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The IASP classification of chronic pain for ICD-11:
chronic postsurgical or posttraumatic pain
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The risk for the development of chronle pain sfter surgery or
trauma has been underestmated in the past® Ragarding
postsurgical pain, data suggest an incidence, varying with the.

who had the same pain before. and stll 6.2% were left after
excluding any pan before surgery.®* The propertion of neuro-

pathic painis varable but can be very high In operations such as.
armgastation, l\emhreper and maemmum&* (Taksle 1). There
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. from 5% to 85%.%
pain that nagatively aftects the petiert's qualty of ie Is In the
range of 2% to 15%.%* The high prevalenoa has been confirmead
Ina population-based study, In which 158% of patients who had
surgery in the last 3 years reporied pain in the area of surgery, of
wham 10.5% reported pain even If al participants were exchuded
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2. The need for a classification system

Te improve the quality of Ife and functioning, recogrition of

traura & causas of & peoper diagnosis
of ita type, and initiation of approprdate reatment approaches are.
essential. Cumently, no mequame classification system s avall-
able. The of Dissases (CDY, 10th

Sarics, ‘Snussus, Belgham, © Divsiry
Gamnany, * T
Mackoa! Facuy haanoiaim of Hedlabang Liniearsly, Gimany
Jthov. Atiess: Dipartmant Carse o
1317, Samany. TeL

+40 Y31 183 71 400, fax: -+43-[0J82) 383 7) 40T E bl ackivoca:

ALY TR LTV SATSRGG. 00 7 -0 TR,

‘Suppbrrental diptal Gonient is avakable fo this anicie, Dir! L Giations appsar
=

i fourriat's Wi site frrww: painoumabnivs com|.
PR 160 @075 4562

© 2018 el Association for the Sty of P
et oo gy, O, i, EMOODEEDOET 4 7

January 2015 * Volumea 160 * Number 1

Copyright © 2018 by the Intemational Association for the Study of Pain, Unauthorized reproduction of this article is prohibited

rewizion (IC0- 104, doss mt aoffer sppropriate diagnostic catego-
ries for the classification of many chronic pan condiions,
Including postsurgical and postireumatic pain.***” This hinders
theldentification, the diagnosls, and, in the end, the reatment of
patients with these pain states. Even worse, theraby such cases
fall to appesr In health statistics, with & its consequencas for
research and heath policies.

3. The IASP Task Force ICD initiative

To Improve the representation of chronic pain in peneral
(including that of chrenic postsurgical and postiraumatic pan),
the Intermatioral Assoclation for the Study of Pain IAS®) formed
a taskforce thet worked I closs  co-operation  with
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CPSP

Dolore cronico che si sviluppa o aumenta dopo
un intervento chirurgico e persiste oltre il
processo di guarigione (almeno 3 mesi dopo
I'intervento).

Dolore localizzato al campo chirurgico,
proiettato al territorio di innervazione di un
nervo situato in quest'area, o riferito a un
dermatomero.

Non e spiegabile da altre cause di dolore
(infezioni, neoplasie, condizioni di dolore
preesistente)

Ha spesso una componente neuropatica

L'inclusione della CPSP nell’ICD-11 identifica una condizione di malattia piuttosto che semplice sintomo
Se ne risalta quindi la necessita di un trattamento e di una gestione specifici.



CPSP e PPP: le dimensioni
del problema

* Epidemia crescente che negli USA stima 100 milioni di adulti che
soffrono di dolore cronico da lieve a debilitante

* Il numero di americani che soffrono di dolore cronico supera
supera il totale degli americani affetti da malattie cardiache,
cancro e diabete messi insieme

* Il dolore persistente post-operatorio € una delle principali cause
di dolore cronico che si manifesta nei pazienti post-operati e
negli anni successivi all’intervento

* PPP principale preoccupazione per la salute pubblica perché il
costo totale sostenuto dalla societa americana per numero di
pazienti che soffrono di dolore cronico intrattabile post-
chirurgico puo contribuire all’attuale epidemia da oppioidi




CPSP

= La prevalenza del CPSP varia dal 5% all'85% a seconda
della procedura, con incidenze elevate dopo
interventi di toracotomia, mastectomia, e
amputazione

