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INTRODUCTION
Since the U.S. Department of Health and Human 

Services declared the opioid crisis a national public health 
emergency, the rate of opioid overdose has only continued 
to grow.1 It is projected that even with current attempts 
to restrict prescription opioid supply, the annual number 
of opioid deaths will rise from 33,100 in 2015 to 81,700 

by 2025.2 However, given their efficacy, opioid analgesics 
remain the standard of care for the treatment of acute 
postsurgical pain.3 For many patients, this is the first expo-
sure to opioids.4 To address this, there is a growing body of 
literature looking at trends in opioid use and risk factors 
for prolonged and new persistent opioid use following 
minor surgery. Estimates for the rates of new persistent 
narcotic use have been reported from 5.9% to 28%.5–7 As 
the most common hand surgery performed in the United 
States with over 600,000 cases yearly, carpal tunnel release 
and its impact on opioid use is important to consider.7,8

Open and endoscopic techniques for carpal tunnel 
release are both effective treatments for carpal tunnel 
syndrome.9–13 Comparisons of the two techniques have 
demonstrated that endoscopic surgery may allow for 
earlier return to work and improved early postoperative 
strength, but carries a slightly higher risk of median nerve 
injury. Overall symptom relief and long-term outcomes 
are comparable.9–13 When considering cost, studies have 
shown that endoscopic surgery is more expensive due 
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Background: Open (OCTR) and endoscopic carpal tunnel release (ECTR) are 
both effective treatments for carpal tunnel syndrome, with similar outcomes and 
complication rates. Given the opioid epidemic, it is important to consider how 
surgical modality impacts narcotic use. We compared narcotic use after OCTR and 
ECTR to identify trends and risk factors for prolonged postoperative use.
Methods: We utilized the PearlDiver database to identify patients who underwent 
OCTR and ECTR between 2008 and 2015. Patients with opioid use were analyzed 
for trends. Early refills, prolonged postoperative opioid use, and new persistent 
opioid use were defined by time periods relating to the date of surgery. Age, gen-
der, Charlson comorbidity index (CCI), and surgery type (open versus endoscopic) 
were analyzed as predictors for opioid use.
Results: A total of 29,583 patients were included: 4125 (14%) ECTR and 25,458 
(86%) OCTR. Significantly more OCTR patients filled perioperative prescriptions 
(62% versus 60%), and the OCTR group filled higher quantities of perioperative 
opioids (411 OME versus 379 OME). Patients in the OCTR group were also signifi-
cantly more likely to obtain early refills and to have prolonged postoperative use. 
There was no difference in the rate of new persistent use.
Conclusions: Compared with ECTR, patients who underwent OCTR filled higher 
quantities of opioids in the perioperative period, were more likely to obtain early 
refills, and were more likely to have prolonged postoperative use. These find-
ings suggest either a lower opioid requirement after ECTR or a lower perceived 
requirement reflected in the difference in prescribing habits between techniques. 
(Plast Reconstr Surg Glob Open 2021;9:e3399; doi: 10.1097/GOX.0000000000003399; 
Published online 16 February 2021.)
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to increased time and equipment required.14 Although 
outcomes and costs have been widely studied, the effect 
of surgical modality on postoperative narcotic use is not 
yet well characterized. Specifically, there is limited data 
on the effects of open compared with minimally invasive 
endoscopic techniques on postoperative narcotic use. 
Multiple factors including surgeon experience, anesthe-
sia requirement, procedure time, and real or physician 
perceived pain differences between open and endoscopic 
procedures may lead to differences in the quantity of 
opioids patients are prescribed and use postoperatively. 
Given their similar efficacy, surgical modality is a worth-
while consideration for its potential impact on narcotic 
use. The specific aims of this study were to compare open 
versus endoscopic techniques in terms of (1) the formula-
tions and quantities of narcotics filled in the periopera-
tive period, and (2) the rates and risk factors for obtaining 
an early refill, prolonged postoperative use, and new 
persistent use. We hypothesized that endoscopic surgery 
patients would fill fewer narcotic prescriptions.

MATERIALS AND METHODS

Database
This study utilized the Pearldiver Patient Records 

Database (Colorado Springs, Colo.), a for-fee retrospec-
tive nationwide insurance billing database. Because this 
study required prescription information, the dataset from 
Humana was used, which is a private insurance company 
that offers both commercial and Medicare advantage plans 
with records from over 23 million patients over the period 
of 2007–2016. PearlDiver provides de-identified patient 
data and is compliant with the Health Insurance Portability 
and Affordability Act. Thus, research is exempt from IRB 
approval.

