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				IF SOME NEW AND TERRIBLE DISEASE were suddenly to strike us here in America—a disease of unknown cause, possibly due to noxious gas or poison in our soil, air, or water, it would be treated as a national emergency, with our whole citizenry uniting as a man to ﬁght it. 

				Let us suppose the disease to have so harmful an effect on the nervous system that [millions of] people in our country would go insane for periods lasting from a few hours to weeks or months and recurring repetitively. . . .

				Let us further suppose that during these spells of insanity, acts of so destructive a nature would be committed that the material and spiritual lives of whole families would be in jeopardy. . . . Work in business, industry, professions and factories would be crippled, sabotaged or left undone. . . .

				Finally, let us imagine this poison or disease to have the peculiar property of so altering a person’s judgment, so brain- washing him, that he would be unable to see that he had become ill at all; actually so perverting and so distorting his view of life that he would wish with all his might to go on being ill.

				The dread disease envisioned above is actually here. It is alcoholism.

				
— THE ROUNDABOUT

				— Ruth Fox, M.D.

				Medical Advisor

				National Council on Alcoholism

			

			
				From Ruth Fox, “Imagine Such a Disease . . .,” reprinted from AA Grapevine 23, no. 9 (February 1967): 23.
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				OxyContin and Other Prescription Pain Medication

				How Addiction Develops

				Drew Pinsky, M.D

			

			
				“Get in there and push six milligrams of morphine on that post-op femur. And debride his heel while you’re in there.” The orthopedic resident glared down at me with disdain. “Get on it.”

				I, a wide-eyed third-year med student, ran into the open ward with six beds arrayed about the periphery of the dormitory. I found Mr. Resnick writhing in pain. He was too distressed to notice my presence. I grabbed his IV tubing, kinked off above the port, and slowly injected the morphine. Within seconds, his breathing became slower and deeper. A calmness swept across his face. As he became more comfortable, I remember my sense of awe and excitement that I had been able to help this man who had been suffering.

				This was my first experience as a medical student administering an opiate to a patient. I cannot express to you my satisfaction at having been able to help this man so vividly and quickly. After all, this is what those of us who enter helping professions expect and hope from our careers; and rarely do we get to experience this sense of triumph so thoroughly as with our ability to take away pain. Every physician learns early that we can reliably and easily relieve pain with opiates.

				Mr. Resnick had been in a motorcycle accident and suffered multiple injuries. He was an addict, but at that point in my training, I did not understand what that meant. It seemed to me that he was frequently demanding pain medication. But why not? He had just had an operation on his leg. The more he demanded, the more I dutifully came running with the morphine.

				As time went along, Mr. Resnick told me about his addiction to heroin. I was shocked. He was a college graduate. He maintained a small business. Heroin? How could that be? When it came time for discharge, I made sure that he had an adequate supply of Vicodin. He was extremely preoccupied with being certain of the amount and number of reﬁlls. I didn’t think much of it at the time, and I agreed with him that he just needed to get out of the neighborhood where he lived and stay away from his heroin-using friends.

				It sounds ridiculous in retrospect, but my lack of understanding of the disease of addiction probably did this man considerable harm. Was it wrong to give him opiates for his pain? No. He needed pain medication, and, in fact, because of his addiction and tolerance to opiates, he needed more than the average patient to control his pain. However, I had absolutely no understanding of the addictive disease process and how I might be contributing to it.

				Addictive Diseases

				I, like every medical student of my time, had essentially no training in addictive diseases. I was focused only on treating Mr. Resnick’s orthopedic problems. He needed pain relief, and it never occurred to me to consider anything beyond that. If he had a drug problem, well certainly he had now learned his lesson, and no doubt, he would avoid all those bad influences that “made” him use drugs.

				As a doctor, I felt triumphant in my ability to help this man and rescue him from his suffering. Given what had happened to him as a result of his drug use, I couldn’t imagine he would continue using. If he did continue, well, he just needed to take my direction more seriously. If he still continued to use drugs, well, then that was his problem.

				Mr. Resnick’s case highlights the complications of using medication to alleviate human suffering when the caregiver does not have a sophisticated understanding of addiction. This patient needed pain medication, and he needed speciﬁc referrals and treatment for the disease—addiction—that put him at risk for the motorcycle accident in the ﬁrst place. Mr. Resnick’s addiction became even more difficult to treat because of the complexity of trying to manage his pain with the very chemicals to which he was addicted. Later in this chapter, you will see how heroin, morphine, and Vicodin are related substances.

				These complex issues are becoming more prevalent every day. The statistics are alarming. The National Institute on Drug Abuse (NIDA) reports that in 1999 an estimated 4 million people (about 2 percent of the American population age twelve and older) were currently (in the previous month) using prescription drugs non-medically. Of these 4 million people, 2.6 million were misusing pain relievers, 1.3 million were misusing sedatives and tranquilizers, and 0.9 million were misusing stimulants.1 These numbers obviously do not reflect the many thousands of people who may not recognize that they are misusing prescription medication but have become addicted as the result of following a doctor’s orders.