= Circa il 10% dei pazienti manifesta CPSP con intensita
moderata o grave, portando a svantaggi funzionali
significativi

= Toracotomia, mastectomia, amputazioni e interventi
ortopedici: alto rischio di CPSP (incidenza 50%)

~
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= Condizione multifattoriale (fattori di rischio)

= Misure preventive (adeguata analgesia, anestesia
regionale, supporto psicoeducativo)

FERERRERESE

= Approccio multidisciplinare al paziente




Chronic post-surgical pain — update on incidence,

risk factors and preventive treatment options
D.C. Rosenberger and E.M. Pogatzki-Zahn"*

Table 1 Incidences of CPSP for different types of surgery. Data adapted from several studies."" """ Severe CPSP is defined as pain
ratings of =5 on a scale from 0 (no pain) to 10 (worst possible pain)."'' CPSP, chronic post-surgical pain; NP, neuropathic pain.

Type of surgery Incidence of Incidence of severe Chronic pain up to Proportion
all CPSP (%) CPSP (>5/10) 12 months of NP
Abdominal surgery (bowel and colorectal) 17-21 Mot reported Mot reported Not reported
Amputation 3085 5—10% 75% (lower limbs) BO%
Caesarean section 6—55 5—10% Mot reported 50%
Cholecystectomy 356 Mot reported Mot reported Not reported
Craniotomy 7—65 25% Mot reported Not reported
Dental surgery 5=-13 Mot reported Mot reported Not reported
Hip arthraplasty 7=23 6% 28% 1-2%
Inguinal herniotomy 5—63 2—4% 30% BO%
Knee arthroplasty 1344 15% 18% 6%
Mastectomy 11-57 5—10% 43-56% (breast cancer surgery) 65%
Sternotomy 7=50 5—10% 2% 13%
Thoracotomy 5=71 10% 41% 45%
Vasectomy 037 Mot reported MNat reparted Mot reported




Postoperative pain management and opioids 1 ()]

Transition from acute to chronic pain after surgery

Paul Ghare, Karin & &ubrey, Poul § Myles

Strumenti predittivi basati su fattori clinici e
psicosociali possono aiutare a identificare i pazienti a
rischio, permettendo interventi preventivi
personalizzati. Sono necessari studi standardizzati
per migliorare l'efficacia delle strategie preventive e

ridurre I'impatto del CPSP




Fattori di rischio biomedici

*Tipo di intervento
eTecnica chirurgica
eControllo del dolore perioperatorio

Fondamentale evitare techiche
chirurgiche potenzialmente in
grado di causare danni nervosi

ES linfonodo sentinella nella
chirurgia mammaria

Ottimizzare la gestione del
dolore pre e intra-operatorio

60-70% dei pazienti
sottoposti ad amputazione,
mastectomia o toracotomia
soffre di dolore cronico per

mesi dopo l'intervento
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Prevention and Treatment of Chronic Postsurgical Pain:
A Narrative Review
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ocaine, and nefopam.

interventions to their sisk fastors.

the most studied drug and
‘Small trials have shown &
sacic epidural analgesia,

i A
effect of opivid-free anesthesia

To achieve more efficient prevention strategies, we
need to better identify patients at risk and tilor
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Psychosocial risk factors

Psychelogical risk factors, such as psychological distress,
anxiety, catastrephising, reduced ability to cope with pain,
depression and hypervigilance, increase the risk of CPSP
(Fig. 1) and long-term opioid use.”'® A recent meta-analysis
highlights state anxiety as the main psychelogical risk factor
for CPSP (and to a lesser degree depression, catastrophising,
kinesiophobia and impaired self-efficacy).””’

