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learning objectives 

 Explore factors that have 
contributed to the current opioid 
epidemic 

 Review national and local statistics 
related to opioid use, overdoses, 
and deaths 

 Consider new CDC guidelines for 
opioid prescribing 

 Discuss elements of the 
Comprehensive Addiction and 
Recovery Act (CARA) of 2016 

 ADD:  Introduce ENA / IntNSA 
joint position statement, 
“Substance Use among Nurses and 
Nursing Students” (in press) 
 
 



an opioid epidemic 

 40th Annual 
Educational 
Conference, 
International Nurses 
Society on Addictions 

 

 “Addressing the Opioid 
Epidemic: Prevention, 
Intervention, 
Treatment, and 
Recovery” 



opioid overdose deaths (CDC) 



opioid overdose deaths (CDC) 

 Opioid overdose deaths 
 A function of Rx opioid sales 
 Quadrupled from 1999 to 2014 
 Approximately 48,000 in 2015 

 “129” a day 
 5 per hour 
 

 Exceeded motor vehicle 
fatalities 
 

 Enough prescriptions written in 
the US for every adult to have 
received a bottle of opioid pain 
medications 

 

 Increased numbers, 
percentages involve fentanyl, 
now carfentanil 

 



Washtenaw Health Initiative (WHI) 
Opioid Project 



carfentanil 



state of the nation 

 
 

 Contributing factors 
 Lack of adequate training to 

health care providers:  pain, 
addictions 

 Marketing 
 Pharma to physicians: promotion 

of opioid medications as safe, 
non-addictive if used for pain 

 Unscrupulous “pill mills” 
 “Black tar” heroin 
 Conversion from opioid 

medications (licit or illicit) to use 
of heroin 

 Pain as the 5th vital sign 
 Patient satisfaction surveys 
 Lack of support for research for 

non-opioid pain relief 

 Sociocultural factors 
 
 



Letter from Vivek Murthy, MD, MBA 
19th U.S. Surgeon General 

“I am asking for you help to 
solve an urgent health care 
crisis facing America: the opioid 
epidemic…we arrived at this 
place on a path paved with 
good intentions. Nearly two 
decades ago, we were 
encouraged to be more 
aggressive about treating pain, 
often without enough training 
and support to do so safely. 
This coincided with heavy 
marketing of opioids to doctors. 
Many of us were even taught—
incorrectly—that opioids are not 
addictive when prescribed for 
legitimate pain…The results 
have been devastating…” 
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3. Before starting and periodically during opioid therapy, 
clinicians should discuss with patients known risks and 
realistic benefits of opioid therapy and patient and 
clinician responsibilities for managing therapy. 

4. When starting opioid therapy for chronic pain, clinicians 
should prescribe immediate-release opioids instead of 
extended release/long-acting (ER/LA) opioids. 
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7. …evaluate benefits and harms…within 1 to 4 weeks of starting opioid 
therapy for chronic pain or of dose escalation…evaluate benefits or 
harms…every 3 months or more frequently…If benefits do not 
outweigh harms…optimize other therapies and work with patients to 
taper opioids to lower dosages or to taper and discontinue opioids. 

8. …incorporate strategies to mitigate risk…offering naloxone when 
factors that increase risk for opioid overdose, such as history of 
overdose, history of substance use disorder, higher opioid dosages 
(> 50 MME/day), or concurrent benzodiazepine use, are present. 
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9. …Review patient’s history of controlled substance 
prescriptions using state prescription drug monitoring 
program (PDMP)… 

10. …use urine drug testing before starting opioid therapy 
and consider…at least annually to assess for prescribed 
medications…other controlled prescription drugs and 
illicit drugs. 

11. …avoid prescribing opioid pain medication and 
benzodiazepines concurrently whenever possible. 

