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Background: A Pain Plan was formulated for all patients undergoing elective spine surgery at our institution. 

It was based on prior opioid experiences and developed collaboratively between the patient and the surgeon 

at a preoperative clinic visit. Category 1 patients had no previous opioid experience, Category 2 patients had 

remote previous opioid experience with acceptable pain control and no side effects, Category 3 patients had 

remote previous opioid experience with unacceptable pain control and/or side effects, and Category 4 patients 

had opioid use leading up to surgery. 

Methods: This is a retrospective cohort study comparing adult patients within four different pain plan categories 

over one year ( n = 313) to determine if categorization is predictive. Demographic data collected included age, 

gender, ASA class, BMI, smoking status, insurance status, substance abuse, and comorbid psychiatric diagnoses. 

Demographic factors between categories were compared and controlled for as covariates within analyses. Out- 

comes measures comprised self-reported pain scores and functional measurements, including inpatient opioid 

use, outpatient opioid prescription quantities, and postoperative healthcare utilization. 

Results: Inpatient and outpatient opioid use were statistically significant amongst the categories, with prescription 

quantities greatest in Category 4, followed by Categories 2, 3, and 1, respectively. There was no difference in 

LOS or complexity of communication encounters amongst any of the groups. Patient-reported pain scores showed 

statistically significant differences and followed the same trend as opioid quantities, 4, 2, 3, and 1. The number 

of communication encounters was significant exclusively for Category 3 vs. 4. 

Conclusions: The use of categorization in Pain Plan formation has been a helpful tool for postoperative pain 

management at our institution. Categorization is predictive of pain scores and opioid use after surgery, allowing 

the surgical team to tailor their care and counseling towards individual patients. In addition, the plan’s collab- 

orative nature enables patients to be involved in their pain management decisions while also setting limits and 

expectations. 
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The opioid epidemic is a substantial healthcare and social challenge

f the 21st century. Approximately 4% of the US population is addicted

o opioids, and of the 70,200 overdose deaths in 2017, opioids accounted
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or 68% [ 1 , 2 ]. These trends have led to increased awareness and in-

erest amongst legislators, regulators, and medical systems to reduce

pioid consumption, which has prompted research. Therefore, over the

ast few years, extensive research on chronic opioid use and addiction

as identified various patient-specific risk factors: sociodemographic
22 
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2  

c  
haracteristics, comorbid psychological conditions, history of substance

buse, and, most importantly, prior opioid exposure [3] . In addition,

any studies have stratified findings based on surgical severity, suggest-

ng surgical magnitude as an additional patient-specific factor [ 4 , 5 ]. Un-

il recently, interventions to reduce opioid consumption have not fully

arnessed this information. In 2019, Chaudhary and Schoenfeld devel-

ped a predictive modeling bedside assessment that utilized this data to

etermine the likelihood of sustained opioid use [6] . Moving forward,

ore predictive methodologies and interventions will be needed. 

Two surgeons at our institution implemented a Pain Plan for all pa-

ients undergoing elective spine surgery. The Madison Pain Plan is for-

ulated collaboratively between the patient and the surgical team dur-

ng a clinic visit. It includes intraoperative, postoperative, and antici-

ated opioid and non-opioid discharge medications and is referenced

hroughout all care phases and modified as needed. The Pain Plan in-

orporates our institutions’ multi-modality pharmacological approach

o pain management that was previously established on the spine ser-

ice several years prior; there were no changes to the medications avail-

ble for postoperative pain control. The Pain Plan provides guidelines

n the expected duration of postoperative opioid use and gives specific

nstructions for requesting refills. Given that prior opioid exposure is

he most impactful risk factor for prolonged postoperative opioid use,

atients were stratified based on their previous opioid history and ex-

eriences [7] . The purpose of this study is to analyze the utility of

ain Plan patient categorization by determining if it is predictive of

npatient opioid use, outpatient opioid prescription quantities, hospi-

al length of stay (LOS), patient-reported pain scores for inpatients, and

ain management-related clinic resource utilization. 

ethods 

verview of existing pain management protocol and the Madison Pain Plan 

The spine service at our institution implemented a standardized

ulti-modality pain management protocol in 2014. Non-steroidal anti-

nflammatory medications (NSAIDs) are used during hospitalization in

ll patients without a contraindication. They are continued as an out-

atient for two weeks unless a fusion is performed, in which case they

re only used during hospitalization. Corticosteroids are almost always

sed intraoperatively for a 24-hour period, the only exceptions being

llergies or diabetes that is difficult to control. Gabapentin is optionally

sed if patients are already on the medication or have had a favorable

ast experience or if a patient is undergoing a large magnitude surgery

uch as a multi-level fusion. Oral opioids, usually oxycodone, and intra-

enous opioids, usually hydromorphone, are available for use as needed,

s is a muscle relaxant. Acetaminophen is administered on a scheduled

asis and continued for two weeks postoperatively. 