				NIDA further reports from its 2003 Monitoring the Future survey of eighth, tenth, and twelfth graders that 10.5 percent of twelfth graders report using Vicodin for non-medical purposes and 4.5 percent had used OxyContin without a prescription.2

				We present in these pages a thorough examination of a growing problem for our country: addiction to prescription pain medication. We felt it was important to create a single, complete resource addressing this problem. Our focus will be on a specific drug in this class of medication: OxyContin. Throughout this book, we will look at the nature of addiction, its effect on the family, treatment modalities, and an intervention option.

				How Pain Medication Works

				Prescription pain medications are essentially all related by their common effect on the body’s endorphin system. The molecules of the medication mimic the effects of the body’s own endorphins, but are much more powerful and last for longer periods of time.

				Endorphins are involved in many biological actions, including respiration, nausea, vomiting, pain modulation, and hormonal regulation. There are several types of endorphin receptors, including the delta, mu, and kappa receptors. Each of these three receptors is involved in different physiologic functions. The blocking of pain comes primarily from effects on the mu receptor. The emotional effects of pain medication are quite complex. Pain medications exert their effects on the limbic system, or what is considered the emotion center of the brain, and can in many individuals induce a sense of euphoria.

				The Juice of the Poppy

				Pain medications share a common historical heritage. Derivatives of the poppy flower, ﬁrst cultivated around 3,400 b.c., have been used by humans for thousands of years. The term opiate describes naturally occurring and synthetic compounds directly derived from the poppy. The word opioid is used to describe any derivative of the opiate class. Opium contains a complex mix of sugars, proteins, fats, water, latex, gums, ammonia, sulphuric and lactic acids, and numerous alkaloids, most notably morphine, codeine, noscapine, papaverine, and thebaine. Although thebaine has no pain-relieving effect, it is used to synthesize other opioids which have become verypopular: hydrocodone (Vicodin), hydromorphone (Dilaudid), and oxycodone (Percocet). OxyContin is a controlled release, high-concentration formulation of oxycodone.

				The writings of Theophrastus (third century b.c.) are the ﬁrst known reference to opium. The word opium derives from the Greek word for “juice of a plant.” Opium was actually prepared from the juice of the poppy. The juice is derived from the seedpods of the ﬂower. Ancient Sumerians, Assyrians, Babylonians, and Egyptians learned that smoking the extract causes pleasurable effects. Use of the plant later spread to Arabia, India, and China. In Europe, it was introduced by Paracelsus (1493–1541).

				In the eighteenth century, opium smoking was popular in the Far East, and the opium trade was a very important source of income for the colonial rulers from England, Holland, and Spain. Opium contains a considerable number of different substances, and in the nineteenth century, these were isolated. Friedrich Sertürner was the ﬁrst to extract one of these substances in its pure form. He called this chemical morphine after Morpheus, the Greek god of sleep or dreams.

				People soon realized that morphine was indeed addictive, and they began looking for a non-addictive alternative—a fruitless search that continues until this day. There will never be a non-addictive opiate. In 1874, the English pharmacist C. R. Alder Wright boiled morphine and acetic acid to produce diacetylmorphine. This new compound was soon synthesized and put on the market under the brand name Heroin. Heroin was initially sold as a cough suppressant and quickly became popular. It was sold worldwide until it became very obvious that people were overusing this product. Distribution stopped in 1913. In chapter 4, William White presents a fascinating look at how pain remedies have been abused through the centuries. You will see that the human quest for pain relief has been a longstanding search.

				History of OxyContin

				Oxycodone was developed in Germany in the early years of the twentieth century. It has been available in Europe by injection and orally since 1917. Oral formulations were available in America in the 1950s, typically combined with another agent such as aspirin (Percodan) or acetaminophen (Percocet). These medications were taken orally, readily absorbed, and rapid acting, but they had a short duration of action and they were only available in low-dose formulations. Patients needed to take multiple pills at frequent intervals.

				To solve this problem, OxyContin was developed as a twelve-hour slow-release medication to manage severe pain. OxyContin was quickly hailed as superior to morphine in terms of the lower incidence of side effects such as nausea or hallucinations. Doctors were able to maintain steady levels of pain medication in their patients, thereby increasing the pain- relief effects. OxyContin pills have a very high level of active opioid, which is enclosed in a wax matrix or capsule; this capsule is designed to release the opioid slowly. However, if one simply chews or crushes the pills, all of the oxycodone is released at once. Before long, people ﬁgured this out and OxyContin rapidly became a popular drug of abuse.

				OxyContin is as much as twenty-ﬁve times stronger than a simple oxycodone tablet. The dose in a single OxyContin tablet is potentially dangerous but generally thought not to be of a high enough concentration to cause a person to stop breathing. However, when used with a central nervous system suppressant such as alcohol or a benzodiazepine like Xanax or Klonopin, the risk of death becomes very real. Most OxyContin deaths arise from this phenomenon.

				Addicts generally crush the pill and snort the drug, causing rapid absorption of large concentrations of oxycodone. The drug can also be injected but requires some preparation for this route of administration.

				Addicts obtain OxyContin by purchasing it on the street or from Internet sites. Another common practice is visiting multiple physicians with well-rehearsed complaints that will compel a physician to prescribe OxyContin. There are also unscrupulous physicians who will write prescriptions for a fictitious patient to be ﬁlled by a pharmacist who may or may not explicitly collude with the physician. The tremendous increase in the use of pain medication in recent decades has added to the ease of availability. And, as you will come to see, the differences among medical specialties and the complexities of managing pain further add to the problem.

