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Pain and Addiction: Role of Opioids

Scope of the Talk

ÅAcute and chronic pain

ÅThe clinicianôs dilemma: pain and addiction

ÅAssessing risks

ÅAdequate pain relief

ÅOpioids in chronic pain

ÅManaging chronic pain: other measures

ÅWhat if addiction occurs

ÅDocumentation



Pain: ñDefine yourself, then 

we shall converseò--Voltaire

ÅPain: An unpleasant sensoryand emotional 
experiencearising from the actual or potential 
tissue damage or described in terms of such 
damage. 

ÅIt is always subjective. Each individual learns the 
application of the word through experiences
related to injury in early life.ðIASP

IASP = International Association for the Study

Early life -- historical Experience--learned

Subjective--private            Individual--unique



Acute vs Chronic Pain: 

Acute Pain

ÅPhysiological; protective

ÅCauses external; obvious

ÅTissue damage; resolution 
expected within days/wks

ÅMeds/big role vs self 

ÅSymptom of illness

ÅKey issue: what pain?

ÅThe devil outside

Chronic Pain

ÅPathological; non-protective

ÅCauses internal; obscured

ÅCNS changes; resolution 
depends on mastery/control

ÅMeds/limited role vs self

ÅDisease & way of life 

ÅKey issue: what patient?

ÅThe demon within

The Acute pain patient is afflicted; the chronic patient is 

transformed.  Chronic pain sufferer suffers for nothing



Chronic Pain: Risk Factors
ÅPopulation level: 

ïold age; female gender; low socio-economic class, cultural back 
ground; life style; employment; hx of pain  

ÅBiological: 

ïNeural/pain threshold; endocrine/stress response, HPA axis, neuro-
peptides; genetics

ÅPain else where: 

ïType/ post-op, post-trauma, post-herpes; surgery/ nerve injury; 
radiation, chemo; prolong pain before surgery; inadequate analgesia

ÅDisability : 

ïcompensation, psychiatric co-morbidity

ÅPatient attitude and belief

ÅFact of pain becoming chronic



Opioids for Chronic Pain: 

The  Clinicianôs Dilemma

ñWhat God hath joined together, can man put asunder?ò

Separating analgesia from hyperalgesia and reward:

Substance p antagonists? 

Canabinoid antagonists?

Glial cell inhibitors?

prevent development of 

hyperalgesia and tolerance, 

but preserve analgesia



Opioids for Chronic Pain: 

The  Two Faces of Janus

What to do in the meantime?

Are opioids effective?

What risk addiction?
ÅRelieves pain

ÅRelieves suffering

ÅRelieves misery

ÅMakes you feel better 

ÅMakes you feel good

ÅMakes you ñhighò

http://en.wikipedia.org/wiki/Image:Janus-Vatican.JPG


Diagnosing Addiction
Opioid-maintained Pain Patients

ÅNo validated diagnostic criteria for addiction in 

pain patients; only ñat riskò behaviors: 

ïControl

ïCompulsive use

ïContinue use despite harm

ïCraving

ÅIdentifying ñat riskò patients:
ïHistory

ïScreening instruments 

ïBehavioral checklists

ïTherapeutic maneuver



History and Screening

ÅPredictive factors; as non-pain patients

ïPersonal or family history of drug abuse

ïCurrent addiction to alcohol or cigarettes

ïHistory of problems with prescriptions

ïCo-morbid psychiatric disorders

ÅScreening instruments: SOAPP, ORT, SISAP

ïScreened for non-compliant opioid use risks 2-4

ïDetermine patient monitoring during opioid therapy 4

ÅHigh risk of abuse scores arenôt reasons to deny pain relief 4



Opioid Risk Tool (ORT)

Mark each box that applies: Female    Male       

1. Family history of substance abuse

Alcohol 1          3

Illegal drugs 2          3

Prescription drugs 4          4

2. Personal history of substance abuse

Alcohol 3          3

Illegal drugs 4          4

Prescription drugs 5          5

3. Age (mark box if between 16-45 years) 1          1

4. History of preadolescent sexual abuse 3          0

5. Psychological disease

ADO, OCD, bipolar, schizophrenia 2          2

Depression 1          1

Scoring totals: 

Scoring

Å0-3: low risk (6%)

Å4-7: moderate risk (28%)

Å> 8: high risk (> 90%)

Administration

ÅOn initial visit

ÅPrior to opioid therapy

Webster, et al. Pain Med. 2005;6:432.

Screener and Opioid 

Assessment for Patients 

in Pain (SOAPP)

14-item, self-administered 

form, capturing the primary 

determinants of aberrant 

drug-related behavior
Validated over a 6-month period 

in 175 chronic pain patients

Adequate sensitivity and 

selectivity

May not be representative of all 

patient groups

ÅA score of Ó 7 identifies 

91% of patients who are 

high risk
Butler, et al. Pain. 2004;112:65.



