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Abstract and Introduction
Abstract

In recent years, there have been escalating concerns related to the opioid epidemic. With a steadily increasing opioid supply,
it is critical to provide proper education to patients who are prescribed these medications. Education should be emphasized
as a means of ensuring safe use and potentially as a strategy for curbing the opioid supply. Patients who undergo surgery
are frequently prescribed opioids for postoperative pain; however, the content and delivery of information related to usage is
inconsistent and often inadequate. Lack of education on postoperative pain management and opioid use places patients at
risk for poor compliance and worse pain control. Furthermore, patients are often not properly educated on opioid-related side
effects and risks or about safe behaviors when taking medications. The majority of patients are also not informed about how
to store and dispose of leftover medications. Patients who are prescribed opioids require education preoperatively to cover
the topics of pain management, opioid-related side effects, and risks, storage, and disposal. Evidence from various studies
demonstrates that educational interventions improve knowledge and potentially lead to safer behaviors and reduced opioid
use. Education can be provided in various formats with each having unique advantages and limitations.

Introduction

Opioids are frequently prescribed to treat pain after surgery, and while these medications may be effective analgesics, they
are also susceptible to misuse and addiction. There are growing concerns that prescription opioids contribute to the existing
opioid supply and become potential sources for abuse.[1,2] In fact, opioids are often abused by those using medications not
prescribed to them but obtained from friends or relatives.[3,4]

Unfortunately, many patients who undergo surgery may not be given adequate information about opioids and strategies for
postoperative pain management.[5–7] In addressing the opioid epidemic, there needs to be a greater emphasis on educating
patients so that they may learn to use opioids appropriately. Patients should be educated specifically on how to use opioids
to treat postoperative pain and also informed regarding opioid-related side effects, risks, and proper disposal. The goal
should be to reduce reliance on opioids, lower risks of addiction, and ultimately limit the supply of opioids that are liable to be
misused.

We explore the existing literature to investigate the effects of patient education and current gaps that are present. We then
present information that may help guide patients and lead to safer opioid handling and consider approaches to education
and areas of research moving forward.

Influence of Education on Postoperative Pain and Opioid use

There is evidence that preoperative counseling and education can shape patients' expectations, attitudes, and behaviors
related to opioid use. In a study by Sugai et al,[8] patients undergoing ambulatory surgery were randomly assigned to
education sessions 2 weeks before their procedure. They were given both oral and written information focusing on the
negative side effects of opioids, role of exogenous opioid in the processing of pain, and importance of nonopioid analgesics.
Patients who received this education were less likely to request opioids postoperatively while actually reporting lower
average pain scores and shorter duration of pain.[8]

Informing patients about opioid use and managing postoperative pain may reduce opioid consumption after surgery. Holman
et al[9] investigated this in orthopedic trauma patients who were given preoperative counseling that included the following
points: (1) acknowledging that discomfort is associated with injury, (2) reduction of discomfort is a priority for caregivers, (3)
pain may be reduced but not eliminated, and (4) oral opioids are part of treatment but come with risks including side effects,
physical dependence, and withdrawal symptoms. Patients who received counseling were more likely to stop opioid use by
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the 6-week mark compared with those who had not received any counseling.[9] In another study, a preoperative educational
program consisting of a video and handout detailing opioid side effects, dependence, and addiction led to earlier opioid
cessation and less overall use in patients who underwent rotator cuff repair.[10] Last, in a study by Yajnik et al,[11] a
reference card describing the patient's multimodal analgesic regimen was reviewed both preoperatively and postoperatively
in patients undergoing total knee replacement. The use of the reference card resulted in significantly less opioid
consumption which may reflect the influence of education and multimodal analgesia.[11]

Educating patients about safe practices when taking opioids may reduce risky behaviors associated with opioid use. In
evaluating emergency department patients who received both written and verbal instructions after being prescribed Norco
(hydrocodone and acetaminophen), McCarthy et al[12] found that instructions led to improved knowledge of medication side
effects. Patients were also more likely to remember precautions about taking additional acetaminophen while taking Norco
(hydrocodone and acetaminophen).[12] Furthermore, patients who received the intervention were less likely to report having
driven a vehicle within 6 hours after taking the opioid.[12] Increasing knowledge about dangers of addiction and abuse may
lead to safer patient practices with opioid management. In patients using opioids for longer durations, there is evidence that
those who are informed regarding the risks of addiction reported lower rates of pill saving.[7]