				Sorting through the Hype

				“Oxy” has entered the common lexicon of American adolescents. The media has been particularly enamored with stories about OxyContin. They frequently portray the drug as heroin-like and unbelievably addicting. Catchy terminology like “hillbilly heroin” has entered the public consciousness. The media looks for the most sensational stories, giving the public the sense that OxyContin is more serious and dangerous than other types of addictive substances. Unfortunately, these news stories underplay the potential beneﬁcial uses of OxyContin.

				The fact is, the non-medical use of all prescription pain medication increased throughout the 1990s. While OxyContin is contributing to this rise, on a percentage basis, its contribution is not significant. The National Household Survey on Drug Abuse conducted by the Substance Abuse and Mental Health Services Administration (SAMHSA) revealed that between 2000 and 2001 the number of people who had used OxyContin non-medically once in their lifetime increased from 399,000 to 957,000, while the number of people who had used Vicodin non-medically increased from 6.7 million to 9.5 million.3 

				OxyContin prescriptions rose markedly soon after the drug was introduced—from 300,000 in 1996 to 6.8 million in 2001. It is important to note, however, that the number of prescriptions for other pain medications rose from 155 million in 1996 to 190 million in 2000.4 While OxyContin is worth our attention and scrutiny, the fact is that it has become emblematic for a larger problem: the inappropriate use of all prescription pain medications.

				What Is Addiction?

				Addiction, as compared to abuse, is a biological disorder with a genetic basis whereby the motivational priorities of the mind become permanently altered. Abuse is any inappropriate or non-medical use of a substance, and as I pointed out, the abuseof opioids is quite common today. When opioids are abused with other central nervous system suppressants, the results can be very dangerous. People who abuse substances—as opposed to people who are addicted—can be influenced by persuasion and reason to stop abusing the substance. For instance, it has been repeatedly shown that the probability of a young person abusing a substance is inversely proportional to the perceived harm potentially caused by that substance.

				Another way of saying this is that young people are less likely to abuse substances that they believe will harm them. On the other hand, this potential for harm has no influence once someone becomes addicted. An addict will no longer respond to reason or persuasion.

				For some, the tasks of recovery from addiction are insurmountable. The drives of addiction are overwhelming, and if pain is a confounding factor, the possibility of abstinence and the colossal tasks of recovery are simply too much. Some patients elect to take the road of harm avoidance through what is called maintenance therapy, such as a methadone program (see pages 15–16). But the possibility of emotional change necessary for recovery is closed to these patients. The replacement drug, such as methadone, blocks many of the brain mechanisms that must be set in motion for emotional growth and the development of recovery. These patients are committed to a chronic state of affairs. Though harm avoidance may be lifesaving for some patients, abstinence-based recovery offers a richer alternative.

				Genetics and Trauma

				Addiction is a genetic disorder, which means addiction can be passed down to subsequent generations. Simply put, people from addicted or alcoholic families are predisposed—or at risk—to develop addiction themselves. Why, then, would such a predisposed individual ever touch drugs in the ﬁrst place? The answer to this question depends on the psychobiology of the individual who seems to be looking for solutions to his or her emotional problems through drugs and alcohol.

				In my experience, addicts who require inpatient treatment for their disease have experienced trauma as a common feature of their childhoods. For that group of patients, opiates or opioids hold a particular allure. By trauma, I am referring to interpersonal trauma, explicitly the experience of being powerless at the hands of parents or caregivers who were responsible for the safety and nurturance of these patients as children. Interpersonal trauma in early life is thought to be different than experiencing a natural disaster or living in a war-torn country. The two most common forms of interpersonal trauma are abuse and neglect.

				Trauma is a common historical feature of the childhood of addicts. The fact that addiction is an inherited disease increases the likelihood that a person with addiction had a parent affected by the disease. This, in and of itself, is a source of trauma. An intoxicated parent is an abandoning parent. Trying to negotiate oneself in an alcoholic or addicted family can be traumatizing, and frequently, far more serious issues, such as abuse, emerge.

				Neurobiological sciences are slowly developing a picture as to why trauma would set up someone for addiction. In the following pages, I will talk about the complex relationship between emotional development and brain function. The concepts I will discuss are based on the work of Allan N. Schore. Three of his books are cited in my notes if you are interested in doing further reading.5

				Evidence of the effects of opiates on the brain’s cingulate gyrus is slowly emerging. There is evidence that trauma survivors have abnormalities of the cingulate, particularly in the anterior region. Opiates may exploit these deﬁciencies. The cingulate is a region of the brain that developed as mammals evolved a need for longer periods of maternal nurturance. It is a part of the brain involved in our ability to screen or modulate pain, and it is probably involved in our capacity to feel nurtured. The effects on emotions involved in bonding and nurturance can be profound when the opiates are removed. Opiate withdrawal can literally feel like the grief of losing a loved one.

				Furthermore, trauma survivors have tremendous difﬁculty regulating the intensity and duration of feelings, particularly negative feelings. Clinicians call these emotional reactions deﬁciencies of affect regulation. Children who experience trauma can grow into adults who lack strong internal coping systems. As adults, they feel inadequate and overwhelmed. They may unconsciously conclude that they didn’t get what they needed while growing up so perhaps they are less worthy than others. One of the startling truths about these human beings is that experiences during early development, when the brain is forming new connections most rapidly, have a disproportionate influence on all else that is to follow. 

