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Workshop Design
Hour 1: Chronic Opioid Therapy: Monitoring, Risks, and Drug Cocktails 

Hour 2: Alternative Treatment Modalities

Hour 3: Opioid Use versus Misuse:  Path to Addiction 

• Each session consists of 50 minute presentation and 10 minute question and answer 
session 

Objectives: The audience will:

• report updated best practice knowledge related to rules and regulations 
in the treatment of pain. 
• report awareness of resources for consultation in the practice setting. 
• recognize patient red flags and risk factors for addictive or aberrant 

behavior.
• report increased knowledge of best practice considerations during 

opioid initiation in the practice setting. 
• gain knowledge to operationalize in practice.
• or plans to incorporate multimodal alternative strategies in their 

practice setting.  

Hour 1: Chronic Opioid Therapy: 
Monitoring, Risks, and Drug cocktails

Presented by:
Dr. Kelley Pennell, DNP, APRN, ACNS-BC 

in collaboration with
Graves T. Owen, MD

Past Chairman of the Board
Texas Pain Foundation

Medical Advisor, TSI, DWC, OMA 

Texas Medical Board (TMB)Definitions 

• Acute pain: physiological response
• Trauma
• Disease
• Operative procedure

• Chronic pain: beyond expectation; chronic pathology
• >90 days
• >expected healing time 

http://www.tmb.state.tx.us/idl/3E399486-3B51-843A-AAD2-E67B31810FB0

What is Pain? 
What is Suffering?

• Pain is defined as an unpleasant sensory and emotional experience 
with actual or potential tissue damage or described in terms of such 
damage.* 
• Pain….is always a psychological state.**
• Suffering is one’s inability to cope with adversity.**

*The International Association for the Study of Pain (IASP) 

**AMA Guides to the Evaluation of Disease and Injury Causation, Second Edition Page 389
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Ethics

• Beneficence:
• Actions for benefit of others. Beneficence actions taken to 

prevent or remove harms or to simply improve the situation.

• Nonmaleficence:
• “do no harm.” Clinicians must refrain from providing 

ineffective treatments or acting with malice toward patients. 

Regulations

• Texas Board of Nursing, Chapter 228
• Texas Medical Board, Chapter 170
• Center for Disease Control: Guidelines for prescribing opioids in the 

family practice setting
• Standard of Care (American Pain Society, American Association of 

Family Practice, Texas Pain Society, American Association of Nurse 
Practitioners, and more)

Standard of Care

The standard of care is what a reasonable and prudent clinician does in 
the same or similar clinical situation.
• Research in evidence based literature
• Exhausts conservative evidence based treatments prior higher risk 

and lower evidence treatments (First do no harm). 
• Failure to exhaust conservative evidence based treatments prior to higher 

risk or non-evidence based treatments is inconsistent with SOC
• Uses sound medical judgment. 

Informed Consent

• Diagnosis
• Tx plan
• Expected therapeutic outcomes (realistic med expectations)
• Alternative tx plans
• Potential side effects
• Adverse effects of meds
• Pain Management agreement (>90 days)

Texas Medical Board, Chapter 170

Pain Management Agreement

• Submit to lab testing (UDS) 
• Adhere to prescription 
• One provider and pharmacy
• Acknowledge outcome of non-compliance
• Process for weaning

• Must Check PMP prior to prescribing beginning September, 2019
Texas Medical Board, Chapter 170

How to Prevent Opioid Addiction

• Numerous safer and more effective treatments are available. 

• Exhaust evidence based non-pharmaceutical treatments

• Use opioids with caution for chronic pain!!!
• DOCUMENT
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Opioids

Risk factors for aberrant drug taking behaviors.
• Family or personal history of ETOH or drug addiction.
• Nicotine dependency
• Depression and/or anxiety
• Impulse control problems (ADD, OCD, bipolar, schizophrenia, 

personality disorders)
• Hypervigilant state (PTSD, abuse history)
• Somatoform disorders
• Multisite pain (> 3 body parts)
• Age 16-45

Risk Assessment Tools
Patient Administered
• Prior to initiation

• Opioid Risk Tool (ORT)
• Screener and Opioid Assessment for 

Patients with Pain-revised (SOAPP-R)
• Screening Instrument for Substance 

Abuse Potential (SISAP)
• During Treatment

• Prescription Drug Use Questionnaire -
patient version (PDUQ-p) 

• Current Opioid Misuse Measure 
(COMM)

• Patient Medication Questionnaire (PMQ)

Clinician Administered
• Prior to Initiation

• Diagnosis, Intractability, Risk, and 
Efficacy (DIRE) 

