
WELCOME

The Changing Landscape of Chronic Pain 

Management

May 2015



Historical Perspective:
Pain Management

Dale Bishop MD



Introduction

• Chronic pain affects approximately one of 

three in the US

• One of the most common reasons for 

patients to seek medical care. 

• Scientific understanding of pain relatively 

recent and developing 

• Pain management, including the appropriate 

use of opioids is also developing 



Pain Theory

• 1664-1965 Descartes, Schiff, Melzack and Wall

• 1975 International Association for the Study of Pain 
consensus definition: An unpleasant sensory and 
emotional experience associated with actual or 
potential tissue damage, or described in terms of such 
damage

• Pain is not only a physical phenomena But also 
biopsychosocial phenomenon
– Culture

– Nociceptive stimuli

– Environment

– Context



Opioids

• 19th century- First widespread 
pharmacologic use opium, morphine, 
codeine

– Tolerance

– Dependency

– Addiction

– Overdose

• Methadone synthesized 1947



WHO “Pain Ladder” 1986



Therapy Developments: 1990-
Current

• 1994, Medical Board of California policy statement: 

Prescribing Controlled Substances for Pain

• Under-treatment of pain noted in the late 1990s – early 

2000s 

• Providers encouraged to treat pain more aggressively 2000-

2010 (Joint Commission-Pain as the Fifth Vital Sign 2001)

• CME promoted use of extended release/long acting opiate 

pain relievers and methadone.

• 2000-2012 there has been a four-fold increase in opioid 

prescribing 



Emergence of Patient Safety 
Concerns 2000-2012

• Four-fold increase in unintentional opioid overdose deaths

• Five-fold increase in substance abuse treatment admissions for 

prescription opioid addiction nationwide.

• More die from opiate OD than from MVA

• 20% of patients with chronic non cancer pain taking narcotics are on 

high doses >100 mg. MS equivalent/day (MED)

• 2011 CDC declared prescription overdose a “nationwide epidemic” 

affecting general patient populations

• 2014, Medical Board revised guidelines and underscore “extraordinary 

complexity of treating pain”



Current Best Practice 
Development

• Consistent practice with clinical pathways and standard 

protocols

• Safe Prescribing and use of naloxone

• Behavioral/substance use disorder/physical health 

integration (multidisciplinary team)

• Complementary and Alternative Medicine (CAM) integration

• Access to medication assisted addiction therapy 

(Buprenorphine)



Alliance Approach

• Recognize that pain management is art as well as science

• Focus of today’s CME is on education and tools 

• Alliance aim is to support providers in safe prescribing

• January 2015, 532 members on 120+ opioids/day.

• One approach is to set standards and require PA for any high 

dose prescribed 

• Alliance approach to date has not been to require 

authorization based on dose alone 

• Want to hear from attendees whether standards would be 

helpful and other strategies the Alliance can adopt to 

promote safe prescribing in the community
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• International Association for the 
Study of Pain

• “an unpleasant sensory and 
emotional experience associated 
with actual or potential tissue 
damage , or described in terms of 
such damage”

DEFINITION OF PAIN



Chronic Pain may the result of a direct or indirect  
nerve injury  



20% of  Patients with Chronic Pain reported pain 
started  after surgery:  e.g. 3-9%  of patients 
develop chronic pelvic pain after 
hysterectomies >12% after inguinal hernia 
repair)6,7 

. Kjerulff K, Langenberg P, Rhodes J, et al. Effectiveness of hysterectomy. Obstet
Gynecol. 2000;95:319-326 

. Rauchwerger JJ, Giordano, J, Rozen D, Kent JL, Greenspan J, Closson CG, On 
the Therapeutic Viability of Peripheral Nerve Stimulation for Ilioinguinal
Neuralgia: Putative Mechanisms and Possible Utility Pain Practice 
Volume 8, Issue 2 , Pages138 - 143
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• Acute

• Usually self limited, short duration, obvious tissue damage, 
resolves with healing

• Causes decreased mobility which protects from further harm

• Chronic

• Pain that persists > 3-6 months

• Does not necessarily indicate tissue injury

• Decreased mobility does not protect and may lead to 
greater pain

CHRONIC VS ACUTE PAIN
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• Nociceptive pain is activated pain fibers due to 
tissue injury.  Nerve cells are firing 
appropriately (osteoarthritis, bunions)  Often 
described as aching, throbbing or sharp

• Neuropathic pain is pain due to injury to the 
nervous system itself.  Nerve cells are firing 
inappropriately (radiculopathies, post herpetic 
neuralgia, CRPS, Migraine) Often described as 
burning or electrical

NOCICEPTIVE VS NEUROPATHIC 
PAIN



Chronic pain affects about 100 million American adults—
more than the total affected by heart disease, cancer, and
diabetes combined. Pain also costs the nation up to $635 billion
each year in medical treatment and lost productivity.



NUMBER OF PATIENTS WITH CHRONIC PAIN CONTINUES TO 
INCREASE AS OUR POPULATION OVER THE AGE 65 INCREASE S 
AND REPRESENTS MORE THAN DIABETES, CAD, STROKE AND 
CANCER COMBINED.

Population over the age of 65 
based on U.S. Census estimates
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Many state 
guidelines for 
opioid prescribing 
strive to balance 
public safety with 
effective pain 
control. 



Ladder Approach to Continuum of Chronic 
Pain Therapies May Not Be In the Best 

Interest of the Patient



Ladder Approach to Continuum of Chronic 
Pain Therapies May Not Be In the Best 

Interest of the Patient

Time from Dx to Advanced 
Therapies Often Measured in 
Years .  



