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these pioneers have endured and are 
now extensively employed by neuro-
surgeons worldwide.4,5 Dr. Hardy was 
made officer of the Order of Canada 
in 1987, and chevalier of the Ordre 
National du Québec in 1989.

The contribution of the depart-
ment in the advancement of breast 
cancer surgeries and treatments is 
undeniable, making them less muti-
lating and increasing survival with 
numerous publications and participa-
tion in National Surgical Adjuvant 
Breast and Bowel Project (NSABP) 
randomized controlled trials. Under 
the mentorship of Dr. Bernard 
Fisher, Dr. Andre Robidoux became 
the Director of the Clinical Research 
Group for breast cancer at Hotel-
Dieu and brought NSABP-sponsored 
trials to more than 5000 breast cancer 
patients in Montreal. This was sup-
ported by 1 of 3 awarded National 
Cancer Institute treatment and pre-
vention grants for 27 years. In 2010, 
Dr. Robidoux was a recipient of the 
Distinguished Investigator Lifetime 
Achievement Award in recognition of 
his extraordinary commitment to the 
NSABP and oncology research. He 
served as an elected member of the 
NSABP Foundation board of direc-
tors for many years.

Laparoscopic surgery in the early 
1990s led to extraordinary develop-
ments at the Hotel-Dieu de Montreal, 
an hospital affiliated with the Univer-
sité de Montréal. Adrenal surgery 
changed course with the first report of 
laparoscopic adrenalectomy (using the 
lateral decubitus approach) for 
Cushing syndrome and pheochromo-
cytoma in the New England Journal of 
Medicine in 1992.6 This new laparo-
scopic position also led to facilitating 
laparoscopic splenectomy in the lat-
eral decubitus, first performed at 
Hotel-Dieu and now practised world-
wide. The first laparoscopic distal and 
proximal pancreatectomies were also 
performed in 1992 and 1993, and the 
first report of laparoscopic liver resec-
tion was in 1991.7,8 Also the develop-
mental research of endoscopic thy-
roidectomy using a porcine model at 

the Research institute of the Hotel 
dieu de Montreal led to the first world 
endoscopic neck surgery the following 
year at the Cleveland Clinic, and the 
first endoscopic parathyroidectomy in 
Canada a few years later, also at the 
Hotel Dieu de Montreal.9

I have mentioned only a few sur-
geons and techniques, and I am sure 
the list can be elongated.
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The unexplored role of 
metoclopramide: a non-opiate 
analgesic for acute pain 
management

Rozario presents the surgical dilemma 
of use and abuse of opioids in pain 
management in surgical patients.1 
Besides the integrated systems 
approach detailed by Rozario, I offer 
my experience with metoclopramide 
(MTCL) as a useful non-opiate agent 
for managing acute severe pain, sur
gical or nonsurgical.2–4 While consen-
sus statements and guidelines have 
proven insufficient to overcome opioid 
abuse, the definitive pharmacologic 
basis of the analgesic action of MTCL 
is a welcome addition, but one that is 
largely ignored. I have used MTCL 
20 mg as slow IV bolus (over 2 min-
utes) and up to 60 mg in GNS 500 mL 
drip for severe headache, refractory 
migraine, and nonspecific abdominal 
pain as an early management strategy 
with good results (unpublished obser-
vations). Care should be exercised in 
administering MTCL. I always admin-
ister MTCL bolus myself rather ask-
ing nurses/nursing attendees to do so. 
Mild sedation, diarrhea and reversible 
extrapyramidal reactions can occur 
without long-term or cumulative 
adverse effects.

Besides its routine antiemetic 
effect, MTCL releases vasopressin, 
which in conjunction with serotonin 
and noradrenaline, forms a powerful 
adaptive nexus with brain neuronal 
antinociceptive, vasomotor, and 
behavioural functions,5–7 all of which 
are useful in the postoperative state.
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Author response to  
“The unexplored role of 
metoclopramide: a non-opiate 
analgesic for acute pain 
management”

Thanks to Dr. Gupta for his response. 
While I am aware of the use of meto-
clopramide in the management of 
migraines, in my practice and litera-
ture review I have not seen its applica-
tion in multimodal post-operative pain 
control and would be very interested 
in further research.
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A novel approach for 
postoperative pain management 
after discharge

I welcomed the article by Dr. Duncan 
Rozario, who described the necessary 
preoperative patient pain education 
and need for multimodal analgesia in 
the intra- and postoperative phase.1 
The incorporation of intraoperative 
regional anesthesia is also high-
lighted and welcomed from a post-
operative opioid-sparing profile. In 
my experience, surgeons do not 
always have the experience in man-
aging complex pain patients who 
then undergo surgery for postopera-
tive pain management. Such patients 
in my experience have difficulty 
managing their postoperative pain 
and frequently visit the emergency 
department for further pain manage-
ment or poorly managed pain with 
escalating opioids. There is also an 
opportunity, especially with orthope-
dic trauma, amputation, thoracic and 
other high-risk surgeries, for patients 
who have pre-existing factors that 
increase the risk of developing post-
operative surgical pain syndrome.2 
Such patients can be referred pre-
emptively to the acute pain service 
and for follow-up at a reputable 
community-based pain clinic or a 
transitional pain service if available.

My recommendation for improv-
ing service provision to help bridge 
the gap for patients with complex 
postsurgical pain leaving the hospital 
back into the community is a transi-
tional pain service such as the one at 
Toronto General Hospital.

This is a novel clinical model that 
provides specialized pain management 
strategies for patients who require 

care plans and strategies to help facili-
tate discharge. Patients are then seen 
in the outpatient setting to help 
increase functioning, optimize pain 
control, and receive support.

A transitional pain service team 
also has the ability to follow patients 
from the point of preadmitting, 
before a surgery takes place, to review 
pain management techniques and to 
prepare for what can be expected dur-
ing their hospital stay, education and 
community support. Community sup-
port can be in the form of outpatient 
clinics, or with follow-up at a local 
community pain clinic.

Other facets of a transitional pain 
service are to identify patients with 
opioid dependency, to minimize 
adverse effects of pain management 
and to incorporate a multimodal mul-
tidisciplinary care when appropriate. 
Adverse effects related to opioids 
include nausea, constipation, seda-
tion, and cognitive issues and may 
lead to further morbidity and hin-
drance of recovery.

If there is no transitional pain ser-
vice available, then attempt to liaise 
with a community pain clinic for 
patients to be followed up urgently for 
complex pain management to facilitate 
opioid management, rehabilitation ser-
vices and psychosocial support. This is 
only possible by developing strong 
relationships with reputable com
munity pain physicians and clinics.
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