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Dear Attendee:
We are delighted to have your participation in the 32nd Annual Southern Pain
Society Meeting “Balanced Approach to Acute and Chronic Pain”. We hope you
find the speakers enlightening and informative.
As you may know, SPS is a Regional Society part of the American Pain Society.
We represent the 18 southern states and Puerto Rico. Our membership base is
strong and we have many active and engaged professionals who serve on a number
of committees.
We hope you will consider becoming a member of the Society and participate in
the growth and development of the organization as well as the discipline of pain
management. Membership applications are included in your packet and you will
get 2 years membership for the price of one if you sign up during the meeting. We
welcome your input, suggestions and contributions.
And for your planning purposes, the 2019 meeting will be in New Orleans at the
Crown Plaza from September 12 – 14. We hope to see you there again!
Best wishes for a great meeting!

Mordecai Potash, MD
President

P.O. Box 2764 Asheville, North Carolina 28802
(828) 575-9275 ● Fax (866) 368-2700 ● info@southernpainsociery.org

Jointly Provided By

The Southern Pain Society Presents:
Balanced Approaches to Acute and Chronic Pain

Agenda
Friday, September 21, 2018
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Welcome and Overview of the Day
Harry Gould, MD
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CDC Guidelines: Be Careful What You Wish For
Sanford M. Silverman, MD

2:50 – 3:30

The VA & DoD Guidelines: Dealing with What You’ve Got
Mordecai Potash, MD

3:30 – 3:50

Break with Exhibitors

3:50 – 4:30

Recent Government Audit Areas for Pain Management
David M. Vaughn, Esq., CPC

4:30 – 5:00

Panel Q & A

5:00 – 6:00

Reception – Sponsored Talk: Evaluation, Diagnosis & Treatment of Migraine
Stephen H. Landy, MD, Promius Pharma (non-CME)

Saturday, September 22, 2018
7:00 – 7:45

Breakfast – Sponsored Talk: Localized Treatment for Osteoarthritis Knee Pain
Scott Sigman, MD – Flexion Therapeutics (non-CME)

8:00 – 8:10

Welcome and Overview of the Day
Mordecai Potash, MD

8:10 – 8:50

Treatment Under Pressure: A Patient and Policy Perspective
Kate M. Nicholson, JD

8:50 – 9:30

The Myth of Back Pain Surgery – What We Know vs. What We Are Doing
David A. Hanscom, MD

9:30 – 9:45
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Maximizing Functional Outcome and Minimizing Chronic Pain
Keith C. Raziano, MD
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David A. Hanscom, MD
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Panel Q & A
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Lunch – Sponsored Talk: The Role of Abuse-Deterrent Therapies in a Multimodal Approach to
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Sanford M. Silverman, MD - Peer Review Institute
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Erik Shaw, DO
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B. Todd Sitzman, MD, MPH
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Managing Chronic Pain in an Opioid-Epidemic Environment
Daniel F. Lonergan, MD
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Hemp, Hemp Hurray! Could Medical Hemp be the Solution to the Opioid Crisis?
James Taylor, MD
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CREDIT INFORMATION
CME
Accreditation
This activity has been planned and implemented in accordance with the accreditation requirements and policies of the North
Carolina Medical Society (NCMS) through the joint providership of Mountain Area Health Education Center (MAHEC) and the
Southern Pain Society. The Mountain Area Health Education Center is accredited by the NCMS to provide continuing medical
education for physicians.
Physician Credit
The Mountain Area Health Education Center designates this live educational activity for a maximum of 14.0 AMA PRA Category 1
TM.
Physicians should only claim credit commensurate with the extent of their participation in the activity.
Credits
Nursing Credit
14.0 CNE Contact Hours
This continuing education activity was approved by the Mountain Area Health Education Center (MAHEC), an approved provider by
the North Carolina Nurses Association, an accredited approver by the American Nurses Credentialing Center’s Commission on
Accreditation. Participants must attend 80% of the activity to receive credit.
Disclosure – CME/CNE
MAHEC adheres to the ANCC/ACCME Standards regarding industry support to continuing medical and nursing education. Disclosures
of presenters, planners, and commercial support relationships, if any, will be made known at the time of the activity.
APA Psychology Credit: Mountain Area Health Education Center is approved by the American Psychological Association to sponsor
education for psychologists. Mountain Area Health Education Center maintains responsibility for this program and its content. This
program will be offered for 14 hours CE.
Continuing Education Units
MAHEC designates these continuing education activities as meeting the criteria for 1.4 CEUs as established by the National Task
force on the Continuing Education Unit. You must attend the entire program to receive CEUs.
Contact Hours
MAHEC designates this continuing education activity as meeting the criteria for 14.0 Contact Hours. Full attendance is required to
receive credit.
DISCLOSURE/CONFLICT RESOLUTION
Staff and Content Validation Reviewer Disclosure
The staff involved with this activity and any content validation reviewers of this activity have reported no relevant financial
relationships with commercial interests.
Resolution of Conflicts of Interest
In accordance with the ACCME Standards for Commercial Support of CME, the Mountain Area Health Education Center implemented
mechanisms, prior to the planning and implementation of this CME activity, to identify and resolve conflicts of interest for all
individuals in a position to control content of this CME activity.
Planning Committee/Faculty Disclosure
The majority of speakers and/or planning committee members have disclosed they have no relationship(s) with industry to disclose
relative to the content of this CME activity:

The following speakers and/or planning committee members have disclosed that they have relationship(s) with industry.
The presentations were reviewed by the Medical Course Director who found that there were no conflicts of interest.
•
•
•
•

Erik Shaw, DO – reported he has received speaker honoraria from Jazz Pharma and Depomed and honoraria from BDSI for speaker
training only.
Sanford Silverman, MD – reported he has received honoraria for being on speakers bureau for DSI, Depomed, Purdue and BDSI
James Taylor, MD – reported he is the owner and CEO of Integrated Hemp Solution
st
Linda Van Horn, MBA – reported she is the President/CEO of iShare Medical and 21 Century Edge

CREDIT INFORMATION
INSTRUCTIONS ON HOW TO RECEIVE CREDIT
In order to receive CME/CEU credit, participants must sign-in, review the CME information (accreditation, learning objectives, faculty
disclosures, etc.) and attend the CME activity.
LEARNING OBJECTIVES
At the conclusion of the program, providers/clinicians will be able to:
• Discuss the unintended consequences of the current CDC Opioid Guidelines.
• Explain advanced techniques in neuromodulation, surgical and procedural modalities for chronic pain.
• Identify at least two innovative therapies, medications and procedures for the treatment of acute and chronic pain.
• Explain how pain of a catastrophic injury can be effectively managed using an integrative approach through the continuum.
• Identify opiate prescribing deterrent formulations to reduce opioid dependence.

To receive CME/CEU credit for this activity, please complete the Attestation form in full and return to the appropriate
representative at the conclusion of the activity.
MAHEC is providing an online evaluation and an online certificate for this conference. Evaluations and Certificates will not
be available until 24 hours after the conference ends.
.

Please complete the Attestation form in your packet and turn it in at the REGISTRATION DESK at the
conclusion of this conference on Sunday, September 23, 2018.

CME/CEU Credit Attestation Form
Please complete & return this form ONLY if you would like to receive CME/CEU credit.

Name of Activity: Southern Pain Society 32nd Annual Meeting: “Balanced Approaches to Acute and
Chronic Pain
Dates of Activity: September 21-23, 2018
Location: Sheraton Atlanta Hotel, Atlanta, GA
Please clearly PRINT information:
First Name:

MI:

Degree of Participant:

MD

DO

PA

Last Name:
RN

Other (please specify):

Organization:

Last 4-digits of SS#:XXX-XX-__ __ __ __
(Required)

Specialty:

Email:

Mailing Address:
City:

State:

Telephone Number: (

)

Zip Code:
Fax#: (

)

Date

Maximum Credits

9/21/18

2.75

Total CE Credits Claimed:

2.75

Date

Maximum Credits

9/22/18

6.50

9//18

Poster Presentations

Credits Claimed*

Credits Claimed*

1.00

Total CE Credits Claimed:

7.50

Date

Maximum Credits

9/23/18

3.75

Total CE Credits Claimed:

Credits Claimed*

3.75

Total Conference CE Credits Claimed

*Individuals participating as a learner in this activity can claim 1 credit for each hour of participation
(not to exceed 14.0 credits).
Please check ALL credits that apply:

CME AMA PRA Category 1™

 Nursing Education Contact Hours (CNE)

 APA Psychology Credit

 Continuing Education Units

 Contact Hours

I attest that the number of CME/CEU credits claimed above is accurate.

Signature

Date

MAHEC CME • 121 Hendersonville Road • Asheville, NC 28803 • Tel: 828-257-4468 • FAX: 828-257-4768

How to Access MAHEC Course Resources, Evaluation and Certificate
COURSE RESOURCES
➢ Log in to the MyCE Area of MAHEC’s website by going to www.mahec.net and clicking on “CE Log In” in
the upper right hand corner. This will take you to a log in page that looks like this:

➢ Once you are logged in, click the “Resources” link to the right of the course name. This is where you will find
handouts for this program.

➢ If it states “N/A” that implies that there are no handouts or resources available for this particular
program.

(over please)

➢ If you do not see the “Resources” link, click on the blue arrow to the left of the course name, then look
to the right of the course name where you will see your “Resources” link for handouts for your particular
event session.

EVALUATION
➢ Return to this page 24 hours after the conclusion of the course to complete your course evaluation. The
evaluation is accessed by clicking the link that says “Evaluation Required for Certificate” to the right of the
Resources link.

CERTIFICATE
➢ Once your evaluation is submitted, the link will say “Certificate” and you will be able to print or save your
certificate.

CREATING AN ACCOUNT (optional)
➢ If you don’t have a log-in and password, we encourage you to set one up at www.MyAHEC.net.

➢

Select the “create an account” link in the upper right hand corner. This is a secure website available to all
NC AHEC customers.

➢

Once your account is set up, you will always be able to use the log in and password at MAHEC’s
website, and you will be able to view your transcript at the MyAHEC website.

If you have any questions, please don’t hesitate to contact us at (828) 257-4475
and we will be happy to assist you.
Thank you for choosing MAHEC for your continuing education needs!

