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In Reply:
We thank for Drs. Stites-Hallett and Larson for their
comments regarding our article on postoperative pain
management.1 First, we agree that there are different types
of hysterectomy (e.g., open abdominal, radical abdominal,
laparoscopic-assisted vaginal, and simple vaginal) and nephrectomy procedures. Unfortunately, our discussion on
nephrectomy left out the word “laparoscopic.” An open nephrectomy will have the same problems as an open colonic
resection, where postoperative epidural analgesia is in fact
evidence-based. According to the PROSPECT Web site,*
the group has concluded, on the basis of the available literature on single modality analgesic interventions for hysterectomy procedures, that in low-risk patients, postoperative epidural analgesia is not cost-beneficial compared with simply
* http://www.postoppain.org. Accessed August 12, 2009.
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using systemic multimodal nonopioid analgesics. However,
it may be considered in high-risk patients. Drs. Stites-Hallett
and Larson quote many earlier studies on the metabolic benefits of postoperative epidural analgesia; at the time they were
published, they were important. However, with modern fasttrack methodology,2 the hospital stay has been minimized,
and recovery no longer requires continuous epidural analgesia after hysterectomy procedures. It is true that there are
some obvious benefits from intraoperative epidural analgesia
with respect to pain control and prevention of postoperative
nausea and vomiting in the early recovery period. Yet the use
of effective multimodal nonopioid analgesia from the time
the patient emerges from anesthesia has obviated the need for
more invasive analgesic techniques such as epidural analgesia.
For more extensive hysterectomies in high-risk patients, a
different approach may be appropriate. However, the intention of our article was to give our view based upon the most
recent literature. As with practice guidelines, well-argued
considerations can justify deviation from these very broad
recommendations in specific situations.
Paul F. White, Ph.D., M.D.,† Henrik Kehlet, M.D., Ph.D.
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