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Learning Objectives
At the completion of this webinar, participants will be able to:
 Become familiar current trends regarding the population impacted by addiction and
cooccurring disorders in the United States.
 Become familiar with the opioid overdose epidemic and the occurrence of co-morbid
pain issues with those suffering from Opioid Use Disorders.
 Be able to identify pain management strategies for individuals with pain who are
currently engaged in illicit substance use and starting treatment.
 Increase understanding of strategies to treat acute and chronic pain in individuals with an
opioid use disorder who are receiving medication assisted treatment (MAT).
 Can describe challenges in acute and chronic pain management with strategies for
utilizing various MAT medications to treat opioid use disorders.

Substance Use in the United States
 2018: 164.8 million people aged 12 or older in the United States (60.2 percent)
were past month substance users (i.e., tobacco, alcohol, or illicit drugs)
 2018: 139.8 million Americans aged 12 or older were past month alcohol users
 2018: Aged 12 or older (19.4 percent) used an illicit drug in the past year
 Prescription pain reliever misuse was the second most common form of illicit
drug use with 3.6 percent of the population
 20.3 million people age 12 or older had a substance use disorder (SUD)
 2 million people had an opioid use disorder
 9.2 million adults ages 18 or older had co-occurring
2018 National Survey on Drug Use and Health (NSDUH)

Opioid overdose epidemic in the United States
 2013: accidental drug overdose surpassed motor vehicle crashes as leading cause of death.
 2014: over 47,000 drug overdose deaths. 26,000 of which were opioid overdoses.
 2017: over 70,200 Americans died from drug overdoses
 2017: 47,600 overdose deaths from any opioids
 2017: 17,029 overdose deaths from prescription opioids
 2017: over 28,400 overdose deaths related to fentanyl and fentanyl analogs
 2019: 69,029 overdose deaths; 7 out of 10 due to Opioids
 Over 770,000 Americans have died from drug overdoses since 1999.
 There are apx 2 million individuals in the United States suffering from Opioid use disorders.
CDC/National Center for Health Statistics

National Rate per 100,000 Population of Opioid Related
Healthcare Visits
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What factors determine a substance use disorder?
A cluster of the following
symptoms reflecting a
continued pattern of use
despite accumulating
consequences and problems
that come from use of
alcohol or other drugs:

Cognitive
Symptoms

Physical
Symptoms
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Behavioral
Symptoms

A problematic pattern of use
with 2-3 symptoms across four different areas.

Impaired Control
• Amount increases over
time.
• Ongoing failed attempts
to cut down.
• Increased time spent
obtaining, using, and
recovering.
• Cravings

Social Impairment
• Failure to fulfill
obligations in work,
school, and home.
• Continued use despite
repeated social or
personal problems.
• Giving up social,
occupational, and/or
recreational functions.

Risky Use

Pharmacological

• Continued use in
physically hazardous
situations.
• Continued use despite
awareness of physical or
psychological problems
caused by drug or
alcohol use.

• Tolerance
(The need for more to
get the same or less
effect)
• Withdrawal
(Physical effects if not
taking the substance)

Severity of Substance Use Disorder
 At least 2 out of 11 possible
symptoms occurring within a 12month period.
 Each substance treated as a
separate disorder.
 Severity determined as mild,
moderate, or severe.

Severity

# Symptoms

Mild

2-3

Moderate

4-5

Severe

6 or more

Specific Terms of Recovery From Substance Use Disorder

In Early Remission
• After full criteria
(symptoms) for a
substance use disorder
were met, none of the
criteria met for at least 3
months, but less than
12.
• Excluding cravings or
strong desire to use.

In Sustained
Remission
• After full criteria for a
substance use disorder
were met, none of the
criteria met during a 12month period.
• Exception of cravings
and strong desire to use.

In a Controlled
Environment

On Maintenance
Therapy

• Treatment Center
• Half-Way-House (sober
home)
• Transitional program
• Incarceration

• Medication Assisted
Treatment (MAT)
• Medications effective in
blocking and/or
eliminating drug of
choice.

DSM-5 Substance Use Disorder Assessment
A.
Met
☐
☐

A pattern of substance use leading to clinically significant impairment or distress as manifested by at least 2 of
the following, occurring within a 12-month period:
Symptom
1) The substance is 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 the use of the substance.

☐

3) A great deal of time is spent in activities necessary
to obtain the substance, use the substance, or
recover from its effects.

☐

4) Craving, or a strong desire or urge to use the
substance.

☐

5) Recurrent substance use resulting in a failure to
fulfill major role obligations at work, school, or
home.

☐

6) Continued substance use despite having persistent
or recurrent social or interpersonal problems
caused or exacerbated by the effects of the
substance.

