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COl:

» Enhanced Recovery After Surgery (ERAS) Society
«  The European Society for Clinical Nutrition and Metabolism (ESPEN)

« The International Association for Surgical Metabolism and Nutrition (IASMEN)
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«BEJIMKA» FEMATOMNAHKPEATOBINIAPHA
XIPYPTISl (FMB)

* PeseKuis neyviHku
* Pesekuiq niawnyHKoBOI 3an03u

* PeKOHCTPYKTUBHI onepaTuBHI BTPyYaHHA Ha
)XOBYHOBMAINBbHUX LINAXaX

 KombinoBaHi (P 3 kpiogecTpykuieto, 0bxiaH|
aHactomosm (['/E,E/E, [/E)

* HekpeceKkBeCTPeKTOMIl (TSKKUW NaHKpeaTuT)
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IMONEMEHTALIA ERAS
FOR PANCREATICODUODENECTOMY, GASTROINTESTINAL SURGERY

EBONIOLIA:

OCHOBHi Uini:
1. 3HMXKEHHSl YacTOTU nmicnaonepayinHMX yCKNaagHeHb
2. MpuwBualweHHA PYHKLIOHANLHOro BiAHOBIEHHS

3. CKopouyeHHA TpuMBaAnNoOCTi nepedyBaHHA Yy niKapHAHOMY
3aknaai

| [Ins naHKpeaToayoneHeKTOMil He icCHye cchopMOBaHOI
KOMMJIEKCHOI NporpaMmu BiAHOBIEHHS

Gui nes for Perioperative Care for
Pancreaticoduodenectomy: Enhanced Recovery After
Surgery (ERAS®) Society Recommendations

hors and affiliations
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http://erassociety.org/guidelines/list-of-guidelines/
http://erassociety.org/guidelines/list-of-guidelines/

IMONEMEHTALLIA ERAS:

[MokpallueHHSA BiAHOBNEHHSA NaLWieHTIB y nicnsonepauintHoOMy
nepioai 3a paxyHok:

1. 3HWXEeHHSI BUPA3HOCTI XipypriyHoro cTpecy
OnTUManbHOro KOHTponto 6onto

PaHHbOro 0panbHOro CNoXMBaHHA PianHA Ta X

=~ L~

PaHHbOro BMAaneHHs XipypriyvHmx TpyoboK (OpeHaxi, 30HAM OEeKOMMPECiiHi
Ta 419 XapyyBaHHS)

5. PaHHbOI imobinizauil

OuiHka: sikicTb [lokasiB (Evidence) ouiHoBanacs sk «B1CoOKay,
«MNOMipHa», «HM3bka» abo «Jyxe HuU3bKay;

AKicTb PekomeHgauil (Recommendation Grade) sk cunbHi Ta
cnaoki

aaaaaaa
ool Tepap,

............
Tainian
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ERAS MNMPU ONEPALIAX WIPPLE (NAP)

Table 1

Guidelines for perioperative care for pancreaticoduodenectomy: Enhanced Recovery After

Surgery (ERAS®) Society recommendations

Item

Preoperative

counselling

Summary and
recommendations

Patients should receive

dedicated preoperative

Evidence Recommendation
level grade

Low Strong

Preoperative
smoking and
alcohol

consumption

undertaken routinely in patients
with a serum bilirubin

concentration <250 umol/]

For alcohol abusers, 1 month of
abstinence before surgery is
beneficial and should be
attempted. For daily smokers,

1 month of abstinence before

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019

Alcohol Strong
abstention:

low

Smoking




ERAS MNPU ONEPALIAX WIPPLE (NAP)

Preoperative Routine use of preoperative Very low Weak
nutrition artificial nutrition is not

warranted, but significantly

malnourished patients should be

optimized with oral supplements

or enteral nutrition

preoperatively

)

Perioperative The balance of evidence sug Moderate Weak

oral
imm
(IN)

undergoing major open

abdominal surgery

Oral bowel Extrapolation of data from Moderate Strong

preparation

that MBP has no proven benefit.
MBP should not be used

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019



ERAS PW OMEPALIAX WIPPLE (NAP)

