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Abstract 

Phase II Site: Naval Medical Center San Diego (NMCSD), San Diego, CA 

Project Title: The Implementation of a Postoperative Opioid-Sparing Guideline 

Authors: Balazs, J., Bautista, J. M., Moore, J. 

Background: The observed practice of registered nurses in the Post-Anesthesia Care Unit 

(PACU) at Naval Medical Center San Diego (NMCSD) was opioid administration as a first-line 

treatment for pain management. In addition, the PACU lacked a standardized postoperative 

opioid-sparing guideline for the adult population. The purpose of this project was to design and 

implement a standardized opioid-sparing guideline and order set to reduce opioid administration 

during the PACU period.  

Clinical Question: In adult surgical patients at NMCSD, does an opioid-sparing guideline for 

PACU analgesia, compared to current practice, reduce opioid administration at one and three 

months?  

Project Design: This project was implemented in the PACU at NMCSD, a large military 

medical treatment facility. An opioid-sparing guideline and order set was designed using a 

systematic literature review, preexisting NMCSD Enhanced Recovery After Surgery (ERAS) 

pathways, non-opioid adjuncts available in NMCSD’s pharmacy formulary, and expert opinion. 

The guideline was presented to the anesthesia and PACU departments. Post-implementation 

opioid administration data was collected at one and three months.  

Data Analysis: A total of 94 patients who underwent elective hysterectomies were included in 

the final data analysis. There was an 8% increase in non-opioid adjunct utilization by PACU staff 

following guideline implementation. An independent-samples t-test was used to determine the 

difference in opioid administration following project implementation. A statistically significant 
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difference in opioid administration between the pre-implementation (M = 6.70, SD = 7.90) and 

post-implementation (M = 12.92, SD = 13.00; t (68.69) = -2.69, p = .01, two-tailed) groups 

indicated the opioid-sparing guideline did not result in less opioid administration by PACU 

nursing staff.  

Organizational Impact: The education and implementation of an opioid-sparing guideline did 

not reduce overall opioid administration by PACU staff; however, the utilization of non-opioid 

adjuncts did increase. The initiation of this evidence-based project called attention to the PACU 

practices and intention to better align PACUs pain management with NMCSD’s ERAS 

pathways. Consequently, it highlighted the importance of the evaluation process following the 

implementation of a change. 
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Introduction 

Enhanced Recovery after Surgery (ERAS) pathways have become increasingly prevalent 

with the primary goal of optimizing patient outcomes without compromising quality of care 

(Kamdar et al., 2017). The implementation of ERAS pathways that integrate opioid-sparing 

analgesia modalities in the perioperative period can potentially improve perioperative pain 

management, decrease the total length of hospital stay, and subsequent cost of care (Kamdar et 

al., 2017; Wick et al., 2017). The anesthesia and surgical departments at Naval Medical Center 

San Diego (NMCSD) partnered to create facility specific evidence-based ERAS pathways for 

patients undergoing colorectal, gynecological (GYN), bariatric, and total joint procedures. In 

response to the growing utilization of these ERAS pathways, a multidisciplinary team was 

created to evaluate the impact these pathways had upon perioperative opioid administration, 

particularly in the Post-Anesthesia Care Unit (PACU). From this, team members identified 

opioid administration was the first-line treatment for pain management by PACU nurses. In 

addition, the PACU did not have a standardized postoperative opioid-sparing guideline for the 

adult population. Therefore, NMCSD leadership requested the design and implementation of a 

standardized opioid-sparing guideline and order set to not only decrease opioid administration, 

but to better align PACUs pain management with NMCSD’s ERAS pathways.  

Significance of the Problem 

According to the Centers for Disease Control and Prevention (CDC), the United States 

performs an estimated 48 million inpatient surgeries, with an additional 53.5 million surgical and 

non-surgical procedures in ambulatory visits each year (Gordon et al., 2016). With more than 

80% of patients experiencing acute postoperative pain, less than half reported adequate 

postoperative pain relief (Chou et al., 2016). Of note, opioids were the most popular analgesic 
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option for management of postoperative pain (Kamdar et al., 2017; Tan et al., 2014). Although 

opioids are highly effective forms for pain control, they have the potential to increase length of 

stay (LOS) due to adverse side effects, such as postoperative nausea and vomiting, respiratory 

depression, pruritus, urinary retention, sedation, and ileus (Ziemann-Gimmel et al., 2014). Tan et 

al. (2014) reported opioid-related adverse events resulted in higher adjusted mean costs ($22,077 

vs. $17,370 USD) and increased LOS and readmission rates. Opioids may also be less 

efficacious for long-term postoperative pain control due to tolerance development and 

subsequent opioid-induced hyperalgesia (Tan et al., 2014). Additionally, opioid-related side 

effects can negatively impact patient satisfaction, prompting patients to request non-opioid 

alternatives (Tan et al., 2014).  

Non-opioid analgesic options have been reported to reduce opioid consumption while 

effectively controlling pain and limiting opioid-related side effects (Wick et al., 2017). The 

development of many pharmacologic and non-pharmacological modalities to address acute 

postoperative pain have expanded in the recent years (Cooney, 2016). An evidenced-based 

clinical practice guideline developed by the American Pain Society provides recommendations 

supported by high-quality evidence for the use of multimodal therapies to treat postoperative 

pain (Chou et al., 2016). Early intervention with non-opioid adjuncts in the perioperative period 

can reduce overall opioid consumption (Chou et al., 2016; Kamdar et al., 2017). A multimodal 

approach to utilizing non-opioid analgesics may also produce additive or synergistic effects to 

provide sufficient pain control versus opioids alone (Chou et al., 2016; Koh, Nguyen, & Jahr, 

2015; Wick et al., 2017).     

PACU registered nurses are primarily responsible for administering analgesics and 

managing postoperative pain. A factor that has limited the administration of non-opioid 
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alternatives is an educational deficit regarding these options among nurses (Cooney, 2016; 

Hong-Gu et al., 2010). Consequently, the education of PACU nurses and implementation of an 

evidence-based postoperative opioid-sparing guideline may increase the utilization of non-opioid 

medications and lessen opioid administration. By limiting the amount of opioids administered to 

surgical patients, it may reduce the LOS in the PACU while improving patient outcomes 

(Cooney, 2016).    

Clinical Question 

In adult surgical patients at NMCSD, does an opioid-sparing guideline for PACU 

analgesia, compared to current practice, reduce opioid administration rates at one and three 

months?   

Focus Areas 

The Evidence-Based Practice (EBP) project team targeted several focus areas. First, a 

postoperative opioid-sparing guideline and order set were created after conducting a systematic 

literature review, evaluation of NMCSD ERAS protocols, and consultation with anesthesia pain 

specialists. Second, the team educated the PACU staff on the opioid-sparing guideline and non-

opioid alternatives. Third, postoperative opioid administration was evaluated one and three 

months following the education and implementation of the opioid-sparing guideline. Fourth, 

project results were disseminated to the anesthesia department and PACU leadership for 

evaluation and potential recommendations to further reduce overall PACU administration in the 

future. 

Relevance to Military Nursing 

Military Certified Registered Nurse Anesthetists (CRNAs) are the primary providers of 

anesthesia care to U.S. military personnel on the front lines, navy ships, and aircraft evacuation 



IMPLEMENTATION OF A POSTOPERATIVE OPIOID-SPARING GUIDELINE 9 

teams around the globe (Certified Registered Nurse Anesthetist Fact Sheet, 2019). In addition, 

they are the bridge between surgical physicians and PACU nursing staff placing them in a unique 

position to have a significant impact upon opioid utilization perioperatively. 

NMCSD performs an average of 50 surgical procedures daily (“About Us,” n.d.). 