				Trauma results in deep feelings of lack of safety and security, and most tragically, it ruptures the relationship with and trust in one’s primary caregivers. As a result of this rupture, a child loses his or her access to the primary means whereby we come to know ourselves. It is, in fact, through our relationship with our primary caregivers that we come to know and understand ourselves and others. We learn to identify feelings and understand intentionality. By seeing our feelings reflected in the faces of our caregivers, we move from merely being awash in emotions to being able to identify, understand, and regulate feeling states.

				These primarily right brain activities allow for the development of the executive system called the orbiofrontal region of the brain. This structure sits at the intersection of the limbic (emotional), frontal (rational), and autonomic (visceral) regions of the brain. The regulation and integration of these systems develop as the result of mutual exchanges with our caregivers. Therefore, we naturally need to trust that we will not discover something terrifying or overwhelming in the process.

				Trauma ruptures this trust. A child who is exposed to trauma discovers an overwhelming reality: The caregiver whom the child loves most does not see him or her as a separate feeling entity, rather, the caregiver sees him or her as an entity that can be easily exploited. Worse yet, the child might find in the caregiver the intention to inflict pain on him or her. 

				This type of relationship interferes with the child’s alliance with the caregiver and aborts the child’s normal process of emotional development. The child stops looking to the caregiver for nurturing feedback or validation of his or her feelings. The child’s emotional growth stops at that stage and becomes reliant on more primitive means of affect regulation. A child can’t continue along the developmental path of increasing complexity and integration of feelings without the ongoing emotional guidance of safe caregivers.

				Lingering Effects of Trauma

				Patients will often say to me that they have dealt with their traumatic pasts. They believe that they have effectively and willfully put the memories out of their minds. What they don’t realize is that the remnant effects of past trauma on their brain function, on implicit procedural memory, impair their ability to work through emotions. The trauma of the past has left them with an inability to fully process these past events. So it is not merely depression, anxiety, or other psychiatric symptoms that fuel the pursuit of drugs. I think it is more accurate to consider the initial choice to use drugs as a bid for affect regulation, or as an attempt to find a solution to unmanageable feelings.

				Symptoms that trauma survivors experience may include depression or anxiety but that does not seem to be sufficient to trigger the disease of addiction. Rather, patients seem to have fundamental deficiency of self; that is, they feel like they are less than others, worthless, and unable to manage their emotions. Not everyone with psychiatric symptoms uses drugs and alcohol to medicate their symptoms. Opiates and opioids are effective, at least superﬁcially, at rescuing patients from the pain of a traumatic past. Many of my patients will report that, upon using an opiate or opioid, they felt okay for the first time—they felt “normal.” From the first use, this becomes a compelling drive to use drugs.

				Yet this is still not sufficient for the disease to develop. Addiction requires the activation of a genetically based biological process where drugs continue to be pursued, even when they are no longer effective at helping the patient feel better. The drugs or alcohol are no longer working, yet the individual cannot stop the use. Biological drives and motivational priorities have been set in motion that overwhelm the patient’s use of higher brain functions such as judgment or decision-making.

				More severe forms of trauma may result in a phenomenon called dissociation. A traumatized individual will actually disconnect from the overwhelming feelings associated with the trauma. How this occurs is now well understood. It is the result of a part of the nervous system called the autonomic system. This is made up of two opposing mechanisms: (1) the sympathetic, which causes the ﬁght-or-ﬂight response and (2) the parasympathetic, which is the brakes or the inhibitory mechanism. In the face of interpersonal trauma, an individual switches from a state of hyper excitation (ﬁght or ﬂight) to a state of hyper inhibition when it is clear that there is no escape. Hyper inhibition is controlled by the main outflow of the parasympathetic system. Dissociation is a parasympathetic mechanism that is a remnant of death-feigning behaviors seen in less-evolved animals.

				Dissociation may be a means of natural survival when a person is faced with an overwhelming threat. The problem arises when the traumatized person tends to rely on this primitive means of coping because trauma has short-circuited the potential for integration of these mechanisms with higher centers of the brain. This means the person begins to use dissociation across a broad range of stressors, particularly interpersonal conﬂicts. In states of dissociation, rage often emerges. And using drugs and alcohol can become a way to manage these overwhelming feelings.

				Some children who have been physically or sexually abused actually learn to dissociate from their bodies. The child’s body is the source of the chaotic and overwhelming stimuli shattering the child’s ability to manage the experience. Using the only means he or she has to adapt and survive, the child learns to disconnect from the stimuli.

				Because the dissociation results in the “parceling off” of bodily input from higher centers in the brain, pain may be the only means by which the traumatized individual can communicate his or her experiences of distress. The connections are not there to integrate the body with consciousness. Chronic pain patients who are addicted to opiates or opioids have a high incidence of physical and sexual abuse.6 This suggests that the pain they experience may have a complex neuropsychological origin.

