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Contrasting Tensions

• Pain issues dominate the visit

• The only focus is on pain 
rather than other important 
health issues

• Pain symptoms are broad 
and takes too much time

• Subjectivity of pain 
complaints are concerning

• Concerns about truthfulness 
and motivation

• Inherited patients can lead 
to conflict

• Pain issues not addressed first 
during a visit

• Pain symptoms are not 
acknowledged or believed

• Worried providers believe 
overall goal is obtaining 
opioids

• Treatment must be 
individualized. No treatment 
should be “one size fits all”

• Provider turnover

Prescribers Patients

Bergman A, Matthias M, et al.  Contrasting tensions between patients and PCPs in Chronic Pain Management: A Qualitative Study Pain Medicine 2013; 14: 1689-1697
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Many Stakeholders in the World of 
Chronic Pain Management

Patient
and 

Prescribing 
Physician

Patient’s 
Family

Insurance 
Companies

Regulatory 
Agencies

Pharmacy

Where can we as 
pharmacists
make an impact?
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Education

Coaching
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#FSHP2017ObjectivesObjectives

1. Outline the major recommendations of the CDC 
Guidelines and discuss how to implement these in 
practice

2. Discuss appropriate use of tools to identify candidates for 
opioid therapy

3. Formulate treatment plans for patients suffering from 
chronic pain who have exhausted all other nonopioid
treatment options

4. Review major counseling points for initiation of opioid 
therapy and chronic opioid therapy
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Chronic Nonmalignant Pain

• Defined as pain lasting 3-6 months or more
• Pain lasting beyond the typical time of expected healing

• Pain is a symptom, not a diagnosis

• Changes in nervous system can occur over time

• Includes significant psychological component in many 
situations
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Treatment Strategies for Chronic Pain

• Nonpharmacological
• Complementary medicine 

(yoga, meditation, 
acupuncture)

• Exercise therapy
• Cognitive behavioral 

therapy
• Biofeedback

• Interventional therapies
• Injection therapy
• Nerve stimulation

• Pharmacological
• Nonopioid options

• APAP
• NSAIDS

• Adjuvants
• Anticonvulsants
• Antidepressants (TCA/SNRI)

• Opioids

Volkow N, McLellan T. Opioid Abuse in Chronic Pain-Misconceptions and Mitigation Strategies. NEJM 2016;374:1253-1263
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Opioid Concerns

• The number of deaths continue to rise

CDC Opioid Overdose  https://www.cdc.gov/drugoverdose/epidemic/index.html  accessed May 15, 2017
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• “Since 1999 the amount of prescription opioids sold in the US nearly
quadrupled yet there has not been an overall change 
in the amount of pain Americans report.”

• More than 1/3 of the 44,000 drug overdoses in 2013 were 
attributed to pharmaceutical opioids 

• “91 Americans die every day from an opioid overdose”

CDC Opioid Overdose https://www.cdc.gov/drugoverdose/data/analysis.html Accessed May 15, 2017
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Florida Alcohol & Drug Abuse Association  http://www.fadaa.org/resource_center/images/JH_OpioidHeroin.jpg  accessed 5/15/17

Who is to blame for this?
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Opportunities for Advancing Opioid ADE Prevention Strategies/Tools, as 
Identified by the National Quality Strategy Priorities—Inpatient Settings 

U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. (2014). 
National Action Plan for Adverse Drug Event Prevention. Washington, DC: Author. https://health.gov/hcq/pdfs/ADE-Action-Plan-508c.pdf accessed 5/15/17

Opportunities for Advancing Opioid ADE Prevention Strategies/Tools, as Identified by the 
National Quality Strategy Priorities

Outpatient Settings 

U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. (2014). 
National Action Plan for Adverse Drug Event Prevention. Washington, DC: Author. https://health.gov/hcq/pdfs/ADE-Action-Plan-508c.pdf access 5/15/17

