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Pain pathways



Modulation

• Amplification or dampening of pain-related signals

• Ascending and descending pathways

• Gate control theory
• Endogenous ability to increase or decrease pain perceptions

• Weighs and integrates all inputs

• Includes consideration of thoughts and emotions

Zacharoff KL, Pujol LM, Corsini E. A Pocket Guide to Pain Management, 4th edition 2010





Chronic pain patients are rarely 
straightforward!
• Disability

• Relationship distress

• Social role loss

• Isolation

• Medication overreliance

Eccleston C, Morley SJ, Williams ACDC. British J Anaesth 2013



Sleep disturbance by condition

Brennan MJ, Liberman JA. Current Medical Research and Opinion 2009;25:1045-1055



The Vicious Cycle

Mystakidou K et al Pain Practice 2010;11:282-289

Altered sleep 
architecture

Increased ongoing 
pain

More sleep 
disruption



The Vicious Cycle, part 2



Chronic pain and depression

• Chronic pain may be worsened by depression

• Treating depression probably improves pain control

• Treating depression improves coping with chronic pain

Kroenke K et al. JAMA 2009; 301:2099-2110 



Mood and Medical/Pain Complaints

Patients presenting to physician with two diffuse pain complaints / minimal findings – a 6x 
probability that the complaints are mood/depression related

Patients presenting to medical provider with three or more diffuse pain complaints / 
minimal findings – an 8x probability that the complaints are mood/depression related

Katz & Sullivan (1990)



Influence of Mood on Medical Treatment Outcome

Depression and Anxiety Disorders
INCREASED:

 Health care utilization, MD/ER visits
 Medication use (3-6 fold increase in opioid prescriptions)

Reid et al. 2002; Sullivan et al. 2005

 More likely to be written an opioid than anti-depressant
 Premature treatment drop-out, relapse after treatment
 Sedentary activity, alcohol/drug use

 Number of health and pain complaints
 Pain severity
 Post-operative pain
 Duration of pain
 Functional limitation and disability

Adapted from Van Dorsten & Weisberg 2011, Van Dorsten 2018
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Influence of Mood on Medical Treatment Outcome

Depression and Anxiety Disorders

DECREASED:
 Return to work

 Adherence with treatment recommendations
 1.79-3.0 odds ratio of poor adherence 

Grenard et al. 2011, DeMatteo et al. 2002, Gonzales et al. 2008

 Overall rehabilitative outcome
 ~50% retention of information provided

Adapted from Van Dorsten & Weisberg 2011, Van Dorsten 2018
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Chronic pain and depression

• Rates in older studies range from 10-100%

• Recent study in a pain specialty clinic showed Dx of major depression 
in 72%

• At least mild depression in 86%

Banks SM, Kerns SD Psychological Bulletin 1996
Poole H et al. World Institute of Pain 2009



Fear conditioning



Fear conditioning in pain

• Fear of pain is a key factor in the development and maintenance of 
chronic pain and disability

• High fear of pain scores = poor behavioral task scores
• knee or trunk extension/flexion

• lifting



Operant conditioning

• May explain the generalized reduction in physical activities 
characteristic of many chronic pain patients

• Reduction in daily activities negatively impact physical fitness

• Vicious cycle results in exhaustion and unpleasant sensations even at 
lower levels of activity

S. De Peuter et al. European Journal of Pain 2011



Pain catastrophizing

• Negative cognitive and emotional approach including 
• Magnification

• Helplessness

• Rumination

• Negative orientation to pain and life circumstances

• Patients with higher levels of catastrophizing experience higher levels 
of:

• Pain

• Physical disability

• Psychological dysfunction



Vlaeyen JW, Linton SJ Pain 2012



Other maladaptive beliefs

• Persistent pain means ongoing tissue damage

• Finding a cause of the pain means that it can be fixed

• Pain is a signal to stop moving and stop being active



Patient education about pain: basics

• Gate control theory

• Mood

• Sleep

• Activity/Exercise

• Pain Catastrophizing
• Magnification

• Rumination

• Helplessness

• Operant (fear) conditioning



Self-efficacy and fear of movement in chronic 
low back pain
• Pain self-efficacy: the confidence that you can get through the problem on your own

• Fear of movement: fear that movement will make the pain worse

• Mediator study of 184 patients

• Pain intensity, disability, self-efficacy, fear of movement scores measured at 
baseline and at 12 months

• Results: 
• Both pain self-efficacy and fear of movement scores mediated pain, disability scores

• Only pain self-efficacy mediated persistent pain & disability scores at 12 months

• Takeaway: encouraging positive (self-efficacy) may be more effective 
than avoiding negative (fear of movement) in improving pain self-
management

Costa L et al. Eur J Pain 2010



Care plan

• Addresses 7 major elements:
• Sleep
• Mood and stress/coping
• Rehabilitation
• Exercise
• Diet (weight loss)
• Substances
• Patient’s personal functional goals
• Pain

• Listing specific treatment elements and measurable goals are crucial



Spirituality and pain

• Spirituality: increases hope, positive life perspective
• Improves coping responses, coping self-statements, suppression of pain

• Enhances meaning, sense of purpose

• Promotes healthy psychological adjustment to chronic pain

Ferreira-Valente A, et al. Pain Medicine 2020



The new way to treat pain

• Psychotherapy

• CAM

• Physical rehabilitation modalities

• Interventional treatment

• Pharmacologic treatment



The focus is away from medications

• “Given that most patients with acute or subacute LBP improve over 
time regardless of treatment, clinicians and patients should select 
non-pharmacologic treatment with superficial heat, massage, 
acupuncture, or spinal manipulation.”



The focus is away from medications

• “For…chronic low back pain…select nonpharmacologic treatment with 
exercise, multidisciplinary rehabilitation, acupuncture, mindfulness-based 
stress reduction, tai chi, yoga, motor control exercise, progressive 
relaxation, EMG biofeedback, low-level laser therapy, operant therapy, 
cognitive behavioral therapy, or spinal manipulation.”



Do integrative medicine approaches reduce 
opioid use?
• Few higher quality studies (8 RCTs, 7 retrospective, 4 prospective 

observational, 3 cross-sectional)

• Most showed reduced opioid use

• Best studied:
• Cannabinoids

• Multi-disciplinary approaches

• CBT

• Acupuncture

Hassan S et al. Pain Med 2019



Benefits of aerobic training

• IT REDUCES PAIN!

• Oh yeah, it also:
• improves fitness and stamina

• Improves general health

• Decreases fatigue

• Improves sleep

• Treats depression

• Helps with weight loss

• Increases feelings of well-being

• Improves cognitive performance

Hassett AL et al. Best Practice & Research Clin Rheum 2011



Physical Therapy

• ↓ Pain
• ↑ Flexibility to achieve proper mechanics 
across the spine

• ↑ Proper Posture
• ↑ Range of Motion
• ↑ Relaxation/Stress Relief
• ↑ Balance
• ↑ Coordination
• Education



Yoga is effective for pain

• 13 studies, 1,150 participants

• Range of painful conditions & yoga “dosages”
• 7 studies of “high quality” & 6 of these reported positive outcomes

• Serious adverse events “notably rare”



Yoga vs. Stretching vs. Self-care

• 228 adults w/ chronic low back pain 
• Excluded pain d/t medical condition or complex pain

• Intervention:
• Yoga: 12 weekly classes
• Stretching exercises
• Self-care book

• Outcome: Back-related function at 12 weeks

• Results
• Yoga more effective than booklet but not more effective than stretching
• Decreased medication use in intervention groups

Sherman et al. Arch Int Med 2011



Nutrition

• Vit D, B12, B6, and essential fatty acid deficiencies can cause 
pain.

• Excess Omega-6 fatty acids without appropriate balance with 
Omega-3 fatty acids results in inflammatory mediators that are 
more reactive.

• Pro-Inflammatory Foods
• Foods high in Omega-6 fatty acids (red meat, vegetable oil…)

• Dairy

• Tomatoes



Herbal Supplements

• GREAT RESOURCE! https://nccih.nih.gov/health/herbsataglance.htm

• Inflammation:
• S-adenosylmethionine (SAMe) shown to be as effective as celebrex in knee OA after 2 months of 

treatment and as effective as TCA’s in treatment of depression.

• Omega-3 supplementation 

• 2.7g/day of EPA & DHA improves pain in RA, OA & IBS after 3 months.  Rec BID dosing.