☐

7) Important social, occupational, or recreational
activities are given up or reduced because of the
use of the substance.

☐

8) Recurrent substance use in situations in which it is
physically hazardous.

☐

9) The substance use is continued despite knowledge
of having a persistent or recurrent physical or
psychological problem that is likely to have been
caused or exacerbated by the use of the
substance.

Substance(s)

When Symptom Was Experienced

10) Tolerance, as defined by either of the
following:
a)
A need for markedly increased
amounts of the substance to achieve
intoxication or desired effect; and/or
b)
A markedly diminished effect with
continued use of the same amount of
the substance.

11) Withdrawal, as manifested by either of the
following:
a)
The characteristic withdrawal
syndrome for the substance; and/or
b)
The substance is taken to relieve or
avoid withdrawal symptoms.

Mild Substance Use Disorder (2-3 Symptoms):

Substance(s):

Moderate Substance Use Disorder (4-5
Symptoms):

Substance(s):

Severe Substance Use Disorder (6 or More
Symptoms):

Substance(s):

In Early Remission (no symptoms, except for
craving, for 3 to under 12 months)

Substance(s):

In Sustained Remission (no symptoms, except
for craving, for more than 12 months)

Substance(s):

In a Controlled Environment (if in an environment in which access to substances is limited)
On Maintenance Therapy (if taking a
prescribed agonist medication and none of
the criteria have been met for the agonist
medication except symptoms 10 and 11)

SUD Assessment

Medication:

Brain Disease Model
 Directors of the National Institute on Drug Abuse (NIDA) Nora D.
Volkow, M.D. and George Koob, Ph.D., director of the National
Institute on Alcohol Abuse and Alcoholism (NIAAA).
 Strongly asserted the view that addiction is a brain disease
supported by vast scientific evidence.
 “Animal and human studies have shown that critical brain
structures and behaviors are disrupted by chronic exposure to
drugs and alcohol. The brain disease model helps to explain how
drugs and alcohol impact brain processes associated with loss of
control, compulsive drug use, inflexible behavior, and negative
emotional states associated with addiction. Understanding these
processes has already resulted in several effective medicines, as
well as new and promising medication targeted to treat drug and
alcohol addiction. Additionally, a disease framework has also led
to the development of promising brain stimulation treatments
and behavioral interventions.”
July 29, 2015.The Lancet Psychiatry.
Brain disease model of addiction: why is it so controversial

Advancements in Neurobiology
 "Advances in neurobiology have begun to clarify the mechanisms underlying the
profound disruptions in decision-making ability and emotional balance displayed by
persons with drug addiction. These advances also provide insight into the ways in which
fundamental biologic processes, when disrupted, can alter voluntary behavioral control,
not just in drug addiction but also in other, related disorders of self-regulation, such as
obesity and pathologic gambling and video-gaming - the so-called behavioral addictions."
 “A more comprehensive understanding of the brain disease model of addiction may help
to moderate some of the moral judgment attached to addictive behaviors and foster
more scientific and public health-oriented approaches to prevention and treatment.”
 Nora D. Volkow, M.D., George F. Koob, Ph.D., and A. Thomas McLellan, Ph.D.
 N Engl J Med 2016; 374:363-371January 28, 2016DOI: 10.1056/NEJMra1511480
"Neurobiologic Advances from the Brain Disease Model of Addiction"
New England Journal of Medicine (NEJM), January 28, 2016

Brain regions impacted by drug use
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Brain Reward System

Extent of the problem
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Need for Treatment
 21.2 million people 12 or older
needed substance abuse treatment

 3.7 million received any form of
substance abuse treatment

https://www.samhsa.gov/data/sites/default/files/cbhsqreports/NSDUHNationalFindingsReport2
018/NSDUHNationalFindingsReport2018.pdf

Levels of Care

American Society of Addiction Medicine

Medication Assisted Treatment (MAT)
 Very simply put “MAT is evidence-based treatment that includes FDA-approved
medication combined with counseling and psychosocial support.” –FDA, 2019
 “Medication-assisted treatment (MAT), including opioid treatment programs
(OTPs), combines behavioral therapy and medications to treat substance use
disorders.”-SAMHSA, 2019

MAT for Opioid Use Disorder (OUD)
 Three medications (methadone,
buprenorphine, and naltrexone) are
currently approved by the Food and
Drug Administration (FDA) to treat
addiction involving opioid use.
When combined with psychosocial
interventions, these medications
help people recover (FDA, 2019).
This Photo by Unknown Author is licensed under CC BY-SA

Medication Assisted Recovery Institute

Other concerning facts/trends in MAT
 Medications to treat addiction involving opioid use are greatly underutilized,
even though their use is strongly associated with reduced morbidity, mortality,
and costs compared to treatment without medication.
 Less than 20% of patients with an addiction to opioids receive any treatment at
all.
 Only 30% of treatment programs offer MAT programs/services

