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States, more than 650,000 opioid pre-
scriptions are dispensed.3 Further, the 
United States accounts for 4.6% of the 
world’s population yet it is estimated 
that the United States consumes 80 
percent of the global opioid supply as 
well as approximately 99% of hydroco-
done.4 The United States is in the grips 
of an “Opioid Crisis” described by stag-
gering data. Of the 20.5 million Amer-

Introduction
 The unpleasant and subjective 
sensation resulting from a noxious 
sensory stimulus defines the phe-
nomenon of pain. The podiatric phy-
sician is no stranger to the difficulties 
in achieving optimal pain therapy. 
Podiatric physicians must develop 
analgesic regimens to treat patients 
with acute, chronic, and post-opera-
tive pain.1 The topic of pain manage- Continued on page 162
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ment remains a minor component of 
the formal education and training of 
residents and physicians in the Unit-
ed States. Misguided attitudes con-
cerning acute and chronic pain man-
agement, in addition to reservations 
about the legal aspects of pain man-
agement, often translate into a “fear 
of the unknown” when it comes to 
narcotic prescriptions.2

 On an average day in the United 
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Learning 
Objectives

	 •	Recognize	the	impor-
tance	of	federal	strategies	
centered	on	opioid	prescrib-
ing	regulations	and	apply	
it	to	practicing	podiatry.

	 •	Follow	an	evi-
dence-based	protocol	for	
starting	patients	on	opioid	
analgesic	therapy,	includ-
ing	safely	initiating	and	
titrating	opioids.

	 •	Define	risk	factors	for	
potential	misuse,	abuse,	
and	diversion	of	prescribed	
opioid	medications.

	 •	Appreciate	and	recog-
nize	tools	to	screen	for	the	
risk	of	opioid	misuse.

Opioid
Prescribing:

Podiatric
Implications
It’s	today’s	hot	button	issue.

By RoBeRt G. SMith, dPM, MSc, RPh



mentioned opioid prescribing strate-
gy monitoring tools and strategies are 
presented for consideration to recog-
nize and reduce the risk of aberrant 
opioid misuse and abuse.

Prescribing Opioid Strategies in 
Podiatry
 Analgesic opioid therapy has been 
the cornerstone of the pharmacolog-
ic management of acute and chronic 
pain. Ideally, opioid analgesics are pre-
scribed by balancing the beneficial and 
adverse effects. Although often over-
looked as a source of opioid medica-
tions, podiatric and orthopedic surgical 
interventions are often painful during 
the post-operative period; therefore, 
these specialists are frequent opioid 
prescribers. Ringwalt, et al. accentu-
ates this assertion by their findings 
centered on medical specialty opioid 
prescribing for non-chronic, non-can-
cer pain.7 They reviewed 1.28 million 

icans 12 years old or older that had 
a substance use disorder in 2015, two 
million had a substance use disorder 
involving prescription pain relievers 
and 591,000 had a substance use disor-
der involving heroin.5

 Podiatric physicians during their 
role of patient pain management fre-
quently prescribe opioids. Podiatrists 
have an ethical obligation to prescribe 
responsibly yet cautiously to diminish 
the potential for opioid diversion and 
to help minimize the growth of the 
current epidemic of opioid abuse. The 
Podiatry Management 35th annual 
survey of 1,039 respondents reported 
data on podiatric physicians’ prescrib-
ing habits.6 Respondents admitted to 
prescribing 6.1 prescriptions week-
ly. The amount of oral analgesic pre-
scriptions prescribed data reveals the 
following percentages: Norco® (13%), 
Percocet® (13%), Hydrocodone (11%), 
Ultram® (4%), Tylenol#3® (4%), Vi-
codin® (3%), Lortab® (1%). Notable 
difference between 2016 and 2017 
data were a 2% increase in Percocet® 
prescriptions and a 4% decrease in 
Vicodin® prescriptions.6

