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The challenge of healthcare 
professionals is to confront the 
growing impact of opioid abuse 
on health and well-being while 
preserving the fundamental 
role of opioids for the 
treatment of pain and human 
suffering. 



“It's not the load that breaks you 
down, it's the way you carry it.” 

Lou Holtz
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32,445 deaths involving 
prescription opioids, 
equivalent to about 89 
deaths per day according 
to the U.S. Centers for 
Disease Control and 
Prevention, 2016.

The United States 
Population equals 5% 
of the World Population, 
but the U.S. uses 80% 
of the Opioids 
produced. 



“But my doctor 
prescribed it, so 
it can’t be bad.”



Opioid prescription analgesics 
are now responsible for more 
deaths than the number of 
deaths from suicide, motor 
vehicle crashes, cocaine and 
heroin overdoses combined! 
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According to the most recent numbers from 
the Centers for Disease Control and 
Prevention, an estimated 2.1 million 
Americans have a substance abuse disorder 
involving prescription opioids. 517,000 
suffered from a heroin use disorder.



The opioid crisis has now 
become a top priority in every 
state. However, the impact 
varies considerably between 
states, with West Virginia, New 
Hampshire, Kentucky, Ohio, and 
Rhode Island experiencing the 
largest number of overdoses. 



Persons with pharmaceutical opioid-related 
substance use disorders are disproportionally:

• Caucasian
• Female
• Middle-age 
• Residents of rural communities 
Yet  more men than women die of overdoses from 
prescription painkillers.  





Michigan has the most stringent Heroin 
governance in the country and virtually no 
Opioid laws other than the requirement 
to properly fill out the prescription with 
the dose in both spelled and numeric.

Now that Heroin usage/overdoses have 
decreased significantly, prescription 
opioid usage/overdoses have skyrocketed.



Four in five (80%) new 
heroin users started out 
misusing prescription opioid  
painkillers.



Pinning down just where the 
problem lies is a task which is 
arguably as tough as 
correcting the problem of 
opioid abuse itself.  
A bit of a moving target! 
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50% of 12th graders said it’s easy to 
get prescription narcotics. 

19% from a drug dealer.
81% receiving or buying opioids from 

friends or family, stealing them or 
using their own prescriptions.



 Pain pills are sending more senior citizens to the 
hospital according to data that sheds new light 
on how opioid addiction has spread to the state's 
aging population.

 The rate of hospitalizations for 65 years and 
older due to painkillers has more than tripled in 
a decade.

Hospitalizations also for reasons that range from 
falls and auto accidents after taking pain pills 
to unintentional overdoses.



We have to ask whether doctors are taking into 
account how someone over 65 metabolizes 
medications differently than a young person.

 Experts say physicians and family members are 
more likely to overlook addiction in senior 
citizens — even after opioids require a trip to 
the hospital.

 "It's not that easy to believe your grandmother 
has a drug abuse problem," said Dr. Peter Martin, 
a psychiatrist and director of the Vanderbilt 
Addiction Center.



 Federal data shows that seniors continue to be 
more likely to be prescribed opioids.

One-third of seniors enrolled in Medicare Part D 
prescription coverage filled at least one 
prescription for an opioid last year — about 14.4 
million people, according to the U.S. Department 
of Health and Human Services.

More than half a million of those beneficiaries 
received higher-than-average opioid dosages for 
at least three months.



Elderly found to be 
subsidizing their fixed 
income by selling 
opioids.



The Opioid disturbing trend has been caused by a 
whole host of factors:  

• The answer lies in the 1990s when pain specialists 
began arguing that America was suffering 
from untreated pain. In turn, consumer groups 
and professionals pushed for an increased use of 
opioids to manage this pain.

• The Joint Commission core principles state 
that “a patient’s self-report is the most 
reliable indicator of pain.” 
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30 years ago, opioids could not be 
prescribed in Texas to anyone who might be 
a habitual user. That began to change in the 
early 1990s after the Texas Legislature 
passed the Intractable Pain Treatment Act. 
Designed to provide relief to terminal 
cancer patients, it allowed doctors to 
prescribe opioids at whatever dosages they 
deemed necessary.



 Pharmaceutical companies and patient advocates 
began to assert that doctors “undertreat pain and 
overworry addiction,”

 In 1995, the American Pain Society advocated for 
pain to become “the fifth vital sign.” Every time a 
clinician visited a patient in the hospital and 
checked her blood pressure, pulse, heart rate, and 
temperature, the clinician would also ask if she 
had pain. 

