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O CAR esta na eminéncia de ter de suspender a edicdo da Revista,
por ndo haver capacidade financeira para suportar o défice de cada numero
que se eleva neste momento a mais de 2.500 euros.

Os patrocinadores habituais, a Industria Farmacéutica, estdo a reduzir
O seu investimento em publicidade, e alguns retiraram mesmo
0S seus anuncios da Revista

Se todos os associados do CAR (mais de 1.300) colaborarem,
com o pagamento das suas quotas, o problema fica resolvido.

A quota anual é de 30 euros para internos e 40 euros para especialistas,
que pode ser paga no Multibanco ou por Transferéncia Bancaria
para o NIB 00320-12300-20150-291-940.

Agradecemos que nos seja enviada uma mensagem,
para nos informar do pagamento, para
sobral.rui@gmail.com

O recibo sera posteriormente enviado por correio.

E indispensavel a colaboracdo de todos,
para se poder manter a publicacdo da Revista que é de todos.
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EDITORIAL

Editorial

IN MEMORIAM- Dr. Anténio Goncalves Ferreira (1930-2012)

O nosso colega, ANTONIO GONCALVES FERREIRA, anestesista, faleceu este Setembro, aos 82 anos.

Antigo presidente do Conselho de Administragdo do Hospital de S. Marcos em Braga, onde durante a sua gestéo foi inaugurada
na década de 80, a primeira unidade de recuperagéo pds-anestésica em Portugal.

Personalidade por vezes polémica dado o vigor com que defendia as suas convicg¢des, foi um grande animador de varios con-
gressos do Clube de Anestesia Geral. Dotado de elevada formagéo pratica e tedrica nas areas da anestesiologia e terapéutica
da dor era empenhado no ensino, tendo influenciado varias geragdes de especialistas, e eu tive a honra e o prazer de aprender
muito com ele.

Em 2008 foi distinguido, como Sécio de Mérito do CAR.

Foi um dos vultos maiores da anestesiologia portuguesa, que fica empobrecida com o seu desaparecimento.

O Clube de Anestesia Regional, tem novidades que quer partilhar consigo:

— Em breve, a Revista em formato eletrénico (PDF), passara a estar disponivel para download através do site do CAR, apenas
aos membros com a sua cotizagdo “em ordem”.

— A Revista passou a ter um novo capitulo, o Journal Watch, dedicado a informagéo sobre a bibliografia atual e relevante sobre
anestesia e dor.

— Estamos a comecar uma nova iniciativa, a “Slidoteca CAR”. A Slidoteca CAR pretende ser um repositorio de slides em
power-point, com temas relevantes, que passam a estar disponiveis para download através do site do CAR, apenas aos mem-
bros com a sua cotizagdo “em ordem”.

Neste numero da Revista, como primeiro tema, um artigo vindo de Sevilha do Hospital de Fremap, da autoria de Lucia Arroyo e
colaboradores onde é abordada a cateterizagao da veia subclavia por via supra clavicular guiada por ecografia.

As Normas da DGS, sobre AINEs e Dor Neuropatica, sdo abordadas pelo Jodo Mota Dias, através de slides, que iniciam a nossa
slidoteca.

A morfina intratecal para analgesia pés-operatéria em cirurgia de transplante renal é abordada por especialistas do Hospital de
Santa Cruz, Centro Hospitalar de Lisboa Ocidental.

Do Hospital do Espirito Santo, Evora, um interessante artigo sobre a importancia do bloqueio do neuroeixo apés RTUP.

Por ultimo ¢ iniciada uma nova secéo, o Journal Watch, que se ira revelar util para quem pretender estar informado(a) sobre
bibliografia.

Uma leitura proveitosa, sGo os meus votos.

Rt s/ eacetfes

Rui Sobral de Campos



EDITORIAL

Editorial

IN MEMORIAM - Dr. Anténio Goncalves Ferreira (1930-2012)

Our colleague, Antonio Gongalves Ferreira, anaesthetist, died this September, at the age of 82.

Past President of the Management Board of Hospital de St. Marcos, Braga, where, during his administration in the 80s, was
inaugurated the first post-anaesthetic recovery unit in Portugal.

Sometimes, a controversial personality given the vigor with which he defended his convictions was a livener of several con-
gresses of the Clube de Anestesia Regional. Gifted with high practical and theoretical training in anaesthesiology and pain
therapy, committed with teaching, he influenced several generations of specialists, and | have had the honor and the pleasure
to learn a lot from him.

In 2008 he was honored as a CAR Merit Member.

He was one of the greatest figures of portuguese anaesthesiology, which is impoverished with his disappearance.

The Club Regional Anaesthesia, has news to share with you:

— Soon, the CAR Journal in electronic format (PDF) will be available for downloading via CAR website, only allowed to members
with their membership fee “up-to-date”.

—The Journal has now a new chapter, the Journal Watch, dedicated to information on current and relevant literature about
anaesthesia and pain.

— We are starting a new initiative, “CAR Slidoteca”. The CAR Slidoteca aims to be a repository of power-point slides with rele-
vant themes, which will be available for download via CAR website, only allowed to members with their membership fee
“up-to-date”.

In this journal edition, a first paper coming from Hospital de Fremap, Seville, authored by Lucy Arroyo and colleagues approa-
ching the ultrasound-guided supraclavicular subclavian vein catheterization.

Health Authorities (DGS) guidelines on Neuropathic Pain and NSAIDs, are addressed by Jodo Mota Dias, starting our Slidoteca.

The intrathecal morphine for postoperative analgesia in renal transplant surgery is discussed by medical experts of Hospital of
Santa Cruz, Centro Hospitalar de Lisboa Ocidental.

From Hospital do Espirito Santo, Evora, an interesting paper about the Importance of Neuraxial Block in Diagnosis Complications
after TURP.

A new section, the Journal Watch, which will prove to be useful for those who want to be updated about new and relevant
published literature.

| wish you a usefully reading.

Rk s/ eacttfes

Rui Sobral de Campos



CATETERIZACION DE LA VENA SUBCLAVIA ViA
SUPRACLAVICULAR GUIADA POR ECOGRAFIA

Lucia ARRoYo RozaLEM*; VicToRIA ANGELES GALLARDO*; ANTONIO CRESPO GARGIA™*

*Facultativo Especialista de Area, **Jefe de Servicio de Anestesiologia
Servicio de Anestesiologia y Reanimacién. Hospital de Fremap, Sevilla

Resumen

Descripcion de la técnica de abordaje de la vena subclavia via supraclavicular por ecografia. Ventajas de la via supraclavicular sobre la técnica infraclavicular y apli-
cacion de la ecografia como guia para la cateterizacion venosa central.
Palabras Claves: Técnica supraclavicular-subclavia. Vena subclavia. Supraclavicular. Ecografia. Cateterizacion venosa central.

INTRODUCCION

a cateterizacién venosa central se

define como el posicionamiento de un

dispositivo de acceso vascular cuya
extremidad se sitla en una vena endotora-
cica, la vena cava superior o inferior. Tiene
indicacién en varias situaciones clinicas,
incluyendo la reposicion de volumen, moni-
torizaciéon hemodindmica invasiva, marca-
pasos transvenoso, acceso vascular para
hemodidlisis, acceso vascular para nutriciéon
parenteral prolongada, reposicién rapida
de fluidos o sangre, infusién de sustancias
irritantes y acceso venoso en pacientes con
venas periféricas dificiles'.

Las vias centrales pueden ser introducidas
en la vena yugular interna, subclavia y femo-
ral. La eleccion adecuada del sitio de inser-
cién es esencial para el éxito.

Se han desarrollado distintos métodos de
colocacion, cada uno con sus ventajas y sus
posibles complicaciones. Han sido descritas
numerosas complicaciones pues se trata de
una técnica cruenta e invasiva.

Para el acceso central la vena subclavia pre-
senta varias ventajas anatémicas entre otras
su gran diametro, ausencia de las valvulas,
y su posicién relativamente constante. La
cateterizacion subclavia también conlleva un
menor riesgo de infeccién relacionada con el
catéter y de trombosis que la vena yugular
interna y la vena femoral?2.

La descripcién original de la cateterizacion
de la vena subclavia via infraclavicular por
Aubaniac en 1952 se ha convertido en una
técnica bien establecida. En 1965 Yoffa des-
cribié una via alternativa supraclavicular que
aun siendo menos utilizada presenta venta-
jas que describiremos en este articulo

El uso de la guia del ultrasonido durante el
cateterismo venoso central ofrece evidentes
ventajas de las que existe extensa documen-
tacion cientifica, como son la identificacion
de vasos, sus variantes anatémicas y altera-
ciones y la visualizacién del resto de estruc-
turas anatémicas cercanas. La aplicacién de
la ecografia para la cateterizacion de la vena
yugular interna ha demostrado reducir tanto
el tiempo necesario para la insercion como el
numero de complicaciones y ha aumentado
las tasas de éxito. Sin embargo, su uso para

la cateterizacion de la vena subclavia ha sido
poco estudiada debido a que la ecografia en
tiempo real para el acceso vascular supra-
clavicular es técnicamente dificil, porque hay
poco espacio para posicionar el transductor
mientras se inserta la aguja®3+.

Los ultrasonidos pueden emplearse de forma
“estatica-indirecta”, es decir, visualizando
estructuras anatémicas previamente a la pun-
cién o de forma “dindmica-directa”, es decir,
visualizando y canalizando en tiempo real. Se
ha publicado un estudio comparativo entre
estos sistemas y el método de referencias
anatémicas con el que se demuestra que
la ecografia en cualquiera de sus formas es
superior a las referencias anatémicas, resul-
tando la forma “dinamica” superior a la “esta-
tica”, aunque es de mas dificil realizacion®.

TECNICA

La “estructura guia” a localizar es la ima-
gen ecogréfica de la arteria carétida externa
junto a la vena yugular interna en su cara
superior y/o externa (Figura 1 - pagina 13).

Para ello posicionamos al paciente en decu-
bito supino, con la cabeza ligeramente
girada hacia el lado contrario de la puncién,
los brazos extendidos a lo largo del cuerpo
y opcionalmente, un discreto trendelemburg
que facilite la ingurgitacién y evite la embolia
gaseosa®® (Figura 2 - pagina 13).

El lado derecho es preferible porque la ruta
hacia la vena cava es mas directa y por la
ausencia de conducto toracico®®.

Procedemos a la limpieza y preparacién
antiséptica de la piel. Delimitamos la zona
estéril con los campos quirdrgicos, dejando
expuesta las siguientes estructuras: clavi-
cula, carincula esternal, mastoides y borde
lateral del ECM (Figura 3 - pdgina 13).

A continuacién, cubrimos con un apésito
y una funda de plastico estériles la sonda
ecografica y depositamos sobre la piel, un
gel conductor también estéril' (Figura 4 -
pagina 13).

La vena subclavia se localiza aproximada-
mente a 2-3 cm de profundidad, por tanto,
utilizamos una sonda lineal de alta fre-
cuencia (10 - 15 MHz) y baja penetracién
de hasta 3 - 4 cm de profundidad. De esta
manera, se obtienen imagenes en diferente

escala de grises con y sin compresién de la
vena yugular interna, desde su posicién en
la cara anteroexterna de la carétida, hasta su
unién con la vena subclavia para formar la
vena braquiocefalica del mismo lado.

En un primer tiempo, identificamos a la arte-
ria carétida externa como una imagen circu-
lar, pulsatil e hipoecoica. En su cara externa,
se sitlia la vena yugular interna que aparece
redondeada, no pulsatil, hipoecoica y colap-
sable?® (Figura 5 - pdgina 13). Una vez visua-
lizada la vena yugular interna, se desplaza la
sonda en sentido caudal y medial, mante-
niéndola siempre en el centro de la imagen y
descendemos hasta ver su unién con la vena
subclavia ipsilateral (Figura 6 - pagina 14).

A continuacién, posicionamos el transduc-
tor paralelo a la clavicula y con una inclina-
cién algo menos de 60° hacia el interior del
térax, lo que nos permite aplicar el doppler
color para identificar, la direccion del flujo y la
velocidad. El plano asi obtenido, se denomina
plano coronal oblicuo y nos muestra un corte
transversal de la vena subclavia®® (Figura 7 -
pagina 14).

Al observar la vena en su interior identifi-
camos las estructuras valvulares o cuerdas
fibrosas que evitan el colapso de la misma,
incluso con depleciéon severa de volumen.
Su apoyo sobre la primera costilla también
contribuye a ello®.

Se visualizan tres zonas, en laimagen obtenida
con el transductor® (Figura 8 - pdgina 15):

e Zona superior en la que se distingue
una capa superficial, ocupada por la piel
y tejido celular subcutaneo, bajo esta
capa se encuentra el musculo platisma
y la gran masa muscular del esternoclei-
domastoideo (EMC).

e Zona media donde la vena subclavia se
situa anterior al musculo escaleno anterior.

e Zona inferior bajo la vena subclavia
se localiza la 12 costilla con su sombra
acustica y la cupula pleural, facilmente
identificable por la presencia de artefac-
tos en “cola de cometa” y por su movili-
dad con la inspiracion profunda.

Una vez identificada la vena subclavia, la
centramos en la imagen y aplicamos el
protocolo para el estudio de las venas de
la extremidad superior. Incluye imagenes
transversales en escala de grises en reposo

»
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y con la compresion, para seguidamente
corroborar con el doppler color longitudinal
con trazado espectral, la variabilidad car-
diaca y respiratoria transmitida'®"".

Procedemos a canalizar la vena, colocando
la aguja de punciéon para catéter central
(18G-15cm) en un angulo aproximadamente
de 20° respecto la piel y la introducimos en
“plano” o longitudinal a la sonda, siempre
ejerciendo una presion negativa constante
sobre la jeringa conectada a la aguja de
puncién. En la imagen ecografica, visualiza-
mos la aguja en todo su recorrido y obser-
vamos la presion que ejerce a su paso por
las diferentes estructuras: piel, tejido celular
subcutaneo, musculo, hasta llegar a la vena
subclavia (Figura 9 - pagina 15).

