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When does chronic pain  
become an addiction? 

HOW to evaluate behavioral changes in your patient with 
chronic pain 
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Professor

School of Nursing  
University of Alabama at Birmingham 

Objectives 
for the 
presentation 

1. Discuss the definition of chronic pain

2. Review how opioids may not be helpful

3. Define opioid addiction/treatment options 
with medications for Opioid Use Disorder

4. Explore treatment options for chronic pain  

International Association for the Study of Pain (1994) defines 
pain: 

“an unpleasant sensory and emotional experience associated with 
actual or potential tissues damage or described in terms of such 
damage”

Nursing profession agrees pain is “whatever the experiencing person 
says it is, existing whenever he says it does” McCaffery

Nurses and other health care professionals have a moral obligation to 
respond to this patient need (Institute of Medicine 2011)
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Statement of ANA position 
 American Nurses Association (ANA) believes: 

 Nurses have an ethical responsibility to relieve pain and the suffering 
it causes

 Nurses should provide individualized nursing interventions

 The nursing process should guide the nurse’s actions to improve pain 
management

 Multimodal and interprofessional approaches are necessary to achieve 
pain relief

 Pain management modalities should be informed by the evidence

 Nurses must advocate for policies to assure access to all effective 
modalities 

 Nurse leadership is necessary for society to appropriately address the 
opioid epidemic 

Acute VS Chronic Pain 

Acute pain 
Life sustaining symptoms 

Chronic pain 
Can be a disease itself 

Adaptive by eliciting motivation to minimize 
harm and allow healing 

Maladaptive pathological, disorder of 
somatosensory pain signaling pathways 
influenced by genetic and epigenetic 
factors 

Pizzo,PA JAMA 2014
Poliak-Tunis  Med Clin of N Am 2016

Chronic pain 

• Chronic pain  persists longer than 3 to 6 months-
• Exceeding the expected tissue healing time frame 

• (Dowell et al., 2016; Treede et al., 2015)

• Chronic pain encumbers physiological, social, and 
psychological function interfering with work and daily life

• In 2016, roughly 20% Americans suffered from chronic pain 
(about 50 million)

• Around 20 million (8%) experiencing disabling, high-impact 
chronic pain
• (Centers for Disease Control and Prevention [CDC], 2018a)

• Uncontrolled chronic pain accounts
• 10-16% of emergency room visits - many of the visits  non-

urgent (Poulin et al., 2016)
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Interagency Pain 
Research 
Coordinating 
Committee 
(IPRCC) (2016)

 Nurses and other health care 
professionals should engage in 
research to identify modalities and 
strategies to: 

 1. Prevent, assess and treat pain

 2. Minimize disparities in accessing 
healthcare

 3. Promote societal awareness regarding 
pain as a public health issue

 4. Identify effective educational strategies 
for nurse, health care professionals and the 
public 

 5. Explore cultural meaning of pain 

 6. Consequences of under-treating pain 

IPRCC - use of opioids 
When opioids are used as prescribed and 

appropriately monitored, they can be safe 
and effective, especially for acute, post-
operative, and procedural pain, as well as 
for patients near the end of life who desire 
more pain relief

IPRCC 2016 

CDC guideline for prescribing opioids for 
chronic pain- United States, 2016
 Non-pharmacologic therapy and non-opioid pharmacologic therapy

 preferred for chronic pain

 Clinician should consider opioid therapy 
 expected benefits for both pain and function are expected to outweigh the risk

 If opioids are used
 Combined with nonpharmacologic therapy and nonopioid pharmacologic therapy as 

appropriate

 Before starting opioid therapy for chronic pain 
 Establish treatment goals with all patients, including realistic goals for pain and 

function

 consider how opioid therapy will be discontinued if the benefits do not out way the 
risks. 

 Clinicians should discuss with patients about the known risks and realistic 
benefits of opioid therapy and patient and clinician responsibilities for 
managing therapy
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Biases 
 Nurse’s biases and prejudices influence their approach to managing pain collaboratively 

with patients. 

