
Recommendations for perioperative pain
medicine focusing on structures, processes,
and organisation
Benno Rehberga, b, Tobias Schneiderc, Ulrike Stamerd, e

a Division of Anaesthesiology, Department of acute care medicine, Geneva University Hospitals; b Department of an‐
aesthesiology, pharmacology, intensive care and emergency medicine, Faculty of Medicine, University of Geneva,
Switzerland ; c Pain Unit, Clinic for Anesthesia, Intermediate Care, Prehospital Emergency Medicine and Pain Therapy,
University Hospital Basel, Basel, Switzerland; d Department of Anaesthesiology and Pain Medicine, Inselspital, Bern
University Hospital, University of Bern, Bern, Switzerland; e Department for BioMedical Research, University of Bern,
Bern, Switzerland

Summary
This article presents a comprehensive overview of perioperative pain medicine based on recently
published recommendations by the Swiss Society of Anaesthesiology and Perioperative Medicine
(SSAPM). As it has long been known that improvements in postoperative pain management de‐
pend more on organisational structures than on new drugs or techniques, these recommendations
focus on the structures and processes of perioperative pain management. The introduction of
Acute Pain Services (APS) by anaesthesiology departments in the 1980s marked significant pro‐
gress. However, APS coverage remains limited and inconsistent across institutions, often lacking
sufficient resources.
To address these gaps, the SSAPM convened a multiprofessional expert group to develop structur‐
al and procedural recommendations. Key structural recommendations emphasise the necessity of
interdisciplinary and interprofessional collaboration, with jointly developed and signed protocols
between surgical and pain services to clarify responsibilities and prevent care gaps. Hospitals are
urged to maintain written, evidence-based standard procedures for multimodal pain management
tailored to local conditions. The availability of qualified personnel for pain management is also a
key recommendation.
Process recommendations highlight the importance of multidisciplinary, multiprofessional ap‐
proaches and seamless communication between personnel involved in perioperative care, pa‐
tients, and external care providers. Preoperative patient education, the identification of individuals
at risk for complex pain trajectories or chronic postsurgical pain (CPSP), and structured follow-up
are essential components. The continuum of care from inpatient to outpatient settings is another
key element. Overall, these recommendations aim to standardise and define perioperative pain
management as a core element of modern perioperative medicine.

Introduction
As early as 40 years ago, it was recognised that despite the introduction of new analgesic drugs
and techniques, postoperative pain management had not substantially improved for many patients
due to the lack of adequate organisational structures [1]. Various studies have shown that the per‐
centage of patients with severe postoperative pain remains high [2]. In addition, focusing on pain
intensity alone has been shown to be insufficient for adequate postoperative pain management [3–
5]. Insufficient postoperative pain control was considered to be due to a lack of experience, time,
and staffing required to care for patients with pain. Furthermore, there was often no competent
surgeon available on the ward for back-up or to prescribe the necessary medication [6].

In 1985, departments of anaesthesiology first introduced Acute Pain Services (APS) into pa‐
tient care; these services were welcomed enthusiastically and considered an exciting new oppor‐
tunity [7, 8]. Many institutions have followed and implemented APS, in most cases by anaesthesiol‐
ogists with an interest and expertise in the field. However, only a minority of patients were cared
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for by APS teams, as they focused on major surgical procedures for which more sophisticated an‐
algesic techniques, such as PCA and neuraxial or peripheral regional analgesia, were provided [5,
9–13].

Considerable variation in the availability, function, and quality of APS has been reported,
and patient care varies among different health care systems, hospital sizes and structures, the sur‐
gical spectrum, and, not least, economic constraints [5, 9–13]. Thus, overall improvement in the
quality of pain management has been questioned or has been less than anticipated [14, 15]. APS
has often been only a self-defined label, with no standardised criteria that have to be met.

Meanwhile, the original concept of APS providing postoperative analgesia has been expan‐
ded. It is well recognised that multidisciplinary approaches – involving all health care providers,
physicians, nurses, and physiotherapists on the ward, and, if available, specialised pain services –
are essential to improve outcomes for patients, specifically among those at risk of poorly control‐
led perioperative pain. This implies that caregivers outside the department of anaesthesiology
must have sufficient knowledge not only of analgesic therapy for acute postoperative pain but also
of the risk of developing chronic pain after surgery. The overall management of pain before and
after surgery is referred to as “perioperative pain medicine”.

