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Abstract

OBJECTIVE: To examine obstetric physicians’ beliefs about using professional or regulatory
guidelines, opioid risk-screening tools, and preferences for recommending nonanalgesic therapies
for postpartum pain management.

METHODS: A qualitative study design was used to conduct semi-structured interviews with
obstetric and maternal—fetal medicine physicians (N=38) from two large academic health care
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institutions in central Pennsylvania. An interview guide was used to direct the discussion about
each physicians’ beliefs in response to questions about pain management after childbirth.

RESULTS: Three trends in the data emerged from physicians’ responses: 1) 71% of physicians
relied on their clinical insight rather than professional or regulatory guidelines to inform decisions
about pain management after childbirth; 2) although many reported that a standard opioid patient
screening tool would be useful to inform clinical decisions about pain management, nearly

all (92%) physician respondents reported not currently using one; and 3) 63% thought that
nonpharmacologic pain management therapies should be used whenever possible to manage pain
after childbirth. Key physician barriers (eg, lack time and evidence, being unaware of how to
implement) and patient barriers (eg, take away from other responsibilities, no time or patience) to
implementation were also identified.

CONCLUSION: These findings suggest that obstetric physicians’ individual beliefs and clinical
insight play a key role in pain management decisions for women after childbirth. Practical

and scalable strategies are needed to: 1) encourage obstetric physicians to use professional or
regulatory guidelines and standard opioid risk-screening tools to inform clinical decisions about
pain management after childbirth, and 2) educate physicians and patients about nonopioid and
nonpharmacologic pain management options to reduce exposure to prescription opioids after
childbirth.

Cesarean birth is the most common major surgery in the United States.12 As part of
postoperative care, women are commonly given opioids in greater quantities than needed
to adequately manage postpartum pain.3~’ For example, Osmundson and colleagues’ found
that in a cohort of 246 patients who underwent cesarean birth, 75% had unused opioids
resulting in an excess of more than 2,500 unused 5 mg oxycodone tablets. There also is
evidence to suggest that 5,800 opioid-naive new mothers per year in the United States
develop persistent opioid use after cesarean (4,200)32 and vaginal (1,600) births.# Opioid
exposure after birth potentially increases the risk for not only long-term chronic opioid

and other substance use, but also postpartum depression and difficulty bonding with the
newborn.?-10 Despite this growing body of evidence, limited research has been conducted to
understand why rates of opioid prescriptions are so high after childbirth and what strategies
may effectively reduce prescription opioid use in this setting.

One explanation for the high rates of filled opioid prescriptions may be the unintended
consequence of The Joint Commission’s recognizing pain as the fifth vital sign and
recommending that physicians consider treating pain with opioids.1? Another explanation
may be individual differences in physicians’ beliefs about patient expectations2 and
implementation of recommendations. For example, the American College of Obstetricians
and Gynecologists (ACOG) released guidelines1? in 2018 for postpartum pain management
that mirrored the use of the longstanding stepwise analgesic ladder introduced by the
World Health Organization for treatment of cancer pain.13 Step 1 recommends nonopioid
analgesics (eg, acetaminophen or nonsteroidal antiinflammatory drugs); step 2 incorporates
milder options (eg, codeine, hydrocodone, oxycodone, tramadol); and step 3 adds stronger
options (eg, fentanyl). In Pennsylvania, state guidelines!* released in 2018 suggest

that opioids should be prescribed only when “deemed necessary” (Box 1). To date,
however, little to no research has specifically examined obstetric physicians’ use of these
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recommendations in practice. Given this gap in the literature, the purpose of this study

was to assess obstetric physicians’ beliefs about the use of professional and regulatory
guidelines and risk-screening tools to guide clinical decision making for prescribing opioids
after delivery, and nonanalgesic therapies for postpartum pain management. Understanding
physicians’ preferences will help to inform the design of an effective intervention to reduce
opioid exposure after childbirth.

METHODS

A qualitative study design was used to conduct semi-structured interviews with obstetric and
maternal—fetal medicine physicians recruited from two large academic health care systems
in central Pennsylvania. Interviews were conducted from May 2019 to March 2020. The
study was approved by the Pennsylvania State University Institutional Review Board (CATS
#00009937). Participants were attending and resident physicians who were identified by
study team liaisons, recruited by email and verbal contact, and screened for eligibility.
Physicians were eligible to participate in this study if they were employed by one of two
health care systems in central Pennsylvania, currently treating patients after delivery, and
able to prescribe opioids. Exclusion criteria were failure to meet inclusion criteria. If eligible
and interested, participants were scheduled for an in-person (onsite at health care facility) or
phone call interview that was expected to take 30 minutes.

