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By the end of this talk, we hope you will...

* Describe safe and appropriate pain management strategies in people with serious illness at risk for or with
concurrent substance use disorder

* Distinguish substance use disorder from the under-treatment of pain in people with serious illness

* Define routine and universal risk assessment for substance use disorder when considering treatment with
opioids



Part 1: Where we
are with Serious
Illness and Pain
MERETC Ll



Scale 1-5: How likely are you to prescribe an
opioid for the patients below

Albert Thomas

67 year old who has metastatic
prostate cancer (to bones), back pain
from cancer

Pain is 12/10 and impacts his ability
to do household chores, play with his
grand children, and perform at local
community theatre

History of alcohol use disorder; Lives
with wife

Family history of substance use

Takes Tylenol and steroids

Betty Thomas

81 year old who has metastatic
breast cancer (to bones), back
pain from cancer

Pain is 3/10 and impacts her
ability to take care of her ADLs
and keeps her up at night when
she is laying on her back

* History of anxiety;

* Takes duloxetine, Tylenol and
steroids

Carl Thomas

48 year old who has metastatic
pancreatic cancer (to liver),
abdominal pain from cancer

Pain is 8/10 and impacts his
ability to perform ADLs and get
to appointments

History of opioid use disorder;
Lives at a shelter

Takes Tylenol and steroids
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Presentation Notes
Place in the chat some of the factors that you are considering with each case + in favor, – reason not to prescribe, ? Something you want more information about or some part of the story that is important/missing. Steve will be collecting these


We are still seeing the opioid epidemic

Figure 4. Age-adjusted rate of drug overdose deaths involving opioids, by type of opioid:
United States, 2003-2023
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There are other risks to taking opioids

* Falls

* Depression

* Motor Vehicle Accidents

* Increase in Opioid Use disorder (3-26% of patients in primary care settings)
* Stigma and isolation

* Long-term harms (hypogonadism, decreased bone density, immunocompromise)

Ray et al. JAMA. 2016



Yet, patients with
serious illness now
have undertreated
pain because of fears
of substance use
disorder

Enzinger et al. JClin Oncology. 2021.
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Yet, patients with serious illness now have undertreated pain because of fears of substance use disorder

One study published in 2021 demonstrated this trend. Over the study period the researchers found a 34% reduction in the number of opioid prescriptions filled per patient and a 38% reduction in the total dose of opioids filled per patient near the end of their lives. The researchers found a particularly steep decline in use of long-acting opioids, which provide more predictable, steady pain relief and are important for managing severe cancer pain. Between 2007-2017, the number of long-acting opioid prescriptions filled per patient fell by 50%. And the number of ED Visits increased by 51%.

The authors shared that “Policies have focused largely on reducing inappropriate prescribing, which is useful, but they are a blunt instrument. New regulations have made it very cumbersome and time-consuming to prescribe opioids, even for patients with cancer. Pharmacies and insurance companies have also added further barriers that make it difficult for patients to fill these prescriptions,” Enzinger remarks. “The safety aspect is important, but these additional barriers interfere with patients’ ability. to access critical pain medication.”

I personally struggle with this. One example, I had a young man in clinic with metastatic pancreatic cancer who had pain that was always 12/10 and that I kept increasing the opioids. He had a history of substance use disorder. And I struggled with how best to care for him.


We continue to see racial and gender
disparities in pain management

50% of trainees held one or more false beliefs about black
patients

29% of sickle cell patients rated interactions with health care

teams as “most negative” or “bad”

Female patients are less likely to be prescribed pain-relief
medications compared to males

Hoffman et al. Psych and Cogn Sci. 2016; Power-Hays, et al. NEJM. 2020; Guzikevits et al. Psych and Cog Sci. 2024
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Additionally– we still see that Black Americans, Native Americans, Hispanic/Lantino Americans, and Asian Americans and women- are less likely to be believed about their pain; pain is less likely to be adequately addressed

This can be do to false beliefs or misconceptions: One study from 2016 shared that 50% of trainees- residents and student
“Black people’s nerve endings are less sensitive than white people’s.” “Black people’s skin is thicker than white people’s.” “Black people’s blood coagulates more quickly than white people’s.”

What’s more, false ideas about black peoples’ experience of pain can lead to worrisome treatment disparities. In the 2016 study, for example, trainees who believed that black people are not as sensitive to pain as white people were less likely to treat black people’s pain appropriately.

