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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



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

Poll Question

A. True 
B. False



An overview of key messaging 
when talking with patients 
about pain and addiction.



What is pain?



IASP Definition of Pain

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



Understanding 
Pain

• Pain is always real
• Pain can be complicated

• Pain does not equal tissue damage
• Hurt ≠ Harm
• Sore but Safe

• Pain equals protection

• Pain depends on context

• Pain system can be overprotective
• Retrain your pain system

Factsheets - Pain Revolution

https://www.painrevolution.org/factsheets
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Chronic pain activates different regions in the brain compared 
to acute pain.

Poll Question

A. True 
B. False



Apkarian. Curr Op in Neuro, 2013

2013



2013

2018

“…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



• 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

Alarm



Hurt may signify harm

In Acute Pain, there may be closer 
relationship between tissue damage and 
pain…

Acute Pain

Adaptive view for Acute Pain – which 
appropriately leads to immobilizing your 
broken arm which will help healing



In Chronic Pain, pain is often more related to 
sensitization of the nervous system, and…

Chronic Pain

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

HarmHurt =Once serious conditions 
are ruled out, explain that

Can be Sore but Safe



“I have pain in my L5 
vertebrae.”



Spine findings in asymptomatic patients by age

Brinjikji W. Systematic literature review of imaging features of spinal degeneration in asymptomatic populations. AJNR Am J Neuroradiol. 
2015 Apr;36(4):811-6. doi: 10.3174/ajnr.A4173. 



• Pain is 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

Pain is Complex



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.



Similarly stimulant use, or even thinking of a 
drug you are addicted, to can set off an alarm. 

Nature Video Cocaine Video

Amygdala
not lit up

Amygdala
activated

(Volkow courtesy of NIDA)



Cultural Transformation in Addiction Care

24

Stigma
moral failing 
weak will

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



Addict

Alcoholic

Dirty Urine

Person with opioid 
use disorder

Non-concordant Urine 
Drug Test

Person Centered Language



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 
6;89(1):11-36. doi: 10.1016/j.neuron.2015.11.027. PMID: 26748087.



Empowering Patients 
Towards Functional Goals



“Quick Fix”



Life

Pain



Life

Pain



Life

Pain



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



April 2020

April 2020

October 2021

April 2020



Evidence-Based Nonpharmacological Therapy for LBP (Chou, 
Ann Intern Med 2016)

# of 
Trials

Exercise 122
Chiropractic/manipulation 61
Acupuncture 49
Multidisciplinary rehabilitation 44
Psychological Therapy 32
Massage 26
Yoga 14
Mindfulness-based stress reduction 3
Tai Chi 2

LBP=low back pain; OA = osteoarthritis; FM=Fibromyalgia; Neuro = neuropathic pain



Drug LBP OA FM Neuro
1a Acetaminophen +
1b NSAIDs + +
2a Tricyclics + +
2b Muscle Relaxants + +
3a Gabapentinoids + +
3b SNRIs + + +
4a Tramadol + + + +
4b Opioids ? ? ?
-- Topical analgesics + + +

(table courtesy of K. Kroenke - modified)

LBP=low back pain; OA = osteoarthritis; FM=Fibromyalgia; Neuro = neuropathic pain

Eight Med Classes in Four Common Conditions



A
pril 2020

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 
in improvement 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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Kroenke et 
al, 2009

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)



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

2015



Sleep and Pain

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

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

https://www.cdc.gov/sleep/about_sleep/sleep_hygiene.html



Primary Treatment 
Approaches for OUD

Buprenorphine Methadone Naltrexone XR

Identifying and Managing Opioid Use Disorder: https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/IB10-
933_OUD-ProviderAD-EducationalGuide_508Ready.pdf



Medications for OUD

Identifying and Managing Opioid Use Disorder: https://www.pbm.va.gov/PBM/AcademicDetailingService/Documents/508/IB10-
933_OUD-ProviderAD-EducationalGuide_508Ready.pdf



Whole Person 
Treatment Model for 
Pain, Addiction and 
Mental Health 

Biological

Spiritual

Psychological

Social

Sustained, happy 
recovery.



