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Epidemiologia poco studiata
quindi
SCARSA CAPACITA’ DI PREVENZIONE




' Acute and Perioperative
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Women report higher pain intensity at a lower level
of inflammation after knee surgery compared
with men

Nina Solheim®€, Simon Ostlund®, Torsten Gordh®, Leiv Arne Rosseland®®*

Introduction and Objectives: We previously found that women report more pain after knee arthroscopic procedures than men. It
remains unclear whether this | to different biochemical responses or nociceptive mechanisms.

Conclusion: Acute pain after knee arthroscopy was more intense in women, but pro-inflammatory biomarkers and MMP-10 were

higher in men. Further knowledge of cytokine function is required before concluding that the disparities in biomarker expression are
clinically unimportant. The similar biochemical signaling between sexes suggests that central mechanisms are of greater
importance in sex-specific joint pain perception.




CHILDREN DILEM MA Neuroscience 338 (2016) 63-80

16N, studies about experime onic
pain in_children highlight developmentally regulated sex-
differences in pain responses that are similar {o the
und in adults. QOverall, post-pubes
appear to be more sensitive to pain and more likely 1o
develop chronic pain states. The emerging of sex-
specificity matches with the time of puberty, when the
hommonal state of both girls and boys is subjected o
strong adjusimeni The mechanism behind these
specificities_could-the Hy—on.a direct
efiect of mjmmmf:; on 1he ascendmg nociceptive
pathways, andfor fo a more cognitive explanation,
psulting in a different emotional response to pain.




CHILDREN DILEMMA

As for adults, children develop different strategies to
cope with pain; gids are apparently more likely 1o seek
social support to friends and family (Lynch et al., 2007}
and more likely 1o respond with catastrophizing (Schmitz
et al., 2013}, whereas boys preferentially engage in alter-
native behavior and other adtivities {Lynch et al., 2007}.

Neuroscience 338 (2016) 6380




Transition from acute to chronic pain after surgery
Patncia Lavand’homme
For several years. CPSP has been assessed in adult
hospitaized pafients undergoing majr surgical procedures such
as thoracic surgery or imb amputation. Becently. orthopedic
procedures and specficaly jont replacements have _I:reen
considered as a major risk for development of CPSP."* The

volme of knee and hip anhropiastes 15 growng because the

population is,growing older and inflammatory diseases as well as
obesity are_becoming more frequent. Although outcomes in
terms of pan relef and mobility are highly successful for most
patients undergoing joint arthroplasty, 20% of them will demebp
EFEF after knes arthmpiasty and ‘I{}'}E. after hip a'thrﬂphstv

DlUMe Of SUrgenes IS INCreasing h
CPSP has not really cfa:reased over the years because praventive
strzleg:es a:e nmx:iaarhr ciemeﬁand Iheren-p nm anjedm chinical
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Current issues in postoperative pain management

Narinder Rawal . .
report were absence of pain assessment in 34% of institu-
tions, absence of documentation in 56% of institutions
and no written protocols in 75% of institutions.” A simi-
larly disappointing picture emerged from a recent US
survey of 301 hospitals (101 teaching hospitals). There
were no written protocols in 45% of hospitals, and intra-
venous patient-controlled analgesia (PCA) was the most
common method to treat pain. Interestingly, this was




Review ARTICLE

Deborah J. Culley M.D., Editor

Persistent Postsurgical Pain

Pathophysiology and Preventative Pharmacologic
Considerations

sequences. ersistent postoperative pain has been defined by
the Internacional Association for the Study of Pain as a clinical
discomfort that lasts more than 2 months postsurgery without *
other causes of pain such as chronic infection or pain from
a chronic condition preceding the surgery.” According to the




DOLORE PERSISTENTE POSTOPERATORIO

Spesso indipendente dal tipo di chirurgia

Anche per procedure mini invasive

Componente neuropatica almeno nel 35% dei casi

E’ un importante problema anche nei bambini
Fortunatamente l'incidenza e I'intensita decrescono nel tempo

AN N N N RN

“Solo” nel 3% dei casi il dolore persiste dopo | 12 mesi
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Procedure-specific Pain Management
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Neuropathic pain model

Inoue M et al. Narure Med. 2004, 10, 712-718.




