Gestione e prevenzione del
dolore acuto post-operatorio
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post-operative pain (POP)

“E’ un dolore acuto che insorge nel periodo peri-operatorio in un paziente chirurgico a causa
della patologia preesistente e/o dell’intervento chirurgico (es. ferita, trazione somato-
viscerale, trauma diretto, tubi di drenaggio chirurgici, drenaggio toracico, sondino naso-
gastrico, catetere vescicale, complicazioni) ed abitualmente confinato in un periodo di
sette giorni dopo l'operazione chirurgica”

ASA: Task force on pain management, Acute Pain Section. Anesthesiology 2005



- mixed in components:

- mixed in components: nociceptive Vs neuropa

- now: POP may become persistent (P/C-PSP)
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originally considered only as “acute”: it goes on as

long as the stimuw_s goes * A
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» Stimolazione nocicettori viscerali

» Stimolo principale: distensione

> DOLORE MAL LOCALIZZATO, CUPO E

PROFONDO



PogBtatico

z Stimolazione nocicettori di strutture somatiche (cutanei,
muscoloscheletrici, tendinei, fasciali, periostei, etc)

» DOLORE VIVO E BEN LOCALIZZATO



» Sensibilizzazione midollare a qualsiasi evento
lesivo

» Lesioni neurologiche

2 Anestesia, iperalgesia, ALLODINIA

Central Neuroplasticity and pathological pain. Ann N'Y Acad Sci 2001 Mar;933:157-174.
Neuropathic Pain: implications for the surgeon. Surg Clin North America 2005 Apr;85(2):225-236.



COMPONENTI

del dolore

e SENSAZIONE
° SOFFERENZA

* COMPORTAMENTO

FORDYCE W.E. “Learning processes of pain” - In: Sternbach (Ed) : The
psychology of pain. Raven Press, New York, 1978



Tra STIMOLO NOCIVO tessutale ed ESPERIENZA
SOGGETTIVA sono interposti fenomeni chimici ed
elettrici CLASSIFICABILI IN 4 DISTINTI
PROCESSTI:

TRASDUZIONE — Trasmnssuon;

MODULAZIONE ! /I perceziohe




" SISTEMI MODULANTI DISCENDENT!

circuiti e neurochimica del sistema
discendente di controllo del dolore

Vie noradrenergiche
(recettori alfa)

Vie serotoninergiche
g (recettori 5HT;)




cosclente

. corteccia somato-estesica (sensazione)

. corteccia prefrontale (comportamentale)

. S. limbico (+ricordi = umore)

percezione cosciente = corteccia cerebrale

comp. emozionale = s.limbico



dolore = tristezza, ansia, irrequietezza

euforia, choc = meno dolore

stati ansioso-depressivi = piu dolore
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sistema nervoso autonomo




surgical STRESS




POP COME

conseguenze organiche riflesse di fenomeno fisiologico



DOLORE =

SEGNALE DI
ALLARME

FUNZIONE PROTETTIVA



PHYSIOLOGY..
becomes..PATHOLOGY



Analgesia: OBIETTIVI

9 RIDURRE L'INCIDENZA E LA GRAVITA’ DEL DOLORE POSTOPERATORIO

9 PREVENIRE LE COMPLICANZE POSTOPERATORIE LEGATE AL DOLORE

9 RIDUZIONE DELLO STRESS CHIRURGICO

9 PREVENIRE LA SENSIBILIZZAZIONE




Mo Pain Minor Pain Moderate Pain
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Feeling MNagging, annoying, but doesn'tinterfere = Interferes significanthy with daily Disabling; unable to perform daily living activities.
perfectly | with most daily living activities. Patient living activities. Requires lifestyle LUnable to engage in normal activities. Patient is

normal able to adapt to pain psychologicallyand = changes but patient remains disabled and unable to function independently.
with medication or devices such as independent. Patient unable to
cushions. adapt pain.
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: Cochrane
Library

