
Opioid-Free
Anesthesia

It’s not about opioids



1. Patient
A. Better anesthetic

2. Mechanism based approach to pain management
A. Neuroplasticity

3. Reducing complications and side effects



1.
Opioids



Pain

Analgesic
Hyperalgesic
Tolerance



Preconception #1

Opioids are necessary to 
manage intraoperative

stimulation & 
hemodynamics



Regional 
Or

Neuraxial

Alpha2agonist

Ketamine

Lidocaine infusion

Beta blockers



Preconception #2

Opioid side effects can be 
safely managed and are 

better than using multiple 
medications



Respiratory 
depression and 

pharyngeal muscle 
weakness is the #1 

cause of 
emergencies post-

operatively and 
increase the rates of 

pneumonia

Ileus, urinary 
retention, and 

immune suppression 
prolongs hospital 
stays, increased 

cost, risk of infection, 
and cancer 

reoccurrence

PONV and pruritis are 
still common despite 
prophylaxis and are 
the most common 

cause of unexpected 
hospital admission 

after surgery



Preconception #3

Opioids are the gold 
standard for post-

operative pain 
management



>50% of patients 
report poorly 

controlled post-
surgical pain

22% of chronic pain 
patients attribute 

their pain to 
previous surgery

Pain control during 
the first 24-48 hours 

is crucial for 
preventing the 
occurrence of 
chronic post-
surgical pain

The older, sicker, and 
more obese the 
patient, the less 

opioids can be used to 
treat pain



Preconception #4

If opioids are used to treat 
pain the patient can’t 

become addicted.



Opioid addiction, 
dependence, and 

opioid use disorder 
are separate 

diagnoses. 

5-10% of surgical 
patients develop 

opioid dependence 
and require long 
term opioid use

80% of heroin users 
began with 

prescription opioids



2.
Opioid Free 
Anesthesia



× Replacing intra-operative opioids 
(Analgesic/hyperalgesic/tolerance) with medications 
that are analgesic/anti-surgical-hyper-algesic
× Mechanism based approach to surgical pain 

management

× Post-operatively multi-modal, mechanism 
based therapy & opioids used as a rescue



Safer anesthetic
❑ Respiratory 

depression
❑ Pharyngeal 

muscle weakness

Pain
❑ Better acute pain 

management
❑ Limit or avoid 

chronic post 
surgical pain

❑ Limit post-
operative opioid 
needs

Side effects
❑ Nausea/vomiting
❑ Pruritis
❑ Sleep dysfunction
❑ Constipation/Ileus
❑ Immune 

suppression
❑ Urinary retention



Addiction
❑ Addiction
❑ Opioid-use 

disorder
❑ Dependence
❑ Hope

ERAS
❑ $horter hospital 

stay
❑ Greater patient 

satisfaction

Decreased Stress 
Response
❑ 30 day mortality



➢ Respiratory
➢ Obese, OSA, elderly, COPD

➢ Complex pain management
➢ Long term opioid use, treatment for opioid addiction, high 

risk for chronic pain

➢ PONV
➢ Cancer



3.
How-to



Regional 
Or

Neuraxial

Alpha2agonist
Ketamine

Magnesium
Lidocaine infusion

Beta blockers

Acetaminophen
Nsaids/coxibs

Dexamethasone
Gabapentinoid

SSRI



Post-op 

The major complication of OFA



➢ Analgesic
➢ Anti-hyperalgesic
➢ Sedative
➢ Anxiolysis
➢ Anti-shivering



➢ Dexmedetomidine
➢ 0.2-1 mcg/kg/10 minutes
➢ 0.2-1 mcg/kg/hr
➢ Starting dose 0.5 mcg/kg
➢ 3 hour elimination half-life



➢ Clonidine
➢ 2-3 mcg/kg IV
➢ 3-5 mcg/kg PO

➢ OFA
➢ 12 hour half-life
➢ 100 mcg on induction
➢ 50 mcg bolus prn up to max dose



➢ Ketamine
➢ 0.1-0.5 mg/kg
➢ 2-10 mcg/kg/min

➢ Magnesium
➢ 30-50 mg/kg
➢ 10 mg/kg/hr

➢ No difference in analgesia from infusion



➢ Lidocaine
➢ 1.5 mg/kg
➢ 2-3 mg/kg/hr

➢ 2% lidocaine = 0.1 ml/kg/hr (70 kg = 7 ml/hr)
➢ Not typically used along with PNB



➢ Esmolol
➢ 0.5-1 mg/kg
➢ 5-500 mcg/kg/min

➢ Metoprolol
➢ Labetolol





McLott Mix



4.
Expectations



Initial wake up 
slower, but more 
clear-headed in 
PACU

Increased 
respiratory rate until 
extubation…do not 
need to treat with 
an opioid!

Less pain, more 
responsive to 
opioids



Goopioidfree.com
info@goopioidfree.com


