m DruUG ENFORCEMENT ADMINISTRATION

& VISITORS CENTER

DEA Museum
Fall 2015 Lecture Series




N

N7 TR

w \\,;)*—— 0

~, DEA Museum Lecture Sesrlu |
oy

lease join I;he*[lil’EA \ Vluseum for the final lecture of the Fall 2015 Lectu\r? Series

mmm&

5 A}
N Tuesday, November 17, 11:00 AM Eastern |” f
e 0 DEA Museum HQ Auditorium = l '
> ! Jl with LIVE webcast on www.deamuseum.org .. 0

\\.”"/f’ r 1

Dr. Theodore Cicero
Professor of Psychiatry
Washington University

Dr. William Jacobs
Chief of Addiction Medicine
Medical College of Georgia

Opiate addiction along with pain management combined with |
substance use disorders is a growing concern. Please joinus aswe learn
from two very distinguished scientists about opiates. Dr. Theodore J.
Cicero, Professor of Psychiatry at Washington University in St. Louis
will speak on The Opiate Overdose & Addiction Epidemic, and Dr.
William S. Jacobs, Chief of Addiction Medicine at the Medical College
of Georgia & Medical Director of the Bluff Plantation will speak on The
Role of Pain, Pain Medicine, and Physicians in Treatment of Pain and
Substance Use Disorders. The presentation will be moderated by Dr.
Mark Gold, best known for his work on the brain systems underlying
the effects of drugs; distinguished alumnus of Washington University,
University of Florida, and Yale University; Chairman of the Scientific Dr. Mark Gold
Advisory Boards for RiverMend Health; and Director of Research and  Chairman of the Scientific
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Opiate Misuse, Overdose, & Addiction — Causes &
Solutions

DEA Museum Lecture Series
* Tuesday, November 17, 11:00 AM Eastern
 DEA Museum HQ Auditorium ---with LIVE webcast on www.deamuseum.org

* Dr. Theodore Cicero
* Professor of Psychiatry
e Washington University

e William Jacobs , M.D.

* Anesthesiologist, Pain Medicine & Addiction Medicine
e Chief of Addiction Medicine

* Medical College of Georgia
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Theodore J. Cicero, PhD

™

John P. Feighner Professor of Psychiatry,
Washington University in St. Louis School of
Medicine.

Faculty member at Washington University in
St. Louis for 45 years.

Author of over 200+ scientific articles in field
of substance abuse research.

Previous experience

* Neurological substrates of dependence and
abuse of drugs (opiates and alcohol) in animal
models.

* Pioneer in epidemiological surveillance systems
for prescription opioids, including abuse
deterrent formulations.

* Following the impact of prescription opioids on
heroin use and its shift into newer populations.

e (Qualitative research on the demand that drives
abuse.
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Shifting Patterns of Prescription Opioid and Heroin Abuse in the United States
N Engl J Med 2015; 373:1789-1790 October 29, 2015 DOI: 10.1056/NEJMc1505541

* These findings suggest that as  Theodore J. Cicero, Ph.D.
prescription opioid use has waned, Matthew S. Ellis, M.P.E.
concurrent heroin abuse has increased, Jessie Harney, M.S. _
with important, distinct regional Washington University, St. Louis, MO
variations. The factors contributing to cicerot@wustl.edu

these evolving changes are not well
established. However, in our exploratory
qualitative online survey of a subgroup of
267 patients, among the 129 respondents
who reported abusing prescription
opioids prior to heroin use, 73.0% (92 of
126 respondents) primarily cited practical
factors, such as accessibility and cost,
when explaining their transition to
heroin. Three of the 129 respondents did
not provide an explanation for their
transition to heroin
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mailto:cicerot@wustl.edu�
http://www.nejm.org/toc/nejm/373/18/�

William S. Jacobs,

MD

Medical Director, Bluff Plantation

Associate Professor and Chief Addiction Medicine-Medical College of
Georgia

Triple Board Certified-Board certified in Anesthesiology, Pain Medicine
and Addiction Medicine

National forensic expert in iatrogenic addiction, smoking-nicotine
addiction and substance abuse

Author of Detoxification and Practice Guidelines, Principle Investigator
(e.g. Pivotal Clinical Trials in Smoking Cessation), and peer reviewed,
scientific papers on pain and addictions

Previously Experience

e Director of Interventional Pain & Associate Professor, University of Florida
College of Medicine

