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• Our goal is to provide outstanding perioperative analgesia.

• 80% of spine surgery patients report significant post-

operative pain (most of which is moderate – severe in 

nature). 

• Analgesia extends beyond the OR. 1, 2

• Prevent opioid-induced respiratory depression. 

• The incidence of fatal post-operative respiratory 

depression is 1:75,000 surgical cases 

• Why Methadone?

• Methadone has the longest duration of effect of any opioid 

(~3 days because of 1-3 day elimination t1/2)3

• Methadone is a multi-modal analgesic, with u-opioid 

agonist activity, NMDA antagonist activity, and SNRI 

activity4

• Compared to shorter-duration opioids, methadone results 

in decreased post-operative pain, less post-operative 

opioid use, and increased patient satisfaction.5

• Methadone has been used effectively & safely for 

perioperative anesthesia and analgesia for 4 decades, and 

safely for outpatient surgery with minimal cross-tolerance. 
6

BACKGROUND

Our aim is to increase the use of perioperative 

methadone in patients undergoing orthopedic and 

neurosurgical spine procedures from 0% to 20% by 

April 2025 in Jennie Sealy Hospital in Galveston, 

Texas  

METHODS

Between February 2025 and April 2025, we presented literature evidence and a proposed Methadone protocol to the Anesthesiology Department, 

after notifying the surgical teams of the project. The QI Team was tasked with identifying qualifying patients based on the criteria for methadone 
implementation and notifying the perioperative teams. The data was then collected and analyzed using the PDSA QI Tool. 

In line with current literature and other hospital's protocols in implementing perioperative methadone use, the UTMB Department of Anesthesiology has successfully employed our new protocol with 

compliance above 20%. The primary challenge faced was instructing residents/CRNAs on the inclusion criteria and execution of this protocol along with the surgical and PACU teams agreeing to our 

protocol for managing postoperative analgesia. The team will extend education efforts to preoperative day surgery nurses and postoperative care unit nurses to implement further methadone use and 
monitor the postoperative analgesia requirements respectively. 
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