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Rational Perioperative 
Opioid Management in the 
Era of the Opioid Crisis: 
Comment

To the Editor:

The Kharasch et al.1 editorial is very timely because 
there is pain with its physical, psychologic, socio-

economic, and spiritual constituents and then there is 
suffering attributable to pain’s physical, psychologic, 
socioeconomic, and spiritual consequences.1,2 It is ironic 
that the evolving opioid epidemic may have created an 
anomaly. Herein overregulated medical practices to con-
tain overzealous prescription of analgesics may be para-
doxically inducing iatrogenic pain and thence iatrogenic 
suffering leading to iatrogenic suicide ideations, behav-
iors, attempts, and completions. Can it be safely said that 
no one ideates, behaves, or attempts to commit suicide 
unless in pain and suffering? Even those who ritually or 
culturally presume their completion of life as an indica-
tion to take the leap of faith toward ending that life may 
be suffering as a result of spiritual pain associated with 
futility of existence within the matrix when existence 
within the matrix spiritually reveals itself as eternally pur-
poseless to them.3

One of the biggest questions regarding analgesic over-
dosing incidents has been about when, how, and why to 
delineate and differentiate these incidents into intentional 
(suicidal) overdosing versus unintentional (accidental) over-
dosing.4 Essentially, each overdosing incident should always 
be appropriately categorized as suicidal or accidental even 
if such categorization may seem difficult to impossible after 
completed suicides. Appropriate categorization can ensure 
that true incidence of intentional self-harm does not get 
obscured by falsely higher incidence being deemed to 
accidental overdosing incidents. Exploration about intent 
to self-harm may be especially important after near-fatal 
overdosing incidents so that the survivors can appropri-
ately receive self-directed violence (suicide) prevention 
management.

Correspondingly, the overcautiously defensive health-
care providers may have to also understand that under-
treated pain-induced suffering can also lead to self-directed 
violence wherein providers and their conscience may 

feel burdened, especially when their patients’ dependence 
on analgesics may have been iatrogenic and their depen-
dent patients’ helplessness during evolving policy-based 
withdrawals from analgesics may be iatrogenic too. Thus, 
shouldn’t the healthcare providers be aware of and con-
cerned about iatrogenicity playing a role in their patients’ 
suicide ideations, behaviors, attempts, and completions? 
Moreover, in the presence of unreasonable and inexplica-
ble limited access to buprenorphine, which has low abuse 
potential as the first-line analgesic to counter pain and 
suffering, do over-the-counter cannabidiol (CBD) oil and 
legalized marijuana for recreational and medical purposes 
become a win–win situation for healthcare providers as 
well as patients aiming to overcome undertreated pain and 
suffering?5–7

Summarily, there may not be any clear-cut answer for 
healthcare providers managing pain patients. However, 
it has been, is, and will always be about striking and then 
maintaining the delicate balance between (1) prompt 
diagnosis and management of pre-existing pain, suf-
fering, and self-directed violence among their patients, 
and (2) astute prevention and containment of iatrogenic 
pain, suffering, and self-directed violence among their 
patients.
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Rational Perioperative 
Opioid Management in the 
Era of the Opioid Crisis: 
Comment

To the Editor:

We read with interest the recent editorial by Kharasch 
et al.1 concerning opioid management. We agree 

with their assessment of “opioid phobia,” and we would say 
“not so fast with opioid-free anesthesia.” There is no doubt 
that opioids are highly addictive drugs, as shown by recur-
ring waves of opioid abuse since the nineteenth century. We 
appreciate that those promoting opioid-free anesthesia are 
well intentioned. However, neither the elimination nor the 
reduction of perioperative opioids have been clearly asso-
ciated with decreased long-term use and abuse. As noted 
by Kharasch et al., the increase in prescription opioids in 
the attempt to address inadequate perioperative pain man-
agement was a major factor in the evolution of the opioid 
abuse crisis.1 Ironically, perioperative pain continues to be 
undertreated at this time. Despite the potential advantages 
of multimodal analgesia, opioids remain an invaluable class 
of analgesics in the treatment of moderate to severe periop-
erative pain, and indiscriminate use of well-intentioned 
opioid free anesthesia may actually perpetuate inadequate 
perioperative pain control. Additionally, opioids are a dis-
tinctive component of balanced anesthesia. As reiterated in 
the recent review by Egan,2 opioids work synergistically 
with primary anesthetics to achieve immobility, uncon-
sciousness, and control of adrenergic responses. Elimination 
of opioids from a balanced anesthetic necessitates increased 

reliance on other anesthetic drugs, which may have unin-
tended consequences.

