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MN overdose deaths rebounded 
in 2019 to highest total yet





Preliminary data shows overdose 
deaths increased from COVID



Phases of the opioid epidemic

• 1. pharmaceutical opioids

• 2. heroin 

• 3. fentanyl 

• 4. ??????



Phases of the opioid epidemic

• 1. pharmaceutical opioids

• 2. heroin 

• 3. fentanyl 

• 4. abrupt discontinuation of prescribed opioids



Phases of the opioid epidemic

• 1. pharmaceutical opioids

• 2. heroin 

• 3. fentanyl 

• 4. MOUD and multidisciplinary pain teams 

managing chronic pain patients 



The opioid epidemic is 
progressing. 

You can help save lives!

How you treat chronic pain 
is important 



Learning Objectives 

• Set meaningful goals when treating chronic pain 

• Understand the state regulations/laws of opioid 
prescribing 

• Construct a multidisciplinary team 

• Tapering Opioids collaboratively to improve patient 
safety  



Margaret's Story: chronic pain, 
new to town, establishing care 

• 72-year-old woman with obesity, DM2, HTN, major 
depressive d/o, and chronic pain from 
osteoarthritis of her knees

• She had her records sent to you, showing very good 
medication adherence and clinic attendance 

• You resume treatment for DM2, HTN, and 
depression, all of which are stable 

• Would you resume her pain treatment?



Margaret’s pain treatment 

• Her medications include:

• Long acting Oxycodone 40 mg BID

• Oxycodone 5 mg four times daily as needed 

• As needed OTC ibuprofen 

• Cyclobenzaprine 10 mg QHS as needed

• What is her daily MME?

• Why does that matter?



DHS’ Seven Sentinel Measures

1. Index opioid prescribing rate 

2. Index opioid prescription dose 

3. Rate of prescribing over 700 cumulative MME in the post-
acute pain period (“post-acute pain”)

4. Chronic opioid analgesic therapy (“COAT”) prescribing rates

5. High dose (>90 MME/day) COAT prescribing rate

6. Concomitant COAT and benzodiazepines

7. COAT patients receiving opioids from multiple providers
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(Applies to Medicaid patients only) 



Five Quality Improvement Thresholds 

1. Index opioid prescribing rate*

2. Index opioid prescription dose 

3. Rate of prescribing over 700 cumulative MME in the post-
acute pain period 

4. Chronic opioid analgesic therapy prescribing rates

5. High dose (>90 MME/day) COAT prescribing rate

6. Concomitant COAT and benzodiazepines

7. COAT patients receiving opioids from multiple providers

*Surgical specialties exempted from measure #1
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Your Name

Mailing Address

Your OPIP Specialty 

Identification
Your NPI Number

DHS Contact 

Information 

(for the 

reports)



MN DHS Opioid Report 

• Do not panic!

• The measures are made to account for exceptions

• The QI projects will be user friendly and meaningful 

• Do not make clinical decisions to protect your 
license which adversely affect patients

• Do the right thing for your patient and trust us to 
have a rational program 

• Read more and get involved:

• https://mn.gov/dhs/opip/

https://mn.gov/dhs/opip/


What is DHS trying to achieve 
with its opioid reports?

• Minimize the number of new patients started on 
chronic opioid therapy for pain as much as 
medically appropriate

• Maximize the safety and quality of care for those 
already on chronic opioid therapy for pain without 
harming those patients



MN Prescription Monitoring 
Program (PMP)

• In Minnesota, starting January 2021, the PMP must be 
queried at the time of every opioid prescription 

• Many exceptions to this law!

• PMP can be integrated into electronic record systems

• PMP offers a variety of valuable information about 
patients receiving opioids

• PMP allows a clinician to search for prescriptions in 
most other states   

• Delegates can be allowed access to query on behalf of a 
provider 

• Quarterly audits of delegates is required 



Note the option 

to search for 

prescriptions in 

most other states.

PMP 

queries 

are easy



Back to Margaret’s pain treatment 

• She reports good pain control on her regimen 

• She reports good function, but is mostly sedentary  

• Records show no evidence of “aberrant” opioid use 

• Past urine toxicology are appropriate 

• She has not seen a physical therapist in years

• She declines surgery and interventional 
consultations



How do you assess function?

• Ask patients about a “typical day.” Have the patient 
give specific examples of her limitations, abilities 
and activities. 

• For example, note the difference between:

“The favorite part of my week is when I babysit my 
grandkids. I get down on the floor with them and help 
them play LEGOs”

….and….

“I am in so much pain I can’t even babysit my own 
grandkids” she says as she begins crying



Krebs Journal of General Internal Medicine 24(6):733-8 · July 2009

Useful tool 

for 

assessment 

of pain and 

function 

https://www.researchgate.net/journal/1525-1497_Journal_of_General_Internal_Medicine


Goal setting for pain treatment 
with opioids 

• Not all goals for pain treatment are appropriate goals! 

• Some goals are not shared by the doc or patient!

• Examples of such goals for opioid prescribing include:
• Optimizing pain control

• Optimizing patient function 

• Optimizing patient satisfaction 

• Minimizing patient effort or financial burden 

• Safety, minimizing risk to the patient

• Absence of aberrant behavior and addiction  

• Compliance with regulations and guidelines

• Tapering opioids 

• Gain diagnostic clarity 

Discuss 

balancing 

these goals 

with patient  



Multidisciplinary Pain Teams 

• The new standard of care treating chronic pain is to 
employ multidisciplinary pain team

• What do you think a multidisciplinary pain team 

needs to include?