FATTORI DI RISCHIO FONDAMENTALI

Non c’é evidenza sui fattori genetici anche se sembrerebbe
esserci un legame tra polimorfismi genici e sensibilita

1) Intensita del dolore acuto postoperatorio (ortopedia)

2) Presenza di dolore preoperatorio anche di altro tip
(fibromialgia,, LBP, emicrania etc)

3) Distress psicologico

CONTROLLO DEL DOLORE
POSTOPERATORIO (caratteristiche)
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Genetics of Human Pain Sensitivity ;

assodation between genotype and phenotype [12] Studies have
concenfTated on the role of single nudectide polvmorphisms (in
particular, p-opioid receptor gene and COMT Vall58Met genotype)

to explain postoperative pain responses [12) I the future, candidate
gene studies and genome-wide assoclation studies may improve our

tnder standing of the genetic comnponent of postoperative pain,

senetic tests, Prediding individual’s postoperative pain experience

orior to surgery will facilitate the geation of individualized pain
Teatment protocols that may dgnificantly improve postoperative pain

anagfermnent for all paffentsundergoing sur gerv in the fature,
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EJP

European Journal of Pain
ORIGINAL ARTICLE

Preoperative sleep quality predicts postoperative pain after
planned caesarean delivery

S. Orbach-Zinger''*, S. Fireman'*, A. Ben-Haroush?®, T. Karoush', Z. Klein', N. Mazarib', A. Artyukh’,
R. Chen?, A. loscovich®, L.A. Eidelman', R. Landau®

1 Department of Anesthesia, Rabin Medical Center, Beilinson Hospital, Petach Tikwvah, Israel
2 Department of Obstetrics and Gynecology, Rabin Medical Center, Beilinson Hospital, Petach Tikvah, Israel
3 Department of Anesthesia, Shaare Zedek Medical Center, Hebrew University, Jerusalem, Israel
4 Department of Anesthesia, Columbia University College of Physicians and Surgeons, Mew York, LUSA
Gond sleapers Birs S Results: Seventy-eight of 245 women reported good sleep quality (31.2%;
[ERRE=S =t ==l salie average PSQI 3.5 + 1.2) and 167 poor sleep quality (68.2%; average PSQI
SEALScOra - a0F WEACE S PRl S s 16.0 £ 3.4; p < 0.001). Women with poor sleep quahw had srgmhcamly
TRAI score (0—80) 440 + 5.3 44.0 + 5.8 098 i
PCS score (0—52) &5.4 4+ 7.3 10.2 4= 10.7 0.006* hI l _I'__ eak_ : Ill § I'E§ Ul Dll m_ _m_lT[ (467 + 28 8 vs. 36.2 £+ 25. 6
Wome”_"’:_‘th el =) e respectively; p = 0. 006) With multivariable logistic regression analysis,
pre-existing
anxiety poor sleep quality significantly increased the risk for severe peak pain upon
HiEartseb-=a movement (VNPS >70; OR 2.64; 95% CI 1.2-6.0; p = 0.02).
Good sleep Poor sleep
(PSQI =5} (PSQI =5)
=7 = Pl Significance: Multiple studies have evaluated predictors for severe
Average pain at a 12.8 + 23.3 o.11 acute pain after caesarean delivery that may be performed in a clinical
rest (WMNPS 0—100) setting, however, sleep quality prior to delivery has not been included in
Average pain upon 18, 1 271 &= 277 0.02 predictive models for post-caesarean pain. The PSQI_gquestionnaire, a
movement (WMNPS 0-§00) simple test to administer preoperatively, rdemrﬁed that up_to 70% of
Average uterine 10.4 4= 200 0.58
cramping (VNPS 01 was associated with increased post-caesarean pain scores and analgesic
Peak pain at rest S ot intake, indicating that PSQI could help identify preoperatively women at
ey _O_IOO} risk for severe pain after caesarean delivery.
Peak pain upon 467 + 288 0.006*
maovement (WNPS O—
Peak uterine cramping 21, 25.6 23.8 &= 292 o0.78
(WMNPS 0—100)
Mumber of women 2 (28.2%) 73 (43 .7%) 0.02

requesting additonal
analgesia for
breakthrough pain
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Chronic postsurgical pain in Europe

An observational study

Table 3 Univariate analysis of risk factors of moderate to severe chronic postsurgical pain at 6 and 12 months

