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Viewpoint

Ten Steps the Federal Government Should Take
Now to Reverse the Opioid Addiction Epidemic
The United States is in the midst of the worst drug addiction epidemic in its history. Prescriptions for and deaths
from opioids both quadrupled between 1995 and 2010.
By 2015, an estimated 92 million individuals in the United
States were prescribed an opioid and there were more
than 33 000 deaths from an opioid-involved overdose.1
There are no simple solutions to ending this epidemic. Effective programs need to address 2 separate
priorities: (1) prevention of addiction among people not
currently addicted, and (2) treatment and risk reduction to prevent overdose and death among the millions
of individuals in the United States now addicted. In this
Viewpoint, we suggest 10 steps that could accelerate
progress; national declarations, state-specific emergency declarations, or both could potentially facilitate
implementation of these steps.2
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1. Improve surveillance of possible opioid addiction.
No current information systems enable real-time assessment of the numbers, patterns, or trends of new opioid
addiction. This makes it impossible to determine the trajectory of the epidemic, identify areas in which opioid
addiction is worsening and intervene, and learn lessons
from areas in which incidence is decreasing. By using
Prescription Drug Monitoring Program (PDMP) and other
data systems to identify trends and patterns of possible
new addiction (eg, newly filled prescriptions for ⱖ30
days), aggregate data could be used in real time to identify factors associated with addiction. New cases of opioid use disorder may be declining, while deaths among
heroin users may be increasing due to spread of illicitly
synthesized fentanyl; however, it is not possible to know
until the incidence of opioid addiction is tracked.
2. Improve reporting of and response to opioidrelated overdoses and fatalities. Real-time data on overdoses from syndromic and other surveillance systems
can enable rapid response to changing patterns of opioid use. The timeliness and specificity of testing for drugs
involved in opioid-related fatality reports differ from
state to state. More reliable information on the specific
drugs involved in deaths would better inform public
health and law enforcement interventions. Substantial
improvements in the quality and timeliness of medical
examiner and coroner work, including access to data
from PDMPs, could greatly improve data timeliness and
completeness. Improved training and increased funding of coroners and medical examiners could facilitate
more accurate and timely identification of drugs involved in overdose deaths. Fatal and nonfatal overdoses involving prescribed medications should trigger
an automatic report to the patient’s health care professionals to facilitate appropriate medical response and to

jama.com

state medical boards, and people who have survived an
overdose could be linked to treatment. This feedback
could foster more cautious prescribing and improve
regulation of prescribing practices.
3. Promote more cautious prescribing for acute
pain. Opioids are essential medicines to treat severe
pain after surgery or serious injury, but they are too frequently prescribed for pain that could be treated with
nonsteroidal anti-inflammatory medications (eg, molar
extractions in adolescents). When opioid use is
unavoidable, dosage should be as low and duration as
brief as possible3; physiological dependence on and tolerance to opioids can develop in as little as 1 week.
Patients taking short courses of opioid medication may
experience withdrawal symptoms, including worsening
of pain upon discontinuation; this may lead to continued use. According to a recent study, 1 in 5 patients
who had been prescribed opioids for 10 days became
long-term users.4 Another study found that the quantity of pills prescribed for postsurgical acute pain could
be reduced 53% and that less than 1% of patients
required refills.5 The Centers for Disease Control and
Prevention (CDC) recommends that when opioids are
prescribed for acute pain, “[t]hree days or less will
often be sufficient; more than 7 days will rarely be
needed.”3 The US Food and Drug Administration (FDA)
should revise opioid labels to be consistent with the
CDC recommendation. Adding duration of use to opioid labels would send a clear message to prescribers
and patients that risks increase when opioid use continues past 3 days.
4. Change labeling for chronic pain and greatly
restrict or eliminate marketing of opioids for this indication. The risks of opioids are likely greater than the
benefits for common chronic conditions (eg, low back
pain, fibromyalgia). However, patients with chronic
non-cancer-related pain have been the target market
for opioid manufacturers and account for much of the
increase in opioid consumption in the United States
during the past 20 years. The FDA should narrow
on-label indications and halt marketing of opioids for
low back pain and other conditions for which risks of
use outweigh potential benefit. This could help to discourage clinicians from initiating long-term opioids, but
would not prohibit clinicians from continuing off-label
prescribing of opioids to stable patients with chronic
pain. Compassionate care for patients with chronic pain
is not jeopardized by more cautious prescribing.
5. Increase insurance coverage of and access to nonopioid and nonpharmacological management of pain.
Chronic pain is a serious and potentially disabling problem for millions of people in the United States. Opioids
are likely less effective and certainly more dangerous
(Reprinted) JAMA Published online October 12, 2017

© 2017 American Medical Association. All rights reserved.

Downloaded From: by Robert J Gallati on 10/24/2017

E1

Opinion Viewpoint

than other modalities of chronic pain management. The Centers for
Medicare & Medicaid Services should ensure full reimbursement
for nonprescription analgesics, such as acetaminophen and nonsteroidal anti-inflammatory drugs, for Medicare Part D and Medicaid beneficiaries. This would remove a financial disincentive for patients to use these medications. Easier access to and low or no
copayments for physical therapy and other nonpharmacological pain
management modalities could potentially reduce medication use and
improve patient functionality and outcomes.
6. Interrupt the supply of heroin and illicitly produced synthetic opioids and improve coordination between legal and public
health authorities. Interdiction is critically important to increase the
cost and reduce accessibility of opioids. As with tobacco and alcohol, if heroin and illicitly produced synthetic opioids such as fentanyl are more expensive and more difficult to obtain, use should
decrease.6,7 The legal system can also implement programs such as
treatment as an alternative to incarceration, and correctional facilities can provide opioid agonist treatment for addicted inmates during detention and linkage to treatment services on release. These
interventions are more likely than criminal sentences for low-level
drug users to reduce both illicit opioid use and related crime.

Treatment and Harm Reduction for Current Users
7. Identify possible opioid addiction early and link individuals to treatment. Early identification and treatment of opioid-addicted individuals reduces the risk of overdose, psychosocial deterioration, transition to injection opioid use, and medical complications. Medically
assisted treatment (eg, methadone, buprenorphine) should be routinely offered in primary care, emergency departments, and hospital inpatient services to increase treatment uptake, as well as in the
criminal justice system, with careful attention to continuity on discharge. States receiving federal funding for their PDMPs should be
incentivized or required to mandate prescriber checking of and timely
data provision to PDMPs for all opioid prescriptions of more than
3 days’ duration, and state health officials should identify opioidaddicted patients as early as possible and facilitate referral to treatment. The federal privacy law known as 42 CFR Part 2 (Confidentiality of Substance Use Disorder Patient Records) should be amended
so that opioid addiction can be treated like other medical conditions, improving patient safety and continuity of care.
8. Expand low-threshold access to opioid agonist treatment, particularly with methadone and buprenorphine. A substantial proporARTICLE INFORMATION
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of a generation and will not end overnight. Rapid implementation
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of both new opioid addiction and fatal overdoses. The opioid epidemic is largely iatrogenic, and the health care system has a responsibility to support actions such as those outlined here that could prevent addiction and save lives.
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