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Abstract

Clinical practice that utilizes chronic opioid therapy has been recognized as one major cause of the
opioid crisis. Among patients living with HIV, the risks associated with chronic opioid therapy
may be complicated by factors such as co-occurring mental health diagnoses, substance use, and
economic marginalization. Improving opioid prescribing practices in HIV clinics requires attention
to these and other characteristics common to HIV care. In the context of a randomized controlled
trial testing an intervention to improve opioid prescribing practices in HIV outpatient clinics, we
interviewed physicians about their perspectives on chronic opioid therapy. Overwhelmingly,
physicians voiced ambivalence about their own knowledge and comfort with prescription opioids.
They raised concerns about the impact of opioid prescribing on patient-provider relationships and
the increasing workload associated with prescribing and monitoring patients. In this report, we
explore these concerns and propose several strategies for improving clinical care in which chronic
opioid therapy is addressed.
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INTRODUCTION AND METHODS

The toll of the opioid crisis continues to grow. Mortality data recently released by the U.S.
Centers for Disease Prevention and Control (CDC) indicate that more than 72,000 people
died from a drug overdose in 2017; two-thirds of those deaths were opioid-related (1). The
face of the opioid epidemic has been rapidly evolving, with many users of diverted
prescription opioids transitioning to heroin (2) and fentanyl appearing in many facets of the
U.S. drug market (3). Part of the causes of this epidemic is attributable to opioid prescribing
practices (4).

Acknowledging the role that the healthcare system has played in the opioid epidemic raises
many challenging questions for clinicians. Am | acting in the best interest of my patients?
How should I, when prescribing opioids, balance the need for caring for my patient’s
chronic pain with the risk for misuse of the opioid medication and the broader public health
concerns? How will I know if | have made the right choices? In this perspective, we
emphasize the particular complexity of these questions in the context of HIV outpatient care.
In addition to treating frequent and complex chronic pain complaints among people living
with HIV (including but not limited to HIV-related peripheral neuropathy, and concerns that
changes in opioid care may have consequences for anti-retroviral medication adherence)
HIV physicians may be serving patients who present with a history of substance use who
have co-occurring physical or mental health issues (5), or who are experiencing social or
economic marginalization (6-8) or substance use disorders (6,9,10). Though this certainly
does not describe all individuals receiving long-term HIV care, an HIV physician is likely to
face these challenges more frequently than other physicians (11). Each of these factors
complicates the task of managing opioid prescribing and monitoring patients for safety
(12,13).

In particular, these challenges arise for HIV specialists who are providing chronic opioid
therapy for pain management to patients living with HIV. In the context of a study focused
on opioid prescribing practices (ClinicalTrials.gov Identifier: NCT02564341) (6,14), we
conducted qualitative interviews with ten HIV care physicians who had recently participated
in a randomized control trial that tested the effect of a collaborative care model on the
management of patients receiving chronic opioid therapy. The collaborative care model
addressed significant challenges in the management of chronic opioid therapy, including
many unique to HIV care, and was based on the TOPCARE model for safer opioid
prescribing (http://mytopcare.org), which has been shown to improve the safety of opioid
prescribing practices in primary care (15,16). Interviews were conducted [by J.C., who was
not involved in the delivery of study interventions] after the trial was concluded. Physicians
from the trial’s intervention arm (who received additional clinical supports during the trial)
and from the control arm (who received no additional support but were generally aware that
study interventions related to opioid prescribing were being implemented elsewhere in their
clinic) were randomly sampled for interviews (n=5 and n=3, respectively). Interview
guidelines were designed to explore physicians’ concerns and perspectives related to chronic
opioid therapy and, for those in the intervention arm, their reflections on the study
intervention after the trial had ended. All interviews were digitally recorded and transcribed.
Transcription analysis was completed through iterative coding exercises carried out by an
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assigned research team that included several authors. Transcripts were first free-coded to
identify emergent themes, then subsequently subject to multiple rounds of re-coding to
further explore the content areas most germane to the questions addressed here.