The Southern Pain Society Presents: Balanced Approaches to Acute and Chronic Pain
September 21-23, 2018 – Atlanta, GA
Attendee List
lastname
Amos
Bayer
Beamon-Webb
Bell
Bell
Born
Brooks
Brown
Capparelli
Carr
Chang
Chavez
Chojar
Coates
Cole
Colvin
Datz
Davis
Deragon
Epter
Gavel
Gimbel
Gould
Hanscom
Hansen
Harvey
Hobson
Hogan
Hoyman
Johnson
Johnston
Kane
Kinard
Landy
Liadis
London
Lonergan
Markham
Martin
Mathew
Mathew
Mathis

firstname
Edward
Charlotte
Nikesia
Adonness
Parker
Richard
Brandon
Latonya
Edward
John
Tsae-Yun
Justin
Mahima
Sandra
Jonathan
Meda
Geralyn
Thomas
Kelly
Richard
David
Nancy
Harry
David
Amber
Rita
Sandra
Shomari
Lisa
Benjamin
Frances
Georgia
Kirk
Stephen
James
Dayna
Daniel
Jeffrey
Matt
Celine
Jose
John (JT)

degrees
PhD
M.A.
MD
NP-C
DO
PhD
MD
B.S. Physical Therapy
MD, FAAFP
MD
ANP
M.D.
PharmD
APRN
Ph.D., ABPP
MD
PhD
MD
MA
MD
PhD
current PhD student
MD, PhD
MD
NP
MD
MD
PhD
MD, MBA
MD
DO
MD
MD
MD
MD
MD
DO
DO

city
Memphis
Atlanta
Byram
Fairburn
Petal
Athens
Hoover
Shreveport
Jacksboro
Loganville
Peachtree Corners
Georgetown
Princeton
Franklin
Lexington
New Orleans
Hattiesburg
Chattanooga
Atlanta
Atlanta
Hattiesburg
Atlanta
New Orleans
Seattle
Roswell
Jackson
Decatur
Long Beach
Atlanta
Franklin
LaPlace
Tampa
Oxford
Cordova
Atlanta
Atlanta
Nolensville
Hartselle
Hattisburg
Decatur
Decatur
Columbia

ST
TN
GA
MS
GA
MS
GA
AL
LA
TN
GA
GA
TX
NJ
TN
KY
LA
MS
TN
GA
GA
MS
GA
LA
WA
GA
MS
GA
CA
GA
TN
LA
FL
MS
TN
GA
GA
TN
AL
MI
GA
GA
SC

The Southern Pain Society Presents: Balanced Approaches to Acute and Chronic Pain
September 21-23, 2018 – Atlanta, GA
Attendee List
McAbee
McKnight-Eily
Michael
Munna
Murray
Muse
Musick
Nicholson
Ogunyemi
Owen
Pasha
Postal
Potash
Potter
Powell
Quinlan-Colwell
Rangavajjula
Raziano
Roig
Sanon
Satterthwaite
Schlosser
Shaw
Silverman
Singh
Sitzman
Slaton
Spektor
Straus
Sun
Sureka
Tabler
Taylor
Theriot
Thornton-Walker
Tramontana
Tutino
Van Horn
Vaughn
Vigil
Walker
Weisberg
Williams

James
Lela
Daniel
Holli Anna
Elaine
Ashley
Steven
Katherine
Olufemi
Ashley
Azhar
Lori
Mordecai
Kassiah
Anna-Leigh
Ann
Ashwin
Keith
Randolph
Vigeana
John
Charles
Erik
Sanford
Vinita
Bretley
Karen
Boris
Barry
Zhuo
Amod
Pamela
James
Georgia
Rochel
Joseph
Greg
Linda
David
Joseph
George
James
Shawnna

PhD
PhD
PharmD
CNP
MSN, FNP-C
DO
JD
MD
PhD
MD
RNC, MHA
MD
BSN Candidate
MS
PhD, RN-BC, DAAPM
MD
MD
MD
PharmD.
MD
MD
DO
MD
M.B.B.S.
MD MPH
PhD
MD
MD, JD
MD
MD
MS, MSN, FNP-BC, ACHPN
MD
MD
MD
PhD
PhD, MSc
MBA
JE, CPC, Atty at Law
PhD
MD
PhD
ACNP-BC

New Orleans
Brookhaven
Monmouth Junction
Petal
Pulaski
Baton Rouge
Soddy Daisy
Boulder
Atlanta
Brookhaven
Meridian
Asheville
New Orleans
Roswell
Atlanta
Wilmington
Atlanta
Atlanta
New Orleans
Atlanta
Greer
Metairie
Atlanta
Pompano Beach
Brookhaven
Hattiesburg
New Orleans
Atlanta
Alpharetta
Augusta
Alpharetta
Joliet
Pinehurst
Moreland
Clinton
New Orleans
Atlanta
Kansas City
Baton Rouge
Mandeville
New Orleans
Birmingham
Madison

LA
GA
NH
MS
TN
LA
TN
CO
GA
GA
MS
NC
LA
GA
GA
NC
GA
GA
LA
GA
SC
LA
GA
FL
GA
MS
LA
GA
GA
GA
GA
IL
NC
GA
MS
LA
GA
MO
LA
LA
LA
AL
AL

The Southern Pain Society Presents: Balanced Approaches to Acute and Chronic Pain
September 21-23, 2018 – Atlanta, GA
Attendee List
Williamson
Willis

Stanford
Charles

DO
MD, PA

Hollywood
Flower Mound

FL
TX

Join at the meeting and get 2 years
membership for the price of one!
MEMBERSHIP APPLICATION
Mr.

Mrs.

Ms.

Dr.

Specialty:

First Name

Middle or Initial

Credentials: Check all that apply

Primary area of interest.
Check all that apply:

RN

Last Name

APN  MD PhD
Clinical Student

Acute pain

Chronic pain

Education Administration

Pediatric pain

Cancer pain

Basic Science Research

Other:
City/State/Zip

DDS DO PA
Other: ___________________
Address:

Phone:
(
)

Email (required):

Membership Status

Professional
Doctoral Level ($70/year)
(health professional/scientist)

Committee Interest: Check all that
apply
Membership Program Awards

New

Renewal

Professional
Non-doctoral Level ($60/year)
(health professional/scientist)

Finance Public Affairs By Laws
Professional Education Newsletter

Student ($20/yr)
(non voting, verification needed)

Membership Includes:
• SPS Newsletter
• Membership certificate
• Educational and Leadership
Opportunities
• Discounted meeting registration
• Access to member only section
of the website
www.southernpainsociety.org

Nominating

Make check payable to SPS and attach:
Southern Pain Society
P.O. Box 2764
Asheville, North Carolina 28802
Or charge the following: Visa

MasterCard

E communication

(828) 575-9275
(866) 368-2700 (fax)
info@southernpain
society.org
Amex

Card # _____________________________________________ Exp Date ________
Signature ___________________________________________ CVV # __________

VENDOR PASSPORT
Obtain a signature from each vendor table to be eligible for one $500 gift card.
Turn this form in to the registration table. One drawing will be held Sunday at
10:00 AM in the Grand Ballroom. You must be present to win.
Your Name
COMPANY

SIGNATURE

COMPANY

AEON Global Health

Pentec Health

AIS HealthCare

Pernix Therapeutics

Amgen, Inc.

Promius Pharma

Astra Zeneca

PeerView

Boston Scientific

Sevocity

DISC Disease
Solutions, Inc.

Shepherd Center

electroCore, Inc.

SPR Therapeutics, Inc.

Flexion Therapeutics

Stimwave Technologies

Integrated Hemp
Solutions

US World Meds

Nuvectra

kaléo

SIGNATURE

September 21, 2018

Sanford M. Silverman, MD
Coastal Pain Medicine
Pompano Beach, FL

Affiliate Assistant Professor of Clinical Biomedical Science,
Department of Integrated Medical Sciences, Charles E. Schmidt
College of Medicine, Florida Atlantic University, Boca Raton, FL

Southern Pain Society
Annual Meeting
Atlanta, GA
September 2018

Disclaimer for Sanford M. Silverman, MD
Medical Director: Coastal Pain Medicine, Pompano Beach,
FL; CEO Silver Lining Medical Consultants, LLC
Member: ASIPP, DABPM, FSIPP, DABM, FSAM, FMA,
BCMA
Officer/ Board Position: Past President FSIPP, Past
President BCMA, Board Member ASIPP and FSIPP, Section
Editor Pain Physician
Publications: 19 articles in various peer-reviewed journals;
One textbook.
Speaker: BDSI, Purdue, DSI
NO FINANCIAL INTERESTS FOR THIS LECTURE
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The Problem
CDC guidelines
Risk Mitigation Strategies
Recommendations

1.
a.
b.
c.
d.
2.
a.
b.
c.
d.
3.
a.
b.
c.
d.
e.
4.
a.
b.
c.
d.

Which of the following has the greatest risk of substance abuse/misuse?
56 yo female with diabetic neuropathy and bipolar disorder
88 yo male with spinal stenosis and depression
33 yo white female with psoriatic arthritis and fibromyalgia
25 yo unemployed male with neck and back pain
Which of the following is/are true?
The opioid epidemic today is primarily driven by prescriptions
The CDC guidelines are intended for all practitioners who prescribe opioids for pain
Illicit fentanyl and heroin are the major causes of overdose deaths in the US
Opioid prescriptions in the US have fallen 15% since 2013
The DEA has successfully prosecuted physicians CRIMINALLY for the following:
Drug Trafficking
Kickbacks
Practicing outside “standards of care’
Selling controlled substances
All of the above
Risk mitigation strategies to prevent opioid misuse and subsequent overdose include:
Having a spouse or significant other accompany the patient at each visit
Accessing Prescription Drug Monitoring Plan (PDMP)
Random blood testing
Assessing for psychiatric comorbidities
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Epidemiology of overdose deaths

Opioid abuse:
12.5 million non-medical users per year
$70-120 billion cost per year
16,000-19,000 overdose deaths per year (maybe)
Illicit fentanyl and analogues deaths were the primary
drivers in 2016
Chronic pain:
>100 million with chronic pain, ~25-39 million with daily
chronic pain, ~10 million disabled
$560-635 billion cost per year
Suicide risk doubled1
42,800 suicide deaths in 2014
~28,000 were people with chronic pain
1Ilgen

MA, Zivin K, McCammon RJ, Valenstein M. Pain and suicidal thoughts, plans and attempts in the United
States. Gen Hosp Psychiatry. 2008;30(6):521–527.
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• Accidental, during self-medication or recreational use
• Therapeutic misadventure (one or more of the
following)
Dose too high
Comorbid medical conditions
Combination with other prescribed medications
Combination with OTC medications
Combination with alcohol