 Prejudices and biases are not based on facts or reason. 

 Nurses can minimize the influence of biases by first identifying the biases 

 To what extend 

 Do I worry about causing addiction in my patients?

 Do I feel some people are more likely to game the system to obtain medication? 

 Do I ever feel guilty about too much or too little pain relief? 

 Do I recognize that pain is whatever the person who has it says it is but really feel the patient is 
not right? 

 Do I impose my own experience with addiction, opioid misuse and drug seeking behaviors?

 Do I resist the idea that some patients may require more aggressive pain management than 
prescribed? For example patients undergoing minor procedures, children or adolescents, 
Emergency Department patients, patients with substance use disorder who undergo surgery…..

ANA Nursing 
Code of Ethics 
provides 
guidance for 
nurses to 
address biases

 1.3 “Respect is extended to all who 
require and receive nursing care in the 
promotion of health, prevention of 
illness and injury, restoration of health, 
alleviation of pain and suffering , or 
provision of supportive care.” 

 1.2. “Respect for the patient decisions 
does not require that the nurse agree 
with or support all patient choices. 

 When patient choices are risky or self-
destructive, nurses have an obligation 
to address the behavior and to offer 
opportunities and resources to modify 
the behavior or eradicate the risk.” 

Moral disengagement 
 Moral disengagement is the interaction of personal and social influences that 

reinforce the nurse’s separation of their moral values and obligations from actions 
consistent with those values and obligations. 

 Several mechanisms that impede the ethical and professional duty to manage pain 
and may include: 

 Blaming and dehumanizing patients with health problems like substance use disorders 
(opioid use disorder) 

 Displacement of responsibility in which nurses relinquish their responsibility for their 
actions by citing their duty to implement treatment orders

 Doing so, they displace their own autonomy, authority, and accountability for primary 
palliative care and abdicate their duty to advocate for the use of evidence-based, non-
pharmaceutical pain reduction interventions

 Disregard or distortion of consequences of incompetent pain management, which can be 
rationalized because a grater harm from addictions was prevented 

 This reasoning overlooks the distinction between tolerance, dependence and addiction and can 
mute the differences among pain experiences and causes
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Chronic pain 

 Some patients on long term 
chronic opioid therapy 

 Self report 10/10 pain despite 
relatively robust amounts of opioid 
medication 

 Slow reduction and discontinuation of 
the opioid resulted in less pain that 
while taking the opioid

Knowledge deficits

 Pain management therapies should be informed by the evidence 

 Lack of knowledge and understanding best practices and 
optimally managing pain constrains the nurse’s ability to minimize 
pain and the suffering it causes

 Nurses should

 Maintain competence in main management or request their employer provide 
continuing education



 Nurses should ensure that each patient experiencing pain has an 
individualized pain management plan with appropriate monitoring to avoid 
under-treatment, over-treatment or addiction. 

 Nurse researcher should further explore the correlations between opioid use 
and addiction as well as strategies for promoting optimal pain management 

 Education on current, best comprehensive pain management practice must be 
provided for patients, nurses and the interprofessional teams who address 
pain and the suffering it causes. 

 Nurse need to collaborate with those who provide and /promote accessible, 
affordable, and effective treatment resources for all persons who suffer from 
substance use disorders. 

 Nurses have an obligation to participate in the development and evaluation of 
relevant policies and legislation impacting pain management 
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CDC Recommendations 

 Evaluate risk factors for opioid related harms
Check PDMP for high doses and prescriptions 

from other providers 
Use urine drug testing to identify prescribed 

substances and undisclosed use 
Avoid concurrent benzodiazepine and opioid 

prescribing 

 www.cdc.gov/drugoverdose/prescribing/guidelines.html

Benzodiazepines 

Avoid for treatment of 
acute of chronic pain 

Mechanism of action on 
GABAа receptors

Used off label as 
muscle relaxers

Sedating, anxiolytic 
effects

Risks of 
abuse/addiction 
(schedule IV)
withdrawal can be severe

Seizures/ death
High risk of Overdose when 
used with opioid or other CNS 
depressants such as alcohol 

