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Abstract

Background Patients with opioid use disorder (OUD) are increasing, challenging surgeons to adjust post-operative
pain management guidelines. A literature review identified limited information on how to best care for these patients.
The purpose of this study was to determine surgical perioperative management of OUD, challenges, and support
needed for optimal care.

Methods This study utilized an anonymous voluntary survey that was distributed to members of the American Col-
lege of Surgeons through the association’s electronic weekly newsletter. The survey was advertised weekly for three
consecutive weeks. The survey included questions regarding surgeons’' management of perioperative pain in patients
with opioid use disorder and perceived barriers in treatment.

Results A total of 260 surgeons responded representing all specialties except ophthalmology. General surgery
(66.5%) and plastic and reconstructive surgery (7.5%) represented the majority of responders. Ninety-five per-

cent of surgeons reported treating a patient who used opioids in the past month and 86% encountered a patient
with OUD. Nearly half (46%) reported being uncomfortable managing postoperative pain in patients with OUD. Most
(67%) were not aware of any guidelines or standards pertaining to perioperative management of patients with OUD.
While consultation was sought by 86% of surgeons, analyses identified lack of timely response and a lack of care
coordination among specialists. Lack of knowledge and fear of harm (contributing further to addiction) were the most
common themes.

Conclusion Nearly half of surgeons report discomfort caring for patients with OUD with the vast majority involving

a consulting service to assist with their care. Most surgeons believe that it would be helpful to have guidelines regard-
ing the care of these patients. This provides an opportunity for increased education and training on the perioperative
management of patients with OUD and further collaboration with addiction medicine, psychiatry and pain manage-
ment colleagues.
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Introduction

As the opioid epidemic continues in the United States,
surgeons and their professional organizations have led
efforts to reduce the amount of opioids prescribed and to
prevent opioid use disorder [1-4]. The use of screening
tools has been helpful in identifying patients currently
using opioids, or patients at a higher risk for continued
use or overdose [5]. Studies have identified that 25% of
patients are already using opioids at the time of surgery
[6]. The ACS opioid survey reported a similar finding
with surgeons identifying that 25% of patients used opi-
oids in the month prior to surgery [7]. This is a significant
challenge to surgical professionals with a recent pooled
analysis from 33 studies of over 1.9 million patients iden-
tifying that the risk factors associated with prolonged
opioid use following surgery included preoperative use of
opioids or illicit cocaine and a preoperative diagnosis of
back pain [8].

A recent study estimated that 7% of patients develop
persistent chronic opioid use after undergoing sur-
gery, with a fraction of these patients developing opioid
use disorder (OUD) [9]. OUD is a psychiatric diagnosis
defined by the DSM-V as the chronic use of opioids that
causes clinically significant distress or impairment [10]
As the second highest prescribers of opioids, surgeons
have been at the forefront of the opioid epidemic and
working towards prevention in the postoperative popula-
tion [11].

Despite the heightened awareness and educational
focus on OUD prevention, there has been a lack of
education and training for surgeons on the periop-
erative treatment of patients with OUD. Patients with
OUD undergoing surgery have increased length of stay,
increased pain and a higher complication rate than their
counterparts [12—15]. While these studies have shown
worse outcomes for OUD patients, standardized guide-
lines for the surgical community on how to better care
for these patients other than preventative strategies are
limited. In a 2019 review by the VA “Evidence Brief:
Managing Acute Pain in Patients with Opioid Use Disor-
der on Medication -assisted Treatment” it was identified
that the guidelines that are available are often based on
case studies and expert consensus, with no clear steps for
clinicians to take in acute pain scenarios [16].

A survey of surgeons and trainees in 2020 by Ayakta
and colleagues identified that a majority of respondents
had not received any training regarding prescribing
opioids and pain control [17]. Patients with OUD have
been shown to experience increased pain and poorer

pain control postoperatively which makes education
regarding appropriate perioperative management even
more necessary in this population [14, 15]. In addition
to lack of education and training on this topic, there is
a significant amount of negative stigma when caring for
these patients. A survey study of cardiac surgeons by
Tiako and colleagues identified that access to addiction
medicine services is limited and that a quarter of sur-
geons did not consider OUD a disease or felt that medi-
cation assisted therapy (MAT), such a buprenorphine
or methadone, reduced recurrence [18].