Ladder Approach to Continuum of Chronic 
Pain Therapies May Not Be In the Best 

Interest of the Patient

High Dose Opioids Often 
offered before Advanced 
Therapies  

Time from Dx to Advanced 
Therapies Often Measured in 
Years .  
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Pain Management  ≠  Pain Medication



Modes of
Therapy

PT Meds
Psych

Ψ

Invasive 
Procedures

Comp
Comp

TREATMENT APPROACHES TO 
CHRONIC PAIN



Appropriateness

Fiscal 
Neutrality

Effectiveness

Safety

S.A.F.E. Principles can be applied to generalized 
algorithms as well as individual patients

Krames,  Poree, , Deer,  & Levy, :  Implementing th e SAFE Principles for the Development 
of Pain Medicine Therapeutic Algorithms ; Neuromodu lation 2009 vol 12:2(p 104-113)



OUR GOAL FOR PATIENTS IS GREATER HEALTH, NOT JUST L ESS 
PAIN. WITH BETTER TOOLS MAYBE WE CAN ACHIEVE GREATE R 
SUCCESS BY SELECTING OUR TOOLS THAT BEST FIT OUR 
PATIENTS. 
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-Education: role of psychosocial stressors on pain

-Assessment for and treatment of co-morbid 

conditions: depression, anxiety

-Cognitive behavioral treatment to address: 

catastrophizing

passive attitude toward recovery (internal vs 
external locus of control)

-Individual, group or family therapy may be helpful

-Meditation, stress reduction, prayer, “self help” books 
and workbooks

PSYCHOLOGICAL MODALITIES
IT IS MUCH MORE IMPORTANT TO KNOW WHAT SORT OF A 
PATIENT HAS A DISEASE THAN WHAT SORT OF A DISEASE 
A PATIENT HAS. -WILLIAM OSLER 
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• Heat

• Ice

• TENS

• Physical therapy

• Exercises to improve strength, flexibility, 
endurance

• Postural training

• Education about ergonomics and biomechanics

• Exercise programs such as Tai Chi, yoga, pool 
exercise and core training

PHYSICAL MODALITIES
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• Acupuncture

• Biofeedback

• Hypnosis

• Mirror therapy

COMPLEMENTARY/ALTERNATIVE 
MODALITIES
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• Trigger point injections

• Joint injections

• Steroid injections

• Medial branch blocks/Radiofrequency neurotomy

• Neuromodulation

• Peripheral nerve stimulation

• Spinal cord stimulation

• Intrathecal drug delivery systems

• Surgery

INTERVENTIONAL MODALITIES
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• OTC medications

• Topical analgesics

• Muscle relaxants

• SNRIs, TCA

• Anti-seizure medications

• Opioids

PHARMACOTHERAPY
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• Side effects

• Opioid induced hyperalgesia

• Tolerance, dependence and addiction 

• Diversion

OPIOIDS: THE PROBLEMS
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• Side effects

• Opioid induced hyperalgesia

• Tolerance, dependence and addiction 

• Diversion

OPIOIDS: THE PROBLEMS



Ballantyne and Mao; N Engl
J Med
2003;349:1943-53
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• Side effects

• Opioid induced hyperalgesia

• Tolerance, dependence and addiction 

• Diversion

OPIOIDS: THE PROBLEMS



Emerging Data:
Higher doses of  
opioids
May lead to glial cell 
activation which 
releases 
inflammatory 
mediators to 
increase pain and 
reduce analgesia

YIN Lab Research (UC@Boulder)
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• Side effects

• Opioid induced hyperalgesia

• Tolerance, dependence and addiction

• Diversion

OPIOIDS: THE PROBLEMS
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• Tolerance:

• A state of adaptation in which exposure to a drug induces 
changes that result in diminution of drug effect over time.  

• Dependence

• A state of adaptation that is manifested by a withdrawal 
syndrome that is produced by abrupt cessation of the drug or 
rapid decrease of the drug

• Addiction

• A primary chronic neurobiologic disease with multiple factors 
influencing it’s development and manifested by behaviors 
including impaired control over drug use, craving and 
compulsive, continued use of the drug despite harm

OPIOID RELATED DEFINITIONS
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• Side effects

• Opioid induced hyperalgesia

• Tolerance, dependence and addiction 

• Diversion

OPIOIDS: THE PROBLEMS
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Rates* of opioid pain reliever (OPR) overdose death , OPR treatment 
admissions, and kilograms of OPR sold --- United Sta tes, 1999--2010



Case Study 1:  Accidental Overdose
19 y/o Freya Stephen died after taking 
methadone when she was already taking 
oxycontin.  The methadone was 
prescribed to her mother for pain so when 
Freya had persistent pain that was not 
managed by her oxycontin she took her 
mother’s methadone.

Denise Stephen, 
holds a photo of her 
daughter Freya . Photo 
by Peter McIntosh
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Bergman vs. Chin June-2001
Jury awards $1.5 million to family of 

patient with lung cancer who was  
denied opioids on his death bed 

AB 487, signed into law on October 4, 2001, requires 
most California-licensed physicians to take, as a one-
time requirement, 12 units of continuing medical 
education (CME) on "pain management" and "the 
appropriate care and treatment of the terminally ill



Opioid 
prescribers 

Non-
Opioid 
prescri

bers M.D.



