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Overview

• Utah’s prescription problem 

• Why guidelines?

• Guideline process

• Guideline content

• What else is Utah doing?
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Number of Non-Illicit Drug Overdose Deaths 
Recorded in the Medical Examiner Database, Utah 

1991-2007
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Increase in Number of Methadone-
Related Deaths

• Office of the Medical 

Examiner case files for 
methadone-related deaths

• Year 2000 on the left, 2004 

on the right



Utah Clinical Guidelines on 
Prescribing Opioids

• Reason: legislative mandate

• Scope: for primary care and specialty physicians in 
the state of Utah for guidance on prescribing opioids
for both acute and chronic pain

• Target audience: Clinicians who prescribe opioids in 
their practice



Guidelines: Purpose

1. To provide recommendations that balance the benefits 
of use against the risks to the individual and society

2. To provide useful tools to practitioners



Guidelines: Evidence Review

• Steering Committee developed:

– Key questions

– Scope

– Inclusion criteria for evidence review process

• Literature review of existing guidelines:

– 40 guidelines on pain, chronic pain, opioids, pain 
management, and related topics were found



Grading of Evidence and 
Recommendations
• Evaluation inclusion criteria:

– Published after 1999 

– Disclosure of funding

• 40 sets of guidelines evaluated

• Scored on process (evidence-based vs. consensus)

• 4 sets received scores <8 

• 3 public health professionals reviewed ratings for 
consistency



Panel Composition

• Two panels were convened:

– Guidelines Recommendation Panel (12)

• Formulated recommendations based on the 
evidence-based guidelines

– Implementation & Tool Panel (9)

• Reviewed recommendations to ensure they were 
able to be implemented

• Determined tools for inclusion in guidelines



Recommendation Development 
Process: April-July 2008
1. Reviewed selected guidelines for commonalities

2. Developed outline of guidelines based on 
recommendations supported by multiple guidelines

3. Voted to include 2 additional set of guidelines

4. Used a Wiki to add to and edit recommendations 

5. Content from Wiki used to create draft of Utah 
recommendations

6. 3rd meeting: straw poll on each recommendation

7. Through discussion and rewording, consensus 
achieved for final draft of recommendations



Tools Development Process: 
July-August 2008
• Supplied with workbook of 47 identified tools

• Reviewed and scored (1-5) each tool for usefulness

• Tools with average scores >=2 were eliminated

• Remaining tools were discussed to determine which to 
include, modify, or eliminate.



Summary of Recommendations

Opioid Treatment for Acute Pain

1) Opioid medications should only be used for treatment of 
acute pain when the severity of the pain warrants that 
choice and after consideration of other non-opioid pain 
medications.

2)  When opioid medications are prescribed for treatment of 
acute pain, the number dispensed should be no more than 
the number of doses needed based on usual duration of 
pain for that condition.



3)  When opioid medications are prescribed for treatment of 
acute pain, the patient should be counseled to store the 
medications securely, not share with others, and to dispose 
of properly when the pain has resolved to avoid use of the 
medications for non-medical purposes.

4)  Long duration-of-action opioids should not be used for 
treatment of acute pain, including post-operative pain, 
except in situations where adequate monitoring and 
assessment for adverse effects can be conducted.

5) The use of opioids should be reevaluated if persistence of 
pain suggests the need to continue opioids beyond the 
anticipated time period for acute pain treatment.



Opioid Treatment for Chronic Pain

1)  A comprehensive evaluation should be conducted before 
initiating opioid treatment.

2)  Consideration should be given to alternatives to opioid 
treatment, including adequate therapeutic trials, before initiating 
opioid treatment.

3)  The provider should consider and screen for risk of abuse or
addiction before initiating opioid treatment.

4)  A treatment plan should be established that includes 
measurable goals for reduction of pain and improvement of 
function[1].

[1] “Function” as used here is defined broadly to include 
emotional, cognitive, and psychological function.



5)  The patient should be informed of the risks and benefits 
and any conditions for continuation of opioid treatment, 
ideally in a written and signed treatment contract and plan.

6)  Opioid treatment for chronic pain should be initiated as a 
treatment trial, usually using short-acting opioid 
medications.

7)  Regular visits with evaluation of progress against goals 
should be scheduled during the period when the dose of 
opioids is being adjusted (titration period).



8)  Once a stable dose has been established (maintenance 
period), regular monitoring should be conducted at face-to-
face visits during which treatment goals, analgesia, activity, 
adverse effects, and aberrant behaviors are monitored.

9)  Continuing opioid treatment after the treatment trial should
be a deliberate decision that considers the risks and 
benefits of chronic opioid treatment for that patient.  A 
second opinion or consult may be useful in making that 
decision



10) An opioid treatment trial should be discontinued if the 
goals are not met and opioid treatment should be 
discontinued at any point if adverse effects outweigh 
benefits or if dangerous or illegal behaviors are 
demonstrated.  