To enhance awareness outside the field of anaesthesiology, this article summarises and
comments on the current recommendations on perioperative pain management as one key factor
in the emerging field of perioperative medicine. The recommendations were developed by a Swiss
expert group of anaesthesiologists, pain specialists, and pain nurses [16].

Methods
The organisation of perioperative pain management requires an adequate structural foundation as
well as appropriate processes, and recommendations have been made for both. The recommenda‐
tions were developed by a group of 16 experts in perioperative pain medicine who were members
of the Acute Pain Interest Group and the Commission for Pain Medicine and Palliative Care of the
Swiss Society of Anaesthesiology and Perioperative Medicine (SSAPM) on behalf of the SSAPM
board. The reporting of the recommendations followed the RIGHT statement for reporting items for
practice guidelines in health care [17]. Items were selected based on existing evidence, guidelines,
and recent publications, such as those of other European countries [6, 9, 18–21]. No new systemat‐
ic review was carried out. For the structural recommendations, a two-round Delphi process was
used. The experts voted on the strength of each recommendation:

A “strong recommendation” (or “must”) indicates that at least 75% of the experts voted for
a strong recommendation.

A “recommendation” (or “should”) indicates that more than 25% but less than 75% of the
experts voted for a strong recommendation.

An “open recommendation” (or “can”) means that less than 25% of the experts voted for a
strong recommendation.

In the text that follows, the strength of the recommendation is indicated by the following
wording: strong recommendation, or “must”; recommendation, or “should”; and open recommenda‐
tion, or “can”, all marked in bold.

The process recommendations were adapted from the pre-existing literature without defin‐
ing a strength of recommendation, as optimising processes is independent of the size and re‐
source availability of individual institutions. The final structural and procedural recommendations
were subsequently reviewed and endorsed by the board of the SSAPM before publication on the
SSAPM website [16].

Structural recommendations

Organisation
The recommendations emphasise the necessity of interdisciplinary and interprofessional coopera‐
tion for perioperative pain management, including all departments and health care professionals in‐
volved (physicians, nurses, andphysiotherapists).

The majority of patients experiencing postoperative pain are cared for by the staff of the
surgical wards, while only a minority receive care from a dedicated pain service. However, sur‐
geons and ward nurses have limited resources for pain management. As a consequence, it is
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strongly recommended to establish jointly developed, written and signed agreements between
surgical departments and the pain service that detail responsibilities of all partners to avoid con‐
flicts and gaps in therapy. Furthermore, it is strongly recommended that all hospitals implement
common written standard operating procedures (SOPs) for pain management, developed jointly by
health care providers from the surgical and anaesthesia departments. These should be founded on
evidence-based international recommendations [22, 23] and adapted to local conditions.

Dedicated personnel and training
To provide adequate perioperative pain management, qualified personnel are required. Thus, a
strong recommendation was made for the availability of designated qualified medical and nursing
staff with reserved time contingents for perioperative pain management. The consensus was that
the head of the perioperative pain service should be well trained in pain medicine. A strong rec‐
ommendation was made that the position be held by a consultant board-certified anaesthesiolo‐
gist who has at least basic training in pain medicine, such as the SPS pain specialist certificate is‐
sued by the Swiss Pain Society (SPS). In large (A1) hospitals, the equivalent of the SSIPM certifi‐
cate issued by the Swiss Society of Interventional Pain Medicine (SSIPM) is recommended. It was
also specified that the head of the perioperative pain service must have overall responsibility to en‐
sure that the pain service has a clear organisational structure.

For the nursing personnel of the perioperative pain service, training as either an anaesthesia
or pain nurse is strongly recommended. If nurses are not trained as pain nurses, they should have
at least basic training in pain medicine, such as the SPS pain specialist certificate (or equivalent).
In larger hospitals, the employment of an advanced practice nurse (APN) may also facilitate the co‐
ordination of organisational tasks and perioperative management for patients with a complex pain
history, severe comorbidity, or the need for long-term hospitalisation with pain as a leading symp‐
tom.

A strong recommendation was made for regular (at least weekly) meetings of the pain
service team to discuss and communicate patient-related problems. Furthermore, regular (at least
monthly) meetings of the pain service are recommended to discuss organisational problems.