Avoidance of opioid 
prescribing.  Protect 
self & society at all 
cost.   “I only 
prescribe opioids to 
dying cancer 
patients.”  Needs of 
patient are 
secondary

*Balanced 
opioid 
prescribing 
with 
implementat
ion of 
appropriate 
precautions

Opioid prescribing  
with focus on 
individual report of 
pain over social 
consequences.  
“There is no ceiling 
effect. Titrate to pain 
effect” 
~ Russell Portenoy

SAFE prescribing means balancing risks



In a 2012 Wall Street 
Journal Dr. Portenoy, 
proponent of titrate to 
effect and no ceiling 
effect,  admitted that he 
erred in overstating the 
benefits and diminishing 
the risks of opioid 
analgesics.



� Change in Drug Regulations
� Updated Medical Guidelines
� Compliance Medical Monitoring
� Updated Patient and Physician Education
� Pain Control and Opioid Addiction

2015 Strategy for combating increased 
opioid addiction, diversion and death 
and still maintain safe and appropriate 

treatment of patients with pain



� Change in Drug Regulations
� Updated Medical Guidelines
� Compliance Medical Monitoring
� Updated Patient and Physician Education
� Pain Control and Opioid Addiction

Strategy for combating increased 
opioid addiction, diversion and death 
and still maintain safe and appropriate 

treatment of patients with pain



WITH THE USA 
CONSUMING 99% OF 
THE WORLDS SUPPLY 
OF HYDROCODONE1, 
THE DEA 
RESCHEDULES 
HYDROCODONE 
PRODUCTS FROM 
SCHEDULE III TO 
SCHEDULE II2  GOAL 
OF DECREASED 
ACCESS WILL 
REDUCE DIVERSION 
OF HYDROCODONE
1. 2008 United Nations 

International                                                           
Narcotics Control Board 
Report

2.  Controlled Substance Act  
2014



2014 California  along with Washington, Rhode islan d, New Mexico, 
New York, and Vermont allow pharmacists to furnish naloxone, to 
patients or family members of patients at risk for overdose… ,, or 
ANYONE who requests the drug without a prescription.  Cali fornia 
Assembly Bill No. 1535. Goal to prevent death with early 
intervention in cases where opioid overdose is susp ected.



� Change in Drug Regulations
� Updated Medical Guidelines
� Opioid Risk Stratification
� Ongoing Opioid Patient 

Assessment
� Compliance Medical Monitoring
� Updated Patient and Physician 

Education
� Pain Control and Opioid Addiction

Strategy for combating increased 
opioid addiction, diversion and 

death and still maintain safe and 
appropriate treatment of patients 

with pain



� Complete H&P and medical necessity for use of 
opioids:

� Ψ evaluation: Opioid Risk Tool (ORT) 5 questions or 
Screener and Opioid Assessment for Patients with 
Pain-Revised (SOAPP-R) 24 questions

� Establish treatment goals

� Patient consent including overdose risk

� Pain management agreement when expected to need 
for > 3 months

� Initial and routine drug testing

� Controlled Substance Utilization Review and 
Evaluation System (C.U.R.E.S.) report

PATIENT EVALUATION & RISK 
STRATIFICATION



The 5 A’s for  Ongoing Opioid Patient 
Assessment

� Analgesia

� Adverse Reactions

� ADLs Improved

� Aberrant Behaviors

� Assessment 



� Change in Drug Regulations
� Updated Medical Guidelines
� Compliance Medical Monitoring
� Prescription Drug Monitoring 

Program
� Urine Drug Monitoring / Testing
� Pill counts
� Updated Patient and Physician 

Education
� Pain Control and Opioid Addiction

Strategy for combating increased 
opioid addiction, diversion and 

death and still maintain safe and 
appropriate treatment of patients 

with pain



Prescription Drug Monitoring Program Status 



Example of Prescription Drug 
Monitoring Report



Example of Prescription Drug 
Monitoring Report



Published by Washington 
State Agency Medical 
Directors’ Group, 2010 

Urine Drug Monitoring:
Interagency Guideline on Opioid Dosing for 

Chronic Non-cancer Pain (CNCP) 



Length of Time Drugs of Abuse Can Be 
Detected in Urine

Urine Drug Screening: Practical Guide for Clinician s Mayo Clin Proc. 
2008;83(1)66-76





Summary of Agents Contributing to Positive Results 
by Immunoassay

Urine Drug Screening: Practical Guide for Clinician s Mayo Clin Proc. 
2008;83(1)66-76



Quest Diagnostics



50 y/o woman prescribed escalating doses of opioids with clear reason given in 
notes. 

No mention of physical therapy or other non-opioid therapy.  
Patient is homeless with strong history of drug abuse.  
Multiple episodes of early refills for acute injury and stolen script  but no 
police report.   
Weekly cocaine use noted in chart. 
First urine tox test after drug related arrest 
Patient died in a hotel room 5 days after diagnosis of pneumonia and 
receiving amoxicillin and 448 tabs of 10 mg /tab of methadone, 180 tabs of  
hydrocodone 10mg/tab , and 90 tabs of  clonazapam 2 mg/tab (per 
Department of   Justice  Patient Activity Report).   This patient was clearly an 
active drug abuser of illicit substances and likely her prescribed medications.  
Medications may have contributed to her death.  