Una vez canalizada la vena, introducimos
la guia y el catéter utilizando la técnica
habitual de Seldinger. Podemos ver como
avanza dentro de la vena la guia metalica
del catéter confirmando su posicion (Figura
10 - pdgina 16).

Para la canalizacién supraclavicular de la
vena subclavia del lado izquierdo, el anes-
tesidlogo se situard en sentido contrario,
mirando hacia la cabecera del paciente, de
esta forma no habra dificultad para la reali-
zacion de la técnica en caso de ser diestro.

El abordaje supraclavicular descrito por
Yoffa tiene ciertas ventajas sobre la técnica
infraclavicular aunque en la practica ha sido
menos utilizado y ensefiado por razones que
no estan claras. Ahora con el uso del eco-
grafo podemos confirmarlas 237

e Insercion préxima a un punto de
referencia bien definido (el angulo
clavisternomastoideo).

e Menor distancia de la piel a la vena
subclavia.

BIBLIOGRAFIA

e Trayecto mas directo a la vena cava
superior evitando la posicion errénea del
catéter.

e Un area de seleccion mayor que nos
deje la opcién de abordar la yugular en
caso de dificultad o complicacion.

e Mayor distancia al pulmén y menor
riesgo de neumotorax.

e FEvitar el obstaculo de la primera costilla.

e | atécnica supraclavicular es mas acce-
sible en pacientes quirdrgicos y no pre-
cisa la interrupcién de la RCP.

Aplicando la ecografia conseguimos:

e Reducir el tiempo requerido para la
canalizacioén de la vena.

e \erificar en cada momento la aguja y la
guia metélica facilitada por el método de
abordaje en plano.

e Constatar la variabilidad anatémica de
los grandes vasos.

e Disminuir el riesgo de complicacio-
nes por la visualizacion directa de las
estructuras.

Comparada con el abordaje de la yugular interna:

e | a subclavia no se colapsa con tanta facili-
dad como la yugular por sus cuerdas fibro-
sas Yy su apoyo sobre la primera costilla.

* |aproximidad de la yugular interna con la
carétida nos impide fijar una imagen eco-
gréfica que evite la puncién accidental de
la misma, viéndonos ademas en la nece-
sidad de aplicar el Doppler power para
distinguir el pulso venoso del arterial.

e Menor incidencia de trombosis que la
yugular.

Inconvenientes:

e Conocimiento profundo de la anatomia
y préactica en el manejo de la ecografia.

® Poco espacio disponible para colocar el
transductor e insertar la aguja al mismo
tiempo en pacientes con cuello corto y
mamas grandes.

Complicaciones:

No hemos encontrado ninguna complica-
cién especifica ligada a esta técnica que
las inherentes a un abordaje supraclavicu-
lar: hemoneumotérax, neumotdérax, pun-
cién arterial, infeccién secundaria al caté-
ter venoso central y lesién nerviosa.

CONCLUSIONES

La aplicacién de la ecografia para la iden-
tificacion y canalizacion de la vena sub-
clavia supone un avance en el abordaje
supraclavicular:

— Es unatécnica sencilla por encontrarse
la vena subclavia muy superficial, tan
s6lo a 2 o 3 cm de la piel y con un tra-
yecto mas directo hacia la vena cava
superior.

— Reduce el tiempo requerido para la
insercién del catéter central.

— Lavisualizacion de las estructuras ana-
tomicas en tiempo real, nos permite
una menor tasa de errores y de com-
plicaciones, convirtiéndose ademas en
una alternativa para los casos de abor-
daje dificil.

— Resulta ventajoso observar la varia-
bilidad anatomica de los grandes
vasos.
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Figura 1 - Arteria carétida externa junto a la vena yugular interna

Figura 3 - Preparacion del campo quirtrgico Figura 4 — Preparacion de la mesa quird

Figura 5 - Colocacién de la sonda ecogréfica y visualizacion de la arteria carétida externa junto a vena yugular interna
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SIEMENS

Figura 6 - Desplazamiento de la sonda ecografica y visualizacién de la vena yugular interna hasta unirse a la vena subclavia
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Figura 7 - Posicionamiento de transductor para visualizacion de la vena subclavia
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SIEMEN

Figura 8 - Imagen ecogréfica de la vena subclavia en un plano coronal oblicuo

Figura 9 - Canalizacién venosa en “plano”
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Figura 10 - Técnica de Seldinger. Visualizacién de la guia metalica dentro de la vena subclavia
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Normas CLinicas (NOCs)

NoTA INTRODUTORIA

meiro é informa-los da publicacao de

duas Normas (ainda em versdo néo
definitiva) relativas ao tratamento da dor;
o0 segundo, dar-vos a conhecer que o site
do CAR disponibiliza online, slides power-
-point passiveis de download, referentes a
este assunto, que podem utilizar caso pre-
tendam fazer alguma apresentacéo sobre o
tema e poupar algum trabalho.

Fica o compromisso, que se a versdo defi-
nitiva vier a alterar algum deles, estes serdo
atualizados o mais rapido possivel. Espero
que os slides vos sejam uteis.

Este trabalho tem dois objetivos: o pri-

INTRODUCAO

O Memorando de Entendimento sobre a Con-
dicionalidade de Politica Econémica (MoU),
firmado pelo Governo de Portugal com o
Fundo Monetario Internacional, a Comissao
Europeia e o Banco Central Europeu, em 17
de maio de 2011, impde o cumprimento de
um conjunto de medidas rigorosas a imple-
mentar com um calendario pré-definido, entre
as quais se incluem a publicagdo de normas
clinicas e a criagdo de um sistema de audito-
ria a sua implementacao.

Cabendo a Diregdo-Geral da Saude, no
ambito do Ministério da Salde, a implemen-
tacdo destas medidas do MoU e tendo em
conta o cumprimento do seu exigente calen-
dario, foi dada prioridade a emissao de
normas clinicas em matéria de prescricao
de medicamentos e de meios complemen-
tares de diagnéstico e de terapéutica.

NORMA

JoAo Mota Dias

Licenciado em Farmacia

Uma vez que esta prescricdo é feita por
meédicos e médicos dentistas e que a Dire-
¢do-Geral da Saude, sem prejuizo da sua
autoridade técnica, pretendeu envolver
especialistas na sua definicdo, de modo
a potenciar o acolhimento das normas
propostas, celebrou, para o efeito, um
protocolo de colaboragcdo com a Ordem
dos Médicos e um acordo com a Ordem
dos Médicos Dentistas, passando tais nor-
mas a ser adotadas, também, por estas
instituicoes.

A Direcdo-Geral da Saude emitira outras
orientagdes técnicas ou normas, conco-
mitantes ou imediatamente subsequentes
a emissao prioritaria das referidas normas
clinicas para a prescricao médica, abran-
gendo outras areas da saude ou desti-
nadas a outros profissionais, designada-
mente enfermeiros, entre outros.

Se ndo me tiver enganado a fazer as con-
tas, e de acordo com a informacgéo dispo-
nivel no site da Diregcdo Geral da Saude,
www.dgs.pt, embora ja tendo terminado o
periodo de audigdo publica e teste de apli-
cabilidade, ainda néo foi publicada a ver-
séo definitiva de 57 normas clinicas.

Concretamente no que diz respeito ao trata-
mento da dor sdo duas:

Norma n° 013/2011 de 27/06/2011

Anti-inflamatérios nédo esterdides sisté-
micos em adultos: orientacdes para a utili-
zacgao de inibidores da COX-2 (acedido em
03-09-2012)

arkenta

NORMA®

2 a
=3k

Norma n° 043/2011 de 23/12/2011

Terapéutica da Dor Neuropatica (acedido em
03-09-2012)

Ambas as Normas estdo disponiveis em
PDF, para download no site da DGS

O documento NORMA da Dire¢do Geral da
Saude, é constituido por diversos capitulos:
I.  NORMA (propriamente dita)
Il. CRITERIOS
lll. AVALIACAO (dos resultados da imple-
mentagdo da Norma)
IV. FUNDAMENTAGCAO
V. APOIOCIENTIFICO(SociedadesCien-
tificas e Grupos de Profissionais de
Saude que contribuiram para a ela-
boragédo do documento)
VI. REFERENCIAS (Bibliografia)

VIl. ANEXOS (Quadros, Tabelas, Figuras,
Imagens)

No caso da Norma da Terapéutica da Dor
Neuropatica existem mais 2 capitulos:

- OUTRAS TERAPEUTICAS (que ndo as
farmacoldgicas)

- INFORMAGAO/EDUCACAO (do doente
e familia)

De entre as orientagbes presentes no capi-
tulo “Fundamentagdo” as que sd@o susten-
tadas pelo nivel de evidéncia mais robusto
foram convertidas a Norma.

Ant-inflamatdelos nbo estersldes shiémicos em adiltos:

i para 3 utliizacho de inibidores do COX-2 = Noomes DGS 0132011
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Normas CLinicas (NOCs)

Terapéutica da Dor Neuropatica - Norma DG5S 043/2011
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LA pvalincho da dor & um dos passes Essenckads i disgnietio de dor newnopiics
# dor deve ser cametericnda @ registads na prociesio dinico quanto a:

ntemidade

Jocalinasio

~puaditade

~parfil tornporsd _

-fatooes de exacerbacio ou de ilivio
“impucto funcional

.-nmuﬂﬁ peia o aliasl

sAnomag Conoomitanteg
-muumm-m

[Nl it Ewitdnicion C, reane dfe Becomendipio i)

Terapéutica da Dor Neuropatica - Noarma DGS 043/2011

2. A salegde do tratamento IRTmacoligicn teve ter em conts os weguines a3petos:

=co-minehilidacdet do doenie

“yudnavabilidade indivitull connecida

=porfil de segurainte » contraindicaches
-preleriney do doente

sfatores de risco o e3tilos de vida

patologls pslguidirics (depresdo oo ansisdade)
~meditaSo prévin e atual

Do i N B

Terapéutica da Dor Neuropatica - Norma DG5S 043/2011

A anvitriptiline™ @ & pregabeling & side preconizadas pars o rwamenio da DMe [dor
‘meumopitics perifénics) coma primeirn opglio terupdutica |Mivel de Fviddrncin A, Grau de
Recamendogtio i, 4

4. 8 ppclo teraphutics snalgisice deverd ohedecst & critérios de afelividade, devondo-se
pieserpeed & pogle terapdutics de mpnee cuito poes igual sfickes

5. S @ unalgesia & myatnlabies, com os medicamentos de primeirs opglo teespéutics em
date minima tolerdvil, deve olerecesae bralamento com wns o tisse Tarmatoligics
fealnda tu mm asiocagh, apdd infarmiagio ao deante, & sefente mado:

&, 5 @ troametn inlcisl (0! beito coin amitripliing® deve asunclar-se s pregabaling
progabaling

Terapéutica da Dor Neuropatica - Norma DG5S 0432011

Terapéutica da Dor Neuropatica - Norma DG5S 043/2011

& A dulemrting, 8 verilafacing® ou & amitrptiling® tdm ssoo preconiendas para o
tratamamo da DNPD {dov neurcpdtics dlabdtial como primnira opglo teragdutics.
| Mivel de Evidéncia A, Geois de Recamendogso ). 1

T Ma ONPO, e o tratarmesits inicial for msatiifatéelo, preconizs-se s smbstituclo ou s
associagdo de medicamantos, upts informagio so daente, do seguiite moda
o %8 o irataments insclal 1 Tesio com dubazeting deva Bssoziarse o progabaling
orwl ou wubitriir-se pela pregabaling ou pets amitriptiios®;
. Se o tratamento foi Teita cont amangptiiine® deve swsociesa & pregabaling ocsl
U bbb peta pregahating

B Se noe doentes com dor nearopitics periférics (dishéticn ou nllc) & analgesis &
satisiatidia com-os firmscos de segunds lnha {em mono ou em essodiagio) nas
dherkés Milximis preconimes. deve inici-5e o procedimenta de (eferenciagio
deites doentes a unidedes especializndas no tratammanto da dor.

¥ o periods qus decarre ath 4 consalts do redenkncts pode inidarse o tratamento
cam tramadol aral em MaNGIErepia o &M AE0C0GE0 COM 0 trataments de seginds
linha ou, nos dosntes com dor localizadn, gue ndo toleram medicago oral,
pondarar & utilitaglo de leocaing Légica
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Terapéutica da Dor Neuropatica - Norma DGS 043/2011

R0, Ma revraljila o iriglimis, alls preconicadis & carbamanspng e e
eoccarbarepin; (Wl de Evidéncio 8, Gru de Recomendosta i, 2

L1 N dor nebmpdbics pos-herpdties os antldepressivos tnciclions « o5
fabapentindides sdo preconizados como primeira opclio terapdutica. (Mvel e
Eviténcia A, Grou de Récomendapdo ). Em dosntes idasor, o ldecaing tdplca
e wer comiderada coma primedrs linka deta # sus exculenis tolerabilidads, em
wupecial g exidlic prescuDpcho (om s soontecimentos stversis na satame
nprvosg contral associados i tevapdutics oral. (i e Evsciincia 8 Grou die
Recamemgoga 1) *

L= mwuummmmnmml
Hm-ﬂm.lmmmum&ﬂlmﬁ
meurnpatics associaila a b medilat o3 AUT W wvidincia de aficacia de vl
‘B s dor neurcitics sseociata 8 ko medular & 8 dor crdnics peANC

Normas CLinicas (NOCs)

TerapButica da Dor Neurapitica — Norma DG5S 043/2011

T Exisimm sifuagdes cinicas muito especilicas sm que os nives de svidéneis tio
reduridas, tenda am conta o lmélade e extudos publicadad, pelo que
ibeverbo conalderar-se comp oilénios de exteglo b presents Norma (Tabela 7).

