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Housekeeping
• Who’s in the room today? (Name, organization, role)
• To eliminate any background noise during today’s 

presentation your audio has been muted upon entry.
• We encourage questions and open discussion. You can 

unmute your audio to engage verbally or through the 
Chat box. 

• This event is being recorded. 



Compass Healthcare Collaborative
Financial Disclosure, Mitigation of Financial 

Relationships, Accreditation, & Credit Designation 
• The Compass Healthcare Collaborative (Compass) is committed to providing CME that is balanced, objective, and evidenced-based. In accordance with the 

Accreditation Council for Continuing Medical Education Standards for Integrity and Independence all parties involved in content development are required to 
disclose all conflicts of interest with ACCME defined ineligible companies. 

• Compass Healthcare Collaborative have identified, reviewed, and mitigated all conflicts of interest that speakers, authors, course directors, planners, peer reviewers, 
or relevant staff disclosed prior to the delivery of any educational activity. 

• The CME planning committee who are in a position to control the content of this CME Activity, have no relevant financial relationships with ineligible companies to 
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or relevant staff disclosed prior to the delivery of any educational activity. Remaining persons in control of content have no relevant financial relationships. 

Accreditation
This activity has been planned and implemented in accordance with the accreditation requirements and policies of the Iowa Medical Society (IMS) through the joint 
providership of Compass Healthcare Collaborative and Stader Opioid Consultants. Compass Healthcare Collaborative is accredited by the IMS to provide continuing 
medical education for physicians.
Credit Designation
Compass Healthcare Collaborative  designates this live activity for a maximum of 0.5  AMA PRA Category 1 CreditTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity.
Commercial Support
This Activity was developed without support from any ineligible company.*The ACCME defines ineligible companies as those whose primary business is producing, 
marketing, selling, re-selling, or distributing healthcare products used by or on patients. Note: The ACCME does not consider providers of clinical service directly to patients 
to be commercial interests – unless the provider of clinical services is owned, or controlled by, and ACCME defined ineligible company.
Disclosure: Compass adheres to the Standards for Integrity and Independence in Accredited Continuing Education. The content of this activity is not related to products 
or the business lines of an ACCME-defined ineligible company. None of the planners or moderators for this educational activity have relevant financial relationships to 
disclose with ineligible companies whose primary business is producing, marketing, selling, re-selling, or distributing products used by or on patients. 

Note: After participating in our event, you will receive a Certificate of Attendance detailing the number of AMA PRA Category 1 Credits you can claim. This certificate 
does not automatically award continuing education credit; it is provided for self-reporting requirements and must be submitted to your respective state board for license 
renewal. Thank you for your attention to this matter, and feel free to reach out to Amber Rizzo at rizzoa@compasshcc.org if you have further questions. 



Learning Objectives
• Review the essential elements of immediate postoperative care, 

including monitoring vital signs, managing pain, and preventing 
complications.

• Explain strategies for promoting patient recovery and 
rehabilitation after surgery, including early mobilization, wound 
care, and nutritional support.

• Review multimodal analgesia, with emphasis on medication 
options and efficacy. 

• Outline methods for discharge planning and patient education, 
ensuring a smooth transfer from hospital to home and providing 
patients with the information and resources they need for 
continued healing and self-care.



Disclaimer



Comprehensive Acute & 
Perioperative Pain Management

The 5 Medicines: 

1. Mind is 
Medicine

2. Movement is 
Medicine

3. Sleep / Rest is 
Medicine

4. Food is 
Medicine

5. Medicine is 
Medicine



ERAS Principles
● Multidisciplinary collaboration
● ERAS reduces opioid requirements, 

LOS, and costs across a range of 
procedures

● Four pillars: 
○ Early mobility
○ Optimized nutrition and enteral 

feeding
○ Multimodal non-narcotic 

analgesia
○ Goal-directed fluid therapy

● https://erassociety.org/guidelines/



Mind is Medicine: Coping & 
Behavioral Skills

Source: https://www.iasp-pain.org/resources/fact-sheets/placebo-and-nocebo-effects-the-importance-of-treatment-expectations-
and-patient-physician-interaction-for-treatment-outcomes/



Movement is Medicine: Early 
Mobilization

• Benefits: reduced postoperative complications, shorter 
length of stay, improved functional outcomes

• Initiate mobilization as early as possible (within 24 
hours after surgery:

• Colorectal surgery: mobilization ranging from initiation 
within 24 hours of surgery to 8 hours of activity by POD2 
(PMID:36515513)

• Multidisciplinary: nursing, PT, medical staff
• Ensure safety, address barriers to mobilization (e.g. pain, 

lines)
• Pain management: multimodal analgesia, opioid-

sparing
• Patient and Family Education: introduce expectations 

before surgery to improve compliance
• Risk factors for delayed ambulation: poor functional 

status, malnutrition, systemic opioids
• PMID: 23364567



Food is Medicine: Postoperative 
Nutrition

• Initiate ASAP with oral route preferred
• Within 24 hours of elective colorectal surgery 