				The Nature of Pain

				The very nature of pain is most elusive. Pain refers to an event in the brain registered as an unpleasant experience, but what exactly that is and how it occurs is exceedingly complex. Even the world’s experts cannot reach a consensus. In 1986, the International Association for the Study of Pain deﬁned pain as “an unpleasant sensory and motional experience associated with actual or potential tissue damage or described in terms of such damage.”7 

				Pain under normal circumstances is a terriﬁcally complex process. Sensors in the skin and soft tissue send messages to the spinal cord via peripheral nerves. Processing occurs in the spinal cord, which then sends messages to the brain. There is well-documented evidence that injury at almost any step along this journey can result in chronic physiological changes that are then experienced as chronic pain.8

				So how should pain be treated in patients, particularly if they have a biological genetic predisposition for addiction? Most pain experts would be inclined to advocate an approach called “rational polypharmacy.” Usually this includes the use of opiates or opioids if the goal is complete pain control. It is not uncommon to see a pain patient on eight or nine different medications in an attempt to attack the pain by means of multiple mechanisms. Little regard is given to assessing the patient for the potential of addiction. The goal is pain control.

				Some caregivers, even within the ﬁeld of addiction medicine, are increasingly advocating a similar approach for patients with a previous addiction. This would fall under the umbrella of what has come to be called harm avoidance. The harm avoidance approach asserts that a disease has been activated with a very poor prognosis: opiate addiction. Because the brain chemistry has been permanently altered, the goal will not be remission of the disease process. Rather, it will be the avoidance of the harm that comes from the ongoing pursuit of opiates.

				Pain itself can be a source of harm and a reason for pursuing the opiate. Uncontrolled pain has been clearly shown to be destructive to patients’ lives. The pain control is generally accomplished by providing the patient with increasing doses of long-acting opioids, like methadone, and preventing withdrawal and the preoccupation with procuring the drugs.

				Methadone, however, commits a patient to chronic illness. Harm avoidance, or maintenance therapy, is being increasingly urged as the intervention of choice even when pain is not a prominent issue in a patient’s addiction. It is a viable alternative in some cases, but not if one intends to return to a high level of functioning in life. I would remind readers that while harm avoidance is offered as a treatment strategy for some patients, it is considered out of the question for professionals such as doctors, nurses, or airline pilots who must return to their work unimpaired. I believe a more sophisticated approach is an attempt to induce remission through the recovery process.

				Further complicating matters is the observation that opiates themselves may perpetuate pain by lowering the thresholds for pain tolerance. Chronic use of opiates is also thought to cause a syndrome of recurrent low-grade withdrawal. As the opiate wears off, the individual begins experiencing symptoms of withdrawal (such as deep despair and back and leg pain), urging the patient on to his or her next dose of opiate.

				A Physician’s Dilemma

				Many patients begin opiate use in an attempt to control a common symptom: back pain. They are never told, oftentimes, that opiates perpetuate the symptom for which they are taking the medication in the ﬁrst place. This is not to say that every opiate user with back pain must immediately stop their medication. I can, however, share with you that I have never admitted a patient to my chemical dependency unit for whom pain, wherever it was localized, did not improve markedly with discontinuing opiates. The brain will go to great lengths to get the drug to which it has become addicted. This includes distorting the individual’s feelings and thought processes and, many times, causing pain. And as we have discussed, trauma further complicates the picture.

				Most people who become addicted to prescription pain medication do not set out with any goal other than to control pain. And certainly it is generally not the physician’s intent to harm a patient by colluding in the evolution of addiction. Although there are those physicians who will provide patients with medication for whatever the patient’s whim dictates, these doctors tend to be motivated by money or may be addicts themselves. Recklessness arises from their denial of their own disease. These physicians feel justified in providing patients with medication, and they deny the potential for negative effects, which they refuse to see in their own use. Most physicians, however, merely unintentionally fumble into trouble with a patient, much like my own story with Mr. Resnick, because of well-meaning attempts to care for a patient.

				Unfortunately, when the addiction is triggered and the patient returns to a doctor with increasing complaints and demands for more medication, doctors tend to make this the patient’s problem. The physician perceives the patient as demanding and difﬁcult, rather than recognizing that the patient has a new or reactivated condition that needs assessment, referral, and treatment.

				Physicians are often reluctant to address these issues with the patient because the patient may perceive the doctor as moralizing or judgmental by suggesting a diagnosis of addiction. Physicians are also uncomfortable with the stigma associated with addiction. They fear that the patient will be outraged by this diagnosis, an experience all too often encountered by physicians.

				Since denial is a defining feature of addiction, even when the addiction has been accidentally triggered through appropriate medical management, a patient will ﬁght ﬁercely against the suggestion that he or she is an addict. Denial fuels righteous indignation: “What do you mean? I just want my pain controlled.” More often than not, neither the patient nor the physician understands the difficulty of coming to terms with the opiate’s addictive effect on the brain.

				Finally, what about patients, such as those suffering from cancer, with pain at the end of their lives? These are the patients for whom drugs like OxyContin were created. Opiates and opioids are universally hailed as the standards for reducing human suffering in these desperate situations. Whatever the patient needs to be comfortable is generally the guiding principle. OxyContin has been an extremely important addition to the arsenal of the treatment of pain in this setting.

