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Oxy to Heroin –
How did we get here?

 Introductions

 Case Staffing

 Presentation



History of Opioids

 3400 BC earliest reference to opium by Sumerians

 1680 Sydenham's Laudanum introduced in liquid form

 1806 Sertürner isolated morphine from opium

 1861-1865 Morphine used for pain during Civil War

 1898 Heroin synthesized from morphine

 1909 Congress passed OEA barring importation of opium

 1916 Oxycodone synthesized 

 1924 The Heroin Act, made heroin illegal in the U.S. 

 1920-1933 Prohibition

 1960s Abuse of prescription opioids recognized 

 1970 The Controlled Substances Act passed 

 1973 Nixon created the DEA and declared War on Drugs 

 1980 Pain landscape characterized by “opiophobia” 



History of Opioids

 1983 Vicodin became generic

 1996 OxyContin aggressively marketed as having low risk for addiction

 1998 Pain becomes the 5th vital sign

 2001 Joint Commission rolled out Pain Management Standards including pain 
as the 5th vital sign

 2004 If pain is under treated can be punished

 2013 Opioid OD deaths leading cause of preventable death

 2016 CDC guidelines

 2018 AB 474
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Pain as the Fifth Vital Sign

 1996 Purdue Pharmaceuticals financed “Pain as the Fifth Vital 
Sign” campaign to help in the marketing of OxyContin

Objective  - blood pressure, pulse, temperature, respiratory rate
Subjective - pain - 1 to 10 -

 1 pill = 12 hour pain relief



Opioids 

Promoted marketing messages: 

Very little potential for addiction

No Ceiling for opioids

Patients should not feel pain (smiley face for 
everybody)



1990’s Opioids

GO BIG!



Go Bigger!
 Break out pain



OPIOIDS help avoid withdrawal and bring 
pleasure

 If patients complain of break through pain before 12 hours……….

 Marketing message - JUST INCREASE THE DOSE FROM 40MG TO 80MG!

Positive and Negative reinforcement –

Highs are higher and the withdrawals are much worse



Opioid Prescription increase with the 5th Vital Sign
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Increase opioid prescribing coincides with increases in opioid deaths



U.S. Deaths from Opioids and Heroin



Overdose Deaths Involving Opioids, 
United States 2000-2016



United States likes pain pills

The U.S. equals 4.6% of the world population and consumes:

Over 90% of the global opioid supply
95% of the hydrocodone produced



Oxycodone

 OxyContin most recognized and abused form
 Prescribed to relieve pain
 Twice as strong as morphine
 Time released (8-12 hours)
 Pills crushed and snorted or cooked down and injected to break 

down time release component
 Strong, heroin-like, euphoric effects
 Expensive
 Other variations: Percocet and Percodan



Lethal Doses of Heroin and Fentanyl
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The Surgeon General’s Report on Alcohol, Drugs, and 
Health, 2016
Scientific approach 

 All addictive drugs, produce a pleasurable surge of the neurotransmitter 
dopamine in a region of the brain called the basal ganglia; 

 This area is responsible for controlling reward and our ability to learn based 
on rewards.  

 This is known as tolerance reflects the way the brain maintains balance and 
adjusts to a “new normal” – the frequent presence of the substance.  

 These same circuits control our ability to take pleasure from ordinary rewards 
like food, sex, and social interaction, and when they are disrupted by 
substance use, the rest of life can feel less and less enjoyable to the user 
when they are not using the substance.  

 Repeated use of a substance “trains” the brain to associate the rewarding 
high with other cues in the person’s life”; such as using friends, or places.



Drugs and the Brain



Drugs and the Brain



National Institute of Drug 
Abuse:
“The essence of addiction is the 
uncontrollable, compulsive drug 
seeking and use, even in the face of 
negative health and social 
consequences.”



$$$$ Street Value $$$$$

 Oxycodone cost up to $1 a mg 
 Percocet about $8 a pill
 Valium about $7 a pill
 Vicodin about $7 a pill
 Methadone $10 per dose
 Fentanyl $65 a patch
 Heroin $15 per bag (1/10 of a gram)

Source:  Nevada HIDTA (High Intensity Drug Trafficking Areas)



DSM-5

 Taking the substance in larger amounts or for longer time than you meant to

 Wanting to cut down or stop using the substance but not being able to

 Spending a lot of time getting, using, or recovering from the effects of the substance

 Cravings and/or urges to use the substance

 Not managing to fulfill obligations at work, home or school, because of substance use

 Continuing to use, even when it causes problems in relationships

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

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

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

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

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



Prescribing for Pain – Start Low and Go Slow

CDC opioid prescribing guidelines: Senate Bill 474: Prescription Monitoring Program:

 Initially try nondrug interventions (cognitive behavioral therapy or exercise) or nonopioid
medications (anti-inflammatories).

