Pain Management and Addiction
Studies indicate that chronic pain and substance use disorders (SUDs) frequently co-occur
(Chelminski et al., 2005; Rosenblum et al., 2003; Savage, Kirsh, & Passik, 2008); as such, addiction
counselors who are knowledgeable about pain issues can provide better care for clients
challenged by the need for assistance with pain control as well as substance abuse or
dependence. This issue of the ATTC Messenger provides a basic overview of how pain and
addiction can intersect and overlap. Much of the information derives from SAMHSA’s TIP 54
“Managing Chronic Pain in Adults With or in Recovery from Substance Use Disorders .”Comorbid
chronic pain and SUDs require collaborative care including behavioral health, primary care, and
often physical or occupational therapy and a consultation with pharmacy. Contributing to
significant health care costs and misuse of services, these conditions will certainly demand that
primary care and behavioral health rethink the current silos in which they operate as payment
and systems reform unfold.
Chronic Pain
Chronic pain and addiction have many shared neurophysiological patterns. Most chronic pain
involves abnormal neural processing. Similarly, addiction results when normal neural processes,
primarily in the brain’s memory, reward, and stress systems, are altered into dysfunctional
patterns. A full understanding of each condition is still emerging, and there is much to be
learned about these conditions and their etiology, course of development, patterns of severity,
interactions, and response to treatment.
Chronic pain and addiction are not static conditions. Both fluctuate in intensity over time and
under different circumstances often require ongoing management. Treatment for one
condition can support or conflict with treatment for the other; a medication that may be
appropriately prescribed for a particular chronic pain condition may be inappropriate given the
patient’s substance use history.
Chronic pain and substance use disorders (SUDs) also have similar physical, social, emotional,
and economic effects on health and well being (Green, Baker, Smith, & Sato, 2003). Patients with
one or both of these conditions may report insomnia, depression, impaired functioning, and
other symptoms. Effective chronic pain management in patients with or in recovery from SUDs
must address both conditions simultaneously (Trafton, Oliva, Horst, Minkel, & Humphreys, 2004).
Pain and responses to it are shaped by culture, temperament, psychological state, memory,
cognition, beliefs and expectations, co-occurring health conditions, gender, age, and other
factors. Because pain is both a sensory and an emotional experience, it is by nature subjective.
Pain may be acute (e.g., postoperative pain), acute intermittent (e.g., migraine headache, pain
caused by sickle cell disease), or chronic (persistent pain that may or may not have a known
etiology). These categories are not mutually exclusive; for example, acute pain may be
superimposed on chronic pain.
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Continued pain can trigger emotional responses, including sleeplessness, anxiety, and
depressive symptoms, which in turn produce more pain. Such feedback cycles may continue to
cause pain after the physiological causes have been addressed. Several studies show that the
outcome of pain treatment is worse in the presence of depression, or when depression does
not respond to treatment, and that the future course of pain syndromes can be, in part,
predicted by emotional status (Center for Substance Abuse Treatment, 2012). Physical inactivity
and a lack of engagement with life may also lead to increased levels of anxiety, depression, and
an increased risk for suicidal ideation; this may in turn lead a person to use substances in an
attempt to treat themselves.
The Cycle of Chronic Pain and Addiction
If use of a prescription pain medication (i.e. opioid analgesics) results in physical dependence,
the person may experience increased pain when the substance is absent along with withdrawal
symptoms (e.g., anxiety, nausea, cramps, insomnia). Withdrawal symptoms may lead to an
increase in symptoms of depression and an increase in the potential risk for suicide. Ingesting
more of the drug that caused the dependence relieves many of these symptoms. A similar
situation may occur if the drug is one that elicits rebound symptoms. For example, ergot
relieves migraines, but excessive use leads to rebound headaches that are more persistent and
treatment resistant than were the original headaches.
In some people, a cycle develops in which pain or distress elicits severe preoccupation with the
substance that previously provided relief. This cycle—seeking pain relief, experiencing relief,
and then having pain recur—can be very difficult to break, even in the person without an
addiction, and the development of addiction markedly exacerbates the difficulty.
Addiction to prescription pain medication is widely misunderstood and part of working with
chronic pain sufferers is helping to educate them. Below are two common misunderstandings
that your clients may hold:
1. “If I need higher doses or have withdrawal symptoms when I quit, I’m addicted.”
Many people mistakenly use the term “addiction” to refer to physical dependence. That
includes doctors. "Probably not a week goes by that I don’t hear from a doctor who wants me
to see their patient because they think they’re addicted, but really they’re just physically
dependent,”said Scott Fishman, MD, professor of anesthesiology and chief of the division of
pain medicine at the University of California, Davis School of Medicine, interviewed for an
article on WebMD. In the same article, Susan Weiss, PhD, chief of the science policy branch at
the National Institute on Drug Abuse notes, “Physical dependence, which can include tolerance
and withdrawal, is different. It’s a part of addiction but it can happen without someone being
addicted.” She adds that if people have withdrawal symptoms when they stop taking their pain
medication, "it means that they need to be under a doctor’s care to stop taking the drugs, but
not necessarily that they’re addicted”(Hitti, 2011).
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2. “Everyone gets addicted to pain drugs if they take them long enough.”
“The vast majority of people, when prescribed these medications, use them correctly without
developing addiction,” said Marvin Seppala, MD, chief medical officer at the Hazelden
Foundation (Hitti, 2011).
Dr. Weiss elaborates more about the complexities, commenting, “I think where it gets really
complicated is when you’ve got somebody that’s in chronic pain and they wind up needing
higher and higher doses, and you don’t know if this is a sign that they’re developing problems
of addiction because something is really happening in their brain that’s ... getting them more
compulsively involved in taking the drug, or if their pain is getting worse because their disease
is getting worse, or because they’re developing tolerance to the painkiller”(Hitti, 2011).
Primary Care Issues in Treating Pain in SUD Patients
Providing pain control for the 5% to 17% of the U.S. population with a substance abuse disorder
presents primary care physicians with unique challenges that may be helpful for addiction
counselors to understand. These include:


