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MD Snapshot-Prescribing Educational Resource
Opioid Naive

Why were additional opioid-naive measures added to MD Snapshot-
Prescribing?

The evidence base for identifying factors associated with long-term use of opioids has been
growing.

Long-term opioid use often begins with treatment of acute pain and is associated with patient
risks. Depending on the condition being treated, there may be preferred treatment
alternatives for acute pain other than opioids. Refer to this reference for a recent systematic
review on treatments for acute pain.

When opioids are the best available treatment option, duration of therapy, dose and choice of
opioid are key considerations. Even short-term opioid use can result in tolerance and physical
dependence.

The new measures in MD Snapshot-Prescribing offer insight to physicians on their individual
prescribing practice for patients who are opioid naive or have not received an opioid in the past
180 days.

Patients taking opioid agonist treatments are excluded from the definition of opioid naive.

What are some of the predictors of long-term opioid use?

The highest probabilities of continued opioid use at one and three years were observed among
patients who initiated treatment with a long-acting opioid (27.3% at one year, 20.5% at three
years), followed by those whose initial treatment was with tramadol (13.7% at one year, 6.8%
at three years), or a schedule Il short-acting opioid other than hydrocodone or oxycodone
(8.9% at one year, 5.3% at three years)*.

The probabilities of continued opioid use at one and three years for those starting on
hydrocodone short-acting (5.1% at one year, 2.4% at one years), oxycodone short-acting (4.7%
at one year, 2.3% at three years), or schedule lll-IV opioids (5.0% at one year, 2.2% at three
years) were similar*.

*For US drug schedule information refer to this resource from the U.S. Drug Enforcement
Administration.

O Cpsa


https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/main-apps-surv-report-3-acute-pain.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/main-apps-surv-report-3-acute-pain.pdf
https://www.dea.gov/drug-information/drug-scheduling
https://www.dea.gov/drug-information/drug-scheduling
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TABLE. One- and 3-year probabilities of continued use, and median time to discontinuation of opioid use, by choice of first opioid
prescription*

Number (%) of | One-year probability of | Three-year probability | Median days to
Choice of first prescription patients continued use, % of continued use, % | discontinuation
Long Acting Opioids 6,588 (0.5) 27.3 20.5 63
Tramadol 120,781 (9.33) 13.7 6.8 25
Hydrocodone Short Acting 742,112 (57.3) 5.1 2.4 5
Oxcodone Short Acting 219,224 (16.9) 4.7 2.3 6
Schedule Il Short Acting 14,877 (1.2) 8.9 5.3 8
Schedule I1I-1V and Nalbuphine 190,665 (14.7) 5.0 2.2 6

* The first prescription was categorized into six mutually exclusive categories, and in case of multiple prescriptions on the index date, the
following hierarchy was used to assign category: Long Acting; Other Schedule Il Short Acting; Oxycodone Short Acting; Hydrocodone Short
Acting; Schedule II-IV and Nalbuphine; Tramadol

Source: Centers for Disease Control and Prevention

What does the evidence say about prescribing analgesics for acute pain to
opioid-naive patients?

Only prescribe an opioid if warranted. Consider use of non-opioid, non-pharmacologic
treatments. Generally, the indications for use of opioids have narrowed and are limited to:

e Moderate to severe pain following surgery or other invasive procedure
e Moderate to severe pain following an acute injury, such as a bone fracture.

Not all acute pain requires opioids. Information from a recent systematic review highlights the
management of pain for select conditions.

e Forlower back pain, and pain due to dental surgery or kidney stones, opioid therapy is
associated with decreased or similar effectiveness as an NSAID.

e Forsurgical dental pain and acute musculoskeletal pain, opioids and NSAIDs are more
effective than acetaminophen.

e For kidney stone pain, opioids are less effective than acetaminophen.

e Foracute conditions, e.g. sprains, strains and overuse injuries, topical NSAID
preparations could be trialed.

e For neuropathic pain conditions, e.g. post herpetic neuralgia, serotonin and
norepinephrine reuptake inhibitors (SNRIs) and gabapentinoids could be
considered. Use gabapentinoids with caution, though, due to contraindications,
possible adverse effects and possible misuse. A good summary of gabapentinoids is
provided by the B.C. Provincial Academic Detailing Service (see reference below).
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https://stacks.cdc.gov/view/cdc/44181
https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/provincial-academic-detailing-service/medications-neuropathic-pain-newsletter.pdf
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For acute lower back pain or postoperative pain, use of opioids increased the likelihood

of longer-term use (observational studies).

