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»,From Surgical Stress Response to Multimodal Analgesia“

,Preemptive Analgesia and Transition from Acute to Chronic
Pain“

,Fast-track Surgery”
,Establishing Prospective Patient Databases”

PROSPECT




Co znamena ERAS?

Individualni plan péce pro pacienta (usity na miru)

Vychazejici s poznatkd EBM

Ma ambice zlepsit prubeh stonani snizenim pooperacnich
komplikaci, zlepsenim pacientského komfortu a zkracenim
doby pobytu v nemocnici.

U vybranych typu vykonu se prokazovalo zkraceni doby o
30%, snizeni pooperacnich komplikaci az o 50%




Je ERAS neco jineho nez
olan péce (Care Plan)?




Problem s planem péce zacCina kdyz

Individualni plan péce pro pacienta (usity na miru) ma kazdy
clen tymu taky individualni

Vychazejici s poznatku EBM zohlednujici jen jednotlivé
aspekty péce (péce o ranu, o anastomosu...a ne o pacienta)

Pak ma ambice zlepsit kvalitu oborove specificky
poskytované péce

...ale pacientsky OUTCOME???
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Postoperative pain management in the era of ERAS: An overview
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Colorectal ERAS Perioperative Components
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Analgezie v konceptu ERAS

Pooperacni analgezie v ramci konceptu ERAS se
zameruje na multimodalni, individualizovany
pristup k potlaceni bolesti pomoci kombinace
ruznych léku a technik, s cilem minimalizovat
pooperacni komplikace, podporit rychlé
zotaveni pacienta a zkratit dobu hospitalizace.




Principy a ci

Multimodalni pristup:

e.

Misto spoléhani se na jedinou metodu se kombinuje vice pristupl k dosazeni optimalniho Gcinku s
minimalnimi vedlejSimi efekty.

Individualizace:

Kazdy pacient je jiny, a proto se zvoli takova kombinace analgetik a technik, ktera nejlépe vyhovuje
konkrétnimu pacientovi a typu operace.

Minimalizace opioidi:

Omezuje se pouziti silnych opioidd (Iékd proti bolesti), protoZze mohou zplsobovat nauzeu, zvraceni,
zacpu a utlum dychani, coz zhorsuje zotaveni.

Podpora rychlého zotaveni:

Cilem je zmirnit bolest tak, aby pacient mohl co nejdrive mobilizovat, dychat a zacit jist a pit, coz je
klicové pro rychly navrat k normalnim aktivitam.
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O\ Perception: Acetaminophen, alpha-2 agonists, COX-2
- , inhibitors, NMDA antagonists, opioids

J

Modulation: Acetaminophen,

Descending modulation anticonvulsants, neuraxial -
opioids, NMDA antagonists

— Ascending input

/

Spinothalamic
tract

Dorsal

horn Transmission: Alpha-2 agonists, COX-2 inhibitors,
local anesthetics, opioids
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Peripheral ) anesthetics

nerve

Transduction: COX-2 inhibitors, local
anesthetics, NSAIDs

Peripheral nociceptors “
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Pro¢ multimodalni pristup k analgezii?

Optimalizace analgetického efektu k potrebam pacienta
(a vykonu)

Soucasné minimalizovani vedlejsi uc¢inku a komplikaci
Synergisticky Ci aditivni ucinek kombinaci

Snizeni davek jednotlivych analgetickych komponent

Prevence centralni senzitizace
OPIOID SPARING PAIN CONTROL




Individualni plan péce (usity na miru)

Plan pro jednotlivé cleny tymu v péci o pacienta (Iékarské i
nelékarské na vsech mistech poskytované péce)

Plan pro standardni pribéh poskytované péce
Plan pro nestandardni prubéh poskytované péce (rescue postupy)

Plan pro komplikace
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prospect 2

procedure specific postoperative pain management




Pro¢ PROSP

CT

- ? ~
procedure specific postoperative pain management v

Jsou jasne rozdi

neé c

narakteristiky bolesti ve smyslu intenzity,

pUvodu, typu a trvani u ruznych operacnich vykonu

Jsou jasné rozdilné charakteristiky nasledku Spatné zvladnuté |écby
bolesti u riznych vykonu

Jsou jasné rozdilné charakteristiky cest, které kromé ulevy od bolesti,
mohou naplnit hlavni cile Fast track — s cilem co nejlepsi konecny
pacientsky OUTCOME
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THE PROSPECT WORKING GROUP

.. A UNIQUE COLLABORATION BETWEEN SURGEONS AND

ANAESTHESIOLOGISTS
Chairman +
Surgeons +
Anaesthesiologists +

ESRA Members +




Anaesthesia 2019, 74, 1298-1304 doi:10.1111/anae. 14776

Original Article

Development of evidence-based recommendations for
procedure-specific pain management: PROSPECT
methodology

G.P.Joshi,' M. Van de Velde,?* H. Kehlet,** and on behalf of the PROSPECT Working Group
Collaborators”

1 Professor, Department of Anaesthesiology and Pain Management, University of Texas Southwestern Medical Center,
Dallas, TX, USA

