
  

 

Click to edit Master subtitle style

 7/29/10  11

DISCOVERY TO RECOVERY

Cardwell C. Nuckols
cnuckols@elitecorp.org
www.cnuckols.com
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THE EGO TO SELF RATIO

           EGO                                SELF

            EGO                                               SELF

                   EGO                                                                          SELF
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EGO
• IMPERSONAL
• EVERYONE’S ACTS ABOUT THE 

SAME
– SELF-SERVING
– EGOTISTICAL
– POSITIVE GAIN

• RESULTING IN
– GUILT
– GREED  
– RAGE
– JEALOUSY

ENDLESS
SUFFERING
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• SECONDARY GAIN
– Unconscious appeasement of the Ego
– Secondary to a negative experience
– The negative emotions are the gain
– Precipitates reverberating  and escalating 

cognitions and emotions
– COGNITIONS

– “They don’t know what they are doing.”
– “People always do this to me.”
– “Why can’t they see they are wrong.”

SECONDARY GAIN
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SECONDARY GAIN
– Precipitates reverberating  and escalating 

cognitions and emotions (continued)
• EMOTIONS

– Anger
– Anxiety
– Depression

– Leading to
• Resentments
• Revenge
• Prejudice
• Self-harm
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Letter to Bill From Carl Jung

      Dear Mr. Wilson

Your letter has been very welcome indeed.

I had no news from Roland H. anymore and often wondered what has been 
his fate. Our conversation which he has adequately reported to you had an 
aspect of which he did not know. The reason that I could not tell him 
everything was that those days I had to be exceedingly careful of what I 
said. I had found out that I was misunderstood in every possible way. Thus I 
was very careful when I talked to Roland H. But what I really thought about 
was the result of many experiences with men of his kind.

His craving for alcohol was the equivalent, on a low level, of the spiritual 
thirst of our being for wholeness, expressed in medieval language: the 
union with God.
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Letter to Bill From Carl Jung
• How could one formulate such an insight in a language that is not 

misunderstood in our days?

The only right and legitimate way to such an experience is that it happens to 
you in reality and it can only happen to you when you walk on a path which 
leads you to higher understanding. You might be led to that goal by an act of 
grace or through a personal and honest contact with friends, or through a 
higher education of the mind beyond the confines of mere rationalism. I see 
from your letter that Roland H. has chosen the second way, which was, under 
the circumstances, obviously the best one.

I am strongly convinced that the evil principle prevailing in this world leads 
the unrecognized spiritual need into perdition, if it is not counteracted either 
by real religious insight or by the protective wall of human community. An 
ordinary man, not protected by an action from above and isolated in society, 
cannot resist the power of evil, which is called very aptly the Devil. But the 
use of such words arouses so many mistakes that one can only keep aloof 
from them as much as possible.  7/29/10  88

Letter to Bill From Carl Jung

• These are the reasons why I could not give a 
full and sufficient explanation to Roland H., 
but I am risking it with you because I 
conclude from your very decent and honest 
letter that you have acquired a point of view 
above the misleading platitudes one usually 
hears about alcoholism.

You see, "alcohol" in Latin is "spiritus" and 
you use the same word for the highest 
religious experience as well as for the most 
depraving poison. The helpful formula 
therefore is: spiritus contra spiritum.

Thanking you again for your kind letter

I remain

Yours sincerely

C. G. Jung
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Desire

• Level of Addiction
– Bondage and enslavement

• Worldly acquisition and ownership 
that can become insatiable (GREED)

• Excessive Desire creates inner feelings 
of “lack” leads to…

– Constant seeking
– Chronic dissatisfaction
– Feelings of being incomplete  7/29/10  1010

Desire

• Desire involves a drive for 
transcendence

• Sublimate

• Desire as a natural response to the 
reality of suffering

• Desire is vitality, energy and 
motivation

• What is the individuals motivation at this level of  
recovery?
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“Twelve Steps and Twelve 
Traditions” pg 123

“So false pride became 
the reverse side of that 
ruinous coin marked 
‘Fear’.”
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Pride
• Opposite of Shame

– In both real worth is not a consideration

• Self-worth is secondary to effort 
(earned) and achievement

• As a spiritual defect..
– Attitude or positionalities

– Arrogance applied to beliefs, thoughts

– A refusal to surrender to God

– Sees humility as inferiority and surrender as 
humiliation
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Pride

• Need to be constantly admired may lead 
to depression

• Image swings on success and failure
– Vulnerable to depression

• Pride=Self-Admiration
– Implies others are inferior

• “Specialness” triggers resentment in others

• Recovery is impossible because 
character defects are denied
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Pride

• Treatment
– Understand that Pride is based on false 

assumptions of one’s worth (rather die than to 
admit wrong)

• Instead of attracting positive attention and 
admiration it provokes attack leading to prideful 
“rage” and vengeance

– Humility  is necessary for most cases of self-
deception

• Humility and integrity over self-deception

– Surrendering  to God and not one’s EGO can 
result in gratitude
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HUMILITY

• The limitations of the mind
– Often cannot tell essence 
– Mind left to its own will make mistakes
– Mind can only know “about”

• Empowering (Not a Weakness)
– Relieves the guilt that accompanies doubt and 

denial
– Egos belief that it knows Reality results in pride 

and defensiveness
• Ignorance is guarded by egocentricity
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HUMILITY

• Opens up the door to knowledge
– Attitude of inquiry

• Humility as altruism
– Not holding oneself above others

– Treating others as if they were oneself

• One is a student…Not on a pedestal
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HUMILITY

 “HUMILITY IS THINKING 
OF YOURSELF LESS, NOT 
THINKING LESS OF 
YOURSELF”

 7/29/10  1818

SURRENDER

•Surrender is 
not about 
giving up or 
giving in to 
the wishes 
of another . 
It is about 
accepting 
the 
moment at 
hand and 
realizing 
there is 
Perfection 
within the 
moment. It 
is the 
power to 
accept 
each 
moment 
for what it 
is rather 
than 
yearning 
for it to be 
something 
else. More 
often than 
not, our 
minds want 
us to 
believe that 
the past 
"should 
not" have 
been the 
way it was 
and that we 
do not 
deserve 
what the 
past gave to 
us or what 
the future 
may hold. 
Our mind, 
reflects 
over and 
over how it 
should 
have been 
or it takes 
us on a 
journey 
into the 
future of 
which we 
could never 
predict. 
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SURRENDER

• It is about living each moment as it comes 
and not worrying about what has taken 
place in the past or what may happen in 
the future. It is about being certain that 
each moment of your life is being lived 
exactly as it is supposed to be to learn 
the lessons you were brought here to 
learn. If in the state of surrender than 
the truest thoughts are always, "Thy will 
be done." 
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JUDGEMENTALISM

• LACK OF ACCEPTANCE

• NARCISSISTIC PRIDE
– SAYS “I AM BETTER THAN YOU” AND “AT LEAST I 

AM NOT LIKE THAT”

• TRYING TO PLAY GOD
– SAYS “I HAVE ACCOMPLISHED THESE THINGS YOU 

STRUGGLE WITH SO I AM BETTER THAN YOU”

– PROVINCE OF THE SPIRITUAL EGO
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Acceptance
• “And acceptance is the answer to all my problems 

today. When I am disturbed, it is because I find 
some person, place, thing or situation-some fact of 
my life-unacceptable to me, and I can find no 
serenity until I accept that person, place, thing or 
situation as being exactly the way it is supposed to 
be at this moment. Nothing, absolutely nothing 
happens in God’s world by mistake. Until I could 
accept my alcoholism, I could not stay sober; unless 
I accept life completely on life’s terms, I cannot be 
happy.”    Big Book, pg 417 new edition, pg 449, old 
edition
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GUILT- “I DID SOMETHING BAD”
• Comes later and is language based and 

less visceral than shame
• Related to unacceptable behavior
• Consequence of the memory of 

regretted past actions as they are 
recalled

• Equates former self that “was” with 
current self that  “is”
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GUILT- “I DID SOMETHING BAD”
• Realization that one has acted against his 

conscience
– As soon as experience regret ask for forgiveness

• If guilt feelings persist for more than 30 seconds they 
are neurotic

• Pervasive paralyzing guilt is a result of the superego. It 
is an emotional judgment about right and wrong not a 
true judgment of conscience

– “Not only did it wrong but are worthless”
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EXCESSIVE GUILT

• Form of narcissism
• Allows “self ” to be exaggerated, blown 

up, and the hero of tragedy
• Feeds the EGO
• The EGO blames and is a defective 

compass
• Error is inflated instead of being 

relinquished  to a Higher Power
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GUILT

• Guilt as opposed to lack there of 
(ASPD)

• Humility-admitting one’s errors
– “My guilt stems from pride and I should not 

have said that to you.”
• We did the best we could with what we 

had at the time given the circumstances
– Reframe 

• What did we learn from the experience?
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GUILT
® To transcend

­ Change context
­ Who you were
­ Who you are now
­ Who you will become if you stay the path

­ See as part of learning and development & therefore  
unavoidable 

    maybe even critical
­ Make amends
­ Pray to have shortcomings removed
­ Self-forgiveness, humility and acceptance of limits
­ Confession, moral inventory, forgiveness, renewal,  

rededication of our lives (no secrets)
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FORGIVENESS

• Is not the same as absolution .
• We surrender and forgive to get rid of 

resentments
• Forgiveness is the mental and/or 

spiritual process of ceasing to feel 
resentment, indignation or anger against 
another person for a perceived offense, 
difference or mistake, or ceasing to 
demand punishment or restitution. 
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FROM EGO TO SELF
® Internal ladder to success

What you “have” that counts
Status, wealth and belongings

What one “does” that counts
Position and activities

What one has “ become” secondary 
to life experiences that counts

“ Charismatic Presence”
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UNCONDITIONAL LOVE
• Goal of most spiritually committed 

persons
• Requires close adherence to well 

established spiritual disciplines
• From “Saying The Prayer” to “Being The 

Prayer”
• MOST GREW UP ON CONDITIONAL 

LOVE
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12th Step- “Joy of Living”

• Unconditional love
– “ The kind of love that has no price tag on it .” 

