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[Music]  
 
JESSICA ALPERT:  Thanks for listening to Boston University School of Medicine’s Safer and 
Competent Opioid Prescribing Education Scope of Pain Podcast Series.  I’m Jessica Alpert.   
  
This series consists of six episodes.  If at any point you want more information on receiving 
credit for this course, please visit our website, scopeofpain.org.  There are also resources that 
accompany this series.  All of it can be found at scopeofpain.org 
 
[Music]  
 
JESSICA ALPERT:  Dr. Daniel Alford is Scope of Pain’s course director and a general internist who 
specializes in primary care and addiction medicine.  He’s a professor of medicine and director of 
the Clinical Addiction Research and Education Unit at Boston University and Boston Medical 
Center.  Dr. Alford, thanks for being here.  
 
DR. DANIEL ALFORD:  Thank you. 
 
JESSICA ALPERT:  So, what are we learning in this program? 
 
DR. DANIEL ALFORD:  So, in this podcast series, we’re going to cover strategies for safer use of 
opioids for both managing acute and chronic pain.  We’re going to review best practices and 
the CDC guideline recommendations, and at the same time, we’re going to invite other 
clinicians to share their clinical pearls.  What we’re not going to cover is palliative care or end-
of-life pain management because of the differences in overall treatment goals.  
 
JESSICA ALPERT:  Thanks so much, Dr. Alford.  Stand by for a bit.  We’re going to welcome 
another voice into the conversation, Dr. Marc LaRochelle.  Welcome. 
 
DR. MARC LAROCHELLE:  Pleasure to be here.  Thanks for having me.  
 
JESSICA ALPERT:  Marc LaRochelle is a general internist and health services researcher who 
specializes in primary care and addiction medicine at Boston Medical Center.  Dr. LaRochelle is 
also an assistant professor at Boston University School of Medicine.   
 
Let’s start by looking at opioid prescribing trends over the past few decades.  What can you tell 
us? 
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DR. MARC LAROCHELLE:  Well, if we go back to the 1990s, we saw at that time a dramatic 
increase in opioid prescribing over several decades.  There’s a lot of reasons attributable to this, 
but one is increased recognition of and attempts to treat chronic pain, and these trends really 
continued until about 2010 or 2011, where we’ve seen a leveling off.  And since that point, 
we’ve actually started to see a gradual decrease, both in terms of the total number of 
prescriptions being dispensed, but also in terms of the morphine milligram equivalent, so the 
strength and the number of opioid prescriptions have been decreasing in the past few years.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
JESSICA ALPERT:  Let’s talk about trends surrounding opioid overdose deaths.  
 
DR. MARC LAROCHELLE:  Well, since the 1990s, we’ve really seen three distinct waves or 
phases in overdose death trends.  The first, through 2010, we saw increases primarily driven 
through increases in prescription opioid-related deaths, and this really corresponds to 
increasing trends in opioid prescribing that we just discussed.   
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Around 2010, which corresponds to when prescribing plateaued, the second wave came in, 
which was a shift toward increased deaths due to heroin.  Some feel that this was because 
heroin was flooding the illicit opioid market and was more available and less expensive. 
 
And then, in 2013, unfortunately, we saw the introduction of synthetic opioids such as fentanyl 
into the illicit opioid supply, and because of its potency, we’ve seen a marked increase in 
overdose deaths since that time.  
 
JESSICA ALPERT:  Okay, so just to recap, the first wave can be attributed to an increase in 
prescription opioids, and the second wave has to do with an increase in heroin use, and then 
finally, the third wave is connected to readily available illicit opioids like fentanyl.  
 
DR. MARC LAROCHELLE:  Yes, that’s right.  
 
JESSICA ALPERT:  So, given these trends, what’s the current thinking around opioids and 
chronic pain? 
 
DR. MARC LAROCHELLE:  Well, if we look at the evidence first, we know that from multiple 
systematic reviews, the issue has been inadequately studied.  The long-term efficacy of the 
opioid therapy for chronic pain is not supported, really because the studies haven’t been long 
enough in duration and they’ve only gone up to six months.   
 
Given that we have uncertain benefit and the harms we know that exist from using opioids, we 
know that their use should be more judicious.  We’ve already been discussing the fact that 
opioid misuse can be fatal from overdose, but there are also other harms, including the 
development of an opioid use disorder or addiction. 
 
JESSICA ALPERT:  Dr. LaRochelle, what can you tell us about the CDC guidelines? 
 
DR. MARC LAROCHELLE:  The CDC guideline for opioid prescribing for chronic pain clearly 
states, ‘Do not use opioids as first-line therapy,’ and if they are used, it should be combined 
with other therapies, and this really reflects the evidence that we just talked about.  We know 
that opioids for chronic pain are only indicated if alternative safer options have not been shown 
effective, and they should be only one tool amongst others for managing severe chronic pain. 
 
JESSICA ALPERT:  Okay, so that sounds complex.  Aren’t there pain specialists you can refer 
your patients to? 
 
DR. MARC LAROCHELLE:  Yes, there are pain specialists, but unfortunately, there aren’t enough 
of them, and increasingly they're only doing procedural-based care, including injections or 
nerve blocks.  But I do find them helpful, especially when I’m uncertain about the diagnosis, 
uncertain about what the treatments are, or if I simply want another opinion.   
 
JESSICA ALPERT:  Dr. Marc LaRochelle, thanks so much.  
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DR. MARC LAROCHELLE:  You're welcome.  Thank you.  
 
[Music] 
 
JESSICA ALPERT:  So, to discuss those issues, let’s turn back to Dr. Alford.  Let’s say we have a 
woman in her 30s who fractures her hip in a motor vehicle crash.  She has it surgically repaired, 
and after her surgery, her pain was managed with nerve blocks and opioids.  So, when you are 
assessing acute pain and you have a case like this, what are you looking for? 
 
DR. DANIEL ALFORD:  Most clinicians are comfortable assessing acute pain, and usually we’re 
asking patients how bad does it hurt, where does it hurt, when did it start, what makes it more 
painful, does it radiate anywhere, and what makes it worse and what makes it better.   
 
JESSICA ALPERT:  And what about using a numerical scale?  Can that be helpful? 
 
DR. DANIEL ALFORD:  Yes, they’ve become very 
common in hospitals these days.  And so really,  
we’re talking about asking patients on a scale of 0 to 
10, where a 0 is no pain and 10’s as bad as you can 
imagine, where’s your pain?  And in general, for acute 
pain, 1 to 3 would be considered mild pain, between 4 
and 6 would be moderate pain, and severe pain is 
usually 7 or higher on the 10-point scale.  Some 
individuals respond better to a visual analog scale that 
has faces that show someone who’s not in pain at all, 
and then someone who’s in a lot of pain, and then 
stuff in between.   
 
JESSICA ALPERT:  So, why do some people develop chronic pain after an injury or after surgery?  
 
DR. DANIEL ALFORD:  We don’t completely understand why that happens, but we know that it 
does.  We are understanding, based on research, that there are changes in the 
neurotransmitters, the receptors, the ion channels after surgery in some individuals and that 
these changes can lead some people to chronic pain, and what we are learning are some 
specific patient-related risk factors.  There’s some genetic risk factors, certainly being younger, 
being female, having a history of mental illness prior to surgery, including anxiety and 
depression. 
 
JESSICA ALPERT:  So, those are patient risk factors.  What about surgical risk factors? 
 
DR. DANIEL ALFORD:  There are certain surgical procedures that are higher risk, including 
amputation or mastectomy.  Surgery that causes injury to nerves are higher risk for people 
developing chronic pain after their surgery.  
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JESSICA ALPERT:  So, Dr. Alford, can you predict who will develop chronic pain?  Is that 
possible? 
 
DR. DANIEL ALFORD:  Well, certainly looking at the risk factors that we talked about, but as far  

as I know, there’s no validated scale or predictive model.  However, we do have a model for 
people who present with acute back pain and the risk of developing chronic pain.  And it’s 
called the STarT Back Screening Tool, and it has nine items where you ask the patient various 
questions.  And based on the score, you can stratify patients into low, medium, and high risk for 
developing subsequent chronic pain.   
 
And what’s interesting is if you look at the 
questions, the first questions are really around 
how severe is the pain and does it radiate, and 
so forth, but the majority of the questions 
really focus on is this patient catastrophizing 
about their pain.  That is, are they worrying a 
lot about their pain?  Do they feel that it’s not 
safe to be physically active?  Do they feel like 
it’s never going to get better?  So, that’s a 
scale for predicting chronic back pain. 
 
JESSICA ALPERT:  So, I want to remind listeners that to see these materials, visit the website 
scopeofpain.org.  
 
So, Dr. Alford, let’s go back to the case I mentioned earlier.  We know that our patient was on 
opioids after her surgery, but she’s ready to leave the hospital with home services and physical 
therapy.  What would you say is the right amount of opioids to discharge this patient on? 
 
DR. DANIEL ALFORD:  So, that’s an important question, mainly because we know that we’ve 
been overprescribing in the acute pain setting or postoperative setting in particular, and we 
know that from a variety of studies that have looked retrospectively after people have had 
thoracic surgery, C-section, general surgery, and when they're followed up and asked, “Is your 
pain gone?”  “Yes.”  “How much of the opioid that was prescribed to you did you actually use?”  
It turns out that more than 70 percent said they used less than half, so that ends up meaning 
that there’s a lot of opioids left over in people’s medicine cabinets, and we now know that this 
is a risk, and we’ll talk more about that.  But a lot of states are now legislating laws restricting 
opioid prescribing in the acute pain setting, and I think as a result, there’s been a greater than 
50% decrease in new prescriptions for more than three days after an acute pain episode.  
 
JESSICA ALPERT:  So, what does that mean about all of these opioids that are in people’s 
medicine cabinets? 
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DR. DANIEL ALFORD:  Well, from the National Survey on Drug Use and Health, we know that 
they don’t generally stay in that medicine cabinet.  From that survey, where they ask individuals 
who say, “Yes, I misused a prescription opioid in the past year,” “Well, where did you get it?” it 
turns out that over half say that they got it from a relative or from a friend.  Either it was given 
to them or sold to them.  And so, that’s a big deal, and we need to make sure our patients 
dispose of excess opioids or lock them up so people can’t access them.  

 
 
JESSICA ALPERT:  So, here’s a key question.  Should opioids always be prescribed after surgery?   
 
DR. DANIEL ALFORD:  So, the 
answer is no, at least for minor 
surgeries.  We know from a 
review that looked at over 450 
studies that were high quality 
involving more than 50,000 
patients, mostly who had had 
dental extractions.  It turns out 
that when you look at single 
medications that ibuprofen and 
acetaminophen work just as well, 
if not better, than opioids, but 
really the best pain relief is when 
you combine these medications.  
So, we know that ibuprofen and 
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acetaminophen work best compared to ibuprofen and, say, an opioid, so, really, we should be 
combining non-opioids in the acute pain setting.   
 
Now, again, this is a minor surgical procedure.  Someone who has major surgery or has major 
trauma, yes, opioids are absolutely indicated, but for minor surgical procedures, the answer is 
no.  
 
JESSICA ALPERT:  Okay.  So, in summary, a combination of medications, and if you're 
prescribing opioids, it should be in short duration. 
 
DR. DANIEL ALFORD:  Absolutely, and that’s completely consistent with national guidelines, 
including the CDC guideline where there was one recommendation out of twelve dealing with 
acute pain.  They focused on short duration. 
 
JESSICA ALPERT:  Okay, so that’s postoperative pain.  But acute pain happens in the emergency 
room as well.  Is that the same? 
 
DR. DANIEL ALFORD:  Yes, so, right, acute pain is a common presentation for the emergency 
room, and we know that people were getting opioids even when guidelines didn’t recommend 
them, for instance, a sprained ankle.  It was never recommended to treat a sprained ankle with 
opioids, but we know that 12 to 25 percent of emergency room visits for that problem, 
sprained ankle, got an opioid.   
 
There was a study recently that looked at patients presenting with acute extremity pain and 
looking at opioids versus non-opioids, and what they found was that non-opioids were as good 
as opioids for managing acute musculoskeletal pain.  And it probably has a lot to do with acute 
pain, probably has a lot of inflammatory-related issues causing their pain.  And so certainly, 
using a non-steroidal anti-inflammatory can address that.  
 
JESSICA ALPERT:  Okay, so if we have one of those patients, someone who stays on opioids 
after an acute pain episode or surgery, how would you begin to taper them off of opioids?  
 
DR. DANIEL ALFORD:  This is one of the most frequent questions I get asked, and I’ll say that 
there’s no validated protocol on how to do it.  And in fact, there was a systematic review that 
found very low-quality evidence, suggesting actually that several types of tapering strategies 
can be effective, and that actually some patients after a taper, their pain and function and 
quality of life can improve.  
 
The CDC guideline does recommend a decrease of 10 percent of the opioid per month if the 
patient has been on opioids for years, but you can go much quicker if the person’s been on it 
for weeks to months, and they recommend 10 percent per week as opposed to per month.  
 
JESSICA ALPERT:  Are there any studies looking at the tapering of opioids in patients? 
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DR. DANIEL ALFORD:  Yes, so there was a study recently published in a pain clinic setting, 
where they found that 62 percent -- so, almost two-thirds of patients. who voluntarily agreed to 
be tapered over a four-month period ,successfully got down to half their opioid dose.  And the 
likelihood of getting to half your opioid dose was not predicted by the starting dose, the 
baseline pain intensity, the years that someone was on opioids, or any psychosocial variable.  
But that’s good news.  So, patients who are willing and able to be tapered from their opioid can 
likely get down to half their dose and do just fine.  
 
[Music] 
 
JESSICA ALPERT:  Dr. Alford, thanks so much for helping us think about opioids in the acute pain 
setting.  
 
DR. DANIEL ALFORD:  You’re welcome.  
 
[Music] 
 
JESSICA ALPERT:  In Episode Two, we’ll present a case study.  You’ll meet Kathy James, who 
takes opioids for chronic pain and who is visiting a new PCP, requesting a prescription refill at 
her first visit.  
 
[Music] 
 
JESSICA ALPERT:  Scope of Pain was developed in collaboration with our national partners, The 
Council of Medical Specialty Societies and The Federation of State Medical Boards.  This 
educational activity is supported by an independent educational grant from The Opioid 
Analgesic Risk Evaluation and Mitigation Strategy, or REMS Program Companies.  Production by 
Rococo Punch.   
 
To follow up on any of the material you heard today, please visit our website, scopeofpain.org, 
for visuals and other relevant materials.  To receive credit, you’ll need to listen to all six 
episodes and then go to www.scopeofpain.org to complete a post-test and evaluation.  
 
I’m Jessica Alpert.  Thanks for listening.   
 
[Music] 
 
[End]  

http://www.scopeofpain.org/


Boston University School of Medicine 
Safer and Competent Opioid Prescribing Education 

Scope of Pain Podcast Series - Episode Two 
 
[Music] 
 
JESSICA ALPERT:  Thanks for listening to Boston University’s School of Medicine, Safer and 
Competent Opioid Prescribing Education Scope of Pain Podcast Series.  I’m Jessica Alpert.  This 
is episode two. 
 
If at any point you want more information on receiving credit for this course, please visit our 
website scopeofpain.org.  There are also resources that accompany this series.  All of it can be 
found at scopeofpain.org. 
 
In episode one, we focused on acute pain.  Here to introduce us to the case we’ll follow 
throughout the rest of the series are Dr. Daniel Alford and Dr. Jessica Taylor. Welcome to you 
both. 
 
DR. DANIEL ALFORD:  Thank you. 
 
DR. JESSICA TAYLOR:  Thank you. 
 
JESSICA ALPERT:  Dr. Daniel Alford is a Professor of Medicine and Director of the Clinical 
Addiction Research and Education Unit of Boston University.  Dr. Jessica Taylor is an Assistant 
Professor of Medicine at Boston University.  And both doctors are general internists practicing 
primary care and addiction medicine at Boston Medical Center. 
 
Okay, let’s meet Kathy James and her new PCP Dr. Johnson.   
 
