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EDITORIAL
Anesthesiology and pain medicine
Pain medicine was born in the cradle of Anesthesiology,
given pain management has been one of the priorities since
the beginning of the specialty. It is not by accident that the
International Association for the Study of Pain IASP was cre-
ated thanks to the determination of John Bonica, an Ameri-
can anesthesiologist.1 In the United States, the idea of
establishing pain management as a specialty emerged as
early as 1989, and in 1990 the American Board of Anesthesi-
ologists suggested the creation of the certification in pain to
the American Board of Medical Specialties. The request was
approved the following year. The first residency program in
Pain Management was approved only in 1992. Later, in 2002,
it was renamed Pain Medicine.2

In Brazil, the creation of residency programs preceded
the acknowledgement of Pain Management as area of prac-
tice by the Federal Council of Medicine (CFM). One of the
first Residency Programs in the area was organized at the
Department of Anesthesiology of Faculdade de Medicina de
Botucatu, Unesp and its first specialist graduated in 1994.
Since its implementation, the Brazilian Society of Anesthesi-
ology (SBA) has participated in the certification process of
pain specialists. As of Resolution CFM n° 1.973/2011,
another eight specialties can also apply for certification in
Pain Management.3

Anesthesiologists have currently expanded their practice,
formerly restricted to the operating room, to include periop-
erative medicine. The latter encompasses treatment of
acute pain, postoperative and intensive care, in addition to
chronic pain medicine, sleep medicine, and palliative care.
Anesthesiology began to manage pain as a continuum, not
limited to the intraoperative period.4

Acute pain response means identifying injury to avoid its
recurrence as a survival mechanism. Onset and end of acute
pain are related to the wound healing process. The more
intense the trauma, the stronger is the register that some-
thing went wrong.5 Thus, based on the idea that every stim-
ulus from trauma causes memory, our early traumatic
experiences related to loss, separation, frustration and
physical injury may be the basis for a complex neuronal net-
work able to express cause-effect inter-relations.6
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Therefore, for every acute trauma-related pain, such as
perioperative pain, there is a physiological and emotional
component of neuronal stimulation or a mental overload
related to an individual’s past history.

In this scenario, anxious and depressive patients have a
lower threshold for response to tissue injury. Conversely, the
way of dealing with disease may be more a factor related to
the higher intensity of acute pain, than to mental disorder
itself.7

Based on this assumption and on the higher occurrence of
perioperative depression in the obese, the study of Tapar et
al published in the current issue analyzed how the tendency
toward catastrophizing can influence pain intensity and
analgesic consumption during the postoperative period of
laparoscopic surgery for obesity. The study included 72 par-
ticipants without anxiety, depression, chronic pain or con-
traindication for morphine. The authors concluded that
morphine consumption in the first 24 hours postoperatively
had a strong negative correlation with pain tolerance scores;
strong and positive correlation with high scores in a pain cat-
astrophizing scale; moderate and positive correlation with
anxiety and depression scores; and strong and positive corre-
lation with pain intensity in the period observed. The article
underlines what has already been reported in the literature
and indicates obesity as a risk factor for depression, failure
in dealing with suffering, catastrophizing propensity, and
high scores for anxiety.7

Coincidentally, there is a high prevalence of mental disor-
ders, such as anxiety or depression, in chronic pain.8 Epide-
miological studies have emphasized that there is a high
prevalence of chronic pain in joints, and in lumbar and cervi-
cal regions.9 Other factors can be associated with musculo-
skeletal pain in workers, mainly sedentarism, physical
inactivity, obesity, and female sex. Higher occurrence of
musculoskeletal pain in women may be due to lower muscle
mass, greater hormone variation, double duty, lower maxi-
mum tolerance to mechanical stimulus, and lower response
to pain pressure threshold (PPT). A study by Cordeiro et al,
available in the current issue, showed that unlike in men,
physical activity in women does not interfere as much in the
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maximum tolerance to mechanical stress as it does in PPT.
This was demonstrated in an elegant study that showed that
individuals who exercise a lot, mainly men, have higher
PPT.10