Identification of Intoxication and or Withdrawal Among
Patients
 Change in behavior
 Pinned Pupils
 Slurred speech
 Symptoms of Opioid Withdrawal:
 Body aches, Diarrhea, Increased heart rate, Yawning, Nausea or vomiting,
Nervousness, Fever, Restlessness or Irritability, Runny nose, Shivering or Trembling,
Sneezing, Stomach cramping, Goose bumps, Sweating, Weakness, Increased blood
pressure

Clinical Opioid Withdrawal Scale

Most used instrument to screen
for Opioid Withdrawal
Useful during induction of
Medications for Opioid Use
Disorders (MOUD)

Next Steps
 Social worker or case manager referral for SUD treatment at appropriate level of care
 Follow up with patient and referral
 When appropriate, Induction of MOUD and MAT services for Opioid Use Disorder
 Randomized Clinical Trial:
Emergency Department–Initiated Buprenorphine/Naloxone Treatment for Opioid Dependence.

 Among opioid-dependent patients, ED-initiated buprenorphine treatment vs brief intervention
and referral significantly increased engagement in addiction treatment, reduced self-reported
illicit opioid use, and decreased use of inpatient addiction treatment services
 78 % of patients in the buprenorphine group (89 of 114) vs 37% in the referral group (38 of 102)
and 45% in the brief intervention group (50 of 111) were engaged in addiction treatment on the
30th day after randomization (P < .001). The buprenorphine group reduced the number of days
of illicit opioid use per week from 5.4 days to 0.9 days vs a reduction from 5.4 days to 2.3 days in
the referral group and from 5.6 days to 2.4 days in the brief intervention group (P < .001).
D'Onofrio, G., O'Connor, P. G., Pantalon, M. V., Chawarski, M. C., Busch, S. H., Owens, P. H., Bernstein, S. L., & Fiellin, D. A. (2015). Emergency department-initiated
buprenorphine/naloxone treatment for opioid dependence: a randomized clinical trial. JAMA, 313(16), 1636–1644. https://doi.org/10.1001/jama.2015.3474

Case Study
 35 yo female with chronic daily migraine and diffuse myofascial pain who has
been prescribed opioids for 5 years after the birth of her daughter. The patient
has severe depression and anxiety, chronic nausea, history of adverse childhood
experience (neglect as a child), and obesity. She is a stay at home mother to her 2
children, but frequently has to put the children in daycare because she can not
care for them when she has severe migraines. She is also prescribed chronic high
dose benzodiazepines by a psychiatrist.
 The patient has a history of losing her opioid prescription, obtaining opioids from
another provider, being allergic to most other pain medication options, missing
appointments, and frequently asking for opioid dose increases.
Reused with permission from Providers Clinical Support System Training

Case Study: Thought Questions

 Does this patient have pain?
 Does this patient have an opioid use disorder?
 What factors place this patient at risk for an opioid use
disorder?
 What can you do to help this patient?

Despite the cause, when pain persists, it often causes
secondary problems that lead to more distress and pain.
Substance
Use/Misuse
Functional
Disabilities
(in work,
relationships,
recreation, etc.)

Sleep
Disturbance

Persistent
Pain

Secondary
Physical
Problems
Anxiety
Depression
PTSD

Cognitive
Distortions

Increased
Stresses

As a chronic condition, OUD shares similar challenges as
persistent pain.
Substance
Use/Misuse
Functional
Disabilities
(in work,
relationships,
recreation, etc.)

Secondary
Physical
Problems

Sleep
Disturbance

Opioid Use
Disorder
(OUD)
Anxiety
Depression
PTSD

Cognitive
Distortions

Increased
Stresses

When OUD and Pain co-occur, they may reinforce one another.
Need to address both to successfully treat patient.
Substance
Misuse
Sleep
Disturbance

Functional
Disabilities

OUD

Pain

Secondary
Physical
Problems

Cognitive
Distortions

Anxiety
Depression
PTSD

Increased
Stresses

What is the underlying
neurobiological
mechanism that explains
the complex interaction
between pain and opioid
use disorder?
This Photo by Unknown Author is licensed under CC BY-SA

Understanding Reward and Emotion in Chronic Pain
Reward learning processes may contribute to persistence and
amplification of pain

SBP = subacute back pain
CBP = chronic back pain
Hashmi JA et al, 2013

Neurocircuitry of Substance Use Disorders
 Three stages of addiction that promote drug-seeking
 #1: Binge/intoxication (basal ganglia)

 Effects motivation for a substance via dopamine and opioid
peptides
 Plays a key role in pain-relief seeking also

 #2: Withdrawal/Negative Affect Stage (nucleus
accumbens and amygdala) Loss of reward
 Dysphoria
 Pain
 Anxiety

 #3: Preoccupation/craving (basolateral amygdala,
hippocampus)





Koob, Volkow, Neuropsychopharmacology, 2010.

