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Prescription Opioid Prescribing in Western Europe and the United States
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A BST RA C T

Pain is universal, yet the prevalence of overdose and
treatment of pain varies significantly between the United States (US) and Western Europe. Overdose deaths
are seven times more common in the US compared to
Western Europe. Cultural perceptions of pain, perception
and treatment of opioid use disorder, pharmaceutical advertising, and rates and regulation of prescribing of opioids represent examples of factors that may be related to
such differences between the US and Western Europe.
As Rhode Island continues to battle the devastating and
well-documented national opioid overdose epidemic, we
should consider how cultural, regulatory differences, and
economic factors may influence pain and its treatment.
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INTRO D U C T I O N
In 2016, drug overdoses killed 63,632 Americans, and nearly
two thirds (41,998) were due to a prescription or illicit opioid.1 Locally, Rhode Island has an opioid death rate of 26.7
per 100,000, and it affects every city and town in the state.2
In the same year, approximately 9,000 lives were lost to drug
overdoses in Turkey, Norway, and the 28 European Union
(EU) member states combined, despite having a considerably larger population than the US.3 In other words, for every
overdose death in the 30 aforementioned nations, there are
seven in the US. Opioid use impacts all ages, sexes, ethnic
and socioeconomic backgrounds, and especially those in
rural settings.4 A variety of factors contribute to this disparity, including the over prescription of legal painkillers.5
Chronic pain occurs at a similar rate in the US as in Western Europe.6 The current US opioid epidemic has a multifactorial etiology, including the desire to treat, resulting in
increased advertising by pharmaceutical companies encouraging treatment of chronic pain with opioids. In addition,
there was a widespread belief that opioids were safe for
chronic pain.7 A culmination of less stringent regulation and
management practices contributed to increased primary opioid exposure, lack of treatment resources, stigmatization of
addiction, aggressive drug advertising, and an inherent cultural ethos which tended to overtreat pain with opioids.
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A D V ERTISING
The US experienced aggressive marketing of prescription
opioids, claiming these medications had little risk for addiction.5 In addition, perceptions of pain treatment with opioids were facilitated, in part, through the conceptualization
of pain as the fifth vital sign by organizations such as the
American Pain Society, the Veteran’s Health Administration, and the Joint Commission.8 Additionally, the emphasis
on using patient satisfaction surveys, which often used pain
relief as a proxy to indicate high quality care by the Institute
of Medicine, further perpetuated a cultural shift.6 Concurrent with these events, sales of extended release oxycodone
grew to exceed $2 billion annually between 1996 and 2014,9
and the number of prescriptions for opioids in some states
increased by 500% or more within the first five years of oxycodone being on the market.10 Such a phenomenon is further
instigated by a cultural perception, in the US, that pain must
be completely eliminated despite some pain experts emphasizing that the goal of pain relief in perioperative conditions
should be a 30% to 55% improvement of perceived pain.11
The US and Western Europe have very different approaches
to pharmaceutical advertising. A British research group
found that doctors who have frequent contact with drug representatives are more likely to prescribe new medications
that are clinically unnecessary and avoid advice-only consultations.12 These doctor-drug representative interactions
are frequent in the US, although this has declined significantly in the past decade and is no longer allowed in many
healthcare organizations. Alternatively, in Western Europe,
it is generally prohibited to grant, offer, or promise benefits
to physicians or to the organizations that employ them, and
violators are actively reprimanded. For example, the medical associations in Germany penalized 163 physicians who
accepted benefits from the pharmaceutical company Ratiopharm, in 2013. Such models of regulation result in lower
rates of heavy marketing of prescription drugs.9
A 1978 agreement between the Swedish Medical Association and drug representatives requires representatives to
both notify the appropriate level of government and have
the meeting approved in order to talk to physicians. As a
result of these requirements, many practices also adopt their
own policies, such as requiring representatives to speak with
all the physicians at once and getting prior approval from
the department head. Furthermore, departments limit the
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number of representative visits in a year, mandate representatives to inform the department head what they are going
to say in the allotted time, restrict meetings to 15 minutes,
and bar free gifts.13
Pharmaceutical companies in the US capitalize from a
culture of consumerism, which typically promotes quick
solutions for complex conditions, including pain. Companies increase patient demand for opioids using direct-to-consumer advertising, which is only legal in the US and New
Zealand.14 Additionally, US patients may sue their practitioner for negligence if they feel their pain was inadequately
controlled, 15 which may further encourage appeasement of
pain through use of opioids. Advertisement and doctor-drug
representative interactions partially contributed to discrepancies between opioid prescribing practices in the US compared to Western Europe. While the medical community has
made significant efforts to diverge from these influences in
the US, it is important to note the long-term impacts such
influences have had on the treatment of pain in the US.