Study Population
The database was queried for patients with a diagnosis 

of carpal tunnel syndrome who underwent either endo-
scopic or open carpal tunnel release, utilizing Current 
Procedural Terminology (CPT) codes and International 
Classification of Diseases 9 (ICD-9) Codes. CPT-64721 
was utilized for open release, CPT-29848 for endoscopic 
release, and ICD-9-354.0 for the diagnosis of carpal tun-
nel syndrome. To capture medical comorbidities and post-
operative outcomes, patients had to be at least 19 years 
of age and Humana insured for 1 year before surgery 
through 90 days after surgery. To avoid capturing patients 
who received opioids for other indications, patients were 
excluded if they underwent any other same-day musculo-
skeletal procedures or if they were admitted within 90 days 
after surgery. Both chronic users of opioids and opioid-
naive patients were included, as detailed below.

Data Collection
The open and endoscopic surgery groups were evalu-

ated for demographic factors including age, gender, and 
baseline comorbidities. To quantify comorbidity in a stan-
dardized manner, we used the Charlson comorbidity index 

(CCI), which was included in the dataset, and is a widely 
utilized and validated numeric scale that weighs comorbid 
conditions to predict 10-year survival.15 Data were also col-
lected on acute surgical complications and medical com-
plications occurring within 30 days after surgery using the 
ICD-9 codes listed in Table 1.

For narcotic data collection, the Food and Drug 
Administration approval database was utilized to create a 
comprehensive list of oral opioids for inclusion.16 Chronic 
opioid use was defined as having filled at least 1 oral nar-
cotic prescription between 4 months and 30 days before 
the carpal tunnel procedure. As described by Steiner et. 
al, prescriptions within 30 days were not included in the 
definition of preoperative opioid use to reduce the risk of 
capturing prescriptions that were given in preparation for 
surgery.17 Patients without a prescription between 4 months 
and 30 days prior to surgery were defined as opioid naive.

The perioperative period was defined as 30 days before 
surgery through 2 days after surgery. To determine quantity 
of narcotics used in this period, all opioid formulations were 
converted to the standardized unit of oral morphine equiva-
lents using an online calculator developed by the Agency 
Medical Directors’ Group (ADGME).18 Prior studies on 
opioid use after minor hand procedures have defined the 
perioperative period in different ways, including 7 to even 
14 days after surgery.3,6,19 We chose a more conservative cut-
off based on recent literature demonstrating that patients 
undergoing carpal tunnel surgery in particular are most 
likely to use opioids within the first 2–3 days after surgery.20–23

Early refills were defined as filling a second opioid pre-
scription within the 2 day to 30 day postoperative period. 
Prolonged postoperative opioid use was defined as filling 
an additional prescription between 30 and 90 days after 
surgery. Finally, new persistent narcotic use was defined 
as previously opioid-naive patients who both filled a peri-
operative prescription and an additional oral opioid 
prescription in the 30- to 90-day postoperative period. A 

Table 1. ICD-9 Codes for Surgical and Medical  
Complications

 ICD 9 Code

Acute complications  
  Hematoma 998.12
  Seroma 998.13
  Postoperative infection 998.5, 998.51, 998.59
  Cellulitis/abscess 682.9
  Dehiscence 998.30, 998.31, 998.32, 998.33
  Hemorrhage 998.11
  Medical complications  
  Sepsis 995.91, 995.92
  Septic shock 785.52
  Pulmonary embolism 415.11, 415.12, 415.13, 415.19
  Ventilator V46.11
  Unplanned intubation 96.0
  Acute renal failure 584.5–584.9
  Cardiac arrest 427.5
  Myocardial infarction (acute) 410.00–410.92
  Stroke 434.91
  Coma 780.01
  Pneumonia 480–486
  Urinary tract infection 599
  Deep venous thrombosis 453.4
  Transfusion 9904, V58.2
  Cardiopulmonary complications 997.1
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graphic summary of the relevant time periods used in our 
study is shown in Figure 1.

Statistical Analysis
Descriptive statistics were calculated for demographics, 

medical comorbidities, and preoperative opioid exposure 
in the open and endoscopic groups. Multivariate logistic 
regression was used to examine the effect of open versus 
endoscopic surgery on the odds of filling a perioperative 
prescription and obtaining an early refill while control-
ling for age, sex, CCI, and chronic opioid use. Multivariate 
regression was also performed to examine the effect of 
open versus endoscopic surgery on the odds of becom-
ing a new persistent opioid user while controlling for age, 
gender, and CCI. Finally, descriptive statistics were calcu-
lated for the rates of acute surgical and medical complica-
tions in the 2 groups, and a sub-analysis was performed to 
examine the effect of preoperative opioid exposure and 
prolonged postoperative use on complication rates while 
controlling for surgical modality. For all regression analy-
ses, odds ratios (ORs) and 95% confidence intervals (CIs) 
were reported.

RESULTS
A total of 29,583 patients were included, with 4125 

(14%) endoscopic patients, and 25,458 (86%) open 
patients. Demographics are shown in Table  2. The aver-
age CCI was slightly lower in the endoscopic group, at 2.17 
versus 2.32 (P < 0.001); however, both values correspond 
to 90% 10-year survival and therefore this difference is 
unlikely to be clinically relevant.15 A comparison of opi-
oid use pre- and postoperatively between the open and 
endoscopic groups is shown in Table 3. The percentage of 
chronic opioid users was similar between the endoscopic 
and open groups, at 21% and 22% respectively (P = 0.435).