Loss of executive functioning and decision making
Impulsivity
Compulsivity
Sleep disturbances

Considerations of Pain and Opioid Use Disorder
 Both substance use disorder (SUD) and pain-relief seeking behaviors activate,
and over-stress, the reward system
 Coupled with complex social, psychological, and biological stresses, certain
people can be “primed” for development of severe chronic, complex pain and
opioid use disorder
 In both SUD and pain, when the reward system is over- activated, anti-reward
neurotransmitters in the limbic system are enhanced, causing stress, negative
affect, impulsivity, inducing compulsive behaviors to alleviate feeling lousy
 In both SUD and chronic pain, the executive function of the pre-frontal cortex is
impaired, unable to exert control over ventral striatum and limbic system,
preventing activities that promote recovery
Trafton, 2015

Which patients are most at risk to develop opioid use
disorder?
 Published rates of abuse and/or addiction in chronic pain populations are 4-26%
 Suggests that known risk factors for opioid use disorder in the general population would
be good predictors for problematic prescription opioid use
 Lifetime history of substance use disorder
 Past alcohol, tobacco, cocaine, or cannabis use
 Family history of substance use disorder, a history of legal problems
 Heavy tobacco use
 History of severe depression, anxiety, or PTSD

Ives T et al. BMC Health Services Research 2006
Reid MC et al JGIM 2002
Michna E el al. J Pain and Symptom Management 2004
Akbik H et al. Pain and Symptom Management 2006

Opioid Dependence vs. Opioid Use Disorder
Euphoria

 “Dependence on opioid pain
treatment is not, as we once
believed, easily reversible; it is a
complex physical and psychological
state that may require therapy
similar to addiction
treatment…Whether or not it is
called addiction, complex persistent
opioid dependence is a serious
consequence of long-term pain
therapy.”
Ballantyne, Sullivan, Kolodny,. Archives of IM, 2012

Reward

Analgesia

Anhedonia
Stress
Distress

Pain
Tolerance
Hyperalgesia

Dependence
Withdrawal symptoms
Opioid seeking
Craving

Pain Management –Common Considerations in the Context
of OUD

Primary Goal –
Harm Reduction

 Root in public health
 Do not endorse illicit drug use –accept as
reality
 Minimize the ‘harmful consequences’
 What is ideal?
 What is realistic?

This Photo by Unknown Author is licensed under CC BY-SA

OUD/Pain Treatment General Principles

 Opioid withdrawal worsens other painful conditions
 Treating opioid withdrawal symptoms can improve pain management
 Giving opioids will not worsen a patient’s addiction
 Patients who use heroin are highly tolerant to opioids
 Buprenorphine can effectively and safely be continued in the perioperative
setting
 Multimodal treatment works best
Medication Assisted Recovery Institute

Considerations
 If active use, refer for addiction treatment if possible
 Close collaboration with prescribing facility is essential for patients with pain also
enrolled in MAT maintenance programs
 Maintenance medication dosed one time a day is not likely to manage pain.

Medication Assisted Recovery Institute

Pain Management
 Maximize use of multimodal analgesia to include non-opioids
and when possible nonpharmacologic treatment
 Prescribe opioid therapy for pain ONLY if you have:
• Experience or can collaborate with addiction medicine
• Nursing and/or social work support to co-manage
• Ability to prescribe small amounts frequently (every three
days or one week)
Nonopioid pharmacologic treatments for chronic pain. AHRQ Publication No. 20-EHC010 April 2020
Noninvasive nonpharmacological treatment for chronic pain. AHRQ Publication No. 20-EHC009 April 2020

Considerations

UTILIZE UNIVERSAL
PRECAUTIONS FOR OPIOID
PRESCRIBING

RECOGNIZE FEARS THAT MAY
ARISE IN PATIENTS- AT RISK FOR
RELAPSE

Medication Assisted Recovery Institute

SUPPORT PATIENTS BY
ENSURING SAFE, APPROPRIATE
PAIN MANAGEMENT

Employ Non-Pharmacologic Strategies (when available)
 Online Pain Self-Management
 Cognitive Behavioral Therapy (CBT)
 Mindfulness-Oriented Recovery
Enhancement
 Mindfulness Meditation
 Combination CBT and acceptancebased therapy
This Photo by Charles Shultz is licensed under CC BY

Wilson et al., 2018; Barry et al., 2019;

Ensure Opioid Reversal Prescriptions
 Prescribe naloxone rescue kits for ALL patients who are:
 On high dose opioids
 >50 mg morphine equivalent daily

 At risk for overdose
 Organ dysfunction, frail, etc.

