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Abstract

Background—~Prescription opioid use disorder and overdose have risen substantially in the
U.S. Primary care physicians are critical to many ongoing and proposed efforts to address the
prescription opioid epidemic. Yet, little is known about their attitudes and beliefs surrounding this
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issue. This study aimed to determine primary care physicians’ perceptions of the seriousness of the
problem, its causes, groups responsible for addressing it, attitudes toward individuals with
prescription opioid use disorder, beliefs about the effectiveness of addiction treatments, and
support for various policies.

Methods—We conducted a national web-based survey in 2014 among 1,010 primary care
physicians. We gauged responses to attitude and belief items on 7-point Likert scales. We
examined the proportion agreeing with each statement, and whether responses differed among
physicians prescribing higher and lower volumes of opioids.

Results—Respondents largely attributed the causes of prescription opioid use disorder to
individual-oriented factors and certain physician-oriented factors, and believed that individuals
with prescription opioid use disorder and physicians were primarily responsible for addressing the
problem. Negative attitudes toward people with prescription opioid use disorder were prevalent,
but a majority believed that treatment could be effective. There was majority support for all
measured policies, with the highest levels of support for policies to monitor prescribing among
patients potentially at risk for an opioid use disorder and to improve physician education and
training.

Conclusions—Given strong endorsement of recommended policies, physician support could
be leveraged to advance efforts to curb prescription opioid use disorder and overdose.

Keywords

Analgesics; opioids; opioid-related disorders; substance-related disorders; physicians; primary
care

1. INTRODUCTION

During the last fifteen years, the substantial rise in sales and prescribing of opioid
medications has correlated with increases in prescription opioid use disorder (OUD) and
opioid overdose mortality rates (Kolodny et al., 2015). While the percentage of U.S. adults
reporting nonmedical prescription opioid use declined during the period 2003-2013, the
prevalence of prescription OUD and opioid overdose mortality rates rose (Han et al., 2015).
The prescription opioid crisis also has contributed to a growing heroin problem, with the
heroin overdose mortality rate climbing sharply in recent years (National Center for Health
Statistics, 2015; Rudd et al., 2014). Problematic prescription opioid use is associated with
greater susceptibility to heroin use (Cicero et al., 2014; Compton et al., 2016).

In the 1990s, the marketing of opioids for moderate to severe chronic non-cancer pain and
an enhanced focus on improving pain treatment contributed to the upsurge in opioid
prescribing (Kolodny et al., 2015; Zee, 2009). This marketing also minimized the addictive
risks of these medications (Zee, 2009). Among all medical specialties, primary care
physicians (PCPs) account for the largest volume of prescriptions for opioid medications
(Chen et al., 2015; Volkow et al., 2011). Between 2007 and 2012, the opioid-prescribing rate
grew at above-average rates among family practice, general practice and internal medicine
specialties (Levy et al., 2015).
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PCPs are critical to many ongoing and proposed efforts to prevent inappropriate prescribing
and to detect prescription OUD and intervene to reduce morbidity and mortality (Alexander
et al., 2015; Dowell et al., 2016). Altering opioid prescribing guidelines, enhancing training
on pain management and addiction detection and treatment in medical school, residency and
continuing medical education curricula, and increasing use of prescription drug monitoring
programs (PDMPs) are all actions that directly affect physicians or require their
engagement.

Recent survey research among physicians has focused largely on issues most relevant to
clinical practice, including knowledge, attitudes, and concerns surrounding pain
management, tamper-resistant medications, and using opioids to treat chronic non-cancer
pain (Hwang et al., 2015a, 2015b; Jamison et al., 2014; Macerollo et al., 2014; Turk et al.,
2014; Wolfert et al., 2010). Hwang and colleagues’ 2014 survey of PCPs found that more
than half of respondents felt that prescription drug abuse was a major problem (Hwang et al.,
2015b). Hwang and colleagues also examined provider perspectives on factors contributing
to problematic prescription opioid use, knowledge of how these medications are misused,
and support for clinical interventions involving physicians and regulatory interventions
including restrictions on pharmaceutical companies’ marketing practices (Hwang et al.,
2015a, 2015b).

However, no study to-date has examined physician perspectives on who is responsible for
addressing the problem, their attitudes toward people with prescription OUD, and their
support for a broad range of proposed policies. In fact, we are aware of only one study that
has examined these issues among the broader U.S. non-physician public, which offers an
opportunity to compare physician attitudes on this topic to the general population (Barry et
al., 2016). Understanding the role physicians see themselves as playing in addressing the
crisis and how they feel about the affected population and potential policy responses have
important implications for identifying viable solutions.