Sex (female versus male)
Age (per year increment)
Model 1: surgery by organ
Model 2: laparoscopic versus open
Model 3: orthopaedic, visceral or gynaeco-obstetrical
Orthopaedic versus visceral
Gynaeco-obstetrical versus visceral
Model 4: orthopaedic versus other procedures
Chronic preoperative pain (yes/no)
Preoperative opioid use (yes/no)
Anxiety score (per each point on NRS scale)
Worst postoperative pain score (per each point on NRS scale)
Percentage of time in severe pain (10% increment)
Ketamine intraoperative (yes/no)
Anaesthesia: RA/GA/combination RA and GA use:
RA versus GA or combination GA and RA

Six months odds

ratio (95% CI)

0.70 (0.49 to 0.99)
1.00 (0.99 to 1.01)
Mot shown
0.85 (057 to 1.27)
3.77 (2.39 to 4.86)
1.24 (0.81 to 1.89)
3.41 (2.39 to 4.86)
2.74 (1.94 to 3.86)
2.19 (0.99 to 4.85)
1.06 (0.99 to 1.13)
1.18 (1.10 to 1.26)
1.28 (1.19 to 1.37)
0.80 (0.45 to 1.41)

Not shown

0.97
<0.001
0.43
<0.001
<0.001
0.318
<0.001
<0.001
0.063
0.088
<0.001
<0.001
0.43
0.052

Twelve months odds

ratio (95% CI)

0.88 (0.57 to 1.37)
1.00 (0.99 to 1.02)
Mot shown
0.73 (0.44 to 1.21)
2.40 (1.48 to 3.90)
0.79 (0.47 to 1.32)
2.67 (1.73 to 4.11)
2.63 (1.72 to 4.00)
2.18 (0.86 to 5.54)
1.14 (1.06 to 1.23)
1.14 (1.06 to 1.23)
1.32 (1.21 to 1.44)
0.67 (0.34 to 1.32)

Not shown

0.53
0.003

0.22
0.001
<0.001
0.37
<0.001
<0.001
0.101
0.001
0.002
<0.001
0.2486
0.449

The univariate analysis was performed on 13 different items. The surgery was classified according to four models: model 1: organ-based type of surgery; model 2:
laparoscopic (ie. laparoscopic cholecystectomy, hysterectomy, colectomy, hernia repair, laparoscopy and knee arthroscopy) versus open type of surgery; model 3:
orthopaedic, gynaeco-obstetrical or visceral procedures; and model 4: orthopaedic surgery versus other procedures. The definitions of ‘Chronic preoperative pain’ and
‘Percentage of time in severe pain’ can be found in Materials and methods. The results are presented as odds ratios (95% Cl). Cl, confidence interval; GA, general

anaesthesia; RA, regional anaesthesia
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Chronic postsurgical pain in Europe
An observational study

Table 4 Multivariate analysis of risk factors of moderate to severe
chronic postsurgical pain at 6 and 12 months

Odds ratio (95% CI) P

At 6 months
Sex (female versus male) 0.99 (0.66 to 1.48) 0.97
Model 4: orthopaedic versus 2.39 (1.53 to 3.75) =0.001
other procedures
Chronic preoperative pain (yes/no) 1.57 (1.04 to 2.37) 0.034
Worst postoperative pain score (NRS) 1.00 {0.92 to 1.10) 0.99
Percentage of time in severe pain 1.24 (1.13 to 1.37) = 0.001
At 12 months
Model 4: orthopaedic versus 1.86 (1.08 to 3.18) 0.024
other procedures
Chronic preoperative pain (yes/no) 1.82 (1.12 to 3.18) 0.017
Anxiety Score (MRS) 1.06 (0.97 to 1.16) 0.208
Worst postoperative pain score (NRS) 0.93 (0.83 to 1.05) 0.230
Percentage of time in severe pain 1.30 (1.16 to 1.46) =0.001

The varnables associated with CPSP in the univariate analysis at 6 and 12 months
were evaluated in a multivariate analysis at 6 and 12 months, respectively. The
definitions of ‘Chronic precperative pain’ and ‘Percentage of time in severe pain’
can be found in Materials and methods. The results are presented as odds ratios
(95% CI). The Hosmer—Lemeshow test showed good calibration for the multi-
variate analysis at 6 (¥*=6.96, P=0.541}) and 12 months (x®= 7.89,
P=0.444).