• Turmeric, Bromelain, Ginger up to 4grams/day in divided doses.

• Sleep dysfunction:

• Melatonin, passionflower, casein, 5-HTP, Valerian root

• Nerve pain:

• Alpha-lipoic acid up to 600mg/day in divided doses.
• (Najm WI, et al. BMC Musculoskelet Disord. 2004 Feb 26; 5:6) (Role of S-adenosyl-L-methionine in the treatment of depression: a review of the evidence1,2,3,4American 

Journal of Clinical Nutrition, Vol. 76, No. 5, 1158S-1161S, November 2002© 2002).

• Goldberg RJ, Katz J. Pain 129 (2007) 210-223

https://nccih.nih.gov/health/herbsataglance.htm
http://www.ajcn.org/cgi/content/full/76/5/1158S


Psychologic therapies

• Cognitive Behavioral Therapy
• Ex: cognitive restructuring, graded activation

• Mindfulness (MBSR)
• Ex: non-judgment, meta-cognition

• Head-to-head study in chronic low back pain: 60% clinically 
meaningful response in functional limitations for both active groups 
vs. 44% in usual care group

• 44% vs. 26% response in bothersomeness



Non-BH providers can learn (and teach) 
components of mindfulness & CBT 
• Mindfulness:

• Relaxation breathing

• Mindfulness meditation

• Body scan

• Metacognition

• CBT:
• Cognitive distortions

• Graded activation

• Pleasant activity scheduling



Non-opioid analgesics
(Pills for pain, everything but opioids)



A preamble about prescribing treatments: the 
“nocebo effect”
• Patient expectations are important determinants of outcome

• Adverse effects

• Efficacy
• Negative expectancy eliminated the analgesic effect of the opioid remifentanil

• False labeling of rizatriptan as placebo significantly reduced its efficacy in migraine 
headache

Bingel U. JAMA 2014;312(7):691-692



Avoiding the nocebo effect

• Maintain an authentic and empathic communication style

• Address patient anxieties, concerns, expectations

• Optimize treatment expectation versus expectation of adverse effects

Bingel U. JAMA 2014;312(7):691-692



There’s no shame in placebo (Obecalp™)

• Placebo ≠ No Treatment!

• 30-40% of all medication potency

• Open label trial in depression where patients told they were getting a 
placebo: 80% improvement

• “We’re going to give you a substance that has no active medicine in it 
but that some people have found helpful.”

• The power of rituals: daily medication, regular assessments and 
ratings

Kelley JM et al. Psychother Psychosom 2012
Goldberg J. Carlat Report Psychiatry 2020



Non-steroidal anti-inflammatory drugs 
(NSAIDs)
• Effective for:

• Osteoarthritis

• Inflammatory arthritis

• Headache

• Dysmenorrhea

• Dental pain

• Note: NOT effective for fibromyalgia/widespread pain

• NNT: 1.6 - 3

Ong CK, Lirk P, Tan CH, Seymour RA. Clin Med Res. 2007 March; 5(1): 19–34.



Common NSAIDs

• Oral:

• Ibuprofen: every 6-8 hours

• Indomethacin: every 8-12 hours

• Diclofenac: every 12 hours

• Naproxen: every 12 hours

• Piroxicam, Meloxicam: once daily

• IV/IM:
• Ketorolac



Topical NSAIDs

• Studied in knee and hand OA

• More localized pain relief

• Efficacy similar to orals

• Lower incidence of GI adverse events



NSAIDs: beyond ibuprofen, naproxen

• Prior authorizations not required from CO Medicaid for:
• Diclofenac tablets, 1.5% topical solution, 1% gel

• Ketorolac (Toradol) tablet*
• *Limited to 5 days of therapy every 30 days (max 20 tabs)

• Cox-2 selective: consider for GIB risk, concurrent anticoagulation
• Celecoxib 100 mg BID or 200 mg daily. Max dose 400 mg/day

• Other relatively  Cox-2 selective
• Meloxicam 7.5-15 mg once daily

• Nabumetone (Relafen): Non-acidic, once daily  dosing 1000 mg

• Sulindac 150-200 BID



NSAIDs Summary
UpToDate
has this 

handy table!• Use topicals
• 1-2 daily doses may improve 

adherence
• More frequent dosing may help 

associate medication with pain 
relief

• Don’t hesitate to use Obecalp™
• Relafen??

• Use Cox-2 selectives



Drugs for neuropathic pain

• Antidepressants:
• TCAs

• SSRIs

• Others: Venlafaxine, Duloxetine

• Neuroleptics:
• Gabapentin

• Pregabalin

• Lamotrigine

• Carbamazepine, oxcarbazepine



Other agents for neuropathic pain

• Topical agents:
• Lidocaine patch

• Capsaicin

• Cannabis



Tricyclic antidepressants

• 6 of 13 RCTs show benefit in diabetic peripheral neuropathy

• Effective in up to 2/3 of patients with post-herpetic neuropathy

• No differences in efficacy between agents

• NNT for at least moderate pain relief: 3.6

• Avoid in the elderly, pts with urinary retention, constipation, 
cardiovascular disease, impaired liver function, prolonged QT interval



Gabapentin and neuropathic pain:  
conclusions
• Effective for PHN & DPN

• Equivalent to TCAs

• NNT PHN:  3.2

• NNT DN:  3.8

• GP improves associated symptoms (mood, sleep, etc.)

• For most patients, relief came at doses of 1800 mg/day or higher

• GP was well tolerated, with side effects and dropout rates similar to 
placebo

• Main side effects: somnolence and dizziness



Gabapentin abuse potential

• 3000% increase in KY 2008-2014

• 15% of surveyed PWUD had used gabapentin in last 6 months

• 90% of surveyed pharmacists believe gabapentin misuse a problem

• 60% increased OR of opioid OD death at moderate or high doses

Blackmer J et al. J Am Pharm Assoc 2019
Vickers smith R et al. Psychol Addict Behav 2018
Gomes T et al. PLOS Med 2017



Pregabalin

• Similar to gabapentin but with better pharmacokinetic profile

• Modulates neuronal calcium influx

• Best responses seen at 450 mg/d

• Helpful for PN, also has FDA indication for FM

• In FM, ≥50% response in 29% of patients versus 13% in placebo

• Durable improvements in multiple domains seen, including sleep, 
fatigue, and health-related QOL

• Use increasing, Schedule V, abuse potential



Gabapentinoids: when appropriate to use?

• Second line for neuropathic pain, after TCA failure in young adults and 
those without TCA contraindications

• Use first-line for patients with contraindications to TCA

• Often used as adjunct in central pain syndromes, non-neuropathic 
conditions, or following acute injury



Duloxetine

• FDA indication for fibromyalgia, diabetic PN, chronic musculoskeletal 
pain

• In one large FM study, decreased pain by ≥30% in 55% of patients

• Starting dose 30 mg/d, goal is 60 mg/d; bid dosing not superior

• In FM, effects on pain are independent of mood

• Patients with pain improvement are more likely to have remission of 
depression

• Does not improve or worsen sleep



Cannabinoids and pain transmission

• Multiple complex effects and interactions

• Depending on tissue, CB receptor stimulation can:
• Decrease NE

• Decrease 5-HT

• Decrease NMDA

• Increase Dopamine



Best evidence/best studied: neuropathic pain

• Dronabinol, Nabilone, smoked cannabis all studied and found to be 
modestly-moderately effective

• All studies short (average: 25 days), small (typically n<100)

• Cannabis and THC derivatives all associated with side effects, mostly 
CNS

Frank B, et al. BMJ 2008;336:199-201
Wilsey B, et al. J Pain 2008;9:506-521
Wade DT, et al. Clin Rehabil 2003;17:21-9 

Ellis RJ, et al. Neuropsychopharmacol 2009;34:672-80 
Nurmikko TJ, et al. Pain 2007;133:210-20 
Berman JS, et al. Pain 2004;112:299-306 



Number needed to treat for 30% pain 
reduction
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Topical therapies

• Capsaicin
• Diabetic PN

• Post-herpetic neuralgia

• Arthritis pain

• Lidocaine patch
• Small studies in PHN and other peripheral neuropathic syndromes

• Improvements in ongoing pain, allodynia

• NNT for >50% pain relief = 4.4

Meier T, Wasner G, et al. Pain 2003:106(1-2):151-158



Lidocaine patch

Lidocaine 5% patch Lidocaine 3.6%/Menthol 
1.25% patch

By prescription only OTC

Limited indications: DPN, 
PHN

For all localized pain

Used off label for localized 
pain

Non-inferior for efficacy, 
side effects, QoL

$277.44 WAC price; 
$70.40 on GoodRx (30)

$8.99 for 5 patches 
(Target)

Castro E, Dent D. Pain Manag. 2017 Nov;7(6):489-498.

