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S ince the initial reports of an emerging opioid epi-
demic in the early 2000s, intense focus on improving 
opioid prescribing in outpatient settings has culmi-
nated in new guidelines for chronic pain.1,2 Although 

opioid stewardship in the setting of chronic pain is of para-
mount importance in curbing the ongoing epidemic, long-
term prescription opioid use often begins with treatment 
of acute pain.1 In addition to differences in recommended 
management strategies for acute and chronic pain, there are 
unique aspects and challenges to pain management in the 
acute-care setting.

Opioids are commonly used for the treatment of acute pain 
in hospitalized patients, often at high doses.3 Recent reports 
highlight that hospital use of opioids impacts downstream 

use.4-6 Additionally, opioid prescribing practices vary between 
hospital-based providers and hospitals,3,7 highlighting the 
need for prescribing standards and guidance. To our knowl-
edge, there are no existing guidelines for improving the safety 
of opioid use in hospitalized patients outside of the intensive 
care or immediate perioperative settings. 

The Society of Hospital Medicine (SHM) convened a working 
group to systematically review existing guidelines and develop 
a consensus statement to assist clinicians in safe opioid use for 
acute, noncancer pain in hospitalized adults.

CONSENSUS STATEMENT PURPOSE  
AND SCOPE
The purpose of this Consensus Statement is to present clinical 
recommendations on the safe use of opioids for the treatment 
of acute, noncancer pain in hospitalized adults. The guidance 
is intended for clinicians practicing medicine in the inpatient 
setting (eg, hospitalists, primary care physicians, family physi-
cians, nurse practitioners, and physician assistants) and is in-
tended to apply to hospitalized adults with acute, noncancer 
pain (ie, pain that typically lasts <3 months or during the period 
of normal tissue healing) outside of the palliative, end-of-life, 
and intensive care settings. 
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Hospital-based clinicians frequently treat acute, noncancer 
pain. Although opioids may be beneficial in this setting, 
the benefits must be balanced with the risks of adverse 
events, including inadvertent overdose and prolonged 
opioid use, physical dependence, or development of 
opioid use disorder. In an era of epidemic opioid use and 
related harms, the Society of Hospital Medicine (SHM) 
convened a working group to develop a consensus 
statement on opioid use for adults hospitalized with acute, 
noncancer pain, outside of the palliative, end-of-life, 
and intensive care settings. The guidance is intended for 
clinicians practicing medicine in the inpatient setting (eg, 
hospitalists, primary care physicians, family physicians, 
nurse practitioners, and physician assistants). To develop 
the Consensus Statement, the working group conducted a 
systematic review of relevant guidelines, composed a draft 

Statement based on extracted recommendations, and 
obtained feedback from external experts in hospital-based 
opioid prescribing, SHM members, the SHM Patient-
Family Advisory Council, other professional societies, 
and peer-reviewers. The iterative development process 
resulted in a final Consensus Statement consisting of 16 
recommendations covering 1) whether to use opioids in 
the hospital, 2) how to improve the safety of opioid use 
during hospitalization, and 3) how to improve the safety of 
opioid prescribing at hospital discharge. As most guideline 
recommendations from which the Consensus Statement 
was derived were based on expert opinion alone, the 
working group identified key issues for future research 
to support evidence-based practice. Journal of Hospital 
Medicine 2018;13:263-271. © 2018 Society of Hospital 
Medicine
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CONSENSUS STATEMENT DEVELOPMENT
Our working group included experts in opioid use in the 
hospital setting, defined by 1) engagement in the clinical 
practice of hospital medicine and 2) involvement in clinical 
research related to usage patterns and clinical outcomes of 
opioid use in hospitalized patients (see Appendix Table 1). 
The SHM provided administrative assistance with the project 
and funded the in-person working group meeting, but it had 
no role in formulating the recommendations. The SHM Board 
of Directors provided approval of the Consensus Statement 
without modification.

An overview of the sequential steps in the Consensus 
Statement development process is described below; details 
of the methods and results can be found in the Appendix  
(eMethods).

Performing the Systematic Review
The methods and the results of the systematic review of exist-
ing guidelines on the management of acute pain from which 
the Consensus Statement is derived are described in a com-
panion article. We extracted recommendations from each 
guideline related to the topics in Table 1 and used these rec-
ommendations to inform the Consensus Statement.

