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Prescription Drug Abuse- How Big is the
Problem?
 an estimated 48 million people have used prescription drugs for

nonmedical reasons in their lifetimes
 More than 6.3 Million Americans Reported Current Use of

Prescription Drugs for Nonmedical Purposes in 2003

What types of prescription drugs are
misused or abused?
 Three types of drugs are misused or abused most

often:
 Opioids
 CNS depressants
 Stimulants

What is the difference between
Misuse, Abuse, Dependence and
Addiction?

 They all sound the same
 I’m CONFUSED???

Diagnostic and Statistics Manual
 For this reason the new DSM

V (due 2013) working

group proposes-

Substance-Use Disorder
 A maladaptive pattern of substance use leading to

clinically significant impairment or distress, as
manifested by 2 (or more) of the following, occurring
within a 12-month period:

Proposed DSM V Criteria
 1. Recurrent substance use resulting in a failure to fulfill major

role obligations.

 2. Recurrent substance use in situations in which it is physically

hazardous

 3. Continued substance use despite having persistent or

recurrent social or interpersonal problems

 4. Tolerance- but not if on prescription opioids, BZD
 5. Withdrawal- but not if on prescription opioids, BZD.
 6. The substance is often taken in larger amounts or over a longer

period than was intended

DSM V Criteria Continued…
 7. There is a persistent desire or unsuccessful efforts to cut down

or control substance use
 8. A great deal of time is spent in activities necessary to obtain

the substance
 9. Important social, occupational, or recreational activities are

given up
 10. The substance use is continued despite knowledge of having a

persistent or recurrent physical or psychological problems
 11. Craving or urge to use a specific substance.

Modifiers….
 Severity specifiers:


Moderate

 Severe
 Specify if:
 With Physiological Dependence:
 Without Physiological Dependence:

REMISSION

SUSTAINED
PARTIAL

EARLY
FULL

EARLY
PARTIAL
SUSTAINED
FULL

On Agonist Therapy
In a Controlled Environment

Does the DSM V Criteria Apply To Patient on
Chronic Opioid Therapy?
 CRITERIA

 USEFULNESS

 Tolerance

 Limited

 Physical Dependence
 Withdrawl

 Limited

 Unsuccessful attempt to cut

 Limited

down
 Much time spent pursuing
substance

 Limited

 Important activities given up
 Continued use despite physical

or psychological harm

 Limited

 Valid
 Valid

Criteria Suggesting Addiction to
Opioids in Pain Patients.
American Society of Addiction Medicine 2001

ASAM/APS/AAPM Behavior Criteria
Impaired control over use
compulsive use

Continued use despite harm from use

Preoccupation with use, craving

Frequent
theft/
early
Examples
ofloss/
Specific
Behaviors
Frequent loss/ theft/ early
refills/withdrawl noted at
appointments

Declining function/ intoxication/
persistent over sedation

Non opioid interventions
ignored, increasing pain and requests
for opioids despite absence of disease
progression and titration

From the Director of National Institute on
Drug Abuse ( NIDA)……
 “we

need to first recognize that drug
addiction is a mental illness”

 It is a complex brain disease
 Changes in brain structure and function

 High rate of co-occurrence with other mental illnesses
 THIS IS DIFFERENT FROM PHYSICAL DEPENDENCY

Dependence

Pseudo addiction

 Is a property of various

 Is undertreated pain

classes of drugs –
opioids/steroids/Benzodia
zepines.
 Cessation results in a

recognizable withdrawal
syndrome.
 Withdrawal symptoms can

be avoided by tapering the
drug.

masquerading as
addiction.
 In a legitimate patient

who has been
undertreated, the
aberrant behaviors will
disappear once
treatment is adequate.

Prevalence of Misuse, Abuse and Addiction

Misuse 40%

Abuse: 20%
Addiction: 2% to 5%

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

Total Pain
Population

Differential Diagnosis of Opioid
Misuse in Pain Treatment
Elective use for euphoria
Self medication for mood, sleep
Undertreated pain
Diversion for profit
Misunderstand instructions

Who Misuses/Abuses Opioids and Why?

Nonmedical
Use

• Recreational
abusers

• Patients with
disease of
addiction

Medical Use

• Pain patients
seeking more
pain relief

• Pain patients
escaping
emotional pain

Conflict or No Conflict?
 If substance use disorder is a

mental illness associated
with biological changes in
the brain then why the
conflict?
 Patients with other mental

illness like anxiety
depression get pain
treatment, what are the
issues blocking adequate
pain treatment in patients
with substance abuse
disorder?

Reason for Conflict
 The use of opioids in persons with substance use disorders active or in

remission raises not only complex clinical issues, but also ethical
issues.

Principle of Beneficence
and Justice

Principle of Nonmaleficence

What Does the Government Actually
Say?
“Pain management for patients who have
substance abuse disorders is particularly
challenging, but these patients can still be treated
successfully with opioid pain medications. Developing new
and effective addiction and pain medications that are less
likely to be abused is a priority for NIDA”



Controlled Substances Act (USC 21)

 Drug diversion carries 10 yrs to life in prison
 High profile MD prosecution
 William Hurwitz, Deborah Bordeaux, Jeri Hassman.

