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1. Chronic Pain  

 A few thoughts 

 Not all patients with physiological dependence (tolerance, withdrawal, cravings) 

meet the criteria for Opioid Use Disorder (misuse, diversion, persistent use and 

escalating negative consequences). 

 Many patients continue to take prescribed opioids for pain in full compliance for 

years. These patients will also experience tolerance, withdrawal and cravings.  

 A chronic pain patient who occasionally self-escalates, runs out early in an 

episode of increased pain after years of compliance does not automatically meet 

the OUD criteria, even if the MD decides to taper the patient off of prescribed 

opioids. 

 It is often difficult after years of long-term opioid therapy to have clear baseline 

of pain. The pain + dependence with breakthrough, low-grade opioid withdrawal 

muddies the pain picture. 

 When assessing patients on long-term opioid therapy: 

 Obtain CURES report (PDMP) 

 Routine UDS for possible SUD 

 Any hx of methamphetamines 

 Benzodiazepines often show up as part of the long-term opioid 

therapy  

 Discuss possible increased alcohol use to manage pain. 

 Educate about Opioid-Induced Hyperalgesia 
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Helping these patients get to safer prescribed medications or improving pain 

management will take time – possibly weekly nurse case management visits 

initially. 

 

 

2. New CDC Guidelines 

 

https://www.cdc.gov/drugoverdose/pdf/guidelines_at-a-glance-a.pdf 

 Opioids are no longer the first line of care for non-malignant pain. 

 Start low, go slow. 

 Best to use opioids for briefest possible length of time. Frequent assessment. Be 

cautious with MME (morphine milligram equivalent of 50 mg/d and no higher 

than 90 mg/ d). 

 

 

 

3. Safe Prescribing 

Often the biggest challenges in a primary care clinic are the many patients who 

have been prescribed opioids for chronic pain.  

 More than 20 years of continuous opioid therapy not unusual 

 Often unsafe dosing of multiple opioids (long and short-acting) 

plus Soma, muscle relaxants, and benzodiazepines 

 Changing course for these patients requires education, 

assessment and planning. 

 These patients are often fearful and angry – need support and 

respectful partnering for effective, safe and comfortable tapering. 

 Be prepared to Rx for 7 days when patient is on a scheduled taper 

– for better management of taper and more support. 

 

4. Behavioral Health and chronic pain 

 Often underlying or poorly treated anxiety or depression 

 Assess for hx of childhood and adult trauma 

 While tapering opioids and other controlled prescribed 

medications, refer to BH for updating assessment 

 

5. Inadequate Pain Management 

 Patients who have been tapered slowly down to safe opioid prescriptions 

will have poorly managed pain. 
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 Poorly managed pain can increase alcohol use, increase depression, 

decrease function and quality of life. 

 These patients might be afraid of being discontinued entirely off opioids 

so do not discuss their pain, their alcohol use, their depression honestly 

with their provider. 

 These patients are often stigmatized as “drug-seeking” or defensively 

refer to themselves as “not drug addicts”. 

 These patients often feel stuck taking opioids because they do not want 

to have to endure withdrawal or to live without any opioids – no matter 

how inadequate. 

 

 

 

 

 

 

6. Buprenorphine for Pain Management 

 Suboxone is for treating OUD only.  

Prescribe buprenorphine only for pain management. 

 Buprenorphine can be an excellent pain management option for patients 

with poorly managed pain. 

 Must be referred by their PCP. 

 Schedule appointment for pain assessment, substance use, if any, current 

behavioral health and education about buprenorphine for pain. 

o If a substance use problem such as alcohol use disorder or 

methamphetamine use or benzodiazepine use disorder – offer 

detox and treatment before initiating buprenorphine. 

 Develop plan of care with PCP, including induction and follow-up care. 

 This should not be urgent care, PCP must maintain patient on opioids 

until induction. 

 Most chronic pain patients can tolerate a home-induction with a good 

plan and ongoing RN monitoring and support. 

 Pain patients will require lower dose of buprenorphine and if their MED is 

less than 80 mg/d, might consider starting with BuTrans patches.  

 There tends to be a higher sensitivity to side effects with pain 

management patients and okay to start low with BuTrans and titrate 

dose as side effects clear. 
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 Finding ideal pain management dose can take 2 weeks of close 

monitoring and dose changing. 

 

 

 

7. Opioid Induced Hyperalgesia (OIH) 

 Once called ‘rebound pain’, this phenomenon comes with heavy use of 

opioids for long periods of time. 

 Increased sensitivity to pain. Lower pain threshold. 

 The patient may find they need more opioids and are getting decreased 

pain relief. 

 The medication has become a part of the pain problem. 

 Buprenorphine shows promise in studies of having anti-hyperalgesic 

properties.  

 Anecdotally, after starting buprenorphine, OIH tends to clear up over a 

period of 6 months. The chronic pain patient may find the pain flares less 

and even stabilizes at a much lower measure on the pain scale.  

 With cravings well managed, the patient no longer ‘needs’ the pain to 

obtain opioids. 

 Chronic pain patients with opioid dependence often report increased 

quality of life and improved over- all wellness.  

 

8. Care Needs for Patients with long-term opioid therapy for chronic pain 

 Nurse Case Management 

 Behavioral Health 

 Pain Support groups 

 PACE for Pain: 

https://www.paceforpain.org/ 


