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Opioid Stewardship and Pain Management
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Division of Pain Medicine
Department of Anesthesiology and Critical Care  

Disclosures

• I have no actual of potential conflict of interest in 
relation to this program/presentation

• The planners, speakers, moderators, and/or panelists of 
this CME activity have no relevant financial relationships 
with commercial interests to disclose 

• There is no commercial support for this session

Current U.S. OPIOID CRISIS

Alabama has the highest opioid prescribing rate in the nation 

Regional variation in use of prescription opioids cannot be 
explained by the underlying health status of the population.2

Alabama Opioid Prescribing

1. Own it ‐ Take responsibility

Opioid Stewardship
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Pain “education” of the 1990s was sponsored by the pharmaceutical 
industry emphasizing safety and efficacy of opioids 

Weak evidence propagated 

1. Pressure on clinicians to maximize “throughput” to meet patient 
volume benchmarks has intensified.

2. Patient expectations shape the health encounter and many patients 
expect to receive a prescription for a medication 

3. Increased pressure to produce positive results as the “quality” of 
services provided is often based on patient satisfaction targets

JAMA. 2012 Apr 4; 307(13): 1377–13780

It takes 30 seconds to write a prescription for Norco, 
But it takes 30 minutes to NOT prescribe Norco.

Despite decreasing opioid prescribing by 25% since 2013… 

Alabama Opioid Prescribing
Prescription opioid use is a risk 

factor for heroin use

86% of young, urban 
heroin users started 
off misusing 
prescription opioids

Initiation into nonmedical 
use was from 3 main 
sources of opioids:

family, friends, or 
personal prescriptions. 

JAMA Psychiatry. 2014 Jul 1;71(7):821‐6. doi: 10.1001/jamapsychiatry.2014.366.
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 Using national surveys and published studies, a system model was 
constructed to represent nonmedical prescription opioid use as an 
infectious disease 

 The “susceptible, infected, recovered” (SIR) epidemic framework follows a 
trajectory in which people may:

1. initiate nonmedical use  

2. transition to paying for opioids 

3. tamper with opioids 

4. eventually transition to heroin 

 Model was able to replicate the patterns seen in the historical data for 
different user populations, and assoc. overdose deaths  

.

Prescription opioid use may start with exposure via legitimate prescription, peer 
influence, or social exposure.  

Susceptible individuals are those who have never used opioids nonmedically. 

Infectivity is the likelihood that contact results in infection 

Susceptible person may initiate recreational opioid use depending on the 
how compelling the idea is — its “infectivity.” 
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As the # of recreational users grows, members of the susceptible group have 
multiple contacts with recreational users, resulting in an Epidemic

An increase in recreational users will increases the rate of 
initiation/infection, creating a reinforcing (+) feedback loop.

Increased consumption eventually results in diminished individual 
availability, creating a balancing (-) feedback loop 

A fraction of recreational users that exhaust the free supply of opioids in their 
social networks may transition to paying for opioids…

(A) Model‐calculated number of people initiating nonmedical prescription opioid abuse over 
time compared to the reference data 

(Mean Absolute Percentage Error = 6.6%). 

B) Model calculated Recreational Users (Using Free Opioids) over time compared to reference 
data 

(MAPE = 11.5%).

The age‐adjusted rate of drug overdose deaths increased in Alabama by 11.1%  
from 2016 (16.2 per 100,000) to 2017 (18.0 per 100,000)

Alabama Opioid Overdose Deaths
CDC mapping tool for 

highest prescribing areas   

CMS on‐line query for 
provider‐level granularity 

Provider level data

Medicare Part D prescribing data to identify patterns of 
controlled substance prescribing 

https://data.cms.gov/part-d-prescriber
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PDMP reports

Propublica ‐ Prescriber Check‐up 

Dr. Patrick Emeka Ifediba; his wife, Dr. Uchenna Grace Ifediba; 
Patrick Ifediba's sister Ngozi Justina Ozuligbo; and Clement 
Essien Ebio with the health care fraud conspiracy.

Lawsuits targeting  
Academic centers

• 2 family practice MDs at The Cleveland 
Clinic accused of over‐prescribing 
opioids that eventually led to the 
accidental overdose deaths of 3 
patients.

• Their survivors are suing the doctors 
for malpractice, and the Clinic for 
corporate negligence for failing to 
properly oversee its doctors.

