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Understanding Narcotic Medications 
for Service Members

https://learn.extension.org/events/1723

Sign up for webinar email notifications

http://bit.ly/MFLN-Notify

Provide feedback and earn CEU credit with one link:
We will provide this link at the end of the webinar

Research and evidenced-based
professional development 

through engaged online communities.

eXtension.org/militaryfamilies
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POLL

How would you best describe your current employer?

Providing educational tools and caregiving tips for military professionals and family caregivers

https://learn.extension.org/events/1723

Find slides and 
additional 

resources under 
‘event materials’

Available Resources
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Evaluation and CE Credit

The Military Caregiving Concentration team will 
offer 1.00 CE credit hour from the National 
Association of Social Workers (NASW).

*Must complete evaluation and pass post-test 
with 80% or higher to receive a certificate. 

A link to the evaluation and post-test will be 
available at the end of today’s presentation. 

UNDERSTANDING NARCOTIC 
MEDICATIONS FOR SERVICE 

MEMBERS

Dr. Kristin L. Kuhlmann, Ph.D., APRN, FNP-BC

Captain Nancy Turrubiates, MSN, RN

West Texas A & M University
Nursing Program

April 9, 2015

Dr. Kristin Kuhlmann, Ph.D., APRN, FNP-BC
Assistant Professor
Director, WTAMU Health Partners Clinic

Captain Nancy Turrubiates, MSN, RN
United States Army Reserve
Instructor of Nursing, WTAMU
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Objectives

1. Provide an overview of the categories/uses of controlled 
substances (narcotics).

2. Examine the effects of narcotics on the brain and 
central nervous system.

3. Discuss the use of narcotics for pain- acute and 
chronic.

4. Discuss treatment for coexisting conditions such as 
PTSD, depression, anxiety, and sleep disorders.

5. Discuss case management as a tool for effective 
medical treatment for service members.

Controlled Substances
• The U.S., Drug Enforcement Agency (DEA) have 

delineated five categories, or schedules for controlled 
drugs:
• Based on accepted medical use
• Potential for dependency and abuse

• Health care providers are provided with both a DEA and 
state license to prescribe, distribute, or administer 
controlled substances.

• General Classes/Uses:
• Pain Management
• Anxiety
• Sleep Disorders
• ADHD

DEA Controlled 
Substance 
Schedules

Schedule I No consensus- accepted medical use  
High potential for abuse
Severe psychological or physical 
dependence  

heroin, LSD, marijuana, 
methaqualone, peyote

Schedule II High potential for abuse
Potentially severe psychological or 
physical dependence
Considered “dangerous”

Opioids: hydrocodone, 
morphine, methadone, 
hydromorphone, meperidine, 
oxycodone, fentanyl 
Amphetamines:
methamphetamines, cocaine, 
dexedrine, Adderall, Ritalin

Schedule III Moderate to low potential for 
psychological/ physical dependence
Drug abuse potential lower than 
Schedule II

Opioids: codeine
Anesthetic: Ketamine 
Male sex hormones:
anabolic steroids, 
testosterone

Schedule IV Low risk for potential abuse and 
dependence 

Opioids: Tramadol, Talwin
Benzodiazepines: Xanax, 
Ativan, Soma, Valium
Sedative: Ambien

Schedule V Lower potential for abuse or dependence Anticonvulsant/neuropathy: 
Lyrica
Cough preparations: Less 
than 200 mg of codeine
Antidiarrheals: Lomotil, 
parapectolin, Motofen

• All scheduled 
drugs/substances 
have potential for 
dependence and 
abuse.

• Schedule I 
substances are the 
most “dangerous”; 
Schedule V have 
the lowest 
potential for 
dependence and 
abuse.
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Opioid Agents/ Narcotics
OPIOID AGENTS (GENERIC  NAMES) BRAND NAMES
OPIOID AGONISTS
PHENANTHRENES- SCHEDULE II
morphine sulfate (extended release) MS Contin, Avinza, Kadian, Embeda, 

