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Clinical Review

Abstract
Objective  To provide family physicians with a practical clinical summary of opioid prescribing for specific 
populations based on recommendations from the Canadian Guideline for Safe and Effective Use of Opioids for 
Chronic Non-Cancer Pain.
Quality of evidence Researchers for the guideline conducted a systematic review of the literature, focusing on 
reviews of the effectiveness and safety of opioids in specific populations.
Main message Family physicians can minimize the risks of overdose, sedation, misuse, and addiction through 
the use of strategies tailored to the age and health status of patients. For patients at high risk of addiction, opioids 
should be reserved for well-defined nociceptive or neuropathic pain conditions that have not responded to first-line 
treatments. Opioids should be titrated slowly, with frequent dispensing and close monitoring for signs of misuse. 
Suspected opioid addiction is managed with structured opioid therapy, methadone or buprenorphine treatment, or 
abstinence-based treatment. Patients with mood and anxiety disorders tend to have a blunted analgesic response 
to opioids, are at higher risk of misuse, and are often taking sedating drugs that interact adversely with opioids. 
Precautions similar to those for other high-risk patients should be employed. The opioid should be tapered if 
the patient’s pain remains severe despite an adequate trial of opioid therapy. In the elderly, sedation, falls, and 
overdose can be minimized through lower initial doses, slower titration, benzodiazepine tapering, and careful 
patient education. For pregnant women taking daily opioid therapy, the opioids should be slowly tapered and 
discontinued. If this is not possible, they should be tapered to the lowest effective dose. Opioid-dependent pregnant 
women should receive methadone treatment. Adolescents are at high risk of opioid overdose, misuse, and addiction. 
Patients with adolescents living at home should store their opioid medication safely. Adolescents rarely require 
long-term opioid therapy.
Conclusion  Family physicians must take into consideration the patient’s 
age, psychiatric status, level of risk of addiction, and other factors when 
prescribing opioids for chronic pain.

Prescription opioid addiction and overdose deaths have increased dra-
matically in North America in the past 10 years, and physicians’ pre-
scriptions are an important source of opioids for patients suffering these 

harms. Of 1095 people who died of opioid-related overdose in Ontario, 56% 
had been given opioid prescriptions in the 4 weeks before death.1 In a study 
of opioid-dependent patients admitted to a medical detoxification facility in 
Toronto, Ont, 37% received their opioids from doctors’ prescriptions, 26% 
from both a prescription and the street, and only 21% entirely from the street 
(the remaining 16% took over-the-counter codeine or were given opioids by 
friends or family).2

These and other opioid-related harms can be minimized with an individ-
ualized approach to opioid prescribing, tailored to patients’ health status and 
risk factors. Patients with chronic noncancer pain (CNCP) vary greatly in their 
response to opioids and their risk of complications, influ-
enced by factors such as age, concurrent medication use, 
psychiatric status, and family history.
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KEY POINTS  Patients with chronic 
noncancer pain vary widely in 
their response to opioid therapy 
and their vulnerability to sedation, 
overdose, and addiction. This review 
provides a brief clinical summary of 
the recommendations for specific 
populations in the recently released 
Canadian guidelines, including patients 
at high risk of addiction, those with 
concurrent mental disorders, elderly 
patients, adolescents, and pregnant 
patients. The risks of overdose, sedation, 
misuse, and addiction can be minimized 
through strategies such as careful 
patient selection, slow titration, patient 
education, frequent dispensing, and 
urine drug screening. 
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Purpose
This paper summarizes recommendations made in 
the Canadian Guideline for Safe and Effective Use 
of Opioids for Chronic Non-Cancer Pain for specific 
population groups: the elderly, adolescents, pregnant 
patients, patients with comorbid mental illness, and 
opioid-addicted patients.3 The complete guideline is 
available from nationalpaincentre.mcmaster.ca. A 
companion article (page 1257) discusses guideline 
development and opioid prescribing for the general 
adult population.4

Addiction
Prevalence.  A recent meta-analysis estimated that 3.3% 
of CNCP patients taking prescribed opioids were addicted 
to them, with wide variation among clinics and regions. 
Aberrant drug-related behaviour, which sometimes indi-
cates addiction, had an estimated prevalence of 11.5%.5 
The prevalence of opioid misuse and addiction is increas-
ing throughout North America,1,6,7 in parallel with the 
increase in prescribing of controlled-release opioids.8 
Physician groups, medical regulators, and public health 
officials are considering various policy options to address 
the crisis, including physician education, a prescription 
monitoring system, and expansion of addiction treatment.9

