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Introduction

The life-saving opioid-reversal drug Naloxone is safe and efficacious for lay-person administration! and
for patients taking opioids for chronic painz4. The CDC guideline for prescribing opioids for chronic pain
advocates for co-prescribing Naloxone in a variety of cases (history of substance use disorder, high
dose opioids, concomitant benzodiazepine prescription)s. This has resulted in a substantial increase in
Naloxone dispensing rates nationally from 2012-2018; however, Naloxone dispensing rates to patients
receiving high-dose opioid therapy remains low. In 2018, of the estimated 9 million patients who
received high-dose opioid prescriptions only 406,203 of them were prescribed Naloxone—only 1
Naloxone prescription was given for every 69 high-dose opioid prescriptionsé. Given that just over 11in 3
overdose deaths involves a prescription opioid’, there is a significant freatment gap that exists in
providing naloxone to patients at risk for overdose on chronic opioid therapy.

Naloxone is Effective for Patients in Chronic Pain

A common misconception held by clinicians is that naloxone is only for patients who misuse opioids or
have opioid use disorders. One survey of physicians found that there was a general lack of consensus
about which patients should be receiving Naloxone, as it is generally thought of as an antidote for
heroin overdose?, but considered less in cases of prescription drug overdose. As previously stated, data
from the CDC show as much as 36% of opioid-associated overdose deaths involve a prescription opioid
as recently as 2017¢. Other refrospective data from 2001-2007 indicate that over 60% of Americans who
succumbed to opioid-involved overdoses were being freated for chronic pain. What's more, 49% of
those people received a prescription for an opioid the same month they died?. In the same survey,
several physicians felt that withholding the opioid prescription from at-risk patients was the superior
option due to misconcepftions that Naloxone gives patients a false sense of security and the belief that
opioids are not effective for chronic pains.

While opioid prescribing has significantly decreased since peaking in 20121011, opioids remain a
frequently utilized medication for chronic pain, and patients on chronic opioid therapy warrant
protection with naloxone. The benefits of providing naloxone to patients is significant. One study found
that when Naloxone was integrated as part of physicians’ routine care for patients at risk of an opioid
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overdose, if resulted in a 50% decrease in opioid-associated deaths in a single year3. In another
multicenter primary care study patients who received a naloxone prescription had 63% fewer opioid
related ED visits after 1 year compared with patients who did not receive naloxone'?. It is not only
feasible to dispense Naloxone and educate chronic pain patients (and their families) on how to use it, it
is efficacious and beneficial'2,

Naloxone Prescription are Well-Received by Patients and Do Not Increase Medical
Legal Risk

A prominent theme amongst clinicians beginning to prescribe naloxone is the fear of offending patients,
essentially conveying the message that they cannot be trusted with medication. One study showed
that clinicians were concerned about stigmatizing their patients and it resulting in lower satisfaction
ratings8. These concerns are not without merit!3, but virtually all studies on this topic show that dispensing
Naloxone to at-risk patients and providing patient counseling is well received and a feasible strategy to
destigmatize Naloxone and increasing access to it'415, Furthermore, one qualitative study of Naloxone
consumers, including chronic pain patients, found that stigma from healthcare providers actually
contributed to fear of requesting naloxonels. The risk of offending a patient is presented in a non
judgemental manner and less consequential than the risk of sending a patient home on a high-dose
opioid without Naloxone. Mitigating the risk of developing a negative rapport with patients can be
achieved with adequate counseling and framing of the situation as ‘high risk medication’ rather than ‘a
high risk patient’.

There have been concerns in the past that naloxone prescribing may increase medical legal risk if a
patient has an adverse reaction to naloxone, if it is given to a patient using heroin or naloxone is
misused. These risks of naloxone co-prescribing have been studied and do not increase medical
liability's. Conversely, it is the opinion of several experts that with published recommendations from the
CDC, FDA, AMA and WHO (to name a few organizations), that failure to prescribe or discuss naloxone
with patients at risk of overdose may increase medical legal risk.

Compass Opioid Stewardship Program Recommends the Following to Clinicians:
Overdose education, safe storage and safe disposal should be provided to all patfients on
chronic opioid therapy
Naloxone should be prescribed to all patients on chronic opioid therapy.

In patients at high risk of overdose, clinicians should verify that a prescription is filled. This can
easily be done by asking patients to bring their naloxone with them to their office visit.

Patients with children, pets or family members should be counseled on the risks of diversion and
accidental overdose. Naloxone can improve safety for all members and guests of a household
where opioids are present.

Conclusion

Dispensing rates of Naloxone have increased, but still remain low in patients who receive high-dose
opioids for chronic pain. Naloxone is not exclusively for people who use opioids illicitly. Either through
prescription or tfake-home Naloxone programes, it is medically appropriate and recommended to supply
patients on opioid-therapy for chronic pain with Naloxone due to the risk of overdose and death.
Through proper counseling, Naloxone is well-received by chronic pain patients and their families and
can be life saving in the event of an accidental overdose.
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