 Through alterations in the atti-
tudes of patients and podiatric physi-
cians, the podiatrist can manage the 
pain of the patient while minimizing 
diversion potential through careful 
procedural techniques, non-steroidal 
anti-inflammatory drug use, and limit-
ed opioid prescriptions of appropriate 
quantities when deemed necessary. In 

order to manage their patients’ pain 
after invasive podiatric procedures, 
every practicing podiatrist must pre-
scribe medication on occasion.
 Many of these analgesic medica-
tions are associated with a high likeli-
hood of physical dependence, as well 
as a relatively high risk of addiction. 
It is critical that podiatric physicians 
understand the underlying issues of 
how these medications work and how 
they can be abused, as well as exercise 
sound clinical judgment in identifying 

patients who might possibly have or 
develop a physical or psychological 
dependence on these drugs. There is 
a dilemma for the podiatric physician 
regarding balancing patient treatment 

with opioids and avoiding adverse ef-
fects contributing to the opioid crisis. 
This review focuses on the prescribing 
strategies of opioid analgesics to treat 
lower-extremity pain.
 The selection of an appropriate 
opioid agent and prescribing strategies 
are introduced. Then, to enrich the po-
diatric physician’s body of knowledge 
the National Academies of Sciences 
and Engineering and Medicine for 
opioid prescribing strategies are pre-
sented. Finally, building on the afore-
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On an average day in the United States, more than 
650,000 opioid prescriptions are dispensed.
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Opioid Products Oral Route IV/SC/IM Routes

Morphine 30 mg 10 mg

Codeine 130 mg 75 mg

Hydromorphone 7.5 mg 1.5 mg

Methadone 5-15 mg 2.5mg–10 mg

Meperidine 300 mg 75 mg

Levorphanol 4 mg 2 mg

oxymorphone 10 mg 1 mg

Pentazocine 50 mg 30 mg

Hydrocodone 20 mg n/A

oxycodone 20 mg n/A

Buprenorphine n/A 0.3 mg–0.4 mg

Butorphanol n/A 2 mg

Fentanyl n/A 0.1 mg

nalbuphine n/A 10 mg

FiguRE 1:

Opioid Equivalency



of acute pain, some podiatric 
clinicians become competent 
in the prescribing and use a few 
opioid analgesics. Although no opi-
oid seems to be superior in relieving 

pain, certain products are clearly in-
ferior because of increased risks of 
toxic effects.1,9

 In some circumstances, pain con-
trol is inadequate despite dosage in-
creases. MacPherson1,9 reviewed the 
concept of opioid rotation. This meth-
od is characterized by the replacement 
of the current opioid regimen with 
another. Analgesic equivalence is the 
central theme when considering opioid 
substitution.1,10

 Mercadante11 defines the concept 
of opioid rotation as the substitution 
of another opioid for a previous one 
to obtain a more favorable response. 
Two types of opioid rotation strategies 
have been used: a change in opioid 
product or a change in the route of 
administration. Morphine-equivalent 
tables have been developed, and their 
purpose is to assist clinicians in deter-
mining equianalgesic doses of various 
opioid agents when changing therapy. 
A table of opioid equianalgesic doses 
is presented in Figure 1.
 The last key to the rotation strat-
egy of opioid analgesic therapy that 
the podiatric physician must consider 
is the route of administration. Various 
methods of drug delivery have been 
used to treat patients in pain. Select-
ing the route of administration must 
be precise and tailored to the patent’s 
needs and tolerability.1

 The Institute for Clinical Systems 
Improvement published an acute pain 
assessment and appropriate opioid 
prescribing protocol in 2014.12 The 
podiatric physician may find the fol-
lowing clinical points essential when 
prescribing opioids for acute pain.12 
Providers should avoid prescribing 
more than three days or 20 doses to 
a patient.12 Select the lowest dose and 

filled prescriptions for an opioid an-
algesic over a one year time frame.7 
They concluded that general practi-
tioner/family medicine specialists and 
internists were least likely to prescribe 
opioids, while orthopedists were most 
likely to prescribe opioids.7 While 
there is currently no direct evidence, 
a contribution to non-medical opioid 
misuse is presumed to be a result of 
normal prescribing for orthopedic sur-
gical interventions.7

 Opioid analgesics are classified as 
agonist or antagonist drugs depending 
on their ability to bind or block opioid 
receptors.1,8 Each opioid produces a 
wide spectrum of pharmacologic ef-
fects, including analgesia, dysphoria, 
euphoria, somnolence, respiratory de-
pression, diminished gastrointestinal 
motility, altered circulatory dynamics, 
urinary retention, histamine release, 
and physical dependence.1

 The podiatric physician must re-
member that comfort is the ultimate 
goal when using any medication, in-

cluding opioids, to manage pain. Be-
fore podiatric clinicians consider an 
opioid analgesic, they need to ensure 
that a complete psychosocial and 
physical evaluation of the patient 

has been performed.1 Opioid thera-
py should be prescribed appropriately 
to avoid under-treating patients with 
painful symptoms.

