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Chronic Pain 

 Chronic pain affects 116 million American adults  

 

 Pain costs $635 billion/year in medical treatment 
and lost productivity  

IOM. The National Academies Press, Washington DC 2011 



“Of all the remedies it has 
pleased almighty God to 
give man to relieve his 
suffering, none is so 
universal and so efficacious 
as opium” 

 

Thomas Sydenham 

(1624-1689) 



How it all started - 1986 

 Series of 38 patients chronic non-cancer pain 

 66% < 20 MME/day 

 24 pts “acceptable” pain relief 

 14 pts “inadequate” pain relief 

 No gains in employment/social functions 

 No toxicity  

 2 pts- management “became a problem” (hx of addiction) 

Portenoy RK, Foley KM. Pain 1986;25:171-186 



“…these papers represent a 
phenomenon akin to 
‘breaking the sound 
barrier’. Our attitudes to 
narcotics are influenced by 
unfounded prejudice based 
on street addicts…” 
 

Ronald Melzack - Psychologist 

Presidential address, 5th World 
Congress of the IASP (1988) 
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HEALTH; Where It Hurts
By ROBERT STRAUSS

Published: January 14, 2001

It was a simple question, the one patients wanted to answer, but all

too often it just wasn't being asked in health-care facilities:

''How much does it hurt?''

''It's hard to believe how something so simple, and so important, was

being almost avoided,'' said Dr. Jeffry Komins, Vice President of

Clinical Outcomes for Virtua Health in Voorhees, Camden County.

''You are always going to have some pain when you come to the

hospital, but no one ever said it had to be extreme pain.''

As of this week, health-care organizations will have to have a pain

management system in place in order to have certification by the

Joint Commission on Accreditation of Healthcare Organizations, a

national certification group. In addition, state regulations went into effect on Jan. 1 that

will require state-accredited hospitals, nursing homes and home-health service providers

to ''address pain management as an integral component of patient care.''

In essence, this means that pain has become the fifth vital sign -- added to temperature,

blood pressure, pulse and respiration -- that will be checked regularly.

Each hospital and health-care organization can construct its own type of monitoring

system. In many cases, hospitals have monitored pain in patients on an informal basis, but

now doing so will be mandatory.

''This is one of the easiest regulations to follow, we believe,'' said Carole Patterson,

Director of the Standards Interpretation Group of the Joint Commission on Accreditation

of Healthcare Organizations, based in Chicago. ''Pain has a cause, and there are cures.''

The regulations are an outgrowth of a series of studies on end-of-life care financed by the

Princeton-based Robert Wood Johnson Foundation beginning in the mid-1980's. The

main study, which started in 1987, followed 10,000 people with a six-month life

expectancy.

Perhaps the most surprising finding of the study was that pain itself was if not ignored

certainly not handled with enough care.

''If you have a loved one in the hospital, you know how hard it is to see them in pain,'' said

Dr. Komins of Virtua. ''Pain management involves so much. It's not just curing the

physical pain, but dealing with spiritual, cultural and religious expectations. If you are in
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severe pain, you just can't deal with those other things.''

In mid-1997, the Johnson foundation financed a three-year grant to the University of

Wisconsin Medical School in connection with the accreditation commission to figure out

what health-care workers could reasonably do to manage pain among patients in their

facilities.

In the meantime, hospitals themselves asked for help in making uniform guidelines.

Assemblywoman Charlotte Vandervalk and Senator Peter A. Inverso also introduced a

series of bills to make sure all state-certified health-care facilities would be required to

have pain management programs. Governor Whitman signed them into law over the

summer and they took effect Jan. 1.

''There are no set standards as yet,'' said Chris Gage, a spokeswoman for the New Jersey

Department of Health and Senior Services. ''But the process is moving along, and it seems

hospitals are quite happy to do this.''

In fact, one of the biggest problems with making pain management a standard in health

care is that patients and their loved ones are misinformed about it.

''That idea of 'no pain, no gain' that people have heard all their lives is just flat-out wrong,''

said Ms. Patterson of the accreditation commission. ''You expect to have some discomfort

when you go to the hospital, but it should be manageable. There are also cultural barriers.

Some ethnic groups believe that pain is necessary in the curing process. There is a lot of

education that has to go on as part of pain management.''

Thus, families may be counseled as well as patients. If there is an important cultural

component, that will be taken into consideration in pain management.

While the management of pain does not have a concrete standard like body temperature or

blood pressure, most hospitals are using a 1-to-10 scale with each patient doing his own

rating.

