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Introduction 

 Thoracotomy can be one of the most painful types of 

incision that patients can experience. Several different 

thoracotomy incisions are used in current practice. Thoracotomy 

for lung resection usually involves a posterolateral skin incision at 

the 5th intercostals space, a variable degree of muscle cutting and 

either excision or division of a rib. Forceful retraction of the 

wound is needed to achieve reasonable access and this frequently 

causes pressure on the intercostal nerves and may cause acute 

intercostal neuritis. Other sites damaged by retraction are the 

anterior and posterior intercostal articulations. Up to three chest 

drains may be inserted after thoracotomy. The prolonged lateral 

decubitus position with upper arm supported on a gully may be 

associated with postoperative generalized muscular pain. 

Furthermore, patients may well be extremely anxious after major 

thoracic surgery, exacerbating the perception of postoperative pain 

induced by all the previously mentioned factors (Richard and 

Fang, 5002).   

 Adequate pain relief is an obvious humanitarian issue. The 

consequences of poor analgesia as shallow breathing and impaired 

coughing are a major cause of atelectasis and retention of 

secretions, both of which can lead to hypoxemia, hypercapnia and 
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respiratory failure, especially in patients with pre-existing lung 

disease. Also acute pain causes increased sympathetic tone 

accompanied by increased myocardial oxygen demand, increased 

afterload, myocardial dysfunction and arrhythmias. Poor analgesia 

may also result in a delay in patients' mobilization with increased 

incidence of deep venous thrombosis and pulmonary embolism, 

longer ICU admissions, and overall hospital stay (Richard and 

Fang, 5002).   

 Thoracic epidural analgesia is often regarded to be the gold 

standard for post-thoracotomy pain relief (Slinger, 5002). 

However, there are several drawbacks. There is a failure rate of up 

to 151 even in experienced hands. Placement of a thoracic 

epidural catheter may be technically difficult because of caudal 

angulations of the spinous processes and spinal cord damage is 

theoretically more likely than the lumbar placement. The 

unilateral nature of a thoracotomy means that bilateral analgesia 

should be unnecessary. Furthermore, the consequential bilateral 

sympathetic blockade frequently causes hypotension. Motor 

blockade of intercostal muscles may reduce the effectiveness of 

coughing. The technique is contraindicated in the presence of 

local or systemic sepsis (Richard and Fang, 5002).   

  .  

   


