


Laparoscopic TAP Block with Rectus Block for Postoperative Analgesia in Laparoscopic Ventral Hernia Repair

lactating, or planning for pregnancy and patients with any D|scus$oON
contraindication for the laparoscopic procedure during the time

period of June 2018 to June 2019 under a single unit in Departme ?I
of General Surgery at KEM Hospital, Mumbai. The patien
underwent appropriate laparoscopic ventral hernia repair in the
form of intraperitoneal on lay mesh (IPOM) repair with or without
defect closure, with or without endoscopic anterior component
separation. All patients were given TAP block with rectus block und

tgheneLacli angst?esrclll l_J(jSln%_fpr_opotfr(])I a;nd Iaparosco;gg V|s_uz_;1I|zat|on| % tudy concluded that TAP block does not provide comparable pain
€ abdominal wall i1dentitying the transversus abdominis MUSCIE, g iot ang additional bene t to spinal morphine in post-cesarean

Iat_eral to the linea semilunaris. Following thi'_s, the drug was inj_eme%ection patients. Some “trick” points to minimize the possibility
using a 21-G blunted steep bevel hypodermic needle perpendlcuIaE)f visceral damage such as the “double-pop” technique. During
midway between the subcostal margin and iliac crest in the anteriogy, . oyt 2 years, several studies were published about the usage
axillary line. The needle was passed through the skin until two POPSt ultrasound to perform TAP block. The common conclusion of
are felt indicating the needle has passed through two fascial Iayersa” these studies was the ultrasonographic guidance could permit
When the needle was seen just across the parietal peritoneum, o cise and safe placement of the anesthetic agent for TAP block.
was withdrawn by 1 mm and drug injected over the transversusrap piock under direct vision but on laparoscopic procedures.
abdominis muscle. This raises a bleb of transversus abdominis Wlﬂfbnowing this report, a similar laparoscopic-guided TAP block
the peritoneum is seen. The laparoscopic visualization ensures th?échnique during laparoscopic nephrectomy suggested that safety
the needle is not anywhere penetrating the peritoneum. A similaryng time pro t were the main advantages of this approachThe
procedure was performed along the subcostal margin just medialse of laparoscopic-guided TAP block #1100 patients who had
to mid-clavicular line with the needle facing posterolaterally. Thejaparoscopic colorectal surgery has been reported in the literature
rectus block was performed in the subcostal line with a hypodermichowing enhanced recover$.
needle 21-G at a point just medial to the linea semilunaris posterior | 3 retrospective study done in the rural population in India,
to the rectus sheath. After giving TAP block and rectus plane bloclhe majority of the patients were in the age group of 40 to 70 years
the meshplasty was done. Seven milliliters of 0.25% bupivac&ingyith abdominal wall hernias predominant and predisposed in favor
or ropivacainé were given bilaterally in the anterior axillary line of males in the ratio of 7:1. Hernias reported include epigastric,
and in the subcostal landmarks and 8 mL of the same drug intaraumbilical, umbilical, and diversi cation of recti and previous
the rectus plane. On injection of local anesthetic, “Doyle’s internadurgeries leading to incisional hernids.
bulge sign” could be seen as the transversus abdominis muscle with |t js necessary to validate the analgesic e cacy of laparoscopic-
peritoneum is pushed internally as illustrated in Figure 1 depicting leftassisted TAP (LTAP) block during the postoperative period to provide
and right sided TAP block, respectively. Figure 2 depict the patientadditional information regarding the clinical impact of TAP block
post operative NSAID requirement and comorbidity distribution inon recovery of surgical patients. Unlike epidural block, it does
selected patient populationi{l = 70). not produce an unwanted motor block, hypotension, or urinary
The postoperative opioid analgesic use, VAS score faktention. The reduction in the use of intravenous opiates as a
pain relief (obtained at timepoints of 0, 4, 8, 24, and 48 hoursgonsequence of appropriate analgesia by TAP block also reduces
patient’s subjective response in terms of pain at days 5 and day alhe incidence of side e ects of opiate use.
discharge, duration of pain relief, hospital stay, any other analgesic In the study that we conducted involving 70 participants,
required and dosage of analgesics used postoperatively undecomprising 39 females and 31 males with an average BMI of 32.67,
patient-controlled analgesia regimen was recorded and followinghaving either umbilical or paraumbilical hernia patients underwent
results were obtained (Table 1). IPOM, IPOM Plus, or IPOM plus with endoscopic anterior component

ne of the earliest prospective randomized controlled trials about
e e cacy of TAP block was published in the late 2000s. TAP
ﬁock was found “highly” e ective in postoperative wound pain
relief. In a similar study, it was reported that TAP block has reduced
morphine consumption at the 24th postoperative hour and found
signi cantly a lower pain score at rest and on coughing in the TAP
lock group compared with the standard pain care group. Another

Figs 1A and B: (A) Left-sided TAP block; (B) Right-sided TAP block
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