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Commercial Support
This activity is supported by an independent educational grant from the Opioid
Analgesic REMS Program Companies (RPC). This activity is intended to be fully
compliant with the Opioid Analgesic REMS education requirements issued by the
US Food & Drug Administration.
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Learning Objectives
1 Summarize key concepts and practices in managing pain and preventing opioid
misuse, abuse, and addiction
2 Assess patients with pain to inform treatment planning, monitor treatment
response, ensure safe use when opioid analgesics are appropriate, and detect
opioid abuse or addiction
3 Develop individualized pain treatment plans, including nonpharmacologic and/or
pharmacologic (non-opioid and opioid analgesics) as appropriate
4 Identify strategies to safely and effectively initiate, modify, and discontinue use of
opioid analgesics
5 Manage patients with opioid use disorder, or identify patients requiring referral to
a specialist in addiction medicine
‘

Exit Tickets
At the end of each section, you will be asked to complete one of the
multicolored exit tickets located in your packet of handouts.

Once you complete an exit ticket, please place it in the center of
your table and it will be collected.
‘
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How to Use Your Phone to
Answer Polling Questions
22333

FIRST start a new text message
to this number: 22333
THEN type a message that says
TFF3 and hit Send

TFF3

You’re ready to go!
Simply text A, B, C…to answer when you see
a question slide pop up
‘

Let’s test it!

‘
‘
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‘

‘
‘
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‘

Basics of Pain Management and
Opioid Use Disorder
Richard Rosenquist, MD
‘
‘

5

9/4/19

‘

Scope of the Problem
• NCHS 2017
• >70,000 drug overdose deaths
• 47,600 of the deaths involved opioids—a 45% increase from 2016
• On average,130 deaths per day from overdoses involving opioids

• NSDUH 2016
• ~11.5 million Americans aged ³12 years misused prescription pain relievers, most often
hydroxycodone, oxycodone, and codeine products
• ~2.1 million Americans aged ³12 years had OUD
NCHS = National Center for Health Statistics; NSDUH = National Survey on Drug Use and Health.
Scholl L et al. MMWR. 67(5152);1419–1427.
SAMHSA. Key Substance Use and Mental Health Indicators in the United States: Results from the 2016 National Survey on Drug Use and Health. Rockville, MD: Substance Abuse and Mental
Health Services Administration (SAMHSA); 2017. HHS publication SMA 17-5044, NSDUH Series H-52.

‘

Source of Prescription Pain Relievers in the Past Year: 2016

SAM HSA. Key Substance Use and M ental Health Indicators in the United States: Results from the 2016 National Survey on Drug Use and Health. Rockville, M D:
Substance Abuse and M ental Health Services Adm inistration (SAM HSA); 2017. HHS publication SM A 17-5044, NSDUH Series H-52.

‘
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Why Comprehensive Pain Education Is Needed
• Understanding risks associated with opioids provides opportunities to consider all
pain management options
– Nonpharmacologic
– Pharmacologic: non-opioid and opioid
Ø Consider opioids only when non-opioid options are inadequate and benefits outweigh risks

• Knowledge of the risks of opioid misuse and abuse can inform development of
patient counseling and other strategies to reduce risks
FD A E ducation B lueprint for H ealth C are P roviders Involved in the Treatm ent and M onitoring of P atients w ith P ain.
https://w w w.accessdata.fda.gov/drugsatfda_docs/rem s/O pioid_analgesic_2018_09_18_FD A _B lueprint.pdf. P ublished S eptem ber 2018.

‘

Biological Significance of Pain

Ferrante FM , VadeBoncouer TR, eds. Postoperative Pain M anagem ent. New York, NY: Churchill Livingstone; 1993.

‘

Acute vs Chronic Pain
• Acute pain
– Provoked by a specific disease or injury
– Serves a useful biologic purpose
– Associated with skeletal muscle spasm and sympathetic nervous system activation
– Self-limited

• Chronic pain
– Persistent pain that may or may not have a known cause
– Unhelpful; a disease state
Rushton AB, Evans DW, M iddlebrook N, et al. BM J Open. 2018;8(4):e017876. doi:10.1136/bm jopen-2017-017876
Grichnik KP, Ferrante FM . M t Sinai J M ed. 1991;58(3)217-220.

‘
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Nociceptive vs Neuropathic Pain
• Nociceptive pain
–
–
–
–

Adaptive response resulting from suprathreshold stimulation of nociceptors
Immediate physical response is reflexive, protective
Persists while the injurious agent remains or until healing occurs
Prolonged input can cause central hypersensitization and spontaneous or amplified pain

• Neuropathic pain

– Results from lesion in or dysfunction of the sensory nervous system
– Triggered by
ØNerve compression, injury, or severance
ØDisorders affecting the neural axis

• Patients may have combined neuropathic and nociceptive pain

SAMHSA. Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders. Rockville, MD: Substance Abuse and Mental Health Services
Administration (SAMHSA); 2012. HHS publication (SMA) 12-4671.

‘

Neuropathic Pain
10

Hyperalgesia
Injury

Pain Intensity

8

6

4

Normal pain
response

Allodynia

2

• Allodynia: pain resulting
from normally painless
stimuli
• Hyperalgesia: heightened
sense of pain to noxious
stimuli

0

Stimulus Intensity
M cQuay H. Pain physiology and pharm acology. In: Sinatra R, De Leon-Cassasola O, Viscusi E, Ginsberg B, eds.
Acute Pain M anagem ent. Cam bridge, M A: Cam bridge University Press; 2009:1-144.

‘

Elements of an Initial Assessment of the
Patient With Pain
• Patient history

• Query to state PDMP*

• Physical examination
• Pain assessment

• Functional assessment
• Psychological/social evaluation

–
–
–
–

Underlying cause
Location
Pain level/intensity
Chronic pain – chronic neuropathic pain

• Status/intent regarding pregnancy or
breastfeeding
• Diagnostic studies when needed
• Screening for risk of OUD

*C urrently 49 states have operational P D M P s (only M issouri does not). In M issouri, S t Louis C ounty offers a P D M P that include participation from
other jurisdictions. A t last report 84% of the state population w as covered by the P D M P (https://w w w.stlouisco.com /H ealth-and-W ellness/P D M P.)

‘
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Tools for Assessing Pain Level
Tool

Strengths

Weaknesses

Faces Pain Scale

• Easy to use
• Usable in people with mild-to-moderate cognitive impairment
• Translates across cultures and languages

• Visual impairment may affect accuracy or completion
• May measure pain affect, not just pain intensity

Numeric Rating Scale (NRS)

Visual Analog Scale (VAS)

Verbal Rating Scale/
Graphic Rating Scale

•
•
•
•
•

Easy to administer and score
Can measure small changes in pain intensity
Sensitive to changes in chronic pain
Oral or written administration
Translates across cultures and languages

• Difficult to administer to patients with cognitive impairment
because of difficulty translating pain into numbers

•
•
•
•
•

Easy to use but must be presented carefully
Precise
Sensitive to ethnic differences
Easily translates across cultures and languages
Horizontal may work better than vertical (“thermometer”)
orientation

•
•
•
•
•

Easy to use
Oral or written administration
High completion rate in patients with cognitive impairment
Sensitive to change and validated for use with chronic pain
Correlates strongly with other tools

• Visual impairment may affect accuracy
• Can be time consuming to score, unless mechanical or
computerized
• Low completion rate in patients with cognitive impairment
• Difficult to use in patients with cognitive impairments
• Cannot be administered by phone or email
• Subject to measurement error
• Less sensitive than NRS or VAS

SAMHSA. Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders. Rockville, MD: Substance Abuse and Mental Health Services Administration (SAMHSA); 2012.
HHS publication (SMA) 12-4671.

