
DISCLAIMER:
Video will be taken at this clinic and potentially used in
Project ECHO promotional materials. By attending this 
clinic, you consent to have your photo taken and allow 

Project ECHO to use this photo and/or video. If you don’t 
want your photo taken, please let us know. Thank you!
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ECHO Nevada emphasizes patient privacy 
and asks participants to not share ANY 
Protected Health Information during ECHO 
clinics.
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Contact Information
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Prescription Drug Misuse and Abuse:
Hype or an American Epidemic?
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Unintentional Opiate Overdose Deaths Parallel 
Opioid Sales in United States, 1997–2007

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

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

Source:  National Vital Statistics multiple cause of death data set and Drug Enforcement Agency ARCOS 
System
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Time for Change

• March of 2016, The CDC published it’s  
Guideline for Prescribing Opioids for 
Chronic Pain
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Target Audience
• Opioid prescribing rates have increased 

more for family practice, general practice, 
and internal medicine compared to other 
specialties from 2007 - 2012

• Prescriptions by PCP’s account for nearly 
half of all dispensed opioid prescriptions
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Guideline Goals

• 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
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Recommendations

• 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

.
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Assessing risk and addressing harms 
of opioid use

• Before starting and periodically during 
continuation of opioid therapy, providers should 
evaluate risk factors for opioid-related harms.  
Providers should incorporate into the pain 
management plan strategies to mitigate risk, 
including considering offering naloxone when 
factors that increase risk for opioid overdose, 
such as history of overdose, history of substance 
use disorder, or high opioid dosages (> 50 
MME), are present.
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Reasoning

• Certain risk factors are likely to increase
susceptibility to opioid-associated harms
and warrant incorporation of additional
strategies to into the management plan to
mitigate risk
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Risk Factors

• Sleep-Disordered 
breathing

• Pregnant women

• Renal or hepatic 
insufficiency

• >65 years old

• Mental Health 
Conditions

• Substance use 
Disorder history

• Prior Nonfatal 
overdose
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Bottom Line

• Providers should assess these risk factors
periodically

• Factors that vary more frequently overtime
require more frequent follow up
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Bottom Line

• Providers should consider offering 
Naloxone when prescribing opioids to 
patients at increased risk

- Increase risk factors
- Prior overdose
- Benzodiazepines
- > 50 MME/day
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Assessing risk and addressing harms 
of opioid use

• Providers should review the patient’s history of controlled 
substance prescriptions using state prescription drug 
monitoring program (PDMP) data to determine whether 
the patient is receiving high opioid dosages or 
dangerous combinations that put him or her at risk of 
overdose.  Providers shoulder review PDMP data when 
starting opioid therapy for chronic pain and periodically 
during opioid therapy for chronic pain, ranging from 
every prescription to every 3 months.
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Reasoning
• NO clinical studies to evaluate the effectiveness 

of PDMPs on outcomes related to overdose, 
addiction, abuse, or misuse

• Evidence reveals most overdoses were 
associated with getting opioids from multiple 
prescribers and/or receiving high total daily 
opioid dosages (PDMP’s contain this info)
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Reasoning
• PDMP is useful in seeing what other 

controlled substances a patient might be 
receiving from other providers that could 
result in a dangerous combination (i.e. 
opioids combined with benzodiazepines)

• Help determine what a patient is taking

.
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Bottom Line

• Providers should access PDMPs when
starting opioid therapy and periodically
during long-term opioid therapy (i.e. 3
months)

• Out of State, VA and IHS Rx’s not
available on PDMP
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Bottom Line

• It is recommended that you do not use the
PDMP data to dismiss patients.

