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Presentation Objectives
1. Review the historical & current issues pertinent to the
opioid crisis from a national perspective
2. Understand the current nationally vetted standards of
practice as they apply to:
• Patient assessment specific to pain and opioid prescribing
• Trial of an opioid
• Management of long-term treatment
• Termination of care

3. Discuss treatment methodologies

Historical Timeline for Drug Development
1. After the Civil War morphine addiction was a big problem
2. 1874 chemists developed heroin believing it would be less addictive
3. Raw opium gained favor for recreational use
4. 1905 the Federal Govt banned opium
5. 1906 Pure Food and Drug Act passed to get control of what public was
using
6. 1937 Germans developed Meperidine as a synthetic to replace morphine
7. 1963 acetamephen with codeine
8. 1979 Tylenol #3 was most prescribed pain med in America
9. 1984 Vicodin
10. 1995 Oxycodone

The Problems
1. Deaths from all opioid overdoses increased significantly in
2000’s
2. Law Enforcement was charged with fighting the “War on
Drugs”
1. Under-funded and under-resourced mandate
2. Bottom line---Law enforcement was losing the battle

3. Statistical skew in that opioid types were not separated in
death reporting
4. Prescribers were identified as over-prescribing and there were
a few bad players that got national attention that focused on
pill-mills
5. Drug companies were viewed as manipulating prescribers

Provider and Clinical Problems
1. Research demonstrated a lack of academic content in training
programs specific to pain management and opioid prescribing
for all disciplines.
2. National organizations focused on treating pain had different
and sometimes conflicting standards of care.
3. Use of resources like PDMP were sporadic and clinicians were
unaware of them or could not access them.
4. Fewer specialist and more patients resulted in increased
reliance on Family Practice Clinics to provide chronic pain
management and sometimes SUD treatment.

National View

What do we know about the opioid crisis?
1. Roughly 21 to 29 percent of patients prescribed opioids for chronic pain
misuse them. (70-80% of patients are compliant and not a problem.)
2. Between 8 and 12 percent develop an opioid use disorder.
3. An estimated 4 to 6 percent who misuse prescription opioids transition to
heroin.
4. About 80 percent of people who use heroin first misused prescription
opioids.
5. Opioid overdoses increased 30 percent from July 2016 through September
2017 in 52 areas in 45 states.
6. The Midwestern region saw opioid overdoses increase 70 percent from July
2016 through September 2017.
7. Opioid overdoses in large cities increase by 54 percent in 16 states.
Source: NIDA

Illinois Data for opioid overdose deaths

Illinois Data for Opioid Prescriptions

U.S. PRESCRIBING PATTERNS and
OPIOID-RELATED DEATHS

SOURCE: CDC, Prescription Opioid Data

CONTROLLED SUBSTANCE SCHEDULES
SCHEDULE

DESCRIPTION

EXAMPLES

I

High potential for abuse; no currently
accepted medical use

Heroin, LSD, cannabis, ecstasy, peyote

II

High potential for abuse, which may
lead to severe psychological or
physical dependence

Hydromorphone, methadone, meperidine,
oxycodone, fentanyl, morphine, opium, codeine,
hydrocodone combination products

III

Potential for abuse, which may lead to
moderate or low physical dependence
or high psychological dependence

Products containing ≤ 90 mg codeine per dose,
buprenorphine, benzphetamine, phendimetrazine,
ketamine, anabolic steroids

IV

Low potential for abuse

Alprazolam, benzodiazepines, carisoprodol,
clonazepam, clorazepate, diazepam, lorazepam,
midazolam, temazepam, tramadol

V

Low potential for abuse

Gabapentin, pregabalin, cough preparations
containing ≤ 200 mg codeine/100 ml

FENTANYL AND FENTANYL
ANALOGUES
OD deaths from fentanyl and fentanyl analogues, such as carfentanil, have increased
540% in three years.
Street fentanyl is illegally manufactured; it is generally NOT a diverted pharmaceutical
product.
Two causes of fentanyl OD death: opioid-induced respiratory depression and rigid chest
wall syndrome; higher or repeated doses of naloxone are required to reverse a fentanyl
overdose.
Fentanyl is also found in heroin, cocaine, and methamphetamine.
Photo source: New Hampshire State Drug Laboratory