‘

Tools for Assessing Several Dimensions of Pain
Tool

Strengths
Short form better for clinical practice
Fairly easy to use
Useful in different cultures
Translated into and validated in several
languages

•

Brief Pain Inventory
(BPI)

•
•
•
•

Weaknesses
Not easily used with patients with
cognitive impairments

•
•

Short form easier to administer
Extensively studied

•
•

Measures pain affect
Not appropriate for patients with
cognitive impairment
Translation complicated
Meaning of pain descriptors may vary
across racial and ethnic groups

McGill Pain
Questionnaire

•
•

SAM HSA. M anaging Chronic Pain in Adults W ith or in Recovery From Substance Use Disorders. Rockville, M D: Substance
Abuse and M ental Health Services Adm inistration (SAM HSA); 2012. HHS publication (SM A) 12-4671.

‘

Tools for Assessing Function
Tool

Purpose

Resource

Katz Basic Activities of Daily Living Scale

Rates independence by assessing six
areas of daily activities

Pain Disability Index

Measures chronic pain and chronic
pain interference in daily life

Roland-Morris Disability Questionnaire

Measures perceived disability from
low back pain

WOMAC Index

Assesses pain, stiffness and physical
function in patients with
osteoarthritis

University of Texas School of Nursing at
Houston
https://clas.uiowa.edu/socialwork/sites/cla
s.uiowa.edu.socialwork/files/NursingHome
Resource/documents/Katz%20ADL_Lawto
nIADL.pdf
Pain Balance
https://www.med.umich.edu/1info/FHP/pr
acticeguides/pain/detpdi.pdf
National Primary Care Research and
Development Centre, University of
Manchester, UK
http://www.rmdq.org
http://www.womac.org

SAMHSA. Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders. Rockville, MD: Substance Abuse
and Mental Health Services Administration (SAMHSA); 2012. HHS publication (SMA) 12-4671.

‘
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Definition of Addiction
• Primary, chronic, neurobiologic disease with genetic, psychosocial, and
environmental factors influencing its development and manifestations
• Typically characterized by one or more of the “3 C’s”
– Impaired control over drug use or compulsive use
– Continued use despite harm
– Craving

Savage SR, Joranson DE, Covington EC, et al. J Pain Sym ptom M anage. 2003;26(1):655-667.

‘

‘

Opioid Use Disorder
• DSM-5 definition: a problematic pattern of opioid use leading to clinically
significant impairment or distress
• Previously classified as opioid abuse or opioid dependence (DSM-IV)
• Also referred to as opioid addiction

C enter for D isease C ontrol. M odule 5: A ssessing and A ddressing O pioid U se D isorder (O U D ). C D C w ebsite.
https://w w w.cdc.gov/drugoverdose/training/oud/accessible/index.htm l.
A m erican P sychiatric A ssociation. D iagnostic and S tatistical M anual of M ental D isorders. 5th ed. W ashington, D C : A m erican P sy chiatric
P ublishing; 2013.

‘
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Neurobiology of OUD: Initial Changes
• Heroin and prescription opioids act
primarily as µ-opioid receptor agonists
with a relatively short duration of action
• Activation of the dopaminergic
mesocortical, mesolimbic, and
nigrostriatal systems appears to be a
common neurobiological consequence of
exposure to drugs of abuse

‘

Changes After Initial Opioid Exposure
• Short- and long-term regulatory changes occur in major neurotransmitter
and neuropeptide systems at the mRNA or protein level
• Long-term regulatory changes persist even after prolonged drug-free
periods and may underlie the chronic relapsing nature of addictive
diseases

Kreek M J, Levran O, Reed B. J Clin Invest. 2012;122(10):3387-3393.

‘

Changes After Initial Exposure (Continued)
• Chronic exposure to drugs of abuse upregulates the K opioid receptordynorphin system
– Thought to be the basis of aversion, dysphoria/anhedonia, and depression-like or
anxiety-like neuropsychiatric states
– May mediate negative reinforcement aspects of withdrawal
– May exacerbate chronic relapsing nature of addictive diseases

Kreek M J, Levran O, Reed B. J Clin Invest. 2012;122(10):3387-3393.

‘
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Risk of Developing OUD
Risk

Patient Characteristics

Low

•
•

No history of substance abuse
Minimal, if any, risk factors

Medium

•

History of non-opioid substance use disorder

•
•
•

Family history of substance abuse
Personal or family history of mental illness
History of nonadherence to scheduled medication therapy

•
•

Poorly characterized pain problem
History of injection-related diseases

•

History of multiple unexplained medical events (eg, trauma, burns)

•

Active substance use disorder

•
•

History of prescription opioid abuse
Patient previously assigned to medium risk exhibiting aberrant behaviors

High

SAM HSA. M anaging Chronic Pain in Adults W ith or in Recovery From Substance Use Disorders. Rockville, M D: Substance Abuse
and M ental Health Services Adm inistration (SAM HSA); 2012. HHS publication (SM A) 12-4671.

‘

Tools for Screening for OUD Risk
• Opioid Risk Tool (ORT)
• Screener and Opioid Assessment for Patients with Pain–Revised (SOAPPR)
• CRAFFT Screening Interview (for adolescents)

Webster LR, Webster RM . Pain M ed. 2005;6(6):432-442.
Butler SF, Fernandez K, Benoit C, et al. J Pain. 2008;9(4):360-372.
Knight JR, Sherritt L, Shrier LA, et al. Arch Pediatr Adolesc M ed. 2002;156(6):607-614.

‘

Opioid Risk Tool (ORT)
• Can be administered and scored
in < 1 minute
• Validated in both male and
female patients (but not in nonpain populations)

Scoring £ 3: low risk

Webster LR, Webster RM . Pain M ed. 2005;6(6):432-442.

4 – 7: moderate risk ³ 8: high risk

‘
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Screener and Opioid
Assessment for Patients
with Pain-Revised (SOAPPR)

Please answer the questions below using this scale:
0 = Never 1 = Seldom 2 = Som etim es 3 = Often 4 = Very Often
1.

H o w o fte n d o y o u h a v e m o o d s w in g s ?

2.
3.

H o w o fte n h a v e y o u fe lt a n e e d fo r h ig h e r d o s e s o f m e d ic a tio n to tre a t y o u r p a in ?
H o w o fte n h a v e y o u fe lt im p a tie n t w ith y o u r d o c to rs ?

4.

H o w o fte n h a v e y o u fe lt th a t th in g s a re ju s t to o o v e rw h e lm in g th a t y o u c a n ’t h a n d le
th e m ?

5.
6.
7.

H o w o fte n is th e re te n s io n in th e h o m e ?
H o w o fte n h a v e y o u c o u n te d p a in p ills to s e e h o w m a n y a re re m a in in g ?
H o w o fte n h a v e y o u b e e n c o n c e rn e d th a t p e o p le w ill ju d g e y o u fo r ta k in g p a in

8.

m e d ic a tio n ?
H o w o fte n d o y o u fe e l b o re d ?

9 . H o w o fte n h a v e y o u ta k e n m o re p a in m e d ic a tio n th a n y o u w e re s u p p o s e d to ?
1 0 . H o w o fte n h a v e y o u w o rrie d a b o u t b e in g le ft a lo n e ?
1 1 . H o w o fte n h a v e y o u fe lt a c ra v in g fo r m e d ic a tio n ?
1 2 . H o w o fte n h a v e o th e rs e x p re s s e d c o n c e rn o v e r y o u r u s e o f m e d ic a tio n ?
1 3 . H o w o fte n h a v e a n y o f y o u r c lo s e frie n d s h a d a p ro b le m w ith a lc o h o l o r d ru g s ?