In addition to constitutional factors inherent to each indi-
vidual, early records of pain from birth may not be accessi-
ble to conscious recollection, although, they are codified in
one’s memory and promote abnormal behavioral patterns
and modified sensorial processing in the future, possibly
throughout an individual’s lifetime. Some authors verified
that animals exposed to repeated pain stimuli during the
neonatal period, when adults, showed more anxiety and
defensive behavior, associated with increased pain transmis-
sion.11 An ill-adapted response to pain is observed in cata-
strophizing patients. Often, catastrophizing is regarded as a
response within the anxiety and depression scenario, and it
is characterized by irrational negative anticipation of future
health events.12

The pediatric version of the pain catastrophizing scale
(PCS-C) was validated in Brazil by Schneider et al and is pub-
lished in the current issue. The validation showed effective
linguistic translation and cultural adaptation. The tool
emphasizes that we should study the impact of tissue trauma
since early age, since chronic pain in children and adoles-
cents has a prevalence of 20 to 30%, and leads to school
absenteeism, anxiety, depression, and catastrophizing
thoughts throughout life. High catastrophizing scores are
associated with emotional suffering, physical inability, and
high pain scores, and should be diagnosed throughout
chronic pain management.13

It is important to remember that chronic pain manage-
ment, mainly for adolescents, should follow a biopsycho-
social model, with adequate assessment, mensuration,
and diagnosis of symptoms, avoiding disastrous conse-
quences in adulthood. Adequate multidisciplinary pain
treatment for children and adolescents, with well-estab-
lished pharmacological and non-pharmacological
approaches have an effective positive impact on con-
sumption of health services and reduction in operational
costs, as it is shown in the review conducted by Silva et
al published in the current issue.14

Regional blocks have become increasingly important in
acute pain clinical practice. They bring on many benefits
such as effective control of postoperative pain reducing sys-
temic opioid consumption, and consequently promoting
fewer adverse effects. However, there are risks that should
be considered. In the current issue, Campos et al analyze
the complications related to regional blocks in a sample of
over 10,000 patients followed up by a tertiary hospital acute
pain service. Roughly, 10% of the sample had some form of
block-associated adverse effect, more frequent when neu-
raxis blocks were employed.15

As a multimodal analgesia component, regional techni-
ques optimize postoperative acute pain control, and provide
major advantages, such as shorter hospital length of stay,
fewer pain-related readmissions, faster progression to post-
anesthesia recovery phase II, higher compliance to physical
therapy rehabilitation, and higher satisfaction scores.16

Regional anesthesia techniques contribute to fewer opioid-
associated adverse effects, and possibly reduce the risk of
late postoperative opioid abuse, a contributing factor to the
so-called “opioid crisis”.17
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Also in the current issue, Jowkar et al studied patients
submitted to lumbar spine surgery and recorded an over 50%
reduction in postoperative morphine consumption associ-
ated with continuous wound infiltration with local anes-
thetic via a catheter inserted into the surgical wound. In
addition to classical neuraxis analgesia techniques, interfas-
cial blocks have recently gained acceptance, and the
increased availability and use of ultrasonography intraopera-
tively have enabled the identification of several anatomical
sites for single shot or continuous local anesthetic
injections.18

Suboptimal management of post-arthroplasty lower limb
pain may result in reduced range of joint movement postop-
eratively, longer hospital length of stay, higher risk of throm-
boembolism, and may affect long-term joint function.
Regional anesthesia can improve passive knee flexion, even
months after surgery.19 The continuous adductor canal block
was superior to continuous femoral block, in a prospective
randomized, controlled study with 60 participants submitted
to knee arthroplasty, published by Sinha et al in the current
issue.20 Indeed, continuous or bolus adductor canal block
has been recently considered as level of evidence 1a in this
type of surgery.21