The Madison Pain Plan maintained this same multi-modality phar-

acologic approach; there were no changes in the medications used for

ain management after surgery. The main change implemented by the

ain Plan was the in-depth discussion with patients regarding prior opi-

id use and associated collaborative decision on what opioid regimen to

se postoperatively and clear and concise documentation of Pain Plan

pecifics. Additionally, the discussion included each medication avail-

ble postoperatively, projections for expected postoperative opioid du-

ation based on the magnitude of the surgery, and specific instructions

or requesting opioid or other medication refills during standard clinic

ours. 

Three different Pain Plan templates were created, one each for out-

atient surgeries, inpatient surgeries without fusion, and inpatient surg-

ries with fusion (all fusion procedures were performed on an inpatient

asis during the study period). The details of Pain Plan formulation are

escribed in detail by Rozenfeld et al. [17] . The outpatient surgery tem-

late differed from the inpatient templates only in the lack of a list of in-

atient medications. The two inpatient templates, fusion, and no fusion,

iffered only in NSAID use upon discharge, which were not prescribed
2 
or fusion patients. The templates were built by the senior author using

smartphrases ” and “smart lists ” in the electronic medical record (EMR

Epic, Verona, WI), thereby producing a standardized but customizable

ocument for each patient. Residents and fellows received training on

hoosing the proper template and how to build the Pain Plan in collab-

ration with the patient. The Pain Plan is typically completed by the

esident, fellow, or attending in the clinic when surgery is indicated.

ain Plan formulation takes on average 3 min for patients not on opi-

ids preoperatively and 5 min for patients on opioids preoperatively

17] . 

All surgical patients undergo a separate History and Physical visit

ith a spine APP prior to surgery, and the Pain Plan is discussed at that

isit, and modified if appropriate. On rare occasions when the Pain Plan

as not built during the clinic visit with the surgeon, the APP formulates

he plan with the patient at the History and Physical visit. The completed

ain Plan is a single-page document that is then printed for the patient

o reference and is included in all physician documentation, including

he preoperative history and physical, the brief operative note, and all

aily progress notes for hospitalized patients. Because the outpatient

nd inpatient EMR are the same system, this allows for easy reference

y all providers, including APP’s, physicians, nurses, and pharmacists.

esidents, fellows, and/or APPs refer to the Pain Plan when writing

ostoperative orders, including discharge prescriptions. 

atient categorization 

Patients were categorized based on their reported previous opi-

id experiences as follows (see Fig. 1 for categorization schema; see

igs. 2-5 for Pain Plan examples for each category): 

Category 1 – No prior history of opioid exposure 

Category 2 – Remote prior opioid exposure with adequate pain con-

trol and no significant adverse side effects 

Category 3 – Remote prior opioid exposure with inadequate pain

control and/or significant adverse side effects 

Category 4 – Opioid use leading up to the index procedure 

cRemote use was defined as no active opioid prescription prior to

urgery. Categories 1 and 4 were simple to identify via objective mea-

ures. Determination of Category 2 versus 3 was more subjective in na-

ure. Many patients with previous opioid experience report some ad-

erse effects; if these effects were significant to the point that they war-

anted a detailed discussion about alternative opioids and/or side effect

itigation measures, then they would be considered a Category 3. If they

ad side effects but they were tolerable to the extent that they would

e comfortable using the same opioid as prior, then a more nuanced

iscussion is not required, and they would be considered a Category 2.

