DISCOVERY TO RECOVERY

Cartwelb @t Nuckols
cnuckols@elitecorp.org
www.cnuckols.com
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EGO
IMPERSONAL
EVERYONE'S ACTS ABOUT THE
SAME
- SELF-SERVING
- EGOTISTICAL
- POSITIVE GAIN

RESULTING IN
- GUILT

- GREED

- RAGE

- JEALOUSY
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ENDLESS
SUFFERING

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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THE EGO TO SELF RATIO

EG SELF
EGO ELF S
EGO SELF
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SECONDARY GAIN

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.”
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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 wamdd what has been
his fate. Our conversation which he has adequatedported to you had an
aspect of which he did not know. The reason thatduld not tell him
everything was that those days | had to be exceegliy careful of what |
said. | had found out that | was misunderstood inery possible way. Thus |
was very careful when | talked to Roland H. But whaeally thought about
was the result of many experiences with men of himd.

His craving for alcohol was the equivalent, on aldevel, of the spiritual
thirst of our being for wholeness, expressed in nie¢hl language: the
union with God.
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Letter to Bill From Carl Jung

How could one formulate such an insight in a langesthat is not
misunderstood in our days?

The only right and legitimate way to such an expemice is that it happens to
you in reality and it can only happen to you whemou walk on a path which
leads you to higher understandingrou might be led to that goal by an act of
grace or through a personal and honest contact witliends, or through a
higher education of the mind beyond the confines ofere rationalism. | see
from your letter that Roland H. has chosen the sexbway, which was, under
the circumstances, obviously the best one.

I am strongly convinced that the evil principle prailing in this world leads
the unrecognized spiritual need into perdition, if is not counteracted either
by real religious insight or by the protective wadlf human community. An
ordinary man, not protected by an action from abowand isolated in society,

cannot resist the power of evil, which is called yeaptly the Devil. But the
use of such words arouses so many mistakes that @aa only keep aloof

-}y%rﬂl[pem as much as possible. -

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

7/29/1 . . . 99
- (i:eelmqs of being incomplete

“Twelve Steps and Twelve
Traditions” pg 123

“So false pride became
the reverse side of that
ruinous coin marked
‘Fear’”
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Letter to Bill From Carl Jung

These are the reasons why | could not give a
full and sufficient explanation to Roland H.,
but I am risking it with you because |
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
7,2y,93u use the same word for the hjghest

valiniAiie Avnarvrinnan ac niall Aan fAvr thAa maAant

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?
7/29/10 1010

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
- Arefusal to surrender to God

7/29-/18ees humility as inferiority and surrender as
%umiliation



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

7/29/10 1313

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 doahd
denial
- Egos belief that it knows Reality results in pride

and defensiveness

« Ignorance is guarded by egocentricity
7/29/10 1515

HUMILITY

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

7/29/10 1717

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

sngoourrendering to God and not one’s EGO can

re<iilt in aratitiide

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

7/29/10 1616

SURRENDER

-Surrender IS
not about
giving up or

1818
I ]
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SURRENDER

- Itis 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."

7/29/10 1919

Acceptance

- “And acceptance is the answer to all my problems
today. When | am disturbed, it is because | find
some person, place, thing or situation-some fact of
my life-unacceptable to me, and | can find no
serenity until | accept that person, place, thing o
situation as being exactly the way it is supposeal t
be at this moment. Nothing, absolutely nothing
happens in God’s world by mistake. Until | could
accept my alcoholism, | could not stay sober; urdes
| accept life completely on life’s terms, | cannbé
happy.” Big Book, pg 417 new edition, pg 449 ol
edition

7/29/10 2121

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 secontiey
are neurotic

- Pervasive paralyzing guilt is a result of the supgo. It
is an emotional judgment about right and wrong nat
true judgment of conscience

- “Not only did it wrong but are worthless”

7/29/10 2323

JUDGEMENTALISM

- LACK OF ACCEPTANCE
- NARCISSISTIC PRIDE

- SAYS “I AM BETTER THAN YOU” AND “AT LEAS
AM NOT LIKE THAT”

- TRYING TO PLAY GOD

- SAYS “I HAVE ACCOMPLISHED THESE THINGS
STRUGGLE WITH SO | AM BETTER THAN YOU

- PROVINCE OF THE SPIRITUAL EGO

7/29/10 2020

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”

7/29/10 2222

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

7/29/10 2424



GUILT

- Guilt as opposed to lack there of
(ASPD)

- Humility-admitting one’s errors

- “My guilt stems from pride and | 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?
7/29/10 2525

FORGIVENESS

- |s 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.