Clinical features and diagnosis.  Some patients experi-
ence a euphoric effect from opioids, described as a feeling 
of peace or freedom from worry. This effect is indepen-
dent of the opioid’s analgesic effect and only occurs in 
a small proportion of patients. A patient is said to be 

“addicted” if he or she repeatedly seeks this euphoric 
effect despite the difficulties this behaviour creates. 
Tolerance develops rapidly to the euphoric effects, com-
pelling the addicted patient to seek higher doses of the 
drug. Eventually the patient experiences frightening with-
drawal symptoms at the end of a dosing interval, char-
acterized by insomnia, anxiety, drug craving, and flulike 
symptoms such as myalgia and nausea. Tolerance and 
withdrawal might drive the patient to seek higher opioid 
doses through unsanctioned dose escalation, accessing 
opioids from other sources, or altering the route of deliv-
ery (crushing, snorting, or injecting oral tablets).

The addicted patient is typically depressed and anx-
ious, and might be addicted to other drugs such as alco-
hol or cocaine. Paradoxically, the patient often reports 
severe pain despite the high opioid dose, perhaps owing 
to withdrawal-mediated pain, hyperalgesia, or opioid-
induced dysphoria.

Screening.  At baseline, all patients should be asked 
about their current use of alcohol, cannabis, opioids, ben-
zodiazepines, sedating over-the-counter preparations, 
and street drugs. Their weekly consumption of these sub-
stances should be quantified (Boxes 1 and 2).3,10 They 

should also be asked about past and family histories of 
problematic substance use. A comprehensive inquiry 
about substance use is recommended because a history 
of addiction to any substance (whether opioid or nono-
pioid) is a risk factor for prescription opioid misuse and 
addiction. Also, alcohol and other sedating drugs can 
have dangerous interactions with opioids.

Screening questionnaires can be helpful in deter-
mining a patient’s risk of opioid misuse and addic-
tion. The Opioid Risk Tool (Table 1)11 is the simplest 
and most widely used of the screening tools. However, 
a systematic review concluded that none of the opi-
oid addiction screening tools can be recommended 
with confidence, because when the tools were tested 
the samples were small and not representative.12 
Urine drug screening (UDS) can also be considered 
if it is available (Tables 2 and 3),3,13 particularly if 
the patient is not well known to the physician or 
is at higher risk of addiction. Urine drug screening 
can be of value in both detecting and reducing sub-
stance use.14,15 However, UDS has a high rate of false-
negative and false-positive results, and some prov-
inces do not reimburse laboratories for UDS.

An unexpected result on UDS must be accompanied 
by a careful patient assessment (Table 4).3 For example, 
the presence of cocaine on UDS could indicate 

Box 1. Interview guide for alcohol consumption: A) 
Interview questions; B) Low-risk drinking guidelines.

A) 
Use the following screening questions to screen for high-
risk alcohol consumption:
1. Men: How many times* in the past year have you had 5 or 
more drinks at one time?
    Women: How many times* in the past year have you had 4 
or more drinks at one time?
2. How many drinks do you consume per week?
3. Have you attended a treatment program for alcohol?
4. Do you have a family history of alcohol or drug problems?

B)
Low-risk drinking guidelines10

No more than 2 standard drinks on any 1 day
• Women: up to 9 standard drinks a week
• Men: up to 14 standard drinks a week

Patients who exceed the low-risk drinking guidelines are 
considered to be at risk of acute problems, such as trauma, or 
chronic problems, such as depression and hypertension 

*Two or more times is considered a positive screen, requiring further 
assessment. A standard drink is equal to 1 bottle of beer (12 oz of 5% 
alcohol), a 5-oz glass wine (5 standard drinks in 750-mL wine bottle), 
1.5 oz of liquor, such as vodka or scotch (18 standard drinks in 26-oz 
bottle of 40% alcohol).

