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MESSAGE FROM THE PRESIDENT

OPIOID PROJECT WORKING GROUP MEMBERS

Our opioid minimalization team is thriving and actively involved with sifting
through current procedures and protocols so we can identify a consolidated opioid
minimization protocol for others to implement. In this second phase, we have had a
great deal of participation from our members both in responding to our survey and
follow-up requests, and the final “best practice playbook” will be a reflection of this
combined work.
It is truly amazing how a consortium of orthopaedic institutions can open their
programs and data for the better good of the whole. Our orthopaedic surgeons face
a unique challenge in opioid management before, during, and after surgery, and we
are anticipating these latest techniques and protocols serve to guide and move us
closer toward our goal of nonopioid use.
Some key members have opened their protocols for us to review, question, and
implement. Others have provided their protocols surrounding patient education,
including staff education, and we are starting to collect discharge criteria and
information on how some sites are monitoring provider change after nonopioid
protocol implementation. While we continue to bring this information directly
to you for evaluation and possible implementation at your centers, our ability to
do so is reflective of how far we have come within our short time as a member
consortium. Even at a time when we are really trying to do more with less, sites stop
and provide information and guidance and collaborate openly for the good of the
whole. Orthopaedic surgery is a strange specialty, and because it continues to change
rapidly, I believe we all have the desire to share and help whenever we can. We all
know that in some way we will need help, and assistance is right around the corner.
Last year, our AOC opioid playbook was a collection of materials giving us the current
foundation surrounding education, research, and opioid-sparing approaches, as well
as recent Capitol Hill legislation and policy. Now we are providing this playbook as a
means to actually set in place orthopaedic protocols to move toward reducing opioid
use and the catastrophic effects it is having in our country. Working together as a
member group, we can have an impact on this epidemic.
I would like to thank the team members and leads, participants, and especially
Pacira BioSciences, Inc. and Johnson & Johnson for their guidance and materials they
provided for this project.
Sincerely,
Richard Capra
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In orthopaedic surgery, inadequate postsurgical
pain control can interfere with patient recovery and
increase the risk of complications.3,4 For patients,
the perception of the surgery is correlated with their
experience with postsurgical pain, given that pain
control has been shown to be one of the strongest
predictors of patient satisfaction.5

THE US OPIOID CRISIS
F

ighting the opioid crisis continues to be a top
public health priority in the United States. As
awareness grows, many sectors are developing
innovative solutions to address the rising opioid
epidemic. According to the latest statistics from the
Centers for Disease Control and Prevention, there
has been a slight decrease in overall drug overdose
deaths from 2017 to 2018; however, deaths from
opioids continue to rise.1 Many efforts have centered
around addressing the negative consequences of
opioid misuse and abuse, such as increasing access
to rescue therapies for opioid overdose and addiction
treatment. Recently, there has been a shift in focus
toward implementing preventive measures to
minimize exposure to opioids in the clinical setting,
as well as reducing the availability of narcotic pills

that may circulate into the community setting. Many
states are now limiting the number of narcotic pills
a physician can prescribe and mandating the use of
prescription monitoring programs to track opioid
prescriptions. While such policies are effective at
artificially restricting the supply of opioids, albeit
without addressing the fundamental issue with opioid
overuse, patients are now faced with the risk of
undermanaged pain.
A true opioid reduction strategy requires the
judicious use of opioids while taking a proactive
and comprehensive approach to pain management.
According to an analysis by the National Survey on
Drug Use and Health, pain is the main reason for
opioid misuse, and over one-third of the opioids
come from a prescription from a healthcare provider.2
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Multimodal pain management in orthopaedic
surgery, which emphasizes the use of different
analgesics and techniques to disrupt pain signals
through various mechanisms, thus
creating an additive or synergistic
analgesic effect,6 has been widely
advocated for, including by the
American Academy of Orthopaedic
Surgeons (AAOS).7 The AAOS
guideline recommends the use of
neuraxial anesthesia, periarticular
infiltration with local anesthetics,
as well as peripheral nerve block
during surgery to manage pain and
decrease opioid use.8 Multimodal
therapy has been well demonstrated
across different surgical specialties,
including orthopaedics, to be
effective in improving postsurgical
outcomes including pain, opioid
use, mobility, and hospital length
of stay.9 Along with advanced
surgical techniques, the shift toward
an opioid-sparing approach to postsurgical pain
management is crucial to accelerate recovery and
discharge, as well as to facilitate the migration of
total joint arthroplasty into the outpatient setting.
Ultimately, the goal of multimodal analgesia is to
provide effective pain management while reducing
the need for opioids, which is the cornerstone of any
opioid-sparing pain management program.