• Combination with illicit drugs
Prescription medications obtained illicitly
Schedule I controlled substances
• Homicide (rare)
• Suicide (not so rare)
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• People without a prescription for those opioids
Some who alter the route of administration
Some who take them orally, with or without other drugs
• People with a prescription for those opioids
Some who alter the route of administration
Some who take them orally, but with other drugs or
otherwise not as directed
Some who take them exactly as intended
• How many of the 18,000 deaths a year fall into each category?
No one knows…
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Results From 2013 National Survey on Drug Use
and Health: Summary of National Findings
Source where pain reliever was obtained for most recent nonmedical use among past
year, users aged 12 or older: 2012–2013
Source where user obtained
More than 1 doctor (2.6%)
1 doctor (21.2%)

Free from friend/relative (53.0%)

Source where friend/relative obtained
1 doctor (83.8%)

Other* (4.3%)
Bought on Internet (0.1%)
Drug dealer/stranger (4.3%)

More than 1
doctor (3.3%)

Bought/took from
friend/relative (14.6%)

Other* (1.2%)

Free from friend/
relative (5.1%)
Bought/took from
friend/relative (4.9%)
Drug dealer/stranger (1.4%)
Bought on Internet (0.3%)

Note: Percentages do not add up to 100% due to rounding.
*Other = “wrote fake prescription,” “stole from doctor’s office/clinic/hospital/pharmacy,” and “some other way.”
www.samhsa.gov/data/sites/default/files/NSDUHresultsPDFWHTML2013/Web/NSDUHresults2013.pdf. Accessed August 2, 2016.
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FIGURE. Number of overdose deaths with carfentanil and any fentanyl analog
detected* — Ohio and nine other SUDORS states,† July 2016–June 2017

Abbreviation: SUDORS = State Unintentional Drug Overdose Reporting System.
* “Any fentanyl analog” includes carfentanil, so the categories are not mutually exclusive.
† Kentucky, Maine, Massachusetts, New Hampshire, New Mexico, Oklahoma, Rhode Island, West Virginia, and Wisconsin.
The figure above is a bar chart showing the number of overdose deaths with carfentanil and any fentanyl analog detected in Ohio and
nine other SUDORS states during July 2016–June 2017.
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This report presents information on four types
of outcomes from the four diﬀerent data
sources:
1. Opioid prescribing, 2006-2016, from
QuintilesIMS Health®
2. Drug use, misuse, and substance use disorder,
2014-2015, from the National Survey on Drug Use
and Health (NSDUH), a product of the Substance
Abuse and Mental Health Services Administration

3. Nonfatal overdose hospitalizations and
emergency department (ED) visits, 2014, from
the Healthcare.
Cost and Utilization Project (HCUP), a product of
the Agency for Healthcare Research and Quality
(AHRQ)
Annual Surveillance Report of Drug-Related Risks
4. Drug overdose mortality, 1999-2015, from the
National Vital Statistics System (NVSS) Mortality
Component, maintained by the National Center
for Health Statistics, CDC
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State regulations
Mandatory access of PDMP
Limits on morphine equivalent dosing
3-7 day limits on opioids for acute pain
Mandatory CME on controlled substance prescribing

• Weaponized Guidelines (CDC)
DEA increased prosecutions
Pharmacy reductions in supply
Pharmacists actively engaged in patient management
CVS limits opioid prescriptions
Limits to a seven days for acute pain.
The program will also limit daily dosages and require that immediaterelease formulations of drugs be given before extended-release
versions are prescribed.
Based on the CDC’s recommendations, CVS’s new daily dosage limit
is 90 morphine milligram equivalents

Opiophobia

Senate Bill Would Dramatically Alter Treatment For Heroin
Addiction
The legislation, known as the Recovery Enhancement
for Addiction Treatment Act (SB 1455), would loosen
restrictions on the number of patients a doctor could
treat with buprenorphine for opioid addiction

HHS announced lifing cap of 100 patients to 275
patients can be tx with SL buprenorophine for
opioid use disorder
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Washington (CNN)President Donald
Trump declared the opioid epidemic a
national public health emergency on
Thursday, telling an audience in the
East Room of the White House that
"we can be the generation that ends
the opioid epidemic."
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•

In 2016, one out of every three
beneficiaries received at least one
prescription opioid through
Medicare Part D.

•

In total, 14.4 million of the 43.6
million beneficiaries enrolled in
Medicare Part D received opioids.

•

Medicare Part D paid
almost $4.1 billion for 79.4 million
opioid prescriptions for
these beneficiaries.

Studies on opioids dose and overdose
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1.

51 opioid-related overdoses were identified, including 6 deaths.
1 to 20 mg/d of opioids (0.2% annual overdose rate),
50 to 99 mg/d 3.7-fold increase in overdose risk 0.7% annual overdose rate.
100 mg/d or more 8.9-fold increase in overdose risk 1.8% annual overdose rate

2.

200 mg or more of morphine (or equivalent), 3-fold increase in the risk of opioid-related
mortality (odds ratio [OR], 2.88
(50-99 mg/d of morphine: OR, 1.92; 95% CI, 1.30-2.85; 100-199 mg/d of morphine: OR,
2.04; 95% CI, 1.28-3.24

3.

Comparing 100 mg/d to less than 20 mg/d morphine ;
among those with SUD adjusted HR = 4.54; among those with chronic pain, adjusted HR =
7.18 ;
among those with acute pain, adjusted HR = 6.64);
and among those with cancer, adjusted HR = 11.99

1. Dunn KM, Saunders KW, Rutter CM, Banta-Green CJ, Merrill JO, Sul-livan MD, et al. Opioid prescriptions for chronic pain and overdose: a
cohortstudy. Ann Intern Med. 2010
2. Gomes T, Mamdani MM, Dhalla IA, Paterson JM, Juurlink DN.Opioid dose and drug-related mortality in patients with nonmalignant pain. Arch
InternMed. 2011;171:686-91.
3. Bohnert AS, Valenstein M, Bair MJ, Ganoczy D, McCarthy JF, Ilgen MA, et al.Association between opioid prescribing patterns and opioid overdoserelateddeaths. JAMA. 2011;305:1315-21
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What are the ramifications?
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Scope
Intended for Primary Care Physicians treating chronic
pain defined > 3 months in duration
Excludes active cancer tx, end-of-life, palliative care, age
< 18

Rationale
PCP manage a lot of pain and have little training
Across specialties it is believed that addiction is a
common consequence of prolonged use, and that longterm opioid therapy often is overprescribed for patients
with chronic non-cancer pain
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Type 1 evidence
indicates that one can be very confident that the true
effect lies close to that of the estimate of the effect .
Randomized clinical trials or overwhelming evidence
from observational studies.
Type 2 evidence
means that the true effect is likely to be close to the
estimate of the effect, but there is a possibility that it is
substantially different. Randomized clinical trials with
important limitations, or exceptionally strong evidence
from observational studies.

Type 3 evidence
means that confidence in the effect estimate is limited
and the true effect might be substantially different from
the estimate of the effect. Observational studies or
randomizedclinical trials with notable limitations

Category A recommendation
apply to all persons in a
specified group and indicate
that most patients should
receive the recommended
course of action.
Category B recommendation
indicate that there should be
individual decision making;
different choices
will be appropriate for different
patients, so clinicians must
help patients arrive at a
decision consistent with patient
values and preferences, and
specific clinical situations

Type 4 evidence
indicates that one has very little confidence in the effect
estimate, and the true effect is likely to be substantially
different from the estimate of the effect. Clinical
experience and observations, observational studies with
important limitations, or
randomized clinical trials with several major limitations.

1) Non-pharmacologic therapy and non-opioid pharmacologic therapy are
preferred for chronic pain. Clinicians should consider opioid therapy
only if expected benefits for both pain and function are anticipated to
outweigh risks to the patient. If opioids are used, they should be
combined with non-pharmacologic therapy and nonopioid
pharmacologic therapy, as appropriate. (recommendation category: A,
evidence type: 3).
2) Before starting opioid therapy for chronic pain, clinicians should
establish treatment goals with all patients, including realistic goals for
pain and function, and should consider how therapy will be
discontinued if benefits do not outweigh risks. Clinicians should
continue opioid therapy only if there is clinically meaningful
improvement in pain and function that outweighs risks to patient
safety (recommendation category: A, evidence type: 4)
3) Before starting and periodically during opioid therapy, clinicians should
discuss with patients known risks and realistic benefits of opioid
therapy and patient and clinician responsibilities for managing therapy.
(recommendation category: A, evidence type: 3)
4) When starting opioid therapy for chronic pain, clinicians
should prescribe immediate-release opioids instead of extendedrelease/long-acting (ER/LA) opioids. (recommendation category: A,
evidence type: 4).
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5. When opioids are started, clinicians should prescribe
the lowest effective dosage. Clinicians should use
caution when prescribing opioids at any dosage, should
carefully reassess evidence of individual benefits and
risks when increasing dosage to ≥50 morphine
milligram equivalents (MME)/day, and should avoid
increasing dosage to ≥90 MME/day or carefully justify
a decision to titrate dosage to ≥90 MME/day.
(recommendation category: A, evidence type: 3).

6. Long-term opioid use often begins with treatment of
acute pain. When opioids are used for acute pain,
clinicians 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 days
or less will often be sufficient; more than seven days
will rarely be needed. (recommendation category: A,
evidence type: 4)
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7. Clinicians should evaluate benefits and harms with patients within 1 to 4 weeks
of starting opioid therapy for chronic pain or of dose escalation. Clinicians should
evaluate benefits and harms of continued therapy with
patients every 3 months or more frequently. If benefits do not outweigh harms of
continued opioid therapy, clinicians should optimize other therapies and work with
patients to taper opioids to lower dosages or to taper and discontinue opioids.
(recommendation category: A, evidence type: 4)

8. Before starting and periodically during continuation of opioid therapy, clinicians
should evaluate risk factors for opioid-related harms. Clinicians should incorporate
into the 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, higher opioid dosages (≥50
MME/day), or concurrent benzodiazepine use, are present. (recommendation
category: A, evidence type: 4).

9. Clinicians 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
opioid dosages or dangerous combinations that put him or her at
high risk for overdose. Clinicians should 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. (recommendation category: A, evidence type:

4).
10. When prescribing opioids for chronic pain, clinicians 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.

