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• Define opioids

Objectives

• Review opioid intoxication

• Understand the opioid epidemic
• Learn about harms from opioids
• Know criteria for opioid use disorder (OUD)
• Understand role of primary care teams in addressing OUD
• Confront stigma

What are opioids?

“Natural”, referred to as “opiates”
• Derived from opium poppy
• Morphine, codeine, opium

Synthetic (partly or completely):
• Semisynthetic: heroin, hydrocodone,
oxycodone
• Fully Synthetic: fentanyl, tramadol,
methadone

Effects
All of these drugs have significant
potential for causing “addiction”, or
Opioid Use Disorder
They also share common effects,
depending on dose:
• Pain relief (analgesia)
• Cough suppression
• Constipation
• Sedation (sleepiness)
• Respiratory suppression (slowed
breathing)
• Respiratory arrest (stopping breathing)
• Death

“Opioid” refers to both “natural” and synthetic members of this drug class
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Pop Quiz:
fentanyl

Which of These Drugs is an Opioid?
PERCOCET

BUPRENORPHINE

COCAINE

oxycodone
mushrooms

methadone

methamphetamine

alcohol
Speaker notes:
“Here’s a little quiz to warm everybody up. “ (the goal here is to engage the non-physician members of the audience, and get everyone involved in something that will be easy for most)
Instruct audience to show “thumbs up” for opioids, and “thumbs down” for non-opioids—or set this up to use Polleverywhere to query audience
Don’t spend too much time on this—don’t need to ask every drug
Opioids:
Hydrocodone
Percocet
Fentanyl
Methadone
Heroin
Oxycodone
Buprenorphine
Tramadol is an opioid and interacts with the mu opioid receptor, but is also a weak SNRI (Serotonin/norepinephrine reuptake inhibitor) (which gives it both weak antidepressant effects and some effect on neuropathic pain)
Non-opioids:
Methamphetamine
Marijuana
Alcohol
Cocaine
mushrooms

Opioid Intoxication

What does someone look like when they are
intoxicated with opioids?
• Drowsy, sedated
• Speech and movement may be slowed
• May appear confused or incoherent
• May appear euphoric
• Pupils are constricted

Speaker notes:
Ask and give time for people to answer before advancing to bullet points

What Major Problems
do Opioids Cause?
Overdose and Death

Addiction = Opioid Use Disorder
What other kinds of problems are associated with Opioids
and Opioid Use Disorder?
Speaker notes:
Ask the audience:
What are the biggest problems caused by opioids?
What other kinds of problems are associated with opioids and OUD?
If you aren’t getting a lot of response you can prompt:
Physical dependence
Withdrawal
Motor vehicle crashes
Drowning
Infection: HIV, hep C
Hyperalgesia (increased pain)
Incarceration
Poverty
homelessness

Why Have Opioids Become Such a
Big Problem in the US?

• 1990s: New norm that all pain should be eliminated
• pain as the “5th vital sign”

• Pharmaceutical company promotion
• Opioid over-prescribing
• Diversion, and widespread non-medical use of opioids,
especially among youth
• Heroin widely available and less costly
• Limited access to medication treatment

Speaker notes:
Prescriptions for opioid analgesics increased dramatically over the past decade (top green line)
This graph illustrates the nearly parallel lines showing the rise in sales of opioids (pain pills), admissions for opioid addiction, and opioid overdose deaths in the US.

Opioid Sales, Admissions for Opioid-Abuse Treatment,
and Deaths Due to Opioid Overdose in the United
States 1999–2010

(Data are from the National Vital Statistics System of the Centers for Disease Control and Prevention, the Treatment Episode Data Set of the Substance Abuse and Mental Health Services Administration, and the Automation of Reports and Consolidated Orders System of the Drug Enforcement Administration.)

Volkow ND et al. N Engl J Med 2014;370:2063-2066

(Data in graph are from the Centers for Disease Control and Prevention)

Number of Overdose Deaths per 100,000 Population

Speaker notes:

Between 2000 and 2014 the rates of death from prescription-opioid overdose increased nearly 400% (from 1.5 to 5.9 deaths per 100,000 persons)
Heroin OD deaths have increased 500% in the same time period
In 2014 28,647 people died of overdoses from prescription opioids or heroin (Surgeon General’s report, 2016)
91 people die from opioid overdose every day in the US (https://www.cdc.gov/drugoverdose/epidemic/), and deaths from overdose are now more common than deaths from motor vehicle accidents in many states

Age-Adjusted Overdoes Death Rates Related to Prescription
Opioids and Heroin in the United States, 2000-2014
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Trends in Non-Medical Use of
Pain Relievers

Hedden et al. Behavioral Health Trends in the United States: Results from the 2014 National
Survey on Drug Use and Health from SAMHSA
Speaker notes:
Fortunately, recent data suggests that non-medical use of pain pills is decreasing

