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(# of Tabs of 5 mg Oxycodone or 50 mg Tramadol)
	
	
	Low Dosea
	Standard Doseb
	High Dosec

	General Surgery
	Endoscopy (± PEG)
	NSAIDS/Acetaminophen Only
	NSAIDS/Acetaminophen Only
	NSAIDS/Acetaminophen Only

	
	Muscle Biopsy or Excisional Biopsy
	
	
	3 Tabs Oxycodone
OR*  5 Tabs Tramadol

	
	MIS Cholecystectomy or Appendectomy
	
	8 Tabs Oxycodone
OR*
12 Tabs Tramadol
	20 Tabs Oxycodone
OR*
30 Tabs Tramadol

	
	MIS Inguinal Hernia Repair (TAPP or TEPP)
	
	
	

	
	Open Inguinal Hernia Repair 
	
	
	

	
	MIS Bariatric, Benign Foregut, or Adrenal Surgery
	
	
	

	Surgical Oncology 
	Wide Local Excision or Lumpectomy ± SLN
	NSAIDS/Acetaminophen Only
	5 Tabs Oxycodone
OR*
10 Tabs Tramadol
	10 Tabs Oxycodone
OR*
15 Tabs Tramadol

	
	Simple Mastectomy Only ± SLN
	
	10 Tabs Oxycodone
OR*
15 Tabs Tramadol
	15 Tabs Oxycodone
OR*
25 Tabs Tramadol

	
	Mastectomy with Subcutaneous Reconstruction ± SLN/ALND
	
	20 Tabs Oxycodone
AND
40 Tabs Tramadol
	40 Tabs Oxycodone
AND
60 Tabs Tramadol

	
	Mastectomy with Submuscular Reconstruction ± SLN/ALND
(Recommend Diazepam 2mg tabs every 6 hours, dispense #60)
	
	30 Tabs Oxycodone
AND
40 Tabs Tramadol
	60 Tabs Oxycodone
AND
60 Tabs Tramadol

	
	MIS Abdominal Solid Organ Resection
(e.g. Kidney, Spleen, or Liver Wedge)
	
	15 Tabs Oxycodone
OR*
25 Tabs Tramadol
	25 Tabs Oxycodone
OR*
40 Tabs Tramadol

	
	Open Major Abdominal Resection 
(e.g. Whipple, Esophagectomy, or Liver Resection)
	
	30 Tabs Oxycodone
OR*
60 Tabs Tramadol
	50 Tabs Oxycodone
OR*
80 Tabs Tramadol

	CRS
	MIS or Open Bowel Resection (Colon or Small Bowel)
(Rectal surgery, resection w/ ostomy, larger incisions, non-cancer surgery, and major MIS cases may require higher dose)
	NSAIDS/Acetaminophen Only
	15 Tabs Oxycodone
OR*
25 Tabs Tramadol
	30 Tabs Oxycodone
OR*
45 Tabs Tramadol

	Vascular, Thoracic & Endocrine
	Bronchoscopy or Upper Endoscopy (±Dilation)
	NSAIDS/Acetaminophen Only
	NSAIDS/Acetaminophen Only
	NSAIDS/Acetaminophen Only

	
	Percutaneous Endovascular or Vascular Access Procedures  (Cut-downs, Complex Endovascular, and AV Superficialization may require additional opioids)
	
	
	5 Tabs Oxycodone
OR*
10 Tabs Tramadol

	
	Carotid Endarterectomy
	
	
	8 Tabs Oxycodone
OR*
12 Tabs Tramadol

	
	Thyroid/Parathyroid Surgery, Mediastinoscopy, or POEM
	
	5 Tabs Oxycodone
OR*
10 Tabs Tramadol
	10 Tabs Oxycodone
OR*
15 Tabs Tramadol

	
	VATS Procedure (Pulmonary or Mediastinal)
	
	20 Tabs Oxycodone
OR*
30 Tabs Tramadol
	40 Tabs Oxycodone
OR*
60 Tabs Tramadol

	
	Thoracotomy (Pulmonary, Pleural, or Chest Wall)
	5 Tabs Oxycodone
OR*
8 Tabs Tramadol
	50 Tabs Oxycodone
OR*
80 Tabs Tramadol
	60 Tabs Oxycodone
OR*
100 Tabs Tramadol


             		       Factors Shown to Influence Opioid Usage After Discharge
   Opioid Naïve								Pre-operative Opioid Users
   Older Age, Lower BMI, Longer LOS						Younger Age
   Lower Pain Score at Discharge							Higher Pain Score at Discharge
   Low In-hospital Opioid Use							High In-hospital Opioid Use 
*Prescribing a combination of Tramadol and Oxycodone is acceptable depending on the patients expected needs.  However, if both medications are prescribed, the number of tabs of each should be reduced. For example, if “20 Tabs Oxycodone OR 30 Tabs Tramadol” is recommended then prescribing 10 Tabs of Oxycodone AND 15 Tabs of Tramadol would be appropriate. However, prescribing a total of 50 tabs would be more than the patient would be expected to need. In addition, patients receiving opioids should still be encouraged to use NSAIDS/Acetaminophen, if not contraindicated, and these should be taken around-the-clock with opioids being used only as needed for breakthrough pain.
a Consideration for Low/No Opioid Dosing: When selecting patients for low/no opioid dosing it is important to note that prospective survey data on opioid utilization suggests that a significant proportion of patients do not need any opioids after discharge. However, consideration should be made for anticipated intensity of pain associated with the patient’s condition, patient access to clinical follow-up, and the extent to which non-opioid analgesics may be utilized for adjunctive pain management (e.g., patients with contraindications to NSAIDS/Acetaminophen may require a standard level of opioids). Also consider using regional analgesia/anesthesia techniques in patients going home without opioids. It is also important to note that while providing refills requires extra cost and time to providers, internal data overwhelming supports that patients found it easy to get a refill after discharge when needed. Prescribing higher opioids to avoid the inconvenience of a refill should be avoided. 
b Consideration for Standard Opioid Dosing: If opioids are deemed appropriate to manage postoperative pain, the prescription should be for the lowest possible strength of a short-acting opioid for the shortest duration of time based on anticipated pain, with a plan to taper as healing progresses. The recommended amounts in this group exceed self-reported use of 75% of patients; however, many patients use only 0-5 pills. Prescribing less opioids has not been shown to increase refill rates. Recommendations are for patients with no preoperative opioid use.
c Consideration for High Opioid Dosing: Pre-operative opioid users should in general be included in these group. Patients who are taking high doses of opioids, long-acting opioids, or have a pain management contracts preoperatively fall outside of these recommendations and a postoperative pain management plan should be developed before surgery in coordination with their primary prescriber. When prescribing high doses of opioids it is important to discuss the risk of opioids, including respiratory depression and addiction, with the patient. 
Counseling: 
	Patients should be instructed before the procedure about their anticipated healing time, and that pain is a normal and expected part of the recovery process.
	Patients should be instructed on the expected duration of needing opioids, and that most patients should be off opioids 5-7 days after discharge. 
All patients should be instructed on the use of non-opioid pain medication if they are not contraindicated, regardless of dosing group selected. 
	Patients should be instructed on the risk of opioids, including the risk of addition. 
	Very few patients dispose of un-used opioids appropriately. Providers should instruct patients on the safe disposal of opioids. 
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