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CONTENT FROM OPIOIDS, PAIN, AND RISK REDUCTION

Educational Objectives:
After completing the complete online learning activity, participants will be able to:

• Enhance clinical skills of health professionals in treating pain safely and effectively while reducing 
the risk of addiction/substance abuse/misuse and overdose in patients being treated for pain as well
as recognizing and addressing these problems in patients. Specifically:

◦ To prepare healthcare professionals who prescribe opioids to fully assess patients before 
prescribing them, prescribe all opioids carefully and safely, and monitor patients for early 
detection and prevention of serious adverse events. Further, to become familiar with general 
and specific drug information on ER/LA opioid analgesics, such as instructions for use, special 
precautions, adverse effects/side effects, drug interactions, opioid tolerance, the risk of 
overdose, conversion methods, product safety, dosing, and effect of tolerance.

◦ To apply clinical skills with respect to reducing the risk of addiction/misuse of opioids and other 
prescribed controlled substances, recognizing and addressing drug-related aberrant behavior, 
urine drug testing and other ongoing monitoring of patients on chronic opioid therapy, 
coordinating care of these patients with a multidisciplinary team, and assuring adequate pain 
management in patients with substance use disorders without further contributing to patient 
substance use problems.
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Bup.ClinicalEncounters.com.

• Assessing Pain

• Treatment of Pain

• Opioids and Pain: Assessment and Treatment Planning Prior to Prescribing (ER/LA Opioids)
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• Opioids and Pain: Weighing Risks and Benefits (ER/LA Opioids)

• Opioids and Pain: Initiating, Monitoring, and Terminating Opioid Treatment (ER/LA Opioids)

• Opioids and Pain: Identifying, Assessing and Responding to an Aberrant Behavior

• Expanded Skills: Minimizing Opioid Diversion and Overdose Risk

• Expanded Skills: The High Risk Patient and Opioids

• Expanded Skills: Coordinating Pain Treatment with Colleagues

• Cases to Assess Understanding – Barbara and Olivia
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ASSESSING PAIN

Goal:
Health care providers will be able to complete a pain assessment and create a working diagnosis 
using a standardized approach.

After completing this module, participants will be able to:
Take a systematic approach to pain history, assessment, and diagnosis

Implement use of an acronym (PQRSTU) to remember all the factors for a comprehensive pain 
assessment

Interview patients regarding pain using a patient-centered approach

Categorize pain for acute or chronic and nociceptive or neurogenic pain conditions

Establish a working diagnosis for pain

Professional Practice Gaps
Chronic pain is a very common problem encountered in clinical practice. Current research shows that 
25.3 million (11.2%) adults in the United States experience chronic pain. 40 million (17.6%) of adults in
the United States experience severe levels of pain1. In a study involving 111 providers (attending 
physicians, nurse practitioners, physician assistants, and family practice residents), a mean of 37.5% 
of adult patients seen in a targeted week by any of the participating providers reported having current 
chronic pain2. Guidelines produced by the American Pain Society (APS) and the American Association 
of Pain Medicine (AAPM), Clinical Guidelines for the Use of Chronic Opioid Therapy in Chronic 
Noncancer Pain3, and CDC guidelines for opioid prescribing4 recommended multidisciplinary care for 
pain and that when opioids are prescribed for a patient with chronic pain, a single clinician should be 
identified who is primarily responsibility for the patient's overall medical care3. However, 
multidisciplinary pain centers have decreased in number and are not an option for most patients in 
chronic pain5.
Individual pain providers need to coordinate care among themselves to provide the same 
multidisciplinary care in multiple settings. A survey of physicians found that they do not feel they have 
time to consult with other providers regarding their patients being treated for chronic pain6. Training in 
coordinating pain care and improved communications among pain providers is likely to lead to more 
efficient consulting, which will help address the barrier of not enough time. A survey of health care 
facilities regarding pain management practice standards and education revealed gaps in knowledge of
pain management and attitudes that hinder proper acute and chronic pain treatment7. In a needs 
analysis survey for developing this training program, 18 physicians and nurse practitioners surveyed 
rated strong agreement (mean=4.4/5) that they would be interested in CME on the topic: "Patient co-
management by primary care and specialists"8.

INTRODUCTION

Foundation Section Overview

The Foundation training section, consisting of a module on Assessment and
another module on Treatment, will review a comprehensive approach to
assessment, diagnosis, and treatment of pain so that you have all the information
you need to provide the most effective and safe pain management. Emphasis is on
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using first-line treatments if possible, and using opioid therapy only as needed and with precautions to 
reduce risk.

Assessment Module Overview
Pain should be evaluated thoroughly with complete history, physical, and diagnostic tests before 
prescribing medications or other treatments. A standard approach to elicit pain information from a 
patient will assure that critical information is not omitted, including:

Pain: Include nature, severity, duration, triggers, past and current treatment, subjective experience

Functioning: Impact of the pain on the patient's life including physical and psychosocial functioning. 
Pain is a perception, a subjective experience, so explore emotional and cognitive components in 
addition to objective findings.

Underlying condition responsible for the pain: With chronic pain, finding the pain diagnosis may 
not always be possible, but an effort to find and treat the underlying cause and assessing its current 
status is important

Assess pain at each appointment. Pain should be assessed at every appointment during chronic 
pain treatment, as it may change over time.

PRACTICE TIP
Let your patients know that you care about their pain and how it affects them and that you will do 
everything you can to help them.

