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Prescription Opioids : State of a Nation
 The U.S. makes up 4.6 percent of the world’s
populations but consumes 81 percent of the world
supply of oxycodone
 4.3 million adolescents and adults reported nonmedical use of prescription opioids in 2014
 4 out of 5 heroin users started on prescription
opioids
 1.9 million Americans are addicted to opioid
painkillers

Role of Prescribing Opioids and Overdose Deaths

Lessons to Learn

Joint Commission says its pain-management standards didn't
fuel opioid epidemic

By Steven Ross Johnson | April 19, 2016
The Joint Commission is defending its requirement that healthcare providers assess and treat pain. The
standards have come under fire as playing a role in the rise of prescription painkiller abuse over the past
decade.

The nation's largest healthcare accreditation organization on Tuesday clarified that its standards for pain
management and treatment, which were established in 2001 to address the undertreatment of pain, do
not require or specify the use of opioids or any type of drugs.

Did the FDA play a role?

In 1995, Dr. Curtis Wright, the team medical review officer for the FDA,
recommended approval of Purdue Pharma’s OxyContin for “moderate
to severe pain.”
Two years later, he began working for the drugmaker.

Did the New England Journal fuel the epidemic?

The One-Paragraph Letter From 1980 That Fueled the Opioid Crisis
Recently, we examined our current files to
determine the incidence of narcotic addiction in
39,946 hospitalized medical patients who were
monitored consecutively. Although there were

11,882 patients who received at least one
narcotic preparation, there were only four
cases of reasonably well documented
addiction in patients who had no history of
addiction

One researcher, writing in 1990 in Scientific American,
called Porter and Jick an “extensive study.”
Time magazine in 2001 story titled “Less Pain, More Gain,”
called Porter and Jick a “landmark study” showing that
the “exaggerated fear that patients would become
addicted” to opiates was “basically unwarranted.”

608 citations!

McKesson Agrees to Pay Record $150 Million
Settlement for Failure to Report Suspicious
Orders of Pharmaceutical Drugs
McKesson Corporation (McKesson), one of the
nation’s largest distributors of pharmaceutical
drugs, agreed to pay a record $150 million civil
penalty for alleged violations of the Controlled
Substances Act (CSA), the Justice Department
announced today.
The nationwide settlement requires McKesson to
suspend sales of controlled substances from
distribution centers in Colorado, Ohio, Michigan
and Florida for multiple years. The staged
suspensions are among the most severe sanctions
ever agreed to by a Drug Enforcement
Administration (DEA) registered distributor. The
settlement also imposes new and enhanced
compliance obligations on McKesson’s distribution
system.

JAMA Internal Medicine.

The study, from researchers Scott Hadland, Magdalena
Cerdá, Yu Li, Maxwell Krieger, and Brandon Marshall,
studies the effect of questionable marketing practices
by opioid companies .
The study looked at the Open Payments database,
In addition physicians received speaking fees, free
travel, consulting fees, and “education” programs
Caveats to the study:
Not every doctor who prescribed opioids received a
free meal or other payment from opioid companies.
Only 7 percent of doctors who prescribed opioids under
Medicare Part D got “nonresearch payments related to
opioid products in 2014,”
The researchers also noted they only found correlation,
not causation

Number of meals that doctors received through
opioid companies in 2014 and the number of opioid
prescriptions that doctors wrote in the following
year

National strategy
To combat the epidemic

National Initiatives
• Congress passed opioid legislation
• Comprehensive Addiction and Recovery Act (CARA)
• 21st Century Cures Act : States receive funding
• President’s Commission on Combating Drug Addiction and
the Opioid Crisis
• President Trump proclaimed September 2017 as National
Alcohol and Drug Addiction Recovery Month
• Congressman Tom Marino nominated as Drug Czar

CDC Guidelines 2016:
Safe Opioid Prescribing Initiative

Persistent Opioid Use
Higher doses of opioids are associated with higher risk
of overdose and death.
Even relatively low dosages—considered to be 20 to 50
morphine milligram equivalents (MME) per day—
increase risk.
As such, the guideline recommends starting with the
lowest effective dosage, and carefully considering
dosages above 50 or 90 MMEs per day.
For treating acute pain, the guideline recommends a
quantity no greater than what is needed for the
expected duration of pain severe enough to require
opioids, specifying that three days or less will often be
sufficient and more than seven days will rarely be
needed.