Perioperative Opioid Use
On univariate analysis, more patients in the open group 

filled a perioperative prescription than in the endoscopic 
group (62% versus 60%; P = 0.034). Table 4 shows adjusted 
odds of filling opioid prescriptions. When controlling for 

age, gender, and chronic opioid use, open patients were 
13% more likely to fill a perioperative prescription than 
endoscopic patients (CI 1.05–1.21, P < 0.001).

The strongest predictor for filling a perioperative 
prescription was chronic opioid use, with an odds ratio of 
2.81 compared with opioid-naive patients (CI 2.63–3.01, 
P < 0.001). The following 4 drugs accounted for over 95% 
of perioperative prescriptions: codeine/acetaminophen, 
hydrocodone/acetaminophen, oxycodone/acetamino-
phen, and oxycodone HCl. After converting doses into 
oral morphine equivalents, open patients filled higher 
quantities of opioids than endoscopic patients, at 411 ± 
96 OME versus 379 ± 82 OME respectively (P < 0.001). 
This corresponds to approximately 55 tablets of 5-mg 
oxycodone per patient in the open group and 51 tablets 
in the endoscopic group.

Risk Factors for Early Refills, Prolonged Postoperative 
Opioid Use, and New Persistent Opioid Use

In the open group, 16% (n = 3,495) of patients obtained 
an early refill compared with 14% (n = 577) in the endo-
scopic group (P  =  0.008). On multivariate analysis, open 
patients were 19% more likely to obtain an early refill (CI 
1.07–1.33, P = 0.001). Open patients also trended toward 
higher rates of prolonged use (20% versus 18%, P = 0.052), 
and were 13% more likely to have prolonged use (CI 1.02–
1.25, P = 0.021). Finally, there was an overall 9% rate of new 
persistent opioid use, which was similar between groups.

The strongest predictor of early refills and prolonged 
use was chronic opioid use—these patients had 9.23 times 
the odds of obtaining an early refill (CI 8.59–9.91, P < 0.001) 
and 10.01 times the odds of prolonged use (CI 9.36–10.71, 
P < 0.001) compared with opioid-naive patients.

Opioid Use and Acute Surgical and Medical Complications
Although the rates of medical complications were 

similar between groups, there was a slightly higher rate 
of acute surgical complications in the endoscopic group 
at 0.7% versus 0.3% (P = 0.007). Controlling for chronic 
opioid use, open patients had 1.92 times the odds of an 
acute complication compared with endoscopic patients 
(CI 1.11–3.31, P  =  0.019). In this sub-analysis, chronic 

Fig. 1. Graphic summary of time frames.
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opioid use was an independent risk factor for complica-
tions; these patients had 1.56 times the odds of an acute 
surgical complication (CI 1.11–2.19, P = 0.011), and 1.26 
times the odds of a medical complication (CI 1.05–1.52, 
P = 0.015) compared with opioid-naive patients. Patients 
with prolonged postoperative opioid use also had higher 
odds of both acute (OR 1.86, CI 1.32–2.63, P < 0.001) and 
medical complications (OR 1.31, CI 1.08–1.59, P = 0.006).

DISCUSSION
Opioids and Carpal Tunnel Release

The appropriate quantity of pain medication to pre-
scribe for acute postoperative pain is not well established. 
In this study, the average OMEs filled per patient in the 

overall cohort during the perioperative period was 406 ± 
126, and the average number of pills per patient was 47 
pills ± 42. For comparison, Wunsch et al reported an aver-
age of 213 OMEs per patient in their large database study, 
but only looked at prescriptions within 7 days after carpal 
tunnel release.19 As large database studies have the limita-
tion of capturing unrelated prescriptions, these numbers 
may be higher than real-world conditions. However, even 
recent prospective studies have reported averages of 20–
30 pills prescribed following elective hand surgery despite 
substantial evidence that pain is adequately controlled 
with as few as 5 pills.3,21,22,24–27 Even when accounting for 
the inclusion of unrelated prescriptions, our findings fur-
ther substantiate concern over excessive opioid prescrib-
ing practices in general, and draws specific attention to 

Table 2. Demographic Details

 Endoscopic, n (%) Open, n (%) P

Overall cohort 4125 (100) 25,458 (100)  
Gender    
  Women 2462 (60) 15,185 (60) 1.0
  Men 1663 (40) 10,273 (40) 1.0
Age*    
  20–34 50 (1) 259 (1) 0.247
  35–49 344 (8) 1783 (7) 0.002
  50–64 906 (22) 5080 (20) 0.003
  65–79 2200 (53) 13,509 (53) 0.686
  80+ 643 (16) 4963 (19) <0.001
  Total 4143 (100) 25,594 (100)  
Charlson comorbidity index (mean, SD) 2.16 (2.51) 2.32 (2.57) <0.001
  <2 (>90% 10-year survival) 2793 (68) 16,319 (64)  
  3 (77% 10-year survival) 422 (10) 2908 (11)  
  4 (53% 10-year survival) 281 (7) 2029 (8)  
  5 (21% 10-year survival) 183 (4) 1387 (5)  
  6+ (<3% 10-year survival) 446 (11) 2815 (11)  
*Patients with records in the data base at different ages are counted in multiple age group.