Systematic Review and Meta-Analysis

PAIN =

Psychological and psychosocial predictors of

chronic postsurgical pain: a systematic review

and meta-analysis

Emanuale M. Giusti*®*, Marco Laceranza®, Gian Mauro Manzon®, Giankica Castelnuous™®
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living alone Comorbidities regional

- Previous disability
- Addiction

Esplorazione Genetica: La genetica & un campo in crescita per
y comprendere il rischio di dolore postoperatorio persistente.
I._“h {“7 ‘FJﬂ
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3! polimorfismi Genetici (SNPs): Alcuni studi suggeriscono che
specifici polimorfismi siano associati a dolore acuto e cronico
dopo interventi chirurgici.
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I Previsione della CPSP

Series

Postoperative pain management and opioids 1

Transition from acute to chronic pai

Puul Glae, Farin & Auboey, Paul S Myles

Over the past deade there has been an
has been assaciated with a rising cpid

after surgery

ncreasing reliance on strong opinids to treat acute and chronic pain, which
acesing © P

abuse, and d dated deaths. Deaths

®

et 5913, 393: 353746

from prescription opivids have mare than quadrupled in the USA since 1999, and this paticrn is now accurring
glnbally. Inappropriate apiaid prescribing after surgery, particularly after discharge, is a major cause of this problem.

Chronic pain, oecurring in

10% of patients whe have surgery, typically begins as acute

postoperative pain that is difficult to control, but scon transitions into a persistent pain condition with nearopathic
features that are unresponsive 1o opivids. Rescarch into how and why this transition occurs has led to a stronger
appreciation of opioid-induced hyperalgesia. use of more cfiective and safer opioid-sparing analgesic regimens, and

for pain

This Serics provides an verview of the epidemiology and

sucietal elfect, basic science, and current recommendations for managing persistent 1 puin. We discuss
the advances in the preveation of this transitional pain state, with the aim to promote safer analgesic regimens to

better manage paticnts with acute and chronic pain.

Introduction

Acute pain is almost ubiquitous after surgery. Fortunately,
it can be contralled and mostly resolves within 1 week It
should nat cause distress or limit pastoperative recovery!
Hawever, for some patients acute postoperative pain
persists beyond the usual time of tissue healing and
transitians intn 2 chronic pain state**

The prevalence af chronic postsurgical pain (CPSF),
which is bad emough to cause substantial functional
impairment, is appraximately 10% afies all surgeries
jtakle 1) Glabally, more than 320 million people have
surgery each year, which represents 3 vast potential far
CPSP." As a result, CPSP i increasingly recopnised
a5 2 public health problem, nat only becauss of the dis-
comfart, distress, and disability it causes, but also because
past approaches o managing it have contributed sub-
stantially to the current opioid crisis.” The use of opicids
for abents wha have surgery presents a particularly
challenging problem requiring chinicians o balance
two competing interests: managing acute pain in the
immediate pastaperative period and minimising the risks
of persistent opicid use after surgery. Finding ways to
minimise this risk is particularly salient in light of a
growing literature suggesting that patients wha have had
surgery are at incressed risk of chranic opioid use.” As a
sesult,in 2016, the Joint Commission in the USA began 2
praject to revise its pain standards and address the opioid
epidemic.” In [anuary, 2018, the Commission added an
emphasis on the need to actively engage medical staff and
hospital leaders to include strategies to decrease opioid
use. This inchided the use of at least one of mon-
pharmacalogical modality For pain treatment and access
to prescription drug monitaring programmes. There was
alsa a stronger fbcus on pain assessments of haw the pain
affects patients’ physical function.”

Postsurgical pain is a paradigm for understanding and
studying other pain that is also iatrogenic.” Because
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time, it has the potential o be prevented and better
controdled. Howeves, there are many factors that contribute
tn the develapment and persistence of CPSP, and anly
some of thess are related to. the surgery. As with non-
surgical chronic pain, peychological and sacial factors have
an imgortant influence. All clinicians—not just surgeons
and anzesthetists—should have some knowledge on CPSP
and howtn manage established cases, which can pessist for
months or years afier the procsdure. As with many ather
chronic conditions, early intervention & likely o improve
outcarmes and so identifying patients at risk is crucial

