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Enhancing recovery in cervical 
spine surgery with erector spinae 
plane (ESP) block‑ A case series

Anterior cervical discectomy is often done for cervical 
disc diseases. Fusion may be required in cases of 
myelopathy, radiculopathy, and instability. It carries 
a significant risk of intraoperative spinal cord injury; 
thus, major perioperative goals include maintenance 
of mean arterial pressure for spinal cord perfusion. 
Postoperatively, early evaluation for complications 
and pain management is advisable to enhance 
recovery. Usually, intraoperative goals are achieved by 
employment of total intravenous anaesthesia, which 
often requires opioid infusion. Excess use of opioids 
leads to delayed tracheal extubation, postoperative 
nausea and vomiting, depressed mental status, etc. This 
delays postoperative goals and recovery. Non‑steroidal 
anti‑inflammatory drugs and cyclo‑oxygenase‑2 
inhibitors used in the early post‑surgical period may 
be associated with increased rates of pseudo‑arthrosis, 
hardware failure, and revision surgery in patients 
undergoing posterior spinal instrumentation and 

fusion.[1] To date, there is sparse literature focusing 
on the erector spinae plane (ESP) block at the cervical 
level.[2,3] We wish to share our experience of six patients 
who were given ESP block during single‑ or dual‑level 
cervical spine surgery. We evaluated the influence of 
a single‑shot bilateral T1 ESP block as an adjuvant to 
general anaesthesia on perioperative haemodynamic 
stability, opioid consumption and postoperative 
recovery in patients undergoing cervical surgery.

Consent was obtained from patients for publication 
of their findings. Patients belonging to the American 
Society of Anesthesiologists Physical Status I/II had 
chief complaints of chronic pain with radiculopathy not 
responding to conservative management. Patients did 
not have any pre‑procedure neurological, sensory, or 
motor deficits. Using a high‑frequency linear ultrasound 
probe (FUJIFILM SonoSite Edge II Total, Inc., Bothell, 
WA, United States) in parasagittal orientation, the T1 
thoracic transverse process was identified, and a 22‑G 
80‑mm echogenic needle  (Stimuplex® Ultra 360® B 
BRAUN SE, Melsungen AG, Hessen, Germany) was 
inserted (in‑plane approach) to contact the T1 thoracic 
transverse process. Bupivacaine 0.25%, 15 mL mixed 
with epinephrine 2.5 µg/mL and dexamethasone 2 mg 
was administered deep into erector spinae muscle 
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fascia with visible local anaesthetic spread [Figure 1]. 
The process was done bilaterally. General anaesthesia 
was induced with intravenous propofol  (2  mg/kg), 
fentanyl  (2 µg/kg), and succinylcholine  (1  mg/kg) 
and maintained with dexmedetomidine  (0.5 µg/kg/h) 
and propofol (100 µg/kg/min) intravenous infusions. 
Postoperatively, additional analgesia was administered 
only as required, starting with intravenous 
paracetamol 1  g, followed by intravenous tramadol 
50 mg if needed. None of the patients who underwent 
single‑level surgery required rescue analgesics or 
opioids intraoperatively or postoperatively up to 48 h. 
However, the three patients who had dual‑level surgery 
needed a single dose of intravenous paracetamol 
1 g on 2nd day after 30–36 h, with Numerical Rating 
Scale 3–4/10. Four patients reported their modified 
patient satisfaction index  (m‑PSI) score as 1, while 
two reported it to be 2  [Table  1]. All patients were 
discharged as per institutional protocol after 48 h.

ESP block provides somatic and visceral analgesia 
by blocking the dorsal and ventral rami of the spinal 
nerve. It also blocks autonomic fibres to and from the 
sympathetic ganglia via rami‑communicantes. Due to 
the extensive cranio‑caudal spread of local anaesthetic, it 
is helpful in blocking larger dermatomes, thus beneficial 
for dual‑level cervical surgeries. Technically, it is 

simple to perform and safe due to the minimal epidural 
spread of the drug, allowing for better perioperative 
haemodynamic control during cervical surgeries. We 
found that single‑shot ESP block leads to reduced opioid 
usage during anaesthesia and pain‑free postoperative 
hospital stay, even in high BMI patients. This allowed 
the incorporation of a rehabilitative regimen early 
without fear, thus ensuring an enhanced recovery.

