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Opioid Prescribing Supplement 

 

Thank you to practices for undertaking a review of high dose opioid prescribing as part of the Prescribing 
Incentive Scheme. The review was part quantitative and part qualitative. It was also designed to elicit 
information on training needs and ideas for service improvement to be shared with CCG commissioners. 
The results have been collated and a report submitted to NHS England Accountable Officer and the 
CCG’s planned care commissioner so that your thoughts on how patients can be better supported are 
built into service development planning. It has also been discussed at the CCG Prescribing Group. 
 
A centrally developed search was run in each practice. Returns were received from all 27 practices. The 
searches found 559 patients on doses of opioids over 120mg morphine equivalent. 98 patients were 
excluded for further review as their opioids were being prescribed for palliative care / end of life 
indications. However some practices included these in their data so the analysis below is based on 481 
patients. 
 
Consolidated results 
 

C   Criteria Yes No 

      Frequency and dose of drugs specified on prescriptions 480 1 

      Indication clearly identified 309 172 

      Evidence of over use / misuse 43 438 

      Medication reviewed in last 3 months 275 206 

      Co-prescribing of Z drugs 71 410 

      Co-prescribing of benzodiazepines 64 417 

      Co-prescribing of gabapentin or pregabalin 205 276 

      Gabapentin dose exceeds 3.6g per day 3 246 

      Pregabalin dose exceeds 600mg per day 4 221 

      Co-prescribing of codeine, tramadol or dihydrocodeine 163 317 

 
The indications for opioid therapy covered a wide range of clinical conditions including knee, back, hip 
and shoulder pain, Ehlers-Danlos Syndrome, Sciatica, Osteoarthritis, RA, Fibromyalgia, Necrotising 
pancreatitis, Spinal stenosis, Chronic fatigue, Lumbar scoliosis, Abdominal adhesions, Osteoporosis, 
Diabetic neuropathy. 
 
Points to note are: 

 The audit focusses on the tip of the iceberg – patients on > 120mg morphine equivalent. 
However, many patients are on multiple medications which increase their dose to more than 
120mg. These have not yet been identified. It is anticipated that the issues will be similar (and 
the numbers greater). 

 35% patients did not have a reason recorded for their opioid. 

 43% patients had not been reviewed within the last 3 months. 

 13% were co-prescribed benzodiazepines 

 14% were co-prescribed Z drugs 
 

Practices were also asked to submit a report to answer the following questions:- 
 

1. What actions have been implemented as a result of the review? 

It was good to note that the review generated a number of actions to improve patient care. Points 
raised by the practices include:- 

 Recalled patients not seen in last 3 months 

 Ensured quantity and duration are set on repeats 

 Shared learning with rest of team re role of opioids in chronic non-cancer pain 
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 Added indication code to repeat template 

 Reviewed high dose gabapentin and pregabalin 

 Rationalised prescriptions for multiple opioids 

 Referred patients to pain clinic 

 Undertook opioid awareness eLearning 

 Added warning to patients home page re high dose opioid 

 Added automatic script note to warn patients about the dangers of driving 
 

2. Have any training issues been identified? 

 Need to add diagnosis / indication to medicines (all, not just opioids) 

 Watch for patients receiving opioids on both acute and repeat prescriptions 

 Make clear the reasons for changes to medication 

 Be aware of potency of fentanyl 

 Risks from driving 

 Patient education 

 Prescribing and deprescribing information 

 Dose titration of gabapentin and pregabalin 

 Admin staff re importance of checking if request is early and alert prescribers 

 Consider adjuvant therapy before escalating dose 

 Improve access to and usage of patient information leaflets 

 Improve consultation skills to manage challenging patients 
 

3. Is there any learning that you could share with colleagues? 

 More regular reviews stop problems later on 

 Do not start opioids / tramadol in non-cancer pain 

 Do not prescribe combinations of various opioids 

 Have a CD contract with the patient 

 Consider deprescribing 

 Review at every opportunity 

 SystmOne will not flag early issue when the duration counter is set to less than 28 days. 
Therefore always check date of last issue before signing a script. 

 Avoid acute issues 

 Livingwellwithpain.co.uk is a useful website. 
 

4. Are all these patients under the care of the Pain Clinic? If not, what are the reasons 
why? 

This was a mixed picture and not quantified in the reports. However, the following comments were 
made: 

 

 Some patients have been on opioids for so long that the need for a referral has not been 
identified 

 Yes, some, but not all attend regularly 

 No point as they don’t provide advice about deprescribing 

 Some patients have declined re-referral as they did not have a good experience first time 

 Better for patients to be managed within their own practices 
 

5. Are there any concerns regarding addiction or mental health with these patients? 

 Yes – so need support eg pain psychologist 

 Yes – patient reviewed and action plan agreed 

 Yes – three patients identified – working now with pain team 

 Long wait for appointments affects mental health 

 Depression is a concern 

 Patients unwilling to engage with COMPASS 

 Patients are difficult to manage, do not attend appointments but still demand medication – 
puts GP in difficult position 

 



6. What additional services could help you manage this cohort of patients more 
effectively? 

 Referrals declined by COMPASS – gap in service 

 Patient support groups needed 

 Extra training for GPs; more time to see complex patients 

 More tailored support 

 Use CCG and PCN pharmacists to review patients 

 Good to have a Pain lead GP. Keep work at practice level – better engagement with own GP. 