Adapted from the National Opioid Use Guideline Group.3
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occasional nonproblematic use or serious addiction. 
The presence of a nonprescribed opioid could indicate 
double-doctoring, street use, or “innocent” sharing of 
medications among family members. The absence of a 

prescribed opioid could indicate diversion or binge use 
(causing the patient to run out early).

Depending on the outcome of the assessment, the 
physician could refer the patient for addiction treat-
ment, increase frequency of UDS, initiate an opioid 

Table 3. Detection times for immunoassay and 
chromatography

Number of days drug is detectable

Drug Immunoassay Chromatography

Benzodiazepines 
(regular use)

• 20 d or more for
   regular diazepam 
   use 
• Immunoassay does 
   not distinguish  
   among 
   benzodiazepines 
• Intermediate-acting
   benzodiazepines,  
   such as clonazepam,  
   are often undetected

Not usually used 
for 
benzodiazepines

Cannabis 20 d or more Not used for 
cannabis

Cocaine and 
metabolites

3-7 d 1-2 d

Codeine 2-5 d 1-2 d (codeine 
metabolized to 
morphine)

Hydrocodone 2-5 d 1-2 d

Hydromorphone 2-5 d 1-2 d

Meperidine 1 d (often missed) 1 d

Morphine 2-5 d 1-2 d; morphine 
can be 
metabolized to 
hydromorphone

Oxycodone Often missed 1-2 d

Adapted from Brands and Brands.13

Table 1. Opioid Risk Tool: Check the box if the item 
applies; a score of 0-3 indicates low risk, a score of 
4-7 indicates moderate risk, and a score of 8 or higher 
indicates high risk.
Item Women Men

1. Family history of substance abuse:

• alcohol [ ] 1 point [ ] 3 points

• illegal drugs  [ ] 2 points [ ] 3 points

• prescription drugs  [ ] 4 points [ ] 4 points

2. Personal history of substance abuse:

• alcohol [ ] 3 points [ ] 3 points

• illegal drugs [ ] 4 points [ ] 4 points

• prescription drugs [ ] 5 points [ ] 5 points

3. Age between 16 and 45 y  [ ] 1 point  [ ] 1 point

4. History of preadolescent 
sexual abuse

  [ ] 3 points  [ ] 0 points

5. Psychological disease

• attention deficit disorder, 
obsessive-compulsive 
disorder, bipolar disorder, 
or schizophrenia

[ ] 2 points [ ] 2 points

• depression [ ] 1 point [ ] 1 point

Total

Adapted from Webster and Webster.11

Box 2. Interview guide for substance use

1. Cannabis: How many joints do you smoke per day or week?
2. Cocaine: Have you used any cocaine in the past year?
3. Over-the-counter drugs: Do you regularly use over-the-
counter medications for sleep or nausea?
4. Opioids:

• In the past year, have you used opioids from any source 
(eg, over the counter [Tylenol No. 1], prescriptions from 
other physicians, borrowed from friends or family, or 
buying from the street)?

• How much did you take and how often?
• Do you crush or inject oral tablets?
• Have you experienced opioid withdrawal symptoms (eg, 

myalgia, gastrointestinal symptoms, insomnia, or 
dysphoria)?

• Have you had a previous opioid problem?
• Have you ever attended a treatment program for opioid 

addiction (eg, methadone clinic)?
5. Benzodiazepines: How much and how often do you take 
benzodiazepines and where do you get them from?

Reprinted from the National Opioid Use Guideline Group.3

Table 2. Immunoassay versus chromatography for 
detection of opioid use
Immunoassay Chromatography

General immunoassay does not 
differentiate among various 
opioids, although immunoassays 
for specific opioids are now 
available

Differentiates among 
codeine, morphine, 
oxycodone, hydrocodone, 
hydromorphone, and heroin 
(monoacetylmorphine)

Will show false-positive results 
(eg, poppy seeds)

Does not react to poppy 
seeds

General immunoassay often 
misses semisynthetic and 
synthetic opioids (eg, oxycodone, 
methadone, fentanyl)

More accurate for 
semisynthetic and synthetic 
opioids

Reprinted from the National Opioid Use Guideline Group.3
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taper, shorten the dispensing interval, or provide addi-
tional patient education. In any event, physicians should 
avoid acting in anger or haste. Punitive actions such as 

“firing” the patient or abruptly stopping the medication 
are rarely in the patient’s best interest, and can generate 
patient complaints or lawsuits.