Drafting the Consensus Statement
After performing the systematic review, the working group 
drafted and iteratively revised a set of recommendations using 
a variation of the Delphi Method8 to identify consensus among 
group members.

External Review
Following agreement on a draft set of recommendations, we 
obtained feedback from external groups, including 1) indi-
viduals involved in the SHM’s Reducing Adverse Drug Events 
Related to Opioids (RADEO) initiative, including those in-
volved in the development of the implementation guide and 
site leads for the Mentored Implementation program, 2) SHM 
members, SHM Patient-Family Advisory Council (PFAC) mem-
bers, and leaders of other relevant professional societies, and 
3) peer-reviewers at the Journal of Hospital Medicine. 

RESULTS
The  process described above resulted in 16 recommendations 
(Table 2). These recommendations are intended only as guides 
and may not be applicable to all patients and clinical situa-
tions, even within our stated scope. Clinicians should use their 
judgment regarding whether and how to apply these recom-
mendations to individual patients. Because the state of knowl-
edge is constantly evolving, this Consensus Statement should 
be considered automatically withdrawn 5 years after publica-
tion, or once an update has been issued.

Deciding Whether to Use Opioids During  
Hospitalization

1.	� SHM recommends that clinicians limit the use of 
opioids to patients with 1) severe pain or 2) moderate 
pain that has not responded to nonopioid therapy, or 
where nonopioid therapy is contraindicated or antici-
pated to be ineffective. 

Opioids are associated with several well-recognized risks rang-
ing from mild to severe, including nausea, constipation, urinary 
retention, falls, delirium, sedation, physical dependence, addic-
tion, respiratory depression, and death. Given these risks, the 
risk-to-benefit ratio is generally not favorable at lower levels of 
pain severity. Furthermore, for most painful conditions, includ-
ing those causing severe pain, nonopioid analgesics, includ-
ing acetaminophen and nonsteroidal anti-inflammatory drugs 
(NSAIDs), have been demonstrated to be equally or more effec-
tive with less risk of harm than opioids.9-13 Clinicians should con-
sider drug–drug and drug–disease associations when deciding 
between these different therapies and make a determination in 
each patient regarding whether the benefits outweigh the risks. 
Often, drug–disease interactions do not represent absolute con-
traindications, and risks can be mitigated by adhering to dosage 
limits and, with respect to NSAIDs, 1) monitoring renal function, 
2) monitoring volume status in patients with congestive heart 
failure, and 3) considering a selective cyclooxygenase-2 (COX-2) 
inhibitor rather than a nonselective NSAID or pairing the NSAID 
with an acid-suppressive medication in patients with a history 
of peptic ulcer disease or at elevated risk for gastroduodenal 
disease. For these reasons, a trial of nonopioid therapy (includ-
ing pharmacologic and nonpharmacologic modalities) should 
always be considered before using opioids for pain of any se-
verity. This does not imply that a trial of nonopioid therapy must 
be performed in all patients, but rather, that the likelihood of 
benefit and associated risks of opioid and nonopioid therapy 
should be considered for all patients in determining the best 
initial management strategy.

2.	� SHM recommends that clinicians use extra caution 
when administering opioids to patients with risk fac-
tors for opioid-related adverse events.

Several factors have been consistently demonstrated to in-
crease the risk of opioid-related adverse events–most impor-

TABLE 1. Topics for which Recommendations  
Were Extracted From Existing Guidelines

1. �Deciding when to use opioids, nonopioid medications, and non-medication based pain 
management modalities

2. �Best practices in screening/monitoring/education prior to prescribing an opioid and/or  
during treatment

3. �Opioid selection considerations, including selection of dose, duration, and route  
of administration

4. �Strategies to minimize the risk of opioid-related adverse events

5. �Safe practices on discharge
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tantly, respiratory depression and overdose–in varied patient 
populations and settings, including age 65 years and older,1,14-17 
renal insufficiency,1,14,18 hepatic insufficiency,1,14 chronic respira-
tory failure (including chronic obstructive pulmonary disease, 
sleep apnea, etc.), and receipt of other central nervous system 
(CNS) depressant medications (including, but not limited to, 
benzodiazepines).1,18-20 History of any substance use disorder 
and psychiatric disorders have been associated with an in-
creased risk for the development of opioid use disorder.21-24 
These factors should be weighed against the benefits when 
deciding on opioid appropriateness in a given patient. How-
ever, identification of these risks should not preclude opioids 
as part of pain management. When a decision is made to use 
opioids in patients with these risk factors, clinicians should 1) 
use a reduced starting dose (generally, at least a 50% reduction 
in the usual starting dose) and 2) consider closer monitoring for 
adverse effects (eg, more frequent nursing assessments, cap-
nography, or more frequent outpatient visits). 

