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PATIENTS with chronic pain are at higher risk
for uncontrolled pain during and after surgery.
Nurses can serve as liaisons between patients
and an interdisciplinary team to mitigate pain.
To be effective in this role, nurses need to un-
derstand recommendations for preparing pa-
tients with chronic pain for surgery, how to
set expectations for pain management, and
pharmacologic and nonpharmacologic treat-
ment options. (See Pain defined.)

Perioperative pain

Pain is the biggest concern expressed by peri-
operative patients. According to the 2011 U.S.
Institute of Medicine report Relieving Pain in
America: A Blueprint for Transforming Preven-
tion, Care, Education, and Research, 80% of
patients who underwent a surgical procedure
reported postoperative pain. Of those patients,
88% reported moderate, severe, or extreme
pain. Adequate postoperative pain control is
essential to ensure optimal physical functioning
and mental health, sustain relationships, and
help patients return to work or regular activity.
Poorly managed pain can increase hospital
length of stay, increase readmission rates, and
decrease patient satisfaction. Despite improved
understanding of pain mechanisms, enhanced
awareness of the prevalence of postsurgical
pain, and improved pain-management ap-
proaches, inadequately controlled postoper-
ative pain remains a widespread problem.

In 2016, the American Society for Regional
Anesthesia (ASRA) guideline panel concluded
that optimal postoperative pain management
begins preoperatively. It's achieved via detailed
assessment and a care plan tailored to the pa-
tient and surgical procedure, with follow-up as-
sessments and modifications as needed. Nurses
are critical to this process because of the
amount of time they spend with patients. En-
hanced recovery after surgery (ERAS) protocols
detail the benefit of patient preparation for
surgery using evidence-based approaches to
achieve functional outcomes. Engaging pa-
tients in pain management through preopera-
tive educational programs that create a partner-
ship can lead to greater patient satisfaction
and action-orientated goals such as DREAMS
(drinking, eating, analgesia, mobilizing, and
sleeping; cheers-dream.com).

Nurses’ role in pain management
The nurse’s role in caring for patients with
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In 2020, the International Association for the Study of Pain revised the
1979 definition of “pain” to “an unpleasant sensory or emotional expe-
rience associated with, or resembling that associated with, actual or
potential tissue damage.” Pain can be further described as:

e acute—Ilasting up to 3 months
e subacute—Ilasting between 3 and 6 months

e chronic—lasting more than 6 months

® perioperative—experienced before or after surgery.

Werner and Kongsgaard defined chronic or persistent postsurgical pain
as “persisting at least 3 months after surgery, pain not present before
surgery or that has different characteristics or increased intensity from
preoperative pain, pain that is localized to the surgical site or a referred
area, and other possible causes of the pain are excluded...”

acute surgical pain is particularly critical when
those patients have preexisting chronic pain.
In collaboration with an interdisciplinary care
team, you can develop and administer care
plans that promote comfort, facilitate recovery,
and restore physical, emotional, and social
health. The nursing process can support this
practice via enhanced pain assessment, nurs-
ing diagnoses, care planning, and implementa-
tion and evaluation of perioperative interven-
tions that support this vulnerable population.

Cultivate your pain assessment and re-as-
sessment skills through mentoring, experi-
ence, and adherence to an organizational
policy that values patient feedback and con-
tinuous quality improvement. Collect, review,
and analyze data recorded in the electronic
health record and ancillary staff reports (for
example, vital signs and patient self-report of
pain intensity score and comfort). Review
medication effects, the impact of pain on
functional gains, and adverse side effects of
medication or other treatment strategies. Then
systematically and critically examine this dy-
namic patient data and incorporate iatrogenic
risk, sedation level, and respiratory and func-
tional status to establish a nursing care plan.
The entire process should be informed by
patient self-report and your clinical assess-
ment. As a patient advocate, you can con-
tribute to the care team’s development of a
multimodal treatment plan.

