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LEARNING OBJECTIVES
At the end of this session, attendees should be able to:
1. Understand definitions of “opioid-naïve” and “opioid sparing”
2. Describe the quality of evidence for the efficacy of opioid 

analgesic use for noncancer pain
3. Assess the utility and limitations of risk prediction tools
• Determine whether individuals at low risk of developing opioid use 

disorder can be reliably  identified before prescribing opioid 
analgesics

4. Describe opioid-sparing approaches
7



What we won’t discuss today
SAFE SUPPLY and RISK MITIGATION PRESCRIBING, current BC Policy: 
https://www2.gov.bc.ca/assets/gov/overdose-
awareness/prescribed_safer_supply_in_bc.pdf, online education options at BCCSU, 
including: https://www.bccsu.ca/wp-content/uploads/2020/04/Webinar-Safer-Supply-pt-
1.pdf
NON-PHARMA PAIN MANAGEMENT consider checking Pain BC (painbc.ca) or your local 
Primary Care Network for resources.
OPIOID USE DISORDER online education options at BCCSU: 
https://www.bccsu.ca/education-training/
OPIOID TAPERING STRATEGIES consider asking for expert guidance via RACE or chronic 
pain specialty care
**PALLIATIVE CARE ** this material presented today is NOT RELATED TO withholding/ 
restricting/sparing opioid prescriptions for the treatment of cancer-related pain or other 
palliative conditions https://ubccpd.ca/learn/resources-recordings/toolkits/covid-19-
resource-hub/palliative-care

https://www2.gov.bc.ca/assets/gov/overdose-awareness/prescribed_safer_supply_in_bc.pdf
https://www.bccsu.ca/wp-content/uploads/2020/04/Webinar-Safer-Supply-pt-1.pdf
https://www.bccsu.ca/education-training/
https://ubccpd.ca/learn/resources-recordings/toolkits/covid-19-resource-hub/palliative-care


Focus Group 
please join the discussion

licensed prescriber in BC 
(name can be found on professional registry)
completed the consent form



clinical scenario, ms. m



Ms. M
• 48-year-old lawyer, single mom with two elementary school aged children, 

presents to her family physician with “bad” elbow pain after a “FOOSH” fall 
one week ago
• Emergency department assessment showed minimally displaced proximal 

radius fracture. She declined an opioid prescription at that time, “need to 
keep my head clear for work and the kids”
• Pain is less than at time of injury and, has been getting some benefit from 

NSAIDs + acetaminophen, but sleep is completely disrupted, typing all day is 
difficult and at the end of the day she find her arm too painful to do any 
housework 
• Wonders if she should have taken the opioid from the Emerg doc and would 

it still help her?
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How can we help this pa/ent?





How do you 
know if a drug 

“works”?



Doctor, will this drug “work for me”?

Very few drugs have even a 50% chance of 
working for the patient in front of you 

ie NNT ~2

(This is not widely understood by many patients)



Some NNT’s (more at thennt.com)
NNT Condition/event reference

~1 General anesthetic for surgery ?

2-3 Rapid defibrillation for cardiac arrest Valenzuela TD Roe DJ, Nichol G, Clark LL, et al. Outcomes of 
rapid defibrillation by security officers after cardiac arrest in 
casinos. NEJM. 2000; 343(17): 1206-9.

2-3 Sildenafil (Viagra) for sexual intercourse 
“being successful”

Moore RA, Edwards JE, McQuay HJ. Sildenafil (Viagra) for male 
erectile dysfunction: a meta-analysis of clinical trial reports. BMC 
Urol. 2002;2:6. Published 2002 May 22. doi:10.1186/1471-2490-2-6

3-8 Antibiotics in AECOPD Ram, FS, Rodriguez-Roisin, R, Granados-Navarrete, A, et al 
Antibiotics for exacerbations of chronic obstructive pulmonary 
disease. Cochrane Database Syst Rev 2006.

15 Nicotine replacement for smoking cessation Stead LF, Perera R, Bullen C,Mant D, Hartmann-Boyce J, Cahill K, 
Lancaster T. Nicotine replacement therapy for smoking 
cessation. Cochrane Database of Systematic Reviews 2012, 
Issue 11. Art. No.: CD000146.