* Founding Faculty, Division of Addiction Medicine& University of Florida
Recovery Center

e Consultation to the DEA on safe prescribing of narcotics
e Medical Director, Wekiva Springs

e Medical Director, Gateway Community Services

e Medical Director, Stewart Marchman

e Medical Director, Lakeview Hospital

* Owner and Founder NexStep Integrated Pain Care
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rain doctors to recognize addiction

Atlanta Journal Constitution -Friday, Oct. 9, 2015

By William S. Jacobs

e Less than 10 percent of addicts
receive treatment. The ones
who do are often in crisis mode,
where the illness has gotten so
severe they realize, or someone
in their life realizes, that they
need immediate intervention.
With nearly 8 percent of
Georgians over the age of 12
suffering from a substance abuse
disorder, we must do a better
job identifying and treating
those who need help as early as
possible.

e “ At the heart of the problem is a lack

of addiction medicine training,
especially in medical schools. Our
health care providers are the first line
of defense identifying addiction and
providing help to those who need it,
yet”they ave not been trained to do
SO.

“The most effective way of assuring
the American public our health care
system is equipped with the
knowledge and skills to prevent,
recognize and treat addiction is by
expanding existing, specialized
training programs in addiction
medicine.”
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DEA Museum Format

e 20 Minute Lecture- Cicero
e 20 Minute Lecture- Jacobs
* Comments & Questions

e Open for Questions
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Transitions from Prescription Opioid Abuse to Heroin.

Theodore J. Cicero, PhD
Washington University in St. Louis, SOM
Department of Psychiatry

& Visitors CENTER

gty
M‘ t,  Drua ENTORCEMENT ADMINISTRATION
)
"(—-) M USEUM
(S ¥



Contilicts of Interest/Disclosure

mResearch Support
= NIDA grant.

» Unrestricted research grant sponsored by Denver Health and
Hospital Authority (DHHA).
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Contilicts of Interest/Disclosure

m Conflict of Interest

» Member, Scientific Advisory Board for the Researched Abuse,
Diversion and Addiction Related Surveillance (RADARS®) System,
which collects subscription fees from 14 pharmaceutical firms.
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The Prescription Opioid Epidemic
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+
The Prescription Opioid Epidemic

mTwo major developments of the late 1990s/early 2000s.
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mJoint Commission on Accreditation of Healthcare
Organizations.

» Pain as the fifth vital sign.
» Recommended increase use of opioids to relieve pain.
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mRelease of extended-release oxycodone.
» Initially thought to have little abuse potential.
» Snorting/IV injection became common.
» Became the most widely abused prescription opioid.

\‘M:j" DruG EXNFORCEMENT ADMINISTRATION
=) NJUSEUM
':Q M & Visitors CENTER



Why are prescription opioids so attractive?
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m Euphorigenic.
m They are legal, approved by FDA and prescribed by doctors.
m Seen as safer than other drugs.

m Trustworthy and predictable.
» Dosage clearly specified on tablet/pill.

m No stigma of a “junkie”.
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What Rx drugs are most commonly used?
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Primary prescription
opiloids of abuse
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Initial opioid exposure.
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m Valid prescription from a physician to treat pain
m62.2%

m Experimental; seeking a “high”
m 37.8%
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Representative quotes related to first use
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“Minutes after doing them my first time I felt like there was not a care
in the world to me. Nothing and no one existed except for me and the
amazing high I was feeling....”
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“It was like god was petting me.”
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Unanticipated “benefits” of opioids leading to
misuse.
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m75% of the sample self-reports they used opioids to self-
medicate psychiatric related issues.

m85% of the sample self-reports the use of opioids to
“escape from life”.
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Representative quotes
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“I did not have any tools for coping with uncomfortable situations and
the more I used opiate the more I responded/reacted to ALL situations
as uncomfortable which made using drugs my go to coping skill for
anything from handling emotional abuse to taking a shower.”
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“They made me feel like I could talk to people and not be scared or
embarrassed to walk around and just talk and be part of society.”
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“Mask inside emotions/traumas, feelings of fear, self-esteem, self-pity,
anger and avoiding the growing stress and responsibility of life”
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“It made me feel happy and gave me the energy and want to do daily
activities such as working that otherwise wouldn’t have been possible
due to the debilitating depression at that time in my life.”
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“The escape was from the real pain I had from the back problems, but
also it allowed your mind to release and think in comfort, rather than in
a stressful way...I have never been as successful or motivated or feel

good as when I was on opioids.”
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“It would take away the anxiety and worry I would normally feel.
Smaller doses were actually more enjoyable as I could function and
think I was happier.”
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“Forget about shame, forget about failures/shortcomings, to get relief
from personal burdens/struggles, distract self from lack of inner
peace.”
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“... [you're] doing something to avoid going out and actually
experiencing life.

