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Objectives

1. Recognize current trends in substance use among adults with 
chronic pain.

2. Understand how to access and utilize substance use risk 
assessment tools and harm reduction resources.

3. Apply risk assessment and harm reduction principles during the 
pain management care process.



Chronic Pain

• In 2021 nearly 21% of adults in the U.S. (over 50 million) suffered from some form of 
chronic pain [Rikard, 2023] which had increased to over 24% by 2023 [Lucas, 2024]. 

• It has been estimated that chronic pain cost the U.S. around $723 billion each year 
[Guy, 2025]:

• $531 billion directly for medical care, and 
• $192 billion from lost work or other challenges.  

• Chronic pain is also associated with elevated levels of [Mills, 2019; De La Rosa, 2024]:

• Mental health concerns including substance misuse,

• Social dysfunction, and
• Occupational challenges. 



Chronic Pain and Substance Use 

• Although individual rates vary by report, roughly 50% of adults with a substance use 
disorder (SUD) experience chronic pain while slightly lower numbers (16% to 48%) of 
those with chronic pain have a concurrent SUD [Wyse, 2021]. 

• Individuals with chronic pain are up to two times more likely to use substances, 
including prescription medications, than those without chronic pain [Alford, 2016; 
Shmagel, 2016]. 
• Most commonly reported substances include cannabis, opioids (heroin, fentanyl, and 

prescription), cocaine, methamphetamines, and alcohol. 

• Presence of chronic pain greatly increases the risk of polysubstance use [Ripon, 2025]. 



What is “Problematic Use”?

“Substance use disorder is a complex condition 
in which problematic patterns of substance use 
may interfere with a person’s life and lead to 
physical and/or psychological dependence and 
withdrawal symptoms. It is commonly known 
as addiction or problematic use of substances 
and can range from mild to severe.”

     

American Psychiatric Association, DSM-5, 2018



Impaired Control Over Use:

• Impaired control: Taking substance(s) 
in larger amounts or for longer than 
intended. 

• Unsuccessful cut down: Persistent 
desire or failed attempts to cut down 
or control use of the substance(s).

• Time spent: Great deal of time spent 
obtaining, using, or recovering from 
use of the substance(s). 

• Craving: Intense desire or urge to use 
the substance(s). 

Social Impairment:

• Role obligation failure: Inability to 
fulfill one’s major obligations at work, 
school, or home due to use of the 
substance(s). 

• Social or interpersonal problems: 
Continue use of the substance(s) 
despite persistent social or 
interpersonal problems. 

• Reduced activities: Reduction or 
discontinuation of important social, 
occupational, or recreational activities 
due to use of the substance(s). 

11 DSM-5 Criteria for SUD Adapted from McNeely, 2024



Risky Use:

• Risky use: Recurrent use of the 
substance(s) in physically hazardous 
situations. 

• Physical and/or psychological 
problems: Continued use despite 
knowledge of having physical or 
psychological problem(s) likely caused 
or exacerbated by the substance(s). 

Physiologic/Pharmacologic:

• Tolerance: Individual needs an 
increasingly higher dose of the 
substance(s) to achieve the desired 
effect, or the usual dose has a reduced 
effect. 

• Withdrawal: Development of a 
collection of signs and symptoms that 
occur when blood/tissue levels of the 
substance(s) decrease. 
• Often use of the substance(s) relieve the 

signs and symptoms. 

11 DSM-5 Criteria for SUD Adapted from McNeely, 2024



DSM-5 Severity Scale for SUD

• Mild: Presence of 2 to 3 criteria. 

• Moderate: Presence of 4 to 5 criteria. 

• Severe: Presence of 6 or more criteria. 

In a large study (N>2,000) of adults in primary care centers throughout the eastern 
U.S., nearly 36% met criteria for an SUD and nearly 22% were evaluated as either 
Moderate or Severe (which is over 60% of those with an SUD) [Wu, 2017].