• Validated in chronic pain patients
• < 10 minutes to complete
• Simple to score

1 4 . H o w o fte n h a v e o th e rs to ld y o u th a t y o u h a v e a b a d te m p e r?
1 5 . H o w o fte n h a v e y o u fe lt c o n s u m e d b y th e n e e d to g e t p a in m e d ic a tio n ?
1 6 . H o w o fte n h a v e y o u ru n o u t o f p a in m e d ic a tio n e a rly ?
1 7 . H o w o fte n h a v e o th e rs k e p t y o u fro m g e ttin g w h a t y o u d e s e rv e ?
1 8 . H o w o fte n , in y o u r life tim e , h a v e y o u h a d le g a l p ro b le m s o r b e e n a rre s te d ?
1 9 . H o w o fte n h a v e y o u a tte n d e d a n A lc o h o lic s A n o n y m o u s o r N a rc o tic s A n o n y m o u s
m e e tin g ?
2 0 . H o w o fte n h a v e y o u b e e n in a n a rg u m e n t th a t w a s s o o u t o f c o n tro l th a t s o m e o n e
g o t h u rt?
2 1 . H o w o fte n h a v e y o u b e e n s e x u a lly a b u s e d ?
2 2 . H o w o fte n h a v e o th e rs s u g g e s te d th a t y o u h a v e a d ru g o r a lc o h o l p ro b le m ?
2 3 . H o w o fte n h a v e y o u h a d to b o rro w p a in m e d ic a tio n s fro m y o u r fa m ily o r frie n d s ?
2 4 . H o w o fte n h a v e y o u b e e n tre a te d fo r a n a lc o h o l o r d ru g p ro b le m ?

B utler S F, Fernandez K , B enoit C , et al. J P ain. 2008;9(4):360-372.

A score of ³ 18 suggests the patient is at high risk for problem s
w ith chronic opioid therapy

‘

CRAFFT Screening
Interview
• Developed specifically for use among
adolescent medical patients1
• Validated in patients ages 14-18 years
seeking routine health care2 (and in other
adolescent populations)2
• Most thoroughly studied substance
abuse screen for adolescents3

CRAFFT Screening Interview
Part A
During the PAST 12 MONTHS, did you:
1 . Drink any alcohol (more than a few sips)? (Do not count sips of alcohol taken during family
or religious events.) ¨ Yes ¨ No
2 . Smoke any marijuana or hashish? ¨ Yes ¨ No
3 . Use anything else to get high? (“Anything else” includes illegal drugs, over the counter and
prescription drugs, and things that you sniff or “huff”) ¨ Yes ¨ No
For clinic use only: Did the patient answer “yes” to any questions in Part A?
• If yes, ask all 6 questions in part B below, then score.
• If no, ask question 1 in part B below, then stop and score.
Part B
1. Have you ever ridden in a CAR driven by someone (including yourself) who was “high” or
had been using alcohol or drugs?
2. Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?
3. Do you ever use alcohol or drugs while you are by yourself, or ALONE?
4. Do you ever FORGET things you did while using alcohol or drugs?
5. Do your FAMILY or FRIENDS ever tell you that you should cut down on your drinking or
drug use?
6. Have you ever gotten into TROUBLE while you were using alcohol or drugs?
S coring: E ach “yes” response in P art B scores 1 point. A total score of ³ 2

1.Butler SF, Fernandez K, Benoit C, et al. J Pain. 2008;9(4):360-372.
2.Harris SK, Knight JR, Van Hooks S, et al. Subst Abuse. 2016;27(1):197-203.
3.Dhalla S, Zumbo BD, Poole G. Curr Drug Abuse Rev. 2011;4(1):57-64.

is considered a positive screen

‘
‘
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Diagnosing OUD: DSM-5 Criteria
Check all that apply

Criteria (within a 12-month period)

¨

Opioids are often taken in larger amounts or over a longer period than was intended

¨

There is a persistent desire or unsuccessful efforts to cut down or control opioid use

¨

A great deal of time is spent in activities necessary to obtain the opioid, use the opioid or recover from its effects

¨

Craving or a strong desire or urge to use opioids.

¨

Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school or home

¨

Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of opioids

¨

Important social, occupational or recreational activities are given up or reduced because of opioid use

¨

Recurrent opioid use in situations in which it is physically hazardous

¨

Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or
exacerbated by the substance

¨

Exhibits tolerance*

¨

Exhibits withdrawal*

Total checked: ___________________
If OUD is diagnosed (³ 2 criteria met), assess severity as mild (2-3 criteria met), moderate (4-5 criteria met) or severe (³ 6 criteria met).
*Not considered to be met for individuals taking opioids solely under appropriate medical supervision.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington, DC: American Psychiatric Publishing; 2013.

‘

Diagnosing OUD: Definitions
Tolerance

• A need for markedly increased amounts of opioids to achieve intoxication or desired effect
OR
• A markedly diminished effect with continued use of the same amount of an opioid

Withdrawal

• Criterion A: Either of the following: 1) Cessation of (or reduction in) opioid use that has been heavy
and prolonged (several weeks or longer), or 2) administration of an opioid antagonist after a period
of opioid use
• Criterion B: Three (or more) of the following, developing within minutes to several days after
Criterion A: dysphoric mood; nausea or vomiting; muscle aches; lacrimation or rhinorrhea; pupillary
dilation, piloerection or sweating; diarrhea; yawning; fever; or insomnia
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington, DC: American Psychiatric Publishing; 2013.

‘

Interventions for OUD
• Methadone, buprenorphine, naltrexone
• Setting is as important as drug selection: office-based opioid treatment vs.
inpatient opioid treatment program
• Office-based opioid treatment (medication provided on a prescribed weekly or
monthly basis) is limited to buprenorphine
• Psychosocial intervention is a critical component of opioid treatment programs
• Referral to a specialist in addiction medicine may be necessary
S A M H S A . M edications for O pioid U se D isorder: For H ealthcare and A ddiction P rofessionals, P olicym akers, P atients, and Fam ilies [Internet].
S A M H S A /C S AT Treatm ent Im provem ent P rotocols.

‘
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Conclusions: Key Takeaways
• Pain is a normal, physiologic, protective response to acute injury
• Pain may be acute or chronic, nociceptive and/or neuropathic
• Initial assessment of a patient in pain should include determination of the underlying cause
and assessment of pain location and severity
• Consideration of opioids for the treatment of pain should take into account risk for
developing OUD
– Screening tools to identify and monitor patients at risk for OUD are available and simple to use

• OUD is a disease with a well-identified underlying neurobiology
• Management of OUD must be tailored to each patient’s needs, with careful selection of
setting and medication for withdrawal management
• Multiple factors—including patient history, preferences, and compliance—should be
considered when deciding whether to refer to an addiction specialist
‘

Please complete your exit ticket…

…and place it in the center of your table
‘

Creating the Pain Treatment Plan
Alaa Abd-Elsayed, MD, MPH
‘
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‘

Pretest 4.

A 66-year-old, retired engineer with a history of HTN, CAD, CHF and
progressive renal insufficiency has severe ongoing right hip pain due to
severe acetabulofemoral arthritis. He is not considered a surgical
candidate due to his renal and cardiovascular disease. He is requesting
help with pain control so that he can participate in aquatherapy and try to
improve his overall level of function.

‘
‘
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Steps in Creating an Effective Pain Treatment Plan
• Establish goals of treatment
– Discuss degree of pain relief
– Discuss functional improvement

• Plan for periodic review of treatment goals
• Consider nonpharmacologic interventions
• Consider pharmacologic interventions, when appropriate
• When prescribing opioids, establish prescriber and patient responsibilities and
use patient provider agreements (PPAs)
Opioid Patient Prescriber Agreem ent (PPA). FDA website.
https://w w w.fda.gov/dow nloads/Drugs/DrugSafety/SafeUseInitiative/UCM 613086.pdf.

