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Prescription Drugs
• Addiction, Abuse
• Overdose
• Deaths >19,000/yr
• $500B annually

Three Inextricable Concurrent Epidemics

Chronic Pain
• >100 million pts
• $635 billion (APS)

• CV ($309 billion)
• Cancer ($243 billion)
• Diabetes ($188 billion)

Illicit Opioids
• Addiction, Abuse
• Overdose
• Death (>25,000/yr )
• Cost (uncountable)



Chronic pain affects 116 
million people in the US
 37% of the US population 
 47% if children are removed 

from the calculation

 Not end of life/palliative 
care

IOM April 2011



Pain is woefully 
undertreated, despite…
 Dozens of approved 

medications
 The 5th vital sign (Joint 

Commission) 
 Patient satisfaction scores 

(Centers for Medicare & 
Medicaid Services) 

IOM April 2011





“The US accounts for 4% of the world’s population 
but uses 80% of its prescription opioid”

International Narcotics Control Board for the UN; 2014

Morphine Milligram 
Equivalents per person, 
2010

Japan:  26.38
United States: 693.45

Mehendale A. J Palliative Care 
Med 2013:3: 151-3



Opioid Analgesics 
A Simplified Timeline

1980 1995 2004 2011 20121986

Purdue 
markets 
OxyContin

1Porter J, Jick H. Addiction rare in patients treated with narcotics. N Engl J Med 
1980;302:123.

2 Portenoy RK, Foley KM. Chronic use of opioid analgesics in non-malignant pain: report of 
38 cases. Pain. 1986;25(2):171-86 

1998 2001

CMS bases 
payment on pt. 

satisfaction

Purdue guilty of 
misbranding 
OxyContin: $635M

JCAHO: Pain 
Management 
Standards

2007

Less than 1% 
risk of 
addiction1

Opioids for CNCP2



Unintentional Drug Overdose Mortality

National Vital Statistics System. 
www.cdc.gov/nchs/nvss.htm. National Vital Statistics System. MMWR 2014
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Dowell D, et al. JAMA. 2017 Sep 19;318(11):1065-7



Treatment admissions are for primary use of opioids from Treatment Exposure Data set
Emergency department (ED) visits are from DAWN,Drug Abuse Warning Network, https://dawninfo.samhsa.gov/default.asp
Abuse/dependence and nonmedical use in the past month are from the National Survey on Drug Use and Health

Public Health Impact
Death Is The Tip Of The iceberg



Primary non-heroin opiates/synthetics admission rates, by State
(per 100,000 population aged 12 and over)



Primary non-heroin opiates/synthetics admission rates, by State
(per 100,000 population aged 12 and over)



“Oxy” euphoria

 Oxycodone, fentanyl, hydromorphone, and 
morphine bind the mu-1 opioid receptor
 Pain relief, but also euphoria

 Lipid solubility, receptor specificity, binding affinity

OxycodoneHeroin
(diacetyl morphine)

Why isn’t heroin legal?

*Okie S. N Engl J Med 2010; 363:1981-1985

or
Is oxy just legal heroin?*

Morphine





Prescription for Addiction

Rush Limbaugh
Conservative Radio Host

Matthew Perry 
“Friends”



Consequences of opioid use

Hyperalgesia

Addiction

Abuse

Overdose/Death

“Long term use” 

Opioid use disorder

Dependence



 Limit opioid initiation
 Pain management guidelines

 Alternatives to opioids
 Prescribing guidelines 

 Safe opioid use
 Default prescribing EHR

 Regulatory limits
 Order sets 

 Nudge prescribers
 Patient education

 Prescription Monitoring Program

 Harm reduction
 Naloxone distribution/prescribing
 Recovery coaches
 Family engagement
 Public health interventions

 Addiction management
 Screening
 Reduce barriers to treatment
 Linkage to care/warm handoff
 Mediation-assisted therapy

What are we going to do about it?



Strategies to Curb the Prescription Opioid Problem
Pain Guidelines

Long-term opioid use often begins with treatment of acute pain. When 
opioids are used for acute pain, clinicians should prescribe the lowest 
effective dose of immediate-release opioids and should prescribe no greater 
quantity than needed for the expected duration of pain severe enough to 
require opioids. Three days or less will often be sufficient; more than seven 
days will rarely be needed.
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Rudd RA. MMWR. 2016;64:1378-1382



The Newest Opium War



 Mu opioid receptor full agonist
 Variable effect at other opioid receptor subtypes

 High potency
 Highly lipophilic
 Rapid onset IV
 Generally rapid offset
 Slow redistribution

 Apnea
 At high doses

 Rigidity
 At high infusion rates

Wax, P. Ann Emerg Med 2003; 41: 700–705. 

Fentanyl(s)
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20,100

15,400
14,400

Cocaine: 10,600

NCHS Data Brief, Dec 2017



Carfentanil





Heroin Fentanyl Carfentanil

Equi‐effective “safe” doses

Heroin Fentanyl Carfentanil

Dangerous doses

Heroin Fentanyl Carfentanil

Deadly doses

Heroin Fentanyl Carfentanil

Equi‐effective “safe” doses





Se
ve

rit
y

Days

Short acting: Heroin, oxycodone
Onset 6 hours, duration 5-8 days

Long acting: Methadone
Onset 18-36 hours, duration 10-14 days



ABSTINENCE-INDUCED OPIOID 
WITHDRAWAL

Naturally occurring opioid withdrawal is not 
life-threatening. 



HALLMARKS OF OPIOID 
WITHDRAWAL

• N/V/D
• Mydriasis (dilated pupils)
• Piloerection (“goose 

flesh”)
• Mild tachycardia, 

hypertension, tachypnea
• Yawning
• Diaphoresis

• Increased bowel sounds
• Lacrimation
• Rhinorrhea
• Myalgias and arthralgias
• Restlessness/irritability
• Normal mental status
• Seizures only in neonates



ABSTINENCE-INDUCED OPIOID 
WITHDRAWAL

Naturally occurring opioid withdrawal is not 
life-threatening. 

PRECIPTATED OPIOID WITHDRAWAL

Altered mental status

Autonomic instability

Pulmonary edema



www.bccsu.ca







MANAGEMENT OF OPIOID 
WITHDRAWAL

• Methadone

• 10 mg IM (or the equivalent 20 mg PO) 

• Blocks withdrawal in virtually all patients regardless ofbuse
pattern

• Suppresses craving



Su MK, et al. AmJEM 2018



MANAGEMENT OF OPIOID 
WITHDRAWAL

• Methadone

• 10 mg IM (or the equivalent 20 mg PO) 

• Blocks withdrawal in virtually all patients regardless of use 
pattern

• Suppresses craving

• Centrally acting alpha agonist

• Reduces autonomic activity 

• Does not suppress craving



ClonidineLofexidine

Brand: $1738.00/mo Generic: $1/mo
Brand: $52.80/mo



MANAGEMENT OF OPIOID 
WITHDRAWAL

• Methadone
• 10 mg IM (or the equivalent 20 mg PO) 

• Blocks withdrawal in virtually all patients regardless ofbuse pattern

• Suppresses craving

• Centrally acting alpha agonist
• Reduces autonomic activity 

• Does not suppress craving

• Buprenorphine
• Partial agonist that may worsen withdrawal







www.chcf.org





Jones HE, et al. NEJM 2010;363:2320

Kraft WK, et al. NEJM 2017;376:2341
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