The authors hypothesized that surgeons do not feel
comfortable treating perioperative pain in patients with
OUD. The objectives of this study were to determine
whether surgeons felt comfortable treating this patient
population and to identify the perceived barriers to
appropriately treating these patients.

Methods

Survey design

A survey was developed to determine surgeons’ opin-
ions regarding perioperative pain management in
patients with opioid use disorder. Demographic data
included years in practice and specialty. Quantitative
questions included the percent of patients seen using
opioids in the past month, number of patients with
OUD seen in the last month, comfort treating patients
with OUD, use of prescription drug monitoring pro-
grams, availability of guidelines, and if the surgeon
utilizes other specialties in the care of these patients.
Qualitative questions included five single, open ended
questions. The qualitative questions were developed by
the American College of Surgeons Safe Pain Control
workgroup. Qualitative questions included:

+ What are the most common clinical scenarios in
which your specialty encounters patients with
ouD?

+ What are the most common challenges faced by
your specialty when working with surgical patients
with OUD?

+ What is your specialty’s approach to harm reduc-
tion?

+ What are the barriers for using medication (such
as buprenorphine, methadone and naltrexone) for
OUD in the hospital?

+ What can hospital psychiatrists do to support your
specialty?
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Data collection

The survey was administered via email as a part of the
American College of Surgeons weekly newsletter, the
ACS Bulletin. This online newsletter was sent to the
membership of the American College of Surgeons which
includes approximately 80,000 members. Surveys with
incomplete responses were excluded. Surgeons were
recruited to participate via the newsletter weekly over
three consecutive weeks in November of 2020. All spe-
cialties were invited to participate. Data collection was
completed using REDCap© (Research Electronic Data
Capture) which is a secure, web-based application. The
survey was considered IRB exempt. The introduction to
the survey informed participants of the purpose of the
study and that no identifiable data would be collected.
Participants acknowledged review of this and agreed to
complete the survey. A record ID was generated and no
identifiable data was collected.

Data analysis

Descriptive statistics and analysis of frequency data were
used to assess categorical variables. A Kendall’s tau-b
correlation was run to determine strength and associa-
tion between variables.

Qualitative analysis was performed on the five single
open-ended questions. Each qualitative response was
considered and independent unit of analysis, with con-
tent coding and domains determined separately. This was
done by two separate reviewers within the research team
with an initial list of 15 domains. Each participant’s com-
ments were then classified into the appropriate domain.
Any comments that did not have agreement between the
two separate reviewers were discussed between review-
ers and consensus obtained. Following a review of the
domains with comments, the 2—3 main domains for each
question were identified. The data was recoded based on
the central themes to calculate the results of the analysis
using frequencies and percentages.

Results

Two hundred and sixty surgeons participated in the
study. The mean years in practice is 19.5years (range
0-50 plus years) with the highest percentage of surgeons
in practice less than 10years (32%). The majority of sur-
geons represented General Surgery (66.5%), followed by
Plastic and Reconstructive Surgery (7.5%) and all other
specialties represented less than 5 % each of the total
sample.

Surgeons reported a large range of patients who
were using opioids at the time of their surgical consult
ranging from 0 to 95% percent of the patient popula-
tion they treated, with a mean of 15.4% or nearly 1 of 6
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using opioids in the month prior to surgery. The major-
ity (30.7%) reporting a range of 10-19% of patients
using opioids in the past month and only 4% of surgeons
reported no patients using opioids in the month prior to
surgery. Surgeons’ encounters with patients using opioids
are described in Table 1.

The number of patients with OUD was encountered
less frequently. Table 1 shows an average of 5 patients
having OUD with a range of 0 to 75 patients per month.
Most surgeons reported encountering less than 5 patients
with OUD in the month prior to surgery (66%) with the
majority from that group (40%) reporting one per month.

The Prescription Drug Monitoring Program (PDMP)
was checked by 68% (170/259) of surgeons. In a review
of age groups and how often they check the PDMP, sur-
geons in practice over 31years, checked the PDMP most
often (41/47, 87%) vs. 6/87, 12.8% not checking). The
mean years in practice for those stating yes for checking
was 20.7 years and mean practice years for those stating
no was 17.5years.