EJA

Eumper n Journal
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Dolore grave (definito come punteggio sulla Numeric Rating Scale >6) ¢ stato riportato dal
2,9% e 2,2% dei pazienti a sei e 12 mesi, rispettivamente. Inoltre, a 12 mesi, i segni di
dolore neuropatico sono stati registrati nel 39,2% dei pazienti con dolore moderato e
nel 57,1% dei pazienti con dolore postoperatorio cronico grave. Non a caso, l'effetto
funzionale del dolore sulle attivita é stato visto aumentare con la gravita del dolore
postoperatorio cronico (p<0,001).

'analisi multivariata ha identificato la chirurgia ortopedica, il dolore cronico
preoperatorio e la percentuale di tempo passato con dolore grave 24 ore dopo
I'intervento chirurgico, come fattori predittivi per il dolore postoperatorio cronico.

Inoltre, un aumento del 10% della percentuale di tempo passata con dolore grave il giorno
1 é stato associato ad un aumento del 30% di incidenza del dolore post-chirurgico
cronico a un anno dopo l'intervento chirurgico.

A

EJA

European Journal

of
Andesthesiology
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FATTORI DI RISCHIO

Pazienti che facevano uso di farmaci oppioidi nel preoperatorio di intervento di protesi di
ginocchio, riportavano maggior dolore nel postoperatorio

'analgesia con oppioidi non &
particolarmente efficiente nel
dolore evocato con il movimento e
neanche nel dolore neuropatico




ZONA GRIGIA

s Dimissioni
» Casa

+ Riabilitazione

“TRANSITIONAL PAIN UNITS” come
parte integrante della Medicina
perioperatoria




STAARTI GUIDELINES
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Therefore, the treatment of POP represents  high-priority institutional objective, as well as an integral pat of the treat-
ment plan for «perioperative disease, which includes analgesa, early mobilzation, early enteral nutrition and active

physmkmﬁsltherapy (Level A).
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Dati di fatto

— there is clear evidence for the potential of sim-
ple techniques such as continuous infiltration or a sin-
gle-shot peri-incision with local anesthetic;”!
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Postoperative pain management and opioids 1 ()

ek Mkarli

Transition from acute to chronic pain after surgery

Poul Glare, Karin R Aubrey, Paul 5 Myles

Panel 1: Risk factors for chronic postsurgical pain Prevention of transitional postsurgical painand
Demographics and lifestyle (PSP

. Some CPSP risk factors are modifiable (eg. %m
«  Marital status or living amangements EEI. p[‘EﬂpEEIﬁ\I'-E paim, SO DTN hes),

«  Education level m = m
«  Employment status ESpec If surgery is elechve, reas olhers (eg

. Compensation status demographics, genelics, and pain sensitivity) are not
. B
S _ _ Potential role of a transitional pain dinic
= Candidate gene mutations associated with increased pain ) P
(eg. COMT,OPRM1, and GCH1) A more pragmatic approach to prevention of CPSP has
o —. been the development of transitional pain clinics, which
* Surgical factors, including surgicaltedhnique (open vs aim to overcome the disconnect between ward-based
laparoscopic), duration of sumgery, type of anaesthesia 5 - d x
N wissiinali andpeicesoive acute postopemative pain management and outpatient
* Analgesic regimen (systemic vs spinal and pre-emptive chronic pain management (figure 2). Such a compre-
; mmﬁﬂ‘mﬁm hensive and integrated pain service can identify patients

- Previous disability or pain interference at risk of chronic pain through inpatient screening on the
Preoperative pala (avea of operation or dsewhese) basis of established prognostic indicators.** === A
Postoperative pain (intensity and duration)

Prychalogieal
«  Fear or anxiety
« Depresion
 Pain atastrophising wiwr thed ancet com Vel393 Apel 13, 2009
» Dther psychological issves (eg, vuine ability factors)
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Pain Physician 2019; 22:479-488 = ISSN 1533-3159

Narrative Review

Transition from Acute to Chronic Pain:
Evaluating Risk for Chronic Postsurgical Pain

