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a b s t r a c t

The phenomena of prescription opioid misuse and abuse have a complicated history of contributing
factors including policies, practices, and prescribing leading to contemporary phenomena. Some factors
implicated in the opioid drug abuse problem include inefficient prescribing and improper use, lack of
knowledge related to interpretation and assessment of pain levels, and decreased oversight and regu-
lation from government and policy agents. Nurses, often frontline providers, need to be knowledgeable
and embrace the guidelines, and necessary implications associated with both prescribing and admin-
istration of opioids. Additionally, all providers including physicians, physician assistants, nurse practi-
tioners, and bedside nurses must have a firm understanding of the improper use and abuse of opioids.
The examination and review of opioid policies at the state and federal level has revealed inconsistency
with regulations, policies, and guidelines that have lead to the current situation. The use of an inter-
disciplinary team with nurses and various other practitioners is a good strategy to help reduce this
problem.
© 2017 Chinese Nursing Association. Production and hosting by Elsevier B.V. This is an open access article

under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

There has been an increase of opioid prescription and use since
the turn of the century, leading to the current critical situation of
overdose and death that we are presently experiencing in the
United States. Daily, more than 650,000 prescriptions for opioids
are written [1]. The purpose of this paper is to elucidate the nature
of opioid abuse, identify nursing implications and knowledge gaps,
and investigate prescribing policies that are significant for
addressing this problem.

The definition of prescription drug abuse is the use of a drug for
purposes other than medically indicated, without prescription, or
to experience a feeling of pleasure and happiness [1]. Opioids are
analgesics that bind to opioid receptors found on nerve cells located
in the spinal cord and the brain [2]. The classification of opioids
includes morphine, codeine, and other substances derived from the
opium poppy used for analgesia purposes [2]. Opioids are consid-
ered “safe” to use as pain relievers for a short timewhen used under
the supervision of a physician or an advanced practitioner, or when
ing Association.
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a patient is receiving oversight by a licensed caregiver [3]. However,
abuse and dependence may occur as a result of individuals using
this classification of medications to achieve the euphoric sensations
these drugs may induce in addition to the pain-relieving effects [1].
The definition of opioid abuse is an interference with social func-
tioning related to a strong desire for and an inability to control the
use of opioids leading to dependence and tolerance [4]. As in-
dividuals develop tolerance, they may resort to any means neces-
sary to prevent the withdrawal symptoms associated with
cessation of opioid use. Withdrawal symptoms of opioid use may
include nausea or vomiting, muscle aches, diarrhea, fever, negative
mood and insomnia [5].

In the United States, during the last fifteen to twenty years,
healthcare providers, patients, and key stakeholders have wit-
nessed the phenomena of prescription opioids becoming the
treatment of choice for management of pain [6,7]. Although opioids
have been available and used as analgesics since the late 1800's, it
was the turn of the 21st century when an actual focus on pain
management began [2]. Based upon an influential article written by
Porter and Jick in the 1980s, pain management became one of the
core components linked to quality health care. This focus on pain
reduction helped to reduce the fear of addiction and provided a
false sense of safety associated with opioid use. Additionally, drug
companies utilized the article by Porter and Jick to further
r B.V. This is an open access article under the CC BY-NC-ND license (http://
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diminished as a concern publicly and from a healthcare perspective
[2,8]. The American Pain Society embraced the concept of pain as
the fifth vital sign and helped establish a platform to raise attention
among professionals, policy makers, researchers, and patients to
the significance of effective pain recognition, treatment, and
management [9,10]. Furthermore, pain management was fueled by
Congress designating the beginning of the new millennium as the
“Decade of Pain Control and Research” [6]. Also, during the early
2000s, the Joint Commission (previously named the Joint Com-
mission on Health Care) revised and issued new standards
mandating pain evaluation and treatment in return for federal
reimbursement encouraging clinicians to consider pain relief “a
human right” [6,10]. Additional initiatives focusing on pain control
include the Veterans Pain Care Act [11], and the National Pain Care
Policy Act [12].