2 Chair, Department of Anesthesiology, UZLeuven, Leuven, Belgium

3 Professor, Anesthesiology, Department of Cardiovascular Sciences, KULeuven, Leuven, Belgium

4 Professor, Section for Surgical Pathophysiology, Rigshospitalet, Copenhagen University, Copenhagen, Denmark
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Laparoscopic Sleeve Gastrectomy 2018

Appendicectomy 2022 )
Oncological Breast Surgery 2019

Caesarean Section 2020
Open Colorectal Surgery 2022

Cleft palate surgery 2023

Open Liver Resection 2019
Complex Spine Surgery 2020
Prostatectomy 2020
Craniotomy 2021 .
Rotator Cuff Repair Surgery 2019
Haemorrhoidectomy 2022
Sternotomy 2020
Hallux Valgus Repair Surgery 2019
8 P sery Thoracotomy 2015

Hip Fracture Repair Surgery 2021 .
Tonsillectomy 2019

Inguinal Hernia Repair 2019 _
Total Hip Arthroplasty 2019

Laminectomy 2020
Total Knee Arthroplasty 2020

Laparoscopic Cholecystectomy 2022 i . _ _
Vaginal delivery with perineal tears or

Laparoscopic Colorectal Surgery 2022 episiotomy 2023

Video-Assisted Thoracoscopic Surgery
2021
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Laparoscopic Hysterectomy 2018




Best Practice & Research Clinical

£ Anaesthesiology
HLSEVIER Volume 28, Issue 2, June 2014, Pages 191-201

8

Procedure-specific pain management and
outcome strategies

Girish P. Joshi MBBS, MD, FFARCSI (Professor of Anesthesiology and Pain Management)? & &
, Stephan A. Schug MD, FANZCA, FFPMANZCA (Professor of Anaesthesiology, Director of Pain
Medicine) > 1 &, Henrik Kehlet MD, PhD (Professor and Chief of Surgical Pathophysiology) ¢ &
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Best Practice & Research Clinical Anaesthesiology

Volume 32, Issue 2, June 2018, Pages 101-111

Procedure-Specific Pain Management (PROSPECT) — An update

Brian Lee (Dr)?, Stephan A. Schug (Professor)  ® & &, Girish P. Joshi (Professor) ¢, Henrik Kehlet (Professor) @
PROSPECT Working Group
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prospect @ ®

procedure specific postoperative pain management ‘ 1 '

Recommendations for
total hip arthroplasty

A systematic review with recommendations for
postoperative pain management

Study design

1152 studies =) 129 studies =)

Inclusion criteria: SAl{gecns Postoperative pain management
= RCTs and SRs (in English) ,‘: after total hip arthroplasty
— published between July

O 2010 and December 2019 Modified Delphi Process o0 00

N J = ,
assessing pain intensity in Q v —
patients undergoing Anaesthesiologists

total hip arthroplasty
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Summary Recommendations

Download PDF EN/ ES/FR/DE/ PT/IT/ CN/ JP/ PL/ TR

Notes on PROSPECT recommendations +
Pain after total hip arthroplasty and aims of the PROSPECT review +
Recommended: Pre- and intra-operative interventions +
Recommended: Postoperative interventions +
Interventions that are NOT recommended +
Overall PROSPECT recommendations +

Infographic -
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Patient advice

Pre-operative exercise and education are recommended.

Systemic (basic) analgesia

Paracetamol and NSAIDs/COX-2-specific inhibitors are recommended,
administered pre-operatively or intra-operatively and continued postoperatively,
unless contraindicated.

Anaesthetic technique

Spinal or general anaesthesia is recommended.

IV dexamethasone

A single intra-operative dose of dexamethasone 8-10 mg IV is recommended.

Local/regional analgesia

»  Asingle shot fascia iliaca block or local infiltration analgesia is recommended.
= If the patient has received spinal anaesthesia for the surgery, intrathecal
morphine 0.1 mg could be considered.

Opioids

Should be reserved for rescue analgesia.
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Timing

Intervention

Reason for not recommending

Pre-operative
or
intra-operative

Carbohydrate loading

Limited procedure-specific evidence

Outpatient status

Limited procedure-specific evidence

Pre-incisional COX-2-
selective inhibitor
versus post-incisional

Limited procedure-specific evidence

Gabapentinoids Inconsistent evidence for single-dose.
Procedure-specific evidence for multiple peri-
operative doses, but extra side-effects

Ketamine Limited procedure-specific evidence

Lateral femoral
cutaneous block

Limited procedure-specific evidence

Anterior quadratus
lumborum block

Limited procedure-specific evidence

Femoral nerve block

Procedure-specific evidence, but side-effects

Lumbar plexus block

Procedure-specific evidence, but side-effects

LIA adjuncts to local
anaesthesia drugs

Inconsistent procedure-specific evidence

LIA infusion or
repeated injections

Inconsistent procedure-specific evidence

Epidural analgesia

Procedure-specific evidence, but side-effects

Postoperative

Tranexamic acid

Lack of procedure-specific evidence

Partial weight bearing

Lack of procedure-specific evidence

Topical fibrin sealant

Lack of procedure-specific evidence

TENS

Limited procedure-specific evidence

Surgical
Technique

Anterior approach
versus posterolateral
approach

Inconsistent procedure-specific evidence

Minimally invasive
versus traditional
incision

Inconsistent procedure-specific evidence,
increased risks
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Jrospect

