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General considerations when managing chronic 
pain in the opioid addicted patient

• Pain management: good communication with the patient, reassurance 

that pain will be managed optimally

• Medications part of a plan to support self management

• Mental health and emotional difficulties need to be identified and 

managed

• Physical rehabilitation, exercise and psychological treatments support 

chronic pain management

• Close collaboration with drug services and the patient’s GP is mandatoryhttps://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware/opioids-and-addiction/c
hronic-pain-management



Long-term opioid prescribing in the opioid 
addicted patient: important considerations

• Patients with addiction are more likely to be prescribed opioids 

than non-addicted patients

• Addiction is a risk factor for prescription opioid 

misuse/problematic use

• Untreated addiction is a barrier to chronic pain management

• Opioids may be used by a patient to attenuate unpleasant 

thoughts and feelings

• Opioids are poorly effective in chronic pain

• Close collaboration between primary care, secondary care and 

with drug addiction and recovery services is mandatory

• The risks of misuse and diversion should be assessed and 

monitored

• A structured approach to care is important including clear 

agreement regarding dose, short duration of prescriptions and 

frequent follow up
https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware/opioids-and-addiction/c
hronic-pain-management

Chronic pain management for 
patients in recovery from 

addiction: 
• Risk of relapse with opioids AND under-treatment of pain

• Use non-opioid interventions where possible

• Careful explanation of the risks and benefits of the proposed 

treatment 

• Anxiety should be assessed and managed

• Patients’ beliefs regarding opioid therapy should be respected 
https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware/opioids-and-addiction/c
hronic-pain-management



Opioid prescribing for patients in 
recovery from addiction: 

• Agree the treatment plan with the patient 

and other healthcare providers

• Agree the outcomes of treatment

• Consider a short trial of opioid 

• Assess risk to determine frequency of review

• For long-term prescribing use sustained 

release preparations 

• Do not exceed 120 mg/day morphine 

equivalent

• If opioids do not work STOP THEM

https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware/opioids-and-addiction/c
hronic-pain-management

Crisis?

Prescribing and death





Improving Crisis?

Manchikanti el al Pain Physician 2018

Opioid prescriptions and deaths
Total opioid prescriptions (in millions), 
2013–2017 

Quantification of opioid deaths

Manchikanti L et al. Pain Physician 2018; 21: 309–326 

Situation in the UK

https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware/clinica
l-use-of-opioids/ons



ONS 2018. Deaths related to drug poisoning in England and Wales: 2017 registrations.

Pain management and substance 
abuse

Does pain management contribute to 
substance abuse?

Lee et al. J Clin Oncol 2017; 35: 4042–4049

Post operative continuation of opioids



The surgical patient?

• N= 391,139 patients opioid naïve short stay surgery

• Opioids were newly prescribed to 27,636 patients (7.1%) 
at 7 days post surgery 

• Opioids were prescribed to 30,145 patients (7.7%) at 1 
year from surgery. 

• Patients receiving an opioid prescription within 7 days of 
surgery were 44% more likely to become long-term 
opioid users within 1 year compared with those who 
received no such prescription 

Alam et al 2012 Arch Int Med

Post operative continuation of opioids

• ‘The period after surgical admission represents a potentially 

vulnerable time when a patient may be using opioids for the 

first time in an unsupervised setting or require an escalation of 

their chronic opioid dose.’

• 10.3 per 100,000 surgeries OD in first 30 daysLadha et al JAMA 2018

Post operative continuation of opioids:
One consequence



Opioid flow into the community

• The proportion of used opioids ranged from 5.6% to 59.1%

• Majority of patients were satisfied with their pain control 

• 70% of patients kept the excess opioids. 
Feinberg Ann Surg 2018

• 67% to 92% of patients reported unused opioids. 

• Most patients stopped because adequate pain control

• 73% to 77% of patients reported that opioids not stored in locked 

containers.
Bicket et al JAMA Surg 2017

Oxycodone 5-mg equivalent opioid 
pills post operatively

• Median 90 pills for total hip/knee arthroplasty, 

• 37% of patients requested and received at least 1 refill. 

• Participants reported unused opioid medication in 61% of cases. 

• During the study year, >43,000 unused opioid pills were 

prescribed. 
Sabatino et al 2018 J Bone Joint Surg Am

How big a problem is substance abuse 
in pain patients?

How big a problem is substance abuse 
in cancer pain patients?



“Recurrent use of alcohol or other drugs that 

causes clinically and functionally significant 

impairments, such as health problems, disability, 

and failure to meet major responsibilities at 

work, school or home.”

Substance use disorder

National Survey Drug Use and 
Health 2015

•  91.8 million (37.8%) use prescription opioids

•  11.5 million (4.7%) misuse

•  1.7 million (0.8% substance use disorder, SUD)

– 60% no prescription

– 41% free from friends/relatives

•  Uninsured, unemployed, or low-income

•  Behavioural health problems

•  Self medication of stress and psychological problems

•  Cancer higher psychological stress rates

Chronic pain and abuse/use disorder

• Opioid use disorder (OUD) + chronic pain

• 10.2 million Chronic Pain, 680,631 OUD (7%)

• Increased 2011 (109,222; 6.2%) to 2015 (172,680; 7.2%) 

• 25% depressed, 53% tobacco use disorder

• Low income, Medicare

• Trauma highest OUD
Orhurhu et al 2019



• Adaptation that results in diminished effect over time

Tolerance

• Symptoms of withdrawal on stopping medication - 
physiological

Dependence

• Biopsychosocial disease – overuse, compulsive use, 
continued harm despite negative effects, craving

Addiction

Aberrant Behaviours (?)