(recommendation category: B, evidence type: 4).
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Clinicians should not test for substances
for which results would not affect patient management or for
which implications for patient management are unclear.
For example, experts noted that there might be uncertainty
about the clinical implications of a positive urine drug test for
tetrahyrdocannabinol (THC).

11. Clinicians should avoid prescribing opioid pain
medication and benzodiazepines concurrently
whenever possible. (recommendation category: A,
evidence type: 3)
12. Clinicians should offer or arrange evidence-based
treatment (usually medication-assisted treatment
with buprenorphine or methadone in combination
with behavioral therapies) for patients with opioid
use disorder. (recommendation category: A, evidence
type: 2).
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CVS tightens restrictions
on opioid prescriptions in
bid to stanch epidemic
1. Limits to a seven days for acute pain.

2. The program will also limit daily dosages
and require that immediate-release
formulations of drugs be given before
extended-release versions are prescribed.
3. Based on the CDC’s recommendations,
CVS’s new daily dosage limit is 90 morphine
milligram equivalents.

The researchers note that
even that estimate is likely
wrong for a variety of
reasons:
•

The number of deaths
involving diverted
prescriptions or counterfeit
drugs is unknown

•

Toxicology tests cannot
distinguish between
pharmaceutical fentanyl
and illicit fentanyl

•

Drugs are not identified on
death certificates in 20%
of overdose deaths

•

Multiple drugs are involved
in almost half of drug
overdose deaths
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State Laws limiting opioid prescribing

Connecticut
Limits to 7 day supply

Maine
limited to 100 morphine milligram equivalents of opiate medication per
day, with exceptions for cancer patients, those in palliative and hospice
care and other special circumstances.

Rhode Island
initial prescriptions for acute pain be limited to 20 doses and no more than
30 morphine milligram equivalents per day; •
Prohibiting long-acting or extended-release opioids for initial prescriptions
for acute pain;
Documenting the results of a thorough medical history, developing a
treatment plan, and accessing the Rhode Island Prescription Drug
Monitoring Program (PDMP) for relevant prescription monitoring
information, all prior to issuing an initial prescription for acute pain;
Requiring continuing education training for prescribers on topics such as
appropriate prescribing for pain, pharmacology, potential for dependence,
and alternatives to opioids for pain management.

Virginia
HB 1885, which would prohibit doctors from prescribing more than a
seven-day supply of controlled substances containing opioids. Exceptions
would be made for cancer and chronic pain patients.
HB 2165, which would require electronic prescriptions for drugs containing
opioids – an effort to crack down on prescription fraud.
HB 1750, which would let pharmacists dispense naloxone, an opioid
overdose antidote, to patients who don’t have a prescription.
HB 2167, which would require the boards regulating doctors and dentists
to adopt rules for prescribing opioids and products containing
buprenorphine, a drug used by addicts to suppress withdrawal symptoms.
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New Jersey
The law limits initial opioid prescriptions for acute pain to a five-day supply,
though it allows doctors to renew it for another 25 days if a patient remains in
pain. But as a measure of the stricter checks and balances, the new rules call for
doctors to have a consultation with a patient about a request for a prescription
renewal to ensure it is really needed.
New York
7-day supply limit applies to opioid prescriptions at an initial consultation or
treatment for acute pain.
Mandated access PDMP
Mandated e-prescribing CS
Pennsylvania
Mandates PDMP access’
7 day acute pain limit (can do more with documentation)

Massachusetts
7 day limit for acute pain

Delaware

A first-time prescription to an adult patient for an acute
episode cannot exceed a 7-day supply
No prescription to a minor can exceed a 7-day supply at any
time If professional judgment dictates more than a 7-day
supply is necessary
Document the condition triggering the prescription
Query the Prescription Monitoring Program to obtain a
prescription history
Indicate that a non-opiate alternative was not appropriate
Obtain Informed Consent
Administer a fluid drug screen, at the discretion of the
provider
Conduct a physical examination which must include a
documented discussion to elicit relevant history, explain
risks/benefits of opioid analgesics and possible alternatives,
and establish other treatments tried or considered
Schedule periodic follow-up visits and evaluations to monitor
progress, whether there is an available alternative to opiate
use, and whether to refer the patient for a pain management
or substance abuse consultation
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Ohio
Senate Bill 319 makes the following changes:
Limits to 7 dy supply for acute pain
Requires facilities that administer Suboxone, which is used to
treat opioid addiction, to 30 or more individuals to be licensed
by the state.
Allows for-profit methadone clinics to open and waives the
requirement that providers be certified in Ohio for two years
prior to becoming a methadone clinic.
Allows homeless shelters, halfway houses, schools, treatment
centers and other facilities that regularly interact with highrisk individuals to keep naloxone on site.
Eliminates an exemption in state law that allowed doctors,
veterinarians, dentists and other health care professionals
working as sole proprietors to distribute controlled substances
to patients without oversight of the Ohio Board of Pharmacy.
Limits the amount of opiate pills that can be dispensed from a
single prescription to a 90-day supply and invalidates opiate
prescriptions that are unused after 30 days.
Provides civil immunity to first responders and other
authorized to administer naloxone, which reverses opioid
overdoses.

Georgia
7 day limit acute pain

Hawaii
7 day supply benzo or opioid
Limits to 90 day supply for chronic

Indiana
7 day supply acute pain

Kentucky
3 day supply

Oregon
7 dy supply

Washington
In order to prescribe an opioid drug, a practitioner must, on 7
a one-time basis, complete continuing education regarding
best 8 practices in the prescribing of opioid drugs. The
continuing 9 education must be at least one hour in length. A
disciplining 10 authority may adopt additional continuing
education requirements related to the prescribing of opioid
drugs.
7 day limit acute pain

North Carolina
5-7 day supply acute pain
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Have legislation and guidelines worked?

"A 22 percent decrease in opioid
prescriptions nationally between 2013
and 2017 reflects the fact that
physicians and other health care
professionals are increasingly judicious
when prescribing opioids," said Patrice
Harris, M.D., M.A., chair of the AMA
Opioid Task Force(www.ama-assn.org)
in an April 19 news
release.(www.ama-assn.org)
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Heroin, Morphine, Fentanyl, and Other Rx Opioid Occurrences
Among Deceased Persons in Florida: Jan 2015 - Jun 2017
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Number of Selected Lethal Opioid Occurrences
Among Deceased Persons in Florida 2008 to 2017
# “Cause of Death” Occurrences
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More pressure NOT to prescribe opioids
Lawsuits against physicians for over-prescribing
Lawsuits against Pharma companies for
overmarketing (Purdue no longer markets to
physicians)
Criminal charges against physicians for patient
diversion and abuse, and practicing outside
standards of care (formerly drug trafficking, fraud,
sexual conduct, money laundering)
Criminal charges against physicians for
manslaughter

William Hurwitz was prosecuted and convicted by the United States
Government in 2004 for excessively prescribing opioid pain medication to
patients, some of whom subsequently abused and redistributed their
medications on the black market. Before his conviction, Hurwitz had had a
series of running battles with the Virginia Board of Medicine which, in 2003
found fault with some of his prescriptions but also held that all were written
"in good faith". prescribed 1600 pills/day for a SINGLE patient
Convicted of over 50 counts of distribution of narcotics originally sentenced
to four 25-year sentences and forty-six 15-year sentences, all of which were
to be served concurrently, and was fined $2 million (U.S.).
His conviction was overturned by the U.S. Court of Appeals for the Fourth
Circuit on August 22, 2006, due to errors by the trial judge that essentially
prevented the jury from considering Hurwitz's defense—that he was
prescribing the medication in good faith as part of the regular practice of
medicine.
On April 27, 2007 jurors found William E. Hurwitz guilty of 16 counts of drug
trafficking and determined that he prescribed massive quantities of medicine
to patients in chronic pain. The 12-member jury acquitted Hurwitz on 17
other trafficking counts
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Name: JOHNSTON, Sharon L., DO
City, State: Naples, FL
Date of Arrest: 08/22/2007
Date of Conviction: 07/29/2008
Judicial Status: Jury Conviction
Conviction: Illegally dispensing controlled pharmaceuticals
DEA Registration: Expired 12/31/2009
Remarks:
Sharon L. Johnston, DO, age 44, of Naples, FL, was found guilty by a federal jury
on all four counts of illegally dispensing the controlled substances oxycodone,
alprazolam, and methadone.
According to court documents, Johnston knowingly and willfully acted outside
the scope of professional practice by dispensing quantities of Schedule II and IV
pharmaceuticals to undercover agents posing as patients. Johnston was
sentenced to 30 months in federal prison followed by supervised release for a
term of three years

Name: MCIVER, Ronald Allen, DO
City, State: Hodges, SC
Date of Arrest: 08-26-2004
Date of Conviction: 09/19/2005
Judicial Status: Jury Conviction
Conviction: Distribution and dispensing of controlled substances outside the
usual course of medical practice
DEA Registration: Surrendered 04-12-2004
Remarks:
Ronald A. McIver, DO, age 64, of Hodges, SC, was found guilty in federal court on
nine counts of distribution and dispensing of controlled substances outside the
usual course of medical practice. On three of the nine counts, McIver was found
guilty of distribution of controlled substances resulting in death or serious bodily
injury.
McIver was sentenced to 360 months in prison, to be followed by five years
supervised release, and ordered to pay a $900.00 special assessment.
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Name: TRIEU, Thomas, MD
City, State: Biloxi, MS
Date of Arrest: 5/21/2008
Date of Conviction: 6/26/2009
Judicial Status: Pled Guilty
Conviction: Distributing/Dispensing Promethazine Outside the Scope of
Professional Practice
DEA Registration: Surrender for Cause
Remarks:
Thomas Trieu, MD of Biloxi, MS, pled guilty in U.S. District Court, Southern
District of Mississippi, to one count Distributing/Dispensing Alprazolam, a
Schedule IV (a non-narcotic controlled substance), and two counts
Distributing/Dispensing Promethazine with Codeine (a Schedule V Controlled
Substance) Outside the Scope of Professional Practice.
According to court documents, from about 1997 and continuing up to 2008,
Trieu, as a medical doctor would routinely see patients and prescribe the abovereferenced controlled substances with only a cursory medical examination or
with no examination at all, outside the scope of professional medical practice.
Trieu was sentenced to a total of 96 months incarceration, followed by 3 year
supervised release. Trieu subsequently filed an appeal to the Fifth Circuit which
was dismissed.
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Diagnostic Criteria
A problematic pattern of opioid use leading to clinically significant impairment or
distress, as manifested by at least two of the following, occurring within a 12month period:
Opioids are often taken in larger amounts or over a longer period than
was intended.
There is a persistent desire or unsuccessful efforts to cut down or control
opioid use.
A great deal of time is spent in activities necessary to obtain the opioid,
use the opioid, or recover from its effects.
Craving, or a strong desire or urge to use opioids.
Recurrent opioid use resulting in a failure to fulfill major role obligations
at work, school, or home.
Continued opioid use despite having persistent or recurrent social or
interpersonal problems caused or exacerbated by the effects of opioids.
Important social, occupational, or recreational activities are given up or
reduced because of opioid use.