• This might adversely affect patient safety
and could represent patient abandonment
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Bottom Line

• For individual state laws regarding
PDMPs, access
http://www.namsdl.org/prescription-
monitoring-programs.cfm for more
information

.
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http://www.namsdl.org/prescription-monitoring-programs.cfm


Assessing risk and addressing harms 
of opioid use

• When prescribing opioids for chronic pain, 
providers should use urine drug testing 
before starting opioid therapy and consider 
urine drug testing at least annually to 
assess for prescribed medications as well 
as other controlled prescription drugs and 
illicit drugs.
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Reasoning

• Concurrent use of opioids with other opioid 
medications, benzodiazepines, or heroin 
can increase patients’ risk for overdose

• Urine drug screens provide information 
about drug use that is not  reported by the 
patient
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Reasoning
• Urine drug screens can assist providers in 

identifying when patients are not using 
opioids and diverting them

• Urine drug screens DO NOT provide 
accurate information about how much or 
what dose of opioids or other drugs a 
patient took.
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Reasoning

• Urine drug screens are subject to 
misinterpretation and sometimes can be 
associated with practices that harm 
patients (i.e. stigmatization, inappropriate 
termination of care)
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Reasoning

• Routine use or standardized policies in a 
clinical practice might destigmatize their 
use
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Bottom Line

• Urine drug screens should be utilized prior to 
starting opioids for chronic pain

• Urine drug screens should be utilized 
periodically during chronic opioid therapy

• Testing of urine is favored over saliva
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Bottom Line

• Providers should be familiar with the drugs 
included in urine drug testing panels in 
their practice and should understand how 
to interpret the results

• DO NOT test for substances for which 
results will not affect management
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Bottom Line

• Urine drug testing intended to improve 
patient safety
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Bottom Line

• Providers should use unexpected results 
to improve patient safety

- Taper or discontinue opioids
- More frequent re-evaluation
- Offer naloxone
- Referral for treatment of substance 

use disorder

.
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Bottom Line

• Providers should NOT terminate patients 
from care based on urine drug screen test 
results because this could constitute 
patient abandonment and could have 
adverse consequences for patient safety
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Assessing risk and addressing harms 
of opioid use

• Providers should avoid prescribing opioid 
pain medication for patients receiving 
benzodiazepines whenever possible.
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Reasoning

• Opioids and Benzodiazepines both cause
central nervous system depression

• Concurrent use puts patients at greater risk of a
fatal overdose

• Quadruples the risk compared to using opioids
alone
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Bottom Line

• Providers should avoid prescribing opioids 
for patients receiving benzodiazepine 
whenever possible
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Bottom Line

• Safer and more practical to taper opioids

• Taper benzodiazepines gradually.  Abrupt
discontinuation can lead to rebound
anxiety, hallucinations, seizures, delirium
tremens, and death (rare).
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Tapering

• Benzodiazepines – decrease dose by 25% 
every 1-2 weeks

• Opioids
- Rapid taper can be done over 2-3 

weeks
- Recommended that you do 10% a 

week
• Consider CBT during taper
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Assessing risk and addressing harms 
of opioid use

• Providers should offer or arrange
evidence-based treatment (usually
medication-assisted treatment with
buprenorphine or Methadone in
combinations with behavioral therapies)
for patients with opioid use disorder.
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Defined

• Opioid use disorder – a problematic 
pattern of opioid use leading to clinically 
significant impairment or distress, 
manifested by at least two defined criteria 
occurring within a year
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Reasoning

• Contextual evidence review shows that 
opioid agonist or partial agonist treatment 
with Methadone maintenance therapy or 
buprenorphine in combination with 
psychosocial is more effective in 
preventing relapse than detoxification 
alone
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Bottom Line

• Assess for opioid use disorders based on patient
concerns or behaviors, PMP data and/or urine
drug screen results

• If not clear, arrange for a substance use disorder
treatment specialist to assess for an opioid use
disorder

.
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Bottom Line

• For patients that meet the criteria of opioid use 
disorder:

- Offer or arrange medicated assisted 
treatment in combination behavioral 
therapies

- Consider offering Naloxone

.
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Bottom Line

• Patients with problematic opioid use that do not 
meet the criteria for opioid use disorder

- Taper and discontinue opioids
- If unable taper, offer opioid agonist therapy
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Bottom Line

• Providers should not dismiss patients from their
practice because of a substance use disorder
because this can adversely affect patient safety
and could represent patient abandonment
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Questions

.

.



Discussion
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