Definition

(CPSP is pain that occurs at the site of the incision or relaved
areas of the surgery and persists 3 menth longer than it
takes for mast inqured esues to fully heal. Consequently,
the time of onset has mosdy been set between 3 and
& manths.*** Definitions of CPSP also vary as to whether
ox ot ather causes of pain, such ac diseass recurrence sfter
surgery ar presence af 3 presxisting pin syndrome, are
included under the CPSP rubric.” For example, chranic
pain afber lumbar spinc surgery, also knawn 2= failed back
surgery synérom, refers to chronic back or leg pain that
continucs or recurs following spinal surgery, and affecs
mare than 2056 of patients.* The 1lth tevision of the
International Classification of Diseases defines CPSP as
pain developing or increasing in intensity after a surgical
procedure, in the arca of the surgery, persisting beyond the
healing process [ic, at least 3 manths) and not better
explaiicd by another cause such as infeckion. malignancy,
o1 & pre-existing pain candition.

dinical features

The nature of CPSP is ofien poorly chacterised in
clinical stuies,” but aching is the most commenly
chasen sensary descriptar of persistont pain after 3 range
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Prevenzione Individualizzata del CPSP:

Identificare sottogruppi di pazienti che potrebbero
beneficiare di interventi preventivi, mirando alla
prevenzione personalizzata del CPSP.
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* Anestesia Regionale: Epidurale e blocchi
paravertebrali, riducono il CPSP in chirurgia
toracica e mammaria, mentre l'infiltrazione
continua della ferita puo ridurre il dolore
cronico post-cesareo.

British fournal of Aneesthesia, 130 (8): 715728 (2023)
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Non-opioid analgesics for the prevention of chronic postsurgical
pain: a systematic review and network meta-analysis

EBrett Doleman™, Ole Mathiesen®®, Alex J. Sutton®, Nicola J. Cooper®, Jon N. Lund® and
John P. Williams?!

’I}cpﬂn:mml of Anaesthesia and Surgery, Gﬂd.ua.bc Entry Medici iversity of Notti Royal Derby Hospital,
UK, af Clinical ine, U y af C C I} k. ‘D of
Anaesthesia, Zealand University Hospital, Kege, Denmark and D of Health Sci fversity of Leicester,
Leicester, UK
auther. E-madl. 4
Abstract
Eackground: Chronic pestsurgical pain is commen after surgery. ldentification of pioid lgesics with potential

for preventing chronic postaurgical pain is important, although trials are octbmundupowmd_ Metwork meta-analyss
offers an opportunity ho improve power and to identify the most promising therapy for clinical use and future studies,
theds: We cond PRISMA-NMA view and network meta-analysis of randomised controlled

mnlsofnmwod.dsmlgeﬁmfwd:mrﬂ.cpmrycslmin Cutcomesincluded incidence and severity of chromic postsurgical
pain, serious adverse events, and chronic opioid use,

Resulis: We included 132 randomised controlled trisls with 23 302 participants. In order of efficacy, iv. lidocaine (odds
ratio [DR] 0.32; 55% credible interval [Cr]] 0.17-0.58), ketamine (OR 0.64; 95% Crl 0.44—0.92), gabapentincids (O 0,67, 95%
Crl 0.47-0.52), andpossd.hlydmed.emnddnm(oﬂn.lﬁ 5% Crf 0,12-1.00) reduced the incidence of chronic postsurgical
pain at =6 months. There was little for chromie p rgical pain at =6 months, combinations agents,
chronic opioid use, and serious adverse events. Variable baseline risk was identified as a potential violation to the
netwark meta-analysis transitivity assumption, so results are reported from a ficed walue of this, with analgesics more
effactive at higher baseline risk. The confidence in these findings was low because of problems with risk of bias and
impracisisn.

Lidacaine [mast i ine, and inoids could be ive in ing chronic past-
surgical pain <6 manths is low. , variable baseline risk might viclate transitivity in
netwark alysis of ics; this r ds use of our methods in future network meta-analyses.
Systematic review protocol: PROSPERD CRD42021269642.
Keywords: chrenic pestsurgical pain; multimedal analgesia; network meta lysis; non-opieid 18 6y
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Prevenzione e Gestione del CPSP

* Strategie farmacologiche : Ketamina e gabapentinoidi hanno effetti
limitati nella prevenzione del CPSP; la riduzione dell'uso di oppioidi e

I'adozione dell'anestesia regionale sembrano efficaci

Riduzione dell’'Uso di Oppioidi: L'uso preoperatorio di oppioidi € un
fattore di rischio per il CPSP. Riduzioni di oltre il 50% nel consumo
preoperatorio possono migliorare i risultati fino a 6-12 mesi dopo
I'intervento, in particolare se accompagnate da analgesia multimodale e

anestesia regionale.