(12 and 12, pg106)

• Divine paradox is “ Giving it away to keep 
it .”

• No greater joy than 12th step work
– Sit in meetings to give reassurance and 

support

– Reach out when others are in need

– Carry the message

– Arranging after meeting get-togethers
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Addicted Veterinarians:
Spiritual Healing with 
Animals

Helen E Roberts, DVM

nyfishdoc@aol.com

�‰Are vets at a 
higher risk?

�‰Specific stressors

�‰Alcoholism

�‰Drug addiction

�‰Suicide

�‰Impairment

�‰Intervention

�‰Animal assisted 
therapy

Veterinarians-A Profession at risk?
�‡ Are there specific 

personality traits that 
select veterinary 
medicine?

�‡ Experience high levels 
of psychosocial stress

�‡ Drink more than 
general population

�‡ Suicide rate �± FOUR 
times the general 
population and TWICE 
the rate of other 
medical professionals 

What is a veterinarian?

Fragmented profession

�‡ Private practice 
(several types)

�‡ Corporate practice

�‡ Research

�‡ Government

�‡ Academic

Specific personality traits?

�‡ Prefer relative 
social isolation?

�‡ Competitive

�‡ Intelligent

�‡ High levels 
anxiety/depressive 
symptoms
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Psychosocial Stressors
�‡ Long hours

�‡ Relative isolation

�‡ Fear of making mistakes

�‡ Business/management 
issues -- >financial stress

�‡ Compassion fatigue

�‡ Client expectations

�‡ Unfavorable clinical 
outcomes

�‡ Conflict with giving life-
saving treatments and 
performing euthanasia

�‡ Difficulty balancing 
work/home

�(�[�D�P�S�O�H�V���L�Q���W�K�H�L�U���R�Z�Q���Z�R�U�G�V�«

�‡ �³�7�L�P�H���S�U�H�V�V�X�U�H��
due to heavy 
�Z�R�U�N�O�R�D�G�´

�‡ Difficulty 
balancing 
professional life 
�D�Q�G���S�U�L�Y�D�W�H���O�L�I�H�´

�‡ �³�'�H�D�O�L�Q�J���Z�L�W�K��
difficult 
�F�X�V�W�R�P�H�U�V�´

Intense psychosocial stress has been 
shown to be a risk factor for binge 

drinking and regular drug use

Psychosocial stress on the job can be 
predictive of depressive symptoms

Alcohol and the Veterinarian

�‡ Drink more and 
more often than 
general population

�‡ Daily/weekly binge 
drinking same as 
general population

�‡ Women practiced 
more high risk 
consumption of 
alcohol compared to 
men

�‡ At risk drinking 
associated with 
greater work related 
psychological 
demands

�‡ Private practice more 
likely to practice 
high risk alcohol and 
drug consumption

�‡ Owners drink more 
than associates

Drug Use and the Veterinarian

Harling et al:

�‡ 1 in 5 DVMs used drugs 
regularly (analgesics taken 
most often)

�‡ �³�)�H�H�O���K�D�O�I���K�X�P�D�Q�´���Z�L�W�K�R�X�W��
the drug (6.8%)

�‡ Unable to master the day 
w/o drugs (9.6%)

�‡ Cannot do without 
sedatives/tranquilizers in 
some situations (7.3%)

�‡ Easy access to 
abused drugs:
�‡ketamine
�‡benzodiazepines
�‡opiates
�‡barbiturates

�‡ Self-medication
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Differing attitudes of medical 
professionals towards drugs

�‡ 1977 study w/50@ 
DDS, MDs, DVM

�‡ Asked to rank and 
rate drugs -
beneficial/dangerous

�‡ DDS kept highest # 
drugs at home 
compared to 
MD/DVM

�‡ DVM thought 
barbiturates more 
dangerous/less 
beneficial than MDs.

�‡ Vets (and dentists) 
thought ok to use 
drugs to treat stress 
compared to 
physicians

Suicide and veterinarians

�‡ FOUR TIMES risk 
compared to 
general 
population

�‡ Twice risk of 
medical 
professionals

Suicide risk factors

�‡ Depression

�‡ Alcohol and drug 
abuse

�‡ Personality traits

�‡ Chronic major 
difficulties

�‡ Life events (negative)

�‡ Family violence, hx of 
�D�E�X�V�H�«

�‡ Inherited factors

Occupational risk factors for suicide

�‡ Attitude towards 
death and 
euthanasia-usually 
favorable

�‡ Work related 
stressors

�‡ Personality 
traits/emotional 
intelligence

�‡ Tolerable attitude 
towards suicide

�‡ Lack of 
involvement in 
decision making

�‡ Unclear 
management and 
work role

Access (with minimal or no 
supervision

�‡ Self poisoning with 
barbiturates most 
common 
method:76%- �‘ , 89%-�•

�‡ General population-
firearms (M-56%), 
self poisoning (F-
40%)

Other risk factors: �‡ Suicide contagion 
(small profession)

�‡ Lack of overall 
supervision/ isolation

�‡ Inadequate 
professional support

�‡ Abrupt transition from 
�D�F�D�G�H�P�L�D���W�R���³�U�H�D�O��
�Z�R�U�O�G�´

�‡ Stigma of mental 
illness prevents 
seeking help
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Increased risk of suicide model:

From: Bartram, DJ and DS Baldwin. 2008. Veterinary 
surgeons and suicide: influences, opportunities, an d 
research directions. Vet Rec 162: 36- 40.

Summary of suicide risk and 
occupation

�‡ 1. Demographics of members of 
occupations

�‡ 2. Internal occupation stress 
(inherent in the work)

�‡ 3. Psychological profile of people 
attracted to the profession

�‡ 4. Opportunity or access to 
lethal means

Recognizing Impairment: 

�‡ Overt signs (alcohol on 
breath, stumbling, etc.)

�‡ Change in appearance 
���G�L�V�K�H�Y�H�O�H�G�«��

�‡ Irritability, outbursts of 
anger, impatience, 
mood swings

�‡ Decline in performance, 
poor memory, difficulty 
concentrating

Practice performance:

�‡ Absenteeism

�‡ Sleeping at work

�‡ Patient neglect

�‡ Poor record 
keeping

�‡ Hard to find

Professional misbehavior:

�‡ Prescription 
writing for 
self/staff/family

�‡ Diverting patient 
drugs

�‡ Requesting 
prescriptions from 
colleagues

Intervention strategies:

�‡ �)�L�J�K�W���W�K�H���³�F�R�Q�V�S�L�U�D�F�\���R�I���V�L�O�H�Q�F�H�´

�‡ Early detection of mental illness

�‡ Teach coping skills and stress 
management during school

�‡ Enhance help seeking behavior

�‡ Screening of undergraduate 
students to ID at-risk individuals

�‡ Incorporate business skills into 
curriculum

�‡ Professional support

�‡ Suicide prevention-know warning 
signs
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Professional organization intervention

�‡ Modify working conditions

�‡ Hours worked
�‡ On call schedule

�‡ Mentoring programs

�‡ Increase professional support

�‡ Provide safe place for feedback, 
and place to address problems 
sensitively

�‡ Develop signs w/support hotline 
phone numbers-place 
strategically in practice 
(controlled drug box?)

Current programs for veterinarians:

�‡ AVMA resources: Model Program for Wellness

�‡ NYS: New York State Education Department-
Professional Assistance Program

�‡ The criteria for admission to the PAP include:

total abstinence from all mood-altering substances 
including alcohol; temporary, voluntary surrender o f the 
professional license; participation in treatment at  an 
agency approved by the PAP; and an agreement to be 
monitored by the PAP for at least two years after 
reinstatement of the license.

What we need in NYS: Similar 
program to Committee on Physician 

Health
The mission of the CPH is to promote quality 
medical care by providing confidential assistance 
to physicians, resident physicians, medical 
students and physician assistants suffering from 
Substance Use disorders or other psychiatric 
disorders. 

CPH monitors the treatment and clinical practice, 
provides advocacy, support  and outreach 
activities, including prevention and education.

CPH does not refer physicians to the OPMC as 
long as the physician agrees to participate, stays 
with the program, is helped by treatment, and 
does not present an imminent danger to the 
public.