The Decade of Pain Control and Research promoted two goals
[6,9,13]. The first goal focused on reducing the incidence of
suffering associated with pain both acute and chronic (lasting
longer than six months). It raised both public and professional
attention and awareness regarding a significant and often neglec-
ted public concern of under-treated chronic pain [13]. Estimates
indicate that over 100 million adults are afflicted with chronic pain
in the United States [9]. The second goal of this campaign focused
on reducing the health and societal costs related to unrelieved pain,
through diligent and careful attention to pain control [9]. Relieving
Pain in America: A Blueprint for Transforming Prevention, Care, Edu-
cation, and Research, a 2011 report prepared by the Institute of
Medicine, suggests that costs associated with pain are between
$560-$635 billion dollars annually [14]. These figures include costs
related to lost productivity as well as costs related to the treatment
of pain. Tompkins, Hobelmann, and Compton reported that pub-
lished meta-analysis indicate evidence of treatment gains evident
over a majority of the last two decades. These data helped to create
a reduction in health care expenditures and improved overall
functioning of patients, which allowed them to return to work [9].
However, it was not the single treatment component of opioid
prescriptions that lead to this improvement, but the implementa-
tion of a comprehensive team approach to pain treatment which
leads to this desired outcome [15].

Although there is excellent documentation in the literature that
effective pain relief requires a comprehensive team approach using
multidisciplinary interventions, economic influences have attrib-
uted to a decline in the interdisciplinary approach. The other po-
tential outcome is amovement towards single providers that would
help to carry the core responsibility for providing oversight and
care to individuals with pain [9,16,17]. Balestra cites the Emergency
Department (ED) of hospitals as a point of access where a single
provider nurse practitioner or physician may face this particular
clinical situation [18]. Patients enter the ED with various types of
pain, seeking duplicate opioid prescriptions, or demanding opiates
to treat the suffering associated with the pain they experience.
Additionally, sole or independent providers such as nurse practi-
tioners or physicians may be pressured, over-burdened, or lack the
necessary resources or support to provide comprehensive care in
primary care settings [19]. Addicted patients may view these sole
providers as readily available resources of opioid prescriptions [19].

The under-utilization of multidisciplinary teams might circum-
vent the checks and balances system that an interdisciplinary may
provide. This under-utilization may result in less oversight andmay
lead practitioners to set aside common sense and best practices
regarding cautionary use of opiates as a first line treatment in pain
control. In these situations, alternative pain treatments that have
less potential for abuse and addiction [19]. Additionally, there has
been mounting pressure from pharmaceutical companies, the Joint
Commission, the American Pain Society, and the public to
encourage the practice of prescribing and using opiates as a safe
and efficient intervention for many types of pain relief [20].
Although the prudent use of resources should allow for the efficient
and proper treatment of most types of pain, health care providers,
especially physicians and nurses, have been lulled into believing
that opioids are a safe, convenient, and efficient means of treating
the various types of pain [4]. As a result of this false sense of safety
(related to the initial low rates of addiction) and the undertreat-
ment of pain, opioids have become a first line intervention for the
alleviation of all types of pain [21]. Again, the outcome is often
abuse and addiction of opioids.

As the practice for treating many types of pain with opioids has
grown over the last several decades, the potential for abuse and
addiction has increased, fueling the epidemic of inappropriate use
of opiates and dependence [19]. The abuse of opioids has now
become a public health concern resulting in unprecedented opioid
related deaths across the nation [22]. Also, individuals misuse drugs
inappropriately through sharing or buying prescriptions, at times
illegally, as well as stealing opioids for the desire to attain an altered
euphoric level of consciousness or dull emotional and psychological
pain. Also, some individuals earn their wages from the “black
market” by selling to those persons who are dependent and/or
addicted to opiates [20]. Although there are many legislative pol-
icies, guidelines, and recommendations written and passed to
address this concern, there are fears that the likelihood of opioid
policy changes will not happen promptly as each of these directives
address the problem from a different point of view. Furthermore,
states may differ from one another in opioid policies and proced-
ures. These differences may help to create stalemates related to a
cohesive and uniform policy about opioid use.