Table 1 Surgeon report of patient opioid use, comfort and use
of guidelines and, PDMP check

Patient Opioid Use in the Month Prior to Surgery

Range 0-95% Mean 15.4%
0 12 (4.5%)
1-9 66 (24.9%)
10-19 80 (30.7%)
20-29 41 (15.8%)
30+ 32 (12.7%)
Unknown/no idea 28*(10.8%)
Patients with OUD in the Past Month
Range 0-75 Mean 4.92
None 33 (12.7%)
1-9 127 (60.5%)
10-19 28 (10.8%)
20 plus 16 (6.2%)
Unknown 26 (10%)
Guidelines Available For Managing OUD
Yes 74 (28.5%)
No 174 (66.5%)
Comfort Managing OUD
Yes 141 (45.8%)
No 112 (54.2%)
Surgeons Checking the PDMP
Practice Years PDMP Yes PDMP No
0-10 54 (65.8%)  28(32.2%)
11-20 36 (66.6%) 18 (33.3%)
21-30 47 (87.2%) 29 (38.2%)
31-50+ 41(87.2%) 6(12.8%)
Total 170 (65.6%) 80 (30.8%)
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The majority (174/260, 67%) did not have guidelines or
standards available on managing perioperative pain for
patients with OUD. For the 28% that did have guidelines,
60% (45/74) identified the guidelines were developed by
their practice site/hospital and 38% identified the guide-
lines/standards were available from their specialty asso-
ciation. Utilizing a crosstabs summary as seen in Table 2,
a higher proportion (73%) of those utilizing guidelines
(54/74) identified confidence in caring for patients with
OUD than those not having guidelines and expressing
confidence (20/74). For those with who did not identify
using any endorsed guidelines, the proportion of those
with no guidelines and comfort was equal to those with
no guidelines and discomfort level in managing OUD.
When asked about the helpfulness of having guidelines
by the ACS, the majority of those responding to the ques-
tion identified that yes it would be helpful (60%), but
nearly one-third (35%) did not respond to this question.

Surgeons were asked four questions regarding manag-
ing patients with OUD (See Tables 3 and 4). A total of
208-228 of the 260 participants responded to the open
ended questions. In response to challenges faced when
working with patients with OUD, there were two broad
categories: a lack of knowledge and a lack of resources.
Lack of knowledge was cited by 66% of surgeons. This
included how to adjust medication and dosing, a lack of
training in prescribing higher than usual amounts of opi-
oids for postoperative pain control, and an overall lack
of experience in managing pain in patients with OUD.
Another area under lack of knowledge was communi-
cation and expectation setting when confronted with
requests for medication refills and normal postoperative
expectations. Under lack of resources, surgeons identi-
fied the need for specialists to work with them to manage
patients with OUD. This also included patient education
resources to guide patients on how to appropriately uti-
lize analgesics postoperatively (i.e., for short-term, acute

Table 2 Guideline availability and comfort managing OUD

patients
Comfort Managing OUD Total
No Yes
Guidelines Available
No 86 87 174
Yes 20 54 74
Total 112 141 260

A Kendall’s tau-b correlation was run to determine the relationship between
guideline availability and comfort. There was a strong, positive correlation
between comfort and guideline availability which was statistically significant
(tb=5.226, p=.000). There was no significant correlation between surgeon
comfort with management and the volume of patients treated monthly with
current opioid use or OUD
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surgical pain control and not for other conditions such as
insomnia).

Surgeons’ responses to barriers to medication man-
agement for OUD was reported by 208 participants. The
main categories included lack of knowledge (37%) a lack
of resources (35%) and no barriers or didn’t know of any
(28%). Surgeons cited a lack of training when prescrib-
ing medication assisted treatment in the hospital and
the need for guidance to help them balance postopera-
tive pain control while still managing and not worsen-
ing a patient’s OUD. The lack of resources included both
lack of access to the pain/addiction teams or methadone
clinics and lack of support for the transition of care.
Resources also included the infrastructure issues such as
restrictions with state, legal prescribing and standardized
order sets.

