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Robin Masheb:
Good morning, everyone. This is Robin Masheb, Director of Education at the PRIME Center. I will be hosting our monthly pain call entitled Spotlight on Pain Management. Today's session is Behavioral Management During Opioid Tapering. I would like to introduce our presenter for today, Dr. Jennifer Murphy. Dr. Murphy is a pain psychologist who serves as the Clinical Director of the VA's only inpatient Chronic Pain Rehabilitation Program. She is the Pain Section Supervisor at the Tampa VA. She also serves as the VA's trainer and manual author for the Cognitive Behavioral Therapy for Client Pain Psychotherapy Initiative. 

We will be holding questions for the end of the talk. If anyone is interested in downloading the PowerPoint presentation from today, please go to the reminder e-mail you received this morning. You will be able to find a link to the slide. Immediately following today's session, you will receive a very brief feedback form. Please complete this as it is critically important to help us provide you with great programming. 

Dr. Bob Kerns will be on our call for the first half. Now, I am going to turn this over to our presenter, Dr. Jennifer Murphy.

Jennifer Murphy:
Thank you so much for inviting me today and having me talk about this important topic of behavioral management during opioid tapering. I'll get my slides moving here. Okay. First and foremost, I just wanted to sort of introduce myself and tell you my background in terms of how it is specifically relevant to this topic. 

As was mentioned, I'm the Clinical Director of the inpatient program here at the Tampa VA. For those who are unfamiliar, this program has been around since 1988. Since that time, we have actually been tapering everyone who enters our program on opioids off of opioids during the duration of the three week program. 

Having worked in the program for quite a number of years and as the director, there has been an opportunity for many years and sort of before some of the specific opioid issues that have come to the foreground particularly in recent years. This is something that I have had the opportunity to work with clinically on a one-to-one and group basis for over ten years at this point. 

That is sort of_____ [00:02:55] my perspective as coming from for the most part. I wanted to say as a disclosure that everything that I am talking about here are either my opinions; again, this is my kind of input and insight more than anything based on my own clinical experiences. They do not reflect the views of the VA  per se or the National Pain Management office or Mental Health Services who I have some involvement with for other reasons.

Let us get into it. The objectives for my talk today are going to be to review some of the important behavioral and psychological considerations to really be thinking about when you are preparing for opioid tapering; and highlight some of the most common challenges that seem to come up while we are going through opioid tapering. Also, to really talk about maybe some of the strategies to optimize the patient engagement and success. I will add to this. 

Another part of what I will be trying to touch on here is in fact some of the struggles really and conflicts that seem to be encountered as a provider when it comes to working with someone and going through opioid tapering. Because there are a lot of issues really on the provider side of things as well that I think it is important to discuss. First and foremost, why are we talking about this? If you are on the call, you are probably more aware of this than perhaps you want to be. What we know is there has been significantly increased attention on opioids due to the increase in not only opioid prescription but the accompanying increase in opioid related deaths, the information that we have here. Things that are available publicly now from a lot of different sources. 

We know that prescriptions have skyrocketed in the last 15 years or so. I think it is important to highlight just to get some perspective. Since 2009, what we know is that accidental overdose death, which has largely been impacted by opioid prescribing is now the leading cause of accidental deaths versus motor vehicle accidents; which historically has never been the case until recent years. Car accidents were always number one there. That has not been the case in recent years. 

Another, this is timely – this topic was selected back in August long before some of the recent sort of developments. But the CDC just released some new guidelines on opioid prescribing for chronic pain just about six weeks or so ago. They provided some very conservative guidance on opioid prescription. That has certainly brought things even more into the forefront. It is also important to mention just in terms of contacts that the VA and DoD, are also currently working on updating their chronic opioid therapy guidelines. Those will be released in the relatively near future as well. 

The other thing that we know in terms of contacts and why this is important to probably many of you is that there have been a lot of directives, if you will around the opioid safety initiative; which was really a plan that was developed by the VA more than anything with a focus on prescriber education and training. Again, to really sort of try to minimize, one, the number of patients that were on particularly high dose opioids as a means to mitigate risks more than anything. 

Okay, so the rest of my talk is going to be a little bit more like I said straightforward based on my own clinical experience. When we talk about why we taper, there are sort of a number of reasons. We have some of these outside forces that work currently. But in terms of the nuts and bolts, it really – one, we may see adverse effects in our patients. There may be diminishing or altogether absent analgesia. While there may be a physiological dependency, the actual reduction in pain may be lacking. 

Of course, there are those patients that are not following our opioid safety agreement. Perhaps they are diverting medication and doing something more serious; or have an opioid use disorder. But most importantly, I would really like to kind of focus on the last two pieces. One is that perhaps even if there is some_____ [00:07:38] pain reduction, there is reduced or inadequate functioning, and quality of life in individuals that does not justify continuing on opioids. Perhaps the last point being the most important. We know that there is….

