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ABSTRACT 

Background: An effective pain therapy to block or modify the physiologic responses to stress has become an 

essential component of anesthesia for adequate postoperative pain relief. 

Objectives: Assessment of the postoperative analgesic efficacy of ultrasound guided quadratus lumborum 

block compared with transversus abdominis plane block in unilateral inguinal surgeries by measuring total 

amount of  analgesic consumption over 24 hours. 

Patients and Methods: After approval of scientific and ethical committees in Al-Azhar University 

Hospitals, ninety patients were included in the study, and were divided into three equal groups: quadratus 

lumborum block (QLB) group, transversus abdominis plane block (TAP) group and control group. The 

following data were carried out: vital signs, visual analogue scale, time of first analgesia required by the 

patient, total amount of analgesia consumption and patient satisfaction score. 

Results: The QLB was the most effective technique in providing analgesia after unilateral inguinal surgeries 

without associated hemodynamic instability in comparison to TAP block and intravenous systemic analgesia. 

TAP block had the ability to provide an intermediate option between intravenous systemic analgesia and 

QLB when QLB could not be performed. 

Conclusion: Ultrasound guided quadratus lumborum and transversus abdominis plane blocks provide 

effective modality for control of postoperative pain associated with unilateral inguinal surgeries with 

superiority of quadratus lumborum block to transversus abdominis plane block for control of postoperative 

pain. However, TAP block still technically easier than QL block. 

Keywords: Ultrasound Guided, Quadratus Lumborum block, Transversus Abdominis Plane Block, 

Postoperative Pain, inguinal surgeries. 
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INTRODUCTION 

     Postoperative pain is a major obstacle 

for early postoperative ambulation. It 

increases the risk of venous 

thromboembolism and respiratory 

complications and prolongs hospital stay. 

Inadequately treated postoperative pain 

may lead to chronic pain. A higher 

incidence of chronic postsurgical pain has 

been reported after a flank incision. 

Opioids are the most commonly used 

analgesics in the perioperative period, 

which provide analgesia but have their 

own side effects. Therefore, use of a 

multimodal analgesic strategy is very 

important. Regional anesthesia and 

analgesia has shown to provide excellent 

analgesia and also provide benefits, which 

extend beyond the perioperative period 

(Owen et al., 2010). 

     The transversus abdominis plane 

(TAP) block is already established as a 

part of the multimodal approach to pain 

relief for abdominal surgical procedures 

(Owen et al., 2011). Rafi (2001) originally 

described the transversus abdominis plane 

(TAP) block by the landmark technique. 

This description was proposed as an 

alternative to the traditional abdominal 

field block, which frequently involved 

multiple injection sites and potentially 

toxic doses of local anesthetic; incorrect 

needle tip placement has been associated 

with block failure and concern for 

potential patient harm (Børglum and 

Jensen, 2012). Because TAP blockade is 

limited to somatic anesthesia of the 

abdominal wall and highly dependent on 

interfacial spread, various newer 

techniques have been proposed to enhance 

analgesia, either in addition to TAP block 

or as a single modality. In particular, 

variants of quadratus lumborum blocks 

(QLBs) have been proposed as more 

consistent methods with an aim to 

accomplish somatic as well as visceral 

analgesia of the abdomen (El-Sharkawy, 

2017). 

     The quadratus lumborum block (QLB) 

was first described by Blanco in 2007. 

The main advantages of QLB compared to 

transversus abdominis plane block is the 

extensions of local anesthetic agent 

beyond the transversus abdominis plane to 

thoracic paravertebral space. The wider 

spread of the local anesthetic agents may 

produce extensive analgesia and 

prolonged action of injected local 

anesthetic solution (Blanco et al., 2015). 

     This work aimed to study the 

postoperative analgesic efficacy of 

ultrasound guided quadratus lumborum 

block compared with transversus 

abdominis plane block in unilateral 

inguinal surgeries by measuring analgesic 

consumption over 24 hours as a primary 

outcome and by measuring visual 

analogue scale and time of first analgesic 

request as a secondary outcome. 

PATIENTS AND METHODS 

     After approval of local scientific and 

ethical anesthetic committees and 

informed written consents from the 

patients, this controlled prospective 

randomized double blinded clinical trial 

was conducted at Al-Azhar University 

Hospitals. Ninety male patients scheduled 

for elective unilateral inguinal surgeries 

were randomized into 3 equal groups: 

Transverses Abdominis Plane block group  

(TAP Group), Quadratus lumborum block 

group (QLB Group) and group with 

general anesthesia only (Control group). 
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• TAP Group: All members received 

transversus abdominis plane block 

guided by ultrasound followed by 

induction of general anesthesia. 