3.	� SHM recommends that clinicians review the informa-
tion contained in the prescription drug monitoring 
program (PDMP) database to inform decision-making 
around opioid therapy. 

Although data on the impact of use of the state PDMP database 
on prescribing practices or patient outcomes are limited, PDMP 
use has been advocated by multiple guidelines on acute pain 
management.25-27 The PDMP provides information that can be 
useful in several ways, including 1) confirmation of prior opioid 
exposure and dosage, which should be used to guide appropri-
ate dosage selection in the hospital, 2) identification of existing 
controlled substance prescriptions, which should be considered 
in prescribing decisions in the hospital and on discharge, and 
3) identification of signs of aberrant behavior. For example, the 
identification of controlled substance prescriptions written by 
multiple different clinicians can facilitate early identification of 
potential diversion or evolving or existing opioid use disorder 

TABLE 2. Society of Hospital Medicine Recommendations on Improving the Safety of Opioid Use for Acute 
Noncancer Pain in Hospitalized Adults Outside of Intensive Care, Palliative Care, and End-of-Life Care

Deciding Whether to Use Opioids During Hospitalization:

Limit the use of opioids to patients with 1) severe pain or 2) moderate pain that has not responded to nonopioid therapy, or where nonopioid therapy is contraindicated or anticipated to be ineffective. 

Use extra caution when administering opioids to patients with risk factors for opioid-related adverse events. 

Review the information contained in the prescription drug monitoring program (PDMP) database to inform decision-making around opioid therapy. 

Educate patients and families or caregivers about potential risks and side effects of opioid therapy as well as alternative pharmacologic and nonpharmacologic therapies for managing pain. 

Once a Decision Has Been Made to Use Opioids During Hospitalization:

Use the lowest effective opioid dose for the shortest duration possible. 

Use immediate-release opioid formulations and avoid initiation of long-acting or extended-release formulations (including transdermal fentanyl) for treatment of acute pain. 

Use the oral route of administration whenever possible. Intravenous opioids should be reserved for patients who cannot take food or medications by mouth, patients suspected of gastrointestinal malab-
sorption, or when immediate pain control and/or rapid dose titration is necessary. 

Use an opioid equivalency table or calculator to understand the relative potency of different opioids 1) when initiating opioid therapy, 2) when changing from one route of administration to another, and 
3) when changing from one opioid to another. When changing from one opioid to another, clinicians should generally reduce the dose of the new opioid by at least 25%-50% of the calculated equianal-
gesic dose to account for interindividual variability in the response to opioids as well as possible incomplete cross-tolerance. 

Pair opioids with scheduled nonopioid analgesic medications, unless contraindicated, and always consider pairing with nonpharmacologic pain management strategies (ie, multimodal analgesia).

Unless contraindicated, order a bowel regimen to prevent opioid-induced constipation in patients receiving opioids.

Limit co-administration of opioids with other central nervous system depressant medications to the extent possible. 

Work with patients and families or caregivers to establish realistic goals and expectations of opioid therapy and the expected course of recovery. 

Monitor the response to opioid therapy, including assessment for functional improvement and development of adverse effects.

Prescribing at the Time of Hospital Discharge:

Ask patients about any existing opioid supply at home and account for any such supply when issuing an opioid prescription on discharge. 

Prescribe the minimum quantity of opioids anticipated to be necessary based on the expected course and duration of pain that is severe enough to require opioid therapy after hospital discharge. 

