AMERICAN ACADEMY OF FAMILY PHYSICIANS
PAIN MANAGEMENT AND OPIOID ABUSE:
A Public Health Concern

Position Paper
EXECUTIVE SUMMARY

Statement of current status

Chronic nonmalignant pain is a health care condition that affects a significant number of Americans and
is associated with significant morbidity. In addition to the physical discomfort, chronic pain causes
significant work absenteeism, family disruption, and impairment of normal activities of daily living,
resulting in secondary depression, social isolation, and low self-esteem among other consequences. As a
result, chronic pain represents a significant public health issue with tremendous economic, social, and
medical costs.

There has been a significant increase in the use of opioid analgesics for pain control. There is a
corresponding growth in the rate of abuse, misuse, and overdose of these drugs.

Through advocacy, collaboration, and education, the American Academy of Family Physicians (AAFP) has
been and is actively working toward a solution to America’s pain management and opioid abuse
epidemics.

The Food and Drug Administration (FDA) has tasked various stakeholders with developing a risk
evaluation and mitigation strategy (REMS) to focus on the problem of misuse of long-acting and
extended-release opioids. This process will include continuing medical education (CME) for prescribers.
Congress has also proposed that this CME be made part of a mandatory requirement for Drug
Enforcement Administration (DEA) certification and prescribing authority.

Many states have adopted model medical board prescribing policies, institution of prescription
monitoring programs, guidelines about documentation requirements, and other measures.

Family physicians and other primary care clinicians play a vital role in effective pain management,
including prescribing opioid analgesics. The creation of additional prescribing barriers for primary care

physicians would limit patient access when there is a legitimate need for pain relief.

Recommendations

The AAFP remains dedicated to finding solutions to the crises of pain management care and opioid
abuse. Some of the major recommendations follow:

Advocacy
e The AAFP urges all states to obtain physician input when considering pain management
regulation and legislation.
e The AAFP urges all states to implement prescription drug monitoring programs and the
interstate exchange of registry information as called for under the National All Schedules
Prescription Electronic Reporting (NASPER) Act of 2005.



e The AAFP opposes mandated CME as a prerequisite to DEA or other licensure due to the
limitations on patient access to legitimate pain management needs that may occur.

e The AAFP strongly advocates increased national funding to support research into evidence-
based strategies for optimal pain management and their incorporation into the patient-centered
medical home model.

e The AAFP urges all payers to recognize the increased visit requirements to perform the proper
assessment and treatment of patients with chronic pain and calls for the appropriate payment
for those services.

Clinical
e The AAFP views the goal of pain management to be primarily improvement and maintenance of
function.
e The AAFP urges family physicians to individualize therapy based on review of the patient’s
potential risks, benefits, side effects, and functional assessments, and to monitor ongoing
therapy accordingly.

Continuing education for family physicians
e The AAFP supports development of evidence-based physician education to ensure the safest
and most effective use of long-acting and extended-release opioids, and to reduce the problem
of opioid abuse.

Collaboration with other organizations

e The AAFP is hopeful to collaborate with The Partnership at Drugfree.org (formerly Partnership
for a Drug-Free America) on projects aimed at patients and patient education .

e The AAFP will continue to work with appropriate government agencies, including the FDA, to
ensure policies are in place to allow effective and safe opioid prescribing by family physicians for
patients in their pain management programs. One such project is the FDA’s Safe Use Initiative.

e The AAFP will form or join a coalition of medical organizations to address opioid management
and abuse in a coordinated manner.

o The AAFP will work closely with its chapters to synergize efforts to assist members with opioid
management and abuse.

INTRODUCTION

Chronic nonmalignant pain is a health care condition that affects a significant number of Americans and
is associated with significant morbidity. In addition to the physical discomfort, chronic pain causes
significant work absenteeism, family disruption, and impairment of normal activities of daily living,
resulting in secondary depression, social isolation, and low self-esteem among other consequences. As a
result, chronic pain represents a substantial public health issue with tremendous economic, social, and
medical costs. To address this issue, the American Academy of Family Physicians (AAFP) and other
subspecialties have focused efforts on the improved function of patients with chronic pain.

Multiple modalities have been developed for the management of chronic pain, including procedural
modalities; pharmacologic modalities; and adjunctive methods, such as acupuncture and relaxation
training. Within the subset of pharmacologic modalities, there has been a rapid expansion in the
prescribing of short-acting and long-acting opioids. Underlying the use of all of these and other
modalities is the finding that there are few evidence-based guidelines regarding their use and efficacy.
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As outlined below, the vast majority of patients with chronic pain initially consult their primary care
physicians for treatment. The treatment strategy may ultimately involve subspecialists from various
fields, but it is most often the primary care physician’s responsibility to coordinate and manage that
care, including the possible provision of opioid pain relievers. In view of the central role that family
physicians play in the management of chronic nonmalignant pain, the AAFP has prepared the following
background and recommendations for current activities and future efforts on this topic.

BACKGROUND

At its July 20-23, 2011, meeting, the AAFP Board of Directors (BOD) considered a report regarding the
Food and Drug Administration (FDA) requirements on opioids and the crises of opiate abuse and pain
management. It also prepared BOD Report O for the 2011 Congress of Delegates, regarding the
increasing public health crisis involving prescription drug abuse, as well as another crisis in the under
treatment of patients with pain. [1] The AAFP has been active for some time in addressing these issues
in the area of opioid abuse and pain management, and now, further addressing these topics as critical
public health concerns. The BOD tasked the Commission on Health of the Public and Science to develop
a comprehensive strategy for pain management and public health.