"Drug overdose deaths are
the leading cause of injury
death in the United States,
ahead of motor vehicle
deaths and firearms
(deaths)," the Drug
Enforcement Agency
announced in November,
2015
https://www.cdc.gov/drugoverdose/epidemic/

http://www.cnsnews.com/news/article/susanjones/dea-drug-overdoses-kill-more-americans-carcrashes-or-firearms
Speaker notes:

Unfortunately, overdose rates continue at an all-time high

91 people die from opioid overdose every day in the US (https://www.cdc.gov/drugoverdose/epidemic/), and deaths from overdose are now more common than deaths from motor vehicle accidents or firearms

Fentanyl

• A completely synthetic opioid, prescribed for severe pain
• Estimated to be 100x more potent than heroin
• Increasingly popular among drug dealers because easy to
manufacture
• Often mixed with heroin or sold as heroin, so user is unaware
• Extremely deadly
• Epidemic rise in overdoses: for instance, now accounts for 2/3 of
overdoses in Massachusetts *
• Difficult to reverse with naloxone because of potency
Speaker notes:
Recently, fentanyl has emerged as a major health hazard, causing a very rapid rise in overdose deaths
The incidence varies greatly across the US
Most of this fentanyl is manufactured illicitly, not diverted

https://www.statnews.com/2016/08/03/fentanyl-massachusetts

What is the Definition of
Opioid Use Disorder?

(also know as opioid “addiction”)

According to the American Society of Addiction Medicine’s
definition:
Addiction is a primary, chronic and relapsing brain disease
characterized by an individual pathologically pursuing reward
and/or relief by substance use and other behaviors
Speaker notes:
American Society of Addiction Medicine. (2011). Public Policy Statement: Definition of Addiction. Chevy Chase, MD: American Society of Addiction Medicine. Available at http://www.asam.org/docs/publicypolicy-statements/1definition_of_addiction_long_4-11.pdf?
sfvrsn=2 Scientific evidence now shows clearly that addiction is a disease of the brain. Like other chronic diseases, long term treatment, usually involving medications, is needed to support stabilization and recovery

How do You Diagnose Opioid Use
Disorder (OUD)?

2 or more criteria = OUD:

• Using larger amounts/longer
than intended
• Much time spent using
• Activities given up in order to
use
• Physical/psychological problems
associated with use
• Social/interpersonal problems
related to use

• Neglected major role in
order to use
• Hazardous use
• Repeated attempts to
quit/control use
• Withdrawal *
• Tolerance *
• Craving

*Does not count if taken only as prescribed and constitutes the sole criteria

Speaker notes:

2-3 criteria qualifies for mild OUD; 4-5 = Moderate OUD; >5=Severe OUD
Ask audience what is withdrawal

Withdrawal= symptoms that develop if an opioid is stopped abruptly

When people are prescribed opioids around the clock for weeks-to-months they will develop withdrawal if they stop them suddenly.
What is tolerance? Tolerance = the need for increasing doses of a medication in order to achieve the same effect
Tolerance also develops when people are prescribed opioids around the clock for weeks to months

Therefore, the criteria of Tolerance and Withdrawal are excluded (don’t count) when diagnosing OUD in patients who are only using opioids that have been prescribed for them, if they are taken only as prescribed and
other criteria for OUD are not present
“Opioid use disorder” has replaced the concepts of opioid abuse and dependence, which were confusing terms that were not used consistently

DSM 5, American Psychiatric Association

A 37 year old man has been prescribed opioids for pain
control after a motorcycle accident. He has had multiple
surgeries, and has been receiving prescriptions for opioids
for many months. He tells you that the opioid analgesic
doses that he has been prescribed are no longer
controlling his pain. He is asking for a higher dose, or a
more potent formulation.
How would you decide if he has Opioid Use Disorder?
Speaker notes:
The patient is exhibiting tolerance
By itself, this does not suggest that the patient has OUD
During the interview it is important to ask the patient about other factors that could suggest that he has OUD
Ask the audience: “How would you ask him about other factors? What would you ask about?”
Examples: “Sometimes people who are prescribed opioids develop problems with them. Sometimes people feel like the opioids are controlling their lives. Has anything like this happened to you?”
Prompts: (inquire about other OUD criteria): e.g.: have you made attempts to cut down and been unable to? Are the opioids interfering with your ability to carry out your usual obligations, such as work, parenting, marriage? Has the use of opioids caused any problems between you and your partner? How does she/he feel about your use of opioids?
Also helpful to assess the patient’s history of a SUD in the past, starting from adolescence. This is the best criteria we have to identify patients who will have trouble with prescribed opioids

