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Opioidfri per- och postoperativ
smartlindring?

= Vad ar: - .
> Onskvart .kanske vzktz:gare vad dar . . .
. nyttan och riskerna med opiatfri anestesi
- Mgjligt

- perioperativt omhdndertagande

- Rimligt
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Opiatfri anestesi OFA,

nagot battre eller bara nagot nytt?

OFA

= Vad innebar det

- Genomfora anestesi (och postoperativ smartlindring) utan tillférsel av
morfinpreparat

= Varfor
—> “opioid crisis”
- PONV
- OSAS
= Vinster
- PONV
- Cancer, cancer reocurence - metastaser
- Kognitiva effekter, delirium, POCD ....
= [ntresset
= Avtagande?!

= Merl/ytterligare fokus pa “Opiatsparande multimodal anestesi & analgesi”
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OFA

Avtagande intresse?
eller ”’bara Covid”?
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OFA

Avtagande intresse?
eller ”bara Covid”?

Kommer inte berora explicita patientgrupper,
speciella behandlingsrekommendationer,
mer forsoka ge en oversikt av kunskapslaget
evidens for och emot
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Utevklingen av anestesi
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Belarserad Anestesi c
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' propofol
m Xenon 2007

Desflurane 1997
Sevoflurane 1994

Isoflurane 1970
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Efran
Pentran
Halotan 1950
Eter 1846
Lustgas1844
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Balanced Anaesthesia

= Combining multiple drugs in smaller quantities

= Maximising benefits
=  Minimising adverse effects

= “proving anaesthetist greater control”

Namn Efternamn 19 november 2021 7
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Additivity Versus Synergy: A Theoretical Analysis of
Implications for Anesthetic Mechanisms

Steven L. Shafer, MD*tt BACKGROUND: Inhaled anesthetics have been postulated to act at multiple receptors,
with modest action at each site summing to produce immobility to noxious
Jan F. A. Hendrickx, MD, PhDtq| stimulation. Recent experimental results affirm prior findings that inhaled anes-
thetics interact additively. Synergy implies multiple sites of action by definition. In
- . + this essay, we explore the converse: does additivity imply a single site of action?
Pamela Flood, MD MI:'I'HODS:y The integaction of one versus two ligands?om}?e?ing forgthe same binding
site at a receptor was explored using the law of mass action. Circuits were then
constructed to investigate how the potency of drugs and the steepness of the
concentration versus response relationship is amplified by the arrangement of
Edmond I Eger II, MD§ suppressors into serial circuits, and enhancers into parallel circuits. Assemblies of
suppressor and enhancer circuits into signal processing units were then explored to
investigate the constraints signal processing units impose on additive interactions.
Lastly, the relationship between synergy, additivity, and fractional receptor

occupancy was explored to understand the constraints imposed by additivity.

James Sonner, MD§
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Is Synergy the Rule? A Review of Anesthetic Interactions
Producing Hypnosis and Immobility

Jan F. A. Hendrickx, MD, PhDD*  BACKGROUND: Drug interactions may reveal mechanisms of drug action: additive

interactions suggest a common site of action, and synergistic interactions suggest

Edmond I Eger II, MD+ different sites of action. We applied this reasoning in a review of published data on
anesthetic drug interactions for the end-points of hypnosis and immobility.

James M. Sonner, MD+t <+—Immobility

Steven L. Shafer, MDt S| 2
Z

GABA |2 28 1 .

GABA,,;,

Isoflurane
Sevoflurane
Desflurane

GABA
GABA,,,
NMDA
a,
Opioid
Na channel
Halothane
Enflurane

Dopamine
s

NMDA |2 O

Qs 1

Opioid

Dopamine

Na' channel

Halothane la Ia la 1+la

Enflurane

Isoflurane la > 12"
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Hypnosis ——»

-synergy additivity .infra-additivity
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Tillagg till ”basanestesin’ {or att n4 hemodynamisk kontroll och blockera smértupplevelsen

2.0
= 1.8 O No Movement
< 1.6 + Movement
: -
i) — MAC
gl - - os% i cotar
§ 1.29, n=73

Xylokain

blockader

; T i W i e remifentanil
0 2 4 6 8 10 12
Plasma Fentanyl Concentration (ng/ml)

Ancsthesiology m

?8:864—869‘ 1993 m
Papaver somniferum - morfin

Trojanska kriget 1960 1970
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Routine Clinical Anaesthesia