• During Treatment
• Pain Assessment and Documentation Tool 

(PADT)
• Addiction Behavior Checklist (ABC)

https://www.practicalpainmanagement.com/resource-centers/opioid-
prescribing-monitoring/risk-assessment-safe-opioid-prescribing-tools

Yellow to Red Flag Behaviors

• Yellow
• Patterns of dosage increases 
• Embellishing therapeutic benefit - >30-40%
• Concurrent benzodiazepine use

• Red
• Patterns of early refills
• Understating drug benefit
• Doctor shopping
• Frequent ER visits for pain or accidents

Mitigating Risks

• Alternative Strategies:
• First line 
• When pain shifts from acute to chronic
• Document previous response
• Document rationale if no referral

• PDMP: Required September, 2019
• Risk Assessment (tools to follow)
• Baseline and Random Urine Drug Screen
• Non-opioid pharmacology
• Documentation and Referrals

Hour 2: Alternative Pain Treatment 
Modalities

Presented by:
Graves T. Owen, MD

Past Chairman of the Board
Texas Pain Foundation

Medical Advisor, TSI, DWC, OMA
in collaboration with

Dr. Kelley Pennell, DNP, APRN, ACNS-BC 
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Mechanisms of Action in Chronic Pain

• 1. Traditional Medical Model (TMM)
• Assumes that pain is caused by a peripheral pain generator.
• Results in chasing numerous theoretical pain generators. 
• Failure to find and cure a pain generator leads to further patient 

frustration. 
• Treatments are passive and do not require patient participation.

• 2. Neuroplasticity

Neuroplasticity

• Insult results in maladaptive neurological changes that include:
• Axonal sprouting

• Production of new receptors and transmitters that are abnormal for 
that nerve cells usual function.

• Abnormal regulation by third party players such as glial cells

Biopsychosocial Model

• Views chronic pain complex interaction of biological, psychological, 
social factors.
• Each person has an individual experience of pain.
• Complexity increases over time as a range of psychosocial and 

economic factors interact with pathophysiology to moderate the 
perception of pain and disability.
• Physical deconditioning associated with stiffness and atrophy occur.
• Most heuristic treatment approach for chronic pain. 

AMA Guides to the Evaluation of Permanent Impairment, Sixth Edition page 32. 
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Disability 

The most helpful components for predicting persistent disabling low 
back pain were maladaptive pain coping behaviors, nonorganic signs, 
functional impairment, general health status, and presence of psychiatric 
comorbidities. 

Chou R and Skekelle P. Will This Patient Develop Persistent Disabling Low Back Pain? JAMA. 2010;303(13):1295-1302. 

Disability Perception

• Disability perception has never correlated well with physical 
pathology.

• Strongly correlates with unstable psychosocial issues.

• Therefore, severe pain intensity (suffering) and disability perception 
indicates unstable psychosocial issues until proven otherwise. 

Incidence of Psychosocial Comorbidities

Chronic pain syndrome
• 80% depressed
• 70% anxiety/panic attacks
• 30-60% personality disorders
• >25% incidence of addiction
• 10% qualify as psychogenic pain
• Majority with maladaptive coping strategies

Manchikanti et al. Pain Physician 2013

Chronic Pain and Suicides

• The incidence of suicides in the chronic pain population equals the 
general population if psychiatric comorbidities are taken into account. 

• Recognize and appropriately treat psychosocial comorbidities in the 
chronic pain population. 

Ratcliffe G et al., Chronic pain conditions and suicide ideation and suicide attempts: An epidemiological perspective. Clin J Pain. 2008; 24(3): 204-210

Maladaptive Coping Mechanisms

• Lack of Acceptance (inability to accept pain)
• Fear Avoidance (fear of tissue damage with movement)
• Catastrophization (irrational thought that something is far worse than it is)
• Injustice (includes victimization and entitlement)
• Disability Conviction (black and white thinking) 
• All based on foundation of cognitive distortions
• A form of distorted thinking (cognitive distortions) that aggravates pain.
• Black & white thinking, overgeneralization, mental filtering, discounting the 

positive, jumping to conclusions, magnification, emotional reasoning, 
“should” statements, personalization/blaming

Psychosocial Comorbidities

Clinicians commonly underestimate the degree of psychosocial 
comorbidities found in their pain patients unless psychometric testing is 
performed.