Animal-assisted therapy

Basic attitudes towards animals
humanistic (interest and strong affection for individual animals, principally 

pets) 

moralistic (concern for the right and wrong treatment of animals, with strong 
opposition to exploitation and cruelty toward animals) 

utilitarian (concern for the practical and material value of animals or their 
habitats) 

negativistic (avoidance of animals due to indifference, dislike or fear) 

dominionistic (interest in the mastery and control of animals, typically in 
sporting situations) 

naturalistic (interest and affection for wildlife and the outdoors) 

ecologistic (concern for the environment as a system, for interrelationships 
between wildlife and natural habitats).

aesthetic (primary interest in the beauty of nature)

symbolic (use of nature for language and thought)

The benefits of animals:

�‡ Individual health 
benefits

�‡ Diversion 
(counseling)

�‡ Teach 
responsibility

�‡ Catalyst for 
communication



7/24/2010

6

�(�[�D�P�S�O�H�V�«��

�‡ Visits with a therapy dog helps heart and lung function by 
lowering pressures, diminishing release of harmful 
hormones and decreases anxiety with hospitalized heart 
failure patients. (Cole, 2005)

�‡ Displaying tanks of brightly colored fish may curtail 
disruptive behavior and improve eating habits of 
individuals with Alzheimer's disease. (Beck, 2002)

�‡ Presence of a therapy dog can lower behavior distress in 
�F�K�L�O�G�U�H�Q���G�X�U�L�Q�J���D���S�K�\�V�L�F�D�O���H�[�D�P�L�Q�D�W�L�R�Q���D�W���D���G�R�F�W�R�U�¶�V��
office and may be useful in a variety of healthcare settings 
to decrease procedure induced distress in children. 
(Nagengast, 1997, Hansen, 1999).

�‡ Presence of a dog during dental procedures can reduce the 
stress of children who are distressed about coming to 
the dentist. (Havener, 2001)

�‡ Animal-assisted therapy can effectively reduce the loneliness 
of residents in long-term care facilities. (Banks, 2002).

�‡ People with borderline hypertension had lower blood pressure 
on days they took their dogs to work. (Allen, K. 2001).

�‡ Seniors who own dogs go to the doctor less than those who do 
not. In a study of 100 Medicare patients, even the most highly 
stressed dog owners in the study has 21 percent fewer 
�S�K�\�V�L�F�L�D�Q�µ�V���F�R�Q�W�D�F�W�V���W�K�D�Q���Q�R�Q-dog owners. (Siegel, 1990).

�‡ Activities of daily living (ADL) level of seniors who did not 
currently own pets deteriorated moreon average than that of 
respondents who currently owned pets. (Raina, 1999).

�‡ Seniors who own pets coped better with stress life events 
without entering the healthcare system. (Raina, 1998)

�‡ Pet owners have lower blood pressure. (Friedmann, 1983, Anderson 
1992).

�‡ Pet owners have lower triglyceride and cholesterol levels than non-
owners (Anderson, 1992).

�‡ ACE inhibitors lower resting blood pressure but they do not diminish 
reactivity to mental stress.  Pet ownership can lessen cardiovascular 
reactivity to psychological stress among hypertensive patients 
treated with a daily dose of Lisinopril. (Allen, 1999).

�‡ Companionship of pets (particularly dogs) helps children in families 
adjust better to the serious illness and death of a parent (Raveis, 
1993).

�‡ �‡���3�H�W���R�Z�Q�H�U�V��feel less afraid of being a victim of crime when walking 
with a dog or sharing a residence with a dog. (Serpel, 1990).

�‡ �‡���3�H�W���R�Z�Q�H�U�V���K�D�Y�H��fewer minor health problems (Friedmann, 1990, 
Serpel, 1990).

�‡ �‡���3�H�W���R�Z�Q�H�U�V���K�D�Y�H��better psychological well-being (Serpel, 1990).

Animal therapy and addiction

�‡ Pilot program at Tx 
facility
�‡ Incr opportunities for 

personal history revelation
�‡Demonstrate behavioral 

and emotional patterns
�‡ ID unhealthy coping 

mechanisms
�‡Educate re: choices/behav

EAP (Equine Assisted Therapy)

�‡ Often part of in-
house treatment 
centers (ex-
Hazelden)

�‡ Sensitive to 
emotions

�‡ Physical and 
behavioral 
therapy
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Aquaria and Ponds

�‡ Visual stimuli

�‡ Reduces stress 
and BP

�‡ Appetite stimulant 
�I�R�U���$�O�]�K�H�L�P�H�U�¶�V��
patients!

The greatest healing therapy is friendship and 
love. �² Hubert Humphrey
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�‡ Stobbs, C. 2004. Isolation in the workplace: taking con trol, finding a way forward. 
In Practice 26:336- 338

Helpful Websites

�‡ www.aa.org (Alcoholics Anonymous)

�‡ www.avma.org (American Veterinary Medical 
Association)

�‡ www.fsphp.org (Federation of State Physician Health  
Programs)

�‡ www.deltasociety.org

�‡ www.idaa.org 

�‡ www.vetlife.org.uk (Funded by the Veterinary 
Benevolent Fund-UK)

Questions?
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• This presentation will discuss the use 
of medications for ‘off label’ 
indications

Objectives

• Learn diagnostic approaches to 
chronic pain, addictive illness, opioid 
hyperalgesia, and other co-
morbidities

• Identify the failure of opioid therapy in 
chronic pain patients 

• Investigate clinical strategies for 
buprenorphine use, sedative 
withdrawal, clinical pearls, and still 
have time for questions. 



  

 

Objectives

2 Paradigms + 1 Recipe = 

Success with the Chronic Pain 
Patient on High Dose Opioids

BORING

Case #1:  Shirley R.

• 50 y/o woman referred by Oncology Clinic:

• s/p ABMT for myelodysplasia now w/7yr 
hx of chronic GVH, neuropathic and 
myofascial pain, multiple compression fxs

• Wheelchair bound, O2 dependent COPD, 
bronchiolitis obliterans

• 32 medications from A (acyclovir) to Z 
(Zocor)

Shirley R., cont’d

• Transdermal fentanyl 125 mcg/hr

• Oxycontin 60mg tid

• Oxycodone 10mg 5x/day

• Alprazolam 1mg tid

• Cyclobenzaprine 10mg tid

• Zolipidem 10mg @hs

Shirley R., cont’d

• Rates pain at 10/10, says she is 
‘miserable’

• Smokes 1 to 2 PPD tobacco (“hell no!”)

• Regularly smoked cannabis, quit a year 
ago

• No prior addiction treatments



  

 

Shirley R., cont’d

• Chronic depression, anxiety, sleep 
disturbance, memory problems

• Freely admits ‘pain meds don’t help’

• Attempts to quit her painkillers ‘cold turkey’ 
lead to unacceptable dysphoria, vomiting, 
dehydration

Simple Approach to Treating 
Non-Malignant Pain

• If it hurts…..

• If it hurts a lot…

• If it REALLY hurts…

• If it still REALLY hurts…

• If it REALLY hurts for a 
long time….

• If it’s getting worse no 
matter what I prescribe…

• Give ibuprofen

• Give hydrocodone

• Give something stronger

• Give more

• Keep giving more

• Discharge patient

“ Hmmm. Something
is just not right.”

Remember:

“If you can’t land, don’t take off.”

When you initiate a trial of 
opioid therapy, have an ‘exit 

strategy’.

Covington, E. “Weaning Drugs in Patients With Chronic Pain” Presented 
at Pain and Addiction, 
Common Threads IV, 2003

Pain

Clinical definition:

“Whatever the patient states it is unless

proven otherwise by poor adherence to

the agreed upon medical regimen.”

Fishman, et al, Journal of Pain and Symptom

Management vol. 20 no. 6, 2000



  

 

Pain

“No kind of sensation is keener and more
active than that of pain, its impressions
are unmistakable.”

The Marquis de Sade

Pain

“For pain is perhaps but a violent pleasure? 
Who could determine the point where 
pleasure becomes pain, where pain 
becomes pleasure.”

-Honoré De Balzac 



  

 

Chronic Pain Syndrome

“Under such torments, the temper
changes, the most amiable grow irritable,
the bravest soldier becomes a
coward…….”

Dr. S. Weir Mitchell, 1872
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Chronic Pain Syndrome
•Intractable pain of more than 6 
months duration
•Marked alteration in behavior, 
restriction in daily activities
•Excessive use of medication and 
medical services
•No clear relationship to organic 
disorder - multiple nonproductive 
tests/treatments/surgeries

Office of Disabilities, Social Security Administration
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CHRONIC PAIN SYNDROME = 
“CENTRAL” PAIN SYNDROME

Neuroplasticity influenced by excitoxicity, central  
sensitization, genetic predisposition, ?trauma/abus e, 
addiction/psychiatric co-morbidities with resulting  
neurochemical and neurohormonal derangements

Analogue Pain Scale
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Entia non sunt multiplicanda 
praeter necessitatem

Entities should not be multiplied more than necessary
Roughly, Don’t screw around with simplicity.

“Occam’s Razor”
William of Occam (c.1285-1349)

Chronic Pain
• Local

ü Neuropathic
ü Tmj/facial
ü Pelvic
ü Head pain
ü Abdominal/IBS

• Diffuse (fibromyalgia)



  

 

Addiction
• Active: nicotine/alcohol
• Active:

other drugs including opioids, cocaine, 
etc.