Small studies in PHN and other peripheral neuropathic 
syndromes
Improvements in ongoing pain, allodynia
NNT for >50% pain relief = 4.4



Lidocaine patch

• Generic Lidocaine patch  no PA required effective 7/1/20

• Lidoderm, Ztlido (lidocaine topical system) non-preferred, PA reqd.
• Non-preferred topical products require a trial/failure with an adequate 8-week trial of 

gabapentin AND pregabalin AND duloxetine AND lidocaine patch. Failure is defined as 
lack of efficacy with an 8 week trial, allergy, intolerable side effects, or significant drug-
drug interaction. 



Muscle relaxants

• Cyclobenzaprine
• Structurally a tricyclic amine

• Beneficial for fibromyalgia

• Frequent use in LBP; greatest benefit in first 4 days

• Tizanidine
• Centrally-acting alpha-2-adrenergic

• Beneficial for MS spasticity

• Frequently used off-label for LBP



Summary of recommendations
Drug Dosage Recommendation

Gabapentin 1200-3600 in 3 divided doses First line

Pregabalin 300-600 in 2 divided doses First line

Duloxetine 60-120 mg once daily First line

Venlafaxine XR 150-225 mg once daily First line

Tricyclics 25-150 mg once daily First line (no contraindications)

Lidocaine patch 1-3 patches for 12 hrs/day Second line

Tramadol 200-400 mg in 3-4 div. doses Second line

Opioids Varies Third line

Finnerup NB et al. Lancet Neurol 2015



My favored non-opioid analgesics
based on combination of effectiveness, safety, and harnessing the placebo effect

Prescription molecules

• IBUPROFEN (+PPI)

• Topical NSAIDs

• Lidocaine patch

• TCAs (including low-dose 
cyclobenzaprine)

• Duloxetine

Non-prescription

• CBD

• SAMe

• Glucosamine/chondroiton

• Micronutrient supplements for 
mood

• Melatonin for sleep



Opioid management



Misuse trends are moving in the right 
direction

+ Difference between this estimate and the 2018 
estimate is statistically significant at the .05 level.
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But misuse, abuse, dependence still start with us
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Sources of diverted opioids

83.2% of the friends 
or relatives were 

prescribed the pain 
reliever by a single 

doctor



Opioid Management



CDC Guidelines



Ideal opioid prescribing in a single slide
• Maximize non-opioid modalities

• Assess risk with a screening tool:
• ORT, SOAPP

• Check PDMP and UDT at initiation and 
periodically during treatment

• At least yearly
• CDC: PDMP monthly

• Use informed consent/contract

• Have a risk-benefit discussion with 
patient

• Initiate with short-acting opioids

• Use low or moderate doses, generally 
≤50 MME & definitely ≤90 MME

• Set specific functional goals

• Outline exit strategy at initiation

• Don’t co-prescribe sedatives, 
especially BZDs

• Prescribe naloxone

• Stress safe storage & disposal

• Use an ongoing monitoring tool to 
assess pain relief, function, side 
effects

• Re-evaluate within 1-4 weeks

• Ongoing assessment of risks & 
benefits at least every 3 months

• Address minor red flags with 
education, more intensive 
monitoring

• Multiple minor red flags or major 
red flag should result in cessation

• Refer for evidence-based SUD 
treatment for patients with OUDs

• Continue to care for patient after 
weaning off opioids

For acute pain: prescribe at low dose for as short a duration as possible: generally ≤3 days and definitely ≤7 



Achieving balance

• How do we prescribe opioids appropriately and effectively for the 
patients who need them?

• How do we avoid contributing to the epidemic of opioid misuse?

69



Case 2



Candidate Selection



Choosing candidates for opioid therapy

• Patients likely to benefit from therapy include:
• Fully engaged patients

• Seeking relief via pharmacologic and non-pharmacologic methods

• Patients with clear disease processes

• Older patients



Choosing candidates for opioid therapy

• Patients at higher risk of abuse:
• Younger age
• History of substance abuse

• Active
• Past

• Psychiatric illness:
• Depression, bipolar, anxiety disorders
• Schizophrenia
• Personality disorders
• Problems with temper



Other risk factors for abuse

• Heavy tobacco use

• Childhood sexual abuse 

• History of criminal activity, legal problems

• Risk-taking behavior

• Regular contact with high-risk behavior or environments

Jamison et al. 2011
Webster LR et al. 2005



Opioid over- and under-prescribing myths 

75
ML Barnett. N Engl J Med 2020;382:1086-1088.



‘Legacy’ patients on opioids?

• Thousands in Colorado

• Many are poor candidates
• Started on opioids for inappropriate indications

• Repeated evidence of aberrant behaviors

• Some on high dose opioids
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Legacy patients

• You don’t have to act right away
• Take some time to assess patient, develop therapeutic relationship

• Consider tapering trial for:
• Adverse event or overdose

• Aberrant behavior

• Patient request

77Franklin GM. Neurology 2014



Another overlooked high-risk group of opioid 
users: the unborn!
• Use extreme caution when prescribing opioids to women of 

childbearing age

• Must ask about family planning

• Recommend definitive birth control (IUD, Nexplanon, etc.) whenever 
possible 
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Neonatal Abstinence Syndrome

• Impacts 60-80% of infants exposed to heroin or Rx opioids in utero

• 4-fold increase in antepartum maternal opioid use from 1.9/1000 hospital births 
in 2000 to 5.6/1000 in 2009

• 3-fold increase in NAS from 1.2/1000 to 3.4/1000 live births
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Screening tools to 
predict abuse risk



Pre-screening to predict abuse

• ORT: Opioid Risk Tool

• DIRE: Diagnosis, Intractability, Risk, and Efficacy

• SISAP: Screening Instrument for Substance Abuse Potential

• SOAPP and SOAPP-R

• Studied in small, selected groups only

• Results have not been validated in larger studies

• Modest positive and negative likelihood ratios



SOAPP Questions

How often do you have mood swings?

How often do you smoke a cigarette within an hour after you wake up?

How often have any of your family members, including parents and grandparents, had a 
problem with alcohol or drugs?

How often have any of your close friends had a problem with alcohol or drugs?

How often have others suggested that you have a drug or alcohol problem?

How often have you attended an AA or NA meeting?

How often have you taken medication other than the way that it was prescribed?

How often have you been treated for an alcohol or drug problem?

How often have your medications been lost or stolen?

How often have others expressed concern over your use of medication?

How often have you felt a craving for medication?

How often have you been asked to give a urine screen for substance abuse?

How often have you used illegal drugs in the past 5 years?

How often, in your lifetime, have you had legal problems or been arrested?



Pre-screening tool comparison

• Convenience sample of 48 patients discharged from a Tennessee 
pain clinic

• SOAPP vs. ORT vs. DIRE vs. clinical interview by staff psychologist

• Patients discontinued for:
• High-risk behaviors (positive utox for non-prescribed drugs, doctor 

shopping)
• Low risk behaviors (repeated missed appointments)

Moore TM, et al. A comparison of common screening methods for predicting 
aberrant drug-related behavior among patients receiving opioids for chronic pain 
management. Pain Medicine 2009.





Controlled Substances 
Agreements



Opioid Treatment Guidelines 

• 2.1: “When starting COT, informed consent should be obtained.  A continuing 
discussion with the patient regarding COT should include goals, expectations, 
potential risks, and alternatives to COT (strong recommendation, low-quality 
evidence).”

• 2.2: “Clinicians may consider using a written COT management plan to document 
patient and clinician responsibilities and expectations and assist in patient 
education (weak recommendation, low quality evidence).”

