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To the Editor,
We would like to thank the authors for their interest in, and constructive feedback on, our case report describing a combination 
of  fascial plane blocks—the modified thoracoabdominal nerve block via the perichondrial approach and the pectointercostal 
fascial block—which we performed as part of  multidisciplinary postoperative care in the intensive care unit (ICU) for a patient 
who underwent simultaneous liver transplant and coronary artery bypass grafting.1 Detailed explanations and our responses 
to the authors’ criticisms are provided below.

First, we address the authors’ concerns and criticisms regarding the selection and dosage of  local anaesthetic (LA). A total of  
80 mL of  0.125% bupivacaine was administered to our patient for the combined block, without adjuvants. As is well known, 
bupivacaine is already a long-acting LA; it should come as no surprise that its effect lasts for 24 hours, and examples of  this 
situation can be found in a careful review of  the literature.2-6 Since the effect of  fascial plane blocks is volume-dependent, 
the duration of  action extends as the administered volume increases.7,8 When used at highly diluted concentrations, such 
as 0.125%, bupivacaine is known to provide effective analgesia without the absolute need for adjuvants. For instance, a 
recent randomized controlled study by Singh et al.3 demonstrated that bilateral pecto-intercostal fascial plane blocks utilizing 
exclusively 0.125% bupivacaine eliminated the need for rescue analgesia and provided highly effective pain control in cardiac 
surgery patients. Furthermore, comparative studies by Ahmed et al.9 and Akgul et al.10 evaluating bupivacaine concentrations 
in fascial plane blocks for major orthopedic surgeries demonstrated that 0.125% bupivacaine effectively maintained low 
postoperative pain scores (< 4) across a 24- to 48-hour period. While higher concentrations (such as 0.25% and 0.5%) were 
associated with statistically superior pain scores in these studies, the clinical difference was marginal. Importantly, Akgul et 
al.10 highlighted that higher concentrations resulted in a significantly higher incidence of  motor block (e.g., 100% quadriceps 
weakness with 0.5% bupivacaine versus 8.7% with 0.125% bupivacaine), underscoring the clinical advantage of  using a 
0.125% concentration to achieve a balance between effective analgesia and minimizing motor or systemic side effects. Given 
that we administered a high volume (80 mL) of  0.125% bupivacaine, the outcome is consistent with the literature, which 
reports that this regimen provides effective, prolonged, and safe analgesia in our high-risk patient. Adjuvants are used to 
extend the duration of  the analgesic effect of  LA agents, such as bupivacaine, beyond 24 hours. 

Furthermore, the total dose of  bupivacaine administered at this concentration and volume (80 mL of  0.125% bupivacaine) 
was 100 mg in our case. For a 75-kg patient, this dose is approximately 1.33 mg kg-1. According to standard pharmacological 
guidelines, the recommended maximum dose for bupivacaine is 2-2.5 mg kg-1 without epinephrine, and up to 3 mg kg-1 when 
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combined with epinephrine.11-13 For our 75-kg patient, the 
administered dose of  approximately 1.33 mg kg-1 is well below 
these established toxic thresholds. We agree that ropivacaine 
has a safer cardiotoxic profile than bupivacaine, provided 
that toxic dose limits are not exceeded. We found examples 
in the literature showing that bupivacaine is frequently used 
as a LA agent in patients undergoing cardiac surgery.3-6 
In addition, the risk of  LA systemic toxicity depends not 
only on total dose but also on patient-related factors and 
systemic absorption from the injection site. We emphasize 
that bupivacaine, when used at a very low concentration of  
0.125%, is safe even in patients undergoing high-risk cardiac 
surgery and provides effective analgesia for 24 hours.

Second, we agree with the authors’ emphasis on 
standardization and nomenclature of  fascial plane blocks. 
The term “superficial parasternal intercostal plane block,” 
as agreed upon in the American Society of  Regional 
Anesthesia and Pain Medicine and European Society of  
Regional Anaesthesia and Pain Therapy Delphi consensus, 
is important for establishing a common language and 
facilitating academic communication regarding fascial plane 
blocks.14 However, in daily practice, clinicians often use the 
terminology to which they are accustomed and reflect this 
usage in the literature. As De Cassai et al.15 also noted in 
the journey toward standardizing the nomenclature of  
interfascial plane blocks, “there is still much to do.” In their 
literature review, De Cassai et al.15 noted that for pectoral 
blocks, the older terms “PECS I and II” are still in use 
rather than the newer terms (“interpectoral” and “pecto-
serratus”). If  we conduct a quick and careful literature 
review, we can see that the term “Pecto-intercostal fascial 
plane block (PIFPB),” which anatomically and clearly 
denotes the targeted fascial plane, remains more widely used 
in many studies.3-6,16-18 Therefore, our choice of  terminology 
is consistent with the current literature.

Finally, we agree with the comment that the Quality of  
Recovery (QoR) scoring system is valuable for evaluating 
postoperative analgesia from multiple perspectives. 
However, our case report describes a patient who underwent 
simultaneous liver transplantation and coronary artery 
bypass surgery, which lasted 12 hours, and was mechanically 
ventilated in the ICU during the postoperative period. In such 
a critically important and cognitively demanding scenario, 
these measures—ensuring the patient’s hemodynamic 
stability, a decrease in the numeric rating scale score, and 
successful extubation one hour after block administration—
rather than the numerous questions required for QoR 
scoring, are more practical and concrete indicators of  
recovery and analgesic success in clinical practice.

We believe that fascial plane blocks performed under 
ultrasound guidance in ICUs are reliable and effective 

rescue analgesic methods for such high-risk patients. We 
would like to thank the authors once again for their valuable 
scientific contributions.
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