• In remission (recent vs remote)
• Dependence without addiction:

ü Sedatives
ü Opioids
ü Methadone
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DEPENDENCE �  ADDICTION

•Tolerance/Withdrawal are 
universal with prolonged 
opioid tx
•Need aberrant behavior to 
dx addiction

Medical Co-Morbidities
• Medical illnesses

ü OSA/CSA
• Deficiency states (vitamin D, testosterone)
• Acute painful conditions

ü Surgical
ü Non surgical
ü Dental

• Chronic painful conditions
ü Rheumatologic
ü Neurological
ü Statins

• Brain injury      

Psychiatric illness
• Mood disorders (universal)

• PTSD

• Anxiety disorders

• Thought disorders

• Personality disorders

• OCD



  

 

Diagnostic Tools

• Detailed history
– Hospitalizations
– Treatment experiences
– Family history
– Collateral information

• BDI
• MMPI II
• PHQ-9
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CONSIDER!!!!

•The necessity of addressing all  4 areas of co morbidity for 
success
•The need to avoid ‘crosstalk’

Shirley: Diagnostic Formulation

• Chronic pain syndrome, diffuse

• Medical comorbidity (COPD, skeletal, soft 
tissue, vitamin D, hypertension, GVHD)

• Opioid dependence, hyperalgesia

• Sedativism

• Tobacco addiction, active

• Mood disorder, sleep disorder

NOW WHAT?



  

 

Why Use Opioids in the 
First Place???

TO IMPROVE FUNCTION!!

(and relieve pain) 
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THE TROUBLE WITH 
OPIOIDS

• Tolerance/Withdrawal
• Addiction Potential
• Hyperalgesia (Central 

Sensitization)
• Unpleasant Effects
• Regulatory Fears

If any man want to learn sympathetic charity, let h im 
keep pain subdued for six months by morphia, and 
then make the experiment of giving up the drug. By 
this time he will have become irritable, nervous an d 
cowardly . The nerves, muffled, so to speak, by 
narcotics, will have grown to be not less sensitive , 
but  acutely, abnormally capable of feeling pain  and 
of feeling as pain a multitude of things not usually 
competent to cause it.         

S.W. Mitchell

OPIOID HYPERALGESIA  

RESPONSE BY STIMULUS INTENSITY 

Response

Stimulus Intensity

Pain 
Threshold

Pain 
Tolerance

Controls Hyperalgesia: methadone 
maintenance

Hyperalgesia/ 
Allodynia

LING, W. The Development and Treatment of Opioid-Induced Hyperalgesia. APA Annual Meeting 2004

Diminished Pain Tolerance in Methadone-
Maintained Patients

25

50

75

100

125

Compton M, et al. J Pain Symptom Manage, 2000. 20(4) 237-245.

P<.002  

control
s

methadone



  

 

Cold-pressor withdrawal latency:  
Miotta, 2006

55
55
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OPIOIDS SHOULD BE 
STOPPED

•If they are not clearly beneficial
•Just like any other medication

Covington E, MiSAM Update in Addiction Medicine 2004
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‘Weaning’, ‘Detoxing’, and 
the DEA
•Opioid dependent  patients may be tapered and 
weaned in the office (think buprenorphine).
•Opioid addicted patients must be referred to 
licensed clinics (methadone) or DATA-waivered 
physicians (buprenorphine) for detoxification.

American Society of Addiction Medicine http/www.asam.org

Back to Shirley R.

• Transdermal fentanyl 125 mcg/hr

• Oxycontin 60mg tid

• Oxycodone 10mg 5x/day

• Alprazolam 1mg tid

• Cyclobenzaprine 10mg tid

• Zolipidem 10mg @hs

Medical Withdrawal from High 
Doses of Opioids

• Safe, effective management of chronic 
pain patients with opioid dependence

• Inpatient management for patients with 
significant medical/psychiatric co morbidity

• PCA with hydromorphone followed by 
buprenorphine induction

• Allows for nursing observation of the 
potentially unstable patient

Malinoff, et al, J. Clin Therapeutics, 2005



  

 

YOU WILL NEED……

YOU WILL NEED…… YOU WILL NEED……

YOU WILL NEED…… Buprenorphine  

• A synthetic opioid

• �Partial agonist at the  receptor
- Low intrinsic activity only partially activating opiate 
receptors  

- Exhibits ‘ceiling’ effects on respiratory depress ion 

• �High affinity for the  receptor 
- Binds more tightly to opiate receptors than other  
opiates or opiate antagonists

• Slow dissociation from the receptor
ü milder withdrawal

• ��Antagonist at the  receptor
ü May be responsible for effects on chronic pain



  

 

Buprenorphine in Chronic Pain

Sublingual Buprenorphine Is Effective 
in the Treatment of Chronic Pain 

Syndrome
Am J Therapeutics 12; 379-384 (2005)

Malinoff H., Barkin, R., Wilson J.

Admitting the Patient

• Diagnoses: Intractable pain (338.2), 
medication toxicity (995.2)

• Document need for inpatient level of care
– Nursing observation of unstable patient
– Parenteral medications

• EDUCATE YOUR STAFF

Buprenorphine Induction:

• Stop all opioids on admission

• PCA hydromorphone (or morphine, or 
fentanyl)

• Allow for 3-5 x t1/2  of Pt’s opioids

• Address sedatives!!

• Appropriate consultations

Buprenorphine Induction:

• Stop PCA

• Wait……until clear, advancing clinical 
opioid withdrawal (6-8 hours)

• Give sl or im buprenorphine q6 hours x 4

• Convert to sl dosing for outpatient mgt.

• Discharge patient home

• Office follow up within 7-10 days
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What about high doses of 
methadone (for pain)*???

•Draw serum methadone level on admission
•Use PCA pump for as long as it takes for methadone level to 
fall below 30ng/ml (may be 5-7 days)
•Proceed with buprenorphine induction as w/previous slide

*DEA regulations do not permit “detoxification” of MMT patients without proper
physician licensure



  

 

The trouble with opioids is: BENZOS?
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Benzodiazepines, ‘Muscle Relaxers’, 
Soma, Ambien, etc. in Chronic Pain 
Patients

•Cognitive impairment
•Depression of mood
•Viseo-spatial impairment (falls)
Result is worsening internal pain perception, worsening 
functional capacity

Ciccone, DS, et al. J Pain Symptom Management, 2000.
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Medical Withdrawal from Sedatives

•Consult with prescribing physician(s)
•Stop sedatives, start oral phenobarbital 
at 30-60mg tid/qid. Titrate to 
symptoms
•Aim for “sub therapeutic” blood levels 
(<15ng/ml)
•Taper slowly over 6-12 months
•Gabapentin, oxcarbazine, pregabalin 
as adjuncts/alternatives
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ical Withdrawal from High Dose Opioid 
tment in Chronic Pain Patients With 
ical-Psychiatric
orbidity

“Landing the Plane”

Malinoff, H., Weiner, M., Berland, D., et al. 2010

Demographics
N 80

Gender Male=39 (50%), Female=41 (50%)

Average Age 54.5

Employed 9 of 80  (21%)

Significant Medical Comorbidity 71 of 80 (89%)

Significant Psychiatric Comorbidity 69 of 80 (86%)

Significant Addiction Comorbidity 51 of 80 (64%)

Malinoff, H., Weiner, M., Berland, D.., et al. 2010

Average (PO) morphine 
equivalent :

420mg/24 hr

Berland, D, Rogers, P, et al. “Managing chronic non-terminal pain including
prescribing controlled substances” University of Michigan Practice Guideline
Agency for Health Care Research and 
Quality. Www.guideline.gov



  

 

Results

Patients Reporting Significant 
Improvement in Pain Control

45 of 80 (57%)

Patients Reporting Significant 
Improvement in Functional 

Capacity
53 of 80 (64%)

Median Follow-up 8.5 months

Malinoff, H., Weiner, M., Berland, D.., et al. 2010

Final buprenorphine dose

Average 10.4mg/day

Malinoff, H., Weiner, M., Berland, D.., et al. 2010

Adverse Effects?

• NO DEATHS

• No significant morbidity or prolonged 
hospitalization

• Adverse effects include GI/GU effects as 
with any opioid, headache, hyperhydrosis

Malinoff, H., Weiner, M., Berland, D.., et al. 2010

RESULTS

• 11 pts returned to pure opioid agonist 
after failing w/ buprenorphine

• 2 stopped because of insurance non-
coverage

• 15 pts stopped due to adverse side 
effects

• 52 Pts remain on buprenorphine at follow 
up

NOW WHAT??



  

 

RECOVERY FROM CHRONIC PAIN Physical Health and Function

• Manage and stabilize all underlying medical issues

• Monitor and improve physical strength and endurance

• Decrease physical pain and its associated suffering

Neuro-psychiatric Healing

• Stabilize brain chemistry and function

• Improve cognitive ability, memory and physical 

coordination

• Decrease perceived pain

Emotional Well-being

• Decrease anxiety, depression, and sleep 
disturbances

• Restore self-esteem

• Reduce pain-related suffering

Spiritual Growth

• Reconnect with family, friends, and 
peers

• Re-establish life direction and 
purpose

• Gain peace of mind, serenity 

Malinoff, HL. ‘Common Threads’ VIII, 2007
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Shirley R., “The Rest of the 
Story….”

•Inpatient withdrawal from high doses of sedatives/o pioids 
without complication
•Discharged home on oral phenobarbital 60mg bid, 
buprenorphine 4mg sl qid
•Continues to smoke
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Shirley R., “The Rest of the 
Story…”

•Pain scores diminish
•Mood improves, memory improves
•Husband happier, pt happier
•Still wheelchair, O2 dependent
•Has not returned to sedatives or pure opioid agonist 9 months later

SUMMARY
• Chronic pain, addiction, and 

psychopathology are common, 
related, and interdependent brain 
illnesses.