[You’re] getting high because your too scared to go out and actually do
something, too scared to put yourself out there.

It’s something familiar, friendly (at first).”
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Transitions to Heroin




Rise in Heroin Use

m'T'wo previous epidemics of heroin.
m Post-World War II
m Post-Vietnam War

mBoth subsided; attributed due to high cost and low purity.
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mThe current epidemic went unnoticed for a long-time.
» Backseat to prescription opioids.
= Was not seen as important as Rx abuse because of stigma.
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D. West
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Prescription opioids as a “‘gateway’’ to heroin.
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==
First Drug Used

100 . ..
O Prescription opioid

90 M Heroin
80 -
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Total Sample, %

1960s 1970s 1980s 1990s 2000s 2010s
(Nn=88) (n=114) (n=214) (n=482) (n=1613) (n=286)

Decade of First Opioid Use (No. of Abusers)
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Increases in Heroin:
Why?
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Practical Factors
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m Prescription opioids
» Some are expensive or have seen prices increase.
» Many preferred opioids hard to find.
» Abuse deterrent formulations
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m Cost and availability.
» Heroin is cheaper.
» Heroin is easier to get.
» Heroin 1s easier to inject.
» Heroin is purer than ever.
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Representative quotes
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“Heroin is cheaper and stronger than prescription drugs, and the
supply is typically pretty consistent. It is also much easier to use
intravenously than pills and other prescriptions, which often take more
complex methods to break down.”
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“...it was cheaper and easier to get heroine [sic], which was much
stronger and would get you higher than Oxycodone.”
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Evidence of Reduced Stigma
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“...once one leaves the stigma of prescription vs. street drugs behind
the question becomes more purely economic/pragmatic, what will
keep me from withdrawal right now.”
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“....The 2 dealers and the people around them are middle class white
kids, not even kids we were all in the age range of 25-41. It just
became easy, and we weren’t really looked at as being addicts
because everyone thinks heroin addicts are all homeless, shady
looking, dirty junkies.”
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“I knew I liked it above all else, and once I had a drug dealer it
became almost too easy to get.

I had access to money because I'm an upper middle class family and I
also became close to my dealers, driving them around so I could get
paid in drugs and just becoming super close, even if it meant sexually,

so I could get the drug...... 7
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Sociletal Impact:
Changing Demographics
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==
Changing Demographics
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==
Changing Demographics
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==
Changing Demographics

mOver 75% of heroin users in the past few years resided in
suburban or rural areas.

m Previous heroin users:

= Young, minority male living in an urban center.

mNew heroin users:

» Older, white male/female living in a suburban/rural area.
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Conclusions: ““A Perfect Storm”

mSupply side efforts reduced availability and increased cost
of prescription opioids.
» Heroin is cheaper.
» Heroin is easier to get.
» Heroin 1s easier to inject.
» Heroin is purer than ever.
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Conclusions: ““A Perfect Storm”

mBetter “high.”

» Balance of what makes you feel the best vs. practical issues (cost,
etc.)

mStigma has started to subside.
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The End
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The Role of Pain, Pain Medicine & Physicians in
the Treatment of Pain and Substance Use

Disorders

William S. Jacobs, MD
Chief of Addiction Medicine
Medical College of Georgia
Medical Director
Bluff Plantation



Pain: An unpleasant and potentially disabling sensory and emotional experience associated
with actual or potential tissue damage or described in terms of such damage.

Acute pain is the normal, predictable physiological response to a noxious chemical, thermal or
mechanical stimulus and typically is associated with invasive procedures, trauma and disease.
Acute pain generally is time- limited, lasting six weeks or less.

Chronic pain is a state in which pain persists beyond the usual course of an acute disease or
healing of an injury (e.g., more than three months). It may or may not be associated with an
acute or chronic pathologic process that causes continuous or intermittent pain over a period of
months or years.

Chronic non-cancer related pain is chronic pain that is not associated with active cancer and
does not occur at the end of life.



Definitions of pain

An unpleasant sensory and emotional experience associated
with actual or potential tissue damage, or described
in terms of such damage (lASP 19841)

Chronic pain
Traditionally ... and now

Pain that extends beyond
the periocd of tissue healing

S Temporally as pain | and/or with low levels of
persisting for at least identified pathology
3-6 months b that are insufficient fo

explain the presence
and /for extent of the pain




Aberrant Substance Use Behaviors: Behaviors that are outside the boundaries of the agreed-upon treatment
plan. For example, obtaining prescriptions for the same or similar drugs from more than one physician or
other health care provider without the treating physician’s knowledge is aberrant behavior, as is use of illicit
drugs.