Daubs, et al. J Bone Joint Surg AM. 2010
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Acute LBP
• First Line Treatment
• Nondrug Treatments

• Superficial heat
• Massage
• Acupuncture
• Spinal Manipulation
• Reactivation (avoid prolonged bed rest max 1-2 days)

• Second Line RX
• NSAID (not acetaminophen)
• Non-sedating Muscle Relaxations (avoid Soma)

ACOP 2017 Nonpharm Therapies for LBP)

Chronic LBP
• First Line Treatment 
• Nondrug Treatments

• Any form of exercise that can be tolerated
• Multidisciplinary/Interdisciplinary Pain Management Programs (generally not available 

outside of WC)
• Acupuncture
• Tai chi
• Yoga
• Motor control exercise
• Biofeedback
• Progressive relaxation
• CBT
• Acceptance Commitment Therapy (ACT)
• Spinal manipulation

(ACOP 2017 Nonpharm Therapies for LBP)

Treatment Options
• Rehabilitation

• Cognitive behavioral therapy (CBT)
• Physical Therapy, Occupational Therapy, Yoga, Tai Chi
• Compliance is often low without psychosocial support

• Pharmaceutical
• NSAIDs
• Neuromembrane Stabilizers (TCA, gabapentin, pregabalin, etc)
• Note that TCA and gabapentin are off label. 
• Topical (lidocaine gels)
• ?Opioids

• Interventional
Spinal Cord Stimulators, Injections

How CBT/Exercise Helps

• CBT and exercise rewires the nervous system (reverses maladaptive 
neuroplastic changes).

• Exercise promotes endorphins and positive mood changes.

• Exercise prevents or minimizes functional loss.

• Cognitive Behavioral Therapy and exercise are evidence based 
conservative treatments (first line therapy). 

Pharmaceutical Treatments

Concepts: 

• Number Needed to Treat (NNT)
Defined as number of patients that must be treated with a given 
pharmaceutical agent to obtain one positive response (typically defined as 
a 50% reduction in pain).  

• Number Needed to Harm (NNH)
Defined as number of patients that must treated with a given 
pharmaceutical agent to obtain one harmful response (typically a 
significant adverse side effect). 

NSAIDs

• Inconsistent evidence for pain. Several RCT no better than placebo.  
• Two types: Selective and Non-selective Cox-2 inhibitors
• Selective have lower incidence of GI symptoms but GI bleed rate is 

similar to non-selective Cox-2 inhibitors.
• No benefit from acetaminophen 

NNT=2.9 for non-neuropathic pain. 
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Tricyclic Antidepressants

• Neuropathic Pain (off label use):
• Considered first line treatment
• Supported by both meta analysis and systematic reviews
• Evidence of effectiveness in post-CVA pain, PHN, painful neuropathies, and post-mastectomy.  

NNT=3 NNH=14

• Negative results in spinal cord pain, phantom limb pain (possible poor study design), HIV 
neuropathy, cisplatinum neuropathy, neuropathic cancer pain, and chronic root pain. 

• SE: Contraindicated with cardiac arrthymias or epilepsy (baseline EKG recommended)
• Narrow therapeutic window and low threshold for toxicity (checking blood levels 

recommended).
• Dry mouth, constipation, sweating, dizziness, orthostatic hypotension, urinary retention

Neuromembrane Stabilizers

• SNRI:
• Duloxetine (Cymbalta)/milnacipran (Savella);
• Approved for painful DM neuropathy, fibromyalgia, depression, anxiety (Cymbalta only), 

chronic musculoskeletal pain (Cymbalta only). Cymbalta NNT: DM=6, OA=7, Fibro=6-8 
Savella NNT: Fibro=12.

• Venlafaxine (Effexor): Off label for pain. Generally not supported by studies.

• Anticonvulsants:
• Pregabalin (Lyrica); Approved fibromyalgia and painful DM neuropathy. NNT: DM=4 

Fibro=12
• Gabapentin (Neurontin); Off label but supported by several studies. Drug of abuse!
• Topiramate (Topamax); generally used for HA prophylaxis. Cognitive impairment worst SE.

Topical Agents

• Lidocaine Patch/Gels/Creams: 
• Lidoderm Patch;Approved for PHN

No pharmaceutical rationale for pain deeper than the surface of the skin as lidocaine 
is rapidly metabolized by the liver. Very expensive placebo for LBP. 

• Topical NSAID; No evidence for neuropathic pain.

• Compounded Topical Creams; No evidence that most of these drugs can 
penetrate the skin. No rationale that topical is better than oral. Not supported. 
Very big business. Expensive placebo. 

Interventional Therapies

• Best evidence is for Spinal Cord Stimulators.
• Unstable psychosocial/behavioral issues reduces success.