Chou R et al. Clinical Guidelines for the Use of Chronic Opioid Therapy in Chronic Noncancer Pain. 
J Pain 10:113-130, 2009



Opioid contracts

• Weak evidence supporting their use
• 4 studies of fair to weak quality

• 7-23% decrease in opiate misuse in patients on contracts relative to control 
group

• Active group usually involved multiple interventions including UDT

Starrels JL, et al. Ann Int Med. 2010;152: 712-720



Reviewing the contract: crucial time to set 
reasonable expectations and EXIT STRATEGY

• Opiates can be expected to work in about 40% of patients

• Opiates may lower pain by at most 30-35%

• 40-50% of patients will drop out on their own

• If no response after 3 months, further treatment unlikely to be helpful



Red flags for narcotic 
abuse and risk 
assessment





Ongoing monitoring tools

• Monitoring for efficacy
• PADT

• Monitoring for abuse
• PADT

• Current Opioid Misuse Measure (COMM)

• Addiction Behaviors Checklist (ABC)



Pain Assessment and Documentation Tool 
(PADT)

• Areas covered:
• Analgesia

• Activities of daily living

• Adverse events

• Aberrant drug-related behavior

• Some add a 5th “A”: Affect

Passik SD, et al. A new tool to assess and document pain outcomes in chronic pain 
patients receiving opioid therapy. Clin Ther 2004



COMM and ABC

• COMM
• 17-item, self-administered

• Score > or =9 detected opioid misuse with
• LR- of 0.35

• LR+ of 2.77

• Sensitivity 77%, Specificity 66%

• ABC
• 20-item, yes/no questionnaire, staff-administered

• Sensitivity 88%, Specificity 86%

Butler SF et al. Development and validation of the current opioid misuse measure. Pain 2007
Wu SM et al. The addiction behaviors checklist: validation of a new clinician-based measure 
of inappropriate opioid use in chronic pain. J Pain Symp Manage 2006



Less problematic behaviors/violations

• Drug hoarding during periods of reduced symptoms

• Acquisition of similar drugs from other medical sources

• Aggressive complaining about the need for higher doses

• Unapproved use of the drug to treat other symptoms

• 1-2 episodes of unsanctioned dose escalation

• Requesting specific drugs

Heit HA, Gourlay DL.  Urine drug testing in pain medicine. J Pain Symptom Manage 2004

Portnoy RK. Opioid therapy for chronic nonmalignant pain: a review of the critical issues. J Pain 
Symptom Manage 1996



DDx of problematic opioid use/ drug-seeking 
behaviors
• Psychological or physical dependence

• Use of opioids to relieve a comorbid condition (depression, anxiety)

• Search for sympathy, preoccupation with being unwell (“professional 
patient”)

• Addiction

• Inadequate pain treatment
• Tolerance
• Opioid hyperalgesia
• Progression of underlying disease process



More problematic behaviors/violations 

• Prescription forgery

• Selling prescription drugs

• Concurrent abuse of related illicit drugs

• Recurrent prescription losses

• Multiple unsanctioned dose escalations

• Stealing/borrowing another patient’s drugs

• Obtaining drugs from non-medical sources

Heit HA, Gourlay DL.  Urine drug testing in pain medicine. J Pain Symptom Manage 2004

Portnoy RK. Opioid therapy for chronic nonmalignant pain: a review of the critical issues. J Pain 
Symptom Manage 1996



Should you fire patients who violate their 
contracts?

“The surest way to hurt patients (and society) is to abandon 
them when they deviate from the constructive relationship 
envisaged by the treating practitioner, only to trail from physician 
to physician to obtain the drug they need, or worse still, seek 
illicit supplies.”

-JC Ballantyne, Opioids for Chronic Nonterminal Pain,

Southern Medical Journal 2006



Opioid treatment guidelines

“Clinicians should evaluate patients engaging in aberrant drug-related 
behaviors for appropriateness of COT or need for restructuring of 
therapy, referral for assistance in management, or discontinuation of 
COT (strong recommendation, low-quality evidence).”

Chou R et al. Clinical Guidelines for the Use of Chronic Opioid Therapy in Chronic 
Noncancer Pain. J Pain 10:113-130, 2009



Responding to contract violations

• Response to aberrant drug-related 
behaviors must include assessment of:

• Seriousness

• Cause

• Likelihood that behavior will recur

• Clinical context

• One or two episodes of non-serious 
violations may be managed by 
education/enhanced monitoring

• ≥4 aberrant behaviors may be a strong 
predictor of a current substance use 
disorder

Chou R et al. Clinical Guidelines for the Use of 
Chronic Opioid Therapy in Chronic Noncancer Pain. J 
Pain 10:113-130, 2009

Fleming MF, et al. Substance use disorders in a primary 
care sample receiving daily opioid therapy. J Pain 
2007.



Responding to contract violations

• Physician options:
• Contact law enforcement

• Fire patient

• Discontinue opioid therapy but maintain primary care relationship

• Monitor more closely/frequently

• The first two are appropriate for patients who forge prescriptions, sell 
their medications, and/or are professional ‘doctor shoppers’



Monitoring tools: summary

• Tools available for pre-treatment risk stratification and ongoing monitoring
• None are well-validated
• None are considered standard of care- yet
• May help with defense of personal decision-making and with documentation
• Allow individualized risk:benefit assessment and ongoing systematic monitoring

• Pick the tools you’d like to use for pre-and post-initiation and get 
comfortable with them





Opioid initiation and 
titration 



Do opioids work for chronic pain?

• Modest benefit in short-term studies of osteoarthritis, neuropathic pain

• Many case series of long-term improvement and stable dosing in specialized pain 
clinics

• Systematic review of chronic low back pain showed non-significant reductions in 
pain

• Opioids have never been shown to improve functional status or quality of life

Nuesch E et al. Cochrane Database Syst Rev 2009:CD003115
Martell BA et al. Ann Intern Med 2007;146:116-127
Eriksen J et al. Pain 2006;125:172-179



Do opioids work for chronic pain?

• Diagnoses in which opioids should be avoided:
• Headache

• Fibromyalgia

• Chronic abdominal/pelvic pain

• Low back pain
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Opioids versus non-opioids

• SPACE study:
• 240 pts, chronic back, hip, or knee pain

• Opioids vs. non-opioids

• No differences in  pain-related function

• Busse et al, meta-analysis:
• 96 RCTs, >26,000 patients, opioids vs placebo or NSAID

• Vs. placebo: small improvement in pain (0.7 cm on 10 cm scale), function (2 
points on 100-point scale)

• Vs. NSAIDs similar improvements in pain, function
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Krebs EE et al. JAMA 2018   Busse JW et al. JAMA 2018

Conclusion: No support for opioid initiation??



Quiz Question

• Which of the following statements are true?

A) Long-acting opioids are superior to short-acting opioids for pain 
control

B) Short-acting opioids are superior to long-acting opioids for pain 
control

C) Long-acting opioids are more habit forming than short-acting 
opioids

D) None of the above



Short versus long-acting: no evidence

• Short-acting:
• Consider trial for opioid-naïve patients
• May be more appropriate for intermittent or waxing/waning pain
• Watch out for large numbers of pills

• Long-acting:
• Demonstrated benefit on qualitative sleep measures
• Lower pill burden
• Newer formulation of oxycodone SR with greatly reduced abuse potential



Opioid rotation

• Switch to a different opioid can provide equal or better analgesia at 1/2 or less of 
equivalent dose of first opioid

• Incomplete cross-tolerance between different opioids

• A possible way to control dose escalation, improve analgesia, and manage side 
effects

• Consider as patients approach or exceed 100 mg morphine equivalents (formerly 
180-200 mg)

Fine P, Portnoy R.  Establishing “best practices” for opioid rotation: conclusions of an 
expert panel. J Pain Symptom Manage 38(3): 418-425, 2009



Opioid rotation and titration

• When rotating, begin with 50-75% of equianalgesic dose

• Frequently assess initial response and need for additional titration

• Can increase dose by 50% daily with short-acting opioids

• 50% every 3rd day for morphine SR, oxycodone SR

Fine G, Portenoy R. Establishing “best practices” for opioid rotation: conclusions of an 
expert panel. J Pain Symptom Manage 38(3): 418-425, 2009.



