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Gender is important to consider in opioid 
prescribing and prevention of misuse

Mishka Terplan, MD, MPH, Fertil Steril 2017; 108: 195-9
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Women and the opioid crisis: historical context and public 
health solutions

Women and the Experience of Pain and Opioid Use Disorder: A Literature-
based Commentary, Andrew L. Koons, DO; Marna Rayl Greenberg, DO, 
MPH; Robert D. Cannon, DO and Gillian A. Beauchamp, MD, Clinical 
Therapeutics/Volume 40, No. 2, 2018

Women and Opioids: something different is happening here, 
www.thelancet.com, Vol 392, July 7, 2018

http://www.thelancet.com/


6

Women have more pain than men

Manson, Metabolism, 2010
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British Journal of Anaesthesia 111 (1): 52-8 (2013) doi:10.1093/bja/aet127

Women experience pain differently than men:
no matter then stimulus or the scoring system

(0 is the median; above line LOWER PAIN SENSITIVITY; below the line HIGHER PAIN SENSITIVITY)
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60% of women with 
substance misuse start with 

a prescription for pain

Pathway to opioid use/misuse for women is more likely 
to be through medical treatment than for men

Initial opioid 
exposure

Acute 
Pain
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When opioids were prescribed during US outpatient care visits 
between 1993 and 2014:
• Women were more likely to be given opioid (54% vs 46%) or 

benzodiazepine (66% vs 34%) prescriptions than men 
• Women were more likely to be given combined opioid and 

benzodiazepine than men (55% vs 45%).  

Women are more likely to receive an opioid, 
benzodiazepine, or both during an outpatient visit 
compared to men

Preventive Medicine 
Reports 9 (2018) 49-54



Why women are prescribed opioids: 
Prescription opioid use in pregnancy 

(and happens to be similar to non-pregnant women)
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Over 70% of reasons opioids 
prescribed are not for acute 

(or pregnancy related)  
conditions
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• While men are still more likely to have an overdose death, the difference in 
prescription opioid deaths is less pronounced.

• Between 1999 and 2016, opioid related deaths rose faster in women: rose by 
404% in men and 583% in women.

https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates

https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates
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Prescription and 
synthetic opioids are 
the most common 
reason for overdose 
deaths in women

Remarkably high in 
women >50, think 
about the 
benzodiazepine 
prescriptions
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Why do women 
have an initial 
opioid prescription? 

Cohort:
50% female
Note well:

• Back/musculoskeletal
• Headache
• Dental pain

Almost 70% of all opioid 
prescriptions were in these 
diagnoses

No evidence that opioids 
are indicated for these 
diagnoses
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Why do women 
have an initial 
opioid prescription? 

A LOT of opioids were 
prescribed:

• Median 7 days up to 30 
days

• 100-200 MME

(Recommended: 3 days acute 
pain, <90 MME to reduce risk 
of overdose or persistent 
use)
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The opioid type, amount, and duration of the initial prescription matters: 
The higher MME and longer duration the initial supply, the more likely to 

have high risk opioid use

More 
overlapping 

opioid 
prescriptions

More 
overlapping 

opioid +benzo 
prescriptions

More than 3 
opioid 

prescribers

MME>120

J Gen Intern Med 33(12):2156–62, 2018
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Why do women get prescriptions related to 
reproduction?
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Women with endometriosis:
• More likely to have an opioid prescription 

(79% vs 24%, RR 2.9)
• More likely to have >50 MME  

(46% vs 10%, RR 4.0)
• More likely to have >100 MME 

(155 vs 3%, RR 3.6)
• Opioid prescription >90 days 

(6% vs 3%, RR 1.3)
• Combined opioid benzo prescribing

(10% vs 3%, RR 2)

Matched cohort. Excluded surgery
Endometriosis: more mood, anxiety disorders
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Persistent opioid use at a year 
postpartum is similar regardless of 
delivery:
• Vaginal birth 5% 
• Cesarean 3%

Requiring opioid refill >6 weeks 
postpartum is the signal for 
persistent opioid use (>1 refill every 
45 days for a year after delivery)
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The medical profession needs to stop REFILLING opioid prescriptions: 
• More common in Medicaid-enrolled women
• Once women fill one prescription, they are likely to have a number of prescriptions

MMWR, January 2015
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Take Home Message:
Women and Opioid Prescribing

• Women are more likely to experience pain

• Women are more likely to receive an opioid 
prescription for pain

• Women are more likely to have high risk 
prescribing: opioid with benzodiazepine

• Women die of overdose
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Paths to chronic opioid use/misuse

Initial opioid 
exposure

Chronic 
opioid 

exposure

60% of women with substance 
misuse start with a prescription 

for pain

• Most women will have chronic use related to refilled prescriptions
• Women are more likely to have multiple opioid prescribers
• Women are more likely to use a prescription opioid for modulation of affect rather than 

pain

Acute 
Pain



22

Why do people misuse opioids?

