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Abstract: Numerous multimodal analgesic methods have been attempted to provide adequate analgesia for upper and lower midline 

incisions of morphine, reduce peripheral use of morphine, and limit such side effects. Rectus Sheath Block (RSB) is a useful technique 

for the limited benefit of the elderly. Abdominal surgery, which requires a long midline incision, is associated with severe pain 

management. The goal of many multimodal analgesic methods is to incorporate appropriate analgesia into some incisions to minimize 

the maximum use of morphine and thus reduce the side effects. Recent randomized clinical trial (RCT) data suggest that the ultrasonic-

guided topical technique may be an effective component of multiple postoperative multimodal postoperative analyzes with limited side 

effects. Abdominal lateral muscle block (TAP) has become popular in recent years. However, enough blocks to cut the midline above 

and below the navel are not completely achieved by the TAP block alone. Sensitive blueprint for back TAP block is suggested from T10 

to L1, while sub-coastal blocks, TAP-T5 to T9. Therefore, both blocks complement each other and can be used in combination to relieve 

pain in T5 to L1 classes. Indeed. The use of large amounts of local anesthetic is not safe, so the procedure is considered impractical. 
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1. Introduction 
 

Rectum sheath block (RSB) is an old technique that has 

gained new clinical interest. It was first introduced into 

clinical practice in 1899. Until then, it was used for 

analgesia and surgical muscle relaxation. The RSB should 

meet the midline incision. Like central non-neural regional 

anesthesia, the RSB blocks of the abdomen provide only 

anal analgesia of inflammatory pain, not nerve origin. The 

anterior branches of the lower six thoracic and first lumbar 

sensory nerves travel in the TAP and enter medially into the 

rectus sheath, passing between the rectus muscle and the 

posterior sheath. They enter the lumbar region through 

the muscles of the rectus and disrupt the supply of skin from 

the midline, which extends almost to the nearest upper 

pelvic spine. Local anesthetic (LA) can be applied between 

the muscle and the posterior joint because the posterior part 

of the arch lines limits the extent of the LA solution to the 

posterior border. The purpose of this review is to identify 

the physical structures associated with TAP (transverse 

abdominal plane) and RSB (rectus sheath block) ultrasound 

techniques. We will discuss its analgesic effects on a variety 

of surgical procedures, both as a single shot and as 

a permanent injection through a catheter. 

 

1.1 Ultrasound-Guided Rectus Sheath Block 

 

Real-time ultrasound guidance is our preferred method for 

placing the rectus sheath block as it ensures that the local 

anesthetic is effectively placed in the rectus muscle in front 

of the rectus sheath. A linear ultrasound transducer is placed 

on the abdomen in a transverse position that coincides with 

the surgical incision (typically between T8 and T11 

dermatomes). In the middle of the abdomen, Linea Alba can 

be seen on the ultrasound screen. The probe is then 

transferred laterally to identify the subcutaneous tissue and 

rectus muscle along the peritoneum. On the lateral edge of 

the rectus muscle, external tilt, internal tilt, and transverse 

abdomen can be identified. The tip of the needle is only 

short on the lateral part of the rectus muscle. Correct 

placement is confirmed when the injection cleanses the 

rectus muscle with the rectus sheath. The constant hydro-

dissection while moving the needle is invaluable in 

effectively identifying the correct plan. The usual dose is 10 

and 15 ml of local anesthetic per side or 0.25 ml / kg in 

pediatrics. Another approach is to use small doses at two 

different levels for each incision when a large incision needs 

to be covered. Dexamethasone or dexmeditomidine can be 

added to the local anesthetic to increase the duration of the 

blockage. 

 

1.2 Clinical Applications 

 

Local anesthetic deposition inside the posterior rectus sheath 

bilaterally affords dense and predictable analgesia over the 

middle anterior wall from the xiphoid system to the 

symphysis pubis. Therefore, it is used for surgical procedure 

with a midline (or paramedian) stomach incision. The 

Abdominal Muscle Block does not relieve the abdominal 

muscles. The abdominal muscle block relieves body pain in 

the formation of the belly wall on the floor of the 

peritoneum. For deep peritoneal surgical operation (such as 

bowel resection), there is generally a deeper aspect of 

visceral pain and systemic analgesia is routinely performed. 

If oral intake is allowed after surgery, the gorgeous 

analgesic regimes are frequent paracetamol, typical non-

steroidal anti-inflammatory drugs, and oral opiate if needed. 