Preoperative actions

Before surgery, to better understand the pa-
tient’s current experience with pain, take a
pain history, perform medication reconcilia-
tion, assess the patient’s baseline pain, and
provide patient education. (See Preoperative
challenges.)
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Preoperative challenges

Surgery is a time of uncertainty for many patients. Those with pre-ex-
isting anxiety or chronic pain, worry, or doubt may feel overwhelmed.
Patients with anxiety or other mental health conditions who have

avoided healthcare settings out of fear of stigmatization or previous
negative experiences may enter the perioperative period with uniden-
tified or poorly managed comorbid conditions. Concomitant substance
use disorders or social isolation, including during the COVID-19 pan-
demic, may further hinder perioperative optimization initiatives and
outcomes.

Pain, amplified by these other conditions, may be more difficult to
control. The result may be delayed recovery, prolonged hospitaliza-
tion, decreased patient satisfaction, and chronic pain development or
exacerbation.

Pain history and medication
reconciliation

To help develop a comprehensive postopera-
tive pain plan, collaborate with patients to ob-
tain a thorough history. Clarify current areas
of discomfort and ask about previous effective
and noneffective medications. Conduct a com-
prehensive review of prescribed and nonpre-
scribed home medications, including opioids,
nonopioid adjuvants, over-the-counter pain
relief agents, herbal supplements, and med-
ication-assisted treatment (MAT) for opioid
use disorder.

Patients who are already prescribed opi-
oid medication as part of their home regimen
may require higher opioid doses to adequate-
ly manage acute surgical pain. During the
postoperative period, vigilantly assess these
patients for opioid-induced respiratory de-
pression and cognitive effects, including con-
fusion or lethargy.

Failing to maintain a patient’s opioid, ben-
zodiazepine, and other adjuvant home regi-
mens may put them at risk for withdrawal
or undertreatment. Opioid withdrawal isn’t
lethal, but it can influence acute pain assess-
ment, limit mobility, and slow functional
progress, resulting in unnecessary pain. Ben-
zodiazepine and alcohol withdrawal can be
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fatal and requires comprehensive assessment.

Universal screening helps normalize con-
versations about substance use and decrease
the associated stigma. Use valid and reliable
screening tools to identify this population,
which includes patients who currently use al-
cohol or illegal substances to palliate chronic
pain. Show empathy and focus on ensuring
safety and adequate pain control.

Baseline pain assessment

Make baseline pain assessment a preoperative
priority and perform a comprehensive biopsy-
chosocial assessment on admission to help
guide the nursing care plan. Document infor-
mation and share it with the care team to en-
sure that chronic pain symptoms aren’t mis-
taken for an acute pathology and that new,
potentially dangerous symptoms aren’t disre-
garded as a chronic condition. For example,
consider a patient’s previous deficits in sensa-
tion, range of motion, physical functioning,
and tolerance, which may contribute to the
current pain assessment.

Your baseline pain assessment should in-
clude specific pain locations, pain quality and
character, onset, duration (minutes, hours,
months, years), frequency or consistency, and
severity. To determine pain severity, ask ques-
tions related to patient-identified goals. For
example, ask if they’re comfortable enough to
walk in the hallway or eat breakfast. Base sub-
sequent focused pain evaluations on this ini-
tial comprehensive assessment. Significant
changes should trigger a more detailed evalu-
ation and care team collaboration.

Preoperative education
A well-designed preoperative educational
program includes understanding the patient’s
pain experience, expectations, and previous
use of multimodal strategies. Include the pa-
tient and their chosen support team in the
care planning process, and provide education
before the surgery date to help ensure expec-
tations are congruent with safe practice.
Patients with chronic pain may have had
previous healthcare experiences in which their
pain wasn’t well controlled. These experiences
may lead to fear avoidance, anxiety, depres-
sion, or catastrophizing. Collaborate with pa-
tients to understand their past experiences, and
guide the education to relieve these concerns.
Discuss multimodal pain management
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strategies, including nonpharmacologic, non-
opioid, and opioid options, as well as opioid
limitations. Also include nonpharmacologic self-
care and self-management interventions to en-
hance the postoperative pain treatment plan.