Cochrane Database of Systematic Reviews

Single dose intravenous paracetamol or intravenous

propacetamol for postoperative pain (Review)

McNicol ED, Ferguson MC, Haroutounian S, Carr DB, Schumann R

Since the last version of this review, we have found 39 new studies providing additional information. Most included studies evaluated
adults only. We reanalyzed the data but the results did not substantially alter any of our previously published conclusions. This review
provides high quality evidence that a single dose of either IV’ paracetamol or IV propacetamol provides around four hours of effective
analpesia for about 36% of patients with acute postoperative pain. Low to very low quality evidence demonstrates that both formulations

are associated with few adverse events, although patients receiving IV propacetamol have a higher incidence of pain on infusion than
both placebo and IV paracetamol,



Acta Anaesthesiol Scand 2014; 58: 1165-11581 & 2014 The Acta Anaesthesiologica Scandinavica Foundation.
Printed in Singapore. All rights reserved Fublished by John Wiley & Sons Ltd

ACTA ANAESTHESIOLOGICA SCANDINAVICA
doi: 10.1111/aas. 12382

Review Article

Post-operative analgesic effects of paracetamol, NSAIDs,
glucocorticoids, gabapentinoids and their combinations:
a topical review

]. B. Danr, R. V. NieLsEN, |. WETTERSLEV, L. NikoLAjsEN, K. HaMunEN, V. K. KonTINEN, M. 5. HANSEN,
]. ]. Kjer and O. MATHIESEN; SCANDINAVIAN POSTOPERATIVE PAIN ALLIANCE (SCAPALLI)
Department of Anaesthesia 4231, Centre of Head and Orthopaedics, Rigshospitalet, University of Copenhagen, Copenhagen, Denmark

¥ paracetamol < FANS
@ FANS = Coxib = opioid sparing (10/20 mg) and AEs

¥ paracetamol + FANS >> analgesia
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hyper reactivity of central neurons




central

Available online at www.sciencedirect.com _
Pharmacology
BEIEHEE@EIHEET* &-
Therapeutics

Pharmacology & Therapeutics 107 (2005) 139 - 154

www.elsevier.comAocate/pharmthera

Associate editor: L. Ballou

COX-dependent mechanisms mvolved 1n the antinociceptive action
of NSAIDs at central and peripheral sites

- - - - 3
Maria Bunan, Gerd Geisslinger

pharmazentrum frankfurt/ZAFES, Institut fiir Klinische Pharmakologie, Klinikum der Joham-Wolfeang-Goethe-Universitdt Frankfurt,
Theodor-Stern-Kai 7, 60590 Frankfurt/Main, Germany
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Libre nervose
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SPECIAL ARTICLE

Epidural Technique for Postoperative Pain
Gold Standard No More?

Narinder Rawal, MD, PhD



Brendan T. Finucane

Ban C.H. Tsui
Editors

Complications of
nal Anesthesia

Principles of Safe Practice in
Local and Regional Anesthesia

Third Edition

@ Springer

1. Ematoma spinale

2. Infettive

3. Puntura durale

4. T.esionl nervose
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5. Complicanze minor



E J A Eur J Anaesthesiol 2022; 39:100-132

4/ PODCAST

Regional anaesthesia in patients on antithrombotic drugs
Joint ESAIC/ESRA guidelines

Sibylle Kietaibl, Raquel Ferrandis, Anne Godier, Juan Llau, Clara Lobo, Alan JR Macfarlane,
Christoph J. Schlimp, Enk Vandermeulen, Thomas Volk, Chnstian von Heymann,
Momé Wolmarans and Arash Afshan




DEFINIZIONE ALTI/BASSI DOSAGGI

Table 1 Categorisation of DOAC doses

Rivarozaban Edoxaban Dabigatran
Venous thromboembolism prophylanis after major orthopasdic surgery (hip or knee replacement surgery] — fow doses
Dosage 10mg daily 2.5mg BID HA 220mg x1 daly
Dosage adjustments Ma Mo 150mg x1 dasly if: CrC1 30
te 60 mimin~'; ar
age>7E; ar

concomitant use of
verapamil, amiodarone,
or quinidine
Stroke presvention in nomalvalar atrial fibriliation — figh doses

