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A Complex Pain Patient
who is Opioid Dependent

BY I. KIMBER ROTCHFORD, MD, MPH

49-year-old white woman is a disabled regis-
tered nurse, She has a complicated history of
chronic back, neck, and extremity pain from
multiple traumas. Her diagnoses have included
bipolar disorder, attention deficit hyperactivity disorder
(ADHD), and post-traumatic stress disorder (PTSD).
She has untreated heparitis C, and she is on continuous
positive airway pressure (CPAP) therapy for sleep apnea.
She was recently hospitalized for desquamative interscirial
pneumonia (DIP), for which she takes 50 mg of predni-
sone daily. She has developed Cushing-like complications,
and she is opicid-dependent for
which she is being treared medi-
cally with methadone 40 mg/
day. The patient has a history
of chemical dependence. She
has abused pain pills as well as
heroin. She has participated in
a merhadone dinic where she
received daily doses of 150 mg/
day. She has abused stimulants
including cocaine, and she cur-
rently is tobacco dependent.

As the patient’s primary care
provider and addiction special-
ist, I referred her to Dr. X, a
respected colleague who is a

J. Kimber Rotchford,
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seasoned rehabilitative medicine
specialist and well qualified in
pain management. | generally find Dr. X compassionate
and savvy in dealing with patients with co-morbid mental
illness. After my routine follow-up of the patient, I copied
Dr. X on the following patient progress notes:

“We reviewed the lab reports. Creatinine clearance is
104 which is well within normal limits. Her trough level
of methadone is 188 which is less than whar it should be
for someone who is opioid dependent. I hope this infor-
mation is helpful to Dr. X.

“To manage opioid dependence one secks trough
levels in the range of 200 or more. This patient’s levels are
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purl_icu]ar]}r low, since she is mking both fluoxetine and
cimetidine. Both of these substances possibly delay the
metabolism of methadone. Hence, her dose of methadone
is likely inadequare to effectively manage her disease and
her pain. In addition, given her other medical conditions,
it is my 0|_1'|1‘|ion, as a result of her :Jp'll_‘rid de]}cndcncc be-
ing under-treated, that there are serious implications, even
mote than for the average opioid-dependent patient.”

After receiving a copy of my progress notes, Dr. X
called quite upset that | would put her at risk legally by
saying what | said in the progress note and since I ec'd a
copy to the pulmonary physician. Dr. X was upset that
her opioid prescribing was being called “publically” into
question. She even threatened to stop secing the patient
if I continued to write such progress notes. Furthermore,
Dr. X explained the dose of methadone had been lowered
because the patient was doing so much better. The patient
was not expressi.ng craving, her mood was better, and she
was not coming across as she had in the past with “ad-
dictive behavior.” Dr. X reported the patient had even
expressed a desire to lower her dose.

In December 2011, the patient was receiving metha-
done 80 mg/day and reported an Activity and Pain (A &
P) score of 29/100 (based on an in-house questionnaire
derived from the Wisconsin Brief Pain [nventory). A score
of 100 reflects total disability with the patient reporting
the worst possible pain. In our experience, pain levels in
the 20-30 range reflect successful chronic pain manage-
ment. In June 2012, the patient’s dose of methadone was
40 mg/day, and she reported an A & P score of 52. This
escalation from 29 to 52 over six months reflects an 80%
increase in pain.

One cannot be entirely confident in explaining sudden
increases in pain and disability in complex pain patients,
particularly in those withourt clear and objective evidence
for acute nociception. Nonetheless, the decrease in this
patient’s methadone dose from 80 mg to 40 mg/day prob-
ably resulted in significant clinical effects. Furthermore,
there were arguably no objective nociceptive reasons to
explain the significant change in the pain score. These
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circumstances, along with the low serum trough level of
methadone (189 ng/ml, 12 hours after last dose) prompt-
ed me to write my colleague and provide my opinion as to
inadequate methadone dosing.

Background
In January 2012, the state of Washington initiared laws
that oblige prescribers to refer patients to designared pain
specialists for a consultation if daily prescribed opioids sur-
pass a morphine equivalent dose (MED) of 120 mg. Even
when referred to tertiary care pain centers, patients who
are opioid-dependent are commonly being advised thar
they need to lower their doses of opioids because “there is
no reason for them to be on this high a dose of opioids.”
This advice is given despite solid evidence thar opioid-
dependent partients require larger daily doses of opioids for
pruptr managtmtnt ﬂﬂd prugrmsis,

The guidelines governing entrance into methadone
maintenance treatment remain very strict and far beyond

While relatively common in Europe, the appropriateness
of offering opioid-agonist therapy in an office-based
setting is sometimes questioned in the United States.

the establishment of a DSM-IV diagnosis of opiate ad-
diction. The requirements for admission include mulriple
daily self-administrations of heroin or any short-acting
opiate for one year or more (1).

For patients receiving methadone maintenance trear-
ment, adequate doses are generally considered to be between
80 and 150 mg per day, resulting in therapeutic trough
levels in the range of 250 to 400 ng/ml (2).

While relatively common in Europe, the appropriare-
ness of offering opioid-agonist therapy in an office-based
setting is sometimes questioned in the United States. In
accordance with US guidelines, federal requirements stipu-
late only that physicians who offer office-based treatment
refer the patient back to the original methadone dlinic or
another methadone clinic from which the referral has been
arranged if any significant problems ensue (3).

There are no restrictions on the use of methadone for
pain, even in the context of addiction. The US Drug En-
forcement Agency (DEA) does not restrict DEA-registered
opioid prescribing for justifiable medical purposes except
for opivid-dependence maintenance. The exceptions to
the opioid treatment restriction are for patients who

are or have been associated with a methadone clinic, as
stated abowve, or are under the care of a physician with
a buprenorphine waiver. One study reported success in
office-based induction into methadone maintenance
trearment (4).

