MANAGING PAIN
AFTER SURGERY
After surgery, you may have some pain and discomfort. This is normal and part of the healing
process. The pain is the worst in the first one or two days after surgery, but it will get better over time.
There are many ways your health care team can help manage your pain. Talk with your health
care providers to decide what is right for you.
PAIN MEDICATIONS

OTHER PAIN TREATMENTS

Some medications that treat
short-term pain are:

For continued pain, there are other
things you can do to help, such as:

•

Ibuprofen (Motrin, Advil)

•

Meditation and yoga

•

Acetaminophen (Tylenol)

•

•

Naproxen (Aleve, Naprosyn)

 entle stretching and exercise
G
(check with your doctor)

•

Celecoxib (Celebrex)

•

Physical therapy

•

Diclofenac (Voltaren) pill or gel

•

Acupuncture

•

Diclofenac patch (Flector)

•

Cognitive behavioral therapy

•

Lidocaine patch

•

Ice, compression, elevation

•

Gabapentin (Neurontin)

OPIOID PAINKILLERS
Your doctor may prescribe opioid painkillers, such as Percocet, Vicodin and Oxycontin.
These can help reduce pain after surgery, but they are also risky and can lead to addiction
and overdose.
If you are prescribed opioid painkillers, you should:
•

 nly take them if you still have severe pain after taking other medications such as
O
ibuprofen or acetaminophen.

•

 void taking them with alcohol or prescription medications used to treat anxiety,
A
such as Xanax or Valium.

•

Keep them in a locked cabinet and get rid of pills that you don’t use.

Getting rid of unused medications
You may not need all the pills that are being prescribed to you. When your pain has gotten
better, you should get rid of your unused medications. This can prevent other people from using
them. Drug disposal boxes can be found at many pharmacies and police stations. You can find
the one closest to you at: http://bit.ly/PADrugDisposal
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Postoperative Opioid
Prescribing Guidelines
BACKGROUND
FOR SURGEONS
Over-prescribing of Opioids Continues
to Feed the Opioid Crisis
While there are many routes to drug addiction, most heroin users
began their opioid use with prescription medications.1 Despite the risks
of prescription opioids, they continue to be prescribed at historically
high rates in Philadelphia. Opioid prescribing began to rise in the
1990s and peaked in about 2012, but sales in 2018 are still far higher
than they were in 2001.2 Based on a survey of the general population
of Philadelphia, approximately 1 in 3 adults (469,000 people) in
Philadelphia took a prescription painkiller in the past year. While some
people obtained them from friends, family or street dealers over 80%
received them from their physicians.3
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Opioid Use After Surgery Contributes to the Problem
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patients
their first exposure to prescription opioids is Year
after surgery. The length of that first prescription can
put patients on the trajectory for long-term use, which can lead to dependence and addiction.
A CDC study showed that nationally, 12-20% of opioid naïve patients whose first prescription
for opioids is for 10 days become long-term users.4 And across surgical subspecialties, 1 in 16
patients who are prescribed opioids become long-term users.5

Probabilities of continued opioid use among opioid-naïve patients,
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50
1 Year Probability
40

30

12-20% of opioid naïve
patients whose first
prescription for opioids
is for 10 days become
long-term users.
3 Year Probability

20

10

0
5

10

15

20

25

Days’ supply of first opioid prescription

Average number of pills per opioid prescription among surgeons (Medicaid only), 2016
180
160
140
120
100
80
60
40
20

MEAN: 48.2 Pills per Opioid Prescription
MEDIAN: 39.2 Pills per Opioid Prescription

30

35

40

30

is for 10 days become
long-term users.
3 Year Probability

20

10
Surgeons
in Philadelphia Commonly Prescribe Opioids
for Long Durations
0
Opioid prescribing
among surgeons in Philadelphia is high. The median number of pills
5
10 translates
15 to 6-10 days
20
25
35 of
per prescription is nearly
40.6 This
of opioids
and a3010-20% risk
long-term use.
Days’ supply of first opioid prescription

