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A case
40 year old woman with opioid use disorder on 
buprenorphine, 24 mg/day

Oral surgery

Surgeon supplies her 10 5-mg oxycodone 
tablets post-op

Calls my office the day after surgery, severe 
pain, three oxycodone at a time minimal effect

Taking ibuprofen and naproxyn



Learning objectives
Name three differences between acute and chronic pain

State two non-opioid treatments for acute and chronic pain

Dose opioids for acute pain in patients who are opioid tolerant

Manage acute pain in patients who are prescribed buprenorphine or methadone for OUD
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Chronic pain
More than three months duration

Often no (remaining) tissue injury

Abnormal pain processing

Correlated with psychiatric diagnoses, low 
socioeconomic status, unemployment



Opioid therapy in chronic pain

20% of US population has chronic pain

Long term opioid therapy (LTOT)
◦ Mixed evidence for short term benefits

◦ Use of opioids for chronic pain is decreasing
◦ Peaked 2010-2012

◦ 2014:  12.9% of US adults had an opioid prescription → 10.3% in 2016

◦ Five or more prescriptions in moderate to severe pain: 32.8* →25.5%*

*Olfson et al, 2020



Why is pain management challenging in 
patients on LTOT?
Opioid tolerance

Hyperalgesia

Easy to inadvertently escalate opioids, hard to taper

Psychiatric comorbidities (depression, anxiety, PTSD)

Patients feel stigmatized



Case
Theresa is a 60 year old woman with severe osteoarthritis.  She is coming to see you a new 
primary care patient. Her prior PCP, who retired, was prescribing her six hydrocodone per day for 
the past ten years.  She tells you her pain is still “terrible” on this regimen. What do you do?



CDC Guidelines (2016)
Prioritize non-opioid treatments

Use caution when starting or continuing opioids
◦ Discuss risks and benefits
◦ Assess risks factors
◦ Monitor more closely when at 50 oral morphine equivalents/day
◦ Avoid doses above 90 oral morphine equivalents per day 

Do:  Prescribe naloxone

Don’t (if you can avoid it): Co-prescribe benzodiazepines

Do: refer patients with opioid use disorder to treatment with buprenorphine or methadone

Dowell D, Haegerich TM, Chou R. CDC guideline for prescribing opioids for chronic pain—United States, 2016. Jama. 2016 Apr 19;315(15):1624-45.



Principles of chronic pain management
Empathize

Manage expectations

Focus on function

Maximize non-opioid and nonpharmacologic therapies

Be very judicious about opioid increases

Use shared decision-making regarding opioid tapers



60 year old woman with OA on 
hydrocodone
Empathize

“Chronic pain is one of the hardest diseases to live with”

“I know your pain is real”

Manage expectations
“I wish I could make this pain totally go away”

Focus on function
“What things are you able to do even with the pain?”



60 year old woman with OA on 
hydrocodone
Maximize nonopiod and nonpharmacologic therapies

◦ Acetaminophen, NSAIDs, treatment of depression and other mental health conditions

Be judicious about opioid increases
◦ Careful history about whether dose increases have helped

◦ Set criteria for what success would be

Shared decision making regarding tapers
◦ You do not have to taper patients who are doing well

◦ Evaluate holistically in terms of:
◦ Function

◦ Adverse events (running out early, other substance use, overdoses etc)



Patient who take medications for opioid 
use disorder (MOUD)
Significant overlap with chronic pain

◦ Pain often contributes to initiation of use

◦ Majority of patients with OUD have chronic pain
◦ 64% in one analysis*

Medications for opioid use disorder 
◦ Methadone

◦ Buprenorphine

*Hser et al 2017 



Methadone

Full agonist of mu opioid receptors

Dosed once daily at designated opioid treatment programs (i.e., methadone clinics)

Treating withdrawal and cravings

Effective dose typically 80 – 120 mg/daily

Methadone clinics cannot dose methadone “for pain”



Buprenorphine
High dose sublingual buprenorphine (“Suboxone”) for OUD

Partial agonist at opioid receptor

Can be prescribed by any physician, NP, or PA with X waiver



Low dose buprenorphine formulations  
approved for pain

Transdermal buprenorphine 
(“Butrans”)

Buccal buprenorphine (“Belbuca”)