Ensure that patients and families or caregivers receive information regarding how to minimize the risks of opioid therapy for themselves, their families, and their communities. This includes but is not 
limited to: 1) how to take their opioids correctly (the planned medications, doses, schedule); 2) that they should take the minimum quantity necessary to achieve tolerable levels of pain and meaningful 
functional improvement, reducing the dose and/or frequency as pain and function improve; 3) how to safeguard their supply and dispose of any unused supply; 4) that they should avoid agents that may 
potentiate the sedative effect of opioids, including sleeping medication and alcohol; 5) that they should avoid driving or operating heavy machinery while taking opioids; and 6) that they should seek help 
if they begin to experience any potential adverse effects, with inclusion of information on early warning signs. 
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and the opportunity for intervention,28 which may include refer-
ral to support services, initiation of medication-assisted treat-
ment, and/or pain specialist consultation when available. Con-
cerns regarding evolving or existing opioid use disorder should 
prompt further discussion between the clinician and the patient, 
both to clarify their understanding of their recent prescription 
history and to discuss concerns for patient safety related to the 
increased risk of opioid-related adverse effects (including re-
spiratory depression and overdose) among patients with con-
trolled substance prescriptions written by multiple providers. 
Although such concerns should not automatically preclude the 
use of opioids for acute pain in the hospital setting, they should 
be considered in the assessment of whether the benefits of opi-
oid therapy outweigh the risks for a given patient. 

4.	� SHM recommends that clinicians educate patients and 
families or caregivers about the potential risks and 
side effects of opioid therapy as well as alternative 
pharmacologic and nonpharmacologic therapies for 
managing pain. 

Patients are often unaware of the risks of opioid therapy (see 
Consensus Statement 1 for key risks),29 or that there are often 
equally effective alternative therapies. As with any therapy as-
sociated with substantial risk, clinicians should discuss these 
risks with patients and/or caregivers at the outset of therapy, 
as well as the potential benefits of nonopioid pharmacologic 
and nonpharmacologic therapies for managing pain. Patients 
should be informed that they may request nonopioid therapy 
in lieu of opioids, even for severe pain.

Once a Decision Has Been Made to Use Opioids 
During Hospitalization

5.	� SHM recommends that clinicians use the lowest effec-
tive opioid dose for the shortest duration possible.

Higher opioid doses are associated with an increased inci-
dence of opioid-related adverse events, particularly overdose, 
in studies of both inpatient and outpatient populations.1,17,19,30,31 
Studies in the inpatient and outpatient settings consistently 
demonstrate that risk increases with dosage.19,30,31 Clinicians 
should reduce the usual starting dose by at least 50% among 
patients with conditions that increase susceptibility to opi-
oid-related adverse events (see Consensus Statement 2). The 
ongoing need for opioids should be re-assessed regularly-at 
least daily-during the hospitalization, with attempts at tapering 
as healing occurs and/or pain and function improve. 

6.	� SHM recommends that clinicians use immediate-re-
lease opioid formulations and avoid initiation of 
long-acting or extended-release formulations (includ-
ing transdermal fentanyl) for treatment of acute pain. 

Studies in outpatient settings demonstrate that the use of 
long-acting opioids is associated with greater risk for over-

dose–especially in opioid-naïve patients–and long-term 
use.32,33 Further, hospitalized patients frequently have fluc-
tuating renal function and rapidly changing pain levels. We 
therefore recommend that initiation of long-acting opioids be 
avoided for the treatment of acute, noncancer pain in hospital-
ized medical patients. It is important to note that although we 
recommend avoiding initiation of long-acting opioids for the 
treatment of acute, noncancer pain, there are circumstances 
outside of the scope of this Consensus Statement for which ini-
tiation of long-acting opioids may be indicated, including the 
treatment of opioid withdrawal. We also do not recommend 
discontinuation of long-acting or extended-release opioids in 
patients who are taking these medications for chronic pain at 
the time of hospital admission (unless there are concerns re-
garding adverse effects or drug–disease interactions). 

7.	� SHM recommends that clinicians use the oral route of 
administration whenever possible. Intravenous opi-
oids should be reserved for patients who cannot take 
food or medications by mouth, patients suspected of 
gastrointestinal malabsorption, or when immediate 
pain control and/or rapid dose titration is necessary. 

Intravenous opioid administration is associated with an in-
creased risk of side effects, adverse events, and medication 
errors.34-36 Additionally, studies demonstrate that in general, 
the addiction potential of medications is greater the more 
rapid the onset of action (the onset of action is 5–10 min for 
intravenous and 15–30 minutes for oral administration).37,38 Fur-
thermore, the duration of action is greater for oral compared 
to that of intravenous administration, potentially allowing for 
more consistent pain relief and less frequent administrations. 
As such, intravenous administration should be reserved for 
situations when oral administration is not possible or likely to 
be ineffective, or when immediate pain control and/or rapid 
titration is necessary. 

