
Opioid Use in
Chronic Pain:

Building Regimens
Online module developed by: Emily K. Flores, PharmD, BCPS



This online module was designed as part of a Health
Resources & Services Administration (HRSA) grant by faculty
at ETSU Health to assist primary care providers with opioid
use in chronic pain. It discusses reasonable use of opioids,
concomitant nonpharmacologic and pharmacologic therapies,
selection and dosing of initial opioid, and overall regimen
design. Thank you for taking your time to complete this
training and we hope it will benefit your patient care.

2



Self-assessment pre-test
•When is chronic opioid use reasonable?
•Which opioids are safest in renal decline?
•What type of opioid should be used as a regimen
backbone?
•What ongoing assessments should be done once an
opioid is prescribed?
•How much do you dose reduce when converting opioids?
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Objectives
After reviewing these materials, learners will be able to:

•Determine if chronic opioid use is reasonable
•Select initial opioid based on patient specific factors
•Design a chronic opioid regimen including backbone,
breakthrough, adjuncts, and ongoing assessments
•Utilize opioid conversions when needed q Reasonable use

q Initial opioid
q Regimen
q Conversions



Chronic pain is pain lasting
> 3 months or past the time
of normal tissue healing.

q Reasonable use
q Initial opioid
q Regimen
q Conversions



Active cancer, palliative care,
or end-of-life pain

management differs from
other chronic pain
management.
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Chronic pain
•Over 30% of US population has persistent or chronic pain
•Common causes
• Spinal pain
• Headache
• Rheumatic conditions
• Ischemic pain syndromes
• Visceral pain syndromes
• Neuropathic pain syndromes
• Fibromyalgia

> 11.5 million Americans
reported misusing opioids
in 2016

https://www.cdc.gov/drugoverdose/prescribing/guideline.html 7
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Assessment
• Patient report
•History and Physical
• History of the pain and any preceding events
• Thorough physical exam with attention to areas of pain
• Evaluate patient’s functional status
• Evaluate patient’s emotional response to pain
• Evaluate for comorbid psychiatric disorders, including depression, anxiety disorder, and
personality disorders
• Patients with impaired cognitive function pre-operatively are at greater risk of chronic
pain post-operatively
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Chronic pain is managed with
many modalities
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Nonpharmacologic and non-
opioid modalities should be
utilized before and during
opioid use … an opioid trial
is a last resort (low evidence)
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Nonpharmacologic
•Mind-body therapies
•Exercise/activity
•Acupuncture
•Low-level laser therapy
•Spinal manipulation therapy
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Acetaminophen NSAIDs Topicals

Antidepressants Antiepileptic
agents Cannabinoids

Opioids
Nonpharmacologic
interventions and
nonopioid medications are
preferred for chronic pain

Nonpharmacologic
interventions and
nonopioid medications are
continued throughout care
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Reasonable use
•Common in cancer pain, palliative care, and end-of-life care
•Opioid trial
•Patient expectations and must be continually addressed with the
goals of optimal functionality and quality of life
•Consider risk of harm or misuse

•Checklist for prescribing opioids for chronic pain
•Utilize Prescription Drug Monitoring Program (PDMP)
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Risk for misuse increases if …

•History of substance use disorder
•Younger age
•Major depression
•Psychotropic medications
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CDC Opioid Guideline Mobile App
https://www.cdc.gov/drugoverdose/pdf/App_Opioid_Prescribing_Guideline-a.pdf

Free download for Android and iOs devices
https://www.cdc.gov/drugoverdose/prescribing/app.html
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When is it reasonable
to use an opioid trial
in chronic non-cancer
pain?

Answer:
If additional pain control is
needed after initial
nonpharmacologic
interventions and nonopioid
medications in patients
without contraindications
and if potential benefit >
risk

16



Initial opioid selection is
based on patient specific
factors including allergies,
organ function, age, and

comorbidities … ü Reasonable use
q Initial opioid
q Regimen
q Conversions



… and is NOT fentanyl or
methadone.
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Codeine à Morphine

Hydrocodone à Hydromorphone

Oxycodone à Oxymorphone
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Allergies
•Adverse reaction: nausea, vomiting, constipation, drowsiness,
delirium, physical dependence, mild itching, QT prolongation,
respiratory distress, urinary retention
•Pseudo-allergy: headache, hives, redness, mild itching,
sweating, flushing, mild hypotension, tachycardia, sneezing
•True allergy: difficulty swallowing, headache,
angioedemia/swelling of lips, tongue, face, or mouth,
cutaneous reactions (other than hives, e.g. maculopapular
rash), severe hypotension, shock, difficulty breathing
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Cross reactivity

Phenanthrenes

• Codeine*
• Morphine*
• Hydrocodone
• Hydromorphone
• Oxycodone
• Oxymorphone
• Buprenorphine

Benzomorphans

• Pentazocine (with
naloxone)

