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✓ Know the basic differences between acute pain 
and chronic pain

✓ Identify key elements in determining 
appropriate acute pain and post-op pain 
opioid management

✓ Explore challenges and opportunities in treating 
acute pain as it moves to chronic pain



PAIN MANAGEMENT – 1990s
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Aren’t opioid pain medications like OxyContin Tablets 

“addicting?”  Even my family is concerned about this.  

Drug addiction means using a drug to get “high” rather than to 

relieve pain.  You are taking opioid pain medication for 

medical purposes.  The medical purposes are clear, and the 

effects are beneficial, not harmful.  If you or your family have 

concerns about addiction, please talk to your doctor or another 

member of your healthcare team.  This fear should not stand 

in the way of relief from your pain
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https://www.youtube.com/watch?v=pkeQifzvSNE  OxyContin patients, then and now
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THE OPIOID EPIDEMIC – 2020s
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✓ Know the basic differences between acute pain 
and chronic pain

✓ Identify key elements in determining 
appropriate acute pain and post-op pain 
opioid management

✓ Explore challenges and opportunities in treating 
acute pain as it moves to chronic pain



CASE STUDY – ACUTE PAIN
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81 yo WF brought into ER by husband after 
syncopal episode around suppertime. She 
had Rt carpal tunnel surgery yesterday 
and has been sleeping most of the time 
since she got home.  
She states feeling fine but groggy. Her Rt 
wrist is 3/10 pain, tolerable. She is on no Rx
meds and has no chronic illnesses.  
BP 100/55, HR 88reg, RR 16. Wt-101 lbs. No 
postural changes in VS.
Lungs clear. Heart reg. Neuro exam nl.

Meds: Oxycodone 10 mg 1 po q4h prn pain 
(#30) – given post-op after same-day surg.

Dx: Iatrogenic syncope, secondary to 
medication

Discontinue oxycodone.

Opioid dosage x conversion factor x # of pills = MME

10 X 1.5 X 30 = 450 MME



TYPES OF PAIN
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PATHOPHYSIOLOGY OF PAIN
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seconds

milliseconds

minutes to months

1st tier

2nd tier

3rd tier

Pain Catastrophizing
“the pain is going to overwhelm me”

Maladaptive Thinking/

Maladaptive Behavior
“kinesiophobia” – fear of movement
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PAIN MANAGEMENT
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https://www.aafp.org/family-physician/patient-care/care-resources/pain-management/aafp-chronic-pain-management-toolkit.html

https://www.aafp.org/family-physician/patient-care/care-resources/pain-management/aafp-chronic-pain-management-toolkit.html
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✓ Know the basic differences between acute pain 
and chronic pain

✓ Identify key elements in determining 
appropriate acute pain and post-op pain 
opioid management

✓ Explore challenges and opportunities in treating 
acute pain as it moves to chronic pain



Opioids for Acute Pain

• Opioids generally considered effective for acute pain
• But, recent data indicates that opioids may be no more effective 

than an NSAID alone for acute pain

• In LBP adding oxycodone/acetaminophen to an NSAID did not 
improve pain or function at 1 week (Friedman BW. JAMA 
2015;314:1572)

• Use of opioids for “minor” pain associated with increased 
risk of long-term use
• Versus no opioid use, opioid within 7 days of minor surgery associated with 44% 

increased risk of use at 1 year (Alam A. Arch Intern Med 2012;172:425)

• Prescribing excessive quantities of opioids for acute pain resulting in 
leftover opioids
• Source of diversion and unprescribed use

• More judicious use of opioids for acute pain
• If used, limit opioids to a 3-7 day supply for most acute pain



OPIOIDS IN PAIN MANAGEMENT
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Generalizations to consider:



OPIOIDS IN OUT-PATIENT ACUTE PAIN 
MANAGEMENT
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• Three providing groups:

• Ambulatory care clinics 

• Acute care clinics

• Emergency departments

Participating Groups and Measurable Goals

• Goals:

• 90% of all opioid prescriptions for opioid naïve patients will be 

≤ 100 MME/prescription 

• Average total MME/prescription will be < 100 MME

• Total MME accumulative in all opioid Rx ≤ 700 MME

ICSI: Institute for Clinical Systems Improvement



OPIOIDS IN OUT-PATIENT ACUTE PAIN 
MANAGEMENT
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GOAL: adequate pain relief without over-prescribing

opioids which have potential for misuse or abuse

Measures opioids in total MMEs per prescription.
[Recommend ≤ 100 MME in total prescription (Rx)]

Avg MME/RX ≤ 100 MME Less than 10% of all opioid Rx > 100 MME total



CASE STUDY – ACUTE PAIN
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23 yo BM comes to ED with acute ankle 
injury playing football. He rates the pain as 
8/10 and swelling, ecchymosis, and 
tenderness along his dorsal foot and 
lateral ankle along ligament lines, less over 
lateral malleolus. Bounding DP, PT pulses.