Algorithm for conversion from short-acting to 
long-acting opioids



Opioid equivalents

Opioid Route Equivalent to 30 
mg morphine

Conversion to 
oral MS

Conversion 
from oral MS

Morphine Oral 30 mg 1 1

Codeine Oral 200 mg 0.15 6.67

Hydrocodone Oral 30 mg 1 1

Oxycodone Oral 20 mg 1.5 0.667

Oxymorphone Oral 10 mg 3 0.333

Methadone Oral 6 mg (chronic)* 5 0.2

Hydromorphone Oral 6 mg 5 0.2

Fentanyl Transderm 12.5 mcg

Methadone equivalence is highly variable, with ratios of 3:1 to 10:1 reported



Opioid hyperalgesia

• Distinct from tolerance
• Tolerance is a pharmacologic desensitization

• Opioid-induced pain sensitivity is a sensitization process

• Hyperalgesia first noted in opioid-dependent subjects during 
withdrawal phase



Opioid hyperalgesia

• Tolerance to opioids and hyperalgesia from opioids may be 
modulated by the NMDA receptor and central glutamatergic system

• Use of NMDA receptor antagonists to prevent or treat opioid 
hyperalgesia has been disappointing 

• Hyperalgesia and analgesia may be present simultaneously



Opioid hyperalgesia

• How can you differentiate from tolerance?
• Increasing the opioid dose should improve pain control in the tolerant 

patient, but may have no effect or worsen pain in the hyperalgesic patient

• What to do for hyperalgesia?
• Opioid rotation

• Opioid reduction/discontinuation



Choice of agent as opioid risk 
reduction strategy



Tramadol

• Weak mu opioid receptor agonist

• Serotonin and  norepinephrine reuptake inhibitor

• Demethylated to O-demthyl tramadol
• Active metabolite with longer half-life

• Don’t forget other formulations:
• Combo: Tramadol 37.5/acetaminophen 325 mg

• Long-acting: Tramadol ER



Tramadol

• Increasing use since 

• NSDUH: 0.5% of Americans, represents 8.1% of all patients prescribed

• Overdose deaths quite rare 
• Usually intentional

• Risk of seizures rather than respiratory arrest



Tapentadol

• Mu opioid agonist & NRI
• 50x ↓ opioid receptor affinity 
• 2-3x↓ analgesic effect compared 

with MS

• More potent opioid, less serotonin 
reuptake inhibition than tramadol

• Not a prodrug, no active 
metabolites



Tapentadol

• Non-inferior at a range of doses (50, 75, 100) compared with 
oxycodone IR (5, 10, 15) every 4-6 hours for moderate to severe 
acute LBP over 10 days

• 50 mg and 75 mg strengths showed similar efficacy s/p joint 
replacement surgery compared with oxycodone 10 mg

• At least as well tolerated as oxycodone

• Other indications: OA, DPN

• AEs: dizziness, n/v, somnolence
• More common at higher doses

• Watch for drug-drug interactions
Biondi D, et al. Pain Physician. 2013;16(3):E237-246.
Hartrick C, et al. J Pain 2008 DOI: https://doi.org/10.1016/j.jpain.2008.01.143
Fidman B, Nogid A PT 2010

https://doi.org/10.1016/j.jpain.2008.01.143


Tapentadol: Medicaid rules

• Tapentadol IR
• Prior trial/failure of 7 days utilization of preferred product in last 21 days OR
• Trial & failure of 3 preferred agents. Failure defined as lack of efficacy, 

intolerable side effects, significant drug-drug interaction, allergy, or significant 
adverse drug reaction 

• Maximum daily quantity of 6 tablets (180 tabs per 30 days) 

• Tapentadol ER
• Nucynta ER or Oxycontin may be approved for members who have trialed 

and failed‡ treatment with TWO preferred agents. 

• Failure defined as lack of efficacy after14 day trial from allergy, intolerable 
SEs, or drug-drug interactions



Medicaid “opioid-naïve” rules

• Limited to short-acting opioids or Butrans 5 mcg patch*

• 1st, 2nd, and 3rd prescriptions are limited to 7 days, 8 dosage forms per 
day (#56 for 7 day supply)

• Fourth prescription will require PA
• May require clinical pharmacist review or provider-to-provider telephone 

consultation



Buprenorphine for pain

• Buccal film: Belbuca®

• Transdermal: Butrans®

• Sublingual: Subutex®, 
Suboxone®

• Not just for opioid use disorder

• Partial µ-opioid agonist activity

• High potency

• High receptor affinity

• Long half-life

• C-III

• Less likely to induce hyperalgesia

Silverman SM Pain Physician 2009
Webster L et al. Pain Med 2020



Buprenorphine patch 

• Non-inferior to tramadol ER for knee OA over 12 weeks

• Improved post-op pain relief and decreased opioid requirement 
compared with placebo

• Similar efficacy to oxycodone for chronic low back pain

• No comparisons to fentanyl patch

Karlssom M, Berggren AC. Clin Ther. 2009;31(3):503-513.
Niyogi S, et al. Indian J Anaesth. 2017;61(11):923-929.
Steiner D, Munera C et al. J Pain. 2011;12(11):1163-73.



Candidates for buprenorphine for pain

• High risk co-morbidities
• COPD
• OSA
• Other cardiopulmonary 

disease

• Concomitant CNS 
depressant or sedative-
hypnotic use

• BZDs/BZRAs, 
gabapentinoids, muscle 
relaxants

• High full agonist MME 
• Poor pain control

• High risk for opioid misuse or 
developing opioid use disorder

• High SOAPP or ORT score

Webster L et al. Pain Med 2020



Transitioning patients from high-dose, full-agonist 
opioids

• No RCTs 

• Observational reports and case series
• 35 chronic pain patients, pre- and post- numerical pain scale and QOL score
• Baseline MME 200-1,370 (mean: 550)
• Baseline pain 7-10
• Pain score 7.2 ➛ 3.5 (P<0.001)
• QOL 6.1 ➛ 7.1 (P=0.005)
• 34/35 patients reported subjective improvement

• Package insert: “Prior Total Daily Dose of Opioid Greater than 80 mg of Oral 
Morphine Equivalents per Day: BUTRANS 20 mcg/hour may not provide 
adequate analgesia….Consider the use of an alternate analgesic.” 

Daitch D et al. Pain Medicine 2014



Opioid rotation to buprenorphine

• Goals: maintain analgesia, avoid 
withdrawal

• Procedure:
• Discontinue after last nighttime 

dose

• Consider adding alpha-2 
adrenergic agonist or short-acting 
opioid to maintain analgesia

• Initiate buprenorphine in am at 10 
mcg/hr (<90 MME) or 20 mcg/hr
(≥90 MME)

• Threshold opioid doses for 
initiating with 10 mcg/hr or 20 
mcg/hour patch:

• Fentanyl 25 mcg/hr transdermal

• Oxycodone 60 mg/day

• Hydrocodone 90 mg/day

• Morphine 90 mg/day

• Hydromorphone 16 mg/day

• Oxymorphone 45 mg/day



Insurances restrict access
• Belbuca:

• 42% commercial coverage

• 11% Medicare coverage

• Butrans:
• 53% commercial

• 23% Medicare

• Oxycodone:
• 84% commercial

• 97% Medicare

Fishman MA Pain Medicine 2019



Good news: CO Medicaid “opioid-naïve” rules

• Limited to short-acting opioids or Butrans 5 mcg patch*

• 1st, 2nd, and 3rd prescriptions are limited to 7 days, 8 dosage forms per 
day (#56 for 7 day supply)

• Fourth prescription will require PA
• May require clinical pharmacist review or provider-to-provider telephone 

consultation



Favored opioid analgesics

• Tramadol ER

• Tapentadol and tapentadol ER

• Buprenorphine
• Butrans

• Belbuca

• Suboxone



Deciding when to taper or 
discontinue opioids



Reasons to taper or discontinue

• Unmet therapeutic goals

• Side effects

• Aberrant behaviors (indicating misuse, addiction, or diversion)

• Patient request

• Medicolegal



Unmet goals of therapy

• Pain relief

• Increased activity

• Resumption of work/pleasurable activities

• Improved sleep quality

• Improved coping

• Improved mood

• Improved quality of life

• Decreased ED/urgent care visits

• Improvement in function is a crucial measure!



Assessing function: sample questions

• “How many hours a day do you spend lying down?”

• “How many hours a day do you spend standing or sitting, engaged in 
something?”

• “What are you able to do while taking the pain medications, that you 
otherwise couldn’t do?”