Induction Maintenance Emergence
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Routine Clinical Anaesthesia

a 4 N
Preoperative Peroperative Postoperative
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Routine Clinical Anaesthesia

Preoperative

Peroperative

Postoperative
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Postoperative

30-days
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Routine Clinical Anaesthesia

Postoperative
30-days

Preoperative Peroperative Postoperative Long-term

effects
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Long term outcome

= Complications
= Pain
= PONV
= Prolonged recovery
- Infectious complicatins
- Renal impairment
—> Cardiovascular events
- Pulmonary complications
- Thrombo-embolic complications

= Postoperative Cognitive Side Effects — POCD - postoperative
neurocognitive disorder

= Cancer; metastasis and reoccurence
= Addiction

Namn Efternamn 19 november 2021 16
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Enhanced recovery:
Perioperativ multi-modal / balanserad vard

Controlling postoperative physiology

CL )
e "'0

DI ‘.\,,,/.,l V'

Evidence Based Peri-Operative Medicine

Preoperative  Attenuation of .
information  intra-operative : Exercise
; relief
and teaching stress

Enteral  Growth
nutrition  factors

Reduced morbidity and accelerated convalescence
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Multimodal Opioid-Sparing Analgesia

Regional Anesthesia:
Peripheral Nerve Block
Neuraxial Analgesia

Gabapentinoid:
Pregabalin
Gabapentin

NSAIDs/COX-2 inhibitor:
Ketorolac
Celebrex
Ibuprofen

\

PERIOPERATIVE PAIN

Glucocorticoid:
Dexamethasone

Local Anesthetic:
Intravenous Lidocaine

Alpha-2 agonist:
Dexmedetomidine
Clonidine

N

Acetaminophen

NMDA-Antagonist:
Ketamine
Magnesium

Expert Opin Pharmacother. 2019 Jun:;20(8):949-961.
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- celebrex

- pregabalin

- acetaminophen

- regional anesthesia

=when tolerating oral diet, convert to oral opjoigs,
oral acetaminopner, regabalin

PRE- II';ITRA- lF’OST—OPERATIV'E PERIOD s
|
joid patient-controlled analgesi
- dexamethasone - scheduled Intravenous acetaminophen
- intravenaus acetaminophen

minimize opioid
- Intravenous ketamine
- Intravenous lidocaine

- Dexmedetomidine
- Regional anesthesia infusion

- start epidural infusion at bupivacaine 0.0625% at 10mL/hour
- increase epidural concentration/rate as needed and

as blood pressure allows

- lidocaine patch applied near surgical incision
- twice daily patient rounding by the Acute Pain Service

Expert Opin Pharmacother. 2019 Jun;20(8):949-961.
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Analgesi

Gabapetin, M@, ketalar, Xlekain

I Lokalbed6vningsmedel I

Steroid k ]

Ickeopioid analgetika
Paracetamol, NSAIDs/Coxiber

-

Ickefarmakologiska tekniker, TENS, Kyl
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Anestesi

Lokalanestesi

regionalanestesi

Lugnande tablett

N

Sedering & opioid

Generell anestesi

..alltid lokalbeddvning.......
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Components in intra-operative care

PONV

blocks prophylaxis

anaesthetic )
Muscle induction

relaxants

analgesia

Further adjuncts

Vasoactive
medications

Balanced anaesthesia
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TIVA vs inhalation

- Cancer

-> POCD

- Ischemi/reperfusion
Opioider

- PONV

- tillvénjning”

- Cancer

-> POCD

2> IR

Xylokain

- Cancer

- POCD

- Ischemi/reperfusion
Dexmedetomidin

- Cancer

- POCD

- Ischemi/reperfusion
Ketalar

- Cancer

-> POCD

- Ischemi/reperfusion
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Interpretation: A Retrospective Cohd
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not reduce breast cancer recu Seokha Yoo, M.D., Han-8yoel Lg
volatile anaesthesia (sevoflura Ph.D., Dong-Young Noh, M
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- Clinicians can use regional or
recurrence and persistent incic

Available
pmpnliﬂ “)[.l] mtravenous .lll(‘\tht‘\'l;l rL‘dll(t'i cancer recur-

data thus suggest that to the extent that

rence and improves survival, benefit is most probable in

Improve
surgery
- This is especially evident whe
- Nevertheless, given the soin el dn sdpiemm e
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randomized trials to gu i( \llT_\;,&r\ are a r;.h} m "\YU},H S and are we worth domng,

patients having major cancer surgery. Similarly, adjuvant
strategies targeting neural and inflammatory signaling (e,
neuraxial analgesia, f§-blockers, nonsteroidal anti-inflamma-
tory drugs, efc.), if helpful, are most likely to demonstrate

because even small reductions in cancer recurrence would

save countless lives—and that from an intervention that is

essentially cost-free and trivial to implement.
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CLIMICAL PRACTICE

