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PROFESSIONAL RESPONSIBILITIES 

1.  Recognise drug abuse:  No such thing as a drug-free practice 
2.  Become involved: Therapeutic programs to assist those affected  
3.  Discover the truth: Avoid incorrect diagnosis, investigations, treatments 
4.  Avoid being judgemental: Balance between ‘over-involved’ and ‘uncaring’. 

Maintain clearly defined boundaries 
5.  Understand confidentiality: Essential unless risk of harm to self or others and 

criminal activities 
6.  Avoid working alone: Avoid being overwhelmed & ‘splitting’ of management 
7.  Learn persistence:  Small gains & increasing skill of the practitioner with time 
8.  Recognise that relapse is not failure: Avoid ‘punishment’ & continue treatment 
9.  Admit ignorance: Can create improved communication & be educational 
10.  Regulate own behaviour: Doctors who smoke tobacco, drink to excess, or use 

illicit drugs may minimize the importance of these behaviours in their patients 



DRUG SEEKING 

DIAGNOSIS 



INADEQUATE TREATMENT 

       Some patients with undiagnosed and/or inadequately treated 
painful conditions will adopt drug seeking behaviours in an 
attempt to achieve relief  

                                       PSEUDO-ADDICTION 

                       Consensus opinion (level 3 evidence) suggests: 

•  This behaviour resolves with reasonable dose increases while true 
addictive behaviour remains the same or worsens 



LOSS OF ANALGESIC EFFICACY 

Some patients will seek increased doses of analgesic medications  
due to a loss of analgesic efficacy during long-term opioid therapy


•  Worsening medical condition 
•  Incorrect or inadequate drug treatment 
•  Pharmacological tolerance 
•  Opioid-induced hyperalgesia 
•  Subtle and intermittent withdrawal 
•  Psychological factors including psychological dependence 

(‘pseudo-opioid-resistant pain’) 
•  Any combination of the above 



PSYCHO-PHYSIOLOGIC PATHOLOGY  

     Some patients seek opioids or other drugs to help relieve 
symptoms due to psychologically induced somatic and 
autonomically symptoms 

•  Tension headaches 

   including secondary pain due to bruxism with dental problems 
and  TMJ arthritis 

•  Myofascial pain syndromes  

  including secondary pain due to vascular and nerve compression 



ABNORMAL PAIN BEHAVIOURS 

THE SICK ROLE 

•  Long history of being unwell 
•  ‘Loner’, childhood trauma/ 

deprivation/ models 
•  Knowingly fake symptoms 
•  Multiple doctors, clinics, or 

hospitals 
•  Often severely personality 

disordered 
•  Welcomes procedures 

including drugs 
•  Risk of complications 

(including surgery) 

SOMATIC HYPOCHONDRIASIS 
•  Atypical onset of pain 
•  Unexpected elements in the 

history 
•  Exaggerated or atypical 

symptoms 
•  Prepared list of ‘complaints’ 
•  Poorly defined, painful sites 
•  Terms of endearment (“my 

Fibro”) 
•  Test results used as ‘trophies’ 
•  Fear of an illness may cause 

anxiety 
•  Collects disease ‘evidence’ 
•  Not reassured 
•  Convinced of illness 



PERSONALITY TYPES 

NARCISSISTIC PATIENTS: 
•  Under stress, can become depressed, develop somatic complaints and seek drugs 

BORDERLINE PATIENTS:  
•  Impulsivity manifests as substance abuse along with other self-damaging behaviours 

HISTRIONIC PATIENTS:  
•  Associated with depression, somatic complaints, suicidal gestures or attempts, drug 

abuse 

ANTISOCIAL PATIENTS:  
•  Adults: crime & often use ‘street’ drugs 



NON-PAIN SYMPTOMS 

       Some patients seek drugs (usually opioids & benzodiazepines) to 
relieve their suffering from a variety of other complaints 

