
APPLIED OPIOID STEWARDSHIP 
NEW ARTHROPLASTY ANALGESIA PROTOCOL AT NORTHUMBRIA 



Why is the arthroplasty protocol being changed?

How is it being changed?

What data has been collected?
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EARLY REFERRAL FOR SUPPORT





EDUCATING THE TEAM
MR Opioids

Pain Assessment 



Majority of patients Oxycontin has a profile of less 
than 8 hours 

Window of no opioid leads to dose escalation 

There is no evidence for Oxycontin’s use in fast track 
surgery

MR OPIOIDS

WHY THEY JUST DON’T MAKE SENSE 





PAIN ASSESSMENT 

RECOVERY & RESTORATION OF FUNCTION





USE OF MULTIMODAL PAIN CONTROL

NSAIDs
Cryocuff 

Tailored plan



Regional techniques

Cryotherapy

NSAIDs

Dexamethasone  

Opioids

Poor candidates for fast-track status

MMA

WORKS BETTER TOGETHER 
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CREATING REALISTIC PATIENT 
EXPECTATIONS





RECOGNISING THE RISK OF OPIOID-RELATED 
HARM

Persistent postoperative opioid use   
Opioid-induced ventilatory impairment   

Opioid diversion    
Driving under the influence of prescription opioid



5% risk

Major drivers:

1. MR 

2. > 5 days supply

3. Repeat prescriptions

PERSISTENT POSTOPERATIVE 
OPIOID USE   

RECOGNISE THE ROLE WE PLAY



Triad

Airway muscle tone

Depression of arousal centres

Respiratory depression 

This is what causes death 

Sedation is the earliest indictor 

OPIOID-INDUCED VENTILATORY 
IMPAIRMENT   

NOT JUST RESPIRATORY DEPRESSION



of patients who came to harm from OIVI did so on the first day or 

night after surgery





Of those obtaining opioids for nonmedical use are able to source 

them from family and friends







WHAT WILL WE BE MEASURING 

DATA COLLECTION

Inpatient pain burden

Discharge pain burden

Repeat opioid prescription rate 
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TELEPHONE FOLLOW UP

12th January to 20th June 2021

1,319 cases 

Question
% of Patients 
who said YES

Has your pain been well controlled? (n=1304) 90%

Is the pain stopping you from sleeping? 

(n=1305)
29%

Were you given Oramorph (liquid morphine) to 

take home? (n=1302)
93%

Have you used the Oramorph? (n=1208) 63%





CONTROLLED PRESCRIBING 

MR opioids
Co-analgesics 
Advice for GPs



No long-acting (MR) opioids 

No co-analgesics 

No more than 5 day discharge supply



Pre-op opioid wean

Pre-op information. ‘Recovery & restoration of function’

Multi-modal pain management

Knowledgeable staff

Limit discharge opioids to 5 days, communicate with GP



• 90% of patients used 1-5 doses of strong IR opioid + 1-2 doses of MR Oxy

• 2/3 of patients were using a mixture of other opioids

• 20% receive NSAIDs

• one-third of patients don’t experience any severe pain. 15% of patients experience 4 or more 
episodes of severe pain







No. of doses No. Patients Average no. 

doses / patient

Paracetamol 806 100 8.06

Ibuprofen 309 65 4.75

Naproxen 21 5 4.2

Codeine 394 84 4.69

Tramadol 37 8 4.63

Morphine 110 43 2.56

Ondansetron 1 2 0.5