				Yet, even here, there can be controversy. Doctors get so many mixed messages about the use of pain medication that they may be reluctant to use them when they are universally accepted as absolutely appropriate and necessary.9 Dr. Richard Brown of the University of Wisconsin School of Medicine has discovered in his research that physicians sometimes do not prescribe enough pain medication. He gave a group of physicians a set of hypothetical patients and compared their use of pain medications with that proposed for the same hypothetical patients by a group of experts. Brown found that compared to the experts, the two thousand physicians who participated in the study were reluctant to prescribe opiates. Five percent underprescribed medication for severe cancer pain—a decision that can cause great suffering for a patient.

				Addiction Solutions

				In chapter 2, Dr. Marvin D. Seppala speciﬁcally addresses the issues commonly encountered by the prescription medication addict. You’ll also learn about how Twelve Step recovery works. The Twelve Step model for treatment is a time-honored approach, which serves as the foundation in most treatment facilities, and it is effective for the prescription pain medication addict.

				First of all, the Twelve Step model emphasizes fellowship. Addicts, and especially trauma survivors, have difﬁculty opening up emotionally if they do not feel that they are going to be completely understood. The Twelve Step fellowship provides them with a community where they can feel completely understood.

				Equally as important, addicts have a keen sense of when another addict has not fully embraced the process of treatment. They know when the disease is continuing to hold the patient in the grip of distorted priorities. They know it in themselves, and they have experience seeing it in their peers. And they do not hesitate to confront the disease.

				One of the first priorities in recovery is to re-establish connection with others so that the addict may regain access to the normal developmental mechanisms. This will allow the person to continue along the path of developing more complex and integrated means of regulating feelings. This begins by exploring the feelings associated with being powerless over this condition we call addiction.

				Remember, powerlessness is a terribly painful issue for the trauma survivor. Having been exposed to trauma, he or she becomes hypervigilant and even on guard against circumstances or relationships that could leave him or her feeling powerless. In order to get past these feelings, an addict in early recovery has to be willing to trust the availability of another person. We call that person a sponsor in the Twelve Step program.

				Beyond Powerlessness

				Merely identifying and experiencing powerlessness is usually not enough to get patients to let go of the grandiose need to control their environment. In order to let go and believe that they will not be exploited or abused, they must be willing to have faith—faith that if they let go, things will still turn out all right. This is where the Higher Power concept becomes important to patients’ recovery. Patients will often describe this experience as the most important in the process of recovery.

				The Twelve Step process re-establishes trust and connection with caring others. Increasingly intense emotional experiences are encouraged as the Steps progress.

				Typically, feelings of shame and guilt are explored in the Fourth and Fifth Steps. These feelings are, if you will, “digested” by the sponsor and returned to the addict in a more tolerable form. Hopefully the patient will learn to tolerate a broader range of feelings without feeling overwhelmed or threatened and without falling back into more primitive defenses like dissociation.

				The goal of working through the Twelve Step process is not to relive traumatic experiences; the goal is to begin to tolerate a range of feelings in the presence of another trusted person without reverting to old ways of experiencing emotions. This process of learning to trust others in a reciprocal relationship, without being harmed, helps addicts develop what psychologists call boundaries.

				Boundaries and Emotional Growth

				The Twelve Step model encompasses far more than what meets the eye. The Twelve Steps have long been appreciated for how they help people dramatically improve their lives, but I like to take the relevance of the Twelve Steps one step further. In the following pages, you will see how working the Twelve Step recovery process actually aligns with “repairing” the brain functions that trauma interrupts.

				I greatly admire the work of Peter Fonagy and his associates. In the following discussion I’ll talk about how Fonagy’s thinking on boundaries and trauma relate to addiction. You’ll also see how profoundly effective the Twelve Steps are in helping addicts restore trusting relationships and healthy boundaries, despite the ruptures of childhood trauma.10

				Let’s focus for a moment on how the mere availability of another person creates the possibility of emotional growth. We will explore why boundaries are so important to this process. As background, let’s look at how infant/parent interactions relate to this process. When infants enter the world, they merely are; they are awash in feelings that they are unable to identify or regulate. Eventually, each child evolves into a conscious, self-aware being.

				The “self” evolves as the result of complex interactions between the environment and the genetic endowment of the child. Infant research has shown that initially the child is completely interested in activities that are perfectly “contingent,” or conditional, upon his or her mind. Those naturally occurring activities, those that are most contingent, are contained within his or her body boundaries. For instance, the child likes watching his or her limbs move.

				At around six months of age, the child becomes interested in activities that are close but “imperfectly contingent,” or nearly contingent, upon the child’s mind. At this age, the child is interested in moving his or her hands to strike a mobile or roll a ball. Because a child’s brain has large areas dedicated to the assessment of other human faces, sure enough, the child also likes seeing responses in the faces of other humans, particularly that of a parent or primary caregiver.

				The reactions of others are “imperfectly contingent” upon the child, the child’s actions, and even the child’s feelings. When a child is hurt or angry, the child runs to his or her mother and anticipates a reaction—perhaps of sympathy or comfort. The child is particularly aware of the responses portrayed on the face of the caregiver.

