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We carefully read the comments of Dede et al.[1] 
regarding our review with great interest.[2] We are not 
in agreement with the authors’ views encouraging 
blind injections to pectoralis minor (PM) and scalene 
muscles overlying the thorax and major neurovascular 
structures, respectively, when the discussions on blind 
injections being ethical are continuing.[3]

The PM muscle is located under the pectoralis 
major muscle, arises from the anterior surface 
of the third, fourth, and fifth ribs, and attaches 
to the coracoid process of the scapula, where it 
forms a bridge over the brachial plexus, subclavian 
artery, and subclavian vein.[4] The PM syndrome 
may appear due to posture disorders, occupations, 
and sportive activities requiring repetitive elevation 
of arms and due to the spasm or spasticity of the PM 
muscle.[5,6] Ultrasound-guided PM muscle blocks are 
employed both to confirm a diagnosis[4] suspected 
on clinical findings and to apply therapeutic trigger 
point injections in myofascial pain syndrome. 
Ultrasound-guided injections are reliable, practical, 
and inexpensive, allowing visualization of 
neurovascular structures to avoid intraneural and 
intravascular injections and pneumothorax.

Authors have mentioned the blind technique of 
dry needling treatment with the “3P” rule: position, 
palpation, and penetration angle. It is an effective 
technique that we use in daily practice in the 
management of various myofascial pain syndromes. 

The pectoralis major muscle is just one example that 
we frequently needle with the 3P rule. However, 
when the issue is needling the PM muscle with the 
3P rule, the subject is to come up against a fourth 
“P”: penetration into unwanted structures, which 
are the lungs, nerves, or vessels. Penetration into 
branches of the brachial plexus, carotid artery, 
jugular vein, and phrenic nerve[7,8] are the probable 
penetration targets during blind dry needling of the 
anterior scalene muscles with the 3P rule.

Another concern about blind PM injections is the 
variant anatomy of the PM muscle. There are many 
reported anatomical variations.[9,10] Deviations from 
the general pattern of origin and insertion of the 
PM are relatively common; as many as 23% of people 
demonstrate some variation.[9] In addition, PM muscle 
thickness may vary depending on the underlying 
pathology; for example, in spasticity, the thickness of 
the muscle may decrease below 0.5 cm (Figure 1).

Dry needling is a skilled intervention as the 
authors mentioned in their letter, which we widely 
use in the management of various pain syndromes 
in our daily practice. Vast majority of dry needling 
is done with the blind technique, but particularly 
for the PM and scalene muscles, we strongly 
recommend ultrasound guidance for an effective 
and safe injection and to avoid pneumothorax and 
injury to neurovascular structures. Since patient 
safety is of paramount importance, we are against 

Corresponding author: İlknur Aktaş, MD. SBÜ, Fatih Sultan Mehmet Eğitim ve Araştırma Hastanesi, Fiziksel Tıp ve Rehabilitasyon Kliniği, 34752 Ataşehir, İstanbul, Türkiye.

E-mail: iaktas@hotmail.com

Cite this article as:
Aktaş İ, Ünlü Özkan F. Reply on the article: “Dry-needling with blinded technique in pectoralis minor syndrome’’. Turk J Phys Med Rehab 2023;69(2):259-260. doi: 10.5606/tftrd.2023.12934.

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial License, which permits use, distribution and reproduction in any medium, provided the 
original work is properly cited and is not used for commercial purposes (http://creativecommons.org/licenses/by-nc/4.0/).

©2023 All right reserved by the Turkish Society of Physical Medicine and Rehabilitation

https://orcid.org/0000-0002-1050-9666
https://orcid.org/0000-0002-7686-1347


Turk J Phys Med Rehab260

blinded PM injections and always keep in mind the 
motto “primum non nocere.”
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Figure 1. Transverse plane ultrasound image of the pectoral 
muscles in a patient with PM syndrome due to spasticity. 
Pectoralis minor muscle thickness and its close proximity to 
pleura is observed.
P. Major: Pektoralis major muscle; P. Minor: Pektoralis minor muscle; 
Intercostal: Intercostal muscle.