Recurrent opioid use in situations in which it is physically hazardous.
Continued opioid use despite knowledge of having a persistent or
recurrent physical or psychological problem that is likely to have been
caused or exacerbated by the substance.
Tolerance, as defined by either of the following:
A need for markedly increased amounts of opioids to achieve
intoxication or desired effect.
A markedly diminished effect with continued use of the same amount
of an opioid.
Note: This criterion is not considered to be met for those taking
opioids solely under appropriate medical supervision.
Withdrawal, as manifested by either of the following:
The characteristic opioid withdrawal syndrome (refer to Criteria A and
B of the criteria set for opioid withdrawal).
Opioids (or a closely related substance) are taken to relieve or avoid
withdrawal symptoms.
Note: This criterion is not considered to be met for those individuals
taking opioids solely under appropriate medical supervision.
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DEFINITION ADDICTION - OLD
“ Addiction is a primary, chronic, neurobiological disease, with

•
•
•
•
•

genetic, psychosocial, and environmental factors influencing the
development and manifestations. It is characterized by
behaviors that include one or more of the following:
impaired Control over drug use,
Compulsive use,
Continued use despite harm, and
Craving”
Consequences

American Society of Addiction Medicine, 2001

Addiction is a primary, chronic disease of brain reward, motivation, memory and
related circuitry.
Dysfunction in these circuits leads to characteristic biological, psychological,
social and spiritual manifestations.
This is reflected in an individual pathologically pursuing reward and/or relief by
substance use and other behaviors.
Addiction is characterized by inability to consistently abstain, impairment in
behavioral control, craving, diminished recognition of significant problems with
one’s behaviors and interpersonal relationships, and a dysfunctional emotional
response.
Like other chronic diseases, addiction often involves cycles of relapse and
remission.
Without treatment or engagement in recovery activities, addiction is progressive
and can result in disability or premature death.
Adopted by the ASAM Board of Directors 4/12/2011.
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The agent
• Availability
• Cost
• Rapidity of entering the CNS
• Efficacy as a rewarding agent
Environment
• Occupation
• Peer Group
• Culture
• Social instability
Host
• Genetic predisposition
• Familial problems
• Coexisting psychiatric disorder

Nonmedical
Users

Pain Patients

Passik SD, Kirsh KL. The interface between pain and drug abuse and the evolution of strategies to optimize pain management while
minimizing drug abuse. Experimental and Clinical Psychopharmacology. 2008; 16(5): 400-404.
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CHEMICAL COPING: Behavior
bears a resemblance to addiction
because pill -taking is
inappropriately used to manage
stress, sleep disorders, etc.

Methadone’s analgesia lasts for 4-8 hours
Methadone’s half-life estimated at 8-59
hours
Up to 130 hours due to variations in individual metabolism
By comparison, half-lives of morphine, fentanyl, hydromorphone, &
oxycodone range from 2-3.5 hours

Steady-state levels require 5 half-lives
Correct individual doses are difficult to calculate a priori

A Position Statement from the American Academy of Pain Medicine. The Evidence Against Methadone as a “Preferred” Analgesic. 2014.
Chou R, et al. J Pain. 2014;15:321-37.
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α (analgesic)
β (non-analgesic)
Blood level

Toxicity

Analgesia

2

4
2

6

8
3

10

12
4

14

16
5

18

20
6

22

24
7

Hours
Days

Webster LR. Unintentional overdose deaths: reversing the trend. Presented at: The American Academy of Pain Medicine’s 28th Annual Meeting;
February 22-26, 2012; Palm Springs, CA.

AQ = Cmax/Tmax
The longer the time to maximum serum
concentation (Cmax), the lower the AQ
The lower the Cmax, the lower the AQ
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Does Drug Selection Matter?
Long-acting Opioids vs. Short Acting Opioids

Fentanyl
Patch

Fentanyl
TIRF

Risk Assessment Tools
Tool

# of items

Administered
By

5

patient

Patients considered for long-term opioid therapy:
ORT Opioid Risk Tool
SOAPP® Screener

& Opioid Assessment for Patients w/ Pain

24, 14, & 5

patient

7

clinician

PMQ Pain Medication Questionnaire

26

patient

COMM Current Opioid Misuse Measure

17

patient

PDUQ Prescription Drug Use Questionnaire

40

clinician

CAGE-AID Cut Down, Annoyed, Guilty, Eye-Opener Tool,
Adjusted to Include Drugs

4

clinician

RAFFT Relax, Alone, Friends, Family, Trouble

5

patient

DIRE Diagnosis, Intractability, Risk, & Efficacy Score

Characterize misuse once opioid treatments begins:

Not specific to pain populations:

DAST Drug Abuse Screening Test
SBIRT Screening, Brief Intervention, & Referral to Treatment

28

patient

Varies

clinician
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Opioid Risk Tool (ORT)
Mark each box that applies
1.

2.

Female

Male

Family Hx of substance abuse
Alcohol

1

3

Illegal drugs

2

3

Prescription drugs

4

4

Personal Hx of substance abuse
Alcohol

3

3

Illegal drugs

4

4

Prescription drugs

5

5

1

1

3

0

3.

Age between 16 & 45 yrs

4.

Hx of preadolescent sexual abuse

5.

Psychologic disease
ADD, OCD, bipolar, schizophrenia

Depression

Administer
On initial visit
Prior to opioid
therapy
Scoring (risk)
0-3: low
4-7: moderate

2

2

1

1

≥8: high

Scoring Totals:
Webster LR, Webster RM. Pain Med. 2005;6:432-42.

Screener & Opioid Assessment for
Patients with Pain (SOAPP)®
Identifies patients as at high, moderate, or low risk for
misuse of opioids prescribed for chronic pain
How is SOAPP® administered?
Usually selfadministered in
waiting room,
exam room, or
prior to an
office visit

May be completed
as part of an
interview w/ a
nurse, physician,
or psychologist

Prescribers should
have a completed
& scored SOAPP®
while making
opioid treatment
decisions

SOAPP® Monitoring Recommendations. https://painedu.org/soapp/SOAPP_Monitoring_Recommendations.pdf
The SOAPP® Version 1.0 Tutorial. https://painedu.org/soapp-tutorial_01.asp
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A synthetic opioid, thebaine derivative
High Potency
Antagonist at Kappa receptor
Partial agonist at the  receptor
High affinity for the  receptor
-Binds more tightly to opiate receptors than
other opiates or opiate antagonists
Slow dissociation from the receptor with milder
withdrawal
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In a double-blind, placebo-controlled, in-patient study
of morphine maintained abusers, buprenorphine
injection produced:
Little “good effect” with subjects moderately
interested
in product
Increased ratings of “bad drug”
Not self-administered above placebo at any dose
tested
Comer SD, et al. Neuropsychopharmacol. 2008;33:1179-1191.

Product

Formulation

Approval Date

Indication

Buprenex®

Injectable buprenorphine

1981

Moderate to severe pain

Subutex®

Sublingual buprenorphine 2002

Opioid dependence

Suboxone®

Sublingual buprenorphine 2002
+ naloxone

Opioid dependence

Butrans®

Transdermal
buprenorphine patch

2010

Moderate to severe chronic pain

Sublingual tablet

2013

Opioid dependence

Buccal strip

2014

Opioid dependence

Buccal strip

2016

Moderate to severe chronic pain

Subcutaneous injection

2018

moderate to severe opioid use disorder
in patients who have initiated treatment
with a transmucosal
buprenorphine-containing product,
followed by dose adjustment for a
minimum of 7 days.

Zubsolv®
Bunavail®

Belbuca®

Sublocade®
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Analgesic Dose range
dose range
for drug
substitutio
n

0.2 < 7 mg

8-32 mg

Dose

Walsh SL et al. J Pharmacol Exp Ther 1995;274:361-72

Partial μ-receptor agonist
Decreased abuse potential
High receptor binding affinity and slow dissociation from
the μ- receptor
Slow onset but relatively long duration of analgesic action
Low risk of physical dependency and analgesic tolerance
compared with full mu-receptor agonists
Milder withdrawal symptoms compared with full mureceptor agonists

Kress HG. Euro J Pain. 2009;13:219-230
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Schedule III class drugs have:
Less abuse potential than the drugs or other
substances in:
Schedule I (eg, heroin, PCP, marijuana) and
Schedule II (eg, fentanyl, morphine, oxycodone)

Moderate or low physical dependence

Source: US Department of Justice Drug Enforcement Administration Web Site. Available
at: http://www.deadiversion.
usdoj.gov/schedules/index.html. Accessed October 4, 2012.

•
•
•
•

PDMP
UDT
No opioids at the first visit
No benzodiazepines
Screen your patients ahead of time
Use an expectation of care agreement
Use 90 MME as your goal (when initiating)
Try for 90 MME with legacy patients, but DOCUMENT THE REDUCTION OF
MME
Ask about withdrawal (severity if any)
Ask about alcohol (CAGE)
Education regarding drug storage
and sharing
Psychotherapy and highly “structured” approaches
Better/safer opioid products (buprenorphine, tapentadol)
Avoid Methadone
GET AN X NUMBER FOR MAT!!!
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Exit strategies

Diversion (felony)
(diagnosed with urine
drug test)
Discharge from practice

Addiction

Misuse, Abuse

Opioid Induced
Hyperalgesia

Behavioral therapy,
counseling,

Intolerable side effects
( constipation, sedation,
nausea, etc

Opioid Rotation

Medically supervised
withdrawal

Adjuvant agents for pain

1.

Which of the following has the greatest risk of substance abuse/misuse?
a.
56 yo female with diabetic neuropathy and bipolar disorder
b.
88 yo male with spinal stenosis and depression
c.
33 yo white female with psoriatic arthritis and fibromyalgia
d.
25 yo unemployed male with neck and back pain
d. 25 yo unemployed male with neck and back pain

2.
a.
b.
c.

d.

