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Opioid painkillers: What you need 
to know before you start taking them

Opioids are powerful medications that are prescribed for many types of pain, the flu or a cough.

Common reactions
While opioids are very effective medications, you can have reactions to them. They can make you:

• sleepy
• sick to your stomach
• constipated
• feel confused
• dizzy

These reactions can happen suddenly and while taking the 
usual dose of your medicine. Be careful to follow your doctor’s 
or pharmacist’s instructions. Many opioids will take about 
90 minutes to become fully active in your body. Be sure to 
check the warning labels on the bottle: you may need to be 
careful going about ordinary activities such as driving.

Serious reactions
If you take more than prescribed, or combine opioids 
with alcohol or some other drugs, such as sleep aids 
and anti-anxiety medications, they can cause

• clammy skin
• weak muscles
• dangerously low blood pressure
• slowed or stopped breathing
• coma
• death

Do not share opioid pain medications
Never share medication your doctor has given you; even with family members. You 
may be endangering someone’s life if you let them take your medicine. 

Long-term problems
If you take opioids for a long time, your body can feel less of their effect, and you may feel the 
need to use more of the drug to get results. Do not use more without talking to your doctor. 
Taking more opioids can increase the chance that you may have side effects or overdose. Opioids 
are highly addictive medications so it’s important to work closely with your doctor. 

What can I do to prevent problems?
While these drugs are effective for pain, you may want to ask your doctor if you can try a non-opioid drug first. 
Also, if you do take opioids, talk to your doctor about limiting the time you take them. Tell your doctor about all 
other medications and drugs you take and about how much alcohol you consume. Ask your doctor about whether, 
and when you can drive and be sure to discuss the nature of your work and how you may be impaired. 

Opioid painkillers can be dangerous and need to be disposed of promptly and properly. If you have any medicine 
left over, you can bring your medication to a drug take-back collection site or event. Take-back programs allow 
the public to bring unused drugs to a central location for proper disposal. If your community does not have a 
take-back program, you can visit nsc.org\disposalresources to learn how to throw away the medicine safely. 
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1.4 million 
emergency room 
visits in 2011 were 

related to the 
misuse or abuse 

of prescription 
medicines, an 

increase of 114% 
since 2004.1

Substance Abuse and Mental Health Services Administration, Center for Behavioral Health Statistics and Quality. (2013) The DAWN Report: Highlights of the 2011 Drug Abuse Warning 
Network (DAWN) Findings on Drug-Related Emergency Department Visits. Rockville, MD. Retrieved from http://www.samhsa.gov/data/2k13/DAWN127/sr127-DAWN-highlights.htm
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Opioid painkillers: How they 
work and why they can be risky

Pain is the most common reason people seek medical treatment. Patients often want the most potent painkillers—
opioid drugs. There are many reasons why you should try safer medications before taking opioid painkillers.

Misuse and abuse of opioid painkillers is the fastest growing drug problem in the United States. Since 2003, 
more overdose deaths have involved opioid painkillers than heroin and cocaine combined. This epidemic parallels 
the huge increase in the number of prescriptions written for opioid medications during the past decade.

What are opioids?
Opioid painkillers include a wide variety of compounds divided 
into classes based on whether they are straight extracts from 
the opium poppy, extracts that have been chemically modified 
or completely manmade compounds that have a similar action.

Heroin, codeine and morphine are natural derivatives 
of opium. Their effects, and the abuse potential of the 
various compounds, differ. Opioids can be short acting 
(e.g., morphine sulfate), extended release (short-acting 
formulations that are absorbed slowly so they can be taken 
at longer intervals) or long acting (e.g., methadone).

How do these drugs work?
These drugs are easily absorbed through the gastrointestinal 
tract and attach to one or more of the four types of opiate 
receptors in the brain. When receptors are stimulated, they 
reduce pain without eliminating its cause. They produce 
sleepiness, euphoria and respiratory depression. And they slow 
gut function, leading to constipation. Peak effects generally are 
reached in 10 minutes if taken intravenously—30-45 minutes 
with an intramuscular injection, and 90 minutes by mouth.

How opioids kill
These medications are dangerous because the difference between the amount needed to 
feel their effects and the amount needed to kill a person is small and unpredictable. 

Respiratory depression is the chief hazard associated with opioid painkillers. Other especially 
problematic drugs—in particular alcohol, sleeping pills and anti-anxiety medications—increase 
the respiratory depression caused by opioids. So if someone is drinking or taking sleeping pills and 
takes what would be usual doses of opioids, he or she may pass out, stop breathing and die.

Mixing extended-release and long-acting opioids can be deadly. The pain-relieving and euphoria-
inducing aspect of opioids may wear off before the tendency to depress breathing does.

This is especially true of methadone. Methadone’s peak respiratory effects typically occur later, and last longer, 
than its peak painkilling effects. Overdoses often occur when someone takes methadone for the first time or 
the dose is increased. What is worse, doctors prescribing various opioid medications may not understand how 
different opioid brands are metabolized, how different drugs interact and how this affects overdose potential.

Prescription 
drug abuse, 

caused mainly by 
misuse of opioid 
painkillers, is the 
fastest growing 
drug problem in 

the United States.
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Tolerance brings further peril
Another serious problem with opioids is tolerance—when your body feels less of the effect of a drug. 
Regular users of opioids and other drugs (such as alcohol) develop tolerance. In effect, a person who is a 
chronic opioid user feels less of its effect (and his or her body can tolerate more of the drug) than a new 
user feels. A common overdose death scenario among opioid addicts is when, because of tolerance, they 
increase the dose to get a rush, not realizing they are not tolerant to the respiratory depression effects.

Tolerance may not be the same for different opioids. This can make changing from one opioid to another dangerous.

There is evidence that opioids taken for long periods may actually increase the body’s 
perception of pain called hyperalgesia. This may lead to a feedback loop of need for 
higher and higher doses, more and more risk of overdose, and increasing pain.

Why are opioids prescribed if they are so risky?
Opioid pain medications are often believed to be the most powerful pain relievers available to ease 
severe pain. Studies have shown, however, that they are NOT MORE EFFECTIVE THAN other available 
oral medications. Too often, they are prescribed when safer medications would suffice and they 
are prescribed in larger amounts than needed. If you need to take a prescription opioid painkiller, 
do so with caution and talk to your doctor about limiting the length of time you take them.

Respiratory 
depression is 

the chief hazard 
associated with 

opiate painkillers.
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Talking with your medical 
provider when you are 
prescribed an opioid painkiller

In the unfortunate event of an injury, accident, surgery or other medical condition, your medical provider may 
recommend an opioid prescription painkiller for you or your child. It’s a good plan to be prepared to discuss 
this choice of medicine, as there are certain risks when taking opioids that might be able to be avoided. 

Ask your doctor if there is a non-addictive alternative
Studies have shown that opioid pain killers like Percocet and Vicodin are no more effective than 
many of the non-addicting alternatives. Nonsteroidal anti-inflammatory drugs (NSAIDs) like 
ibuprofen and naproxen treat pain as effectively as opioids and have less side-effects.  

If opioids are necessary, request a short term prescription
Some doctors may think that you need medication in addition to NSAIDs or may feel that NSAIDs 
should not be used in your case. If this happens, ask if a 3 day prescription is appropriate. Many 
doctors tend to prescribe a 7-10 day supply of opioids which is seldom necessary. 

Be sure to tell your provider if you have 
these medical conditions 
The following medical conditions may increase the risks associated with taking opioid painkillers:

• COPD-(chronic obstructive pulmonary disease)
• Sleep apnea
• Depression
• Anxiety
• History of addiction
• Chronic constipation

Also be sure to discuss: 
• Family history of addiction or alcoholism
• Working in a safety-sensitive position. 
• How your driving will be affected initially, and ongoing

Other important questions for your medical provider
•  If you are taking this after an injury, will taking opioids delay your recovery? Studies have 

shown that opioid pain relievers may delay recovery and increase your risk of permanent disability.  