Postoperative management

Postoperative pain management for patients
with chronic pain includes pain assessment,
nonpharmacologic and pharmacologic inter-
ventions, and discharge education.

Pain assessment
Managing acute postoperative pain relies on
accurate assessment. The perpetual pain as-
sessment and re-assessment cycle creates a
symbiotic relationship between the patient and
the nurse, establishing the foundation for de-
veloping a comprehensive pain management
regimen that addresses the physical, emotion-
al, and spiritual domains of the pain experi-
ence. Pain is a personal, unique, and subjective
experience that can be challenging to assess
and manage. This challenge is amplified when
patients have a chronic pain condition.
Compare postoperative assessments with
the preoperative and chronic pain baseline
assessments, including physiological, psycho-
logical, sociocultural, spiritual, economic, and
lifestyle factors. Also include the physical
causes and manifestations of pain and the pa-
tient’s response to interventions. This biopsy-
chosocial approach provides the foundation
for interdisciplinary pain care.

Pain measurement vs. assessment
The complex symptom of pain requires refined
measurement and assessment skills. Pain meas-
urement refers to patients assigning a number
to their pain level, most commonly on a 0 to 10
scale. Pain assessment refers to obtaining sub-
jective and objective data. Numerical pain
scores comprise a component of the overall
pain assessment but shouldn’t serve as a stand-
alone value to determine a treatment plan. An
American Society for Pain Management Nursing
position statement elaborates on the conse-
quences of this practice and the risk of opioid
overdose. Dosing and administering medica-
tions, such as opioids, based solely on a numer-
ic pain score undermines your assessment and
leads to rote administration of medication with-
out critical thinking and patient collaboration.
Determining the cause of pain in a surgical
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patient may appear straightforward, but can
pose challenges when caring for a patient
with a history of chronic pain. Differentiating
a new potential source of pain related to sur-
gery from other possible causes requires pol-
ished assessment skills. With the advent of
contemporary regional anesthesia techniques,
the source of pain may not be the surgical
site. Instead, the source could be a chronic
pain condition, positioning, or a new and un-
diagnosed condition such as deep vein throm-
bosis or pressure injury from immobility.

Never assume the location of a patient’s
pain. Talk with them about what they’re feel-
ing and how it relates to their chronic pain. If
a patient reports a painful sensation, visually
assess and inspect the location. When possi-
ble, gently palpate the pain area to determine
if the skin is intact and to evaluate for any
neurologic or musculoskeletal deficits.

The ASRA panel recommends a multimodal
pain management regimen tailored to the pa-
tient, setting, and surgical procedure. Acute
surgical pain requires a multifaceted approach
that includes medication, nerve blocks, physi-
cal therapy, and other modalities. When clini-
cally indicated, consider an integrative and
collaborative approach to postoperative pain
management. Nursing care plans should take
into account the patient’s physical condition,
including any incisions, wounds, drains, or
equipment that may amplify pain, impair com-
fort, and impede function.

Based on your assessment, create an inte-
grated plan that includes nonpharmacologic
and pharmacologic options.

Nonpharmacologic interventions

The Joint Commission’s 2018 pain standards
support the use of nonpharmacologic postop-
erative interventions, many of which are with-
in the scope of nursing practice and don’t re-
quire a provider order to implement. Work
directly with patients to identify nurse-driven
nonpharmacologic pain management modal-
ities, such as music, guided imagery, reiki,
aromatherapy, acupuncture, reflexology, and
other mind-body approaches that can help
downregulate the sympathetic response to
stress. Just as stress and anxiety can amplify
pain perception, these interventions can pro-
vide a sense of calm and control, leading to a
perception of less pain without additional med-
ication. Avoid any misleading descriptions of
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Nonpharmacologic intervention
options

Nonpharmacologic interventions depend on patient preference and
organizational availability. Organizations should ensure that nurses
who provide these modalities receive training from reputable organi-
zations. The American Holistic Nurses Association can be an appropri-
ate resource when developing a care program.