Opioids were associated with more adverse effects (e.g. nausea, dizziness, tiredness)

than NSAIDs or acetaminophen.

Non-pharmacologic therapies such as heat therapy, spinal manipulation, massage,
acupuncture, acupressure, a cervical collar, music therapy, transcutaneous electrical
nerve stimulation (TENS) and exercise may be helpful for specific acute pain conditions.

Depending on the site of the pain, regional anesthesia or peripheral nerve blocks may

be helpful for certain traumatic injuries.

Treatment
Options

Condition

Comments

Lower back pain

Opioids < NSAIDS

For lower back and postoperative pain,
use of opioids increased the likelihood of
longer-term use. Opioids are generally
not recommended.

Dental surgery
pain

Opioids and
NSAIDS >
acetaminophen

Opioids < NSAIDs

The use of opioids is not recommended
for general dental pain.

Kidney stones

Opioids < NSAIDs

Acetaminophen >
opioids

Musculoskeletal
pain (acute)

Opioids and
NSAIDS >
acetaminophen

For acute sprains, strains and overuse,
topical NSAIDS can be tried.

Opioids should only be used for moderate
to severe pain following an acute injury
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(e.g., bone fracture) when other options
are not effective or appropriate.

Opioids should generally not be used for
most MSK disorders, e.g. arthritis.

Neuropathic pain SNRIs or Use gabapentinoids with caution due to
gabapentinoids contraindications, adverse effects and
possible misuse.

If the prescribing of an opioid is appropriate:

e The higher the total opioid dose and the longer the prescription duration, the greater
the risks of misuse, overdose and long-term use.

e Risk factors for ongoing opioid use after surgery include: medical comorbidities, use of
benzodiazepines, depression/use of antidepressants, history of drug, alcohol and
tobacco use, lower socio-economic status and preoperative pain.

o Total duration of opioid prescription is the strongest predictor of misuse. When
writing a new prescription take into account previous analgesic use.

o While the risk of persistent opioid use and misuse after surgery are low, the
number of people affected is high due to the large number of surgeries
completed.

e Prescribing more opioids than necessary can result in:
o Over-consumption (with risks of very high doses and overdose).

o Unused doses which are then available for possibly inappropriate use by others
(most people save their remaining prescription drugs).

e There s little clinical evidence to support the use of one opioid over another in terms of
efficacy, tolerability or misuse potential. However:

o The use of codeine and tramadol should generally be avoided due to patient
variability in metabolism, unreliable analgesia, adverse events and drug
interactions (particularly with tramadol as it acts like a serotonin and
norepinephrine reuptake inhibitor (SNRI)).
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https://www.uptodate.com/contents/codeine-drug-information?topicRef=108806&source=see_link
https://www.uptodate.com/contents/tramadol-drug-information?topicRef=108806&source=see_link
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o Tramadol was associated with a higher risk of prolonged opioid use, compared
with other short-acting opioids (according to a US insurance database study
involving 350,000 post-surgery patients).

e Prescribing fewer opioids is not associated with requests for refills or reduced patient
satisfaction.

So if prescribing an opioid for acute pain, what should the dose be?

The dose must be modified based on patient factors. Use of an opioid should always be started
as a treatment trial with careful and gradual dose increases, based on patient response.

A short-acting opioid product should be used. Generally, it's preferable not to use a
combination product, e.g., opioid plus acetaminophen, to avoid excess doses of either the
opioid or acetaminophen.

Non-opioid drug products could be used in conjunction with the opioid analgesic with the
direction to use the opioid only when needed.

With respect to morphine equivalent calculations, its best to underestimate the opioid dose.

For post-operative care, a starting oral adult dose of five-to-10 mg of morphine or one-to-two
mg of hydromorphone may be considered.

How many days of treatment should be provided?

According to a patient education document on opioids for short-term treatment of pain,
“Opioids should be prescribed in no greater quantity than that required for the expected
duration of pain severe enough to require opioids. For most painful conditions unrelated to
major surgery or trauma, a three-day supply should suffice. A reasonable approach for pain
after surgery or trauma is to prescribe enough opioid for expected pain or until a follow-up
appointment is scheduled.” Again, a three-day prescription could be the starting point.

Anatomic location and type of surgery factor into the degree of expected postoperative pain.
In general, procedures and injuries that involve bones and joints are more painful than those
that involve soft tissue. For sever pain, e.g., compound fractures, total joint replacement,
maxillofacial and non-laparoscopic surgeries, a seven-day course of treatment may be
required.
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https://www.uptodate.com/contents/prescription-of-opioids-for-acute-pain-in-opioid-naive-patients
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For post-surgery patients prescribed an opioid, each prescription refill was associated with a 44
per cent increase in the rate of misuse, and each additional week of opioid use increased the
risk of misuse by 20 per cent.

