Suppl. Table 1. The characteristics of included clinical trials

	Author
	Publication year
	Surgical procedure
	Sample size (TAP/control)
	Interventions
	Intra-operative anesthesia
	Postoperative analgesics
	Outcomes

	Bharti N et al [9]
	2011
	Open colorectal surgery
	20/20
	TAP block group: The subjects received TAP block with 20 ml of 0.25% bupivacaine on each side of the abdominal wall; Control group: TAP with 20 ml 0.9% normal saline on each side of the abdominal wall. The TAP block was performed at the end of the surgery before fascial closure.                                  
	Anesthesia was induced with IV morphine sulfate 0.15 mg/kg and propofol 2 to 2.5 mg/kg and maintained with a propofol infusion 50 to 150 μg/kg/min and 35% oxygen in nitrous oxide. Neuromuscular blockade was achieved with vecuronium bromide (0.1 mg/kg).
	All patients received IM diclofenac 1.5mg/kg every 8 hours; morphine was administered on demand by the patient or if the visual analog scale (VAS) score was >3 on assessment.
	1,4

	Walter CJ et al [10]
	2013
	Laparoscopic colorectal surgery
	33/35
	TAP block group: patients received bilateral, ultrasound-guided TAP blocks with 40 ml of 2 mg/kg levobupivacaine split equally between sides (up to a total maximum dose of 150 mg); Control group: the patients received bilateral, ultrasound-guided TAP without injection. The TAP block was performed after induction of anesthesia.
	A standardized anaesthetic composed of induction with 100 mg fentanyl, 3–5 mg/kg propofol, and 0.6 mg/kg rocuronium. Maintenance was achieved with oxygen/air and volatile anaesthetic, with intraoperative titration of intravenous morphine according to the anaesthetist’s assessment.
	Postoperative intravenous (IV) antiemetic regimen consisted of 8 mg dexamethasone administered at induction and 4 mg ondansetron administered at completion of surgery along with a standardized analgesic regimen composed of six hourly IV paracetamol (1 g) and a morphine PCA delivering 1 mg/ml boluses with a 5-min lockout period.
	1,2,3

	Keller DS et al [11]
	2014
	Laparoscopic colorectal surgery
	41/38
	TAP block group: patients received TAP blocks with a 0.5 ml/kg of 0.50% Marcaine (bupivacaine) for a maximum of 30 ml; Control group: TAPs blocks with a 0.5 ml/kg of 0.9% normal saline for a maximum of 30 ml. The TAP block was performed at the end of the surgery before fascial closure.
	Not report
	A morphine patient-controlled analgesia (PCA) was initiated for all patients; receiving gabapentin 300 mg orally twice a day for 72 hours; Toradol 15 mg intravenously every 6 hours for 48 hours, and Tylenol 1 g every 6 hours.
	2,3

	Smith SR et al [12]
	2015
	Laparoscopic colorectal surgery
	68/74
	TAP block group: patients received bilateral, ultrasound-guided TAP blocks with 40 ml of 3 mg/kg ropivacaine split equally between sides; Control group: the patients received standard intraoperative and postoperative care. The TAP block was performed after induction of anesthesia.
	Anesthesia was standardized. Propofol was used for induction, while either atracurium or rocuronium was used as a muscle relaxant, and desflurane or sevoflurane were used for maintenance. Intraoperative analgesia was achieved using intravenous fentanyl. Ventilation was achieved using a minimum of 70 % oxygen
	Patient-controlled analgesic (PCA) devices were used postoperatively for analgesia, using fentanyl in 20 μg boluses, 5-min lockout intervals, and with no background infusion.
	1,4

	Torup H [13]
	2016
	Laparoscopic colonic resection
	29/34
	TAP block group: patients received bilateral, ultrasound-guided TAP blocks with ropivacaine 0.5% (20 ml on each side); Control group: the patients received bilateral, ultrasound-guided TAP blocks with 40 ml 0.9% normal saline. The TAP block was performed after induction of anesthesia.
	Anaesthesia for all patients was maintained with a standardized protocol: propofol as required and remifentanil in a fixed dose (0.4 ml/kg/h). At the end of surgery, each patient had 1.5 mg/kg of fentanyl administered intravenously (i.v.)
	A standardised analgesic regimen with oral paracetamol 1 g and ibuprofen 400 mg, repeated every 6 h thereafter; a patient-controlled analgesia (PCA) device set up: this was programmed to give a 2.5mg i.v. bolus of morphine, with a 10-min lockout period.
	1,2,4

	Tikuisis R [2]
	2016
	hand-assisted laparoscopic colon surgery
	32/32
	TAP block group: patients received bilateral, ultrasound-guided TAP blocks with 20 ml of 0.375% ropivacaine; Control group: the patients received bilateral, ultrasound-guided TAP blocks with 20 ml 0.9% normal saline. The TAP block was performed after induction of anesthesia.
	General anaesthesia was provided to all patients using fentanyl 1.5μg/kg and propofol 2 mg/kg for induction, and tracheal intubation was achieved with rocuronium; anaesthesia was maintained with sevoflurane in a mixture of air 40% and oxygen 60%, and end-tidal concentration of sevoflurane was adjusted to maintain the bispectral index within range between 40 and 60.
	A patient-controlled analgesia (PCA) device set up: continuous infusion of 0.1–0.9 μg/kg/h fentanyl and intravenous ketorolac 30 mg locked out at 2 h for a maximum daily dose of 90 mg.
	1,2,3,4

	Oh TK [14]
	2017
	Laparoscopic colorectal surgery
	28/27
	TAP block group: patients received bilateral, ultrasound-guided TAP blocks with 0.5mg/kg of 0.25% bupivacaine; Control group: the patients received bilateral, ultrasound-guided TAP blocks with equal amount of 0.9% normal saline. The TAP block was performed after induction of anesthesia.
	General anesthesia was induced with 5 mg/kg thiopental sodium, 100μg fentanyl, sevoflurane, and 0.15 mg/kg vecuronium according to standardized general anesthesia guidelines. Anesthesia was maintained by oxygen/air and an inhalation agent (sevoflurane).
	PCA regimen included 0.5 mg/ml morphine and 10μg/ml fentanyl in a volume of 100 ml normal saline, with a background infusion rate of 1 ml/h, bolus dose of 0.5 ml,and lockout time of 10 min.
	1,2,3,4


NOTE:  1,  Total morphine consumption in 24 hours after colorectal surgery; 2,  Pain intensity at rest and on movement;  3,  Length of hospital stay;  4,  Postoperative nausea and vomiting. 
Suppl. Table 2. Quality assessment of clinical trials using Cochrane Collaboration’s tool
	Trials
	Random sequence generation
(selection bias)
	Allocation concealment
(selection bias)
	Blinding of participants and personnel
(performance bias)
	Blinding of outcome assessment
(detection bias)
	Incomplete outcome data
(attrition bias)
	Selective reporting
(reporting bias)

	Bharti N et al [9]
	Low
	Low
	Low
	Low
	Low
	Low

	Walter CJ et al [10]
	Low
	Low
	Low
	Low
	Low
	Low

	Keller DS et al [11]
	Low
	Low
	Low
	Low
	Low
	Low

	Smith SR et al [12]
	Low
	Low
	Low
	Low
	Low
	Low

	Torup H [13]
	Low
	Low
	Low
	Low
	Low
	Low

	Tikuisis R [2]
	Low
	Low
	Low
	Low
	Low
	Low

	Oh TK [14
	Low
	Low
	Low
	Low
	Low
	Low