B4, A musdanga ou descontinuaglo de wm medicamento dive realizar-so de forma
gradual, monlborizanda siatomes de abstinéncia. A bteodug3o S um nevg
madicamants deve sobrepos-e temporsiiaments ao tratamento anterior, de
forma = manter o controlo analgdsico. [NVl de Evidéncia B Grow de
Reromendig o (L4

Imhuamﬂnhmmmmumm

2 adoguogdo do trat  escolhido no Gun respelts
ummlmmmmnm“
atividades de vids didri, no humor e ne gualidads do sono. (Mivel o Fridinga C
G ghe Recamendagdo ]

:;hmuwmummn-mmﬂul
:ﬁw-mmmmmmmmam

e

Terapéutica da Dor Neuropatica - Noarma DGS 043/2011

IF. Loy crivévion de referoncisclo pare uma consutia de medcing de don

i dle oificil ponmokn, upesior do feropdulicn otieio [24 inhal e fou
b St covn impocta gl ne Bitwoodes g wols diani; «fou
& Mhiripion slmtannen aiou wdrics ecnlizssien oo

. Meoeindody de Makepda rnkds o'

<. e do clioingia Jesconfesian.

| 18 o critdeios dn reforencisco wpentn are ums conkula de reedicing a8 dor (pane

apndetics Bfou tratamemeo) os seguiTies simacies

o Sindrewne duloross compfen regonal;

I DNl reenerente,
1% 0 procesat de ahernncRg S0 DT e FOSSEETS G MG 00 S0 Be. chagarmamants,
e o WgUMEY Alns.

. it desrrghs e histdei smud e o a

& Cidgrdaticn mtmu&nm“mu

« Whweficeng o it [lecmemcoddgen £ i fiarmecoligien, dah e i, princiol sih, -

reswieachon ¢ ffesod sl

B . mmm
v COrETan RS WIS de for o £ anwﬁ

darrs e bose.

Terapéutica da Dor Neuropatica — Critérios

) A Ot & um probiema de side pibiica, devends todos oz midicos extar
wiaguadammte lamillaritados com e smi diagndatico o irataments, Pata tal &
neceiibnio:

| idwntificas a papulagic de isco para dor neurcpdtica;

. diagnesticar, prla hiatonls clinice & exame aljetig;

B respeitar o principso éthoo do mats ripldo tratamenio o de individualizsgbo
terapdutica segura @ eficar, tendo como ohirtie matheosr o gualidade do
wida;

. adeguur o sua shordsgam sos rewanos isnoeires do sstems de sedde;
. eferonciar om tempo il = de forma sdequoda,

I} € dgnsticn da dosnga amarmpdfica basesa sy na hivtona i, no e
Thtieo que inclias o exsme peiTekigicn £ e dhagndatics
[itvenl dhe Evitticia £ Grow o Recomendapde i1

Terap@utica da Dor Neuropatica — Critérios

1] Ao e 5w invkciss o jnvestigacio clinlca de dor neuropdtics, devem aeciuir-ie coeies de
doangas tratdves, axsim coma identificar co-marhilidades, como alteraglés do hemor » do
s, amkedade, ujs evaputica pode Cootilul pars o melar tratamenita da DNe N de
Ewidbna €, Grou de Recomewdopio [,

1 4, e disve fer rvallnda pels conjugacio dos sintomat & sindis de dor sspentine ou
suncady, desortmned veviasl, Sipgrama corparal  tiies b cibecring, Nonfam ey uh por o
Preiark S8 CONCISERT! qUANTH & dor Peimnplics.

o) O reconhecimueio da DNe teeve Se¢ baseacdo uma svaiied o clinica culdedosa:
Intemaldladel, qulidade. perfit temporal, fabores de exncerbagio ou alhe ds doe, bee como
Gafos dintorras concomitants: £ ssencial estabelecer & sticlogia.

1] A wvnlingdo da miensidade da dor pede s (sile £om recurso o sscali viiaal ansdgion;
wcsla mimsbic b s gL & sizals do lae

nhmamw-mmm"m-mn
dot meurnpitics da ﬂﬂ'mm lw
wm B & limgua v cullung partugueln. nomaddemdnte o ORd § o

w - Py =

o

Terapéutica da Dor Neuropatica — Critérins

) SBo diversin ad comorbilidades (1o doents pré-exiatents tu qud se mitals na
decurso da doengs atual} descritas om pessass cem dor croniza”,
| A depressdo £ gutras doantas afetivas & ansisdade sio s comordandes
mels frequentemente Jssocioas b dor crdncy, )
I A eomorbilidads sssocisda 8 sbudo de subitincie pileaitive & o segundo tipa
mats frequente de comorbilidade puiquidtrica associada g dor crdnice,
representanda 3,2-18.9%, inclusndo o ubuso de-drogas iichee

] i v cestraplecs velagio bidinecionil snire dos o depresho ssdinga & dor
crémica, coma proditar de agravanento da depressSo & vics-versa®, A cosdstinga de
ﬂwuﬁm-m sigrificmivamente o traramednto de cada
| perha fpan drve sir avalada o sed impacto ne vida do dognte
Intmgrado ni-estratige teraphuiice, 200

1w e —— e
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Terap@utica da Dor Neuropatica — Critérios

11 A avaliagdo pricotsocial dod doentes com Die crinics mereds particulsr atengio
pelas canacteristicas Gnicas deste tipe de dor, O fucewe do ratamento depende
igualmente do reconhecimernto de gue & dor & dm santomas comism da depressio s
s drpresado @ dor frequentementa cosxitham,

k) A abordagem do dounte com Dfie & complexa & @ resposta Gos tratamentos
exigtentes & dific de prever, sento variivel 8 misey veres dececionante. Exstem
doenied, de enire e saliantam-sa @ teciplubos tormacoldgica (ambulnbam
faspitaki ;s técnacas de internengdo ndo-farmacaldgics |anmo IV ai
MMlimihehwu

1] D 501 PEWEELSIS B COMIEICACR0 BO17e 0 GO4TER & 0 MAdiCo, permiindo 3
o wpottatives face no tratsmenta. no qum of respeito

& okl para @ mumw Furemaccligics avpuciicn; Balinga

(M dhr Evicdincio € ot de Rrcomendocso |

e

Terapeutica da Dar Neuropatica — Critérios

i} W sbordegent farmacolagicn acs dosntes com D, o mddiog dowi etar
famiflarizade com; .
I om eleitos pdversos da medicagho institukds come (ndiga, alteragbe do tong,
do humor @ do apefite gue podam mimsdtirar sintomas de depricsdo;
L. o potancisis efeites scdvarsos ou contralndicacho da medicacks sm doantes
ot dutray comorbifidades (pleucoms, upotersio onoutitica,
tardiacas, hipertensdo arturind, insificibinc ronl, inauficibnea heqdtics,
afterabes da marcha).

nrumwhmmmmwm

Terapéutica da Dor Neuropatica — Fundameantacao

i) O concinn ciinico de Do Neuropdtics [DMe) adsenta na definkdo de “dor por leilo ou
doenea to siitema samatosenindal™ infermationed Alsocation for the Study of Pain
[RASP) & dssessment Committe of the Newropathve Pain Specinl interest Group (MeuPSIGL
2068

s} A DN term origern nas vias nervosas, tesdn 3s termineg e de nocoepiones perilinices
até so conix cernbrad, subdividinde-se &m

| Centrad {oérebro efou medula);

1. Periférica (nerves periféricos, plexos, phnghos das raltes dorsals ou rires).

£} Deverd dintinguetse Die de dor nocicoptiva: - -
| A dor mociceptive & definida como “dos resitants da sthvaclo de aoticeptores pod
Mo real ol petenclal die tecld pertfbnea;
i, A dt' nockepifes; contrariamants i dor pouropibica, # um mecarmo
b aduptathv de atigbo de noUCEenes @ de vies do trammbisio da dor

ﬂmnprhrﬂmﬂlmtmihm

A ———————
o —— e ——

Terap@utica da Dor Neuropatica = Fundamentacio

) Tastrnnemsy el § dor neuropdiics. Definighes de 2008
e ey
A wgu_uu—ni__
i e F—T e
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Terap&utica da Dor Neuropatica — Fundamentacio

1} Cesconhece-5e & prevalincis saets di Die, Senoo que s rsiens que sejs poor 3 5% na
P om gerad " Hurm sregs spidemiiigoo restinado na popeilacho suroped,
pravaldnein sncontrads de dor mesropdtics Toi de 4. ™ Realoe-52 qui § prevesiacs dol
dinudropmis dolontoos @ variisel g peinkngls pem petologe medies.
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Terapéutica da Dor Neuropatica = Fundameantagao

1A DM deve ser avaliada pela conjughchn dios Untomes & dnab e dor sspontlnes oy
evocaia, descritores verbais. diagrama corporal ¢ testes de cabecsina, Monham reite,
b por &, poderd ser canclusiva quanto s DNe.

b O e wnt oo de D o o esphntines, Sor axivterie sem datimilscks efoadar
AVOLaDE, resp0aia snormal b eanimaiaclo (Qaiaden 3); podem s posBROS Ol Ngatvgs i)
v e e [Quadna 41 '

I itad terib L Imais
o AR
nﬂﬁmm-—uh—m.w&-d}r SR B

TMMWMIMI 1, RTINS 0 Mg
1]
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Terap@utica da Dor Neuropatica — Fundamentacdo Terapéutica da Dor Neuropatica — Fundameantacdo

Quadro 3 - Sinais e sintomas de dor neuropdtica

g

Quadra 4 - Sinais/sintomas clinicos

Sinais/sintomas negativos

Sinaisfsintomas positives
Miperalgesia - ivio, calor, picada, presslio . Hipostesls - daloross, térmica, mechca,
Bistre

w-mmmm
UMaefcad e Wocht and Mannion 1959, Hanson ef i, 1007) <44

Terapiutica da Dor Neurapatica — Fundamentagio

Fig. 1 - Diagrama Corporal

SERAT A FEARAMENTAY I¥ CARETEIRA
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Terapéutica da Dor Neuropatica — Fundameantacdo

Ivj O resiileadion abtitos com o8 exames de cabeceicn permitesn el as Nhras
afetadas no esame womativaenswial (Quadeo 5]

Cueadro 5 - Sumdrio do ferramentas para alerir fungdes sensitivas =

Terapéutica da Dor Neuropatica = Fundamentagio Tratamento Dor Neuropatica = Arvore de decisao (1)

110 midico deverd recorrar 3 um algoritrmo do diagdstico fafgantme cinico/droee de
decisfial g parmite clessdicar o Dhe em alo confirmada, prowivel ou dafinktiva 4

= S
(=) (=)
=" : Nl

sirin princidl
—
T | Wit |11 i ] ;
] S o
e M e _""\.
-, h—lmlﬂﬂi'll
_._ |
Cowmen TSR e e i S 2 'l _
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Tratamento Dor Neuropatica - Arvore de decisdo (2) Terapéutica Dar Neuropatica - Doses

=
Caiun A - Doses \

*insciar terapdutica com a dose maks hesa como indrcado na tabela
"Titubsr abé dose eficar ou dose mixima tolerada pelo doante
Indo mador do gue & doss lidada na tebeli

BOE INICIAL CHOSE MAN A
J Venlataxina® 37,5 mg/75 ma/ifa A5G maidl
| Pregabaling HO0 gt ¥ i) - 60K i [bid)
: Gabapartina® 900 ma/dis * (td) 3600 mgdis (tid]
- (P — .
WL ey Duloweting  EOmg/dat 126 mg/dia
] | Tramadal mm“mmmuu 800 mgfdi
{ =

\
|
'w-rm Tmi-l _I-lllh'l i rllllwlrhuh'nﬂnr-ﬁ hmﬁd- |

e o ey ! of s 1 s e ... e g )
S — e S oo === =
| ——r A

i [rp— i [rp—

Terapéutica Dor Neuropatica - Revisdes clinicas Terapéutica da Dor Neuropdtica — Fundamentacdo

i) Os descritores verbais (Quadra 6) podem ser Gieis na diferenciagBo entre dor
r ' nociceptiva e dor neuropdtica e devem ser valorizados na clinica.'®
Caixa B = revisio clinica precocs o
Apds incio ou sberoclo do tratamenta, rewialo
s =2 = .Mﬁmm:udugmm.dunlm
[T P M S e | DOR NOCICEPTIVA DOR NEUROPATICA
Desgritores Verbals Descritores Verbais
fm:-mww -\-‘I
Fasker reviiben clinicas reguiates pats Eontrolo & Aguda Formigueino
monitorizacio da oficics do traismento rszalhido, inchsn Penetrante Ficadas
FFmdl-ﬁ‘ Latejante Arcor
sobsien Mhaescs Palpitante Compressio
wntividades didrias » pamicips S0 foapeodate par Dolarosa Pressd
trubalhar « conduge| o o Lancinante
shurnor [ paricidar, depemsaio &fou snuedadi Sensaglo de choque elétrica
quabcdade da x006 Sensibilidade a0 calor & fria
wmmﬂnm - Provocada peko toque, roce ou pressio
Amibas o tipos de dor podem associar-se & dormineia,
- —h . — [ro—

Terap@utica da Dor Neuropatica — Fundamentacdo Terapéutica da Dor Neuropatica — Fundameantagao

Il M avalingdo dib DNw exitem dhveiag st merntes contehios pars &
descrimingr, Mo entanto, estes 330 incapapes de iddntificar 10 & 20% dox
doenles com DNe diagnesticsda clinsamente, poio aue nde davem kst

i mvaliagB chinica culdadors™. sensifiifidade euproificidade de 83,9%.
Estes Instrumantos inclustn, ontre gutros;, o PanDerect o o O, 5 gn:*::ﬂ:ﬂmﬂi:ﬂn:rﬁ:ﬂdnlﬂf:ﬂﬂtﬁ
L D PRIRDETECT ol concablee para detetar 3 preunsa dusn cainpenehte o i -t el e
neurcikiicn na dor lomber ordnics. Matse conlexto, & s venda i ; - i .
iz, s ity da immmﬁulmmmwﬂmuwuw
mwumnmwm.mn i
m-mmﬂmmmmm-mm Esta inttrumento snsontri-se validada para Parrugal 4

