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Two Age-old Competing Public Health Problems 
Opioid Related Deaths and the Need to Appropriately Treat Pain 

• ~5700  BC – First Documented Use of Opium in Iberia and the Italian peninsula 
• Eased pain, induced sleep, controlled symptoms like cough and diarrhea

• It also created euphoria and engendered recreational use

• 400 BC – 1500’s -- Opium was broadly used for medical, recreational and religious purposes by many Mediterranean and Middle East cultures
• Valued by Hippocrates

• 1683 – The British East India Tea Company started trading opium with tea to balance deficits

• Early 1800’s – morphine and codeine were isolated from opium 

• 1840’s - 1850’s – The Opium Wars Were Fought Largely Between China and the United Kingdom (along with France) when China was overrun 
with addiction

• 1860’s – Morphine and opium were often mixed with wine and spices to treat pain during the Civil War

• 1874 – Heroin (diamorphine) was synthetized

• 1900’s – Nearly 150 synthetic opioids were developed to find a better medication to better control pain without causing addiction
• To date, none have been found while more potent agents were becoming available 

• 1914 – Addictions had become so prevalent that the Harrison Narcotics Tax Act was the First US Law Passed to Control Addictive Substances 
including Opium, Heroin & Cocaine with several legislative updates

• 1914 - 1970’s – The need for better pain therapies increased with advancing lifespans and the number of  industrial, automobile and war related 
injuries along with more acquired diseases such as cancer and autoimmune diseases

• 1980 – Porter and Jick (NEJM Vol 2) – “Addiction Rare in Patients Treated with Narcotics”

• 1996 – OxyContin Approved by the FDA

• 1997 – The Food and Drug Modernization Act (FDAMA) was passed to better cope with advancement of technological, trade and public health 
complexities 

• 2000 – Pain Declared as the 5th Vital Sign Joint Commission on the Accreditation of Healthcare Organizations (JCAHO), no “upper limit” 

• 2000’s -- Overdosed Deaths Being Identified with Increase Prescription Rates

• 2011 – Opioid Prescriptions Peaked as Opioid Deaths Increased

• 2013 – Heroin Deaths Increased and Illicit Fentanyl Arises as Prescription Rates Fall

• 2015 – Fentanyl-related Deaths Begin to Outpace Heroin and Prescription Opioid Deaths

• 2016 – CDC Chronic Pain Guidelines Emerge and Inadvertently Became the Yardstick For Regulators as Chronic Pain Patients Begin to Lose Access 
to Care

• 2021-22 – Opioid Deaths Reach an all-time high largely driven by illicit fentanyl, prescription opioids drop to 2000 prescribing levels and over ½ of 
chronic pain patients cannot get access to care



The Ongoing Conundrum in 2022
• Fentanyl-Related Deaths Reach an All-time High 
• The Number of “Pain Refugees” Who Truly Need 

Relief Has Grown Due to Restrictive Access to Care



Goal: Help the Provider to Balance Effective Pain 
Management While Mitigating Overdose Risk

Effective Pain 
Management

Risk of OUD 
and Overdose



Vital Statistics Rapid Release - Provisional Drug Overdose Data (cdc.gov) Accessed 5/14/2022

12 months-ending Dec 2021
(Predicted)

All opioids 80,816

Fentanyl-Related 71,238

Amphetamines  32,856
Cocaine 24,538

Prescription Opioids 13,503
Heroin  9,137
Methadone  3,612

14.9% - last 12 months 

224% - last 6 years 

The Overdose Landscape for 2022: 
U.S.  

The Need to Provide Adequate Pain Management Services is Confounded by the Unchecked Number Deaths 

Related to Illicitly Manufactured Fentanyl (including Counterfeit Laced Pills) and Stimulants

about:blank


In 2020, 16 percent of overdose 
deaths involving opioids also involved 
included benzodiazepines



Vital Statistics Rapid Release - Provisional Drug Overdose Data (cdc.gov) Accessed 5/14/2022

12 months-ending Dec 2021
(Predicted)

All opioids 2,498

Fentanyl Related 2,268

Cocaine 913

Amphetamines  478
Prescription Opioids 406
Heroin  207
Methadone  113

170% - last 6 years 

9.3% - last 1 years 

The Overdose Landscape for 2022: 
Michigan 

https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm


The Magnitude of Chronic Pain in Michigan Adult Residents Aged ≥18 
(Best Estimate of NCHS 2020 Data Brief Extrapolated to the 2020 US Census Estimates for MI Residents)