Diagnosis.  Diagnosis of addiction can be difficult, as 
patients are often reluctant to disclose symptoms and 
behaviour that suggest opioid addiction. Consultation 
with an addiction medicine physician might be helpful. 
Table 53,16 outlines useful diagnostic clues. These include 
baseline risk factors (eg, psychiatric disorders, strong per-
sonal or family history of addiction); an opioid dose that 
is far in excess of what would normally be required for 
the particular pain condition; presence of illicit drugs or 
absence of prescribed drugs on UDS; and aberrant drug-
related behaviour (eg, frequently running out early, alter-
ing the route of delivery, accessing opioids from multiple 
sources). While aberrant behaviour often indicates addic-
tion, it is sometimes caused by undertreated pain, cogni-
tive impairment, or other conditions.

Management of high-risk patients.  Patients are at 
higher risk of opioid misuse or addiction if they currently 
drink more than recommended by the low-risk drinking 
guidelines, smoke more than 4 cannabis joints per week, 
use street drugs, or acquire psychoactive prescription 
drugs from sources other than their physicians. A past 
history of addiction to any substance is also a serious 
risk factor, especially if the addiction was recent, pro-
longed, or severe. Other risk factors include strong fam-
ily history of addiction, age younger than 40 years, and 
active mental disorders.

For high-risk patients who are currently misusing 
or addicted to alcohol, cocaine, or other drugs, opi-
oid therapy should usually be withheld until the 
addiction is treated and is in remission. Prescribing 
opioids to patients who are currently addicted to 
nonopioid drugs increases the risk of drug diver-
sion and of adverse opioid-sedative drug interactions. 
Furthermore, addiction treatment might render opioid 
therapy unnecessary, as abstinence or methadone and 
buprenorphine treatment often improve pain percep-
tion, functioning, and mood.

Table 4. Interpreting unexpected results of urine drug screening
Unexpected Result Possible Explanations Actions for the Physician

UDS negative for 
prescribed opioid

• False negative
• Noncompliance
• Diversion

• Repeat test using chromatography; specify the drug of interest
• Before repeating the test take a detailed history of the patient’s 
   medication use for the preceding 7 d 
• Ask patient if they’ve given the drug to others
• If diversion is strongly suspected, assess for addiction to opioids, 
   cocaine, etc; switch, taper, and discontinue the opioid, and refer for  
   addiction treatment

UDS positive for 
nonprescription opioids 
or benzodiazepines

• False positive
• Patient acquired drugs from
   other sources

• Ask patient if they accessed opioids from other doctors or 
   acquaintances 
• Assess for opioid misuse or addiction, and treat accordingly

UDS positive for illicit 
drugs (eg, cocaine, 
cannabis)

• False positive
• Patient is an occasional user
• Patient is addicted to the illicit
   drug

• Assess for abuse or addiction
• Refer for addiction treatment as appropriate
• Consider tapering and discontinuing opioids if patient is currently 
   addicted to other drugs (eg, cocaine); consider transferring to  
   methadone or buprenorphine treatment

UDS positive for 
cannabis

• Patient is a social user
• Patient uses it for pain
• Patient is addicted to cannabis
• Patient has concurrent 
   psychiatric condition

• Ask about cannabis use
• If patient is a regular user (4 or more joints a week), advise abstinence 
   or treatment if there is concurrent clinical depression, psychosis, or  
   impairment in functioning, or if the patient is an adolescent

Urine creatinine is 
lower than 2-3 mmol/L

• Patient added water to sample • Repeat UDS
• Consider supervised collection or temperature testing
• Take a detailed history of the patient’s medication use for the 
   preceding 7 d 
• Review and revise the treatment agreement

Urine sample is cold • Delay in handling sample 
   (urine cools within minutes) 
• Patient added water to sample

• Repeat UDS
• Consider supervised collection or temperature testing
• Take a detailed history of the patient’s medication use for the 
   preceding 7 d 
• Review and revise the treatment agreement

UDS—urine drug screening.
Reprinted from the National Opioid Use Guideline Group.3
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While not contraindicated, opioids should be used 
with caution in CNCP patients with past history of addic-
tion or active mental illnesses. In such cases, opioids 
should usually be reserved for definitively diagnosed 
nociceptive or neuropathic pain conditions that have 
not responded to nonopioid treatments. Codeine or 
tramadol should be used as first-line agents. If potent 
opioids are required, morphine is recommended over 
oxycodone or hydromorphone, as the latter drugs might 
have a higher abuse liability than equianalgesic doses of 
morphine.17-20 The dose should be titrated slowly using 
small increments, and the maintenance dose should be 
well below a 200-mg morphine equivalent dose daily. 
The tablets should be dispensed in small quantities, 
with a treatment agreement prohibiting early refills. Pill 
counts and UDS might also be considered.