Emphasizing safe storage and disposal of opioids can improve proper handling. de la Cruz et al[13] demonstrated this using
a combined written and in-person educational intervention. Patients received educational material consisting of a 2-page
handout written for comprehension at an eighth-grade level of education. In addition, clinic staff including nurses,
pharmacists, and physicians were given in-service training about safe practices, and each patient was provided information
by staff members who reviewed general points in the educational material and answered questions.[13] Educational material
provided to patients regarding safe use, storage, and disposal of opioids led to greater awareness of proper disposal
methods, and those who received education were less likely to report having unused medications at home.[13] Other studies
have also demonstrated improved rates of proper opioid disposal with educational interventions.[14,15]

Preoperative education has not consistently demonstrated effects on anxiety, pain perception, or length of stay after surgery.
[16–20] Some studies show a positive effect of education on postoperative pain control,[21,22] while others do not.[19] The
emphasis and priority with patient education are primarily to improve knowledge using concepts of early education,
repetition, and reinforcement.[16,23] The subjective experience and perception of pain may not necessarily change with
education; however, providing patients with practical information about using opioids to manage pain will improve their
knowledge. The objective is for this knowledge to shape patients' attitudes and behaviors related to opioid use resulting in
safer practices.

Current Gaps and Deficiencies of Patient Education: Defining the Problem

In response to the opioid epidemic, increasing efforts have been made to develop strategies and policies to address this
problem. Educating patients to promote safe opioid use has consistently been acknowledged as an important issue,[24,25]

yet little progress has been made in this area because patients are often inadequately informed regarding postoperative pain
management. Research to determine efficacious strategies for improving safety and minimizing perioperative opioid use is
also lacking which is a concern acknowledged by the Centers for Disease Control and Prevention.[26]

Inadequate education regarding postoperative pain management is liable to result in poor understanding, compliance, and
worse pain control. Lemay et al[5] noted that 44% of patients who underwent total joint arthroplasty reported that they had
not received information about postoperative pain management, and worse function at 6 months was associated with those
who had not received any education. Another study revealed that, among patients who underwent surgery for orthopedic
trauma, up to 70% could not recall their postoperative pain medication regimen, and many of these patients modified their
regimen with nonprescribed pain medications reflecting the poor compliance associated with deficient education.[6]

Patients who are prescribed opioids are also not consistently educated or given resources related to medication side effects
and risks. In 1 population-based study, as few as 36% of patients who were prescribed opioids reported having a discussion
about the potential risks of addiction.[7] In a review of online sources of information related to postoperative pain
management available to patients, approximately 75% of websites were found to present information about opioids.[27]

Among these, only half discussed dependence related to opioids and <15% provided guidance on weaning opioids.[27] The
extent of patients' knowledge regarding opioid-related side effects is unclear based on the literature, and there are likely
varying degrees of awareness based on an individual's prior experiences and background.

Gaps in knowledge about proper opioid use, storage, and disposal put patients at risk for improper handling of medications.
Studies demonstrate that most patients are unaware of how to properly store and dispose of prescription opioids.[1,28]

Without education, opioid misuse is fairly common, including behaviors such as saving unused pills, sharing medication, and
taking larger doses than prescribed.[28] Eventually, opioids are no longer needed after surgery and patients discontinue their
use; yet, patients are rarely given information about the appropriate disposal of unused opioids.[1] This is especially
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problematic because opioids are typically prescribed in excess, resulting in a significant portion of unused pills.[29–32]

Surveys have identified that as little as 5% to 6% of physicians discuss with patients how to properly dispose of excess
opioids.[30,33] Possibly related to this, only 4% to 30% of patients report that they actually disposed of unused
medications.[1]

In terms of educational resources, the content and delivery to patients do not reliably ensure comprehension. Low literacy
rates are associated with worse health-related outcomes,[34,35] and the American Medical Association (AMA) specifically
recommends that patient education materials (PEMs) used to provide patient information, instructions, consents, and other
materials be written at the sixth-grade reading level or lower to promote improved comprehension.[36,37] However, in
evaluating the readability of web-based PEMs related to postoperative opioid management, Kumar et al[38,39] found that
many were beyond the sixth-grade reading level and often did not address important issues such as opioid tapering,
cessation, disposal, dependence, and withdrawal.

