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AFFILIATIONS AND OBLIGATIONS
(DISCLOSURE STATEMENT)

• I have no commercial contacts with pharmaceutical or other agencies 
who might benefit by or suffer from my presentation.

• I have been known to prescribe medications, on occasion.  I am not taking 
any, though many believe that I should.

• I shall warn you if I propose any off-label therapies or medication uses.



OBJECTIVES

• By the conclusion of this presentation, attendees will:

• Be able to describe the evidence against protracted and accelerated use of opioids in cases of 
non-cancer pain.

• Enjoy a working knowledge of the CDC Guidelines AND the VA-DoD Guidelines that will 
provide direction in safely prescribing opioids.

• Identify two major risk factors readily addressed in prevention of overdose deaths

• Identify two assets in more safely managing patients requiring protracted opioid therapy.



IMPORTANT TAKE-AWAYS

• Opioid withdrawal management (detoxification) is often a necessary, but never 
sufficient component of treatment for opioid use disorders. Medications used in 
the treatment of withdrawal may include buprenorphine, clonidine, methadone, 
and others for relief of symptoms.

• Treatment for opioid use disorders is effective, but treatment capacity is 
alarmingly limited and underdeveloped.

• While initiation of opioid use may proceed from several different origins, ranging 
from curiosity to pain, the necessity for preserving opioid prescribing capability 
for physicians is obvious. The question that everybody asks is, “how can I do this 
safely?”

• The answer will involve some necessary tension between the essential humanistic 
and nurturing core of medical practice, and the obligation to do no harm.



MORPHEUS & MORPHEA

Eugene-Samuel Grasset, Morphinomaniac, 1897

Morpheus & Iris, Pierre-Narcisse Guerin, 
post 1819



• 1805 – Morphine and 1832 – codeine isolated from crude opium

• 1861-1865, Civil War - “the soldiers’ illness”
• In 1898 diacetylmorphine (Heroin), called “ a safe preparation free 

from addiction-forming properties,” is made.
• The Boston Medical and Surgical Journal reported that heroin 

“possesses many advantages over morphine…it is not a hypnotic 
and there is no danger of acquiring the habit.”





(Hemicranin = 
Phenacetin, 
caffeine, citric 
acid)



• In 1906 the Pure Food and Drug Act makes 
labeling of addictive substances a requirement.

• The Harrison Act of 1914 required physicians to 
register opiate drugs that were being prescribed 
to their patients and pay a small fee for the right 
to prescribe such drugs to the Internal Revenue 
Service.  

• In the 1920s, the U.S. Supreme Court interpreted 
the Harrison Act more widely. No physician was 
permitted to prescribe opiate drugs for “non-
medical” use.

• In 1924 heroin was made illegal in the U.S. for any 
use.



• 1960’s - illicit drug abuse soars
• 1970’s - undertreatment of acute pain

• Pain clinics detoxify chronic pain patients as having 
addiction

• Characterization of opioid receptors

• 1980’s - why not opioids for chronic pain?- NEJM
• 1990’s - pain clinics use interventions, megadoses of 

opioids (Oxycontin 80’s)
• 2000’s - mechanisms of hyperalgesia from chronic 

opioids explicated
• …An intended take-home message is that patterns in use 

and mis-use oscillate.





GRASSROOTS THERAPY 

• In the interval since Dr. Robert Smith recovered 
from alcoholism & drug addiction in 1935, and co-
founded Alcoholics Anonymous with Bill Wilson, 
there has been a grudging but measurable 
progression in the understanding of the 
management of alcoholism/addictions.  It has 
proceeded to a point where the subject is now 
given space in professional curricula, and the 
outcomes of research are being productively 
incorporated into therapies. 