* Interventi non farmacologici : L'approccio multidisciplinare, con
supporto psicologico e fisioterapico, € promettente per la prevenzione

della cronicizzazione del dolore

* Monitoraggio della Nocicezione: L'uso di monitor di nocicezione
intraoperatoria, come l'indice di variabilita della frequenza cardiaca e
I'indice di nocicezione, pu0 aiutare a ridurre |'esposizione agli oppioidi,

sebbene sia necessaria piu evidenza sull'efficacia di questi strumenti.

|~
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ANESTHESIOLOGY

Pharmacotherapy for the
Prevention of Chronic Pain
after Surgery in Adults:
An Updated Systematic
Review and Meta-analysis

Mag E. Carlay, B.Sc., Luis E. Chaparro, M.D., FR.CPC.,
Manan Chainiére, Ph.0., Hanrik Kahlat, M.D., Ph.D.,

R Ancrew Moere, D.5¢., Hlizabeth Van Den Karkhal, RN, DrPH,
lan Gilron, M.0., M.5c.

AnEsTHESIOLOGY 2021, 135:304-25
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Practical strategies for the prevention and
management of chronic postsurgical pain

Bo Rim Kim', Soo-Hyuk Yoon?, and Ho-Jin Lee??

12 months after surgery [58]. In a randomized controlled
trial on phantom limb pain, the incidence of CPSP was
significantly reduced by using intravenous or epidural
analgesia starting 48 hours before surgery [59]. Recently,
a meta-analysis reported that preemptive epidural anal-
gesia before surgical incision reduced the incidence of
CPSP after thoracotomy compared to epidural analgesia
after incision [60]. Proper pain management at the right
time during the perioperative period may lead to better
outcomes for preventing CPSP.
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L] e Epidural Preincision, contimows  Morphine Pain'no pain 12 mo Preoperative lumbar \
w5 control epidural blockade

with tupivacaine and
marphing reduced the
incidence of phantom
limb pain in the first
weur postopemtively
compared to contrmls

treated with comven-
g‘:’iﬂnﬂl methods J
Katsuly-Liapis [33] Epidural Prevs intra vs postop-  None Pain'no pain VRS 12 mo 1operative analpe-
embve vs none sinusing regional
anesthesin techniques
can he advantageous
in decreasing acute
phantom limb pain and
PPP in patients who
have undergone limb

g

amputation
Karanikolas, 2011 [4] Epidural Pre vs intra vs post- Intravenous PCA Pain'no prain VAS, phantom pain G mao Perioperative epidural
operative v all v frequency, MeGill analgesia and'or intra-
coniml venous PCA reduced

phantom limb pain
intensity, prevalence,
and frequency 6 months
post amputation
Ong, 2006 [38] Epidural spinal Preincision vs continu- None Pain'no pain Phantom VRS 14 mo Epidural anesthesia

OUSs, pre Vs postopera- sensation'pain Stump and PNB aid in pain

tive vs control pain reduction during the
first week postsurgery
by preventing central
sensitization, a major
contributor to chiomic
postoperative pain




