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The term “ACADEMIC DETAILING” was coined in the 1970s 
by Jerry Avorn MD, Harvard Medical School

Compared to traditional didactic prescriber education (articles, lectures), 
pharmaceutical “detailing” used marketing methods that were 
more engaging,  more persuasive,  possibly more effective.  

Has also been defined as interactive,   evidence-based medication education outreach

to prescribers. Rome 2025

Rome BN, et al. Academic Detailing Interventions and Evidence-Based Prescribing A Systematic Review
JAMA Network Open | Vol. 8, No. 1 2025;8;(1):e2453684.



AD IS EFFECTIVE FOR INCREASING NALOXONE PRESCRIPTION

Academic detailing by the SF Dept of Health to opioid-prescribing primary care providers.

83% accepted.   Average of 2.6 AD contacts each.    Focused on naloxone. 

With custom, visually stimulating educational materials.

Eleven-fold increase in naloxone prescribing within 4 months 

vs. those who did not receive the intervention.    (Behar 2017)

There was a five-fold increase in naloxone prescribing in a retrospective VA trial.  

(Bounthavong 2019)

Behar E, et al. Academic Detailing Pilot for Naloxone Prescribing Among Primary Care Providers in San Francisco. Fam Med 2017;49(2):122-126.

Bounthavong M, et al.  Implementation evaluation of academic detailing on naloxone prescribing trends at the United States Veterans Health 

Administration. Health Serv Res. 2019; 54: 1055– 1064. 



In an 1983 RCT, >400 high-prescribing MDs were randomized to.     (1) no intervention,
(2) mailed printed material only,   or    (3) in-person sessions w printed material.

Educational Content:  encouraged reduced prescribing
of    propoxyphene for pain,  cephalexin,  and  papaverine for cognitive impairment.   

Discussion of patient cases were encouraged;  published evidence was reviewed. 

Both sides of any controversial issues were presented before making recommendations.

Detailers were knowledgeable pharmacists, trained in communication techniques.

Of physicians randomized to in-person visits, 90% completed at least 1 of 2 visits;  80% completed both. 

RESULTS: 
14% reduction in prescribing of target drugs vs. no intervention.  (P = 0.0001).

No effect of the printed materials alone vs. no intervention.

Avorn  J, e al. Improving drug-therapy decisions through educational outreach: a randomized controlled trial of academically based “detailing.”  
N Engl J Med. 1983;308(24):1457-1463. 



In an RCT, for doctors randomized to education sessions by the hospital analgesic-stewardship pharmacist

on discharge opioids after surgery:  

Patients were discharged on slow-release opioids half as often as control

adjusted OR: 0.52 (95% CI, 0.35-0.77) 

Patients were discharged without any opioids 70% more often (aOR 1.69; 95% CI, 1.24-2.30). 

(Hopkins 2020) 

Hopkins  RE, et al.  Educating junior doctors and pharmacists to reduce discharge prescribing of opioids for surgical patients: a cluster randomised
controlled trial. Med J Aust. 2020;213(9):417-423.  Randomized Controlled Trial Med J Aust. 2020 Nov;213(9):417-423. 



In a January 2025 review of AD 118 studies that measuring changes in prescribing.

36 studies had the lowest risk of bias.   
Of those, 70% had significant reduction in prescribing, as recommended.

Combining AD with interventions, such as Audit & Feedback, was beneficial. 

Rome 2025

Rome BN, et al. Academic Detailing Interventions and Evidence-Based Prescribing A Systematic Review
JAMA Network Open | Vol. 8, No. 1 2025;8;(1):e2453684.



VA Academic Detailing Services
  https://www.pbm.va.gov/PBM/academicdetailingservice/AboutUs.asp

https://www.pbm.va.gov/PBM/academicdetailingservice/AboutUs.asp


The VA recommends limiting the number of key 
messages to between 4 and 6 per campaign

can be divided among more than one visit . . .