According to the results from the 2013 National Survey on Drug
Use and Health, Americans aged 12 or older reported the use of an
illicit drug for the first time, this is an estimated 2.8 million people
in the United States [23]. This estimation indicates there are about
7800 new illicit drug users per day, and is similar to the 2012 es-
timate of 2.9 million users [23]. More than half of initial illicit drug
users (54.1%) began using before they turned 18 years old, and
approximately 58% of new users were female [23]. About 12.5%
who used illicit drugs were introduced to them through the
nonmedical use of prescription pain relievers [23]. There were
approximately 1.9 million individuals with a pain reliever depen-
dence, and this was similar to the 2012 findings of 2.1 million [23].
Additionally, reports indicate that there has been an increase in
illicit drug use from the years of 2006 through 2011 ranging from
1.6 million to 1.9 million respectively [23]. These results show a
steady increase over the past decade regarding the use of
nonmedical pain relievers. Likewise, the Centers for Disease Control
and Prevention (CDC), suggests close to 12.5 million Americans
older than 12 years of age have used opioids for purposes other
than medically indicated at least once in their life further showing
the significance of this epidemic [24]. As opioids are the most
commonly abused and inappropriately used pain interventions as
suggested by Phillips, it is important to understand how inappro-
priate use may impact health care and the associated societal costs
[25].

In 2007, according to Crowley et al. the strain on the U.S.
economy regarding the cost of prescription opioid abuse was
around $200 billion per year [26]. This price included workplace
productivity loss, medical expenses, and criminal and associated
court costs. Furthermore, data presented by Chen, Hedegaard, and
Warner, report opioid deaths have almost quadrupled from 1.4 to
5.1 deaths per 100,000 people between 1999 and 2013 [27]. As a
result of these opioid deaths, local, state, and federal government
agencies have enacted efforts aimed at overdose reduction. Some
examples of the efforts executed include state registries to monitor



D.A. Jukiewicz et al. / International Journal of Nursing Sciences 4 (2017) 430e436432
prescription filling, decreasing the number of free standing pain
management clinics known as “pill-mills,” and the development of
tamper resistant formulas for extended release opioid products
[28]. As opioids become harder to attain and alter, users are making
the switch to heroin [29].

2. Material and methods

Schirle and McCabe, and Paulozzi, Mack, and Hockenberry
studied the variation among states regarding prescribing practices
of opioids [30,31]. They concluded that the factors that account for
the differences in prescribing practices were unknown. Further-
more, as states have a variety tools to use against the war on opi-
oids, many inconsistencies remain regarding the education of
providers, prescribing practices, and reduction strategies [32].
Additionally, after investigating each state as well as the federal
policy on opioid use, it is plausible to assert that the variations can
be attributed to inconsistency in oversight and regulation both at a
federal and state level. A thorough review of federal and state
opioid prescribing policies, guidelines, and protocols was under-
taken to help develop a strategy to curtail the ubiquitous opioid
burden. We also completed a comprehensive Internet search of
state and federal information related to prescribing practices.

2.1. Data sources and searches

We searched the internet for government publications, as well
as PubMed for research articles evaluating state policy and federal
policy published from 2007 to 2017 with search terms including,
but not limited to, “opioid,” “abuse policy,” “prescription opioid
crisis,” and “state legislature for opioid abuse.” We used (the Da-
tabases of Statutes, Regulations, and Other Policies for Pain Man-
agement from the Pain & Policy Studies Group at the University of
Wisconsin; the Trust for America's Health; the National Alliance for
Model State Drug Laws; and the State Successes page from the
Center for Disease Control and Prevention) to guide our review of
policies, statutes, and regulations related to current prescribing
practices of opioid medications across the nation [33e36].

