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The worst man-made epidemic in
modern medical history
• Over 200,000 deaths
• Many more hundreds of thousands of overdose
admissions
• Millions addicted and/or dependent
• Degenhardt et al Lancet Psychiatry 2015; 2: 314-22; POINT
prospective cohort: DSM-5 opioid use disorder: 29.4%

• Spillover effect to to SSDI* and to heroin (40% new
initiates started on Rx opioids)
*Franklin et al, Am J Ind Med 2015; 58: 245-51
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Zhou C, Florence CS, Dowell. Payments for Opioids Shifted Substantially To Public And Private Insurers While Consumer Spending Declined, 1999-2012.
Health Aff (Millwood). 2016 May 1;35(5):824-31. doi: 10.1377/hlthaff.2015.1103.

Early opioids and disability in WA
WC. Spine 2008; 33: 199-204
Population-based, prospective cohort
N=1843 workers with acute low back injury and at least 4 days lost
time
Baseline interview within 18 days(median)
14% on disability at one year
Receipt of opioids for > 7 days, at least 2 Rxs, or > 150 mg MED
doubled risk of 1 year disability, after adjustment for pain, function,
injury severity
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Washington Unintentional Prescription Opioid Deaths
1995 – 2015
44% sustained decline
600

500

400

300

200

100

0
1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015
Definite Prescription Opioid (rx opioid+/-other prescriptions)

Possible Prescription Opioid (rx opioid+alcohol or illicit drug)

Source: Washington State Department of Health

Dentists and Emergency Medicine Physicians were the main
prescribers for patients 5-29 years of age
5.5 million prescriptions were prescribed to children and teens (19 years and under) in 2009
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Continued Use by Initial Days of
Therapy-MMWR March 17, 2017
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A collaboration of state agencies, working
together to improve health care quality for
Washington State citizens

Bree/AMDG Dental Guideline Recommendations
•
•
•
•

Conduct a thorough history including dental and medical
Prescribe non-opioid analgesics as first line
Consider pre-surgical or pre-emptive medication
If an opioid is warranted, follow the CDC guideline (lowest
effective dose of immediate-release opioids; ≤ 3 days will be
sufficient)

 Limit to 8-12 tablets for adolescents and young adults through 24
years old
 Avoid opioids when patient/parent requests no opioid prescription or
patient is in recovery and at high risk of relapse for SUD

• Educate on appropriate use, duration and adverse effects of
opioids and share information on disposal of leftover opioids
• Support patients with SUD who are undergoing dental
procedure
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Why consider post-op pill/duration
recs?
• The vast majority of pills prescribed post-op are left
over and may be used for subsequent misuse or
diversion
Voepel-Lewis et al, JAMA Pediatrics 2015; 169: 497-8leftover pills in kids via parent diaries
• T&A
52 pills dispensed 44 pills left (day 4)
• MSK
34 pills dispensed 30 pills left
• Minor abd, 31 pills dispensed 28 pills left
GU,periph proc
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From: New Persistent Opioid Use After Minor and Major Surgical Procedures in US Adults
JAMA Surg. 2017;152(6):e170504. doi:10.1001/jamasurg.2017.0504

Figure Legend:
Incidence of New Persistent Opioid Use by Surgical ConditionThe incidence of new persistent opioid use was similar between the 2
groups (minor surgery, 5.9% vs major surgery, 6.5%; odds ratio, 1.12; SE, 0.06; 95% CI, 1.01-1.24). By comparison, the incidence in
the nonoperative control group was only 0.4%.
Date of download: 8/14/2017
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Brat et al, BMJ 2018;360:j5790
http://dx.doi.org/10.1136/bmj.j5790
• 37.6 million commercially insured 2008-2016
• 1 million opioid naïve patients undergoing surgery
• Composite outcome dependence, abuse or overdose
• Total duration of opioid use was the strongest predictor of misuse,
with each refill and additional week of opioid use associated with an
adjusted increase in the rate of misuse of 44.0%
• Highest risk in 15-24 yr age group

DRAFT Duration of Opioids for Postoperative Pain

Metrics to guide both “state-of-the-state”
and provider quality efforts
• Use a common set of
metrics
• Start with public programs
• Establish a process for
public/private
implementation (e.g. WA
statutory, governor appointed “Bree
Collaborative”)

• Use metrics to notify outlier
prescribers

WA Bree Opioid Metrics
General prescribing
•

Prevalence of opioid use

% with ≥1 opioid Rx of all enrollees, by age

Long-term prescribing
•

Chronic opioid use

% with ≥60 days supply of opioids in the quarter

•

High dose use

% with doses ≥50 and ≥90 mg/day MED in chronic opioid users

•

Concurrent use

% with ≥60 days supply of sedatives among chronic opioid users

Short-term prescribing
•

Days supply of first Rx

% with ≤3, 4-7, 8-13, and ≥14 supply among new opioid patients

•

Transition of chronic use

% new opioid patients transitioning to chronic use the next quarter

Morbidity and Mortality

•

Opioid overdose deaths

Rate of overdose deaths involving opioids

•

Non-fatal overdoses

Rate of non-fatal overdoses

•

Opioid use disorder

Rate of opioid use disorder among patients with ≥3 quarters of use

Improve systems/community capacity
to treat pain/addiction
• Deliver coordinated, stepped care services aimed at
improving pain and addiction treatment
• Cognitive behavioral therapy and graded exercise to
improve patient self-efficacy
• Opioid overdose case management by ED to identify
behavioral health needs, evaluate for MAT, notify providers
involved and discuss recommendations (e.g.Vermont spoke
and hub)

• Increase access to pain and addiction experts (e.g.
WA telepain)

Emerging examples of stepped care
management/collaborative care for pain
• VA Health System Stepped Care Model of Pain Management
• Dorflinger et al. A Partnered Approach to Opioid Management, Guideline
Concordant Care and the Stepped Care Model of Pain Management. J Gen Int
Med 2014; Suppl 4, 29: S870-6.

• Vermont Spoke and Hub regional support for medication assisted
treatment for opioid use disorder/severe dependence
• WA state Centers of Occupational Health and Education/Healthy
Worker 2020

A collaboration of state agencies, working together to improve
health care quality for Washington State citizens

Prescribing Opioids in Older Adults
• Goal – Reduce risk of
falls
Follow same best
practices for prescribing
opioids (AMDG)
Prescribe immediaterelease opioids at the
lowest effective dose
(AMDG)
o Initiate opioid therapy at
a 25% to 50% lower dose
than that recommended
for younger adults
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THANK YOU!
For electronic copies of this presentation, please email Laura Black ljl2@uw.edu
For questions or feedback, please
e-mail Gary Franklin meddir@u.washington.edu
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