7/29/10 2727

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

7/29/10 2929

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)

7/29/10 2626

FROM EGO TO SELF

e |nternal 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”

7/29/10 2828

12th Step- “Joy of Living”

- Unconditional love

- “The kind of love that has no price tag onit.”
(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

pandReach out when others are in neeghs



Addicted Veterinarians:
Spiritual Healing with
Animals

Helen E Roberts, DVM
nyfishdoc@aol.com

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

Fragmented profession

Private practice
(several types)

Corporate practice
Research
Government
Academic

N

%dAre vets at a
higher risk?
%Specific stressors
%Alcoholism
%Drug addiction
%Suicide
%dmpairment
%dntervention

%Animal assisted
therapy

What is a veterinarian?

Specific personality traits?

Prefer relative
social isolation?

Competitive
Intelligent

High levels
anxiety/depressive
symptoms

7/24/2010



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

Intense psychosocial stress has been
shown to be a risk factor for binge
drinking and regular drug use

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

At risk drinking
associated with
greater work related
psychological
demands

Private practice more
likely to practice

high risk alcohol and
consumption of drug consumption
alcohol compared to Owners drink more

men than associates
|

([DPSOHV LQ WKHLU RZ(

37LPH SUHVVXUH
due to heavy
ZRUNORDG"~
Difficulty
balancing
professional life
DQG SULYDWH OLIH"
S'HDOLQJ ZLWK
difficult

FXVWRPHUV~

Psychosocial stress on the job can be
predictive of depressive symptoms

. . ) )
Drug Use and the Veterinarian  ~— -
O
Harling et al:
1in 5 DVMs used drugs
regularly (analgesics taken
most often)

Easy access to
abused drugs:

3)HHO KDOI KXPDQ" 70wk KGRIpine

the drug (6.8%) benzodiazepines
Unable to master the day opiates

wio drugs (9.6%) barbiturates

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

Self-medication

7/24/2010



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 risk factors

Depression

Alcohol and drug
abuse

Personality traits

Chronic major
difficulties

Life events (negative)

Family violence, hx of

DEXVH«
Inherited factors

Access (with minimal or no
supervision

Self poisoning with
barbiturates most
common

method:76%- *, 89%-«

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

Suicide and veterinarians

FOUR TIMES risk
compared to
general
population

Twice risk of
medical
professionals

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
involvementin
decision making
Unclear
management and
work role

Other risk factors:

Suicide contagion
(small profession)
Lack of overall
supervision/ jsolation

Inadequate

professional support
Abrupt transition from
DFDGHPLD WR 3L
ZRUOG”

Stigma of mental

illness prevents

seeking help

7/24/2010
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Summary of suicide risk and

. . occupation
Increased risk of suicide model: P
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
From: Bartram, DJ and DS Baldwin. 2008. Veterinary
surgeons and suicide: influences, opportunities, an d
research directions. Vet Rec 162: 36- 40.
. ________________________________________________| |
Recognizing Impairment: Practice performance:
Overt signs (alcohol on Absenteeism
breath, stumbling, etc.) )
. Sleeping at work
Change in appearance )
GLVKHYHOHG« Patient neglect
Irritability, outbursts of Poor record
anger, impatience, keeping
mood swings .
o Hard to find
Decline in performance,
poor memory, difficulty
concentrating
| |

) ) ] Intervention strategies:
Professional misbehavior:
JLIKW WKH 3FRQVSLUDF\ RI VLOHQFH"

Prescription ) )
. Early detection of mental illness
writing for ) :

. Teach coping skills and stress
self/staff/family management during school
Diverting patient Enhance help seeking behavior
drugs Screening of undergraduate

. students to ID at-risk individuals
Requetstl.ng Incorporate business skills into
prescriptions from curriculum
colleagues Professional support

Suicide prevention-know warning
signs




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?)