With respect to harm reduction with OUD patients,
the majority of surgeons reported limiting the number
of prescription opioid pills and/or refills (46%) and mul-
timodal pain control (23%). Multimodal pain manage-
ment including regional anesthesia and over the counter
analgesics. Specialist referral was cited by 13% along with
patient education (10%). Naltrexone administration (6%)
and guideline use (2%) were rarely identified. Co-pre-
scribing naloxone when the patient’s opioid prescription
dose was >50 MME was one quote which was in accord-
ance with CDC guidance. Most surgeons (85%) identi-
fied utilizing physicians of other specialists to assist in
the management of perioperative pain for a patient with
OUD.

When surgeons were asked about the most common
clinical scenarios where they encountered patients using
opioids or with OUD, the majority stated pre-operatively
due to chronic pain, not related to surgery, cancer related
pain and for trauma patients who continued to use opi-
oids and needed additions operations. Post-operatively
was less common, but surgeons encountered patients
reporting opioid use after not responding to pain medi-
cations and demonstrating signs of withdrawal.

Discussion

This survey of 260 surgeons across multiple specialties
highlights the surgeon perceived challenges regarding
the management of patients with opioid use disorder
as well as the barriers to their care. OUD is an increas-
ingly prevalent condition in America and this survey
found that the percentage of surgical patients with OUD
is highly variable. Almost half of surgeons reported
that patients with OUD comprise less than 5% of their
patients, however, 13% of surgeons reported that up to a
third of their patients have OUD. Specialties that had the
highest reported proportions of patients with OUD were
trauma, general surgery, vascular and orthopedics/hand.
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Table 3 Surgeons'challenges and barriers when working with patients with OUD

Questions:

What are the most common challenges faced by your specialty when working with surgical patients with OUD? (n=228)
What are the barriers for using medication (such as buprenorphine, methadone, naltrexone) for OUD in the hospital? (n=217)

Theme Subtheme

Lack of Knowledge (65%)
scribe MAT

Lack of experience

Fear of contributing further to patient’s addic-

tion

Communication and patient expectation setting

Lack of Resources (29%)
of care coordination

Lack of infrastructure (EHR); restrictive regula-

tions by state/insurance

Lack of transition of care following postoperative
pain control to maintenance therapy and dosing

Surgeons are not trained nor educated to pre-

Lack of access to (pain/addiction) specialists/lack

Quote

Need training on additional pain medica-

tion to treat acute postoperative pain on top

of chronic dose.

Poor understanding of how to prescribe (dosing)
and/or manage these medications or their side
effects combined with a lack of physicians to then
follow those patients.

| don't have experience managing substance
abuse for patients who need acute pain control.
The patient’s pain specialist is reluctant to pre-
scribe medications acutely after surgery,
despite doses in excess of my comfort level

and training.

It is difficult balancing the control of postopera-
tive pain with pain seeking behavior (diversion).

Most patients have low postoperative pain
scores but use opioids for sleep, feeling relaxed,
and manage pain at other non-operative sites.
Patients don't see the harm in taking the medica-
tion provided to them, approaching it in a naive
way.

Sometimes it's hard getting in touch

with the methadone clinic to work out missed
doses and formulate a plan of care.
Buprenorphine has largely been regulated to pain
management and palliative care but pain man-
agement does not prescribe for outpatients.

(Institutional hurdles) Existing standard order
sets include easily ordered high opioid dosing.
Hard to decrease dosing or not order for those
patients stating no opioids. If surgeon order high
opioid doses, they could be subject to discipline.
On the other hand, they could be cited for poor
patient pain control.

There is a lack of coordination of care with their
pain management/addiction physician.
Insurance doesn't cover the cost always of non-
opioid alternatives. Unfortunately, it's easier

to prescribe an opioid.

Table 3 synthesizes the challenges when working with patients with OUD. The barriers to include two main themes: a lack of knowledge (cited by 65%) and a lack of
resources (cited by 29%). Surgeons cite a lack of guidelines, a lack of training in prescribing higher than usual amounts of opioids for postoperative pain control, and
an overall lack of experience in managing pain in patients with OUD. Additionally, standard order sets make it easy for surgeons to over-prescribe opioids to patients

who may not necessarily need all of them. Surgeons cited a lack of training when prescribing medication assisted treatment (MAT) and the need for guidance to
balance postoperative pain control while not worsening a patient’s OUD. The need for specialists to work with surgeons to manage OUD and the need for patient
education to teach how to use analgesics correctly for acute post-operative pain versus other issues are also needed

Surgeons’ approach to harm reduction and perspectives on psychiatrist involvement in the treatment of patients with OUD

A national survey in 2015 found that while over a third of
adults used prescription opioids, 16.7% of those reported
an OUD; this equates out to 0.8% of the adult population
or 1.9 million people [19]. Over 80% of surgeons reported
caring for at least one patient per month with OUD. A
2015 survey of hand surgeons also highlighted the prev-
alence of opioid use disorder with 76% of respondents
believing that opioid use was a large problem in their
communities [20].