				Studies have looked at how primary caregivers respond to children who are having emotional experiences. We are, after all, a “mimetic” species. While you might expect that a caregiver would mimic or mirror the child’s feelings, studies have shown that something more subtle happens. Caregivers actually exaggerate with marked facial expressions what they perceive the feeling to be in the child. The caregiver is signaling an appreciation of the child’s feelings without actually taking on that state. Although the caregiver does not allow the child’s feeling states to invade the caregiver’s own, he or she helps the child place a boundary around feelings.11 

				The caregiver is providing what we might call “pretend states,” or exaggerated facial expressions of the child’s emotional experience. There is good evidence that this is the primary means of how we come to know our own emotions. In addition, the caregiver also offers genuine emotional benefits to the child beyond simply mirroring the child’s feelings. For example, if a child is hurt or angry, and the mother actually takes on that same emotional state, it would neither help the child identify his or her feelings nor help the child be soothed. It would only make the child feel worse. In a healthy interaction with a caregiver, the child is allowed to identify feelings and tap into the caregiver’s more developed range of emotions and maturity for comfort.

				This process can go awry in many ways when the child repeatedly triggers negative feelings in the caregiver. A child may start suppressing feelings and focus on managing the caregiver’s feelings to avoid future dangerous, frightening feelings. Or a more serious outcome, the child learns that his or her feelings exist in the other, outside his or her body boundaries. Psychiatrists call this “projective identification,” when the only way to have a feeling is to experience it in the other. This tendency can be seen in patients with borderline personality disorder and those with post-traumatic stress disorder. This is a state in which boundaries tend to be very poorly maintained.

				Boundaries and Addiction

				Poor boundaries and being responsible for the feelings of others is a common feature of family members living with active addiction. Dr. Stephanie Brown will explain these family dynamics in chapter 5. When a child lives with an alcoholic parent, the child may not get his or her emotional needs met. Instead, that child may need to focus on negotiating a family system where survival requires the child to avoid triggering negative feelings in a parent. That child may even need to try to monitor or contain a parent’s use of drugs or alcohol. This is a typical scenario for codependency to develop.

				Another emotional trap happens when a parent either cannot understand or misreads a child’s emotional experiences. The parent may try to appreciate the child’s experience but still superimposes his or her own interpretation. When the parent is unable to identify and reflect back the child’s feelings, perhaps because of the parent’s own developmental issues, the child may never develop a robust connection between his or her primary feelings and the second-order representation of those feelings based on the reflected appreciation of his or her feelings by others. This child may grow into an adult who later complains of feeling empty and has great difﬁculty experiencing feelings as genuine.

				Neglect is perhaps the most serious of all problems that derail emotional development. A neglected child is not even offered the opportunity to get what he or she needs to mature, leaving large areas of the brain underdeveloped and poorly integrated, particularly the anterior cingulate and orbiofrontal regions. As I mentioned earlier, even a relatively healthy path of emotional growth can be ruptured and aborted by trauma. Trauma can leave a child unable to develop mutual relationships with others. The child is then left to rely on underdeveloped, more primitive means of dealing with his or her feelings.

				One of the greatest beneﬁts of the Twelve Step process is how addicts learn to re-establish the process of healthy relationships. This is where a sponsor becomes especially important. Sponsees learn, in the course of this relationship, that they can have feelings without triggering overwhelming reactions in the sponsor. They learn to trust that a sponsor will not abandon or abuse them. The recovering individual also learns that he or she can have strong feelings without invading or harming the sponsor. This sponsor relationship is a crash course in helping an addict form a boundary around his or her experiences.

				As recovery progresses, the now-sober addict becomes a sponsor to other addicts, further developing a mature sense of boundaries. A sponsor will begin to practice the experience of providing others with facial expressions signaling his or her appreciation of their feelings without being invaded by those feelings. Sponsors do not need to rescue their sponsees from pain or shame. By rescuing, sponsors will learn that they just make the sponsee dependent on the sponsor to continually manage the feelings. Sponsoring others teaches recovering people the power of simply being available as a source of support, connection, and reflected appreciation.

				Sponsors learn to maintain a sense of caring detachment from others: being available without being overwhelmed by others’ problems.

				Guidelines for Taking Prescription Pain Medication

				Chances are you picked up this book because you are concerned about how you or someone close to you is using pain medication. In discussing guidelines for proper use of medication, it’s important to ﬁrst determine if an abuse or addiction problem exists. The following signs indicate problem use of pain medication:

				• You are using someone else’s prescription.

				• You are obtaining drugs from an illicit source or by illegal means.

				• You are no longer using the drug for the symptoms for which it was originally prescribed.

				• You need the drug in order to function.

				• You are obtaining the medication from multiple physicians.

				• You withhold information, such as a history of alcoholism or addiction, from your physician. 

				• You are lying about or hiding your use.

				• You are cited for driving under the influence.

				• Your friends, family members, or co-workers have expressed concern.

				• You are advised to stop but don’t or won’t.

				• You are preoccupied about your medication, focused on the next dose, and concerned about procurement (how you will get more).

				• You ﬁll your prescriptions sooner than would be expected and make excuses for why.

				• Your medication is causing you to withdraw from previously enjoyable and productive activities, even though your pain has been adequately controlled.

				• You are making excuses for, rationalizing, or denying your use.

				Assessing Your Risk for Addiction to Pain Medication

				The following questions can help you to assess your risk for addiction to pain medication.

				• Have you ever been addicted to drugs or alcohol? If you have, you should realize that you will readily become addicted to opiates regardless of what your drug of addiction has been.

				• Do you have a first-degree relative—parent, sibling, or child—with addiction or alcoholism? If you do, your risk for having this genetic potential is roughly 50 percent.