  Relief of distress caused by life circumstances  
  Relief from the overwhelming experience of depression or 

anxiety 
  Stop the intrusion of negative thoughts 
  To help sleep 
  To overcome chronic fatigue 
  Relief from feeling trapped 
  Just to ‘take a break’ from life 



ENCOURAGEMENT 

 Family members, carers, and even the doctor may encourage 
the patient to take extra medication (opioids, anxiolytics) that 
reduces many unpleasant symptoms and provide pleasurable 
effects 

     Patients may deny drug seeking because of the social stigma 
of being an “addict”.  Such denial can be reinforced by both 
the prescribing doctor and family members 

     Drug seeking may serve to reinforce patients’ belief that they 
are truly ‘sick’ 



VARYING DOSE LEVELS 

•  Rebound pain: 
     Short term pain relief provided by rapid onset/ short acting drugs 

can be followed by worsening rebound pain resulting in the 
patient seeking more of the drug 

•  Varying blood levels: 
     Some patients receiving long-acting opioids for chronic pain 

report ‘feelings’ of pain relief shortly after a given dose (rising 
plasma levels) and express fear when the medication seems to 
be ‘wearing off’ (falling plasma levels) resulting in their seeking 
an increase in dose 

     NOTE: CR-OPIOIDS EASILY CONVERTED TO IR-OPIOIDS BY 
CRUSHING OR CHEWING  



MISCELLANEOUS GROUP OF 
DRUG-SEEKERS 

     There exists a group of chronic pain patients whose drug seeking 
behaviour is questionable 

  Do not easily fit a behavioural or personality type 
  Seem overly focused on drug procurement   
  Show marginal improvement in their function while on opioids 
  Seem to use their medications in aberrant ways that do not quite 

rise to the threshold of compulsivity 
  Display a medication usage that is clearly not in the spirit of an 

opioid agreement contract 

      Do not ignore as some may, with time, show a clearer picture 



DECEPTION 

•  Skilled actors  
•  Expert at lying 
•  Do not run out of drugs early (unless greedy) 
•  Abides by the rules 
•  No overt aberrant behaviour 
•  Oppose all other interventions 
•  No improvement with all non-opioid medications (including placebo responses) 
•  Magnitude of symptoms may exceed what is usual for the disease 
•  Escalation of symptoms, new complaints, deteriorations accurately predicted 
•  Negative test results disputed 
•  Uses a ‘model’ 
•  Self-manipulation 
•  Doctor or clinic ‘shopping’ 
•  Evidence of drug behaviour 
•  Refused access to information 
•  Presentation suggests dishonesty 
•  Can become disruptive 
•  Express ‘victimization’ by the profession 
•  Deception previously considered/ evidence of external incentives




DRUG SEEKING 

MANAGEMENT 



ASSESSMENT DIFFICULTIES 
•  Frequent missed appointments 
•  Consistently running late 
•  Refusing to bring medications for 

counting 
•  ‘Lost’ scripts 
•  Concealing OTC purchasing 
•  Refuses access to family members 
•  Refuses to give names of prior 

doctors 
•  Refuses access to medical records 
•  Refuses to allow physical exam for 

possible injection sites 
•  Forces opioid discussion 
•  Blocks other issues 
•  Not listening: ‘opioid distraction’ 

•  Refuses urine drug testing 
•  Multiple pharmacies: To conceal 

amount 
•  Concealing current drug usage 
•  Concealing prior drug usage, 

treatment (including OST) 

            Criminal activities 
•  Buying from illegal sources 
•  Theft 
•  Importation 
•  Forged prescriptions 
•  Concealing legal consequences  



ASK THE RIGHT QUESTIONS 
•  What other treatments have you tried for your pain?  “They were all of no benefit, some 

made me worse & I refused others” (OPIOID FOCUSSED) 

•  Have you tried different opioids for your pain? “I am allergic and have had bad reactions 
to all opioids except OxyContin” (SPECIFIC OPIOID) 

•  What happens to your pain if you miss a dose or run out of medication?  “The pain was 
much worse and I got anxious and sweaty” (WITHDRAWAL) 

