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Content Outline
• Prescription opioids and the opioid epidemic
• Chronic illnesses of pain and addiction 
• Substance use disorders in patients with 

complex pain
• Opioid therapy in complex pain patients with 

history of substance use disorder
▫ Opioid-sparing strategies
▫ Risk mitigation practices
▫ Relapse prevention

• Benefits of recovery in complex pain 
management



Prescription opioids and the Opioid Epidemic





Epidemiology: Complex pain patients 
are not prescription opioid abusers
Prescription Opioid Abusers
• Younger 18-26yr
• Male
• Hispanic >                  

White (non-hispanic) > 
Black (non-hispanic)

Complex Pain Patients
• Older 45yr+
• Female 
• White (non-hispanic) > 

Black (non-hispanic) > 
Hispanic

2015  National Survey on Drug Use and Health 
Retrieved from http://www.samhsa.gov/data/ 

Nahin RL. Estimates of pain prevalence and severity in 
adults: United States, 2012. Pain. 2015. 16(8):769-80. 



Chaudhary & Compton, 2017



Substance Use Disorder:
A prevalent chronic disease

2015  National Survey on Drug Use and Health 
Retrieved from http://www.samhsa.gov/data/ 

Approximately 8% of Americans 
meet diagnostic criteria for a SUD 



National Drug Intelligence Center. National Drug Threat Assessment. Washington, DC: United States Department of 
Justice; 2011. www.justice.gov/archive/ndic/pubs44/44849/44849p.pdf(PDF, 8MB)
Birnbaum, HG. et al. Societal Costs of Prescription Opioid Abuse, Dependence, and Misuse in the United States. Pain 
Medicine 2011; 12: 657-667.
Florence, CS et al. The Economic Burden of Prescription Opioid Overdose, Abuse, and Dependence in the United States, 
2013; Medical Care. Volume 54, Number 10, October 2016.

Healthcare Overall Year estimate 
based on

Alcohol $27 billion $249 billion 2010

Illicit Drug Abuse $11 billion $193 billion 2007

Prescription 
Opioid Abuse $26 billion $78.5 billion 2013

Economic Burden of 
Substance Use Disorders

http://www.justice.gov/archive/ndic/pubs44/44849/44849p.pdf


Like complex pain, 
SUD is a chronic disease
• Pathological basis
• Known risk factors
• Predictable course
• Treatments of known efficacy

– Treatment requires behavioral changes
– Most successful when treatment is ongoing

• Characterized by remissions and exacerbations
• Exacerbation = Relapse
• precipitated by stressors  (both inter- and intra-

personal) 
9



Chronic pain and Substance Use Disorder 
share desired treatment outcomes:

Functional 
status

Quality of 
Life

Return to 
work

Self-
reported 
disability

Von Korff MR. Best Pract Res Clin Rheumatol. 2013.



Indicators of a Substance Use Disorder
• More substance (drug, alcohol) is used than intended or planned.
• Inability to cut down or control substance use.
• Much of time obtaining, using or recovering from substance.
• Craving or a strong desire to use substance.
• Inability to fulfill role obligations at work, school, or home.
• Continued substance use despite accumulating consequences.
• Reduced participation in social, occupational, or recreational activities

due to substance use.
• Substance use in situations in which it is physically hazardous.
• Continued use despite health problems caused/exacerbated by

substance.
• Need for increased amounts of substance to achieve desired effect.
• Characteristic withdrawal syndrome for substance when not used.

(adapted from APA, 2013)



Indicators of a Substance Use Disorder



Drivers of Behavior:
Reward vs. Executive Control



Prevalence of Substance Use Disorder 
in patients with complex pain
Primary care clinics 3%-26%

Pain clinics 2%-14%

• Rates of carefully diagnosed addiction in
primary care are approximately 8%

• Rates of misuse, abuse, and addiction-
related aberrant behaviors range from 15%
to 26%



Risk factors for SUD in chronic pain 
patients
• Personal history of drug misuse or addiction
▫ including nicotine dependence

• Family history of addiction 
• Younger age
• Psychiatric illness (depression, anxiety disorder)
• Early drug or alcohol misuse (<13yo)
• Childhood trauma (physical, sexual, emotional) 



Chronic Pain in patients with 
Opioid Use Disorder

• Up to 50%-60% of MAT patients (methadone, 
buprenorphine) report chronic pain. 
▫ In 25%-35% of cases, pain is rated as severe 

• Higher severity of chronic pain is associated with:
▫ more chronic illness
▫ poorer psychosocial, physical & social functioning
▫ high rates of mental illness (primarily major depression)