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.
| ]

Basic attitudes towards animals

humanistic (interest and strong affection for individual animgisncipally
pets)

moralistic (concern for the right and wrong treattwfranimals, with strong
opposition to exploitation and cruelty toward anis)al

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

negativistic (avoidance of animals due to indifferentislike or fear)

dominionistic (interest in the mastery and contraimals, typicallyin
sporting situations)

naturalistic (interest and affection for wildlife atige outdoors)

ecologistic (concern for the environment as a systnmnferrelationships
between wildlife and natural habitats).

aesthetic (primary interest in the beauty of nature)

symbolic (use of nature for language and thought)

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 fthe
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.

Animal-assisted therapy

The benefits of animals:

Individual health
benefits
Diversion
(counseling)
Teach
responsibility
Catalyst for
communication

7/24/2010
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Visits with a therapy dog helps heart and lung fumchip
lowering pressures diminishing release of harmful
hormones andecreases anxietyvith hospitalized heart
failure patients. (Cole, 2005)

Displayingtanks of brightly colored fish may curtail
disruptive behavior and improve eating habitsof .
individuals with Alzheimer's disease. (Beck, 2002, ¢
Presence of a therapy dog d¢awer behavior distress in
FKLOGUHQ GXULQJ D SK\VLFD® H[DF
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 proceduresedurce the

stress of children who are distressed about coming to
the dentist (Havener, 2001)

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

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

Seniors who own dogs go to the doctor lefisan 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
SK\VLFLDQuUV F R-Qo¢/dvRghsMSWgeiDIQI@.R Q

Activities of daily living (ADL) level ofseniors who did not
currently own pets deteriorated moreon average than that of
respondents who currently owned pets. (Raina, 1999).
Seniors who own petped better with stresdife events
without entering the healthcare system. (Raina, 1998)

Animal therapy and addiction

Pilot program at Tx
facility
Incr opportunities for
personal history revelation

Demonstrate behavioral
and emotional patterns

1D unhealthy coping
mechanisms

Educate re: choices/behav

Pet owners haviewer blood pressure (Friedmann, 1983, Anderson
1992).

Pet owners haviewer triglyceride and cholesterol levelghan non-
owners (Anderson, 1992).

ACE inhibitors lower resting blood pressure but they do not diminist
reactivity to mental stress. Pet ownership leassen 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).

F 3HW ReEl(ebblafvaid of being a victim of crimevhen walking
with a dog or sharing a residence with a dog. (Serpel, 1990).

F 3HW R Z JetverVhikobhéalth problems (Friedmann, 1990,
Serpel, 1990).

i 3HW R Z Qoetidnpsitchototiical well-being(Serpel, 1990).

EAP (Equine Assisted Therapy)

Often part of in-
house treatment
centers (ex-
Hazelden)
Sensitive to
emotions
Physical and
behavioral
therapy

7/24/2010
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Aquaria and Ponds

Visual stimuli

Reduces stress

and BP

Appetite stimulant

IRU $O]JKHLPHUY

patients!
The greatest healing therapy is friendship and
love. 2 Hubert Humphrey
. _______________________________________________|] I
American Veterinary Medical Association (AVMA)|inter net]. Schaumburg, IL. Fritschi L et al. 2009. Psychological well-being of Au stralian veterinarians.  Aust Vet J
Model program for wellness, c2004. Available from: . Accessed: 87(3):76-81.
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$O]KHLPHUfV GLVHDVH :HVWHUQ -RXW@RO RI 1XUWXLQJ 5HV )
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|

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)




The “Exit Strategy” for Chronic Pain Patients

IDAA Scientific Session
August 6,, 2010

Herbert Malinoff, MD, FACP, FASAM

chronic pain, addictive illness, opioid
hyperalgesia, and other co-
morbidities

. failure of opioid therapy

buprenorphine use, sedative
withdrawal, clinical pearls,




BORING




Remember:




Pain

Pain




Chronic Pain Syndrome




Chronic Pain Syndrome

Office of Disabilities, Social Security Administration

CHRONIC PAIN SYNDROME =
“‘“CENTRAL’ PAIN SYNDROME

Roughly, Don’t screw around with simplicity.

Chronic Pain




Addiction

Medical Co-Morbidities

+  OSA/CSA Psychiatric illness

Deficiency states (vitamin D, testosterone)

o Statins




Diagnostic Tools CONSIDERI!!I

Shirley: Diagnostic Formulation

NOW WHAT?