Medical Board Of California
 Business and Proffesional Code Section 2241. (a) A physician
and surgeon may prescribe, dispense, or administer prescription
drugs, including prescription controlled substances, to an addict
under his or her treatment for a purpose other than maintenance
on, or detoxification from, prescription drugs or controlled
substances.

Under past law, both Business and Professions Code section 2241 and Health
and Safety Code section 11156 made it unprofessional conduct for a
practitioner to prescribe to an addict. However, the standard of care has
evolved over the past several years such that a practitioner may, under certain
circumstances, appropriately prescribe to an addict. AB 2198, which became
law on January 1, 2007, sought to align existing law with the current standard
of care

FEAR….
 Two sources-

 1. Fear of the patient

& family

 2. Fear of the DEA

& Medical Board.

Defining Pain

 International Association for the Study of Pain (IASP)

states that pain is “an unpleasant sensory and
emotional experience, associated with actual or
threatened tissue damage, or described in terms of
such” (IASP Task Force on Taxonomy, 1994, p. 213).

Substance use Disorders in Pain
Patients
 19 to 26 percent among hospitalized patients (Brems et

al., 2002)
 40 to 60 percent among persons sustaining major

trauma (Heinemann et al., 1988; Norman et al., 2007)
 5 to 67 percent among persons being treated for

depression (Sullivan et al., 2005).

Pain in Patients with Substance
abuse
 37 percent of patients in methadone maintenance

treatment programs (MMTPs) and 24 percent of
patients admitted for treatment of addiction
experienced severe chronic pain
 80 percent of MMTP patients and 78 percent of

inpatients reported pain of some type and duration.
(Rosenblum et al., 2003).

Addicts and Pain
 The spectrum of chronic pain disorders experienced by persons

with addictive disorders is similar to that of the general
population.
 Chronic pain complicates the efforts of many individuals with

substance use disorders to enter and sustain recovery (Passik et
al., 2006)
 An understanding of the nature and components of pain can

help addiction professionals to understand the relation of each
client’s pain to his or her addiction and thereby to provide more
effective assistance on the path to recovery

Synergy of Pain and Addiction

Common feature of Addiction and
Pain
 Insomnia, anxiety and/or depression.

 No steady state of medications and No physiological

homeostasis.

 “on–off” or rebound phenomenon


Dunbar and Katz, 1996; Pud et al., 2006; Savage, 1993

Barriers To Getting Help
 Some patients in addiction treatment struggle to enter

recovery because of persistent pain that interferes with
substance cessation
 Some patients in recovery develop pain that threatens

sobriety
 Some patients have difficulty discerning between pain

and craving

Some Questions to Ask
 What substances? what dosages? How often?
 What substances ease or help the pain?
 How does each substance affect the pain?
 Effects other than analgesia?
 Unwanted effects?
 withdrawal symptoms ?
 How substance obtained?
 non prescribed medications or street drugs?

Multimodal Treatment
Pharmacotherapy
Physical Medicine
and Rehabilitation
Assistive
devices, electrotherapy

Complementary
and Alternative
Medicine

Opioids, nonopioids, adjuvan
t analgesics

Strategies for
Pain and
Associated
Disability

Interventional
Approaches
Injections,
neurostimulation

Psychological
Support
Psychotherapy,
group support

Massage, supplements

Lifestyle Change
Exercise, weight loss

Fine PG, et al. J Support Oncol. 2004;2(suppl 4):5-22.
Portenoy RK, et al. In: Lowinson JH, et al, eds. Substance Abuse: A Comprehensive Textbook. 4th ed.
Philadelphia, PA: Lippincott, Williams & Wilkins; 2005:863-903.

Giving Opioids to Addicts!?!

TREAD
CAREFULLY

ACTIVE ADDICTS
 Display Maladaptive/ Self Harm Behaviors
 Opioids Can Feed their Addiction
 Opioid induced hyperalgesia
 Need to get their Addiction treated and in remission
 Titrate opioids down until

PAIN

FUNCT
ION

When Addicts Are In Remission
 OPIOID CONSIDERATIONS IN PAIN TREATMENT

 Despite important advances in pain treatment, opioids

remain the most potent class of analgesic medications
available. They relieve most types of pain, are widely
available, and are generally safe when used appropriately

Mechanisms of Reward
 Opioids produce

reward by

 Binding to GABA ergic

inter neurons
 Increase in Dopamine
 Feelings of
Reward/Euphoria

 In some

contexts, particularly
terminal illness, they
may, in fact, be a valued
side effect

 (Hurd, 2006).

Mesolimbic Dopamine
System

EUPHORIA
eu·pho·ri·a / yoō fôrēə/ • n. a
feeling or state of intense
excitement and happiness: the
euphoria of success will fuel your
desire to continue training. (Oxford
English Dictionary 2009)

 Relevant

considerations
 The rate of increase

in brain levels of a
drug
 Blood levels of the
drug relative to
individual tolerance
 Fluctuations in drug
blood levels

Both animal drug self-administration studies and human drug-liking studies have
demonstrated that reward increases with the rate of rise in drug blood levels; the faster
the influx of drug into the blood, the better the rush or high (Marsch et al., 2001).