•  If surgery is expected, how will this affect the outcome? If taken prior to surgery, 
opioid medications may delay your recovery from orthopedic surgery.  

•  How can I know if these pills are causing me to experience MORE pain? 
Longer term use of opioid medications can cause a condition called opioid 
hyperalgesia where your experience of pain actually increases.
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How to reduce your 
risk of overdosing from 
prescription painkillers

The two main groups of people at risk for prescription drug overdose are those who report long-term medical use 
of opioids and those who report nonmedical use (use without a prescription or medical need) in the past month.

Those at particularly high risk include persons: 

• taking opioid painkillers for the first time; 

• taking multiple forms of opioids or who mix them with alcohol, sleeping pills or anti-anxiety medications; 

• with sleep apnea, heart failure, obesity, severe asthma or respiratory conditions

How to reduce your risk of overdose
A number of steps can be taken to reduce your risk of overdose:

•  Discuss non-opioid alternatives with your doctor and if an opioid is still indicated, 
discuss taking the lowest dose possible for the shortest duration. 

• Tell your doctor about all other medications and drugs you take and about how much alcohol you consume.

• Ask your doctor about how long the medicine will be in your body and whether and when you can drive.

• Do not use more of an opioid painkiller without talking to your doctor.

• Avoid mixing opioid drugs with alcohol, sleeping pills and anti-anxiety medications

•  Obtain a prescription for naloxone or carry a naloxone overdose prevention kit if you or 
a family member is using a high daily dosage of opioids. Naloxone is a medication that 
can treat the effects of an opioid overdose until 911/medical help arrives.

What are the signs of and overdose?
Signs of overdose include slow and loud (or stopped) breathing; sleepiness progressing 
to stupor or coma; weak, floppy muscles; cold and clammy skin; pinpoint pupils; 
slow heart rate; dangerously low blood pressure and ultimately, death.

What you should do in the event of a suspected overdose
If you suspect someone may have overdosed, call 9-1-1 immediately. Although they may look as if they 
are sleeping, they may actually be unconscious. After calling 9-1-1, move the person into the recovery 
position and be prepared for CPR. If you or anyone around has naloxone, administer it immediately. Treating 
someone with naloxone will not harm them and it may mean the difference between life and death. 
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What parents (and grandparents) 
need to know about 
prescription opioid painkillers

The largest source of easily available and ‘free’ abused medications are the billions of prescription 
pills readily accessible in home medicine cabinets. Some are powerful opioid pain medications that 
can be attractive to young people, who can take them without parents knowing — contributing 
to an epidemic of opioid abuse and dependence, overdose and potential loss of life. 

The majority of people including teens and other young people who abuse prescription 
medications access them from medicine cabinets in their, or other’s homes. 

It’s important to find an area in your home where you can lock up all your medications, including those prescribed 
for pets. Store medications in a locked cabinet, drawer, or toolbox or purchase child-proof lock boxes.

Parents and grandparents should also be aware that up to 20% of childhood prescription drug 
poisonings involve a grandparent’s medication. Grandparents often have prescription bottles that 
are not child-resistant or loose pills out on tables, kitchen counters or in purses or pockets.

What if a prescriber wants to write an opioid 
pain medication for your child or teenager?
Prescription opioids are powerful highly addictive medications.  It’s important that the conversation with your child’s 
physician include questions about whether use of an alternate non-opioid painkiller can be recommended for non-
cancer pain. Research has shown that non-opioid pain medications are just as effective as opioids for most pain. 
If an opioid painkiller is needed for your child or teen, talk with your doctor about limiting the duration of therapy.

Understand how opioid painkiller addiction 
can lead to heroin addiction
Too often communities, especially those in rural and suburban areas, are shocked by the number of young 
people tragically dying from heroin overdose.  A renowned medical facility recently explained that nearly half 
of the patients being treated for heroin addiction in their clinic started with an opioid painkiller prescription. 
These opioid pain medications can create dependency very quickly which can lead to addiction. Once addicted, 
an individual may have difficulty getting a continuing supply of the painkiller, and switches to heroin which is 
now easily accessible and relatively inexpensive. Parents may never imagine their child using heroin especially 
using a needle, but heroin is now commonly smoked or snorted doing away with any need for syringes. 

“Pharming Parties”- fact or fiction
Often talked about in the media ‘Pharming’ refers to a gathering where attendees bring prescription pills 
they can access from their own, relative’s and friend’s medicine cabinets. These pills are said to either 
be traded or poured into a bowl which attendees can take to achieve a recreational, but very dangerous 
‘high’. Proof of the actual extent of these ‘Pharming’ parties is unverified.  However some teens buy, 
‘borrow’ or trade these prescription medications that may ultimately lead to dependency or addiction. In 
2013, 15.0 percent of high school seniors used a prescription drug non-medically in the past year. 
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Communicate 

Talk to your kids and teens

Talk to their grandparents

Let your teens know you’re 
aware of the problem

Warn them that taking a prescribed 
drug that wasn’t provided for their 
medical care is just as dangerous 

as taking illegal street drugs

Discuss the dangers of mixing 
multiple types of drugs or 
using drugs with alcohol

Explain how painkillers are made from 
opioids, which is similar to heroin

Monitor computers

Keep all computers and laptops in 
open areas such as living rooms 

and family rooms, as well as closely 
monitor children’s online activities

Secure any painkillers, sleep 
medications or stimulants in a 

locked drawer or container

Safe Kids “Safe Storage, Safe Dosing, A Report to the Nation on Safe Medication” (March 2012) Retrieved from https://www.safekids.org/sites/default/files/medicine-safety-study-2012.pdf.
National Institute of Health: National Institute on Drug Abuse, (January 2014) Drug Facts: High School and Youth Trends. 
Retrieved from http://www.drugabuse.gov/publications/drugfacts/high-school-youth-trends
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Practice safety at home 
with opioid painkillers

Safe storage
Opioid medications need to be stored securely, preferably locked up just 
the way you would if you keep a firearm in your home. 

•  Choose a location in your house that is up and away and out of sight of children 
and visitors.  Install a lock or use a locking medicine cabinet.

•  Return medication to your secure location after every use.  Avoid leaving medication or pill containers 
on countertops, tables or nightstands in open view where they can be easily accessed by others.

•  Do not keep loose pills in easily opened plastic bags or containers in your purse, luggage 
or office drawer. Locking travel cases are available to carry prescription medicines.

Safe disposal
Once an individual is finished taking an opioid painkiller, they should promptly 
dispose of them and not keep these medications for “later.”  

•  Take-back programs and events allow the public to bring unused drugs to a central location for proper disposal. 

•  Many pharmacies offer mail-back programs where you can pick up a drug disposal envelope at 
their nearest store.  Most pharmacies charge a small fee for a postage paid envelope.  

•  Avoid flushing prescriptions down the toilet or pour in a drain because they can 
pollute water supplies. In some states, it is illegal to flush any medications.

•  If a take-back or pharmacy mail-back program is not available in your community, 
you can go online to learn how to safely dispose of unused medications. 

Visit nsc.org/disposalresources to find a take back program or learn how to safely dispose of unwanted medicine.

Don’t mix
Opioid medications are dangerous because the difference between the amount needed to 
feel their effects and the amount needed to kill a person is small and unpredictable. 

Respiratory depression is the chief hazard associated with opioid painkillers. Using them with alcohol, sleeping 
pills and anti-anxiety medications increase the respiratory depression caused by opioids. So if someone is drinking 
or taking tranquilizers and takes the usual doses of opioids, he or she may pass out, stop breathing and die.