Dosage: Hhmyg daily Emg BID B80myg daily 150mg BID
Diosage adjustments 15mg daily if GrCl 15 ta 2 Emg BID if twao of three A0 myg daily i- CrZl 15 to 110mg BID f age =B0 or
Evmi min " oriteria met age =8; Edvmil min ":nrbndg,l comcomidant use of
body wemight = 80 kg; weight <80kg: or werapamil
Creatinine concomitant use of 110 or 150 BID if CrCl 30
= 133 micromal | ciclosparing to 50ml min ' crage 75
H CrCl 15 to 28 mlmin~*: dronedaraone, to B0
2.65mp BID erythrommyoin or
ketoconazole:
Acute wvenous thromboembolsm treatment — vgh doses
Dosage: 15mg BID x 21 days, then 10mg BID x 7 days. then 80 myg daily 150mg BID
20mg onoe daily Smg BID
Diosage: adjustments 15mg BID x 21 days, then Mo dose adjustment A0 myg daily i- CrZl 15 to 110mg BID if age >80 or
15mg onoe daily i Elvml min—"; or body oconcomitant use of
CrC1 15 1o 50 mimin~' weight < 80kg; or werapamil
concomitant use of 110 or 150 BID if CrCl 30
ciclosparin, to 50ml min~ ' crage 76
dronedarans, to BO
erythrommyan, ar
keboconazale
Extended prevention af recurent DVT and PE — jow doses
Dioesage 10mg onoce daly ar 20mg 2 Emg BID:
orce daiy
Dosage adjustments: H CrCl 16 fo S0mimin ' No

for 10 mg, no adjustment;
bart consider 15 mg onoe
daily instead of 20mg

ocnoe daiy
Aoute cororary syndrome — low doses
Dosage: 2 5mg BID MA HA MA
Prevention of atherothrombotic events in symptomatic penpheral anery disease — fow doses
Diosage 2 5mg BID MA HA M&

Data for DOAC ndications from the respective Summary of Product Charactenstics (SmPC). BiD, twice a day; CrCl oreatinine clearance; DOAC, diect ol
anticoaguiart; MA, not apphicable.



Table 2 Categorisation of nernve blocks

Desp nerve blocks .

DEFINIZIONE BLOCCHI SUPERFICIALI/PROFONDI

General corssdemabtons

Emmples for blocks
Head, neck:

Abdomen, pehic

Lovsssr limb, back

Consequence of block-induced bieeding is clinically sigraficant,
and may be catastrophic.

Management of bleeding complications is dificult because site
may be deep andfor noncompressible. Invasive intervention
|surgical contrall may be requinsd.

Clinical consequence: Withdrawal of antithrombotic drnsgs for
block-dependent bleseding risk reduction is recommended
[Table 3}

Stellate ganglicn
Deep ocenvical plexus
Cervical paraverietiral

Infraciasicular

Epidural
Thomoio paraveriebral

Lumbar plexus

Psoas compartmesnt

Lumbar sympatheciomy
Lumbar paraverehral
Cuadratuss lumbonam

Fascia transversalis

Sacral plewus

Pericapsular nesrve group [PEMNGI
Sciatic {proximal approaches)
Spinal

Epidural

Lumbar paraveriebral

Corsequence of block-induoced bleeding with superficial
haematoma s of less cirecal significance.

Maragement of bleeding complications is easy. at compressible
location, less likedy 1o require invasine intersenton o comect

Clinical conseqguence: Withdraeal of antithrombaotic drugs for
biock-depemndent bleeding risk resduction s not compul sory
(Table 4].