Finally, lack of quality research regarding educational interventions has hindered the development of guidelines for
preoperative education. In 2016, a systematic review was conducted by an interdisciplinary panel of members of the
American Pain Society to determine research gaps in managing acute postoperative pain.[24] Only 4 trials were rated as
higher quality, which was too few to provide comparisons of types of education methods or direction regarding the timing and
most effective strategies for preoperative education.[24] Greater comparative effectiveness research is needed to determine
the most appropriate methods for educational interventions.

Providing Information on Pain Management and Opioids: Developing the Solution

Patients undergoing surgery who are prescribed opioids need specific details about medications and their role in managing
postoperative pain to guide them on safe and appropriate use (summarized in ).

Table 1.  Information About Opioids and Pain Management After Surgery to Guide Patients in Safe and Appropriate Use

Reviewing opioids and strategies for analgesia

   Defining opioids (prescription pain medications that are controlled substances due to potential for abuse and
addiction, generic and brand names—morphine, oxycodone, Percocet, hydrocodone, Norco, Vicodin)

   Goals for postoperative pain management and utilizing opioids to treat pain (experiencing some degree of pain
after surgery is normal, pain control should facilitate movement and recovery, opioids are to be used sparingly to
treat pain that interferes with activity, taper and discontinue opioid use as early as possible)

   Alternative modes of treating pain (multimodal analgesia can improve pain control and reduce opioid use,
nonopioid forms of multimodal analgesia: acetaminophen, NSAIDs, gabapentinoids, cold/heat, meditation)

   Regional anesthesia/analgesia (define regional anesthesia and role in postoperative pain if applicable, regional
anesthesia potentially improves analgesia and reduces opioid needs)

Side effects and risks of opioids

   Common side effects (nausea, vomiting, pruritus, sedation, respiratory depression, constipation)

   Risks of addiction, tolerance, dependence, opioid-induced hyperalgesia

Proper use and handling of opioids

   Safe practices when taking opioids (take medications only as prescribed, avoid concurrent use of sedating
substances/medications including alcohol, do not share medications, OSA patients need to adhere to CPAP use
while taking opioids)

   Weaning opioids (risk of addiction increases with longer duration of use, take medication for as short duration as
needed, discontinue use as soon as possible)

   Safe storage and disposal of opioids (store away from children and pets in hidden locked area, do not store unused
medications, dispose of medication as soon as discontinued, review options for proper disposal: take-back program,
official drop site)

Abbreviations: CPAP, continuous positive airway pressure; NSAID, nonsteroidal anti-inflammatory drug; OSA, obstructive
sleep apnea.

It may be helpful to clarify the term "opioid" and explain how it refers to a class of prescription pain medications and
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distinguish this from the term "narcotic" which describes more broadly anything that causes sedation or narcosis including
illicit substances.[40] Patients may also recognize generic or brand names of opioids (eg, morphine, oxycodone, Oxycontin
[Purdue Pharma LP, Stamford, CT], Percocet [Endo Pharmaceuticals Inc, Malvern, PA], hydrocodone, and Vicodin [Mikart
Inc, Atlanta, GA]).

After identifying these medications, it is helpful to explain how they fit into the overall pain management strategy by reviewing
the goals of pain control and how opioids are used. This is important because many patients do not have adequate
knowledge about pain relief to effectively manage their own pain and may therefore have difficulty with postoperative
analgesia.[41,42] Patients need to understand that experiencing pain after surgery is normal; however, the role of pain control
is to allow movement and facilitate recovery.[43] Opioids may be used but are limited to pain intensity that interferes with
activities and is not covered by nonopioid strategies, and these medications are used for the shortest duration possible. Pain
is typically most significant in the initial few days after surgery; however, pain improves over time and fewer opioids are
needed.[44,45] Therefore, the goal is to taper and discontinue these medications as early as possible.

