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Prescription Drug Misuse and Abuse:
Hype or an American Epidemic?
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Source:  National Vital Statistics multiple cause of death data set and Drug Enforcement Agency ARCOS 
System

• Overdose deaths
– 2,901 in 1999
– 11,499 in 2007

• Distribution by drug 
companies
– 96 mg/person in 1997
– 698 mg/person in 2007

Unintentional Opiate Overdose Deaths Parallel 
Opioid Sales in United States, 1997–2007
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• March of 2016, The CDC published it’s  
Guideline for Prescribing Opioids for 
Chronic Pain

Time for Change

.
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• Opioid prescribing rates have increased 
more for family practice, general practice, 
and internal medicine compared to other 
specialties from 2007 - 2012

• Presciptions by PCP’s account for nearly 
half of all dispensed opioid prescriptions

Target Audience

.
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• Provide recommendations for primary care 
providers who are prescribing opioids for 
chronic pain outside of active cancer 
treatment, palliative care, and end-of-life 
care

Guideline Goals

.
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• Grouped into 3 areas of consideration:
1. Determining when to initiate or continue 

opioids for chronic pain
2.Opioid selection, dosage, duration, follow 

up and discontinuation
3.Assessing risk and addressing harms of 

opioid use

Recommendations

.

.



• When starting opioid therapy for chronic 
pain, providers should prescribe 
immediate-release opioids instead of 
extended release/long acting (ER/LA) 
opioids

Opioid selection, dosage, duration, 
follow up and discontinuation

.
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• Clinical evidence review showed a higher risk for 
overdose among patients initiating treatment 
with ER/LA opioids vs immediate-release opioids

• Clinical evidence did not reveal that ER/LA 
opioids were more effective, safer, or that they 
reduce the risks of misuse or addiction

Reasoning

.
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• FDA in 2014 modified the labeling for ER/LA 
opioid pain medications

1. Should not be used for “as needed” pain 
relief

2. Start only when immediate-release opioids 
are ineffective, not tolerated, or provide 
inadequate pain management

3.  Use only for severe, around-the-clock, 
long-term opioid treatment

Reasoning

.

.



• Abuse-deterrent formulations are expected to make 
manipulation of opioids more difficult or less rewarding 
but they do not prevent opioid abuse through oral intake

• Abuse-deterrent label does not indicate that there is no 
risk for abuse

• Abuse-deterrent does not prevent unintentional overdose 
through oral administration 

Reasoning

.
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• Generally try to avoid using ER/LA opioids 
in combination with immediate-release 
opioids

• Select ER/LA opioids with predictable 
pharmacokentics to avoid unintentional 
overdose risk (avoid Methadone and 
transdermal Fentanyl)

Bottom Line

.
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• Do not start patients on ER/LA opioids or 
prescribe them for intermittent use

• Consider ER/LA opioids only for severe, 
around-the-clock pain

Bottom Line

.
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• When opioids are started, providers 
should prescribe the lowest effective 
dosage.  Providers should use caution 
when prescribing opioids at any dosage, 
should implement additional precautions 
when increasing dosage to > 50 MME/day, 
and should generally avoid increasing 
dosage > 90 MME/day

Opioid selection, dosage, duration, 
follow up and discontinuation

.

.



• Benefits of high-dose opioids for chronic 
pain are not established

• Risks for serious harms related to opioid 
therapy increase with high opioid dosage

Reasoning

.
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• Higher opioid dosages are associated with 
increased risks for motor vehicle crashes, 
opioid abuse or dependence, and 
overdose

Reasoning

.

.



• Opioid dosages 50 – 99 MME/day have an 
increase risk of opioid overdose by 1.9 to 
4.6 compared to dosages <19 MME/day

• Opioid dosages > 99 MME/day have an 
increase risk of opioid overdose by 2.0 to 
8.9 compared to dosages <19 MME/day

Reasoning

.
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• No single dosage that threshold below 
which overdose risk is eliminated

• Holding dosages < 50 MME/day would 
likely reduce risk among a large proportion 
of patients

Bottom Line

.

.



• Increasing dosages > 50 MME/day 
increases overdose risk without 
necessarily adding benefits for pain control 
or function

• Opioid dosages generally should not be 
increased to > 90 MME/day

Bottom Line

.

.



• Long-term opioid use often begins with treatment of 
acute pain.  When opioids are used for acute pain, 
providers 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 of fewer days usually will be sufficient for 
most nontraumatic pain not related to major surgery.

Opioid selection, dosage, duration, 
follow up and discontinuation
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• Clinical evidence review found that opioid 
use for acute pain is associated with long-
term opioid use

• Physical dependence on opioids can occur 
when exposed to opioids for more than a 
few days

Reasoning

.

.



• When opioids are needed for acute pain, 
providers should prescribe opioids at the 
lowest effective dose and for no longer 
that the expected duration of pain

• Providers should consider a default of < 3 
days of opioids for acute pain

Bottom Line
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.



• Providers should not prescribe additional 
opioids to patients “just in case” pain 
continues longer than expected

Bottom Line

.
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• Providers should evaluate benefits and harms with 
patients within 1 to 4 weeks of starting opioid 
therapy for chronic pain or of dose escalation.  
Providers should evaluate benefits and harms of 
continued opioid therapy with patients every 3 
months or more frequently.  If benefits do not 
outweigh harms of continued opioid therapy, 
providers should work with patients to reduce opioid 
dosage and to discontinue opioids

Opioid selection, dosage, duration, 
follow up and discontinuation
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• Risks for opioid overdoses are greatest 
during the first 3-7 days of after opioid 
initiation or increase dosage

• Risk of overdose associated with ER/LA 
opioids is particularly high in the first two 
weeks of initiating treatment

Reasoning

.
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• Clinical evidence review found that 
continuing opioid therapy for 3 months 
substantially increases risk for opioid use 
disorder

Reasoning

.

.



• Providers should evaluate patients to 
assess benefits and harms of opioids 
within 1 to 4 weeks or starting long-term 
opioid therapy or of dose escalation

• At follow up, providers should assess 
benefits in function, pain control, and 
quality of life

Bottom Line

.
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• At follow up, providers should ask about 
common side effects as well as assess for early 
warning signs for more serious problems such 
as overdose or opioid use disorder

• Patients who do not have pain relief with opioids 
at 1 month are unlikely to experience pain relief 
with opioids at 6 months

Bottom Line

.
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• Reassess benefits vs risks of long term 
opioid therapy at least every 3 months

Bottom Line

.
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Questions
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Discussion
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