• QLB Group: All members received 

quadratus lumborum block guided by 

ultrasound followed by induction of 

general anesthesia. 

• Control Group: All members received 

general anesthesia only. 

     The patients included in this study 

were adult males between age of 18 and 

65 years old with American Society of 

Anesthesiologists (ASA) class I and II, 

body mass index [BMI]: < 30 kg/m². 

Scheduled for elective unilateral inguinal 

surgeries like inguinal hernia, hydrocele, 

varicocele. 

     All patients with known 

hypersensitivity to study drugs, 

emergency operations, coagulation 

disorders or thrombocytopenia, infection 

at the site of needle insertion, further 

refusal to participate in the study, inability 

to comprehend or use the visual analogue 

scoring system, diabetes to exclude 

evidence of peripheral neuropathy, 

chronic pain syndrome, were excluded 

from the study. 

     Evaluation of the patients was carried 

out on the day before surgery through 

proper history taking, clinical examination 

and laboratory investigations. Chest X ray 

and ECG were done for patients above 40 

years or his complaint of respiratory or 

cardiac problems. All patients was 

informed with the procedure of US guided 

TAP block or US guided QLB ,and they 

were trained to use the visual analogue 

scale (VAS) which consisted of 10 cm 

line, 0 equivalent to no pain and 10 

denoting the worst imaginable pain. They 

were trained also to use the patient 

satisfactory scores. 

     On arrival to the operative theatre, a 

peripheral venous catheter was inserted in 

all patients; multichannel monitor was 

attached to the patient to display ECG 

(lead II), heart rate (beats/min), non-

invasive mean arterial blood pressure 

(mmHg) and oxygen saturation (SpO2). 

All patients received midazolam 

(0.02mg/kg) intravenously together with 

ranitidine (50 mg, IV), and 

metoclopramide (10 mg, IV) as 

premedication 10 minutes before 

performance of the block. 

     In the TAP group, the patients in the 

supine position, a high-frequency linear 

probe was positioned laterally toward the 

anterolateral part of the abdominal wall 

midway between the iliac crest and the 

subcostal margin. The injec¬tion site was 

defined between aponeurosis of internal 

oblique and transversus abdominis 

muscles. When the tip correctly located in 

the targeted plane, bupivacaine (0.25% 0.3 

ml/kg), injected with intermittent 

aspira¬tion. The correct placement of the 

needle confirmed by separation of these 

two muscles (Chin et al., 2017). 

     In the QLB group, the patient was in 

the lateral position. A low-frequency 

convex probe was vertically attached 

above the iliac crest and a needle was 

inserted in the plane from the posterior 

edge of the convex probe through the QL 

in an anteromedial direction. The needle 

tip was placed between the PM muscle 

and the QL muscle and bupivacaine 

(0.25% 0.3 ml/kg), injected with 

intermittent aspiration. The correct 

placement of the needle confirmed by the 
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local anesthetic appeared to press down 

the PM in the ultrasound image (Ueshima 

et al., 2013). 

     All patients in the three groups 

received standard general anesthesia, 

induction of general anesthesia was done 

by fentanyl (1 μg/kg, IV), propofol 

(2mg/Kg, IV), and Cis-atracurium 

(0.15mg/Kg, IV) to facilitate endotracheal 

intubation. Maintenance of anesthesia 

obtained with 1.5% Isoflurane in 100 % 

O2. At the end of the operation, the 

patients were extubated after taking good 

regular tidal volume. 

     The following data were carried out: 

patient demographic data including age, 

sex, weight, type and duration of surgery. 

Also, heart rate (beats/min), mean arterial 

blood pressure (mmHg), and oxygen 

saturation (SpO2 %) were recorded before 

induction of anesthesia, every 15 minutes 

intraoperatively, and in PACU (post 

anesthesia care unit, i.e. recovery room), 

then at 1, 2, 3, 4, 8, 12, 16 and 24 hours 

postoperatively. Respiratory rate was 

recorded before induction and in PACU, 

then at 1, 2, 3, 4, 8, 12, 16 and 24 hours 

postoperatively. Onset of sensory block at 

T10 was assessed every 3 minutes till 

block was stabilized by loss of cold 

sensation to ice cup. The adequacy of 

block T10-L1 was determined before 

induction of anesthesia.  