While multimodal therapy has been extensively
researched and advocated for, opioids remain
a common component of postsurgical pain
management. The manifestation of pain and reasons
for opioid use are complex and multifaceted, driven
not only by clinical factors but also psychological
and social determinants. The American Pain
Society emphasizes the need for a comprehensive
and individualized approach to postsurgical pain
management, which includes preoperative education
and planning, use of validated pain assessment
tools, use of pharmacologic and
nonpharmacologic analgesic
modalities, and the establishment
of organizational structure,
policies, and procedures to assess
program effectiveness and ensure
consistency of quality.10 An effective
and sustainable opioid-sparing pain
management program requires
coordinated implementation and
continuous assessment of program
quality, all of which anchors on
the close collaboration between
physician and administrative
leaderships.

A true opioid
reduction
strategy requires
the judicious
use of opioids
while taking a
proactive and
comprehensive
approach to pain
management.

Last year, the Academic Orthopaedic
Consortium (AOC) Opioid Project
Working Group was formed to
explore the issues of opioid overuse
in orthopaedics from various perspectives including
education, clinical approaches, research, and policy.
The working group published an education booklet,
Turn Off the Spigot! Stopping Opioid Addiction Before
It Starts, to shine a light on the danger of opioid
use after surgery, current efforts to address opioid
overuse and misuse, as well as the use of multimodal
therapies aimed to deliver effective pain management
while reducing the reliance on opioids. The education

1. Ahmad FB, Escobedo LA, Rossen LM, et al. Provisional drug overdose death counts. National Center for Health Statistics. https://www.cdc.gov/nchs/nvss/vsrr/drugoverdose-data.htm. Published 2019. Accessed August 26, 2019. 2. Office of the assistant secretary for health. The opioid epidemic and emerging public health policy
priorities. https://www.ama-assn.org/system/files/2019-02/19-nac-opioid-epidemic-presentation_0.pdf. Published 2019. Accessed August 26, 2019. 3. Carr DB,
Goudas LC. Acute pain. Lancet. 1999;353(9169):2051-2058. 4. Kehlet H, Holte K. Effect of postoperative analgesia on surgical outcome. Br J Anaesth. 2001;87(1): 62-72.
5. Hamilton DF, Lane JV, Gaston P, et al. What determines patient satisfaction with surgery? A prospective cohort study of 4709 patients following total joint
replacement. BMJ Open. 2013;3(4):e002525. 6. Hogg RM, Liu J, Hume E, Elkassabany NM. Multimodal analgesia for total joint arthroplasty. UPOJ. 2014;24:13-17.
7. Maloney W. Letter to the United States Senate Committee on Finance. https://www.aaos.org/uploadedFiles/PreProduction/Advocacy/Federal/FDA/Senate%20
Finance%20Committee%20Response%20Opioids.pdf. Accessed September 20, 2019. 8. McGrory, B., et al. (2016). “The American Academy of Orthopaedic Surgeons
Evidence-Based Clinical Practice Guideline on Surgical Management of Osteoarthritis of the Knee.” J Bone Joint Surg Am 98(8): 688-692. 9. Academic Orthopaedic
Consortium. Turn off the spigot! Stopping opioid addiction before it starts. https://www.academicorthopaedics.com/opioids-in-orthopaedic-surgery/. Published
October 1, 2018. Accessed August 26, 2019. 10. Chou R, Gordon DB, de Leon-Casasola OA, et al. Management of postoperative pain: a clinical practice guideline from
the American Pain Society, the American Society of Regional Anesthesia and Pain Medicine, and the American Society of Anesthesiologists’ Committee on Regional
Anesthesia, Executive Committee, and Administrative Council. J Pain. 2016;17(2):131-157.
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booklet can be found on the AOC website (https://
www.academicorthopaedics.com/opioids-in
-orthopaedic-surgery/). This year, the goal of the
working group is to understand the current efforts
among AOC members on addressing opioid use and
to provide practical tools to guide the implementation
of opioid reduction strategies through best practice
sharing.