Opioid Selection
 Opioid selection is based on pa-
tient-specific factors, such as age and 
renal function. When selecting an 
opioid, immediate-release formula-
tions are safer than extended-release 
or long-acting opioids, regardless of 
whether the drug is used for acute 
or long-term treatment. In the setting 
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FiguRE 2:

Risk Factors 
for Prescription Drug Abuse 

Past or present addictions to other substances, including alcohol and tobacco

Family history of substance abuse problems

Lack of knowledge about prescription drugs and their potential harm 

Age group 16 to 45     Younger age, especially the teens or early 20s greater risk

Exposure to peer pressure or a social environment where there’s drug use

Easier access to prescription drugs, such as having prescription medications in 
 the home medicine cabinet

Certain pre-existing psychiatric conditions
 Bipolar Affective Disorder
 Attention Deficient Affective Disorder
 generalize Anxiety Disorder
 Major Depressive Disorder
 obsessive Compulsive Disorder
 Personality Disorder

Having multiple health problems and taking multiple drugs can put seniors at risk of 
 misusing drugs or becoming addicted.



data centered on patients who under-
went open reduction and internal fixa-
tion of talar or calcaneal fractures who 
either received intravenous opioid pa-
tient-controlled analgesics or contin-
uous peripheral nerve block.15 Their 
findings reveal that the patient-con-
trolled analgesic group required about 
30-fold more opioids compared to the 
continuous peripheral nerve block 
group on the first post-operative day.15

 Gadek and Liszka evaluated the 
influence of local anesthetic infiltra-
tion before hallux valgus surgery on 

the shortest acting 
opioid product.12

 Consider that tra-
madol is an atypical 
opioid and should be 
managed appropriate-
ly.12 Never prescribe 
long-acting/extend-
ed release opioid for 
acute pain. Exercise 
caution when pre-
scribing opioids to 
the elderly patient.12 
Schedule the patient 
to follow up within 
three to five days.12 
Share decision-mak-
ing and review re-
sponsible use, driv-
ing, work, storage 
and disposal with 
the patient.12 Accord-
ing to Dowell, et al. 
treatment for three or 
fewer days is often 
sufficient for most 
patients with acute 
pain and more than 
seven days is rarely 
required.13

 Published clini-
cal-based evidence 
has described the 
effects of employ-
ing local anesthetic 
products to reduce 
post-operative pain 
and reduce the need 
for opioid analge-
sics.14-16 Kim, et al. 
investigated 30 con-
secutive patients who 
underwent bilater-
al proximal osteotomies for the cor-
rection of hallux valgus deformities.14 
Each patient acted as their own con-
trol as one foot received local infiltra-
tion of a test solution made with rop-
ivacaine, morphine, ketorolac and epi-
nephrine while the other foot received 
the same amount of normal saline.14

 A visual pain analogue scale was 
used to assess at four hours after the 
surgical intervention and throughout 
the night of the first post-operative 
day.14 The difference in visual ana-
logue scale values between the two 
sides was most notable at eight hours 

after the operation and then gradu-
ally decreased through the first and 
second post-operative day.14 These in-
vestigators concluded that the local 
multi-drug cocktail was easy to per-
form, safe, and effective in reducing 
pain and enhancing patient satisfac-
tion after hallux valgus surgery.14

 Luiten, et al. investigated their hy-
pothesis that a continuous peripheral 
nerve block would reduce pain scores 
more effectively than systemic anal-
gesics, improve recovery, and lead to 
reduced hospital length of stay.15 They 
retrospectively analyzed three years of 
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  Mark
  Each Box Score If Score If
  That Applies Female Male

