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FOR BREAST SURGERIES…

 Blanco (2011) described a novel approach –

the ‘pecs block’ Anaesthesia 2011

 Single interfascial plane injection between Pectoralis 

major and minor muscles 

 For reconstructive breast cancer surgery or insertion of 

subpectoral prostheses



PECS BLOCK –
BLOCK OF THE

PECTORAL NERVES
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PECS II BLOCK - BLOCKS THE PECTORAL NERVES, THE 

INTERCOSTOBRACHIAL, INTERCOSTALS 3RD, 4,5,6TH AND THE 

LONG THORACIC NERVE.



ANATOMICAL BASIS OF PECS II BLOCK

1. Pectoral nerves - brachial 
plexus cords:

a. Lateral pectoral nerve - C5-7, 
between pectoralis major and minor, supply 
pectoralis major.

b. Medial pectoral nerve - C8-
T1,deep to pectoralis minor to supply 
pectoralis major and minor.

2. T2-6 spinal nerves 

a. Lateral – pierces the intercostal
muscles/serratus anterior give off 
anterior and posterior cutaneous 
branches

b. Anterior – pierces the intercostal 
muscles and serratus anterior 
anteriorly to supply the medial breast.

3. Long thoracic nerve and thoracodorsal nerve:

a. Long thoracic nerve – from C5-7, outer surface of serratus anterior to the 

axilla supplies serratus anterior.

b. Thoracodorsal nerve – from C6-8 via the posterior cord, runs deep I n the 

posterior axillary wall to supply latissimus dorsi.



Pecs II block

2 injections

 1st injection - Pecs I 
(between pec major/minor)

 2nd injection - between 

pec minor/serratus anterior 

muscle at the 3rd rib level



Pecs II Block
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INDICATIONS FOR PECS II

Suitable for more extensive excisions e.g. tumour

resections, mastectomy, axillary clearance.

Other (non-breast) potential uses 

 Proximal vascular 

 Thoracoscopic

 Certain thoracotomy incisions (anterior-lateral)

 Axilla surgeries







Evidence for PECS II efficacy…



Evidence for PECS II efficacy…



INDICATIONS FOR PECS II

Non-consistent for said surgeries

May be affected by volume? Site of injection?

Basis for the work on Serratus Plane Block (SPB) 

or PECS III Block by Blanco (2013)



SERRATUS PLANE BLOCK



 Study on 4 volunteers.

 The serratus plane block is a progression from work 

with the Pecs I and II blocks.

 Blockade of the lateral cutaneous branches of the 

thoracic intercostal nerves (T2–T12) 

 Potentially for mastectomy and axillary clearance, 

more extensive thoracotomy, lat dorsi flap



Pecs III Block







Serratus Ant 

m
Rib ICm

Pleura

Lat Dorsi m



Other Thoracic Blocks







FOR ABDOMINAL SURGERIES…

TAP Block 
Landmark approach 

(Rafi 2001, McDonnell 2004 2007, Carney 2009,2011)

Classical TAP

(Shibata 2007, El-Dawlatly 2009)

Subcostal TAP
(Hebbard 2010)

Bilateral Dual TAP
(Borglum 2011, 2012)



EVOLUTION OF TAP BLOCK…

“…one would block the nerves as peripheral 
as possible but only as centrally as 
necessary..”

Professor Peter Marhofer







EVOLUTION OF TAP BLOCK…

Fascia Tranversalis Block

Blanco Block (2007); pre-cursor to Quadratus 

Lumborum Block (QLB)

“ a lumbar approach to the TPVS”



Simplified Anatomy of Abdominal 

Cutaneous Nerves



Lateral TAP Block Posterior TAP Block



Fascia Transversalis

Block

Quadratus Lumborum

Block



QL Type I
Blanco/Jensen/Carney/M

cDonnell

QL Type II
Blanco

TmQLB

Borglum





Transmuscular 

Quadratus Lumborum 

Block

(Posterior Approach)
Borglum 2013

- Convex low frequency 5-2Mhz

- In-Plane technique
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WHAT DETERMINES BLOCK SUCCESS?

 Actual injection site? Spread? Volume?

 Current literature suggests >15 ml but outcome papers 

suggests 20-30 ml

 Thoraco-Lumbar fascia injection may be key for optimal 

spread?



WHAT DOES THE EVIDENCE SAY?

 Still has lots to do in terms of determining types of 

surgeries for appropriate types of blocks, doses, best 

techniques and timing of administration

 TmQLB appears promising

 Only limited to case reports so far







HKL EXPERIENCE

 For analgesia in nephrectomies (laparoscopic donor and 

open)

 Analgesia for hysterectomies, laparoscopic colonic 

resections

 As ANAESTHESIA for hernioplasty (with sedation)

 Reduce sensation to cold and pin-prick from T7 to L1

 Onset about 1 hour



CONCLUSION



Dr Azrin Mohd Azidin

Department of Anaesthesia and Intensive Care

Hospital Kuala Lumpur

azrinmohdazidin@yahoo.com