111 Hypertension treatment to reduce 
cardiovascular mortality and morbidity, over 
5 years, in adults aged 18-59 yo with SBP >140 
+/- DBP >90

Musini VM, Gueyffier F, Puil L, Salzwedel DM, Wright JM. 
Pharmacotherapy for hypertension in adults aged 18 to 59 
years. Cochrane Database of Systematic Reviews 2017, Issue 8. 
Art. No.: CD008276. DOI: 10.1002/14651858.CD008276.pub2.

http://www.ncbi.nlm.nih.gov/pubmed/11071670
http://www.ncbi.nlm.nih.gov/pubmed/16625602
http://www.ncbi.nlm.nih.gov/pubmed/23152200


What is the 
NNT for 
treating non-
displaced upper 
extremity 
fractures with 
prescribed 
OPIOIDS?

?



Why talk about this topic?
Rethink prescribing opioids to opioid naïve patients because: 
1. there is little evidence they are any more effective than alternatives
2. there is evolving evidence of harms associated with opioid 

prescribing
3. there is no risk prediction tool that can reliably identify high- or 

low-risk patients for opioid use disorder





Prescribing in BC? 
Want to get online access to your personalized 
portraits?**when available

• BC FP’s (including residents), sign up here, 
https://tinyurl.com/portrait-survey

• BC NP’s, Specialists and other prescribers
Please consider using the online email form at https://www.ti.ubc.ca/contact-
us/ to indicate that you would like to receive a Portrait

https://tinyurl.com/portrait-survey
https://www.ti.ubc.ca/contact-us/


Possible scenarios when prescribing to 
opioid naïve paAents

OPIOID NAÏVE 
PATIENTS

Will not get benefit, 
may experience 

significant adverse 
events

Gets benefit, uses 
appropriately

Will go on to develop 
an opioid use disorder

Have used safely 
before for a similar 

injury/incident



What does OPIOID NAÏVE mean?
Depends who you ask!
For the PORTRAIT, we used the defini6on …

a pa6ent who has NOT been prescribed opioids for AT LEAST the last 6 months





The next few slides 
summarize what 

we CAN see in the 
current evidence 

black hole



Acute Pain Evidence
i.e. what is the quality of evidence to support prescribing opioids for 
acute (minor) injury 



[2020 Cochrane systematic review]

Are oral opioids better than oral  NSAIDs to 
treat pain for acute soft tissue injury.

1. NO OPIOIDS are NOT BETTER - At ONE HOUR, opioids and NSAIDs 
offer similar pain relief. This is likely similar at Day 4 and Day 7.
🤯 NSAIDs probably result in fewer gastrointes[nal and neurological 

adverse effects compared with opioids. 

2. Compared with [acetaminophen], NSAIDs make no difference to 
pain at one to two hours and at two to three days, and may make 
no difference at day seven or beyond. 

[Low to very low quality of evidence for all findings]
Cochrane Database Syst Rev. 2020;8:CD007789. Epub 2020 Aug 12.



[cohort study in Montreal emergency department]

What are the immediate drug side effects from 
OPIOIDS prescribed for acute pain? 
How often do they happen?

Adjusting for age, sex, and pain condition, patients who used opioids were more likely to report 

Øconstipation (OR:7.5; 95%CI:3.1-17.9), 
Ønausea/vomiting (OR:4.1; 95%CI:1.8-9.5), 
Ødizziness (OR:5.4; 95%CI: 2.2-13.2), 
Ødrowsiness (OR:4.6; 95%CI:2.5-8.7), and 
Øweakness (OR:4.2; 95%CI:1.6-11.0) 

Am J Emerg Med. 2020 Apr;38(4):695-701. doi: 10.1016/j.ajem.2019.06.001. Epub 2019 Jun 3.

