
Charles Opperman, MD 

Grand Rounds – 5/20/16 











You don’t want your name on this pill bottle. 



Interesting statistics 
 The US makes up less than 5% of the world population. 

We utilize 80% of the world’s prescription opiates. 

 3 people will die of opiate overdose in the US during this 
lecture (every 19 minutes) 

 The majority from prescription Rx (Oxy, Vicodin, etc) 

 80% of heroin users start by using prescription Rx 

91% of people who experienced an overdose were 

still able to get another opioid Rx (usually from 
same doctor) 



How did we get here? 
 Until the latter part of the 1990s, use of long-term 

opioid therapy for chronic noncancer pain (CNCP), or 
pain lasting beyond 3 months, was effectively 
prohibited in most states. 

 Chronic use of opioid analgesics in non-
malignant pain: report of 38 cases (1986) 

 Portenoy and Foley – Pain 

 Led to pain as the 5th vital sign initiative 



Portenoy study 
 Chronic use of opioid analgesics in non-malignant pain: report 

of 38 cases. 
 Pain – May 1986 
 38 patients with non-malignant pain were evaluated 

retrospectively 
 12 – oxycodone 
 7 – methadone 
 5 - levorphanol  
 Others - propoxyphene, meperidine, codeine, pentazocine, or 

some combination of these drugs 
 19 patients – treated for >4 years at evaluation 
 6 patients – treated for > 7 years at evaluation 

 2/3rds of patients required <20 morphine equivalents mg/day 
 Only 4 patients in study took >40mg/day 

 
 



Portenoy study - results 
 38 patients 

 24 (63%) - partial but acceptable or fully adequate relief of pain 
 14 (37%) – inadequate relief 
 2 (5%) – “management became a problem. Both had a history of 

drug abuse.” 
 “Few substantial gains in employment or social function could be 

attributed to the institution of opioid therapy” 

 “We conclude that opioid maintenance therapy can be a safe, 
salutary and more humane alternative to the options of surgery 
or no treatment in those patients with intractable non-
malignant pain and no history of drug abuse.”  
 Interpreted in other words (mine) – We provided a drug that caused 

destruction to 5% of the people, helped “a few,” failed to help nearly 
40%. 

 
 



“We conclude that hot dogs DO 
NOT cause cancer.” 



Pain as the 5th vital sign 
 Dr. Portenoy 

 American Pain Foundation – director 
 American Pain Society- President 

 Established pain as a 5th vital sign 

 Late 1990’s 
 “Epidemic of untreated pain” 
 Should be monitored alongside HR, BP, RR, 

and Temp 

 1998 – Federation of state medical boards 
 MD’s wouldn’t face regulatory action for 

prescribing even large amounts of narcotics, 
as long as it was in the course of medical 
treatment 

 Effective Jan 1st, 2001 - Joint Commission on 
Accreditation of Healthcare Organizations 
(JCAHO) 
 all patient care organizations accredited by 

JCAHO must address a patient’s pain 

 2004 - called on state medical boards to make 
under-treatment of pain punishable for the 
first time.  
 Policy drawn up with help by Purdue Pharma 

(makers of OxyContin) 

 



Pain as the 5th vital sign 
 “Vital Signs are taken seriously. If pain were assessed 

with the same zeal as other vital signs are, it would 
have a much better chance of being treated properly. 
We need to train doctors and nurses to treat pain as a 
vital sign. Quality care means that pain is measured 
and treated.” 

  - James Campbell, MD 

  Presidential address, American Pain Society 

  November 11th, 1996 



Pain as a 5th vital sign  
 Excerpt from VA Pain as a 5th Vital Sign Toolkit: 

 Under FAQ’s – potential scripts the MD can use for certain 
responses: 

 Q. My Pain is a 15. 

 A. You must be in a lot of pain to select 15 on a 10 point 
scale. We like to use the scale to measure progress in 
the pain medications and treatment you receive. Let's 
look at the scale again and think of the number 10 as 
the worst pain imaginable and 0 as a time in your life 
when you had not pain at all. Now, try the scale again. 





Opiate Rx then and Now 
 76 million total Rx in 1991, 

207 million in 2013 

 Hydrocodone products in 
2014 = 119.2 million Rx 
 #2 prescribed drug (#1 was 

levothyroxine at 120 
million) 

 Suboxone in 2014 = #17 
prescribed non-generic (#1 
= Synthroid) 
 Viagra = #16, Novolog 

products = #35,36 

 

 
 

 

 



Purdue Pharma 
 1996-2001 

 national pain management and speaker-training 
conferences at resorts in Florida, Arizona, and 
California.  