• Presence of chronic pain portends poorer MAT 
outcomes: 
▫ more likely to engage in continued polydrug use
▫ require higher doses of methadone
▫ experience higher ratings of opioid craving 
▫ more likely to relapse to opioid use



Pain ratings
for punctuate 
mechanical stimuli

Edwards RR ,et al. The Journal of Pain, 2011
, 

Elevated pain sensitivity 
in chronic pain patients 
at risk for opioid misuse

No 
Opioids

Low-Dose 
Opioids

High-Dose 
Opioids

SOAPP = Screener and 
Opioid Assessment for 
Patients in Pain



Opioid responses by murine strain



By definition, active substance use disorder 
precludes the patient achieving the goals of chronic 
pain treatment, functional restoration:

• physical
• psychological
• family and social
• health care utilization
• appropriate medication use

Patients with active SUD are not
candidates for opioid therapy



Requires expansion of treatment plan to integrate 
chronic disease of management of substance use 
disorder
• Opioid-sparing 
• Risk mitigation strategies
• Relapse prevention Pain 

management 

Addiction 
therapy 

Patients with addictive disease in remission 
can appropriately and effectively use opioids 
for chronic pain

Clark JD. J Pain Symptom Manage. 2002 ; Strain EC. Clin J Pain. 2002 ; 
Compton P et al., J Pain Symptom Manage. 1998



Increased risks with higher opioid dose 
in chronic pain patients 

• Inadequate
evidence of long-
term benefit

• Growing evidence
of dose-dependent
harms
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Dunn et al. Ann Int Med 2010; Bohnert et al. JAMA 2011; Gomes et al. Arch Int Med 2011; Gomes et al. JAMA Int Med 
2013; Zedler et al. Pain Med 2014



Improvements with Opioid Taper

Sullivan et al. J Pain 2017;18(3):308-318



Opioid-Induced Hyperalgesia:
Experimental pain more severe after 4wks 
hydromorphone tx

(Suzan et al., 2013)



Chronic pain and 
opioid-induced hyperalgesia

Kim et al, 2013

Painfulness of standard lidocaine 

injection increase by opioid dose:

(a) VAS pain score
(b) unpleasantness
(c) pain behaviors
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Opioid Sparing: 
Minimize opioid withdrawal and craving

Compton P, et al. J Pain. 2003;4(9):511-519



“Risk Mitigation” Strategies
• Risk prediction instruments
• Opioid treatment agreement
• Patient education
• Urine toxicology
• Pill counts
• Prescription Drug Monitoring Programs (PDMP)
• Monitoring instruments
• Use of abuse-deterrent formulations



Provides recommendations on:
• when to initiate or continue opioids for

chronic pain
• opioid selection, dosage, duration,

follow-up and discontinuation
• assessing risk and addressing harms

of opioid use



Provides recommendations on:



Key Question 4: What is the:
• “accuracy of instruments for predicting risk for 

opioid overdose, addiction, abuse or misuse; 

• effectiveness of risk mitigation strategies;

• effectiveness of risk management strategies; 

• comparative effectiveness of treatment 
strategies for managing patients with addiction” 



Risk Assessment Tools*

• SOAPP-R® (Screener and Opioid 
Assessment for Patients with Pain) (Butler 
et al., 2008)
▫ 24 items, self-report 

• ORT (Opioid Risk Tool) (Webster, 2005)

▫ 5 items, self-Report
• BRI (Brief Risk Interview) (Jones et al., 2013)

▫ 12 items, clinician administered

*Risk of aberrant behaviors



Opioid Treatment Agreement





Prescription Drug Monitoring Programs

Emergency department visits involving opioid analgesic misuse
Maughan BC et al., Alcohol Depend. 2015; 156: 282–288.

https://www-ncbi-nlm-nih-gov.proxy.library.georgetown.edu/pubmed/?term=Maughan%20BC%5BAuthor%5D&cauthor=true&cauthor_uid=26454836
https://www-ncbi-nlm-nih-gov.proxy.library.georgetown.edu/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=26454836


Monitoring Tools*

• COMM™ (Current Opioid Misuse Measure)
(Butler et al, 2007)

• PDUQ (Prescription Drug Use Questionnaire)
and self-report version PDUQ-p (Compton, et al.,
1998; 2008)

• ABC (Addiction Behaviors Checklist) (Wu et al.,
2006)

• PMQ (Pain Medicine Questionnaire) (Adams et al.,
2004)

• POAC (Prescription Opioid Abuse Checklist)
(Chabal et al., 1997)

* measure aberrant behaviors & behaviors in violation of
treatment agreement, not substance use disorder



