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DISCLOSURES
• Scientific Advisor to Chrono Therapeutics (http://www.chronothera.com/)
• Unpaid board member of the Steve Rummler Hope Foundation, an
organization dedicated to response opioid prescribing and opioid overdose
rescue

OBJECTIVES

UPON COMPLETION OF THIS SESSION, PARTICIPANTS SHOULD BE BETTER ABLE TO:

• Describe the scope of the opioid epidemic, how this
impacts expectations in patients and management by
medical providers

• Discuss current options and emerging trends in responsible,
interdisciplinary pain management

PAIN IS RELEVANT TO EVERY PRACTICE
• > 100 million people
• #1 presenting complaint to health professionals
• Est. $560 - $635 Billion
• Roughly the cost of cancer, heart disease, and
diabetes…..combined!

Committee on Advancing Pain Research, Care, and Education, Institute of Medicine. "Summary." Relieving Pain in America: A Blueprint for Transforming Prevention, Care,
Education, and Research. Washington, DC: The National Academies Press, 2011.

Endorsed by 2 separate pain
societies in 1996 --Seemed
like a great idea…

Image Credits: www.spineuniverse.com, psychologyofpain.blogspot.com, pilothealthadvocates.com

RATE (PER 100,000) OF
UNINTENTIONAL DRUG
OVERDOSE DEATHS

National Vital Statistics System. Available at http://www.cdc.gov/nchs/nvss.htm

Source: National Vital Statistics System, Mortality file.

EVIDENCE

From: Association Between Opioid Prescribing Patterns and Opioid Overdose-Related Deaths
JAMA. 2011;305(13):1315-1321. doi:10.1001/jama.2011.370

Copyright © 2012 American Medical
Association. All rights reserved.

WHO IS AT RISK?
The most significant risk factors substance abuse are:

• Personal or family history of aberrant alcohol and drug-related
behaviors

• History of physical or sexual abuse
• Co-occurring psychiatric conditions

As a pain physican, I respect the dangers
of abuse, addiction and overdose…

• “A state of nociceptive sensitization caused by exposure to
opioids”

• Not yet fully understood, 5 proposed mechanisms
• All implicate neuroplastic changes in both the peripheral and
central nervous systems

…but it turns out that opioids
• Most widely accepted hypothesis involves the Central
aren’t
even
very good to manage pain!
Glutaminergic
System

FIG. 2
Opioid-induced Hyperalgesia: A
Qualitative Systematic Review
Angst, Martin S.; Clark, J David
Anesthesiology. 104(3):570-587,
March 2006.

Fig. 2. Neuroanatomical sites and
mechanisms implicated in the development
of opioid-induced hyperalgesia during
maintenance therapy and withdrawal. (1)
Sensitization of peripheral nerve endings.
(2) Enhanced descending facilitation of
nociceptive signal transmission. (3) Enhanced
production and release as well as
diminished reuptake of nociceptive
neurotransmitters. (4) Sensitization of
second-order neurons to nociceptive
neurotransmitters. Figure 2 does not
illustrate all potential mechanisms
underlying opioid-induced hyperalgesia, but
rather depicts those that have been more
commonly studied. DRG = dorsal root
ganglion; RVM = rostral ventral medulla.
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HOW HAVE WE RESPONDED?
• In response to recent CDC findings the government issued a plan which calls
for a multiagency, multispecialty approach with the goal of decreasing opioid
use in the United States
“Research and medicine have provided a vast array of medications to cure disease, ease suffering and pain,
improve the quality of life, and save lives. This is no more evident than in the field of pain management. However,
as with many new scientific discoveries and new uses for existing compounds, the potential for diversion, abuse,
morbidity, and mortality are significant. Prescription drug misuse and abuse is a major public health and public
safety crisis. As a Nation, we must take urgent action to ensure the appropriate balance between the benefits
these medications offer in improving lives and the risks they pose.”

• The CDC has also offered new opioid prescribing guidelines...
• This is presently quite controversial
• 12 guidelines
The White House. Epidemic: Responding to America’s Prescription Drug Abuse Crisis. http:..www.whitehouse.gov/sites/default/files/ondcp/issuescontent/prescription-drugs/rx_abuse_plan_0.pdf. Accessed October 21, 2012.

NEW CDC OPIOID PRESCRIBING GUIDELINE
“This guideline provides recommendations for primary care
providers who are prescribing opioids for chronic pain
outside of active cancer treatment, palliative care, and
end-of-life care. The guideline addresses:
1) when to initiate or continue opioids for chronic pain;
2) opioid selection, dosage, duration, follow-up, and
discontinuation;
3) assessing risk and addressing harms of opioid use.”