Semi-structured interviews were conducted by a physician and medical student trained

in qualitative research methods. All participants were consented and given a copy of the
interview questions before the interview. The consent form indicated that no individual
would be identified in the interview responses, participants were given the option to refrain
from responding to a question if they did not want to answer it, and nonidentifying

results from the interviews would be published. An interview guide was used to elicit the
physicians’ thoughts and beliefs in response to six questions about clinical recommendations
for providing pain management prescriptions after delivery, familiarity with current opioid
prescribing guidelines for the Commonwealth of Pennsylvania (Box 1),14 available opioid-
screening tools, and nonpharmacologic pain management options. Following the established
qualitative interview guidelines of Adams,1® participants were encouraged to discuss their
responses to each question as openly as possible, and the moderator prompted the participant
with clarifying questions as needed based on their responses. This process resulted in the
moderator asking a subgroup of physicians clarifying questions about motives, beliefs, and
barriers to using nonpharmacologic therapies.

All interviews were recorded with a digital voice recorder. MP3 recordings were sent by
secure file transfer to secure data storage ([REDCap] Research Electronic Data Capture)16
and transcribed verbatim by trained research staff using standard procedures described

in our prior studies.17-1° Transcribed interviews were coded using NVivo20 software and
final coded data sets were stored in REDCap® and SPSS.2! Inductive thematic analysis
was used to allow themes to emerge naturally from the data.2? Interviews were coded
separately by two independent trained coders in the following steps drawn from phases
proposed by Vaismoradi and colleagues??: 1) transcribed interviews were read thoroughly
to obtain a sense for interview content; 2) sentences or text blocks with information
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relevant to the themes were highlighted; 3) highlighted sentences and text blocks were
condensed and labeled with a code; 4) codes (subthemes) were clustered to create categories
(themes) to present a condensed but broad description, and coding between independent
coders was merged once discrepancies were resolved and there was 100% agreement; and
5) preliminary tables with themes and subthemes were constructed and reviewed by the
independent coders and the first author during frequent discussions until all themes were
finalized. Representative quotations for each theme were selected and reviewed by two
trained coders following the recommendations of Lingard.23 Quotes were deemed authentic
and selected if they were illustrative of the point, reasonably succinct, and representative of
the patterns in the data. Final themes were presented as a total sample because responses of
the attending and resident physicians were similar.

One hundred ten physicians were contacted, of whom 60 responded. From this group, 18
declined participation (eg, lack of time, no longer interested) and 42 agreed to participate

in the interview (70% response rate). Forty-one interviews were conducted face-to-face,

and one interview was completed by phone. Four of the interviews (10%) were excluded
owing to poor recording quality, resulting in a final sample of 38 physicians. Twenty-two
interviews were conducted at one institution and 16 at the second institution. Interviews took
an average of 15 minutes per participant (range 7-39 minutes). Participants were attending
physicians (76%) and residents (24%) who practiced medicine for an average of 11.8 years,
with 11.3 years of experience in obstetrics and gynecology, and had been in their current
position for 5.9 years (Table 1). The mean age was 41.7 years, and 63% of participants were
female. All participants (N=38) completed the six interview questions (Table 2), and 68%
(26/38) provided responses to the three supplemental questions about nonpharmacologic
therapies (Table 3).

When asked about the use of recommendations to guide decisions for prescribing pain
medications after delivery, two primary themes emerged from the responses: 1) “none, rely
on clinical insight” (71%) and 2) “used guidelines” (26%). There were seven subthemes

for the primary theme of relying on clinical insight, with 32% of physicians indicating that
they depended on their medical training and experiences followed by evidence from the
literature (16%), patient history or checking the Pennsylvania Prescription Drug Monitoring
Program24 (13%), no guidelines (8%), and urine drug screens (3%). One physician
responded, “ We typically don’t [use guidelines], it’s more of a clinical judgment” Only
21% and 5% of physicians reported using the ACOG!C and Centers for Disease Control

and Prevention (CDC) guidelines,2® respectively. One physician stated, “My default is to
go by the current CDC guidelines as far as prescribing, so trying to stay under the 90
morphine equivalence per day of dosing to try to do the shortest course as possible.” \When
asked about familiarity with the opioid prescribing guidelines for the Commonwealth of
Pennsylvania,1* two themes emerged: 1) “not familiar” (87%) and 2) “familiar” (13%). One
physician who was not familiar responded, “ Unfamiliar. 1 didn’t know it existed.” Another
who responded as familiar stated, “/’ve read it, but | don’t have it memorized.”
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Regarding physicians’ thoughts about the recommendation in the guidelines to use the safest
drug available (eg, acetaminophen) for mild-moderate pain and opioids only as needed (eg,
3-5 days after cesarean birth or sever perinatal trauma), the most frequent response given