Docipital

Parnbulbar

Sub-Temon's

Superficial cervical plesus

Irerscalene

Supraclavicular

Axillary

Suprascapular

Ulnar, radial, medial {foream or wrist level)
Parasternal intercostal plane (deep, superficiall
Serratus anterior ([deep, superficial)

Erector spinae plane

Inescasial

Interpecicral plane and pecito-sestabus plane

Niping usrad

lichypogastno

Transversus abdominis plare (TAF)
Rectus sheath

Genital branch of genioiemaral nere
Pudendal nerve

Femaral

Femaral inangle

Adductor canal

Sciatic (subghieal. poplneal levell
Fascia ikaca

Lateral cutaneous nerve of the thigh
Femaral branch of genitofemoral nere
Sural, s=aphenous, tibial, peroneal (deegp, superficiall




Table 3 Management in high bleeding risk blocks (neuraxial and deep nerve blocks)

Dirugy and dose

DEFINIZIONE TEMPI SOSPENSIONE E
MONITORAGGIO ATTIVITA’ RESIDUA

High rizk of blesding block (neuraxial and desp nerve blocks)"

Time from last drug intake to
intervention”

Target laboratory value at inter-

wEntion

Time from intervention bo next drug
dose

DA ko™

DA high

Dabigairan low”
Dabigatran high

LMWH low <501 anb-Xa
1 i
kg day ,
enoxapann <40mg day
LMWH high

UFH forw
<2001Ukg ' day" BC
<1001Ukg " day " ix.

UFH high

Fondapasinun low

=9 B mg day
Fondapasinun high
Aspirin low = 200 mgday—*
Aspirin high

P2Y,, mhibitor

Aspirin low + anticoagulant

Aspirin low and antiplatebst
drug

Until target kb value: {aboat 3 days
acenocoumarcd; 5 days warfarin,
fluindione; 7 days
phenprocoumon)

24 h rivarcaaban, edoeaban (30h f
CriCl <30mimin~ '}, 38 h apiaban

72h or until target laboratory value
{until target labaratory value i CrCl
< A0mlmin'}

48k

72h or until target laboratory value
{until target labaratory value i CrCl
<G0mlmin'}

12h (24 h F CrC1 <30mimin '}

24 b (48 h if CrCl < 30mimin~") ar
undil targedt lab value (especially i
CrCl <30 mimin~ )

4h

Until target lab value (about Bh if Ly,
12h if SC)
A6h (72h F Gl <50mimin~')

untill target lab value (about 4 days)

O

3 days [in nommal platelet counts) ta 7
day=

5 days ticagrelar

5 to 7 days clopidogned

7 days prasugrel

or until target labomtory value

Aspirin: 0

+ time interval of specific
anticoagulant

Aspirin: § and time inerval of specific
andiplatelet drug

INR narmal

Ma testing

CIXA level <30 ngeml™'
{ahernative: ant-Xa < 0.1 IWmi ")

Mo testing

CTl level < 3dngmi ™’
{alernatre: thromibin time in normal
range of local labaratony)

Ma testing

anti-Xa < 0.1 Wmi '

Mo testing

aPTT cr anti-%a or ACT in normal
range of local labaratory
Mo testing

Calibrated anti-¥a < 0.1 IWml~

Mo testing

|consider specific platelet function
tests in nomal mnge of local
labaratorg)

specific laboratory test for combined
anficoagulant

(oonsider specific laboratory test for
combinad antiplatelst drug)

Low doses: according to guidelnes on
postDP VTE prophylas” (about 8h -
tran = & h postop). Consider prolonged
time interval after bloody ap®

High doses: acocoeding to guidslnes an
therapewtic :Lnl:i:l:-:u;Li-:l1i\:||'|ll [about
24 h posiop)

VKA DOAC, LMAH high, UFH high;
should not be administered with a
catheter in situ