Over the past two decades, family physicians have recognized that there has been an increased
emphasis on the recognition of pain and the lack of adequate pain care. The U.S. Congress, in response
to the efforts of various advocacy groups, declared the Decade of Pain Control and Research, beginning
on January 1, 2001, to address the issue. [2] Numerous professional organizations, including the
American Academy of Pain Medicine, the American Pain Society, the American Headache Society, and
others, were founded to improve pain care, increase research into pain and its management, and
improve the training of physicians who manage pain. [3] The amount of research devoted to pain has
grown significantly; the number of articles published with the keyword pain increased from
approximately 30,000 between 1970 and 1979 to over 100,000 between 1990 and 1999. [4] In response
to this attention, Congress again responded with the introduction of the National Pain Care Policy Act of
20009. This act called for the establishment of an Institute of Medicine (IOM) conference on pain care,
promoted pain care research and the education of health care professionals, promoted a public
awareness campaign, and called for the coordination of those efforts under the Department of Health
and Human Services. [5] In response to that directive, the IOM produced its report, Relieving Pain in
America, which called for a population-based strategy for reducing pain and its consequences, improved
data collection about pain, improved educational opportunities for pain assessment and management in
primary care, and improved collaboration between primary care physicians and subspecialists regarding
pain patients. [6]

Concurrent with the increased emphasis on pain management has been a significant increase in the
number of prescriptions written for opioid pain relievers. According to government statistics, sales of
opioid pain relievers quadrupled between 1999 and 2010. [7] Enough opioid pain relievers were
prescribed in 2010 to medicate every American adult with a dose of 5 mg of hydrocodone every 4 hours
for 1 month. [7] It is estimated that 60 million Americans have some type of chronic nonmalignant pain.
[8, 9] In spite of the large numbers of opioid pain relievers prescribed, it is estimated that 40% of
patients with chronic pain do not to achieve adequate pain relief. [8, 10] The annual cost associated with
all types of pain, both direct and indirect costs, is estimated to be in the range of $560 to $635 billion
annually in the United States. [11]
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In spite of the large number of prescriptions written for opioid pain relievers, significant disparities exist
in the prescribing of those drugs. Various studies have indicated significant differences in analgesic
administration; factors influencing prescribing practices include race/ethnicity in emergency pain care,
[12, 13] chronic nonmalignant pain, [14, 15, and 16] and older adults with chronic pain. [17, 18]
Underscoring those disparities in opioid prescribing is the fact that the majority of opioid prescriptions
for these and other pain conditions are written by primary care physicians. [19]

MISUSE AND OVERDOSE OF OPIOIDS

The use of prescription pain relievers for nonmedical purposes (without a prescription) is now the
second most common form of drug abuse, exceeded only by marijuana use. [20] The most recent
statistics indicate that in 2007, an estimated 5.2 million individuals older than 12 years reported
nonmedical use of prescription pain relievers during the preceding month (2.1% of the general
population, unchanged from 2002). [21] Further analysis of those numbers reveals a decrease in the
percentage of youths between the ages of 12 and 17 years using pain relievers for nonmedical purposes
(from 3.2% in 2002 to 2.7% in 2007). However, usage has increased among young adults ages 18 to 25
years (from 4.1% in 2002 to 4.6% in 2007) and adults 26 years and older (from 1.3 % in 2002 to 1.6% in
2007). [21] When analyzed by gender, the nonmedical use of pain relievers by males 12 years and older
increased (from 2.0% in 2002 to 2.6% in 2007), with use by females in the same age group remaining
about the same (from 1.7% in 2002 to 1.9% in 2007). [21] In a review of the sources of those
prescription pain relievers taken for nonmedical use, 56.5% of individuals 12 years and older stated that
they had obtained the drugs from a friend or relative for free; 8.9% bought them from a friend or
relative; and 5.2% stated that they had stolen the drugs from a friend or relative. Additionally, 18.1% of
all opioid pain relievers diverted for nonmedical use were acquired during a visit to a physician’s office;
4.1% reported buying from a drug dealer or stranger; and 0.5% reported buying the drugs from the
Internet. [20]

In 2009, there were an estimated 1.1 million emergency department (ED) visits for nonmedical use of
prescription drugs, over-the-counter drugs, or other pharmaceuticals. [22] Over half (53.6%) of the ED
visits for nonmedical use of prescription drugs involved multiple drugs, and almost one-fifth (17.8%) also
involved alcohol. [22] Of the ED visits for nonmedical use of drugs, the majority involved opioid pain
relievers (47.8%), including oxycodone (13.7%), hydrocodone (8.0%), and methadone (5.85). [22] When
analyzed by age, there was no appreciable difference between gender (349.2 ED visits per 100,000
males and 354.0 ED visits per 100,000 females). [22] There were substantial differences in race/ethnicity
when ED visits for nonmedical use of pharmaceuticals were analyzed, with white individuals accounting
for 71.6% of ED visits, blacks accounting for 10.9%, and Hispanics accounting for 9.2%. [22]

Mortality data presented in the Centers for Disease Control and Prevention’s (CDC) November 4, 2011,
Morbidity and Mortality Weekly Report, “Vital Signs: Overdoses of Prescription Opioid Pain Relievers—
United States, 1999-2008,” revealed that there were an estimated 36,450 deaths in the United States
secondary to a drug overdose, with a drug specified in 27,153 (74.5%) of those deaths. Prescription
drugs were involved in 20,044 (73.8%) of those deaths, with opioid pain relievers involved in 14,800
(73.8%) of the deaths. [7] Review of that data by race/ethnicity revealed that the death rate among non-
Hispanic whites and American Indians/Alaska Natives was three times higher than the rates among
blacks and Hispanic whites. [7] Analysis of the data also revealed that the overdose rate from opioid
pain relievers rose fourfold from 1999 to 2008, which also paralleled a fourfold increase in the sale of
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these drugs during the same period. [7] Mortality rates were also positively linked with poverty levels,
with some of the greatest mortality increases occurring in those states with some of the highest poverty
levels among non-Hispanic whites. [7] Rural and impoverished counties in all states tended to have
higher prescription drug overdose rates. [23] Medicaid enrollees, as a whole, are at a higher risk of
overdose. [24] The AAFP has been monitoring, and continues to monitor, the data on morbidity and
mortality as it is published.