TO IMPROVE FUNCTION!



Cold-pressor withdrawal latency:

Miotta, 2006

OPIOIDS SHOULD BE
STOPPED

‘Weaning’, ‘Detoxing’, and
the DEA

dependent

addicted




YOU WILL NEED......

YOU WILL NEED.....

YOU WILL NEED......

YOU WILL NEED

Buprenorphine

e Antagonist at the  receptor

1Mav he resnansihle for effects an chroniec nain




(for pain)*




The trouble with opioids is: BENZOS?

enzodiazepines, ‘Muscle Relaxers’,
bma, Ambien, etc. in Chronic Pain
atients

Result is worsening internal pain perception, worsening
functional capacity

Medical Withdrawal from Sedatives

al Withdrawal from High Dose Opioid
nent in Chronic Pain Patients With
al-Psychiatric

rbidity

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%)

Average (PO) morphine
equivalent :

420mg/24 hr




Patients Reporting Significant
Improvement in Pain Control

Patients Reporting Significant
Improvement in Functional
Capacity

45 of 80 (57%)

53 of 80 (64%)




RECOVERY FROM CHRONIC PAIN

Physical Health and Function

Neuro-psychiatric Healing

Emotional Well-being

Spiritual Growth

Shirley R., “The Rest of the

Story...."




brain
illnesses.

failure and
futility in all.

‘Hyperalgesia

outcomes

sedativism

adverse

uniquely qualified







Pain arnd Addiction:
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Wedical Direcior, Pain Recovery Solutions, PC
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pio] s In patients with and without
addictior), ozwr, e J/or oploid roJemr ce and
Withe vavrwJ

ldeniify risk managerment technigues, clinical

pearls and still have tirme for questions
(S iy Ll
CASE PRESENTATION, 1l
Referred to me via tertiary ©
not vvor,‘/ed in medicine since Feb, 2006
Receiving disapility benefits
PMH: Mild £ /oerrer jon, GERD,
nigraline, sleep disturbarice
CurrerrrreJ Arnitriptyline 25mg/day,

Oyxycodone 5/500 QU Lorazeparm 1.5mg/hs,
Togrol A1 100mg/day, Nexiur zOrrg/r a1y

Psycn tle No hosgpitalization,
overdose/suicide atternpts. No currert
therapy, medications. Enclorses
worsening moods since off worl.
Social £ Married to physician; 3
children, youngest with rnecdical
oroblerns

SUrrour rJ‘m ihe use of

~
g/\
(€2
m

PRESENTATION

Dr. P

49 ylo disabled Internist referred for
evaluation of chironic baclk/ L leg pain,
headache and d ssion

Pzin began |

accident

Physical the

ijec‘r]o 15, fo

ra min orm/ S/JI provide
11

5

nporary relief followed by worsenir
md disability.

g pain

Q) o

CASE PRESENTATION,
cort d

c

t‘D

nern Dep rlx: Diverted/self-
mje ted opioids whern working in &
pharrnacy during rmecdical school.
Underwent treatmer tenrl rmonitoring

in civersion prograrm during resiclency.
Apstinent frorn alconol/nicotina/non-
orescrived drugs since. No longer

attends AA rmeetings.

CASE PRESENTATION,
cont'd

Exarn: &) 175#; vital signs nl. Flat,

consiricted & ffe Errurunrll laility,
no overt cogritive impairmerit.
Neurlogic exarn nl. Pain benavior,
Judgerment/insight unirnpairecl.
Lap: Liver/renal fct nl. CBC
nl. UDS congruent with prescrived
meds.



