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LEARNING OBJECTIVES

1. Learn about a comprehensive pain management approach and non-
opioid measures for chronic pain management

2. Gain comfort in an individual risk-benefit approach when it comes to 
a patient’s chronic opioid prescription

3. Understand which patients to consider for an opioid taper and how 
to do so slowly and safety



Outline
1. A note on Methadone for Pain in the Clinic v. OTP   
2. Comprehensive Chronic Pain Approach Other Than Opioids
3. Tools/Thoughts to Determine Who Should Be Prescribed Long Term Opioids

1. Methadone for OUD

2. Long Term Opioids for Breakthrough Pain

4. Risk Benefit Discussion if Someone Has Risky Behavior, OUD, or Adverse Effects and How to 
Implement a Opioid Taper



Chronic Pain is Shaped by Several 
Different Factors: Socio-psycho-
biological Factors

From prior PCSS-O presentation

http://pcss-o.org/event/multidimensional-care-of-chronic-pain-reducing-reliance-on-opioids-for-relief/


Whatever its cause, when pain persists, it often causes 
secondary problems that can facilitate distress and pain
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Adapted from: McCorkle et al (UWash) Self-Management: Enabling and empowering patients living 

with cancer as a chronic illness Cancer Clinical Journal, 2011
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Methadone for
Chronic Pain v. OUD

✧ Chronic pain w/o OUD – Primary care offices, TID dosing 

– Have respect for methadone

– Dose stacking (takes 5-7 days to reach steady state)

– Long half life (30 hours)

✧ OUD → FEDERALLY REGULATED Opioid Treatment Program (OTP) ONLY

– Illegal in United States to treat opioid withdrawal with chronic opioids 
(besides buprenorphine) outside of an OTP

– If OUD → long term opioid options become bupe or methadone



WHO 2008



IMPORTANCE

INTRODUCTION

Highlight the significance and 
educational value of the case. 
Emphasize the uniqueness, rarity, 
or complexity of the presented 
case, and explain how it 
contributes to the existing 
knowledge or clinical practice

Provide a brief overview of the 
condition or disease being 
discussed in the case. Include 
pertinent information about its 
prevalence, clinical manifestations 
and any relevant previous studies 
or literature

BACKGROUND

/OMM





Cognitive Therapy for Chronic Pain: A Step-by-Step 
Guide Second Edition
by Beverly E. Thorn

https://www.amazon.com/Beverly-E-Thorn/e/B001K8N2D8/ref=dp_byline_cont_book_1


Pain Management Opioid Taper Decision 

Tool A VA Clinician's Guide
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The Risk Benefit Framework: Judge the Opioid 

Treatment, Not the Patient

RATHER…

Do the benefits of this 

treatment outweigh the 

harms and risks?

NOT…

• “Is the patient good or 

bad?”

• “Does the patient deserve 

opioids?”

• “Should this patient be 

punished or rewarded?”

• “Should I trust the 

patient?” 

Nicolaidis C. Pain Medicine 2011
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Adverse Symptoms

• Could opioids be causing or contributing to bothersome symptoms? 

▪ Poor concentration, focus, memory

▪ Fatigue, low motivation

▪ Depressed mood

▪ Constipation, nausea

▪ Dry mouth

▪ Headaches (analgesic overuse?)

▪ Sexual dysfunction

• Could opioids be interfering with life and goals? 
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Opioid-related side effects vs. Opioid Use 
Disorder

Physical 
Dependence

Tolerance

Physiologic adaptations 
to chronic opioid therapy (occur in all 
patients who take opioids > 2 weeks)

Opioid Use 

Disorder

Maladaptive behavior 
associated with opioid 

misuse

Savage SR, et al. J Pain Symptom Manage. 2003 Jul;26(1):655-67.



Sorting out the gray zone

GRAY ZONE

HAS OUD DOES NOT HAVE OUD 

Meets DSM criteria 

for opioid use 

disorder

• No lost prescriptions

• No ER visits

• No early prescriptions

• No requests for dose 

escalation

• No UDT aberrancies

• No doctor shopping 

(PMP)

Impaired Control

Risky Use

Use Despite Negative Consequences

Opioid Tolerance and Dependence



Concerning Behaviors for Opioid Use 
Disorder

Spectrum: Yellow to Red Flags

Modified from Portenoy RK. J Pain Symptom Manage. 1996 Apr;11(4):203-17. 

□ Requests for increase opioid dose

□ Requests for specific opioid by name, “brand name only”

□ Non-adherence w/other recommended therapies (e.g., PT)

□ Running out early (i.e., unsanctioned dose escalation)

□ Resistance to change therapy despite AE (e.g. over-sedation)

□ Deterioration in function at home and work

□ Non-adherence with monitoring (e.g. pill counts, UDT)

□ Multiple “lost” or “stolen” opioid prescriptions

□ Illegal activities – forging scripts, selling opioid prescription



Patient-related Risk Factors for the development of Overdose 
and Addiction

Patient Factors Risk

Mental health disorder (e.g. depression, anxiety) Overdose Addiction

Substance use disorder                                                      
(e.g., alcohol, tobacco, illicit and prescription drug)