Multimodal analgesia is an important concept for managing postoperative pain, and there is increasing evidence that it
results in improved pain control after surgery and reduced opioid consumption.[46–50] In fact, recent guidelines on
postoperative pain management recommend multimodal analgesia when possible, which is supported by high-quality
evidence.[51] Educating patients on utilizing various forms of analgesia apart from opioids will ideally help them to
understand the importance of multimodal analgesia and appreciate how addressing different forms of pain processing will
improve postoperative analgesia. The various forms of multimodal analgesia may be reviewed including nonopioid
analgesics, namely acetaminophen, nonsteroidal anti-inflammatory drugs (NSAIDs), gabapentinoids, as well as other
interventions including meditation, heat, and cold.[47]

A wide range of procedures have become amenable to various forms of regional anesthesia. Regional anesthesia
techniques can be utilized for upper extremity, lower extremity, abdominal, thoracic, and breast operations.[52–60] There is
mounting evidence that regional anesthesia is effective for improving analgesia and minimizing opioid use postoperatively.
[61–65] When regional anesthesia is involved, patients may benefit by receiving information about its use and, in particular,
how it improves postoperative analgesia. This will hopefully help them understand that by utilizing regional techniques, fewer
opioids may be needed after surgery.

Patients who are prescribed opioids need information on their associated side effects and risks as improved education about
these details appears to limit high-risk behaviors and opioid misuse[7,12] (). It is helpful to review common side effects such
as nausea, vomiting, pruritus, sedation, respiratory depression, and constipation[66,67] and for patients to appreciate that
side effects may be dose dependent. It is also important for patients to be educated regarding important concepts of
addiction, dependence, and tolerance as well as risks associated with these disorders. Concerns for addiction can occur
even after only 5 days of use, and the risk increases with longer durations of use.[68] Tolerance resulting in higher doses of
medication to achieve the same effect not only makes controlling pain more difficult but also increases the risk of accidental
overdose.[67] Finally, in patients using opioids long term, opioid-induced hyperalgesia can increase pain sensitivity and result
in abnormal pain perception and increasingly difficult-to-manage pain.[67,69,70]

Table 1.  Information About Opioids and Pain Management After Surgery to Guide Patients in Safe and Appropriate Use

Reviewing opioids and strategies for analgesia

   Defining opioids (prescription pain medications that are controlled substances due to potential for abuse and
addiction, generic and brand names—morphine, oxycodone, Percocet, hydrocodone, Norco, Vicodin)

   Goals for postoperative pain management and utilizing opioids to treat pain (experiencing some degree of pain
after surgery is normal, pain control should facilitate movement and recovery, opioids are to be used sparingly to
treat pain that interferes with activity, taper and discontinue opioid use as early as possible)

   Alternative modes of treating pain (multimodal analgesia can improve pain control and reduce opioid use,
nonopioid forms of multimodal analgesia: acetaminophen, NSAIDs, gabapentinoids, cold/heat, meditation)

   Regional anesthesia/analgesia (define regional anesthesia and role in postoperative pain if applicable, regional
anesthesia potentially improves analgesia and reduces opioid needs)

Side effects and risks of opioids

   Common side effects (nausea, vomiting, pruritus, sedation, respiratory depression, constipation)

   Risks of addiction, tolerance, dependence, opioid-induced hyperalgesia

Proper use and handling of opioids
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   Safe practices when taking opioids (take medications only as prescribed, avoid concurrent use of sedating
substances/medications including alcohol, do not share medications, OSA patients need to adhere to CPAP use
while taking opioids)

   Weaning opioids (risk of addiction increases with longer duration of use, take medication for as short duration as
needed, discontinue use as soon as possible)

   Safe storage and disposal of opioids (store away from children and pets in hidden locked area, do not store unused
medications, dispose of medication as soon as discontinued, review options for proper disposal: take-back program,
official drop site)

Abbreviations: CPAP, continuous positive airway pressure; NSAID, nonsteroidal anti-inflammatory drug; OSA, obstructive
sleep apnea.

It is important for patients receiving prescription opioids to receive guidance on safe practices because improved knowledge
may reduce potentially risky behaviors associated with opioid use[7,12] (). Patients need to understand that opioids are taken
only as prescribed to avoid misuse and risks associated with misuse. Common examples of opioid misuse include taking
opioids as sleep aids, crushing pills for faster onset, and combining medications with alcohol or other sedating medications.
Patients with sleep apnea are also at increased risk of opioid-induced respiratory depression[71,72] and therefore need to
adhere strictly to Continuous Positive Airway Pressure (CPAP) use while taking opioids. These patients, in particular, may
benefit from multimodal analgesia to reduce opioid use and associated postoperative complications.[73]

Table 1.  Information About Opioids and Pain Management After Surgery to Guide Patients in Safe and Appropriate Use

