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Risks of 

opioids in 

managing 

acute pain

↑ risk of new persistent opioid use in 
opioid-naïve pts

The risk of opioid misuse for acute 
post-surgical or post-procedural 
pain is relatively small (0.6%/year)1

• Large volume (48 M) ambulatory Sxs or 
procedures in 20102 translates into 
enormous nbs of pts (160,000) who may 
develop dependence, abuse, or overdose
every year

1-Brat GA, et al. BMJ. 2018;360:j5790.

2-Hall MJ, et al. Natl Health Stat Report. 2017(102):1-15. 



Tolerable level of pain allowing maximum physical 
& emotional functioning with the lowest risk of 
problematic AEs

Balancing pt-related risk factors (comorbidities & 
risk of abuse) & drug-related factors (potency, 
mechanism of action, excepted SEs):                
Multimodal (≥2 classes & non-drug) analgesia1

Manage pt expectations: Clear & compassionate 
communication 

Non-opioid pharmacologic treatments for acute 
pain: Acetaminophen and NSAIDs

Non-pharmacological methods: cold/heat 
therapy, PT, yoga, acupuncture, massage, 
electroanalgesia

1-Kehlet H. British journal of anaesthesia. 1997;78(5):606-617. 

Acute pain

management



1-Blendon RJ, Benson JM. N Engl J Med. 2018;378(5):407-411. 2-Vowles KE, et al. Pain. 2015;156(4):569-576. 3-Wu CL, Raja SN. Lancet. 2011;377(9784):2215-2225. 4-Chang AK, et al. JAMA. 2017;318(17):1661-1667. 5-Poonai N, et al. CMAJ. 
2017;189(40):E1252-E1258. 6-Shah A, et al. MMWR Morbidity and mortality weekly report. 2017;66(10):265-269. 7-Barnett ML, et al. N Engl J Med. 2017;376(19):1896. 8-Gil JA, et al. Am J Sports Med. 2019;47(5):1043-1050. 9-Solomon DH, et 
al. Archives of internal medicine. 2010;170(22):1968- 1976. 10-Hunold KM, et al. Acad Emerg Med. 2013;20(9):872-879. 

1-Opioids are commonly prescribed for pain: 64% of the public at one time1

2-High-dose prescriptions or prolonged use: misuse, OUD, overdose, & hyperalgesia2,3

3-Opioids are not >effective for moderate-to-severe pain than non-opioids4,5 

• RT of 416 pts with acute ext. pain found no significant pain ↓ after 2 h after single dose Rx with 
(ibuprofen + APAP) vs (3#opioid + APA) combinations analgesics4

4-Dependence can occur at a sufficient dose (30mg of oxycodone) for just a few days

5-High-intensity prescribing of opioids (↑doses & pills) for acute pain = ↑ LH of long-term 
opioid use6,7

Initial exposure to an opioid is predictor of long-term use 

Arthroscopic joint procedures associated with new long-term use : CCT of 104,154 
opioid-naïve adults, 8.3% continued opioids for 91-180d post-op shoulder arthroscopy8:

• Women > men; H/o alcohol use disorder; Mood disorder/anxiety disorder

6-SEs: constipation, confusion gait instability, resp depression, pruritus, ED, fx, 
↑hospitalizations, ACS & all cause-mortality: more problematic in older pts9,10

Opioids for acute pain is neither safe, nor effective as once thought 



Opioid conversion



State policies 

addressing opioid 

prescribers: 

attempting to 

reduce opioid 

related harms

33 States have enacted Laws regulating the 
prescription of opioids for acute or chronic pain

•Durations of prescriptions for opioid-naïve patients = 5-10 
days, & most states limiting prescriptions to ≤ 7days 

Prescription Drug Monitoring Program (PDMP) 
prior to any new opioid prescription 

No data exist about whether, or to what extent, 
such laws reduce opioid related M&M 

A 2019 study of PDMP data from KY, OH, & WV: 

•Rates of multiple provider episodes, overall opioid 
prescribing, & overlapping opioid prescriptions all ↓ after 
mandatory PDMP laws were enacted1

1-Strickler GK, et al. Drug and alcohol dependence. 2019;199:1-9. 