Gabriel Fregoso, MD, Annie Wang, MD, Kelly Tseng, MD, an Wang, MD, PhD

facing a defined obstacle (22,38-41). Interventions that
improve patient optimism and self-efficacy during the
perioperative period while targeting psychosocial risk
factors afford the most promising treatment of psycho-
social stressors associated with CPSP development. Such
interventions may incude mf-itive-behavi oral therapy
and other interventions that focus on enhancing cop-
ing skills (10,22). Recent studies have expanded current
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STUDY PROTOCOL Open Access

A digital health peri-operative cognitive-
behavioral intervention to prevent
transition from acute to chronic
postsurgical pain in adolescents
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Thoracotomy

Open aparotomy

Total hip replcement

Total knee replacement

Spinal fusion

Cesarean section

Opioids !

NSAIDs: andfor acetaminophen
Gabapentin or pregabalin

Lv ketamine

Opioids

NSAIDDs: andfor acetaminophen
Gabapentin or pregabalin

L ketamineY

Lv. lidocaine

Opoids!

NSAIDs: andfor acetaminophen
Gabapentin or pregabalin

iv. ketamine¥

Opioids |

NSAIDs, and/or acetammnophen
Gabapentin or pregabalin

Lv. ketamney

Opioids

Acetaminophent

Gabapentin or pregabalin

Lv. ketaminey

Opoeds |

NSAIDs; and/or acetamnophen

Local anesthetic at incision
iv. lidocaine nfusion

Intra-articular local anesthetic andf
or opiod

Intra-articular local anesthetic andf
or opsoid

Local anesthetic at incsion

Local anesthetic at mcsion

Paravertebral block

Transversus abdominis plane block

Site-specific regonal anesthetic
technigue with local anesthetic

See-specific regional anesthetic
technigue with local anesthetic

Transwersus abdominal plane block

Epidural with local anesthetic {with
or without opioad), or intrathecal
opioid

Epdural with local anesthetic (with
or without opiond), or intrathecal
opod

Epdural with local anesthetic {with
or without opiod), or intrathecal
opioid

Epidural with local anesthetic (with
or without opioxd), or intrathecal
opoid

Epdural with local anesthetic (with
or without opioxd), or intrathecal
opod

Epdural with local anesthetic {with
or without opiosd), or ntrathecal

Cognitive modabities
TENS

Cognitive modakties
TENS

Cognitive modakities
TENS

Cognitive modalities
TENS

Cognitive modalities
TENS

Cognitive modabties
TENS
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Use of Cognitive-Behavioral Modalities

Recommendation 9 142 The Journal of Pain
¢ The panel recommends that clinicians consider the Use of Local and/or Topi:al
use of cognitive—behavioral modalities in adults as Pharmacological Therapies
“part of a multimodal approach (weak recommenda- .
tion, moderate-quality evidence). Recommendation 20
A number of cognitive-behavioral modalities have + The panel recommends that clinicians consider surgi-
been evaluated as adjunctive treatments in patients cal site-specific local anesthetic infiltration for surgi-
who undergo surgery. These include guided imag- mm

Ew!l.m!lﬁ,!?&!&&llﬁ,lﬂﬁ.lﬂ? ﬂrld ﬂther r'EIﬂIﬂtiﬂrl [w.eak

recommendation,
44 &50,B6 B, 106, 107,11 19,204, 229, 256 304, 305 308 = 16,
methods, _ hyp nosis, dence).

moderate-quality evi-
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Recommendation 21 Transitioning to Outpatient Care
» The panel recommends that clinicians Recommenciation 32 o _
local anesthetics in combination with nerve blocks * The panel recommends that clinicians provide edu-
b—E‘fﬂl‘E circumcision Iifﬂﬂg recommendation cation to all patients (adult and children) and pri-
v Tiary caregivers on  the paimn  treatment  plan
moderate-quality evidence). including tapering of analgesics after hospital
Iin infante wilkn lindaras rircriimeiean auldaneca Tndi discharge (strong recommendation, low-quality evi-

dence).
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Posologia e modo di somministrazione
Adulti ed anziani

[’area dolente deve essere ricoperta dal cerotto, applicato una volta al giorno per non piu di 12 ore
nell’arco delle 24 ore. Devono essere applicati solo 1 cerotti necessari per un trattamento efficace. Se
necessario, il cerotto pud essere tagliato con le forbici in parti piu piccole prima di rimuovere la
pellicola protettiva. In totale, non devono essere applicati contemporaneamente piu di tre cerotti.