REG U L AT O RY O V E R S I G H T

opioids. As of 2014, the most frequently prescribed schedule II and schedule III drugs in the US were oxycodone with
acetaminophen and hydrocodone with acetaminophen, and
in the United Kingdom, it was morphine and codeine with
acetaminophen.14 These differences also apply to the rest of
Western Europe, emphasizing that the use of oxycodone is
one of the main differences between the US and Western
Europe. Between 2010 and 2012 the US prescribed 7,991
defined daily doses (DDD) per million, per day of oxycodone, accounting for 15.4% of opioid prescriptions. During
the same time period in Western Europe, 654 DDD per million, per day, on average, were prescribed and accounted for
roughly 5.3% of opioid prescriptions.15
These prescribing differences are part of what allowed the
proportion of insured persons on oxycodone in Germany to
only increase from 0.04% to 0.44% from 2000 to 2010.15 A
more illustrative comparison shows an alarming increase,
in the US, of prescribed oxycodone from about 60 mg/capita
to 175 mg/capita during versus a minor increase in Western
Europe from around 0 mg/capita to 10mg/capita [Figure 1].
In the US, dentists prescribed opioids at a rate of 37 times
greater than dentists in the UK in 2016. In the US, 22.3% of
all prescriptions written by dentists were for opioids compared to 0.6% of prescriptions written by UK dentists. Such
differences are attributable to national guidelines and formularies and different perceptions of pain management in
the US. In post-operative situations, US dentists prescribed
a large array of strong opioids that have a high potential risk
for abuse. In the UK, national guidelines recommend nonsteroidal anti-inflammatory drugs (NSAIDs) over opioids, and a
national formulary restricts dentists’ prescribing option to

Healthcare systems and healthcare regulatory oversight differ significantly between the US and Western Europe. The
vertically integrated healthcare systems in much of Europe
provide centralization to more efficiently limit overprescribing while advocating safe and effective prescribing practices16 through guidelines and regulations that are effective
on a national and cultural level.
The US lacks sufficient regulatory authority as is evident
by The Ensuring Patient Access and Effective Drug Enforcement Act. The Act, which was
unanimously passed in both
Figure 1. USA oxycodone consumption (mg/capita) 1980–2015
the House and the Senate in
April 2016, restricts the Drug
Enforcement Agency’s (DEA)
ability to investigate and discipline opioid distributors suspected of illegal behavior and
prevents the DEA from being
able to restrict large, suspicious
narcotics shipments. After the
law was passed, it was found
to be partially responsible for
fueling the black market and
worsening the epidemic in West
Virginia,5 where two pharmacies that served a population of
only 3,000 ordered 20.8 million
opioid pills.17
The US uses prescription opioids at a rate of 2.5 to 4 times
higher than Western Europe9
Sources: International Narcotics Control Board; World Health Organization population data
while also using more potent
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dihydrocodeine, a less potent opioid.18 National guidelines are
only one contributor to the differences in opioid use between
the two nations, but their efficacy in reducing the number
of strong opioid prescriptions is worth further investigation.
National formularies are often used in Western Europe to
regulate what types of opioids may be prescribed under any
set of circumstances. For example, in France, morphine is
the only opioid authorized for non-cancer pain use.19 Additionally, evidence shows that low-prescribing general practitioners in the UK were more likely to come from practices
that had practice formularies.20 Therefore, it is no surprise
that the US, which approves 15% to 18% more drugs than
many European countries, has higher prescribing rates, has
the most flexibility for individuals’ choice of drug benefits,
and has no centralized formulary. This is concerning because
in many countries, the national formulary list is the most
important tool to regulating the prescription process besides
implementation of fixed budgets and mandatory adherence
to clinical practice guidelines.
One strategy in Western Europe to limit the prescribing
of opioids is the use of special prescription forms which are
a different color than normal prescriptions.19 Within Italy,
Portugal, and Spain doctors must travel to specific regional
offices to access these prescription forms. Additionally, private Portuguese and Danish physicians are required to pay
for these forms themselves.19,22 These policies are intended to
prevent inappropriate use of opioid prescriptions. Additionally, some countries have restrictions on the length of validity for these forms. In Germany, forms are only valid for one
week, and in most Western European nations, forms are valid
for about three weeks.19 In contrast, prescriptions for schedule II and schedule III drugs in the US are valid for 90 days.

