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Opioids and Ethics?

Against the backdrop of the US opioid epidemic, clini-
cians, hospitals, lawmakers, and the public are very
concerned about the role of opioids in pain manage-
ment. Although the majority of today’s opioid overdose
deaths involve heroin, illicit fentanyl, and polypharmacy
[2], it is undeniable that reckless overprescribing helped
fuel today’s crisis [5]. As a result, a common question
is: how can we reduce opioid prescribing? Or in the
language of Toward Opioid-Free Arthroplasty: A Lead-
ership Forum, the June 2018 gathering that inspired this
special issue of HSS Journal, which I attended (Fig. 1):
how do we move toward Bopioid-free^ medicine—in
this case, opioid-free arthroplasty?

Here, I would like to make two points about the
ethics of opioid prescribing during the US overdose
epidemic. First is the conceptual point that Bopioid-free^
arthroplasty is not obviously the appropriate goal, nor is
Breduced prescribing^; rather, we should aim for respon-
sible prescribing, and whether that entails opioid-free
practice is a contingent matter. Second, I would like to
give more concrete guidance on responsible opioid pre-
scribing in arthroplasty. Simply because a need for opi-
oids exists, we should not resign ourselves to their
predictable risks and harms. There is significant room
for improvement.

From BOpioid-Free^ to BOpioid-Responsible^
Arthroplasty

Concerns with opioid overprescribing arose because of the
harms it can and has caused. For two decades,
overprescribing has contributed to increased rates of opioid
use disorder and a skyrocketing overdose death rate [5]. Our
concern with overprescribing, then, is a concern with the
ethics of prescribing: providing more of a dangerous drug
than needed risks harm to the patient and to public health
and so is irresponsible.

As we recognize this point, it may become obvious that
no number of pills or of morphine equivalents—and that
includes the number zero—should be the aim as we seek to
change practice. It is not the case that the risk of
overprescribing means we should aim to eliminate opioids.
What I propose, rather, is prescribing an appropriate amount
of opioids, whatever that turns out to be. It is possible that
appropriate opioid prescribing would involve opioid-free
analgesia, but it is not obviously so.

So is opioid-free the only responsible arthroplasty?
It is easy to see why a significant decrease in opioid

prescribing may be desired. Around 6% of opioid-naïve
patients who receive opioids after surgery go on to develop
persistent opioid use [1, 8]. Persistent use raises worries
about addiction and the risk of overdose, but persistent
opioid use is also, itself, a negative outcome, given the
adverse effects and the risk/benefit profile of opioids. Thus,
if surgeons were able to perform total joint arthroplasty
(TJA) without opioid exposure, a significant post-surgical
complication would be prevented. This is a good reason to
explore the possibility.

On the other hand, discussion of opioid therapy against
the backdrop of the US opioid crisis too often hinges on the
risks of opioids as their only relevant feature. But it is also
true that opioids are powerful analgesics, especially for
certain forms of severe pain. TJA can be incredibly painful,
and the acute post-surgical pain is—like the harms associat-
ed with opioid use—a genuine moral consideration.
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Allowing patients to suffer when they do not need to is a
cost, and while it does not mean that all pain should be
treated with powerful drug therapies, it does mean it must be
a consideration when assessing the risk/benefit calculus for
opioid therapy.

Pain management is not as simple a task as surgeons
might like. Their blades cause considerable suffering, and
opioids both provide a means to mitigate that suffering and
carry substantial risk. Managing post-surgical pain requires
weighing competing values, and as is often the case the
clinician cannot weigh those values alone; doing so would
be unjustifiably paternalistic. Patients have different beliefs,
concerns, and fears about pain, medicine, and the risks of
dependence and addiction, and their subjective consider-
ations matter. As a result, pain management decisions are
not only complex (due to competing values) but also depen-
dent on the patient’s values.