UWFH low: 1 b for Lv. in candicvascular
surgery

Routinely prescribed next time poink
Eh

0-h chopadogrel 75 mg

24 h

prasugrel, ticagrelor

2 days clopidogred 300 mg

Aspirin low: routinely prescribed next time

poini

Combined anbicoaguland, antiplatelst
drug: according to guidelines on
therapeutic anticoaguiation, platelet
inhibiticn' {about 24 h postOF)
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REGIONAL ANESTHESIA AND ACUTE PAIN

DARING DISCOURSE

The Optimal Analgesic Block for Total Knee Arthroplasty

Thomas Fichtner Bendtsen, MD, PhD,* Bernhard Moriggl, MD, PhD, 1
Vincent Chan, MD,} and Jens Borglum, MD, PhD§




British Journal of Anaesthesia 105 (S1): i86-i96 (2010)
doi:10.1093/bja/aeq322

Continuous peripheral nerve blocks in acute pain
management

J. E. Chelly*, D. Ghisi and A. Fanelli

Division of Regional Anesthesia and Acute Interventional Perioperative Pain Service, Department of Anesthesiology, University of Pittsburgh
Medical Center, Pittsburgh, PA, USA

Nuove
Possibilita
Terapeutiche



REVIEW
Continuous regional anesthesia: o ewwn
a review of perioperative outcome benefits .
GQ ¢ ; =8

Dario BUGADA 1.2, Daniela GHISI 3, Edward R. MARIANO 4.5 *

EEEEEEEEEEEEEEEEEEEEEEE

Continua = analgesia prolungata e titolata ai bisogni del paziente

local anesthetics, blocking neural afferents, and blunting sympathetic activation. Moreover, continuous techniques (e.g..
epidural and perineural catheters) that provide longer duration and titratable pain relief 1n the perioperative period may
be protective against the development of persistent post-surgical pain by providing effective acute pain management and
decreasing exposure to opioids. To maximize the potential for long-term outcome benefits to surgical patients, continuous
regional anesthesia techniques are preferred over single imjection techniques. Although the data are not yet definitive,
some studies have demonstrated better functional recovery after joint replacement and lower rates of cancer recurrence
in patients treated with continuous regional anesthesia. Future research studies in regional anesthesia will have to focus
on these long-term patient-centered outcomes and may need to incorporate novel study designs and analyses of big data.



Regional Anesthesia and Acute Pain Medicine

Section Editor: Richard Brull
i NARRATIVE REVIEW ARTICLE

Continuous Peripheral Nerve Blocks: An Update of
the Published Evidence and Comparison With Novel,
Alternative Analgesic Modalities

Brian M. lIfeld, MD, MS
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regional anesthesia

SPECIAL ARTICLE

Evidence Basis for Regional Anesthesia in Multidisciplinary
Fast-Track Surgical Care Pathways

Francesco Carli, MD, MPhil, FRCA, FRCPC,* Henrik Kehlet, MD, PhD,T Gabriele Baldini, MD,*
Andrew Steel, MD, MBBS, MRCE, FRCA, EDIC,i Karen McRae, MD, i Peter Slinger, MD,
Thomas Hemmerling, MD, MSc, DEAA,* Francis Salinas, MD,§ and Joseph M. Neal, MD§

greater attenuated endocrine less inhibition
coronary stress response diaphragmatic
perfusion activity
improved tissue - afferent neural increased
perfusion blockade gut motility

attenuated proinflammatory
response

less insulin optimal
resistance pain relief

FIGURE 1. Physiological advantages of afferent neural blockade.



perioperative changes in functional capacity

surgeary multi-modal intervention
2 (pain relief, exercise,
E. l feeding, stress-reduction)
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regional anestesia