Risk Evaluation and Mitigation Strategy

The Food and Drug Administration Amendments Act of 2007, [25] gave the FDA the authority to require
manufacturers to develop risk evaluation and mitigation strategies (REMSs) for products under review.
In response to the increasing problem of opioid misuse and overdose, in February 2009, the FDA sent
letters to the manufacturers of various long-acting and extended-release opioids asking them to develop
a REMS to address the problem. [26] In a follow-up to that process, the FDA, in conjunction with the
Office of National Drug Control Policy, issued a directive in April 2011 requiring stakeholders to develop
comprehensive REMSs within 120 days to address those concerns. [27] As part of that REMS,
manufacturers were asked to financially support the development of continuing education (CE) by
accredited continuing medical education (CME)/CE provider organizations to be offered on a voluntary
basis to the prescribers of these products. This education would cover such areas as the risks versus
benefits of opioids; appropriate patient selection; counseling on the safe use of these drugs; recognizing
misuse, abuse, and addiction; and proper monitoring of patients. [28]

During that same period, a bill was introduced in Congress (S. 507 by Sen. Jay Rockefeller) to change the
voluntary aspect of CME to a mandatory 16 hours of training every 3 years to obtain Drug Enforcement
Administration (DEA) certification to prescribe these drugs. This training would require education in the
treatment and management of opioid-dependent patients, pain management guidelines, and early
detection of opioid addiction. (The bill was read twice and referred to committee.) [29] In May 2012,
Sen. Charles Grassley sent a letter to companies that produce opioids, along with other organizations,
including the Federation of State Medical Boards (FSMB) and the Center for Practical Bioethics,
requesting them to disclose their relationships with the pharmaceutical industry.

The AAFP has been aggressive in the area of REMS and has been actively engaged with the FDA and the
Industry Working Group (IWG), a consortium of the 22 branded and generic pharmaceutical companies
that have been asked by the FDA to organize and develop a proposal for a single, class-wide REMS to
address the REMS CME/CE issue. The AAFP has also worked closely with other CME/CE accreditors,
including the Accreditation Council for Continuing Medical Education (ACCME), to ensure that the
guidelines put in place align with AAFP CME credit criteria and the ACCME Standards for Commercial
Support. All organizations involved in accredited and certified CME in the United States have adopted
and operate under the strict firewalls promulgated, monitored, and enforced through the ACCME’s
Standards for Commercial Support: Standards to Ensure Independence in CME Activities,
http://www.accme.org/requirements/accreditation-requirements-cme-physicians/standards-for-
commercial-support, to which the entire profession of medicine adheres. In addition, the AAFP has
provided significant input into the formation of the FDA’s Blueprint for Prescriber Continuing Education
Program (Blueprint) to ensure it provides the opportunity to deliver education that best supports
learners’ needs and is compliant with the guidelines governing CME. The Blueprint can be found at
http://www.fda.gov/downloads/drugs/drugsafety/informationbydrugclass/ucm277916.pdf.
Additionally, AAFP chapters have engaged in supporting this initiative. The California Academy of Family
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Physicians (CAFP) and its staff have been involved in the development of the final REMS directive to
ensure that family medicine is represented in that process. The CAFP is also collaborating with the
American Pain Society and other membership societies in the Collaborative for REMS Education (CO*RE)
in preparation for the educational component of the REMS. [30]

OnJuly 7, 2012, the FDA released the final REMS for Extended Release/Long Acting Opioids including a
Prescriber Education Program. The Risk Evaluation and Mitigation Program Agreement Committee
(RPC), formerly known as the IWG, will provide oversight to the call for grant process for REMS CME/CE.
As an accreditor of CME, the AAFP is implementing guidelines and processes to review, certify and track
REMS CME/CE activities. The AAFP, as a provider of CME, is currently developing CME to align with the
FDA Blueprint of the Prescriber Education Program and support members’ continuing professional
development.

FEDERAL DEA REGISTRATION

Current federal DEA registration primarily involves the submission of practice-identifying data,
completion of licensure and any revocation data, submission of any state controlled substance licensure
data, designation of drug schedules requested, and signatures and payment of the appropriate fees.
There is currently no federal DEA requirement for submission of any CME/training required for narcotic
prescribing authority other than individual state requirements for prescribing authority. Current federal
DEA certificates are valid for 3 years and must be kept at the registered location and be readily
retrievable for inspection purposes. [31] DEA certification is required for a physician to prescribe a wide
spectrum of other drugs in addition to opioids, including drugs for anxiety, insomnia, and other health
conditions. Should voluntary education not improve the current crisis associated with opioid prescribing,
there is current legislation that could mandate this, which would have significant impact on family
physicians and the patients they serve. The AAFP has been very vocal on this issue in multiple meetings
with federal officials, both legislative and administrative, as well as with medical organizations. The
AAFP’s policy is against mandated CME as a condition for prescribing specific drugs. The AAFP also has a
policy that opposes any actions that limit patient access to physician-prescribed drugs, as well as any
industry or regulatory action that would have the effect of limiting by specialty the use of any
pharmaceutical product. [1]