2.2. Selection criteria

Articles were analyzed for relevance. Articles were selected for
the review if they were written in English and they pertained to
evaluating state or federal policies and practices. Descriptive
studies were excluded. We focused on studies that reviewed both
state and national infrastructure and health policy systems related
to opioid prescribing and education.

2.3. Data extraction and synthesis

Categories of state policy and national policy were identified in
our literature search: prescribing guidelines, state legislation,
clinical guidelines, and provider education (see Table 1). These
policies are broad and represent professional approaches to teach
and reduce the dangers of opioid misuse. We examined individual
state changes to provide a thorough review related to under-
standing outcomes in combatting opioid misuse and abuse.

3. Results

We found significant differences in prescribing inconsistencies,
educational requirements, and opioid reduction strategies
demonstrated across all states related to policy references, devel-
opment, and updates. Even more shocking, we found there is a lack
of regulated systems in many of the states related to the role of
nurses in administration and prescribing of opioid medications
[33,37]. As advanced practice nurses are becoming key players in
the care of both acute and chronic conditions, there is a significant
need to include them in the safe prescribing and use of opioids.

3.1. Prescription drug monitoring programs

Background: Prescription drug monitoring programs are present
and functional in all 50 states in the United States. These programs
are in place to allow pharmacies to submit all order information
related to controlled substances to a central database in each state.
From these databases, practitioners that prescribe can determine if
patients are using multiple practitioners and/or pharmacies to
secure and receive controlled substances [32,38].

Findings: Use of prescription drug monitoring programs are not
required by prescribers in all 50 states, and the results of use are
heterogeneous from one state to the next. Identifying and using
best practices as standard operating procedures consistently
throughout all states may show benefits to patients and help with
more predictable and standardized use by all prescribers. Finally,
the use of prescription drug monitoring programs is not mandatory
in all states, so there is inconsistency in not only their use but in
maintaining patient safety with scheduled medicines [39].

3.2. Individual states

Background: Importantly, states such as Illinois, Montana, and
South Dakota have no particular policies documented to guide
prescribers regarding how to address chronic pain as experienced
by patients. Other states have policies and guidelines that are 20 or
more years old that are without any evidence of updates. For
example, Colorado's controlled substance act relating to pre-
scriptions was last written or amended in 1996. Legislation has
recently passed in Colorado to legalize the use of marijuana as a
recreational drug. Similarly, Kansas, Louisiana, and Maryland, to
name a few other states, have also not amended laws regarding
opioid practices since the 1990s. On the other hand, some states,
such as Arizona, California, New Mexico, and Oklahoma, have rules
thatmay be difficult for the practitioner and patient to decipher. For
instance, there are three or four governing bodies that have pro-
duced documents that are related to the regulation of prescription
and use of opiate medications. This practice does not allow for a
centralized body which could act as a hub for all agencies that have
an interest in opioid prescription implementation and use. No one
particular governing body provides the oversight or regulation.
Hence, there is a corresponding decrease in accountability stem-
ming from this fragmentation of monitoring and control that ulti-
mately affects patient and population outcomes [33].

Lastly, many states lack regulations, policies, and guidelines
regarding the nursing role in prescribing and/or administering
opioids. Although all states are required to subscribe to and
participate in federal guidelines, some states have more stringent
or specific rules, policies, and guidelines that have a provision for
opioid regulation [37]. The states of Missouri, Washington, Oregon,
Utah, Wisconsin, Oklahoma, Indiana, Massachusetts, Florida, and
Rhode Island have more specific, well-circumscribed policies and
requirements and they are the most restrictive regarding opioid
prescription use across the nation [37].

