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¾Chronic pain ð brief review  

¾Opiates ð important things to know  

¾Factors in determining whether to use an 

opiate  

¾What to watch for if you decide to 

prescribe  

¾What to do if your patient fails to comply  

 



Pain is the most common reason for 

physician consultation in the United 

States.  It is a major symptom in many 

medical conditions, and can 

significantly interfere with a person's  

quality of life and general functioning.    



sometimes pain persists despite 

removal of the stimulus and apparent 

healing of the body; and sometimes 

pain arises in the absence of any 

detectable stimulus, damage or 

disease. 



Å3 months 
Å6 months 
ÅPain that extends beyond the 
expected period of healing  



Anxiety  

Fear of injury  

Isolation  

Loss of work, $ 

and love, self -

esteem 

Depletion  



¾Somatic or nociceptive :   
Åarthritis  

Åfracture  

Åpost surgical  

Åacute musculoskeletal injuries  



¾Central neuropathic:  
Åstroke  

Åfibromyalgia  

Åchronic pain with a strong psychological 

component  

 

 



¾Peripheral neuropathic:   
Åcompression neuropathy  

Åradiculopathy  

Åpolyneuropathy  

Åpostherpetic  neuralgia  

Åphantom limb pain post amputation  







¾May be more effective 

than other alternatives  

¾Low toxicity to gut, 

kidneys  

¾Intolerances to other 

drugs  



¾Abuse potential  
¾Health risk, including 

death 
¾Risk of diversion  
¾Controversy 

regarding long term 
efficacy  

¾Irritating issues with 
patients who misuse 
opiates  



Å5% of Americans over age 12 use 

prescription pain relievers for non -

medical purposes  

 

Å70% obtain the medication from a friend 

or relative  

 



¾Jefferson School of Population Health 

2009 

¾938,586 patients: 75% unlikely to be 

taking medications as prescribed  

¾38% no detectable level of the drug 

prescribed  

¾29% had a non-prescribed drug  

¾27% had a level higher than expected  

¾15% had a level lower than expected  



òClinicians who prescribe 

opioids to treat chronic 

pain are often caught 

between their professional 

obligation to relieve 

suffering and their desire 

to avoid contributing to 

the non-medical 

consumption of controlled 

substancesó 

 



¾Dependence  
ÅAbstinence syndrome  

¾Tolerance  
ÅDown regulation of opiate receptors  

¾Abuse 
ÅCraving or Compulsion.  

ÅContinued use despite adverse consequences  

ÅLoss of Control  



 
 

¾Behaviors that mimic addiction.  
¾May present in a patient with or without a 

history of or risk factors for drug abuse or 
true addiction.  

¾Often occurs in the setting of acute pain that 
is overlaid on a chronic pain condition.  

¾Climate of distrust and conflict between the 
patient and the care team related to the use 
of opioids for pain.  



Pseudoaddiction  



¾Neuropathic pain  

¾Significant comorbid  psychopathology  

¾Long prior use of opiates (tolerance to 

opiates)  

¾Smoker 

¾Family history of chemical abuse  



 

ÅFunction and quality of life will 

improve with a trial of increased 

opiates.   

ÅCareful observation and 

knowledge of patient required  



¾Nociceptive  pain such as arthritis  

¾Psychologically stable  

¾Older patient  

¾No prior history of chemical abuse  

¾Non-smoker  

¾Negative family history of chemical 

abuse 



¾Cognitive  

¾Hypotestosteronism  in 

males and females 

¾Central sleep apnea  

¾Opioid -induced 

hyperalgesia  

 

 



¾Sedation/impaired cognitive function  
ÅFrequently in combination with other sedatives  

ÅPatient usually unaware  

ÅFamily may be aware but may not see the 

connection or may not say anything  

ÅImproves with reduction in dosage  



¾Hypotestosteronism  in males 
and females 
ÅMay be due to pituitary depletion 

from chronic pain  

ÅOpioid  suppression of GnRH in the 
hypothalamus  

ÅDirect suppresion  of testosterone 
production in the adrenal or gonads  

 