Unidentified Female:
I am sorry about that. Bob, can you mute your line, please? Just press star six.

Unidentified Female:
Welcome to Verizon Wireless. The wireless customer you called is not available at this time. Please try your call again later. Announcement one, switch, one, one, nine, dash, two. Welcome to Verizon Wireless. The wireless customer you called is not available at this time.

Unidentified Female:
Alright. I am not sure whose line that is.

Unidentified Female:
– Please try your call again later. Announcement one, switch, one, one, nine, dash, two.

Unidentified Female:
Robin, is that you by chance?

Jennifer Murphy:
Well, if anyone is on a Verizon mobile phone, then, yes, it maybe.

Unidentified Female:
Yeah, no kidding.

Jennifer Murphy:
Okay. It sounds like that is taken care of. Okay. Again, the last point here is – and most importantly is really that the bottom line is where I don't want to get into. Because it really does not matter sort of more of the political issues around the opioids issue. What we know is there is essentially a of lack of evidence for chronic opioid therapy benefit over the long haul. We do have evidence that suggests that there are some significant risks for chronic _____ [00:09:07] opioid therapy. 

What we are talking about is really a cost benefit analysis. What we see is that the benefits generally speaking do not outweigh the costs. That is really why we ended up tapering for the most part. Unfortunately, what we know is when we taper in the system – at least, we all work it – and certainly, I am sure that it is true on the outside. But I can only speak to being here. What I know from the field of providers and also patients is that at times tapering has not been handled in the most clinically sensitive or therapeutic manner. 

There are various reasons for this. We know that providers may struggle with some of these directives and not necessarily know how to manage patient reaction of behavioral health providers and other staff; which absolutely includes RNs, and a lot of the people who provide such significant support in primary care. They tend to feel underprepared to a _____ [00:10:12] opioid tapering. One of the most important points at least for me again from a clinical perspective is that I do think that there has been at times insufficient explanation or information provided to patients about why this is happening? It is not to say that it is inappropriate medically. But when we do not provide the information and context to the patients, then we are not there to sort of talk them through things. 

There is increased issues that often result in some anger and frustration; which I am sure that you are all used to dealing with. That sort of brings us to the discussion of clinical characteristics, which I just wanted to touch on. In this particular population; and I will say in general here, my_____ [00:11:15] that the National Pain Strategy. I didn't have enough time. This is something I could talk about for a very long time. I had to sort of edit what I was focusing on in this presentation. 

But I would like to, without having a slide, direct you all to please look at the National Pain Strategy, which was released recently. Its focus is more on kind of looking at what is good pain care across a number of different areas and areas for future research. But they sort of termed something high impact chronic pain; which is really what we may have referred to previously. The most similar, I would say would be chronic pain syndrome. But those who are potentially the most sort of intractable in nature or highest healthcare utilizers and some of our most challenging patients. Just sort of keep that in mind in terms of this is probably for the most part the patients I tend to be focusing on during this presentation. 

What we know is that up to about 43 percent of those with opioid use disorders have co-occurring psychiatric disorders. 

There are studies that indicate that affective disorders are potentially associated with lower pain tolerance, higher medical noncompliance, and higher rates of hospitalizations. Although contrary to clinical guidelines, and what we know as probably_____ [00:12:41] indicated in our practice, that those with mental health disorders such as PTSD, and a history of substance use disorder are actually more likely to be prescribed opioids then at higher doses. Again, even though our clinical guidelines would sort of point us otherwise. The reasons why that may happen maybe well, some of you have some insight into. But we will sort of get at that as we go along here. 

What we know in this population is we have a high level of medical and psychiatric comorbidities. I would just highlight low frustration tolerances is often something that we sort of find. Again, just a host of potentially medical complications as well. Psycho-social issues around marital relationship problem, unemployment, underemployment, and various financial stresses; as well as role struggles that really may be often more related to just chronic pain itself. 

A lot of the things that are related to trying to manage chronic pain and remain a contributor to your household. Whether that is financially or otherwise. This population tends to also have a lot of frustrations with the healthcare system. Partially because of some of the things I have touched on already. But we may see people who are suspicious of healthcare providers. Angry at the system for perceived injustices potentially. Iatrogenic escalation, I view as one of the key pieces here. This is we prescribe medication. 

Then over time, more and more medication is needed to maintain any therapeutic dose. Then we are no longer getting any benefit reported. But somebody is dependent. From the patient perspective, I would say we prescribe these medications to them. Now they are being treated like they are a drug abuser, and drug seeker, or and that being – feeling like a very unfair situation for them to be in, I feel understandably. More of the chronic pain characteristics, I think overall. This is a patient population that also feels sort of misunderstood by providers and not heard. That is the single biggest frustration that is reported by them; and just feeling kind of not heard. 