Case Study 2:  Opioid  Overdose 

**

**
*



DEPARTMENT OF JUSTICE - BUREAU OF NARCOTIC 
ENFORCEMENT CONTROLLED SUBSTANCE 
UTILIZATION REVIEW & EVALUATION SYSTEM
PATIENT/CLIENT ACTIVITY :

Date Filled Name

DO

B Address Drug Name Form Str Qty
PHY Name

PHY# & 

Name RX # Refill#

11/4/2009 CLONAZEPAM TAB 2 mg 50

COSTCO 

PHARMACY 0

11/4/2009 METHADONE HCL TAB 10 mg 238HORSNYDER 

PHARMACY

0

11/4/2009

APAP/HYDROCODONE 

BITARTRATE TAB

325mg-

10mg 150

HORSNYDER 

PHARMACY
0

11/18/2009

APAP/HYDROCODONE 

BITARTRATE TAB

325mg-

10mg 180

HORSNYDER 

PHARMACY
0

11/18/2009 METHADONE HCL TAB 10 mg 480

HORSNYDER 

PHARMACY
0

11/19/2009 CLONAZEPAM TAB 2 mg 90

COSTCO 

PHARMACY 0

12/16/2009 CLONAZEPAM TAB 2 mg 90

COSTCO 

PHARMACY 0

12/16/2009

APAP/HYDROCODONE 

BITARTRATE TAB

325mg-

10mg 180

HORSNYDER 

PHARMACY
0

12/16/2009 METHADONE HCL TAB 10 mg 448

HORSNYDER 

PHARMACY
0

12/21/2009Deceased



� Change in Drug Regulations
� Updated Medical Guidelines
� Compliance Medical Monitoring
� Updated Patient and Physician 

Education
� Variability in tolerance and 

toxicity
� Pain Control and Opioid Addiction

Strategy for combating increased 
opioid addiction, diversion and death 

and still maintain appropriate treatment 
of patients with chronic pain



T.I. = Therapeutic Index 
narrows at higher 

opioid doses

Dose 
Required

Time

T.I.

Analgesia

Side 
Effects

T.I.



* Be aware of age related issues e.g. opioid toleranc e 
is greater in younger patients,  thus use sparingly  in 

the young and cautiously in the elderly

Butin and Palmer ; Anes. Analgesia 
2005

<50

>65



Case Study 1 :  Accidental Overdose
19 y/o Freya Stephen died after taking methadone wh en 
she was already taking oxycontin.  The methadone wa s 
prescribed to her mother for pain so when Freya had  
persistent pain that was not managed by her oxycont in
she took her mother’s methadone.

Educational  Points: 
� Do not share medications
� Keep Medications secure
� Rate of tolerance is influenced by 

age 
� Tolerance to analgesia does not 

occur at same rate as tolerance to 
respiratory depression 
� Consider Naloxone in home 

w/opioids
� Discuss poor analgesia with pain 

doc.
� Urine checks to confirm no added 

drugs



� Change in Drug Regulations
� Updated Medical Guidelines
� Compliance Medical Monitoring
� Updated Patient and Physician 

Education
� Pain Control and Opioid Addiction

Strategy for combating increased 
opioid addiction, diversion and death 

and still maintain appropriate treatment 
of patients with chronic pain
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• Resolution of pain

• Intolerable side effects

• Failure to achieve treatment goals

• Evidence of inappropriate use or failure to 
comply with pain management agreement

• Evidence of diversion

DISCONTINUING OPIOID 
THERAPY
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• Most common combinations in drug 
overdose

• Vicodin, Soma, Xanax(trinity)

• Oxycontin, Soma, Xanax (holy trinity)

Avoid soma in combination with 
benzodiazepines and/or opioids 

DANGEROUS 
COMBINATIONS
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• Managing your chronic pain before it manages you by 
Margaret Caudill

• The pain survival guide by Dennis Turk and Winter Frits

• Mindfulness Meditation by Jon Kabat-Zinn

• A Mindfulness-based stress reduction workbook by Bob 
Stahl

• Take Charge of Your Chronic Pain by Peter Abaci

• Pain Wise by David Kloth and Andrea Trescot

• A Headache in the Pelvis by David Wise and Rodney 
Anderson

PATIENT RESOURCES



Modes of
Therapy

PT Meds Psych

Ψ

Invasive
Procedures

Comp

Comp

Incorporate other treatment modalities as a means t o 
provide balance to pain management and safe prescri bing 



Krames,  Poree, , Deer,  & Levy,:  Implementing the SAFE Principles for the Development of Pain 
Medicine Therapeutic Algorithms; Neuromodulation 2009  
Krames, et.al; Using the SAFE Principles When Evaluating Electrical Stimulation Therapies for the 
Pain of Failed Back Surgery Syndrome: Neuromodulation 2011; 14: 
Poree et al. SCS Treatment for CRPS should be considered earlier than later. Neuromodulation
2013

Clinical Decision Making For  High Risk or High Cos t 
Therapies Requires Balancing of all S.A.F.E. 

Principles.  

Appropriateness

Fiscal 

Neutrality

Effectiveness

Safety



“THE FIELD OF WESTERN MEDICINE HAS BECOME 
LITERALLY  NOTHING BUT MEDICINE. DOCTORS 
ARE ON THEIR WAY OUT, TO BE REPLACED BY 
SELF-SERVE PHARMACEUTICAL VENDING 
MACHINES.” ~ GREY LIVINGSTON 

By using S.A.F.E. Principals and balanced treatment  
plans we can and must avoid this prediction



MD

DEA and PI
Attorneys

Opioid
Tx

Safe Opioid Prescribing Requires Protection

Thank You for Your Attention
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Recognition and Management of 

Prescription Opioid Failure

William Morris, MD









Summary Process for Prescription 

Opioid Therapy

Decision Phase

Implementation

Phase

Goals met Goals not met

Outcome    

Phase



Survey results: What percentage of your 

chronic opioid patients are meeting their 

treatment goals?

%
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% of Time COT goals met



“No study of opioid therapy versus placebo or 
no opioid therapy evaluated long-term (>1 
year) outcomes related to pain, function, or 
quality of life.”