''Clearly, each patient's level of pain is different,'' said Dr. Komins. ''But the point is to find

out what the patient can tolerate.''

If it is possible, said Dr. Komins, the wall of each room should have a clear 1-to-10 scale on

the wall, so the health provider can point to it. Then patients can, even if unable to speak,

rate their pain.

''What for you may be a 4 may be for someone else a 2 or an 8,'' he said. ''It may not be

reasonable to have a 1 after an appendectomy, but we should be certainly able to have a 3

or 4, which we would say is mild discomfort.''

Ms. Patterson said another misconception was that a painkiller can be worse medicine

than the pain.

''The idea that people become addicted to their painkillers is just wrong,'' she said. ''Few

people are being given that type of drug, and even if they are, it is not at those levels.''

Dr. Komins said that pain management could actually be a major trigger for better health

all around.

''People just get better more quickly without pain,'' he said. ''If you can walk, your

circulation is better. Their satisfaction with the whole operation is better when they are

without pain. If you don't have as much pain and you can take deep breaths and move

around, you are less likely to get blood clots or pneumonia.
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that they “misled doctors and patients”. June 2007 
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The money and influence behind “Pain as the Fifth Vital Sign”

December 16, 2012, 11:46 pm

 

A must-read article in the Wall Street Journal this weekend focuses on Dr. Russell Portenoy, a New York City pain specialist who two decades

ago was instrumental in the drive to expand use of opioid analgesics to treat chronic pain. (Unfortunately, the article is behind the WSJ

firewall and requires subscription.)

The Journal notes that today, prescription opioids are responsible for “the country’s deadliest drug epidemic”, with more than 16,500

persons dying annually.

Now, Dr. Portenoy and other pain doctors who promoted the drugs say they erred by overstating the drugs’ benefits and glossing over the risks.

“Did i teach about pain management, specifically about opioid therapy, in a way that reflects misinformation? Well, against the standards of

2012, I goes I did,” Dr. Portenoy said in an interview with The Wall Street Journal. “we didn’t know then what we know now.”

While years ago Dr. Portenoy and others claimed that the risk of addiction to opioids use to treat chronic pain was less than 1%, this figure

was based on virtually no scientific evidence.

“I gave innumerable lectures in the late 1980s and ’90s about addiction that weren’t true,” Dr. Portenoy said in a 2010 videotaped interview with

a fellow doctor. . . . In it, Dr. Portenoy said it was “quite scary” to think how the growth in opioid prescribing driven by people like him had

contributed to soaring rates of addiction and overdose deaths.

In a frequently cited 1986 paper — based on just 38 cases — Portenoy and Foley concluded that “opioid maintenance therapy can be a safe,

salutary and more humane alternative to the options of surgery or no treatment in those patients with intractable non-malignant pain and

no history of drug abuse”. According to the Journal, that paper “opened the door to much broader prescribing of the drugs for more

common complaints such as nerve or back pain”.

And there was pressure from organized groups to expand treatment of pain:

The Poison Review
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In the late 1990s, groups such as the American Pain Foundation, of which Dr. Portenoy was a director, urged tracking of what they called an

epidemic of untreated pain. The American Pain Society, of which he was president, campaigned to make pain what it called the “fi fth vital sign”

that doctors should monitor, alongside blood pressure, temperature, heartbeat and breathing.

Of course, at that time, pain was being under treated, certainly in emergency departments. But by minimizing — really negating — the

potential risks involved in chronic opioid therapy, proponents set the stage for the current epidemic of overdose deaths.

Before long, recommendations by Dr. Portenoy and other became incorporated in guidelines issued by professional society. And — I’m

shocked, shocked to learn — drug company influence and money were involved:

In 1998, the Federation of State Medical Boards released a recommended policy reassuring doctors that they wouldn’t face regulatory action for

prescribing even large amounts of narcotics, as long as it was in the course of medical treatment. In 2004 the group called on state medical

boards to make under treatment of pain punishable for the first time.

That policy was drawn up with the help of several people with links to opioid makers, including David Haddox, a senior Purdue Pharma

[manufacturer of OxyContin] executive then and now. The federation said it received nearly $2 million from opioid makers since 1997. . . .

A federation-published book outlining the opioid policy was funded by opioid makers including Purdue Pharma, Endo Health Solutions Inc. and

others, with proceeds totaling $280,000 going to the federation.

Eventually, the Joint Commission became involved:

The Joint Commission published a guide sponsored by Purdue Pharma. “Some clinicians have inaccurate and exaggerated concerns” about

addiction, tolerance and risk of death”, the guid said. “This attitude prevails despite the fact there is no evidence that addiction is a significant

issue when persons are given opioids for pain control.”