Availability
Patients with acute pain must be cared for around the clock. Physicians and nurses of other disci‐
plines must know how to reach the perioperative pain service at any time. Therefore, it is strongly
recommended that a reference person for pain management is available 24/7 and has dedicated
contact information that is visible to all disciplines and professions within the hospital. The experts
suggested that, outside of working hours, a board-certified anaesthesiologist be responsible for
pain management and that at least one physician with specialist training in pain medicine be availa‐
ble either as an in-house or on-call physician. However, the panel acknowledged that not enough
physicians with training in pain medicine are currently available in Switzerland. Therefore, the
strength of this recommendation was left open. Nonetheless, it is recommended that any physi‐
cian responsible for the perioperative pain service during on-call hours should have undergone at
least a 2-month rotation in a perioperative pain service. Consequently, all anaesthesiologists in
training should have a scheduled rotation in a perioperative pain service.

Assessment of pain-related patient-reported outcomes and documentation
The perioperative pain service must collaborate with all surgical departments, and all information
about patients should be shared with other departments. The assessment of pain severity must
consider the multidimensionality of pain to reflect the now well-established biopsychosocial contri‐
bution to the phenomenon of pain. Thus, focusing solely on pain intensity is no longer sufficient.
Pain-related physical (surgery-specific) and affective interference are important variables that in‐
fluence recovery after surgery and must be measured and documented (strong recommendation).
These pain-related patient-reported outcomes (PROs) and their measures (PROMs) as well as pos‐
sible treatment-related side effects must be assessed at least once per shift (strong recommenda‐
tion). In patients with insufficient analgesia and/or with changed analgesic treatment, additional as‐
sessment may be necessary depending on the patient’s status.

The documentation must include the patient’s diagnosis and current therapy, basic analge‐
sics prescribed, including rescue medication, as well as pain intensity at rest and during activity
(movement). In case of additional intravenous, peripheral, or neuraxial regional techniques, pump
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settings, patient-controlled analgesia (PCA) parameters, the number of PCA demands and deliv‐
ered boluses, as well as total 24 h consumption and additional rescue medication must be docu‐
mented.

It is strongly recommended that hospitals have an electronic documentation system in
place, with information accessible to all disciplines and professions.

Teaching and education
Hospitals should implement regular training courses in pain management for surgical teams (sur‐
geons, nurses,and physiotherapists). These should be institutionalised and made mandatory on a
regular basis (recommendation). Anaesthesiologists involved in pain therapy should cooperate in
providing such education.

Furthermore, the panel strongly recommended that personnel of the pain service partici‐
pate in at least 3 hours of continuing medical education related to pain management each year.

Process recommendations
Whereas structures describe the environment in which care is delivered (including personnel, or‐
ganisational characteristics, and resources), processes describe how care is provided to patients
in daily clinical routine, how personnel interact with patients, and how the cooperation of different
disciplines and professions works.         

Pain management is a multidisciplinary, multiprofessional approach that must be regularly
reinforced and updated. Only a well-coordinated interplay between structures and processes can
lead to overall favourable patient outcomes and positively impact population health. For patients at
risk of chronic postsurgical pain, it is especially important to ensure a continuum between inpatient
and postoperative outpatient pain management. Clearly defined processes between institutions
and primary care providers are mandatory to prevent the transition to chronic pain.

The published recommendations do not specify the internal organisation of the periopera‐
tive pain service. Depending on the size and organisation of the hospital, rounds may be per‐
formed by nurses only or may be supervised by a pain physician or a dedicated physician. By con‐
trast, the recommendations focus on interdisciplinary collaboration within and outside the hospital
to guarantee a continuum of care concerning pain management.

Interdisciplinary collaboration
Similarly, surgeons and anaesthesiologists should cooperate in the follow-up of patients at risk us‐
ing surgery-specific functional recovery protocols and multidimensional pain evaluations. This col‐
laboration can be organised, for example, as regular interdisciplinary meetings and case discus‐
sions.

Collaboration, of course, is not limited to surgeons and anaesthesiologists. Often, a continu‐
um of care is absent between inpatient and outpatient pain management. However, such a continu‐
um of care is crucial for the follow-up of patients at risk of chronic pain and should include the pri‐
mary care provider (family physician) and – depending on the patient’s needs – an outpatient pain
specialist, physiotherapist, and psychologist. To enhance this collaboration between caregivers in‐
side and outside the hospital, the development of common pathways in the prevention, documen‐
tation, and treatment of pain is proposed [26].