• Patients were prescribed oxycodone, 
hydrocodone, and a benzodiazepine

• “His doctor heard warnings, but he didn't 
change his prescriptions”

19 20

21 22

23 24



6/22/2020

5

1. Own it ‐ Take responsibility

2. Do right ‐ Practice good, evidence‐based 
medicine

Opioid Stewardship

2016 CDC guidelines note:

“The recommendations in the guideline are voluntary, 
rather than prescriptive standards.” 

• However, with some important exceptions, CDC guidelines 
have become representative of the standard of care related 
to the use of opioids 

• Legally, medical expert witnesses, medical licensing boards, 
judges, or courts of law can interpret the guidelines as the 
standard for what a reasonably prudent practitioner might 
do in the same or similar circumstances. 

CDC Advises Against Misapplication of the     
Guideline for Prescribing Opioids for Chronic Pain

April 24, 2019

• Not intended for populations outside of Guideline’s scope: active 
cancer treatment, acute sickle cell crises, or post‐surgical pain

• Does not support hard limits or “cutting off” opioids. “Clinicians 
should… avoid increasing dosage to ≥90 MME/day or carefully justify 
a decision to titrate dosage to ≥90 MME/day.” 

• Does not support abrupt tapering or sudden discontinuation of 
opioids. Which can result in severe opioid withdrawal symptoms 
including pain and psychological distress

• Does not apply to dosage recommendations for patients receiving 
or starting MAT for opioid use disorder

Follow CDC Guidelines 
for opioid prescribing 

12 recommendations are organized into 3 areas: 

A. When to initiate or continue opioids 

B. Opioid selection, dosage, duration, follow‐
up, and discontinuation

C. Assessing risk/harms of opioid use

Part A:  WHEN TO INITIATE OR CONTINUE OPIOIDS

1.  Opioids are not first‐line therapy (recommendation category: A, evidence type: 3)

Nonopioid pharmacologic therapy (NSAIDS, Acetaminophen) and nonpharmacologic
therapy (counseling, PT, blocks) and are preferred.

If opioids are used, they should be combined with nonpharmacologic therapy and nonopioid
pharmacologic therapy

Part A:  WHEN TO INITIATE OR CONTINUE OPIOIDS

1.  Opioids are not first‐line therapy (recommendation category: A, evidence type: 3)

Nonopioid pharmacologic therapy (NSAIDS, Acetaminophen) and nonpharmacologic 
therapy (counseling, PT, blocks) and are preferred.

If opioids are used, they should be combined with nonpharmacologic therapy and nonopioid 
pharmacologic therapy

2.  Establish goals for pain and function  (recommendation category: A, evidence type: 4)

Establish treatment goals with all patients, including realistic goals for pain and function, 
including how opioid therapy will be discontinued if benefits do not outweigh risks. 
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Part A:  WHEN TO INITIATE OR CONTINUE OPIOIDS Part A:  WHEN TO INITIATE OR CONTINUE OPIOIDS

1.  Opioids are not first‐line therapy (recommendation category: A, evidence type: 3)

Nonopioid pharmacologic therapy (NSAIDS, Acetaminophen) and nonpharmacologic
therapy (counseling, PT, blocks) and are preferred.

If opioids are used, they should be combined with nonpharmacologic therapy and nonopioid
pharmacologic therapy

2.  Establish goals for pain and function  (recommendation category: A, evidence type: 4)

Establish treatment goals with all patients, including realistic goals for pain and function, 
including how opioid therapy will be discontinued if benefits do not outweigh risks. 

3.  Discuss risks and benefits  (recommendation category: A, evidence type: 3) 

Before starting and periodically during opioid therapy, clinicians should discuss with 
patients known risks and realistic benefits of opioid therapy and patient and clinician 
responsibilities for managing therapy.  Use patient‐provider treatment agreements

Background:  Many providers were taught that there was almost no 
chance of addiction if you are treating someone for legitimate pain.

Methods:  This study utilized claims data (n=568,640) for individuals 
aged 18 and over with a new CNCP episode (no diagnosis in the prior 
6 months), and no opioid use or OUD in the prior 6 months

Results:  

1. a single prescription for an opioid increased the patients risk 
for Opioid Use Disorder by 3x 

2. Low‐dose chronic opioid therapy increases risk by 15x  

3. Patients on high‐dose chronic opioid therapy have 122x 
greater risk of OUD than those not on opioids. 

Conclusion: Opioid exposure was a strong risk factor for OUDs; 
Duration of opioid therapy was more important than daily dose

Part B:  OPIOID SELECTION, DOSAGE, DURATION, 
FOLLOW‐UP, AND DISCONTINUATION

4.  Prescribe short durations for acute pain (category: A, evidence type: 4) 

• Long‐term opioid use often begins with treatment of acute pain.