Reviewing opioids and strategies for analgesia

   Defining opioids (prescription pain medications that are controlled substances due to potential for abuse and
addiction, generic and brand names—morphine, oxycodone, Percocet, hydrocodone, Norco, Vicodin)

   Goals for postoperative pain management and utilizing opioids to treat pain (experiencing some degree of pain
after surgery is normal, pain control should facilitate movement and recovery, opioids are to be used sparingly to
treat pain that interferes with activity, taper and discontinue opioid use as early as possible)

   Alternative modes of treating pain (multimodal analgesia can improve pain control and reduce opioid use,
nonopioid forms of multimodal analgesia: acetaminophen, NSAIDs, gabapentinoids, cold/heat, meditation)

   Regional anesthesia/analgesia (define regional anesthesia and role in postoperative pain if applicable, regional
anesthesia potentially improves analgesia and reduces opioid needs)

Side effects and risks of opioids

   Common side effects (nausea, vomiting, pruritus, sedation, respiratory depression, constipation)

   Risks of addiction, tolerance, dependence, opioid-induced hyperalgesia

Proper use and handling of opioids

   Safe practices when taking opioids (take medications only as prescribed, avoid concurrent use of sedating
substances/medications including alcohol, do not share medications, OSA patients need to adhere to CPAP use
while taking opioids)

   Weaning opioids (risk of addiction increases with longer duration of use, take medication for as short duration as
needed, discontinue use as soon as possible)

   Safe storage and disposal of opioids (store away from children and pets in hidden locked area, do not store unused
medications, dispose of medication as soon as discontinued, review options for proper disposal: take-back program,
official drop site)

Abbreviations: CPAP, continuous positive airway pressure; NSAID, nonsteroidal anti-inflammatory drug; OSA, obstructive
sleep apnea.

Finally, all patients require education regarding proper storage and disposal of opioids to limit the risk of opioid misuse, theft,
or overdose. Safe handling involves keeping medications out of reach of children, storing medications in the original
container locked or hidden away from others, and never sharing medications. Medications are disposed of as soon as they
are no longer needed, and options for disposal include drug take-back programs or safe drop sites which can be found
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online.

If patients are not able to use these options, then they should mix unused medications with an unpalatable substance and
disposed in the trash. The Food and Drug Administration (FDA) has also listed certain medications that may be safely
flushed down the toilet without posing environmental consequences when take-back programs are not available.[74]

Approaches to Educational Interventions

In terms of educational interventions, a wide range of methods have been evaluated and found to be effective with distinct
advantages and limitations of each method (see ).

Table 2.  Modes of Educational Interventions

Written (eg, booklet, pamphlet, brochures)

   Advantages: can be distributed before surgery, serves as reference, lack of time constraints

   Limitations: unable to answer questions not covered by written content, variable patient reading comprehension
(written material should be at sixth-grade reading level)

In-person

   Advantages: ability to confirm comprehension, opportunity to answer questions, does not require literacy

   Limitations: cannot reference information later, provider accessibility, time constraints

Web-based

   Advantages: readily accessible, can be referenced, interactive capability, ability to update information

   Limitations: requires computer literacy, not universally accessible

Video

   Advantages: does not require literacy, no provider constraints

   Limitations: unable to ensure comprehension or answer questions, unable to reference as needed

Information provided in written formats has traditionally been used to educate patients. Pamphlets and booklets, for
example, have demonstrated efficacy for educating patients.[18,75] This form of information can be easily distributed and
may be referenced as needed. Though written information is commonly used, unfortunately it does not allow confirmation of
understanding or addresses potential questions that patients might have. Patients also have varying degrees of reading
comprehension which can be problematic, and written formats may not be the preferred mode for certain patients due to
some of these factors.[76]

Videos do not rely on reading comprehension and are effective for providing information. For example, patients who viewed
an informational video before elective surgery under regional anesthesia experienced less anxiety, and this effect was
extended into the postoperative period, as well.[77] Video information provided to patients preoperatively also resulted in
lower levels of anxiety in those undergoing procedures such as colonoscopy and hip and knee arthroplasty.[78,79] To prevent
opioid overdose deaths, the Veterans Health Administration (VHA) developed a program for educating providers and
patients that included videos as part of the training.[80] A significant number of successful overdose reversals were reported
after the implementation of this educational program.[80] Chakravarthy et al[81] found that acquisition of information
regarding opioid risks and safe usage was improved in those who viewed an animated video. Similar to written formats,
however, video does not provide opportunity to address questions that patients might have.