Patient information and education
As mentioned above, preoperative contacts with the patients by surgeons and anaesthesiologists
should be used to provide information regarding analgesic treatment options, including non-phar‐
macological treatment approaches, and possible adverse events and risks. This includes patient
education on the goals of analgesic therapy, assessment of pain and function, and the setting of
realistic treatment expectations. Discussion with the patient should encourage self-efficacy and be
based on shared decision-making.
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Table 1: 

Identification of patients at risk for complicated pain management and chronic pain
Unfavourable pain-related outcomes after surgery include severe acute pain with difficult postop‐
erative pain management, delayed patient mobilisation, insufficient compliance with physiotherapy,
and, in the long run, chronic post-surgical pain (CPSP) or other chronic pain [27]. Patients at risk of
an abnormal pain trajectory must be identified, ideally before surgery, closely monitored periopera‐
tively, and followed up after discharge (table 1).

Risk factors for problematic pain management and unfavourable pain outcomes after surgery – either problematic
acute pain (A), chronic pain after surgery (B), or prolonged opioid use after surgery (C) [28–33].

Patient-related risk factors (can be assessed preoperatively) For outcome
Patient-related factors Younger (adult) age  A, B, C

Female sex  A, B

Pre-existing chronic pain (surgical site or elsewhere) A, B, C

Opioid medication before admission A, B

History of substance use disorder C

Sleep disturbance  B

Low socioeconomic status B

Psychological factors Pain catastrophising,  A, B

Low self-efficacy/helplessness A, B

Expected pain  A, B

State and trait anxiety  A, B

Depression  A, B, C

Intraoperative risk factors
Type of surgery (already known before
surgery)

Limb amputation B

Spine surgery

Arthroplasty

Mastectomy

Thoracotomy

Trauma surgery

Open abdominal surgery

Hernia surgery

Surgery-related risk factors Extended, traumatic surgery B

Revision surgery, repeated surgery

Intraoperative nerve injury

Postoperative risk factors   
Patient-related High analgesic demands B

Severe pain on mobilisation

Disease-related risk factors Examples: adjuvant cancer therapy (radiation, chemotherapy) B

After surgery, an abnormal pain trajectory indicating a potential chronification may be signalled by
several parameters, which should be monitored manually (by chart review and patient visits in co‐
operation with surgeons, ward nurses, and physiotherapists) or automatically (by alerts in an elec‐
tronic patient data management system):

Unusually high acute pain scores on the first postoperative day
Pain scores not decreasing during hospitalisation
Patient not performing physiotherapy as scheduled (after having ruled out insufficient pain
therapy as a reason)
Abnormally high use of on-demand pain medication
Patient discharged with opioids, if not pre-planned by a fast-track protocol.

Unfavourable outcome of chronic pain after surgery
Chronic pain is associated with increased pain-related physical and affective interference, discom‐
fort, and distress. With the launch of the 11th version of the International Classification of Diseases
(ICD-11) by the World Health Organisation in 2022, chronic pain is now recognised as a disease
rather than merely a symptom [34]. The ICD-11 emphasises the multifactorial dimensions of chron‐
ic pain, with biological, psychosocial, and social factors contributing (Box 1). This also involves a
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multidimensional assessment of pain, which is not limited to pain scores but also covers pain-rela‐
ted physical and psychological impairment as well as psychosocial factors [27]. In the past, defini‐
tions of chronic postsurgical pain were heterogeneous, and many previous studies did not clearly
differentiate between different types of chronic pain after surgery [27]. The ICD-11 now provides a
clear-cut definition of CPSP that enables improved communication and more targeted pain man‐
agement (Box 1). It is discussed as a major health care problem significantly influencing patients’
quality of life. Preventive measures of CPSP are being discussed; however, a general recommen‐
dation for prophylaxis is not possible at the moment, with the exception that an excellent perioper‐
ative multimodal analgesia and a regional technique, when indicated, should be performed [33].
However, early detection of an unfavourable pain trajectory in the subacute phase or new (neuro‐
pathic) pain in the surgical area and/or associated dermatomes should be cause for re-evaluation
and consistent multidisciplinary treatment, preferably by pain specialists at a pain centre or a tran‐
sitional pain service [9, 33].

Definitions of chronic pain and chronic postsurgical pain from ICD-11

ICD-11 Definition of chronic pain [35]
Pain is an unpleasant sensory and emotional experience associated with, or resembling that
associated with, actual or potential tissue damage.
Chronic pain is pain that persists or recurs for longer than 3 months. Chronic pain is multifac‐
torial: biological, psychological, and social factors contribute to the pain syndrome.