Overdose Addiction

Family history of substance use disorder Misuse

Adolescent Addiction

Age >65 Overdose

Sleep-disordered breathing Overdose

Legal history (e.g., DUI, incarceration) Misuse

History of sexual abuse Misuse

History of overdose Overdose

Akbik H, et al. J Pain Symptom Manage. 2006
Ives J, et al. BMC Health Serv Res. 2006
Liebschutz JM, et al. J Pain. 2010

Michna E, et al. J Pain Symptom Manage. 
2004
Reid MC, et al. J Gen Intern Med. 2002
Volkow ND, et al. N Engl J Med. 2016



Medication-related Risk Factors

Medication Factors Risk

Daily dose >100 MME Overdose Addiction

Long-term opioid use (>3 months) Overdose Addiction

ER/LA opioid formulation Overdose

Initial 2 weeks after starting ER/LA opioid Overdose

Combination opioids and 

benzodiazepines
Overdose

Volkow ND, et al. N Engl J Med. 2016



Discussing possible Addiction (OUD)

✧ Give specific and timely feedback regarding why patient’s behaviors raise your concern 
for possible use disorder (e.g. loss of control, compulsive use, continued use despite 
harm)

✧ Consider opportunities for motivational interviewing techniques to be used, for 
example, eliciting your patient’s own concerns about opioids and their opioid use, 
thinking about pros and cons of ongoing therapy.

✧ Use the basic principles of MI such as expressing empathy, avoiding argumentation, 
rolling with resistance, developing discrepancy, and supporting self-efficacy

✧ Remember patients may suffer from both chronic pain and use disorder

✧ May need to “agree to disagree” with the patient

✧ Benefits no longer outweighing risks  

✧ “I cannot responsibly continue prescribing opioids as I feel it would cause you more 
harm than good.”

✧ Always offer referral to addiction treatment and medication treatment



Degree of Shared 
Decision Making

Figure adapted from Makoul and Clayman. Patient Educ Couns. 2006;60(3):301-12. 

Patient alone

decision

Shared equally 

Doctor alone

decision

Severe opioid-induced nausea & 

constipation

No clear benefit, low-risk regimen

Urine drug test positive for cocaine & 

negative for prescribed opioid

No clear benefit, high-risk regimen



If benefits do not outweigh 
harms

✧ Make a recommendation tied to patient’s wellbeing

✧ Empathize with patient’s situation

– Frustration that pills don’t work as advertised

– Effects of pain on multiple life domains

✧ Emphasize function and life goals over analgesia

– Approach to “getting life back” differs from 
approach focused on pain relief or cure 

✧ Show commitment to caring for patient

– Schedule close follow-up during and after 
taper
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Opioid Taper Outcomes

● No randomized controlled trials of opioid 
continuation versus discontinuation

● No observational studies reporting outcomes 
of opioid continuation versus discontinuation



Use percentages in your case report to quantify and communicate 
the frequency or proportion of important findings or outcomes

95%
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Implement a Taper Trial

• Discuss goals of taper trial—how and when will we know if it is 

successful? 

▪ Achieve initial dose target

▪ No sustained worsening in pain/function

• Discuss potential withdrawal symptoms

▪ Temporary increase in pain

▪ Discuss how to contact

▪ Schedule follow-up

• Identify at least one self-management goal

▪ Emphasize focus on long-term goals/function
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What to Say?

• Discussing expectations

▪ You may have temporarily increased pain or other 

withdrawal symptoms after dose reductions

▪ As long as we go down slow, I don’t expect any 

overall change in your level of pain

▪ Most people eventually feel better—more clear, more 

energetic—on a lower dose, but that usually takes 

time

• Discussing self-management

▪ You said you want to be able to… What would be a 

good first step towards that?
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Possible opioid withdrawal 
PRNs (especially during 
fast tapers)
● Acetaminophen/NSAIDs – muscle aches
● Hydroxyzine/diphenhydramine – anxiety, dysphoria, lacrimation, rhinorrhea 
● Clonidine – restlessness
● Trazodone – insomnia
● Dicyclomine – abdominal cramps
● Ondansetron – nausea 
● Loperamide – diarrhea



Other stuff to think of during chronic 
pain management “I’ve tried everything”

● Nutrition – inflammatory foods

○ Whole Food Plant Based – ideal

○ Mediterranean Diet (Healthline.com)

○ Less foods from a package

○ What are they drinking? Liquid calories/sugar

● Sleep hygiene
● Mental health
● Exercise
● Fresh air/sunlight time

○ SAD light

○ Infrared light

● Mindfulness
● Community groups/social prescribing
● Purpose/values 
● Radical acceptance
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Summary

• Patient-centered opioid management

▪ Commitment to respecting patient preferences, 

needs, and values

▪ Not a commitment to continue potentially 

harmful or ineffective therapy

• Three steps to patient-centered opioid reduction

1. Develop individual benefit and harm 

assessment

2. Share decision making about options

3. Implement a taper trial



References and 
Resources
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Other Readings



CREDITS: This presentation template was created by Slidesgo, and 
includes icons by Flaticon and infographics & images by Freepik

Do you have any questions?
Cara_Zimmerman@Brown.edu

THANKS

Please keep this slide for attribution

https://bit.ly/3A1uf1Q
http://bit.ly/2TyoMsr
http://bit.ly/2TtBDfr
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