The primary message conveyed by these physicians is that there is room for improvement
around chronic opioid therapy in HIV clinics: specifically, physicians described common
challenges in managing chronic opioid therapy and made clear recommendations for
resolving these issues. It is time to allocate necessary resources, provide necessary training
and support, and equip clinicians with the tools they need to better serve their patients.
Below, we describe some of the barriers to safer opioid prescribing in the HIV clinic and
discuss interventions that appear to be feasible and poised to improve patient care in the
context of chronic opioid therapy in this setting.

RESULTS THEME 1: CHALLENGES IN THE HIV CLINIC

We identified three themes that dominated clinician experiences prescribing chronic opioid
therapy: 1) low levels of knowledge and confidence; 2) strain on patient relationships; 3)
heavy workload of administrative tasks (i.e. scheduling urine drug screens, checking
prescription monitoring programs, etc.) required to safely prescribe chronic opioid therapy.

KNOWLEDGE AND CONFIDENCE:

Physicians were generally quick to acknowledge their lack of formal education on the use of
opioids for pain management. Further, clinicians reported that the presence of additional
staff in the clinic with expertise in chronic opioid therapy over the previous few months—
support staff provided by the study—had heightened their awareness of the limitations of
their training, leading physicians in the control arm (who were given few supports for
improving their knowledge base compared to their peers in the intervention arm of the
study) to speak directly about this issue in interviews. [ “/ feel under-trained. And I really
don’t know what I’m doing.”’.

Physicians also reported having little opportunity for on-the-job learning about the
management of chronic opioid therapy —or chronic pain more generally. Sometimes, this
perceived lack of clinical training resulted in a deep frustration, as they did not always see a
clear path forward for their patients. [ “/ don’t know if there’s currently a strategy to wean
them down [off of the opioids]. And if | should even be thinking about that and if | should be
trying to do that or if I'm...1°’m ignorant about... What’s the goal of that specific therapy?’.
Others conveyed low confidence in their ability to manage chronic opioid therapy [ “/ fee/
uncomfortable probably because of lack of experience, because | haven’t been putting
people on Oxycontin for a long time.”] or to monitor patient safety in the context of chronic
opioid therapy [ “Many of us don’t feel comfortable [prescribing opioids] in terms of when
we start, what we assess, what we’re looking for, what we’re tracking. ™.

PATIENT RELATIONSHIPS:

Clinicians emphasized that developing trusting relationships in the context of long-term
primary care was key for successful HIV control and the promotion of patient health more
generally. They also expressed a common concern for avoiding unnecessary conflict, which
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could destabilize that relationship. For those with patients who were stable while receiving
chronic opioid therapy, the long-term benefits of altering that mode of care were not entirely
clear [ “He’s stable, he’s suppressed. His HIV'’s suppressed. He’s got a job. He’s happy. He’s
got a partner with whom he’s using appropriate condoms. Like, 1’m not going to strip that
guy off Oxycontin just because we’re supposed to be doing that now, because we’re fighting
addiction... It’s not clear to me that getting him off of the narcotic is a true good in and of
itself.”.

Some physicians also voiced concerns that their relationships with patients suffered
additional stress when new patient monitoring standards were applied, which further
complicated assessments of the costs and benefits of altering their methods for managing
chronic opioid therapy [ “They [the patients] feel like they have been good citizens and were
now being treated with suspicion, like they were addicts. So, 1 think it harmed the
relationship, yeah.”]. Others expressed concern that this stress could affect patient retention
or cited previous experiences when patients left care following a discussion about aberrant
use of opioids for pain management [ “/’ve had one patient who left care here, because she
was unhappy that 1 said, you know, [you broke] your [pain] contract, so you can no longer
take chronic opioids.’.