When these individuals experience pain, they are less likely to receive adequate pain
management than the general population.



Inadequate pain relief is a significant risk factor for relapse.



Distinguishing between patients who are seeking pain relief and those seeking drugs for the
euphoric effects and identifying tolerance and physiologic. Dependence is critical to effective
care and pain control. Comorbid psychiatric and medical illnesses may complicate effective pain
management (Prater, Zylstra , Miller, 2002).

Further, most doctors do not have much training in addiction, or in pain management for that
matter. Most addiction counselors do not have much training in pain management. Working
together may be key for successfully treating patients.
SAMHSA’s TIP 54 (as noted previously) presents a consensus panel’s recommended strategy for
treating chronic pain in adults who have or are in recovery from a substance use disorder.
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Collateral information is an important part of the assessment of pain treatment in primary care,
as it is with addiction treatment. Clinicians should communicate with families, pharmacists,
addictions counselors and other clinicians, after the patient has given consent. If the patient
declines to give consent, prolonged treatment with controlled pain medications may be
contraindicated. Collateral information also helps protect the patient from misusing
medications.
Addiction counselors should keep in mind that several factors may complicate a physician’s
assessment of pain levels:
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Clinicians are especially likely to underestimate—and, therefore, to undertreat—pain
and disability in women, the elderly, minorities, people of low economic status, and
people with SUDs (Green, Baker, Smith, & Sato, 2003; Rupp & Delaney, 2004).
Some patients with histories of SUDs may over report their pain experience if they are
afraid that they will be under-medicated or that their symptoms will not be taken
seriously.
Others may under report their pain experience if they are afraid they will be prescribed
medications that will cause them to relapse.
Some patients may exaggerate pain and disability to obtain opioids for reasons other
than pain control.

Each of these challenges may be addressed with clinic policies and procedures for
comprehensive and regular assessment, improved provider patient communication, and
collaborative care protocols allowing the PC providers to interact with the behavioral health
staff and counselors. Clinicians must assess all patients who have chronic pain at regular
intervals because treatment needs can change. For example, a patient may develop tolerance
to a particular opioid, or the underlying disease condition may change or worsen.
In a recovering individual, the fear of experiencing withdrawal can be a substantial block to
successful discontinuation of medication when it is no longer needed for pain control.
Successful management of these concerns may be accomplished by slowly tapering
medications over several days under close supervision as well as working with a pain and/or
addiction medicine specialist who is able to suggest alternate pharmacotherapy that isn’t
addictive to help manage the withdrawal. In certain cases, short-term admission to a
detoxification unit may be necessary.
Safe Treatment of Pain for the Recovering Addict
Recovering alcoholics and addicts in pain can be treated safely. Below are some guidelines from
“Addiction and the Treatment of Pain” by Peggy Ziegler published in Substance Use and Misuse:
Acute pain (postoperative pain, following trauma, after dental work)






Patient-controlled analgesia is generally not recommended for persons recovering from
addictive disorders. Whenever possible, opioid medications should be held and
administered by a trusted other person to remove the potential for dosage escalation.
Many recovering persons have increased tolerance to the effects of the opioid drugs
and may require higher than average doses for appropriate effect (Savage, 2003). It is
best to administer the drugs on a timed schedule rather than as needed or “prn.” This
removes decision-making from the patient about when the next dose is needed.
As soon as possible, the patient should be converted to a non-opioid regimen such as an
NSAID, combined with heat, ice, physical therapy, and/or other complementary
interventions.
During a bout with acute pain, the recovering person needs increased recovery support.
If possible, daily contact with sponsor and others in recovery can assist the patient to
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talk about cravings, feelings of sadness, anger, grief and loss, or fears. Strengthening the
support system may make all the difference in preventing relapse. The abstinent addict
or alcoholic who does not have an ongoing program of recovery is at high risk of relapse
when exposed to opioid pain medications, sedative muscle relaxants, etc.
Chronic pain presents different and perhaps more challenging management situations, which
can best be addressed within a collaborative care model.