Dr. Johnson:  Good morning, Ms. James.  I’m Dr. Johnson.  It’s really nice to meet you.  Tell me 
what brings you in today. 
 
Kathy James:  Hi, Dr. Johnson, it’s good to meet you as well.  Boy, took me a long time to get an 
appointment with you.  You must be really good.  I made the appointment because Dr. 
Robertson, my old doctor, retired.  Basically, I’m here because of my diabetes and because of 
pain in my feet and hip.  I did bring you my medical records, here they are. 
 
Dr. Johnson:  Thank you, this is really helpful.  Okay, let’s take a look.  Okay, so it looks like 
you’ve had diabetes for a few years now.  And that’s likely the cause of your foot pain.  And 
your hip pain started after your accident and your surgery.  And your weight –  
 
Kathy James:  You’re going to tell me I need to lose weight. 
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Dr. Johnson:  Yeah. 
 
Kathy James:  That’s what Dr. Robertson always told me and while we’re at it, I know I should 
quit smoking as well. 
 
Dr. Johnson:  Well, it’s good that your diabetes is controlled on Metformin and insulin.  And I 
see that you’re on Oxycodone and Gabapentin for your pain too. 
 
Kathy James:  And I have tried everything else, it seems.  I’ve tried ibuprofen, acetaminophen, 
some medicines for depression even, Tramadol and acetaminophen with codeine.  All those 
things, they really didn’t work or they gave me nasty side effects. 
 
Dr. Johnson:  Okay, we’ll come back to that.  Right now, let’s talk a little bit more about you.  
Tell me about your work, your family.   
 
Kathy James:  I’m married and we have three kids.  Once the youngest one went to first grade, I 
did go back to work, but only part time because I really wanted to be home when the kids got 
home from school. 
 
Dr. Johnson:  Okay.  And how much do you smoke?  And when did you first start? 
 
Kathy James:  I used to smoke over a pack a day.  But, now I really almost never finish a 
cigarette.  And I smoke about a pack a day. 
 
Dr. Johnson:  And do you drink alcohol? 
 
Kathy James:  Not too often.  I have one or two glasses of wine during the holidays, maybe on 
the weekends if we’re celebrating someone’s birthday.  But that’s it.  Mom was an alcoholic.  
I’m not going to go do that to myself or my kids. 
 
Dr. Johnson:  I understand that.  It’s a really difficult disease.  If it’s okay, let’s go back to your 
pain medications for a moment.  What’s going on with them right now? 
 
Kathy James:  Well, to be honest, it took so long to get an appointment with you that I’ve been 
spacing out my pain pills in the last couple of weeks.  I’m taking them twice a day instead of 
four times a day and it is bad.  I am in really bad pain.  I’m taking half my dose and it feels like in 
more than twice as much pain.  Honestly, it’s getting hard to take care of the kids.  And at this 
point, I did just take my very last pill this morning. And so, I need another prescription today. 
 
[Music] 
 
JESSICA ALPERT:  Okay, Dr. Alford, let’s talk about this situation.  How would you assess her 
chronic pain? 
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DR. DANIEL ALFORD:  Okay, we focused a lot on the acute pain parts of this.  Let me just 
differentiate - acute pain and chronic pain.  Acute pain is a life-sustaining symptom.  So, it’s 
adaptive, it motivates us to not reinjure ourselves, or to heal if we are injured.  That’s acute 
pain and that resolves over time.   
 
Chronic pain is much more complex, right?  It’s almost like a disease in itself.  It’s a maladaptive 
process of the somatosensory pain signaling pathway where we don’t completely understand 
why it occurs and who’s going to get it.  There’s some genetic and some epigenetic factors.  
When we think about chronic pain, we usually divide it into no susceptive pain, which is kind of 
musculoskeletal pain versus neuropathic pain, which is related to nerve injury. 
 
The bottom line is chronic pain can be incredibly disabling and individuals can really suffer a lot.  
And we know that chronic pain’s associated with higher risk of both fatal and nonfatal suicide 
attempts. 
 
JESSICA ALPERT:  Why are people not getting adequate pain care? 
 
DR. DANIEL ALFORD:  So, there are lots of barriers to adequate pain care, including negative 
attitude and disparities in how we manage pain.  There’s inadequate training at all levels of 
health professional training, how to care for patients with chronic pain.  There is lack of 
decision support, who’s helping us manage patients with pain.   
 
And I always say probably one of the most important things is there’s a financial misalignment 
favoring the use of medications.  It’s a whole lot easier for me to prescribe a medication than it 
is for me to send someone to physical therapy or behavioral therapy.  There’s a lack of access to 
pain specialists so that we’re pretty much on our own most of the time.  And we’re busy.  The 
primary care is just full of lots of priorities and this is just one more thing that we need to do 
and it can be very time consuming. 
 
JESSICA ALPERT:  Okay, let’s go back to our patient, Kathy James.  Her PCP Dr. Johnson is about 
to ask her to go into more detail about her pain. 
 
Dr. Johnson:  Ms. James, can you tell me a little bit more about your pain right now. 
 
Kathy James:  Well, my hip hurts.  Geez, it’s been eight years since the crash and it still hurts, 
especially when I try to move a lot.  And it’s really bad when I try to stand up after sitting.  My 
feet are terrible.  They’re always burning and tingling.  And they do get numb sometimes.  I 
could barely put on my shoes today because of the pain. 
 
Dr. Johnson:  I can hear that you’re really uncomfortable.  Can you tell me on a scale of zero to 
ten, with zero being no pain and ten being the worst pain imaginable, where would you rate 
your overall pain right now? 
 
Kathy James:  Right now?  It’s a 20. 
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[Music] 
 
JESSICA ALPERT:  Okay, so Kathy is giving an off the chart pain score.  Dr. Taylor, how would you 
handle this? 
 
DR. JESSICA TAYLOR:  So, this is where trust really enters the equation.  Many patients are 
fearful that providers won’t believe the severity of their pain.  And that’s when we start to hear 
these exaggerated pain scores that are off the scale. 
 
DR. DANIEL ALFORD:  I’d just like to add something and that is there’s this concept called 
pseudo-opioid resistance where if patients feel that it’s not in their best interests to actually tell 
you the truth, that they’re getting better.  And why might that be?  Because they’re fearful as 
soon as they say – you know, I’m getting better – that you’re going to decrease or stop the 
medication that’s helping them.  Or, you’re going to stop looking for whatever’s causing their 
pain.  And even if you’ve done way too much imaging already, they’re still convinced that 
there’s something in there that you’re not seeing.  So, they may be reluctant to tell you they’re 
getting better. 
 
JESSICA ALPERT:  So, how do you begin to overcome this mistrust? 
 
DR. JESSICA TAYLOR:  Well, we recommend a couple of approaches.  First and foremost, it’s 
always important to do a thorough history, a physical exam and any diagnostic tests that are 
important to get to the heart of the cause of the pain.  
 
And then most importantly, it’s important to show empathy for the patient and to really 
validate that you believe their pain.  That, I think, is a key issue.  Some providers feel that 
they’re in the position of determining who does and doesn’t have pain.  But, you can believe 
your patients.  And the thing is, if you believe a patient one hundred percent of the time, you’re 
not saying that an opioid is the right medication for their pain.  There’s really no risk to 
validating the patient’s symptoms and believing their pain. 
 
JESSICA ALPERT:  So, in episode one, we used the zero to ten scale for assessing acute pain.  Is 
that how you would assess chronic pain? 
 
DR. DANIEL ALFORD:  
Hopefully, not because using 
a zero to ten scale for pain is 
really a unidimensional 
measure and that may be 
fine for acute pain.  But for 
chronic pain, we’re really 
interested in much more 
than just pain.  We’re 
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interested in function and quality of life.  And they’re absolutely are multidimensional 
assessment tools like the McGill pain questionnaire or the rated chronic pain scale.  But, these 
are actually long and not so practical for a primary care practice.  
 
So, the good news however is there is a scale that you can use, called the PEG scale, which 
stands for pain, enjoyment of life and general activity scale.  So, it’s three questions that get at 
the things we’re interested in, right?  Pain, function and quality of life.  And it’s all asking about 
it over the past week. 
 
JESSICA ALPERT:  And so right now, we’re going to hear Dr. Johnson use that scale with Kathy 
James. 
 
Dr. Johnson:  Ms. James, I absolutely hear that you’ve been in terrible pain.  And I really believe 
you.  It’ll be helpful for me if you could rate your pain within this scale.  So, let’s try a different 
measurement.  What number best describes your pain on average in the past week?  Where 
zero is no pain at all and ten is pain as bad as you can possibly imagine. 
 
Kathy James:  Oh, that’s a ten.  It’s really bad.  It’s the worst it’s ever been. 
 
Dr. Johnson:  Okay.  What number best describes how during the past week, your pain has 
interfered with your enjoyment of life?  So, zero doesn’t interfere at all and ten completely 
interferes with your enjoyment of life. 
 
Kathy James:  It’s ruining my life.   
 
Dr. Johnson:  I hear how hard this is for you.  And I know the scale might seem a little bit silly.  
But, it’s helpful for me to get a number so that we can track your pain over time.  If you could 
rate your pain on that scale of zero to ten, where at zero, it doesn’t interfere with your life at 
all, and ten, it completely interferes with your enjoyment of life, that would be really helpful. 
 
Kathy James:  Okay, all right, it’s a nine. 
 
Dr. Johnson:  Okay, thank you.  How about the pain interfering with your general activities?   
So, zero, it doesn’t interfere at all.  And ten, it completely interferes with your general activity. 
 
Kathy James:  Well, I can’t do anything right now.  I guess I’d have to give it a nine. 
 
Dr. Johnson:  Okay.  Thank you.  So, it really sounds like your pain isn’t well controlled, 
especially since you’ve been spacing out your pain medications.  If it’s okay with you, I’d like to 
do a physical exam at this point.  I’ll give you this gown and give you a couple of minutes of 
privacy so that you can change.  I’ll pull the curtain for you and when I come back, we’ll do the 
physical exam. 
 
Kathy James:  Okay, sure. 
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Dr. Johnson:  So, it looks like everything is pretty good except for your hip pain and stiffness.  
And you definitely have evidence of nerve problems from your diabetes, which is what’s 
causing your foot pain.  And as you know, it would be good to lose some weight.  We can talk 
about that some more.  I know Dr. Robertson had mentioned that as well. 
 
[Music] 
 
JESSICA ALPERT:  So, Dr. Taylor, how would you think about coming up with a pain treatment 
plan for this particular patient? 
 
 DR. JESSICA TAYLOR:  I think it’s very important to take a multidimensional approach to this 
patient’s pain.  By that, I mean not just relying on medications.  First having a conversation with 
the patient, talking about the importance of self-care and maintaining function and managing 
their pain.  But, also incorporating non-medication strategies to help support them.  So, 
physical activity is one often underutilized 
approach.  By that, I mean, physical 
therapy, structured exercise programs.  
Of course, we have the medications, 
which are often the focus.   
 
And those come in different varieties that 
we’ll talk more about in a moment. 
Then there are procedures that can be 
very helpful for certain types of pain.  And 
then there are behavioral medicine 
approaches that are also often 
underutilized.  
 
DR. DANIEL ALFORD:  Yeah, so actually I’d like to add a patient experience that changed my 
practice in regards to psycho-behavioral treatment.  So, I referred a patient to a psychologist for 
cognitive behavioral treatment and he came back furious, really mad.  Saying – I am never going 
back to that provider again.  I said – what happened?  He said – he didn’t even examine me.  I 
said – oh, he’s a psychologist, if he examined you, that would have been a problem. 
But, what it meant to me was I didn’t do a very good job in setting up that referral.  And I do 
think that some patients think that when making these referrals, there’s hurdles that they need 
to go over just to get the medication that they’re wanting.  And so, we really need to explain 
that these are treatment modalities and that the true treatment for chronic pain is a 
multidimensional approach as opposed to a single medication. 
 
DR. JESSICA TAYLOR:  So, the other thing that I think is important to keep in mind is the studies 
of both medications and non-pharmacologic approaches have all been less than a year, and in 
many cases, less than 12 weeks.  So, the data for long term treatment remains a little bit 
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unknown.  But what we do know is that the multidimensional, multimodal approach is more 
effective than using a single modality by itself. 
 
JESSICA ALPERT:  So, let’s talk about non-opioid medication. 
 
DR. JESSICA TAYLOR:  A good place to start is the nonsteroidal anti-inflammatory drugs, or the 
NSAIDs.  So, these are available over the counter and have a number of benefits.  They’re anti-
inflammatory.  They help with pain control and they also control fever, they’re anti-pyretic.  
Acetaminophen is also a pain medication that’s very familiar to our patients as an over the 
counter medication.  Unlike the NSAIDs, it does not have the anti-inflammatory properties but 
does cause analgesia and is an anti-pyretic.  Acetaminophen might be less effective than full 
dose NSAIDs in relieving chronic pain, but in many circumstances, it does have fewer side 
effects, particularly in our kidney disease population, which is something to consider. 
And then in general when we talk about these pain medications, the NSAIDs and 
acetaminophen, we know there is a ceiling on the analgesic effect, unlike some other 
medications that we’re talking about today such as the opioids, patients do not tend to develop 
tolerance.  And they can be used in combinations, and by that, I mean an NSAID plus 
acetaminophen.  That can have an additive role.  Every patient is different.  So, some patients 
may do better with a particular NSAID such as ibuprofen compared to another NSAID like 
Naproxen.  So, there can be a little bit of room for trial and error to personalize the approach.  
And you always do want to be cautious about the side effects.  I mentioned renal issues just a 
moment ago.  Also gastrointestinal side effects, folks with cardiovascular disease, this becomes 
particularly relevant at high doses of the NSAIDs but is always important to consider in your 
pain management planning. 
 
JESSICA ALPERT:  Okay, so, this patient is actually on Gabapentin.  How does that fit into 
everything? 
 
DR. JESSICA TAYLOR:  Gabapentin is one of our adjutant medications and adjutant medications 
are the medications that have the primary indication different than chronic pain but can have a 
very important role in managing chronic pain.  So, these fall into a variety of categories.  The 
antidepressants, which include the tricyclic antidepressants and the SNRIs or the serotonin 
norepinephrine reuptake inhibitors, or seizure medications including the gabapentinoids such 
as Gabapentin and Carbamazepine.  Some of our antispasmodics and muscle relaxants and 
some of our local anesthetics like Lidocaine, can all have a very important role in 
complementing the other multimodal strategies that we talked about just a minute ago. 
I think it’s important to keep in mind though that some of these medications do have risks. So, 
the gabapentinoids, in particular, Gabapentin and Pregabalin, as well as certain muscle 
relaxants have been associated with risky use as well as the development of a use disorder.  So, 
they should be incorporated with caution and with appropriate monitoring. 
 
JESSICA ALPERT:  So, Dr. Alford, can you talk more about opioid medications? 
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DR. DANIEL ALFORD:  Sure.  So, I’d like to start the conversation with the natural opiates.  And 
I’m talking about codeine and morphine, which come from opium, which come from the poppy 
plant.  Now, you can take these opiates and bring them to the lab and change them in some 
ways and create semi-synthetic opioids.  And those include like diacetyl morphine, which is 
heroin, or hydrocodone or hydromorphone or oxycodone.  Those are examples of semi-
synthetic opioids. 
 So, the important thing to 
remember is that they came from 
the natural opiates and they can be 
metabolized back to the natural 
opiates.  So, you might find morphine 
and/or codeine in the urine when 
you’re prescribing something like 
hydromorphone. 
 
Now, this is in distinction to the 
synthetic opioids.  The synthetic 
opioids include things like 
methadone, meperidine and 
fentanyl.  They never came from the 
natural opiates.  They will never turn 
back to the natural opiates. 
 
JESSICA ALPERT:  So, how do these opioids work? 
 
DR. DANIEL ALFORD:  Well, they do a lot of important things in terms of turning down the pain 
signal.  It starts with the descending inhibitory pathway, which is in the periaqueductal gray, 
which is a norepinephrine and serotonin system, which probably has tricyclics in its precedence 
and SNRIs work.  They also prevent the offending transmission of pain signal.  They inhibit the 
pain fiber terminals in the spinal cord and they inhibit the pain receptors, the nociceptors in the 
periphery.   
 
