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Abstract: Despite the harrowing opioid crisis in the United States, the use of opioids to combat musculoskeletal pain
continues to be widespread. In the setting of hip arthroscopy, approximately one-third of patients are on opioids while
awaiting surgery to address the pain that results from femoracetabular impingement syndrome. In addition, the use of
opioids to address pain postoperatively is common practice. With the rapid rise of hip arthroscopy in the United States, it is
paramount that other modes of pain relief are promoted by surgeons in conjunction with allied health professionals, such
as physical therapists. In fact, early physical therapy has been shown to decrease the use of postoperative opioids by 10%.
The use of complementary and alternative therapies should be common practice in the in the orthopaedic setting to assist
in reducing the number of opioids used for both pre and postoperative pain management. While this may be a small piece
of the opioid crisis puzzle, it is up to all of us in the medical community to do our part and change the direction of the
current opioid crisis.
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I

n the past 2 decades, there have been 470,000
opioid-related deaths in the United States, with
50,000 of these deaths occurring in 2019. Furthermore,
the use of prescription opioids to combat chronic pain
accounts for one-third of these deaths.1 Despite the
United States representing <5% of the world’s
population, 80% of the global opioid supply and 99%
of the global hydrocodone supply is consumed in this
country.2 It also has been noted that opioid-naïve
patients are at risk of chronic opioid dependence when
undergoing surgery.3 With orthopaedic surgeons
responsible for 8.8% of surgical cases, hip arthroscopists, along with the allied health professionals who assist
with postoperative care, play a large role changing the
path of the current epidemic.4 The study by Bloom,
Kirby, Thompson, Baron, Chee, and Youm5 entitled
“Acetaminophen Versus Percocet for Postoperative Pain
in Hip Arthroscopy” is timely, given the movement
toward reducing the use of opioids for postoperative
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pain control. There is a growing need to identify
appropriate nonpharmaceutical avenues for postoperative pain management and reverse the current
opioid crisis in the United States, especially in those
who are at a greater risk for relying on opioids.
Pain has been referred to as “the ﬁfth vital sign” according to Dr. Mitchell Max.6 This increased recognition
may have ampliﬁed patients’ awareness and demand
for immediate reduction in pain.6,7 In 1995, the Food
and Drug Administration approved the use of
Oxycontin as an appropriate nonaddictive medication
for reducing pain.8 Furthermore, Purdue Pharmaceuticals heavily marketed its safe and effective use for pain
relief.8 Prescription of this opioid became standard
practice in orthopaedic ofﬁces, as they were unaware of
the addictive properties. In 2020, Perdue Pharmaceuticals pled guilty to 3 criminal charges relating to fueling
the opioid crisis, amounting to an 8.8-billion dollar
settlement and the drug maker ﬁling for bankruptcy.
Research studies aimed at reducing the use of opioids
for pain management in orthopaedic settings are paramount in putting an end to unnecessary use of opioids
to manage musculoskeletal pain. The article by Bloom
et al.5 adds to the current body of research to help
reduce the use of opioids for pain relief in hip
arthroscopy.
The use of hip arthroscopy targeting femoroacetabular impingement syndrome (FAIS) is one of
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the most rapidly increasing orthopaedic surgeries to
date.9 FAIS is a common cause of hip pain and disability
in those with nonarthritic hip pain, with hip arthroscopy being successful in improving pain and function
while producing high patient satisfaction.10-13 Of these
patients awaiting arthroscopic surgery, approximately
one-third are on opioids to address preoperative
pain.14,15 The most important risk factor for prolonged
opioid use is preoperative use.16 In addition, many
postoperative protocols include the use of opioids to
combat surgical pain. It important to note the use of
opioids in this population may continue beyond the
immediate postoperative period.16-19 Many patients
develop chronic pain because they undergo a prolonged
workup, seeing multiple health care providers before an
accurate diagnosis is made. With inaccurate diagnoses
and inappropriate treatment interventions, both surgical and nonsurgical, these patients fail to ﬁnd pain relief
and are therefore more likely require pain medications.
This is not helped by the “quick-ﬁx” nature of our
society, as even with a timely diagnosis, pain medication may be seen as the path of least resistance
compared with other interventions.
The study by Bloom et al.5 assessed whether a
postoperative prescription of acetaminophen could
reduce the consumption of narcotics following hip
arthroscopy for FAIS. This randomized control trial
compared 2 groups, a control group receiving the
standard of care of 1-2 tablets of 285 mg/325 mg
oxycodoneeacetaminophen every 6 hours as needed
and a treatment group receiving 650 mg acetaminophen every 6 hours for pain. If patients in the
treatment group required more than 3 mg of
acetaminophen in a 24-hour period, 5 mg of oxycodone would be prescribed. The results demonstrated no
statistically signiﬁcant difference between in the
number of narcotics used throughout the ﬁrst postoperative week between the control and treatment
groups, 6.325 pills and 5.688 pills respectively. In
addition, there was no statistical difference between
pain using a visual analog scale at 1-week
postoperatively.
