Session 1

Talking with Patients About
Chronic Pain & Addiction

Aram Mardian, MD




Session Learning Objectives

At the end of the session, you will be able to:

 Create a script that engages the patient in a deeper understanding of
chronic pain and substance use disorders as neurobiological
conditions influenced by multiple factors

 Describe, in plain language, a multifaceted whole person approach to
treatment emphasizing longitudinal care interventions and self-care

techniques



Poll Question

Chronic pain activates different regions in the brain compared
to acute pain.

A. True
B. False
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An overview of key messaging
when talking with patients
about pain and addiction.



What is pain?



L . |ASP
|ASP Definition of Pain QIASP.

“An unpleasant sensory and emotional
experience associated with, or resembling
that associated with, actual or potential

tissue damage”



* Pain is always real
* Pain can be complicated

* Pain does not equal tissue damage

Understanding © Rurt# Rarm R
. e Sore but Safe . - ® .
Pa N * Pain equals protection e ® . ® -
* Pain depends on context o o .- *
* Pain system can be overprotective ® 5
* Retrain your pain system pain revolution

Factsheets - Pain Revolution



https://www.painrevolution.org/factsheets
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Chronic
Pain



doi:10.1093/brain/awt211 Brain 2013: 136; 2751-2768 | 2751

BRAIN

A JOURNAL OF NEUROLOGY

Shape shifting pain: chronification of back pain
shifts brain representation from nociceptive
to emotional circuits

Javeria A. Hashmi,” Marwan N. Baliki,” Lejian Huang," Alex T. Baria,” Souraya Torbey,’
Kristina M. Hermann,' Thomas J. Schnitzer” and A. Vania Apkarian®3*

SBPe > CBP

SBPe (n=94) CBP (n=59)

—BDI 23 23 8.0




Poll Question

Chronic pain activates different regions in the brain compared
to acute pain.

A. True
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REVIEW

suon) Predicting transition to chronic pain

A. Vania Apkarian, Marwan N. Baliki, and Melissa A. Farmer

KEY POINTS

e End-organ parameters are not adequate to explain the
transition to chronic pain.

e Brain function and structure reorganizes with chronic
pain on local and global scales.

e The brain’s emotional response to injury appears to
predict who transitions to chronicity.

Apkarian. Curr Op in Neuro, 2013



SERIES | CHRONIC PAIN | VOLUME 397, ISSUE 10289, P2098-2110, MAY 29, 2021

Nociplastic pain: towards an understanding of prevalent Mz IsH NN\ (@11
pain conditions

Mary-Ann Fitzcharles, MBChB 2 ! . Prof Steven P Cohen, MD ! . Prof Daniel J Clauw, MD -

Geoffrey Littlejohn, MD « Chie Usui, MD « Winfried Hauser, MD - Show footnotes

Published: May 29,2021 . DOI: https://doi.org/10.1016/50140-6736(21)00392-5 » [ JReCE ST EES

“...The mechanisms that underlie this type of
pain are not entirely understood, but it is
thought that augmented CNS pain and
sensory processing and altered pain
modulation plan prominent roles.”



Brain Changes In
Chronic Pain

* Shift from sensory to emotional brain circuits

» Pain amplification/augmented CNS pain and sensory
processing

* Treatment focuses on calming the nervous
system/retraining brain and nervous system

Apkarian. Curr Op in Neuro, 2013
Seminowicz, J Pain, 2013



Alarm

« Acute pain is a useful alarm that
demand immediate action to
protect the person

* Chronic pain is unhelpful and adds
to stress and results in more pain
sensitivity/amplification =
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In Acute Pain, there may be closer
relationship between tissue damage and
pain...

Hurt may signify harm

Adaptive view for Acute Pain — which
appropriately leads to immobilizing your
broken arm which will help healing
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In Chronic Pain, pain is often more related to
sensitization of the nervous system, and...

Thinking that hurt = harm when you have chronic
pain can lead to a vicious cycle of reduced activity
and more pain.

Once serious conditions Hurt % Harm

are ruled out, explain that

Can be Sore but Safe
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- “I have pain in my L5
« . vertebrae.”



Spine findings in asymptomatic patients by age

Age (yr)

Imaging Finding 20 30 40 50 60 70 80
Disk degeneration  37% 52% 68% 80% 88% 93% 96%
Disk signal loss 17% 33% 54% 73% 86% 94% 97%
Disk height loss 24% 34% 45% 56% 67% 76% 84%
Disk bulge 30% 40% 50% 60% 69% 77% 84%
Disk protrusion 29% 31% 33% 36% 38% 40% 43%
Annular fissure 19% 20% 22% 23% 25% 27% 29%
Facet degeneration 4% 9% 18% 32% 50% 69% 83%
Spondylolisthesis 3% 5% 8% 14% 23% 35% 50%

5% TS AT 3G ANT1E, ot 10 518 oA e CEeeraton inSsymplomatic poptions, AINE Am I Reuroradiel
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s Complex

* Painis produced by the Brain and is always real

« Acute pain maximizes the chance of survival by signaling
the need for protection

« But chronic pain is unhelpful
« Pain is distinct from tissue damage and nociception
 The nervous system can become over sensitive

* We can retrain the brain (and nervous system and body)
so that signals from the body are dampened/filtered



What Is addiction?



ASAM definition of addiction

« Addiction is a treatable, chronic medical
disease involving complex interactions
among brain circuits, genetics, the
environment, and an individual’s life
experiences. People with addiction use
substances or engage in behaviors that
become compulsive and often continue
despite harmful consequences.

* Prevention efforts and treatment approaches
for addiction are generally as successful as
those for other chronic diseases.
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Similarly stimulant use, or even thinking of a
drug you are addicted, to can set off an alarm.

Amygdala Amygdala
not lit up activated

Nature Video Cocaine Video

(Volkow courtesy of NIDA)



Cultural Transformation in Addiction Care

Brain Disease Model of Addiction,
Meds for Addiction Treatment (MAT)
Person Centered Care
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Person Centered Language

Person with opioid
use disorder

Addict
Non-concordant Urine

I Drug Test

v

olic

Dirty Urine
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Common Brain Mechanisms of

Chronic Pain and Addiction

Both Pain and Addiction involve:
* Low dopamine states (reward deficiency)
* Natural rewards less motivating

* Increased stress neurohormones (e.g., corticotropin releasing
factor, dynorphin, norepinephrine) -anti-reward excess

« Maladaptive learning
» Central sensitization/pain amplification in chronic pain
* Drug related cues trigger craving in addiction

Elman I, Borsook D. Common Brain Mechanisms of Chronic Pain and Addiction. Neuron. 2016 Jan
‘:b 6;89(1):11-36. doi: 10.1016/j.neuron.2015.11.027. PMID: 26748087.
% s



Empowering Patients
Towards Functional Goals



"Quick Fix”
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Treatment Approaches



Primary Treatment

Approaches for Chronic Pain

« Movement Therapies

* Psychological Therapies

* Integrated/Interdisciplinary Plans/Programs
» Evidence-based treatment of comorbidities

« Sleep problems, obesity, diabetes, tobacco and substance
use,

« Passive therapies that rely on a healthcare practitioner - focus
on safety with goal of supporting adoption of evidence-based
active therapies



Comparative Effectiveness Review April 2020
Number 227

Noninvasive Nonpharmacological
Treatment for Chronic Pain: A
Systematic Review Update

Evidence Summary

Comparative Effectiveness Review .
Number 228 April 2020

Nonopioid Pharmacologic Treatments
for Chronic Pain

Comparative Effectiveness Review Evidence Summar y

Number 251 October 2021

Integrated and Comprehensive Pain
Management Programs: Effectiveness and
Harms

Evidence Summary Comparative Effectiveness Review Apr|| 2020

Number 229

Opioid Treatments for Chronic Pain

<3 Evidence Summary

e’



Evidence-Based Nonpharmacological Therapy for LBP (Chou, # of
Ann Intern Med 201 6) Trials

Exercise 122
Chiropractic/manipulation 61
Acupuncture 49
Multidisciplinary rehabilitation 44
Psychological Therapy 32

Massage 26

Yoga
Mindfulness-based stress reduction
Tai Chi




Fight Med Classes in Four Common Conditions

Drug

Acetaminophen
NSAIDs
Tricyclics

Muscle Relaxants
Gabapentinoids
SNRIs

Tramadol
Opioids

Topical analgesics




Key Messages:

* Short term follow-up (1-6 mo):

« opioids associated with small improvements vs
placebo in pain and function, and increased risk of
harms

* No differences between opioids vs nonopioid meds
iIn iImprovement in pain, function, mental health
status, sleep, or depression

* Long term follow-up (> 12 mo):

« Evidence of effectiveness is very limited, and there
Is evidence of increased risk of serious harms that
appear to be dose dependent
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Optimized Antidepressant Therapy and Pain J AM A Kroenke et
al, 2009

Self-management in Primary Care Patients

With Depression and Musculoskeletal Pain
A Randomized Controlled Trial

Intervention: 12 weeks of optimized antidepressant therapy followed by 6
sessions of pain self-management program, then 6 month continuation phase

Outcome: depression and pain measures at 12 months

Results: at 12 months, intervention associated with improvements in
depression and pain (RR 2.4 for > 30% reduction in pain; RR 3.7 for global
improvement in pain)



Research Paper

PAIN 2015

Sleep and pain sensitivity in adults

Borge Sivertsen®®°*, Tea Lallukka®®, Keith J. Petrie’, Ol6f Anna Steingrimsdoéttir®, Audun Stubhaug™,
Christopher Sivert Nielsen®

Key Points:
* Poor sleep parameters were significantly associated with
pain sensitivity
* Pain sensitivity increased with greater frequency and

severity of insomnia, greater sleep onset latency, and
lower sleep efficiency in a dose dependent manner



Sleep and Pain

* Assess for sleep problems such as sleep apnea and insomnia
* Sleep hygiene is core interventional for all patients

VETERANS

CBT-i Coach

* Aver

GETITON
v’ Google Play

https://sleepeducation.org/heal
thy-sleep/healthy-sleep-habits/

MSM | SLEEP EDUCATION

'I;f"'lz Centers for Disease Control and Prevention

WY
L;W//Il" CDC 24/7: Saving Lives, Protecting People™ https://www.cdc.gov/sleep/about_sleep/sleep hygiene.html



Primary Treatment
Approaches for OUD

GOLD STANDARD  Medication is the gold-standard treatment for OUD.

Identifying and Managing Opioid Use Disorder: https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/1B10-
$ 933_OUD-ProviderAD-EducationalGuide_508Ready.pdf

Asawh



Medications for OUD

_ Buprenorphine Methadone Naltrexone XR

Reduced mortality (primarily
by opioid overdose) '/ /

Treatment retention

Reduced illicit opioid use

Reduced opioid cravings

Improved patient health
and well-being

NSNS NN
NSNS NN

v
v
v
?

v : benefit of treatment: 7 neutral or no effect

Identifying and Managing Opioid Use Disorder: https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/1B10-
933 OUD-ProviderAD-EducationalGuide 508Ready.pdf



Biological

Whole Person

Treatment Model for Sl
Pain, Addiction and

Spiritual

Mental Health

Sustained, happy
recovery.
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Pain and SUD Common

Treatment Goals

* Treat the person as a whole with aim to restore function
and reduce suffering/distress



Pain and SUD Common

Treatment Goals

* Treat the person as a whole with aim to restore function
and reduce suffering/distress

« Use combination of non-pharmacological and pharmacological
approaches (MOUD has strongest medication evidence)



Pain and SUD Common

Treatment Goals

* Treat the person as a whole with aim to restore function
and reduce suffering/distress

« Use combination of non-pharmacological and pharmacological
approaches (MOUD has strongest medication evidence)

 Treat co-morbidities including mental health and sleep



Pain and SUD Common

Treatment Goals

* Treat the person as a whole with aim to restore function
and reduce suffering/distress

« Use combination of non-pharmacological and pharmacological
approaches (MOUD has strongest medication evidence)

» Treat co-morbidities including mental health and sleep

» Reduce/eliminate unnecessary or harmful medications and
substances



Putting it All Together
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Talking with Your Patient

Focus on pain care being a process:
“When pain has been around for a long
time, it usually doesn’t have a simple
fix. Improvement most often comes
over time. | know that may not be what
you hoped for. Would you be interested
in learning about how we can work
together to help you develop tools to
better manage your pain over time?” )

“We used to think abnormalities and
changes on x-rays/MRIs meant
something was wrong, but we have
learned that most spines/knees/joints
will have abnormal changes over time,
and they don’t always or even usually

correlate with pain.”
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References for Clinicians

and Patients

Managing
Pain Before
[t Manages
=== lou

ey Fourth Edition

Jening ‘g prang | Lesso Jowndo]
it
~ .

Margaret A. Caudill, MD, PhD, MPH |
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Whiteboard

Use the NearPod link sent in the
chat to share your responses to
common statements by
patients.

‘I just want to be out of pain,
then | can exercise...go back to
work...do chores...”



Whiteboard

Use the NearPod link sent in the
chat to share your responses to
common statements by
patients.

"My friend is on gabapentin
and oxycodone. Can | have
this for my lower back strain?”



Whiteboard

Use the NearPod link sent in the
chat to share your responses to
common statements by
patients.

“I tried everything else years ago
for my knee arthritis but nothing
else worked. | just want my
hydromorphone 8 mg four times
daily refilled - that’s all that
helps.” (MEDD 180 mg)



Whiteboard

Use the NearPod link sent in the
chat to share your responses to
common statements by
patients.

“Why are you asking about my
smoking? What does my
father’s alcohol use have to do
with anything? Substance use
helps me cope with pain, so
why should | consider cutting
back?”



Whiteboard

Use the NearPod link sent in the
chat to share your responses to
common statements by
patients.

“If you don’t give me what |
ask for I'll buy it from a dealer,
and if | overdose it is on you.”



Whiteboard

Use the NearPod link sent in the
chat to share your responses to
common statements by
patients.

“Why are you only giving me
buprenorphine and
methadone as choices when |
have real pain that started my
addiction?!”



Questions?

Please unmute yourself or submit your guestion
in the chat box
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Session 2

Utilizing Screening & Assessment
Tools In Your Practice

Marianne Fingerhood DNP, ANP-BC, CNE



Session Learning Objectives

1. Understand the difference between screening and
assessment and the role of each in clinical practice.

2. Describe different screening tools available for providers.

3. Differentiate which screening tools to use in various
nealthcare settings and at different stages of treatment.

4. Understand the role of trauma in addiction and pain
treatment.

5. Describe best practices for integrating screening tools
into clinical practice.



Whiteboard What pain and addiction
screening and assessment

Use the NearPod link sent in the

chat to share your responses to tools are you familiar with?
the prompt




Whiteboara What are 3 challenges you
experienced when using

Use the NearPod link sent in the .
chat to share your responses to screening, and assessment

the prompt tools?




Background

« National Survey on Drug use and Health -2019 reported that:
- 19.3 million adult Americans with SUD (7.7%)
- 9.5 million adult Americans with SUD AND a mental
health disorder (3.8%)
* Only 10% receive treatment
* During Covid-19 pandemic increase in addiction, overdoses,
and mental health illnesses
* Tools are essential to properly and accurately diagnose to
provide treatment

j, https://www.samhsa.gov/data/sites/default/files/reports/rpt29392/Assistant-Secretary-nsduh2019_presentation/Assistant-Secretary-nsduh2019_presentation.pdf
5 b £
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Differentiating Screening & Assessment

Screening

Evaluation in people with no known risk
factors

Usually brief/short; quick appraisal
Looking for potential disease in people who

Assessment

Positive screen followed by a more detailed
assessment

In those with evidence disease
Evaluation of severity disease and extent of

have no identifiable symptoms disease

. Mitigating and associated factors for

. Outcome generally a simple yes or no/ , ,
consideration

presence or absence

. Goal is early detection and intervention ’ Analyze aspects of additional risks
° Promote lifestyle changes as necessary

- If screening took place at population
level start enhanced surveillance

Main goal is to decrease risk of potential
disease OR detect it early enough for
enhanced and optimal treatment
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Utility of Screening Tools

= Way to standardize assessments and information obtained

May save time especially if patients fill out ahead of time and it is reviewed prior
to time with patient

Q Ensures pertinent questions/topics are not missed

Useful in primary care, surgery, pain management, neurology other disciplines to
discover disease that may not be evident

E.

May achieve greater patient engagement in these settings compared to specialty
addiction centers
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Basic Principles of Screening

El

Use clinical
judgement when
determining if
intervention is
needed for
substance use.
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When multiple
substances are
identified prioritize
intervention to
most acutely
harmful first.

Clinical judgement.

May choose to
address all
substances at
same time.

v

A good screening
test will be
accurate.

High sensitivity.
High specificity.
Good predictive value.



United States Preventive Services Task

Force USPSTF Recommendations

 Recommends screening with brief intervention for alcohol use
routinely in all adults

« Strongly recommends screening all adults for tobacco use and
provide tobacco cessation options for treatment

 |nsufficient evidence routine screening and brief intervention
to prevent or decrease alcohol misuse in children and
adolescents

 |nsufficient evidence routine screening and brief intervention
to prevent or decrease tobacco use in children and adolescents

 |nsufficient evidence to recommend general screening with
brief intervention for illicit substance use



Common Screening & Assessment Tools

Pain with Potential

Addiction

Assessments

Disability
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Screening & Assessment Tools - Pain/Opiolad
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Current Opioid Misuse Measure (COMM)*

Please answear each question as honasily as possible. Keep in mind that we ara only asking abaut
ihe past 30 days. There are no right or wrong answers. If you are unsure about how to answer the
guastion, pleasa give the best answer you can.