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

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



Pain and SUD Common 
Treatment Goals

• Treat co-morbidities including mental health and sleep



Pain and SUD Common 
Treatment Goals

• Reduce/eliminate unnecessary or harmful medications and 
substances



Putting it All Together



•ValidateV
•EducateE
•MotivateM
•ActivateA



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. I 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.”



References for Clinicians 
and Patients
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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 I 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 I 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. I 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 I 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 I 
ask for I’ll buy it from a dealer, 
and if I 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 I 
have real pain that started my 
addiction?!”



Questions?
Please unmute yourself or submit your question 

in the chat box



BREAK
11:00-11:15 am ET (15-mins) 



Marianne Fingerhood DNP, ANP-BC, CNE

Utilizing Screening & Assessment 
Tools in Your Practice

Session 2



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 

healthcare 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
Use the NearPod link sent in the 
chat to share your responses to 

the prompt

What pain and addiction 
screening and assessment 

tools are you familiar with?



Whiteboard
Use the NearPod link sent in the 
chat to share your responses to 

the prompt

What are 3 challenges you 
experienced when using 

screening, and assessment 
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

https://www.samhsa.gov/data/sites/default/files/reports/rpt29392/Assistant-Secretary-nsduh2019_presentation/Assistant-Secretary-nsduh2019_presentation.pdf



• Evaluation in people with no known risk 
factors

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

have no identifiable symptoms
• Outcome generally a simple yes or no/ 

presence or absence
• Goal is early detection  and intervention
• 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

Differentiating Screening & Assessment

Screening
• Positive screen followed by a more detailed 

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

disease
• Mitigating and associated factors for 

consideration
• Analyze aspects of additional risks

Assessment



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

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

May achieve greater patient  engagement in these settings compared to specialty 
addiction centers



Basic Principles of Screening

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.

A good screening 
test will be 
accurate.

Clinical judgement.

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

• Insufficient evidence routine screening and brief intervention 
to prevent or decrease alcohol misuse in children and 
adolescents

• Insufficient evidence routine screening and brief intervention 
to prevent or decrease tobacco use in children and adolescents

• Insufficient evidence to recommend general screening with 
brief intervention for illicit substance use



Common Screening & Assessment Tools

Pain with Potential 
Addiction Pain 

Mental Heath
PTSD

Disability

Assessments



Screening & Assessment Tools – Pain/Opioid

SOAPP-R

COMM DIRE

PDUQ

ORT



COMM



COMM



DIRE



ORT 
ORT



ORT 

SOAPP-R

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? 

                

             

              

           

            

              

           

                

   

        

              

              

 

             



PDUQ



Selected Screening & Assessment Tools - Pain

McGill Brief Pain
Index

WPI
SSS



McGill



Brief Pain 
Inventory



WPI
SSS



Screening & Assessment Tools Mental Health

PHQ-9 GAD7
Beck 

Depression 
Inventory



PHQ - 9



GAD7



Beck’s Depression 
Inventory



Beck’s Depression 
Inventory



Beck’s Depression 
Inventory



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
https://www.relias.com/blog/connection-substance-use-and-trauma. Accessed 8/24/21.



Screening & Assessment Tools Trauma/PTSD

PC-PTSD-5 SPRINT

TSQ



PC-PTSD-5

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?
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 



SPRINT



TSQ

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

PDI PEG

ODI



PDI



ODI



PEG

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
intensity and interference. Journal of General Internal Medicine. 2009 Jun;24:733-738. 



Screening & Assessment Tools - Addiction

5As

NIDA Progressive 
Screening

NM-ASSIST

AUDIT

AUDIT-C

CUDIT

DAST



5 A’s

- Ask questions to 
assess risk
- Learn about 
personal 
experience with 
substance use
- This determines 
the intervention 
provided

Ask Advise Assess Assist Arrange

- 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

- Evaluate 
problem severity
- Evaluate 
readiness to 
change

- Develop treatment 
plan based on their 
goals
- Use  S.M.A.R.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

- 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. 