Additionally, 44% of the wounded veterans from operations in Iraq and Afghanistan experience 

chronic pain (Vallerand, Cosler, Henningfield, & Galassini, 2015). The inappropriate use of 

opioids can lead to unexpected side effects and consequences such as increased recovery time, 

considerably affecting the readiness of the war fighting troops. Other negative consequences 

include loss of work hours from delayed recovery and inadequate pain control leading to 

limitations of duty impacting flight status and deployability, ultimately increasing the risk of 

transition to a chronic pain state (Vallerand, Cosler, Henningfield, & Galassini, 2015). 

Recommendations from the American Association of Nurse Anesthetists (AANA) suggests that 

reducing opioids perioperatively can potentially reduce PACU LOS and overall length of 

hospital stay, thus reducing costs and medical resource utilization (AANA, 2016; AANA, 2017). 

The overall impact upon the military health system (MHS) can be substantial and potentially 

effects manpower, fiscal budgeting, and overall readiness.  

MHS beneficiaries benefit from opioid-sparing guidelines as it aligns to the Better Care 

of the MHS Quadruple Aim. This aim supports achieving value-base care that transforms the 

enterprise into a High Reliability Organization (HRO). This is achieved through utilizing the 

most current evidence-based literature to effect practice guidelines and altering longstanding 

dogma to improve quality care (DHA 2017 Stakeholder Report, 2018; Vallerand et al., 2015; 

Wick et al. 2017). 
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Organizing Framework 

The Iowa Model of Evidence-Based Practice to Promote Quality Care was chosen to aid 

in the development of this EBP project. The model consists of three major decision points: 

defining a priority topic, whether the subject possesses enough evidence, and can the change 

implemented be appropriately sustained (Iowa Model Collaborative et al., 2017).  

The priority topic identified was the design and implementation of an opioid-sparing 

guideline and order set in the PACU. Literature was collected and appraised, and based upon 

relevant evidence, a postoperative opioid-sparing guideline and order set was developed, 

followed by education of the PACU staff on non-opioid alternatives and application of the 

guideline. The goal was to reduce the number of opioids administered and enhance PACU 

nurses’ knowledge in the immediate postoperative period.   

Project Design 

General Approach  

 The primary goal of this project was to reduce postoperative opioid administration 

following PACU staff education and implementation of a postoperative opioid-sparing guideline 

and order set. Potential barriers to implementation were lack of buy-in from stakeholders and 

staff resistance to change. Barriers were overcome by a close multidisciplinary collaboration 

between the EBP team, anesthesia department, and PACU nursing leadership. This created an 

environment where all stakeholders understood the rationale behind the project and the potential 

long-term impact.  

Setting 

 This project was conducted at NMCSD, a large military treatment facility in southwest 

California. The PACU within the surgery department was the primary setting of interest. The 
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PACU department consisted of 15 patient recovery beds and was staffed by14 registered nurses 

and 11 hospital corpsmen. 

Procedural Steps 

Evidence Evaluation 

A literature search was completed through multiple electronic databases, specifically, 

PubMed, EMBASE, and CINAHL. Other resources included current NMCSD ERAS pathways 

and clinical guidelines, the ERAS Society, non-opioid adjuncts on formulary at NMCSD, and 

NMCSD expert consultation. The search was limited to peer-reviewed studies, articles in the 

press, printed in English, and from 2006 to present. The year 2006 was determined as the starting 

point due to relatively new research on opioid-sparing anesthesia. The inclusion criteria 

consisted of adult populations undergoing outpatient procedures utilizing multimodal anesthesia 

techniques, specifically opioid-free or opioid-sparing. Exclusion criteria included inpatient, 

pediatrics, and complementary alternative medicine techniques.  

A systematic approach was utilized to perform the literature search to maintain 

consistency and objectivity. The search consisted of the following search terms: “anesthesia,” 

“ambulatory surgery,” “enhanced recovery after surgery,” “ERAS,” “opioid-free,” “opioid-

sparing,” “outpatient surgery,” and “same day surgery.” The initial search yielded 720 articles 

from all three databases. After removing duplicate authors and titles, 440 articles remained. The 

titles and abstracts were further evaluated by all members of the group reducing the total to 74 

articles for full-textual review. The final seven articles were determined for qualitative appraisal 

(Appendix B).     

Data from the articles were placed into an evidence table. Every project member read 

through the seven articles assigning a level of evidence based upon the rating system by 
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Melynyk and Fineout-Overholt (2015). Next, each article was further appraised utilizing clinical 

appraisal tools developed through the Centre of Evidence-Based Medicine. This ensured inter-

rater reliability to maintain uniformity during the appraisal process.   

The postoperative opioid-sparing guideline and order set were designed using current 

literature, preexisting ERAS pathways, expert opinion from anesthesiology pain specialists, 

PACU leadership, and NMCSD pharmacy formulary. Guidance for which medications should be 

given for mild, moderate, and severe pain were based on Visual Analogue Scale (VAS) scores. 

The design was tailored to ensure that non-opioid adjuncts were given first for mild pain. In 

patients with moderate pain, opioids were introduced in lower doses, administering oral (PO) 

prior to intravenous (IV) route, in combination with interventions in the mild pain category. For 

severe pain, higher doses of opioids were added for pain not controlled by previous interventions 

(Appendix D).  

Implementation Details  

 Following the development of the postoperative opioid-sparing guideline and order set, a 

presentation was given to the anesthesia department leadership. Upon approval from the 

NMCSD anesthesia department, the guideline was disseminated during department meetings and 

email announcements. The EBP team coordinated with the PACU clinical nurse educator and 

scheduled training times to provide education to the PACU staff via PowerPoint and handouts. 

The training discussed proper application of the opioid-sparing guideline, specifically 

highlighting the utilization of non-opioid adjuncts. Once all PACU staff received the training, a 

laminated guideline was posted at each PACU recovery bed station. Following this, the opioid-

sparing guideline and order set was implemented into the clinical setting. 
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Following project implementation, team members conducted retrospective chart reviews 

at one and three months to collect total PACU opioid administration. Total opioids were then 

converted to morphine equivalents using the Practical Pain Management Opioid Calculator to 

standardize measurements for all patients. All project data was entered into a Microsoft Excel 

database, including patients that were identified using the daily operating room schedule. 

Secondary outcomes, such as non-opioid medications administered, ERAS compliance, and 

PACU LOS, were also collected to satisfy additional outcome measures requested by the 

anesthesia department leadership. Data was uploaded into the Statistical Package for the Social 

Sciences program (version 24.0) for final analysis. Lastly, all data was maintained on a 

government computer and double password protected.   

The results of this project were presented to the NMCSD anesthesia department staff, 

project leaders, PACU stakeholders, and faculty stationed NMCSD via PowerPoint presentation 

and discussion session. Furthermore, an abstract for podium and poster presentation was 

accepted for the 2020 Tri-Service Nursing Research Program (TSNRP) Dissemination Course. In 

the interim, sustainability was not determined until reengagement with the anesthesia and PACU 

stakeholders, to included reevaluation of the current guideline and PACU order set.    

HIPAA Concerns 

This DNP project involved the collection of basic demographic data and opioid 

administration amounts; however, the collection of personally identifiable information (PII) did 

not occur. There were no violation concerns regarding the Health Insurance Portability and 

Accountability Act of 1996 (HIPAA). As a health care delivery improvement project, it received 

IRB exemption from NMCSD (Appendix E). 
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Project Results 

All elective hysterectomy surgeries requiring a general anesthesia were included in the 

final data analysis. This approach was taken in order to ensure similar group composition before 

and after project implementation, particularly since all hysterectomy cases maintained high 

compliance with ERAS pathways and were managed pharmacologically and surgically in a 

similar fashion perioperatively. As a result, a total of 94 patients that underwent elective 

hysterectomies were included for final analysis, with 49 patients in the pre-implementation group 

and 45 patients in the post-implementation group.  