The following interventions are most effective at enhancing a

patient’s sense of well-being when used proactively and repeatedly.
Movement-based interventions should align with the patient’s
prescribed activity order.

Acupuncture

Adult coloring/labyrinth exercise
Aromatherapy

Biofeedback

Cognitive behavioral therapy

Emotional freedom technique (tapping)
Guided imagery

Heat

Hypnosis

Ice

Journaling

Massage therapy

Mindfulness

Music therapy

Physical activities (walking, gentle stretching, chair yoga)
Prayer

Reiki/therapeutic touch

Repositioning and comfort measures (elevation, dependent
positioning)

Therapeutic breathing

Transcutaneous electric nerve stimulation
Virtual reality-assisted distraction
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these interventions that imply they can diag-
nose, treat, or cure a condition.

Regardless of the intervention chosen, pa-
tient engagement is essential. Underscore that
nonpharmacologic interventions aim to en-
hance comfort and self-determination, not to
withhold pain relief.

Some modalities require planning, so edu-
cating patients about them before surgery may

Volume 16, Number 12

decrease barriers to access. Regardless of the
interventions selected, provide instruction and
allow repetition and practice to enhance pa-
tient confidence and increase use. (See Non-
pharmacologic intervention options.)

Pharmacologic management

Opioids provide a fundamental aspect of
acute, postoperative pain management, but
not without risk. Common opioid-related ad-
verse drug events after surgery include nausea,
vomiting, constipation, pruritus, sedation, and
respiratory depression. Urman and colleagues
note that such occurrences have been reported
in 9.1% to 11.5% of adults. Accordingly, evi-
dence-based practice recommendations sup-
port a multimodal pharmacologic approach,
including preventive analgesia, nonopioid
medications, and regional anesthesia tech-
niques, such as continuous catheter-based lo-
cal anesthetic infusion.

The consistent use of nonopioid medica-
tions may reduce opioid requirements and en-
hance function. Advocate for around-the-clock
nonopioid complements, such as aceta-
minophen and nonsteroidal anti-inflammatory
medications, when prescribed. Patients may
hesitate to accept these medications, perceiv-
ing them as a replacement for an opioid that
may not adequately control pain. Emphasize
that nonopioid complements serve to enhance
comfort. Explain the stepwise approach, in
which nonpharmacologic interventions and
nonopioid adjuvants can decrease opioid use.
However, if patients don’t achieve adequate
palliation of pain intensity using these inter-
ventions, promptly administer the prescribed
as-needed opioid medication barring sedation
or other safety concerns. Never withhold opi-
oids solely to demonstrate diminished opiate
consumption. This may result in patients feel-
ing marginalized and distrustful of the health-
care system.

At-risk patients

Some patients may be at risk for iatrogenic
opioid addiction, whereas others may have a
pre-existing substance use disorder (SUD) or
opioid tolerance or dependence. In addition,
some patients may be prescribed MAT for
SUD. All of these patients require close assess-
ment and monitoring and careful management
to avoid negative outcomes while still ensur-
ing adequate pain control.
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Iatrogenic addiction. Patients may be at
risk of becoming new chronic opioid users in
the postsurgical setting if care isn’t taken to
mitigate risk. Patients at risk for chronic opioid
use include those with a family history of ad-
diction, or a personal history of tobacco use,
SUD, anxiety, depression, and other pain dis-
orders. This information, identified during the
initial preoperative assessment, can facilitate
risk reduction strategies, including preemp-
tive specialist pain management or behavioral
healthcare for treatment optimization and peri-
operative recommendations. Speak with pro-
viders about incorporating opioid-sparing in-
terventions such as local anesthetic infiltration,
nerve blocks, and regional anesthesia to en-
hance the multimodal analgesia plan. (Learn
more about iatrogenic addiction at myamerican
nurse.com/?p=309584.)

