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PAOLO GROSSI, M.D.
DIRECTOR OF ANESTHESIA INTENSIVE CARE & PAIN  TREATMENT  DEPARTMENT

ASST CENTRO ORTOPEDICO TRAUMATOLOGICO GAETANO PINI – CTO,  MILANO

Il controllo del dolore 
a domicilio
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While at Home:
- Remember to take your pain medication before activity and at bedtime. 
- Be sure to get enough rest. If you are having trouble sleeping, talk to your doctor.
- Use pillows to support you when you sleep and when you do your coughing and deep breathing

exercises.
- Try using the alternative methods discussed earlier. Heating pads or cold therapy, guided imagery

tapes, listening to soft music, changing your position in bed, and massage can help relieve your pain.

- NOTE: If you need to have stitches or staples removed and you are still taking pain medications, be sure
to have a friend or family member drive you to your Clinic appointment. Commonly, you should not
drive or operate equipment if you are taking opioid (narcotic)-containing pain medications. 

Relatore
Note di presentazione
Le maggiori cliniche mondiali:Strategie di controllo del dolore Patient centered… Strategie non farmacologiche e buone raccomandazioni



ANESTHESIOLOGIC    AIMS FOR TOTAL KNEE POSTOPERATIVE 
MANAGEMENT

Good postoperative pain control
Motor sparing
Opioid Sparing
Early mobilitation
No PONV
Early oral intake
No Postoperative Delirium
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Post-operative recommended • Systemic analgesia:

� Conventional NSAID/COX-2-selective inhibitors (Grade A) + strong opioids (Grade 
A), titrated to effect (for high intensity pain) + paracetamol (Grade B)

� Conventional NSAID/COX-2-selective inhibitors (Grade A) +/- weak opioids (Grade 
B), titrated to effect (for moderate or low intensity pain) + paracetamol (Grade B)

• Regional analgesia:

� Femoral nerve block (Grade A)

• Continuous passive motion (for reasons other than analgesia) (Grade A)

• Intensive rehabilitation (for reasons other than analgesia) (Grade D)

Postoperative Recommendations
for total knee arthroplasty



Ve
rs

o 
la

 C
hi

ru
rg

ia
 O

rt
op

ed
ic

a 
Am

bu
la

to
ria

le
 -

In
te

rn
at

io
na

l M
ee

tin
g 

O
rt

ho
pe

a

Postoperative
Systemic analgesia
The following are recommended:
- COX-2-selective inhibitors (grade A) or conventional NSAIDs (grade B) (depending on patient

risk factors) – in combination with strong or weak opioids, as required for pain intensity
- Strong opioids (grade B) – in combination with non-opioid analgesia for high-intensity pain, 

preferably administered intravenously by patient-controlled analgesia (grade B) or fixed-
interval injection (grade D)

- Weak opioids for moderate- or low-intensity pain (grade A) if conventional NSAIDs or COX-
2-selective inhibitors are not sufficient or are contraindicated

- Paracetamol (grade A) – for all pain intensities in combination with conventional NSAIDs or 
COX-2-selective inhibitors (with or without weak opioids)

Regional analgesia
The following are recommended:
- Peripheral neural block continued after surgery (grade A) in combination with systemic

analgesia as required for pain intensity (as above) 
- Spinal LA and opioid as a ‘single shot’ given pre-operatively (grade A) (continuous infusion

or repeat bolus spinal is not recommended, grade D), then systemic analgesia as required
for pain intensity (as above)

- Epidural analgesia continued after surgery, only in patients at high cardiopulmonary risk, 
and then systemic analgesia as required for pain intensity (as above)

Postoperative Recommendations
for total hip arthroplasty



MOTOR SPARING: SENSITIVE BLOCKS 
WITH MOTOR SPARING
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MOTOR SPARING: SENSITIVE BLOCKS WITH 
MOTOR SPARING
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Adductor Canal Block