Abuse: a maladaptive pattern of drug use that results in harm or places the individual at risk of harm. Abuse
of a prescription medication involves its use in a manner that deviates from approved medical, legal, and
social standards, generally to achieve a euphoric state (“high”) or to sustain opioid addiction or that is other
than the purpose for which the medication was prescribed.

Addiction: a primary, chronic, neurobiologic disease, whose development and manifestations are influenced
by genetic, psychosocial, and environmental factors & characterized by behaviors that include impaired
control over drug use, craving, compulsive use, and continued use despite harm.

a primary, chronic disease of brain reward, motivation, memory and related circuitry. Dysfunction in these
circuits leads to characteristic biological, psychological, social and spiritual manifestations.



Federation of State Medical Boards

MODEL POLICY ON THE USE OF OPIOID ANALGESICS IN THE TREATMENT OF
CHRONIC PAIN
July 2013

updated guidelines for assessing physicians’ management of pain,
so as to determine whether opioid analgesics are used in a manner that is both
medically appropriate

and
in compliance with applicable state and federal laws & regulations.



Inadequate attention to initial assessment to determine if
opioids are clinically indicated and to determine risks associated
with their use in a particular individual with pain.

Not unlike many drugs used in medicine today, there are
significant risks associated with opioids and therefore benefits
must outweigh the risks.



Inadequate monitoring during the use of potentially abusable
medications.

Opioids may be associated with addiction, drug abuse, aberrant
behaviors, chemical coping and other dysfunctional behavioral
problems, and some patients may benefit from opioid dose reductions
or tapering or weaning off the opioid.



Inadequate attention to patient education and informed consent.

The decision to begin opioid therapy for chronic pain should be a shared
decision of the physician and patient after a discussion of the risks and a
clear understanding that the clinical basis for the use of these
medications for chronic pain is limited, that some pain may worsen with
opioids, and taking opioids with other substances or certain condition
(i.e. sleep apnea, mental illness, pre-existing substance use disorder) may
increase risk.



Unjustified dose escalation without adequate attention to risks or
alternative treatments.

Risks associated with opioids increase with escalating doses as well as in
the setting of other comorbidities (i.e. mental illness, respiratory
disorders, pre-existing substance use disorder and sleep apnea) and with
concurrent use with respiratory depressants such as benzodiazepines or
alcohol.



Excessive reliance on opioids, particularly high dose opioids for chronic
pain management.

Prescribers should be prepared for risk management with opioids in
advance of prescribing and should use opioid therapy for chronic non-
cancer pain only when safer and reasonably effective options have
failed. Maintain opioid dosage as low as possible and continue only if
clear and objective outcomes are being met.



Not making use of available tools for risk mitigations.

When available, the state prescription drug monitoring
program should be checked in advance of prescribing opioids
and should be available for ongoing monitoring.
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Challenges in Using Opioids to Treat Pain in Persons With Substance Use Disorders
Seddon R. Savage, Kenneth L. Kirsh, Steven D. Passik
Addict Sci Clin Pract. 2008 June; 4(2): 4-25.



http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2797112/�

Exhibit 1-1 Statistics on Substance Use and Chronic

Painmn in thhe United States ey e
Category Statistic
Chronic pain patients who may 3296 (Chelminski et al., 2005)

have addictive disorders

People ages 20 and older who 56%9% (MNMational Center for Health
report pain that lasted more thamn Statistics, 200&8)
32 months

People experiencing disabling 352 (Portenoy, Ugarte, Fuller, &
pain in the previous yvear Haas, 2004)

People ages &5 and older who 5759% (MNational Center for Health
expeaerience pain that has lasted Statistics, 20048)

more thamn 12 months

Ciwvilian, noninstitutionalized U.S. 524 (Substance Abuse and
residents ages 12 and older who Mental Health Services

report nonmedical use*™ of pain Administration [SAMNMHSAL 2007)
relievers in past year

People ages 12 and older who 1994 (SAMNMHASA, 2008)

report that they initiated illegal
drug use wwith pain relievers

People with opioid addiction who | 2909 (Peles, Schreiber,

report chronic pain Sordon, & Adelson, 2005:;
Potter, Shiffrman, & Weiss, 2008;
Rosenblum =t al., 2003:;: Sheu at
al., 2008)

*MNomnmedical use is use for purposes othaer thamn that for which the medication was
prescribaed.




Patient Assessment

Patients should receive a comprehensive initial assessment.
It is important to discover the cause of a patient's chronic pain; howeuver, clinicians should not
assume a patient is disingenuous if the cause is not discovered.

