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Ce este deja cunoscut despre subiectul abordat

Blocul de plan abdominal transvers (TAP-bloc) este o tehni-
ca relativ noua de analgezie regionala postoperatorie, descrisa
pentru prima data in anul 2001 de catre Rafi A. TAP-blocul eco-
ghidat capata, in ultimul timp, o raspandire din ce In ce mai lar-
ga datorita eficientei lui inalte, scaderii necesarului de opioizi
postoperatoriu si reducerii duratei de spitalizare a pacientilor.

Ce nu este cunoscut, deocamdata, despre subiectul
abordat

Controversele ce tin de TAP-bloc se referd la argumentarea
punctului de injectare, a volumului si concentratiei optimale
a solutiei de anestezic local (AL), a plusvalorii aduse de adju-
vanti la solutia de AL, precum si la spectrul aplicabil de inter-
ventii chirurgicale.

Ce aduce nou literaturii articolul dat?

Autorii prezinta al doilea caz de utilizare a TAP-blocului
in calitate de tehnica anestezica unica, raportat in literatura
pentru o interventie chirurgicala relativ lunga pe peretele ab-

dominal.
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What is already known on this subject?

Transversus abdominis plane block (TAP-block) is a relati-
vely new technique of postoperative regional analgesia, first
described in 2001 by Rafi A. Ultrasound-guided TAP-block
gain popularity in recent years due to its high efficiency, de-
crease postoperative opioid requirements and accelerate hos-
pital discharge of patients.

What is not known on this subject yet?

There are still concerns related to the injection points, the
volume and the optimal concentration of the local anaesthetic
solution (LA), the role of the adjuvants, the range of surgeries
when TAP-block could be applied.

What is new in this article?

The authors present the second case, reported in the li-
terature, for the use of TAP-block as a single anesthetic tech-
nique for relatively long surgery on the abdominal wall.




Transversus abdominis plane block

Rezumat

Introducere. Blocul de plan abdominal transvers (TAP-
blocul) este o tehnicd de analgezie regionala care asigura an-
algezia peretelui abdominal anterior. De obicei, TAP este citat
drept componentd a unui program de analgezie multimodala
postoperatorie [1].

TAP-blocul a fost implementat cu succes in practica clinica
din Republica Moldova pentru analgezia multimodald post-
operatorie, incepand cu anul 2012. In premieri in Republica
Moldova, iar conform datelor disponibile - pentru a doua oara
in lume [9], TAP-blocul a fost utilizat drept metoda de anes-
tezie pentru tratamentul chirurgical concomitent al abcesului
ligatural al cicatricei peretelui abdominal anterior si plastia

Materiale si metoda. Pacienta de 68 de ani, ASA III, inter-
nata in mod urgent cu diagnosticul de abces ligatural al cica-
tricei peretelui abdominal anterior, hernie a liniei albe. A fost
efectuatd incizia si drenarea abcesului tegumentelor si tesutu-
rilor moi ale peretelui abdominal anterior, cu plastia herniei
liniei albe. Drept metoda de anestezie a fost utilizat TAP-blocul
bilateral, in combinatie cu sedare intravenoasa.

Rezultate. Pe parcursul interventiei pacienta nu a acuzat
durere si nu a dezvoltat tahicardie, hipertensiune arteriala,
semne de ischemie sau aritmii pe electrocardiograma, scade-
re de SpO, sub 98%. In perioada postoperatorie TAP-blocul
a asigurat un grad adecvat de analgezie (o durere moderata
SVA 40/100 mm a fost raportata abia la ora 6 postoperatoriu).
Calitatea recuperarii postoperatorii a fost buna (QoR-15 preo-
peratoriu - 90 de puncte, postoperatoriu 87 - de puncte) [15].

Concluzii. Cu toate ca riscul complicatiilor asociate TAP-
blocului este redus, iar rata de succes - 1nalta, in special daca
se practica ecoghidat [10], metoda data ramane a fi o tehnica
de analgezie-anestezie regionala cu potential clinic deocam-
data nevalorificat. Sunt necesare studii suplimentare in vede-
rea selectarii spectrului de interventii eligibile pentru reali-
zare doar cu TAP-bloc, precum si elaborarea aspectelor me-
todologice de practicare a TAP-blocului in calitate de tehnica
anestezica distincta.

Cuvinte cheie: TAP-bloc, anestezie, ecoghidat, reparare
hernie.

Descrierea cazului

Prezentarea generald

Pacienta de 68 de ani, a fost internata in mod urgent in In-
stitutul de Medicina Urgenta cu diagnosticul: abces ligatural al
cicatricei peretelui abdominal anterior, hernie a liniei albe. Cu
opt luni Tnainte de internare, pacienta a beneficiat de o cura a
herniei ventrale strangulate, complicate cu flegmon al sacului
herniar. Cu 10 zile anterior internarii, in zona cicatricii posto-
peratorii, la pacienta apare o tumefiere dureroasa, care pro-
greseaza in dimensiuni. Ulterior, in centrul tumefierii a apa-
rut un orificiu, prin care se elimina lichid purulent, fapt care
a determinat adresarea pacientei pentru asistenta medicala
specializata.

Pacientei i s-a atribuit o clasa de risc anestezic sporit (ASA
[11), din cauza urmatoarelor comorbiditati:
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Abstract

Introduction. Transversus abdominis plane block (TAP-
block) is a regional analgesia technique that provides analge-
sia for anterior abdominal wall. Usually, TAP is cited as a com-
ponent of multimodal postoperative analgesia program [1].

Since 2012, TAP-block has been successfully implemented
for multimodal postoperative analgesia in clinical practice of
the Republic of Moldova. For the first time in the Republic of
Moldova, and according to available data from literature - for
the second time in the world [9], TAP-block has been used as
anesthesia technique for surgical treatment of the suture ab-
scess of the postoperative anterior abdominal wall scar and
white line hernia repair.

