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A Brief History of Pain Management
• Prior to 1990 chronic pain management was used almost exclusively for acute 

pain and cancer pain.
• In 1980 a letter to the editor in the New England Journal of Medicine stated that 

only 4 patients of 11,882 (0.03%) developed addiction while receiving opioids.
• Portnoy and Foley, both oncologists, showed that only 2 patients out of 38 had 

problems with management of chronic opioids.  
• By the 1990s, the American Pain Society and other groups began developing 

guidelines for management of both acute and chronic pain that used mainly 
pharmaceutical approaches.  This was highly subsidized by Purdue 
pharmaceuticals.

• 1995 Purdue receives FDA approval for Oxycontin.  Marketed as “non-addicting.”



A Brief History of Pain Management
• Purdue claimed that only 1 in 10,000 would become addicted  (in 2007 fined 634 

million for false information).
• 1995 - Fifth vital sign by American Pain society. 
• Institute of Medicine released guidelines on patient satisfaction including pain 

control.
• (HCAHPS) Survey incorporated 3 questions related to pain in the inpatient setting.  

Medicare required submission of these survey results or face penalties.
• Between 1999 and 2016, more than 630,000 persons in the United States died 

from drug overdoses—most of these drug-related deaths were due to opioids 
prescribed for pain.

Utah Dept of Health. 2018.



The Consequences of the “Pain Control Movement”

47,660 involved 
opioids



The Consequences of the “Pain Control Movement”

69,238



High Dose Opioids lead to Poorer Outcomes
• The risk of overdose death increases proportionally with the dose of 

opioid being prescribed
• Greater pain intensity
• More impairments in functioning and quality of life
• Poorer self-efficacy for managing pain
• Greater fear avoidance
• More health care utilization
• Greater tendency towards Substance Use Disorder

B.J. Morasco, et all The Journal of Pain, Vol 18, No 4 (April), 2017: pp 437-445



Government Response to Opioid Epidemic

Federal Government and States have enacted laws and 
policies limiting prescriptions of opioids for chronic pain.
• Limits on quantity
• Limits on MME
• Limits on co-prescribing of opioids and 

benzodiazepines



The Pendulum Swings

Opioids 
for all

No soup 
for you

Somewhere 
in the middle



• Estimated 18 million people in the 
U.S. take opioids for chronic pain.

• Primary care manages 
approximately 50% of those 
patients.



Case Scenario

• New patient calls to establish 
care.

• She has diabetes, HTN, and 
chronic low back pain

• She takes daily opioids - (30 
MME)

• She has been on the same 
dose for over 10 years with no 
increase.



Physician Attitudes toward Opioid Prescribing

• In 2007 70% of family physicians viewed prescribing opioids 
for chronic non-cancer pain positively. In 2018 the number is 
less than 50%.

• Family Physicians are concerned about having emotionally 
charged conversations with their patients around opioids.

• Physicians feel ill-equipped to deal with conversations around 
opioids, especially when patients are requesting dose 
increases.

Utah Dept of Health. 2018.

Nwokeji ED, Rascati KL, Brown CM, Eisenberg A.
Clin Ther. 2007;29 Suppl:2589-602. doi: 10.1016/j.clinthera.2007.12.007.
Family Physician Perceptions of Their Role in Managing the Opioid Crisis
1.Laura Desveaux, PT, PhD1,2⇑,
2.Communication about chronic pain and opioids in primary care: impact on patient and physician visit experience Stephen G. Henrya,b,*, Robert A. Bellc,d, Joshua J. 
Fentonb,e, Richard L. Kravitza,b

http://www.annfammed.org/search?author1=Laura+Desveaux&sortspec=date&submit=Submit
http://www.annfammed.org/content/17/4/345.full#aff-1
http://www.annfammed.org/content/17/4/345.full#aff-2
http://www.annfammed.org/content/17/4/345.full#corresp-1


Provider Attitudes Toward Patients with Chronic Pain
 Providers often blame the patient for development of Opioid Use 

Disorder.
 Providers express concern in caring for patients with chronic pain, 

including feeling pressured to treat with opioids, believability of 
patients' reports of pain, worries about secondary gain/diversion, and 
"abusive" or "difficult" patients.