That is something that we see in the literature. One of the reasons why is because they may just not have received kind of appropriate pain education. Again, I do not have a ton of time to focus on in this presentation. But if you are interested, I would be happy to share anything that would be helpful on that line to developing really a reasonable set of expectations in a long-term management plan. That kind of leads us to one of the key pieces I think of beginning and appropriate behavioral management is to conduct a really good evaluation of the patient that you are dealing with. 

A good pain focused clinical interview is critical. What we know is this is true for CBT or for rehab. It is certainly true for_____ [00:16:05 to 00:16:09] question at least for me that just sort of gets at that and gives me the information I need is just what does a typical day look like for you? Because that provides a lot of insight into what function actually is. Somebody may be very focused on medication. But if the reality is that they are spending a lot of their day in a recliner inactive. There are problems in their home. They are not working and things like that. 

This gives us a good idea of sort of what a current functioning looks like. A history of substance use is really important. I think that it may be that somebody is not drinking or using any drugs currently. But I think it is always good to keep in mind that opioids at least is not something I have seen in my career. They used to use other substances. Now they use opioids. The reality is this kind of starts to give you an idea that this person tends to be sort of that old term, a chemical coper. That is someone who tends to cope passively through those sorts of means. 

You want to keep that in mind when you are talking about tapering. This is something you want to stay aware of. Also, of course, the concurrent use of benzos. This is again, increasing in tension as far as the risk escalation with benzo and opioid use. The contraindication for those being prescribed together. I would also say you also want to really focus on self-harm behaviors and the history of hospitalizations since this. The chronic pain population is at higher risk, the period for suicidality. But when it comes to opioid use that is increased. You want to find out about that. 

In general, I think it is important in your evaluation to just get a sense of what are the types of coping skills that they are used to using? If you see that the trend is definitely towards passive coping; which again in the population I have worked with more generally, that has been the case. If they may not have been offered other options for developing skills. It is not to say that they are not able to develop those. But if they have not used them in the past, it is something that you want to certainly think about. 

In terms of considerations, when we are starting out with these sorts of patients. Whether this is in primary care or a specialty area, rapport really – of course, that is sort of a no-brainer, right. Rapport is always important. I happen to think it is particularly important in this population. At times, a little bit more challenging to get especially if you_____ [00:18:58] with some frustration and things like that. I think a key here is letting people sort of vent to you, allowing them to talk about what's happened to them. 

Again, and potentially talk about some of those perceived injustices; and go ahead and provide empathy, meaning that sounds really frustrating. That must have been really difficult for you. Really, supporting them in normalizing those sorts of feeling while at the same time not necessarily saying yeah, you should stay on X, Y, or Z. Because we will just assume at this point that is not the plan. 

In terms of the evaluation, I think some of the critical pieces of getting an idea of who the person is really impacts how tapering needs to be addressed and discussed. Where your focus needs to be. This has a huge impact on potentially motivating the individual for change, facilitating readiness to change; but also, just really understanding what is important to this person? What does this person value? What is sort of going to resonate with them in terms of your approach? 

You need to stick to those particular pieces. Because that is what is actually going to keep the person engaged and where you are going to be able to sort of meet them where they are. I will just kind of tell you. My background is not in_____ [00:20:33] and commitment therapy. It is also not in MI. Those things did not exist or were not so much in the forefront, again, when I went through my own training, and as I have sort of worked. However, I sort of knew all of those things. Trying to facilitate acceptance and also really working with what the individual values, these are important things in increasing motivation. Certainly if you have those other skill sets, those are things that can be incorporated and very helpful when you are working with this population. 

To get into kind of the meat of the challenges and the strategy needs – so what is our biggest challenge? One, I think one is just that often the patients who need opioid tapering the most are the ones who want it the least. The challenging patients are not the ones who tend to show up and say yeah, I am on this fairly low dose. Says, I am happy to taper off. I am motivated. Again, my focus is really going to be on people that are more resistant to the idea. They may be more focused still on medical solutions, a biomedical model._____ [00:21:47] did not get into sort of the need for sort of a biopsychosocial model here since I am focusing on so many other things_____ [00:21:56]. 

We know that chronic pain management in general needs a biopsychosocial model in order to address everything adequately. While the biomedical piece is one piece, it is insufficient to really optimize management. This is also a group that may not have fully acknowledged; or may not be fully aware of how opioids have impacted their lives in negative ways and are not beneficial to functioning. If you can sort of elucidate some of those things, that is certainly recommended. Others may just not care. Because frankly, this is in a certain way – the phase I have heard the most. It takes the edge off. They do not really have any other way that occurs at this point. 

