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Key Points
Failure to balance the use of opioids for 
pain and their contribution to prescription 
opioid abuse has become a national crisis
More precisely targeted opioid use is the 
only way forward
Prescribers can implement a risk 
minimization strategy that will improve the 
treatment of pain while reducing these risks



Pain is a Major Problem
10% of US population has chronic 
moderate to severe pain
Adding milder or recurrent pain raises 
estimate to 30-50 million in US
Chronic pain is the major source of work 
disability in the industrialized world
US cost over $100 billion per year
Impact on quality of life enormous



Opioids Have a Role in Chronic Pain
WHO stepladder algorithm for cancer pain
About 30 published placebo-controlled 
RCTs of opioids in chronic pain

All opioids tested work
All pain syndromes tested are relieved

Case series show long-term safety and 
efficacy in a subgroup



Prescription opioid abuse is a major 
problem…

Minimum of 430 million doses ingested non-
medically per year
1.5 million Americans meet criteria for abuse or 
addiction
Second only to marijuana in addiction prevalence
Leading illicit drug among new initiates to drug 
abuse, ahead of cigarettes
Implicated in 1/3 of the 1.3 million adolescent 
suicides documented per year



Risk Management Balance

Opioid Access

Prescription 
Opioid Abuse



30-45% of prescription opioid abusers received 
their first opioid prescription from a doctor

A significant minority were not at apparent high risk prior 
to first exposure

20-40% of patients on long-term opioids for pain 
have co-morbid substance abuse problems
Most prescription opioids diverted into the 
community come directly or indirectly from 
prescriptions

Does Opioid Prescribing Drive 
Prescription Opioid Abuse?

Potter et al. Drug Alcohol Depend. 2004;76:213; Hays. J Addict Dis. 2004; 23:1;
Jamison et al. J Pain Symptom Manage. 2000;19:53; NSDUH 2004; NAVIPPRO.



Pain Relievers Obtained for Nonmedical 
Use: Sources Reported by Users*

Substance Abuse and Mental Health Services Administration. Results From the 2005 National 
Survey on Drug Use and Health. DHHS Publication No. SMA 06-4194, 2006.

59.8

16.8

4.3
0.8

0

10

20

30

40

50

60

70

Friend/Relative Doctor Dealer/Stranger Internet

Pe
rc

en
t



0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

Own 
Prescription

Multiple Drs InternetFamily/FriendsDealer Forgery Stolen Other

Source of Diverted Prescription Drugs 
(NAVIPPRO)



AATOD study



Estimated Percentage of Schedule II Opioid 
Prescriptions Dispensed to Individuals Showing 
Questionable Activity* by Fiscal Year

*Questionable Activity = obtained Schedule II opioid prescriptions from >4 
pharmacies and >4 physicians during the specified year
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Aberrant Behaviors vs 
Urine Toxicology Testing

86 (71%)69 (57%)17 (14%)Negative

12295 (78%)27 (22%)Total

36 (29%)26 (21%)10 (8%)Positive 

TotalNoYes

Aberrant Behaviors
Urine 

Toxicology

53/122 (43%) of patients had “problems” (positive urine screen or behavioral issues)

Katz & Fanciullo. Clin J Pain. 2002;18:S76.



What can clinicians do to 
support pain relief while 
minimizing prescription 

opioid abuse?



Steps to minimize abuse and diversion
Employ universal precautions

Documentation, urine toxicology
Tamper patients from opioids who are not benefiting or 
persistently non-compliant
Use prescription blanks with both copy- and tamper-
resistant features and consider serialization
Secure prescription pads as you would cash
Review PMP data on all patients where available
Put up a sign in your office summarizing office policy 
regarding opioid-related crimes
Avoid prescribing opioids on the first visit
Review outside medical records



Algorithm for Opioid Treatment 
of Chronic Pain

Initial Patient 
Assessment

Trial of Opioid 
Therapy

Alternatives to 
Opioid Therapy

Patient 
Reassessment Exit StrategyConversion to 

Long-acting Opioid

Opioid Rotation
Continue Opioid 

Therapy

15
Used with permission of Nathaniel P. Katz, MD



Initial Assessment for Opioid Therapy
Initial patient assessment tool
Brief Pain Inventory – Short Form
Mental Health Screening Tool
Medical records
Urine toxicology (other labs)
Prescription monitoring data



Initial Assessment: Triage

Opioids may not be appropriate 
Refer treatment to specialists in 

management of patients with co-
morbid pain and addictive disorders

Continue to manage patient’s medical care 
including pain relief and monitor 
specialized care

Active substance abuse problem; history of 
prescription opioid abuse

Patient previously assigned to medium risk 
exhibits aberrant behaviors

High

PCP co-manages with addiction and/or 
pain specialists

If aberrant behaviors are observed or 
persist, consider assigning to high-
risk category

Past history of substance abuse (not 
prescription opioid abuse); significant 
risk factors

Patient previously assigned to low risk 
exhibits aberrant behaviors

Medium

Can be managed by PCP
If aberrant behaviors are observed, 

consider increasing risk category

No history of substance abuse; minimal if 
any risk factors

Low

ManagementCharacteristicsRisk Level



Initiation of Opioid Trial
Patient treatment agreement
Patient education brochure
Medication flow chart



Follow-Up Visit
PADT
Urine toxicology
Pill counts
Review medication flow chart



Tapering patients off opioid therapy
How to identify non-responders

Persistent lack of pain relief
Persistent significant side effects
Persistent non-compliance

How to get non-responders off opioids
Avoiding withdrawal
Managing pain during taper
Multidisciplinary approaches



SOAPP® V.1 – 24Q

Butler S et al, Pain, 2005



COMM

Butler S, et al, CPDD, 2006



Clinician Use of PMP Data
Examine data on every patient on opioid 
therapy
Identify patients meeting criteria for doctor 
shopping; triangulate with other data
Collaborate with other physicians to identify 
a single prescriber and pharmacy
Exit patient from opioids if appropriate
Refer to addiction treatment if appropriate



Discussion