Preoperative Intake of clear fluidsup to2 h Fluid intake: Fasting: strong
fasting and before anaesthesia does not high carbohydrate
preoperative increase gastric residual volume loading: strong
treatment with and is recommended before
carbohydrates elective surgery. Intake of solids Solid intake:

should be withheld 6 h before low

anaesthesia. Data extrapolation

He pexomeHaoBaHe BUKOPUCTAHHA NpemeauKaLii, OKpiM KOPOTKOI Ail

cefaTUBHUX B MOMEHT KaTteTepu3auii ELIN

Preanaesthetic Data from studies on abdominal No long-
medication surgery show no evidence of acting
clinical benefit from pre- sedatives:
operative use of long-acting moderate
sedatives, and they should not be
used routinely. Short-acting
anxiolytics may be used for
procedures such as insertion of
epidural catheters

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019



ERAS PU OMEPALIAX WIPPLE (NAP)

Anti-thrombotic LMWH reduces the risk of High
prophylaxis thromboembolic complications,
and administration should be

continued for 4 weeks after

HMI 3HMXYHOTb PU3MK TPOMOOEMOONIYHUX YCKNAaAHEHb, IX NPUAOM Chif,
NPOAOBXYBaTU NPOTAroM 4 TMXKHIB NicNs BUNUCKK 3 fikapHi. CynyTHe 3acTOCyBaHHSA
enigypanbHoi aHanresii BUMarae AOTPUMaHHA NpuHUMNIB 6e3nekn. Moxnueo, cnig,
AOQATH MeXaHiyHi 3aXxoAu ANA nauieHTiB 3 BUCOKMM PU3UKOM

added for patients at high risk

Antimicrobial Antimicrobial prophylaxis High

prophylaxis and prevents surgical-site infections,
ski :

MpoTumikpobHa npocpinakTnka 3anobirac po3BUTKY iH(eKUil B AiNAHLi XipypriyHoro
BTPYYaHHSA i NOBMHHA 3aCTOCOBYBaTUCL OAHOPa30Bo, 3a 30-60 xB. [OBTOPHI
iHTpaonepauinHi 4031 MOXYTb 3HafOOUTMCA B 3aNeXHOCTI Big nepioay
HaniBBUBeAEHHA npenaparty i TPUBaNocCTi onepaTMBHOro BTPY4YaHHS

& | A KyuuHcbka. 11-it Bputano-YkpaiHcekuit Cumnosiym. Kuis, 2019



ERAS MNMPU ONEPALIAX WIPPLE (NAP)

Fluid balance Near-zero fluid balance, Fluid balance: SHTOTTS
___ " g P - L =13 - - L 'il C >

AR T3 A R I WA LT T 3 - =

water results in improved oesophageal
outcomes. Perioperative doppler:
monitoring of stroke volume moderate
with transoesopl 1 Doppler

to optimize cardiac output with
OF E Balanced
fluid boluses improves )
P crystalloids vs.

& ]

drains, but their use is based

only on low-level evidence

Somatostatin Somatostatin and its analogues Moderate
analogues have no beneficial effects on

lLA. KyunHcbka. 11-it BputaHo-YkpaiHcekuin Cumnosiym. Kuis, 2019




ERAS PW OMNMEPALIAX WIPPLE (MNAP

Epidural Mid-thoracic epidurals are Pain: high @
analgesia recommended based on data —
Reduced

respiratory

from studies on major open

abdominal surgery showing

superior pain relief and fewer complications:

respiratory complications moderate

compared with intravenous —

opioids -

P morbidity: low
Intravenous Some evidence supports the use PCA: very [ow Weak
analgesia of PCA or intravenous lidocaine

Ha ocHoBi gaHnx gocnigkeHb BeNMUKOI BiAKPUTOI abaomiHanbHOI Xipyprii
PeKOMeHAYETLCA rpyAHa enigypanbHa aHecTesis, Aka AeMOHCTPYE NOMinLWeHHSA
KOHTPONIO Hap 6oneM i MeHLWi pecnipaTopHi yCKNagHEeHHS NOPIBHAHO 3
BHYTPiLUHLOBEHHUMM OMioigamMu

Results are conflicting and

variable, and mostly from TAP blocks:

studies on lower gastrointestinal
moderate

surgery
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bllib BUHUKAE BHACTIOOK:

 Pos3pisy LWKipu

 Aareonisucy, po3TuHy

* Po3Tary neviHKoBOI Kancynu/pesekLil neviHku

* Po3pi3y napeHximu (neviHka, nigwnyHkosa 3ano3a)
 binb B nonaryi, nnedvi BHaCNiA0OK NOLWKOOXKEHHS
LUMAHOTO, MIEYOBOro CNneTiHb

* [peHaxi
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KNACUYHUW KNIHIYHUWX CLIEHAPIN:

EnigypansHum

[inoTeH3is s BasokoHCTpuKLUiA
bontoc
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KNACUYHUW KNIHIYHUWX CLIEHAPIN:

EnigypanbHa

: : IHbY3iA
FinoTeH3is by

HOpaapeHaniHy

IHy3in
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SHWKEHUM
Temn
Tpusane aiypesy
nepedyBaHHs
y 13

TpuBane
nepebyBaHHsA
y BIT

"So., we've had a
swelling?"

lLA. KyunHcbka. 11-i BputaHo-YkpaiHcekuin Cumnosiym. Kuis, 20



KAMBAKAMBAP. ET ALL.
EPIDURAL ANALGESIA AND PERIOPERATIVE KIDNEY
FUNCTION AFTER LIVER RESECTION (BJA 2015)

« 2002-2012 poku, 1153 nauieHTis i3 PI1(70,3% nauiexTis i3 ELA)

« [TIH (AKI - acute kidney injury) 8,2%, 90-aeHHa netanbHiCTb —
7,1%

« 3axsoptoBaHicTb 3 AKI npoTtut non-AKI — 71% npotun 47%

CwmeprHicTb 3 AKI npotit non-AKI - 21% npotun 0,3 %

Department of Surgery, Swiss Hepatopancreatobiliary and Transplantation Center, Zurich, Switzerland.
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J Hepatobiliary Pancreat Sci. 2016 Feb;23(2):102-9. doi: 10.1002/jhbp.307. Epub 2016 Jan 20

Epidural anesthesia dysfunction is associated with postoperative complications after

pancreatectomy.

Sugimoto M, Nesbit L, Barton JG#, Traverso LW*

e 2010-2014 pp. 72 nayieHTn
* EnigypansHa gucdyHkuis 49% (rino — 35%, rinep — 14%)

* TinodpyHkuis (T T CE T T T LT T O CE T T T
CLET ey G e ey G T
T T I T T T T T T LI T OCITICC) po3suBanacs
He3anexHo Bif YCKNaAHEHb, MOB'SA3aHMX YN HE MOB'A3aHMX i3
ycknagHeHHamu 3i ctopoxu 13 (p= 0,001 0,004)

. ril'lepd)yHKLl,iFl (HMMHJJLHLU O00<90, CTTTTTTTTTT] uummmmm
pO3BMBanacs He3asnexHo Bif ycknagHeHb, He NMoB'a3aHuX i3
ycknagHeHHsiMu 3i ctoporm 13 (p= 0,002)

2015 Japanese Society of Hepato-Biliary-Pancreatic Surgery.
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ROSERO EB. PROC (BAYL UNIV MED CENTER,
2014)

* 68028 nauienTiB 2001-2010
* 59 % (401 nauieHT) - BuKopucTaHHa ELA
* Buwa vactota HeobXiAHOCTI 3acTOCyBaHHA remoTpaHcdy3in y rpyni iz EQA
(24% npotn 18%)
»  Tpueaniwe nepebysaHHs y J13 (5-8 1i6)

IHLUMX YCKNaaHEHb

Evaluation of epidural analgesia for open major liver resection surgery from a US inpatient
sample.
Rosero E8', Cheng GS', Khatri KP'. J