People misuse prescriptions (not take as 
indicated, take someone else’s medications):

• Untreated Pain (majority)
• Get high (minority)
• Relax, Mood, Sleep (more common in 

women)



23

Where are these misused opioids coming from? 

Opioid availability from:

• Friends or relatives that have extra from 
a prescription (over prescribing which 
allows diversion to others) 

• getting a prescription from a provider 

are the major contributors to opioid 
availability and misuse
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Paths to chronic opioid use/misuse

Initial opioid 
exposure

Chronic 
opioid 

exposure
60% of women with substance 
misuse start with a prescription 

for pain

Path to avoiding opioid misuse:
• Limit the indications for prescribing an opioid
• Limit the number of days treated with opioid
• Limit the MME prescribed
• Do not refill without evaluation
• Use functional endpoints
• Refer to Pain Specialist

Acute 
Pain
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How much opioid should be prescribed?

In general: 
• 3 days, <50 MME (about 7 tablets oxycodone 5 mg) 
• one oxycodone 5 mg=7.2 MME, conversion 1.5
• Search for guidelines for the specific condition

Specific approach to reduce opioid prescribing following birth: 
a model for an approach to reduce opioid prescribing for acute pain
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Step 1: How many opioids are prescribed for a 
procedure (usually)

MME: morphine milligram 
equivalent

7 oxycodone 5 mg 
tablets=50 MME/day

Dose >50 MME/day 
increases risk of opioid 
death

A lot of opioids are prescribed following vaginal birth:
• only 12% of women even fill that prescription
• <10% used any opioid in the hospital but had opioids prescribed at discharge anyway
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A lot of opioids are prescribed after cesarean delivery:
>90% of women have a prescription at discharge

MME: morphine 
milligram 
equivalent

7 oxycodone 5 mg 
tablets=50 
MME/day

Dose >50 MME/day 
increases risk of 
opioid death
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Step 2: How many opioids are used following a procedure

Opioids are overprescribed following cesarean delivery
• 75% of women have unused opioids
• 17% used NO opioids
• Median of 10 unused 5mg oxycodone tablets per patient (majority stored in unlocked location)

Obstet Gynecol 2017;
130:36–41
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Step 3: can opioid prescribing be reduced without 
adverse effects?

Can discharge opioid prescribing be 
individualized?

Standard prescription:
Oxycodone 5 gm 30 tablets

Individualized:
Calculated amount to prescribe based on the use 
of opioids during hospitalization

Obstet Gynecol. 2018 September; 
132(3): 624-630.
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Can discharge opioid 
prescribing be individualized?

Primary Outcome:
Number of opioid tablets 
prescribed but unused 
(oxycodone 5 mg)

Secondary outcome:
Number of tablets used
Frequency of opioid use
Frequency of refills
Pain satisfaction survey

Individual prescribing:
14 (12-16) tablets prescribed
5 (1-8) unused tablets
8 (4-14) tablets used
60% of tablets used

Standard prescribing:
30 tablets prescribed
10 (0-22) tablets unused
15 (6-30) tablets used
60% of tablets used

Individual prescribing 
not only reduced the 

number of opioid 
tablets that remained 

unused, 
it also reduced the use 

of opioids

Obstet Gynecol. 2018 September; 
132(3): 624-630.
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Can discharge opioid 
prescribing be individualized?

• Pain measures were similar
• Pain satisfaction was similar

Obstet Gynecol. 2018 
September; 132(3): 624-630.
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• N=50 women 

• approximately 10-minute shared decision-making session in which a clinician (obstetrician (MP) or 
anesthesiologist (EMH)) reviewed information verbally while the participants viewed a tablet 
computer-based decision aid 

• Counseling: information on anticipated patterns of pain in the first 2 weeks after cesarean delivery
• expected outpatient opioid use after cesarean delivery; 
• risks and benefits of opioid and non-opioid analgesics; and 
• information on opioid disposal and access to refills if needed 

• participants chose the number of tablets (oxycodone 5 mg) they would be prescribed upon 
discharge, from 0 to 40 tablets; 40 tablets was the standard number of tablets prescribed by obstetric 
providers at our institution at the time of the study 

Obstet Gynecol. 2017 July; 130(1): 42-46.
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Methods:
• Reviewed risks of opioids with patient
• Asked them how many pills they 

wanted to go home with (0-40)

Obstet Gynecol. 2017 July; 130(1): 42-46.