NIDA (National 
Institute on Drug 
Abuse) Progressive 
Screening

• One question.
• Ask if there was any substance use in 

prior year.
• An answer in the affirmative warrants 

further queries.
• Ask then about risk level and offer 

brief intervention.
• An answer in the negative ends 

screening process.



NM-Assist (NIDA 
Modified Assist)
Quick Screen



NM-Assist (NIDA 
Modified Assist)
Full Screen



Audit



Audit - C



CUDIT



DAST



DAST 



Screening & Assessment Tools - Withdrawal

CIWA-ACOWS SOWS



COWS 



SOWS 



CIWA-AR 



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



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?



Breakout 
Rooms

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

attendees 

2. As a group, discuss the 
prompts 

3. Select a “representative” to 
report back to the large 

group what you discussed

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

2. What are the pros and cons of 
those tools?

5-Minutes to Discuss: 



Large Group 
Discussion

What were the common themes   
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 

visits
• 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 for 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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• https://www.ptsd.va.gov/professional/assessment/te-measures/index.asp. Accessed 

8/23/21



Questions?
Please unmute yourself or submit your question 

in the chat box



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



Adding to your Toolbox: 
Behavior Change Techniques to 
Engage Patients in Treatment

Session 3

Greg Rudolf MD, DFASAM



Outline of Presentation

1. Discuss concepts important to contextualize behavioral 
treatment of chronic pain 

2. Introduce behavioral change theory
3. Review specific techniques for behavioral change that 

can be done during a routine office visit by any medical 
provider (SBIRT, MI, brief CBT)

4. 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 
Disorder 

GAD Panic 
Disorder 

OCD

Substance 
Use Disorder

Sleep-Wake 
Disorders

Personality 
Disorders

Chronic 
Pain



• Gate openers:
– Overactivity and/or underactivity
– Feeling depressed, anxious, angry, fearful, 

or other negative moods
– Unhelpful, catastrophic, negative 

thoughts
– Too much pain medicine over a long 

period of time
• Gate closers:

– Meditation, yoga, physical activity
– Mindfulness
– Present-moment awareness
– Pacing your activities without underdoing 

or overdoing

Neuromatrix Model: 
“Gate Theory”

(Melzack and Wall 1965)



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



Evidence-Based Resources for PTSD Treatment 
for the Patient and Provider



• 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

• In Change Theory, internal motivation drives 
progress.

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

Getting Unstuck: Behavioral Change Theory



Stages of Change Model

Prochaska and Di Clemente 1977



Pain Management: Follow up Interview (10-Mins)



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? 

Group Discussion



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.
– Ideally coordinate SBIRT process and plans with referral venue

• Institute ongoing SBIRT training optimized to office flow, including 
EHR integration
– Consult with your facility’s IT support team



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 

Brief Counseling Techniques: 
Motivational Interviewing



1. Express empathy through reflective 
listening. 

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

3. Avoid argument and direct 
confrontation.

4. Roll with resistance, it disrupts the 
struggle.

5. Support self-efficacy, essential for 
behavior change. 

The 5 Principles of MI

• 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

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

A Affirmations to help overcome self-sabotaging or 
negative thoughts.

R Reflections to express ambivalence.

S Summarize to let your patient know that they are 
being heard. 



• 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.

Characteristics of MI

Source: S. Rollnick, W. Miller and C. Butler Motivational Interviewing in Health Care, 2008.



Motivational Interviewing Role Play(8-Mins)



Do you use elements of MI in your practice?

Poll Question

A. Yes
B. No



1. What MI techniques did the provider use? 

2. What did the provider do well? 

3. What could have been improved? 

Group Discussion



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:

– I want to understand your marijuana use from your perspective. 
Can I 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 I 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



Brief Counseling Techniques: Cognitive-
Behavioral Therapy (CBT)

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 (4-Mins)



Do you use elements of CBT in your practice?

Poll Question

A. Yes
B. No



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?