Which of the following is/are true?
The opioid epidemic today is primarily driven by prescriptions
The CDC guidelines are intended for all practitioners who prescribe opioids for pain
Illicit fentanyl and heroin are the major causes of overdose deaths in the US

Opioid prescriptions in the US have fallen 15% since 2013

c. Illicit fentanyl and heroin are the major causes of overdose deaths in the US
3.

The DEA has successfully prosecuted physicians CRIMINALLY for the following:
a.
Drug Trafficking
b.
Kickbacks
c.
Practicing outside “standards of care’
d.
Selling controlled substances
e.
All of the above
All of the above

4.

Risk mitigation strategies to prevent opioid misuse and subsequent overdose include:
a.
Having a spouse or significant other accompany the patient at each visit
b. Accessing Prescription Monitoring Plan (PDMP)
c. Random blood testing
d. Assessing for psychiatric comorbidities
b and d
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Sanford M. Silverman, MD
Coastal Pain Medicine
100 East Sample Rd, Suite 200
Pompano Beach, Florida 33064
Phone: 954-543-5100
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The VA/DoD Clinical Practice
Guideline for Opioid Therapy
for Chronic Pain
MORDECAI POTASH, M.D., TULANE UNIVERSITY SCHOOL OF MEDICINE
NEW ORLEANS, LA

Evidence-Based Practice Work Group


The Department of Veterans Affair VA and Department of Defense
DoD established Evidence-Based Practice Work Groups (EBPWG)
beginning in 2004.



The mission of these work groups is to use clinical and
epidemiological evidence to improve the health of the population
across the Veterans Health Administration and Military Health
System.



The EBPWG selects topics for guideline development based on the
topic being either high cost, high volume, high risk, or problem
prone.



EBPWG currently offers twenty two Guidelines divided into six fields
including chronic disease in primary care, mental health, military
health, pain, physical rehabilitation, and women’s health.
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Evidence-Based Pain Guidelines


The Pain Field includes the topic that we are discussing today –
Opioid Therapy for Chronic Pain (OT) – as well as having a guideline
about Low Back Pain.



Certainly OT qualifies for guideline development as a high risk field,
but guideline developers also point out that the OT area qualifies as
a high cost and high volume topic given the costs to society of
chronic pain & how frequently chronic pain complaints arise in
health encounters.



Previously, in 2010, VA & DoD published the Clinical Practice
Guideline for Management of Opioid Therapy for Chronic Pain. It
included evidence reviewed up to March 2009



Almost immediately after being published , the Work Group became
aware of an epidemic of opioid misuse and opioid use disorder that
needed to be addressed by a revised guideline.

Increases in Opioid Prescribing Studied


The epidemic of opioid misuse and addiction was closely followed
by the EBPWG, and they were especially concerned how that
epidemic was effecting military members, their families, and
veterans.



Like national data, the military & the VA saw stark increases in opioid
prescriptions written, presentations to ER’s because of opioid
overdose and admissions to mental health units for opioid
detoxification services.



From 2004 to 2012 the prevalence of opioid prescriptions among
veterans increased from 18.9% to 33.4% - a 76.7% increase!



The EBPWG also noted other studies that found that if opioid
prescriptions continued for more than 90 days, there was a 90%
chance of it being continued for more than one year and an 80%
chance of it being continued for 3.5 years, and a 65% chance of it
being continued for 4.8 years.
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Changing the Model of Care Delivery


The EBPWG saw this increase in bad outcomes as partly arising from
the 2010 well-meaning medical model to address chronic pain.



Instead, the EBPWG wanted to promote a biopsychosocial model of
chronic pain care that emphasizes non-pharmacologic treatment as
being equally effective as medication treatment.



The EBPWG then convened an Opioid Therapy for Chronic Pain Work
Group composed of clinical pain / clinical care delivery experts from
the VA and DoD.



They were also assisted by experts in guideline development from
the Lewin Group, ECRI Institute, Sigma Health Consulting, and Duty
First Consulting.



The work group also reviewed 259 healthcare publications that were
relevant to the guideline’s subject matter through December 2016.

The 2017 OT Guideline’s Content


Released in February 2017, the VA/DoD Clinical Practice Guideline
for Opioid Therapy for Chronic Pain contained 18 separate
Recommendations and 4 separate Algorithms.

The recommendations focused on:


Initiation and Continuation of Opioids,



Risk Mitigation



Type, Dose, Follow-Up and Taper of Opioids



Opioid Therapy for Acute Pain.

The Algorithms covered


Determination of Appropriateness for Opioid Therapy,



Treatment with Opioid Therapy,



Tapering or Discontinuation of Opioid Therapy,



Patients Currently on Opioid Therapy.
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Initiation and Continuation of Opioids

Recommendation 1


We recommend against initiation of long-term opioid therapy
for chronic pain.



We recommend alternatives to opioid therapy such as selfmanagement strategies and other non-pharmacological
treatments.



When pharmacologic therapies are used, we recommend
nonopioids over opioids.



There is a rapidly accumulating evidence of the harm of
long-term opioid therapy (LOT), even at doses of less than 50
MME.



Recognize that there may be selected patients where
benefits outweigh risks – but this must be carefully considered.



Psychological and Physical/Exercise interventions have been
shown to be safe and effective for chronic pain.

Recommendations 2 & 3


If prescribing opioid therapy for patients with chronic pain, we
recommend a short duration.



Consideration of opioid therapy beyond 90 days requires
reevaluation and discussion with patient of risks and benefits.



For patients currently on long-term opioid therapy, we
recommend ongoing risk mitigation strategies, assessment for
opioid use disorder, and consideration for tapering when risks
exceed benefits.



There is moderate quality evidence that the risk of developing an
opiate use disorder is most closely related to the dose prescribed
and duration of treatment. Therefore, keeping use below 90 days
should prevent adverse outcomes.



Reviewed studies found the rate of opiate use disorder in LOT to
be 35%.

4

September 21, 2018

Recommendation 4


We recommend against long-term opioid therapy for pain in patients
with untreated substance use disorder.



For patients currently on long-term opioid therapy with evidence of
untreated substance use disorder, we recommend close monitoring,
including engagement in substance use disorder treatment, and
discontinuation of opioid therapy for pain with appropriate tapering.



Five large studies – reviewing hundreds of thousands of cases - have
supported the contention that there is a highly elevated rate of
overdose or death in patients on LOT who also have an opioid use
disorder.



Research is also clear that an alcohol use disorder increases the risk of
overdose death in LOT. The research is not clear how cannabis use
during LOT effects potential for overdose, death or suicide.

Recommendation 5


We recommend against the concurrent use of benzodiazepines
and opioids.



For patients currently on long-term opioid therapy and
benzodiazepines, consider tapering one or both when risks exceed
benefits and obtaining specialty consultation as appropriate.



There is moderate quality evidence that the concurrent use of
benzodiazepines and opioids increases the risk of unintentional
overdose and death.



Tapering should occur in a cautious, gradual, but deliberate
manner.
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Recommendation 6


We recommend against long-term opioid therapy for patients less than 30
years of age secondary to higher risk of opioid use disorder and overdose.



For patients less than 30 years of age currently on long-term opioid
therapy, we recommend close monitoring and consideration for tapering
when risks exceed benefits.



Six studies reviewed by the work group showed that age was inversely
related to opiate use disorder.



Work group noted that there may be exceptions to this recommendation
due to battle-field injuries occurring in the military to injured service
members younger than 30.



When using LOT in patients younger than 30, close monitoring including
UDT, PDMP, and frequent follow-up appointments must be employed.

Risk Mitigation

Recommendation 7


We recommend implementing risk mitigation strategies upon initiation of
long-term opioid therapy, starting with an informed consent conversation
covering the risks and benefits of opioid therapy as well as alternative
therapies. The strategies include:



Ongoing, random urine drug testing (including appropriate confirmatory
testing)



Checking state prescription drug monitoring programs



Monitoring for overdose potential and suicidality



Providing overdose education to patients & concerned others



Prescribing of naloxone rescue and accompanying education



Risk mitigation begins before opiates are first prescribed – with a careful,
thorough informed consent process with the patient.
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Recommendation 8


We recommend assessing suicide risk when considering initiating or
continuing long-term opioid therapy and intervening when
necessary.



The work group strongly concluded that opioid medications are
potentially lethal and an assessment of current suicide risk should be
made during LOT treatment.



Suicide risk assessment is important whether one is initiating,
maintaining, or terminating LOT.



Some patients on LOT may threaten suicide when providers
recommend discontinuation of opioids. However, continuing LOT to
“prevent suicide” in someone with chronic pain is not recommended
as an appropriate response if suicide risk is high or increases.

Recommendation 9


We recommend evaluating benefits of continued opioid therapy and risk
for opioid-related adverse events at least every three months.



Prior to initiating OT, an individualized assessment of potential opioidrelated harms relative to realistic treatment goals must be completed.



After initiating OT, frequent visits contribute to the appropriate use and
adjustment of the planned therapy.



The Work Group recommends follow-up at least every three months or
more frequently.



Although the 2010 OT CPG recommended follow-up every six months, this
recommended interval for follow-up and reassessment has not been
sufficient to reduce the potential harm associated with LOT or adequately
implement comprehensive, biopsychosocial pain care.
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Type, Dose Duration, Follow-Up, and Taper of Opioids

Recommendations 10 & 11


If prescribing opioids, we recommend prescribing the lowest
dose of opioids as indicated by patient-specific risks and
benefits.



As opioid dosage and risk increase, we recommend more
frequent monitoring for adverse events including opioid use
disorder and overdose.



Risks for opioid use disorder start at any dose and increase in a
dose dependent manner.



Risks for overdose and death significantly increase at a range of
20-50 mg morphine equivalent daily dose.

Recommendation 12


We recommend against opioid doses over 90 mg
morphine equivalent daily dose for treating chronic pain



For patients who are currently prescribed doses over 90
MEDD, evaluate for tapering to reduced dose or to
discontinuation.



Overdose / Overdose deaths rates climb steeply when
MEDD is greater than 90.



The goal of opioid therapy should be to use the lowest
dose, for the shortest duration, to meet function goals
created in the biopsychosocial evaluation.
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Recommendation 13


We recommend against prescribing long-acting opioids for acute pain, or
as an as-needed medication or on initiation of long-term opioid therapy.