 More than 5000 physicians, pharmacists, and nurses 
attended these all-expenses-paid symposia 

 Numerous studies showing OxyContin to be equal and not 
superior to other opiates 

 2004- OxyContin was #1 abused drug 

 Claimed addiction rate was negligible 

 Perry and Heidrich = 0/10,000 burn patients 

 Porter and Vick = 4/11,882  

 Both studies done on acute pain, not chronic 
long-term therapy 

 Other studies show… 

 Fishbain et al. = 3-18% 

 Hoffmann et al. = 23% 

 Kouganou et al. = 12% 

 Chabal et al. = 34% 

 Katz et al. = 43% 

 Reid et al. = 24-31% 

 Michan et al. 45% 

 General consensus is lifetime addiction rate on chronic 
opioids is between 3-16% (NIMH epidemiologic 
Catchment Area Program) 

 May 2007 – 3 company executives plead guilty to criminal 
charges of misbranding OxyContin by claiming it was “less 
addictive” than other opioids 



Dr. Portenoy 
“I gave innumerable lectures in the late 1980s and ’90s about 
addiction that weren’t true” 
 
Dr. Portenoy said it was “quite scary” to think how the growth 
in opioid prescribing driven by people like him had 
contributed to soaring rates of addiction and overdose 
deaths. 
 
“Did I teach about pain management, specifically about 
opioid therapy, in a way that reflects misinformation? Well, 
against the standards of 2012 goes, I did”  
 
“we didn’t know then what we know now.” 



JACHO Standards 
 Recognize the right of patients to appropriate assessment and management of pain 
 Screen for the presence and assess the nature and intensity of pain in all patients 
 Record the results of the assessment in a way that facilitates regular reassessment and 

follow-up 
 Determine and ensure staff competency in pain assessment and management (e.g., 

provide education), and address pain assessment and management in the orientation of 
all new clinical staff 

 Establish policies and procedures that support the appropriate prescribing or ordering of 
pain medications 

 Ensure that pain does not interfere with a patient’s participation in rehabilitation 
 Educate patients and their families about the importance of effective pain management 
 Address patient needs for symptom management in the discharge planning process 
 Incorporate pain management into performance review activities (i.e., establish a means 

of collecting data to monitor the appropriateness and effectiveness of pain management) 





Chronic Pain definition 
Pain that has persisted after reasonable medical efforts 
have been made to relieve the pain or cure its cause and 
that has continued, either continuously or episodically, 
for longer than three continuous months.  



The data for prescription opioids 
 Efficacy of opioids for chronic pain: a review of the 

evidence 
 Ballantyne JC, Shin NS. Clin J Pain. 2008 

 “existing evidence suggests that analgesic efficacy, 
although initially good, is not always sustained during 
continuous and long-term opioid therapy (months to 
years).” 

 “Mechanisms for loss of analgesic efficacy proposed are 
pharmacologic tolerance, opioid-induced hyperalgesia, 
subtle and intermittent withdrawal, and a number of 
psychologic factors including loss of the placebo 
component.” 



The data for prescription opioids 
 Medications for Acute and Chronic Low Back Pain: A Review of 

the Evidence for an American Pain Society/American College of 
Physicians Clinical Practice Guideline 
 Chou and Huffman. Annals of Internal Medicine. 2007 
 Review of systematic reviews 

 “We found good evidence that NSAIDs, skeletal muscle relaxants (for 
acute low back pain), and tricyclic antidepressants (for chronic low back 
pain) are effective for short-term pain relief.” 

 “We found fair evidence that acetaminophen, tramadol, 
benzodiazepines, and gabapentin (for radiculopathy) are effective for 
pain relief.”  

 “good evidence that systemic corticosteroids are ineffective for low back 
pain with or without sciatica” 

 “For very severe, disabling pain, a trial of opioids in appropriately 
selected patients may be a reasonable option to achieve adequate pain 
relief and improve function, despite the potential risks for abuse, 
addiction, and other adverse events” 







AAN position paper 
“All of this activity emerged in the absence of any clear 
evidence from clinical trials that opioids could be safely 
and effectively used in patients with chronic non-cancer 
pain (CNCP).” 