Odds ratio = 
ratio of the probability that 
an outcome will happen 
over the probability it won’t, 
if you have the exposure 
being studied.

e.g. If you had the 
“exposure” to opioids you 
were 7.5 times more likely 
to develop the outcome of 
constipation
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Key Finding of Krebs et al.’s 2018 SPACE trial  (n=240):
• The use of opioid medication therapy did not result in better pain-related 

function compared to non-opioid medication over 12 months

[“landmark” randomized control trial]



Main Outcomes and Measures for the SPACE trial
• The primary outcome was pain-related function (Brief Pain Inventory [BPI] interference 

scale) over 12 months and the main secondary outcome was pain intensity (BPI severity 
scale). For both BPI scales (range, 0-10; higher scores = worse function or pain intensity), a 
1-point improvement was clinically important. The primary adverse outcome was 
medication-related symptoms (patient-reported checklist; range, 0-19).

Results
• Among 240 randomized patients (mean age, 58.3 years; women, 32 [13.0%]), 234 (97.5%) 

completed the trial. 
• Groups did not significantly differ on pain-related function over 12 months 

(overall P = .58); mean 12-month BPI interference was 3.4 for the opioid group and 3.3 for 
the nonopioid group (difference, 0.1 [95% CI, −0.5 to 0.7]). 

• Pain intensity was significantly better in the nonopioid group over 12 months 
(overall P = .03); mean 12-month BPI severity was 4.0 for the opioid group and 3.5 for the 
nonopioid group (difference, 0.5 [95% CI, 0.0 to 1.0]). 

• Adverse medication-related symptoms were significantly more common in the opioid 
group over 12 months (overall P = .03); mean medication-related symptoms at 12 months 
were 1.8 in the opioid group and 0.9 in the nonopioid group (difference, 0.9 [95% CI, 0.3 
to 1.5]).



How does pain 
get measured 

in these 
studies?



Brief Pain Inventory

0            1            2            3            4            5            6            7            8            9       10    

Pain as bad 
as you can 

imagine
No 
Pain

Worst in 
past 24 hr

Least in 
past 24 hr

Average in 
past 24 hr

Right 
now

0            1            2            3            4            5            6            7            8            9       10    

Does not 
Interfere

Completely
Interferes

General activity
Mood

Walking ability
Normal work

Relations with other people
Sleep

Enjoyment of Life



Brief Pain Inventory – SPACE TRIAL results

0            1            2            3            4            5            6            7            8            9       10    

Pain as bad 
as you can 

imagine
No 
Pain 5.4

0            1            2            3            4            5            6            7            8            9       10    

Does not 
Interfere

Completely
Interferes

4.3

Baseline3 mo

4.0

12 mo0            1            2            3            4            5            6            7            8            9       10    

5.43.5

Opioids

Non-opioids

Opioids 5.4

Baseline

3.4

12 mo0            1            2            3            4            5            6            7            8            9       10    

Non-opioids 5.53.3

Interpretation: 
Reduction in 
Functional 
Interference was 
not statistically 
different 
between the two 
groups

Interpretation: 
Pain intensity 
was statistically 
BETTER in non 
opioid group



2018 Systematic Review
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Conclusion of 2018 systematic review and meta-analysis  (N=96 trials):
• Comparison of opioids with non-opioid alternatives suggest that 

opioids offer no additional benefits

Busse J, Wang L, Kamaleldin M, et al. Opioids for Chronic Noncancer Pain: A Systematic Review and Meta-analysis. JAMA. 2018;320(23):2448-2460



Remember the 
question about 
NNT for 
opioids?

We can use the 
2018 
systematic 
review to 
calculate it for 
CHRONIC PAIN.



Number Needed to Treat: 
NNT for 1 pa:ent to move > 1 point on scale
Scale NNT
Pain 8
Physical function 12
Role function 100
Social function           39
Sleep 17
Vomiting **NNH:14 to 29

Busse J, Wang L, Kamaleldin M, et al. Opioids for Chronic Noncancer Pain: A Systematic Review and Meta-
analysis. JAMA. 2018;320(23):2448-2460

Interpretation:
this medication 
“working” means a 1 
point reduction on a 
10 point scale for 1/x 
people
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Objectives:
• Examine available predictive tools for identifying adult patients at high vs. low 

risk of developing prescription opioid use disorder following the use of 
prescribed opioids for pain