“An example of a possible key message:  
 Consider tapering patients on opioids at >=  

100 MEDD to reduce the risk of overdose.”

60 pgs, 2016   



VA Academic Detailing Services

SAMPLE OF PUBLIC DOMAIN RESOURSES 

Resources For Providers: 
 ‘Opioid Medication Risks’  (2 pgs)

Resources For Patients:    
 ‘Slowly Stopping Opioid Medications’   (2 pgs) 
 ‘Use of Opioids for Chronic Pain’  (2 pgs)
 ‘Safe and Responsible Use of Opioids for Chronic Pain’ (9 pgs)

 



9 pgs, revised 2018



Excerpt:

Opioids usually only “take the edge off” chronic pain for a short time.

Higher doses usually cause more side effects, without reducing your pain.

Daily use of opioids can actually make your pain worse over time.

When carefully assessed, 25% to 40% of patients on long-term opioid  
        therapy (more than 90 days) have an opioid use disorder.

If you and your provider decide to reduce your opioids, your provider will 
         try to prevent or lessen any withdrawal symptoms. 

Decreasing  slowly makes it easier to stop opioid medicines. 

Tips to Reduce Your Risks: 
          Talk to your provider about decreasing your opioid medication. . . 

9 pgs, revised 2018

Excerpt:



CIAO:   Center for Innovation in Academic detailing on Opioids and stimulants

 at the San Francisco Dept. of Public Health,

 funded by the CA Dept of Public Health,   with grant funding from CDC.

• Provides trainings & technical assistance to detailers 

• Develops public-domain resources.  



‘Opioids and Chronic Pain: A Guide for Primary Care Providers’

  ‘Toolkit for Inheriting Patients on Long-term Opioids.’

       

 ‘Patient Abandonment: The Impact of Losing    
    Access to Long-Term Opioid Therapy’

       

 5 minute video by CIAO Medical Director Phillip Coffin     
    on supporting patients who have lost their provider.        

      

 (Opioid Stewardship, etc., etc.)
                           



                 Opioids and Chronic Pain
         A Guide for Primary Care Providers

                

                           

40 pgs.  Updated Feb 2023 





















Another useful resource for prescriber education: 



CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United States, 2022

https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm 



CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United States, 2022 

Recommendations 1 – 5:



CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United States, 2022 

Recommendations 6 - 12:



2022 CDC RECOMMENDATIONS RE-WRITTEN FOR BREVITY:

1. Only consider opioid therapy for acute pain if benefits are anticipated to outweigh risks.

2. Nonopioid therapies are preferred for subacute and chronic pain.   

Consider initiating opioid therapy only if expected benefits are anticipated to outweigh risks.

3. When starting opioid therapy, use immediate-release opioids.

4. When opioids are initiated, use the lowest effective dosage.

       Evaluate benefits and risks when considering a dose increase, and avoid increasing if diminishing returns are likely. 

5.    Weigh benefits and risks and exercise care when changing opioid dosage.

       If opioid benefits  outweigh risks, work with patients to optimize nonopioid therapies.  

       If opioid benefits do not outweigh risks, optimize other therapies and work with patients to gradually taper to lower dosages 

        or, if circumstances warrant, appropriately taper and discontinue opioids.

       Except for possible life-threatening issues, do not abruptly discontinue, nor rapidly reduced opioids from higher dosages. 

6.    When opioids are needed for acute pain, clinicians should prescribe no greater quantity than needed. 

7.     Regularly reevaluate benefits and risks of opioids with patients, including within 1–4 weeks of starting opioids or increasing dose. 

8.     Before starting opioids, and periodically, evaluate risks with patients and strategies to mitigate risk, including naloxone. 

9.     When starting opioids, and periodically, review controlled substance prescriptions on the PDMP. 

10.   For patients on opioids for subacute or chronic pain, consider benefits and risks of toxicology testing. 

11.   Use particular caution when prescribing opioids with CNS depressants, e.g. benzodiazepines, and weigh benefits and risks. 

12.   Offer or arrange treatment with MOUD to treat OUD.



2022 CDC RECOMMENDATIONS re-written for brevity, WITH VAGUE AND/OR OBVIOUS PORTIONS HIGHLIGHTED.

1. Only consider opioid therapy for acute pain if benefits are anticipated to outweigh risks.

2. Nonopioid therapies are preferred (for subacute and chronic pain)

Consider initiating opioid therapy only if expected benefits are anticipated to outweigh risks.