 Diagnosed with substance use disorder
 On MOUD
 In remission, not on MOUD
 Active use

 Safety risks in the home

U.S. Department of Health and Human Services, 2018.

This Photo by Unknown Author is licensed under CC BY-SA

Acute Pain Management Strategies –OUD Active Use

Utilize opioid sparing medications1
Consider initiation of MOUD if
patient willing to start2

No special waiver needed if admission was
NOT related to OUD

Intravenous Patient Controlled Analgesia (IV-PCA) may be best option to
determine dose needs or use scheduled instead of as needed opioids3
May still have withdrawal symptoms – treat with clonidine or tizanidine4
1 Kumar et al. Anesth- Analg. 2017;125:1749-60 Vadivelu et al. Curr Pain Headache Rep. 2016;20(5):35; Wenzel et al. Anesthesiol Clin. 2016;34:287-301 2 DEA. 2018.
https://www.deadiversion.usdoj.gov/21cfr/cfr/1306/1306_07.htm 3 Sen et al. Curr Pain Headache Rep. 2016;3:16. 4 Gowing et al., Cochrane Database Syst Rev. 2014;3: CD002024

Discharge Planning –OUD Active Use

 Develop safe discharge plan
 Refer to outpatient treatment if patient
willing to engage
 If not and have started MOUD
inpatient will have to discontinue
prior to discharge
 Avoid a gap in care
 Prescribe naloxone for overdose
prevention due to higher risk for
overdose due to loss of tolerance
This Photo by Unknown Author is licensed under CC BY-ND

American Society of Addiction Medicine. 2020;
U.S. Department of Health and Human Services, Surgeon General. 2018.

Chronic Pain Management Strategies –OUD Active Use
 Utilize Non-Opioid Analgesics or Multimodal Analgesia
 Opioids may not be a consideration unless
 Serious Illness
 End of Life

 If opioids necessary, consider






Frequent visits
Dispensing small amounts of medications
Frequent Urine toxicology screens
Friends/family to help
Assessment of home situation
Medication Assisted Recovery Institute

Acute Pain Management for Individuals on MOUD (aka MAT)
Medication

Action

Dose

Where Obtained?

Comments

Methadone

Full mu agonist

60-120 mg (usual
doses – may be
higher or lower)
PO once daily

• Must be administered through a
federal Opioid Treatment Program
• Patient goes daily for observed dosing
• May graduate to take doses home on
weekends or have weekly pickups

• Provides analgesia for 6-12 hrs.
• More than once daily dosing
necessary
• for pain management
• Many drug/drug interactions
• Can cause QTc prolongation

Buprenorphine/
naloxone
Buprenorphine
(pregnancy)
Buprenorphine
implants or injection

Partial mu
agonist

• 8-24 mg sublingual
or transmucosal
daily
• 320 mg implant
q6mo
• 100- 300 mg
monthly injection

• Prescribed by physicians, nurse
practitioners, and physician assistants
in ambulatory office setting who have
waiver
• Can be found at some OTPs

• May provide analgesia if given in
split doses (every 8 or 12 hours)
• If pure mu opioids administered,
need higher doses
• Implants can be removed prior to
six months
• Fewer interactions than
methadone

Naltrexone

Full mu
antagonist

• 50 mg orally daily
• 380 mg monthly
intramuscular
depot

Injection administered by any clinician
who is prescriber

• Also used for alcohol use disorder
• Blocks the effects of opioids – not
a good choice for those with pain
requiring opioid therapy

Source document for information in table Kampman & Jarvis. J Addict Med, 2015;9:358-367; Broglio & Matzo. Am J Nurs. 2018;118(10):30-8

Acute Pain Management and MOUD –Evidence
 No prospective designed studies
 Evidence based on limited controlled retrospective studies, case series
 Findings:





Continuation of methadone and buprenorphine during acute pain events is feasible
Discontinue naltrexone
Higher doses of opioids may be necessary in this population
Use of multimodal analgesia recommended but reported use is inconsistent

Veazie et al. Department of Veterans Affairs. VA ESP Project #09-199; 2019.