Opioid choices if 

deemed necessary 

for moderate-to-

severe acute pain 

General Principles:

Avoid ER & LA opioids (methadone, fentanyl patches, 
and ER/LA versions: oxycodone or oxymorphone)

• Higher risk of overdose associated with ER/LA agents 

• Cohort study of 840K opioid-pts over 10 y: unintentional overdose 
was 5x higher in ER/LA vs IR1

Avoid co-prescribing opioids with other CNS –
depressing meds (BZDs)

Limit the dose & quantity of opioids to address the 
expected duration & severity of pain (<7 days)

Combine opioids with other treatments (APAP, NSAIDs, 
non-pharmacology)

Closely adjust the dose or duration based on kidney & 
liver fct

1-Miller M, et al. JAMA internal medicine. 2015;175(4):608-615. 



Little high-quality evidence exists to 
support the choice of any one opioid 
over another for acute pain

SOME OPIOIDS ARE 

ASSOCIATED WITH 

MORE AES

CODEINE IS NOT 

PREFERRED DUE TO 

DIFFERENTIAL 

METABOLISM TO THE 

ACTIVE INGREDIENT, 

MORPHINE (CYP2D6)1

MEPERIDINE IS ASSOCIATED WITH ↑ RISK OF 

POST-OP DELIRIUM2 DUE TO ITS LONG T1/2 

AND ITS ACTIVE METABOLITE 

(NORMEPERIDINE) WHICH IS A CNS 

STIMULANT3

1-Gasche Y, et al. N Engl J Med. 2004;351(27):2827-2831. 

2-Marcantonio ER, et al. JAMA. 1994;272(19):1518-1522. 

3-Fong HK, et al. Anesthesia and analgesia. 2006;102(4):1255-1266. 



Wide range of 
expected pain & 
associated 
recommended 
opioid doses for 
some common 
surgeries

Procedure Nb of oxycodone 5 mg 

tabs (or equivalent)

Dental extraction 0

Thyroidectomy 5

Breast biopsy or lumpectomy 5

Lumpectomy + sentinel LAD biopsy 5

Hernia repair 10

Sleeve gastrectomy 10

Prostatectomy 10

Open cholecystectomy 15

Cesarean delivery 15

Hysterectomy 15

Cardiac surgery via median 

sternotomy

15

Open small bowel resection 20

Simple mastectomy +/- sentinel LAD 

biopsy

20

Total hip arthroplasty 30

Total knee arthroplasty 50

Kim N, et al. J Bone Joint Surg Am. 2016;98(20):e89. 

Injuries or procedures involving 

bones & joints > painful than those 

involving soft tissues



Managing chronic non-cancer pain:
Establish individualized Rx goals

Explore non-opioid Rx options
Addressing comorbid depression & anxiety

Goals include both pain & 
functional targets, with the 
understanding that being 

100% pain free is not realistic

Functional goals should focus on 
activities that are meaningful to the 
patient & attainable based on the 

severity of the painful condition 

Multi-modal approaches that 
include non-drug & drug 

interventions1

Be aware that comorbid conditions 
such as depression & anxiety can 

impact pain management. 

In a study of 250 pts with chronic pain & moderate 
depression, using antidepressants ↓pain levels 

before analgesic interventions were added2
1-Chou R, et al. J Pain. 2009;10(2):113-130. 

2-Kroenke K, et al. JAMA. 2009;301(20):2099-2110. 



Opioids for intractable, moderate-to-severe 
chronic non-cancer nociceptive pain 

unresponsive to non-opioid treatment options

1-DISCUSS RISKS 

& BENEFITS OF 

OPIOID USE 

2-ESTABLISH 

A WRITTEN 

TREATMENT 

AGREEMENT 

3-CHECK 

OR 

MONITOR 

OPIOID 

USE 

4-USE 

CAUTION 

WITH DOSE 

ESCALATION 

5-PRESCRIBE 

NALOXONE IF AT 

RISK FOR 

OVERDOSE 

6-SCREEN FOR OPIOID MISUSE OR ABUSE 

USING HISTORY + A VALIDATED 

QUESTIONNAIRE + UDS TESTING 

7-TAPER OR DISCONTINUE 

OPIOIDS WHEN POSSIBLE



Written documentation of all aspects 
of a patient’s care: vital part of opioid 
prescription “best practices” 

A-INFORMED 
CONSENT 

B-PROVIDER/PATIENT 
AGREEMENTS

C-TREATMENT 
PLANS

Such documentation provides a transparent & enduring record of a clinician’s 

rationale for a particular treatment and provides a basis for ongoing monitoring and, if 

needed, modifications of a treatment plan 



A-Informed consent to receive opioids

Fundamental part of planning for long-term opioid Rx given the potential risks 

It fortifies the clinician/patient relationship

Documentation related to answering 5 key questions:

• Does the pt understand the various options for treatment? 