Reduction in opioid consumption and satisfactory analge-
sia in thoracic and abdominal surgeries, mastectomies, rib
and vertebral body fractures have also been reported with
the use of erector spinae plane block (ESPB) and serratus
plane block (SPB).22 They are also used as the regional anes-
thesia approach to treat chronic neuropathic thorax pain.23

Two studies discuss these blocks in the current issue.
The first, by Arora et al, included 40 participants submit-

ted to breast surgery and compared the traditional thoracic
paravertebral block approach to SPB. The findings revealed
that SPB resulted in longer time between surgery completion
and the first rescue analgesia dose administered, lower pain
scores, and lower nausea and vomiting incidence.24 In the
second study with 54 participants submitted to cardiac sur-
gery, Silva et al assessed the efficacy of ESPB using bilateral
single-shots of 0.5% ropivacaine (20 mL on each side). All
individuals received multimodal anesthesia. Patients receiv-
ing ESPB showed lower morphine consumption, and lower
pain scores only in the first 6 postoperative hours.25

In the past decade, multiple interfascial blocks techni-
ques were introduced for acute pain management and
their role has reached scientific soundness. K€upeli et al
reported, in the current issue, two cases of shoulder sur-
gery in which the pericapsular nerve group block (PENG
block) was used. The PENG block was safe anesthesia and
analgesia-wise, but alone may not be a sufficient anes-
thetic technique. There are still many questions and limi-
tations related to PENG block regarding its mechanism of
action, analgesic efficacy, pharmacokinetics, pharmaco-
dynamics, and adverse effects.26

Despite increasing acceptance of regional analgesia tech-
niques, opioids still play an essential role in acute postoper-
ative pain management. However, judicious use is
warranted by prescribing lower doses and for the shortest
time possible.27 The current issue brings three interesting
studies assessing multimodal techniques of systemic
analgesia.

Muniz da Silva et al compared three analgesia strategies
for laparoscopic bariatric surgeries. Two techniques
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employed sufentanil at anesthesia induction, followed by
continuous infusion of remifentanil (P1) or dexmedetomi-
dine (P2). Morphine was used for postoperative analgesia in
the P1 and P2 techniques. The third technique (P3) used
remifentanil during induction and maintenance, plus single
doses of methadone, lidocaine, dexmedetomidine and mag-
nesium − without administering any other opioid intraopera-
tively. The authors concluded that higher doses of sufentanil
(P1) intraoperatively result in higher requirement of rescue
analgesics and more intense pain when compared to multi-
modal technique that includes methadone. The postopera-
tive incidence of nausea and vomiting was lower for P3.28

Savaji et al employed a standardized anesthetic tech-
nique with fentanyl/ nitrous oxide/isoflurane for robotic
abdominal hysterectomy, and compared lidocaine, dexme-
detomidine, lidocaine/dexmedetomidine to placebo. All
interventions used loading and maintenance doses. Postop-
erative (PO) analgesia was performed using patient-con-
trolled analgesia with fentanyl for all participants of the
study. The lidocaine/dexmedetomidine combination
resulted in lower PO pain scores and fentanyl consumption,
in addition to enhanced quality recovery.29

In a narrative review including six studies, of which only
two were high-quality, Chinchilla and Moyano analyzed the
efficacy of opioids, gabapentinoids, ketamine, and lidocaine
to control post-procedure acute pain for burned patients.
The evidence of efficacy found was limited due to the low
number of studies included, albeit favorable to fentanyl,
nalbuphine and ketamine, and unfavorable to lidocaine and
gabapentinoids.30

Even old and simple techniques, such as intercostal nerve
blocks (INB), may be clinically valuable when appropriately
assessed and promoted. Thus, Xiao et al, in a study also
available in the current issue, revealed that INB provided
better analgesia for video thoracoscopes when performed
preemptively.31 Better understanding of the mechanism of
action, distribution, systemic absorption, interaction with
multimodal analgesia, and benefits in comparison to other
techniques should be continuously encouraged.

By providing readers with quality scientific information,
the current issue aims to offer important data regarding
pain management in several scenarios, and by using differ-
ent tools and techniques.
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