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ANESTHESIA AND ANALGESIA have used opium 
and opium compounds for thousands of 
years. However, by the end of the 20th cen-
tury, overuse and misuse of opioids, leading 
to opioid addiction and opioid use disorders 
(OUDs), had begun to overshadow the ad-
vantages of this treatment, with a demonstra-
ble surge of opioid use at the beginning of 
the 21st century. In addition to misuse and 
tolerance, opioid overdose deaths have sky-
rocketed. Opioid abuse in the United States 
has grown to epidemic proportions. In 2017, 
according to the U.S. Department of Health 
and Human Services (HHS) and the Center 
for Behavioral Health Statistics and Quality, 
about 1.7 million people suffered from OUD, 
and the United States declared a national 
public health emergency. 

One consequence of the opioid epidemic is 
that opioid tolerance, dependence, and addic-
tion have become more common in the peri-
operative patient population, which can affect 
anesthetic and analgesia management. Many 
patients with OUD receive medication-assist-
ed treatment (MAT). Nurses should be knowl-
edgeable about MAT and understand how the 
drugs used in this treatment may affect post-
operative pain interventions.  

 
Medication-assisted treatment 
The urgency to treat OUD underscores the es-
sential need for expanded access to addiction 
treatment. When OUD, opioid dependence, 
or addiction is diagnosed, evidence from HHS 
demonstrates that MAT, combined with psy-
chosocial therapies and community-based re-
covery support, is the most successful option 
and the gold standard for treating opioid ad-
diction. 

Successfully managing OUD includes 
detoxification from the substance (with safe 
supervision) and control of withdrawal symp-
toms. MAT programs are offered in the com-
munity, in outpatient settings, in partial hos-
pital programs, and in residential treatment 
sites. These comprehensive programs include 
prescribing medication and supervising its 
use, as well as providing behavioral therapy 
and support. MAT aims to reduce withdrawal 
symptoms and diminish the craving for the 
opioid to prevent relapse. 

Four medications are used in MAT—meth -
adone, naltrexone, buprenorphine, bupre nor -
phine/naloxone, and naloxone (to treat over-

dose). Research on the pharmacologic options 
for MAT hasn’t revealed one medication to be 
superior to the others. However, when a drug 
is prescribed with accompanying psychosocial 
therapy and is used correctly, each has had 
some success. (See MAT options.)  

MAT maintenance is the longest phase of 
treatment. In this phase, individuals receive 
MAT for several months, years, or indefinite-
ly. Those actively engaged in treatment can 
continue activities of daily living, including 
employment and childcare. Evidence from 
the Surgeon General’s 2018 report Facing Ad-
diction in America: The Surgeon General’s 
Spotlight on Opioids suggests that individuals 
who receive MAT for fewer than 3 years are 
more likely to relapse than those who partic-
ipate for 3 years or more. 

Relapse is extremely high in patients re-
ceiving medically supported withdrawal 
alone, so they should participate in a formal 
drug rehabilitation program that includes 
therapy. 

 
Patients with OUD and elective surgery 
The perioperative phase is a vulnerable 
time for patients at any stage of OUD treat-
ment. They frequently feel stigmatized, fear-
ful of judgmental healthcare providers, and 
concerned that they may not be treated fair-
ly. In addition to shame, patients with OUD 
may have opioid tolerance and increased 
sensitivity to pain, and they may be appre-
hensive about adequate analgesia postoper-
atively or relapsing. Treating postoperative 
surgical pain in a patient with a previous 
OUD who is receiving MAT can be challeng-
ing. It’s best accomplished with open com-
munication, an understanding of MAT med-
ications, and knowledgeable nursing care 
and planning. 

 
History and assessment 
Preoperative pain management guidelines 
recommend a thorough pain history, a physi-
cal exam and identification of comorbid con-
ditions, psychiatric disorders, and other sub-
stances or medications that may cause 
withdrawal. Patients with OUD who also 
have anxiety or depression may use other 
substances, such as alcohol, and may be at 
risk for withdrawal while recovering from 
anes thesia or surgery. Many organizations use 
urine toxicology testing and online prescrip-
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tion medication drug monitoring to review for 
controlled substances. 
 