1) Family History of  • Alcohol — 1 3
    Substance Abuse
 • Illegal Drugs — 2 3

 • Prescription Drugs — 4 4

2) Personal History of  • Alcohol — 3 3
    Substance Abuse
 • Illegal Drugs — 4 4

 • Prescription Drugs — 5 5

3) Age (Mark Box if  — 1 1
    16-45 Years)

4) History of  
    Preadolescence  — 3 0
    Sexual Abuse

5) Psychological Disease • Attention 
     Deficit/Hyperactivity Disorder;  — 2 2
     Obsessive Compulsive Disorder; 
     Bipolar Disorder; 
     Schizophrenia — 1 1

 • Depression

FIGURE 3:

Opioid Risk Tool Patient Form

Name: ___________________________________________________

Age: __________________

Total Score: ___________________      Risk Category: ___________________

Low Risk 0–3
Moderate Risk 4–7
High Risk >7

FiguRE 3:

Opioid Risk Tool Patient Form



unused drugs. Access to these 
programs should be expanded, 
with states convening public-pri-
vate partnerships to implement take-
back programs year-round rather than 
the standard occasional take-back 
event.17

 The Board’s recommended chang-
es to provider education and payer 
policy should be accompanied by a 
change in patient expectations with 
respect to the treatment and manage-
ment of chronic pain to reduce de-
mand. Further, attention is not being 

paid to educating the general public on 
the risks and benefits of opioid thera-
py, or the comparative effectiveness of 
opioids with non-opioid or non-phar-
macologic therapies. Medication-as-
sisted treatment for opioid use disor-
der is the standard of care, but it is 
under-used. Evidence-based treatment 
for opioid use disorder should be ex-
panded by states, and barriers to cov-
erage for these medications should be 
removed.17 It is hoped that the Board’s 
recommendations for chronic pain 
may be translated to better acute pain 
management.
 Further, the Board proposes, in 
order to reduce harm, that life-saving 
medication for treating opioid over-
dose, called naloxone, be available, 
but its high and unpredictable cost 
impedes its use.17 Prescribers and 
pharmacists can help address opi-
oid use disorder and opioid overdose 
by counseling patients who may be 
at risk and offering naloxone when 
an opioid is prescribed or when opi-
oid-related treatment is sought.16 
States can improve access to nalox-
one and safe injection equipment by 
implementing laws and policies to re-
move existing barriers.17

 Prescription drug monitoring 
programs (PDMPs) are state-based 
monitoring programs for controlled 
substances that are prescribed by li-
censed practitioners and dispensed by 

post-operative pain and the need for 
analgesics.16 Their study group con-
sisted of 134 patients who underwent 
chevron or mini-invasive Mitch-
ell-Kramer osteotomy of the first distal 
metatarsal.16 Each patient was random-
ized to receive either 7 mL of local an-
esthetic (4 mL of 0.25% bupivacaine 
and 3 mL of 2% lidocaine) or normal 
saline 15 minutes prior to skin inci-
sion.16 Each patient’s level of pain was 
assessed by the visual analogue scale 
at hours 2, 4, 8, 12, 16, 24, and 72 
hours after release of the tourniquet.16 
They concluded that pre-emptive local 
anesthetic infiltration significantly de-
creased pain during the first 24 hours 
after hallux valgus surgery.16

National Academies of Sciences 
and Engineering and Medicine 
Strategies
 On July 13, 2017, the Board on 
Health Sciences Policy of the Health 
and Medicine Division of the Nation-
al Academies of Sciences Engineer-
ing and Medicine (NASEM) issued a 
report titled “Pain Management and 
the Opioid Epidemic: Balancing Soci-
etal and Individual Benefits and Risks 
of Prescription Opioid Use.”17 The US 
Food and Drug Administration (FDA) 
commissioned this comprehensive re-
port to provide an update on current 
evidence on research, care, and edu-
cation in the pain field, and to identify 
actionable measures for the FDA to 
more adequately address the ongoing 
opioid epidemic. The report highlights 
the fact that “A sustained, coordinated 
effort is necessary to stem the still-es-
calating prevalence of opioid-related 
harms, including a culture change in 
prescribing for chronic non-cancer 
pain, aggressive regulation of opioids 
by the FDA, and multi-pronged poli-
cies by state and local governments.”17

 Many treatments are available to 
manage pain. Some non-opioid ther-
apies are likely to be as effective as 
opioids, or even more so, and poten-
tially carry lower risk when used ap-
propriately. Any meaningful effort to 
improve pain management will require 
a basic culture shift in the nation’s 
approach to mandating pain-related 
education for all health professionals 
who provide care to people with pain. 

