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Learning Objectives

• Defining acute pain and outlining its 
application to surgical care

• Summarizing the optimal use of opioids 
throughout the perioperative continuum

• Discussing strategic multimodal behavioral, 
medicinal, and interventional techniques to 
implement into daily practice
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Surgery: The patient’s perspective

• Apprehension

• Uncertainty

• Vulnerability

From this patient perspective, how does one 
define and optimize “VALUE”?
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The Patient Experience
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Who’s got me?
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Why Should We Treat Pain?

– “Treatment of pain after surgery is central to care 
of postoperative patients. Failure to relieve pain is 
morally and ethically unacceptable”

• Royal College of Surgeons
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Biopsychosocial Effects of Pain
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Pain’s Purpose

• Aristotle called pain the “passion of the soul”

• It is important to recognize the constructive 
functions of pain → Self-preservation

• Congenital Insensitivity To Pain

– “Congenital Analgesia”

– PRDM12 gene/Sodium Channelopathy

– Increased endorphins in Brain

– Naloxone Therapy Treatment

– Often Die During Childhood
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Defining Pain

• “Unpleasant sensory and emotional 
experience associated with actual or potential 
tissue damage” 

• Most frequent cause of suffering and disability

• Acute pain is a symptom of disease or injury, 
whereas chronic pain is the disease itself
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Nociceptive vs Neuropathic Pain
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Ideal “consult”7?
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“Preemptive Analgesia”
• Anti-nociceptive modality that prevents the 

establishment of central hyper-excitability 
that follows a nociceptive stimulus
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• Key Word is FUNCTION!

• 10/10 pain but eating, watching TV, doing 
Physical Therapy, sleeping VS 1/10 pain but 
not meeting discharge milestones, cannot 
move. 
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OPIOIDS
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• Which is a greater cause of death in the 
United States?

• A) Traffic Related Deaths

• B) Opioids
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• Which is a greater cause of death in the 
United States?

• A) Traffic Related Deaths

• B) Opioids
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Opioid Side effects
• Tolerance
• Physical dependence
• Addiction
• Increased sensitivity to pain (hyperalgesia)
• Constipation
• Nausea, vomiting, and dry mouth
• Sleepiness and dizziness
• Confusion
• Depression
• Low testosterone/decreased libido
• Itching and sweating
• Immune Suppression/Cancer?
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CDC Guidelines
“Long-term opioid use often begins with 
treatment of acute pain. When opioids are used 
for acute pain, clinicians should prescribe the 
lowest effective dose of immediate-release 
opioids and should prescribe no greater quantity 
than needed for the expected duration of pain 
severe enough to require opioids. Three days or 
less will often be sufficient; more than seven 
days will rarely be needed”
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• CDC recommendations for prescribing opioids 
for chronic pain outside of active cancer, 
palliative, and end-of-life care
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Prescription Drug Monitoring 
Programs: It’s the Law!



CURES Mandatory Consultation

As of October 2, 2018
1. A physician must check CURES and run a Patient Activity 
Report (PAR) the first time a Schedule II-IV controlled substance 
is prescribed, ordered or administered.

2. The PAR must be run within 24-hours, or the previous business 
day.

3. A physician must check CURES at least every 4 months if use of 
the controlled substance continues.
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Naloxone Kits
• Providing naloxone kits to laypersons reduces 

overdose deaths, is safe, and is cost-effective. 

• U.S. and international health organizations 
starting to recommend providing naloxone 
kits to laypersons who might witness an 
opioid overdose; to patients in substance use 
treatment programs; to persons leaving prison 
and jail; and as a component of responsible 
opioid prescribing.

• Intranasal and injectable forms.



Naloxone must be offered

Approved September 10, 2018

1. When prescribing opioids, the prescriber shall offer a prescription of 
naloxone to a patient if:
• The prescription daily dose is > to 90 morphine milligram equivalents
• An opioid is prescribed with a benzodiazepine
• The patient has an increased risk for overdose

2. When prescribing opioids, the prescriber shall provide education on 
overdose prevention and the use of naloxone to the following individuals:
• Patient
• One or more persons designated by the patient



39

• Opioid Tolerance: 
• For at least 1 week patient has been receiving oral 

morphine 60 mg/day; transdermal fentanyl 25 mcg/hour; 
oral oxycodone 30 mg/day; oral hydromorphone 8 
mg/day; oral oxymorphone 25 mg/day; or an 
equianalgesic dose of any other opioid. 

• Acute on Chronic Needs:
– Goal should be to not utilize > 30-100 % of total daily Oral 

Morphine Equivalents
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Incomplete Cross Tolerance
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Adjunctive Medications
• Membrane Stabilizers

– Gabapentin (Neurontin)

– Pregabalin (Lyrica)

• Muscle Relaxants

– Baclofen

– Tizanidine (Zanaflex)

– Cyclobenzaprine (Flexeril)

– Methocarbamol (Robaxin)

– Diazepam (Valium)



45

Adjunctive Medications
• Antidepressants

– TCA class (amitriptyline, nortriptyline) 

– SNRI (duloxetine)

• Benzodiazepines

– Valium (Diazepam)

– Lorazepam (Ativan)

– Clonazepam (Klonopin)
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Adjunctive Medications
• Topicals

– Lidoderm Patch/Cream

– Diclofenac Gel/Patch

– Capsaicin

– CBD Oil

• Other Modalities
– Ketamine

– Dexmedetomidine (Precedex)

– Acetaminophen (Tylenol)

– Steroids?
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Virtual Reality
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