Table 3. Opioid Exposure

 Endoscopic, n (%) Open, n (%) Total, n (%) P

Overall cohort 4125 (100) 25,458 (100) 29,583 (100)  
Opioid naive 3253 (79) 19,873 (78) 23,126 (78) 0.057
Chronic opioid use 872 (21) 5585 (22) 6457 (22) 0.435
Filled a perioperative prescription 2469 (60) 15,819 (62) 18,288 (62) 0.034
Early refill 586 (14) 4059 (16) 4645 (16) 0.008
Prolonged postoperative use 747 (18) 5003 (20) 5750 (19) 0.052
New persistent opioid use 296 (7) 1939 (8) 2235 (8) 0.605
Avg. OMEs per patient in the perioperative period 379 ± 82 411 ± 96 406 ± 126 <0.001

Table 4. Adjusted Odds of Filling Opioid Prescriptions

 
Perioperative  

Prescription (CI) P
Early  

Refill (CI) P
Prolonged  
Use (CI) P

New Persistent  
Use (CI) P

Surgery         
  Endoscopic 1  1  1  1  
  Open 1.12 (1.05–1.21) 0.001 1.19 (1.07–1.33) 0.001 1.13 (1.02–1.25) 0.021 1.08 (0.94–1.23) 0.267
Gender         
  Women 1  1  1  1  
  Men 1.00 (0.95–1.05) 0.928 0.98 (0.91–1.05) 0.541 0.88 (0.82–0.94) <0.001 0.94 (0.86–1.02) 0.152
Age         
  20–34 1  1  1  1  
  35–49 0.90 (0.72–1.13) 0.371 1.19 (0.89–1.59) 0.238 1.50 (1.13–1.99) 0.005 1.26 (0.87–1.83) 0.215
  50–64 0.79 (0.64–0.98) 0.030 1.08 (0.82–1.42) 0.597 1.59 (1.22–2.09) <0.001 1.11 (0.77–1.58) 0.578
  65–79 0.58 (0.47–0.72) <0.001 0.53 (0.40–0.70) <0.001 0.88 (0.67–1.15) <0.001 0.91 (0.64–1.29) 0.584
  80+ 0.44 (0.36–0.54) <0.001 0.34 (0.26–0.46) <0.001 0.57 (0.44–0.76) 0.341 0.63 (0.44–0.91) 0.013
  CCI 1.01 (1.00–1.02) 0.134 1.05 (1.04–1.07) <0.001 1.05 (1.04–1.07) <0.001  1.01 (0.99–1.03) 0.297
Opioid use         
  Naive 1  1  1  NA NA
  Chronic 2.81 (2.63–3.01) <0.001 9.23 (8.59–9.91) <0.001 10.01 (9.36–10.71) <0.001 NA NA
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the field of hand surgery. Moreover, the overall 9% rate of 
new persistent use in this study supports recent evidence 
that even short-term exposure to opioids in the postopera-
tive period can increase risk of persistent use.4–7,17,28

Surgeons must also consider how prior opioid expo-
sure can influence postoperative narcotic use when 
writing opioid prescriptions for acute postsurgical pain. 
Our finding of a 22% rate of chronic opioid use is com-
parable to many prior studies—notably that of Gause et 
al, who found a 24% rate in their PearlDiver study on 
CTR.7 Other large cohort studies on narcotic use and 
minor surgery have reported similar rates in the range 
of 21.5%–24.1%.3,7,17 Still, surgeons may not be aware of 
the extent to which their patients are affected. A recent 
cross-sectional survey study by Menendez et al found 
that although 94% of over 3000 hand surgeons surveyed 
felt confident in their ability to prescribe opioids, only 
40% routinely asked about prior opioid abuse or depen-
dence.29 In this study, chronic opioid use increased the 
odds of early refills and prolonged postoperative use by 
over 9 times when compared with previously opioid-naive 
patients, and as such should be considered when writing 
perioperative prescriptions.

The above discussion of perioperative opioid prescrib-
ing is important; however, this study’s primary aim was to 
compare opioid prescribing between endoscopic and open 
carpal tunnel release which, to our knowledge, has not pre-
viously been studied. Open patients were not only more 
likely to fill a perioperative prescription, but also filled 
higher initial quantities of opioids overall. Because these 
represent preoperative prescriptions given in anticipation 
of postsurgical pain, the difference in quantity between the 
open and endoscopic groups is likely more reflective of 
surgeon prescribing practices than patient factors. There 
are several possible explanations for these findings. First, 
lower level trainees prescribe higher quantities of opioids 
in general.27 As endoscopic CTR is more likely to be per-
formed by hand fellowship-trained surgeons, higher level of 
training may contribute to lower perioperative prescription 
quantities found in the endoscopic group. Hand surgeons 
should emphasize the importance of careful opioid pre-
scribing with trainees, especially for minor procedures that 
may be treated with alternative analgesia. Furthermore, sev-
eral studies have shown that quality improvement initiatives 
targeted at reducing postoperative opioid prescribing are 
effective.30–32 Prescriber guidelines, education, and quality 
improvement interventions targeted at residents in training 
may further facilitate careful prescribing habits.

