BREAK THIS PRACTICE HABIT

We can achieve opioid-free analgesia

after childbirth: Stop prescribing

opioids after vaginal delivery
and reduce their use after cesarean

Routine use of opioids after childbirth should be discontinued.

Three practical strategies can help ObGyns reduce opioid prescriptions
and adequately manage patients’ pain.

Erica Holland, MD, and Julian N. Robinson, MD

CASE New mother receives unneeded
opioids after CD

A house officer wrote orders for a healthy
patient who had just had an uncomplicated
cesarean delivery (CD). The hospital’s tradition
dictates orders for oxycodone plus acetamino-
phen tablets in addition to ibuprofen for all new
mothers. At the time of the patient’s discharge,
the same house officer prescribed 30 tablets of
oxycodone plus acetaminophen “just in case,”
although the patient had required only a few
tablets while in the hospital on postoperative
day 2 and none on the day of discharge.

Stuck in the habit

Prescribing postpartum opioids in the United
States is almost habitual. Both optimizing
patient satisfaction and minimizing patient
phone calls may be driving this well-established
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pattern. Interestingly, a survey study of obstetric
providers in 14 countries found that clinicians
in 13 countries prescribe opioids “almost never”
after vaginal delivery.' The United States was the
1 outlier, with providers reporting prescribing
opioids “on a regular basis” after vaginal birth.
Similarly, providers in 10 countries reported
prescribing opioids “almost never” after CD,
while those in the United States reported pre-
scribing opioids “almost always” in this context.
Moreover, mounting data suggest that
many patients do not require the quantity of
opioids prescribed and that our overprescrib-
ing may be causing more harm than good.

The problem of overprescribing

opioids after childbirth

Opioid analgesia has long been the mainstay
of treatment for postpartum pain, which when
poorly controlled is associated with the devel-
opment of postpartum depression and chronic
pain.? However, common adverse effects of
opioids, including nausea, drowsiness, and
dizziness, similarly can interfere with self-care
and infant care. Of additional concern, a 2016
claims data study found that 1 of 300 opioid-
naive women who were prescribed opioids
at discharge after CD used these medications
persistently in the first year postpartum.®
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Despite efforts

by the CDC and
ACOG to improve
opioid prescribing
patterns after
childbirth, the vast
majority of women
receive opioids in
the hospital and
at discharge not
only after CD, but
also after vaginal
delivery

Many women do not use the opioids that
are prescribed to them at discharge, thus mak-
ing tablets available for potential diversion
into the community—a commonly recognized
source of opioid misuse and abuse.*® In a
2018 Committee Opinion on postpartum pain
management, the American College of Obste-
tricians and Gynecologists (ACOG) stated that
“a stepwise, multimodal approach emphasiz-
ing nonopioid analgesia as first-line therapy
is safe and effective for vaginal deliveries and
cesarean deliveries”® The Committee Opin-
ion also asserted that “opioid medication is
an adjunct for patients with uncontrolled pain
despite adequate first-line therapy.”®

Despite efforts by the Centers for Disease
Control and Prevention (CDC) and ACOG to
improve opioid prescribing patterns after child-
birth, the vast majority of women receive opi-
oids in the hospital and at discharge not only
after CD, but after vaginal delivery as well.*’

Why has tradition prevailed over data,
and why have we not changed?

Common misconceptions
about reducing opioid use
Two misconceptions persist regarding reduc-
ing opioid prescriptions for postpartum pain.

Misconception #1: Patients will be in pain
Randomized controlled trials that compared
nonopioid with opioid regimens in the emer-
gency room setting and opioid use after out-
patient general surgery procedures have
demonstrated that pain control for patients
receiving opioids was equivalent to that for
patients with pain managed with nonopioid
regimens.®' In the obstetric setting, a survey
study of 720 women who underwent CD found
that higher quantities of opioid tablets pre-
scribed at discharge were not associated with
improved pain, higher satisfaction, or lower
refill rates at 2 weeks postpartum.* However,
greater quantities of opioids prescribed at the
time of discharge were associated with greater
opioid consumption.

Recently, several quality improvement
studies implemented various interventions
and successfully decreased postpartum opioid
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consumption without compromising pain
management. One quality improvement proj-
ect eliminated the routine use of opioids after
CD and decreased the proportion of patients
using any opioids in the hospital from 68% to
45%, with no changes in pain scores." A simi-
lar study implemented an enhanced recovery
after surgery (ERAS) program for women after
CD; mean in-patient opioid use decreased from
10.7 to 5.4 average daily morphine equivalents,
with improvement in the proportion of time
that patients reported their pain as acceptable.'

Misconception #2: Clinicians will be
overwhelmed with pages and phone
calls
Providers commonly fear that decreasing opi-
oid use will lead to an increased volume of
pages and phone calls from patientsrequesting
additional medication. However, data suggest
otherwise. For example, a quality improve-
ment study that eliminated the routine use of
opioids after CD tracked the number of phone
calls that were received requesting rescue opi-
oid prescriptions after discharge.!’ Although
the percentage of women discharged with
opioids decreased from 90.6% to 40.3%, the
requests for rescue opioid prescriptions did
not change. Of 191 women, 4 requested a
rescue prescription prior to the intervention
compared with no women after the interven-
tion. At the same time, according to unpub-
lished data (Dr. Holland), satisfaction among
nurses, house staff, and faculty did not change.
Similarly, a quality improvement project
that implemented shared decision-making to
inform the quantity of opioids prescribed at
discharge demonstrated that the number of
tablets prescribed decreased from 33.2 to 26.5,
and there was no change in the rate of patients
requesting opioid refills.'®