A 52 year old woman is prescribed high doses of opioids
(more than 180 MME per day) for chronic pain from
inflammatory bowel syndrome. The patient’s former
physician has left your practice, and she is transferring to you
for care. You note that the prescription monitoring program
shows that she has received additional opioids in 2 different
emergency departments in the past month. The front desk
staff tell you that the patient has recently lost her job and is
getting divorced.
How would you decide if she has an opioid use disorder?
Speaker notes:
Morphine milligram equivalents (MME)/day: the amount of morphine an opioid dose is equal to when prescribed, often used as a gauge of the abuse and overdose potential of the amount of opioid that is being given at a particular time
Opioid doses equivalent to higher MME/day confer a higher risk of overdose. The CDC prescribing Guidelines recommend caution when exceeding 50 MME/day, and recommend avoiding doses >90 MME/day, or clearly documenting why a higher, riskier dose is needed
What features of this patient’s presentation might suggest a possible OUD? Why?
Are there other possible explanations for this presentation, other than OUD?
How would you go about sorting this out?
e.g.: start by working to establish a trusting relationship by being respectful and using open ended questions when asking the patient to tell you about her opioid use and her pain
Ask her about the reasons and outcomes of her emergency department visits (eg she might have had increased pain due to a flare up of her bowel disease); explore why she is losing her job and her marriage (her divorce and job loss may be related to her bowel disease rather than to an opioid use disorder, etc)
Look for signs of co-occurring depression or past trauma
Ask about history of use of other substances
Ask about the impact of opioids on her pain and on her functional status
Determine whether there is an existing pain contract/agreement, and whether it has been violated
On physical exam Look for signs of opioid intoxication, track marks
Main message: the diagnosis of OUD can be complex, and the best approach is to gain the patient’s trust and then explore the situation by taking a careful history

A 19 year old woman comes in with a large abscess on her arm.
She has track marks on both arms and hands, and
acknowledges injecting heroin several times per day. She has
been trading sex for drugs, and was recently released from jail.
What is the diagnosis?
How would you talk with her about her drug use?
Speaker notes:
Clearly opioid use disorder; discuss criteria that she meets
First order of business is to address her concern (the abscess), and hopefully also build some trust by expressing concern, controlling pain, and being respectful
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What Can Primary Care Teams do to
Address Opioid Use Disorder?

• Prevention: Responsible opioid prescribing (CDC Guideline 2016)
• Includes 3 main principles:
• Use non-opioid therapies:

• Use non-pharmacologic therapies and non-opioid pharmacologic therapies
• Establish and measure goals for pain and function
• Don’t routinely use opioids to treat chronic pain

• Start low and go slow:
•
•
•
•

Start with lowest possible effective dose
Start with immediate release, rather than long-acting
Only prescribe amount needed for expected duration of pain
Taper and discontinue if no improvement or risks of harms outweigh benefits

• Close follow-up:

• Check prescription monitoring program and urine drug tests
• Avoid concurrent benzos and opioids
• Arrange treatment for opioid use disorder if needed
Speaker notes:
CDC Guidelines for prescribing opioids for chronic pain: United States 2016. https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm

What Can Primary Care Teams do
Besides Prevention to Address Opioid
Use Disorder?

• Screening: detection and early intervention for risky use
• Prevent diversion: close monitoring of patients on opioids, use of
prescription monitoring programs and urine drug screens
• Harm reduction: overdose prevention, infection prevention through syringe
exchange and vaccination
• Treatment: Medication treatment for Opioid Use Disorder is highly effective
in reducing relapse, overdose, and other harms. Behavioral treatments and
peer support also help to prevent relapse.
• Address co-occurring medical, psychological, and social barriers to health
Speaker notes:
Future brief lectures in this series will address all of these topics

Reducing Stigma

• Individuals with substance use disorders (SUDs) are highly
stigmatized
• Although addiction is a brain disease, people with SUDs are often
regarded as simply needing more willpower, rather than
treatment
• Language use perpetuates stigma in healthcare and in society at
large
• Stigma prevents people from seeking care
• What are some situations in which you see stigmatizing behavior
or language related to SUDs?
• Health care teams can send a powerful message by avoiding
stigmatizing language and behavior
Speaker notes:
Another thing that primary care teams can do to address opioid use disorder is to address stigma
Examples of stigmatizing language in healthcare related to addiction: urine sample or person is “clean or dirty”; the term “clean and sober”
Confronting inadvertent stigma and pejorative language in addiction scholarship: a recognition and response.
Broyles LM, Binswanger IA, Jenkins JA, Finnell DS, Faseru B, Cavaiola A, Pugatch M, Gordon AJ.
Subst Abus. 2014;35(3):217-21
Changing the language of addiction. Botticelli MA, Koh HK. JAMA October 4, 2016;316(13):1361
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