National Institutes of Health 
Pathways to Prevention Workshop:

The Role of Opioids in the treatment of 
Chronic Pain. September 29-30, 2014

DRAFT EXECUTIVE SUMMARY, pg 26



“Although there is evidence for significant pain 

relief in the short term (average duration of 

trials 5 weeks range 1-16 wks) there is no 

substantial evidence for maintenance of pain 

relief over longer periods of time, or significant 

evidence for improved physical function” 

Franklin, GM. Opioids for Chronic Noncancer Pain:  A 

position paper of the American Academy of Neurology 

Neurology.2014;83:1277-84 (pg 1278)



Opioids for Chronic Noncancer Pain

Opioids for Chronic Noncancer Pain:  A position paper of the
American Academy of Neurology. 2014



Opioid Efficacy in Chronic Pain: 

Summation of Evidence
• Observational data and RCTs

– Modest efficacy (20-30% reduction), usually with lower doses

– Limited functional data available

– Duration: Observational studies majority <2 yrs, RCTs <4 months

– Up to 60 -70% drop out due to adverse effects or lack of analgesia

• Epidemiologic data
– Reduction in population pain prevalence not evident

– Function appears to be worse in those on chronic opioids

Ballantyne JC, Mao J. NEJM. 2003                     Martell BA, et al. Ann Intern Med. 2007

Kelso, et al. Pain. 2004                                         Noble, et al. J Pain Symptom Manage. 2008 

Eisenberg E, et al. JAMA. 2005                           Sjogren P, et al Clin J Pain. 2010 

Eriksen J, et al. Pain. 2006                                   Cochrane Database Systemic  Rev. 2010 

Furlan, et al. CMAJ. 2006                                    Manchikanti L, et al. Pain Physician. 2011

Gomes T, et al JAMA Int Med. 2013



“…our review addresses specific questions about 

dose and toxicity in light of recent studies that 

suggest a need to modify current practices in 

the use of opioid therapy for chronic pain.”

“…prolonged, high-dose opioid therapy may be 

neither safe or effective.”

- Ballantyne JC, Mao J. Medical Progress: Opioid Therapy for 

Chronic Pain. NEJM. 2003; 349(20): 1943-1953.

Have we been paying attention?



“Patients, providers, and advocates all agree there is a 

subset of patients for whom opioids are an effective 

treatment method for their chronic pain, and 

limiting or denying access to opioids for these 

patients can be harmful.”

NIH - Pathways to Prevention Workshop:
The Role of Opioids in the treatment of Chronic Pain, 
September, 2014. (pg 9)

However…



The Challenge of Chronic Opioid 

Therapy

• GIVEN:

– Chronic opioid therapy may benefit some patients 

with chronic pain.  

– The risks of chronic opioid therapy appears to 

outweigh the benefits in a large proportion of patients 

• HOW CAN WE:

– safely utilize chronic opioid therapy for patients in 

chronic pain for whom opioids remain effective.

– Recognize and manage those patients for whom 

chronic opioid therapy has failed 

91



Chronic Opioid Therapy 

Observed Outcomes:  0-3 Months

Discontinue opioids
due to side effects

Discontinue opioids
due to lack of efficacy

Start chronic opioid therapy 

Remain on opioids > 3 months
(30 - 40%?)

60 - 70%



Chronic Opioid Therapy 

Observed Outcomes:  >3 Months

Meeting goals and stable.

Not meeting goals (analgesia and function) 
and not stable

Meeting goals, but not stable



Outcomes Phase –

When Goals are Met:

• Monthly med renewal visits

– Document pain score and side effects

– Treat side effects

– Urine tox screen, random and if indicated, 

• Comprehensive Reassessment visits Q 3-6 months – ARE 
GOALS IN AGREEMENT BEING MET?

• The “4 A’s”

– Analgesia?

– Activity?

– Acceptable SE profile?

– Aberrant behaviors?

• “collateral” information important to gather



Graded Chronic Pain Scale

• “In the last month, how would you rate your 

pain?  Use a scale from 0-10, where 0 is no 

pain and 10 is pain as bad as could be (that is, 

your usual pain at times you were in pain)”

• “in the last month, how much has pain 

interfered with your daily activities? Use a 

scale from 0-10, where 0 is no interference 

and 10 is unable to carry on any activity”



Aberrant Opioid-Related Behaviors

• Examples:

– Noncompliance

– Lost prescriptions

– Early refills

– ED, urgent care visits for meds

– Seeking euphoria

– Medical “coping”

– Monopolization of visits



Aberrant Opioid-Related Behavior 

Survey Tools

• Addiction Behaviors Checklist                            
Wu, et al. J. Pain Symp Manage. 2008;32(4):342-51.

– Clinician considers presence of behaviors since last visit and within 

current visit  

– e.g. ran out of meds early?  Reports worsening relationship with 

family?

• Current Opioid Misuse Measure                  
Butler, et al. Pain. 2007;130:144-56.

– 17 questions asked of patient with 0-4 response



Chronic Opioid Therapy 

Observed Outcomes:  >3 Months

Meeting goals and stable.

Not meeting goals (analgesia and function) 
and not stable

Meeting goals, but not stable



Opioids Fail

99

OPIOID FAILURE – proposed definition:

Taking greater than 120mg MED for
greater than 3 months duration with

Pain scores consistently > 5/10 and/or
Intolerable/dangerous adverse SEs and/or
Aberrant behaviors/addiction



Opioid Failure

Excessive 

side effects

- GI

- respiratory

- cognitive

- other

Ineffective

analgesia

- tolerance

- opioid resistant

pain

- opioid induced 

hyperalgesia

- opioid induced

toxicity

Aberrant opioid-

related behaviors

- non-addiction

- addiction

- Med coping

Ineffective 

dosage

- inadequate 

titration

- Dz progression

Opioid Failure - assessment of etiology



The Effectiveness and Risks of Long-Term Opioid 

Therapy for Chronic Pain: A Systematic Review 

for a NIH Pathways to Prevention Workshop.  