• 3 days or less will often be sufficient; >7 days will rarely be needed.

Probability of continued opioid use  
(>1 yr) among opioid-naïve patients 
increases based on:

1. days supplied 

2. cumulative dose 

31 32
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Results: 7.7% of opioid naïve pts prescribed opioids after surgery were 
taking opioids at 1 year postop

44% higher than matched cohort that did not receive post-op opioids

Conclusion:

Rx for opioids after low risk surgery is associated with long-term use

STUDY DESIGN:

• US nationwide insurance claims data from 2013‐2014
• Adults 18‐64 yrs without opioid use in the year prior to surgery

• For pts filling a perioperative opioid Rx, incidence of persistent opioid use >90 days 
after both:

• minor surgical procedures
• varicose vein removal, lap chole, lap appy, hemorrhoidectomy, 

thyroidectomy, TURP, parathyroidectomy, and carpal tunnel 
• major surgical procedures 

• ventral incisional hernia repair, colectomy, reflux surgery, bariatric surgery, 
and TAH

• Assessed data for patient‐level predictors of persistent opioid use.

MAIN OUTCOMES AND MEASURES 

• 36,177 patients met the inclusion 
criteria

• 29,068 (80.3%) underwent minor 
surgery 

• 7,109 (19.7%) had major surgery 

Rate of new persistent opioid use were 
similar between the  2 groups: 5.9% to 
6.5%

• incidence of persistent opioid use in 
nonoperative control was 0.4% 

MAIN OUTCOMES AND MEASURES 

Risk factors independently associated with new 
persistent opioid use included:

• preoperative tobacco use 
• alcohol & substance abuse disorders 
• mood disorders
• anxiety
• preoperative pain disorders

CONCLUSIONS
New and persistent opioid use after surgery is a 
common occurrence

• not significantly different between minor and 
major surgical procedures 

• assoc with behavioral and pain disorders 
suggests occurrence is not solely due to 
surgical pain, but other patient‐level 
predictors may be involved

DESIGN: 

Retrospective review of 18,343 postop pts

OUTCOME MEASURES: 

Patient’s 24‐hr pre‐discharge opioid use 
vs. total opioids prescribed at discharge. 

RESULTS:

1. Opioids prescribed at discharge were 
highly variable    and

2. Did not correlate with pt’s 24‐hour 
pre‐discharge opioid use.

41

December 2017

Part B:  OPIOID SELECTION, DOSAGE, DURATION, 
FOLLOW‐UP, AND DISCONTINUATION

4.  Prescribe short durations for acute pain (category: A, evidence type: 4)

• Long‐term opioid use often begins with treatment of acute pain.

• 3 days or less will often be sufficient; >7 days will rarely be needed.

5.  Use immediate‐release opioids when starting (category: A, evidence type: 4)

• When starting opioids prescribe immediate‐release opioids instead of extended‐
release/long‐acting (ER/LA) opioids.

37 38
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No evidence that ER/LA opioids are more effective or safer than intermittent 
use of short‐acting opioids 

No evidence that scheduled use of ER/LA opioids reduces risks for opioid misuse 
or addiction (KQ3)

Part B:  OPIOID SELECTION, DOSAGE, DURATION, 
FOLLOW‐UP, AND DISCONTINUATION

4.  Prescribe short durations for acute pain (category: A, evidence type: 4)

• Long‐term opioid use often begins with treatment of acute pain.

• 3 days or less will often be sufficient; >7 days will rarely be needed.

5.  Use immediate‐release opioids when starting (category: A, evidence type: 4)

• When starting opioids prescribe immediate‐release opioids instead of extended‐
release/long‐acting (ER/LA) opioids.

6.  Use the lowest effective dose (category: A, evidence type: 3)

• Develop a policy on dosages thresholds.