• Identify signs, symptoms, and risk factors associated with increased risk of 
prescription OUD

[systematic review]



Results for Risk Assessment Tools

Evaluated screening tools included: 
• Opioid Risk Tool (ORT)
• Brief Risk Questionnaire (BRQ)
• Brief Risk Interview (BRI) 
• Screener and Opioid Assessment for Patients with Pain (SOAPP)
• Pain Medication Questionnaire (PMQ)

Finding: Commonly used clinical tools are based on low quality 
evidence and cannot identify high- vs. low-risk patients

39



Gaps in 
Evidence

• Research suggests prescribers should Think 
Twice before prescribing opioid analgesics to 
opioid-naïve patients

• Guidelines and practice standards 
recommend understanding the risks prior to 
prescribing opioid analgesics

• Tools and strategies for identifying patients at 
high risk of prescription OUD have not been 
rigorously reviewed or validated.



Practice Standard 
Safe Prescribing of Opioids and Sedatives 
Effective: June 1, 2016 

Last revised: March 9, 2021 

Version: 4.3 

Next review: June 2021 

Related topic(s): Prescribing Methadone 

 

A practice standard reflects the minimum standard of professional behaviour and 
ethical conduct on a specific topic or issue expected by the College of its registrants (all 
physicians and surgeons who practise medicine in British Columbia). Standards also 
reflect relevant legal requirements and are enforceable under the Health Professions 
Act, RSBC 1996, c.183 (HPA) and College Bylaws under the HPA. 

Registrants may seek advice on these issues by contacting the College and asking to 
speak with a member of the registrar staff, or by seeking medical legal advice from the 
CMPA or other entity. 



Public 
Health 
Crisis 
since 
2016



Toxic 
Drug 
Supply



How do 
prescription 
opioids fit 
in?

• New study, from Ontario

• using administrative data at 
health unit level

• Opioid overdoses/deaths were 
inversely related to regional 
prescription volumes.

• This trend was only significant in 
more recent years suggesting a 
shift.

• Policies aimed at curbing opioid 
harms must address the 
evolution of the crisis.





1. there is little evidence about how to prescribe for acute pain in 
community-based care

2. what we do have suggests that NSAIDs and acetaminophen are as 
good or better than opioids

3. chronic pain has a slightly higher quality of evidence, but concludes, 
opioids do not routinely improve outcomes

4. a systematic review found there are no reliable tools to identify 
who might develop OUD from an opioid prescription

To Sum Up
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5. there is a BC-based practice standard that is detailed and may be 
misunderstood

6. the opioid crisis continues, appears to be getting worse
7. the toxic drug supply in BC has been identified as the largest 

contributor to overdose deaths
8. *very* new evidence suggests the relationship between prescribed 

opioids and opioid related emergency visits are INVERSELY related
9. I got sent this PORTRAIT telling me to examine how I prescribe 

opioids so… what do I do now?

To Sum Up, continued
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back to our patient, ms. m

Photo by Annie Spratt on Unsplash

https://unsplash.com/@anniespratt?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/s/photos/laundry?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText


• 48-year-old lawyer, single mom with two elementary school aged children, 
presents to her family physician with “bad” elbow pain after a “FOOSH” fall 
one week ago
• Emergency department assessment showed minimally displaced proximal 

radius fracture. She declined an opioid prescription at that time, “need to 
keep my head clear for work and the kids”.
• Pain is less than at time of injury and, has been getting some benefit from 

NSAIDs + acetaminophen, but sleep is completely disrupted, typing all day is 
difficult and at the end of the day she find her arm too painful to do any 
housework .
• Wonders if she should have taken the opioid from the Emerg doc and would 

it still help her?
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How can we help this patient?



review the evidence, 
listen to what she says, 

come to a shared decision



What I would say
1. It sounds like you have a lot on your plate and a broken arm was the last extra thing you 

needed.
2. I wish I had a magic drug to prescribe that would help get you back on track, but I don’t, in 

fact…
3. We have limited research about people in your situaQon and whether an opioid would help or 

just cause more problems.
4. Frequent side effects from opioids include sedaQon, impaired thinking, consQpaQon, nausea, 

dizziness, in some cases, people can develop a dependence to the drug and may go on to 
develop an opioid use disorder, and we have no way to accurately predict who that will be.

