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Objectives

1. Describe national and local trends in 
opioid-related deaths

2. Discuss approaches to improve opioid 
safety

3. Review current best practices for 
management of acute and chronic pain



Disclosure Statement

1. I have no relationship with any industry or 
person(s) that could be construed as a 
conflict of interest presenting this 
material.

2. Off-label and treatments still in early 
stages of development will be discussed 
and identified as such.



Outline

• Definitions and background
• The scope of the problem
• What have we learned?
• What should we be doing?



Definitions

• Opium:  extract of the seeds of the poppy plant
• Opiates:  medications isolated from opium 
• Opioids:  natural or synthetic (man-made) 

medications with similar structure or activity to 
morphine (includes the endorphins, hormones 
made by our bodies).  Used as pain relievers for 
centuries.

• Narcotics-controlled substances (e.g. heroin, 
LSD, PCP, marijuana, cocaine, morphine and 
others)



Background:  Opioid Pain Medications

• Historically reserved for acute and cancer pain
• Multiple potential adverse effects include 

ØAddiction 
Ø Life-threatening respiratory depression
ØPro-algesia (i.e. may worsen pain)

• Recent increase in use for chronic, non-cancer, 
pain

• Concurrent increase in drug overdoses
• CDC declares an “opioid overdose epidemic”



Record number of overdose 
deaths in 2014



Overdose deaths exceed those
from MVA and firerarms



The Drug Overdose Epidemic

• 1999-2014:  Opioid prescriptions quadruple
• 1999-2014:  Opioid overdose deaths quadruple
• By 2014 American Society of Addiction 

Medicine estimates:
ØNearly 2 million Americans abuse or are 

dependent on prescription opioids
ØOver 28,000 Americans die from opioid 

overdose annually (>60% from prescription 
opioids)



How Did We Get Here?



What Have We Learned?



An evolving epidemic



The situation in Hawaii



Adjusted pharmaceutical/synthetic* 
opioid poisoning fatality rates, by state, 2012-2015

(Excludes poisonings due to heroin and opium, includes methadone.)

26

16 1616

1313
1212

11 11

9
8 8 8

7 7 7
6 6 6 6 6 6

5 5 5
4 4 4

3 3 3 3

0

5

10

15

20

25
W

V R
I

U
T

N
H K
Y

M
A

N
M O
K N
V TN M
E

M
D

O
H

A
K D
E VT N
C

W
A

W
Y C
T

SC M
O W
I

M
I

A
Z FL C
O A
R N
Y

VA G
A

O
R PA M
T IL K
S IA ID IN N
J

M
N

C
A H
I

M
S

SD LA A
L

N
D TX N
E

Hawaii had the 43rd highest rate (3.9)
Overall U.S. rate: 6.5

3.9

HI

Slide courtesy of: Dan Galanis, Ph.D.
Epidemiologist, EMS & Injury Prevention System Branch
Hawaii Department of Health
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Seven-year rates (/100,000)  of fatal and nonfatal opioid
poisonings, by district of residence (ages >20y), 2010-2016
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Seven-year rates (/100,000)  of fatal and nonfatal opioid
poisonings, by district of residence (ages >20y), 2010-2016
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Highest rates:

Puna, 
South Hilo, 
Makawao, 
Waianae, 

West Honolulu

Slide courtesy of: Dan Galanis, Ph.D.
Epidemiologist, EMS & Injury Prevention System Branch
Hawaii Department of Health
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Leading mechanisms of fatal injuries among Hawaii residents, 
by 5-year periods, 1997-2016

1997-2001 2002-2006 2007-2011 2012-2016

1 motor vehicle (628) motor vehicle (703) DRUG POISONING 
(774)

DRUG POISONING  
(782)

2 suffocation (407) DRUG POISONING 
(536)

falls (630) falls (773)

3 falls (391) falls (525) motor vehicle (578) suffocation (570)

4 DRUG POISONING 
(378)

suffocation (453) suffocation (557) motor vehicle  (565)

5 firearm (233) drowning (178) firearm (205) firearm (235)

6 drowning (175) firearm  (173) drowning (202) drowning  (194)

7 cut/pierce (62) poisoning (46) poisoning (72) cut/pierce (66)

8 poisoning (44) cut/pierce (39) cut/pierce (61) poisoning (47)

9 fires and burns  (38) fires and burns (29) other transport (29) other transport  (37)

10 other transport (27) other transport (16) fires and burns (24) fires and burns (29)
Slide courtesy of: Dan Galanis, Ph.D.
Epidemiologist, EMS & Injury Prevention System Branch
Hawaii Department of Health



CDC guidelines

www.cdc.gov/drugoverdose/prescribing/guideline.html



https://www.cdc.gov/drugoverdose/pdf/PDO_Checklist-a.pdf



Science to the Rescue?

