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Commentary: How to kick the
opioid habit in cardiac surgery?
Subhasis Chatterjee, MD

CENTRAL MESSAGE

Every opportunity to reduce
opioid use in cardiac surgery
should be welcomed, for the
betterment of both the patient
and the community at large.
Subhasis Chatterjee, MD

Before the coronavirus disease 2019 (COVID-19)
pandemic justifiably captured our focus, much of medicine
was coming to a greater recognition of our collective re-
sponsibility in the opioid epidemic afflicting tens of thou-
sands of people in the United States. In this month’s issue
of the Journal, Grant and colleagues1 provide an expert
opinion piece addressing the role of opioid analgesia in car-
diac surgery and the possibility of eliminating its use.

The first reaction by some will be to shout “Heresy!,”
whereas others may express casual indifference; after all,
the overwhelming majority of patients receive opioid-
based analgesia for surgery and do well without becoming
addicted. So, why change?

Much has been observed regarding perioperative opioid
exposure and subsequent opioid use. Persistent opioid use
(POU) occurs when an opioid-na€ıve patient undergoes an
operation, fills an opioid prescription within the periopera-
tive time frame (from 30 days before surgery to 14 days af-
ter surgery), and continues to use opioids 90 to 180 days
after the initial operation.2 POU has been identified in
approximately 5% of patients after aortic dissection sur-
gery, 6%-13% after coronary artery bypass grafting
(CABG) or valve surgery, and 14%-16% after thoracic sur-
gery.3-5 Moreover, just as we know there is a strong direct
relationship between the duration of cardiopulmonary
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bypass and the risk for developing acute kidney injury
and other complications, so, too, is there a clear
correlation between the opioid dosage during the
immediate perioperative period, the amount prescribed at
discharge, and the subsequent development of POU.5

As knowledge and awareness of the dangers of opioid use
have grown, the tightrope that physicians must walk be-
tween overprescribing and underprescribing has become
increasingly apparent. One large study of 25 different elec-
tive surgical procedures found that more than 60% of the
opioid pills prescribed by physicians were not even used
by the patient, whether through nonuse, misuse, or diver-
sion.6 Conversely, despite concerns that physician reluc-
tance to prescribe opioids will compromise patient
satisfaction scores,7 recent evidence suggests that this is
unlikely and that physicians should prescribe opioids appro-
priately, without fear of adverse impact on their satisfaction
ratings.8

Grant and colleagues1 provide a useful guide to multiple
nonopioid alternatives and techniques that can provide anal-
gesia. The key is recognizing that there is no “one-size-fits-
all” approach that will work. Clinicians need a Plan A, a
Plan B, and a Plan C, because individual factors will deter-
mine treatment appropriateness and effectiveness in spe-
cific patients. Moreover, the authors offer a conceptual
framework and Venn diagram1 that incorporate a multidis-
ciplinary perspective (involving surgeons, anesthesiolo-
gists, intensivists, nurses, and pharmacists) on how to
collaborate to move toward “kicking the opioid habit.”
This is where the Enhanced Recovery After Surgery cardiac
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framework, which promotes this kind of collaboration, can
play an optimal role. Real-world examples at WakeMed
Health and Hospitals9 and the Johns Hopkins Medical Insti-
tutions10 provide meaningful models that the global cardiac
surgery community can build on and learn from to avoid the
same pitfalls.

Another helpful step would be for the US Food and Drug
Administration to review and ultimately revoke its 2005
“black box” warning on the use of ketorolac during
CABG, given that multiple studies have shown that
patients who undergo CABG can tolerate ketorolac without
increased complications.11,12 Perhaps we might also look at
opioids as we did packed red blood cell transfusions: Aim
for zero usage, or as close to zero as possible. Indeed,
packed red blood cell transfusion thresholds decreased
from 10 g/dL to 8 g/dL and now to 7 g/dL, and yet overall
surgical outcomes are better today than they have ever been.

This leads to one other observation. The field of cardiac
surgery has consistently advanced because pioneers have
thought in terms expressed by words variously attributed
to George Bernard Shaw and then Robert F. Kennedy:
“Some men see things as they are and say, why; I dream
things that never were and say, why not.”13 Examples of ad-
vances and practices that our surgical forefathers could not
have imagined are too numerous to list, ranging from car-
diac transplant and ventricular assist devices, to valve
repair, minimally invasive surgery, and transcatheter and
endovascular repairs, to extubation in the operating room.
The fact that some of these advances—for example, trans-
catheter aortic valve replacement—are on a trajectory to
become ambulatory procedures14 may provide the inspira-
tion needed to continue pushing forward.

Ultimately, what will change behavior is for surgical so-
cieties, third-party payors, and the public to expect and
256 JTCVS Open c September 2021
demand a concerted effort from the collective health
care system to find workable ways to reduce opioid use to
zero.
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