Average number of pills per opioid prescription among surgeons (Medicaid only), 2016
180
160
140
120
100
80
60
MEAN: 48.2 Pills per Opioid Prescription
MEDIAN: 39.2 Pills per Opioid Prescription

40
20
0

Surgeons

Effectiveness of oral pain regimens for relieving acute, postoperative pain*
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Most Opioid Pills Are Not Used
Across multiple studies and a range of surgical specialties, patients use only about a third of the
opioid pills they are prescribed. Following several common surgeries, between 21% and 75%
of patients do not use any opioids or even fill the prescription.7 ,8, 9 Furthermore, when surgeons
reduce the number of pills they prescribe, patients consume even fewer.10 This shows that patients
are heavily influenced by the amount prescribed. Clearly, a reduction in opioid prescribing can
occur without compromising patient care.
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Undertreated pain is a concern of patients and surgeons. However, while there is a perception
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refill rate did not differ among patients prescribed between 8 and 60 pills. The same pattern was
found regardless of the surgical specialty involved. The enclosed guidelines presume e-prescribing
availability, allowing for supplementation if pain control is insufficient. E-prescribing of controlled
substances will be required in Pennsylvania in 2019.12
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NSAIDS are More Effective than Opioids for Treating Acute
Postoperative Pain
Surgeons

Several studies have shown that NSAIDS, particularly in combination with acetaminophen,
are more effective than opioids for acute postoperative pain. A Cochrane review found that
ibuprofen plus acetaminophen resulted in far greater pain relief (at least 50% of maximum
pain relief over 6 hours) than oxycodone, the analgesic effect of which was similar to
placebo.12, 13
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*Studies involved patients with moderate-to-severe pain after wisdom tooth extraction, or after
abdominal or pelvic surgery. These are commonly used to test analgesic effectiveness for acute pain
after trauma.
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While pain is to be expected after any procedure, severe pain is often limited to

5%

just one or two days. Opioid-naïve patients undergoing minor procedures can be
effectively managed without any opioids.
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There are Many Effective
Alternatives to Opioids

Managing Patient
Expectations

Patients respond differently to different
treatment modalities. Patients should be
advised to take non-opioid pain medications
and participate in non-pharmacologic
treatments for their pain, many of which
are as effective and safer than prescription
opioids. Consult the guidelines for evidencebased options for treating pain.

Patients are often concerned about the
pain they will experience postoperatively.
Acknowledging this concern and reassuring
patients that pain is a normal part of the
healing process can help them cope. The
guidelines include recommendations for how
to set appropriate expectations with patients.

Using the Postoperative Opioid Prescribing Guidelines
Please consider the enclosed guidelines if
you are going to prescribe opioids to your
opioid-naïve patients following major surgery.
These guidelines are not intended to replace
clinical judgment, but were written using
available evidence in the literature to reduce
overprescribing while sufficiently treating a
patient’s pain.
The guidelines differentiate major and minor
procedures. Nationally, more than half of all
procedures occur on an outpatient basis.15
Pain experienced by opioid-naïve patients
undergoing minor surgeries (such as a carpal
tunnel release, a parathyroidectomy or an
elective laparoscopic cholecystectomy)
is likely to be sufficiently managed with
NSAIDS and other non-opioid pain treatment
modalities.8,9 Patients undergoing minor
surgery should not be prescribed opioids.
Patients undergoing major surgery may
spend days in the hospital recovering. Ideally
their pain improves during their inpatient stay
such that they do not require opioids after
hospital discharge.

