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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

ba

Page no. 87

Mubeen.Shaikh
Rectangle



246 Indian Journal of Anaesthesia | Volume 63 | Issue 3 | March 2019

Letters to Editor

Conflicts of interest
There are no conflicts of interest.

Ravi S Sharma, Rakesh Kumar, Manoj Kamal, 
Pradeep Bhatia

Department of Anaesthesiology and Critical Care, AIIMS, Jodhpur, 
Rajasthan, India

Address for correspondence: 
Dr. Ravi S Sharma, 

Room No. 304, AIIMS PG Hostel, AIIMS Residential Complex,  
AIIMS, Jodhpur ‑ 342 005, Rajasthan, India. 
E‑mail: drravishankarsharma4u@gmail.com

REFERENCE

1. Costache I, de Neumann L, Ramnanan CJ, Goodwin SL, 
Pawa A, Abdallah FW, et al. The mid-point transverse 
process to pleura (MTP) block: A new end-point for thoracic 
paravertebral block. Anaesthesia 2017;72:1230-6.

How to cite this article: Sharma RS, Kumar R, Kamal M, 
Bhatia P. Use of the mid‑transverse process to pleura block in a 
patient undergoing intercostal drain placement and rib resection. 
Indian J Anaesth 2019;63:245‑6.
© 2019 Indian Journal of Anaesthesia | Published by Wolters Kluwer ‑ Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non‑commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online

Quick response code
Website: 
www.ijaweb.org

DOI: 
10.4103/ija.IJA_728_18

Chin necrosis after prone 
positioning: A consequence 
of trans‑cranial motor evoked 
potential monitoring during spine 
surgery

Sir,

A 40-year-old male patient, belonging to American 
Society of Anesthesiologists (ASA) physical status 
class Ι, diagnosed with D5–D7 spinal cord astrocytoma, 
was posted for laminectomy and excision of the lesion. 
General physical, systemic, and airway examination 
along with the laboratory investigations were within 
normal limits. He was not on any long-term medication 
and had no history suggestive of any bleeding or 
coagulation disorder.

On the day of surgery, after attaching 
standard monitors including pulse oximetry, 
electrocardiography, non-invasive blood pressure 
and capnography, general anaesthesia was induced 
with fentanyl 1.5 µg/kg intravenous (IV), propofol 
2 mg/kg IV, and vecuronium 0.1 mg/kg IV, and 
the trachea was intubated with an 8.0-mm oral 
reinforced tube, and anaesthesia was maintained 
with oxygen, air, and sevoflurane. He was then 
turned prone with the pelvis and chest supported 

by soft gel bolsters. The head and neck were kept 
in neutral position on a soft prone head rest to 
avoid any undue or unequal pressure on facial 
structures. Pressure points were padded, and a bite 
block was placed. Motor evoked potential (MEP) 
and somatosensory evoked potential monitoring 
was planned in view of intramedullary location 
of the lesion. All the electrodes were placed 
accordingly, including subdermal scalp electrodes 
for transcranial MEP monitoring (Tc-MEP). MEP 
recordings were obtained 12 times during the 
procedure. In order to get an accurate MEP signal, 
subsequent neuromuscular blocking agents were 
avoided during periods of monitoring and total IV 
anaesthetic consisting of propofol (100–200 µg/kg/
min) and intermittent IV fentanyl was used.

The surgery lasted for about 6 h. Intraoperative period 
was uneventful with blood loss of 300 ml. There was 
no episode of hypotension or hypo-perfusion during 
the surgery. Serial blood gas evaluations revealed no 
metabolic derangements. After completion of surgery, 
the patient was positioned supine. A slight redness was 
observed over the left chin along with swelling over the 
left angle of the mandible. In the post-anaesthesia care 
unit, patient complained of paresthesia and numbness 
over the left chin. All other neurological examination 
was normal. On post-operative day (POD) one, the 
red patch over the chin turned black in colour and 
subsequently became necrotic [Figure 1]. Following 
treatment with injection dexamethasone 4 mg IV 
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