Aberrant Drug -Taking Behaviors

Probably more predictive

ÅSelling prescription drugs

ÅPrescription forgery

ÅStealing or borrowing another 

patientôs drugs

ÅInjecting oral formulation

ÅObtaining prescription drugs 

from non-medical sources

ÅConcurrent abuse of related 

illicit drugs

ÅMultiple unsanctioned dose ŷ s

ÅRecurrent prescription losses

Probably less predictive

ÅAggressive complaining about 

need for higher dose

ÅDrug hoarding during periods 

of reduced symptoms

ÅRequesting specific drugs

ÅAcquisition of similar drugs 

from other medical sources

ÅUnsanctioned dose escalation 

1 ï2 times

ÅUnapproved use of the drug to 

treat another symptom

ÅReporting psychic effects not 

intended by the clinicianPassik and Portenoy, 1998



Aberrant Behaviors in Cancer 

and AIDS Patients

Aberrant Behaviors in Cancer and AIDS: 

SUD a Risk Factor?
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Higher prevalence of SUD among pts on opioids for 

chronic pain than general population 

(8.1 % current users)
Katz N et al, Clin J Pain, 2002



Therapeutic Maneuver: Is the 

Pain Patient Addicted?

Drug-seeking or increased requests for pain medication

Detailed pain work-up
ąPathology / pain of new source

No new pain pathology

ąOpioid dose

Improved functioning

Absence of toxicity

Pseudoaddiction
Therapeutic

dependence

Unimproved functioning

Presence of toxicity

Addictive disease



Meaningful Pain Reduction 

& Acceptable Side Effects

ÅVAS / Numeric scale 0 ï10: (4 ï6 = mod pain; 7 ï10 = severe pain)

ÅModerate pain (mean = 6): Meaningful reduction = 2.4 (40 %)

ïVery much better = 3.5 (45%)

ÅSevere pain (mean = 8): Meaningful reduction = 4.0 (50 %)

ïVery much better = 5.2 (56 %)

M. Soledad Cepeda et al.Proc 10th World Cong on Pain Vol 24; 

pp. 601-609 IASP press 2003



Meaningful Functional 

Improvement: My Favorites

ÅPatient perspective of ñimprovementò

ïUsed to do, canôt do now, would like to do again

ïCould be physical, social, recreational

ïWith friends, family, church

ÅAchievable, enjoyable and meaningful

ïHobbies

ïVolunteer work



Pharmacologic Management of 

Neuropathic Pain: Evidence-based 

Recommendations
ÅFirst -line medication:
ïTCAôs :nortriptyline, amitriptyline

ïSSNRIôs: duloxetine, venlafaxine

ïCalcium channel a2-d ligands:Gabapentin, pregabalin

ïTopical lidocaine

ÅSecond-line may be used as first-line:
ïOpioids

ïTramadol

ÅGen. third-line:
ïAnticonvulsants: carbamazepine,lamotrigine,oxcarbazepine

ïAntidepressants

ïMexiletine, NMDA antagonists, topical capsacin
Robert H. Dworkin et al: Pain  132 (2007)237-251



Opioids for CNMP: How Effective?5ï8

ÅEffective, especially strong 

opioids

ÅMeaningful pain Ź(1/3)

ÅAcceptable side effects 

ÅImproved function & QOL

ÅMost data short term (< 3 m)

ÅExclude ñaddictò patients



Buprenorphine for 

Neuropathic Pain

ÅThought limited by its ceiling effect 

ïnot borne out clinically

ÅTight binding & prolonged receptor occupancy  

thought to limit ability to combine with other agonists 

ïnot borne out clinically

ÅPreviously recommended to D/C or substitute with full 

agonist one week before surgery

ïnot borne out clinically

ÅMay prove to be best treatment for chronic pain in 

opioid-dependent patients 16



Adjunct Analgesics & 

Behavioral Strategies

ÅNeuraxial analgesia: intrathecal 
MS (100 x) and epidural (10 x)

ÅOpioid rotation esp methadone 
switch 

ÅRegional analgesia (blocks)

ÅIndwelling catheters

ÅŬ-2 adrenergic agonist 
dexmedetomidine
ïdextromethorphan; 

ïgabapentin; 

ïketamine; 

ïnitric oxide; 

ïtransdermal nitroglycerine

ÅWhat it is and isnôt

ÅPain vs. suffering 

ÅHurt vs. harm

ÅNot acquired from outside 
but transformed

ÅNot to cure or do away 
with once and for all

ÅTo conquer, triumph over, 
manage and master

ÅTo rid of chronic pain is to 
rid of the self; it is against 
the law in all civilized 
countries. 



What If Addiction Occurs?

ñAddiction is not taking a lot of drugs; itôs taking drugs and 

acting like an addict.òïAlan Leshner

Å Integrated concurrent approach

Å Control over medication supply

Å Observed dosing and ñcall backsò

Å Use of contingencies and ñcontractsò

Å Urine testing

Å Setting goals before start

Å Family involvement

Å Intensifying  ñrecoveryò

Å Exit strategies

Å Treatment guidelines

Å Consultations

Trigger

Thought

Craving
Use



Documentation

ÅWhy opioids are prescribed in this 
case

ÅWhat reduction in pain has been 
achieved

ÅWhat functional improvement has 
occurred

ÅDocument acceptable side effects

ÅDocument responsible medication use 
and absence of aberrant behaviour

Remember: 

1.What is not written down didn't happen. 

2.Your record will testify in public not what patients you 

have but what doctor they have