				• Have you ever thought that you could become addicted to something or have you ever described yourself as having an “addictive personality”?

				• Are you a trauma survivor?

				If the answer to any of these questions is “yes” and you have a well-defined need for pain medication, you should be in the care of a physician with expertise in addiction medicine.

				If you believe you are in trouble with pain medication, the following points are very important:

				• Speak to the prescribing doctor immediately and make plans to stop the medication. Do not stop on your own.

				• If you develop withdrawal symptoms when you stop (such as crushing pain in your low back and legs orfeelings of sadness, anxiety, agitation, sleeplessness, or desperation), you may need to be detoxiﬁed, possibly in a treatment center.

				• If you are already in recovery, speak to your sponsor and increase your meeting attendance. If Twelve Step recovery is not currently a part of your life, be sure your doctor consults with a physician who has experience treating addiction.

				If you have an acute need for pain medication, such as after a surgery or severe injury, a good rule of thumb is to never take pain medication for longer than fourteen days.

				The risk for triggering addiction and misuse is obviously much greater if you have a previous history of addiction, particularly if that addiction was to opiates. The greatest risk for reactivating addiction is during the first six to twelve months of sobriety. Every effort should be made to avoid any exposure to opiates during this time as it will reawaken all of the distortions, feelings of desperation, and cravings of addiction.

				Pain Management for Recovering People

				If you are a person in recovery, I recommend the following approach when managing acute pain.

				First, tell your surgeon well before the procedure about your history of addiction and develop a plan. Usually I recommend patient-controlled analgesia (PCA), which is an IV unit that allows you to control the amount and frequency of the pain medication. The surgeon needs to realize that you will probably need more medication than the average person, as you will be tolerant to the effects even if you have been sober many years.

				Agree with your physician that the duration of the PCA will be for whatever is customary for the procedure, presuming there are no surgical complications. Stop the PCA after that interval. At that point, you will be switched to oral medication.

				I recommend at this point that you ask for help from your recovering peers. Have someone from your Twelve Step program help you determine whether you really need pain relief, are anxious, or are anticipating pain. Or is it merely your disease demanding more medication? When you leave the hospital, do not leave with a big bottle of pain medication. Ask for assistance. Make it another person’s responsibility to give you daily medication allotments. Make every effort to keep the duration of treatment under fourteen days.

				Don’t be afraid to consult with a physician who specializes in addiction medicine if you feel you are getting into trouble. Most people get through situations like this without any problem, particularly if they have been sober more than twelve months. I have alcoholic patients who can be very cavalier about these situations. They insist, “I’m not a pill popper” or, “Pills never did anything for me. They are not my thing.” In spite of their protests, I have seen many alcoholics become inadvertently addicted to prescription pain medication.

				What about chronic pain, what is coming to be called maladaptive pain? We are emphasizing in this book an abstinence-based approach to the treatment of pain medication abuse. The key recommendation in this situation is to be sure that you are being cared for by a team of professionals with expertise in the management of pain.

				If you have been previously addicted to opiates and you now have uncontrollable maladaptive pain symptoms, I strongly encourage the involvement of an addiction medicine team. This is the best way to protect your abstinence-based recovery.

				Conclusion

				Recovery is an intense, time-consuming process. It involves a “rewiring” of brain mechanisms. Establishing growth in a ﬁrm recovery can take months or even years.

				The misuse of prescription pain medication is a terriﬁcally complicated issue. It includes experimentation and abuse by youth, which can be life-threatening if abused with other central nervous system depressants such as alcohol. It can lead to addiction in the genetically predisposed. And opiates are particularly gratifying to individuals who have a history of interpersonal trauma. Pain is a confounding factor.

				Patients and physicians can fall into the trap of addiction accidentally in the course of innocent attempts to manage pain. Once the disease is triggered, patients can feel neglected or pushed away by caregivers who should be identifying the problem and developing a plan for treatment. Chronic pain is a confounding condition, and its treatment splinters across several diverse medical approaches. I am an advocate of what I call “pain recovery.” When the addictive disease has been identified in a pain patient, the patient needs to be detoxed from opiates and placed in a comprehensive treatment program. In treatment, patients can be encouraged to participate in a Twelve Step experience, which creates the potential for significant emotional growth.

				Those of us who work in addiction medicine have all seen remarkable recoveries in patients with chronic pain taking opiates. Pain and addiction are both conditions from which patients can recover. As you read on, you will learn more about the disease of addiction, its influence on families, treatment, and intervention. Prescription pain medication addiction has become a common problem. It requires assistance from diligent and skillful professionals. But rest assured, treatment works.

				Now let us turn our attention to addiction treatment. You may have identiﬁed a problem with prescription pain medication and you want help. In the next chapter, Dr. Marvin D. Seppala presents a thorough discussion of the basic principles of treatment. If it is a family member you are trying to help, Dr. Robert J. Meyers and Dr. John Gardin provide a discussion of the principles of intervention in chapter 3. William White discusses the history of drug abuse and addiction over the centuries in chapter 4. Dr. Stephanie Brown, in chapter 5, emphasizes the family issues in addiction. Make no mistake, addiction is a family disease and successful treatment requires full participation in the treatment process by the important people in the identiﬁed patient’s life.
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