The patient's personal and family substance use histories and current substance use patterns

should be assessed.
It is crucial to obtain collateral information on the patient's pain level and functioning, as well
as substance use disorder (SUD) status.

Comorbid psychological disorders should be assessed and treated.

Assessment of the patient with co-occurring chronic pain and SUD or other behavioral health
disorders should be ongoing.



Exhilkit 2-1 Elaeaments of a Comprehensive Patient Assessrmaenck

Elermermnt Ay s s easarrmeeaent Facthtor

Faim armd Caoprimag

- | eveaticom, chharacter (eug., shootimng or stimoginmoag, contirmuace s o
intermeikctsmty

Paim btypaes (e, moechcaepetmess, rmaeunopaithic, rmiiscacd)

Lowweast armnd highaest extent of paim im a typical dasy, om = O—te-—1 00
sc=lae

LiI=sual ppaim i a thypical day, om a O-boe-110 scale
Wy arned heowe thee paidn startoaad

Exacaeriba=ting factors (=.ag., exaertiomnmn activiiny, food cocomsaermypeticor,
clitmimnatiomn, stress, maedical issuacss)

= Palliatimng factor=s {(=2.g., haeat, coold, straetching, rest, mveaedications,
complaermeaentary amnd sttarmative trestrmeaentsy

Pricr aewvaluations o dotermeirne thhae sowrcses of pprai;m

Raesponss o prraewicoses praim treastrmeaents, imcloaedinmg ocormype laermsasratary:
amnd altsrmatives treastrmeaendts amnd imtereantional treotrmendts

- Goals arnd espectations for pain raeliaef

Collater=d Imboarrmeadtiaom

i=m= counc@l o olbhtgan swuch innfforrmastiomn as:

Fimndimngs of otheer climicians, ppricors amad ooesrremt
Famuilby comnoermns, Bbaeliefs, amnd obsaervations

Fhoarmacest cormrcaermnms, vwihhere relaewandk

Dat= froomm State =lectronic prescriptiomn myonioring prograSrmes,
if availlakl=

Prlladical recornds, induding pesychiatric anmnd substamnce uscos disoaondors
(M= trootrmaernt recorcds

Foemcticors

Effect of paim oo

- SAuctivities ofF dailby lineinagdabiliidy: o care for onesaeif

Coamtngarciaes

= I =T=1 ]

- Pl

- Wiork/housashold responsililitiaes

- e

- Soucializaticon =amnd support systaerrms

- Raecrsastionm

- Soals arnd espectaticons fior restornaed fumcticoam

= Fazrmuily suppart of vwellness varsus illmeaess bbahyaseicer

- YWeecaticormal imncentiess and disimncantdtives -

= Fimnancial imncentwes and disimcoasrnritives ‘h% Dru EXToRCEVENT ADMINIsTRAJION
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Exhibit 2-1 Elements of a Comprehensive Patient Assessment (continued)

Element Assessment Factor

Substance UUsa History
and Risk for Addiction

= Currant use of substances, including tobacco, alcohol, overtha-
counter medications, prescrniption medications, and illicit drugs
(confirmed by toxicology)

= Foous on opioids to the exclusion of othaer treatmeaents

= Adwverse consequaenceas of use (e.g., functhional IMmpairment; legal,
social, fimnancial, family, work, medical problaems)

= Age at first use=
= Treatment history, including attendance at mutual-help groups
= FPariods of abstinence

= Strength of recovery support network (e.g., sponsor, scber
support network, mutual-help mecstings)

= Family history of SUD

= History of physical, sexual, or emotional abuse or trauma

C o Ooccuming Condirtions
and Disorders

= Psychological conditions {(e.g., depression, anxiety, post-traumatic
stress disorder [PTSDY]), somatoform disordaers)

= PfMeadical conditions (e.g., hepatic, renal, cardicovascular, metabolic)

= Cognitive impairmeants (e.g., dementia, delirmum, intoxication,
traumatic brain injury)

Phiysical Exam

= Ralawvant associated signs of pain disordear

= Signs of substance abuse {(e.g., track marks, hepatomegaly,
residua of skin infections, nasal and ocropharyngeal pathology)

PMantal Status

= PpMadication focusad

= Somatic preccoupation

= Mood
- SL..I_IEid-Ell idEEtiDn -Ell'il:l bEhEl"-':llElr B 'Iv’-q,% DRI'{; ENFORCEMENT .‘\DMI\'I\TR.\E\'
= Cognition {(e.g., attentional capacity, mermory) ‘;‘_D;MUSEUM
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[Exhibit 2-2 Tools To Assess Pain Level