CON C L U S I O N S
Prescribing of opioids is different between the US and Western Europe for a variety of reasons, including cultural differences, economic drivers, and regulatory levers. In recent
years, changes that have occurred in Rhode Island reflect
more of this European influence. The state has seen a reduction in the number of new opioid prescriptions [Figure 2]
for a variety of reasons, including more judicious prescribing, regulations regarding prescribing, and decreased
patient demand. Our previous study has shown that State
regulations can have significant impacts on, and change,
prescribing behavior toward safer standards.2 Therefore, evidence-based regulations preventing the over-prescription
of opioids may be an effective primary prevention strategy
regarding the opioid epidemic in Rhode Island, specifically
decreasing the number of new patients exposed to prescription opioids. Furthermore, our review of Western European
practices indicates that the US has insufficient national regulatory oversight of opioid prescribing and drug marketing.
In addition to the efforts to increase access to medication
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Figure 2. Number of people receiving new opioid prescriptions
(2017–2019)

–31% decrease
since Q1 2017

Source: Rhode Island Department of Health; Department of Behavioral Healthcare,
Developmental Disabilities, and Hospitals; and Brown University. Opioid Prescribing Data. Prevent Overdose Rhode Island. Accessed August 20, 2019.
https://preventoverdoseri.org/prescribing-data/.

assisted treatment, insurance reform, and increasing the
numbers of qualified prescribers, Rhode Island may want
to consider establishing pharmaceutical marketing restrictions, potentially using laws and regulations that have effectively addressed tobacco advertising as replicable models.
Rhode Island Department of Health; Department of Behavioral Healthcare, Developmental Disabilities, and Hospitals;
and Brown University. Opioid Prescribing Data. Prevent
Overdose Rhode Island. Accessed August 20, 2019. https://
preventoverdoseri.org/prescribing-data/.
On the provider level, we expect physicians to continue
to build upon their practices to mitigate opioid exposure
through increased pain management education and increased
utilization of non-opioid medications and treatments.
Abrupt cessation of opioids for existing chronic pain patients
should be avoided, and instead, the goal should be to optimize the patient’s function with the lowest possible doses.
As a nation, we may need to reconsider advertising pharmaceuticals of all types and the effect this has on patients
driving demand. Substantial reforms have already occurred
regarding the interactions between pharmaceutical representatives and prescribers, yet one wonders if there is a need
for more oversight.
Healthcare entities may want to consider the implementation of practice formulary lists for acute and chronic pain
medicine and of pharmacist oversight. Both of these strategies have been shown to help reduce prescribing rates.
Although there is not one solution to the opioid epidemic
in Rhode Island, or the US, there are concepts we can borrow
from Western European medicinal culture that may allow us
to mitigate addiction and tragedy while optimizing health
and wellness. Our cultural perceptions of pain, painkillers,
drug marketing, and treatment for opioid use disorder are
examples of these differences that could be explored.