Side effects

• Sedation

• Mood changes

• Constipation

• Hyperalgesia

• Hypothalamic-pituitary dysfunction
• Hypogonadism

• “Deterioration in physical, emotional, or social functioning”

Chou et al. J Pain 2009
Berna C, Kulich R, Rathmell J. Mayo Clinic Proceedings 2015



Aberrant behaviors

• Behavioral violations

• Evidence of opioid misuse

• Evidence of opioid use disorder (abuse, dependence)

• Other drug use disorder

• Diversion



Patient request

• Increased awareness of opioid risks

• Awareness of opioid side effects

• Improvement in painful condition

• Request by proxy



Medicolegal

• Unintentional overdose a source of significant liability 
and potential investigation

• Greater sophistication among prosecutors

• Civil liability an inadequate deterrent

• Severity of charges:
• Involuntary manslaughter: high-risk activity without due 

caution

• Second-degree murder: indifference to consequence

Troxel DB REMS: Opioid-related patient safety and liability. The Doctors Company 
2012
Barnes MC Trends in Law and Policy Affecting Opioid Prescribing. Presented ICOO 
June 2013



Unreliable defenses

Defense

• Trusting the patient

• Good faith

• Willful ignorance

• Lack of foreseeability

Why unreliable
• Responsibility is on clinician to identify 

legitimate medical need

• Good intention inadequate; knowledge of 
risks requires steps to mitigate harm

• Clinician must evaluate and manage risks 
of prescribing

• Clinician has imputed knowledge of risks 
and has methods of assessing and 
reducing the likelihood of adverse events

Barnes MC Trends in Law and Policy Affecting Opioid Prescribing. Presented 
ICOO June 2013



Barriers to tapering



Patients get started on opioids, and 
never stop
• Providers didn’t set goals 

• Pain control

• Function

• Providers don’t monitor effectively
• Pain contract

• Urine toxicology testing

• PDMP

• Thousands of legacy patients in CO
• Many poor candidates, some on high doses

• Started on opioids for inappropriate indications

• Repeated evidence of aberrant behaviors



Acute vs. Chronic: 90 days? 30 days? 
3 days?

Shah A, Hayes CJ, Martin BC. Characteristics of Initial Prescription Episodes and 
Likelihood of Long-Term Opioid Use—United States, 2006–2015. MMWR 2017;66:265–269. 
DOI: http://dx.doi.org/10.15585/mmwr.mm6610a1.
Korff MV, et al. Clin J Pain. Jul-Aug 2008;24(6):521-527. 
Martin BC, et al. Gen Intern Med. Dec 2011;26(12):1450-1457. 

• Inadequate 
expectation-setting

• “Adverse Selection”

http://dx.doi.org/10.15585/mmwr.mm6610a1


Patients get started on opioids, and never 
stop
• Old conventional wisdom: 

• Opioids are effective

• Opioids are safe

• Opioids are easy to discontinue

• Correct answer: none of the above

• Ease of weaning/discontinuation not related to legitimacy of 
indication



Challenges in tapering opiates: patients

• 24 recorded patient interviews

• Barriers cited: 
• perceived low risk of overdose

• risk of increased pain

• fear of withdrawal

• lack of efficacy of non-opioid treatments

• Factors for successful taper- social support and trusted healthcare 
provider facilitating tapering

Frank, J.  Patients’ perspectives on tapering of chronic opioid 
therapy: A Qualitative Study. Pain Med.  May 2016



Provider 
prescribes 

opioids

Pattern of 
“abuse”Dx’d
by clinician

Nothing happens 
to opioid 

prescribing!

Clinical inertia

• Changes in the medical management of patients on opioid analgesics 
following a diagnosis of substance abuse  

• Cohort of >9,000 patients without “abuse” diagnoses prior to prescribing 

• Abuse later diagnosed & documented

• Prescribing to patients with documented drug abuse infrequently change prescribing 
habits 

Paulozzi L. Pharmacoepidemiology and drug safety.  May 2016



The real conversation isn’t spoken

How’s your pain today? TERRIBLE!



Having “the talk” with patients is difficult

Clinicians’ agenda Patient perceptions of provider

Duty to avoid causing harm I have a right to pain control

Need to practice to standard of care The doctor has no empathy

Many other items on agenda besides 
chronic pain

He/she is stereotyping me, thinks I’m an 
addict

Mistrust Mistrust
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Patients with rewarding provider relationships have 
better outcomes and are less likely to seek assistance 
from other sources

Cosio D. Current Pain Perspectives 2014



Challenges in tapering opiates: providers

• 24 recorded provider interviews

• Barriers cited: struggle navigating and successfully managing 
patient conversations

• Patient objections/complaints

• Clinician ambivalence

• Providers use heuristics
• Safety: “You’re using the medicine in a way that’s unsafe.”

• Setting expectations: “Ground rules say no early refills.”

• Following orders/guidelines: “There’s nothing I can do.” 

• Standardization: “I do this for all of my patients on opioids.”

Wyse J et al. Setting expectations, following orders, safety, and standardization: clinicians’ 
strategies to guide difficult conversations about opioid prescribing J Gen Int Med 2019



Building a therapeutic relationship

• Involves responsibilities of both provider and patient

• Collaborative

• Takes time to build trust

• Can influence whether patients take an active role in self-
management
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Cosio D. Current Pain Perspectives 2014
Dorflinger L, Kerns R, Auerbach S. Transl Behav Med. 2013



Setting boundaries and having the difficult 
conversation

• A few additional strategies:
• Invoke “do no harm” (safety heuristic)

• Build discrepancy (MI)

• Commiserate with the patient

• Explain your risk and your responsibility to other patients 

• Patients will disagree, and may get very angry
• You may need to validate your actions by calling attention to your rights and 

expertise as a physician

• Uncomfortable setting boundaries?  Practice!
150



Evoking change: building discrepancy

• “I hear you say that you’re tired of being in so much pain, that you 
don’t have much energy, and that the medications don’t work very 
well.  Help me understand how continuing your current regimen 
going to help you?”



Another opportunity: correct patient 
misperception

Relief of withdrawal-mediated pain ≠ opioid analgesic efficacy

Opioid 
Withdrawal

Take opioid
Withdrawal 

resolves



Motivational Interviewing: basics

• OARS
• Open-ended questions

• Affirmations

• Reflective listening

• Summarizing



Evoking change

• Be supportive of struggling patients
• “What would taking 1 less pill each day feel like?”

• List the good and the bad of change
• “What do you like about being on opioids?”
• “How do you feel like opioids might be holding you back?”

• Provoke extremes
• “What’s the worst thing that could happen if you don’t ever stop opioids?” 
• “What’s the worst thing that could happen if you do stop?”

• Think to the future
• “What would your life be like in six months if you quit?”



Assess importance and confidence

• “How important is it to you to wean your opioids?”

• “How confident are you that you can follow the taper regimen we 
talked about?”

• Use rulers/scales

• Follow up questions:
• “Why did you choose [number]? Why weren’t you a [lower number]?”

• What do you think would increase the importance/confidence?” 



Motivational Interviewing: harnessing the 
power of words

“Practicing narrative, metaphor and style of delivery for persuasive 
communication can radically improve patient satisfaction and choice of 
treatment outcome.”

Eccleston C, Morley SJ, Williams ACDC. British J Anaesth 2013



Encourage 

• “Many patients who come off of opioids notice that their pain actually improves 
and that they have more energy.”

• Recent meta-analysis of 67 studies
• 40 evaluated outcomes after dose reduction

• Very low overall quality of evidence

• Findings consistently demonstrated improvements in:
• Pain severity

• Function

• Quality of life

Frank JW et al. Ann Int Med 2017



Most important: offer reassurance!

• “We will taper your medications very slowly in order to prevent withdrawal.”

• “I look forward to seeing you frequently and will do everything else possible to 
treat your pain aggressively.”
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Final notes on the patient’s perspective

• Pain medication needs fluctuate 
daily

• Dynamic social relationships, 
emotional states, health status 
change daily pain needs

• Tapering requires substantial 
effort across multiple domains

• Discussed only superficially with 
clinicians

• Patients use a variety of coping 
strategies

• Keeping a stash, timing use with 
activities

• Daily dose changes usually at odds 
with clinician recommendations

• Clinician may consider keeping a 
“stash” aberrant

• Expectation setting often 
inadequate

• Address fears
• Focus on patient’s best interest
• Individualize plan 
• Adjust as needed

Henry SG et al. J Pain 2019



Opioid tapering nuts & bolts



Tapering and discontinuation evidence

• Most studies come from the addiction literature

• No evidence to support one specific weaning strategy over another
• Dose decrease range:

• 10% per week – 50% per day



Duration of taper

• 28 study review

• High relapse rates (70%)

• No association between duration of taper and:
• Retention in care

• Withdrawal severity

Dunn KE et al. Drug Alcohol Depend 2011;119:1-9



Tapering leads to dropout and relapse

• Tapering studies show very high rates of dropout during tapering:
• 76% quit within 3 weeks vs. 5% with maintenance option

• 28-study review: 70% relapse
• No association between duration of taper and retention in care or withdrawal 

severity

Tennant FS Jr, Rawson RA. Arch Intern Med. 1982.
Dunn KE et al. Drug Alcohol Depend 2011.