What we also know is that there’s variability in how patients are going to respond to an opioid, 
in that not all patients respond to the same opioid in the same way, probably because we now 
know there are greater than three thousand polymorphisms in the human mu opioid receptor 
gene. 
 
Opioids also activate the reward pathway, which is in the mid brain, which is a dopaminergic 
system.  It’s there for a reason, it rewards us for life sustaining activities like eating, but also 
species sustaining activities like having sex.  It turns out that these medications like opioids turn 
on that system, that reward pathway at a much greater degree than our natural triggers like 
our endorphins. 
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JESSICA ALPERT:  Okay, so earlier Dr. Taylor mentioned analgesic tolerance.  What about opioid 
tolerance? 
 
DR. DANIEL ALFORD:  Yeah, so remember, tolerance means you need an increased dose to get 
the same effect.  We know that tolerance to opioids develops pretty readily and rapidly for 
sedation and respiratory depression, not so much for constipation.  So, if a patient has opioid 
induced constipation, it’s unlikely that’s going to go away unless you do something about it.  In 
terms of analgesia, it’s a little unclear.  Some patients may develop analgesic tolerance and 
others don’t.  But we should also talk about physical dependence because both tolerance and 
physical dependence are physiologic adaptations to being on opioids chronically.  Remember, 
physical dependence means there are signs and symptoms of withdrawal when you stop the 
medications abruptly or you decrease it too quickly or you give somebody an antagonist like 
Naloxone.   
 
JESSICA ALPERT:  So, there’s controversy about using opioids for chronic pain.  Do they work? 
 
DR. DANIEL ALFORD:  Yeah, so, that’s really the elephant in the room, right?  Do opioids work 
for chronic pain?  What we know is from two meta-analyses that were done in the last couple 
years, which looked at opioids versus placebos and opioids versus non-opioids.  But, these 
studies only lasted up to six months.  We know that opioids are better than placebos because 
we have high quality studies.  But, that the benefits are small, both for pain and function.   
Opioids versus non-opioids, the quality of studies is pretty low.  And there seem to be similar 
benefits between opioids versus non-opioids.  There was an important study that was done 
recently that found that opioids were not superior to non-opioids for musculoskeletal pain for 
up to 12 months.  However, there are some important limitations to that study.  The first one is 
that patients who were already on opioids were excluded and of those patients who were 
eligible to be in the study, almost 90 percent said – I don’t want to be involved.  But, for the 
people who were enrolled in this study, there was no difference between opioids versus non-
opioids. 
 
Now, there are two small studies that were longer term, that were reported in the Cocker 
Review that found that 44.3 percent of individuals on opioids for chronic pain achieved at least 
50 percent pain relief.  I usually use that number with my patients to say that – you know, 
you’ve got around a 50 percent chance of benefitting from the opioids or 50 percent chance 
that you won’t.  So, the good news is that it’s not zero percent.  The bad news is it’s not a 
hundred percent, but somewhere around 50 percent. 
 
JESSICA ALPERT:  So, here’s the big question.  When would you consider using opioids for a 
patient with chronic pain? 
 
DR. DANIEL ALFORD:  The pain needs to be severe.  And it needs to have a significant impact on 
their function and quality of life.  And to have a type of pain that is likely to be opioid 
responsive.  So, we know that fibromyalgia and migraine headaches are generally not 
responsive to opioids.  But musculoskeletal pain and neuropathic pain may respond to opioids.  
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So, that goes into the equation as well.  And I want to make sure they’ve had inadequate 
benefits to non-opioids before I start thinking about opioids.  Opioids should never be the first 
choice.  And then if someone’s already on opioids, like the patient we’ve been introduced to in 
this podcast, then I’d like to see some documentation of benefits.  I’d like to see there’s been 
some improvement in pain, quality of life and function. 
 
[Music] 
 
JESSICA ALPERT:  Thanks so much, Dr. Alford. 
 
DR. DANIEL ALFORD:  Thank you. 
JESSICA ALPERT:  And Dr. Jessica Taylor, thanks to you. 
 
DR. JESSICA TAYLOR:  Thank you. 
 
[Music] 
 
JESSICA ALPERT:  In this episode, we’ve talked about how opioids work and about the potential 
benefits of opioids.  But we also know that some people develop addiction and some overdose.  
Next time we’ll discuss how to assess those risks. 
 
Scope of Pain was developed in collaboration with our national partners, the Council of Medical 
Specialty Society and the Federation of State Medical Boards.  This educational activity is 
supported by an independent educational grant from the Opioid Analgesic Risk Evaluation and 
Medication Strategy, or REMS Program Company.   
 
Production by Rococo Punch. 
 
To follow up on any of the material you heard today, please visit our website scopeofpain.org 
for visuals and other relevant materials. 
 
To receive credit, you’ll need to listen to all six episodes and then go to www.scopeofpain.org 
to complete a post-test and evaluation. 
 
I’m Jessica Alpert.  Thanks for listening.  
 
[End] 

http://www.scopeofpain.org/
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[Music]  
 
JESSICA ALPERT:  Thanks for listening to Boston University School of Medicine’s Safer and 
Competent Opioid Prescribing Education Scope of Pain Podcast Series.  I’m Jessica Alpert, and 
this is Episode Three.  If at any point you want more information on receiving credit for this 
course, visit our website, scopeofpain.org.  There are also resources that accompany this series.  
All of it can be found at scopeofpain.org. 
 
[Music]  
 
JESSICA ALPERT:  This episode will take a closer look at opioid safety and risk.  Joining us now is 
Dr. Alexander Walley, director of the Grayken Addiction Medicine Fellowship and an associate 
professor of medicine at Boston University School of Medicine.  Dr. Walley, thanks so much for 
being here.  
 
DR. ALEXANDER WALLEY:  Jessica, I’m happy to be here.  Thank you.  
 
JESSICA ALPERT:  How do you begin to talk about opioid safety and risk? 
 
DR. ALEXANDER WALLEY:  Well, opioids are medications, and all medications have a risk of 
allergy, but they’re very rare with opioids, so I don’t worry about allergies too much.  I think 
about immunosuppression, which is rare, but in animal models, immunosuppression’s been 
demonstrated, and in humans, increased risk of pneumococcal disease that is either invasive or 
as pneumonia.  
 
There are organ toxicities, specifically the suppression of the hypothalamic-pituitary-gonadal 
axis, and then opioids increase the risk of bone fracture.  Adverse effects and important to 
really warn the patient about when you're prescribing includes nausea, sedation, constipation, 
urinary retention, sweating, pruritus, and then the one I am most concerned about, which is 
respiratory depression.   
 
JESSICA ALPERT:  So, those seem pretty common.  How do you begin to manage those adverse 
effects?  
 
DR. ALEXANDER WALLEY:  It boils down to either treating the symptoms with other 
medications, or lowering the doses of opioids, or changing to another opioid.  So, with nausea 
and vomiting, that one actually resolves oftentimes on its own in a couple days.  I mean, you 
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can use anti-nausea medications, and then if the nausea and vomiting persists, you want to 
switch opioids.  
 
Constipation?  Stool softeners, osmotic stimulants.  You want to avoid bulking agents.  There 
are these peripheral-acting mu opioid antagonists, which I haven’t used because they're not yet 
really that accessible to my patients because of insurance reasons, and then you can switch 
opioids.  
 
With pruritus and urinary retention, we usually switch opioids.  You can use antihistamines for 
pruritus.  Again, the one I worry the most about is respiratory depression and sedation, and 
when either of those things happen, you need to immediately decrease the dose.  
 
JESSICA ALPERT:  And what about drug interactions?  What should we be thinking about? 
 
DR. ALEXANDER WALLEY:  Okay, so with drug-drug interactions, I think about CNS depressants 
first, most importantly benzodiazepines because they're the most common prescribed 
medication that’s a CNS depressant.  But I also think about other sedatives, tricyclic 
antidepressants, and these can potentiate the effects of opioids, particularly sedation and 
respiratory depression. 
 
Alcohol is really important because it’s so common, and patients often don’t recognize the 
danger.  It can result in a dose dumping, particularly for patients who are on the extended 
release formulations, because it can compromise that formulation, and it can increase drug 
levels even without dose dumping.  
 
There are diuretics which opioids can reduce the efficacy by inducing the release of antidiuretic 
hormone.  With methadone, a specific opioid, we need to think about QTc prolongation, and so 
for patients with existing cardiac conditions who are on other QTc-prolonging medications, you 
need to monitor them on methadone.  
 
There are many concomitant drugs that act as inhibitors or inducers of the various cytochrome 
P450 enzymes, and many of the opioids are metabolized through the liver and the P450 
enzymes are involved.  It’s a lot to keep track of, and honestly, what I like to do is use an online 
resource like DailyMed in order to keep track of those drug-drug interactions.  
 
JESSICA ALPERT:  And that website is dailymed.nlm.nih.gov.  Okay, let’s take a step back and 
look at the bigger picture.  What can you tell us about rates of problematic opioid use in chronic 
pain? 
 
DR. ALEXANDER WALLEY:  There is risk of opioid misuse and opioid use disorder, or addiction, 
with chronic opioid therapy.  The misuse rates are 21 to 29 percent of people treated with 
chronic opioid therapy in a systematic review of 38 studies, most of which were in pain clinics, 
but they were also done in primary care populations and other populations.  Addiction rates are 
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low, but still relatively common, at 8 to 12 percent of people who are started on chronic opioid 
therapy.  
 
JESSICA ALPERT:  And how do you define misuse? 
 
DR. ALEXANDER WALLEY:  Well, ‘misuse’ is used contrary to the prescribed use.  It’s regardless 
of the presence or absence of harm or adverse effects.  
 
JESSICA ALPERT:  And then there’s collateral opioid risk.  Talk about that.  
 
DR. ALEXANDER WALLEY:  Yeah, so opioids are not just a risk to the people who are prescribed, 
but also others, including young children who may take them and overdose, and there’s 
adolescents or others in the home who might experiment, which could lead to overdose or 
addiction. 
 
JESSICA ALPERT:  And so, how do you advise patients on how to keep the medication safe? 
 
DR. ALEXANDER WALLEY:  Well, you just need to lock them up.  Everybody should have a place 
in their home where they can keep their medications safe where only they have access to them.  
They also need to not keep them around when they no longer need them or when they're no 
longer prescribed by safely disposing of them.   
 
And then, if you have opioids in the home, it’s a really good idea to have yourself educated 
about the overdose risk as well as other people in the home that might have access and then 
equip the home and yourself with naloxone, or Narcan, which is the antidote to an opioid 
overdose.  
 
JESSICA ALPERT:  Let’s move on to high-dose opioids.  The CDC recommends avoiding high-dose 
opioids when possible, but what’s the definition of high dose? 
 
DR. ALEXANDER WALLEY:  Well, the CDC has recognized that greater than or equal to 90 
morphine milliequivalents per day as high dose.  I think it’s important to understand that the 
risks actually increase as you go from low to high opioids, and they had to pick a threshold 
somewhere, and so that’s where they picked it. 
 
JESSICA ALPERT:  Tell me about some of those risks associated with high dose.  
 
DR. ALEXANDER WALLEY:  There’s tolerance to the analgesic or the pain-relieving properties, 
there’s the risk of hyperalgesia, there’s reduced function rather than improved function, 
overdose and, as I mentioned, immunosuppression.   
 
JESSICA ALPERT:  So, if a patient comes to you already on a high dose of opioids, what course of 
action do you recommend?   
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DR. ALEXANDER WALLEY:  Well, even if they don’t have any other risks, I consider them high 
risk if they're on a higher dose, and that means I’m going to increase their monitoring and the 
support around taking that medication.   
 
JESSICA ALPERT:  Okay, so would you also lower the dose below the CDC threshold? 
 
DR. ALEXANDER WALLEY:  That depends.  The CDC guidelines recommend that for patients 
already on greater than or equal to 90 morphine milliequivalents per day that we explain the 
overdose risk, which I’m going to do with all my patients, and that we offer to assist the patient 
to taper their opioids to a safer dose or a lower dose if the patient agrees.  And so, I think 
shared decision-making is important in this case, because when you taper the patient without 
their buy-in, there is a risk of abrupt discontinuation, which we think could potentially be 
harmful to patients.  And so, since the initial release of the CDC guidelines, they actually have 
issued a clarification that tapering of the dose really should be done in collaboration with the 
patient, balancing risks and benefits and avoiding abrupt discontinuation.   
 
JESSICA ALPERT:  So, beyond the risks of high-dose opioids, are there other risk factors for 
overdose and addiction? 
 
DR. ALEXANDER WALLEY:  Yes.  
So, there’s medication-related 
factors other than dose, which 
include the length of time that 
you're on the medication, so the 
longer that you're on chronic 
opioid therapy, the greater the 
risk of overdose and developing a 
substance use disorder.  There’s 
being on extended release or long-acting opioid formulations, which can increase the risk of 
overdose, especially in the first two weeks of starting the extended release or long-acting 
opioid.  And then, there’s the combination of opioids and benzodiazepines, which 
benzodiazepines in this case is really a risk multiplier for the risk of overdose, and in fact, it’s 
recognized by the CDC in one of their recommendations, which is to avoid prescribing opioid 
pain medications and benzodiazepines 
concurrently whenever possible. 
 
JESSICA ALPERT:  And what are some of 
the patient-related risk factors? 
 
DR. ALEXANDER WALLEY:  There are 
multiple patient-related factors that are 
common in people with chronic pain 
and treated with chronic opioid 
therapy.  They include, first and 
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foremost, having a substance use disorder, for example, alcohol, tobacco, or other substances, 
mental health disorder, including the mood disorders and anxiety disorders.  Substance use 
disorder is a genetic condition, at least in part, and so family history of substance use disorder.  
Age, adolescents are at risk, or young adults.  Interestingly, older age is also a risk, not 
necessarily for addiction but for overdose, because older people have a higher risk of overdose, 
given the similar exposure.   
 
There’s other conditions like sleep-disordered breathing, obstructive sleep apnea, and there’s 
some historical factors that are important to be aware of, which include involvement with the 
criminal justice system, history of sexual trauma, and the single most important risk factor for 
overdose is actually a prior overdose.  So, I ask all of my patients who are on chronic opioid 
therapy about their overdose experience/overdose history.  
 
JESSICA ALPERT:  And coming up, we’re going to learn how to assess for those risks in a busy 
practice.  Dr. Alex Walley, thanks so much for being here.  
 
DR. ALEXANDER WALLEY:  Jessica, it was a pleasure.  Thank you. 
 
[Music] 
 
JESSICA ALPERT:  Let’s turn to Dr. Daniel Alford.  He is Scope of Pain’s course director and a 
general internist who specializes in primary care and addiction medicine.  Dr. Alford, welcome 
back.   
 
DR. DANIEL ALFORD:  Thanks.  
 
JESSICA ALPERT:  So, we heard from Dr. Walley about the risk factors, but let’s focus on the 
patient-related ones.  It seems like mental illness and prior substance use are areas of concern.  
What are your thoughts? 
 
DR. DANIEL ALFORD:  Psychiatric comorbidities are incredibly common in patients with chronic 
pain, and it doesn’t matter whether you look at depression or anxiety disorders, or personality 
disorders, or PTSD, or substance use disorders, and not only are they common, but they make 
the pain worse, and the pain makes these disorders worse.   
 
JESSICA ALPERT:  So, in a busy practice, how do you identify these? 
 
DR. DANIEL ALFORD:  So, luckily, we have some really short validated instruments, and so for 
depression, I would use the PHQ-2.  And if the PHQ-2 is negative, you're done, but if the PHQ-2 
is positive, then you continue with the additional PHQ-9.  You ask the additional seven 
questions to get a full sense of their level of depression.   
 
For anxiety, I would use the GAD-2.  GAD is for General Anxiety Disorder screen, and it’s usually 
a seven-question screener, but you could use two questions, which has been validated.  If 
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they're negative, you're done.  If they're positive, you ask the additional five questions.  There 
are also short screeners for screening for PTSD and suicidality.  
 
