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Objectives

® Upon completion of this session participants will be able to

® Share with healthcare teams the preoperative,
intraoperative, and postoperative ERAS elements

® \erbalize the stakeholders / key roles needed to
create a team for ERAS implementation

® State patient outcome measures, specifically pain
management outcomes, improved by consistent
compliance with the ERAS elements




Dogma: Back to the Past....

Senior surgeons had strong principles and they were assumed

as a dogma.

* Preoperative prolonged fasting, Mechanical bowel
preparation and nasogastric tubes were thought to be

necessary to
empty the bowel
to prevent intraoperative contamination
and to prevent early passage of bowel content through
an anastomotic suture line while it is healing.
* Drain tube was believed essential in any GIT surgery
* Prolonged bed rest were recommended to facilitate
abdominal wall healing.




Evolution of surgical
principles brought about the
concept of

ERAS

This concept was first described in 1990s by Henrik
Kehlet, MD, PhD, Surgical Gastroenterologist.




ERAS Goals




ERAS Elements

e Fluid Management

Nutrition/lleus Prevention

Multimodal Analgesia

Early Ambulation
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Fluid Management

e Goal Directed Fluid Therapy (GDFT)
e Noninvasive CO monitor

e Postoperative
e keep vein open




ERAS Elements

Fluid Management

Nutrition/lleus Prevention

Multimodal Analgesia

Early Ambulation
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Nutrition/Illeus Prevention

e Preoperative

e (Carbohydrate Beverage

e Smoking Cessation, etoh cessation, SGA Score and METSs level

e Postoperative

e For lap or open procedures - clear liquids the day of surgery. On
POD "0", begin PO drinking and sitting on edge of the bed.
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Multimodal Analgesia

® Preoperative
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1200mg (reduce to 600mg if >70 or renal dysfx, hold if mental impairment)

¢ |ntraoperative
e Routine mid-thoracic epidural for all cases

¢ |f no epidural (contraindicated, etc) then TAPs, Ketorolac,
acetaminophen

e Postoperative




Multimodal Analgesia

e Preoperative

e |V acetaminophen 1000 mg, PO celecoxib 400 mg followed by 200 mg BID, Gabapentin
1200mg (reduce to 600mg if >70 or renal dysfx, hold if mental impairment)

¢ Intraoperative
e Routine mid-thoracic epidural for all cases
e |If no epidural (contraindicated, etc) then TAPs, Ketorolac, acetaminophen

e Postoperative

e Acetaminophen QID x 48hr (non PRN, IV for first dose), Gabapentin 200mg
TID




ERAS Elements

Fluid Management

SSI Prevention

Nutrition/lleus Prevention

Multimodal Analgesia

Early Ambulation
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Early Ambulation

r Ambulating a minimum of 25 ft at least three times on POD 1.
1 is defined as beginning at midnight (12:00 p.m.) on the night

the operation and ending 24 hr later on the calendar day after ti
operation.
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Early Ambulation

r Ambulating a minimum of 25 ft at least three times on POD 1.
1 is defined as beginning at midnight (12:00 p.m.) on the night

the operation and ending 24 hr later on the calendar day after ti
operation.

rOn POD 0, sit on the edge of the bed.

r Epidural DC once pain controlled via PO pain meds.




Program Planning Steps

® Define the population

® |dentify the existing care processes / surgical care pathways
/ order sets

® Create process maps with the multi-disciplinary team
® Nurses, physicians, pharmacists, nutritionists, etc

® Design or update the surgical care pathways / order sets




Define the Pog




ERAS Workgroup Structure
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Role of the Acute Pain Service in E

(1) Guidelines for managing patients who are opioid tolerant
and/or have a substance abuse disorder;

(2) Education programs for patients, emphasizing the role of
opioids in recovery after elective orthopedic surgery;

(3) Education programs for prescribers of controlled
substances, including clinical and regulatory aspects;

(4) The development of surgery-specific prescribing
recommendations for opioid-naive patients;

(5) Mechanisms to modify prescribing habits to limit
unnecessary prescribing of controlled substances




Role of the Acute Pain Service in ERAS

¢ (1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;

*Do you take pain medications? Dosage? How often?
eHow long have you been taking pain medication? Why?
*Do you use illegal drugs? If yes, what? If no, have you ever?
Ask Every eDo youdrink alcohol? If you, how much, and how often?
Patient eHave you ever been indetox fordrugs and/oralcohol?

eOpioid tolerance by CDC or FDA criteria 332

eCurrent substance abuse disorder, including illicit drug use

eCurrent/history of buprenorphine, methadone, suboxone or Subutexuse
Identify eintrathecal pump

ePrimary prescriberand doses of controlled substances
*Check I-STOP (New York State) or state PDMP

e*Pain Management Specialist
eAddiction Specialist




Role of the Acute Pain Service in E

¢ (1) Guidelines for managing patients who are opioid
tolerant and/or have a substance abuse disorder;