• Not taking meds as 
prescribed

• Multiple doses together

• Reports of ‘lost’ or 
‘stolen’ meds

• Requested a specific 
drug

• Dr shopping

• Non-compliance with 
non-opioid 
treatments

• Request specific 
preparations

• Report of no relief 
whatsoever by 
non-opioid 
treatments

American Society of Addiction Medicine 2001



Evidence for screening tools

“Evidence …is limited……may be useful but 

further high quality research required….”

Chou et al 2009 J Pain
(American Pain Society and American Academy of 
Pain Medicine)



Cancer pain risk

•  Higher levels of stress risk SUD

•  29% cancer patients assessed as high risk 
using screening tools
–  Young

–  High anxiety

•  Cancer smokers higher risk of illicit drugs use 
and higher pain levels

•  18% advanced cancer evidence of  ‘chemical 
coping’ 

Paice 2018 Cancer

The flip side

• Fear of addiction
– 2/3 report at least 1 barrier to pain
– Worse in non white, less education, older, 

comorbidities

• Reduction in oncology dosing (Haider et al 2017)

– 78mg/day 2010
– 40mg/day 2015

• Reinforcement of barriers
• Lack of clinician training

Patients’ attitudes to opioids in 
advanced cancer pain

•  Misinformation
•  Concern (gratitude and confusion)
•  Gaps in knowledge
•  Internal conflict (benefit and perceived risk)
•  Wish to reduce dose of opioid as indicator of 

response
•  Own agenda
•  Need to categorically address ‘crisis’ 

perception
Wright et al 2019



End of life care?
• 25% of hospice patients have SUDs  (Passik &Theobald  2000)

• No policies in hospices for these patients

• ‘Opioids one of the few sources of pleasure left’

• Avoid withdrawal

But

• SUD can lead to uncontrolled symptoms and worse QOL

• Educate, assess and treat and communicate

Gabbard et al 2018

Cancer pain and addiction

O’Brien 2014 Can Fam Physician

Smith et al 2012



Gabapentin abuse and opioids

• Of those undergoing 
toxicology:

• 22% positive for 
non-prescribed 
gabapentin

• 56% of those had opioid 
prescriptions

• EudraVigilance

• misuse/abuse/dependence

• 6.6% (7639) pregabalin

• 27 deaths

• 4.8% (4301) gabapentin

• 86 deaths

• Opioid association

Quigley et al 2016 Chiappini and Schifana 2016

Culpepper

● 8000 BC  Hemp cultivation.

● 2800 BC China Pen ts’ao Ching.

● 2000 BC India Atharva Veda.

●  4 AD Obstetric analgesia.

● 60+ AD Dioscorides and Galen.
●  1653 Culpepper. 
● 1842 O’Shaughnessy.
●  1860s Queen Victoria.   



• CNS:
o Euphoria/”high”.
o Heightened sensory perception.
o Impaired cognition and pyschomotor 

performance.
o Distortion of space & time sense.
o Memory impairment.
o Fragmentation of thoughts.
o Antinociception and analgesia.
o Anti-emesis.
o Increased appetite.
o Altered thermoregulation.

o Schizophrenia-like syndrome.

• Moderate Evidence for: 
• MS Spasticity

• Pain : ‘may be beneficial’

• Low evidence for:
• Chemo N&V
• Sleep disorder
• Weight gain HIV 
• Tourette syndrome

Cancer pain * “Alarming adverse reactions were 
also observed at this dose”

*

Fixed 0.625
Random 0.761



CNS-related adverse effects

Fixed 2.842

Long Term CNS Adverse Effects

• Historical cohort study 1969-70 Swedish conscripts

• n=50,087 (97% of Swedish 18-20 yr. olds)

• Questionnaire of drug use

• National register of psychiatric admissions 1970-1996

• Dose dependent increase risk of developing 

schizophrenia with cannabis use (30% increased risk of 

schizophrenia [OR: 6.7(2.1-21.7)] Zammit et al 2002 BMJ 

Addiction and cannabinoiods

• Cannabis (THC-laden products) has addictive potential

• Cannabis use disorder (CUD) is diagnosed using the same 

criteria as for other substances (+withdrawal) and is similar to 

other substance use disorders (SUDs) (Budney et al 2017)

• The prevalence of CUD is comparable to other SUDs

– 13.1 million CUD (0.2%), other estimates 1.5%

– 2x increase 2002 to 2013
Budney et al 2019



Impact of cannabis legislation?

• CUD is associated with psychosocial consequences and those 

who have CUD have increased odds of having other SUDs and 

psychiatric disorders

• CUD responsible for 20-50% of all SUD admissions

• Increased availability high THC increases CUD

• Advertising

• Reduction in perceived risks  less recognition/acceptance CUDBudney et al 2019

‘normalise use by shaping beliefs and 
expectations with the goal of prompting 
initiation and sustaining regular and heavy 
use’

Already evidence of targeting youth
(D’Amico et al 2015, 2018, Roditis et al 2016, Schuermyer et al 
2014)


