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Dear Editors, 
We read your editorial [1] entitled “Is dual block the 

answer sought or a waste of effort?” with great interest 
and wanted to extend the concept of “dual blocks” to 
“block combinations”. The term "block combination" is 
typically used to describe the simultaneous use of at 
least two different regional analgesia techniques. For ex-
ample, an interfacial plane block can be combined with a 
peripheral nerve block, or multiple interfascial plane 
blocks can be performed during the same session [2]. Cli-
nicians may opt for block combinations for various rea-
sons: to provide broader coverage for postoperative an-
algesia [3], or to reduce perioperative opioid consump-
tion [4], or even to ensure complete anesthesia in cases 
where both general and neuraxial anesthesia ap-
proaches are contraindicated [2,5]. While the current lit-
erature includes numerous successful case presenta-
tions demonstrating the effective anesthetic manage-
ment of particularly fragile patients using block combi-
nations, there is a notable scarcity of reports on failed 
cases. Are these block combinations as clinically effec-
tive as the literature suggests? Is the success of these re-
ported combinations potentially overhyped? Do clini-
cians openly report instances where block combinations 
fail? Herein, we aim to share our risky experience with 
anesthetic management involving a block combination 
that nearly failed due to an unexpected factor."  

A 72 years old, 96 kg woman (with body mass index 
37) was scheduled for a lung biopsy. Classified as Amer-
ican Society of Anesthesiologists (ASA) status IV due to 
obesity, heart failure, and chronic obstructive pulmo-
nary disease, she presented with dyspnea and an inabil-
ity to lie horizontally on the operating table. Addition-
ally, she was undergoing anticoagulation treatment with 
clopidogrel and aspirin. Hence, we opted for an interfas-
cial block combination as the sole anesthetic manage-
ment. Under intravenous (IV) dexmedetomidine seda-
tion, we performed an ultrasound-guided serratus ante-
rior plane block (SAPB) with 20 ml of 0.25% bupivacaine 
at the T4 level for port entrance, and an erector spinae 

plane block (ESPB) with 20 ml of 0.25% bupivacaine at 
the T4-5 level to potentially alleviate visceral pain. We 
also placed an ESPB catheter at the same level for post-
operative analgesia. Block success was confirmed with a 
pinprick test, and the patient was transferred to the op-
erating room after 20 minutes. All block procedures and 
the entire operation were performed with the patient in 
the sitting position. Before the port entrance, IV 100 mcg 
of fentanyl was administered, and the patient reported 
her pain as 3/10 on the Numeric Rating Scale (NRS) dur-
ing the port placement. Initially, during the first 20 
minutes of the surgery, the patient remained calm. How-
ever, the pleura was thicker than expected, leading to dif-
ficulties in performing the biopsy. By the 30th minute of 
the surgery, the patient began experiencing pain and dis-
comfort. Despite receiving a dexmedetomidine infusion, 
she started to move in response to each surgical maneu-
ver. Consequently, IV propofol 20 mg was administered. 
As the duration of the surgical intervention prolonged, 
bolus doses of ketamine-propofol (ketofol) were admin-
istered as needed. During the one-hour operation, the 
patient intermittently experienced pain rated over 3/10 
due to unplanned surgical approaches and challenging 
maneuvers. She received several ketofol boluses and, as 
a result, required ventilatory assistance at one point due 
to respiratory failure. At the conclusion of the operation, 
she was transferred to the post-anesthesia care unit for 
complete recovery. 

In critical cases, clinicians nowadays often resort to 
interfascial blocks or combinations thereof to ensure pa-
tient safety. However, does relying solely on fascial 
blocks truly guarantee patient safety? Recently, Coppens 
et al. [6] addressed similar questions during the 2023 
European Society of Regional Anesthesia (ESRA) annual 
congress. The authors argued that the majority of fascial 
blocks lack coverage for visceral pain, and there remains 
uncertainty regarding the efficacy of erector spinae 
plane block (ESPB) in blocking visceral pain. Further-
more, our understanding of the nature of fascia and the 
precise mechanisms of action of fascial plane blocks re-
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mains limited [7]. It is now recognized that the distribu-
tion of local anesthetics varies across different fascial 
layers. Due to variations in thickness and the presence of 
lines and fusions within fasciae, the movement and 
spread of local anesthetics can be inconsistent [7]. Addi-
tionally, it's crucial to acknowledge that local anesthetic 
systemic toxicity is a potential risk, particularly when 
performing block combinations in critically ill patients 
with low serum protein levels.  

In conclusion, while we can appreciate the enthusi-
asm of clinicians for employing block combinations in 
challenging cases, it's important to recognize that relying 
solely on these combined regional techniques may com-
promise patient safety. 
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