 If opioids are used, prescribe the lowest effective dose and start with immediate-release 
opioids instead of extended-release opioids. Only provide the quantity needed for the 
expected duration of the pain.

 Monitor patients regularly to make sure opioids are improving pain without causing harm.

These recommendation are not intended for patients who are in active cancer 
treatment, palliative care, or end-of-life care.



CDC Recommendations for Prescribing 
Opioids for Chronic Pain

 1 – Prioritize nonpharmacologic and nonopiod pain management strategies 
for BOTH pain and function

 2 – Establish realistic goals with the patient

 3 – Ensure patient knows risks and benefits and the responsibilities of the 
clinician and patient



Prescribing Opioids for Chronic Pain 
Management

 4 – Prescribe immediate-release opioids vs. extended release/long acting

 5 – Prescribe the lowest dose possible

 6 – When treating acute pain only prescribe immediate release and in no 
greater quantity than needed for the expected duration of pain (most 
cases- 3 days or less)



Regularly Assessing the Harms and Benefits 
of Opioids in Chronic Pain Management

 7 – Conduct a harm/benefit analysis with the patient within one to four 
weeks of starting opioid therapy at least every three months.  When 
benefits do not outweigh harms, optimize other therapies and taper to 
lower dosages or discontinue opioids.



Mitigating Overdose Risk

 8 Regularly evaluate the patients overdose risk and offer Naloxone

 9 Regularly review the PDMP when starting opioids and periodically during treatment

 10 Regularly use urine drug testing to assess for prescribed medications as well as other 
controlled prescription drugs and illicit drugs. 

 11 Avoid prescribing opioid pain medication and benzodiazepines concurrently

 12 Offer or arrange treatment for patients with opioid use disorder

 CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016, Recommendations and 
Reports / March 18, 2016 / 65(1);1–49



Back to History 

 APS/AAPM Guidelines for chronic 
opioid therapy 2009

 FSMB Model Policy on Safe Opioid 
Prescribing – 2013

 CDC Guideline for Prescribing 
Opioids - March 15, 2016

 AB 474 – Jan 2018
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Pain is real and isn’t going away

Health Impact

 Suicide

 Premature Death

 Neurotoxicity

 Degraded Quality of Life

 Self-Medication

 Violence



Possible Consequences of 
Changing Opioid Treatment 
Discussing why you don’t want to provide another opioid prescription after the

patient is accustomed to them – Tolerance – Dependence

Takes time – there goes your lunch break.

Makes the patient upset.

Possible complaint – Press Ganey - there goes the bonus.

Possible lost patient.



Solutions

 Define what success looks like and the time frame

 Define the exit strategy

Create Contract/Agreement with the patient

Substance Use Specialists and Mental Health providers spend an hour with patients

Create a team approach 

Not all practitioners are created equal

Qualified and knowledgeable are different

Know the team members philosophy

Have the patient take an active role in their health care



Solutions

 Create a refer team

 Create office policies

 Train office staff

 Don’t try to pack 10lbs. of therapy in a 1lb. Bag



Treatment

Addiction is a chronic disease which can be managed, but not 
cured. 

How do you manage it?

 Possible medication
 Counseling
 Support – family and friends



Treatment

 No single treatment is appropriate for everyone

 Treatment does not have to be voluntary to be effective

 Treatment needs to be readily available

 Medically assisted detox can be helpful, but by itself does little to change long-term drug use

 Individual treatment plans need to be assessed and modified as necessary to ensure the 
needs of the client are met

 Stages of change

 Lifestyle changes

 Remaining in treatment for an adequate amount of time is critical

 Counseling – individual and/or group – and other behavior therapies are the most commonly 
used forms of substance use treatment

 Medications can be used in treatment and are most beneficial when combined with other 
behavioral therapies – Methadone, Suboxone, Vivitrol



NIH on Counseling

 “Counseling can give an individual suffering from pain much needed support, whether 
it comes from family, group, or individual counseling. Support groups can provide an 
important supplement to drug or surgical treatment.  Psychological treatment can also 
help people learn about the physiological changes produced by pain.”

 Provide coping skills and self empowerment to heal spiritually, emotionally, mentally 
and physically



PAUL SNYDER  MA, LADC–S, CPC-I
Contact:

Ph: 775-622-2240
Email: paulsnyder26@yahoo.com
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