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Overview

Fatal opioid overdose is at epidemic levels

Opioid overdose death is largely preventable
• Inappropriate prescribing and use of Rx drugs can 

be reduced w/o increasing pain
• Effective treatment exists
• Reversal easily accomplished w/ naloxone

Law, regulation, policy and administrative inertia can 
make problem better – or worse



Background: Pain

• Pain is most common cause of disability in US
• ~100 million Americans suffer chronic pain
• 25% had back pain that lasted 24h+ in past 3 mo

• Knee pain: 20%; Neck pain: 14% 
• Costs $~600 billion annually



Pain-related inequities

• In US, women report higher rates of pain than 
men

• Hispanic and Latino Americans 22% less likely to 
be prescribed opioid analgesics than Whites; 
African-Americans 29% less likely

• Lower-income Americans more likely to be 
injured OTJ, and less likely to be insured



Role of Opioids

• Opioids can be beneficial for some post-surgical pain,  
cancer pain, HIV pain, palliative care

• Extremely useful for treatment of opioid addiction

• Limited, no, or negative evidence for opioid therapy for 
chronic back pain, osteoarthritis, rheumatoid arthritis, 
chronic non-cancer pain, headache, fibromyalgia

• Opioids simply do not provide better relief than non-
opioid therapy for most chronic and some acute pain





More opioids = More opioid OD





It’s not working



It’s not working



Not good



Not good
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Does law matter?

Yes, but it’s complicated.



Does law matter?



Reduce 
improper 

prescribing

Treat 
SUD/Addiction

Improve 
access to 

overdose care

• Prescriber and 
dispenser education

• Insurance changes
• Professional 
regulation

• PDMPs?                         
• Prescribing 
guidelines?

• Marketing 
restrictions

• Maybe put some 
execs in jail?

• Naloxone access 
laws

• Good Samaritan 
911 laws

• Community 
education

• Reduce naloxone 
cost

• OTC naloxone?

• Increased $ and 
insurance coverage 
for evidence-based 
treatment and non-
opioid pain therapy

• Ban ineffective 
“treatment”

• Increase number of 
adx/mh providers

• Stop arresting 
patients

• Expand 
medicaid/parity 
reqs

Policy Intervention Continuum



Prescription Monitoring Programs 
(PDMPs)



PDMP Logic Model

1. Create and populate database
2. ???????
3. Overdose deaths go down



PDMP Logic Model

Lots of talk about #1 – the mechanical 
aspects of PDMP operation

But the important stuff happens in # 2

And the goal is (or should be) #3



General PDMP thoughts

• Evidence of efficacy mixed

• Modern PDMPs w/ mandatory access provisions likely have 
modest positive effect, particularly on outliers

• Just getting providers to check not enough

• Docs need to know what do to, be empowered and 
incentivized to do it

• Need to re-frame as overdose prevention tools

• Including permitting data to be used for PH surveillance and 
response



General PDMP thoughts

• By the time a PDMP can be useful as a clinical tool, 
the best chance for intervention has passed

• Everything we know is telling us that the most important 
decision is the initial opioid Rx

• Need evidence-based tx, easy way to link people to it



23

Increased access to 
methadone and 
buprenorphine associated 
with a nearly 50% 
reduction in heroin 
overdose deaths 
(Schwartz et al., 2013)

MAT works



• 20.2 million adults with a SUD in the U.S. 
– Fewer than 12% are receiving treatment

• 23% of adults with an SUD are covered by 
Medicaid 

• 1.2 million Americans with SUD gained 
coverage under Medicaid expansion

• Medicaid is the single largest source of 
insurance coverage for SUD treatment

Medicaid works



States where Medicaid covers >30% of SUD Tx

Medicaid works

“Thank God we 
expanded Medicaid 
because that money 
is helping rehab 
people.”



The ACA is a good thing

• Mental Health Parity and Addiction Equity Act 
requires MH/SUD services on same basis as 
medical/surgical services

• ACA expands requirements to Medicaid MCOs, 
Medicaid ABPs, CHIP, Medicare, individual 
market plans, many employer plans 
• But lack of compliance is widespread



Naloxone access laws

47 states + DC have modified law to increase access to 
naloxone in at least one of several ways:

• Permit prescriptions to third parties
• Permit prescription and dispensing by standing or 

protocol order
• Provide civil and professional immunity to prescribers, 

dispensers, and administrators
• Permit lay dispensing and administration
• Provide protections for Good Samaritans who report 

overdose
• Expand first responder scope of practice to include 

naloxone



Overdose Good Sam laws

• Encourage bystanders to call 911 in 
overdose by providing limited protection 
from arrest/prosecution

• 38 states have passed laws
• Lots of variation between states
• Knowledge and enforcement often lacking
• Swimming upstream against prohibition



Naloxone/Good Sam laws work



Direct practice regulation

• State medical board model is 
demonstrably ineffective in some states

• State legislatures can, will, and are 
mandating improved CS stewardship



Pain clinic laws probably work



Pain clinic laws



State Prescribing limits?

Enacted
• DE: 100 MME dosage limit/31 days (24 Del. Admin. 

Code CSA 4.7)
• MA: Most 1st scripts limited to 7 days (HB 4056)
• ME: 100 MME/day limit; 30/7 day supply (22 MRSA 

§ 7246eff. 1/1/17)
• NH: “Lowest effective dose” for acute pain
• NY: 7 day 1st script limit; 30 day limit (NY Pub. 

Health 3331)
• TN: 30 day limit (Tenn. Code Ann. § 53-11-308(e))
• VT: Health Comm’r to adopt rules after 

consultation, may include number, time, and max 
MME limits (18 V.S.A. § 53-11-308(e))



Direct practice regulation

Many states also:

• Impose non day/dose limits or non-binding 
recommendations

• Require or recommend referral to or consult 
with pain specialist

• No evidence for these interventions



Mandatory take-back progams

• Eight municipalities now require industry to 
pay for take-back programs

• Recently upheld in 9th Cir. (Pharmaceutical 
Research and Manufacturers of America v. 
County of Alameda)

• Under consideration in several large counties

• No evidence for these interventions



Law contributes to inequities

• Addiction still largely viewed as criminal 
justice problem

• POC more likely than whites to be arrested 
and convicted for drug crimes

• Criminalization of pregnant women who use 
drugs

• African-American and Hispanic Americans 
less likely to complete drug tx



Arresting PWUD is bad policy



Wrapup

• Untreated pain is a serious problem, but 
opioids are often not the appropriate solution

• Increased access to naloxone and evidence-
based care needed

• No magic bullets – coordinated, evidence-
based approaches are necessary

• We don’t always know what works, but we 
know what doesn’t, and we should stop doing 
it



Questions?

Corey Davis, JD, MSPH, EMT-B
cdavis@networkforphl.org