In order to fill these gaps in prior research, we conducted a survey among PCPs in the U.S.
to assess attitudes surrounding the prescription opioid epidemic. We examined a wide array
of causal attributions for prescription OUD and assessed which groups PCPs view as
responsible for addressing the problem, and the extent to which physicians view themselves
as responsible relative to other stakeholders. In addition, we measured PCPs’ beliefs about
individuals with prescription OUD and perceptions of the effectiveness of addiction
treatment. We also measured physicians’ support for 19 policies endorsed by expert bodies
and governmental entities (American Medical Association, 2013; Centers for Disease
Control and Prevention, 2013; Office of National Drug Control Policy, 2013; Trust for
America’s Health, 2013). Finally, we sought to characterize differences in attitudes among
the subgroup of PCPs prescribing higher quantities of opioid medications, given their closer
interaction with patients potentially at risk of prescription OUD (Edlund et al., 2014).
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2. MATERIAL AND METHODS

2.1 Data collection

From July 11 — 21, 2014, we conducted a web-based survey among a random sample of
physicians practicing in internal medicine, family practice and pediatrics. We contracted
with a survey research firm, which has developed a national panel of approximately 90,000
physicians in the U.S. using the American Medical Association (AMA) Physician Masterfile
to recruit panelists (GfFK KnowledgeNetworks, 2015). Panelists opt-in and receive financial
incentives to participate in surveys. Other researchers have conducted surveys using this
panel to gain insight into U.S. physician opinions and attitudes on various health issues
(Gilkey et al., 2015a, 2015b; Maurer and Harris, 2014). Among the 3,495 panelists sampled
to participate in this survey, 1,023 completed or screened out of the survey, resulting in a
survey completion rate of 29.2 percent. In addition to eleven who screened out, we also
dropped two respondents who took three minutes or less to complete the survey, resulting in
a final sample size of 1,010.

2.2 Survey design

Prior to asking questions specific to prescription opioids, we asked respondents to indicate
the degree to which they felt 12 different health issues were serious problems (measured on
5-point Likert scales) using an item adapted from other survey research to assess issue
salience among the public (Barry et al., 2016; Mendes, 2012; Thompson et al., 2013). We
asked about health issues including prescription OUD, unhealthy alcohol use, and illegal
drug use, as well as chronic illnesses including heart disease and diabetes. Throughout the
survey, we used the terminology “prescription pain medication” accompanied by a short
definition and the opportunity to view a list of these medications. (See Supplementary
Material Al.)

We asked respondents about their medical careers and practices, including: highest medical
degree, year of medical school graduation, setting in which they worked most often, practice
size, professional activity (patient care, research, teaching or administration), and the state in
which they practiced. To gain a sense of physicians’ prescribing patterns, we asked
respondents how often they prescribed opioids in a typical month, and the most frequent
indication for prescribing these medications (mostly to treat acute pain, chronic pain or a
combination). We also asked respondents to indicate, on 7-point Likert scales (strongly
disagree to strongly agree), whether opioid medications are an effective treatment option for
managing non-cancer acute pain or non-cancer chronic pain. In addition, we asked whether
respondents had ever prescribed buprenorphine or naltrexone to treat OUD and measured, on
7-point Likert scales (very uncomfortable to very comfortable), respondents’ comfort
screening patients for substance use and mental disorders.

To understand better how PCPs viewed the problem, we asked respondents about the causes
of prescription OUD, which groups are responsible for addressing the problem, beliefs about
individuals with prescription OUD, perceptions of treatment effectiveness, and support for

1Supplementary material can be found by accessing the online version of this paper at http://dx.doi.org and by entering doi:...
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different types of policies to address the prescription opioid epidemic. We randomized the
order of the question modules and the order of questions within each module in order to
mitigate the influence of earlier questions on responses to later questions. Specifically, we
asked respondents about the degree to which they agreed with twenty different potential
explanations for prescription OUD, measuring agreement on a 7-point Likert scale (strongly
disagree to strongly agree). Causal explanations included individual-oriented causes (e.g.,
some people do not understand how easy it is to become addicted), physician-oriented
causes (e.g., doctors often put patients on too high doses), pharmaceutical industry-oriented
causes (e.g., pharmaceutical companies promote these medications without adequate
knowledge of their safety and effectiveness), and other causes related to health insurance
companies, law enforcement and pharmacies (Barry et al., 2016).

We asked respondents to rate the level of responsibility of various groups for addressing the
prescription opioid epidemic, including: individuals with prescription OUD, physicians,
pharmaceutical companies, health insurance companies, law enforcement, pharmacies and
pharmacists, and government. We measured these responses on 7-point scales with 1
indicating hardly any responsibility and 7 a great deal of responsibility for addressing the
problem.