Materials and methods. A 68 years old female patient
(anesthesia risk - ASA III) hospitalized with diagnosis of the
suture abscess of the postoperative anterior abdominal wall
scar and white abdominal line hernia. Was performed inci-
sion and drainage of the abscess of the skin and soft tissue
of anterior abdominal wall, with white line hernia repair. Bi-
lateral TAP-block with intravenous sedation (anxiolysis) was
used as anesthesia technique.

Results: During the intervention, the patient did not com-
plain of pain, there were no tachycardia, hypertension, and
signs of ischemia or arrhythmias on electrocardiogram, or de-
crease of Sp0O, below 98%. In the postoperative period, TAP-
block has provided an adequate degree of analgesia (mod-
erate pain on VAS 40/100 mm was reported only at 6 hours
after the surgery). The quality of postoperative recovery was
good (QoR-15 preoperatively - 90 points, postoperatively -87
points) [15].

Conclusions. Although the risk of complications associ-
ated with TAP-block is small and the rate of success is high
(particularly, if the USG-guided technique is used) [10], the
transversus abdominis plane block remains a technique of re-
gional anaesthesia/analgesia with unfulfilled clinical poten-
tial. Further studies are needed to specify the range of surgi-
cal interventions that can be done only under protection of
TAP-block, as well as to develop of methodological aspects of
TAP-block, used as distinct anesthetic technique.

Key words: TAP-block, anesthesia, ultrasound-guided,
hernia repair.

Case report

General data

A 68 years old female patient was admitted to the Institute
of Emergency Medicine with diagnosis: suture abscess of the
postoperative anterior abdominal wall scar, white abdominal
line hernia. Eight months earlier, the patient had strangled
ventral hernia repair, complicated with the hernial sac phleg-
mon. Ten days before actual hospital admission, a painful, and
progressive in size swelling appeared in the area of postop-
erative scar. Subsequently, in the center of swelling appeared
an orifice and purulent fluid came out through it. As a result,
the patient decided to call for specialized medical help.

The patient was included into anaesthesia risk class ASA
I11, due to presence of following associated diseases:



— cardiopatie ischemica si hipertensiva, cu afectarea func-
tiei diastolice, angina pectorald de efort, clasa functi-
onala III; bradicardie sinusala cu accese de tahiaritmie
supraventriculara paroxismald, extrasistole ventriculare
paroxismale; hipertensiune arteriala gr. 1], risc Tnalt; in-
suficienta cardiaca NYHA III;

— hipertensiune pulmonara, cord pulmonar cronic, sclero-
za pulmonara difuza;

— in antecedente - trombembolie de ramuri mici ale arte-
relor pulmonare;

— obezitate gr. II (IMC=36,89 kg/m?);

— sindrom metabolic (HTA gr. 1I, glicemia a jeun - 5,9
mmol/], IMC - 36,89 kg/m?, circumferinta abdominala -
110 cm);

— tiroiditd autoimuna.

Medicatia cronica: warfarina 5 mg/zi, izosorbit dinitrat 20
mg/2 ori pe zi, bisoprolol 2,5 mg/zi, aspirina 75 mg/zi, L-tiro-
xind 100 mg/zi, trimetazidina 35 mg/2 ori zi.

Examinari paraclinice, efectuate dupa internare: fistulo-
grafie - a fost determinata raspandirea substantei de contrast
subcutanat, la 0 adancime de 4,5 cm si longitudinal, la 6 cm.

Coagulograma: protrombina - 48%, INR - 2,93, TTPA - 53
sec,, fibrinogenul - 4,2 g/I1.

Managementul chirurgical

Au fost stabilite indicatii pentru interventia urgent-amana-
td - incizia si drenarea abcesului tegumentelor si tesuturilor
moi ale peretelui abdominal anterior. Intraoperatoriu a fost
efectuata excizia in bloc a fistulei ligaturale, fiind depistat si
sacul herniar fara continut, care a fost excizat pana la poarta
herniara. Ulterior, a fost su-
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— ischemic heart disease, stable angina pectoris functional
class III; sinus bradycardia with paroxysmal supraven-
tricular tachyarrhythmia, paroxysmal ventricular extra-
systoles, arterial hypertension gr. I, high risk; hyperten-
sive cardiopathy with impaired diastolic function; heart
failure NYHA Class I1I;

— pulmonary hypertension, chronic pulmonary heart, pul-
monary diffuse sclerosis;

— history of thromboembolism of small pulmonary arte-
ries;

— obesity gr. II (BMI - 36.89 kg/m?);

— metabolic syndrome (arterial hypertension gr II, blood
glucose a jeun - 5.9 mmol/l, BMI - 36.89 kg/m?, abdomi-
nal perimeter - 110 cm);

— autoimmune thyroiditis.

Chronic preoperative medication history: warfarine 5 mg/
q1d, isosorbite dinitrate 20 mg/bds, bisoprolol 2.5 mg/q1ld,
aspirin 75 mg/qld, L-thyroxine 100mg/qld, trimetazidine
35mg/bds.

Fistulography: contrast medium spread at 4.5 cm below
the skin, for a length of 6 cm.

Laboratory tests: prothrombin - 48%, INR - 2.93, APTT -
53 sec,, fibrinogen - 4.2 g/1.

Surgical management

Above mentioned pathology was considered to be indica-
tion for delayed emergency surgery - incision and drainage
of the abscess of skin and soft tissues of the anterior abdomi-
nal wall. Intraoperative was performed excision ,en bloc” of
the suture fistula; the hernial sac was located; it was without

content and was excised at the

turat defectul aponevrotic si
efectuata drenarea inchisa a
spatiului subcutanat, pentru
lavaj continuu (Figura 1). Du-
rata interventiei a constituit
115 minute.