& qualidade i dor &, snts, o svalegio B 3eu padrlio # ifradisgio. O s
“scove™ fimal v antre & ¢ 38, sendd que o presmca Ui camponents de
dor Antrapdting pode 4 h'm ﬂiﬂ. fefimido (13 0 18)
ou poithvg (2100

e
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Terap&utica da Dor Neuropatica — Fundamentacio

W, Lirna wer disgrosticadn, a OMe deve wwW;Wm

i Portuged, & obelgatdria & utiiizagio de sscalas pars svalisgio e registo da
intensidate da dor*- visual analSgica, numwirica, guaitativa |de Likert) oo de
“faces”, HE sua wifisacho deve see tido em canta que & escali de “laoes” nito &
relerida nas oflentagtes da EFNS pava @ avaliaclo da Dhee

h wvalingdo da intoridade serd fundamuental pera definr o crféng da prondade
nd abordagem w blerie & efkcicld tevagéulica obitide

Eavo pxlytam vdrios campoventes da dor jdar da bese contime o dor sobrepostal,
ou wirios descritoces da dor, o intormidade dos visios componenies deverd sar
wealinrls separadamnnte

I T T T T T T

Normas CLinicas (NOCs)

) 580 oivereas ag comarbilidades (Ue: dpengn pré-BxETene o que s instals no
decusfsa da doanda atual] descritay em peisoas com dar cronica.”

i A depressdo o outhes doengat sfatters & & ansiedade sbs s comoebilidides mals.
frequenterments axsociadas & dor ordolca, Alguns estudos spontam par que 33% dos
desntes svalisdos sim centros berelirios do dor sofrem de distirbios de snsisdade &
A0-E0% preenchem critérios de dearesido. Lina em catls ris pussoas oom ded
€ronkca vird @ sofrer de depressio e vk mslos rrco de sulcidio

A comnarisiidnde sstociadl & shuw de wbathnelay pucaathian § o segundo tpe
i frequente de comarhilidads; puguadtrics sssociada a dor crdnica, representando
-3,2-18,9%, incluingo o abuso da drogas ilicitas;”

. Algams evtudns reportam slevada prevalinc oe distirhio sematabarme

mmﬂh]mlmmhmw
grande dicripdncia sntre acedca da perevalincia dectan anbidacng ™™

i : T —

Tarapéutica da Dor Neuropatica - Fundamentacio

Terap@utica da Dor Neuropatica — Fundamentacdo Terapéutica da Dor Neuropatica — Fundameantacdo

P, A presenga de dor crdolcs aumenta & froguines « 3 gravidade de sintomas
depresdlve, como sheragho do pumor, falls da intsresse & de inicativa,
agitaglo psicomatora/apatia, sumanto de peso, insdnia, fadiga o falts de
memdris = de consentracic ¢ defungdo sexml

w. Hib uma compleaa reteglo bidinecansd entfe dar & depressho sssncinda o
dwuﬂnm praditor do agravamonto da depresiio e vice-vwersa A
copniutbnoly de dor crdmica e depresalo complicam signibrothamente o
TTatementn de cads situagdo, M peio que dove ser avaliado o s impacto ma
wid 00 doente o devidemants integrado e enrmtigia tecapdutics; 4

i
comstituem, kssivn, um impartante desafio diagnaitics. indeponduntementy
e b CaLA-OU condamnia, -mmmm
thlm#hnmhwl
adaptaghe do doente ¢ » sua mspasts § lerapdutica

e e
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IMORFINA INTRATECAL PARA A ANALGESIA POS OPERATORIA
EM CIRURGIA DE TRANSPLANTE RENAL

F. Horta E Siva’; N. peL Rio?; C. FursTENAUS®

1. Interna de Anestesiologia do CHLO; 2. Anestesiologista — Assistente hospitalar;
3. Anestesiologista — Assistente graduada e responsavel do Servigo de Anestesiologia do Hospital Santa Cruz.

Resumo: A morfina intratecal, pelo seu efeito analgésico potente e perfil farmacoldgico, tem sido utilizada em mudltiplas areas de intervengéo anestésica como

estratégia de controlo da dor aguda e crénica.

O controlo da morbimortalidade da cirurgia de transplante renal (RT) em doentes renais crénicos terminais implica uma cuidada avaliagdo pré-operatéria, uma selec-
¢éo adequada do tipo de anestesia e dos farmacos a utilizar.
A utilizagdo de morfina intratecal, como técnica analgésica da cirurgia de RT, apresenta vantagens relativamente a outras técnicas analgésicas utilizadas, devido as
implicagdes clinicas da doenga renal terminal (disfuncao plaguetar, coagulopatia, disfungédo autonémica e hipotenséo, imunossupresséo e excrecdo prolongada da

morfina endovenosa).

Foi realizada uma avaliagcdo prospectiva de 20 doentes submetidos a RT, sob anestesia geral balanceada, apés administragédo de morfina intratecal 0.20mg. O segui-
mento dos doentes no pds-operatério incluiu a avaliagdo da intensidade da dor até as 48 horas, segundo escala visual analdgica, e registo dos efeitos adversos

causados pela morfina.

A eficacia da técnica analgésica foi demonstrada por um valor de VAS médio de 0.65, com necessidade de analgesia de resgate apenas em 4 doentes, e efeitos

adversos maioritariamente ausentes.

A utilizagdo de morfina intratecal como técnica analgésica na cirurgia de RT assume um lugar de destaque, dadas as implicagdes clinicas da doenca de base e a

sua enorme eficécia.

Palavras-chave: morfina intratecal; transplante renal; doenga renal cronica.

INTRODUCAO

s rins exercem um papel fundamen-

tal no controlo dos fluidos corporais,

composicdo electrolitica, equilibrio
acido-base e do hematocrito.

Existem inUmeras patologias que perturbam
este equilibrio, causando uma diminuigéo da
funcéo renal de forma progressiva e irrever-
sivel. A doenca renal crénica terminal (DRCT)
é caracterizada, ndo s6 pela faléncia renal
mas também pela deterioracdo de varios
érgaos e sistemas.

Existem iniUmeras complicagées da DRCT que
o anestesiologista deve ter em conta em qual-
quer tipo de cirurgia, como a dificuldade da
manutengdo da estabilidade hemodinamica
(anemia, hipertensdo arterial, arteriosclerose,
doenca coronaria, miocardiopatia, neuropatia
autonémica), a dificuldade de manutengéo
do equilibrio acido-base (alteragcbes elec-
troliticas), a disfungdo plaquetar (urémia), a
coagulopatia e as nauseas e vomitos (urémia,
gastroparésia).

O RT é o tratamento de eleicdo da doenga
renal cronica terminal. O controlo da morbi-
mortalidade da cirurgia nestes doentes implica
uma cuidada avaliagéo pré-operatéria, com a
optimizacdo do seu estado clinico, escolha
do tipo de anestesia adequado, e de todas as
condi¢des necessdrias para o sucesso tanto
anestésico como cirdrgico.

A DRC é responsavel por uma importante
alteracéo farmacocinética e farmacodinamica
pelo que deve ser realizada uma escolha
adequada dos farmacos a utilizar de forma a
evitar a sua acumulagéo e efeito téxico.

Todos os farmacos com excregdo renal
apresentam uma maior duragdo de acgéo e
os farmacos com elevada taxa de ligagéo as
proteinas, devido a proteinuria caracteristica
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da doenca, apresentam um aumento da sua
distribuicado e clearance.

A morfina intratecal na analgesia do RT apre-
senta vantagens relativamente a outras téc-
nicas analgésicas utilizadas.

A utilizagdo de morfina endovenosa requer
doses deste farmaco muito superiores, ndo
adequadas num doente renal crénico pela
sua prolongada excregdo renal e acumula-
¢ao de metabolitos activos.

A analgesia epidural & desaconselhada por
inimeros factores caracteristicos da doenca.
A disfungdo plaquetar resultante da urémia
e a coagulopatia derivada da diminuicdo
da producéo de factor VI plaquetar e da
heparina dialitica e intraoperatéria, aumen-
tam o tempo de hemorragia, o TP e 0 aPTT.
O eventual perfil hipotensivo resultante da
analgesia epidural, bem como da disfungéo
autondémica proépria destes doentes, diminui
a PVC, pondo em risco a adequada perfusao
do enxerto. A imunossupressdo caracter-
istica da doenga renal cronica e imposta pela
cirurgia, aumenta as complicagdes infeccio-
sas do catéter epidural.

Amorfinaintratecal, pelo seu efeito analgésico
potente e particular perfil farmacolégico, tem
sido utilizada em mudltiplas areas de interven-
¢do anestésica, como estratégia de controlo
da dor aguda e cronica.

A sua conhecida preferéncia e eficacia com-
parativamente a técnica epidural na hepa-
tectomia e no transplante de figado, deve-se
ao risco de hematoma epidural pela coagu-
lopatia existente.

Ap6s revisdo bibliogréafica verificou-se que a
utilizagdo de morfina IT, como técnica anal-
gésica em cirurgia de RT, se encontra ape-
nas descrita em artigos/estudos de origem
brasileira e nova iorquina. Todos esses tra-
balhos relatam uma excelente eficacia anal-

gésica com efeitos adversos minor, tanto na
populagdo adulta como na pediatrica.

Neste trabalho foi realizado um estudo pro-
spectivo que pretendeu avaliar a eficacia da
utilizagdo de morfina IT no alivio da dor pos-
operatoria do RT.

METobos

O estudo realizado cumpriu as normas de
ética da declaracéo de Helsinquia.

Foi realizada uma avaliagdo prospectiva de
20 doentes submetidos a RT de dador vivo
ou cadaver, entre Janeiro de 2010 e Junho
de 2011.

Os critérios de incluséo deste estudo foram:
doentes submetidos a RT com doenga renal
crénica em fase terminal, com capacidade
de comunicagdo e avaliagdo da intensi-
dade de dor. Os critérios de exclusao foram:
contra-indicagbes para a administragéo
subaracnoideia de morfina, tratamentos de
base para a dor aguda/crénica, doenga neu-
rolégica ou psiquiatrica.

O tipo de anestesia realizada foi a anestesia
geral balanceada. Os farmacos de indugéo
anestésica utilizados foram: midazolam, fen-
tanil e propofol. Como relaxante muscular
foi usado o atracurio. A indugdo anestésica
foi realizada apés a administragéo de 0.2mg
de morfina intratecal (num volume total de
2cc, diluicéo realizada com soro fisioldgico).
No intraoperatério foram administrados os
seguintes analgésicos: paracetamol 1g, met-
amizol magnésico 2g.

O seguimento dos doentes no poés-oper-
atério incluiu a avaliagdo da intensidade da
dor, segundo escala visual analogica (Omm
- indicando auséncia de dor e 100mm — indi-
cando a pior dor imaginavel), e registo da
necessidade de analgesia de resgate.
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A intensidade da dor foi avaliada as 0, 2,
4, 12, e a partir dai de 8/8h até as 48h do
poés-operatorio.

A terapéutica do pds-operatério ndo incluiu
analgésicos em esquema fixo mas sim anal-
gésicos de resgate caso VAS>0.

Como analgesia de resgate foi utilizado o
paracetamol, metamizol magnésico e o tra-
madol, consoante a necessidade do doente.
Foram também registados os eventuais efei-
tos adversos da morfina IT: prurido, sedagao,
nauseas e vomitos, depressao respiratoria e
obstipacéo.

REsuLTADOS

A anestesia decorreu sem intercorréncias com
manutengdo da estabilidade hemodinamica
(PVC> 12) em todos os doentes.

O VAS médio registado foi de 0.65. Quinze
doentes apresentaram um VAS 0, ndo
necessitando qualquer analgesia de resgate.
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Trés doentes apresentaram VAS 1, reali-
zando paracetamol/metamizol magnésico.
Dois doentes apresentaram VAS 2, reali-
zando uma associacgao dos dois analgésicos
de resgate preconizados. Apenas um doente
apresentou dor significativa (VAS 6), com
necessidade de paracetamol 1g ev, met-
amizol magnésico 2g ev e tramadol 300mg
em perfusé@o durante 24 horas (DIB endove-
noso). Neste Ultimo caso a analgesia podera
ter sido insuficiente ou a técnica de adminis-
tracao de morfina IT mal sucedida.

O efeito prolongado da morfina foi registado
pelo menos até as 48h.

Nao foram registados efeitos adversos da
morfina a excepgdo de um caso de nauseas
e vomitos numa doente de 29 anos.

DiscussAo E CoNCLUSAO
Este estudo demonstrou a eficacia da mor-

fina IT como técnica analgésica no doente
transplantado renal.

N&o obstante a ocorréncia de possiveis efeitos
secundarios, a morfina intratecal demonstrou
uma consideravel eficacia, por contraposicdo
as técnicas analgésicas anteriormente utiliza-
das, reduzindo a intensidade da dor pos-oper-
atdria em transplantados renais até as 48 horas
(VAS médio 0.65), sendo a unica analgesia de
resgate utilizada na maioria dos doentes, o
paracetamol e/ou o metamizol magnésico.

O efeito anormalmente prolongado da morfina
IT ter-se-a devido a excrecéo renal diminuida
deste farmaco resultante da doenca renal
terminal.

