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Bilateral erector spinae 
catheter placement for bilateral 
nephrectomy in a paediatric 
patient

Sir,

In recent literature, the use of erector spinae plane (ESP) 
block for various surgeries has been introduced and 
discussed.[1] More specifically, ESP is now being 
used as an analgesic technique in children.[2] We, 
therefore suggest the use of this block as a safer and 
efficacious alternative to traditional techniques such 
as paravertebral and epidural blocks in children.

A 22-month-old, 11.5 kg male infant presented for 
open, bilateral partial nephrectomy for removal of 
nephroblastoma. Prior to surgery, informed parental 
consent for a general anaesthetic along with the 
placement of bilateral erector spinae catheters was 
obtained. After induction of anaesthesia and placement 
of invasive arterial and central venous lines, the patient 
was then positioned in right lateral decubitus. A linear 
ultrasound probe (4–12 Hz) was used to identify the 
right transverse processes and erector spinae muscles 
at the level of T7/8. A 20-gauge Tuohy epidural needle 
was inserted in-plane from a cranial to caudad direction 
under aseptic conditions. Under ultrasound guidance, 
10 mL of 0.1% plain bupivacaine (ropivacaine is 
unavailable in our institution) was injected into the 
erector spinae fascial plane at the level of T8. The 
epidural catheter was then inserted into the plane, at 
a depth of approximately 2.5 cm, without difficulty 
and secured with a transparent dressing. The same 
technique was used on the left side at the level of T7 
(the change in level is due to a better image being 
obtained). Figure 1 shows ultrasound imaging of the 
transverse processes after the injection of the bolus dose 

of local anaesthetic and the epidural catheter placement 
in the patient. Additional analgesia was provided using 
a dexmedetomidine infusion of 0.3 µg/kg/h and one 
dose of 1 mg of intravenous morphine. A second bolus 
dose of 10 mL of 0.1% bupivacaine was given through 
each catheter towards the end of the procedure.

An infusion of 3 mL/h of a 0.1% solution of bupivacaine 
was started in each catheter upon admission to the 
paediatric intensive care unit (PICU) and continued 
for 48 hours post-surgery. Analgesia was deemed to 
be satisfactory, using physiological parameters and 
the Face, Legs, Activity, Cry, Consolability (FLACC) 
score of less than three, with reduced requirements 
of morphine. The catheters were removed without 
complications on day 2 post-surgery.

The use of ESP blocks has been increasingly discussed 
and published in the literature, with indications of 
use including thoracic, abdominal, upper limb and 
lower limb surgery.[1] Different mechanisms of action 
of the ESP block have been suggested and include the 
spread of local anaesthetic into the paravertebral and 
epidural space as well as lateral spread to cover lateral 
cutaneous nerve branches.[1]

The ESP block is potentially a simpler and safer 
alternative to epidural analgesia or paravertebral block 
anaesthesia because of the relative ease of visualisation 
of the transverse processes of the vertebrae and the 
injection of local anaesthesia at a site distant from the 
spinal cord, the pleurae and any large vessels.[3,4] A 
systematic review by De Cassai et al.[3] reported reduced 
pain scores and opioid-sparing advantages with a very 
low complication rate.[3] There is limited data with 
respect to the use of ESP in children. A retrospective 
study including 141 paediatric patients on ESP blocks 
in children reports on the safety of this block and 
its efficacy in reducing opioid requirements.[2] Other 
case reports discuss the placement of an ESP catheter 
and report the benefit of this technique during the 
postoperative period.[5,6]

As stated, current evidence is reliant on published 
case reports and observational studies. Prospective 
randomised clinical trials are required to establish 
definitive efficacy and safety of ESP blocks and 
catheters in paediatric patients.
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Figure 1: (a) Ultrasound imaging of transverse process (1) and erector 
spinae fascial plane with injectate of local anaesthetic (2), (b) Bilateral 
catheters secured at the level of T7 and T8
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