Asistenta anestezicd si rea-
lizarea blocului de plan trans- | 7 \
vers abdominal A Nl €

Drept metodi de aneste- |
zie a fost propus TAP-blocul
bilateral, in combinatie cu
sedarea intravenoasa (pentru
anxioliza). Pana la efectuarea
TAP-blocului, pacienta a fost
pozitionatd pe masa de ope-
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neck. Subsequently, aponeu-
rotic defect was sutured and
closed drainage with continu-
ous lavage of subcutaneous
space was set (Figure 1). Sur-
gery duration was 115 min-
utes.

Anaesthesia management

Anesthesia was provided
by bilateral TAP-block in com-
bination with intravenous se-
dation for anxiolysis. Patient
was positioned in supine po-
sition on the operating table
before performing the block.
. During the surgery, we moni-
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ratii In decubit dorsal. Intra-
operatoriu au fost monitori-
zate: frecventa contractiilor
cardiace, tensiunea arteriala
(noninvaziv), electrocardio-
scopia (derivatia Il si V), pulsoximetria, frecventa respiratiilor,
cu ajutorul monitorului Infinity Vista XL (Draeger Medical Sys-
tem Inc., Telford, USA).

Anxioliza cu midazolam 0,01 mg/kg intravenos. Cu scop de

Fig. 1 Plaga postoperatorie

Fig. 1 Postoperative wound

tored: heart rate, blood pres-
sure (NIBP), ECG (lead II and
V), pulse oximetry, and respi-
ratory rate with Infinity Vista
XL (Draeger Medical System
Inc., Telford, USA) vital sign monitor.

Initially, was administered midazolam 0.01 mg/kg IV for
anxiolysis purpose, and fentanyl 1.0 pg/kg IV, in order to re-
duce procedural pain during TAP-block performing. After-
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analgezie, in timpul efectuarii TAP-blocului, a fost administrat
intravenos fentanil 1 pg/kg.

Ulterior, in conditii de asepsie chirurgicalg, a fost efectuat
TAP-blocul bilateral conform tehnicii urmatoare: sub ghidaj
ecografic (Mindray Ultrasound Diagnostic System M7, Shen-
zhen Mindray Bio-Medical Electronics CO., LTD, Nanshan,
Shenzhen, R. P. China),
folosindu-se o sonda
liniara cu frecventa de
12MHz, a fost identifi- e
cat planul fascial intre [SEEEEEIE I
muschiul transvers ab- e
dominal si cel oblic in-
tern, asa-numitul ,plan
transvers abdominal”
(Figura 2). Anestezicul
local, In concentratie
anestezica (amestec de
lidocaind 2% - 10 ml si
bupivacaina 0,5% - 10
ml, ambele produse de
SC Balkan Pharmace-
uticals SRL, Chisinau,
Moldova), a fost injec-
tat single-shot bilate-
ral, pe linie medio-axi-
lard, la jumatatea dis-
tantei dintre rebordul
costal si creasta iliaca.
Anestezia peretelui abdominal anterior s-a instalat in aproxi-
mativ 10 minute dupa injectare.

tap,chesov 20130528 092
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External oblique »

Muschiul oblic intern

Internal oblique muscle

al abdiomenului
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Cavitatea abdominala
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Parcursul interventiei si anesteziei

Pe parcursul interventiei, pacienta nu a dezvoltat: tahicar-
die, hipertensiune arteriala, semne de ischemie sau aritmii pe
electrocardiograma, scaderea SpO, sub 98%. La etapa prepa-
rarii si exciziei sacului herniar, pacientei i-a fost administrat
i.v. fentanil 4 pg/kg din masura de precautie, deoarece plaga
este laparotomica, iar atingerea sau eventuala manipulare a
peritoneului visceral si anselor intestinale de catre chirurg, ar
fi putut provoca un puseu dureros.

Evolutia postoperatorie

In perioada postoperatorie pacienta a fost transferata di-
rect din sala de operatii pe sectia de profil. La transfer din
sala de operatii, pacienta si-a autoevaluat intensitatea dure-
rii, aceasta fiind quasi-absenta atat in repaus, cat si la tuse
(SVA<10/100 mm). Ulterior, la 3 ore postoperatoriu, durerea
in repaus si la tuse a fost cotata, in ambele cazuri, la un nivel
SVA 20/100 mm. La 6 ore postoperatoriu, intensitatea durerii
in repaus a fost pe SVA de 40/100 mm, iar la tuse - 45/100
mm. La aceasta etapd, pentru calmarea durerii, a fost adminis-
trat tramadol 100 mg i.m.

La 24 de ore dupa interventie, pacienta a fost chestionata
cu privire la calitatea recuperarii postoperatorii cu ajutorul
chestionarului QoR-15 [15]. Scorul QoR-15 (L. engl. Quality of
Recovery) este un instrument psihometric validat, propus pen-
tru evaluarea recuperarii postoperatorii. QoR-15 este compus
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Fig. 2 Imaginea ecografica a peretelui abdominal anterior

Fig. 2 Echographic view of anterior abdominal wall
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wards, bilateral TAP-block was performed with respect to
surgical aseptic requirements. We used USG-guided approach
(Diagnostic Ultrasound System Mindray M7, Shenzhen Mind-
ray Bio-Medical Electronics CO., LTD, Nanshan, Shenzhen, PR
China). With a 12MHz linear probe, fascial plane between the
transverse abdominal muscle and internal oblique muscle
was identified - ,transverse
abdominal plan” (Figure 2).
Local anesthetic (for each
side: mixture of lidocaine
2% - 10 ml, and bupivacaine
0.5% - 10 ml, Balkan Phar-
maceuticals Ltd., Chisinau,
Moldova) was injected bi-
laterally (single-shot tech-
nique). Injection point was
at midway between the cos-
tal margin and iliac crest, on
midaxillary line. Ten minutes
after the injection, adequate
motor and sensor block was
installed.

AP 97% MI10TIS0DA4

During surgery and anaes-
thesia

During the surgery, the
patient didn't developed
tachycardia, hypertension,
signs of ischemia or arrhythmias on electrocardiogram, SpO,
didn’t decrease below 98%. Fentanyl (4.0 pg/kg IV) was ad-
ministered at the stage of preparation and resection of the
hernial sac, in order to avoid any eventual painful experience
related to the handling of visceral peritoneum or gut loops by
the surgeon.