Recent publications regarding opioids 
 CDC 

 “CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016” (Mar 2016) 

 NEJM 
 “Intensity of Chronic Pain — The Wrong Metric?” (Dec 2015) 
 “Opioid Prescribing for Chronic Pain — Achieving the Right Balance through Education” (Jan 2016) 
 “Trends in Opioid Analgesic Abuse and Mortality in the United States” (Jan 2016) 
 “Relationship between Nonmedical Prescription-Opioid Use and Heroin Use” (Jan 2016) 
 “Opioid Abuse in Chronic Pain — Misconceptions and Mitigation Strategies” (Mar 2016)  
 “A Proactive Response to Prescription Opioid Abuse” (April 2016) 

 JAMA 
 “Preventing Prescription Opioid Abuse” (Mar 2015) 
 “Addressing the Opioid Epidemic” (Oct 2015) 
 “Effect of Mindfulness-Based Stress Reduction vs. Cognitive Behavioral Therapy or Usual Care on Back 

Pain and Functional Limitations in Adults With Chronic Low Back Pain” (Mar 2016) 
 The CDC Guideline on Opioid Prescribing: Rising to the Challenge (April 2016) 

 Annals of Internal Medicine 
 “The Effectiveness and Risks of Long-Term Opioid Therapy for Chronic Pain: A Systematic Review for a 

National Institutes of Health Pathways to Prevention Workshop” (Feb 2015) 

 Cleveland Clinic Journal of Medicine 
 “Prescribing Opioids Safely” (Mar 2016) 

 ACP Hospitalist 
 “The Revolving Door of Opioid Overdose” (Mar 2016) 



CDC guidelines (March 2016) 
1. Nonpharmacologic therapy and nonopioid pharmacologic therapy are 

preferred for chronic pain 
2. Before starting opioid therapy, establish treatment goals. Only continue if 

meaningful improvement 
3. Before starting and during therapy, discuss realistic risks and benefits 
4. When starting opioids, prescribe immediate release instead of extended release 
5. When opioids started, use lowest effective dose 
6. 3 days of treatment for acute pain is often enough. More than 7 days is 

rarely needed. 
7. Should see patient in 1-4 weeks after starting. For continued therapy, every 3 

months or more frequently 
8. Evaluate risk factors for opiate-related harm. Consider giving naloxone if 

substantial risk present (>50MME/day, benzo use, hx of OD) 
9. Review PDMP prior to starting and every 3 months 
10. Use UDS before starting  and at least annually for continuation 
11. Avoid co-administering benzos 
12. Arrange for evidence based treatment (Suboxone, methadone) for opioid use 

disorder 
 





The data against prescription opioids 
 The effectiveness and risks of long-term opioid therapy for chronic 

pain: a systematic review for a National Institutes of Health Pathways 
to Prevention Workshop 
 Chou et al. Annals of Internal Medicine.  2015. 

 Systematic review of 39 studies  
 >3 months opioid therapy for chronic pain 

 Studies of parental opioids and tramadol excluded 
 Included studies with cancer pain not at end of life 

 “the lack of scientific evidence on effectiveness and harms of long-term 
opioid therapy for chronic pain is clear and is in striking contrast to its 
widespread use for this condition and the large increase in prescription 
opioid–related overdoses” 

 “Accumulating evidence supports the increased risk for serious harms 
associated with long-term opioid therapy, including overdose, opioid 
abuse, fractures, myocardial infarction, and markers of sexual 
dysfunction; for some harms, the risk seems to be dose-dependent.” 

 

 
 

 



The data against prescription opioids 
 Prescription opioid use among patients seeking treatment for opioid 

dependence. 
 Canfield et al. Journal of Addiction Med. 2010 
 Survey of 75 patients admitted for opiate withdrawal 

 Had to meet DSM-IV criteria for opiate dependence 
 Mean age = 32 
 Asked how their opiate “addiction” started 

 31/75 (41%) – addiction from well-intended pain medication 
 24/75 (32%) – diverted prescription medication 
 20/75 (27%) – “street drugs” 

 90% had purchased “street drugs” at some point in their life 

 “Many treatment-seeking opioid dependent patients first began using 
licit prescription drugs before obtaining opioids from illicit sources. 
Later they purchased heroin, which they would come to prefer because 
it was less expensive and more effective than prescription drugs; 
however patients who begin taking opioids from the illicit market tend 
to prefer heroin to a greater extent.” 