Group Discussion



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



Evidence-based Psychotherapy 
for Chronic Pain



Where to 
Refer Patients
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Questions?
Please unmute yourself or submit your question 

in the chat



BREAK
2:00-2:15 pm ET (15-mins) 



Aram Mardian, MD

Non-Pharmacologic Treatment Options for 
Chronic Pain: Identifying Appropriate 

Treatments & Creating a Referral Network

Session 4



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



• 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)
• “I’m miserable, doc.”
• Referred for pain/addiction eval by new 

PCP who recently inherited his medication 
management

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

Case: Tom



• PMH significant for well-controlled HTN, otherwise 
negative

• 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?

Case: Tom



Whiteboard
Use the NearPod link sent in the 

chat to share your thoughts.

What other providers should 
we get involved right away?”



Preparation

Before Visit

Understand 
Evidence

Create Your 
Team

Hone Your 
Language

During Visit

Build Rapport

Engage in MI



April 2020

April 2020

October 2021

April 2020



April 2020



Key Messages:
Interventions that improved function and/or pain for ≥1 mo

• Low back pain: Exercise, psychological therapy, 
mindfulness-based stress reduction, yoga, acupuncture, 
multidisciplinary rehabilitation, spinal manipulation, low-
level laser therapy, massage

• Serious harms were not observed with the interventions. A
pril 2020



Key Messages:
Interventions that improved function and/or pain for ≥1 mo

• Neck pain: Exercise, mind-body practices, acupuncture, 
low-level laser, low-level laser

• Knee osteoarthritis: Exercise, cognitive behavioral therapy
• Hip osteoarthritis: Exercise, manual therapies
• Fibromyalgia: Exercise, CBT, myofascial release massage, 

mindfulness practices, tai chi, qigong, acupuncture, 
multidisciplinary rehabilitation

• Tension headache: Spinal manipulation 
• Serious harms were not observed with the interventions.

A
pril 2020



October 2021



Key Messages: 
• 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

O
ctober 2021



April 2020



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 GI, liver, renal, CV 
adverse events

A
pril 2020



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

• Full Guideline
• Clinician Summary
• Pocket Card
• Patient Summary

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




Before Discussing Referrals – Optimize your Own 
Potential for Impact

Build Rapport
Assess readiness to 
participate in non-
pharmacologic treatments

Match your approach to 
the patient’s readiness to 
engage

Use MI to enhance 
patient’s internal 
motivation



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 MI 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 MI 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



8AM –
patient wakes 
up  takes 
10mg 
Oxycodone

10PM –10mg 
Oxycodone 
before bed

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

Noon – 10mg 
Oxycodone 5P – 10mg 

Oxycodone

Short Term Use



8AM –
patient wakes 
up  takes 
10mg 
Oxycodone

10PM –10mg 
Oxycodone 
before bed

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

Opioid opponent effects: increased 
physical pain, irritability, anxiety, restless, 
insomnia 

Noon – 10mg 
Oxycodone 5P – 10mg 

Oxycodone

InsomniaInsomnia

Long Term Use - Tolerance/Hyperalgesia



8AM –
patient wakes 
up  takes 
10mg 
Oxycodone

10PM –10mg 
Oxycodone 
before bed

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

Opioid opponent effects: increased 
physical pain, irritability, anxiety, restless, 
insomnia 

Noon – 10mg 
Oxycodone 5P – 10mg 

Oxycodone

InsomniaInsomnia

Long Term Use – Prominent Tolerance/Hyperalgesia



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
• Identify 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
• MI 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



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 Pain 
Rehabilitation Program



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



 physical and occupational therapy 
 pain psychology 
 medical pain management 

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

Build the best possible 
(virtual) interdisciplinary 
team

What constitutes an Interdisciplinary 
Pain Rehabilitation PLAN?



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





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.

• Natural doesn’t mean safe

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

Complementary/Integrative Health (CIH) 
Treatment for Pain



Non-Surgical Procedural Interventions



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%)”



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”

Case: Tom



Summary & Key Points

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



Summary & Key Points

• Try to address a problematic medication regimen ASAP



Summary & Key Points

• Emphasize safe, sustainable, non-invasive interventions



Summary & Key Points

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



Summary & Key Points

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



Summary & Key Points

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



Summary & Key Points

• 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 

3. Select a “representative” to 
report back to the large 

group what you discussed

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? 