Respondents reported on how they viewed persons with prescription OUD, using a variety of
questions adapted from other survey research on social stigma (Barry et al., 2014; Link et
al., 2004; McGinty et al., 2015; Pescosolido et al., 2010), including concepts like social
distance from the target group, perceived dangerousness, and acceptance of discrimination.
Specifically, we asked respondents to indicate the degree to which they were willing to have
a person with prescription OUD start working closely with them on the job or marry into
their family as measures of desire for social distance (an aspect of stigma); their agreement
with the statement that people with prescription OUD are more dangerous than the general
population; and the extent to which they agreed that employers should be allowed to deny
employment, and landlords to deny housing, to a person with prescription OUD. Finally,
using questions adapted from other surveys to assess perceptions of treatment effectiveness
(Barry et al., 2014; Pescosolido et al., 2010), respondents reported on the extent to which
they believed that effective treatment options are available to help people with prescription
OUD and that most people with prescription OUD can, with treatment, get well and return to
productive lives. We measured all items on 7-point Likert scales.

We asked respondents to indicate whether they opposed or favored 19 different policies to
address prescription OUD. These included policies that focused on individuals with
prescription OUD (e.qg., increasing government spending to improve treatment for
prescription OUD), physicians (e.g., requiring doctors to complete a physical exam on a
patient before recommending prescription opioids), pharmaceutical companies (e.g.,
requiring better labeling of prescription opioids), other health system-related issues (e.g.,
increasing oversight of clinics that employ doctors who write a large number of opioid
prescriptions), among others. We selected policies endorsed by various expert bodies
including Trust for America’s Health (Trust for America’s Health, 2013) the Centers for
Disease Control and Prevention (Centers for Disease Control and Prevention, 2013) the
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Office of National Drug Control and Prevention (Office of National Drug Control Policy,
2013), and the American Medical Association.(American Medical Association, 2013)

2.3 Analytic Approach

We calculated the proportion of respondents who endorsed each statement by dichotomizing
the Likert scale responses. We coded responses 5—7 on the 7-point Likert scales as one
(indicating endorsement/agreement) and coded responses 1-4 as zero. We selected five as
the point of dichotomization because it is the rating level above the neutral point (4) on the
7-point Likert scale. In addition, we used chi square tests to examine whether responses
differed among physicians who reported prescribing higher and lower volumes of
prescription opioids. We categorized respondents as higher-volume prescribers if they
reported prescribing opioid medications more than 20 times in a typical month and lower-
volume prescribers as prescribing opioids 20 times or less in a typical month. We also
conducted a sensitivity analysis comparing respondents prescribing opioids more than 30
times in a month to the remaining respondents. We analyzed these data using Stata 12®
(StataCorp, 2011). The [blinded for review] internal review board approved this study as
exempt.

3. RESULTS

3.1 Respondent characteristics

Table 1 displays information on respondent characteristics and their clinical practices.
Ninety percent of respondents had doctor of medicine degrees with the remaining 10%
holding doctor of osteopathy degrees. Respondents were fairly evenly distributed across the
three specialties: family practice (35%), internal medicine (32%), and pediatrics (33%). The
majority of respondents (78%) reported prescribing opioids 20 times or less in a typical
month. Among those who reported prescribing these medications, only 10% reported
prescribing opioids mostly to treat chronic pain whereas nearly half (48%) prescribed these
medications mostly to treat acute pain and 42% for a combination of acute and chronic pain.
Most (85%) respondents thought opioids were an effective treatment for managing acute
non-cancer pain; greater than half (56%) thought opioids were effective treatment options
for chronic non-cancer pain. Sixty-two percent of respondents reported feeling comfortable
screening patients for substance use disorders and 13% reported having prescribed
medication for opioid addiction (e.g., buprenorphine, naltrexone).

3.2 Respondent attitudes and beliefs

Seventy-two percent of respondents felt that prescription OUD was a very or extremely
serious problem facing the U.S. (see Supplementary Material BZ). However, in comparison
to the other 12 health issues queried, prescription OUD ranked in the middle, below major
chronic illnesses like obesity, heart disease, smoking and tobacco use, but above unhealthy
alcohol use and motor vehicle crashes.

2Supplementary material can be found by accessing the online version of this paper at http://dx.doi.org and by entering doi:...
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Table 2 shows respondents’ beliefs about the causes of the prescription OUD. Substantial
majorities of respondents agreed with all of the individual-oriented causal explanations.
Large majorities also agreed that it was too easy to obtain multiple prescriptions from
different doctors (85%) and that doctors often keep patients on prescription opioids for too
long (73%). Approximately half of respondents endorsed causal attributions related to the
pharmaceutical industry, such as inadequate explanation of the risks of addiction on
medication labels (54%) and promotion of these medications without adequate knowledge of
their safety and effectiveness (46%). We identified several statistically significant but small
differences in causal attributions comparing respondents with different prescribing practices.
More lower-volume prescribers than higher-volume prescribers thought that it was too easy
for patients to obtain multiple prescriptions from different doctors (87% vs. 77%, p-
value<0.01), and that doctors often keep patients on prescription opioids for too long (75%
vs. 68%, p-value=0.04).

