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Last Session’s Action Items
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1. Review and choose 2 screening/assessment tools for 
OUD (RODS, Opioid Risk Tool, COWS) best suited to your 
setting.

2. Trial the chosen tools with 5 patients.
 



Mental Health/SUD* Services—A CMS Priority

• $15 million in grants to 20 
states for mobile crisis 
intervention services 

– A key to effective behavioral 
health crisis continuum of care.

• Provide rapid 
assessment/crisis resolution to 
those with a behavioral health 
and/or SUD condition            
reduce psychiatric ED 
admissions

• July 2022: National Suicide 
Prevention Lifeline—Dial 988 

3 *SUD=Substance use disorder



Knowledge Check

• When is the optimal time to initiate a pain 
management discharge plan?
A. Upon admission to the hospital
B. 24 hours prior to hospital discharge
C. Prior to admission at each point within the 

continuum of care
D. When discharging from a post acute setting
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Pain Management Discharge Plans

• Reflect an organization’s opioid stewardship 
principles
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What are the pain management discharge 
plan needs of these patients?
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Mary
• Admitted to the 

hospital for 
diverticulitis  

• She has not taken an 
opioid pain reliever 
since post op from a 
hysterectomy in 1999

• She is opioid naïve 



What are the pain management discharge 
plan needs of these patients? (cont.)

8

Mary
• Admitted to the 

hospital for 
diverticulitis  

• She has not taken an 
opioid pain reliever 
since post op from a 
hysterectomy in 1999

• She is opioid naïve 

Harry
• Post stroke. Will discharge 

from SNF soon
• He has taken oxycodone 5 

mg 4 times daily for 5 years 
following a work-related 
back injury

• He is opioid tolerant 



What are the pain management discharge 
plan needs of these patients? (cont.)
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Mary
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Harry
• Post stroke. Will discharge 

from SNF soon
• He has taken oxycodone 5 

mg 4 times daily for 5 years 
following a work-related 
back injury

• He is opioid tolerant 

John
• 2 days post appendectomy 

reporting severe pain at surgical 
site

• Presents with diaphoresis, 
diarrhea, vomiting, and 
gooseflesh. Active opioid 
withdrawal. 

• He scored a 6 on the RODS Tool.  
• He has untreated OUD



Opioid Naïve 
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No opioids within the previous 90 days
• 1 in 5 opioid-naïve patients continue opioid 

use 3 months after surgery
• Set realistic pain management expectations
• Continuous, comprehensive patient education 
• Discharge opioids should only be for the necessary 

amount of time (no more than 3‒5 days)
• Smoking, depression, bipolar disorder, and 

pulmonary hypertension are risk factors associated 
with persistent opioid use.

American Society of Anesthesioloists. October 9, 2021. Available at: https://www.asahq.org/about-asa/newsroom/news-
releases/2021/10/more-than-one-in-five-opioid-naive-patients-still-use-opioids-three-months-after-surgery

https://www.asahq.org/about-asa/newsroom/news-releases/2021/10/more-than-one-in-five-opioid-naive-patients-still-use-opioids-three-months-after-surgery


Opioid Tolerant
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The prior 7 days of opioids are > 60 MME/day
• Associated with chronic pain/acute on chronic 

pain
• Careful titration of acute pain doses avoids complications
• PRN dosing not usually associated
• Chronic pain implies scheduled dosing around the clock
• Smoking, depression, bipolar disorder, and pulmonary 

hypertension are risk factors associated with persistent 
opioid use.



OUD

A problematic pattern of opioid use that leads to 
serious impairment or distress

• Assess and Identify―the earlier the better
• Heightened tolerance to opioids, hyperalgesia could 

indicate OUD            Need to screen 
• Initial treatment with untreated OUD focuses on 

treating symptoms of opioid withdrawal and treating 
the acute pain. 