Opportunities for Advancing Opioid ADE Prevention Strategies/Tools, as Identified by the National Quality Strategy Priorities
Outpatient Settings 

U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. (2014). 
National Action Plan for Adverse Drug Event Prevention. Washington, DC: Author. https://health.gov/hcq/pdfs/ADE-Action-Plan-508c.pdf accessed 5/15/17

CDC Guideline for Prescribing Opioids 
for Chronic Pain-United States 2016

March 2016
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CDC Opioid Guidelines
• Primary Care Providers who are treating patients with chronic 

nonmalignant pain

• Guidelines do NOT pertain to the following patients:
• Active Cancer Treatment
• Palliative Care
• End-of-life Care

• Provides 12 recommendations with rationale

• “The Guideline is not a rule, regulation, or law. It is not intended to deny 
access to opioid pain medication as an option for pain management. It is 
not intended to take away physician discretion and decision-making,” 

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recomm Rep 2016;65(No. RR-1):1–49. DOI: 
http://dx.doi.org/10.15585/mmwr.rr6501e1
Letter of response from CDC written by: Debra Houry, MD,MPH Director National Center for Injury Prevention  and Control. 
https://static1.squarespace.com/static/54d50ceee4b05797b34869cf/t/578e661603596e40a74db59e/1468950040230/Houry+letter.pdf accessed 5-19-17
Anson, P. 5 myths about the CDC Opioid Guidelines Pain News Network. Aug 16, 2016. https://www.painnewsnetwork.org/stories/2016/8/15/5-myths-about-the-cdc-
opioid-guidelines accessed 5-19-17

#FSHP2017

Are there situations in which opioids 
for chronic nonmalignant pain should 
be considered?
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Robert Balboa
• 71 y/o male with mixed nociceptive/neuropathic pain secondary to post 

laminectomy syndrome presents to clinic reporting elevated pain levels 
despite all current treatments. Patient is requesting something to help control 
his pain. 

• Current pain rating: 7/10  Low: 5/10 High: 10/10 3-4 times a week.
• Activity: decreasing due to increasing pain. Sleep quality: poor due to pain.
• PCP has completed the comprehensive patient assessment

MRI  December 2016
• Laminectomy on the left at 

L5-S1 with an extensive 
amount of scar involving the 
left laminectomy site and left 
lateral epidural space 

• Mild lumbar scoliosis with 
secondary foraminal
narrowing and mild thecal 
sac compression at L2-3, L3-4.

Neurosurgery consult July 2017:
• No further surgical 

intervention recommended.
• Suggest medical 

management only 

PMH
•Hypertension
•Depression
•Insomnia
•Allergic Rhinitis
•Chronic back pain (post 
laminectomy syndrome)
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Robert Balboa

Current medication regimen:
• Pregabalin 150mg po bid
• Celebrex 200mg po daily
• Duloxetine 60mg po daily
• Loratadine 10mg po daily
• Lisinopril 10mg  po daily
• Clonazepam 1mg po qhs

Nonpharmacological Pain 
Treatment
• Participates in pain support group 

once a week
• Physical therapy twice a week
• Massage therapy every other 

week

Social History:
+Tobacco 1ppd 
(started  8 years ago)
Denies current ETOH or history of abuse
Denies current or past illicit substance 
use
Married for 43 years; 1 son who lives 
nearby
Occupation: retired boxer

Allergies:
PCN: Hives
Adhesive Tape: Hives

Past Opioid History
• Morphine after surgery: good results
• Tramadol: 50mg qid used in past. No effect
• Oxycodone used after surgery. MD made the 

comment that higher doses were needed to 
control pain

Labs:
WNL except
CrCl: 45ml/min
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State Opioid Prescribing Policy: 
Florida  Evaluation of the Patient
• Complete history and physical examination
• Document nature and intensity of the pain
• Current and past treatments for pain
• Review of previous medical records and diagnostic studies
• Underlying diseases and conditions
• Effect of pain on physical and psychological functioning
• History of alcohol and substance abuse
• Indication for use of controlled substances
• Written plan for assessing risk of aberrant drug related behavior