Most (89%) respondents attributed responsibility for the problem to individuals with
prescription OUD (see Figure 1). Although the second largest proportion (83%) attributed
responsibility for addressing the problem to doctors, this proportion was statistically
significantly lower (p-value<0.01) than the proportion attributing responsibility to
individuals with prescription OUD.

Table 3 displays respondents’ beliefs about individuals with prescription OUD, and
perceptions of the effectiveness of available treatments for opioid addiction. Respondents
reported high levels of desire for social distance: large majorities were unwilling to have a
person with prescription OUD marry into the family (79%) or to work closely with the
respondent on the job (77%). More than half (66%) viewed people with prescription OUD as
more dangerous than the general population. The majority of respondents, however, believed
that most people with a prescription OUD can get well with treatment (69%) and that
effective treatment options are available to help people with OUD (58%).

Table 4 displays support for different types of policies to reduce prescription OUD. Virtually
all respondents supported identification verification requirements at pharmacies (96%),
establishing PDMPs in all states (92%), and requiring medical schools and residency
programs to provide training on addiction detection and treatment (91%) and chronic pain
treatment (90%). Among all policies, respondents expressed the lowest level of support for
providing naloxone to friends and family members of people using opioid medications; even
s0, slightly more than half of respondents (53%) supported this policy.

While there was widespread support for most of the policies among both higher- and lower-
volume prescribers, higher-volume providers expressed somewhat lower support for several
policies targeting physician practices, including: the integration of PDMPs into current
electronic medical records (82% of high volume prescribers vs. 89% of low volume
prescribers, p-value=0.02); requiring doctors to complete a physical exam before prescribing
opioids to a patient (80% vs. 86%, p-value=0.04); increasing oversight of clinics employing
doctors who write a large number of opioid prescriptions (73% vs. 87%, p-value<0.01);
developing new guidelines to encourage alternative methods of treating chronic pain (76%
vs. 83%, p-value=0.03); requiring doctors to complete continuing medical education to
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prescribe opioids (58% vs. 66%, p-value=0.03); and arresting and prosecuting doctors who
provide these medications without appropriate indication (54% vs. 66%, p-value<0.01).

3.3 Study limitations

This study has several limitations. First, the extent to which our findings can be generalized
to PCPs nationwide may be limited. Although we sampled from a large national panel of
U.S. physicians, the completion rate was relatively low (29%), a common challenge in
physician surveys (Flanigan et al., 2008). Given this limitation, our sample may differ in
some respects from the broader population of PCPs practicing in the U.S. Secondly,
pediatricians made up about a third of our sample, although they are less likely to prescribe
opioids than other PCPs (Volkow et al., 2011). To address this concern, we conducted a
sensitivity analysis excluding pediatricians. Nevertheless, understanding pediatrician
attitudes as well is important given recent FDA approval of OxyContin for pediatric patients
(Food and Drug Administration, 2015). A third limitation involves our inability to account
for patient panel size in constructing our measure of higher versus lower volume prescribers,
which may not be a precise measure. Future research should explore further how prescribing
behavior is related to attitudes surrounding the causes of and policy responses to prescription
OUD. Fourth, use of terms like abuse and addiction in the survey questions may have
influenced responses to items assessing stigma toward this population. Although
prescription OUD is the clinical diagnosis in the Diagnostic and Statistical Manual of
Mental Disorders 5™ edition (American Psychiatric Association, 2013), we used terms most
likely to be familiar to PCPs, who generally have minimal training in substance use disorder
detection and treatment.

4. DISCUSSION

Primary care physicians largely attributed prescription OUD to individual factors, but many
also recognized the roles of both physicians and other sectors of the health care system in
contributing to the problem. Respondents held individuals with prescription OUD and
physicians as primarily responsible for addressing this issue. Negative attitudes toward
people with prescription OUD were prevalent and perceptions of treatment effectiveness
were not as high as might be expected given evidence of the clinical effectiveness of several
treatments for opioid addiction (Fiellin et al., 2014, 2001; Mattick et al., 2014, 2009;
Schwartz et al., 2013). The most commonly endorsed solutions among physicians were
those that monitored or restricted prescribing opioids among potentially at-risk patients and
improved physician training and education on treatment of pain and prescription OUD.

Our finding that slightly more than half of physicians identified prescription opioids as an
effective treatment option for managing non-cancer chronic pain and reported using these
medications to treat chronic pain raises concerns. Evidence of benefit of long-term opioid
treatment for chronic pain is lacking ; in contrast, numerous observational studies suggest
substantial harms associated with long-term opioid use (Chou et al., 2015; LeResche et al.,
2015). In March 2016, the CDC released guidelines for PCPs for prescribing opioids for
chronic non-cancer pain (Dowell et al., 2016). These guidelines recommended non-
pharmacologic and non-opioid therapies for chronic pain for most patients (Dowell et al.,
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2016). Future research should assess whether attitudes among PCPs regarding opioid
prescribing have changed following the release of these guidelines.