Methadone for Acute Pain

Verify methadone dose from Outpatient Treatment Program (OTP)
• If cannot verify (night/weekend), then can prescribe up to 40 mg daily (best in divided
doses) or per institution policy
Options for acute pain management with methadone only
• Add additional doses of methadone to provide pain management
• – ex: 10 mg in afternoon and evening- Clearly document on prescription/chart for
‘pain management’
• If can not use oral, utilize methadone IV at 50% of oral dose
• Utilize methadone in split dosing (q6 – 12 hours) – clearly document AND discuss with
OTP
Bryson. Cur Opin Anaesthes. 2014; Harrison et al. Anesthesiol Clin, 2018; Koller et al. Ex Opin Pharma. 2019; Taveros &
Chuang, BMJ Support Pall Care, 2017

Methadone for Perioperative Pain
 Continue methadone for opioid maintenance if possible

 May need to decrease/hold dose in cases of hemodynamic instability

 Utilize multimodal analgesia including regional analgesia
 If utilizing opioids utilize least amount/lowest dose while maintaining analgesia- May
however need higher doses than those without OUD
 Consider EKGs especially if utilizing other QTc prolonging medications
 Arrange for discharge plan if prescribing opioids for discharge (communicate with OTP)
 Prescribe naloxone for overdose prevention
 Ensure education on tapering opioids post-discharge
Cornett et al. Cur Pain Headache Rep. 2019;23:49; Koller et al. Ex Opin Pharma. 2019;20(16):1993–2005; Ward et al. Anesth Analg. 2018;127:539–47Medication Assisted Recovery
Institute

Buprenorphine for Acute Pain
 Mu opioid receptors occupied by
buprenorphine but not activated
 If patient requires opioids for pain –
WILL REQUIRE higher doses to
overcome occupied mu receptors
 If buprenorphine discontinued
takes up to 72 hours to disassociate
from mu receptors
This Photo by Unknown Author is licensed under CC BY-SA

Buprenorphine Options (Continue or not…)
 If patient admitted on buprenorphine with
pain crisis/trauma/surgery…
 No consensus guidelines - suggested options
 Continue buprenorphine – and split/increase
doses and use multimodal analgesia
 Continue buprenorphine (with possible wean
to 12 mg daily) and treat with multimodal
analgesia and immediate release mu-opioid
agonists
 Wean or discontinue buprenorphine prior to a
surgery and use multimodal analgesia and
mu-opioid agonists to treat pain – restart
buprenorphine after acute pain resolves
American Society of Addiction Medicine. 2020. https://www.asam.org/docs/default-source/quality-science/npg-jamsupplement. pdf?sfvrsn=a00a52c2_2; Koller et al. Ex Opin Pharma.
2019;20(16):1993–2005 Leighton, Crock. Anesth Analg 2017;125:1779–83; Ward et al. Anesth Analg. 2018;127:539–47; Warner et al. Mayo Clin Proc. 2019. 1-5; Veazie et al.
Department of Veterans Affairs. VA ESP Project #09-199; 2019

Buprenorphine Options (Continue or not…)
 Continue buprenorphine therapy and consider
divided doses every 6-8h and can increase dose
to maximum of 32 mg daily
 Utilize multimodal analgesia
 Treat acute pain with mu-opioid agonists such as
fentanyl, hydromorphone or morphine or
sublingual or intravenous buprenorphine if
available
 Ensure monitoring for respiratory depression
 You can override the mu receptors with higher
doses of opioids

American Society of Addiction Medicine. 2020. https://www.asam.org/docs/default-source/quality-science/npg-jamsupplement. pdf?sfvrsn=a00a52c2_2
Koller et al. Ex Opin Pharma. 2019;20(16):1993–2005 Leighton, Crock. Anesth Analg 2017;125:1779–83; Ward et al. Anesth Analg. 2018;127:539–47; Warner et al. Mayo Clin Proc. 2019.
1-5; Veazie et al. Department of Veterans Affairs. VA ESP Project #09-199; 2019

If Discontinuing Buprenorphine…
May consider discontinuing on the day of
surgery and it may require higher doses
of opioid to overcome buprenorphine
If wean over 3-5 days, if pain/intolerable
withdrawal, use methadone 30 mg daily,
immediate release or extended release
opioid prior to admission
If pain resolves allow for mild withdrawal
–resume buprenorphine
Must weigh risks discontinuing
buprenorphine – higher risk for
overdose if discharged without
restarting buprenorphine

American Society of Addiction Medicine. 2020. https://www.asam.org/docs/default-source/quality-science/npg-jamsupplement. pdf?sfvrsn=a00a52c2_2 Bryson. Cur Opin Anaesthes.
2014; 27:359-64; Jonan et al. Pain Physician. 2018;21:E1-12; Ward et al. Anesth Analg. 2018;127:539–47

Naltrexone for Acute Pain
 Discontinue naltrexone IM 4 weeks or
oral naltrexone 72 hours prior to
planned surgery
 In event of trauma/acute
pain/unplanned surgery may need to
use 6-20x of usual dose of mu opioid to
obtain efficacy
 Utilize multimodal analgesia to
maximize analgesia without use
opioids