     Acute postoperative somatic and 

visceral pain within the first 24 hours 

postoperatively was assessed by using 

visual analogue scale (0-10) where 0=no 

pain, 1-2=mild pain, 3-4=moderate pain, 

5-6= severe pain, 7-8=very severe pain, 

10=worst pain at PACU and postoperative 

patient room at 1, 2, 3, 4, 8, 12, 16 and 24 

hours postoperatively. In the 3 groups, all 

patients had VAS ≥ 3 received IV 

Ketorolac 30 mg (not to exceed 120 

mg/day), then VAS was reassessed 15 

minutes later, morphine (0.05 mg/kg IV) 

was given if (VAS) ≥ 3 after giving 

Ketorolac. VAS reassessed 15 minutes 

later to any rescue pain by 

supplementation of morphine (0.05 mg/kg 

IV). Time of first analgesia required by 

the patient and total amount of analgesia 

consumption (Ketorolac and morphine) 

was collected and recorded at the end of 

the 24 postoperative hours. 

     Any postoperative complications was 

spotted and recorded, e.g. symptoms or 

signs of local anesthetic toxicity (tinnitus, 

perioral numbness, seizure) and 

Postoperative nausea and or vomiting 

(PONV) where intravenous 

metoclopramide (10 mg) was given as a 

first line of treatment of vomiting. If not 

respond to metoclopramide; 

ondanseterone was given as a second line 

of treatment of vomiting. Patient 

satisfaction was assessed according to; no 

satisfaction, partial satisfaction and 

complete satisfaction. 

Statistical analysis: 

     Recorded data were analyzed using the 

statistical package for social sciences, 

version 20.0 (SPSS Inc., Chicago, Illinois, 

USA). Quantitative data were expressed 

as mean± standard deviation (SD). 

Qualitative data were expressed as 

frequency and percentage. P-value was 

considered significant when P-value < 

0.05. A one-way analysis of variance 

(ANOVA) was used when comparing 

between more than two means. Chi-square 

(x2) test of significance was used in order 

to compare proportions between 

qualitative parameters. 
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RESULTS 

 

     According to demographic data (Age 

and Body weight), duration of surgery in 

minutes and type of surgery, There was no 

statistically significant difference (P-value 

>0.05) among the three groups (Table 1). 

 

Table (1): Comparison between groups according to demographic data, type and 

duration of surgery 

Groups 

Demographic data 

(QLB) Group 

[N=30] 

(TAP) Group 

[N=30] 

Control Group 

[N=30] 
p-value 

Age (years) 39.96±7.70 37.56±8.12 38.76±9.41 > 0.05 

Body weight (kg) 77.25±7.21 75.62±6.78 76.93±6.99 > 0.05 

Duration of surgery 

(min) 
48.20±12.98 44.35±10.90 46.28±11.94 > 0.05 

Type of surgery     

Inguinal hernia 15 (50.0%) 19 (63.3%) 16 (53.3%) 

> 0.05 Varicocele 11 (36.7%) 8 (26.7%) 11 (36.7%) 

Hydrocele 4 (13.3%) 3 (10.0%) 3 (10.0%) 

 

     The intra-operative heart rate from skin 

incision to after 90 min of surgery and 

postoperative heart rate from PACU till 

the end of the first 24 hours after the 

operation showed a statistically significant 

difference among the three groups 

(Tables 2 and 3). 

 

Table (2): Comparison between groups according to intra-operative heart rate 

(beat/min.) 

Groups 

Heart rate 

(beat/ min.) 

(QLB) Group 

[N=30] 

(TAP) Group 

[N=30] 

Control Group 

[N=30] 
p-value 

Before induction 83.05±5.91 84.61±6.34 80.99±4.88 > 0.05 

At skin incision 80.42±3.70 85.23±4.38 86.90±4.51a < 0.001 

After 15 min. 76.11±3.57 81.68±5.92a 83.79±5.23a < 0.001 

After 30 min. 74.57±3.51 77.65±10.76a 81.29±4.92a 0.002 

After 45 min. 76.47±3.66 80.06±7.83a 84.36±9.30ab < 0.001 

After 60 min. 76.52±2.82 80.06±7.72a 84.50±6.86ab < 0.001 

After 75 min. 76.47±5.84 80.57±6.70a 85.75±6.24ab < 0.001 

After 90 min. 76.78±5.87 80.90±6.73a 86.09±6.26ab < 0.001 

a: significant difference with QLB group; b: significant difference with TAP group 
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Table (3): Comparison between groups according to post-operative heart rate 

(beat/min.) 

Groups 

Heart rate 

(beat/ min.) 