•  Never mix opioid medications with alcohol, sleep aids, anti-anxiety drugs or other pain relievers. 

•  Mixing extended-release and long acting opioids can be dangerous.  Do not take extended-
release opioids as-needed for pain or more frequently than the doctor prescribed.

•  Individuals should talk to their prescriber and/or pharmacist to ensure 
they are not at risk for any other drug interactions.

Don’t share
Do NOT share your opioid painkillers. Don’t give a pill to a friend, family member or co-
worker, even if the person is in pain. Sharing pain medication is illegal and dangerous.

•  Opioid medications should not be given to, sold to, or ‘borrowed’ by friends or relatives.

•  Keeping your medication in locked storage will prevent anyone else from taking your medications. 
Count and keep an inventory of your opioid pills so you will know if any go missing.

•  The majority of people who abuse these drugs obtain them from friends or relatives. 
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How to safely dispose of leftover 
prescription medication

Many households have prescription drugs that are expired or unused. These drugs, especially 
opioid painkillers, can be dangerous and need to be disposed of promptly and properly.

Why you shouldn’t keep unused prescription drugs
•  Poisoning Risks: Children or pets may be accidentally poisoned by swallowing medicine. One study reported 

that nearly 248,000 children visiting emergency rooms between 2001 and 2008 had been accidentally poisoned 
by ingesting prescription medications.1 In 2011, prescription human medications were the number one cause 
of pet poisoning.2 Cardiac and Attention Deficit Hyperactivity Disorder medications were the most prevalent.

•  Availability: Family members, friends or other visitors to your home may take your drugs 
for their own use or sell them if they are accessible. More than 70% of people who abuse 
prescription painkillers obtained them from family or friends, with or without permission.3

•  Medication Shelf-Life and Misuse: Some medicines degrade over time and some 
can become ineffective. Antibiotics should never be taken without a doctor’s permission 
as they can make your infection antibiotic-resistant and hard to treat.

•  Dangers of Self-Medicating: Self-medicating by taking someone else’s medicine or your own unused 
medicine may lead to misread symptoms and potentially delayed treatment of a serious medical problem. 
Some medications also have dangerous interactions with each other and with foods that may not be noted 
on the label. Doctors look at medical history, symptoms and interactions before prescribing drugs.

•  Suicide Attempts: Sometimes people attempt suicide by swallowing whatever is in 
the medicine cabinet. Prescription drugs and over-the-counter medications accounted 
for 94% of emergency room visits related to suicide attempts in 2009.4

How to safely dispose of your leftover drugs
Most prescriptions should not be flushed down the toilet or poured in a drain because they 
can pollute water supplies. In some states, it is illegal to flush any medications.

Your community may have a drug take-back program.  Take-back programs and events allow the 
public to bring unused drugs to a central location for proper disposal.  In addition to take-back 
programs, many pharmacies offer mail-back programs where you can pick up a drug disposal envelope 
at their nearest store.  Most pharmacies charge a small fee for a postage paid envelope.  

If your community does not offer a drug take-back or mail-back program, you can visit  
nsc.org/disposalresources to learn how to safely dispose of unused medications.

Leftover, 
unused or old 
medication is 
dangerous to 

keep in your 
home. it is 

important for 
you to know 

how to properly 
dispose of it.
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Prescription painkiller  
drug safety at home

secure storage
Lock it up, these medications are  
commonly “borrowed” or stolen!

safe disposal
Locate a safe disposal site in your  

community for drugs you  
are no longer taking.

don’t mix
Don’t mix painkillers with alcohol,  
sleep medications, or anti-anxiety/ 

anti-depressant medications.

don’t share
Don’t give any medication to a  
friend or family member that  

wasn’t prescribed for them.

For more safety tips visit
nsc.org/rxpainkillers 
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Do you know your 
workplace policy 

for prescription drug use?
Consider how your prescription may impact  

your ability to do your job safely.

CONTACT:

For more safety tips visit
nsc.org/rxpainkillers 
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PROCEED WITH CAUTION: 
PRESCRIPTION OPIOIDS

“My doctor prescribed the  
medication I’m taking, I want  
to get and use more.”

Confidential help is on the line 24/7 when  
prescription drugs might be a problem.

CONTACT:

For more safety tips visit
nsc.org/rxpainkillers 
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Understanding opioid pain medications:  
Know the risks
Prescription medications are often helpful in recovery 
from illness and injury, and chances are you have 
received benefits from one or more prescribed by 
your physician. Almost every medication has some 
risk associated with taking it, including various 
side effects. Being an informed consumer is very 
important, especially for the category of drugs 
referred to as ‘prescription opioid painkillers.’

Opioids are medications that relieve pain. Common 
brand names include Vicodin, OxyContin, Percocet 
and Dilaudid. These drugs reduce the intensity of 
pain signals reaching the brain and affect the brain 
areas controlling emotion, which diminishes the 
effects of a painful stimulus. Opioid painkillers can 
impair you, affecting your ability to drive safely, 
or perform your work safely and effectively.

Opioid medications are highly addictive. The misuse 
and abuse of these medications is nothing short of 
an epidemic today, and in 2010, more than 16,000 
people died of overdose from these medications. 
Leading up to overdose is the often untold story of a 
person who was legitimately prescribed one of these 
medications in too high a dose for too long, became 
dependent on that medication, and then addicted.

While typically prescribed with an intention for good 
and relief of pain, this category of medications has 
some very serious safety and health concerns.

You or a family member may be prescribed one 
of these medications for an injury, surgery or 
ongoing pain. It’s important to be an informed 
consumer as you discuss the potential use of these 
medications with your medical providers and their 
impact on your safety at home and at work.

Be An Informed Consumer 
If You Are Prescribed An 
Opioid Painkiller
Is There An Alternative?  
There are several alternative, non-opioid pain 
relievers. Ask your doctor if a non-opioid alternative 
can be prescribed. If not, ask your physician to 
limit the dose and length of time you take the 
medication. Be sure to talk to your doctor about the 
effect of the medication for safe driving, and the 
ability to perform your work safely and effectively.

Be Truthful About Your History  
Be very clear and honest with your doctor about your 
medical history. There is no way to determine who will 
become addicted to a prescription painkiller, however, 
people with a history of substance abuse including 
alcohol or other drugs, or those who experience 
depression and anxiety, are more vulnerable.

Take As Directed  
If you take an opioid prescription painkiller, over time 
you will feel less of the effect and need more of the 
medication. Do not use more without talking to your 
doctor. Safest use of these medications is generally 
at the lowest possible dose for the shortest duration.

Store Securely  
Do not store these medications in your medicine 
cabinet, or a desk drawer at work. Select a very 
secure location for storage, preferably locked. 
These drugs are highly abused and are very often 
‘borrowed,’ or stolen from unsecured places.

Don’t Share Your Medications  
Never share any medication your doctor has 
prescribed with family members, co-workers or 
anyone else. You may be endangering someone’s life, 
or enabling someone else’s dependency or addiction.

Don’t Hang On to Old Prescriptions  
Always safely dispose of medications once you have 
stopped taking them. Contact your community police 
department or pharmacy about how to do this.

Understand Your Workplace Policy About 
Prescription Medications That Cause Impairment  
Be sure to understand the part of your workplace 
policy that talks about prescription drug use. 
Prescription opioid medications greatly increase 
the risk for incidents and errors. It is important 
that your physician knows if you are in a safety 
sensitive job, or responsible for any other 
work where impairment creates an unsafe or 
high-risk situation. Work with your employer 
if legitimate prescription use is necessary.