Oramorph SR, generic
morphine sulfate (short acting) MS-IR, Kadian, MS
hydrocodone with acetaminophen Lortab, Vicodin, Norco
hydrocodone with ibuprofen Vicoprofen
hydrocodone high dose Zohydro ER
oxycodone Oxycontin, Oxy IR, Oxecta
oxycodone with aspirin Percodan
oxycodone with acetaminophen Endocet, Percocet, Roxicet, Tylox
hydromorphone Dilaudid, Exalgo ER
codiene with acetaminophen- SCHEDULE III Tylenol #3, Tylenol #4
PHENYLPIPERIDINES- SCHEDULE II
meperidine Demerol
fentanyl Duragesic transdermal, Actiq

(transmucosal), Abstral, Fentora, 
Onsolis, Lazanda

DIPHENYLHEPTANES- SCHEDULE II
methadone Dolophine
MU RECEPTOR AGONIST & NE REUPTAKE

INHIBITOR- SCHEDULE II
tapentadol, tapentadol ER Nucynta; Nucynta ER
MIXED AGONIST/ANTAGONIST- SCHEDULE IV
pentazocine; pentzocine with nalaxone) Talwin; Talwin Nx
PARTIAL AGONISTS- SCHEDULE IV
Tramadol; tramadol with acetaminophen Ultram; Ultracet

Common Side Effects of Narcotics
• Nausea and Vomiting

• Take medications with food, if indicated
• Avoid fatty or spicy foods

• Dizziness and Drowsiness
• Should lessen over time
• Get up slowly, don’t drive or operate machinery

• Headache and Fatigue
• Should diminish over time

• Constipation
• Very common with chronic use of narcotics
• Drink plenty of fluids
• Eat high fiber foods
• Daily activities, such as walking, increases bowel tone

• Tolerance and Addiction
• Personal characteristics
• Long-term use

Herbal Remedies and OTC Medications
• Service Members need to ask about interactions with 

narcotics before using: 
• Over the Counter (OTC) Pain Medications

• May contain acetaminophen or anti-inflammatory medication (NSAIDs) 
already in prescription (includes topical creams/lotions)

• Herbal Remedies- the following may have serious interaction with 
narcotics or other medications used for treatment of pain:
• Melatonin, Valerian, Kava- used for relaxation/sleep

• Ginseng, Gingko Biloba- used for memory, energy

• St. John’s Wort- used for depression

• Alcohol intake
**“Self-treatment” of pain with alcohol and narcotics  can lead to 

respiratory depression, coma, or death. **
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Neurobiology of Narcotic Use
• Like food and sex, opioids 

(narcotics) stimulate mu 
receptors of the mesolimbic 
reward system in the 
midbrain:
• Generate signals to cells in the 

Ventricle tegmental area (VTA)

• Releases the neurotransmitter, 
dopamine, into the Nucleus 
accumbens
• Elicits feelings of 

pleasure/euphoria with pain relief

Hippocampus

Narcotic Craving and Overuse

Hippocampus

• This reward circuit areas of 
motivation and memory, 
encouraging repeated use or 
behavior. 

• The Hippocampus stores 
memories of rapid satisfaction 
induced by the drug.

• With repeated use, the Prefrontal 
cortex, with normal functions of  
planning and executing 
responsible actions, becomes 
involved in craving activities: 

• Override inhibitory signals in some 
individuals, overuse and addictive 
behaviors begin.

Drug Tolerance and Dependence
• Narcotics provide a shortcut to endorphin release.

• Quickly flood  the brain with dopamine and other 
neurotransmitters, at 2-10 times the amount of natural induction.

• With repeated use of narcotics, ventricle tegmental area (VTA) 
receptors in the midbrain get overwhelmed.

• Seeking a balance, the brain:
• Produces less dopamine and some dopamine receptors are 

inactivated.

• An increase in drug dosage is needed for the same effect over 
time (tolerance).

• Repeated exposure to escalating doses of the narcotics alters 
brain function:
• Functions “normally” when drug present, and abnormally when 

absent .

• Drug dependence occurs:
• Without the drug, withdrawal symptoms occur.