One thing I am going to talk a little bit later about – and just mention at least the role of significant others in this process. But I would say that when you are trying to get somebody to talk more about how opioids may have impacted their life in negative ways or are not beneficial to functioning; which again, this conversation is part of getting somebody more on board with tapering. Sometimes, especially when you are not getting that from them, asking what do you think your wife would say about…? Does she think that there has been any negative? Or, what do you think your kids would say? 

Sometimes facilitating that conversation with maybe what others might suggest can be_____ [00:23:37 to 00:23:40] in initiating a taper and tapering is fear. Fear is absolutely without question the single strongest factor that you have to deal with in the population. Even when opioids are ineffective or minimally effective, it is often difficult to imagine life without them especially when they have been on them for a long time. I always think of it as kind of the – I don't know if any of you have heard this phrase before? But kind of just the maybe the how you know is better than the one you don't; so, more of a fear of the unknown. Even if they are not terribly happy; and oftentimes, they are not necessarily stating that their lives are wonderful. Their functioning is great. But their reality is, is this is familiar. 

They don't know. Especially again, people who have been on opioids chronically for many people – years. They cannot really imagine what life would look like without them. At least this is familiar. That is a very powerful piece of things. Familiar to many of you, I am sure the clinical care – the clinical interaction is often characterized by the sense of kind of desperation. This need for being able to access opioids on an ongoing basis. 

Again, that desperation that I think is often sort of borne out of fear. Some people, it may seem more of a passing worry. Others truly are panicked. I have had many calls from people who are crying. I mean, it is just a very difficult place for people to be. Because they really do not know what to expect being off of the opioids. Again, this familiarity breeds a significant psychological dependence. 

That is really sort of where we are – kind of where I am kind of going to focus here. The fear factor – I think the important piece. I am just going to highlight a few of these topics. Because I think they are the things that come up the most and sort of potentially ways that you can talk about those or address those. One, just asking the person. What are you most worried about? Really trying to talk it through with them and flesh out these _____ [00:26:00 to 00:26:10].

We have to be confident as providers. Because if we are not confident. If we are exhibiting our own sort of anxieties, then that is not going to give confidence to our patients. I think it is important to think about these things and how we might talk about them. What we know about the fear about increased pain. This is very important. Overall, we know that this is evidenced based. 

We have a lot of studies to support this. I referenced some here. Patients do not report increased pain when they taper from opioids. In general, pain level actually remains the same. It is not significantly different. What we actually see is that there is in fact improved functioning; and even at times a decreased pain level, which may be related to something along the lines of an opioid induced hyperalgesia where we actually have people whose sensitization has become greater because they have been on opioids for such an extended period of time. 

Taking them away, we actually see a pain reduction. But in general, I think what we see is a fairly stable level of pain intensity but improved function, which is born out of things such as decreased sedation and improved clarity, improved energy, and less fatigue, and those sorts of things. Hopefully improved functioning that also may come from other modalities that are occurring at the same time in terms of teaching the patient skills and other things to engage in. 

It is very important when it comes… I think that is a powerful thing to discuss with patients. It is important to educate about the need for a big picture strategy. Again, we are talking about the biopsychosocial model; and when we are talking about chronic pain period. Medication is one small piece of a very big puzzle. Having appropriate medication as a piece of managing pain; and more importantly, helping to facilitate improved functioning, which is really what rehab and the rehab approach is; which is where my foundation is. 

Medication, sure, it is a piece of it. But it is a very small piece of something. I also think it is…  This is sort of – I put this in here because I feel like it is in the media so much. This word pain killers, there is nothing that is a pain killer. At best, we have some safe medications that potentially can help manage pain to improve functioning. But nothing is going to kill pain be it opioids or – people's pain is not a zero. This is not a pain killer. This is something quite different.

Again, this decreasing opioids does not mean no meds. Taking people off of meds completely. This just means safer, and wiser med choices of which there are many. I think also kind of finding out what does this drug do for you? Typically, the answer to that is not going to be it reduces my pain and improve my functioning. If it reduces pain – say it takes pain from an eight to a seven, or a seven to a six – I think if we dig in deeper and ask. 

Again, and getting a picture of functioning or a pain reduction from a seven to a six; two or three hours for the two hours after you take it. That is not really enough to justify the chronic view. It is possible that some could derive pleasure and euphoria. But I do not think that is true for at least in my own experience. The vast majority of people. These are not people in generally that are using these drugs recreationally. I do think that the primary whole is this whole taking the edge off. This softening of life – this numbing of everything including psychiatric symptoms a lot of the time.

It is important to go ahead and acknowledge that. That you understand that has been a comfort. Instead, say that we have this sort of shift into a more active approach – a safer approach to medication; and also, a more active approach to managing your pain which involves you doing more. 