The mean age in the pre- and post-implementation groups were 42.3 and 41.7, 

respectively (Appendix F). ERAS compliance was similar between the two groups with the pre-

implementation group at 69% compliance and post-implementation group at 68%. Non-narcotic 

adjunct utilization increased by 8%, from 24% in the pre-implementation group to 33% in the 

post-implementation group. Additionally, post implementation administration of ketamine 

increased by 29%. Moreover, overall recovery times in the PACU increased by 23%, where the 

pre-implementation group averaged 94 minutes and the post-implementation group averaged 117 

minutes, respectively.  

The project’s primary outcome was total opioid administration in the PACU before and 

after project implementation. An independent-samples t-test was used to determine the 

differences in opioid administration between groups. A statistically significant difference in total 

opioid administration between the pre-implementation (M = 6.70, SD = 7.90) and post-

implementation (M = 12.92, SD = 13.00; t (68.69) = -2.69, p = .01, two-tailed) groups indicated 

the opioid-sparing guideline did not reduce opioid administration.  
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Discussion 

The implementation of our opioid-sparing guideline did not influence the reduction of 

PACU opioid administration, rather patients received significantly more opioids in the 

postoperative period. A contributing factor for these results could be varied guideline adherence 

following implementation. First, the guideline required the PACU staff to utilize other 

interventions prior to the use of opioids under the moderate pain category. For example, for 

patients with VAS scores of 5, the PACU nursing staff may have administered 25 mcg IV 

fentanyl neglecting the previous adjuncts outlined in the mild pain category within the guideline. 

Initial anecdotal discussions with the PACU staff identified resistance to the guideline, which 

required additional education and training. Second, the possibility of varied utilization of the 

order set by anesthesia staff. This could have limited the PACU nursing staff’s full flexibility of 

the guideline. For example, anesthesia providers may have not ordered any options in the 

minimal pain category and only opioids within the moderate and severe categories. Despite 

department announcements, emails, and training sessions one month before implementation, it 

may not have fully captured all the anesthesia providers for uniformity due to staff turnover 

during the implementation period.  

Ketamine was one pharmacological adjunct that was added to the opioid-sparing 

guideline that was not previously available in PACU orders. Due to the known profound 

analgesic effects, increased utilization of ketamine by 29% could be presumed to result in less 

opioid utilization. However, results from our project found total opioid utilization was 

significantly greater following the guideline implementation. One potential contributing factor is 

ketamine is known to cause the patient to feel detached from sensations and surroundings due to 

its hallucinogenic, tranquilizing, and dissociative effects (Buvanendran & Kroin, 2007). The 
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PACU nurses may have misinterpreted these dissociative effects of ketamine as pain and treated 

it with opioids, thus appropriately following the steps in our guideline. Moreover, nursing’s lack 

of experience with the pharmacology of the non-opioid adjuncts, specifically ketamine, may 

have resulted in an increased amount of opioid utilization following ketamine administration.   

Further evaluation of the literature suggests the guideline dosing for postoperative 

ketamine may have been higher than necessary. There are no clear milligrams per kilograms 

models; however, some recommendations suggests dosages between 0.15-0.5mg/kg for a single 

bolus dose (Jougelet-Lacoste, Colla, Schilling, & Chelly, 2015). The increased ketamine dosing 

in our current PACU order set could have contributed to more adverse side effects, as well as 

increased PACU times and opioid administration. 

Despite literature suggesting ERAS pathways reducing overall PACU LOS, this project 

showed an increase in the post-implementation group (Tan, Law, & Gan, 2014). It is likely the 

prolonged LOS is reflective of the increased opioid administration, which is consistent with our 

literature review.  

Organizational Impact / Implications for Practice & Policy 

  The education and implementation of an opioid-sparing guideline did not provide the 

intended organizational impact of reducing opioid administration in the immediate postoperative 

period; however, the utilization of non-opioid adjuncts did increase. It demonstrated that 

interdepartmental and interdisciplinary collaboration and support is vital to promote change in 

practice and to increase the awareness and use of alternative pain management strategies. The 

initiation of this evidence-based project called attention to the PACU practices and intent to 

better align PACUs pain management with NMCSD’s ERAS pathways. Re-evaluation of 

medication dosing within the order set and education for anesthesia providers and PACU nurses 
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could decrease opioid administration in the future. By reducing opioid administration, the 

negative side effects associated with opioids may decrease thereby improving clincial outcomes 

and patient satisfaction (Kamdar, Hoftman, Rahman, & Cannesson, 2017). 

Future Directions for Practice & Research 

  There are several areas of improvement that may contribute to better outcomes and 

future adherence to the guideline among PACU nursing staff and anesthesia providers.  

Adherence was potentially decreased for a multitude of reasons such as inadequate number of 

training sessions and staff turnovers. This could have led to either an educational deficit 

regarding the administration of non-opioid alternatives or both a lack of experience and 

confidence in the side effects and pharmacology of non-opioid adjuncts. Future 

recommendations to focus on an improved education and follow-up strategy, including other 

surgical populations, and future projects encompassing a longer implementation period should be 

explored. Potentially we could further collaborate with other clinical areas, like the emergency 

department, that administer ketamine routinely for pain control to contribute toward appropriate 

dosing for the guideline. Finally, conduct a post survey to PACU staff may have provided better 

insight to reasons why PACU staff were not adhering to the guidelines.  

Conclusion 

 Although the education and implementation of an opioid-sparing guideline did not reduce 

overall opioid administration, it revealed utilization of non-opioid adjuncts by PACU nursing did 

increase compliance with NMCSD’s ERAS pathways. The implementation of an opioid-sparing 

guideline improved PACU nursing staff knowledge and confidence utilizing non-opioid 

adjuncts. Multiple factors may have influenced the guideline adherence. Reconnection with the 
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stakeholders will need to be conducted to determine revision of the guideline. As new evidence 

emerges regarding this topic, it will strengthen potential changes in the guideline in the future. 
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Analgesic Approaches in study outcomes measured Society for Enhanced Pre: acetaminophen, surgery utilized as reference & included references 
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Article Design & 
Sample/ Population Methods Overall Synthesis: (Title, Author, Y car) Level of Results Limitations 

Country Evidence (IV &DV) (Stat Tests) Quality/Quantity/Consistency 

Dexamethascne decreases Randomized, DV: Total Olrj consumption Primary outcome was Total Oxycodone constunption in Self-reporting pain score from Keep-
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following osteolomy of U1e placebo undergoing first metatarsal oxycodone (5mg tablets) to PO 45mg compared witl1 45mg iii witl1 self-repotted pain scores less to be a nmltimodal approach. 
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delivered 60-90 min pre-op oxycodone use. placebo. >90% women in both groups. 
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Wick, E. C., 2017 

USA 



IMPLEMENTATION OF A POSTOPERATIVE OPIOID-SPARING GUIDELINE 28 

Appendix C: Form 3202N

 

USUHS FORM 3202N 
DANIEL K. INOUYE GRADUATE SCHOOL OF NURSING 
EVIDENCE-BASED PRACTICE/PERFORMANCE IMPROVEMENT PROPOSAL 

VPR Date Stamp 
Project Number: _____________ _ { VPlt .. rnu ,;i:.n) 

ProjectTitle:The Implementation of a Postoperative Opioid-Sparing Guideline 

SECTION A: STUDENT POC INFORMATION 

1. Name (Last, First, Ml): Bautista, JoyMarie,A. Student E-mail: joy-marie.bautista@usuhs.edu 

ss: Cell Nu mber 

SECTION B: COMMITTEE CHAIR/ SENIOR MENTOR INFORMATION 
3. Name Last, First, Ml): Tozer , Kimbe rly 

4. Telephone: 262-308-2627 Fax: E-mail: kimberly.tozer@usuhs.edu 

5. USUHS Building/ Room No.: 

SECTION C: PROJECT INFORMATION 
6. Attach the Abstract for the proposal, including the following sections: Site Location of the Project, Title, Authors, Background or 

Problem/Issue, Clinical Question/Purpose, Project Design, Anticipated Organizational Impact/Implications for Practice and also 
include the Pro osed Timeline. Sin le s ace the abstract and use Times New Roman font, size 12. 

