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Greater occipital nerve blocks for the treatment of postdural 
puncture headache after labor epidural

Sir,
Postdural puncture headache (PDPH) is a common complication 
seen in the fields of anesthesiology and pain medicine. The 
headache occurs following a dural puncture and is thought 
to be related to a decrease in intracranial pressure causing a 
downward pull of brain structures along with vasodilation.[1] 
Patients typically develop orthostatic or positional headaches 
that can make it difficult to function or ambulate out of bed. 
The headache location varies, though it is generally occipital 
or frontal in nature.[2] Treatment options typically include 
conservative management such as fluids, caffeine, and a 
variety of analgesic medications. Epidural blood patch is a 
more invasive procedure that is often reserved for patients 
with severe and debilitating headaches, though it is regarded 
as the gold standard for treating this condition. Epidural 
blood patch helps relieve the headache by increasing the 
intracranial cerebrospinal fluid pressure along with patching 
the dural defect with a clot.[3] Although epidural blood patch is 
very effective, it is an invasive procedure that carries its own 
risks of complications including the possibility of additional 
dural punctures. Nerve blocks are a safe alternative and less 
invasive technique that may be used in the treatment of 
PDPHs.[4] We describe two cases of patients who suffered from 
PDPHs after labor epidurals who were successfully treated 
with greater occipital nerve blocks.

The first patient was a 29‑year‑old G3P3 who had an 
uncomplicated vaginal delivery with epidural analgesia. She had 

a confirmed dural puncture during epidural placement and the 
epidural was placed at the interspace above the documented 
dural puncture. The second patient was a 25‑year‑old G1 who 
also had an uncomplicated vaginal delivery with an epidural 
using an intentional dural puncture technique.[5] Both patients 
reported severe positional headaches located in the occipital 
region starting on postpartum day 1. Both patients failed 
conservative management with hydration, caffeine, and oral 
analgesics including acetaminophen and NSAIDs. The patients 
reported 8/10 and 9/10 headaches on Numerical Rating 
Scale (NRS) pain scales when sitting or standing which resolved 
when laying supine. Both patients consented for greater 
occipital nerve blocks using landmark techniques. The patients 
underwent the nerve blocks with the use of 3 mL of 0.5% 
bupivacaine injected around each nerve approximately 2 cm 
lateral and 1 cm inferior to the external occipital protuberance 
after negative aspiration. The first patient reported complete 
resolution of symptoms within 5 min of the nerve block. 
She was able to ambulate without difficulty and required no 
additional therapy. The second patient reported significant 
improvement of her pain with an NRS 2/10 which lasted for 2 
days. Her pain slowly progressed to NRS 5/10 on postpartum 
day 3, at which time the block was repeated. Her pain improved 
to 1/10 and she was able to be discharged with occasional 
acetaminophen use as needed on postpartum day 4.

Greater occipital nerve blocks are safe interventions that can 
be performed by anesthesiologists and should be considered 
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in the treatment algorithm for PDPH, especially when the 
headaches are not responsive to conservative therapy and 
occipital in location.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. There is no identifying information 
used in this article.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

Jamal Hasoon, Amnon Berger, Ivan Urits,  
Vwaire Orhurhu

Beth Israel Deaconess Medical Center, Department of 
Anesthesia, Critical Care, and Pain Medicine, Harvard Medical 

School, Boston, MA, USA

Address for correspondence:  
Dr. Jamal Hasoon,  

70 Pearl St, Brookline MA, 02445, USA.  
E‑mail: Jjhasoon@gmail.com

Submitted: 06‑Oct‑2019, Accepted: 07‑Oct‑2019, 
Published: 05‑Mar‑2020

References

1.	 Turnbull	DK,	Shepherd	DB.	Post-dural	puncture	headache:	Pathogenesis,	
prevention and treatment. Br J Anaesth 2003;91:718‑29.

2. Bezov D, Lipton RB, Ashina S. Post‑dural puncture headache: Part I 

diagnosis, epidemiology, etiology, and pathophysiology. Headache 
2010;50:1144‑52.

3.	 Safa-Tisseront	V,	Thormann	F,	Malassiné	P,	Henry	M,	Riou	B,	Coriat	P,	
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Perioperative analgesia with erector spinae plane block for 
cervical spine instrumentation surgery

Sir,
Spine surgeries are known to evoke intense pain preventing 
early mobilization and postoperative rehabilitation. Therefore, 
optimal perioperative analgesia is essential to achieve adequate 
pain relief and improve functional outcome. Various modalities 
have been used to achieve analgesia after spine surgeries.[1] To 
the best of our knowledge, erector spinae plane (ESP) block 
for surgeries in cervical region has not been reported till date. 
We describe the use of ESP block for perioperative analgesia 
in cervical spine instrumentation surgery.

A 39‑year‑old male was admitted with complaints of neck 
pain and upper limbs weakness. Computed tomography 

imaging showed C6‑C7 grade‑2 subluxation with fracture of 
C6 vertebral body and disc prolapse. He was scheduled for 
posterior approach C5 and C7 transpedicular screw placement 
and fixation with rod, and anterior cervical discectomy and 
fusion of C6‑C7 vertebrae with peek cage [Figure 1b]. To 
provide optimal analgesia, we planned for general anesthesia 
with bilateral ESP block under ultrasonography guidance. 
C7 transverse process was approached with an 18 G Tuohy’s 
needle in caudal‑to‑cranial direction [Figure 1a]. A total of 30 
ml of 0.25% bupivacaine with 150 µg of clonidine and 8 mg 
dexamethasone was administered deep to erector spinae 
muscle (ESM) bilaterally. No additional opioids were required 
during 9‑h surgery due to the absence of any significant change 
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