(QLB) Group 

[N=30] 

(TAP) Group 

[N=30] 

Control Group 

[N=30] 
p-value 

At PACU. 75.88±4.66 78.41±6.82 86.44±4.76ab < 0.001 

After 1 hour. 74.27±3.02 76.91±2.28 85.65±3.49ab < 0.001 

After 2 hrs. 74.12±2.79 77.74±2.21a 85.92±3.09ab < 0.001 

After 3 hrs. 74.27±3.04 77.37±7.21a 85.15±2.84ab < 0.001 

After 4 hrs. 74.79±6.31 77.12±5.60 84.16±4.27ab < 0.001 

After 8 hrs. 75.15±4.62 78.41±3.92a 85.65±2.79ab < 0.001 

After 12 hrs. 75.57±3.00 79.96±2.30a 87.20±2.84ab < 0.001 

After 16 hrs. 75.94±3.02 80.35±2.31a 86.58±2.86ab < 0.001 

After 24 hrs. 77.46±3.08 81.96±2.36a 88.31±2.92ab < 0.001 

a: significant difference with QLB group; b: significant difference with TAP group 

 

     The intra-operative mean arterial blood 

pressure from skin incision to after 90 min 

of surgery and postoperative mean arterial 

blood pressure from PACU till the end of 

the first 24 hours after the operation 

showed a statistically significant 

difference among the three groups 

(Tables 4 and 5). 

 

Table(4): Comparison between groups according to intra-operative mean arterial 

bloo pressure (mmHg) 

Groups 

Mean  

ArterialBlood 

Pressure 

(mmHg) 

(QLB) 

Group 

[N=30] 

(TAP) 

Group 

[N=30] 

Control Group 

[N=30] 
p-value 

Before induction 91.90±5.57 92.77±7.30 93.08±6.05 > 0.005 

At skin incision 82.66±6.40 87.35±6.66a 94.44±6.50ab < 0.001 

After 15 min. 77.81±3.49 80.56±4.54 82.25±4.61a < 0.001 

After 30 min. 77.40±4.53 80.21±4.56 88.67±2.46ab < 0.001 

After 45 min. 78.48±3.36 79.27±3.84 84.44±2.68ab < 0.001 

After 60 min. 76.16±4.87 78.53±3.28 86.92±4.10ab < 0.001 

After 75 min. 78.42±3.69 81.61±5.13a 88.06±3.49ab < 0.001 

After 90 min. 78.73±3.70 81.94±5.15a 88.40±3.50ab < 0.001 

a: significant difference with QLB group; b: significant difference with TAP group 
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Table (5): Comparison between groups according to post-operative mean arterial 

blood pressure (mmHg) 

Groups 

Mean 

Arterial 

Blood Pressure 

(mmHg) 

(QLB) 

Group 

[N=30] 

(TAP) 

Group 

[N=30] 

Control 

Group 

[N=30] 

p-value 

At PACU. 80.30±3.78 83.56±5.25a 90.17±3.57ab < 0.001 

After 1 hour. 79.10±3.73 82.32±5.17a 88.83±3.51ab < 0.001 

After 2 hrs. 78.71±3.71 81.92±5.14a 88.38±3.50ab < 0.001 

After 3 hrs. 78.40±3.69 81.58±5.12a 88.03±3.49ab < 0.001 

After 4 hrs. 76.15±4.86 78.51±3.29a 86.90±4.10ab < 0.001 

After 8 hrs. 78.46±3.36 79.25±3.83 84.42±2.13ab < 0.001 

After 12 hrs. 77.37±4.53 82.26±4.56a 82.47±2.46a < 0.001 

After 16 hrs. 77.79±3.49 81.59±4.54a 83.29±4.61a < 0.001 

After 24 hrs. 79.35±3.56 83.22±4.63a 84.96±4.70a < 0.001 

Post HOC: 

a: significant difference with QLB group; b: significant difference with TAP group 

 

     Postoperative measurements of 

respiratory rate showed a statistically 

significant difference among the three 

groups from PACU till the end of the first 

24 hours after the operation; where 

respiratory rate was higher in control 

group than TAP group than QLB group 

(Table 6). 

 

Table (6): Comparison between groups according to post-operative respiratory rate 

(breath/min.) 

Groups 

Respiratory  

Rate 

(Breath/min.) 