‘

Choosing Treatments

Nonpharmacologic Interventions
• Psychological interventions

– Preoperative education/expectation setting
– Guided imagery
– Progressive relaxation

• Medical device interventions

– TENS
– Perineural electrical stimulation devices

• Functional medicine

• Physical modalities

– Physical therapy/occupational therapy
– Ice/heat/elevation/positioning

– Diet

• Complementary/alternative
interventions
– Acupuncture
– Massage
– Reiki

• Surgical interventions

‘

Choosing Treatments: Non-opioid Analgesics (with
examples)*
•
•
•
•

Acetaminophen (APAP)
NSAIDs (aspirin, celecoxib, ibuprofen, indomethacin, ketorolac, naproxen)
Oral corticosteroids (prednisone, dexamethasone, methylprednisolone)
Topical agents
– NSAIDs ( diclofenac
– Corticosteroids (betamethasone, hydrocortisone, triamcinolone)
– Local anesthetics/nerve block agents (benzocaine, ropivacaine, lidocaine, bupivacaine)

• Drugs for neuropathic pain
–
–
–
–

Anticonvulsants (carbamazepine, gabapentin, lamotrigine, valproate)
Antidepressants - tricyclics (imipramine, nortriptyline)
Antidepressants – SNRIs (venlaxafine, duloxetine)
Muscle relaxants (tizanidine)

*For form ulations, indications, contraindications, adverse events, and drug interactions please consult individual agents on DailyM ed:
https://dailym ed.nlm .nih.gov/dailym ed/.

‘
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When Should Opioid Treatment
Be Considered?
• For acute pain or trauma if non-opioid analgesics are insufficient, ineffective, or
contraindicated
• For chronic pain if all other pharmacologic and nonpharmacologic approaches
have failed or there are medical contraindications to non-opioid analgesics
• For pain related to cancer or other advanced illnesses in those near end-of-life

‘

Opioid Analgesics: Mechanisms in Pain Relief
• Bind µ-opioid receptors
in the periaqueductal
gray region and the
rostroventral medulla of
the brain
• Increase descending
inhibitory signals that
modulate incoming pain
signals

Ferrante FM , VadeBoncouer TR, eds. Postoperative Pain M anagem ent. New York, NY: Churchill Livingstone; 1993.

‘

Available Opioid Medications (Examples)
• Buprenorphine
– Buccal film (Belbuca)
– Transdermal system (Butrans)
• Fentanyl transdermal system* (Duragesic)
• Hydrocodone bitartrate
– ER tablets (Hysingla†)
– ER capsules (Zohydro)
• Hydromorphone HCl
– ER tablets (Exalgo)
• Methadone HCl
– Tablets (Dolophine)
– Oral concentrate*
– Oral solution*
*Available as generic.

• Morphine sulfate/naltrexone (Embeda†)
• Oxycodone
– CR tablets (OxyContin†)*
– ER capsules (Xtampza†)
• Oxymorphone HCl ER tablets (Opana)
• Tramadol,* tramadol ER* (Ultram, Ultram ER, Conzip)

formulation (ADF)

‘

†Abuse-deterrent

• Morphine sulfate
– CR tablets (MS Contin)
– ER tablets* (Arymo†, MorphaBond†)
– ER capsules* (Avinza, Kadian)
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Opioid Drug Interactions
Drug Class

Possible Effect

Examples

CNS suppressants

• Potentiation of opioid-induced sedation and
respiratory depression

• Alcohol
• Benzodiazepines

Monoamine oxidase inhibitors

• Increase in respiratory depression
• Serotonin syndrome

• Selegiline
• Isocarboxazid

Diuretics

• Reduction in diuretic efficacy via induction of
antidiuretic hormone

• Furosemide
• Hydrochlorothiazide
• Spironolactone

Cytochrome P450
inhibitors/inducers

• Increase or decrease in systemic opioid levels

•
•
•
•

Antiretroviral agents
Clarithromycin
Amiodarone
Carbamazepine

Selective serotonin reuptake
inhibitors (SSRIs)

• Suppress CYP-2D6 metabolism of prodrug opioids
(eg, hydrocodone), rendering them less effective in
reducing pain

•
•
•
•

Citalopram
Fluoxetine
Paroxetine
Sertraline

‘

Long-Acting Opioids: Special Concerns
• Greater risk than short-acting opioids for overdose and abuse
• Oral tablets/capsules should not be broken, crushed, chewed or snorted; patches
should not be cut or torn prior to use
– May lead to rapid release and overdose/death

• If patient cannot swallow a capsule whole, refer to package insert to determine if
the contents can be sprinkled on applesauce or given via feeding tube

‘

Opioid Analgesics: General Precautions1,2
• Common side effects of opioids: sedation, dizziness, nausea, vomiting, constipation,
respiratory depression, physical dependence, tolerance, withdrawal
• Risks of misuse, abuse, opioid use disorder (OUD), overdose, death even at prescribed
doses
• Consult prescription drug monitoring program (PDMP) before deciding to prescribe
opioids
• Consider OUD criteria (DSM-5) and concepts of abuse vs. misuse
• Consider concepts of tolerance vs physiological dependence vs OUD (addiction)
• Prolonged use/OUD has a direct relationship to duration of initial prescription3
1. Dowell D, Haegerich TM, Chou R. MMWR Recomm Rep. 2016;65(1):1-49.
2. Manchikanti L, Kaye AM, Knezevic NN, et al. Pain Physician. 2017;20(2S):S3-S92.
3. Brat GA, Agniel D, Beam A, et al. BMJ. 2018;360:j5790.

‘
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Psychiatric/neurological
• Depression

Behavioral
• M ood sw ings

•
•
•
•
•

• Dependence
• Tolerance
• Addiction

Long-term
Medical
Effects of
Opioid Use

Hallucinations
Confusion
Drowsiness
Dizziness
Headache

• Seizures

Respiratory
• Slowed breathing
• Difficulty breathing

Cardiovascular
• Arrhythm ia
Gastroenterologic/hepatic
• Nausea/vom iting

• Infection

• Constipation
• Reduced liver function

D erm atologic
• Hyperhidrosis
• Hives/rash
Traum a or infections
• Falls and fractures
• Hepatitis
• HIV/AIDS

M uscle w eakness
Edem a

1.Tetrault JM, Fiellin DA. Drugs. 2012;72(2):217-228.
2.Baldini A, Von Korff M, Lin EH. Prim Care Companion CNS Disord. 2012;14(3). PCC.11m01326.
3.Kahan M, Srivasava A, Wilson L, et al. Can Fam Physician. 2006;52(9):1081-1087.