• Overdose prevention and reversal 
strategies

• Treatment of opioid use disorders
• Treatment of chronic pain

Volkow ND, Collins FS. N Engl J Med 2017;377:391-394.



Volkow ND, Collins FS. N Engl J Med 2017;377:391-394.

Scientific Strategies for Combating the Opioid Epidemic.



Pain in the Emergency Department

• Pain complaint:  Nearly 2/3 of ER patients
• Many can be managed without opioids
• Effective alternatives to opioids include:

Ø Heat/cold, NSAIDs (PO, topical, 
parenteral), NO, nerve blocks, IV 
lidocaine, trigger point injections, 
ketamine, triptans

• Opioids still likely needed for some
Ø e.g. trauma, advanced cancer, sickle cell



Post-operative Pain

• Opioid use for acute pain can become 
chronic

• Duration and dose increase risk
• Multimodal analgesia recommended

Ø Regional and local anesthesia, 
gabapentinoids, NSAIDs, 
acetaminophen

• If opioids prescribed, 3-7 days advised



Chronic Pain Management Principles

• Comprehensive assessment
Ø Physical, psychological including 

coping styles, family dynamics, cultural
• Address concurrent anxiety/mood 

disorders
Ø Potent predictors of disability

• Active treatments superior to passive 
ones



Non-Pharmacological Alternatives for 
Chronic Pain

• Physical modalities:  Heat, cold, TENS, 
stretching, therapeutic exercise training 
program

• Complementary modalities:  yoga, tai chi, 
massage, spinal manipulation, 
acupuncture

• Psychological modalities:  CBT, 
mindfulness-based stress reduction  



Additional Alternatives for Chronic Pain

• Neuropathic pain agents
Ø e.g. gabapentinoids, SNRI’s, topical 

lidocaine
• Interventional pain approaches

Ø e.g. neurolytic procedures, dorsal 
column stimulator, intrathecal catheter



ACP 2017 Guidelines for Low Back Pain

Recommendation 1: Given that most patients with 
acute or subacute low back pain improve over time 
regardless of treatment, clinicians and patients 
should select nonpharmacologic treatment with 
superficial heat (moderate-quality evidence), 
massage, acupuncture, or spinal manipulation 
(low-quality evidence). If pharmacologic treatment 
is desired, clinicians and patients should select 
nonsteroidal anti-inflammatory drugs or skeletal 
muscle relaxants (moderate-quality evidence). 
(Grade: strong recommendation)



ACP 2017 Guidelines for Low Back Pain

Recommendation 2: For patients with chronic low 
back pain, clinicians and patients should initially 
select nonpharmacologic treatment with exercise, 
multidisciplinary rehabilitation, acupuncture, 
mindfulness-based stress reduction (moderate-
quality evidence), tai chi, yoga, motor control 
exercise, progressive relaxation, electromyography 
biofeedback, low-level laser therapy, operant 
therapy, cognitive behavioral therapy, or spinal 
manipulation (low-quality evidence). (Grade: 
strong recommendation)



ACP 2017 Guidelines for Low Back Pain

Recommendation 3: In patients with chronic low back pain 
who have had an inadequate response to non-
pharmacologic therapy, clinicians and patients should 
consider pharmacologic treatment with nonsteroidal anti-
inflammatory drugs as first-line therapy, or tramadol or 
duloxetine as second-line therapy. Clinicians should only 
consider opioids as an option in patients who have failed 
the aforementioned treatments and only if the potential 
benefits outweigh the risks for individual patients and after 
a discussion of known risks and realistic benefits with 
patients. (Grade: weak recommendation, moderate-quality 
evidence)



ACP 2017 Guidelines for Back Pain

• Acute/subacute back pain
Ø Reassurance:  usually self-limiting
Ø Avoid costly or potentially harmful treatments 

(eg opioids) 
Ø Steroids not helpful even if radicular pain

• Chronic back pain
Ø Avoid costly, ineffective (eg SSRI’s) or 

potentially harmful therapies (eg opioids)



Substance-Related US Deaths Annually
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Total=2.6 Million deaths/year

Source:  www.cdc.gov



What Should We Be Doing?

• Modify opioid prescribing practices
• Promote non-opioid pain management 

whenever appropriate
• Educate patients and family members
• Increase availability of naloxone
• Expand access to treatment for all substance 

use disorders
• Thoughtful legislation
• Ensure appropriate access when indicated



Questions?


