Management of Prescription Pain Medication
After Hospitalization and Surgery

Background

The management of prescription pain
medications (PMs) for trauma patients
requiring surgery remains a complex and
poorly standardized issue. After the initial
emergency department visit, patients often
face weeks of pain before surgery, creating
uncertainty about who—emergency
physicians, trauma surgeons, or primary care
providers—should manage their pain
medications.
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While guidelines emphasize the type, amount,
and delivery of PM, they fail to assign
responsibility for prescribing. The challenge is
heightened by the dual risks of under-
prescribing, compromising patient recovery
and comfort, and over-prescribing, leading to
opioid misuse.! Pain is a critical aspect of
recovery, yet communication gaps among
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The two pie-charts show a breakdown of
all 37 physicians surveyed based on
specialty and number of trauma patients
seen per week.

The four graphs below show survey scenario results with significant
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Eight specialties were chosen based on role in the care of trauma
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patients, and160 OU Health physicians from

those specialties were

asked to participate in a survey via email. The survey was administered
via REDCap online survey database and consisted of introductory
material and five randomized scenarios a trauma patient might
experience. 37 physician responses were organized into 2x2 or 2x3
matrixes and analyzed with chi-squared tests. Data in sparse categories
was clumped together for analysis (Figures 1-3).

The five survey scenarios are given below.
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