3. When starting opioid therapy, use immediate-release opioids.

4. When opioids are initiated, use the lowest effective dosage.

Evaluate benefits and risks when considering a dose increase, and avoid increasing if diminishing returns are likely. 

5.    Weigh benefits and risks and exercise care when changing opioid dosage.

       If opioid benefits  outweigh risks, work with patients to optimize nonopioid therapies.  

If opioid benefits do not outweigh risks, optimize other therapies and work with patients to gradually taper to lower dosages 

        or, if circumstances warrant, appropriately taper and discontinue opioids.

       Except for possible life-threatening issues, do not abruptly discontinue, nor rapidly reduced opioids from higher dosages. 

6.    When opioids are needed for acute pain, clinicians should prescribe no greater quantity than needed. 

7.     Regularly reevaluate benefits and risks of opioids with patients, including within 1–4 weeks of starting opioids or increasing dose. 

8.     Before starting opioids, and periodically, evaluate risks with patients and strategies to mitigate risk, including naloxone. 

9.     When starting opioids, and periodically, review controlled substance prescriptions on the PDMP. 

10.   For patients on opioids for subacute or chronic pain, consider benefits and risks of toxicology testing. 

11.   Use particular caution when prescribing opioids with CNS depressants, e.g. benzodiazepines, and weigh benefits and risks.  

12.   Offer or arrange treatment with MOUD to treat OUD.



MANY GUIDELINE RECOMMENDATIONS ARE NOT STRICTLY EVIDENCE-BASED

According to the AHRQ :

 "No instrument was shown to be associated with high accuracy for predicting opioid overdose, addiction, abuse, or misuse.”

EVIDENCE-BASED RISK MITIGATION STRATEGIES:
          CO-PRESCRIBING NALOXONE:        Reduced ED visits, and a trend (RR 0.77) in reduced all-cause mortality

AVOIDANCE OF CO-PRESCRIPTION OF BENZODIAZEPINES OR GABAPENTINOIDS:        Reduced overdose risk.

USE OF SHORT-ACTING VS. LONG-ACTING OPIOIDS:   Reduced overdose risk. 

 

OTHERWISE, no study has evaluated the effectiveness of risk mitigation strategies on misuse, OUD and overdose

INCLUDING:

          patient education

          urine drug screening

          monitoring instruments 

          more frequent monitoring intervals

          pill counts

          abuse-deterrent formulations 

          Or opioid dosing strategies, e.g. scheduled vs. PRN, or opioid rotation.

Agency for Healthcare Research & Quality AHRQ Publication No. 20-EHC011.   April 2020    
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioids-chronic-pain.pdf (search for ”risk mitigation” or “risk reduction”)

https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioids-chronic-pain.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioids-chronic-pain.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioids-chronic-pain.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioids-chronic-pain.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/opioids-chronic-pain.pdf


SHOULD CONTENT/GOALS OF AD EDUCATION EMPHASIZE

GUIDELINE-CONCORDANT CARE? 

Liebschutz, et al.:  53 primary care opioid prescribers randomized to  . . .

               (1) AD WITH AUDIT & FEEDBACK. 
                              AN AD SESSION with an expert physician 

    where each aspect of guideline concordant care was reviewed. 

          Including AUDIT & FEEDBACK OF A PATIENT REGISTRY, specifically:
 % with a patient-agreement,    with at least one UDS/yr
 % with a mental health dx, other risk factors,  early refills (misuse),  & % with MME>100.  

               (2) NURSE CARE MANAGER 

               (3) “ELECTRONIC DECISION TOOLS”  (online risk factor screening instruments, etc.)

 vs.  CONTROLS:

 ELECTRONIC DECISION TOOLS  ONLY.      

Liebschutz JM, et al. Improving adherence to long-term opioid therapy guidelines to reduce opioid misuse in primary care: a cluster-randomized 
clinical trial.    JAMA Intern Med. 2017;177(9):1265-1272.  

        Continued . . . 