JESSICA ALPERT:  So, what about substance use?  
 
DR. DANIEL ALFORD:  So, to screen for substance use, let’s talk about alcohol and drugs, but 
first alcohol.  The first question is, do you sometimes drink beer, wine, or other alcoholic 
beverages.  Because drinking is so normative in our society, most people will say, yes, I drink 
beer, wine, or other alcoholic beverages.  In fact, if someone says no, I would say why not, 
because maybe they’re in recovery, or maybe they have a family history they didn’t know 
about.  But again, most people are going to say yes.  And so, the question to ask about 
unhealthy alcohol use is, how many times in the past year have you had five or more drinks in a 
day for men, four or 
more drinks in a day for 
women.  Anything other 
than never is considered 
positive.  For drugs, it’s 
how many times in the 
past year have you used 
an illegal drug or 
prescription medication 
for non-medical reasons.  
Anything other than 
never is considered 
positive.   
 
It’s important to note the way these questions are asked.  I didn’t say, “Do you use drugs?”  I 
said, “How many times in the past year?”  Same thing with alcohol, “How many times in the 
past year?”  So, it’s asking it in a very normative way, so that even if someone underreports, 
again, anything other than never is considered positive.  The good news is that the majority of 
patients that you screen using these single questions are going to say never, and therefore 
you're done screening for substance use.  
 
JESSICA ALPERT:  Okay, so in addition to mental health and substance use screening, what 
other tools can you use to assess opioid misuse risk? 
 
DR. DANIEL ALFORD:  So, they include doing urine drug testing, checking your prescription 
drug-monitoring program, checking old medical records if they're available to you, and certainly 
calling the previous provider if it’s a new patient to you.  And then, there are validated 
screening tools to identify misuse risk in patients.  And none of them are gold standard, they all 
have pros and cons, but they include the Opioid Risk Tool, or the ORT, the DIRE, the Soap, and 
things like that.   
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JESSICA ALPERT:  Dr. Alford, let’s jump back into our patient Kathy James’s intake appointment 
with Dr. Johnson.  We started sitting in on this appointment back in Episode Two.  Remember, 
Kathy is a 40-year-old woman with painful diabetic neuropathy and post-traumatic hip pain, on 
chronic opioids.  She came in asking for an opioid prescription refill. 
 
DR. JOHNSON:  Okay, let’s go over those questions you just answered.  We’ll need to talk about 
your smoking, and you screened negative for unhealthy alcohol or other drug use as well as 
negative for depression and anxiety, which is great.  Also, before you came in, I checked the 
state database of prescriptions written and filled.  This is something I do with all of my patients, 
and I was able to verify that you’ve been getting the same medications over the last year from 
Dr. Robertson.  If it’s okay with you, I’d like to try to get in touch with Dr. Robertson in order to 
coordinate your care.  Again, if you agree, I’ll need you to sign a release of information.   
 
KATHY JAMES:  Sure, I’m fine with you talking with him.  You may not be able to reach him, 
though.  I think he may have already moved.   
 
DR. JOHNSON:  Okay, I’ll do my best.  Thank you.  Now, while normally I would not prescribe an 
opioid medication to a new patient on the first visit, I am going to give you a prescription for 
enough pills to get you through the next two weeks.  That will give me enough time to review 
your medical records, hopefully connect with Dr. Robertson, and to come up with a longer-term 
treatment plan.  
 
KATHY JAMES:  Does that mean you're not going to keep giving me the pain meds? 
 
DR. JOHNSON:  Not necessarily.  My goal is truly to improve things for you if possible.  
 
KATHY JAMES:  Okay.  
 
DR. JOHNSON:  So, as I’m sure you’ve been hearing about, there’s a lot of concern about the 
risks of opioid pain medications and the overdose epidemic.  We require all of our patients on 
opioids to agree to urine drug testing so that we can confirm that you're taking your 
medications safely.  My medical assistant will help you with that.  
 
KATHY JAMES:  Yeah, I keep reading about the people dying, but that’s not me.  It really sounds 
like you don’t trust me, but I’ll do it, and I guess I’ll see you in a couple weeks.  
 
JESSICA ALPERT:  Now, let’s see what happens during that second visit.   
 
DR. JOHNSON:  Ms. James, it’s great to see you again.  So, as you predicted, I was not able to 
reach Dr. Robertson, but thank you for bringing in your records.  That was really helpful.  I did 
review them, and I didn’t see a whole lot in the way of how you were doing on your 
medications, but it was helpful for me to see that you were taking them in the way that you 
were supposed to.  Your urine results from your last visit here were also very helpful for me, so 
thank you for that.  
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KATHY JAMES:  Well, that’s good to hear, and, yes, I guess he really did move away.  Gosh, he 
was such a good doctor.  
 
DR. JOHNSON:  I’m glad you had such a good relationship with him.  That’s really important.  
Let’s talk about how you’re doing right now.  How’s your pain? 
 
KATHY JAMES:  Well, the pain meds really aren’t working.  My pain is pretty much a 6 most of 
the time, except right before it’s time to take the next pill, and then it spikes up to a 9.  But I’ve 
been taking them just the way you told me to, and they haven’t made me tired or anything.   
 
[Music]   
 
JESSICA ALPERT:  Dr. Alford, back to you.  How would you move forward in this situation?  
Would you change Kathy’s prescription? 
 
DR. DANIEL ALFORD:  So, I like to think about opioids in two buckets.  One is the immediate-
release short-acting opioids, and on the other bucket is the extended-release long-acting 
opioids, and I put them side by side, because it’s important for people to recognize that they're 
the exact same molecule.  It’s oxycodone either way, or it’s morphine either way.  The reason 
why some are long acting is because of the formulation, because of the way they're packaged, 
and so it’s going to be very important for our patients to know that they shouldn’t disrupt that 
formulation, like breaking the tablet, because they’ll make a long-acting preparation into a 
short-acting preparation.  So, that’s really an important principle, short acting versus long 
acting.  
 
JESSICA ALPERT:  Okay, so between immediate release and extended release, is one better or 
safer than the other?  
 
DR. DANIEL ALFORD:  That’s an important decision point, and there are some uncertainties.  
There’s insufficient evidence to determine whether long-acting opioids are more effective or 
safer than short-acting opioids.  In fact, there’s debate about whether bolused dosing of short-
acting opioids versus continuous exposure of long-acting opioids is more likely to result in 
things like analgesic tolerance, hyperalgesia or worsening pain, or addiction.   
 
JESSICA ALPERT:  So, right now I want to welcome back Dr. Jessica Taylor.  She is an assistant 
professor of medicine at Boston University School of Medicine and is also a general internist 
practicing primary care and addiction medicine at Boston Medical Center.  Welcome back, Dr. 
Taylor. 
 
JESSICA TAYLOR, MD:  Thank you.   
 
JESSICA ALPERT:  So, with all the uncertainty, how do you decide between short and long 
acting?  
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JESSICA TAYLOR, MD:  It really depends on what is going on with the patient in front of me.  
Generally speaking, if someone is opioid naïve, meaning they’re not on opioid pain medication, 
they don’t have any tolerance, we want to start with the short-acting medication, and that’s 
consistent with CDC guidelines.  The reason for that is that the longer-acting preparations all 
come in larger doses, and so it could be dangerous to start someone on a higher dose that is 
opioid naïve.  
 
The characteristics of the patient’s pain are also very important.  So, if someone has occasional 
pain, intermittent pain, short-acting opioids are a very good choice.  On the other hand, if 
someone has chronic, 24-hour consistent pain, they might be a better candidate for a long-
acting opioid after they’ve been transitioned on with the short-acting preparation. 
 
And then, as Dr. Alford mentioned a moment ago, it’s really important to counsel the patients 
on how to stay safe with the long-acting preparation.  By that, I mean that the long-acting 
opioids should not be crushed, broken, or chewed.  That would risk getting half a day’s dose or 
a whole day’s dose all at once and would be very dangerous in terms of overdose risk.  “Start 
low and go slow,” always a good way to approach opioid pain titration.  And, you know, I think 
just to summarize, it’s important to individualize treatment to the patient in front of you and 
choose the option that best meets their needs.  
 
DR. DANIEL ALFORD:  So, at this point I’d actually like to focus on a few formulations that we 
really haven’t focused on that I think are important.  The first one are the transdermal 
preparations, and we’re talking about fentanyl and buprenorphine, and these are really 
convenient.  Fentanyl is dosed every 72 hours, buprenorphine every seven days, but it’s 
important to remember that the peak onset is delayed.  It’s slowed.  It can take up to a day and 
sometimes up to three days.  And also, if you overshoot, there’s a delayed offset, so you need 
to be careful there.   
 
Also, the sustained properties of these patches require a predictable blood flow and adequate 
subcutaneous fat, and that absorption will be increased if the person has a fever or if they have 
broken skin, and it might actually be decreased if they have edema or anasarca.  Also, some of 
these patches have a metal foil backing, which is not compatible with an MRI scan, so we 
should be aware of that. 
 
JESSICA TAYLOR, MD:  We should also say a word about methadone.  So, the problem with 
methadone is that this might be our most dangerous opioid.  The reason I say that is that it is a 
very long-acting opioid, so it has a long half-life, which actually can be variable patient to 
patient.   
 
The other challenge with methadone is that the pain control effect, the analgesic effect, only 
lasts about 6 to 8 hours, but the half-life might be anywhere from 20 to 120 hours, so it’s really 
on board for a very long time.  We also worry about the potential for cardiac rhythm problems 
with methadone, so QTc prolongation and the risk of torsades.  
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It does have a few advantages, which is why we’re bringing it up today.  So, for one, it’s an 
NMDA receptor antagonist.  What this means is that there might be less analgesic tolerance 
and potentially better efficacy in nerve pain, neuropathic pain.  The other benefits to 
methadone include that it does not have active metabolites and so can be used in certain 
clinical circumstances where other opioids are more challenging.  It’s also really cheap, and so it 
is inexpensive.  It comes in small dosage units, which allow you to titrate in a very precise way. 
 
JESSICA ALPERT:  And while we’re still speaking about medications, can you talk about 
tramadol? 
 
DR. DANIEL ALFORD:  So, I think this is an important class of medications to talk about.  They’re 
considered dual-mechanism opioids, and they include Tramadol as well as Tapentadol, and not 
only do they act at the mu opioid receptor, but they also have some norepinephrine and 
serotonin reuptake inhibition.  So, remember that descending inhibitory pathway?  So, they 
seem to activate that as well. 
 
There’s a seizure risk with these medications.  People do develop physical dependence, so if 
you're going to stop it, you need to taper them, and there’s an addiction potential, no question 
about it, so they are controlled substances now and they need to be prescribed with caution, 
just like any other opioid.  
 
JESSICA ALPERT:  Okay, so earlier Dr. Taylor was telling us about the importance of speaking 
with your patients about the correct way to take medication.  I want to talk about abuse 
deterrent formulations.  Are they risk free? 
 
DR. DANIEL ALFORD:  There are a number of abuse-deterrent, abuse-resistant formulations, 
and there are different strategies that the pharmaceutical industry has created to do this.  And 
so, one is creating physical barriers, so it makes it almost impossible to crush the medication, or 
if you do crush it, it turns into a gel so you can’t sniff it or inject it.   
 
And then there are other strategies as well, including putting in antagonists or putting in some 
chemical that’s aversive if you take it the wrong way.  I will say that post-marketing studies 
have shown that there’s a decrease in diversion related to these compounds or these 
formulations and that the street price goes down.  It doesn’t prevent people from taking too 
many, so certainly, that’s still a risk, so someone could take a lot of pills all at once.  They tend 
to be expensive and not always available, because insurance companies don’t always cover 
them.  And I’ll say that there is no 100 percent abuse-resistant formulation, and likely, there 
never will be, because if the body needs to figure out a way to extract the opioid so that it will 
work, I’m sure there’s some chemist out there who can figure it out as well.  
 
JESSICA ALPERT:  So, let’s move on to age.  Does the age of your patient ever enter into your 
decision-making? 
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DR. DANIEL ALFORD:  Yeah, so there are definitely age considerations.  So, for pediatric 
patients, we’re really limited to only two extended-release opioids that have been approved 
based on safety studies, and that includes the extended-release long-acting oxycodone and the 
transdermal fentanyl patch. 
 
In the elderly, yes, we worry about drug-drug interactions since they're on so many 
medications.  We worry about a decline in therapeutic index as we get older with any 
medication.  We worry about fall risk.  We worry about worsening dementia if someone has 
cognitive decline, and we worry about interactions with diseases like congestive heart failure 
and liver and chronic kidney disease.  
 
JESSICA ALPERT:  Okay, Dr. Taylor, let’s stay with that.  How do you take liver and kidney 
disease into account?  
 
JESSICA TAYLOR, MD:  These are two conditions that call for some additional consideration 
when we’re thinking about pain control.  In the case of liver disease, we know that the liver 
does metabolize opioids and that opioid clearance goes down in patients that have liver 
insufficiency or liver failure.  We also know that this is true to a different degree depending on 
the opioid.  So, for example, morphine, oxycodone, and hydromorphone are all opioids where I 
would want to be cautious to reduce the dose and potentially space out the dosing interval to 
avoid overshooting on the opioid dose.  
 
Tramadol is an opioid that we spoke about a few minutes ago that might be safe, but the data 
and experience are a little bit more limited.  And I think the challenge of liver disease is that 
some of the non-opioids that we often reach for also need to be used with a bit of caution.  So, 
acetaminophen, for example, should be limited to 2 grams a day in people who have chronic 
liver disease.  And NSAIDs also, need to be used with a bit more caution in folks with advanced 
liver disease, for example, people who have had variceal bleeding in the past, people that might 
have ascites or fluid buildup related to their liver disease.  
 
And then, we can use some of our other adjuvant medications that we’ve mentioned, so 
gabapentin, Pregabalin, and nortriptyline.  Those, we would also want to use at lower doses 
and with a lot of caution. 
 
JESSICA ALPERT:  Okay, what about renal disease? 
 
JESSICA TAYLOR, MD:  This is another circumstance where we want to be really thoughtful 
about our use of opioids and non-opioid medications.  In any patient with a low GFR, opioids 
should only be used with caution, and there are preferred opioids for patients that have renal 
failure.  These tend to be hydromorphone, fentanyl, buprenorphine, and methadone.   
 
We do need to be cautious with specific opioids.  So, oxycodone, for example, has accumulation 
of active metabolites in patients with renal failure.  And then, morphine and codeine are 
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actually not recommended, because the active metabolites that stick around in folks with renal 
failure can cause significant toxicity.   
 
Tramadol can be used at a lower dose, and then in terms of our non-opioids, we’re a little bit 
more limited because NSAIDs really shouldn’t be used in patients with chronic kidney disease, 
and then some of our adjuvant medications also call for a little more caution, so tricyclic 
antidepressants, for example, could potentially be used at lower doses.  In this population, 
what we do often use are acetaminophen, gabapentin, and Pregabalin. 
 
[Music] 
 
JESSICA ALPERT:  Dr. Jessica Taylor, thank you very much.  
 
JESSICA TAYLOR, MD:  Thank you. 
 
JESSICA ALPERT:  Dr. Alford, thank you. 
 
DR. DANIEL ALFORD:  Thank you.  
 
[Music] 
 
JESSICA ALPERT:  Thanks for listening to Episode Three.  In this episode, we covered a lot about 
opioids and the risks associated with them.  In Episode Four, we’ll look at opioid choice, dosing, 
and monitoring.  
 
[Music] 
 
JESSICA ALPERT:  Scope of Pain was developed in collaboration with our national partners, The 
Council of Medical Specialty Societies and The Federation of State Medical Boards.  This 
educational activity is supported by an independent educational grant from The Opioid 
Analgesic Risk Evaluation and Mitigation Strategy, or REMS Program Companies.  Production by 
Rococo Punch.   
 
To follow up on any of the material you heard today, please visit our website, scopeofpain.org, 
for visuals and other relevant materials.  To receive credit, you’ll need to listen to all six 
episodes and then go to www.scopeofpain.org to complete a post-test and evaluation.  
 
I’m Jessica Alpert.  Thanks for listening.   
 