Best Practice Survey—Understanding
Current Trends
The first step to best practice sharing is to understand
the current trends in opioid minimization among
AOC members. A survey was disseminated across the
AOC membership to collect information on the use of
opioid-sparing pain management protocols. Twenty-five
academic medical institutions contributed to the survey
detailing their pain management protocols across
different orthopaedic specialties, including knee and hip
reconstructions, spine, sports, foot
and ankle, and more.
Most of the institutions reported
having some type of enhanced
recovery or multimodal pain
management protocol. However,
~12% of the institutions reported
they currently do not have any
protocol in place. For those who
have a protocol in place, the focuses
are on joint reconstruction (78%)
and spine (44%), while some
institutions have protocols across
the entire orthopaedic service line.

Table 1. Survey Regarding Preoperative Activities
to Address Pain and Opioid Use
Yes, %
n=25
Has preoperative patient education to
manage pain and opioid expectations

85.2

Has preoperative opioid risk
assessment

65.4

Use standardized opioid risk tool

43.8

Examine patients’ preexisting opioid
exposure

81.3

Has prehabilitation physical therapy
exercises

57.7

During the intraoperative period, peripheral nerve
block and/or periarticular infiltration with local
anesthetics, as well as spinal anesthesia (62%),
are widely used to manage pain in the operating
room. Multimodal analgesic therapies are usually
continued during the postsurgical
period with oral acetaminophen,
NSAIDS, and gabapentinoids.
While patients are getting ready for
discharge, discharge instruction and
counseling on pain and opioid use
are commonly provided to patients.
Many institutions also reported
that they provide individualized
evaluation of patient need for
opioids upon discharge.

However, ~12%
of the institutions
reported they
currently do not
have any
protocol in place.

The efforts to address opioid use starts preoperatively
and includes patient education, individual
opioid risk assessment, as well as the initiation
of multimodal analgesic therapies (Table 1).
Preoperatively, oral analgesic and anti-inflammatory
drugs such as acetaminophen (93%) and nonsteroidal
anti-inflammatory drugs (NSAIDs; 82%) are most
commonly initiated prior to surgery. Gabapentinoids
(63%) such as gabapentin or pregabalin are also
a common component of multimodal therapy
preoperatively. Approximately 60% of institutions still
include preoperative opioids in their protocols.

To ensure consistency in quality
of care and patient outcomes, the
survey included several questions on standardization
of protocol and process. Regarding the clinical
protocol, 64% of the institutions have implemented
a standardized protocol across surgeons, 73%
reported having a standardized pain assessment
protocol for nurses to objectively measure pain
score, and 81% reported using a set of standardized
discharge criteria to assess patient readiness
for discharge.
While there is significant awareness of the need to
reduce opioids in orthopaedic surgeries, barriers
for implementation and adoption continue to exist.
When asked about barriers and motivations to
adopt nonopioid interventions, more than one-third

of the institutions cited lack of education (37.5%),
time required for administration (36.0%), and
difficulty obtaining clinical consensus (33.3%)
to be the most common barriers. Most of the
institutions believe that more education (87.5%) and
availability of clinical guidelines (92%) will help
motivate adoption of nonopioid interventions. In
addition, separate reimbursement of the product
(50%) or reimbursement of professional fees for
technique and time required for
administration (58%) will further
encourage adoption.
Overall, the survey elucidates a
strong common theme in opioid
sparing—multimodal therapy and
patient engagement throughout
the perioperative period. However,
the survey also highlights the need
to address barriers in adoption,
which are largely related to lack of
awareness and consensus, effect on
operation, and reimbursement.