Management of suspected addiction.  The 3 treatment 
options for suspected opioid addiction are structured 
opioid therapy (SOT), opioid-agonist treatment, and 
abstinence-based treatment. 

Structured opioid therapy:  Structured opioid ther-
apy consists of frequent dispensing of small amounts 
of the drug, close follow-up for mood and analgesic 
response, monitoring for aberrant drug-related behav-
iour through history and UDS, and tapering for patients 
taking high doses (Table 6).21 Structured opioid therapy 
should be reserved for addicted patients who do not 
acquire opioids from the street or other sources, do not 
alter the route of delivery, and are not currently addicted 
to other drugs. Patients are often able to hide aberrant 
behaviour; therefore, physicians should attempt SOT 

only in patients they have known for several years or 
longer, who they are confident will not access opioids 
from other sources, and who have pain conditions that 
would normally require opioid analgesics. In observa-
tional studies and one small controlled trial, SOT has 
been associated with improved mood and pain scores, 
increased medication compliance, and increased referral 
rates for addiction treatment.14,22-25 These studies were 
conducted in multidisciplinary clinics involving inter-
nists, pharmacists, and nurses, so their relevance to pri-
mary care is uncertain. Patients who continue to show 
aberrant behaviour such as running out early should 
be referred for opioid-agonist treatment or abstinence-
based treatment.

Opioid-agonist treatment:  Opioid-agonist treatment 
consists of daily, supervised dispensing of methadone 
or buprenorphine, regular UDS, and counseling. Opioid-
agonist treatment has been shown to be effective for 
treatment of prescription opioid addiction in chronic pain 
patients.26 Methadone is a potent μ-opioid agonist with 
a long half-life. Buprenorphine-naloxone (Suboxone), a 
sublingual, partial μ-opioid agonist; it is safer than meth-
adone because it has a ceiling-dose effect and is less 
likely to cause respiratory depression.27 Unlike metha-
done, physicians do not require a special exemption to 
prescribe Suboxone. Controlled trials have demonstrated 
that buprenorphine maintenance treatment is safe and 
effective when prescribed in primary care settings,28-30 
and physicians should consider receiving extra training 
in buprenorphine prescribing if they have opioid-addicted 
patients in their practices.31 Currently, provincial drug 
plans have only restricted coverage.

Table 5. Clinical features of opioid misuse and addiction
Indicator Examples

Altering the route of delivery* • Injecting, biting, or crushing oral formulations
Accessing opioids from other sources* • Taking the drug from friends or relatives

• Purchasing the drug from the “street”
• Double-doctoring

Unsanctioned use • Multiple unauthorized dose escalations
• Binge rather than scheduled use

Drug seeking • Recurrent prescription losses
• Aggressive complaining about the need for higher doses
• Harassing staff for faxed prescriptions or fit-in appointments
• Nothing else “works”

Repeated withdrawal symptoms • Marked dysphoria, myalgias, gastrointestinal symptoms, cravings
Accompanying conditions • Current addiction to alcohol, cocaine, cannabis, or other drugs

• Underlying mood or anxiety disorders not responsive to treatment
Social features • Deteriorating or poor social function

• Concern expressed by family members
Views on the opioid medication • Sometimes acknowledges being addicted

• Strong resistance to tapering or switching opioids
• Might admit to mood-leveling effect
• Might acknowledge distressing withdrawal symptoms

*This behaviour is more indicative of addiction than the others.
Reprinted from the National Opioid Use Guideline Group3 and Passik and Kirsh.16
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Abstinence-based treatment:  Abstinence-based treat-
ment is less effective than opioid-agonist treatment, but 
many patients prefer it. Family physicians can man-
age opioid withdrawal with clonidine or tapering doses 
of methadone or buprenorphine. Patients should be 
warned that they are at risk of overdose if they relapse 
to their usual opioid doses after a week or more of 
abstinence. Family physicians should strongly encour-
age patients to enter formal addiction treatment imme-
diately following medical detoxification, as detoxification 
by itself is usually not successful.

