Opioid
Epidemic
Prescribers are ahead of the
policy

Objectives

1. Recognize current trend in Opioid use.
2. Recognize the growing need for
medication assisted treatment.
3. Become comfortable with the concept of
MAC in your own clinic.
4. Develop a systematic approach to deciding
which patients are appropriate for Chronic
Opioids in your practice.

Chronic pain and opioids

>The 1999–2002 National Health and Nutrition Examination Survey estimated that 14.6% of adults have current
widespread or localized pain lasting at least 3 months
>approximately 3%–4% of the adult U.S. population, were prescribed long-term opioid therapy in 2005

Only 1 single study of >12 weeks
duration for benefit
All show small benefits for
functional outcomes

Consistent Harms
OUD (26% in primary care offices)
Dose dependent death from OD
Inc. fracture risk

More pain than nonopioids at 1yr

Associated with new chronic pain source

Chronic pain and opioids
Those who can’t take non-opioid pain relievers

#1 recommendation: get by with non Rx modalities!
#2 All regimens seem to be equally effective
>Chronic opioid therapy:
Tramadol: No more effective than Tylenol. Low OD risk and low OUD potential. Seizure and cardiac side effects. No benefit over Tylenol
with equal to greater harms.
Methadone: Long acting, highest OD death rate due to misuse. Highest risk in initiation of opioid therapy (not recommended first line)
Fentanyl patch: Long acting (while wearing). OD risk in opioid naive patients. Only recommended after established on a steady state.
Short acting opioids: Most diversion potential and misuse. Highest risk for development of OUD. Most appropriate as may be able to
limit use to something less than daily.

Buprenorphine: long acting agonist/antagonist. Ceiling effect on respiratory depression. NO OD DEATHS REPORTED when used alone!
(can precipitate withdrawal due to strong affinity and difficult to treat in OD due to outcompeting naloxone)

Chronic pain and opioids
Those who can’t take non-opioid pain relievers

#1 recommendation: get by with non Rx modalities!

1.
2.

Utilize joint decision making
Risk assess for SUD and diversion potential. (no tool is very good actually) the tool used most is: Opioid Risk Tool
(ORT)
3. Set functional goals. You can use a generic disability questionnaire (ie. functional disability index)
Probably more useful but time intensive is setting SMART goals:

Specific goal of increasing walking by 1000 steps per day can be
Measured with an activity monitor or cell phone step counter, is an
Attainable goal to improve function, is
Relevant to everyday life, and can be given as a
Time limited assignment to complete over a one of two month period
4. Begin ready to discontinue as MOST will not see functional benefit to justify the risk
5. Pain contract increases success- accountability with frequent visits and UDS’s.
6. Inappropriate to suddenly stop… may need to bridge to Substance use treatment.

Take Home

• The prescription “opioid epidemic”,
has ended.
• The aftermath has left an
untreated population with opioid
use disorder.

Medication Assisted Treatment
(MAT)

Methadone

Naltrexone

Mu antagonist. Long
acting.

Buprenorphine

Mu agonist. Long acting

Mu agonist/antagonist. Long acting

-Better efficacy at high doses (high
levels of physical dependence)

-celling effect (extremely low abuse and
OD risk)
-can precipitate withdrawal

PO daily

--highest OD deaths due to long
duration of action and cumulative
effects building over 2-3days

IM q4weeks

Oral daily tx

-Good efficacy in addiction
of all kinds

Sublingual tab daily
IM monthly
Subdermal implant for 6mo.

Medication Assisted
Treatment for current users
• Methadone or Buprenorphine
-same efficacy
• The National Survey on Drug Use and Health (NSDUH)
2018 data indicate that an unacceptably high 92% of
individuals who meet criteria for needing SUD treatment do
not receive it
• Methadone for use in SUD may only be done in specially
licensed clinics.
• Buprenorphine: minimal training to get the DEA waiver.
Available online- https://elearning.asam.org/products/theasam-treatment-of-opioid-use-disorder-course-8-hour-online

Medication
Assisted
Treatment

Medication Assisted Treatment

What am I doing with this….
Systematically evaluating all current opioid users and taking using
the “6 hits” to establish an approach to match functional
improvement with lowest possible dose.

Evaluating for OUD and changing treatment to fit findings
I have received my waiver from DEA in order to initiate treatment for the 26% with
Opioid Use Disorder we recognize
We have applied for a grant to help hire a coordinator for our new OUD patients
from SAMSA: https://www.samhsa.gov/grants/grant-announcements/fg-20-001
$113 million federally
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