Working as a team with your medical provider, 
prescription drugs can be helpful and important for 
treatment. If prescription opioids are recommended, 
know the alternatives, understand the safety 
risks and work with your medical provider about 
your concerns. You should also understand your 
employer’s policy and what to do if the safety and 
effectiveness of your work may be affected.
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Discussing Prescription Opioid  
Painkillers with Your Doctor 
In the unfortunate event of an injury, accident, surgery 
or other medical condition, your medical provider may 
recommend an opioid prescription painkiller for you 
or a family member. It’s important to be prepared to 
discuss this choice of medicine, as there are certain 
risks when taking opioids that might be able to be 
avoided.  Opioid medications are drugs prescribed 
for pain; unfortunately they can cause impairment, 
be addictive and often are over-prescribed. 

Ask Your Doctor If There  
Is A Non-Opioid Alternative
Non-opioid medications have been shown to be 
just as effective as opioid medications like Percocet 
or Vicodin. Non-steroidal anti-inflammatory drugs 
(NSAIDs) including ibuprofen and naproxen treat 
pain just as well as opioids and have less side-
effects and risks associated with taking them. 

If Opioids Are Necessary, 
Request a Short 
Term Prescription
Some doctors may think that you need other 
medication in addition to NSAIDs or may feel 
that NSAIDs should not be used in your case. 
If this is the case, ask if a 3-day prescription 
is appropriate. Often, even a 7-10 day 
supply of opioids is seldom necessary. 

Be Sure to Tell Your  
Provider If You Have  
These Medical Conditions 
The following medical conditions may increase the 
health risks associated with taking opioid painkillers:

• COPD-(chronic obstructive pulmonary disease)

• Sleep apnea

• Depression

• Anxiety

• Personal or family history of addiction

• Chronic constipation

Other Important Issues 
to Discuss With Your 
Medical Provider
Can I continue working if I am taking  
an opioid medication?  
Talk to your medical provider about the nature of 
your work and if you are in a safety sensitive role 
that could be affected by impairment.  People react 
differently to these medications and its important to 
know your workplace policy for prescription drug use.

Can I drive if I am taking an opioid medication?  
State laws vary regarding driving while under 
the influence of even a legitimately prescribed 
medication.  Ask your provider what is recommended 
in terms guidelines on use of this medication 
and operating a vehicle safely.  Workplace safety 
policies generally prohibit use of drugs that 
cause any impairment, be sure to review your 
employer’s policy and your responsibilities.

Can I take my sleeping pill or anti-anxiety 
medication with a prescription opioid?  
Talk to your provider about any other medications 
you are taking. Sleeping pills and anti-anxiety 
medications are examples of ones that should 
not be combined with opioid painkillers.

If you are taking this after an injury,  
will taking opioids delay your recovery?  
Studies have shown that opioid pain 
relievers may delay recovery and increase 
your risk of permanent disability. 

If surgery is expected, how will this  
affect the outcome?  
Opioid medications may delay your 
recovery from orthopedic surgery. 

How can I know if these pills are causing  
me to experience MORE pain?  
Longer term use of opioid medications can cause 
a condition called opioid hyperalgesia where your 
experience of pain actually increases. Ask your doctor 
if this common complication may be affecting you.

Safety is an important concern when it comes to 
use of prescription drugs. Making good use of your 
office visit at the point of prescribing enables you 
to get key information about pain medications, 
the risks, and your options as a consumer. 
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Common Risks at Work  
Due to Opioid Painkiller Use
You may be prescribed an opioid painkiller for an 
injury, surgery or ongoing pain.  It’s important to 
be an informed consumer about how the use of 
this medication may impact your safety at work.

Common Opioid Side Effects
Common side effects include dizziness, sleepiness, 
upset stomach or constipation, blurred vision or dry 
mouth.  In addition to these side effects, studies have 
shown that opioid painkillers may impair your thinking 
and reactions. In some people, opioid use can cause 
confusion, unusual thoughts, impulsive behavior, 
delayed reaction or difficulty in following directions.

Opioids May Affect 
your Ability to Work 
or Drive Safely
Dizziness or severe sleepiness can cause falls, 
vehicle crashes or contribute to other safety 
incidents. One study determined that opioid 
use increased the risk of committing an unsafe 
driving act. Opioid use can lead to serious errors 
when performing job tasks which require focus, 
attention to detail or the need to react quickly.  

Changes in Opioid Dose 
Increase your Risk at Work
Research has shown that there is a greater risk of 
impairment when first starting to take opioids, when 
your dose increases or if you also use other drugs 
or substances such as anti-anxiety medicines or 
alcohol. It is important to note that people who use 
opioids for nonmedical purposes frequently increase 
the amount of opioids they take. Nonmedical use 
includes taking more than the prescribed dose or 
taking it for the feeling it causes or to “get high.”  
Many workplaces have policy that bans nonmedical 
use of prescription medicines and drug tests include 
prescription drugs to reduce the potential safety risks. 

Staying Safe At Work
It is important to inform your physician if you have 
a safety sensitive job, or are responsible for work 
where impairment may create an unsafe situation. 
Discuss how opioid painkillers may effect your ability 
to drive or perform your work safely and effectively. 

Ask for non-opioid 
alternatives
There are several non-opioid pain relievers.  Ask 
your doctor if a non-opioid alternative can be 
prescribed. Many non-steroidal anti-inflammatory 
drugs (NSAIDS) are as effective in relieving pain 
as opioids.  If not, ask your doctor to limit the dose 
and the length of time you take the medication.  

Use personnel policies
Consider using your company personnel 
benefits such as sick leave or short-
term disability while using opioids.

Request a temporary  
change of job duties
Inform your supervisor about your use of this 
medication. Request a job accommodation 
or change in your work assignments.

Follow your workplace policy
Be sure to understand the part of your workplace 
policy that talks about prescription drug use. 
At many companies, taking prescription 
medicines in doses higher than prescribed or 
without a current prescription may result in a 
positive drug test and disciplinary action. Work 
with your employer to reduce any potential 
safety risk if prescription use is necessary.

It is important to understand the risks of 
opioid use and how it may affect your work.  If 
prescription opioids are recommended, know 
the alternatives, understand the safety risks 
and work with your medical provider about your 
concerns. You should also understand your 
employer’s policy and what to do if the safety and 
effectiveness of your work may be affected.
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Your Employee Assistance Program:  
A Valuable Company Benefit and Resource
Take the First Step: Contact 
The Company EAP
Employee Assistance Programs (EAP’s) can be an 
effective first step for seeking help with any number 
of personal issues including non-medical prescription 
drug use.  Sometimes encouraging a co-worker to 
‘make the first call’ is just the support an individual 
needs in accessing these services.  An EAP offers 
an easy, no cost way for an employee to talk with 
someone immediately by phone for advice and receive 
some next steps that make sense for their needs. 

Confidentiality is Key
EAP services are confidential and offered by an 
external company whose staff are not connected 
with the employer.  Anything you discuss with an 
EAP intake/counselor is completely confidential 
and your privacy will not be violated.  In no 
case is the content of a phone call, interview or 
counseling session shared with the employer.  

Referral and Potential 
Treatment
Making that initial call puts an employee in 
the place to receive a referral for additional 
services, and in the case of prescription drug 
issues an evaluation for counseling or potentially, 
treatment.  The EAP is designed as a first step 
where short-term options are offered, and may 
work in conjunction with medical coverage 
through your employer sponsored health plan.  

Employer Referrals
Sometimes, a supervisor will refer an employee 
to EAP services.  These referrals can be informal, 
such as when a supervisor observes that an 
employee may be experiencing problems related 
to stress at work or a personal situation. However, 
some referrals may be mandatory or required in 
order for the employee to keep their job.  These 
situations are often due to substance use problems 
or serious performance issues.  Your company 
policy will clearly outline the types of problems and 
procedures to be followed in these situations.

