
Acute Pain Service Improves Perioperative Pain Management and Helps 
Prevent Relapses in Patients with Opioid Use Disorder 

Sierra Mastrantonio, MD, Jacob Whittle, MD, Jacob Brandenburg, MD, Jacob Pollard, MD, 
Emily Drennan, MD, Eric Piacenza, MD, Evelyn Loose, MD
University of Utah Health, Department of Anesthesiology

Background Case Description Discussion
• The perioperative period is a vulnerable time for 

patients with opioid use disorder (OUD)
•Risk of relapse vs achieving adequate pain control

• FDA approved medications for opioid use disorder 
(MOUD) (1-3) 

•49 y/o F longstanding history OUD and methamphetamine use 
disorder
•Multiple hospitalizations for endocarditis, epidural abscesses, 

septic joints
•On buprenorphine-naloxone as (prior) inpatient → lost to follow 

up after discharge
•Transitional Pain Service (TPS) was consulted on patient’s 2023 

admission for a repeat total knee arthroplasty (TKA)

“My pain control on Suboxone only and 
all the other things you did was so much 
better than any of the other times being 
treated with Methadone and Dilaudid… I 
did not want to be in pain and go back to 
using [drugs] again. Thank you for giving 

me the opportunity to live.” 

•Buprenorphine, Methadone, 
Naltrexone
•↓ relapse rate, ↓ mortality
•↑ retention in cognitive & 

behavioral therapy, ↑ quality 
of life

•Buprenorphine (4,5)

•High affinity, slow kinetic 
dissociation opioid analgesic 

Pre-operatively: 
•Re-established care with an addiction specialist
• Continued buprenorphine-naloxone 4mg BID
• Patient expressed desired avoidance of full opioid agonists due to 

concern for relapse

 

• Evidence-based approaches to 
buprenorphine management in the 
perioperative setting can improve 
outcomes in patients with OUD
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• Expertise of acute pain physicians in 
complex pain management and regional 
techniques can
achieve adequate 
perioperative 
analgesia without the 
use of full opioids 
agonists

 

Intraoperative analgesia:
• Periarticular injection (Ortho) : ropivacaine 0.5%, ketorolac, 

epinephrine, clonidine
• IV acetaminophen, ketorolac, dexmedetomidine, ketamine

Post-operative analgesia:
• Continuous femoral nerve blockade w/ indwelling perineural 

catheter x 4 days post-op: bupivacaine 0.25% + epi
•Non-opioid multimodal analgesia: acetaminophen, aspirin, 

gabapentin, ketamine, meloxicam
•↑ buprenorphine-naloxone: 4mg BID + 4mg daily as needed

✩ 7-month follow up: remained on buprenorphine-naloxone w/no 
use of full opioid agonists→ Maintained recovery!