11) Clinicians should consider consultation for patients 
with complex pain conditions, patients with serious co-
morbidities including mental illness, patients who have 
a history or evidence of current drug addiction or 
abuse, or when the provider is not confident of his or 
her abilities to manage the treatment.

12)  Methadone should only be prescribed by clinicians 
who are familiar with its risks and appropriate use.



Open Comment Period

• Originally for 30 days

• Extended to 45

• Resulted in over 100 comments



From lay/general public:

1. Don't introduce barriers: 

a)Requirement to see a specialist

b)Drug testing--government intrusion

2. These meds cause addiction and destroy lives and we 
need some protection



Technical/clinical comments:

1) Upper dose - for and against

2) Drug testing - many docs don't understand the 
complexity of testing

3) Concern about introducing liability risk for docs

4) Question about recommending sleep studies



Dissemination

• Will be made available online and in print

• HealthInsight will distribute at physician education 
presentations

• Emails informing docs that guidelines are available will 
go out through hospitals, UMA, and other parties.



What Else is Utah Doing?



House Bill 137: 2007-2009

• Guidelines

• Research

– Causes, risk factors, solutions

• Educate

– Health care providers 

– Patients

– Insurers

– General public



Collaboration

• Steering Committee (11)
– Meets monthly

• Advisory Committee (106)
– Open to all interested parties & stakeholders
– Meets quarterly

• Work Groups
– Patient and Community Education (25)
– Policy, Insurance, Incentives (12)
– Data, Research, Evaluation (7)



Input & Buy-in From Diverse Utah 
Groups

Governmental Groups:

• UDOH

• Division of Substance Abuse 

and Mental Health

• Labor Commission

• Workers Compensation Fund

• DOPL

• Utah Attorney General’s 
Office

Professional Organizations:

• Utah Medical Association

• Utah Pharmacy Association

Private and Nonprofit Groups:

• University of Utah

• Intermountain Healthcare

• Pain Research Center

• Lifesource

• HealthInsight



Physician Education

• 30 (20 urban, 10 rural) small group trainings

– Up to 20 CME’s

– 6-10 doctors in each training

• Large group presentations

– ~5 CME’s

• Mailings



Objective of Physician Education:
Increase Safety of Opioid Prescribing

After a presentation, doctors will be able to…

1. Implement “Six practices for safe opioid 
prescribing”

2. Identify tools to help physicians integrate these 
practices into their work

3. Assess improvements in prescribing patterns in the 
first month and at 6 months



Six Practices for Safe Prescribing

1. Start low, go slow

2. Obtain sleep studies for all patients on moderate or 
high doses of any long-acting opioid

3. Obtain EKGs for methadone dose increases to and 
above 50mg/day (QT prolongation)

4. Avoid sleep aids and benzodiazepines with opioids

5. Avoid long acting opioids in acute pain

6. Educate patients/family about risk



Patients & General Public Education

• Media Campaign Jan 2008-June 2009

– Public Opinion Survey

– Collateral materials

– Prescription Awareness Week

– Public and press events



Key Messages:
1. Never take prescription pain medication that is not 

prescribed to you

2. Never adjust your own doses

3. Never mix with alcohol

4. Taking sleep aids or anti-anxiety medications together 
with prescription pain medication can be dangerous

5. Always tell your healthcare provider about all 
medications you are taking from any source

6. Keep your medications locked in a safe place

7. Dispose of any unused medications



Campaign Identity

• Campaign logo



Campaign Identity

• Campaign Web site



Campaign Identity

• Campaign Television Spot (“Long Nap”)



Campaign Identity

• Campaign Radio Spot (“Poison Control Center”)



Campaign Identity

• Press Coverage



Campaign Identity

• Community Events



Collateral Materials

• Color Poster (11x17)

– Dr. Offices

– Pharmacies

– Health Department

– Other



Collateral Materials

• English/Spanish Bookmarks

– Community Events

– Book stores

– Pharmacies

– Libraries

– Book Mobiles

– Treatment centers

– Other



Collateral Materials

• Double-sided Cards

– Dr. Offices

– Pharmacies

– Health Department

– Other



Collateral Materials

• Print Ads

– Newspapers

– Newsletters

– Magazines

– Other



Collateral Materials

• Media Kit

– News Release

– Backgrounder

– Fact Sheet

– Research



Collateral Materials

• Window Clings

– Pharmacy windows

– Dr. Offices’ doors

– Health Dept. windows

– Other



Collateral Materials

• Quickscreen Display

– Libraries

– Community venues

– Community events

– City/County offices

– Health Department

– Other



Collateral Materials

• Banner

– Community Events

– Health Department

– Other



Making a Cohesive Difference

• The materials are being widely dispersed:

– Community coalitions

– Local substance abuse

– Treatment centers

– Physician offices

– Pharmacies

– Booths at conferences/event

• A cohesive message will strengthen individual 
effectiveness throughout the state