Don’t Wait Too Long
If you are concerned that you or a co-worker 
may have a problem, don’t wait. Individuals who 
use EAP services report being very pleased and 
relieved that they took the first step regardless 
of their problem.  Even if you are not sure that 
you or a co-worker has problem, it does not hurt 
to call and talk confidentially with an expert.   

What does it cost?
All EAP services are provided at no cost to you. 
If an outside referral is recommended, you 
are responsible for those costs. Your ability to 
pay and your health insurance benefits will be 
considered when the EAP offers referral options.

What if I have a problem 
that really isn’t affecting my 
work, but I still need help?
Please call the EAP. This could be the best way 
to prevent the problem from affecting your job. It 
certainly may help you find a quicker solution. Check 
with your employer regarding drug-free workplace 
and employee assistance policy and procedures.
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Most people will experience low back pain at some 
point in their lives (Frymoyer, 1988). Low back pain is 
the fifth most common reason for all physician visits 
in the United States (Hart, Deyo, & Cherkin, 1995). 
In addition, lower back injuries account for 30–40 
percent of workers’ compensation payments (Daltroy 
et al., 1997). Lost work claims typically result from 
an acute injury caused by a single event, such as 
lifting or moving a heavy object. Acute pain also can 
occur suddenly, without any obvious cause. Acute 
back pain is usually treated successfully with several 
days of modified activity, nonnarcotic pain relievers, 
and muscle relaxants. But in up to one-third of cases, 
the acute symptoms do not go away (Von Korff & 
Saunders, 1996). Pain that lingers for months is called 
chronic low back pain (CLBP). 

The word opiate refers to naturally occurring 
substances that are derived directly from the opium 
poppy, which possesses painkilling properties. Opioid 
is a broader term that includes not only opiates but 
also synthesized chemicals that bind to the same 
receptors, such as methadone, meperidine (Demerol), 
and fentanyl. Opioid drugs also are commonly 
referred to as narcotics. Although it is tempting to 
treat CLBP with opioid pain relievers, such as codeine 
or OxyContin, people with CLBP and their families 
should be cautious of that approach. It is not advised 
to move to opioid treatment too soon before exploring 
other treatment options for nonspecific CLBP (Chou 
& Huffman, 2007a, 2007b). Research has found that 
while opioids may alleviate pain in some people, they 
are generally not more effective than nonopioid pain 
relievers, have a less beneficial effect on function, 
and may have serious side effects in many individuals 
(White et al., 2011). Moreover, combining these 
prescription drugs with alcohol, tranquilizers, a large 
number of other drugs, or other opiates can cause 

a potentially fatal overdose. If the person has other 
medical conditions, such as anxiety, depression, 
arthritis, or cancer, medications prescribed for those 
problems could interact with opiate pain relievers and 
lead to an overdose. Patients with CLBP who take 
opioid medications are significantly more likely than 
patients not taking them to have an emergency room 
visit within 30 days after the initial drug prescription 
date (Rhee, Taitel, Walker, & Lau, 2007). Also, opioid 
pain medications do not treat the root cause of pain; 
they only cover it up (Bogduk, 2004). In addition to the 
risk of overdose, patients prescribed opiates for relief 
of chronic pain have a high potential risk of developing 
opioid dependence. For those requiring treatment for 
chronic noncancer pain and who have weighed the 
risks and benefits of opiates, often the best decision is 
to avoid opiates in favor of other treatments (Dowell, 
Kunins, & Farley, 2013).

This series of four fact sheets explains the causes of 
CLBP and some proven approaches for treatment. 
This fact sheet describes the main causes of CLBP 
and who is most at risk for developing CLBP. It lists 
the symptoms a person with CLBP should report to 
his or her health care provider and briefly describes 
approaches that may be helpful in treating CLBP. 
Subsequent fact sheets (2–4) describe these 
treatments in more depth. 



What Causes CLBP?
Work that requires repetitive motions like bending or 
lifting may cause back injuries. Workers may aggravate 
a preexisting back condition in an accident or while 
performing normal work activities. Causes of CLBP 
include osteoarthritis, intervertebral disk disease, 
bulging or ruptured disks (herniation), spinal stenosis, 
tumor, infection, and rheumatologic and other systemic 
diseases. Spinal abnormalities such as scoliosis 
(curvature of the spine) and osteoporosis may also 
make it more likely that someone develops back pain. 
However, most cases of CLBP are nonspecific, meaning 
the pain does not have a single known cause (van 
Tulder, Assendelft, Koes, & Bouter, 1997).

Osteoarthritis is an inflammation of joints (called facet 
joints) that connect the vertebrae (bones of the back) 
to one another and form the spine (or backbone). It also 
can affect the joints between the sacrum (the large 
triangular bone at the base of the spine) and pelvis 
(called the sacroiliac joints). Cartilage and bone 
making up the vertebral and sacroiliac joints can be 
damaged by the wear and tear of life. Damaged bones 
try to heal themselves by growing, but this new growth 
is irregular and can worsen the problem by making 
joints less stable and pinching nerves as they exit the 
spine. People with spine abnormalities and who lead 
either sedentary or very physically active lifestyles, or 
whose activities frequently involve weight-loading the 
back, are more prone to developing osteoarthritis, disk 
degeneration, and CLBP.

Osteoporosis is a condition wherein bones lose 
their density and become thin and weak. This 
weakening can lead to vertebral fracture and collapse. 
Postmenopausal women are more likely than men 
to develop osteoporosis or a less serious condition 
called osteopenia. These conditions occur in part 
because around the time of menopause, the production 
of estrogen, a hormone that promotes bone health, 
decreases (Seeman, 2002). Vertebrae affected by 
osteoarthritis and osteoporosis are also more likely to 
slip (move forward), causing pain and sometimes nerve 
impingement. This is called spondylolithesis. 

Intervertebral disks are round, pillow-like structures 
made of cartilage and fibers on the outside and a gel-like 
substance on the inside. Below the second vertebra from 
the top, there is one disk between each vertebra. Disks 
act like shock absorbers and, along with muscles that 
line the back and the abdominal muscles, help stabilize 
the spine. Disks can also wear out over time and lose 
their protective function. They may bulge or rupture. 

Obesity contributes to these conditions because excess 
weight pushes down on and can strain the back. Over 
time, this extra pressure can contribute to osteoarthritis 
and can wear away intervertebral disks’ outer fibers, 
increasing injury risk. Excess abdominal fat also can 
cause the spine to bend too far forward, contributing to 
CLBP.

What to Tell the Medical Provider
If a patient thinks she or he has CLBP, the first step is 
to get examined by a health care provider. Before the 
appointment, the patient should think about and write 
down answers to the following questions. The health 
care provider will need this information to help determine 
what is causing the back pain.

• What type of pain is it (stabbing, burning, shooting, 
dull, constant, or “comes and goes”)? 

• What brings on the pain? How is it affected by 
walking, twisting, lifting, bending, lying down? Does it 
require getting out of bed and pacing at night?  

• What relieves the pain (sitting, standing, walking, 
bending over, lying down, etc.)?

• Where is it located (middle or side, multiple 
locations), and does it move down a leg or elsewhere?

• When did it start? Was it the result of an injury? Has 
it changed over time (getting worse or better), or has it 
been constant?

• Are there any other symptoms along with the 
CLBP (e.g., numbness, weakness, bowel or bladder 
problems, weight loss, fever)?

• What medications does the patient take? Include 
vitamins and over-the-counter drugs on the list.



