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We are all familiar with the dictum
‘primum non nocere’—first, do no harm.
The Latin word ‘nocere’ is commonly
interpreted as ‘harm’, but it shares a
root with ‘pain’—think ‘nociceptor’ as
an example. But what happens when the
treatment of pain becomes the source
of the harm? Only recently, we have
recognised that prescribing excess opioids
to previously naïve patients who undergo
surgery and subsequently become chronic
users is a ‘never event’ that we must strive
to avoid.1–3
I first learnt about this problem several
years ago, not from a research report
but rather from my son’s soccer coach.
He told me about his experience after a
lumbar discectomy. After a straightforward outpatient procedure, he was sent
home with a prescription for 30 tablets
of oxycodone. For the first few days, he
experienced expected discomfort and
took oxycodone, ibuprofen and acetaminophen. After that, the pain improved,
and he discontinued oxycodone after
using about 10 tablets. That night, he
experienced the worse sensation he ever
had, including restlessness, chills and
diffuse body aches. He took an oxycodone and nearly immediately felt better.
The following morning, he was insightful
enough to realise what was happening: he
was experiencing opioid withdrawal.
In our discussion about this experience,
we reflected on how rapidly the brain
adapts to opioids and how quickly withdrawal can occur. We also considered what
would happen to a patient who did not
have this insight the following morning
and who continued to take the prescribed
opioids in order to avoid the symptoms
of withdrawal. Some patients must think:
‘The doctor gave me thirty tablets, so she
probably expects me to need that many’.
And with that, the simple, mundane act

of writing a prescription, another case of
iatrogenic opioid dependence occurs.
Prolonged opioid use after surgery is
one of the most common surgical complications.4 A meta-
analysis determined
that, across 33 studies, 7% of patients
continued to fill opioid prescriptions more
than 3 months after surgery.5 However, it
does not appear that this rate is the same
for all opioid prescriptions, but rather
is highly dependent on the quantity of
opioids prescribed. In a large study evaluating opioid prescriptions to opioid-naïve
patients for any indication, the likelihood
of chronic opioid use increased with each
additional day of medication supplied
starting with the third day, reaching
nearly 20% with a 10 days’ supply.6 In
my group’s study of all opioid prescriptions in Ohio, we also discovered that
about 8.6% of opioid-naïve patients who
received an opioid prescription developed chronic use, and that the greater
the opioid content of the prescription the
more likely to lead to chronic use.7
The work in this issue by Brown
and colleagues8 to reduce postoperative opioid prescriptions is therefore of
utmost importance. A strength of this
work is determining, in an evidence-based
fashion, how many opioid tablets patients
consumed after common procedures and
then basing their recommendation on that
actual experience. Not all surgical procedures incur the same amount of pain, so a
one-size-fits-all approach would not make
sense. By applying these guidelines across
the state, they were able to change the
standard of care and reduce opioid quantities by about 50%.
But arbitrarily reducing quantities
should not be the only goal. The authors
therefore also evaluated patient-reported
outcomes and discovered, paradoxically, that patient satisfaction with care
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Figure 1

Sample dashboard evaluating opioid prescribing after common procedures. PHS, name of organisation.

increased as opioid quantities decreased, and postoperative pain scores were unchanged. This finding
should put to rest, once and for all, the myth that
decreasing opioid prescribing will lead to increased
patient suffering and decreased patient satisfaction.
Another study also found the same result, and the
authors concluded that concern around satisfaction
scores should not be a barrier to appropriately limiting
opioid prescribing.9
Armed with the knowledge that postoperative
prescribing can lead to long-
term use, that opioid
quantities can be safely reduced, and that patient
suffering and satisfaction are not adversely affected,
what are the next steps for a hospital willing to make
this change? As a first intervention, knowing one’s
own data can be incredibly helpful. Our health system
created a reporting tool to evaluate postoperative
prescribing for 12 procedures (figure 1). We use this
tool to evaluate guideline compliance and identify
outlier prescribers. The prescription is attributed to
the surgeon of record and we found significant variability even between surgeons in the group. Another
key lesson we learnt is that, especially in the academic
setting, it is infrequently the surgeon of record who is
writing the discharge opioid prescription, but rather
residents, nurse practitioners or physician assistants
who have that responsibility. In some cases, our
surgeons were surprised by the quantities of opioids
being prescribed to their patients at discharge, and
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this knowledge became an impetus to implement
prescribing guidelines for certain common procedures.
The next step is to choose a guideline to follow. The
Michigan Opioid Prescribing Engagement Network
(OPEN) programme, described in this issue’s article,
has been remarkably helpful by both sharing and regularly updating its guidelines.10 A multispecialty expert
panel also created similar guidelines which are freely
accessible.11 Once the guidelines are chosen, they
should be shared with surgeons and other proceduralists, ideally at a faculty or educational meeting. Similar
to the work described by Brown and colleagues,8 any
intervention should be paired with patient education,
including these six steps: set expectations, set norms,
emphasise non-
opioids first, discuss appropriate
use, describe adverse effects of opioids and address
safe disposal when opioids are no longer needed.12
Preprinted handouts given to patients can facilitate this
discussion. This education should be part of the initial
surgical consent process, in which potential complications of the surgery are explained to the patient.13
Additionally, prescribers should be instructed on
performing a risk assessment prior to any opioid
prescribing, such as accessing the patient’s prescription
drug monitoring programme data profile where available, and either using a standardised risk tool (eg, the
Opioid Risk Tool14) or knowing patient-level factors
that put one at risk for developing opioid use disorder,
such as concurrent psychological disease and personal
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or family history of substance use disorders. Patients
who have risk factors but still need surgery should not
have adequate analgesia withheld, but the prescriber
should exercise increased caution and closer follow-up
when opioids are prescribed.
Finally, the effects of the intervention should be
measured, including not just quantities of opioids
prescribed but also patient satisfaction and incidence
of other postoperative complications. Of note, some
quality agencies have begun to take note of this issue.
For example in the USA, for the Leapfrog Group’s
2020 reporting, an optional field is to report on use
of prescription drug monitoring programmes as well
as whether or not surgeons are adherent to national
evidence-based opioid prescribing guidelines.15 Their
chosen tool is the Center for Opioid Research and
Education (CORE) metrics, which are similar to Michigan OPEN’s. For this year, the reporting is optional
and not scored or publicly reported, but it is a first
step towards keeping hospitals accountable and may
become reported in future iterations.
In the work to reduce postoperative opioid prescriptions, a next step will be to evaluate the truly meaningful outcomes of interest: development of opioid
use disorder and opioid-related overdose and death.
It makes empiric sense that decreasing opioid prescriptions will decrease chronic opioid use and, in some
cases, these complications. Furthermore, eliminating
excess leftover tablets in the medicine cabinet can only
be beneficial towards reducing diversion. It will take
more time and research to evaluate these outcomes,
but it should not stop implementation of programmes
like these to reduce the harm associated with treating
pain with opioids.
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