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John: I am John Hagan. I am a faculty member of the UND school of Medicine and I 
supervise and deliver care at the Department of Corrections. I also teach at the UND CFM 
Residency.

I am here today to discuss a subject of real importance. Opiate prescribing has ballooned in 
the last decade, and now the bubble has burst. In the aftermath, patients with chronic pain 
still require treatment, and treatment may still include opiates and other potentially 
addictive medications.



You are a provider in a primary care or 
subspecialty practice

Our patients are young and old, from all walks of life, in all different stages of fitness and 
health. They rarely have a single medical issue. They more often have multiple chronic 
medical problems
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You treat patients who have chronic 
pain

Pain is a cardinal symptom of many different diagnoses. It may be the result of surgery, 
trauma, or degenerative diseases. 10 to 55 percent of US patients report chronic pain, 
depending on the population studied and the severity of pain. Up to 20 percent of patients 
may still be taking opiate medications 6 months after surgery (Schneiderhan et al 2017). 
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Our patients demand pain relief. 

Patients in the current day expect prompt and total pain relief. They have been taught to 
rate pain by number, and to set for themselves the level they find acceptable. Remember 
the ‘patient’s bill of rights’ and ‘ the decade of pain control’?  Our patients feel that they 
are entitled to pain relief. Frankly, they expect us to cure them. 
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Our goal is to relieve pain without 
being played.

VS

Suckered

Sued

Sanctioned

As health care providers, we wish to heal illness, and relive suffering. Unfortunately some 
people use this to their advantage. We all wish to avoid being suckered, sued or 
sanctioned. 
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Set ground rules and expectations to 
ensure success!

The essential feature of successful chronic pain management is ensuring that you and the 
patient have the same expectations. Create  a systematic, repeatable and relatable 
approach to pain management that is understood by you, your patient and your staff.

6



Determine why 
your patient is 
asking you to 

prescribe opiates.

Consider the 
differential 
diagnosis…

The three P’s!

Listen to your patient. When your patient says to you , “ I want you to prescribe pain meds, 
or more pain meds, consider creating a differential diagnosis as to why. QUESTION:  “What 
are some reasons patients ask us to prescribe pain medications, particularly opiates?”  
ANSWER:  1. To relieve pain  2. To feed ongoing substance use disorder  3. To divert for 
personal profit. Think of the three P’s:  Pain, pleasure, profit. 
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Determine why 
your patient is 
asking you to 

prescribe opiates.

Pain

Pleasure

Profit

Listen to your patient. When your patient says to you , “ I want you to prescribe pain meds, 
or more pain meds, consider creating a differential diagnosis as to why. QUESTION:  “What 
are some reasons patients ask us to prescribe pain medications, particularly opiates?”  
ANSWER:  1. To relieve pain  2. To feed ongoing substance use disorder  3. To divert for 
personal profit. Think of the three P’s:  Pain, pleasure, profit. 
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The goal of 
patients in pain is 

relief.

The patient in pain craves relief. When physical therapy, occupational therapy, muscle 
relaxers, neuromodulators and antidepressants don’t cut it, you may need to consider 
opiate therapy.
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Pain may be a cardinal symptom.

Pain is ubiquitous in the population. It is often a sign of illness, injury or overuse. Most 
experts consider pain lasting more then 12 weeks chronic rather than acute. Chronic pain 
may well outlast the initial pain generating incident. 
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Many patients believe they can and 
should live pain free.

The primary goal of caring 
for the patient with chronic 
pain is not the elimination of 
pain but the improvement of 
function. 
(Schneiderhan et al, 2017)

This is an unrealistic expectation. Your odds of helping your patient to improve their quality 
of life are much greater if this is clearly communicated early on. “A shift in therapeutic 
objective from pain elimination to functional improvement will be frequently challenged by 
patients… Pain cannot be measured, but the substantial effects of chronic pain on sleep 
quality, work and home role disability, and social connectivity are more readily 
measurable.” (Schneiderhan et al, 2017) Objective tools do exist. Focus on improving 
function moves the target from pharmacologic analgesia to obtainable goals. 
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Chronic pain patients can exhaust the 
compassion of medical staff.

52 percent of patients with chronic pain are treated by primary care. Very few chronic pain 
patients are treated by pain specialists. This is because at the current time, there are 
28,500 chronic pain patients for every pain specialist in the US. This means that chronic 
pain patients will be in your primary care or specialty clinic. (IOM, 2012)
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The goal of 
patients with 

opioid use 
disorder is to feed 

their addiction.

A patient with an opioid use disorder most often has two goals. The first is to achieve 
euphoria. The second goal is to stem the drug craving and physical discomfort that comes 
about 12 hours after the last dose of a short acting opiate. Heroin users feel best with one 
to two doses of drug each day. Oxycodone users need multiple doses daily, as well. 
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Why do people do drugs?

It turns out, they like them!  Intoxicants, substances that alter sensorium, have been in use 
throughout recorded history. Opiates induce intense analgesia and euphoria. These 
sensations can trigger the brain’s reward pathway.  
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Genetic factors contribute to the 
development of addiction.

