
The Opioid Epidemic and Its Effect 
on Life Care Planning

Every day in the United States, 91 people die from an
opioid overdose, either from prescription opioids or heroin
(Centers for Disease Control and Prevention, 2016). The
number of American deaths, as well as the amount of
prescription opioids sold in the United Sates, have both
quadrupled since 1999 (CDC, 2016). As more than 183,000
people died between 1999 to 2015 in the U.S. from overdoses
related to prescription opioids, over prescribing of
medication and overuse of opioids has been deemed an
epidemic (CDC, 2016).  This epidemic has brought attention
to the need for changes to the CDC’s guidelines for
prescribing opioids for chronic pain, prompted states to
create additional laws related to substance abuse, and has
driven research to be conducted about future changes that
must occur for responsible treatment of chronic pain.

This article is the first of a two-part series of articles
intended to educate life care planners about changing pain
management policies and practices in America.  These
changes have resulted in large part from the opioid epidemic
in America.  These changes, in turn, will affect how life care
planners outline chronic pain management in their life care
plans.  This article will outline proposed changes in policies
in the treatment of chronic pain and the second article will
outline changes in chronic pain management practices.  This
information may be of assistance to life care planners when
developing plans of care for individuals with pain or other
conditions which have historically been treated with opioids.  

What is Chronic Pain
Chronic pain is defined as a persistent and unpleasant

sense of discomfort that has lasted longer than twelve weeks
(Arneric, Laird, Chappell, & Kennedy, 2014; Singh, 2017).
According to the Joint Commission on the Accreditation of
Healthcare Organizations (JCAHO), it is estimated that
approximately 35% of Americans (50 million people)
experience some element of chronic pain (American Pain
Society [APS], 2015). Chronic pain, also referred to as
chronic pain syndrome, can be one of the most difficult
conditions to diagnose due to the variance in body and organ
systems involved, but it differs from acute pain in the aspects
of length and receptiveness to treatments (American Pain
Society, 2015; Arneric, Laird, Chappell, & Kennedy, 2014;
Fiore, Nelson, & Tosti, 2014; Singh, 2017).   

Chronic pain is linked to a wide variety of medical
conditions including but not limited to: diabetes,
fibromyalgia, arthritis, migraines, orthopedic injury, and
trauma (Arneric et al., 2014; APS, 2015; Fiore et al., 2014;

Singh, 2017). The effects of chronic pain reach further than
just the physical manifestation experienced by the individual
(Arneric et al., 2014; Fiore et al., 2014). Chronic pain affects
not only the individual, but other outside factors as well
including employment, relationships, and many activities of
daily living (e.g. personal care needs, walking, shopping,
preparing a meal) (Arneric et al., 2014; Singh, 2017). 

As with any chronic illness or disability, the vast expanse
of treatments and therapies have had their successes and
failures (Fiore et al., 2014). In the area of chronic pain,
treatments have included both pharmacological (e.g.
medications) and nonpharmacological (e.g. massage, yoga,
counseling, meditation, exercise and transcutaneous
electrical nerve stimulation [TENS] units) (Arneric et al.,
2014; Fiore et al., 2014; Singh, 2017).  

American Medical Association Standards
In the last several years, the American Medical

Association (AMA) issued statements to several federal level
committees within the U.S. government regarding the
growing opioid epidemic (AMA, 2015a; AMA 2015b; AMA,
2016). In their letter to the House Committee on Energy and
Commerce, the AMA stated there was no doubt that
prescription opioid abuse/misuse had reached the level of
epidemic to the United States. The AMA recognized that as it
became more difficult for those addicted to opiates to obtain
opiates through their usual means, many turned to heroin to
satisfy their addiction (AMA, 2015).  The increased rate of
prescription opioid abuse is intertwined in the growing rate of
heroin use, as misuse of prescription opioids has been found
to be a significant risk factor for heroin use (Compton, Jones
& Baldwin, 2016). They further stated that they are
continuously working to create new training for physicians in
opiate abuse recognition and are using several screening
devices to determine a patient's addiction potential.  