8.	� SHM recommends that clinicians use an opioid equiv-
alency table or calculator to understand the relative 
potency of different opioids 1) when initiating opioid 
therapy, 2) when changing from one route of admin-
istration to another, and 3) when changing from one 
opioid to another. When changing from one opioid to 
another, clinicians should generally reduce the dose of 
the new opioid by at least 25%–50% of the calculated 
equianalgesic dose to account for interindividual vari-
ability in the response to opioids as well as possible 
incomplete cross-tolerance.

Most errors causing preventable adverse drug events in hospi-
tals occur at the ordering stage.39,40 Clinicians are often unaware 
of the potency of different types of opioids relative to each other 
or to morphine (ie, morphine equivalent dose), which can lead 
to inadvertent overdose when initiating therapy with nonmor-
phine opioids and when converting from one opioid to another. 
To facilitate safe opioid use, we recommend that clinicians use 
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one of several available opioid equivalency tables or calculators 
to better understand the relative potencies of opioids and to 
inform both starting dose calculations and conversions between 
opioids and routes of administration. When converting from 
one opioid to another, we caution clinicians to reduce the dose 
of the new opioid by at least 25%–50% of the calculated equi-
analgesic dose to account for interindividual variability in the 
response to opioids and the potential for incomplete cross-tol-
erance, wherein tolerance to a currently administered opioid 
does not extend completely to other opioids. Clinicians should 
use extreme caution when performing conversions to and from 
methadone and consider consultation with a hospital pharma-
cist or a pain management specialist, when available, to assist 
with conversion decisions and calculations.

9.	� SHM recommends that clinicians pair opioids with 
scheduled nonopioid analgesic medications, unless 
contraindicated, and always consider pairing with 
nonpharmacologic pain management strategies (ie, 
multimodal analgesia).

Concurrent receipt of opioids and nonopioid analgesic med-
ications (including acetaminophen, NSAIDs, and gabapentin 
or pregabalin, depending on the underlying pathophysiology 
of the pain) has been demonstrated to reduce total opioid 
requirements and improve pain management.41,42 Clinicians 
should be familiar with contraindications and maximum dos-
age recommendations for each of these adjunctive nonopioid 
medications. We recommend separate orders for each, rather 
than using drug formulations that combine opioids and non-
opioid analgesics in the same pill, due to the risk of inadver-
tently exceeding the maximum recommended doses of the 
nonopioid analgesic (particularly acetaminophen) with com-
bination products. We recommend that nonopioid analgesics 
be ordered at a scheduled frequency, rather than as needed, 
to facilitate consistent administration that is not dependent 
on opioid administration. Topical agents, including lidocaine 
and capsaicin, should also be considered. Nonpharmacolog-
ic pain management strategies can include procedure-based 
(eg, regional and local anesthesia) and nonprocedure-based 
therapies depending on the underlying condition and institu-
tional availability. Although few studies have assessed the ben-
efit of nonpharmacologic, nonprocedure-based therapies for 
the treatment of acute pain in hospitalized patients, the lack of 
harm associated with their use argues for their adoption. Sim-
ple nonpharmacologic therapies that can usually be provided 
to patients in any hospital setting include music therapy, cold 
or hot packs, chaplain or social work visits (possibly including 
mindfulness training),43 and physical therapy, among others.

10.	� SHM recommends that, unless contraindicated, 
clinicians order a bowel regimen to prevent opioid-in-
duced constipation in patients receiving opioids.

Constipation is a common adverse effect of opioid therapy and 
results from the activation of mu opioid receptors in the colon, 

resulting in decreased peristalsis. Hospitalized patients are al-
ready prone to constipation due to their often-limited physical 
mobility. To mitigate this complication, we recommend the 
administration of a bowel regimen to all hospitalized medical 
patients receiving opioid therapy, provided the patient is not 
having diarrhea. Given the mechanism of opioid-induced con-
stipation, stimulant laxatives (eg, senna, bisacodyl) have been 
recommended for this purpose.44 Osmotic laxatives (eg, poly-
ethylene glycol, lactulose) have demonstrated efficacy for the 
treatment of constipation more generally (ie, not necessarily 
opioid-induced constipation). Stool softeners, although fre-
quently used in the inpatient setting, are not recommended 
due to limited and conflicting evidence for efficacy in preven-
tion or treatment of constipation.45 Bowel movements should 
be tracked during hospitalization, and the bowel regimen 
modified accordingly.