Patients the usage of stomach direct muscle catheters 

generally have lower ache ratings and decrease opiate 

requirements, but the actual advantages are now not yet 

scientifically defined. It is now not individual for patients 

now not to use opioid pills on the first day after a massive 

belly opening. Early mobility rectus sheath catheter 

approach is a main advantage. Excellent anesthesia is mixed 

with the motor block of the limb and is not necessarily 

associated with the infusion device or the IV pole, which can 

help sufferers get in shape quickly. It is frequent for patients 

with rectal catheters to walk within 48 hours of a 

laparotomy. Major scientific advantages are suggested, such 

as lesser vein thrombosis and pulmonary embolism, less 

atrial fibrillation and much less respiratory infections, and 

less chance of motor conditioning. 
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1.3 Ultrasound-Guided TAP Block 

 

This was first described in 2001 as a TAP (transverses 

abdominis plane) block technique using the landmark 

method. Only after the introduction of ultrasound-guided 

technology in 2007 did the TAP block become more 

widespread in clinical practice. However, over the past 20 

years, this has been the case since the advent of ultrasound-

guided technology in 2007. TAP block is often used in 

clinical practice. It has been one of the most studied methods 

in regional anesthesia for the past 20 years. Following the 

initial description of the ultrasound guided procedure, a 

number of technical modifications, including lateral, dorsal, 

sub-coastal, and continuous catheter techniques, have been 

identified. The same procedure is sufficient for surgical 

incisions dissection, because each of them has different 

dermatomegaly. The lateral TAP block usually provides a 

dermatomal range from T10 - T12, but the posterior TAP 

solution protects T9 - T12 and is analgesic with some 

visceral analgesics. The sub-coastal TAP technique provides 

a dermatomal T6-T9 range and is generally adequate for 

abdominal operations. Ultrasound guided procedures using a 

pioneering technique are recommended to ensure proper 

storage of local anesthesia between the transverse abdominal 

muscle and the internal oblique muscle. In addition, 

ultrasound can help reduce the risk of complications such as 

vascular or visceral punctures. 

 

1.4 Clinical Applications 

 

Lateral and Posterior TAP blocks: A high frequency linear 

probe is typically ideal for block display. Pathologically 

obese patients with a rotating system may require a low 

frequency examination. After extensive skin preparation 

with antiseptic, we recommend starting a scan of the rectus 

membrane block (similar to that described earlier) to 

identify the rectus muscle. By pushing the ultrasound probe 

in the direction of the iliac crest parallel to the Tuffier’s line, 

three lateral abdominal wall muscles (external oblique, 

internal oblique and transverse abdominal muscles) are 

clearly visible. When the muscles of transverses abdominis 

are scanned posteriorly, they can be seen taper. Since 

posterior TAP blocks have been shown to provide greater 

analgesia and greater proliferation than longer TAP blocks, 

posterior TAP blocks should be the preferred method in 

clinical practice.  

 

Subcostal TAP block: As the name suggests, the position of 

the ultrasound probe is parallel to the subcostal edge at the 

base. A similar scanning technique is used with TAP level 

detection to identify the rectal muscle. Typically, the 

transverse abdominal muscles can be seen behind the lateral 

portion of the rectus abdominal muscle, while ultrasound 

glides. Three lateral abdominal wall muscles can be 

visualized on a lateral scan. 

 

Comparison between rectus sheath block and transverses 

abdominis plane block: 

 (TAP) block is an alternative technique for relieving 

abdominal wall pain. TAP block is performed by placing a 

local anesthetic between the internal oblique and lateral 

abdominal muscles in the abdomen. The distribution of 

sensory barriers is different from those found in 

abdominal muscle blocks. The abdominal muscle block 

reliably provides a sensory block in the middle of the 

abdomen. Compared to TAP blocks, the sheath of the 

rectum is shorter.  

 For this reason, the rectus sheath block is only useful if 

the catheter is placed and the rectus plane is delivered 

regularly and permanently. In contrast, single injection 

TAP blocks are well suited for single shot interruptions 

because multiple studies have shown a permanent 

reduction in pain scores and opium intake for several days 

after surgery. 

 

1.5 TAP block versus RSB usage 

 

For lengths above the uterus for intermediate or paramedic 

incisions, the technique of choice is a rectal scalpel catheter. 

A bilateral catheter is required for a median incision, while a 

unilateral rectal station catheter is required at the surgical 

site for a paramedian incision (over a single rectus muscle). 

Standard tape blocks can be used for lateral or peptic 

incisions under the umbilical cord. An oblique sub-coastal 

TAP block can be used. For transverse or Kocher 

incision above the umbilicus, an oblique subcostal TAP 

block can be used. If a transverse incision is above 

the umbilical cord and involves both rectus sheath and TAP 

territory, a combination of the two techniques can be used. 