There was insufficient evidence to recommend for or against any specific
opioid or opioid formulation, specifically the following:



Short-acting versus long-acting opioids (for LOT for chronic pain)



Route of administration/delivery among alternatives such as transdermal,
buccal, sublingual, or pumps



Abuse deterrent formulations of opioids compared to non-abuse
deterrent formulations



Tramadol and other dual-mechanism opioids



Buprenorphine for pain (compared to other opioids)



Methadone (with QT monitoring)

Recommendations 14 & 15


We recommend tapering to reduced dose or to discontinuation of longterm opioid therapy when risks of long-term opioid therapy outweigh
benefits.



Abrupt discontinuation should be avoided unless required for immediate
safety concerns.



We recommend individualizing opioid tapering based on risk assessment
and patient needs and characteristics.



There is insufficient evidence to recommend for or against specific
tapering strategies and schedules.



Treatment of chronic pain with LOT in general is associated with
considerable risk and must be justified by attainment of benefit that
outweighs those risks in any individual patient. Non-pharmacologic
therapies and non-opioid pharmacologic therapies are preferred and
should be optimized.
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Tapering Process


The rate of taper takes into account many factors that include initial
dose, formulations available, and risk factors that increase harm. A
gradual taper over months or even years for patients starting on very
high opioid doses involves reducing by 5-20% every four weeks.



In some patients, a faster taper may be needed when risks are too high
to consider a gradual taper; consider tapering the dose by 5-20% per
week in this patient population.



Tapering to a reduced dose or tapering to discontinuation should be
pursued when clinically meaningful functional benefit is not
demonstrated or when significant risk factors in addition to the
prescribed opioid dose are present.



It should be recognized that elevated dose alone (>90 MME) poses
increased risk of overdose, overdose death, adverse effects, and the
development of OUD.

Recommendation 16


We recommend interdisciplinary care that addresses pain, substance
use disorders, and/or mental health problems for patients presenting with
high risk and/or aberrant behavior.



The presence of co-occurring SUD or psychiatric conditions in some
patients can make prescribing LOT an overwhelming problem for primary
care providers. Chronic pain is a complex human experience influenced
by physical, psychological, and social factors. Multidisciplinary care that
addresses these influences is absolutely essential when pain is
accompanied by co-occurring conditions, impaired function, or
psychological problems.



Some evidence suggests that patients referred to highly structured
opioid-renewal programs that provide patients with frequent UDT
monitoring, frequent clinic visits, smaller quantities of medications, and
ongoing counseling/education is helpful for patients and primary care
providers.

10

September 21, 2018

Recommendation 17


We recommend offering medication assisted treatment for opioid
use disorder to patients with chronic pain and opioid use disorder.



By far the most powerful risk factor for developing OUD is long-term
opioid analgesics use. All persons using opioid analgesics are at-risk
for developing an OUD.



On average, OUD carries a 40-60% 20-year mortality rate.



Strong evidence supports the use of opioid agonist therapy (e.g.,
methadone, buprenorphine/naloxone) as first-line treatment for
moderate-to-severe OUD.



Patients and their treating clinicians may be concerned that
treatments proven effective in different OUD populations may not be
effective for patients with chronic pain, or may not be necessary for
patients who have become addicted to prescription opioid
analgesics. This concern is unfounded and was addressed by Weiss
and colleagues in the Prescription Opioid Abuse Treatment Study
(POATS).

Acute Pain

Recommendation 18


We recommend alternatives to opioids for mild-to-moderate acute
pain.



We suggest use of multimodal pain care including non-opioid
medications as indicated when opioids are used for acute pain.



If take-home opioids are prescribed, we recommend that
immediate-release opioids are used at the lowest effective dose
with opioid therapy reassessment no later than 3-5 days to
determine if adjustments or continuing opioid therapy is indicated.



Patient education about opioid risks and alternatives to opioid
therapy should be offered



A review of the literature indicates that LOT can result from acute
opioid use initially intended for short-term therapy.
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The Four Algorithms (of the Apocalypse)


The CPG also offers four algorithms to assist providers with making
decisions about opioid therapy for chronic pain. The four topics
described by these algorithms are:

A.

Determination of Appropriateness for Opioid Therapy

B.

Treatment with Opioid Therapy

C.

Tapering or Discontinuation of Opioid Therapy

D.

Patients Currently on Opioid Therapy

Module A

Module A: Determination of Appropriateness for
Opioid Therapy – the Biopsychosocial Assessment



Before even being considered for opioid management, this algorithm asks
for a Biopsychosocial Assessment. The CPG discusses the many
components that make up a Biopsychosocial Assessment and it includes:



Pain assessment including pain history, physical exam, comorbidities,
previous treatment and medications, duration of symptoms, onset, and
triggers, location/radiation, previous episodes, intensity and impact,
patient’s perception of symptoms.



Patient functional goals



Impact of pain on family, work, life



Review of previous diagnostic studies



Additional consultations and referrals



Coexisting illnesses and treatments and effect on pain

Continued on next slide…

12

September 21, 2018

Module A

Determination of Appropriateness for Opioid
Therapy – the Biopsychosocial Assessment



Significant psychological, social, or behavioral factors
that may effect treatment



Family history of chronic pain



Collateral of family involvement



Patient’s belief/knowledge of the cause of their pain



Patient’s belief/knowledge of their treatment
preferences



Patient’s belief/knowledge of the perceived efficacy of
various treatment options



After completing that assessment, the algorithm ask that
it is applied in the following efforts…

Module A

Opioid Therapy Consideration Checklist



To help ensure that new patients are only placed on opioid
therapy when all other options have been exhausted, the
algorithm has a “Consideration Checklist” that should be done
prior to opioid therapy. This checklist includes:



Risks do not outweigh potential modest benefits



Patient is experiencing severe chronic pain that interferes with
function and has failed to adequately respond to indicated nonopioid and non-drug therapeutic interventions



Patient is willing to continue to engage in comprehensive
treatment plan including non-opioid treatments and
implementation of learned active strategies that meet his or her
needs to be successful with plan of care
Continued Next Slide….
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Module A

Opioid Therapy Consideration Checklist



Clear and measurable treatment goals are established



Patient is able to access adequate follow-up for opioid
therapy.



PDMP and UDT are concordant with expectations



Review of recent medical records is concordant with
diagnosis and risk assessment



Patient is fully informed and consents to the therapy



It is only after these items are complete that opioid therapy
can commence.

Module B

Module B: Treatment with Opioid
Therapy


Module B: Treatment with Opioid Therapy has several recommendations on
the dose and duration of opioid therapy.



It should be for a short duration such as a one week initial prescription and
certainly not for more than 90 days.



Use lowest effective dose, recognizing that no dose is completely safe.



A strategy of escalating dose to achieve benefit actually increases risk and
has not been shown to improve function.



Dose escalation above 20-50 MEDD has not been shown to improve function
and increases risk



Long acting opioids should not be prescribed for opioid naïve individuals.



Consider alternatives to methadone and transdermal fentanyl.



Assessment for improvement in pain and functional status or adverse effects.



Offer Overdose Education and Naloxone Distribution
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Module B

Follow-up Frequently Based on Patient
Risk Factors


Follow-up Frequently Based on Patient Risk Factors – within four
weeks for any dose change and within three months for stable
dosing



This follow-up should assess function, risks, and benefits of opioid
therapy



Assess progress toward functional treatment goals



Assess for adverse effects



Asses for adherence to treatment plan



Assess for complications or co-occurring conditions such as
substance use disorder



Continued to complete risk mitigation strategies which include
OEND, UDT, PDMP, face-to-face follow-up

Module B

Module B: Treatment with Opioid
Therapy


Module B suggests to the prescriber to continuously assess for an increase
in risks over the entire course of opioid therapy – even during that stable,
maintenance phase.



The Module particularly asks prescribers to be aware of treatment nonadherence, emergence of co-occurring conditions, and behaviors
suggestive of opioid use disorder.



Non adherence includes not attending appointments, unexpected UDT,
PDMP results, and using more opioid than prescribe / running out early.



If these issues arise, Module B recommends a consultation to specialty
care (i.e. Pain Medicine or SATP) but also recommends shortening the
prescribing period, intensifying risk mitigation strategies, and increasing the
frequency of in-person monitoring with the goal of re-stabilizing the
patient’s pain management situation.
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Module C

Module C: Tapering or Discontinuation
of Opioid Therapy


The guideline recommends the same kind of biopsychosocial assessment
happens with tapering or discontinuation of opiates that happened with
initiation of opiates.



After that biopsychosocial assessment is done, a very personalized and
patient tailored tapering plan should be created.



When safety allows, a gradual taper rate of 5%-20% reduction every four
weeks should be done to allow for neurobiological, psychological, and
behavioral adaptations.



Concerns may develop during the tapering that was not present prior to
tapering. The guideline authors refer to this as unmasking of symptoms
that may indicate a substance use disorder. If this happens, refer patient
to interdisciplinary care to stabilize the situation and create modifications
to the tapering plan.

Module C

Module C: Tapering or Discontinuation
of Opioid Therapy


The module also stresses the importance of frequent follow-up visits with
provider as crucial to the success of a tapering regime.



Preference is follow-up within one week of each dose taper but certainly
need to follow-up with one month of each dose taper.



Module C also emphasizes it’s version of motivational interviewing that is
to happen with the patient at each of the tapering follow-up visits. These
visits are to emphasize:



Pain care self-management as opposed to opioid therapy and remind
the patient of real risks of opioid therapy.



Optimize whole person approach to pain care.



Optimize treatment of co-occurring mental health conditions.



Optimize non-opioid pain treatment modalities.



Reassess for OUD and readiness for OUD treatments as indicated.
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Module C

Module C: Tapering or Discontinuation
of Opioid Therapy


As mentioned in a previous slide, the CPG authors recognize that several
clinical challenges can happen during the tapering process that was not
happening during the maintenance phase.



Patients can develop a resistance to tapering and an antagonistic
attitude towards treatment that they did not have earlier.



Patient can develop high-risk or dangerous behaviors or marked
emotional distress that was not previously present.



Patient can be using opioids to modulate emotions (“chemical coping”).



The CPG authors encourage providers to refer the patient to either
psychiatry, behavioral health, or substance use treatment program to get
that providers’ evaluation and recommendations.



The CPG also recognize that many patients will simply be quite fearful of
abandonment during this taper and recommend that providers see
patients more frequently & reassure that they will not be abandoned.