U.S. Department of Health and Human
Services (2017) has identified five priorities:
• Improve access to treatment and recovery services
• Promoting use of overdose-reversing medications
• Conduct better public health surveillance to better
understand the scope of the crisis
• Provide support for research on pain and addiction
• Identify better pain management practices

CMS: Communication about Pain
Start January 1, 2018 with delayed public reporting until October 2020 (using
data from CY 2019)

• During this hospital stay, did you have any pain? Yes/No
• If Yes, during this hospital stay, how often did hospital
staff talk with you about how much pain you had?
• During this hospital stay, how often did hospital staff talk
with you about how to treat your pain?

TJC Pain assessment and management
standards
New requirements effective January 1, 2018 :
• Identifying a leader or leadership team that is responsible for pain management and
safe opioid prescribing
• Involving patients in developing their treatment plans and setting realistic
expectations and measurable goals
• Promoting safe opioid use by identifying high-risk patients
• Monitoring high-risk patients
• Non Pharmacological Pain Management strategies
• Facilitating clinician access to prescription drug monitoring program databases
• Conducting performance improvement activities focusing on pain assessment and
management to increase safety and quality for patients.

Therapeutic relationship
• “You’ve been through a lot.”
• “My goal is help *you* manage this better” –
EMPOWER the patient to be the locus of
control/change
• “Your pain will not go away entirely. Our goal is to get
better control of it.”
• “Moving, stretching, activity will help you reach your
goal.”
• “Uncontrolled pain makes mood worse, bad mood
makes pain worse – have to work on both.”

Functional Goals
• What’s a typical day like?
• What’s the most active thing you do?
• Do you ever stay in bed all day?
• Do you get any exercise?
• How have these things changed over the past
weeks/months/years?
What would you (realistically) like to be able to do?

Shared-Decision Making
• Uncontrolled chronic pain is found more often in
patients who
• Are passive
• Catastrophize
• Perceive an external locus of control

• Counteract these by requiring the patient to make
decisions and set goals with you.

Multi-modal approach

SELF CARE

Behavioral
therapies

SELF EFFICACY

Physical activity
Pharmacologic
treatment

Adjuvants
• Anti-nociceptive agents
• NSAIDs
• Acetaminophen
• Opioids

• Anti-neuropathic agents
• Anti-convulsants
• Tricyclics

• Anti-depressants

Informed consent
• Communication of risks, potential benefits,
goals/expectations, and treatment and monitoring
plans
• Written agreements or ‘contracts’
• Educate patient about safe opioid use
• Clearly define acceptable behavior

Opioid treatment agreements
Tone is important:
“This is so you know what to expect from us and what we
expect from you”
“This is about keeping you safe”
“We do this for all patients”

What should be in your Pain Agreement?
• What patient can expect of the practice:
• A good faith effort to manage patient’s pain

• What practice can expect of patient:
•
•
•
•
•
•
•
•
•
•
•

No unsanctioned dose escalation
No early refills
No replacement for lost or stolen prescriptions
Single prescriber
Safeguard meds and no sharing
Keep regular appointments
Follow-through with referrals and adjuvant treatment
No use of illicit drugs or non-prescribed controlled substances
Urine drug testing
Whom/When to call for refill
If agreement not followed, may taper opioids off and/or refer to
addiction treatment

Monitoring: the 5 A’s
1. Analgesia – 11- pt Numeric Rating Scale
2. Activities of daily living (function) – ‘Your goal was
to get back in your walking routine. How is it
going?’
3. Adverse effects: constipation, sedation, etc – ASK!
4. Addiction/overuse – Is the patient oversedated?
Does pt think he is addicted? Does the patient use
other illicit drugs?
5. Adhering to the treatment agreement

Urine drug testing
• Identifies more misuse than self-report or physician
impression
• Which test to order?