• Has the pt been reasonably informed of the potential benefits & risks associated with each of 
those options? 

• Is the pt free to choose among those options, free from coercion by the HCP, the pt’s family, or 
others? 

• Does the pt have the capacity to communicate his or her preferences—verbally or in other ways 
(if the patient is deaf or mute)? 

• Is there a proxy available if the pt cannot provide consent due to cognitive impairment?



B-Written 
Patient-
Provider 
Agreement= 
standard of 
care when 
prescribing 
long-term 
opioids1

It addresses the specifics of pain Rx with opioids 

It clarifies the plan with the pt, the pt’s family, & other 

clinicians who may become involved in the pt’s care.1

It reinforces expectations about the appropriate & 

safe use of opioids 

Avoid coercion or punishment where pts must agree 

to its terms or else lose an important component of 

their Rx (or even lose all Rx)2

1-Chou R, et al. J Pain. 2009;10(2):113-130. 

2-Fishman SM. Responsible Opioid Prescribing: A Clinician's Guide, 2nd Ed. Washington, DC: 

Waterford Life Sciences; 2012. 

3-Payne R, et al.The American journal of bioethics : AJOB. 2010;10(11):5-12. 



Patient-Provider Agreement/contract= 

crafted to serve the pts’ best interests1,2

therapy to start on a note of mutual respect & partnership Allowing

transparency Enhancing

pts in a collaborative education & decision-making process Engaging

to set functional goals & clarifying responsibilities in attaining these goals Helping

acceptance of treatment risks & benefits Documenting

informed consent Documenting

avoid misunderstandings Helping

a foundation for subsequent decisions about changes in meds or 
termination of Rx

Providing

The format at the 6th- to 7th-grade level & in multiple languages3/ 
translation to ascertain that the pt fully understands the risks & benefits

Writing

1-Fishman SM. Responsible Opioid Prescribing: A Clinician's Guide, 2nd Ed. Washington, DC: Waterford Life Sciences; 2012.

2-Fishman SM, et al. J Pain Symptom Manage. 2003;25(5):403. 3-Roskos SE, et al. J Pain. 2007;8(10):753-758. 



C-Creating individualized function-

based pain treatment plan 
Do not set the wrong expectations: may lead to depression, 
anxiety, insomnia & suicide

• Motivational & encouraging plan

• Prescribing decisions (or to terminate opioids) are based on objective outcomes

• Restoring physical & Ψ fcts is usually slow & gains are typically incremental (months)

• ≥20% ↓ in a pain score produces significant functional benefits 

• Effective pain relief ↑functioning while OUD ↓functioning 

Frame Rx goals in terms of improved pt functioning, rather than 
merely pain relief:

• Inadequate pain relief

• Nonadherence to a regimen

• Function-limiting SEs 

• Untreated affective disorders 

Functional ↓ may be the result of: 



Examples of functional goals and evidence 
used to assess progress

Fishman SM. Responsible Opioid Prescribing: A Clinician's Guide, 2nd Ed. Washington, DC: Waterford Life Sciences; 2012. 

Functional goal Evidence (wither in-person or in-writing)

Begin physical therapy Letter from PT

Sleeping in bed as opposed to lounge chair Report by family member or friend

Participating in pain support group Letter from group leader

Increased activities of daily living Report from family member or friend

Walk around the block Pedometer recordings or written log activity

Increased social activities Report by family member or fiend 

Resume sexual relations Report by partner

Returned to work Pay stubs from employer or letter confirming 

the patient is off of disability leave

Daily exercise Gym attendance records or report from 

family member of friend

Involving other persons requires exhibit permission from the patient, and this permission should be 

documented



Components of an Effective function –based 
Treatment Plan

Collaboration between patient 

and clinician

What do you hope to do as a result of 

treatment that you can’t do now?

