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Goals and Objectives

• Discuss medications to improve chronic pain, including opiates and 
the safe approach to prescribing.

• Review risk assessment for opiate use and means to safely and 
effectively discontinue opiates.
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2019 Organizational Goals
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Non-Opioid Treatments for Chronic Pain

• Pharmacological Treatment
• First line (acetaminophen, NSAIDs, Gabapentin/pregabalin, TCAs/SNRIs, 

topical agents)

• Non-pharmacological treatment
• Exercise, cognitive behavioral therapy, interdisciplinary rehabilitation, 

patient education, weight loss, smoking cessation

• Interventional Treatment
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Nonopioid Medications
Medication Magnitude of 

benefits
Harms Comments

Acetaminophen (APAP) Small Hepatotoxic, particularly at 
higher doses

First-line analgesic

NSAIDs Small-moderate Cardiac, GI, Renal First-line analgesic, COX-2 selective NSAIDs less GI 
toxicity

Gabapentin/pregabalin Small-moderate Sedation, dizziness, ataxia First-line agent for neuropathic pain; pregabalin 
approved for fibromyalgia

Tricyclic antidepressants, 
serotonin/norepinephrine 
reuptake inhibitors

Small-moderate TCAs have anticholinergic and 
cardiac toxicities, SNRIs safer 
and better tolerated

First-line for neuropathic pain; TCAs and SNRIs for 
fibromyalgia, TCAs for headaches

Topical agents (lidocaine, 
capsaicin, NSAIDs, 
ketamine compounded)

Small-moderate Capsaicin initial flare/burning, 
irritation of mucus membraines

Consider as alternative first-line, thought to be safer 
than systemic medications. Lidocaine/ketamine for 
neuropathic pain, topical NSAIDs for localized 
osteoarthritis, topical capsaicin for musculoskeletal 
and neuropathic pain

Anti-nerve growth factor 
(NGF) monoclonal 
antibodies???

Moderate Rapidly progressive osteoarthritis 
(RPOA)

Development on hold due to findings of RPOA during 
phase 3 trials

Modified from CDC.gov Nonopioid Treatments for Chronic Pain
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Opioid therapy for Chronic Pain

• Only consider opioid therapy if expected benefits for both pain and 
function are anticipated to outweigh risks

• If opioids used, they should be combined with non-pharmacologic 
therapy and non-opioid therapy

• Prior to initiating, establish treatment goals with all patients, 
including realistic goals for pain and function, and discuss how 
therapy will be discontinued if benefits do not outweigh the risks

• Prior to initiating and periodically during therapy, discuss with 
patients the known risks and realistic benefits of opioid therapy, 
along with patient/clinician responsibilities
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A Public Health Crisis

130+ Americans die every day 
from an opioid overdose.

Leading cause of injury 
related death in the United 
States.

Leading cause of death in 
the United States, age <50 
years. 

4 out of 5 heroin users 
started with misusing 
prescription opioids. 

More than 40% of all US opioid 
overdose deaths in 2016 
involved a prescription opioid
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Opioid Use Disorder: source of opiates

The CBHSQ Report: January 12, 2017





Bayer Heroin Hydrochloride Advertisement from 1901, https://prescriptiondrugs.procon.org/view.resource.php?resourceID=005839
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“Landmark Article”

“We conclude 
that despite 
widespread use 
of narcotic 
drugs in 
hospitals, the 
development of 
addiction is rare 
in medical 
patients with no 
history of 
addiction.

Porter, J., & Jick, H. (1980). Addiction Rare in Patients Treated with Narcotics. New 
England Journal of Medicine, 302(2), 123-123. doi:10.1056/nejm198001103020221
Screen grab from the New England Journal of Medicine ”- Porter & 

Jick
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Joint Commission - the 5th Vital Sign

Sipress, David. “A Man Enters A Medieval Torture Chamber To See." Cartoon. The New Yorker, 6 Apr. 2015. Web.



© 2019 Virginia Mason Medical Center

How did we get here?

 Vicodin & Percocet introduced into 
the market

Nerve block clinics emerge to 
help treat nerve related 

injuries from WWI & WWII 

Harrison 
Anti-Narcotic Act

Heroin is made 
illegal 

First synthetic opioid, 
fentanyl, used for GA

OxyContin introduced 
as an 

extended-release 
reformulation

1900 1910 1920 1930 1940 1950 1960 1970

The VA Adopts Pain 
as the 5th Vital Sign

New Recommendations from CDC & 
AMDG re: safe opioid management 

TJC updates standards on 
pain management

1980 1990 2000 20202010

Bayer Co. begins 
commercial sale of 

heroin

Publishing in the NEJM that 
addiction is a rare event

The FDA issued a warning re: 
misleading advertising re OxyContin’s 

addictive nature

TJC establishes standards 
on for pain management



Agency of Medical Directors Group 
(AMDG)

