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Surgery is increasingly moving toward minimally invasive

procedures that lead to less tissue injury, less operative

stress for the patient and less postoperative pain, allowing

for patients to have a faster recovery than after conven-

tional surgical approaches. Colorectal surgery is now

widely performed by laparoscopy and is one of the most

well-documented examples of this concept of ‘‘minimally

invasive surgery.’’ Anesthetic and analgesic strategies

should evolve accordingly. All of the items that need to be

controlled in order to make patients suitable for faster

hospital discharge are mentioned in the Enhanced Recov-

ery After Surgery (ERAS) Program, established by Euro-

pean experts involved in this process [1]. Although

epidural analgesia (EA) remains one of the cornerstones of

the ERAS program, the risks and benefits of this technique

should be reevaluated in light of the development of mul-

timodal analgesia, and other loco-regional alternative

techniques, as well as recent pathophysiological concepts.

Indeed, several studies have reported a very small benefit

of EA after laparoscopic colorectal surgery [2, 3]. Fur-

thermore, interesting recent data have emphasized the

involvement of visceral nociceptive input, especially

afferent fibers in the peritoneum, in the stress and pain

response, induced by abdominal surgery [4]. It has been

suggested that at least a part of these visceral afferents are

transmitted directly along the vagal nerve, without passing

through the spinal pathway, which raises some questions

about the ability of EA to control them. This is supported

by clinical trials showing that direct intraperitoneal [5] or

preperitoneal wound infusions [6] would provide additional

benefits when used in combination with epidural analgesia.

From this perspective, the study by Moore et al. [7]

evaluating the use of surgical site catheter analgesia for

pain relief after laparoscopic colorectal resection is

meaningful. A continuous infusion of 8 ml/h ropivacaine

0.5 % was delivered through an epidural catheter placed

between muscular and subcutaneous layers for 72 h. It is

shown that this form of analgesia did not have significant

beneficial effects on pain relief or opiate consumption,

when compared to placebo. Factors that could explain how

these negative results may have occurred were investigated

by Rowlingson [8] some years ago, and it should be kept in

mind that a large component of pain after laparoscopic

abdominal surgery originates from surgical wound [9].

Catheter location is one of the most important issues to

consider, with placement under the fascia being more

effective than more superficial positions [10]. Epidural

catheters are fenestrated over a very short length, so that

the assumption made by the authors about the homoge-

neous diffusion of the local anesthetic solution between

muscular and cutaneous layers is very unlikely. However,

in accordance with the previous reports [11, 12], an

improvement in respiratory function was noted in the group

that received the ropivacaine infusion. This strongly sug-

gests that wound infusion might still have beneficial effects

on mobilization pain and/or neurogenic diaphragmatic

dysfunction.

Nevertheless, pain relief after laparoscopic colorectal

resection remains a critical issue because of our wish to

provide patients with the most effective analgesic tech-

nique with the best tolerance and safety profiles. Blockade

of intercostal nerves with a transversus abdominis plane

(TAP) block has the ability to control the somatic com-

ponent of pain and thereby to reduce opiate consumption
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and accelerate recovery [13]. Perioperative intravenous

lidocaine is associated with beneficial effects on pain relief,

opiate consumption and recovery [14]. Theoretically,

continuous wound infiltration, in the preperitoneal position,

could combine the effects of a parietal block, the blockade

of several peritoneal afferents and the local anesthetic

systemic effects. This hypothesis is certainly worth further

study.
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