he rationale for categorizing patients was two-fold. Firstly, it was the

enior author’s experience that patients who were on opioids leading up

o the time of surgery (Category 4), and patients who previously did not

xperience pain relief with certain opioids or experienced adverse reac-

ions (Category 3), required substantially more time and effort for post-

perative pain management. Secondly, to create standardized but cus-

omizable Pain Plan templates, branching logic via Epic “SmartPhrases ”

nd “SmartLists ” required more steps for Category 3 and 4 patients to

ocument their opioid use and history and specifically list any adverse

eactions. We prefer to record any adverse reactions and patient prefer-

nces, especially in Category 3 and 4 patients, as it helps resolve pain

anagement problems postoperatively. The Pain Plan serves as a point

f reference for all pain management issues. 

nclusion criteria and data collection 

Two surgeons at our institution implemented the Pain Plan on May 1,

019, for all patients undergoing elective spine surgery. A retrospective

ohort study was conducted comparing patients within the four Pain
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Fig. 1. Pain plan flow diagram. This schematic illus- 

trates the patient categorization process based on prior 

opioid experiences. 
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lan categories over a one-year period, from May 1, 2019, to April 30,

020 ( n = 319). Institutional Review Board approval with an exemp-

ion was obtained (study #2019–1549-CP002). Data was collected for

ll adult patients age 18 and older undergoing elective spine surgery

uring the one year study period. Demographic data collected included

ge, gender, American Society of Anesthesiologists (ASA) class, body

ass index (BMI), smoking status, insurance details, history of alcohol

r substance abuse, and psychiatric illnesses including depression and

nxiety. Exclusion criteria included incarceration, death within 90 days

f the index procedure, and patients undergoing surgery due to trauma,

nfection, or oncologic lesions. No patients were lost to follow-up. 

Data was extracted from the electronic medical record, which in-

luded access to all major healthcare organizations in Wisconsin via

n established data-sharing agreement. Pharmacists tabulated inpatient

pioid use and outpatient opioid prescription quantities for 90-days

ostoperatively and converted all values to morphine milliequivalents

MME) using Center for Disease Control guidelines [16] . MME’s were

sed to allow for adequate comparison given the variety of different

pioids prescribed. 

utcome measures and statistical analysis 

Surgical invasiveness (SI) indices were calculated for each surgery

sing a previously validated method [15] . Additional information col-
3 
ected included inpatient patient-reported numerical (1–10) NRS pain

cores and LOS. Postoperative pain management-related telephone en-

ounters and electronic messages were tabulated for 90-days post op-

ratively and assessed for complexity using the number of “steps ” re-

uired for encounter resolution as an objective measure. Clinic nurses,

dvanced practice providers (APP’s), and surgeons document all patient-

elated communications in the EMR as standard practice. A “step ” con-

isted of any pain management-related communication between the sur-

ical team and the patient. For example, if a patient called the clinic and

poke with a nurse about a pain management question, and the nurse

eeded to pass the query on to an APP or surgeon for a response, this

ould be considered 2 “steps ” to complete a single encounter. Complex-

ty results are reported as the average number of steps per encounter

ver the 90-day period. 

Outcome measures included inpatient opioid use, outpatient opioid

rescription quantities, LOS, patient-reported pain scores during hospi-

alization, number of communication encounters, and communication

ncounter complexity determined by the number of steps to complete

n encounter. Pain scores (0–10) were recorded by nurses as part of stan-

ard postoperative care. These scores are collected at regular intervals.

emographic factors and surgical invasiveness indices were compared

mongst the four categories via ANOVA, Mann-Whitney U, or Chi-square

ests to assess for underlying group differences. Differences between cat-

gories in patient age, surgeon, and surgical invasiveness were statisti-
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Fig. 2. Example of Category 1 Patient Pain Plan- Mr. Laminoplasty. Pain Plan appearance within the EMR and in print for the patient. 

c  

i  

m  

p  

b  

t  

s  

s  

w  

A  

i  

A

R

 

o  

s  

d  

g  

<  

(  

s  

f  

t

ally significant and were included as covariates in modeling differences

n outcomes between the categories. Group data were summarized by

ean (SD), median (interquartile range or IQR), or N (%) when appro-

riate. ANOVA models with covariates were fit to test for differences

etween groups. Log-transformation was used to ensure model assump-

ions were met for LOS, inpatient opioid use, and outpatient opioid pre-

cription quantities. For the number of encounters, a Poisson regres-

ion fit was used. Post-hoc two-way comparisons with Holm adjustment

ere examined for those outcomes with a significant ANOVA p -value.