 Direct access to advice from Pain Team 

 Advice line / email/ hot clinics 

 Opioid addiction and weaning programme 

 Holistic service to address mental health, social issues, physical wellbeing etc. 

 Chronic fatigue service to support diagnosis and management 

 Pop up alerts on SystmOne 

 Information packs for patients 

 Pain management specialist nurse 

 Domiciliary service to help patients manage their medicines  

 Combine pain service with biosocial services that tackle mental health, addiction, promote 
self-care techniques; keep patient long term to ensure continuity of care 

 Contact TPP to ask them to set a default quantity of 28 days for all CD prescriptions to limit 
patient’s ability to re-order early. 

 

Conclusion  
The GP practices have invested time and resources to undertake this audit and the 100% response rate 
is excellent. They have shown honesty about the complexity of the problem and their need for more 
support in improving care for patients with chronic pain. 
 
Some quick tips 

Choice of opioid route/formulation and dose  
The oral route is preferred route of administration. In most setting an initial opioid trial is probably best 
achieved using immediate release formulation for very short period of time (i.e. 1-2 weeks).  

 Prescribe short (1-2 weeks) of immediate release morphine tablets/capsules or liquid. Be aware that 
liquids can easily be overused or not measured properly so solid dosage forms may be better. 

 Advise patient to explore doses within a specified range e.g. morphine 5-10mg.  

 If reduction in pain is not achieved following a single dose of immediate relief morphine 
20mg, opioids are unlikely to beneficial in the long term.  

 Trial of fixed dose regimens using modified release preparations needs to allow for one or two 
upwards dose adjustments and may therefore take three weeks or more. Use of immediate release 
preparations (Sevredol is preferred brand for IR morphine) is justified when:  

 The pain is intermittent and short-lived.  

 Pain intensity varies significantly: use of regimens including immediate release preparations allows 
flexibility to reduce the dose on days when pain is or is expected to be less severe.  

 Background pain is well controlled with modified release preparations, but the patient has 
infrequent, short-lived episodes of increased pain. Modified release (Zomorph is preferred brand for 
MR morphine) may be more appropriate for patients with persistent pain throughout the day and 
night. 
 
Assessing whether the opioid trial is a success. 

 Encourage the patient to keep a diary during the opioid trial. This should include a twice-daily report 
of pain intensity, comment on sleep, note of activity levels and how any of these are changed 
following a dose of opioid.  

 All doses of opioids should be recorded in the diary with a comment on side effects.  

 If the opioid trial is not successful, the drugs should be tapered and stopped within one 
week. A 30% reduction in pain should be demonstrable to justify long term prescribing.  

 If the opioid trial demonstrates some benefit from the opioids, further exploration may be helpful.  A 
successful short term trial does not predict long-term efficacy.  

 Assess potential merits and contraindications for opioids in patients unresponsive to other ‘first-line’ 
treatments  



 Consider whether depression is a complication and needs treatment before a trial of opioids. 
Chronic pain and depression often coexist and depression may be a reason why some patients 
respond poorly to initial treatments. 

Prescribing note 1: Ensure where a dose increase is intended, that the calculated dose is safe for the 
patient (e.g. for oral morphine or oxycodone in adults this is not normally more than 50% higher than 
the previous dose)  
 

Prescribing note 2: Opioids have a range of effects including endocrine, immunological, cognitive and 
emotive. Long-term opioid use is associated with numerous adverse reactions. The continuing 
management plan needs to incorporate a process of regular review for the risk and occurrence of 
adverse events. 
 

Tapering and stopping  
It is important to taper or stop the opioid regimen if:  

 The medication is not providing useful pain relief. The dose above which harms outweigh the benefit 
is 120mg oral morphine in 24 hours. Increasing the opioid load above this dose is unlikely to yield 
further benefits but exposes the patient to increased harms.  