Physicians expressed the highest levels of endorsement of individual-oriented causes of
prescription OUD. Although majorities of respondents endorsed several physician-oriented
causes as well, endorsement levels were generally lower than endorsement of the individual-
oriented causal attributions. Of note, only about half of respondents endorsed
pharmaceutical industry-oriented causes, despite the significant role that the industry played
in changing opioid prescribing practices in the 1990s, findings of criminal wrongdoing, and
Senate investigations into the role of the industry in patient advocacy groups and medical
societies (U.S. Senate Committee on Finance, 2012; Zee, 2009). These patterns suggest
physicians may be unaware of these events or place greater emphasis on individual over
structural factors in understanding this problem.

In general, lower- and higher-volume prescribers viewed the causes of the problem similarly.
However, for several physician-oriented causes, endorsement was significantly lower among
higher-volume prescribers than among lower-volume prescribers. A sensitivity analysis
using a higher threshold to identify higher-volume prescribers (prescribing opioid
medications more than 30 times per month) produced qualitatively similar results. The
differences in causal beliefs among these groups are relatively small in magnitude. However,
in combination with significant differences in support for several proposed policies targeting
physicians (e.g., increasing oversight over physicians prescribing large numbers of opioids),
these patterns suggest that higher-volume prescribers may be less amenable to efforts to alter
physicians’ opioid prescribing practices perhaps because they view physician-related causes
as less important contributors to the opioid epidemic. Future research might examine what
strategies are most effective in changing attitudes and opioid prescribing practices among
physicians, particularly the subgroup that prescribes higher volumes of opioid medications.

A larger proportion of respondents viewed physicians as holding responsibility for
addressing the prescription opioid problem compared to other entities, like the government,
health insurance companies and pharmaceutical companies. However, the largest proportion
identified individuals with prescription OUD as responsible, likely reflecting a perception of
prescription OUD as attributable to controllable factors resolvable through individual
initiative and exercise of self-control (Weiner, 2006). At the same time, physicians clearly
see their profession as playing an important role in addressing the problem.

We found that larger proportions of physicians in our survey expressed negative attitudes
toward people with prescription OUD than has the general public, according to a nationally
representative survey conducted on this topic in early 2014 (Barry et al, 2016; Kennedy-
Hendricks et al, Under Review). Although research in this area is limited, prior work
suggests that provider stigma toward patients with substance use disorders may result in
lower quality care, poorer outcomes, and reduced connection to treatment services (Van
Boekel et al., 2013). Lack of knowledge of effective treatment options for prescription
opioid addiction may be one factor contributing to negative perceptions. More research is
needed to identify effective strategies to reduce stigma among health care providers toward
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individuals with OUD (Livingston et al., 2012) and to assess whether improved education on
evidence-based treatments for OUD reduces stigma.

In terms of policy support, respondents generally favored solutions that allowed for better
identification and stricter monitoring of patients prescribed opioids, as well as improved
medical training. The former category included policies such as PDMPs and their integration
into current electronic medical record systems, verification of patient identification at
pharmacies, programs that require Medicaid enrollees suspected of problematic use to have
a single prescriber and pharmacy, and arresting and prosecuting patients obtaining opioid
prescriptions from multiple doctors. However, physicians also expressed substantial support
for improving education and training for clinicians in both addiction and chronic pain
treatment. Although support was lower for harm reduction approaches, such as broader
distribution of naloxone to family and friends of those prescribed opioids and immunity laws
that protect people seeking help for an overdose from being charged with drug crimes, a
larger proportion of physicians expressed support for naloxone distribution than has the
general public, among which only 40 percent expressed support (Barry et al., 2016). A
recent CDC report on overdose prevention programs involving naloxone found that the large
majority of opioid overdose reversals using naloxone were heroin overdoses rather than
prescription opioid overdoses despite the fact that these medications account for a larger
proportion of drug overdose deaths than heroin (Wheeler et al., 2015). Research has found
several messaging strategies to be effective in increasing public support for expanding
naloxone distribution (Bachhuber et al., 2015) but the persuasive power of these messages
has not been tested among physicians.

While contributing to our understanding of PCP attitudes and beliefs surrounding the
prescription opioid epidemic, this study also raises additional questions. Understanding how
attitudes vary among PCPs from different geographic regions of practice and with varying
years of experience and levels of comfort treating patients with OUD would be informative
to the development of interventions targeting PCPs. Future studies should evaluate the
effectiveness of communication strategies designed to alter opioid prescribing practices,
reduce provider stigma, and increase support for promising policy interventions to address
prescription OUD. Research is also needed to assess how physician advocacy may be
leveraged more effectively to advance evidence-based policy interventions.