‘

Faculty Discussion
Opioid Pain Management – Considerations for Special Populations
• Possible pregnancy/pregnancy/post-partum
• Patients with renal or hepatic impairment
• Children and adolescents
• Older adults
• Patients with sleep disorders
• Patients with psychiatric disorders
• Opioid-tolerant patients

‘

Before Initiating Opioid Therapy
• Perform a comprehensive assessment and document it
• Establish an appropriate physical diagnosis (and obtain psychological diagnosis, if
available). Consider imaging, physical diagnosis and psychological status, as appropriate, to
corroborate subjective complaints
• Establish medical necessity based on average score indicating moderate to severe pain (4 6 on a scale of 0 -10), disability, functional impairment

‘
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Before Initiating Opioid Therapy
• Check the PDMP
• Consider/Obtain baseline and periodic urine drug testing (UDT)
• Establish treatment goals including pain relief and improvement in function
• Educate patients and caregiver on efficacy and risks/adverse events
• Obtain a robust opioid agreement to be followed by all parties (clinician-patient-caregiver)

‘

Initiating Opioid Treatment
• Start with short-acting drugs
– Short course (3 - 7 days) for acute pain
• Recommend long-acting or high-dose opioids only in specific circumstances with severe
intractable pain in patients who are not opioid naïve
• Prescribe the lowest effective dose
– Low dose: £ 40 MME
– Moderate dose: 41 - 90 MME
High dose: > 91 MME
• Titrate gradually to achieve best efficacy with few or no side effects
• Evaluate benefits and harms within 1 - 4 weeks of opioid initiation or dose escalation
• Re-evaluate benefits and harms every 3 months
– If benefits do not outweigh harms, optimize other pain therapies and taper/ discontinue

‘

Key Safety Strategies
• Dosing instructions (with daily maximum)
• Concurrent drug or alcohol use
• Age-related dose reductions
• Naloxone products for home use
• Safe storage: inaccessible by children, friends, family members
• Intervention strategies for accidental poisoning vs. overdose (intentional
harm vs. recreational use)
• Proper disposal

‘
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Naloxone Guidance
• Clinicians should co-prescribe naloxone to
individuals at risk for opioid overdose, including
but not limited to:
– Those on relatively high doses of opioids
– Those who take other medications that enhance
opioid complications
– Those with underlying health conditions

HHS recommends prescribing or co-prescribing naloxone to patients at high risk for an opioid overdose [news
release]. HHS Press Office; December 19, 2018. https://www.hhs.gov/about/news/2018/12/19/hhs-recommendsprescribing-or-co-prescribing-naloxone-to-patients-at-high-risk-for-an-opioid-overdose.html.

‘

Creating the Pain Treatment Plan: Case Review

‘

Case 1: Elise

(Case information located in your handouts)
‘
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Case 1: Elise
Patient Findings
• 26-year-old female
• Distal left radius fracture sustained in a fall, nondisplaced, casted in the ED
Patient History
• No prior fractures or serious injuries
• “Sprained ankle” 3 years ago, no medical
treatment sought (treated with OTC pain
relievers)
• Overall excellent physical health
‘

Case 1: Elise
Work with your table as a team to address the following:
1.
2.
3.
4.

Assessment of pain
Goals of pain treatment
Pain treatment plan
Follow-up

5 minutes

‘

Case 1: Elise
Share your thoughts!

‘
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Case 1: Elise
Considerations for this case:
1. What tool(s) would you use to assess pain?
2. What is the goal for pain management?
3. What interventions would you consider for pain management?
• Nonpharmacologic
• Pharmacologic: Nonopioid? Opioid?
4. Should you assess the patient for risk of opioid use disorder?
5. Should you consult the PDMP?
6. Do you need a PPA?
7. What alterations might you make you if initial interventions did not effectively manage
her pain?
8. What challenges do you anticipate? How would you manage them?
‘

Case 2: Ron

(Case information located in your handouts)
‘

Case 2: Ron
Patient Findings
• 56-year-old male
• Presents to the hospital with acute pain related to multiple rib fractures
sustained in a motor vehicle collision
• Difficulty taking deep breaths and walking due to pain
• History
– CAD treated with stents
– HTN (148/94 mm Hg), type 2 diabetes and reduced kidney function (GFR = 60
mL/min/1.73 m2)
• Current medications clopidogrel, lisinopril, atenolol, and metformin
• Not a good candidate for regional analgesic approaches due to clopidogrel
• Not a good candidate for NSAIDs due to HTN and reduced GFR
• No history of opioid abuse

‘
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Case 2: Ron
Work with your table as a team to address the following:
1.
2.
3.
4.

5 minutes

Assessment of pain
Goals of pain treatment
Pain treatment plan
Follow-up

‘

Case 2: Ron
Share your thoughts!

‘

Case 2: Ron
Considerations for this case:
1. What tool(s) would you use to assess pain?
2. What is the goal for pain management?
3. What interventions would you consider for pain management?
• Nonpharmacologic
• Pharmacologic: Nonopioid? Opioid?
4. Should you assess the patient for risk of opioid use disorder?
5. Should you consult the PDMP?
6. Do you need a PPA?
7. What alterations might you make you if initial interventions did not effectively manage
her pain?
8. What challenges do you anticipate? How would you manage them?
‘
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Conclusions / Key Takeaways
• Many minor, acute pain conditions can be successfully managed with nonpharmacologic
and/or non-opioid pharmacologic approaches
• Opioids remain useful tools when acute pain is not responsive to other therapies, but
should be used when indicated for the shortest period of time necessary
• Opioids can be used to manage chronic pain that is not responsive to other therapies or
when other therapies are contraindicated
• All opioids have side effects that range from constipation to respiratory depression and
death
• Increased risk for long-term use of opioids is directly related to the duration of the initial
prescription

‘

Please complete your exit ticket…

…and place it in the center of your table
‘

Managing Patients on Opioid Analgesics
Maxim Eckmann, MD
‘
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‘

‘

Case 1: Carla – Acute Pain
• 26-year-old female with left radius fracture after a fall
• Initial treatment plan
– Goal: relief of acute pain + sufficient pain control to permit sleep and normal ADL
– Treatment selection: IV or oral ketorolac in the ED, ketorolac 10 mg PO QID for five days
followed by naproxen 375 mg PO BID PRN
– Review efficacy during orthopedic surgery office visit in 2 days for cast evaluation
– Elevate the extremity, consider using intermittent ice for the first 48 hours
– Provide educational material about expected healing process following fracture to reduce
anxiety

‘
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Case 1: Carla – Current Status
• 2 days post-fracture
• Patient feedback
– Moderate to severe pain (7/10) despite ongoing naproxen treatment
– Difficulty participating in physical therapy

• Physical exam shows swelling, local pain

‘

‘

Acute Pain: When Opioid Treatment Is
Appropriate (and When It Is Not)
• Medical necessity of acute pain treatment
– Allows the patient to meet functional goals of care
– Facilitates recovery

• Physical examination consistent with limitation of movement due to pain
inadequately controlled with non-opioid options
• Failure or contraindication of non-opioid (eg, regional block, epidural, etc.) and
nonpharmacologic options
• General principle: Listen to your patient, follow the examination and exhaust all
practical non-opioid approaches first

‘
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Guidance for Use of Opioids for Acute Pain
• Check the prescription drug monitoring program (PDMP)
• Discuss benefits and risks of opioid use with the patient
• Choose from immediate-release opioids
–
–
–
–
–

Morphine immediate-release
Codeine
Oxycodone +/- APAP
Hydrocodone + APAP
Hydromorphone

• Prescribe the lowest effective dose, with no greater quantity than needed for the
expected duration of severe pain requiring opioids
• £ 3 days is sufficient; > 7 days will rarely be needed
Guideline for Prescribing Opioids for chronic Pain. CDC website. https://www.cdc.gov/drugoverdose/pdf/guidelines_factsheet-a.pdf.

‘

Case 2: Mr. Coles – Chronic Pain
• Mr. Coles is a 55-year-old male referred by his PCP for chronic rectal pain secondary to
Crohn’s disease and complicated by several painful surgeries.
• He reports moderate-to-severe (7/10) pain, inability to work effectively as a data
manager and pain that awakens him from sleep several times a night. He says he is
desperate for any relief.
• He has tried multiple pain medications over the past year, including naproxen,
acetaminophen, and gabapentin, without success. His gastroenterologist has
maximized his Crohn’s disease medications.

‘

Case 2: Mr. Coles – Chronic Pain (continued)
• Physical examination reveals he is unable to stay in a seated position for even a
short time, with constant grimacing.
• As the encounter progresses, the patient becomes tearful and distraught. He
reports significant anxiety due to constant pain and poor quality of life.
• The PDMP reveals a remote history of a short course of tramadol, likely
postsurgical.