Withdraw is another issue where I feel like a lot of people have a lot of fear. Providers are somewhat uncomfortable. I think it is important to talk through physiological dependence. I think a lot of people when it gets into the withdraw piece are very defensive about being and feeling like they are being accused of being a drug abuser. I think it is important to say this is about physical dependence. This is the case for everyone. This is not about you doing anything wrong. This is just what has happened physiologically as a function of taking these medications. It is possible that there is going to be, of course, some withdraw, if you want to use that word associated with tapering down. 

Being specific, this is really I think a personal call. I don't think you want to sit there and list all of the possibilities that may occur during withdraw. Because to me that sort of can generate more anxiety. But something like being a bit more restless and having difficulty sleeping. Then suggesting some specific techniques that you can employ to help combat some of those experiences like relaxation techniques and other approaches that may help them during a withdraw period is definitely recommended. 

I think it is important to provide and explicit information. I think it is also important to be honest, and direct, and open with your patients. I think for some reason people have a lot of discomfort with that. Speaking of discomfort, this is also my own kind of language. But I prefer it. I think this is an important kind of way potentially to help talk about withdraw. That discomfort and pain are different. 

While they are coming off of an opioid, there may be some increased discomfort. That does not mean that the same as pain. Typically, it is because again, they are taking something away from their body that it is used to getting. There is potentially a craving there much like cigarettes in that this is a normal experience to have. This does not mean – this does not equal increased pain. It just means that yeah, your body is going through something. What are different techniques that you may be able to use at those particular times? 

In general, a reasonable flow outpatient taper should really mitigate significant withdraw. I also think it is very important to go ahead and distinguish for people. Make the distinction between stopping cold turkey and tapering. The whole point of tapering is that this is reasonable, right. We are doing this kind of a slow and steady taper. We are not cutting you off cold turkey. Clearly, with that particular – with stopping without the taper, then yes, there is clearly going to be increased discomfort for the majority of people. 

I think that again any withdraw though is something that does not constitute an emergency. I think we need to make that clear and come up with a plan. What are we going to do if you feel this way? If you feel that way? Behavioral strategies, go for a walk. Call this person. I mean, think of it almost like a safety plan. I'll call my sister or go for a walk. Engage in relaxation techniques; do and so really have specific things that can be implemented during difficult times. The no alternative thing, I mean, I think_____ [00:34:31] at getting better, and better, and better as a system at how many options we actually have that would be considered alternatives and things that we can offer to people. Perhaps the pain rehab program is the way to go. 

Maybe there is someone that can offer cognitive behavioral therapy or acceptance commitment therapy individually or in a group. Rehab options are the key. PT, OT, and getting people involved in pool therapy. Rec therapy is magical and maybe some adaptive sports and things like that. Also, making sure again that safe analgesic options that either have not been trialed or have not been trialed appropriately which is so often the case. Or, people discontinue early or have not reached the therapeutic dose, revisiting those options. But the importance of developing a concrete plan is really important to help_____ [00:35:23] and patients so that they feel like you are not abandoning me. You are not leaving me high and dry. We have a plan for what we are going to do. 

Perhaps most importantly, I do not feel it is the right thing to take something away without offering something to the patient. I think that we are decreasing something appropriately. But we have all of these other things that are actually better foundations for you for managing pain. Here are some options. They may refuse. That is their decision. But you certainly want to offer those things. Make a strong case for them, and why this makes sense. 

I also just wanted to point out since it is one of my own little things. Most things referred to as quote alternative treatments are the ones with the strongest empirical support unlike a lot of the medications; things like cognitive behavioral therapy; especially interdisciplinary rehabilitation. By all means, please refer to those therapies. As far you know, this thing that we face a lot of times, this needs for opioids. But, what if they need them? These sorts of statements by patients; if you will not give me what I need, then I guess I will have to go to the street to get them, or to someone else to get them. 

These are the kinds of things that I think…. I am really running short on time. I am going to try to just keep pushing through things. But, I gave a few items at the end here where I think that providers get really pulled into these sorts of statements. The reality is again that we have to do the right thing. We have to make the right choices. We have to provide support to patients. This sort of thing, which is essentially a threat to us; this is not something that we can respond to, frankly. 

No one has to go to the street to do anything. I mean, if someone needs substance use treatment, then by all means referrals are in order. That certainly should be offered. But this does not mean that a treatment plan change is in order as far as the tapering schedule goes. Reinforcing the rationale and that we are really trying to maximize safety and minimize risk. That is really where our job is. Other issues that come up. I think it is really important to mention. 