While this study highlights the fact that acetaminophen does not reduce the number of opioids needed for
pain control following hip arthroscopy, the biggest take
away is quantity of opioids prescribed to all patients
seems to be much too high. The control group used on
average 6 of the 28 tablets that were prescribed to them,
leaving on average 22 tablets in the medicine cabinet or
to be thrown away. Doesn’t it seem like we are playing
with ﬁre by overprescribing these medications? A
recent qualitative study by Dekker et al.20 assessed
patient and clinician incentives and barriers for opioid
use and prescription in musculoskeletal illness. The
authors reported patients felt opioids should be used
with caution. In contrast, clinicians reported a tendency

to default to opioid use out of habit.20 I think this is a
case of “old habits die hard.” It is up to the medical
providers to nip opioid use in the bud by heavily
educating patient on other proven safe and effective
modes for pain relief. This includes nonsteroidal antiinﬂammatory drugs, cryotherapy, soft-tissue mobilization, massage, therapeutic exercise, meditation,
acupuncture, and guided imagery. Many of these
treatments are performed under the supervision of a
physical therapist. In fact, the Centers for Disease
Control and Prevention and the American College of
Physicians recommend nonpharmacologic pain management as the ﬁrst line of defense for musculoskeletal
pain.21,22 Instead of prescribing the 28 tablets (or any
amount for that matter) to patients, maybe we would
be better served by determining patient characteristics
that lead to increased use of these medications. In
Bloom et al.,5 the number of tablets used ranged from
0 to 28 tablets. What characteristics make up the
individuals who took zero tablets? What about those
who took 28 tablets? If, as medical and allied health
professionals, we can determine patient characteristics
that lead to high usage of postoperative opioids, we
could better serve these patients by setting their expectations on postoperative pain and offering different
forms of nonpharmacological solutions to their pain. In
addition, maybe there are coping mechanisms we could
learn for those who took a lower number of the
prescription and apply those techniques to similar
patients.
There is a growing body of research supporting the
use of complementary and alternative therapy to
reduce postoperative pain. In regards to physical therapy, Sun et al.23 found a 10% reduction in opioid use
with early physical therapy in patients with musculoskeletal pain. This is consistent with our experience as
we introduce physical therapy on postoperative day 1
after hip arthroscopy, incorporating early range of
motion exercises. The biggest beneﬁt to early physical
therapy is that the patient must leave the house, which
forces them to get up, dressed, and go to the clinic. To
accomplish this, they must complete a sit-to-stand
transfer, climb stairs, perform a car transfer, and
ambulate, among other things. We ﬁnd these activities
are conﬁdence boosters, showing patients that they do
not need to spend a week on the couch. Early,
controlled movement and functional activity is relatively pain-free and in fact encouraged. Many times
during preoperative education with patients regarding
postoperative physical therapy, we hear “there is no
way I am getting on a bike the day after surgery.” This
same patient tells us on postoperative day 1 “I thought
this was a crazy idea but I feel much better!” Furthermore, we can teach simple passive range of motion
exercises, such as pendulums, to caregivers to assist
with the postoperative recovery. Pendulums are
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commonly used by physical therapists in the early
postoperative period to reduce joint stiffness and
formation of adhesions in turn promoting healing and
lowering the rate of complications.24,25 If patients
understand that moving is going to be tolerable,
shouldn’t we assume they will rely less on opioids as
they understand the pain will be manageable?
There will be outliers to this approach, for instance,
those who required 28 tables in the analyzed study
during postoperative week 1. We have a responsibility
as health care provides to identify risk factors to
increased opioid use. Perhaps in this case we offer
extensive preoperative and postoperative education as
well as other complementary therapies. In a recent
study, Ailts et al.26 assessed if complementary alternative therapy interventions, including social inﬂuence
theory, mobility, guided imagery, and tai chiebased
breathing techniques, reduced the amount of oral
morphine equivalents in patients following total jointreplacement surgery. The authors reported a signiﬁcant reduction in use of oral morphine equivalents
following
complementary
alternative
therapy
intervention, speciﬁcally the number of doses per day
and the amount per administration.26 This study
supports the use of these therapies in postoperative
pain management. These therapies are safer and like
produce an overall reduce cost burden on the health
care system.
It is up to all health care professionals in the orthopaedic setting to change the narrative by removing the
stigma of complementary alternative therapy and
educating patients on appropriate pain management
strategies. We together can reduce the number of
opioids used in a postoperative stetting and offer other
safe and effective avenues to patients. We can improve
pain management further by determining those at risk
for high levels of postoperative opioid use and offering
them alternative interventions more effective for pain
management.
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