Termination 

1-Healing or resolution of a specific 

pathology underlying the pain 

2-Intolerable side effects 

3-Lack of adequate response (failure) 

4-Evidence of non-medical use of the 

med, abuse, inappropriate use, or OUD 

Opioids are not curative, have no 

standard duration of treatment, and may 

be associated with substantial risks

Although federal law allows for a 90- day supply of schedule II prescriptions, state law can 

vary from 30 days (KY CII is 60 d)  to 6 months

In cases where state and federal law conflict, the most restrictive rule prevails



Initiating therapy

• Shorter t1/2 ↓the risk of inadvertent overdose

• Prescribe low doses on an intermittent, as-needed basis

• Start elderly pts who have comorbidities on 25-50% of usual adult dose

Start with immediate-release formulations

Long term opioid use begins with treatment of acute pain

• ER guidelines1:  ≤3d supply in most acute painful conditions 

• CDC guidelines2: ≤3d supply (take into consideration how far the pt is living 
away from health care facility or pharmacy)

For acute pain, only needed opioids should be prescribed to address 
the expected duration & severity of pain from an injury or procedure

1-Cheng D, Majlesi N. Clinical practice statement: emergency department opioid prescribing guidelines for the treatment of noncancer related 

pain. Milwaukee, WI: American Academy of Emergency Medicine; 2013. 

2-CDC. MMWR Recommendations and Reports. 2016;65(1):16. 



Monitoring 

opioid use

F/u appointments: 1-4wks after initiation of opioids or dose 
changes & Q3 months for maintenance therapy visits

To do in each visit:

• Pain and function tool, questions about SEs, evaluation of overdose risk, 
& discussions about how the medication is being used1

Other ways to objectively monitor opioid use:

• Check Prescription drug monitoring programs (PDMPs) (KASPER)

• Complete Urine drug screens (UDS) (consensual manner)

• Random pill counts

Relatively infrequent monitoring for low-risk pts on a stable 
dose of opioids (1-2 x/year) 

More frequent or intense monitoring (4-6x/year)2

• History of an addictive disorder, past abuse, or other aberrant use 

• Occupations demanding mental acuity

• Older adults

• Unstable or dysfunctional social environment 

• Comorbid psychiatric or medical conditions

1-Dowell D, et al. MMWR Recomm Rep. 2016;65(1):1-49. 

2-Fishman SM. Responsible Opioid Prescribing: A Clinician's Guide, 2nd Ed. Washington, DC: 

Waterford Life Sciences; 2012. 

Kentucky All Schedule prescription Electronic Reporting



Urine drug screen testing: Beneficial for both 
patient & provider 

It should be approached in a 
consensual manner as part of 

an agreed-upon treatment plan

Initiation evaluation:

Specimens should be 
shaken to determine if soap 
products have been added 

The urine color should be 
inspected to exclude 

adulteration (colored urine) 

Urine tre & pH should be 
measured immediately after 
collection when possible.148 

Use a single laboratory: to avoid 
FP or FN results1

Quantitative testing is not 
necessary 

Familiarity with metabolites 
associated with each opioid that 

may be detected in urine

Metabolites of common opioid 
analgesics

Drug Metabolites

Morphine Morphine
Hydromorphone
Codeine

Codeine Codeine
Morphine
Hydrocodone

Hydrocodone Hydrocodone
Hydromorphone
6-Hydrocodol

Oxycodone Oxycodone
Oxymorphone
Hydrocodone

1-Webster LR, Dove B. Avoiding opioid abuse while managing pain. North Branch, MN: Sunrise River Press; 2007. 



Opioid rotation and equianalgesic dosing

Opioid rotation means switching from 
one opioid to another in order to 
better balance analgesia & SEs

-Lack of efficacy (often related to tolerance)

-Bothersome or unacceptable SEs

-↑ dosing that exceeds the recommended limits of the -
current opioid or  co-compounded APAP

-Inability to absorb the medication in its present form 
(transdermal??) 