(QLB) 

Group 

[N=30] 

(TAP) 

Group 

[N=30] 

Control 

Group 

[N=30] 

p-

value 

At PACU. 12.22±1.19 14.70±1.24a 20.14±1.95ab < 0.001 

After 1 Hour. 12.22±0.54 13.14±1.04a 16.77±1.35ab < 0.001 

After 2 hrs. 12.42±0.28 12.52±0.41 16.87±1.14ab < 0.001 

After 3 hrs. 12.52±0.23 12.63±1.45 15.84±2.51ab < 0.001 

After 4 hrs. 12.63±1.04 12.42±1.14 15.32±1.14ab < 0.001 

After 8 hrs. 12.42±2.38 12.42±1.14 15.21±0.52ab < 0.001 

After 12 hrs. 12.36±2.39 12.69±1.14 14.26±0.53ab < 0.001 

After 16 hrs. 12.38±2.40 12.85±1.15 14.22±0.53ab < 0.001 

After 24 hrs. 12.63±2.45 13.11±1.17 14.50±0.54ab < 0.001 
 

a: significant difference with QLB group; b: significant difference with TAP group 

 

     Onset of sensory block at T10 ranged 

from 9-15 in TAP group and from 13-19 

minutes in QLB group with mean values 

of 12.16±3.55 and 16.60±3.58 

respectively. TAP block is significantly 

earlier than QLB regarding the onset of 

sensory blockade at T10, p <0.001.  

     There was also statistically significant 

difference among the three groups in 

terms of postoperative VAS after the 

operation. The VAS measurements in 

QLB group were lower than in TAP 

group, and those in TAP group were lower 

than in control group, with p-value < 0.05. 
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     There were statistically significant 

differences among the three groups in 

terms of the time needed to give the first 

dose of rescue analgesia after the 

operation. The time in QLB group was 

longer than in TAP group, and that in 

TAP group was longer than in control 

group, with p-value <0.005, which was 

considered significant, The collected data 

about Ketorolac and morphine consumed 

in the first 24 hours also shows 

statistically significant difference among 

the three groups (Table 7). 

 

Table (7): Average consumption of analgesia in the first 24 hours (mg) 

Groups 

Consumption 

(QLB) Group 

[N=30] 

(TAP) Group 

[N=30] 

Control Group 

[N=30] 
p-value 

Time to first dose (min.) 187.66±23.84 128.07±15.25a 15.15±5.45ab <0.001 

Ketorolac consumption (mg) 31.02±23.78 51.70±18.61a 93.06±25.85ab <0.001 

Morphine consumption (mg) 3.21±1.85 8.86±2.88a 16.22±3.63ab <0.001 

a: significant difference with QLB group; b: significant difference with TAP group 

 

     There were no recorded cases in QLB 

group and TAP group in terms of 

postoperative nausea and vomiting with 

no statistically significance. However, 

there were 6 cases recorded in control 

group with statistically difference between 

the two studied groups and control group, 

with p-value < 0.05, which considered 

significant. 4 patients treated by IV 

metoclopramide (10 mg) only, and 2 

patients suffered from PONV that not 

responded only to IV metoclopramide (10 

mg) and responded to IV ondansetron 

(4mg). 

     As regard the patient satisfaction, there 

was a statistically highly significant of 

patient satisfaction (P < 0.001) where 

there were 24 cases (80%) in QLB group, 

18 cases (60%) in TAP group recorded 

complete patient satisfaction compared to 

2 cases (6.7%) in the control group (Table 

8). 

Table (8): Comparison between groups according to patient satisfaction score 

(number of patients and %) 

Groups 

 

Patient Satisfaction 

(QLB) Group 

[N=30] 

(TAP) Group 

[N=30] 

Control Group 

[N=30] 
p-value 

No. % No. % No. % 

<0.001 
Complete satisfaction 24 80 18 60 2 6.7 

Partial satisfaction 4 13.3 10 33.3 13 43.3 

No satisfaction 2 6.7 2 6.7 15 50 

 

 

DISCUSSION 

     The current study measured and 

compared intraoperative hemodynamics in 

the form of heart rate and mean arterial 

blood pressure. The measurements in 

QLB group were lower than in TAP 

group, and those in TAP group were lower 

than in control group, which demonstrated 

that QLB was the most effective analgesic 

modality, and that TAP block was more 

effective than general anesthesia alone. 

The study also measured and compared 

postoperative heart rate, mean arterial 

blood pressure and respiratory rate in the 

first 24 hours after the operation. The 

measurements in QLB group were lower 
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than in TAP group, and those in TAP 

group were lower than in control group, 

which also demonstrated that QLB was 

the most effective analgesic modality, and 

that TAP block was more effective than 

intravenous analgesics alone. 

     The current results are in agreement 

with the results of Shafeek and Coworkers 

(2018) that compared the analgesic 

efficacy of ultrasound-guided trans-

muscular quadratus lumborum block with 

transverses abdominis plane (TAP) block 

and intravenous opioid drugs during 

laparoscopic bariatric surgery and in the 

early postoperative period. They found a 

statistically significant difference between 

groups in intra-operative heart rate and 

mean arterial blood pressure, from after 

30 min. to after 120 min. of surgery and 

also a statistically significant difference 

between groups in post-operative heart 

rate and mean arterial blood pressure from 

0 min. to 8hrs. after the operation. 

