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Abstract

Case Report

Introduction

Pain is one of the most frequent and frightening symptoms 
in cancer and has been shown to affect the quality of life 
adversely. The prevalence of pain varies from 39.3% after 
curative treatment to 66.4% in advanced, metastatic, or terminal 
disease.[1,2] Pain can be well managed in 80%–90% of these 
patients with conventional analgesics and co‑analgesics, which 
can usually be taken orally. Prescription should be according 
to the principles of the WHO analgesic ladder, although 
approximately 10% of patients have pain that remains difficult to 
manage and who may benefit from some form of interventional 
technique.[3,4] Neuraxial techniques have some contraindications 
or limitations  (coagulation disruptions, deformities of the 
thoracic spine, and patient refusal), which mandate searching 
for an analgesic alternative.[5] Erector spinae plane (ESP) block 
is one of the newer interfascial techniques with great safety 
and potential applications. This technique is first described by 
Forero et al., in which drug is injected below the erector spinae 
muscle for the management of thoracic neuropathic pain.[6] 
ESP block has been mainly used as a postoperative analgesia 
method in many surgical procedures.[7] ESP block in chronic 
cancer pain has not been studied extensively. ESP block at the 
lumbar level is also not extensively studied in chronic cancer 
pain. There are few case reports mentioning the use of lumbar 
ESP block in hip arthroplasty and failed back syndrome.[8,9] 
Herein, we report three cases depicting the successful role of 

ESP block in our palliative care unit for the management of 
chronic cancer pain. Informed written consent was obtained 
from the patients for reporting the same.

Case Reports

Case 1
A 19‑year‑old female (50  kg; 160  cm) was admitted in 
the palliative care unit of our department with complaints 
of severe burning and stretching pain in the right flank 
region. Her pain scores were 10/10 on the Numeric Rating 
Scale  (NRS), where 0 means no pain and 10 means worst 
possible pain. The patient was a postoperative case of desmoid 
tumor for which resection was done 2 years back [Figure 1]. 
Skin on the right side flank region develops pain, thickness, 
and tenderness from the past 6 months. The patient received 
medical treatment (morphine, nonsteroidal anti‑inflammatory 
drugs [ibuprofen and paracetamol], and gabapentin), but the 
pain did not improve. Hence, we decided to perform lumbar 
ESP block.

Pain adversely affects the quality of life in cancer patients. Although conventional oral analgesics and co‑analgesics manage 80%–90% of 
pain, interventional pain management techniques may be useful in the management of cancer pain refractory to opioid analgesia or in patients 
unable to tolerate systemic opioids. Herein, we report three cases depicting the successful role of erector spinae plane block in our palliative 
care unit for the management of different chronic cancer pain.
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Under all aseptic precautions, a linear ultrasound probe was 
placed longitudinally at the level of transverse process of L2. 
The skin was infiltrated with 2 ml of 1% lignocaine. The 10‑cm 
Stimuplex needle  (Stimuplex®A, B. Braun Melsungen AG, 
Germany) was inserted by the in‑plane approach to touch the 
surface of transverse process of L2 [Figure 2]. A total of 20 ml 
of 0.375% ropivacaine and 40 mg triamcinolone was injected 
into the target plane between the erector spinae muscles and the 
transverse process. The patient had adequate pain relief (3/10 
on NRS) 10 min after the block and had extensive sensory 
blockade from dermatome T10 to L5. NRS was noted for 24 h 
after the procedure [Table 1]. The patient was discharged with 
oral medicines tapered. The patient was still pain‑free without 
consumption of any oral analgesics at follow‑up after 8 weeks.

Case 2
A 42‑year‑old male (45 kg; 155 cm) with right Pancoast tumor 
severe pain  (7/10 on NRS) from 5  months in dermatome 
distribution from C5 to T3, incompletely relieved on medical 
treatment. Right ESP block was given at T2 level in the 
sitting position. Following administration of 20 ml of 0.375% 
ropivacaine and 40 mg triamcinolone, pain was relieved in 
few minutes (1/10 on NRS) with sensory blockade from C3 to 
T5 on the right side. NRS score was noted for 24 h [Table 1]. 
The patient was discharged with oral medications tapered. The 
patient was still pain‑free without consumption of any other 
oral analgesics at the follow‑up after 2 months.

Case 3
A 64‑year‑old male  (46  kg, 152  cm) presented with 
postthoracotomy pain syndrome 1  year after undergoing 
right bilobectomy. He had severe pain  (9/10 on NRS) over 

the anterior and posterior right chest area and described it 
as burning, tingling, and current‑like sensation around the 
thoracotomy scar at the T8‑T9 level. Despite the high dosage 
of oral analgesics, he experienced significant pain. A  right 
ESP block with 20  mL of 0.375% ropivacaine and 40  mg 
of triamcinolone was performed at the T8 level. Following 
the injection, pain was relieved in few minutes (0 on 10 on 
NRS) with sensory blockade from T5 to T12 on the right 
side. NRS score was noted for 24 h [Table 1]. The patient 
was discharged with oral medications tapered. The patient 
remained pain‑free for 1.5 months without consumption of 
any other oral analgesic. A second ESP block was performed 
with 20 mL of 0.25% ropivacaine and 40 mg triamcinolone 
which again produced significant analgesia lasting 2 weeks.

Discussion

The ESP block was previously described by Forero et  al. 
in video‑assisted thoracoscopic surgery[6] and laparoscopic 
ventral hernia repair.[10] Veiga et al. described the use of this 
technique in radical mastectomy and reported opioid‑sparing 
effect and adequate analgesia.[11] Bonvicini et al. have also 
reported effective postoperative analgesia with bilateral ESP 
blocks in breast cancer surgery.[12]

Takahashi and Suzuki successfully described the role of lumbar 
ESP block in a case of failed back surgery syndrome‑associated 
low back pain.[9] Tulgar et al. reported a case of hemiarthroplasty 
which was successfully performed under a combination of 
ultrasound‑guided lumbar ESP block and quadratus lumborum 
block.[8] ESP block has emerged as a regional technique with 

Figure 1: Patient with painful postoperative scar of desmoid tumor Figure 2: Ultrasound image showing needle placement at L2 transverse 
process below the erector spinae muscle

Table 1: Numeric Rating Scale of the patients over  24 hour interval

NRS Before ESP block 10 min after block 15 min 20 min 30 min 1 h 6 h 12 h 24 h
Case 1 10 3 3 2 3 3 2 3 3
Case 2 7 1 1 2 2 3 3 2 2
Case 3 9 0 1 1 1 1 2 1 1
NRS: Numeric Rating Scale, ESP: Erector Spinae Plane
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effective analgesia along with simplicity and safety.[4] There are 
minimal procedure‑related complications in the ESP block as 
compared to neuraxial blocks as there are no structures at risk 
of injury in the vicinity.[13] Following the principles of cancer 
pain assessment, the management of total pain, use of WHO 
ladder of pain, and interventional pain management in severe, 
intractable pain is now the essence of palliative medicine.[14]

This report suggests that ESP block can also be used for 
different types of chronic cancer pain. Our findings are based 
on a case series; therefore, we further suggest controlled studies 
to know the efficacy of ESP block as compared to conventional 
analgesic techniques in terms of technical difficulty, patient 
comfort, and duration of pain relief in chronic pain patients.
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