Phenylpiperidines

• Fentanyl
• Meperidine

Diphenylheptanes

• Methadone

Phenylpropyl
amines

• Tramadol
• Tapentadol

https://www.painphysicianjournal.com/current/pdf?article=OTg3&journal=42

*with a 6-hydroxyl group
à higher incidence of
nausea and hallucinations
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Organ function
Renal concerns
• Lower initial dose, careful titration
• Metabolites/accumulation risk
• Avoid meperidine
• Avoid morphine in dialysis (variable
removal), adjust dose otherwise
• Buprenorphine, fentanyl,
hydromorphone, and methadone (adjust
if CrCl < 10 mL/min) least impacted

Hepatic concerns
• Concern based on level of impairment
• Avoid meperidine
• Lower initial dose and/or extended
interval with all except fentanyl
• Fentanyl least impacted

If impairment in both, use additional
caution; fentanyl is okay in both
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Non-opioid organ concerns
Acetaminophen
•Renal: adjust dosing interval to Q6-
8 hours
•Hepatic
• Reduced dosing is generally a safe
option
• 2 grams/day maximum

• Combined: likely safe at reduced
total daily dose

NSAIDs
•Renal: adjust dose and use caution
•Hepatic
• Increased bleeding risk
• Avoid in cirrhosis to avert renal
failure

• Combined: avoid

23



Pediatric considerations
Codeine
• CONTRAINDICATED under 12 years
• Warning against use in age 12-18 if
obese, OSA, or severe lung disease due
to risk of serious breathing problems
• Warning that not recommended in
breast feeding due to infant risk
(excessive sleepiness, difficulty
breastfeeding, or serious breathing
problems)

Tramadol
• CONTRAINDICATED under 12 years
• CONTRAINDICATED under 18 years for
pain after tonsil and/or adenoid surgery
• Warning against use in age 12-18 if
obese, OSA, or severe lung disease
• Warning that not recommended in breast
feeding due to infant risk

https://www.fda.gov/drugs/drug-safety-and-availability/fda-drug-safety-communication-fda-restricts-use-prescription-codeine-pain-
and-cough-medicines-and 24
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Geriatric considerations
•Opioids increase sedation and fall risk in older patients
• Increased fracture risk?
• Increased cardiovascular event risk?

•Uncontrolled pain limits mobility and increases depression
•Reduce initial dose and titrate slowly
•Monitor organ function and comorbid disease states
•Utilize nonpharmacologic and non-opioid adjuncts to minimize opioid
requirements
•Acetaminophen and NSAID limits
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Comorbidities
Disease states
•Age / Renal / Hepatic
•Respiratory / Sleep apnea
•Neuropathic
• Cardiovascular
•Depression / Mental health
•Alcohol / Substance abuse
• Pregnancy

Medications
•CNS depressants
• Benzodiazepines
• Skeletal muscle relaxants
•Alcohol

•Adjuncts
•Substances of abuse
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Opioid naïve starting dose
Dose Interval

Morphine 5-10mg (initial daily dose < 50mg/day) Q4H

Hydrocodone 2.5-5mg (with acetaminophen) Q4-6H

Hydromorphone 1-2mg Q4-6H

Oxycodone 2.5-5mg Q4-6H

Oxymorphone 5-10mg Q4-6H

Buprenorphine 75mcg Q12-24H

Tramadol 25-50mg Q6H

Tapentadol 50mg Q12H

U
se

im
m
ed
ia
te
re
le
as
e Practical Pain

Management
Opioid Naïve
Dosing
Calculator

https://opioi
dcalculator.pr
acticalpainma
nagement.co
m/
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If a patient has a true
allergy to morphine,
which opioid would
likely have the least
cross reactivity?

1. Buprenorphine
2. Hydromorphone
3. Oxycodone
4. Pentazocine
5. Tramadol
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Which opioid(s) is
least impacted in renal
decline?

1. Buprenorphine
2. Fentanyl
3. Hydromorphone
4.Morphine
5. Oxycodone
6. Tramadol
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Which opioid(s)
should not be used in
a 10-year-old child
after tonsillectomy?

1. Codeine
2. Hydrocodone
3.Morphine
4. Tramadol
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Regimen

Adjuncts

Laxative

Backbone

Break-
through

ü Reasonable use
ü Initial opioid
q Regimen
q Conversions

+ Ongoing assessments

Continue
nonpharmacologic
interventions



https://www.coreimpodcast.com/2
019/03/13/5-pearls-on-pain-
management/ 32
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Adjuncts

Topicals Acetaminophen NSAIDs

Antidepressants Antiepileptic
agents Cannabinoids
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Laxative