  . . .  Continued:   Liebschutz JM, et al.  2017

RESULTS:  

Improved adherence to guideline-recommended monitoring: 
 % with a provider-patient agreement;       
 % with at least one urine drug screen within a year 

But no improvement in early opioid refills      

vs. electronic decision tools alone.

Liebschutz JM, et al. Improving adherence to long-term opioid therapy guidelines to reduce opioid misuse in primary care: a cluster-
randomized clinical trial.    JAMA Intern Med. 2017;177(9):1265-1272



EMPHSASIZING REDUCED PRESCRIBING IN AD:

In Staten Island, NYC Health Dept representatives visited prescribers with the following recommendations, 
based on the NYC Dept of Health & Mental Hygiene’s judicious opioid prescribing guidelines:

 (1) A 3-day supply of opioids is usually sufficient for acute pain, 

 (2) Avoid prescribing opioids for chronic noncancer pain, and

 (3) Avoid high-dose opioid prescriptions (i.e., ≥ 100 total daily MMEs)

RESULTS:  A decrease in high-dose prescribing (>100 MME) in Staten Island vs. other boroughs (P < .01),
although there were concurrent media interventions as well.
      Kattan 2016

An emphasis on reducing prescribing is often seen in AD interventions. 
(Presented earlier: Avorn, et al;    Rome, et al. reviewed only trials that reported prescribing changes)

Kattan JA et al. Public Health Detailing-A Successful Strategy to Promote Judicious Opioid Analgesic Prescribing. 
 Am J Public Health. 2016 Aug;106(8):1430-8.  



CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United States, 2022

https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm 

Per the CDC Guidelines, 

"Clinical evidence reviews found insufficient evidence to determine 
long-term benefits of opioid therapy for chronic pain ...7 ”

 7.  Chou R, Hartung D, Turner J, et al. Opioid treatments for chronic pain. Comparative effectiveness review no. 229.       
            Agency for Healthcare Research and Quality; 2020.



WHAT IS THE EVIDENCE OF EFFECTIVENESS 
OF LONG-TERM OPIOIDS FOR CHRONIC PAIN?

Review of 71 RCTs , AHRQ, 2022
                                                        AHRQ:  Agency for Healthcare, Research & Quality

(1) 
For opioids  compared to non-opioid pharmacotherapy:    
No evidence of effectiveness for chronic pain 6-<12 months 

Evidence of lack of effectiveness at 1 – <6 months, and at 12 months. 

                      

(2) 
For opioids  compared to placebo:    
No-evidence of effectiveness at 6-<12 months, or at 12 months.  
Slight effectiveness for pain reduction:  avg reduction of 0.8 points

*
 out of 10 at 1 – <6 months.

                
*
 This is  below the threshold for a clinically meaningful change in pain scores.

     * Next slide
                   

AHRQ: Systematic Review: Opioid Treatments for Chronic Pain. 2022. Agency for Healthcare Research and Quality.  
            https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research.
Chou, Roger: Presentation:  ASAM Pain and Addiction: Common Threads Course XXV - April 2024 Session 2: The State of Evidence-based Pain Care,  
            accessed 7-29-2024

https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-xxv-2024#tab-  product_tab_contents__18
            Feb;12(1):12‐20.        

https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-
https://elearning.asam.org/products/asam-pain-and-addiction-common-threads-course-


THRESHOLD FOR CLINICALLY MEANINGFUL IMPROVEMENT IN PAIN SCORES:

Dworkin et. al. 2008 proposed a 1 point threshold as a meaningful improvement (on a scale from 1 – 10). 

The review by Noble et. al., 2022, noted 2 points as a minimum meaningful change in pain scores (10 point scale), 

citing Farrar 2000, Salafi 2004, and Hagg 2003. 

The 2022 CDC Guidelines noted 30%  as a meaningful improvement for pain and function, citing the review 

by Ostello 2008.

Approximately two thirds of the 44 studies in the 2022 AHRQ review that defined a meaningful improvement in pain 
scores used 30%  as the threshold. 

