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O pioid-associated morbidity and mortality are described by the
Centers for Disease Control as a national ‘‘prescription pain-

killer overdose epidemic.’’1 Today, 1 of every 25 adults regularly uses
prescription opioid medications. Prescription opioid use results in
greater healthcare utilization and associated expenditures, as well as
increased rates of morbidity and mortality owing to unintentional
overdose, misuse, abuse, and transition into heroin use.2,3 Nonethe-
less, one of the most common episodes for opioid prescribing is
during the perioperative period, and opioids remain the cornerstone
of postoperative pain management.

The current opioid epidemic has evolved on the basis of the
regretful claims, supported by pharmaceutical companies, that pain is
undermedicated and the addictive potential of opioids is overstated.
In addition, there are no guidelines to direct surgeons regarding
outpatient opioid prescribing. Clinical standards are available regard-
ing the inpatient management of postoperative pain, such as the use
of regional or patient-controlled anesthesia techniques, but do not
refer to outpatient care.4 Recent guidelines have been published
regarding the use of prescription opioids for chronic pain, but
primarily target clinicians in emergency and primary care.5 Current
surgical training curricula do not include the management of chronic
pain in standard competencies, and this is not included in annual
residency in-training examinations, board certification examinations,
or maintenance of certification examinations. Finally, the extent to
which prescribing practices are influenced by convenience, knowl-
edge, and cultural factors is unclear.

The patient factors driving postoperative pain intensity and
opioid consumption are complex, including central sensitization,
psychosocial, and cultural factors.6,7 Recent evidence suggests that
patients may continue to use opioids to manage symptoms and
comorbidities beyond pain in the surgical area. For example, among
 Copyright © 2017 Wolters Kluw

patients undergoing knee and hip arthroplasty, chronic opioid use
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was significantly correlated with greater preoperative global body
pain and catastrophizing, but was not associated with the change in
the knee or hip pain.6,7 Characteristics of fibromyalgia or centralized
pain have been shown to be associated with increased opioid con-
sumption after surgery, which is likely because of opioid nonres-
ponsiveness and distinct from negative effect or catastrophizing. In
addition, opioid use is not correlated with surgical site pain among
patients with mood disorders, suggesting that patients may rely on
opioids to manage the symptoms and sequelae of other psychological
conditions.6

The lack of evidence-based guidelines and risk-stratification
to tailor postoperative opioid prescribing has also contributed to an
excess of opioid pills within our patients’ homes and communities.
For example, roughly 80% of opioid prescriptions filled remain
unconsumed, and patients are frequently left with excess pills for
which disposal options are challenging to navigate.8 Excessive
prescribing creates the potential for diversion to unintended users
for nonmedical abuse, and nearly 75% of recent heroin users report
being introduced to opioids through prescription medications.9 Cur-
rent opioid disposal options are limited to authorized opioid collec-
tors, including selected law enforcement agencies pharmacies, or
organized pill drop events, and many patients remain unaware of
these avenues.10

Finally, the majority of current preoperative efforts to improve
perioperative safety and quality are centered on the reduction of
common complications, such as venous thromboembolism and
surgical site infections. Such efforts have been markedly successful,
and morbidity and mortality rates in the United States following
major surgery are low. Nonetheless, iatrogenic opioid dependence
could now be considered a postoperative complication of equal
magnitude, and 1 of every 20 opioid-naive patients continues to
require opioids long after their surgical care is complete.11,12 Current
initiatives directed at reducing prescription opioids have focused on
nonmedical use, as well as secondary (eg, early identification of
opioid abuse) and tertiary prevention (facilitating treatment for
opioid abuse) strategies. Although such interventions are easy to
implement and have high face validity for clinicians in practice, they
miss the opportunity to prevent opioid-naive patients from moving
beyond acute use to opioid dependence and to curb excess opioid
prescribing.13

TOWARD SAFER POSTOPERATIVE OPIOID
PRESCRIBING

The scope and complexity of the current opioid epidemic
demands a multifaceted approach that targets the needs of providers
and patients. Programs that allow surgeons to tailor postoperative
opioid prescriptions based on key patient factors could minimize
opioid excess while maintaining adequate analgesia for patients at
high risk for pain and opioid consumption beyond normative values.
More specifically, defining ranges for acceptable opioid prescribing
with respect to quantity, duration, and type of opioid could reduce
opioid excess, avoid the inappropriate use of long-acting formu-
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lations for acute surgical pain, and signal patients at high risk for
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FIGURE 1. Michigan Opioid Prescribing Engagement Network
(Michigan-OPEN).
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prolonged opioid use who may benefit from more aggressive opioid
alternative pain management regimens.