Findings: As Paulozzi, Mack, and Hockenberry reported in 2012,
82.5% of opioid use originated from written prescriptions [31]. Our
review produced many notable findings. In this research, we found
the highest rate of opioid prescriptions originating in Alabama, an
under resourced southern state, with 142.9 opioid pain relievers
prescribed for every 100 persons [40]. Unsurprisingly, it was ranked
46th out of 50 states for health disparities with the 50th state being



Table 1
Overview of state and federal prescribing practices and policies.

Intervention Participants involved Description

Prescription drug
monitoring
programs

Physicians and Advanced Practitioners
a(NP, PA, CNS)

Programs at state levels require pharmacies to submit information regarding
controlled substances to a central database, and can be reviewed by prescribers
prior to writing controlled substance prescriptions. All states have a
prescription drug monitoring program in place

State legislation Senate, Congress, Lobby Agents, Political Action Committees, Licensing
Boards

Regulation of prescribing guidelines related to authority, and prescribing with
registration, Pain clinic regulation, and laws regarding controlled substance
activity. Legislation varies among states. Incongruencies from state to state
regarding advanced practitioners scope and authority. Incongruency from state
to state regarding laws and rules and regulations regarding prescription,
oversight, and education related to opioid use

Federal
legislation

Developed by federal legislature with education and information
supplied by Federal health agencies, Political Action Committees, and
Law enforcement

Oversight and guidance that provide recommendations to states regarding
prescribing policies and practices, including but not limited to education
requirements, clinical guidelines, safe storage and disposal, and topic research
and findings. Recommendations for all states, disparate application from state
to state

a NP: Nurse Practitioner (including Nurse Practioner Anesthetists, Family Nurse Practitioner, Geriatric Nurse Practitioner, Adult Nurse Practitioner, and Psychiatric Nurse
Practitioner), PA: Physician Assistant, CNS: Clinical Nurse Specialist (including Adult Clinical Nurse Specialist, and Geriatric Clinical Nurse Specialists).
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the most disparate [41]. In the last two years, Alabama's excessive
drinking has increased, the level of health by educational attain-
ment has decreased, and infant mortality has increased. These
health indicators could reflect the high rate of opioid prescription
use and abuse among its residents [41]. Maine, on the other hand,
has not experienced the same level of disparity. Maine ranks 15th
out of 50 according to America's Health Rankings for 2015 [41].
Remarkably, Maine ranked first in prescribed long-acting/
extended-release opioid pain relievers with a prescription rate of
21.8 for every 100 persons [40]. The median number of opioid pain
relievers per 100 individuals in the United States was 82.4 [40]. The
South ranked highest, with an average of 93.7 per 100 people being
prescribed opioids; and the West ranked lowest, with the average
number of prescriptions being 68.0 per 100 people [31]. These
prescribing practices can contribute to a poor quality of life and
subsequent overdoses and death. Although it is not yet clear how
Alabama, one of the nation's most economically deprived states,
has one of the highest rates of opioid use, Compton and Weaver
shed light on one hypothesis for this finding [42]. As previously
discussed, the South ranked highest in prescription rates for opi-
oids. Increased opioid abuse in the South may be related to an
economic disadvantage for many low-income families. Many in-
come earners in these low-income households engage in manual
labor. Years of manual labor can cause many back and joint prob-
lems associated with the heavy work [42]. The physical ailments
can lead to increased levels of pain encouraging workers to seek
providers willing to prescribe opioids. As the prescription demand
rises for opioids, they become more readily available and are an
easier way to make money by the income earners than engaging in
manual labor. Through illegal sales and diversion, opportunistic
recreational use may lead to opioid use and addiction at an accel-
erated rate [42].
3.3. Federal guidelines

Background: Federally established guidelines from the Center for
Disease Control, National Institute of Health, and Substance Abuse
and Mental Health Services Administration, as well as the model
policy drafted by the Federation of State Medical Boards, were also
reviewed for relevancy. A particular area of concern is the use of a
clinical assessment tool for pain and outcome measure as it may
not be consistently applied and utilized in either research or
practice [35]. Additionally, as the Pain Relief Promotion Act
commenced at the turn of the 21st century, federal policies have
taken a more liberal approach leading to some states following
broad federal guidelines and having increased difficulties with
opioid misuse and abuse [6].

