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OPIOID MISUSE BEHAVIOURS 
 

More Suggestive of Abuse/Addiction 
 

Selling Rx drugs / Prescription forgery 

Stealing drugs from others 

Injecting oral formulations 

Obtaining Rx drugs from non-medical sources 

Concurrent abuse of alcohol or illicit drugs (esp. cocaine) 

Repeated dose escalation or other non-compliance despite  

multiple warnings 

Repeated visits to other ERs or doctors without advising prescribers 

Drug-related deterioration in function at work, in the family or socially 

Appears intoxicated at office visits or at pharmacy 

Repeated resistance to change in therapy despite evidence of adverse drug effects 

Repeated “losses” of medication / requests for early refills 

Repeated failure to keep appointments 

Involvement with the law (MVCs, DWI, arrests, etc) 

 

Less Suggestive of Abuse /Addiction 

 
Aggressive complaining about need for more pain meds 

Drug hoarding during periods of reduced symptoms 

Requesting specific drugs 

Using SR medication as prn meds 

Openly acquiring pain meds from other doctors 

Frequent visits to ER for pain flares 

Occasional unsanctioned dose escalation or other non-compliance 

Unapproved use of the drug to treat another symptom 

Reported psychic effects not intended by the clinician 

Reluctance to try previous treatments again 

Resistance to change in therapy that is working 

Intense expressions of anxiety about recurrent symptoms 

Negative mood change 

Supplementing prescribed meds with OTC pain meds 
 

Portenoy and Passik, 1994 

 

 

Differential Diagnosis of Aberrant Drug-Related Behaviours 

 

Addiction 

Pseudoaddiction / Inadequate titration 

Psychiatric disorder / Chemical coping 

Mild Encephalopathy / Confusion 

Family / Social disturbance 

Criminal Intent 
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Managing Opioid Withdrawal – Information for Patients 
Dr. Roman D. Jovey, M.D. 

 

 Opioid withdrawal symptoms are unpleasant but very rarely life threatening. The exceptions to this could be 

someone with a serious medical condition, such as poorly controlled angina or poorly controlled high blood pressure 

or someone with a severe psychiatric condition where the risk of self-harm is high. In such cases, you should seek 

medical supervision when stopping your opioid medication through your own family doctor or, if necessary, at the 

Emergency Department of your local hospital. 

 

You may experience any or all of the following: sweats, chills, headaches, muscle aches, joint aches, abdominal 

cramps, nausea, vomiting, diarrhea, anxiety, fatigue, malaise, "goose flesh". These symptoms are similar to a severe 

flu-like illness. They usually begin within 12 - 36 hours of reducing the dose of your opioid medication, are most 

severe for the next 24 - 72 hours and then begin to fade away over the next 3-7 days*. Some people report feeling 

tired and mildly unwell for 1 - 2 weeks after completely stopping opioids. After this you may feel a temporary flare 

up of your previous pain, but some people actually report less pain once this temporary pain flare is finished.  

 

 There are 3 main methods of stopping your opioids: 

 

1) Fast – You can simply stop taking your opioids immediately. This will mean that your withdrawal may 

be more severe, as described above, but the worst will be over in 7- 10 days. 

 

2) Slower – If you have tried the fast method and cannot cope, and you have a doctor willing to work with 

you, you could gradually taper the amount you take by 5-10% every day. This would mean that you are 

off of opioids by 10-20 days. Your withdrawal symptoms will be milder but will last a longer time (2-4 

weeks). In this case, the doctor may choose to write a prescription instructing the pharmacist to 

dispense only a limited amount of medication at a time. Also he/she may substitute a long-acting, once-

daily opioid picked up on a daily basis from the pharmacist. 

 

3) Methadone taper – This method is the most gentle way to come off of opioids but also results in the 

longest total period of withdrawal symptoms*. Using methadone this way requires a special approval 

from the Federal Government and the doctor has to follow a specific protocol involving daily 

dispensing of the medication from a specific pharmacy. This treatment is usually provided at a special 

methadone clinic your doctor can refer you to. Buprenorphine is another medication used for tapering 

which may have less severe withdrawal effects than methadone. 