by 89% of the sample was that this guideline was “In line with current practice”, followed
by “Recommendations are strict” (11%). One physician said, “/ feel like I practice that”
Another stated, “/ think it’s a little harsh to say that three to five days after a C-section for
the narcotic cut off. | think certain patients have higher pain requirements. I think it’s a little
strict, honestly.”

For the question about screening tools to assess a woman’s readiness to receive an opioid
prescription after delivery, two primary themes emerged: 1) “no standardized tool” and 2)
“Pennsylvania Prescription Drug Monitoring Program.”24 The majority (92%) of physicians
reported that they did not use a standardized tool. There were three subthemes under this
theme: 34% of the participants indicated no routine use of a screening tool, 34% indicated
no use of a screening tool but provided clinical insight, and 13% indicated no screening tool
but asked the patient about their history or reviewed their chart. One physician responded,
“I don’t think I use any formal screening tools. We review their history and if they have a
history of substance abuse or history of opioid addiction, we would ask them if they have a
plan for what they are going to do with this prescription... If someone says they don’t want
them I don’t give them, to them.” The remaining 8% of physicians responded that they used
the Pennsylvania Prescription Drug Monitoring Program?* software as a screening tool.

When asked about screening tools for substance use disorder, five primary themes emerged:
1) “no standardized tool” (92%), 2) “urine screen for other drugs” (13%), 3) “NIDA Drug
Use Screening Tool: Quick Screen26 (3%), 4) “Pennsylvania Prescription Drug Monitoring
Program”24 (3%), and 5) “5Ps (Parents, Peers, Partner, Past, Present)”27:28 (3%). The
primary theme of no standardized tool had two subthemes: 1) no screening tool but talk
with the patient about history of drug use or review patient history (63%), and 2) no routine
use of a screening tool (29%). One physician said, “ We don’t have anything that we do
routinely here in the office. It’s normally obtained from the history...any current drug use,
any history of drug use, any history of abuse during our regular questions that we admit
patients to the hospital with.”

For the question about nonpharmacologic therapies to manage pain after delivery, the
majority of physicians (63%) responded that they “Liked to use” or “Use on a case-by-case
basis” (24%). One physician said, “/ like local heat, massage, actually sometimes even
alternative methods, even chiropractic therapy, things like that”” However, 5% reported they
were not sure the therapies would work, and 3% reported they were unfamiliar with the
guidelines about these methods.

When further prompted about nonpharmacologic therapies after delivery, physicians said
they were “open-minded” to recommending these therapies (23%), “would consider using
if there is evidence” (19%), would recommend “if patient wants” (4%), and “depends on
culture and beliefs of physicians” (4%). One physician said, “/ think it’s a great idea
because there is no harm and if patients are interested, it would be wonderful to give
them information about those things.” However, 12% of the physicians said they were not
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open or motivated to recommend nonpharmacologic strategies (eg, imagery and mindfulness
would not be useful). With respect to recommending physical activity in the days after

birth for managing pain, the majority of physicians (69%) said they would recommend

(eg, good idea, depends on pain level), and 19% said they would not recommend. When
asked about potential barriers to recommending nonpharmacologic strategies, most of the
physicians (96%) said there were barriers for physicians, and some (28%) noted there

were barriers for patients. Specifically, lack of time (35%), lack of evidence (27%),

and unawareness of existing evidence (19%) were the most frequently cited barriers for
physicians, followed by being unaware of how to implement (8%), unwillingness to change
(8%), lack of knowledge (8%), and need more staff to recommend (4%). One physician
said, “/f it’s been your practice routinely to not use those things, it’s going to be harder

to implement them.” Barriers identified by the physicians for patients included the ideas
that nonpharmacologic therapies may take away from responsibilities (eg, childcare; 12%),
lack of patient openness (8%), new mothers have no time or patience to use (4%), and
might be too much information for patient (4%). One physician said, “ They sound great but
immediate postpartum, new moms don’t really have the time or patience to take things like
that, so I do not believe that they may be as helpful with a screaming baby next to you,
having pain from a C-section.”