• Use caution with dosage ≥ 50 morphine mg equivalents (MME) per day

• Avoid increasing dosage ≥ 90 MME per day for non‐cancer pain 

Part B:  OPIOID SELECTION, DOSAGE, DURATION, 
FOLLOW‐UP, AND DISCONTINUATION

7.  Evaluate benefits and harms frequently (category: A, evidence type: 4)

• Clinicians should re‐evaluate patients within 1‐4 weeks of starting opioid therapy 

• Schedule follow‐up with patient to assess benefits and harms of continued opioid 
therapy at least every 3 months

• If benefits do not outweigh harms, taper opioids to lower dosages or to taper 
and discontinue opioids

Opioid Tapering at UAB Highlands Pain Clinic
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Part B:  OPIOID SELECTION, DOSAGE, DURATION, 
FOLLOW‐UP, AND DISCONTINUATION

7.  Evaluate benefits and harms frequently (category: A, evidence type: 4)

• Clinicians should re‐evaluate patients within 1‐4 weeks of starting opioid therapy 

• Schedule follow‐up with patient to assess benefits and harms of continued opioid 
therapy at least every 3 months

• If benefits do not outweigh harms, taper opioids to lower dosages or to taper 
and discontinue opioids

8.  Use strategies to mitigate risk (category: A, evidence type: 4)

• Evaluate risk factors for opioid‐related harms and incorporate into mgmt plan

• Provide naloxone for high‐risk patients

higher opioid dosages (≥50 MME/day) concurrent benzodiazepine use
obstructive sleep apnea pregnancy
renal or hepatic insufficiency age ≥65 years
mental health conditions history of overdose
history of substance use disorder

Part B:  OPIOID SELECTION, DOSAGE, DURATION, 
FOLLOW‐UP, AND DISCONTINUATION

Part C:  ASSESSING RISK AND ADDRESSING 
HARMS OF OPIOID USE

9.  Review prescription drug monitoring program (PDMP) data 
(recommendation category: A, evidence type: 4)

• Review PDMP data when starting opioid therapy and periodically 
ranging from every prescription to every 3 months.

10.  Use urine drug testing (recommendation category: B, evidence type: 4)

• for chronic pain, use UDS before starting opioid therapy and at least 
annually 

Part C:  ASSESSING RISK AND ADDRESSING 
HARMS OF OPIOID USE

Participants: US veterans receiving opioid analgesics who died 
from a drug overdose (n=2400), compared to random sample of 
veterans (n=420 386) that received opioids analgesics from VHA 
medical services 

BMJ 2015 Jun 10;350:h2698. doi: 10.1136/bmj.h2698

11.  Avoid concurrent opioid and benzodiazepine prescribing 
(recommendation category: A, evidence type: 3)

• Avoid prescribing opioid pain medication and benzodiazepines concurrently 
whenever possible

Results:  49% of the deaths (n=1185) occurred when veterans were 
concurrently prescribed BZD and opioids 

Risk of death increased by 2.3X history of BZD prescription and by 
3.8X with current prescription for BZD and opioid 

Risk of death increased as daily BZD dose increased 

Part C:  ASSESSING RISK AND ADDRESSING 
HARMS OF OPIOID USE

12.  Offer treatment for Opioid Use Disorder

• Offer or arrange referral to behavioral therapy or addiction specialist for 
consideration of  medication assisted treatment (MAT) with buprenorphine, 
methadone, or vivitrol

49 50
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Opioid Addiction and Coronavirus 

• Emotional distress and economic volatility of a public 
health crisis could lead vulnerable people to abuse 
opioids.

• Lawmakers suspended a federal law that “required 
patients to have an in‐person visit with a physician 
before they could be prescribed drugs that help quell 
withdrawal symptoms”

1. Own it ‐ Take responsibility

2. Do right ‐ Practice good, evidence‐based
medicine

3. Work together – toward a common goal

Opioid Stewardship

Hospital Based Opioid Stewardship

“Opioid Stewardship” is the 
idea that health care 
systems, clinicians, 
pharmacists and patients 
must take a shared 
approach to the use of 
opioids that recognizes 
their potential for harm and 
looks to nonopioid options 
whenever possible. 

