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Learning objectives

Describe why it is important to understand how the opioid-
related overdose happened.

Identify some questions to ask before determining the 
treatment plan for a patient who has recently 
overdosed.

List some strategies for treating patients based on the 
causes of their opioid overdose.
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Welcome from Blue Shield of California

3

Salina Wong, Pharm.D.
Director, Clinical Pharmacy Programs

Pharmacy Services
Blue Shield of California
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Blue Shield’s Narcotic Safety Initiative (NSI)

Reduce opioid use by 50% among Blue Shield members 
with non-cancer pain by the end of 2018

Reduce # of members on chronic 

high doses

Prevent progression from acute to 

chronic use
Reduce # of prescriptions and refills 

for those newly starting opioids

Through evidence-based interventions including:

✓ Restrict ER opioids

✓ Inhibit stockpiling

✓ Prevent extended use for acute pain

✓ NSI provider education webinar series

✓ Increase access to medication assisted 

therapy (MAT)

✓ Provider awareness

✓ NSI case management

✓ SafeMed LA collaboration

✓ Chronic pain management program

✓ Limit high doses and over-prescribing 

for acute pain and cough/cold

Achieved a 56% reduction by year-end 2018
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Introducing Dr. Rubinstein

Andrea Rubinstein, MD
Chief, Department of Pain Medicine

Department of Anesthesiology
The Permanente Medical Group / Kaiser Permanente

Santa Rosa, California
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Most patients who have a fatal overdose have had 

a previous non-fatal overdose.
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After non-fatal overdose, most patients 

remain on opioids.
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• 1/3 of initial overdose were in people 

“prescribed” less than 50 mme.

• Post non-fatal overdose doses change 

very little.

• Even when opioids were stopped 

initially they seem to be resumed after 

90 days.
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Most fatal overdoses are not from 

prescription opioids.
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DOI: (10.1177/0033354919878429) 
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Blue Shield Data: Commercial

All Commercial Members 2017 2018 2019 (6 mos)

Opioid overdose non-fatal (all members) 73 (0.3) 89 (0.4) 31 (0.1)

Opioid overdose non-fatal (opioid rx) 36 (1.0) 39 (1.1) 13 (0.7)

Opioid Overdose FATAL (all members) 0 5 (0.0) 0

Opioid Overdose FATAL (opioid RX) 0 3 (0.1) 0

Numbers in parentheses are normalized per 10,000 members.
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Blue Shield Data: Medicare

All Medicare Members 2017 2018 2019 (6 mo)

Opioid overdose non-fatal (all members) 11 (0.8) 7 (0.5) 6 (0.5)

Opioid overdose non-fatal (opioid rx) 8 (1.9) 7 (1.9) 3 (1.3)

Opioid Overdose FATAL (all members) 0 0 0

Opioid Overdose FATAL (opioid RX) 0 0 0

Numbers in parentheses are normalized per 10,000 members.
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What the %$^@ happened?

• Intentional

• Accidental

• Due to overuse/misuse

• Due to polypharmacy or mixing substances

• Due to pharmacokinetic/dynamic changes

• Comorbid contributions

• Poor supervision by caregivers

• Other
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The “Pre-Mortem” 

• Discussion with patient and family – their view of what happened

• Warning signs: Minimization by patient or family

• How to reduce risk (ANY RISK)

• Make a new plan and document it, including steps to:

• Reduce risk

• Increase monitoring or therapy

• Provide education
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Polypharmacy risk and overdose… 

What do we know?
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Role of polypharmacy: Focus benzodiazepines
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Case #1: How could we have missed this?

• 55 year old woman; wife of physician

• Found down, unresponsive at home 

• Taken to ER, resuscitated with naloxone

• Last thing she remembers…going downstairs for a drink 

• Denies misusing her medication or intentionally trying to harm 

herself  
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Case #1: Complicated co-morbidities 

• ADHD on dextroamphetamine 20mg BID

• Depression on  Sertraline 100 mg QD

• Anxiety and insomnia on Alprazolam 2 mg QHS plus clonazepam 

1-2 mg QD

• Chronic pain on oxycodone 315 mg daily (472 MME) being tapered

• Fatter liver and frequent alcohol use

• History of traumatic brain injury

• Abdominal pain

• Obstipation / abdominal pain / chronic nausea
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Case #1: Opioid related issues and risk

• Documented falls before, during and after non-fatal overdose

• Refused sleep apnea evaluation

• Polypharmacy with co-use of two benzodiazepines

• Cognitive issues including using amphetamine to stay awake for 

three days prior to her being found down

• Hypertension not well managed
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Case #1: Monitoring “risk”

• Naloxone prescription written and picked up
• Both Patient and husband verified they knew how to use it

• CURES appropriate 

• SOAPP-5 =1

• No dose changes in seven years

• One lost prescription in seven years

• Two urine toxicology screens positive for unprescribed opioids 

in the last year
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Well SOAPP-5 = 1, 

CURES is appropriate, 

Patient has naloxone 

prescribed.  Dose is 

stable, urine is 

appropriate. They are 

therefore “low risk.”