1,605,436 , 
20%

6,264,349 , 
80%

Chronic Pain

No Pain

964,836 , 
60%

582,364 , 
36%

58,236 , 
4%

Some Chronic Pain

High Impact Pain

Intractable Pain

• Up to 60,000 (~4%) of the adult MI population 
has Intractable Pain (IP) which is a moderate to 
severe, constant pain that is typically relentless 
and debilitating, not curable by any known 
means, causes suffering, and leads to a house-
bound or bed-bound state and possibly to 
premature death

• Intractable Pain patients cannot get access to 
care

• Abandoning the intractable pain patient 
challenges medical ethics, professional duty, the 
public health code and perhaps more

NCHS Data Brief ■ No. 390 ■ November 2020 

• About 20% of all Michigan adults have chronic pain

• Chronic pain can occur with severe acquired illness
• Cancer 

• Infection
• Chronic  Autoimmune and inflammatory disorders

• Long-term permanent injury

• Auto
• Work

• Military Service

• Sports Injuries
• Slips and Falls

• Certain genetic disorders



Effective Pain 
Management

Risk of OUD and 
Overdose

When The Need for Effective Pain 
Management May Outweigh Risk

In 4 Pain Types

1. Acute Pain

2. Chronic Pain

3. High Impact Chronic Pain

4. Intractable Pain That Is Otherwise Untreatable



• Acute pain is defined as self-limited discomfort that 
typically lasts from a few moments to several weeks 
but less than 3 to 6 months.

• It can relate to soft tissue or skeletal damage, and 
may be categorized as spontaneous or post-
traumatic, with the trauma planned (surgical) or 
unplanned (accidental). 

• As the injured tissues heal, acute pain gradually 
resolves. 

• Pain can vary in severity from mild to severe. 
• Some therapies, such as opioids, are reserved for 

more severe pain.
• However, even if pain is severe, it is important to 

recognize that not all acute pain requires opioid 
therapy. 

Medical Management of Acute Pain (practicalpainmanagement.com) – Accessed 4/30/22

Acute Pain

about:blank


Chronic and High Impact Pain

NCHS Data Brief ■ No. 390 ■ November 2020 

Overall and By Gender

LocaleEthnicity

Age

1. Chronic pain is based on responses of “most days” or “every day” to the survey question

2. High-impact chronic pain is based on responses of “frequently limits life or work activities”



Intractable Pain (IP)

What is Intractable Pain and How Does it Differ From Chronic Pain (practicalpainmanagement.com) – Accessed 4/30/22

• IP is defined as “pain that is excruciating, constant, incurable, and of such severity that it 
dominates virtually every conscious moment, produces mental and physical debilitation and 
may produce a desire to commit suicide for the sole purpose of stopping the pain” 

Common Causes of Intractable Pain

Palliative Care is Commonly Required
• It is often characterized as one  having “cancer quality” pain but “not dying of 

cancer”
• IP patients often systematically fail the usual treatments for acute and chronic 

pain including anti-inflammatory, mild opioid and non-opioid analgesics, 
antidepressants, muscle relaxants, and anti-seizure medications. 

• They also don’t respond well to corticosteroid injections in and around the 
spinal column or peripheral nerves. 

• Physical therapy, exercise, and psychological interventions have usually been 
of little or no avail because the pain is so profoundly uncontrolled that 
participation in these therapies is not possible. 

• Chronic Opioid Therapy (COT) may be required 
• This treatment should be regarded as end-stage or last resort due to its 

expense and inherent complications.

Common Characteristics of Intractable Pain

about:blank


“Legacy” Chronic Pain Patients Cannot Find Appropriate 
Access to Primary Care

• 41% of clinics won’t accept new pain patients on 

opioids 

• Providers are reluctant to “inherit” the “legacy” 

patient due to regulatory constraints

• These patients may require long-term opioid use 

• They are typically tolerant and dependent on 

opioids and would go into withdrawal if they were 

abruptly discontinued

• Most due not misuse opioids and exhibit addictive 

behaviors

• These patients typically have “cancer quality pain” 

without dying of cancer and are being treated 

palliatively.

• By some definitions – they have a “dual 

diagnosis” of “chronic pain disorder” and “opioid use 

disorder”

• There is potential for subsequent harm is high if 

abandoned. 

Lagisetty, et al. JAMA Netw Open. 2019



Many Pain Clinics Also Have Restrictive Acceptance Policies

Roughly half 

(48%) of pain 

clinics did not 

accept 

Medicaid

Over half 

(51%)

required a 

referral 

before 

accepting 

new patients

An additional 

23% required 

a referral 

based on 

insurance 

type

Lagisetty et al. JGIM. 2020.