 Discharge planning include plan for
restarting naltrexone
 Safety plan for administration,
tapering, storage and disposal if
discharged with opioids
 Naloxone for opioid reversal
 Education about increased risk for
overdose due to decreased tolerance

 Do not restart naltrexone until 7 to 10
days after the last opioid dose
Bryson, Cur Opin Anaesthesiology, 2014:27, 359-64; Harrison et al. Anesthesiol Clin, 2018;36:345-59; Veazie et al. Department of Veterans Affairs. VA ESP Project #09-199; 2019 Ward
et al. Anesth Analg. 2018;127:539–47

Chronic Pain Management Strategies for those on MOUD
General Principles
 Utilize multimodal analgesia
 Opioid therapy should be used only in cases of unresolved pain due to trauma,
surgery or injury, progressive disease, end-of-life
 Ensure use of universal precautions for opioid prescribing (treatment
agreements, urine drug screens, prescription drug monitoring program checks,
frequent follow-up and reassessment, communication with prescriber of MOUD)
 Utilize nonpharmacologic measures if available
 Always ensure there is a prescription for naloxone for opioid reversal
Medication Assisted Recovery Institute

Methadone for OUD and Pain

Collaborate with Opioid Treatment Program(OTP) as only these
programs can prescribe methadone for opioid use disorder

Individual continues with OTP
Some evidence for better analgesia utilizing methadoneex: 10 mg in afternoon and evening- Clearly document on
prescription/chart for ‘pain management’

Can utilize other opioids if additional methadone
contraindicated (prolong QTc) – USE caution not to trigger
craving

American Society of Addiction Medicine. 2020. https://www.asam.org/docs/default-source/quality-science/npg-jamsupplement. pdf?sfvrsn=a00a52c2_2
Taveros & Chuang, BMJ Support Pall Care, 2017;7:383-9

Buprenorphine for OUD and Pain
 Obtain waiver to prescribe buprenorphine/naloxone for opioid use
disorder
 Split doses of buprenorphine/naloxone for pain management – utilize
up 24 mg daily (generally insurance approval becomes problematic at
doses greater than 24 mg daily and no significant evidence for
increased efficacy)
 Generally do not use mu-opioids with buprenorphine unless patient
hospitalized with acute pain

American Society of Addiction Medicine. 2020. https://www.asam.org/docs/default-source/quality-science/npg-jam-supplement.pdf?sfvrsn=a00a52c2_2; Streltzer et al. Am J
Addictions. 2015;24:357- 61

Naltrexone for OUD and Pain
 Utilize multimodal analgesia WITHOUT opioids
 If opioids required collaborate with addiction specialists to
rotate to an agonist therapy
Educate on risks for accidental overdose if relapse during
transition

American Society of Addiction Medicine. 2020 https://www.asam.org/docs/default-source/quality-science/npg-jamsupplement.pdf?sfvrsn=a00a52c2_2

Acute and Chronic Pain Management Strategies for Those in
Remission, not on MOUD
Treatment Strategies
 Multimodal approach including non-pharmacologic strategies
 Continue or engage in psychosocial programs
 Offer non-pharmacologic strategies if available
 Naloxone for opioid reversal even if NOT on opioids due to risk of relapse
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Safety Measures
 Random Urine Toxicology Screening
 Request for authorization/release of information to obtain
corroborating information and engage with patient's family
 Prescription Drug Monitoring Program (PDMP) check
 Referral for Psychiatric evaluation/consult
 Random Pill Counts
 Review of Medical Records

Addressing behavior and resistance in SUD patient
Fair, firm and consistent
Shift change reporting
Communication between staff and specialists
Staff working together for common patient goal
Engagement of family and support system
Engagement of current treatment providers (ie. Therapist, Tx center)
Medication Assisted Recovery Institute

Case Study: Thought Questions
 Does this patient have pain? YES
 Does this patient have an opioid use disorder? YES
 What factors place this patient at risk for an opioid use disorder?

Personality traits
Young age of opioid initiation
Concomitant use of benzodiazepines, possible synergism or cross addiction/dependency
Mental illness placing at greater vulnerability for chemical coping
Adverse childhood experiences
History of medication non-adherence (lost prescriptions, possible compulsive use or
medication)
 Possible frequent bouts of opioid withdrawal from overuse of opioids causing negative
affective motivation and craving







Back to the Case Study
 Patient undergoes a full opioid use disorder assessment and is determined to have a
moderate opioid use disorder based on failure to fulfill roles, continued use despite
harms, time spent procuring medication, and craving. She is reluctant and scared to
consider alternative treatments or seek opioid use disorder treatment but is appreciative
of the honest assessment of her condition. She would like to think about the idea.
 Two weeks later she makes an appointment to see you and seeks treatment for her OUD.
 Three months after stabilizing and starting buprenorphine/naloxone along with cognitive
behavioral therapy, she says “Thank you so much for helping me. I am myself again. I am
finally enjoying my life with my kids and am thinking about starting a small business.”

