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to judiciously assess their opioid-prescribing
practices and review the latest data on strate-
gies to minimize abuse.

To address this educational gap, the
American Pain Society® and American Society
of Anesthesiologists* created guidelines to
help all surgeons manage acute postoperative
pain. These guidelines are essential reading
but require adaption to the unique constraints
of the head and neck where strategies like
epidural analgesia are not practically feasible.
The approach described here is largely
consistent with these guidelines and has been
described in greater detail elsewhere.’

Comprehensive perioperative

pain control

Pain control touches on all phases of surgical
care. Optimal pain control starts preopera-
tively. During the preoperative discussion, it
is vital to set expectations. Zero pain postop-
eratively is an unrealistic expectation. Using
shared decision-making, patients can develop
a pain management plan that addresses their
history and values. Preoperatively, patients
should be assessed for the risk of developing
opioid abuse. Prior history of anxiety, depres-
sion, or tobacco or alcohol abuse are each
associated with an increased risk of develop-
ing chronic opioid use disorder.
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On the day of surgery, evidence suggests
that multimodal non-opioid analgesia is one of
the best strategies to control pain and minimize
opioids after surgery.’ Multimodal analgesia
approaches stress preventive analgesia in which
pain medications are administered prior to a
painful stimulus to prevent the development of
hyperalgesia and minimize opioid requirements.

Traditionally, local anesthesia offered a
limited duration of benefit. Newer approved
agents, such as liposomal bupivacaine that
lasts 96 hours, are changing this paradigm and
can be employed after different procedures in
the head and neck. While epidural analgesia
is not feasible for head and neck surgery,
regional nerve blocks using long-acting local
anesthetics can be performed.

Postoperatively, multiple non-opioid agents
can be used synergistically with other non-opioid
agents. Acetaminophen should be combined
with NSAIDs whenever feasible. In patients who
are at risk for significant bleeding, celecoxib,

a highly selective COX-2 inhibitor, provides
enhanced pain control without any theoretical
risk of bleeding. Importantly, COX-2 inhibitors,
like all NSAIDs, need to be prescribed with
caution in patients with cardiovascular disease.
Adjunctive strategies, including gabapentin,
provide another option when postoperative acet-
aminophen and NSAIDS are inadequate.

Safe opioid prescribing when necessary
When multimodal non-opioid analgesia
provides inadequate pain control, then
opioids may be required. Opioid prescribing
requires careful selection of the type of opioid,
strength, frequency, and number of pills.
Patients who require opioid therapy postopera-
tively should be warned about the side effects,
risks of abuse, and alternatives to therapy.

The patient should be aware that the
expected duration of opioid therapy is
short, and all opioids carry the potential for
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New research suggests that six percent of opioid-naive

otolaryngology patients prescribed opioids postoperatively
will continue to take them one year after surgery. , ’

abuse. Tramadol offers an attractive opioid
option for analgesia for many otolaryn-
gologic surgeries. Tramadol targets both
opioid receptors but also inhibits reuptake
of serotonin and norepinephrine. Compared
with other opioids, some data indicates that
tramadol has a lower potential for misuse,
abuse, and dependency.®

Codeine, on the other hand should be
avoided. Codeine was previously commonly
prescribed after adenotonsillectomy, but due
to variable metabolism was issued a black box
warning for use in children by the U.S. Food
and Drug Administration.

When opioids are required after procedures
with high levels of pain, institutional standards
for opioid prescribing offer an opportunity to
minimize excess opioids in the community.
These standard prescribing recommendations
enable data driven approaches based on pub-
lished usage instead of anecdote.

Finally, prescription drug monitoring
programs exist in 49 states and allow oto-
laryngologists another opportunity to screen
for prior opioid use prior to prescribing and
coordinate with other prescribers.

Safe disposal of opioids

When opioid medications are no longer
needed, patients and physicians should be
aware of safe disposal options. Consumers and
caregivers should remove unneeded medicines
to help reduce the chance of accidental inges-
tion or intentional misuse. The best option is
to return medications to approved collection
sites that can securely collect and dispose
controlled substances.

Another option includes mixing medica-
tions with an unpalatable substance such as
dirt, cat litter, or used coffee grounds then
throwing them into the trash. Flushing opioids
is a possibility if no other take-back options
are readily available.

Opioid avoidance: proof of concept
While multimodal non-opioid analgesia
strategies have been discussed for over 20
years, their adoption has lagged until now.
There has been a surge in interest investigating
multimodal non-opioid analgesia strategies in
otolaryngology. One institution that imple-
mented a multimodal non-opioid analgesia
pathway was able to decrease the percentage
of patients requiring a postoperative opioid
after thyroid and parathyroid surgery to less
than two percent.” These strategies may also
minimize complications and decrease length
of stay by decreasing sedation and improving
patient’s function after surgery.

Otolaryngologists need to acknowledge the
potential harm caused by opioids. If an opioid-
naive patient develops opioid use disorder as a
result of surgery, this is a surgical complication.

As surgeons, otolaryngologists have a duty
critically evaluate opioid prescribing practices
to minimize the potential for abuse from the
medications that we prescribe. m
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