Ann Int Med. 162(4) 2015.

• Overdose

• Abuse and addiction

• Fractures

• Myocardial infarction

• Motor vehicle accidents

• No study evaluated risk for falls, infections, 

psychological, cognitive, or GI harms



Opioid Failure

Excessive 

side effects

- GI

- respiratory

- cognitive

- other

Ineffective

analgesia

- tolerance

- opioid resistant

pain

- opioid induced 
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toxicity

Aberrant opioid-

related behaviors

- non-addiction

- addiction

- Med coping

Ineffective 

dosage

- inadequate 

titration

- Dz progression

Opioid Failure - assessment of etiology



“Confusing Panopoly of Terms and 

Definitions”

• Addiction

• Habituation

• Dependence

• Substance abuse

• Substance dependence

• Substance misuse

• Physical dependence

• Psychological dependence

• Opioid use disorder



Evolution of Terminology

• Liaison Committee on Pain and Addiction (LCPA)

– American Pain Society

– American Academy of Pain Medicine

– American Society of Addiction Medicine

– 1991-2001 created consensus definitions



LCPA Consensus Definitions

• “Addiction” favored over “dependence”

• Clear separation of concepts of physical 

dependence, tolerance, and addiction

• Addiction as a chronic disease

• Utility of distinguishing addiction from other 

forms of aberrant drug behavior



Tolerance

• “a state of adaptation in which exposure to a 

drug induces changes that result in a 

diminution of one or more of the drug’s 

effects over time”



Physical Dependence

• “a state of adaptation that is manifested by a 

drug class specific withdrawal syndrome that 

can be produced by abrupt cessation, rapid 

dose reduction, decreasing blood level of the 

drug, and/or administration of an antagonist.”



Addiction

• “a primary, chronic, neurobiologic disease, 

with genetic, psychosocial, and environmental 

factors influencing its development and 

manifestations.  It is characterized by 

behaviors that include one or more of the 

following:  impaired control over drug use, 

compulsive use, continued use despite harm, 

and craving” 
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DSM-V

• Combined categories of substance abuse and 

substance dependence into a single category: 

“Substance Use Disorder” measured from 

mild to severe.

• Each substance is addressed as a separate use 

disorder, but all are based on the same 

overarching criteria



DSM-V 

Opioid Use Disorder Criteria
A problematic pattern of opioid use leading to clinically significant impairment or 
distress, as manifested by at least two of the following, occurring within a 12-month 
period:
1. Opioids are often taken in larger amounts or over a longer period than was 
intended.
2. There is a persistent desire or unsuccessful efforts to cut down or control opioid 
use.
3. A great deal of time is spent in activities necessary to obtain the opioid, use the 
opioid, or recover from its effects.
4. Craving, or a strong desire or urge to use opioids.
5. Recurrent opioid use resulting in a failure to fulfill major role obligations at work, 
school, or home.
6. Continued opioid use despite having persistent or recurrent social or 
interpersonal problems caused or exacerbated by the effects of opioids.
7. Important social, occupational, or recreational activities are given up or reduced 
because of opioid use.



DSM-V 

Opioid Use Disorder Criteria (cont.)
8. Recurrent opioid use in situations in which it is physically hazardous.
9. 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.
10. Tolerance, as defined by either of the following:

a. A need for markedly increased amounts of opioids to achieve 
intoxication or desired effect.
b. A markedly diminished effect with continued use of the same amount of 
an opioid.
Note: This criterion is not considered to be met fo r those taking 
opioids solely under appropriate medical supervisio n.

11. Withdrawal, as manifested by either of the following:
a. The characteristic opioid withdrawal syndrome (refer to Criteria A and B 
of the criteria set for opioid withdrawal).
b. Opioids (or a closely related substance) are taken to relieve or avoid 
withdrawal symptoms.



DSM-V 

Opioid Use Disorder Criteria (cont.)

Mild = 2-3 symptoms
Moderate = 4-5 symptom
Severe = 6 or more

- Diagnostic criteria perform equally well across 
race/ethnicity groups
- Individuals from economically deprived areas 

overrepresented
- Most prevalent in white middle-class, especially 

females



Chronic Pain Population

on Opioids 

Aberrant Opioid-Related 

Behaviors 

Addiction

30 - 40%

2-5%



Why do Patients Stay on COT if Rx 

Goals are not Being Met?

• Because doctors keep prescribing

• Aberrant behaviors

• Addiction

• “Total pain” :  physical, psychological, social, 
emotional, and spiritual elements
– “Terribly Sad Life Syndrome”

Ballantyne JC, Sullivan MD. What are we Treating with Long-term 
Opioid Therapy?” Arch Int Med. 2012: 172(5); 433-4.

– MLS = “Messed up Life Syndrome” 
Jim Kohut MD, PAMF Neurosurgeon



Observations re:  Chronic Opioid 

Therapy Management Errors

• Assuming opioids = only way to Rx severe pain

• Multiple opioids of same type (ER, IR)

• High doses without pain specialist input

• Continued dose escalation despite lack of 
significant improvement (analgesia/function) 
and/or low functional status (reported by sig 
others, not patient)

• Absence of weighing benefit against risk

• Assuming aberrant behaviors = addiction

• Missed (or buried) Hx of abuse, addiction, Psych



Identifying Clinical Risk of Opioid Use

|     © 2011 Kaiser Foundation Health Plan, Inc. 