Care must be taken not to exceed the safe dose of anesthetic, 

especially when using combination techniques. 

 

1.6 Dangers and Limitations 

 

Any regional strategy carries the risk of infection, bleeding, 

or damage to the local constitution. It is important to know 

that the internal and inferior epigastric vessels move behind 

the rectus sheath and there is the possibility of inserting a 

catheter or the tip of a needle into these vessels. 

Intravascular administration of local anesthesia can 

inadvertently cause catastrophic consequences. Rectal 

hematoma can occur if the epigastric vessels are damaged. If 

the sonoanatomy is not correctly identified or the position of 

the needle is not accurately followed by ultrasound, the 

posterior rectum, peritoneum, and intestine may be 

perforated. The use of .G ultrasound technology for the math 

block of the rectum has significantly reduced this risk. For 

technical safety, it is important to avoid rectal catheters and 

the external position of the main nerve or main vein. 

 

Manual intermittent administration of the rectal sheath 

catheter begins the risk of infection (because sterile systems 

often reach). There is also a risk of serious medication errors 

if 20 ml of local anesthetic is given by the wrong route, such 

as intravenously. These problems can be overcome by using 

a mechanical intermediate dosing device that is continuously 

connected to the catheter system. This eliminates the risk of 

contamination and human error due to the administration of 

anesthetics. The disadvantage of this strategy is that 

additional equipment can be attached to the patient and some 

of the benefits of early mobilization can be lost. To date, no 

complications associated with ultrasound-guided placement 

of rectal sheath catheters have been reported. Keep in mind 

that rigorous aseptic techniques, ultrasound guidance, and 

attention to signs of intravascular placement may reduce the 

risk of this technique.  
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TAP Block Limitation: Most reports limit the use of this 

technique to reduced abdominal surgery, which is about 

85% with experienced hands (this percentage can be lower 

among inexperienced people). There is sex). It provides 

analgesia to the skin, muscles, and parietal peritoneum of the 

anterior abdominal wall, but does not cover pain in the 

abdominal pelvis and intestines. The analgesic effect lasts 

for 48 hours, but some patients need longer pain relief. 

 

1.7 Complications of RSB/TAP blocks 

 

Rectus Sheath Block: Complications are rare, but may 

include puncture of the lower epigastric vessels and 

peritoneal injection. Peritoneal injection is more feasible 

than energy loss technique and can be avoided with 

ultrasound. Aspiration prior to injection reduces the risk of 

direct intravascular administration of the anesthetic. It is 

thought to be particularly difficult to block in patients with 

overweight and abdominal distention. A retroperitoneal 

hematoma in the right para-aortic region, extending from the 

uterus to the pelvic rim of the uterus, has been reported 

following a blind perimbibilical RSB  

 

TAP block: in general, the tape blocks have shown a good 

profile of safety to date. A major motivation for the 

widespread use of tape blocks is the fact that, in addition to 

the recently published liver damage and intestinal 

hematoma, there are some difficulties due to tape blocks in 

the current literature. Anesthesiologists using tape blocks 

should be aware of the possibility of visceral damage if the 

needle is accidentally too far away. Catheter technique can 

cause more difficulties than a single stroke. Temporary 

paralysis of the femoral nerve is a possible complication due 

to the proximity of the TAP and the femoral nerve. There is 

always the possibility of minor undeveloped complications. 

 

2. Future Developments 
 

Clinical use of rectal membrane catheters is growing rapidly. 

For some anesthesiologists, this technique is already 

standard for an alternative laparotomy. Sheath rectal 

catheters are very useful for emergency laparotomy. 

Significant benefits in the intensive care unit after 

abdominal surgery are due to increased use of this patient 

population. 

 

3. Conclusion 
 

The rectus sheath block is helpful, but unfortunately it is a 

less widely used technique in the adult population. Despite 

the ease of use for unskilled anesthesiologists, there is 

limited literature on the usefulness of RSB in various forms 

of abdominal surgery. The huge identifiable size of the 

rectus muscle is an easy technique to master the RSB. TAP 

block is a new regional anesthetic technique that provides 

anal anesthesia after abdominal surgery. TAP Block reduces 

IV morphine requirements by more than 70% and 

consequently reduces opioid-mediated side effects. Because 

of its relative simplicity and effectiveness, it is popular all 

over the world. The tape block is promising enough for its 

effectiveness, low complexity rate and simplicity. It should 

be used more often in daily practice. 
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