     In the current study, the effect of QLB 

and TAP block in preventing the 

variability in the postoperative 

hemodynamics and respiratory rate was 

the result of reduction in the incidence and 

severity of postoperative pain, which was 

demonstrated by comparing visual 

analogue scale (VAS) measurements 

among the three groups. VAS 

measurements in QLB group were lower 

than in TAP group, and those in TAP 

group were lower than in control group. 

The current study showed that the time 

needed to give the first dose of systemic 

analgesia after the operation was longer in 

QLB group than in TAP group, and that in 

TAP group was longer than in control 

group. It also showed that the number of 

required analgesia in QLB group was less 

than in TAP group, and that in TAP group 

was less than in control group. The total 

amount of analgesia required in QLB 

group was less than in TAP group, and 

that in TAP group was less than in control 

group. The patients of control group had 

the highest pain scores, were the first to 

ask for rescue analgesia, and consumed 

the highest amount of analgesia; therefore, 

they had the highest total analgesic 

consumption in the first 24 hours 

postoperatively in comparison to patients 

of the other two groups. On the contrary, 

the patients of QLB group had the lowest 

pain scores, were the last to call for 

intravenous analgesia, and consumed the 

lowest total dose of systemic analgesia. 

     Similarly, Sukhyanti and Kirti (2017) 

performed posterior QLB in the supine 

position for postoperative analgesia in 

patients undergoing cesarean section. The 

results of current study agreed with their 

findings. Compared to TAP block, QLB 

provided widespread analgesia of longer 

duration. The sensory levels obtained by 

QLB were T7 and T12 dermatomes, 

whereas TAP block affected T10 and T12 

dermatomes. This could be explained by 

local anesthetic spread either in the 

thoracolumbar plane or into the 

paravertebral space. The duration of 

analgesia after QLB exceeded 24 hours, 

and was significantly longer than that for 

TAP block. 

     Garg and Coworkers (2017) reported a 

case of a 22-year-old male patient with 

Prune belly syndrome presented for right 

high inguinal orchiectomy. They used 

unilateral QL block after general 

anesthesia for pain control. The patient 

was comfortable, pain free and did not 

require any further analgesia in the 
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postoperative period. This case report 

highlights the use of QLB for post-

operative analgesia in major abdominal 

surgery, especially where epidural is 

contraindicated or difficult. This new QL 

block has the advantage of providing 

wider sensory block from T6 to L1 and 

thus has an evolving role in opioid free 

anesthesia. 

     The current study showed that TAP 

block was highly significantly earlier than 

QLB regarding the onset of sensory 

blockade at T10, where the onset of 

sensory block at T10 ranged from 6-12 

and from 9-18 minutes in TAP group and 

QLB group respectively. 

     Results of this current study showed 

that patient satisfaction scores were 

significantly higher in QL group than in 

TAP group and control group. The 

reported postoperative complications as 

nausea and vomiting were due to the 

systemic use of analgesics and were 

mostly among control group rather than 

the other two groups. The reason for this 

could be due to the higher analgesic 

requirements among control group rather 

than among the other two groups. 

     The current study agreed with the 

results of Ilana and Coworkers (2017). 

They performed bilateral QLB in three 

women who received a spinal anesthesia 

for a cesarean delivery and evaluated their 

postoperative opioid consumption and 

patient satisfaction. They found that there 

was no additional opioid consumption 

during the first 24 hours after the block. 

VAS for pain was less than six for the first 

24 hours. Women were all very satisfied 

with the quality of pain relief. 

     Öksüz and Coworkers (2017) 

compared the QLB and TAP block for 

postoperative pain relief after lower 

abdominal surgery in children. The results 

of their study showed that the QL block 

provided more effective pain relief 

compared with the TAP block and did not 

have any adverse effects, the number of 

patients who required analgesia in the first 

24 hours postoperatively was significantly 

lower in the quadratus lumborum block 

group. In the quadratus lumborum block 

group, the postoperative 30-minute and 1, 

2, 4, 6, 12, and 24 hour FLACC scores 

were lower compared with those of the 

transverses abdominis plane block group, 

Parent satisfaction scores were higher in 

the quadratus lumborum block group. 

CONCLUSION 

     Ultrasound guided quadratus 

lumborum and transverses abdominis 

plane blocks provided effective modality 

for control of postoperative pain 

associated with unilateral inguinal 

surgeries. Ultrasound guided quadratus 

lumborum block was superior to 

ultrasound guided transverses abdominis 

plane block for control of postoperative 

pain in unilateral inguinal surgeries in 

terms of pain scores, duration of analgesia 

and total analgesic consumption. 

