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State of Current crisis
� The United States (US) makes up approximately 4% of the 

world’s population but consumes about 80% of the world’s 
supply of opioids with the number of opioid prescriptions 
quadrupling between 1999 and 20141

� During this time period, the number of drug-related deaths has 
surpassed motor vehicle collisions to become the leading cause 
of accidental death 2

1. Stone AB, Wick EC, Wu CL, Grant MC. The US opioid crisis: a role 
for enhanced recovery after surgery. Anesth Analg. 
2017;125(5):1803-5.

2. Rudd RA, Aleshire N, Zibbell JE, Gladden RM. Increases in drug and 
opioid overdose deaths—United States, 2000-2014. MMWR Morb Mortal 
Wkly Rep. 2016;64:1378-82.
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Zeroing on the Source of Illicit 
Opioids

� Unconsumed prescription opioids are a major source

� >80% of heroin users reported the nonmedical use of opioid pain 
relievers prior to heroin initiation

� with 42% to 71% of all the opioid tablets obtained by surgical 
patients being unused.

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):1066-71. 

Jones CM. Heroin use and heroin use risk behaviors among 
nonmedical users of prescription opioid pain relievers - United 
States, 2002-2004 and 2008-2010. Drug Alcohol Depend. 2013;132(1-2):95-
100.
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Zeroing on the Source of Illicit 
Opioids

� analysis of a nationwide dataset of US adults aged 18 to 
64 years without opioid use in the year prior to surgery 
(n = 36,177 patients) found rates of new persistent 
opioid use ranging from 5.9% to 6.5% 

Brummett CM, et al. JAMA Surg. 
2017;152(6):e170504
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64 years without opioid use in the year prior to surgery 
(n = 36,177 patients) found rates of new persistent 
opioid use ranging from 5.9% to 6.5% 

Brummett CM, et al. JAMA Surg. 
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� new persistent opioid use after surgery is common and 
should be treated as a surgical or post-anesthesia 
complication
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Economics of Opioid Use
� A direct comparison of opioid vs. opioid sparing 

techniques examined 24 published studies (3,000 
operative cases)

� Cost savings due to a decrease in not only length of 
stay but also the number of hospital personnel needed 
to monitor a patient on a typical opioid treatment 
plan.  

Philip BK at al. The economic impact of opioids on postoperative pain 
management. J Clin Anesth. 2002;14:354-64.
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Economic Burden

Side effects, perception of pain
Increased length of stay, supplies, 

staffing

Departure from best recognized 
practice 

Economics of Opioid Use
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Economics of Opioid Use
� A claims study with >37,000 patients from 26 

hospitals 

� 13.6% of patients had adverse drug event (ADE) 
related to opioid administration

� Accounted for a 47% higher hospital cost vs. those 
patients without an opioid related adverse event.

Kessler ER, Shah M. Pharmacotherapy. 2013;33(4):383-91.
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Opioid Use in Amb Surg
� Data suggests that persistent opioid usage risk is the 

same in minor/outpatient procedures as it is in major 
procedures with about 6% of patients continuing to fill 
opioid prescriptions greater than 90 days after the 
surgery.

23

New Persistent Opioid Use After Minor and 
Major Surgical Procedures in US Adults

� The incidence of new persistent opioid use was similar between the 2 
groups (minor surgery, 5.9% vs major surgery, 6.5%; odds ratio, 1.12; SE, 
0.06; 95% CI, 1.01-1.24). By comparison, the incidence in the non-operative 
control group was only 0.4%.

� JAMA Surg. 2017 Jun 21;152(6)
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Why?
� Possible reasons?

� 1. Too much intraoperative opioid use?
� 2. Lack of multimodal analgesia?
� 3. Inadequate use of regional nerve blocks?
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Regional NB and Opioid Use
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Regional NB and Opioid Use
� Data consistently confirmed that a local anesthesia 

based regional technique will lower perioperative 
opioid consumption

31

Femoral NB and Opioid Use

Anesthesiology 2010;113:1144-62
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Interscalene NB and Opioid Use

Anesth Analg 2015;120:1114-29
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TAP Block and Opioid Use

Anesth Analg 2014;118:454-63
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Does â intraoperative opioids 
cause â addiction ↓

� 2 studies suggest a lack of association between usage 
of NB and risk of persistent opioid use 

� Anesth Analg 2017;125:999-1007 
� Anesth Analg 2017;125:1014-20
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Study 1
� Looked at 6695 patients undergoing shoulder arthroplasty 
� Billing data to identify the use of nerve blockade
� Regression to estimate association between nerve blockade 

and 2 measures of opioid use
� Having filled at least 1 RX for opioid between POD 0-90 

and between POD 91-365
� Result:  No association between nerve blockade and  

persistent opioid use at POD 0-90 or POD 91-365

Anesth Analg 2017;125:1014-20
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Study 1
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Study 2
� 120,080 patients undergoing TKA
� Billing data to identify the use of nerve blockade
� Analyzed effect of nerve blockade and risk of 

chronic opioid use (filled ≥10 RXs or ≥120 days’ 
supply for an opioid in the 1st postsurgical yr)

� No association between nerve blockade and risk of 
postsurgical chronic opioid use

Anesth Analg 2017;125:999-1007

41

Study 2
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WHY does â Intraoperative Opioid 
Usage NOT Cause â Addiction 
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WHY does â Intraoperative Opioid 
Usage NOT Cause â Addiction 

� Opioid addiction related to prescribing practices, not 
perioperative opioid use

44

Patterns of Opioid Prescription and 
Use After C-Section Delivery

Plot of the 
relationship 
between the 
number of 
tablets of opioid 
analgesic 
dispensed after 
discharge from 
cesarean delivery 
and the number 
of tablets 
consumed

Obstetrics & Gynecology130(1):29-35, July 2017.
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Patients at Risk: Large Opioid Prescriptions 
After Total Knee Arthroplasty

� 105 patients reviewed retrospectively with at least 1 
year follow up

� Quantity of opioids prescribed after TKA varied 
widely, ranging from a total MED of 273- 3250 mg 

� Refill rate did not differ between large prescriptions 
(1400 mg) and smaller prescriptions

� Excessive opioid prescriptions should be avoided as 
they did not decrease the number of refills and pose 
the risk of divergence and subsequent abuse

The Journal of Arthroplasty 32 
(2017) 2395-2398
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WHY does â Intraoperative Opioid 
Usage NOT Cause â Addiction 

Preoperative Operating 
Room PACU Home

+/- Anxiolysis Blocks Non-opioid 
analgesics

â

Surgeons prescribing, no 
role by anesthesia

58

Role of the Ambulatory 
Anesthesiologist
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What We Can Do With Our 
Anesthesia?

� Variability in opioid prescribing
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Anesth Analg. 2017 Nov;125(5):1704-1713
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Summary
� Regional decreases opioid usage perioperatively

� No reduction in opioid addiction and use

� Target now has to be the discharge meds

� Discharge meds need to be stratified by patient RF, and 
education of prescribers and patients must occur

� The ambulatory anesthesiologist must play central role in 
this process

76

Thank you!
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