[Music] 
 
[End]  
 

http://www.scopeofpain.org/


Boston University School of Medicine 
Safer and Competent Opioid Prescribing Education 

Scope of Pain Podcast Series - Episode Four 
 
 

[Music] 
 
JESSICA ALPERT:  Thanks for listening to Boston University School of Medicine’s Safer and 
Competent Opioid Prescribing Education SCOPE of Pain Podcast Series.  I’m Jessica Alpert, 
and this is Episode Four.  If at any point you want more information on receiving credit for 
this course, visit our website scopeofpain.org.  There are also resources that accompany this 
series.  All of it can be found at scopeofpain.org.   
 
[Music] 
 
In this episode, we’re going to spend more time on opioid choice, and dosing, as well as 
monitoring.  And joining us, again, is Dr. Daniel Alford.  Welcome back.     
 
DR. DANIEL ALFORD:  Thanks for having me. 
 
JESSICA ALPERT:  Dr. Alford is a Professor of Medicine at Boston University School of 
Medicine, as well as the Director of the Clinical Addiction Research and Education Unit at 
Boston Medical Center.  Okay, so, let’s start at the beginning.  What do providers need to 
think about when choosing an opioid for a patient with chronic pain? 
 
DR. DANIEL ALFORD:  Yes.  So, as we discussed in Episode Three, there are really two main 
options:  One are short-acting, or immediate release opioids, and on the other side are the 
longer-acting, extended release opioids.  And your decision is going to be based on the 
patient’s pain.  So, is it intermittent, just happens at certain times of the day with certain 
activities, or is it around the clock continuous? 
 
And that’s going to help you make your decision about whether you’re going to use just 
short-acting, or a long-acting preparation.  But it’s also important to talk to the patient about 
what’s their experience:  Have they been tried on other opioids, and how did they work?  
And so, I think that’s an important piece, but also, does the patient have tolerance to 
opioids?   
 
So, if they’re opioid-naïve, you’re not going to start an extended-release, long-acting opioid, 
because they don’t have opioid tolerance, and they could develop sedation.  The other 
things to think about are route of administration.  So, is this someone who would be better 
off on a patch that they only need to put on every three days, or every week?  Or is this 
someone who’s going to take a daily pill, or multiple pills a day? 
 
And then, finally, you want to think about their insurance coverage.  Are they going to have 
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this medication covered?  Because some of these preparations are very extensive.   
 
JESSICA ALPERT:  Obviously, access is key.  In Episode One, we learned about combination 
therapy for acute pain.  Does that work, also, for chronic pain? 
 
DR. DANIEL ALFORD:  Absolutely.  And there’s actually a concept called “rational 
polypharmacy,” and in medical school, I was taught polypharmacy is bad, because we want 
to minimize the amount of medications 
people are on, but when it comes to pain 
management, polypharmacy is actually 
good.   
 
And I’ll explain why I say that, but the issue 
is that there are multiple targets within the 
central and peripheral nervous system to 
diminish the pain signal.  And so, if we can 
target those different areas with different 
medications, we’re better off.  And so, you 
can actually get synergistic effect by adding 
different medications.         
 
JESSICA ALPERT:  So, can you give me an example of rational polypharmacy?   
 
DR. DANIEL ALFORD:  Sure.  So, there are two main studies that I like to talk about, and both 
of them looked at subjects with neuropathic pain, which is really hard to treat, in general.  
The first study looked at morphine versus gabapentin versus the combination of morphine 
and gabapentin.  And what they found was that the combination did much better.   
 
More importantly in my mind, is that with the combination therapy, you got better pain 
relief with lower doses of each medication.  So, you can actually get away with less 
medication, and therefore, fewer side effects.  And this was repeated with another 
combination that was with nortriptyline and morphine, and again, they found better pain 
relief with combination therapy. 
 
JESSICA ALPERT:  I’d like to bring back our case patient, Kathy James.  Can you give us a quick 
refresher? 
 
DR. DANIEL ALFORD:  Sure.  Remember, she’s 40-years-old.  She has painful diabetic 
neuropathy, and chronic hip pain, and she’s been on immediate-release oxycodone for 
several years, and she still has chronic pain.  She has no history of opioid misuse, and 
remember, she’s a smoker, and she’s overweight.  
 
JESSICA ALPERT:  So, let’s listen in on her appointment with Dr. Johnson.   
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DR. JOHNSON:  Okay, Ms. James, so here’s what I suggest that we do moving forward:  Since 
you have severe pain all day, and you’ve been tolerating the oxycodone four times per day, 
but you told me you’ve been experiencing pain right before your next dose, I’m going to 
switch you to a long-acting version of the same medication.   
 
You’ll only have to take this long-acting version twice per day, and the goal here is that the 
long-acting medication will stabilize your blood levels and should prevent that worsening of 
your pain right before the next dose.  Does that make sense? 
 
KATHY JAMES:  I guess I don’t really understand the switching, and only two tablets a day.  
The four tablets were working. 
 
DR. JOHNSON:  Sure.  So, with the short-acting medication, what happens is that it works 
pretty quickly after you take it, and your pain improves, but then it starts to wear off, and 
your pain gets worse again.  With the longer-acting medication, our goal is to keep your pain 
at a reasonable level for a longer amount of time, so that you don’t have those ups and 
downs throughout the day.   
 
KATHY JAMES:  Okay.   
 
DR. JOHNSON:  The other thing that I’m going to do is to decrease the overall daily dose of 
the medication, and I know that’s scary, but let me explain.  So, again, with the steadier-
state dosing, the goal being that your pain remains at a reasonable level throughout the day, 
you may not need as high of a dose of the medication.   
 
In addition, I’m going to increase your gabapentin dose, because that’s going to help the 
oxycodone work better, and I’m going to refer you to physical therapy to help with the hip 
pain. 
 
KATHY JAMES:  Oh, I still don’t understand how getting a lower dose of this medication is 
going to help my pain.  Dr. Robertson never recommended these changes.   
 
DR. JOHNSON:  I hear you.  I hope that you can trust that my goal is really to try to improve 
your pain and keep you safe at the same time.  One thing that’s important to know about 
the longer-acting medication is that you should not break or crush the tablet, because that 
could be very dangerous.  So, you have to swallow the tablet whole.  Okay? 
 
KATHY JAMES:  Okay.   
 
DR. JOHNSON:  Also, because we know that opioids carry serious risks, I’m going to walk you 
through our office policies around how we monitor all patients taking opioids for chronic 
pain.  And again, the goal here is really to keep you safe.  We have an agreement that we’ll 
go over.  It outlines my responsibilities, and yours.  And once we go through it, if you agree, 
we’ll both sign it, and then I’ll have the nurse out front get you that appointment with 
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Physical Therapy. 
 
KATHY JAMES:  Oh, that is an awful lot of stuff to do for something that I don’t – I’m really 
worried is not even going to work.   
 
DR. JOHNSON:  Can I ask what you’re worried about?   
 
KATHY JAMES:  I just – I don’t get it.  I don’t understand why you would want to change it.  
It’s – it’s – it has been working, and it’s a lower dose.  It just doesn’t seem like it makes 
sense. 
 
DR. JOHNSON:  I hear that.  I would say it has been working to an extent, but you’re 
reporting these spikes of pain right before your next dose, and so, I think we can do better.  I 
think we can get your pain, again, at a reasonable level throughout the day, as opposed to 
these up and down swings.   
 
But we’re working through this together, and my goal is to really keep you safe, and help 
manage your pain.  So, please let me know how this is going throughout the process. 
 
KATHY JAMES:  Okay.  We’ll give it a try.   
 
DR. JOHNSON:  Okay.  For a minute, now, let’s talk about smoking …  
 
[Music] 
 
JESSICA ALPERT:  So, that’s what’s next for Kathy James.  Can you explain more about the 
monitoring that Dr. Johnson is putting into place?   
 
DR. DANIEL ALFORD:  Yeah.  Before I get into the specifics of monitoring, I think the concept 
of universal precautions is worth mentioning.  And that is assuming that everyone who’s 
prescribed an opioid has at least some risk.   
 
We also know that predicting opioid misuse risk is imprecise.  And when we apply our 
monitoring strategies, universally, it reduces any patient feeling as if they’re stigmatized.  
But it also standardizes the systems of care, so that everyone is doing the exact same thing 
for every patient who’s prescribed an opioid, and it’s completely consistent with all the 
national expert-related guidelines.   
 
JESSICA ALPERT:  So, why don’t we get into a little more detail.  What is the first universal 
precaution?  
 
DR. DANIEL ALFORD:  The universal precautions, and this is completely consistent with the 
CDC guideline, really includes having patients sign a Patient-Provider Agreement, and 
monitoring with urine drug testing, pill counts, and checking the prescription drug 
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monitoring program, so that we can ensure our patients are adherent, and not misusing 
their opioid, or diverting their opioid.   
 
Let me go back to the Patient-Provider Agreement, and some people refer to them as 
contracts, but they’re not legal documents, so I think agreements is a better term, because 
it’s really an educational document.  And it includes two pieces:  Informed Consent and the 
Plan of Care, and it should be reviewed, and signed by both the provider, and the patient.  It 
should be reviewed regularly, maybe annually, and it really can serve as a patient counseling 
document, because it really is educational. 
 
JESSICA ALPERT:  And first, there’s Informed Consent? 
 
DR. DANIEL ALFORD:  Yeah.  So, the Informed Consent actually has two parts.  The first one 
is setting realistic goals, and the other one is talking about potential risks, so that the patient 
and you agree on what the ultimate goal is around this therapy, but also that the patient is 
fully aware of the potential risks.   
 
So, let me just talk about goals for a minute, because all too often patients say, “Well, I just 
want to feel better.”  And how would you measure that at the next visit?  And you really 
can’t.  So, I would suggest that we use SMART goals, and SMART stands for Specific, 
Measurable, Action-Oriented, Realistic and Time-Sensitive.  So, I would prefer for the patient 
to say, “You know, I’d like to go to the store twice a week, and that involves walking two 
blocks.”   
 
And that’s really something that at the next visit you could ask, “How did it go?  And were 
you able to do that?  And why/why not?”  The potential risks are things that we’ve talked 
about, such as side effects, drug interactions, the risk of over-sedation, especially when 
starting opioids, or having your dose increased. 
 
And the risk of driving during that period, but also the risk of misuse, and overdose, and 
death, the risk for women of reproductive age of neonatal abstinence syndrome.  And 
finally, a risk that a lot of patients are not aware of, which is the risk of developing worsening 
pain, or something called “opioid-induced hyperalgesia,” which we’ll talk more about. 
 
JESSICA ALPERT:  And you mentioned “Plan of Care.”  What’s that? 
 
DR. DANIEL ALFORD:  Yeah.  So, the Plan of Care is really the second chunk of the 
agreement, which is making sure your patient understands the importance of engaging in 
other recommended treatments, what the policies and procedures are for monitoring, and 
refills, that they should take the medication exactly as prescribed, that they should store it 
safely.  
 
Oftentimes, we talk about storing it in a lockbox, that they dispose of it safely when they no 
longer need it, that they don’t share it, or sell it with others, that they don’t use illegal drugs, 
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and things like that.  But also, we want permission from the patient to allow us to 
communicate with other providers who are caring for this patient.  And then, for women, 
again, because of the risk of neonatal abstinence syndrome that you discuss birth control, 
and periodic monitoring for pregnancy.   
 
JESSICA ALPERT:  So, universal precautions as you noted, also include monitoring for both 
benefit and harm.  Can you describe what you look for during these office visits? 
 
DR. DANIEL ALFORD:  Office visits are busy.  We have a very 
short period of time.  We’re doing a lot of things.  The patient 
has an agenda; we have an agenda, so we need to keep it 
simple.  And the way to keep it simple is to think about the six 
A’s.  And the six A’s are:  Analgesia, activities, adverse effects, 
aberrant behaviors, affect, and adherence.  And remember 
that both analgesia and activities will be covered when you do 
the PEG.  Remember:  Pain, enjoyment of life, and general 
activity.  I also, during that visit, though, will ask my patients, 
“Tell me how you’re taking your medications, and tell me how 
you took them over the last 24 hours.”  And you get some 
really interesting information. 
 
JESSICA ALPERT:  Like what? 
 
DR. DANIEL ALFORD:  Well, “That I take it all at once, instead of three times a day,” or, 
“Some days I don’t take it at all, and so, I have pills left over.”  And you didn’t know that until 
the patient told you.  So, these were things that you can learn by just saying, “Tell me how 
you take your medication on an average day.”   
 
JESSICA ALPERT:  And just a note for listeners, you can find a chart of the six A’s at 
www.scopeofpain.org.  Well, let’s shift to some objective measures that you can use. 
 
DR. DANIEL ALFORD:  Probably the one that’s most well-known is urine drug testing.  And I’ll 
tell you, before I start talking about it, that I went to a two-day conference on urine drug 
testing.  Two days!  And I left more confused than I went in.  And why is that?  Because labs 
use different assays, they have different cutoffs on what’s positive, and what’s negative.  
These medications metabolize into all kinds of crazy stuff. 
 
So, there’s some complexity to it.  Why do we do it if it’s so complex?  And firstly, it gives us 
some objective information that the person is taking the medication that we’re prescribing; 
therefore, it’s in their urine.  But also, that they’re not taking something we’re not 
prescribing, some illicit drug, or some other medication.   
 
I’ll tell you that we should always tell our patients that we’re sending their urine for a urine 
drug test.  We never send them for a lab test without telling them.  So, it’s nothing secret.  

http://www.scopeofpain.org/
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We’re not trying to do something behind their back, and sometimes I’ll even say, “So, I’m 
going to send a urine today.  Can you tell me what I’m going to find in it?”  And sometimes, 
they’ll even tell me about stuff that I’m not even testing for.   
 
So, I think it’s really important to be completely open about what you’re doing, and then, 
getting back to them over what the results are, because this is what you do with any testing.  
The other important thing is that when you get an unexpected result, what does it tell you?  
It tells you about one point in time.  So, if someone has cocaine in their urine, it doesn’t 
mean they have a cocaine use disorder.  It just means they used at least once.  So, keep that 
in mind, as well.   
 
JESSICA ALPERT:  You said, that some people will disclose what they may have in their urine, 
but can some people beat the system? 
 
DR. DANIEL ALFORD:  Yeah.  So, you’re right.  The dedicated deceivers can absolutely beat 
the system, and some people ask me, “Well, should we observe the urine collection?”  And 
the answer is, “No, absolutely not.”  So, although it’s imperfect, and some people would say, 
“Oh, if you’re not observing it, you don’t know that it’s an actual sample, or that it’s from the 
patient.”  But really, that is pretty invasive of the patient’s privacy, so I would not encourage 
observe urine collection. 
 
JESSICA ALPERT:  So, you said that conference confused you more than ever.  Is there a way 
to simplify what you learned?   
 
DR. DANIEL ALFORD:  Urine screens are usually immunoassays, and they’re inexpensive, and 
they can be done point of care, but they can give you false positives and false negatives.  So, 
if you get an unexpected result, you can verify it using something much more specific:  Gas 
chromatography mass spectroscopy, or GCMS.  And that’s very specific, certainly, it’s more 
expensive, but what you need to know is when you start to get to that specificity, they’re 
going to tell you what molecules are in the urine.   
 
In that case, you need to know about the metabolism.  So, if someone’s on hydrocodone, for 
example, they could have hydromorphone in their urine.  It doesn’t mean they’re taking 
hydromorphone.  It just means that that’s the metabolite.  The same thing with oxycodone.  
It can convert into oxymorphone.  Again, it’s just the metabolite.   
 
So, I would say part of the take-home message is you need to know someone in the lab, who 
you can call, if you have some question about an unexpected finding, or what the next test 
should be.  Know your lab toxicologist, so you can ask questions.   
 
JESSICA ALPERT:  We’ve talked about urine testing.  What about pill counts?   
 
DR. DANIEL ALFORD:  Yeah.  So, pill counts are often not talked about, and not done, but I 
find them incredibly helpful for the following reasons:  So, one, it can give you some element 
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of indication about how is the person taking their medication?  Are they taking it as 
prescribed?  Do they have extra pills left over, or do they have too few pills?   
 