+ Author information

Abstract
The aim of this study was to assess the nationwide use of epidural analgesia (EA) and the incidence of postoperative complications in
patients undergoing major liver resections (MLR) with and without EA in the United States. The 2001 to 2010 Nationwide Inpatient Sample
was queried to identify adult patients undergoing MLR. A 1:1 matched cohort of patients having MLR with and without EA was assembled
using propensity-score matching techniques. Differences in the rate of postoperative complications were compared between the matched
groups. We identified 68.028 MLR. Overall, 5.9% of patients in the database had procedural codes for postoperative EA. A matched cohort of
802 patients per group was derived from the propensity-matching algorithm. Although use of EA was associated with more blood transfusions
(relative risk, 1.36; 95% confidence interval, 1.12-1.65; P = 0.001) and longer hospital stay (median [interquartile range], 6 [5-8] vs 6 [4-8]
days), the use of coagulation factors and the incidence of postoperative hemorrhage/hematomas or other postoperative complications were
- hot higher in patients receiving EA. In conclusion, the use of EA for MLR is low, and EA does not seem to influence the incidence of
"‘-postoperative complications. EA. however, was associated with an increased use of blood transfusions and a longer hospital stay.

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019
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) Trends tn number of major liver resections performed n the United States from 2001 to 2010 and (b) trends in proportion of patients undergoing major liver resections with the use of postoperative
idural analgesta. Dotted lines represent 93% confidence limuts for the estimated weighted frequency or percentages.
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ANNbTEPHATUBHI METOOWUKW ONA EQA

CniHanbHe BBeAeHHs onioigis+ PCA

TAP-6nok, napaBeptebpanbHuin bnok + PCA

Katetep B ainaHui n/o paHn + PCA

MynbTuMOAanbHa aHanresis

lLA. KyunHcbka. 11-n bputaHo-YkpaiHcekuin Cumnosiym. Kuis, 2019



CMIHANBHE BBEQEHHSA OMioIaIB

[1/0 rinoTeHsia 41% TELA npotn 9% |O (iHTpaTekanoHe BBEAEHHS
onioigis)

ToTtanbHe 3aMmilleHHa npenapavamu Angd HQYysil 79,9 1 npoTn 9 n
IHTpaonepauinHe 3actocyBaHHA po3ymHiB 2200 npotn 1500 mn

PaHHS MOXNMBICTbL NepOpanbHOro CnoXmMBaHHA pianHK

Anaesthesia, 2013; 68: 628-653
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Intrathecal morphine is a valid alternative to epidural analgesia
for major Hepato-Pancreatico-Biliary (HPB) surgery in a pilot
study of 38 patients: a step in the right direction for fast-track
recovery: 8AP1-1

Sugavanam, A.; Thompson, K.; Schofield, N.; Prout, J.; Mallett, S.

European Journal of Anaesthesiology: June 2012 - Volume 29 - Issue - p 116
Regional Anaesthesia

= BiacyTHA AOCTOBIpHA PI3HULIA Y BUPAXEHOCTI
A g nbLoBOTY EuHapomy npotarom 48 roauH

Background/Goal of Study: Thoracic Epidural analgesia is the gold standard for major HPB surgery. However, failure
and complication rates are problematic and include mobilization delays and prolonged vasopressor use. ITM has been
shown to provide effective analgesial for up to 48h and is more time-and cost-effective, but there are concerns about
delayed respiratory depression. The addition of intrathecal bupivicaine to ITM may be synergistic and help attenuate the
stress response. We carried out a prospective pilot study in our institution to compare analgesia.

Materials and Methods: Between Aug and Oct 2011, 20 patients undergoing HPB surgery were selected to receive
4COmi(EITI'-.l. and a variable dose of hyperbaric 0.5% Bupivicaine with agntan /| PCA post-operatively. Another 18
patientEHEYRAI A PYEHd.OTPUMALld. b -KOBOLUB Ad:ticnts

were followed up for 48h and data is quoted as median (range) or percantage and Mann-Whitney test was used for

continuous variables. Ba30|'| peC pIB

Results/Discussion: Demographics, operation duration and estimated blood loss were similar in both groups but more
patients in the epidural (EPI) group underwent major hepatectomy (33.3% vs 15%). Pain scores were not significantly

g different at any time points up to and including 48h. Intra-operative colloid use was significantly higher in the EPI group
(1000mls (500-5000) vs 500mis (0-2000): p = 0.005) and more EPI patients required vasopressor in-tra-op (50%

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019




Y eMaypanbHIN rpyni — MeHLWWW piIBeHb OO0 NPOTAroMm
nepwux 12 roanH, MeHLWa KPOBOBTpaTa i HUKYUW PIBEHb

