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Prescription Opioid (Narcotic) Drugs in the Injured Population- Part Il. Treating Pain with
Opioids

To array a man's will against his sickness is the supreme art of medicine.
-- Henry Ward Beecher

Disability has an estimated annual price tag of $300 billion with the top two causes of disability
being the pain-related conditions of arthritis and back problems." Pain is a subjective experience that is
unique to the individual and influenced by past experiences, environmental and societal factors. While
short-acting opioids are prescribed for acute episodes of pain, chronic pain conditions often warrant the
use of both a long- and short-acting opioid drug for optimal pain management.

Acute pain is common with injury and is necessary to alert us that something is wrong. However,
pain can transform into a chronic condition when it persists beyond the normal healing time. One-
hundred and sixteen million adults in the U.S. have chronic pain. This number is expected to rise with
the aging population, prevalence of obesity, improved methods for savings lives after trauma, and an
increased awareness of chronic pain.? Chronic pain is associated with depression, insomnia, and anxiety.
Persistent pain can impact relationships and ultimately reduce a person’s perceived quality of life.
Prescribing Chronic Opioid Therapy- It’s About Goals and Expectations>*>®

Nowadays, there is more emphasis placed on appropriate patient selection and risk assessment
for chronic opioid therapy. A good candidate for long-term opioid therapy is a person with moderate to
severe pain, impacting the patient’s ability to function and quality of life, with a low potential to misuse
these drugs. Evaluation of opioid abuse can be done through the numerous tools available to providers,
such as the Opioid Risk Tool (ORT). Even though a patient scores moderate-to-high for risk opioid abuse,
this does not necessarily disqualify this individual from being treated with opioid medication. It just
means more intense monitoring is performed, abuse-deterrent formulations are prescribed, and
possibly an addiction specialist is involved in the care of the patient.

Once the physician has determined that the patient would benefit from chronic opioid therapy,
an opioid agreement should be signed to define expectations. Patients need to understand that pain
relievers will not “cure” them or remove 100% of their pain. A survey of patients with chronic, severe,
non-cancer pain stated that the primary reason they changed doctors was because they “still had too
much pain.”” If these patients had understood the expectations from therapy, possibly a change in
physician care would not have been necessary.

Chronic pain management is also about setting and achieving goals. Creation of function-based
treatment goals (e.g. go to the grocery store once a week) is an important step that is often overlooked.
The goals should be realistic, meaningful to the patient, and verifiable. Patients often function better
when they realize that they have some control over their pain and goals help them to realize that they
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do.® With goals and an understanding of treatment expectations, the provider-patient relationship and
overall care of the patient is improved.

When the physician begins prescribing for chronic pain, the initial opioid therapy should be
viewed as a short-term trial. The patient should receive other non-opioid medications (e.g. ibuprofen)
and non-drug treatment modalities for a comprehensive treatment plan. Treatment should be aimed at
improving pain and function and meeting the defined patient goals. Monitoring of adherence and
misuse through random urine drug screens, medication dispensing histories, and state prescription drug
monitoring programs provides a reliable risk management program.

Opioid Adverse Drug Effects’

A recent Cochrane Review reported that 22.9% of patients taking oral opioid medications and
5.8% using transdermal drug delivery (patch) stopped treatment due to the adverse effects.’® Adverse
drug effects, which occur in over 10% of patients receiving opioids, must be monitored. The most
frequently reported effects are nausea, constipation, somnolence, dizziness, vomiting, and pruritus
(itching). Some of the less common side effects include delayed emptying of the stomach, hyperalgesia
(opioids produce pain), hormonal dysfunction, muscle rigidity, and involuntary muscle contractions.

How Long Should Opioids be Used?

The evidence for long-term opioid use (> 6 months) is limited and weak. Early use and high
dosages of prescription opioids have been associated with increased disability, increased medical costs,
and continued opioid use.""******'*> Opioid therapy is recommended to continue when it is benefiting
the patient. This means less pain, better function (meeting established goals), tolerable drug side
effects, or returning back to work. Discontinuation of treatment by tapering the opioid drug down is
advised when therapy no longer benefits the patient or if there are issues with non-compliance, misuse,
or abuse.
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