But also, it’s to try to minimize diversion:  Sharing pills, selling pills, and so forth.  And what 
we’ve instituted, which I think is really helpful, is giving people a 28-day supply, instead of a 
30-day supply.  The reason for that is if you give a 30-day supply, and you keep refilling it 
every month, people will start to have pills left over, or if they wait until their pills run out, 
you’re going to have people running out on the weekend.  But if it’s every 28 days, it’s 
exactly every four weeks. 
 
So, if I fill it on a Tuesday morning, it's going to be due in four weeks on a Tuesday morning.  
And so, that keeps things a little more organized.  I always prescribe enough so that the 
patient will have pills left over when I see them at their visit, and I ask them to bring their 
pills in at every visit.        
 
JESSICA ALPERT:  So, urine tests, pill counts?  What about prescription drug monitoring 
programs? 
 
DR. DANIEL ALFORD:  Yeah.  So, these are actually being mandated in lots of states.  In fact, 
over 60 percent of states now mandate that prescribers look people up on the prescription 
drug monitoring program before they prescribe a controlled substance.  And there are two 
main reasons for doing it:  One is to give you information on harmful polypharmacy.  That is, 
what else is the patient taking that might interact?  But it also gives you information if the 
patient is seeing multiple prescribers, things you didn’t know about.  So, that’s helpful. 
 
I will say that the PDMPs, or prescription drug monitoring programs have been shown to 
change prescriber behavior, so a little more judicious prescribing.  There was a systematic 
review, however, that didn’t find any evidence that PDMP implementation either increases 
or decreases non-fatal, or fatal overdoses, which is really the ultimate outcome that we’re 
looking for, does it decrease the amount of overdoses?  And the answer is no. 
 
JESSICA ALPERT:  So, how often should you do these?  
 
DR. DANIEL ALFORD:  
The answer is it 
depends, and it really is 
up to you, and your 
practice to agree upon 
what you think the 
standard should be, and 
everyone should adhere 
to that.  But I would say, 
not everyone is at the 
same risk, so you could risk stratify people as low, moderate, and high.  And then, base your 
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decision on how often you’re going to do these things, based on the person’s risk.   
 
So, if they’re low risk, maybe you’ll see them four times a year, and you’ll do urine drug 
testing, pill counts, and check the prescription drug monitoring program two times a year.  
But if they’re high risk, maybe you’ll see them every couple of months, and do those 
monitoring strategies six times a year.  But it’s important to understand what your state laws 
are.   
 
We know that some states mandate looking patients up on the prescription drug monitoring 
program.  So, if that’s the case, then you’ve got to do it, and you should do it every single 
time, if that’s what the law is.  And I’ll also say that the frequency of monitoring is it’s going 
to be more frequent, early on.   
 
So, once you’ve started a medication, or made a dose change, you’re going to do it more 
frequent than once the patient is stable, and you feel comfortable that they’re taking it as 
prescribed.  Or, if there’s some worrisome behavior, then you’re going to increase the level 
of monitoring.       
 
JESSICA ALPERT:  Well, it sounds like you’re tracking your patients pretty closely? 
 
DR. DANIEL ALFORD:  Yeah.  So, that’s some pushback that I get sometimes when I talk 
about this, and I think it’s important for us to remember that we’re clinicians.  We went to 
school to become a health professional.  We didn’t go to school to become a police officer, 
or a DEA agent, or a judge.  And so, it’s important for us not to fall into that role. 
 
And I will tell you that there are certainly times where I feel like, boy, I’d love to follow this 
patient around for the day and see what the heck they do with my prescription.  And then I 
realize, no, that’s not my job.  That’s not what I became a physician for.  And so, I really need 
to kind of think back to what’s the risk benefit framework?  What’s the risk benefit ratio for 
this patient being on this medication, and is the medication working or not?  And I’m judging 
the treatment.  I’m not judging the patient. 
 
JESSICA ALPERT:  So, how do you talk to your patients about doing all of this?   
 
DR. DANIEL ALFORD:  It’s become a whole lot easier, now that we have this opioid crisis that 
pretty much everyone’s aware of, so people understand that there’s a risk out there, 
although, I have to say, patients don’t usually think they have their own risk.  They just think 
about everyone else having risk.   
 
But you review the fact that they do have some risk, but also that there is a public or 
community health risk that we need to pay attention to, as well, because we don’t want 
excess opioids sitting out there, because we know people get access to them, and run into 
problems.  It's also important to discuss that it’s your responsibility to care for them, and to 
look for any signs that they’re running into problems, and managing the risk, and harm.   
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And then, finally, discussing the agreements, pill counts, urine drug testing, really as ways to 
protect the patient from harms, and keeping them safe while they’re benefiting from this 
opioid prescription. 
 
JESSICA ALPERT:  So, what’s the bottom line here? 
 
DR. DANIEL ALFORD:  Use a consistent approach, universal precautions, but apply it 
individually, because we know that there’s different levels of risk that one patient’s risk is 
not someone else’s risk.   
 
JESSICA ALPERT:  Dr. Daniel Alford, thanks so much. 
 
DR. DANIEL ALFORD:  Well, thank you. 
 
[Music] 
 
JESSICA ALPERT:  So, we’ve learned about monitoring patients, but this is a lot of work.  Here 
to talk about how to get it all done is Kristin Wason, a nurse practitioner.  Welcome Kristin. 
 
KRISTIN WASON, NP:  Thank you for having me. 
 
JESSICA ALPERT:  Kristin has been working in the field of addiction medicine since 2009 and 
is a Clinical Educator for the Office Based Addiction Treatment Program at Boston Medical 
Center and the Boston University School of Medicine.  So, Kristin, let’s start by talking about 
office systems.  Where do we begin? 
 
KRISTIN WASON, NP:  So, these are complex patients that can take a lot of time, and a lot of 
work, not just during your visits, but in between visits.  And so, in order to start doing this 
work, it is very helpful to have standardized policies that are really recognized and supported 
by clinicians throughout your practice. 
 
So, having things like controlled substance treatment agreements that different members of 
your team sort of understand how they work, and how to implement them, making sure that 
these practices are, therefore, really applied in a way that’s very fair, and predictable, and 
really work for all patients.  In addition, it can be really helpful to also have a patient registry.  
These patient registries are able to be done pretty easily through an electronic medical 
record, which at this point most practices have switched to.   
 
And what these patient registries do is they make it so that there’s sort of a patient list that 
practice managers can review, and really track office-wide adherence to those guidelines 
that you’ve set up, and to those treatment programs that you’ve set up, and that have been 
really agreed upon by your colleagues. 
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JESSICA ALPERT:  Speaking of colleagues, how do you make sure that the system is 
implemented across the office? 
 
KRISTIN WASON, NP:  Yeah.  It’s really important to try to involve as many care team 
members, as you can, I think, in supporting our patients.  So, you want to make sure that 
you’re working with your nurses, your medical assistants, the pharmacists, and behavioral 
health clinicians to help support the safe prescribing of opioids, and other really controlled 
substances, or substance with misuse potential.   
 
And these staff are going to need to be trained, and I think we need to recognize that.  
Really, historically, we haven’t done a lot of good pain education, and definitely not a lot of 
good education around how to assess, and manage substance use disorders.  And so, your 
nurses, and your medical assistants, and your pharmacists, and behavioral health clinicians, 
they’re all going to need to have some level of training about how we can monitor and 
support these patients throughout their care. 
 
JESSICA ALPERT:  Let’s go back to the individual provider.  We talked about documentation, 
and all of this seems really time consuming.  How do you do this in a busy practice?   
 
KRISTIN WASON, NP:  Documenting, I think, in general, is hard to do when you’re in a busy 
clinical practice, because we want to spend our time caring for patients, and not charting all 
the time.  But documenting is important, because it keeps the patient safe, and it helps to 
keep prescribers safe to really sort of back up the work that we’re doing.   
 
A good way to do this is to try to streamline your documentation.  If you can work in your 
electronic medical record, and make things like Smart Phrases, or Quick Text, and then that 
way you’re documenting in a way that is really sort of standard during your visits.  It can be 
very helpful.  And some things that you want to make sure that you are documenting are 
things like the subjective reports from the patient, as well as their family, and any other 
support persons that are involved in their life.  
 
And it’s always important to make sure that we’re circling back to those six A’s that have 
been previously mentioned.  So talking about analgesia, or their pain relief; talking about the 
activities, or how well they’re functioning in their daily life; talking about any adverse effects, 
or events that may have happened since your last visit; talking about any aberrant behaviors, 
or sort of deviations from your treatment plan that you had with the patient, talking about 
the patient’s affect in mood, and talking about adherence.  And doing all of this in a way 
that’s really very robust is going to help make your decision-making clearer, which in time 
can actually save you time. 
 
JESSICA ALPERT:  So, what else should providers be thinking about in terms of 
documentation? 
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KRISTIN WASON, NP:  So, in addition to the subjective information in talking about those six 
A’s, you always want to try to make sure that you’re collecting and documenting some 
objective data, as well.  So, you want to ensure that you’re having a standardized way to 
collect urine toxicology, and then to document those urine drug screen results.  If you’re 
doing any medication counts, you want to document the results of those visits.   
 
You also want to be checking your prescription drug monitoring program in line with your 
state guidelines, and make sure that you’re really documenting that during your visits, as 
well.  And then, finally, you’re going to just be reviewing all of the subjective and objective 
data. 
 
And make sure you give your clinical impression, because you want to make it so that not 
only you can go back, and sort of see how things are going with your patient, and where to 
sort of start off your next visit, but also so that if anyone else has to come in and care for 
your patient that they’re really able to see clearly and succinctly what’s been done, and how 
well this treatment plan is working.   
 
JESSICA ALPERT:  So, is there anything else providers should keep in mind? 
 
KRISTIN WASON, NP:  I would say someone else that can be involved in the care of this 
patient is really your community resources, and I think that we don’t want to forget our 
community partners, and local partners for our patients.  So, having a list of pain clinics, and 
how to refer the patients to their care if it’s needed, having a list of mental health providers.  
And working with those clinicians outside of your institution, as well as any substance use 
disorder treatment services that are in your community.   
 
[Music] 
 
These are all great places to keep in contact with, and know how to do warm handoffs, if 
needed, so that if the patient did need a little bit more intensity in their treatment, then 
you’re able to collaborate with these outside providers, as well.   
 
JESSICA ALPERT:  Kristin Wason, thanks so much. 
 
KRISTIN WASON, NP:  Yeah.  Thanks for having me.  
 
JESSICA ALPERT:  Next time, we check in again on our patient, Kathy James.  It’s been 11 
months, and she was doing fine, but then she showed up at the emergency room requesting 
an early refill.  More on that in Episode Five. 
 
SCOPE of Pain was developed in collaboration with our national partners, the Council of 
Medical Specialty Societies, and the Federation of State Medical Boards.  This educational 
activity is supported by an independent educational grant from the Opioid Analgesic Risk 
Evaluation and Mitigation Strategy, or REMS Program Companies.  Production by Rococo 
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Punch. 
 
To follow up on any of the material you heard today, please visit our website, 
scopeofpain.org for visuals and other relevant materials.  To receive credit, you’ll need to 
listen to all six episodes, and then go to www.scopeofpain.org to complete a post-test and 
evaluation.  I’m Jessica Alpert.  Thanks for listening.  
 
[End] 

http://www.scopeofpain.org/
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Scope of Pain Podcast Series – Episode Five 
 
 
[Music] 
 
JESSICA ALPERT:  Thanks for listening to Boston University School of Medicine Safer and 
Competent Opioid Prescribing Education Scope of Pain Podcast Series. 
 
I’m Jessica Alpert and this is Episode five. 
 
If at any point you want more information on receiving credit for this course, visit our website 
scopeofpain.org.  There are also resources that accompany this series, all of it can be found at 
scopeofpain.org. 
 
[Music] 
 
JESSICA ALPERT:  In this episode, we are going to deal with some worrisome behaviors 
exhibited by our case study patient.  Joining us now is Dr. Daniel Alford.  He’s a Professor of 
Medicine at Boston University School of Medicine as well as Director of the Clinical Addiction 
Research and Education Unit at Boston Medical Center. 
 
Welcome back, Dr. Alford. 
 
DR. DANIEL ALFORD:  Thank you. 
 
JESSICA ALPERT:  Also in studio is Dr. Jessica Taylor, an Assistant Professor of Medicine at 
Boston University.  Thanks for being here, Dr. Taylor. 
 
DR. JESSICA TAYLOR:  Thank you. 
 
JESSICA ALPERT:  Both doctors are general internists practicing primary care and addiction 
medicine at Boston Medical Center. 
 
So, there’s been a development in the Kathy James case.  She seemed to be doing well on her 
pain treatment plan including opioid therapy for her neuropathy and chronic hip pain.  And that 
was steady for 11 months.  But then her PCP Dr. Johnson was notified that Kathy was seen in 
the emergency department of the local hospital requesting an early refill of her Oxycodone 
after running out early. 
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The emergency department physician noted that she was in moderate to severe opioid 
withdrawal and gave her a prescription for enough Oxycodone pills to last her one week; the 
exact amount of time until her next appointment with Dr. Johnson. 
Let’s listen to that visit. 
 
Dr. Johnson:  Hi, Kathy, it’s good to see you. 
 
Kathy James:  Hi, Dr. Johnson. 
 
Dr. Johnson:  So, I was surprised to get a call last week from the emergency room doctor about 
your visit requesting an early refill of your Oxycodone. 
 
Kathy James:  He was such a jerk.  He treated me like I’m an addict and I’m really not an addict.  
It’s that my foot pain has gotten a lot worse.  I did start taking an extra pill in the afternoon 
because of that.  So, yeah, I ran out.  I think I’ve actually gotten used to this dose and it doesn’t 
work the way it was working.  The pain is so bad that it’s really hard to get to work.  And I can’t 
sleep because even the sheets hurt.  You said this was going to work and it’s really not working.  
I need that higher dose now, I think. 
 
[Music] 
 
JESSICA ALPERT:  Dr. Alford, what do you think is going on here?  What is your reaction to 
Kathy’s behavior? 
 
DR. DANIEL ALFORD:  The first thing is take a deep breath and think about all the possibilities 
that may be going on, kind of thinking about a differential diagnosis for these worrisome 
behaviors.  First thing to think about is – is this substance seeking?  Has she actually developed 
an addiction or an opioid use disorder?  Or is she self-medicating some other psychiatric 
diagnosis?  So we know opioids make people feel better.  So, is she taking it for that?  Or is 
there some criminal intent?  Is she selling her opioids, we know these go for about a dollar a 
milligram on the street, so maybe she’s selling some, taking some? 
 
On the other side of the equation, maybe this is all pain relief seeking.  So, maybe her disease 
has gotten worse.  Or, maybe her disease is just not very responsive to opioids.  Or maybe she 
has developed opioid analgesic tolerance. 
 
And then the last two issues to think about would be is this withdrawal mediated pain?  Or is 
this opioid induced hyperalgesia?  And unfortunately, it’s not always so clear because 
sometimes a lot of these are all mixed together.  So, it could be a patient with real chronic pain 
who is selling some of the opioids and may also have developed an addiction at the same time. 
 
JESSICA ALPERT:  Okay, so you mentioned a couple of things, which are new terms to me.  Can 
you explain them in a bit more detail – withdrawal mediated pain and opioid induced 
hyperalgesia. 
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DR. DANIEL ALFORD:  Let’s start with opioid withdrawal mediated pain.  Remember that when 
someone’s on chronic opioid therapy, they have a physical dependence.  So, there are certain 
times of the day where their opioid level may drop, where they actually experience withdrawal 
and the first thing they’re going to experience 
is worsening pain.  So, they take their opioid, 
they feel better.  Are they treating the 
withdrawal or are they treating the pain? 
 
In theory, that’s why an extended release 
long-acting opioid would be used to prevent 
these ups and downs and to create kind of a 
more steady state so you don’t have this 
withdrawal mediated pain phenomenon. 
 
JESSICA ALPERT:  Okay, and then, there’s the opioid induced hyperalgesia. 
 