Opioid rotation must be approached cautiously, particularly when converting 
from an IR to an ER/LA product 

Equianalgesic charts must be used carefully & titration must be done carefully 
& with appropriate monitoring

www.cdc.gov/ drugoverdose/pdf/calculating_total_daily_dose-a. pdf



How to 

recognize 

and intervene 

upon 

suspicion or 

identification 

of an OUD

Universal precautions remove bias & level the playing field 
so everyone is treated equally & screened thoroughly

Predictive characteristics of a potential drug abuse, 
misuse, or other aberrant behavior

• Personal & family history of Ψ illness & EtOH or drug abuse1

Signs of alerting drug craving and/or drug-seeking 
behavior

• Missed appointments with after-hour calls for prescription renewals

• Solicitation of prescriptions from multiple physicians;

• Reports of lost, destroyed, or stolen medications

• Selling & buying drugs off the street

Early OUD diagnosis is pivotal: serious, but treatable, and 
failure to treat it will hinder efforts to manage pain

1-Chou R, et al. J Pain. 2009;10(2):113-130. 



Characteristics of chronic pain patients 

vs. patients with OUD

Patient with chronic pain Patient with an OUD

Medication use is not of control Med use is out of control

Medication use improves QOL Med use impairs QOL

Wants to ↓med if SEs develop Med use continues or ↑despite AEs

Is concerned about the physical 

problem being treated with the drug

Unaware or in denial about any problems that 

develop as a result of drug treatment

Follows the practitioner-patient 

agreement for use of the opioid 
Does not follow opioid agreement

May have left over med Does not have leftover med

Loses prescriptions

Always has a story about why more drug is needed

Webster LR, Dove B. Avoiding opioid abuse while managing pain. North Branch, MN: Sunrise River Press; 2007. 



Managing Non-Adherent Patients

Patient-

physician 

relationships 

affect 

treatment 

outcomes: 

anger, 

sadness, 

mistrust, or 

legal jeopardy

Assess the 

situation fully 

before accusing 

a pt of lack of 

adherence 

Reasons for 

non-

adherence 

include: 

Patient–provider 

agreement and/or 

informed consent 

can navigate the 

challenges & 

uncertainties arising 

from non-

adherence

Consult 

addiction 

specialist or 

psychiatrist if 

facing 

anomalous 

behavior
1. Inadequate pain relief

2. Misunderstanding of the 
specifics of the prescription

3. Misunderstandings related to 
lack of fluency with English

4. Stigma about taking a pain 
medication 

5. Overmedication and fears 
about addiction  



Reasons for opioid treatment Termination

Healing of or 

recovery from an 

injury, medical 

procedure, or 

condition

Intolerable side 

effects

Lack of response
Discovery of misuse 

of medications 

• Minimize unpleasant or dangerous withdrawal ∑s by tapering the opioid slowly (10%/wk or 

25-50% Q3d), by carefully changing to a new formulation, or by effectively treating an OUD

• Do not stop medical care without justification or adequate provision for subsequent care

Chou R, et al. J Pain. 2009;10(2):113-130. 



Caution with dose escalation

Be aware of 2 critical daily thresholds: 
50 & 90 MMED1

• Doses >50 MMED are associated with 
>2x the risk of overdose vs. dose<50  
MMED2

• Doses >90 MMED are associated with 
a 9X ↑ in mortality risk vs <50 MMED 

The total MMED for all prescribed 
opioids should be used (automatically 

calculated on KASPER)

• Low dose=20-50 MMED

• 90 MMED=red flag: requires carful 
assessment, more frequent 
monitoring, & documentation of 
benefits

MMED=Morphine milligram equivalent dose

KASPER= Kentucky All Schedule Prescription Electronic Reporting System

1-Dowell D, et al. MMWR Recomm Rep. 2016;65(1):1-49. 

2-CDC. MMWR Recommendations and Reports. 2016;65(1):16. 



ER/LA opioids [methadone, transdermal fentanyl, & 
extended-release versions of opioids such as 
oxycodone, oxymorphone, hydrocodone, & morphine]

ER/LA opioids are neither more effective, nor safer than IR opioids1

• ER/LA opioids ↑ risks for opioid misuse or addiction

• Initiating Rx with ER/LA opioids is tied to higher risk overdose compared to IR opioids

The 2016 CDC guidelines suggest that ER/LA opioids should be reserved for2:

• Severe & continuous pain

• And 

• No response to immediate-release opioids daily for ≥1 week

Caution required in older adults or pts with renal or hepatic dysfct:                           
↓clearance of these drugs causes toxicity

Methadone should be used only by pain specialists:                                                                  
Variable equianalgesic dose ratios, QTc ↑ & fatal arrhythmias1

1-Miller M,et al. 2015;175(4):608-615. 2-CDC. MMWR Recommendations and Reports. 2016;65(1):16. 