 

There are some medications you can take to decrease opioid withdrawal symptoms but no medication, other than an 

opioid, will take withdrawal symptoms away completely. Clonidine is an older blood pressure medication, which can 

help to decrease some of the anxiety, jitters, sweats, and chills associated with opioid withdrawal. The most 

important side effect of clonidine is light-headedness when getting up suddenly from bed or a chair. Clonidine comes 

in a 0.1mg tablet. Start by taking one to see how well you tolerate the drug. Then take one or two tablets every 4-6 

hours as required. Do not exceed 6 tablets per day without speaking to your doctor. When stopping clonidine, taper 

the dose off over 3 days to decrease the risk of a temporary blood pressure increase. Muscle and joint aches can be 

treated with an over the counter NSAIDs, such as ibuprofen (ie. Nurofen©). If diarrhea and stomach cramps become 

severe, use Imodium©, available over the counter at your pharmacy. Finally, for severe anxiety, the doctor may 

prescribe an antiepileptic drug such as carbamazepine, gabapentin or pregabalin for 1-2 weeks after stopping your 

opioid medication.  
 

*Methadone withdrawal symptoms are typically less intense initially but may last up to 4-6 weeks in some people. 
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Managing Opioid Withdrawal – Information for Physicians 

 

 

1. Reassure the patient that withdrawal from opioids is uncomfortable but not life threatening. Each 

dosage reduction may result in symptoms similar to a severe, flu-like illness beginning within 12 - 36 

hours and peaking at 48 - 72 hours and then tapering off within 1 week. Some people experience a 

period of vague dysphoria for 1 - 2 weeks after withdrawal. (Methadone withdrawal may peak later 

with less intensity but can go on for 4-6 weeks in some people.) 

 

2. The patient can choose to withdraw abruptly and experience a more severe but shorter overall period 

of symptoms, or to taper over 10 to 14 days and experience milder but a more prolonged withdrawal. 

You can provide a 10% reduction daily over 10 days. Use frequent (even daily) pharmacy dispensing for 

the tapering process in high-risk patients. Once-daily opioid formulations may make the withdrawal 

process simpler.  A methadone taper allows for a less intense but longer period of withdrawal symptoms 

but requires a methadone prescribing authorization. Buprenorphine is a more recent alternative to 

methadone and may result in less severe withdrawal symptoms. 

 

3. Clonidine has been used the longest to decrease some of the autonomic symptoms of opioid 

withdrawal. The main side effects are orthostatic hypotension and sedation.  

Prescribe 0.1-0.2 mg po q6h prn maximum 6 tabs per day. The dose may have to be lowered if 

the patient reports orthostatic symptoms or has a BP less than 90/60 mmHg, 1 hour after a 

dose. Continue clonidine until off of opioids for 3-5 days then taper over next 3-5 days. 

 

4. One of the symptoms of opioid withdrawal is pain – usually arthralgias and myalgias - which may 

persist longer than other withdrawal symptoms, but will eventually settle. NSAIDs or tramadol or 

paracetamol may be helpful. If attempting to re-evaluate a patient’s pain off of opioids, the opioids need 

to be discontinued for at least 4 weeks to get through withdrawal pain and allow opioid receptors to 

“reset.” 

 

5.  Diphenoxylate (Imodium), which can be purchased OTC at the pharmacy, can help decrease 

abdominal cramping and diarrhea if these occur.  

 

5. Acupuncture or TENS have been shown in some studies to decrease symptoms of opioid withdrawal.  

 

6. Short-term use of an antiepileptic such as carbamazepine or gabapentin or pregabalin, or an 

antipsychotic such as quetiapine for the first 1-2 weeks may help with sleep and anxiety. Short term use 

of clonazepam is also an option. Try to avoid prolonged benzo use especially in high risk patients. 
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Arthritis Pain Treatment Approach 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

Neuropathic Pain - Treatment Approach* 
 

Physical Measures 
splinting, canes, taping, exercise, 
orthotics, heat, liniments 

Topical NSAIDs, Capsaicin 
Active physiotherapy 
Psychological treatments 

Paracetamol 
 

COXIBs (high GI, low CV risk)  
NSAIDs (low GI, low CV risk )  
 

Opioids 
 

“Opioids should be used for patients with 
OA and RA when other medications and 
nonpharmacologic interventions produce 
inadequate pain relief and the patient's 
quality of life is affected by the pain.” 

APS Guideline, 2002 

<4 gm / day healthy, short term use  
<3.2 gm / day healthy, long term use 
<2.6 gm/ day unhealthy, long term use 
Caution: EtOH, Coumadin, BP, abN LFTs 

Beware of NSAID/COXIB risk factors 
Follow BP before and during treatment 
ASA nullifies COXIB GI protection 
Caution: PUD, asthma, renal, CV disease,  
Consider adding a PPI for at risk patients 
Avoid long term use if possible 

Arthroplasty 

Joint Replacement 

 ? I.A. steroid Injection for RA 
? I.A. hyaluronic acid injection for OA 
 

DMARDs AND Biologicals for RA 

Adapted from the American Pain Society Guidelines for the Management of Pain in Osteoarthritis, Rheumatoid 

Arthritis and Juvenile Chronic Arthritis, 2nd Edition. 2002; and the  Osteoarthritis Research Society International 

Guidelines, Osteoarthritis and Cartilage 2008;16:137-162. 