DR. DANIEL ALFORD:  Yeah, so this is a strange process where people who are on chronic 
opioids, their pain actually gets worse.  It’s this paradoxical response.  We don’t understand the 
pathophysiology and we don’t even know what the incidence really is.  And there are no criteria 
to diagnose it.  But clinically, what I look for is I’m treating a very localized specific pain disorder 
and now they’re complaining everything hurts. 
 
Now, I don’t worry about this when someone’s doing well but I absolutely worry about it when 
someone isn’t doing well on their opioids.  Especially, when now everything starts to hurt.  I will 
tell you that I’ve had zero percent success in convincing my patients they have this.  I think it’s a 
difficult concept, right?  That the opiate is going to make my pain worse.  I’ve tried things like – 
go Google it, look it up.  And they do and they come back and they said – I read about it but it’s 
not me.   So, I think it is a difficult concept, some of our patients understand that the opioid is 
causing their pain.  But when the patient isn’t doing well we’re going to taper them.  And the 
good news is that some patients will actually get better, especially those that have this 
phenomenon, that is opioid induced hyperalgesia.  
 
JESSICA ALPERT:  Okay, Dr. Taylor, I’m going to turn back to you.  How does the provider 
determine whether someone has developed an opioid use disorder or an addiction? 
 
DR. JESSICA TAYLOR:  So, the 
truth is that in the clinic this can 
be really challenging to 
determine.  And so, it can be 
helpful to use specific criteria 
for opioid use disorder.  The 
DSM-5 offers specific criteria for 
opioid use disorder that includes 



Scope of Pain Podcast Series – Episode Five/p. 4 

11 items.  And broadly speaking, these fall into three separate categories.  We like to call these 
the three Cs.  These include loss of control, and by that, we mean taking more than prescribed.  
Inability to hold a prescription safely, spending more time using, compulsive use.  And then 
continued use despite harms.  And harms can really span a variety of parts of a patient’s life.  
So, it could be for example, difficulty performing at work, trouble fulfilling family obligations, 
interpersonal conflict, health consequences.  But, the key piece is that the use continues in 
spite of apparent consequences. 
 
And you know, it’s important to 
keep in mind that addiction, 
when we’re talking about 
addiction or use disorder, that’s a 
behavioral maladaptation where 
it’s physical dependence, which 
we’ve talked about in the past, 
it’s a sociologic adaptation.  We 
expect that anyone on opioids chronically will develop physical dependence.  We get into 
addiction when people start to have consequences, continued use despite harms, compulsive 
use. 
 
JESSICA ALPERT:  Okay, Dr. Taylor, so if you observe these worrisome behaviors, how do you 
begin to broach this topic with your patients? 
 
DR. JESSICA TAYLOR:  First, I just want to acknowledge that these are challenging 
conversations.  And I think as providers we often feel very nervous about disrupting our 
relationship with a patient.  So, it can be intimidating to sit down to have a conversation about 
worrisome behavior, but it’s so important.  
 
I think what we can do is be very candid and timely and also specific in telling the patient the 
specific behaviors that we’ve observed that make us feel nervous about their safety risk for 
continuing an opioid.   
 
And again, you can refer back to the three Cs, so, loss of control, compulsive use, continued use 
despite harms, to kind of ground your discussion of the behaviors that make you feel worried. 
I think it’s also important to keep in mind that many patients have both chronic pain and 
substance use disorder.  So, oftentimes these conversations can become difficult when patients 
feel that their pain isn’t believed or that providers aren’t taking their pain seriously.  And you 
know, in these and other cases, the way to help manage the conversation is to really focus on 
risks and benefits and focus on whether the treatment is right for the patient.  So, using your 
risk benefit framework, avoid any sort of interpersonal dynamic between the patient and 
provider.  For example, I often hear providers say – well, I’m just not comfortable prescribing 
your Oxycodone.  And the patient feels like it’s a provider problem.  Just get more comfortable, 
prescribe the Oxycodone.  But in fact, the issue is really that the risks of the medication 
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outweigh the benefits.  And that’s, in medicine, how we determine if a particular approach is 
right for a patient. 
 
Now, if you’re worried that a patient has a substance use disorder, that also becomes a 
different conversation.  Because that’s really an opportunity to talk to the patient about 
substance use disorder treatment and connect them with services. 
 
There are some circumstances where a patient might have a use disorder but not be ready to 
accept treatment that day.  And so in those cases you really want to tell them about the 
services available in your clinic, tell them what the resources are.  And just let them know that 
you’re here to have the conversation again if and when they’re ready. 
 
JESSICA ALPERT:  You mentioned risks and benefits, but what if it’s just loss of benefits? 
 
DR. DANIEL ALFORD:  Yeah, the first thing to do is to reassess the factors that are causing the 
pain in the first place, reattempt to treat the underlying disease or any comorbidities that may 
be making the pain worse.  And then you can consider adding treatment like adding 
nonpharmacological treatment, acupuncture, cognitive behavioral therapy.  You could also 
think about adding breakthrough medications if the person’s having breakthrough symptoms.  
And then consider changing to a different opioid, from one opioid to another.  It’s called opioid 
rotation. 
 
JESSICA ALPERT:  Let’s spend a little more time on breakthrough medications. 
 
DR. DANIEL ALFORD:  When someone’s on a long-acting medication, extended-release 
preparation, sometimes they have breakthrough symptoms.  The first thing to do is to not 
assume that they’re going to have breakthrough symptoms so I wouldn’t start breakthrough 
medications unless they start to complain of these symptoms.  And the first choice would be a 
non-opioid, using an NSAID or acetaminophen, even though they’re on a long-acting opioid.  
However, if that doesn’t work you certainly could consider using a short-acting opioid, use the 
same molecule as the long-acting opioid, or different molecules.  Or, you could use one of the 
dual mechanism opioids like Tapentadol or Tramadol. 
 
JESSICA ALPERT:  And if that doesn’t work, what else would you consider? 
 
DR. DANIEL ALFORD:  Then I would consider opioid rotation.  And this really is switching from 
one opioid to another.  And the goal is to restore efficacy or to limit any adverse effects that are 
occurring.  And I would say a third goal is to decrease the overall dose of opioids, that is, 
decrease the morphine milligram equivalent.  And it’s based on large intra-individual variations 
and response to different opioids.  It’s based on surveys and anecdotal evidence.  And it is 
promising, but it needs to be more fully validated. 
 
JESSICA ALPERT:  So, if a provider is considering rotation, what do they need to be thinking 
about? 
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DR. DANIEL ALFORD:  You need to figure out what’s going to be the dose of the opioid I’m 
switching to.  And so, you’re going to go to a conversion table.  It’s important to understand the 
limitations.  The limitations include that these tables are derived from relative potency ratios 
using a single dose analgesic in opioid naïve patients.  They’re based on limited doses and 
ranges of doses.  And unfortunately, they don’t really reflect the realities of our patients who 
are on long-term opioids.  They’re also not reliable because of individual pharmacogenetics 
differences.  Most tables don’t take into account incomplete cross-tolerance. 
 
Remember, a patient that’s been on long-term opioids is going to have tolerance to the 
sedation and respiratory depression effects, if you switch them to an equal analgesic dose of 
another opioid you risk causing sedation again.  So, you need to decrease the dose of that 
second opioid to account for this incomplete cross-tolerance. 
 
JESSICA ALPERT:  Okay, so, if the tables aren’t ideal, what else do you recommend? 
 
DR. DANIEL ALFORD:  So, I like globalrph.com and what that allows you to do is to put the 
person’s current opioids and current daily dose, to put the opioid you want to rotate them to.  
It then prompts you to decrease the dose of the new medication to control for incomplete 
cross-tolerance.  So, usually I put in a 50 percent decrease and then you say calculate.  It will tell 
you what the dose of the new opioid should be. 
 
JESSICA ALPERT:  Okay, so, have you found rotation to be effective? 
 
DR. DANIEL ALFORD:  Absolutely.  I’ve found some patients do really well and do well on a 
lower overall dose compared to what they were on before. 
 
DR. JESSICA TAYLOR:  And we also have both had cases where it doesn’t go so well.  I had a 
patient recently who was not having pain control benefit on a particular opioid.  And we made a 
change, hoping that her pain would improve.  And unfortunately, the pain didn’t get better.  
And her functional status also started to go down. 
 
JESSICA ALPERT:  So, Dr. Alford, what’s going on here?  It sounds like the patient isn’t 
benefitting from opioids at this point.  And I think it’s important to remember that not all 
chronic pain is opioid responsive. That more opioids is not always better.  In fact, sometimes an 
increase is a risk for adverse effects.  In some patients with chronic pain on opioids do better 
once you’ve tapered them. 
 
For a patient like this, you might want to consider tapering. 
 
JESSICA ALPERT:  Okay, so, if it’s lack of benefit, Dr. Taylor, how did you respond? 
 
DR. JESSICA TAYLOR:  So, these are really challenging conversations and I think in cases like 
this, I like to really hone in on the risks benefits framework.  If there’s not benefit, that means 
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that it’s not a good choice to continue the medications.  I think I like to really empathize with 
my patients when the treatment that we’ve worked on together hasn’t worked.  I’m frustrated 
with the treatment; I’m frustrated with the fact that I don’t have a better fix.  But, I’m not 
frustrated with the patient. 
 
It’s also a good opportunity to remind the patient that you believe their pain, right?  So, you 
believe that they have pain; you want to find a good treatment option for them.  And 
unfortunately, this one was not a success.  It’s also a good opportunity to work with the patient 
on their strengths and really zero in on the ways that they can mobilize coping strategies, 
mobilize non-opioid pain control approaches to help manage their pain. 
 
And then I think a lot of patients in cases like this are afraid of being abandoned by their 
providers.  So, really showing a commitment to continue to work with them even if you’re not 
prescribing the opioid, you will continue to see them regularly, can provide some reassurance.  
And to act on that, I like to schedule a short interval follow-up so that we have a really concrete 
plan to see each other again. 
 
JESSICA ALPERT:  So, Dr. Alford, let’s talk about discontinuing opioids. 
 
DR. DANIEL ALFORD:  Yes, discontinuing opioids would be completely appropriate in someone 
who’s not benefitting.  It’s also appropriate if you’re worried about harm.  You don’t have to 
prove with a hundred percent certainty that the person has developed addiction or is diverting, 
because these are really hard things to determine with certainty, especially in a 15-minute 
office visit. 
 
But, if the patient is unable to take the medications safely or they’re not adhering with the 
strategies you’re using to keep them safe, then it’s totally appropriate to taper the opioids, 
even in a setting of benefit.  You need to determine how urgent the taper needs to be based on 
how worried you are about them.  
 
In some cases, you don’t even need to taper.  If the patient doesn’t have physical dependence, 
that is, they’re taking the opioid intermittently during the day, then you don’t even need to 
taper it.  Make sure you document the rationale for why you’re tapering.  And then finally, 
sometimes I get asked – well, isn’t this patient abandonment?  And I would say – no, you’re not 
abandoning the patient.  You’re abandoning the opioids because it’s either not helping them or 
it’s hurting them or both. 
 
JESSICA ALPERT:  What do you do when you get patient pushback? 
 
DR. DANIEL ALFORD:  So, some of the common things that I hear from patients is – but, I really, 
really need opioids.  Or – don’t you trust me?  Or – I thought we had a good relationship.  I 
thought you cared about me.  If you don’t give them to me, I’ll drink or use drugs or hurt 
myself.  Can’t you just give me enough until I find a new doc?  And the answer to that is – no, I 
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cannot continue to prescribe a medication that’s either not helping you or is hurting you or 
both. 
 
JESSICA ALPERT:  And, Dr. Taylor, in your case, what ended up happening?  Did you come to 
some sort of resolution? 
 
DR. JESSICA TAYLOR:  So, this is a situation that I wish had a better outcome.  I talked to my 
patient about my concerns about lack of benefit, which were really scarce.  We had been 
documenting PEG scales in her case over time and so we fortunately had some objective data 
that supported the fact that her pain was not getting better on either of the opioids that we 
tried.  And also shared some concerns about the fact that our visits were increasingly focused 
on the opioid only at the expense of being able to engage in other multimodal strategies 
including physical therapy and behavioral health. 
 
And the visit didn’t go as well as I had hoped.  The patient got very angry with me, accused me 
of abandoning her.  There was some swearing involved.  And she actually stormed out of the 
office.  So, what we did, both myself and my front desk team member, was just encouraged her 
to come back when she was ready to talk to us differently about the opioids and about a taper 
plan. 
 
JESSICA ALPERT:  Yeah, so Dr. Alford, when these things happen, when the blowup happens 
and then patients do return, how would you begin to taper a patient like this? 
 
DR. DANIEL ALFORD:  The general approach is to again decide – why am I tapering?  If it’s 
because of lack of benefit, you can do it over weeks to months.  If it’s because you’re worried 
about the patient related to risks and harms, you’re really talking about doing it over days to 
weeks.  So, the strategy is 
to first reduce the 
medication dose.  Second, 
increase the amount of 
time between doses.  Now, 
remember to build up 
alternative treatment at 
the same time.  Because 
you’re taking away the 
opioids, you want to add 
non-opioids and 
nonpharmacological 
treatment. 
 
I will tell you that with my patients who are tapered, they sometimes feel withdrawal when I 
make the first dose decrease.  You can treat their withdrawal symptoms with an alpha-
adrenergic agonist like Clonidine, which would be off label; or Lofexidine.  And sometimes that 
really gets them over those first days as you decrease the dose. 
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[Music] 
 
JESSICA ALPERT:  Thank you, Dr. Daniel Alford.  Appreciate you being here. 
 
DR. DANIEL ALFORD:  Thank you. 
 
JESSICA ALPERT:  Dr. Jessica Taylor, many thanks to you. 
 
DR. JESSICA TAYLOR:  Thank you.  
 
[Music] 
 
JESSICA ALPERT:  On our next and final episode, we’ll meet a new patient with an unexpected 
urine drug test result and look into the possible reasons why. 
 
Scope of Pain was developed in collaboration with our national partners, the Council of Medical 
Specialty Societies and the Federation of State Medical Boards.  This educational activity is 
supported by an independent educational grant from the Opioid Analgesic Risk Evaluation and 
Medication Strategy, or REMS Program Company. 
 
Production by Rococo Punch. 
 
To follow up on any of the material you heard today please visit our website scopeofpain.org 
for visuals and other relevant materials. To receive credit, you’ll need to listen to all six 
episodes and then go to www.scopeofpain.org to complete a post-test and evaluation. 
 
I’m Jessica Alpert.  Thanks for listening. 
[End] 

http://www.scopeofpain.org/
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[Music] 
 
Jessica Alpert:  Thanks for listening to Boston University School of Medicine’s Safer and 
Competent Opioid Prescribing Education, Scope of Pain Podcast Series.  I am  
Jessica Alpert and this is Episode Six, the final in this series.  If at any point you want more 
information on receiving credit for this course, visit our website, scopeofpain.org.  There are 
also resources that accompany this series.  All of it can be found at scopeofpain.org. 
 
[Music] 
 
We’re going to hear about a new case today.  Here to help is Dr. Daniel Alford.  He is a Professor 
of Medicine at Boston University School of Medicine, as well as the Director of The Clinical 
Addiction Research and Education Unit at Boston Medical Center and a General Internist, 
practicing Primary Care and Addiction Medicine at Boston Medical Center.  Welcome back, Dr. 
Alford. 
 
Dr. Daniel Alford:  Thank you. 
 
Jessica Alpert:  Sometimes all the clinicians do to keep their patients safe from the adverse 
effects of Opioids, things can go wrong.  Problems can sometimes start with a single worrisome 
behavior.  In this scenario, we have a patient who seemed to be doing quite well.  Emily’s pain 
was relatively well controlled, and she functioned well enough to be employed.  She was 
adherent with both her treatment and the monitoring.  And her urine drug tests consistently 
returned expected results except once, when the UDT was Opiate positive, but negative for 
Oxycodone, raising concerns for Opioid misuse and possible diversion.  Here is Emily, speaking 
with her doctor about those results. 
 
Emily:  I don’t understand.  I take my pills exactly like you tell me to. 
 