For these reasons, I am skeptical that responsible anal-
gesia for TJA will always be opioid-free. Opioids can ad-
dress the severe pain of these procedures well, especially in
opioid-naïve patients. Yes, there are risks to opioid use, but
there are risks to most of what is done in medicine. If the
pain is severe enough, it does not seem a priori unreasonable
for a patient to value some degree of pain relief over miti-
gating those risks. Of course, some patients (for instance,
those in recovery from opioid use disorder) may be willing

to forgo opioid analgesia, and that also seems reasonable.
This argues for the idea that responsible analgesia can be
opioid-free—not that it always should be.

Improving Care while Continuing to Use Opioids

If I am correct in my suspicion that we are not yet ready for
opioid-free as the only responsible analgesia for
arthroplasty, then surgeons are justified in continuing to
prescribe opioids for these procedures. However, it is crucial
to resist a move that is made far too often—from the claim
that using opioids is permissible to a lack of concern with
how they are used. Remember that the goal is ethically
appropriate analgesia, and there is no reason to think that
medical ethics would be silent on the details of opioid use,
just because it is permissible to use them. Therefore, I would
like to make some concrete recommendations on opioid use
for TJA, moving from the most obvious to the more subtle
and complex.

The most obvious recommendation for improving
opioid-related complications after surgery is to use no more
pain medication than necessary for mitigating the very worst
of a patient’s suffering. Although this seems commonsensi-
cal, it is crucial to recognize both how important this advice
is and how much better medicine could do in living up to it.

Consider first the importance of using as little pain
medication as possible. More distressing than the 6% risk
of new, persistent use after an initial exposure to opioids in
opioid-naïve post-surgical patients is that an initial prescrip-
tion of at least 10 days increases the risk to more than 15%;
after 31 days, it soars to 30% [8]. That means that nearly
one-third of those given more than a 1-month prescription
will be taking opioids 1 year later [8]. This sort of jump in
risk justifies being very concerned not to prescribe more than
is necessary.

Fortunately, evidence is beginning to accumulate dem-
onstrating that even minor interventions can drastically re-
duce post-surgical prescribing. For instance, a team at the
University of Michigan noted that the average prescription
after gall bladder surgery was 250 morphine milligram
equivalents (MME) and asked patients how many pills they
actually used [3]. When patients said they used on average
less than one eighth of that prescription (30 MME), physi-
cians were educated and told patients that they would likely
need very few pills. As a result, the average prescription
dropped from 250 to 75 MME, with no increase in refill
requests. In short, just educating prescribers on how few
pills are actually necessary, and then preparing patients to
take fewer pills, resulted in a drastic reduction in the number
of pills going out the door. Based on similar data, the
Michigan team has published evidence-based prescribing
guidelines for several surgeries, and they are adding more
all the time (see the website of the Opioid Prescribing
Engagement Network: https://opioidprescribing.info).

There is good reason to think, then, that prescribers can
do better at dispensing appropriate amounts of opioids,
thereby avoiding some new cases of persistent opioid use.
However, equally important is the need for opioid

Fig. 1. Travis Rieder, PhD, talks with other experts at the invitational
symposium, Toward Opioid-Free Arthroplasty: A Leadership Forum,
held at HSS in June 2018. BIf no one knows whose job it is to protect
patients from the risks of opioids,^ writes Rieder, Bthose risks are much
more likely to materialize.^ Photograph by Robert Essel.
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management. Opioids are not simple medications, and man-
aging them does not end with prescribing them.

Consider the following two cases, one an orthopedic
trauma case and the other an arthroplasty case. Both provide
lessons relevant to post-surgical prescribing.

Limb Salvage

My journey into the ethics of opioid prescribing began with
consideration of a trauma case resulting in opioid-related
complications. Patient T was involved in a motorcycle acci-
dent and found himself in a limb-salvage situation. He
underwent five major surgeries, received no warnings or
counseling concerning his pain management regimen, and
developed a profound dependence on opioids in 2 months.
When the time came to stop the medication, he was given
the bad advice to taper off approximately 170 MME in just
4 weeks, dropping a quarter of the daily dose each week.
Following these instructions, he went into terrible, acute
withdrawal, suffering greatly and eventually becoming
deeply depressed and suicidal. Despite his significant priv-
ilege and supportive family, patient T was not able to find a
physician able or willing to manage his taper in a way that
would minimize his suffering.