STATE MEDICAL BOARD PRESCRIBING GUIDELINES

The FSMB in 2004 issued a model policy for the various state boards to use in the development of
controlled substances prescribing policies. Under that model policy, the FSMB outlined several
suggested criteria addressing [32]:

e The evaluation of the patient

e Documentation of a written treatment plan

e Use of informed consent and written patient agreements

e Suggested elements of periodic review

e Use of appropriate consultants

e Appropriate recordkeeping

e Compliance with any appropriate federal and state controlled substance prescribing and

dispensing policies

Many of the state medical boards have adopted aspects of this model policy with additional
licensing/prescribing laws as passed by the state legislatures. For example, 37 out of 50 states have now
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adopted/are adopting/have implemented prescription drug monitoring programs (PDMPs), [33]
implemented in part by grant funding through the National All Schedules Prescription Reporting
(NASPER) Act of 2005. [34] Many states have adopted wording that [33]:

e Limits the prescribing of controlled substances for self-use or family members

e Specifies required recordkeeping of the scheduled drugs prescribed

e Qutlines what scheduled drugs can be called into pharmacies

e Specifies what aspects of a visit must be documented as part of an encounter for controlled

substances
e Limits the amount of drugs (particularly schedule Il) that can be prescribed at one time
e Specifies the characteristics of the prescription pad, etc.

Many state governments have recently passed some of these changes to their prescribing laws or are
considering changes to those laws, according to a recent informal survey of chapter executives.
Currently, several states have implemented policies calling for mandatory CME that physicians must
complete prior to obtaining prescribing privileges for controlled drugs. The American Medical
Association (AMA) maintains a list of state-mandated CME requirements for MD and DO licensure that
can be accessed at the website listed in the References. [35]

CURRENT PAIN MANAGEMENT TRAINING FOR FAMILY PHYSICIANS

The AAFP, in conjunction with the Association of Departments of Family Medicine (ADFM), the
Association of Family Medicine Residency Directors (AFMRD), and the Society of Teachers of Family
Medicine (STFM), has developed a suggested guideline to teach residents how to care for patients with
chronic pain. Skills include [36]:

e Understanding the pathophysiology of chronic pain

e Evaluating a patient’s opioid abuse risk utilizing risk assessment tools

e Establishing opioid contracts with patients

e Interpreting urine toxicology screens
Performing chart reviews and adjusting treatment plans based on those reviews
Treating and monitoring patients at high risk of abuse
e Prescribing narcotic alternatives
e Performing selected joint injections

The American Board of Family Medicine (ABFM), through its maintenance of certification process,
currently offers a self-assessment module (SAM) in pain management as an option along with other
clinical topics, but it is not a required module. The ABFM does not offer a certificate of added
qualifications (CAQ) in pain medicine but does offer one in hospice and palliative medicine. [37]

Since its inception in 1947, the AAFP has been committed to promoting and maintaining high standards
in family medicine, and promoting the improvement of the health of the public. This is demonstrated in
the dual role the AAFP plays in the CME community as an accredited CME provider organization and
more importantly, as the first of the three national standard-setting, credit-granting credit systems.

The AAFP CME accrediting system reviews CME activities developed by other CME provider
organizations, including member chapters, to award AAFP Prescribed and Elective CME credit. Activities
submitted for review by the credit system include the topic of pain. As an accreditor of certified CME,
the AAFP has also actively worked with the other CME and CE credit systems to ensure that certified
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CME can be a solution for the FDA REMS CME/CE requirement. To support this initiative, REMS CME/CE
must be compliant with all current CME guidelines. The content of the REMS-compliant training will be
based on the learning objectives established by the FDA in its Blueprint for the extended-release/long-
acting opioid class-wide REMS. The Blueprint contains core messages to be conveyed to prescribers
regarding the risks and appropriate prescribing practices for the safe use of extended-release and long-
acting opioids. It is outlined that the education developed will be provided to licensed prescribers by an
accredited provider, include all elements of the Blueprint, include a post-course knowledge assessment
of all of the sections of the Blueprint, and be subject to independent audit to confirm that conditions of
the REMS training have been met.

In addition to its involvement with the FDA and IWG, the AAFP has developed multiple certified CME
activities to address the topic of pain for its members. These CME activities are available in live, online,
and enduring formats, and will also be integrated at the AAFP Scientific Assembly. The AAFP plans to
continue to support family physicians to enhance their knowledge, competence, and performance when
treating patients with pain; it will also continue to provide CME to address the abuse, misuse, and safety
of opioid prescribing. The AAFP’s CME aligns with the accreditation criteria of the AAFP as well as with
the ACCME Essential Areas and Their Elements and the ACCME Standards for Commercial Support. In
the near future, the AAFP will develop additional CME activities to align with the FDA’s Blueprint. Family
physicians and constituent chapters need access to CE resources on opioid abuse and pain management.