A plan for pain management starts with a thorough assessment of the patient’s physical
and emotional health and recovery. This usually involves in-depth discussion and
examination of the patient; a review of records from previous care providers; collateral
contacts with significant persons in the patient’s life and current health care providers;
urine toxicology with broad range of testing for substances including synthetic opioids,
agonist/antagonist opioids, short-acting benzodiazepines and barbiturates, and overthe-counter substances such as diphenhydramine, ephedrine, phenylpropanolamine,
etc.
The drug use history needs to explore alcohol use patterns, use of illicit drugs,
prescription and over-the-counter drugs, and use of herbal preparations and food
supplements including “energy drinks,” and “natural sleep aids.”
For the recovering person suffering from chronic pain who is not currently taking
opioids or sedatives, every effort should be made to develop a pain management plan
that effectively controls the pain without these substances.
A structured, written protocol provides a framework that decreases anxiety, increases
the patient’s sense of active participation in and control of his or her own care, and
gives the family and other caregivers a map to follow. Using a protocol greatly decreases
the likelihood that the patient will end up in the Emergency Department being treated
by providers unfamiliar with the clinical situation and inexperienced in treating
recovering addicts.
In addition to standard pain medications, such as nonsteroidal anti-inflammatory agents
(NSAIDS), acetaminophen, and migraine-specific drugs, a variety of novel approaches to
pain management may benefit some—anticonvulsants (McQuay et al., 1995) and lowdose tricyclics are examples (Fields, 1994).
Complementary approaches, in particular acupuncture, biofeedback, and hypnosis, are
also very important pieces of the comprehensive pain management plan (Andersson
and Lundeberg, 1995).
Outpatient group therapy with others living with chronic pain, led by a specially trained
therapist, can combine cognitive behavioral techniques and supportive interventions to
help restore function and improve outlook and overall attitude (Flor et al., 1992).
Many chronic pain patients recovering from addiction have additional psychiatric
disorders which also require treatment if the pain management strategy is to be
successful. Common comorbidities include depression, anxiety disorders including posttraumatic stress disorder, somatoform disorders, personality disorders and adjustment
disorders, which may or may not be directly related to the pain syndrome. Commonly
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the pain is found to have both physical and psychological components, and aggressive
treatment of co-morbid psychiatric illness can decrease the severity of the pain, improve
the patient’s adherence to the pain management strategy, and improve the patient’s
participation in and benefit from his or her addiction recovery program (Grinstead and
Gorski, 1999; Ciccone et al., 2000; Rosenblum et al., 2003; Toomey et al., 1995).
When the pain is not responsive to such approaches, and opioids are required to control
the patient’s pain, it is essential that a structured plan be in place and a clear written
agreement be developed, reviewed by all parties, and signed by the patient, the
physician or physicians involved in the treatment, participating family members,
counselors, physical therapists, acupuncturists, etc. One physician should prescribe all
controlled drugs, and with one pharmacy filling all prescriptions.
As with acute pain, dealing with chronic pain involves ongoing recovery support,
including the following, which addiction counselors can help their clients obtain:

Clearly, in dealing with the complexities outlined above, providers who adhere to a
collaborative care model are going to be much more effective and provide better care for their
patients. Without a team approach, patients may be exposed to inconsistent, duplicative, or
even contraindicated, care.
Treating Dependence on Prescription Painkillers: What Works?
What happens if a person becomes dependent upon painkillers—how is that best treated?
“The “standard treatment” for prescription opioid dependence is evolving, and I can’t say that
there is a single current standard at this time,” says Roger Weiss, of Harvard Medical School in
Boston, MA. Weiss was the lead author of the first—and so far only—large-scale study of the
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treatment of prescription opioid addiction, which posed as many questions as it answered
(Holmes, 2012).
At present, many patients addicted to opioids who seek treatment are tapered off the drugs
and given behavioral treatment alone, or are otherwise maintained on buprenorphine or
methadone. “In our study, even those who were maintained on buprenorphine for 12 weeks
had successful outcomes in only approximately half of the cases”, says Weiss, while behavioral
treatment after tapering off opioid drugs “did not result in good outcomes. Most patients who
tapered off of buprenorphine did return to opioid use,” Weiss explains. “I believe that this
shows that for many such patients, ongoing pharmacotherapy may be highly beneficial in
sustaining recovery. We are currently conducting a longer-term follow up study which should
give us greater insight into the types of treatments that would be necessary to sustain longerterm recovery.” One such option could be naltrexone, an opioid receptor antagonist. Although
poor adherence to oral naltrexone has limited its success in the past, an injectable extended
release formulation is available. “We will see what role long-lasting injectable naltrexone has in
the treatment of this population,” Weiss affirms (Holmes, 2012).
“I think that recovery from prescription opioid dependence is likely best achieved through a
combination of pharmacotherapy and counseling,” concludes Weiss; “determining the optimal
combination of these two treatment approaches is an evolving field.”(Holmes, 2012).
Addiction Counselors: A Vital Part of the Treatment Team
Chronic pain management is often complex and time consuming. The effectiveness of multiple
interventions is augmented when all medical and behavioral healthcare professionals involved
collaborate as a team (Sanders, Harden, & Vicente, 2005). Addiction specialists, in particular, can
make significant contributions to the management of chronic pain in patients who have SUDs.
They can: put safeguards in place to help patients take opioids appropriately; reinforce
behavioral and self-care components of pain management; work with patients to reduce stress;
assess patients’ recovery support systems, and identify relapse. The more complicated the case,
the more beneficial a team approach becomes.
Sean Mackey, MD, PhD, Chief of the Pain Management Division at Stanford University and
Associate Professor of Anesthesia and Pain Management states “A multidisciplinary approach is
needed to treat patients in pain who have substance abuse issues.”
When treating patients with both chronic pain and a substance abuse disorder, Dr. Mackey
advises making sure that they are receiving psychological counseling, either in a group or
individually. “Many treatments we use in substance abuse overlap with chronic pain
treatment—the psychological and behavioral skills are the same,” he says. (Vimont, 2011)
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(optional) ADDITIONAL RESOURCES
American Academy of Pain Medicine
American Board of Pain Medicine
American Pain Society (APS)
American Society of Addiction Medicine (ASAM)
American Society for Pain Management Nursing (ASPMN)
ASPMN Position Statement: Pain Management in Patients with Addictive Disease
C.A.R.E.S. Alliance
Definitions Related to the Use of Opioids for the Treatment of Pain (APS)
International Association for the Study of Pain
International Association for the Study of Pain: Clinical Updates
Pain and Addiction (ASAM)
Rights and Responsibilities of Health Care Professionals in the Use of Opioids for the Treatment of Pain
(ASAM)
TIP 40: Clinical Guidelines for the Use of Buprenorphine in the Treatment of Opioid Addiction (SAMHSA)
TIP 54: Managing Chronic Pain in Adults With or in Recovery from Substance Use Disorders (SAMHSA)

Prescription Drugs and Addiction
CDC Vital Signs Report, “Prescription Painkiller Overdoses: Use and Abuse of Methadone as a Painkiller”

NIDA: Prescription Drugs: Abuse and Addiction
Office of National Drug Control Policy: Prescription Drug Abuse Prevention Plan
Pain Management and Addiction Medicine, lecture by Dr. Russell Portenoy, Chairman,
Department of Pain Medicine and Palliative Care, Beth Israel Medical Center and professor of
Neurology and Anesthesiology, Albert Einstein College of Medicine
SAMHSA: “Addiction by Prescription,” Recovery Month Webcast
SAMHSA-HRSA Center for Integrated Health Solutions: Pain Management
Other Resources
ATTC Webinar: Chronic Pain: An Integrated Care Approach March 6, 2012
Presented by Karl Haake, Richard Lillard, and Katherine Friedebach


Recording



Presentation
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CME modules on pain management from NIDA Med
http://www.drugabuse.gov/nidamed/etools?utm_source=National&utm_medium=Web&utm_
content=NIDAMED&utm_campaign=NIDAMED
Chronic Opioid Therapy Safety Guideline for Patients With Chronic Non-Cancer Pain
Cognitive Therapy for Pain by Beverly E. Thorn is a paper that specifically targets the cognitive
psychological processes (pain-related thoughts, attitudes, and beliefs) shown to be important
predictors of satisfactory adjustment to chronic painful conditions.
PainEDU is a website that provides numerous resources and information on managing chronic
pain. Resources include a pocket guide to pain management, a client workbook and information
on cross-cultural pain management.
Physicians for Responsible Opioid Prescribing provides physician educational materials to
reduce morbidity and mortality resulting from prescribing of opioids and to promote cautious,
safe and responsible opioid prescribing practices.
The Center for Practical Bioethics-Pain Action Initiative: A National Strategy (PAINS) shares
podcasts, reports, and information from various national efforts to improve the treatment of
individuals with chronic pain
The ECHO project done through the University of New Mexico is a telehealth project that
allows providers from all over the country to get assistance for difficult pain management cases
through virtual consultation with a pain management team at the UNM. This is a great resource
for those practicing in rural areas without pain specialists for referral.