• Weak evidence for most interventions.
• Can be helpful in well selected individuals.
• In general, interventional techniques are over utilized. 

Confounding Issues

• Somatic Symptom Disorder:
• Somatic symptom disorder involves a person who has a significant focus on 

physical symptoms such as pain, weakness, or shortness of breath that results in 
major distress and/or problems functioning (DSM-V). 

• Somatization Disorder:
• Incidence in PCP setting is 25-50% of people complaining of pain (define as no 

objective sign to explain the pain).
• Specialty clinics such as pain management estimated at 60%.

AMA Newsletter July/August 2018 page 12

Beware of Hidden Agendas
• Secondary gain or hidden agendas defined advantage that occurs 

secondary to a stated or real illness. 
• Secondary gain may include:
• Personal Advantage
• Pursuit of Disability
• Pursuit of Drug of Choice
• Attention from Friends or Family Members, etc. 
• Consciously using symptoms for gain
• Unconsciously presenting symptoms with no physiological basis

• Exaggerated Symptoms 
• Symptoms may result in a social breakdown syndrome resulting in the 

patient choosing to remain in the sick-role. 
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Diagnostic Imaging

• Spinal abnormalities are common in the asymptomatic populations:
• DDD (genetic not wear and tear via identical twin studies)
• HNP
• Budges
• Annual tears
• Mobic changes
• Spinal stenosis
In the absence of a clinically detectable radiculopathy or neurogenic 
claudication these changes MUST be considered. 

Conclusions

• Non-pharmaceutical treatments should be the primary focus
• Pharmaceutical treatments have small benefits
• Disability is driven by unstable behavioral issues
• Beware of secondary gain and hidden agendas
• Abnormalities of spinal are common in the asymptomatic population. 

Avoid contributing to the patient’s sick role by suggesting non-specific 
degenerative imaging findings are the cause of the pain

Hour 3: Opioid Use Versus Misuse: 
Path to Addiction

Presented by:
Dr. Kelley Pennell, DNP, APRN, ACNS-BC 

in collaboration with
Graves T. Owen, MD

Past Chairman of the Board
Texas Pain Foundation

Medical Advisor, TSI, DWC, OMA

Texas Medical Board (TMB) Definitions

• Abuse: maladaptive pattern of substance use
• Recurrent adverse consequences
• Significant adverse consequences

• Addiction:  medical diagnosis
• Primary neurobiological disease
• Cravings or
• Compulsive drug use
• Lack of control
• Overuse
• Continued use despite ill effects

http://www.tmb.state.tx.us/idl/3E399486-3B51-843A-AAD2-E67B31810FB0

More TMB definitions

• Physical dependence: adaptation mandifested by drug class
• Symptoms: (withdrawal)

• Abrupt cessation
• Rapid dose reduction
• Decreased blood levels
• Antagonist

• Pseudoaddiction: misinterpretation of relief behaviors
• Mimics drug seeking 
• Resolves after appropriate dosing

http://www.tmb.state.tx.us/idl/3E399486-3B51-843A-AAD2-E67B31810FB0
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More TMB definitions

• Tolerance: physiological state
• Increased dose required = same relief

• Escalation: increased dosage or frequency

• Withdrawal: physiological and mental adjustment
• Follows dependence

Opioid OD and Death
A recent CDC study identified 
• oxycodone the 3rd most deadly drug, while

• alprazolam was the 4th

• fentanyl the 5th most deadly drug.  

Warner M et al. Drugs most frequently Involved in Drug Overdose Deaths: United States, 

2010-2014. National Vital Statistics Reports Volume 65, Number 10. December 20, 2016.

Opioid OD and Death
CDC:
•About 50% of deaths associated with high dose opioid therapy 
•20 MED to 50 MED doubles risk of OD.
•50 MED to 90 MED has 9 times risk of OD.

•About 50% of deaths associated with mixing opioids with other CNS depressants 
including alcohol. 

Warner M et al. Drugs most frequently Involved in Drug Overdose Deaths: United States, 

2010-2014. National Vital Statistics Reports Volume 65, Number 10. December 20, 2016.

Opioid OD

• Tragically, 91% of people who survive an opioid OD are re-prescribed 
opioids.

• 17% of OD are not the first OD

Larochelle, et al. Opioid prescribing after nonfatal overdose and association repeated overdose: a cohort study. Ann Int Med. 2016;164:1-9. 