12. …offer or arrange evidence-based treatment (usually 
medication-assisted treatment with buprenorphine or 
methadone in combination with behavioral therapies) 
for patients with opioid use disorder. 



clinical reminders  

 Opioids are not first-line or 
routine therapy for chronic pain 

 Establish and measure goals for 
pain and function 

 Discuss benefits and risks and 
availability of nonopioid 
therapies with patient 

 Use immediate-release opioids 
when starting 

 Start low and go slow 
 When opioids are needed for 

acute pain, prescribe no more 
than needed 

 Do not prescribe ER/LA opioids 
for acute pain 

 Follow-up and re-evaluate risk 
of harm; reduce dose or taper 
and discontinue if needed 

 Evaluate risk factors for opioid-
related harms 

 Check PDMP for high dosages 
and prescriptions from other 
providers 

 Use urine drug testing to 
identify prescribed substances 
and undisclosed use 

 Avoid current benzodiazepine 
and opioid prescribing 

 Arrange treatment for opioid 
use disorder if needed 



ASPMN Position Statement: 
Pain Management in Patients with 
Substance Use Disorder 

 Oliver, J., Coggins, C., 
Compton, P., Hagan, S., 
Matteliano, D., Stanton, M., St. 
Marie, B., Strobbe, S., & 
Turner, H.N. (2012). [Dual 
publication]. Pain management 
in patients with substance use 
disorders. Pain Management 
Nursing Journal, 13 (3), 169-
183.  Journal of Addictions 
Nursing, 23 (3), 210-222. 

 

 “It is the position of ASPMN and 
IntNSA that every patient with 
pain, including those with 
substance use disorders, has 
the right to be treated with 
dignity, respect, and high-
quality pain assessment and 
management.”  

 
 



Comprehensive Addiction  
and Recovery Act (CARA) 2016 



IntNSA Position Paper: 
The Prescribing of Buprenorphine by 
Advanced Practice Addictions Nurses 

 Strobbe, S., & Hobbins, D. (2012). 
The prescribing of buprenorphine 
by advanced practice addictions 
nurses. Journal of Addictions 
Nursing, 23 (2), 82-83. 

 

 “In order to increase safe access to 
buprenorphine treatment for 
patients with opioid dependence, it 
is the position of the International 
Nurses Society on Addictions 
(IntNSA) that the Drug Addiction 
Treatment Act of 2000 (DATA 
2000) to be amended to allow for 
the prescribing of buprenorphine by 
qualified advanced practice nurses 
who have both prescriptive 
authority and specialty certification 
in addictions nursing.” 



ENA / IntNSA 
Joint Position Statement 

 International Nurses Society on 
Addictions (IntNSA) contacted by 
Emergency Nurses Association 
(ENA) to collaborate on revised 
position statement on nurses and 
substance use (2015)  

 

 Strobbe designated as IntNSA lead, 
first author 

 

 Agreed on basic philosophic 
principles set forth by IntNSA 
 apply to all nurses 
 view addiction as disease 
 promote alternative-to-

discipline (ATD) approach 
 include nursing students 
 

 To be disseminated widely among 
professional nursing and related 
organizations 

 
 
 



position statement 1 

 1. Health care 
facilities provide 
education to nurses 
and other employees 
regarding alcohol and 
other drug use, and 
establish policies, 
procedures, and 
practices to promote 
safe, supportive, 
drug-free workplaces. 



position statement 2 

2. Health care facilities 
and schools of nursing 
adopt alternative-to-
discipline (ATD) 
approaches to treating 
nurses and nursing 
students with substance 
use disorders, with stated 
goals of retention, 
rehabilitation, and        
re-entry into safe, 
professional practice.  



position statement 3 

3. Drug diversion, in 
the context of 
personal use, is 
viewed primarily as a 
symptom of a serious 
and treatable disease, 
and not exclusively as 
a crime.  



position statement 4 

4. Nurses and nursing 
students are aware of 
the risks associated 
with substance use, 
impaired practice, and 
drug diversion, and 
have the responsibility 
and means to report 
suspected or actual 
concerns.  

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwji5_Tw-MPPAhUExmMKHUNoDzQQjRwIBw&url=https://bigredcarpetnursing.com/2015/07/25/nurses-take-down-abusers-sunlight/&bvm=bv.134495766,d.cGc&psig=AFQjCNFwAfuIGz8_j06TIJDXhGUxSj5KRQ&ust=1475766490532953


in closing… 

 https://vimeo.com/135620252 
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questions, answers, discussion 


