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                         METHODS TO REDUCE OVERSEDATION  
                                     Tammy Rutter, RN, BSN, ONC 
                       John Muir Medical Center, Walnut Creek Campus 
   Can a structured communication tool designed to identify high risk postoperative 
patients result in a decreased incidence of oversedation on an orthopedic unit?  
 
PROBLEM 
     A trend of increasing naloxone administrations was observed on the orthopedic unit 
Sept. 2006 through March 2007.  
      
     A statistically significant increase in the incidence of naloxone usage over the last 12 
months was defined at the 95% confidence level. 
 
     Literature review indicated oversedation of postoperative patients is a growing 
concern. The Institute for Safe Medication Practices noted that overaggressive pain 
management since 2001 has led to increases in oversedation. The American Journal of 
Surgery article, “Has the pendulum swung too far in postoperative pain control” found 
patients may be reaching dangerous levels of sedation during the first 24 hours 
postoperatively. Further literature review suggested postoperative rates of naloxone 
administration to be at .19 – 3 %. 
 
          Except for patients receiving patient controlled or intrathecal analgesia, high risk 
patients were not formally identified by nursing.  
 
PURPOSE 
     Define interventions to reduce the need for and incidence of naloxone administrations.  
 
METHOD 
      Comprehensive chart review was conducted to identify patient risk factors that may 
have contributed to these issues. No single risk factor stood out as being a significant risk 
factor for naloxone use.  
 
      A structured communication tool (SBAR) was coincidentally implemented hospital-
wide. 
 
     Continuous pulse oximetry was coincidentally placed bedside for all patients on the 
orthopedic unit in April 2007.  
 
     In August 2007, the SBAR handoff tool between recovery room and the orthopedic 
unit was refined for identification of all patients at high risk for oversedation 
postoperatively. In addition, an educational tool was  provided to the orthopedic nurses 
for quick reference which compared  commonly prescribed opioid  properties (half-lives, 
equivalencies) .A  one to one inservice re: educational materials and the refined tool was 
provided to each nurse on the orthopedic unit.  
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RESULTS/DISCUSSION 
      An immediate decrease in the incidence of oversedation as defined by naloxone usage 
was noted from mid-March 2006 through September 2007.  
 
CONCLUSION 
     A significant increase in the incidence of oversedation was recognized . Measures 
recently adopted including continuous pulse oximetry at bedside, the use of structured 
communication, and educational interventions resulted in an immediate decrease in the 
incidence of oversedation. In an effort to even further reduce the incidence of 
oversedation, consultation via private communication from a pain management expert 
was obtained. A sedation scale with actions specific to opioid titration has been approved 
for trial on the orthopedic unit.    
 
 
 

BIBLIOGRAPHY 
 

Cashman, J. & Dolin, S. (2004). Respiratory and haemodynamic effects of acute 
postoperative pain management: evidence from published data. British Journal of 
Anaesthesia 93(2), 212-23.  

De Jonghe,B., Cook, D. , Appere-DeVecchi, C., Guyatt, G., Meade M., & Outlin H. 
(2000). Using and understanding sedation scoring systems: a systematic review. 
Intensive Care Medicine, 26, 275-285. 

Devlin, J., Boleski,G.,Mlynarek, M., Nerenz D., Peterson, E., Jankowski, M., et al., 
(1999). Motor activity assessment scale: A valid and reliable sedation scale for 
use with mechanically ventilated patients in an adult surgical intensive care unit. 
Critical Care Medicine, 27, 1271-5.  

Gordon, D., & Pellino,T. (2005). Incidence and characteristics of naloxone use in 
postoperative pain management: A critical examination of naloxone use as a 
potential quality measure. Pain Management Nursing, 6(1), 30-6. 

Gordon, D., Dahl, J., Phillips, P., Frandsen J., Cowley C., Foster R., et al., (2004). The 
use of “as needed” range orders for opioid analgesics in the management of acute 
pain: a consensus statement of the American Society for Pain Management 
Nursing and the American Pain Society. Pain Management Nursing, 5, 53-8. 

Hagle M., Lehr, V., Brubakken, K., & Shippee, A. (2004). Respiratory depression in 
adult patients with intravenous patient –controlled analgesia. Orthopaedic 
Nursing, 23, 18-28. 

 Institute for Safe Medication Practices (2002)  Pain scales don’t weigh every risk. ISMP 
Medication Safety Alert,7 (15), 1–2. 

McCaffery, M. & Pasero, C. (1999) Pain: Clinical Manual (2nd ed).St. Louis, MO: 
Mosby. 

Pasero,C. & McCaffery M. (2007) Orthopaedic postoperative pain management. Journal 
of Perianesthesia Nursing, 22(3),160 -174. 

Pasero,C. & McCaffery M. (2002). Monitoring sedation: It’s the key to preventing 
opioid-induced respiratory depression. American Journal of Nursing, 102(2), 67-
9. 



J-11 

Pasero, C., Manworren, R., & McCaffery, M.(2007).  IV opioid range orders for acute 
pain management. American Journal of Nursing, 107, (2), 52–9. 

Pasero,C. & McCaffery, M. (1994). Avoiding opioid –induced respiratory depression. 
American Journal of Nursing, 94(4), 25 -31. 

Pothier, D.,Monteiro, P., Mooktiar, M., & Shaw, A. (2005). Pilot study to show the loss 
of important data in nursing handover. British Journal of Nursing, 14(20), 1090-
1093. 

Taylor,S., Voytovich, A., & Kozol, R. (2003). Has the pendulum swung too far in 
postoperative pain control? American Journal of Surgery, 186, 472-5. 

Taylor, S., Kirton, O., Staff, I., & Kozol, R. (2005). Postoperative day one: A high risk 
period for respiratory events. American Journal of Surgery, 190, 752–6.   

 
 
 
       
      
    
  
 
        
         
 
      
      
     
      