• can include urine drug testing

State Opioid Prescribing Policy: Florida http://fapmmed.net/State_Opioid_Prescribing_Policy.pdf 5/15/17
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CDC Guidelines: Three Main Areas

• “When to initiate or continue opioids for chronic pain”

• “Opioid selection, dosage, duration, follow-up, and    
discontinuation”

• “Assessing risk and addressing harms of opioid use”

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain —
United States, 2016. MMWR Recomm Rep 2016;65(No. RR-1):1–49. DOI: http://dx.doi.org/10.15585/mmwr.rr6501e1 2017 ANNUAL MEETING
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Nonpharmacological and nonopioid therapy are preferred. 
• Opioids can be considered if the benefit for both pain AND function exceed the risk 

of opioid therapy. 
• If opioids are initiated, use with nonopioid and nonpharmacological therapy if 

appropriate

 Establish treatment goals of pain AND function
Create an exit strategy
Discussion of known risks and realistic benefits of therapy 

• Include patient’s and clinician’s responsibility for managing therapy
• Informed consent and treatment agreement. 

CDC Guidelines:
Determining when to initiate or continue opioids for 

chronic pain 

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. 
MMWR Recomm Rep 2016;65(No. RR-1):1–49. DOI: http://dx.doi.org/10.15585/mmwr.rr6501e1 2017 ANNUAL MEETING
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• Assessment Tools
• All patients being considered for opioid therapy should be screened for risk of 

substance misuse

CDC Guidelines: 
Assessing risk and addressing harms of opioid use

Tool Indication Estimated 
time

Administration Intended 
setting

Scoring

ORT categorizes risk for 
opioid therapy

1 min Clinician or Patient self report Primary care Low risk: 0-3
Moderate Risk: 4-7
High Risk: >8

DIRE Risk of suitability for 
long term opioid 
therapy and risk of 
abuse

2 min Clinician via patient interview Primary care Score 7-13 Non suitable for long 
term opioids Score 14-21: may 
be a candidate for long term 
analgesia

SOAPP-R Assesses risk <10 min Patient self report Primary Care Score >18 is high risk

COMM Characterize 
misuse once opioid 
treatment begins

<10 min Patient self report Primary Care >9: high risk

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recomm Rep 2016;65(No. RR-1):1–49. DOI: 
http://dx.doi.org/10.15585/mmwr.rr6501e1
Jamison R, Serraillier J, Michna E. Assessment and treatment of abuse risk in opioid prescribing for chronic pain. Pain  Research and Treatment 2011. Article ID 941808, 12 pages
http://dx.doi.org/10.1155/2011/941808
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https://image.slidesharecdn.com/cl-4-20salsitz-140501093119-phpapp01/95/cl-4-salsitz-25-638.jpg?cb=1398936719 accessed 5/15/17

Mr. Balboa:
ORT: 1
Low risk
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Evaluating Functional Improvement

• Need to consider emotional, social, and physical 
dimensions

• Goal is at least a 30% improvement following initiation of 
treatment

• PEG Assessment Scale
• What number best describes your pain on average in the past week?
• What number best describes how, during the past week, pain has interfered 

with your enjoyment of life?
• What number best describes how, during the past week, pain has interfered 

with your general activity?
• Baseline assessment and ongoing assessment of functional 

improvement is absolutely necessary

Krebs EE, Lorenz KA, Bair MJ, et al. Development and initial validation of the PEG, a three-item scale assessing pain intensity and interference.
J Gen Intern Med 2009;24:733-8. 
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Educating the Patient: 
Self Management and Functional Outcomes

• Focus on collaborative self management
• First: 

• Agree that pain is not the enemy
• Identify the patient’s goals: pain/activity/sleep goals
• Discuss with the patient s which goals would help them achieve more of a 

full, productive life, even if they continue to feel pain
• Second:

• Work to develop a collaborative relationship
• Separate urgent pain relief from suffering and disability
• Educate on possible self management and coping techniques

• Cognitive Behavioral Therapy
• Mind-Body Interventions
• Guided Imagery

2017 ANNUAL MEETING
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Opioid Risks

• Respiratory Depression
• Overdose
• Psychological dependence
• Tolerance
• Risk of opioid use disorder (addiction)
• Chronic constipation
• Cardiovascular risks
• Hormonal dysregulation
• Depression
• Opioid induced hyperalgesia
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Treatment Agreement/
Informed Consent
• Use as a standard protocol for all patients on opioid therapy

• Patient’s responsibilities
• Clinician’s responsibilities

• Opportunity for education and for covering important counseling 
points:

• Risks of opioid use/limitations of opioids
• The medications that are covered in this agreement
• What should happen in the event of an emergency
• The process if the agreement is broken

• Review on an annual basis
• Document when this has been signed and reviewed
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Educating the Patient:
Opioid Exit Strategies

• How opioid therapy will be discontinued if benefits do 
not outweigh risks.

• The Why’s
• Intolerable side effects
• Lack of efficacy
• Nonadherence
• Deteriorate physically, socially, or emotionally while on opioid therapy

• The How’s
• Proper education on the ‘whys’ 
• Stress that discontinuation of opioid does not mean discontinuation of 

treatment of pain
• Proper tapering plan 

2017 ANNUAL MEETING
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 Identification of risk factors and strategies to reduce risk1

1. Utilizing the PDMP: E-FORCSE (Florida)
 Recommendation for use

 Prior to initiating opioid therapy
 Periodically during opioid therapy ranging from each visit to every 3 months

 E-FORCSE Data (December 2016 report)2

 23.7% of all licensed HCPs are registered to use EFORCSE 
 Pharmacists 

 Highest registration rate at 54.5%
 Highest utilization rate at 90.09%

 MD Enrollment increased in Feb 2016
 Medicare/Medicaid will provide incentive payments for  “meaningful use” of electronic health 

records technology--use of E-FORCSE qualifies for this. 
 E-FORCSE Recent Change3: 

 designee of a prescriber now allowed after proper training 

CDC Guidelines: 
Assessing risk and addressing harms of opioid use

1. Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016.
2. December 2016 report: http://www.floridahealth.gov/statistics-and-data/e-forcse/_documents/2016PDMPAnnualReport.pdf accessed 4/25/17
3. Legislative Update: http://www.floridahealth.gov/statistics-and-data/e-forcse/ accessed 4/20/17

2. Use Urine Drug Testing to screen for prescribed medications and also 
screen for other controlled medications and illicit substances

• Before starting opioid therapy
• Consider drug testing at least annually
• Some guidelines base frequency on ORT score2

• Low risk: 1 test per year
• Moderate risk: 2 tests per year
• High risk or opioid doses >120MME: 3-4 tests per year
• Aberrant behavior: at time of visit

• Make sure you understand the limitations of these tests
• Immunoassay vs GC/MS or LC/MS
• PRN vs Scheduled opioids

CDC Guideline: 
Assessing risk and addressing harms of opioid use

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016.
MMWR Recomm Rep 2016;65(No. RR-1):1–49.  http://dx.doi.org/10.15585/mmwr.rr6501e1http://www.agencymeddirectors.wa.gov/Files/2015AMDGOpioidGuideline.pdf
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Educating the Patient: 
Urine Drug Screens
• The Why’s 

• A clinical tool to help document proper use of medications to 
ensure the best care possible

• Documentation of proper monitoring is required  
• Tool to help document that monitoring is occurring