CHARACTERISTICS OF PAIN CHARACTERISTICS OF
PATIENTS PRESENTING TO ADDICTED PATIENTS
ED/URGENT CARE/OP CLINICS RESENTING TO ED/URGENT
CARE/OP CLINICS
Report high level of psychological distress
hology
; of functional irnpzairrnent

Report high level of psychological distress.
hol

s of psychopatnoloc i L 3
= o peychiopaiiology Display high levels of psychopzitho

; of functional irnpzirrnent

Complain of con

Have had prior Jlfgr'f/ ( ies) for pain

Are using narcotic rnedicatiorn

17
o3
=
.-
o3
=

Clinical definition:

id rnore

S
[y
=
[
o
SN
«
@
>
@
@
=
=
o
<
o
@
>
©
@©
w
2
a

active than that of pairn, its Jmpre;;]om;
|
i)

oroven ‘rervvpe 'r/ poor adherence to
c

the agreed upon medical regirnen.” The Marquis de
< 2 joy

Fishrnan, et al, Journal of Pain
and Syrnptorn
J\/lanagement vol. 20 no. §




Chronic Pain Syndrorme

Intractable pain of more thern
months duration

Viairked alteration in behavior,

restriction in dzily activities

Excessive use of medication zind

cal services

No clear relationship to organic
order Sl JJ mJ norn produuue

urgeries

o
—
=
[
@
=
o
[qh}
=
o
=
u

Office of Disabilties, Social Security Administraion

CHRONIC PAIN SYNDROME =

CENTRAL PAIN SYNDRONME

Chronic Pain Syndrorne

“Unider such torrments, the temper

nges, the rmost mm‘z ole grow Irritale,

char
the breawvest soldier becornes 2
coward....... "

Dr. 5. Weir Mitchell, 1

Analogue Pain Scal

q&

Our pravious view of chierm
dependenc)

Q
Qb



Local

0 Neuropathic
U Tmij/facial

0 Pelvic

U Head pain

U Abdominal/IBS

Diffuse (fibromyalgia)

Mood disorders (universal)
PTSD

Thought disorders
Personality disorders
OCD

Medical illnesses

Acute painful conditions
0 Surgical

0 Non surgical

U Dental

Chronic painful conditions
i Rheumatologic
U Neurological

Brain injury

Active: nicotine/alcohol

Active:
other drugs including opioids, cocaine, etc.

In remission (recent vs remote)
Dependence without addiction:
U Sedatives

i Opioids

U Methadone



What is Addiction?
(neuro-biology)

An activity whnicn initially stirnulates the
“lirmpic” systern, whicn resulis in changes of
neurotransritter levels, which are percejvec
as euphoria(“nedonic tone)

In the vulnerable, as the s'lmlllation io the

5
limbic and other paris of the brain continue,
periurbations in brain function result in

dysphoria, withdrawal, and irnpairments.

Diagnosing addiction?
(DSM-1V)

Three or more  of the rollov\/ ng during last
12 moriths:

|| syndrome
Use of the drug to avoid/revers
Cornpulsiorn to u
Narrowecd repertoi
drug use

Drug-related behaviors more impo
previously rmore important 2c

top

Early relapse afier withdrawal

5 Addiction?

ninitially provides pleasure, and is
reJ;z / / h rmeeaa

In those who are vulnerable-

“life narrative”/environmernt--

potency, method/route, and
Ju the pleasure/hed
he harm increases .




rlousestaff Question

Flave You Ever rlad A Hangover Frorn
Drinking Too Much Alcohol?

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

What Did You Do At The Next Party?
lsn't That What Addicted People Do?

Definitions
QArr fion: Ac Jdrror sa primary,
chronic, neurobiological disease with
genetic, psychosoci rnJ ancd
environrnental factors influencing its
dev

elopment anc AJ manifestations. It is
c‘marrnrrer zed O/ ne or rmore of the
J owing: irmpaired control over drug
e, compulswe use, continued Use
spite harrn, and craving.

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

Attending Question

Do You Want To Lose Weigh [’/

What Did You Say To Yourself The Last
Time You Ate Too Much?

“I'/n Going On A Diet, and Will Exercise”
Flow Is The Diet Going?