For internal use only.
June 1, 2015

Abuse and 

Diversion

Early refills

Lost or stolen 

medications

Escalating 

dose requests

Emergency 

Room Visits

Hx of 

substance 

Abuse

Medical Risks

Endocrine 

Sleep apnea

EKG changes

Polypharmacy

Psychological 

Risks

Depression

Relationship 

Issues

Cognitive 

decline

Functional 

Issues

Disability

Inability to 

manage co-

morbidities

Falls

MVA

Andrea Rubinstein, MD  The Permanente Medical Group, Santa Rosa



Opioid Failure - Management

How we often respond: 

• Increase opioid dose

• Restrict opioids

• Moral judgment :  patients 

labeled as “bad”

• Discharge patient

• Fear of weaning

How we should respond:

• Recognize when opioids have 
failed  - weigh RISK vs BENEFIT

• Carefully assess reason for opioid 
failure

• Explore possible underlying 
drivers for “Total Life Pain”

• Communicate compassionately to 
patients 

• Non-judgmental: opioids have 
failed, not the patient

• Non-abandonment

• Firm but supportive weaning

• Buprenorphine option 



Having the Conversation

• Clearly lay out my concerns –

– first focus on lack of analgesia and side effect 

– Discuss known adverse effects of opioid therapy 

– specific examples of aberrant opioid-related behaviors (if 
present)

• Present your assessment that risk of harm is greater 
than benefit

– If I have relationship with patient, I focus on my wanting 
the best for them

– If first visit, I focus on my ethical obligation to “do no 
harm”

• Refer back to opioid agreement if you have one



Patient Education

• Importance of pain to survival

• We can block pain short term, but long term…?

• Body does end around on opioid pain blockade

• Opioids less effective, sincere efforts to provide relief 

by increasing dose leads to worse side effects

• Actually increase pain? (OIH)

• Tell  stories about patients whose pain decreased 

when they got off of opioids:  doesn’t always 

happen, but function always improves!

• Acknowledge that weaning is scary, reassure won’t 

be abandoned



Having the Conversation (cont.)

• “It doesn’t make sense to keep doing something 
that is more likely to harm you than help you, 
does it?”

• I acknowledge that this is not an easy problem to 
deal with

• Don’t back them into a corner - I remind them;

– My diagnosis could be wrong

– I would not be offended if you transferred care to 

another physician

– I will not abandon you



“ An important barrier preventing clinicians from 

discontinuing opioids is the lack of knowledge, 

confidence, and skill in how to taper opioids 

safely in patients who are physically dependent “

Alford, DP. JAMA. 2013 Oct 2; 310(13): 1351-2.
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Rules of Thumb for Tapering
Andrea Rubinstein, MD

Kaiser Permanente, Santa Rosa

1. The longer on opioids the slower you go

2. Most patients tolerate 10% reductions

3. Virtually no one tolerates 25% reductions well

4. Going slowly is better than stopping or giving up

5. Written taper plan is helpful

(http://hrsa.dshs.wa.gov/pharmacy/pdf/TaperSchedule. xlsx). 



Taper Observations

• Most patients choose a slow taper

– Wade into cold mountain lake or jump?

– What does our experience with quitting smoking 

teach us?

• Backslides

• The longer on, the harder to get off - “Lost 

generation?”

• Take care to preserve therapeutic relationship

– “right to pain control”, threats to report, SI

• Role for experienced psychological counselors



Taper Observations (cont.)

• Abstinence syndrome: nausea, diarrhea, 

myalgias, myoclonus, sweats 

– Clonidine 0.1-0.2mg po Q 6 hrs prn, monitoring 

for hypotension

– Anti-depressants for irritability/mood

– Gabapentin for neuropathic pain symptoms

– Avoid benzodiazepines

– Sometimes you need a transition medication 

(buprenorphine) “nicotine patch of COT”



Buprenorphine
Partial mu receptor agonist, kappa and delta antagonist

Subutex/Suboxone  (+naloxone):

Sublingual tabs (2, 8 mg) and film (2,4,8,12 mg)

SL buprenorphine is 80x more potent mg for mg 
than po morphine:

[2mg SL tab = 160 mg po morphine]

Need special training (8hrs on line possible) to 
prescribe:  pharmacology and induction process



Discontinuation of Chronic Opioid 

Therapy – What Happens?

Rome JD et al. Mayo Clinic (2008) 

Hooten WM, et al. Pain Med. (2007) 

Crisostomo RA, et al. Am J Phys Med Rehabil. (2008) 

Townsend CO, et al. Pain. (2008) 

Murphy JL, et al. Clin J Pain. (2013)



Discontinuation of Opioid 

Medications – What Happens? (cont.)

• These studies include approx 2,000 pts with 

chronic pain, Rx’d with and without opioids. 

• 3 wk multidisciplinary programs, outpt, CBT 

approach with emphasis on weaning of 

opioids in patients using them.

• All studies report significant improvement in 

physical and social function in pts weaned 

from opioids; = or > than pts not on opioids.
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Conveying 
Empathy in 

Chronic Pain 
Care

Jennifer Hastings, MD
Elizabeth Morrison LCSW, MAC 



The provider pain of Chronic Pain: 
Unsatisfying, difficult, and adversarial interactio ns



Troubled Relationships……



Difficulties for the Whole Clinic:

� Receptionists

� MAs

� Nurses

� Call Center

� QI/admin

� Other prescribers



Evidenced-Based Communication: 
Clinical Empathy

� Internal feeling vs. what is conveyed

� Patient perceived empathy

� Clinical/technical skill that can be taught, 
enhanced, practiced, measured and 
evaluated



Evidenced-Based 
Communication

Successfully Conveying Empathy results in:

� Increase provider satisfaction

� Increased patient satisfaction

� Improved patient adherence

� Improved patient outcomes

� Lowered complaints and litigation



What is successful empathy 
conveyance?

