PRACTICE PERFECT

Recognizing
Opioid Abuse

BY JARROD SHAPIRO, DPM

It’s important to know what to look out for.

Practice Perfect is a continuing ev-
ery-issue column in which Dr. Shapiro
offers his unique personal perspective
on the ins and outs of running a po-
diatric practice.

s many of you may have

seen, the DEA is requir-

ing training in opioid
prescribing, and PRES-

ENT e-Learning has re-

sponded to this need with the DEA
Required Substance Use Disorder
Training Course, a new virtual series,
as well as an on-demand course to
educate providers and keep us compli-
ant with the law. In honor of this new
virtual course, the Practice Perfect edi-
torial is re-releasing a past issue about
recognizing opioid abuse in our pa-
tients. Hopefully you find that this
evidence-based issue serves as a good
companion to the virtual conferences.
In our practices, there’s a tight race

However, prescribing opioids pres-
ents its own difficulties. For those
of us prescribing these medications,
the real problem comes in balancing
between prescribing for legitimate
patients versus those seeking pain
medications due to addiction.

In our practices, there’s a tight race

between opioids and antibiotics as the most

common prescriptions.

between opioids and antibiotics as the
most common prescriptions. Obvious-
ly, each one has its own issues, but
pound for pound, you can spend more
time worrying about opioid complica-
tions than antibiotics. If we get past the
allergic response, diarrhea, and pseu-
domembranous colitis, antibiotics ar-
en’t that big a deal. But opioids are.

We know, it’s a little facetious
to say that. Clearly, we have to be
worried about the potential compli-
cations associated with antibiotics.
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If physicians had a reliable way
to “read” our patients for the pres-
ence of opioid addiction, it would
give us the ability to make decisions,
which we currently lack today. For
example, if hydrocodone is prescribed
for a patient who underwent sur-
gery, and he becomes addicted to
this medication, then the acute issue
that required the surgery might have
been repaired but would have created
a new long-term medical problem.
Although unintentional, this result
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is clearly not following the dictum
of primum non nocere (first, do no
harm). On the other hand, denying
medication to a patient in legitimate
pain needlessly prolongs suffering.

If we somehow had a test—say, a
blood test that determined a patient’s
opioid addiction level—we would
have the ability to do a number of
things: decline a prescription, alert
pharmacies, speak with the primary
care physician, begin a referral for
addiction treatment, or work to pre-
vent overdose and potential death.
A physician could choose to do all
or some of these things. Of course,
we don’t have the luxury of such a
test. We are then left with the highly
subjective task of figuring out if our
patients are addicted to their pain
medications or are truly in pain.

The Centers for Disease Control
and Prevention recently published a
study looking at the risk factors for
patients on acute opioids who con-
vert to chronic use.! Researchers took
a random sample of patient records
from 2006-2015 from the IMS Life-

Continued on page 32
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PRESENT Podiatry (podiatry.com) is a podiatrist-owned-and-run company that proudly serves as the largest
provider of online CME to the podiatry profession. One of the key lectures in their online CME collection is

highlighted below.
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Opioid Abuse (from page 31)

link + database, which aggregated in-
surance information. They looked at
data from patients 18 years or older
who had been prescribed at least one
opioid during the study period. Using
Kaplan-Meier survivor statistics, they
found almost 1.3 million people who
met their inclusion criteria and deter-
mined the following results of people
who continued opioid therapy for
greater than one year:

e More likely to be a female,
older, and have a pain diagnosis be-
fore opioid initiation.

Prescribing long-acting opioids and tramadol

at initial treatment also led to significantly higher

continued use at one and three years.

third prescription, or when the cu-
mulative dose exceeded 700 mg mor-
phine equivalents.

e Prescribing long-acting opioids
and tramadol at initial treatment also
led to significantly higher continued
use at one and three years.