It should come as no surprise that the Journal reveals Dr. Portenoy has “disclosed relationships with more than a dozen companies, most of

which produce opioid painkillers.” Dr Portenoy denied that these financial relationships biased any of his lectures or publications.

Of course, the building consensus now is that there is little if any evidence that opioids provide safe and effective treatment for chronic non-

cancer pain, and that paradoxical, under-appreciated conditions such as opioid-induced hyperalgesia and narcotic bowel syndrome can

complicate long-term treatment.

It is unfortunate that this important article is behind the WSJ firewall. Nevertheless, it should be read and is worth seeking out.

Related post:

Was the “Pain as a 5th Vital Sign” campaign in part a marketing ploy?

    

Posted in Best of TPR, Medical by Leon
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Before the current situation 

 1990-2001 - 56% increase death rate from poisoning 

 51% Narcotics and “psychodysleptics” 

 50% “other Narcotics (codeine, morphine, etc) 

 8% Heroin 

 5% Benzodiazepines 

 5% Methadone 

 

 

 

MMWR, March 26, 2004;53(11)233-8 









Multiple Drugs 

Warner M, et al. NCHS data brief;22:2009 



Is the opioid/narcotic epidemic responsible for the 
heroin epidemic? 



At first sight… 

Cicero TJ et al. JAMA Psychiatry. 2015;72(5):424-429 



Illicit Drug Use Disorder  

 2013 – 27 million individuals > age 12 (10%) 

 500,000 dependent/abused heroin  

 Heroin abused increased (since 2002): 

 138.9% in Non-medical users of opioids since 2002 

 100% in Non-medical users stimulants/tranquilizers/sedatives 

 87% in users of cocaine 

 57% in binge drinkers 

 45% in marijuana users  

 
MMWR 2015;314:1468-78 

 



Non-medical users of opioids 

 3.6% initiated heroin use within 5 years of starting 
opioids 

Muhuri et al CBHSQ Data Review 2013 

 

 4.2% initiated heroin within the prior year (2011-13) 
Jones CM. Drug Alcohol Depend 2013;132:95-100 
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Figure 1. Past year initiation of heroin among individuals

aged 12 or older, by age group: 2013

Source: SAMHSA, CBHSQ, National Survey on Drug Use and

Health (NSDUH), 2013.

Figure 3. Past year heroin use among individuals aged

12 or older, by age group: 2013

INITIATION OF HEROIN USE

In 2013, an estimated 169,000 individuals aged 12 or older used heroin for the

first time in the past year (also known as past year initiates). On average, this

represents roughly 460 people initiating heroin use each day. Among individuals

aged 12 to 49 who initiated heroin use in the past 12 months, the average age at

first use in 2013 was 24.5 years.11

In 2013, 21,000 adolescents used heroin for the first time in the past year

(Figure 1). There were 66,000 young adults and 82,000 adults aged 26 or older

who initiated heroin use in the past year. The percentages of people aged 12 or

older that used heroin for the first time was similar in 2002 to 2013 (ranging

from less than 0.04 to 0.1 percent of the population over 12 years of age; data

not shown). The number of past year heroin initiates in 2013 (169,000) was not

significantly different than the numbers of heroin initiates in most years since

2002 (Figure 2).12 When trends in heroin initiation were examined for the three

age groups (i.e., 12 to 17, 18 to 25, and 26 or older), there were no statistically

significant differences between 2013 and 2002 through 2012 for any age group.

 

Figure 2. Past year initiation of heroin among individuals aged 12 or older, by age

group: 2002 to 2013

*Difference between this estimate and the 2013 estimate is statistically significant at the .05

level.

Source: SAMHSA, CBHSQ, National Surveys on Drug Use and Health (NSDUHs), 2002 to 2005,

2006 to 2010 (revised March 2012), and 2011 to 2013.

PAST YEAR HEROIN USE

In 2013, 0.3 percent of individuals aged 12 or older (an estimated 681,000

people) used heroin in the past year. Young adults were more likely to have used

heroin in the past year than were adolescents and adults aged 26 or older (0.7

vs. 0.1 and 0.2 percent, respectively; Figure 3). These percentages translate to

31,000 adolescents, 244,000 young adults, and 406,000 adults aged 26 or older

using heroin in the past year.