Given that physicians expressed strong support for a number of policies recommended by
expert bodies, their substantial political influence as a constituency (Morone and Ehlke,
2013) might be effectively leveraged toward advancing public health efforts to curb the
opioid crisis. Such widespread support might be particularly useful in efforts to enhance
training and education to improve physician capacity to respond to prescription OUD and
chronic pain.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Highlights

. Respondents strongly supported requiring training on addiction and pain
treatment.

. Respondents expressed strong support for programs to monitor at-risk
opioid users.

. Negative attitudes toward people with prescription opioid addiction were
prevalent.

. The majority thought that addiction treatment options were effective and
available.
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Figure 1.
Proportion of primary care physicians who view group as responsible for addressing the

problem, 2014

Respondents who selected 5-7 on the 7-point Likert scale (7 indicating group had “a great
deal” of responsibility for addressing the problem of prescription opioid abuse in the U.S.)
were coded as generally viewing the group as responsible for addressing the problem.
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Proportion of respondents N
Total = 1,010

Respondent characteristics
Highest medical degree

Doctor of Medicine (MD) 89.5 904

Doctor of Osteopathy (DO) or other 4 105 106
Specialty

Family practice 34.7 351

Internal medicine 322 325

Pediatrics 331 334
Year graduated medical school

1979 or earlier 18.9 191

1980-1989 39.0 394

1990-1999 33.6 339

2000 or later 8.5 86
Gender

Male 723 730

Female 217 280
Practice setting (where respondent works most often)

Private solo or group practice 82.1 818

Hospital setting (e.g., ED, outpatient department) b 6.0 60

Community health center 45 45

Other (e.g., HMO, institutional setting, gov’t or free clinic) ¢ 7.4 74
Number of physicians associated with practice

1 physician 19.2 194

2-3 physicians 25.2 254

4-10 physicians 32.7 330

11-50 physicians 15.0 151

51 or more physicians 8.0 81
Professional activity

Patient care 98.8 998

Other (e.g., research, teaching, administration) 1.2 12
Region of practice

Northeast 25.8 261

Midwest 21.0 212

South 36.5 369

West 16.6 168

Clinical practices and attitudes
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Proportion of respondents N
Total = 1,010
Frequency of prescribing opioid medications in typical month
Never prescribes opioid medications 13.6 137
1-20 times/month 64.5 651
21 times/month or more 22.0 222
Reason for prescribing opioid medications (N=868)
Mostly to treat acute pain 48.0 419
Mostly to treat chronic pain 9.9 86
A combination of both 42.1 368
Agrees that prescription opioids are an effective treatment option for managing non-cancer 85.2 860
acute pain d
Agrees that prescription opioids are an effective treatment option for managing non-cancer 55.6 562
chronic pain
Has ever prescribed buprenorphine/suboxone/Subutex or naltrexone to treat opioid addiction 13.1 132
Comfortable screening patients for mental health disorders 76.0 767
Comfortable screening patients for substance use disorders 62.1 627

aOther included 3 respondents, one of whom identified self as doctor of osteopathic medicine in the text field, one whom identified self as an

internist and one whom provided no additional information.

bThis category included respondents identifying hospital emergency department (ED), hospital outpatient department, city hospital, and hospital

inpatient (not further defined) as the location in which they work most often.

This category included respondents identifying free standing clinic, institutional settings (e.g., school infirmary, nursing home, prison), non-
federal government clinic (e.g., state, county, city, maternal and child health), industrial outpatient facility, family planning clinic, federal
government operated clinic (e.g., VA, military, etc.) and health maintenance organization or other prepaid practices (e.g., Kaiser Permanente).

Agreement with statement was measured on 7-point Likert scale with 7 indicating strongly agree with statement. Responses 5-7 were coded 1 to

indicate general agreement with statement.
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Beliefs about the causes of prescription opioid use disorder among higher- and lower- volume prescribing

primary care physicians, 2014

Proportion of respondents who agree with statement2

(95% ClI)
All respondents | Lower volume prescribers? | Higher volume prescribers®
N=1,010 N=788 N=222

Individual-oriented causes
Some people do not understand how easy it is to become 89.6 90.2 87.4
addicted to prescription pain medication (87.7,91.5) (88.2,92.3) (83.0,91.8)
Some people are self-medicating untreated pain 88.7 88.7 88.7