Signs of Potential Prescription Drug Misuse or Abuse

Obtaining prescriptions from multiple sources and locations

Use of illegal drugs or controlled substances not prescribed for the patient

Resistance to changing medications despite deterioration in function or significant side effects
Concurrent alcohol abuse / substance use disorder

Repeated episodes of:

* requests for early refills of controlled substances

*  prescription loss or theft
* increasing dose without prescriber instruction

Foraging prescriptions for opioids

Aggressive demands for opioids




Role of the Acute Pain Service in ERAS

¢ (2) Education programs for patients, emphasizing the
role of opioids in recovery after elective orthopedic
surgery;

WHAT YOU CAN DO TO STAY SAFE:

* USE: Take your medications only as directed by your doctor. DO NOT share your medications with anyone.
DO NOT mix opioid medications with alcohol.

* STORE: Store your prescriptions securely in their original containers. Keep them out of sight and out of
children’s reach, preferably in a locked cabinet or high shelf.

* DISPOSE: Dispose of medications immediately after your pain has resolved. Unused medications are best
dlsposed ofata take back facul-ty or pharmacy For publlc dusposal Iocatlons

MISUSE AND OVERDOSE RISKS:

* Prescription drugs may be justas dangerous as illegaldrugs ifthey are misused

* Misusing your medications may have serious consequences, including confusion, weakness, nausea, vomiting
,and suppressed breathing to the point of death. If you think you have taken more medication than was
prescribed, or you have any of these symptoms, go immediately to an emergency room.

* Misusing your medications may also lead to addiction: take your medications ONLY as prescribed.

* As you recover from surgery, your opioid use should decrease. If severe pain persists or your opioid
requirements increase, please notify your surgeon

FOR YOUR SAFETY, WE DO NOT ROUTINELY:

* Prescribe long-acting opioids, except in special circumstances
* Prescribe more than a short course of short-acting opioids
« Refill lost, stolen, or destroyed prescriptions

ADDITIONAL RESOURCES:

* National Institute on Drug Abuse: http //www drugabuse gov
* Substance Abuse & Mental Health Services Administration: http://oas samhsa gov/prescription htm
* FDA recommendations: http://www fda gov/Drugs/ResourcesForYou/default htm




Role of the Acute Pain Service in ERAS

¢ (3) Education programs for prescribers of controlled
substances, including clinical and regulatory aspects;

General
Principles &
Guidelines

Documentation Signs of

LM Mbncate Requirements Potential Misuse

Prescribers musthave
both aState License &
DEA Registrationto
prescribe controlled
substances

Prescribers mustadhere
to all applicable federal
and state laws,
regulations, and
accepted clinical
practices

It is illegal for office
staff to write or renew
prescriptions or to
generate and sign
electronic prescriptions

Refer to service-specific
guidelines for
conservative prescribing
recommendations

Prescribers mustreview
1-STOP no more than 24
hours before issuingany
prescription for
controlled substances

Checking I-STOP may be
delegated, but ONLY if
anassistantis properly
credentialed and has
their own username and
password

The prescriber is solely
responsible for
reviewing I-STOP
informationand
documenting findings in
the patient’s medical
record

Prescribers must note
and document :

1. Indication for use
2. Examination findings
3. Diagnosis

4. Regimen, strength
and directions for use

S. I-STOP findings

1. Obtaining
medications from other
prescribers or non-
medical sources

2. Use of illegaldrugsor
controlled substances
not prescribed for the
patient

3. Resistanceto
changing medications
despite deterioration in
function or significant
negative effects

4. Concurrent alcohol
or substance abuse
disorder

S. Increasing dosage

without prescriber
input




Role of the Acute Pain Service in ERAS

® (4) The development of surgery-specific prescribing
recommendations for opioid-naive patients;

SERVICE: JOINTARTHROPLASTY

POLICY STATEMENT/PURPOSE: Promote judicious prescribing practices; encourage prescribers to employ conservative opioid prescribing practices to
enhance patient safety and minimize risks of overuse & diversion

CONTENTAPPLIES TO: Post-operative inpatient & ambulatory patients with no hi

PRINCIPLES OF PRESCRIBING OPIOIDS AT DISCHARGE:

1. Generally, we recommend that you prescribe only one (1) short-acting opioid. In situations where you prescribe two (2) short-acting opioids, the combined
number of pills should not exceed the recommended maximum to prescribe (below).

2. Do not prescribe long-acting opioids.

3. Consider discontinuing or decreasing benzodiazepines (e.g. Valium, Xanax) with concurrent use of opioids. Consult with attending surgeon/medical doctor or
pain management specialist if patient will take benzodiazepines and opioids due toincreased respiratory risks.