Postoperative evolution

At the end of the intervention, the patient was transferred
directly to the surgery unit. Before the transfer, the patient
self-assessed the pain intensity both at rest and during cough-
ing as quasi absent (VAS<10/100 mm). Three hours after the
surgery, the patient self-assessed the pain intensity both at
rest and during coughing at a level of 20/100 mm on VAS; at
6 hours postoperatively, pain intensity at rest was reported
40/100 mm on VAS and during coughing - 45/100 mm on
VAS. At that point, tramadol 100 mg IM was done for pain re-
lief.

At 24 hours after surgery, the patient was asked to assess
the quality of postoperative recovery using the questionnaire
QoR-15 [15]. QoR-15 score (Quality of Recovery score) is a
psychometric instrument, developed to assess postoperative
quality of recovery. QoR-15 is composed of 15 questions that
specifically address five dimensions of postoperative recov-
ery (pain, physical comfort, degree of physical independence,
emotional status, and psychological support). Thus, in the
pre-operative period, patient reported a QoR-15 score of 90
points, and 24 hours after the surgery, the QoR-15 score was



din 15 intrebari care se adreseaza la 5 dimensiuni ale recupe-
rarii postoperatorii (durerea, confortul fizic, gradul de auto-
nomie fizica, statutul emotional, suportul psihologic). Astfel,
preoperatoriu pacienta a raportat un scor QoR-15 de 90 de
puncte, iar la 24 de ore postoperatoriu — un scor QoR-15 de 87
de puncte, ceea ce indica la un grad bun de recuperare posto-
peratorie.

Pacienta a raportat prima priza de apa la 2 ore postopera-
toriu, prima alimentare - la 25 de ore postoperatoriu, primul
scaun - la 26 de ore postoperatoriu, iar prima sculare din pat
-la 28 de ore postoperatoriu.

In scopul asigurarii analgeziei postoperatorii dupi trece-
rea efectului analgezic, conferit de TAP-bloc, pacientei i s-a ad-
ministrat: metamizol, 1,0 g de 3 ori/zi si tramadol, 100 mg/zi
(ambele - i.m. in primele 2 zile postoperatoriu).

Pacienta a fost externata la a 5-a zi postoperatoriu.

Discutii

Evolutia anesteziei pe parcursul ultimelor decenii este o
istorie a succesului, orientat spre fortificarea sigurantei paci-
entului. Dezvoltarea noilor tehnologii si tehnici anestezice a
permis diminuarea dramatica a mortalitatii si morbiditatii pe-
rioperatorii. Ca rezultat al imbunatatii calitatii serviciilor me-
dicale, echipa anestezico-chirurgicald urmeaza sa abordeze
pacienti cu o conditie de sanatate tot mai complexd, anterior
incompatibila cu efectuarea actului chirurgical. Astfel, in pre-
zent, decizia de efectuare a interventiei chirurgicale este direct
dependenta de necesitatea managementului comorbiditatilor
si riscurilor prezentate de pacient. Adesea, imperativele tera-
peutice fiind contradictorii, deciziile de tratament pot fi luate
in conditii cand orice eroare poate avea urmari dezastruoase.

In cazul clinic prezentat mai sus, pacienta internati cu ab-
ces ligatural al cicatricei peretelui abdominal anterior, prezen-
ta indicatii evidente pentru interventie chirurgicala [2]. Un ab-
ces al tesuturilor moi, cu o Intindere longitudinald de 6 cm si o
profunzime de 4,5 cm, nu putea fi rezolvat in mod conservativ,
prin simpla administrare de antibiotic. lar caracterul progre-
siv al abcesului pe parcursul a celor 10 zile premergatoare in-
ternarii in spital, au denotat necesitatea deschiderii si drenarii
urgente a focarului infectios [3].

Traditional, pentru managementul anestezic in chirurgia
abdominala, se practica anestezie generala (TIVA balansata
sau pe pivot inhalator), combinata sau nu cu blocuri neuraxi-
ale (rahianestezie sau anestezie epidurald) [4, 5]. Comorbidi-
tatile prezente la pacientd, precum si aspectele logistice exis-
tente In aceea perioada in institutia medicala vizata, nu puteau
asigura un nivel acceptabil de securitate a pacientului, oricare
dintre aceste doua tehnici anestezice (TIVA si/sau anestezia
neuraxiala) ar fi fost utilizata.

Practicarea unei anestezii generale la pacienta In cauza cu
medicamentele avute atunci la indemana, ar fi putut deter-
mina o instabilitate hemodinamica marcatd si o emergenta
intarziata din anestezie. Amintim cad pacienta era cunoscuta
cu cardiopatie ischemica si hipertensiva, cu afectarea functiei
diastolice, angina pectorala de efort, clasa functionala III, bra-
dicardie sinusald, episoade de tahiaritmie supraventriculara
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87 points. This indicates a good quality of postoperative re-
covery.

In postoperative period, first fluid intake was at 2 hours,
first feeding - at 25 hours, and first stool - at 26 hours after
the surgery. Patient got out of the bed at 28 hours after the
surgery.

For postoperative pain relief, patient received metamizole
1.0 g/tds IM and tramadol 100 mg/q1d IM, both - for 2 days.

The patient was discharged 5 days after the surgery.

Discussions

The evolution of anaesthesia, during last decades is a his-
tory of success oriented towards strengthening the patient
safety. The development of new technologies and techniques
in anaesthesiology produce a dramatic decrease of periopera-
tive mortality and morbidity. As a result of quality improve-
ment of health care services, surgical team must address
patients with more complex health issues; prior being con-
sidered unsuitable for surgical treatment. In present days,
decision making about surgery is directly dependent on man-
agement of patients associated diseases and risk factors. Of-
ten therapeutic imperatives are contradictory, and treatment
decisions are made in conditions when any error will have
disastrous consequences.