10-Minutes to Discuss: 



Large Group 
Discussion

Report Back:
What were the common themes   
among your group?

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



Questions?
Please unmute yourself or submit your question 

in the chat box



BREAK
3:15-3:30 pm ET (15-mins) 



Greg Rudolf MD, DFASAM

Complex Pharmacologic Concepts and 
Treatment Techniques in Pain

And Addiction

Session 5



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   

• Untreated opioid use disorder (OUD)

• OUD on buprenorphine maintenance

• OUD on methadone maintenance

• Opioid dependence (long term Rx opioid use) without OUD

• Alcohol use disorder

• Benzodiazepine use or use disorder

Chronic pain with co-occurring

• 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 
addiction and stress. Brain Res. 
2010;1314:175-182. 



• Role of kappa opioid receptor and dynorphin
• Contributes to hyperalgesia, anxiety/depression, drug-seeking 

behavior
• Buprenorphine is a KOR antagonist 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 
antagonism reverses heroin withdrawal-induced hyperalgesia in male and 
female rats. Neurobiology of Stress. May 2021; 14: 100325

Opioid Use and Chronic Pain



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.



Opioid-Induced 
Hyperalgesia

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

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


Factors Associated 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 (negative 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 Outcomes

• 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 S.M.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

• It 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
• If 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



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_MSy6NAnhTWkXxTP_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

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



Tapering 
Opioids for 
Chronic Pain

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

When should 
tapering be 
strongly 
considered?

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


Opioid Withdrawal 
Management–
End Goal

Considerations for formulation of taper plan: 

• Determine if the initial goal is dose reduction or 
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 MI)
• 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
0.pdf. 

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


Opioid Withdrawal 
Management–
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



“Traditional”

• Period of abstinence
• Wait until moderate (or worse) 

withdrawal – usually 48-72 
hours

• Then start at 2 mg & titrate to 
therapeutic dose

Low Dose Initiation 
with Concurrent Full 

µOR Agonist
• Eliminates need for period of 

abstinence 
• Gradual initiation of low doses 

(0.5 mg) with slow up-titration
• Concurrent full µOR agonist is 

managing withdrawal
• Once at therapeutic dose of 

bup, stop full µOR agonist

• 5-10 days to therapeutic dose

Rapid Low Dose 
Initiation

• Eliminates need for period of 
abstinence 

• Start very low doses, every 3-4 
hours, gradually increase dose

• “Sneak” on to the receptors
• Withdrawal symptoms 

managed with ancillary 
medications

• Minimizes full µOR agonist; 
may use as needed

• 2-4 days to therapeutic dose

Buprenorphine Initiation Strategies

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.



Terminology

• Strategy for initiation
• goal to titrate to therapeutic dose
• More medically accurate

“Low Dose Initiation”= OK 

• Pharmacology term for 
subtherapeutic doses

• Lay media/literature: hallucinogen 
microdosing

“Microdose”= Not OK

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.



Current Novel Research in Buprenorphine 
LDI 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:



Scheduled dosing of: 
• Tizanidine 4mg q6h
• Gabapentin 300mg q6h
• Hydroxyzine 50mg q6h

Plus Trazodone 50mg qhs or Mirtazapine 15mg qhs for insomnia
Dicyclomine 20mg q6h prn abdominal cramping
Ropinarole 1mg q8h prn restlessness

Ancillary medication protocol for opioid 
withdrawal transition to buprenorphine 

or naltrexone



Bup LDI Practical Techniques and Applications

LDI with chronic pain and OUD:

• Use buprenorphine transdermal patch at the 
outset of induction

• Add ancillary meds for withdrawal 
• Bup does not need to do all the work!

LDI for OUD without chronic pain

• In United States cannot use buprenorphine 
transdermal patch without pain diagnosis

• Perform LDI with buprenorphine/naloxone 
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 

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



Case 1: Ms. Olivia
73 yo female with h/o COPD, chronic 
opioid therapy for fibromyalgia
• Oxycodone 10mg q3-4h (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 



How to proceed…?