Approach to Treatment of CLBP
In addition to a patient history and physical examination, 
the health care provider may order certain diagnostic 
tests, like X-rays or an MRI, to determine the cause 
of the back pain. However, in many cases, testing is 
not necessary. Diagnosis of the specific cause(s) of 
back pain is complicated because test results do not 
correlate well with a person’s symptoms (Patel & Ogle, 
2000). Most older adults have evidence of osteoarthritis, 
causing some backs to look abnormal on X-ray, and 
yet many have no symptoms (Williams, 2009). Other 
people may have severe symptoms and little evidence of 
abnormalities. 

Most back injuries can be treated successfully with 
conservative methods like medication or physical 
therapy (Chou & Huffman, 2007a; McCaffery, 
1980). Surgery is sometimes required when these 
treatments fail, but this is better at relieving nerve pain 
that shoots down into the leg than it is for relieving 
nonspecific back pain. Depending on symptoms and 
diagnosis, the provider may advise a stepped care 
approach (Von Korff & Moore, 2001). A stepped care 
approach treats people in stages (or steps). Treatment 
intensity increases step by step if lower-intensity 
interventions fail or do not have an adequate effect. 
The conservative or lower-intensity approach is the 
safest approach for nonspecific back pain. It typically 
begins with a discussion regarding the causes of 
back pain, nonnarcotic medications, and advice on 
how to resume normal activities. Step 2 may include 
one or a combination of the following approaches: 
self-management techniques, exercise, injecting 
pain-numbing and steroid medications into the back, 
therapeutic massage (also called myofascial release), 
acupuncture, physical therapy, and spinal manipulation. 
These approaches necessitate coordinating efforts of 
the patient, doctor, and allied health professionals to 
improve outcomes. Step 3 targets patients who need 
even more intensive interventions before they can return 
to normal activities in work and family life. The intensive 
interventions often rely on medications that can be 
addictive and can cause dangerous adverse reactions. 
CLBP Fact Sheets 2–4 give details about promising 
management options.
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MANAGING CHRONIC LOW BACK PAIN WHILE
MINIMIZING USE OF DANGEROUS PRESCRIPTION OPIOIDS

SELF-MANAGEMENT

This fact sheet describes what a sufferer can do to 
manage chronic low back pain (CLBP) and, at the 
same time, to reduce the chances of misusing or 
overusing prescription medications. This fact sheet 
is for people diagnosed with nonspecific CLBP. The 
approach described is called self-management. 
Subsequent fact sheets (3 and 4) describe how allied 
health professionals can help a patient address 
chronic pain using acupuncture, cognitive behavioral 
therapy, spinal manipulation, exercise, massage, and 
other nonmedication treatments as alternatives to 
opioid medications or narcotics that are addictive and 
may have dangerous side effects. 

How Is Chronic Low Back Pain 
Experienced?

CLBP is experienced by each person in a unique 
way. It can manifest as persistent pain that does 
not change much over time, pain that ebbs and 
flows like a wave throughout life, pain that goes 
away temporarily but inevitably comes back, or 
pain-free intervals with occasional flare-ups. No one 
experiences exactly the same pain syndrome.

What Is Self-Management?
The person with CLBP knows his or her body better 
than anyone else does. Therefore, he or she is in the 
best position to determine which treatments are most 
beneficial. This is called self-management. Self- 
management is about self-discovery—that is, finding 
ways to heal one’s own body. Self-management 
should be part of a wellness strategy that includes 
partnering with a health care provider. The self-
management information below suggests some ways 
that others have found to reduce their pain, be more 
mobile, live happier lives, and reduce their chances of 
having a recurrence. The information is presented as 
ways to (1) reduce back pain directly; (2) exercise to 

maintain functioning and reduce the risk of recurrence; 
(3) cope with pain; and  (4) address other concerns 
that contribute to back pain.

Reduce Pain Directly
Weight Loss: Even a few extra pounds can tip the 
balance from being pain free to experiencing a flare-
up of CLBP (Han, Schouten, Lean, & Seidell, 1997), 
so staying thinner can really make someone feel 
better. To reduce weight, eat at least five servings 
of fruit and vegetables a day, limit calories, eat out 
less, and avoid sugar-sweetened beverages. Alcohol 
contains more calories than carbohydrates, so drink 
in moderation. Eat meals and snacks on a regular 
schedule (do not skip meals), and choose foods you 
know are within your calorie limits. Have an occasional 
splurge, but choose a smaller portion when you do. 
Remember that restaurant meals typically contain 
twice or three times (or even more of) the calories you 
need. Ask for a to-go package as soon as the waiter 
brings the food, and put most of it there, out of sight, 
to enjoy later. 

Medications: Certain medications may reduce or 
alleviate your pain. They all have side effects and 
should be taken with care, so read and follow label 
guidelines. Aspirin, ibuprofen (Advil®, Motrin®), and 
other nonsteroidal anti-inflammatory medications 



(naproxin, ketoprofen, meloxicam, ketorolac, and 
others) relieve pain by reducing inflammation (irritation 
and swelling). They also can cause stomach ulcers, 
bleeding, and harm to kidneys if taken in large doses 
or for long periods (Hernandez-Diaz & Rodriguez, 
2000). Some require a prescription. Acetaminophen 
(found in Tylenol®) treats pain without addressing its 
cause. Its main side effect, if taken in large doses, 
is liver damage. Muscle relaxants—such as lioresal, 
carisoprodol, chlorzoxazone, cyclobenzaprine, 
metaxalone, methocarbamol, and orphenadrine—require 
a prescription and can help get a patient over an acute 
episode by reducing muscle spasms (Wright, 2012). 
However, they are not recommended for older adults 
and are less effective for CLBP (Fick & Semla, 2012). 
They also cause drowsiness, can be addictive, and have 
other side effects. Nonnarcotic prescription medications 
that reduce transmission of pain impulses, such as 
antidepressants and anticonvulsants, have also shown 
some success in treating CLBP. Patients can ask their 
health care provider about these medications.

Codeine, a relatively weak opioid, is prescribed alone 
or in combination with aspirin, other anti-inflammatory 
medications, and acetaminophen. Stronger opiate pain 
medications, like oxycodone and hydrocodone, are 
generally not recommended to treat mild-to-moderate 
CLBP. This is because these medications have 
dangerous side effects, are addictive, and do nothing 
to treat the cause of the pain (Bogduk, 2004; Chou & 
Huffman, 2007a). Furthermore, developing research 
suggests that long-term use of opioids may increase the 
nerve endings’ pain sensitivity, worsening the pain.

Heat/Cold Applications: Some people find that taking 
hot baths or showers or using a heating pad relieves 
their pain. Others find that cold packs are more effective. 
These and locally applied creams are acceptable to use 
if they seem to be beneficial.

Exercise to Maintain Function and 
Reduce Risk Recurrence

Protecting One’s Back: It is important to protect an 
injured back and prevent further injury at work and 
home. The health care provider may refer the patient to 
a physical therapist for instruction on ways to protect and 
strengthen the back. Most importantly, avoid lifting heavy 
objects. In bending, keep the back straight. Rely on your 
legs when lifting objects, and keep the objects close to 
the body. At work, it is important for the patient to talk 
with his or her supervisor about CLBP and to develop a 
plan for working without risking injury.

Exercise: Exercise such as walking, strengthening and 
stretching exercises, and yoga or Pilates classes may 
be recommended after acute symptoms have subsided 
(Sherman et al., 2011). Exercise helps keep off weight, 
makes a person feel stronger and sleep better, increases 
the levels of natural painkillers (called endorphins) in 
one’s body, and generally improves mood (Fentem, 
1994; Vuori, Urponen, Hasan, & Partinen, 1988). If 
their doctor approves, some people find it useful to 
do something every day to keep their back strong. 
Others try walking every other day. Using a pedometer, 
they might start with about 2,000 steps and gradually 
increase this amount to 10,000 steps, the equivalent 
of 5 miles of walking. On nonwalking days, try back 
and abdominal muscle strengthening exercises for 10 
minutes. These are available online (see below), from a 
health care provider, or from a physical therapist. These 
activities can reduce symptoms and lower the need for 
pain medications.  