SPECIAL ARTICLE

ro*l_ _ __ P__°*_ €£_ _ m_ _*_ 0 A _ _ a0t N A MLt Attt
TABLE 3. Published Fast-track Surgical Programs That Include Regional Anesthesia Techniques
Tvype of Surgery Access Regional Anesthesia Techniques Used LOS References
Colorectal resection Laparotomy, laparoscopy TEA 2-4d 33-45
Wound infusion of local anesthetic
I'V lidocaine
TAP block
Hernia repair Open Local infiltration, INB 2-4 hrs 46,47
Thoracic surgery Thoracotomy TEA 1-4d 48-50
Esophageal surgery Laparotomy TEA 3-5d 51-54
Open aortic surgery Laparotomy TEA 3-5d 55-57
Nephrectomy Laparotomy, laparoscopy TEA 2-4d 58
Hip and knee arthroplasty Surgical incision CPNB (femoral and sciatic), periarticular infiltration 1-3d 59-63
IV indicates intravenous; INB, ilioinguinal nerve block.
mprovea tissue — dliierent neuraa | | 0 umiooen
|I perfusion ‘ blockade ‘ ‘ gut motility
g | ™~
less insulin optimal attenuated proinflammatory
resistance pain relief response

FIGURE 1. Physiological advantages of afferent neural blockade.
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Nausea e vomito

Stipsi

Sedazione

Turbe cognitive

Prurito

Sudorazione

tolleranza - 1peralgesia




TABELLA OPPIOIDI

Table 2: Pharmacological and equianalgesic characteristics of some common opioids.

: o O:P : .
Opioids ::I‘: h;:r:l:?:e Main Receptor Routes of admin- Onset Peak T1/2 I:;’::;:‘"

P.O. activity istration . (min) (min) (h) relief (h)

) IV, ED. Transmucosal, 5 0.4-0.51v
Cemmy! L S Transdermal ' IV/TM ' “%  xohTD
Phenazocine 5.0 M agonist PO, PR 1:0.4 20 45-60 2 6
1.0 single . PO, SC, IV, IM, SL, _ 15
Methadone 34 recaened M agonist PR 1:2 30-60 30-120 8-80 6-8
, _ PO, PR, IV, IM, SC, 1:3 IV
Morphine 1.0 M agonist ID, ED, Topical 1.9 IM 30-60 60-90 3 4-6
Nalbuphine 1.0 Mixed agonist/ SC, IV, IM 1:4-1:5  15-30  45-60 5 5-6
antagonist
Tramadol 0.25 MO, kagonist 5y pp 1y 1, SC 14 2060  30-60  4-6 6
+ non-opioids

Pethidine 0.125 u, O, K agonist PO, SC, IV, IM 1:3 30-60 60-120 2.5 2-4
Codeine 0.1 Prodrug PO, IM 1:1.5 30 45-60 3 4
Pentazocine 0.06 Mixed agonist/ 5 ce v 1y 1:4 40-60  60-180 2 2.4

antagonist

Reproduced from Stannard CF, Booth S. Churchill’s Pocketbook of Pain, 2e (Oct 21, 2004) Elsevier Churchill Livingstone, New York, 2004. with
permission.




S QOO0

. Facile da usare
. BOLO - LOCK-OUT - MAX DOSE
. S| ADATTA AL BISOGNO DEL PAZIENTE

. Efficacia ottimale (anche senza ic)




nuovi oppioidi in Post-OP pain

sufentanil sublinguale
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The Journal of Pain, Vol 12, No 2 (February), 2011: pp 257-262
Available online at www.sciencedirect.com

Improving Individual Measurement of Postoperative Pain: The

Pain Trajectory

C. Richard Chapman, Gary W. Donaldson, Jennifer J. Davis, and David H. Bradshaw
Department of Anesthesiology, School of Medicine, University of Utah, Salt Lake City, Utah.

Table 2. Mean Pain Trajectories With Standard

Deviations
SAMPLE Mean 5D Mean SD
Grour N  Percentace InTercerT InTERCEPT SitoPE  SioPE
Whole sample 502 100% 5.59 2.20 —-.31 45
MNegative slope 314 63% 6.05 2.11 -.58 32
Flat slope 127 25% 5.20 2.06 -.04 .14 00
- a tjtolo
Positive slope 61 12% 4.02 2.07 A1 24 Senz3 ?tgl {




Anesthesiology 2009, 111:461-3 Copyright © 2000, the Ametican Society of Anesthesiologists, The. Lippincott Williams & Wilkihs, The.