• Immunoassay is screen
• Gas chromotography/mass spectroscopy for confirmation –
would recommend doing this any time you get an
unexpected result

• Always ask and document recent intake before
sending test

Misuse and diversion
Systematic review from 38 studies (26% primary care settings, 53%
pain clinics) Source: Vowles, et al 2015
Misuse rates: 21-29% Misuse = Opioid use contrary to the directed or
prescribed pattern of use, regardless of the presence or absence of
harm or adverse effects.
Addiction rates: 8-12% Addiction = Pattern of continued use with
experience of, or demonstrated potential for, harm

Risk assessment

• Opioid Risk Tool (ORT)
• Screener and Opioid Assessment for Patients with
Pain-Revised (SOAPP-R)
• Adequate family history, physical exam, and
information from prior/current providers
• CSRS prescription medication history
• Initial urine drug screen prior to prescribing, at least
annually thereafter
• Consider offering naloxone for increased risk factors

Increased risk of misuse
• History of Substance Use Disorder (SUD) or illicit drug use
• Psychiatric conditions, specifically unstable or untreated conditions
• Few supports or resources at home/in community
• Multiple prescribers of opioids, high doses of opioids, and/or in
combination with benzos

Aberrant medication-taking behaviors

In order of severity (lower to higher):
• Requests for increased opioid dose
• Requests for specific opioids, brand name, many allergies
• Non-adherence with other recommended therapies (e.g. PT)
• Running out early (unsanctioned dose escalation)
• Deterioration in function at home or work (talk to family)
• Non-adherence w/monitoring (pill counts, urine drug screen)
• Multiple “lost” or “stolen” scripts
• Illegal activities (forging scripts, selling opioid prescriptions)

Discussing possible abuse/diversion

• Stay 100% in “Benefits/Risk” mindset
• Address patient behaviors which raise concerns about
abuse (running out, “lost” scripts, etc.)
• Remember that patients may suffer from both chronic
pain and addiction
• Intervention based on level of risk and concern for safety:
“I cannot responsibly continuing prescribing opioids
because I feel it would cause more harm than good”
• Always offer referral to treatment
• May need to abandon risky treatment, but not patient.

Opioid tapering – general approach
• Speed of taper depends on level of concern vs. apparent risk of harm
• Individualize tapering plans based on patient goals and concerns
• First reduce dose to smallest dosage unit
• Then, increase time between doses

• An IR/SA opioid may be started after tapering to lowest dose of ER/LA opioids
• May use α2- adrenergic agonist to treat withdrawal

Opioid use disorder (DSM-V)
•
•
•
•
•
•
•
•
•

Taken in larger amounts or for longer periods
Persistent desire/unsuccessful efforts to reduce usage
Great deal of time spent obtaining/using opioids
Craving, or strong desire to use opioids
Failure to fulfill work/home obligations due to opioid use
Lack of concern for problems due to recurrent opioid use
Lack of interest in activities that used to be important
Recurrent use of opioids despite hazards
Continued use despite known problems due to opioid use

Opioid use disorder (DSM-V)

• Tolerance (except for those under medical supervision)

• Markedly increased amounts to achieve desired effect
• Markedly diminished effect with continued use at same amount

• Withdrawal (except for those under medical supervision)
• Characteristic opioid withdrawal syndrome
• Opioids are taken to relieve or avoid withdrawal syndrome

Mild OUD: 2-3 Criteria
Moderate OUD: 4-5 Criteria
Severe OUD: >6 Criteria
Taken from American Psychiatric Association

Monitoring methods
• Pain contracts-single prescriber, single pharmacy
• Pill counts
• Use of prescription drug database (CSRS,SC-PMP Aware)
• Periodic urine drug screening
• Whatever methods used, be consistent and follow up – i.e. pill
counts are off, contract is violated, scripts are filled consistently
but drug is NOT in system, or additional drugs are in system

Discussion
Thank you
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