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subjective task of figuring out if our 
patients are addicted to their pain 
medications or are truly in pain.
 The Centers for Disease Control 
and Prevention recently published a 
study looking at the risk factors for 
patients on acute opioids to convert 
to chronic use1. Researchers took a 
random sample of patient records 
from 2006–2015 from the IMS Life-
link+ database, which aggregated 
insurance information. They looked 

at data from patients 
18 years or older who 
had been prescribed 
at least one opioid 
dur ing the s tudy 
period. Using Ka-
plan-Meier survivor 
statistics, they found 
almost 1.3 million 
people who met their 
inclusion criteria and 
determined the fol-
lowing results of peo-
ple who continued 
opioid therapy for 
greater than one year:
	 •	 More	 likely	 to	
be a female, older, 
and have a pain di-
agnosis before opioid 
initiation.

	 •	Of	those	prescribed	at	least	one	
day of opioids, the probability of con-
tinued use at one year was 6.0% and 
at three years was 2.9%.
	 •	Median	time	to	discontinuation	
was seven days.
	 •	 The	 largest	 increases	 in	 prob-
ability of continued use was noted 
when: the first prescription exceeded 
10 or 30 days, the patient received a 
third prescription, or when the cu-
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In most practices, there’s a 
tight race between opioids and 
antibiotics as your most com-
mon prescriptions. Obviously, 
each one has its own issues, 

but pound for pound, you probably 
spend more of your 
time worrying about 
opioid complications 
than antibiotics. If we 
get past the allergic 
response, diarrhea, 
and pseudomembra-
nous colitis, antibiot-
ics aren’t that big a 
deal. But opioids are.
 We are being a 
little facetious here. 
Clearly, we have to 
be worried about the 
potential complica-
tions associated with 
antibiotics. However, 
prescribing opioids 
presents its own dif-
ficulties. For those of 
us prescribing these 
medications, the real problem comes 
in balancing between prescribing for 
legitimate patients versus those seek-
ing pain medications due to addic-
tion.
 If physicians had a reliable way 
to “read” our patients for the pres-
ence of opioid addiction, it would 
give us the ability to make decisions, 
which we currently lack today. For 
example, if you prescribe hydroco-
done for a patient who underwent 

surgery, and he becomes addicted to 
this medication, then you might have 
repaired the acute issue that required 
the surgery, but would have created 
a new long-term medical problem. 
Although unintentional, this result 
is clearly not following the dictum 
of primum non nocere, first, do no 
harm. On the other hand, denying a 
patient in legitimate pain needlessly 
prolongs suffering.
 If we somehow had a test—say a 

blood test that determined a patient’s 
opioid addiction level—we would 
have the ability to do a number of 
things: decline a prescription, alert 
pharmacies, speak with the primary 
care physician, begin a referral for 
addiction treatment, or work to pre-
vent overdose and potentially death. 
A physician could choose to do all 
or some of these things. Of course, 
we don’t have the luxury of such a 
test. We are then left with the highly 
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opioids for acute pain for periods less 
than seven days (ideally less than 
three days) and to be highly cautious 
when prescribing for greater than this 
period as prescribing more than one 
week’s worth of opioids doubles the 
chances of continued use at one year.
 Although you can understand 
the significance of these findings and 
the recommendations to minimize 
the dose and time-frame of opioids, 
you’ll probably find yourself in the 
bind of having to prescribe pain med-
ications for longer time-frames than 
recommended here. Foot and ankle 
surgery may be painful for some pa-
tients, often requiring more than a 
week’s worth of opioids. Pre-emptive 
analgesia with pre-operative regional 
blockade is helpful but does not elim-
inate the issue. National guidelines 
such as those established by pain 
physicians2 are often helpful. Howev-
er, they don’t help us identify which 
of those patients are malingering and 

mulative dose exceeded 700 mg of 
morphine equivalents.
	 •	 Prescribing	 long-acting	 opioids	
and tramadol at initial treatment also 

led to significantly higher continued 
use at one and three years.
 The authors concluded that one 
day of opioid did not increase the 
risk of long-term use, but the great-
est risk of continued opioid use was 
noted if the initial prescription was 
greater than eight days (13.5%) and 
greater than one month (29.9%). 
They also found that one in seven 
patients who received a refill or had 

a second opioid prescription was on 
this medication one year later.
 “One day of opioid did not in-
crease the risk of long term use, but 
the greatest risk of continued opi-
oid use was noted if the initial pre-

scription was greater than eight days 
(13.5%) and greater than one month 
(29.9%). One in seven (14%) pa-
tients who received an opioid refill 
or had a second opioid prescription 
were on this medication one year 
later. Prescribing greater than one 
week’s worth of opioids doubles 
the chances of continued use at one 
year.”
 They recommended prescribing 

One in seven patients who received a refill 
or had a second opioid prescription was on this 

medication one year later.
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which are legitimate. Unfortunately, 
there’s no final answer on this.
 Here are a few hints from the 
literature to help determine and/or 
recognize a patient’s opioid abuse:

Risk Factors for Opioid Abuse

	 •	 History of psychiatric disease 
such as mood disorder, depression, 
and psychosocial problems3 increase 
the risk of dependence.

	 •	History of prior substance use 
disorder3 also increases the risk of 
dependence.

	 •	 Concurrent use of other rec-
reational drugs (ex. cocaine) is as-
sociated with opioid dependence.4 
Check urine drug tests (UDT) for this 
phenomenon.

	 •	Notice	the	3	Cs	of	addiction5:
 – Loss of Control—Reports lost or 
stolen Rx, calls for early refills, seeking 
opioids from other sources, physical 
signs of withdrawal at appointments.
 – Craving—Repeated requests for 
increased doses, increased pain despite 
non-progression of disease, dismissive 
comments about non-opioid treatments.
 – Consequences (patient suffers 

negative effects but continues to 
use)—Somnolence, decreased activity 
or function.

 Striking the balance between un-
der-prescribing (and leaving our pa-
tients in pain) and over-prescribing 
(contributing to addiction) is one of 

the most difficult parts of medical 
care. Hopefully, future research will 
improve our predictive ability, but 
until then, let’s hope these sugges-
tions help out, if only a little. PM
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