The entire guideline can be found here: http://jama.jamanetwork.com/article.aspx?articleid=2503508
Image: http://digitalliteracy.us/responsible-acceptable-use-guidelines/

NEW CDC OPIOID PRESCRIBING GUIDELINE
• Nonpharmacologic therapy and nonopioid pharmacologic therapy are preferred for chronic pain. Clinicians should consider opioid therapy only if expected benefits for both pain and function are

•

•
•
•

•

•

•

•

•
•
•

anticipated to outweigh risks to the patient. If opioids are used, they should be combined with nonpharmacologic therapy and nonopioid pharmacologic therapy, as appropriate. (Recommendation
category: A; evidence type: 3)
Before starting opioid therapy for chronic pain, clinicians should establish treatment goals with all patients, including realistic goals for pain and function, and consider how opioid therapy will be
discontinued if benefits do not outweigh risks. Clinicians should continue opioid therapy only if there is clinically meaningful improvement in pain and function that outweighs risks to patient safety.
(Recommendation category: A; evidence type: 4)
Before starting and periodically during opioid therapy, clinicians should discuss with patients known risks and realistic benefits of opioid therapy and patient and clinician responsibilities for
managing therapy. (Recommendation category: A; evidence type: 3)
When starting opioid therapy for chronic pain, clinicians should prescribe immediate-release opioids instead of extended-release/long-acting (ER/LA) opioids. (Recommendation category: A;
evidence type: 4)
When opioids are started, clinicians should prescribe the lowest effective dosage. Clinicians should use caution when prescribing opioids at any dosage, should carefully reassess evidence of
individual benefits and risks when considering increasing dosage to 50 morphine milligram equivalents (MME) or more per day, and should avoid increasing dosage to 90 MME or more per day or
carefully justify a decision to titrate dosage to 90 MME or more per day. (Recommendation category: A; evidence type: 3)
Long-term opioid use often begins with treatment of acute pain. When opioids are used for acute pain, clinicians should prescribe the lowest effective dose of immediate-release opioids and should
prescribe no greater quantity than needed for the expected duration of pain severe enough to require opioids. Three days or less will often be sufficient; more than 7 days will rarely be needed.
(Recommendation category: A; evidence type: 4)
Clinicians should evaluate benefits and harms with patients within 1 to 4 weeks of starting opioid therapy for chronic pain or of dose escalation. Clinicians should evaluate benefits and harms of
continued therapy with patients every 3 months or more frequently. If benefits do not outweigh harms of continued opioid therapy, clinicians should optimize other therapies and work with patients to
taper opioids to lower dosages or to taper and discontinue opioids. (Recommendation category: A; evidence type: 4)
Before starting and periodically during continuation of opioid therapy, clinicians should evaluate risk factors for opioid-related harms. Clinicians should incorporate into the management plan
strategies to mitigate risk, including considering offering naloxone when factors that increase risk for opioid overdose, such as history of overdose, history of substance use disorder, higher opioid
dosages (≥50 MME/d), or concurrent benzodiazepine use, are present. (Recommendation category: A; evidence type: 4)
Clinicians should review the patient’s history of controlled substance prescriptions using state prescription drug monitoring program (PDMP) data to determine whether the patient is receiving opioid
dosages or dangerous combinations that put him or her at high risk for overdose. Clinicians should review PDMP data when starting opioid therapy for chronic pain and periodically during opioid
therapy for chronic pain, ranging from every prescription to every 3 months. (Recommendation category: A; evidence type: 4)
When prescribing opioids for chronic pain, clinicians should use urine drug testing before starting opioid therapy and consider urine drug testing at least annually to assess for prescribed medications
as well as other controlled prescription drugs and illicit drugs. (Recommendation category: B; evidence type: 4)
Clinicians should avoid prescribing opioid pain medication and benzodiazepines concurrently whenever possible. (Recommendation category: A; evidence type: 3)
Clinicians should offer or arrange evidence-based treatment (usually medication-assisted treatment with buprenorphine or methadone in combination with behavioral therapies) for patients with
opioid use disorder. (Recommendation category: A; evidence type: 2)

NEW CDC GUIDELINES – SUMMARY
• Establish functional goals and employ non-pharmacologic treatment when possible
• Review risks with patients frequently, monitor for side effects check urine drug
screens and evaluate within 1 month of starting any opioids.

• Provide the lowest possible dose, stick to short acting medications; try to provide
less than 50 MEDs, definitely not more than 90 MEDs.

• Prescribe Naloxone and act quickly if you suspect opioid use disorder.
check a prescription monitoring report.

