
Surgeon Coordinated Care Letter:  
POST-operative Pain Management for Patients on Long-Term Opioid Therapy 

Patient   First Name: ________________     Last Name: ______________________   DOB ______________  
Scheduled Procedure:   _______________________________________________   Date ______________  
Current Opioid Regimen: __________________________________________________________________ 

Assessment of Substance Abuse Risk:    Low     Mod      High 
Assessment of Central Sensitization:      Minimal     Low      Mod      High 

Date: _____________ 
Dear Dr. ____________________ 

Thank you for your care of our mutual patient. This letter addresses a single critical issue: postoperative opioid 
management for our patient who is on long-term, stable opioid therapy for chronic pain. 

This Patient  has been maintained on a stable opioid regimen under my direct supervision for ______  years. 
This regimen is not elective or arbitrary — it is the product of years of careful titration, monitoring, and 
compliance documentation. The purpose of this communication is to ensure that postoperative pain is 
adequately treated and that a prescribing gap does not occur between surgical discharge and the patient's first 
postoperative visit with me. Notably, pre-surgical pain coping skills training, exercise, or education have shown 
little effect on long-term pain and functional outcomes despite the influence of these psychological factors.[10] 

THE OPOID TOLERANCE PROBLEM 
Patients on chronic opioid therapy who undergo surgery present a well-documented management challenge. 
The ASER/POQI Joint Consensus Statement establishes that opioid-tolerant patients require opioid doses as 
high as 3- to 4-fold over opioid-naïve patients to achieve equivalent postoperative analgesia.[1] The American 
Psychiatric Association confirms that surgical patients on chronic opioid agonists use on average 3 times 
higher MME in the first 24 hours after surgery compared to opioid-naïve matched controls.[3] 

REDUCING THE TRANSITION TO CHRONIC POST-SURGICAL PAIN (CPSP) 
Under-treating postoperative pain in this population is not a conservative approach — it is a clinically harmful 
one. The ASER/POQI consensus states directly that "patients taking long term opioids have increased overall 
risk for suffering if under-treated.” Inadequate acute postoperative pain control is an established risk factor for 
the transition to chronic post-surgical pain (CPSP), prolonged hospitalization, poor functional recovery, and 
paradoxically, prolonged opioid escalation.[1][5][6][7] 

This patient is at increased risk for developing CPSP: 
   RISK FACTORS FOR CPSP IDENTIFIED IN THIS PATIENT 
   ☐ CPSP risk for the planned surgical procedure is:  ___ Low   ___ Mod   ___ High 
   ☐ Pre-existing chronic pain (at surgical site or elsewhere).    ☐ Prior surgery at the same site 
   ☐ Current opioid therapy      ☐ Anxiety and/or depression.    ☐ Pain catastrophizing     ☐ Sleep disturbance 
   ☐ Younger age   ☐ Female sex.   ☐ Obesity (BMI >30)   ☐ Current smoker 
   ☐ COMT polymorphism   ☐ OPRM1 polymorphism 
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STRONGLY RECOMMENDED: 
1. Continue the patient's baseline opioid regimen throughout the perioperative period and at discharge. This is 
not just treatment of surgical pain — it is maintenance of their chronic pain regimen and prevention of opioid 
withdrawal. Abrupt discontinuation or dose reduction of a stable, long-term opioid regimen in the perioperative 
period is medically inappropriate.[1] 

2. Prescribe additional short-acting opioids above baseline for acute surgical pain. The ASER/POQI consensus 
states that "postoperative prescribing should provide sufficient pain medication to allow for functional recovery 
for the duration of severe pain expected for the surgical type." Short-term dose escalation above baseline is 
explicitly recognized as reasonable and necessary.[1] 

3. At discharge, prescribe sufficient opioids to bridge the patient to the first postoperative pain management 
visit. This includes the patient's full baseline regimen plus additional short-acting opioids for procedure-specific 
acute surgical pain. Procedure-specific prescribing data suggest at least 6–15 days of opioid coverage for 
musculoskeletal procedures. The patient's first postoperative visit with me is anticipated to be up to 3–4 weeks 
post-surgery. The discharge prescription must bridge this interval. The ASER/POQI consensus identifies the 
gap between discharge and post-discharge follow-up as a "significant gap in care" and explicitly recommends 
coordination with the patient's outpatient opioid prescriber.[8][1] 

WHY THE PAIN MANAGEMENT PHYSICIAN CANNOT PRESCRIBE DURING THIS PERIOD 
State and federal opioid prescribing regulations require an in-person assessment including physical 
examination before prescribing controlled substances. The pain management physician is unable to assess, 
examine, or prescribe for the patient until the patient can travel to their pain management physician’s office. 
Remote prescribing during this period is both clinically inappropriate and legally impermissible. The operating 
surgeon and the inpatient surgical team bear the responsibility for managing postoperative pain during the 
hospitalization and the early post-discharge period.[1] 

THE PAIN MANAGEMENT PHYSICIAN'S COMMITMENT 
I will assume full responsibility for coordinating the opioid taper back towards baseline at the first postoperative 
clinic visit. Professional guidelines recommend tapering postoperative opioid escalation within 6 weeks after 
most major surgeries to preoperative doses or lower, with approximately 20% weekly dose reductions.[2] This 
taper will be managed entirely by me — no long-term opioid management burden falls on the surgical team. 