Robert Holbrook Smith, MD 
1897-1950
William Griffith Wilson
1895-1971
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LEXINGTON FEDERAL HOSPITAL 1930
(CURRENTLY UNDER FEDERAL BUREAU OF PRISONS)



METHADONE

FDA Approved 1973 (detox and maintenance)
Long-acting opiate, full agonist at mu receptor  (Dole & Nyswander)
• 179,000 actively in treatment
• Good evidence of efficacy in reducing and stopping Opiate use at “blocking 

dose” (usually 80-120mg daily)
• Good evidence of long term safety ( does not “rot bones”)
• Needs to be dosed in Methadone clinic 
• Side effects of sedation, sleep disturbance, danger of overdose and 

combination with other drugs, esp sedative-hypnotics
• Not effective in reducing or stopping abuse of other drugs



CLINICAL QUESTION TO BE 
ADDRESSED:

HOW BEST TO SAFELY PRESCRIBE OPIOIDS?





BACKGROUND

• The United States is perceived as having an opioid use epidemic.

• That perception is buttressed by examinations of overdose fatalities, 
production output of opioid pharmaceuticals, and demands for medically 
managed withdrawal and treatment opportunities.

• In 2012, healthcare providers in this country wrote 259 million prescriptions 
for opioid analgesics, enough for every adult in the United States to have a 
bottle of pills. The number of prescriptions per capita increase 7.3% in a five-
year interval, 2007 to 2012.

• The rate of increase cannot be explained by the underlying health status of 
the population. 

• There is no consensus among clinicians on how to use opioid pain 
medications.



RATIONALES PROVIDED

• Letter to the New England Journal of Medicine in 1980, claiming under-
medication of pain in this country; followed swiftly by Joint 
Commission’s mandate for pain as a “fifth vital sign”.

• Progressively blurring distinction between cancer or other pre-fatal 
pain and chronic pain of other causes.

• Development of an unsupported risk factor, “only those with substance 
use disorders are at risk for developing an opioid substance use 
disorder.”

• Supposed need for long-acting and increasingly potent forms of 
synthetic opioids.



CONTRARY OBSERVATIONS

• Historical: an oscillatory pattern of mass opioid dependence, in this 
country, from before the Civil War.

• This pattern has been characterized by introduction of opioid 
analgesics, e.g., paregoric, followed by populational addiction, 
followed by introduction of new opioids to either treat the 
addiction, or as “non-habit-forming” analgesics.

• These iatrogenic patterns have occurred in synergy with other 
patterns. Cocaine and heroin epidemics in Harlem, New York, from 
the 1920s through the 1970s; heroin use epidemic among returning 
Vietnamese war veterans1965-1975; availability of raw opium and 
heroin within Afghanistan 2001-present, etc.



CONTRARY OBSERVATIONS (CONT.)

• Jon Streltzer:  http://link.springer.com/article/10.1007/s11920-001-0043-9 -
Streltzer J, Pain management in the opioid-dependent patient, J. Curr Psychiatry Rep 
(2001) 3: 489. doi:10.1007/s11920-001-0043-9 - One of his extensive 
bibliography of studies and reviews discussing nociception, response to opioids, 
and paradoxical hyperalgesia.

• Hyperalgesia is frequently witnessed in people taking progressively higher doses 
of opioid analgesics. Interestingly, the phenomenon had been observed as 
cephalgia medicamentosa for many decades, in which a headache was seen to get 
worse with administration of opioids.

• In his Principles of Internal Medicine, 1892, Sir William Osler describes the 
management of migraine without once mentioning the use of opioids.  He does 
advise cannabis indica (sativa), however, as being effective...



TRAINING MANDATE

• In March 2016, the Surgeon General declared an opioid 
epidemic, simultaneously publishing guidelines which had been 
in production during the previous year by the Centers for 
Disease Control, and enjoining schools of medicine to present 
these guidelines to future doctors.

• Under separate cover, you will find the CDC Guideline for 
Prescribing Opioids for Chronic Pain, United States, 2016, 
distributed via the Morbidity and Mortality Weekly Report, a 
publication of the CDC. It is 52 pages long, of which much is 
devoted to the methods employed in reaching therapeutic 
recommendations. 
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm

• We will review the salient recommendations.


