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Just because we can, 

does it mean we should?

Opioid-Free Anesthesia
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Brandal D, et al: Anesth Analg 2017; 125: 1784-92

• Reduced intraoperative opioid use did not 
influence postoperative opioid prescribing

• Need to focus on discharge prescribing practices 

Opioid-Free Anesthesia Does NOT 
Reduce Postoperative Opioids
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Opioid-Free Anesthesia: Controversies

• Optimal drug combination is unclear 
• Optimal drug dosing is unclear

– Administered as fixed dose infusions
– Cannot be titrated to patient needs 

• Timing of discontinuation is unclear 
• Drugs have a ceiling effect with small 

therapeutic index for safety
• Require equipment, which can be 

burdensome and costly
Shanthanna H, et al: Anesthesiology 2021; 134: 645-59 
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Intraoperative Ketamine

• No role of single bolus dose 
• Recommended for opioid-tolerant patients undergoing painful 

surgical procedures when regional analgesia is not possible
• Adverse effects: hallucinations, nightmares

§ Avidan MS, et al: Lancet 2017; 390: 267-75; Vlisides PE et al: Br J Anaesth 2018; 121: 249-59

• Contraindications: Poorly controlled CV disease, hepatic dysfunction, high 
intracranial and intraocular pressures, active psychosis, pregnancy

Schwenk ES, et al: Reg Anesth Pain Med 2017
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4 h, 45 min

•Promoted as having no respiratory effects 
- Similar upper airway collapsibility as propofol, 

regardless of level of sedation 
- Can cause upper airway obstruction 
•Prolonged risk hypotension requires 
hemodynamics monitoring after treatment 
cessation (i.e., PACU and beyond)

Demiri M, et al: Br J Anaesth 2019;123:795-807

Lodenius A, et al, Anesthesiology 2019; 131: 962-73

Edokpolo LU, et al: Anesthesiology 2019; 131: 279-86
Kleinman AM, et al: Anesth Analg 2019; 129: 1450-3

Dexmedetomidine: Not as Safe as You Think
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Foo I, et al: Anaesthesia 2021; 76: 238-50

Pandit JJ, McGuire N: Anaesthesia 2021; 76: 156-60

Anaesthesia 2021; 76: 717–722

Do not use at the same time as, or within the period of action of, other 
LA interventions, particularly nerve blocks
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J Clin Anesth 2016; 34: 1524-34

J Clin Anesth 2017; 39: 129-38

Eur J Anaesthesiol 2012; 29: 95-99
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Perioperative Opioids: Pros

• Opioids remain an integral part of perioperative care because of 
their high analgesic efficacy

• Opioids reduce propofol and inhalation anesthetic requirements
– Most of the MAC/propofol reduction occurs at modest opioid doses 

• Egan TD: Br J Anaesth 2019 ;122: e127-e135 

• Opioids mitigate hyperdynamic responses to surgical insult
• Opioid-sparing NOT Opioid-free is the best approach
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Multimodal Analgesia: Best Practice

• “Basic” analgesic regimen

– Acetaminophen + NSAID + Dexamethasone 
+ Local/regional analgesia

• Additional analgesic intervention only if 
basic analgesics not  adequate

• Consider balance of efficacy and adverse 
event profile of the intervention

• Consider balance between invasiveness of 
the technique and consequences of pain

Joshi GP, Kehlet H, et al: Br J Anaesth 2017; 119: 720-2; Joshi GP, et al: Anaesthesia 2019; 74: 1298-1304 opioidprescribing.info
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S U M M A R Y

• Clinical benefits of opioid-sparing approach outweigh the 
challenges and limitations associated with opioid-free strategies 
– Benefits of opioid-free strategies are questionable and there are concerns 

of potential adverse effects

• Optimal multimodal technique should include combination of 
acetaminophen, NSAID, dexamethasone and loco/regional 
analgesia with opioids used for rescue
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