Opioid Stewardship Program at UAB
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Nursing Education

1. Pain goals and 
expectations

2. Explanation on how 
pain will be assessed

3. Patient component 
and how they can 
partner in care

4. Pain Management plan 
detailed

5. Common Myths 
unveiled

6. Opioids and Discharge 
Education Plan

Faculty and Resident Education

Opioid Stewardship Resources for Providers
Opioid Stewardship Resources

Opioid Stewardship Education
for Patients and Providers

Oral Morphine Equivalent Calculator

 OME Calculator
 Daily OMEs ordered
 Daily OMEs 

administered

 Displays risk factors for 
opioid-induced respiratory 
depression

 Graph of OMEs received, 
pain score, naloxone 
doses

 Outpatient OME calculator 
is in development

Opioid Stewardship EMR tools
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e-Prescribing of Controlled Substances 
 Rollout under way; MEC-mandated for UAB prescribers by 12/31/19 

 2-Factor Authentication: fingerprint + hands-free code pulled from phone

Opioid Stewardship EMR tools

Revised IMPACT order sets
 Lower default settings for opioid prescriptions

 Easier access to non-opioid and integrative medicine options 
 Physical and Occupational therapy
 TENS, Ultrasound, Exercise

 EMMI videos on patient portal

 Decision support tools 

Opioid Stewardship EMR tools

PDMP IMPACT Integration

 Clicking link in patient’s IMPACT 
record will automatically:

 Log the prescriber into the state 
PDMP

 Perform the search and display 
the patient’s PDMP report

Opioid Stewardship EMR tools

PDMP IMPACT Integration

Opioid Stewardship EMR tools

Narx Score 

# prescribers
# pharmacies
MME / LME
overlapping Rx 

Opioid Dashboard / Provider Scorecard 
Five dashboards developed in Tableau which are in process 
of being validated:

1. Opioid administrations for mild pain - last documented 
pain score < 4 (within 4hr of administration)

2. Breakdown of opioid orders for mild pain, pain categories, 
power plans, providers

3. Opioid discharge prescriptions for > 7 days 
4. Combination of Benzodiazepines and Opioid prescriptions
5. Daily Oral Morphine Equivalents for hospitalized patients

Opioid Stewardship EMR tools

DISCLAIMER:  Dashboard data is not meant to be punitive, nor does it indicate poor practices. These 
dashboards simply show current state practices and can help guide Opioid Stewardship to use data to 
determine best practices and opportunities for improvement. 

BCBS of Alabama Prescriber Dashboard

Opioid Pain Management Tool 
• analytics regarding Rx patterns and opioid 

prescription history

• Risk Identification Mitigation (RIM) tool utilizes 14 
prescribing quality metrics affecting patient safety

• histogram demonstrates where prescribers  
fall within their specialty peer group 

Opioid patient panel SUD diagnosis
Opioid dose Medical diagnosis
Polydrug rx ER visit for Opioid OD
Multiple prescribers ER visits while on opioids 
Multiple pharmacies Routine EKG on methadone
Early opioid refill Opioid tapering
Behavioral Health dx Drug testing

“BCBS will eventually determine qualification for 
incentive programs based on Opioid Risk 
Identification Mitigation (RIM) scores”
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Not just good practice…it’s mandatory!

“The Board is obligated under the laws 
of the State of Alabama to protect the 
public health and safety. 

The Board recognizes that inappropriate 
prescribing of controlled 
substances…may lead to drug diversion 
and abuse…”

Additional registration required for pain 
physicians:

1. physicians who advertise pain 
management services

2. Practices that dispense controlled 
substances 

3. top 3% prescribers of controlled 
substances in AL by PDMP

ALBME 540-X-4-08 Jan 1, 2014
Requirements for the Use of Controlled 
Substances for the Treatment of Pain 

ALBME 540‐X‐19‐09
Requirements for the Use of Controlled 
Substances for the Treatment of Pain

Evaluation of the Patient:

• H&P must document the presence of one or more recognized medical indications for the 
use of  controlled substance

Treatment Plan

• The plan should state objectives that will be used to determine treatment success, 

• goal is to reduce pain and/or improve patients’ function

• Alternative non‐opioid treatment modalities should be considered

Informed Consent and Agreement for Treatment should include:

1. Drug screening with appropriate confirmation 

2. A prescription refill policy; and

3. Reasons for which drug therapy may be discontinued (e.g., violation of agreement)

4. The patient should receive prescriptions from one physician and one pharmacy 

Periodic Review. 