 Recent Survey shows that providers have a high level of dissatisfaction 
with prescribing opioids.  Prescribing opioids is often associated with 
feelings of fear, guilt and even anger.

 41% of Family Physician Providers refuse to see patients with chronic 
pain.

Utah Dept of Health. 2018.



Patient’s Perspective on Chronic Opioids
• Want to be treated as individuals, feared being seen as drug-

seekers or fakers. 
• Want doctors to listen and understand their pain.
• Concerned about dependence and addiction.
• Expect doctors to monitor safety.
• Have high expectations for opioids that often conflict with 

their own experience (Sometimes continued taking opioids 
despite lack of benefit).

Matthias MS et al, Euro J Pain 2013; Matthias MS et al, Patient Educ Couns 2013; Bergman AA et al, Pain Med 2013 





The Perfect Storm
• Providers don’t want to prescribe.
• The Government doesn’t want us to prescribe.
• Patients are fearful of taking the meds and being 

judged.  



BUT,
• Patients are physically dependent, they try to stop and 

have immediate withdrawal symptoms.
• The pain associated with withdrawal reinforces the 

need to continue with the medication.
• Most tapering programs are too aggressive and almost 

all will fail.



Withdrawal Pain

• All patients who have been on chronic opioids will have 
experienced withdrawal symptoms at some point. 

• The symptoms of withdrawal include:
• PAIN!
• MORE PAIN!
• EVEN MORE PAIN!



Unintended Consequences of the Pendulum Swing

• Patients being forced to taper or stop opioids against their 
will.

• Patients feel abandonment from their physician and the 
medical community.

• High dropout rate (up to 72%) with “usual “ tapers.
• Patient distress.
• Suicidal ideation.
• Seeking other sources of opioids including illicit opioids.

Utah Dept of Health. 2018.

Kroenke K, Cheville A. Management of chronic pain in the aftermath of the opioid backlash. JAMA. 2017; 317(23):2365–2366. Crossref, Medline, Google Scholar

https://ajph.aphapublications.org/servlet/linkout?suffix=bib7&dbid=16&doi=10.2105%2FAJPH.2017.303906&key=10.1001%2Fjama.2017.4884
https://ajph.aphapublications.org/servlet/linkout?suffix=bib7&dbid=8&doi=10.2105%2FAJPH.2017.303906&key=28494058
http://scholar.google.com/scholar_lookup?hl=en&publication_year=2017&author=K+Kroenke&author=A+Cheville&title=Management+of+chronic+pain+in+the+aftermath+of+the+opioid+backlash


Remember
No response is a 
response-

And it is a powerful one!



So you may be feeling . . .



Patients are also concerned about their opioid use!
• Worry about dependence
• Bothersome side effects
• Need higher dose for same effect
• Feeling less alert when driving
• Interfering with work/family/social
• Feeling slow/sluggish
• Difficulty thinking clearly



Good News
43% of patients who report at least 
moderate relief of pain with their 
opioids want to reduce or stop opioids. 

Howe CQ et al. Clin J Pain 2012;28:561-566



Not So Good News
There is little or no evidence on the best 
methods to wean or taper patients off of 
opioids.





Screen For Opioid Use Disorder

Number of validated screening tools for Opioid Use 
Disorder?