7. ls this proposal related to an active research project of the Chair/Senio r Mento r iden tified in Sec tion B? □Yes !2gNo 
If yes, complete below; if no, proceed to Part 8. 
Project Number: ______________ _ 
Project Title: 

Project Start Date: Project End Date: 

8. Anticipated period of perfonna nce: Project Start Date: 21112019 Project End Date: 413012020 

9. Perfonnance Site(s): Naval Medical Center San Diego (NMCSD) 

I 0. Does this project invo lve any classi fied informa tion? (Ca11toc1 the usrn-1s Security omcc for guidance) D Yes 12g No 

11. Do you have a funding source for this project? O Yes 0N o !XINA 
If es, s ec if the fundin a enc and the amoun t rovided: 

SECTION D: SIGNATURES 
The followin si nah ,r cs attest to the vaJidit\l of the above information : 

- - - - ~- ------------
BAUTISTA.JOY .M. 

S1ude11t (Projec1 Poin1 ofC on1ac1 for 1he Group) 

BONDS .RAYM OND .L 
7 

DNP Proiec I Direc1or or PhD Direc1or 

WA SSERMAN .JOAN.E. 
66 

USUIIS Form3202N {VPR)-Rcviscd Sep 2015 vl.2 
Previous versions :arc obsolete 

(Signa1ure and Dale) 

(Signalure and Daiei 

(Signa1ure and Date) 

MBERLY.ANN. 

Chair/Senior McnlOr 

SEIBERT.DIANE.C 

ROMA NO.CARO L.A 
294 

Dean, DK! Gradua1e School of Nursing {Signa1ure and Dale) 