A administragdo de morfina intratecal como
técnica analgésica, apresenta especial inter-
esse no contexto do RT, pelas implicagcbes
clinicas da doenga renal terminal (disfungéo pla-
quetar, coagulopatia, disfungdo autondmica e
hipotensao, imunossupressao e excrecao pro-
longada da morfina endovenosa). Tem, ainda,
a vantagem de ter um efeito de “opidde sparing
effect” no intra e pés-operatoério bem como de
reduzir a necessidade de outros farmacos.
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Abstract: Intrathecal morphine, due to its strong analgesic effect and pharmacological profile, has been used in multiple areas of anaesthetic intervention as a

strategy for control of the acute and chronic pain.

Control of renal transplant (RT) surgery morbidity and mortality in terminal chronic renal failure patients, implies a careful preoperative evaluation, an appropriate

selection of the anaesthesia type and drugs to be used.

The use of intrathecal morphine as RT surgery analgesic technique has advantages over other analgesic techniques used, due to the clinical implications of renal ter-
minal disease (platelet dysfunction, coagulopathy, hypotension and autonomic dysfunction, immunosuppression, and prolonged excretion of intravenously morphine).
A prospective evaluation of 20 patients undergoing RT under balanced general anaesthesia after administration of intrathecal morphine 0.20mg was performed. The
patient’s postoperative follow-up has included the assessment of pain intensity up to 48 hours, according to the visual analogue scale, and the record of the morphine

related adverse effects.

The analgesic efficacy of this technique was demonstrated by a mean VAS value of 0.65, requiring rescue analgesia in only 4 patients, with mostly absent adverse effects.
The use of intrathecal morphine as analgesic technique in RT surgery assumes a prominent place, due to the clinical implications of the underlying disease and its

huge efficacy.

Keywords: intrathecal morphine, renal transplant, chronic renal disease.

INTRODUCTION

idneys play a key role in body fluid,
Kelectrolyte composition, acid-base
balance and hematocrit control.
There are numerous diseases witch disrupt
this balance, causing a decrease in renal
function in a progressive and irreversible
way .Terminal chronic renal disease (TCRD)
is characterized not only by renal failure but
also by the deterioration of various organs
and systems.

There are numerous complications of TCRD to
which the anaesthesiologist should pay atten-
tion in any type of surgery, such as the dif-
ficulty of maintaining hemodynamic stability
(anemia, hypertension, arteriosclerosis, coro-
nary heart disease, cardiomyopathy, auto-
nomic neuropathy), the difficulty in maintain-
ing the acid base (electrolyte disturbances),
platelet dysfunction, coagulopathy and nau-
sea and vomiting (uremia, gastroparesis).

RT is the treatment of choice for terminal
chronic renal failure. Control of surgery mor-
bimortality in these patients requires a care-
ful preoperative evaluation, with the optimi-
zation of their clinical status, the choice of
the appropriate type of anaesthesia, and all
the necessary conditions for surgical and
anaesthetic success.

The CRD is responsible for an important
pharmacokinetic and pharmacodynamic
disturbance, so, should be done a proper
choice of drugs in order to avoid its accumu-
lation and toxic effects.

All drugs with renal excretion have a longer
duration of action and drugs with high pro-
tein binding rate, due to proteinuria, a char-
acteristic of the disease, have an increased
in its distribution and clearance.

Intrathecal morphine in RT analgesia has advan-
tages over other used analgesic techniques.
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The use of intravenous morphine requires
higher doses of this drug, not suitable for a
chronic renal patient due to its prolonged renal
excretion and active metabolites accumulation.

Epidural analgesia is not recommended due to
numerous characteristic factors of the disease.
Platelet dysfunction resulting from blood urea
and coagulopathy derived from the decreased
production of platelet factor VIII and intraop-
erative dialytic heparin, increase bleeding time,
PT and aPTT. The eventual hypotensive profile
resulting from epidural analgesia, as well as
the autonomic dysfunction owned by these
patients, decreases CVP, endangering the graft
perfusion. The immunosuppression, charac-
teristic of chronic renal disease and imposed
by surgery, increases the epidural catheter
infectious complications.

The intrathecal morphine, its potent analge-
sic effect and its particular pharmacologi-
cal profile, has been used in multiple areas
of anaesthetic intervention as a strategy for
control of acute and chronic pain.

Its recognized preference and efficacy com-
pared to the epidural technique in hepa-
tectomy and liver transplantation is due to
the risk of epidural hematoma by existing
coagulopathy.

After bibliographic review we verified that the
use of IT morphine, as analgesic technique in
surgery for RT is only described in articles /
studies from Brazil and New York. All these
studies have reported an excellent analgesic
efficacy with minor adverse effects, both in
the adult and pediatric population.

In this paper we present a prospective study
sought to evaluate the efficacy of IT mor-
phine in RT postoperative pain relief.

METHODS

This study complied with the ethical stand-
ards of Helsinki Declaration.

We performed a prospective evaluation of 20
patients undergoing RT from living donor or
cadaver, between January 2010 and June 2011.

Inclusion criteria for this study were patients
undergoing RT with chronic renal disease in ter-
minal phase, with ability to communicate and
assessment of pain intensity. Exclusion criteria
were: contraindications to subarachnoid mor-
phine administration, base treatments for acute/
chronic pain, neurological or psychiatric disease.

The type of anaesthesia was balanced gen-
eral anaesthesia. The drugs used for anaes-
thetic induction were midazolam, fentanyl
and propofol. Atracurium was used as mus-
cle relaxant. Anaesthetic induction was per-
formed after the administration of intrathe-
cal morphine 0.2mg (a total volume of 2cc,
dilution with saline solution). Intraoperatively
analgesics were administered as follows: 1g
paracetamol, metamizole magnesium 2g.

Patients follow-up after surgery included
assessment of pain intensity, according to vis-
ual analogue scale (Omm - meaning no pain and
100mm - indicating the worst imaginable pain),
and registration of need for rescue analgesia.

Pain intensity was assessed at 0, 2, 4, 12, and
thereafter from 8/8h until 48h after surgery.

Post-operative treatment did not include
fixed schedule analgesics, but only rescue
analgesics if VAS> 0.

As rescue analgesia it was used paraceta-
mol, tramadol and metamizole magnesium,
depending on the patient’s need.

We also recorded possible adverse effects of IT
morphine: pruritus, sedation, nausea and vom-
iting, respiratory depression and constipation.

REesuLTs

The anaesthesia took place uneventfully
with hemodynamic stability (CVP> 12) in all
patients.
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The average recorded VAS was 0.65. Fifteen
patients had VAS 0, requiring no rescue anal-
gesia. Three patients had VAS 1 and received
paracetamol / metamizole magnesium. Two
patients had VAS 2 and received a combi-
nation of the two rescue analgesics recom-
mended. Only one patient had significant pain
(VAS 6), requiring paracetamol 1g iv, 2g meta-
mizole magnesium and a tramadol 300mg
infusion over 24 hours (intravenous DIB). In this
case the analgesia may have been insufficient
or the administration technique of IT morphine
unsuccessful.

The prolonged effect of morphine was
recorded at least up to 48h.
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There were no reported adverse effects of
morphine with the exception of one case of
nausea and vomiting in a 29 years old patient.

DiscussioN AND CONCLUSION

This study demonstrated the efficacy of IT mor-
phine as analgesic technique in a renal trans-
planted patient.

Nevertheless the occurrence of possible side
effects, intrathecal morphine demonstrated con-
siderable effectiveness, in opposition to previ-
ously used analgesic techniques reducing the
intensity of postoperative pain in renal transplant
patients up to 48 hours (mean VAS 0.65), being

paracetamol and / or metamizole magnesium
the only rescue analgesia used in most patients.

The unusually prolonged effect of IT morphine
might be originated to the decreased renal excre-
tion of the drug resulting from renal terminal disease.

The administration of intrathecal analgesic
technique is of special interest in the context
of RT, due to clinical implications of renal ter-
minal disease (platelet dysfunction, coagulopa-
thy, hypotension and autonomic dysfunction,
immunosuppression, and prolonged excre-
tion of morphine intravenously). It also has the
advantage of having an effect of “opioid sparing
effect” intra-and postoperatively as well as the
reduction need for other drugs.
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Resumo: A ressecgdo trans-uretral da préstata é um procedimento urolégico comum para o tratamento da hiperplasia benigna da préstata. As complicacdes asso-
ciadas a este procedimento incluem perfuragdo vesical, bacteriémia, sépsis, sindrome de resseccao trans-uretral da prostata, esta Ultima a mais referida na literatura.
Descreve-se o caso clinico de um doente com hiperplasia benigna da préstata, submetido a ressecgdo trans-uretral da préstata sob bloqueio subaracnoideu lombar,
que desenvolveu um quadro de bacteriémia e choque séptico no periodo peri-operatério. O blogueio do neuroeixo associou-se a uma abordagem diagnostica e
terapéutica atempada da situagao clinica referida, uma vez que permitiu a interaccdo do doente vigil com o anestesiologista.

Palavras-chave: Anestesia Regional; Bacteriémia, Sépsis; Ressecgdo Trans-Uretral da Préstata

INTRODUCAO

ressecgdo trans-uretral da préstata
A(RTUP) é um dos procedimentos

urolégicos mais comuns utilizados
no tratamento da hiperplasia benigna da
prostata (HBP) sintomatica®. Trata-se
de um procedimento cirargico no qual o
tecido prostatico hiperplasico é removido
por um ressectoscoépio, utilizando conti-
nuamente fluidos de irrigagdo isoténicos
e, através do qual, os vasos sanguineos
sangrantes vao sendo simultaneamente
coagulados®®. Sdo vérias as complica-
¢Oes descritas na literatura associadas a
esta técnica. A mais referida é a sindrome
de RTUP que se associa a sobrecarga de
volume intravascular. No entanto, outras
complicagdes podem associar-se a mani-
pulagdo cirurgica da préstata, nomeada-
mente perfuragédo vesical, febre, bacterié-
mia, sépsis e hipotermia®9.

A sindrome de RTUP e a bacteriémia
estdo relacionadas com a abertura dos
plexos venosos prostaticos que ocorre
durante a realizagcdo do procedimento
cirargico, o que facilita a passagem de
grandes quantidades de fluido de irriga-
cédo isotonico e de bactérias para a cor-
rente sanguinea.

Existem estudos*®® que relatam a inci-
déncia de infecgdo pés-RTUP e os fac-
tores de risco independentes associados
a esta e ainda a importancia da profilaxia
antibiética na prevencéo destes eventos.
Segundo os mesmos, estima-se que a
incidéncia de infecgao p6s-RTUP seja de
21,6%, correspondendo 19,3% a infec-
c¢éo urinaria e 2,3% a bacteriémia/cho-
que séptico. Os factores de risco inde-
pendentes de infecgdo pods-operatéria
descritos foram a bacterilria pré-opera-
téria, sobretudo em doentes algaliados,
e a duracgdo do procedimento superior a
70 minutos. Os agentes mais frequente-
mente isolados nas hemoculturas foram
os cocos Gram positivos e nos doentes
com bacteriémia, leucocitose significa-
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tiva e o aumento da temperatura cor-
poral foram encontrados até 3h apos o
procedimento.

Nos ultimos anos assistiu-se a um consi-
deravel aumento da utilizagcao de técnicas
de anestesia regional, nomeadamente a
anestesia do neuroeixo. Esta, apresenta
inimeras vantagens no que concerne a
sua utilizagdo em cirurgia urolégica®.

Caso CLiNnico

Doente se sexo masculino, 85 anos de
idade, 80 Kg e 167cm de altura, com o
diagnoéstico de HBP proposto para RTUP
electiva.

Classificado segundo o seu estado fisico
na classe Ill da ASA por apresentar como
antecedentes pessoais/patologia asso-
ciada hipertensdo arterial, cardiopatia
isquémica, fibrilhagdo auricular cronica,
dislipidémia, artropatia degenerativa e
insuficiéncia cardiaca. De salientar um
episodio de urossépsis por E. coli um ano
antes do actual internamento, que motivou
descompensacéo de insuficiéncia cardiaca
e necessidade de internamento hospitalar.
Submetido a anestesia geral em 2000 para
hernioplastia inguinal direita e anestesia
regional em 2007 para realizagdo de her-
nioplastia inguinal esquerda, que decorre-
ram sem complicagdes anestésicas. Dos
exames complementares de diagndstico
realizados no pré-operatério, salientava-
-se no ecocardiograma modo 2D, dilatagao
biauricular moderada, insuficiéncia mitral
e tricuspide ligeiras, com boa funcéo sis-
tolica global do ventriculo esquerdo e, no
Holter de 24h fibrilhacdo auricular com
resposta ventricular média de 49 e 978
pausas RR de predominio diurno, sendo
a maior de 2,96s. Perante o resultado dos
exames cardiologicos, foi observado em
consulta de Cardiologia tendo sido pro-
posta a colocagdo de pacemaker externo
no pré-operatorio.

No periodo pré-anestésico, foi medicado
com hidroxizina 25mg P.O. e ceftriaxone 2g

E.V. como profilaxia antibiética. De salien-
tar que o doente ndo se encontrava alga-
liado no pré-operatoério.

Procedeu-se, sob monitorizagcdo stan-
dard da ASA, e apds preenchimento vas-
cular com 500ml de lactato de Ringer, a
realizacdo de um bloqueio subaracnoi-
deu lombar com abordagem mediana
em L,-L,, com agulha de Quincke 25G.
Foram administrados 11mg de levobu-
pivacaina 0,5% e 2,5ug de sufentanil e
confirmou-se o bloqueio até ao nivel de
T10. Durante o periodo intra-operatério, o
doente manteve-se hemodinamicamente
estavel (Grafico 1 - pdgina 38).

A cirurgia teve a duracao de cerca de 50
minutos e durante o procedimento foram
administrados 160mg de gentamicina
por indicagao do urologista.