However, we recognize that patients may
be discharged before their pain is entirely
resolved. If opioids are to be prescribed at
discharge, it should be in the lowest dose
possible and in quantities consistent with the
enclosed table. Use of non-opioid analgesics
as first-line treatment is always recommended.
The recommended amounts for major
surgery were calculated using the following
rationale:
•	Across multiple studies, approximately 1/3

of the currently prescribed pills are used.
•	When fewer are prescribed, approximately

1/2 to 1/3 of the newly prescribed amount
is used.
•	Therefore, 1/3 of the currently prescribed

pills should be the upper limit, and 1/2 of
that should be the recommended amount.
•	One-third to one-half of patients consume

no opioids, so zero should be the lower
limit.

Safe Disposal of Unused Medications
Even after major surgery, patients who are prescribed opioids according to these guidelines
may not use them all. Patients should be made aware of the risks of misuse of unused
medications and instructed on their proper disposal. This includes disposing of them in
designated drug take-back boxes in select pharmacies and police stations. Information on
locating nearby boxes is included in the accompanying patient education sheet.

Managing Postoperative Pain in Patients with Chronic
Opioid Use
While these guidelines are focused on postoperative pain management in opioid-naïve
patients, some surgical patients are already long-term users of opioids. The guidelines include
information on how to approach postoperative opioid prescribing in this population. Surgeons
are also encouraged to discuss the plan for postoperative pain management with the patient’s
primary care physician.
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POSTOPERATIVE
OPIOID PRESCRIBING
GUIDELINES
In the past, surgeons and other physicians were strongly encouraged
to treat pain aggressively with opioids. It is now clear that the
prescribing of opioids leads too often to side effects, dependence
and addiction. At the same time, studies have shown that NSAIDS
are as effective as opioids for treating many forms of pain, including
acute postoperative pain. These guidelines, which are based on
studies of analgesic needs postoperatively, attempt to balance the
benefits and risks of opioids.
They recommend:
•	Managing patient expectations
about pain after surgery

•	Avoiding the use of opioids for
minor surgical procedures

•	Maximizing the use of nonopioid pain treatments preand postoperatively

•	Sharply limiting the duration
of opioid use following major
surgical procedures

MANAGING PATIENT
EXPECTATIONS

Preoperative and Intraoperative
Management of Pain

Before surgery, discuss with patients
the pain they may expect to have
after the procedure.

Unless contraindicated, patients should take analgesic
medications (such as NSAIDS, acetaminophen, gabapentin) on a
scheduled basis preoperatively.

Patients should be counseled that:

Consideration should be
given to the applicability
of following intraoperative
medications and techniques,
all of which have been shown
to reduce the requirement
for opioids1:

»	Pain immediately after surgery
is normal and an expected part
of the healing process.
»	Pain is worst in the first 1-2
days after surgery, but improves
over time.
»	Most pain can be effectively
managed with medicines other
than opioids, such as NSAIDS,
acetaminophen, gabapentin
and topicals.

»	Neuraxial or peripheral
nerve blocks
»	Ketamine
»	Clonidine
»	Dexmedetomidine
»	Dexamethasone

Non-Opioid Treatments for Pain
There are many effective — and far safer — alternatives to opioids
for treating pain. In the absence of contraindications, the
following treatments should be first-line for patients following all
surgeries:

If opioids are being prescribed:

Non-opioid
Pharmacologic Treatments

Non-Pharmacologic
Treatments

»	Opioids should be used only
when other medicines have not
adequately treated severe pain,
and should be stopped when
the pain is manageable with
non-opioid pain medications or
alternative strategies.

NSAIDS

Physical therapy

Acetaminophen

Cognitive behavioral therapy

Antidepressants

Acupuncture

Topical medications

TENS units

Neuromodulating medications

Ice, elevation, compression

»	Opioids should be taken in
addition to, not in place of,
non-opioid pain medications
in order to minimize the amount
of opioids taken.
»	Opioids carry a high risk of
physical dependence,
addiction and overdose.
»	Unused opioids should be
disposed of safely to prevent
misuse or diversion.

Postoperatively, oral medications should be initially taken on a
scheduled basis in order to maximize pain relief.