0





TAPS Tool

• In the PAST 3 MONTHS, did you use a prescription opioid pain 
reliever (for example, Percocet, Vicodin) not as prescribed or 
that was not prescribed for you?  _________

• In the PAST 3 MONTHS, have you tried and failed to control, 
cut down or stop using opioid pain relievers? ____________

• In the PAST 3 MONTHS, has anyone expressed concern about 
your use of an opioid pain reliever? ___________



DSM-5 Criteria for Opioid Use Disorder
 Opioids are often taken in larger amounts or over a longer period than was 

intended.
 There is a persistent desire or unsuccessful efforts to cut down or control opioid 

use.
 A great deal of time is spent in activities necessary to obtain the opioid, use the 

opioid, or recover from its effects.
 Craving, or a strong desire or urge to use opioids.
 Recurrent opioid use resulting in a failure to fulfill major role obligations at work, 

school, or home.



 Continued opioid use despite having persistent or recurrent social or 
interpersonal problems caused or exacerbated by the effects of opioids.

 Important social, occupational, or recreational activities are given up or 
reduced because of opioid use.

 Recurrent opioid use in situations in which it is physically hazardous.
 Continued opioid use despite knowledge of having a persistent or 

recurrent physical or psychological problem that is likely to have been 
caused or exacerbated by the substance.

 Tolerance- (doesn’t apply if under medical supervision)
 Withdrawal- (doesn’t apply if under medical supervision)



Sum Score

• No OUD: Presence of 0-1 symptom. OK for outpatient opioid tapering
• Mild: Presence of 2–3 symptoms. Ok for outpatient opioid tapering or 

consider referral for OUD treatment
• Moderate: Presence of 4–5 symptoms. Consider addictionology consult 

or a referral for OUD treatment.
• Severe: Presence of 6 or more symptoms. Consider addictionology 

consult or a referral for OUD treatment.







Some Practical Advice
• Anticipate resistance and fear
• Develop an individual benefit and harm assessment
• Develop a shared decision plan that will get you where you both want to 

be.  (Go very slow if needed, take breaks in the weaning process)
• Explain that you have their best interest at heart.  You know that they 

are in pain and that you are going to continue to treat their pain
• Share experiences of other patients who have successfully weaned off 

of their opioids and how they are doing now



HHS Guide for Clinicians on the Appropriate Dosage Reduction of 
Long-Term Opioid Analgesics

https://www.hhs.gov/opioids/sites/default/files/2019-
10/Dosage_Reduction_Discontinuation.pdf

https://www.hhs.gov/opioids/sites/default/files/2019-10/Dosage_Reduction_Discontinuation.pdf




Items to Consider Prior to Deciding to Taper
• Avoid insisting on opioid tapering or discontinuation when opioid use 

may be warranted.
• Avoid misinterpreting cautionary dosage thresholds as mandates for 

dose reduction.
• Coordinate tapering of benzodiazepines and opioids if taking together.
• Avoid dismissing patients from care.  This practice puts patients at high 

risk and misses opportunities to provide life-saving interventions.
• There are serious risks to noncollaborative tapering in physically 

dependent patients.  (anxiety, depression, suicide, seeking opioids 
elsewhere).



Shared Decision-Making with Patients

• Discuss with patients their perceptions of risks, benefits and 
adverse effects of continued opioid therapy.  

• If current opioid regimen does not put the patient at 
imminent risk, tapering does not need to occur immediately.  
Take time to get their buy-in.

• Collaborate on a tapering plan.  
• Individualize the taper rate.  The longer they have been on 

opioids the longer the taper may take.



https://empower.stanford.edu/patient-stories/

https://empower.stanford.edu/patient-stories/


What About?



• When given access to cannabis patients using opioids for chronic pain 
reduce their opioid dose by 40-60%.

• Patients report fewer side effects, including improvement in their 
cognitive function.

• States who have implemented medical and non-medical use cannabis 
laws have experienced a 24% reduction in fatal overdoses the first year 
following legalization.

• Much more research is needed in this area.  Questions to be answered:
• Are we trading OUD for CUD?
• What is the right CBD/THC ratio and dosing?
• Long-term effects



Questions?
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