Prescribing guidelines may be most 
effective when accompanied with ed-
ucation, and so an evidence-based na-
tional approach to pain education, in-
cluding pharmacologic and non-phar-
macologic treatments and materials on 
opioid prescribing, is needed.
 Insurance-based policies have sub-
stantial potential to reduce the use 
of specific prescription drugs. Cover-
age for and access to comprehensive 
pain management that includes both 
pharmacologic and non-pharmacolog-
ic options should be expanded. Pre-

scription drug monitoring programs 
(PDMPs) can help address the opioid 
epidemic by enabling prescribers and 
other stakeholders to track prescribing 
and dispensing information, but PDMP 
data currently are not being used to 
their full potential.

Strategies for Addressing the Opioid 
Epidemic
 The Board proposes that a constel-
lation of policies, interventions, and 
tools related to lawful access to opi-
oids and clinical decision-making can 
help reduce or contain opioid-related 
harms while meeting the needs of pa-
tients with pain.17 These strategies in-
clude: restricting the lawful supply of 
opioids; influencing prescribing prac-
tices; reducing demand and reducing 
harm.17 Further, the board acknowl-
edges that although more research is 
needed, limited evidence suggests that 
state and local interventions aimed at 
reducing the supply of prescription 
opioids in the community may help 
curtail access.17

 Importantly, however, none of 
these studies investigates the impact 
of reduced access on the well-being of 
individuals suffering from pain whose 
access to opioids was curtailed.17 Drug 
take-back programs allow people with 
unused medications to bring them in 
for proper disposal. These programs 
can increase awareness of the need 
for the safe disposal or return of many 
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 There are a number of screening 
tools that have been developed spe-
cifically to screen for risk of opioid 
misuse in the context of chronic pain 
treatment and that have been demon-
strated to have predictive value; 
these tools may be helpful in deter-
mining relative risk in addition to the 
medical history.
 A recent review found that the 
opioid risk tools, diagnosis, intracta-
bility, risk, efficacy, the screener and 
opioid assessment for patients with 
pain-revised assessment tools appear 
to have good validity.20 A generic opi-
oid risk tool patient form is presented 
as Figure 3.

Conclusions
 Podiatric physicians during their 
role of patient acute pain manage-
ment frequently prescribe opioids. 
Podiatrists have an ethical obliga-
tion to prescribe responsibly and cau-
tiously to diminish the potential for 
opioid diversion and to help mini-
mize the growth of the current opioid 
abuse epidemic. This review focuses 
on the prescribing strategies of opioid 
analgesics to treat lower-extremity 
pain. The selection of an appropriate 
opioid agent and prescribing strate-
gies were introduced.
 Also presented were non-opioid 
acute post-operative treatment op-
tions to potentially decrease the use 
of opioid therapy during a recovery 
from surgical interventions. Then, to 
enrich the podiatric physician’s body 
of knowledge, the National Acad-
emies of Sciences and Engineering 
and Medicine for opioid prescribing 
strategies were presented. Finally, 
building on the opioid prescribing 
strategy foundation, monitoring tools 
and strategies was presented to rec-
ognize and reduce the risk of aber-
rant opioid misuse and abuse. PM
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pharmacies. Although prescription 
drug monitoring programs have exist-
ed for many years, the White House 
Office of National Drug Control Policy 
recommended the use of prescription 
drug monitoring programs to reduce 
abuse in 2011. Congress passed the 
National All Schedules Prescription 
Electronic Reporting Act (NASPER) 
requiring the Secretary of Health and 
Human Services (HHS) to award 
grants to states to establish or im-
prove PDMPs.
 Unfortunately, the amount of 
funding to support this program has 
been limited, and the plan to fully in-
tegrate the prescription drug monitor-
ing programs for the entire country 
has yet to be realized. Currently, 48 
states and one territory either have 
PDMPs or have passed legislation to 
implement them.17 Clinicians should 
review PDMP data, if available, at the 
start of therapy as well as through-
out therapy to help determine if the 
patient is actually using the opioid as 
prescribed or if there are any danger-
ous combinations that put their pa-
tients at high risk for overdose.