• Initiate medication for OUD (MOUD) and coordinate 
outpatient treatment to prevent relapse
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First Things First

• Consider the patient’s situation (Assess) 
– Effect of pain on quality of life
– Collaborate with the patient to evaluate current 

treatment
– Express concern for health/safety and need for 

accurate history to decrease risk.
– Be nonjudgmental
– Take time to address patient/family concerns

• Be aware of your perceptions and stigma
– Your attitude affects your patient’s satisfaction
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Key Points for Pain Management Discharge Plans

 Type, amount, and duration of opioids at discharge must balance 
the benefits against the risks

 Post-discharge opioid use is best predicted by usage the day 
before discharge

 Discharge prescriptions—Separate opioids and nonopioid 
analgesics to more easily taper opioid use.

 Educate patients prior to discharge regarding:
– individualized risk factors associated with sustained 

prescription use, 
– an individualized analgesic plan, and 
– an anticipated timeline for weaning
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OSP Pain Management Strategy:
Multimodal Approach 
Pharmaceutical Options
• Alternatives to Opioids (ALTO) 

first: Multimodal non-opioid 
approach

– Goal: Utilize as first line of 
therapy and educate patients

– Opioids are used as a rescue drug
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Nonpharmaceutical Options
• Complimentary/Integrative/Alternative 

Therapies
– Heat, ice, massage, aromatherapy, 

meditation, acupuncture, restorative yoga
• Rehabilitation

– Assistive devices, Polar Care, 
electrotherapy

• Education for patient and family
– Pre-procedure, pre-discharge

• Psychological Support
– Behavioral Health consult

• Lifestyle Change
– Exercise/weight loss

• Spiritual Support

ACPA - A Car with Four Flat Tires (YouTube): https://youtu.be/5RIii6OUK2A

https://youtu.be/5RIii6OUK2A


ALTO Clinical Applications—
Pain Pathways by Indication

• Immediate/First-Line of Therapy
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Headache/Migraine
Immediate/First-Line of Therapy

1 L 0.9% NS + high-flow oxygen

Ketorolac 15 mg IV

Metoclopramide 10 mg IV

Dexamethasone 8 mg IV

Trigger-point injection with l idocaine 1 

Alternative Options

APAP 1000 mg PO + ibuprofen 600 mg PO

Sumatriptan 6 mg SC

Promethazine 12.5 mg IV OR prochlorperazine 10 mg IV

Haloperidol 5 mg IV

Magnesium 1 g IV

Valproic acid 500 mg IV

Propofol 10-20 mg IV bolus every 10 min

If Tension Component

Cyclobenzaprine 5 mg OR diazepam 5 mg 
PO/IV

Lidoderm transdermal patch

Renal Colic
Immediate/First-Line of Therapy

APAP 1000mg PO

Ketorolac 15 mg IV

1 L 0.9% NS

Second-Live IV Therapy

Lidocaine 1.5 mg/kg IV (max 200mg)

Alternative Options

DDAVP 40 mcg IN

Extremity Fracture/Joint Dislocation
Immediate/First-Line of Therapy

APAP 1000mg PO

Ketamine 50 mg IN

Nitrous Oxide (titrate up to 70%)

Ultrasound-Guided Regional Anesthesia

Lidocaine perineural infiltration (max 4mg/kg)

Additional Pathways for: 
• Musculoskeletal Pain
• Chronic Abdominal Pain

https://coacep.org/docs/COACEP_Opioid_Guidelines-Final.pdf

https://coacep.org/docs/COACEP_Opioid_Guidelines-Final.pdf


Enhanced Recovery After Surgery (ERAS)

Traditional Pain 
Management Pathway

• Pain assessment

• Opioid/non-opioid 
prescribing and 
discharge

ERAS Pain Management 
Pathway
• Preadmission: Pt/family education; 
recovery/pain management planning 
• Preoperative: minimize fasting to 
reduce anxiety, pain perception and 
improve diet recovery 
• Intraoperative: administer analgesics 
and nerve blocks for pain and N/V 
• Postoperative: Pt assessment, plan 
modification, and multimodal medication 
• Post-Discharge: anesthesia recovery, 
surgical procedure and pain 
management education
• Continued Quality Improvement:
Compliance and outcomes analysis

17 https://www.anesthesiafacts.com/wp-content/uploads/2020/04/infogr-aana-enhanced-recovery.pdf

https://www.anesthesiafacts.com/wp-content/uploads/2020/04/infogr-aana-enhanced-recovery.pdf