THE WORK OF MONITORING:

The administrative tasks of monitoring patients receiving chronic opioid therapy fall to the
clinical team working with the prescriber including nurses and other clinical support staff.
This work adds to the list of tasks that the clinical team then needs to address in a limited
amount of time [ “How are we going to do this in reality and in an environment where time is
shrinking and the burden of clicking is increasing within that constricting time constraint
and the number of diseases and medicines we’re managing Is getting greater?”]. One
physician even suggested the volume of work required to monitor patients on chronic opioid
therapy was a deterrent to providing comprehensive pain care in the HIV clinic [ “/t’s such
an involved medical care that many physicians don’t want to do it. They don’t want to get
involved. They don’t want to learn.”).

Those physicians who did achieve success in integrating these monitoring obligations into
clinical care did so through the assistance of nursing staff dedicated to patient counseling
and monitoring for chronic opioid therapy [ “One thing I particularly found useful was a
nurse who was dedicated...so she could keep track of what was being prescribead, how
much. She had more time to dedicate to the patient if they had any questions. And also to
track possible abusive use and if necessary to check the prescription monitoring programs.’).
Those without such nursing support often resorted to transferring their patients to a different
department in the hospital for pain care [ “They [the physicians specializing in addiction
medicine] had the expertise. They had the support. They had the nursing support.™.
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RESULTS THEME 2: STRATEGIES FOR IMPROVING CHRONIC OPIOID
THERAPY IN HIV CARE

In interviews, we identified three dominant proposals for improving the quality of opioid
prescribing practices in HIV clinics: 1) didactic support through academic detailing; 2)
increasing support staff for managing opioid prescriptions; and 3) training more addiction
specialists.

ACADEMIC DETAILING:

Some, but not all, physicians we spoke to were offered several academic detailing sessions
with a pain specialist, who discussed each physician’s panel of patients on chronic opioid
therapy and assisted in developing strategies for improving patient care. This detailing
opportunity was very popular, and many clinicians expressed that they gained new
knowledge and skills as a result [ “/’m a better prescriber than | was.”| [ “It broadened my
perspective as a clinician.”.

INCREASING SUPPORT STAFF:

Some physicians we spoke to had access to a nurse care manager dedicated to assisting with
administrative duties and patient care with regard to chronic opioid therapy. Clinicians
consistently described the support of the nurse care manager as the most valuable support
they received to address chronic opioid therapy [ “Having [the nurse care manager/ do so
much of the legwork;, do the contracts, get the urines, free-write the prescriptions, just meet
with the patients—that made it all much more easy to do in the workflow.”]. This particular
nurse care manager eventually left the clinic for another position. Afterwards, some
physicians reported that clinical procedures were beginning to backslide. This convinced
many that creating a dedicated nurse care manager role as part of the responsibilities of a
nurse would be essential for safe opioid prescribing [ “/ think having dedicated folks manage
the monthly prescription and monitoring of opioids or benzos or any of those controlled
substances makes a lot of sense...somebody who’s doing all the appropriate screenings,
who'’s...checking on all the psychosocial stuff that’s going on and doing the urines, doing
the PMPs [prescription monitoring program]. We don’t have that here.”.

TRAINING MORE ADDICTION SPECIALISTS:

The HIV clinic where these physicians work is housed within a large hospital system that
provides for easy referrals to specialists in other departments. Several physicians took
advantage of this hospital structure to transfer their patients on chronic opioid therapy to a
physician specializing in addiction medicine for ongoing pain care. To many, this simply
seemed a common-sense thing to do [ “Not that you wouldn’t give a patient medication
because they were high risk for addiction if they really needed it, but you would do it in
conjunction with [an addiction medicine specialist].”]. Others retained patients in their care
for pain management, but nevertheless acknowledged the limitations of what one person can
do [ “Maybe this becomes a specialty. Maybe this patient needs a pain doctor and not me,
right? Because | can’t do the Hep C, the kidney mass, the diabetes, the heart failure, and the
pain.”.
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DISCUSSION

This qualitative study identified several common challenges faced by HIV specialists when

providing care for chronic pain, including inadequate knowledge of opioids and opioid use

disorder, insufficient clinical staff to conduct regular patient monitoring, and an anxiety that
any disruptions to current regimens of chronic opioid therapy would destabilize the patient

or the patient-provider relationship, both of which could result in worse patient outcomes.