X-Ray of Rt foot and Rt ankle negative for 
fracture.

Dx: Grade 3 right ankle sprain

Plan: 
Hydrocodone 10 mg 1 po q6h prn pain (#10)

Opioid dosage x conversion factor x # of pills = MME

10 X 1.5 X 30  = 450 MME
10 X 1 X 10 = 100 MME
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✓ Know the basic differences between acute pain 
and chronic pain

✓ Identify key elements in determining 
appropriate acute pain and post-op pain 
opioid management

✓ Explore challenges and opportunities in treating 
acute pain as it moves to chronic pain
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Generalizations to consider:
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https://www.icsi.org/programs/mn-health-collaborative-opioids/ 

https://www.icsi.org/wp-content/uploads/2021/11/ICSI-Opioid-Postop-Toolkit.pdf 
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• Surgical Departments:

• OB/GYN

• Orthopedics

• General Surgery

• Otolaryngology

Participating Groups and Measurable Goals

• Goals:

• Benchmark 25th percentile MME in relation to surgical specialty’s previous 

tabulated mean MME in total Rx

• Average MME/prescription tiered at < 100 MME, < 150 MME, or <200 MME

https://www.icsi.org/programs/mn-health-collaborative-opioids/ 

https://www.icsi.org/wp-content/uploads/2021/11/ICSI-Opioid-Postop-Toolkit.pdf 
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GOAL: adequate pain relief without over-prescribing

opioids available for potential misuse or abuse
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opioids available for potential misuse or abuse
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GOAL: adequate pain relief without over-prescribing

opioids available for potential misuse or abuse
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26 yo BF G3 P3003 in for elective C-section 
with term pregnancy of healthy male.  She 
has had an uneventful pregnancy to date 
and only med is prenatal vitamins.
VS: BP-110/60. HR-78reg, BP-128/68. RR-16.

C-section surgery is uneventful with normal
post-partum course and no complaints
from the patient other than 6 to 7 out of 10 
uterine and incisional pain.

Dx: Post-op Day # 2 post-partum 
multiparous female, stable

Plan: Hydromorphone 4 mg po q6 hours 
prn pain.

Opioid dosage x conversion factor x # of pills = MME

4 X 4 X 6 = 96 MME



CASE STUDY – ACUTE PAIN
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58 WM hospitalized for elective L4-L5 fusion
with rods & pins.  Has acute on chronic back 
pain and has been delaying surgery as long 
as possible. 

He is generally healthy but is unable to 
exercise regularly because of the pain.
He is a non-smoker.  He drinks 1-2 beers
daily, 10-14 per week.

No prescription meds. Takes ibuprofen prn
for his back pain.

Surgery is successful and pt. states the pain 
going down his back to his foot is gone. His 
incisional pain is 7-8 out of 10.

Dx: Post-op Day # , S/P L4-L5 laminectomy
with spinal fusion

Plan: Oxycodone 10 mg 1 po q6hrs prn pain

Opioid dosage x conversion factor x # of pills = MME

4 X 4 X 6  = 96 MME
10 X 1.5 X 30 = 450 MME
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✓ Know the basic differences between acute pain 
and chronic pain

✓ Identify key elements in determining 
appropriate acute pain and post-op pain 
management

✓ Explore challenges and opportunities in treating 
acute pain as it moves to chronic pain



PATHOPHYSIOLOGY OF PAIN
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OPIOIDS IN PAIN MANAGEMENT
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For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness

pause



Strategy for treating acute pain 
in the out-patient setting
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Benefits                   Risks

adequate pain 
control

misuse, abuse, 
dependence

overdose death

diversion

med side effects
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Strategy for treating acute pain 
in the out-patient settingNNR.24
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• First consider non-medication, non-opioid alternatives

• Try to identify patients at-risk for opioid dependence

• Limit opioid total dosage to ≤ 100 MME/prescription

• Discontinue opioids after acute pain episode (3 to 7 days)

• Have a disposal method for leftover pills
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• First consider non-medication, non-opioid alternatives

• Try to identify patients at-risk for opioid dependence

• Limit opioid total dosage to ≤ 100 MME/prescription

• Discontinue opioids after acute pain episode (3 to 7 days)

• Have a disposal method for leftover pills
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Strategy for treating acute pain 
in the out-patient setting

42

Narcan: automatically recommended Rx 
for opioid prescriptions > 100 MME total

Help the patient re-conceptualize their pain, their role in healing, 

getting them to be proactive rather than reactive.