Tool
Faces Paim Scale

Strength
Easy to use

Usable with people who hawve
mild to moderate cognitnve
impaimmment

Translatas across cultures anmnd
languages

Weakness

= YVisual impairment
may affect accuracy or

completion
= May measure pain affect,
not only pain intensry

MNMumeric Rating Scalae (MNRS)

Easy to use if patient can trans-
late pain intoc numbers

Easy to administer and score
Camn measure small changes in
pain imtensriky

Oiral or written administration
Sansitive to changes in chronic
pain

Translates across cultures and
languages

= Ddifficult to administaer to
patients with cognitive
impairmeants because of
difficulty translating pain
imto numbers

Vearbal Rating Scale/Graphic
Rating Scale

Easy to use
Cral or written administration

High completion rate with
patients with cognitive
iImpairments

Sansitive to change and wali-
dated for use with chronic pain

Correlates strongly with other
tools

= Mot as sensitve as NRS or
Visual Analog Scale

% MUSEU
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Exhibit 2-2 Tools To Assess Pain Level (continued)

Tool
Visuzl Analog Scale (VAS)

Strength

= Easy to use, but must be pre-
sented carafully

*= Pracise

= Sensitive to ethnic differences

= Easily translated across cul-
tures and languages

» Some ewvidence that a hori-
zontal line may be better than
a vertical ("thermometer™)
ornientation

Weakness

* Visual impairment may affect
acouracy

= Can be time consuming to

score, unless mechanical or
computerized VAS tools are

used

= Low completion rate in
patients with cognitive
impairments

» Difficult to administer to
patients with cognitive
impairments

« Cannot be administered by
phone or email

= Subject to measurement arror

.......

Bird, 2003; Bruntom, 2004.
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MNMumeric Pain Intensity Scale

The typical numeric scale to gauge pain is from 0 to 10, with O being no pain, and 10 being
veary severe, intolerable level of pain. The scale below explains the numbers.

Mankoski Pain Scale

Fain Free MNo medication needed
- Very minor annoyance-occasional minor - MNo medication neaeded

twinges

Minor annoyance-occasional strong MNo medication needed

twinges

Annoying enough to be distracting Mild painkillers are effective. (Aspirin,

Ibuprofen)

Can be ignored if you are really involved Mild painkillers relieve pain for 3 to 4
in your work, but still distracting hours

Can’'t be ignored for more than 30 minutes_ Mild painkillers reduce pain for 3 to 4

hours
G Can't be ignored for any length of time, Stronger painkillers (Codeine, Wicodin)
but yvou can still go to work and participate reduce pain for 3 to 4 hours
in social activities
7 Makes it difficult to concentrate, interferes | Stronger painkillers are only partially

with sleep. You can still function with effective. Strongest painkillers relieve
effort. pain (Oxycontin, Morphine)

8 Physical activity severely limited. You can | Stronger painkillers are minimally
read and converse with effort. Nausea effective. Strongest painkillers reduce
and dizziness set in as factors of pain. pain for 3 to 4 hours.

9 Unable to speak. Crying out or moaning Strongest painkillers are only partially
uncontrollably - near delirium. effective

10 Unconscious. Pain makes you pass out. Strongest painkillers are only partially
effective.

DRuG EXFORCEMENT ADMINISTRATION
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Exhibit 2-3 Tools To Assess Several Dimensions of Pain

Tool

Strength

Weakness

Brief Pain Inventory

¢ Short form better for clinical
practice

* Fairly easy to use
e Usaful in different cultures

* Translated into and validated
in several languages

* Mot easily used with patients
with cognitive impairments

McGill Pain Questionnaire

* Short form easier to
administer

e Extensively studied

* Measures pain affect

* Mot appropriate for patients
with cognitive impairments
* Translation complicated

* Meaning of pain descriptors
may vary across racial and

ethnic groups

Department of Veterans Affairs & Department of Defense, 2003.
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Exhibit 2-4 Tools To Assess Pain Interference With Life Activities and Functional
Capacities

Tool Purpose

Katz Basic Actvities of Dally Living Scale | Rates independance by assessing six areas of daily
activities

Pain Disability Index Measures chronic pain and chronic pain interference
in daily life

Roland-Morris Disability Questionnaire | Measures perceived disability from low back pain

WOMAC Index Assesses pain, stiffness, and physical function in
patients with osteoarthritis