NYU Langone; Oakland University; The Ohio State
University; Penn Medicine; University of California,
San Francisco; and University of Colorado (Table 2).
Among them, 4 institutions provided detailed
protocols from their respective institutions for total
knee reconstruction. A consensus protocol (Table 3)
was then developed to summarize the opioidminimization protocols from Hospital for Special
Surgery, NYU Langone, Cleveland Clinic, and
Penn Medicine.

60% of the
institutions
still include
preooperative
opioids in their
protocols.

Best Practice Opioid-Sparing Analgesia
in Total Knee Arthroplasty Through
Consensus Protocol
Upon completion of the survey, 8 institutions
volunteered to reveal their survey data, including
Cleveland Clinic; Hospital for Special Surgery;

It is important to note that the
purpose of the consensus protocol
is not to serve as a comprehensive
clinical guideline. Rather, we
have consolidated these best
practices to highlight the core
elements of an opioid-sparing
pain management protocol from
various institutions with real-life
experience in the implementation
of opioid-sparing programs in
orthopaedics. While there are
many similarities among the best practice protocols,
there are also several areas of variation, which are
also noted in the consensus protocol under “Other
Considerations.” Such variations are usually due to
the (1) clinical, social, and cultural characteristics
of the patient population, (2) resources available
for implementation, (3) access to therapies and
technologies, and (4) effect on overall workflow.
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Table 2. Unblinded Survey Responses From 8 Institutions
Hospital for
Special Surgery

Penn Medicine

NYU Langone

Cleveland Clinic

University of California,
San Francisco

University of
Colorado

The Ohio State
University

Oakland
University

All orthopaedic
subspecialties

Joint reconstruction,
shoulder

All orthopaedic
subspecialties

Joint
reconstruction

Joint reconstruction,
spine

Joint reconstruction,
spine

All orthopaedic
subspecialties

Joint reconstruction,
spine

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü
Patient history;
opioid risk tool
developed in-house

ü
Patient history

ü
Patient history;
standardized
opioid risk tool

ü
Patient history

ü
Patient history

ü
Patient history

ü
Patient history

ü
Standardized
opioid risk tool

Opioids

ü

ü

ü

ü

ü

Nonsteroidal anti-inflammatory drugs

ü

ü

ü

ü

ü

ü

ü

Acetaminophen

ü

ü

ü

ü

ü

ü

ü

Gabapentinoids

ü

ü

ü

ü

ü

ü

ü

Surgical specialty
Standardization across all surgeons
Preoperative Patient Education and Assessment
Patient education on pain management and opioid
use
Opioid risk assessment

Preoperative Pain Management

Cryotherapy
Other

ü

ü
Guided behavioral
management
techniques

Preoperative Functional Optimization
Prehabilitation physical therapy exercises

ü

ü

ü

ü

ü
ü

Perioperative Pain Management
Spinal anesthesia

ü

ü

Regional anesthesia/peripheral nerve block

ü

ü

Local infiltration or periarticular injection

ü

ü

Tranexamic acid

ü

ü

Intravenous acetaminophen

ü

ü

Intravenous ketorolac

ü

Oral nonsteroidal anti-inflammatory drugs

ü

ü

ü

ü

ü

ü

ü

Oral acetaminophen

ü

ü

ü

ü

ü

ü

ü

ü

Gabapentinoids

ü

ü

ü

ü

ü

ü

Ketamine

ü

Dexamethasone

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

Postsurgical Pain Management
ü
ü

ü
ü

ü

Postoperative Patient Education and Assessment
Standardized discharge criteria

ü

ü

ü
ü

Standardized pain assessment protocol

ü

ü

Individualized evaluation of patient need for opioid
prescription at discharge

ü

ü

Patient discharge instruction and counseling on pain
management and opioid use

ü

ü

ü

ü

ü

ü
ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

ü

Program and Protocol Evaluation/Continuous Quality Improvement
Data collection on opioid use