Buprenorphine Low Dose Initiation – Inpatient setting

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 Q6h
Gabapentin 300 mg Q6h
Mirtazapine 15 mg QHS
Dicyclomine 20 mg Q6h 

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

Buprenorphine solution 
(BuprenexTM)
• 0.075mgSL/IV q4h x 2
• 0.15mg SL/IV q4h x 2
• 0.3mgSL/IV q4h x 2
• 0.6mg SL q4h x 2

Buprenorphine SL film/tab
• 0.5mg SL q4h x 2
• 1mg SL q4h x 2
• 2mg SL q4h x 2
• 4mg SL q4h x 2
• 8mg SL TID ongoing (OK to 

increase to QID)

OR



Low Dose 
Buprenorphine 
Initiation–
Inpatient

• Cases were categorized based on adherence to a dosing strategy and 
LDI indication 

• OUD and acute pain
• non-prescribed fentanyl exposure
• transition from methadone



Buprenorphine 
Formulations

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

Dosage Form Indications Dosing
Sublingual tablet or 
film

Opioid use disorder,
Chronic pain

Induction then maintenance 6-32mg/day

Subcutaneous 
injection, extended-
release

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

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

Buccal film Chronic pain Naïve: 75mcg daily or Q12h if tolerated
Tolerant: Taper to no more than 30mg 
MMED then 150mcg Q12h

IV solution Acute pain 
management 
(immediate-release)

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

Transdermal patch Chronic pain Naïve: 5mcg/hr every 7 days
Tolerant: Taper to no more than 30MMED 
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 MI)
• 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 question 

in the chat box



BREAK
4:30-4:45 pm ET (15-mins) 



Case 2: Mr. A
• Mr. A is a 65-year-old male who  presents to 

your outpatient addiction medicine clinic as 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 I 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

This Photoby Unknown Author is licensed under CY

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 2: 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

Maleki N, Tahaney K, Thompson BL, Oscar-Berman M. At the intersection of alcohol use 
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
• Outcomes better with daily observed dosing



Withdrawal 
Management 
of Alcohol –
Outpatient

• 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

• 3-5 day taper
• long-acting sedative

• Diazepam, chlordiazepoxide, clonazepam, 
phenobarbital

• Alternative short acting sedative
• Lorazepam, oxazepam

• Safer in patients with significant liver disease



Withdrawal 
Management 
of Alcohol –
Outpatient

• 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 q6h
• Can prescribe thirty 15 mg pills without refill

• See patient daily
• Maintain standing dose for 2-3 days then taper 

slowly
• 7-10-day taper is reasonable in most cases



Withdrawal 
Management 
of Alcohol –
Outpatient

• Anticonvulsants can be used as replacement or 
adjunct
• Gabapentin, carbamazepine

• Less abuse potential or prolongation of 
dependence compared to BZDs

• Less evidence of effectiveness, less 
clinical use



Withdrawal 
Management 
of Alcohol –
Outpatient

• Recommended loading dose of sedatives
• Phenobarbital 30 mg q6h
• Diazepam 10 mg q6h
• Chlordiazepoxide 25 mg q6h
• Clonazepam 0.5 mg – 1 mg q6h



Withdrawal Management of Alcohol-
Outpatient  Regimen with Phenobarbital

Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7 Day 8 Day 9 Day 10

6 am 15, 15 15, 15 15, 15 15, 15 15 15 15 
Three
Times 
A 
Day

15 
Two
Times 
A 
Day

15 
Once 
A 
Day

15 
Once 
A 
Day
Every few 
days until 
cessation

12 pm 15, 15 15, 15 15 15 15 15

6 pm 15, 15 15, 15 15, 15 15 15 15

12 am 15, 15 15, 15 15, 15 15, 15 15, 15 15



Withdrawal 
Management 
of Alcohol –
Outpatient

• Comfort medications
• Anxiety/Irritability/withdrawal - gabapentin 

300 to 600/800 mg
• Anxiety – hydroxyzine 50mg q6h
• Insomnia –trazodone 50 mg qhs, or 

mirtazapine 15mg qhs
• Nausea- ondansetron 4-8mg



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



Implementing 
alternatives for 
anxiety with 
chronic pain/SUD 

• Gabapentin/pregabalin
• Hydroxyzine
• Buspirone
• SSRIs (sertraline, citalopram)
• TCAs
• Beta Blockers
• Exercise
• Mindfulness/meditation/visualization
• Pain psychology counseling
• Nutritional balance
• Caffeine avoidance
• Smoking cessation 