 
 



Participant comments 
 “Pill parties” – a common source (49%) of trying. 
 “kids are using it like Viagra” 
 Opiates available “at the prom.” 
 Athletes in high school used to “make it through a game” and 

later used to “get high.” 
 “I used them to feel normal” 
 “It helped take away my emotional pain and stress” 
 “made me feel like a better person” 
 Often obtained from “parent’s prescriptions”  
 “The best way to get opiates is to look for the dying person who 

will give [them] up” 
 Prefer prescription opiates to heroin because “they know they’re 

pure” 



The data against prescription opioids 
 Intensity of Chronic Pain – The Wrong Metric? 

 Ballantyne JC and Sullivan M 

 Perspective article – NEJM, November 2015 

 “For three decades, there has been hope that more 
liberal use of opioids would help reduce the number of 
Americans with unrelieved chronic pain. Instead, it 
produced what has been termed an epidemic of 
prescription-opioid abuse, overdoses, and deaths – and 
no demonstrable reduction in the burden of chronic 
pain.” 

 



 Opioid Abuse in Chronic Pain — Misconceptions 
and Mitigation Strategies 

 Volkow and McLellan 

 Review article – NEJM, March 31st, 2016 

 “It is no longer possible to simply continue previous 
practices with respect to the management of chronic 
pain. The associated risks of opioid diversion, overdose, 
and addiction demand change.” 

 



Up-to-Date algorithm 







List of most abused drugs – 2013 
1. OxyContin 
2. Suboxone 
3. Concerta (methylphenidate) 
4. Ambien 
5. Ritalin 
6. Zoloft 
7. Lunesta 
8. Adderall XR 
9. Opana ER (oxymorphone) 
10. Xanax 
11. Klonopin 
12. Fentora (Fentanyl) 
13. Percocet 
14. Ativan 
15. Soma (carisoprodol) 
16. Valium 
17. Vicodin (No 2012 sales data available otherwise likely ranked higher) 

 

Source: Drug Enforcement Agency (DEA) 



The rules 
Schedule II Schedule III, IV 

 Schedule II prescription 
orders must be written and 
signed by the practitioner 

 May not be telephoned into 
the pharmacy except in an 
emergency. 

 No refills 

 Written or oral (phoned to 
pharmacy) order 

 Refills up to 5 times anytime 
within 6 months from the 
date the Rx was issued. 

 

 Schedule V – must be 18 y/o 



Schedule of controlled substances 
 Schedule 1 - have high abuse potential, no medical use, and severe safety concerns 

 Illegal drugs 
 Ex: Heroin, LSD, marijuana, ecstasy 

 Schedule 2 - high potential for abuse and dependence, an accepted medical use, and the potential for 
severe addiction 
 Ex: cocaine, high dose codeine, Fentanyl, Oxycodone, Morphine, Methamphetamine, Adderall, 

Ritalin, hydrocodone based opiates (reclassified) 

 Schedule 3 - lower potential for abuse than drugs in the first two categories, accepted medical use, 
and mild to moderate possible addiction 
 Anabolic steroids, low dose codeine, Tylenol #3, ketamine, testosterone, Fioricet 

 Schedule 4 - even lower abuse potential than Schedule 3 Drugs, accepted medical use, and limited 
addiction potential. 
 Benzodiazepines, Sedatives, sleeping agents, Tramadol, Soma 

 Schedule 5 - low abuse potential, accepted medical use, and a very limited addiction potential. 
 preparations containing limited quantities of narcotics or stimulant drugs for cough, diarrhea, or pain.  
 Lyrica, Imodium, Robitussin AC 

 

 “If a drug does not have a potential for abuse, it cannot be controlled.” 
 DEA – Drugs of Abuse publication (2015) 

 







Interview with police 
 “You know how Miami, FL is the hub of 

cocaine for the US? Well, Dayton is the 
hub for heroin.” 

 “When they hear someone has died from 
heroin, they flock to the person that sold 
that heroin” 

- Capt. Thompson (Miamisburg) 

 DEA: July 2015 press release 
 “The strongest risk factor for a heroin 

use disorder is a prescription opioid 
disorder” 

 “Definitely, greater than 50% of the 
heroin addicts we interview start with 
prescription opiates.” 

- Capt. Brem (Mont County Sherriff 
office) 

- 4 out of 5 report first using 
prescription opioid from medical 
literature 

 Undercover patient – pill mills 
- $1/mg of Rx pill. 

