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» Locoregional anesthesia is even more invasive.

» Hypnosis opened my eyes it means
> being fully awake but having a strong sympathetic block
» and not requiring analgesia
» However Relaxation not possible, sedation is not possible and dangerous

» Can we achieve drug induced hypnosis effects ?

> Or can we induce strong sympathetic block avoiding opioids?
> Yes and this is the paradigm shift today we started in two Belgium centers : OFA
» Do we need this???
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Multimodal strategies to improve o

Preopera.tlve N B rsstan
counselling A , _ D ¢
No fasting - Fluid/CHO Loading
Early removal
of catheters Avoiding bowel preparation
NSRS No NG tubes
gut motility
ERAS et
o Thoracic epidural
Synbiotics <«
Short-acting
anaesthetic agents
Mobilisation
| * Avoidance of fluid/Na
Non-opiate oral overload
analgesic/NSAID
No dr%s Short incisions X High PO,

Temperature regulation (Transverse/Laparoscopy)



Maintain normothermia loading up with sufficient non opiod analgesia
Avoid lung atelectasis, silent aspiration, volutrauma
e Beach chair, CPAP, LRM, early PSV, permissive hypercapnia

Increase blood pressure above 140 mmHg to clip bleeding vessels to preven
post op bleeding and visualize ischemic zones

e Strong leak test to avoid leaks
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, orat rutri




hilippe Van Lancker
ben Wouters

f anaesthesiology Sint Jan Bruges, Belgium
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Dr Paul Janssens, 1926 - 2003
A second paradigm took place, also 50 years aga

* Without cardiova
* High doses possible
* Neurolept anesthe
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relevance of opioid-induced immunodepression. Curr Pharm Des. 2012;18(37):6034-42.

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 dan
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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pronociceptive pathways

e Angst MS. Opioid-induced hyperalgesia: a qualitative
systematic review. Anesthesiology. 2006;104:570-87
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Intraoperative Remifentanil Increases
Postoperative Pain and Morphine
Requirements

ology 2002)

. Independent
Postoperative Pain in the Postanesthesia Care Unit

95%
Odds Confidence
ratio interval
High sufentanil dose” 2.68 [1.68-4.29] <0.001
General anesthesia 3.96 [1.14-13.81] 0.03
(vs regional)
Preoperative analgesics 1.91 [1.15-3.18] 0.01

" High dose sufentanil = dose >0.6 ug/kg

Intensity of post op pain is proportional to the dose of
opioids given during anaesthesia.
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Recommendations from ERAS

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

Obesity is a chronic pro-inflammatory disease that exposes to
chronic post surgical pain.

4. Avoid immunosuppression (= no opioids): improve healing

e |sono S. Obesity and obstructive sleep apnoea: mechanisms for increased collapsibility of the
passive pharyngeal airway. Respirology. 2012;17:32-42.
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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 analgetlcs
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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 ner
block. Epidural block.
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Effect of clonidine-de
post-op opioid use

e Blaudszun G. Anesthesiology 2012 ; 116: 1312-22 Effect of
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
hyperalgesia

e Boo Hwi Hong Effects of intraoperative low dose ketamine on

remifentanil-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

Ketamine 0,3 mg/kg followed by 3 ug/kg/min
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placebo.

Fentanyl consumption during the operation was significant
lower in the Mg treated group versus placebo.
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€ udocaine inrtusion was maintained ror

e 83% reduction vs placebo in opioid consumption postoperat
¢ when the lidocaine infusion was maintained for 24 hours.

e carlier return of bowel function, allowing for earlier rehabilitation and s
duration of hospital stay. Duration of hospital stay was reduced by al
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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Natural hypnosis?

B - Marc de Kock (UCL Belgium) achieved this already
®. several years before Dexmedetomidine became
. avallable in Europe using high dose clonidine —I
:{ dose ketamine and esmolol.
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e Ketamine 0,125 to 0,25 mg/kg followed by 0,125 to 0,25 mg/
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 inhalatﬁfion
anesthesia at 0,6 - 0,8 MAC with BIS around 40%.

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



¢ and choice between

e Continue with clonidine 2 x 75 ug/day or give low dose morphi

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

e 50 % of bariatric aneshtesia’s were OFA

e 2012 Dexmedetomidine, ketamine, lidocaine 1,5 -3 mg/
Mg Sulfate, bolus and mfusmn w1th 0,7 MAC mhalatlon

e 90 % of bariatric anesthesia’s were OFA

e 2013: 90 % of all my anesthesias are OFA, including

trepanation, cardiac surgery, orthoped1cs emergencies,..
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e Bradycardia, hypotension but less bleeding

e Nurses on the ward love it

e Less calls, less pain, no nausea, no itching, calm and happy, not feeling high, no PCEA
pumps heeded

e But Patients want to get out of bed same day

e Anesthesiologist don’t believe it until they visit Bruges
e But changing a habit is so difficult even if it is proven to be better
e “| have always done it my way and | never had a problem”

If you don’t look you can not see what happen.
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.10 Al dpP ROUX 4dlld Y ZdSl DV DPc DTOCCAUTIC. JI U
10:55 TOF 0 last stitch: stop infusion. Sugammadex 400 mg
11:01 TOF =100 %

11:06 patient awake when called, extubation.

11:08 patient full awake, no pain, feels happy to hear that
operation 1s finished and had sufficient force to move hi
painfree in bed at 11:14.

® ]1: 18 1ncision next lap RNY.
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Patients transfer




¢ What would you do?
e High PVO; non compliant abd

APVR of pt 4

pat 4

1AV liters



The surgébn might be able to work in a small workspace ? At 20 mmHg, 1,5

Peep, anti trendelenburg reduce the space, but less peep is not an option

*

permissive hypercapnia with smaller tidal volumes but this has a limited
Hip flexing rises the compliance to 0,2 and gives 500 ml at IAP of 20 r

Switch to an open laparotomy, cancel the case and request the patxient to lo
at least 10kg body weight or request to increase shortly the |IAP above 20
mmHg.







b

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 Pain when wakening up
e Add morphine 5 mg iv at end surgery
e Switch from clonidine to dexmedetiomidine
¢ Did you add keterolac or diclofenac?
e Are all multimodal elements given sufficient?

¢ Bradycardia, hypotension
¢ No problem, accept HR 45 and SAP 90.
e Ephedrine extra CAPE 201



Allergy, anaphylaxis for opioids? Histamine release.
e Fentanyl-associated anaphylaxis (Baldo B Anaesth Intensive Care 2012; 40: 216)

Hyperalgesia problems. Is frequent but you have to ask.
Complex regional pain syndromes (CRPS)
e Suddeck’s atrophy, Raynaud syndrome and reflex sympathetic dystrophy.
Oncologic surgery?
e Being pain free and stress free more important than immunosupressio
by morphine? Pro -contra opoids.
¢ Imani B Morphine use in cancer surgery Front pharmacol 2011; 2: 46
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nicaraipine 1o give voronary vasodiiation

e Slower loading of dexmedetomidine to avoid hypertension and
vasoconstriction.

e Controlled hypotension with need for dry surgical field
low cardiac output.
¢ Add more beta blockers, Mgsulfate

e Sympathetic dysfunctional syndromes with orthostatic

hypotension.
e Use less dexmedetomidine

¢ Very old patients
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More info

Jan.mulier@azsintjan.be

www.publicationslist.com/jan.muli

CAPE 201




az sint-jan

brugge - oostende av
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