ORIGINAL ARTICLE
A prospective cohort study o §rathecal versus epidural analgesia
for patients undergoing hepatic resection

Ramanathan Kasivisvanathan', Nima Abbassi-Ghadi®, Jeremy Prout', Ben Clevenger', Giuseppe K. Fusai® &
Susan V. Mallett’

Ane.y.enipypanbHid Lpyni.NALEHTY, OTPUMANK. DiNBIIE .. <

Mary's Hospitgl, and *Department of Hepato-fjliary Surgery and Liver Transplant Unit, University College London Royal Free Campus, London, UK

KQJIQIAIB Ta YacCTiWe 3aCTOCOBYBaJINCA Ba3Oonpecopu

Background: The aim of this prospective observational study was to compare peri/post-operative
outcomes of thoracic epidural analgesia (TEA) versus intrathecal morphine and fentanyl patient-controlled
analgesia (ITM+fPCA) for patients undergoing a hepatic resection (HR).

Method: Patients undergoing elective, one-stage, open HR for benign and malignant liver lesions,
receiving central neuraxial block as part of the anaesthetic, in a high-volume hepato-pancreato-biliary

e | tughy. Th n
Y raiil 3T CMA. Sy A CKEpoNEHA TPUBANICTE fepeOyBaHHs y

post-operative LoS was 13 (11-15) and #1 days in the TEA and ITM+fP: rou respectively

(P = 0.011). There was significantly lo\rn Ikaﬁ ﬂHQMr al 33Kﬂéﬁ> 0.001) and

blood loss (P = 0.017) in the TEA group, and a significant reduction in the time until mobilization (P <

0.001), post-operative intra-venous fluid/vasopressor requirement (P < 0.001/P = 0.004) in the ITM+fPCA

group. Pain scores were lower at a clinically significant level 12 h post-operatively in the TEA group (P <

0.001); otherwise there were no differences out to day five. There were no differences in quality of recovery

or postoperative morbidity/mortality between the two groups.

Conclusion: ITM+fPCA provides acceptable post-operative outcomes for HR, but may also increase the
incidence of intra-operative blood loss in comparison to TEA.

= BigCyTHH PISHIALH"Y fiokasHMKax 3aXBOPHOBAHOCTI |

n
Ramanathan Kasivisvanathan, Royal Free Hospital CGng.p.IM%IeI London, Pond Street,

London, NW32QG, UK. Tel: (+) 020 7794 0500. Fax: (+) 020 7830 2468. E-mail
drramanathankasi@googlemail.com
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HPB (Oxford). 2012 Sep;14(9):611-8. doi- 10.1111/j.1477-2574.2012.00490.x. Epub 2012 Jun 10
Randomized clinical trial of local infiltration plus patient-controlled opiate analgesia vs. epidural
analgesia following liver resection surgery.

Revie EJ', McKeown DW, Wilson JA, Garden OJ, Wigmore SJ.

» Author iNbrinPY1I 3 BUKOPUCTaHHAM EA piBeHb nposiBy 6011b0BOro

1Gapomy 3a BALL ©6yB 4OCTOBIpHO HUXKYMK NPOTArOM neplumx 48

OBJECTIVES: Epidural analgesia is recommended for the provis%‘i\aﬁsia following major abdominal surgery. Continuous local
anaesthetic wound infiltration may be an effective alternative. A pfo ndomized trial was undertaken to compare these two methods
following open liver resection. The primary outcome was length of time required to fulfil criteria for discharge from hospital.

METHODS: Patients undergoing open liver resection were randomized to receive either epidural (EP group) or local anaesthetic wound
infiltration plus patient-controlled opiate analgesia (WI group) for the first 2 days postoperatively. All other care followed a standardized

LTy iR AR BVIE TSR THACHINIENTCTS Fiep @@YE‘éﬁﬁﬁyﬂ

RESULTS: Between Auoust 2009 and Jul 2010, 65 patients were.rgadomized to E n=32)or Wi (n=3x The me required to
discharge criteria washl a%anlftﬂaﬂloag I1d KORQTUa i‘l@ up (P =0.044).
During the first 48 h follov.lng surger;, pain scores were significantly lower in the EP group both at rest and on movement. Resting pain
scores within both groups were rated as mild (range: 0-3). There was no significant difference between the groups in time to first mobilization
or overall complication rate (48.5% in the WI group vs. 58.1% in the EP group; P = 0.443).