IM
PLEM

EN
TA

TIO
N

 O
F A

 PO
STO

PER
A

TIV
E O

PIO
ID

-SPA
R

IN
G

 G
U

ID
ELIN

E 
29 

A
ppendix D

: N
M

C
SD

 PA
C

U
 O

pioid-Sparing G
uideline &

 E
ssentris PA

C
U

 O
rder Set

 

~~~£Sr~ 
;j ~ ~ 

Department of Anesthesiology 

;4l iff~;l 
~~ !':s 

~SAN\\\<,.'<> Adult PACU Pain Control Guideline 

✓ GOAL is to REDUCE overall opioid administration 
✓ ALWAYS verify with anesthesia provider and MAR for previously administered medications 
✓ Reference PACU orders for medication instructions (dosage, time, etc.) 
✓ Utilize PO medications FIRST prior to IV (unless not tolerating or no PO equivalent ordered) 
✓ Regardless of pain score, START at STEP ONE medications and progress through steps 
✓ If a ranked medication is not ordered, move to next available ordered medication 
✓ MAX doses are total amount of medication administered in the PACU 

Mild Pain <4 

STEP ONE Medications 
"non-opioid analgesics" 

#1: ICE affected area (if applicable) 

Tolerating PO 
#2: Acetaminophen (325-975mg) 
#3: Gabapentin (200-600mg) 
#4: Zanaflex (2-4mg) 

Not Tolerating PO 
#2: I.V. Acetaminophen (1000mg) 
#3: Ketorolac (15-30mg) 

Mod Pain 4-6 

STEP ONE Medications 
"non-opioid analgesics" 

+ 
STEP TWO Medications 

"low-dose opioid analgesics" 

#1: Ketamine (10mg - MAX 50mg) 

Tolerating PO 
#2: Oxycodone IR (5mg) 

Not Tolerating PO 
#2: Fentanyl (25mcg) 
#3: Hydromorphone (0.1-0.2mg) 

or 
Morphine (2mg) 

STEP ONE Medications 
"non-opioid analgesics" 

+ 
STEP TWO Medications 

"low-dose opioid analgesics" 

+ 
STEP TH REE Medications 
"higher doses of opioid analgesics" 

Tolerating PO 
#1: Oxycodone IR (MAX 10mg) 

Not Tolerating PO 
#1: Fentanyl (MAX 300mcg) 
#2: Hydromorphone (MAX 2mg) 

or 
Morphine (MAX 10mg) 
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jAdlOrMI, leo ... ~, I 
l nitiat e PACU ONLY ,tand ards fo r ta re and v it al signs 

j1.v . Fluid~ I lvo lu~f,n)I 
Nso .9 - 1000 

Lnt at e d Rineer 1000 

I_M EDICATIO N5 

NAME 

heq 

ANTlEME"TlC: ONDANSETRON (ZC::.'RAN) {2M G/M L 2M LVIA L} 

AN TI EMETIC: DEXAM ETHAS~ E (DE CAD RON) {4MG/ M L lm l V IAL } 

FREQ 

AN TI EMETIC: PROMETHAZI NE (PHENERGA N) {25MG AMP ) Q6H PRN 

M ILO: ACETAM INOPHEN (TYLENOi.) {l2 5MG TAB) 

M ILO: ACETAM INOPHEN (TYLENOi.) {l25MG TAB} 

M ILO: GABAPENTIN (NEURONTIN) {300MG CAP} 

M ILO: GABAPENTIN (NEURONTI N) {EOOMG TAB} 

M ILO: t iZANi dine (ZANAf LEX) {<.MG TAB) X l PRN 

M ILO: tiZANld ine (ZANAf LEX) {4MGTAB) X l PRN 

M ILO: ACETAM INOPHEN (Of lRMEV) (ADULT) {lOOCMG/ l OOML IV VIAL: PRN 

M ILD: KETOROLAC (TORAOOl ) {ID M G/1ML SYRN) 

M ILO: KETOROLAC [TORADOL) {ID M G/ l ML 5YRN} 

MOO : KET AM INE jKETALAR) { l OOM G/Ml V IAL) 

MOO : o~yCOOONE (OXY IR) {<;MG TAB) 

MOO: fe ntaNYL (SUBLIMAZE) {SOMCG/ML} (lM L VIAL ) 

M OO: HYOROmorph one (Oil.AUDIO) TU BEX {lMG/M l INJ} 

M OO: morph ine (TU BEX) (4MG/ML 5YRN) 

SEV: o.-yCOOON E(OXY IR) {<;MGTAB) 

SEV: fenta NYL (SUBLIMAZE) {SOM CG/ M L} (2M L VIAL ) 

5EV: HYDROmorphone (OILAUOID) Tl.JBEX (l MG/ M L INJ) 

SEV: morph ine (Tl.JBEX) j 4M G/M L SYRN) 

OT HER: MEPERIDINE (DEMER Ol.) TUB EX (SOMG/ML INJ) 

OTHER: NALBU PHI NE (NUBAI N) (lO MG/M L 1 AMP) 

OTHER: M IDAZOLAM (VERSED) (lMG/M l 5M L VIAL) 

OTHER: DIAZEPAM (VA LIUM) {5M G TAB} 

OTHER: METHOCARBAMOL (ROBAXIN) {500 MG TAB) 

OTHER: traM AD ol HCL (UL TRAM ) {SOM G TAB) 

OTHER: HYDROmo1p hon e (DILAUOID) U.D. {ZMGTAB } 

OTHER: mo rphine IMMEDIA T E REL {1 5M G TAB} 

OT HER: LABETALOL (<;MG/ Ml INJ) 

OTHER: hyd rALAZINE (APRESOLIN E) (20MG/ML INJ) 

OTHER: M ETOPRCl OL(LOPRESSDR) (lM G/M L INJ) 

OT HER: INSULIN REGULAR (Novo LIN R INJ) 

An alees it s are ranked in orderofa dm i nist rati on 

An t iem etic,a re ran kedi n order ofad min istr atio n - ifn ora n kin1 l isted · 

Mayin itiatepo~ -opo rd ersforpa inm edsp rior tod istha r1 e 

Radioloit 

CHEST PORTABLE (STANDARD ) 

ALBUTEROL (2.SM G/ 3.ML SOLN) 

Sal ineLot k lV 

Di sthara:e p atient wh en ald ret.. srnr e9 and 

Temp < :J.S Deeree~ C., Ini t iat e w arm ing p rocedu res and check Q lSm in 

Disthar a:et ofloo r w ith 2-3.L 02 by NC if Sa02 <95%o n RA 

Q4H PRN 

"" 

Q4H PRN 

"" Xl PRN 

Q4HPR N 

QlH PRN 

Q4H PRN 

"" 

FRE_g_ 

JREQ 

fREQ 

fJ!.EQ 

l lll•le [ml/1',rl 
,oo 
,oo 

lwm•••mtl 
PACUOriLY 

PACUONL Y 

lo ruerli~ 

PACU ONLY: Call anesth esi a prov ider w ith result< 

PACU ONLY: V BG plen e draw from venou s .. m ple 

PACU ONLY: ABG please draw fro m arter ial sampl e 

DOSE 

<M O 

6 2S-US MG 

lOOOMG 

15 MG 

02S-1MG 

5-l OMG 

SMC 

1-2MG 

ROUTE 

N 

PO 

N 

N 

N 

PO 

An es Adu lt PACU Ord ers 

l jt.rtT ime 

PACU ONLY: M il d Pain Rank 41; Plate l te p ark to aff ected area (lfa ppl it a ble) 

COMMENT 

PACU ONLY : Rank Ill Nau sea/Vom it ing 

PACU ONLY : Rank ll2 Nau sea/Vom it ing 

PACU ONLY : Rank 43. Na usea/V om itin g (may be eiv en first if mo d erat e to severe nausea and/o r act ive vom it ine ) 

PACU ONLY: PO M ild Pain Rankll2 (VAS 1-4); Can a dminister for f eve r 

PACU ONLY: PO Mil d Pain Rank 4 2 (VAS 1-4); can ad minist er for f ever 

PACU ONLY : PO M ild Pain Rank 43. (VA S 1-4) 

PACU ONLY: PO M ild Pain Rank 4 l (VAS 1-4) 

PACU ONLY: PO Mi ld Pain Rank 44 (VAS l-4 ); Take w it h juit e an d cr ackers 

PACU ONLY, PO M ild Pain Rank 44 (VA S 1-4); Take with jui te and crackers 

PACU ONLY : IV Mi l d Pain Rank 4 2 (VAS 1-4) ; Can adm ini ste r fo rfe ver 

PACU ONLY : IV Mi l d Pain Rank 113. (VAS 1-4); (CAUTION IN RENAL DISEASE) 

PACU ONLY : IV Mi l d Pain Rank4l (VAS 1-4); (CAUTION IN RENAL DISU SE) 

PACU ONLY: IV M oder ate Pa in Rank 4 1 (VAS 4-6); USE FIRST pr ior t o o pio id<; Q 10 min prn (MAX SO mg ) 

PACU ONLY : PO Mo dera t e Pa;n Rank 112 (VA S 4-6); (MAX 10 mg) 

PACU ONLY: IV M oder at e Pa in Rank 4Z (VAS 4-6); Q 5 min prn (MAX 200 mra:) 

PACU ONLY : IV Mo der ate Pa in Rank 43. (VAS 4-6); Q lOm in prn (MA X 2 mg) prov ide d resp irat io ns >• 12/ min 'D o NOT ad minister w it h in 10 min offent anyj • 

PACU ONLY: IV M oder at e Pa in Rank 113 (VA S 4-6); Q lO m in prn (MA X 10 mg) pr ov ided re!{l lr at ioM >• 12/ m in ' Do NOT admini ster w ith in 10 min of Fent anvl ' 

PACU ONLY : PO Severe Pain Rank Ill (VAS 6-10 ); (MA X 10 mg) 

PACU ONLY : IV Severe Pain Rank ll l (VAS 6-10 ); Q 5 m in pm (M AX 100mt g) 

PACU ONLY: IV Severe Pai n Rank 112 (VA5 6-10 ); Q 10 min pr n (MAX 2 mg ) provid ed respirat ions >• 12/min 'D o NOT adm in i~e r wi t hin lO m in of Fent any l• 

PACU ONLY: IV Severe Pain Rank 112(VA S 6-10 ); Q 10 min pr n (MAX lOm e) provide d re!{l irat ions > • 12/m in ' Do NOT ad minist.. rw it h in 10 min of Fenta nyj ' 

PACU ONLY , For ~lve ri ng 

PACU ONLY : For pur itus 

PACU ONLY : For an~ietv Q5 min up to (MA X 2 mg) 

PACU ONLY : For anx letv or mu ~de ~pas.m (MAX 10 mil 

PACU ONLY: For m usr le sp asm 

PACU ONLY : PO Mo de,ate Pain Rank 112 (VAS 4-6); (MAX lOOmg/ do , .,. or 40ftnv' d ay ) 

PACU ONLY : PO M o dera te Pain Rank «l (VAS 4-6 ); (MA X 4m a:) (1 me Dil aud i d PO • appro ~. l ma: M orph ine PO) 

PACU ONLY : PO Mo derat e Pain Ran k 113 (VAS 4-6); IMMEDIA TE RELEASE (MAX }[I ma:) 

PACU ONLY : For SBP > 180, DBP >100, ho ld for HR <50- Q S m in pm (MAX 3.0 mg) 

PACU ONLY: For SBP > 180, DBP :>100, hold for HR >100 - Q 5 mi n prn (MA X 15 ma:) 

PACU ONLY :Admin ister w it h ane,t he , ia provi d er atb ed, ide 

PACU ONLY , Call anesthe ~ia prov ide r 'Mth BG re~ lt~ ?.:I minut es aft....- adm ini~1ati on 

PACU ONLY: Refer to PACU Pain Cont ro l Gu id~i ne (Ut ilit e PO medi tati ons FIRST prior to IV - unless not tol erat ine or no PO equ ivalent orde red ) 

PACU ONLY: Admi nister in th is orde r - Zofran , Decad ron, Phenera:an 

H!Q~.lt ~.!. .i1.~.R!.l!Mi. 

START_TIM E. 

PACU ONLY: Check BG 3.{I min aft er in sul i n do se and call ane st hesi a pirov i der w ith resu lt 

PACU ONLY : Call anest he ~ia provi d er 'Mt h rH ult 

PACU ONLY : For w hee <ina: or dysp n ea 

AI I PA CU ,t andar d discha ra:e rr it er ia met an d ane, t hes ia posteva l rn mp let..d 
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Appendix E: NMCSD Quality Improvement Proposal

 

NMCSD Quality Improvement & Process Improvement Proposal 