2008                                                                                                                        by R.D. Jovey, M.D. 

Tramadol 
 

“The use of weak opioids and narcotic 
analgesics can be considered for the 
treatment of refractory pain in OA where 
other pharmacological agents have been 
ineffective or are contraindicated”  
   OARSI, 2008 
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 OR 

Neuropathic Pain - Treatment Approach* 

 
 

 

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

TCAs   

 

 
Topical Lidocaine 

GPN or PGN 

CR / LA 

Opioids  

 

Tramadol 

 

Fourth Line Agents 
Cannabinoids Valproic Acid Carbamazepine 
Lamotrigine Topiramate NMDA blockers 
Mexiletine Clonidine SSRIs 
Bupropion        Methadone  Tizanidine 
Lidocaine iv  Ketamine iv,sc,in 

Neurodestructive procedures, 

Implantable stimulators,  

Spinal pain pumps 

In mild-moderate pain, start a 
trial of opioid therapy after a 
failed trial of 1st line adjuvants 
In mod-severe pain, start IR/SA 
opioids on a prn basis along 
with trials of 1st line adjuvants 
If benefit from opioids, switch 
to CR/LA opioids when dose 
stable. 

Most evidence and least $ for 
amitriptyline for pain and sleep, 
but also the most S/E.  
Nortriptyline and desipramine 
have similar analgesic effect with 
fewer side effects (better in older 
patients). 

CBZ - starting treatment 
of choice for TGN 

 

Available in an IR fixed 
dosage form  
  OR 
a CR form for once daily use 

for focal neuropathies (ie PHN) 
5% patch available in U.S. only 
5-10% cream / gel can be 
compounded in Canada 

 

Adapted from: Dworkin et al, 2003; Namaka et al, 2004; Finnerup et al, 2005; Gilron et al, 2006; Moulin et al, 2007   by Dr. R.D. Jovey. M.D. 

 

 *Pharmacological treatments should always be combined with physical and psychological approaches when 

available. Start with a 1
st

 line medication. If it provides partial relief, try adding another 1
st

 line drug. If a drug 

is not effective or if adverse effects occur then stop it and move on to the next group and test in a sequential 

fashion for the best balance of pain relief vs. side effects.   

SNRI 
Duloxetene 
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Screener and Opioid Assessment for  
Patients with Pain (SOAPP®) Version 1.0 - 14Q 

 
 

The Screener and Opioid Assessment for Patients with Pain (SOAPP) Version 1.0 is a tool 
for clinicians to help determine how much monitoring a patient on long-term opioid therapy 
might require.  Physicians remain reluctant to prescribe opioid medication because of 
concerns about addiction, misuse, and other aberrant medication-related behaviors, as well as 
liability and censure concerns. Despite recent findings suggesting that most patients are able 
to successfully remain on long-term opioid therapy without significant problems, physicians 
often express a lack of confidence in their ability to distinguish patients likely to have few 
problems on long-term opioid therapy from those requiring more monitoring.  

 
 
 
SOAPP version 1.0 is a quick and easy-to-use questionnaire designed to help providers evaluate 
the patients’ relative risk for developing problems when placed on long-term opioid therapy.  
Version 1.0 -14Q is: 

• A brief paper and pencil questionnaire 
• Developed based on expert consensus regarding important concepts likely to predict 

which patients will require more or less monitoring on long-term opioid therapy (content 
and face valid) 

• Preliminary reliability data (coefficient α) from 175 patients chronic pain patients 
• Preliminary validity data from 100 patients (predictive validity) 
• Simple scoring procedures 
• 14 items 
• 5 point scale 
• <8 minutes to complete 
• Ideal for documenting decisions about the level of monitoring planned for a particular 

patient or justifying referrals to specialty pain clinic. 
• The SOAPP is for clinician use only.  The tool is not meant for commercial distribution. 
• The SOAPP is NOT a lie detector.  Patients determined to misrepresent themselves will 

still do so.  Other clinical information should be used with SOAPP scores to decide on a 
particular patient’s treatment. 

• The SOAPP is NOT intended for all patients.  The SOAPP should be completed by 
chronic pain patients being considered for opioid therapy. 

