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Nonmedical use of opioid medications constitutes a serious health threat as the rates of
addiction, overdoses, and deaths have risen in recent years. Increasingly, inappropriate and
excessively liberal prescribing of opioids by physicians is understood to be a central part of the
crisis. Public health officials, hospital systems, and legislators are developing programs and
regulations to address the problem in sustained and systematic ways that both insures effective
treatment of pain and appropriate limits on the availability of opioids. Three approaches have
obtained prominence as means of avoiding excessive and inappropriate prescribing, including:
providing financial incentives to physicians to change their clinical decision through pay-forperformance contracts, monitoring patient medications through Prescription Drug Monitoring
Programs, and educational outreach to physicians.
A promising approach to educational outreach to physicians is an intervention known as
“academic detailing.” It was developed in the 1980s to provide one-on-one educational
outreach to physicians using similar methods as the pharmaceutical industry that sends
“detailers” to market their products to physician practices. Core to academic detailing, however,
is the idea that medical decisions should be based on evidence-based information, including
managing conditions with updated assessment measures, behavioral, and nonpharmacological
interventions. With the pharmaceutical industry spending billions of dollars to advertise their
products, individual practitioners can have difficulty gathering unbiased information, especially
as the number of approved medications grows each year. Academic detailing has successfully
affected the management of health conditions, such as atrial fibrillation, chronic obstructive
pulmonary disease, and recently, has targeted physicians who prescribe opioids. This article
discusses the approach as a potentially effective preventative intervention to address the
epidemic of opioid overuse.
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T

he use of opioids for the treatment of chronic
pain conditions has become increasingly
controversial due to limited data on long-term
efficacy and the potential for addiction and other
adverse health consequences associated with their use
(1). During the 2000s, deaths from prescription opioid

overdose increased approximately 3-fold and closely
paralleled a rise in the total amount of prescription
opioids dispensed (2). Of concern to the medical
community and public health officials, is that more than
half of the prescription opioid-related deaths occur at
home, rather than in public or in a health care facility
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(3). The economic burden of treatment both in hospital
emergency department visits and hospitalizations is
also substantial: inpatient charges related to opioid
abuse and dependence reached almost $15 billion in
the decade ending 2012 (4). Although the number of
prescriptions of opioid analgesics vary state by state,
the average is close to 85 prescriptions annually per
100 people, and states that have the highest number
of prescription painkillers average up to 143 per
100 people (5). In 2012 hydrocodone was the most
frequently dispensed prescription in the United States
(5). To address this public health crisis, the American
Pain Society issued recommendations for considerations
when selecting analgesics to treat pain (6), and the
Centers for Disease Control and Prevention issued a
new set of guidelines to improve the way opioids are
prescribed (7).
In spite of these efforts, prescription opioid misuse
and dependence continue to have their origins in excessive or improper prescribing of medications by health
care professionals (8-11). At the level of the clinician,
opioid overprescribing may be the result of inattention to careful considerations of the risk and benefits
of opioids for a particular patient or a lack of physician
knowledge about appropriate alternatives to opioids
for the treatment of pain. Generally, medical education is severely lacking regarding diagnosis and treatment of substance use disorders as well as abuse and
diversion of controlled medications (12,13). The failure
to appreciate the potential risks associated with these
drugs is a concern. A related component has been the
aggressive promotional messages of some pharmaceutical companies promoting opioid analgesics, which
overstated their indications and underestimated their
potential for abuse, distortions which resulted in one
manufacturer having to pay a legal settlement of over
$600 million for such improper promotional claims
(14). Proposed solutions to the problem of overprescribing in primary care have included limits on the size
of an initial opioid prescription, or allowing patients to
choose to fill only a portion of the amount that could
be dispensed (15,16).

