
I am requesting that you please give consideration to tamper resistant and abuse-deterrent 

opioids, allowing them to be preferred status. While I do understand that the direct cost of these 

“safer” products are more than the long acting opioids currently available with preferred status 

by Medicaid, I would like to submit that the potential savings that might be afforded by reducing 

the abuse and diversion of opioid medicine should most certainly offset these costs. 

I am sure you are aware of the number of deaths reported regarding opioid overdose. I am also 

sure that you would appreciate that the costs related to these deaths are significant. One study 

done in the state of Ohio in 2007 estimated the cost for fatal opioid overdose at $2 billion dollars 

for Ohio residents. The cost associated with non-fatal overdose was estimated at $39 billion 

dollars for that same year. I would submit that Iowa would have similar ratios for cost, and based 

upon these types of numbers, even a 10% reduction in overdoses would far outweigh the 

additional cost associated with abuse-deterrent formulations of long acting opioids. 

The current preferred long acting opioids available through Medicaid, especially Methadone may 

significantly increases the risk for overdose. This does not even consider the potential for 

Torsades which cannot be reliably avoided even with the most diligent of monitoring for 

individuals taking Methadone. I currently avoid starting patients on Methadone due to its 

potential adverse interactivity with numerous other medicines and I aggressively try to get 

patients that are referred to me to rotate to a different long acting opioid since there is no way I 

can assure patients they can safely take the drug. 

 

Under the current PDL, I am left with two other options, Morphine and Fentanyl. Morphine is an 

acceptable long acting agent and I have no problem with prescribing the drug. Fentanyl is 

somewhat riskier due to its delivery system with the potential alteration of absorbance that can 

occur from broken skin, friction and external heat application. I also would submit that anyone 

who is opioid naive  that might accidently, or intentionally be exposed to the Fentanyl patch is at 

significant risk for overdose. 

 

I would like to suggest that eliminating Methadone and changing the preferred formulation for 

Morphine to a form that has abuse-deterrent properties could potentially decrease the risk for 

overdose in a monetarily significant fashion that would dwarf the direct cost for the switch from 

the currently available preparations. 

 

I also would ask that you give consideration to the Buprenorphine patch over Fentanyl. There are 

fairly good studies showing that the Buprenorphine patch is less likely to be abused and diverted 

than other long acting opioids. There also is the built in deterrent associated with this partial 

opioid agonist in that anyone that is actively abusing and addicted to opioid medicine might want 

to avoid the drug since its use could precipitate withdrawal. This is not to imply that 

Buprenorphine cannot be abused and that it does not have the same possibility of causing CNS 

depression and respiratory arrest just like other opioids. Its potential advantage is that it is less 

desirable as an agent for abuse. 

 

I am aware that there is no fool proof way available to provide 100 percent safe opioid 

medication for patients suffering from moderate to severe pain. I also understand that regardless 

of what drug is available as a preferred agent, there is no substitute for following safe prescribing 

practices, monitoring the Iowa PMP website aggressively, and making every effort to educate 



patients regarding safe storage and safe disposal of unused medicine as first line steps to avoid 

diversion and abuse of opioid medication. 

 

In the practice of chronic pain management, as a physician, the choice of whether to use an 

opioid medication for a patient is always predicated upon the precept of considering risk versus 

benefit for the individual receiving the drug.  

 

Current guidelines for chronic pain management for primary care providers, being drafted by the 

CDC, suggest that opioids should be used for moderate to severe chronic pain that is not 

alleviated by other measures and indeed international treaties require that opioid medication be 

available in sufficient quantity to meet the need for pain relief for every country.  

It only makes sense, to me, that the opioid medication made available by the state for its 

inhabitants, who are in need of assistance, have the least potential for diversion or abuse, and that 

the preparations made available be above all, the safest formulation that can be provided.  

I understand that there is a financial limit to what Medicaid is capable of procuring for its 

recipients and I appreciate your consideration of this request. 

 

Sincerely, 

 