DISCUSSION

In this study, three trends in the data emerged from the participants. First, although

some (26%) physicians used regulatory or professional guidelines, the majority (71%)

of physicians reported that they relied on their clinical knowledge and prior experiences

to inform decisions about pain management after childbirth. Second, although physicians
reported that a standard opioid patient screening tool would be useful to inform clinical
decisions about pain management, nearly all participants (92%) said that they did not
currently use a formal tool to assess a woman’s readiness to receive an opioid prescription
after delivery or to screen for substance use disorder. Third, although most (63%) physicians
liked to recommend the use of nonanalgesic pain management therapies after childbirth,
they perceived important clinical or physician barriers (eg, lack of time, lack of evidence,
unaware of existing evidence or how to implement) and patient barriers (eg, compete

with childcare responsibilities, lack of patient willingness, no time or patience to use).
These findings show that individual clinical insight, knowledge, and experience of the
physicians interviewed in this study played a key role in pain management decisions for
women after childbirth. This study also uncovered important areas of opportunity for future
interventions and potential health care system refinements to reduce opioid exposure and
misuse after childbirth. Professional or regulatory guidelines for prescribing opioids aim

to improve patient outcomes by reducing the risk of exposure and misuse of opioids. Our
findings suggest that few (26%) participants used professional or regulatory guidelines

to make decisions about pain management after childbirth. Awareness may be a barrier

to using guidelines, as our findings also showed that only 13% of the participants were
familiar with the Commonwealth of Pennsylvanial# guidelines for childbirth and postpartum
pain management, and none of the physicians specifically noted these guidelines when
making pain management decisions for their patients. There is an important need to
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disseminate existing opioid-related guidelines (eg, ACOG, CDC, and Commonwealth of
Pennsylvania)10.14.25 to all health care professionals (eg, nurses, physicians) and trainees
(eg, nursing and medical students) at the academic institutions included in this study.
Educational materials can be disseminated through multiple avenues, such as continuing
medical education, participation in grand rounds presentations, and mandatory training
required by the health care institutions. Moreover, future studies can use these study
findings to develop systems to assess implementation of guidelines (eg, Commonwealth
of Pennsylvania)l# across health care centers. Research is also needed to examine how
obstetric physicians across the United States make decisions about pain management after
delivery to determine whether our study findings are unique or representative of potential
national trends. Our findings indicate that pain management decisions after delivery are
driven by individual physicians’ clinical insight and beliefs rather than by application of
specific guidelines. If these findings are replicated on a national level, these results would
support implementation of standardized training by national organizations (eg, ACOG)? to
close this gap in knowledge and practice.

There are also several available screening tools to assess a patient’s readiness to receive an
opioid prescription and to screen for substance use disorder. Most (92%) of the participants
did not use a routine screening tool, but instead relied on clinical insight, patient history,
and discussions with the patient about potential risks. One explanation for these findings
may be the lack of system-level functions that streamline use of these tools.2% For example,
screening tools can be built into the electronic medical record as patient-reported data.
Given that few physicians reported using the most common tools such as the NIDA Quick
Screen?® or 5Ps,27+28 jt may also be useful to educate all postpartum care professionals
about these specific tools and others that may be available. Importantly, workflows for
collecting these data must be optimized, and physicians need to know where to access

the data in electronic medical records, perhaps as a mandatory step before a prescription
can be written for a postpartum patient. The academic institutions involved in this study
are currently exploring systems to optimize the implementation of universal screening for
obstetric patients. Moreover, identifying the extent to which opioid-screening tools are used
nationally to inform postpartum pain management is an important area for further research.

Most of the physicians in this study also were open to prescribing nonanalgesic forms

of pain management such as mindfulness training, cold and hot compresses, and light
physical activity either generally or on a case-by-case basis to manage postpartum pain.
However, it is important to acknowledge the physicians perceived several key physician
barriers (ie, lack of time, lack of evidence, unaware of how to implement therapies) and
patient barriers (eg, may take away from responsibilities such as childcare, lack of patient
openness, new mothers have no time or patience to use therapies) that stand in the way

of routine implementation in practice. Given these barriers, it may be useful to educate
maternity care professionals about the growing body of evidence39-35 to support the use of
nonpharmacologic pain management therapies and practical training on how to incorporate
these approaches into a pain management treatment plan.

There were several strengths of this study, including the novelty and public health
importance of the topic, valuable insight from obstetric physicians about pain management

Obstet Gynecol. Author manuscript; available in PMC 2024 February 06.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Downs et al.

