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LEARNING OBJECTIVES

NDERSTAND THE HISTORY OF THE OPIOID CRISIS
NDERSTAND OPIOID INDUCED HYPERALGESIA
NDERSTAND THE USE OF CANNABINOIDS IN PAIN MANAGEMENT



HISTORY LEADING UP TO THE OPIOID CRISIS

1960. THALIDOMIDE
1960'S HERSHEL JICK: BOSTON UNIVERSITY DATA BASE

1979. NEW ENGLAND JOURNAL OF MEDICINE. WITH GRADUATE STUDENT JANE PORTER.
HOSPITALIZED PATIENTS GIVEN OPIOIDS AND ADDICTION. ONLY 4 PATIENTS BECAME

ADDICTED OUT OF 12,000 PATIENTS.
A SEED WAS PLANTED.



HISTORY LEADING UP TO THE OPIOID CRISIS

1986 KATHY FOLEY AND RUSSELL PORTENOQY. PAIN.
NON CANCER PAIN. OPIOID TREATMENT.

38 PATIENTS.

IS ADDICTION A CONCERN?



HISTORY LEADING UP TO THE OPIOID CRISIS

* AMERICAN PAIN SOCIETY.

e PAIN TREATMENT

e THE RISK OF ADDICTION IS LOW.
¢ OPIOIDS—NO CEILING.

e PAIN. THE 5™ VITAL SIGN.



HISTORY LEADING UP TO THE OPIOID CRISIS

e JOINT COMMISSION FOR ACCREDITATION OF HEALTHCARE ORGANIZATIONS (JCAHO)

e 1998. PAIN AS THE 5™ VITAL SIGN



HISTORY LEADING UP TO THE OPIOID CRISIS

e PRESS GAINEY SURVEYS. PATIENT SATISFACTION.

o PATIENT RIGHTS.

 PURDUE PHARMACY. TIMED RELEASE PAIN MEDICATION.



HISTORY LEADING UP TO THE OPIOID CRISIS

1996 OXYCONTIN RELEASED.
LESS THAN 1% ADDICTION RATES. LESS PEAKS AND VALLEYS. LESS ADDICTION.
FDA. ALLOWED THE CLAIM OF LOWER POTENTIAL FOR ABUSE. LESS CRAVING.

PSEUDO ADDICTION.



HISTORY LEADING UP TO THE OPIOID CRISIS

 PURDUE PHARMACY.

 DRUG REPS PROMOTED.

o LEGAL THREATS IF MENTION OF ADDICTION.
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e OPIOIDS CAN ACTUALLY WORSEN NEUROPATHIC PAIN STATES.



OPIOID INDUCED HYPERALGESIA

1990's. CASE REPORTS REGARDING REMIFENTANIL.

POTENT OPIOID METABOLIZED BY PLASMA ESTERASES.

QUICK ONSET, THEN EFFECT QUICKLY GONE.

LARGE DOSES INTRA-OP. INCREASED POST-OP REQUIREMENTS OF MORPHINE.



OPIOID INDUCED HYPERALGESIA

e OPIOID INDUCED HYPERALGESIA IS A CENTRAL SENSITIZATION ISSUE.
e (OTHER CENTRAL SENSITIZATION PAIN STATES:

* FIBROMYALGIA.

e HEADACHES.

e BACK PAIN.
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 NMDA MEDICATIONS. SUCH AS DEXTROMETHORPHAN OR METHADONE.
« WEAN OPIOIDS.



HISTORY OF THE OPIOID CRISIS

CDC IN 2016.

OPIOIDS FOR CHRONIC PAIN HAVE NO EVIDENCE OF BENEFIT.
LARGE AMOUNT OF EVIDENCE FOR HARM.

2012 “259 MILLION PRESCRIPTIONS FOR OPIOID MEDICATION",



HISTORY OF THE OPIOID CRISIS

e CDC. INCREASE RISK OF DEATH WITH OPIOID USE:
e MULTIPLE PRESCRIBERS.
e HIGH TOTAL DAILY OPIOID DOSAGE.
» OPIOIDS PLUS BENZODIAZEPINES.
e OPIOID USE DISORDER.
o SLEEP APNEA. RENAL OR HEPATIC INSUFFICIENCY.

e MENTAL HEALTH DISORDERS.






