ADDICTION RELATED TERMINOLOGY*
	TERM
	DEFINITION
	HOW TO USE CLINICALLY

	Physical Dependence
	The body’s normal response to the continued use of several classes of medications. 
	· Physical dependence is a normal physiologic response that occurs with many classes of medications (e.g., beta blockers, alpha-2 adrenergic agents, corticosteroids, opioids and others). 
· Withdrawal can be precipitated by: stopping the medication abruptly, rapidly reducing the dose, decreasing blood level of the drug, and/or administration of an antagonist (e.g., naloxone).
· Withdrawal symptoms are typically expected if the medication has been used consistently for more than 10 days.

· Gradual, planned tapering of the medication can usually eliminate any withdrawal symptoms. 
· Monitoring of clinical symptoms during the tapering process is recommended.

	Tolerance
	The body’s normal response to continued exposure to a medication, resulting in a reduction of one or more of the drug’s effects over time.
	· Tolerance may occur to both the desired (i.e., analgesia) and undesired (e.g., nausea) drug effects.

· Tolerance tends to develop at different rates for different effects; for example, in the case of opioids, tolerance usually develops more slowly to the pain relieving effects than to respiratory depression, and tolerance to the constipating effects often do not occur at all. 
· Tolerance to the pain relieving effects of opioids will likely occur in some, but not all, older adults. 
· When tolerance to the pain relieving effects of opioids does occur, an increase in dose is recommended.

	Addiction
	A chronic disease with many factors influencing its development and symptoms. 
	· Addiction to opioids as a result of pain management is uncommon among people living in nursing homes.
· Tolerance and physical dependence are normal physiologic responses to chronic medication administration, whereas addiction is a disease that is not a normal or common response to opiate use.

· Addiction is more likely to occur in older adults with multiple risk factors for addiction, such as a genetic predisposition, a history of addictive behavior, or a history of abuse and/or neglect.

· It is recommended that pain be adequately controlled before reaching conclusions about concerns related to addictive behaviors. 

· An individual’s behaviors that may suggest addiction sometimes reflect unrelieved pain or other problems (See Pseudoaddiction, below) unrelated to addiction. 

· Good clinical judgment must be used in determining whether the observed pattern of behaviors signals addiction or reflects a different issue such as unrelieved pain or psychological distress. 

· Behaviors that are associated with problematic drug use and possible addiction are:  use of analgesic medications for other than analgesic effects (e.g., to feel euphoric, less anxious) non-compliance with recommended non-opioid treatments or evaluations; insistence on rapid-onset formulations/routes of administration; reports of no relief whatsoever by any non-opioid treatments. Observation of these behaviors should be documented and investigated further with the older adult and other pain-team members.

· Recognition of the disease is made in the presence of one or more of the following behaviors: impaired control over drug use, compulsive use, continued use despite harm, and craving.

· No single event is diagnostic of an addictive disorder. Rather, the diagnosis of substance abuse/addiction is made in response to a pattern of behavior that usually becomes obvious over time.

	Pseudoaddiction
	Development of abuse-like behaviors that are driven by desperation surrounding unrelieved pain and are eliminated by effective pain management. 
	· Behaviors that fall under the term ‘pseudoaddiction’ include those behaviors in which older adults with unrelieved pain become focused on obtaining medications, start “clock watching”, or otherwise seem inappropriately “drug seeking”. 

· Behaviors considered to be related to pseudoaddiction may place the older adult, prescriber, or others at risk.  When these behaviors occur, a careful assessment of the effectiveness of the current pain treatment plan should take place.

· Addiction and pseudoaddiction can both be present at the same time.

· Caution must be taken not to ignore a coexisting addiction even when some behaviors are considered to be pseudoaddiction. When more obvious, overt and potentially harmful drug-related behaviors (e.g., forging prescriptions) are also present, the pain team must assess for a coexisting addiction. 
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