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GUEST EDITORIAL

Today’s Certified Registered Nurse 
Anesthetist (CRNA) cares for a 
very different patient population 
than that of our predecessors; we 
are doing more complex surgi-
cal procedures, on older patients, 
with ever-increasingly complex 
comorbidities. When combined 
with a crisis of overuse of, over-
prescription of, dependence on, and 
tolerance to a class of mainstay anal-
gesic drugs, the result is the current 
predicament of administering 
anesthesia in the era of the opioid 
crisis. One of the fastest-growing 
groups of patients for whom we 
must tailor our anesthetics are those 
patients who have experienced or 
are currently experiencing opioid 
dependence. Opioid Use Disorder 
(OUD), the diagnostic term for opi-
oid addiction, adds another facet 
to the complex history of patients 
who will enter the operating room. 
Unfortunately for all anesthesia 
practitioners, the best practices 

for anesthesia care of the patient 
with OUD are extremely limited. 
Recommendations from profes-
sional organizations are lacking, 
the research to help drive evidence-
based practice is still in its infancy, 
and the resources for practice 
are only beginning to emerge. As 
leaders of the perioperative team, 
CRNAs can and should spearhead 
the movement to safely and effec-
tively care for this growing group of 
patients.

Opioid misuse is estimated 
to affect more than 2 million 
Americans1 and is pervasive and 
costly, accounting for nearly 100 
deaths per day in the United States.2 
Given that opioid analgesics are a 
common component of anesthe-
sia, how can we deliver safe and 
effective care to those who are in 
drug-free remission? This editorial 
will not only provide a background 
of this disorder, but also focus spe-
cifically on recommendations and 

guidelines available to the anesthe-
tist on the appropriate course of 
care for the surgical patient popula-
tion with OUD.

Review of the Literature
OUD is a specific class of substance 
use disorder that exhibits unique 
characteristics that can influence the 
predisposition for, and course of, the 
disease. Factors contributing to the 
etiology of OUD range from genetic, 
pharmacologic, environmental, 
developmental, and other psychiatric 
comorbidities.3 While it is outside the 
scope of this editorial to discuss all 
factors that contribute to the devel-
opment and maintenance of OUD, 
a brief history of the pharmacologic 
and environmental contributions to 
this disease process can be traced to 
the very healthcare system charged 
with caring for these patients.

The opioid crisis of today began 
over 30 years ago, when the general 
sentiment of American healthcare 
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became concerned with the under-
treatment of pain. This resulted 
in well-intended efforts to treat all 
types of pain more aggressively, 
including treatment with a liberal 
dose of potent analgesics.4 The 
healthcare consumer demanded 
better pain management, and in 
the midst of inaccurate claims of 
decreased addiction potential with 
opioids, professional organizations 
revised national analgesic guidelines 
to advocate for their use. Major 
healthcare systems mandated pain 
be assessed and treated with every 
patient interaction (widely regard-
ing pain as “the fifth vital sign”).5 
Recognizing a new indication for 
opioids, the pharmaceutical industry 
pushed for greater opioid consump-
tion through incentivized programs; 
increased development of stronger, 
long-acting opioid formulations; and 
downplayed their products’ potency 
and dependency potential. The 
Joint Commission furthered opioid 
prescribing as a national healthcare 
priority when it introduced stan-
dards of care that directly tied pain 
management to hospital accredita-
tion. The Centers for Medicare and 
Medicaid Services (CMS) elevated 
pain management to new heights 
when it began including pain in 
the patient satisfaction surveys 
(HCAHPS) tied to remuneration.6 All 
these directives merged to encour-
age practitioners to over-prescribe 
and advocate for a class of drug that 
was misunderstood to be a benign 
form of analgesia. The availability of 
opioids skyrocketed over the next 
several decades. As such, it is no 
wonder that individuals predisposed 
to OUD ran headfirst into a potent 
situation of both pharmacologic and 
environmental triggers. We now find 
ourselves in a nationwide pandemic 
where according to the latest data 
from the National Survey on Drug 
Use and Health (NSDUH), nearly 1 
in 7 Americans is reported to have 
misused prescription opioids at some 
point in their life.7