However, TAP block still technically 

easier than QL block. Both ultrasound 

guided quadratus lumborum and 

transverses abdominis plane blocks were 

not associated with significant side effects 

in patients undergoing unilateral inguinal 

surgeries. Patients satisfaction was good 

in both groups but with better in quadratus 

lumborum group. 

RECOMMENDATIONS 

     Ultrasound guided quadratus 

lumborum block anterior approach can be 
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used as a part of multimodal analgesic 

strategy for patients undergoing unilateral 

inguinal surgeries. Further studies should 

be conducted to compare between 

different approaches of quadratus 

lumborum block in patients undergoing 

lower abdominal surgeries in future 

studies; This may show which approach is 

better regarding pain control. Further 

studies also recommended using 

ultrasound guided quadratus lumborum 

blocks in different volumes in patients to 

determine the optimum volume (dose). 

Adding adjuvants to LA as fentanyl, 

dexmedetomidine, dexamethasone and 

others and their impact on efficacy and 

duration of QL block also recommended 

in future study. Use of bilateral quadratus 

lumborum block in midline surgeries and 

the use of continuous catheters for 

continuous analgesia can be studied in the 

future. 
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دراسة مقارنة بين التخدير الموضعي للعضلة المربعة القطنية 

ستخدام الموجات فوق الصوتية والتخدير الموضعي للعضلة با

البطنية المستعرضة باستخدام الموجات فوق الصوتية وأثره في 

تسكين آلام مابعد الجراحة في المرضى الذين يخضعون 

 للجراحات الأربية في ناحية واحدة

محمد عصام شفيق  ،ــارق عـــبدالســلام سليم موسىط ،عـلى محـمد على إسـماعيـل

 مصطفى محمد محمد السيد ،عبدالوهاب

 جامعة الأزهر ،القاهرة ،كلية الطب بنين ،قسم التخدير والعناية المركزة

تمممممح اثمممممعدياة لممممم ا لي ممممميع لعات مممممح ا لمممممح   مممممي ال    ممممم   ال  ا  ممممم    ممممم   :خلفيةةةةةة البحةةةةة 

أصمممممم ا لممممممال ا لممممممح   ممممممي ال    مممممم   ال  ا  مممممم   مممممم  أ مممممم    مممممم  أ  ت ممممممي   ا ثممممممع      

 .    للإ ه د  الضغط ال ص ي ل ص ا أث ث   في ل ح العاي  التس ولو

دراثمممممم  ف  ل مممممم  تسمممممما   اا    قثممممممعايا  ال و مممممم   فمممممموا الصمممممموت    :الهةةةةةةدل مةةةةةةن البحةةةةةة 

لعامممممي   ال ضمممممم   ال    مممممم  الضل  مممممم   ض رتمممممم    ل ضمممممم   ال ل  مممممم  ال سع   مممممم    ممممممي ال    مممممم   

ال  ا  ممممم  ا ر  ممممم  فمممممي   تمممممك  ا مممممي لممممم  ل  ممممم  اثمممممعها  ال سممممما    ل ممممم   ممممميار ا ر ممممم  

 . ال ش    ث ل  ا  لي

ل  ممممم ل ال    ممممم   ا عا  ممممم  ل    ممممم  ا   ممممم  تمممممح   مممممي  وافضممممم  ا :حةةةةة المرضةةةةةي وطةةةةةرق الب

ال  ا  مممممم  إعع مممممم ر تسمممممم ول  مممممم  ال   مممممم  ال ضمممممم ر لهممممممح ا  مممممم ا  ا عع مممممم ر  ل     مممممم   

،  تممممممح تضسمممممم  هح لشمممممموات   إلمممممم   مممممماة    ولمممممم    عسمممممم      ا ر  مممممم  فممممممي ت   مممممم   ا مممممميع

ل و مممممم ي ،    ولمممممم  العاممممممي   اال و مممممم ي ل  ضمممممم   ال    مممممم  الضل  مممممم     ولمممممم  العاممممممي  

،   مممممممي تمممممممح   ا  ممممممم     ال ل  ممممممم  ال سع   ممممممم ،     ممممممم ف  إلممممممم     ولممممممم  المممممممعداحل  ضممممممم

ال ا مممممم   الد و مممممم  ل    مممممم    در مممممم  ا لممممممح   ثممممممعايا   ض مممممم   الع     مممممم  ال صمممممم      ممممممي 