CURRENT PRESCRIBING CONCERNS

The issue of opioid prescribing remains contentious for most family physicians, including those in
training. Studies have indicated that primary care physician attitudes regarding patients with chronic
pain are often negative, [38] with such attitudes forming as early as medical school [39] and
subsequently reinforced during residency training. [40] The reasons for the development of negative
attitudes are complex, including:

e Difficult patient interactions [41]

e Concerns about opioid prescribing, including addiction

e Diversion and regulatory scrutiny [40]

e (Coexistent psychiatric morbidities among these patients [40]

e Concerns about the time-consuming nature of care for these patients [40]

e Compliance issues [43]

Concerns such as these have affected the willingness of physicians to prescribe opioids for chronic pain;
one study reported that over one-third of physicians were unwilling to prescribe long-term opioids. [38]

To improve the management of chronic pain in patients by physicians in training, a recent study
reviewed the management of those patients cared for in a family medicine pain clinic utilizing various
attributes of the patient-centered medical home (PCMH) model within the confines of the larger
practice. For the study period reported, overall resident attitudes regarding the care of patients with
chronic pain improved after participation in the departmental pain clinic. [43]

To improve the treatment of patients with chronic pain, a chronic care model [44] has been proposed as
a mechanism to accomplish that goal. [45] This model would draw on various components of care such
as self-management support, clinical information systems, community resources, decision support,
delivery system redesign, and other measures [44] to improve the quality of care given to patients with
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chronic pain and improve physician satisfaction. The IOM, in its report about chronic pain management,
has called for a tailored approach to pain care, utilizing patient self-management strategies, primary
care, specialty care, and pain centers [6]; but the IOM also acknowledges that most pain care should be
provided by primary care physicians, including teams of physicians organized into medical homes. [46]
To improve the delivery of chronic pain care, various professional organizations and institutions have
now proposed that practice care guidelines be implemented for use by those who provide care for
patients with chronic pain. [45,47]

GUIDELINES

In response to the need for improved prescribing, treatment guidelines have recently been issued
regarding opioid prescribing for chronic noncancerous pain. Some of these guidelines include
comprehensive care recommendations for chronic pain management and prescribing,
[48,49,50,51,52,53,54] whereas other guidelines are focused more on procedural aspects of chronic pain
management. [55] American Family Physician published a tool in 2009 [56] which was based on the
recommendations from the joint guidelines issued by the American Pain Society and the American
Academy of Pain Medicine in that same year. [48] It is anticipated that guideline updates and other
guidelines will follow, some addressing general pain management, whereas others will be more focused,
addressing particular pain syndromes or presentations.

In a review of the currently available guidelines, it was noted that the guidelines share many common
characteristics. Most guidelines typically start with a review of the current statistics about drug usage, a
review of the pharmacology of opioid analgesics, and a review of the signs and symptoms of overdose.
Most guidelines then include tools for assessing a patient’s medical history/current health status for
patterns of substance abuse and psychiatric comorbidities; consent tools and recommendations for
opioid prescribing; patient/physician contracts outlining the terms of opioid prescribing by the
physician; tools for monitoring patient success with therapy; and information about urine drug
screening. A few guidelines contain decision trees referencing pain management strategies other than
opioid pain relievers, although information about opioid prescribing is included in subsequent sections.
Other information (i.e., patient educational materials) is included based on the patient population that
the guideline is designed to address or the physician group that will be utilizing the guideline. On review
of these guidelines by the AAFP, it is noted that there are limitations to all current guidelines, because
they do not follow a rigorous, evidence-based methodology in assessing the strength of their
recommendations with the level of evidence. More research is needed to determine evidence-based
pain management strategies. As such, it must be recognized that pain management, generally, and the
use of opioid pain relievers, specifically, to treat chronic pain, remain very much an art as well as a
science.

SUMMARY

In summary, the following points are to be taken from a review of this document:

e Through advocacy, collaboration, and education, the AAFP has been and is actively working
toward a solution to America’s pain management and opioid abuse epidemics.

e The FDA, through the Food and Drug Administration Amendments Act of 2007, has tasked
various stakeholders with developing a (REMS) to focus on the problem of misuse of long-acting
and extended-release opioids. The FDA has proposed that this process include CME for
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prescribers of these drugs; Congress has also proposed that this CME be made part of a
mandatory requirement for DEA certification and prescribing authority.

e Many states have started their own efforts to control the problem of opioid misuse, including
adoption of model medical board prescribing policies, institution of prescription monitoring
programs, guidelines about documentation requirements, and other measures.

e A growing percentage of the US population utilizes opioid analgesics for pain control, which has
been accompanied by a corresponding growth in the rate of abuse, misuse, and overdose of
these drugs.

e Family physicians and other primary care clinicians play a vital role in effective pain
management, including the prescribing of opioid analgesics, for large segments of the
population in the United States. This role is tempered by many factors that affect the prescribing
habits of primary care physicians. The creation of additional prescribing barriers for primary care
physicians would limit patient access when there is a legitimate need for pain relief.

e Various professional societies/organizations have developed/are developing prescribing
guidelines for physicians to use in the care of patients with chronic noncancer pain.

The AAFP will continue to be an active participant in this issue and advocate the following regarding pain
management and opioid abuse:

e The AAFP views the goal of pain management to be primarily improvement and maintenance of
function.

e The AAFP remains dedicated to finding solutions to the crises of pain management care and
opioid abuse.

e The AAFP will take actions to develop solutions for its members, including development of
evidence-based CE and provision of helpful resources.

e The AAFP recognizes the need for evidence-based physician education to ensure the safest and
most effective use of long-acting and extended-release opioids.

e The AAFP will continue to offer CME topics on pain management and, in conjunction with other
key organizations, will offer CME related to REMS and opioid abuse.

o Pending funding, the AAFP will develop a CME webinar based on the needs of its members and
constituent chapters regarding pain management and opioid prescribing.

e The AAFP opposes mandated CME as a prerequisite to DEA or other licensure due to the
limitations on patient access to legitimate pain management and other clinical needs that may
occur. The AAFP recognizes the role industry can play in financially supporting REMS CE that is
aligned with the AAFP CME credit system requirements and the ACCME activities focused on
safely prescribing of opioid analgesics.