What you can do?

Patient assessment and discussions:

O

The goal for acute pain management should not be zero pain, but rather a
tolerable level of pain that allows optimal physical and emotional function.

Consider and discuss risks and adverse effects of therapy, as well as the patient’s
unique circumstances and needs. Screen for risk factors using screening tools.

= |naddition to substance use history, contributors to risk also include:
concomitant drugs (e.g., benzodiazepines, hypnotics, muscle relaxants,
cannabis) and comorbidities (e.g., sleep apnea, renal or hepatic
dysfunction, heart disease, etc.).

Consider a multi-modal treatment plan.

Refer the patient to other healthcare providers as appropriate, e.g., psychiatry,
addiction medicine, pain specialist, etc.

Refer to references for treatment options that include non-drug therapies:

O

If prescribing acetaminophen alone or in combination with other drugs (e.g.,
oxycontin, muscle relaxants or in cold preparations), do not prescribe more than
4,000 mg/day (from all sources). Note that some medical conditions warrant a
lower total dose.

For moderate to severe pain, if an opioid is appropriate:

o

Use a low dose of a short-acting product for a short period of time, e.g. three
days to start (a longer duration may be required for patients with severe pain

Avoid prescribing long-acting opioids to opioid-naive patients with acute pain as
unintentional overdose may be more likely, and the risk of long-term use is
higher with long-acting opioids.

Carefully consider the prescribing of products containing codeine and tramadol.

Determine whether dose reductions in concurrent drug therapies are required.
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Consider prescribing a naloxone kit at the time the opioid is prescribed
(particularly if the dose is equal to or greater than 5o morphine equivalents/day).

Set up a follow-up with the patient to discuss adequacy of pain control as well as
a tapering and discontinuation plan.

Regardless of the drug prescribed:

©)

Use medications with caution, especially for patients with advanced age,
reduced renal, hepatic, cardiac function or lean body mass (i.e., increased fat
concentration), malnourishment (e.g., reduced albumin), comorbidities and
multiple medications. Consult product monographs for specific drug
information.

Counsel the patient on safe use, storage and disposal.

Use patient handouts or provide information on patient references from
reputable sites, as appropriate:

= The Institute for Safe Medication Practices Canada (ISMP) offers a one-
pager about opioid pain medicines.

* Choosing Wisely Canada has a pamphlet about opioids.

* The Centers for Disease Control and Prevention (CDC) has some great
patient-directed information on opioids and pain, along with a patient
handout.

= Those with an UpToDate subscription can access a patient education
document on opioids for short-term treatment of pain.

Monitor the patient closely for response, adverse effects, etc. and document
treatment decisions.

Coordinate care with the patient’s family members and other healthcare
providers.
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https://www.ismp-canada.org/download/OpioidStewardship/opioid-handout-bw.pdf
https://www.ismp-canada.org/download/OpioidStewardship/opioid-handout-bw.pdf
https://www.ismp-canada.org/download/OpioidStewardship/opioid-handout-bw.pdf
https://www.cdc.gov/opioids/patients/therapy-expectations.html
https://www.cdc.gov/drugoverdose/pdf/patients/Opioids-for-Acute-Pain-a.pdf
https://www.cdc.gov/drugoverdose/pdf/patients/Opioids-for-Acute-Pain-a.pdf
https://www.uptodate.com/contents/opioid-medicines-for-short-term-treatment-of-pain-the-basics?topicRef=108806&source=see_link
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Resources/References

1.

BC Guidelines.ca - Managing Patients with Pain in Primary Care - Part 2
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-
quidelines/managing-patients-with-pain-in-primary-care-part-2

BC Guidelines Medication table https://www2.gov.bc.ca/assets/gov/health/practitioner-
pro/bc-quidelines/managing pain part2 2022 appendixaonly.pdf

CDC Guidelines CDC Clinical Practice Guideline for Prescribing Opioids for Pain — United
States, 2022; https://www.cdc.gov/mmwr/volumes/7a/rr/rr7103a1.htm?s cid=rr7103a1 w

CDC Guidelines NEJM article. Prescribing Opioids for Pain — The New CDC Clinical Practice
Guideline https://www.nejm.org/doi/pdf/10.1056/NEJMp2211040

UptoDate Authors: Carlos A Pino, MD, Sarah E Wakeman, MD; www.uptodate.com © 2022
UpToDate, Inc. and/or its affiliates. All Rights Reserved.
https://www.uptodate.com/contents/prescription-of-opioids-for-acute-pain-in-opioid-
naive-patients (Note: must subscribe to access.)