Medicare and Medicaid hospital reimbursement is 
partly linked to patient satisfaction with pain 
relief despite options of better alternatives.



Also in the 1990s, according to National 
Institute on Drug Abuse, pharmaceutical 
companies reassured the medical community 
that patients would not become addicted to 
prescription opioid pain relievers, therefore 
healthcare providers began to prescribe them 
at greater rates. This subsequently led to 
widespread diversion and misuse of these 
medications before it became clear that these 
medications were actually highly addictive.





Health and Societal costs 
related to prescription 
opioid abuse cost over 
$55 billion annually 





A new law was passed September 
10, 2018, by the Texas Legislature 
requiring pharmacists to more 
quickly report sales of controlled 
substances will help physicians 
better track a 
patient's opioid history before 
writing a prescription.



According to The New York Times, the cost of workers’ compensation 
claims sky rocket when injured employees start using narcotics. 

The average lost time workers’ compensation claim in the U.S. without the 
use of opioids cost $13,000. 

When an employee is prescribed a short-acting opioid like Percocet, the 
average lost time claim cost triples to $39,000. 

When an employee is prescribed a long-acting opioid like oxycontin, the 
average lost time claim costs explodes to $117,000, an increase of 900% 
over the average lost time work comp claim without the use of any opioids. 
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Research indicates :
• Temporary Disability payments are 3.5 times more 

with opioid prescriptions .
• There is a 322% greater likelihood for litigation. 
• According to National Council on Compensation 

Insurance, Inc. (NCCI), approximately 38% of 
pharmacy costs in Workers’ Compensation are for 
opioids and opioid combinations, amounting to over 
$1.5 Billion.

• Contributing to over $100 Billion in lost productivity, 
medical costs and disability payments. 
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Opioids usually result in a change of 
motivation within the injured employee. The 
employee’s focus of recovery from the injury 
is replaced with a focus on obtaining more of 
the opioid. The long term use of opioids 
results in a sub-conscious (or even a 
conscious), desire not to recover from the 
injury but to stay off work to use the opioid.



49 states have a prescription 
drug monitoring program (PDMP) 
in place. These are statewide 
databases that track the 
prescribing and dispensing of all 
controlled substances. 
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National statistics show Texas suffers 
the greatest overall impact from 
pharmacy crime. According to 
RxPatrol, a pharmacy crime database 
funded by Purdue Pharma, Texas 
ranks first nationally in pharmacy 
burglaries, representing 30% of the 
national total. 





Texas is also home to organized gangs that 
target retail pharmacies. Houston-based “Fifth 
Ward Circle” Gang, has been implicated in a 
string of breakins around Texas and surrounding 
states, but also as far away as Virginia and Utah. 
Texas suffers the most pharmacy crime serving 
as the base against pharmacies serving also 
communities in other states.





Texas likely undercounts 
overdoses. Only 13 of Texas’ 
254 counties enlist a medical 
examiner to determine the 
cause of death when a person 
dies outside of a health care 
setting.



Ferreting out over
Prescribing doctors
Is a challenge.
These Doctors 
are behaving like Street 
Dealers!



• In California, 3 percent 
of the state’s doctors 
prescribe 55 percent of the 
opioids. That average is 
approximately the same 
across the nation.



Between 2005 and 2016, 
the national rate of 
opioid-related emergency 
department (ED) visits 
increased 99.4 percent.



There are additional requirements for the oral 
prescribing of Opioids in an emergency 
situation. 
 The failure to issue the prescription might result 

in loss of life or intense suffering.
 The prescription must include a statement from 

the prescriber concerning the accident or 
calamity or circumstances constituting the 
emergency.

The responsibility for the proper prescribing and 
dispensing is with the prescribing practitioner, but 
a corresponding responsibility rests with the 
pharmacist who fills the prescription.



Many states report problems with "pill mills" 
where doctors (primarily pain management 
clinics) prescribe large quantities of 
painkillers to people who don’t need them 
medically, to instead obtain drugs and resell 
them on the street. 

Nonmedical use of prescription painkillers 
costs health insurers up to $72.5 billion 
annually in direct health care costs. 42



• Georgia passed a “pill mill” bill that would license 
and regulate pain management clinics and now 
require the owner of such an establishment to be a 
doctor. 

• Kentucky, Tennessee, West Virginia, Texas, 
Louisiana, Mississippi and Florida have passed 
similar legislation.



Most states allow the physician to 
both  prescribe and sell opioids, 
tripling the overall cost but more 
importantly…..