¢"°ﬂmm{h¢% DruG ENFORCEMENT ADMINISTRATION
), M USEUM
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Exhibkit 2-11 Tools To Assess Emotional Distress, Anxiety, Pain-Related Fear,

and Depression

Administration

Tirme

Baeck Depraession
Inwventory

Measures depression

Z1 iteamns

10 minutaes

Brief Patient Health
DOuestionmnmaire

Meaasures depression, panic,
strass, and womean's haealth
ssuos

F aems on depression,
1-5 rteams on panic, 13
mams on strass, amnd

& tamis on WiodTian's
haeaith

“Waries

Center for
Epidemiclogic
Studies Deprassion
Scale

Meazsures how a patient has
falt and behaved In past wask

20 iterms

S 10 minuwutas

Geriatric
Dapression Scale

Seaks yes//no rasponsas to
measure depression inm oldaer
adults

Short form: 15 itemnms
L ong form: 30 iterms

5 10 minutas

Profile of Chronic Meoasures pain sevarity, inter— 15 items 5 minutes
Fain: Screan farance, and aeamotional burdean
Clinician Assoasses for PTSD symptoms, 30 iteams 45 minutaes or
Administered PTSD | the effect of symptoms on more
Scale imndridual’s Iife, and the sewverihoy

of symptoms
Ciawvidson Trawuwma Meazsures freguency and sevar- | 17 items 10 minutas
Scale iy of PTSD symptoms
Posttraumatic Assosses for PTSD symptoms 49 items 10-15 mimutes
Chagnostic Scale and savarity of symptorms
State-Trat Anxiaety Meazsures current anxiety and 40 items 10220 mimutes
Inwaentory propaensity for ansaasty Saelf-administaeraed
Tampa Scale for Meazsures pain-related fear 17 items

Kinaesicopholkia

of mowameant; may predict
disabyiliriy

Saelf-administerad




Exhibit 2-12 Tools To Assess Coping

Format Administration

Time
Chronic Pain Assesses willingnass to 20) ttems 5 minutes
Acceptance experience pain and engage In | Seli-administerad
Questionnaira activities
Fear-Avoidance Assesses patients who have | 16 tems 10 minutes
Beliefs Qluestionnaire | chronic low-back pain seff-administerad
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Exhibit 2-13 Risk of Patient’s Developing Problematic Opioid Use

Risk

Low

Characteristics of Patient
Mo history of substance abuse
Minimal, if any, nsk factors

Medium

Histery of non-opioid SUD

Family history of substance abuse

Personal or family history of mental illness

History of nonadherence to scheduled meadication therapy
Poorly characterized pain problem

History of injection-relatad diseases

History of multiple unexplained medical events (e.qg., trauma, burns)

High

Active SUD
History of prescription opioid abuse

Patient previously assigned to medium risk exhibiting aberrant behaviors

ORCEY N

Analgesic Research, personal communication, October 20, 2009, ’:"”%
) MUSEUM



IScreener and Opiocid Assessment for
Patients with Pain—Revised

SOAPP—R can predict which patients who
have CINCF are at high risk for problems with

chronic opicid therapy (Exhibit 2-14) (Butler,
Fernandez, Benoit, Budman, & Jamison,
2008). It is a self-administered guestionnaire
answered on a 5-point scale ranging from
(never) to 4 (very often). The numeric ratings
are added; a score of 18 or higher suggests

the patient is at hlgh risk tor pmhl-E;]:'ns- with
chronic opiocid therapy. <, b




Exhibit 2-14 SOAPP-R Cuestions

1.

20,

21.
22
23
24

Hloovwnr
o

aovifter
oiftem
Hooenwr ofiten

Hoowenr offiten
thermm =

Haoownwe offiten
Hooenwr ofiten
Hoowenr offiten

oA My
Sl "’-q,% DruG EXFORCEMENT ADMINISTRATION
’“3 M USEUM
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do yowu have mmood swings' - & VISITORS CENTER
hawe you felrt a mneed for higher doses of medication to treat yowur pains
hawe you felt impatient wwith your doctors®

hawe you felr that things are just too overnahelming that yowu can't handle

is thers tensicomn in thhe horme?
hawe you counted pain pills to see hovw mMmany are rermainingd

hawe you been concerned that people will judge you for taking pain

rreecdicatiorm s

do you feel bored =

o
s
oo
o
oo
s
oo
oo
s
s
o
oo

oiitemn
often
often
oiitemn
often
often
often
often
often
often

hawe
hawe
hawe
hawe
hawe
hawe
hawe
hawe

hasxe

you talken more pain medication than you were supposed tof
you worried abowut being left alones

you felt a craving for medicationd

others expressed concermn owver your use of medicatiomn:s

arny of your close friemds had a problerm with alcohol or dragss
otrthers told yvouwu thar you hawve a bad rempers

you felr consumed by the need o et pain medicationd

you run out of pain medication earkyr

others kept you from getting what you deservers

oftemn., in your lifetimme, have you had legal problemnms or been arrested

aibbe

meeting s
Hoovenr oftern havwe
mot hurt?