Please answer the questlons using the

Mever
M1 Sometimes
Often
Very
Often

following scale:

0 1 3 4
1. In the past 30 days, how often have
you had trouble with thinking clearly or Q Q o o 0

had memory problams?

2. In the past 30 days, haw often do
people complain that you are not
completing necessary Wasks? (l.e., doing 0 o o o 0
things that need to be done, such as
geing 1o class, work or appaintments)

3. In the past 30 days, how often have
you had 1o go 1o someone other than your
prescribing physician to get sufficient pain

relief from medications? (i.e., anoiher 2 e o o Q
doctor, the Emergency Room, friends,
sireet sources)

4_In the past 30 days, how often have
val taken your medications differently o O 0 0 0
from how they are prescribed?

2. In the past 30 days, how ofien have
you seriously thought about hurting O o o o O
yourself?

E. In the past 30 days, how much of your
time was spent thinking about opigid o o o o a
medicatians (hawving enough, taking them,

& dosing schedule, e1c.)7?



Please answer the questions using the

Newver
Seldom
Sometimes
Often
Very
Often

fiollowing scale:
1 2 3
7. In the past 30 days, how often have o o o o a

you beEn in an argumeant?

8. In the past 30 days, how often have
you had trouble controlling your anger o o O 0 0
(e.g.. road rage. screaming, stc.|?

9. In the past 30 days, how often have
you needed to take pain medications o 0 0 o L.
belonging to someone ekssa?

10. In the past 30 days, how often have
you been worried about how you're o O O 0 O
handling your medications?

11_ In the past 30 daye, how often have
athers baan warried about how you're o o O Qa a
handling your medications?

12. In the past 20 days, how often have

yau had toa make an emergency phone

call or shaw up at the clinic without an 0 0 o o 0
appointment?

13. In the past 30 days, how often have o 0 o o o

you gotten angry with peaple?

14. In the past 30 days, how often have
you had to take more of your medication o o £ Q Q
than prescribad?

15. In the past 30 days, how often have
you borrowed pain medication from o 0 L4 ] L 0
someone alsa’y

16. In the past 30 days, how often have
you used your pain medicine for
symptoms other than for pain {e.g., o ] ] O a a
help you sleep, improve your mood, or
religve stress)?

17. In the past 30 days, how often have
you had to visit the Emergency Room? 2 2 . 5 =

L2015 Inflexxion, Ine. Permission granted solely for use in published format by individual practifioners in

. clinical practice. Mo other wses or allerations are authorized or permitted by copyright holder. Permissions
guestions: PainEDU @& irflexxion com, An onling version of this tool s induded in PainCAS. The Current Opioid
‘*”45,\@\“% Misuse Measure (COMM* was developed with a grant from the Mational Institutes of Health and an

educational grant from Endo Fharmaceuticals,



D.L.R.E. Score: Patient Selection for Chronic Opioid Analgesia
For each factor, rate the patient’'s score from 1-3 based on the explanations in the nght

hand column

SCng Facior Explamatan

Diagnosis T = Eeign CIMGNIG CONGEIN WiTh Farimal Chpecive INGTGs of N Dainis
L el diagnagss Examples; Sonmalgia, Ferans hepdacies,
FaEgEhie back foen

2 = Sty progressse condilion cortordant with modesile paen, of Bosd
condition wih moderate ohiective Sndings. Exampies. faiied Dack sumery
sﬁm.nﬂunmmmmﬂﬂm NEURRETIC

2]
¥ = Advancsd condison contonian welh savens pain with objeclive Endings
Examples: savers ischemic vasoular dsers . advanced naurcpaiiy, savers

spiral slandeis

hﬂm-fh]tﬂ"[‘gl mmmmmmmnmmupmmn

- [T ProcHes

2 = NS cusiomry Nediments Foes Baan e bul e palisnt i@ nol Ay

engaged n B par marespement process, or Edmers. prevenl [msurance,

frarsportaton, medical ilness|.

3 = Pateent fully engaged in o specinam of appropnais ireaiments it sih
[

! w!!&.
Risk [R=Talmlof P + C + R+ 5 balow)

Paychologecal 1 = Seriows. personaity dyshuncion o mental iness inlefeing Wik cae
Example persorably dsonder, severe aflecive deonder, signifcant
personalfy mamn

2 = Persaorally of menlal health maenes moderalely, Example daprossion
o Iy s

1 = Godd commuimcaSon with cinic. No sigrificant pemsarally dysfunchion
or mental ilness

‘Chemical Heafth: 1 = Achve of wery necert use of ihot drugs. exces=sve alcohol, or
prescription dnag abse

2 & Chamical coper (uses medicalion 1o cope with Siness) or histong of CD
in EmSson

3= Mo GO history. Mot drug-locused o chemically neliant

Helasity T = Fisiory of nUMEIoUs prodients: medicason mMSuse missed
appointmants, raraty Tollows. through

7 = Dfcasional difficuities with compllance, Eut generally reliahis

e

St Suppo. 1= Ll in chaos. Lilie Gty supgon and Tew choss mialonships. Lo of
e Pl il rodes

2 = Arduchon in dome iskdlionsfps: and ile roles

3 = Supporive familywcioss relationships. Involved inwoelk or school and no
S0Cia olation

EMcacy Srores 1 = Ppor funclion or mirimal pain redel despie moderate 1o high doses.
L o 2 = Moderals benell with funclion inmgeowed in 3 rmber of winys (o
insufficient rfo — hasn fied apeord vl or wery iow doses o loo shorl of 3
fral]

¥ = Gepddl improearnsnt im pain and Rarcton and gualty of ile with siabia
OEe]. (T T

Total score=D+ 1+ R+ E

Soofe £-130 Mot a suftable candidate for long-1amrm apioid analjesia
Score 14-21:; May be a candidate for long-term opécid analgesia
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Opioid Risk Tool

This tool should be administered to patients upon an initial visit prior to beginning oplold therapy for
pain management. A score of 3 or lower indicates low risk for future opioid abuse, a score of 410 7
indicates moderate risk for oplodd abuse, and a score of 8 or higher indicates a high risk for opoid abuse.

Mark each box that applies Fermale Male

Family history of substance abuse

Alcohol 1 3

Ilegal drugs 2 3

Rx drugs 4 4
Personal history of substance abuse

Alcohol i 3

lilegal drugs 4 4

R drugs 5 5
Age between 16—45 years 1 1
History of preadolescent sexual abuse 3 0
Psychological disease

ADD, OCD, bipolar, schizophrenia 2 2

Depression 1 1
Scoring totals




1. How often do you have mood swings?

2. How often have you felt a need for higher doses of medication to treat your pain?
3. How often have you felt impatient with your doctors?

4. How often have you felt that things are just too overwhelming that you can’t
handle them?

5. How often is there tension in the home?

6. How often have you counted pain pills to see how many are remaining?

7. How often have you been concerned that people will judge you for taking pain
medication?

8. How often do you feel bored?

9. How often have you taken more pain medication than you were supposed to?
10. How often have you worried about being left alone?

11. How often have you felt a craving for medication?

12. How often have others expressed concern over your use of medication?
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13.

14.

15.

16.

17.

18.

19.

20.

How often have any of your close friends had a problem with alcohol or drugs?
How often have others told you that you had a bad temper?

How often have you felt consumed by the need to get pain medication?

How often have you run out of pain medication early?

How often have others kept you from getting what you deserve?

How often, in your lifetime, have you had legal problems or been arrested?
How often have you attended an AA or NA meeting?

How often have you been in an argument that was so out of control that

someone got hurt?

21.

22.

23.

How often have you been sexually abused?
How often have others suggested that you have a drug or alcohol problem?

How often have you had to borrow pain medications from your family or

friends?

24.

How often have you been treated for an alcohol or drug problem?

SOAPP-R




Prescription Drug Use Questionnaire — Patient Version

If vou are currently taking any type of narcotic pain medication (such as Vicodin, Codeine, Percocet,
Morphine, Darvon, etc.). please answer all the following questions. Circle either “Y™ for a response of

“Yes™ or “N" for a response of “No™ to each question.

1. Do vou have more than one painful condition? Y
2. Arevou disabled by pain (unable to work or participate fully in activities)? Y
3. Arevoureceiving any disability pavments (such as 551, or VA disabality)? Y
4. Do vou have any current lawsuits or claims related to vour pain problem? Y
5. Have vou tried anv non-medication treatments for vour pamn problem (such as physical therapy, Y
TENS, biofeedback)
6.  Has vour pain been adequately treated over the past 6 months? Y
7. Dovou feel at all angry or mistrustful toward vour previous doctors? Y
8.  Have you been given pam medications from more than one clinic over the past 6 months? Y
9. Have you ever been or do vou think vou might currently be addicted to pain medications? Y
10.  Has a doctor ever told vou that vou were addicted to pain medications? Y
11.  Have you had to increase the amount of pain medications vou take over the past 6 months? Y
12, Have you had to call in for more pain medications because your prescription ran out? Y
13.  Have you used the pain medications to help other symptoms such as problems sleeping, anxiety, Y
or depression?
14, Do vou save up unused medications in case vou might need them in the future? Y
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Selected Screening & Assessment Tools - Pain

Brief Pain

Index




Short-Form MceGill Pain Questionnaire

PATIEMNTS MAME DATE
HOHE WD MOCERAT SEVERE
THROBBING i 1} Fa i
SHOOTING o 1} ] X
SEaRRIMNG ] 1) 23 n
SHARP i) 1 M n
CRAMPMNG o0 1) 2 iLA|
ARG LR} 1) 2} 33
HOT BURMNING o0} 1) 2 X}
ACHIMNG [0}} L} 2 A
HEAVY o 0 ) &Y
TEMILER a3 ) 2 )
° SPLITTING o 1) 4) 3

‘ | NRINGEXHAUSTIMNG 0] 1) ] 3
SCKENING ay 1) al ki
FEARFUL o3 1) 23 ]
PLINISHING (T RUEL o 1} F 3

WORST
MO i
WAS g POSSELE
FAd
i— .

[
0 MO PAIN
1 MLD -
2 DECONMPORTING
3 DESTRESSIMNG .
4 HORRBLE = -
& EMCRUCIANMNG =R, Melrock 1984

The short-lomm MoCall Pan Questiommaare (SF-MPOR. Descnpiors 1-11 represent the semsory
dimension off pain experience and 12-15 represent the ailective dimension. Each descriptor is ranked
o an iniensity scale of 0 = pone, | = mikd, 2 = modeme, 3 = severe. The Present Paan Intensity (PP
off the standard long=form MoGiall Paan Ouessionnaire | LF-MPC and the visua) analogoe scabe {VAS)
are alsy inchuded o provide overall nfensity scores.
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Brief Pain

Inventory
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1] Throughout our Bves, mest of s have had pain froms time
o R (sasch & enimar hasdsches, spraing, and ioalfochos)
Hnir yiomi s pvies lFvir Lsan asa i yilay' kinds of pain
By

I Yeu 2 Mo

£ Oin thia diagram, shads in the arcas whers ol feol pain
Put an X om the area that huris the most.

3 Pioase rave youir pain by circling the one navsn that Bist
dioscriss youlr paim at its worst in tha past 24 houirs.

o 2 3 4 5 ] | 8 9 10
Ko Pain i basdl s
pain i Al imagne
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a 1 2 I 4 g [ T E 9 10
[ 5 Pain i hod 55
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vl howw rrach pain you Rave right now.
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Detertmining Your Widespread Pain Index (WPI): Part 1
To answer the following questions, patients should take
into consideration: The WPl Index score is between
= how you felt the past week Oand19.
= while taking your current therapies and treatments
» and exclude your pain or symptoms from other known
illnesses such as arthritis, Lupus, Sjogren’s, etc.

Check each area you have felt pain

in over the past week.

A Shoulder girdle, left A Lower leg, left S
O Shoulder girdle, right 3 Lower leg, right

N | Uppcr arm, left a ]awg left

3 Upper arm, right 3 Jaw, right

O  Lower arm, left A Chest

3 Lower arm, right A Abdomen

3 Hip (buttock), lef d Meck

3 Hip (buttock), right A Upper back

A Upper leg, left A Lower back

N | Uppcr ].cg, n'ght [ Mone of these areas

Count up the number of areas checked and enter your
Widespread Pain Index or WPI score here:

Fatigue: Waking unrefreshed: ____ Cognitive symptoms:

* 0 = No problem * 0= No problem * 0 = No problem

* 1 = Slight or mild problems; * 1 = Slight or mild problems; * 1 = Slight or mild problems;
generally mild or intermitent generally mild or intermittent generally mild or intermittent

* 2 = Moderate; considerable prob- * 2 = Moderate; considerable prob- * 2 = Moderate; considerable prob-
lems; often present and/for ata lems; often present andfor at a lems; often present and/for ata
moderate level maoderate level moderate level

* 3 = Severe: pervasive, continuous, *# 3 = Severe: pervasive, continuous, * 3 = Severe: pervasive, continuous,
life disnurbing problems life disturbing problems life disturbing problems

Tally your score for Part 2a [not the number of checkmarks] and enter it here:




woF 4
&,

& %

E %
3 5

5 g

% s
o 5

Asawh




CAN g,
0,
S,

R\
K

ora
AP

%

PATIENT HEALTH QUESTIONMNAIRE (PHO-9)

[WATE:
Ower the ast 2 weeks, how often have you been
bothered by any of the following problems?
fuse " bo indicae your answer) )

1. Litthe imterest ar pleasure in doing things

2. Feding down, depressed, or hopeless

A Trouble faling or staying askeep,
or sieeping boo musch

d. Fesling tined or having littke enengy

& Poor appetite or owereating

& Fesling bad about yourself—ar that
you are a falure or haree let yourself
or your family down

7. Trouble concentrating an things, such as reading the
rewspaper or wabching felevision

A Moving or speaking so siowly that ather pecple could
harse noticed. O the opposie—being so fidgety
or restiess that you hase been moving arownd a lot
mare than wsual

8. Thoughts that you would be better off dead,
or of hurting yourself in some way

add colummns:

HdalTy aa prodieanvial Ry LBNWDEGRO of TOTAL,  TOTAL:
D SRR N NI A SOV e )

10. if you checked off any problems, how
oificrlt haree these problems made i for
you o do your work, take cane of things at
home, or get along with other people”

ot ditlsall at all
Somewhat dfeull

Wery ditlioall

FIGURE 1. Petient Health Questionnaire (PHG-9). The PHQ-D copyright 1999 Pfizer Inc. All rights resenved.

Reproduced with permission.




GAD-7 Anxiety

Over the last two weeks, how often have you Not Several More Nearly
been bothered by the following problems? at all days than half every
the days day
1. Feeling nervous, anxious, or on edge
0 1 2 3
2. Not being able to stop or control worrying
0 1 2 3
3. Warrying too much about different things
0 1 2 3
4. Trouble relaxing
0 1 2 3
5. Being so restless that it is hard to sit still
0 1 2 3

6. Becoming easily annoyed or irritable G A D 7
0 1 2 3

7. Feeling afraid, as if something awful
might happen 0 1 2 3

Column totals + + + =

Total score

If you checked any problems, how difficult have they made it for you to do your work, take care of
things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult
[ [ [ [

2J V7
& & NG
(TG

rcan
W5 0,
[Py
A*vf)m
N

&

X

LY

Source: Primary Care Evaluation of Mental Disorders Pafient Health Questionnaire (FRIME-MD-PHQ). The PHQ was
developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke, and colleagues. For research information, contact Dr.
Spitzer at risB@columbia.edu. PRIME-MDE is a trademark of Plizer Inc. Copyright@ 1899 Phizer Inc. All rights reserved.
Reproduced with permission
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Beck's epression [mveniory

This depressiom inventory can b self-scored. The sconng. scale is at the end of the goes ionmaire.

=)
T - - I - I -]
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1 dix not Teed saadl

1 feell sad

1 am sad all the time and | cant snagp ot of ol
1 am s sad esd mnda ppey thant | can®t stzd il

1 am not panticalarly discoursged about the Gature.

1 feel discoursged abaonn the fomare.

1 fes=l I have nodhing to look foreard mo.

1 fesell thee furture is bopeless and that thimes commot improve.

1 dox not feel like a fxilure.

1 feszll I harve fxilesd more than the avermge person.

A5 | book back on my life, all | can see is a bot of failores.
1 feell | 2 & compleie failore as o person

1 get s much sarisfaction out of thimgs as | used io.
1 don't emjoy things dhe way 1 used 1o

1 don't get real satisfaction ot of anything anymaore.
1 am dissats{ied or bored with everyibnng.

1 don't feel particularty guilny

1 feszl guihty & mosnd part of the tinse.
1 feell quisie gualiy noosi of dhee drnes.
1 feel guiliy all of the time.

]:I:ln"lﬂ:-elll.l:-l:la.ngpu:ldﬂ:l

1 don't feel | ans any weorse than arybody else.

1 am cnttical of myself for nvy wesknesses or mistakes.
1 blams myself 2l the time for ny foahi=

1 blams myself for everything bad that happens.

1 don'i have sy thoughis of killing myseli.
]I:-'l.-zh::u.ghtn-l'h‘ng muyselE, e || would mot canry them out.
1 would Fike o Gl moself

1 would kill my==lf if | bad the chance.

1 don't cry any more than usual.

1 cry miore now thon | used 1o

1 cry all the time mow:.

1 usezd i be able to oy, bul now | can't cry even though | wani oo
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1 am no moee immitated by thimgs than | ever was.

1 am shighaly meore imated now then msusl

1 am gquite srrsoyed or irmiesd o good deal of the timme.
1 feel wrimied all the time.

