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Erector spinae plane block 
combined with low‑dose 
intrathecal morphine allows 
opioid sparing after open radical 
cystectomy

Sir,

We used a novel regional technique, erector spinae 
plane (ESP) block, along with low‑dose intra‑thecal 
morphine  (ITM) to provide post‑operative analgesia 
for a 72‑year‑old patient, American Society of 
Anesthesiologists (ASA)_ physical status 3, undergoing 
open radical cystectomy  (ORC) for an enhanced 
recovery program.

ESP block consists of injecting a local anaesthetic (LA) 
in the plane between the erector spinae muscle and 
the vertebral transverse process.[1] Although ESP is 
considered to give a potential spread to paravertebral 
space, covering both somatic and visceral pain, other 
studies have raised significant concerns about this 
occurrence, showing an unpredictable spread of LA.[2] 
Recently, several reports described ESP as an effective 
and promising analgesic technique for different 
surgeries, including abdominal surgery.[1]

Open radical cystectomy (ORC) is the current treatment 
of choice for bladder cancer. This surgery has been 
related to significant visceral and somatic pain, as 
many sensory dermatomes are involved  (T6 to S3), 
in addition to a high morbidity rate and prolonged 
recovery.[3]

ITM administration has been successfully described 
for abdominal surgery, as the hydrophilic properties of 
morphine make it capable to flow in the cerebrospinal 
fluid, reaching a wide range of µ‑opioid receptors 
along the spinal cord, including sacral dermatomes, 
which may not be covered by ESP block.[4] Therefore, 
we decided to execute ITM to enhance the effect of 
ESP block on post‑operative analgesia after ORC.

A bilateral ESP block was performed on the 
above‑mentioned patient 45 min prior to the induction 
of general anaesthesia  (GA). The patient’s medical 
history included: type  II diabetes, previous coronary 
artery bypass grafting and a recent pneumonia. 
Ultrasound‑guided ESP block was performed bilaterally 
at the T8 level, injecting 20 mL of ropivacaine 0.375% 
for each side [Figure 1].

ITM was performed immediately after the confirmation 
of the block with 100 µg of morphine in 3 mL normal 
saline at the level of L2–L3 intervertebral space. GA 
was induced with propofol 150 mg, rocuronium 50 mg 
and remifentanil target-controlled infusion (TCI) with 
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a target of 2  ng/mL at effector site and maintained 
with sevoflurane 2%, remifentanil TCI (2–3 ng/mL at 
effector site) and rocuronium as required. No other 
analgesic was added during the surgery.

For post‑operative analgesia, acetaminophen 1g IV and 
ketorolac 30 mg IV round‑the‑clock were prescribed. For 
breakthrough pain, morphine 2 mg IV was prescribed 
but was never required to use. Post‑operative pain was 
assessed on awakening from GA and every 8 h for the 
next 48 h in a numeric rating scale (NRS) from 0 to 10.

After 30  min from the block execution, a bilateral 
loss of sensitivity of the dermatomes T7 to L1 was 
confirmed by ice‑test and maintained during the first 
12 h post‑operatively.

NRS at the awakening was 0. In the first 48  h after 
surgery, the NRS (recorded 3 times a day) was always 
0 without the need to administer any rescue opioid.

No nausea, vomiting, respiratory depression or motor 
weakness was observed. The patient was mobilised 
on the second post‑operative day and was discharged 
from the hospital on the 7th day after the surgery.

Multimodal peri‑operative management for ORC in an 
enhanced recovery program includes thoracic epidural 
analgesia  (TEA) as the recommended analgesic 
technique.[5]

However, TEA is an invasive technique with possible 
complications and side effects, which may interfere 
with mobilisation and prolong the hospital stay.

ESP block is a relatively new fascial plane block, but 
its spread and clinical application are quickly arising, 
as it is non‑invasive and simple to perform.

This is the second report of the use of ESP block for 
major bladder surgery.[6] However, major differences 
arise: in the previous experience, pre‑operative 
spinal anaesthesia was performed with both LA and 
high doses of intrathecal opioids  (diamorphine 
900 µg). Moreover, despite the use of a continuous 
block, pain scores ranged from 1 to 4, and 
opioid rescue therapy was required during the 
post‑operative period.[6] In our report, ESP block 
combined with low‑dose ITM gave opioid sparing 
during the whole post‑operative period, ensuring 
an enhanced recovery after ORC.

In conclusion, single‑shot ESP block in association 
with low‑dose ITM may provide an alternative, valid 
and safe analgesic modality in patients undergoing 
ORC. However, larger studies or randomized control 
trials  (RCTs) are required to validate this new 
technique as a viable and effective alternative to TEA 
for post‑operative analgesia in enhanced recovery 
programs.
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Figure  1: ESP block performed at T8 level. After visualizing 
hydrodissection of the interfascial plane between the ESM and the 
transverse process, a total of 150 mg of Ropivacaine 0.375% (20 mL 
for each side) was injected. TP: Transverse process; ESM: Erector 
spinae muscle; TM: Trapezius muscle; N: Needle; LA: Local anaesthetic
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Online training for sensitisation 
on airway and ventilatory 
management as preparedness to 
combat COVID situation

The coronavirus disease (COVID)-19 pandemic has 
emerged as a global health burden and has overwhelmed 
the working capacity of frontline physicians. In spite of 
“genuine will” to cater the load, the in-experienced non 
critical care residents have an apprehension for airway 
and ventilatory management. Thus, the onus lies on 
intensivists or anaesthesiologists to fight the situation. In 
a routine scenario, dedicated face‑to‑face training to other 
clinical specialities is always possible, but in COVID‑19 
crisis, it carries a risk of viral contamination. Taking note 
of the situation, we designed an “online course” with 
dedicated skill stations, to sensitise non‑critical care health 
care professionals onto cognitive skills for airway and 
ventilator management, to augment the critical care team.

The online training course was divided into four major 
components including airway management, electrolyte 
imbalance, arterial blood gas analysis  (ABG) and 
mechanical ventilation. Teaching‑learning activities 
through these modules were based on framed objectives 
aligned to assessment and expected outcomes. The first 

module included clinical steps of airway examination 
to identify a difficult airway without risking aerosol 
generation, inventory of items needed for intubation, 
risk mitigation, planning and guidelines for airway 
management and call-for-help situation. The second 
module included a summary of common electrolyte 
disorders including causes, signs and symptoms and 
approach to management. The third module included 
a sequence of steps for getting an arterial blood sample, 
and a structured approach for ABG interpretation. 
The fourth module included knowledge sharing 
on identifying signs and symptoms of respiratory 
compromise, the sequence of immediate resuscitative 
steps, an overview of mechanical ventilation including 
its indication, initial settings, troubleshooting during 
its maintenance and weaning process. The validation 
of educational content was independently reviewed by 
two intensivists with at least 5 years experience.

The online course included 20 residents from various 
clinical specialities, at a time and conducted thrice weekly, 
to allow interactive sessions. The participants were allowed 
to join an online training course, through a “google meet 
link” sent through an official e‑mail. Each module itself 
consisted of four components including a pre‑course, 
15‑point questionnaire to evaluate the basic knowledge 
level of participants, interactive didactic lectures, skill 
stations and a 15‑point post‑test questionnaire to assess 
adequacy of acquired knowledge and skill after the course. 
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