Module D

Module D: Patient Currently on Opioid
Therapy


For patients who are already on opioid therapy, the CPG still
recommends a biopsychosocial assessment as a baseline
assessment of pain, functional goals, domains of pain’s
impact.



The module also recommends that UDT, PDMP, and other
forms of treatment verification have been reviewed.



All that information – including outside medical records should be reviewed by the prescriber so the prescriber can
ascertain if the benefits of continuing opioid therapy
outweigh the risks.



In making that determination about benefits versus risk, the
prescriber should note if the prescribed opiate dose > 90
MEDD and whether there is a combination of sedating drugs
(i.e. benzodiazepines) being used with opiates.
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Module D

Module D: Patient Currently on Opioid
Therapy


In the discussion with patients about their opiate prescription, the module
also emphasizes motivational interviewing as a way of getting patients
more active and participatory in their own treatment and as a way of
finding treatments other than opioids:



“Doctors use to think that opioids were safe and effective when used for
long periods of time to treat chronic pain.



New information has taught us that long term opioid use can lead to
multiple problems including loss of pain relieving effects, increase pain,
unintentional death, OUD, and problems with sleep, mood, hormone
dysfunction, and immune dysfunction.



We now know that the best treatments for chronic pain are not opioids.
The best treatments for chronic pain are non-drug treatments such as
psychological therapies and rehabilitation therapies and non-opioid
medications.”

Module D

Module D: Patient Currently on Opioid
Therapy


In the discussion with patients about their opiate
prescription, the module also reminds prescribers that
patients currently on opioid therapy should be kept on
that therapy for the shortest duration possible.



The prescriber should also use the lowest effective dose –
recognizing that no dose is completely safe and overdose
risk increases at doses greater than the range of 20 to 50
MEDD.



The prescriber should continually assess improvement in
pain and functional status and be alert for any adverse
side effects.



In doing this reassessment, the CPG authors suggest the
following risk versus benefit assessment

18

September 21, 2018

Module D

Module D: Patient Currently on Opioid
Therapy
Risks include increase in all cause
mortality,
increase
risk
of
unintentional overdose death,
increase risk of developing OUD,
Increase risk of developing or
worsening
depression,
falls,
fractures,
sleep
disordered
breathing, worsening pain, MVA,
hypogonadism, prolonged pain,
nausea, constipation, dry mouth,
sedation, cognitive dysfunction,
immune
system
dysfunction,
reduced in function, reduction in
quality of life

Benefits include modest shortterm improvement in pain and
possible short term improvement
in function.

Wrapping Up


This Clinical Practice Guideline reflects the growing concern that the
Opioid Therapy for Chronic Pain Work Group had about the growth in
opioid prescribing to military members, veterans, and qualifying
dependents.



In their exhaustive literature search, they could find only poor or slight
evidence that LOT actually has long term benefits.



Instead, they found outstanding research that LOT is associated with
significant morbidity and mortality.



This recognition led to the work group emphasizing non-medication
strategies for pain control and to use non-opioid medications when
medication are employed.



The work group also recommended that, when opioids are employed,
that they are used within a web of supports & treatment verification
methods.
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Wrapping Up


The Clinical Practice Guideline also understands the chronic pain
patients – and especially patients on LOT – have intense and time
consuming care needs that exceed what primary care providers
can deliver.



The best pain care is Interdisciplinary Care that can include social
work, chaplaincy, psychology, psychiatry, physiatry, physical
therapy, chiropractic, acupuncture, internal medicine, and other
care providers to meet the whole patient care needs and give
patients effective ways to deal with their chronic pain outside of
opiates.



Finally, the work group recognizes that this will be a new and scary
paradigm for many patients. That is why small, gradual changes are
emphasized with frequent follow-up visits that stress that the patient
will be cared for and not abandoned.
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Pain Target Areas

Recent Government Prosecutions,
Investigations, and Audits
Presented By:
David Vaughn, Esq., CPC
David@lalawfirm.net

Outline





2018 Cases (10)
2018 Audits & Investigations (10)
2018 Warnings (3)
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Pain Target Areas

2018 Cases






Pain kickbacks
Anesthesia for pain
UDTs
Lab kickbacks
Out of town billing







Foreign drugs
Overprescribing
Injections for drugs
Waiving co-pays
Reusing single use
devices or drugs

Kickbacks



June 2018, Florida
MD guilty 2 kickback counts & repaid $2.8 mm




DME co. paid his wife checks for his referrals
Bogus speaker fees for Fentanyl spray
Also received kickbacks for Rx pain creams
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Pain Target Areas

Anesthesia for Pain Injections


June 2018, Florida; FCA Case







2 pain physicians formed anesthesia company
Anesthesia Co. contracted with CRNAs
CRNAs provided anesthesia for injections
CRNAs paid a flat rate
Pain physicians billed anesthesia to Medicare
Pain physicians rec’d profits from anes. co.

Unnecessary Confirmation UDTs


May 2018 – FL





Riverside Spine & Pain - $1.2mm FCA settle.
“Routine quantitative testing for all patients in a
practice is unnecessary”
“Similarly, testing every patient for the same
physician-defined panel of drugs is unnecessary.”
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Pain Target Areas

Lab Kickbacks


May 2018 – District of Columbia








$114 mm FCA Judgment
Lab paid “processing & handling fees” to MDs
$10 - $17 per patient
35,074 claims submitted to Medicare/Tricare
Medicare/Tricare paid $16mm
Treble damages of $16mm x 3 = $48 mm
$64mm in additional FCA penalties

Billing When Out of Town


April 2018, Missouri






MD indicted
Dr. Vaid traveled and left pre-signed Rx
PAs saw patients
PA visits billed in Dr. Vaid’s name
Violates “incident to” rules
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Pain Target Areas

Billing for Foreign Drugs


August 2018 – TN






MD and wife paid $428,000 in FCA settlement
Bought foreign, non-FDA-approved drugs
Billed to Medicare and TennCare
Foreign drugs less expensive
Billed for FDA approved, expensive drugs

Overprescribing Opioids


January 2018 – TN






FCA claim against DC and pain NP
Settlement for $1.45 mm
Rx opioids w/o “legitimate medical purpose”
DC excluded from Medicare for 5 years
NP surrendered DEA license
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Pain Target Areas

Injections Required to Get Drugs


June 2018 – Indictment Michigan & Ohio






Pain clinic owner paid 4 MDs on # of injections
4 physicians schemed to increase their $
Conditioned opioids Rx on getting injections
Medical necessity of injections irrelevant
Medicare shut down one of the clinics


It reopened as a new shell LLC

Waiving Co-Pays


August 2018 – IL






FCA claim
Lincare settled for $5.25 mm
DME company waived co-pays & deductibles
To gain competitive advantage
Medicare Advantage beneficiaries
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Pain Target Areas

Re-using Single Use Devices


August 2018 – GA





ENT group paid $1.2mm
Re-used a single use balloon catheter

Other cases involved single use vials

2018 Audits & Investigations






Surgical kits
U/S for TPIs
Incident to
Back braces
TPE Audits







Cloning
Facets
Epidurals
Templates
Stims
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Pain Target Areas

CID – Surgical/Marlido Kits





Kits contain lidocaine, steroid, gauze,
needles, bandages, etc.
Cost $100; reimburse at over $500
Tricare/Medicare argue bundled

CID – U/S for TPI





Investigating whether U/S necessary
Billed for TPI
Argument for unnecessary:




Muscle is big, you can’t miss it

Document why you are using U/S for TPI
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Pain Target Areas

CID - Incident To


Billing midlevel in MD’s name


No incident to for new patient visit




MD must be in the office when patient seen






MD must perform all 3 E/M elements
Check all your vacation schedules

MD must see Pt for all new problems

Tricare does not allow incident to


Some other payers as well

Post-Payment Review Audit



March 2018 – NC
Back braces – 100% denied







Missing Proof of Delivery
DWO dated after claim submitted
Physician order stamped
L0637 billed, no bending, molding,
trimming by person trained to do so
Other tx modalities had been effective
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Pain Target Areas

TPE Audits


Targeted Probe and Educate






20-40 claims pulled by the MAC
3 rounds of audits
Educational call after first 2 rounds
If error rate >10% after 3rd audit, referred to CMS
And you can be put on 100% prepayment review

TPE Audit Subjects






64450 – peripheral nerve blocks
G0480 – G0483 – UDTs
99214
L0637 (customized OTS back brace)

10

September 21, 2018

Pain Target Areas

Cloning Examples


HPI Cloning:




Plan Cloning:




Pt denies any new pain symptoms, new or changed
symptoms, chronic and stable

continue conserve. tx, home exercise program, moist
heat, stretches; old charts reviewed

Counseling Cloning:


Counseled re medication, POC updates, coord.care

Facet Issues


Facet blocks with radicular pain








Medicare: “no strong radicular component”
BCBS: “pain is non-radicular”

No post-provocative maneuvers
No statement of % relief from dx blocks
No 3 months of chronic pain
No statement of failed conservative meas.
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Recent Epidural Issues


LCDs are differentiating:





New Policies are requiring





Radicular pain (less to qualify for med. nec.)
Low back pain w/o radiculopathy (more req.)
Dermatome – you have to name the nerve
Functional limitations of ADLs

Pain Level


Must be 3 or higher (moderate to high)

Template Issues:
Procedure Description vs Title


Providers are documenting the number
of levels to be injected in the procedure
title, but not in the procedure note.
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Stimulators


Psych eval required





Pre-trial
Not via computerized test
Need psychologist/psychiatrist/social worker
Must have multi-disciplinary team

SCS as a Last Resort


No documentation SCS was last resort


Must try:







Pharmacological
Surgical
Physical
Psychological

Should say what specific modalities failed
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2018 Warnings




Opioids
OTS braces
Billing for ORT assessment/review

Illegal Distribution of Opioids


April 2018 – OIG Report for 2017






27 physicians charged in 2017
For illegal distribution of opioids
295 providers excluded from Medicare

The legal test: “legitimate medical purpose”


No initial Rx without seeing patient & doing exam
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Off-the-Shelf Braces


January 2018





OIG Report
Since 2014 OTS braces increased 97%
MAC audit shows 88% error rate for L0650
Audits on the way

Opioid Risk Tool Review


Billing for ORT review


96127, not 96103






96127 = “Brief emotional/behavioral assessment with scoring
and documentation, per standardized instrument”

AMA opinion; Medicare has MUE of 2
Not bundled per CCI
Pays about $5 (Medicare) per test
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