Expected differences in pain severity between open 
and endoscopic techniques may also play a role in a sur-
geon’s decision of how many pills to prescribe for the 
acute postoperative period. It is possible that open pro-
cedures, which require larger incisions, are perceived 
as being more “painful.” However, even if pain is truly 
increased following open surgery, the vast majority of CTR 
patients report adequate pain control using a fraction of 
pills prescribed to them.21,26,33 For instance, in a prospec-
tive study of opioid use following open CTR, patients were 
prescribed 20 pills on average but only consumed 4 pills.26 
In our study, endoscopic patients received an average of 4 

pills more than open patients in the perioperative period. 
On an individual patient basis this number may seem 
small, however, it is important to consider the large overall 
contribution to the pool of unused pills in circulation for 
potential misuse and abuse, which this study shows may 
be even higher after open surgery.24 We suggest prescriber 
guidelines be modified to include information on the pos-
sible higher risk of over-prescribing, specifically following 
open procedures—a simple modification that could have 
a large-scale impact on the many patients undergoing 
open carpal tunnel release yearly.

In terms of early refills and prolonged postoperative 
use, there are many possible reasons why open patients 
continued to fill more prescriptions, including a potential 
true difference in pain severity. Open carpal tunnel release 
has been associated with higher levels of pillar pain and 
scar tenderness.10,34 There is also some evidence suggest-
ing that concomitant hand and wrist pathologies influ-
ence surgeons to choose open release.34,35 As such, pain 
primarily related to these pathologies or from additional 
manipulation during surgery may contribute to prolonged 
postoperative pain. However, there are multiple studies 
demonstrating equivalent efficacy when directly comparing 
opioids with alternative analgesics, such as acetaminophen 
and ibuprofen.21,22,33 Still, hydrocodone-based analgesia is 
the most popularly prescribed pain control, and in fact 
accounted for over 70% of prescriptions in this study at 
all time points.3,4,22–24,26 Even small differences in prescrib-
ing between the open and endoscopic groups translate to 
large quantities of additional opioids on a population level 
when considering open carpal tunnel release is performed 
far more frequently; for instance, our finding of a 16% 
(n = 3495) rate of early refill in the open group compared 
with a 14% (n = 577) rate in the endoscopic group trans-
lates to 2918 additional patients receiving early refills over 
the study period. We suggest strong consideration for alter-
native analgesia regardless of surgical modality.

Limitations
This study has several limitations. First, the literature 

varies widely in terms of time periods used to define pro-
longed and new persistent opioid use.5,7 However, the 30- 
to 90-day interval utilized in this study is narrower, and 
thus more conservative than many previous studies.5,7 
Second, although measures were taken to minimize cap-
turing unintended opioid prescriptions, this is unavoid-
able when using large datasets. Given the primary aim was 
to compare opioid use between the open and endoscopic 
groups rather than analyzing absolute opioid quantities, 
the impact of this should be minimal given that the groups 
were similarly distributed. Furthermore, the dataset only 
reflects the number of prescriptions filled, which does 
not necessarily reflect the number of pills taken. In addi-
tion, although CCI is an effective, standardized tool for 
comparing overall comorbidity severity, there are many 
other comorbidities not included in CCI—notably men-
tal-health-related illnesses such as anxiety, depression, and 
chronic pain that are well linked to opioid use. Because 
this is a comparative study of 2 surgical modalities, we 
assume that these were evenly distributed.
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CONCLUSIONS
Although the rate of endoscopic carpal tunnel release 

has grown over recent years, open technique still comprises 
over 80% of all CTR performed in the United States.14,36 
With over 600,000 carpal tunnel procedures performed 
per year, even a small difference in the rate of peri- and 
postoperative opioid exposure between surgical modali-
ties can have large-scale effects. There are many factors 
to consider when choosing between open and endoscopic 
carpal tunnel release, including surgeon preference, level 
of training, and patient preferences. Opioid use implica-
tions should not supersede these considerations; however, 
our findings reveal either a higher risk of over-prescribing 
following open carpal tunnel release, or a lower opioid 
requirement following endoscopic surgery. For patients 
with a history of chronic opioid use or other known risk 
factors for opioid misuse, surgeons with both open and 
endoscopic techniques within their arsenal may consider 
the benefits of performing endoscopic carpal tunnel 
release. More importantly, hand surgeons should con-
tinue to be aware of a potential for over-prescribing, par-
ticularly following open procedures, and should strongly 
consider alternatives to opioid analgesia regardless of sur-
gical modality.