Influence of perioperative anaesthetic and analgesic interventions
on oncological outcomes: a narrative review

T. Wall'™*, A, Sherwin™, D. Ma™" and D. ]. Buggy

= Despite the hypothesised cancer-stimulating effects of some opioids, it
must be borne in mind that evidence exists that poorly controlled pain may
drive malighant processes.

= The mechanism is unclear: it may be due to increased activity of both the

SNS and the HPA axis, with the subsequent in-crease in circulating
catecholamines and glucocorticoids attenuating the activity of immune

cells.

= Clinically, poorly controlled pain or increased opioid requirements have
retrospectively been associated with poorer survival in patients with
advanced NSCLC.

= Therefore, the balance between the immunosuppressive effects of pain,
on one hand and opioids, on the other, may be the key to whether opioid
treatment results in greater risk of cancer recurrence.

Br J Anaesth. 2019 Aug;123(2):135-150.




Se6 0= Karolinska
2FSYS [nstitutet
Wyo &

Evidensbaserade kliniska korttidseffekter

] pigrol L snroly __smarta__ |Gl

Opiater minskar Stannar upp
Ketamin + 0 minskar 0
Dexmeditomedin 0 0 ? ?
Xylokain 0 0 + Minskar
ileus?

Mg 0 0 + ?
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Evidensbaserade kliniska langtidseffekter

Ischemi/ POCD Cancer/ Kronisk
reperfusmn metastaser smarta

Opiater

Ketamin ? ? ? ?
Dexmeditomedin ? Minskar risk ? ?
Xylokain ? ? ? ?

Mg ? ? ? ?
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Ska vi andra ett paradigm?

Balanced

: Multimodal analgesia
Inhaled mono Inhaled anaesthesia

&
sedation/anaesthesia

anaesthesia &

Iv. opioid
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Pain Medicine

Research aricle

Ry Bras Arectstiol. 1005 65{3 1199

A Randomized Controlled, Double-Blind Trial Evaluating the Effect of

i ”;% REVISTA Opioid-Free Versus Opioid General Anaesthesia on Postoperative Pain
40 BRASILEIRA DE and Discomfort Measured by the QoR-40
ﬁNE STESIOL DGI,A — This artcle was published i the folosing Scient Cpen Accsss Joumak:

g ¢
ELSEVIER Joumal of Clinical Anestsa and Pain Msdone
Fecered January 31, 2018; Accepied Febnuary 07, 2018; Published Febrary 15, 2018

Jan P Bulvart 27, Rubamn W 12 B
SCIENTIFIC ARTICLE Dilemans, Ware Dekocke - Abstract

Opioid-free total intravenous anesthesia with propofol,

dexmedetomidine and lidocaine infusions for

laparoscopic cholecystectomy: a pro .

randomized, double-blinded study” Letter to the Editor | /W)
ISSH 20056419 - alS5N 2057563 | Semmme

Mefkur Bakan®*, Tarik Umutoglu®, Ufuk Topuz®,
Mehmet Bayram®, Huseyin Kadioglu®, Ziya Salihe

Opioid-free anesthesia using

orean fournal of Anesthesioogy continuous dexmedetomidine
and lidocaine infusions in spine
surgery

David . Kim', Raheel Bengali’, and T. Anthony Anderson'

British Javirnal af Ancedhetie 112 [5):006-11 (3014) /
Advance Access publioation 18 February 2014 - doiz10.1093/bjoloet551 Fd

Opioid-free total intravenous anaesthesia reduces
postoperative nausea and vomiting in bariatric surgery
beyond triple prophylaxis

P. Ziemann-Gimmel®, A. A. Goldfarb, J. Koppman and R. T. Marema _
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and gynecological surgery a viable option?

o 18

. Mulier JP123, Curr Opin Anaesthesiol. 2019 Jun;32(3):257-262.

