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• Adherence to medications for opioid use disorder (MOUD) is associated with significantly reduced mortality and 

risk of overdose (1,2)

• MOUD treatment retention is life saving: with overdose mortality rates of 2.6 versus 12.7 per 1000 person years, 

in and out of methadone treatment and 1.4 versus 4.6 in and out of buprenorphine treatment (3)

• Chronic pain and depression are known risk factors associated with opioid relapse (4,5)

• Conversely, resilience may buffer both of these risk factors

• Addiction counselors at opioid treatment programs (OTP's) are uniquely positioned to directly encounter the 

interplay between chronic pain and depression as risk factors and resilience as a buffer

• STUDY AIM: To utilize interviews of addiction counselors to better understand the interplay of chronic pain, 

depression, and resilience

Participants: N= 5 addiction counselors working with patients on MOUD at the University of Maryland Addiction 

Treatment Center (UMATC). Eligibility included:

• Experience providing direct addiction counseling services to patients on MOUD (methadone or suboxone)

• Ideally work with patients with either chronic pain and/or depression

Procedure: One-hour semi-structured interview. Study procedures were approved by the University of Maryland 

IRB.

• Addiction counselor interviews focused on experiences with MOUD patients with chronic pain and/or depression 

and the roles these, as well as resilience, play in adherence to MOUD. Counselors were compensated $25

Data Analysis: 

• Transcription of audio recordings of interviews

• Team meetings to identify and discuss emerging themes

• Rapid analysis to identify key ideas and quotes from each interview

Background & Aims

Method

Results

Chronic Pain:

• Increases the risk of ongoing substance use and decreases likelihood of treatment adherence

• Can lead to depression which in turn leads to continued use

• Often leads to functional decline such as loss of the ability to maintain employment as well as challenges with 

transportation, both of which contribute to relapse and/or poor treatment adherence

• Patients with chronic pain may end up on higher doses of MOUD or using more than prescribed (in case of 

suboxone) which can lead to decreased adherence and/or adverse side effects

• Non addiction providers may be unaware of patients' OUD. This can lead to challenging clinical scenarios 

related to prescription opioids. Issue of communication barriers between the addiction treatment center and 

outside prescribers.

• Access to multimodal treatment is important: acupuncture, massage therapy, yoga, group therapies, nutrition

Depression:

• Cycle: untreated depression leads to relapse which feeds into worsening depression

• Depression is often a manifestation of unaddressed trauma

• Patients occasionally experience anti-depressant effects from suboxone

• Resolution of depressive symptoms leads to better engagement with recovery

• Isolation and ‘use to escape’ are prominent indicators of depression in patients with addiction

• Mental health stigma can prevent patients from getting the help they need

• Significant benefit having access to psychiatry on site at UMATC

Resilience:

• Often manifests as faith or some experience of hope

• Patients with addiction face disproportionate insults to resiliency: housing, food insecurity, loss of relationships, 

navigating a complex and often punitive medical system

• At the beginning of recovery resilience often comes from external sources

• Patients build this overtime like a skill

Summary of Results

• Addressing chronic pain and depression concurrently with addiction is critical to treatment retention and 

adherence

• Treatment of chronic pain and depression ideally involves a multidisciplinary approach that includes medication, 

case management, psychotherapy, group therapy, and other non-pharmacological interventions

• Early in treatment, patient resilience must often come from external sources, but could be built over time through 

direct and indirect means

Conclusions & Relevance to Patient Care

Chronic Pain

Ongoing use and challenges with MOUD Barriers/Issues Related to Pain Non Pharmacological Approaches

Pain increases risk of ongoing use
When they’re still in pain, they’re still using…the patient [will tell 

you] ‘the fentanyl is helping my methadone with my pain
(Counselor #1)

Pain → Poor Sleep → Poor Cognition →
Poor Decision Making → Continued Use

If you’re in pain, you’re not getting sleep, so, you’re not able to 
think as correctly…and your decision making isn’t great…all that 

goes back to [the] addiction (Counselor #2)

Pain can lead to depression which leads to ongoing use
I have clients suffering from leg pain, joint pain, physical pain, 

emotional pain, which leads to their depression and continued use 
(Counselor #3)

Pain leads to higher doses of MOUD
Their (patients with chronic pain) dosage is very high. 180[mg] 

or above, maybe 210[mg]. [I’ll ask them] Do you need this
because you’re craving, have fear or using again? Or [do you 
need this high a dose] because you’re in pain? And they will 

admit, they’re in pain (Counselor #4)

The challenging situation of patients receiving opioids from 
prescribers, not aware the patient has OUD

So we always have to keep up with patients’ health records 
especially when they are talking about pain…make sure they 

aren’t getting oxycodone…Percocets. I always say that’s a 
slippery slope (Counselor #1)

It’s important too where they are in their treatment…If you 
have a patient that’s really [stable in recovery] you know [they
are more likely] to be in compliance [when they are prescribed 

additional opioids by other providers] (Counselor #1)

I have a patient now that needs surgery and she’s kind of 
scared to use [and says to me] Well suppose they give me pain 

medications?’ [I tell her] You use the pain medication as 
prescribed but let us know what the pain medication is