11.	� SHM recommends that clinicians limit co-adminis-
tration of opioids with other central nervous system 
depressant medications to the extent possible. 

This combination has been demonstrated to increase the risk 
of opioid-related adverse events in multiple settings of care, 
including during hospitalization.1,18,19 Although benzodiaze-
pines have received the most attention in this respect, other 
medications with CNS depressant properties may also increase 
the risk, including, but not limited to, nonbenzodiazepine sed-
ative-hypnotics (eg, zolpidem, zaleplon, zopiclone), muscle 
relaxants, sedating antidepressants, antipsychotics, and anti-
histamines.18,19,46 For some patients, the combination will be 
unavoidable, and we do not suggest routine discontinuation of 
longstanding medications that preexisted hospitalization, giv-
en the risks of withdrawal and/or worsening of the underlying 
condition for which these medications are prescribed. Rather, 
clinicians should carefully consider the necessity of each med-
ication class with input from the patient’s outpatient providers, 
taper the frequency and/or the dose of CNS depressants when 
appropriate and feasible, and avoid new coprescriptions to the 
extent possible, both during hospitalization and on hospital 
discharge. 

12.	� SHM recommends that clinicians work with patients 
and families or caregivers to establish realistic goals 
and expectations of opioid therapy and the expected 
course of recovery.

Discussing expectations at the start of therapy is important 
to facilitate a clear understanding of how meaningful im-
provement will be defined and measured during the hospi-
talization and how long the patient is anticipated to require 
opioid therapy. Meaningful improvement should be defined 
to include improvement in both pain and function. Clini-
cians should discuss with patients 1) that the goal of opioid 
therapy is tolerability of pain such that meaningful improve-
ment in function can be achieved and 2) that a decrease 
in pain intensity in the absence of improved function is not 
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considered meaningful improvement in most situations and 
should prompt reevaluation of the appropriateness of con-
tinued opioid therapy as well as close follow-up with a clini-
cian following hospital discharge. Discussions regarding the 
expected course of recovery should include that acute pain 
is expected to resolve as the underlying medical condition 
improves and that although pain may persist beyond the 
hospitalization, pain that is severe enough to require opi-
oids will often be resolved or almost resolved by the time of 
hospital discharge.

13.	� SHM recommends that clinicians monitor the response 
to opioid therapy, including assessment for functional 
improvement and development of adverse effects. 

Pain severity and function should be assessed at least daily, 
and improvement in reported pain severity without improve-
ment in function over several days should, in most circum-
stances, prompt reconsideration of ongoing opioid therapy 
and reconsideration of the underlying etiology of pain. Al-
though hospital-specific functional measures in the setting 
of acute pain have not yet been validated, we suggest that 
such measures and goals should be individualized based on 
preexisting function and may include the ability to sit up or 
move in bed, move to a chair, work with physical therapy, or 
ambulate in the hallway. Protocols for the assessment for ad-
verse effects are not well established. Because sedation typ-
ically precedes respiratory depression, it is generally recom-
mended that patients are evaluated (eg, by nursing staff) for 
sedation after each opioid administration (10–20 minutes for 
intravenous and 30–60 minutes for oral administration based 
on the time-to-peak effect). Whether certain patients may 
benefit from more intensive respiratory monitoring, such as 
pulse oximetry or capnography, is an area of active investiga-
tion and not yet established.

Prescribing at the Time of Hospital Discharge

14.	� SHM recommends that clinicians ask patients about 
any existing opioid supply at home and account for 
any such supply when issuing an opioid prescription 
on discharge. 

Even in the setting of acute pain, patients may have previous-
ly received an opioid prescription from an outpatient clinician 
prior to hospitalization. Unused prescription opioids create the 
possibility of both overdose (when patients take multiple opi-
oids concurrently, intentionally or inadvertently) and diversion 
(many adults with prescription opioid misuse obtained their 
opioids from a friend or a relative who may or may not have 
known that this occurred47). The PDMP database can provide 
information related to the potential existence of any prior opi-
oid supplies, which should be confirmed with the patient and 
considered when providing a new prescription on hospital dis-
charge. Information on proper disposal should be provided if 
use of the preexisting opioid is no longer intended. 