State

National

Safe opioid 
prescribing 
practices

Health Care Authority
(HCA)

Bree Collaborative

Washington Health Alliance
(WHA) 

Food and Drug Administration 
(FDA)

Drug Enforcement Agency 
(DEA)

Center for Disease Control 
(CDC)

Washington State Law
(WAC)

Professional Organizations
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Agency of Medical Directors Group 
(AMDG)

All pain phases

• Clinically meaningful 
improvement 

• Accurate diagnosis 
and expectations

• Start with non-opioid 
treatment

• Expanded discussion 
on dosing threshold 

Opioids for chronic 
non-cancer pain 

• Must of functional 
improvement

• Assess 
comorbidities

• Do not combine with 
benzos

• Utilize effective 
monitoring 
strategies to 
minimize potential 
adverse outcomes

Reducing or 
discontinuing therapy 

Opioid Use Disorder
(OUD)

•Assess using DSM-V 
criteria

•1 in 5 patients on 
chronic opioid therapy 
will develop OUD as 
defined by DSM-V 

•Likelihood of 
developing OUD 
increases 122-fold for 
chronic use ≥120mg

• Taper if patient 
experiences an 
adverse outcomes or 
overdose

• Taper if patient 
exhibits aberrant 
behaviors

• Worsening pain while 
tapering is not 
uncommon

Interagency Guideline on Prescribing Opioids for Pain. June 2015 
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Washington State Legislation

ESHB 1427
• Requires implementation of safe opioid prescribing practices
• Goal to minimize potential for misuse and abuse
• Does not recommend avoiding use of opioids

Chapter 246-919 WAC
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Washington State Legislation

Acute Prescribing 
• Give instructions for pain 

expectations 
• Taper instructions

Chronic Prescribing
• State objectives of treatment
• Provide patient agreement/consent
• Ensure naloxone available for high risk 

patients
• Consultation with pain specialists for MED 

≥120mg/day
• Assess for opioid use disorder 

▪ Check Prescription Monitoring Program (PMP)
▪ Assess pain and function
▪ Assess risk of opioid use

▪ Communicate expectations 
▪ Engage in multimodal therapy, not opioids only
▪ Provide non-pharmacologic therapy Chapter 246-919 

WAC
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Washington State Legislation

Co-prescribing 
Provider shall not knowingly prescribed 
opioids in combination with any of the 
below w/out documentation of clinical 
judgement:

• Benzodiazepines
• Barbiturates
• Sedatives
• Carisoprodol
• Sleeping medications
 

If a patient receiving an opioid 
prescription is known to be receiving 
one or more of the above medications, 
the opioid prescribing provider shall 
consult w/ the other prescribers to 
establish a plan

Tapering requirements
• Patient request

• Deterioration in function or pain

• Non-compliant with written agreement

• Other treatments indicated

• Severe adverse event or overdose

• Unauthorized escalation in dose

• No improvement in pain, function, or quality of 

life with dose increase

• Evidence of misuse, abuse, substance use 

disorder, or diversion

Chapter 246-919 
WAC
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Health Care Authority

• Major driver in state initiatives and collaboration to change policies 
around opioid prescribing

• Largest purchaser of health care in state of Washington

• Limits acute prescribing:
• Age ≤ 20 years: 18 pills or 90mL of liquid per prescription (3 day supply)
• Age ≥ 21 years: 42 pills or 210mL of liquid per prescription (7 day supply)

www.hca.wa.gov



© 2019 Virginia Mason Medical Center

CMS – Medicare 2019 Policy

• Part D plans to limit initial opioid scripts to ≤7 day supply

• Prescription above 90mg morphine equivalents will trigger a “safety 
edit” requiring pharmacists to speak with prescribing doctor 
regarding appropriateness before completing prescription fill

• Prescription above 200mg morphine equivalents, insurers are able 
to place a “safety edit” allowing only the insurer the ability to 
override and approve filling of the prescription
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SUPPORT Act for Opioid Recovery (HR6)

Medicare 2020 changes:

• ePrescribing for controlled substances. Section 2003 of HR6 
mandates that prescriptions for all controlled substances covered 
under Medicare Part D must be transmitted electronically beginning 
on January 1, 2021, with a few exceptions.

• Medicare enrollees must undergo an initial examination which 
includes screening for an opioid use disorder



What else can I do to keep my 
patients safe?
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VM Dept of Primary Care Policy
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When to prescribe intranasal naloxone
Patients prescribed opioids who: 

• Receive opioids at a dosage ≥ 50 morphine milligram equivalents (MME) per day

• Have respiratory conditions such as chronic obstructive pulmonary disease 
(COPD) or obstructive sleep apnea (regardless of opioid dose); 

• Have been co-prescribed benzodiazepines (regardless of opioid dose). 