Expanding our Horizons

Transition of Acute Postoperative Pain to Persistent Pain and
Establishment of Chronic Postsurgical Pain Services
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DINAMICA




“I1l tempo che haili perduto per la tua rosa
rende la tua rosa cosi 1mportante..”
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10.

LE DIECI RACCOMANDAZIONI

Ogni Comitato Ospedale Senza Dolore (COSD) deve approvare ¢ diffondere Protocolli specifici
per 1l trattamento del dolore acuto e cronico. in applicazione di Linee guida e di quanto validato
dalla letteratura scientifica di settore e deve prevedere modalita di monitoraggio di consumo, di
efficacia, degli effetti collaterali e degli eventi avversi dei trattamenti antalgici erogafi. In
particolare deve essere tenuto presente quanto indicato all’art. 4.4 dell’Accordo del 24/5/2001
(GU 29/06/2001), inerente il Progetto Ospedale Senza Dolore.

Ogni Struttura Sanitaria presso la quale ¢ attivato un COSD deve dotarsi di un Prontuario
Farmaceutico nel quale siano inseriti i farmaci ritenuti fondamentali per il trattamento del dolore
acuto e cronico. in base ai dati di evidenza scientifica. In particolare devono essere messi a
disposizione dei curanti tutte le molecole e le preparazioni di oppioidi previste nell’allegato 3 bis
alla Legge 12 dell’8 Febbraio 2001.

3. Ogni Struttura Sanitaria deve disporre di un numero adeguato di sistemi per la somministrazione
€ autosomministrazione continua e controllata di farmaci analgesici.

Ogni Struttura Sanitaria deve poter applicare tecniche di neuromodulazione farmacologia
continua per il controllo di alcune forme del dolore acuto. in particolare per quello post-operatorio
e da parto.

Ogni Struttura Sanitaria deve poter applicare tecniche di neuromodulazione farmacologia o fisica
per il controllo del dolore persistente. L’esecuzione delle tecniche neuromodulative, qualora
indicate, puo essere effeftuata direttamente sia presso la Struttura Sanitaria. da parte di personale
esperto, sia attraverso l'invio del malato presso Centri Algologici Specializzati, stipulando
specifici accordi o convenzioni (sistema a rete).

Ogni Struttura Sanitaria deve poter applicare, in casi selezionati, tecniche di neurolesione
antalgica. L’esecuzione delle tecniche neurolesive, qualora indicate, puo essere effettuata sia
direttamente presso la Struftura Sanitaria, da parte di personale esperto. sia attraverso 1’invio del
malato presso Centri algologici specializzati.. stipulando specifici accordi o convenzioni (sistema a
rete).

Ogni Struttura Sanitaria deve poter disporre di un Servizio di supporto psicologico per malati
affetti da forme dolorose persistenti, sia esso erogato direttamente oppure indirettamente,
attraverso accordi a rete che garantiscano la continuita del percorso assistenziale del malato.

Gli interventi antalgici rivolti a malati affetti da malattie inguaribili in fase avanzata € terminale
devono essere inseriti in un programma assistenziale di cure palliative che tenga conto delle
potenzialita organizzative del contesto assistenziale e dello sviluppo della rete di cure palliative.

Gli interventi terapeutici antalgici impostati presso le Strutture Sanitarie, sia durante il ricovero sia
presso le strutture ambulatoriali, devono tenere conto della reale possibilita di una loro
continuazione  al domicilio, qualora ci0 si rendesse necessario (continuita del percorso
assistenziale indipendentemente dal set assistenziale), anche utilizzando proprie €quipe attive sul
territorio. Ci0 deve attuarsi attraverso la preventiva definizione di aspetti procedurali concordati
con i Medici di medicina generale ed 1 Servizi assistenziali territoriali. In particolare, all’atto della
dimissione del malato, deve essere prevista da parte della Struffura Sanitaria la continuita
terapeutica attraverso la fornitura diretta di farmaci antalgici sufficiente per concludere un ciclo
terapeutico o per garantire una autonomia terapeutica di almeno 3 giorni.

