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Abstract

Assessment techniques can be classified as self-report; behavioral
observation, or physiologic measures. Assessments that use multiple
measures (behavioral and physiologic) and that assess different aspects of
the pain experience may result in more accurate appraisal of children's
pain experiences.
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Introduction

Regional anesthesia and analgesia techniques are commonly advocated
for pain control in pediatric surgical practice. Regional techniques decrease
parenteral opioids requirements and improve the quality of post operative
pain control and patient-parent satisfaction. The most commonly used
technique is caudal anesthesia, which is generally indicated for urologic
surgery, inguinal hernia repair and lower extremity surgery. Complications
are rare, however the caudal technique is limited in its ability to provide
analgesia to the abdominal wall and for surgical procedures involving mid
and upper abdomen. A reasonable alternative for these surgical procedures
is to perform a lumbar epidural. This provides excellent analgesia and
complications are not common. However, when complications do occur
they are not minor. Because of the risks and potential complications of
epidural catheter insertion, current clinical experience reveals fear of
parents to consent to this technique.

A substantial component of pain experienced by patients after
abdominal surgery is derived from the abdominal wall incision. The skin,
muscles and parietal peritoneum of the anterior abdominal wall are
innervated by the lower six thoracic nerves and the first lumbar nerve. They
pierce the musculature of the lateral abdominal wall to course through a
neuro-fascial plane between the internal oblique and the transversus
abdominis muscles. The transversus abdominis plane thus provides a space
into which local anesthetic can be deposited to achieve myo-cutaneous

sensory blockade. *?



McDonnell and O'Donnell (Anesthesia and Analgesia 2007) were
interested in the previous information and described an approach to the
blockade of the neural afferents to the anterior abdominal wall. This
approach is the posterior transversus abdominis plane block via the
bilateral lumbar triangle of Petit. They described its efficacy in post
operative analgesia in patient undergoing bowel resection with midline
incision. @

Dr. Hebbard P. (Anesthesia and Analgesia 2008) described another
approach. This approach is the oblique subcostal transversus abdominis
plane block (Ultrasound guided). He thought that this approach can provide
better analgesia in case of laparotomy extending supra-umbilical. ®

There are only a few studies available in the literature that have
compared the safety and efficacy of posterior versus oblique subcostal
transversus abdominis plane block in providing reliable pain relief in
children undergoing laparotomy with incision extending supra-umbilical.

The aim of this study is to compare between the previously mentioned
two approaches (the posterior transversus abdominis plane block which is
easy applicable versus the oblique subcostal approach which is more
complex) as regards degree of pain relief, effect on hemodynamic stability

and incidence of complications.
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