Although the solution to the current opioid abuse crisis is 
clearly complex and multifaceted, we highlight three signifi-
cant issues that we believe have received insufficient attention.

First, there is an urgent need for evidence-based guidance 
for providers about optimal perioperative use of opioids for 
specific surgical procedures and groups of patients. In reality, 
providers, frequently do not know how to best use opioids. 
Recent clinical guidance documents published by profes-
sional organizations (e.g., enhanced recovery after surgery, 
American Society for Enhanced Recovery) have endorsed 
multimodal analgesia and reduction in the use of opioids but 
typically have not provided granular guidance regarding spe-
cific opioids and doses. In the absence of evidence-based rec-
ommendations, opioid-free anesthesia is attractive because, by 
default, the need to titrate opioids for a range of patients and 
procedures is eliminated. We suggest that many, if not most, 
patients would be better served by receiving optimal doses 
of opioids in the setting of multimodal analgesia, rather than 
no opioids. For example, appropriate use of intraoperative 
methadone has been shown to reduce postoperative analgesic 
requirements.3 Postprocedural dosing protocols and smaller 
prescription quantities may result in less consumption of opi-
oids without impairing pain control.4,5 Health care providers 
need practical evidence-based guidance for both intraoper-
ative and postoperative opioid administration that addresses 
the wide array of procedures currently performed.

Second, numerical pain scores should be replaced by 
functional pain assessment. The numerical pain score inade-
quately reflects the complicated nature of pain and has been 
implicated in perpetuating excessive administration of opi-
oids.6 Functional pain assessment can include meaningful 
parameters of the recovery process such as participation in 
physical therapy, sleeping, eating, and engagement in social 
interactions. Development and endorsement of practical 
perioperative pain assessment tools should involve inter-
disciplinary input from multiple specialties including psy-
chiatry, rehabilitation medicine, physical therapy, and pain 
medicine. We cannot evaluate our efforts to transform the 
use of opioids without better methodology for pain assess-
ment. The medical community should rapidly abandon 
numerical pain scores by developing and adopting better 
systems for measuring the “fifth vital sign.”

Third, patients must be more engaged in pain manage-
ment and safe opioid use. Ultimately, it is the patient who 
takes the opioids home to their community and is faced 
with decisions about use, sharing, storage, and disposal. 
Most patients do not appreciate the complex interac-
tions between the central and peripheral nervous systems 
that produce pain, and have little knowledge of how to 
manage pain, much less opioids. Patients need education 
about pain as part of their recovery process. Patients also 
need a practical understanding of their medications in 
term of mechanisms, dosing, toxicity, and responsible 
stewardship. Simple tools such as medication scheduling 
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and tracking apps, more objective pain self-assessment 
strategies, and improved disposal opportunities could 
help patients with safer opioid behavior and should be 
reinforced throughout the recovery process. As the med-
ical community learns more about patient behaviors, we 
must simultaneously empower patients with knowledge 
and tools to be better guardians of both personal and 
community health.

The opioid crisis is humbling, as we realize that incorrect 
assumptions and lack of evidence-based practice contributed 
to a wave of addiction in our communities. Clearly, decisive 
action is needed, but we must not be rash in addressing our fail-
ures. A scientific and thoughtful approach is critical to advanc-
ing our practice in safe and meaningful ways. Anesthesiologists 
have a central role in the perioperative surgical home and in 
pain management and have a unique opportunity to support 
the medical community with better evidence-based guidance 
for opioid administration and prescription, meaningful pain 
assessment, and patient education and empowerment.