One day of opioid use did not increase the risk of long-

term use, but the greatest risk of continued opioid use

was noted if the initial prescription was greater than
eight days (13.5%) and greater than one month (29.9%).

e Of those prescribed at least one
day of opioids, the probability of con-
tinued use at one year was 6.0% and
at three years was 2.9%.

e Median time to discontinuation
was seven days.

e The largest increases in prob-
ability of continued use were noted
when: the first prescription exceeded
10 or 30 days, the patient received a

The authors concluded that one
day of opioid use did not increase
the risk of long-term use, but the
greatest risk of continued opioid use
was noted if the initial prescription
was greater than eight days (13.5%)
and greater than one month (29.9%).
They also found that one in seven
patients who received a refill or had a
second opioid prescription filled were
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on this medication one year later.
They recommended prescribing
opioids for acute pain for periods less
than seven days (ideally less than
three days) and to be highly cautious
when prescribing for greater than this
period as prescribing more than one
week’s worth of opioids doubles the
chances of continued use at one year.
Although understanding the sig-
nificance of these findings and the
recommendations to minimize the
dose and timeframe of opioids, you
can find yourself in the bind of hav-
ing to prescribe pain medications for
longer time-frames than recommend-
ed here. Foot and ankle surgery may
be painful for some patients, often re-
quiring more than a week’s worth of
opioids. Pre-emptive analgesia with
pre-operative regional block is helpful
but does not eliminate the issue. Na-
tional guidelines such as those estab-
lished by pain physicians® are often
helpful. However, they don’t help us
identify which of those patients are
malingering and which are legitimate.
Continued on page 33
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Unfortunately there’s no final answer
on this.

Here are a few hints from the
literature to help determine and/or
recognize a patient’s opioid abuse:

Risk Factors for Opioid Abuse:

e History of psychiatric disease
such as mood disorder, depression,
psychosocial problems® increases the
risk of dependence.

e History of prior substance use
disorder® also increases the risk of
dependence.

e Concurrent use of other recre-
ational drugs (ex, Cocaine) is as-
sociated with opioid dependence.*
Check urine drug tests (UDT) for this
phenomenon.

e Notice the 3 Cs of addiction.®
—Loss of Control—Reports lost or

stolen Rx, calls for early refills, seeking
opioids from other sources, physical
signs of withdrawal at appointments.

—Craving—Repeated requests for
increased doses, increased pain de-
spite non-progression of disease, dis-
missive of non-opioid treatments.

—Consequences (patient suffers
negative effects but continues to
use)—somnolence, decreased activi-
ty, or function.

Striking the balance between
under-prescribing (and leaving our
patients in pain) and over-prescrib-
ing (contributing to addiction) is one
of the most difficult parts of medi-
cal care. Hopefully, future research
will improve our predictive ability, but
until then, the desire is that these sug-
gestions help out, if only a little. PM

References

' Shah A, Hayes CJ, Martin BC. Char-
acteristics of Initial Prescription Episodes
and Likelihood of Long-Term Opioid

Use—United States, 2006-2015. Morb Mor-
tal Wkly Rep.2017;66:265-269.

* Manchikanti L, Kaye, AM, Knezer-
vic NN, et al. Responsible, Safe, and Ef-
fective Prescription of Opioids for Chronic
Non-Cancer Pain: American Society of In-
terventional Pain Physicians (ASIPP) Guide-
lines. Pain Physician. 2017;20: S53-92.

* Kaye AD, Jones MR, Kaye AM. Pre-
scription Opioid Abuse in Chronic Pain:
An Updated Review of Opioid Abuse
Predictors and Strategies to Curb Opi-
oid Abuse: Part 1. Pain Physician. 2017
Feb;20(2S):593-S109.

* Kaye AD, Jones MR, Kaye AM. Pre-
scription Opioid Abuse in Chronic Pain:
An Updated Review of Opioid Abuse
Predictors and Strategies to Curb Opi-
oid Abuse: Part 2. Pain Physician. 2017
Feb;20(2S):S111-S133.

® Manchikanti L, Atluri S, Trescot AM,
Giordano J. Pain Physician 2008; Opioids
Special Issue. Pain Physician. 2008;SI55-SI80.

Dr. Shapiro is editor of PRESENT Practice Per-
fect. He joined the faculty of Western University
of Health Sciences, College of Podiatric Medi-
cine, Pomona, CAin 2010.

podiatrym.com

FEBRUARY 2024 | PODIATRY MANAGEMENT e



