
Using opioids for pain management in joint 
replacements can slow recovery and increase 
hospitalization time.1 Enabling patients to recover at 
home decreases the potential risk of hospital-acquired 
infections.2  

Those concepts inform our outpatient surgery center 
treatment plans. We have found that by screening 
patients, addressing their comorbidities prior to surgery 
and encouraging consideration of continuous incisional 
infusions and post-operative pain pumps, patients are 
mobilized more quickly and have less pain.3,4,5,6 In our 
experience this can mean less need for opioids in their 
pain management.

This is why we employ a multimodal approach to 
pain management at our ambulatory surgery centers 
(ASCs), which serve greater Detroit. It gives our facilities 
a competitive edge compared to inpatient facilities, 
especially among patients who are looking to get 
back to work sooner, avoid opioids altogether and in 
general be back on their feet as soon as possible after 
procedures such as knee replacements. 

Not only is it a care-quality differentiator for our business 
– and we are competing with hospitals as well as 
academic medical centers – it’s becoming increasingly 
apparent that reimbursement trends are inspiring the 
use of opioid alternatives because insurers can see 
what clinical studies have borne out: Non-narcotic pain 
management solutions, such as post-operative pain 

pumps, can allow patients to accelerate physical therapy 
and speed-to-recovery.3 Quicker recoveries can lead 
to better Hospital Consumer Assessment of Healthcare 
Providers and Systems (HCAHPS) scores, which directly 
impact Medicare and Medicaid reimbursement.7 

WHAT WE DO TO DECREASE OPIOID USE
Every patient needs an individual pain-management 
plan. While we refer to the American Pain Society’s 
Clinical Practice Guidelines to model our own practice, 
from a management perspective, they’re just that: 
guidelines. We do not impose our own protocols our 
physicians must follow, recognizing that each patient 
case poses unique characteristics.

In general, however, we encourage them to keep these 
ideas in mind:

• Avoiding single-shot nerve blocks. Anecdotally, we 
have found that giving patients the ability to control 
the amount of pain relief leads to more empowerment 
and satisfaction because they feel they have more 
control over their pain.

• An ounce of prevention is worth a pound of cure. 
Addressing comorbidities before the surgery might 
cost a little more in overhead for us, but we find it pays 
off on the back end. For example, addressing obesity 
before a hip replacement may reduce the odds of 
post-surgical complications resulting in a hospital 
admission when body mass index is greater than 35.8  

• Encouraging continuous peripheral nerve block 
(CPNB) adoption. We explain CPNB early in the 
surgery planning process to help patients get 
comfortable with its use. We review how it works 
and how it can be an effective tool for reducing or 
avoiding opioids altogether.
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• Closely watching patients’ reactions in surgery 
planning when we talk about reducing or avoiding 
opioids altogether as part of a multimodal pain 
management plan. When that idea gets a strong 
negative reaction, we discuss the downsides of opioids 
(such as side effects and complications like respiratory 
depression, immunosuppression, sedation, nausea, 
vomiting, dizziness and physical dependence9) and 
explain how CPNBs can avoid opioid-related side 
effects that can sidetrack their recovery.

• Selecting patients who are interested in/need quicker 
recoveries. We believe that the best candidates 
for surgery at our facilities are those who are self-
motivated to be walking again as soon as they can.

• Providing physicians with algorithms and decision 
support to improve outcomes. As stated earlier, 
we believe that every patient’s case is unique. 
Sharing best practices, however, helps us improve 

the approach to every patient, regardless of which 
surgeon performs their procedure.

MAKING THE RIGHT CHOICE
While it takes more up-front work with screening and 
educating joint-replacement patients on how post-
operative pain will be managed, the payoff comes 
when a CPNB is used as a part of a multi-modal pain 
management approach, reducing the need for opioids. 
These patients will likely do better overall, because they 
may have less pain, ambulate sooner and have less 
narcotic-associated side effects. This potentially saves 
costs other types of anesthesia and pain management 
techniques can incur with hospitalization, home care, 
skilled-nursing care and missed work associated with 
longer recoveries.

Jim Stilley has a consulting/speaking financial 
relationship with Avanos Medical, Inc.  
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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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