4/7/2015

7

Narcotic Use and Withdrawal Symptoms

• Orexin activates enzymes that 
convert ATP into another 
chemical, cAMP:

• Triggers the release of 
norepinephrine, stimulating normal 
functioning, such as wakefulness, 
appetite, muscle tone, general 
feeling of well being

• When a narcotic links to the mu 
opioid receptors:

• Enzymes are inhibited, less 
cAMP is produced:

• Less norepinephine is released:
• Opioid effects of sedation, shallow 

breathing, incoordination, slurred 
speech occur 

Narcotic Withdrawal, Overuse, Addiction

• With repeated opioid use, 
neurons produce more cAMP to 
offset the inhibitory effect of 
drug:
• Clinical symptoms of withdrawal 

symptoms occur:
• Jitters, anxiety, muscle cramps, 

insomnia, dilated pupils, diarrhea, 
nausea and vomiting

• These unpleasant symptoms 
play a part in the cycle of drug 
overuse, physical and 
psychological addiction and 
possible overdose.

Narcotic Overdose Deaths
• In 2011, there were 1.5 

million emergency 
room visits for 
pharmaceutical 
overdoses.

• Annually, drug 
overdoses kill more 
people than motor 
vehicle accidents.

• The drug overdose 
death rate has doubled 
since 1999, largely due 
to the increased use of 
narcotics in the 
outpatient population.



4/7/2015

8

Overdose Deaths
• In 2013, there were 23,000 deaths 

from pharmaceutical overdoses.

• Every day in the U.S., 120 people 
die and 6,750 people are treated for 
drug overdose. 

• Of pharmaceutical overdose deaths, 
70% resulted from opioids and 30% 
from benzodiazepines.  

• 81% of pharmaceutical overdose 
deaths are unintentional.

Pain- Definitions and Categories

• Definition of Pain:
• Unpleasant sensory and emotional experience.

• Bodily sensation of tissue damage occurring.

• An experience of a threat is associated with the sensation, 
requiring an action to make it stop.

• Two categories of Pain:
• Adaptive (acute)- necessary for survival, protection from further 

injury, body response to promote healing

• Maladaptive (chronic)- part of a disease process; pathologic 
functioning of the nervous system (neuropathy)
• Lasts beyond the time necessary for injury of the body to heal

• Duration of 3 to 6 months, or longer

Transmission of Pain
• Transduction- conversion of thermal, mechanical, or chemical electrical 

activity at peripheral sensory nerve endings (nocioceptors)

• Transmission- through laminae of dorsal horn of the spinal cord to the brain 
stem, and through connections between the thalamus and cortex of the brain 

• A-delta nerve fibers are myelinated, quick transmission of pain, intense 
sensation

• C fibers are non-myelinated; delayed, throbbing, dull, longer-lasting pain; 
creates emotional response 
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Transmission of Pain (cont.)
• Modulation - In the spinal cord, the sensation is augmented by 

excitatory neurotransmitters and sent up to the brain; the brain 
sends inhibitory neurotransmitters back down to the spinal 
cord.

• Perception - Interpretation of input in brain gives rise to 
specific sensory consciousness, a multidimensional experience 
of pain.

Types of Pain

• Nocioceptive pain- pain along a nerve fiber, usually due 
to tissue damage 
• Somatic - caused by injury to body tissues

• Well localized, but variable in description and experience

• Musculoskeletal (fractures, sprain/strain)

• Inflammatory (arthritis, bursitis, infection, gout)

• Mechanical/compressive (low back pain, neck pain, crush injury)

• Visceral - caused by stretch receptors within or surrounding the 
chest and abdominal (internal) organs
• Poorly localized- cramping, shooting, stabbing, aching, burning

• Inflammatory- (pneumonia, appendicitis, urinary tract infection) 

• Mechanical/compressive -(tumors, growths, scarring, shifting/prolapse)

Types of Pain (cont.)
• Neuropathic- Abnormal neural activity due to disease, 

injury, or dysfunction of the nervous system
• Sympathetically mediated pain (SMP) - complex regional pain 

(reflex sympathetic dystrophy)- post-injury, triggering of immune 
response

• Peripheral neuropathic pain - postherpetic neuralgia, neuroma
• Central nervous system pain - phantom limb pain, spinal cord 

injury, post-stroke pain
• Classification of Neuropathy

• Mononeuropathy- one nerve affected (e.g. carpal tunnel syndrome)
• Mononeuropathy multiplex- several nerves affected, caused by 

underlying disease (diabetes, rheumatoid arthritis, lupus erythematosus)
• Numbness, tingling, abnormal sensation 

