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Regarding the paper published ‘Ultrasound‑guided lumbar 
transforaminal injection through interfacet approach’

To the Editor,
I read the paper “Ultrasound‑guided lumbar transforaminal 
injection  (USTFI) through interfacet approach” by Kumar 
et al. with great interest.[1] I congratulate the authors for this 
excellent report. However, we have certain queries.

It is not clear from the article if the present technique for 
USTFI was validated in patients. It would be informative to 
know the number of recruited patients in which the technique 
was performed.

The authors have mentioned use of a linear probe to perform 
USTFI. However, to the best of our knowledge, all but one 
study on USTFI have used a curved probe for the block due 
to deep location of neuraxial structures.[2] A linear probe was 
used in a study when recruited patients had body mass index 
of less than 25 kg/m2.[3]

We are also confused about the orientation of the probe when 
needle was inserted. The authors mention that the probe was 
moved medially to laterally in parasagittal plane till trident sign 
(parasagittal probe orientation at the level of transverse process) 
was seen. However, the authors mention needle advancement 
between two articular processes. This is contradictory.

The present technique was documented as a new technique. 
However, three authors previously have mentioned USTFI by 
similar techniques; two in out of plane interfacet approach 
and one by parasagittal oblique plane block.[3‑5]

The authors used fluoroscopy to confirm needle tip position 
by dye spread, however patterns of dye spread, which are 
confirmatory for the block, were not mentioned.

There seems to be a typing/printing error in the figure 
accompanying the article.[1] Superior articular process and 
inferior articular process mentioned seem to be facet joint 
of successive lumbar verterbrae.

We would also like to mention that one cited reference is 
not indexed in PubMed.[1]
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Thoracic paravertebral and erector spinae plane block: 
A cadaveric study demonstrating different site of injections and 
similar destinations

Sir,
Erector spinae plane (ESP) block was described by Forero et al. 
as an ultrasound (US)‑guided interfacial plane block and was 
used successfully for managing chronic neuropathic pain.[1] 
ESP block is a novel technique for pain management. The 
exact mechanism of action of is not yet established. However, 
the anatomy, method of injection and extent of drug spread, 
doses and volume of local anesthetic needed are not very 
clear. Hence, this cadaveric study was planned to examine 
the mechanism of action and drug spread after a thoracic 
ESP block using methylene blue dye.

Hospital Ethics Committee approval was obtained for 
conduction this cadaveric study. In five unembalmed cadavers, 
US‑guided left sided thoracic paravertebral (PV) and right‑sided 
ESP injections were performed. Instead of dissection we 
planned for a transverse section on the following day. In 
five formalin‑based prone cadavers a left‑sided ESP block 
was performed with 20 ml injectate [0.1 ml methylene blue 
dye (1 ml = 10 mg methylene blue) and 19.9 ml normal saline] 

under US guidance. A total of 20 ml volume is required for 
injectate to spread to four to five levels. Using similar volumes 
right sided thoracic PV injections were also administered 
under US guidance in all five cadavers. Thus, in total there 
were ten injections made: five ESP block on left side and five 
PV injections of right. With the help of US and transducer 
placed parasagitally in craniocaudal orientation, needle tip 
was positioned under ESM at T4‑T5 costotransverse junction. 
The needle tip was directed cephalad in ESP and injections 
were made at a moderate pressure  (20  ml deposited 
over  40 s). After 24 h, transverse section of the cadavers 
was performed at 5 cm intervals at T4–T5 levels. Figure 1 is 
a representative figure of the cadaveric section at the level 
of T4. After performing sections, spread of dye was looked 
for from the point of injection.

In all five cadavers there was bilateral medial retrolaminar 
spread, bilateral PV spread and bilateral epidural spread. All 
ESP injections were performed on left side after identifying 
the tip of needle below erector spinae muscle. All PV 
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