Paymon Rahgozar, MD
Division of Plastic and Reconstructive Surgery

University of California
505 Parnassus Ave., Suite M593

San Francisco, CA 94143
E-mail: Paymon.Rahgozar@ucsf.edu

REFERENCES
	 1.	 Centers for Disease Control and Prevention. U.S. opioid prescrib-

ing rate maps. 2019. Available at https://www.cdc.gov/drugover-
dose/maps/rxrate-maps.html. Accessed October 5, 2019.

	 2.	 Chen Q, Larochelle MR, Weaver DT, et al. Prevention of pre-
scription opioid misuse and projected overdose deaths in the 
United States. JAMA Netw Open. 2019;2:e187621. 

	 3.	 Waljee JF, Zhong L, Hou H, et al. The use of opioid analgesics fol-
lowing common upper extremity surgical procedures: a national, 
population-based study. Plast Reconstr Surg. 2016;137:355e–364e. 

	 4.	 Hah JM, Bateman BT, Ratliff J, et al. Chronic opioid use after 
surgery: implications for perioperative management in the face 
of the opioid epidemic. Anesth Analg. 2017;125:1733–1740. 

	 5.	 Baker BG, Irri R, MacCallum V, et al. New persistent opioid use 
after minor and major surgical procedures in us adults. JAMA 
Surg. 2017;152:e170504. 

	 6.	 Johnson SP, Chung KC, Zhong L, et al. Risk of prolonged opioid 
use among opioid-naive patients following common hand sur-
gery procedures. J Hand Surg Am. 2016;41:947–957.e3. 

	 7.	 Gause TM II, Nunnery JJ, Chhabra AB, et al. Perioperative nar-
cotic use and carpal tunnel release: trends, risk factors, and com-
plications. Hand (N Y). 2020;15:234–242. 

	 8.	 Fnais N, Gomes T, Mahoney J, et al. Temporal trend of carpal 
tunnel release surgery: a population-based time series analysis. 
PLoS One. 2014;9:e97499. 

	 9.	 Sayegh ET, Strauch RJ. Open versus endoscopic carpal tunnel 
release: a meta-analysis of randomized controlled trials. Clin 
Orthop Relat Res. 2015;473:1120–1132. 

	10.	 Ferdinand RD, MacLean JGB. Endoscopic versus open carpal 
tunnel release in bilateral carpal tunnel syndrome: a prospective, 
randomised, blinded assessment. J Bone Jt Surg. 2002;84:375–379. 

	11.	 Macdermid JC, Richards RS, Roth JH, et al. Endoscopic versus 
open carpal tunnel release: a randomized trial. J Hand Surg Am. 
2003;28:475–480. 

	12.	 Boeckstyns MEH, Sørensen AI. Does endoscopic carpal tunnel 
release have a higher rate of complications than open carpal tunnel 
release?: an analysis of published series. J Hand Surg Eur 1999;24:9–15. 

	13.	 Thoma A, Veltri K, Haines T, et al. A meta-analysis of randomized 
controlled trials comparing endoscopic and open carpal tunnel 
decompression. Plast Reconstr Surg. 2004;114:1137–1146. 

	14.	 Devana SK, Jensen AR, Yamaguchi KT, et al. Trends and complica-
tions in open versus endoscopic carpal tunnel release in private payer 
and medicare patient populations. Hand (N Y). 2019;14:455–461. 

	15.	 Charlson ME, Pompei P, Ales KL, et al. A new method of classify-
ing prognostic comorbidity in longitudinal studies: development 
and validation. J Chronic Dis. 1987;40:373–383. 

	16.	 U.S. Food and Drug Administration. Index to drug specific 
information. Available at https://www.fda.gov/drugs/postmar-
ket-drug-safety-information-patients-and-providers/index-drug-
specific-information#top-browse. Published 2018. Accessed 
October 5, 2019.

	17.	 Steiner SRH, Cancienne JM, Werner BC. Narcotics and knee 
arthroscopy: trends in use and factors associated with prolonged use 
and postoperative complications. Arthroscopy. 2018;34:1931–1939. 

	18.	 Agency Medical Directors’ Group. Opioid dose calculator. 
Available at http://www.agencymeddirectors.wa.gov/calcula-
tor/dosecalculator.htm. Published 2015. 

	19.	 Wunsch H, Wijeysundera DN, Passarella MA, et al. Opioids pre-
scribed after low-risk surgical procedures in the United States, 
2004–2012. JAMA 2016;315:1654–1657. 

	20.	 Ilyas AM, Miller AJ, Graham JG, et al. Pain management after 
carpal tunnel release surgery: a prospective randomized double-
blinded trial comparing acetaminophen, ibuprofen, and oxyco-
done. J Hand Surg Am. 2018;43:913–919. 

	21.	 Grandizio LC, Zhang H, Dwyer CL, et al. Opioid versus nonopi-
oid analgesia after carpal tunnel release: a randomized, prospec-
tive study. Hand. 2019:155894471983621. 