1 have moa bost imderest in otber L

1 am less interestend in other people than | used io he.
1 have ket most of my inlerest m other people

1 have losi &ll of my interest in other people.

1 make decisioms about as well 2 1 ever cowald.

1 put off making decisions maore than I used o

1 have greaver difficulty in maiting decisions more than [ esed oo
1 cam’t make decisions at all anymaorne.

1 don’t feel that § ook sy worse than 1 used 1o

1 am waormed that | ans kesolcing old or unatiractive.

1 feel thezre are permanent changes in myy appeareance that meske me ook
(ST be

1 believe that 1 book mghy

1 cam work ahowm 2= well as before.
It tzkes an extra effion to get staried & doing someihing,

1 have o prash myself very hard to do anything,.
1 cam®t dix sy woork et all

1 comi sleep as woell a5 usual.
1 don't sleep as well 2 1 wsed

1 wonlke up -2 hours sarlier than usual snd fimd it hard o get back o sleep.
1 walke up several hours earlier than | used o and canmeot get back 4o slesp.

1 don’t ged maore tired than usual.
1 get tred more easily than [ esed oo
1 am o tired e do anythisg.

hily appetibte is mmch worss mow.
1 have mo appetite 21 all anymore.

1 haven't lost much weight, if any, lmely.
1 have kosi more then five pounds.

1 have lost more than ten pounds

1 have lost more than fificen pounds




| am nix move woamied about oy healih than usual.

| am womed ahow physical problems like aches, pains, upsei stomach, or

| am very wormed about physical problems and i's hard #o think of much eke

I am s wormed about my physical problems that | canmot think of awyihing else.

2.
I have mot noticed any recent chamge m oy inieresi m sex.
| am less mieresied im sex than | used io be

I have almosi no interest m sex

I have lesit intepest in sex completely.

bt fob o T kit et

IMTERFRETING THE BECE DEPRESSION INVENTORY

Mow thai you have compleied the guestionnare, add up the score for each of the
guestions by counting the number o the nght of each question you marked. The lghes possible
ioizl for the whaole tesd would be sooy-three. Thas would mean you cirched number three cm adl
tweniy-one goestions. Since the lowest possihle soore for sach question is zero, the |owest
possible score for the iesi would be zero. This wounld mean you circles zero on each guestion.
¥ou cam evaluste your depression according io the Table below.

Toial Soore Levels of Diepression

1-10x These wps and downs are coesidered nonmal
1=l Mild mood disturbance

17-210 Borderline clinical depression

21-30 Meoderare depressuon

3140 Severe depressuon

over 4l Extremse depression

: med_ nany milisilesNMCP2iPatienl Servioes!
uuuuuuuuuu inicLab/DocumentsBeck_Depression_|rsentory. pdf




Trauma & Substance Use Disorders

« Self-medication hypothesis: People with PTSD use substances
to aid them in coping cope with or countering their symptoms

* High-risk hypothesis: People with substance use disorders have
higher rates of trauma as a result of their substance use
(secondary to lifestyle choices related to substance use)

* Susceptibility hypothesis: People who use substances are at
higher risk of developing PTSD after exposure to trauma than
those who do not use substances

Haller M, Chassin L. Risk pathways among traumatic stress, posttraumatic stress disorder symptoms, and alcohol and drug problems: a test of four
‘& = hypotheses. Psychol Addict Behav. 2014;28(3):841-851. doi:10.1037/a0035878

SJ;‘ https://www.relias.com/blog/connection-substance-use-and-trauma. Accessed 8/24/21.
Asath
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In the past month, have you...

1. had nightmares about the event(s) or thought about the
event(s) when you did not want to?

YES NO

2. tried hard not to think about the event(s) or went out of
your way to avoid situations that reminded you of the
event(s)?

YES NO

3. been constantly on guard, watchful, or easily startled? PC_ PTS D - 5
YES NO

4. felt numb or detached from people, activities, or your
surroundings?

YES NO

5. felt guilty or unable to stop blaming yourself or others
for the event(s) or any problems the event(s) may have
caused?

YES NO



motat  alftle moder quite  very

I the past wesh. . _ . an [ amaly o ot fich

L M-“:-r:h'h oo o1 o2 o3 o4
of the wvent ?

- mHMWHﬂH:ﬂ“ (=] a1 o2 03 o4

things ehic b remind yosu of what happesnesd 7
. 3 To whal exient have poul lost enjoyrment for

' things, kept your distance from people, or found = ¥ ol o2 o3 04
it difficull bo axparience leclings 7
‘mmmw:“mnm-::h o0 a1 o2 o3 o4

' 5 How musch have you beshn bothered by pain,

et 2 o o s o SPRINT

everis o sellscks happen 1o you? o0 a1 o2 03 o4
L7 “ﬁ"ﬁmﬁ'ﬁﬁmﬁm oo o1 o2 O3 o4
activition?
& ::mmm oo = o2 o3 o4
g How much betier do you feel since beginning treatment 7 (as a porcentage) E]]I

o o oX O30 Oo& Ol O60 oTo ol 08 O100

| 2| How much have the shove sympioma Improved
10 since siarting treatmand? O 7 worse O 2 nochange O I minimally 4 mech O 5 wery much

. IDCPYTENEHT 8 - Jonathan BT, Davidson MDD, 000 Pape: 1 2 1 hF-l .



Trauma Screening Questionnaire (TS())

I s have secently Bein expsed 19 & potenlimlly DRl cvend

(& PFTE), here is a towl that ey BEdp vou b wlentily whether o sl yoi
sl d seek adhliions] lelp in revovedng from its effects. Have yos
recently expenenced any of e Tollomang:

1. Upsetitingg saghis o messires dboul the evenl thal Bave ooone
il yosur min] agasns your will

A, Actang o Feclamng as though (e cvent wers happeming again

5. Hoallly reactions {Fuch i Bt hessthest, stommach chisrang)

T, brrimalsdlity oo ondl=aes of anger

0. Hegghtened awascicss of podential dangers [ vonicsell aned oifiess

gkl
B is reomsrmarsaded dhai the TH) be cffermd 54 wacks: posi-trauma, i allow tims _.:F" &hfr*_

fior normal serevery proccssss i ke phor. I at dos et an indeidol has 6 2
o e WES arswers, 3 sefierral 55 behaviorad Beabh practiioner is sdficead. T

§

C R Brveein, wial, SHLE {Used by prrmmssios 't"'ﬂ--u-""’cl

https://www.everyonegoeshome.com/wp-
content/uploads/sites/2/2014/04/FLSI13T

SQ.pdf.
Accessed 8/23/21.



https://www.everyonegoeshome.com/wp-content/uploads/sites/2/2014/04/FLSI13TSQ.pdf

Selected Screening & Assessment Tools - Disability
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Figure 1.

Fain Disability Index

Pain Disability lindax: The raling scales balovw afo designed b0 Maasne B degres b which aspects of your lile ans
disnspied by chronic pain. In ofher words, we would T fo knoo Fos much your paim s presenting you Trom doing
wifial you would nomally do, oF from doing i s well s you nomally would. Respond to aach calegory by indicating
ihi orearall impact ol pein ool Bo, nol s whion Dwe paim is ab B wonst

Far aach of the sovon calogonias of i activity Babad, ploass cinck te numbor on tha scaks which desonbos e el

ol disabidity you typecally expononos. A oong of D maans no disabiity atall, and a soorm of 10 signifies that all of the
vt imwhich you woidd nomally b ireoksad Rava baan ioially disnspied oF pravanied Dy your pin.

Famillyeoma rasponsibiiibes: This cabegory relas bo aclvities relaied 1o tha homia or family. 1E imchudes chones or
e PR arcured B o e (0., yand work] and ermands of favors for offe Tamily mamibens .., driving tha
childran o schisol].

No dsabiiy o> 1 2 3 4 & =} T E & 1M Wors disabiiy

Recreation: This cabegory inciudes hobbies, sporis and other smilar esune tirs acisies.

No daabiiy > 1 2 a 4 & =} T E & M Waorsl daabdicy

Baoeial Activity: This calagory refers I notiitios thal invelsa participation with fignds and ecguaintaneas o Tham
Aamily membars. | includes paries, theaber, comceris, dining ouwl and offher soodal fun cions.

Mo disabiiy L] 1 2 a 4 & -} T -] 2 L] Wors! daabdicy

Dhecaipation: This category Prleds bo actvies tal oo & parl of dinectly malabed o ona's job. This inoudos ronpaying
o as wall, such as thal of & Pouserwie oF wolun tear wiorker.

Mo disabiiy o i 2 a 4 & -} T -] ] L] Worsl disabdicy

Bawuial badkarv oo This caieadory relors bo ha frecuesney and quality of ono's sa e

Mo disabiiy L] 1 2 a 4 & =} 7 B 2 L] Worsi daabdioy

Balf-cang: This calegony includis aofivities that invola parsonad manenanca and indepandam daily Bing f.g., taking
& shower, driving, getling dressed, aio.)

Mo disabiliey L] 1 2 a 4 & -} T -] 9 0 Wors daabdicy

Life-support Activilies: This calegory refers bo basic I8e-supporting bakavors sisch as ealing, sleaping amd
bireathing.

Mo disabiliey L] 1 2 a 4 & -} T -] 9 0 Wors daabdicy

Reprinted with pernoiuias from Pallord CA. The rolativnibip af iy m sw chrawic pain aisability. (Decrors! dinerta-
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SECTION 1 - PAIN INTENSITY

O 1Icantolerate the pain [ have without having to use
painkillers.

The pain is bad but I manage without taking painkillers.
Painkillers give complete relief from pain,

Painkillers give moderate relief from pain,

Painkillers give very little relief from pain.

Painkillers have no effeet on the pain and 1 do not use
them.

Oo0ooo0

SECTION 2 - PERSONAL CARE (washing, dressing etc.)
O 1can look after myself normally, without causing extra
pain.

[ can look after myself normally, but it causes extra pain.
It is painful to look after myselfand T am slow and careful.
1 need some help, but manage most of my personal care,

I need help every day in most aspects of self-care.

I do not get dressed, wash with difficulty and stay in bed.

0o0o0oo

SECTION 3 - LIFTING

O 1can lift heavy weights without extra pain.

T can lift heavy weights, but it gives extra pain.

Pain prevents me from lifting heavy weights off the floor,
but 1 can manage if they arc conveniently positioned (e.g.,
on a table).

Pain prevents me from lifting heavy weights but I can
manage light to medium weights if they are conveniently
positioned.

I can lift only very light weights.

[ cannot lift or carry anything at all.

O 00O

00

SECTION 4 - WALKING

Pain docs not prevent my walking any distance,
Pain prevents me walking more than 1 mile.
Pain prevents me walking more than ¥ of mile.
Pain prevents me walking more than ¥ mile.

I can only walk using a stick or crutches.

000000

CTION 5-SITTING
[ can sit in any chair as long as [ like.
I can sit in my favourite chair as long as 1 like,
Pain prevents me sitting more than 1 hour.
Pain prevents me from sitting more than ¥: an hour.
Pain prevents me from sitting more than 10 minutes.
Pain prevents me from sifting at all,

0000007

T am in bed most of the time and have to crawl to the toilet.

SECTION 6 - STANDING

| can stand as long as | want without extra pain.

I can stand as long as | want but it gives me cxtra pain.
Pain prevents me from standing for more than 1 hour.
Pain prevents me from standing for more than 30 minutes.
Pain prevents me from standing for more than 10 minutes,
Pain prevents me from standing at all.

0000o0oa

CTION 7-SLEEPING
Pain does not prevent me from slecping well.
| can sleep well only by using tablets.
Even when I take tablets, 1 have less than & hours sleep.
Even when 1 take tablets, [ have less than 4 hours sleep.
Even when 1 take tablets, [ have less than 2 hours sleep.
Pain prevents me from sleeping at all,

O000000%

CTION 8 - SEX LIFE (If applicable)
My sex life is normal and causes no extra pain.
My scx lifc is normal but causes some cxtra pain.
My sex life is nearly normal but is very painful,
My sex life is severely restricted by pain.
My sex life is nearly absent because of pain.
Pain prevents any sex life at all.

O00000O0s
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ECTION 9 - SOCIAL LIFE

My social life is normal and gives me no extra pain.

My social life is normal, but increases the degree of pain.
Pain has no significant effect on my social life apart from
limiting my more energetic interests, e.g., dancing, etc.
Pain has restricted my social life and I do not go out as
often.

Pain has restricted my social life to my home.

I have no social life because of pain,

00 O 000

ECTION 10 - TRAVELLING

[ can trave] anywhere withoul extra pain.

[ can trave] anywhere but it gives extra pain.

Pain is bad but | manage joumeys over 2 hours.

Pain restricts me to journeys of less than 1 hour.

Pain restricts me to short necessary journcys under 30
minutcs.

Pain prevents travel except to the doctor or hospital.

O 0000a



1. What number best describes your pain on average in the past week:

0 1 2 3 4 S 6 7 8 9 10

No pain Pain as bad as
you can imagine

2. What number best describes how, during the past week, pain has interfered
with your enjoyment of life?
0 1 2 3 4 5 6 7 8 9 10

Does not Completely
interfere interferes

3. What number best describes how, during the past week, pain has interfered
with your general activity?

0 1 2 3 4 9 6 7 8 9 10

Does not Completely
interfere interferes

Krebs EE, Lorenz KA, Bair MJ, Damush TA, Wu J, Sutherland JM, Asch
... SM, Kroenke K. Development and initial validation of the PEG, a 3-item scale assessing pain
éT> intensity and interference. Journal of General Internal Medicine. 2009 Jun;24:733-738.
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Screening & Assessment Tools - Addiction

AUDIT-C
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Ask

- Ask questions to
assess risk

- Learn about
personal
experience with
substance use

- This determines
the intervention
provided

Advise

- Give facts in an
objective manner

- Provide clear
message that
behavior change is
recommended
based on
information
gathered

- Strong language
should be used
related to health
effects

- Personalize
message

Assess

- Evaluate
problem severity

- Evaluate
readiness to
change

Assist

- Develop treatment
plan based on their
goals

- Use SM.AR.T.
goals technique

- Ensure actionable
and measurable

- Use motivational
interviewing

- Provide medical
addiction treatment
if necessary

Screen for common
comorbidities as
appropriate

- HIV, STDs,
Hepatitis, other
mental illness

Arrange

- Make follow up
appointments

- Provide
appropriate
referrals

- Encourage
treatment with an
addiction
subspecialist

- Give information
about self-help
groups

% Herron, A. J., & Brennan, T. (2020). Chapter 3. In The ASAM essentials of addiction medicine (pp. 120-120). Wolters Kluwer Health/Lippincott Williams & Wilkins.



 One question.
 Ask if there was any substance use in

NIDA (National prior year.

INnstitute on Drug « An answer il’.1 the affirmative warrants
further queries.

Abuse) Progressive
Screening brief intervention.

 An answer in the negative ends
screening process.

 Ask then about risk level and offer




STEP 1 - Ask the NIDA Quick Screen Question

Instructions: Using the sample language below, introduce yourself to your patient, then ask about past year
drug use, using the NIDA Quick Screen. For each substance, mark in the appropriate column. For example, if
the patient has used cocaine monthly in the past year, put a mark in the “Monthly” column in the "illegal
drug” row.

Introduction (Please read to patient)
Hi, I'm nice to meet you. If it’s okay with you, I'd like to ask you a few questions that will
help me give you better medical care. The questions relate to your experience with alcohol, cigarettes,
and other drugs. Some of the substances we’ll talk about are prescribed by a doctor (like pain
medications). But | will only record those if you have taken them for reasons or in doses other than

N M A S S i S t ( N | D A prescribed. I'll also ask you about illicit or illegal drug use—but only to better diagnose and treat you.

Quick Screen Question: =z %>
P 54t

Modified Assist) e gt v, b e ey et Folloingt &
Quick Screen

eve
Once or
Twice
Monthly
Daily or

Alcohol
* Formen, 5 or more drinks a day
* For women, 4 or more drinks a day

Prescription Drugs for Non-Medical Reasons

= |f the patient says “NO" for all drugs in the Quick Screen, reinforce abstinence. Screening is
complete.



- 5 = = 5
Ask the following questions for each drug mentioned in » 3 ﬁ 5 = :, .E =
. - @ U o= E @ = E m
Question 1: = 5 = = = g = ]
Q2. Inthe past 3 months, how often have you used (insert name 0 2 3 4 b
of drug)?

If the answer to Question 2 is “never”, skip to Question 6. Otherwise, continue with Questions 3
Q3. Inthe past 3 months, how often have you had a strong 1] 3 4 5 f
desire or urge to use (insert name of drug)?

Q4. In the past 3 months, how often has your use of (insert 0 4 5 5] 7
name of drug) led to health, social, legal or financial problems?

Q5. Inthe past 3 months, how often have you failed to do what o 5 & 7 8
was normally expected of you because of your use of [insert

name of drug)?

Ask Questions 6 & 7 for all substances ever used

(i.e., those me ed in Question 1) :

6. Hasa friend or relative or anyone else ever expressed 0
concern about your use of (insert name of drug)?

Q7. Have you ever tried and failed to control, cut down, or stop o 3 b
using (insert name of drug)?

Yes, but not Yes, in the past 3
never in the last 3 maomnths
maonths

08. Have you ever used any drug (including steroids) by
injection?
a  [ndicate you are referring to non-medical use only.

Substance Involvement (SI) Score

(add all numbers circled in the questions)




Questions

How often do you have a drink containing
alcohol?

How many units of alcohol do you drink on a
typical day when you are drinking?

How often have you had 6 or more units if
famale, or 8 or more if male, on a single
occasion in the last year?

How often during the last year have you found
that you were not able to stop drinking once you
had started?