(reduced LOS, earlier return of GI function, 
reduced infectious complications) 
PMID:36515747

• Goals: 25-30 kcal/kg/day, 1.2g 
protein/kg/day

• Consider use of oral nutritional supplements
• Enteral nutrition (tube feeding):indicated 

within 24-48 hours in setting of critical illness, 
malnutrition, ENT surgery, severe trauma

• Parenteral nutrition: indicated if patients 
cannot ingest 50-60% of energy needs via 
enteral route for 7 days

• PMID: 38647684 



Medicine is Medicine. 
Multimodal Analgesia Components

- NSAIDS
- Acetaminophen
- Gabapentinoids
- Alpha-2 Agonists
- Magnesium
- Lidocaine

- Ketamine
- Dextromethorphan
- Suzetrigine
- Corticosteroids
- Muscle Relaxants



Multimodal Analgesia (MMA) Benefits

• Significant improvement in postoperative 
pain

• Reduced incidence of postoperative 
complications

• Promotes rapid patient recovery
• Increased patient satisfaction
• Opioid-sparing
• Nationwide, the likelihood of surgical 

patients receiving a single nonopioid 
analgesic ranges from 43-99%, two  
nonopioids ranges from 8-92% during 
hospitalization



Multimodal Analgesia-NSAIDS

● Mechanism: inhibit COX-1 and COX-2 enzymes, decreases 
prostaglandin production (which sensitizes afferent nerve 
fibers), COX-1 widely distributed in body while COX-2 is found in 
areas of inflammation

● Risks: GI bleeding (esp. ketorolac), renal dysfunction, delayed 
wound healing, CV events

● Overall, current evidence of NSAID-induced perioperative AKI is 
inconclusive (PMID: 39613528)

● COX-2 selective NSAIDS have a lower risk of GI and bleeding SEs 
but higher risk of cardiac sides effects (MI, stroke)



Pre- and Postoperative NSAIDS

● COX-2 inhibitors (celecoxib) more effective than placebo 
for postoperative pain in TKA

● Numerous RCTs: COX-2 inhibitors immediately before 
incision as well as over the 24 hours prior to surgery exhibits 
positive postoperative outcomes

● Ketorolac reduces opioid consumption 25-45%, reducing 
ileus, nausea, vomiting

● Topical (diclofenac 1% gel)- 2g around surgical site 4 times 
daily less effective than systemic NSAIDS, more favorable 
safety profile, can be considered for discharge



GI Bleeding? Use NSAIDS & 
Mitigate risk. 



Multimodal Analgesia-Acetaminophen
● Mechanism: serotonin, opioid, 

prostaglandin, nitric oxide systems, 
inhibiting COX activity within the CNS

● low cost, minimal side effects
● NNT for pain relief =4
● Reduce postoperative opioid use 30%
● IV: high bioavailability, but oral 

remains more economical, no 
difference in analgesia 

● Hepatic dosing in vulnerable pts
● Risks: Liver toxicity



Multimodal Analgesia-Gabapentinoids
● Mechanism: blocks alpha-2-delta 

subtype of presynaptic VGCCs, 
decreases release of excitatory 
neurotransmitters in the CNS

● Possibly no decrease in postoperative 
opioid intake

● Pulmonary complications following 
colorectal and orthopedic surgery

● Increased risk of ORADEs and 
overdose when used with opioids

● Gabapentin clinically meaningful 
analgesic effect, not routinely 
recommended



Multimodal Analgesia-Gabapentinoids Continued

● Pregabalin- 6 times more potent than gabapentin, 
rapidly effective, some evidence supporting efficacy in 
single and multi-doses for reducing post-TJA pain and 
opioid dependence

● Adverse effects: drowsiness, dizziness, risk of sedation 
and respiratory depression when combined with 
opioids

● Maybe benefit from Pregabalin



Multimodal Analgesia- Alpha-2 Agonists
● Clonidine reduces opioid requirements 12-24 hours postoperatively 

by 25% 
● AE: bradycardia, hypotension, abrupt discontinuation after 

prolonged use may precipitate withdrawal symptoms (agitation, 
headache, rebound HTN)

● Tizanidine: centrally acting a2-agonist, muscle relaxant, possible 
activity at imidazoline receptors (reduce facilitation of spinal motor 
neurons) preferred in patients with spastic disorders

● Tizanidine administered prior to laparoscopic cholecystectomy
reduced pain scores, analgesic use, and duration of stay in 
recovery room

● hr prior to surgery and twice daily for one week after inguinal 
hernia repair- decreased postoperative pain and analgesic 
requirements



Multimodal Analgesia- IV Lidocaine

● Inhibits spontaneous impulse generation 
from injured nerve fibers suppresses 
inflammation

● Caution: unstable CAD, recent MI, heart 
failure, cirrhosis, arrhythmias, seizure disorders

● VAS scores, and opioid use at 24 and 72 
hours reduced  reduced PMID: 38199928

● Reduces length of hospital stay by 8-24 hours
● Lower risk of ileus compared to opioids, 

better analgesia than placebo, reduction in 
opioids after laparoscopic cholecystectomy