ü

ü

ü

ü

ü

Data collection on patient-reported outcomes

ü

ü

ü

ü

ü
ü

Data collection on other patient outcomes

ü

ü

ü

ü

Continuous quality improvement assessment

ü

ü

ü

ü

ü
ü

ü

ü
ü

ü

ü
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Table 3. Consensus Protocol for Total
Knee Arthroplastya

Preoperative
Individualized opioid risk assessment using patient
history of opioid use and standardized risk tool
AND
Self-directed/home physical therapy
AND
Initiate multimodal analgesic therapy
• Nonsteroidal anti-inflammatory drugs: ibuprofen
or naproxen
• Tylenol
Other considerations
• Gabapentinoids: pregabalin or gabapentin
• Cryoanalgesia
• Viscosupplement or corticosteroid injections

Intraoperative
Spinal anesthesia
AND
Local infiltration with liposomal bupivacaine or
bupivacaine or ropivacaine (may consider adjuncts
with epinephrine and ketorolac)
AND/OR
Adductor canal block with bupivacaine or ropivacaine
Other considerations
• Intravenous dexamethasone
• Intravenous fentanyl
• Tranexamic acid
• Continuous peripheral nerve block

Postsurgical
Multimodal analgesia therapy
• Nonsteroidal anti-inflammatory drugs: celecoxib,
meloxicam, ibuprofen
• Tylenol
• Gabapentinoids: gabapentin or pregabalin
• Oxycodone on an as needed basis
Other considerations
• Intravenous acetaminophen
• Tramadol
• Ketorolac
• Ketamine
• Dexamethasone

Overall, the consensus protocol largely reflects the
recommendations from AAOS, including the use of
spinal anesthesia (instead of general anesthesia),
peripheral nerve block, and periarticular infiltration
with local anesthetics.8 All 4 protocols aim to
provide an individualized approach to achieve an
opioid-sparing pain management experience with
patients by assessing the need for analgesia up front,
optimizing patients with preoperative exercises, as
well as tailoring postdischarge opioid prescriptions
on the basis of individual need. Multimodal
therapies are initiated preoperatively, commonly
with acetaminophen or NSAIDs such as ibuprofen,
naproxen, celecoxib, and meloxicam (among others),
and are continued postsurgically. Gabapentinoids
(pregabalin or gabapentin) are also commonly used
as an oral analgesic adjunct in many multimodal
protocols. However, the use of gabapentinoids in
elderly patients warrants caution and therefore
may not be universally adopted. It is important to
note that while these are common components
of a multimodal protocol, depending on individual
patient factors, not all of these are used concurrently.
Adherence to a protocol will likely increase when it
is easily standardized while allowing for flexibility to
tailor for various clinical needs.

Continuing the Opioid-Minimization Effort
Throughout the Postdischarge Period
For patients undergoing surgery, particularly those
who are naive to opioids, the risk of opioid misuse
begins in the hospital and continues after discharge.
Studies have shown that >60% of the opioids
prescribed after surgery are left unused, posing risk
for opioid diversion into the community.11 While many
states or insurance payers have mandated quantity
limits on opioid prescriptions after surgery to prevent
misuse, leaving patients to manage their own pain

and opioid use in an unmonitored environment
like home can further increase the risk of opioidrelated adverse events and misuse. Therefore,
having a comprehensive discharge program is just
as important as a robust pain management protocol
in the hospital. In order to ensure the opioidminimization effort continues in the postdischarge
period, providers must strive to empower patients
by educating them on the appropriate use of opioids
and setting expectations on pain management when
patients return to home.