Findings: The national policies, guidelines, and regulations are
problematic from an implementation perspective because there is
limited ability and resources at the state level to apply these rules
[37]. However, these guidelines are in the process of being revised.
This revision may lead to better consistency and clarity as well as
allowing for the legal system to better enforce and uphold the
legislation [33].

Pathways towards better practice regarding opioid use and
prescribing include education, policy changes, and consistent
application of laws related to opioid use. Although there are
currently prescriptive guidelines for practitioners set forth at both
the federal and state levels, the oversight and regulation at each
level is inconsistent and lacking. These current practices do not
provide congruency with a common goal of clarity and guidance
regarding proper opioid prescribing practices [43]. According to the
National Institute for Health, this prescribing pattern has led not
only to the widespread availability of opioids but also increased
visits to the emergency department, where opioid overdoses
caused by misuse often result in untimely deaths [44]. Although
there is legislation currently in process for the revision of opioid use
and regulation regarding the use of naloxone, there are not yet
comprehensive policies that suggest a significant reversal of opioid
use and death. Inconsistency, unless addressed, will not allow for
robust and transparent policy about naloxone use.
4. Discussion

There is a variety of support and number of tools for use in
reducing the opioid epidemic. However, we found that they are
inconsistently used and vary in application from one state to the
next. During our research, we learned that there are contributing
factors, practice gaps among practitioners when prescribing and
monitoring, inconsistent policies, and knowledge deficits that have
helped fuel the phenomena of opioid abuse and overdoses. As
nurses become more involved in both the administration and
prescribing of opioids, it is important that we become aware of the
concerns that have led to the opioid epidemic as well as understand
our role in preventing and reducing further opioid abuse. Because
nurses interact with the patients in both the prescribing and
administration of opioids, we are well poised to make a significant
impact in helping to reduce this current problem.
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4.1. Nursing implications

Proper education and accountability are essential for advanced
practice nurses who are prescribing opioids and for bedside nurses
who are administering them [45,46]. For nurses to effectively
collaborate with physicians in providing optimal pain treatment, it
is essential for nurses to learn, understand, and communicate
effectively with the interdisciplinary team about the patient's
physical and emotional status, and goals regarding pain relief. Also,
it is crucial that nurses have a thorough physiological under-
standing of how opioids work in the body and how they may
function when they are “stacked” or given together with other
medications that are of the same classification. Nurses must be
knowledgeable about which drugs may potentiate or alter the ef-
fects of opioids [46]. In addition to the knowledge of pain man-
agement, the nurse must have data about the policies and practices
of the organization, and excellent written and verbal communica-
tion skills. It is also important for nurses to have sharp assessment
acumen, effective interpersonal skills, and a commitment to
providing empathetic rather than sympathetic care for the patient
[47].

Importantly, nurses who are providing care must assist in the
prescribers' determination of how to best provide pain manage-
ment based on findings and results such as vital signs, and patient
level of consciousness, and overall health status. Nurses must also
be involved in policy and practice initiatives at the institutional
level regarding the adoption of pain scales, pain interventions that
are culturally and linguistically appropriate [47]. Nurses should
maintain a central role as members of the interdisciplinary team
regarding pain treatments [13,47]. They ought to receive in-depth
education related to opioid abuse and addiction, and have the ca-
pacity and opportunity to consult collegially with prescribers when
there are questions regarding opioid orders, and/or when assess-
ment findings show contraindications for further opioid use. As
nurses are frequently the final quality assurance resource in patient
care and outcomes, it is essential to include them in all concerns
related to the opioid epidemic. The inclusion begins with training
and policy development [46]. The extent to which nurses are
adequately educated to function in these important and emerging
roles is not yet well documented [48].