Coping with Pain
Some of the most effective means to alleviate CLBP 
involve ways not to cure pain but to better coexist with 
it. Cognitive-behavioral therapy is effective in reducing 
chronic pain (Chou & Huffman, 2007b; Butler, n.d.). It 
relies on replacing negative thoughts and behaviors with 
more positive ones. Methods to use at home include 
distraction, guided imagery, and mindfulness-based 
interventions (MBIs), such as progressive relaxation and 
meditation. MBIs have many proven health benefits, 
including relief of distress caused by pain (Cullen, 2013).

Many people have experienced the power of 
distraction as a way to temporarily reduce or eliminate 
the experience of pain. For example, a person may 
unexpectedly receive an uplifting phone call from 
someone they like and, for the time they are talking, do 
not notice the pain. Distraction works (McCaffery, 1980). 
People with CLBP often can discover distractions that 
work for them and use those distractions to manage 
their pain. 



Guided imagery is another healing exercise. It begins 
the same way as the other methods, with the person 
sitting or lying in a relaxed position. Think about (dream 
up) a safe, wonderful, and ideal place. Examine its 
details. Perhaps it is a beach, the top of a mountain, or 
under the ocean on a great reef. This is the person’s 
oasis. The person can think of doing what they like 
there—resting, walking a path, or paddling a canoe. 
Now, imagine that something there can heal the back 
pain. It could be warm sand, a pool or stream of water, 
or a point of light. Go there. Enjoy the sights, sounds, 
smells, and feelings of the place, and imagine healing 
taking place, with the pain lessening and then vanishing. 
Dwell there for a few minutes, feeling the pain release. 
Then, gradually come back to the present. Visit often.

Pain can cause a person to tense up. This makes 
the pain worse. To alleviate tension and pain, try this 
method of progressive relaxation. Sit or lie down 
in a comfortable position. Think about your toes, and 
whisper, “I am relaxing my toes, my toes are relaxed.” 
At the same time, concentrate on relaxing the toes 
and noting how this feels. Then work up your body—
including feet, heels, ankles, shins, calves, and so 
forth—until even the top of the head is relaxed. Pay 
special attention to the muscles that support the back. 
This can take as little as 5 minutes or up to 30 minutes 
or longer, depending on how long it takes a person’s 
body to relax. After the whole body is relaxed, stay in 
this position for a few more minutes. Another option is to 
tighten each area first, then let it relax. For people who 
might require assistance with this, trained therapists can 
use instruments (known as biofeedback) to help people 
gain greater awareness of their body so that they can 
change how their body deals with stress (i.e., decrease 
their heart rate and muscle tension). 

Meditation is a way to slow down the racing mind. Many 
ways to meditate exist; in essence, the method is simple. 
Focus on one thing—such as breathing, a candle flame, 
or a word—and attempt to clear the mind of everything 
else. Here’s how to practice one form of meditation: 
Sit or lie in a restful position. Partially close the eyes. 
Concentrate on breathing: breathing in, breathing out. 
When a thought comes to mind, or the mind drifts to 
thinking about the pain, bring it back to the breath. Sit 
quietly this way for 20 minutes. Be patient with it over 
several sessions. Some people find that this practice 
trains their minds to not pay attention to their pain, thus 
lessening it. 

All of these practices improve with time and devotion, 
and they may help people deal with the pain they are 
experiencing. Benefits can include improving a person’s 
outlook on life, helping them feel relaxed, and lowering 
stress levels (Cleveland Clinic, n.d.; Cullen, 2013; 
McCaffery, 1980). Give each a try, and see if they prove 
useful. Use them once or twice daily for best results. 

Address Other Concerns That 
Contribute to Back Pain

Studies show that certain illnesses, such as anxiety 
(Von Korff et al., 2005) and depression (Fishbain, Cutler, 
Rosomoff, & Rosomoff, 1997), are much more common 
in people with CLBP compared to people who do not 
have these conditions. Not only can these conditions 
develop in response to the suffering of CLBP, but having 
them also increases the chance of someone developing 
CLBP. If someone with CLBP has these conditions, it is 
important that they are treated. People who successfully 
deal with depression and anxiety have better pain 
outcomes than those who do not get help (Bigos et 
al., 1991). Other life problems that may contribute to 
making back pain worse are distress; substance abuse 
(Wright, 2012), including tobacco use; and work-related 
problems (Linton, 2005). It may help to see a counselor 
or therapist to get treatment for these problems and to 
join a support group.

People with CLBP also may suffer from “fun deprivation.” 
Chronic pain can prompt a retreat from normal daily 
life. Do not let this happen. People with CLBP should 
do more of the things that give them pleasure. Getting 
happier and healthier is good for the back!



Helpful Websites

Manage pain using self-management techniques: 
http://prc.canadianpaincoalition.ca/en/self_management.html

http://www.howtocopewithpain.org/resources/guided-imagery.
html

http://prc.canadianpaincoalition.ca/en/self_management.html

Diet:
http://www.choosemyplate.gov/

Meditation: 
http://www.shambhalasun.com/index.
php?option=content&task=view&id=2125 

Occupational Safety and Health Technical Manual on Back 
Disorders and Injuries:

http://www.osha.gov/dts/osta/otm/otm_vii/otm_vii_1.html

Back exercises:
http://www.webmd.com/back-pain/exercises-to-reduce-low-
back-pain# 

Yoga:
http://backandneck.about.com/od/yogaforbackpain/
p/yogabackpainove.htm 

This series of issue briefs was developed with funding from the 
Substance Abuse and Mental Health Services Administration (SAMHSA) 
through a contract (IDIQ Task Order No. HHSS283200700012I) to the 
Pacific Institute for Research and Evaluation (PIRE).
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MANAGING CHRONIC LOW BACK PAIN WHILE 
MINIMIZING USE OF DANGEROUS PRESCRIPTION OPIOIDS

ACUPUNCTURE

This is the third in a series of four fact sheets on ways 
to cope with chronic low back pain (CLBP). The first 
fact sheet explains the causes of CLBP and some 
proven approaches for treatment. The second fact 
sheet describes self-management methods that may 
reduce pain without use of opioid pain medications. 
It is advisable to use approaches such as nonopiate 
pain medications, self-management techniques, 
exercise, therapeutic massage (myofascial release), 
acupuncture, physical therapy, or spinal manipulation 
first and not rely on opiate drugs for mild-to-moderate, 
nonspecific back pain (Bogduk, 2004; Chou & 
Huffman, 2007). Opioids can be addictive and may 
have dangerous side effects. They do not help heal 
the back but only cover up symptoms. Dependence on 
pain medications may be harmful because they lessen 
the chance that the person with CLBP will learn how to 
reduce his or her own pain and other symptoms (Chou 
& Huffman, 2007; National Institute of Neurological 
Disorders and Stroke, 2012). Other side effects of 
opioids include decreased sex drive and fertility, 
osteoporosis, increased pain sensitivity, and sleep 
disorders.  

This fact sheet explains how acupuncture can work to 
reduce pain. As with other approaches, it is important 
to work with a primary health care provider and other 
allied health professionals to determine the best 
treatment.

What Is Acupuncture?
Acupuncture is the insertion of fine, solid metallic 
needles into, or through, the skin at specific sites. 
Needles are usually left in place for 15–30 minutes 
and are sometimes twirled by the practitioners. The 
needles also may be stimulated with electricity or heat. 
Acupuncture is thought to have originated in China 
and is considered a complementary and alternative 
form of treatment because it is not based on Western 
medical science. Acupuncture is based on a theory 

that health exists when there is harmony among bodily 
fluids, the body itself, and nature. Lack of harmony is 
thought to cause blockage of the body’s vital energy. 
This energy flows along 12 primary and 8 secondary 
pathways known as meridians. Insertion of needles at 
certain points along the meridians aims to bring back 
the normal flow of energy (Vickers et al., 2012; North 
American Spine Society, 2007). Typically, multiple 
treatments are needed. Treatments may begin twice a 
week and taper off as symptoms improve.

