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✓ Explore the history of acute and chronic 

pain management

✓ Q+A Session with Jim Shames
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"Acute and Chronic Pain Management: 

Educating Clinicians on the Impact and History 
of the Opioid Crisis"



My background

• Primary Care physician in a rural setting for 30 years

• Public Health Physician for Josephine then Jackson County

• Medical Director for a Medication Assisted Treatment 
program for 25 years

• Currently a consultant for Synergy concerning opioids.

• Member of the governor’s task force on Opioids





What was the nature of the opioid problem in 
2006?

• Initially:
•Primarily an inappropriate over-

prescribing problem
•Providers didn’t understand 

pain and pain treatment.
•Providers (and patients) didn’t 

appreciate the risks of opioids.



Too many pills!

How did we get here?



The  Recent  Past

In 1991, 88% of Medical Board members believed that 
extended opioid prescribing for chronic non cancer pain 
was unlawful and unacceptable medical practice. 1

1.  Gilson AM, Joranson DE. Controlled substances and pain management: changes in knowledge and attitudes of state medical 
regulators. J Pain Symptom Manage 2001;21(3):227–37.







Pain Treatment



• Created Oxycontin in 1996

• Became the best selling opioid in 2001

• The Sackler family is now one of the wealthiest 
in the world

• There are multiple billion dollar settlements 
related to misguiding patients and physicians 
around opioid safety.  



Influential Medical Leaders 
Promoting Opioid Use

Russell Portenoy Scott Fishman



Influential Licensing Agencies



Changes in Medical Practice

• Providers have less time 
with their patients

• They are more reliant on 
pharmaceuticals for their 
treatments

• The patient and physician 
expect a “pill” transaction.



We were told that we 
needed to be more 
“compassionate” in the 
treatment of chronic pain.



18

Sipress D. New Yorker 4/6/2015HOW WE MEASURE PAIN



Opioids became the center of our pain 
management universe



It became a black hole, sucking all other 
treatment modalities out of existence

Courtesy of Erin Krebs



And it became a moral imperative to use 
opioids to relieve suffering 











Pain Can Be Divided Into 3 Classes

Acute 
Pain

Chronic non-
cancer pain

Cancer 
pain

End of 
life pain
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ACUTE PAIN

• Due to injury or surgery

• Tissue damage stimulates the 
pain receptors

• Nature usually will heal the 
problem

• Alleviating the pain is the short 
term goal, followed by return of 
function



CHRONIC PAIN

•Poor correlation to pathology

•Greatly influenced by emotional 
overlay

•Management and functional 
improvement are the goals 

•We cannot eliminate the pain



CANCER and END OF LIFE PAIN

• Shares many features of acute pain

•Demands prompt, effective 
intervention

• The goal is to provide comfort



We do need to provide compassionate care to 
those with certain painful conditions

We don’t want to throw the 
baby out with the bathwater

Opioids have a role to play

• In the treatment of 
acute and post surgical 
pain

• In cancer and other 
deteriorating painful 
conditions

• In some chronic 
conditions, when utilized 
at safe doses



How we used to think about pain

Nociceptive or injury related pain neuropathic or “nerve pain”



Nociceptive Neuropathic Centralized
Cause Inflammation or 

damage
Nerve damage or entrapment CNS or systemic problem

Clinical features Pain is well localized, 
consistent effect of 
activity on pain

Follows distribution of 
peripheral nerves (i.e. 
dermatome or stocking/glove), 
episodic, lancinating, numbness, 
tingling

Pain is widespread and accompanied 
by fatigue, sleep, memory and/or 
mood difficulties as well as history of 
previous pain elsewhere in body

Screening tools PainDETECT Body map or FM Survey

Treatment NSAIDs, injections, 
surgery, ? opioids

Local treatments aimed at nerve 
(surgery, injections, topical) or 
CNS-acting drugs

CNS-acting drugs, non-
pharmacological therapies 

Classic examples Osteoarthritis
Autoimmune disorders
Cancer pain

Diabetic painful neuropathy
Post-herpetic neuralgia
Sciatica, carpal tunnel             
syndrome 

Fibromyalgia
Functional GI disorders
Temporomandibular disorder
Tension headache
Interstitial cystitis, bladder pain 
syndrome

2020:  More expansive view of pain



Which person has pain?
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TOLERANCE

DEPENDENCE

WITHDRAWAL SYMPTOMS

CRAVING

OPIOID SEEKING

Dose Escalation with Opioid Use



Opioid Overdose Risk (fatal & non-f:atal) by Average
Daily Dose of Medically Prescribed Opioids

As Dose Increases, So Does Mortality
Mortality risk compared to Morphine Equivalent Dose (MED)1
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9-fold increase
in risk relative
to low-dose 
patients

1.  Dunn et al., Annals Int Med, 2010
2.  Pain Med. 2015 Sep 1. doi: 10.1111/pme.12907. [Epub ahead of print] Cohort Study of the Impact of High-dose Opioid Analgesics on 
Overdose Mortality.Dasgupta N et al.

Combining Opioids plus 
Benzodiazepines increases 
the mortality
Significantly

http://www.ncbi.nlm.nih.gov/pubmed/26333030
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dasgupta%20N%5bAuthor%5d&cauthor=true&cauthor_uid=26333030


SPACE Trial 2017
Strategies for Prescribing Analgesics Comparative Effectiveness

• opioid therapy vs. non-opioid therapy for chronic LBP and OA 
pain 

• One year VA trial in primary care, n=240 

• All patients received individualized medication management 
using collaborative tele-care pain management model 

• Opioid daily dose limited to 100 mg MED/day 

• At 12 months, no difference in function  

• Pain worse in opioid group (BPI severity 4.0 vs. 3.5, p=0.03) 

• Clinically significant improvement: BPI int 59% vs. 61%; BPI 
severity 

• 41% vs. 54% (p=0.007) 

• Opioids associated with more adverse symptoms; no deaths 
or OUD



Risk/Benefit of Opioids 
for Chronic Non-Cancer Pain

-Franklin; Neurology; Sept 2014-Position paper of the AAN-



What are the hallmarks of pain 
management?