How often during the last year have you failed to
do what was normally expected from you
because of your drinking?

How often during the last year have you needead
an alcohalic drink in the moming to get yourself
going after a heavy drinking session?

How often during the last year have you had a
feeling of guilt or remorse after drinking?

How often during the last year have you been
unable to remember what happened the night
before because you had been drinking?

Have you or somebody else been injured as a
result of your drinking?

Has a relative or friend, doctor or other health
worker been concerned about your drinking or
suggested that you cut down?

Scorimg: 0 - 7 Lower risk, B — 15 Increasing risk,
16 = 19 Higher risk, 20+ Possible dependence

Never

MNever

MNever

Mever

MNever

MNever

Mo

No

Less
than
monthily
Less
manthly
Less
monthily
Less
manthiy
Less
than
monthly
Less

than
monthiy

Manthly

Monthly

Monthly

Monthly

Monthly

Maonthly

Yes,
But not
in the
last
wear
Yes,

in the
last
year

Weskly

Weekly

Weekly

Weakly

Weekly

Weekly

Your
4 SCOre

4+
times
per

10+

Daily

almost
dally
Craily

almost
daiby
Daily

almost
daily
Daily

almost
daily
Dally

almost
daily

Daily

almost
daily
Yes,

during

last
year

during
the
last

year




Audit - C

Scoring Table

Questions Score

0 1 2 3 4
2-4 ' .

How often do you have a Never Monthly times per 2.3 times | 4+ times

drink containing alcohol? orless | . | perweek | perweek

H its of alcoh

ow many units of alco ol 1.2 1_4 5_6 7.9 10+

do you drink on a typical

day when you are drinking?

How often have you had 6 or Less Daily or

more units iffemale, or8 or | Never than | Monthly | Weekly | almost

more if male, on a single Monthly Daily

occasion in the last year?
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The Cannasts Use Disoroer InenmiFicarion Test (cupir)

Hawe you used any cannabis over the past 6 months? Yes Mo
If YES, please answer the folowing questions about your cannabis use.

Please circle the response that is most correct for you in relation ko your cannabis use over Bhe past § months.

1.....How often do you use cannabis?
never monthly or kess 2-4 trees & meonth 2-3 timees 2 week 4 or more times a wosk

2 ... How mamy hours were you “staned” on & typical day when you had been using cannabis?
lord Tord Sork To9d 10 or more

1..... How often wene you “stoned” for 6 or more hours?

never lexs than meonthly ‘maonthly weeily daily or almost daily
4 ... How ofen during the past 6 months did you find that you were not able bo stop using cannabis ance you kad
started?
never lexs than meonthly maonthly weskly daily or almost dailty
5 .....How often during the past & months did you fail to do what wes normally expected from you because of using
carfiabis?
nayer Iz than meonthly ‘maonthiy weezdly daily or lmost daily
§ ... How often during Ehe past 6 mosths did you need bb use canmabis in the marning to gel yoursel geing after a
heavy sesson?

7 ... How often during the past & months did you have a fesling of guit or remorse after using cannabis?

never less than meonthly ‘monthly wezaly daily or almost daily

B ... How often in the past 6 months have you had a problem with your memory or concemtration after wsing
caniabis?

never lexs than meonthly maonthly weselly daily or almost dailty

9..... Hive you or someane else been injured a3 & result of your use of cannabis sver the past 6 moaths?
[ ] e
i0.... Has & relative, friend or & doctor or other health worker been concermed about your use of cannabis or suggested
you cut down over the past & months?
Wa e

For development, scoring, and interpretation, see; Adamson S, Ssliman JD. & Prototype Screening Instrument for Cannabis Use
Dizcrder: The Cannabis Use Disorders ldentification Test (CUDIT) in an Akohol Dependent Cinical Sample. Drug and Alcohcl
Review 1003;22-309-315. National Addiction Centre, Aoteama NI, www.addiction.org.nz.



DAST-10 Questionnaire

I'm going to read you a list of questions concerning information about your potential invelvement with
drugs, excluding alcohol and tobacco, during the past 12 months.

When the words “drug abuse” are used, they mean the use of prescribed or over-the-counter
medications/drugs in excess of the directions and any non-medical use of drugs. The various classes of
drugs may include: cannabis (e.g., marijuana, hash), solvents, tranquilizers {e.g., Valium), barbiturates,
cocaing, stimulants (e.g., speed), hallucinogens (e.g., LSD) or narcotics (e.g., heroin). Remember that the
questions do not include alcohol or tobacco.

If you have difficulty with a statement, then choose the response that is mostly right.
You may choose to answer or not answer any of the questions in this section.

These questions refer to the past 12 months. No Yes

1. Have you used drugs other than those required for medical reasons? 0 1

2. Do vyou abuse more than one drug at a time? 0 1

3. Are you always able to stop using drugs when you want to? (If never use " 0
drugs, answer “Yes.”

4. Have you had "blackouts" or "flashbacks" as a result of drug use? 0 1

5. Do you ever feel bad or guilty about your drug use? If never use drugs, 4 i
choose “No.”

6. Does your spouse (or parents) ever complain about your involvement a 1
with drugs?

7. Have you neglected your family because of your use of drugs? 0 1

8. Have you engaged in illegal activities in order to obtain drugs? 0 1

9. Have you ever experienced withdrawal symptoms (felt sick) when you a 1
stopped taking drugs?

10. Have you had medical problems as a result of your drug use (e.g., a 1
é memory loss, hepatitis, convulsions, bleeding, etc.)?



Interpreting the DAST 10

In these statements, the term "drug abuse" refers to the use of medications at a level that exceeds the
instructions, and/or any non-medical use of drugs. Patients receive 1 point for every "yes™ answer with
the exception of question #3, for which a "no" answer receives 1 point. DAST-10 Score Degree of

Problems Related to Drug Abuse Suggested Action.

DAST-10 Score

Degree of Problems Related to

Suggested Action

Drug Abuse
0 No problems reported MNone at this time
1-2 Low level Monitor, re-assess at a later date
3-5 Moderate level Further investigation
68 Substantial level Intensive assessment
9-10 Severe level Intensive assessment

Skinner, H. A. (1982). The Drug Abuse Screening Test. Addictive Behavior, 7(4),363-371.




Screening & Assessment Tools - Withdrawal
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Wesson & Ling, J Psychoactive Drugs. 2003 Apr-Jun;35(2):253-9.

COWS clinical Opiate Withdrawal Scale

Resting Pulse Rate: heatz‘minute GI Upset: over last 1.2 hour

Measured gfter panient is simng o hing for one nanute 0 No GI symproms

0 Pulse rate 80 or below 1 Stomach cramps

1 Pulse rate 81-100 F 4 Nauszea or loose stool

2 Pulse rate 101-120 3 Vomiring or diarrhea

4 Pulse rate greater than 120 5 Multiple episodes of diarrhea or vomiting

Sweatmg: over past 12 hour not accounted for by room temperature or patent | Tremor observation of outstratchied hands

acnany. 0 No remor

0 No report of chills or flushing 1 Tremor can be felt, but not ohserved

1 Suhbjective report of chills or flushing 2 Shight tremor ohzervable

2 Flushed or observable moistness on face 4 Gross tremor or muscle rwitching

3 Beads of sweat cnt brow or face

1 Sweat streaming off face

Fzstlessusss Observaton diring assessmient Yavmmg Observation during assessment

0 Able to =it still 0 No vawning

1 Reports difficulty sifring sdll, burizs able ro doso 1 Yawning once or rwice during assessment

3 Frequent shifting or extraneous movements of legs/arms F 4 Yawning three or more times during assessment

§ Cnable to sit still for more than a few seconds 4 Yawning several times minute

i Pupihs pinned al size ligh 0 T e

ned or norm or room light . . T .

1 Pupiks :uﬂ:h'hr]ﬂ' than normal for room hight .l, ;'t.!“ T'ﬁm ;]_F".“':E n"'.'hih} AEA

2 Pupils moderately dilated F e e e

5 Pupils 5o dilated that only the rim of the iris is visible SRR T Nerha e W e St
assessment is difficult

Bons or Jomt aches [f patient was having pain previously, only the addinional Googeflzsh skin

component aftribured fo opigres withdrawal is scored 0 Skin is smooth

0 Not present 3 Piloerrection of skin can be felt or hairs standing up on

1 Mild diffuse discomfor arms

1 Patient reports severe diffuse aching of joints/ muscles 5 Prominent piloerrection

1 Patient iz rubbing joints or muscles and is unable to sit

still because of diseomfort

Funny nose or tearmg Not accounted for by cold symptoms or aller gies

0 Not present Total Score

1 Nasal sruffiness or unusually moist eves The total score is the sum of all 11 items

2 Nose running or tearing Initials of person completing Aszessment:

i Noze constanth running or tears streaming down cheeks

Score: 5-12 mild; 13-24 moderate; 25-36 moderately severe; more than 36 = severe withdrawal
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THE SUBJECTIVE OPIATE WITHDRAWAL SCALE (SOWS)

in the column below in today's date and time, and in e column undemeath, wiite in & number
from 0-4 cormesponding to how you feel about each symptom RIGHT NOW.

Scale: 0=notatall 1=alide 2= moderately 3= Oule abil 4 =exremsly

DATE

TIME

SYMPTOM ScoRe ScoRe ScoRe ScoRe ScoRs
1 I fead anxious
i | fead like yawming
3 | am perspinng

4 iy eyes are taary

5 Iy Nose |8 nunming
& I have goosebumps
7 I am shaking

a I have hot flushes
g I have cold Teshes

10 | My bones and
muacles ache

11 I besd restiess

12 | fesl nauseous

13 I ed like womibng

14 | My muscles bwitch

15 | have stomach
Cramps

16 | | fead like wsing now

& TOTAL




CIWA-AR

Clinical Institute Withdrawal Assessment for Alcohol — revised (CTWA-Ar) scale

Clinical Institute Withdrawal Assessment for Alcohol revised

Symptoms

Range of scores

Nausea or vomiting

0 (no nausea, no vomiting) —7 (constant nausea and/or vomiting)

Tremor 0 (no tremor) — 7 (severe tremors, even with arms not extended)
Paroxysmal sweats 0 (no sweat visible) — 7 (drenching sweats)

Anxiety 0 (no anxiety, at ease) — 7 (acute panic states)

Agitation 0 (normal activity) — 7 (constantly trashes about)

Tactile disturbances 0 (none) — 7 (continuous hallucinations)

Auditory disturbances 0 (not present) — 7 (continuous hallucinations)

Visual disturbances 0 (not present) — 7 (continuous hallucinations)

Headache 0 (not present) — 7 (extremely severe)

Orientation/clouding of sensorium

0 (orientated, can do serial additions) — 4 (Disorientated for place
and/or person)




Case Study

« MT 43 year old cis gender female presents complaining of
worsening bilateral foot and lower leg pain

* Describes pain as burning at times 10/10 worse at night

* Endorses difficulty falling asleep and increased forgetfulness.

 Went to the ED concerning pain over the weekend

« She is married to cis gender male for 23 years with 1 son (22)
and 1 granddaughter (2) and is an Elementary school teacher

 Medical Hx - DM, HTN, hyperlipidemia, peripheral
neuropathy

https://nida.nih.gov/sites/default/files/a-busm-osce_0.pdf
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Case Study Cont.

Family history: Parents both have DM brother and sister well
Surgical history: None

Lifestyle: Quit smoking 5 years ago, alcohol: glass of wine 1-2
times per year, Drugs: intranasal cocaine 2-3 times week
Medications: Methadone 20 mg TID, Gabapentin 600 mg
TID, Amitriptyline 10 mg QHS, Lisinopril 40 mg, Simvastatin
40 mg, Metformin 500 mg BID

Physical examination is notable for BMI 35, BP 150/88,
Labs: Blood sugar 170, HgA1c 7.8%, liver enzymes, renal
function and complete blood count are within normal limits



Case Study - Useful Screening Tools

Which screening and assessment tools would be most
appropriate for this patient?

Pain with Potential

Addiction

Assessments

Disability
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Breakout
ROOMS

1. We will send you to a
breakout room with other
attendees

2. As a group, discuss the
prompts =2

3. Select a “representative” to
report back to the large
group what you discussed

5-Minutes to Discuss:

1.

What screening tools would you
use with this case and why?

What are the pros and cons of
those tools?



L3 €€ Grou o, What were the common themes
Discussion among your group?




Strategies for Practice Integration

« Use clinical judgement when determining if
intervention is needed for substance use

 When multiple substances are identified prioritize
Intervention to most acutely harmful first

 May choose to address all substances at same
time



Strategies for Practice Integration

* Screenings for substance use disorders tend to fall into two
categories
* Brief screens - six or fewer items that can be asked orally
in the context of an interview or other exchange
* Longer written questionnaires that are completed by the
respondent
* Oral screens may be more practical for fieldwork and home
Vvisits
* Written screens more appropriate for office use - while
people are waiting for appointments



Strategies for Practice Integration

* Delegation- based on staff present and their expertise,
training, comfort, skill level,

« Automation- should be built into processes and protocols
(EMR or intake forms)

* Clinical Assessment- appropriate for patient, appropriate for
population (stage of disease e.g., screening vs assessment,
evaluation scalable, consistent)

* Appropriate follow up - immediate intervention if appropriate,
suitable referrals, timely/evidence-based treatment



Strategies tor Practice

Consider social determinants of health and their
Impact on disease

Consider how systemic racism, disenfranchisement,
discrimination or social stigma (based on skin color,
gender, sexual orientation, disability status) might
have affected their diagnosis, access to treatment,
treatment options

Be committed to empathy, health justice, health
equity, highest quality of care standards
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Questions?

Please unmute yourself or submit your guestion
in the chat box



12:15-1:00 pm ET (45-mins)

LUNCH BREAK
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Outline of Presentation

1.

Discuss concepts important to contextualize behavioral
treatment of chronic pain

. Introduce behavioral change theory

Review specific techniques for behavioral change that
can be done during a routine office visit by any medical
provider (SBIRT, M, brief CBT)

Discuss effective counseling techniques for chronic pain
employed by mental health specialists (CBT, MBSR, ACT)



Chronic & Co-
occurring Mental

Disorder

Depressive
Disorder &
Bipolar

Anxiety
PTSD
Somatic
Symptom Sleep-Wake
Disorder Disorders

GAD Panic ChrOniC

Disorder

e Pain

Substance Personality
Use Disorder Disorders




Neuromatrix Model: ST
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‘Gate Theory”
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A :
« Gate openers: L &
- Overactivity and/or underactivity s g i gl
- Feeling depressed, anxious, angry, fearful, R

or other negative moods
- Unhelpful, catastrophic, negative
thoughts
- Too much pain medicine over a long
period of time
* Gate closers:
- Meditation, yoga, physical activity

W/ ’/Pain generator
Sending pain signals:
to the brain

Spinal nerve

. “gate”
- Mindfulness Gosanysios
- Present-moment awareness W o pain
- Pacing your activities without underdoing ] ur g )

or overdoing
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History of Trauma Highly

Prevalent in Chronic Pain

 PTSD prevalence of 35% in chronic pain patients, compared to 3.5% in the
general population.

* In a study of patients with chronic low back pain, 51% of the
patients had significant PTSD symptoms

« Adult survivors of childhood abuse tend to be more at risk for developing
certain types of chronic pain later in their lives.

 The most common forms of chronic pain for trauma survivors involve pain
in the pelvis, lower back, face, and bladder; fibromyalgia; interstitial cystitis;
and non-remitting whiplash syndromes.

Asmundson et al., 1; Kessler et al., 2; Scaer et al.,
3. https://www.ptsd.va.gov/professional/assessment/screens/index.asp
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Evidence-Based Resources for PTSD Treatment

for the Patient and Provider

" . Cognitive
Reclaiming Your Life :
from a Traumatic Experience PFOC@SSI ng

longed Exposure Treatment Program

Therapy
for PTSD

A Comprehensive Ma

Patricia A. Resick
Candice M. Monson
Kathleen M. Chard




Getting Unstuck: Behavioral Change Theory

« Common influences on health-related change:
- Social: peers, media, family

- Biological: medication, non-pharmacologic
treatment (e.g., PT to help kinesiophobia),
exercise/self-care practices

- Counseling

* |n Change Theory, internal motivation drives
progress.

- Motivation for change is not static, it evolves
gradually over time.



Stages of Change Model

PROGRESS

1 ..,

Preparation

LT

|
11

RELAPSE

Maintenance —
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Prochaska and Di Clemente 1977



Pain Management: Follow up Interview (1o-mins)

')
-
E

ASSess Tor depression

' — .
e’




Group Discussion

1. What was done well and what wasn’t done well?
2. Did you like the style of the practitioner?

3. How does this differ from your usual practice?
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Brief Screening and Counseling

Technique for Behavioral Change: SBIRT

* SBIRT: screening, brief intervention, and referral to

treatment

Designed for primary care, ED, med/surg hospital,
community health setting, NOT SUD specialty care

BRIEF (usually 5-10 min, 1-5 sessions)

Universal screening (all populations) with risk
stratification (low, medium, high) to assess severity

« Use validated screening tools such as AUDIT-C for
alcohol, etc.



Best Practices for Implementation of

SBIRT in Primary Care (Cont.)

« Develop relationships with referral partners.
— ldeally coordinate SBIRT process and plans with referral venue

» [nstitute ongoing SBIRT training optimized to office flow, including
EHR integration

—  Consult with your facility’s IT support team



N

Brief Counseling Techniques:

Motivational Interviewing

ASAM's virtual full-day Motivational

Interviewing course:
* https://www.asam.org/education/liv
e-online-cme/motivational-

interviewing

Motivational Interviewing Network

of Trainers (MINT) trainings:
* https://motivationalinterviewing.org



The 5 Principles of M|
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Express empathy through reflective
listening.