15.	� SHM recommends that clinicians prescribe the mini-
mum quantity of opioids anticipated to be necessary 
based on the expected course and duration of pain 
that is severe enough to require opioid therapy after 
hospital discharge.

For many patients, the condition causing their acute pain will 
be mostly or completely resolved by the time of hospital dis-
charge. When pain is still present at the time of discharge, 
most pain can be completely managed with nonopioid ther-
apies. For those with ongoing pain that is severe enough to 
require opioids after hospital discharge, decisions regarding 
the duration of therapy should be made on a case-by-case 
basis; generally, however, provision of a 3- to 5-day supply 
will be sufficient, and provision of more than a 7-day supply 
of opioids should generally be avoided for several reasons. 
These include 1) acute pain lasting longer than 7 days after 
appropriate treatment of any existing underlying conditions 
should prompt re-evaluation of the working diagnosis and/
or reconsideration of the management approach, 2) receiv-
ing higher intensity opioid therapy (including longer cours-
es) in the setting of acute pain has been associated with an 
increased risk of long-term disability and long-term opioid 
use,33,48,49 and 3) unused opioids create the possibility of in-
tentional or unintentional opioid diversion (see Consensus 
Statement 14).47 Accordingly, clinicians should attempt to 
arrange an outpatient follow-up appointment for re-evalua-
tion within 7 days, rather than providing an extended opioid 
prescription on hospital discharge. In situations where this is 
not feasible, and pain that is severe enough to require opi-
oids is expected to persist longer than 7 days, an extended 
prescription may be indicated. However, some states have 
begun enacting legislation to limit the duration of first-time 
opioid prescriptions, typically using a 5-to-7 day supply as an 
upper limit; clinicians should be aware of and adhere to indi-
vidual state laws governing their practice.

16.	� SHM recommends that clinicians ensure that pa-
tients and families or caregivers receive information 
regarding how to minimize the risks of opioid therapy 
for themselves, their families, and their communities. 
This includes but is not limited to 1) how to take their 
opioids correctly (the planned medications, doses, 
schedule); 2) that they should take the minimum 
quantity necessary to achieve tolerable levels of pain 
and meaningful functional improvement, reducing the 
dose and/or frequency as pain and function improve; 
3) how to safeguard their supply and dispose of any 
unused supply; 4) that they should avoid agents 
that may potentiate the sedative effect of opioids, 
including sleeping medication and alcohol; 5) that 
they should avoid driving or operating heavy ma-
chinery while taking opioids; and 6) that they should 
seek help if they begin to experience any potential 
adverse effects, with inclusion of information on early 
warning signs. 
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Clear and concise patient instructions on home opioid dosing 
and administration will limit opioid-related adverse events and 
dosing errors upon hospital discharge. Each of these recom-
mendations derive from one or more of the existing guide-
lines and reflect the transfer of responsibility for safe opioid 
use practices that occurs as patients transition from a closely 
monitored inpatient setting to the more self-regulated home 
environment. 

DISCUSSION AND AREAS FOR FUTURE  
RESEARCH
This Consensus Statement reflects a synthesis of the key rec-
ommendations from a systematic review of existing guidelines 
on acute pain management, adapted for a hospital-specific 
scope of practice. Despite a paucity of data on the compara-
tive effectiveness of different management strategies for acute 
pain, several areas of expert consensus emerged across exist-
ing guidelines, which were felt to be relevant and applicable to 
the hospital setting. The objective of these recommendations 
is to provide information that can be used to inform and sup-
port opioid-related management decisions for acute pain by 
clinicians practicing medicine in the inpatient setting.

Although these recommendations are not intended to apply 
to the immediate perioperative setting (ie, care in the postan-
esthesia care unit), many of the recommendations in the ex-
isting guidelines upon which this Consensus Statement was 
based were intended for the postoperative setting, and, as 
others have noted, recommendations in this setting are mostly 
comparable to those for treating acute pain more generally.27 
Those interested in pain management in the postoperative 
setting specifically may wish to review the recent guidelines 
released by the American Pain Society,50 the content of which 
is in close alignment with our Consensus Statement.