• The How’s
• Clinic-specific procedure
• Randomized selection

• The When’s 
• Can occur at anytime 

Gourlay D, Heit H, Caplan, Y. Urine Drug Testing in Clinical Practice. 6th Ed.
http://paindr.com/wp-content/uploads/2015/10/Urine-Drug-Testing-in-Clinical-Practice-Ed6_2015-08.pdf
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Urine Drug Screen Example

Patients Current Prescribed 
Medications

• Ranitidine 150mg bid
• Quetiapine 300mg qhs
• Clonazepam 0.5mg q12h
• Oxycodone 10mg q12h
• Lisinopril 10mg daily

Immunoassay Results

• Opioids:  negative
• Benzodiazepines: negative
• Cocaine: negative
• THC: negative
• Amphetamine: negative
• Oxycodone: negative
• Methadone: positive

LC/MS Confirm Results

• Methadone: negative
• Clonazepam: positive
• Oxycodone: positive
• Oxymorphone: positive

This drug screen 
indicates
a direct violation of 
the 
treatment 
agreement

• True 
• False
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Opioid Metabolism Considerations

Credit: Shelley Spradley, PharmD  
Used with Permission

Patient Risk Factors
• Obstructive sleep apnea
• Age>65 years old
• Preexisting pulmonary diseases 

(COPD)
• Renal impairment
• Hepatic impairment
• Anxiety/Depression
• Pregnancy
• Personal or Family history of 

substance use disorder

CDC Guidelines: 
Assessing risk and addressing harms of opioid use

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recomm Rep 2016;65(No. RR-1):1–49. DOI: 
http://dx.doi.org/10.15585/mmwr.rr6501e1
Volkow N, McLellan T. Opioid Abuse in Chronic Pain-Misconceptions and Mitigation Strategies. NEJM 2016;374:1253-1263.
Chen LH, Hedegaard H, Warner M. Drug-poisoning deaths involving opioid analgesics: United States, 1999–2011. NCHS data brief, no 166. Hyattsville, MD: National Center for 
Health Statistics. 2014. https://www.cdc.gov/nchs/data/databriefs/db166.htm accessed 4/25/17

Benzodiazepines Risk
Avoid using opioids and benzodiazepines 
concurrently whenever possible

• CDC: The rate of deaths related to 
overdose of opioids + benzos increased 
from 13% in 1999 to 31% in 2011

• August 2016: Black box warning on 389 
products 
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Robert Balboa
• ORT Score: 1 (Low Risk)
• Urine Drug Screen: Negative (Expected Result)
• PDMP: Appropriate
• Concomitant disease state concerns:

• Age >65 years old
• Depression
• Renal impairment: CrCl: 45ml/min

• Other concern:  Clonazepam 
• Pain treatment: exhausted nonopioid and nonpharmalogical 

options
• Pain is affecting QOL and overall activity
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Robert Balboa
Based on information provided: 
this patient is a candidate for an 

opioid trial

•True 
•False
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• When initiating opioid therapy; use immediate release opioid, not 
extended release opioid

• When starting opioids: use the lowest effective dose
• Carefully reassess evidence of individual benefits and risks 

escalating the dose >50MME/day
• Morphine SR 15mg po q8h is 45MME/day
• Hydrocodone/APAP  10mg/325mg po q6h:  40MME/day
• Oxycodone 10mg 1 po q12h: 30MME/day
• Oxycodone 20mg 1 po q12h: 60MME/day

• Should avoid increasing dosage to >90MME/day or justify why the 
dose exceeds >90MME/day

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR 
Recomm Rep 2016;65(No. RR-1):1–49. DOI: http://dx.doi.org/10.15585/mmwr.rr6501e1

CDC Guidelines:
Opioid Selection, Dosage, Duration, Follow-Up, and Discontinuation
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Immediate Release or Extended 
Release?