From the patient perspective, interventions that leverage
motivational and cognitive behavioral strategies to improve resili-
ence, self-efficacy, and expectations are effective in the setting of
chronic pain management, and could be applied to perioperative
care.14 A multidisciplinary approach that leverages the broad exper-
tise of anesthesiologists, primary care providers, psychologists,
psychiatrists, social workers, communications experts as well as
surgeons can further inform effective strategies to tailor postoper-
ative regimens to include opioid alternatives, and streamline care for
patients who struggle with dependence during the postoperative
period. In this context, strategies that promote improved mood,
stress management, and self-efficacy as well as technical information
(nonopioid alternative medications, opioid risks, safe-disposal, etc)
will provide an important avenue for pain relief without opioids.

The Michigan Opioid Prescription Engagement
Network (Michigan-OPEN)

The state of Michigan serves as a home to a unique network of
Continuous Quality Improvement (CQI) programs and clinician
communities, and is uniquely poised to address the prescription
opioid crisis (Fig. 1). Funded by Blue Cross and Blue Shield (BCBS)
of Michigan, 22 physician-led networks are devoted to improving the
care of patients in Michigan, and represent all major hospitals and
surgical specialties. For example, the Michigan Surgical Quality
Collaborative includes the 73 Michigan hospitals that perform major
inpatient general and vascular surgery procedures. We will build
upon a robust data infrastructure that enables detailed clinical data
collection, best practice identification, and rapid dissemination.
More importantly, these CQIs have an established culture of trust
and cooperation that enables change. Our efforts focus on education,
measurement, improvement and engagement.

Education
Quarterly CQI meetings are a powerful platform to make

opioid best practices a priority for all surgeons. We will present data
regarding the opioid epidemic in Michigan at CQI meetings to raise
awareness, provide feedback over time, and determine new strategies
to improve practice. We will create both patient- and provider-facing
interventions that are designed to detail the risks of opioids, behav-
ioral and pharmacologic opioid alternatives, and safe opioid disposal
and storage practices. We will identify surgeon, anesthesiology, and
primary care champions to partner together to identify at-risk
patients before surgery, develop best practices, and streamline tran-
sitions of care.

Measurement
Building on current data platforms, we will establish a patient-

centered data infrastructure that integrates patient-reported outcomes
(eg, pain, satisfaction), patient utilization of postoperative opioids,
and surgeon care practices. In this way, we will create tools that
identify patients at risk for prolonged postoperative opioid use, and
smooth the transition between primary care providers and surgeons,
particularly among patients who are most vulnerable. Furthermore,
we will demonstrate the effectiveness of our interventions through
the measurement of patient-reported opioid consumption and phys-
ician prescribing patterns over time.

Improvement
Eliminating the use prescription opioids altogether could

potentially reduce the untoward risks of prescription opioids, includ-
 Copyright © 2017 Wolters Klu

ing dependence and diversion to unintended users. However,
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prescription opioids are an effective intervention for acute pain
following major surgery, and narrow policies may compromise
the outcomes most valued by patients. In this multifaceted
effort, we will provide continuous clinician feedback regarding
patient-reported outcomes and prescribing practices to inform local
improvement efforts that will demonstrate areas of improvement and
opportunities for change. These data will inform an iterative imple-
mentation plan for each provider and institution, and opioid pre-
scribing will be included as a standard quality metric for actionable
change and improvement for each CQI program.

Engagement
Pill drop programs are an important repository for patients to

dispose of unused opioids. Based off of successful initiatives at our
institution, we will partner with local community leaders and law
enforcement to organize opioid pill drops at each participating
MSQC hospital. We will develop self-sustaining programs at each
hospital that will serve as an ongoing repository for opioids and
reduce the number of pills in communities at risk for unintended
diversion.

Deaths attributable to prescription opioids are a leading cause
of accidental death in the United States, and have increased 5-fold
over the last decade. Given the societal impact of opioid abuse and
dependence, the unmeasured burden related to lost productivity and
wages is substantially higher. Moreover, excess opioids that remain
unconsumed are an opportunity for individuals to develop opioid
dependence, and a pathway to substance abuse. Surgeons contribute
to the excess of prescription opioids in our communities daily, and
increase prevalence of opioid-dependent individuals. As such, we
have a critical responsibility and opportunity to develop appropriate
prescribing practices. Going forward, the Michigan Opioid Prescrip-
tion Engagement Network (Michigan-OPEN) will provide a collab-
orative model to create innovative strategies to facilitate change and
wer Health, Inc. All rights reserved.

implement best practices.
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