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Isono S. Mechanisms for increased collapsibility of the passive pharyngeal airway. Respirolo
2012;17(1):32-42.

Recommendations from ERAS (Lassen K Consensus Review of Optimal Perioperative C
ARCH SURG 2009; 144: 961)

2. Avoid opioids post operative to improve bowel function and enhance
recovery after surgery.

3. Avoid immunosuppression (synthetic opioids !)

Being full awake, pain free and without respiratory depression i
important.
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® Avoid lung atelectasis, silent aspiration, volutrauma
® Beach chair, CPAP, LRM, early PSV, permissive hypercapnia

Increase blood pressure above 140 mmHg to clip bleeding vessels to preven
op bleeding

e 3. Post op elements

Full decurarisation to 90% and full awake before extubation.

Non opoid oral analgesia/NSAIDs

Prevent PONV

No nasogastric tube and stimulation of gut mobility

Early removal catheters, mobilisation legs and deep inspiration, oral nutritic
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Hypnosis effect on sy

A perceived threat or injury activates the cortex tha
amygdala.

Hypnosis is not sleep, but an altered state of consciousness in wh
the amygdala function.

The amygdala releases cortocotrOﬁin-releasing hormone that stimulates t
brain stem to activate the sympathetic nervous system.

This triggers the adrenal glands, to release epinephrine and glucocorticoids.

Medial Prefrontal Cortex, Cingulate Insula

4 Amygdala
Lateral Nucleus Nucleus

Hippocampus

Paraventricular Lateral
Nucleus Nucleus

Pituitary Autoniomic Ceruleus

* pathways
Adrenal glands




e positive treatment effects on

emotional distress (g = 0.53, Cl 95% [0.37; 0.69]),

pain (g = 0.44, Cl 95% [0.26; 0.61]),

medication consumption (g = 0.38, Cl 95% [0.20; 0.56]),
physiological parameters (g = 0.10, Cl 95% [0.02; 0.18]),
recovery (g = 0.25, Cl 95% [0.04; 0.46]),

surgical procedure time (g = 0.25, Cl 95% [0.12; 0.38]).
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We learned that we need 1. 2. 3.

1. hypnosis

2. analgesia 3. relaxation

Do we need analgesia to achieve hemodyn stability?




FANWZY G. ESTAFANOUS

- -ag%

Dr Paul Janssens, 192

ens invented synthetic opiates; it changed anesthesia forever from
| inhalation to balanced anesthesia with opioids

pression of sympathetic system in balanced anesthesia

yut cardiovascular collaps or histamine release.

s possible having hypnotic effects, relaxant effects?

Dlept anesthesia; stress free anesthesia; sedation; locoregional ..
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Morphine decreases natural and acquired immunity, both directly and indirectly
activation of central receptors.

the immunological effects of opioid are receiving considerable attention because
concerns that opioid-induced changes in the immune system may affect the

outcome of surgery or of variety of disease processes, including bacterial a
viral infections and cancer.
The impact of the opioid-mediated immune effects could be particularly dangerou
selective vulnerable populations, such as the elderly or immunocompromised patients.

Choosing anesthetic drugs without an effect on immune responses may be an
important consideration in anesthesia.
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3.0pioids induced hyperalgesia?: Patients receiving

opioids become more sensitive to pain.

, ® Opioids are short lasting analgesics and long-during
Gl hyperalgesics by upregulation of compensatory
J# = pronociceptive pathways ey
.4 = * AngstMS. Opioid-induced hyperalgesia: a qualitative -

e

Ep
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Intraoperative Remifentanil Increases
Postoperative Pain and Morphine
Requirements

ology 2002)

Postoperanve Pain in the Postanesthesia Care Unit

Odds Confidence
ratio interval
High sufentanil dose’ 2.68 [1.68-4.29]
General anesthesia 3.96 [1.14-13.81]
(vs regional)
Preoperative analgesics 1.91 [1.15-3.18]

” High dose sufentanil = dose >0.6 ug

Intensity of post op pain is proportional to the dose of
opioids given during anaesthesia. |
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Neuropsychopharmacology (2007) 32, 2217228
© 2007 Nature Publshing Group Al rights reserved 08931

ww.neuropsychopharmacology.org
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e Hyperalgesia during stress instead of analgesia during stress

e Synthetic opioids ( opiates same effect)
e Analgesia during increased plasma levels
e Hyperalgesia (2 weeks) after opioids

e Repeated synthetic opioids
e Analgesia during plasma levels reduces with repetition

e Inflammation and synthetic opioids
e Stronger and longer hyperalgesia after combination
e Hyperalgesia increases further for stress and repetitive stress




e But work also on

¢ Avoiding inflammation, reduce or avoid opioids, avoid
repetitive stress,...
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Fentanyl: 4x60ug/kg Fentanyl: 4x60ug/kg
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third cornerstone of anesthesia