Another study for sickle cell patients shared that their care for their pain in the ED was poor– with 29% rating it the lowest or most negative score.

In a study that spans emergency department (ED) datasets from two countries, including discharge notes of patients arriving with pain complaints (N = 21,851). Female patients are less likely to be prescribed pain-relief medications compared to males, and this disparity persists even after adjusting for patients’ reported pain scores and numerous patient, physician, and ED variables






For those that treat
serious illness, we
are seeing more
patients with
complicated pain
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For those of us who do palliative care– we are seeing patients earlier in their disease process and patients are living longer with serious illness and even surviving. This is increasing the volume of patients with complex or chronic pain as well as an increase of the comorbidities that complicate pain treatment.




Opioids may be the best
medication for a patient
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for patients whose pain is not well managed with non-pharmacologic and non-opioid treatments, opioids may be the next line of treatment



Y so0alis for all patients to
iove function and quality
of life, using the safest,
lowest effective pain
regimen

Vecteezy.com
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As we take a journey through this literature, here are some definitions to keep in mind
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Health condition that carries a high risk of mortality and either negatively impacts a person’s daily function or their quality of life or excessively strains their caregivers



Opioid Misuse vs. Opioid Use Disorder

Use Disorder: a
Misuse: taking chronic relapsing,

oploids in a way other and remitting disease;
than prescribed subset of substance
use disorder
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Misuse examples: missing appointments, pattern or lost/stolen meds, taking opioids for symptom other than prescribed (not pain or dyspnea), using opioids other than prescribed meds, running out of meds early

DSMV Criteria
Taking the substance in larger amounts or for longer than meant to
Wanting to cut down or stop using the substance but not managing to
Spending a lot of time getting, using or recovering from use of the substance
Cravings and urges to use the substance
Not managing to do what you should at work, home or school because of substance use
Continuing to use, even when it causes problems in relationships
Giving up important social, occupational or recreational activities because of substance use
Using substances again and again, even when it puts you in danger
Continuing to use, even when you know you have a physical or psychological problem that could have been caused or made worse by the substance.
Needing more of the substance to get the effect you want (tolerance).
Development of withdrawal symptoms, which can be relieved by taking more of the substance.



Pseudo
addiction

 Concerning behaviors that
suggest to the clinician of
the possibility of unsafe
opioid use but diminish or
resolve after a better
analgesic plan is adopted

Weissman DE et al. Pain. 1989
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Presentation Notes
The term pseudoaddiction was first used in 1989 to describe an iatrogenic syndrome resulting from poorly treated cancer pain.  The index case was a 17-year-old man with chest wall pain from leukemia.  The patient displayed behaviors (moaning, grimacing, increasing requests for analgesics) wrongly interpreted by the clinicians as indicators of opioid use disorder (OUD), rather than of inadequately treated pain. 

Experts in the pain and substance use disorder community have argued the concept has contributed to binary thinking in which clinicians are led to conclude whether the clinical issue underlying observed aberrant opioid behaviors is either pain (implying pseudoaddiction) or not pain (implying addiction).
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Part 2: Five Steps
to Navigate Pain
and Serious
Illness



Approach

treatment in 5
Steps

3. Use Non-Opioid Therapies

4. If Non-Opioid Therapies are Ineffective
5. De-prescribe

CAPC.2024



—_—

Take a thorough history

* Pain Assessment (OPQRSTU)

* Pain Management History

* Psychiatric History

* Elicit history- medical, social, family

* Elicit substance use history

e Sleep History

Geipalligt
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Past OUD
Current or past history of substance use disorder
Anxiety
Trauma
Psychiatric Diagnosis: personality disorder, psychotic disorder, mood disorder, somatoform disorder
Psychiatric medications: antipsychotics, antidepressants, axniolytics, anticonvulsants, and benzodiazepines



Use assessment tools

* PHQ-Q for
Depression/Anxiety

* Risk assessment tools
such as opioid risk tool
(ORT)

Over the last 2 weeks, how often have Notat | Several More Nearly

you been bothered by the following all Days | than half | every day

problems? (circle one per question) the days

1 | Feeling nervous, anxious, or on edge 0 1 2 3

2 | Not being able to stop or control 0 1 2 3
worrying

3 | Little interest or pleasure in doing 0 1 2 3
things

4 | Feeling down, depressed, or 0 1 2 3

hopeless




1. Assessment

[ J [ J ®
o p I 0 I d RI S k Family history of substance use disorder

Alcohol 1 3
TO O l (O RT) llegal drugs 2 3
Rx drugs 4 4

* Validated Personal history of substance use disorder
* Length & Time: 5 items, <1 Alcohol 3 3
minutes lllegal drugs 4 4
* Target: Adults Rx drugs 5 5
* Assess: risk of aberrant Age between 16-45 years L L
behaviors History of preadolescent sexual abuse 3 0