Doctor:  Emily, it’s possible that the test is wrong.  I wasn’t able to check it because the sample 
was too small.  But I’m worried.  You keep forgetting to bring your pills in, even though we have 
long talks about it. 
 
Emily:  I have a lot going on right now.  I’m taking care of both of my parents and my mom has 
dementia.  Nobody is helping me.  I’m doing everything by myself. 
 
Doctor:  I completely understand.  You have lots of stressors in your life.  Please remember, I’m 
checking your urine and pills to make sure you’re taking your medications safely.  These 
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medications can be very dangerous, and I want to be sure you’re keeping them away from 
others. 
 
Emily:  Well, I would never take extra pills, even if my pain was really bad.  And I would never 
give my pills to anyone.  I need them for my pain. 
 
Doctor:  Okay.  But because you keep forgetting to bring your pills in, and now that this urine 
test puts you at high risk for harm, I need to monitor you more closely including seeing you 
more often. 
 
[Music] 
 
Jessica Alpert:  In the following two months, there were no additional, unexpected test results.  
Dr. Alford, when something like this happens, how do you talk to patients who you suspect may 
be diverting some of their Opioid pain medications? 
 
Dr. Daniel Alford:  So, in a case like this I think it’s really important to zero in on the behaviors 
that make you worried.  If the urine is negative for the medication you’re prescribing, and by 
focusing on the behaviors, you decrease the risk of the patient feeling stigmatized or judged.  
And it’s really important for you to explain to the patient that if there are behaviors that are 
concerning for diversion, that will certainly threaten your ability to be able to continue to 
prescribe this medication in the future. 
 
Jessica Alpert:  Emily’s case is far from over.  In this next scene, her husband is speaking with 
the emergency room attending physician, Dr. Lambert. 
 
Dr. Lambert:  Mr. Thompson, can you walk me through the chain of events?  I need to know 
exactly what happened. 
 
Mr. Thompson:  Alright.  It was about two in the morning and I heard this big boom in the 
bathroom.  And I went in there and Emily was on the floor. 
 
Dr. Lambert:  Now, was she responsive? 
 
Mr. Thompson:  No.  She wasn’t moving, but I found her Naloxone, so I gave that to her. 
 
Dr. Lambert:  The nasal spray, right? 
 
Mr. Thompson:  Yes.  And she opened he eyes right away.  And then I called 911. 
 
Dr. Lambert:  Well I have some good news.  She’s stable now, but I really want to figure out how 
we can prevent this from happening again.  Has Emily seemed more stressed lately or maybe in 
more pain? 
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Mr. Thompson:  Well, she’s definitely in more pain.  She’s taking more of the Oxycodone to deal 
with it.  I also found out she was taking some of my dad’s Morphine that he had left after back 
surgery. 
 
Dr. Lambert:  How has this all affected her daily life? 
 
Mr. Thompson:  Well, I mean she’s barely going to work.  She calls in sick all the time.  I’m afraid 
she’s going to get laid off.  I should have seen this coming.  I didn’t know.  She was sleeping all 
the time.  She’s just not herself.  But I’m just busy with the kids and you know, I have to take 
care of my own job, so. 
 
Dr. Lambert:  Mr. Thompson, please just don’t blame yourself.  We just need to get to a place 
where Emily can live without being in pain. 
 
Mr. Thompson:  Look, I had no idea she was addicted to her pain medication.  How does this 
even happen?  We just need help.  I just need to make sure that she’s going to be okay. 
 
Dr. Lambert:  I know this is a lot to take in. 
 
Mr. Thompson:  But get me some help.  I don’t want to take her home until we have a plan. 
 
[Music] 
 
Jessica Alpert:  Dr. Alford, please stand by.  I want to add another voice to the conversation.  Dr. 
Marc LaRochelle.  You may recognize him from our very first episode.  Dr. LaRochelle, welcome 
back. 
 
Dr. Marc LaRochelle:  Thanks again for having me. 
 
Jessica Alpert:  Dr. Marc LaRochelle is a General Internist, and Health Services Researcher who 
specializes in Primary Care and Addiction Medicine at Boston Medical Center.  He’s also an 
Assistant Professor at The Boston University School of Medicine.  Dr. LaRochelle, you’ve actually 
studied this.  What do we know about what happens in the emergency department? 
 
Dr. Marc LaRochelle:  Yes.  Unfortunately, we’ve identified very substantial gaps in treatment 
and management after an overdose.  In one study, we looked at nearly three thousand 
individuals who were being prescribed Opioids for chronic pain, who experienced an overdose 
and were seen in the emergency department.  We found that a staggering ninety-one percent 
left the emergency department, returned to a physician, and received another prescription for 
Opioids. 
 
Jessica Alpert:  How is that possible, ninety-one percent? 
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Dr. Marc LaRochelle:  Yes.  It seems unthinkable.  One of the potential explanations is that we 
have such a fragmented healthcare system, that the provider who was actually dispensing those 
Opioids did not know that the overdose had actually occurred.  And that patient may not have 
volunteered that the overdose had occurred.  Another reason could be that the patient 
continues to have severe chronic pain, and reports that the Opioids are the only things that are 
helping manage that pain.  And the provider thinks that it’s worth trying again, despite the 
known risk. 
 
Jessica Alpert:  And then, what percentage of those people go on to have another overdose? 
 
Dr. Marc LaRochelle:  So, unfortunately the rate of repeat overdose is really high.  In this cohort, 
seven percent went on to have another overdose after the first.  And those that had continued 
at high dosage Opioid prescribing that number increased to seventeen percent, about one in 
six. 
 
In another study, we examined over seventeen thousand patients who had survived an 
overdose in Massachusetts and either had an ambulance encounter or had visited the 
emergency department.  And this time, we were interested in seeing how many went on to 
receive treatment for Opioid Use Disorder and in particular whether or not they received a 
medication for Opioid Use Disorder. 
 
And we found that only three out of ten received a medication for Opioid Use Disorder in the 
year following overdose, which is a tremendous missed opportunity.  And importantly, we found 
that those that did receive medication with Methadone or Buprenorphine had a fifty percent 
reduction in all cause and Opioid related mortality. 
 
Jessica Alpert:  Dr. LaRochelle, let’s stick with Opioid Use Disorder.  Could you give us an 
overview? 
 
Dr. Marc LaRochelle:  We know that Opioid Use Disorder is a chronic, relapsing brain disorder.  
It’s characterized by compulsive drug use, despite negative consequences.  It involves changes 
to the brain, a reward pathway that involves stress and self-control.  And we know that these 
changes in the brain persist even after stopping drug use.   
 
Like other chronic diseases, Opioid Use Disorder involves cycles of relapse and remission, and 
without treatment is a progressive illness and can result in disability or premature death. 
 
Jessica Alpert:  Dr. Marc LaRochelle, thanks so much. 
 
Dr. Marc LaRochelle:  You’re welcome.  Thanks for having me. 
 
Jessica Alpert:  Dr. Alford, I want to turn back to you.  We were just talking about medications 
for Opioid Use Disorder.  What else can you add? 
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Dr. Daniel Alford:  We’re lucky in that we 
actually have three medications that are 
available to us to treat Opioid Use Disorder.  
And first, let me just say that the reason why 
we use medications are the following, to 
alleviate physical withdrawal.  So, when 
people stop using their Opioids, we don’t 
want them to get sick.  It also alleviates the 
drug craving, so they don’t have this urge to 
continue to use.  But if they do use and 
relapse, these medications should also block 
the effects of that Opioid, so they don’t get 
the reward. 
 
And also, when people are on these medications, over time their brain starts to normalize, so 
we start to see normalizations of those changes.  And the three options that we have include 
Methadone, which is a full Opioid agonist, Buprenorphine, which is a partial Opioid agonist, and 
Naltrexone, which is a full Opioid antagonist.  And in terms of patient outcomes, these 
medications decrease mortality. 
 
Jessica Alpert:  But they can’t all be used in a primary care setting, right? 
 
Dr. Daniel Alford:  Correct.  So, Methadone is only allowed to be dispensed in a licensed 
regulated Opioid treatment program.  So, it decreases its availability.  Buprenorphine can be 
prescribed in an office-based setting, but the person prescribing it needs to be qualified.  You 
need to take a special training; it’s an eight-hour training.  And then, Naltrexone can be 
prescribed by anyone.  You don’t need special training and you don’t need to be in a licensed 
program. 
 
Jessica Alpert:  Got it.  So, it sounds like there are a lot of effective treatments available.  But 
there’s still an access issue. 
 
Dr. Daniel Alford:  Yes, absolutely.  So, there is a limited supply of Opioid treatment programs.  
Some states only have one, so there’s decreased access to Methadone and a limited number of 
providers or clinicians have taken the step to become qualified to prescribe Buprenorphine.  In 
fact, it’s only about six percent of all the primary care clinicians in this country.  So, it’s really 
limited. 
 
Naltrexone is also complex in some ways.  It’s an injectable.  It requires collaboration with a 
pharmacy and the medication to be sent to primary care.  So, it’s a little complex.  It’s a little bit 
different than what we normally do in primary care.  So yes, I think there’s absolutely access 
problems.  And unfortunately, not everyone with an Opioid Use Disorder who wants one of 
these medications has ready access to it. 
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Jessica Alpert:  What are the benefits of this treatment? 
 
Dr. Daniel Alford:  Probably the premier benefit is that there’s a mortality benefit.  That is a 
decrease in overall mortality and also an Opioid related mortality.  But also, we see other 
benefits.  Improved employment, retention in treatment, decreased infection with Hepatitis C 
and HIV. 
 
Jessica Alpert:  So, where can people learn more about treatment availability or licensing 
programs? 
 
Dr. Daniel Alford:  I would recommend being familiar with the federal website, The Substance 
Abuse Mental Health Services Administration or SAMHSA.  They have a treatment locator, which 
covers the entire country.  But locally I would say that your Department of Public Health, your 
State Department of Public Health should have resources listed for you to access, but also for 
your patients to access. 
 
Jessica Alpert:  And just a reminder.  We’ll have all of those listed again at scopeofpain.org.  So, 
if someone has Opioid Use Disorder and pain, what do you recommend? 
 
Dr. Daniel Alford:  This is one of the more complex patient treatment problems.  However, 
we’re lucky because Buprenorphine can treat both pain and the Opioid Use Disorder or OUD.  
But Buprenorphine, its analgesic properties last about six to eight hours and its treatment of 
addiction lasts twenty-four hours.  So, if you dose it every six to eight hours, you can actually 
treat their pain and over the twenty-four-hour period, they’re going to get enough 
Buprenorphine to treat their addiction.  So, you can do those simultaneously.  
 
But again, in order to treat their Opioid addiction, you need to be specially trained or waivered 
to do that.  So, I would encourage people to get waivered to prescribe Buprenorphine for the 
treatment of OUD, and when someone has concurrent chronic pain, instead of dosing it once a 
day you dose it three times a day to treat both. 
 
Jessica Alpert:  Where can people learn more about training? 
 
Dr. Daniel Alford:  I would encourage people again to go to the SAMHSA or Substance Abuse and 
Mental Health Services Administration website, and once you get to that website there is a tab 
for Buprenorphine Training. 
 
Jessica Alpert:  Let’s move on to acute pain and people who are on these medications? 
 
Dr. Daniel Alford:  Yes, so this is also a common question that I get asked.  So, you’ve got 
somebody who’s on Buprenorphine let’s say, and they have surgery.  How do we manage their 
acute pain?  Well, the most important thing to remember is that this person has been living a 
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normal life on a certain dose of Buprenorphine and they need to stay on that dose of 
Buprenorphine or some equivalence before you’re going to be able to treat their pain.  The 
easiest thing to do is just continue their Buprenorphine during the acute pain episode, and the 
treat their acute pain with analgesics on top of that.   
The same thing with 
someone who’s on 
Methadone.  You would 
continue their 
Methadone dose or some 
equivalent dose of an 
Opioid so they don’t go 
through withdrawal, and 
then you treat their acute 
pain on top of it like you 
would treat anyone else’s 
acute pain. 
 
The challenge is when 
someone’s on Naltrexone because it’s an antagonist, treating their acute pain with an Opioid 
isn’t going to work.  In those cases, you need to either use a non-Opioid or ask your anesthesia 
colleagues to come in and do a nerve block or some other procedural treatment of acute pain.  
But you’re not going to be able to use an Opioid in someone who’s on Naltrexone. 
 
Jessica Alpert:  Let’s go back to our patient, Emily.  What ideally should happen to someone like 
her in the emergency department? 
 
Dr. Daniel Alford:  Ideally for a patient like Emily who has chronic pain and now an Opioid Use 
Disorder, is to treat both.  And you could do that with Buprenorphine.  And I would ask that the 
emergency department start the Buprenorphine so there’s no gap in treatment, and that the 
primary care provider dose it as a three time a day medication to treat both her pain and to 
treat her addiction, her Opioid Use Disorder.  And again, hopefully there’s no gap in treatment 
between what happens at the time of discharge from the emergency room to the time that she 
sees her primary care provider. 
 
Jessica Alpert:  So, as we conclude this six episode series, can you summarize what we’ve 
learned about Opioids? 
 
Dr. Daniel Alford:  Firstly, Opioids should never be the first treatment choice.  That they’re only 
one tool when we’re using a multi-modal approach, that side effects are common, but they can 
be managed.  But we need to remember that there’s potentially serious risk both for addiction, 
and overdose and death.  However, we can assess for misuse risk.  So, we don’t need to assume 
that every patient has the same risk.  We can risk stratify people and monitor them based on 
their individual risk. 
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Jessica Alpert:  And what did we learn about monitoring or universal precautions? 
 
Dr. Daniel Alford:  I think it’s important to apply universal precautions.  That is, assume every 
patient has at least some risk, but individualize your treatment based on that patient’s 
individual risk.  And that we should continue or modify or even taper Opioids based on our 
observations of that benefit and risk.   
 
We should optimize our office systems so it’s not all left on the person doing the prescribing.  
We should involve the entire healthcare team.  And we should carefully document the rationale 
for continuing Opioids or discontinuing Opioids based on that benefit and risk assessment. 
 
Jessica Alpert:  If you follow all of these steps and there’s still worrisome behavior, then what? 
 
Dr. Daniel Alford:  Well, first we need to remember that worrisome behaviors can signify either 
pain relief seeking or substance seeking behaviors, or a combination of both.  It’s really 
important for us to fully assess it and then respond to what we think is going on.  And ultimately 
our decisions to continue or discontinue Opioids should be really based on that reassessment of 
the risks and benefits of the treatment and make sure we’re documenting it well. 
 
And finally, if you think someone has an Opioid Use Disorder it’s really important to get them 
into care. And really the standard of care, are the use of medication, whether it be Methadone, 
Buprenorphine, or Naltrexone. 
 
Jessica Alpert:  Thanks again for being here. 
 
Dr. Daniel Alford:  Thanks for having me. 
 
Jessica Alpert:  That’s Dr. Daniel Alford, a Practicing Internist as well as a Professor of Medicine 
at the Boston University School of Medicine and Director of the Clinical Addiction Research and 
Education Unit at Boston Medical Center. 
 
Thank you for listening to The Scope of Pain Podcast Series.  Please complete the posttest and 
an evaluation and you’ll be able to download your certificate. 
 
Scope of Pain was developed in collaboration with our National Partners, The Council of Medical 
Specialty Societies and The Federation of State Medical Boards.  This educational activity is 
supported by an independent educational grant from the Opioid Analgesic Risk Evaluation and 
Mitigation Strategy, or REMS Program Companies. 
 
Special thanks to our expert guests, Dr. Marc LaRochelle, Nurse Practitioner Kristin Wason, Dr. 
Alexander Walley, Dr. JoAnna Dafliti and Dr. Jessica Taylor.  The Course Director for Scope of Pain 
is Dr. Daniel Alford. 
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Production by Rococo Punch. 
 
To follow up on any of the material you heard today, visit our website, scopeofpain.org for 
visuals and other relevant materials.  And while you’re there, please take your posttest. 
 
I’m Jessica Alpert.  Thanks for listening. 
 
[End]  