• The physician shall monitor patient compliance in medication usage and related 
treatment plans

ALBME rule 540‐X‐4‐.09
Risk and Abuse Strategies 
by Prescribing Physicians

1. Mandated Risk and Abuse Mitigation Strategies (RMS)

2. Querying Prescription Drug Monitoring Databank (PDMP) based on 
Morphine Milligram Equivalents (MMEs)

• >30 MMEs – query at least 2 times per year

• >90 MMEs – query on same date of prescription

3. Opioid‐Specific Continuing Medical Education (CME)

• 2 hrs CMEs in controlled prescribing every 2 years

Effective March 9, 2017 

(f) Providing a patient with opiate risk 
education prior to prescribing controlled 
substances; 
(g) Using validated risk-assessment tools, 
(h) Physicians should consider co-prescribing 
naloxone in patients deemed to be 
appropriate

Examples: 
(a) Pill counts; 
(b) Urine drug screening; 
(c) PDMP checks; 
(d) Consideration of abuse-deterrent 
medications; 
(e) Monitoring the patient for aberrant 
behavior; 

Physicians should reconsider 
co-prescribing 
benzodiazepines and opioids, 
or decline to add a 
benzodiazepine when prescribing 
an opioid 

ALBME rule 540‐X‐4‐.09
Risk and Abuse Strategies 
by Prescribing Physicians

Industry Opioid Stewardship efforts

Walmart made a commitment to move to electronic prescribing (e-prescribing) for controlled substances by 
2020. We recognize not all provider networks and prescribers will have the technology and systems in 
place to accommodate this requirement. We will work collaboratively with prescribers to encourage their 
use of e-prescribing for controlled substances by 2020, so that patients are not unintentionally negatively 
affected by this process. E-prescribing has the potential to reduce errors, misuse, abuse and diversion of 
prescription medications.

Substance Use‐Disorder Prevention that Promotes  
Opioid Recovery and Treatment (SUPPORT) Act

CMS updated the HCAHPS patient 
experience of care survey measure by 
removing the three recently revised 
pain communication questions. 

•removal of these pain questions was 
effective Oct 2019

In addition, the President’s Commission 
on Combating Drug Addiction and the 
Opioid Crisis also recommended that 
CMS review its payment policies for 
certain non-opioid pain 
management treatments. 
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Substance Use‐Disorder Prevention that Promotes  
Opioid Recovery and Treatment (SUPPORT) Act

Establish a Technical Expert Panel (TEP) to review quality measures related 
to opioids and opioid use disorders to:

(1) review existing measures related to opioids 

(2)make recommendations regarding existing measures, new measures, and 
recommendations for inclusion in value-based payment programs 

i. best practices for pain management in surgical settings 

ii. Within 1 year, make recommendations for broad implementation of 
pain management protocols that limit the use of opioids in 
the perioperative setting

In a perioperative pain management summit, Healthcare leaders were 
alarmed by frequency of post-operative opioid dependence relative to 
other surgical complications 

• surgical site infection rates are now as low as 1.9%

• persistent post-operative opioid use ranges from 6-8%

Persistent opioid use following surgery could be considered a patient safety 
concern that meets CMS criteria for hospital acquired condition:

• It arises during a hospitalization, 

• It is a high-cost and high-volume condition 

• It could reasonably have been prevented through the application of 
evidence-based guidelines. 

1. Own it ‐ Take responsibility

2. Do right ‐ Practice good, evidence‐based
medicine

3. Work together – toward a common goal

4. Always care –

Be a leader of change

Opioid Stewardship

 Assessment
 Education
 Optimization

Preoperative Assessment, 
Consultation, & 
Treatment Clinic

Literature increasingly 
supports an association 
between preop opioid use 
and worsened postop pain, 
surgical outcomes, length of 
stay, and financial costs. 

Conversely, there is evidence 
that preop opioid reduction 
may result in substantial 
improvements in outcomes.  Pain Med. 2019 May 23. Effect of Preoperative Opioid Use 

on Adverse Outcomes, Medical Spending, and 
Persistent Opioid Use Following Elective Total Joint 
Arthroplasty  A Large Retrospective Cohort Study of 
Administrative Claims Data.

WHAT YOU SHOULD KNOW ABOUT OPIOID (PAIN) MEDICATIONS

Opioids (pain medications) are very effective in treating short‐term severe pain.  However, we now know that long‐

term use of these medications may actually be harmful.

Long‐term Use of Opioids Can Cause:

1. Tolerance – Your body can get used to the opioids and it may be difficult to control any new pain you 

experience.

2. Opioid Induced Hyperalgesia (OIH) – Long‐term use of these medications may actually cause you to be more 

sensitive to and feel more pain!

3. Surgical Complications – Individuals taking long‐term opioids are at higher risk for infection, for longer recovery 

time, and for poorer outcomes.

Weaning Off Of Your Pain Medication

If you have been on opioids for a long time, your doctor may want to slowly decrease your dosage as tolerated.  You 

may discover that your pain is as well controlled or possibly better controlled at lower doses.  Your doctor will work 

with you to develop a plan that is right for you.