• Polyneuropathy- symptoms are diffuse and bilateral
(e.g., fibromyalgia; stocking/glove neuropathy)
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Perception of Pain
• The experience of pain stimulates multiple areas of the brain, 

and the response is elicited by three areas:
• Reticular system

• Responsible for motor response to pain (reflex action and quick assessment 
of threat to “life and limb”)
• Moving the hand quickly away from a hot surface

• Somatosensory cortex
• Identification of the intensity, type, and location of pain

• Relates sensation to past experiences, memory, and cognitive activities

• Limbic system
• Emotional and behavioral responses to pain 

• Affects mood, responsible for perception and the motivation to respond to 
the pain experience 

Acute and Chronic Pain
• Acute Pain

• Sudden onset 
• Usually from a clearly identifiable cause
• Treatment is designed to prevent further injury and treat pain 
• Pain totally resolves with healing of the injury

• Chronic Pain
• Persists for weeks to months
• Often associated with an underlying medical condition
• Treatment goal is to return the patient to optimal function
• Total eradication of pain may not be possible

• Treatment
• Pharmaceutical/Medications
• Other Treatment Modalities: 

• Physical therapies
• Psychological support
• Multi-professional and Family/social support 
• Lifestyle modifications
• Trigger point, Botulinum toxin, and Intrathecal injections/Acupuncture

Acute Pain Management Algorithm
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Chronic Pain
• Over 100 million Americans suffer chronic pain annually.

• 1 in 3 people will experience chronic pain at some time.
• 80-90% experience pain in their neck or lower back.

• 20% of outpatient visits and 12% of all prescriptions 
written in the U.S. are for chronic pain.

• In 2010, 19% of adults reported constant or frequent pain, 
with most stating pain is moderate or severe.

• Cost of untreated/undertreated pain- $100B annually.
• Overall, 35% of patients with chronic pain have PTSD
• PTSD-related neurohormones, neurotransmitters, and 

inflammatory system factors transmit and/or amplify pain 
stimuli:
• 98% of persons with PTSD experience chronic pain in their lifetime

Adjuvant Medications for Chronic Pain

• Antidepressants
• Helpful for neuropathy, fibromyalgia, and chronic inflammatory 

diseases such as rheumatoid arthritis.

• Inhibits reuptake of norepinephrine and serotonin at 
nocioreceptors, decrease pain signal.

• Lower dose needed than for depression, but depression is 
commonly experienced by persons with chronic pain so higher 
dose can be used.

• Anti-Seizure Medications (Lyrica is a Class IV 
controlled substance)
• Helpful for pain with neuropathy, fibromyalgia, spinal cord injury.

Adjuvant Medications for Chronic Pain (cont.)

• Muscle Relaxants (some benzodiazepines in this 
class)
• Work best for short-term treatment for acute re-injury or severe 

muscle spasms.

• Lose effectiveness with chronic use.

• Sedatives (some benzodiazepines in this class)
• For sleep problems related to pain

• Lose effectiveness with chronic use

• Anti-Anxiety Medications (some benzodiazepines in this 
class)
• PTSD and other anxiety-related disorders often increase chronic pain 

symptoms.
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Chronic Pain Treatment Algorithm

Copyright © 2012   F.A. Davis Company   www.fadavis.com

MILITARY FAMILIES LEARNING 
NETWORK 

Home Management

Case Management

Patient Education

Community Services Support

Military Deployments

• On the rise since 2001

• Reliance on guard and reserve members

• Affecting military families
• To date, a total of over 2.1 million American men and women in 

uniform have deployed in support of Operation Enduring Freedom 
(OEF) and Operation Iraqi Freedom (OIF). Of those Service 
members, approximately 100,000 — 44 percent — are parents. Of 
those deployed Service member parents, 48 percent have served 
at least two tours in Iraq and Afghanistan. (DOD 2012)
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Deployments affect Service Members 
& Families

• Deployments are a fact of life for military families

• Learning to adjust and cope

• How do we prepare families/children

• Challenges the service member face when they come 
back

• PTSD

PTSD Resources/Links

• Where to find help for Post Traumatic Stress Disorder

• Caring for Those with PTSD 
(http://www.extension.org/pages/60179) 