With Loss of Access, “Legacy” Pain Patients Have Become 

“Pain Refugees” and Are Now Facing Harm

Patients  whose medications were inappropriately 
tapered or stopped were:

• 1.75 x more likely to use illicitly obtained Rx’s 
(including counterfeits which may be laced with 
fentanyl) 

• 1.57 x more likely to use heroin (with or without 
fentanyl) 

• 2.3 x more likely to experience a mental health 
crisis

• 1.69 x more likely to have an overdose event

• At increasingly greater risk for overdose or suicide 
the longer they have been on long term opioid 
therapy 



Primary Barriers to Pain Care

1. Policy 2. Payment

3. Care 
Coordination

4. Stigma

5. Racial 
Disparities

Lagisetty, et al. 



Effective Pain 
Management

Risk of OUD and 
Overdose

When Risk Begins to Outweigh Benefit



The Downside to Using Opioids Beyond 7-10 Days For Acute Pain: 
The Risk for Continued Opioid Use Goes Up with Days Supply and 

Number of Prescriptions in the First Episode of Care

7-10 
days

30 
days



The Percentage of Adults Aged 18 and Over With Any Pain By Body Region

and Rate of Prescription Opioid Use and Opioid Use in Chronic Pain

NCHS Data Brief ■ No. 415 ■ July 2021

3 in 5 Have Adults Have Experienced Pain 
Within 3 Months of Being Asked

~1 in 5 Patients with Chronic Pain Have Used an 
Opioid Within 3 Months of Being Asked



The Biological Basis of Tolerance & Dependence Leading to Addiction: 
A Neurodegenerative and Neurocognitive Disorder From Prolonged 

Exposure of External Chemicals on the Brain 

Loss of Neural
Dendrites 

(Prolonged Drug Exposure)

Normal 
Dendrites

Loss of Brain Function Including the Frontal Lobe

• Prolonged exposure leading to downregulated epigenetic control of nerve cell structure and function 
(decreased neurotransmitters, receptors and structural proteins)

• The brain can no longer synthesize these molecules and requires exogenous source of these molecules until 
cells can resume synthesizing them

• Loss of self control and executive function, ie, judgement
• Inability to calculate risk versus benefit
• Possible severe, uncontrollable drug seeking to satisfy craving and avert withdrawal symptoms when opioids 

are rapidly discontinued 
• Loss of Family, Job and Shelter
• Petty Theft Leading to Larger Crimes, Arrest and Incarceration
• Accidental overdose, cardiorespiratory arrest, brain injury and death

Biological and Social Consequences of Ongoing Tolerance, Dependence and Addictive Behavior

NOTE: A person's health is determined by their genes and the environment they live in. Epigenetics is the study of functional, and sometimes inherited, changes in the 
regulation of gene activity and expression that are not dependent on gene sequence.



The Good News – Prescriptions are 
Down and Most Patients Don’t 

Misuse Opioids



The Good News -



The Good News - Most Chronic Pain Patients Don’t
Misuse Opioids

10% have 

an OUD

65% have never 

misused 

medication

Of chronic pain patients prescribed opioids

25% have 

misused 

medications

Frank, et al. Annals of Int Med, 2017



What Does the Draft 2022 CDC 
Pain Guideline Say About the 2016 

Guideline?



2022 CDC Guidelines 

Process for Updating the Opioid Prescribing Guideline | CDC's Response to the Opioid Overdose Epidemic | CDC –

Accessed 4/30/2022 

When Policy is a Problem - The USDHHS, FDA and CDC Have Cited Multiple 

Examples of Misinterpretation, Misapplication and Potential Misuse of the 2016 

Guidelines by Legislators, Regulators, Law Enforcement, Health Systems and 

Payers That Require Overarching Reassessment and Updating 

about:blank


This clinical practice guideline is

• A clinical tool to improve communication between clinicians and patients and empower them to make 
informed, person-centered decisions related to pain care together

• Intended for primary care clinicians and other clinicians providing pain care for outpatients aged ≥18 years old
with:

o acute pain (duration <1 month);

o subacute pain (duration of 1-3 months); or

o chronic pain (duration of >3 months)

• Intended to be flexible to enable person-centered decision-making, taking into account an individual’s expected
health outcomes and well-being.