For CID Use Only 
QI Number: 

INMCSD.Ql.2018.0015 

INTENT TO ENGAGE IN PERFORMANCE IMPROVEMENT 
PROJECT INVOLVING LIVING HUMAN BEINGS OR 

IDENTIFIABLE PATIENT INFORMATION 

Complete and submit this fonn to Maria Devore when an investigator propose s a perfonnance 
improvement project involving humans that s/he does not believe constitutes human subject 
research. The investigator must provide adequate infonnation for the IRB Chair/ Vice Chair and/ 
or delegate to detennine whether the project constitutes human subject research. If the reviewer 
detennine s that a project is not human subjects research, the IRB will have no on-going 
involvement with the project. If the project is deemed to meet the definition of human subject 
research, a complete IRB submission will be required. 

A data sharing agreement checklist must also be included in this submission. Contact the 
Clinical Investigation Department or Maria Devore for the most recent version. 

Be as specific as possible when answering the below questions. 

Investigator Name (LAST. FIRST) : 

locHs. RYAN 

lryan.t .ochs.mil@mail .mil 

Command : 

INMCSD 

Project Title: 

Rank. Designation and/or 
Degree: 

Phone Number: 

1619-323-6256 

Department: 

!Anesthesiology 

Reducing lntraoperative/Postoperative Narcotic Utilization 

NMCSD Version: April 2017 
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1. Describe the problem that this project will identify and improve. Specifically mention the population/ 
program and provide the background, evaluation, and method of implementation. 

The prescription and use of opioid medications for peri- and post-operati ve noncancer pain has continued to increase, 
which has led to the opioid epidemic seen today. Surgical patients are often preemptively prescribed a standard dose of 
narcotics in anticipation of postoperative pain rather than based on the individual case. Overprescription of narcotics and 
retained surplus medication presents a readily available source of opio id diversion among this populat ion. Th e enhanced 
recovery after surgery pathway (ERAS) has been shown in emerging studies to improve the value and quality of surgical 
care for a var iety of spec ific surgical procedures by utilizing opioid-sparing analgesic regimens. 

This project intends to extend the ERAS principles to all surgical patients before, during , and after surgery, leading to 
decreased opioid use and improved quality of patient ca re. The first phase will invo lve collection of baseli ne data from 
intraoperative , PACU, and postoperative records followed by creation of a low-narcotic intraoperative pathway as a 
guideline for patient care during these periods. The second phase will see implementat ion of a low-narcotic order set to 
be used in the PACU and further data collection The third phase will implement a low-narcot ic floor order set to be used 
on the wards, as well as low-narcotic discharge instructions, w ith ongoing data collectio n. The fourth phase will be 
reassessment of narcotic use in our surgical patient population . 

2. Do you have intentions to publish and/or present the outcome/findings of this project? 

@YES 

0 NO 

If YES, please indicate the forum in which you primarily plan to disseminate the information 
~ local conference. international conference. peer-reviewed manuscript) 

Local/National Conference, Peer-reviewed manuscript 

3. Does the project include testing the safety and efficacy of a drug or device in a human 
subject? 

QYES 

@NO 

If YES please explain: 

NMCSD Version: April 2017 



IMPLEMENTATION OF A POSTOPERATIVE OPIOID-SPARING GUIDELINE 33 

4. Do you PRIMARILY intend the information you learn from this project to be generalizable beyond 
your institution? 

Research is defined as a systematic investigation, including research development , testing and evaluation , 
designed to develop or contribute to generalizable knowledge . Activities which are designed to contribute 
"generalizable knowledge" would be those whose original intent is to make public via oral presentation , poste r, 
or journal publi cation outside of the Command at which the activity occurs, or outside of an Educational program 
(PhD program, for example) for which the activity was done . 

QYES 

@ NO 

If Yes, please explain: 

5. Do you PRIMARILY intend the information you learn to provide immediate and continuous 
improvement and feedback at your institution? 

@YES 

ONO 

If Yes, please explain : 

Inherent in this project is a continuous evaluation of successful patient treatment which may be further used to modify 
existing local practice guide lines in the Directorate of Surgical Services 

NMCSD Version: April 2017 
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6. Are the activities or interventions considered standard of care? 

@YES 

ONO 

If Yes. please explain: 

Opioid-sparing analgesia treatment modalities are already used both at NMCSD and beyond and are in keeping with the 
standard of care. Furthermor e, providers w ill not be strictly limited by any proposed treatmen t gu idelines and may 
exercise clinical judgment in the prescription of opioids as needed. 

7. Are participants expected to benefit directly from these activities? 

@YES 

ONO 

If Yes. please explain: 

Patients who limit opioid use during their surgery and recovery may experience a decreased length of hospt ial stay and 
quicker return of functional status 

8. Will you collect data from living individuals through some type of intervention? 

@YES 

ONO 

If Yes. please explain: 

Evaluation of the adequacy of pain control is by nature a subjec tive measurement that relies on direct patient feedback. 
While in the hospital, these assessments are done routinely as part of overall patient care. Patients will also be contacted 
after d ischarge for further input and data collection. 

NMCSD Version: April 2017 
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9. Will you interact in ANY way with a living individual? 

@YES 

QNO 

If Yes. please explain: 

Surgical patient s w ill be evaluated pre- , intra-, and post-operative ly in the fo rm of verbal and physical exa minat ion . 
Interactions wi ll take place without any diversion from standard patient care. 

10. Will you have access to individually identifiable information? 

@YES 

ONO 

If Yes. please explain: 

The data invo lved in this project will come from patient medical records, but individually identifiable informat ion will not be 
presented or published in any way . Data will be stored on our Anesthesiology shared fo lder w hich is restricted to the 
Depa rtment, and from there we can further passw ord protect any documents as needed. 

Data co llected will be used as part of process improvement for our existing ERAS pathways and possibly as a jumping off 
point for opioid-sparing surgery protocols. 

11. Will you be utilizing the electronic medical record in any way? 

@YES 

QNO 

Please use this space to include any other information you would like considered in the determination 
of this review: 

The data involved in this project will come from patient medical records, but individually identifiab le informat ion will not be 
presented or published in any way. Data va riables to be collected are: age, gender , surgery , opiod-sparing pathway 
followed (yin), general or neuraxial/ regional anesthesia. 
Additiona l variables are : 
Ti me Until PAC U Discharge Criteria Met 
Total Morphine Equivalents POD#0 
Average Pain Score POD#O 
Total Morphine Equivalents POD#1 
Average Pain Score POD#1 
Total Morphine Equivalents POD#2 

NMCSD Version: April 2017 
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Project Lead and Department Head 

The infonnati on provided clearly states the intention and plan for thi s project. 
All responsibilities and resources needed in conductin g this project lies with 
the project lead and their respective department. 

Project Lead 
Signature and Date: 

Department Head 
Signature and Date: 

NMCSD Version: April 2017 
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CID DETERMINATION 
(CID USE ONLY) 