‘
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Case 2: Mr. Coles – Considering Opioids for
Chronic Pain
• Assessment of the patient’s pain, function and quality of life prior to prescribing
opioids
• Assess baseline risk of opioid misuse (eg, using SOAPP, ORT or other screening
tools)
• Determine if potential benefits of opioid analgesics outweigh potential risks (side
effects, misuse, dependence/addiction)

‘

ORT: Mr. Coles’
Score = 1

Scoring

£ 3: low risk

4 – 7: moderate risk

³ 8: high risk

Webster LR, Webster RM . Pain M ed. 2005;6(6):432-442.

‘
‘
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Faculty Discussion
• After a detailed conversation with the patient about the risks and benefits of
opioid therapy, which would be the MOST appropriate next step?

‘

Universal Precautions in Chronic Pain Management
Step 1. Assess Risk

Step 2. Select Agent

Assess patient’s risk for aberrant behaviors relating to
an opioid prescription (ie, signs of misuse, abuse or
diversion)
• Consider using the ORT or the SOAPP-R

Consider the patient’s general condition,
medical status and prior opioid
experience

Discuss treatment expectations,
including potential benefits and risks
of therapy (informed consent)

After deciding on an agent, consider an
abuse-deterrent formulation of that
agent

Review written treatment
agreement, explaining the patient’s
rights and responsibilities with respect
to the opioid prescription
• Obtain patient’s signature on the
agreement

Assess the patient for psychological disorders, which
may increase risks of opioid therapy
• Consider using the Patient Health Questionnaire 2
(PHQ-2) to assess depression

Consult labelling for the selected
medication

Step 3. Dialogue with
Patient

Review your state’s PDMP (if available) to document
patient’s history of prescriptions for controlled
substances
Conduct a baseline urine drug test to assess for the
presence of prescribed or illicit substances

Step 4. Monitor Patients
Regularly assess the “4 A’s” at
follow-up
• Analgesia: Is the patient’s pain better controlled?
– Consider using the BPI, ID, PAIN or D.I.R.E. Score
• Activity: Is the patient better able to function?
– Consider using the BPI
• Adverse effects: Does the patient report any sedation,
respiratory depression, constipation, nausea or other
side effects?
• Aberrant behavior: Are there any signs the patient is
misusing, abusing or diverting the prescription?
– Review patient’s medication use and adherence to
treatment agreement
– Recheck the state PDMP
– Consider repeat UDT
– Consider using a screening instrument (patient
questionnaire)

Document Each Step
Adapted from Stanos S, Brodsky M, Argoff C, et al. Postgrad Med. 2016;128(5):502-515.

‘

Case 2 (Chronic Pain: Mr. Coles’ Follow-up)
• Mr. Coles is in the office for a regularly scheduled follow-up.
• He states that he has been tolerating short-acting opioid therapy (oxycodone
5mg TID) well for the last 6 months and reports that his pain is a “5/10.”
• However, for the last 2 months, he has been requesting early refills.
• He also reports significant stressors at work requiring more frequent use of
his pain medication.
• The PDMP demonstrates no suspicious activity.

‘
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‘

Management of Worsening Pain
Before changing the regimen
• Determine whether there is a change in the underlying condition
• Check adherence using the PDMP and questioning patient about their pattern of
opioid use
• Screen for signs of OUD

‘

DSM-5 Criteria for OUD: Mr. Coles
Check all that apply

Criteria (within a 12-month period)

X

Opioids are often taken in larger amounts or over a longer period than was intended

X

There is a persistent desire or unsuccessful efforts to cut down or control opioid use

X

A great deal of time is spent in activities necessary to obtain the opioid, use the opioid, or recover from its effects

¨

Craving, or a strong desire or urge to use opioids.

X

Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school, or home

¨

Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of opioids

¨

Important social, occupational, or recreational activities are given up or reduced because of opioid use

¨

Recurrent opioid use in situations in which it is physically hazardous

¨

Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or
exacerbated by the substance
Exhibits tolerance*

¨

Exhibits withdrawal*

¨

4

Total checked: ___________________
If OUD is diagnosed (³ 2 criteria met), assess severity as mild (2-3 criteria met), moderate (4-5 criteria met) or severe (³ 6 criteria met).
*Not considered to be m et for individuals taking opioids solely under appropriate m edical supervision.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington, DC: American Psychiatric Publishing; 2013.

‘
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Management of Worsening Pain (Continued)
• Consider switching medications
– Consider opioid-induced hyperalgesia
– Remember there is incomplete cross-tolerance when switching to another opioid
– Consider use (and limitations) of conversion and equianalgesic dosing tables

‘

Faculty Discussion
• When might you consider switching medications?

‘

Switching Opioid Treatment: Equianalgesic Dosing
5-Step Conversion Chart Process
1. Globally assess the patient’s pain complaint.
2. Determine the total daily dose of current longand short-acting opioids.
3. Decide which opioid analgesic will be used as
the new agent, then refer to established
conversion tables to determine the new dose.
4. Individualize the dose based on patient
assessment information gathered in step 1.
5. Continually reassess patient for 7–14 days after
the initial new dose.

*Not available in the US
M acPherson EL. Demystifying Opioid Conversion Calculations: A Guide for Effective Dosing.
Bethesda, M D: Am erican Society of Health System Pharm acists; 2010.

‘
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Equianalgesic Dosing and Conversion Tables:
Limitations
• Multiple versions
• Online calculators, eg, https://opioidcalculator.practicalpainmanagement.com
• High variability
• Starting point for drug rotation
• Use with caution
• Consult drug PIs

‘

Choosing the Dose of the New Opioid
Calculate
equianalgesic
dose of new
opioid from
EDT

Reduce calculated equianalgesic dose
• Generally: 25–50% reduction
• Methadone: 75–90% reduction
• Use clinical judgment

~25% reduction if patient

~50% reduction if patient
• Receives a high dose of
current opioid

• Is staying on current opioid
but switching to a different
administration route

• Elderly or medically frail
Fine PG, Portenoy RK, et al. J Pain Sym ptom M anage. 2009;38(3):418-425.

‘

Case 2: Mr. Coles – Follow-up Visit
• After improvement following oxycodone dose escalation (increase from 5 mg
TID to 10 mg TID) two months ago, Mr. Coles presents for an early follow-up
visit.
• He states he was recently seen in an urgent care facility for worsening rectal
pain. He says he went there because he ran out of medications early,
because the pain was unbearable.
• He describes his pain as a “constant 9/10” despite the increased dose.
• He has also added neuropathic agents at their highest recommended dose
but says that did not improve the pain.

‘
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Case 2: Mr. Coles – When to Discontinue
Opioids
• Have a frank discussion about the aberrant opioid use
• Discuss treatment goals
– Pain relief or more pills?