J Clin Anesth. 2016 Dec;35:295-303Ve
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Single or 
continuous
blocks?
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Remote 
control
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Relatore
Note di presentazione
Worldwide, the use of prescription opioid analgesics more than doubled between 2001 and 2013, with severalcountries, including the USA, Canada, and Australia, experiencing epidemics of opioid misuse and abuse over thisperiod. In this context, excessive prescribing of opioids for pain treatment after surgery has been recognised as animportant concern for public health and a potential contributor to patterns of opioid misuse and related harm. In thesecond paper in this Series we review the evolution of prescription opioid use for pain treatment after surgery in theUSA, Canada, and other countries. We summarise evidence on the extent of opioid overprescribing after surgery andits potential association with subsequent opioid misuse, diversion, and the development of opioid use disorder. Wediscuss evidence on patient, physician, and system-level predictors of excessive prescribing after surgery, andsummarise recent work on clinical and policy efforts to reduce such prescribing while ensuring adequate pain control.
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Relatore
Note di presentazione
Opioids are a mainstay of acute pain management but can have many adverse effects, contributing to problematiclong-term use. Opioid tolerance (increased dose needed for analgesia) and opioid-induced hyperalgesia (paradoxicalincrease in pain with opioid administration) can contribute to both poorly controlled pain and dose escalation.Hyperalgesia is particularly problematic as further opioid prescribing is largely futile. The mechanisms of opioidtolerance and hyperalgesia are complex, involving μ opioid receptor signalling pathways that offer opportunities fornovel analgesic alternatives. The intracellular scaffold protein β-arrestin-2 is implicated in tolerance, hyperalgesia, andother opioid side-effects. Development of agonists biased against recruitment of β-arrestin-2 could provide analgesicefficacy with fewer side-effects. Alternative approaches include inhibition of peripheral μ opioid receptors and blockadeof downstream signalling mechanisms, such as the non-receptor tyrosine kinase Src or N-methyl-D-aspartate receptors.Furthermore, it is prudent to use multimodal analgesic regimens to reduce reliance on opioids during the perioperativeperiod. In the third paper in this Series we focus on clinical and mechanism-based understanding of tolerance andopioid-induced hyperalgesia, and discuss current and future strategies for pain management.
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Shankar R et al. Anaesth Crit Care Pain. 2013;13(5):152-157. 

Class Examples ADR  Risks Comments
Opioids Morphine

Hydromorphone
Fentanyl

• Sedation
• Constipation
• Nausea / Vomiting
• Dizziness

• Sedation may impair 
postoperative 
rehabilitation

• Constipation may affect 
time to discharge

NSAIDs
(injectable)

Ketorolac
Ibuprofen

• GI bleeds
• Nephrotoxicity

• May affect wound / bone 
healing

NSAIDs
(oral, 
nonselective)

Ibuprofen
Naproxen
Diclofenac

• GI bleeds
• Nephrotoxicity
• Nausea / Vomiting

• May affect wound / bone 
healing

NSAIDs
(oral, selective)

Celecoxib • Nephrotoxicity
• Nausea / Vomiting

• May affect wound / bone 
healing

Acetaminophen Acetaminophen
(oral and 
injectable)

• Hepatotoxicity 
at high doses

• No effect on 
bleeding times

• Well tolerated

Gabapentinoids Gabapentin 
Pregabalin

• Dizziness
• Sedation

• Helpful with neuropathic 
pain
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Strategie analgesiche

Unico farmaco
(Es: morfina)

Più farmaci
(Es: morfina + 
Ibuprofene + 

paracetamolo)

E’ corretto privilegiare l’approccio POLIFARMACOLOGICO
sfruttando l’effetto sinergico di più farmaci a dosaggio ridotto 

per ridurre l’insorgenza di effetti collaterali.
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Relatore
Note di presentazione
AbstractBackground: The aim was to evaluate the analgesic efficacy and safety of the dexketoprofen/tramadol 25 mg/75 mg fixed-dosecombination vs dexketoprofen (25 mg) and tramadol (100 mg) in moderate-to-severe acute pain after total hip arthroplasty.Methods: This was a randomized, double-blind, parallel-group study in patients experiencing pain of at least moderateintensity on the day after surgery, compared with placebo at first administration to validate the pain model. The study drugwasadministered orally every 8 h throughout a 5 day period. Rescue medication, metamizole 500 mg, was available during thetreatment period. The evaluation of efficacy was based on patient assessments of pain intensity and pain relief. The primaryend point was the mean sum of the pain intensity difference values throughout the first 8 h (SPID8).Results: Overall, 641 patients, mean age 62 (range 29–80) yr, were analysed; mean () values of SPID8 were 247 (157) fordexketoprofen/tramadol, 209 (155) for dexketoprofen, 205 (146) for tramadol, and 151 (159) for placebo. The primary analysisconfirmed the superiority of the combination over dexketoprofen 25 mg (P=0.019; 95% confidence interval 6.4–73) and tramadol100 mg (P=0.012; 95% confidence interval 9.5–76). The single components were superior to placebo (P<0.05), confirming model.sensitivity. Most secondary analyses supported the superiority of the combination. The incidence of adverse drug reactionswaslow and similar among active treatment groups.Conclusions: The efficacy results confirmed the superiority of dexketoprofen/tramadol over its single components, even athigher doses (tramadol), with a safety profile fully in line with that previously known for these agents in monotherapy.Clinical trial registration: EudraCT 2012-004548-31 (https://www.clinicaltrialsregister.eu/ctr-search/search?query=eudract_number:2012-004548-31);
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CONCLUSION:
- Tailored pain treatment
- Multimodal analgesia
- Informed patient
- Opioids alone are not the 

solution
- Loco-regional analgesia
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