This survey also highlights surgeons’ use of their states’
respective Prescription Drug Monitoring Programs
(PDMP). Thirty-seven states have a PDMP with 16 states
mandating that it be utilized by prescribers. Studies have
shown conflicting results regarding the effect that PDMP
utilization has on opioid prescribing habits however,
most show an overall decline in the amount of opioids
prescribed in states with mandatory PMPs [21-23]. This
survey of surgeons found that 62% of surgeons regularly
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use their state’s PDMP. Interestingly, there was a trend
towards increased PMP utilization among surgeons with
more years in practice. In surgeons with less than 10years
in practice, 65.8% reported using a PDMP, in contrast
to 87% of surgeons with over 30years in practice. It is
unclear the reasons behind this trend and may simply be
a reflection of increased experience in opioid prescribing
and interest in using available resources.

While many medical and surgical organizations have
best practice guidelines on opioid prescribing and pre-
venting chronic opioid use, very few surgical organi-
zations have published guidelines regarding the care
of patient with OUD. There was recently a consensus
statement from 15 professional surgical and medical
organizations with guiding principles for the periop-
erative management of patients with chronic opioid use
or OUD [24]. The Centers for Disease Control also has
standardized guidelines for the use of prescription opi-
oids in patients with chronic opioid use which are refer-
enced by the American Urological Association. Several
states, including Michigan and Pennsylvania have com-
prehensive online resources and best practice guidelines
on the topic. While there are multiple general guidelines
published by medical and psychiatric organizations, sur-
geons would benefit from surgery specific guidelines to
help address preoperative and postoperative pain control
in this patient population. Only one third of surgeons
had guidelines available, and the majority of these were
practice/hospital based (44/75-59%) and only (28/75)
37% were developed by the specialty association. Almost
90% of those answering the question, agreed that it
would be helpful to have published guidelines available
online. Almost all (96%) of surgeons who reported feel-
ing uncomfortable caring for patients with OUD felt that
having published guidelines from the American College
of Surgeons would be helpful. This highlights the need
that surgeons have for increased education and training
in caring for this patient population.

Almost half of respondents reported being uncomfort-
able managing patients with OUD. When asked what
the most common challenges were, two thirds reported
challenges that were related to a lack of knowledge. This
included a lack of familiarity with commonly used medi-
cation assisted treatment (MAT) such as methadone and
buprenorphine, lack of experience or training and con-
cern that they will inadvertently contribute to their OUD
or abuse of medication. Twenty nine percent of surgeons
cited a lack of resources including poor access to con-
sultants and institutional hurdles. A common concern
was the inability to effectively transfer the patient’s care
to an addiction specialist or pain management specialist
once their acute surgical issues have resolved. In 2019,
the American Association of Medical Colleges (AAMC)
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reported that there are only 3500 practicing addiction
specialist physicians in the country to treat the 20.7 mil-
lion Americans with OUD [25]. Given this physician
shortage, surgeons are often faced with having to treat
these patients without the assistance and expertise of an
addiction specialist.

While 46% of surgeons reported feeling comfortable
managing patients with OUD, this survey did not deter-
mine that perceived comfort translated into competence
in the management of these patients. When asked how
surgeons approached the care of these patients and harm
reduction, almost half of respondents reported limiting
the dose or duration of opioids in the postoperative time
period. While this is an important aspect of harm reduc-
tion, this method may result in inadequate pain control.
These patients have an increased tolerance to opioids and
often require higher doses in the immediate postopera-
tive period and surgeons may be reluctant to adequately
treat with or prescribe the higher doses needed for fear of
worsening their OUD. Interestingly, a study that looked
at risks for relapse in patients with a history of OUD
showed that uncontrolled or poorly controlled pain was
the strongest risk factor for relapse as these patients
may be driven to “self treat” their uncontrolled pain [26].
Given the results of this study, it is imperative that sur-
geons be knowledgeable and comfortable in adequately
treating postoperative pain in this patient population to
avoid inadvertently contributing to their risk of relapse.