This is why we need behavioral health providers involved. It is very typical that an increase in psychiatric symptoms occur during or following opioid tapering. Because opioids are used as kind of a catch all; again, with the numbing of life and the numbing of things. It is often masking emotional symptoms as much or even more potentially than pain. There may very much be an increase in psychiatric symptoms such as anxiety. Things that have not been appropriately treated such as PTSD. I think it is very important to refer for evaluation and make sure that we are not only handling those as best we can in terms of educating patients and sort of saying opioids have been doing a lot of different things for you. 

One is that it has been sort of numbing these other feelings. Now, some of this is…. You are experiencing this for the first time in a very long time. We need to also with those issues come up with a good way to address them. During tapering, I think it is important to just know that this is a population that tend to be somatizers. You can expect that there is potentially going to be a focus on any withdraw symptoms and potentially some catastrophizing around those withdraw symptoms. 

Again, which I think is a reason why we need to provide education. Also, I just wanted to mention. I think there is a variability in the responses. Well, I know there is a variability in responses as far as withdraw effects. My own clinical experience certainly has shown me that things like the fentanyl patch or particularly difficult tapers; just as providers to be aware of that. The longer half life of methadone, I think is also something that is important to keep in mind – just knowing that there is going to be a lot of different presentations. 

Some people do really well in the beginning of a taper. Then as it goes along, they tend to regress and have a harder time. For others, the beginning is actually the most challenging for them. But then as they move forward, it actually improves significantly. Just sort of knowing that the clinical presentation is so variable. That is going to require you to intervene differently at different times for different people. Some people need more attention in the beginning. Some need more later. All certainly need support along the way in a more general sense. 

I wanted to touch on kind of also the social setting in the role of significant others. I think it is very important also that we are providing education to the social network. Whether that is spouses, parents; if there is an adult child that is involved. Oftentimes, these individuals need the same kind of education regarding what is effective chronic pain management? Why are we making these decisions with medication? They may not understand those. Typically they do not. They need to be enlightened as well. 

There is a continuum. We have people that are sort of at one end, which would be the most dangerous end of course, where they may be sharing medication or potentially diverting medication, and things like that. I am going to sort of touch on it here. It is kind of solicitous on one end where we have folks that are really unwittingly I would say fostering dependence. Maybe they are very used to their spouse kind of being in the sick role. They also view opioids as kind of an answer, or the answer. 

Then there are other folks where the significant others are actually very much – can be almost an ally in the taper. They are providing positive feedback. Kind of the flip side of that is that someone is threatening to leave the person, if they do not come off of them. That is not a great way to frame it, of course. But it is a motivator for individuals. Their family is valuable to them. That could at least be helpful. 

To get into provider considerations, I of course, would say that triaging appropriately and knowing your limits as a provider; and referring to appropriate people on your team, or other people in your hospital. Substance abuse, there is a role for Suboxone. I am not going to get into that. But it is something that is worth discussion potentially for particular patients. I am biased. My own heart is in pain rehabilitation and interdisciplinary care; things from multiple perspectives at once with a consistent philosophy of rehab. Psychological interventions that people may need to do. Basically just referring and using the resources that you have as effectively as possible. 

In general, I think having a concrete plan for success is critically important. Not just talking about things in a more vague or general sense; but to really come up with one, again, digging into fears and challenges that are expected. Anticipating obstacles and coming up with concrete ideas for what are you going to do when this happens? What are you going to do when this happens? Making yourself available as a provider, but also fostering some of those self-management strategies; again potentially social support and resources. But being very concrete and planning for that is the best way to really optimize success. 

Quickly, I mentioned that I think one of the biggest issues that providers, at least the questions that I hear are really providers that feel pulled and pressured to do certain things. I think that it is just really important to be fact based and not emotion based. I think it is very easy a lot of times to get pulled into feeling all sorts of things. Guilty, I mean, people are hurting. They are in pain. It is difficult to make distinctions sometimes. 

But I think it is important to remember that if we are doing something ensure safety, and minimize risk; and knowing that this is not something that is advisable for the long-term. That you have to sort of stay strong in knowing that this is actually the right thing and the most therapeutic thing. I am not going to have time to get into this. I was referencing, I did the symposium a few years ago with these wonderful colleagues listed here. These are sort of some of the themes that we came up with; mainly four things that patients say. 

Like these were some of the examples. I will highlight that I don't think I can go on living without these medications. Again, I think that there are sort of two things to keep in mind there. One is if someone is suicidal, legitimately, we obviously want to do an assessment especially in this population. We want to follow appropriate clinical care. I also think – and I will just say that at times again, I think that there can be…. Some of this is used to try to pressure us to do particular things. 