CONCLUSIONS: Local anaesthetic wound infiltration combined with patient-controlled opiate analgesia reduces the length of time required to
fulfil criteria for discharge from hospital compared with epidural analgesia following open liver resection. Epidural analgesia provides superior
analgesia, but does not confer benefits in terms of faster mobilization or recovery.

TRlABzfﬂewmﬁrgalﬁﬁﬁ Y PO3BUTKY YCKNagHeHb i Yyacy Mobinisauil

© 2012 International Hepato-Pancreato-Biliary Association.

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019



Anesth Analg. 2016 Dec;123(6):1591-1602.

Epidural Local Anesthetics Versus Opioid-Based Analgesic Regimens for Postoperative
Gastrointestinal Paralysis, Vomiting, and Pain After Abdominal Surgery: A Cochrane Review.

Guay J', Nishimori M, Kopp SL.

+ Author information

Abstract

sysemd Y Hhdn BRI P ARERIG b BOHLOBET S CHAABIMY ™

gastrointestinal anastgmotic leak, hospital len a of stay. and cost after abdgminal surgery.

veTRUBARCTh: ePeyRaAHHA Y- AIKAPHIHOMY..3aKBIAL 6oy4mme

12), Medical Literature Analysis and Retrieval System Online (MEDLINE) (fromn 1950 to December, 2014) and Excerpta Medica dataBASE
(EMBASE) (from 1974 to December 2014) and by checking the MenHall_Hslof trials retained. We included parallel randomized controlled
trials comparing the effects of postoperative epidural local anesthetic with regimens based on systemic or epidural opioids. The quality of the
studies was rated according to the Cochrane tool. Two authors independently extracted data. We judged the quality of evidence according to
the Grading of Recommendations, Assessment, Development and Evaluations (GRADE) working group scale.

RESULTS: Based on 22 trials including 1138 participants, an epidural containing a local anesthetic will decrease the time required for return
of gastrointestinal transit as measured by time required to observe the first flatus after an abdominal surgery standardized mean difference
(SMD) -1.28 (95% confidence interval [CI], -1. 71 to -0.86; high quality of evidence; equivalent to 17.5 hours). The effect is proportional to the

oo ILE KON R TAHD BN HHA A CaXV NI RN YHKOBO:.
e s RSB G Ty T 3 EAY HORIBHRMRL. .

risk ratio 0.84 (95% ClI, 0.57-1.23); low quality of evidence. Based on ]/ trials including 848 participants we did not find a difference in the
incidence of gastrointestinal anastomotic leak: risk ratio 0. '/Oﬂi 0 aM M quality of evidence). Based on 30 trials including 2598
participants, epidural analgesia reduces length of hospital stay for an operl surgery: SMD -0.20 (95% ClI, -0.35 to -0.04; very low quality of

evidence; equivalent to 1 day). Data on cost were very limited.

CONCLUSIONS: An epidural containing a local anesthetic, with or without the addition of an opioid, accelerates the return of the

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019



Epidural anaesthesia and analgesia and outcome of major surgery: a randomised trial.

Rigg JR', Jamrozik K, Myles PS, Silbert BS, Peyion PJ. Parsons RW, Collins KS; MASTER Anaethesia Trial Study Group.

+ Author information

Abstract
BACKGROUND: Epidural block is widely used to manage major abdominal surgery and postoperative analgesia, but its risks and benefits are

uncertain. We compared adverse outcomes in high-risk patients managed for major surgery with epidural block or alternative analgesic
regimens with general anaesthesia in a multicentre randomised trial.

METHODS: 915 patients undergoing major abdominal surgery with one of nine defined comorbid states to identify high-risk status were
randomly assigned intraoperative epidural anaesthesia and postoperative epidural analgesia for 72 h with general anaesthesia (site of
epidural selected to provide optimum block) or control. The primary endpoint was death at 30 days or major postsurgical morbidity. Analysis
by intention to treat involved 447 patients assigned epidural and 441 control.
FINDINGS: 255 patients (57.1%) in the epidural group and 268 (60.7%) in the control group had at least one morbidity endpoint or died
(p=0.29). Mortality at 30 days was low in both groups (epidural 23 [5.1%)], control 19 [4.3%], p=0.67). Only one of eight categories of morbid
endpoints in individual systems (respiratory failure) occurred less frequently in patients managed with epidural techniques (23% vs 30%.
p=0.02). Postoperative epidural analgesia was associated with lower pain scores during the first 3 postoperative days. There were no major
[¥|adverse consequences of epidural-catheter insertion.