PATIENTS PREPARING FOR NON‐EMERGENCY (ELECTIVE) SURGERY:

If you have been on opioids for a long time, it is in your best interest to work with your doctor to slowly decrease 

your dosage as much as you can tolerate prior to surgery.  By doing so, it will give you the best opportunity to have 

the most successful surgery. 

Sandra L. Frazier, MD, FASAM
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Surgical “prehabilitation” 

Outpatient preop optimization program focusing on: 
opioid weaning/elimination, tobacco cessation, and 
nutrition, along with expectation management, sleep 
hygiene, and improved conditioning

Promises a good return on investment for hospitals 
and for patients willing to commit effort toward 
improving their surgical experience and outcome.

Preoperative 
Assessment, 
Consultation, 
& Treatment 

Clinic

Article reviews relevant literature describing the use of 
1. adjunct medications, 
2. regional anesthesia and analgesic techniques, and 
3. regional block additives

Nonopioid Adjunct Medications
• Combining nonopioid adjuvants to modulate pain pathways at central 

and peripheral sites to: 
1. enhance analgesia
2. decrease opioid requirements
3. reduce ORADEs 

UAB Inpatient Pain Service is using low‐
dose IV ketamine infusions to supplement 
postop analgesia and reduce opioid 
utilization 

Postop IV ketamine is reserved for pts who 
have a high likelihood of requiring large 
amounts of postop opioid, such as:

1. Patients taking >50 mg OME/day preop 

2. Multilevel spine surgery

3. Open thoracotomy or laparotomy

References:
1. Adam F, Chauvin M, DuManoir B, et al. Small-dose 
ketamine infusion improves postoperative analgesia and 
rehabilitation after total knee arthroplasty. Anesth Analg. 
2005;100:475-480.
2. Remerand F, Le Tendre C, Baud A, et al. The early and 
delayed analgesic effects of ketamine after total hip 
arthroplasty: A prospective, randomized, controlled, double-
blind study. Anesth Analg. 2009;109:1963-1971.
3. Loftus RW, Yeager MP, Clark JA, et al. Intraoperative 
ketamine reduces perioperative opiate consumption in 
opiatedependent patients with chronic back pain 
undergoing back surgery. Anesthesiology. 2010;113:639-
646.
4. Pacreu S, Fernandez CJ, Molto L, et al. The perioperative
combination of methadone and ketamine reduces 
postoperative opioid usage compared with methadone 
alone. Acta Anaesthesiol Scand. 2012;56:1250-1256.
5. Mueller MF, Golembiewski J. The changing landscape of
perioperative pain management. J Perianesth Nurs. 2011;26: 
290-293.
6. Clifford T. Ketamine for pain management. J Perianesth
Nurs. 2012;6:423-424

July 2018

Regional Anesthesia:

Upper extremity blocks
Lower extremity blocks

Truncal blocks
Epidural Anesthesia 

Spinal Analgesics

The ultimate goal is to tailor individual analgesic plans, based on 
particular patient’s risk for a given surgery, in a way that optimizes 
pain relief, recovery, and function. 
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Enhanced Recovery After Surgery (ERAS) protocols 
ERAS is a collection of best practices for the care of surgical patients that 
focuses on limiting surgical stress response and organ dysfunction leading to 
quicker recovery times, shorter LOS, reductions in post‐op complications, and 
reduced in‐hospital costs.  

ERAS involves 20 elements that are incorporated into: 

• pre‐admission patient education

• standard anesthetic protocols

• specialized post‐operative analgesia

• post‐operative nutritional care

• early mobility following surgery

Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project 

UAB care team leadership
MD Project Leads: Drs. Elie Ghanem and Will Potter
Nursing Project Lead: Doreni Fleming
UAB Care Team: Anisa Xhaja, Laura Leal, and Miguel Harris

TKA & THA Pain Management Redesign:
Pain management varied amongst surgeons

93% of patients routinely received PCA
Pain management education was not consistent 
through continuum of care

Project Goals:
1. Standardize pain management across providers

Multimodal analgesics
Regional and Neuroaxial Anesthesia 
Minimize PCA utilization