Potential Contributors to Insomnia



Implementing 
Alternatives for 
Insomnia

• 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 

Session 6



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
• Incorporating certain qualities into the goal 

setting process makes them more likely to be 
achieved



Benefit of Partnering With Patients

 Creates a sense of ownership and responsibility for 
their treatment outcomes

 Improved understanding of goals and outcomes
 Enhances confidence
 Improved patient experience
 Increased adherence to treatment plan
 Improved understanding of goals
 Allows patient know provider is willing to assist and 

they have support



Introduction to SMART Goals

• First was utilized in 1981 - George T. Doran
• Utilized in setting measurable and achievable 

goals



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

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



S.M.A.R.T. Goals in Pain and 
Addiction Treatment Planning



S.M.A.R.T. - S

• 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?



S.M.A.R.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

• Incorporate benchmarks that can be 
measured and tracked



S.M.A.R.T. - 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



S.M.A.R.T. - R

• R: Relevant
• There should be a benefit to achieving the 

goal
• It should be aligned with other goals and 

desired outcomes 
• Fit into 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



S.M.A.R.T. - R

• R: Realistic
• A SMART goal must be realistic

• Is the goal within reach?
• Is the goal achievable, given the time and 

resources?
• Are you able to commit to attaining the 

goal?



S.M.A.R.T. - 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 S.M.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



• 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



• S.M.A.R.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 Addiction 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

• If 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

S.M.A.R.T. and Pain Treatment



Recap/Integration of Course Content 
Into Treatment Planning



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”

Case 1- Mr. M



Large Group 
Discussion

• Problem: “I will lose my family if I 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?

Case 1- Mr. M



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.
• Identify three non using friends to socialize with include 

activity and frequency
• Identify high stress situations with family that might lead 

to drinking and a plan for resolution

Alcohol Treatment Plan

https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.



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 

Alcohol Treatment Plan

https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.



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

Case 2- Ms. L



Large Group 
Discussion

• Problem: “"I'm addicted to drugs; it's 
something that's controlling my life." 

• Patient Goal: “I have to figure out a 
way to make recovery work” 

What are some possible SMART 
objectives that could help this patient 

reach their goal?

Case 2- Ms. L



Potential SMART Goals
• Explore previous recovery attempts including substances, 

length in recovery and previous treatment
• Identify 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 

Recovery Treatment Plan

https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.



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 MI 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 

Recovery Treatment Plan

https://www.swmbh.org/wp-content/uploads/Tx_Planning_for_SUD_v3.0.pdf. Accessed 7/12/21.



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 9 months has been getting 
oxycodone 30 mg (30 pills a month) “from a 
lady friend”

• Alternating alcohol and opioids

Case 3- Mr. N



Large Group 
Discussion

• Problem: “My low back pain is just 
unbearable. The alcohol and drugs help 
relieve my pain."  

• Patient Goal: “I 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?

Case 3- Mr. N



Potential SMART Goals:
• Identify any triggers for the back pain and what may exacerbate 

it once it begins
• Initiate 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 lbs over the next 3 

months

Pain Treatment Plan Learning Activity



Intervention: 
• Explore a history of abuse/neglect/trauma
• Identify thought patterns surrounding the pain that are 

destructive. 
• Educate about sleep hygiene, diet and physical activity
• Address potential ambivalence using MI 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

Sample Treatment Plan Learning Activity



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 I can best help and support you in achieving your goals?

Do you have any role models who have done what you plan to achieve?

Is 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.
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Questions?
Please unmute yourself or submit your question 

in the chat box
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