In case report presented above, the patient admitted with
the suture abscess of the postoperative anterior abdominal
wall scar had obvious indications for urgent surgical inter-
vention [2]. A soft tissues abscess, 6 cm in length, cannot be
resolved conservatively, just by administration of antibiotic
therapy. Progressive character of the pathological process
during 10 days before hospital admission, prove the need of
surgical drainage of infectious site [3].

Usually, for anesthetic management in abdominal surgery
is used general anesthesia (TIVA, inhalational or combined),
in conjunction or, where appropriate, as an alternative - neur-
axial blocks (spinal or epidural anesthesia) [4, 5]. Due to pa-
tient’s associated diseases and logistical issues existing at
that time in the host hospital, an acceptable level of patient
safety couldn’t be assure, if either of these two anesthesia ap-
proaches were used.

General anaesthesia raises several concerns in this pa-
tient. First of all, general anaesthesia in host hospital is pro-
vided by intermittent administration of intravenous boluses
of general anaesthetics; available at that time drugs could
cause a marked hemodynamic instability and delayed emer-
gence from anaesthesia. We would like to stress that pa-
tients was known with ischemic heart disease, stable angina
pectoris functional class IIl; paroxysmal supraventricular
tachyarrhythmia, paroxysmal ventricular extrasystoles, si-
nus bradycardia; arterial hypertension gr. I, high risk; heart
failure NYHA Class III, pulmonary hypertension, chronic pul-
monary heart, pulmonary diffuse sclerosis. These comorbidi-
ties make aggressive hydration quite challenging, in the same
time, vasopressor agents (norepinephrine, ephedrine) were
not available. As well, volatile anesthetic agents necessary
for practicing VIMA (Volatile Induction and Maintenance of
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paroxismala, extrasistole ventriculare paroxismale, hiperten-
siune arteriala gr. II, risc Tnalt, insuficienta cardiaca NYHA III,
hipertensiune pulmonara, cord pulmonar cronic - situatii ce
fac periculoasa o prehidratare agresiva, iar agentii vasopresori
necesari (norepinefrina, efedrina) nu erau disponibili. Anes-
tezicele inhalatorii, capabile pentru realizarea unei inductii
si mentineri a anesteziei conform tehnicii anestezice VIMA (1.
engl. Volatile Induction and Maintenance of Anesthesia), care ar
fi putut asigura o stabilitate hemodinamica si o trezire rapida
din anestezie a pacientei date, de asemenea nu erau disponibi-
le [6]. Avand 1n vedere comorbiditatile, practicarea anesteziei
cu anestezicele intravenoase disponibile, ar fi putut conduce
la o ventilatie pulmonara artificiala prelungita postoperatoriu,
riscul instalarii unei insuficiente respiratorii fiind foarte inalt
(valoarea PRF risk score - 21,14%) [7]. Astfel, anestezia tota-
la intravenoasa, practicata de rutina in institutia vizata prin
bolusuri intravenoase intermitente, probabilitatea inalta de
insuficienta respiratorie si de ventilare pulmonara artificiala
prelungita postoperatoriu, impuneau rezervarea pentru paci-
enta n cauza a unui pat pe terapia intensiva (si acesta indispo-
nibil, din cauza supraincarcarii sectiei cu pacienti).

Blocurile neuraxiale, la fel, ridicau o serie de inconvenien-
te. Pe langa riscul provocarii unor paroxisme de tahiaritmie
supraventriculara si/sau extrasistolii ventriculare, care ar fi
redus substantial toleranta organismului fatd de vasoplegia
indusa de blocurile neuraxiale, si mai redutabil era conside-
rat riscul unei hemoragii in canalul medular. Riscul estimat
de dezvoltare a unui hematom epidural este de 1:150.000 de
pacienti ,obisnuiti” dupa anestezia epidurala si de 1:220.000
- dupa rahianestezie (aici, amintim, ca INR-ul pacientei era de
2,93, fapt ce impunea, ca masura de precautie, administrarea
de vitamina K 1n scopul antagonizarii efectelor warfarinei;
efectul scontat se putea obtine cel devreme in 14 ore dupa
administrare i.v. si in minim 24 de ore - dupa administrare
perorald) [12]. Evidentele actuale recomanda reversia antico-
agulantelor cumarinice in situatii de urgenta prin administra-
re de vitamina K si concentrat de complex de protrombina [8].

La pacientii anticoagulati cu heparine cu masa moleculara
mica, probabilitatea producerii hematomului epidural dupa
rahianestezie este de 1:100.000, iar dupa bloc epidural - de
33:100.000 [13]. Un review al literaturii din 1904 si pana in
1994, a raportat 64 de cazuri de hematoame epidurale, asoci-
ate cu anestezia spinald sau cea epidurala [14]; in 87% din ca-
zuri pacientul a fost pe tratament anticoagulant, sau inserarea
acului fusese dificila.

Pacienta in cauza fiind obeza (consecinta: staza venoasa
in plexurile epidurale, dificultate in abordarea spatiilor inter-
vertebrale), pe medicatie antiplachetara (aspirind) si anticoa-
gulanta (warfarina), era cu risc sporit de producere a hemo-
ragiei epidurale (protrombina - 48%, INR - 2,93, TTPA - 53
de secunde). Complexul protrombinic nu este disponibil in
Republica Moldova. Efectuarea bridging-ului cu heparina ne-
fractionata si vitamina K timp de 5 zile (CHADS >2) este o alta
optiune, insa aplicabila doar pacientilor programati [8]. Sco-
rul CHADS, (insuficientd cardiaca congestivd, hipertensiune
arteriala, varsta mai mare sau egala cu 75 ani, diabet zaharat,
accident cerebro-vascular sau trombembolie in anamneza),
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Anaesthesia) [6], technique that can provide hemodynamic
stability and fast emergence from anesthesia in a cardiac
patient, also were not available. With available anesthetic
agents, patient could require prolonged mechanical ventila-
tion postoperatively (elder patient, obesity, emergency sur-
gery, pulmonary hypertension, pulmonary diffuse sclerosis).
Moreover, patient had a risk of 21.14% (on PRF risk score)
for perioperative respiratory failure [7]. Thus, total intrave-
nous anaesthesia (provided by intermittent boluses), high
risk of postoperative respiratory failure and high probability
of prolonged postoperative mechanical ventilation, raised the
need to book an ICU bed for postoperative care of this patient
(there is no recovery room in the hospital!). This was impos-
sible due to the overload of intensive care service. With ,tra-
ditional approach”, the patient had to be on waiting list for
several days, but as we mentioned previously, from surgical
point of view, there was no time to wait.

