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The opioid crisis is America’s Ebola. Often fatal,
complicated, with multiple ramiﬁcations that go
beyond just medicine to the core of our culture.
Clinicians’ response to pharma promotions and
pain as the ﬁfth vital sign is part of that culture. The
complicity of pharma is being adjudicated in the
courts. Solutions to this problem have been evolving quickly as a new urgency has erupted in response to the magnitude of the death rates. And as
we explore solutions to this “new” epidemic, we see
that solutions for one thing can cause problems for
another. In this example, we ﬁnd that those who
believe that they need and thus should have access
to chronic opioids are having trouble getting them.
We also ﬁnd that many of these patients have not
had appropriate trials to reduce dosages or try alternate modes of therapy. Furthermore, the current
climate has increased the fear that clinicians feel
when “confronted” by a patient in pain. We need
research to create the evidence that will yield best
practices.

Family Medicine Care
The involvement of family physicians in the care of
these patients has escalated by necessity. Practitioners in small towns around the country began to see
their patients die. They had no idea that John or Jill
was addicted. Many did not know that the prevalence of opioids was increasing exponentially in
their communities. This special issue of the Journal
of American Board of Family Medicine ( JABFM) provides a glimpse into this complex problem. A major
focus of care to those with opioid-use disorder
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(OUD) is medication-assisted therapy (MAT). The
role of family medicine in MAT is evolving. Several
articles in this issue describe these roles.
Peterson et al1 used the unique database of those
taking the American Board of Family Medicine
(ABFM) certiﬁcation examination to elucidate important variables with a 100% response rate. They
found that 5.9% of family physicians reported prescribing buprenorphine. Family physicians who
worked in a Federally Qualiﬁed Health Center
(FQHC), those in solo practice, or who had a
mental health professional working with them were
more likely to prescribe. In a policy brief, Peterson
and his team2 report that graduating residents and
early career family physicians are leading the
growth of new prescribers, so a bigger effort will be
required from midcareer and older family physicians if we are going to substantially increase those
ready to prescribe. This is more important when
one considers that many of those who do get the
waiver will never actually prescribe, because of real
and perceived barriers. Abraham et al,3 using Medicare data, found that while family physicians and
internists were the main prescribers of buprenorphine, only 2.7% and 2.0% were prescribing, respectively. Factors considered to increase likelihood of prescribing were male gender, northeast
location, DO degree, US undergraduate training,
more years in practice, and more dual eligible patients.
A number of articles examine facets of opioid
prescribing. Sokol’s team4 used 2 models of change
to promote practice improvement for care to both
those with OUD and those who are prescribed
opioids. Articles by van Eeghen et al5 and Breeden
et al6 use best practices to improve adherence to
opioid prescribing guidelines. The article by Raad
et al7 shows that the prescribing of opioids for
low-back pain declined from 2011 to 2016. However, there were still large differences in prescrib-
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COMMENTARY

Need for Future Research
Those of us who have been practicing in urban
centers know that this “epidemic” is not new. It
may be different because now those affected are
more likely to be white and young. It is also different because those so afﬂicted are more likely to be
seen as ill instead of having a moral failing. For our
response to the current need to be successful, it will
take more clinician person power and more research. This research need cries out for interdisciplinary collaborations of all types. We need more
research on the genomic susceptibility and the
genomics of treatment.18 We need research with
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communication experts and anthropologists about
the optimizing the messaging from clinicians to
achieve the desired outcomes. We need research
with social workers and other providers to determine the contribution of case management models
to promote adherence. Research is needed with
behavioral scientists with particular attention to the
fact the many of our OUD patients also have comorbid psychiatric diagnoses. And as suggested by
the Farrar article,19 we need more economic analyses to determine feasibility and outcomes from
different care designs.

Need for Qualified Family Physicians
A major problem is a shortage of family physicians
who can act as clinical mentors to those who have
completed waiver training. Increasing the number
of family physicians who complete addiction medicine fellowships (and increasing the number of
departments who sponsor them) will improve this
situation. Another strategy is using Extension for
Community Healthcare Outcomes (ECHO) methods for telementoring.20 Finally, advocacy deserves
to be mentioned regarding the emergence of OUD
as a rising public health problem. We must inoculate our nation to protect our citizens from the
spread of addiction and reduce the social conditions
that predispose us to OUD and that result from
OUD. Family physicians could and should advocate to remove barriers to care with government,
insurance companies, and law enforcement.
To see this article online, please go to: http://jabfm.org/content/
33/1/1.full.
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ing by state. Jerant et al8 looked at patient satisfaction related to opioids and found that 6 or more
opioid prescriptions per year was associated with
higher patient satisfaction. Diiulio et al9 used qualitative methods to examine reasons for changing
existing chronic pain management plans.
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related to having a denial from the doctor. Although the denial of pain medication was one of the
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health professionals to determine practice patterns
regarding stimulants and the growing concerns
about stimulant diversion.
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is explored in the article by Brodney et al.14 Crego
et al15 examined the relationship between comanagement and hydroxyurea utilization in sickle-cell
patients covered by Medicaid. A qualitative analysis
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posed by shared electronic medical records. Johansen et al17 used the Medical Expenditure Panel
Survey (MEPS) database to determine the frequency and type of medication combinations used
for hypertension.
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