* binbWicTe HecnpuATAMBMX NATONOrMYHMX HACNIAKIB Yy NaUieHTIB 3
BUCOKMM  PU3MKOM, IO MiAnArawTb BenukuM  abaomiHanbHUM
BTPYYaHHAM, He 3MEHLUYIOTbCA MNpU BUKOPUCTAHHI KOMOIHOBAHOI
enigypanbHol | 3aranbHOI  aHecTesil Ta  nicngonepauinHol
enigypanbHol aHanresii. [lpote Taki nepesaru, K Kpalle
3HEOONEHHs, YHWKHEHHs ab0 3MEHLeHHs NposiBiB pecnipaTopHMX
yCKnagHeHb Yy nauieHTIB I3 BUCOKUM nepeaonepalimHumMm pPrsnukom
CTBOPIOIOTL PS4 NepeBar Ha KOPUCTb BUKOPUCTaHHA EA
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Medial open transversus abdominis plane (MOTAP) catheters for analgesia

following open liver resection: study protocol for a randomized controlled trial
AcHardy 4 cey.5® Jason Sawyer.* Salima Ladak.®

« KaTeTtep MiX BHYTPILLHIM KOCKUM | MONEePeYHNM M‘a3amm
KNBOTA

* RCTYy 2 ueHtpax

153 nauieHtn-0,2% poniBakalH npoTu gi3ionoriYHOro Po3vnHy
(20 mn bonoc+iHdy3is 5 mn/roa)

Cenekokend — 200 mr asivi Ha goby

* MOTAP kaTeTepusaLisi: 3HWKEHHSI BUKOPUCTAHHS OniolaiB,
3HWKXEHHS BUPaXXeHOCTi 60MbOBOro CUHOPOMY, CKOPOYEHHS]
TpuBanocti nepedbysaHHs y J13
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The analgesic efficacy of subcostal
transversus abdominis plane block with
Mercedes incision

Zhiying Fe - Published 2018 in BMC anesthesioclogy -

ical application. This study investigated the “;

oblique subcostal transversus abdominis plane {(OSTAP) blockade with ropivacaine for the patients
undergoing open liver resection with a Mercedes incision.

METHODS
126 patients who were scheduled for open liver resection were enrolled in this study. Patients were

Kocun nigpebepHuin TAP (OSTAP)

126 nauieHTiB, ane BpaxosaHi pe3dynotaTu nuwe no 70

* TpynaT (0,375 % ponisakaiH) npotu rpynu 0,9% NaCl (rpyna C)

 3actocyBaHHsi 6rioky OSTAP — JOCTOBIpHE 3HUKEHHS]
nicnsonepayinHol KyMynsTUBHOI 403U ANS OOCATHEHHS 3HEDOMNEHHS
0e3 nobiuHmx edpekTiB
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Post-op analgesic regime major HPB
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013 Apr;126(4):1142-1147 . doi: 10

Incidence and Risk Factors of Coagulation Profile Derangement After Liver Surgery: Implications
Retrospective Cohort Study.

for the Use of Epidural Analgesia-A

acquenod P', Wallon G', Gazon M', Darnis B, Pradat P, Virlogeux V<

4 ;

+ Author information
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YACOBI MPOMDPXKW NOCTAHOBKU |
BUOANEHHA EQK MPWU OOHOYACHOMY
3ACTOCYBAHHI TENAPUHY

\
Intermountain®
Healthcare

(_ Guidelines for Neuraxial Anesthesia and Anticoagulation )

NOTE: The decision to perform a neuraxial block on a patient receiving perioperative (anticoagulation) must be made on an individual basts by
weighing the risk of spinal hematoma with the benefits of regional anesthesia for a particular patient.