Questions?

Medication Assisted Recovery Institute

References


Adapted from https://pcssnow.org/event/managing-pain-in-the-setting-of-co-morbid-substance-use-disorder/ PowerPoint: Managing Pain in the Setting of Co-morbid Substance Use
Disorder. Accessed on May 13, 2020.



Adapted from https://pcssnow.org/education-training/training-courses/6-understanding-assessing-opioid-use-disorder-patients-chronic-pain/ PowerPoint: Understanding and
Assessing Opioid Use Disorder in Patients with Chronic Pain. Accessed on April 27 2017.



AkbikH et al. (2006) Validation and clinical application of the Screener and Opioid Assessment for Patients with Pain (SOAPP). J Pain and Symptom Management; 32(3):287-93.



American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders (5th ed.). Arlington, VA: American Psychiatric Publishing.



American Society of Addiction Medicine. 2020. https://www.asam.org/docs/default-source/quality-science/npg-jamsupplement.pdf?sfvrsn=a00a52c2_2



Barry DT, Beitel M, Cutter CJ et al. An evaluation of the feasibility, acceptability and preliminary efficacy of cognitive-behavioral therapy for opioid use disorder and chronic pain. Drug
Alcohol Depend. 2019;194:460-7



Hashmi JA et al. Shape shifting pain: chronicification of back pain shifts brain representation from nociceptive to emotional circuits. Brain. 2013 Sep; 136 (9): 2751-2768



Hedegaard H, Miniño AM, Warner M. Drug overdose deaths in the United States, 1999–2018. NCHS Data Brief, no 356. Hyattsville, MD: National Center for Health Statistics. 2020.



Ives T et al. (2006) Predictors of opioid misuse in patients with chronic pain: a prospective cohort study. BMC Health Services Research; 4(6):46.



Koob GF, Volkow ND. (2010) Neuropsychopharmacol REV; 35:217-238

References Continued


McDonagh MS, Selph SS, Buckley DI, Holmes RS, Mauer K, Ramirez S, Hsu FC, Dana T, Fu R, Chou R. Nonopioid Pharmacologic Treatments for Chronic Pain. Comparative
Effectiveness Review No. 228. (Prepared by the Pacific Northwest Evidence-based Practice Center under Contract No. 290-2015-00009-I.) AHRQ Publication No. 20-EHC010.
Rockville, MD: Agency for Healthcare Research and Quality; April 2020. DOI: https://doi.org/10.23970/AHRQEPCCER228



Michna E el al. (2004) Predicting aberrant drug behavior in patients treated for chronic pain: importance of abuse history. J Pain and Symptom Management; 28(3): 250-8.



Reid MC et al (2002) Use of opioid medications for chronic noncancer pain syndromes in primary care. JGIM; 17(3):173-9.



Skelly AC, Chou R, Dettori JR, Turner JA, Friedly JL, Rundell SD, Fu R, Brodt ED, Wasson N, Kantner S, Ferguson AJR. Noninvasive Nonpharmacological Treatment for Chronic Pain: A
Systematic Review Update. Comparative Effectiveness Review No. 227. (Prepared by the Pacific Northwest Evidence-based Practice Center under Contract No. 290-2015-00009-I.)
AHRQ Publication No. 20-EHC009. Rockville, MD: Agency for Healthcare Research and Quality; April 2020. DOI: https://doi.org/10.23970/AHRQEPCCER227



Substance Abuse and Mental Health Services Administration. (2019). Key substance use and mental health indicators in the United States: Results from the 2018 National Survey
on Drug Use and Health (HHS Publication No. PEP19-5068, NSDUH Series H-54). Rockville, MD: Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental
Health Services Administration. Retrieved from https://www.samhsa.gov/data/



Veazie S, Mackey K, Bourne D, Peterson K. Evidence Brief: Managing Acute Pain in Patients with Opioid Use Disorder on Medication-Assisted Treatment. Washington, DC: Evidence
Synthesis Program, Health Services Research and Development Service, Office of Research and Development, Department of Veterans Affairs. VA ESP Project #09-199; 2019.
Posted final reports are located on the ESP



U.S. Department of Health and Human Services, Surgeon General. 2018.https://www.hhs.gov/opioids/sites/default/files/2018-12/naloxone-coprescribingguidance.pdf



Wilson M, Finlay M, Orr M et al. Engagement in online pain self-management improves pain in adults on medication-assisted behavioral treatment for opioid use disorders. Addict
Behav. 2018;86:130-7.

Medication Assisted Recovery Institute