The Diagnostic and Statistical 

Manual of Mental Disorders-V (DSM-
V)8 defines OUD as a problematic 
pattern of opioid use leading to 
clinically significant impairment 
or distress, manifested by at least 2 
qualifying features within a 1-year 
time frame. Some of the features 
highlighted in the diagnosis of OUD 
include those individuals ingest-
ing opioids in larger doses over a 
longer-than-intended period of time; 
a persistent desire or unsuccessful 
effort to cut down or control opi-
oid use; a great deal of time spent 
obtaining, using, or recovering from 
the effects of opioids; recurrent use 
of opioids that results in a failure to 
fulfill obligations at work, home, or 
school; and persistent or recurrent 
social or interpersonal problems 
caused or exacerbated by the effects 
of opioids. A complete list of OUD 
qualifying features can be found 
at https://pcssnow.org/wp-content/
uploads/2014/02/5B-DSM-5-Opioid-
Use-Disorder-Diagnostic-Criteria.pdf.9

In addition to the behavioral fea-
tures highlighted above, the DSM-V 
diagnosis of OUD also recognizes 
physiologic indicators such as toler-
ance and withdrawal.8 The CRNA 
must be cognizant that caring for an 
individual with OUD may require 
drastic changes in the anesthetic 
plan to accommodate altered physi-
ology. Patients with opioid abuse 
histories often exhibit tolerance to 
the analgesic effects of opioids,10 
leading to increasing opioid require-
ments throughout the perioperative 
course. Withholding opioids or 
inadequate dosing can result in the 
emergence of withdrawal symp-
toms and decreased hemodynamic 
stability. Patients with OUD may 
exhibit hyperalgesia (an increased 
sensitivity to painful stimuli) caused 
by central sensitization to the 
neurotransmitters glutamate and 
substance P11 or may report signs 
of allodynia (a painful sensation 
to nonpainful stimuli) as a result 
of N-methyl-D-aspartate (NMDA) 
receptor agonism,12 making pain 
management and hospital discharge 

difficult. Thus, the complications 
arising from OUD are not limited 
to the psychosocial aspects of care; 
rather, due to neurophysiologic 
adaptations, OUD can present a 
serious management quandary for 
the CRNA in the operating room.

An additional concern for the 
anesthesia provider extends far past 
surgery or the anesthetic: all anes-
thesia practitioners should be highly 
concerned about relapse in the OUD 
population who are not receiving 
medication-assisted therapy (metha-
done, buprenorphine, naltrexone). 
Relapse among ex-abusers is stag-
geringly high, with rates of over 
90% reported in the literature.13 
Extremely worrisome is the rate of 
lethal overdose that can occur during 
a relapse, which may be related to a 
loss of tolerance after having been 
opioid-free for a period of time. Of 
the over 47,000 accidental overdose 
deaths that occurred in 2014, nearly 
61% involved overdose with an opi-
oid.14 Relapse can occur secondary 
to myriad individual or collaborative 
factors including emotional or physi-
cal distress/stress (including pain), 
exposure to precipitating cues, and 
exposure or re-exposure to the drug 
itself.15 Both surgery and anesthesia 
involve all the aforementioned pre-
cipitators of relapse and thus should 
be anticipated and mitigated when 
caring for a patient with OUD. The 
following recommendations offer 
CRNAs a comprehensive plan for 
the complete perioperative care of 
the patient with OUD in recovery, 
and not receiving maintenance 
methadone, buprenorphine, or nal-
trexone therapy.