= PURPOSE OF REVIEW: Opioid-free anesthesia (OFA) was introduced to avoid tolerance and hyperalgesia, allowing
reduction in postoperative opioids. OFA focused initially on postoperative respiratory safety for patients undergoing
ambulatory surgery and for obstructive sleep apnea syndrome patients otherwise requiring intensive care admission.
What about using OFA in plastic and oncological breast surgery, in deep inferior epigastric perforators flap surgery, and
in gynecological laparoscopy?

= RECENT FINDINGS:

. OFA requires the use of other drugs to block the unwanted reactions from surgical injury.

= This can be achieved with a single drug at a high dose or with a
combination of different drugs at a lower dose, such as with

- alpha-2-agonists,
- ketamine,

- lidocaine,

- magnesium,

= each working on a different target and therefore described as multitarget
anesthesia.

= Three factors can explain OFA success: improved analgesia with less postoperative opioids, the near absence
of postoperative nausea and vomiting if no opioid is needed postoperatively, and reduced inflammation
enhancing the recovery after surgery.

= SUMMARY: Opioid-free general anesthesia is a viable option for breast and gynecological surgery and its use will only
increahse when anesthesiologists listen to their patients' experiences after undergoing surgery under general
anesthesia.



https://www-ncbi-nlm-nih-gov.proxy.kib.ki.se/pubmed/?term=Mulier%20JP%5bAuthor%5d&cauthor=true&cauthor_uid=31045633
https://www-ncbi-nlm-nih-gov.proxy.kib.ki.se/pubmed/31045633
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Best Practice & Research Clinical Anaestheziology 31 (2017) 533545
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Best Practice & Research Clinical
Anaesthesiology

journal homepage: www.elsevier.com/locate/bean

5
Different protocols used today to achieve total )
opioid-free general anesthesia without |2k |

locoregional blocks

Eckhard Mauermann, MD, M5c, Postdoctoral Research
Fellow * ",

Wilhelm Ruppen, MD, Chair of the Pain Relief Unit
Oliver Bandschapp, MD, Consultant Anaesthetist *

4 University Hospital Basel, Department for Anesthesia, Surgical hrensive Care, Prehospital Emergency
Medicine and Pain Therapy, Spitolsmasse 27, 4031 Basel, Switze and

Y University Haspital Ghent, Department of Anesthesiology and Perioperative Medicine, Building K12-C 2nd
FRoor, De Pintelaan 185, B-9000, Ghent, Belgium
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Timing and Dosing of Multimodal Analgesia for Bariatric Surgery

DRUG INDUCTION MAINTENANCE EMERSION PACU
¥ ACCBSS intubation
* * < bolus
2.5mglkglBVW .
Propofol o = | vaponzer
BIS 40-60 .
Desflurane === e e e e e e e e o = = = — | —| syringe pump
_ 0.6-0.8mg/kglBW TOF 0, PTC 2-8 |
Rocuronium L
2-4mg/kglEW
Sugammadex &
C meglkglBW 0 5-1.0meg/kgIBW/h f
Dexmedetomidine & 1
_ 0.25mg/kg BW 0.125-0.25mg/kglBW/h
Ketamine & {
) 40mag/kgBW Smg/kglBW/h 1
Magnesium & i
_ _ 1. Smg/kglBYWV 1.5-3.0mg/kgIBW/Mh 1
Lidocaine & 1
19
Metamizol <
30mg
Ketorolac &
max 3mg/kglBW
Bupivacaine 0.5%(wound) <
8mg
Dexamethason &
4mg
Ondansetron O
0.5mg
Droperidol <

CAVEAT: all dosages meant as clinical guidance only

Time
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Review Article

Analgesicimpact of intra-operative opioids vs. opioid-free
anaesthesia: a systematic review and meta-analysis

J.Frauenknecht,’ K. R. Kirkham,? A. Jacot-Guillarmod” and E. Albrecht*

1 Resident, 3 Research Assistant, 4 Program Director of Regional Anaesthesia, Departmentof Anaesthesia, Lausanne
University Hospital, Lausanne, Switzerland
2 Consultant, Department of Anaesthesia, Torento Western Hospital, University of Toronto, Teronto, Canada

Summary
Opioids are administered peri-operatively for posfioerative analgesia, and intra-operatively to control the
sympathetic response to surgical stimuli, frequentl ) surrogate for presumed pain. However, opioid use