• Facts about PTSD—see link

http://www.militaryonesource.mil/footer?content_id=277441

Home Management

• Service Member – reunited with their peers back at their 
home unit- camaraderie

• Post deployment health assessment – upon return and 
after 90 days

• Civilian life- civilian wear vs. military clothing

• Yellow Ribbon event- Reintegration program 
http://www.yellowribbon.mil/yrrp/
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Patient Education
• Recognize and address the signs of combat stress

• Combat stress is a term that describes the natural responses of the 
body and brain to the stressors of combat, traumatic experiences, 
and the wear and tear of extended and demanding operations. 
Combat stress is not a sign of weakness: nearly everyone in 
combat situations will be affected to some extent, including many 
strong and courageous service members.

• Many soldiers will not want to talk about this – fears about 
being rejected or being released from the military

• Involve significant others- they will typically be the ones to 
recognize the problem
• Problems sleeping, irritable or angry outbursts, unusual anxiety or 

panic attacks, signs of depression (apathy), changes in behavior, 
personality or thinking

Case Management

• Home based community program- VA 
(http://www.va.gov/geriatrics/guide/longtermcare/home_a
nd_community_based_services.asp ) 

• Individual soldier –TPU- Troop Program Unit

• Always begin with the service member’s unit- Individual 
RSC for the unit has resources – can be time consuming 
but well worth it

• Ask the questions? 

Establishing/Maintaining a Healthy Relationship: 
Chronic Pain Management

• Detailed assessment (biopsychosocial approach)
• Identify the specific context of how the patient’s pain interferes with 

ADLs, including sleep, work, social events (family/friends/church),
emotions, coping, side effects of treatment 

• Collaborate with pain management providers and family
• To provide best care for patient (first priority)

• Mutual establishment and understanding of realistic treatment 
goals and expectations 
• Pain may not be fully alleviated, but improvement in ADLs is goal
• Acknowledge and validate the patient’s pain symptoms 

• Formulation of a meaningful treatment plan
• Input of patient’s specific needs

• Participatory decision making
• Be clear about the service member/case manager’s responsibilities in the 

relationship
• Modification of the management plan

• Re-assessment and communication with the patient on follow-up visits 
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Community Services

• Amarillo TX -
http://pavilionnwtexashealthcare.com/military-
services.html

• VA Hospital in your area- Psychiatric services 
(http://www.mentalhealth.va.gov/ ) 

• Military One Source- http://www.militaryonesource.mil/

• Tricare – Reserve Select/ TAMP/Active Duty 
(http://www.tricare.mil/) 

• Unit Chaplain 

• Individual counseling

Experiences

• Case Management of medical profiles- Army Standards of 
Medical Fitness--MEB or not? Decisions can be difficult. 

• Medical documentation to support

• Complex and various/multiple medical diagnosis

• How do I help?

• How do you help?

Presentation Summary (Key Take Aways)
• Narcotics are used for moderate to severe pain, and 

service members must be monitored carefully for 
appropriate use.

• Adjuvant medications, which may include other controlled 
substances, are used in chronic pain management to 
improve pain control.

• Medical conditions- such a PTSD, anxiety, depression, 
and sleep disorders- are often experienced by service 
members with chronic pain.

• Establishing and maintaining a “healthy” relationship with 
the service member will provide the greatest benefit for a  
successful case management plan.  
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Evaluation & CE Credit Process

The Military Caregiving Concentration team will 
offer 1.00 CE credit hour from NASW. 

To receive CE credit please complete the 
evaluation and post-test found at:

*Must completion evaluation and pass post-test 
with 80% or higher to receive certificate. 

Upcoming Caregiving Event

Promoting Knowledge Gain & Behavior 
Change Through Effective Education

– Date: May 12, 2015

– Time: 11:00 a.m. Eastern

– Location: https://learn.extension.org/events/2040

For more information on MFLN-Military Caregiving go to: 
http://www.extension.org/pages/60576

Find all upcoming and recorded webinars 
covering: 

Family Development
Military Caregiving
Network Literacy
Personal Finance

http://www.extension.org/62581