When surgeons were asked if they had specialty or
hospital specific guidelines regarding the treatment of
opioid use disorder, 30% reported having guidelines
available. However, when asked what methods they
used to promote harm reduction and treat this popula-
tion, only 2% reported using available guidelines. This
suggests that while guidelines are available, only a small
percent of surgeons consider these guidelines an impor-
tant part of their practice. This question was asked as a
free text question in which respondents were asked to
list different methods they used. This may have resulted
in respondents self-selecting which methods they found
most useful in their daily practice. When asked if society
sponsored guidelines or best practice statements would
be helpful, 59% responded that they would like to have
these guidelines available. The free response nature of
this question may have also resulted in respondents only
listing the primary method they use as opposed to mul-
tiple different strategies that they may actually be using.
This discrepancy between reported use and surgeons
requesting more guidelines suggests that the currently
available guidelines are not widely used by surgeons in
their daily practice. While many organizations have pub-
lished guidelines regarding prevention of chronic opioid
use and opioid use disorder, guidelines regarding patients
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with ongoing chronic opioid use or OUD are not as read-
ily available.

Respondents were asked what they found to be the
most common challenges faced when treating patients
with OUD. Two thirds reported some form of lack of
knowledge. This included unfamiliarity with medica-
tion dosing, concern about overprescribing or contrib-
uting to the OUD and concern about legal ramifications
and liability of prescribing the higher doses of opioids
needed to control patients’ pain. Many of the challenges
described by surgeons related to a lack of knowledge
included both a lack of formal training in how to appro-
priately treat pain in this population but also a concern
that their efforts in providing appropriate analgesia could
inadvertently worsen the patients’ OUD or risk recidi-
vism in patients that are successfully being treated for
OUD. Another third of responses included concerns
about lack of resources. One of the most common con-
cerns was a shortage of specialists available to assist with
these patients’ care. This included addiction medicine
specialists, psychiatrists and pain management physi-
cians. Specialist availability was a challenge in both the
inpatient setting as well as in the outpatient transitional
phases of care. In some institutions, specialists are able
to be consulted to assist in inpatient treatment but do not
have the capacity to see additional patients in the outpa-
tient setting and will not prescribe opioids on discharge.
As this shortage of specialists is not likely to improve in
the immediate future, actions need to be taken to assist
surgeons in managing these patients in the postopera-
tive phase if there is not a specialist available to take over
their care. Several studies have used national databases
to identify physician specialties that most often treat
OUD and utilize MAT [27]. One article from Wen and
colleagues found that internist and family medicine phy-
sicians prescribed 50% of medication assisted therapy.
Perhaps there is an opportunity to involve primary care
specialties more in the acute setting when caring for
these patients. Another challenge related to physician
shortage is the concern that surgeons will not be able to
transition care to a specialist after the acute postopera-
tive period and will be faced with long term prescribing
of opioids for these patients. Interestingly, a study of Vet-
eran’s Affairs patients undergoing general surgical pro-
cedures showed that chronic opioid users were able to
return to their baseline opioid requirements in a similar
time fashion as their opioid naive counterparts [28]. This
suggests that the concern about prescribing additional
opioids to this patient population may not be as com-
monplace as previously thought.