(86.8,90.7) (86.5, 90.9) (84.5,92.9)
Some people are given prescription pain medications by 87.5 86.5 91.0
friends or family members (85.5, 89.6) (84.1, 88.9) (87.2,94.8)
Some people have a family history that makes them more 825 82.9 81.1
likely to abuse prescription pain medications (80.1, 84.8) (80.2, 85.5) (75.9, 86.3)
Some people do not store prescription pain medications 75.7 74.9 78.8
safely in their homes, making these drugs easy for others (73.1, 78.4) (71.8,77.9) (73.4,84.2)
to take
Some people lack self-discipline to use prescription pain 74.4 73.2 78.4
medications without becoming addicted (71.7,77.1) (70.1, 76.3) (72.9, 83.8)
Some people do not dispose prescription pain 69.2 69.4 68.5
medications when they are no longer needed, making (66.4, 72.1) (66.2, 72.6) (62.3, 74.6)
these drugs easy for others to take
Physician-oriented causes
Too easy to get multiple pain medication prescriptions 84.9 87.1 7707
from different doctors (82.6,87.1) (84.7, 89.4) (71.5, 82.6)
Doctors often keep patients on prescription pain 73.1 74.6 676"
medications for too long (70.3, 75.8) (71.6,77.7) (61.4, 73.8)
Doctors don’t get enough training about how to prescribe 66.0 66.5 64.4
prescription pain medications (63.1, 69.0) (63.2, 69.8) (58.1, 70.8)
Doctors often write prescriptions for pain medications 61.1 62.6 55.9
without properly examining patient to assess need (58.1, 64.1) (59.2, 65.9) (49.3, 62.4)
Doctors often put patients on prescription pain 49.2 49.5 48.2
medications at too high doses (46.1, 52.3) (46.0, 53.0) (41.6, 54.8)
Some doctors exchange prescription pain medications for 39.2 40.5 34.7
money (36.2,42.2) (37.0, 43.9) (28.4, 41.0)
Pharmaceutical industry-oriented causes
Pharmaceutical companies do not adequately explaining 54.5 55.1 52.3
the risks of addiction on medication labels (51.4,57.5) (51.6, 58.6) (45.6, 58.9)
Pharmaceutical companies promote prescription pain 459 46.7 43.2
medications without adequate knowledge of safety and (42.9, 49.0) (43.2,50.2) (36.7, 49.8)
effectiveness
There has been inadequate research on safety and 44.6 44.2 459
effectiveness of prescription pain medications (415, 47.6) (40.6, 47.6) (39.3, 52.6)
Other causes
Too easy to get multiple prescription pain medications 79.4 81.0 73.9%
from different pharmacies (76.9, 81.9) (78.2, 83.7) (68.0, 79.7)
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Proportion of respondents who agree with statement2

(95% ClI)
All respondents | Lower volume prescribers? | Higher volume prescribers®
N=1,010 N=788 N=222

Health insurance companies more likely to pay for 74.1 74.2 73.4

prescription pain medications than other treatments like (71.4,76.8) (71.2,77.3) (67.6, 79.3)

PT or acupuncture

Drug dealers face too little risk for illegally selling 73.3 73.1 73.9

prescription pain medications (70.5, 76.0) (70.1, 76.2) (68.0, 79.7)

Law enforcement doesn’t focus enough on arresting drug 59.5 59.5 59.5

dealers who illegally sell prescription pain medications (56.5, 62.5) (56.1, 63.0) (53.0, 66.0)

a A T . . .
Respondents who selected 5-7 on the 7-point Likert scale (7 indicating “strongly agree” with statement) were coded as generally agreeing with

the statement about the cause of prescription opioid abuse in the U.S. Respondents who selected 1-4 on the 7-point Likert scale (1 indicating

“strongly disagree” with statement) were coded as disagreeing or being neutral about the statement.

Respondents were identified as low volume prescribers if they reported prescribing opioid medications 20 times or less in a typical month.

cRespondents were identified as high volume prescribers if they reported prescribing opioid medications more than 20 times in a typical month.

*:

*
p-value<0.01

*
p-value<0.05

Chi square tests were used to assess whether proportions differed significantly between high and low volume prescribers.
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Beliefs about persons with prescription opioid use disorder (OUD) and perceptions of treatment effectiveness

among primary care physicians, 2014

Proportion of respondents who
endorse statement@

(95% ClI)
Beliefs about population
Unwilling to have a person with an addiction to prescription pain medication marry into family 79.3
(76.8,81.8)
Unwilling to have a person with an addiction to prescription pain medication start working closely with 76.6
respondent on the job (74.0, 79.2)
People addicted to prescription pain medication are more dangerous than the general population 66.4
(63.5, 69.4)
Employers should be allowed to deny employment to a person addicted to prescription pain medication 64.1
(61.1, 67.0)
Landlords should be allowed to deny housing to a person addicted to prescription pain medication 375
(34.5, 40.5)
Perceptions of effectiveness of opioid addiction treatment options
Most people addicted to prescription pain medication can, with treatment, get well and return to 69.2
productive lives (66.4, 72.1)
Effective treatment options are available to help people who are addicted to prescription pain 57.8
medication (54.8, 60.9)