• Short acting formulations should be used when initiating opioid 
therapy

• Long acting formulations have not demonstrated better efficacy 
than to short acting formulations

• Is risk of overdose is higher with ER formulations2?
• 840,606 Veterans with first opioid fill for chronic pain

• 801,729 Short acting opioids  
• 18,887 Long acting opioids 

• 319 unintentional overdose events
• 282 with short acting opioids (0.04%)
• 37 with long acting opioids (0.2%)

1. Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain —
United States, 2016. MMWR Recomm Rep 2016;65(No. RR-1):1–49. DOI: http://dx.doi.org/10.15585/mmwr.rr6501e1

2.      Miller M, Barber CW, Leatherman S, et al. Prescription opioid duration of action and the risk of
unintentional overdose among patients receiving opioid therapy. 
JAMA Intern Med. 2015;175(4):608-615.
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Choosing the right opioid
• Type of pain

• Medical Comorbidities
• Sleep Apnea
• Cardiorespiratory impairments
• Psychiatric illness

• Advancing Patient Age

• Drug Interactions

• Pharmacogenomic considerations

• Allergies
• True allergy??

• Side effects

• Current and past pain medication
• Previous reactions/reasons for 

discontinuation

• Renal insufficiency
• Opioid selection
• Proper dosing
• Proper titration

• Hepatic insufficiency
• Care with agents that are metabolized by 

CYP P450 enzymes
• Oxymorphone is contraindicated in 

moderate to severe hepatic impairment
• Tapentadol contraindicated in severe 

hepatic impairment

• Cost Considerations

#FSHP2017

Start low, go slow

Document rationale 
for starting opioid trial 

2017 ANNUAL MEETING
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Educate the patient

Frequent follow up 

Document treatment goals
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Follow up:  Reassess patient within 1-4 weeks

CDC Guidelines:
Opioid Selection, Dosage, Duration, Follow-Up, and Discontinuation

Activity:
• Progress of achieving functional goals

• Sitting and standing tolerance
• Walking ability
• Ability to perform ADLs

Analgesia:
• Pain ratings

• Average, high, low
• Pain first thing in am, ½ hour after 

dose, 2 hours after dose

Assessment:  5 A’s of Analgesic Therapy

Adverse effects:
• Sedation
• Dizziness
• Constipation
• Nausea

Aberrant Behaviors:
• Improper pill count/drug 

screen results?
• Increasing dose without 

approval
• Lost prescriptions
• Request early refills

Affect:
• Is patient showing signs of 

depression or anxiety
• Has there been a worsening 

of patient's mood?
Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR 
Recomm Rep 2016;65(No. RR-1):1–49. DOI: http://dx.doi.org/10.15585/mmwr.rr6501e1
Clark M, Galati S.. Guide to Chronic Pain Assessment Tools  Practical Pain Management 2012; 12(1): 1-12. 

Proper Education 
• Realistic benefits of opioids
• Review again the risks associated with opioids
• Difference between tolerance, dependence, and addiction
• Primary goal is improvement in function
• Continue co-analgesics and adjuvants
• Possible side effects that can occur and common management 

strategies
• Proper storage
• Driving precautions
• Routine assessment requirements
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Overdose Management: Naloxone
• Mu opioid receptor antagonist that reverses clinical and 

toxic effects of an overdose by blocking opioid’s action 
on the brain and restores breathing

• Available in 4 formulations
• Injectable (IM/SC)
• Nasal (Atomizer)
• Autoinjector (IM)
• Nasal (Nasal spray)

• No potential for abuse
• No clinical effect if not taking opioids

2017 ANNUAL MEETING
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Naloxone Education

• Explanation of naloxone
• Explanation of who is a candidate for naloxone
• Importance of keeping this device accessible
• Proper storage 
• Directions for use

2017 ANNUAL MEETING
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Candidates for Naloxone
Concurrent use of opioids + any of the following 
medical conditions