Concurrent mental disorders
Patients with CNCP and psychiatric disorders are more 
likely to receive opioids than other CNCP patients are, 
and they are less likely to benefit from them.32-34 This 
lower likelihood of benefit could be because they have a 
diminished response to opioids, an enhanced perception 
of pain, or both.35-37 Cross-sectional studies have shown 
a higher prevalence of opioid misuse and dependence 
among CNCP patients with concurrent psychiatric dis-
orders than among other CNCP patients.33,38-40 Patients 
with both CNCP and mental illness are often prescribed 
opioids along with benzodiazepines and other sedating 
drugs, increasing the risk of death from intentional or 
accidental overdose.41-43

In pain patients with active psychiatric disorders, 
opioids should therefore be reserved for well-defined 
somatic or neuropathic pain conditions that have 
not responded to nonopioid therapy. The psychiatric 

condition should be treated concurrently. The opioid 
should be titrated slowly, with frequent dispensing 
and monitoring for aberrant drug-related behaviour 
(Table 5).3,16 Particular caution is required in patients 
who have suicidal thoughts. The study of opioid-
related overdose deaths in Ontario found that 21% of 
the deaths were classified as suicides.1 Opioid tapering 
and discontinuation is indicated if the patient does 
not have improved mood or decreased pain ratings of 
at least 30%. In depressed patients with severe pain 
despite opioid therapy, comprehensive pain programs 
and opioid tapering are associated with improvements 
in both mood and pain.44 In some cases, opioids were 
completely discontinued; in others the dose was 
substantially reduced. A trial of benzodiazepine tapering 
might also be considered.

Elderly patients
Opioid therapy remains underused in the elderly, despite 
the high prevalence of chronic pain in this population.45-47 
Clinics caring for elderly patients with well-defined pain 
conditions (eg, severe rheumatoid arthritis or osteo-
arthritis) have found very low rates of abuse and addic-
tion.48,49 Prescribing opioids to the elderly can be very 
gratifying in our experience. Even relatively low doses of 
weak opioids or very low doses of potent opioids can be 
effective (eg, 9 to 15 mg of liquid morphine per day).

Opioid use in the elderly has, however, been associ-
ated with a substantially increased risk of falls and hip 
fractures,50-53 and an increased risk of delirium in elderly 

Table 6. Management of opioid misuse or addiction
Patient category Management

High risk of addiction (eg, past history of 
addiction)

• Use opioids only if first-line treatments fail
• Prescribe small amounts
• Perform frequent UDS
• Use caution with oxycodone and hydromorphone
• Keep dose well below a 200-mg/d MED

Currently addicted to other drugs (eg, alcohol) • Opioids usually contraindicated
• Refer for formal addiction treatment (methadone or buprenorphine)

Suspected opioid misuse and 
• has organic pain requiring opioid therapy
• family physician is only source of opioids
• does not inject or crush tablets
• is not currently addicted to cocaine, alcohol, 
   or other drugs

Trial of structured opioid therapy: 
• Dispense frequently (daily, alternate days, or twice per week)
• Regular UDS (1-4 times/mo)
• Pill or patch counts
• Switch the patient to controlled-release preparations
• Avoid parenteral use and short-acting agents
• Consider switching to a different opioid, while avoiding oxycodone and 
   hydromorphone 
• Taper if on dose above the 200-mg/d MED

Suspected opioid misuse and 
• fails or is not eligible for a structured opioid
   trial (eg, injecting tablets, addicted to other  
   drugs, or acquiring opioids from other sources)

Methadone or buprenorphine treatment: 
• Institute daily supervised dispensing
• Gradually introduce take-home doses
• Frequent UDS
• Provide counseling and medical care