4. Do not pre-prescribe opioids for a patient’s discharge needs prior to the procedure.

RECOMMENDED PRESCRIBING BY PROCEDURE:

ALTERNATIVE
PROCEDURE OPIOID DURATION MAXIMUM MULTIMODAL AGENTS (** do not prescribe acetaminophen with any
FREQUENCY other acetaminophen-containing medication)

= 1-2tablets
Total Hip * oxycodone Smg « Oral 2 weeks S0tablets o acetaminophen 1000mg 3-4x daily e oxycodone/acetaminophen 5/325 mg
Arthroplasty [ hydromorphone 2mg  * Every 3-4hoursas supply a meloxicam 15mg daily, 15tabs . hydrocodone/acetaminophen 5/325 mg
* 1-2tablets
Total Knee = oxycodone Smg * Oral 2 weeks 120tablets o acetaminophen 1000mg 3-4x daily o oxycodone/acetaminophen 5/325 mg
Arthroplasty | hydromorphone 2mg  * Every 3-4hoursas supply . meloxicam 15mg 1x daily, 15tabs . hydrocodone/acetaminophen 5/325 mg ;

needed




The Opioid Crisis

e The United States (US) makes up approximately 4% of
the world’s population but consumes about 80% of the
world’s supply of opioids with the number of opioid
prescriptions quadrupling between 1999 and 2014’




State of Current Crisis

e The United States (US) makes up approximately 4% of
the world’s population but consumes about 80% of the
world’s supply of opioids with the number of opioid
prescriptions quadrupling between 1999 and 2014’

e During this time period, the number of drug-related
deaths has surpassed motor vehicle collisions to become
the leading cause of accidental death 2
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Zeroing on the Source of Illic
Opioids

¢ Unconsumed prescription opioids are a major source

e >80% of heroin users reported the nonmedical use of opioid
pain relievers prior to heroin initiation

e with 42% to 71% of all the opioid tablets obtained by surgical
patients being unused.
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Zeroing on the Source of Illic
Opioids

¢ analysis of a nationwide dataset of US adults aged 18 to
64 years without opioid use in the year prior to surgery
(n = 36,177 patients) found rates of new persistent
opioid use ranging from 5.9% to 6.5%

e new persistent opioid use after surgery is common and
should be treated as a surgical or post-anesthesia
complication




Does C intraoperative opioids ca
in C addiction




Does C intraoperative opioids ca
in C addiction

e 2 studies suggest a lack of association between usage of
NB and risk of persistent opioid use

e Anesth Analg 2017;125:999-1007
e Anesth Analg 2017;125:1014-20




Study 1

¢ Looked at 6695 patients undergoing shoulder
arthroplasty

e Billing data to identify the use of nerve blockade

® Regression to estimate association between nerve
blockade and 2 measures of opioid use

e Having filled at least 1 RX for opioid between POD 0-90 and
between POD 91-365

e Result: No association between nerve blockade
and persistent opioid use at POD 0-90 or POD 91-
365




—e—First 90 Days, Unadjusted

—e—First 90 Days, Adjusted

—+—90-365 days, Unadjusted

—+—90-365 days, Adjusted

1.1
Relative Risk

1.2




Study 2

e 120,080 patients undergoing TKA

¢ Billing data to identify the use of nerve
blockade

e Analyzed effect of nerve blockade and risk of
chronic opioid use (filled =10 RXs or >120 days’
supply for an opioid in the 15t postsurgical yr)

e No association between nerve blockade and risk
of postsurgical chronic opioid use




¥
a
w
=
2
h=)
j= %
o

Opioid Naive Intermittent Opioid Use Chronic Opioid Use

B No Block M Block




WHY does C Intraoperative Opioit
Usage NOT Cause in C Addiction




WHY does C Intraoperative Opioit
Usage NOT Cause in C Addiction

e Opioid addiction related to prescribing practices, not
perioperative opioid use




Patterns of Opioid Prescription &
Use After C-Section Delivery




Patients at Risk: Large Opic
Prescriptions After Total Knee
Arthroplasty

e 105 patients reviewed retrospectively with at least 1
year follow up

e Quantity of opioids prescribed after TKA varied widely,
ranging from a total MED of 273- 3250 mg

e Refill rate did not differ between large prescriptions
(1400 mg) and smaller prescriptions

e Excessive opioid prescriptions should be avoided as they
did not decrease the number of refills and pose the risk
of divergence and subsequent abuse
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Preoperative . Ops()rgﬂng . PACU .




ERAS and Opioids

e ERAS can serve as a vehicle for influencing prescribing
practices

e ERAS can serve as a platform for creating guidelines
regarding discharge medication

® Preoperative education of patients/prescribers can be
delivered via existing ERAS




Summary

ERAS Pathways are the future

Multidisciplinary teams allow better communication and
more comprehensive care

Acute Pain Service plays pivotal role in ERAS cases

Has potential for addressing opioid crisis