Page 8

after childbirth, and implications of these study findings for patient care and quality care
improvements that can be implemented. The study findings highlight an important gap
between the availability and implementation of standard guidelines, use of screening tools,
and recommending nonpharmacologic therapies for pain management after childbirth. For
example, based on our study findings, we have developed a physician toolbox (Fig. 1)

with key information from the trends in the data. We are currently exploring strategies for
disseminating the toolbox at the academic institutions. Despite these strengths, there are
some limitations. Participants in this study were limited to physicians practicing obstetrics
in two academic health care organizations in central Pennsylvania. There is a need to
replicate these study findings with physicians from varied organizations (eg, community
and academic health care organizations) and locations around the country to improve
generalizability. Also, the sample included both attending and resident physicians. Although
we did not observe any obvious differential themes in their responses, some variation is still
possible given that education and supervision of care could vary from attending and resident
physicians. Our study findings suggest there is a need to conduct a system-level evaluation
at these institutions to address concerns and promote training and education on guidelines
and screening tools during initial medical training and through continuing education at these
institutions. In addition, despite the fact that we implemented several procedures to ensure
rigor (eg, moderators were trained in qualitative methods, consent form clearly indicated

a participant could decline to answer any question, ensuring confidentiality of responses),
there is, nevertheless, the chance of social desirability response bias because the questions
asked about prescribing opioid pain medications and the moderators were associated with
the academic institutions.

In summary, our study findings suggest that obstetric physicians’ individual beliefs and
clinical knowledge and insight play a key role in pain management decisions for women
after childbirth, and they provide an important baseline from which to design future
interventions. For example, the physicians in this study can benefit from education on
current opioid prescribing guidelines, use of risk-screening tools, and nonopioid pain
management strategies for the postpartum period. Such an intervention is one strategy that
can be easily scalable and widely disseminated through national organizations to address
similar deficiencies at other institutions. Educating women about their pain management
options after childbirth may also be a useful strategy to reduce the risk of unnecessary

or prolonged exposure to opioid medications. Given the barriers noted by the physicians,

it may be more challenging to develop interventions to promote honpharmacologic pain
management strategies (eg, mindfulness, imagery, physical activity). However, the noted
benefits of these treatments for managing other patient pain conditions (eg, cancer,

chronic back pain, joint replacement),36-39 suggest there is, nevertheless, a need to

explore feasibility and user acceptability of these strategies after childbirth. Lastly, the
ever-changing landscape of technology advancements provides the opportunity to explore
the utility of innovative care delivery strategies (eg, virtual counseling, telehealth programs)
to deliver nonpharmacologic therapies to manage pain in postpartum and reduce exposure to
prescription opioids after childbirth.
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Box 1.

2018 Commonwealth of Pennsylvania Guidelines for Childbirth and
Postpartum Pain Management

. All pregnant and postpartum women are recommended to receive a brief
screening for substance use disorder

. NSAIDs or acetaminophen are recommended as the first line agent for
moderate pain

. Nonpharmacologic therapies (eg, heat, relaxation, light physical activity) for
mild pain

NSAIDs, nonsteroidal antiinflammatory drugs.
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Guidelines
* Commonwealth of Pennsylvania™
* American College of Obstetricians
and Gynecologists'
« Centers for Disease Control and
Prevention?®

Screening tools
* NIDA drug use screening tool:
Quick Screen®
« 5P’s (parents, peers, partner, past,
present)y?”:2

Nonpharmacological
therapies

Commonwealth of Pennsylvania'

examples:

« Cold and hot compresses, sitz

baths
« Relaxation, imagery, mindfulness
« Light physical activity

Fig. 1.

Physician toolbox for postpartum pain management.
Downs. Beliefs on Opioid Screening Tools and Guidelines. Obstet Gynecol 2021.
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Table 1.

Participant Demographics (N = 38 Obstetric Physicians)

Descriptive Mean+SD  Range n (%)
Sex
Female — — 24 (63)
Male — — 14 (37)
Current position
Attending — — 29 (76)
Resident — — 9 (24)
Age 41,7132  28-70 —_
Years in current position 5.9+7.2 12-26 —
Attending 5.9+7.1 0.13-26 29 (76)
Resident 3+0.7 2-4 9 (24)
Years practicing medicine 11.8+12.0 0.5-41 —
Attending 14.1+#13.0 05-41 29 (76)
Resident 3.1+0.8 2-4 9 (24)
Years practicing obstetrics and gynecology  11.3+11.5 0.5-40 —
Attending 13.74#12.3  05-40 29 (76)
Resident 3+0.7 2-4 9 (24)
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