No final da cirurgia, o doente inicia qua-
dro de tremores generalizados, tendo
sido equacionada a hipotese de ansie-
dade/hipotermia. Procedeu-se ao seu
aquecimento e foram administrados 1mg
de midazolam e 30mg de propofol EV.
Ja na Unidade de Cuidados Pés-Anes-
tésicos (UCPA), desenvolve quadro de
taquipneia com FR de 25cpm, hipoten-
sdo arterial (80/50mmHg), obnubilagao
e hipertermia (T timp. 38.4°C). Foi colo-
cada a hipdtese diagndstica de sépsis
com provavel ponto de partida infeccioso
no aparelho urinario ap6s manipulagcédo
prostatica. Iniciou-se “fluid challenge”
com 10ml/Kg de cristaléides EV durante
cerca de 30 minutos e procedeu-se a
administracdo de oxigénio suplementar
por Ventimask com fiO, de 40% e para-
cetamol 1g EV. Colheu-se sangue para
hemograma, bioquimica, coagulacgéo,
gasimetria arterial (GSA) e foram rea-
lizadas 2 hemoculturas, apdés as quais
foi iniciada antibioterapia empirica com
meropenem 1g EV 8/8h. Os resultados
analiticos e da GSA encontram-se nos
quadros 1 e 2, respectivamente.
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Hb Ht % Leuc Neutr Plaq INR Glic Na* K+ Ureia Creat PCR
Pré-operatoério 13,2 34,6 74 56% 115 1.09 89 139 46 47 05 -
Pés-operatorio 11.0 33,1 208 95.1% 110 1.50 110 135 30 49 06 19.2
Quadro 1 - Resultado de andlises sanguineas (comparacao pré e pds-operatorio)
H pCo, PO, Spo, HCO, Lact Na* K*
P mmHg mmHg % mmol/l mmol/l mmol/| mmol/|
747 28 141 99 20,4 47 133 28

Quadro 2 - Resultado de gasimetria arterial

Cerca de 1h apds a terapéutica instituida,
mantinha o mesmo quadro clinico com
perfis tensionais sucessivamente mais bai-
xos (Grafico 2 - pdgina 38), apresentando
hiperlactacidémia com resposta diurética ao
“fluid challenge” dificil de avaliar por se apre-
sentar em lavagem vesical continua.

Perante as alteragdes analiticas e o quadro
clinico sugestivo de choque séptico proce-
deu-se a colocagao de catéter venoso cen-
tral para manutencédo de “fluid challenge”
com coldides/cristaléides, administragdo de
cloreto de potéassio e administragédo de vaso-
pressores (dopamina 10pg/Kg/min).

No periodo pés-operatério, desenvolveu
ainda quadro de insuficiéncia cardiaca des-
compensada e fibrilhacdo ventricular com
bradicardia sintomatica, que responderam
a terapéutica com diuréticos e colocagéo
de pacemaker definitivo, respectivamente.
Durante o internamento, verificou-se melho-
ria progressiva e gradual do quadro clinico
com resultados de hemoculturas ao 4° dia
que foram negativas. Teve alta ao 10° dia de
pés-operatdrio clinicamente assintomatico.

DiscussAo
Na abordagem anestésica dos doentes pro-
postos para RTUP, devem ter-se em conside-

racao as vantagens associadas a realizagao
do bloqueio do neuroeixo no que concerne
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ao diagnéstico das potenciais complicagdes
associadas ao procedimento cirurgico.

No doente cujo caso clinico foi relatado, foi
possivel, a chegada a UCPA, e perante os
dados clinicos existentes, colocar as seguin-
tes hipdteses diagnosticas:

B Sépsis/Choque Séptico — o doente apre-
sentava 3 critérios clinicos (FR - 25cpm,
obnubilagéo, T timp. 38.4°C) para sin-
drome de resposta inflamatéria crénica
(SIRS) e provavel ponto de partida infec-
cioso no aparelho urindrio no contexto de
manipulagdo prostatica; sem respostas
tensionais apds realizagédo de “fluid chal-
lenge” (choque séptico); apods institui-
¢do de terapéutica com vasopressores,
verificou-se resposta tensional adequada
com melhoria dos parametros hemodi-
namicos; nao foi possivel isolar o agente
envolvido, o que podera ser atribuido a
antibioterapia profilatica e a administra-
¢do de antibiético no final da cirurgia; ndo
foi realizada urocultura por o doente se
encontrar em lavagem vesical continua;

m Sindrome de RTUP - alteragédo do estado
de consciéncia sem hiponatrémia asso-
ciada; durante a cirurgia foram instilados
cerca 15| de soro isotdnico com glicina
mas com retorno apreciavel dos mesmos;

B Hipoperfusdo periférica no contexto de
anemia aguda - a hiperlactacidémia e
a alteracdo do estado de consciéncia
traduzem hipoperfusdo periférica, no

entanto, durante a cirurgia ndo se cons-
tataram perdas sanguineas significativas;

B Hipotensdo associada ao bloqueio do
neuroeixo - verificou-se apds a instalagéo
do bloqueio, mas com subida posterior
dos valores tensionais;

O diagndstico atempado, baseado em
dados clinicos foi possivel por o doente se
apresentar vigil. Alguns sinais clinicos (febre,
taquipneia, obnubilagdo) poderiam estar
mascarados ou ndo serem valorizados no
contexto de uma complicagdo de RTUP, se o
doente tivesse sido submetido a uma anes-
tesia geral, o que iria atrasar o diagnostico
e, eventualmente, comprometer o desfecho
clinico do doente.

CONCLUSOES

Nos ultimos anos, assistiu-se a um conside-
ravel aumento da utilizagcdo de técnicas de
anestesia regional, nomeadamente, a anes-
tesia do neuroeixo. Esta apresenta inUmeras
vantagens, no que concerne a sua utilizagédo
em cirurgia urolégica. De facto, algumas das
complicagdes anteriormente descritas rela-
tivamente a RTUP, poderdo ser diagnosti-
cadas e tratadas atempadamente, uma vez
que este tipo de anestesia permite o diag-
néstico em tempo real e com base em dados
clinicos objectivos, pois o doente mantém-
-se vigil e interage com o anestesiologista.

2. Morgan GE, Maged SM, Michael JM. Clinical Anesthesiology — Anesthesia for Genitourinary Surgery. 4t"ed. 2006. Mc Graw Hill.
3. Hoenfellner M, Santucci RA. Emergencies in Urology. Springer-Verlag 2007. ISBN978-3-540-48603-9
4

. Vivien et al. Infection after transurethral resection of the prostate: variation among centers and correlation with a long-lasting surgical procedure. Associa-
tion pour la Recherche en Anesthésie-Réanimation — Département d’Anesthésie-Réanimation, Hopital de Bicétre, Le Kremlin-Bicétre, Paris, France. Eur Urol.

1998;33(4):365-9

o

Tokunaga S. et al. Bacteremia from transurethral prostatic resection under prophylatic use of antibiotics. Kansenshogaku Zasshi. 1991 Jun;65(6):698-702

6. Murphy DM et al. Bacteraemia during prostatectomy and other transurethral operations: influence of timing of antibiotic administration. J Clin Pathol. 1984

Jun;37(6):673-6
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IMPORTANCE OF NEURAXIAL BLoOCK
IN DiagNosIs CompLicATIONS AFTER TURP.

CAseE REPORT

FernanDEs P'; MoraLEJO J.2; Pita I.3

Hospital do Espirito Santo, Evora

1. Resident Anaesthesiologist; 2. Consultant Anaesthesiologist; 3. Head of Anaesthesiology Department

Abstract: Transurethral resection of the prostate is a common urological procedure for the treatment of benign prostatic hyperplasia. Associated complications of this
procedure include bladder perforation, bacteremia, sepsis and more frequently referred in the literature the transurethral resection of the prostate syndrome. Hereby
we describe the case of a patient with benign prostatic hyperplasia, undergoing transurethral resection of the prostate under lumbar subarachnoid block, which, in
perioperative period developed a framework for bacteremia and septic shock. The neuraxial block associated to a diagnosis approach and timely treatment of the
referred medical condition allowed interaction between the patient vigil and the anaesthesiologist.
Keywords: Regional Anaesthesia; Bacteremia, Sepsis, Transurethral resection of the prostate

INTRODUCTION

ransurethral resection of the pros-
I tate (TURP) is one of the most com-
mon urological procedures used
in the treatment of symptomatic benign
prostatic hyperplasia (BPH) @ It is a sur-
gical procedure in which the hyperplasic
prostatic tissue is removed with a resec-
toscope, continuously using isotonic irri-
gating fluids and, through which, bleed-
ing blood vessels are simultaneously
being coagulated @?- Several complica-
tions associated with this technique are
described in the literature. The most com-
mon is the TURP syndrome, associated
with intravascular overload volume. How-
ever, other complications may be associ-
ated with prostate surgical manipulation,
including bladder perforation, fever, bac-
teremia, sepsis and hypothermia @3

TURP syndrome and bacteremia are
related with the opening of the pro-
static venous plexus which occurs
during surgical procedure, and facilitates
the passage of large quantities of iso-
tonic irrigating fluid and bacteria into the
bloodstream.

There are studies *59 reporting the inci-
dence of post-TURP infection and asso-
ciated independent risk factors and also
the importance of antibiotic prophylaxis in
preventing such events. Accordingly, it is
estimated that the incidence of infection
after TURP is 21.6%, 19.3% correspon-
ding to urinary tract infection and 2.3% to
bacteremia / septic shock. The indepen-
dent risk factors of postoperative infec-
tion were described as preoperative bac-
teriuria, especially in patients with bladder
catheters, and procedure length excee-
ding 70 minutes. The most frequently
isolated agents in blood cultures were
Gram-positive cocci and, in patients with

bacteremia, leukocytosis with significant
increase in body temperature until 3 hours
after the procedure.

In recent years there has been a considera-
ble increase in the use of regional anaesthe-
sia techniques, including neuraxial anaes-
thesia. It presents numerous advantages
regarding its use in urological surgery @

Case REPORT

Male Patient, 85 years old, 80 kg and
167cm height, with a BPH diagnosis
admitted for elective TURP.

Classified as ASA Il according his physi-
cal status with personal history/patho-
logy associated of hypertension, ischemic
heart disease, chronic atrial fibrillation,
dyslipidemia, degenerative arthropathy,
and heart failure. One E. coli urosépsis
episode should be highlight one vyear
before the current admission, which led
to decompensation of heart failure and
need for hospitalization. Undergo gene-
ral anaesthesia for right inguinal hernio-
plasty in 2000 and regional anaesthesia
in 2007 due to left inguinal hernioplasty,
which took place without anaesthetic
complications. Of the diagnostic exams
performed preoperatively, it was empha-
sized in echocardiogram mode 2D, mode-
rate biatrial dilatation, mitral and tricuspid
light insufficiency, with left ventricle good
systolic function, and in 24-hour Holter,
atrial fibrillation with average ventricular
response of 49 and 978 RR breaks pre-
dominant daytime, being the biggest
of 2.96s. Facing heart tests results, the
patient was seen in Cardiology consulta-
tion, and was suggested the placement of
external pacemaker preoperatively.

In pre-anaesthetic period, he was medi-
cated with hydroxyzine 25mg P.O. and

ceftriaxone 2g |.V. as antibiotic prophy-
laxis. Note that the patient was not using
a vesical catheter preoperatively . Under
standard ASA monitoring, after vascular
filling with 500ml of Ringer’s lactate, was
performed a lumbar subarachnoid block
with median approach at L3-L4, with 25G
Quincke needle. Patient received 11mg
of 0.5% levobupivacaine and 2.5 mg of
sufentanil and the block was confirmed till
level T10. During the intraoperative period,
the patient remained hemodynamically
stable (Chart 1 - page 38).

Surgery lasted for about 50 minutes and in
the course of the procedure were adminis-
tered 160 mg of gentamycin following the
instructions of the urologist.

At the end of surgery, the patient presents
generalized tremors, having been raised
the possibility of anxiety / hypothermia.
Proceeded to his heating and 1 mg of
midazolam and 30mg of propofol EV was
administered. In the Post-Anaesthetic
Care Unit (PACU), the patient developed
a framework of tachypnea with 25cpm
RR, hypotension (80/50mmHg), numb-
ness and hyperthermia (T tymp. 38.4°C).
Sepsis was a probable diagnosis with
starting point of infection in the urinary
tract after prostate manipulation. Started
“Fluid challenge” with crystalloid EV
10ml/Kg for about 30 minutes and pro-
ceeded to the administration of supple-
mental oxygen by Ventimask with FiO,
40% and paracetamol 1g IV. Blood was
collected for hemogram, biochemistry,
coagulation, arterial blood gas (ABG) and
two blood cultures were performed, after
which started empiric antibiotic therapy
with meropenem 1g IV 8/8h. The analyti-
cal results and ABG are in Tables 1 and 2
respectively.
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> )
Hb :}: Leuk Neutr Plat INR Glyc Na* K* Urea Creat PCR
Preoperative 13,2 34,6 741 56% 115 1.09 89 139 4,6 47 0,5
Postoperative 11.0 33,1 20.8 95.1% 110 1.50 110 135 3,0 49 0.6 19.2
Table 1 - Results of blood tests (comparing pre and postoperative)
pH pCo, PO, Spo, HCO, Lact Na* K*
mmHg mmHg % mmol/l mmol/l mmol/| mmol/l
747 28 141 99 20,4 4,7 133 2,8

Table 2 - Results of arterial blood gas

Around 1h after instituted medication, the
patient maintained the same clinical sta-
tus with successively lower blood pressure
(Chart 2 - page 38), presenting hyper-
lactacidemia with diuretic response to “fluid
challenge”, difficult to assess due to continu-
ous bladder irrigation.

Given the analytical and clinical changes
suggestive of septic shock we proceeded to
the placement of central venous catheter to
“fluid challenge” maintenance with colloids
/ crystalloid, administration of potassium
chloride and administration of vasopressors
(dopamine 10pg/Kg/min).