How Does Acupuncture Work?
No one knows for sure how acupuncture works, but 
it is thought that for back pain, acupuncture blocks 
the passage of pain sensations from the nerves in 
the back to the brain (North American Spine Society, 
2007). The needles also may stimulate the release of 
naturally occurring opiates (pain relievers) in the brain 
and stimulate tissues at the site of the needle puncture 
(North American Spine Society, 2007; National 
Institute of Neurological Disorders and Stroke, 2012).



What Is the Evidence That 
Acupuncture Helps CLBP?

Many experts agree that acupuncture is more effective 
than no treatment and that it should be considered 
when traditional therapies do not work. Studies in 
which acupuncture is compared with placing needles 
in nonmeridian sites (sham treatment) are mixed as to 
whether acupuncture is better than placebo acupuncture 
(Chou et al., 2007; Lee et al., 2013; National Center for 
Complementary and Alternative Medicine, 2010; Vickers 
et al., 2012). Studies also suggest that acupuncture 
may be more effective at relieving pain than improving 
function. High-quality studies are needed that compare 
acupuncture with no treatment and sham treatment.

Who Should Not Receive Acupuncture 
Therapy?

People with bleeding disorders, those taking 
anticoagulants, or those who have a current skin 
infection or trauma should not receive acupuncture 
therapy (North American Spine Society, 2007).

Is It Acceptable to Take Pain 
Medications While Receiving 
Acupuncture Therapy?

Certain medications—such as aspirin, acetaminophen, 
ibuprofen, and others—may be taken while undergoing 
acupuncture treatments to help reduce or alleviate pain. 
All of those medications have side effects and should be 
taken under the direction of a health care provider and 
following label guidelines.
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Over the past 10 years, the number of prescriptions 
written for opioid, or narcotic, medications has risen 
steadily (Centers for Disease Control and Prevention, 
2011). This has led to an over threefold increase in 
fatal overdoses and an epidemic of people addicted to 
these powerful prescription pain relievers (Centers for 
Disease Control and Prevention, 2011). Opiate pain 
medications, such as oxycodone and hydrocodone, 
are generally not recommended to treat mild-to-
moderate chronic low back pain (CLBP). They may be 
prescribed if other therapies do not give sufficient pain 
relief (Bogduk, 2004; Chou & Huffman, 2007a).

This is the last in a series of four fact sheets on ways 
to cope with CLBP without using opioid pain relievers. 
The first fact sheet explains the causes of CLBP and 
some proven approaches for treatment that do not 
require taking opiate pain medications. The second 
fact sheet describes self-management methods to 
reduce pain. The third fact sheet describes the method 
of acupuncture as a possible way to relieve CLBP.

This fact sheet summarizes the results of recent 
literature reviews on the usefulness of some 
commonly used approaches to reduce the discomfort 
caused by CLBP: cognitive-behavior therapy (CBT), 
spinal manipulation therapy (SMT), exercise, 
massage, and other nonmedication treatments.

Cognitive Behavioral Therapy (CBT)
A person’s response to psychosocial stressors and his 
or her thoughts and beliefs about pain can affect his 
or her CLBP symptoms. CBT focuses on patterns of 
beliefs, attitudes, and values that influence thinking. 
CBT helps people understand how their responses 
to life’s stressors can make pain better or worse. The 
CBT therapist teaches specific skills that people can 
use to cope with pain. Practicing these skills can help 
people change their thinking patterns, which affects 

their perception of, and response to, pain. There is 
good evidence that CBT is moderately effective for 
CLBP (Chou & Huffman, 2007b; Schonstein et al., 
2003).

Spinal Manipulation Therapy (SMT)
SMT aims to adjust the spine and move the vertebrae 
into alignment using direct force. Adjustments can 
involve twisting, pulling, or pushing on the back. The 
movements are thought to loosen and move spinal 
bones into a better position and thereby reduce or 
eliminate pain. These manipulations can be carried 
out by a chiropractor, osteopathic doctor, physiatrist, 
or physical therapist. Therapy is typically provided in 
a limited number of treatment sessions. In controlled 
studies, SMT has produced small-to-moderate clinical 
benefits (Harvey, Burton, Moffett, & Breen, 2003). 
There is no overwhelming evidence that SMT is 
either superior or inferior to other effective treatments 
for relieving pain and improving function in patients 
with CLBP (Assendelft et al., 2003; Barclay, 2011; 
Rubinstein et al., 2011).



Exercise
Exercise therapy, including physical therapy and 
recommended exercises, also has fair-to-good evidence 
supporting its usefulness in treating CLBP (Nutter, 
1988). This includes individualized plans, supervised 
exercise, stretching, and muscle-strengthening therapy 
(Nelson et al., 1999). Viniyoga has been found to be 
slightly superior to conventional exercise in one higher-
quality study (Sherman et al., 2005).

Massage
Therapeutic massage also is a useful option that 
helps some people and may be an important part of a 
treatment package for CLBP. Massage that was done by 
a trained massage therapist has been shown to be more 
effective in trials than massage done by an untrained 
massage therapist (Chou & Huffman, 2007b). There is 
fair evidence that massage of various types can improve 
CLBP (Cherkin et al., 2011). This recommendation is 
based on a small number of studies.

Other Therapies
Although transcutaneous electrical nerve stimulation 
exists for the treatment of pain, intermittent or 
continuous traction has not been proven effective for 
CLBP (Wright, 2012; Jeffrey, 2009). Insufficient evidence 
exists to recommend interferential therapy, low-level 
laser,  shortwave diathermy, or ultrasound for CLBP 
(Chou et al., 2007).

Often the best way to manage CLBP is to use several 
therapies at once under the guidance of a skilled and 
specialized team. This is called interdisciplinary 
rehabilitation. This team usually includes a physician, 
psychologist, physical therapist, social worker or 
vocational counselor, and sometimes other health care 
professionals. 

As with other approaches, before seeking these 
therapies, it is important to work with a primary health 
care provider and other allied health professionals to 
develop an overall treatment plan. By working with 
a health care practitioner, a person can find the best 
combination of available therapies based on his or her 
individual needs.
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The Substance Abuse and Mental Health Services 
Administration supports the Preventing Prescription 
Abuse in the Workplace Technical Assistance Center. For 
more information, contact PAWTArequest@PIRE.org.

Although 40% percent of adults say 
they borrow or lend prescription drugs, 
it’s very dangerous to do. Understand 
the risk of sharing prescription drugs 
while at work.

5 REASONS NOT TO SHARE
PRESCRIPTION DRUGS AT WORK

1

2

3

4

5

Federal law prohibits the possession or use of someone else’s 
prescription drugs. 

You could get fired from your job for distributing prescription drugs 
without a medical license.

Someone else’s prescription drugs may cause problems with your 
current medicines or medical conditions. They also may cause you to 
have a serious side effect or allergic reaction. 

Using leftover prescription drugs—yours or someone else’s—may 
mean you do not get the correct amount, and your infection or illness 
may become harder to treat. 

You could be responsible for coworkers’ injuries if they take your 
prescription drugs. And, depending on where you live, if the person 
you gave the drugs to gives them to someone else, you also may be 
legally responsible for the other person’s injuries.

Help stop drug abuse. Don’t share your prescriptions with others.

* The content of this document is for public use and 
can be adapted for use in other materials.
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