.. Psychological disease
* Administered by: Self-report Y J
ADD, OCD, bipolar, schizophrenia 2 2

Depression 1 1

Scorina totals

Webster et al. Pain Med. 2005
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This validated instrument can take less than 1 minute to complete. Its to assess adult patients who are at risk for opioid use disorder. This can help providers determine the management plan with or with opioids and the monitoring for interventions.


D o —
2. Build Relationships

news.com


Presenter Notes
Presentation Notes
Patients living  with pain are predictably more frustrated, depressed or exhausted.
Managing painsuccesffully requires trustiung, collaborative clinician patient relationships.

In the chat, what are strategies that you use?


2. Build Relationships

Connect with commmunication skills

Non-judging or non-stigmatizing language

e Person-first language
e Neutral statements
e Avoid blaming

NEJM Group. Racial Disparities. 2021
Kung, L. CAPC. 2025.
Treatment improvement protocol. SAMHSA. 2020
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A few tools to keep in mind


Open-ended questions: ”tell me about your previous experiences getting treatment for your pain in the health setting”, ”can you tell me what concerns you about not taking walks with your wife and dog”

Non-judging or stigmatizing language language
Substance use person to person living with substance use
Patient states “she lost her oxycodone” and it was apparently stolen from her bag to Oxycodone was stolen.
Non-compliant to taking or not taking 
Addict to person who uses opioids, substance abuse to substance use, relapse to return to use

Patience and grace– recognizing that we will not be perfect and neither will the patients when it comes to pain management
Partnership– using partnering language-– we are here to help, we will face this together, “its you and me against the pain”
Continuity-- consistent team members working with someone


2. Build Relationships

Set Smart Goals * Align with patient

* Feasible pain relief

* Measurable for next visit

W/ A _'

By the next week, able to walk the dog 3 times
Wlthout cly acute paln eplsode
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Setting SMART goals can be effective and can set up for realistic expectations for the patient and provider. 

If we can get the pain to a 0 level, what level is tolerable. Lets try to make that happen during this admission.
By next week, lets set a goal of being able to walk the dog 3 times per week without an acute pain episode

Small, feasible. 


B
SRS 2. Build Relationships

Check in
about your
bias

* Would | be treating this

patient differently if they
were?

* Explore their bad
experiences?
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Recognize that we all have biases. Its important to ask yourself, would I be treating this patient differently if they were: 
: 
White
Affluent
Non-English speaking
Reminds me of my friend


And also explore their experiences-- 
Some of my patients have had bad experiences with medical care that reduced their trust. Have you had any experiences like that?


.

———= 3. Use Non-Opioid Therapies

First step strategies for less severe pain

* Non-Pharm * Pharm
» Adaptive Coping Strategies * NSAIDs
* Cognitive Behavioral Therapy e Tylenol
* Physical Therapy
* Acupuncture
* Reiki
* Music Therapy
* Yoga

* Steroids

* Antidepressants
 Gabapentenoids

* Interventional Pain

* Treating underlying cause
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Step 3: If you can , try non-opioid management

-Non Pharm
-Pharm


e 4. If NOn'OpiOid Therapies are Ineffective

OPI0IDS Towenxest

* Fentanyl

* Buprenorphine

* Levorphanol

Camapone Consider Opioids

* Hydromorphone

-:;he;azocine When non'OpiOidS
Onyodon are ineffective or

* Hydrocodone

- Tapentadol pain is too severe

* Dihydrocodeine
» Tramadol

* Codeine




e 4. If NOn'OpiOid Therapies are Ineffective

Factors to consider when prescribing
opioids

Medical Social Family Substance
History History History Use History

Impact of
Function prior pain
management

Opioid Use
risk

Caregiver
Support
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Factors to consider when prescribing opioids

Medical History- kidney disease, liver disease
Social History- do they live alone? With someone? Do they a roof over their heads
Family history or own person substance use history
Caregiver Support- can someone be there to assess their pain
Function- what is their baseline functional status, are they a falls risk
What history do they with pain and pain medications