Success stories: Strategies

for reducing opioid use after
childbirth

While overall rates of opioid prescrib-
ing after vaginal delivery and CD remain
high throughout the United States, various
institutions have developed successful and
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reproducible strategies to reduce opioid
use after childbirth both in the hospital and

TaBLE Oxycodone doses and corresponding MMEs'®

. Lo R Oxycodone, mg MME
at discharge. We highlight 3 strategies below. :
5 7.5
Strategy 1: ERAS initiatives 10 15
An integrated health care system in north- 15 : 00 5
ern California studied the effects of an ERAS
protocol for CD across 15 medical centers.? 20 30
The intervention centered on 4 pillars: mul- 25 37.5
timodal pain management, early mobility, 30 45
optimal nutrition, and patient engagement
through education. Specifically, multimodal Abbreviation: MIME, morphine miligram equivaient.
pain management consisted of the following:
o intrathecal opioids during CD project aimed at eliminating the routine use
o scheduled intravenous acetaminophen for  of opioid medication after CD through an
24 hours followed by oral acetaminophen  order set change." The intervention con-
every 6 hours sisted of the following:
e nonsteroidal anti-inflammatory drugs e intrathecal morphine
(NSAIDs) every 6 hours o multimodal postoperative pain manage-
« oral oxycodone for breakthrough pain ment including scheduled oral acetamino-
e decoupling of opioid medication from phen for 72 hours followed by as-needed
nonopioids in the post-CD order set oral acetaminophen, scheduled NSAIDs
o decoupling of opioid and nonopioid medi- for 72 hours followed by as-needed NSAIDs
cations in the discharge order set along e no postoperative order for opioids unless the FAST
with a reduction from 30 to 20 tablets as the patient had a contraindication to acetamin-  TRACK
default discharge quantity. ophen or NSAIDs, had a history of opioid
Among4,689 and 4,624 patients who under- dependence, or underwent complex surgery Af ter )
went CD before and after the intervention, the ¢ counseling patients that opioids were implementation
daily morphine milligram equivalents (MME) available for breakthrough pain if needed. of an ERAS
consumed in the hospital decreased from 10.7 In this case, nursing staff would page the  Protocol for CD,
to 5.4. The percentage of women who required responding clinician, who would order  the percentage

no opioids while in the hospital increased from
8.3% to 21.4% after ERAS implementation, while
the percentage of time that patients reported
acceptable pain scores increased from 82.1%
to 86.4%. The average number of opioid tablets
prescribed at discharge also decreased, from
37 to 26 MME.'? (The TABLE shows oxycodone
doses converted to MMEs.)

A similar initiative at a network of 5 hos-
pitals in Texas showed that implementation
of a “multimodal pain power plan” (which

oxycodone 5 mg every 6 hours for 6 doses.
specific criteria for discharge quantities of
opioids: if the patient required no opioids in
the hospital, she received no opioids at dis-
charge; if the patient required opioids in the
hospital but none at the time of discharge,
she received no more than 10 tablets of oxy-
codone 5 mg; if the patient required opioids
at the time of discharge, she received a max-
imum of 20 tablets of oxycodone 5 mg.
Among 191 and 181 women undergo-

of women who
required no
opioids while in the
hospital increased
from 8.3% to
21.4%, while

the percentage

of time that
patients reported
acceptable pain
scores increased

incorporated postpartum activity goals with
standardized order sets) decreased opioid
use after both vaginal delivery and CD."

ing CD before and after the intervention, the
percentage of patients who received any opi-
oids in the hospital decreased from 68.1% to
45.3%." Similarly, the percentage of patients
receiving a discharge prescription for opioids
decreased from 90.6% to 40.3%, while patient
pain scores and satisfaction with pain control
remained unchanged.

from 82.1% to
86.4%

Strategy 2: Order set change to
eliminate routine use of opioids
A tertiary care center in Boston, Massachu-

setts, implemented a quality improvement CONTINUED ON PAGE 32
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Reproducible
strategies exist
to reduce opioid
use without
compromising
pain control or
overwhelming
clinicians with
phone calls. It is
time to embrace
the change.

Strategy 3: Shared decision-making tool
Another tertiary care center in Boston evalu-
ated the effects of a shared decision-making
tool on opioid discharge prescribing after
CD.* The intervention consisted of a 10-min-
ute clinician-facilitated session incorporating:
e education around anticipated patterns of
postoperative pain
« expected outpatient opioid use after CD
« risks and benefits of opioids and nonopioids
e education around opioid disposal and
access to refills.

Among the 50 women enrolled in the
study, the number of oxycodone 5-mg tab-
lets prescribed at discharge decreased from
the institutional standard of 40 to 20. Ninety
percent of women reported being satisfied or
very satisfied with their pain control, while
only 4 of 50 women required an opioid refill. A
follow-up quality improvement project, which
implemented the shared decision-making
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pain management protocol, demonstrated a
similar decrease in the quantity of opioids pre-
scribed at discharge.'®

Change is here to stay: A new
culture of postpartum analgesia
The CDC continues to champion responsible
opioid prescribing, while ACOG advocates
for a reassessment of the way that opioids are
utilized postpartum. The majority of women
in the United States, however, continue to
receive opioids after both vaginal delivery and
CD. Consciously or not, we clinicians may be
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potentially harmful both to patients and soci-
ety. Reproducible strategies exist to reduce
opioid use without compromising pain con-
trol or overwhelming clinicians with phone
calls. It is time to embrace the change. @
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