Inadequate knowledge of opioids and opioid use disorder was a particularly significant
concern for many providers. Some felt that their medical education in these topics could
have been more robust. If these topics are under-taught, it is likely fueled by the fact that
they are under-researched as well Indeed, as the authors of the recent CDC opioid
prescribing guidelines observe, insufficient research exists on the long-term effects of
chronic opioid therapy(17), which leaves physicians with little capacity to make evidence-
based decisions with patients on chronic opioid therapy who appear to be otherwise stable.

This concern could be directly addressed by expanding academic detailing—a strategy about
which most HIV specialists were enthusiastic. Academic detailing has been found effective
in improving the quality of care across numerous medical specialties due to its ability to
successfully “market” best practices to clinicians (18). Academic detailing could be used to
support the implementation of best practices for prescribing chronic opioid therapy to HIV-
positive patients, including those outlined by the CDC (17) and others (19). These guidelines
advocate for regular monitoring for those receiving chronic opioids including urine drug
testing, pill counts, and regular checking of the prescription monitoring program. The risks
of chronic opioid therapy can also be mitigated through specific time limited strategies like
writing prescriptions for fewer days, which requires more frequent clinic visits,
prescriptions, and refills. With properly trained detailers and attention to the appropriateness
of fit between the detailer and the group being detailed, academic detailing could be a
modest-resource, high-impact intervention for implementing safer prescribing practices for
prescribers as well as for nursing staff.

The clinicians in this study were able to access clinical and pedagogical support from
addiction medicine specialists working within the same clinical system. Unfortunately, for
many clinicians—and for many of their patients—addiction specialists can be challenging to
find. For those who do not provide or receive care within a larger health system, efforts to
link patients living with HIV to addiction specialists will require enhanced efforts to scale up
the clinical addiction workforce. This could be achieved by training more addiction
specialist physicians and nurses and facilitating access to existing specialists through
telemedicine programs (20,21). The findings of this study may also provide motivation for
better integrating addiction medicine and HIV care through collaborative practice
arrangements or through supporting the cross-training of addiction medicine and infectious
disease specialists, given the frequent overlap of these health concerns in their respective
patient populations. Further study exploring the efficacy and implementation of these
strategies is merited.
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Finally, the importance of adequate clinical support to facilitate safe opioid prescribing
practices should not be overlooked. Our findings that the administrative burden of
monitoring patients on chronic opioid therapy is a major barrier to following CDC
guidelines consistent with safer opioid prescribing. The potential for a single nurse care
manager within the clinic to alleviate that burden is suggested from other studies. A
randomized controlled trial testing nursing support as an intervention for primary care
clinicians found that this additional support significantly increased guideline-adherent opioid
prescribing practices(15). Other qualitative work has also found that, when forced to make a
choice, HIV specialists will typically prioritize HIV care over guideline-adherent opioid
prescribing(22). Therefore, we encourage clinic administrators to recognize the importance
of sufficient and appropriately trained staffing in clinics managing patients with chronic
pain. While newer interventions like academic detailing and telemedicine may appear
tantalizingly low-budget, educational support for clinicians will not replace the need for
adequate number of clinic staff.

CONCLUSION: IT’S TIME TO RAISE THE BAR

In addition to raising awareness of the unique challenges to safe opioid prescribing faced by
physicians providing HIV care, we encourage clinic directors, hospital administrators, and
local health authorities to recognize the additional supports and resources physicians will
need in order to fully conform with current recommended best practices for chronic opioid
therapy for patients with HIV (19). Strategies to ease these challenges could be implemented
on the individual level (e.g. training, academic detailing) or at the clinic level (e.g., dedicated
nursing staff, changes to electronic medical records systems to streamline patient
monitoring). Testing, evaluating, and ultimately implementing these strategies will require
some expense in terms of time and resources, but feedback received from HIV specialists is
clear: it’s time to raise the bar for safe opioid prescribing in HIV clinics and beyond.
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