patients there 
was significant differences between 3 approaches 
of treatment with marked improvement of SPADI 
pain and total spadi scores with ssnb (p=0.018 & 
0.04) respectively, while in frozen shoulder showed 
significant difference between them in SPADI pain 
only as regard ssnb (p=0.02).

Discussion
Suprascapular nerve block is used with increasing 

frequency by anesthetists and rheumatologists in 
the management of shoulder pain for a variety of 
disorders17. Suprascapular nerve block has been 
shown to be a safe and effective treatment for shoulder 
pain. When performed in the clinic using anatomical 
landmarks to site of injection, it reduces pain and 

Table 4 
Comparison between 3 approaches on rheumatord after 12 weeks regarding SPADI pain and total SPADI score

spadi
rheumatoid arthritis (N=27shoulders) frozen shoulder (n=33 shoulders)

ssnb (8) iaccs (10) PT (9) ssnb (12) iaccs (10) pt (11)

pain 44 ± 9* 55 ± 18.7 62.5 ±8 66.4 ± 11* 56.4 ±13.9 52.9± 10

f 4.67 4.17

p &siG 0.018 (siG) 0.02 (siG)

total 45.8 ±12 56.9 ±13.2 60.9± 11.2 53.9 ±9.4 57.1 ±12.5 60.7±9.2

`f 3.5 1.2

p &siG 0.04 (SIG) 0.3 (ns)

SSNB: (suprascapular nerve block) IACCs: (intra-articular corticosteroid).
pt: (physiotherapy).
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disability18.

Many treatments have been devised to improve 
outcome in patients with chronic shoulder pain. 
therapies include rest, analgesia and simple range 
of motion exercises, more active home exercises, 
physical therapy with mobilization, manipulation 
under anesthesia, arthroscopic capsular release and 
suprascapular nerve block17.

this study designed to compare between the 
effectiveness of continuous suprascapular nerve 
block under ultrasound guidance versus intra-
articular corticosteroid injection of the shoulder and/
or physiotherapy in management of chronic shoulder 
pain, either due to frozen shoulders or ra.

in this study a new technique was performed 
for ssnb.in our technique we try to block the 
suprascapular nerve in the infrascapular area under 
ultrasound guidance and by this method we can do 
good fixation of the catheter away from any joint 
and may reduce the pneumothorax which is the 
most reported complication of ssnb18. in our study 
three cases were excluded from our study because of 
infection at the site of entrance of the catheter and it 
is the only complication of our technique, they were 
treated by removal of the catheter, local antiseptic at 
the site of infection with systemic antibiotic.

Ultrasound is very useful for peripheral nerve 
block in the upper limbs as it allows the anesthetist 
to minimize the dose of local anaesthetic and advance 
the needle to the nerve safely6. ultrasound can also 
be a useful aid to locate arteries, mark the skin for 
unguided blocks or as a real-time guide of needle or 
catheter position relative to the nerve or related blood 
vessels, and can be used to define the spread of local 
anaesthetic19.

In our study, there was significant improvement 
of pain in all times of follow up with best improvement 
in group i more than group ii &iii. While disability 
score showed non significant difference over the three 
time periods, total SPADI score showed significant 
improvement at week 4 & 12 of follow up. Highly 
significant mean changes were found in group I 
versus group II & III (p=0.001) as regard SPADI pain, 
disability and total spadi scores.

our results agreed with Shanahan and his 

colleagues5,17 who found significant improvement on 
the SPADI pain along the 1st and 4th weeks in the two 
third of chronic shoulder patients then the percentages 
of their improvement were decreased after that (in the 
12th week), they used anatomical landmarks technique 
of SSNB with injection of one single dose of 10 ml 
of 5% Bupivacaine and 40 mg of methylprednisolone 
mixture.

Although the SPADI pain at the week 1 and 4 
after starting the treatment were consistent in the two 
studies, there were difference at week 12. this is due 
to different protocol used in the two studies. repeated 
injection of marcaine every 12 hours for two weeks 
and two doses of depomedrol 40 mg with exercises 
in our study may improve the pain and subsequently 
range of motion of the affected movements.

also, our results agreed with Lewis20, who showed 
longer term relief of pain in chronic arthritis of the 
shoulder used ssnb due to a depletion of substance p 
and nerve growth factor in the synovium and afferent 
c fibers of the glenohumeral joint after the blockade. 
However Jones21 concluded that in patients with frozen 
shoulder treated either by ssnb or iaccs, showed 
marked improvement in pain and range of movement 
in both groups, but the nerve block patients appeared 
to respond more quickly and more completely.

