
When it comes to pain control after back and joint-
replacement surgeries, there are numerous modalities 
physicians can choose as part of their treatment plans. As 
a physician, administrator and patient who has used the 
Avanos Medical ON-Q* Pain Relief System after multiple 
knee surgeries, I’ve become an advocate for ON-Q* 
when it’s appropriate, because I’ve seen it work. 

I work as CMO and COO for Texas Health Physicians 
Group (THPG), a subsidiary of Texas Health Resources 
that comprises 27 hospitals and $4 billion annual 
revenue. We have a large physician network with more 
than 2,500 physicians, and more than 300 access points 
for patients. The orthopedic procedures our practices 
perform that involve ON-Q* include hip, knee, and spine 
procedures. In my role, I share my general philosophy 
on orthopedic pain treatment, which is to use regional 
methods – not systemic or whole-body modalities, such as 
opioids – whenever feasible. 

In today’s bottom-line driven healthcare system, ON-Q* 
may carry a higher initial cost than other modalities, such 
as opioids, for pain treatment. I encourage pharmacists 
and health system administrators to take the long view 
and consider ON-Q*, too, because opioid exposure, 
even for short periods due to a surgery or injury, has been 
associated with long-term use of the drugs – one study 
showed just that, following low-risk surgery in older adults.1 
Furthermore, local infiltration analgesia has shown to be 
overall superior to epidural technique after total knee and 
hip arthroplasty.2 

FINANCIAL BENEFITS OF ON-Q* ADOPTION
Administrators need to look at the bottom line. ON-
Q* offers excellent potential benefits in that regard. 
Regional pain solutions treat pain without risks associated 
with systemic treatments (opioids), such as respiratory 
depression, constipation, addiction, and more. Less 

nursing staff activity – which may include monitoring vital 
signs, sedation level, motor and sensory deficit, presence 
of side effects and complications when opioids are 
administered3 – means fewer interventions and less overall 
cost for regional pain management. Also, administrators 
see how ON-Q* as part of a continuous delivery of local 
anesthetics may lead to reduced hospital length of stay, 
a reduction in narcotic analgesia, and overall improved 
postoperative pain control.4 

Earlier ambulation, I’ve observed, means shorter length 
of stay, decreased risk of deep vein thrombosis, urination 
issues, and an overall more rapid return to normal 
functioning. Average savings of direct hospital costs in 
total joint replacements was $1,999 per patient with use of 
continuous regional block.5 Average cost of opioid-related 
adverse drug event when taking length-of-stay costs into 
consideration compared to patients who didn’t suffer an 
adverse event was $1,614.6 

Injected opioids start slowly and taper off. Having 
experienced both opioids and ON-Q* pain-treatment 
modalities myself, I can say that ON-Q*’s consistent 
delivery of analgesic throughout the treatment is more 
comfortable pain management than opioids. Better 
patient satisfaction and Hospital Consumer Assessment 
of Healthcare Providers and Systems (HCAHPS) 
scores can positively impact value-based purchasing 
reimbursements. These new payment models have 
become the norm for health system administrators in the 
past decade.

Avanos Medical offers deep, detailed hands-on training 
to support anesthesiologists: at their training labs 
and peer-to-peer educational centers, they teach the 
necessary ultrasound-guided insertion techniques for the 
catheters, simulated on live models. They also afford the 
opportunity to practice on cadavers, showing surgeons 
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the exact anatomy on real tissue, with experts on hand 
guiding them on how to do it. This strong education and 
support program is a benefit of ON-Q* that might not be 
immediately accountable on the ledger sheet, but in my 
opinion pays off over time.

PHARMACISTS ADVOCATING FOR IT
In my discussions with peers at other health systems, it’s 
become obvious that hospitals are increasing the role for 
pharmacists beyond traditional drug dispensing. Many 
facilities trust pharmacists to perform patient rounds with 
physicians, and pharmacists are becoming more active 
participants in how pain is controlled – not just filling 
scripts and counting pills. Their opinions have weight.

Many published studies involving ON-Q* show benefits 
that pharmacists can see when they look into the research 
determining positive outcomes -- such as how continuous 
regional analgesia methods including ON-Q* may 
improve postoperative pain control and reduce hospital 
length of stay in patients who underwent standard median 
sternotomy.7 In my own experience, patients who receive 
single-shot blocks often end up seeking narcotics when 
they wear off. Pharmacists will likely be able to track and 
verify this trend in their own facility’s records. When you 
see these patterns in your own patient base’s data, you’ll 
start to see the wisdom of something like ON-Q* as a 
potentially better method of pain management. 

Opioids come with side effects such as nausea and 
vomiting for many patients,8 and those come with costs.9 
Some of the most expensive real estate in the hospital is 
the recovery room (PACU) – second only to the operating 
room -- and controlling pain and the side effects of 
opioids are common drivers of longer recovery room 
stays.10 PACU was bypassed for most patients using single 
and continuous interscalene block versus all general 
anesthesia patients needing PACU time in one rotator 
cuff repair study.11 Another study, which calculated the 
average cost/minute in the PACU as $10, compared 
average time saved with regional blocks, showing that 
regional blocks saved an average of 39 minutes vs. 
traditional anesthesia.12

So when pharmacists see ON-Q* as an effective way to 
manage pain that gets patients out of recovery, on to the 
floor for further treatment and then ambulatory faster, I 
have observed that they will advocate for it. And when 
they do integrate ON-Q* as a pain-management choice 
for their physicians, they might have one of two paths 
to add it. In some facilities it can be added straight to 
the formulary; in others, it becomes part of the medical 
device supply chain. 

ADMINISTRATORS AND PHARMACISTS SEE THE BIG 
PICTURE
When doing the math – factoring in the clinician time as 
well as medication costs taking care of the patients who 
must endure those side-effects – both pharmacists and 
administrators can see how ON-Q* can be cost-effective, 
despite higher initial cost than single-shot blocks or 
opioids for pain management. 

Adding a new pain treatment modality such as ON-Q*, 
from the health system leadership perspective, differs from 
the individual doctor’s decisionmaking when treating a 
single patient. Medical leaders are simply adding another 
pain management tool in the toolbox, while individual 
physicians apply their clinical judgment on a patient-
by-patient basis. This is why I encourage administrators 
to consider sending their surgeons to ON-Q* training, 
education and support programs – to let them see 
firsthand how ON-Q* works.
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There are inherent risks in all medical devices. Please refer to the product labeling 
for Indications, Cautions, Warnings and Contraindications. Failure to follow the 
product labeling could directly impact patient safety. Physician is responsible for 
prescribing and administering medications per instructions provided by the drug 
manufacturer. Refer to www.avanospainmanagement.com for additional product 
safety Technical Bulletins.
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