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OPINION 

Study of individuals who underwent colon surgery who 
used inpatient opioids cumulatively 

Lilian Sinte 

INTRODUCTION  
n terms of public health concerns, the opioid crisis is one of the
most difficult ones right now. Recently, the opioid epidemic was 

declared a public health emergency by the Department of Health and 
Human Services. People overdosed on opioids, and a prescription 
opioid was thought to be a factor in about half of the deaths. Millions 
of opioid prescriptions from doctors Opioid painkillers were the 
prescriptions that surgeons. These prescription opioids fuel the crisis 
by putting not only the individual surgical patients at risk, but also the 
local communities, as most persons who abuse opioid prescriptions got 
their supply from friends or family, who were almost all given the 
medication by a doctor. After orthopedic and neurosurgeons as the top 
two prescribers of opioids among surgeons, the rate of continued 
opioid use following colectomy has been documented. We've written 
about the risk factors for continuing opioid use following colorectal 
surgery in the past, and we discovered that pre-operative opioid use and 
a large number of pills taken upon discharge were linked to continuing 
use after a month. These results have been supported by the literature 
because it has been demonstrated in numerous research that opioid 
usage before surgery increases the probability of continuous use long 

after surgery. A small number of studies have linked greater 
perioperative opioid usage to a risk for long-term postoperative use, 
however many of these studies incorporate in opioid use in the weeks 
leading up to surgery, which may be beyond the surgeon's control. It's 
interesting that there hasn't been much attention given to 
postoperative inpatient use patterns and any connections they might 
have to preoperative opioid exposure or the danger of continuing 
opioid use after discharge. It's important to note that during their 
hospital stay, around of individuals having elective inpatient surgery 
receive opioids knowing whether patients are at risk for excessive 
inpatient opioid consumption and the connection between in-hospital 
postoperative opioid consumption and the likelihood of long-term 
opioid usage remain crucial as surgeons consider how they might 
contribute to the solution to the opioid epidemic. The two objectives 
of the current study are to characterize colorectal surgery patients 
receiving higher amounts of inpatient opioids after surgery and 
evaluate the relationships between high inpatient use, preoperative 
opioid exposure, and subsequent risk for persistent opioid use. The 
current study builds on our previous analysis with detailed inpatient 
opioid documentation to achieve these goals. Patients at five 
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ABSTRACT 
There is a lack of information regarding the causes of rising 

inpatient opioid use and how it relates to opioid use that continues 

following colorectal surgery. A total of five cooperating institutions' 

patients who had colorectal surgery was tracked down. The 

American College of Surgeons National Surgical Quality 

Improvement Initiative recorded information on patient 

comorbidities, surgical information, and results. We documented 

the usage of opioids before surgery, while patients were being treated, 

and for a while afterward. We discovered risk variables for heavy 

inpatient use, which can be utilized to recognize patients who can 

profit from opiate sparing tactics. A higher likelihood of continuing 

opioid usage was also linked to significant postoperative inpatient 

use.  
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institutions (two academic, three community) participating in a 
regional Colorectal Surgery Collaboration in Massachusetts were 
found in the American College of Surgeons National Surgical Quality 
Improvement Program (ACS NSQIP) database. Under the ACS 
NSQIP, the collaboration hospitals record their colorectal procedures 
briefly. The ACS NSQIP is a nationally recognized, verified, risk-
adjusted database that gathers information on ppatient’sdemographics, 
medical conditions, comorbidities, and surgical and postoperative 
outcomes. Notably, each of the five institutions follows the same ERAS 
protocol, which includes opioid-sparing measures including 
preoperative Tylenol and gabapentin, frequent postoperative 
transverse abdominal plane blocks, epidural catheters for open cases, 
and regular postoperative Toradol administration. PCA is not 
recommended and is usually only used on patients who have already 
used opioids. The ERAS procedure that was used has already been 
described in detail. In order to avoid confounding complications 
associated with perineal wounds, patients who had had 
abdominoperineal resections were eliminated. The inpatient and 
outpatient pharmacy databases from all five institutions were then 
connected to the resulting database. The analysis did not include 
inpatient mortality and patients with missing pharmacy information. 
In order to avoid confounding complications associated with perineal 
wounds, patients who had had abdominoperineal resections were 
eliminated. The inpatient and outpatient pharmacy databases from all 
five institutions were then connected to the resulting database. 
Inpatient mortality and patients with missing pharmacy information 
were not included in the analysis. PCA use was handled as a categorical 
variable since self-administered doses were not captured in the 
electronic medical record. Institutional Review Boards from the 
hospitals looked into and approved the study. By summing all observed 
opioid administrations (frequency and dose) for the course of the 
hospital stay, beginning with the moment of surgery, inpatient opioid 
consumption was calculated (including intraoperative administration). 
All drugs were converted to morphine milligram equivalents to 
account for variations in the type of opioid medication supplied. PCA 
use and opioids injected through epidural catheters were handled as 
categorical factors and left out of the equation. High-users were 
classified as patients in the highest quartile of use, which was MMEs 
over the course of the hospital stay, which was the total amount of 
MMEs administered for each patient over the period of hospitalization. 
Age, gender, race, body mass index, opioid naivety, American Society 
of Anesthesiologists (ASA) class, medical comorbidities (diabetes, 
hypertension, cancer, and chronic obstructive pulmonary disease), 
operative factors (emergency case, indication for procedure, wound 
class, open or minimally invasive procedure, and creation of ostomy), 
and postoperative factors were all factors that were recorded (length of 
stay, discharge disposition, and readmission). A new opioid 
prescription received a month or more after being released from the 
index procedure, as previously mentioned, was considered persistent 
opioid use. In the literature on surgery and pain, this definition has 
come to be accepted. 5 Opioid naivety was discovered utilizing both 
the electronic health record of the health system and insurance claims 
for opioid prescriptions. Opioid naivety was defined as having no 
opioid drugs prescribed in the year prior to colectomy. The IBM SPSS 
Software version was used to conduct all statistical analyses. In a 