The 4Cs approach

A simple way to describe problematic substance 
use that may have a negative impact on a person:

• Craving: Strong need to use the substance.
• Control: Difficult controlling how much or how 

often the substance is used.
• Compulsion: Feeling urges to use the 

substance.
• Consequences: Continuing to use the 

substance despite negative outcomes

Centre for Addiction and Mental Health, 2025



Pain Promotes and Reinforces Substance Use
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Most (>50%) U.S. adults with a substance use disorder (alcohol, tobacco, cannabis, 
sedatives, opioids) have a concurrent chronic pain condition [John & Wu, 2020]. 
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Bidirectional Relationship Between Substances and Pain

ALCOHOL: Individuals with chronic pain often consume 
alcohol for its short-term analgesic effects; alcohol 
exacerbates pain-related distress, can initiate or worsen 
pain, and elevates the risk of developing alcohol use 
disorder. Uncertainty-related anxiety provides a possible 
explanation [Radoman, 2025]. 

CANNABIS: Pain can drive cannabis use and co-use of 
cannabis and tobacco more than doubled the odds of 
experiencing moderate to severe pain later on in life; 
cannabis may worsen pain long term. Withdrawal one 
possible explanation [Rubenstein, 2025].

TOBACCO: Moderate to severe pain may contribute to risk of initiating and maintaining 
daily smoking; smoking may contribute to risk of developing moderate or severe pain. 
Emotional pain is a possible explanation [Costa, 2025].



Substance Use may Interfere with Pain Management

• Pain is underappreciated as a trigger for substance use (not only intensity and interference).

 

• Pain treatments may be less effective in the context of substance use:

• Lower hydrocodone plasma levels when cannabis consumed may indicate cannabis’s effect on metabolism [Bindler, 
2022]. 

• High need for non-pharmacologic options (deemed at least as effective as opioids for most types of pain). 
• Recommendations 1 and 2 in Center for Disease Control and Prevention’s (CDC) guidelines for prescribing opioids for 

pain [Dowell, 2022]:

• Recommendation 1: Maximize use of non-pharmacologic and non-opioid pharmacologic therapies. 

• Recommendation 2: Non-opioid therapies are preferred for subacute and chronic pain. 



Risk Summary

• Regular use of substances may lead to the development of SUDs in someone with chronic pain 
especially when utilized directly for pain relief and/or as a coping mechanism.

• Use of substances may contribute to the development of higher tolerance and dependence 
when being utilized for pain relief.

• Risks are higher in those with a history of problematic substance use or previous misuse. 

• Chronic pain history is a significant factor associated with increased rates of polysubstance use, 
especially in individuals with depressive and anxiety symptoms.

There is a high likelihood of undertreated, problematic substance use within the 
populations you interact with everyday.

Ripon, 2025: Data used from the National Health and Nutrition Examination Study (NHANES)



The good news…

We all have the power to make a 
difference each time a person 
tells you that they have pain.



Deliberately plan to assess substance use 

in your setting:

• Universal implementation of a brief screening tool for self-
reported substance use is recommended. 

• Screening, Brief Intervention, and Referral to Treatment 
(SBIRT): https://www.samhsa.gov/substance-
use/treatment/sbirt
• Full summary of SBIRT in SAMHSA’s TAP 33. 

• Modeling videos and additional SBIRT resources: 
https://www.sbirtoregon.org/

What’s your plan for assessment? 

https://www.samhsa.gov/substance-use/treatment/sbirt
https://www.samhsa.gov/substance-use/treatment/sbirt
https://www.samhsa.gov/substance-use/treatment/sbirt
https://www.sbirtoregon.org/


Brief screen

Make it easy on yourself…
 
• Find validated tools to integrate into your 

workflow:
• Examples of available tools: 

https://nida.nih.gov/nidamed-medical-health-
professionals/screening-tools-resources/chart-
screening-tools

• Create a process for follow up:
• Full screen
• Brief intervention or brief treatment 
• Referral to treatment 
• Further check in

https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
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https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
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https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools
https://nida.nih.gov/nidamed-medical-health-professionals/screening-tools-resources/chart-screening-tools


A positive TAPS finding corresponded with a 
SUD nearly 50% of the time [Wu, 2017].





Video available: https://vimeo.com/953726959/8c94a59798?share=copy 

Adult seeking care: John 

Chief complaint: Lower leg pain following a fall from a ladder while cleaning out his home’s gutters. 