Policy Levers to Address Over-prescribing
However, it is vital to address the knowledge deficits
and attitudes of prescribers that can lead to excessive
opioid prescribing. Several policy levers are available to
address the lack of knowledge and improve the clinical decision-making of physicians. Pay for performance
has been used to influence clinical decision-making in
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several domains, but has had only limited success (17).
It is unlikely to have a long-term effect in stemming the
opioid crisis, and may have unintended consequences
of encouraging practitioners to avoid patients who
may possibly “spoil their numbers” (18). In addition,
economic and ethical questions have also been raised
about the concept of paying for a practice that should
be routine (19,20).
In relation to opioid use, prescription drug monitoring programs (PDMPs) are likely to offer greater
utility. PDMPs monitor the dispensing of controlled
substances, as defined by federal and state controlled
substances laws, making it possible for prescribers to
see whether a given patient is obtaining opioids from
multiple clinicians or filling prescriptions at multiple
pharmacies (21). Prescribers can access the database to
determine if a patient has been “doctor shopping” for
opioids (22) and can act as an early warning system for
prescribers to avoid dangerous drug interactions and to
ensure quality care (23). It is also useful for licensing
boards that are investigating a licensee related to licensure, renewal, or disciplinary action. As of July 2014, 49
states and one territory had passed legislation authorizing a PDMP (24).
Both pay for performance and PDMPs fail to
address one of the most important concerns regarding how to educate physicians on best practices. In
one study, less than half of primary care physicians
surveyed felt that they were sufficiently trained in
prescribing opioids; younger providers were less
knowledgeable about opioids (25). Concern is mounting that providers do not have access to information
that will guide their prescribing and identify patients
with high risk of abuse. The gap may not be filled adequately by existing prescriber education programs.
One widely used continuing medical education initiative was prepared by the manufacturers of extendedrelease opioid products, as a requirement imposed by
the Food and Drug Administration (FDA) for a Risk
Evaluation and Mitigation Strategy, more commonly
known as REMS, related to these products. However,
in keeping with this origin, much of that material
deals with the safe use of extended-release opioid
analgesics. Another “light-touch” approach was initiated by Medicare in 2010 to educate prescribers of
highly addictive drugs whose practices were outliers
to peer-group providers. A randomized controlled
study to evaluate the effects of sending educational
letters showed no differences between the control
and study groups (26).
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Academic Detailing as an Approach to
Educate Prescribers
In the early 1980s, an approach known as “academic detailing” was developed to use the effective
outreach and promotional strategies of the pharmaceutical industry (that is implemented through its sales
representatives, or “detailers”), and apply it instead to
transmitting the best evidence about optimal medication use, rather than simply to increase sales of a given
product (27,28). The approach is responsive to continuous quality improvement strategies (29) and diffusion
of innovation theory to explain how innovations
spread throughout groups (30). The approach is conducted through specially trained pharmacists, nurses,
or physicians who are educated in the application of
adult learning theory and behavior change, as well as
in the details of the clinical problem being addressed.
They are then sent to visit with physicians one-on-one
in their offices, to present an interactive discussion of
the most current evidence on proper drug use for that
condition. The approach has been found to be effective
in numerous randomized trials; a 2007 review of the
literature by the Cochrane Collaboration assessed 69
randomized trials and concluded that the intervention
was efficacious in improving prescribing (31). An early
benefit-cost analysis found that such a program saved
$2 for state Medicaid programs for every dollar spent
to implement it (32). Academic detailing programs have
been established by several state departments of health
and of aging, the US Department of Veterans Affairs
(VA) health care system, large health care systems such
as Kaiser, a number of Canadian provinces, and Australia (33-35).
Academic detailing has been applied to the problem of opioid misprescribing by several organizations.
One of these is Alosa Health, a nonprofit organization
founded in 2004. Through contracts with government
agencies and health care systems, it assembles and
integrates the most current evidence on optimal prescribing and then “markets” these recommendations to
prescribers through interactive in-office education programs. Physicians receive continuing medical education
credits for these educational outreach visits. Academic
detailing strategies are especially useful to train doctors
on the management of pain through a multifaceted
approach that combines both nonpharmacologic and
nonopioid pharmacologic treatment options. The nonbias approach to disease management has the potential
to have large impact when it is applied systematically.
For example, when the VA health care system, the larg-
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est health system in the United States, identified opioid
misuse as one of the most important focal points for
the academic detailing program, it began implementing academic detailing in VA sites throughout the
country.