Flow Much Weignt Flave You Lost?
“That's Why God Inventec Statins”

orn that often
=1 ‘Q/ 2
yndrorne thai
_'or rapid

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



DEPENDENCE  ADDICTION

Tolerance/Withdrawal is universel

with prolonged opioid ¢

Need aberrant benavior to cx

Sleep Disturbance

Secondary Drug
Discomforts Dependence
Chronic Pain
Depression Functional
Anxiety Disabili
Increased Stresses vy

Savage, S. Pain and Addiction, Common Threads Vi at ASAM Med Sci Cont. 2005

Addiction vs Pseudoacddiction

Addiction is diagnosed prospe
behavior worsens des;
rationzl tre

Pseaudoaddi
Aberrant behavior norrnalizes with
plarn.

v: Aberr
termnpis

te the be
ment plan by the phy

sirospaciively:

tional treatrnent

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

Sleep Disturbance

Secondary

Drug
Discomforts Dependence
Active Addiction
Depression Functional
Anxiet: isabili
y Increased Stresses Disability

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



Sleep Disturbance

Secondary Drug
Discomforts Dependence

Pain Addiction

Depression

Functional
Anxiety

Disabili
Increased Stresses v

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

a J‘oJemr ce in Methacdone-

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

Addiction Results in a “Syndrorne of Pain
Facilitaition”

Discornfort augrmenied by:

Suptle withdrawal syrmptormns

rto e JOf ~withclrawel related
sympethetic arousal

Schofferman 3, Savage S. Pharmacologic Intervention in Pain in Principles of Addiction Medicine. Miler N Ed American
Society of Addiction Medicine, Washington, DC 1995

Unrnanaged Pain is a Potent Trigger for
Relapse into Active Addiction

>3

cmg use for pain relief
1 early recovery
ondary dysphoric ernotions leacding to

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

And now......DRUGS



\/\/ammg signs of Addiction i
Patients Presenting with Chronic
Pain: Opioid Risk Tool

Farnily ho of SA

al hy of SA

Webster, 2005

.

Long Acting Opioids for Chronic
Pelr)

Fentanyl-transdermal (Duragesic patch)
Methacone - generally givern at least
Licl for analgesia
MS-Contin (extencled release morphine)

?Buprenorphine

Methaclone for Chronic Pair
Syrithetic opioid, pure U agonist, quue
p‘manrmco;‘{]metjc s/pharmeacodynarmics
Variable metabolisim, patient respornse
ule Il B should say *for chronic pain”
niial for to/icity, especially ait start of Tx
it low, go slow”
irn levels useful for monitoring T, toxicity

=

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



Carn you Treat a Patient With

Chironic Pain Whno has the Disease of
Acddiction With Controlled

upstarices Including Opioids?”

U?

“Sormnetimes”

Ir rorre tass

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

Um\ ersal Precautions in Infectiou

(G

MNeed to protec
provider (infectior
(s o

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

Universal Precautions in Pairl
Mecdicine

a
1 ; N 5.
1. Diagnosis with ©
approprizie differential 7
2. :
risk of flddwrmm o
0.
3. Informed consent
(writien)
)
1.
.
5 - . 9.
5. Pretrzatment
ssment of aar]d][mm, m‘urjmg
function/pain addiction

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




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

Excessive use of medication

0

ack of progress in physical therapy

Diagnosis of addictive illness including nicotine
Psychiatric diagnoses

Prior injuries/chronic pain condition

Failure to follow up on or irregular attendance with

appointrnent

%]

providers for therapy or medical

Group 3 - specialty care patients/pain
el addiction managerment

Qy



[FIE TROUBLE WITH Loss of Opioid Efficacy
S

Tolerarice
Tolerance/Withdrawal ndorphin supression/dynorphin epression
I\ s
Addiction Potential J/oem g@* 2 rJ ue to central sensiiization

and changes in 2nd order nieurons

Activation of rJe; cending facilatory tracts

Vanderah TW, et al., Pain 2001
Vanderah, TW, et al. J Neuroscience 2001

Mao 3, Price DD, Mayer DJ Pain 1995

Once depernident, why isn't it easy
OPIOIDS SHOULD BE :

fo stop?

Withdrawal frorr _)r) ol dJ is as orjg ted with an
= - — IR e
) rOr)r):D extrernely unpleasant syndrorme
Physical pain (m Jere aches, rrnmod)

P . ind vorniting
If they are not clearly beneficial

Just like any other rmecdicatiorn

Pharrmn rwroog ntervention proven to help
Covingon €. MiSAM Update in Addition Medione 2004

relieve
symptoms of \/\/Jlrlfh’rl\l\/?ﬂ

Objeciives o

—i

rnecdical withdrawel

Short-terrn intervention:

_{
Q
Q)

eviate withdrawal discornfort
To prevent complications

Withdrawal is not a “cure” for opioid

dependence

To interrupt a pattern of heavy anc
regula

oid use

ro
To facilitate post-withdrawal treatrnent
linkages

American Society of Addiction Medicine hitpiwwav.asam.org



Buprenorphine
A synthetic opioid
Partial agonist at the  pnreceptor
- Low intrinsic activity — only pariially ac
receptors
- Exhibits ‘ce]lmg ' effects onre
High affinity for t

stivating opiate

spiratory depression

then other

m]lder with clra_vval
Antagonist at the k receptor
—May be responsible for effects on chronic pain

Controls withdrawal syrmptormns
Addresses o

opioid i

objections to

herapy

chronic

Buprenorphine preparations

Subutex® & Suboxone® registered as

Schedule Il narcotic

Suboxone® sublingual tablet registered
treaitrment of opioid depencence (BUT N
for analgesia): Buprenorphine/M Jalour
2mgl/0.5myg (2 my)

8 mg//mg (mr)
Typicaldoses: 4 to 24 Mg per day

Buprenex®: Buprenorphine preparation

registered for analgesia BUT NOT for opioid
n

Bourdary Setting

90%+ of pa ler is clon't need strict

bouncdlary 5& ingy

For the rerr ammJ 0% sirict

boundary setting is essenrial
Treatment aigreerment
Urine toscology
Interval/contingency prescribing, e



Sett]

Irpose is not to “give the MD and out” with

= =

difficult patients

Whern you initiaite a tria
oploid therapy, have an e/
stretteqy’.

=

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

235 is More”

Aricl riow, e word aoout

secdatives:

1ol

N

2

The trouble with opioids is:

Bemzod]a_z:pme;, ‘Muscle Relaxers’, Soma,
Arnplern, etc, In Chronic Pain Patiernts

ognitive irnpairrnent
Depression of mood
Visuospatial irmpairment (falls)

Results in worsening internal pain
perception, worsening functional
capacity

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




Whern pain persists fJesp]te reasornzble opioid
L
bt}

Patients 'p J]Josop‘r ally opposec J“ UDT are
with problerns who don't wart help

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

J 30 minutes to say
se vvbJ/l

quariity
Malke you prescription contingent on sormething (pill counts
uoT, ‘/aapmg flppmr]frrwr][ eic)

efit of the patient

Dr. P:*The Rest of the Story

wnndrawal

Supoyone induction for opioid
dep enrlen,e, chronic pain.

U 7
>
=
<
(g}
@
=

Returns to AA meetings

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

Addiction vs, Pseudoacddiction

“The key with pseudoaddiction is that with
proper [ pel ‘ spect

rleit, 2005

Dr. P:*Tne Rest of the Story

Pain rarkedly improves at 4 weeks; no
peln at rest

Vloods b
uriclisturo

till significant pain with pnysical activity
eels more “connected” after
neetings.

oaft
oac

-~
S
—
=

=



UMMARY surnrnery
J —\r

Pain and addiction are cornrmon, related, Avoid short for chronic pairn
and interdegendent processes petients unless they are unequi /omJJ/
The successiul management of one entity beneficial,
without the other leads to failure in both Avold berzodiazepines/sedatives in chronic pain
Active, untreated addiction cormplicates patients
Dzl anagernernt . -
PRI NG S e UDT Is useful, has pitfalls, and is used to benefit
Experience AND resolrces are neesded the patient
Stratify risk (Groups 1,2,3 e - e
Stratify sk (Groups 1,2,5) ) DOCUMENT, DOCUMENT, DOCUMENT
Get help with Group 2, refer Group 3

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

surnrary 1

surnmery 1V
Buprenorphine, a pariial mu agonist, is the
drug of choice to treat opioid withdrawal
and acdcdiction.

L

Treat all 4 areas of illness in your
chronic pain patients

Avoid a treairnent for one illness that
is likely to worsen anotner (2.9.
venzodiazepines)

Buprenorphine has great uiility s a pair
rmecdication (off label) in the chronic pain
patient with or without adcictive lllness,
early and

Consult your colleagues
&R, addiction)

oll
often (pain, psych, PM

SERENITY PRAVER “AIM FIGH”
God, grant rme the serenity (o
accept the things | cannot change,

o
o
>

And wul orn to know the
difference.