Post operative we need:
e Analgesia, no hypnosis, no muscle relaxation:
e |ow dose opioids not always enough (due to high dose addic

per op)
e Use PCIA PCEA ... local, locoregional addition

e avoid opioids side effects post operative: multimodal analgetics
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operative to be active when waking up.

e |ow dose ketamine, dexmedetomidine, lidocaine,
diclofenac, paracetamol

e Epidural, plexus and local infiltration block
e Spinal anesthesia with higher sympathical nerve
block. Epidural block.
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dexmedetomidine (0.7 ug/kg/h) per operative and a lo
infusion rate first postoperative day.

e 48 mg morphine by PCA first day with dex
e 148 mg morphine by PCA second day without dex.

Hofer R. Anesthesia for a patient with morbid obesity using dex-
medetomidine without narcotics. Can J Anaesth. 2005; 52: 176-80.



Effect of clonidine-de
post-op opioid use

e Blaudszun G. Anesthesiology 2012 ; 116: 1312-2
systemic alpha2 agonists on post operative morphine
consumption and pain intensity. Review and meta analysis.
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Effect of ketamine C
opioid use

e Bell RF Perioperative Ketamine for acute post opera
the cochrane library 2010; 11
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Ketamine reduces opioid in
hyperalge51a

Boo Hwi Hong Effects of intraoperative low dose ketamine on

remlfentaml induced hyperalgesia in gynecologic surgery with
sevoflurane anesthesia. Korean J Anesthesiol. 2011; 61: 238.

Same dose of remifentanyl with ketamine 25 mg vs without
ketamine
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placebo.

Fentanyl consumption during the operation was significant
lower in the Mg treated group versus placebo.
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e 83% reduction vs placebo in opioid consumption postoperativ
e when the lidocaine infusion was maintained for 24 hours.

e carlier return of bowel function, allowing for earlier rehabilitation and sh
duration of hospital stay. Duration of hospital stay was reduced by an
average of 1.1 days in the lidocaine-treated patients.

¢ intravenous lidocaine did not result in toxicity or clinically adverse events.
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e Prof Marc de Kock (UCL Belgium) achieved this already several
years before Dexmedetomidine became available in Europe
using high dose clonidine —low dose ketamine and esmoilol.
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4 Indirect block of sympathetlc effects
e lidocaine bolus before induction,
¢ increase to 1,5 MAC inhalation vapor,
e Keep Nicardipine or other vasodilator as escape
5. start non opioid analgetics per operative
e |ow dose ketamine 10 - 20 mg,
¢ Diclofenac, keterolac or parecoxib
e Paracetamol, dexamethasone, droperidol (PONV?).
6. Epidural, plexus and local infiltration block of pain nerves
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e BIS values are elevated by a bolus dose of isoproterenc
ketamine, neostigmine or sugammadex above 60 % whi

patients have no recall.

e Dahaba AA. Effect of sugammadex or neostigmine neuromuscular block reversal on bispe
index monitoring of propofol/remifentanil anaesthesia. Br J Anaesth. 2012 Apr;108(4):6

e Matthews R. Isoproterenol induced elevated bispectral indexes
while undergoing radiofrequency ablation. AANA J. 2006;74:193-5

No risk for awareness if you keep BIS below 60% during OFA.
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e Post op morphine needed, start before extubation with 5 mg

e OFA 2 with Dexmedetomidine per op
e Focus on per op avoiding opioids
e Post op 50 % need morphine after 1 hour
e Laparotomy, thoracotomy epid ormorphine needed

e OFA 3 with Dex per op and A and low dose Dex post op
e no opioids needed after laparoscopic surgery
e Less mophine or epidural need post operative
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e Add 2,5 gr Mg sulf (MgSulf 5 cc) 40 mg/kg IBW
e Hypotension and warm feeling if given awake

e Add Lidocaine 1,5 mg/kg IBW ( 80 kg: 6 cc Linisol 2%)
e |deal to block intubation stress

e Add Clonidine 150 ug ( Catapressan 1 amp=1 ml 150 ug)
e Avoid if bradycardia (<45) and hypotension ( SAP < 70)
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MgSulfate 40 mg/kg IBW followed by 10 mg/kg IBW/h

Propofol is given at 2,5 mg/kg IBW followed by inhalation
anesthesia at 1,0 - 1,5 MAC with BIS between 40% and 60%

Rocuronium if needed but less by potentiation by Mgsulf

Have metoprolate and nicardipine available when tachycard or
hypertensive. (DHB 0,6 mg remains to prevent PONV)