Adjuvant epinephrine slows the entry of local 
anaesthetic into the plasma and decreases its toxic 
effect, while dexamethasone prolongs the duration 
of the block.[4,5] ESP block can be used as an adjuvant 
for cervical surgeries to ensure reduced use of opioids 
and analgesics, along with improved pain relief and 
better patient satisfaction. To validate the efficacy of 
ESP block for cervical surgeries, rigorous randomised 
controlled trials are warranted.
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Figure  1: a: X‑ray image of dual level  (C5‑C6, C6‑C7) anterior 
cervical fusion; b: Ultrasound‑guided T1 erector spinae plane block; 
TP = Transverse Process

ba

Table 1: Demographics and patient characteristics
Age (years) BMI (kg/m2) Gender Level of 

surgery
MAP POD‑1 

NRS (24 h)
POD‑2 

NRS (48 h)
m‑PSI

Min Max
Case 1 58 24.4 F C6‑C7 75 84 0 0 2
Case 2 62 22.5 F C5‑C6 72 85 0 0 1
Case 3 54 26.2 M C6‑C7 78 86 0 0 1
Case 4 66 38.4 F C5‑C6, C6‑C7 80 94 0 3 1
Case 5 65 42.0 F C5‑C6, C6‑C7 84 95 0 4 2
Case 6 70 33.8 M C5‑C6, C6‑C7 78 92 0 3 1
BMI=Body Mass Index, MAP=Mean Arterial Pressure, POD=Postoperative Day, NRS=Numerical Rating Scale, m‑PSI=modified Patient Satisfaction Index for 
Anaesthesia Technique, F=Female, M=Male
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Thoracic segmental spinal 
anaesthesia in high‑risk 
obstetrics – A case series

Dear Editor,

Anaesthetic management of parturients with 
cardiovascular disease  (CVD) is challenging as 
increased demand for pregnancy leads to high 
perioperative morbidity and mortality. While regional 
anaesthesia is generally preferred in obstetrics, 
general anaesthesia (GA) and conventional spinal can 
cause haemodynamic instability in these patients.[1] 
Segmental spinal anaesthesia  (SSA) recently offered 
better haemodynamic stability by limiting the 
anaesthesia to the desired dermatomes alone.[2] We 
report five cases of parturient with pre‑existing 
significant CVD  (severe mitral stenosis, aortic 
stenosis, hypertrophic obstructive cardiomyopathy, 
and peripartum cardiomyopathy) who underwent 
caesarean section under SSA successfully at our 
institute  (September 2023–January 2024). Informed 
consent was obtained from all for procedure and 
publication.

A thorough preoperative evaluation and optimisation 
was done [Table 1]. Combined epidural and SSA with 
invasive monitoring and postoperative intensive care 
unit  (ICU) care was planned after multidisciplinary 
discussion. Informed high‑risk consent was obtained 
after explaining the risks and SSA technique. Apart from 
standard monitors, a left radial arterial cannula was 
placed for continuous blood pressure (BP) monitoring 
and titration of vasoactive drugs. An epidural catheter 
was placed at the L2–L3 space to supplement the SSA 
if needed. Segmental spinal was given at the T11–T12 
space by using a 25‑G Quinke needle, with 0.2–0.4 mL 
of 0.5% hyperbaric bupivacaine, followed 30 seconds 
later by 0.6–0.8 mL of 0.5% isobaric levobupivacaine 
and 20  µg fentanyl. A  T6–L2 segmental block was 
achieved within 3 minutes. Left uterine displacement 
was ensured, and vitals were monitored continuously. 
In addition, 1–2 episodes of hypotension were noted in 
three cases, corrected with intravenous phenylephrine 
50 µg bolus [Figure 1]. All newborns had good APGAR 
scores. All cases were completed with SSA without 
any complications and postoperatively monitored 
in the ICU, with an epidural infusion of 0.0625% 
bupivacaine for analgesia. Cardiac function was 
reassessed with bedside echocardiography, and the 
postoperative course was uneventful.

Page no. 80

Zaheer Shaikh
Text Box