More information is required to complete review, specifically: 

@ This is a Performance Improvement / Quality Assurance project. 

NOTES: 

This is a Pl/QA project-recommend approval. 

O This appears to be a human subject research project and warrants full submission to the IRB 

NOTES: 

Reviewer Signature and 
Date: 

NMCSD Version: April 2017 
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DO NOT COMPLETE THIS PAGE, CID USE ONLY 

Reviewer Checklist : Human Subject Research -vs.­
Quality Improvement /Process Improvement 

Each Assessed Element must meet criteria for Quality Improvement in order for this p roject to be conduc ted without IRB 

review and approval . This form must accompany the signed QI checklist submitted by the PO C of the project. 

Assessed Human Subject Research Quality Improvement Notes 
Element 
Inten t LJ Contribute to llJ Improve a program or service or 

"genera lizable" knowledge ensure it conforms with expected norms 
Design D Develop or contribute to Ii] Not intended to develop or contribute 

"generalizable " knowledge, to "genera lizable" knowledge, does not 
may involve randomization of involve randomization of individuals, 
individua ls to different but may involve comparison of 
treatment regimens or variations in programs 
processes . 

Effect on D It is not the specific intent Ii] Findings of the activity are expected 
Program or that findings of the activity to directly affect institut ional practice 
Practice will directly affect and may identify corrective action(s) 
Evaluated institutional or programm atic needed 

practice; however , they may 
influence future policie s 

Population LJ Usually involves a subset llJ Includes all or most receiving a 
of individua ls; generally, particu lar treatment or process; 
statistical justificatio n for exclusion of information from some 
sample size is used to ensure individuals significant ly affects 
endpoints are met conclus ions 

Benefits LJ Participants may or may llJ Pa1ticipants are expected to benefit 
not benefit directly; benefit, if directly from the activities 
any, to individual s is 
incidental or delayed 

Disseminat ion D The intent to publish or Ii] The intent to publish or present is 
of Results present the findin gs is generall y NOT presumed at the outset ; 

generally presumed at the dissemi nation of informat ion does not 
outset; dissemination of occur beyond the institution evaluated ; 
information usually occurs in disseminat ion of information may occur 
research/scientific in quality improvement publications; 
publications or other when published or presented to a wider 
research/scientific fora ; audience , the intent is to suggest 
results expected to develop or potentially effect ive model s, strategies , 
contribut e to "generalizab le" assessment tools or provide benchm arks 
knowled ge or base rates rather than to develop or 

contribut e to "genera lizable" 
know ledge. 

NMCSD Version: April 2017 
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Appendix F: Data Table 

Hysterectomy Patients Under GETA 

Variable Frequency % 

Pre-implementation 49 52 

Post-implementation 45 48 

Total 94 100 

ERAS Compliant 

Pre-implementation 34 69 

Post-implementation 31 68 

Ketamine in PACU 

Pre-implementation 1 2 

Post-implementation 14 31.1 

Non-narcotic Adjunct Given in PACU 

Pre-implementation 12 24 

Post-implementation 15 33 

 
 

PRE-Implementation Group (n=49) 

Variable Frequency Mean SD Min Max 

Age 49 42.33 11.37 21 72 

PACU Oral MSO4 Equivalents 46 1.2 2.13 0 6.00 

PACU IV MSO4 Equivalents 47 6.28 9.23 0 45 

PACU Total MSO4 Equivalents 45 6.70 7.90 0 45 

PACU Recovery Time (min) 49 94.02 38.56 35 188 
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POST-Implementation Group (n=45) 

Variable Frequency Mean SD Min Max 

Age 45 41.73 10.23 24 68 

PACU Oral MSO4 Equivalents 43 2.38 2.73 0 12.5 

PACU IV MSO4 Equivalents 45 10.94 11.91 0 53.3 

PACU Total MSO4 Equivalents 43 12.92 13.00 0 58.3 

PACU Recovery Time (min) 45 117.13 51.66 46 290 
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Appendix G: Logic Model 

 

 

 

 

 

 

 

 

 

 

 

 

 

I 

⇒ ~ SITUATION INPUTS 

High incidence of Chart review of 
over-prescribing current opioid 
opioids administration in 
postoperatively in thePACU 
conjllllct:ion with 
the opioid crisis Literature review 
has prompted and associated 
NMCSD resources (e.g. 
anesthesia staff to librarian, site 
evaluate and research director, 
formulate an current protocols) 
opioid-sparing 
guideline for the IT/Informatics: 
PACU staff implementation & 

sustainment of 
Currently there is orders in EMR 
no evidence-based 
protocol for pain Stakeholders: 
management anesthesia faculty, 
utilizing an PACU 
opioid-sparing CNS/educator, 
guideline in the P ACU nursing 
PACU. staff, patients 

q DISSEMNIATION/ 
IMPLEMENTATION 

ACTIVITIES 

Presentation to 
PACU staff on 
opioid-sparing 
guideline 

Posting of 
algorithm in the 
PACU bedside 
staff workspace 

Post reminder 
signs to use 
guideline near 
pyxis and bedside 

OUTPUTS 

■ Identify an 
evidence-based 
opioid sparing 
guideline and 
tailor to NMCSD 

Sustainment plan: 
PACUnurse 
educator as lead 
liaison to train 
new staff, 
potentially 
include in PACU 
orientation with 
clinical 
competency, 
place in PACU 
SOP binder 

~ OUTCOMES 

Reduce 
postoperati. ve 
opioid 
administration 
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Appendix H: Timeline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Proied Year· 1 2019) 
Activity /Month JAN FEB MAR APR MAY JUN JUL AUG SEPT OCT NOV DEC 
USUHS VPR Submi ssion & Aoorova l X 
Site IRB Submis sion & Approval X 
Project Plannin g X 
Proiect Imolementation /Data Collection X X X X 
Data Ana lysis X X X 
Dissemina tion X X X X 

Proiect Year 2 2020) 
Activi ty/Month JAN FEB MAR APR MAY JUN JUL AUG SEPT OCT NOV DEC 
USU HS VPR Submi ssion & Approva l 
Site IRB Submi ssion & Approval 
Pro ject Plannin g 
Pro iect Implementation /Data Collection 
Data Analys is 
Disseminati on X X X X 
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Appendix I: PAO Clearance 

BUM EDINST 5721 .3D 

NAVY MEDICINE CLEARANCE OF AUTHORED WORKS FORM 

DATE FORM COMPLETED : 
3/24/2020 

Authors Rank/CIV/CTR 
Command/ Institutional Role in a research E-Mail Address Phone 

Organi zatio n affil iation or work Numbe r 

Bautista, Joy M. LT 
DSS 

GME Resident/Fel low 
858-837 -

00259-A NESTHESIOLOGY-04AN00 1902 

Balazs, Jason D. LT 

Moore. Jeremy A. LT 

Does thi s work require expe dited review? 
@Y ES O No 

If yes, please explain (*note expedited review is not guaranteed): 

The Imple mentation of a Postoperat ive Opioid-
Titl e of work: Spa ring Guid eline 

06MAR Opioid Group Final Manuscr ipt Draft docx 

Form at: This auto mated work is a: PRE SENTATION ABSTR ACT 
Choose One 

Select your paren t command: 

0 Research and Development Ent erprise (R&D) 
O NMETLC 

@ Military Treatment Faci lity 
0 BUrvED Headqu arte rs 0 0ther 

List pub li cation(s) or forum(s) yo u plan to submit to (up to 3): 

Expected date of publicatio n: Name of con feren ce or event: 

2020-05-13 USU Research Days 

Conferen ce or even t date : Intended audi ence: 

2020-05 -13 medical profess ionals 
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NAVMED 5721/2 (02-2017) 

BUMEDINST 5721.3D 

Checklist YIN (to be completed by the first by the author then by designated reviewers) 

General Ech 4or5 Ech 3 Ech 2 Additional lnfonnation 

Does the authored work clearly identify 
the rank, Corps, and parent command of YES 
the author(s)? 

Does the authored work contain sensitive 
subject matter as determined by NO BUMEDNOTE 3070 or BU MED Office of 
Communications Sensitive Topic list? 

If yes list topic (s) 

Acknowledgement of funding included? NO (Reference BUMEDINST 5721.3D) 

Has this work been approved before for NO another publication or venue? 

If yes , include infonnation on prior 
approval and if the work ms published or 
presented at another venue . 

Have Navy Medicine authors completed 
all t ra ining required loc al or regional NO command for publishing authored works? 
app licab le 