HOLD MEDICATION | RESTART MEDICATION | HOLD MEDICATION | RESTART MEDICATION

Before Procedure After Procedure Before Catheter Removal After Catheter Removal

MEDICATION Additional Info Half Life

Heparin

Wait until PTT <40 | 1 hour 4-6 hours after last 1 hours Preform frequent
Usual hold time: 4-6 | If bloody tap, discuss | heparin dose and neuro check after
hours risks and benefits with | confirm PTT <40 catheter removal
proceduralist
SC Heparin 4-6 hours or check No delay 4-6 hours prior to No delay
5000 units BID | PTT <40 catheter removal

or TID
SC Heparn 12 hours and PTT < | Avoid while catheter 1s | Avoid while catheter | Perform neuro checks | Risks and benefits
7500-10.000 40 in place See app is in place See app 12 hours after catheter | for epidural 1-2 hours
units BID (or < removal placement (prior to
20.000 units p;r PTT results) should
daﬂf) be assessed on an
- individual basis

SC Heparin 24 hours and check Assess individual case; | Assess individual Assess individual case; | Assess individual
>20,000 per day PTT=40 monitor neuro checks | case; monitor neuro monitor neuro checks | case; monitor neuro
checks checks
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YACOBI MPOMDPXKW NOCTAHOBKU |
BUOANEHHA EQK MPWU OOHOYACHOMY

3ACTOCYBAHHI HMI

Last updated November 2018 by Anticoagulation Task Force and Anesthesia Development Team Approved by Pharmacy & Therapeutics Committee: December 2018

MEDICATION

HOLD MEDICATION

LMWH (Low Molecular Weight Heparins)

RESTART MEDICATION

HOLD MEDICATION

RESTART MEDICATION

Before Procedure

After Procedure

Before Catheter Removal

After Catheter Removal

Additional Info

Therapeutic
Dosing:
Exonaparin
(Lovenox):
Img/kg SC BID
or 1.5mg/kg QD
Dalteparin:
120units’kg BID
or 200 units’kg
QD

Tinzapann:

175 units’kg QD

24 hours; consider
checking anti-factor
XA activity level
elderly/renal
insufficiency

24-72 hours

(24 hours after non-
high risk bleeding
surgery; 48-72 hours
after high risk surgery)

Catheter should be
removed before
initiation LMWH

4 hours prior to the first
postoperative dose and
at least 24 hours after
neuraxial procedure.

May need to wait
=24 hours after
bloody tap to restart
medication.

Prophylactic
Dosing:
Enoxaparin

(Lovenox):
30mg SQ BID, 40
mg SQQD

At least 12 hours

l.A. KyunHcbka. 11-1 bputaHo-Ykpaincekun Cumnosiym. Kuis, 2019

4 hours, no earlier than
12 after neuraxial
procedure

In OB patients —
medication restart in
6-12 hours as long
as catheter has been
out at least 4 hours
and tap was not
fraumatic.

Wait at least 24
hours for traumatic




YACOBI MPOMDPXKW NOCTAHOBKU |
BUOANEHHA EQK MPWU OOHOYACHOMY
3ACTOCYBAHHI HMI

Warfarin

 days; INR <1.2 INR<15;remove | Nodelay Neuro checks for
If first dose given catheter 24 hours; Reversal
prior to surgery INR >1.5 and<3.0; possible with
et >)4hrs check INR cathefer may be vitamin K, PCC or

L arfar_m ) maintained with caution FFP

(Coumadin®) and frequent ewo

checks

INR 3.0; hold warfarin

dose if catheter 1n place

Last updated November 2018 by Anticoagulation Task Force and Anesthesta Development Team Approved by Pharmacy & Therapeutics Commuttee: December 2018
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BUCHOBKW

« EJJA xopoluunit MeTo Anst Xopoworo 3HeOoNeHHS
* PiBeHb ycknagHeHb - IHBa3nBHa MeToaMKa

* Tpusaniwuii nepiog nepebyBaHHs Y NiKAPHAHOMY
3aknagi

* YacTiwe - HeobXiAHICTb BUKOPUCTAHHS IHAY3INHOI
Tepanii | Ba3onpecopis

* TpeHIHrK, 3aHATTA Ha cUMynaTopax
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https://youtu.be/9fSfgPQBGC8