	22.	 Alter TH, Ilyas AM. A prospective randomized study analyzing 
preoperative opioid counseling in pain management after carpal 
tunnel release surgery. J Hand Surg Am. 2017;42:810–815. 

	23.	 Peters B, Izadpanah A, Islur A. Analgesic consumption following 
outpatient carpal tunnel release. J Hand Surg Am. 2018;43:189.
e1–189.e5. 

	24.	 Rodgers J, Cunningham K, Fitzgerald K, et al. Opioid consump-
tion following outpatient upper extremity surgery. J Hand Surg 
Am. 2012;37:645–650. 

	25.	 Sabatino MJ, Kunkel ST, Ramkumar DB, et al. Excess opioid med-
ication and variation in prescribing patterns following common 
orthopaedic procedures. J Bone Joint Surg Am. 2018;100:180–188. 

	26.	 Chapman T, Kim N, Maltenfort M, et al. Prospective evaluation 
of opioid consumption following carpal tunnel release surgery. 
Hand. 2017;12:39–42. 

	27.	 Gaspar MP, Pflug EM, Adams AJ, et al. Self-reported postopera-
tive opioid-prescribing practices following commonly performed 
orthopaedic hand and wrist surgical procedures: a nationwide 
survey comparing attending surgeons and trainees. J Bone Joint 
Surg Am. 2018;100:e127. 

	28.	 Alam A. Long-term analgesic use after low-risk surgery. Arch 
Intern Med. 2012;172:425–430. 

	29.	 Menendez ME, Mellema JJ, Ring D. Attitudes and self-reported 
practices of hand surgeons regarding prescription opioid use. 
Hand (N Y). 2015;10:789–795. 

	30.	 Earp BE, Silver JA, Mora AN, et al. Implementing a postopera-
tive opioid-prescribing protocol significantly reduces the total 
morphine milligram equivalents prescribed. J Bone Joint Surg Am. 
2018;100:1698–1703. 

mailto:Paymon.Rahgozar@ucsf.edu?subject=
https://www.cdc.gov/drugoverdose/maps/rxrate-maps.html
https://www.cdc.gov/drugoverdose/maps/rxrate-maps.html
https://doi.org/10.1001/jamanetworkopen.2018.7621
https://doi.org/10.1001/jamanetworkopen.2018.7621
https://doi.org/10.1001/jamanetworkopen.2018.7621
https://doi.org/10.1097/01.prs.0000475788.52446.7b
https://doi.org/10.1097/01.prs.0000475788.52446.7b
https://doi.org/10.1097/01.prs.0000475788.52446.7b
https://doi.org/10.1213/ANE.0000000000002458
https://doi.org/10.1213/ANE.0000000000002458
https://doi.org/10.1213/ANE.0000000000002458
https://doi.org/10.1001/jamasurg.2017.0504
https://doi.org/10.1001/jamasurg.2017.0504
https://doi.org/10.1001/jamasurg.2017.0504
https://doi.org/10.1016/j.jhsa.2016.07.113
https://doi.org/10.1016/j.jhsa.2016.07.113
https://doi.org/10.1016/j.jhsa.2016.07.113
https://doi.org/10.1177/1558944718792276
https://doi.org/10.1177/1558944718792276
https://doi.org/10.1177/1558944718792276
https://doi.org/10.1371/journal.pone.0097499
https://doi.org/10.1371/journal.pone.0097499
https://doi.org/10.1371/journal.pone.0097499
https://doi.org/10.1007/s11999-014-3835-z
https://doi.org/10.1007/s11999-014-3835-z
https://doi.org/10.1007/s11999-014-3835-z
https://doi.org/10.1302/0301-620x.84b3.12224
https://doi.org/10.1302/0301-620x.84b3.12224
https://doi.org/10.1302/0301-620x.84b3.12224
https://doi.org/10.1053/jhsu.2003.50080
https://doi.org/10.1053/jhsu.2003.50080
https://doi.org/10.1053/jhsu.2003.50080
https://doi.org/10.1016/S0266-7681(99)90009-8
https://doi.org/10.1016/S0266-7681(99)90009-8
https://doi.org/10.1016/S0266-7681(99)90009-8
https://doi.org/10.1097/01.prs.0000135850.37523.d0
https://doi.org/10.1097/01.prs.0000135850.37523.d0
https://doi.org/10.1097/01.prs.0000135850.37523.d0
https://doi.org/10.1177/1558944717751196
https://doi.org/10.1177/1558944717751196
https://doi.org/10.1177/1558944717751196
https://doi.org/10.1016/0021-9681(87)90171-8
https://doi.org/10.1016/0021-9681(87)90171-8
https://doi.org/10.1016/0021-9681(87)90171-8
https://www.fda.gov/drugs/postmarket-drug-safety-information-patients-and-providers/index-drug-specific-information#top-browse
https://www.fda.gov/drugs/postmarket-drug-safety-information-patients-and-providers/index-drug-specific-information#top-browse
https://www.fda.gov/drugs/postmarket-drug-safety-information-patients-and-providers/index-drug-specific-information#top-browse
https://doi.org/10.1016/j.arthro.2018.01.052
https://doi.org/10.1016/j.arthro.2018.01.052
https://doi.org/10.1016/j.arthro.2018.01.052
http://www.agencymeddirectors.wa.gov/calculator/dosecalculator.htm
http://www.agencymeddirectors.wa.gov/calculator/dosecalculator.htm
https://doi.org/10.1001/jama.2016.0130
https://doi.org/10.1001/jama.2016.0130
https://doi.org/10.1001/jama.2016.0130
https://doi.org/10.1016/j.jhsa.2018.08.011
https://doi.org/10.1016/j.jhsa.2018.08.011
https://doi.org/10.1016/j.jhsa.2018.08.011
https://doi.org/10.1016/j.jhsa.2018.08.011
https://doi.org/10.1177/1558944719836211
https://doi.org/10.1177/1558944719836211
https://doi.org/10.1177/1558944719836211
https://doi.org/10.1016/j.jhsa.2017.07.003
https://doi.org/10.1016/j.jhsa.2017.07.003
https://doi.org/10.1016/j.jhsa.2017.07.003
https://doi.org/10.1016/j.jhsa.2017.09.019
https://doi.org/10.1016/j.jhsa.2017.09.019
https://doi.org/10.1016/j.jhsa.2017.09.019
https://doi.org/10.1016/j.jhsa.2012.01.035
https://doi.org/10.1016/j.jhsa.2012.01.035
https://doi.org/10.1016/j.jhsa.2012.01.035
https://doi.org/10.2106/JBJS.17.00672
https://doi.org/10.2106/JBJS.17.00672
https://doi.org/10.2106/JBJS.17.00672
https://doi.org/10.1177/1558944716646765
https://doi.org/10.1177/1558944716646765
https://doi.org/10.1177/1558944716646765
https://doi.org/10.2106/JBJS.17.01163
https://doi.org/10.2106/JBJS.17.01163
https://doi.org/10.2106/JBJS.17.01163
https://doi.org/10.2106/JBJS.17.01163
https://doi.org/10.2106/JBJS.17.01163
https://doi.org/10.1001/archinternmed.2011.1827
https://doi.org/10.1001/archinternmed.2011.1827
https://doi.org/10.1007/s11552-015-9768-5
https://doi.org/10.1007/s11552-015-9768-5
https://doi.org/10.1007/s11552-015-9768-5
https://doi.org/10.2106/JBJS.17.01307
https://doi.org/10.2106/JBJS.17.01307
https://doi.org/10.2106/JBJS.17.01307
https://doi.org/10.2106/JBJS.17.01307