SUMMARY 
Please continue this patient's baseline opioid regimen, provide adequate additional opioids for acute surgical 
pain, and prescribe sufficient medication at discharge to bridge the patient to their pain management follow-up 
visit. I will handle over their pain management from that point forward. 

Inadequate postoperative opioid prescribing for opioid-tolerant patients does not reduce risk — it 
increases it. The evidence is clear that under-treated acute postoperative pain drives chronic post-
surgical pain (CPSP), prolongs recovery, and ultimately leads to greater total opioid exposure than 
appropriate short-term escalation with a planned taper.[1][5][9] 

This letter intentionally takes a firm tone due to frequent observations of inadequate and poor postoperative 
pain management provided to my patients by many surgeons. 

BEFORE CONCLUDING 
All of my patients are engaged in a 4-Domain pain management protocol that is based on the anti-inflammatory 
diet and the use of nutraceuticals, along with extensive non-opioid pain management options. 

The recommended use of nutraceuticals in the pre-operative through post-operative periods is emphasized 
with my patients, starting 4 to 6 weeks pre-surgery and extending 12 weeks or longer post-surgery. Some of 
these nutraceuticals may need to be discontinued approximately two weeks before surgery and restarting them 
may need to be delayed for 7 to 14 days post-surgery. 

I will be responsible for guiding the nutraceutical management, but I will provide you with documentation and 
recommended dosing schedules for these nutraceuticals prior to this patient's surgery. In addition, 
acknowledging that I am not a surgeon or anesthesiologist, I also offer recommendations regarding intra-



operative medication options to reduce post-surgical pain and limit the transition from acute post-surgical pain 
to CPSP (see references to pages on AccurateClinic.com below). 

For in-depth reading on the 4-Domain protocol as well as our traditional Chinese medicine services and the 
many other aspects of my integrative pain management program at Accurate Clinic, please review 
www.AccurateClinic.com.  

May I suggest clicking the heading link "Education," then select "What's New“ This will lead you to an extensive 
list of handouts and links to pages on my website covering many areas of pain management, including the 4-
Domain protocol.  

The following pages on the website cover peri-operative pain management. 
Peri-Operative Pain Management (P-OPM) 
  • P-OPM – The Protocol Framework 
  • P-OPM – Module 1: PRE-Operative Dietary & Nutritional Management 
  • P-OPM – Module 2: PRE-Operative Nutraceutical Management 
  • P-OPM – Module 3: POST-Operative Dietary & Nutritional Management 
  • P-OPM – Module 4: POST-Operative Nutraceutical Management 
  • P-OPM – Peri-Operative Protein Supplementation 
  • NSAID Use for Postoperative Pain - New Concerns 
  
AccurateClinic.com.provides the most extensive pain management education of any pain practice on the 
Internet. Please let me know if you have any questions. 

Please Note: This letter is grounded in several key evidence sources. The ASER/POQI Joint Consensus 
Statement on Perioperative Management of Patients on Preoperative Opioid Therapy (Edwards et al., 2019) 
provides the primary guideline framework, establishing that opioid-tolerant patients may require 3- to 4-fold 
higher doses, that baseline regimens must be continued, that short-term escalation is reasonable, and that 
discharge prescriptions should bridge to outpatient follow-up with coordinated tapering.[1]  

The APA guidelines confirm the 3-fold higher MME consumption in the first 24 hours and emphasize the risk of 
under-treatment and stigma in this population.[3] The Lancet series on perioperative opioid analgesia (Colvin 
et al., 2019) establishes that patients on long-term opioids have aberrant somatosensory responses and that 
non-opioid multimodal analgesia is critical but does not eliminate the need for adequate opioid dosing.[4] The 
CDC 2022 guideline supports procedure-specific prescribing durations and emphasizes that systems should 
have mechanisms for patients whose pain exceeds expected duration.[2] Finally, multiple sources confirm that 
under-treated acute postoperative pain is an independent risk factor for chronic post-surgical pain.[5][6][9][7] 

Please contact our pain management team with any questions or concerns. 

Sincerely, 

Eric Ehlenberger MD 
Accurate Clinic 
2401 Veterans Memorial Blvd. 
Kenner, LA 70062 
Office Phone/Fax: 504.472.6130 
Mobile: 504.273.3004 
Email: Doctor@AccurateClinic.com 
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