MED—morphine equivalent dose, UDS—urine drug screening.
Reprinted from Mailis-Gagnon and Kahan.21
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patients in hospitals and nursing homes.54 Several 
pharmacokinetic factors put the elderly at higher risk 
of opioid-induced sedation and overdose, including 
lower serum binding, lower stroke volume, renal dys-
function, and greater sensitivity to the psychoactive 
and respiratory depressant effects of opioids.55,56 If opi-
oids are used, they should be titrated slowly, using half 
the starting dose used for younger adults. In almost all 
cases, codeine or tramadol should be the initial agent. 
Opioids are contraindicated in cognitively impaired 
patients living alone, unless close ongoing medication 
supervision can be arranged. Benzodiazepines should 
be tapered before or during opioid initiation. The patient 
and family should be educated about overdose preven-
tion (Box 3).54,57

Adolescents
Nonmedical use of opioids is common among adoles-
cents.58 The home is the most common source; par-
ents with adolescent children should be advised to 
keep their opioid medication in a locked or inaccess-
ible location. The risk of developing prescription drug 
abuse and dependence might be correlated with age 
of first exposure to opioids.59 A trial of long-term opi-
oid therapy in an adolescent should be undertaken 
only when he or she has a very severe somatic or 
neuropathic pain condition for which nonopioid 
alternatives have failed (eg, transverse myelitis, mul-
tiple trauma with osteomyelitis). Before initiating 
long-term opioid therapy, consultation and shared 
care should be considered with a pediatrician, an 
adolescent psychiatrist, or an addiction physician. 
The dose should be titrated slowly, with frequent dis-
pensing and close monitoring for aberrant behaviour. 
If potent opioids are required, oxycodone and hydro-
morphone should be avoided if possible.

Pregnancy
A large case-control study found increased incidence 
of cardiac abnormalities in the neonates of pregnant 
women who had used opioids for CNCP in the first tri-
mester.60 Also, in a small case series, daily opioid use 
at therapeutic doses during pregnancy was associated 
with neonatal abstinence syndrome, although the clin-
ical significance of mild neonatal abstinence syndrome 
is not certain.61 In order to reduce these risks, preg-
nant patients or patients planning to become pregnant 
should have their opioids tapered and discontinued. The 
taper should be done slowly to avoid maternal with-
drawal; acute, severe opioid withdrawal has been asso-
ciated with premature labour and spontaneous abortion. 
If the patient experiences severe pain or pain-related 
disability during the taper, she can be maintained on 
the lowest effective dose, after reviewing the risks and 
benefits of continued opioid use.

Some patients rapidly convert codeine to mor-
phine, causing neonatal toxicity during breastfeeding.62 
Therefore alternatives to codeine should be used after 
delivery; if codeine is prescribed, it should be given for 
no more than 4 days, and women should be advised 
to contact care providers immediately if either they or 
their babies show any signs of sedation. Whenever feas-
ible, pregnant women receiving daily opioids should be 
referred to “high-risk pregnancy units” or physicians 
knowledgeable about opioid use during pregnancy. This 
precaution is not necessary in women who use opioids 
intermittently or in small doses (eg, less than a 50-mg 
morphine equivalent dose).

Pregnant women with suspected opioid addiction 
should be referred urgently to physicians who prescribe 
methadone. Methadone treatment during pregnancy is 
associated with improved obstetric and neonatal out-
comes.57,63 There is emerging evidence that buprenor-
phine (without the naloxone component) is also effective 
for opioid addiction during pregnancy.64,65

Conclusion
Family physicians must take into consideration the 
patient’s age, psychiatric status, risk of addiction, and 
other factors when prescribing opioids for chronic pain. 
The risks of overdose, sedation, misuse and addiction 
can be minimized through strategies such as careful 
patient selection, slow titration, patient education, fre-
quent dispensing, and UDS. 
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Box 3. Reducing risk of overdose in the elderly

Use the following strategies to reduce the risk of overdose in 
the elderly

• Warn patients and caregivers to seek help urgently if any 
signs of overdose occur (sedation, nodding off, emotional 
lability, slow or slurred speech)

• Check with patients and families early in treatment for 
signs of sedation

• Monitor renal function, especially with morphine54

• Avoid opioids in cognitively impaired patients living alone 
(unless ongoing medication supervision is available)

• Initial dose in the elderly should be no more than 50% of 
the initial dose for younger adults

• Consider oxycodone or hydromorphone over morphine 
(less likely to cause sedation)57

• Taper and discontinue benzodiazepines
• Warn patients about the effects of alcohol use
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