 biostatistician conducted all analyses at a 5% significance level us-

ng R for statistical computing version 3.5 (The R Foundation, Vienna,

ustria). 
4 
esults 

During the study period, 486 patients underwent spine surgery,

f which 313 met the inclusion criteria of undergoing elective spine

urgery. Demographic data is reported in Table 1 . The mean age (SD)

ifference was statistically significant between Category 1 and Cate-

ory 3 patients ( p = 0.012). One surgeon performed more surgeries ( p

 0.001), and surgical invasiveness approached statistical significance

 p = 0.051). All other demographic data was similar and statistically in-

ignificant amongst categories. A regression model was used to control

or the differences including age, surgeon, and surgical invasiveness as

hey could be confounding variables. Table 2 lists adjusted results. 
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Fig. 3. Example of Category 2 Patient Pain Plan- Mr. Corpectomy. Pain Plan appearance within the EMR and in print for the patient. 
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There was no statistically significant difference in hospital LOS

mongst the categories. The greatest inpatient opioid use was observed

ithin Category 4 with a median total of 35.8 MME, followed by Cate-

ories 2 (20.0 MME), 3 (15.5 MME), and 1 (7.5 MME) ( Table 2 ). Outpa-

ient opioid prescription quantities followed a similar trend. Category
5 
 showed significantly larger outpatient opioid prescription quantities

ith a median total of 630.0 MME, more than double the quantity com-

ared to the next highest group, Category 2, with 240.0 MME. Inpatient

pioid use showed statistical significance for multiple comparisons, in-

luding Categories 1 versus 2, 1 versus 4, and 3 versus 4. Outpatient



H.S. Uppal, S.I. Rozenfeld, S. Hetzel et al. North American Spine Society Journal (NASSJ) 11 (2022) 100139 

Fig. 4. Example of Category 3 Patient Pain Plan- Mrs. Diskectomy. Pain Plan appearance within the EMR and in print for the patient. 
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pioid prescription quantities showed statistically significant differences

or Categories 2 versus 4, 1 versus 4, and 3 versus 4. 

Patient-reported pain scores followed the same pattern as inpatient

pioid use, with the highest pain scores reported by patients in Category

 (4.9), followed by Category 2 (4.0), Category 3 (3.9), and Category 1

3.2). The number of pain-related communication encounters showed a

tatistically significant difference for Category 3 versus 4. There was no

tatistically significant difference in the complexity of the pain-related

ommunication encounters amongst any comparison. 
6 
iscussion and conclusion 

The Pain Plan was implemented to collaboratively address pain man-

gement with patients to minimize opioid consumption without com-

romising pain control after surgery, and to improve the pain manage-

ent process for patients and providers. The Pain Plan is individualized

ased upon prior patient opioid exposure and takes just a few minutes

o formulate with the patient in clinic. Categorizing patients based on

rior opioid exposure helps guide the discussion and is necessary when
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Fig. 5. Example of Category 4 Patient Pain Plan- Mrs. Osteotomy. Pain Plan appearance within the EMR and in print for the patient. 
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sing an electronic medical record to populate the appropriate docu-

entation fields while the Pain Plan is built. In addition, categorization

acilitates research with respect to pain management (opioid use in par-

icular), because the patient population is quite heterogenous. Patients

eceive a printed copy of their individualized Pain Plan for review and
7 
uture reference. The plan is then referenced throughout all phases of

are during the perioperative period. It is flexible and may be modified

s needed. 

Based on the attending spine surgeons’ prior experience, we expected

atients with either no previous opioid exposure (Category 1) or a his-
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Table 1 

Demographics. 

Characteristic Category 1 ( n = 52) Category 2 ( n = 126) Category 3 ( n = 48) Category 4 ( n = 87) p -value 

Age (No. [%]) 50.0 (18.9) 54.6 (15.0) 59.9 (16.3) 57.0 (14.6) 0.012 B 

Female (No. [%]) 18 (34.6%) 55 (43.7%) 22 (45.8%) 42 (48.3%) 0.462 

BMI No. (No. [%]) 28.8 (5.0) 30.1 (5.4) 29.2 (5.5) 30.3 (5.4) 0.301 

ASA Class (No. [%]) 0.012 A 

1 12 (23.1%) 12 (9.5%) 2 (4.2%) 6 (6.9%) 

2 34 (65.4%) 77 (61.1%) 35 (72.9%) 63 (72.4%) 