Case #1: Risk mitigation theatre?
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Case #1: Pre-mortem meeting

Follow up office visit with pain physician and husband:

• This episode was felt to be due to “exhaustion” not overdose

• Neither felt that continuing this regimen represented significant 

risk
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Case #1:
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Case #1:

Beware minimization
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Case #1:

Beware minimization

Beware rational disconnect
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Case #1: New plan

• Discussed risk mitigation strategies including follow up for sleep apnea, 

alcohol cessation assistance, physical reconditioning, referral to psychiatry 

• Outpatient taper not likely to be successful in a timely manner and risk > 

benefit

• Psychiatry felt that tapering benzodiazepines was not appropriate

• Offered extended inpatient treatment to taper – declined

• Offered buprenorphine treatment – declined

• Offered to continue care but without opioid prescribing – declined
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Chronic Pain 
on Opioids

Physiologic 
Dependence

Complex 
Persistent 

Dependence
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Case #1:

• Patient’s neurologist resumes next opioid prescription for 

chronic daily headache

• Care is then transferred to another pain provider 

• Taper is slowed to 5 mg per month
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Case #1

Six months later patient found in her home, dead.
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What you can do before there is a poly-pharmacy problem

• Educate yourself on benzodiazepine pharmacology and equipotency

• Talk to all patients about co-use of benzodiazepines

• Talk to the prescribing doctor about your concerns

• Monitor for and reduce other risk factors (sleep apnea)

• Consider tapering one or the other 

• Understand why they use benzodiazepines (anxiety is often a manifestation 

of inter-dose withdrawal)

• Document all steps taken to mitigate risk
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Intentional overdoses
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Case #2: Intentional overdose

• 55 year-old C-5-6 quadriplegic man after surfing accident

• Depressed and difficulty adjusting to his disability

• On Oxycodone SR 20 mg TID (mme90)

• Valium 5mg TID for muscle spasm and Temazepam 15 mg for sleep

• Recent visit with psychologist, discussed suicidal ideation but no plan 

or intent

• Found down in his back yard with empty bottle of pills 11 days after 

a 30-day refill (#90)
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Case #2: Intentional overdose

• 55 year-old C-5-6 quadriplegic man after surfing accident

• Depressed and difficulty adjusting to his disability

• On Oxycodone SR 20 mg TID (mme90)

• Valium 5mg TID for muscle spasm and Temazepam 15 mg for sleep

• Recent visit with psychologist, discussed suicidal ideation but no plan 

or intent

• Found down in his back yard with empty bottle of pills 11 days after 

a 30-day refill (#90)

• “I just didn’t care anymore. It seemed like it would be so easy to just go 

to sleep and not wake up.”
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Could we have anticipated?

Case #2
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Case #2: The new plan

• Change to sublingual buprenorphine 

• Mood improved within first 24 hours

• Pain well controlled

• Patient returns to volunteer work with Habitat for Humanity and 

helping other disabled people 

• No suicidal ideation or attempts in 10 years

• Tapered off valium and temazepam
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A brief digression about long-acting opioids…
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“MS CONTIN does not release morphine continuously over the course 

of a dosing interval. The administration of single doses of MS CONTIN 

on a q12h dosing schedule will result in higher peak and lower trough

plasma levels than those that occur when an identical daily dose of 

morphine is administered using   conventional oral formulations on a 

q4h regimen.“

FDA document from Purdue Pharmaceuticals 2009

https://www.accessdata.fda.gov/drugsatfda_docs/label/2010/019516s034lbl.pdf
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A word about methadone

Pain Medicine, pages S26-S35, 13 JUN 2011 DOI: 10.1111/j.1526-4637.2011.01134.x
http://onlinelibrary.wiley.com/doi/10.1111/j.1526-4637.2011.01134.x/full#f10
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An ounce of prevention

• Pill counts mid-cycle can indicate appropriate use

• Depression screening and treatment as condition

• Thorough risk assessment and mitigation

• Substance use disorder discussions without judgement

• Avoid benzodiazepines

• Avoid EtOH

• SLOW TAPER if tapering, unless overdose risk feels imminent

• Know now to use buprenorphine as part of harm-reduction

• Involve the entire family
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“To have any hope of 
stemming the overdose 
tide, we have to make it 
easier to obtain 
buprenorphine than to 
get heroin and fentanyl.”
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Bottom line: When a patient has an overdose

• The patient took more than their body could tolerate

• Find out why

• Reduce their risk by any means necessary

• See them often 

• Engage a team approach

• Involve the family

• Understand long-acting opioids and their risks

• Understand the role of buprenorphine for pain
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Contact information

Andrea Rubinstein, MD

3559 Roundbarn Blvd.

Santa Rosa, CA  95403

Email: Andrea.L.Rubinstein@kp.org

Phone: 707-571-3931

Twitter: @rubinsteinmd

mailto:Andrea.L.rubinstein@kp.org