This clinical practice guideline is not

• A replacement for clinical judgment or individualized, person-centered care

• Intended to be applied as inflexible standards of care across patients, and/or patient populations by
healthcare professionals, health systems, pharmacies, third-party payers, or governmental jurisdictions or to 
lead to the rapid tapering or discontinuation of opioids for patients

• A law, regulation, and/or policy that dictates clinical practice or a substitute for FDA-approved labeling

• Applicable to the following types of pain treatment:

o sickle cell disease-related pain

o cancer pain

o palliative care

o end-of-life care

CDC-2022-0024-0002_content.pdf (uspainfoundation.org) (Accessed 4/30/22)

Summary
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CDC-2022-0024-0002_content.pdf (uspainfoundation.org) (Accessed 4/30/22)

1. For all patients with acute, subacute, or chronic pain
• Initiate the lowest opioid dose to achieve expected effects

• For opioid naïve patients, start with immediate-release opioids instead of extended-release/long-
acting (ER/LA) opioids 

• Use extreme caution when prescribing opioids, benzodiazepines and other sedating substances 
concurrently 

• consider whether benefits outweigh risks 

• Taper cautiously to a less risky dose or discontinue 

• Check the state prescription drug monitoring program (PDMP) also known as the Michigan Automated 
Prescription Service (MAPS),  to determine whether the patient is receiving opioid dosages or 
combinations that put the patient at high risk for overdose

• When initiating therapy

• Periodically when continuing

• Consider toxicology testing to assess for prescribed medications as well as other prescribed and non-
prescribed controlled substances

• Offer naloxone and other overdose mitigation strategies when risk factors for opioid overdose are 
present

2. For acute pain, consider initiating opioid therapy only if benefits are anticipated to 
outweigh risks to the patient 
• Nonopioid therapies are effective for many common types of acute pain

• prescribe no greater quantity than needed for the expected duration of pain severe enough to require 
opioids

Summary

about:blank


CDC-2022-0024-0002_content.pdf (uspainfoundation.org) (Accessed 4/30/22)

3. For subacute and chronic pain, consider initiating opioid therapy only if expected benefits for 
pain and function are anticipated to outweigh risks to the patient

• Work with patients to establish treatment goals for pain and function

• Nonopioid therapies are preferred 

• Discuss the known risks and realistic benefits of opioid therapy

• Consider how opioid therapy will be discontinued when benefits do not outweigh risks

• If opioids are continued 

• use caution when prescribing opioids at any dosage 

• avoid increasing dosage above levels likely to yield diminishing returns in benefits relative to risks to patients 

• re-evaluate benefits and risks after starting opioid therapy or when escalating dose 

• Initially at 1 to 4 weeks

• Then every 3 months (or more frequently as indicated)  

4. Carefully weigh benefits and risks for patients already receiving higher opioid dosages

• Do not abruptly discontinue opioid therapy unless there are indications of a life-threatening issue, such 
as warning signs of impending overdose (e.g., confusion, sedation, or slurred speech)

• Exercise care when reducing or continuing opioid dosage 

• Work closely with patients to optimize other therapies

• Gradually taper to lower dosages if risks outweigh benefits of continued opioid therapy

• Taper and discontinue opioids if warranted based on the individual clinical circumstances of the patient

5. Offer medication assisted therapy (MAT) for patients without pain and exhibiting opioid 
used disorder (OUD)

Summary

https://uspainfoundation.org/wp-content/uploads/2022/02/CDC-2022-0024-0002_content.pdf


How can acute and chronic pain be
better treated in 2022?



U.S. Department of Health and Human Services. Pain Management Best Practices Inter-Agency Task Force Report. 2019.



Utilize a Systematic Approach to Reducing Unnecessary Opioid 
Prescription Use, Misuse and Diversion

Person 
Presents 

with Severe 
Pain

Opioid Rx

Acute 
(7 days and 

< 90 mg 
MEDD)

Chronic Use 
w/ or w/o 
High Dose 

Chronic Use --
Taking Opioids > 
30 days &/or
≥ 90 MEDD

Continue 
up to 28-30 

Days

Resolved

Not 
Resolved

Resolved

Re-evaluate & 
Document 

• Pain Status
• Overdose Risk
• Misuse
• Diversion

Not 
Resolved

Continue
(3 -12 Months)

& Monitor

Necessary

Initiate Taper 
Process 
(Patient 

Centered)

Not Resolved/
Not Necessary

Refer 

Manage 
with 

Mentoring  
(EHCO, 
MPRO)

Taper to 
Less Risky 

Dose

Taper Then 
Switch to 

MAT

Acute Use -
Opioid Naïve 
≥180 days

Limit Opioid Use to 
≤ 7 Days for Acute

Pain

Limit Opioid Use to 
≤ 28-30 Days for 
Extended Pain 

Reevaluate Pain, 
Determine & 

Document Medical 
Necessity For  

Continued Use 
Beyond 28-30 Days

Recommendations
1. Assess Severity and Anticipated 

Duration of Pain
2. Assess Overdose Risk
3. Limit Initial Dose & Ongoing 

Duration
4. Securely Store Medications
5. Promote Disposal of Unused 

Doses



Medical Management of Acute Pain (practicalpainmanagement.com) – Accessed 4/30/22