Risk factors for relapse and dropout

• Relapse is common after taper and is associated with:
• Depression symptoms

• Higher pain scores at initiation and conclusion

Krumova EK et al. Clin J Pain 2013.
Huffman KL et al. Pain Med 2013.



General principles of tapering

• Decrease opioids in a manner that minimizes withdrawal symptoms 
and maximizes likelihood of adherence to treatment plan

• No evidence that rapid or ultra-rapid tapers are more effective 



General principles of tapering
• Patients generally tolerate weaning to 30%-50% of 

original dose

• Maximum decrease should be 25% of previous 
dose

• Non-addicted patients generally tolerate more 
rapid weaning schedules

Taper Dose 
Reduction

Schedule Notes

Slowest 2-10% Every 4-8 
weeks

Suitable for patients on 
high-dose opioids for 
prolonged duration

Slow 5-20% Every 4 
weeks

Most common approach

Fast 10-20% Weekly May cause withdrawal 
symptoms

Ultra-rapid 20-50% Daily Inpatient managementPergolizzi JV et al. Pain Ther 2019



General principles of tapering
• Decrease to lowest dose of LA opioid first:

• Morphine SR 30 mg BID  15 mg TID

• Increase dosing interval:
• Morphine SR 15 TID  BID

• Once lowest dose of LA opioid reached, 
consider change to short-acting opioid

• Morphine SR 15 BID  Oxycodone 5mg TID

• Wean down to lowest dose/longest interval 
of short-acting opioid

• Oxycodone 5mg TID  Oxycodone 2.5 TID

• Discontinue

Make sure dosing 
interval makes 

pharmacokinetic 
sense



Opioid tapering resources

• Washington Medicaid calculator:
• http://www.hca.wa.gov/medicaid/pharmacy/documents/taperschedule.xls

• VA/DoD Guideline:
• https://www.healthquality.va.gov/guidelines/Pain/cot/VADoDOTCPGProviderSummary02281

7.pdf

• CDC Pocket Guide
• https://www.cdc.gov/drugoverdose/pdf/clinical_pocket_guide_tapering-a.pdf

• HHS Guidance
• https://www.hhs.gov/opioids/sites/default/files/2019-

10/Dosage_Reduction_Discontinuation.pdf

• Oregon Pain Guidance
• https://www.oregonpainguidance.org/guideline/tapering/
•

http://www.hca.wa.gov/medicaid/pharmacy/documents/taperschedule.xls
https://www.healthquality.va.gov/guidelines/Pain/cot/VADoDOTCPGProviderSummary022817.pdf
https://www.cdc.gov/drugoverdose/pdf/clinical_pocket_guide_tapering-a.pdf
https://www.hhs.gov/opioids/sites/default/files/2019-10/Dosage_Reduction_Discontinuation.pdf
https://www.oregonpainguidance.org/guideline/tapering/


Patient-centered opioid tapering in 
community health settings
• 110 eligible patients

• 75% agreed to taper

• 51 successfully completed

• Included self-help book & slow, individualized taper over 4 months

• Median MME 288 reduced to 150

• No pre/post differences in pain, disturbance, function, sleep, mood 
measures

Darnall BD et al JAMA Int Med 2018



Patient-centered opioid tapering in 
community health settings

Darnall BD et al JAMA Int Med 2018



“Reducing the pain” of primary care opioid 
prescribing
• Observational study in primary care resident clinic July 2016-2018
• Interventions:

• Resident education: chronic pain, opioid tapering
• Limited attending supervision of LTOT to just a few physician champions
• “Alternate modalities for pain control”

• Results:
• Average monthly reduction in prescriptions dispensed: 2.44%
• Average monthly reduction in patients receiving opioids: 1.83%
• 74% reduction in  total MMEs prescribed
• 66.5% in average MMEs prescribed per patient

• 3-fold higher reduction in opioid prescribing compared with national trends

Gonzalez JL  et al. Pain Med 2020



Case 1: female with recent opioid intoxication

Decision is made to taper

• Oxycodone/APAP 5/325 2 tabs TID:
Morning 
dose

Afternoon 
dose

Evening 
dose

% dose 
decrease

Week 1 2 2 1 16.7%

Week 2 2 1 1 20%

Week 3 1 1 1 25%

Week 4 1 1 0.5 16.7%

Week 5 1 0.5 0.5 20%

Week 6 0.5 0.5 0.5 25%

Week 7 d/c 100%



Case 1

Patient returns after 2 weeks and reports being unable to wean herself lower than 
4 tablets/day

What do you recommend now?



Withdrawal management



Withdrawal management

• Eventually you will have to “rip off the Band-Aid”

• You must be prepared to manage opioid withdrawal symptoms in order to 
prevent relapse and to keep the patient engaged

• Patients need repeated reassurance and frequent follow up



Acute opioid withdrawal

• Near mirror opposite of agonist effects

• Acute symptoms peak in 24-48 hours

• Slowly decrease over 3-5 days for short-acting opioids

• May last 10 days or longer if patient on long-acting opioids

• Subacute withdrawal syndrome often follows

• Anhedonia, fatigue, insomnia

• May last months

Kosten TR, O’Connor PG. N Engl J Med 2003;348:1786-1795



Opioid withdrawal: risks

• Rarely fatal

• Can worsen medical conditions
• Blood pressure

• Glycemic control

• Can worsen psychiatric disease
• Anxiety

• Psychosis

• Hypomania



Opioid withdrawal treatment

• Clonidine is a mainstay
• α-2 agonist

• Reduces central and peripheral sympathetic activity

• Good for sympathetic arousal only

• Doesn’t treat central dysphoria



Opioid withdrawal treatment

• Anxiety
• Benzodiazepines

• Antihistamines

• Insomnia
• Trazodone

• Zolpidem

• Other drugs
• Gabapentin

• Tizanidine

• Body aches
• NSAIDs

• Anti-spasmodics

• Nausea/vomiting
• Neuroleptics

• 5-HT3 antagonists

• Diarrhea
• Anti-diarrheals



Sample regimen

Drug Sig Comments

Clonidine 0.1 mg Q4 hours x 2-3 days Taper over 1 week

Ondansetron 8 mg BID

Loperamide 2 mg 4 times/day Potential for abuse

Gabapentin 600 mg BID

Ibuprofen 600 mg every 6 hrs Hold for dehydration

Trazodone 50-100 mg QHS



Sample regimen

Drug Sig Comments

Clonidine 0.1 mg Q4 hours x 2-3 days Taper over 1 week

Ondansetron 8 mg BID

Loperamide 2 mg 4 times/day Potential for abuse

Gabapentin 600 mg BID

Ibuprofen 600 mg every 6 hrs Hold for dehydration

Trazodone 50-100 mg QHS

Buprenorphine 12 mg → 8 mg → 4 mg Days 1-3



Buprenorphine for withdrawal

• 22 studies/3048 patients

• Compared with placebo:
• Better at alleviating withdrawal 

symptoms

• Better patient retention

• Compared with methadone:
• Withdrawal symptoms shorter

• Higher likelihood of withdrawal 
completion

• Compared with clonidine, lofexidine:
• Milder withdrawal symptoms

• Dose range: 3-24 mg

Gowing L et al. Cochrane Database Syst Rev 2017



Psychological support

• Cognitive Behavioral Therapy
• Evidence supports CBT for chronic pain

• Not specifically studied in setting of taper/discontinuation

• May help with:
• Pain control

• Depression

• Anxiety/coping



Case 1: Alternate ending

Patient weans off of opioids with aggressive withdrawal management, 
but notes ongoing severe pains.  She is now ‘borrowing’ a few pills 
from her husband because without them she finds she can’t function 
or think about anything else. 