In the postoperative period, the patient also
developed decompensated heart failure
and ventricular fibrillation with symptomatic
bradycardia, which responded to therapy
with diuretics and permanent pacemaker
placement, respectively. During hospitali-
zation, there was progressive and gradual
improvement of the clinical condition being
negative the results of blood cultures at 4th
day. He was discharged at day 10 post-
operatively clinically asymptomatic.

DiscussioN

In the anaesthetic approach of the patients
admitted for TURP, should be taken into con-

REFERENCES

sideration the advantages of neuraxial block
regarding the diagnosis of potential complica-
tions associated with the surgical procedure.

In the patient whose case was reported, it
was possible, upon arrival to PACU, and
facing the existing clinical data, to consider
the following diagnostic hypotheses:

B Sepsis / Septic Shock — The patient
presents 3 clinical criteria (RR - 25 cpm,
obtundation, T tymp. 38.4°C) for the
Systemic Inflammatory Response Syn-
drome (SIRS) and likely starting point of
infection in the urinary tract in the con-
text of prostate manipulation; without
blood pressure responses after perfor-
ming “fluid challenge” (septic shock),
after pharmacological treatment with
vasopressors, appropriate  pressure
response was achieved with improved
hemodynamic parameters; it was not
possible to isolate the agent involved,
which could be attributed to antibiotic
treatment and prophylactic administra-
tion of antibiotics at surgery; uroculture
was not performed as the patient was in
continuous bladder irrigation;

m TURP syndrome - altered state of con-
sciousness without associated hypo-
natremia; during surgery about 15l of iso-
tonic saline with glycine were instilled but
with considerable return;
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B Peripheral hypoperfusion in the context
of acute anemia - hyperlactacidemia and
altered state of consciousness reflect
peripheral hypoperfusion, however, during
surgery no significant blood loss were found;

B Hypotension associated with neuraxial
block - found after the block, but with
further increase of blood pressure values;

Timely diagnosis based on clinical data was
possible as the patient was always vigil.
Some clinical signs (fever, tachypnea, obtun-
dation) could be masked or not being valued
in the context of a TURP complication, if the
patient had undergone a general anaesthesia,
which would delay the diagnosis and possibly
compromise the clinical outcome the patient.

CONCLUSIONS

In recent years, there has been a consi-
derable increase in the use of regional anaes-
thesia, including neuraxial anaesthesia. This
presents numerous advantages regarding its
use in urological surgery. In fact, some of the
complications described above related to
TURP, can be diagnosed and treated in time,
since this kind of anaesthesia allows diagno-
sis in real time based on clinical purposes as
the patient remains vigil and interacts with
the anaesthesiologist.
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e Chapman CR, Davis J, Donaldson GW, et al. (2011). Postoperative Pain Trajectories in Chronic Pain Patients Undergoing Surgery: The Effects
of Chronic Opioid Pharmacotherapy on Acute Pain. J Pain, 12 (12):1240-1246. Chronic pain patients taking long-term opioids preoperatively
have much higher initial pain levels than other chronic pain patients, but recovery rates are equally slow for both groups.

e Michelet D, Andreu-Gallien J, Bensalah T, et al. (2012). A Meta-Analysis of the Use of Nonsteroidal Antiinflammatory Drugs for Pediatric Posto-
perative Pain. Anesth Analg, 114 (2):393-406. Perioperative NSAID administration reduces post-op opioid use & nausea/vomiting.

¢ Pieh C, Altmeppen J, Neumeier S, et al (2011). Gender differences in outcomes of a multimodal pain management program. Pain, 153(1):197-
202. Multimodal therapy helps both genders, but women appear to improve more in functioning than men.

¢ Bennett MI, Rayment C, Hjermstad M, et al. (2012). Prevalence and aetiology of neuropathic pain in cancer patients: a systematic review. Pain,
153(2):359-65. An estimated 20-30% of cancer pain is neuropathic in nature; often secondary to treatment.

¢ Blinderman CD. (2012). Do surrogates have a right to refuse pain medications for incompetent patients? J Pain Symptom Manage, 43 :299-305.
Ethical issues balancing concerns regarding the duty to treat and surrogate decision making are reviewed in a poignant case.

¢ Pizzo PA, Clark NM. (2012). Alleviating suffering 101--pain relief in the United States. N Engl J Med. 2012;366:197-9. A must-read.

e Gerrits MM, Vogelzangs N, van Oppen P, et al. (2012). Impact of pain on the course of depressive and anxiety disorders. Pain, 153(2):429-36.
Pain location in the joints and duration of over 90 days is shown to worsen depressive and anxiety disorders.

e Griffin DW, Harmon DC, Kennedy NM. (2012). Do patients with chronic low back pain have an altered level and/or pattern of physical activity
compared to healthy individuals? A systematic review of the literature. Physiotherapy, 98(1):13-23. With proper treatment, low back pain can
adjust daily patterns to remain as active as controls, however older adults with chronic pain are less able to remain active.

e Braden JB, Young A, Sullivan MD, et al. (2012) Predictors of Change in Pain and Physical Functioning Among Post-Menopausal Women with
Recurrent Pain Conditions in the Women’s Health Initiative Observational Cohort J Pain. 2012 Jan;13(1):64-72. Post-menopausal women who
are obese have a 50% higher risk of worsened pain and 80% risk of deteriorated functioning over a 3 year period.

* Brogan SE, Winter NB. (2011). Patient-controlled intrathecal analgesia for the management of breakthrough cancer pain: a retrospective review
and commentary. Pain Med., 12 (12):1758-68. The use of a hand-held device to administer intrathecal medication boluses significantly reduced
the need to take analgesics by other routes.
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e Meghani SH, Polomano PC, Tait RC, et al. (2012) Advancing a National Agenda to Eliminate Disparities in Pain Care: Directions for Health
Policy, Education, Practice, and Research. Pain Medicine, 13 (1) :5-28. A call to action for the pain community to leverage provisions in the
Affordable Care Act and other national initiatives to stop the social demographic & fiscal disparities in access pain care.

e Ramstad K, Jahnsen R, Skjeldal, OH. (2011) Characteristics of recurrent musculoskeletal pain in children with cerebral palsy aged 8 to 18 years
Developmental Medicine & Child Neurology, 53: 013-1018. Chronic pain affects >80% of those with CP, increasing with age.

* Meghani SH, Byun E, Gallagher RM. Time to Take Stock: A Meta-Analysis and Systematic Review of Analgesic Treatment Disparities for Pain
in the United States. Pain Medicine (ePub ahead of print). Disparities in care of Hispanics & African Americans well documented

e Schofield D, Kelly S, Shrestha R, et al. (2012). The impact of back problems on retirement wealth. Pain, 153 (1):203-10. Those with chronic pain
have 2% of the savings at retirement that those without chronic pain have; and one quarter of them were broke at age 65.

* Breuer B, Fleishman SB, Cruciani RA, et al (2011). Medical Oncologists’ Attitudes and Practice in Cancer Pain Management: A National Survey.
J Clin Oncol, 29(36):4769-4775. Cancer is feared because of the pain that afflicts most with the disease. Pain remains under-treated but the
same barriers known for 20 years persist, including a reluctance to refer patients to pain or palliative care specialists.

e Ahmed AS, Li J, Erlandsson-Harris H, et al. (2012). Suppression of pain and joint destruction by inhibition of the proteasome system in experi-
mental osteoarthritis. Pain, 153(1):18-26. Preclinical trials are encouraging for a novel disease-modifying osteoarthritis drug. In animals protea-
some inhibitors reduce pain, swelling, stiffness, and the chemicals causing pain and inflammation with increases mobility,

e Sacide Yildizeli Topcu SY, Findik UY. (2012). Effect of Relaxation Exercises on Controlling Postoperative Pain. Pain Manag Nurs, 13 (1): 11-17.
Teaching relaxation exercises via noise-reducing headphones 2 hours after analgesia yielded significant reductions in pain.
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¢ Rini C, Williams DA, Broderick JE et al. (2012) Meeting them where they are: Using the Internet to deliver behavioral medicine interventions for
pain. Translational Behavioral Medicine, 1 (1): 1-11. This systematic review examines different types of internet sites designed to help people
with chronic pain-related problems. There are difficulties in determining which type is best with current research.

e Saastamoinen P, Laaksonen M, Kaaria SM,, et al. (2012). Pain and disability retirement: A prospective cohort study. Pain, 153 (3): 526-531.
When illness, occupation & other factors were controlled for, chronic musculoskeletal pain is a strong predictor of early retirement.

e Chapman CR, Davis J, Donaldson GW, et al. (2011) Postoperative pain trajectories in chronic pain patients undergoing surgery: the effects of
chronic opioid pharmacotherapy on acute pain. J Pain, 12 (12): 1240-1246. Patients with chronic pain bad enough to require chronic opioid
therapy are at high risk for higher intensity postoperative pain that lasts for days longer than for people without chronic pain.

e Seshasai SRK, Wijesuriya S, Sivakumaran R, et al. (2012) Effect of Aspirin on Vascular and Nonvascular Outcomes: Meta-analysis of Randomi-
zed Controlled Trials. Arch Intern Med, 172(3):209-216. A high quality systematic review concluding that despite reduced deaths related to Ml;
in people without CVD, prophylactic aspirin did not reduce death, introduced risks of harm and should not be used routinely.

Marco/MArcH 2012

¢ Dasgupta B, Cimmino MA, Kremers HM, et al. (2012). Provisional Classification Criteria for Polymyalgia Rheumatica. Arthritis & Rheumatism,
64 (4):943-954. Preliminary classification criteria makes it easier to diagnose and treat this common, painful condition.

e Michelet D, Andreu-Gallien J, Bensalah T, Hilly J, et al. (2012). A Meta-Analysis of the Use of Nonsteroidal Antiinflammatory Drugs for Pediatric
Postoperative Pain. Anesth Analg, 114 (2):393-394. Perioperative NSAID administration reduces opioid consumption without sacrificing pain
relief while reducing postoperative nausea and vomiting in children for the first 24 hours after surgery.

e Martinii C, Yassen A, OlofsenE, et al. (2012). Pharmacodynamic analysis of the analgesic effect of capsaicin 8% patch (Qutenza) in diabetic
neuropathic pain patients: detection of distinct response groups. Journal of Pain Research, 5 :51-59. Responses to Qutenza treatment for
diabetic neuropathy vary, with a third getting good relief for at least 3 months, a third shorter relief, and rest limited effect.

® The American Geriatrics Society 2012 Beers Criteria Update Expert Panel (2012) American Geriatrics Society Updated Beers Criteria for
Potentially Inappropriate Medication Use in Older Adults. Cites the need to avoid using meperidine, pentazocine, and non-selective NSAIDs;
particularly the long-acting variety in older adults. See Page 2 of this Newsletter.

e Hooten WM, Qu W, Townsend CO, et al. (2012). Effects of strength vs aerobic exercise on pain severity in adults with fibromyalgia: A randomi-
zed equivalence trial. Pain, 153(4):915-923. Strength or aerobic exercises significantly benefit fibromyalgia patients equally.

¢ Bennett MI, Rayment C, Hjermstad M, et al. (2012). Prevalence and aetiology of neuropathic pain in cancer patients: a systematic review. Pain,
153(2):359-65 Between 20-40% of cancer patients have neuropathic pain; with a large amount of those treatment-related.

e Smith HS. (2011). The metabolism of opioid agents and the clinical impact of their active metabolites. Clin J Pain, 27:824-838. Excellent refe-
rence detailing the active metabolites of opioids. Need to know for safety, efficacy and tailoring analgesic regimens to individual need

e Oki G, Wada T, Iba K, (2012). Metallothionein deficiency in the injured peripheral nerves of complex regional pain syndrome as revealed by
proteomics. Pain, 153 :532-539. People with complex regional pain syndrome lack a key protein in affected nerves that serves as a free radical
scavenger and mediatory of inflammation. This peptide can be target to develop future diagnostic tests and treatments.

e Cummings KCIII, Xu F, Cummings LC, et al. (2012). A Comparison of Epidural Analgesia and Traditional Pain Management Effects on Survival
and Cancer Recurrence after Colectomy: A Population-based Study. Anesthesiology., 116 (4):797-806. In a large cohort of patients with non-
metastatic colorectal cancer, 5-year survival rate is better when epidurals are used during colorectal cancer resection.
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e Cepeda MS, Sutton A, Weinstein R, et al. (2012). Effect of Tapentadol extended release on productivity: results from an analysis combining
evidence from multiple sources. Clin J Pain, 28: 8-13. Nucynta ER, a well tolerated alternative to OxyContin for moderate pain

e Sanders KW, Von Korff M, Campbell Cl, et al. (2012). Concurrent Use of Alcohol and Sedatives Among Persons Prescribed Chronic Opioid
Therapy: Prevalence and Risk Factors. J Pain, 13 (3):266-275. Combining opioids, alcohol and sedatives; a dangerous mix is common. A third
of patients are at risk based on concurrent prescriptions, while over 10% have more than 2 drinks after taking opioids.

e Webster LR, Fine PG. (2012) Overdose Deaths Demand a New Paradigm for Opioid Rotation. Pain Med. 2012; 13: 571-574. Leading clinicians
recommend a new approach to opioid rotation for chronic non-cancer pain that doesn’t require equianalgesia conversions.

e Akuma AO, Jordan S. (2012) Pain management in neonates: a survey of nurses and doctors. J Adv Nurs, 68 (6):1288-1301 Professionals are
knowledgeable about neonatal pain, but lack specific skills and < 3% use specific tools or techniques to assess and manage pain.

e Jones L, Othman M, Dowswell T, et al. (2012) Pain management for women in labour: an overview of systematic reviews. Cochrane Database
Syst Rev. 2012 Mar 14;3:CD009234. Despite more itching, combined-spinal epidurals relieve pain more quickly and have a lower side effect
burden than low dose epidurals (e.g. hypotension, motor block) or inhaled (e.g. nausea, vomiting, dizziness) analgesia.

e Compton P, Canamar CP, Hillhouse M, et al. (2012). Hyperalgesia in heroin dependent patients and the effects of opioid substitution therapy. J
Pain, 13 (4):401-409. Verifies heroin dependency increases sensitivity to pain that does not improve with treatment.

e Gierthmuhlen J, Maier C, Baron R, et al. (2012) Sensory signs in complex regional pain syndrome (CRPS) & peripheral nerve injury (PNI). Pain,
153 (4):765-774. Most patients with CRPS or peripheral nerve injury exhibited a combination of sensory loss and gain. There is more sensory
loss in CRPS & less in PNI than anticipated; questioning the pathology being treated in these similar but distinct disorders.
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¢ Hochberg MC, Altman RD, Toupin April K, et al. American College of Rheumatology 2012 recommendations for the use of non-pharmacologic
and pharmacologic therapies in osteoarthritis of the hand, hip, and knee. Arthritis Care Res 2012 Apr; 64 (4): 465-474. Balanced new guidelines
that delineate “strong” from “conditional” recommendations for those with arthritis based on joints involved.

e Bauer M, Wang L, Onibonoje OK, et al. (2012). Continuous Femoral Nerve Blocks: Decreasing Local Anesthetic Concentration to Minimize
Quadriceps Femoris Weakness. Anesthesiology, 116(3):665-72. Lowering local anesthetic concentration doesn’t cut fall risk

e Fisch MJ, Lee J-W, Weiss M, et al. Prospective, Observational Study of Pain and Analgesic Prescribing in Medical Oncology Outpatients With
Breast, Colorectal, Lung, or Prostate Cancer. J Clin Oncol. Epub ahead of print. Most patients with these cancer types have pain, 1/3 are under-
treated, with 20% of severe pain patients receiving no analgesics. Minorities are twice as likely to have unresolved pain.