Strategy for treating acute pain 
in the out-patient setting
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Visual tools in the toolbox:

Mindfulness Based Stress Reduction
Cognitive Restructuring
Assertiveness Training
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• First consider non-medication, non-opioid alternatives

• Try to identify patients at-risk for opioid dependence

• Limit opioid total dosage to ≤ 100 MME/prescription

• Discontinue opioids after acute pain episode (3 to 7 days)

• Have a disposal method for leftover pills



Risk categorization of substance use among the 
general population and the appropriate intervention 
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Before starting an opioid for acute pain…Before REFILLING an opioid for acute pain…



Screening for at-risk opioid use
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Drug Abuse Screening Test (DAST – 10)



Screening for at-risk opioid use
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Alcohol Use Disorder Identification Test (AUDIT – 10)

Unhealthy Drinking:

Binge Drinking & Excessive Drinking 

Men who drink more than:

• 4 standard drinks over a few hours

• 14 standard drinks in a week

Women who drink more than:

• 3 standard drinks over a few hours

• 7 standard drinks in a week

The STOP, START, CONTINUE Exercise:

What do I want to STOP doing?

What do I want to START doing?

What do I want to CONTINUE doing?



Screening for at-risk opioid use
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Opioid Risk Tool (ORT)

Predicting Aberrant Behaviors in Opioid-Treated Patients: Preliminary Validation of the Opioid Risk Tool, 

Lynn R. Webster, MD, and Rebecca M. Webster, PAIN MEDICINE, Volume 6, Number 6, 2005



ORT: Opioid Risk Tool

SOAPP: Screening & Opioid Assessment for Patients with Pain

COMM:  Chronic Opioid Misuse Measure

STAR: Screening Tool for Addiction Risk

SISAP: Screening Instrument for Substance Abuse Potential

PDUQ: Prescription Drug Use Questionnaire

No “gold standard”

Lack rigorous testing

Opioid Misuse Risk Screening 
Tools
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• First consider non-medication, non-opioid alternatives

• Try to identify patients at-risk for opioid dependence

• Limit opioid total dosage to ≤ 100 MME/prescription

• Discontinue opioids after acute pain episode (3 to 7 days)

• Have a disposal method for leftover pills



OPIOIDS IN PAIN MANAGEMENT
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For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness



OPIOIDS IN PAIN MANAGEMENT
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Calculating total dosage of opioids:
Morphine Milligram Equivalents (MME)

OPIOID CONVERSION TABLE



OPIOIDS IN PAIN MANAGEMENT
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Recommended Opioid Rx Dosing Limits For Acute Pain 

Acute Pain: measure opioids in total MMEs per prescription.

[Recommend < 100 MME in total prescription (Rx)]

Hydrocodone : Morphine (1:1) Oxycodone : Morphine  (1.5:1)
(Lorcet, Lortab, Norco, Vicodin, Vicoprofen) (OxyContin, OxyIR, Percodan, Percocet, Roxicet)

Hydrocodone 5 mg (100 mg = 20 pills) Oxycodone 5 mg (<100 mg = 13 pills)

Hydrocodone 7.5 mg (<100 mg = 14 pills) Oxycodone 7.5 mg (<100 mg = 8 pills)

Hydrocodone 10 mg (100 mg = 10 pills) Oxycodone 10 mg (<100 mg = 6 pills)



OPIOIDS IN PAIN MANAGEMENT

54

OPIOID CONVERSION TABLES

Morphine Milligram Equivalents (MME)

Morphine is the standard from which all other opioids are measured.

Natural (Opiates):

Morphine
Codeine

Semi-Synthetics (Opioids):

• Hydrocodone
• Hydromorphone
• Oxycodone
• Oxymorphone
• Buprenorphine
• Heroin

Synthetics (Narcotics):

• Meperidine
• Methadone
• Fentanyl
• Tramadol

OPIOID CONVERSION TABLE

opioid dosage X conversion factor X # of pills = MME
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For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness



OPIOIDS IN PAIN MANAGEMENT
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If opioid Rx ≥ 100 MME, it is recommended to prescribe NALOXONE 

Naloxone can trip severe & unpleasant withdrawal symptoms. 

Several doses of naloxone may be required to reverse an overdose. 
The reversal effect of naloxone does not outlast the sedating effect 
of many opioids.

Naloxone should be made available to patients and those around them…
• ≥ 100 morphine milligram equivalents (MME) total for acute pain
• ≥ 50 MME daily for chronic pain



Strategy for treating acute pain 
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• First consider non-medication, non-opioid alternatives

• Try to identify patients at-risk for opioid dependence

• Limit opioid total dosage to ≤ 100 MME/prescription

• Discontinue opioids after acute pain episode (3 to 7 days)

• Have a disposal method for leftover pills



Recommended disposal 
of unused opioids NNR.24

58

Old & expired medication 
disposal kiosks

Patients should be instructed to dispose of the opioids promptly at the end of the pain 
episode, although this rarely occurs, and patients rarely are instructed how to do so. There are 
several relatively straightforward options for disposal of opioids.

