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Objectives 

• Understand safe prescribing practices 

when using opioids for CNCP as 

recommended in the Canadian Opioid 

Guideline 

• Understand Cluster 5 of the Guideline, 

options for treating pain in the opioid 

addicted patient 

• Understand how to be a resource to FPs 

and pain docs in your community 
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The Guideline 

5 Clusters 

• Cluster 1: Deciding to Initiate Opioid 
Therapy 

• Cluster 2: Conducting an Opioid Trial 

• Cluster 3: Monitoring Long Term Opioid 
Therapy (LTOT) 

• Cluster 4: Treating Specific Populations 
with LTOT 

• Cluster 5: Managing Opioid Misuse and 
Addiction in CNCP Patients 



Cluster 1, Initiating Opioid 

Therapy 
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R01: Documentation and 

comprehensive assessment 

 
 “Before initiating opioid therapy, ensure 

comprehensive documentation of the 

patient’s pain condition, general medical 

condition and psychosocial history, 

psychiatric status, and substance use 

history” 
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R01: Documentation and 

comprehensive assessment 

• Pain condition   B-9 

• General Medical and Psychosocial History 

• Psychiatric Status 

• Substance Use History    

       B-1, B-2 
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R01: Documentation and 

comprehensive assessment 

 “Opioid addiction is estimated to have an 

overall prevalence of 3.3% in patients 

receiving opioids for CNCP, with wide 

variation… ADRBs have a much higher 

prevalence. The major risk factor for 

addiction is a current or past history of 

addiction” 
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R02: Addiction risk screening 

 “Before initiating opioid therapy, consider 

using a screening tool to determine the 

patient’s risk for opioid addiction”  
 

          B-2 



15 

R02: Addiction risk screening 

• E.g. Opioid Risk Tool  

• High sensitivity and specificity, but 

samples were small 

• Personal history remains the strongest 

predictor of opioid misuse and abuse 
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R03: Urine Drug Screening 

 “When using UDS to establish baseline 

measure of risk or to monitor compliance, 

be aware of benefits and limitations, 

appropriate test ordering and 

interpretation, and have a plan to use 

results”    

    B-3 



R03: Urine Drug Testing 

• Suggested to use at baseline for high risk 

patients, or patients who are not well-

known to physician  

• Addictions docs can be a resource to FDs 

in using and interpreting UDTs 
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R05: Risks, adverse effects, 

complications 

 “Before initiating opioid therapy, ensure 

informed consent by explaining potential 

benefits, adverse effects, complications, 

and risks. A treatment agreement may be 

helpful” 
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R05: Risks, adverse effects, 

complications 

• Goal-setting and patient expectations 

• Written handout can be helpful  B-4  

• Adverse effects: nausea, constipation, 
somnolence, dizziness, itching, vomiting 

• Complications: neuroendocrine 
abnormalities, sleep apnea, opioid-induced 
hyperalgesia 

• Risks: overdose, diversion, addiction, 
withdrawal 
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R06: Benzodiazepine tapering 

 “For patients taking benzodiazepines, 

particularly for elderly patients, consider a 

trial of tapering. If a trial of tapering is not 

indicated or not successful, opioids should 

be titrated more slowly and at lower 

doses” 
   B-6 
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R06: Benzodiazepine tapering 

• Combo of opioids and BZDs increases risk 

of sedation, overdose, and diminished 

function, especially as age increases 

• BZDs increase risk of opioid toxicity and 

overdose 

• BZDs can be successfully tapered in a 

primary care setting, with improved health 

outcomes 
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R11: Risk of opioid misuse 

 “When initiating a trial of opioid therapy for 

patients at higher risk of misuse, prescribe 

only for well-defined somatic or 

neuropathic pain conditions, start with 

lower doses and titrate in small dose 

increments, and monitor for ADRBs” 
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Risk of opioid misuse 

• If treating a patient at higher risk of 
misuse, anticipate ADRBs and be 
prepared to respond  

• Structured Opioid Therapy (SOT, R21) 
can work very well for these patients 
= tighter boundaries, closer monitoring, 
shorter dispensing interval, establishing 
that opioid is definitively improving 
function, +/- UDTs 
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Risk of Opioid Misuse 

• Informed consent: in high risk patient, if 

function deteriorates and pt not able to 

achieve abstinence, opioid maintenance 

may be the only feasible “exit strategy” 

• Advise patient!  

• Opioid maintenance (MMT or 

buprenorphine) can be very restrictive 

 



Cluster 3, monitoring 

• ADRBs 

• Add docs can assist in evaluating ADRBs 



26 

R12: Monitoring LTOT 

 “When monitoring a patient on long term 

therapy, ask about and observe for opioid 

effectiveness, adverse effects or 

complications, and ADRBs” 
       B-10 
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R12: Monitoring LTOT 

ADRBs 

 
• ADRBs fall into three groups: 

escalating dose 

altering route of delivery 

illegal activities: multiple doctoring, Rx 

 fraud, buying, selling stealing drugs 
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Cluster 5, Managing Opioid Misuse 

and Addiction in CNCP Patients 
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R21: Addiction Treatment Options 

 “For patients with CNCP who are addicted 

to opioids, three treatment options should 

be considered:  

 
methadone or buprenorphine 

maintenance treatment,  

 
structured opioid therapy, or  

abstinence based treatment.” 
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R21: Addiction Treatment Options 

Structured Opioid Therapy (SOT) 

• Improves outcomes in patients who have 

exhibited ADRBs 

• SOT = use of opioids other than MTD or 

bup to treat CNCP with specific controls in 

place, including patient education, written 

treatment agreement, shorter dispensing 

intervals, and frequent monitoring 
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…Structured Opioid Therapy 

Candidate: 

• Not currently addicted to alcohol or other 

drugs 

• Not, to physician’s knowledge, accessing 

opioids from other sources, injecting or 

crushing oral opioids, or diverting 
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Structure around opioid prescribing 

can be viewed along a continuum 

patient 

 

low risk 

patient, 

“baseline” 

controls 

actively 

addicted 

patient, MMT 

structure 



Abstinence 

• Not as effective as maintenance, but many 

patients prefer it, and may be viable for 

those with good prognostic factors 

• Medically assisted WD management: 

clonidine, tapering MTD or bup 

• Best if immediately followed by formal 

addiction treatment 

• Caution patients re loss of tolerance, and 

risk of OD if they relapse 



Opioid Agonist Maintenance 

• Methadone or buprenorphine 

• Indicated for patients who have failed or 

are not good candidates for SOT 

• Bup can be prescribed by any doc with 

appropriate training 

 addiction doc stabilize and send back to 

FD?? 

 



…Opioid Agonist Maintenance 

• Duration of analgesic action of MTD and 

bup is 6-8 hours, BUT… 

• …Once daily dosing suggested initially 

• Patients often experience substantial pain 

relief with once-daily dosing as WD 

symptoms subside 

• After dose titration and stabilization, dose 

can be split if necessary 