Do not require an X waiver to 
prescribe



Chronic pain in patients on MOUD
Addition of opioid therapy generally not an option

◦ Some buprenorphine prescribers will increase dose for chronic pain

Maximize nonpharmacologic and nonopioid treatments

Supportive counseling focusing on function, motivational interviewing



What is acute pain?
Identifiable tissue injury

◦ Trauma

◦ Surgery

Short term (<3 months)

Decreases as injury heals

Opioid-responsive



Acute pain: maximize non-opioid treatments

Specialist interventions
◦ Nerve blocks

◦ Low-dose ketamine

Non-specialist treatments
◦ Acetaminophen

◦ NSAIDs

◦ Gabapentin



Non-opioid treatments are effective for 
mild- moderate acute pain

NSAIDs equivalent to opioids in musculoskeletal pain*

One study compared an NSAID, acetaminophen, and opioid – all equivalent**

Possible synergistic effects if also using opioids

Schedule rather than prn

*Ridderikhof ML, Lirk P, Goddijn H, et al. acetaminophen or nonsteroidal anti-inflammatory drugs in acute musculoskeletal 
trauma: a Multicenter, Double-Blind, Randomized, Clinical Trial. Ann Emerg Med. 2018 Mar;71(3):357–68.e8.

**Friedman BW, Dym AA, Davitt M, et al. Naproxen with cyclobenzaprine, oxycodone/ acetaminophen,or placebo for treating 
acute low back pain: a Randomized Clinical Trial. Jama. 2015 Oct 20;314(15):1572–1580.



Gabapentin
GABA analogue

Ligand of α2δ calcium channel subunit

Approved for focal seizures

Some evidence for short course of gabapentin 

pre- or post operatively to decrease opioid 

requirements

Main side effect:  dizziness



Patients with severe acute pain will 
typically require opioids
These patients are TOLERANT

May require  MUCH higher doses
◦ Nearly 8 times as much after TKA in one study*

◦ Continue current long-acting opioid dose (if on one)

Start with double the dose for an opioid-naïve patient, and increase
◦ Oxycodone 5 → 10 mg

◦ IV hydromorphone 0.5 mg →1 mg

*Hansen et al 2016



Avoid escalating opioids long term
Can be challenging

Set expectation for duration of increased opioid doses

Use non-opioid treatment



Example
Ms. M is a 70 year old woman with advanced rheumatoid arthritis.  She is on a fentanyl 25 
mcg/hour patch, and gets oxycodone, two 5 mg tabs/day.  Falls and fractures her wrist, managed 
nonoperatively.  She calls you the next day, in severe pain.  You:

◦ Maintain the same dose fentanyl patch

◦ Add acetaminophen 1000 mg tid scheduled

◦ Add scheduled NSAID (if no contraindication)

◦ Allow her to take up to two oxycodone q 4 hours prn for a period of three days



Acute pain in patients on buprenorphine 
and methadone
Buprenorphine

◦ Partial agonist – provides some analgesia

◦ Growing evidence that it does NOT block other opioids from acting*

◦ Typically we add as needed opioids (opioid tolerant doses)

◦ Can require paperwork if writing outpatient prescriptions

Methadone
◦ Do not change methadone dosing 

◦ Add prn opioids

◦ Communicate with methadone clinic

*Buresh M, Ratner J, Zgierska A, Gordin V, Alvanzo A. Treating perioperative and acute pain in patients on 
buprenorphine: narrative literature review and practice recommendations. Journal of general internal medicine. 

2020 Dec;35(12):3635-43.



Return to case
40 year old woman with opioid use disorder on buprenorphine, 24 mg/day

Oral surgery

Surgeon supplies her 10 5-mg oxycodone tablets post-op

Calls my office the day after surgery, severe pain, three oxycodone at a time minimal effect

Taking ibuprofen and naprosyn



Recommendations
Continue buprenorphine at same dose

Increase prn oxycodone to 20- 25 mg 
◦ 60 5 mg tabs sent

◦ Required additional 30 tabs in three days

Add ibuprofen 800 mg TID (avoid other NSAIDs)

Acetaminophen 1000 mg tid



Conclusions
Be aware of stigma and eradicate it

Differentiate acute and chronic pain

Maximize non-opioid treatments

Understand opioid tolerance and dose opioids appropriately for acute pain
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