PAIN

Physiology/Types/Definitions/Assessment tools

THE NEUROMECHANISMS OF PAIN
Peripheral Pain
Modulators:
• Serotonin
• Histamines
• Prostaglandins
• Cytokines
• Bradykinin
• Substance P
• Others
Descending
Neurotransmitters:
• Serotonin
• Norepinephrine
• Endogenous opiates
• Substance P
• Others

MEDIATORS OF PERIPHERAL NOCICEPTION
Feeling physical pain is
vital for survival. People
who lose the ability to
feel pain, have shorter
life spans.

With thanks to Allan Basbaum and David Julius, University of California, San Francisco

OPIOID RECEPTOR LOCATIONS

TYPES OF PAIN
NOCICEPTIVE /
INFLAMMATORY

NOCIPLASTIC

Pain in response to
an injury or stimuli;
typically acute

Pain that arises from
altered nociceptive
function; typically
chronic

Pain that develops
when the nervous
system is damaged;
typically chronic

Postoperative pain,
sports injuries,
arthritis, sickle cell
disease, mechanical
low back pain

Fibromyalgia, irritable
bowel syndrome,
CRPS, non-specific low
back pain

Post-herpetic neuralgia,
trigeminal neuralgia,
distal polyneuropathy,
neuropathic low back
pain

NEUROPATHIC

Possible development of chronic pain after an acute injury.

MIXED TYPES
(NOCICEPTIVE /
NEUROPATHIC)

Primary injury and
secondary effects

THE BIOPSYCHOSOCIAL SPIRITUAL
CONTEXT OF PAIN
Sleep/fatigue
Inflammatory status
Conditioning

Nutritional
status

Previous pain
experience

BIOLOGICAL
SOCIAL

Work status
Relationships

Intimacy

Resilience
Anxiety
Grief

ACEs

Catastrophizing

PSYCHOLOGICAL
SPIRITUAL

Family

Religious faith

Existential issues
Suffering
Spiritual distress

Finances

Depression

Values

Experience of Pain

Empathy
from
HCP

TERMINOLOGY

WORDS MATTER: LANGUAGE CHOICE
CAN REDUCE STIGMA
“If you want to care for something, you call it a flower; if you want to kill something, you call it a weed.”

Commonly Used Term

Preferred Term

Addiction

Substance use disorder (SUD)
[from the DSM-5®]

Drug-seeking,
aberrant/problematic behavior

Using medication not as
prescribed

Addict

Person with substance use
disorder (SUD)

Clean/dirty urine

Positive/negative urine drug
screen

SOURCES: SAMHSHA Resource: https://www.samhsa.gov/capt/sites/default/files/resources/sud-stigma-tool.pdf
Scholten W. Public Health. 2017;153:147-153. DOI: 10.1016/j.puhe.2017.08.021

Misuse

WORDS MATTER: DEFINITIONS
Use of a medication in a way other than the way it is prescribed

Abuse

Use of a substance with the intent of getting high

Tolerance

Increased dosage needed to produce a specific effect

Dependence

State in which an organism only functions normally in the presence of a substance

Diversion

Transfer of a legally controlled substance, prescribed to one person, to another
person for illicit (forbidden by law) use

Withdrawal
MME
Chronic noncancer pain
(CNCP):

Occurrence of uncomfortable symptoms or physiological changes caused by an
abrupt discontinuation or dosage decrease of a pharmacologic agent

Morphine milligram equivalents; a standard opioid dose value based on morphine
and its potency; allows for ease of comparison and risk evaluations
Any painful condition that persists for ≥ 3 months, or past the time of normal tissue
healing, that is not associated with a cancer diagnosis