In the previous two decades, we have focused on opioid use for
pain control. However, an area for future attention where nursing
can have a significant impact is to utilize and study the wide variety
of non-opioid pain management strategies. Educating the public
about alternative methods of pain control such as non-opioid an-
algesics, physical therapy, psychological therapies, and comple-
mentary alternative medicine interventions is one strategy to help
combat the current medical dilemma related to opioid abuse [9].
Using non-opioid strategies are necessary approaches to help
providers effectively and culturally address patient needs and
provide efficient and safe care.

4.2. Nursing knowledge gap

The role and knowledge of pain relief modalities of both nursing
prescribers and other providers vary and directly impacts opioid
use [49]. Shepherd, discussed combating the painkiller epidemic
and identified insufficient prescriber training, and inadequate
monitoring of patients as causative factors of abuse of opioids [49].
Nurses at the bedside must be able to use superb clinical judgment
when administering opioids to treat pain. Not only does this deci-
sion require linking the use of pain scales to training in the
assessment of pain and the evaluation of potential outcomes, but it
also requires balancing clinical judgment, and using pain assess-
ment instruments to triangulate assessment findings within the
framework of the particular patients' needs [50]. Additionally, there
is considerable inconsistency among providers in the way pain is
managed according to patient data [51]. Interdisciplinary in-
teractions and constant communications among bedside nurses,
prescribers (including both nurses and physicians), pharmacists,
and alternative medicine interventionists need to happen at the
onset of problematic signs related to the opiate use and with ed-
ucation regarding Naloxone (an opioid antagonist). Upon admis-
sion, the conversation should begin referring to the level of opioid
tolerance/intolerance. Also on admission, a skin assessment should
be done to check for implantable pain devices, transdermal
patches, or any other devices used to administer opioid medica-
tions [13]. However, a lack of clinical experience or knowledge may
inhibit these practices from happening.

Practicing clinicians may not be familiar with the most current
research and evidence-based practice approaches to pain man-
agement. Furthermore, many providers do not even receive
adequate knowledge about pain treatments, assessments, and
alternative interventions which could also place the patient in a
vulnerable position [52]. Research indicates that providers need to
use better assessment skills to determine the effectiveness of
alternative pain relief methods before opioids become the only
choice [9]. However, education alone cannot be expected to change
practice. Practice change requires an institutional commitment
towards the development of interventions, plans, and consistent
use of protocols amongst all caregivers to allow for the best patient
outcomes and quality pain control as well as allowing all providers
of care to equally participate in patient care [47,53].

Most often, nurses are the providers that assess and re-evaluate
pain in acute, long-term, and physician office settings [54]. The pre/
post-pain assessment includes monitoring pain quality, intensity,
and duration before and after administration of pain medication.
Nurses need to balance the evaluation with direct observations of
the level of consciousness, behavior, and vital signs that we learn to
use to assess various situations including pain during our nursing
education [55]. These are the essential core competencies that
nurses possess that are useful when providing care to patients. The
knowledge and skill set, in addition to others, should be evident in
nursing curricula and continuing education activities [55]. Findings
related to increased requests for pain medication, inadequate pain
relief, or unacceptable behaviors from patients related to an
inability to receive requests or demands need to be addressed by an
interdisciplinary team. This approach should help to assure that a
more comprehensive and complete course of action will dominate
the decision-making process. The use of evidence-based guidelines
should be followed, and all members of the team ought to serve as
monitors of the process to more closely align with medicine
guidelines related to opioid use and prescribing [55]. Nurses are
well positioned to collaborate on the developing and standardizing
analgesic administration guidelines and presenting the outcomes
of their practice through research [55].