3–4 6 (11.5%) 37 (29.4%) 11 (22.9%) 18 (20.7%) 

Anxiety (No. [%]) 5 (9.6%) 28 (22.2%) 10 (20.8%) 25 (28.7%) 0.071 

Depression (No. [%]) 8 (15.4%) 30 (23.8%) 14 (29.2%) 29 (33.3%) 0.109 

Alcohol or Drug Abuse (No. [%]) 2 (3.8%) 14 (11.1%) 3 (6.2%) 14 (16.1%) 0.098 

Surgeon (No. [%]) 0.001 

1 19 (36.5%) 81 (64.3%) 34 (70.8%) 57 (65.5%) 

2 33 (63.5%) 45 (35.7%) 14 (29.2%) 30 (34.5%) 

Surgical Invasiveness (median [IQR]) 1.5 (1.0 - 5.0) 3.5 (2.0 - 9.0) 2.0 (1.0 - 7.2) 3.0 (1.0 - 9.0) 0.051 

The following superscripts indicate significant Holm adjusted two-way comparisons: 

A = Category 1 vs 2, B = Category 1 vs 3, C = Category 1 vs 4, D = Category 2 vs 3, E = Category 2 vs 4, F = Category 3 vs 4. 

Table 2 

Opioid use, patient pain scores, and communication encounters by category. 

Variable Category 1 ( n = 52) Category 2 ( n = 126) Category 3 ( n = 48) Category 4 ( n = 87) p -value 

LOS (hrs.) 8.6 (6.3 - 30.5) 29.8 (7.6 - 33.3) 30.5 (20.8 - 34.8) 30.1 (8.8 - 51.6) 0.262 

Inpatient Opioids (MME) 7.5 (0.0 - 21.4) 20.0 (7.5 - 56.0) 15.5 (4.0 - 48.0) 35.8 (13.2 - 92.2) < 0.001 ACF 

Outpatient Opioids (MME) 147.5 (100.0 - 300.0) 240.0 (150.0 - 600.0) 217.5 (150.0 - 320.2) 630.0 (257.5 - 1630.2) < 0.001 CEF 

Pain Score (1–10) 3.1 (2.1) 4.1 (2.1) 3.8 (2.2) 5.0 (2.2) < 0.001 CEF 

Communication Encounters 0.0 (0.0 - 1.0) 1.0 (0.0 - 2.0) 0.0 (0.0 - 1.2) 1.0 (0.0 - 3.0) 0.006 F 

Average Steps per Encounter 2.9 (1.5) 2.7 (1.3) 2.6 (0.9) 3.1 (1.2) 0.48 

The following superscripts indicate significant Holm adjusted two-way comparisons: 

A = Category 1 vs 2, B = Category 1 vs 3, C = Category 1 vs 4, D = Category 2 vs 3, E = Category 2 vs 4, F = Category 3 vs 4. 

Results reported as mean (standard deviation) or median (interquartile range). 

MME = Morphine Milligram Equivalents. 
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t  
ory of opioid use after surgery with adequate pain control and no sig-

ificant side effects (Category 2) to have the most straightforward Pain

lans and the least amount of opioid use postoperatively. Conversely,

e anticipated spending more time and effort and having more diffi-

ulty with postoperative pain control in patients who previously had

oor pain control or adverse reactions to opioids (Category 3), or espe-

ially in those actively taking opioids in the preoperative period (Cate-

ory 4). Our expectations were confirmed for Category 1 and 4 patients.

owever, Category 3 patients used fewer inpatient opioids, had lower

utpatient opioid prescription quantities, and reported lower pain scores

han Category 2 patients. 

We propose four possible reasons for these findings. First, Category 3

nd 4 patients required substantially more time and effort to formulate

he Pain Plan. We believe that this extra effort is partially responsible for

ategory 3 patients showing pain management characteristics similar to

ategory 1 patients. Another possibility is related to the observation that

ome patients try to avoid opioids as much as possible postoperatively

ecause of previously experienced adverse reactions (which are subjec-

ive and vary from patient to patient). These patients are typically placed

nto Category 3. It, therefore, makes sense that these particular Cate-

ory 3 patients would use fewer opioids. Still, it does not fully explain

he difference in reported pain control, with category 3 patients report-

ng lower pain scores than category 2. Additionally, Category 3 patients

ith prior unfavorable opioid experiences may have a learned regimen

hat works for them based on trial and error; this successful regimen

s readily carried forward via the Pain Plan. We did not subcategorize

atients placed into Category 3 by a) poor pain management with prior

pioid use versus b) acceptable pain management but with and adverse

eaction with prior opioid use. We have now added this subcategoriza-

ion to the Pain Plan. Finally, it is possible that some Category 2 patients

ith prior favorable opioid histories may tend towards increased opioid

se because they tolerate the medications well and therefore may not

e inclined to discontinue use. 
8 
We now believe that patients in Category 2 should have a more