Several important issues were raised during the extensive 
external feedback process undertaken as part of the develop-
ment of this Consensus Statement. Although many issues were 
incorporated into the recommendations, there were several 
suggestions for which we felt the evidence base was not suffi-
cient to allow a clear or valid recommendation to be made. For 
example, several reviewers requested endorsement of specific 
patient education tools and opioid equivalency calculators. In 
the absence of tools specifically validated for this purpose, we 
felt that the evidence was insufficient to make specific recom-
mendations. Validating such tools for use in the inpatient set-
ting should be an area of future investigation. In the meantime, 
we note that there are several existing and widely available 
resources for both patient education (ie, opioid information 
sheets, including opioid risks, safe containment and dispos-
al, and safe use practices) and opioid equivalency calculations 
that clinicians and hospitals can adapt for their purposes. 

Several individuals suggested recommendations on com-
munication with outpatient continuity providers around opi-
oid management decisions during hospitalization and on 
discharge. Although we believe that it is of paramount im-
portance for outpatient providers to be aware of and have in-
put into these decisions, the optimal timing and the method 

for such communication are unclear and likely to be institu-
tion-specific depending on the availability and integration of 
electronic records across care settings. We recommend that 
clinicians use their judgment as to the best format and timing 
for assuring that outpatient physicians are aware of and have 
input into these important management decisions with down-
stream consequences.

Concerns were also raised about the time required to com-
plete the recommended practices and the importance of em-
phasizing the need for a team-based approach in this realm. 
We agree wholeheartedly with this sentiment and believe that 
many of the recommended practices can and should be au-
tomated and/or shared across the care team. For example, 
PDMPs allow prescribers to appoint delegates to check the 
PDMP on their behalf. Additionally, we suggest that hospitals 
work to develop systems to assist care teams with performance 
of these tasks in a standardized and streamlined manner (eg, 
integrating access to the PDMP and opioid equivalency tables 
within the electronic health record and developing standard 
patient educational handouts). Provision of written materials 
on opioid risks, side effects, and safety practices may be help-
ful in facilitating consistent messaging and efficient workflow 
for members of the care team. 

Finally, the working group carefully considered whether to 
include a recommendation regarding naloxone prescribing 
at the time of hospital discharge. The provision of naloxone 
kits to laypersons through Overdose Education and Naloxone 
Distribution Programs has been shown to reduce opioid over-
dose deaths51,52 and hospitalizations53,54 and is both safe and 
cost-effective.55 The Centers for Disease Control and Preven-
tionrecommend that clinicians “consider offering naloxone to 
patients with a history of overdose, a current or past substance 
use disorder, receipt of ≥50 mg of morphine equivalents per 
day or concurrent benzodiazepine use.”1 However, these rec-
ommendations are intended for patients on chronic opioid 
therapy; presently, no clear evidence exists to guide decisions 
about the benefits and costs associated with prescribing nal-
oxone in the setting of short-term opioid therapy for acute 
pain. Further research in this area is warranted.

The greatest limitation of this Consensus Statement is the 
lack of high-quality studies informing most of the recommen-
dations in the guidelines upon which our Consensus Statement 
was based. The majority of recommendations in the existing 
guidelines were based on expert opinion alone. Additional re-
search is necessary before evidence-based recommendations 
can be formulated. 

Accordingly, the working group identified several key areas 
for future research, in addition to those noted above. First, 
ongoing efforts to develop and evaluate the effectiveness of 
nonopioid and nonpharmacologic management strategies 
for acute pain in hospitalized patients are necessary. Second, 
studies identifying the risk factors for opioid-related adverse 
events in hospitalized patients would help inform manage-
ment decisions and allow deployment of resources and spe-
cialized monitoring strategies to patients at heightened risk. 
The working group also noted the need for research investi-
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gating the impact of PDMP use on management decisions and 
downstream outcomes among hospitalized patients. Finally, 
conversations around pain management and concerns relat-
ed to aberrant behaviors are often challenging in the hospital 
setting owing to the brief, high-intensity nature of the care and 
the lack of a longstanding therapeutic alliance. There is a great 
need to develop strategies and language to facilitate these 
conversations.
In conclusion, until more high-quality evidence becomes avail-
able, clinicians can use the recommendations contained in this 
Consensus Statement along with their clinical judgment and 
consultation with pharmacists, interventional pain specialists, 
and other staff (eg, social work, nursing) to help facilitate con-
sistent, high-quality care across providers and hospitals. We 
believe that doing so will help increase the appropriateness of 
opioid therapy, minimize adverse events, facilitate shared de-
cision-making, and foster stronger therapeutic alliances at the 
outset of the hospitalization for patients suffering from acute 
pain. 
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