Web-based strategies can combine audio, visual, and written information. Audio and visual aids might address low literacy
barriers and interactive learning has demonstrated efficacy in acquiring and retaining knowledge.[82,83] Further benefits of
web-based interventions include ability to update information, ease of dissemination, and ability to provide feedback and
assess knowledge.[28] In a study by McCauley et al,[28] a web-based tool written at a sixth-grade reading level using
multimedia format was used to teach patients about opioid misuse and how to safely use, store, and dispose of prescription
opioids. Patients demonstrated improved knowledge including where to store pills and how to dispose of medications, and
the intervention also resulted in lower reported rates of lending pills, borrowing pills, and saving unused medications.[28]

Some educators believe that live and in-person teaching is important because it provides a way to confirm understanding
and answer questions. There is some evidence that verbal communication combined with written information may be more
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effective than the written format alone.[84] Multidisciplinary information sessions involving providers and small groups of
patients have demonstrated efficacy in reducing anxiety and pain associated with total hip arthroplasty.[85] By having a group
session, it allows multiple patients to receive education simultaneously and is more efficient and cost-effective. Another
advantage is the benefit of hearing answers to questions from other participants. The main barriers to in-person education,
however, are the time constraints and limited availability of providers.

Regarding the timing of education, teaching patients before surgery and hospitalization may confer advantages in cost by
improving recovery and requiring fewer postoperative services such as occupational and physiotherapy.[86] There is also
evidence that education may be more effective in providing knowledge and potentially affecting outcomes when it is done
preoperatively.[87] Unfortunately, information is often provided after surgery when patients are recovering from anesthesia
and have received a number of sedating medications, and knowledge retention may be difficult in such stages of care.

The delivery of educational material is likely most effective as a collaborative effort among providers. Surgeons see patients
before surgery and may therefore be in a position to provide informational brochures and pamphlets to patients. Information
can be reiterated during presurgical visits, and there may be opportunity to address questions by both surgeons and
anesthesiologists preoperatively. Anesthesiologists can clarify concepts of regional anesthesia and further explain strategies
of multimodal analgesia and pain management. Nursing staff are also able to provide additional instruction after surgery and
before discharge. The role of patient education is also well-suited for the emerging concept of the perioperative surgical
home where patients are seen throughout the perioperative period.[88] Along these lines, the role of education is probably
best handled as a combined effort among primary care physicians, surgeons, anesthesiologists, and other specialists.

It may also be useful to confirm or assess how well patients comprehend the information that they have received as
delivering information is more effective when appropriately understood. There is no uniform method of evaluating patient
knowledge, and this can be done in various ways. It may be as simple as having a patient verbalize key points to confirm
their understanding. Patients can also be asked questions and evaluated based on their responses to see how well they
comprehend and retain information. For practical purposes, this may involve reviewing only key concepts and providing
resources as references for more straightforward details.

Finally, we have reviewed pain management and opioid use after surgery with the understanding that educational needs of
each patient are highly variable and depend on the patient's background, history of substance abuse, type of procedure, and
many other factors. Each patient has characteristics that lead to different experiences related to pain control and risks of
opioid misuse and abuse, and ideally, the information and means of providing it are tailored as much as possible to each
individual.

Cultural Perspectives and Future Research

The United States consumes 80% of the world's opioid supply which is a shockingly disproportionate amount relative to its
population.[3,4] This is likely due at least in part to the cultural perspectives and expectations surrounding pain management
and opioid use which is evident when comparing the United States to other countries. Compared to physicians in Japan, for
example, US physicians are much more likely to believe that opioids are indicated for acute pain, and US physicians
attribute this largely to standards of care for managing acute pain as well as legal expectations.[89] In the Netherlands, only
6% of patients were discharged with opioids after ankle fracture treatment compared with 82% in the United States, and
Dutch patients relied instead on prescribed nonopioid analgesics such as acetaminophen and NSAIDs.[90]

Improving the education that patients receive related to postoperative pain management may promote a cultural shift and
influence attitudes toward opioid use. In the future, areas of research addressing issues such as content, timing, and
delivery of information should be explored to identify how to optimally equip patients with knowledge that will affect attitudes
and behaviors related to postoperative opioid use. As education progresses, hopefully, there will be a change in perspectives
related to opioids that will help reduce the prevalence of these medications.
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