Reserve Opioids for Severe Acute Pain

https://www.practicalpainmanagement.com/resource-centers/opioid-prescribing-monitoring/medical-management-acute-pain


Be the Guide On the Patient’s Journey to Adequate Care

Chronic Pain Journey Map - National Academy of Medicine (nam.edu) – Accessed 5/9/22

about:blank


Don’t Ignore or Abandon Inherited “Legacy” Pain Patients Already on Opioids



Every Opioid-related Death Represents a Missed Opportunity 
for Prevention

Distinct prescriber strategies for overdose prevention in three 
groups of patients: 
1. Those who have not received previous opioid therapy
2. Those receiving long-term opioid therapy (legacy patients)
3. Those with an opioid use disorder

Help Prevent Opioid Overdose



1. Reduce Overdose Risk in Initial Opioid Therapy

Recommendations
1. Assess Overdose Risk
2. Limit Initial Dose & Duration
3. Securely Store Medications
4. Promote Disposal of Unused Doses



2. Reduce Overdose Risk in Patient Using Long-Term
Opioid Therapy For Years or Decades (Legacy Patients) 

Recommendations 
1. Assess Overdose Risk
2. Avoid Dose Escalation
3. Avoid Sudden Disruption of Long-term Chronic Opioid Therapy
4. Minimize Use For Other Sedating Medications, particularly benzodiazepines
5. Monitor for Evidence of Opioid Use Disorder 
6. Consider Tapering or Switching to buprenorphine or other Medication Assisted Therapy (MAT)
7. Offer Naloxone 



When Using Chronic Opioids –
Consider a Taper or Switch to Buprenorphine If and When Possible



3. Reduce Overdose Risk in Opioid Use Disorder

Recommendations
1. Assess Overdose Risk
2. Switch to Medication Assisted Therapy (MAT)
3. Co-prescribe Naloxone
4. Expand Access to Care
5. Care for Patients After Overdose
6. Use Harm Reduction Strategies 



Document Well By Using a Tool Kit 



Identify and Treat the Pain Source 
(Starting with a Good History & Physical)



Assess for Opioid Use Disorder 
(DSM-5 Criteria)  

A problematic pattern of opioid use leading to clinically significant impairment or distress, as manifested by 
at least 2 of the following, occurring within a 12-month period: 

1. Opioids are often taken in larger amounts or over a longer period than was intended. 

2. There is a persistent desire or unsuccessful efforts to cut down or control opioid use. 

3. A great deal of time is spent in activities necessary to obtain, use, or recover from the effects of opioids. 

4. Craving, or a strong desire or urge to use opioids. 

5. Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school, or home. 

6. Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or 
exacerbated by the effects of opioids. 

7. Important social, occupational, or recreational activities are given up or reduced because of opioid use. 

8. Recurrent opioid use in situations in which it is physically hazardous. 

9. Continued opioid use is continued despite knowledge of having a persistent or recurrent physical or 
psychological problem that is likely to have been caused or exacerbated by the substance. 

10. Tolerance, as defined by either of the following: 
a. A need for markedly increased amounts of opioids to achieve intoxication or desired effect, or 

b. Markedly diminished effect with continued use of the same amount of an opioid. 

Note: This criterion is not considered to be met for those taking opioids solely under appropriate medical supervision. 

11. Withdrawal, as manifested by either of the following: 
a. The characteristic opioid withdrawal syndrome, or 

b. Opioids (or a closely related) substance is taken to relieve or avoid withdrawal symptoms. 

Note: This criterion is not considered to be met for those taking opioids solely under appropriate medical supervision. 

Mild: Presence of 2-3 symptoms 

Moderate: Presence of 4-5 symptoms 

Severe: Presence of 6 or more symptoms 



Assess Risk for Overdose



Confirm Medical Necessity and Appropriateness of Care



Create a Multi-modal Chronic Pain Management Plan



Confirm the Need for Palliative Care or Hospice Care



Obtain Meaningful Informed Consent



Implement a Taper Plan Whenever Practicable



Summary
1. We must continue to effectively treat pain but still mitigate 

overdose risk
2. We cannot abandon the “pain refugee” because many will 

go to the street
3. We must increase access to care for both Substance Use 

Disorders and Pain Management Services
4. We must help diminish supply and demand for illicit 

opioids and stimulants through community-based 
initiatives

5. We as Health Care Professionals are well positioned to help 
lead the way



Questions