• Attempting to manage one entity 
without the others leads to failure and 
futility in all.

Heit H, Gourlay D. Pain and Addiction: Managing Risk Through Comprehensive Care at AAPM Annual Meeting 2006.
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SUMMARY II

•Hyperalgesia and sedativism commonly complicate the 
management of chronic pain patients and lead to adverse 
outcomes
•Medical withdrawal from high doses of opioids and sedatives 
can be accomplished safely and comfortable in the inpatient 
setting
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SUMMARY III

•Your ASAM certification, DATA waiver expertise in treating 
drug toxicity and withdrawal make you uniquely qualified to 
help patients like Shirley R. (and their doctors)
•Get certified and waivered!!
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CONTACT ME

Cellular phone:  734-678-4334
Email: DoctorHLM@aol.com
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ObjectivesObjectives
• Learn diagnostic approaches to chronic pain, Learn diagnostic approaches to chronic pain, 

chemical dependency, addictive disease, and chemical dependency, addictive disease, and 
other co-morbiditiesother co-morbidities

• Examine basic strategies surrounding the use of Examine basic strategies surrounding the use of 
opioid medications in patients with and without opioid medications in patients with and without 
addiction, pain, and/or opioid tolerance and addiction, pain, and/or opioid tolerance and 
withdrawalwithdrawal

• Identify risk management techniques, clinical Identify risk management techniques, clinical 
pearls and still have time for questionspearls and still have time for questions

CASE PRESENTATIONCASE PRESENTATION
• Dr. PDr. P

• 49 y/o disabled Internist referred for 49 y/o disabled Internist referred for 
evaluation of chronic back/ L leg pain, evaluation of chronic back/ L leg pain, 
headache and depressionheadache and depression

• Pain began in 2002 following a weightlifting Pain began in 2002 following a weightlifting 
accidentaccident

• Physical therapy, epidural steroid Physical therapy, epidural steroid 
injections, foraminotmy L5/S1 provide injections, foraminotmy L5/S1 provide 
temporary relief followed by worsening pain temporary relief followed by worsening pain 
and disability.and disability.

CASE PRESENTATION, cont’dCASE PRESENTATION, cont’d

• Referred to me via tertiary care pain clinic. Has Referred to me via tertiary care pain clinic. Has 
not worked in medicine since Feb, 2006. not worked in medicine since Feb, 2006. 
Receiving disability benefits.Receiving disability benefits.

• PMHPMH:: Mild hypertension, GERD,  Mild hypertension, GERD,  
migraine, sleep disturbancemigraine, sleep disturbance

• Current medsCurrent meds: : Amitriptyline 25mg/day, Amitriptyline 25mg/day, 
Oxycodone 5/500 QID, Lorazepam 1.5mg/hs, Oxycodone 5/500 QID, Lorazepam 1.5mg/hs, 
Toprol Xl 100mg/day, Nexium 40mg/day Toprol Xl 100mg/day, Nexium 40mg/day 

CASE PRESENTATION, CASE PRESENTATION, 
cont’dcont’d
• Chem DepChem Dep Hx: Hx: Diverted/self-Diverted/self-

injected opioids when working in a injected opioids when working in a 
pharmacy during medical school. pharmacy during medical school. 
Underwent treatment and monitoring Underwent treatment and monitoring 
in diversion program during residency. in diversion program during residency. 
Abstinent from alcohol/nicotine/non-Abstinent from alcohol/nicotine/non-
prescribed drugs since. No longer prescribed drugs since. No longer 
attends AA meetings.attends AA meetings.

CASE PRESENTATION, CASE PRESENTATION, 
cont’dcont’d
• Psych HxPsych Hx:: No hospitalization, No hospitalization, 

overdose/suicide attempts. No current overdose/suicide attempts. No current 
therapy, medications. Endorses therapy, medications. Endorses 
worsening moods since off work.worsening moods since off work.

• Social HxSocial Hx::  Married to physician; 3  Married to physician; 3 
children, youngest with medical children, youngest with medical 
problemsproblems

CASE PRESENTATION, CASE PRESENTATION, 
cont’dcont’d
• ExamExam:: 6’, 175#; vital signs nl. Flat, 6’, 175#; vital signs nl. Flat, 

constricted affect. Emotional lability, constricted affect. Emotional lability, 
no overt cognitive impairment. no overt cognitive impairment. 
Neurlogic exam nl. Pain behavior. Neurlogic exam nl. Pain behavior. 
Judgement/insight unimpaired.Judgement/insight unimpaired.

• LabLab:: Liver/renal fct nl. CBC Liver/renal fct nl. CBC 
nl. UDS congruent with prescribed nl. UDS congruent with prescribed 
meds.meds.



  

 

CHARACTERISTICS OF PAIN CHARACTERISTICS OF PAIN 
PATIENTS PRESENTING TO PATIENTS PRESENTING TO 
ED/URGENT CARE/OP CLINICSED/URGENT CARE/OP CLINICS

• Report high level of psychological distress.Report high level of psychological distress.
• Display high levels of psychopathologyDisplay high levels of psychopathology
• Report high levels of functional impairmentReport high levels of functional impairment
• Have work / M.V.A. related injuriesHave work / M.V.A. related injuries
• Frequent use of health care systemFrequent use of health care system
• Complain of constant painComplain of constant pain
• Have had prior surgery (ies) for painHave had prior surgery (ies) for pain
• Are using narcotic medicationAre using narcotic medication

CHARACTERISTICS OF CHARACTERISTICS OF 
ADDICTED PATIENTS ADDICTED PATIENTS 
PRESENTING TO ED/URGENT PRESENTING TO ED/URGENT 
CARE/OP CLINICSCARE/OP CLINICS

• Report high level of psychological distress  Report high level of psychological distress  
• Display high levels of psychopathologyDisplay high levels of psychopathology
• Report high levels of functional impairmentReport high levels of functional impairment
• Have work / M.V.A. related injuriesHave work / M.V.A. related injuries
• Frequent use of health care systemFrequent use of health care system
• Complain of constant painComplain of constant pain
• Have had prior surgery (ies) for painHave had prior surgery (ies) for pain
• Are using narcotic medicationAre using narcotic medication

PainPain

• Clinical definition:Clinical definition:

““Whatever the patient states it is unlessWhatever the patient states it is unless
proven otherwise by poor adherence toproven otherwise by poor adherence to
the agreed upon medical regimen.”the agreed upon medical regimen.”

Fishman, et al, Journal of Pain Fishman, et al, Journal of Pain 
and Symptomand Symptom

Management vol. 20 no. 6, Management vol. 20 no. 6, 
20002000

PainPain

• ““No kind of sensation is keener and moreNo kind of sensation is keener and more
• active than that of pain, its impressionsactive than that of pain, its impressions
• are unmistakable.”are unmistakable.”

The Marquis de The Marquis de 
SadeSade

PainPain

• ““For pain is perhaps but a violent For pain is perhaps but a violent 
pleasure? Who could determine the point pleasure? Who could determine the point 
where pleasure becomes pain, where pain where pleasure becomes pain, where pain 
becomes pleasure.”becomes pleasure.”

-Honoré De Balzac -Honoré De Balzac 



  

 

Chronic Pain SyndromeChronic Pain Syndrome

• ““Under such torments, the temperUnder such torments, the temper
• changes, the most amiable grow irritable,changes, the most amiable grow irritable,
• the bravest soldier becomes athe bravest soldier becomes a
• coward…….”coward…….”

• Dr. S. Weir Mitchell, 1872Dr. S. Weir Mitchell, 1872

Chronic Pain SyndromeChronic Pain Syndrome

•Intractable pain of more than 6 Intractable pain of more than 6 
months durationmonths duration

•Marked alteration in behavior, Marked alteration in behavior, 
restriction in daily activitiesrestriction in daily activities
•Excessive use of medication and Excessive use of medication and 
medical servicesmedical services
•No clear relationship to organic No clear relationship to organic 
disorder - multiple nonproductive disorder - multiple nonproductive 
tests/treatments/surgeriestests/treatments/surgeries
•Office of Disabilities, Social Security AdministrationOffice of Disabilities, Social Security Administration

Analogue Pain ScaleAnalogue Pain Scale

CHRONIC PAIN SYNDROME = CHRONIC PAIN SYNDROME = 
“CENTRAL” PAIN SYNDROME“CENTRAL” PAIN SYNDROME

Our previous view of chemical Our previous view of chemical 
dependencydependency



  

 

Chronic Pain
• Local

ü Neuropathic

ü Tmj/facial

ü Pelvic

ü Head pain

ü Abdominal/IBS

• Diffuse  (fibromyalgia)

Medical Co-Morbidities
• Medical illnesses

• Acute painful conditions
ü Surgical
ü Non surgical
ü Dental

• Chronic painful conditions
ü Rheumatologic
ü Neurological

• Brain injury      

Psychiatric illness
• Mood disorders (universal)

• PTSD

• Thought disorders

• Personality disorders

• OCD

Addiction
• Active: nicotine/alcohol

• Active:
other drugs including opioids, cocaine, etc.