5. Pain from your injury will conQnue to improve as it heals. Discomfort usually is worst in the first 
week aYer the injury.

6. The studies we do have suggest that the treatment you have been using, ibuprofen and 
acetaminophen works as well or be[er than the opioid would.

7. What quesQons do you have?
8. My recommendaQon is that you conQnue with the plan you have so far, how does that sit with 

you?
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Have a 
clear plan 

+ 
follow up 

& monitoring



Photo by Hugues de BUYER-MIMEURE on Unsplash

https://unsplash.com/photos/EwFChj2yI3c?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText
https://unsplash.com/search/photos/footprints?utm_source=unsplash&utm_medium=referral&utm_content=creditCopyText


Document shared decision to prescribe, or not
A/ 
acute pain from MSK injury [specific cause of pain] sustained on [date].
P/ 
-patient is well known to me // I do not have a pre-existing clinical relationship with this patient
-Pharmanet was consulted and found to be consistent with patient report // was not consulted 
because [provide explanation why not]

-patient is OPIOID NAIVE, i.e. has not been prescribed opioids in last 6 months per patient report, my 
record and Pharmanet

-we reviewed evidence for treatment of similar injuries in study populations , i.e. per TI Letter #125, 
very limited evidence of benefit and known adverse  effects including sedation, GI upset, 
constipation, dependence, etc (ref:  https://www.ti.ubc.ca/2020/06/04/125-can-prescribers-avoid-
contributing-to-opioid-use-disorder/)

-a short OPIOID-SPARING prescription will be provided today (the principles of 2019 CPSBC Safe 
Prescribing of Opioids and Sedatives Practice Standard have been applied to this approach).

RATIONALE FOR OPIOID PRESCRIPTION
-patient has trialed OTC pain meds with minimal effect // patient’s injury is significant, and is possible 
that OTC measures will be inadequate AND patient is experiencing pain that is preventing adequate 
rest/sleep // attention to own personal hygiene/care // work performance // care of dependents 

EXPECTATIONS AND GOALS OF TREATMENT:
-patient is aware that the expectation is that this medication will only be required for 1-5 days
-patient is aware that pain from this condition is usually limited to a few days to a few weeks, and 
typically gets better everyday
-patient is aware that they will likely experience only a small reduction in their pain from any 

treatment (not complete relief), including from a prescribed opioid, and have agreed we will know if 
the prescribed opioid is working if: sleep is improved and/or able to reform daily activities with 
minimal discomfort and / or able to engage in physiotherapy/exercise

-MED SAFETY
-patient is aware that taking benzodiazepines or z-drugs at the same time as this drug increases the 
chance of severe adverse reaction or death. I have advised them NOT to take any such medications 
during this prescription.
- patient instructed to ensure safe storage of the medication, not to exceed dose advised in this 
prescription and return unused medication to pharmacy for safe disposal.

-DISCONTINUATION
-patient has agreed that we will determine the opioid not working or problematic if: there is no 
improvements to sleep, activity or comfort, or if patient has escalating pain or if dose required 
increases. and patient agrees to return for reassessment 
-patient understands when/if to be reassessed by MD for additional assessment and/or possible 
change in therapy

-ADDITIONAL TREATMENT STRATEGIES DISCUSSED TODAY
-acetaminophen 325-650mg QID // ibuprofen 200-400mg QID //ice/hear x 10 min prn
-referred to physiotherapy (patient has benefits to facilitate this treatment // no financial barriers // 
financial barriers
-patient given the handout: https://www.ismp-canada.org/download/OpioidStewardship/Opioids-
ShortTermPain-EN.pdf
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https://www.ti.ubc.ca/2020/06/04/125-can-prescribers-avoid-contributing-to-opioid-use-disorder/
https://www.ismp-canada.org/download/OpioidStewardship/Opioids-ShortTermPain-EN.pdf


