Systematic review @

of the impact of
operative techniques
on postoperative
pain in laparoscopic
cholecystectomy

@ prospect

pru B 1

Rory McCloy', Francis Bonnet?, Frederic Camu?,
Barrie Fischer’, Henrik Kehlet’, Margarita Puig®,
Narinder Rawal’” and Christian Simanski® on
behalf of the PROSPECT Working Group

"University Department of Surgery, Manchester Royal Infirmary,
Manchester, UK; *Anaesthetic and Intensive Care Department, Hopital
Tenon Assistance Publique Hopitaux de Paris, France; *Department of

Anesthesiology, Flemish Free University of Brussels Medical Center,
Brussels, Belgium; ‘Alexandra Hospital, Redditch, Worcestershire, UK;
*Department of Surgical Gastroenterology, Hvidovre Hospital and
Department of Surgery, Copenhagen University, Copenhagen,
Denmark; ‘Department of Anaesthesiology, Hospital Universitario del
Mar, Universidad Autonoma of Barcelona, Spain; ‘Department of
Anaesthesia and Intensive Care, University Hospital, Orebro, Sweden;
sSecond Department of Surgery, University of Cologne, Germany

Background and Goal of Study

Study Treatment n Mean (SD) Control n Mean (SD) WMD (95% C.I. fixed) Weight % Weight (95% C.l. fixed)
o Llaparoscopic cholecystectomy is a commonly Putiick efal 1999 15 4.62 (1.64) 15 5.33(1.97) 57.0 -0.71 (-2.01, 0.59)
: d ical d . hich Saad et al 2000 10 2.20 (1.80) 10 2.79 (1.60) 43.0 ~0.59 (-2.08, 0.90)
perrormed surgical procedure in whic Total (95% C.1.) 25 25 100.0 ~0.66 (-1.64, 0.32)

adequate analgesia has a role not only in
patient comfort, but also in minimising length
of hospital stay.

Test for heterogeneity chisquare=0.01 df=1 p=0.91 |
Test for overall effect z=1.32 p=0.19 4 2 0 2 4
The number of studies entered into the meta-analysis was limited Favours treatment Favours control

by the absence of standard deviations for VAS scores in many publications.

Figure. Meta-analysis of VAS scores for warmed CO, pneumoperitoneum vs. conventional CO,
pneumoperitoneum (WMD = weighted mean difference)

e Two systematic reviews have examined the
role of intraperitoneal, port-site and incisional

analgesia in laparoscopic procedures,'? and
two further systematic, qualitative reviews
have examined laparoscopic cholecystectomy
studies in which analgesia was an endpoint.**

However, these reviews have two limitations:

- A systematic review of laparoscopic
cholecystectomy studies in which analgesia
was an endpoint including meta-analysis as
well as qualitative analyses has not been
performed.

- A systematic analysis of the techniques
used during the laparoscopic procedure
itself, for example insufflation methods,
to ascertain whether these impact on
postoperative pain management, has not
been conducted.

The objective of this systematic review was to
compare the efficacy and safety of analgesic,
anaesthetic and operative techniques aimed
at influencing postoperative pain in adult
patients undergoing laparoscopic
cholecystectomy.

Materials and Methods

Results

The review was conducted according to the
methods of the Cochrane Collaboration.’

MEDLINE was searched from 1966—-June

e Fifty-nine studies were included for analysis

and 70 studies were excluded. The most
common reason for exclusion was the use of
open, rather than laparoscopic, cholecystectomy.

e The following studies and outcomes of

operative fechniques aimed at influencing
postoperative pain were identified:

- Warmed CO, pneumoperitoneum (n=84)
vs. conventional CO, pneumoperitoneum
(n=76; 3 studies) The three studies all
utilised CO, warmed to 37 °C vs.
unwarmed CO,.**No studies reported a
significant benefit in reducing VAS scores
for warmed CO, pneumoperitoneum, and
a meta-analysis also showed no benefit
(Figure; weighted mean difference -0.66
[95% C.I. -1.64, 0.32], p=0.19).

- Low pressure CO, pneumoperitoneum
(n=66) vs. conventional CO, pneumo-
peritoneum (n=44; 2 studies). Both studies
utilised high vs. low pressure arms.”' The
mean differences were 4 mmHg for the
first and 7.5 mmHg for the second studies.
Low pressure was superior fo high pressure
pneumoperitoneum in both studies for
reductions in VAS scores and use of
supplementary analgesics. Low pressure
was superior to high pressure pneumo-

- N,O pneumoperitoneum was superior to
CO, pneumoperitoneum for VAS scores. ™

- Humidified CO, was superior to standard
CO, pneumoperitoneum for VAS scores
and time to return to normal activities,
but not for use of supplementary

analgesics or length of hospital stay.”

- Suction to remove the CO, pneumo-
peritoneum was superior to no suction
for VAS scores for shoulder tip pain.'®

- Peritoneal lavage was significantly
superior fo no lavage for VAS scores,
and the addition of suction to lavage
was superior to no suction.'”

- Active aspiration of the gallbladder bed
was superior fo non-active aspiration for
use of supplementary analgesics, but not
for VAS scores.

- The following techniques had no
significant benefit in single studies:
Gasless vs. conventional CO,
pneumoperitoneum;?' CO, vs. helium
pneumoperitoneum;'® gasless vs. low
pressure pneumoperitoneum;* day
procedure vs. overnight stay.?

Conclusions
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