The American Medical Association has also discussed
increasing the use of naloxone availability.   Naloxone is a
medication that binds to opioid receptors that can reverse or
block the effects of other opioids (National Institute of Drug
Abuse [NIDA], 2016). This aids in restoring normal
respiration very quickly to a person whose breathing has
stopped or is dangerously slow because of an overdose of
opioids. It is delivered through a nasal spray or injection.
Naloxone can be purchased at some pharmacies, such as
CVS and Walgreens, without a prescription in the following
states: Ohio, Arkansas, California, Minnesota, Mississippi,
Montana, New Jersey, North Dakota, Pennsylvania, South
Carolina, Tennessee, Utah, and Wisconsin (NIDA, 2016).
The AMA has also discussed how to increase access to
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naloxone by police, fire and EMT personnel (and even the
public).  There has also been discussion of the need for
introducing “Good Samaritan” laws so that those
administering naloxone in the event of an overdose, do not
pay for their assistance as if they had committed a crime
(AMA, 2015).

The American Medical Association has created a task
force to promulgate the ideas of Prescription Drug
Monitoring Programs with the goal of adding to physician
knowledge about prescribing practices for opioids (AMA,
2015).  The task force is comprised of 20+ states and some
medical associations. They have developed a Providers'
Clinical Support System for Opioid Therapies that contains
free physician educational materials related to opioid use and
misuse (AMA, 2015b).

In his letter to Thomas Frieden, the CDC director at the
time, James L. Madara, the Executive Vice President and
CEO of the AMA made 12 recommendations to the CDC
during the commenting phase of the proposed guidelines.  In
the letter's closing Dr. Madara wrote:

We sincerely hope that CDC will seize the opportunity to
align itself with other ongoing efforts designed to foster
a balanced, public health-based approach to improving
pain management practices while minimizing the
diversion of controlled substances, reducing
unintentional overdoses and deaths from opioid
analgesics, and supporting improved access to treatment
for patients with substance use disorders (AMA, 2016).  

The AMA continues to write letters such as these to state
government officials and federal committees and
organizations such as the FDA with the fervent hope that
some of their recommendations will alter the long-standing
upward trend of opiate overdose deaths.

State Efforts
Between 2006 and 2012, states created 81 laws related to

substance abuse for both prescription drug abuse and illegal
substance use (Meara et al., 2016). By 2012, all states had at
least one type of law, with Florida, Tennessee, and Vermont
having the most intensive legislative activity (Meara et al.,
2016). Since that time, state legislation and educational
progress has continued to increase, however, many states are
still lagging. A 2016 report by the National Safety Council
examined state progress and categorized the states in
“Making Progress”, “Lagging Behind” or “Failing” based on
evaluation of efforts in six indicators: Mandatory Prescriber
Education, Opioid Prescribing Guidelines, Eliminating Pill
Mills, Prescription Drug Monitoring Programs (PDMPs),
Increased Access to Naloxone, and Availability of Opioid
Use Disorder (OUD) Treatment (National Safety Council
[NSC], 2016). The three states scoring the lowest (meeting
zero indicators) included Michigan, Missouri, and Nebraska.
The states scoring the highest (meeting 5 of the indicators)
were Kentucky, New Mexico, Tennessee, and Vermont.
However, by 2016, there were no states that had met all six

indicators (NSC, 2016).
As of April 2017, there are more than 750 newly filed

bills and resolutions for state legislation of prescription drugs
(National Conference of State Legislation, 2017). In 2017, 70
bills have been enacted in 24 states (NCSL, 2017). The states
that have enacted the most bills so far in 2017 include
Virginia (16), Arkansas (6), Utah (5), Arizona (4), District of
Columbia (4), Montana (4), and West Virginia (4) (NCSL,
2017).

Future Changes to Chronic Pain Treatment
Education and Standardized Instruction

One of the most common areas where change is
necessary is in the education and training of medical
students, residents, and even prescribing physicians who
work in clinic or emergency room settings (Khidir & Weiner,
2016). Currently, medical students and residents do not get a
uniform education on evidence-based practices of assessing a
patient’s drug-seeking behavior or evaluating if the
individual is a good candidate for opioid treatment.  Having
standardized instruction in all teaching hospitals and training
sites for doctors would be beneficial to improve clinician
knowledge of how to effectively manage patient’s pain,
change prescribing practices that may reduce the over
prescribing of opioid medication, and ultimately benefit
patient health (Karon, 2017; Pearson, Eldrige, Moeschler, &
Hooten, 2016; Rosenblum, Marsch, Joseph & Portenoy,
2008).