ICD-11 Definition of chronic postsurgical pain CPSP (ICD-11 second-level coding) [35]
Chronic pain developing or increasing in intensity after a surgical procedure and persisting be‐
yond the healing process, that is, at least 3 months after surgery.
The pain is either localised to the surgical field, projected to the innervation territory of a nerve
situated in this area, or referred to a dermatome (after surgery/injury to deep somatic or vis‐
ceral tissues).
The pain persists for at least 3 months after the initiating event.
Other causes of pain, including infection, malignancy, etc., must be excluded, as well as pain
continuing from a pre-existing pain problem. Depending on the type of surgery, CPSP may of‐
ten be neuropathic pain.

In a third coding level of the ICD-11, one can distinguish between CPSP after herniotomy, amputa‐
tion, mastectomy, thoracotomy, hysterectomy, arthroplasty, and spinal surgery. Here, it is men‐
tioned that if the pain continues from a preoperative condition, either the intensity or the pain char‐
acteristics must be different from the preoperative status.

Opioids and opioid stewardship
A postoperative gradual reduction in the opioid dose used for postoperative analgesia should be
started as early as possible to prevent long-term opioid medication with possible related harm
[36]. The general aim is patient discharge without any opioid medication. In the case of discharge
with opioids, it is recommended that written and oral patient information on how to taper analge‐
sics be given and explained to the patient. In addition, written recommendations on dosing and ta‐
pering of analgesics and co-analgesics should be provided to the general practitioners or doctors
responsible for further care.

Patients receiving preoperative opioid therapy highlight the importance of interdisciplinary
collaboration, as they are at increased risk of adverse postoperative outcomes [37]. There is con‐
sensus that opioid tapering must be started well before surgery, although optimal timing remains
undefined [38].

In patients in whom preoperative opioid tapering is not possible, special attention is required
to avoid accidental interruption of therapy and possible opioid withdrawal during the hospital stay.
Independent of a pre-existing long-term opioid medication, additional postoperative analgesia
must be carefully planned and should be non-opioid-based analgesia (e.g. regional analgesic tech‐
nique) whenever possible. Written SOPs should be in place to manage these patients.

New long-term opioid medication due to chronic pain after surgery is discussed as one rea‐
son for the North American opioid crisis, with prescription practices of physicians contributing con‐
siderably. In Europe, opioid prescriptions in general have also increased; however, an opioid epi‐
demic specifically induced by long-term opioid use due to CPSP has not been substantiated in
Switzerland to date [39, 40].
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Table 2: 

Hospital-specific standards of perioperative pain management
The recommendations emphasise that hospital-specific standards (SOP/guidelines for periopera‐
tive pain management) should be jointly developed and implemented by all disciplines and profes‐
sions. These should include standards for pain management based on a multimodal analgesic con‐
cept (see table 2 as an example) based on up-to-date guidelines (e.g. those of ANZCA [22] and
ESRA - PROSPECT [23]).

Multimodal perioperative analgesia. Contraindications of the drugs and possible drug interactions should always be
considered. (i.v.: intravenous).

Loco-regional anaesthesia: use whenever
possible!

Neuraxial analgesia, particularly epidural catheters for extended abdominal/thoracic surgery

Truncal blocks such as TAP-block, PEC-block, paravertebral block

Peripheral nerve blocks (“single shot”)

In select cases, peripheral nerve or plexus catheters with continuous administration

Wound infiltration if no block is indicated or possible

Systemic analgesia Basic analgesia with one to two different groups of non-opioid analgesics in sufficient daily
doses: NSAIDs or Cox2-inhibitors, metamizole, paracetamol

If indicated: short-acting opioids, including oral patient-controlled analgesia (PCA) or, in cases of
contraindications to the oral route, i.v. PCA

Co-analgesics – cave: use only for specific
indications, the evidence is weak for most
types of surgery!

Intraoperative i.v. dexamethasone as antiemetic and co-analgesic (for analgesic effects, at least 8
mg i.v. given in a timely manner for a delayed effect)

i.v. ketamine (intraoperatively or by acute pain service)

i.v. lidocaine (intraoperatively or by acute pain service)

Others (e.g. gabapentinoids, antidepressants, α2-agonists)

Physical treatments Early mobilisation/ambulation

Physiotherapy

Physical measures such as cold packs and positioning

Acupuncture, either for treatment of pain or for PONV

TENS

Psychological interventions – note: should
start preoperatively whenever possible

Patient education (ideally for all patients)

Reduction of fear and anxiety (e.g. by hypnosis)

Specific short interventions for patients with pain catastrophising, low self-efficacy

Treatment of depression

Non-opioid analgesics should be the basis of analgesic therapy. They should be given at regular
time intervals and in sufficient daily doses (table 3). The analgesic potency of NSAIDs/Cox-2 inhib‐
itors and metamizole is considered to be higher than that of paracetamol, which, by contrast, prob‐
ably has the lowest risk of severe side effects, as long as it is not overdosed.