The FDA and DEA allow schedule II substances to be flushed down the toilet, but the 
Environmental Protection Agency does not endorse this. Many law enforcement centers 
have pill take-back facilities. Pharmacies typically do not accept unused medications. 
Pharmaceutical disposal bags with activated charcoal are available for safe at-home disposal. 
Alternatively, pills may be combined with dirt, kitty litter, or coffee grounds, crushed in a bag 
which is then taped shut and disposed in the regular trash. 

The safest approach to disposal of fentanyl patches is to fold them on themselves and flush 
them down the toilet. The best approach is the one that is most accessible to the patient, not 
requiring them to take their medication elsewhere.
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Opioid dosage x conversion factor x # of pills = MME

For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness



OPIOIDS IN PAIN MANAGEMENT
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Opioid dosage x conversion factor x # of pills = MME

For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness

5 X 1 X 120 = 600 MME5 X 1 X 120 = 600 MME



DSM-5: Substance Use Disorder
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DSM-5 Substance Use Disorder:  (11 Criteria)

1. Taking the substance in larger amounts or for longer than you're meant to.

2. Wanting to cut down or stop using the substance but not managing to.

3. Spending a lot of time getting, using, or recovering from use of the substance.

4. Cravings and urges to use the substance.

5. Not managing to do what you should at work, home, or school because of substance use.

6. Continuing to use, even when it causes problems in relationships.

7. Giving up important social, occupational, or recreational activities because of substance use.

8. Using substances again and again, even when it puts you in danger.

9. Continuing to use, even when you know you have a physical or psychological problem that   
could have been caused or made worse by the substance.

10. Needing more of the substance to get the effect you want (tolerance).

11. Development of withdrawal symptoms, which can be relieved by taking more of the substance.

Severity of Substance Use Disorders:

• Mild: Presence of 2-3 symptoms
• Moderate: Presence of 4-5 symptoms
• Severe: Presence of 6 or more symptoms
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Opioid dosage x conversion factor x # of pills = MME

For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness

5 X 1 X 120 = 600 MME5 X 1 X 120 = 600 MME



OPIOIDS IN PAIN MANAGEMENT
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Opioid dosage x conversion factor x # of pills/day = MMED

For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness

5 X 1 X 120 = 600 MME5 X 1 X 120 = 600 MME

For CHRONIC PAIN, general opioid Rx recommendation 
is ≤ 90 MME per day in illness

5 X 1 X 120 = 600 MME
10 X 1 X 100/30 = 33 MMED



OPIOIDS IN PAIN MANAGEMENT
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Opioid dosage x conversion factor x # of pills/day = MMED

For ACUTE PAIN, general opioid Rx recommendation 
is ≤ 100 MME total course of illness

5 X 1 X 120 = 600 MME5 X 1 X 120 = 600 MME
10 X 1 X 100/30 = 33 MMED

For CHRONIC PAIN, general opioid Rx recommendation 
is ≤ 90 MME per day in illness



ACUTE PAIN MANAGEMENT
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Questions



Working with communities.

✧ The SAMHSA-funded Opioid Response Network (ORN)

assists states, tribes, organizations and individuals by 

providing the resources and technical assistance they 

need locally to address the opioid crisis and stimulant 

use.

✧ Technical assistance is available to support the 

evidence-based prevention, treatment, recovery and 

harm reduction of opioid use disorders and stimulant 

use disorders. 
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Working with communities.

✧ The Opioid Response Network (ORN) provides local, 

experienced consultants in prevention, treatment, recovery 

and harm reduction to communities and organizations to 

help address this opioid crisis and stimulant use. 

✧ ORN accepts requests for education and training. 

✧ Each state/territory has a designated team, led by a 

regional Technology Transfer Specialist (TTS), who is an 

expert in implementing evidence-based practices. 
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Contact the 
Opioid Response Network

✧ To ask questions or submit a technical 

assistance request: 

• Visit www.OpioidResponseNetwork.org 

• Email orn@aaap.org 
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Substance Abuse and Mental Health 
Services Administration (SAMHSA)

Funding for this initiative was made possible (in part) by grant no. 

1H79TI085588-02 from SAMHSA. The views expressed in written 

conference materials or publications and by speakers and moderators 

do not necessarily reflect the official policies of the Department of 

Health and Human Services; nor does mention of trade names, 

commercial practices, or organizations imply endorsement by the 

U.S. Government.
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Approach: To build on 
existing efforts, enhance, 
refine and fill in gaps when 
needed while avoiding 
duplication and not 
“recreating the wheel.”



Overall Mission

To provide training and technical 

assistance via local experts to enhance 

prevention, harm reduction, 

treatment (especially medications like 

buprenorphine, naltrexone and 

methadone) and recovery efforts 

across the country addressing state 

and local - specific needs.
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