Diagnosis: Uncomplicated tibia-fibula fracture. 

Medication: OTC ibuprofen & hydrocodone/APAP

Thoughts on tool?

*TAPS tool begins at 4:29 mark of the video.  

Assessment in Action: TAPS 
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A new option: Relief Pain Hub

https://www.painreliefwa.org/

https://www.painreliefwa.org/


The RELIEF Project 
Resources and Education Leading to Improved Pain Care Equity For Washingtonians 

Training and education necessary to reduce inappropriate 
prescriptions as well as maintaining pain care access safely 
for people who need opioids.

1. Develop a web-based central repository of resources for pain 
self-management for patients, providers and community 
members.

2. Offer evidence-based programs to help primary care providers 
better manage people with pain, allowing them to continue to 
provide care to their patients on chronic opioid therapy. 

3. Develop and disseminate web-based opioid and pain 
prevention training for all WA state health science students.

Better pain management is 
harm reduction





Main Categories



Multidimensional Pain 
Assessments



• Oriented to those with pain, community, and professionals 

• Internal and external vetted resources

• Videos in English and Spanish with downloadable 
transcripts that can be translated further 

• Movement therapies [Yoga, Physical therapy]

• Psychological therapies [Cognitive Behavioral and 
Acceptance & Commitment Therapy]

• Relationships [Social support, Professionals] 

• Symptom management [Sleep, Mood] 

• Tracking and reporting tools to promote patient 
communication

• Accessible with smart phone, laptop/desktop, iPad, etc.

Relief Pain Hub Content 



Opioid-Specific Harm Reduction Resources



Educational Resources



For Healthcare Professionals 



Professional Tools



Substance Use Assessment





Gamification



• 17 RCTs with chief findings [Moman, 
2019]:

• eHealth and mHealth interventions had 
significant effects on multiple short- and 
intermediate-term pain outcome measures.

 

• Widespread and available at low/no cost.
 

• Clinicians treating patients with chronic 
pain should consider using eHealth and 
mHealth interventions as part of a 
multidisciplinary pain treatment strategy.

Does eHealth and mHealth Work?



Application of theory into practice…

Why does eHealth and mHealth work?



Theoretical Background for Pain Self-Management

Self-efficacy  = 
 confidence to carry out a behavior 

necessary to reach a desired goal.

Confidence in controlling pain 
experiences can have positive impact 
on physical & psychological 
functioning.     

   Gatchel, 2007

                                                           

“May the efficacy force be with you.” 
              Dr. Albert Bandura

                    Dec 04, 1925 - Jul 26, 2021

Self-efficacy plays a role in substance 
use treatment success too!

Stewart, 2023



Activity Tracker Pilot

Evidence-based Innovations: Pilot studies



Activity Tracker Pilot

• Fitbit Inspire 3 devices were sent to participants (n=99) after completion of a 
Baseline Survey. 
• Beta testing provided first opportunity for use of resources by adults with pain 

• One week after receipt of the Fitbit, the Relief Pain Hub was shared with all 
participants: 
• Intervention (n=50): received a detailed guide about suggested use along with optional 

weekly goal setting surveys. 

• Active-Control (n=49): received brief information on the Relief Pain Hub and general use 
instructions (e.g. how to create an account). 

• Follow-up surveys were sent at Four and Eight Weeks.  



Activity Tracker Pilot: PROMIS Pain Intensity T-Score 

Intervention
Mean (SD)

Active-Control 
Mean (SD)

Baseline 64.62 (4.37)a, b 64.45 (5.97)

Four Weeks 61.81 (5.4)a 62.99 (7.07)

Eight Weeks 60.94 (6.21)b 61.88 (6.63)

a -2.81; p=0.004
b  -3.68; p=0.002

Recommended minimal important difference: 2 to 5 
point change. 



Activity Tracker Pilot: PROMIS Pain Interference T-Score

Intervention
Mean (SD)

Active-Control 
Mean (SD)

Baseline 65.29 (6.7)a, b 64.29 (6.02)c

Four Weeks 60.93 (6.95)a 62.13 (7.09)

Eight Weeks 59.19 (4.97)b 61.18 (6.8)c

a -4.36; p<0.001
b -6.1; p<0.001
c -3.1; p=0.007

Recommended minimal important difference: 2 to 
5 point change. 