I 4. If NOﬂ-OpiOid Therapies are Ineffective

There are also many barriers that may
make opioids more difficult to prescribe

* |nsurance ”% »l

* Access

* Low health literacy

* Over-reliance on pain scales R

* Inadequate knowledge for providers i H\ =
* Bias or stereotyping

* Lack of cultural sensitivity

Ghoshal et al. J Pain Res. 2020.
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There are also many barriers that may make opioids more difficult to prescribe

Insurance
Where someone lives
Low health literacy
Over-reliance on pain scales, without exploring characteristics of the pain, impact on function, and patient’s quality of life

Inadequate knowledge for providers and lack of education

Conscious or unconscious bias or stereotyping
Lack of cultural sensitivity


I 4. If Non-Opioid Therapies are Ineffective

For opioid naive patients: start low, safe,
and frequent

Low

e Oxycodone oral 2.5-5mg
e Morphine oral 5-7.5mg
* Hydromorphone oral 1-2mg

e Prescribe a bowel regimen
e | ocked box
e Naloxone

Frequent Follow-ups

e 3 day-7 days



e 4. If Non-Opioid Therapies are Ineffective

Ensure that all the

stakeholders have .
bee n Insurance /Payor Pat I e n t O&Z%;Z?:

informed/consulted
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Value of collateral information


4. If Non-Opioid Therapies are Ineffective

Regular Visits

Opioid Treatment Agreement

Utilize
universal

precautions

Naloxone Training and Provision




I 4. If Non-Opioid Therapies are Ineffective

Treatment agreements can improve
communication but not outcomes

Informed consent

¢ regarding opioid benefits, expected outcomes and potential harms

= SHARED DECISION MAKING=
— medically context + patient’s goals

e Patients have the right to pain control, but not to a particular pain medication or route of administration.

Patients' responsibilities:

e Single prescriber
e Single pharmacy

Patients’

Staehler. Sub Abus. 2020
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The systematic review published 2020 shows weak evidence to support the effectiveness of patient prescriber agreements in the reduction and mitigation of opioid misuse and abuse. This may account for the lack of adoption of these agreements by prescribers in managing patients with chronic non-cancer pain.

Useful in creating an open conversation between the patient and the prescriber about the benefits, risks, and limitations of opioid medications
Can help with communication: one study found that most patients reported the PPA to be ‘easy to understand’ and ‘somewhat helpful’ or ‘very helpful’ in making treatment decisions

Components

In the end, these are about shared decision making and what has made these more effective have been:
Clear communication: OTAs should be written in plain language, and clinicians should take time to explain them thoroughly. 
Regular review: Agreements should be periodically reviewed to ensure patients understand the terms and expectations. 
Focus on patient needs: Clinicians should consider the individual needs and circumstances of each patient when developing and implementing the agreement. 

CDC recommended in 2022- clinicians and patients who clearly document a treatment plan including specific functional goals in advance of prescribing will clarify expectations about how opioids will be prescribed and monitored with an aim to improve patient safety, health, and well-being


4. If Non-Opioid Therapies are Ineffective

Document the 4 As in your note

Analgesia: pain relief

ADLs: impact on function

Adverse effects: side effects

Aberrant behaviors: red flag behaviors
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Documentation is key. Everytime a patient meets with a healthcare team member they should document these for pieces.
Analgesia– how their pain has changed, tracking pain scores and descriptors
Function- how it has impacted their function, including meeting their goals
Adverse Effects- have they encountered any adverse effects
Aberrant Behaviors- any concerns or worries about early refills


.

e 4. If NOn'OpiOid Therapies are Ineffective

Use urine screen when necessary (particularly
for patients with substance use disorder)

* The safest approach for drug screening.

* Screens can be costly and may not be covered by payers, but the utility of objective data
outweighs these obstacles.

* Since screens can be difficult to interpret, choose the simplest screen.

* Screen on initiation of opioid analgesics and at random intervals - typically every 3 or 4 visits

* Be prepared for what you will do if its positive

Arthur et al. JPSM. 2023
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In a review article in JPSM-– an expert panel recommended that UDS has some utility in routine palliative care practice but acknowledged the insufficient existing evidence supporting its efficacy. They  underscored the need to improve clinician proficiency in UDS interpretation to enhance its utility. Majority experts suggest random UDS in all patients receiving opioids regardless of their risk profile while some experts recommended targeted UDS.