In our study there was no significant difference 
between the group II received intra-articular injection 
with physiotherapy and the group III who received 
physiotherapy alone as regard spadi scores and 
active movements of the shoulder, these results were 
agreed with Singelyn et al.22, who found that patients 
with SSNB had significantly lower pain scores after 
arthroscopic acromioplasty while no significant 
difference was observed between the intraarticular 
and placebo in these patients. also Arroll and 
Smith3, reported significant benefit for subacromial 
corticosteroid injections versus placebo for painful 
shoulder, with non significance difference between 
manipulation or physiotherapy.

in contrast to our results, Green et al.4, 
reported that corticosteroid injections are superior to 
physiotherapy and no evidence that physiotherapy 
alone is of benefit for adhesive capsulitis either for 
relief of pain or improvement of function.

Our results demonstrated a significant 
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improvement in the degree of abduction, flexion and 
external rotation of the affected shoulder along the 
3 months of follow up with marked improvements 
of rom in group i, but internal rotation although 
it showed improvement, it was statistically non 
significant.

Also Mean changes showed highly significant 
difference from base time versus week 12 (P=0.001) 
for all movements as regard this group.

this was in agreement with Shanahan and his 
colleagues5,17, but in contrast with Dahan et al.2, and 
Mehmet et al.16, who found non significant improvement 
in the shoulder rom at the end of their studies, this 
difference due to that each of them used ssnb with 
anatomical landmarks techniques as Dahan and their 
colleagues used series of 3 times SSNB at 7 days 
interval in frozen shoulders2 while Mehmet et al.16, 
used Bupivacaine alone as single injection without 
home program exercises in cases with non specific 
shoulders pain. but in our study, we used repeated 
injection of marcaine every 12 hours for two weeks 
and depomedrol 40mg was injected twice at interval of 
two weeks in addition to rehabilitation programs that 
makes our patients more comfortable with reduction of 
intensity of pain so they can do the exercises with the 
resultant of better improvement. In addition use sonar 
guided technique with good visualization give more 
accurate injection with better result.

Taskaynatan et al.23, compared the effects of 
suprascapular nerve block with local intraarticular 
steroid in patients with non specific shoulder pain, 
single injection was performed in each technique. 
Evaluation of patients before treatment, one week and 
one month after treatment, as regard pain, range of 
movements, satisfaction and disability. The difference 
in follow-up parameters was statically significant in 
the assessment periods in both groups. no method was 
found to be superior to each other, but in this study 
significant difference in improvement of group I versus 

group ii&iii was found as regard pain and range of 
movements. Repeated injections with ultra sound 
guidance and combination with physical treatments 
and rehabilitation program help in better improvement.

In RA patients there was a significant difference 
between 3 approaches of treatment with marked 
improvement of SPADI pain and total SPADI scores 
with SSNB. while in frozen shoulder showed significant 
difference between them as regard spadi pain alone. 
Shanahan and his colleagues5 showed consistent 
trends of improvement in the group receiving SSNB 
compared with placebo in both disease categories (ra 
and degenerative) and at all time points. However, 
because of the smaller numbers in each of these 
groups, not all the improvements reached statistical 
significance.

Conclusion
combination of physical treatments with 

suprascapular nerve block significantly improve 
outcome in chronic shoulder pain, and can be more 
effective than conventional treatments, offering 
clear advantages (ease of application, low cost, rare 
side effects) considering that the top priority of a 
pain control program is restoring the function of the 
affected area.

Direct ultrasound visualization significantly 
improve outcome of the most techniques in peripheral 
regional anaesthesia, with high resolution ultrasound 
the anaesthetist can directly visualize relevant nerve 
structures, such direct visualization improves the 
quality of nerve block and avoids complications.

the nature and methodology of suprascapular 
nerve block under sonar study is new technique, which 
need more and more research comparing the efficacy of 
this approach with other radiology guided intervention 
from the patients perspective.
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