Neuraxial blocks raise a few concerns too. Beside the
risk of paroxysm of supraventricular tachyarrhythmia and/
or ventricular extrasystoles that would annihilate the body’s
compensatory reaction to induced vasoplegia by neuraxial
blocks, more important was the risk of epidural bleeding and
hematoma formation. According to data from the literature,
1:150,000 patients will develop an epidural hematoma after
epidural anaesthesia and 1:220,000 patients - after spinal
anaesthesia, if patients are not anticoagulated [12]. In anti-
coagulated patients with low molecular weight heparins, in-
cidence of epidural hematoma after spinal block is 1:100,000,
and after epidural block - 33:100,000 [13]. A review of the
literature from 1904 to 1994 reported a series of 64 cases of
epidural hematomas associated with spinal or epidural an-
aesthesia [14]. In 87% of reported cases, the patients were on
anticoagulant therapy or needle insertion was difficult.

In our case, patient was obese (stasis in epidural venous
plexus, hard to identify intervertebral spaces), on antiplatelet
therapy (aspirine) and anticoagulants (warfarine) (prothrom-
bine - 48%, INR - 2.93, APTT - 53 sec.), all these increases
the risk of epidural hemorrhage. Guidelines recommend re-
versal of coumarin oral anticoagulants in emergency cases by
administration of vitamin K and prothrombin complex con-
centrate [8]. The last one is not available in the Republic of
Moldova. Another option is ,bridging” with unfractionated
heparin and vitamin K for 5 days (CHADS,>2) [8]. CHADS,
score (congestive heart failure, hypertension, age 275 years,
diabetes mellitus, history stroke or pulmonary embolism),
first published in 2001, and was developed as a predicting
instrument of stroke in patients with nonvalvular atrial fibril-
lation [11]. Thus, for neuraxial block in this particular patient,
a 5 days delay was required, contrary surgical tactics.

In such circumstances, TAP-block provides anaesthesia of
anterior abdominal wall, does not interfere with coagulation
and respiratory system, ensure effective postoperative anal-
gesia, and prevents peripheral vasoplegia. Also, TAP-block
doesn’t increase heart work when associated with intrave-
nous opioids; accordingly, it was considered as a reasonable
solution for the anesthetic management and postoperative
analgesia in this patient.



publicat pentru prima data in 2001, a fost dezvoltat ca instru-
ment de prognostic al riscului de accident cerebro-vascular la
pacientul cu fibrilatie nonvalvulara [11]. in consecint3, prac-
ticarea unui bloc neuraxial la pacienta in cauza ar fi necesitat
amanarea interventiei chirurgicale cu 5 zile (timp in care se
putea optimiza statutul ei coagulant), fapt incompatibil cu ur-
genta chirurgicala.

In conditiile descrise, TAP-blocul a parut optiunea aneste-
zicd cea mai rezonabila. El asigura anestezia peretelui abdo-
minal anterior, nu interfera cu homeostazia sanguing, cu sis-
temul respirator, produce o analgezie eficienta a peretelui ab-
dominal postoperatoriu, contribuie la prevenirea insuficientei
respiratorii si nu genereaza vasoplegie periferica; nu creste
lucrul inimii - fenomen asociat cu administrarea sistemica de
opioizi.

TAP-blocul este o tehnica de anestezie regionald, care asi-
gura analgezia peritoneului parietal, pielii si muschilor pere-
telui abdominal anterior. Pentru prima data, blocul TAP a fost
propus in anul 2001 de Rafi A., ca o tehnica ,single shot”, in-
jectarea anestezicului facandu-se in planul transvers abdomi-
nal (acesta fiind traversat de mai multe ramuri nervoase ce
inerveaza peretele abdominal anterior), 1a nivelul triunghiului
Petit [16].

in prezent, sunt propuse mai multe modificiri a tehnicii
realizarii acestui bloc:

- abordarea bazatd pe repere anatomice. Se identifica tri-
unghiul Petit. Acul este inserat cu 1-1,5 cm anterior de margi-
nea laterala a m. latissiumus dorsi, perpendicular la piele. Pen-
tru a penetra pielea, se va folosi un ac 18G cu varful ascutit,
ulterior - un ac bont 22G, pentru a identifica planul transvers;

- tehnica clasicd Rafi [16] - acul este inserat putin mai jos
de marginea cristei iliace, avansat pana la atingerea planului
osos; apoi acul este lent avansat peste creasta iliacd, pana se
simte un click, ce semnifica penetrarea fasciei transverse;

- tehnica O’Donell [17] - acul este inserat mai sus de mar-
ginea cristei iliace, avansat pana se simt doua click-uri (primul
click semnificind penetrarea planului fascial comun al oblici-
lor, cel de-al doilea click - penetrarea fasciei transverse).

Ambele tehnici folosesc ac bont pentru a imbunatati sen-
sibilitatea tactila si aprecierea click-ului. Uneori, insa, datorita
particularitatilor anatomice, este foarte greu de identificat tri-
unghiul Petit.