Rules governing practice (Reminders)
• APRNs must when providing medical aspects of care:*
• Utilize mechanisms which provide authority for that care 
• Mechanisms include: Protocols or other written authorization 

• Prescriptions for a controlled substance in Schedules III through V:**
• Refills of same = <90 days
• New prescriptions = <90 days
• Documented consultation with MD prior to continuing beyond 90 days

*Texas Board of Nursing, Rule 221.13; ** Texas Board of Nursing, Rule 222.8

Rules governing practice
• Texas Nursing Practice Act*

• Consistent with SOC

• Current board rules, regulations, and standards of professional nursing*
• Note:  MD delegates prescriptive authority, should follow MB rules too

• All federal, state, and local laws, rules, and regulations affecting the 
advanced role and specialty area *

*T exas B oard  o f N ursing , R u le  221 .13
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Pain Management Regulators/Professional 
Standards

• Standard of care for specialty 
• consistent with SOC (some examples in hour 1)
• CDC guidelines

• Texas Board of Nursing Rule 228
• APRN specific Pain management rules

• Texas Medical Board, Chapter 170
• MD specific rules

• Delegated authority, familiarize yourself with these

• APRN practice must satisfy both rules and be consistent with established 
standard of care documents

Minimum Standards: Pain Management Tx
• Goal of treatment: 

• Treat pain therapeutically: considering overall health
• Physical function
• Psychological stability/comorbidities
• Social implications
• Work-related factors.

• Medications: 
• Prescribed with defined therapeutic benefit

• Benevolence vs Maleficence
• Pharmacologically appropriate
• Safe for the diagnosis for which the medication is being used.
• Relate to patient’s chief complaint

Texas Medical Board, Chapter 170; Texas Board of Nursing, Rule 228

Consistent with SOC guidelines

Minimum Standards (cont)

• Sound clinical judgement
• Careful and comprehensive patient assessment
• Pharmacological tx: potential risk for harm against potential therapeutic benefit
• APRN/MD treat according to current evidence

• Documented Patient Assessment
• Focused PE
• Pain Assessment
• Current and past tx for pain: outcomes
• Comorbidities 
• Historical substance abuse AND potential risk for abuse or misuse:  objective testing 

tools
Texas Medical Board, Chapter 170; Texas Board of Nursing, Rule 228

Consistent with SOC guidelines

Minimum Standards (cont)

• Documented Treatment Plan:
• Relationship between medication and CC
• Name, dosage, number and refills (consult >90 days)
• Lab testing and diagnostics
• Other tx options planned or considered
• Ongoing monitoring plan
• Subjective and objective therapeutic benefit
• Referrals: actual and planned; follow up
• Informed consent: documented and included in chart

Texas Medical Board, Chapter 170; Texas Board of Nursing, Rule 228

Consistent with SOC guidelines

Minimum Standards: Pain Management 
Setting

• Verify clinic registration
• MD on-site 33% of operating hours
• 33% of charts reviewed
• Controlled substance rule compliance

Texas Board of Nursing, Rule 228

Mitigating Risks

• Not for minor injury or cough suppression
• Limit prescribing for serious acute injury or surgery: Reassess need 

often
• Manage patient expectations (30-40%) 
• Use the smallest dose possible
• Tramadol is an opioid! It has abuse potential too. 
• Use caution when prescribing opioids for chronic pain
• WHEN IN DOUBT- Refer to specialist 
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Dangerous Drug Combinations

• Gabapentin/Pregabalin:
A recent study observed that prescribing gabapentin and/or pregabalin with 
opioids significantly increased the risk of opioid related fatal overdoses. 

• Any CNS Depressant co-prescribed with opioids:
Benzodiazepines, Soma, etc.

Gomes, T et al. Gabapentin, opioids, and the risk of opioid-related death: A population-based nested case control study. PLOS Med. Oct 3rd, 2017. 

Gomes T, Greaves S, van den Brink W, et al. Pregabalin and the risk for opioid-related death: A nested case-control study. Annals Int Med. 2018 [epub ahead of 
print] doi:10.7326/M18-1136. 

Common Drug Street Names
Illegal and legal combinations
• Bars:  heroin and Xanax
• Cheese: heroin and cold medicine
• New Jack Swing: heroin and 

morphine
• Las Vegas Cocktail: Soma + Vicodin 

or Soma, Oxycodone + Xanax

Prescription Medications
• Purple Drank: codeine cough med
• Trail Mix: combining multiple Rx
• Recipe: Rx + alcohol
• Benzo: dippers, blues, downers, 

goofballs, tranks, zanies, footballs, 
Valley girl
• Opioids: happy pills, big boys, cotton, 

hillbilly heroin, OC

https://www.ashwoodrecovery.com/blog/know-street-names-nicknames-commonly-abused-
drugs/