• In remission (recent vs remote)

• Dependence without addiction:
ü Sedatives

ü Opioids

ü Methadone



  

 

>Regard Addiction as a moral problem
>1% of medical school curriculum
>Fail to adequately screen
>Believe interventions are ineffective

JAMA, 2003:290, 1299
Diagnosing addiction?Diagnosing addiction?
(DSM-IV)(DSM-IV)

• Three or moreThree or more   of of the following during last the following during last 
12 months:12 months:

– ToleranceTolerance
– Withdrawal Withdrawal syndromesyndrome
– Use of the drug to avoid/reverse withdrawal symptom sUse of the drug to avoid/reverse withdrawal symptom s
– Compulsion to use drug, especially when trying to s topCompulsion to use drug, especially when trying to s top
– Narrowed repertoire of behaviors associated with Narrowed repertoire of behaviors associated with 

drug usedrug use
– Drug-related behaviors more important than other Drug-related behaviors more important than other 

previously more important activities/behaviors previously more important activities/behaviors 
– Early relapse after withdrawalEarly relapse after withdrawal

What is Addiction?What is Addiction?
(descriptive)(descriptive)

• An activity which initially provides pleasure, and is An activity which initially provides pleasure, and is 
relatively harmless.relatively harmless.

• In those who are vulnerable---family history, and In those who are vulnerable---family history, and 
“life narrative”/environment--- the frequency, “life narrative”/environment--- the frequency, 
potency, method/route, and salience of the activity potency, method/route, and salience of the activity 
increases, the increases, the pleasure/hedonic tone decreasespleasure/hedonic tone decreases , , 
and the and the harm increasesharm increases ..

What is Addiction?What is Addiction?
(neuro-biology)(neuro-biology)

• An activity which initially stimulates the An activity which initially stimulates the 
“limbic” system, which results in changes of “limbic” system, which results in changes of 
neurotransmitter levels, which are perceived neurotransmitter levels, which are perceived 
as euphoria(^hedonic tone)as euphoria(^hedonic tone)

• In the vulnerable, as the stimulation to the In the vulnerable, as the stimulation to the 
limbic and other parts of the brain continue, limbic and other parts of the brain continue, 
perturbations in brain function  result in perturbations in brain function  result in 
dysphoria, withdrawal, and impairments.dysphoria, withdrawal, and impairments.

Hedonic Tone



  

 

Housestaff  QuestionHousestaff  Question

• Have You Ever Had A Hangover From Have You Ever Had A Hangover From 
Drinking Too Much Alcohol?Drinking Too Much Alcohol?

• What Did You Say To Yourself  When You What Did You Say To Yourself  When You 
Were Hanging On To The Toilet Bowl?      Were Hanging On To The Toilet Bowl?      
“I’ll Never Do That Again”“I’ll Never Do That Again”  

• What Did You Do At The Next Party?        What Did You Do At The Next Party?        
Isn’t That What Addicted People Do?Isn’t That What Addicted People Do?

Attending QuestionAttending Question

• Do You Want To Lose Weight?Do You Want To Lose Weight?
• What Did You Say To Yourself The Last What Did You Say To Yourself The Last 

Time You Ate Too Much?                            Time You Ate Too Much?                            
“I’m Going On A Diet, and Will Exercise”“I’m Going On A Diet, and Will Exercise”

• How Is The Diet Going?                              How Is The Diet Going?                              
How Much Weight Have You Lost?How Much Weight Have You Lost?

• ““That’s Why God Invented Statins”That’s Why God Invented Statins”

DefinitionsDefinitions

ØAddiction:  Addiction:  Addiction is a primary, Addiction is a primary, 
chronic, neurobiological disease with chronic, neurobiological disease with 
genetic, psychosocial, and genetic, psychosocial, and 
environmental factors influencing its environmental factors influencing its 
development and manifestations. It is development and manifestations. It is 
characterized by one or more of the characterized by one or more of the 
following: impaired following: impaired controlcontrol over drug  over drug 
use, use, compulsivecompulsive use,  use, continuedcontinued use  use 
despite harm, and despite harm, and craving.craving.

The Liaison Committee on Pain and Addiction, a collaborative effort of the AAPM, APS, and ASAM, Feb, 2001.

DefinitionsDefinitions
ØPhysical Dependence:Physical Dependence: Physical Physical 
dependence is a state of adaptation that often dependence is a state of adaptation that often 
includes tolerance and is manifested by a includes tolerance and is manifested by a 
drug-class specific withdrawal syndrome that drug-class specific withdrawal syndrome that 
can be produced by abrupt cessation, rapid can be produced by abrupt cessation, rapid 
dose reduction, decreasing blood level of the dose reduction, decreasing blood level of the 
drug, and /or administration of an antagonist.drug, and /or administration of an antagonist.

The Liaison Committee on Pain and Addiction, a collaborative effort of the AAPM, APS, and ASAM, Feb, 2001.



  

 

DEPENDENCE  ADDICTION�DEPENDENCE  ADDICTION�

•Tolerance/Withdrawal is universal Tolerance/Withdrawal is universal 
with prolonged opioid txwith prolonged opioid tx

•Need aberrant behavior to dx Need aberrant behavior to dx 
addictionaddiction

Addiction vs Addiction vs PseudoaddictionPseudoaddiction
•Addiction is diagnosed Addiction is diagnosed prospectivelyprospectively: Aberrant : Aberrant 
behavior worsens despite the best attempts at a behavior worsens despite the best attempts at a 
rational treatment plan by the physicianrational treatment plan by the physician

•Pseudoaddiction is diagnosed Pseudoaddiction is diagnosed retrospectivelyretrospectively: : 
Aberrant behavior normalizes with a rational treatment Aberrant behavior normalizes with a rational treatment 
plan.plan.

Heit H, Gourlay D. Pain and Addiction: Managing Risk Through Comprehensive Care at AAPM Annual Meeting
2006.

  ADDICTION  VOCABULARY 
 

Slang Medical 

Addict Addicted patient,  patient with the disease of 

addiction 

Junkie, dope fiend Opiate addicted patient, cocaine addicted 

patient 

Clean urine  Urine negative for illicit or non-prescribed 

drugs 

Dirty urine Urine positive for x,y,or z 

Drunk, smashed, bombed  Alcohol addicted, intoxicated 

Crack head, pot head Cocaine addicted, THC abuse 

La La Land Intoxicated 

Street addict, hard-core addict Patient with the disease of addiction 

Speed-balling Using heroin and cocaine together 

Meth Methadone  or  Methamphetamine 

Strung out Debilitated, intoxicated 

Cop/Fix Obtain, purchase/Dosed, took 

Hooked Addicted 

Kicking Withdrawal Syndrome 

 
 
 

Chronic Pain

Drug 
Dependence

Functional
Disability

Sleep  Disturbance

Increased Stresses

Depression
Anxiety

Secondary
Discomforts

Savage, S. Pain and Addiction, Common Threads VI at ASAM Med Sci Conf. 2005

Active Addiction

Drug 
Dependence

Functional
Disability

Sleep  Disturbance

Increased Stresses

Depression
Anxiety

Secondary
Discomforts

Savage, S. Pain and Addiction, Common Threads VI at ASAM Med Sci Conf. 2005



  

 

Pain Addiction

Drug 
Dependence

Functional
Disability

Sleep  Disturbance

Increased Stresses

Depression
Anxiety

Secondary
Discomforts

Savage, S. Pain and Addiction, Common Threads VI at ASAM Med Sci Conf. 2005

Addiction Results in a “Syndrome of Pain Addiction Results in a “Syndrome of Pain 
Facilitation”Facilitation”

•Discomfort augmented by:Discomfort augmented by:
ü Subtle withdrawal symptomsSubtle withdrawal symptoms
ü Intoxication-withdrawal related Intoxication-withdrawal related 
sympathetic arousalsympathetic arousal
ü Sleep disturbanceSleep disturbance
ü Affective changesAffective changes
ü Functional changesFunctional changes

Schofferman J, Savage S. Pharmacologic Intervention in Pain in Principles of Addiction Medicine. Miller N Ed American
Society of Addiction Medicine, Washington, DC 1995

Diminished Pain Tolerance in Methadone-Diminished Pain Tolerance in Methadone-
Maintained PatientsMaintained Patients

25

50

75

100

125

Compton M, et al. J Pain Symptom Manage, 2000. 20(4) 237-245.

P<.002  

controls

methadone

Unmanaged Pain is a Potent Trigger for Unmanaged Pain is a Potent Trigger for 
Relapse into Active AddictionRelapse into Active Addiction

•Return to street drug use for pain reliefReturn to street drug use for pain relief
•Pain as a stressor in early recoveryPain as a stressor in early recovery
•Secondary dysphoric emotions leading to Secondary dysphoric emotions leading to 
relapserelapse

Heit H, Gourlay D. Pain and Addiction: Managing Risk Through Comprehensive Care at AAPM Annual Meeting
2006.

