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Opioids are one of the effective forms of analgesia for acute pain in the perioperative
period but, with overprescription, have become detrimental to public health. There
has been a steady increase in opioid consumption and the number of opioid-related
deaths, and the U.S. government has declared the opioid epidemic as a public health
emergency.Anesthesiologists have a responsibility as the first exposure to opioids was
during the perioperative period in the majority of cases. Acute tolerance and hyper-
algesia are well known after opioid use in the postoperative opioid further increasing
opioid consumption. More importantly, anesthesiologists have no control after the
postoperative period, where the prescriptions continue to be repeated from general
practice physicians. We have a moral responsibility to reduce opioid use to avoid it if

= opoid free anesthesia  feasible.

Opioids are one of the effective forms of analgesia for acute
pain in the perioperative period but, with overprescription,
have become detrimental to public health. There has been
a steady increase in opioid consumption and the number of
opioid-related deaths, and the U.S. government has declared
the opioid epidemic as a public health emergency.

Anesthesiologists have a responsibility as the first expo-
sure to opioids was during the perioperative period in the
majority of cases.? Acute tolerance and hyperalgesia are well
known after opioid use in the postoperative opioid further
increasing opioid consumption. More importantly, anesthesi-
ologists have no control after the postoperative period, where
the prescriptions continue to be repeated from general prac-
tice physicians.? The graph below demonstrates a morphine
equivalent opioid prescription after common surgical proce-
dures in the United Kingdom. We have a moral responsibility
to reduce opioid use to avoid it if feasible (~Figs. 1 and 2).

There has been a push for the avoidance of opioid use
recently with increased emphasis on enhanced recovery and
earlier discharge from hospital, side effect profile of opioids,
increased use of ultrasound-guided regional anesthesia and
plane blocks, and safer alternatives.>#
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Opioid free anesthesia (OFA) has these basic foundations.
Pain can be controlled by means other than opioids, sympa-
thetic response does not mean pain and could be due to other
causes, a form of processed EEG monitoring to monitor the
depth of anesthesia and pain is mandatory.’

There are some misconceptions about OFA that patients
will be in pain, it is expensive and the need for multiple infu-
sions which are unfounded.

The common medications used for OFA are as follows:

» Dexmedetomidine: This has revolutionized OFA as it can be
used right from induction, maintenance, in postoperative
care, for smoother extubation, and as patient-controlled anal-
gesia. The usual dose of dexmedetomidine is 1 mcg/kg over
10 minutes as an initial dose followed by maintenance 0.3 to
0.7 mcg/kg/hour. This infusion can be taken to intensive care
unit as it is an excellent agent for sedation in the intensive
care unit and can be continued for smooth extubation. It can
also be used as a PCA post extubation. This does not have the
respiratory depression effect of opioids, nausea, or vomiting.
The patients are sedated and respond to verbal commands.>
Hemodynamic effects have been studied in detail and a
recent meta analysis is a good reference.’
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Total amount of opioids prescribed at discharge after surgery in oral morphine milligram equivalents (MME)
for each procedure.

; 1600
=
-
-]
3 1200
2
=
2 eo0o
B I I ]
200 o i T I R 53
TTTll__l_l__I___llll
R 3 o 0 ol o O O O O
e o F T S O ® > Do
P S S g gl L R
F TS T F TS S S5 S o S5 o 5 R R
& S B B e T P S T T T
& & 5 0 AT @ P P
o S T T A F s
S e 4“1«\ ST FFTFT ST T o S
¢ 27 SN A S = 4
o 3 & 5T g g o o g
& o & & S E s &
S SV 5B s £ T g oF S &
S S A S & &
£ é\s& Q&\? <® ¥ &£
& s &
& & B3
S b=

Patients with 30 days. uncensored follow-up and 1 to 1399 MME filled at discharge
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Fig. 1 Total oral morphine equivalents (MME) prescribed at discharge after common surgical procedures.

infusions. Dexmedetomidine has come into a mainstay as it
can be used for the entire perioperative period with a favor-
able hemodynamic and side-effect profile.
Other yntheti Opilds Regional anesthesia, especially multiple fascial plane blocks
prescbador iy minmes (serratus anterior plane, pectoralis fascial block, and erector
spinae block), are making a foray into cardiac surgery and have
proven to be opioid sparing and promoting early extubation.

il N, In summary, OFA is a necessity with prehabilitation,

ot itradons enhanced recovery programs, patient safety initiatives, and an
2 international push to avoid opioids due to the opioid epidemic.
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Fig. 2 Three waves of the rise in opioid overdose deaths.
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