
Background
Everyday more than 130 people in the United States die after overdosing on 

opioids (1). According to the National Institute of Drug Abuse, the number of 

deaths nationally involving any opioid in 2017 was 47,600. The CDC reports that 

the misuse of opioids include prescription pain relievers, heroin, and synthetic 

opioids such as fentanyl. Due to the number of individuals misusing opioids, 

escalating deaths from opioid misuse, and increasing opioid addiction, the U.S. 

Department of Health and Human Services declared a public health emergency and 

announced a 5-point Strategy to Combat the Opioid Crisis (2). The HHS and NIH 

in response to the opioid crisis responded by improving access to treatment and 

recovery services, promoting use of overdose-reversing drugs, strengthening 

understanding of the epidemic through better public health surveillance, providing 

cutting-edge research on pain and addiction, and advancing better practices for 

pain management (3). In Colorado the number of drug overdose deaths climbed 

from 9.7% in 2002 to 16.34% in 2014. In 2017, Colorado recorded 558 opioid 

overdose deaths from both prescription and illegal opioids such as heroin. The 

Colorado Health Institute analysis of county-level drug overdose deaths with data 

taken from the CDC demonstrate certain counties are hit harder than others -

generally those in urban and suburban counties with the highest rates of overdose 

deaths in rural counties, especially southern Colorado. Colorado’s response to the 

crisis was publication of “Guidelines for Prescribing and Dispensing Opioids” 

along with individualized clinic guidelines including revised narcotic medication 

contract (4).

Hypothesis 

We hypothesize that providing all new patients with a letter of prescribing practices 

at our clinic and revising our pain contract policy, the percentage of patients on 

controlled substances will decrease. The primary purpose of the project is to 

decrease the quantity of controlled substances prescribed with by implementing 

Southern Colorado Family Medicine’s chronic pain management policy. Secondary 

goals will include increasing use of multimodal treatment approaches including 

subspecialists referrals to pain medicine, physical therapy, and orthopedists, and 

neurology for additional treatment. 
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Reducing chronically prescribed controlled substances in new clinic patients 

Prior to the closure of a clinic in Pueblo, Colorado, there was a large influx of 

patients previously on narcotic medications for pain in addition to other controlled 

substances as defined below re-establishing care at Southern Colorado Family 

Medicine with the expectation of receiving refills of previously prescribed 

substances. To circumvent the issue, our clinic had sent out letters to all new 

patients as noted in the handout to limit the expectation of continuation of 

controlled substances. In addition to this, the clinic had revised the pain 

management policy. For our analysis, a comparison was made of total patient 

encounters in clinic between 1/1/18-6/30/18 (Group 1) and those between 7/1/18-

12/31/18 (Group 2). The two groups were further divided into patients on controlled 

substances, on non-opioid medications, and those with referrals to specified 

specialists (pain medicine, orthopedic surgery, physical therapy, and neurology). 

Query was done with use of EPIC EMR medication list.

Controlled substances were defined as the following: Xanax, Ativan, Valium, 

Ambien, Lunesta, Methadone, MS Contin, Fentanyl, Dilaudid, Oxycontin, 

Roxicodone ,Percocet, Norco, Vicodin, Ultram, and Medical Marijuana. Excluded 

substances of Lyrica, Neurontin, Adderall, Ritalin, and Concerta).

Non-Opioid medications were defined as the following: Amitriptyline, 

amrtriptyline, Cymbalta, Lyrica, Neurontin. Voltaren gel, Ibuprofen, Naproxen, 

Tylenol, Flexural, Tizanidine, Robaxin, and Baclofen.

Results

Results

Discussion/Conclusion

Implementation of revised chronic pain management contract and letters of clinic 

guidelines for new patients in a decreased in controlled substances prescribed between 

groups 1 and 2. Additionally there was an increase in non-opioid prescriptions likely 

showing an increase in alternative methods to treat chronic pain. However with regard 

to referrals, there was a decrease between the two groups. Possible causes of the 

decrease in referrals are better support in use of non-opiate treatment methods. Our 

results show a decrease in controlled substances from the start of implementing letters 

of intent to new patients and revised controlled substance policy.

At Southern Colorado Family Medicine, specific changes to combat the opioid crisis 

include suboxone/Subutex training for all residents, working to increase prescriptions 

for naloxone for chronic opioid patients,  and providing addiction resources. Barriers to 

implementation include few resources for Medicaid patients and addiction services 

Confounding Variables

•Changing prescriber habits among residents in clinic (third years graduating with 

interns taking over patient care)

•Differing prescribing patterns from one resident to another

•Handwritten prescriptions

•Unique patients for controlled substances, however could be individualized to opioids

•Time period of data (new process of intake could result in more weaning which can 

take longer periods)