Develop discrepancy between clients
goals or values and their current
behavior.

Avoid argument and direct
confrontation.

Roll with resistance, it disrupts the
struggle.

Support self-efficacy, essential for
behavior change.

)

Develop strategies to elicit the
patient’s own motivation to
change.

Refine your listening skills and
respond by encouraging
change talk from the patient.



Engaging in MI: Putting Aside Judgment

Open-ended questions that allow patients to give
0 more information, including their feelings, attitudes,
and understanding.

Affirmations to help overcome self-sabotaging or
negative thoughts.

R Reflections to express ambivalence.

Summarize to let your patient know that they are
being heard.
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Characteristics of M|

* Guiding, more than directing.

* Dancing, rather than wrestling.
* Listening, as much as telling.

* Collaborative conversation.

 Evokes from a person what they
already has.

 Honoring a person’s autonomy.

fET> Source: S. Rollnick, W. Miller and C. Butler Motivational Interviewing in Health Care, 2008.
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Motivational Interviewing Role Playg-mins)




Poll Question

Do you use elements of Ml in your practice?

A. Yes
B. No
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Group Discussion

1. What Ml techniques did the provider use?
2. What did the provider do well?

3. What could have been improved?
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Strategies for Eliciting Motivation

« Agenda setting:

— Are you ready to focus on chronic pain or trauma? Or is there
some other topic that you would prefer to talk about?

* Pros and Cons:

- | want to understand your marijuana use from your perspective.
Can | ask you what marijuana does for your pain, mood, and
sleep?

« Assessing importance and confidence:
- How important is it for you to...
- How confident do you feel about...




Strategies for Eliciting Motivation

« Exchange information ("Elicit-Provide-Elicit"):

—  “Ok, can | check your understanding of the situation? What do you
know about the risks of not moving when you have chronic pain?”
(Elicit understanding.)

- “Well, you are right that pain can make movement harder, and people can
become deconditioned. It also tends to make pain worse in the long
run, unfortunately.” (Provide information.)

— How do you think this information applies to you?”
(Elicit patient's interpretation.)
« Making decisions:

— "It sounds like you really want to rely less on opioids, but you are struggling
to imagine how you can do it. You are worried that you wouldn't be able
to cope with pain.” (Summarizing patient's situation.)




Psychological Therapies in

Chronic Pain Treatment

 Why do counseling for chronic pain?

— chronic pain is a complex biopsychosocial problem, frequently
unresolved with medical management

- targets improvement in physical, emotional, social, and
occupational functioning

- Includes medication use, activity/movement, cognitive
patterns/beliefs, quality of life concerns

- Changes in pain intensity often secondary



Psychological Therapies in

Chronic Pain Treatment Cont.

 Three suitable targets for psychological intervention:

1. Pain catastrophizing: magnification of negative effects of
pain

2. Pain-related fear: fear of injury or worsening of condition
with activities that may trigger pain

3. Psychological flexibility: model which fosters attitude of
acceptance, non-judgmentally acknowledging pain,
stopping maladaptive attempts to control pain, learning to
live richer life despite pain



Four Basic Types of

Psychological Therapies for Pain

1. Cognitive-Behavioral Therapy

- Psychoeducation about pain, behavior and mood; cognitive
restructuring; strategies for relaxation, scheduling positive
events, behavioral pacing, effective communication

2. Mindfulness-Based Stress Reduction

- Promotes “in the moment” non-judgmental approach to
responses to pain through daily practice of mindful meditation,
breathing, activity



Four Basic Types of

Psychological Therapies for Pain

3. Acceptance and Commitment Therapy

- Based on psychological flexibility model of acceptance of pain,
ceasing maladaptive behaviors, pursuit of goals

4. Operant-Behavioral

- Altering maladaptive behaviors through positive or negative
reinforcement contingencies, proactively decreasing perceived
harmfulness of activity



I
PN PR
0 I" o
> -\J 4 >
ENA
& £ NG
/V/J,aaw,,\c‘

Brief Counseling Techniques: Cognitive-

Behavioral Therapy (CBT)

/:\ h R ﬂ - ~m—e
\]@"”Ute“” CBT for

Beginners

BT in Primary Care:

Znd Edition
The 10 Mmute CBT Handbook

__en

= - —

Jane Simmons & Rachel Griffiths

®

Not just for mental health specialty providers!



Cognitive-Behavioral Therapy (CBT)

« “Gold standard” counseling intervention for pain

* Cognitive restructuring: replacing unhelpful/false beliefs about
pain with positive adaptive behaviors

« Meta-analysis shows effect on pain and functioning comparable
to standard medical management (Williams, 2012)

- Yields longer term improvement on disability beyond usual
medical care

« Valuable component of interdisciplinary pain rehab programs



The ABCs of CBT @-Mins)
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Poll Question

Do you use elements of CBT in your practice?

A. Yes
B. No

WG,
PN PR
0 I" o
> -\J 4 >
ENA

& £ NG

/V/J/aaw,,\o‘



Group Discussion

1. What are challenges you experience when utilizing
CBT with your patients? What is the hardest part?

2. What other behavior change techniques do you use
often with your patients with pain and addiction?
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Mindfulness-based Stress Reduction (MBSR)

 Seeks to uncouple sensory aspects of pain from the
evaluative/emotional aspect
-  Promotes "detached awareness” of pain signals

 Developed from Eastern philosophy and adapted by ancient
Roman and Greek Stoic philosophers

« Taught over a series of sessions (eg 1-2 hrs each x 10 sessions),
then becomes a self-care technique

« Differs from CBT in that no judgment is attached to thoughts, only
awareness that they are discrete events

 No goals are sought, only observation

 One study showed equivalent effectiveness with CBT with lower
cost over time (Herman, 2017)



Acceptance and Commitment Therapy (ACT)

* Purposeful acknowledgment and acceptance of pain and
associated thoughts and emotions

- fostering awareness of the present and one’s ability to adjust
behavior in a manner c/w goals and values

- focus not on reducing pain, but on fulfilling functional and
behavioral goals despite pain

 Unlike MBSR, meditation is not part of ACT
- Goals/values of patient need to be identified



Fvidence-based Psychotherapy

for Chronic Pain
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Psychology Today

U.S. Department
of Veterans Affairs

Where to SAMHSA

Substance Abuse and Mental Health

[ ]
Refe r P a ‘t | e r‘] ‘tS Services Administration
Behavioral Health Treatment Services Locator

Find

a Psychologist

57: PSYCHOLOGIST LOCATOR

= An official product of the American Psychological Association
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Please unmute yourself or submit your guestion
in the chat
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Session 4

Non-Pharmacologic Treatment Options for
Chronic Pain: ldentitying Appropriate
Treatments & Creating a Referral Network

Aram Mardian, MD



Session Learning Objectives

1. Apply non-pharmacological treatment methods to a complex
patient a history of addiction

2. Understand how to optimize your own potential impact as a
clinician before referring to other healthcare practitioners

3. Discuss how to identify a referral team and build your
referral network

4. Understand interdisciplinary pain rehabilitation programs
and Complementary and Integrative Health (CIH) treatments

for pain



Case: Tom
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 67/-year-old male with low back pain
 History of L4-5 fusion 2017

* Axial low back pain with radiation to RLE
(80% back/20% leg)

* “m miserable, doc.”

 Referred for pain/addiction eval by new
PCP who recently inherited his medication
management
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Case: Tom

Medications:

. Oxycodone 10 mg 6x/day, #180/30 days
- MED 90
- No misuse in 4 years “but I'm sure tempted a lot”

. Alprazolam 1mg QHS x 3 years

. Stopped gabapentin, duloxetine, NSAIDs, acetaminophen,
muscle relaxants due to lack of benefit and/or adverse
effects

Other Treatment/Self-care

. Not engaging in any particular non-pharmacologic
treatment or self-care

Avoids movement and exercise due to fear of pain flaring

Social/SUD Hx:

. ETOH: past “problem” = inpatient treatment 10 years ago
— abstinent since

. Did AA for first 3-4 years then stopped

. Tobacco: quit in treatment 10 yrs ago

. Wife supportive with no SUD hx. Loves to spend time with

4 grandkids

4saw



PMH significant for well-controlled HTN, otherwise
negative

Case: Tom

« PE:
- Mild tenderness in L4-S1 region in paraspinal
musculature and in Rt PSIS
- Gait antalgic, uses a cane
- No motor or sensory deficits

* ROS:
-+ insomnia, irritable mood (“I'm no fun to be around
anymore”)
- no red flags
- Opioids “help a lot but only for about 3 hours”,
denies sedation/cognitive impairment

Data: Last MRI was before surgery in 2017
- Showed moderate L4-5 canal stenosis and
moderate Rt NF stenosis




Case: Tom

For your consideration:

Is Tom’s opioid regimen serving him well?
Has he developed OUD?

Has he optimized evidence-based treatment
approaches?

Is he engaging in potentially helpful self-care
practices?



Whiteboard

What other providers should

Use the NearPod link sent in the . o X
chat to share your thoughts. we get involved ”ght away:




Before Visit § During Visit

Build Rapport
Hone Your Engage in M|
Language




Comparative Effectiveness Review April 2020
Number 227

Noninvasive Nonpharmacological
Treatment for Chronic Pain: A
Systematic Review Update

Evidence Summary

Comparative Effectiveness Review .
Number 228 April 2020

Nonopioid Pharmacologic Treatments
for Chronic Pain

Comparative Effectiveness Review Evidence Summar y

Number 251 October 2021

Integrated and Comprehensive Pain
Management Programs: Effectiveness and
Harms

Evidence Summary Comparative Effectiveness Review Apr|| 2020

Number 229

Opioid Treatments for Chronic Pain

<3 Evidence Summary
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Comparative Effectiveness Review Apri| 2020
Number 227

Noninvasive Nonpharmacological
Treatment for Chronic Pain: A
Systematic Review Update

Evidence Summary



Key Messages:
Interventions that improved function and/or pain for 21 mo
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* Low back pain: Exercise, psychological therapy,
mindfulness-based stress reduction, yoga, acupuncture,
multidisciplinary rehabilitation, spinal manipulation, low-
level laser therapy, massage
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* Serious harms were not observed with the interventions.
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Key Messages:
Interventions that improved function and/or pain for 21 mo
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* Neck pain: Exercise, mind-body practices, acupuncture, ,% ?‘:r :E, 5 g'g
low-level laser, low-level laser x 333 %

» Knee osteoarthritis: Exercise, cognitive behavioral therapy € &2 % :
 Hip osteoarthritis: Exercise, manual therapies : 'Eig
* Fibromyalgia: Exercise, CBT, myofascial release massage, S 2 3 -§_ :
mindfulness practices, tai chi, gigong, acupuncture, -E_ - § E
multidisciplinary rehabilitation o ns? § Z

* Tension headache: Spinal manipulation >0 E
* Serious harms were not observed with the interventions. 8 8

U
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Comparative Effectiveness Review
Number 251 October 2021

Integrated and Comprehensive Pain
Management Programs: Effectiveness and
Harms

Evidence Summary



Key Messages:
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Multidisciplinary pain treatment (both in primary care and
specialty environments) may provide small to moderate
improvements in function and small improvements in pain
vs usual care and may be more effective than medications
alone

No clear evidence on program types, components,
duration/dose

suLieH
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Comparative Effectiveness Review

Number 228 April 2020

Nonopioid Pharmacologic Treatments
for Chronic Pain

Evidence Summary



Key Messages:

Common Categories: antidepressants, anticonvulsants,
NSAIDs, acetaminophen, topicals

Common Conditions: fibromyalgia, osteoarthritis, low back
pain, neuropathic pain, inflammatory arthritis

Medications can provide small-moderate short-term
improvement in pain and function for neuropathic pain and
fibromyalgia (antidepressants and anticonvulsants) and
OA/inflammatory arthritis (NSAIDs)

Small to moderate, dose-dependent withdrawal from
treatment due to side effects

NSAIDs have increased risk of serious Gl, liver, renal, CV
adverse events
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VA/DoD Clinical Practice Guideline
Diagnosis and Treatment of Low Back Pain (LBP)

Diagnosis and Treatment (2022) - VA/DoD Clinical Practice Guidelines
of Low Back Pain

 Full Guideline

* Clinician Summary
* Pocket Card

« Patient Summary

VA/DoD Evidence Based Practice
{A‘qSA\"ﬁ


https://www.healthquality.va.gov/guidelines/Pain/lbp/
https://www.healthquality.va.gov/guidelines/Pain/lbp/VADoDLBPCPGFinal508.pdf
https://www.healthquality.va.gov/guidelines/Pain/lbp/VADoDLBPCPGProviderSummaryFinal508.pdf
https://www.healthquality.va.gov/guidelines/Pain/lbp/VADoDLBPCPGPocketCardFinal508.pdf
https://www.healthquality.va.gov/guidelines/Pain/lbp/VADoDLBPCPGPatientSummaryFinal508.pdf

VA/DoD CLINICAL PRACTICE GUIDELINES

Module B: Management of Low Back Pain

16 (B pafeninotantestmen Sidebar 2: Evaluationfor Possible Other Conditions

February 2022

Sidebar 3: Management of Low Back Pain
|ntervention Low BackPain Duration?

v

17

Iniiate reatment
(see Sidebar 3)

18

v

—

Assess response as appropriae

19

v

~ Was the back pain
improvedor resoed?

207 Contnue self-care;
b reassess as
appropriate

\Yes

No L
Are there progressiveor
otherwise serious
heurologic deficits or
oterredfags(e.g.,
signs, symptoms, _histo[)y)
r serious condiions’
(see Sidebars 1and 2)

No

22 [Perbrmappropriak
evaluaton for
seriouscondions
» (see Sidebar1 and
Recommendations
1-3)

v

No 23

Are there functional
deficits (e.g., significant
impairment of social,
occupatonal, or
educatonalfuncton)?

No

Are serious
condiions
identified?

Yes

Address any serious
conditions as
indicated:; consider
specialty
consultaion

Consider changing pharmacologic
and/or non-pharmacologic
inerventons
(if patient is on opioids, see
YA/DaD Opioids CPG#)

Consider a
mulidisciplinary or
interdisciplinary
program, or refer o

specialist

[=], 2 [m]

& See the VAIDoD Clinical Practice Guideline for the Use of
Opioids inthe Management of Chronic Pain. Av ailable at

hitps: ifwww. healthquality va.govi

Possible Other
Conditions

Herniated disc

Red Flags
{e.g., signs, symptoms, history)

» Radicular backpain (e g., sciatica)
* Lower extremity dysesthesiaandior
pareshesia

Suggested
Evaluation®

* Severefrogessive lbwerextremity
neurologic deficits
+ Sympibms present>1 month

(listed
alphabetically
by category)
Advice to remain

Self-care )
aclve

Subacuteor
Chronic
24 Weeks

X

Spina stenosis

» Radicular backpan (e g., sciatica)

* Lower extremity dysesthesiaandfor
pareshesia

* Neurogenic claudcation

* Older age

+ Severefrogessive lovereaxtremity
neurologic deficits
* Sympbms present>1 month

Inflammatory
LBP

* Morning sifiness

* Improvementwith exercise

» Aliernating butibck pain

* Awakening due b LEP during the
second partofthe night(early morning
awakening)

* Younger age

Radiography
of pelvis, Sl
joint and
spine areaof
interest

Acupunciure

X
Recommendation 34

CBTand/or MBSR
Non-

pharmacologic

X
Recommendation 8
and
Recommendation 12

treatment Clinician-directed

exercise program

X
Recommendation 9

Spinal
mobilization/
manipulation

X
Recommendation 10

@ These conditions usually do notrequire urgent diagnostic ev aluation
b Consider specially consultation
¢ Some patients may have contraindications to MR, contrastusually not required

Abbrev iations: CBT: cognifive behav ioral therapy ; CPG: clinical practice guideline;
DoD: Department of Defense; LBP: low back pain; MBSR: mindfulness-based
stress reduction; MRI: magnetic resonance imaging; NSAIDs: nonsteroidal anti-
inlammatory drugs; Sl sacroiliac; VA: Department of Veterans Affairs

Duloxefne

X
Recommendation 18

Pharmacol ogic
treatment X
NSAIDs Recommendation
19

X
Recommendation 19

Mulfidisciplinary or
interdisciplinary
program

Other
treatment

X
Recommendation 39

@ Recommendations can be accessed in the full guideline.
Available at. hitps: /iwww. healthquality . va. gov/.
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Before Discussing Referrals — Optimize your Own

Potential for Impact

Assess readiness to
0@%@% Build Rapport participate in non-
pharmacologic treatments

Match your approach to Use MI to enhance
w the patient’s readiness to TQ patient’s internal
engage motivation
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Maximize Your Impact

« Build Rapport
» Strength of relationship predicts outcomes

« VEMA
* Join through common goals



Maximize Your Impact

« Assess your patient’s readiness to participate in evidence
based non-pharmacologic treatments

« Stages of Change

* precontemplation, contemplation, preparation, action,
maintenance



Maximize Your Impact

« Match your approach to the patient’s readiness to engage



Maximize Your Impact

« Use Ml to enhance patient’s internal motivation
« “Roll with resistance”
» Elicit change talk



Before Discussing Referrals

Address a problematic medication
regimen early




Address Problematic Medication Regimen

* Engage in Ml around opioid use and unintended
negative consequences of this regimen to pt's QOL

Tolerance/hyperalgesia

“Negative feedback loop” between doses -
dysphoria, insomnia, rebound pain

Possibly impaired alertness/cognitive functioning



Short Term Use

8AM - Noon - 10mg
patient wakes Oxycodone
up takes

10mg

Oxycodone

Opioid effects: reduced physical pain,
calm, sense of wellbeing

5P - 10mg
Oxycodone

10PM -10mg
Oxycodone
before bed
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Long Term Use - Tolerance/Hyperalgesia

8AM - Noon - 10mg

patient wakes Oxycodone 5P - 10mg 10PM -10mg
up takes Oxycodone Oxycodone
10mg before bed
Oxycodone

Insomnia Insomnia

Opioid effects: reduced physical pain,

- calm, sense of wellbeing

Opioid opponent effects: increased
physical pain, irritability, anxiety, restless,
insomnia
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Long Term Use - Prominent Tolerance/Hyperalgesia

8AM -

patient wakes Noon - 10mg

up takes Oxycodone 5P - 10mg 10PM -10mg
10mg Oxycodone Oxycodone
Oxycodone before bed

Insomnia Insomnia

Opioid effects: reduced physical pain,

- calm, sense of wellbeing

Opioid opponent effects: increased
physical pain, irritability, anxiety, restless,
insomnia
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Address Problematic Medication Regimen

* Buprenorphine options
« Strong evidence if OUD identified

* Preferred vs full agonist if daily opioids used
for chronic pain



Building Your Team

Seek out practitioners who communicate well
with you and with the patient



Building Your Team

« Communication between disciplines

* |dentify other disciplines who support your overall
plan/language

« Seek out practitioners who open to both receiving and
providing input at initial referral and throughout

treatment
* Expect progress notes from the consultant



Building Your Team

 Communication with your patients

* Do your patients “feel heard” by the
consulting practitioner?