Genetics Environment Opiate Use 
Disorder 
(OUD)

Specific genes have been associated with alcohol dependence, opioid addiction and 
cocaine addiction. Opioids produce predominantly euphoric effects in those who become 
addicted, and mostly sedative effects in those who do not. This information is not meant to 
downplay the importance of environment on the development and maintenance of 
addiction.  While addiction is characterized by a lack of control over drug use, initiation of 
drug use is voluntary. 
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Patients with OUDs will break laws to 
get the drug they crave.

Heroin craving and withdrawal can begin in as little as 12 hours. Cocaine’s effects wear out 
in less than an hour. Methamphetamines effects last 4 to 8 hours. (ASAM Handbook, 2016). 
For opiate addicts, the loss of the euphoric sense and the onset of craving and physical 
discomfort are powerful motivators to obtain more drug immediately.  Within weeks of 
onset of use, criminal behavior begins. Theft, distribution and prostitution are nearly 
universal behaviors.
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The goal of 
predatory 

entrepreneurs is to 
obtain drugs to sell 

for profit.

Individuals who do not themselves use opiates, but sell them to others, are taking 
advantage of a lucrative market.  Patients with opiate use disorder are faithful consumers. 
Amway would kill for this kind of customer loyalty. 
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With great risk comes great reward.

$150 - $200 
per customer 
per day.

A single dose of heroin (100 mg) costs about $15-20 dollars. An established heroin user can 
expect to spend $150 to $200 dollars each day. (OSAM 2013, accessed 04/10/2018)
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Patients with Opiate Use Disorder are 
desperate and vulnerable.

These individuals work hard, seven days a week to feed their need. No days off, no 
weekends, no holidays. Oxycontin and oxycodone tablets are more expensive than heroin. 
Costs for oxycodone in the Bismarck area remain at about $1 per milligram. This makes 60 
tablet of 20 mg oxycodone worth $1200 dollars.  A predatory entrepreneur can make 
hundreds of dollars daily, and often employs multiple individuals who approach clinics and 
emergency departments on a rotating basis. 
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For profit dealers are death 
merchants.

As patients with opiate use disorder become tolerant to the drug’s euphoric effects and 
their craving continues, the therapeutic dose approaches the lethal dose. Patients with 
opiate use disorder eventually find that the euphoric dose they crave is only a few breaths 
and a few heartbeats away from a fatal dose. In 2015, opioid-involved drug overdoses 
accounted for 33 091 deaths, approximately half involving prescription opioids. 
(Schuchat et al 2017)
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Develop a pain 
treatment 

program tailored 
to both your 

patient and your 
practice.

Your goal is to create a shared plan that is acceptable to you and your patient. If you cannot 
agree to a plan, you should not engage. Remember the differential diagnosis you have 
developed regarding your patient. Your plan should treat pain, recognize and appropriately 
refer and treat substance use disorder, and avoid feeding the business of anti social 
sociopaths. 
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Investigate fully 
the medical 

condition 
generating pain.

As a provider embarking on developing a plan to treat a patient with chronic pain, it is 
essential that you fully understand the origin and nature of the discomfort. How did it 
begin? What is the patient feeling?  How does it affect the patients daily functioning?  

22



Obtain a detailed H&P for pain, injury, 
and past treatments

You must establish a clear cause of their pain and ensure that there are no acute 
interventions that would be of benefit. What do they think caused their problem? How do 
they describe their pain? What diagnostic studies have they had in the past? What were 
the results? What therapy or medication has helped in the past? What hasn't? All of these 
investigative questions will help determine what treatment options are best for the patient.
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Explore mental health, substance use 
disorders, justice involvement history

Risk stratification is a huge component of responsibly prescribing controlled 
substances. Family or personal history of substance abuse, history of sexual abuse and 
psychiatric conditions such as ADD, OCD, bipolar disorder and schizophrenia all predict 
increased risk of both abuse and diversion.
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Investigate past  plan adherence and  
dismissal from other practices

You should request previous records. Every time. If someone has been fired in the past, 
red flags should go up. Recurrent offenders are likely not appropriate for a primary care 
setting.
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Predict the 
probability of drug 

misuse.

A number of risk prediction tools that have been prospectively validated exist in the 
literature and on the internet. 
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Opiate abuse risk prediction tools are 
essential equipment.

There are evidence based tools that can help you determine what risk classification your 
patient falls into. These tools often take age, sex, substance abuse history, and 
psychological wellness into account. The best established tool is the Opiate Risk Tool, 
created and prospectively validated by LR Webster (Webster LR 2005)
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Calculate MME of patients already 
using opioids at inception.

