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anaesthetic agents on haemodynamics and neonate. 
A major concern in regional anaesthesia is the decrease 
in preload. As the right ventricle in these patients is 
volume‑dependent, assessment of fluid status before 
regional anaesthesia is of utmost importance. We 
relied on clinical parameters and ultrasonographic 
assessment of the inferior vena cava for the same. 
Various techniques of regional anaesthesia have been 
tried to decrease the haemodynamic changes. CSE with 
small volume of spinal and graded epidural have been 
tried with varied success. Epidural volume extension 
has not been used for severe valvular diseases in 
parturients. We were able to achieve a higher level 
of block with low dose of local anaesthetic with little 
haemodynamic changes by this technique which was 
the requirement in this patient.
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Pectoralis block for breast 
surgeries: More than 
postoperative analgesic

Sir

There is growing interest in the pectoralis nerve (PECS) 
blocks as an analgesic technique during breast 
surgeries to reduce postoperative pain.[1] We share our 
experience in two patients in whom PECS block was 
used as the main anaesthetic technique.

Case 1
A 58-year-old 50-kg female, diabetic and hypertensive, 
with interstitial pulmonary fibrosis requiring 
home oxygen was planned for right mastectomy 
with axillary clearance. The pulmonary function 
test revealed severely reduced diffusion capacity 
(DLCO  =  29.1  mL/min/mm  Hg). In view of poor 
respiratory reserve, under ultrasound guidance 
(M‑Turbo Ultrasound system; SonoSite, Bothell, WA), 
15 mL of 0.25% bupivacaine plus 0.5% lignocaine 
in PEC 1 plane (between pectoralis major and minor 
muscles) and 25 ml of 0.25% bupivacaine plus 0.5% 
lignocaine in the plane between pectoralis minor and 
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serratus anterior muscle were administered using a 25 
G Quincke’s spinal needle with an “in‑plane” approach 
using linear probe (38× [13–6 MHz]). Ten minutes later, 
the anaesthetic area was confirmed by pin prick. She 
was lightly sedated with titrated doses of midazolam 
and fentanyl  (total dose of 2.5‑mg midazolam and 
50‑µm fentanyl). She maintained an oxygen saturation 
of  >95% with the aid of supplemental oxygen 
delivered through Hudson mask.

During dissection at the axillary apex, the patient 
required rescue analgesia with three boluses of 25‑mg 
ketamine and nitrous oxide  (50%) in oxygen using 
a semiclosed circuit. The surgery lasted for 75  min. 
She had an uneventful recovery. She was pain free 
in the recovery; the rest of postoperative course and 
discharge was uneventful.

Case 2
An 83‑year‑old 50‑kg female with Parkinsonism, 
diabetes, and hypertension on medications with 
normal cardiac function was planned for modified 
radical mastectomy. Since the patient refused an 
awake surgery, anaesthesia was induced with injection 
propofol 100  mg and airway secured using an LMA 
Supreme No  3. Anaesthesia was maintained using 
50% nitrous oxide and 1% sevoflurane in oxygen. 
The PECS block was administered under ultrasound 
guidance as described in the first case. The surgery 
proceeded uneventfully. No opioids or muscle 
relaxants were required.

Traditionally, epidural anaesthesia[2] and paravertebral 
blocks[2] have been the techniques of choice for 
anaesthesia for breast surgery in high‑risk patients. 
These techniques have a higher risk of undesirable 
side effects. Epidural anaesthesia is a blind procedure 
and has its own set of complications including 
failure.[3] Sparing of the axillary region which is 
supplied by cervical roots[2] is often seen with the 
neuraxial blocks. PECS block targets the lateral 
and median pectoral nerves, as well long thoracic 
nerve, thoracic intercostal nerves from T2–T6, and 
thoracodorsal nerve.[3] With growing confidence in 
performance of field blocks for postoperative pain,[1] 
using these blocks as the main anaesthetic technique 
is the next step. The recommended doses for PEC 
block is 10 and 20 mL of 0.25% bupivacaine for PEC1 
and PEC 2 planes, respectively.[3] As the block was the 
main anaesthetic technique, a higher volume of 15 
and 25, respectively, was used; lignocaine was added 
for faster onset with due care to adhere to maximum 

recommended doses. In the first case described above, 
we needed small doses of ketamine and nitrous oxide. 
Ketamine in low doses has good analgesic effect with 
minimal respiratory depressant effects and causes 
bronchodilation. Hence, ketamine was preferred in 
the first patient with high respiratory risk.[4] In the 
second patient, as ketamine and opioids were not a 
suitable option in view of Parkinsonism, we used 
inhalational agent through a supraglottic device. Use 
of dexmedetomidine for sedation with PECS block 
for breast surgery in a similar technique had been 
reported.[3] However, the surgeons should be consulted 
as the use of field blocks can interfere in the surgical 
dissection.[5]

In conclusion, PECS in addition to providing opioid 
sparing general anaesthesia can, with minimal 
analgesic supplementation, be a suitable alternative 
to general anaesthesia in high‑risk patients for breast 
surgeries.
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Use of the mid‑transverse 
process to pleura block in a 
patient undergoing intercostal 
drain placement and rib resection

Sir,

We report a case of intercostal drain (ICD) placement 
involving rib resection, which was performed 
under ultrasound‑guided mid‑transverse process to 
pleura  (MTP) block. The patient was a 45‑year‑old 
female, posted for ICD placement and pleural 
biopsy because of leftpleural effusion secondary 
to carcinoma lung. Left‑sided fourth rib resection 
was also planned for the ICD placement since there 
was crowding of ribs. All her routine biochemical 
investigations including coagulation profile were 
within normal limits. We performed the MTP block 
in the operating room under ultrasound guidance 
at the T4 level. Tuohy epidural needle was inserted 
in‑plane from a cranial‑to‑caudal direction [Figure 1a] 
and 20  ml of 0.5% ropivacaine was injected at 
the mid‑point between the posterior border of the 
transverse process and the pleura  [Figure  1b]. This 
was followed by insertion of an indwelling catheter 
through the needle until it was 3  cm beyond the 
needle tip. Thirty minutes after the block placement, 
the patient reported decreased sensation to pinprick 
over the left anterior and lateral chest wall from T2 
to T8 dermatomes. Additionally, 50  µg intravenous 
fentanyl was given at the time of surgical incision. She 
tolerated the procedure well. Postoperative analgesia 
was achieved with infusion of 0.2% of ropivacaine 
at the rate of 4  ml/h via the catheter, which was 

continued for 48 h. The MTP block has been recently 
described by Costache et al.[1] and involves deposition 
of local anaesthetics mid‑way between the transverse 
process and the pleura, which is then believed to 
reach the paravertebral space by diffusion. This 
avoids puncturing the superior costo‑transverse 
ligament and entering the paravertebral space which 
is more invasive and may cause complications like 
inadvertent pleural injury or intravascular and/or 
intrathecal injections. In our patient, we choose this 
block given its ease of performance and minimally 
invasive nature.
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Figure 1: (a) With the patient sitting, the MTP block was performed 
in‑plane at the T4 level on the left side with the needle oriented in a 
cranial‑to‑caudal direction. (b) Sono‑anatomy of the MTP block. Arrow 
shows the site of drug deposition. MTP = Mid‑transverse process to 
pleura
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