A combination of two different classes of non-opioid analgesics, such as an NSAID/COX2
inhibitor (e.g. ibuprofen, ketorolac, or celecoxib) with metamizole or paracetamol, is recommended
in cases of moderate to severe pain. Non-steroidal analgesics should be used with caution in pa‐
tients with renal impairment, severe cardiopathy, or gastrointestinal ulcers (reduce dose or avoid).
In cases of risk of gastrointestinal ulcers, COX2 inhibitors are preferable, and/or a proton pump in‐
hibitor such as omeprazole.

Doses of non-opioid analgesics should be reduced in patients with comorbidities, older age,
and a body weight of <50 kg (refer to specific drug information). Whenever possible, the oral route
should be preferred. For tapering of analgesics, opioids should be reduced and discontinued first,
followed by non-opioid analgesics.
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Table 3: Examples of non-opioid analgesic regimens. General recommendation: treatment should be administered at the lowest
effective dose and for the shortest duration possible, tailored to the individual needs of the patient.

Substance Initial dose (mg) Dosing interval (hours) Maximum daily dose (mg) Maximum duration of use (from manufacturers’ instructions)
Oral administration
Paracetamol 1000 6 4000  

Ibuprofen 400-800 6-8 2400  

Celecoxib 200 12 400 Shortest time possible

Diclofenac 50-100 12 150  

Metamizole 1000 4-6 4000 Depending on type and severity of disease

Etoricoxib 60-90 (1 mg/kg) 24 60-120 Shortest time possible

i.v. administration
Ketorolac i.v. 10-30 8 90 2 days

Dexketoprofen i.v. 50 (6) 8-12 150 Short term, no longer than 2 days

Ibuprofen i.v. 400-600 6-8 1200 Shortest time possible, no longer than 3 days

Metamizole i.v. 1000 4-6 5000 Depending on the type and severity of the disease

Paracetamol i.v. 1000 6 4000 Short term

Discharge management and transition to outpatient care
Patients are often followed up after hospital discharge by surgeons but not by anaesthesiologists.
In addition, if the hospital’s acute pain service and outpatient pain clinic are separate entities, there
is often no continuum of care between inpatient and outpatient pain management. However, such
a continuum of care is crucial for the follow-up of patients at risk of persistent postoperative pain
and should also include the primary care provider (family physician).

Clearly defined pathways and structured communication within the health care institution
(including surgeons, inpatient and outpatient pain specialists, and physiotherapists) and between
the institution and primary care providers are essential to provide effective discharge management
and potentially also prevent the transition to chronic pain.

To facilitate the transition from inpatient to outpatient pain management, some institutions
may choose to create specialised teams, as has been discussed and published by teams from sev‐
eral hospitals, such as those in Toronto (Transitional Pain Service, TPS), Belgium (Chronic Postsur‐
gical Pain Service), Helsinki (Acute Pain Outpatient Clinic), and the USA (Perioperative CPSP
Home, PSH) [33, 42–45]. Preoperative group interventions, so-called preoperative surgery schools
designed to enhance patients’ treatment participation and self-efficacy, have also been implemen‐
ted [46]. No recommendations have been made to create a specialised team, and the organisation
will depend on the individual characteristics of each hospital.

Conclusion
In contrast to previous guidelines [21, 23, 47], which focus on purely medical recommendations,
these new guidelines emphasise organisational requirements to improve perioperative pain man‐
agement. Key elements of these recommendations include interdisciplinary cooperation within a
hospital as well as cooperation with caregivers outside hospitals, who follow the patient after dis‐
charge. This continuum of care in perioperative pain management is summarised in figure 1. It is
clear that the implementation of this continuum of care requires adequate structural resources and
dedicated processes (i.e. organisational arrangements) to be successful.

In summary, these recommendations aim to standardise and define perioperative pain man‐
agement as a core element of modern perioperative medicine.
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Figure 1: 

1.

2.

3.

4.

5.

6.

The continuum of care in perioperative pain management.

Downloads from the SSAPM website
The recommendations can be downloaded in English, German, Italian, and French from the SSAPM
website: https://www.ssapm.ch/spezialgebiete/schmerzmedizin.
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