• Discuss the lack of benefit despite increased opioid dose
• Outline your intent to discontinue opioid therapy
– Determine strategies for tapering by mutual cooperation and level of comfort
– Clarify that you are not discharging him but will be using non-opioid for pain control in the
future
– Reassure him that you will continue to manage his pain without opioids

‘

When to Taper Opioids
• Patient requests dosage reduction
• Patient does not have clinically meaningful improvement in pain and function
• Patient is on dosages ≥ 50 MME/day without benefit or opioids are combined with
benzodiazepines
• Patient shows signs of substance use disorder
• Patient experiences overdose or other serious adverse event
• Patient shows early warning signs for overdose risk, such as confusion, sedation or
slurred speech
Pocket Guide: Tapering Opioids for Chronic Pain. CDC website.
https://w w w.cdc.gov/drugoverdose/pdf/clinical_pocket_guide_tapering-a.pdf

‘

How to Taper Opioids*
• Go Slow: A decrease of 10% of the original dose per week is a reasonable starting point
– Patients who have taken opioids for a long time may need to taper more slowly
– Discuss the increased risk for overdose if patients quickly return to a previously prescribed higher dose
• Consult: Coordinate with specialists and treatment experts, as needed
– Use extra caution during pregnancy due to possible risk to the pregnant patient and to the fetus if the patient goes
into withdrawal
• Support: Make sure patients receive appropriate psychosocial support
– If needed, work with mental health providers, arrange for treatment of opioid use disorder, offer naloxone for
overdose prevention
– Watch for signs of anxiety, depression and opioid use disorder during the taper; offer support or referral, as needed
• Encourage: Let patients know that most people have improved function without worse pain after tapering
opioids; some even have improved pain after a taper (though pain might briefly get worse at first). Tell
patients “I know you can do this.”
*Tapering plans should be individualized and should m inim ize sym ptom s of opioid w ithdrawal w hile m axim izing pain treatm ent w ith
nonpharm acologic therapies and nonopioid m edications.
Pocket Guide: Tapering Opioids for Chronic Pain. CDC website. https://www.cdc.gov/drugoverdose/pdf/clinical_pocket_guide_tapering-a.pdf

‘
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Case 3: James H. – “Legacy” Patient
• James presents to establish care with your practice through a referral
from his PCP, who no longer wishes to prescribe opioids in his practice
due to new state regulations.
• Chief complaint is chronic low back pain.
• History includes multiple spinal surgeries
• Recent surgical consultation suggests nothing further can be done
surgically

‘

Case 3: James H. – “Legacy” Patient (Continued)
• He describes his pain as 8/10 globally, stating that “everything hurts, all
the time.” He says that his opioid regimen is “the only thing that allows
me to function” and that he has been on opioids for many years.
• Current regimen:
Transdermal fentanyl 75 mcg q 48h
Oxycodone 15 mg QID
Gabapentin 600 mg TID
Alprazolam 1 mg BID
Trazadone 100 mg QHS for sleep

‘
‘

–
–
–
–
–
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What to Do with “Legacy” Patients
• Listen to the patient’s entire story first to learn what they hope to gain from your
care. Often (but not always) their hope is that you will maintain their current
treatment plan.
• Determine if the treatment is effective.
• Focus the conversation on risks, known systemic and endocrine side effects,
known pharmacology, and lack of true efficacy.
• Explain how our understanding of the risks associated with chronic opioid therapy
have changed in recent years.

‘

What to Do with “Legacy” Patients (continued)
• When the treatment is ineffective or inappropriate, explain that
– Their current regimen is not an approach you use or recommend,
– You are not willing to continue, along with the reasons why

• Outline your recommended short-term and medium-term treatment approach.
• Remember that referral by the prescribing PCP does not mean you have to
endorse the therapy or take over prescription-writing.

– The original prescriber is obligated to maintain or safely taper their patient off opioids if they
choose to no longer prescribe them.

‘

Managing Opioid Use Disorder (continued)
• Detox with withdrawal management
– Inpatient vs. outpatient

• Moderate-to-severe OUD: consider inpatient stabilization and
involvement of a specialist in addiction medicine1
• Severe OUD: consider medication assisted therapy (MAT)1
– Can be implemented in outpatient settings
– AAP offers eight-hour MAT course
– MAT maintenance produces better outcomes than detox alone2
1. Volkow ND, Frieden TR, Hyde PS, et al. N Engl J M ed. 2014;370(22):2063-2066.
2. Weiss RD, Potter JS, Fiellin DA, et al. Arch Gen Psychiatry. 2011;68(12):1238-1246.

‘
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Deciding on Treatment Options
• Consider patient preferences, past treatment history, and treatment setting
when deciding between the use of methadone, buprenorphine, and
naltrexone in the treatment of addiction involving opioid use
– Use shared decision making

• Setting is as important the medication selected
– Intensive outpatient
– Partial hospitalization within a specialty addiction treatment facility, community
mental health center, or similar setting
– Residential treatment facility or hospital
Kam pm an K, Jarvis M . J Addict M ed. 2015;9(5):358-367.

‘

Managing Opioid Use Disorder:
Medication Assistance Therapy (MAT)
Characteristic

M ethadone

Buprenorphine

N altrexone

Class/M echanism

Agonist (fully activates opioid
receptors)

Partial agonist

Antagonist

Brand N am es

Dolophine, M ethadose

Subutex, Suboxone, Zubsolv

Depade, ReVia, Vivitrol

Adm inistration

Oral or injection

Oral or sublingual

Oral or injection

Effects

Reduces cravings and w ithdrawal
sym ptom s

Relieves cravings and w ithdrawal sym ptom s

Dim inishes the reinforcing effects of
opioids

Advantages

High strength and efficacy as long
as oral dosing
Good option for patients w ho have no
response to other m edications

Eligible to be prescribed by certified
physicians (increases availability/elim inates
need to visit specialized treatm ent centers)

Not addictive or sedating
Does not result in physical dependence
Depot injection form ulation (Vivitrol),
elim inates need for daily dosing

Disadvantages

M ostly available through approved
outpatient treatm ent program s

Subutex: m easurable abuse liability
(Suboxone dim inishes the risk by including
naloxone to induce w ithdrawal if the drug is
injected)

Poor patient com pliance (but Vivitrol
should im prove)
Initiation requires attaining prolonged
abstinence, during w hich w ithdrawal,
relapse, and early dropout m ay occur

Volkow ND, Frieden TR, Hyde PS, et al. N Engl J M ed. 2014;370(22):2063-2066.

‘

Efficacy of MAT Interventions

Long-term follow-up of patients treated with buprenorphine/naloxone for
addiction to opioid analgesics
Dependent on Prescription Opioids
Abstinent From Prescription Opioids
Receiving Opioid Agonist Treatment

At 18 months:

– 50% reported abstinence
At 42 months (3.5 years):

– 61% reported abstinence
– < 10% met diagnostic criteria for
dependence on opioids

Sarlin E. NIDA Notes: Long-term follow-up of m edication-assisted treatm ent for addiction to pain relievers yields
"cause for optim ism ". National Institute on Drug Abuse website. Published Novem ber 30, 2015.

‘
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When to Consider Referral to a Substance Abuse
Specialist
• Patient is using 80 to 100 MME
• Patient is using multiple sedatives (eg, benzodiazepines, muscle relaxants, anticonvulsant
agents)
• Patient continually requires more opioids (verbal requests, early refills, emergency room
visits)
• Patient is using non-authorized substances (illegal or non-prescribed drugs detected in
urine)
• Patient is abusing or misusing the pain treatment regimen (as indicated by sedation,
reduced functioning, third-party reports, missed appointments)
• Patient refuses nonopioid measures or reduction of opioid dosage
Tennant F. W hen to Call in the Cavalry— W hen and W hy to Refer a Patient. In Opioid Prescribing and M onitoring: How to Com bat Opioid M isuse and Abuse
Responsibly. Christo P, et al., eds. PPM - Practical Pain M anagem ent (2016).

‘

Conclusions: Key Takeaways
• Opioid therapy is often unnecessary for managing acute pain.
• Initiation of opioid therapy for patients with chronic pain should be a deliberate and wellinformed choice.
• As part of informed consent or a PPA, discuss pain management goals, functional goals, the
length of opioid trial, and the plan for discontinuation.
• Monitor response to opioid treatment
• Monitor for signs of OUD
• When OUD treatment is needed, tailor it to patients’ specific needs and/or refer to a
specialist in addiction medicine

‘

Please complete your exit ticket…

…and place it in the center of your table
‘
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The Importance of Patient Education
Samer Narouze, MD, PhD

‘

‘
‘
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General Principles of Patient Education

Screening

Consent

Safety

‘

Case Scenario: Kayla
Your patient is a 16-year-old female who
presents to your office with left ankle pain.
About three months ago, she fractured her
medial malleolus while playing in a high school
softball game. She was casted in the ED. For
pain management, she was advised to elevate
the foot and was given acetaminophen.
The cast was removed at six weeks, but the
pain continued.