COPD, Emphysema, Asthma, Respiratory
infection
Active smoker

Sleep Apnea

Renal dysfunction

Hepatic disease

Cardiac disease

HIV/AIDS

Pt currently taking Benzodiazepines

Pt currently taking Antidepressants

Other candidates

Taking >50MME of opioids per day

Currently undergoing an opioid rotation

Opioid naïve patient starting methadone

History of opioid overdose

History of substance abuse or nonmedical use of 
opioid
Known or suspected alcohol use

Receiving methadone or buprenorphine for addiction

Specific request from patient or caregiver

Lives in a remote area with difficulties accessing 
medical services

#FSHP2017

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recomm Rep 2016;65(No. RR-1):1–49. DOI: 
http://dx.doi.org/10.15585/mmwr.rr6501e1
Instructions for Healthcare Professionals: Prescribing Naloxone. Prescribe to Prevent website. http://www.prescribetoprevent.org/wp-content/uploads/2012/11/one-pager_12.pdf. 
Accessed 5/15/17.  
Walley AY, Doe-Simkins M, Quinn E, Pierce C, Xuan Z, Ozonoff A. Opioid overdose prevention with intranasal naloxone among people who take methadone. J Subst Abuse Treat. 
2013;44(2):241-7.

Robert Balboa
• Robert Balboa is a candidate for at home naloxone

•True
•False

• Robert Balboa can also be instructed to use naloxone on 
his 4 year old granddaughter if there is an accidental 
opioid exposure?

•True 
•False

2017 ANNUAL MEETING
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Naloxone Education: 5 Essential Steps
1. Call for Help (Dial 911)

• “Someone is not breathing”

2. Check for signs of opioid 
overdose
• Sternal rub
• Shallow breathing, fingernails or 

lips turning blue
• Pinpoint pupils
• Low blood pressure

3. Support the person’s 
breathing
• Rescue breathing

SAMHSA Opioid Overdose Tool Kit http://store.samhsa.gov/shin/content/SMA13-4742/Toolkit_FirstResponders.pdf accessed May 5, 2017
2017 ANNUAL MEETING
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4. Administer naloxone
• Duration of effect: 20-90 minutes
• Goal: restore adequate spontaneous 

breathing

5. Monitor the person’s response
• Response usually occurs in 3-5 minutes 

(spontaneous breathing)
• Monitor for at least 4 hours after last 

dose of naloxone
• Long acting opioids need longer 

monitoring

• Continue to evaluate benefits and harms of continued 
therapy

• Every 3 months or more frequently
• If benefits are not outweighing harm, then taper to lower opioid 

doses or consider taper and discontinue opioids

CDC Guidelines:
Opioid Selection, Dosage, Duration, Follow-Up, and Discontinuation

Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR 
Recomm Rep 2016;65(No. RR-1):1–49. DOI: http://dx.doi.org/10.15585/mmwr.rr6501e1
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2016 Florida Statutes: 
456.44 Controlled Substance Prescribing 
• Patient must be seen by prescriber at “regular intervals” not to 

exceed 3 months. 
• Assessment of efficacy of treatment
• Document that controlled substance therapy remains indicated
• Evaluate patient’s progress toward treatment objectives
• Consider adverse drug effects
• Review etiology of the pain

• Patients with a history of substance abuse or a comorbid psychiatric 
disorder require consultation or referral to an addiction medicine 
specialist or psychiatrist and extra monitoring and documentation

The 2016 Florida Statutes http://www.leg.state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0400-0499/0456/Sections/0456.44.html
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What if….

• RB admits to drinking alcohol each evening?

• RB has a diagnosis of bipolar disorder?

• RB has a past history of cocaine addiction, attended 
rehab 10 years ago?
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To navigate the world of pain, 
Pharmacists need to be……

• EDUCATORS  
• Pain issues in general
• Medication education
• The “whys”:

• Treatment agreement/informed consent
• Urine drug screens
• Frequent follow up visits

• COACHES
• Self management techniques
• Accepting pain, working with pain
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WHY?

Because to our patients who are 
Hurting, Scared, and Frustrated: 

IT IS PERSONAL
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