• It is important to remember that all chronic pain patients deserve treatment of their pain.  
Providers who are not comfortable treating certain patients should refer those patients to 
a specialist. 
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SOAPP® Version 1.0 
  
Name: ___________________________________________  Date: _______________ 
 
The following are some questions given to all patients at the Pain Management Center who 
are on or being considered for opioids for their pain.  Please answer each question as honestly 
as possible.  This information is for our records and will remain confidential.  Your answers 
alone will not determine your treatment.  Thank you. 
 
 
Please answer the questions below using the following scale:  
 

0 = Never, 1 = Seldom, 2 = Sometimes, 3 = Often, 4 = Very Often 
 
 
 
  
1.   How often do you have mood swings?      0   1   2   3   4 
 
2.  How often do you smoke a cigarette within an hour after  

you wake up?         0   1   2   3   4 
 
3.  How often have any of your family members, including parents 

and grandparents, had a problem with alcohol or drugs?   0   1   2   3   4 
 

4.  How often have any of your close friends had a problem with  
alcohol or drugs?         0   1   2   3   4 

 
5.  How often have others suggested that you have a drug or  

alcohol problem?         0   1   2   3   4 
 
6.  How often have you attended an AA or NA meeting?    0   1   2   3   4 
 
7.  How often have you taken medication other than the way that it  

was prescribed?          0   1   2   3   4 
 
8.  How often have you been treated for an alcohol or drug problem?  0   1   2   3   4 
 
9.  How often have your medications been lost or stolen?    0   1   2   3   4 
 
10.  How often have others expressed concern over your use  

of medication?         0   1   2   3   4 
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0 = Never, 1 = Seldom, 2 = Sometimes, 3 = Often, 4 = Very Often 
 
 

 
11.  How often have you felt a craving for medication?    0   1   2   3   4 
 
 
12.  How often have you been asked to give a urine screen 

for substance abuse?        0   1   2   3   4 
 

13.  How often have you used illegal drugs (for example, 
marijuana, cocaine, etc.) in the past five years?     0   1   2   3   4 

 
14.  How often, in your lifetime, have you had legal problems or  

been arrested?         0   1   2   3   4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please include any additional information you wish about the above answers. Thank you. 
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Scoring Instructions for the SOAPP® Version 1.0 
(14Q) 

 
 
 
To score the SOAPP V.1- 14Q, simply add the ratings of all the questions: 
 
A score of 7 or higher is considered positive. 
 

Sum of Questions 
 

SOAPP Indication 

> or = 7 + 
< 7 - 

 
What does the Cutoff Score Mean? 
For any screening test, the results depend on what cutoff score is chosen.  A score that is good at 
detecting patients at-risk will necessarily include a number of patients that are not really at risk.  
A score that is good at identifying those at low risk will, in turn, miss a number of patients at 
risk.  A screening measure like the SOAPP generally endeavors to minimize the chances of 
missing high-risk patients.  This means that patients who are truly at low risk may still get a 
score above the cutoff.  The table below presents several statistics that describe how effective the 
SOAPP is at different cutoff values.  These values suggest that the SOAPP is a sensitive test.  
This confirms that the SOAPP is better at identifying who is at high risk than identifying who is 
at low risk.  Clinically, a score of 7 or higher will identify 91% of those who actually turn out to 
be at high risk.  The Negative Predictive Values for a cutoff score of 7 is .90, which means that 
most people who have a negative SOAPP are likely at low-risk.  Finally, the Positive likelihood 
ratio suggests that a positive SOAPP score (at a cutoff of 7) is nearly 3 times (2.94 times) as 
likely to come from someone who is actually at high risk (note that, of these statistics, the 
likelihood ratio is least affected by prevalence rates).  All this implies that by using a cutoff score 
of 7 will ensure that the provider is least likely to miss someone who is really at high risk.  
However, one should remember that a low SOAPP score suggests the patient is really at low-
risk, while a high SOAPP score will contain a larger percentage of false positives (about 30%), 
while at the same time retaining a large percentage of true positives.   This could be improved, so 
that a positive score has a lower false positive rate, but only at the risk of missing more of those 
who actually do show aberrant behavior.   
 

SOAPP Cutoff 
Score 

Sensitivity Specificity Positive 
Predictive 
Value 

Negative 
Predictive 
Value 

Positive 
Likelihood 
Ratio 

Negative 
Likelihood 
Ration 

Score 7 or above .91 .69 .71 .90 2.94 .13 
Score 8 or above .86 .73 .75 .86 3.19 .19 
Score 9 or above .77 .80 .77 .80 3.90 .28 

 