e The AAFP will have a topic section on its webpage for pain management under the Public Health
section within the Clinical & Research page.

e The AAFP’s publication, American Family Physician, has an article planned on this topic, which
will be added to an online module on chronic pain in “AFP by Topic.”

e The AAFP will maintain topics on pain management within its patient education site,
familydoctor.org.

e The AAFP is hopeful to collaborate with The Partnership at Drugfree.org (formerly Partnership
for a Drug-Free America) on projects aimed at patients and patient education.

o The AAFP will continue to work with appropriate government entities, including the FDA, to
ensure policies are in place to allow effective and safe opioid prescribing by family physicians for
patients in their pain management programs. One such project is the FDA’s Safe Use Initiative.
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e The AAFP urges its members who prescribe opioid analgesics to individualize therapy based on
review of the patient’s potential risks, benefits, side effects, and functional assessments, and to
monitor ongoing therapy accordingly.

e The AAFP views the solutions to the problems of analgesic overdose, suicide, and diversion to be
broadly based. Those solutions require collaboration among multiple entities, drawing on
representation from the medical, educational, public health, judicial, pharmacy, and public
sectors in our communities.

e The AAFP urges all states to implement PDMPs and the interstate exchange of registry
information as called for under the NASPER Act of 2005.

e The AAFP urges medical schools and family medicine residency programs to provide instruction
in the use of multimodal pain management strategies and to include safe prescribing practices
for opioid analgesics as one component of a comprehensive pain management plan.

e The AAFP strongly advocates increased national funding to support research into evidence-
based strategies for optimal pain management and their incorporation into the PCMH model.

e The AAFP urges all states to obtain physician input when considering pain management
regulation and legislation.

e The AAFP will seek to work with constituent chapters to compile CME resources.

e The AAFP urges all payers to recognize the increased visit requirements to perform the proper
assessment and treatment of patients with chronic pain and calls for the appropriate payment
for those services.

REFERENCES

1. AAFP Board of Directors. Report O to the 2011 Congress of Delegates. 2011:87-90.
http://www.aafp.org/online/etc/medialib/aafp org/documents/about/congress/2011/2011transactions
.Par.0001.File.mem.tmp/2011CongressofDelegatesTransactions.pdf. Accessed June 2012.

2. Decade of Pain Control and Research, S 3163, 106 Cong, 2" Sess (2000).

3. Public policy statement on the rights and responsibilities of health care professionals in the
use of opioids for the treatment of pain: a consensus document from the American Academy of
Pain Medicine, the American Pain Society, and the American Society of Addiction Medicine. Pain
Med. 2004;5(3):301-302.

4. Gallagher RM, Fishman SM. Pain medicine: history, emergence as a medical specialty, and evolution
of the multidisciplinary approach. In: Cousins MG, Bridenbaugh PO, Carr DB, Horlocker TT, eds. Cousins
and Bridenbaugh’s Neural Blockade in Clinical Anesthesia and Pain Medicine. 4™ ed. Baltimore, MD:
Lippincott Williams and Wilkins; 2008:631-43.

5. National Pain Care Policy Act of 2009, S 660, 111" Cong, 1° Sess (2009).

6. Pizzo PA, Clark NM, Carter-Pokras O, , et al; Committee on Advancing Pain Research, Care, and
Education; Institute of Medicine of the National Academies. Relieving Pain in America: A Blueprint for
Transforming Prevention, Care, Education, and Research. Washington, D.C.: The National Academies

Press; 2011:1-18.

7. Centers for Disease Control and Prevention. Vital signs: overdoses of prescription opioid pain
relievers—United States, 1999-2008. MMWR Morb Mortal Wkly Rep. 2011;60(43):1487-1492.

Page 11 of 15


http://www.aafp.org/online/etc/medialib/aafp_org/documents/about/congress/2011/2011transactions.Par.0001.File.mem.tmp/2011CongressofDelegatesTransactions.pdf
http://www.aafp.org/online/etc/medialib/aafp_org/documents/about/congress/2011/2011transactions.Par.0001.File.mem.tmp/2011CongressofDelegatesTransactions.pdf

8. Whitten CE, Evans CM, Cristobal K. Pain management doesn’t have to be a pain: working and
communicating effectively with patients who have chronic pain. Perm J. 2005;9(2):41-48.

9. Turk DC. Treatment of chronic pain: clinical outcomes, cost effectiveness and cost benefits. Drug
Benefit Trends. 2001;13:36-38.

10. Cherney NI, Portenoy RK. The management of cancer pain. CA Cancer J Clin. 1994;44(5):262-303.

11. Brown RT, Zuelsdorff M, Fleming M. Adverse effects and cognitive function among primary care
patients taking opioids for chronic nonmalignant pain. J Opioid Manag. 2006;2(3):137-146.

12. Todd KH, Lee T, Hoffman JR. The effect of ethnicity on physician estimates of pain severity in patients
with isolated extremity traumas. JAMA. 1994;271(12):925-928.

13. Pletcher MJ, Kertesz SG, Kohn MA, Gonzales R. Trends in opioid prescribing by race/ethnicity for
patients seeking care in US emergency departments. JAMA. 2008;299(1):70-78.

14. Riley JL 3rd, Wade JB, Myers CD, Sheffield D, Papas RK, Price DD. Racial/ethnic differences in the
experience of chronic pain. Pain. 2002;100(3):291-298.

15. Green CR, Baker TA, Smith EM, Sato Y. The effect of race in older adults presenting for chronic pain
management: a comparative study of black and white Americans. J Pain. 2003;4(2):82-90.