SOURCES: SAMHSHA Resource: https://www.samhsa.gov/capt/sites/default/files/resources/sud-stigma-tool.pdf
World Health Organization, Ensuring Balance in National Policies on Controlled Substances.
https://www.who.int/medicines/areas/quality_safety/GLs_Ens_Balance_NOCP_Col_EN_sanend.pdf

PAIN ASSESSMENT TOOL BOX
Pain Assessment Tools
Brief Pain Inventory (BPI) or 5 A’s

Functional Assessment
SF-36, PPS, Geriatric Assessment

Pain intensity, Enjoyment of life, General activity
PEG

Childhood Trauma Questionnaire
ACE

Assessment in Advanced Dementia
PAINAD

Psychological Measurement Tools (PHQ-9, GAD-7, etc.)

Brief Pain Inventory

Catastrophizing Tool

OPIOID MISUSE RISK ASSESSMENT TOOLS
TOOLS FOR PATIENTS NOT CURRENTLY USING OPIOID THERAPY
ORT-OUD Opioid Risk Tool
SOAPP® Screener and Opioid Assessment for Patients with Pain
DIRE Diagnosis, Intractability, Risk, and Efficacy score

TOOLS FOR CURRENT USERS & SUBSTANCE USE DISORDER
CAGE-AID Cut down, Annoyed, Guilty, Eye-Opener tool, Adapted to Include Drugs
RAFFT Relax, Alone, Friends, Family, Trouble
DAST Drug Abuse Screening Test
CTQ Childhood Trauma Questionnaire
ACEs Adverse Childhood Experiences

NEW OPIOID RISK TOOL Jan 2019
• Substance use disorder history does
not prohibit treatment with opioids, but
may require additional monitoring and
expert consultation or referral.
Scoring:
• ≤ 2: low risk
• ≥ 3: high risk

Behavior Abuse Predictor Behaviors

On-line Resources for Screening Tools

PRESCRIPTION DRUG
MONITORING PROGRAMS (PDMPs)
PDMPs are state-run electronic databases that track controlled substance prescriptions.

PDMP DATABASES
• Provide a full accounting of the

controlled substance prescriptions
filled by a patient

• Nearly all are available online 24/7

• Required in most states; know your

state laws

• Most allow surrogates to access

• PDMP compact laws for cross border

BENEFITS
• Identify potential drug misuse/abuse
• Discover existing prescriptions not

reported by patient

• Opportunity to discuss with patient

• Determine if patient is using multiple

prescribers/pharmacies

• Identify drugs that increase overdose

risk when taken together

URINE DRUG TESTING (UDT)
• Helps to identify drug misuse/addiction
• Assists in assessing and documenting

adherence

CLINICAL CONSIDERATIONS

• Recommend UDT before first prescription (baseline) then intermittently,
depending on clinical judgment and state regulations (standard is minimal
annually, every 6 months recommended)
• Document time and date of last dose taken
• Be aware of possible false positives or negatives
• Clarify unexpected results with the lab before confronting patient to rule
out poor specimen or error

SCREENING VERSUS CONFIRMATORY UDTS
SCREENING
Analysis technique

CONFIRMATORY

Immunoassay

GC-MS or HPLC

Sensitivity

Low or none when testing for semisynthetic or synthetic opioids

High

Specificity

Varies (can result in false positives or
false negatives)

High

Rapid

Slow

Intended for a drug-free population,
may not be useful in pain medicine.