Multimodal Analgesia-Ketamine
● Noncompetitive N-methyl-D-aspartate 

glutamate receptor antagonist and a sodium 
channel blocker

● Elimination half life= 80-180 min.
● Metabolized in the liver by CYP3A4, CYP2B6 and 

CYP2C9 to norketamine (via N-
demethylation)Advantages

● Less respiratory depression, ileus, etc than 
opioids

● Analgesia at plasma concentrations of 100-150 
ng/ml

● Overall, appears to have efficacy for 
procedures longer than 90 min in duration and 
operations with more trauma (TJA)



Multimodal Analgesia-Suzetrigine (VS-548)

+ NaV1.8 Inhibitor (not expressed in CNS). 
Voltage gated Na expressed in nociceptors 
where its role is to transmit pain signals in 
peripheral sensory nerves

+ Binds to VSD2 of NaV1.8 as an allosteric 
channel inhibitor and is not a channel 
blocker

+ Additive to local anesthetics 
+ Phase II &v phase III trials show decrease in 

pain scores compared to placebo, but no 
significant difference in pain scores 
compared vs hydrocodone-acetaminophen 
in abdominoplasty



Multimodal Analgesia-Corticosteroids

● Multiple RCTS demonstrate systemic and locally administered 
corticosteroids pre, intra, and postop effectively and safely 
reduce pain scores and opioid consumption after TJA

● 1-3 doses dexamethasone, prednisone, hydrocortisone, 
methylprednisolone (short course does not confer risk for 
infection and delayed wound healing)

● Periarticular corticosteroids with LA improves ROM and 
functional status in early recovery PMID 39597962

● AE: gastric irritation, impaired wound healing, impaired 
glucose homeostasis, sodium retention

● Significantly higher rate of anastomotic leaks in patients who 
receive corticosteroids 6.8% vs. 3.3%



Hospital to Home Transition

• Patient and Caregiver Education
• Pain medication schedule
• Recognizing and managing side effects
• Emphasize non-opioid pain management 

first, opioids: “Take as little as necessary.”
• Safe medication storage/disposal
• Pain is part of the healing process. 
• You can do this, we’re here if you need us.
• Consider no opioids if no need in hospital 24 

hrs prior to dc
• Adopt standards for your practice!  

Stop: “Get ahead of 
your pain, take your 
medications before 
you need them. 

Start: “Listen to what 
your body is telling 
you. Pain is a guide”. 



Credit: Michigan OPEN
https://michigan-open.org/wp-content/uploads/2024/08/All-Adult-Prescribing-Recs.pdf.pdf



Hospital to Home Transition Continued

Prescribe naloxone to patients at elevated risk 
• Discharge prescription for more than 50mg 

MME
• Those receiving chronic opioid therapy
• Known or suspected OUD
• Concurrent benzodiazepine and sedative 

use
• History of opioid rotation due to adverse 

effects
• Medical comorbidities (tobacco use, COPD, 

emphysema, asthma, sleep apnea, 
pulmonary disease, renal/liver disease, 
cardiac,HIV/AIDS, antidepressant use)



Conclusions

• Postoperative management continues the care plan initiated prior to 
surgery with an emphasis on early mobility, optimized nutrition, 
multimodal opioid-sparing analgesia, and goal-directed fluid 
therapy.

• Multimodal analgesia represents the contemporary framework for 
postoperative pain management emphasizing non-opioid 
medications, regional and neuraxial analgesia, physical therapy, 
mental health interventions, and patient education.

• Patient education should include a plan for prioritizing continued 
multimodal analgesia after hospital discharge and opioid tapering 
as postoperative pain resolves.





Resources
Access provider and patient 
resources on the Compass SHARP 
webpage by scanning the QR 
code below. 

Subscribe to the monthly On Point
Compass SHARP newsletter by 
scanning the QR code below.

Access the May edition here

https://www.compasshcc.org/initiatives/ambulatory/compass-sharp-program/sharp-resurces?preview=true
https://www.compasshcc.org/initiatives/ambulatory/compass-sharp-program/sharp-patient-resources?preview=true
https://www.compasshcc.org/initiatives/ambulatory/compass-sharp-program/sharp-patient-resources?preview=true
https://www.compasshcc.org/initiatives/ambulatory/compass-sharp-program
https://mailchi.mp/compasshcc.org/sharp-newsletter-sign-up-form
https://mailchi.mp/compasshcc.org/on-point-may-2025


iCompass Academy

• This webinar will be recorded and be 
available on iCompass Academy

• What is iCompass Academy?
• iCompass Academy offers an online 

suite of eLearning products including 
webinars, courses and virtual events 
that can be accessed anywhere at 
any time.

• Scan the QR code for iCompass 
Academy

https://education.ihconline.org/homepage
https://education.ihconline.org/homepage


Follow Compass

LinkedIn Facebook X (Twitter)

https://www.linkedin.com/company/1184552/admin/
https://www.facebook.com/CompassHealthcareCollaborative
https://x.com/CompassHealth_C


Reach The Program
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Thank you
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