•  When your pain is bad and your GP is unavailable, how do you get pain relief?  “I have 
been forced to see other doctors or go to the ED”   (DRUG SEEKING):  

•    
•  You must feel pretty upset with your pain treatment so far?  “Yes, I get very angry with my 

doctor and other pain clinics” (ATTITUDE) 

•  Some of my patients have told me that smoking a little pot helps their their pain?  “Are you 
suggesting  I use drugs! How dare you!” (ILLICIT DRUGS) 



PHYSICAL CLUES 

             DRUG RELATED  
•  Presents intoxicated 
•  Presents in withdrawal 
•  Poor general appearance/ hygiene/ 

nutrition 
•  ‘Track’ marks 
•  Cellulitis, abscesses 
•  Nasal mucosal changes 
•  Evidence of head/ other injuries 
•  Other drug/ alcohol signs 
•  Drug related cognitive/ emotive 

signs  

                   PAIN RELATED 

•  Inadequate injury or disease to 
explain complaints 

•  Disproportionate physical 
disability 

•  Dramatic use of appliances 
•  Dramatic expressions of pain 
•  Inconsistent responses to testings 
•  Spontaneous movements better 

than when formally tested 



MOTIVATING TO STOP 
•  Express understanding: (“I know you 

have pain”) 

•  Provide insight:  influence of 
psychological factors, stress 

•  Explain reason for treatment:  
  Untreated dependence, no matter how 

perceived, can lead to disastrous 
consequences including personal and 
social isolation, family disruption, 
depression, overdose and even suicide 

  The overdose risk is increased by 
large oral doses, short acting agents, 
and preexisting personality disorders 

•  Reassure: “opioid reduction will be 
accompanied by alternative pain therapies”  

•  Educate about the potential adverse effects:  
  Immune effects: Infections (O) 
  Erectile dysfunction, decreased libido 
  Menstrual irregularities (O/B) 
  Breast engorgement (B) 
  Reduced bone density (O) 
  Osteoporosis/ fractures: older pop (O) 
  Sedation, confusion, drowsiness (O) 
  Ataxia,vertigo, falls elderly (O/B) 
  Reduces REM sleep (O) 
  Driving, complex tasks (O/B) 
  Constipation, Haemorrhoids  (O) 
  Decrease urge to void (O) 
  Hypotension, bradycardia (O) 
  Prolonged QT, torsade des pointes (O) 
  Difficulty concentrating, memory (B) 
  Neuropsychologic deterioration (H/B) 
  Cannot grieve, depression (long-term B) 
  Disinhibited, aggressive (long-term B) 



WHERE TO WITHDRAWAL 
•  Home-based:  Being able to live at home during the withdrawal process is less 

disruptive to normal living, both for patients and their families 
  May foster better coping skills in the ‘normal world’ 
  Easier access to illicit drugs and cues for craving 

•  Detoxification centres:  Short-stay (usually 5-10 days) in a detoxification centre 
offers the patient ‘time-out’ from a drug-taking and drug-seeking environment.   
  Switch to 2-8mg Buprenorphine SL when methadone at 30-40mg  
  Contact with psychological and psychosocial services 
  Continue withdrawal at home or at a rehabilitation centre 

•  Rehabilitation centres:  Rehabilitation centres place more restrictions and costly 
  Allows for more focused care and supervision over long periods 
  Relapse rate tends to be lower the longer the stay 