Activity Tracker Pilot: PROMIS Sleep Disturbance T-Score

Intervention
Mean (SD)

Active-Control 
Mean (SD)

Baseline 57.1 (8.07)a, b 56.71 (8.59)

Four Weeks 54.06 (6.72)a 55.06 (9.04)

Eight Weeks 53.95 (7.83)b 54.85 (7.5)

a -3.04; p=0.02
b  -3.15; p=0.021

Recommended minimal important difference: 3 to 5 
point change. 



Activity Tracker Pilot: CPAQ-E Total Score

Intervention
Mean (SD)

Active-Control 
Mean (SD)

Baseline 41.79 (12.69)a, b 40.88 (13.95)c

Four Weeks 48.36 (13.39)a 43 (17.35)

Eight Weeks 50.4 (15.23)b 46.56 (16.14)c

a 6.57; p<0.001
b 8.61; p<0.001
c 5.69; p=0.021

No referenced recommended minimal important 
difference, but similar scales report 5 to 10 point 
shifts as clinically meaningful.



Activity Tracker Pilot: TSK-17

Intervention
Mean (SD)

Active-Control 
Mean (SD)

Baseline 36.76 (7.6) 39.23 (8.35)

Four Weeks 36.29 (7.7) 39.06 (9.03)

Eight Weeks 35.21 (9.47) 38.46 (9.57)

Recommended minimal meaningful difference: 4 
to 6 point (roughly 10%) change. 



Relief Pain Hub Usability and Satisfaction

Four Week Survey
Mean (SD)

Eight Week Survey
Mean (SD)

System Usability Scale (SUS) 
All Participants

Intervention
Active-Control 

66.56 (22.17)
62.65 (24.73)

73 (15.64)

68.94 (22.23)
67.08 (23.97)

72.21 (19)

Client Satisfaction Questionnaire (CSQ-8)
All Participants

Intervention
Active-Control 

22.83 (4.69)
22.82 (4.66)
22.85 (4.85)

23.72 (5.35)
23.12 (5.63)
24.74 (4.79)

SUS recommended minimal score: 68+ considered acceptable usability. 
CSQ-8 recommended minimal score: 21 or 22 considered acceptable satisfaction. 



Pain Nurse Navigator Pilot

• Interested adults with self-reported chronic pain met one-on-one with a registered 
nurse via videoconferencing software. 
• Initial visit lasted ~60-minutes and included multidimensional assessment:
• McCaffery Initial Pain Assessment Tool, Patient Health Questionnaire – 9, and additional history 

including prior pharmacologic and complementary therapies as well as present support systems.
• Work together to create:
• Personalized plan with SMART goals and select applicable educational content on Relief Pain 

Hub 

• Follow–up appointment was scheduled for 10-14 days to review progress and 
readjust.

• Final satisfaction survey sent out after both appointments. 



• A total of 10 individuals completed both 
appointments. 

• Half provided clearly defined SMART goals 
for the follow-up period. 

• Satisfaction scores following meetings 
with the Nurse Navigator were acceptable 
illustrating a need for additional study.

• Suggestions for improvement: Additional 
contact with the Pain Nurse Navigator and 
a longer follow-up period.

Mean (SD) Median (IQR)

I am satisfied with how easy it 
was to participate.

6.9 (0.32) 7 (0)

I am satisfied with the 
amount of time it took to 
participate.

6.9 (0.32) 7 (0)

I am satisfied with the support 
available while participating.

6.3 (1.57) 7 (0.75)

I felt comfortable 
participating. 

6.8 (0.42) 7 (0)

CSQ-8 Score 24 (7.76) 26 (7.5)

Pain Nurse Navigator Pilot Results



What:

• A compassionate, nonjudgmental 
approach aimed at reducing 
consequences associated with 
substance use and other 
potentially unsafe behavior.

• Emphasizes overdose prevention.

• Recognizes substance use disorder 
as a disease and not a moral 
failing.

How:

• Advocate for the well-being of 
individuals who use substances.

