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Objectives

1.  Review resources for new 
recommendations – chronic pain with 
addiction disorder 

2.  Review ASAM 2026 chronic pain key 
concepts

3.  Pearls from ASAM



Resources for Future Learning – What I 
Use to Keep on the Cutting Edge

 1.  Colorado Consortium for Drug Abuse Prevention -
Coordinating Colorado's overdose crisis response -
Colorado Consortium for Prescription Drug Abuse 
Prevention –

 2.  University of Washington
 3.  ASAM  - new Implementation Guide for Hospitals and 

Emergency Departments – pain mgmt
 4.  MPCA – Addiction Medicine Network Meeting
 5.  ASAM Annual Meeting 

https://corxconsortium.org/
https://corxconsortium.org/
https://corxconsortium.org/
https://corxconsortium.org/








Overview of Chronic Pain – What’s Not 
New

 Treat like any other chronic medical problem

 History, physical exam, collateral information, labs as 
indicated, differential diagnosis, use a PEG Scale –
measure fxn, adl’s, pain

 Address chronic medical conditions (including mental 
health)

 Treatment – oral or topical nsaids, acetaminophen, 
topicals, SNRI (duloxetine), consider risks and benefits of 
gabapentin or pregabalin

 Consideration of opioid therapy if above is not achieving 
functional improvement





Rethinking Problematic Opioid Use
J Addict Med – March/April 2026 -UW

 Prior DSM-5 OUD criteria supported a dichotomy definition 
– you have it or you don’t 

 The reality - is it is not that simple

 Recent discussions suggest a newer classification of 
prescription opioid dependence syndrome

 Complex interaction of pain relief and reward, 
neuroadaptation

 Pre-addictive state



What defines PODS – Delphi Study

 No objective evidence of improvement in pain or function

 Strong belief that opioid is needed despite lack of 
objective evidence of improvement

 Deterioration in pain and function

 Craving

 Continued use despite being informed that risk exceeds 
benefit

 Difficulty tapering

 Tolerance

 Recurrent acute and protracted withdrawal



What works for OUD and POUD -----

 Buprenorphine has emerged as a useful tx for 
both

 Good analgesic efficacy, in part due to long half 
life

 Good safety profile – ceiling effect for respiratory 
depression 

 May be a poor choice for end of life care or acute 
pain (trauma)



Buprenorphine – Unique Properties 

 Partial mu opioid agonist (receptor occupancy – not 
analgesic efficacy)

 Kappa antagonist – bolters mu opioid agonism and reverses 
opioid induced hyperalgesia that occurs during opioid 
dependence.  

 Kappa antagonism has useful andtidepressant effects 

 Kappa antagoinism has useful anti-hyperkatifeia effects  
(increased sensitivity to pain and emotional distress to 
those in early recovery)



Buprenorphine Pharmacology

 Duration of action 20-73 hours, half life is 38 hrs

 Duration of action for analgesia – 6 hrs

 Low risk for overdose and misuse 

 Strong binding affinity to mu receptor – greater than 
oxycodone, heroin, methadone, naloxone, fentanyl

 Microinduction techniques can help convert patients with 
OUD to buprenorphine without precipitated withdrawal 



How/why to use Buprenorphine and 
treat times of acute/increased pain

 Buprenorphine is occupying 80% of mu receptors at 16mg/day

 Adding short acting opioids to buprenorphine can provide some added 
analgesia – especially useful in hospital settings.  Dose based on tolerance –
breakthrough doses should be 10-20% of the total daily opioid dose 

 Increasing the total daily dose of buprenorphine provides more analgesia

 More frequent dosing improves pain control

 Duration of analgesia – 6hrs

 4mg QID better than 8mg bid

 Continue MOUD in the hospital and peri-operatively



Effective Pain Control requires a multi-
modal approach

 Acetaminophin

 NSAID’s
 Neuropathic agents
 Muscle relaxants for acute pain with spasm

 Ketamine (hospital) for refractory pain
 Regional anesthesia for focal pain



ASAM 2026 PEARL – Opening Session
Resilience – Michael Unger PhD

 In exposure to adversity – capacity to navgigate to 
resources to sustain wellbeing and

 Negotiate for these resources to be provided in culturally 
meaningful ways.

 We need many different resilience enabling resources at 
many different system levels to thrive 

 Yoga at lunch is not going to do it – its not enough and its 
not for everyone







Bottom Line

LDN represents a promising, low-cost, non-opioid 
option for refractory chronic pain, particularly 
fibromyalgia and neuropathic pain conditions. 
However, the evidence base remains limited by small 
sample sizes, methodological heterogeneity, and a 
lack of large, well-powered RCTs. Current reviews 
consistently call for further high-quality trials before 
definitive efficacy conclusions can be drawn.



Pregabalin Vs Gabapentin – Does it 
matter

 Neuropathic pain – not bones/joints

 Poorly understand and little evidence for best practice, 
lots of expert opinion

 Increased diversion of gabapentin – known to potentiate 
opioid euphoria

 Lyrica has higher potency, BID dosing, linear absorption

 FDA approval for both drugs limited – major of clinical use 
off label



Gabapentin Dosing Evidence

Clinical trials demonstrated efficacy 
across 1800–3600 mg/day, though 
additional benefit above 1800 mg/day was 
not clearly demonstrated in the FDA's 
clinical studies.



Kratom and Chronic Pain – Use in the 
USA

 In Southeast Asia – primary use is the plant mitragyna – 
leaves for chewing and tea from leaves

 In the US – dried powder, concentrates, 7-OH products

 Few to no studies to support use for chronic pain

 Typical opioid dependence and withdrawal occurs with 
regular use

 Significant adverse effects – liver toxicity, seizures, 
respiratory depression, coma, death have been reported

 Drug drug interactions with patient’s other medications

 Lack of consistent products – no FDA regulation





ASAM DAY 2 – KeyNote Address – Coming 
Challenges

 Changing landscape, again, in compensation for addiction 
medicine

 Medicaid work requirements, six months reenrollment, 
staff to support this work.

 Those with substance use disorders – again – will be most 
affected

 Employment can be challenging for those in early recovery

 Breaking down bundled services and what is allowed when 
we know wrap around services are needed.



ASAM Pearls
 Early buprenorphine long acting injectables – many 

centers adopting, access to the medication at point of 
care continues to be challenging.  

 Enhancing dental care in patients on sublingual 
buprenorphine products – topical fluoride, dental 
screening exams, specific education. 

 Although ASAM guidelines describe benzodiazepines as 
standard of care for alcohol use disorder, many are 
shifting to phenobarbital – particularly in the ED and 
hospital setting.  

 Research funding continues to be a big unknown

 Lots of passion for improving/collaborating for best 
practices in ED and hospital care.  



THC Products and Chronic Pain – Is There 
any Real Evidence

 Summary of RCT’s available reveal modest but consistent 
analgesic effect, primarily in neuropathic pain

 Low NNH – 6

 CBD products do not appear to be effective

 Not a first line treatment, avoid smoking/inhaling the 
product

 Avoid in adolescents, frail, pregnant, those with SUD’s, 
those with serious mental illness 

 Discussing alternative therapies, if patient is intent on 
using discuss safe use



Pain Contracts -

 Change to opioid treatment agreements – implies 
therapeutic collaboration rather than a punitive approach.

 Include what to expect: UDS, access to provider, off hour 
medication needs, expectations about engaging in other 
forms of treatment, expected behavior in clinic – a map to 
success.

 Use a behavioral contract if possible if patients have 
“difficult behavior”

 Make recommendations if patient is not best cared for in 
your practice
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