I think that once you have provided all of the information; and you're making appropriate decisions. If someone is saying something like that, then you just sort of need to say, okay. Well, let us walk to the ER then. Let us get you checked into the Psych unit. Just sort of take it from there. Again, you want to assess for risk appropriately. I think you also want to go ahead and be really direct and not let that be something that sways what is in fact, an appropriate decision. I also know that this – that the complaint with your facility. 

As long as you are doing the right thing, and you are able to justify what you are doing clinically as the safe choice for the patient. You are offering alternatives, then your director and congress are going to be supportive. Trust me. I have responded to many congressionals. This is something that as long as you are doing the right thing and you can justify it. Of course, you are documenting appropriately, everything will be fine. 

Key messages, I think – reassuring the patient that you are not abandoning them. That is really important. I think a lot of times people feel like they are being cut off and left high and dry, that sort of thing. The right thing is often the most difficult thing. As a provider, I think it is important to remember that. It is like with kids or something, boundaries are very important. It is easy to say yes. It is hard to say no. Everyone knows that. But it is important to sort of stay true to doing the most therapeutic things. 

To really know that your focus is on minimizing mental and physical distress. How can you do that? By addressing these fears and referring appropriately; and knowing that you are ensuring optimal safety for these individuals. But it is important to be empathic but not apologetic for doing the right thing. To just kind of know that is helping. You are not doing the wrong thing. This is actually what helping looks like. 

I am just going to stop there because I am over the time I was supposed to be talking. We want some time for questions. I am going to I think refer back to Molly who is helping with things to sort of take over so we can address some questions.

Unidentified Female:
Thanks Jennifer. 

Unidentified Female:
Actually, this is…. I am sorry. I was just going to ask Jennifer. Can you put up your final slide with your contact information? Then Robin will moderate the Q&A. Thank you.

Robin Masheb:
This is a great presentation. Thank you so much, Dr. Murphy. We had a huge audience, too, for it. Some great questions have arrived. If you have other ones, please keep sending them. Can you talk about whether you have some sort of algorithm either ringing or in your head for making decisions about how to refer a patient to these other…? 

I love what you said about alternative treatment when in fact, those are the ones that have the greatest efficacy. Things like outpatient and CBT for chronic pain; or other things, acupuncture, physical therapy. Or, how do you decide when somebody needs to go to a residential program for opioid withdrawal as opposed to_____ [00:49:05] the outpatient program?

Jennifer Murphy:
Yeah. I know people love algorithms. Unfortunately, I think unfortunately with the work we do, it tends to be a little bit more complicated than that. I will certainly give you my best answer. In general, I guess the way I feel that chronic pain is managed most appropriately is through active modalities and interventions. 

What we want to do is get people involved as early as possible with things like CBT for chronic pain or an intervention that primarily is teaching self-management techniques. What can somebody actually do independently to manage the symptoms of chronic pain? Things like relaxation techniques are so important. But also, really the physical activation piece; and really – and the education is so important. 

I think that when it comes to referral; I mean, yes, you want to confer with the patient about what they are willing to do. Having said that, I am certainly – I try to be as persuasive as possible in providing the patients with the justification for this is the chronic pain cycle that is happening. Moving, you have become physically deconditioned. You become isolated in every way. You are having all of these negative mood symptoms. We have got to get you out of this rut. You are stuck. Let me try to help you get out that. Part of getting out of that is by making some of these behavioral changes. It is very difficult. I know that. But it is critical in optimizing success for our patients. 

What you have at your disposal. I mean, if the person is open to a referral to pain psychology or a psychologist that is trained in one of these modalities. Then by all means, I would refer them. If they are open to physical therapy; if they are open to pool therapy. I feel strongly about providing recommendations. Then, just seeing are you willing to even try it? Are you open to even trying it? What you are doing now is not working. Are you willing to even try this? 

As far as inpatient goes, the Tampa program is the only inpatient chronic pain rehab program. We happily accept referrals from all over the country. We are able to taper anyone that is on essentially 200 morphine equivalent dose while they are here. Even if they are not on opioids, that is wonderful. What we are doing is really a comprehensive pain management program. I think the question should really just be could this person potentially benefit from interdisciplinary pain management? 

If you think that they could; which for most people that answer is a yes. Then feel free to refer them. I mean, I think that you want to try if you are able to see if someone who is more high functioning can engage in something say locally; and may not need the intensity of a program. Or may not be able to engage in a program; then by all means, do sort of more of the piecemeal approach, which is what tends to happen. 

But, if you do have any in the_____ [00:52:43] program near you that is helpful in conjunction with maybe an outpatient medical tapering. Again, I think doing things concurrently is how we can optimize success. Because you want people to be gaining skills and knowledge while you are going through the tapering process.

Robin Masheb:
It sounds like you spend a lot of time making a shared decision with the patients.