Discussion of Perioperative 
Recommendations
The delivery of anesthesia care 
to a patient in drug-free recovery 
from OUD must include the risk 
for relapse as a primary guiding 
principle integrated seamlessly into 
every aspect of the perioperative 
experience. Recently, a program 
known as ComfortCare was devel-
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oped through the incorporation 
of many principles gleaned from 
studies examining the care of 
patients recovering from OUD.16 
The recommendations found in the 
ComfortCare model can be used as 
a template by nurse anesthetists to 
ensure that the key players in every 
phase of OUD care are appropriately 
engaged and involved.
• Preoperative Screening and 
Education
A key principle in ComfortCare is 
the identification of the patient at 
risk before the planned procedure. 
One advocated strategy is to screen 
patients for a history of substance 
misuse and recovery status in the 
preoperative anesthesia clinic (PAC) 
setting.16 For patients with OUD 
who will not be seen in the PAC, 
surgeons and proceduralists should 
be educated about the importance 
of conveying this diagnosis to the 
anesthesia practitioner in the pre-
procedure period so that it can 
be immediately addressed. Such 
patients may also be contacted by 
the anesthetist well ahead of the 
scheduled procedure by telephone 
to discuss options. A patient with 
OUD may present to the anesthesia 
provider in 1 of 4 general stages,17 
each with unique considerations:

1. Acutely intoxicated, not in 
treatment, or in acute withdrawal

2. In early treatment
3. Receiving medication-assisted 

therapy (MAT)
4. In drug-free recovery
For the purposes of this edito-

rial and based on the ComfortCare 
model, only the perioperative man-
agement of the patient in stage 4, or 
full drug-free recovery, will be dis-
cussed in the following sections.
• Formulating the Anesthesia Care 
Plan
A thorough preoperative assess-
ment with careful attention to the 
patient’s history of OUD is para-
mount to the development of an 
appropriate anesthetic plan. On 
the basis of national guidelines for 
the treatment of addictive disease 

states, the nurse anesthetist will 
find it useful to consider OUD as 
a bio-psycho-social-spiritual ill-
ness and will shape the plan of care 
accordingly.18 The patient should 
be included as a full partner in 
this planning process and careful 
consideration provided for con-
cerns about pain management and 
anesthesia options. A history of 
comorbid mental illness, effective 
treatment, and counseling should 
be assessed and mental health pro-
fessionals consulted as indicated. 
It is of foremost importance to 
assess the degree of risk for relapse 
of OUD; length of recovery cor-
relates negatively with relapse risk, 
whereas the number of relapses 
positively predicts risk.19 Past 
causes of relapse identified by the 
patient should be explored, antici-
pated, and avoided. The importance 
of patient engagement with sources 
of social and psychological support 
cannot be overemphasized as the 
patient deals with the stress of the 
planned intervention. The patient 
should be required to engage with 
recovery resources such as 12-step 
programs, supportive friends and 
family, or psychological counsel-
ing throughout the perioperative 
period and beyond.

The patient should be comfort-
able with the plan of care, and a 
written plan or contract may be use-
ful in some instances to reassure the 
patient of the careful consideration 
given to the history of OUD and its 
management. Planned management 
of pain should be clearly agreed 
upon between patient and provider, 
including tolerable pain levels, and 
indications for use of opioid drugs. 
An important component of this 
process is communication with the 
post-anesthesia care unit (PACU) 
staff to prevent needless administra-
tion or withholding of necessary 
medications.16

• Management of Anesthesia and 
Analgesia
To minimize the potential for 
relapse, exposure to opioids should 

be limited when possible, while 
ensuring pain is adequately man-
aged. The planned surgery may 
dictate the type of anesthesia 
that can be offered to the patient, 
although there are usually opioid-
sparing options even for the largest 
and most invasive procedures. 
General, regional, monitored anes-
thesia care (MAC), or a combination 
of techniques can all be safely 
used in patients with OUD. The 
ComfortCare model provides a guide 
for the anesthetist providing care to 
patients with OUD in the form of 
the ComfortSafe Pyramid (Figure). 
The pyramid emphasizes a multi-
modal approach to anesthesia and 
analgesia and suggests beginning 
with opioid-free techniques when-
ever possible. Utilization of local 
anesthetic infiltration, which may 
include regional or neuraxial blocks 
when indicated, encompasses the 
first level of recommendations and 
is associated with improved peri-
operative analgesia and decreased 
postoperative opioid use.16,20