ال  ا مممممم   عمممممم  ت مممممم   ا ر مممممم   ال شمممممم    ثمممممم ل   ا  لمممممم .   مممممم  تممممممح رصممممممي   مممممم  إ ع مممممم ل 

ثممممممممعها  الا ممممممممي ،   مممممممملل  رصممممممممي للإ  ا لممممممممحال   مممممممم    خ   لمممممممم   امممممممميرع لعسمممممممما 

ل شممممم    ثممممم ل  ا  لمممممي   مممممي ل  ضممممم     ال اممممميرع  ممممم    ممممم  ال   ممممم  فمممممي عممممماخ ا ر ممممم   ا
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 ضمممممم لت    مممممم    ممممممي ال  ا مممممم   تسمممممم   ه ،  أع مممممم ا در مممممم  ،   مممممم  تممممممح رصممممممي أ  ال  ا مممممم 

 .،  ح تح تس    ال ع تج  تد   ه  إ ص ت  ر   ال    

ي ل  ضمممممم   ال    مممممم   شممممممت  تعمممممم تج  مممممملي اليراثمممممم  أل العاممممممي   ال و مممممم  :نتةةةةةةاحث البحةةةةةة 

الضل  مممممم   و همممممم     ل و مممممم   فمممممموا الصمممممموت    مممممم ل ا ثمممممم و  ا   مممممم  ف  ل مممممم  فممممممي تمممممموف   

تسمممما   ا لممممح   ممممي ال    مممم   ال  ا  مممم  ا ر  مممم   مممم    تممممك  ا ممممي  مممم  ا ثممممعض ار العمممم   فممممي 

المممممي رع الي و مممممم   ال    ممممم   الد و مممممم    ل ض رتممممم   مممممم  العامممممي   ال و مممممم ي ل  ضممممم   ال ل  مممممم  

.   إثممممممعايا  ال سمممممما    الور ي مممممم  فضممممممط     ل و مممممم   فمممممموا الصمممممموت   أال سع   مممممم   و همممممم

  مممممممم   شممممممممت  ال عمممممممم تج أل العاممممممممي   ال و مممممممم ي ل  ضمممممممم   ال ل  مممممممم  ال سع   مممممممم   و همممممممم   

  ل و مممم   فممممموا الصممممموت   لي مممممخ الضمممميرع ل ممممم  تممممموف   ع ممممم ر  ثمممم ط  ممممم   العامممممي   ال ممممم    ممممم  

  ضمممممم   ال    ممممممم  تسمممممما   ال هممممممم   الور ممممممي   العامممممممي   ال مممممم    ممممممم  العاممممممي   ال و ممممممم ي ل

،    امممممم  أل  اممممممول  ثمممممم    ف  لمممممم  ل ممممممي       مممممم   و همممممم     ل و مممممم   فمممممموا الصمممممموت  الضل

  امممممم  إ مممممم ا  العاممممممي   ال و مممممم ي ل  ضمممممم   ال    مممممم  الضل  مممممم   و همممممم     ل و مممممم   فمممممموا 

 .الصوت  

إثممممممعايا  العاممممممي   ال و مممممم ي ل  ضمممممم   ال    مممممم  الضل  مممممم   قثممممممعايا  ال و مممممم    :الاسةةةةةةتنتا 

إثمممممعايا  العاممممممي   ال و مممممم ي ل  ضممممم   ال ل  مممممم  ال سع   مممممم   مممممموف ا  فممممموا الصمممممموت     مممممملا

ل  ضممممم  ف  لممممم  ل سممممم ل ع ل ممممم  ا لمممممح   مممممي ال    ممممم   ال  ا  ممممم  ا ر  ممممم  فمممممي ت   ممممم   ا ممممميع 

 ممممممم  تتممممممموا العامممممممي   ال و ممممممم ي ل  ضممممممم   ال    ممممممم  الضل  ممممممم  ل ممممممم  العامممممممي   ال و ممممممم ي 

،   ممممملا    ممممم  لمممممح ممممم  در ممممم   ا لمممممح   ممممميع تسممممما   ا ل  ضممممم   ال ل  ممممم  ال سع   ممممم   ممممم   

إثممممممممعها  ال سمممممممما    ل مممممممم  المممممممم اح  مممممممم  أل العاممممممممي   ال و مممممممم ي ل  ضمممممممم   ال ل  مممممممم  

ال سع   ممممممم   ممممممم  اخ أثمممممممه  فمممممممي ل  ضممممممم  إلل تمممممممخ لممممممم  العامممممممي   ال و ممممممم ي ل  ضممممممم   

 ال      الضل   .


