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Over the last few years, there 
has been a steady increase 
in the number of articles 

in the medical press and academic 
journals on the opioid crisis. Some 
of them relate to changes in the 
federal response, but often state-
wide, pharmacy company, and 
hospital system initiatives are 
presented. Yet, despite all this ma-
terial, I was unaware that Texas 
passed legislation this past summer, 
taking effect in 2019, that requires 
prescribers to check the state-con-
trolled substances database with 
for prescription.

In putting this editor’s message 
together, I realized that even a 
basic review exceeded the space 
available for my bimonthly col-
umn. So, this month, I will outline 
the basic framework around opioid 
prescribing. In the May issue, I will 
present some of the risks around 
prescribing and best practices to 
limit those risks. By its very nature, 
the opioid crisis is a vexing, com-
plex, and rapidly changing topic. I 
am not a lawyer. I am approaching 
this material from the perspective 
of a practicing orthopaedic surgeon 
with administrative responsibilities. 

Yeah, yeah, we know, 
the opioid crisis…
Regular AAOS Now readers are al-
ready aware of the tremendous toll 
opioid abuse has taken on Ameri-
cans. We also know that, as pre-
scribers, we have had a role in pre-
cipitating this problem. Depending 
on the patient population surveyed, 
orthopaedic surgeons may be the 
third-highest prescribers of opioids. 
Yet, with all the media attention, it 
may not be clear to everyone that 
prescribing practices vary mark-
edly from specialty to specialty and 
from state to state. Furthermore, 
individual actions in state capitols 

across the country have produced 
a patchwork of different laws and 
regulations. 

Of course, to stay out of trouble 
with the malpractice bar, the U.S. 
Drug Enforcement Administration, 
state public safety departments, 
and state medical boards, ortho-
paedic surgeons should stay on 
top of initiatives within respective 
states. Yet, an understanding of 
what is happening elsewhere can 
be helpful for several reasons, in-
cluding the following:
• surgeons frequently change jobs, 

requiring them to relocate to 
other states

• some surgeons hold multiple 
licenses and see patients in more 
than one state

• preparing for the changes al-
ready instituted in neighboring 
states and expanding to your 
state

• these rules really do improve 
patient health and safety and 
should be adopted as best 
practices

MED and the schedules 
At the outset, it might be useful 

to briefl y review the U.S. Food 
and Drug Administration’s (FDA) 
schedule for dangerous substances. 
While most surgeons are aware 
that hydrocodone was rescheduled 
from III to II in 2014, many may 
not know that the FDA reschedules 
drugs and other substances annu-
ally. According to the FDA, “Sub-
stances are placed in their respec-
tive schedules based on whether 
they have a currently accepted 
medical use in treatment in the 
United States, their relative abuse 
potential, and likelihood of causing 
dependence when abused.”

You might see some substances 
classifi ed as IIN. This does not 
stand for “narcotic,” rather non-
narcotic. So, schedule IIN includes 
stimulants such as amphetamine. 
Nonstimulant and nonnarcotic 
drugs are also scheduled. For 
example, schedule II includes 
amobarbital, glutethimide, and 
pentobarbital. For our purposes as 
orthopaedic surgeons, however, we 
are concerned with opioids. Table 
1 includes examples of scheduled 
medications commonly used by 
orthopaedic surgeons.

Also, critical in these discussions 
is an understanding of morphine 
equivalent dose (MED). MED is 
most often reported as the mor-
phine milligram equivalency of 
opioid medication taken per day. 
Increasingly, electronic medical 
records systems have these calcula-
tors built in, but a number are also 
available online. An orthopaedic 
surgeon should understand the 

MED of any postoperative pain 
medication they prescribe. For 
example, it is useful to know that 
withdrawal symptoms when stop-
ping an opioid may occur after as 
little as one week of use when the 
patient takes more than 30 mg 
MED per day. Thus, in these indi-
viduals, a tapering program may 
improve compliance and reduce 
relapse.

Additionally, when a new, nono-
pioid naïve patient comes to the 
offi ce, a quick calculation of their 
MED may be a strong predictor 
of surgical outcomes and early 
mortality. Pain specialists argue 
that the equivalencies do not allow 
a patient to be safely and directly 
converted from one agent to anoth-
er, as there are wide differences in 
patient metabolism of these agents. 
On the other hand, many state reg-
ulations and prescribing guidelines 
cleave to the MED concept.

Federal vs. state laws 
and their impact
Marijuana laws are not the only 
areas in which state laws both vary 
and confl ict with federal law. But, 
unlike marijuana, no “safe har-
bors” have been set forth for opi-
oid prescribing. Thus, when there 
is a difference, the more restrictive 
law should be followed.

Although we will focus on pre-
scribing, other rules may affect 
physician recommendations for 
their patients. For example, differ-
ent states offer different guidance 
on what constitutes “drugged 
driving” and use of opioids, as pre-
scribed, is occasionally included. 
These driving rules are both highly 
variable in their scope and in the 
penalties conferred. The California 
Vehicle Code, for one, states that 
“It is unlawful for a person who 
is under the infl uence of any drug 
to drive a vehicle,” but it excepts 
persons “participating in a narcotic 
treatment program.” Rules vary 
about returning to work while on 
narcotics as well. The references, 
available online, include a docu-
ment that surveys the various state 
laws in detail. But, even here, the 
language is often confusing. Does a 
“narcotic treatment program” in-
clude routine postoperative use or 
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TABLE 1: FDA SCHEDULES FOR DANGEROUS SUBSTANCES

Schedule De� nition – Substances with… Examples

I No currently accepted medical use, a lack of accepted safety for use heroin, lysergic acid diethylamide (LSD), 
 under medical supervision, and a high potential for abuse  marijuana (cannabis), peyote

II High potential for abuse which may lead to severe psychological or hydromorphone, methadone, oxycodone, 
 physical dependence   fentanyl, morphine, opium, codeine, and hydrocodone

III Less abuse potential than SII, but may lead to moderate or low physical products with 90 mg of codeine per dose or less, 
 dependence or high psychological dependence.  buprenorphine

IV Lower potential for abuse relative to SIII alprazolam, carisoprodol, clonazepam, triazolam

V Low potential for abuse and consist of preparations containing limited cough syrups with 200 mg of codeine per 100 mL  
 quantities of certain narcotics  or less > SEE OPIOIDS ON PAGE 35

Editor’s note: This article is 
part one of a two-part series. 
The fi nal installment will ap-
pear in the May issue of AAOS 
Now.
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