Communication and education 
Verify that the patient is participating in MAT 
by contacting their treatment program. Con-
firm MAT dosages, evaluate the patient’s treat-
ment progress, and inform the program of the 
upcoming surgery. In addition, work with the 
patient to schedule a postoperative appoint-
ment with the treatment program, review the 
postoperative pain plan, provide education, 
and clarify expectations with the patient and 
their support system. Offering this information 
upfront may reduce anxiety, as patients and 
families may be concerned about an OUD re-
lapse. Anxiety is a known drug-craving trigger 
that increases the risk for opioid misuse in pa-
tients with any substance use disorder. 

Patients and their caregivers require edu-
cation about the postoperative pain manage-
ment plan, goals, and types of treatment that 
will be used. The outpatient MAT program or 
prescriber should be involved in these discus-
sions. Relapse potential should be explored 
as well as the patient’s preferences, fears, be-
liefs, and prior acute pain experiences. De-
pending on the surgical procedure and sever-
ity of pain, discuss using nonpharmacologic 
interventions and nonopioid medications. For 
procedures where moderate-to-severe pain is 
anticipated, peripheral, regional, or neuraxial 
analgesia (such as nerve blocks or patient-
controlled analgesia pumps) may be neces-
sary to manage pain. However, adjunct nono-
pioid medications and nonpharmacologic 
options also should be considered. Multi-
modal analgesia—including gabapentin, non-
steroidal anti-inflammatory medications, I.V. 
acetaminophen, and low-dose ketamine—is 
becoming more common. 

Throughout the continuum of care, monitor 
patients for pain as well as any signs or symp-
toms of withdrawal, cravings, and anxiety. All 
communication with the patient should be re-
assuring and empathetic and allow the patient 
some control.  

 
Pain management based on drug 
regimen 
The type of MAT a patient is prescribed—
methadone, buprenorphine/naloxone, or 
naltrexone—will dictate postoperative pain 
management. 

MAT options 
    
Medication-assisted treatment (MAT) for opioid use disorder (OUD) can 
include methadone, buprenorphine, buprenorphine/naloxone, or nal-
trexone. In addition, naloxone is used to treat opioid overdoses.  
 
Methadone 
Methadone is an opioid receptor agonist used for opioid detoxification 
as well as long-term maintenance OUD therapy. Because methadone 
carries the risk of overdose, caution should be used during the dose-
adjustment induction phase. Despite these risks, methadone has been 
the treatment of choice for heroin addiction for many years. Taken 
once daily and dispensed from a clinic, methadone controls opioid 
withdrawal symptoms. Patients can be maintained on methadone for 
years. 

Methadone isn’t considered a preferred analgesic. Although it’s ef-
fective in OUD, it hasn’t demonstrated efficacy in acute pain analgesia. 
 
Buprenorphine/naloxone 
Buprenorphine is a narcotic agonist/antagonist used in detoxification 
and maintenance treatment for patients with OUD. It decreases crav-
ings and withdrawal symptoms, but not the euphoria experienced with 
opioids. 

Combination buprenorphine/naloxone is titrated until a mainte-
nance dose is achieved based on the patient’s clinical condition. Once 
the patient is stable and completely withdrawn from opioids, a daily 
dose is suggested.  
 
Naltrexone 
Naltrexone is an opioid antagonist that prevents OUD relapse by block-
ing opioid receptors. It can be administered as a daily oral dose or a 
long-acting monthly injection. In patients with poor adherence to pre-
vious OUD treatment, the extended naltrexone preparation may in-
crease the chance for success and diminish relapse. However, patients 
receiving the extended formulation may need to postpone surgery be-
cause naltrexone blocks opioid effects. 
 
Naloxone 
The use of naloxone to treat opioid overdose has saved many lives. 
Trans-nasal naloxone kits are becoming more widely available and 
work rapidly to improve respiratory function. First responders use  
the kits in the field, and families impacted by OUD may have a kit in 
their homes. The Substance Abuse, Mental Health and Data Archive 
(samhsa.gov/data/data-we-collect/samhda-substance-abuse-and-
mental-health-data-archive) provides public resources and guidelines. 
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Methadone 
Methadone maintenance for OUD should be 
continued after it’s verified with the patient’s 
MAT program. However, the daily methadone 
dose won’t be adequate for acute postopera-
tive pain management. Patients will require 
additional medications and strategies. 