• Patient 
education

• Exercise

• Emotional 
support

• Team based 
care





How did the opioid problem evolve?

• Pills were diverted and misused

• Many with Opioid Use Disorder 
started by taking pills

• Many with OUD started switching 
to heroin

• Lots of kids getting involved with 
opioids through pills



Overdoses in the US
2000-2015



Opioid Use Disorder

• Think of it as a chronic disease

• Taking the opioid in larger amounts and for longer than intended

• Wanting to cut down or quit but not being able to do it

• Spending a lot of time 

obtaining the opioid

• Craving or a strong desire 

to use opioids



The addiction cycle is triggered 
by intoxication and pleasure (blue)

When intoxication wears off, the 
Individual feels worse (red)

More substances are sought(green)
to relieve distress, the cycle continues

The Opioid Use Disorder Cycle, 
The Primitive Brain in Charge



Medication Assisted Treatment

• Methadone:

• Buprenorphine (Suboxone):  A safe drug.  Relieves 
cravings, offers pain relief, quite expensive, and is very 
hard to overdose on.  Can be prescribed for addiction in 
a provider’s office (unlike methadone).

• Naloxone injectable (Vivitrol):



MAT is not substituting one drug from another

• The pattern of taking the same dose at the same time 

every day means there is no high or intoxication.  

The drug is not reinforcing.

• With MAT, addiction (obsessive craving) is 

replaced by physical dependence only.  This is 

similar to the role of antidepressants or insulin.  

• When a drug’s benefit outweighs its risks, 

continued use is healthy, not addictive. 



Buprenorphine and pain management.

• Individuals on chronic opioids may have OUD.

• Some patients on opioids would be safer on 
buprenorphine

• We have to develop compassion and empathy for this 
segment of our patient population

• Prescribers should obtain their X waver and 

learn to utilize buprenorphine.

• We need to learn how to compassionately 

taper our LTOT patients. 





Why reduce a patient’s opioid dose

• Way too many pills in circulation
• Clearly much of what we are 

prescribing is being diverted

• We need to turn down the spigot

• High dose opioids carry 
significant risks

• Opioids may not be providing 
much pain relief once 
dependence has occurred. 



Cons for reducing opioid dose

• Some folks are stable and safe 
on their current regime.  
• “If it ain’t broke don’t fix it”

• There is trauma associated with 
tapering, and some risk, 
especially if done rapidly



The Problem: Our understanding in 2019

• Liberal opioid prescribing in 
the past has led to large 
numbers of individuals on 
LTOT for chronic pain

•We need to do something 
about this, but what?



There is a consensus exemplified by CDC 
guidelines:

• It is generally unsafe and 
inappropriate for 
sustained opioid doses 
>50 MME (Morphine Mg. 
Equivalent)

•Morphine = 1mg            
Oxy = 1.5           
Methadone = 3-6 



What does current science tell us about the 
effectiveness of COT?
• SPACE trial: JAMA 2018…”Treatment with opioids was not 

superior to treatment with nonopioid medications for 
improving pain-related function over 12 months.”

• Structured Evidence-Based Systematic Review:  Journal of 
Pain Medicine, December 2018….”80% of CPPs had 
improved pain after taper.”*

• *Hypothesis:  Objective: To support or refute the hypothesis that opioid tapering in chronic pain patients (CPPs) improves pain or 
maintains the same pain level by taper completion but does not increase pain.

• Review of 20 studies fulfilling criteria

• Review of 2199 Chronic Pain Patients tapered off opioids

• 100% supported the hypothesis. 

• 80% had improved pain after taper



The Taper Dilemma:  Decreasing high dose 
opioids is safe for most patients, but….

•Produces anxiety for 
patient and prescriber

•May create pain in 
short term if rapid.

•Can create stigma, 
animosity, and risk of 
suicide



-

-Patients are scared
-Doctors are scared
-Some patients are 
harmed

Pushback!



Adjustment to the CDC guidelines

• NEJM : Deborah Dowell, M.D., M.P.H., Tamara Haegerich, Ph.D., Roger 
Chou, M.D.

• No Shortcuts to Safer Opioid Prescribing

• Don’t use inflexible tapering protocols

• Don’t abruptly taper patients



Who is Working on this 
issue?



Significant Tapering Articles: 



Oregon Opioid Tapering Taskforce

• Experts from many different 
disciplines

• To provide guidance to the OHA 

• Create “best practice” for tapering



OPG tapering guideline Workgroup

• Anna Lembke:  Stanford
• Mark Stephens: Consultant 
• Jim Shames: Jackson County
• Roger Chou: OHSU
• Paul Coelho: Salem Health
• Rubin Halpern: Providence Portland
• Jane Ballantyne: UW/Harvard
• David Tauben: UW
• Andrew Kolodny: Brandeis
• And others brought in to provide advice and consent







BRAVO

• A simple way of 
conveying the essentials 
for successful tapering

• Patient centered

• Safety centered

• Provides useful tools to 
providers

• Is based on current 
science































The Paradigm Shift



Please type your questions into the Zoom Q + A box.
We’ll try to get to all of your questions!



NARCAD.ORG