And now……DRUGSAnd now……DRUGS



  

 

Warning signs of Addiction in Warning signs of Addiction in 
Patients Presenting with Chronic Patients Presenting with Chronic 
Pain: Opioid Risk ToolPain: Opioid Risk Tool

• Family hx of SAFamily hx of SA
• Personal hx of SAPersonal hx of SA
• Age 16 – 45Age 16 – 45
• Hx of preadolescent sexual abuseHx of preadolescent sexual abuse
• Psychological dzPsychological dz

• Webster, 2005Webster, 2005

Cycles of Intoxication and Withdrawal
Cycles of Intoxication  and 

Withdrawal

Cycles of Intoxication and Withdrawal Long Acting Opioids for Chronic Long Acting Opioids for Chronic 
PainPain

• Fentanyl-transdermal (Duragesic patch)Fentanyl-transdermal (Duragesic patch)

• Methadone - generally given at least Methadone - generally given at least 
t.i.d. for analgesiat.i.d. for analgesia

• MS-Contin (extended release morphine)MS-Contin (extended release morphine)

• ?Buprenorphine?Buprenorphine

Methadone for Chronic PainMethadone for Chronic Pain
•Synthetic opioid, pure µ agonist, unique Synthetic opioid, pure µ agonist, unique 
pharmacokinetics/pharmacodynamicspharmacokinetics/pharmacodynamics
•Variable metabolism, patient responseVariable metabolism, patient response

•Schedule II: Rx should say “for chronic pain”Schedule II: Rx should say “for chronic pain”
•Potential for toxicity, especially at start of TxPotential for toxicity, especially at start of Tx
•““Start low, go slow”Start low, go slow”

•Serum levels useful for monitoring Tx, toxicitySerum levels useful for monitoring Tx, toxicity

Toombs JD and Krall, KA. American Family Physician 2005, 71 (7) 1239-1245.



  

 

““Can you Treat a Patient With Can you Treat a Patient With 
Chronic Pain Who has the Disease of Chronic Pain Who has the Disease of 
Addiction With Controlled Addiction With Controlled 
Substances Including Opioids?”Substances Including Opioids?”

““Sometimes”Sometimes”

Universal Precautions in Infectious Universal Precautions in Infectious 
DiseaseDisease

•Need to protect both health care Need to protect both health care 
provider (infection) AND the patient provider (infection) AND the patient 
(stigmatization)(stigmatization)
•Inability to accurately identify “at risk” Inability to accurately identify “at risk” 
patientpatient

•1985 CDC published “Universal 1985 CDC published “Universal 
Precautions”Precautions”

Center for Disease Control MMWR 1986, 37: 382-387.

Universal Precautions in Pain MedicineUniversal Precautions in Pain Medicine

• Striking similarity to infectious disease modelStriking similarity to infectious disease model
• At risk population hard to identifyAt risk population hard to identify

• Incorrect assessment can lead to patient and Incorrect assessment can lead to patient and 
practitioner harmpractitioner harm

• All elements of the model currently existAll elements of the model currently exist

• Physicians reluctant to implement due to Physicians reluctant to implement due to 
personal prejudice and biaspersonal prejudice and bias

Gourlay D, and Heit H. Pain Medicine 2006, 6(2) 107-112.

Universal Precautions in Pain Universal Precautions in Pain 
MedicineMedicine
1.1. Diagnosis with Diagnosis with 

appropriate differentialappropriate differential

2.2. Psychological Psychological 
assessment including assessment including 
risk of addictionrisk of addiction

3.3. Informed consent Informed consent 
(written)(written)

4.4. Treatment agreement Treatment agreement 
(written)(written)

5.5. Pre treatment Pre treatment 
assessment of assessment of 
function/painfunction/pain

6.6. Appropriate Appropriate trialtrial of opioid  of opioid 
therapy +/- adjuvantstherapy +/- adjuvants

7.7. Reassessment of pain Reassessment of pain 
score and level of score and level of 
functionfunction

8.8. Regularly assess the Regularly assess the 
“Four A’s” of pain “Four A’s” of pain 
medicine (medicine (aaffect, ffect, 
aaberrancy, berrancy, aanalgesia, nalgesia, 
aadverse effects)dverse effects)

9.9. Periodic review of Periodic review of 
diagnosis and co-morbid diagnosis and co-morbid 
conditions, including conditions, including 
addictionaddiction

10.10. DOCUMENT, DOCUMENT, 
DOCUMENT, DOCUMENT, 
DOCUMENTDOCUMENTGourlay D, and Heit H. Pain Medicine 2006, 6(2) 107-112



  

 

So what are the “So what are the “Red FlagsRed Flags” to look for when ” to look for when 
identifying potential problems?identifying potential problems?

•Excessive use of medicationsExcessive use of medications

•Lack of progress in physical therapyLack of progress in physical therapy
•Diagnosis of addictive illness Diagnosis of addictive illness including nicotineincluding nicotine

•Psychiatric diagnosesPsychiatric diagnoses
•Prior injuries/chronic pain conditionPrior injuries/chronic pain condition
•Failure to follow up on or irregular attendance with Failure to follow up on or irregular attendance with 
providers for therapy or medical appointmentsproviders for therapy or medical appointments

Patient TriagePatient Triage

•Group 1 - primary careGroup 1 - primary care

•Group 2 - primary care with specialist Group 2 - primary care with specialist 
supportsupport

•Group 3 - specialty care patients/pain Group 3 - specialty care patients/pain 
and addiction managementand addiction management



  

 

THE TROUBLE WITH THE TROUBLE WITH 
OPIOIDSOPIOIDS

• Tolerance/WithdrawalTolerance/Withdrawal
• Addiction PotentialAddiction Potential

• Hyperalgesia (Central Hyperalgesia (Central 
Sensitization)Sensitization)

• Unpleasant EffectsUnpleasant Effects

• Regulatory FearsRegulatory Fears

Loss of Opioid EfficacyLoss of Opioid Efficacy

•ToleranceTolerance

•Endorphin supression/dynorphin expressionEndorphin supression/dynorphin expression
•  Hyperalgesia due to central sensitization Hyperalgesia due to central sensitization 
and changes in 2nd order neuronsand changes in 2nd order neurons

•Activation of descending facilatory tractsActivation of descending facilatory tracts 

Mao J, Price DD, Mayer DJ Pain 1995

Vanderah TW, et al., Pain 2001

Vanderah, TW, et al. J Neuroscience 2001

OPIOIDS SHOULD BE OPIOIDS SHOULD BE 
STOPPEDSTOPPED

•If they are not clearly beneficialIf they are not clearly beneficial

•Just like any other medicationJust like any other medication

Covington E, MiSAM Update in Addiction Medicine 2004

Once dependent, why isn’t it easy Once dependent, why isn’t it easy 
to stop?to stop?

• Withdrawal from opioids is associated with an Withdrawal from opioids is associated with an 
extremely unpleasant syndrome:extremely unpleasant syndrome:
– Physical pain (muscle aches, cramps)Physical pain (muscle aches, cramps)
– Nausea and vomitingNausea and vomiting
– DiarrheaDiarrhea
– DysphoriaDysphoria
– DepressionDepression
– Irritability and anxietyIrritability and anxiety
– Dysregulation of brain reward systemsDysregulation of brain reward systems

• Pharmacologic intervention proven to help relieve Pharmacologic intervention proven to help relieve 
symptoms of withdrawalsymptoms of withdrawal

Objectives of medical withdrawalObjectives of medical withdrawal

• Short-term intervention:Short-term intervention:
– To alleviate withdrawal discomfortTo alleviate withdrawal discomfort
– To prevent complications To prevent complications 

• Withdrawal is not a Withdrawal is not a ““curecure”” for opioid  for opioid 
dependencedependence

– To interrupt a pattern of heavy and To interrupt a pattern of heavy and 
regular opioid useregular opioid use

– To facilitate post-withdrawal  treatment To facilitate post-withdrawal  treatment 
linkageslinkages

““Weaning”, “Detoxing” and the Weaning”, “Detoxing” and the 
DEADEA
•Opioid dependent patients may be tapered and Opioid dependent patients may be tapered and 
weaned in the office (think buprenorphine).weaned in the office (think buprenorphine).

•Opioid addicted patients must be referred to Opioid addicted patients must be referred to 
licensed clinics (methadone) or DATA-waivered licensed clinics (methadone) or DATA-waivered 
physicians (buprenorphine) for detoxification.physicians (buprenorphine) for detoxification.

American Society of Addiction Medicine http/www.asam.org



  

 

BuprenorphineBuprenorphine  
• AA synthetic opioid synthetic opioid
• PPartial agonist at the artial agonist at the mm  receptorreceptor

- L- Low intrinsic activity ow intrinsic activity only partially activating opiate only partially activating opiate 
receptors receptors   

- E- Exhibits xhibits ‘‘ceilingceiling ’’  effects on respiratory depression  effects on respiratory depression 
• High affinity for the High affinity for the mm receptor  receptor 

- B- Binds inds more more tightly to opiate receptorstightly to opiate receptors  than other  than other 
opiates or opiate antagonistsopiates or opiate antagonists

• Slow dissociation from the receptorSlow dissociation from the receptor
–milder withdrawalmilder withdrawal

• Antagonist at the k receptorAntagonist at the k receptor
–May be responsible for effects on chronic painMay be responsible for effects on chronic pain

Buprenorphine preparationsBuprenorphine preparations

• Subutex® & Suboxone® registered as Subutex® & Suboxone® registered as 
• Schedule III narcoticSchedule III narcotic

• SuboxoneSuboxone®®: sublingual tablet registered for : sublingual tablet registered for 
treatment of opioid dependence (BUT NOT treatment of opioid dependence (BUT NOT 
for analgesia): Buprenorphine/Naloxone for analgesia): Buprenorphine/Naloxone 

- 2mg/0.5mg    (2 mg)- 2mg/0.5mg    (2 mg)
- 8 mg/2mg      (8mg)8 mg/2mg      (8mg)
Typical doses: 4 to 24 mg per dayTypical doses: 4 to 24 mg per day

• BuprenexBuprenex®®:  :  Buprenorphine preparation Buprenorphine preparation 
registered for analgesia registered for analgesia BUT NOT for opioid BUT NOT for opioid 
dependencedependence

How does Suboxone work?

