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We thank Sarridou and colleagues for their interest in 
our article about anesthesia for minimally invasive cardiac 
surgery and appreciate the comments made in their letter. 

We agree that years of patient experience confirm that 
the use of low dose fentanyl/alfentanil infusions, with 
the addition of low-dose ketamine, can provide effective 
analgesia and cannot be considered inferior to epidural 
analgesia. However, despite clinical trials showing non-
inferiority, a significant proportion of patients continue to 
experience opioid related side effects in practice-commonly 
delirium, respiratory depression, nausea and vomiting, over-
sedation and poor mobilizing after surgery. Ten percent 
of cardiac surgical patients have recently been shown 
to progress to persistent opioid use 3–6 months post-
operatively when prescribed regular opioid analgesia on 
discharge (1). 

We agree that thoracic wall blocks like Serratus plane 
block or erector spinae blocks can be used effectively in 
many patients. However, pain after cardiothoracic surgery 
is multifactorial. Pain and the inability to mobilize or 
do respiratory exercises related to an intercostal drain 
requires different interventions than that caused by 
pleural inflammation. Chest wall blocks may not always 
be sufficient to provide effective analgesia on their own 
and a thoracic epidural still has its role here, especially in 
patients with complex pain issues and those with borderline 
respiratory function. In addition, thoracic epidural analgesia 
has been shown to be associated with reduced mortality and 
appears to be safe with a hematoma rate of 1:3,552 (2).

We believe that all the modalities mentioned by the 

authors and in our paper have their place in clinical 
practice. Recently, published guidance by the British Pain 
Society sums it up succinctly: ‘Goals of pain management 
must be matched to the type of surgery and to the stage of 
recovery’ (3). In other words, in early stages after cardiac 
surgery the goal is to facilitate early, assisted mobilization 
and respiratory function and in later stages increasingly 
independent mobilization. We believe that opioid sparing 
or opioid free techniques are better suited for minimally 
invasive surgery but agree with Sarridou et al. that an 
analgesic regimen should be tailored to individual patients’ 
needs and institutional practice. We have previously 
demonstrated a trend towards faster recovery and 
comparable efficacy of an opioid free anesthetic technique 
after thoracic surgery for lung cancer when compared with 
standard morphine-based analgesia (4). In our institution 
we have experience with performing both minimally as well 
as standard cardiac and thoracic surgery with a completely 
opioid free anesthetic technique. As surgical technique 
evolves, we believe that analgesia must evolve along with it 
to provide an effective and safe perioperative environment 
for patients.
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