a S .
Respondents who selected 5-7 on the 7-point Likert scale were coded as generally endorsing the statement.
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Support for policies to reduce prescription opioid use disorder among higher and lower volume prescribing

primary care physicians, 2014

Proportion of respondents who favor policy &

(95% ClI)
All reipondents Low volume prescribers® | High volume prescribers®

N=1,010 N=788 N=222
Requiring pharmacies to verify patient identification before 96.3 96.6 95.5
giving out prescription pain medication (95.2, 97.5) (95.3, 97.8) (92.7, 98.2)
Establishing prescription drug monitoring programs (PDMPs) 91.6 92.3 89.2
in all states (89.9,93.3) (90.4,94.1) (85.1,93.3)
Requiring medical schools and physician residency programs 91.4 92.0 89.2
to provide training for physicians in how to detect and treat (89.7,93.1) (90.1, 93.9) (85.1, 93.3)
addiction to prescription pain medication
Requiring medical schools and physician residency programs 90.2 90.1 90.5
to train physicians to treat chronic pain (88.4,92.0) (88.0,92.2) (86.7, 94.4)
Requiring individuals enrolled in Medicaid programs who are 88.4 87.6 91.4
suspected of abusing prescription pain medication to use a (86.4, 90.4) (85.3, 89.9) (87.7,95.2)
single physician prescriber and single pharmacy
Integrating PDMPs into current electronic medical record 87.2 88.6 824"
systems (85.2, 89.3) (86.4, 90.8) (77.4, 87.5)
Avrresting and prosecuting people who obtain multiple 84.3 84.8 82.4
prescriptions for pain medication at the same time from (82.0, 86.5) (82.3,87.3) (77.4,87.5)
different doctors
Requiring doctors to complete a physical exam on a patient 84.3 85.5 79.7%
before recommending prescription pain medication (82.0, 86.5) (83.1, 88.0) (74.4, 85.1)
Increasing oversight of clinics that employ doctors who write 83.5 86.5 7257
a very large number of prescriptions for pain medication (81.2, 85.8) (84.2, 88.9) (66.6, 78.4)
Requiring pharmaceutical companies to include prominent 81.8 82.1 80.6
labels with instructions about how to properly dispose of (79.4, 84.2) (79.5, 84.8) (75.4, 85.9)
unused prescription pain medications
Developing new guidelines to encourage physicians to 81.2 82.6 7617
consider alternates for prescription pain medication, such as (78.8, 83.6) (80.0, 85.3) (70.5, 81.8)
physical therapy or acupuncture, for treating chronic pain '
Requiring doctors to check and record patient histories in 76.0 77.3 71.6
these databases when prescribing prescription pain medication (73.4,78.7) (74.3, 80.2) (65.6, 77.6)
Expanding Medicaid insurance benefits for low income 71.7 70.8 74.8
families to require coverage for treatment of substance abuse (68.9, 74.5) (67.6, 74.0) (69.0, 80.5)
problems, including addiction to prescription pain
medications
Increasing government spending to improve treatment of 69.6 69.9 68.5
substance abuse problems, including addiction to prescription (66.8, 72.4) (66.7, 73.1) (62.3, 74.6)
pain medications
Requiring pharmaceutical companies to fund more studies on 66.7 67.4 64.4
the safety and effectiveness of prescription pain medications (63.8, 69.6) (64.1,70.7) (58.1,70.8)
to treat chronic pain
Passing laws to protect people from criminal charges for drug 66.4 65.7 68.9
crimes if they seek medical help for themselves or others (63.5, 69.4) (62.4, 69.1) (62.8, 75.1)
experiencing a prescription pain medication overdose
Requiring doctors to complete continuing medical education 64.2 65.9 581"
in order to prescribe narcotic pain medications (61.2,67.1) (62.5, 69.2) (51.6, 64.6)
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Proportion of respondents who favor policy &

(95% ClI)
All reipondents Low volume prescribers® | High volume prescribers®
N=1,010 N=788 N=222
Arresting and prosecuting doctors who provide prescriptions 63.0 65.6 53.6%F
for pain medication without an appropriate indication (60.0, 66.0) (62.3, 68.9) (47.0, 60.2)
Providing naloxone, a medication that can quickly help a 52.6 51.9 55.0
person experiencing a life-threatening drug overdose, to (49.5, 55.7) (48.4, 55.4) (48.4, 61.6)

friends and family members of people using prescription pain
medication

a s . .
Respondents who selected 5-7 on the 7-point Likert scale were coded as generally favoring the policy.

Respondents were identified as low volume prescribers if they reported prescribing opioid medications 20 times or less in a typical month.

cRespondents were identified as high volume prescribers if they reported prescribing opioid medications more than 20 times in a typical month.

*Kk
p-value<0.01

p-value<0.05

Chi square tests were used to assess whether proportions differed significantly between high and low volume prescribers.
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