Dozens of clinicians in three hospitals were willing to
write opioid prescriptions for patient T, but none could
manage those prescriptions over the long term [7].

Bilateral Knee Arthroplasty

A second patient—patient J—happened to know patient T
and so was rather concerned when she learned she needed
both knees replaced. She prepared herself for a painful
recovery and committed to taking as little pain medication
as necessary. Her surgeon prescribed 120 7.5-mg pills of
hydrocodone/acetaminophen (Norco). Due to her diligence,
she reduced the number of pills she took to just two a day
during the second week of recovery, tapering to zero in the
third week. In the days following her last pill, she experi-
enced minor withdrawal symptoms, which she would not
have identified had she not know patient T. Since she was
able to identify them and knew they would pass, she man-
aged not to resume opioid therapy. At the end of her recov-
ery, she had used 47 pills out of her bottle of 120.

Analysis

I know a lot about these two cases, as they are quite personal
ones—I am patient T, and my mom is patient J. And these
cases come nowhere near to exhausting my first-hand aware-
ness of how little physicians know about preparing patients for
opioid use, creating an exit strategy, and managing a course of
opioid therapy. Yet without these crucial prescribing skills,
clinicians provide access to a medication that carries the risks
of tolerance, dependence, and addiction, without taking re-
sponsibility for minimizing those risks. These are not minor

complications, and prescribers must learn how to provide
access to these medications in a way that lessens their hazards.

These cases can elucidate the data on new, persistent
opioid use after surgery. Dependence can develop quickly,
and when it does, stopping the medication hurts. Patients
who are not educated or monitored by competent clinicians
may not realize they are experiencing withdrawal; one symp-
tom of withdrawal is hyperalgesia, and so tapering or stopping
opioids can convince patients that they are not ready to stop.
By prescribing more pills than necessary surgeons can further
the notion that the patient need not stop taking the medication.
After all, if you have 73 pills remaining in a bottle of 120, and
going without hurts, you might believe that there is no reason
to stop. Surely, the doctor would not have prescribed those
pills if they were not needed or were dangerous, right?

These two cases also highlight a subtler set of prescribing
obligations. In addition to prescribing an appropriate dosage,
surgeons must counsel patients on pain and recovery, helping
them to prepare to hurt. Eliminating pain completely would
require significant opioid doses, but most people can put up
with some pain for a limited time. This counseling must also
include an agreed-upon exit strategy. Patients need to know
when and how to stop taking their medications, and the longer
they need them (for more complicated surgeries or for surger-
ies involving multiple procedures), the more likely it is that
dependence will pose a challenge to recovery.

Not all of the work can be done prior to surgery; patients
require monitoring after surgery, to ensure that they adhere
to the plan and receive necessary support. This monitoring
cannot wait for a visit a month or two after surgery; most
patients should be off the medication long before that. Pre-
scribing clinicians cannot fix a problem they never see,
which means that someone must contact the patient regular-
ly to discuss the pain management protocol.

If such interventions can head off potential problems,
they also call for integrated services. Recognizing that a
patient at post-operative weeks 2 and 3 is taking too much
pain medication requires action, but perhaps not one that
every surgeon or nurse is trained to deal with. Such patients
may need a behavioral health assessment by a clinician
trained to determine the appropriateness of the current
course of treatment. Is the continued demand for opioids
the result of pain from a complication, or is this a budding
risk of developing opioid use disorder requiring specialized
therapy? A surgical department, then, needs both the capac-
ity to make behavioral health assessments and the relation-
ships to pain management and addiction services to provide
consultation and hand-off, as needed [4, 6, 9].

