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Methodology
● Informed consent was obtained from all patients. 
● USG-guided TSA was done in either the sitting or lateral decubitus 

position at the T9/T10 or T10/T11 interspace. 
● Standard intraoperative monitoring done. 
● Sedation with a target-controlled infusion of 1% propofol (2–3ug/ml 

effect site concentration) to achieve a Richmond Agitation Sedation 
Scale (RASS) of -1.

Results

● A sensory block extent of T3-L3 was achieved in all patients. 
● Intraoperative haemodynamics were generally stable in all patients, with only one patient 

experiencing transient hypotension which resolved with 3 boluses of 10mg IV ephedrine. 
● Good surgical anaesthesia was achieved in all patients, and all surgeries were completed within 105 

minutes. 
● All patients were discharged from the Post-Anaesthesia Care Unit (PACU), with none requiring a 

vasopressor, ventilatory support, or higher-level care. 

Conclusion
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Introduction

● Frailty is associated with poor outcomes in 
elective and emergency surgical patients.1 

General anaesthesia with endotracheal 
intubation is the conventional approach to open 
colorectal surgery. 

● In frail patients, this increases the risk of 
requiring postoperative high-dependency or 
intensive care with ventilatory support. 

● In resource-limited environments such as 
Ghana, these facilities are scarce and expensive, 
necessitating the need for alternative 
anaesthetic techniques for high-risk patients 
requiring colorectal surgery.

 We present the successful management of five cases of advanced 
colorectal cancers who had diversion colostomies under thoracic spinal 
anaesthesia without the need for postoperative intensive care support.
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TSA may be a viable alternative to general 
anaesthesia (GA) in resource-limited settings, 
for open intestinal diversion surgery in frail 
patients with advanced colorectal cancer who are 
high-risk for GA.

Discussion

The sensory block of T3 – L3 achieved in all of the 
patients in this series is consistent with the TSA 
literature.2 This provided adequate intraoperative 
analgesia for open diversionary colostomy without the 
need for supplemental analgesia.4,5 Laparoscopic 
cholecystectomy, gastrectomy and laparotomy for 
abdominal malignancies have been safely performed 
under TSA.2  The successful discharge of all patients 
from the PACU without any requiring high level care is 
clinically significant especially in a resource-limited 
setting. It additionally saved patients the cost of ICU care 
which most cannot afford. With the advantage of 
maintaining cardiorespiratory stability and obviating the 
need for postoperative high-level care and support, TSA 
proves its utility as an alternative technique worth 
considering in potential.2,5