Information campaigns that target clinics in areas with
higher incidences of opioid overdose and/or deaths have been
shown to be effective in reducing the number of deaths from
overdose (Hawk, Vaca & D'Onofrio, 2015; Kattan et al.,
2016). Kattan et al. (2016) surveyed 1,069 health care
providers following a 2-month campaign in New York City
about opioid analgesic prescribing. They also compared
prescribing data from the 3-month period before the
campaign with two sequential three-month periods following
the campaign. The information campaign focused on three
ideas: (1) that acute pain patients be given enough opioid
pain medication for only three days, (2) professionals were to
refrain from prescribing opioid medications to patients with
chronic pain not associated with cancer and (3) professionals
stop prescribing high dosages of opioids (Kattan et al., 2016).
The researchers found that after this type of campaign, the
overall prescribing rate decreased (Kattan et al., 2016). 

New Medications
Because of the continued high rates of abuse of

prescription opioids, the United States Food and Drug
Administration (FDA) considers the development of abuse-
deterrent opioids to be a priority. This has led to the
development of seven new drugs that have met the FDA's
new criteria for abuse-deterrency, with each of them being
extended-release formularies (Pezalla et al., 2017).  One in
particular, Oxycodone DETERx®, is the first extended-
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release (ER) opioid that makes it possible for the medication
to be crushed or chewed.  It can also be administered in
several ways, including through feeding tubes and sprinkled
on food.  This separates it from all other current ER opioids
and makes it less likely to be abused, because the slower
release of medication is maintained, even when the
medication chewed or crushed. This takes away the more
rapid drug high that abusers are able to get from current oral
ER opioids due to their large opioid load. 

Screening Tools
To help mitigate the high rates of opioid abuse, the Food

and Drug Administration (FDA) now requires a
comprehensive screening and documentation of assessment.
Appropriate screening tools are now being used as part of the
comprehensive screening. One such screening tool is the
Opioid Abuse Risk Screener (OARS). The OARS is
comprised of 43 items and is self-administered using an IPad
or other tablet (InteraSolutions, 2015). It takes an estimated
15 minutes to complete and then an immediate summary
report is sent to the physician. It is recommended that this be
completed before the patient meets with the practitioner to
allow practitioners to assess the risk of abuse prior to
consulting with the patient (Henrie-Barrus, Averill,
Sudweeks, Averill, & Mota, 2016; InteraSolutions, 2015).
Along with the OARS, other assessment tools can be utilized
by practitioners and patients to screen for substance abuse.
The National Institute on Drug Abuse provides a chart of
evidence-based screening tools with directions on what type
of substance each screening tool should be used for, the
appropriate patient age, and how the tool is administered. 
Conclusion/ Implications for Life Care Planners

As life care planners are frequently called upon to
address issues of chronic pain, it is important to be
knowledgeable of recent research about pain practices,
outcomes of chronic pain treatment, as well as the current
best practices (Stewart, Jakubowicz, Beard, Cyphers, &
Turner, 2016). It is also important for life care planners to be
able to differentiate between patients that are abusing opioid
medication and those taking it safely as prescribed for pain
management. Life care planners can help ensure the safety of
clients by ensuring that appropriate recommendations for
pain management programs are included in the life care plan.
Such a program would be broad-based with pharmacologic
approaches including anti-inflammatories, muscle relaxants,
antidepressants, and/or neuroleptics combined with the use of
topical compounded creams, supplements, and modalities
including physical therapies and/or electrical stimulation. The
goal such a program is to effectively manage pain and when
used in combination, these medications and therapies should
also reduce reliance upon opioids.  Based upon information
above, an additional item to be considered by the life care
planner is medication such as Narcan, to be used in the event
of an overdose.  This would also necessitate inclusion of

family or caregiver education about how to administer this
medication.

As mandated in the Consensus and Majority Statements
Derived from Life Care Planning Summits, a “review of
evidence-based research, review of clinical practice
guidelines, medical records, medical and multidisciplinary
consultation, and evaluation/assessment of evaluee/family
are recognized as best practice sources that provide
foundation in Life Care Plans” (Johnson, 2015, p.37). In
addition to being best practices in life care planning, having a
working knowledge of the recent state laws and AMA
standards will also allow for better communication between
life care planners and physicians involved in life care plan
development. This knowledge will enable the life care
planner to fully understand the context of pain management
treatment and properly communicate about the items
necessary to effectively manage a pain condition.   The
second of this two-part article series will address additional
changes in pain management techniques with accompanying
recommendations for life care planners.  
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