•  Hospital-based:  Patients medically compromised, failed OP treatment, non-
compliant, significant psychiatric illness, withdrawal from multiple drugs 
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STARTING THE PROCESS 
•  Arrange appropriate interventions aimed at the underlying causes of drug seeking 
•  Start alternative therapies for pain within a multidisciplinary setting 
•  Ensure patient is educate fully about the withdrawal process and symptoms 
•  Help the patient set realistic goals  
•  Discontinue all stimulants (coffee, nicotine)/ OTC drugs/ illicits 
•  Convert IR opioids to SR or methadone/ short 1/2 life benzos to long 1/2 life  
•  Systematic withdrawal of all nonessential psychotropics  
•  Consider the need for antidepressants or other psychotropics (psychiatrist) 
•  Ensure that patient has easy access to clinic staff should difficulties arise 
•  Plan the rate of withdrawal for each drug 
•  Restrict dispensing if non-compliance 
•  Daily supervision if ‘street drugs’ are used 
•  Integrate all involved health care workers (especially the GP and pharmacist)   
•  Consider a written contact (agreement) signed by patient and staff 
•  Elicit family cooperation (can be a problem if uncooperative, in denial, antisocial) 
•  Urine testing, pill and patch counting depending on degree of trust 



STRUCTURED REDUCTION 
PROGRAM 

•  NO ONE AGREED PROTOCOL 

•  Reduce by 10% every 2-4 weeks, slowing to reductions of 5% once a dose of 1/3 the initial 
dose is reached 

•  Start reduction by converting all oral opioids to a subcutaneous infusion using a driver over 
a two week admission period and convert back to oral prior to discharge 

•  Convert to methadone and gradually withdrawal 

•  Convert to buprenorphine when dose has reached the equivalent of 30mg methadone and 
gradually reduce the buprenorphine dose 

       The end point of successful tapering is either abstinence or a moderate scheduled dose 
that provides effective analgesia with minimal withdrawal symptoms 



TREATING WITHDRAWAL SYMPTOMS 

•  Anxiety, irritability: Diazepam (few days if no benzo use). If benzo 
dependent: Propranolol  

•  Nausea, vomiting:  Metoclopramide: 10mg q8h (dystonia) 
•  Diarrhoea:  Loperamide: 1 prn to max of 8/day  
•  Lacrimation, Rhinorrhea, Sneezing, Sweating, chills: Clonidine: 

75-150mcg qid, max 1mg up to 10 days (Hypotension) 
•  Insomnia, yawning: Normison for a few nights only if no benzos 
•  Seizure risk (benzo) : Carbamazepine 
•  Abdominal cramps: Hyoscine: 10-20mg q8h  (dry mouth, blurred vision)   
•  Muscle aches and pains: Paracetamol 



RELAPSE PREVENTION 

Introduce relapse prevention strategies:   
•  Meaningful life without drugs, avoid the void, self monitor, act quickly, recommit 
Develop support networks:   
•  Family, friends, mutual-help groups, therapeutic communities 
Help to  recognize the rewards for stopping:   
•  Improved health, improved relationships, money saved 
Promote general health behaviours:   
•  Progressive daily exercise program, hobbies, work 
Skills acquisition:   
•  Relaxation, social,  communication, relationship, problem solving, assertiveness, 

anger management, stress management, sleep hygiene 
Continue pain management and psychiatric care:   
•  Review pain management strategies while treating depression, anxiety, personality 

disorders, psychotic conditions/ Benzodiazepines: Detect and manage remerging 
anxiety 



PROBLEMATIC PATIENTS 

•  Lack insight 
•  Be unable to make decisions 
•  Unable to develop own goals 
•  Fail to comply with suggestions or change behaviours 
•  Not interested or motivated 
•  Reject all treatment suggestions 
•  Assume no responsibility for their actions 
•  Verbally abusive or threatens physical harm 
•  Exploitative and manipulative 
•  May charm some, critical of others (splitting)   
•  Sends letters of complaint 
•  Surreptitious use of illegal drugs 
•  Flagrantly disregard of advise, rule, policies 