• Have a non-opioid substance use disorder, report                                   
excessive alcohol use, or have a mental health                                        
disorder (regardless of opioid dose). 

Hhs.gov



“Are You Safe?”
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Five “A”s of Opioid Treatment

1. Analgesia

2. Activities of daily living/Function

3. Adverse Events

4. Aberrant Behavior

5. Affect

To be assessed at all visits and documented
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Risk assessment prior to prescribing opioids

Male gender, nicotine use, higher prescribed opioid 
dosages, inappropriate prescribing procedures, and a 
substance abuse history are associated with risk of 
opioid-related overdose(1)
Standardized screening tools have been developed in 
attempt to predict likelihood of opioid misuse (2)

– Screener and Opioid Assessment for Patients with Pain (SOAPP)
– Opioid Risk Tool (ORT)
– Diagnosis, Intractability, Risk, Efficacy (DIRE)

1. Brady KT et al. 2016. Prescription opioid abuse in the US: An update. Am J of Psychiatry 173(1):18-26
2. Moore TM, Jones T, Browder JH, et al. A comparison of common screening methods for predicting aberrant 

drug- related behavior among patients receiving opioids for chronic pain management. Pain Med. 
2009;10:1426–1433
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Education = Reducing Stigma

• Substance use disorder, 
including OUD, is a 
chronic relapsing disease

• Attitudes in the 
community and 
healthcare setting directly 
impact a patient’s ability 
to receive adequate 
treatment

• Help reduce stigma by 
using positive, 
patient-centered 
language

Next Level Recovery – Indiana. 
https://www.in.gov/recovery/know-the-o/tools-resources.html. Access 
February 17, 2019.
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VM Dept of Primary Care Policy
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Opioid Risk Tool (ORT)

Webster LR, Webster R. Predicting aberrant behaviors in Opioid‐treated patients: preliminary validation of the Opioid risk too. Pain Med. 2005; 6 (6) : 432
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PEG Screening Tool
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Taper/Discontinue
Risks Outweigh Benefits--Constantly Reassess

▪ benefit
▪ pain and function
▪ risk

Clear Indications of Misuse (Red Flags)
▪ Consistent aberrant behavior
▪ disruptive or threatening in clinic
▪ positive UA
▪ multiple missed appts
▪ using illicit substances
▪ diversion of medication

One approach:  decrease total dose by 10% every two weeks 
▪ Patients may vary
▪ can taper faster or slower
▪ Consider Medication Assisted Treatment (MAT) – Methadone, Buprenorphine, Naltrexone
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CDC Taper Recommendations
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Withdrawal 

• Unpleasant, but not life threatening
• Onset depends on medication half-life that was 

discontinued

• Short-acting: symptoms within 3-6 hours

• Long-acting: symptoms within 12-24 hours

• Most intense in the first 3-5 days

• May last for months if patient has been on chronic 
opioid therapy for a number of years



WithdrawalSymptom Management 
Medication Dose Duration Side Effects / 

Contraindications

Nausea
Diarrhea
Muscle Pain
Hypertension
Sweating
Anxiety

Clonidine  
 

0.1-0.2mg q 6 hours 
 
0.1mg-0.2mg/24hr 
patch weekly 
(TT-1 or TT-2)

Throughout 
taper as 
needed

• Hypotension
• Anticholinergic effects

Tizanidine 2mg q8 hours (max 
36mg/day)

• Hypotension
• Dizziness
• Somnolence 

Anxiety
Restlessness Hydroxyzine* 25mg q 6 hours prn

• Drowsiness
• Rash
• Hypotension

Irritability
Insomnia

Trazodone 50-100mg qHS

• Drowsiness
• Suicidal Thoughts
• Prolonged QTc
• Dry Mouth

Hydroxyzine* 25-50mg qHS
• Drowsiness
• Rash
• Hypotension

Pain
Fever

Acetaminophen 325mg q 4 hours • Max 3g / 24 hours

NSAID* Package Instructions • GI bleeds

Nausea Promethazine* 25mg q 6 hours prn • Dizziness
• Prolonged QTc

*Agents may be high-risk in individuals >65 years of age, may consider alternatives
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CDC website and TurnTheTideRx.org

• https://www.cdc.gov/drugoverdose/prescribing/clinical-tools.html

https://www.cdc.gov/drugoverdose/prescribing/clinical-tools.html
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Additional Resources

• Michigan OPEN (Opioid Prescribing Engagement Network) 
https://michigan-open.org/

• Substance Abuse and Mental Health Services Administration 
https://www.samhsa.gov/medication-assisted-treatment

• Washington State Department of Health – Opioid Prescribing 
www.doh.wa.gov

• Health and Human Services   https://www.hss.gov/opioids/ 

https://michigan-open.org/
https://www.samhsa.gov/medication-assisted-treatment
http://www.doh.wa.gov/
https://www.hss.gov/opioids/
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