-+ Medical history

- Psychological and behavioral
evaluation

- Physical examination

Acute Pain
(Injury, pre-, intra- perative recovery)

Prescribe the lowest effective dose of
immediate-release opioids and provide
no greater quantity than needed

Patient Assessment
« Review diagnostic studies
- Review previous and current
treatment modalities
» Obtain drug history

- Assess coexisting diseases/
conditions
- Order appropriate testing

s Chronic Cancer Pain
« Obtain baseline drug screen

(Palliative care, end-of-life care)
Consider prescription opioids targeted
for pain control and patient comfort

Chronic Noncancer Pain
(Neuropathic, somatic or visceral pain

Initiate a Multimodal and Multidisciplinary Pain Management Treatment Plan

« Nonopioid pharmacologic therapy

Continue to optimize non—opioid

Does the patient have moderate
to severe intractable chronic pain PCSm— 7))
that affects his/her quality of life?

Does the patient have one of the following?
+ Poorly defined pain - TMJ

condition « Trigeminal or other
- Somatoform disorder neuralgias of the head
+ Degenerative major or face

joint disease pain « Unresolved legal issues
- Headache syndrome

Initiate a multimodal pain management regimen with a
therapeutic trial of short-a nmediate release)
with the lowest possible effective dose individualized to the

nt's health status

screen

Schedule follow-up exam in 1-4 weeks
and assess the following:

- Demanstrated improvement in analgesia, quality of life
and functionality

- PDMP database compliance

« Adverse effects of opioid therapy

+ Reevaluation for maladaptive behavior and medication
misi nsider pill count)

- Confirmation of medication adherence

« Addictive patential of current regimen

« Dependence and/or tolerance

Reevaluate the use of
ioids as a therapeutic
medication, and strongly
consider tapering, weanin
discontinuing opioid therapy

« Opioid use disorder

- History of an overdose

- Substance abuse disorder

- Higher opioid dosages (~50 MME/day)
- Concurrent benzodiazepine use

- Aberrant behavior

«+ Na progress toward therapeutic goals
- Intolerable adverse effects

Reevaluate the use of opioids as a therapeutic medication and strongly consider:

ntinuing opioid therapy
on program, if indicate:
- Offering naloxone and/or arran ion-assisted treatment with buprenorphine
or methadone in combination w | therapies

If the benefits > risks and opi

Explain the ris
and benefits of opioid therapy
Set realistic goals and

pectations of opioid therapy
Obtain informed consent
Obtain a baseline to;

Review PDMP database for
‘red flags'

Is there evidence of any of the following?

- Intervention
therapeut

+ Biofeedb:

- Acupuncture

- Chiropractic

pain diagnostic and

Continue the current

Did the patient benefit from the treatment plan and continue

treatment plan?

Pain management consult
Consider if patient appears to b

id therapy appears to be
warranted, proceed with the following:
« Assess addiction and
dependence potential
di n potential and
evious opioid use
potential risk for
rse side effects
Revie ial history (illi
drug and benzodia.

, alternatives

Psychiatry consult
Consider if the patient has a
comorbid psychiatric disorder

Addiction specialist consult

ychiatric nsider if the patient has

Continue opioid therapy with limited prescription quantiti
sider transitioning to long-acting opioids for more o
pain control, improved adherence and decreased risk for abuse

P
after thorough follow-up?

3-Month Reassessment
(or when warranted by changing circumstances, especially
when considering increasing dosage to >50 MME/day)
At each follow-up visit:
+ Review PDMP data during opioid therapy
« Perform 3-6 months (more frequently
if pati S
- Assess the benefits vs. risks
at least every 3 months)
A opioid-related adverse eff

Are you considering escalating the dose of opioids?