In addition to pharmacologic interventions,
nonpharmacologic therapy such as cryoanalgesia or
cryotherapy are also frequently seen in a multimodal
protocol. Traditionally, cryotherapy refers to the
application of cold to the affected area, ranging
from simple ice packs to cryotherapy sleeve or
cryopneumatic devices. The challenge with such
topical application of cold temperature is the risk of
frostbite.8 However, it is important to differentiate
traditional topical cryotherapy with some of the
newer cryoanalgesia technologies, which do not
carry such risk. Cryoanalgesia devices such as ioverao
deliver cold on targeted peripheral nerves to provide
immediate and extended pain relief locally. Use of
cryoanalgesia during the perioperative setting can be
seen in many orthopaedic multimodal protocols.

Adopted from 4 institutions (Hospital for Special Surgery, NYU Langone,
Cleveland Clinic, and Penn Medicine) with an established opioid-sparing
pain management pathway.

a

iovera° is a trademark of Pacira CryoTech, Inc., a wholly owned subsidiary of
Pacira BioSciences, Inc.
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11. Bicket MC, Long JJ, Pronovost PJ, Alexander GC, Wu CL. Prescription opioid analgesics commonly unused after surgery: a systematic review. JAMA Surg.
2017;152(11):1066-1071.
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The following is a best practice example from the
Hospital for Special Surgery, courtesy of Laura
Robbins, DSW, the Senior Vice President of Global
& Academic Affairs.

Established Best Practice
• All patients undergoing surgery receive an
education fact sheet at discharge (Figure 1)
–– Given the importance of the topic, the discharge
nurse also speaks to the patients about use,
storage, and disposal of opioids, which echoes
the key messages of the preoperative patient
education class and material
• Postsurgical discharge prescribing guidelines for
inpatient and ambulatory patients with no history of
opioid dependency or misuse were developed with
the support of surgeons (Figure 2)
–– These guidelines allow the Hospital for Special
Surgery to standardize prescribing for postsurgical
opioids by service and procedure. The goal is to
encourage prescribers to employ conservative
opioid prescribing practices to enhance patient
safety and minimize risks of overuse and diversion
–– In addition to providing detailed
recommendations on medication, dosage, and
frequency by procedure, the guidelines also
provide guidance on the total number of pills that
should be prescribed
• The institution is registered for the New York State
Opioid Overdose Prevention Program
–– Through the New York State Opioid Overdose

Ongoing Initiative

Figure 1. Hospital for Special Surgery patient education fact sheet distributed at discharge.

• Opioid disposal project
–– The Hospital for Special Surgery is in the process
of implementing a trial program to provide all
patients undergoing total hip replacement with
take-home products at discharge that they can
use to safely and properly dispose of unused
opioids
–– These products use a combination of materials
to either render the unused medications inert or
solidify them in a gel that dissolves the pills and
prevents access to the medication
–– Patient feedback on the use of these products
and their effectiveness will be tracked through
a patient communication app developed by a
Hospital for Special Surgery orthopaedic resident
–– The goal is to demonstrate the effectiveness
of these products in reducing the presence of
unused opioid medications in the home, and
therefore their improper use or illegal distribution
within the community. This will help validate the
need to provide all patients undergoing surgery
with these products at discharge in the future
Another best practice example from Rothman
Orthopaedic Institute, courtesy of Kathy Reese,
Director of Clinical Support Staff, on their patient
education material on opioids (Figure 3). Taking
one step beyond education, Rothman also instills
accountability in patients by establishing a patient
agreement with patients who receive opioids for the
treatment of acute pain (Figure 4).