• All were offered up to 40 tablets
• Most chose 20 tablets
• Still had some left over
• Few refills
• Most satisfied or very satisfied with pain 

management
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Another piece of prevention:
Accidental overdose/ingestion

• Increased risk of 2.4-fold of accidental toddler overdose if mom has a 
prescription

• Median age 2
• Most patients do not store medications properly Pediatrics. 2017 July; 139(3):e20162887
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Another piece of prevention:
Avoid having opioids in the house

Pediatrics. 2017 July; 
139(3):e20162887

Misuse by family
Friends or relatives most common source of 
opioid use in adolescents and young adults:
• 49% adolescents
• 58% young adults
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Opioid use disorder can be prevented and 
how you can do this 
(without more documentation)

Pain has a behavioral/emotional component: that MUST 
be addressed in the treatment plan
• Focus on functional improvement not absence of pain

Screen/Treat mood and anxiety disorders

Pain is very complex
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Opioid use disorder can be prevented and 
how you can do this 
(without more documentation)

1. Prescribe only for acute pain with 
indications that are clear
1. Explore diagnosis specific 

prescribing guidelines

2. Do not prescribe more than 3 days of 
opioid for acute pain

3. Limit MME to <50 MME for initial 
prescriptions

4. Avoid opioid for treatment of chronic 
non-cancer pain
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Opioid use disorder can be prevented and 
how you can do this 
(without more documentation)

Avoid refills or duplicates: check 
Prescription Monitoring System before 
prescribing

• Ensures no duplicate 
prescribing/multiple 
prescribers

• Avoids opioid prescribing with 
hypnotics (benzodiazepines)

• Ask a provider to let you 
search if you are not a 
prescriber: they can give you 
permission to see prescribing 
for patients in your care
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Opioid use disorder can be prevented and 
how you can do this 
(without more documentation)

Use shared decision making to match 
anticipated opioid need with 
functional gains and develop a plan 
for follow-up

• Pain Specialist referral
• Cognitive Behavioral Therapy
• Counseling
• Set expectations for 

medication effectiveness



40

Opioid use disorder can be prevented and 
how you can do this 
(without more documentation)

Discuss medication storage, 
safety, and disposal

• Strongly recommend a secure, 
locked cabinet or drawer (or 
gun safe)

• There is geographic variation 
in disposal

• Do NOT advertise where your 
pain medications are; this is a 
bad idea
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Resources
CDC Guideline for Prescribing Opioids for Chronic Pain
https://www.cdc.gov/drugoverdose/prescribing/guideline.html

Framing Opioid Prescribing Guidelines for Acute Pain
https://www.nap.edu/catalog/25555/framing-opioid-prescribing-
guidelines-for-acute-pain-developing-the-evidence

Look for State and Society Opioid Prescribing Guidelines
• Maine: https://mainehealth.org/healthcare-professionals/clinical-

resources-guidelines-protocols/opioid-use-treatment-resources
• New Hampshire: https://www.nhms.org/resources/opioid
• Vermont: http://www.vtmd.org/opiate-prescribing-substance-use-

disorder-information

Online MME Calculator
https://www.mdcalc.com/morphine-milligram-equivalents-mme-calculator

https://www.cdc.gov/drugoverdose/prescribing/guideline.html
https://www.nap.edu/catalog/25555/framing-opioid-prescribing-guidelines-for-acute-pain-developing-the-evidence
https://mainehealth.org/healthcare-professionals/clinical-resources-guidelines-protocols/opioid-use-treatment-resources
https://www.nhms.org/resources/opioid
http://www.vtmd.org/opiate-prescribing-substance-use-disorder-information
https://www.mdcalc.com/morphine-milligram-equivalents-mme-calculator
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Shared Decision-Making For Prescription 
Opioids After Cesarean Delivery
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Shared Decision-Making For Prescription 
Opioids After Cesarean Delivery
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Summary 

• Obstetricians overprescribe opioids
• Women do not need opioids prescribed in the hospital or at 

discharge following vaginal birth
• The amount of opioid prescribed after cesarean can be 

reduced without increased pain or dissatisfaction

Unused opioids are dangerous:
• Teens in the house
• Burglary
• Persistent use
• Should be kept in locked area (at all times, even when 

needed)



Thank you for participating in this month’s
Community Rounds Workshop Series

Our next session will be held on September 2, 2020 from 12-1pm: 
Treatment of Individuals with Stimulant Disorders, Rick Rawson, MD

For additional information visit: 
Center on Rural Addiction: https://uvmcora.org

Vermont Center on Behavior and Health: http://www.med.uvm.edu/behaviorandhealth/

http://uvmcora.org/
http://www.med.uvm.edu/behaviorandhealth/home


UVMCORA.ORG 