Guidelines regarding the care of patients with OUD
recommend the use of MAT when possible. This includes
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the use of methadone and/or buprenorphine. Multiple
studies have shown this to be an effective way to treat
both the existing OUD and can be adjusted to help con-
trol postoperative pain. While MAT is known to be ben-
eficial to these patients, surgeons cite again both a lack
of knowledge and formal training as well as a lack of
resources. These guidelines may also vary from state to
state. MAT is likely an underutilized resource when sur-
geons encounter these patients in the acute setting.
Lastly, surgeons were asked how they could be bet-
ter supported when caring for patients with OUD. Most
responses centered around increased availability of spe-
cialists that can be enlisted to help care for these patients.
This question was initially asked in the setting of what
psychiatrists could do to assist surgeons but certainly the
responses can be extrapolated to whichever specialist
primarily manages these patients at different institutions,
whether that be psychiatry, addiction medicine, pain
management, anesthesia or internal medicine. Surgeons
also stated that it would be helpful to have a multidisci-
plinary team. In many institutions, pain management
physicians, psychiatrists, pharmacists and social workers
are all routinely employed to assist in the care of these
patients but it is not implemented in a combined multi-
disciplinary approach. Interestingly, several respondents
did not consider psychiatry as a specialty they would rou-
tinely involve in the treatment of OUD despite the spe-
cialty organization interest in caring for this population.
There is an opportunity for increased awareness regard-
ing which specialties are able to and willing to assist in
the care of these patients. It would also be beneficial to
have increased cooperation and collaboration between
surgical and medical organizations to improve the treat-
ment for these patients during the perioperative period.
As research efforts continue to focus on how best to
treat patients’ perioperative pain, including those with
OUD, the concept of “opiate free anesthesia” (OFA) is
emerging as a method to decrease the use of opioids [29].
By using a multimodal nonopioid approach to anesthe-
sia and perioperative analgesia, patients are able to avoid
opioids altogether with either similar or improved out-
comes compared to standard opioid analgesia [30—32].
A meta-analysis by D’Amico and colleagues examined
the use of OFA in thoracic surgery and concluded that it
was associated with lower rates of complications, lower
pain scales and lower morphine consumption postopera-
tively [33]. While it remains to be seen how this could be
utilized in patients with chronic opioid use and OUD, its
effectiveness in decreasing perioperative opioid use may
be an important method of harm reduction in the future.
While this survey highlighted important and com-
mon concerns that surgeons have regarding the
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challenges faced when caring for patients with OUD,
there are several limitations to the study. While this
survey had a similar response rate to many surveys
conducted by the American College of Surgeons, the
response rate still only represented a small fraction of
its membership. There also may be a participant bias
in those that chose to respond, with respondents being
more likely to participate if this is a topic that they
routinely face or have specific opinions regarding the
treatment of OUD. It is possible that many surgeons
do not face challenges when caring for patients with
OUD and thus declined to take the survey.

Another limitation of the study was that the defi-
nitions of OUD and chronic opioid use were not
expressly defined at the beginning of the survey. If
respondents were unaware of the differences between
these two populations, this could have resulted in
confusion and inaccurate responses to the questions.
While there are overlap in these populations regard-
ing maintaining appropriate analgesia, there are many
important differences between the two diagnoses.

Lastly, many of the answer choices in this sur-
vey were free text responses. While this was help-
ful in obtaining honest and practical answers from
respondents, it may have limited responses or resulted
in significant variability in the interpretation of the
questions. For example, when surgeons were asked
what methods they used when caring for patients
with OUD, having a free response answer may have
led respondents to simply choose their top two pref-
erences or strategies, leaving out multiple strategies
and tools that they may use. Future surveys may ben-
efit from having multiple selection choices so that sur-
geons are able to include all possible strategies that
they routinely implement.

This survey of the membership of the American Col-
lege of Surgeons describes the challenges faced by sur-
geons when treating patients with OUD. Many barriers
included a lack of training or lack of resources. There
are opportunities for partnership between organiza-
tions to develop best practice guidelines to improve
the care of these patients. Additional studies should
be done to help identify what strategies are most effec-
tive in caring for these patients and how these can be
implemented by surgeons in regions where specialists
are not readily available. While surgeons have played
an important role in the prevention of chronic opioid
use and OUD through national education and advo-
cacy efforts, it is important that we continue to be at
the forefront in improving the care of patients already
affected by opioid use disorder to ensure that when
they are receiving the best care possible.
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Conclusion

Surgeons are frequently faced with caring for patients
with opioid use disorder and providing appropriate
analgesia. This study highlights the prevalence of this
issue as well as surgeon discomfort in caring for these
patients. The majority of surgeons rely on a consulting
service to assist with the management of this popula-
tion. Surgeons feel it would be beneficial to have formal
best practice guidelines available to be able to provide
these patients with the optimal care during the periop-
erative period.
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