Process to Evaluate Scientific Evidence
In any academic detailing program, the process begins with a systematic review and synthesis of the most
current peer-reviewed literature on optimal medication
use and outcomes. As a case example, Alosa Health
utilizes clinicians on the faculty of Harvard Medical
School to conduct the rigorous reviews. The results of
this review and its conclusions are then distilled into an
evidence document that contains up to 100 references;
its content emphasizes the implications of the evidence
for front-line patient care decisions. This information
is then distilled further into a graphically engaging 12page color brochure that illustrates the prescribing recommendations with algorithms, tables, and graphs (36).
A review of the literature on the role of opioids in pain
management resulted in conclusions that were virtually
identical to those stemming from the evidence synthesis
and recommendations that the Centers for Disease Control and Prevention released 2 years later (7).

Advantages of Interactive Education
These data synthesis and “packaging” activities
form the basis of the academic detailing intervention,
but the most critical component of such programs is
the interactive discussion of these concepts and recommendations with clinicians in their offices. This approach enables the well-trained outreach educator to
understand the prescriber’s current beliefs, attitudes,
and practices, and to modify the presentation accordingly. In the case of encouraging more restrained use of
opioids in primary care, for example, this interactivity
makes it possible to determine whether the underlying problem for a given practitioner is lack of awareness of the addictive potential of these drugs, poor
understanding of the potential of nonopioid drug
treatments, an attitudinal problem that drug abuse is
not the physician’s primary responsibility, or other concerns. Often, it is a combination of these issues, as well
as not knowing how to address “doctor-shopping.” A
skillful academic detailer uses the interactive educational presentation to address these specific issues in a
targeted manner.
While there has been extensive evaluation of
the effectiveness of academic detailing programs to
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improve medication use in other clinical settings, evaluation is still ongoing of its use to reduce overreliance
on opioids for the management of pain in primary care.
Recently, an FDA Advisory Committee recommended
mandated training in opioid prescribing for all physicians (37). Academic detailing is likely to gain increasing
interest as a means of implementing such training and
thereby improving clinical choices in the area of opioid
prescribing as it has in other clinical domains.

Policy Implications and Recommendations
Addressing the nation’s epidemic of opioid overuse
will require a wide variety of approaches, including legislation at the state and federal levels, programs implemented within public and private health care systems,
and legal sanctions. However, in keeping with public
health prevention strategies, one key component will
have to be proactive education of prescribers to make
sure that they have a full understanding of the risks
of improper prescribing, as well as of how to manage
patients who have or are at risk of opioid use disorder.
The most effective programs may come at the state and
local health care system levels.

There is considerable potential for policies that
seek to improve physician prescribing practices as an
effective way to prevent opioid dependence. A solid
foundation of prescriber education will be an indispensable component of any effective nationwide program
to stem the overuse of opioids. Academic detailing is
one very promising approach to this problem; it has
been shown in randomized controlled trials in numerous settings to provide physicians with evidence-based
information in an interactive way that changes their
prescribing practices.
Formal studies and benefit-cost analyses have not
yet been done in relation to its application to addressing opioid misprescribing and should be supported by
government funding such as the National Institutes
of Health. If such “marketing” the best prescribing
evidence to clinicians in a given health care system
can prevent just one emergency department visit or
intensive care unit stay for an overdose, or prevent one
patient from becoming addicted because of an unwise
choice of a pain regimen, its benefit in both human and
economic terms is likely to far exceed its costs.
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