when opioids are indicated, 
prescribe 
the smallest amount 
for the 
shortest period
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There is no evidence that long-
term use of codeine or 
tramadol is safer than more 
potent opioids.
Chung CP, Callahan ST, Cooper WO, et al. Individual short-acting opioids and the risk of opioid related adverse events 
in adolescents. Pharmacoepidemiol Drug Saf 2019; 28(11):1448-56. DOI: 10.1002/pds.4872
Birke H, Ekholm O, Sjøgren P, et al. Tramadol use in Norway: A register-based population study. Pharmacoepidemiol
Drug Saf 2019; 28(1):54-61. DOI: 10.1002/pds.4626

Side Note

https://doi.org/10.1002/pds.4872
https://doi.org/10.1002/pds.4626


Opioid Sparing 
Prescriptions

• ****NOTE THESE ARE NOT 
SPECIFIC RECOMMENDATIONS, just 
examples of what has been defined 
as small doses in previous studies

• Tylenol#3, 1-2 tablets po q 
6hours, m =20

• hydromorphone 0.5mg po q 6 
hours, m=15



Short 
Term 
Opioid 
Handout
https://www.ismp-
canada.org/download/OpioidStewa
rdship/Opioids-ShortTermPain-
EN.pdf

Opioids for short-term pain:
Your questions answered

1. Changes?

2. Continue?   

3. Proper Use? 

4. Monitor?

5. Follow-Up? 

To find out more, visit:  OpioidStewardship.ca and DeprescribingNetwork.ca

Non-opioid and opioid medications have been prescribed to treat your pain.

Ask your doctor, nurse or pharmacist if you can FIRST TRY acetaminophen (Tylenol®) and/or 
ibuprofen (Motrin®, Advil®) or naproxen (Aleve®, Naprosyn®) taken at regular intervals to 
manage your pain. Talk to your doctor, nurse or pharmacist to !nd the right medications for 
you. If you are still in a lot of pain, then use the opioid that has been prescribed for you. 
Opioids reduce pain but will not take away all your pain. Ask your doctor, nurse or pharmacist 
about a pain control plan and other ways to deal with pain including using ice, stretching, 
and physiotherapy.

You have been prescribed an opioid (narcotic):

Opioids are usually required for less than 3 days. 
As you continue to recover, your pain should be less day by day and you will need less 
opioids. Have a pain control plan and get in touch with your health care provider if your pain 
does not improve.

Overdose and addiction can occur with opioids. 
Talk to your doctor, nurse or pharmacist about how to use the lowest possible dose for the 
shortest possible time for all pain medications. Discuss the need to avoid driving while 
taking opioids with your doctor. It can be dangerous to combine opioids with alcohol or 
sleeping/anti-anxiety pills (e.g. lorazepam [Ativan®], clonazepam [Rivotril®]).

Side e!ects from opioids include: constipation, drowsiness, nausea and dizziness. 
Contact your doctor, nurse or pharmacist if you have severe dizziness or trouble staying 
awake. Taking opioids with alcohol, sleeping/anti-anxiety pills or cannabis (marijuana) can 
increase your risk of side e"ects. Let your health care provider know if you are taking any of 
these substances.

Ask your doctor, nurse or pharmacist when your pain should get better and contact 
them If your pain is not improving as expected, or if your pain is not well controlled.



Bottomline: 
Think Twice!

Opioid therapy is unlikely to benefit most 
people with acute or chronic non-cancer 
pain (and who are not palliative).

There is no validated way to identify 
patients at risk for OUD before starting 
opioids for pain management.

Reserve opioids for severe acute non-
cancer pain (e.g., post-op).

• Prescribe lowest dose for the 
shortest time 

PLEASE help us add high quality evidence 
to this topic by participating in our focus 
groups.



More research!

This webinar and the PORTRAIT are elements 
of a mixed methods, CIHR funded research 
study about how to best communicate to 
prescribers about opioids for treating non-
cancer (&non-palliative) pain.

Help us study the effects, and possible 
unintended consequences, of an intervention 
intended to increase patient safety.



Randomized Controlled Trial - REDONNA
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Resources
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