Medication Misuse ≠ Addiction 

• Hariharan et al. (2007): 17% of opioid contracts 
cancelled by physician 
▫ 10% due to illicit urine toxicology (cocaine, cannabis)
▫ 5% due to prescription opioid abuse
▫ 2% other rule violation

• Compton et al. (2008): 28% discharged for 
medication misuse behaviors
▫ 8% due to misuse of opioids

∴ Only 1/3 of those discharged from pain 
treatment were misusing/abusing opioids 

Compton PA et al, J Pain Symptom Manage. 2008 Oct; 36(4): 383–395 
Hariharan J et al, J Gen Intern Med. 2007 Apr; 22(4): 485–490



Chronic Pain Opioid Therapy

Improved functioning Unimproved functioning

Addictive disease

+

opioid non-
responsive pain

Psychiatric Illness

Opioid-induced 
hyperalgesia

Opioid-responsive pain

Absence of addiction

Psuedoaddiction

Therapeutic dependence

Compton et al, 2017







• Assessment  
▫ What is the risk of relapse? 

• Monitoring
▫ How can relapse be identified?

• Management
▫ How can chronic opioid treatment be provided 

to minimize risk of relapse?
▫ How can relapse be managed?

39

Key goal in opioid treatment of complex 
pain with addiction: 

RELAPSE PREVENTION



• How long has patient been in recovery?  
• What is current status of addiction recovery efforts or 

treatment?
• What type(s) of drugs were abused?
• What are current stressors that might precipitate 

relapse? 
▫ unrelieved pain; withdrawal Sx; psychiatric Sx

• What are current protective factors against relapse? 
▫ coping responses; treatment engagement; social support

• How stable does patient feel in recovery? 

Assessment of risk for relapse
40

Status of disease remission:



Correlates of analgesic abuse in chronic 
pain patients with a history of addiction:

• Absence of family support
• Lack of 12-step involvement
• Recent history of polysubstance abuse (not 

alcohol abuse alone)
• Previous history of chronic opioid therapy
• Failure in improvement of pain symptoms

(Dunbar & Katz, 1996)

Assessment of risk for relapse
41



Monitoring for emergence of relapse

Evidence of addiction in patients on opioid therapy 
• Adverse consequences associated with opioid use
• Loss of control over the use of opioids
• Preoccupation with obtaining opioids 
• Decline in function 

2001 Consensus Statement from the American Society of Addiction Medicine, 
American Academy of Pain Medicine, and the American Pain Society 

42

Like constipation and sedation, behaviors 
consistent with relapse must be assessed as a 
potential medication-related adverse effect.



Monitoring Medication Use behaviors

• Addiction is a disease of behavior
▫ behavioral response to the opioid-analgesic 

regimen provides evidence for the presence of 
active addiction. 

• Objective evidence of medication use 
behaviors
▫ treatment contracts/medication agreements
▫ urine toxicology 

43



Management
44

• Regular and thoughtful urine toxicology
• Ongoing assessment of substance abuse 

treatment 
• Ongoing assessment and management of 

psychiatric disorders
• Ongoing assessment of life or pain-related 

stressors
• Avoid opioid withdrawal

Support recovery



- Prescriber of opioids for chronic use is accountable for 
having a management strategy in place if relapse 
occurs.

- Providing daily opioids without suitable addiction 
expertise or support in place puts both the pain-
management practitioner and patient at risk for poor 
outcomes.

- If unable to manage relapse, knowledgeably refer 
patients to qualified specialists who can better treat the 
untoward response. 

45

Management
Be prepared for it’s emergence



• Relapse provides an opportunity to intervene in 
the progression of addictive disease

• Goal is a thoughtful and working partnership 
between addiction and pain specialists
– Provider continue treatment for pain while also 

supporting addiction treatment

• As opposed to discharge, it is incumbent upon 
the pain-management provider to take an 
advocacy role in the management of addiction

46

Management
Don’t just discharge

Compton, P. Pain Med 9(4):383-90, 2008.





▫ Motivational interviewing
▫ Cognitive behavior therapy
▫ Acceptance therapy
▫ Psychiatric assessment
▫ Stress management
▫ Functional Assessment

Interventions for 
chronic disease management 



Remission of Addictive Disease 
Improves Pain and Functionality

• Ability to comply with regimes
• Enhanced cognitive skills
• Behavior modification techniques
• Improved social support
• Management of psychiatric issues
• Improved stress control



• What are effective strategies for managing acute 
pain in complex pain patients who are in drug-free 
recovery? 

• How do opioids prescribed for opioid use disorder 
affect the pain experience of patients with 
complex pain?

• How can multi-modal approaches to complex pain 
be modified to best manage patients with SUD?

• How does opioid antagonist therapy for opioid use 
disorder affect complex pain management?

Future Directions
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