* Are your patients involved in collaborative
decision making?

« Are the consultants’ recommendations
consistent with best practices and appropriate
(i.e. not more frequent or invasive than
indicated)?



Menu of Options

Where to start?

« Patient-centered recommendations
* Discuss evidence-based options

« Ask patient what most interests them (e.g., the best form of
exercise is the one the patient will do)

 Emphasize active therapies that will provide patient with long-
term self-management options

Ml around maladaptive beliefs
 Recognize and validate lack of readiness



Menu of Options

 Try to settle on one intervention to start with, or possibly two if patient
appears highly motivated

 Core Active Therapies
* Incorporate gentle movement and increase activity tolerance
 Often need to address kinesiophobia

 Counseling such as CBT with a pain psychologist can assist with addressing maladaptive
beliefs/behaviors

 Promoting and training in evidence-based self-care strategies like MBSR

« Supporting Passive Therapies (relies on healthcare practitioner)

 Acupuncture treatment with a skilled provider would likely help pain and functioning
and would be a safe, sustainable maintenance approach if effective

« Epidural steroid injection may help subacute severe radiculopathy component



Interdisciplinary Pain |

Rehabilitation Program

What constitutes an Interdisciplinary
Pain Rehabilitation program?

 physical and occupational therapy
«  pain psychology

 medical pain management

«  vocational rehabilitation

«  biofeedback

 relaxation training

* nursing education

- Team members meet regularly to discuss
patients collaboratively




Interdisciplinary Multimodal

Pain Rehabilitation Programs

» Strengths

« Recommended by Evidence Based Guidelines
« Evidence for long term (> 12 mo) benefit in pain and function
« Best option for patients highly impacted by chronic pain

 Limitations
* Limited availability for patients
* Require time commitment and high degree of motivation



Build the best possible

(virtual) interdisci plinary What constitutes an Interdisciplinary
team Pain Rehabilitation PLAN?

v" physical and occupational therapy

v' pain psychology
v" medical pain management

- Team of practitioners from various
disciplines who have a common
treatment philosophy, develop shared
goals, and use similar language




Complementary/Integrative Health (CIH)

Treatment for Pain

What's the bottom line?

» Regarding effectiveness:
- Evidence reviews indicate acupuncture, mindfulness
meditation, spinal manipulation, tai chi, yoga, hypnosis, and
massage, can help to manage some painful conditions.

NCCIH (Part of NIH)
https://www.nccih.nih.gov



Department of Veterans Affairs
Health Services Research & Development Service

Evidence-based Synthesis Program

Department of Veterans Affairs
Health Services Research & Development Service

Evidence-based Synthesis Program

Department of Veterans Affairs

Health Serices Research & Desclopme Servce Evidence-based Synthesis Program

QUERI

Evidence Map
of Mindfulness

October 2014

Department of Vererans Affairs
Health Services Research & Development Service

Evidence-based Synthesis Program

QUERI

Evidence Map of Acupuncture

January 2014

Department of Veterans Affairs
Health Services Research & Development Service

Evidence-based Synthesis Program

QUERI

Evidence Map of Tai Chi

September 2014

Evidence Synthesis Program

Guided Imagery, Biofeedback, and
Hypnosis: A Map of the Evidence

February 2019



Complementary/Integrative Health (CIH)

Treatment for Pain

What'’s the bottom line?
* Regarding safety:

- Although CIH approaches (e.g., acupuncture, meditation, yoga, massage)
studied for chronic pain have good safety records, that doesn’t mean
that they’re risk-free for everyone.

« Consider special circumstances (such as pregnancy) that may affect
the safety of these approaches.

e Natural doesn’t mean safe

NCCIH (Part of NIH)
https://www.nccih.nih.gov



Non-Surgical Procedural Interventions

VA'DoD Clinical Practice Guideline

Diagnosis and Treatment
of Low Back Pain

Non-surgical Invasive Therapy

31.

Recommendation

For patientswith chronic lowback pain, we suggest lumbar
medial branchand/orsacral lateral branch radiofrequency
ablation.

For patientswith low back pain, there is insufficient evidenceto

Strength?

Weak for

Neither for nor

Reviewed, New-
replaced

Reviewed, New-

32. recommend fororagainst sacroiliac joint injections. against added
For patientswith low back pain, we suggest against the injection )

. ) . . C . Reviewed, New-
33. | of corticosteroids forintra-articularfacet joint injections and Weak against

replaced

. . i : Reviewed,
For patientswith chronic lowback pain, we suggest acupuncture. Weak for Amended
35 For patientswith acute low back pain, thereis insufficient Neither for nor Reviewed,
" | evidence to recommendfor or against acupuncture. against Amended
For patientswith low h_ack pain, th?rE is insufficient ewde_nce to | neither for nor Reviewed, New-
36. | recommend for or against ortho-biologics (e.g., platelet-rich :
against added
plasma, stemcells).
!:ﬂr patllentsw!th low back pain, with radlcular_'_:.vmptrf}ms.,there is [ either for nor Reviewed, New-
37. | insufficientevidenceto recommend for or against epidural inst laced
steroid injections. agdins replace
For patientswith low back pain, we suggest against spinal cord Reviewed, New-
38. P o € & P Weak against

stimulation.

added




Non-Surgical Procedural Interventions

* Oliveira CB, Maher CG et al. Epidural corticosteroid injections for
lumbosacral radicular pain. Cochrane Database Syst Rev. 2020 Apr
9:4(4):CD013577. doi: 10.1002/14651858.CD013577. PMID: 32271952;
PMCID: PMC7145384.

- “ESI probably slightly reduced leg pain and disability at short-term follow-up
in people with lumbosacral radicular pain.”

- “...Although the current review identified additional clinical trials, the available
evidence still provides only limited support for the use of epidural
corticosteroid injections in people with lumbosacral radicular pain as the
treatment effects are small, mainly evident at short-term follow-up and may
not be considered clinically important by patients and clinicians (i.e. mean
difference lower than 10%)”



Case: Tom

Back to the Case: Helping
Tom Move Forward

After taking an hour with Tom to build rapport, do thorough
H&P and record review, and discuss menu of options:

« Tom expresses an open mind toward finding an
alternative to oxycodone and is willing to consider
buprenorphine. Also willing to find an alternative to
alprazolam for sleep.

. He is open to trying acupuncture

« He likes the idea of the clinic’s interdisciplinary pain
rehab program but is not ready to commit

 Does not dismiss counseling but thinks it fits best in the
rehab program

« He thanks you for “giving me some hope”



summary & Key Points

* There is no one “one-size-fits-all” approach to manage chronic pain, but there
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summary & Key Points

There is no one “one-size-fits-all” approach to manage chronic pain, but there
are evidence-based non-pharmacologic approaches

Try to address a problematic medication regimen ASAP
Emphasize safe, sustainable, non-invasive interventions

Develop relationships with local providers who communicate well with you and
the patient at all stages of care

Give your patient the opportunity to choose from a menu of options; keep it
simple

Develop an interdisciplinary pain rehab plan, if patient is motivated/ready to
participate

Match your approach to patient’s readiness to change

« Provide positivity/hope and consistent recommendations and don'’t get
discouraged if patients are not ready for active treatments
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Breakout
ROOMS

1. We will send you to a
breakout room with other
attendees

2. As a group, discuss the
prompts =2

3. Select a “representative” to
report back to the large
group what you discussed

10-Minutes to Discuss:

1. How are you making connections in
your practice/community?

2. What are the challenges you are
experiencing expanding and
referring to your network?

3. What are the strengths/gaps in
your network?



Report Back:

What were the common themes
| 3 ree Grou D among your group?

Discussion Discuss:

What are some tools/resources that
providers in resource poor settings
can use?




Questions?

Please unmute yourself or submit your guestion
in the chat box



3:15-3:30 pm ET (15-mins)
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Session Learning Objectives

1. Review clinical considerations for opioid tapering

2. Describe buprenorphine options for pain and factors influencing
choice of formulation and dosing

3. Understand principles of buprenorphine initiation via both direct
transition and low dose initiation protocols

4. Consider safe pharmacotherapy options for treatment of anxiety
and insomnia, and strategies for tapering benzodiazepines

5. Review alternatives to controlled substances for pain management



Common Chronic Pain Scenarios with Medication

Management Challenges

Chronic pain with co-occurring
« Untreated opioid use disorder (OUD)

« OUD on buprenorphine maintenance

 OUD on methadone maintenance

e Opioid dependence (long term Rx opioid use) without OUD
» Alcohol use disorder

 Benzodiazepine use or use disorder
« Clinical recommendations may require different strategies in various chronic pain patient
subpopulations

Special subgroups (pregnancy, elderly, unstable mental health, adolescent, employment
% considerations, etc)



Opioid Use and Chronic Pain

* Chronic opioid administration dysregulates the reward and stress systems to lower reward
function over time and increase pain and stress
« Opioid induced hyperalgesia (OIH) and hyperkatifeia (increased intensity of
negative emotional state with use, especially between doses)

* Role of Substance P
* neuropeptide that plays a role in the behavioral response to opioids, stress,
initiation and potentiation of addictive behaviors
« works largely in the nucleus accumbens and ventral tegmental area
« involved in the neurotransmission of pain signals (ascending pathway)
* has proinflammatory effects

Commons KG. Neuronal pathways linking substance P to drug
Oy addiction and stress. Brain Res.
S’g 2010;1314:175-182.
“Asawn”



Opioid Use and Chronic Pain

* Role of kappa opioid receptor and dynorphin
« Contributes to hyperalgesia, anxiety/depression, drug-seeking
behavior
* Buprenorphine is a KOR antagonist 2 REVERSES
HYPERALGESIA AND DYSPHORIA

* Periaqueductal gray is critical in modulating somatic and emotional
pain signaling output from the extended amygdala

Marchette RCN, Gregory-Flores A, Tunstall B et al. K-opioid receptor
i, antagonism reverses heroin withdrawal-induced hyperalgesia in male and
:b female rats. Neurobiology of Stress. May 2021; 14: 100325



OUD vs Opioid Dependence

« DSM-5 criteria: note presence of craving (not diagnostic by itself)
* Not necessarily straightforward to diagnose OUD for pts on chronic Rx opioid
therapy (COT) for pain
* Tolerance and withdrawal upon cessation don’t count for pts on COT
« Patients with chronic pain who express resistance to tapering and/or experience
difficulty managing it do not necessarily meet criteria for OUD
« Both OUD and opioid dependence without OUD occur quicker with multiple-time
daily, routine use of short-acting opioids
* Neurobiology of negative reinforcement loops driving use is common to both
* Tolerance can eventually evolve to include amplification of pain signals—> opioid-

induced hyperalgesia (OIH)

Ballantyne JC, Sullivan MD, Kolodny A. Opioid Dependence vs Addiction: A Distinction Without a Difference? Arch

Intern Med. 2012; 172(17): 1342-3.
Ballantyne JC, Sullivan MD, and Koob GF. Refractory dependence on opioid analgesics. Pain. 2019;160:2655-2660.



Turning down the volume

Animal studies have revealed several ways in which opioids may amplify pain signals in the central nervous
system, suggesting targets for drugs that could counter the effect.

Pain’s waystation NMDA receptors
In a column of gray matter of the spinal . As opioids stimulate
.. cord, chemical signals from nerves f,;"" spinal cord neurons, their
O p | O | d — | n d U Ce d throughout the body excite neurons that .~ MN-methyl-D-aspartate
project pain signals to the brain. f;" receptors may become
more sensitive to

Hyperalgesia

incoming pain signals.

To brain

Pain T,__ w

signal I[ .
ﬂ. :

Glutamate

Merves bringing pain
signals from the body
may respond to opioid
stimulation by releasing
s more of the excitatory

W .. neurotransmitter glutamate
~ in the spinal cord.

=

Opioids act on
immune cells that
release inflammatory
molecules to boost
pain signaling in
nearby neurons.

% https://www.sciencemag.org/news/2016/11/why-painkillers-sometimes-make-pain-worse. V. ALTOUNIAN,/SCIENCE
A4SA‘A§ Vo AL N LT oy | ]



https://www.sciencemag.org/news/2016/11/why-painkillers-sometimes-make-pain-worse

Factors Assoclated with Opioid Treatment Failure

« Utilization of long term short-acting opioids
* Large quantity of pills prescribed monthly

 Poor communication between patient and provider
» Failure to clearly outline treatment goals and align expectations
* Failure to monitor for misuse/problems associated with use
» Urine drug screens, PMP checks, periodic behavioral/mental health/opioid use
screening tests

« Tolerance—>opioid-induced hyeralgesia
« Opioid-induced hyperkatifeia (hegative emotional state)

» Failure to adjust treatment plan according according to clinical course

» Reluctance of patients/providers to consider buprenorphine as pain management
alternative (usually due to lack of knowledge/understanding)



Factors Associated with Positive Treatment OQutcomes

Team approach
* pain psychology or other counseling
« pain education (consider utilizing RN)
PT/OT, any movement-based therapy
Acupuncture/massage/chiropractic/ OMT
Ideally the treatment team is communicating
« Address patient concerns, create safe environment
 Empower patient to work on addressing other factors that impact pain
* sleep, mood, activity level, nutrition, substance use
* Provide the patient with a “menu of options” for treatment
« Utilize SSM.A.R.T. goals
 Demonstrate empathy and support while revisiting and upholding shared goals and
expectations
« Uncover and address any unrealistic expectations the pt may have (esp about role and
‘% effectiveness of medications)



Treatment of opioid dependence without OUD In chronic

pain patients

* |t may be reasonable to continue the usual opioid dose
* Provide additional monitoring and support if attempts to taper result in a
deterioration in function and quality of life

* Buprenorphine should be offered to treat pain and opioid dependence, and may
obviate the need to continue patient’s usual opioid dose or attempt taper
* |f presented confidently as a potentially preferable option, pt may choose it
* Transition can be handled in multiple ways

« Utilizing the term ‘opioid dependence’ rather than ‘opioid use disorder’ where
appropriate can help prevent stigma and possible employment/child
custody/medical repercussions of an OUD diagnosis

» Use this term in chart documentation and when seeking authorization for SL

buprenorphine for pain

RN o
LAA.
AN
AR

Mgz 0



Forces Are Mobilizing and Gaining Traction for Removal of the

“X-waiver” for treatment of OUD

www.endsud.org
« Grass roots campaign to push through federal legislation to fully remove
restrictions from Rx'ing buprenorphine for all licensed independent
practitioners to treat OUD

“Talking Points” for benefits of removing X-waiver:
https://drive.google.com/file/d/19AarJB MSy6NAnNhTWKXxTP_aiRyaoonF/view

Contrary to some providers’ beliefs, there has never been a training or licensing
requirement to prescribe buprenorphine for pain other than regular DEA license


http://www.endsud.org/
https://drive.google.com/file/d/19AarJB_MSy6NAnhTWkXxTP_aiRyaoonF/view

Buprenorphine Background and Pharmacology Pearls

for Providers and Chronic Pain Patients to Understand

* Synthetic opioid used in pain since late 1980’s, long before used to tx OUD

« Active metabolite norbuprenorphine does not cross blood brain barrier due to

blocking effect of P-glycoprotein—=> limited CNS effects, ceiling on respiratory
depression

« Potent mu OR agonist >50x morphine, NO CEILING EFFECT FOR PAIN
« SL is the most potent of the products used in chronic pain, others are
transdermal patch (weekly) and buccal BID film
« Selecting best formulation to use for a given patient and clinical scenario is
dependent on both clinical and non-clinical factors (ie insurance coverage)



Buprenorphine Background and Pharmacology Pearls

for Providers and Chronic Pain Patients to Understand

» All formulations are long-acting—> even levels throughout the 24 hour
cycle

« Kappa OR antagonist=> “reboot” tolerance/hyperalgesia, anti-
depressant effect

* Sodium channel blocker-> additional anti-hyperalgesia

* Naloxone component of bup/nx products does not block other
opioids, it is there to prevent misuse of buprenorphine (“abuse-
deterrent”)



