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Definitions

Opioid Dependence

ICD 10 

‘cluster of physiological, behavioural and cognitive 
phenomena’

Compulsion to take opioids

Difficulty in controlling opioid taking behaviour

Physiological withdrawal state if stopped

Tolerance

Neglect of interests

Persistent use despite harm





Issues with definition

‘Ill suited to issues related to opioid prescription 

medicine use’



Definition in context of taking 

opioids for pain

Compulsion/desire to take opioids

Unsanctioned dose escalation

Use for non-therapeutic purposes

Associated behaviour

Altering prescriptions

Drug from other sources



Chronic/persistent pain

Pain that persists past normal healing time

Persistent or recurrent pain lasting longer than 3 

months

Chronic primary pain

Chronic cancer pain 

Cancer-related or cancer-treatment related

Chronic postsurgical and posttraumatic pain

Chronic neuropathic pain

Chronic headache and orofacial pain

Chronic visceral pain  

Chronic musculoskeletal pain



Opioid Replacement 

Therapy ORT
Treatment programme for people with opioid 

dependency

Uses substitute opioid medications to support 

treatment

Methadone

Buprenorphine



Opioid dependence Chronic/ persistent pain 

Acute pain

Cancer pain



Prevalence of 
substance dependence 
in England





Other drug use in opioid treatment







Prescription opioid 

dependence
2% of clients reporting for opioid treatment 



Trends in opioid 

prescribing in UK



Opioid prescribing in General 

Practice





Opioid dependence in Chronic 

Pain Populations

Multiple studies

Difficult to interpret

Different populations/ criteria

Marschall et al-<1%

Campbell et al-2%

Smaller cohorts-up to 20%



Prevalence of opioid 

dependence in palliative care 

populations
Between ages 45-50

Approx. 5 million people

0.4% in opioid treatment programme

0.2% die



Prevalence of opioid 

dependence in palliative care 

populations
Schug et al 

Prospective data on 550 advanced cancer 

patients with pain and receiving opioids

1 fulfilled criteria for dependence

4 stopped opioids during study period

Macaluso et al

8/468 cancer inpatients PMH IV drug abuse

6/100 outpatient misuse/ abuse



Passik et al 

52 oncology inpatients

Drug taking behaviours and attitudes questionnaire

2 cancer patients had purchased an opioid without 

prescription

30% cancer patients would consider purchasing illicit drugs 

if pain was severe

6% currently using marijuana

More than 2/3 of cancer patients thought their peers were 

addicted to drugs 



Assessment



Assessing patient for 

addiction
Assessment 

Screening tools-opioid risk tool

Screening questions



Assessing patient 

History from other 

sources

Clinical examination

If unsure-monitor

Prescription refills

Multiple prescribers

Behaviour



Management



Pain management in patient 

on ORT



Opioid replacement 

therapy (ORT)
Methadone or Buprenorphine

Long acting opioids

Prevents or reverses withdrawal symptoms

Block euphoric effects of heroin/opioids 

Reduces illicit opioid use

Retains people in treatment programmes

Reduces criminal activity/ mortality/ morbidity

Does not reduce other drug use

Studies generally exclude people with mental health 

disorders



Opioid replacement 

therapy (ORT)
Initiation different. Patient must be in withdrawal 
before giving first dose

Methadone

Oral liquid 1mg/ml 

Start low and titrate up slowly

Starting dose 10-30 mg

Optimal dose 60-120mg

Supervised administration 

Low doses can prevent withdrawal symptoms but 
higher doses needed to prevent additional drug 
use



Opioid replacement 

therapy
Buprenorphine (Subutex or Suboxone)

Sublingual tablets-0.4/2/8 mg 

Need to wait until withdrawing from opioids to 

start

Starting dose 4mg

Can titrate rapidly-safer than methadone

Need minimum 12mg to stop illicit opioid use

Usual dose 12-32mg 



Pain in patients on ORT

Lower pain threshold

Experimental pain models

Clinical data

Tolerance/ cross-tolerance

Doverty et al

Morphine infusion- people on methadone 

maintenance therapy and matched controls



Managing pain in patient 

on ORT
Always confirm daily maintenance dose of 

Methadone or Buprenorphine with treatment 

programme

If not possible prescribe small dose (less than 

quarter of reported dose)

Can repeat this dose at 6 hourly intervals if signs 

of withdrawal until confirm information



Managing pain in patient on 

ORT

Acute pain

Methadone-keep dose same

Different medication for acute pain

Tapering of pain medication as pain resolves

Buprenorphine

Either keep dose same and see above or

Discontinue a few days before and switch to 

methadone. Need to re-titrate as no dose 

equivalence



Managing pain in patient 

on ORT
Cancer pain- life-limiting illness

Need admission if severe pain needing opioid

1. Continue ORT at same dose and titrate on 
different opioid

May need to switch Buprenorphine to Methadone

2. Discontinue ORT and titrate on opioid to treat 
pain and cover withdrawal symptoms

3. Increase dose and frequency of ORT opioid 

Methadone

4. Increase ORT and titrate on other opioid



Managing pain in patient 

on ORT
Prognosis/ performance status

Dose/type/longevity of ORT

Patient preference

Risk of ongoing addictive behaviour

Prescribers

Efficacy



Managing pain in patient 

on ORT
Discharge

Performance status

Risk assessment

Diversion/ overdose

Methadone/ Buprenorphine administration

Consider daily ‘pick up’ of painkillers

? Patches

Co-ordination with drug dependence team

Contracts/ urine testing



Managing pain in patient 

on ORT
If pain severe and titrating other opioids ineffective 
consider (Manfredi et al):

Increasing Methadone and change dosing interval

43 year old man SCC larynx

Methadone 60mg/ day

Hydromorphone IV 40mg/hr- pain uncontrolled

Switched and titrated on methadone-250mg every 4 hours!

55 year old man bone pain secondary metastases

Methadone 100mg/day

Morphine added and titrated to 120mg in 24 hours

Methadone changed to 35mg QDS

Methadone titrated up to 100mg QDS, morphine down-titrated 
and stopped

No analogous data for Buprenorphine



Managing pain in patient 

on ORT
If unable to swallow

On methadone maintenance only either:

Give methadone s/c once daily (half oral dose)

Stop methadone and start other opioid in CSCI to 
prevent withdrawal symptoms

Put methadone in CSCI

On methadone maintenance and other opioid

Keep separate (once daily s/c methadone and CSCI 
opioid/patch)

CSCI of methadone and titrate for pain 

CSCI of other opioid and titrate to ensure no 
withdrawal



Managing pain in patient 

on ORT
Unable to swallow

Buprenorphine maintenance +/- opioid

Long half life (assess if need replacement)

Stop buprenorphine and use other opioid in CSCI

Buprenorphine in CSCI ???



With cancer patients living longer (including 

those who will eventually succumb to the 

disease), some will have pain from stable 

disease for years while others will have 

iatrogenic pain syndromes well into 

survivorship. The need to screen for addiction 

risk and then individualize opioid therapy in a 

fashion commensurate with that risk has never 

been greater……..

Gone are the days of ‘‘one size fits all’’ 

cancer pain management. The use of an 

essentially self-titration model (liberal access, 

month supply per prescription, minimal 

monitoring, take as much as you need) 

across the board for all patients is not 

appropriate. 