(Counselor #1)

Pain leading to functional/employment challenges 
Because of her pain she was…forced to retire…and that has 

been very challenging for her emotionally to deal with
(Counselor #5)

Pain can affect ability to come in regularly for medication
One day I realized she had missed four days…Three days is a red 

flag, but four days is very serious. And she said, "I can't walk 
there, because it's too far’ (Counselor #4)

Several counselors identified role of multimodal or 
interdisciplinary approach to treating chronic pain

[Patients with chronic pain] go to physical therapy…I’ve had 
some [do] acupuncture…because I think treatment should be holistic, 

a lot of times we just deal with medication. [Pre 
Covid] I used to have people come in and talk about different 

exercises, yoga, eating properly (Counselor #2)

I try to suggest they think about physical therapy, but sometimes 
they don’t…have the money.  We used to have acupuncture…

and some of our clients did go there and they said it really 
helped…they still even to this day ask about acupuncture. They 
[also] report that [yoga] helped [with chronic pain]. I wish we

had maybe a collaboration with a massage school to come 
and teach the clients how to stretch, an acupuncturist [because] 

it helps with cravings and pain (Counselor #5)

More time with patients
I [spend] most of my day…doing paperwork. I would like to have 
more…quality time with the client. [If I had more time, I’d say to 

the client] You know, the times you thinking about using, I’m 
here. Come see me (Counselor #3)

Depression

Interplay of Depression and Addiction Treatment Various Origins of Depressive Symptoms Stigma and Barriers to Addressing Depression

Cycle: untreated depression leads to relapse which feeds into 
worsening depression

Most of the time they’ll keep on using to hide the [emotional] pain, to 
cover [it] (Counselor #1)

When the depression gets out of control, they relapse and it could be 
with opiates or crack cocaine…when you’re coming down from a binge 

from cocaine, you’re even more depressed than normal…we really 
emphasize [this] in groups…how the drugs affect the depression and 

how it goes…together. One is going to fall off if they’re not…addressed 
at the same time  (Counselor #2)

Those who have relapsed are coping with mental health concerns, 
depression, being foremost. And they use to escape…one told me ‘I use 

because I’m lonely’ (Counselor #4)

Impact of MOUD on depression
‘I had to take extra [suboxone] and it seemed to make my depression 

go away’ (Counselor #2, quoting a patient)

Trauma
Most of [my patients] won’t even say they’re depressed, some of 
them [instead] think about a stabbing, a killing…you can tell [if 

they are depressed you can tell because] they usually cray or they 
get silent or they change the subject…most often if they really get 

honest, [trauma] is what…made them use illicit substances
(Counselor #1)

Substance induced depression
When you’re coming into treatment and you’re going through 

withdrawal…you can’t really get a good assessment of 
depression…until they’re more stable (Counselor #2)

Major Depressive Disorder
Like I tell them, with clinical depression, sometimes you just can’t 

shake that off and you need…a therapist (Counselor #2)

Adjustment issues
I sense that [patients are] depressed, because one of them [told] 

me she’s living in a house [that] is filthy. It doesn’t stay clean 
because there’s other people living in the house…she has no 

control over. So she’s very depressed to go home
(Counselor #4)

Stigma around depression/mental health
I’m glad [in the aftermath of covid] more people are talking about 
[mental health issues] because a lot of people don’t want to talk 

about it. I remember going through some of the things with some of 
the clients and as soon as you brought up any mental health issues 
[they say] ‘No, no, no. I’m good. I’ve never had any mental health 

problems.’ Like it’s a taboo thing and in certain cultures it is. In the 
African American community, mental health isn’t something that 

was talked about [much] and a lot of families say ‘You just need to 
go to church, just pray.’ Things like that and it wasn’t too acceptable 

to see a therapist (Counselor #2)

Knowing what to address first
And sometimes…it may have to be, ‘Address my pain first,’ and 

sometimes it may have to be ‘address my mental illness first
(Counselor #3)

Resilience

Internal Source of Resilience External Source of Resilience Insults to Resilience

Their faith. Their belief that they can do it…you can say it over and 
over again but they got to come in the door with a little bit of hope 

that [recovery] will work. If they come in…with hope…they work 
harder in their treatment…and give methadone a chance [to work]

(Counselor #1)

Previous experience [with recovery] is a good thing
(Counselor #4)

Sometimes you have to help change their mindset…you have to
help them get there (Counselor #1)

They like…knowing, ‘Somebody is looking [out] for me’
(Counselor #3)

And she told me that [helping her find transportation to the clinic] 
may have been small or really didn't directly involve me, it gave her 

hope that, ‘If somebody cares that much about you to get you a 
ride here, why can't I care about myself?’ (Counselor #4)

Collectively, the counselors identify various potential insults to 
resilience of patients including stigma, difficulty navigating 

complicated medical systems, transportation issues, loss of family 
support, incarceration history, homelessness, lack of food, lack of 

clothing, general lack of any financial stability

Address[ing] their needs could vary from homelessness [to] clothing 
[to] food (Counselor #1)
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