16. Green CR, Baker TA, Sato Y, Washington TL, Smith EM. Race and chronic pain: a comparative study of
young black and white Americans presenting for management. J Pain. 2003;4(4):176-183.

17. Johnson-Umezulike JM. A comparison of pain perception of elderly African Americans and
Caucasians. Nursingconnections. 1999;12(2):5-12.

18. Whitfield KE, Baker-Thomas T. Individual differences in aging minorities. Int J Aging Hum Dev.
1999;48(1):73-79.

19. Breuer B, Cruciani R, Portenoy RK. Pain management by primary care physicians, pain physicians,
chiropractors, and acupuncturists: a national survey. South Med J. 2010;103(8):739-747.

20. Substance Abuse and Mental Health Services Administration, Office of Applied Studies. Results from
the 2007 National Survey on Drug Use and Health: National Health Findings. 2008.
http://www.0as.samhsa.gov/NSDUH/2k7NSDUH/2k7results.cfm. Accessed June 2012.

21. Substance Abuse and Mental Health Services Administration, Office of Applies Studies. The NSDUH
Report: trends in nonmedical use of prescription pain relievers: 2002 to 2007. 2009.
http://www.samhsa.gov/data/2k9/painRelievers/nonmedicalTrends.htm. Accessed 2012.

22. Substance Abuse and Mental Health Services Administration, Center for Behavioral Health Statistics
and Quality. Drug Abuse Warning Network, 2009: National estimates of drug-related emergency
department visits. 2009. http://www.samhsa.gov/data/2k11/dawn/2k9dawned/html/dawn2k9ed.htm.
Accessed June 2012.

Page 12 of 15


http://www.oas.samhsa.gov/NSDUH/2k7NSDUH/2k7results.cfm
http://www.samhsa.gov/data/2k9/painRelievers/nonmedicalTrends.htm
http://www.samhsa.gov/data/2k11/dawn/2k9dawned/html/dawn2k9ed.htm

23. Hall AJ, Logan JE, Toblin RL, et al. Patterns of abuse among unintentional pharmaceutical overdose
fatalities. JAMA. 2008;300(22):2613-2620.

24. Centers for Disease Control and Prevention. Overdose deaths involving prescription opioids among
Medicaid enrollees—Washington, 2004-2007. MMWR Morb Mort Wkly Rep. 2009;58(42):1171-1175.

25. Food and Drug Administration Amendments Act of 2007, HR3580, 110" Cong, 1*" Sess (2007).
26. Food and Drug Administration. Opioid REMS meeting invitation template.

www.fda.gov/downloads/Drugs/DrugSafety/InformationbyDrugClass/UCM163652.pdf. Accessed June
2012.

27. Food and Drug Administration. Post-approval REMS notification.
www.fda.gov/downloads/Drugs/DrugSafety/InformationbyDrugClass/UCM251595.pdf. Accessed June
2012.

28. Food and Drug Administration. Blueprint for prescriber continuing education program.
www.fda.gov/downloads/Drugs/DrugSafety/InformationbyDrugClass/UCM277916.pdf. Accessed June
2012.

29. Prescription Drug Abuse Prevention and Treatment Act of 2011, S 507, 112 Cong, 1* Sess (2011).

30. California Academy of Family Physicians. Heads up! National epidemic of prescription abuse ... what
it means for your CME. http://www.familydocs.org/news-media/news/heads-national-epidemic-
prescription-abuse-%E2%80%A6-what-it-means-your-cme.php. Accessed June 18, 2012.

31. US Department of Justice, Drug Enforcement Administration. Practitioner’s Manual. An
Informational Outline of the Controlled Substances Act. 2006.
http://www.deadiversion.usdoj.gov/pubs/manuals/pract/pract manual012508.pdf. Accessed June
2012.

32. Federation of State Medical Boards of the United States. Model policy for the use of controlled
substances for the treatment of pain. 2004.
http://www.fsmb.org/pdf/2004 grpol controlled substances.pdf. Accessed June 2012.

33. State-by-state opioid prescribing policies. Medscape Today.
http://www.medscape.com/resource/pain/opioid-policies. Accessed June 2012.

34. National All Schedules Prescription Electronic Reporting Act of 2005, HR 1132, 109" Cong, 1% Sess
(2005).

35. American Medical Association. State Medical Licensure Requirements and Statistics, 2012.
http://www.ama-assn.org/resources/doc/med-ed-products/continuing-medical-education-
licensure.pdf. Accessed July 2012.

36. American Academy of Family Physicians. Recommended curriculum guidelines for family medicine
residents: chronic pain management. Reprint #286. 2009.

Page 13 of 15


../AppData/Local/Temp/AppData/Local/Temp/AppData/Local/MGoller/AppData/Local/Temp/XPgrpwise/www.fda.gov/downloads/Drugs/DrugSafety/InformationbyDrugClass/UCM163652.pdf
../AppData/Local/Temp/AppData/Local/Temp/AppData/Local/MGoller/AppData/Local/Temp/XPgrpwise/www.fda.gov/downloads/Drugs/DrugSafety/InformationbyDrugClass/UCM251595.pdf
../AppData/Local/Temp/AppData/Local/Temp/AppData/Local/MGoller/AppData/Local/Temp/XPgrpwise/www.fda.gov/downloads/Drugs/DrugSafety/InformationbyDrugClass/UCM277916.pdf
http://www.familydocs.org/news-media/news/heads-national-epidemic-prescription-abuse-%E2%80%A6-what-it-means-your-cme.php
http://www.familydocs.org/news-media/news/heads-national-epidemic-prescription-abuse-%E2%80%A6-what-it-means-your-cme.php
http://www.deadiversion.usdoj.gov/pubs/manuals/pract/pract_manual012508.pdf
http://www.fsmb.org/pdf/2004_grpol_controlled_substances.pdf
http://www.medscape.com/resource/pain/opioid-policies

http://www.aafp.org/online/etc/medialib/aafp org/documents/about/rap/curriculum/chronicpain.Par.
0001.File.tmp/Reprint286FINAL.pdf. Accessed June 2012.