4. If Non-Opioid Therapies are Ineffective

Buprenorphine may be
an effective strategy
for serious pain and
experience addiction
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I 4. If NOﬂ-OpiOid Therapies are Ineffective

Buprenorphine acts on unique receptor

sites

NH,

kK-OR

ORLA1

5-OR
Partial agonist Antagonist
e
COOH

+ Potent analgesia ‘ * Anti-opioid effects

+ Ceiling on respiratory * Myocardial protection
depression and + Limited impact on Gl
euphoria motility™

+ Limited impact on Gl « Limited respiratory
motility depression*

» Limited physical
dependence, abuse
potential, and

\ withdrawal symptoms )

immunosuppression and
impact on the HPA axis
« Reduction in suicidal
thoughts, anxiety, and
depression
+ Limited dysphoria

Antagonist

* Reduced depression,

dysphoria, suicidal

tendencies, anxiety, and

hostilit

imited potential for
addiction* and tolerance

* Reduced
immunosuppression

Agonist

« Enhanced spinal
analgesia

* Reduced supraspinal
analgesia

« Diminished opioid-
rewarding effects

» Limited potential for
tolerance

Gudin, Fudin Pain Ther. 2020;9(1):41-54. doi:10.1007/s40122-019-00143-6; Dalal et al.. Health Psychol Res. 2021 Aug 6;9(1):27241. doi:

10.52965/001¢.27241. PMID: 34746493; PMCID: PMC8567798.
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Buprenorphine is considered a partial agonist with very high binding affinity for the μ-opioid receptor, an antagonist with high binding affinity for the δ- and κ-opioid receptors, and an agonist with low binding affinity for the opioid receptor-like 1 receptor. Partial agonism at the μ-opioid receptor does not provide partial analgesia, but rather analgesia equivalent to that of full μ-opioid receptor agonists. In addition, unlike full μ-opioid receptor agonists, buprenorphine may have a unique role in mediating analgesic signaling at spinal opioid receptors while having less of an effect on brain receptors, potentially limiting classic opioid-related adverse events such as euphoria, addiction, or respiratory depression

Buprenorphine may have more of an impact at spinal opioid receptors compared with brain receptors, potentially limiting classic opioid-related adverse events such as euphoria, addiction, or respiratory depression.

Rudolf G. Phys Med Rehabil Clin N Am 31 (2020) 195–204 
Buprenorphine provides a primarily spinal site of mu opioid receptor agonist activity rather than direct activity at mu opioid receptors in the brain. In this regard, it is different from fentanyl, morphine, and other more commonly used full agonist opioids, which appear to primarily affect brain mu opioid receptors. As opioid-induced respiratory depression is mediated by mu opioid receptors located in the brain stem, and the reinforcing effects of opioids are mediated through the brain’s ventral tegmental area, nucleus accumbens, and prefrontal cortex (the mesolimbic system), it is therefore clinically significant that buprenorphine’s activity is directed primarily at the level of the spinal cord. This may further explain why a ceiling effect is displayed for respiratory depression but not for analgesia 



I 4. If Non-Opioid Therapies are Ineffective

Buprenorphine
has a ceiling effect
for toxicity

Percent mu opioid receptor maximal response

log|Dose|

Graph excerpted from: Coe MA, Lofwall MR, Walsh SL. Buprenorphine Pharmacology Review: Update on
Transmucosal and Long-acting Formulations. Journal of Addiction Medicine. 2019
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Affinity does not mean the same thing as activation



4. If Non-Opioid Therapies are Ineffective

Methadone offers a complex alternative

. . . ey .- Figure 4. Age-adjusted rate of drug overdose deaths involving opioids, by type of opioid:
* Beneficial for opioid insensitive or United s,atgs, 2003-2023 g g.0p y type of op

opioid refractory pain
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mechanism for treating neuropathic
pain
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4. If Non-Opioid Therapies are Ineffective

Methadone is more likely to be effective
with the highest levels of opioid tolerance

Approximate Oral Morphine Equivalent Range (OME) where you can anticipate analgesia

TD Bup | %l

Buccal Bup
SL Bup

Methadone 0-1000+ OME
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Case series with patients ~1000-2000 OME resulted in stable pain control at ~30-40mg/day of methadone



I 4. If NOn-OpiOid Therapies are Ineffective

Half-life

Analgesic window

Safety profile

Formulations

Special Populations

Long and variable (6h-6d)

6-12 hrs

Many drug-drug interactions,
higher overdose risk
Greater risk of arrhythmia

Liquid, tablets, intravenous

Neuropathic Pain

Very High Opioid Tolerance
Safe for renal disease
Caution hepatic dysfunction

but slow disassociation (72 hrs)