o
o
F o
o

haswe

often hawe
often hawe
often hawe
often hawe

you attended an Alcoholics AAnonyvmous or MNarcotics Anonymmouas
you beemn in an argument that vwas so out of control that someone

ywou been sexxually abused?
others sugpested that you have a drmag or alcohol problerms

yvou had to borross pain medications from yowuar family or friendss
you been treatved for anm alcohol or drag problem

Repromnted froem Butders &t @l 200E . Walidation of the rewised soresener and opiabld assessrmaent fior pathests weiths Eairne
Sowrrral o Fasrm, P S0 I 7E Lised weith permieessson frorm Elsewriaer



IOpicid Risk Tool

Opicid Risk Tool (ORT; Webster 8¢ Webster,
2005) identifies patients at risk for aberrant

drug-related behaviors (ADDRKBs) it prescribed
opioids for CINCP (Exhibit 2-15). Like
SOAPP-E, OET may help clinicians decide
which patients may require close monitoring it
opiocids are prescribed for them. Most patients
who have CINCF and histories of behavioral
health disorders are likely to have elevated
scores, indicating a high level of risk on opioid




[Exhibit 2-15 ORT

Mark Each Box HKem Score Iterm Score

That Applies if Female if Male

1. Family history of substance abuse
Alcohol 1 1
lllegal drugs 1 2 3
Prescription drugs 1 4
2. Personal history of substance abuse
Alcohol L] 3 3
llegal drugs 1 4 4
Prescription drugs 1 5 5
3. Age (mark box if 16-45) 1 1 1
4. History of preadolescent sexual abuse 1 3 O
5. Psychological disease
Attention deficot disorder, obsessiva- 1 = 2
compulsive disorder, bipolar, schizophrenia
5. Deprassion 1 1 1
Total
Total score nisk category
L risk: 0—3 iﬁﬁ% Dkt ENTORCEMENT ADMINISTRATION
Moderate risk: 47 @;MH?EEM
High risk: = 8 S

W'ebster, L. B, & Webster, R, M_ {(20005)_ Predicting abermant behaviors in opicid-treated patients: Preliminary valdation of
the Opiocéd Rk Tool. Pam Medicime, H6), 4232447 Reproduced with permission of Blackossell PFubfishing, Ltd.




Exhibit 2-14&6 Elements To Document During Patient Visits

Aurea
History and Physical Evaluation

Elerments of Documentation

History of present illness SN, Drvo Exrorcevint Awivistration
Fain score/imtansity ijUSEUM
Medication history @ & Vo Cextie
SULY addiction history

Screaning tool assessmeants

MM eadical history

Fhysical examinatiocn

MM antal statusSocognirtiomn

Resul=s of diagnostic studias

Diagnostic/Clinical Indication for
Prescribing Opioids

MM o=t probable pathological explanation of chronic painm

Traatmart Plam

Pharmacological treatmeants

MNonphamacological treatments {(ae.g., physical thaerapy,
exarcise, behavioral therapy, liftestoyle cdhanges)

Treatmeant goals and anticipated time course

Adherence measures {(e.g., urine drug testing, pill counts)

Inmfformed Consent and Agresmeaents
for Treatmeant

Infformed consent (e.g., discussion of risks and baenefits of
treatment options)

Agrecameant speaecifying patient's responsibilitieas and climic
policies

FParmodic Kew s

Fain score/intansity

Physical, cccupaticnal, and owverall function; family and
social relationships; and mood and sleasp pattermnms

Side effects (including sawvarity)
ADRBs
MM edication

Mental statusScognirtiee changes

Consulttions and raforrals

As appropriate to provide comprehensine care

Avdapted froomm MNichol=on & Passk, S00007F




Key Points

 Patients should receive a mmprehensive initial assessment.
« It is important to discover the cause of a patient’s chronic pain; however, clinicians
should not assume a patient is disingenucus if the cause is not discovered.

* The patient’s personal and family substance use histories and current substance use pat-
terns should be assessed.

* It is crucial to obtain collateral information on the patient’s pain level and functioning,
as well as SUD status.

* Comorbid psychological disorders should be assessed and treated.

* Assessment of the patient with co-occurring chronic pain and SUD or other behavioral
health disorders should be ongoing.
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