37. American Board of Family Medicine. Certificates of added qualifications: hospice and palliative
medicine. https://www.theabfm.org/caq/hospice.aspx. Accessed June 2012.

38. Potter M, Schafer S, Gonzalez-Mendez E, et al. Opioids for chronic nonmalignant pain. Attitudes and
practices of primary care physicians in the UCSF/Stanford Collaborative Research Network. University of
California, San Francisco. J Fam Pract. 2001;50(2):145-151.

39. Weinstein SM, Laux LF, Thornby JL, et al. Medical students’ attitudes toward pain and the use of
opioid analgesics: implications for changing medical school curriculum. South Med J. 2000;93(5):472-
478.

40. Chen JT, Fagan MJ, Diaz JA, Reinert SE. Is treating chronic pain torture? Internal medicine residents’
experiences with patients with chronic nonmalignant pain. Teach Learn Med. 2007;19(2):101-105.

41. Matthias MS, Parpart AL, Nyland KA, et al. The patient-provider relationship in chronic pain care:
physicians’ perspectives. Pain Med. 2010;11(11):1688-1697.

42. Upshur CC, Luckmann RS, Savageau JA. Primary care provider concerns about management of
chronic pain in community clinic populations. J Gen Intern Med. 2006;21(6):652-655.

43. Evans L, Whitham JA, Trotter DR, Filtz KR. An evaluation of family medicine residents’ attitudes
before and after a PCMH innovation for patients with chronic pain. Fam Med. 2011;43(10):702-711.

44. Bodenheimer T, Wagner EH, Grumbach K. Improving primary care for patients with chronic illness:
the chronic care model, Part 2. JAMA. 2002;288(15):1909-1914.

45. Leverence RR, Williams RL, Potter M, et al. Chronic non-cancer pain: a siren for primary care—a
report from the PRImary care MultiEthnic Network (PRIME Net). J Am Board Fam Med. 2011;24(5):551-
561.

46. Pizzo PA, Clark NM, Carter-Pokras O, et al; Institute of Medicine Committee on Advancing Pain
Research, Care, and Education. Relieving pain in America: a blueprint for transforming prevention, care,
education, and research. Washington, D.C.: National Academies Press; 2011:119-120.

47. Clark LG, Upshur CC. Family medicine physicians’ views of how to improve chronic pain
management. J Am Board Fam Med. 2007;20(5):479-482.

48. Chou R, Fanciullo GJ, Fine PG, et al. Clinical guidelines for the use of chronic opioid therapy in chronic
noncancer pain. J Pain. 2009;10(2):113-130.

49. The Management of Opioid Therapy for Chronic Pain Working Group. VA/DoD clinical practice
guidelines: management of opioid therapy for chronic pain. 2010. Version 2.0-2010.
http://www.healthquality.va.gov/COT 312 Full-er.pdf. Accessed June 2012.

Page 14 of 15


http://www.aafp.org/online/etc/medialib/aafp_org/documents/about/rap/curriculum/chronicpain.Par.0001.File.tmp/Reprint286FINAL.pdf
http://www.aafp.org/online/etc/medialib/aafp_org/documents/about/rap/curriculum/chronicpain.Par.0001.File.tmp/Reprint286FINAL.pdf
https://www.theabfm.org/caq/hospice.aspx
http://www.healthquality.va.gov/COT_312_Full-er.pdf

50. Project Lazarus. Community-based overdose prevention from North Carolina and the Community
Care Chronic Pain Initiative. http://www.projectlazarus.org. Accessed June 2012.

51. Wismer B, Amann T, Diaz R, et al. Adapting Your Practice: Recommendations for the Care of
Homeless Adults with Chronic Non-Malignant Pain. Nashville, TN: Health Care for the Homeless
Clinicians’ Network, National Healthcare for the Homeless Council, Inc; 2011.

52. Anderson AV, Fine PG, Fishman SM. Opioid Prescribing: Clinical Tools and Risk Management
Strategies. Sonora, CA: American Academy of Pain Management; December 31, 2009.
http://www.state.mn.us/mn/externalDocs/BMP/New_Article on Pain_Management 020110034248

monograph dec 07 final.pdf. Accessed June 2012.

53. Katz NP. Opioid Prescribing Toolkit. Oxford/New York: Oxford University Press; 2010.

54. Fishman SM. Responsible Opioid Prescribing: A Physician’s Guide. Washington, D.C.: Waterford Life
Sciences; 2007.

55. Practice guidelines for chronic pain management: an updated report by the American Society of
Anesthesiologists Task Force on Chronic Pain Management and the American Society of Regional

Anesthesia and Pain Medicine. Anesthesiology. 2010;112(4):810-833.

56. Huntzinger A. Guidelines for the use of opioid therapy in patients with chronic noncancer pain. Am
Fam Physician. 2009;80(11):1315-1318.

(July 2012 BOD)

Page 15 of 15


http://www.projectlazarus.org/
http://www.state.mn.us/mn/externalDocs/BMP/New_Article_on_Pain_Management_020110034248_monograph_dec_07_final.pdf
http://www.state.mn.us/mn/externalDocs/BMP/New_Article_on_Pain_Management_020110034248_monograph_dec_07_final.pdf