uided discussion based on whether their previous favorable experience

esulted in short-term opioid use (2–3 weeks or less), intermediate-term

se (1–3 months), or chronic use (greater than 3 months). This would

elp build expectations for everyone involved and would potentially al-

ow for more detailed counseling for patients with a history of chronic

pioid therapy in order to prevent another episode of long-term opioid

se. 

As expected, Category 4 patients reported higher pain scores and

sed more opioids than any other category. However, there was no dif-

erence in hospital length of stay, which we feel is also at least par-

ially attributable to the Pain Plan. When encouraging Category 4 pa-

ients to wean off opioids as much as possible before surgery, we explain

hat postoperative pain management is more successful in patients with-

ut active preoperative opioid use. Category 4 patients tend to have

 broader breadth of experience with opioids. When they participate

n Pain Plan formulation, they agree to specific medications that have

orked for them in the past. We feel that this decreases effort spent

n pain management assessment and medication changes in the post-

perative period, which seem to occur more commonly in patients with

reoperative opioid use. We postulate that the expectations built into

he Pain Plan helped the patients focus on their immediate recovery

ather than pain management details. 

Our findings build on Schoenfeld and others’ research, which simi-

arly highlight prior opioid exposure as a significant predictor of post-

perative use [ 3 , 8 ]. Previous studies, including Ramos’ work, which an-

lyzed over 1.8 million spine surgery patients, illustrate the strong cor-

elation between chronic preoperative opioid use and prolonged length

f stay [9–11] . Our findings are further substantiated by Mariano and

ustin’s previous works, which also illustrate the powerful effect of

ounseling and patient engagement on reducing opioid use [ 12 , 13 ].

hese referenced studies played a critical role in identifying risk fac-

ors for prolonged opioid use, and we sought to apply this knowledge
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o our Pain Plan intervention as the next step in addressing the opioid

pidemic. Our efforts to preemptively address pain management and

hereby modify postoperative opioid use were successful and will be

eported in a separate manuscript. 

One limitation of this study is the use of opioid prescription data

ather than actual opioid consumption, which may not accurately reflect

pioid quantities consumed by patients. This limitation is commonly

ncountered during opioid research. In addition, Wisconsin state law

rohibits using the state prescription drug monitoring program (PDMP)

or research purposes with identified data. Therefore, we utilized the

MR, which included access to all the foremost healthcare organiza-

ions across Wisconsin. However, some opioid prescriptions were likely

issed, although this would be true across all categories. 

In conclusion, Madison Pain Plan implementation, particularly the

se of categories when developing the plan, has proven to be a valu-

ble tool for postoperative pain management at our institution. Nurses,

rthopedic surgery residents, fellows, attendings, and APPs actively en-

age in the Pain Plan process because they have noticed a substantial im-

rovement in pain management encounters with patients when the Pain

lan is referenced [17] . We feel that the Pain Plan formulation process

mpowers patients to be involved in pain management decision-making

nd sets expectations and limits. In addition, categorization is predictive

f postoperative opioid use and pain scores, which can help physicians

nd healthcare staff tailor their counseling to individual patients. Even if

 formal Pain Plan is not implemented, the categorization concept can

elp guide a discussion about postoperative pain management. In the

uture, the Pain Plan may be improved by adding more patient-specific

actors to the categorization schema as identified by Schoenfeld’s Stop

pioids after Surgery Score to help healthcare staff further individualize

heir counseling for patients [14] . Future research efforts will involve

ubcategorizing category 2 patients to stratify duration of prior opioid

se in an effort to identify patients prone to long-term opioid use; and

y subcategorizing category 3 patients by poor pain management ver-

us adverse reactions, and tailoring education, counseling, and Pain Plan

ormulation accordingly. 
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