- #120 pills of 10mg Oxy = $1,200 

- $5/cap of heroin 





What to do before I prescribe 

 Trial other agents 
 “Health care providers are not 

obligated to use opioids when a 
favorable risk-benefit balance cannot 
be documented” ---CDC 

 Query NARx (OARRS) 
 Check UDS 

 Send out confirmatory if unexpected 
results 

 Document current pain, functional 
status and set goals for therapy 
 Being pain-free not a reasonable goal 
 Document the 4 A’s with every visit: 

 Activities of daily living 
 Adverse effects 
 Analgesia 
 Aberrant behavior 

 Sign narcotic agreement 
 Start lowest effective dose 

 Should refrain from co-administering 
with BZD or sedative hypnotics 

 
 
 

SYCAMORE PRIMARY CARE GROUP 
 

NARCOTICS POLICY 

 
 

State and federal laws require strict monitoring of controlled substances through the Drug 

Enforcement Agency.  Failure to comply with these laws by either medical personnel or 

Patients puts both at risk for criminal activity.  In order to protect both physicians and patients 

from inappropriate use of controlled substances, all patients being prescribed such medications 

on a chronic basis will be required to adhere to the following policy. 

 

1. Only one doctor will prescribe controlled substances for a patient.  This physician will be 

the identified primary care physician of the patient.  All other doctors caring for the 

patient are advised of this plan. 

2. Only one pharmacy can be used.  The pharmacy name and telephone number is identified 

in the chart as specified below. 

3. Under NO circumstances will a controlled substance prescription be written again, after 

the patient leaves the office.  This includes, but is not limited to, loss, theft, or destruction 

of any kind once it has been given to the patient.  It is the patient’s responsibility to keep 

the prescription safe.  No one else can do this. 

4. Those who are taking narcotics on a daily basis will be required to see their primary 

doctor EVERY month.  At these scheduled visits, the prescription may be written for a 

full month with no refills.  The patient MUST come to the next month’s appointment to 

receive the next prescription.  There will be no events in which a prescription is renewed 

early. 

5. Narcotics or other controlled substances will not be refilled by telephone. 

6. The goal will be to wean the medication to the LOWEST EFFECTIVE DOSE, and when 

appropriate, stopped. 

7. In the event that a patient requires chronic use of a controlled substance, further 

evaluation and/or testing at the discretion of the physician may be required, which may 

also include consultation with a specialist. 

8. Patients transferring from another practice, who are currently on controlled substances, 

will be required to provide appropriate documentation within one month’s time that a 

previous evaluation was done to warrant the continued use of such medical medications. 

9. Patients receiving narcotics may be required, at the physician’s discretion, to have 

periodic and random drug testing.  Failure to comply may jeopardize further prescriptions 

for controlled substances. 

 

My doctor and I have talked about these rules, and I agree to follow them. 

 

______________      _____________________________        ____________________________ 

           Date                             Patient’s Signature                                   PRINT Name       

 

_________________________   _________________________    _______________________ 

        Your Physician                                  Pharmacy                           Pharmacy Phone Number     

        

                                                             __________________ 

                                                                    Date of Birth 



Monitoring and compliance 
 Check NARx/OARRS 

 Know what you're looking at 

 Obtain random UDS 
 At least 2x/year (more if 

compliance in question) 
 IMPORTANT: you must 

document last ingestion time!!! 
 Send confirmatory for abnormal 

 No early refills 
 Utilize random pill counts 
 80 MED (morphine equivalency 

dosing) = trigger threshold 
 Re-evaluate therapy 

 120 MED = should see pain 
management specialist 





What is positive in UDS? 

Oxycodone will show up in UDS 
screening if elevated (cross-reactivity) 
5-fold (1500 ng/dl) compared to 300 
ng/dl of morphine 



“Average” time for positivity 
 



Fun facts about UDS (Siemens EMIT) 
 Antibodies that attach themselves to the drug in urine 

sample. Then use light emission to determine levels. 

 Essentially zero false positive results 

 False negative result 2-4% (if near lower limit of cutoff) 

 Levaquin can cause false + opiate 

 Passive marijuana inhalation WILL NOT turn THC test 
positive. Don’t buy into their lies! 

 Light users = 2-8 days 

 Heavy users = 6-19 days 

 



Sycamore Primary Care Data 
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