PLAN AND WORK TOGETHER 

•  Take a non-retaliatory but firm stance 
•  Be consistent/ Set limits/ The patient must come to realize  that ‘deviations’ 

are not allowed 
•  Document treatment plan (copy to all)  
•  Address the causes of drug seeking behaviours and pain 
•  Prevent ‘splitting’:  Complaints directed to the ‘doctor in charge’ 
•  Support the GP (may feel ‘conned’, isolated, fearful, threatened) 
•  If possible, manage in a multidisciplinary setting 
•  Supervised and limited dispensing through the pharmacist and trustworthy 

carer 
•  Daily pickup if illicits involved 
•  Urine testing 



ADDICTION & PAIN 
•  Progression to addiction subtle 
•  DSM-IV criteria difficult to apply 
•  Referring doctor may have difficulty 

saying ‘no’  
•  Goal seems to be drug orientated 
•  Angry when asked about drug use  
•  Very unhappy if examined for ‘tracks’ 
•  Causes disturbances if drug use suggested 
•  Very unhappy, angry if scripts refused 
•  Cluster B personality disorders  
•  Shows understanding of ‘drug-lingo’ 
•  Denies prior drug use despite evidence 
•  Drug using parents or siblings,  
•  Drug exposure before 16 yrs of age 
•  ADHD, conduct disorder, antisocial 

•  Socio-economically disadvantaged 
•  Homeless or political marginalised 
•  Forensic history/ incarceration 
•  Membership drug-using subcultures, gangs  
•  High drug-use neighbourhood 
•  Drug-using peer influence  
•  Snuffing, smoking, injecting, shelving  

(Nasal, tracks) 
•  Multiple illicit drug use 
•  HIV, HepB,C 
•  Severe dental problems 
•  Prior history dependence, detox, rehab, 

OST 
•  History of overdose 



OPIOID MAINTENANCE 
                          METHADONE 
•  Many drug interactions 
•  OD risk: opioid naïve, poly-drug 
•  Slow induction 
•  Optimum dose range:  60-100mg/

day 
           BUPRENORPHINE 
•  2nd, 3rd day dosing 
•  Strong affinity: incompatible with 

full agonists 
•  OD rare 
•  Faster induction 
•  Optimum daily dose: 12-20mg 
•  > 32mg antagonistic 

        KAPANOL 
•  Much greater effect when 

injected (oral bioavailability 
only 30% compared to 
Methadone 70%)   

•  Chewing: quicker and 
stronger Morphine effect 

•  Diversion risk   
•  Traditional methods for 

detecting Heroin in urine 
cannot be used 

•  Metabolites, M6G and M3G 



BARRIERS 

•  Inadequate pain and addiction clinics 
•  Long waiting times (public) 
•  ‘Negative’ governmental attitude (limited funding)  
•  Not all patients receive multidisciplinary assessments 
•  Methadone clinics not the ‘nicest’ of places 
•  Poor acceptance of OST by pain patients (stigma) 
•  Some will ‘drop-out’ of OST 
•  Pharmacy dispensing charge for those on supervised dosing 



THE SPECIALTY GAP 

•  Pain Specialists: 
  Limited experience dealing with addictions 
  May handle drug behaviours punitively 
  May feel that improved function overrides addiction risk 

•  Addiction Specialists: 
  Limited training in pain management 
  More likely to attribute inappropriate drug use to addiction 
  Consider pain specialists poorly understand the balance 

between effective pain management and substance abuse  



RISK 

•  Incorrect diagnostic assumptions leading to 
inappropriate treatments   

  “patient care will be improved when both pain and 
addiction specialists better understanding the 
others’ filed of expertise”  
• Brands et al. Drug & Alcohol Dependence 

2004;73:199-207 



INTEGRATED CLINIC 

•  Less waiting time compared to busy pain & addiction clinics 
•  Pain-, Addiction specialist, psychiatrist, psychologist together 
•  ‘Cross-fertilization’ of knowledge and experience between specialties 
•  Case conferences determine integrated treatment programs 
•  Rules for drug-taking more clearly understood by patient and staff 
•  Treatments initiated and monitored at the one location 
•  Better  communication-links with referring doctors and ATODS services 
•  A forum for staff to discuss and deal with frustrations  
•  Opportunities for integrated long-term prospective research studies 
•  Integration of family members  
•  “Safer” ethical and legal decisions when treatment withdrawn 
•  ‘Call centre’ for GPs seeking advice 