 Withers et al. • Opioid Use in Endoscopic versus Open CTR

7

	31.	 Stanek JJ, Renslow MA, Kalliainen LK. The effect of an edu-
cational program on opioid prescription patterns in hand 
surgery: a quality improvement program. J Hand Surg Am. 
2015;40:341–346. 

	32.	 Schommer J, Allen S, Scholz N, et al. Evaluation of quality 
improvement methods for altering opioid prescribing behavior 
in hand surgery. J Bone Joint Surg Am. 2020;102:804–810. 

	33.	 Miller A, Kim N, Zmistowski B, et al. Postoperative pain manage-
ment following carpal tunnel release: a prospective cohort evalu-
ation. Hand (N Y). 2017;12:541–545. 

	34.	 Gould D, Kulber D, Kuschner S, et al. Our surgical experience: 
open versus endoscopic carpal tunnel surgery. J Hand Surg Am. 
2018;43:853–861. 

	35.	 Frick A, Baumeister RG, Kopp R. [Choice of procedure in ther-
apy of distal median nerve compression syndrome]. Handchir 
Mikrochir Plast Chir. 1996;28:147–150.

	36.	 Foster BD, Sivasundaram L, Heckmann N, et al. Surgical 
approach and anesthetic modality for carpal tunnel release: a 
nationwide database study with health care cost implications. 
Hand (N Y). 2017;12:162–167. 

https://doi.org/10.1016/j.jhsa.2014.10.054
https://doi.org/10.1016/j.jhsa.2014.10.054
https://doi.org/10.1016/j.jhsa.2014.10.054
https://doi.org/10.1016/j.jhsa.2014.10.054
https://doi.org/10.2106/JBJS.19.01052
https://doi.org/10.2106/JBJS.19.01052
https://doi.org/10.2106/JBJS.19.01052
https://doi.org/10.1177/1558944716677535
https://doi.org/10.1177/1558944716677535
https://doi.org/10.1177/1558944716677535
https://doi.org/10.1016/j.jhsa.2018.03.029
https://doi.org/10.1016/j.jhsa.2018.03.029
https://doi.org/10.1016/j.jhsa.2018.03.029
https://doi.org/10.1177/1558944716643276
https://doi.org/10.1177/1558944716643276
https://doi.org/10.1177/1558944716643276
https://doi.org/10.1177/1558944716643276