Evidence for use in pain very 
limited; other medications 
recommended for titrating 
anxiety/insomnia particularly 
long term

Non-pharmacologic treatments 
Osteoarthritis
Exercise, weight loss, patient education

Consider acupuncture as adjunct

Medications:
First line: Acetaminophen, oral NSAISs, Topical NSAISs 

or capsaicin

 Intra-articular glucocorticoids if acetaminophen and 
NSAISs insufficient

Second line: Opioid analgesics, intra-articular 
hyaluronic acid, glucosamine and chondroitin 
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Pharmacologic treatment–Neuropathic Pain 

Medication Optimum Dose NNT (number needed
to treat) 

First line 
TCA
(2nd generation Nortriptyline)
(3rd generation Amitriptyline)

25-150 mg QHS 2-3

SNRIs 
Venlafaxine 
Duloxetine 

150 -225mg
60-120mg/day

4.5
5-6

Calcium channel alpha 2-δ ligand 
Gabapentin 
Pregabalin 

900mg q day / 1,200 TID 
50mg TID or 75mg BID 

3-8
3-5

Lidocaine Patch or gel 5% Max 3 patches daily X 12 hrs 4

Opioid risk 
increases 
with ongoing 
exposure to 
opioids 

CDC guidelines for managing chronic pain with 
opioids 

Prescription monitoring program

Changes in amount and duration of acute doses of 
prescription pain meds

Using non-opioids to treat pain

Instructing people about 
safe storage and disposal 

Locked med boxes

Destroying old prescriptions 
Not sharing with others

Multidimension Care for Chronic Pain 

• Acupuncture 
• Nerve block 
• Trigger point 

injections 
• Stimulators 
• Pumps 

• NSAIDS 
• Anticonvulsants 
• Antidepressants 
• Topical agents 
• Opioids 
• Other ….Toradol ..

• CBT/ACT
• Tx mood and trauma 

issues 
• Address substances 
• Meditation 

• Exercise Manual 
therapies 

• Orthotics 
• TENS
• (heat, cold stretch)

Physical
Psycho-

behavioral 

Procedural Medication 

Self 
Care 

Restore 
function 

Reduce pain

Improve 
quality of 
life 

Cultivate 
wellbeing 
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Differences 

Dependence- syndrome of 
specific withdrawal 
symptoms following 
reduction or cessation of 
drug use  

Not all dependence 
equals a substance use 
disorder 

Addiction –must meet criteria 

Substance use disorder-
mild, moderate, severe

DSM-5  APA, 2013 

Neurobiology of SUD (a general overview)

 Substance use can deplete as well as cause excessive release of neurotransmitters

 depending on the brain region and type of neurotransmitter

 Research suggests that some individuals also have naturally lower circulating 
levels 

 of specific neurotransmitters

 Some individuals have abnormally high numbers of receptors within the brain reward 
pathways, resulting in predisposition toward developing SUD 

 increased difficulty reducing and abstaining from substance use (Blum et al., 2018; Nader & Czoty, 2005)

 This is primarily genetically determined

 MOUD seeks to offset and/or reverse some of the brain changes associated with 
addiction, restoring healthy proportions of neurotransmitters in the brain
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4 C’s of Addiction 
Loss of Control 
Compulsive use
Continued use despite harm 
Craving 

Substance use 
disorder 
DSM – 5 

Maladaptive pattern leading to clinically 
significant impairment or distress 

Failure to fulfill major role obligations
…Work, school, family

 Situations in which use is physically 
hazardous 

 Persistent or recurrent social or 
interpersonal problems caused by, or 
exacerbated by 