Tra Strutture Sanitarie di ricovero e cura € Aziende Sanitarie Locali devono essere previsti accordi
interaziendali volti a garantire consulenze specialistiche algologiche domiciliari inserite nei
programmi assistenziali di Assistenza Domiciliare Integrata o di Ospedalizzazione Domiciliare.

ISPEDALE
TARIE DI
7O PER LA



MINERVA MEDICA COPYRIGHT®

SIAARTI GUIDELINES

Postoperative pain treatment
SIAARTT Recommendations 2010

Short version’

G. SAVOIA L D. ALAMPI 4, B. AMANTEA 3, E AMBROSIO4, R, ARCIONI 4, M. BERTT?,
G. BETTELLI®, L. BERTINI7, M. BOSCO 8, A. CASATI?, [. CASTELLETTT 10, M. CARASSITT 1,
E COLUZZIZ, A, COSTANTINI 13, G. DANELLI >, M. EVANGELISTAS, G. FINCO 14,
A. GATTI 15, E. GRAVINO 6, C, LAUNO Y, M. LORETO I, R. MEDIATT 18, Z. MOKINI 13,
E. MONDELLO 19§, PALERMO 7, E PAOLETT120, A, PAOLICCHI 21, E PETRINI 22,
Q. PIACEVOLI 23, A, RIZZA 24, ALE. SABATO 15, E. SANTANGELO 3, E. TROGLIO 5, C. MATTIA 12




ABSTRACI

The aim of these recommendations is the revision of data published in 2002 in the “SIAARTI Recommendations for
acute postoperative pain treatment . In this version, the SIAARTT Study Group for acute and chronic pain decided to
grade evidence based on the “modified I_}r:-]phi" method with 5 levels of recommendation itrengrh

f\nalgcsn is a fundamental right of the patient. The appropriate management of postoperative pain (POP) is known
to significantly reduce perioperative morbidiry, lmludmg the incidence of pmmpemm complications, hospirtal stay
and costs, especlally in high-nisk panents (ASA I11-V), those undergoing major surgery and those hospitalized 1n a
critical unit (Level A).

Therefore, the treatment of POP represents a high-priority institutional objective, as well as an integral part of the treat-
ment plan for «perioperative disease», which includes analgesia, early mobilization, early enteral nutrition and active
physiokinesitherapy (Level A).

In order to improve an ACUTE PAIN SERVICE organization, we recommend:

a plan for pain management that includes adequate preoperative evaluation, pain measurement, organization of exist-
ing resources, identification and training of involved personnel in order to assure multimodal analgesia, early mobi-
lization, early enteral nutrition and active physiokinesitherapy (Level A);

— the implementation of an Acute Pain Service, a muludisciplinary structure which includes an anesthetist (team
coordinator), surgeons, nurses, physiotherapists and eventually other specialists;

— referring to high-quality indicators in establishing an APS and considering the following key points in its organi-
zation (Level C):

* service adoption;

* idenufying a referring anesthetst who 1s on call 24 hours a day;

e patient care during the night and weekend;

* sharing, drafting and updating written therapeutic protocols;

* continuous medical education;

* Systemaric pain assessment;

* dara collection regarding the efficacy and safery of the implemented protocols;

* at least one audit per year.
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.«.... Un Acute Pain Service
dovrebbe essere inserito in tutti i
maggiori ospedali dove vengano

effettuati interventi chirurgici

Royal College of Surgeons and College of Anaesthesists Working Party on Pain After Surgery.
Pain after Surgery. London: Royal College of Surgeons, 1990
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