Evaluate for potential causes.
Specifically:
+ Tolerance

ntinue current

treatment

regimer
reevaluate

- Non-cpioi C;. e

syndrome
« Opioid-induced hyperalgesia
- Breakthrough pain

sponsive pain

on guideline:

en prescribing
ing the dosage

If any of these conditions are present, strongly consider:
+ Opioid rotation
« Treating thi cts, if present
- Offer naloxon medication-assisted
treatment with buprenorphine or methadone in
combination with behavioral therapies
If breakthrough pain is the etiology, obtain:
« Diagnostic testing
« Consider opioid administration based on initial and
going benefi risks, as needed
« Follow-up referrals as needed

adverse effe
to titrate the dos

e to >90 MME/day due
for opioi i

3 disorder, divi
ges and long-ter




RISK OF ADDICTION
TOOLS

e 16 TESTS FOR THE RISK OF ADDICTION

e OPIOID RISK TOOL
e PUBLISHED IN 2005
e PERSONAL OR FAMILY HISTORY OF ADDICTION
e MENTAL HEALTH ISSUES
e HISTORY OF PREADOLESCENT SEXUAL ABUSE

e MALE OR FEMALE



ALGORITHM FOR OPIOID USE
AVOID OPIOIDS

POORLY DEFINED PAIN

HEADACHE SYNDROME

TMJ

NEURALGIAS OF THE HEAD OR FACE
DEGENERATIVE MAJOR JOINT DISEASE PAIN



ALGORITHM FOR OPIOID USE
CONSIDER WEANING

OPIOID USE DISORDER

HISTORY OF AN OVERDOSE

HIGHER OPIOID DOSAGES

CONCURRENT BENZODIAZEPINE USE
ABERRANT BEHAVIOR

NO PROGRESS TOWARD THERAPEUTIC GOALS
INTOLERABLE ADVERSE EFFECTS
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» CB2-IMMUNE SYSTEM R .7:.‘7':7" s
e ENDOCANNABINOIDS

e ANANDAMIDE

o 2-ARACHIDONOLYLGLYCEROL
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o PSYCHOACTIVE |

e LIPOPHILIC. RAPIDLY ABSORBED.
e VARIABLE HALF LIFE.
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e SAFETY CONCERNS
* PESTICIDES
e MOLDS
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e POSSIBLY BY INHIBITING THE BREAKDOWN OF ENDOCANNABINOIDS
* BIND RECEPTORS.



L D N O O O O O N NN
L L L L L L O L O L O L O L
L O O IR O R R R R R O R N RN
L L
"8 8w

]
& & & 8 8 & @
LI R N

8 8 8 80888

&
L]
]
L L L L L L L O L R
& & & 8 8 @
&
&
.

. OO0
SOVERN

L) ) LI L
LU e, 8 e L - .

Lo L L L L L L L L L L T L L L L L L L,
L L L R L

R e
« HemP--CANNABIDIOL (CBD)
e LESS THAN 0.3% THC
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ANOREXIA-A
* INDICATIONS FOR CHEMOTHERAPY INDUCED NAUSEA AND VOMITING

(o
%

e EPIDIOLEX. CBD

* |INDICATIONS FOR SEIZURE DISORDERS.
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CANNABINOIDS

e THC. SCHEDULE 1.
e HIGH POTENTIAL FOR ABUSE.
e NO CURRENTLY ACCEPTED MEDICAL TREATMENT IN THE US

e |ACK OF ACCEPTED SAFETY FOR USE UNDER MEDICAL SUPERVISION

e UNIVERSITY OF MISSISSIPPI
e UPTO 7% THC
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. 1996 V .
. Now: Up 10 40%
o CONCENTRATES
« Upr 710 80-90%
o FEDERAL LIMITS WITH RESEARCH
e 7%
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NASAL SPRAY
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PERIODONTAL DISEASE
LOWER SPERM COUNTS
HYPEREMESIS SYNDROME
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» COLORADO
e “PRO-WEED LOBBY" (BEN CORT)
*  CONTAMINATION
*  CHICAGO—WARFARIN TYPE SUBSTANCE
e  PESTICIDES
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e  SAFETY CONCERNS
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