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Acute perioperative pain management in 
the current healthcare environment 

Objectives 

Identify changes in health care environment impacting anesthesia 
delivery and perioperative economics (PSH, ERAS) 

Benefits of perioperative acute pain management  

Resources and implementation of a regional block and acute pain 
management service 



No surprise: surgery tends to cause pain 
Yet....there is little planning. 



Perioperative surgical home 

PSH is a patient centered, innovative model of health 
care delivery during the entire patient surgical 
experience: from the time of the decision for surgery 
until the patient has returned to the care of his/her 
PCP 

PSH provides coordination of care throughout all 
clinical Microsystems of care and embeds the  above 
strategic principles into its framework 





 



PSH: individualized approach 

Clinical coordination before, during, after an acute 
surgical care episode 

Physician led, patient centric 

Adapted to facility, procedure, service line 

Integrated pain management 

Tailored to individual patient needs 



ERAS: standard practice for 
PSH 

Standardization, decreases variability 

Decrease lengths of stay and costs  

Improves outcomes 

Pain: important driver in ERAS/PSH 

Facilitate data collection and interdisciplinary team building an 
communication 

Anesthesiologist leadership 



ERAS: enhanced recovery after 
surgery 

Aim: improve patient outcomes and accelerate 
recovery after with benefits to: patients, staff, 
healthcare system, patient population treated 
with same available resources  

Maintain physiological function, an decrease 
surgical stress response 





Factors attenuating surgical stress 
response 

Subarachnoid block>epidural block 

Peripheral nerve blocks complete>partial 

Intrathecal morphine >> intravenous opiates 

What happens when neural blockade dissipate  

Continuation well into postoperative period 



Traditional perioperative pain 
management 

Decision to 
operate: 

minimal pre 
procedure 

planning  

Pre 
operative 
Variable 

expectation
s, some 

planning for 
opiate 

tolerant 
patients 

Intraoper
ative: 

provider 
choice, no 
protocol 

Postoperati
ve: surgeon 
control, few 
protocols, 
no handoff 

Post 
discharge:

variable 
support, 

ER 
admission
s for pain 



Goal: integrated perioperative 
continuum 

Seamless integration, protocol driven, yet 
individual patient centric approach 

PSH/ERAS 



Acute pain management guide 
ESTABLISH A MECHANISM FOR PREOPERATIVE 
ANALGESIA PLANNING  

Set expectations with the patient  

Adapt level of care: patient/procedure 

Determine: opiate us, addiction, chronic pain 

Determine expected course for postoperative 
pain 

Formulate a plan, and communicate it to the team 



APMS guide 

Preoperative medication: presets, specific  

Epidural analgesia: place before OR 

Regional analgesia 

PREOPERATIVE PLANNING IS 
CRITICAL 

REVIEW SCHEDULE,PLAN IN 
ADVANCE 

SEE PATIENT IN 
PREADMISSION CLINIC 

Build a process/ flow adapted to institute  



APMS guide 

Anesthetic management- protocol driven; include 
specifics for type of surgery/patient: ketAmine, 
lidocaine, adjuvants, local anesthetic, alpha 
agonists, etc 

Taylor anesthetic to expected postoperative 
course: target stage two for same day surgery 



High risk patients 

Morbidly obese 

Chronic pain 

Addiction 

Sleep apnea 

Chronic systemic disease 



Unmet needs in acute pain: you have 
to be there! 

80% of life is just showing up 

Difficult if you're stuck in the OR (lounge) 

24/7/365 coverage is a reality for acute care 
hospital based pain services  

Nurse staffed, physician and protocol driven 

There will be patients that don't meet pathway    



Planning for Acute Pain Management  

Nociceptive 

Visceral  

Neuropathic  

Inflammatory  

Muscle spasm  

Pain is multifactorial: treatment should 
rationally target all components. No single 
drug can adequately treat each of these... 

Pain is not a 
number 

Opiate is not best analgesic 



ASA 2012 guidelines for 
perioperative pain management  

Whenever possible, a multimodal analgesic 
approach should be employed 

Around the clock acetaminophen and selective 
or non- selective NSAIDs should be used 
routinely when possible  

Opioids become the supplemental treatment  



Practical approach to multimodal 
analgesia 

PREADMISSION: 

 

 

PREOPERATIVE (1-2 hours prior): celecoxib 200-
400mg, acetaminophen 1000 mg, prefab alin 75-100 mg. 

INTRAOPERATIVE: i.v. ketamine, lidocaine infusion  

SPECIAL 
CONSIDERATIONS: opiate 
tolerant, abuse, procedures amenable 

to epidural or regional 



Practical approach to multimodal 
analgesia 

Celecoxib 200mg q 12 h 

Pregabalin 75-150 mg q 12 h 

Acetaminophen 1000 mg q 6 h 

Ketamine infusion 24-48 hours until oral opioid conversion (opiate tolerant) 

Supplement with opioids IR, or I.V. PCA 

Early mobilization and PT 

Early nutrition, transition to orals   

POSTOPERA
TIVE: 



PACU 

With a well executed pathway, patient should 
arrive tomPACU relatively comfortable: 
optimize epidural/regional catheter, treat side 
effects, non-opioids first, lowest effect opioid 
dose 

Establish comfort before discharge  



Postoperative phase 

Is pain adequately controlled to permit early mobilization?  

Are there side effects limiting mobilization: motor block, nausea, 
pruritus, hemodynamics  

When can the patient tolerate oral intake? 

Constipation? Driver for increased length o stay... 

Proactive management: nurse driven at point of care 

Establish an early warning system when goals not met, prioritize 
rounds based on need. 



Post discharge: routine care 

Continue non-opioids around the clock  

Opioids as adjuncts: avoid large quantities, avoid 
combination products 

Continuous delivery of local anesthetic when 
possible: liposomal or catheter and pump 

Can be easily managed with a protocol 



Post discharge: complicated  care 

Chronic pain/opiate use 

 

 

Opioid abuse 

 

Require our care and team communication 

Non-opioids, no more than 5 days, 
transfer care to addiction 

management  

Avoid escalation beyond 
baseline, communicate with 
team, do opiate accounting 



Summary: structural and functional 
support  

Organizational support: hospital administrators, nursing therapists 

Physical space to allow for process and flow and follow up 

Staffing: physician available for rounds 365 

Nursing coverage around the clock  

Protocols and pathways 

Assessment and data collection tools for feedback and improvement 
initiatives  



SUMMARY  
Pain: a major determinant for:  

 

 

Process starts with design to operate and continues until,patient is 
functional in their baseline environment  

PSH is a partnership between anesthesiologists, surgeons, nurses, 
therapists, etc 

Anesthesiologists are best positioned to lead these cAre pathways 

-Patient satisfaction  
-Improved outcomes 

-reduced healthcare costs (LOS, ER, read mission) 



“PACU is not the finish line.” 

–Johnny Appleseed 