This is not a best practice as it bypasses 
the pharmacist oversight. 



Montana: Physician dispensing not 
allowed

New York: Physician dispensing not 
allowed

Texas: Physician dispensing not allowed
Utah: Physician dispensing not allowed
Most other states the physician obtains a 

license (average cost $100)

California requires no License at all



Cannabis for opioid addiction
Narcan Recovery Team
Abuse-deterrent Opioid 
Formulations
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 It is a substitute for opiates
 Cannabis used with opiates

 Increases the opiates 
effectiveness

 Makes it possible to 
decrease opiate dose

 Reduces negative side 
effects 

 Reduces risk of addiction
 Can treat withdrawal 

symptoms
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 Cannabis has a better safety profile 
than methadone or Suboxone.

 Lower risk of dependence of any 
psychoactive drug.

 Low risk of abuse and diversion.

 Most people who stop using cannabis do 
so without treatment

Sulak, 2017

 For more information
 Chronic Relief: A Guide to Cannabis 

for the Terminally & Chronically Ill

 http://healer.com/category/cannabi
s-and-opioids

Symptom THC CBD

Nausea/vomitin
g

Diarrhea

Cramping

Muscle spasms

Anxiety

Restlessness

Insomnia

Runny nose

Sweating

Cravings

Sulak, 2017 | THC=Bisaga et al., 2015 | CBD=Hurd 2017 



 Pantograph: This security feature produces the 
word “VOID” multiple times on the face of the 
prescription form when someone attempts to 
copy or scan the prescription.

 Thermochromic ink: A thermochromic feature 
will appear on the front of the new prescription 
form as a red “Rx.”

 The seal of Texas appears as a watermark on the 
face of the prescription. Also, holding the new 
form to a light will show a watermark within the 
body of the paper.



Effective June 1, 2019, official prescription 
forms ordered prior to Sept. 1, 2018, will no 
longer be valid, the pharmacy board says.

Beginning Sept. 1, 2019  all prescribers will be 
required to set up an account with the 
state’s prescription monitoring program (PMP), 
known as PMP Aware. An account allows 
physicians to check a patient’s prescription 
history for information that indicates illicit 
activity, drug abuse, drug diversion, or doctor 
shopping.

https://www.pharmacy.texas.gov/PMP/
https://www.pharmacy.texas.gov/PMP/
https://texas.pmpaware.net/login


New evidence has shown that opioid-related 
deaths have been reduced by 9 to 11 percent 
in states that have promoted naloxone.  Most 
states have also passed laws to allow first 
responders to carry and administer naloxone.

Also many allow families to obtain naloxone 
when they have a family member with a 
known opioid addition.

 Texans will be able to get naloxone at 
Walgreens by June.



Meet with a patient in the ED 
after Narcan rescue

Improves likelihood of 
treatment

Resources readily available

Presenter
Presentation Notes
This program is being piloted in New Jersey with state sponsored grants.  Addiction and recovery specialists are in ED’s and will be consulted with a patient is brought in after overdose and Narcan rescue.  The Specialist meets immediately with the patient, has a list of resources readily at hand and can help make that first appointment or transfer for detox.  This immediate intervention is resulting in improved access to addiction services.  The specialists are prepared with resources for those that do not have insurance or have limited coverage.  The specialists also work to make sure medical issues are adequately addressed by connecting the patient to the PCP or other medical specialists.Case Management MonthlyApril 2018HCPro.com



Naloxone (Narcan): is a short acting drug 
which will bring a patient out of an opiate 
overdose by stripping the opiate from the 
opiate receptor and is a life saving drug.
Naltrexone (Vivatrol): a short acting 
opiate/alcohol blocking agent has been used 
for the last 30 years.
Suboxone: is an opiate and an opiate blocker.  
Doctors & patients have reported that 
withdrawl from Suboxone being worse than the 
withdrawl was from the original opiate.