“““ gctice and carries the risk of side-effects such as

. . . o yated whether opioid-inclusive, compared with
..intraoperativ opiat paverkar Q. fve nause
inte postoperativ smarta

model. We rated the quality of evidence for eac

X increasing the rate of postoperative nausea
e searched until June 2018. We included
Of intra-operative opioid administration with
¥nalyses were performed using a random effects
ome. The primary outcome was pain score at rest
(analogue scale, 0-10) at two postoperative hours. secondary outcomes included the rate of postoperative
nausea and vomiting within the first 24 postoperative hours and length of stay in the recovery area. Twenty-
three randomised controlled trials, including 1304 patients, were identified. Pain scores at rest at two
postoperative hours were equivalent in the opioid-inclusive and opicid-free groups with a mean difference
(95%C1) of 0.2 (—0.2 to 0.5), I = 83%, p = 0.38 and a high quality of evidence. Similarly, there was high-quality
evidence that the rate of postoperative nausea and vomiting was reduced in the opioid-free group, with a risk
ratio (95%Cl) of 0.77 (0.61-0.97), I = 16%, p = 0.03 and high-quality evidence for a similar length of stay in the
recovery area, the mean difference (95%Cl) being 0.6 (—8.2 to 9.3), min, I> = 60%, p = 0.90. As there is strong
evidence that opioid-inclusive anaesthesia does not reduce postoperative pain, but is associated with more
postoperative nausea and wvomiting, when compared with opioid-free anaesthesia, we suggest that
anaesthetists should reconsider their intra-operative opioid choices on a case-by-case basis.
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Analgesicimpact of intra-operative opioids vs. opioid-free
anaesthesia: a systematic review and meta-analysis

- 5""%
J. Frauenkne .if r> Karolinska
=3 Institutet
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1 Resic

Univer Analgesic impact of intra-operative opioids vs. Iska

2 Con: . . .. . . tet
oplold-free anaesthesia: a systematlc review and
meta-analysis.

S un Anaesthy y
Opi( *  Frauenknecht J', Kirkham KR? Jacot-Guillarmod Af, Albrecht E?. Anaesthesia 2019 May;74(5):651-
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Figure 1 PRISMA flow diagram showing literature search

results.
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Study or Subgroup Mean SD Total Mean SD Total Weight
1.1.1 Laparoscopy

Choi (2018) [24] 3.9 0.9 30 3.7 09 30 11.9%
Jung (2011) [28] 3.7 0.8 25 3.2 1 25 11.6%
Mogahed (2017) [33] 4 0.8 40 49 0.8 40 12.4%
Salman (2009) [38] 2.8 35 30 3.1 29 30 5.3%
Subasi (2017) [39] 4.3 0.9 20 5.5 1 20 11.1%
Subtotal (95% CI) 145 145 524%

Heterogeneity: Tau® = 0.54; Chi® = 33.91, df = 4 (p < 0.00001); I = 88%
Test for overall effect: Z = 0.94 (p = 0.35)

1.1.2 Ear, nose and throat surgery

Lee (2013) [30] 1.9 1.7 32 2.2 2 34 9.1%
Polat (2015) [36) 2 0.25 30 3 075 30 12.7%
Subtotal (95% CI) 62 64 21.9%
Heterogeneity: Tau? = 0.13; Chi’ = 2.14, df = 1 (p= 0.14); I* = 53%

Test for overall effect: Z = 2.42 (p = 0.02)

1.1.4 Other surgery

Choi (2017) [25] 3.8 1.9 40 4.2 2 40 9.4%
Hwang (2015) [27] 33 2 19 5.1 2 18 6.8%
Rajan (2016) [37] 2.9 2.6 68 5.1 2.4 71 9.5%
Subtotal (95% CI) 127 129 25.8%
Heterageneity: Tau® = 0.87; Chi* = 9.17, df = 2 (p=0.01); I? = 78%

Test for overall effect: Z = 2.36 (p =0.02)

Total (95% CI) 334 338 100.0%

Heterogeneity: Tau” = 0.46; Chi’ = 61.99, df = 9 (p < 0.00001); I* = 85%
Test for overall effect: Z = 2.85 (p = 0.004)
Test for subgroup differences: Chi® = 2.52, df = 2 (p = 0.28), I* = 20.7%

Figure 3 Forestplot of pain score at restattwo postoperative hours according to the type of surgery (laparoscopy vs. ear,

and throatsurgery vs. other types of operation).
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Discussi

systematic review and meta-analysis investigate

Records idem
- MEDLINE(
- PUBMED (

effect of intra-operative dexmedetomidine on postoperative
pain when compared with intra-operative remifentanil.
Based 21 which
included a total of 1309 patients, we demonstrated that
with

on randomised controlled trials,

dexmedetomidine was superior to remifentanil
improved pain outcomes in the immediate postoperative
period, and for up to 24 postoperative hours. Furthermore,
dexmedetomidine was associated with significantly fewer
episodes of hypotension, shivering and postoperative