SUD. Organizations should consider uni-
versal screening for SUD. This may include
using an opioid risk tool (such as Screening,
Brief Intervention and Referral to Treatment,
or the Opioid Risk Tool) and reviewing the
state prescription database for all patients. The
perioperative team may consider urine drug
toxicology screening for patients deemed
high-risk. For patients who have a pre-existing
SUD, consult with an addiction medicine or
acute pain specialist to ensure they receive
safe and effective pain care. Uncontrolled
pain in these patients may increase the likeli-
hood of risky postoperative behavior to pur-
sue pain relief. Patients with alcohol use dis-
order may prompt the perioperative team to
reconsider the timing of elective surgery to al-
low for safe alcohol detoxification.

Explain to patients that the steps you're
taking are guided by pain palliation and safety
goals.

Opioid tolerance and dependence. Pa-
tients prescribed opioids can develop toler-
ance and physical dependence. Opioid toler-
ance is defined as a reduction in the effect of
an opioid after prolonged administration. The
evolution of an individual’s tolerance depends
on the medication’s interactions with the opi-
oid receptors, the dose, and administration
frequency. Contributing mechanisms include
upregulation (increase in the number of re-
ceptors, which occurs when receptor activity
is lower than usual) or downregulation (de-
crease in the number of receptors, which oc-
curs when receptor activity is higher than
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usual) of drug metabolism, desensitization of
receptor signaling, and the initiation of com-
pensatory—opponent processes that result in
decreased pharmacologic effect. The body’s
adaptation to the medication requires an in-
creased dose to achieve pain relief.

Opioid tolerance may lead to physical de-
pendence, which is described as a neuro-
adaption state to a particular opioid medica-
tion that results in a physical withdrawal crisis
if the medication is abruptly discontinued.
Opioid tolerance and dependance differ from
the disease of addiction, although patients
with opioid addiction also may experience
tolerance and dependence.

Collaborate with the healthcare team to eval-
uate the use of preoperative opioid medication
or other adjuvant medications. Abrupt cessation
of opioids (such as heroin, hydrocodone, and
oxycodone) in patients who are physically de-
pendent may lead to severe opioid withdrawal
symptoms. These symptoms typically begin
within 6 to 12 hours after a missed dose, peak
at 36 to 72 hours, and gradually diminish over
the next 4 to 7 days. Patients who have been
told to take nothing by mouth for several hours
before surgery may present for surgery in mild-
to-moderate opioid withdrawal. Symptoms may
include nausea, vomiting, piloerection (goose-
bumps), sweating, tearing, yawning, irritability,
and increased pain intensity. Use the Clinical
Opiate Withdrawal Scale (mdcalc.com/cows-
score-opiate-withdrawal) to assess a patient’s
severity of opioid withdrawal.

MAT. Some patients with SUD may be pre-
scribed MAT with buprenorphine, methadone,
or naltrexone.

Buprenorphine remains poorly understood
by many providers, given its unique pharma-
cology as a partial p-agonist or a mixed ag-
onist—antagonist with a high affinity for the
p-receptor. Current literature suggests collabo-
rating with the patient, outpatient prescribing
provider, and surgical team (anesthesia, pain
management, surgeon, and nursing staff) to
consider continuing buprenorphine through
the perioperative period. Given the complex-
ity of this medication, an individualized ap-
proach is recommended.

Methadone is inexpensive and well-tolerat-
ed by many patients with chronic pain and
should be continued postoperatively for pain
or for maintaining the MAT protocol. Patients
receiving MAT with methadone may be treat-
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ed with supplemental opioid medication if
they experience severe pain uncontrolled
with other pharmacologic and nonpharmaco-
logic interventions.

Naltrexone blocks the effects of opioids by
competitive binding at opioid receptors. De-
termine which naltrexone formulation the pa-
tient is receiving—daily by mouth or monthly
by injection. The oral formulation should be
held 24 to 48 hours before surgery if any opi-
oids will be administered perioperatively. For
patients receiving injections, more detailed
planning will be required because continuous
dosing lasts up to 4 weeks.