Tapering Opioids for Chronic Pain

Opioid Tapering Flowchart

[ Assess benefits and risks of continuing opicids at current dose

¢ Y

[ Risks outweigh benefits :I {_ Benefits outweigh risks

L 2
[D:scuﬂ educate, offer taper, start slow taper when ready (__ Document risk-benefit assessment jl

L v

[:_ Able to taper down until benefits outweigh risks _:l ( Re-evaluate benefits and risks quarterly :I

.

l: Re-evaluate benefits and risks quarterly j

ENGI able to taper down until benefits outweigh riﬁks{

I: Meets criteria for opioid use disorder (OULY) _} IC Does not meet critena for OUD

Y Y

Transition to medication for OUD Slow taper or transition to buprenorphine for pain
(DATA waiver required for buprenorphine) (DATA waiver not required)

¥
[:_ Re-evaluate benefits and risks quarterly

Adapted from Oregon Pain Guidanca. Tapering — Guidance & Tools. Available at hitps/'www oregonpainguidance.org/guidelinetapering/.

https://www.hhs.gov/opioids/sites/default/files/2019-10/Dosage_Reduction_Discontinuations.pdf
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https://www.pbm.va.goV/AcademicDetailingService/Documents/Pain_Opioid Taper Tool IB 10 939 P96820.pdf.



https://www.pbm.va.gov/AcademicDetailingService/Documents/Pain_Opioid_Taper_Tool_IB_10_939_P96820.pdf

Tapering Opioids for Chronic Pain

2019 HHS Guideline for clinicians on the appropriate dosage reduction or discontinuation
of long-term opioid analgesics proposed:

 Opioids should not be tapered rapidly or discontinued suddenly due to the risks of
significant somatic and emotional distress
* Risks of rapid tapering or sudden discontinuation of opioids in physically
dependent patients include acute withdrawal symptoms, exacerbation of pain,
serious psychological distress, and thoughts of suicide
« Patients may seek other sources of opioids, potentially including illicit opioids, as
a way to treat their pain or withdrawal symptoms

« Unless there are indications of a life-threatening concern, such as warning signs of
impending overdose, HHS does not recommend abrupt opioid dose reduction or

discontinuation

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

Considerations for formulation of taper plan:

Opioid Withdrawal
Mana geme Nt— » Determine if the initial goal is dose reduction or

End Goal

complete discontinuation

* If dose reduction, subsequent
reassessment may indicate that complete
discontinuation is preferable, or vice versa

 Bup should be offered repeatedly

. Speed of taper:
Slower, more gradual tapers are often the
most tolerable and can be completed over
several months to years based on the
opioid dose
 The longer the duration of previous opioid
therapy, the longer the taper may take

https://www.pbm.va.gov/AcademicDetailingService/Docu
ments/Pain_Opioid_Taper_Tool_IB_10_939_P96820.pdf




Key Concepts for Better Outcomes

Learn to navigate the gray zone between opioid use disorder (OUD) and opioid

dependence without OUD
 Get comfortable and confident discussing tolerance and opioid-induced
hyperalgesia

« Recommend buprenorphine for chronic pain, facilitate transition and stabilization

Decide on treatment plan in collaboration with the patient
« Assess their level of motivation and commitment to change/engage (use Ml)
Empower pt to formulate own goals, verbalize and commit to them

Avoid involuntary abrupt cessation of prescribed controlled substances
 Help the patient to outline a safe, guided withdrawal/cessation plan if needed

Encourage incorporation of counseling, intentional self-care, peer support, and safe,
evidence-based non-pharmacologic treatment



Withdrawal
Management of

Opioids -
Examples

https://www.pbm.va.gov/Academic
DetailingService/Documents/Pain_O

pioid_Taper_Tool_IB_10_939_P9682

Slowest Taper
(ower years)

Reduce by 2 to 100G
every 4 to 8 weeks
with pauses in taper
as needed

Consider for patients
terkirng high doses of
long-acting opioids for
TR WErrs

Ex: marphine 5R S90img
CBh =270 MBEDD

Month 1: 90 mg SR
gam, 75 g rnoon,
90 mg qpm [5%
reduction]
Month 2: 75 mig SR
gQarm, 75 g roorn,
90 mg gpm

Month 3: 75 mg SR
(60 mg+15 mg) Q3h
Month 4: 75 mg SR
gam, &0 meg noan,
75 mg gpm

Month 5: 680 mg SR
garm, &0 myg noon,
75 mg gpm
Month & &0 mg SR
Chah

Month 7: 680 mg SR
gam, 45 myg noon,
60 mg gqpm
Month 8: 45 mg SR
gam, 45 myg noon,
60 mg gpm

Month 9: 45 mg SR
Qah~

{onlinue the tlapar Based on Veberan response. Pases n

Example Tapers for Opioids®=

Slower Taper (owver
months or years)
Reduce by 5 to 0%
every 4 weels with
pauzes in taper as
needed

MO5T COMMOMN
TAFER

Ex: morphine 5K 90 mg
iXEh = 270 MEDD
Month 1:

75 mg (80 mg+15
magiSR O8h [ 16%
reduction)

Month 2:
&0 rmig 53R Q8h

Month 3:

45 mg 58 Qdh
Month 42

30 mg 58 Q8h
Momnth 5:

15 mg 5K O8h
Month &:

15 mg SR Q1Zh

Month 7:
15mg 5K OHS,
then stop™

Faster Taper
lowver weeaks)

Reduce by 10 to 20%:
every week

Ex: rmearphiine SR 90 mg
OEh = 270 MEDD
Week 1:

75 mg SR O8h

[1&% reduction]
Week Z:

&0 mg 5R (15 mig x 4)
QBh

Week 3:

45 mg 5R {15 mig = 3]
QBh

Week 4:

0 mg SR {15 mg = 2]
Eh

Week 5:

15 rmag SR OFh
Week &:

15 mg SR Q1 2h

Week 7:
15mg SR OHS =7
days, then stop™

Rapid Taper

[ower days)™
Reduce by 20 to 50%
of first dose if
needed, then reduwce
by 10 to 207 every
day

Exz roerphine SR 90 rmg
QBh =270 MEDD
Day 1:

G0 mg SR {15 mg x 4]
QBh [33% reduction]
Day 2:

45 mg SR {15 mayg x 3)
QBh

Day 3:

30 mg SR {15 mg x 2)
QBh

Day 4:

15 mg SR OEh

Days 5-7:

15 mg SR O12h

Days 8-11:
15 mg SR OHS, then
stop™

The laper may sl ow the patient Time o soquine new shills for mansgement of pan and erdtional distres



https://www.pbm.va.gov/AcademicDetailingService/Documents/Pain_Opioid_Taper_Tool_IB_10_939_P96820.pdf

Opioid Withdrawal
MEREIEhEIS

Setting

Considerations for withdrawal management setting:

« Utilize outpatient management for patients who

are prescribed opioids for pain who are “on board” with
gradual taper or transition to buprenorphine

have no major active medical or psychiatric concerns that
require round-the-clock monitoring during withdrawal
prefer outpatient setting

 Consider inpatient withdrawal management services for
patients who

have intense fear of withdrawal

have active significant medical or psychiatric disorders
prefer inpatient setting, have an accessible venue

are using BZDs that would be best stopped (Rx'd or not) at
the same time as opioids

are using alcohol at a level that may require withdrawal
management

would benefit from efficient, supervised transition to
buprenorphine using low dose initiation or direct transition



Buprenorphine Initiation Strategies

Low Dose Initiation
“Traditional” with Concurrent Full
HLOR Agonist

e Period of abstinence e Eliminates need for period of e Eliminates need for period of

e Wait until moderate (or worse) abstinence abstinence
withdrawal - usually 48-72 e Gradual initiation of low doses e Start very low doses, every 3-4
hours (0.5 mg) with slow up-titration hours, gradually increase dose

e Then start at 2 mg & titrate to e Concurrent full LOR agonist is ¢ “Sneak” on to the receptors
therapeutic dose managing withdrawal e Withdrawal symptoms

e Once at therapeutic dose of managed with ancillary
bup, stop full LOR agonist medications

e Minimizes full LOR agonist;
e 5-10 days to therapeutic dose may use as needed

Rapid Low Dose
Initiation

e 2-4 days to therapeutic dose

Wong, James SH, et al. "Comparing rapid micro-induction and standard induction of buprenorphine/naloxone for treatment of opioid use disorder: protocol for an
open-label, parallel-group, superiority, randomized controlled trial." Addiction Science & Clinical Practice 16.1 (2021): 1-10.
Ahmed, Saeed, et al. "Microinduction of buprenorphine/naloxone: a review of the literature." The American Journal on Addictions 30.4 (2021): 305-315.
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GOOg'e microdose d ® Q

Terminology

Rl C
Q Al ¢ Shopping [E News <] Images [}] Videos i More Tools n
« oy . »_
Low Dose Initiation”= OK
e Strategy for initiation
A Breakdown of Microdosing Microdosing: Definition, benefits, and ... Microdosing: The people taking LSD with ...

() goal to titrate to thera peutic dose healthline.com medicalnewstoday.com bbc.com
e More medically accurate

Microdosing Benefits and Drawhb:

“Microdose”= Not OK

e Pharmacology term for

subtherapeutic doses

o Lay media/literatu re: haIIUCinOgen cbc.ca technologynetworks com forbes.com
microdosing

How and why people 'microdose” tiny ... A Microdosing High is Mostly a Placebo ... Microdosing Psychedelics Is Trendy, B

Weimer, Melissa B., and David A. Fiellin. "Low-and very
low-dose buprenorphine induction: new (ish) uses for an old (ish)
medication?." Addiction 117.6 (2022): 1507-1509.

Placebo effect may explain reported .. Microdosing: A Complete Gu.. A Breakdown of Microdosing



Current Novel Research in Buprenorphine

LDl vs Standard Transition

« Current open-label, parallel-group, superiority, randomized controlled trial currently
being conducted comparing rapid low dose initiation and standard direct transition
technique protocols for buprenorphine naloxone

* First study of its kind:

> Addict Sci Clin Pract. 2021 Feb 12;16(1):11. doi: 10.1186/s13722-021-00220-2.

Comparing rapid micro-induction and standard
induction of buprenorphine/naloxone for treatment
of opioid use disorder: protocol for an open-label,

parallel-group, superiority, randomized controlled
trial

James S H Wong ', Mohammadali Nikoo 2, Jean N Westenberg 2, Janet G Suen 2,

Jennifer Y C Wong 2, Reinhard M Krausz 2, Christian G Schiitz 3, Marc Vogel 4, Jesse A Sidhu °,
Jessica Moe © 7, Shane Arishenkoff €, Donald Griesdale 2, Nickie Mathew # ® 10
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Ancillary medication protocol for opioid
withdrawal—> transition to buprenorphine
or naltrexone

> Am J Drug Alcohol Abuse. 2018;44(3):302-309. doi: 10.1080/00952990.2017.1334209.
Epub 2017 Aug 10.

A novel non-opioid protocol for medically supervised
opioid withdrawal and transition to antagonist

ftreatment

Gregory Rudolf 1, Jim Walsh 2, Abigail Plawman 2, Paul Gianutsos 2, William Alto 3,

Lloyd Mancl 4, Vania Rudolf 2

Scheduled dosing of:
* Tizanidine 4mg g6h
« Gabapentin 300mg qbéh

 Hydroxyzine 50mg qéh
Plus Trazodone 50mg ghs or Mirtazapine 15mg ghs for insomnia

Dicyclomine 20mg qéh prn abdominal cramping
Ropinarole 1mg gq8h prn restlessness



Bup LDI Practical Technigues and Applications

Consider for fentanyl, methadone, during convalescing phase of acute pain tx

LDI with chronic pain and OUD: LDI for OUD without chronic pain
* Use buprenorphine transdermal patch at the * |n United States cannot use buprenorphine
outset of induction transdermal patch without pain diagnosis
« Add ancillary meds for withdrawal * Perform LDI with buprenorphine/naloxone
* Bup does not need to do all the work! film

* Cut the 2 mg film into quarter (0.5mg)
for BID dosing, then half (1mg), then full
2mg film BID

« At this point the patient should be
encouraged to stop other opioids
(fentanyl) and use bup with other
ancillary meds for withdrawal



Case 1: Ms. Olivia

/3 yo female with h/o COPD, chronic
opioid therapy for fibromyalgia

Oxycodone 10mg g3-4h (6/day) for 15
years—> MED 90

Pain specialist demanded she present in
person after 6 months of refills via
telehealth—-> ride fell through, had to
cancel same day

Pts 42 yo son offered her oxycodone
he got from an illicit source

Pt now using pills from the street for
past 2 weeks and believes they may
contain fentanyl

Presents with honesty back to pain
medicine and UDS confirms fentanyl



-
d.
QO
Q
O
O
-
O
O
4
<
O
1




Buprenorphine Low Dose Initiation - Inpatient setting

Buprenorphine solution Buprenorphine SL film/tab
(Buprenex™) « 0.5mgSLg4hx 2

* 0.075mgSL/IV g4h x 2 OR * Img SL g4h x 2

* 0.15mg SL/IV g4h x 2 e« 2mgSL g4h x 2

* 0.3mgSL/IV g4h x 2 e 4mg SL g4h x 2

 0.6mgSL g4h x 2

8mg SL TID ongoing (OK to
increase to QID)

1. Bup dose at least 24 hours from last fentanyl use

2. Scheduled ancillary medications until 24 hrs + on 8 mg SL TID
Tizanidine 4 mg Q6h
Hydroxyzine 50 mg Qéh
Gabapentin 300 mg Qéh
Mirtazapine 15 mg QHS
Dicyclomine 20 mg Qéh

3. If using full agonist opioid: Hydromorphone 2-4 mg Q4h PRN COWS > 7/



Drug and Alcohol Dependence

Volume 237, 1 August 2022, 109541

Low Dose
Buprenorphine

INnitiation- Development of an intravenous low-dose
Inpatient buprenorphine initiation protocol

Lindsay A. Jablonski 2 & &, Alia R. Bodnar P, Rosalyn W. Stewart °

« Cases were categorized based on adherence to a dosing strategy and

LDI indication
 OUD and acute pain
* non-prescribed fentanyl exposure
* transition from methadone
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Dosage Form Indications

Sublingual tablet or Opioid use disorder,
film Chronic pain

Subcutaneous Opioid use disorder
injection, extended-

Buprenorphine |
I:O rm U |at| O n S Subdermal implant  Opioid use disorder

Buccal film Chronic pain

IV solution Acute pain
management
(immediate-release)

Transdermal patch  Chronic pain

g_:v Lexi-Comp, Facts and Comparisons, Koehl JL, et al. AJHP 2019. Parida et al. Expert Rev ClinPharm 2019

AsaA

Dosing

Induction then maintenance 6-32mg/day

300mg monthly x 2 months then 100mg
monthly (Dose at least 26 days apart)

4 implants in upper arm 12-24 hours after
last transmucosal dose. Remove 6 months
later. After one insertion in each arm,
discontinue use.

Naive: 75mcg daily or Q12h if tolerated
Tolerant: Taper to no more than 30mg
MMED then 150mcg Q12h

0.3mg every 6-8hrs as needed. May repeat
initial dose once in 30-60 min

Naive: 5mcg/hr every 7 days
Tolerant: Taper to no more than S0OMMED
then 10mcg/hr every 7 days




Key Concepts for Better Outcomes

« Learn to navigate the gray zone between opioid use disorder (OUD)
and opioid dependence without OUD

 Get comfortable and confident discussing tolerance and opioid-induced hyperalgesia
« Recommend buprenorphine for chronic pain, facilitate transition and stabilization

 Decide on treatment plan in collaboration with the patient

« Assess their level of motivation and commitment to change/engage (use Ml)
Empower pt to formulate own goals, verbalize and commit to them

* Avoid involuntary abrupt cessation of prescribed controlled
substances
 Help the patient to outline a safe, guided withdrawal/cessation plan if needed
 Encourage incorporation of counseling, intentional self-care, peer
support, and safe, evidence-based non-pharmacologic treatment



Questions?

Please unmute yourself or submit your guestion
in the chat box



4:30-4:45 pm ET (15-mins)
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« Mr. Ais a 65-year-old male who presents to
your outpatient addiction medicine clinic as a
Case 2: Mr. A transfer patient requesting continuation of his
buprenorphine for co-occurring pain/OUD
« His HPI is significant for
« chronic pain secondary to arthritis, worst
in B/L hips and knees
« Has had 2 of those replaced,
candidate for other 2 “if | can quit
smoking”
» daily alcohol use of 3-5 16 oz beers
nightly
* maintenance dose of buprenorphine 8 mg
PO daily for opioid use disorder for the
past 3 years after developed pattern of
overusing Rx'd oxycodone
* Smokes 1ppd since his 20s
« UDS is positive for EtG, buprenorphine



https://www.choosehelp.co.uk/topics/rehab-older-adults/substance-abuse-addiction-risk-factors-for-older-americans
https://creativecommons.org/licenses/by/3.0/

Case Z2: Mr A

* What are your primary considerations/concerns?

* What questions should you ask this patient?

* What might be some of your treatment goals? Do they align
with the patient’s?

 What could be some of your first steps in the treatment

process?



Alcohol Use Disorder & Chronic Pain

» Chronic pain is highly prevalent in people with alcohol use disorder

» Alcohol use disorder is considered a risk factor both for the development of chronic
pain
* Neurotoxic effects and vit B1 deficiency cause alcohol-induced PN
* More severe and prolonged leads to higher risk, like 100g x years
« Starts mild and progresses slowly, patients often do not detect until severe
» Also affects ANS—>abnormal heart rate, swallowing problems, sleep apnea,
sexual impotence

« Patients with AUD and pain are also more likely to have concomitant opioid use

L% Maleki N, Tahaney K, Thompson BL, Oscar-Berman M. At the intersection of alcohol use
SL’ disorder and chronic pain. Neuropsychology. 2019;33(6):795-807.