. ~pausea and vomiting. Although no difference for pain at res
igure
results.
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ANESTHESIOLOGY

Perioperative Opioid
Administration

A Critical Review of Opioid-free versus
Opioid-sparing Approaches

Harsha Shanthanna, M.D., Ph.D., FR.C.R.C.,

Karim S. Ladha, M.D., M.Sc., FR.C.P.C.,

Henrik Kehlet, M.D., Ph.D.,
Girish P. Joshi, M.B.B.S., M.D., FFAR.CS.I.
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Opioid Sparing Anesthesia-Analgesia Strategies
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nerve stimulation
| A PR }
Establish
analgesic effects
wi —
%2 Additional atypical adjuvants 5
X o
R o :
= .. - . . el
= Opioid Free Anesthesia-Analgesia Paradigms =
8 3
= I Need for nociception monitoring l o
1) EQUIPMENT AND x
o LIMITATIONS and g RE:
a CHALLENGES % SOURCED ﬁ
P QUESTIONS and
CONSIDERATIONS
| Ceiling effect of non-opioid analgesics ‘ 3 @
=
Inconsistent or variable opioid sparing by § <) If opioid is used-should we call it
individual agents 5 opioid sparing or opioid free?
-
‘ iple agent plexity: li ‘ g
understanding and research
— 4. How can we determine incremental gain
or loss? em—

, QUESTIONS and How tg 4o =
Does it feally le_ad to CONSIDERATIONS ANaiges; cg MULTIPLE
decrease in persistent aps? INFUSIONS

How to titrate to analgesic effect?

opioid use?

Which drug can be used
for rescue analgesia?

Fig. 1. A representation of intra- and postoperative care considerations and limitations in the context of opioid-sparing versus opioid-free
strategies. Opioid-free paradigms include multimodal analgesia options indicated in the fop part along with other infusion options in the
bottom part. NSAID, nonsteroidal anti-inflammatory drug.
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Is Complete Opioid Sparing Possible in the Context of
Existing Multimodal Opioid-sparing Strategies?

Yes, but only in some contexts and procedures. Opioid use
during surgery is not a must; for example, surgeries can be
performed under neuraxial anesthesia or effective regional
analgesia. Similarly, some outpatient procedures can be opi-
oid-free in their postoperative period and after discharge.
However, individual titration of analgesics based on patient
needs is important.

Shanthanna H, Ladha KS, Kehlet H, Joshi GP. Perioperative
Opioid Administration. Anesthesiology. 2021 Apr
1;134(4):645-659. doi: 10.1097/ALN.0000000000003572.
PMID: 32991672.
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Conclusions

Do Opioid-free Strategies Have Benefits beyond and
above Opioid-sparing Strategies?

To date, there is no evidence. Multimodal analgesia can
lead to significant opioid sparing. At this time, the clinical
benefits of such limited opioid use do not outweigh the

challenges and limitations associated with the suggested
opioid-free strategies.

Shanthanna H, Ladha KS, Kehlet H, Joshi GP. Perioperative
Opioid Administration. Anesthesiology. 2021 Apr
1;134(4):645-659. doi: 10.1097/ALN.0000000000003572.
PMID: 32991672.
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Opioidfri per- och postoperativ
smartlindring?

= Vad ar:

> Onskvart — fortfarande oklart

- Mgjligt  —ja men kraver kunskap och troligen flera alternativa
lakemedel

- Rimligt - 6ppen fraga

..kanske viktigare vad dr

nyttan och riskerna med opiatfri anestesi

- perioperativt omhdndertagande

Namn Efternamn 19 november 2021 41



se-¢ 02 Karolinska
N Institutet

..kanske viktigare vad dr
nyttan och riskerna med opiatfri anestesi
- perioperativt omhdndertagande

Under
Anestesi/operation

Efter
Anestesi/operation

Fore
anestesi/operation

Minimera opiat
Opiatfri Multimoda
anestesi analgesi
OFA “lokalbeddvnin

Multimodal
analgesi
undvika opiat




SKA LN,
ST 2 .
Seg (s Karolinska
3 5 Institutet
Wig 1w°

Opportunity for studies

SweERAS or SPOR