Prevention Program, the institution receives
naloxone rescue kits free of charge. Prior to
discharge, naloxone kits are distributed to all
patients undergoing surgery that are identified as
being at high risk for opioid use or misuse disorder

Prescription Drug Fact Sheet for
Surgical Patients
As you know, after surgery, you are likely to experience some pain and discomfort. This may be
treated with a short course of prescription pain medication (opioids). As part of our mission to
provide the highest quality care, this Prescription Drug Fact Sheet is provided for your safety.

WHAT YOU CAN DO TO STAY SAFE:

● USE: Take your medications only as directed by your doctor. DO NOT share your
medications with anyone - sharing your prescriptions is illegal and could endanger other
people’s health. If you are taking benzodiazepines (Xanax, Valium, etc.), consult with
your prescriber on the management of these medications with opioids. Combining
opioids with these medications can slow or stop breathing. DO NOT mix opioid
medications with alcohol. Avoid driving or operating heavy machinery until you know how
your medications affect you.
● 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 symptoms have resolved.
Unused medications should be disposed of at a takeback facility or a medicine drop box.
You can dispose of your medications using the prescription medication drop box at HSS,
located on the ground floor of the Belaire Building (525 E 71st Street). You can search for
other public disposal locations at https://apps.deadiversion.usdoj.gov/pubdispsearch

MISUSE AND OVERDOSE RISKS:

● When misused, prescription medications may be just as dangerous as illegal drugs.
● Misusing your medications can have serious consequences including lack of energy,
inability to concentrate, physical weakness, nausea, vomiting, and suppressed breathing
to the point of death. If you have not taken your medications as directed, and you
experience any of these symptoms, please go immediately to an emergency room. If you
feel that you have taken more medication than what was prescribed, seek immediate
medical attention.
● Misusing your medications may also lead to addiction – it is imperative that you 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.

–– Additionally, in-person training is provided to
patients. Patient feedback has been very positive
and receptive to this program with every patient
offered accepting the naloxone kit and training

ADDITIONAL RESOURCES:

● National Institution 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

–– More information on the New York State Opioid
Overdose Prevention Program can be found on
the NY.gov website (https://www.health.ny.gov/
diseases/aids/general/opioid_overdose_prevention/)
12
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Figure 2. Sample discharge prescribing guidelines for opioids
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Figure 3. Sample patient education material on the risk of opioid use

Figure 4. Sample patient agreement on opioid use for acute pain treatment
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Patients are our passion

We’re driving
innovation to
provide better
ways to safely
and effectively
manage pain.

Our in-depth knowledge of non-opioid pain
management, coupled with our passion for delivering
improved patient care, drives our commitment to
providing solutions that address unmet medical
needs and improve clinical results.
Conclusion
An effective opioid-sparing pain management
program addresses the issue of pain and opioid use
at the root cause. In addition to individual patient
factors, institutional factors, such as organizational
culture, resources for education and implementation,
and standardization of quality, among others, all can
play a role in affecting the patient experience with
postsurgical recovery and pain management.

A multifaceted issue requires a multidisciplinary
solution. This playbook serves as a reference guide for
institutions to begin examining the key components
to consider during the design and implementation
of an opioid-sparing pain management program.
With real-life examples from member institutions
of AOC, the spirit of this playbook is to encourage
collaboration and communication among members to
exchange learnings on best practices and challenges
to provide the best quality of care to our patients
while performing our part to offer a solution to the
opioid crisis.
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Learn how we’re redefining pain management.
Visit www.pacira.com.
Pacira and the Pacira logo are registered trademarks of Pacira BioSciences, Inc.
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We are in this for life.
As the world’s most comprehensive medical devices business, we are
building on a century of experience, leveraging science and technology,
to shape the future of healthcare. With unparalleled breadth, depth and
reach in surgery, orthopaedics and cardiovascular and specialty solutions,
we’re working to profoundly change the way care is delivered.

©Johnson & Johnson Services, Inc. 2018
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