Study ID Regional technique Timing of intervention  Adjuvants Outcomes Continuous Follow-  Primary outcomes
up
{months)
Sahin, 2011 [39] Epidural Spinal periph- Preincision vs continu-  None PainVno pain Phantom  NRS 17 mo Epidural anesthesia or
eral nerve block ous vs single shot, pre pain Stump pain PNB lead to signifi-
Vs postoperaive vs cantly less pain in the
control first week after surger:
No difference in phan-
tom limb pain, phanto
sensation, or stump
pain at 14 to 17 month
post amputation
Breast surgery
Albi-Feldzer, 2013 [52] Infiltration and interver- Postincision, single shot None Pain/no pain Brief Pain Index 12 Multimodal block was
tebral block vs placebo found to promote a
reduced risk of PPP
after breast cancer
surgery
Baudry, 2008 [55] Local infiltration Single shot, postinci- None Pain/no pain McGill results not 18 Local infiltration was
sion vs control reported found to promote a
reduced risk of PPP
after breast cancer
surgery
Besic, 2014 [58) Local infiltration Postincision, continu-  None Pain/no pain None 3mo 1 On was
ous postop vs control found to promote a
reduced risk of PPP
after breast cancer
surgery
Fassoulaki, 2000 [54]  Topical application Preincision, continuous  Propoxyp hene Pain/no pain Verbal Intensity Scale 3 mo Local infiltration was
postop vs placebo found to promote a
reduced risk of PPP
after breast cancer
surgery
Fassoulaki, 2001 [57]  Brachial plexus block  Postincision, single shot Mexiletine, propoxy- Pain/no pain VAS 3mo Local infiltration was
vs placebo phene found to promote a
reduced risk of PPP
after breast cancer
surgery
Fassoulaki, 2005 [50]  Topical application Postincision, continu-  Gabapentin Pain/no pain Analgesic consumption 6 mo Local infiltration was

ous postop vs control

found to promote a
reduced risk of PPP
after breast cancer
surgery

~
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0" Mell, 20405 [84)

Singh, N3 [84]
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Wiaund irrigation
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Arto fantasma

* Anestesia neurassiale e PNB attenuano e

prevengono il dolore da arto fantasma

* Blocco epidurale lombare preoperatorio con
AL e morfina ha ridotto I'incidenza del dolore da
arto fantasma nel primo anno post-operatorio
rispetto ai controlli trattati con metodi

convenzionali




Chirurgia mammaria

Il blocco paravertebrale e risultato essere la tecnica di
anestesia regionale superiore e preferita rispetto ai metodi
convenzionali per la prevenzione del dolore cronico in questa
popolazione di pazienti




Toracotomia

Peridurale gold standard

* Obata et al: blocco peridurale continuo preoperatorio riduce
significativamente l'incidenza di dolore persistente e CPSP

rispetto alla sola infusione post-operatoria

* Ju et al: Epidurale toracica Vs crioanalgesia— sviluppo di
dolore cronico significativamente piu grave che interferisce

con la vita quotidiana nel gruppo crio

* Liu et al: infusione continua della ferita con ropivacaina Vs

PCA con sufentanyl. Migliori risultati con AL



Anestesia regionale e prevenzione del CPSP

* L'anestesia locoregionale crea un blocco della

trasmissione del segnale nocicettivo

* Previene quindi il meccanismo  di
sensibilizzazione centrale che e alla base dello

sviluppo del dolore cronico.




Trattamento della CPSP accertata

* Approccio Graduale:

* Scala analgesica dell'OMS modificata per il dolore cronico non
oncologico:

* Partenza con analgesici non oppioidi.
* Gli oppioidi forti usati con cautela solo in casi selezionati.

* Trattamenti per il Dolore Neuropatico:

* Prima linea: antidepressivi triciclici, SNRI, gabapentinoidi, topici,
transdermici.

* Seconda linea: tramadolo e tapentadolo.

* Tecniche di Neuromodulazione:

* Neuromodulazione o termoablazione con radiofrequenza e
stimolazione midollare come opzioni per pazienti non responsivi ai
farmaci.

(]
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In conclusione

La CPSP & un problema crescente con l'invecchiamento
della popolazione e I'aumento degli interventi chirurgici

Il dolore acuto post-operatorio, se non ben controllato,
puo essere alla base della CPSP e i farmaci attualmente
utilizzati non sono efficaci nel prevenirlo

E stato dimostrato il ruolo dell’anestesia regionale nella

prevenzione della CPSP in ambito perioperatorio

Dolore persistente e CPSP possono essere prevenuti in
un paziente su quattro con 'applicazione di tecniche di
ALR

Numerosi studi dimostrano il ruolo chiave dell’anestesia
locoregionale nella prevenzione della CPSP
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