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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. 

• Qualitative research on the demand that drives 
abuse. 
 

 



• These findings suggest that as 
prescription opioid use has waned, 
concurrent heroin abuse has increased, 
with important, distinct regional 
variations. The factors contributing to 
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 

• Theodore J. Cicero, Ph.D. 
Matthew S. Ellis, M.P.E. 
Jessie Harney, M.S. 
Washington University, St. Louis, MO  
cicerot@wustl.edu  
 

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 
 

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 
• Director of Interventional Pain & Associate Professor, University of Florida 

College of Medicine 
• Founding Faculty, Division of Addiction Medicine&  University of Florida 

Recovery Center 
• Consultation to the DEA on safe prescribing of narcotics 
• Medical Director, Wekiva Springs 
• Medical Director, Gateway Community Services 
• Medical Director, Stewart Marchman 
• Medical Director, Lakeview Hospital 
• Owner and Founder NexStep Integrated Pain Care 

 
 

 



Train doctors to recognize addiction 
Atlanta Journal Constitution -Friday, Oct. 9, 2015 
By William S. Jacobs 

• “ 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 have 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.” 
 

• 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. 
 



DEA Museum Format 

• 20 Minute Lecture- Cicero 
• 20 Minute Lecture- Jacobs 
• Comments & Questions 
• Open for Questions 



+ 

Transitions from Prescription Opioid Abuse to Heroin. 

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

The Prescription Opioid Epidemic 



+ 
The Prescription Opioid Epidemic 

Two major developments of the late 1990s/early 2000s. 



+ 

Joint Commission on Accreditation of Healthcare 
Organizations. 
 Pain as the fifth vital sign. 
 Recommended increase use of opioids to relieve pain. 



+ 

Release of extended-release oxycodone. 
 Initially thought to have little abuse potential. 
 Snorting/IV injection became common. 
 Became the most widely abused prescription opioid. 



Why are prescription opioids so attractive? 



+ 

 Euphorigenic. 

 They are legal, approved by FDA and prescribed by doctors. 

 Seen as safer than other drugs. 

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

No stigma of a “junkie”.   



What Rx drugs are most commonly used? 



+ 
Primary prescription  
opioids of abuse 
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Initial opioid exposure. 



+ 

Valid prescription from a physician to treat pain 
 62.2% 

 Experimental; seeking a “high” 
 37.8% 



Representative quotes related to first use 



“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….” 
 
 



“It was like god was petting me.” 



Unanticipated “benefits” of opioids leading to 
misuse. 



+ 

75% of the sample self-reports they used opioids to self-
medicate psychiatric related issues. 

85% of the sample self-reports the use of opioids to 
“escape from life”. 

 

 
 

 



Representative quotes 



“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.” 



“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.” 



“Mask inside emotions/traumas, feelings of fear, self-esteem, self-pity, 
anger and avoiding the growing stress and responsibility of life” 



“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.” 



“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.” 



“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.” 



“Forget about shame, forget about failures/shortcomings, to get relief 
from personal burdens/struggles, distract self from lack of inner 
peace.” 



“… [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).” 



+ 

Transitions to Heroin 



+ 
Rise in Heroin Use 

Two previous epidemics of heroin. 
 Post-World War II 
 Post-Vietnam War 

Both subsided; attributed due to high cost and low purity. 



+ 

The 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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Prescription opioids as a “gateway” to heroin. 



+ 
First Drug Used 



Increases in Heroin: 
Why? 



Practical Factors 



+ 

Prescription opioids  
 Some are expensive or have seen prices increase. 
Many preferred opioids hard to find. 
Abuse deterrent formulations 
 

 

 



+ 

Cost and availability. 
Heroin is cheaper. 
Heroin is easier to get. 
Heroin is easier to inject. 
Heroin is purer than ever. 
 
 

 



Representative quotes 



 “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.” 



“…it was cheaper and easier to get heroine [sic], which was much 
stronger and would get you higher than Oxycodone.” 



Evidence of Reduced Stigma 



“…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.” 



“….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.” 



“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……” 



Societal Impact: 
Changing Demographics 



+ 
Changing Demographics 



+ 
Changing Demographics 



+ 
Changing Demographics 

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

 

Previous heroin users:   
 Young, minority male living in an urban center. 

New heroin users: 
 Older, white male/female living in a suburban/rural area. 



+ 
Conclusions:  “A Perfect Storm” 

Supply side efforts reduced availability and increased cost 
of prescription opioids. 
Heroin is cheaper. 
Heroin is easier to get. 
Heroin is easier to inject. 
Heroin is purer than ever. 
 

 



+ 
Conclusions:  “A Perfect Storm” 

Better “high.” 
 Balance of what makes you feel the best vs. practical issues (cost, 

etc.) 

Stigma has started to subside. 
 

 

 



+ 

 

 

The End 



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. 





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.  
 



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.  

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

July 2013 

Federation of State Medical Boards 



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. 



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/�




Patient Assessment 
 
Patients should receive a comprehensive initial assessment.  
It is important to discover the cause of a patient's chronic pain; however, 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.  
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