Review ARTICLE

Delroraly . Culfew M D, Editor

Persistent Postsurgical Pain

Pathophysiology and Preventative Pharmacologic
Considerations

Philippe Richebé, M.D., Ph.D., Xavier Capdevila, M.D., Ph.D., Cyril Rivat, Ph.D.

v" FANS, paracetamolo ed anti COX2

v’ Corticosteroidi anche intraop (desametasone 4-20 mg) anche
per PONV

v’ Anestesia regionale: blocchi periferici

v Epidurale

v' Infiltrazione della ferita chirurgica

v' Ketamina (blocco dell’attivita NMDA)

v" Dexmedetomidine (ancora da studiare)




Complete surgical pain management -

While opioids are often necessary to treat surgical pain, some patients end up feeling
“stuck” on high-dose opioids. A complete pain management plan before, during, & after
surgeries can minimize the need of opioids. Most patients need opioids only up to 4
weeks, rarely up to 12 weeks.

i K After ﬂ%

. Q
Before Iﬂ During 2=m
Immediately after surgery, opioid

Surgical Team, Pre-Op Clinic, & Surgical Team & Anesthesiology

Pain Clinic optimize your work together to reduce the medications are warranted. To
physical & psychological body’s inflammatory responses to minimize opioid use, various
conditions, as well as your the stress of surgery non-opioid pain relief strategies

Home M

In the weeks after the hospital, we
optimize recovery with non-opioid
medications, & promote healing
with nutrition and exercise

medications are also employed
Patient e .
D:! education & ” |[wc'1|5ns|m|ze blood Nerve catheter " ﬁg@}?g{%g <
, 4 ‘ Coping &
l;\/ Nerve treatment ;\/ Local anesthetics 5/ Epidural catheter é} behavioral skills
Coping & IV lidocaine & IV lidocaine & g Active physical
éy behavioral skills \/ IV ketamine \-/ ketamine V,, therapy
4 Medication Patient-controlled e
\“5/. optimization j-/ Nerve catheter @ anesthesia (PCA) \‘/g{?ﬁ Mobilization
Smoking 2 : Non-opioid y . N
@. cessation 5/ Epidural catheter f‘/ medications __ Optimize nutrition
Diabetes 4 Intrathecal £
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Acute : Long term
]
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Joel Katz; Ze’ev Seltzer; Expert Review of Neurotherapeutics 2009, 9, 723-744.
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Include all patients after surgery
Include all types of surgery
Nurse service

Collaborate with surgeon
Procedure-specific protocols

Perioperative service - from preoperative evaluation to postoperative follow-up
“TRANSITIONAL PAIN CLINIC”




I/ ® Evolution in perioperative pain
management

Selective patients All patients

Multi-disciplinary

Single discipline
Perioperative (pre-
& post-operative)
Multi-modal

Procedure-specific
protocol

Single time frame
(post-operative)

Single modality

Single protocol




CAMBIARE IMPOSTAZIONE

Clet ha applicato degli sticker

sui cartelli della segnaletica stradale,

rispettandone sempre la leggibilita, ma

trasformandoli in simpatiche opere d'arte.



https://it.wikipedia.org/wiki/Sticker_art

Cambiare linguaggio

“Yorrei che all'unilateralita del messaqgio

venisse sostituito il concetto di > ol
..

reversibilita: si aggiunge un nuovo {
g |\
significato alla prima, portando altri livelli di A

lettura ”

ActitelpalinfseiviceL _Mpiiopeitativelpainfscivice
= Transitional Servica




CAMBIARE AZIONI

- Comunicazione collettiva

- Creare dialogo

- Fare squadra






L'Associazione Italiana per lo Studio del Dolore da piu di 30
anni si occupa della malattia dolore, promuovendo la ricerca
sui meccanismi fisiopatologici del dolore e sulle sindromi
dolorose.

Per accelerare il processo di ricerca e migliorare la cura dei
malati sono fondamentali la cooperazione interdisciplinare e
|'aggiornamento di coloro che operano nella ricerca e nella

Cura




Grazie!
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