A variety of effective non-
opioid medications can be used 
perioperatively to reduce the need 
for opioid administration.20 These 
include nonopioid analgesics, anti-
inflammatories, alpha-2 agonists, 
antidepressants, anti-epileptics, 
caffeine, and NMDA-antagonist 
medications (Table). These adju-
vant medications are consistent with 
ComfortSafe Pyramid indications 
for preemptive analgesia and should 
be continued into the postoperative 
period.16 Continuous infusions of 
ketamine, lidocaine, and/or esmo-
lol have also been used with a high 
degree of success in reducing post-
operative opioid use.20 Finally, in 
accordance with the patient’s wishes 
and clinical indications, judicious use 
of intra- and postoperative opioids 
are provided within the context of a 
well-constructed management plan.16

• Care in the Post-Anesthesia Care 
Unit
The ComfortCare model stresses 
the importance of care plan con-
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tinuity into the PACU, which will 
require thorough communica-
tion and possibly re-education of 
nursing staff to enable them to 
understand and support the patient 
appropriately.16 Whenever possible, 
this communication should occur 
before PACU arrival and should 
include well-defined parameters for 
acceptable levels of pain, as well as 
for planned and appropriate treat-
ments. Medication administration 
should be judicious, not automatic, 
and done in conjunction with the 
patient’s actual needs or requests 

and according to plan. The PACU 
team should also be prepared and 
willing to employ other means of 
comfort to the patient during this 
time. Myers and Compton16 identify 
additional pain relief modalities that 
have shown good efficacy such as 
applications of cold and heat, mas-
sage, acupuncture, guided imagery, 
deep breathing, music, family pres-
ence, and animal therapy.

Discharge Planning for Con-
tinued Support of Recovery
Postoperative care does not end 

at discharge from the PACU or 
home, and for patients with OUD 
this period becomes critical. The 
multidisciplinary healthcare team 
should meet and be involved in 
developing a discharge treatment 
plan. Patients should be encour-
aged to engage recovery resources 
and communicate regularly with 
healthcare providers to discuss 
progress or concerns. Continued 
use of nonopioid medications 
should be encouraged, and if opioid 
medications are prescribed for this 
period, they should be in short-term 

Figure.  ComfortCare Pyramid. 
Abbreviations: MAC, monitored anesthesia care; PACU, post-anesthesia, care unit; PO, by mouth. Adapted from Myers J, Compton P. 
Addressing the potential for perioperative relapse in those recovering from opioid use disorder. Pain Med. 2017, Nov 22, p 3.
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deliver a safer and more comfortable 
anesthesia experience.
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amounts with a return strategy for 
any unused supply.16 Finally, a res-
cue plan should be in place in case 
patients do experience relapse or 
develop difficulty during their post-
operative course.

Conclusion
As opioid use and abuse continue 
in the United States, anesthesia pro-
viders will undoubtedly encounter 
patients with OUD. As leaders of 
the perioperative team, CRNAs are 
under a moral and professional obli-
gation to manage and coordinate 
the care of patients with OUD in an 
ethical and evidence-based manner. 
The ComfortCare model illustrates 
one of the latest advancements 
in care for patients in drug-free 
recovery and can serve as a tem-
plate for anesthesia practitioners. 
We cannot afford to be complacent 
about the anesthesia care for these 
patients because relapse can be fatal. 
Individualized care for patients with 
OUD is essential and requires dili-
gence, creativity, and patience as we 
discover and implement a care plan 
conducive to safe surgical recovery. 
Do not let alarmingly high relapse 
rates be a part of your patient’s 
story; we owe it to these patients to 
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