2. Standardize patient education regarding pain
3. Ambulation of patients on post-op day zero

Nursing and PT working together

Timeline: October 2015 – July 2018
Source: Cerner  

Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project 

Patient Education

GA and Neuroaxial patients  
offered Regional Anesthesia for 

post‐op pain 
Quadratus Lumborum block for 

THA 
or Continuous Catheter Adductor 

canal + IPACK for TKA 
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93%

10%

64%

Timeline: October 2015 – July 2018
Source: Cerner  

Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project 
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Project Go‐Live

Dec 2017‐July 2018

PCA

1.6%

Patient education, multimodal analgesia and regional 
anesthesia resulted in decreased need for post-op PCA

6 months after go-live, PCA utilization was 1.6%

Elective Total Hip and Knee Arthroplasty
Enhanced Recovery Project 

2.52% 2.80% 2.30%

Related 30 Day Readmission %

No change in 30 day re-admission rate
METHODS: Compared opioid use in pts undergoing colorectal surgery 1 yr before ERAS 
implementation and 1 year after implementation
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RESULTS:

After ERAS intervention, use intraop IV morphine dropped from 16.7 to 4.8 mg

• However, the rate of opioid Rx at discharge did not decrease significantly 

• Even pts with a combination of no preoperative opioid use, low discharge pain scores, 
and low MME consumption before discharge, 72% went home with opioid Rx 

CONCLUSIONS:  

ERAS led to a decrease in opioid use during hospitalization, but did not impact 
discharge opioid prescribing

• Further efforts are needed to change opioid prescribing  patterns 

Gynecologic Oncology Post‐op Prescribing Project
UAB Care Redesign

UAB care team leadership
Physician Project Leads: Drs. Haller Smith and Michael Straughn
Administrative Project Lead: Allison Todd
Nursing Project Leads: Erika Lumpkin and Carissa Purvis
UAB Care Team Lead: Laura Leal

GYN ONC Opioid Prescribing
Discharge opioid prescriptions and opioid refills varied significantly by 
provider 
Opioid prescriptions provided were not based on inpatient opioid usage, 
procedure performed, or individual need

Project Goals:
1. To create guidelines for opioid prescriptions for common gyn-onc

surgical procedures 
2. To educate patients on safe and effective use of opioids and the role 

of non-opioid medications in controlling postoperative pain
3. To encourage safe disposal of unused pain medications to prevent 

misuse or diversion
4. To maintain excellent pain control and patient satisfaction postop

Gynecologic Oncology Post‐op Prescribing Project
UAB Care Redesign

Tier I –Minor procedure: EUA, Hysteroscopy, D&C, Cold Knife Cone/LEEP

• No opioid pain medication prescribed 

• 650 mg Acetaminophen q6 hrs and 400‐800 mg Ibuprofen q 6‐8 hrs prn

Tier II – Laparoscopic/Robotic procedure: Hysterectomy, TAH/BSO 

• Oxycodone 5mg x 5 tabs, take one tab by mouth every 6‐8 hours prn pain 

• 650 mg Acetaminophen q6 hrs and 400‐800 mg Ibuprofen q 6‐8 hrs prn 

Tier III –Major procedure: Exploratory Laparotomy, Open TAH, Vulvectomy  

• Oxycodone 5mg x 15 tabs, take one tab by mouth every 6‐8 hours prn pain

• 650 mg Acetaminophen q6 hrs and 400‐800 mg Ibuprofen q 6‐8 hrs prn 

Tier IV – Chronic opioid use/Excessive postoperative pain 

• Oxycodone 5‐10 mg individualized: 3X amount used in 24 hours prior to D/C

• Patients treated for chronic pain will continue pain meds from primary MD 

• 650 mg Acetaminophen q6 hrs and 400‐800 mg Ibuprofen q 6‐8 hrs prn 

* Patients with allergy to oxycodone prescribed Tramadol 50 mg q6hr

Discharge Prescription Tiers
Average pills per prescription: Goal < 50%

Source: Cerner
Timeline: Oct’16 – June’19

Refills: Goal < 13%

Gynecologic Oncology Post‐op Prescribing Project
UAB Care Redesign

Patient Survey

10
1

Total Pills Extrapolated 12 months = 12,044

Source: Cerner
Timeline: Oct’16 – June’19

Gynecologic Oncology Post‐op Prescribing Project
UAB Care Redesign

UED Visits within 30 days of DC: Goal < 5%

No increase in UED Visits
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Impact of 50% reduction in leftover medicine on 
prevalence of recreational prescription opioid use 

Impact of 50% reduction in leftover medicine on 
prevalence and overdose (OD) deaths

Questions?
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