MARCH 2020

RHODE ISL AND MEDICAL JOURNAL

47

C ONTR IBUTIO N

References
1. “U.S. Drug Overdose Deaths Continue to Rise; Increase Fueled
by Synthetic Opioids | CDC Online Newsroom | CDC.” Centers
for Disease Control and Prevention. March 29, 2018. Accessed
July 22, 2019. https://www.cdc.gov/media/releases/2018/p0329drug-overdose-deaths.html.
2. Barre Luke, Brant Oliver, Nicole Alexander-Scott, Meghan McCormick, Rachael Elmaleh, and James V. McDonald. “Impact
of State Regulations on Initial Opioid Prescribing Behavior in
Rhode Island.” Rhode Island Medical Journal 102, no. 6 (August
2019): 24-26. Accessed August 20, 2019. http://www.rimed.org/
rimedicaljournal-current.asp.
3. “European Drug Report: Trends and Developments 2016.” 2016.
Accessed July 22, 2019. http://www.emcdda.europa.eu/system/
files/publications/2637/TDAT16001ENN.pdf.
4. Sullivan, A. The Opioid Epidemic is this generations’ AIDS crisis. New York Magazine, March 16, 2017; Daily Intelligencer in
Rummans, TA, Burton, MC, and Dawson, NL. How Good Intentions Contributed to Bad Outcomes: The Opioid Crisis. Mayo
Clinical Proceedings, March 2018: 93 (3): 344-350.
5. “The U.S. Opioid Epidemic.” Council on Foreign Relations.
Accessed July 09, 2019. https://www.cfr.org/backgrounder/usopioid-epidemic.
6. Bosetti, Cristina, Claudia Santucci, Silvia Radrezza, Juliana Erthal, Stefano Berterame, and Oscar Corli. “Trends in the Consumption of Opioids for the Treatment of Severe Pain in Europe,
1990–2016.” European Journal of Pain23, no. 4 (2018): 697-707.
Accessed July 16, 2019. doi:10.1002/ejp.1337; “Prevalence of
Chronic Pain and High-Impact Chronic Pain Among Adults
– United States, 2016 | MMWR.” Centers for Disease Control
and Prevention. Accessed July 16, 2019. https://www.cdc.gov/
mmwr/volumes/67/wr/mm6736a2.htm.
7. Rummans, TA, Burton, MC, and Dawson, NL. How Good Intentions Contributed to Bad Outcomes: The Opioid Crisis. Mayo
Clinical Proceedings, March 2018: 93 (3): 344-350.
8. Bernard, Stephen A., Paul R. Chelminski, Timothy J. Ives, and
Shabbar I. Ranapurwala. “Management of Pain in the United
States – A Brief History and Implications for the Opioid Epidemic.” Health Services Insights11 (November 25, 2018): 1-6.
Accessed August 12, 2019. doi:10.1177/1178632918819440.
9. Vokinger, K. N. (2018). Opioid Crisis in the US – Lessons from
Western Europe. The Journal of Law, Medicine & Ethics, 46(1),
189–190. https://doi.org/10.1177/1073110518766033
10. Hansen, Helena, and Mary E. Skinner. “From White Bullets To
Black Markets And Greened Medicine: The Neuroeconomics
And Neuroracial Politics Of Opioid Pharmaceuticals.” Annals
of Anthropological Practice36, no. 1 (2012): 167-82. Accessed
August 12, 2019. doi:10.1111/j.2153-9588.2012.01098.x.1
11. Kaafarani, Haytham M. A., Eric Weil, Sarah Wakeman, and David Ring. “The Opioid Epidemic and New Legislation in Massachusetts.” Annals of Surgery265, no. 4 (April 2017): 731-33.
Accessed August 12, 2019. doi:10.1097/sla.0000000000002083.
12. Abbasi, Kamran, and Richard Smith, eds. “No More Free Lunches: Patients Will Benefit from Doctors and Drug Companies
Disentangling.” British Medical Journal326, no. 7400 (May
31, 2003): 1155-156. Accessed August 19, 2019. doi:10.1136/
bmj.326.7400.1155.
13. Smith, Richard. “Doctors and the Drug Industry in Sweden.”
British Medical Journal290, no. 6466 (1985): 448-50. Accessed
July 9, 2019. doi:10.1136/bmj.290.6466.448.
14. Weisberg, Daniel F., William C. Becker, David A. Fiellin, and
Cathy Stannard. “Prescription Opioid Misuse in the United
States and the United Kingdom: Cautionary Lessons.” International Journal of Drug Policy25, no. 6 (2014): 1124-130. Accessed July 9, 2019. doi:10.1016/j.drugpo.2014.07.009.
15. Van Amsterdam J, Van den Brink, Wim. 2015. The Misuse of
Prescription Opioids: A Threat for Europe? Current Drug Abuse
Reviews. 2015, 8, 3-14

