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The Opiate Crisis: 
Scapegoats and Solidarity

Primary Care and the 
Emergency Dept. 
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Basic Assumptions

 Chronic pain affects the most vulnerable of society which 
oftentimes lack social support, access to alternative 
treatments, have competing priorities, and work in 
physically demanding roles.

 Effective methods of controlling pain without opioids 
includes increasing social support, alternative treatments, 
and lifestyle modifications. 

 The medical establishment, pharmaceutical companies, 
and American culture got us into this mess. However, the 
major source of supply and the locus of control now rests in 
our hands

 The focus today will be on community health centers 
(FQHCs) which see a disproportionate amount of chronic 
pain based on their safety net focus and OHP payer mix.

The Chronic Pain Patient

 Is a person with dignity and many have significant trauma

 They are aware the stigma they carry

 Change in their beliefs in pain management take time. This 
may be weeks to years. Most patients are willing to change, 
but must be prepared to own the decision

 We also must acknowledge the “lost generation” of 
patients.
 Usually aged 40-60

 Many on methadone or were on methadone when it was 
formulary for OHP

 It’s not clear what we do. Many studies show their ability to 
perceive pain is permanently altered
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Assumptions Continued: 
Pain Perception and 
Management is Cultural.

Pain management is cultural-
the Clackamas Experience

Tri-County Region Opioids Trends 2016 Report. Draft Report. December, 2016
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The Chronic Pain Cycle and 
How Medicine Feeds it

Surgery?

Imaging

Cultural 
Expectations

Labeling/ Over 
Diagnosis

Opiates will 
‘cure’ pain

A New Model- Collaborative 
and Supportive with Teeth

 2016: OHA Expands 
Covered Modalities

 Acupuncture

 Physical Therapy

 Collaborative Care 
Model

 Dosing Limit

 2018 dosing 
restrictions coming
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Primary Care in 2017
 Value based purchasing can seen as an unfunded mandate 

in primary care much as any aspect of healthcare

 Metrics in Oregon for FQHCs grow by the year demand:
 True adoption of the ‘team’ approach espoused by the Patient 

Centered Medical Home 

 Increase in care teams to ‘share the care’

 Standardization of visits 

 Serious improvement in coordination of care between ED, 
inpatient, and SNF

 Metrics also create
 Burnout, fatigue, confusion, resource demands

 With changes in chronic pain management, systems already 
stressed by the above components become strained
 Chronic pain is the TOP reason for patient complaints and 

provider turnover/burnout in many FQHCs

Primary Care and Chronic 
Pain

 PCPs have scant training in chronic pain. Recent graduates have 
improving training, but now there is even an over-compensation to 
fear opiates and pain discussions

 Pain specialists evolving practice to include (note: anecdotal):
 Focus on either extreme cases (rare diseases, exceptional situations)

 Insurance bias (private preferred, OHP/medicare more rare) and 
procedure focused

 Few adopt a true, comprehensive and integrated approach

 This leaves primary care to mange the vast majority of cases. 
However, chronic pain patients:
 To do it ‘right,’ it takes time, trust, relationship building, and an 

integrative, team based approach
 Few primary care clinics set up to handle this (and stay fiscally 

sustainable)
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Primary Care Using Data- Clackamas 
County Opiate Rx Density

 Opiate Rx written in 6 months, controlled for OHP members per zip code

The coming storm. As the MED decreases, 
the affected population increases. Based 
on ODPMP and CCO data, this is what 
we will be facing.

120 MED

90 MED

0-60 MED
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More storm metaphors: 
But there is light on the 
horizon, and it is all of us 
working together.

The Ideal State: At Every 
Corner, the Same Message

Patient 
and 
PCP

ED

Family/ 
Friends

Alt Med 
Providers

DentistOther 
PCPs

Urgent 
Care

Specialist
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Lessons learned from Primary 
Care, applied to the ED

 Look for evidence of taper
 ODPMP can tell a story

 EM providers better than most, but multiple prescribers providing opiates 
may be due to complex, fractionated care, not necessarily ‘drug 
seeking’ behavior

 The Urine Drug Screen is an opportunity to have conversation; it does 
not have to be putative. Below are how PCPs are increasingly treating 
the UDS. 

 Meth?                    “Would you like to talk to our social worker about your 
addiction?”

 THC?                     “THC is similar to EtOH w/ opiates. Let’s talk about risk/benefit 
and harm reduction”

 Other opiates?                     “it looks like you may be dependent on opiates, 
have you ever felt like you were? Do you know about Suboxone? Have you 
talked to your PCP about this?”

Primary Care Wishlist

 If you prescribe opiates, please include the reasoning as to 
why and how much was given. Oftentimes, the ED progress 
note does not include a mention of why an opiate was 
provided, yet the orders include a narcotic prescription. 
Clarity on why will help the PCP.

 Consider standardizing acute condition opiate guidelines. 
Of course these can be overruled, but the provider will 
need to justify. This not only helps reduce the likelihood of 
this occurring, but also the PCP know what to do when the 
patient appears at our office.

 Consider working with subspecialists to create uniform 
opiate agreements on hospital discharge. This then allows 
the PCP and ED to provide the safest care.
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Questions?

Contact:
Andrew Suchocki, MD
Medical Director, Clackamas County Health Center
(614) 205-2928
asuchocki@clackamas.us


