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CENTRAL MESSAGE

The use of pre-emptive analgesia
following minimally invasive
foregut surgery can signiﬁcantly
decrease opioid prescriptions at
discharge, yet with no compromise in the adequacy of pain
control.

In the current issue of the Journal, Kim and colleagues9
reported that adding a pre-emptive pain management strategy to an established enhanced recovery (Enhanced Recovery after Surgery [ERAS]) protocol significantly decreased
opioid prescriptions at discharge following minimally invasive benign foregut surgeries. The authors divided the 414
patients who were retrospectively reviewed in this study
into 3 groups (ERAS þ pre-emptive pain control, ERAS
alone, and a historic control group). Only 10% of the patients in the pre-emptive group had opioid prescriptions at
discharge, compared with 85% and 87% in ERAS alone
and historic groups, respectively. In addition, the authors
found that on multivariable analysis the only factor that
was associated with fewer opioid prescriptions at discharge
was the implementation of pre-emptive pain protocol. Patients in the pre-emptive group reported that their pain at
30-days postoperatively was very well tolerated (median
0.9 in a scale of 0-10). Interestingly, none of the patients
included in the pre-emptive pain control group called the
outpatients clinic to ask for new or additional opioid
prescriptions.
Despite the inherent biases associated with retrospective
reviews, this paper published by Kim and colleagues sheds
light on the feasibility of discharging patients undergoing
minimally invasive foregut surgery on opioid-free pain regimens. Whether the same results can be replicated in more
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Although the term ‘‘pre-emptive analgesia’’ is relatively
new, the rationale behind its use dates back to the beginning
of the past century, when Crile1 first described the concept
of ‘‘anoci-association’’ and its role in preventing systemic
response to surgery by reducing afferent stimuli from the
injured tissue. In the late 1980s and early 1990s, Woolf
and his colleagues introduced ‘‘pre-emptive analgesia’’
with the aim to reduce central neural hypersensitization
that was believed to be the main driver of pathologic pain
responses (ie, allodynia and hyperalgesia) following tissue
injury.2,3 As nociceptor activation was found to continue
throughout the early postoperative period due to the local
inflammatory changes associated with wound healing, a
‘‘preventive’’ pain management strategy has been recently
proposed, where analgesics are given before the anticipated
onset of pain throughout the entire perioperative course.4
Nowadays, many surgeons use the terms ‘‘pre-emptive’’
and ‘‘preventive’’ interchangeably.
In 2017, the Department of Health and Human Services
declared a national health emergency secondary to the
recent significant increase in mortality associated with opioids misuse and abuse.5 One of the 5 points’ strategy to
combat the opioid crisis was to advance better practices in
pain management.6 Several studies have recently shown
that applying pre-emptive and preventive painmanagement strategies was successful in decreasing opioid
use across a wide spectrum of surgical procedures.7,8 So far,
a paucity of data exists regarding the role of using such perioperative pain-control protocols in decreasing opioid use
following thoracic and foregut surgeries.
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advanced thoracic surgeries should be the focus of future
studies.
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