RIMJ ARCHIVES

|

MARCH ISSUE WEBPAGE | RIMS

16. Kotecha, M. K., and B. D. Sites. “Pain Policy and Abuse of Prescription Opioids in the USA: A Cautionary Tale for Europe.”
Anaesthesia 68, no. 12 (2013): 1210-215. Accessed July 15, 2019.
doi:10.1111/anae.12450.
17. Cooper, Reps. Jim, and Tom O’Halleran. “Congress Is Feeding
Opioid Addiction with This Bill. Why Haven’t They Repealed It
Yet?” USA Today. March 28, 2018. Accessed July 09, 2019. https://
www.usatoday.com/story/opinion/2018/03/28/congressfeeding-opioid-addiction-bill-why-havent-they-repealed-yetcolumn/462699002/.
18. Suda KJ, Durkin MJ, Calip GS, et al. Comparison of Opioid Prescribing by Dentists in the United States and England. JAMA
Netw Open. Published online May 24, 20192(5):e194303.
doi:10.1001/jamanetworkopen.2019.4303
19. OPEN Minds. 2005. The White Paper on Opioids and Pain: A Pan-European Challenge. https://www.pae-eu.eu/wp-content/uploads/
2013/12/Opioids-and-pain-a-Pan-European-Challenge.pdf
20. Jacoby, Ann, Monica Smith, and Martin Eccles. “A Qualitative
Study to Explore Influences on General Practitioners’ Decisions
to Prescribe New Drugs.” British Journal of General Practice53
(February 2003): 120-25. Accessed July 15, 2019.
21. Cohen, Joshua, Laura Faden, Susan Predaris, and Brian Young.
“Patient Access to Pharmaceuticals: An International Comparison.” The European Journal of Health Economics8, no. 3 (2007):
253-66. Accessed July 9, 2019. doi:10.1007/s10198-006-0028-z.
22. Cherny, N. I., J. Baselga, F. De Conno, and L. Radbruch. “Formulary Availability and Regulatory Barriers to Accessibility of Opioids for Cancer Pain in Europe: A Report from the ESMO/EAPC
Opioid Policy Initiative.” Annals of Oncology21, no. 3 (2010):
615-26. Accessed July 10, 2019. doi:10.1093/annonc/mdp581.

Authors
Aiden Meyer, Rhode Island Dept. of Health (RIDOH) Public health
scholar, Brown University ’22.
Cheryl LeClair, MSW, Chief, Center for Policy Development and
Strategy, Rhode Island Dept. of Health.
James V. McDonald, MD, MPH, Chief Administrative Officer,
Board of Medical Licensure and Discipline, Rhode Island Dept.
of Health.

Correspondence
James.McDonald@health.ri.gov

MARCH 2020

RHODE ISL AND MEDICAL JOURNAL

48

