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Understanding The Issues: 
The Epidemiology of 

Prescription Opioid Misuse 



Pain in the United States 

  Acute pain 
  Recurrent or intermittent pain 
  Chronic pain 

  Diagnosed and managed 
 Periodic interruptions 

  Undiagnosed or unmanaged 
  Chronic pain is not just prolonged acute pain 

  Nocicpetive pain, Cancer pain 
  Neuropathic pain 

 Complex regional pain syndrome  
 Myofascial pain syndrome  

http://www.iasp-pain.org/ 



Pain in the United States 

  Quantifies that chronic pain 
affects 116 million people in 
the US 
  37% of the US population  
  47% if children are removed from 

the calculation 

  Suggests that pain is woefully 
undertreated, despite… 
  The 5th vital sign (Joint 

Commission)  
  Patient satisfaction scores  

IOM April 2011 
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Abstract: As guidelines proliferate and are used to inform efforts to improve the quality and effi-
ciency of care, disputes over guideline recommendations are likely to become more common and con-
tentious. It is appropriate for guidelines to come under close scrutiny, given their important clinical
and policy implications, and critiques that point out missing evidence, improper methods, or errors
in interpretation can be valuable. But for critiques to be valid, they should be based on accurate in-
formation and a sound scientific basis. A 2009 guideline sponsored by the American Pain Society
(APS) on the use of invasive tests and interventional procedures found insufficient evidence to
make recommendations for most interventional procedures. It was subsequently the subject of
lengthy critiques by the American Society of Interventional Pain Physicians (ASIPP) that sought to
challenge the methods used to develop the APS guideline, point out alleged errors in the evidence
review commissioned to inform the guideline, and question the integrity of the APS guideline pro-
cess. We show that the ASIPP critiques contain numerous errors and fail to adhere to scientific stan-
dards for reviewing evidence, and provide suggestions on how future disputes regarding guidelines
might be addressed in a more constructive manner.
Perspective: In order to best serve patients and clinicians, debates over guidelines should be based
on accurate information, adhere to current methodological standards, acknowledge important defi-
ciencies in the evidence when they are present, and handle conflicts of interest in a vigorous and
transparent manner.
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In2009, a guideline sponsored by theAmerican Pain So-
ciety (APS) on the use of invasive diagnostic tests and
interventional procedures for low back pain was pub-

lished,10 along with a summary8 of the evidence review

on which the guideline was based. The full review was
posted on the APS website.9 APS found insufficient evi-
dence to make recommendations for most interven-
tional procedures.
The American Society of Interventional Pain Physicians

(ASIPP) subsequently published 2 lengthy critiques30,31

that seek to challenge the methods used to develop the
APS guideline, point out alleged errors in the evidence
review, and question the integrity of the APS guideline
development process. The ASIPP has published its
own guideline recommending most interventional
therapies.29
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Analgesia in the United States 

  Opioids are over- and 
under-utilized 

  Opioids do not work for 
all pain 
  Have significant adverse 

effects 

  Opioid analgesics 
  In-hospital administration 
  Outpatient prescribing* 





“The US accounts for 4% of the world’s population 
but uses 80% of its prescription opioid” 

International Narcotics Control Board for the UN; 2010 



Unintentional Opioid Overdose Deaths  
Parallel Opioid Sales 

  Sales of OPR quadrupled 
between 1999 and 2010.  
  Enough for every 

American to take 5 mg 
Vicodin every 4 hrs for 1 
month 

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

Paulozzi L. MMWR. Nov 2011 



Dunn KM, et al (2010) Ann Int Med 152:85-92  

Risk of Overdose by Prescribed Opioid Dosage  
among Medical Users of Opioids 

Opioid dosage (mg/day)  

Opioid dosage (mg/day)  



Nonmedical Use 

  Prescription drug misuse 
  Amounts not recommended 
  Routes not recommended 
  No harm intended by user 

  Original use of drug might 
have been relief of pain 
  Tolerance developed 
  Dependence developed 
  Addiction developed 

NEJM 1980 



Prescription for Addiction 



Generation Rx: Abuse 





www.streetrx.com 



Why do people “like” prescription opioids? 