At discharge, patients need further assessment through collab-
oration with nurses and physicians regarding the need for opioids;
weaning should take place to help reduce the potential for abuse at
home when the time approaches [42]. Although prescribers may
initially provide a prescription for opioids correctly, they may
further re-prescribe or renew a prescription without conducting a
re-evaluation of the patient's condition which could further the
opioid abuse epidemic. It is important to recall that practitioners
must be educated about and monitored with the use of national
standards set forth by the U.S. Food and Drug Administration
[50,55].

The rise in the number of opioid overdose related-deaths in
recent years is disturbing, and the American Nurses Association
(ANA) has posited that a multifaceted approach is needed to
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respond effectively to the rise of opioid addiction. The ANA holds
the position that nurses can play a fundamental role in a compre-
hensive approach to addressing the opioid crisis [56]. There are
some specific strategies that the ANA believes that nurses can offer
significant assistance in this crisis. First, the ANA argues that
properly trained Advance Practice Registered Nurses should be
allowed to administer buprenorphine to expand access to
medication-assisted treatment for addiction. Second, the organi-
zation contends that health care professionals need proper training
and education to prescribe opioid medications safely. Third, the
ANA posits that a long-term solution requires further scientific and
clinical research to develop, test, and use abuse deterrent formu-
lations to help reduce addictions and still serve those patients who
need relief from severe pain. Fourth, the ANA views prescription
drugmonitoring programs as key in a comprehensive approach and
promotes awareness of these programs inmember associations and
among registered nurses across the nation. These types of programs
could aid in reducing inappropriate access while at the same time
help to ensure that those patients who need strong pain relief
medications can obtain themwithout unnecessary barriers. Finally,
the ANA believes that Naloxone is crucial in preventing deaths from
overdose by opioid drugs such as heroin, morphine, and oxyco-
done; therefore, these agents should be available to first re-
sponders, friends, family, and caregivers of anyonewho is known to
be a frequent user of opioid medications. In conjunction with
increasing the availability of naloxone, trained first responders
should be given legal protections. Medical insurance such as
Medicaid and Medicare should be made available to those who
need treatment and pay for naloxone. According to the National
Conference of State Legislatures, all states in the US have enacted
drug overdose/immunity and Good Samaritan Laws except Mon-
tana, Wyoming, and Kansas [57].
5. Conclusions

Although a one-size-fits-all approach does not seem suitable to
address opioid abuse, standardizing prescribing practices, moni-
toring, and education across the country would be a logical
approach to help reduce opioid abuse, as it could provide consis-
tency, conciseness, and clarification. Recently, there has been an
increased number of publicized deaths from opioid overdoses re-
ported in the media and scientific literature. As this situation her-
alds a state of emergency, President Obama has mandated $1.1
billion in new funding to address the opioid problem [58], and
President Trump has recently established a commission to combat
drug addiction and the opioid crisis. Consistent with the Food and
Drug Administration (FDA) guidance for the pharmaceutical in-
dustry regarding abuse-deterrent opioids, work is being done to
reformulate opioid analgesics making them difficult to tamper with
or abuse by nasal and intravenous routes when prescribed orally.
Also, in April of 2017, the FDA announced the restriction of codeine
and tramadol in children under the age of 12 years [55]. Consistent
with government efforts, a clear federal policy that guides pre-
scription practice is sorely needed to direct the care given to pa-
tients and their families. The current state of affairs also seems to be
the right time to analyze variation among state and federal pre-
scribing guidelines/laws on opioid medications, identify areas of
deficiency, and then focus on a strategic plan that will help
encourage consistency across the United States. A comprehensive
federal prescribing policy protects both patients and prescribers
from the untoward outcomes of opioid abuse and has the potential
to improve safety and promote the intended use of these
medications.
Appendix A. Supplementary data

Supplementary data related to this article can be found at
https://doi.org/10.1016/j.ijnss.2017.09.001.
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