• Don’t mix opioids and benzodiazapines.
• Three day max prescription for injury or ‘flares’

Always
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DR. STILES’ PRINCIPLES WHEN USING OPIOIDS
• SET EXPECTATIONS from the outset
• Avoid long acting opioids for acute conditions
• Explain that opioid pain medications are to facilitate physical therapy, function,
and will not be continued for more than 3 months under any circumstance

• Don’t mix sedatives, or use concurrent ‘uppers and downers’
• Check prescription monitoring reports, urine drug screens and document like
crazy

THE BODY’S ALARM SYSTEM
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BREAKING
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THE BODY’S ALARM SYSTEM

INAPPROPRIATE
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PAIN MANAGEMENT IS A TEAM SPORT
Effective, safe and
sustainable pain
management

Integrative
Medicine

MULTIMODAL PHARMACOLOGY
• Treat pain at multiple
sites on pain pathway

• Improved pain control
• Opioid-sparing
• Decreased side effects

Image credit to: American Academy of Family Physicans - www.aafp.org/afp/2001/0515/p1979.html

MULTIMODAL PHARMACOLOGY
• Opioids
• Cyclooxygenase inhibitors
• NSAIDs
• Norepi modulators
• Alpha-2 agonists
• Membrane stabilizers
• Magnesium
• Topicals
• And more…
Image credit to: American Academy of Family Physicans - www.aafp.org/afp/2001/0515/p1979.html

DELIBERATE OTC DOSING
• If ibuprofen and acetaminophen
are alternated, the patient can
be taking an OTC analgesic
every 4 hours.

acetaminophen

ibuprofen

• 1g of acetaminophen q8
• 600-800 of ibuprofen q8

Every
4
hours

acetaminophen
TIP: Remember that acetaminophen is included in other medications

ibuprofen

PHARMACOLOGIC ALTERNATIVES TO CONSIDER
• Magnesium Supplementation
•
•

Mag Glycinate is the most bioavailable form; 400-600mg daily
Mechanism is somewhat unclear, but…

• Norepinephrine Modulators
•

Duloxetine (20-60mg daily) or TCAs seem to be most effective

• Gabapentin or Lyrica
•
•

Extrapolated from perioperative data
Side effects might be limiting

• Topical Compounded
•
•

Creams

Very low risk and limited side effects
Can administer otherwise unavailable medications

Lee, Cheol et al. “The Effects of Magnesium Sulfate Infiltration on Perioperative Opioid Consumption and Opioid-Induced Hyperalgesia in Patients Undergoing Robot-Assisted Laparoscopic Prostatectomy with RemifentanilBased Anesthesia.” Korean Journal of Anesthesiology 61.3 (2011): 244–250
Sun, Yong-Hai et al. “Synergistic Analgesia of Duloxetine and Celecoxib in the Mouse Formalin Test: A Combination Analysis.” Ed. Claudia Sommer. PLoS ONE 8.10 (2013): e76603.
Schmidt PC, et al. “Perioperative gabapentinoids: choice of agent, dose, timing, and effects on chronic postsurgical pain.” Anesthesiology. 2013 Nov;119(5):1215-21

INTERVENTIONS

• Must recognize pain procedures are only to facilitate
functional improvement

• Balance risk vs benefit

INTERVENTIONS
Decrease Bad
Stuff
• Steroid
Injections
• Radiofrequency
Neurotomy

Increase Good
Stuff
• “Prolotherapy”
• Stem Cell
Therapy

Other
• Neurostimulation
• Intrathecal Drug
Delivery

FUNCTIONAL THERAPY

• Rare promises:
• Lack of activity and exercise will make pain worse
• It will get worse before it gets better
• Physical therapy is not a place you go, or even a thing you do, it is
a lifestyle

FUNCTIONAL THERAPY

• Therapeutic Neuroscience Education
• Focus first on education
• Then on activity
• Then on re-engagement

BEHAVIORAL HEALTH
• Pain is a multi-system, multi-faceted experience

BEHAVIORAL HEALTH
• At the very least, this must be recognized
• Sometimes, it must be addressed professionally









Coping strategy development
Cognitive behavioral therapy
Education about pain
Pacing activity
Biofeedback
Group therapy
Anxiety management
Addressing abuse/trauma

ADDICTION MEDICINE
• At least for now, addiction management is wed to pain
management

• Addiction specialists critical….and rare
• Important to ensure we are NOT contributing to statistics

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6450a3.htm

INTEGRATIVE MEDICINE

PRINCIPLES TO GUIDE A TOUGH CONVERSATION

• Set expectations from the outset
• There will be bad days, and it will get worse before it
gets better

• Set clear relationship guidelines
• Pain is a normal part of life
• The goal of pain management is to restore function
• If there were any ‘quick fix,’ our country wouldn’t
spend $600 billion on pain

PRINCIPLES TO GUIDE A TOUGH CONVERSATION

• Do not ever hint pain is in their head
• By they time they get to you, they’ve heard this before
and it hurt

• Have a plan for when they ask, “why does it still hurt?”
or “where is the pain coming from?”

PRINCIPLES TO GUIDE A TOUGH CONVERSATION

• Partner with the patient
• This is a marathon, not a sprint
• Do not abandon the patient, this is what they fear
more than pain
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