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Introduction

Figure 1. Case Selection Discussion

Using an MMA pathway in a cohort of 377 patients, 41% of patients underwent total

The use of opioids aftertotal shoulder arthroplasty (TSA) has long been effective in alleviating

nost operative pain, but it has also raised considerable concerns due to its associated T IO p _ 5 shoulder arthroplasty without post operative narcotics. Patients undergoing opioid-free
narmful side effects and addiction profile. The purpose of this study was to report on a novel between 1/1/2020-3/31/2024 inéi;l;?:;,?dsf;,?,:E,:Zr:;sz;?f?:;rhy total shoulder arthroplasty did not experience an increase in complications. In the
perioperative multimodal analgesic (MMA) protocol that eliminated post operative opioid use \ s y preoperative diagnosis (n=11€), cases largest study of its kind investigating opioid utilization following total shoulder
in 41% of our eligible patient population without an associated increase in pain, 5 _ _ . PREUHAING LR Srae arthroplasty, postoperative complications, readmissions, and reoperation rates were
complication, readmission, or re-operation rates following total shoulder arthroplasty. Easeﬁf{;i f;?;f;’l’d'ze‘j [ Exclude cases with mild/moderate liver not affected. These findings underscore the potential for further postoperative opioid
1 n=501 ) and/or renal disease (n=55), preoperative mitigation within the field of shoulder arthroplasty and in orthopedic surgery more
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‘ | and/or>1 opioid prescription (n=40) widely. Additional prospective research is needed to further assess potential benefits
All patients undergoing anatomic (alSA) and reverse (rTSA) total shoulder arthroplasty at our [ Potential iﬂf patients ] of reduced opioid use while ensuring adequate management of postoperative pain.
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inclusion in this study (Figure 1). Exclusion criteria included revisions, infections, fractures, [ Paﬁen:mhm ] kst ot il st Figure 2. Opioids Prescribed and Consumed by Year
and any patient with renal or liver insufficiency. A total of 377 elective primary arthroplasties n=377
met inclusion criteria. The MMA protocol (Table 2) included the introduction of a long-acting — r’””:kj\ —
iposomal bupivacaine in the preoperative interscalene blocks, and a standardized Gpé“ﬁ:’ee Gp'“&f&;‘“"g
multimodal pain regimen. Opioid consumption was evaluated by self-reported pill count at ___n=154 ) | n=2238 |

the first postoperative visit. Patients were grouped based on post-discharge opioid use into
an Opioid-Free (OF) group (n=154) and an Opioid-Utilizing (OU) group (n=223).
Demographics, surgical indication, length of stay, pre-discharge pain scores, complications,
Infections, readmissions, and reoperations were analyzed. No opioids used 154 (41%)

Table 1. Post operative Opioid Use Cases (n=377), n(%)

Aear P Caunt per Case

Results < 3 pills used 223 (59%)

< 6 pills 272 (72%)
2-week postoperative refill 37 (10%)

n a cohort of 377 patients, 41% did not take any opioid medication following TSA. Fifty-nine
nercent of patients used =3 pills. Seventy-two percent of patients used =6 pills (Table 1). On
average, patients consumed a total of 4.9 pills or 36.3 morphine milligram equivalents, and
only 31% of the opiates they were prescribed. There were no differences in demographics,
surgical indication, length of stay, pre-discharge pain scores, complications, infections,

readmissions, and re-operations between OF and OU groups. Night before procedure Celecoxib, 200 mg PO; Acetaminophen, 1000 mg PO

Table 2. Multimodal Pain Pathway | Protocol

References Morning of procedure Celecoxib, 200 mg PO; Acetaminophen, 1000 mg PO

Preoperative holding bay Optional sedation for nerve block, midazolam +/- fentanyl; Interscalene nerve block,
10 cc 0.5% bupivacaine admixed with 10 cc liposomal bupivacaine

Intraoperative management Dexamethasone, 10 mg; limited opioid use
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