•    Buprenorphine works when placed under 
tongue
–  very little naloxone absorbed 
–buprenorphine suppresses withdrawal and 

craving, treats pain.
•  Naloxone works when injected 

–  it gets to the receptor faster than 
buprenorphine

•Naloxone limits intravenous misuse of bup.

OFFICE-BASED OFFICE-BASED 
TREATMENTTREATMENT

•Safe transfer from pure to partial Safe transfer from pure to partial 
agonist therapyagonist therapy

•TitratableTitratable

•Controls withdrawal symptomsControls withdrawal symptoms

•Addresses objections to chronic Addresses objections to chronic 
opioid therapyopioid therapy

Boundary SettingBoundary Setting

•90%+ of patients don’t need strict 90%+ of patients don’t need strict 
boundary settingboundary setting

•For the remaining 10% strict For the remaining 10% strict 
boundary setting is boundary setting is essentialessential

ü Treatment agreementTreatment agreement
ü Urine toxicologyUrine toxicology
ü Interval/contingency prescribing, etc.Interval/contingency prescribing, etc.



  

 

Setting BoundariesSetting Boundaries

• Treatment agreementsTreatment agreements
– Avoid the term “contract”Avoid the term “contract”
– Purpose is not to “give the MD and out” with Purpose is not to “give the MD and out” with 

difficult patientsdifficult patients
– Used to clearly set out patient AND physician Used to clearly set out patient AND physician 

expectations/responsibilitiesexpectations/responsibilities
– Effective boundary setting toolEffective boundary setting tool

• Must be readable, reasonable and Must be readable, reasonable and flexibleflexible

Remember:Remember:

“If you can’t land, don’t take off.”“If you can’t land, don’t take off.”

When you initiate a trial of When you initiate a trial of 
opioid therapy, have an ‘exit opioid therapy, have an ‘exit 
strategy’.strategy’.

Covington, E. “Weaning Drugs in Patients With Chronic Pain” Presented at Pain and Addiction, Common Threads IV, 2003

““Less is More”Less is More”

And now, a word about And now, a word about 
sedatives:sedatives:

DON’T!!DON’T!!

Addiction and  
Chronic Pain

Benzodiazepines, ‘Muscle Relaxers’, Soma, Benzodiazepines, ‘Muscle Relaxers’, Soma, 
Ambien, etc. in Chronic Pain PatientsAmbien, etc. in Chronic Pain Patients

•Cognitive impairmentCognitive impairment

•Depression of moodDepression of mood

•Visuospatial impairment (falls)Visuospatial impairment (falls)

Results in worsening internal pain Results in worsening internal pain 
perception, worsening functional perception, worsening functional 
capacitycapacity

Ciccone, DS, et al. J Pain Symptom Management, 2000.

The trouble with The trouble with opioids is:opioids is:  BENZOS?BENZOS?



  

 

Monitoring StandardsMonitoring Standards

•Consider urine drug testing (UDT) in all Consider urine drug testing (UDT) in all 
patientspatients

ü Especially when starting opioid therapyEspecially when starting opioid therapy
ü When making major changes in therapyWhen making major changes in therapy
ü When pain persists despite reasonable opioid When pain persists despite reasonable opioid 
therapytherapy
ü In response to aberrant behaviorIn response to aberrant behavior

•Cheap, effective, and well toleratedCheap, effective, and well tolerated
ü Patients ‘philosophically opposed’ to UDT are Patients ‘philosophically opposed’ to UDT are 
those with problems who don’t want helpthose with problems who don’t want help

Gourlay D, and Heit H. Pain Medicine 2006, 6(2) 107-112

Monitoring StandardsMonitoring Standards
• UDT not particularly useful for compliance testingUDT not particularly useful for compliance testing

– Absence of prescribed drug MAY indicate a behavior Absence of prescribed drug MAY indicate a behavior 
problem (ie bingeing, diversion)problem (ie bingeing, diversion)

– Presence of illicit substance MAY indicate a substance Presence of illicit substance MAY indicate a substance 
use disorderuse disorder

• Use UDT for advocacy, motivate/support Use UDT for advocacy, motivate/support 
behavioral change, identify abuse/addictionbehavioral change, identify abuse/addiction

• Avoid “gotcha” syndromeAvoid “gotcha” syndrome

Gourlay D, and Heit H. Pain Medicine 2006, 6(2) 107-112

Clinical PearlsClinical Pearls

• It takes 30 seconds to say ‘yes’ and 30 minutes to say It takes 30 seconds to say ‘yes’ and 30 minutes to say 
‘no’ to writing a prescription….choose wisely!‘no’ to writing a prescription….choose wisely!
– If in doubt, don’t write. If you do write, write for a small If in doubt, don’t write. If you do write, write for a small 

quantityquantity

– Make you prescription contingent on something (pill counts, Make you prescription contingent on something (pill counts, 
UDT, keeping appointment, etc)UDT, keeping appointment, etc)

• Be careful interpreting a UDTBe careful interpreting a UDT
– Beware of false positives and false negativesBeware of false positives and false negatives

• UDT is a clinical test for the benefit of the patientUDT is a clinical test for the benefit of the patient

Addiction vs. PseudoaddictionAddiction vs. Pseudoaddiction

• ““The key with pseudoaddiction is that with The key with pseudoaddiction is that with 
proper pain management, retrospectively, the proper pain management, retrospectively, the 
patient’s behavior normalizes. However, with the patient’s behavior normalizes. However, with the 
disease of addiction, in the genetically sensitive disease of addiction, in the genetically sensitive 
individual, behavior deteriorates with pain individual, behavior deteriorates with pain 
management” management” 

• Heit, 2005Heit, 2005

Dr. P: “The Rest of the Story”Dr. P: “The Rest of the Story”
•Phenobarbital for sedative Phenobarbital for sedative 
withdrawalwithdrawal

•Suboxone induction for opioid Suboxone induction for opioid 
dependence, chronic pain.dependence, chronic pain.

•Psychiatric referral; SSRI/SNRI Psychiatric referral; SSRI/SNRI 
started (Duloxetine)started (Duloxetine)

•PT for core strengthening PT for core strengthening 
programprogram

•Returns to AA meetings 5x/weekReturns to AA meetings 5x/week

Dr. P: “The Rest of the Story”Dr. P: “The Rest of the Story”

• Pain markedly improves at 4 weeks; no Pain markedly improves at 4 weeks; no 
pain at restpain at rest

• Moods better, less labile. Sleep Moods better, less labile. Sleep 
undisturbedundisturbed

• Still significant pain with physical activityStill significant pain with physical activity
• Feels more “connected” after AA Feels more “connected” after AA 

meetings.meetings.



  

 

SUMMARYSUMMARY
• Pain and addiction are common, related, Pain and addiction are common, related, 

and interdependent processesand interdependent processes
• The successful management of one entity The successful management of one entity 

without the other  leads to failure in bothwithout the other  leads to failure in both
• Active, untreated addiction complicates Active, untreated addiction complicates 

pain managementpain management
• Experience AND resources are neededExperience AND resources are needed

– Stratify risk (Groups 1,2,3)Stratify risk (Groups 1,2,3)
– Get help with Group 2, refer Group 3Get help with Group 2, refer Group 3

Heit H, Gourlay D. Pain and Addiction: Managing Risk Through Comprehensive Care at AAPM Annual Meeting
2006.

Summary IISummary II

• Avoid short acting opioids for chronic pain Avoid short acting opioids for chronic pain 
patients unless they are unequivocally patients unless they are unequivocally 
beneficial.beneficial.

• Avoid benzodiazepines/sedatives in chronic pain Avoid benzodiazepines/sedatives in chronic pain 
patientspatients

• UDT is useful, has pitfalls, and is used to benefit UDT is useful, has pitfalls, and is used to benefit 
the patient.the patient.

• DOCUMENT, DOCUMENT, DOCUMENTDOCUMENT, DOCUMENT, DOCUMENT

Summary IIISummary III

• Buprenorphine, a partial mu agonist, is the Buprenorphine, a partial mu agonist, is the 
drug of choice to treat opioid withdrawal drug of choice to treat opioid withdrawal 
and addiction.and addiction.

• Buprenorphine has great utility as a pain Buprenorphine has great utility as a pain 
medication (off label) in the chronic pain medication (off label) in the chronic pain 
patient with or without addictive illness.patient with or without addictive illness.

Summary IVSummary IV

•Treat all 4 areas of illness in your Treat all 4 areas of illness in your 
chronic pain patientschronic pain patients

•Avoid a treatment for one illness that Avoid a treatment for one illness that 
is likely to worsen another (e.g. is likely to worsen another (e.g. 
benzodiazepines)benzodiazepines)

•Consult your colleagues early and Consult your colleagues early and 
often (pain, psych, PM&R, addiction)often (pain, psych, PM&R, addiction)

SERENITY PRAYERSERENITY PRAYER

God, grant me the serenity to God, grant me the serenity to 
accept the things I cannot change,accept the things I cannot change,

Courage to change the things I Courage to change the things I 
can,can,

And wisdom to know the And wisdom to know the 
difference.difference.

““AIM HIGH”AIM HIGH”



  

 