(Pain intensity is a limited measure of burden, tolerability, pain interference, & quality of life, which are also 
affected by confidence in managing pain, psychological factors, etc.).  Sullivan &Ballantyne 2023,     Adams 2018

Dworkin RH, et. al. Interpreting the clinical importance of treatment outcomes in chronic pain clinical trials: IMMPACT recommendations. 
            J Pain. 2008;9(2):105-121. 
Noble, M.  Long-term opioid management for chronic noncancer pain.   Review Cochrane Database Syst Rev. 2010 Jan 20;2010(1):CD006605. 
Farrar JT. What is clinically meaningful: outcome measures in pain clinical trials. Clinical   Journal of Pain 2000;16(2 Supplement):S106‐12. 
Salaffi F,  et al. Minimal clinically important changes in chronic musculoskeletal pain  intensity measured on a numerical rating scale.
            European Journal of Pain 2004 Aug;8(4):283‐91. 
Hagg O, et al. The clinical importance of changes in outcome scores after treatment for chronic low back pain. European Spine Journal 2003  
            Feb;12(1):12‐20. 
CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United States, 2022
Ostello RWJG, et al. Interpreting change scores for pain and functional status in low back pain: towards international consensus regarding minimal  
           important change. Spine 2008; 33:90–4
AHRQ: Systematic Review: Opioid Treatments for Chronic Pain. 2022. Agency for Healthcare Research and Quality.  

https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research
Sullivan, Mark  and Ballantyne, Jane,  The Right to Pain Relief and other Deep Roots of the Opioid Epidemic. Oxford University Press 2023, New York, NY. pg 99 – 100.
Adams MH, et al.  Prevalence and correlates of low pain interference among patients with high pain intensity who are prescribed long-term opioid therapy.
           J Pain.  2018; 19:1074-1081.

         

https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research
https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research
https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research
https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research
https://effectivehealthcare.ahrq.gov/products/opioids-chronic-pain/research


VA/DoD Clinical Practice Guidelines Use of Opioids in the Management of Chronic Pain (2022)

“Recommendation #1:
We recommend against initiation of long-term opioid therapy for chronic pain
 Strength of recommendation:  (Strong evidence)”   
    (VA/DoD Chronic Pain 2022)

National Institute for Health and Care Excellence:    

“Do not initiate opioids to manage chronic primary pain. 
in people aged 16 years and over.”  (NICE 2021)

 “…we have little if any evidence that long-term opioids improve outcomes for chronic pain. 
It should be a rare patient where we start long-term opioids.”
    ‘ASAM Pain & Addiction: Essentials Online,’ American Society of Addiction Medicine.

  

VA/DoD Clinical Practice Guidelines Use of Opioids in the Management of Chronic Pain (2022)   
https://www.healthquality.va.gov/guidelines/pain/cot/  

NICE:  Nat’l. Inst for Health and Care Excellence.    Chronic Pain (Primary and Secondary) in Over 16s:   Assessment of all Chronic Pain 
 and Management of Chronic Primary Pain.  https://www.nice.org.uk/guidance/NG193
   Modules presented by Donald Teater, MD, MPH  ('Pain & Addiction: Essentials,’  ASAM)

‘ASAM Pain & Addiction: Essentials Online,’ American Society of Addiction Medicine; modules presented by Donald Teater, MD, MPH,   
ASAM.org - 'education' - 'e-learning center’

 https://elearning.asam.org/products/the-asam-pain-addiction-essentials-online-module-4-treatment-pharmacological-approaches

   

 

                              

https://www.nice.org.uk/guidance/NG193


CONCLUSIONS:

• Helpful Academic Detailing (AD) implementation resources are available, 
as well as practical resources for prescribers & patients that are engaging & appealing. 

• AD can be effective at reducing opioid prescribing for chronic non-cancer pain, 
which, in turn, is associated with reduced rates of OUD and OD.

• Resources presented here do not address buprenorphine as a relatively safe alternative 
for pain treatment when full opioids would otherwise be prescribed.
 (VA Guidelines: bup-for-ch. pain preferred over full opioids)

• AD educational goals & content emphasizing judicious opioid prescribing may be most effective, 
vs. process-measures such as guideline-concordant care.

Joe Adams, MD, FASAM     joeadamsmd@gmail.com  
Please contact me for questions, comments

     THE END

mailto:joeadamsmd@gmail.com
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