Opioid Aberrant Behaviors
 Yorkgitis and Brat recently report-
ed that many opioid prescription med-
ications after surgery go unused, with 
the potential for diversion and mis-
use.18 Further, they assert as surgeons 
become increasingly aware of their 
role in opioid misuse, better tools are 
needed to guide behavior. Based on 
an extensive review of recent liter-
ature, they developed the acronym 
RIGHTT: Risk for adverse event, In-
sight (it is important that surgeons 
recognize the potential for opioid mis-
use in their patients, Going over pain 
plan, Halting opioids, Tossing unused 
opioids and Trouble identification.18 
RIGHTT provides a simple acronym 
for surgeons to integrate best-practice 
strategies into their management of 
post-surgical opioids.18 Strategies have 
been developed to decrease the risk of 
prescribing opioids.18

 Sharma et al. led an investiga-
tion to determine the predictability 
of aberrant behavior to opioids using 
a comprehensive scoring algorithm 
incorporating phenotypic and, more 

uniquely, genotypic risk factors.19 
They did a multicenter observation 
validation study with 452 American 
participants diagnosed with opioid use 
disorder and 1237 American controls. 
It led to the development of an algo-
rithm that successfully categorized 
patients at high and moderate risk of 
opioid use disorder with 91.8% sen-
sitivity. Regardless of changes in the 
prevalence of opioid use disorders, 
sensitivity of the algorithm remained 
>90%. The algorithm correctly strat-
ifies primary care patients into low-, 
moderate-, and high-risk categories to 
appropriately identify patients in need 
for additional guidance, monitoring, 
or treatment changes.19

 The treatment of acute and chron-
ic pain through opioid therapy in-
volves a risk of possible dependence 
or abuse of the prescribed substances. 
While substance abuse tools assess 
whether a patient was or is currently 
involved in alcohol or drug abuse, risk 
assessment tools measure additional 
factors involved in a patient’s over-
all level of risk of developing abuse 
or addiction. Beyond taking a good 
medical history via an effective pa-
tient interview, there are several risk 
assessment tools that may be used to 
further evaluate how likely it is that 
patients will have difficulty using opi-
oid analgesics as prescribed.
 The following terms are used to 
describe aberrant opioid behaviors: 
Misuse of a medication in a manner 
other than as specifically directed 
by a healthcare professional. Self-ti-
tration due to poor pain control or 
anxiety. Abuse–deliberate nonmedi-
cal use: crushing, snorting, injecting. 
Diversion (buying/selling/stealing). 
All these behaviors have contributed 
to opioid-related deaths. The biggest 
identified risk factors for substance 
abuse are presented in Figure 2.
 Podiatric physicians can screen 
for risk factors before prescribing opi-
oids. It is ideally done on the pa-
tient’s first visit or before prescribing 
opioids, although even patients who 
have been taking opioids for long 
periods of time should be routinely 
screened. Choice of substance abuse 
risk assessment tools may depend on 
time available, substance involved, 
format to be used (paper, computer, 
interview), and depth desired.
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Opioid (from page 166)

1)	On	an	average	day	in	the	United	States	more	than	
_____	opioid	prescriptions	are	dispensed.
	 A)	1,000,000
	 B)	350,000
	 C)	888,000
	 D)	650,000

2)	Which	one	of	the	following	percentages	from	 
Podiatry Management’s	35th	annual	survey	on	the	
amount	of	oral	analgesic	prescriptions	written	is	true?
	 A)	Percocet®—22%
	 B)	Norco®—13%
	 C)	Ultram®—4%
	 D)	Hydrocodone—28%

3)	Reflecting	on	the	four	strategies	addressing	the	 
opioid	epidemic,	which	strategy	does	the	podiatric	
medical	physician	have	direct	influence	over?
	 A)	restricting	the	lawful	supply	of	opioids
	 B)	reducing	demand
	 C)	influencing	prescribing	practices
	 D)	reducing	harm