6-24 hrs

Fewer serious adverse events
(OR ~0.7 compared to
methadone)

Sublingual, buccal, transdermal,
intramuscular depot, intravenous

Active SUD or highest risk for
SUD

Safe for renal disease
Caution hepatic dysfunction

Pereira da Silva AM, de Bastos Maximiano ML, Cabeca LS, et al. Buprenorphine-naloxone vs methadone for opioid use disorder: a systematic review
and meta-analysis of randomized clinical trials. J Addict Dis. Published online June 19, 2025. doi:10.1080/10550887.2025.2514308
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Methadone: Greater treatment retention at 6 months (OR ~0.5 compared to bup)
Cochrane review in 2022 didn’t find the rate of adverse events to be worse for methadone

Pereira da Silva AM, de Bastos Maximiano ML, Cabeça LS, et al. Buprenorphine-naloxone vs methadone for opioid use disorder: a systematic review and meta-analysis of randomized clinical trials. J Addict Dis. Published online June 19, 2025. doi:10.1080/10550887.2025.2514308


Becker WC, Seal KH, Nelson DB, et al. Buprenorphine, Pain, and Opioid Use in Patients Taking High-Dose Long-Term Opioids: A Randomized Clinical Trial. JAMA Intern Med. 2025;185(4):372-381. doi:10.1001/jamainternmed.2024.8361


5. De-prescribe

Addiction or Psuedoaddiction
Behavior

Chang§ in Treatment
Behavior Adjustment

Pain Deprescribing
Reassessment Plan
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How many cycles?
Probably depends on the setting, ability to assess safety, confidence in follow-up, probability that a change is going to lead to effective analgesia: e.g. gabapentinoids probably wont improve nonspecific low back pain but are more likely to help with spinal cord injury. 

Similarly: adjustments should be proportionate to the associated level of pain


5. De-prescribe

Addiction AND Pseudoaddiction
Behavior

Chang§ in Treatment
Behavior Adjustment

Pain Deprescribing
Reassessment Plan
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Deprescribing may also mean pivoting the focus to treating SUD as the primary goal


5. De-prescribe

Deprescribe when risks outweigh benefits

Lack of improvement or

impact and clinically on Rl DEpEall:

serious or intolerable
opioid-related adverse
effects domains

New diagnosis/med
change that may
interfere with opioids

function, quality of life
or other life goals with
pain medications
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involves a systematic clinical approach to identifying and discontinuing drugs for which the harms outweigh benefits within the context of an individual patient’s care goals, level of functioning, and life expectancy


When to deprescribe
Lack of improvement or impact and clinically on function, quality of life  or other life goals with pain medications
person is experiencing serious or intolerable opioid-related adverse effects in the physical, psychological or social domains
New diagnosis/med change that may interfere with opioids– new sleep apnea or start of a benzo




5. De-prescribe

Recommendations for Deprescribing
Opioids

Deprescribing plan at the point of opioid initiation

Gradual taper

Tailor the deprescribing plan based on the patient

Frequent monitoring and review

Implement interdisciplinary or multidisciplinary care

Langford. MJA. 2023
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implementing a deprescribing plan for persons being prescribed opioids at the point of opioid initiation.

Abrupt cessation of opioids without prior dose reduction may increase risks of harm.

Tailoring the deprescribing plan based on the person's clinical characteristics, goals, and preferences.

Health care professionals should monitor parameters including function, pain, sleep, mood, withdrawal effects, and dependence.

When available, we suggest the use of interdisciplinary or multidisciplinary care, or a multimodal approach that emphasises non-pharmacological and self-management strategies to deprescribe opioids. One exemplar of this is the comprehensive pain clinic . . .


“Let’s put
this
together




Key Takeaways for pain management for
all patients with serious illness and opioids

Use thorough assessments to determine cause of pain and appropriate medications

Build relationships through clear communication and trust

Use SMART goals over treatment agreements

Work with adjuvant medication and non-pharm methodologies to address pain

Communicate with the entire health team and document




Key takeaways for pain management for
patients with SUD, serious illness and opioids

Utilize buprenorphine or methadone

Work with interprofessional teams

See patients frequently with continuity
Support SUD treatment and recovery

Work with specialists (addiction, palliative care)




Questions
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Pill counting may be used in conjunction with other abuse deterrents, although increased support for this practice requires standardized methods of pill counting and further analysis of its effectiveness. 
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