- abordarea prin ghidaj ecografic. Transductorul ecogra-
fic se aplica pe linie medio-axilarg, la mijlocul distantei din-
tre crista iliaca si rebordul costal. Se identifica planul fascial
dintre muschiul oblic intern si cel transvers. Acul este inserat
din anterior, prin tehnica ,in plane”. Ecografia in timp real per-
mite vizualizarea avansarii acului si identificarea momentului
atingerii planului dorit. La fel, se vizualizeaza bine si haloul
hipoecogen, produs de injectarea anestezicului local. In mod
asemanator, se efectueaza TAP-blocul superior (la varful apen-
dicelui xifoid).

- abordarea chirurgicald. Au fost propuse doua tehnici
chirurgicale (in chirurgia laparoscopica) de efectuare a TAP-
blocului. Prima presupune efectuarea TAP-blocului, prin teh-
nica reperelor anatomice, insa cu vizualizarea laparoscopica
concomitentd, endo-abdominal3, a triunghiului Petit (pentru a

Anestezie prin bloc de plan transvers abdominal

Transversus abdominis plane block (TAP-block) is a rela-
tively new technique of regional anesthesia for parietal peri-
toneum, skin and anterior abdominal wall muscles. In 2001,
Rafi A. was the first who described ,single shot” technique
of TAP block. Rafi introduced LA into transversus abdominis
plane (area is crossed by several nerve branches that inner-
vate the anterior abdominal wall) via Petit triangle. In pres-
ent days, there are several different techniques proposed for
TAP-block:

- anatomical approach. Initially, Petit’ triangle is identi-
fied. The needle is inserted with 1-1.5 cm anterior to the lat-
eral edge of m. latissiumus dorsi, perpendicular to the skin.
A needle (18G) with sharp edge should be used for penetra-
tion of the skin, and then a 22G blunt needle - to identify the
transverse plane can be used.

- Rafi’s classical technique [16] - the needle is inserted
just below the edge of iliac crest and moved forward until the
bone plane is reached; the needle is advanced slowly over the
iliac crest until a click is obtained, penetration of the trans-
verse fascia.

- O’Donnell technique [17] - the needle is inserted above
the edge of the iliac crest advanced to feel two clicks (the first
click signifies penetration of common fascial plane of oblique
muscles, the second click - penetration of the transverse fas-
cia).

Both techniques use blunt needle to improve the tactile
sensitivity and appreciation of the clicks. However, some-
times due to anatomical features, is very difficult to identify
Petit’ triangle.

- USG guided approach. USG probe is applied on the midax-
illary line at midway between the costal margin and iliac crest.
The fascial plane between the internal oblique and transverse
muscles is identified. The needle is inserted from anterior
site, ,in plane” approach. Real-time ultrasound guidance fa-
cilitates anatomical site identification and control of needle
advancement. Hypo-echogenic layer produced by injection of
LA is well visualized too. Similarly can be performed upper
TAP-block immediate under the xiphoid appendix.

- Surgical approach. In laparoscopic surgery, two surgical
techniques have been proposed to perform TAP-block. First
technique is based on anatomical approach. The needle inser-
tion in Petit’ triangle is from outside. Meanwhile, the surgeon
monitors from the inside the needle advancement and LA in-
jection, to avoid penetration of the needle into the peritoneal
cavity. The second technique consists in laparoscopic anes-
thetic administration from the inside of abdominal cavity into
Petit’ triangle.

In literature there are a lot of studies that suggest different
dosing regimens of local anesthetics to be used for TAP-block.
For this purpose were used: lidocaine 2.0%, ropivacaine
0.375%, ropivacaine 0.475%, ropivacaine 0.5%, bupivacaine
0.25%, bupivacaine 0.375%, bupivacaine 0.5%, L-bupiva-
caine 0.5% - in a volume of 15 to 30 ml unilaterally. Reported
total doses of used LA is variable (e.g., range for bupivacaine
is 0.3 to 3.0 mg/kg). Available papers are not homogeneous in
terms of mode of administration (single shot or continuous),
the volume administered and dose of LA and adjuvants used;
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evita patrunderea accidentala a acului in cavitatea peritonea-
1a). A doua, presupune administrarea anestezicului local pe
cale laparoscopicad, din interior spre exterior, la nivelul triun-
ghiului Petit, pana la semnalizarea unui click.

Studiile propun diverse regimuri de dozare a anestezicu-
lui local pentru realizarea TAP-blocului. Astfel, au fost utiliza-
te: lidocaina 2,0%, ropivacaina 0,375%, ropivacaina 0,475%,
ropivacaina 0,5%, bupivacaina 0,25%, bupivacaina 0,375%,
bupivacaina 0,5%, L-bupivacaina 0,5%, in volume de la 15 la
30 ml pentru o singura parte. Doza totalda administrata de an-
estezic local, descrisa in literaturd, a fost foarte variabild (de
ex., pentru bupivacaina variind de la 0,3 la 3,0 mg/kg). Cel mai
frecvent in cadrul studiilor a fost raportata administrarea de
bupivacaina 0,5% in volum de 15-30 ml.

Deoarece articolele publicate pana in prezent nu sunt
omogene cat priveste: modul de administrare (single shot, sau
continuu), volumul administrat, doza, substanta activa si ad-
juvantii folositi, este imposibil de stabilit superioritatea unei
practici fata de alta. Cert este faptul, ca atunci cand se doreste
o analgezie de lunga durata, trebuie de plasat un cateter pen-
tru administrare continua de anestezic local [18, 19].