Maio/May 2012

¢ Silberstein SD, Holland S, Freitag F, et al. (2012)et al. (2012) Evidence-based guideline update: Pharmacologic treatment for episodic migraine
prevention in adults: Report of the Quality Standards Subcommittee of the American Academy of Neurology and the American Headache
Society. Neurology. 2012 Apr 24;78(17):1337-1345. There are a variety of medications that can reduce migraine occurrence

* Meier EA, Troost JP, Anthony JC. (2012). Extramedical Use of Prescription Pain Relievers by Youth Aged 12 to 21 Years in the United States
National Estimates by Age and by Year. Arch Pediatr Adolesc Med. (ePub ahead of print): A 2004-2008 national survey showed when teens are
most likely to start unsupervised prescription opioid use is 15-18 year olds. About 2.8% studied (age 12-21) used opioids.

* Novikova N, Cluver C. (2012). Local anaesthetic nerve block for pain management in labour. Cochrane Database Syst Rev. 2012 Apr 18
4:CD009200. Nerve blocks provide superior pain relief in Labor than opioids, non-opioids or placebo without increasing complications.

¢ Portenoy RK, Ganae-Motan ED, Allende S, et al. (2012). Nabiximols for opioid-treated cancer patients with poorly-controlled chronic pain: a
randomized, placebo-controlled, graded-dose trial. J Pain, 13 (5):438-449. Nabiximols, a fixed ratio compound of THC and Cannabidiol had
analgesic & anti-inflammatory effects with few psychoactive effects when used with 10 or fewer oromucasal sprays/day.

e Hung WW, Egol KA,Zuckerman JD, et al. (2012). Hip Fracture Management: Tailoring Care for the Older Patient JAMA, 307(20):2185-2194. Nice
review, indicating Only 13% have analgesic orders for analgesics during hospitalization that results in longer length of stay, missed physical
therapy sessions, delayed ambulation, and poorer locomotion at 6 months. Shows evidence level of treatment options.

e Jackson JL, Kuriyama A, Hayashino Y. (2012). Botulinum Toxin A for Prophylactic Treatment of Migraine and Tension Headaches in Adults.
JAMA, 307(16):1736-45. A meta-analysis of RCTs, showed a small benefit of botulinum toxin A with certain headaches.

e Herndon CM, Strassels SA, Strickland JM, et al.(2012). Consensus recommendations from the strategic planning summit for pain and palliative
care pharmacy practice. J Pain Symptom Manage;43 :925-944. Pharmacists are an integral part of the health team, but may lack formal training
in Pain and Palliative Care subspecialties. See basic & advanced pain education strategies for pharmacists.

e Kaasboll J, Lydersen S, Indredavik MS. (2012). Psychological symptoms in children of parents with chronic pain-the HUNT study. Pain, 153
(5):1054-62. When parents have chronic pain parents their children are at twice the risk of being troubled by anxiety/depression.

¢ Bailey B, Gravel J, Daoust R. (2012). Reliability of the visual analog scale in children with acute pain in the emergency department. Pain,
153(4):839-842. Although considered reliable, the Visual Analogue Scale has a margin of error of over 20% in children.

JunHo/JunE 2012

e McQuay HJ, Derry S, Eccleston C, et al. (2012). Evidence for analgesic effect in acute pain - 50years on. Pain, 153 1364-1367 The evidence of
analgesic efficacy over the past 50 years is underwhelming given a strict definitions of “evidence.” Single dose combination of acetaminophen
and ibuprofen had the most predictable effect. Acetaminophen alone fails to relieve pain in ¥z patients with single dose

e Mendoza TR, Koyyalagunta D, Burton AW, et al. (2012). Changes in pain and other symptoms in patients with painful multiple myeloma-related
vertebral fracture treated with kyphoplasty or vertebroplasty. Journal of Pain, 13(6):564-70. Patients with painful vertebral compression fractu-
res associated with multiple myeloma have pain reduced by nearly 2 points on a 0-10 scale after spinal augmentation.

e Connelly M, Anthony KK, Schanberg LE. (2012). Parent perceptions of child vulnerability are associated with functioning and health care use in
children with chronic pain. J Pain Symptom Manage. 43(5):953-60. Parental worries about their child’s vulnerability (but not their overall emo-
tional distress) explain a little of the variance in child functioning and healthcare utilization. Parent-focused interventions may address these
insights by focusing on prevention of iliness and injury to improve the healthcare outcomes of children with persistent pain.

e Laguna J, Goldstein R, Allen J, et al. (2012). Inpatient palliative care and patient pain: pre- and post-outcomes. J Pain Symptom Manage,
43(6):1051-9. Older adults with life-threatening, complex, chronic conditions received comprehensive assessment, pain and symptom relief,
care by an inpatient Palliative Care Unit. Better pain relief in the hospital was not sustainable after discharge.

¢ Johansen A, Romundstad L, Nielsen CS, et al. (2012). Persistent post-surgical pain in a general population: Prevalence & predictors in The
Tromsg Study. Pain, 153:1390-6. Largest epidemiological study to date confirms 40% of patient report surgical pain 1-3yrs postop.

¢ Jungquist CR, Flannery M, Perlis ML, et al. (2012). Relationship of Chronic Pain and Opioid Use with Respiratory Disturbance during Sleep Pain
Management Nursing, 13 (2): 70-79. Dose-response opioid effect on sleep apnea is noted with unclear clinical implications.

e Fouladbakhsh JM, Vallerand AH, Jenuwine ES. (2012) Self-treatment of pain among adolescents in an urban community. Pain Mangement
Nursing, 13 (2):80-93. Pain is prevalent in teens with gender-related differences in intensity and self-treatment methods.
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¢ Derry CJ, Derry S, Moore RA. (2012). Caffeine as an analgesic adjuvant for acute pain in adults. Cochrane Database Syst Rev. 2012 Mar
14;3:CD009281. Alone, caffeine is ineffective, but combined with analgesics 100mg provides small but important pain relief for many.

e Vinall J, Miller SP, Chau V, et al. (2012). Neonatal pain in relation to postnatal growth in infants born very preterm. Pain 153(7):1374-81. Repeti-
tive procedural pain in preterm infants limits head and body growth. The timing & frequency of painful procedures were important.

JuLHo/JuLy 2012

e Kwekkeboom KL, Abbott-Anderson K, Cherwin C, et al. (2012). Pilot randomized controlled trial of a patient-controlled cognitive-behavioral
intervention for the pain, fatigue, and sleep disturbance symptom cluster in cancer. J Pain Symptom Manage. [e-pub ahead of print] Cognitive-
-behavioral treatments loaded on MP3 players reduced concurrent pain, fatigue and insomnia during cancer treatment..

e Keefe FJ, Huling DA, Coggins MJ, et al. (2012). Virtual reality for persistent pain: A new direction for behavioral pain management. Pain. 20712.
Jul 4. [Epub ahead of print] Virtual reality has demonstrated efficacy in alleviating acute procedural pain and facilitating physical therapy. Exci-
ting research protocols are being developed, (e.g. smart phone applications) to help those with persistent pain better cope.

e Park J. Hughes AK. (2012). Nonpharmacological approaches to the management of chronic pain in community-dwelling older adults: a review
of empirical evidence. J Am Geriatr Soc. 60(3):555-68. Older adults use many nondrug methods that are not consistently helpful.

¢ Anghelescu DL, Faughnan LG, Oakes LL, et al. (2012). Parent-controlled PCA for Pain Management in Pediatric Oncology: Is it Safe? J Pediatr
Hematol Oncol, 34 (6):416-20. Parent-controlled analgesia is at least as safe (0.62% complication rate) as nurse controlled analgesia for chil-
dren with cancer; in a setting that has a program for PCA by proxy, when children are unable to self-administer doses

¢ Tse MM, Vong SK, Ho SS. (2012). The effectiveness of an integrated pain management program for older persons and staff in nursing homes.
Arch Gerontol Geriatr. 54(2):e203-12. Epub 2011 May 17. Educating staff about pain while implementing a physical exercise and an arts & crafts
therapy program for residents cut pain by 35%, reduced depression / loneliness and improved psychosocial wellbeing

e Wiffen PJ. (2012). Summaries of systematic reviews published in the January 2012 issue of the Cochrane library.. Journal of Pain & Palliative
Care Pharmacotherapy, 26 :170-173. Over 130 reviews show poor quality, short-term studies fail to inform chronic pain therapy

¢ Irving GA, Sweeney M. (2012). Tolerability and safety of gastroretentive once-daily gabapentin tablets for the treatment of postherpetic neural-
gia. J Pain Res, 5:203-208. Once-a-day formulation of gabapentin is as effective and better tolerated than standard formulation.

¢ Deising S, Weinkauf B, Blunk J, et al. (2012). NGF-evoked sensitization of muscle fascia nociceptors in humans. Pain, 153 (8):1673-9 Nerve
Growth Factor prolongs back pain by a week or two to chemical and mechanical stimulation & may explain why it becomes chronic.

Acosto/Aucust 2012

e Sullivan MJ, Scott W, Trost Z.(2012). Perceived injustice: a risk factor for problematic pain outcomes. Clin J Pain, 28 (6):484-8 Patients who
blame others or express perceived injustice related to their pain, are at risk for developing physical or mental illnesses and disability.

e Park J & Hughes AK. (2012). Nonpharmacological approaches to the management of chronic pain in community dwelling older adults: A review
of empirical evidence. J Am Geriatr Soc., 60 (3):555-68. Excellent state of the science review for a variety of methods. The best treatments need
to be tailored to the patients disorder and frailty, but overall acupuncture & exercise have the best empirical evidence.

e Sadhasivam S, Myer lii CM. (2012). Preventing opioid-related deaths in children undergoing surgery. Pain Med, 13 (7):982-3. Postoperative
codeine may explain postoperative deaths in children. Enzyme testing, or using other analgesics may stem this tide.

¢ Nilsson S. Strang P. Aksnes AK., et al. (2012). A randomized, dose-response, multicenter phase Il study of radium-223 chloride for the palliation
of painful bone metastases in patients with castration-resistant prostate cancer. Eur J Cancer. 48(5):678-86. In a study of 100 men with painful
bone metastases, a single IV dose reduced pain in 71% of patients with painful bone metastasis; with a mean duration of relief after a single
dose of 50 days. Higher dose resulted in better pain reduction and functioning, but without more adverse effects.

e Manchikanti L, et al. (2012). American Society of Interventional Pain Physicians (ASIPP) Guidelines for Responsible Opioid Prescribing in Chro-
nic Non-Cancer Pain: Part 1 Evidence & Part 2 - Guidance. Pain Physician 15 Suppl:S67-S116. Nicely done (voluminous) reviews.

e Williams S, Whatman C, Hume PA, Sheerin K. (2012). Kinesio Taping in Treatment and Prevention of Sports Injuries: A Meta-Analysis of the
Evidence for its Effectiveness. Sports Med. 2012(Feb);42(2):153-164. Tape looks good on athletes, but may not help injured patients.

¢ Andreassen TN, Klepstad P, Davies A, et al. (2012). Is oxycodone efficacy reflected in serum concentrations? A multicenter, cross-sectional
study in 456 adult cancer patients. J Pain Symptom Manage, 43:694-705. Cancer patients’ blood levels of oxycodone were not linked to pain
level, nausea, tiredness, or cognitive function, but metabolite levels of noroxycodone and noroxymorphone may be a factor.

e Gardiner C, Gott M, Ingleton C, et al. (2012). Attitudes of health care professionals to opioid prescribing in end-of-life care: A qualitative focus
group study J Pain Symptom Manage, 44 (2):206-214. Many knowledge & attitudinal gaps exist requiring interprofessional training.

e QOliver J, Coggins C, Compton P, et al. (2012). American Society for Pain Management Nursing position statement: Pain management in patients
with substance use disorders . Pain Manag Nurs, 13 (3) 169-183. Strategies for treating comorbid pain and addiction delineated by experts from
the International Nursing Society on Addiction (IntNSA) & the American Society for Pain Management Nursing (ASPMN).
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