In short, the understandable focus on prescribing the cor-
rect number of pills risks overlooking the complexity of thor-
oughly responsible prescribing. Responsible opioid
prescribing involves at least the following: (1) pre-surgical
counseling and education of a patient who will receive opioid
therapy; (2) prescribing an evidence-based amount that mini-
mizes the risk of new, persistent opioid use; and (3) close
management of the patient for as long as therapy continues,
ensuring that the patient adheres to the plan and looking for
signs that the patient needs a hand-off. These are significant
obligations, but also sensible, considering the dangers.
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Who Is Responsible for Ethical Prescribing and
Management of Opioids?

If my argument so far is on track, then I have established that
patients have a right to fairly extensive services when they
are prescribed opioids for post-surgical pain, which means
that someone has the obligation to provide those services.
But who, precisely, has these obligations?

A plausible answer is that the prescriber of the opioids is
responsible because he or she is the one who provides access
to the dangerous medication. And so the relevant principle
would be something like: If you prescribe a medication that
has foreseeable harmful side-effects, you are obligated to
mitigate those harms [7]. This principle works well in many
cases of prescribing, such as with family physicians. There is
a complication in surgery, however, in that a whole team of
clinicians works with the patient. While the surgeon per-
forms the procedure, nurse practitioners (NPs) or physician
assistants (PAs) may write discharge prescriptions and re-
fills. So if the responsibility falls to whoever signs the
prescription, it would be an NP or PA rather than the treating
physician.

Does this seem like the right delineation of responsibil-
ity? Asking the question brings into tension two plausible
ideas about responsible prescribing: first, that whoever ac-
tually signs a prescription bears some responsibility for
managing that prescription; and second, that in the case of
surgery, the operating physician is responsible for Bthe
treatment^ of a patient in some holistic sense, and that this
includes mitigating the risks of harmful outcomes.

Pointing out the different ways of distributing responsi-
bility for opioid therapy raises the question of opioid pre-
scribing ethics to a structural level. We need not ask only
who is responsible for managing the risks of opioids but also
who should be responsible. How, that is, should a hospital,
surgical center, or department be organized so that this set of
obligations gets discharged reliably and efficiently?

There is no obviously correct answer to this question. An
institution could decide to hold surgeons responsible for man-
aging opioids, since they are the clinicians guiding overall
treatment. Or it could decide that this is an inefficient use of
resources, given the cost of a surgeon’s time, and instead
assign it to a team of NPs or PAs. There are no doubt other
reasonable options. However such an institution is organized,
though, the relevant parties would need to be educated to live
up to these obligations and to be free to organize patient
encounters in a way that aids their effort (making pain man-
agement check-in calls every few days, for instance).

The ethics of opioid prescribing, in other words, does not
determine an appropriate model for discharging opioid-
related obligations. It does, however, make clear that a
model must be chosen and acted on. It is likely that at many
institutions, no one claims responsibility for these obliga-
tions, and there is no enforceable institutional understanding
of the distribution of the responsibility.

And that is the outcome that is unjustifiable. If no one
knows whose job it is to protect patients from the risks of
opioids, those risks are much more likely to materialize.
That is the precise lesson of my case studies.

Although our forum was titled BToward Opioid-Free
Arthroplasty,^ I have argued against opioid-free as the only
responsible arthroplasty. Given the risks of opioids, it would
be good if surgeons eventually can perform surgery without
them; at present, though, we must recognize that opioid
therapy can have significant benefits for some arthroplasty
patients.

Recognizing this does not, however, mean that we
should give up on improving opioid prescribing. Responsi-
ble opioid use requires solid evidence on prescribing habits,
which would almost certainly reduce total prescribing [3].
Further, the writing of a prescription is not the only ethically
relevant component of prescribing. Responsible opioid pre-
scribing also requires medication management, including
educating and counseling the patient and intervening as
necessary when therapy does not go as planned.

Opioid-free arthroplasty may not, then, be the only re-
sponsible arthroplasty. Indeed, responsible opioid use in
TJA requires a re-envisioning of the ethical division of labor
in surgery. Surgery requires a team approach including
members charged with overseeing opioid prescriptions. All
team members must be informed of this role, and there must
be an appropriate system of accountability.
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