‘

Initial visit

‘
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‘

‘

Patient Name: Kayla C.
Date: 03-18-19
Opioid Risk Tool

1
£ 3: low risk

4 – 7: moderate risk

³ 8: high risk

‘

Scoring
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Initial visit (continued)

‘

Initial Interview (cont’d)

‘

Educating Patients About Opioid Use:
Key Topics to Cover
– Use medications exactly as prescribed
– Use smallest dose necessary for shortest
amount of time
– Common side effects
– Risks of addiction and serious/deadly adverse
events
– Known risk factors for serious adverse events
– Handling missed doses
– Importance of disclosing of all medications to
all HCPs

– Risks of use with alcohol, benzodiazepines,
other opioids
– Product/drug delivery-specific directions:
what not to do
– Never share (and why)
– Risk of theft
– Safe storage and disposal
– Tapering to avoid withdrawal
– How/when to use naloxone
– When to seek emergency treatment

FD A E ducation B lueprint for H ealth C are P roviders Involved in the Treatm ent and M onitoring of P atients w ith P ain.
https://w w w.accessdata.fda.gov/drugsatfda_docs/rem s/O pioid_analgesic_2018_09_18_FD A _B lueprint.pdf. P ublished S eptem ber 2018.

‘
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‘

‘

Naloxone Guidance
• Clinicians should co-prescribe naloxone to individuals at risk for opioid overdose,
including but not limited to:
– Those on relatively high doses of opioids
– Those who take other medications that enhance opioid complications
– Those with underlying health conditions

H H S recom m ends prescribing or co-prescribing naloxone to patients at high risk for an opioid overdose [new s release]. H H S P ress O ffice;
D ecem ber 19, 2018. https://w w w.hhs.gov/about/new s/2018/12/19/hhs-recom m ends-prescribing-or-co-prescribing-naloxone-to-patients-at-highrisk-for-an-opioid-overdose.htm l.

‘
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Practice Changes to Protect our
Patients: Overdose Prevention
and Reversal
• Specific strategies for poisoning
vs. intentional harm vs.
recreational use
– Awareness of potential for accidental
exposure and overdose in children ages 0-5
years
– Increased availability of naloxone
S an Francisco D epartm ent of P ublic H ealth. O pioid safety and how to use
naloxone: a guide for patients and caregivers.
http://prescribetoprevent.org/w p2015/w pcontent/uploads/C A .D etailing_P atient_final.pdf.

‘

Practice Changes to Protect Our
Patients: Disposal
• Include disposal instructions at discharge
• Advise storage in locked cabinets
• Provide educational material about local
disposal resources
• Organize/incentivize disposal at the main
hospital, satellites
• Establish public/private partnerships
• Identify state-/county-/city-/suburb-level
disposal locations

‘

Follow-up call

‘
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‘

One year later
• Kayla sustains another injury to her ankle
• X-ray showed no signs of fracture
• Splinted and sent home with acetaminophen
• 2 weeks post-injury, pain is 9/10
• Physical exam is positive for point tenderness over the lateral malleolus
• Asking for same pain medication as last year
• ORT score still = 1, but PDMP shows that she received 3 other opioid prescriptions in
the past few months

‘

Visit one year later

‘
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‘

Warning Signs of OUD
•
•
•
•
•
•
•
•
•
•
•
•

Frequent requests for opioid medication
Requesting a particular medication by name
Pain out of proportion to mechanism of injury and physical exam findings
Decrease in functioning (eg, school, work)
Missing school or work
Suspension from school or job loss due to drug-related activity
Withdrawal from social and recreational activities
Avoiding friends or family
Changes in behavior or mood
Financial problems
Bad or reckless decisions
Avoiding friends and family
‘

DSM-5 Criteria for OUD: Kayla
Check all that apply

Criteria (within a 12-month period)

X

Opioids are often taken in larger amounts or over a longer period than was intended

X

There is a persistent desire or unsuccessful efforts to cut down or control opioid use

X

A great deal of time is spent in activities necessary to obtain the opioid, use the opioid or recover from its effects

¨

Craving or a strong desire or urge to use opioids.

X

Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school or home

¨

Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of opioids

¨

Important social, occupational or recreational activities are given up or reduced because of opioid use

¨

Recurrent opioid use in situations in which it is physically hazardous

¨

Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or
exacerbated by the substance

¨

Exhibits tolerance*

¨

Exhibits withdrawal*

Total checked: _______4____________
If OUD is diagnosed (³ 2 criteria met), assess severity as mild (2-3 criteria met), moderate (4-5 criteria met) or severe (³ 6 criteria met).
*Not considered to be met for individuals taking opioids solely under appropriate medical supervision.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington, DC: American Psychiatric Publishing; 2013.

‘
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Starting the Conversation About Ending
Opioids
• Best approach: frank and direct conversation about the facts
• Discuss opioid-abuse behaviors in a nonjudgmental manner
• Focus on the behaviors that make you concerned
• Reiterate PPA policies
• Focus on patient safety and reiterate long-term effects of opioid medications
• Identify practical solutions

‘

What’s next for cases like Kayla’s?
• Develop a patient-provider agreement
• Switch patient to non-opioid pain management
• Try cognitive behavioral therapy to try to reduce pain
• Work closely with the pediatrician

‘

Managing Opioid Use Disorder
• Detox with withdrawal management
– Inpatient vs. outpatient
• Moderate to severe OUD: consider inpatient stabilization and involvement of
addiction specialist
• Severe OUD: Medication assisted therapy (MAT)

Volkow N D , et. A l. N E ngl J M ed 2014; 370:2063-2066.

‘
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Summary / Key Takeaways
• Patient/caregiver education is a critical aspect of opioid pain management to ensure
adherence and reduce risks of opioid misuse and abuse
– Patients and caregivers need to understand how to use, store and dispose of opioid analgesics
– Patients and caregivers need to know how and when to use naloxone

• Patients and caregivers need to understand the benefits and risks of opioid pain
management
• Clinicians who prescribe opioids for pain management need to know
– Warning signs of OUD
– When and how to taper opioids safely
– How to treat OUD or when to refer to an substance abuse specialist

‘

Please complete your exit ticket…

…and place it in the center of your table
‘

What’s left to claim your credit?
1. Answer 8 posttest questions
2. Create an Action Plan
3. Complete the Paper Evaluation

‘
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‘

‘
‘
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Pretest 4.
A 66-year-old, retired engineer with a history of HTN, CAD, CHF and
progressive renal insufficiency has severe ongoing right hip pain due to
severe acetabulofemoral arthritis. He is not considered a surgical
candidate due to his renal and cardiovascular disease. He is requesting
help with pain control so that he can participate in aquatherapy and try to
improve his overall level of function.

‘

‘
‘
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‘

‘
‘
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How to develop an
ACTION PLAN

‘

Creating a “SMART” Action Plan:
Decide on One Specific Performance or System Gap You’d Like to
Change
Specific
Measurable
Achievable
Relevant
Time-bound

Describe your goal clearly
W hat are the first

How will you evaluate whether your
goal is met?
Is this goal achievable in your
current environment?
How will achieving your goal
improve patient care?

steps you will
take?
Step 1:
Step 2:
Step 3:

When can your goal be achieved?
‘

Take a few moments to
create a plan

‘
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Access the Action Plan on your phone by typing in
the link below…
www.REMSactionplan.com/WSA

OR

…using the QR code located in your handouts
‘

Questions?
Please complete your evaluation!

All credit claiming instructions are located in
your handouts. Your credit will be available to
claim as of 9/8/19.
‘
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