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Complex spine surgery is associated with:

 Severe postoperative pain Table 1. Baseline Patient and Surgical Characteristics by Table 2. Perioperative Data by D-NMDA Antagonist Exposure Fi . - . .
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Using two or more NMDA antagonists may produce
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Primary Outcomes
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 Hospital length of stay

Median hospital length of stay was significantly shorter among patients who
received the D-NMDA regimen compared to the unexposed group
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1. D-NMDA regimen was associated with:
 Marked reductions in opioid use
« Shorter hospital length of stay

2. Opioid reduction persisted into the late
postoperative period, suggesting improved analgesic
durability.

3. Findings align with prior studies supporting
ketamine-based multimodal strategies.

4. Benefits observed without increased respiratory or
opioid-related complications

Safety and Recovery Outcomes
No difference in:
« PACU length of stay
« PCA duration
Postoperative ketamine duration
Antiemetic use
Naloxone administration

Limitations
1. Retrospective design
2. Small exposed cohort (n = 18)
3. Potential for unmeasured confounders
4. Single-center study

Conclusions

A D-NMDA antagonist regimen in complex spine

surgery:
« Significantly reduced postoperative opioid
requirements

« Associated with shorter hospital length of stay
 No increase in opioid-related adverse events

These findings support continued protocolization and
prospective evaluation of D-NMDA strategies within
enhanced recovery pathways.
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