4)	The	White	House	Office	of	National	Drug	Control	 
Policy	recommended	the	use	of	prescription	drug	 
monitoring	programs	to	reduce	abuse	in	_____.
	 A)	2016
	 B)	2012
	 C)	2011
	 D)	2013

5)	Reflecting	on	the	prescriber’s	role	to	improve	opioid	
prescription	writing	strategy,	which	statement	is	FALSE?
	 A)	Enforce	a	strict	refill	policy	and	guidelines	on	lost	

prescriptions.
	 B)	Adhere	to	strict	policies	regarding	prescribing.
	 C)	Safeguard	license	and	DEA	numbers	and	only	uti-

lize	them	as	required	by	state	law.
	 D)	Give	unlimited	refills	on	Schedule	II	Narcotics

6)	According	to	Figure	1,	a	podiatric	physician	is	con-
sidering	opioid	rotation	using	morphine	equivalents	to	
switch	oxycodone	20	mg	to	hydrocodone.	What	would	
be	the	hydrocodone	dose?
	 A)	Hydrocodone—10	mg

CME eXaMination
See anSweR Sheet On Page 169.

Continued on page 168
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	 B)	Hydrocodone—20	mg
	 C)	Hydrocodone—30	mg
	 D)	Hydrocodone—54	mg

7)	Reflecting	on	Kim	et	al.,	investigation	of	hallux	
valgus	deformities	of	patients	who	received	local	
infiltration	of	a	test	solution:	Which	product	was	not	
part	of	the	test	solution?
	 A)	Lidocaine
	 B)	Morphine
	 C)	Ketorolac
	 D)	Epinephrine

8)	There	are	a	number	of	screening	tools	that	have	
been	developed	specifically	to	screen	for	risk	of	opioid	
misuse	in	the	context	of	chronic	pain	treatment	and	
that	have	been	demonstrated	to	have	predictive	value.	
Identify	which	tool(s)	may	be	helpful	in	determining	
relative	risk	in	addition	to	the	medical	history.
	 A)	Opioid	Risk	Tools
	 B)	Diagnosis,	Intractability,	Risk,	Efficacy
	 C)	The	Screener	and	Opioid	Assessment	for	 

Patients	with	Pain-Revised
	 D)	all	of	the	above	tools	are	used	in	determining	

risk	in	addiction

9)	The	acronym	“RIGHTT”	relates	to	symptoms	the	
patient	may	experience	prior	to	sleep	apnea	diagno-
sis	and	treatment.	Match	the	“Letter”	with	its	 
corresponding	correct	word	meaning.
	 A)	“R”—Rate	of	adverse	event
	 B)	“G”—Getting	rid	of	pain
	 C)	“H”—Halting	Opioids
	 D)	“I”—Interviewing	family	members

10)	Reflecting	on	the	podiatric	prescriber’s	role	to	
improve	opioid	prescription	writing	strategy,	which	
statement	is	true?
	 A)	Take	caution	in	the	manner	that	prescriptions	

are	written	or	dispensed.
	 B)	Limit	the	number	of	pills	prescribed.
	 C)	Write	out	the	number	of	pills	prescribed	(“ten”	

instead	of	“10”).
	 D)	All	the	above	strategies	are	true
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Medical education lesson evaluation

    strongly        strongly 
 agree Agree neutral Disagree disagree
 [5] [4]  [3]   [2]   [1]  

1) this CME  lesson was helpful to my practice ____

2) the educational objectives were accomplished ____

3) i will apply the knowledge  i learned from this lesson ____

4) i  will makes changes in my practice behavior based on this 
lesson ____

5) this lesson presented quality information with adequate  
current references ____

6) What overall grade would you assign this lesson?
A B C D

How long did it take you to complete this lesson? 

______hour ______minutes 

What topics would you like to see in future CME lessons ? 
Please list :

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

__________________________________________________

 1. a B c d

 2. a B c d

 3. a B c d

 4. a B c d

 5. a B c d

 6. a B c d

 7. a B c d

 8. a B c d

 9. a B c d

 10. a B c d

circle:

eXaM #5/18
opioid Prescribing: Podiatric implications

(R. Smith)

this CME activity is free from commercial biases and is under the overall 
management of Podiatry Management Magazine.