The opioid epidemic is a painful reminder that what we 
do matters.
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Rational Perioperative 
Opioid Management in the 
Era of the Opioid Crisis: 
Reply

In Reply:

We thank the authors1,2 of these letters to the edi-
tor for their thoughtful reading of our editorial.3 

The diversity of the opinions expressed in these responses 
reflects the diversity of issues enmeshed in the current 
crisis.

Chakrabortty and Gupta1 challenge readers to recognize 
that the complexities of opioid use are more than matched 
by the complexities of suffering. They suggest that efforts to 
contain over-prescription of opioids to treat pain may inad-
vertently result in pain and suffering that can, in turn, lead to 
suicidal ideations and worse. To use opioids compassionately 
with the goal of reducing suffering while not placing patients 
and community members at undue risk is a major challenge. 
We believe anesthesiologists can help patients during the 
highly stressful and painful intraoperative and immediate 
postoperative period by carefully using these powerful medi-
cines. Although beyond the scope of the original editorial, we 
feel that informed and comprehensive care of the individual 
in pain will bring the best outcomes with the least risk.

Shishido and Bowdle2 amplify and extend some of the 
themes in our editorial, and we could not have said things 
any better than they did. To optimize opioid use guided by 
meaningful clinical endpoints and evidence is a far more 
patient-centric and medically justified approach to the treat-
ment of pain than arbitrarily abandoning use of these analge-
sics. Special attention should be paid to their recommendation 
that patients be more engaged in the management of their 
pain and the safe use of the opioids they are prescribed to 
treat that pain. Preanesthesia clinics could be the place for 
patient education about postoperative pain, pharmacother-
apy, and opioid stewardship and not just a place for preoper-
ative screening and evaluations. Although some hospitals and 
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surgery centers may be looking to shrink their preoperative 
clinics and replace in-person evaluations with phone calls or 
less for all but the sickest, we need to avoid missing both a need 
and an opportunity. Anesthesiologists should endeavor to both 
improve patient care and enhance their value to their patients 
and their institutions by meeting this important patient need.
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Implications of Practice 
Variability: Comment

To the Editor:

I read with interest the Editorial by Sessler1 on the  
implications of practice variability. There is considerable 

interpatient variability in the response to surgical stress, 

hemodynamic perturbations, anesthetics, fluids, vasopressors, 
inotropic therapy, extracorporeal-circulation, hemotherapy, 
ischemia-reperfusion, and others, and also considerable 
interindividual variation in the incidence and severity of 
the perioperative complications. Although personalized or 
precision medicine is gaining implementation generally in 
disease prevention and treatment, the potential of preci-
sion perioperative medicine remains to be fully explored 
and implemented, such as in hemodynamic optimization, 
anesthetic regimens, pharmacologic therapy, pain manage-
ment, mechanical ventilation, and other organ protective 
strategies.2 The guideline- and protocol-based perioperative 
approach constitutes the antithesis of precision medicine 
in perioperative practice. Nevertheless, the proponents of 
precision perioperative medicine embrace the notion that 
most of the standardized therapies are designed for an aver-
age patient and are insensitive to the wide heterogeneity 
wherein different subsets of patients respond differently to 
an allocated treatment. In addition, they cite an assortment 
of confounding factors ranging from Hawthorne effect to 
the impact of a heightened vigilance in modulating the 
outcomes under evaluation while adhering to a protocol. 
Moreover, the lack of firm evidence on the results of pro-
tocolized interventions, such as early goal-directed therapy 
in sepsis, accentuates the debate furthermore.3 Interestingly, 
the theory of refuting a free pass to the clinical pathways on 
evidence to preclude the extrapolation of the same to pro-
cedures and populations they were never investigated upon 
begets the need of a robust context-appropriate evidence.1 
As precision medicine evolves across diverse clinical settings, 
the lack of acknowledgment to this evolving paradigm 
shift under the preconceived notion that the standardized 
approach is sacrosanct in perioperative practice is a disfa-
vor to the speciality when the impetus to execute precision 
medicine in other clinical fields is captivating society.
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