If applicable attach documentation with 
submission, if not enter N/A or not NO 
applicable 

Was this work created in conjunction Vvith NO organizations extemal to Navy Medicine? 

If yes, provide the organization and 
contact info of the individual Vv'ho received 
approval 

If created IMth external organizations, 
have those organizations reviewed and NO 
cleared for release? 

If applicable, attach documentation to this 
submission 

Does this authored \\/Ork meet HIPPA 
NO requirements? 

Are HIPPA enclosures included? NO 

If yes, list number here: 
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as this work completed prior to wo rking 
·th Navy Medicin e? If yes , please identify 

organizati on 

NAVMED 572112 (02-2017) 

OPSEC/Sec urity Offi ce r Rev iew 

Does the authored mrk address pl ans, 
policies, programs, or operations of the 
DoD or the U.S. Government? 

Does thi s authored work discuss current 
or futu re operational deploymen ts or 
training exe rcises? 

Does th is authored work discuss or 
invo lve foreign or host nation milit ary 
personn el, fore ign citizens, or a fore ign 
county? Thi s includes U.S. perso nnel 
based in foreign nations 

Does thi s authored work discuss 
informa tion deemed sensitive or for official 
use only (FOUO)? 

Has OPS EC/Sec ur ity Offi cer reviewe d/ 
approve d? 

Other 

Provide source of funding for researc h i.e . 
U .S. Navy Bureau of Medicine and 
Surgery (BU MED), Office of Naval 
Research (ONR), Air Force Office of 
Scientific Researc h (A FOSR) , Defense 
Advanced Researc h Projects Agency 
(DARPA), Army Research Laboratory 
(AR L) or othe r agency . 

If applicable, please provide work unit 

number (on ly one work unit/proj ect allowed ) 

Use of anima ls? 

If yes , include refere nce to approva l by 
Institutiona l Review Board ( IRB) 
IMth page number w here it can be found 
(Reference BUMEDINST 5721.30) 

Use of human subjects? 

If yes , includ e reference to approva l by 
Institution al Review Board ( IRB) 
IMth page number where it can be found 

NO 

BUMEDINST 5721.3D 

Ech4or 5 Ech 3 Ech 2 A ddi ti onal lnf o nn ation 

NO 

NO 

NO 

NO 

YES 

Ech 4 or 5 Ech 3 Ech 2 A ddi ti onal lnf o nn ation 

NO 

NO 

NO 
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(Reference BUMEDINST 5721.3D) 

Is the research supported by a grant , 
cooperative research and development 
agreement (CRADA), materials transfer NO 
agreement (MTA), non-disclosure 
agreement (NOA), or other agreement? 

NAVMED 5721/2 (02-2017) 

BUMEDINST 5721 3D 

Disclaimers: 

"Note on Abstracts: Because abstracts are usually limited to a specific word count and/or are used to detennine whether the work will be accepted 
for publication or presentation , the required Navy disclaimers , acknowledgment of support , human and animal involvement statements are 
generally not included in the abstract. However , these statements should be included in the actual authored work or presentation. 

Author Disclaimer 

All authored 'v\/Orks in which an author claims Navy affiliation , the disc laimer provided below should be inclu ded . Furthe r authored 1A10rks completed in an 
official capacity or funded by the gove rnment shall identify the author wit h comp lete nam e, military grad e, title , and co mma nd . 

"The views expressed in this article reflect the results of resea rch conduc ted by the author and do not necessadly reflect the off icial policy or post.ion of the 

Department of the Navy, Department of Defense , nor the United States Government. " 

Is this included in the authored w ork? 

YES 

Indicate where thi s disclaimer is located: 

Source of Support 

All authored W'Orks must disclose all sources of Navy fun ding , for examp le: 

"This work was supportedAunded by work uni number xxxxxx ." 

Is this included in the authored work? 

NO 

Indicate where thi s disclaimer is located: 

Human Research/Institutional Review Board (IRB} statement 

Authored works concerning researc h involving the use of human subj ects must conta in the fo l lowing stat ement : 

"The study pro tocol was approved by the __ (name of inst ituUon) Jnstlutional Review Boar d in compliance with all app licable federa l reg ulations govern ing 
the protection of human subjects." 

Is thi s includ ed in the authored work ? 

NO 

Indicate wh ere thi s discla imer is located : 

Inst itution al Anim al Care and Use (IACUC) st atement 

Authored work s conc erning resea rch involv ing the use of animals must contain the follo'Mng stateme nt : 
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'The study protocol was reviewed and approved by the ___ (name of institution) Institutional An imal Care and Use Commlt ee in compliance with all 
applicable federal regulations governing the protect ion of animals and researth. " 

Is this included in the authored work? 
NO 

Indicate where this disclaimer is located: 

NAV MED 5721/2 (02-2017) 

Clinical lnvestiaations 

If material is a report of clinical investigations program sponsored research, this statement must be included in your w-itten materials: 

BUMEDINST 5721 30 

~~:::;= "derived from an approved. ____ (name of instlution) Institutional Revie w Boa rd/Institutional Anima l Care and Use Committee protoco l 

Is this included in the authored work? 
NO 

Indicate where this disclaimer is located: 

Copyright statem ent 

A copyright statement must be attached to all government authored works Vvhen submitted to civilian media for publication. 

"I am a millary seNice member or federal/contracted employee of the United States government . This work was prepared as part of my official duties . Title 17 

U.S.C. 105 provides that 'copyright protection under this title is not available for any worl<. of the Unit.ed States Government . ' Title 17 U.S.C. 101 defines a U.S. 

Government work as worl<. prepare d by a ml1lary service member or employee of the U.S. Governme nt as part of that person's official duties." 

Is this included in the authored work? 
NO 

Indicate where this disclaimer is located: 

Background: 

Results: 
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Conclusion: 

NAVMED 572112 (02-2017) 

Local Command 

Authority Name Phone Number E-mail Address 
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OPSEC Officer ISABELL.LEE y 2020-03-23 

Command Ethics 
Counselor 

Public Affairs RAFAEL.VALDEZ y 
2020-03-24 

Regional Command 

Authority Name Phone Number E-mail Address 
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Y/N 
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OPSEC Officer 

Command Ethics 
Counselor 

Public Affairs 

Command 
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or Appointed 

Designee 
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Appendix J: DNP Project Completion Verification Form 

 

~J~ Appendix G: Daniel K. Inouye Graduate School of Nursing 
'1 DNP Project Completion Verification Form 

DOCTOR OF NURSING PRACTICE PROJECT 
Completion Veiification Form 

The DNP Project titled: "The Implementation of a Postoperative Opioid-Sparing Guideline" was 
completed at Naval Medical Center San Diego by the following student(s): 

(type student name) 

LT Jason Balazs ___ _ 

_LT Joy Marie Bautista _ 

_LT Jeremy Moore __ _ 

(signature) (date) 

03-27-2020 

03-27-2020 

03-27-2020 

The DNP Practice Proj ect Team verifi es that the following components of the DNP proj ect , accomplished 
by the above students, is of sufficient rigor and demonstrates doctoral level scholarship to meet the 
requirements for USUHS GSN graduation: 

• Presentation of DNP project to the leadership /stakeholders at the Phase II Site , 
• AbstracVImpact Statement (Appendix F), and 
• DNP Project writt en report . 

Verified by: 
(type name) 

LCDR Danielle Cuevas 

_ CDR Eric Bopp __ _ 

_ CDR Tiffany Uranga _ 

For RNA Students only - add the following 

CDR Ken Radford, PhD, CRNA 

RNA Project Director (type name) 

(signature) 

(Signature) 

(date) 

0312712020 Senior Mentor 

03/27/2020 Team Mentor -----

312712020 Team Mentor & 

Phase II Site 

Director 

completion: 

2 APR 2020 

(Date) 

Form Version: 26Aug 2017 