It is well accepted, and it makes sense, that pain man-
agement is compromised by inadequately treated chemical
dependencies. This particular case is exemplary.

Discussion

The confidence that clinicians have abourt prescribing
opioids for pain may become problematic when patients
are opioid-dependent. These patients can be expected to
behave in ways that best preserve a relationship with their
prescriber. Indeed, “smiling depression™ is quite common
in these patients. This is now especially true in the state
uf‘ﬁ"'ashingmn where patients, even those with financial
means, can have immense difficulty in finding a provider
to prescribe them adequate opioids for complex chronic
pain. The shortage is
particularly acute in the
context of a history of
opioid or other chemi-
cal dependencies. Hence,
these patients may smile
and say thank you to their
doctor even when they know a dose reduction is harmful.
They understandably fear being entirely cut off from their
medicines.

Patients who are opioid-dependent and curt off from
agonist therapy experience significant morality within the
first year (5-8). Along with the long-term recognized sig-
nificant morbidity associated with complex chronic pain,
the consequences of not providing adequare and necessary
medical care to these patients with co-morbid conditions
is devastating,

In diabetes management, physicians do not simply be-
lieve what the patient tells them or the results of a cursory
exam. Physicians generally do not depend on the standard
history and exam 1o determine the dose of insulin a dia-
betic patient needs. When a diabetic parient has co-mor-
bid conditions, such as infections or circulatory problems,
physicians routinely are concerned abour adequare diaberic
control. Physicians obrain fasting blood samples and
measure long-term control with glycosylated hemoglobin
levels. In contrast, physicians managing a complex pain
patient seem satisfied to depend on the patient’s reports
and a cursory clinical exam. They do not recognize that
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inadequate treatment of opioid dependence can have
serious health and social consequences. With opioid-
dependence, as with diabetes, appropriate laboratory and
behavioral testing is often indicated and treatment goals
should be based on whart current literature supports as
“adequate treatment.”

Clinicians can never be sure whether an opioid-
dependent patient will respond best to 40, 60, 90, or 150
mg/day of methadone. Indeed, the therapeutic dose ap-
pears to have a bell-shaped distribution with a tail to the
right and a mean around 85 to 90 mg/day. If trough lev-
els are less than therapeuric levels and a partienr is symp-
tomatic with pain scores clearly in the disabling range,
thf_‘ risks me highr_‘r CI.HSI'_‘S nFmr.:l:h:-n:lun: arc rt|ativc|}r
minor compared to the established benefits of better
overall discase management. Any good physician typically
weighs these decisions regarding the risks and benefits of a

prcscri]:r::d medicine.

The Washington State Experiment

Issues r:!ating to the new |:g,i5|atiun in the state of
Washington were reported in The Pain Practitioner
(Spring 2012}, Access to effective medical care for those
who have complex pain and chemical dependencies is
highly limited. Our state’s licensed chemical dependency
services have very limited interaction with the primary
care community, let alone specialists. In Washingron ic is
common for an addiction medicine specialist to never get
a referral from a chemical dependency agency despite the
overwhelming evidence supporting medical care in ad-
dictive disorders. The experiment in Washington regard-
ing mandating limits on opioid prescribing is likely to

be successful in rr:clucing the incidence u{:upiuid—rtlatt:d
overdose deaths. Perhaps, however, it is tantamount to
clusing hnspimk or avt:-iding surgerics to avoid cumplica—
tions thereof?

Our state’s Medicaid program is particularly concerned
because 50% of the overdose deaths recorded were among
their clients. It maintains a list of “high prescribers” with
the implicatinn that these are "prnhh:m" ph}rsicians.
There are sound and professionally acceprable reasons o
prcscribc maore mcthax:lnn-:: than 'L'I.SI.IE.I I'-Ul' pain. Wh:n
patients on chronic opioid therapy (COT) for pain are
referred, whether because of poor outcomes or aberrant
behavior, the patients are often overtly opioid dependent,
have other complex psychiatric issues, or are at high risk
for opioid misuse if nor frank dependence. In this con-
text, it is reasonable to expect more methadone to be pre-
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-

scribed in order to achieve adequate pain management.

In our current political climate coupled with profes-
sional ignorance about the disease of opioid dependence,
it is undf:rstanf.{ah]c thﬂ.t ACCESS Lo ad::qual:c P&il’l manage-
ment care is woefully limited, particularly for opioid-
dependent patients. In the case of our patient, one cannot
help but wonder if her DIP was induced by stressors
including the rapering of her methadone. Nonethe-
less, | maintain that an increase in the patient’s dose of
methadone was well indicated, if for no other reason than
imPl’(WCd P".:I.il'l ITIHI'I-'J.EL‘ITIL'I'IL

It is a grievous situation when colleagues will no
longer give or accept sound medical opinions about
Fﬂ.[icﬂt carec out {]F f-f_'ﬂ.r ﬂficgal concerns or hcing cunsid-
ered a “problem” prescriber. This is not to blame anyone,
'I'_‘S-Fll'_‘fiﬂ.”.}’ C(!].ICE.EU\'_‘S Or gOVErnIment. Fear EI'I'EI 'tgnnmnu:
are not a good mix in any context, and are particularly
problematic in medical care. | hope this case shines some

light on the subject.
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helping patients with chronic pain. During the past 15 years he
has specialized in Pain Management as a result of his experi-
ence helping patients through medical acupuncture. He employs
standard medical as well as alternative approaches to pain
management. In addition to being a Diplomate of the American
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