Refills and E-Prescribing
Surgeons may be concerned about under-treatment of pain,
leading to requests for refills of opioid prescriptions.
However, a study of over 25,000 patients has shown that requests
for opioid refills do not differ between patients prescribed
between 8 and 60 pills.2
If opioid prescription refills are needed, they are more easily done
through e-prescribing. These guidelines presume e-prescribing
availability. E-prescribing of controlled substances will be required
in Pennsylvania in 2019.3

GUIDELINES FOR OPIOID-NAÏVE PATIENTS
Number of Pills* Recommended for Opioid-Naive Patients at Discharge
(minimum – maximum)

Specialty

Minor procedure

Major procedure†

General, Colorectal,
Gynecologic Oncology, Plastic

0

6 (0–13)4

Orthopedic, Neurosurgery

0

9 (0–18)4,5

Cardiothoracic, Vascular

0

9 (0–18)4

OB/Gyn

0

6 (0–12)6

Urologic

0

4 (0–8)7

OMFS, ENT

0

5 (0–9)8

* pill = 1 tab of 5mg oxycodone or equivalent MME in short-acting opioid
†

For patients discharged after post-op day 1, use of opioids in the 24 hours before discharge can further guide the amount prescribed.
For patients requiring no opioids the day before discharge, no prescription is likely needed.

EX AMPLES OF MINOR AND MAJOR PROCEDURES9
All outpatient procedures should be considered minor procedures.
Minor procedure

Major procedure

ENT and Oral Surgery

•	
Tooth extraction
•	
Tonsillectomy
•	
Thyroidectomy

• Maxillary or mandibular osteotomy
•	
Resection of large benign or malignant
mass requiring overnight hospital stay

General Surgery

•	
Breast lumpectomy or mastectomy
with or without LN biopsy or axillary
dissection
•	
Laparoscopic cholecystectomy
•	
Inguinal herina repair
•	
Soft tissue mass removal
•	
Hemorrhoidectomy

•	
Mastectomy with immediate tissue
reconstruction
•	
Open repair or resection of stomach,
small bowel, colon, liver, pancreas,
adrenal or liver
•	
Open cholecystectomy

Gynecology

•	
Dilation and curettage
•	
Tubal ligation
•	
Laparoscopy — limited endometriosis

•	
Hysteroscopic resection or ablation
•	
Abdominal or transvaginal pelvic floor
surgery

Urology

•	
Cystoscopy, ureteroscopy
•	
Vasectomy

•	
Resection of bladder or prostate tumor

•	
Discectomy

•	
Intracranial surgery
•	
Spinal laminectomy and/or fusion

Orthopedic Surgery

•	
Shoulder arthroscopy
•	
Knee arthroscopy
•	
Tendon repair
•	
Hardware removal

•	
Arthroplasty (knee, hip, shoulder)
•	
ORIF of long bones
•	
Bunionectomy

Plastic Surgery

•	
Carpal tunnel release
•	
Lipoma excision
•	
Cosmetic breast surgery

•	
Free flap reconstruction
•	
Panniculectomy

•	
Mediastinoscopy

•	
Resection of lung, esophagus, or
mediastinal mass

•	
Varicose vein excision

•	
Aortic aneurysm repair

Neurosurgery and Spine Surgery

Cardiothoracic Surgery
Vascular Surgery

GUIDANCE FOR PATIENTS WITH CHRONIC OPIOID USE
• D
 o not increase opioids
above preoperative levels.
•	Before surgery, set expectations
for anticipated pain, healing
time and postoperative
opioid use.

•	Consult patient’s pain
management or pain medication
prescriber prior to surgery to
establish a postoperative plan.

•	If surgery did not address cause
of chronic pain, consider slow
taper and discuss with patient’s
prescribing physician.

•	If surgery was performed to
address chronic pain (such
as arthroplasty for end-stage
osteoarthritis), consider taper as
soon as acute pain is expected
to resolve.

See Philadelphia Department
of Public Health’s Tapering
Guidelines for guidance.10
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