Evidence-based strategies to reduce opioid-related adverse effects 

AEs Preventing long-term opioid therapy-induced AEs

Constipation • PAMORA: Methylnaltrexone(Relistor) SQ or naloxegol (Movantik) PO
• Prophylactic mild peristaltic stimulant (e.g., bisacodyl or senna)
• If no BM for 48h, ↑dose of bowel stimulant

• If no BM for 72h, perform DRE

• If not impacted, provide additional therapy (suppository, enema, magnesium citrate)

Nausea or 

vomiting

• Consider prophylactic antiemetic therapy
• Add or ↑non-opioid control agents (APAP or NSAIDs)

• If analgesia is satisfactory, ↓dose by 25%

• Treat based on cause

Sedation • Determine whether sedation is due to the opioid- if so, lower the dose immediately

• Eliminate nonessential CNS depressants (EtOH & BZDs)
• ↓Dose by 20-30%

• Add or non-opioid or non-sedating adjuvant for additional pain relief (NSAID or APAP) so the 

opioid can be reduced

• Change opioid

• Prescribe naloxone

Hallucination or 

dysphoria

• Evaluate underlying cause

• Eliminate non-essential CNS acting meds

Sexual 

dysfunction/ 

hypogonadism

• ↓dose

• Testosterone replacement therapy may be helpful for men

• Erection-enhancing meds (e.g., sildenafil)

VA/DoD. The management of opioid therapy for chronic pain working group. VA/DoD clinical practice guidelines for the management of opioid therapy for chronic pain. 

2003(contract number: V101 (93). 

PAMORA=Peripherally-Acting Mu-
Opioid Receptor Antagonists

Assess endocrine fct @ the start & 
at least every year thereafter



Naloxone for opioid overdose Naloxone 
(e.g., Narcan)

Opioid antagonist that quickly reverses the effects of opioid overdose

Intranasal1 and injectable (IV/IM/SQ) (IN device with atomizer; auto-IM injector)

• >1 one dose may be required to achieve overdose reversal

• Take to ED

Naloxone should be widely prescribed and easily accessed (patients, family 
members, & friends)

Common signs of overdose:

• Slow or shallow breathing

• Shortness for air

• Unusual snoring

• Pale or bluish skin

• unresponsive

• Pinpoint pupils

• Bradycardia

1-Food and Drug Administration. FDA approves first generic naloxone nasal spray to treat opioid overdose. FDA News Release. April 19 2019. 



When to 

consult a pain 

specialist

Phantom limb pain

Severe neuropathic pain

Severe low back & neck pain, or radicular pain 

the arms or legs

Intractable headache 

Significant joint pain 

Patients with pain who also have OUD being 

treated with MAT 

Older adults with polypharmacy and/or significant 

comorbidities 

Patients with end-of-life pain



Medically 

directed opioid 

tapering:

-functional goals 

not met or                    

-unacceptable 

AEs

Do not abruptly d/c opioids in pts physically dependent on 
opioids

Abrupt or inappropriately rapid d/c of opioids is associated with 
serious withdrawal ∑s, uncontrolled pain, & suicide

Mutual agreement on an appropriate tapering schedule & F/U 
plan

Taper by an increment of no more than 10-20% every 2-4 wks: 
10% ↓monthly for patients using opioids ≥4 y or taking 90 MMED

Pause taper if significantly increased pain or serious withdrawal ∑s

Multimodal approach to pain management, including mental 
health support (if needed)

Reassess regularly to manage pain & withdrawal ∑s that emerge 
& assess for suicidality or mood changes

Refer patients with complex comorbidities or substance use 
disorders to a specialist

1-Frank JW, et al. Annals of internal medicine. 2017;167(3):181-191. 

2-McPherson S, et al. Pain. 2018;159(10):2097- 2104

Reduction in pain 

after 

discontinuation1,2



Thank you