Alcohol Use Disorder & Chronic Pain

Treatment options:
« gabapentin (can help anxiety as well)
* pregabalin
* amitriptyline
* duloxetine

* Naltrexone (both ER-IM and daily oral) can be considered if concomitant OUD
and AUD

« Efficacy for treatment both disorders
« “Low dose naltrexone” used for generalized CNS-mediated pain syndromes
like fibromyalgia, may help alcoholic neuropathy



Withdrawal Management of Alcohol

Plan strategy based on final desired outcome, level of use, medical comorbidities
 Some prefer to aim for controlled use in mild-moderate AUD
 severe AUD advocate for abstinence

Alcohol withdrawal potentially life-threatening (seizures, delirium tremens)—> low threshold to
recommend inpatient withdrawal treatment and rehab
* Rule of thumb for expecting withdrawal is at least a 6 pack of beer, bottle of wine, or pint of
hard liquor daily
* Less for women than men, very variable

Phenobarbital being used increasingly as a preferable withdrawal treatment strategy vs BZDs
« Rapid onset, long half-life, linear pharmacokinetics, large therapeutic window

Disulfiram can be effective in facilitating abstinence when the patient can not or will not admit for
inpatient treatment and no active withdrawal concern
» Qutcomes better with daily observed dosing



Withdrawal
Management

of Alcohol -
Qutpatient
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Patients who are in relatively good physical health
* No significant medical comorbidities
No history of seizures
Responsible/reliable, strong support system
Fixed-dose protocol
Can be shorter in duration compared to outpatient
« 3-5day taper
* |ong-acting sedative
* Diazepam, chlordiazepoxide, clonazepam,
phenobarbital

Alternative short acting sedative
 Lorazepam, oxazepam
« Safer in patients with significant liver disease



Withdrawal
Management

of Alcohol -
Qutpatient
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With either benzodiazepine or phenobarbital
use same general procedure

Provide loading dose

 Depends on tolerance

Take dose every 6 hours

* e.g., phenobarbital 30 mg géh

« (Can prescribe thirty 15 mg pills without refill
See patient daily

Maintain standing dose for 2-3 days then taper
slowly

/-10-day taper is reasonable in most cases



 Anticonvulsants can be used as replacement or

Withdrawal adjunct
I\/Ianagement . GabLapentliDn, carbimat;elpine | y f
B * Less abuse potential or prolongation o
%]C AlCO.hOl dependence compared to BZDs
u tp atient  Less evidence of effectiveness, less

clinical use
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« Recommended loading dose of sedatives

Withdrawal e Phenobarbital 30 mg qé6h

I\/Ianagement * Diazepam 10 mg géh
of Alcohol — * Chlordiazepoxide 25 mg q6h

: e (Clonazepam 0.5 mg - 1 mg gbh
Qutpatient " : ° 9
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Withdrawal Management of Alcohol-

Outpatient Regimen with Phenobarbital

Day1 Day?2 Day3 Day4 Day5 Day6é6 Day/7 Day8 Day9 Day 10

6 am 15,15 15,15 15,15 15,15 15 15 15 15 15 15
Three Two Once Once
12pm 15,15 15,15 15 15 15 15 Times  Times A A
A A Day Day
Day Day Every few
6 pm 15,15 15,15 15,15 15 15 15 dles el
cessation

12am 15,15 15,15 15,15 15,15 15,15 15
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. « Comfort medications
Withdrawal * Anxiety/Irritability/withdrawal - gabapentin

Management 300 to 600/800 mg
B * Anxiety - hydroxyzine 50mg géh
%]C AlCO.hOl * Insomnia -trazodone 50 mg ghs, or
utpat/ent mirtazapine 15mg ghs

 Nausea- ondansetron 4-8mg
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Withdrawal Management of

Sedatives (Benzodiazepines)

When to taper benzodiazepines:

* Any patient taking benzodiazepines daily for longer than one month,
especially persons:

« Older than 65 years (because of the risk of injury from falls and
other cognitive adverse effects)

« Taking multiple benzodiazepines, benzodiazepines combined with
prescribed opioids or amphetamines, other CNS affecting drugs, or
supratherapeutic/impairing dosages

* With a cognitive disorder, history of traumatic brain injury, or
current or history of substance use disorder, especially sedative-
hypnotic or alcohol use disorder



 Gabapentin/pregabalin
 Hydroxyzine

 Buspirone

« SSRIs (sertraline, citalopram)

Implementing + TCAs
alternatives for * Beta Blockers
Tali 'th  Exercise
anxicty wi  Mindfulness/meditation/visualization

chronic pain/SU D « Pain psychology counseling

 Nutritional balance
« (Caffeine avoidance
 Smoking cessation
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Potential Contributors to Insomnia

Potential Contributors to Insomnia

Medications/Substances that Interfere with Sleep*32*

Alcohol Caffeine Thyroid Hormone
Phenytoin Central Nervous System Stimulants Nicotine
Anticholinesterase Inhibitors Decongestants (e.g. pseudoephedrine) 55RIs/5NRIls
Bupropion Diuretics Theophylline

55R1 = selective serotonin reuptake inhibitor; SMRI = serotonin norepinephrine reuptake inhibitor

Chronic Pain Disorders (e.g. | Irritable Bowel Syndrome Epilepsy
Asthma o . .
arthritis, neuropathic pain)
Cardiac (e.g. congestive Reflux (GERD) Parkinsons Disease
COPD : .
heart failure, angina)
Sleep Apnea Hyperthyroidism Nocturia Restless Legs Syndrome
Substance Use Anxiety Disorders Depression PTSD

COPD = Chronic Obstructive Pulmonary Disease; GERD = Gastroesophageal Reflux Disease; PTSD = Posttraumatic Stress Disorder
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Implementing

Alternatives for
Insomnia
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Melatonin
Ramelteon
Trazodone
Mirtazapine
Doxepin
Hydroxyzine
Exercise

CBT

Guided imagery
Yoga
Biofeedback
Massage/acupuncture

Avoid antipsychotics
Discuss sleep hygiene
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Be SMART: Partnering with Your Patients
to Create Treatment Plans

Marianne Fingerhood, DNP, ANP-BC,
CNE



Session Learning Objectives

1. Explain how developing SMART objectives and goals can
be applied to pain and addiction treatment planning

2. Utilize treatment planning best practices with patient
case examples

3. Practice asking patients prompting questions to develop
a patient-centered treatment plan



Behavior Change

* Behavior change is the foundation of addiction
medicine and integral in pain management

* Change of thought patterns and behaviors are
essential for effective treatment

* For successful treatment outcomes to take place,
patients must often alter life-long behavior
patterns



Behavior Change

The transtheoretical model of behavior change

« Six stages of change: precontemplation,
contemplation, preparation, action, maintenance,
and termination

Motivational interviewing

* |ncorporating certain qualities into the goal
setting process makes them more likely to be
achieved



Benefit of Partnering With Patients

v' Creates a sense of ownership and responsibility for
their treatment outcomes

v Im

v En
v Im

porovec

v' Increasec
v Improvec

v' Allows patient know provider is willing to assist and
they have support

oroved understanding of goals and outcomes
nances confidence

patient experience
adherence to treatment plan
understanding of goals



Introduction to SMART Goals

* First was utilized in 1981 - George T. Doran
« Utilized in setting measurable and achievable
goals

Specific Measurable Relevant Time-Bound




Specific

Make sure your goals
are focused and identify
a tangible outcome.
Without the specifics,
your goal runs the risk
of being too vague to
achieve. Being more
specific helps you
identify what you want
to achieve. You should
also identify what
resources you are going
to leverage to achieve
success.

Measurable

You should have some
clear definition of
success. This will
help you to evaluate
achievement and
also progress. This
component often
answers how much
or how many and
highlights how you’ll
know you achieved
your goal.

Your goal should be
challenging, but still
reasonable to achieve.
Reflecting on this
component can reveal
any potential barriers
that you may need to
overcome to realize
success. Outline the
steps you’re planning
to take to achieve your
goal.

Introduction to S.M.A.R.T. Goals

Relevant

This is about getting
real with yourself and
ensuring what you're
trying to achieve is
worthwhile to you.
Determining if this is
aligned to your values
and if it is a priority
focus for you. This helps
you answer the why.

Time-Bound

Every goal needs a
target date, something
that motivates you to
really apply the focus
and discipline necessary
to achieve it. This
answers when. It’s
important to set a
realistic time frame

to achieve your goal

to ensure you don't
get discouraged.

https://www.hydratemarketing.com/blog/the-importance-of-setting-smart-goals. Accessed 7/15/2021.




S.M.AR.T. Goals in Pain and
Addiction Treatment Planning



SMAR.T. -5

* S: Specific
* For a goal to be effective, it needs to be
specific - be detailed
* A specific goal answers questions like:
* What objective needs to be
accomplished?
 Who is responsible for it?
 What steps will you take to achieve it?



SMAR.T. -M

 M: Measurable

* Specificity is a very practical start but does
not include numerical metrics i.e., numbers

* Quantifying goals by ensuring there is a way
to measure them allows them to tracked so
progress and the end point can be identified

* |ncorporate benchmarks that can be
measured and tracked



SMART. - A

* A: Attainable

* Goals should be realistic — not something
that just sounds ideal but also achievable

* Ensuring that the goal is within reach

* Consider any obstacles that might impede
achievement of goal



SMAR.T. -R

R: Relevant

There should be a benefit to achieving the
goal

It should be alighed with other goals and
desired outcomes

* Fitinto big picture of other goals
evaluate why the goal matters to individual
and those who matter to them

Ensure that a “why” can be identified



SMAR.T. -R

* R: Realistic
A SMART goal must be realistic
* |s the goal within reach?

 |s the goal achievable, given the time and
resources?

* Are you able to commit to attaining the
goal?



SMART. - T

T: Time-bound/time-based/timely

Good goals should have an endpoint

Work with patient regarding when goal is to
be accomplished

Helps to prevent procrastination and
avoidance of progression to goal

Build in time-related parameters

Include others who may need to partner
with patient to achieve goal to also stay on
track



Utility of SM.A.R.T. Mnemonic

in Treatment Planning

* Helps ensure goals are achieved within a specific
time frame

* Decreases sense of feeling overwhelmed by tasks

* Creates a straight-forward, easily replicable
roadmap for successful goal achievement

* Provides way to engage patient, partner with them
and elicit their input

 Empowers patient with tool they can use in other
areas of life



S.M.A.R.T. and Addiction Treatment

* Recovery is a multi-step and life-long process
« Recovery can be overwhelming and seem unattainable
 May be something they have not ever succeeded at
before
* Smart goals will help outline where to start and prioritize
what to start with
 Something to work towards
* Good to start with short terms goals
« Patient able to experience success and celebrate
achievements



S.M.A.R.T. and Addiction Treatment

* Build confidence to work towards other goals
* Can couple with other strategies
* Visualization
* Motivational interviewing
* Mindfulness
* Acceptance and commitment therapy
* Present Moment Awareness



S.M.A.R.T. and Addiction Treatment

« SM.AR.T. GOALS

* Aid in providing much needed stability and
structure

* Aids in avoiding depression, stagnation or
hopelessness

* Allow patients to enjoy the entire journey and
the recovery experience

» Relish improvements/ new feelings/new
insights
* Helps give life meaning and purpose



S.M.A.R.T. and Addiction Treatment

* To increase probability of success in achieving the goals
* Write goals down

 Have patients share them with others who will aid in
accountability

* Do not expect perfection in achieving goals
* Prepare for setbacks

* Create alternate paths to achieve the same goal
« Utilize a team approach

 Make use of professionals in network
* Psychotherapist, counselor, social worker, peer
recovery coach, sponsor, medical provider



S.M.A.R.T. and Pain Treatment

* Chronic Pain experience is complex, subjective and influenced
by psychological, emotional and other external factors
« Allow patient to indicate what is important to them
* Unrealistic to indicate the absence of pain as goal
» Useful to set goals around function and behaviors rather than
pain score
* Avoid using pain intensity as goal
« Consider physical, emotional, social aspects of function
* Create goals around quality-of-life indicators
 Emotional stability
* Sleep
* Physical activity -Social and recreational activities



S.M.A.R.T. and Pain Treatment

* Also focus on
* Decreasing medications and reducing side effects
* Changing maladaptive behavior
* Correcting postural abnormalities
 Weakness and overuse

* Partner with patient to document progress as patient may
not notice improvements

 |f a goal is not achieved modify/revise it

* break it down into a smaller steps with short term
goals

Celebrate all progress even if it is slow



Recap/Integration of Course Content
Into Treatment Planning



Case 1- Mr. M

Alcohol Use

Alcohol use started at age 13

Daily drinking started in college

Has had periods of sobriety over the
years

Last period of sobriety 2 years ago
for 6 months

Recently put on probation at work
for absences

Wife has asked to leave the family
home “Don’t come back until you can
stay sober”



Large Group
iscusion

Case 1- Mr. M

* Problem: “l will lose my family if | do not stop
drinking.”

« Patient Goal: Begin to resolve family conflict
while maintaining a program free of substance
use.

What are some possible SMART
objectives that could help this patient
reach their goal?




Alcohol Treatment Plan

Potential SMART Goals:

* Verbalize specific family conflicts that led to substance
use and times substance use led to family conflict

 Complete a worksheet to review with family.

* |dentify three non using friends to socialize with include
activity and frequency

 |dentify high stress situations with family that might lead
to drinking and a plan for resolution

SJ;‘ https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.



Alcohol Treatment Plan

Intervention:

* Explore relationship between substance use and family
conflict during individual sessions using motivational
interviewing and cbt;

» Assist with expanding social support that includes non
using friends.

Frequency: weekly 60-minute individual sessions Duration: 4
months

SJ;‘ https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.
L4$A\‘\»



Case 2- Ms. L

Substance Use

Alcohol and THC use began in high
school

Prescription drug use after sports injury
Began buying oxycodone from a
“friend” about 3 years ago

Cocaine use intermittently

Two overdoses in the past 6 months
Has had several attempts at recovery
longest has been 3 months each
attempt after an overdose

Recently lost a close friend to overdose



Large Group
Discussion

Case 2- Ms. L

* Problem: “"I'm addicted to drugs; it's
something that's controlling my life."

« Patient Goal: “| have to figure out a
way to make recovery work”

What are some possible SMART
objectives that could help this patient
reach their goal?




Recovery Treatment Plan

Potential SMART Goals

 Explore previous recovery attempts including substances,
length in recovery and previous treatment

 |dentify triggers that can lead to relapse

* Develop new ways to cope with high-risk situations as
evidenced by...

« Expand social support by identifying activities that are substance
free

SJ;‘ https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.
L4sm‘\§



Recovery Treatment Plan

Intervention:

* Review the chemical use hx, and attempts at recovery.

« Assist in identifying triggers and educate about high-risk situations

» Address potential ambivalence through the use of Ml and CBT

» Assist with expanding social support that includes non using friends,

* Generate ideas for social activities, including the benefits of a
healthier lifestyle.

Frequency: weekly 60-minute individual sessions Duration: 3 months

SJ;‘ https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.



Case 3- Mr. N
-

Pain, Alcohol, and Opioids

Back injury 20 years ago

Treatment was initially opioids

Due to insurance restrictions “cut off” 2 years
ago

Had been an occasional drinker - no binging,
no more than 2 at a time less than twice a
week

Since opioids stopped - drinking every day
“to fall asleep liquor - fifth — 2 days

In the past 2 months has been getting
oxycodone 30 mg (30 pills a month) “from a
lady friend”

Alternating alcohol and opioids



Large Group
Discussion

Case 3- Mr. N

* Problem: “My low back pain is just
unbearable. The alcohol and drugs help
relieve my pain."

« Patient Goal: “| would really like to
manage my pain in a healthier manner”

What are some possible SMART
objectives that could help this patient
reach their goal?




Pain Treatment Plan Learning Activity

Potential SMART Goals:
 |dentify any triggers for the back pain and what may exacerbate

it once it begins

 |nitiate smoking cessation with specific quit date and methods
as nicotine is known to exacerbate chronic pain

* Devise a diet and movement plan to lose 10 |Ibs over the next 3
months



Sample Treatment Plan Learning Activity

Intervention:

Explore a history of abuse/neglect/trauma

|dentify thought patterns surrounding the pain that are
destructive.

Educate about sleep hygiene, diet and physical activity

Address potential ambivalence using M| and CBT and work
through any resistance;

Assist with expanding community activities/engagement
Recommend a good pain support group

Benefits of a healthier lifestyle

Explain opioid-induced hyperalgesia, sedation/cognitive defects



Questions Appropriate for

Treatment Planning

What would you like your life to be like: A month from now? 6 month? A year? 5
years?

What are your top three goals and objectives for treatment?

Have you tried to obtain these goals before?

What might be your greatest obstacles?

Who is supportive of you in this process/for these goals?



Questions Appropriate for

Treatment Planning

Who might be a hindrance or disagree with this treatment plan and objectives?

Do you have any fears or concerns about this process?

How to do you think | can best help and support you in achieving your goals?

Do you have any role models who have done what you plan to achieve?

|s anything unclear about this treatment plan?



References

* https://www.hydratemarketing.com/blog/the-importance-of-
setting-smart-goals. Accessed 7/15/2021.

* https://thinkmarketingmagazine.com/how-to-create-smart-goals/.
Accessed 7/20/2021.

* https://en.wikipedia.org/wiki/SMART _criteria

* https://www.swmbh.org/wp-
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/7/12/21.



Questions?

Please unmute yourself or submit your guestion
in the chat box
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