Wound infiltration with local anesthetics, reduce total dose.
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IBW/h

e Ketamine 0,125 to 0,25 mg/kg followed by 0,125 to 0,25 mg/kg
IBW/h

e lidocaine 1,5 mg/kg IBW followed by 1,5 to 3 mg/kg IBW/h
e MgSulfate 40 mg/kg IBW followed by 10 mg/kg IBW/h

e Propofol is given at 2,5 mg/kg IBW followed by inhalation anesthes'
0,6 - 0,8 MAC with BIS between 40% 60%.

e Rocuronium 0,6 - 1 mg/kg IBW followed by infusion 1 mg/kg IBW/h an
based on TOF PTC (if NMB is needed).

You do not need every component at maximum dose.
Reduce dex, Mg, lido in elderly.
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e Dexdor 0,5 tot 1 ug/kg (200 ug/50ml: 10 to 20 cc) slow bolus followed
Infusion 0,5 to 1 ug/kg/h.

® Post operative 0,1 to 0,2 ug/kg/h.

¢ Propofol is given at 2,5 mg/kg IBW followed by inhalation anesthesia a
0,6 - 0,8 MAC with BIS around 40%.

e Rocuronium 0,6 - 1 mg/kg IBW followed by infusion 0,25 mg/kg IBW/
based on NMT

You do not need every component at maximum dose. Reduce dex,
Mg, lido in elderly.
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¢ and choice between

e give low dose morphine or

e keep infusion of sympathicolytica (ket dex lido Mg) at low dos
without deep sedation

e Ketamine 0,05 mg/kg/h
Lidocaine 1 mg/kg/h
Mgsulfate 10 mg/kg/h

Dexmedetomidine 0,1 - 0,2 ug/kg/h
CAPE 201




e 2011 Clonidine 150 ug, ket 12 mg, lidocaine 1 mg/kg,
esmolol infusion and no sufentanyl, 1,5 MAC inhalation.

e 2012 Dexmedetomidine, ketamine, lidocaine 1,5 -3 mg/
Mg Sulfate, bolus and infusion with 0,7 MAC inhalation.

e 2013 Dex, ket, procaine, Mg sulf, continue post op -
e 90 % of my anesthesias are OFA
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MAP drop at induction and at insufflation pneumoperitoneum
No hypertension after Dex

_ |
Trendgrafiek rapport anaesthesie 7 feb 13 11:07:07]
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BIS drop at induction and remained stable for rest around 40
TOF 0 and PTC below 5
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anaesthesie 7 feb 13 11:07:04
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e Sympathetic block to strong
e Bradycardia, hypotension
e R/ Ephedrine

e Not enough vasoconstriction
e Bloody surgical field

e R/ beta blocker CAPE 201




e Switch from clonidine to dexmedetiomidine
e Did you add keterolac or diclofenac?
e Are all multimodal elements given sufficient?

e Bradycardia, hypotension
e No problem, accept HR 45 and SAP 90.
e Ephedrine extra
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® Fentanyl-associated anaphylaxis (Fukuda 1986, Fischer 1991, Cummings 2007, Bald
B Anaesth Intensive Care 2012; 40: 216)

e Hyperalgesia problems. Are frequent but you have to ask.
e Complex regional pain syndromes (CRPS)
® (ausalgia, Suddeck’s atrophy, Raynaud syndrome and reflex sympathe
dystrophy.
Chronic Fatigue and Immune Dysfunction Syndrome?
® Avoid histamine release, ponv prevention, Mg and K extra,
Oncologic surgery?

® Being pain free and stress free > immunosupression by morphine? imani
B Morphine use in cancer surgery Front pharmacol 2011; 2: 46 CAPE 201




¢ Slower loading of dexmedetomidine to avoid hypertension and vasoconstriction.

e Controlled hypotension with need for dry surgical field by a low
cardiac output.

¢ Add more beta blockers, Mgsulfate at max dose,

e Sympathetic dysfunctional syndromes with orthostatic hypotensi
e Use less dexmedetomidine

¢ V\ery old patients

e Use lower dose dex
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1. hypnosis

Amnesia
Hemodynamic stability
Immobilisation

2. Sympathetic blockade 3. relaxation

No analgesia needed during anesthesia
We need sympathetic stability to avoid organ dysfunction or damage
CAPE 201




e When you know OFA, you will more often work with a
low dose opioids.

e Be carefull: Do not start without agreement of you
supervisor.
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More info

Jan.mulier@azsintjan.be

www.publicationslist.org/jan.mulier

www.publicationslist.org/OFA.Mulier
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_Every ASO in anesthesia will learn to give OFA
4 as well as opioid anesthesia in Bruges

Thanks !
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