Closely monitor these patients for adequate 
pain control as well as side effects, such as se-
dation and euphoria. In patients with cardiac 
comorbidities, monitor for ECG changes, as 
those receiving methadone may have a pro-
longed corrected QT interval. In addition, pa-
tients receiving methadone are at higher risk 
for respiratory complications. 

 
Buprenorphine/naloxone 
Advice about preoperative management of 
buprenorphine/naloxone is conflicting. Some 
experts recommend stopping the medication, 
while others recommend continuing it until 
the day of surgery. Buprenorphine/nalox-
one is a lifesaving medication for patients 
with OUD, so stopping it requires careful 
evaluation of the risks and benefits. Evi-
dence from a systematic review by Sordo 
and colleagues indicates that mortality is 
substantially higher immediately after stop-
ping buprenorphine/naloxone treatment 
compared to patients who continue it. Stop-
ping treatment places patients at high risk of 
opioid overdose or resumption of opioid 
abuse, so the focus is on continuing treat-
ment perioperatively. 

According to Tung and colleagues, out-
comes are better with continued treatment 
and the perioperative administration of ad-
junct opioid medications. Debate about this 
continues, but most protocols suggest that if 
buprenorphine/naloxone is stopped, it should 
be done 5 days before surgery with a transi-
tion to short-acting opioids. If MAT is stopped, 
an acute pain or addiction specialist should 
resume it as soon as possible.  

 
Naltrexone 
Naltrexone is an opioid agonist, which makes 
postoperative pain management in patients 
receiving this medication for OUD treatment 
challenging, especially in those treated with 
the long-acting injected formulation. Naltrex-
one blocks opioid analgesics, so the daily oral 
formulation should be discontinued 72 hours 
before surgery. If the medication isn’t stopped 

before surgery, standard opioid doses may not 
provide effective pain management. However, 
patients who discontinue naltrexone preoper-
atively may have a higher sensitivity or exag-
gerated response to opioids.  

Consult with the outpatient treatment pro-
gram or a pain specialist to establish a pain 
treatment plan. Depending on the surgery and 
the anticipated postoperative pain, consider 
regional analgesia, systemic nonopioids, and 
nonpharmacologic interventions. Postopera-
tive patient education and support are essen-
tial. Assess patients for altered opioid respons-
es as well as withdrawal and anxiety. These 
patients are at increased risk for overdose, so 
monitor them to ensure they resume MAT af-
ter discharge. 

 
Nursing implications 
The increased prevalence of OUD and MAT 
requires that nurses be knowledgeable about 
the medications used in this treatment, as well 
as the associated drug interactions and pre-
cautions when managing postoperative pain. 
Ineffective pain management in these patients 
is associated with relapse. Advocate for nono-
pioid and nonpharmacologic interventions, 
which can be effective at reducing a patient’s 
need for postoperative opioids. Monitor pa-
tients for acute pain, an exaggerated pain re-
sponse, withdrawal from opioids, or postoper-
ative respiratory depression. 

As part of the patient’s discharge plan, en-
sure they resume MAT. Help bridge the gap 
between inpatient pain management and the 
MAT program. Facilitate open communication 
with the patient, caregivers, and MAT program 
or provider to reduce the risk of relapse and 
ensure adequate pain control. 

Pursue education about OUD and MAT to 
help reduce its stigma. Be cognizant of your 
verbal and nonverbal communication when 
caring for patients receiving MAT, and avoid 
labeling or pre-judging patients. When you 
support patients, treat them with dignity, and 
focus on positive steps, you can profoundly 
change how patients feel about themselves. 

 
Compassion and understanding 
Measures are being taken to reduce OUD in 
the United States, but until it’s been eradicat-
ed, more patients will receive MAT. They will 
require knowledgeable, understanding, and 
compassionate nursing care with a focus on 
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encouraging treatment continuation after dis-
charge.                                                AN 
 
Megan P. Abate is an adult nurse practitioner at Memorial Sloan 
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