Rate Of Increase

A recent study to determine which properties of prescription opioids make them
more attractive for purposes of getting high supported the speed of onset as a key
(Butler et al., 2006)

Constant Plasma Levels

Different Receptor Effects
Receptor Effects
 Mu opioids are more likely to cause reward than Kappa

opioids. Emerging knowledge of mu opioid sub
receptors indicates that individuals may experience
varying reward effects as well as unequal analgesic
effects from a given opioid.
 Theoretically, this would correlate with the clinical fact

that patients treated for opioid addiction identify
different opioids of choice

Modulation of Reward Through
Drug Selection and Dosing
 Many experts recommend that patients who require opioid

therapy to manage around-the-clock pain be placed on longacting medications

 In addition, there is concern that fluctuating blood levels

associated with short-acting opioids may produce intermittent
physiological withdrawal in patients who become physically
dependant
 Withdrawal could actually increase pain through arousal of the

sympathetic nervous system and increasing muscular tension

How to use Short Acting Opioids
 Condition patients to use short

acting opioids with activity
rather than pain perception
 Avoid pairing the subjective
experience of pain with a

potentially reinforcing reward.
 Theoretically, such a pairing
might increase the experience
of pain, justifying increased

opioid dosing in persons
vulnerable to addiction leading
to a cycle of increasing pain and
increasing opioid use and
distress
(Højsted et al., 2006).

Diversion- How to Limit It
and stay out of jail…

 Clinicians must be vigilant in looking for patterns of







behavior that may suggest diversion. These include
known contact with a drug-using population
inability to produce the remainder of a partially used
prescription when asked
noncompliance with other treatment recommendations,
preference for drugs with a high street value
preference for non generic drugs, and
negative urine screens when the drug should be detectable
in the urine based on dosage and pharmacology.

Effective Opioid Therapy for Acute
Pain in Opioid Dependant Patients
 The patient’s established daily dose will not provide analgesia






for additional acute pain
Persons who are physically dependent have tolerance and
require higher doses at more frequent intervals
Prescribing scheduled, long-acting, or continuous
opioids, while reserving the use of prn medication primarily
for dose titration, provides analgesia and avoids compelling
the patient to request opioids
Intensification of recovery activities supports safe use of
therapeutic opioids
In periods of medical challenge patients with active addiction
may be especially amenable to entering addiction treatment

Guidelines For Initiating and
Maintaining Chronic Opioid Therapy
 Conduct a careful assessment guided by a differential







diagnosis of the pain
Assess psychological and substance use issues
Obtain informed consent for treatment
Reach a clear treatment agreement- eg Opioid Contract.
Set up a trial treatment period with clear goals- increased
function reduced pain.
Document care thoroughly
Assess and periodically reassess pain level
(Gourlay, Heit, and Almahrezi, 2005), function, and other salient issues.

Adapting the Structure of Care to
Match Risks
 When a risk of opioid misuse is

perceived, individualizing and tightening the structure
of clinical care beyond universal precautions may
enhance safety. In this situation, it is helpful to think
in terms of five domains of structure:
 Setting of care
 Selection of treatment
 Supply of medications
 Supports for recovery
 Supervision and monitoring

Discontinuation of Opioid Therapy
 Opioid therapy may be discontinued if it no longer achieves its goals of
 Improved pain, stable or improving function, and enhanced quality of

life
 If it cannot be structured to maintain the safety of the patient because
of addictive use
 If other concerns, such as medication diversion, are documented
 In these cases, it is helpful to have obtained, at the start of therapy, the
patient’s written assent to a list of conditions for continuing and
discontinuing opioid therapy.
 Opioids should be tapered to avoid withdrawal and a rebound increase

in pain, and other interventions should be used to attenuate pain and
any withdrawal symptoms that occur. If addiction is
identified, treatment for addiction should be initiated or intensified

ROLES FOR ADDICTION
PROFESSIONALS IN PAIN TREATMENT
 Provide cognitive and behavioral interventions that support both







pain management and addiction recovery
Participate with the treatment team to develop a safe and
effective medication management plan when opioids are part of
treatment
Provide thoughtful, differential assessment of aberrant use of
opioid medications when it occurs
Provide intervention and treatment for addiction when present;
Support and monitor recovery
Assist patients who are using a Twelve-Step approach to
addiction or pain recovery
Communicate concerns regarding recovery and medication
use, working with the pain management team to address these
concerns effectively

Conclusions
 The effective management of pain in patients with a co

occurring addictive disorder requires a comprehensive
approach that recognizes the
biological, pharmacological, social, and psychiatric aspects
of substance misuse and addiction, as well as practical
means to manage risk, treat pain effectively, and ensure
patient safety.
 Recent data has begun to suggest that pain management
can proceed effectively and may even be associated with
decreases in drug abuse in programs that utilize highly
structured approaches and pay attention not solely to
either the pain or the addiction, but both.

Lord Kitchener
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