Chou R, Griffin JC, Blazina I, Schwarz E, Atchison C, Mauer K. Systematic Review on
Treatments for Acute Pain: Surveillance Report 3. (Prepared by the Pacific Northwest
Evidence-based Practice Center under Contract No. 75Q80120D00005.) AHRQ Publication
No. 22-EHCo36. Rockville, MD: Agency for Healthcare Research and Quality; June 2022.
DOI: https://doi.org/10.23970/AHRQEPCSURVEILLANCE3ACUTEPAIN. Posted final reports
are located on the Effective Health Care Program search page.
https://effectivehealthcare.ahrg.gov/sites/default/files/related files/main-apps-surv-
report-3-acute-pain.pdf

B.C. Provincial Academic Detailing Service - Gabapentinoids

. TABLE. One- and 3-year probabilities of continued use, and median time to discontinuation

of opioid use, by choice of first opioid prescription. For: Characteristics of initial
prescription episodes and likelihood of long-term opioid use — United States, 2006—2015;
Published Date : March 17, 2017; Series : MMWR. Morbidity and mortality weekly report; v.
66, no. 10, p.; Source : Shah A, Hayes CJ, Martin BC. Characteristics of Initial Prescription
Episodes and Likelihood of Long-Term Opioid Use — United States, 2006—2015. MMWR
Morb Mortal Wkly Rep 2017;66(10):265-269. URL: https://stacks.cdc.gov/view/cdc/44181
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https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/managing_pain_part2_2022_appendixaonly.pdf
https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm?s_cid=rr7103a1_w
https://www.nejm.org/doi/pdf/10.1056/NEJMp2211040
https://www.uptodate.com/contents/prescription-of-opioids-for-acute-pain-in-opioid-naive-patients/contributors
https://www.uptodate.com/contents/prescription-of-opioids-for-acute-pain-in-opioid-naive-patients/contributors
https://www.uptodate.com/
https://www.uptodate.com/contents/prescription-of-opioids-for-acute-pain-in-opioid-naive-patients
https://www.uptodate.com/contents/prescription-of-opioids-for-acute-pain-in-opioid-naive-patients
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/main-apps-surv-report-3-acute-pain.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/main-apps-surv-report-3-acute-pain.pdf
https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/provincial-academic-detailing-service/medications-neuropathic-pain-newsletter.pdf
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Opioid Prescribing for Acute Pain Care for People 15 Years of Age and Older, Health
Quiality Ontario 2018; https://www.hgontario.ca/portals/o/documents/evidence/quality-
standards/qgs-opioid-acute-pain-clinician-guide-en.pdf

Centre for Disease Control: https://www.cdc.gov/drugoverdose/pdf/patients/Opioids-for-
Acute-Pain-a.pdf

UpToDate Pathways (must be a subscriber):

https://pathways.uptodate.com/pathway/120683?usage_type=panel&rank=8~150&d| nod
e=5cqodbbezdi17cao01028e44f&saRedirect=%2Fpathway%2F120683&display rank=1&rid
=63cffigcagbsccsab810adib&source=panel search result&search=opioid%20antagonist
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https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-opioid-acute-pain-clinician-guide-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-opioid-acute-pain-clinician-guide-en.pdf
https://www.cdc.gov/drugoverdose/pdf/patients/Opioids-for-Acute-Pain-a.pdf
https://www.cdc.gov/drugoverdose/pdf/patients/Opioids-for-Acute-Pain-a.pdf
https://pathways.uptodate.com/pathway/120683?usage_type=panel&rank=8%7E150&dl_node=5c90d6be7d17ca001028e44f&saRedirect=%2Fpathway%2F120683&display_rank=1&rid=63cff15ca9b4cc4ab810ad3b&source=panel_search_result&search=opioid%20antagonist
https://pathways.uptodate.com/pathway/120683?usage_type=panel&rank=8%7E150&dl_node=5c90d6be7d17ca001028e44f&saRedirect=%2Fpathway%2F120683&display_rank=1&rid=63cff15ca9b4cc4ab810ad3b&source=panel_search_result&search=opioid%20antagonist
https://pathways.uptodate.com/pathway/120683?usage_type=panel&rank=8%7E150&dl_node=5c90d6be7d17ca001028e44f&saRedirect=%2Fpathway%2F120683&display_rank=1&rid=63cff15ca9b4cc4ab810ad3b&source=panel_search_result&search=opioid%20antagonist