The number of individuals aged 12 or older who used heroin in the past year

remained relatively stable between 2009 and 2013 (Figure 4). However, the

number of past year users in 2013 was higher than the number in most years

from 2002 to 2008 (ranging from 314,000 to 455,000).13 Variations in this

pattern were seen by age group. Among adolescents, the number of past year

heroin users in 2013 (31,000) was similar to the numbers in 2002 through 2012.

The number of young adults who were past year heroin users in 2013 (244,000)
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Source: SAMHSA, CBHSQ, National Survey on Drug Use and

Health (NSDUH), 2013.

Note: Percentages represent the percent of the subgroup who

used heroin in the past year (i.e., 0.1 percent means 0.1

percent of adolescents aged 12 to 17).

Figure 5. Past year heroin dependence or abuse among

individuals aged 12 or older, by age group: 2013

Source: SAMHSA, CBHSQ, National Survey on Drug Use and

Health (NSDUH), 2013.

Note: Percentages represent the percent of the subgroup with

dependence on or abuse of heroin (i.e., <0.1 percent means

<0.1 percent of adolescents aged 12 to 17).

was similar to numbers in 2009 to 2012 but was higher than the numbers in

2002 to 2008 (ranging from 96,000 to 159,000). Among adults aged 26 or

older, the number of past year heroin users in 2013 (406,000) was similar to the

numbers in 2008 to 2012 but was higher than the numbers in 2002 to 2005 and

in 2007 (ranging from 182,000 to 232,000). Generally similar trends were seen

in the percentages of individuals using heroin in the past year (see Additional

Table A1).

 

 

  

 

Figure 4. Past year heroin use among individuals aged 12 or older, by age group:

2002 to 2013

*Difference between this estimate and the 2013 estimate is statistically significant at the .05

level.

Source: SAMHSA, CBHSQ, National Surveys on Drug Use and Health (NSDUHs), 2002 to 2005,

2006 to 2010 (revised March 2012), and 2011 to 2013.

HEROIN DEPENDENCE OR ABUSE

In 2013, an estimated 6.9 million individuals aged 12 or older were classified as

having an illicit drug use disorder in the past year. Of these, 517,000 were

dependent on or abused heroin (representing 0.2 percent of the total population

aged 12 or older, and about 8 percent of all those classified with an illicit drug

use disorder). The number of individuals who were dependent on or abused

heroin in the past year included 10,000 adolescents, 182,000 young adults, and

325,000 adults aged 26 or older (Figure 5). These numbers represent less than

0.1 percent of adolescents, 0.5 percent of young adults, and 0.2 percent of

adults aged 26 or older.

The number of individuals aged 12 or older with past year heroin dependence or

abuse in 2013 (517,000) was similar to the numbers in 2009 to 2012, but was

higher than the numbers in 2002 to 2008 (ranging from 189,000 to 324,000;

Figure 6). Although the same general pattern occurred among adults aged 26 or

older, different patterns were seen among adolescents and young adults. The

number of adolescents with past year heroin dependence or abuse in 2013

(10,000) was similar to those in all other years. Among young adults, the

number was higher in 2013 (182,000) than in all years between 2002 and 2010.

When trends in the percentages of individuals using heroin in the past year were

examined overall and by age group, generally similar trends were seen (see

Additional Table A2). 





Heroin Abuse & Deaths 
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Decrease in non-medical use of pain relievers 

2014 National Survey on Drug Use and Health, SAMHSA 



In summary 

 Yes, we have an opioid/narcotic epidemic  

 Yes, we have a heroin epidemic 

 No clear causality between one and the other 

 Increase risk of death with elevated doses of opioids 

 No clear data on what strategies have worked… 

 VPMS is a good idea – decreases doctor shopping 

 Screening aberrant behavior  

 Surveillance (F/U; pill counts; urine screens) 

 Education medical community (MD, NP, PAs) 

 

 



Where have we failed… 

 Addiction treatment 

 Illicit Substance abuser 

 Pts who become secondary abusers 

 Public education (TV, social media, radio…) 

 Dangers of opioids & heroin 

 Realistic expectations 

 

 Sterotyping chronic pain patients  

 

 





Thank you 



Harms from opioids 

 Risk of overdose (adjusted hazard ratio) 

 Any OD event   HR 5.2 (CI, 2.1 to 12.5) 

 Serious OD event  HR 8.4 (CI, 2.5 to 28) 

 

 Risk related to doses: 

 MED 1 – 19 mg/d  1 (reference)  

 MED 20-49 mg/d HR 1.44 (CI, 0.57 to 3.62) 

 MED > 100 mg/d  HR 8.87 (CI, 3.99 to 19.72)  

 

Chou R, Turner JA et al. Intern Med 2015;162:276-86. 
 