Jennifer Murphy:
Right, I mean, I am into making strong recommendations and then seeing what the patient response is. If they have questions answering those and are really trying to…. If they are unwilling to engage, then they are unwilling to engage. There is really nothing you can do about that. But providing the education to them and addressing their concern is a big piece of it. I think we have to work also some of the time to at least help get them into therapies and provide a justification for why it makes sense.

Robin Masheb:
Can you talk a little bit about how you get your ideal patients for a tapering? How they are identified? Is there any guidance on opioid tapering for our patients who are undergoing surgeries and who are like elective major surgeries? Is there any literature on that? 

Jennifer Murphy:
That particular question, I actually do not have…. I am not sure about the surgery question. I mean, I think right now, what we are facing is that as a system, it appears that we are sort of looking to taper people that are really at least off of the top. Right now, anyone who is on more than 100 morphine equivalent per day is really being viewed as – I'm not sure. I think moderate to high risk, so kind of anybody who is over a 100. 

They're really looking at those individuals and saying these people really need to be tapered down and potentially off. It starts to get a little complicated with the dosing. I mean, I do not think when we talk about an ideal patient for tapering. The ideal patient for tapering is the one who wants to get off of the medication. But that is not really where our problems come into play. It is the rest of the people that really do not want to come off of the medication. But medically, it is indicated that they need to decrease and potentially come off completely. They do not want to. That is sort of what we seem to be facing more than anything these days, particularly creating a lot of problems in primary care. 

I guess it is – I think a lot of providers are just right now looking at, okay, I have these people. If they are on potentially more than 100, I'm essentially getting the message based on a lot of these guidelines and recommendations that they need to be tapered down. How can we sort of as a team best approach or bets help this person because we are going to reduce this? What are the other resources that we have to try to make this as a successful as possible for the patient?

Robin Masheb:
I just see we have a few more minutes. I am going to try to maybe get in a question or two about kind of how do you approach this? One example was how do you gain buy in from family members in the social circle? Again, we just have about two minutes now.

Jennifer Murphy:
I think it is the exact same as how we get buy in from the patient. I really feel like it is just education around risks and benefits, and around facilitating independence; again, really a potential for long-term adverse effects. Providing education to them about what effective chronic pain management really is which is facilitating self-management. The need for their family member to be involved in that. Also, talking to them about what are the ways that they can help facilitate success in their family member which is frankly being more actively involved in management. 

Getting moving and not – explaining to them that this person can do more than they think they can or than you think they can. We are going to do everything we can to help improve the functioning for them and for you; and to try to help make your life better. Get you both back to doing more of what you used to do and what you like to do. It is not necessarily – I mean, I think one session can be really helpful. But really the approach is very similar with family members.

Robin Masheb:
Thank you, Dr. Murphy. We have so many more questions about how would you address this? How would you talk about it? I am going to work with Molly to make sure that we get those questions to you so you can respond to some of our audience. Just one more reminder – 

Jennifer Murphy:
Okay. You can share those questions with me or no?

Robin Masheb:
We will figure out a way to do it.

Jennifer Murphy:
Okay. I just want to tell people. I'm sorry. I know I didn't give enough time for questions. But I would be happy for you to share those questions. I would be happy to respond to everybody via e-mail. I do that frequently. I would be happy to do it. 

Robin Masheb:
Well, we will figure out a way to get it done. Because this is just terrific. I know that people wanted to hear so much more. But we are unfortunately out of time. I just want to ask people to hold on for another minute or two for the feedback form. If you are interested in downloading the PowerPoint slides from today, please go to the reminder e-mail you received this morning. 

There is a link. If you are interested in downloading the slide from any of our previous sessions, you can do an Internet search on CA Cyberseminars archives. You will be able to use filters to find previous sessions that you might be interested in. If you would like confirmations for your attendance today, just e-mail us at Cyberseminar mailbox immediately following this session. 

Our next Cyberseminar will be with Dr. Diana Higgins on Tuesday, June 7. She will be speaking on Behavioral Management During Opioid Tapering. Wait, that is your talk. I did mess that up. I'm sorry about that. That announcement will be sent out. We will get the name of her talk. We are going to be sending out registration information around the 15th of the month. I would like to thank everybody for joining us at this HSR&D Cyberseminar. We hope to see you at a future session.

Unidentified Female:
Wonderful, thank you so much to Drs. Murphy, Masheb, and Dr. Kerns for setting this up and presenting today. We really appreciate you lending your expertise to the field. I am going to close out the session now. For all of our attendees, please wait just a moment while the feedback survey populates on your screen; and take just a second to fill out those few questions. We do look closely at your responses. It helps us to improve sessions we have already_____ [01:00:09], as well as facilitate new sessions on different topics. Thanks again to everybody. This does conclude today's HSR&D Cyberseminar. Have a great day.

[END OF TAPE] 
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