• Support any positive change as 
defined by the individual.
• Contingency management

• Numerous examples: syringe 
exchange, contraception, 
naloxone, peer support, take-back 
sites.

Douglass, 2024

Applying Harm Reduction Principles



Assess:
• Cannabis Use Disorder screening
• Intervene as needed

• Be prepared to refer if needed

• Ask about product type, source, 
amount, mode, dose, 

• Symptoms treated and perception 
of effects
• Ask why they are using cannabis

• Side effects

Applying Harm Reduction to Cannabis Use

Substitution of prescription drugs is 
now the most commonly reported  
motive for medical cannabis use 
[Reddon, 2023].

In states with legalized medical cannabis access, findings suggest small but 
significant reductions in opioid prescribing and use [Shah, 2019]. 



What are their 

substance use 
goals?

Adapted from: 
Wilson, 2021



Stay informed:

• Risks 

• Interactions with prescribed medications

• Signs of withdrawal

• Alternatives for symptoms:
• Sleep, mood, inactivity

Applying Harm Reduction to Cannabis Use

• See Washington state resources: https://doh.wa.gov/you-and-your-
family/cannabis/medical-cannabis/healthcare-practitioners

https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners
https://doh.wa.gov/you-and-your-family/cannabis/medical-cannabis/healthcare-practitioners


Consider the 
benefits of a 
medical 
authorization



Ask about substance use 

• If you don’t ask, they won’t tell 

•Meet them where they’re at

•Offer information and options
•How will this help or not help with 

pain?



Next steps for RELIEF:

Your thoughts?
Your partnership?

1. Maximize use of Relief Pain Hub resources. 
2. Find rural and family practice pilot sites.
3. Additional education, updated/expanded 

content, incorporate feedback for 
completed studies.  



Open Studies at APPL 

• Pharmaceutically-Enhanced Reinforcement for Reduced Drinking and Smoking Study 
(PERRAS):
• Use of contingency management and varenicline (Chantix) to reduced alcohol use and smoking. 

• All participants get varenicline but randomized to either true contingency management or set 
rewards over 14 weeks (four additional follow-ups over next six months). 

• PERRAS-CAN

• Sub-study open to those who have used cannabis for at least six days over the previous 30.

• Complete a few additional sets of questionnaires over the course of the study. 

• Mirtazapine for the Treatment of Methamphetamine Use in Opioid Use Disorder Patients 
Receiving Medication Assisted Treatment (MIRROM): 
• Participants randomized to mirtazapine or placebo with treatment for 10 weeks (three additional 

follow-ups with one per month).

• Medication (active/placebo) coupled with contingency management. 



Open Studies at APPL 



Free Pain and SUD Focused CEs

• WSU’s Elson S. Floyd College of Medicine Cloud CME platform (https://wsu.cloud-cme.com):
• Evidence of Binaural Beats in Pain Management

• From Stress to Strength: Yoga as a Complementary Healthcare Strategy

• Interventional Pain Options for Spine Pain 

• Pain Management, Opioid Use, and Complications Among Older Adults

• Desired and Undesired Effects of Opioids: Morphine in the Brain

• Pharmacology Basics for Opioids: Pharmacokinetics and Pharmacodynamics of Morphine

• Targeted Therapies using Behavioral Medicine: An Update on Innovative Evidence-Based Behavioral 
Medicine Treatments for Chronic Pain

• Buprenorphine: Clinical Tips for Prescribing for Chronic Pain and/or OUD

• Consequences of Trauma: Pain and PTSD

• Managing Risk for Adults Prescribed Opioids: A Case-Management Learning Module 
• NOTE: Case-based learning module rather than recording.  



Free Empower Relief Courses

• Following completion of our RCT evaluating 
online nurse-delivered Empowered Relief 
sessions [Watson 2025], our team has been 
working on continuing virtual delivery. 
• ASPMN: https://aspmn.org/upcoming_events.php 

• Empowered Relief information: 
https://empoweredrelief.stanford.edu



WARecoveryHelpLine.org



FindTreatment.gov



Thank you for attending!

Questions? Contact: 

rossb4@wsu.edu 

nursing.painrelief@wsu.edu 
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