� Open Ended Questions “What are your 
thoughts about X?”

� Reflective Listening “ I hear your concerns 
about tapering the medication”

� Empathic tone and body language

� Affirming strengths “ I can hear how 
important it is to you to care for your kids”

� Normalizing  “I/Anyone would feel the same 
way”

� Acknowledging feelings “I hear your 
frustrations/fears/sadness”



Super sonic skilled empathy: 
Limits, Boundaries, Disagreements

� Getting on the same team “I know this 
change in treatment is going to be tough, I 
think we can handle it together”

� Apologies “I wish I could, I am so sorry I 
can’t….’

� Skilled agreement “Yes, I hear you, its not fair 
that your last doctor prescribed this, and we 
won’t be able to continue it”

� Ending the conversation “I apologize, I’m 
going to have to end the conversation now”

� Attending to the relationship “I imagine you 
must feel some anger/distrust toward me”



Danger Zone Ahead….

� Over Explaining….

� Using the word ‘but’…

� Not being clear about the decision

� Judgment

� Questioning the pain

� Using the phrase ‘At least….’



Whole team 
communication/empathy skills:

� ‘Front loading’ empathy: Reception and call 
center

� MA and nurses: Empathic boundaries

� Behavioral Health as lead in most difficult 
conversations

� Hiring for those with excellent people skills

� Customer service/communication training 
and evaluation for all staff





Resources

� Motivational Interviewing in HealthCare

(Miller and Rollnick)

� Clinician-Patient Communication workshops

� Motivational Interviewing workshops

� Empathy training courses for providers
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Pain Management 
Toolkit

Julio Porro, MD
May  2015
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Risk Assessment Tools

�Opiate Risk Tool (ORT)

�Screener and Opioid Assessment for Patients 

with Pain- Revised (SOAPP-R)

�Diagnosis, Intractability, Risk, Efficacy (DIRE)



Opiate Risk Tool 

• Assesses risk of opioid addiction

• Prior to opioid therapy

• Simple < 5 minutes to complete (recommended)

• 5 Question Assessment; Gender-specific

• Scoring Risk: Predicts Aberrant Behavior

Low:                    6% 

Medium Risk:  28% 

High Risk:        91% 

Webster LR, Webster RM. Predicting aberrant behaviors in opioid-treated patients: preliminary validation 
of the opioid risk tool. Pain Med. 2005;6(6):432-442.



Opiate Risk Tool



SOAPP-R

• Screener and Opioid Assessment for Patients 
with Pain-Revised

• 24 items, 5 point scale, < 10 minutes to complete

Low Risk: <9

Medium Risk: 10-21

High Risk: 22 and greater



SOAPP-R



SOAPP-R (continued)



DIRE

Diagnosis, Intractability, Risk, Efficacy 
(DIRE) tool

- 7 items; < 2minutes to administer and score

- Scores: 
7-13: Not a suitable candidate for long-term opioid analgesia

14-21: May be a candidate for long-term opioid analgesia

- Pdf available online

- iPhone app



DIRE



Monitoring Tools

�Pain Assessment and Documentation Tool 

(PADT)

�Current Opioid Misuse Measure (COMM)



PADT

“Pain Assessment and Documentation Tool”

�Designed as a two-sided chart note

�41 item tool

�Assesses 4 domains:

– Pain relief

– Patient Functioning

– Adverse Effects

– Drug-related Behaviors 



PADT



PADT (cont)



COMM

Current Opioid Misuse Measure
- Patient self-assessment form

- 17 items, < 10 minutes

- Simple to score

- 9 or higher is considered positive = Current misuse of 
opioids

- Sensitive test: will identify some patients that are not 
really abusing/misusing opioid meds (false positives)



COMM



COMM (cont)



COMM (cont)



Other General Assessment Tools

• PHQ-9: Depression Screening

• ABC: Addictive Behavior Checklist

• CAGE Questionnaire: Alcohol-related

• QOL: Quality of Life (AQoL, WHOQOL)

• WA State Tapering Plan



Washington State Tapering Plan



Best Practice Guidelines

�Patient Centered Medical Home

� Integrated Behavioral Health Care

� Skilled Compassionate Care

� Opioid Trial

� Medication Management Agreement

� Urine Toxicology Screening

� Prescription Monitoring Programs (PMP e.g. CURES)

�Risk Assessment Tools

� Opiate Risk Tool (ORT)

� Screener and Opioid Assessment for Patients with Pain (SOAPP)

� Diagnosis, Intractability, Risk, Efficacy (DIRE)



Best Practice Guidelines

�Monitoring Tools

�Pain Assessment and Documentation Tool (PADT)

�Current Opioid Misuse Measure (COMM)

� Other Tools: PHQ-9, CAGE, ABC, QOL

�WA State Tapering Tool (search engine): excel

� Provider Education

�Project ECHO

� Community Alignment

�Prescribe Safe Monterey/Santa Cruz

From Chronic Pain Perspectives. 2013;62(3):S2-S7. Jennifer Sharpe Potter, PhD, MPH, and Elise N. Marino, BA, Department of Psychiatry, 
The University of Texas Health Science Center at San Antonio American Academy of Pain Medicine    

http://www.painmed.org/sopresources/clinicaltools/tools-forms



Questions
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