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ABSTRACT:

Pain after inguinal hernia repair is still a chafjeng task especially in the
ambulatory setting. TAP block has been suggestednaadequate analgesic
option. In this prospective, randomized, doublewblstudy, our aim was to
compare the analgesic efficacy of the of transwei@udominis plane (TAP)

block with a placebo block in patients undergoinglateral inguinal hernia

repair.

Methods. Following the institutional review board approvand informed
patient consents, fifty adult (ASA) I-IV patientgesl 18—80 were enrolled in
this study. Under Ultrasound guidance, 20 ml ofivapaine 0.5% (Group A)
or normal saline (group B) were injected in the TBck. General anesthesia
was used for all patients. Serum IL6 levels werasuead intraoperative and
postoperative. The verbal analog scale (VAS) wasoroed immediately
postoperative; 1 hour after; the average VAS dutivgtotal PACU time; 24
hours postoperative; one month postoperative. Theuat of narcotics used
(in mg oral-morphine equivalent) in the PACU and tire first 24 hours

postoperative as well as anti-emetic drugs wererdsl.

Results Patients in (group A) had significantly lower pacores than (group
B) at all times except the immediate postoperati¥S scores, which were
comparable for the two groups. The amount of narsatsed for group A was
also significantly lower in the PACU as well as tbe first postoperative 24
hours withP value<0.05. The serum rise of IL-6 level was lowegroup A

than group B (however with no statistical significa)

Conclusiont TAP block provided effective analgesia, reductotal 24-hour
postoperative analgesic consumption and opioid ireaquent in patients

undergoing unilateral inguinal hernia repair.

Keywords: inguinal hernia, pain, transversus abdominis @lalock.
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Introduction:

Inguinal hernia repair is one of the most commongisal
procedures world-wid€’. More than one million abdominal wall hernias
are repaired in the United States annually. Induieanias represent the
vast majority of these. It is estimated that mdrant 700,000 inguinal
hernias are repaired each year in the United Stt&®r men, the risk is

substantial, with a lifetime incidence of 6% to 279

One of the most common long and short term comjslaafter
inguinal hernia repair is pain. This is especiallgrrisome since many
patients presenting for hernia repair have miniaraho pain at baseline
from their hernia. The challenge is to adequatelgngify an individual's
pain and compare it to another’s pain. Reportsigoatto surface that up
to 60% of patient experience some degree of paam &2 months after

inguinal hernia repaif’.

Chronic pain is a significant long-term complicatithat can occur
after inguinal hernia repair and can compromisepagent’s quality of
life. Postherniorrhaphy pain can be nociceptive meuropathic.
Nociceptive pain is due mainly to tissue injuryflammatory reaction or
scar tissue. Neuropathic pain is due to nerveynjhrich may be caused
by nerve compression or transection. The nerved atogsk for injury
are ilioinguinal, iliohypogastric, and genital bcan of genitofemoral

nerve®,



Intense postoperative pain increases the likelihobdeveloping
chronic pain after hernia repaif®. As a consequence of
postherniorrhaphychronic pain, almost one third of patients have
limitations in their daily leisure activities. Mareer, treatment of this
complication is difficult and controversial, rangirfrom conservative
measures (local injections) to operative exploratimd neurolysis”.
Neurectomy for chronic pain after inguinal herregair is a final option
for patients who fail to improve with injections danconservative

managemerit..

Although opioid analgesics are highly effectivedecreasing pain
in the early postoperative period, their use may alssociated with
unwanted side effects (e.g., itching, nausea anthiting). Local
Anesthetics are popular adjuvants during outpateotedures because
they can provide perioperative analgesia withoutoidprelated side
effects ®. In a recent systematic review, multimodal postafiee
analgesic recommendation consists of a combinaifoparacetamol, a
NSAID and a local anesthetic technidtie

The Transversus Abdominis Plane (TAP) Block is a&alo
anesthetic block used to provide analgesia to titeriar and lateral
abdominal wall. Rafi et al (2001} and McDonnell et al (2004)" were
the first to describe this novel abdominal fielddd. They described an
anatomical landmark technique and provided evidefd#ockade to the
mid/lower thoracic and upper lumbar spinal neresnf T6 to L1) as
they travelled in the fascial plane between thesvarsus abdominis and

internal oblique muscles.