• 10mg po BIDBisacodyl

• 2 tabs po BIDSennokot
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Backbone
•Establish opioid requirements using immediate release forms
•Start low and go slow à Follow-up within 1-4 weeks
•Only continue if clinically meaningful improvement in pain
and function that outweighs patient safety risks
•Only convert to ER/LA if severe, continuous pain requiring
around the clock immediate release opioids daily; reduce dose
•Continue adjuncts and nonpharmacologic approaches
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Breakthrough
•Use immediate release PRN as backbone and
monitor dosing requirements to consider next steps
in regimen
•Ask about breakthrough pain during ongoing
assessments à plan PRN dosing
•Avoid combining ER/LA and immediate-release in
chronic non-cancer pain
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Ongoing assessments
•Calculate daily Morphine Milligram Equivalent (MME)
•Check the Prescription Drug Monitoring Program (PDMP)
•Utilize urine drug screening
•Evaluate for safety and efficacy
•Use lowest effective dose
•Consider overdose risk à provide naloxone
•Significant conversation about risks/benefits of continuing opioids
every 3 months
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Calculate MME

https://www.cdc.gov/drugoverdose/pdf/calculating_total_daily_dose-a.pdf 38
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•At initiation &
regularly
•Review
medications,
quantities, dates,
prescribers,
pharmacies

Check the PDMP
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Overdose risk increases if …
•History of overdose
•> 50 MME/day
•Concurrent benzodiazepine use
•Multiple prescribers

Naloxone!
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Arrange for medication-
assisted treatment (MAT) in
combination with behavioral

therapies if opioid use
disorder presents.
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Polypharmacy concerns with opioids
must be recognized.

Avoiding other drugs of abuse and
CNS depressants is recommended.

Monitoring adherence on all
regimen components and comorbid

treatments is important.
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What are the
components to include
when building an
opioid regimen in
chronic non-cancer
pain?

Answer:
Nonpharmacologics
Adjunct(s)
Laxative
Backbone opioid of
immediate release
formulation
Ongoing assessments
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What should be
prescribers check
with every initial
opioid prescription
and at least every 3
months with ongoing
treatment?

1. Morphine Milligram
Equivalent (MME)

2. Prescription Drug
Monitoring Program
(PDMP)

3. Urine Drug Screen
(UDS)
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Establish opioid
requirements using
_________________ release
formulations.

Answer:
Establish opioid
requirements using
immediate release
formulations.
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Opioid dose conversion
If needing to switch due to patient safety or efficacy:
1. Add up total daily dose of current opioid
2. If IV convert to PO within the same opioid
3. Decrease the oral daily dose by 25-50%
4. Convert between oral formulations of the two

opioids
5. Design new regimen using available strengths and

recommended intervals
ü Reasonable use
ü Initial opioid
ü Regimen
q Conversions

Practical Pain
Management Opioid
Conversion Calculator

https://opioidcalculat
or.practicalpainmanag
ement.com/

https://opioidcalculator.practicalpainmanagement.com/


•Hydrocodone 7.5/325mg 2 tabs TID (45mg/day)

•Remove acetaminophen (1,950mg/day)
•Hydromorphone 2mg, 4mg, 8mg IM tablets

•30% reduction à 7.9mg Hydromorphone

•Hydromorphone 2mg po Q6H
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Additional caution is warranted
with conversion to/from Fentanyl or
Methadone and among Fentanyl

dosage forms.
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Opioid dosing tips
•Reduce maintenance dose by ~ 25% when switching to
sustained-release agent due to improved
pharmacodynamics/physiology•Reduce opioid dose 25-50% when switching between
opioids due to incomplete cross tolerance and
interpatient variability•More if controlled pain or sedation, less if uncontrolled pain•Then use equianalgesic dose based on morphine equivalents•Combination analgesics may not be feasible in severe
pain due to dosing restrictions on non-opioid
component ü Reasonable use

ü Initial opioid
ü Regimen
ü Conversions



Mark (58 yo male) has

chronic back pain and is on

opioid therapy. How would

you convert Morphine 10mg

po Q4H PRN (taking 4 doses

daily) to Oxycodone (due to

nausea)?

Answer:

40mg morphine à 20mg

oxycodone

(25% reduction)

5mg, 10mg, 15mg, 20mg,

30mg IM tablets

Oxycodone 5mg Q6H PRN

Practical Pain Management Opioid

Conversion Calculator

https://opioidcalculator.practicalpainma

nagement.com/
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Self-assessment post-test
•When is chronic opioid use reasonable?
•Which opioids are safest in renal decline?
•What type of opioid should be used as a regimen
backbone?
•What ongoing assessments should be done once an
opioid is prescribed?
•How much do you dose reduce when converting opioids?
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Objectives
After reviewing these materials, learners will be able to:

•Determine if chronic opioid use is reasonable
•Select initial opioid based on patient specific factors
•Design a chronic opioid regimen including backbone,
breakthrough, adjuncts, and ongoing assessments
•Utilize opioid conversions when needed ü Reasonable use

ü Initial opioid
ü Regimen
ü Conversions



Questions or feedback?
florese@etsu.edu
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Additional Resources
• CDC Guideline for Prescribing Opioids for Chronic Pain resource page:
https://www.cdc.gov/drugoverdose/prescribing/guideline.html
• Tennessee Medical Association Opioid Resource Center:
https://www.tnmed.org/opioids
•Opioid Tapering online module:
https://sites.google.com/view/opioidtapering/taper-approach
• Benzodiazepine Tapering online module:
https://sites.google.com/view/benzodiazepinetapering/benzodiazepine-
tapering
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