Recommendatlons for
total knee arthroplasty

A systematic review with recommendations for
postoperative pain management

Study design

151SRs/MAs =——)  106RCTs  —)

— RCTs identified from SRs and after total knee arthroplasty
= MAs published between
O January 2014 and December Modiﬁed Delphi Process . 000

2020, assessing pain intensity Q

in patients undergoing total
knee arthroplasty

CSARIM 2025 PRAHA

esthesiologists




Systemic (basic) analgesia

Paracetamol and NSAIDs/COX-2-specific inhibitors are recommended,
administered pre-operatively or intra-operatively and continued postoperatively,
unless contraindicated.

Regional analgesia

Single shot adductor canal block, administered pre-operatively, and peri-articular
local infiltration analgesia, administered intra-operatively, are recommended.
A combination of these two techniques is preferred.

IV dexamethasone

Dexamethasone (210 mg, IV) is recommended, administered intra-operatively.

Intrathecal morphine

Intrathecal morphine (100 pg) may be considered only in hospitalised patients
when surgery is performed under spinal anaesthesia and in the rare situation
wherein both adductor canal block and local infiltration analgesia are not
possible.

Opioids

Should be reserved for rescue analgesia.
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Interventions that are NOT recommended =

Analgesic interventions that are not recommended for pain management following primary TKA.

Intervention Reason for not recommending

Minimal analgesic and opioid-sparing effects and concerns of
potential adverse effects, particularly when combined with

Gatdpentinaids postoperative opioids, which are typically high for total knee
arthroplasty

Ketamine Conflicting evidence

Dexmedetomidine Inconsistent evidence

Epidural analgesia Potential adverse effects precluding rapid recovery

Femoral nerve block Negative impact on functional recovery

Sciatic nerve block Negative impact on functional recovery
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orospect @

procedure specific postoperative pain management ' ‘
Recommendations for
laparoscopic cholecystectomy

A systematic review with recommendations for
postoperative pain management

Study design
3147 studies ——) 188 studies —)

Inclusion criteria: Postoperative pain management

— August 2017-December after laparoscopic cholecystectomy
— 2022, RCTs and SRs (in
English), assessing pain MOdiﬁed Delphi Process ,, — o000
intensity in adults V' —
undergoing laparoscopic Anaesthe | ogists "

cholecystectomy
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Systemic (basic) analgesia

The article recommends basic analgesia using a combination of paracetamol and
NSAIDs or COX-2 inhibitors before or during the surgical procedure, with
continued use in the postoperative phase, unless contraindications are present.

Regional analgesia

Port site wound infiltration or intraperitoneal local anaesthetic instillation are
recommended. As second line regional techniques, the erector spinae plane block
or transversus abdominis plane block may be reserved for patients with a
heightened risk of postoperative pain.

Surgical techniques

Three-port laparoscopy, a low-pressure peritoneum, umbilical port extraction,
active aspiration of the pneumoperitoneum and saline irrigation are
recommended technical aspects of the operative procedure.

Opioids
Opioids should only be used as rescue analgesics if other interventions are

insufficient due to their potential side effects and the impact on patient comfort
and recovery.
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Regional techniques

Administration of intraperitoneal LA installation before
surgery

Insufficient evidence

Intraperitoneal addition of dexmedetomidine or tramadol to

Insufficient evidence
the LA mixture

Low concentration LA mixtures for intraperitoneal use Insufficient evidence
Intraperitoneal fentanyl or ondansetron Lack of evidence
Quadratus lumborum block Conflicting evidence
Rectus sheath block Insufficient evidence
Paravertebral block Risk of side effects
Spinal or epidural anaesthesia Risk of side effects
Surgical techniques

Infra-umbilical incision Lack of evidence
Single-port techniques and mini-port techniques Lack of evidence
Routine drainage Conflicting evidence
Low flow insufflation/NOTES Insufficient evidence
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Provzdy a navzdy

Koncept ERAS dava ,,do laté” predstavy individualizovanych
planu péce jednotlivych specialistu

Analgeticky plan usity na miru musi respektovat
individualitu pacienta

Analgeticky plan usity na miru musi individualizovat typ
vykonu (vzpomernte si na PROSPECT)

Ale neberte to jako dogma




DEKUJI ZA POZORNOST
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Ceska anesteziologicka cesta 2025

Od posledniho pruzkumu uplynulo 15 let.

Léky, pristroje i postupy se zménily —
pojdme zjistit jak!

Zapojte se do nového celonarodniho
pruzkumu.

Vyplnte kratky dotaznik a pomozte ukazat,
jak dnes opravdu podavame anestezii.

Mockrat dekUJeme