Prevention of oral opioid abuse
Abuse by crushing/dissolving tables for 

inhalation or injectable use
FDA encouraging the pharma industry to 

develop ADFs
FDA willing to take a ‘flexible and 

adaptive approach’ to evaluation and 
labeling

Presenter
Presentation Notes
ADFs are suggested to be a way to reduce the illicit use, abuse and overdose of oral opioids.  The abuse-deterrent formulations will create a barrier for the unintended administration such as crushing pills to inhale or dissolve to inject.ADFs will possess unique physical or chemical properties that are designed to impeded the abiilty of opioid users to use the drug in an unintended manner.IN 2018, the FDA approved 10 opioids with ADF labeling, with 5 formaulations available in the US and have demonstrated  feasible premarket evidence of deterrent propertiesAbusedetwrrent Opioid FormulationsLitman, R.; Pagan, O.; Cicero, T.Anesthesiology2018128(5)1015-1026www.Medscape.com
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OxyContin: Crush factor hindered; 
becomes viscous gel if diluted

Xtampza ER (Oxycodone): Inactive 
ingredients that hinder intranasal use

Hysingla ER (Hydrocodone bitartrate): 
Difficult to crush, if diluted becomes a 
gel
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Embeda: Morphine & Naltrexone:  Pellets of 
morphine combined with naltrexone; if 
manipulated naltrexone is released

Armyo ER:  Extended released Morphine. 
Tablet is dense and resistant to crushing; if 
dissolved becomes a gel



In 16 states, driving with any amount of 
an impairing drug—include prescription 
opioids—is illegal:
Arizona, Georgia, Indiana, Illinois, Iowa, 
Michigan, Minnesota, Nevada, North 
Carolina, Ohio, Pennsylvania, Rhode 
Island, Utah, New York, Virginia and 
Wisconsin.
California similar laws with “drugged 
driving” penalties.



Of the drivers who 
tested positive for 
drugs, more than a third 
had used marijuana



Many states have addressed the problem of 
people obtaining opioids by going to a 
veterinarian and asking for drugs to treat an 
injured animal. The legislations require tighter 
monitoring of veterinarians who dispense 
controlled substances. It requires veterinarians 
to request more information about the animal 
and the animal’s owner if the owner asks for 
an opioid prescription lasting more than seven 
days.



I’M NOT SAYING I’M WONDER 
WOMAN.

I’M JUST SAYING NO ONE HAS 
EVER SEEN ME AND WONDER 
WOMAN IN A ROOM TOGETHER!



The case management process is carried out 
within the ethical and legal realm of a case 
manager’s scope of practice, using critical 
thinking and evidence-based knowledge. 

Boards of Nursing are starting to specifically 
cover following your Nursing Standards of 
Practice for your care of patients on Opioids.
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An apparent  lack of 
advocacy.
Area of timeliness/follow up.
Not holding a license in the 
state they are performing case 
management.
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Document interventions
Educate the patient on the dangers 
of Opioid therapy including the risk 
of addiction

The nurse should discuss with the 
treating physician the use of short-
acting opioids rather than long-
acting opioids 



Acupuncture
Physical therapy
Massages
Meditation
Breathing Techniques
Cortisone Injections
Drug Treatment Facilities



“Success consists of going from 
failure to failure without loss of 
enthusiasm.”

Prime Minister Winston Churchill
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 Forty (40) to 60% of patients will relapse within 
one year of initial treatment.

 Substance use and addiction must be viewed as 
any other chronic condition requiring long term 
case management support. A continuing care 
model is recommended for the ongoing 
management of opioid use disorder, especially in 
patients with chronic pain, or those with 
addiction. 

 The intensiveness of case management 
monitoring will depend on the individual patient, 
clinical condition, and risk of relapse. 



 - Educate patient on the signs of emotional 
and mental relapse 

 - Assess and monitor for signs of emotional 
and mental relapse: ask patient about 
feelings of anxiety, anger, urge to use 

 - Support and facilitate recovery activities 
including counseling visits, group meetings, 
distracting activities 



 Co-occurring psychiatric illness 
 Poor social support 
 Low motivation for recovery 
 Elevated levels of personal stress 
 History of previous relapse 
 Ongoing self-reported cravings 
 Continued use of other drugs or alcohol early in    

treatment 
 Continued influence of individuals not supportive 

of recovery 



Sometimes we cannot succeed

Don’t get discouraged:  

Hang on to the wins!



How do you keep your passion 
for Case Management when our 
patients, their families, bosses, 
physicians, employers, adjusters, 
etc, etc, etc…. 

can drain the passion 
completely out of you? 
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“The pessimist may be 
right in the long run, but 
the optimist has a better 
time during the trip.”

Anonymous
71
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2019 Conference 

“Navigating the Full Spectrum of Case 
Management” 

Las Vegas, NV June 10-14, 2019 



Each paid conference registration will receive a 
year of CMSA membership 

 Registration is now open! 

 Early bird rates for 2019 conference run 
until March 31! 
 Standard $775
 Military $605
 VA/DoD $675
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