Don’t miss Opioid Use Disorder

• 11 criteria

• Mild: 2-3

• Moderate: 4-5

• Severe: 6 or more



Diagnosis of Opioid Use Disorder: 
Part 1
• Opioids taken in larger amounts or over longer 

period than intended

• Persistent desire or unsuccessful efforts to cut 
down or control opioid use

• Great deal of time spent in activities necessary to 
obtain, use, or recover from effects of opioids

• Craving/strong desire or urge to use (new to 
DSM-5)

• Recurrent use resulting in failure to fulfill major 
role obligations at work, school, or home



Diagnosis of Opioid Use Disorder: 
Part 2

• Continued use despite persistent or recurrent social 
or interpersonal problems caused by exacerbated by 
effects of opioids

• Important social, occupational, or recreational 
activities given up or reduced because of use

• Recurrent use in situations where physically 
hazardous

• Use continued despite persistent or recurrent 
physical or psychological problem likely to have been 
caused or exacerbated by opioids

• Tolerance

• Withdrawal



Opioid Use Disorder: not a 
complicated diagnosis

• Compulsive use

• Loss of Control

• Craving

• Consequences



A Spectrum of Dysfunction

• Does your patient:

• Use multiple centrally-acting 
medicines?

• Have unsanctioned dose 
escalations?

• Get opioids from multiple 
providers?

• Request early refills?

• Complain about lost or stolen 
meds?

• Display unexpected toxicology 
results?



Case 1, continued

You think your patient now meets diagnostic criteria for OUD.  She 
strongly disagrees and believes she has been under-treated for her 
painful condition.  Does this disagreement matter?



Case 1

Patient is started on Butrans patch at 5 mcg/hr. Her pain is well-
controlled, she feels more functional and has been able to resume her 
household activities.  She is no longer noticing variability in mood, 
diffuse body aches, and fatigue.



Summary: Improved pain management 
requires a holistic approach
• Comprehensive pain assessment and plan

• Teaching patients to be active participants, including exercises 

• Expanded access to physical therapy

• Osteopathic manipulation, Chiropractic

• Psychotherapies (CBT, MBSR)

• Biofeedback, Acupuncture, dry needling, massage

• Pain procedures & injections

• Use multimodal analgesia with less dangerous medications
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Initiation of a guided opioid tapering program leveraging these modalities 

Enhanced patient education resources: pain management & opioid safety 



Summary

• When possible, avoid new opioid starts

• When prescribing opioids, use lower risk medications (tramadol, 
tapentadol, buprenorphine

• Overcome provider inertia and wean patients 
• Failure to meet therapeutic goals, especially functional

• At high risk for bad outcomes

• Risks > Benefits; aberrant behaviors



Summary: opioid deprescribing

• Maintain a therapeutic relationship with your patients and use MI techniques 
to get buy-in for weaning and/or discontinuation

• Identify withdrawal-mediated pain
• Taper in a manner that makes pharmacokinetic sense
• Monitor frequently and offer reassurance repeatedly
• Manage withdrawal aggressively
• Recognize symptoms and signs of Opioid Use Disorder

• Tapering/discontinuation ≠ addiction treatment
• High risk for relapse after discontinuation; refer for evidence-based treatment

• Buprenorphine isn’t just for OUD
• Short tapers to treat opioid withdrawal
• Chronic pain management 



END



Occipital nerve blocks

• Lesser and greater occipital 
nerves

• Indications:
• Cervicogenic headaches: 50-90% 

response, average 77 days
• Cluster headaches
• Cervical neuralgia

• Point of maximal tenderness at 
base of skull

• No motor function, not near 
spinal cord or dura



Occipital nerve block/cervical trigger point

• Supplies:
• 5 ml syringe

• Bupivacaine 0.25% or lidocaine 1%

• 18g needle for drawing up meds

• 27g needle for injecting

• Cervical trigger point:
• Find prominence of T1

• Go up 2-3 levels

• Inject 1.5-2 mls into each 
paraspinous muscle bilaterally 

• Wait 5-10 minutes to assess relief



Trigger point injections

• Combines local anesthetic with 
dry needling technique

• Bupivacaine 0.25% or lidocaine 
1%, +/- steroid

• Safe on torso, especially lower 
back and trapezius

• Do not inject perpendicularly over 
lung

• Pinch/tent skin and inject 
posteriorly



Behavioral exercise: belly 
breathing



Belly breathing

• Sit comfortably, feet flat on floor, arms/hands relaxed

• Slowly breathe in for count of 1-2-3. 
• Visualize belly filling with air. Push belly out like a balloon

• Hold for count of 1-2-3

• Slowly breath out for count of 1-2-3
• Visualize balloon losing air. Belly gets flatter

• Hold breath for 1-2-3

• Practice 30 seconds-2 minutes



Belly breathing: using the diaphragm instead 
of the chest
• Stimulates the Relaxation Response: the body’s ability to quiet the 

response to stress

• All techniques that stimulate the RR include two common steps:
• Focusing the mind on a repetitive phrase, word, breath or action

• Adopting a passive attitude toward passing thoughts

• Do not confuse feeling “relaxed” with the RR

Caudill MA. Managing Pain Before It Manages You 2009



Belly breathing

• Review with patient:
• What did you notice in your body as you practiced?

• Was this helpful?  How can you change it to be more helpful?

• If practiced every day, your body will learn to relax quickly

• Can be used for pain, stress, anxiety



Cognitive distortions



Techniques to address cognitive distortions

• Empathy

• Identify the distortion

• Examine the evidence

• Double standard technique

• Reattribution

• Cost-benefit analysis



Cognitive restructuring and reframing

• Recognize the learned automatic behaviors that lead to worsened 
pain (helplessness, futility)

• Try to reframe and replace maladaptive thinking patterns with 
ones that stress well-being and pain control



Behavioral exercise: 
progressive relaxation



Skills training: relaxation

• Relaxation to diminish autonomic arousal: multiple techniques
• Visual imagery

• Hypnosis 

• Biofeedback

• Progressive muscle relaxation



More behavioral skills



Graded activation

• Patients usually more active on ‘good days’

• This leads to subsequent ‘bad days’

• With GA, patients pace activities on time rather than symptoms 
such as pain or task completion

• Patient steadily increases the duration of  activity without 
exacerbating symptoms



Pleasant activity scheduling

• Chronic pain patients tend to limit themselves to essential tasks

• Excluding pleasurable activities negatively impacts mood and 
function

• Patients taught to schedule enjoyable activities like scheduling 
appointments



Mindfulness

• Patients with chronic pain instructed to calmly focus attention on 
their pain sensations

• Attention sustained at least 15 minutes or until the pain became 
less bothersome

• After 3 weeks of  daily practice, patients had increases in pain 
acceptance and decreases in pain-related distress

Flink IK et al. Behav Res Ther 2009



Sleep hygiene



Sleep hygiene

• Advanced sleep phase syndrome approach:
• Have patient set same wake time every morning

• No napping allowed!

• Warn the patient that they will feel worse after 1-3 days
• This is a good sign that things are working

• Encourage them to stick with it



Coping skills training

• Distraction

• Reinterpreting pain sensations

• Ignoring pain

• Well studied, effective for multiple pain states, sleep, functional 
status, mental health



Extinguishing the CS-US fear response: 
mindfulness 
• Patients with chronic pain instructed to calmly focus attention on 

their pain sensations

• Attention sustained at least 15 minutes or until the pain became 
less bothersome

• After 3 weeks of  daily practice, patients had increases in pain 
acceptance and decreases in pain-related distress

Flink IK et al. Behav Res Ther 2009



CBT: summary

• Includes education, skills training, application

• Cognitive: recognize distortions

• Behaviors: 
• Cognitive restructuring and reframing

• Relaxation

• Graded activity

• Pleasant activity scheduling

• Mindfulness 

• Coping skills training

• Sleep hygiene



CBT: Summary

• CBT’s impact on pain is minor, but CBT leads to significant 
improvements in disability, depression, and catastrophic thinking

• Most of these effects are durable

• Coping skills training with a focus on cognitive skill development and 
practice appears most promising



How does CBT fit into primary care pain 
management?
• Clinicians can teach these techniques in brief interventions for pain

• Use motivational interview techniques to help patients set self-
management goals



CBT vs. Mindfulness
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Khoo E-L, et al. Comparative evaluation of group-based mindfulness-based stress reduction and cognitive behavioral 
therapy for the treatment and management of chronic pain: A systemic review and network meta-analysis.  Evid 
Based Mental Health 2019;22:26–35.



Don’t get discouraged

• Chronic pain is difficult and complex
• Targeted behaviors are established over many years and are hard to treat

• Complete success for any treatment of chronic pain is unlikely

• We need to accept that most interventions are ineffective for the 
majority, though individual responses can be quite successful

• Average effects hide important details