In an emergent surgical situation, regional
analgesia or nonopioid analgesics are rec-
ommended. If opioid therapy is required,
anticipate critical care monitoring and anes-
thesia provider consultation for postopera-
tive pain management. (Learn more about
MAT at myamericannurse.com/?p=313384.)

Discharge education

Discharge considerations for patients with
chronic pain should include education on the
safe use of medications, particularly if they
have additional opioid medicines at home.
Printed and verbal instructions should address
adverse side effects of opioid medications,
clinical signs of opioid withdrawal, and signs
of an opioid overdose.

The U.S. Food and Drug Administration rec-
ommends that providers consider co-prescrib-
ing naloxone with an opioid prescription for
use in case of an overdose. Review the ration-
ale and indications for naloxone use and ad-
ministration with patients. In addition, provide
instructions on how to store and dispose of
unused opioid medications, especially when
children are in the home.

Leverage your power

Patients with chronic pain have a higher risk
for uncontrolled perioperative pain, requiring
nurses to be knowledgeable about safe and
effective multimodal strategies for pain pallia-
tion. The collaborative nature of nursing prac-
tice lends itself to leveraging the power of
interprofessional teams to create an optimal
postoperative pain management plan that in-
corporates the patient’s voice. Enhance your
ability to care for this population by exploring
the current literature and adopting patient-
centered strategies. AN
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6. Describe the types of nonpharmaco-
logic interventions that might be used to
help manage Mr. Hernandez's pain.

10. Which drug for medication-assisted
treatment of substance use disorder is
given daily by mouth or monthly by
injection?

. a. Naloxone
o b. Buprenorphine
Z ?O 7. Which statement about nonopioid c. Naltrexone

2. Mr. Hernandez,* a 69-year-old patient
with chronic back pain, is scheduled for a
left hip replacement. What should your

preoperative medication history include?

3. What should be part of the preoper-
ative pain education you provide Mr.
Hernandez?

4. Which statement related to pain
measurement and pain assessment is
correct?

a. Pain measurement refers to patients
assigning a number to their pain
level, most commonly on a 0-to-10
scale.

b. Pain measurement refers to patients
assigning a number to their pain
level, most commonly on a 0-to-5
scale.

c. Pain assessment refers solely to ob-
taining subjective data.

d. Pain assessment refers solely to ob-
taining objective data.

5. All of the following statements relat-
ed to pain assessment in a patient with
chronic pain are correct except:
a. A multimodal pain management
regimen is not recommended.
b. The nurse should not assume the
location of a patient’s pain.
¢. The nurse should assess and inspect
the location of any pain.
d. Acute pain requires a multifaceted
approach.
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complements (such as acetaminophen
and nonsteroidal anti-inflammatory med-
ications) for postoperative pain manage-
ment is correct?

a. Complements are more effective 48
hours after surgery.

b. Complements should be used on an
as-needed basis.

¢. Use of around-the-clock comple-
ments should be avoided.

d. Around-the-clock complements are
effective in managing pain.

8. Which statement related to sub-
stance use disorder (SUD) and postopera-
tive pain management is correct?

a. Patients with SUD do not require
additional consultation for pain
management.

b. Organizations should avoid the
practice of universal screening for
SUD.

¢. Uncontrolled pain in patients with
SUD may increase risky postopera-
tive behavior to pursue pain relief.

d. Elective surgery does not need to be
deferred for alcohol detoxification.

9. Physical dependence is defined as

a. a reduction in the effect of an opi-
oid after prolonged administration.

b. a neuro-adaption state to a particu-
lar opioid medication that results in
a physical withdrawal crisis if the
medication is abruptly discontinued.

¢. the result of an addiction to opioids.

d. the physiologic effects of upregula-
tors and downregulators.
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d. Methadone

11. Which drug for medication-assisted
treatment of substance use disorder has
a unique pharmacology as a partial p-
agonist or a mixed agonist-antagonist
with a high affinity for the p-receptor?

a. Naloxone

b. Buprenorphine

c. Naltrexone

d. Methadone

12. What should you include in the
discharge education you provide Mr.
Hernandez?

*Name is fictitious.
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