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horacic spinal anesthesia (TSA) is performing 

subarachnoid bock at thoracic level with low 

doses of local anesthetics often with adjuvants. 

Segmental anesthesia per se implies targeting particular 

spinal segments according to surgical requirements. By 

employing TSA some of the drawbacks of General 

anesthesia and lumber spinal anesthesia can be avoided 

[1]. Presently TSA is being practiced across the globe 

with proven safety and success. Surgeries which were 

once thought difficult and impossible under subarachnoid 

bock are being routinely done under TSA. These include 

but not limited to breast surgeries, laparoscopic surgeries, 

thoracoscopic surgeries and sick laparotomies etc. [2-3]. 

Most of the obstetrics and gynecological surgeries 

including, caesarean section, ectopic, laparoscopic 

surgeries etc. have also been successfully performed 

under TSA [4]. TSA has been proved to be excellent 

choice in geriatric patients [5]. High risk cases which 

were amenable to be conducted only under general 

anesthesia in advanced setups are now being successfully 

performed under TSA even in low resource settings.  

Safety of TSA: TSA has been found safe under expert 

hands. Actually, there are two major safety concerns. 

Firstly, fear of injury to the spinal cord itself and secondly 

expected adverse hemodynamic effects of high spinal 

block mainly in terms of blocked of cardiac accelerators 

and respiratory compromise. Magnetic resonance 

imaging studies have shown that spinal cord is more 

anteriorly placed in thoracic segment. Moreover, upper 

thoracic spines are angulated which provide additional 

margin of safety during needle insertion [6-7]. Slow and 

graded spinal needle entry will reduce the chances of 

spinal cord injury. A study on 300 patients utilizing TSA 

shown paresthesia in a small number of patients and 

neurological sequalae in none [8]. Lumbosacral sparing 

causes minimal vasodilation in lower limbs so right atrial 

filling is preserved which maintains heart rate. Less 

sympathetic blocked avoids hypotension. Minimal 

respiratory compromise occur as main muscle of 

respiration is diaphragm which is largely unaffected by 

TSA, expiration is passive and low dosage of local 

anesthetics impart little motor block of intercostal 

muscles. A randomized controlled study has shown that 

TSA is an adequate option for high-risk patients with 

numerous advantages [9].  

Benefits of TSA: The benefits of TSA are many 

including, avoidance of airway manipulation, conscious 

patient, effective analgesia, stable hemodynamics, less 

blood loss, easy homeostasis of carbon dioxide in 

spontaneously breathing awake patients, opioid sparing, 

shorter stay in post anesthesia care, too soon initiation of 

enteral feeding, lesser chances of post anesthesia nausea 

and vomiting leading to early discharge and early 

resumption of work. TSA is also very economical too. 

There is lesser amount of drugs (about half that is used in 

lumber spinal) needed to obtain desired effect. As 

minimal segments are blocked and more so sensory 

component, there is less hemodynamic changes leading 
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to lesser fluid and medications needed to maintain 

hemodynamic stability [10]. Various thoracic 

intervertebral spaces with varying volume of local 

anesthetics have been described according to proposed 

surgical requirement [11]. 

Caution while practicing TSA: TSA shouldn’t be taken 

as a magic bullet to be used everywhere. Expertise of the 

anesthesiologist is of paramount importance and TSA 

shouldn’t be used by a novice anesthesiologist. It should 

be utilized in cases where it is most indicated. Patient’s 

safety is of paramount importance. Minimum monitoring 

standards should be respected. Single shot TSA may not 

work for long duration surgery and may require 

continuous TSA with spinocaths. More evidence is 

needed before it become a routine for low-risk American 

Society of Anesthesiologists (ASA)-I and II patients. 

TSA is a wonderful anesthesia technique with varied 

indications and excellent safety profile. Several surgical 

procedures can be conducted under TSA which carry 

high risk under general anesthesia and difficult to handle 

under lumber spinal. Rock stable hemodynamics is a 

peculiar feature of TSA with about half of the total dose 

administered as compared to lumber spinal. Careful 

patient selection, expert and trained anesthesiologist and 

adequate monitoring should be the norm for successful 

outcome. Low cost of TSA and early discharge are added 

advantages specially for low resource settings. 
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