univariate study, categorical variables were compared using chi-square 
tests and presented as percentages. Continuous variables are expressed 
as medians with interquartile ranges and compared using 
nonparametric Mann-Whitney U tests, or as means with standard 
deviations and were compared in univariable analysis using 
independent two-sample-tests. Throughout the study period, patients 
underwent colectomy and/or proctectomy with full inpatient 
pharmacy data. We utilized a larger number of individuals from our 
prior research7 with thorough medication documentation to Reduce 
the number of opioids used in hospital patients following colectomy-
identified risk factors for heavy cumulative inpatient use. Our 
investigation revealed found the top quartile of inpatient users were 
younger patients, but had more comorbid conditions before surgery 
and were more likely to more challenging perioperative courses with 
greater rates of emergence, complications, readmission, non-minimally 
invasive surgery, as well as lengthier stays. Remarkably, neither a 
univariable study nor a multivariable analysis showed a relationship 
between preoperative opioid usages, which was defined as any opioid 
prescription in the year before surgery and being in the top quartile of 
cumulative inpatient use. We also sought to add to our earlier 
examination of ongoing opioid usage in determining whether patients 
undergoing colorectal surgery have a high inpatient utilization was 
connected to ongoing opioid use. This cohort's consistent Using 
opioids was strongly positively correlated with having the highest 
quartile of inpatient utilization and is adversely related to opioid 
ignorance. Information on opioid use in patients after surgery and 
danger signs for High cumulative use is uncommon in the surgical 
literature. Specialty. Other research has quantified inpatient 
postoperative utilization following colectomy and reported values 
similar to our study. These studies used the Premier Inpatient 
Database, which records inpatient charges for practically all admissions 
in the nation. These studies, however, have limitations because they 
don't account for crucial elements such as preoperative opioid use and 
coexisting patient Comorbidities, specifics of the operation, and 
ensuing chronic opioid use. Our study benefited from accurate opioid 
documentation. Hospital administrations for patients undergoing 
colorectal surgery collaborative with detailed clinical data collected 
by NSQIP. By reviewing the literature, we discovered one study with 
comparable findings. Computations of fine-grained pre- and 
perioperative variables, as well as Cumulative inpatient opioid use for 
patients undergoing general surgery: a cohort of patients' inpatient 
opioid use and risk variables for increasing use following 
pancreatectomy were presented. They discovered that higher inpatient 
opioid use was related to prior opioid exposure and longer LOS. 
Nevertheless, we discovered that prolonged LOS was a risk factor for 
increased cumulative usage. Risk variables that we also discovered 
included age, emergency cases, and surgical problems. It's interesting 
that we didn't discover a connection between the high inpatient use of 
opioids and past opioid prescriptions. This could be a result of the rate 
of prior opioid use. Prescriptions were substantially more prevalent in 
our cohort and perhaps encompasses a diverse group of opioids, both 
rare and common. users. It is unknown why our cohort's prior use rates 
are although the data source makes us confident in its accuracy, the 
rates are higher than those previously recorded in the literature. 
Accuracy. Our statistics together start to show possible risk. Factors 
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that contribute to increased opioid usage, and may educate surgeons’ 
about Opioid sparing tactics might be most advantageous for patients. 
Next, we assessed if longer postoperative inpatient stays Using opioids 
was linked to a higher chance of developing chronic opiate use. 
Patients in our group who were still consuming opioids days following 
their operation. Importantly, the rate of persistent use was significantly 
higher in patients who were in the top quartile of cumulative inpatient 
use, even after adjusting for patient and perioperative variables on 
multivariable analysis. The rate of persistent use in our study is 
comparable to the rates of persistent use from previously published 
data. Patients who had never used opioids had a lower chance of 
abusing them long-term, which was also in line with earlier literature 
results. To our knowledge, this is the first research that focuses solely 
on the association between inpatient postoperative opioid usage and 
the risk of long-term use in adult abdominal surgery patients. Only a 
few studies of individuals having abdominal surgery were found in the 
literature that had any investigation of postoperative inpatient opioid 
administration. Higher doses of inpatient opioids were associated with 
worse outcomes in both a small single-center retrospective analysis of 
pediatric patients and a sizable retrospective study of gynecologic 
patients.  Continued use long after discharge was linked to a higher 
risk after surgery. Although earlier studies and the current study had 
significant variations when considered collectively, they start to shed 
light on the possible significance of discretion in how opioids are 
supplied to postoperative patients in the inpatient context. In a perfect 
world, postoperative pain would be kept to a minimum, but given the 
growing body of research suggesting that postoperative opioid use may 
have a negative impact on surgical outcomes28 and may raise the risk 
of persistent opioid use, it makes sense for surgeons to concentrate on 
ways to make minimal contributions to this widespread epidemic It is 
crucial to emphasize that given the paucity of information regarding no 
reports of inpatient postoperative opioid usage proposals or directives 
issued by significant regulatory bodies. For instance, in Massachusetts, 
the home state of the authors, one of the regions of the country most 
impacted by the opioid crisis, legislation on substance abuse, 
treatment, education, and prevention Was passed that rigorously 
regulated the prescription of opioids by medical professionals, 
including surgeons. Although the law requires postoperative discharge 
prescriptions, there is no guideline about the administration of fewer 
inpatient opioids. 