Legally defensible results

(power to detect a class
of drugs)
(power to detect an
individual drug)

Turnaround
Other

GC-MS = gas chromatograph-mass spectrometry; HPLC = high-performance liquid chromatography

WINDOWS OF SPECIFIC DRUG DETECTION
Drug
Cannabis/pot
Crack (cocaine)
Heroin (opiates)
Speed/uppers
(amphetamine,
methamphetamine)
Angel dust/PCP
Ecstasy
Benzodiazepine
Barbiturates
Methadone
Tricyclic antidepressants
Oxycodone

How soon after taking drug How long after taking drug will
will there be a positive drug there continue to be a positive
test?
drug test?
1 – 3 hours
1 – 7 days
2 – 6 hours
2 – 3 days
2 – 6 hours
1 – 3 days
4 – 6 hours

2 – 3 days

4 – 6 hours
2 – 7 hours
2 – 7 hours
2 – 4 hours
3 – 8 hours
8 – 12 hours
1 – 3 hours

7 – 14 days
2 – 4 days
1 – 4 days
1 – 3 weeks
1 – 3 days
2 – 7 days
1 – 2 days

SOURCE: http://www.fda.gov/MedicalDevices/ProductsandMedicalProcedures/InVitroDiagnostics/DrugsofAbuseTests/ucm125722.htm

EXAMPLES OF OPIOID METABOLISM
POPPY SEEDS

CODEINE

MORPHINE

6-MAM*
T½=25 – 30 Min

HYDROCODONE

HYDROMORPHONE

OXYCODONE

OXYMORPHONE

*6-MAM=6-Monoacetylmorphine

HEROIN
T½=3 – 5 Min

PAIN ASSESSMENT—The Chief Complaint
DESCRIPTION OF PAIN

Location

Intensity

Quality

Onset/
duration

Variations/
patterns/rhythms

WHAT RELIEVES THE PAIN?

What relieves the pain?

WHAT CAUSES OR INCREASES THE PAIN?
EFFECTS OF PAIN ON PHYSICAL, EMOTIONAL, AND PSYCHOSOCIAL FUNCTION
PATIENT’S CURRENT LEVEL OF PAIN AND FUNCTION
SOURCES: Heapy A, Kerns RD. Psychological and behavioral assessment. In: Raj's Practical Management of Pain. 4th ed. 2008:279-295;
Zacharoff KL, et al. Managing Chronic Pain with Opioids in Primary Care. 2nd ed. Newton, MA: Inflexion, Inc.;2010.

PAST MEDICAL AND TREATMENT HISTORY
NONPHARMACOLOGIC STRATEGIES AND EFFECTIVENESS

PHARMACOLOGIC STRATEGIES AND EFFECTIVENESS
RELEVANT ILLNESSES
PAST AND CURRENT OPIOID USE
•

Query your state’s Prescription Drug Monitoring Program (PDMP) to
confirm patient report

•

Contact past providers and obtain prior medical records

•

For opioids currently prescribed, note the opioid, dose, regimen, and
duration

•

Determine whether the patient is opioid-tolerant

GENERAL EFFECTIVENESS OF CURRENT PRESCRIPTIONS

OBTAIN A COMPLETE SOCIAL AND
PSYCHOLOGICAL HISTORY

SOCIAL HISTORY

Education, employment, cultural background, social network, relationship history, legal
history, and other behavioral patterns

PSYCHOLOGICAL HISTORY
Screen for:
• Mental health diagnoses, depression, anxiety, PTSD,
current treatments
• Alcohol, tobacco, and recreational drug use
• Legal marijuana use frequency
• History of adverse childhood experiences
• Family history of substance use disorder and
psychiatric disorders

PHYSICAL EXAM AND ASSESSMENT
Seek objective
data

General: vital signs,
appearance, and pain
behaviors

Neurologic exam

Conduct physical
exam and
evaluate for pain

Order diagnostic
tests (appropriate
to complaint)

Musculoskeletal
exam
• Inspection
• Gait and posture
• Range of motion
• Palpation
• Percussion
• Auscultation
• Provocative
maneuvers

Cutaneous or
trophic findings

SOURCES: Lalani I, Argoff CE. History and Physical Examination of the Pain Patient. In: Raj's Practical Management of Pain.
4th ed. 2008:177-188; Chou R, et al. J Pain. 2009;10:113-130.

HOW IS PAIN RESOLVED?