Morphine milligram equivalents are the comparison of potency of different types of 
opiates. 
Dosages above 50 MME/day have 2x the risk for overdose compared to doses kept at less 
than 20 MMEs.
The CDC currently recommends carefully justifying or avoiding amounts over 90 MMEs per 
day.
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Investigate justice involvement and ND 
PDMP

You should check prior to prescribing, every time. Most pain contracts will demand that 
patients get all of their controlled substances from a single provider. Suspicious behavior 
noted on the PDMP may be a contract violation. 
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Create a plan you 
and your patient 

are both 
comfortable with, 

sensitive to the 
data you have 

gathered

Not everyone that you screen is appropriate for your clinic. Refer patients with high doses 
of meds, co-occurring mental health disorders and a history of non-adherence to the 
appropriate specialist. 
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Your plan must be informed by 
predicted risk of misuse. 

If someone qualifies as higher risk, extra precautions may be necessary. It is appropriate to 
request that they be evaluated by an addiction councilor.
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Demand willingness to utilize non-
narcotic modalities in parallel

NSAIDs, muscle relaxants, baclofen, neuropathic pain agents, anti-depressant and topical 
pain agents should be used in tandem with opiate therapy. Pharmaceutical therapy should 
be accompanied by a therapy program. Always keep modalities such as injections as a 
possibility. 
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High risk for misuse or known severe 
mental illness or any SUD mandates 

co-management or transfer.

When you identify an illness best treated by a specialist, refer your patient, just as you 
would for any other medical diagnosis. 
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Know when to 
refer your patient 

to a specialist. 
(Don’t get in over 

your head!)

Do not wander outside of your comfort zone when managing chronic pain. 
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Utilize structured 
visits and 

reassessments to 
adjust care plan

Patients with a chronic pain contract should be seen every 3 months. The plan should be 
re-evalauted and updated at each visit.
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Structured UDT plan is mandatory; 
compliance without question or 

excuse.

Urine drug screens play a key role in determining compliance with the prescribed 
medication. Choose a randomization system for your practice and stick to it.
Know the metabolites of the drugs you are prescribing. It is not uncommon for someone to 
get fired from a contract for having appropriate break down products in their urine. If 
there is question, draw blood. Don’t forget to be on the lookout for missing substances or 
metabolites in the patient’s urine, as well (McDonnell et al 2016)
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Visit schedule is determined by you. 

Frequently missed appointments or excuses should make you cautious. 
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Provide short non-refillable scripts. 
CHECK PDMP EVERY TIME YOU WRITE!

1.

2.

Prescribing a 28 day prescription prevents refill dates from landing on the weekend when 
your clinic might be closed. Save yourself this headache.
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Diligence keeps 
you and your 
patient safe.

This patient population is tough to manage well. They will demand your time and effort. 
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Increasing MME may exceed your 
threshold for safe management.

You may have set a predetermined threshold for your patient at the inception of care. You 
may hold a maximum safe MME number for your clinic. Calculate the MME every time. 
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Aberrant behavior increases risk 
category

Don't be afraid to re-stratify someone's risk. 
If you start to develop concern for a substance abuse issue, don’t be afraid to recommend 
they be evaluated by a LAC. 
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Don’t ignore UDT misses, skipped
appts, multiple providers, aberrant 

activity on PDMP

Ignoring high risk behavior puts your medical license at risk. Remember the new ND Board 
of Medicine rules. If you become aware of aberrant behavior, pulling a PDMP report, 
reviewing it and noting this action in your record is mandatory. 
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Know when to 
refer and transfer.

Complex patients and patients with substance use disorders are deserving of specialty care. 
Co-manage or refer. 
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MME requirement above your 
predetermined maximum signals need 

for referral to pain specialist.

Decide what you are comfortable with and don't let yourself get pushed around. The risk of 
serious adverse effects increases along with increases in MMEs.
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Patients meeting SUD criteria MUST be 
assessed by addiction medicine 
specialist or psychiatric provider.

Make this a rule without exceptions. It is in your patient's best interest and the whole goal 
is to help the patient improve their quality of life. Opiate use disorder is a treatable disease. 
The ongoing prescription of short term opiates in this setting is contraindicated. 
Compassion for your patient demands a referral to an addiction screening and treatment 
program. 
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Co-manage serious mental illness with 
psychiatry.

A history of ADD, OCD, Bipolar, schizophrenia and depression increase a patients risk 
classification. Be sure they have access to all the resources they need to optimize their 
outcomes. In justice involved patients, the overlap between serious mental illness and 
substance use disorder is 70%. 
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Diverting medications is an illegal act 
in which you should not participate!

Individuals who divert medications for profit are antisocial and sociopathic. They facilitate 
opioid use disorders and overdose. You have specific responsibilities under state law to 
check the PDMP. Remember, an individual with negative urine tests who is not using 
opiates personally but is diverting them will not withdraw. Stop feeding this industry 
immediately. 
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Our patients demand pain relief. 

So, if your practice includes patients with chronic pain that you manage, 
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Our goal is to relieve pain without 
being played.

VS

Suckered

Sued

Sanctioned

And you wish to treat patients with compassion while avoiding getting suckered, sued or 
sanctioned, 
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Set ground rules and expectations to 
ensure success!

Set rules for your self and your patient. AND FOLLOW THEM!
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John J. Hagan, MD
jjhagan@nd.gov

John J. Hagan, MD

jjhagan@nd.gov
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