In the eyes of many 
patients, 

these opioids “are 
essentially legal 

heroin…” 



MMWR 2010 



Unintentional Death: MVC vs Poisoning 



Unintentional Death: Poisoning 



Heroin Cocaine 

National Vital Statistics System, http://wonder.cdc.gov; from Paulozzi L. MMWR  2012:61  

Morbidity and Mortality Weekly Report

MMWR / January 13, 2012 / Vol. 61 / No. 1 11

have laws regulating for-profit clinics that distribute controlled 
prescription drugs with minimal medical evaluation. Laws against 
such “pill mills” as well as laws that require physical examinations 
before prescribing might help reduce the diversion of these drugs 
for nonmedical use. In addition, a variety of other state controls 
on prescription fraud are being employed. For example, according 
to the National Alliance for Model State Drug Laws, 15 states 
required or permitted pharmacists to request identification from 
persons obtaining controlled substances as of March 2009.* 

A third strategy is to improve medical practice in prescribing 
opioids. Care for patients with complex chronic pain problems 
is challenging, and many prescribers receive little education on 
this topic. As a result, prescribers too often start patients on 
opioids and expect unreasonable benefits from the treatment. 
In a prospective, population-based study of injured workers 
with compensable low back pain, 38% of the workers received 
an opioid early in their care, most at the first doctor visit (14). 
Among the 6% who went on to receive opioids for chronic pain 
for 1 year, most did not report clinically meaningful improve-
ment in pain and function, even though their opioid dose rose 
significantly over the year. 

Evidence-based guidelines can educate prescribers regarding 
the under-appreciated risks and frequently exaggerated benefits 
of high-dose opioid therapy. Such guidelines especially are 
needed for emergency departments because persons at greater 
risk for overdose frequently visit emergency departments seek-
ing drugs. Guidelines will be more effective if health system or 
payer reviews hold prescribers accountable for their behaviors. 

A public health approach to the problem of prescription drug 
overdose also should include secondary and tertiary prevention 
measures to improve emergency and long-term treatment. 
Overdose “harm reduction” programs emphasize broader distri-
bution (to nonmedical users) of an opioid antidote, naloxone, 
that can be used in an emergency by anyone witnessing an 
overdose. Efforts also are under way to increase the ability of 
professionals responding to emergencies to administer optimum 
treatment for overdoses. Substance abuse treatment programs 
also reduce the risk for overdose death (15). Continued efforts 
are needed to remove barriers to shifting such programs from 
methadone clinics to office-based care using buprenorphine. 
Office-based care can be less stigmatizing and more accessible 
to all patients, especially those residing in rural areas. 

Washington is an example of a state that has moved aggres-
sively to improve medical practice in opioid prescribing 
by developing interagency opioid-dosing guidelines.† The 
guidelines emphasize a dosing “yellow flag” at 120 mg/day 
morphine equivalent dose for new patients with chronic pain. 
The guidelines were introduced in April 2007 as a web-based 
tool, including 2 hours of free continuing medical education 
and specific “best practice” guidance, use of a patient-prescriber 
agreement, and judicious use of random urine drug screen-
ing. Eighteen months after introduction of the guidelines, 
a survey was conducted of primary-care physicians to assess 
overall concerns and acceptance of dosing guidance and to 
identify gaps in knowledge that might be addressed by new 
guideline tools. A majority of prescribers surveyed were not 
using all the best practices, likely because they did not have 
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Source: National Vital Statistics System. Available at http://www.cdc.gov/nchs/
nvss.htm. 
* Per 100,000 population.

FIGURE 1. Rate* of unintentional drug overdose deaths — United 
States, 1970–2007

Source: National Vital Statistics System. Multiple cause of death dataset. 
Available at http://www.cdc.gov/nchs/nvss.htm. 

FIGURE 2. Number of unintentional drug overdose deaths involving 
opioid analgesics, cocaine, and heroin — United States, 1999–2007
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† Additional information available at http://www.agencymeddirectors.wa.gov. * Additional information available at http://www.namsdl.org/presdrug.htm. 