 The underlying painful condition resolves  

 The patient receives a definitive pain relieving intervention (e.g. joint replacement)  

 The patient develops intolerable side effects 

Preparation for dose reduction includes:  

 explanation of the rationale for stopping opioids including the potential benefits of opioid reduction 
(avoidance of long term harms and improvement in ability to engage in self-management 
strategies) 

 agreeing outcomes of opioid tapering 

 deciding which patients may need admission for opioid taper/cessation informed by existing opioid 
dose 

 physical co-morbidities 

 mental health co-morbidities including significant emotional trauma 

 monitoring during taper of pain 

 symptoms and signs of opioid withdrawal 

 choice of opioid reduction scheme 

 incremental taper of existing drug 

 conversion to methadone or buprenorphine 

 defining the role of drug and alcohol services to support dose reduction 

 close collaboration between the patient, his or her carers and all members of the patient's health 
care team 

 arrangements for follow-up including agreed prescribing responsibilities 

The dose of drug can be tapered by 10% weekly or two weekly. 

 
Minimising adverse effects 

 Most patients will develop tolerance to the side effects of morphine (except constipation). If 
patients suffer from nausea when first starting morphine a short course of metoclopramide may be 
appropriate until tolerance develops. Haloperidol is often used as an alternative to metoclopramide 
in palliative care  

 A laxative should always be prescribed with opioids. Encourage lots of fluids, fruit and fibre. 
 
Supportive medication: Most common side effects are predictable consequences of opioid use; 
nausea, vomiting, constipation, pruritus, dizziness, dry mouth and sedation. CNS side effects such as 
drowsiness and dizziness tend to improve gradually after opioid initiation.  
 
Consider prophylaxis with: 
  
Laxatives:  

 Constipation may occur in majority of patients on regular opioid medication.  

 To avoid unnecessary laxative use, ensure the laxatives are stopped if the opioid analgesics are 
stopped, unless otherwise clinically indicated.  

 Combination medication is usually a good and effective choice e.g. bisacodyl (5-10mg ON, max. 
20mg at night) + macrogol compound up to 8 sachets/day may be used in faecal impaction, 1 sachet 
dissolved in 125ml water).  



 
For further details please refer to the local formulary  
 
Anti-emetics:  

 When required prescribe a single agent based on underlying cause.  

 Short term use of first line agents to control nausea and vomiting is usually effective, as the 

 symptoms usually resolve once opioid use is established  

 First line agents include: metoclopramide (10mg TDS before meals or 30mg/24hr SC and  

 should be prescribed for 5 days only), or domperidone (10mg 3 times daily; max.30 mg daily 
for a   maximum of 7 days only)  

 Use regularly and to maximum dose before changing to another medicine. 
 
Caution in renal impairment: 
Patients with renal impairment treated with opioid analgesics should have their dose reduced or 
opioids should be avoided. 
 

GFR (mL/min) Dose of morphine 

20-50 75% normal dose 

10-20 Use small doses e.g. 2.5-5mg and extended dosing intervals. Titrate according 
to response 

< 10 Use small doses e.g. 1.25-2.5mg and extended dosing intervals. Titrate 
according to response 

 
An immediate release preparation given at longer intervals than normal is more appropriate than 
using a modified release preparation in these patients. Avoid the use of oxycodone if eGFR < 
10ml/min/1.73m
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Oral Oxycodone  
Oxycodone has an efficacy and side-effect profile similar to that of morphine but much more 
expensive. It is an alternative for patients who develop intolerable adverse effects with oral morphine 
or who do not respond to morphine  
The local first line cost-effective choice is Abtard or Longtec (MR) and Shortec (IR) 
 
Targinact (Oxycodone + naloxone) should not be prescribed. It is classified as double red. 
 
Fentanyl Patches  
These should only be considered for patients who are on a stable dose of opioid and who are unable 
to swallow /comply with oral medication. Fentanyl patches should not be prescribed for opioid naïve 
patients. Take care with calculation of dose equivalents.  
 
The local first line cost-effective choice is Fencino. 
 

This thermometer provides a visual reminder of the relative potencies (but should not be used for dose 
conversion). 
 

 
  

Please see BNF for accurate dosage 
conversions. 



 
 
 
 
Other resources 
 

The Faculty of Pain Medicine has produced useful resources for patients and healthcare 
professionals to support prescribing of opioid medicines for pain. This web based resource has 
received contributions from several medical royal colleges. NICE, Royal Pharmaceutical Society, the 
British Pain Society, Public Health England, NHS England, the CQC and the NHS Business Services 
Authority. The preceding information is based on the FPM guidance. See 
https://www.rcoa.ac.uk/faculty-of-pain-medicine/opioids-aware 
 
Department for Transport Guidance for healthcare professionals on drug driving 2014 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/32
5275/healthcare-profs-drug-driving.pdf 
 
https://livewellwithpain.co.uk/ (for patients) 
 
Understanding pain and what to do about it (for patients) 
https://www.youtube.com/watch?v=cLWntMDgFcs 
 
 
Public Health England review 
https://www.gov.uk/government/publications/prescribed-medicines-review-report  
 
There is an interesting commentary from PHE here 
https://publichealthmatters.blog.gov.uk/2019/09/10/moving-forward-from-the-prescription-medicines-
review/  
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