Stopping Opioids After Surgery (SOS) 
Risk Stratification Tool
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Characteristic Scoring
Age
18-24 0
25-34 3
35-44 4
45-54 4
55-64 4
Biologic Sex
Male 0
Female 3
Discharge Status
Home 0
Non-Home Discharge 11
Socioeconomic Status
High 0
Low 5
Procedure Category
Minor 0
Major 4
Length of Stay (Days)
3 or less 0
4 or more 1
Past Medical History
Depression 4
Anxiety 4
Any prior opioid use 17
Prior sustained opioid use 36
Total Score

Risk of Sustained Prescription Opioid Use 
• Circle the score for each category and add for total
• Scores <30: Low risk
• Scores 30–60: Intermediate Risk
• Scores >60: High risk



Caution—Mitigate Risks with OSP Discharges
• Post-discharge opioid use is best predicted by usage the day before 

discharge
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Number of Pills Prior to Discharge Mean Number of Pills Required Post-Discharge

0 pills 1.5 pills

1–3 pills 7.6 pills

More than 4 pills in the 24 hours prior to discharge 21.2 pills

• Leftover pills can lead to diversion
• Longer prescription duration predicted?  

‒ Consider outpatient pain management service for management of pain
• Co-prescribe naloxone for patients at high risk for opioid 

overdose 
‒ OUD, co-prescribed benzodiazepines with opioids, elderly with polypharmacy



Revisiting Key Points

 Type, amount, and duration of opioids at 
discharge must balance the benefits against 
the risks

 Post-discharge opioid use is best predicted by 
usage the day before discharge

 Discharge prescriptions—Separate opioids 
and nonopioid analgesics to more easily taper 
opioid use.

 Educate patients prior to discharge regarding:
– individualized risk factors associated with 

sustained prescription use, 
– an individualized analgesic plan, and 
– an anticipated timeline for weaning
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Improving Transitions of Care with an Effective 
Pain Management Discharge Plan
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• Manage pain with lowest dose of opioid therapy necessary

• Include non-opioid therapy to help reduce opioid needs

• Ensure accurate medication reconciliation is completed

• Discharge instructions for patients in clear, age-appropriate language including 
follow-up appointments 

• Discharge summary includes:
– pain course of treatment
– plans for ongoing post-discharge pain management 
– delivery to post-discharge providers in a timely manner

• Pain management plan is clearly communicated to post-acute teams along with 
a completed discharge summary

– Best Practice is a doc-to-doc handoff, especially with more complex cases

• Ensure medications will be available for the patient



Questions To Ask When Evaluating Discharge Plans

• What pain management strategies are currently being used?
– Are the strategies effective?  
– Are effective strategies continued once discharged?

• Is opioid reduction and risk mitigation incorporated into 
individual plans of care?

• How does a plan differ for a patient who is opioid naive as 
opposed to opioid exposed?  

• What does a pain management discharge plan look like for 
someone with OUD?
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Resources
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https://www.hsag.com/osp-resources



Opioid Stewardship Resource Site
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https://www.hsag.com/osp-resources



Action Items by Next Quickinar (2/10/2022)

1. Review two resources from today’s session with your OSP team. 
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2.    Identify/delineate opioid naïve, opioid tolerant, and OUD 
pathways in your organization’s pain management policies.



OSP “Quickinar” Schedule: Mark Your Calendars
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Please Take 5 Seconds and Let Us Know
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We want this call to be meaningful 
to you, so we need your input.

At the end of the webinar, you will 
be asked one question to 
determine if this call equipped 
your organization to begin 
implementing opioid stewardship 
practices.



Thank you!

Claudia Kinsella: ckinsella@hsag.com

Jeff Francis: jfrancis@hsag.com

mailto:ckinsella@hsag.com
mailto:jfrancis@hsag.com


CMS Disclaimer
This material was prepared by Health Services Advisory Group (HSAG), a Quality Innovation 

Network-Quality Improvement Organization (QIN-QIO) under contract with the Centers for Medicare 
& Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services (HHS). 

Views expressed in this document do not necessarily reflect the official views or policy of CMS or 
HHS, and any reference to a specific product or entity herein does not constitute endorsement of 

that product or entity by CMS or HHS. Publication No. QN-12SOW-XC-01262022-02
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