 Tolerance –need for markedly 
increasing amounts to achieve 
intoxication  

 Markedly diminished effect with 
continued use 

 Occurring within a 12-month period 

MOUD - Restrictions on prescribing

 Methadone for opioid dependence can only be prescribed 
from a federally approved center

 Any provider with control substance privileges can 
prescribe buprenorphine for acute withdrawal in an 
inpatient setting 

 To prescribe for maintenance- Need waiver from 
government as per special requirements in the  CARA –

 signed into law at the end of July 2016 

 24 hours of training modules for NPs can be found for free 
on the  American Association Nurse Practitioner, or 
American Society of Addiction Medicine  
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Methadone

 Enrollment in methadone program:

 reduces the risk of death by 70%, 

 decreases criminal activity

 Reduces risk of infectious diseases,

 reduces fetal complications

 High potential for diversion

 Does not cause opiate positive toxicology test

 Only be prescribed for pain- (controlled 
substance act 1970)

 Opioid treatment programs- inexpensive 

Benefits of buprenorphine

Has a ceiling effect 
beyond which, dose increases prolong the duration of 

action without increasing the agonist effects 

Buprenorphine mono
 used with pregnant women or those with 

documented anaphylactic reaction to naloxone

Buprenorphine (Subutex)

 Non-selective, mixed agonist–antagonist opioid receptor modulator 

 Buprenorphine acts on opioid receptors in two ways, depending on dose

 At low doses, it has effects like methadone

 reducing cravings for the abused drug

 However it does not carry the risk of suppression of consciousness and respiration

that can occur with high doses of methadone

 At high doses, it behaves like naltrexone, blocking the opioid receptors
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Buprenorphine/naltrexone

 Buprenorphine/naltrexone  4:1 

 Limited absorption of Naltrexone sublingually

 Almost completely eliminated

 oral first pass metabolism 

 limited availability

 May be safer 

 Unlikely death from OD

 Naltrexone blocks opioid effect when used IV

Addiction
A primary chronic disease 

brain reward, motivation, memory and related 
circuitry

Dysfunction in these circuits leads to 
characteristic biological, psychological, social and 
spiritual manifestations

Reflected in an individual pathologically pursuing 
reward and/or relief by substance use and other 
behaviors

American Society of Addiction Medicine (2015)

Recommendations 
for clinicians 

 1.When starting opioid therapy, Use 
short acting immediate release opioids 
instead of the extended released/long 
acting opioids. 
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How do you tell if 
someone has an 
opiate use disorder? 
May ask for larger amounts than 
“routine”

 Ask for refills beyond acute phase of 
injury

 Frequently “loses scripts” 

 Focus of visit is about “getting a 
script” 

Managing Chronic pain : Improve education 

 Teach prescribers to addressing the opioid-misuse epidemic

 Allow for individualize care on the basis of a patient’s needs 
after a careful benefit-risk assessment

 “That is, after all, is the way we manage all chronic illness” 

 Although managing chronic pain is complicated

 time consuming and carries risk

 “We owe it to our patients to ensure access to comprehensive pain 
management, including the medically appropriate use of opioids” 

 Daniel Alford, 2019

 Alford, D. (2016). Opioid prescribing for chronic pain- achieving the right 
balance through education. The New England Journal of Medicine 

Regular scheduled follow-up

Use motivational interviewing 
Revisit personal treatment goals 

Encourage and support 

Be firm about treatment rules 
 Random UDS /clarity on refills 

Evaluate effectiveness of treatment 

Use Measurement based care –

PEG pain assessment on each visit
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Triggers 

 Stressful life events can recall the memory 

That opioid drugs alleviate negative effect

 (despair, sadness, and anxiety)
Precipitating craving, 

Resulting in relapse 

A learned association of an aversive states fuel drug craving 
in vulnerable people

Studies on all pharmacologic & 
nonpharmacologic treatment 
for chronic pain 

 Are ≤ 12 months, 

 Vast majority are ≤ 12 weeks 

 Tayeb BO  et. al. Pain Medicine 
2016.
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