Unintentional Drug Overdose Deaths 
United States, 1970–2007 



National Vital Statistics System, http://wonder.cdc.gov 
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have laws regulating for-profit clinics that distribute controlled 
prescription drugs with minimal medical evaluation. Laws against 
such “pill mills” as well as laws that require physical examinations 
before prescribing might help reduce the diversion of these drugs 
for nonmedical use. In addition, a variety of other state controls 
on prescription fraud are being employed. For example, according 
to the National Alliance for Model State Drug Laws, 15 states 
required or permitted pharmacists to request identification from 
persons obtaining controlled substances as of March 2009.* 

A third strategy is to improve medical practice in prescribing 
opioids. Care for patients with complex chronic pain problems 
is challenging, and many prescribers receive little education on 
this topic. As a result, prescribers too often start patients on 
opioids and expect unreasonable benefits from the treatment. 
In a prospective, population-based study of injured workers 
with compensable low back pain, 38% of the workers received 
an opioid early in their care, most at the first doctor visit (14). 
Among the 6% who went on to receive opioids for chronic pain 
for 1 year, most did not report clinically meaningful improve-
ment in pain and function, even though their opioid dose rose 
significantly over the year. 

Evidence-based guidelines can educate prescribers regarding 
the under-appreciated risks and frequently exaggerated benefits 
of high-dose opioid therapy. Such guidelines especially are 
needed for emergency departments because persons at greater 
risk for overdose frequently visit emergency departments seek-
ing drugs. Guidelines will be more effective if health system or 
payer reviews hold prescribers accountable for their behaviors. 

A public health approach to the problem of prescription drug 
overdose also should include secondary and tertiary prevention 
measures to improve emergency and long-term treatment. 
Overdose “harm reduction” programs emphasize broader distri-
bution (to nonmedical users) of an opioid antidote, naloxone, 
that can be used in an emergency by anyone witnessing an 
overdose. Efforts also are under way to increase the ability of 
professionals responding to emergencies to administer optimum 
treatment for overdoses. Substance abuse treatment programs 
also reduce the risk for overdose death (15). Continued efforts 
are needed to remove barriers to shifting such programs from 
methadone clinics to office-based care using buprenorphine. 
Office-based care can be less stigmatizing and more accessible 
to all patients, especially those residing in rural areas. 

Washington is an example of a state that has moved aggres-
sively to improve medical practice in opioid prescribing 
by developing interagency opioid-dosing guidelines.† The 
guidelines emphasize a dosing “yellow flag” at 120 mg/day 
morphine equivalent dose for new patients with chronic pain. 
The guidelines were introduced in April 2007 as a web-based 
tool, including 2 hours of free continuing medical education 
and specific “best practice” guidance, use of a patient-prescriber 
agreement, and judicious use of random urine drug screen-
ing. Eighteen months after introduction of the guidelines, 
a survey was conducted of primary-care physicians to assess 
overall concerns and acceptance of dosing guidance and to 
identify gaps in knowledge that might be addressed by new 
guideline tools. A majority of prescribers surveyed were not 
using all the best practices, likely because they did not have 
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FIGURE 1. Rate* of unintentional drug overdose deaths — United 
States, 1970–2007

Source: National Vital Statistics System. Multiple cause of death dataset. 
Available at http://www.cdc.gov/nchs/nvss.htm. 

FIGURE 2. Number of unintentional drug overdose deaths involving 
opioid analgesics, cocaine, and heroin — United States, 1999–2007
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† Additional information available at http://www.agencymeddirectors.wa.gov. * Additional information available at http://www.namsdl.org/presdrug.htm. 

Unintentional Overdose Deaths Involving Opioid 
Analgesics, Cocaine and Heroin 

United States, 1999–2007 





NYS DOH and NYC OCME 





  Diversion 
  Doctor shopping 

Volkow et al. JAMA, 2011; 305:1299 

National Survey on Drug Use and Health. 
Summary of national findings, 2008-2009  
www.oas.samhsa.gov 



Treatment admissions are for primary use of opioids from Treatment Exposure Data set 
Emergency department (ED) visits are from DAWN,Drug Abuse Warning Network, https://dawninfo.samhsa.gov/default.asp 
Abuse/dependence and nonmedical use in the past month are from the National Survey on Drug Use and Health 

Nonmedical users 

People with abuse/dependence 

ED visits for misuse or abuse 

Abuse treatment admissions 9 

For every 1 overdose death there are:  

35 

161 

461 

Public Health Impact 
Tip of the Iceberg 



Conclusions 

  Many patient have legitimate use for opioid 
analgesics 
  Need to refine indications and patient expectations 

  A substantial minority of prescription opioids are 
misused with significant personal and public health 
consequences 

  Healthcare providers bear much of the responsibility 
for access to these drugs of abuse 
  It is unclear how much of the problem is due to well-

intentioned but under-educated prescribers 

  We are now responsible to help with the solution! 



“The Pharmaceuticalization of America” 



Questions?? 