Complicatiile asociate TAP-blocului sunt rare. Hessian E. et
al. (2013), a raportat aparitia semnelor de toxicitate sistemica
la 4 pacienti dupa administrarea unei doze totale de 200 mg
de ropivacaind in volum de cate 20 ml, bilateral, cu toate ca
pragul de toxicitate nu fusese depasit (a fost masurata concen-
tratia plasmatica de ropivacaind) [23]. Griffiths ]. et al. (2010)
a raportat o medie a concentratiilor plasmatice maxime de
ropivacaina de 2,54+0,75 pg/ml dupa efectuarea TAP-blocului
cuodozd totala de 3 mg/kg [21]. Aceasta concentratie plasma-
tica o depaseste pe cea toxica minima pentru ropivacaing, care
este de 2,2 ug/ml, insd nu este mai mare decat cele masurate
in cazul efectuarii altor blocuri regionale (de ex., concentratia
plasmatica maxima de ropivacaina dupa blocul axilar este de
2,58 pg/ml). La fel, Kato N. et al. (2009), a sugerat ca un ni-
vel toxic al concentratiei plasmatice de lidocaina poate fi atins
dupa administrarea unui volum de 40 de ml de lidocaina de
1% [22]. Astfel, chiar daca din considerente anatomice injec-
tarea intravasculara directd in cazul TAP-blocului este foarte
putin probabilg, studiile sugereaza ca un efect toxic sistemic
este, totusi, posibil. De aceea, este necesara respectarea ma-
surilor de precautie, similare blocurilor perineurale, pentru
prevenirea unei eventuale toxicitati sistemice.

Reiesind din particularitatile anatomice ale planului ab-
dominal transvers, la efectuarea blocului este putin proba-
bild administrarea intravasculard a anestezicului local. In li-
teratura a fost descris doar un caz de leziune hepatica dupa
efectuarea TAP-blocului, insa pacientul respectiv avea un ficat
gigant, ce cobora pana la crista iliaca [20]. Teoretic, splina si
rinichii ar putea fi expusi unui risc de leziune in timpul rea-
lizirii TAP-blocului. ins3, aceste riscuri sunt reduse la minim
prin utilizarea tehnicii ecoghidate. In pofida faptului ci riscul
complicatiilor este mic, iar rata de succes - 1naltd, in special
in cazul tehnicii ecoghidate, potentialul blocului TAP nu este,
deocamdatd, apreciat la justa valoare [10].

Autorii au reusit sa gaseasca in literatura doar o singura
publicatie care descrie utilizarea TAP-blocului drept metoda
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due to this it is impossible to determine the superiority of one
regimen vs. another. When long lasting analgesia is needed
there are sufficient evidences to consider the use of catheters
for continuous infusion [18-19]. More commonly used LA in
studies is bupivacaine 0.5% in volume of 15-30 ml.

TAP-block associated complications are rare. Hessian E.
et al. (2013) reported signs of systemic toxicity in a series
of 4 patients after bilaterally administration of 200 mg ropi-
vacaine in 20 ml; despite this, the toxicity threshold of ropi-
vacaine plasma concentration was not reached in these pa-
tients [23]. Griffiths E. et al. (2010) reported after TAP-block
an average of maximal ropivacaine plasma concentration of
2.54+0.75 pg/ml, total dose of administered ropivacaine was
3 pg/kg [22]. This concentration slightly exceeds minimal
toxic concentration for ropivacaine (2.2 pg/ml), but is similar
to ropivacaine plasma concentration after performing other
peripheral blocks (e.g. 2.58 ug/ml - after axillary block). Kato
N. et al. (2009) suggested that toxic plasma concentration
threshold may be achieved by administration of lidocaine 1%
in volume of 40 ml [22]. Thus, even if the direct intravascular
injection of LA during TAP is unlikely, due to anatomic consid-
erations, studies suggest that systemic toxic effects are pos-
sible. Therefore, all precautions should be taken to prevent
any possible systemic toxic reaction.

Given the anatomical features of the transversus abdomi-
nis plane block direct intravascular administration of LA is
unlikely. The literature describes a case of hepatic laceration
after TAP-block, but it was the case of a patient with giant liv-
er, that went down to the iliac crest [20]. Theoretically, spleen
and kidneys may be at risk of laceration due to the TAP-block.
But these risks are minimized by using of USG guided ap-
proach. Despite the risk of complications is low and rate of
success is high, particularly if USG approach is used, clinical
potential TAP block remains underestimated [10].

The authors were able to find in English peer reviewed
journals only one paper that refers to the use of TAP-block
as a distinct technique of anaesthesia. In 2012, Herring A. et
al. published a series of 4 cases in which TAP-block was used
for anaesthetic purposes for the drainage of anterior wall ab-
scesses [9]. Similar to our case, Herring A. reported an ad-
equate level of anaesthesia.

Conclusions

This case report suggests that transversus abdominis
plane block, performed with ,anesthetic” concentrations of
LA, can be used successfully for surgical interventions that
don’t go beyond the anterior abdominal wall, regardless of
their duration, in fragile patients with history of associated
diseases and chronic anticoagulant medication (which can-
not be quickly adjusted to perioperative needs).

Transversus abdominis plane block remains a technique
of regional anaesthesia/analgesia with unfulfilled clinical
potential. Further studies are needed to specify the range of
surgical interventions that can be done only under protection
of TAP-block, as well as to develop of methodological aspects
of TAP-block, used as distinct anesthetic technique.



de anestezie. In anul 2012, Herring A. et al, a publicat o se-
rie de 4 cazuri de utilizare a TAP-blocului pentru anestezierea
pacientilor care au beneficiat de drenarea abceselor peretelui
abdominal anterior [9]. Similar cazului nostru, Herring A. a ra-
portat o anestezie adecvata.

Concluzii

Cazul dat ne sugereaza ca blocul de plan transvers al pe-
retelui abdominal, realizat prin administrarea de concentratii
,anestezice” de anestezic local, poate fi folosit cu succes pen-
tru interventiile chirurgicale, limitate la peretele abdominal,
indiferent de durata lor; metoda ar putea fi deosebit de utila
pentru pacientii fragili, cu comorbiditati severe si medicatie
anticoagulantd, in conditii urgente, cand este imposibil de a
optimiza starea de sanatate generald a pacientului.

Potentialul acestei tehnici de analgezie si de anestezie ur-
meazd, incg, a fi valorificat; astfel, sunt necesare studii supli-
mentare in vederea selectdrii spectrului de interventii eligibile
pentru realizare doar cu TAP-bloc, precum si elaborarea as-
pectelor metodologice de practicare a TAP-blocului in calitate
de tehnica anestezica distincta.
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