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pioid analgesics provide

almost 14 percent of those who received

depression, one of the most serious

dose-dependent pain relief

opioids experienced an adverse event.4

adverse effects, can lead to respiratory

with minimal toxic effects

Such incidents can include excessive

arrest and death.5,6

sedation and respiratory depression,

Opioid-associated adverse events

a variety of conditions, such as trauma-

nausea, vomiting, constipation, falls,

are also costly. A recent study, using

related injuries, post-surgical pain,

hypotension, hallucinations, delirium

a Premier database, found that post-

cancer and other diseases. They can be

and aspiration pneumonia. These

surgical patients who experienced

administered by a variety of delivery

symptoms can occur in patients receiving

an opioid-related adverse event were

systems, including oral, parenteral,

any opioid drug, and serious adverse

signiﬁcantly more likely to incur greater

transdermal, epidural and spinal.

events can happen even when opioids are

expense, have a longer length of stay and

Examples of opioids include morphine,

prescribed correctly. Although the risk

experience more readmissions.7

fentanyl and others.

has been described as small, respiratory

for patients suffering from

There are strategies that can mitigate
risks associated with inpatient opioid

How
are your patients?
Addressing opioid risks in
the hospital setting

Opioids associated with serious
adverse events

use, including:
• Prescreening to identify patients

A recent study showed that opioids

Opioid analgesics

were used in more than half of hospital

• Codeine

• Using non-opioid analgesia;

admissions of non-surgical patients at

• Dextropropoxyphene

• Adopting careful patient-controlled

286 U.S. hospitals.1 Two speciﬁc opioids

• Fentanyl

– fentanyl and morphine – are among

• Hydrocodone

the top 10 medications administered to

• Hydromorphone

pediatric inpatients.2

• Meperidine

Unfortunately, opioids are some of the

• Methadone

most frequently associated drugs with

• Morphine

adverse reactions. In one large study,

• Oxycodone

opioids were responsible for 16 percent

• Pentazocine

3

of drug-related adverse effects, while a
study of post-surgical patients found that

at risk;

analgesia (PCA) practices; and
• Carefully monitoring patients during
opioid therapy.

Prescreen to identify
patients at risk
Patient responses to opioids are highly
variable due to biological differences,
interactions with other drugs
(e.g., sedatives, hypnotics), and
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comorbid conditions.8 Clinical studies

side effects associated with each drug.11,12

regimens with NSAIDS, COX-2 inhibitors

Also disturbing is the fact that

and reports have identiﬁed several

There can also be a synergy when drugs

or acetaminophen, unless there is a patient

approximately one-third of survey

factors that put patients at higher risk

with different action mechanisms are

contraindication.15

respondents reported that “alarm

for sedation and respiratory depression

combined.13 According to an American

due to opioid use. Clinicians should

Society of Anesthesiologists (ASA) task

carefully screen patients for these risk
factors and consider risk levels when
creating pain management plans. They
should also question patients or their

apnea or who recently underwent

administration by family members and

thoracic surgery;

others without proper training. They

• Incorporating non-opioid analgesics

fatigue” prevented them from

to create a balanced multimodal pain

implementing continuous electronic

management plan; and

force, pain management therapy should be

Carefully monitor patients
on opioid therapy

multimodal whenever possible to reduce

While assessing patient risk factors

in safety practices related to PCA, the

respiration and level of sedation and

the risks associated with opioids.14

before initiating opioid therapy is

failure of clinicians to respond to or

strongly considering continuous

Clinicians should implement

necessary, that alone is not enough

silence PCA alarms represents a serious

electronic monitoring for all patients.

patient safety concern.

monitoring. With the documented gaps

multimodal pain plans for both short- and

to prevent serious adverse events.

opioids and any associated side effects.

long-term pain management, shifting

According to the Joint Commission,

from an opioid-based to an opioid-sparing

“Even at therapeutic doses, opiates can

with PCA, the Joint Commission

Choose non-opioids to cut risks

approach. To reduce the use of opioids,

suppress respiration, heart rate and blood

recommends careful patient selection,

Multimodal (balanced) therapy for pain is

using or adding non-narcotic medications

pressure, so the need for monitoring

ongoing monitoring of those receiving

the administration of two or more drugs

should be considered. These include

and observation is critical.”16 The Joint

PCA, and possible use of infusion

(by the same or different routes) that use

NSAIDS, acetaminophen, regional

Commission, which recommends

pumps with dosage error reduction
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Conclusion

Patient-controlled analgesia can be

Opioid analgesics are widely used in the

• Increased opioid use requirement or habituation

effective in delivering pain medication

inpatient setting and can be associated

• Concurrent use of other drugs with sedative effects, including

• Morbid obesity with high risk of sleep apnea
• Advanced age
• Longer duration of general anesthesia

thoracic or upper abdominal areas

in an inpatient setting. However, the

with respiratory depression and other

antihistamines, benzodiazepines, sedatives, diphenhydramine and

safety of PCA is highly dependent on the

adverse events, even when prescribed

other CNS depressants

practices surrounding its use. A recent
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• Prescreening all patients to identify

patients’ previous exposure to opioids

those at higher risk for these events,

before initiating PCA.20

such as those with obstructive sleep

or failure (e.g., renal or hepatic)
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