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10.2% Rotator cuff

17.6% Colectomy

7.5% Hysterectomy

8.5% Sleeve gastrectomy

7.2% Hernia

9.9% Total hip

16.7% Total knee

9.5% 
Overall

53% of people who are using pain 

relievers for nonmedical reasons 

obtained them from a friend or relative5

1 in 15 surgical patients who are 

prescribed an opioid go on to long-

term use or abuse2,3

>4 out of 5 new heroin users started 

out misusing opioid pain relievers4

1. Pacira Pharmaceuticals, Inc. http://www.planagainstpain.com/wp-content/uploads/2017/09/PlanAgainstPain_USND.pdf. Accessed February 27, 2019; 2. Alam A et al. Arch Intern Med. 

2012;172(5):425-430; 3. Carroll I et al. Anesth Analg. 2012;115(3):694-702; 4. American Society of Addiction Medicine. https://www.asam.org/docs/default-source/advocacy/opioid-addiction-

.disease-facts-figures.pdf. Accessed March 13, 2019.  5. Substance Abuse and Mental Health Services Administration. 

https://www.samhsa.gov/data/sites/default/files/NSDUHresultsPDFWHTML2013/ Web/NSDUHresults2013.pdf. Accessed March 13, 2019 .







Opioids leading cause of childhood poisoning deaths 
www.aap.org/en/news-room/news-releases/pediatrics2/2022/study-opioid-poisoning-deaths-rising-disproportionately-in-infants-young-children











Pain medication: what is the “good stuff?”
“… in the majority of situations in which opioid painkillers are used today, they are not appropriate”

not appropriate” 
Don Teater, MD,  National Safety Council 

Ibuprofen + 
Acetaminophen

1.6

Ibuprofen OTC 200mg
200mg

2.7

Morphine 10mg (IM)
(IM)

2.9

Percocet (5mg)

5.5

(Bandolier, 2007) and (CJ Derry, Derry, & Moore, 2013)

Number of people needed to treat for ONE patient to get 50% pain relief

Tramadol

8.8





2X FASTER
RETURN TO WORK AND LIFE 

A comprehensive approach to surgery and recovery.

THE RECIPE FOR SUCCESS

1

7

• “Don’t eat or drink 

after midnight.”

• Patient enters 

surgery in a 

weakened state

• Open, 

invasive 

procedure

• Opioids to 

control pain 

post-op

• Opioids to control pain

• Weeks without provider support
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RETURN TO LIFE

SURGERY + 

HOSPITAL STAY AT-HOME RECOVERY

PRIOR TO 

SURGERY

SURGERY + 

HOSPITAL STAY

RETURN TO LIFEAT-HOME RECOVERYPRIOR TO 

SURGERY

• Tailored Pre-Op 

Nutrition Plan

• Pre-Surgery Pain 

Management Plan

• Minimally Invasive 

Approach

• Multi-Modal Pain 

Management

• Expectation Setting 

• Opioid-Sparing Pain 

Management

• Recovery Support from 

a Nurse Navigator

• Complication Monitoring

TRADITIONAL 
SURGERY EXPERIENCE

OPTIMIZED 
SURGERY + RECOVERY EXPERIENCE



















Background: Multimodal analgesia is increasingly considered routine practice in joint arthroplasties, but 

supportive largescale data are scarce. The authors aimed to determine how the number and type of 

analgesic modes is associated with reduced opioid prescription, complications, and resource utilization. 

Methods: Total hip/knee arthroplasties (N = 512,393 and N = 1,028,069, respectively) from the Premier 

Perspective database (2006 to 2016) were included. Analgesic modes considered were opioids, 

peripheral nerve blocks, acetaminophen, steroids, gabapentin/pregabalin, nonsteroidal anti-

inflammatory drugs, cyclooxygenase-2 inhibitors, or ketamine. Groups were categorized into “opioids 

only” and 1, 2, or more than 2 additional modes. Multilevel models measured associations between 

multimodal analgesia and opioid prescription, cost/length of hospitalization, and opioid-related adverse 

effects. Odds ratios or percent change and 95% CIs are reported. Results: Overall, 85.6% (N = 

1,318,165) of patients received multimodal analgesia. In multivariable models, additions of analgesic 

modes were associated with stepwise positive effects: total hip arthroplasty patients receiving more 

than 2 modes (compared to “opioids only”) experienced 19% fewer respiratory (odds ratio, 0.81; 95% 

CI, 0.70 to 0.94; unadjusted 1.0% [N = 1,513] vs. 2.0% [N = 1,546]), 26% fewer gastrointestinal (odds 

ratio, 0.74; 95% CI, 0.65 to 0.84; unadjusted 1.5% [N = 2,234] vs. 2.5% [N = 1,984]) complications, up 

to a –18.5% decrease in opioid prescription (95% CI, –19.7% to –17.2%; 205 vs. 300 overall median 

oral morphine equivalents), and a –12.1% decrease (95% CI, –12.8% to –11.5%; 2 vs. 3 median days)

in length of stay (all P < 0.05). Total knee arthroplasty analyses showed similar patterns. Nonsteroidal 

antiinflammatory drugs and cyclooxygenase-2 inhibitors seemed to be the most effective modalities 

used. 

Conclusions: While the optimal multimodal regimen is still not known, the authors’ findings encourage 

the combined use of multiple modalities in perioperative analgesic protocols. (Anesthesiology 2018; 







Key Points:

1. Multimodal narcotic-sparing pain control is the central tenet of all ERAS guidelines which encourages utilization of non-

steroidal anti-inflammatory agents, acetaminophen, gabapentinoids, regional/neuraxial anesthetics, and intravenous 

ketamine or lidocaine infusions. 

2. Multimodal postoperative pain control efforts allow for early mobilization without the side-effects of narcotics such as 

postoperative nausea/vomiting or constipation. 

3. In patients undergoing mastectomy (with immediate subpectoral implant-based reconstruction) a multi-modal, opioid-

sparing ERAS protocol has been shown to significantly reduce the amount of narcotic use in postoperative days 0-2. 

Mayo Clinic trial demonstrated significantly less narcotics use in postoperative days 0-3 for patients undergoing free-flap 

breast reconstruction using an abdominal donor site.

4. Demonstrate up to a 71% decrease in the amount of oral morphine equivalent used in ERAS cohorts when compared to 

traditional practice. 

5. Implementation of ERAS multimodal analgesia during ventral hernia repair have shown a decreased opioid requirement 

postoperatively with near elimination of need for patient-controlled analgesia.

6. A meta-analysis of 27 randomized clinical trials showed while 50% of colorectal patients still used narcotics in hospitals, 

most did not need narcotics after discharge. 
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