• Telemedicine challenges the delivery of 
multidisciplinary pain care, but it is still possible



Examples of multidisciplinary pain 
team components…. 

• Medical management of pain (and monitoring) 

• Pain psychology

• Pharmacy, PharmDs

• Physical therapy

• Integrative or complementary medicine 

• Interventional and surgical treatments  

• Addiction Medicine 

• Toxicology/laboratory 

• Sleep Medicine  

• Case management, social work 



https://www.cdc.gov/drugoverd

ose/pdf/pdo_checklist-a.pdf

Good overview of 

multidisciplinary 

pain care

(For reference)

https://www.cdc.gov/drugoverdose/pdf/pdo_checklist-a.pdf


Mental Health Assessment 

• A patient with a chronic disease must adapt to it, 
including expectations, frustrations, limitations

• Many patients with chronic pain have comorbid mental 
health diagnoses

• Mental health diagnoses predict worse outcomes when 
prescribing opioids for pain 

• Including opioid addiction and overdose

• Treatment of mental health diagnoses and providing 
pain psychology likely improves response to treatment, 
while minimizing unwanted outcomes 

• Prospective evidence is incomplete on this



The Importance of Addiction 
Medicine when Treating Pain 

• Opioid “addiction” is Moderate or Severe Opioid 
Use Disorder (OUD)

• 10% or more of patients treated long term with 
opioids for chronic pain develop OUD

• OUD the most serious side effect of chronic opioid 
therapy (other than death)

• Chronic Pain and OUD commonly coexist and can 
be co-treated successfully

• OUD diagnosis allows for initiation of life saving 
therapy  



Establishing OUD Diagnosis 

• Diagnostic interview is the only way to establish a 
diagnosis of OUD 

• OUD screening tools available, but none are great

• Any doc can do a diagnostic interview with practice 

• If unable, an Addiction trained clinician can do the 
diagnostic interview (this creates delays and barriers) 

• See Demystifying Opioids packet later in this talk  for 
diagnostic algorithm 



DSM-5 
substance 
use 
disorder 
criteria

2-3 Mild
4-5 Moderate 
>5 severe  

Not user-
friendly!



Category Criteria

Impaired control • Use in larger amounts or longer periods than intended

• Unable to cut down or control use

• Excessive time spent to obtain, use, or recover

• Craving or preoccupation

Social impairment • Failure to fulfill major role obligations (work, home, school)

• Persistent or recurrent use-related social or interpersonal problems

• Important social, occupational, or recreational activities given up

Risky use • Recurrent physically hazardous use

• Use despite persistent physical or mental harm from drug

Physical dependence • Tolerance

• Withdrawal

DSM-5 Opioid Use Disorder Criteria:
An Organized  Approach 

Not counted if would have 

happened from the licit Rx alone 



Margaret is considering a taper 

• After talking to her family and doing home physical 
therapy, the patient is interested in a taper

• She wants to know your proposed taper protocol

• She is not sure what a taper means, and asks for an 
explanation 

• She is anxious about being in pain

• She still has not demonstrated any aberrant opioid 
behaviors



How to lower a patient’s dose

• “Taper” “detox” and “wean” are misleading, loaded words: they imply a 
successful endpoint of zero

• Opioid dose decreases should be collaborative using shared decision making, 
but can be done against the patient’s wishes if required for patient safety 

• Decrease the dose only as tolerable to the patient, allow time between changes 
to acclimate

• Pause tapers for stress and mental health symptoms

• See the patient more frequently during the taper 

• Retention in treatment and long term follow up is a goal

• Do not write out a rigid schedule of dose changes

• Addictions may emerge, representing life-threatening danger to patient. Get a 
stat addiction consult!

• The taper progresses until the risk/benefit ratio is optimized, not necessarily to 
zero opioids

• No one knows if/which patients can safely fully “tapered” to zero



Risks of rapid tapers and sudden 
discontinuation 

• Emergency department visits

• Overdoses

• Pain and suffering 

• Mental health crisis 

• Social crisis

• Other medical problems 

• Precipitating an opioid addiction 



https://www.hhs.gov/opioids/sites/

default/files/2019-10/8-

Page%20version__HHS%20Guidanc

e%20for%20Dosage%20Reduction

%20or%20Discontinuation%20of%2

0Opioids.pdf

Tapering 

guidance for 

your reference 

https://www.hhs.gov/opioids/sites/default/files/2019-10/8-Page%20version__HHS%20Guidance%20for%20Dosage%20Reduction%20or%20Discontinuation%20of%20Opioids.pdf


Reference with 
multiple tips 
including 
tapering advice, 
diagnosing OUD 
in pain patients
https://www.icsi.org/wp-
content/uploads/2019/04/DemystifyingOpioidsP
acket4.1.19.pdf



Learning Objectives 

• Set meaningful goals when treating chronic Pain 

• Understand the state regulations/laws of opioid 
prescribing 

• Construct a multidisciplinary team 

• Tapering Opioids collaboratively to improve patient 
safety  



Big Picture Chronic Pain on Opioids

• Patients with chronic pain on chronic opioids are a 
complex, suffering, morbid group of patients with 
mortality risk 

• They require careful medical management and 
multidisciplinary care 

• Be knowledgeable and alert for addiction

• The primary care clinician has an indispensable role 
helping the patient navigate, organize and prioritize 
their treatment program 



Questions?
Please contact me at 

Charles.Reznikoff@hcmed.org

mailto:Charles.Reznikoff@hcmed.org
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