ASSESSMENT AND DIAGNOSIS OF PAIN CASE: MS. WARD
The following case will be used in this module to illustrate concepts:

Patient: Ms. Elizabeth Ward, 38 y/o

Brief History: Ms. Ward is a new female patient complaining of pain in her left heel 
that began several months ago and became excruciating after a long run last week. 
She describes the pain as throbbing and sharp. It bothers her daily, especially after 
work, where she is on her feet a lot. She is frustrated because she wanted to run a 
half marathon but had to stop running because of the pain.  

How would you classify her pain?
What would you ask to obtain a complete pain history?
How would you help her take an active role in her treatment?
What first-line pharmacological therapies would you recommend?
What non-pharmacological therapies would you recommend?
Are opioids an evidence-based option for her?

This module will show you how to:

Assess and develop a working diagnosis for Ms. Ward's heel pain.
Develop a treatment plan for common pain conditions, illustrated through two additional cases.
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Apply what you have learned about pain assessment, diagnosis, and treatment with an unknown, 
fourth case.

At the end of the module, there will be an unknown case to apply what you learn.  

CONFIDENTIALITY

Confidentiality is the agreement between patient and provider that
information discussed during or after the encounter will not be shared with
others without the explicit permission of the patient9. Confidentiality and its
related laws are designed to protect patient privacy by limiting the
communication of intrusive information regarding the patient10. Confidentiality is 
crucial to fostering candid communication and essential to gaining a patient's
trust in the health care system.
In primary care, the provider-patient relationship is particularly important.
PCPs generally have long-term relationships with their patients and often treat multiple family 
members. Additionally, it is common for family members to accompany a patient to an office visit. All of
these situations make the preservation of doctor-patient confidentiality more complicated11.

PAIN HISTORY: A STANDARDIZED APPROACH

Evaluating Pain: PQRSTU Overview
Pain assessment tools allow the patient a medium in which to express critical facts about how intense 
the pain is, what part of the body it originates, the type of pain, and how it impacts quality of life. 
Several are offered in the Related Resources section at the end of the module.

The acronym PQRSTU can help clinicians remember all the factors to assess regarding pain:

Provocation/
Palliation/Past.

Provocation: What elicits pain or aggravates it/makes it
worse?
Palliation
Past

Quality of Pain. For example, is the pain sharp or dull, throbbing? 

Region of 
Pain/Radiation.

 Region/Location of pain
Radiation of pain, 

Severity of Pain.
Numeric pain intensity scale: Asks the patient to rate their pain intensity on a 
scale of 0 to 10 with 0 equaling no pain and 10 equaling the worst pain possible
Visual analog rating scales

Timing.

Questions about time and pain including the following:

Onset: When did the pain start? Is the pain immediate or delayed? How long 
after precipitating factors does it start?
Time of day: When does the pain occur?
Pattern: Is it intermittent or constant pain?
Duration: How long does the pain last?

U (How Pain 
Affects You), ie. 

Assessment of functioning is critical in determining the extent of treatment 
needed.
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Functioning.

Patients' mood, work/activities, relationships, etc, may be affected by pain
Start with Activities of Daily Living assessment
Supplement with open-ended questions regarding pain effects on functioning, for
example: "Please tell me how the pain is affecting your daily life?"  

PRACTICE TIP
The patient self-report is the most reliable indicator of pain.

EVALUATING PAIN USING PQRSTU: STEPS P, Q, R, S T, AND U

This table again reviews the Steps P, Q, R, S, T and U, but with more detail:

Provocation/
Palliation/Past.

Provocation: What elicits pain or aggravates it/makes it worse?
Palliation:
What makes it better? What has been tried? Include both pharmacological (over the 
counter and prescription) and non-pharmacological (e.g., ice/heat, massage, 
acupuncture, guided imagery, physical therapy, meditation)?
Response to treatment: How well did each treatment work? Any adverse effects?
What dosages of medications have been tried?
Past: The same questions applied to the past. Also, what is the past history of this 
problem?

Quality of Pain.
For example, is the pain sharp or dull, throbbing? The McGill Pain Questionnaire, as
found in the Related Resources link at the end of the module, includes a 
comprehensive list of pain descriptions12.

Region of Pain/
Radiation.

Region/Location of pain
Radiation of pain, whether it moves to other areas, for example, visceral pain of a 
myocardial infarction may radiate to an arm or the jaw; sciatic nerve pain may 
radiate down the leg.
Draw both "Rs", on a diagram, such as the one on the McGill Pain Questionnaire, 
linked in Resources at the end of the module.

Severity of 
Pain.

Patients may have difficulty expressing the nature and intensity of their pain. 
Because pain is subjective, there is no completely objective way to detect it. Scales 
can help patients rate their pain severity, for example.
Numeric pain intensity scale: Asks the patient to rate their pain intensity on a 
scale of 0 to 10 with 0 equaling no pain and 10 equaling the worst pain possible
Visual analog rating scales: Example - the Pain Thermometer, in which higher 
temperatures correspond to higher pain intensity. For children and those with 
cognitive impairment, the Faces Pain Rating Scale is a valid measurement that 
depicts a range from a very happy face to a very sad face13. (See Resources at end 
of module.)

Timing Questions about time and pain including the following:

Onset: When did the pain start? Is the pain immediate or delayed? How long after 
precipitating factors does it start?
Time of day: When does the pain occur?
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Pattern: Is it intermittent or constant pain?
Duration: How long does the pain last?

U (how pain 
affects you), i.e.,
Functioning

Assessment of functioning is critical in determining the extent of treatment needed.

Patients' mood, work/activities, relationships, etc., may be affected by pain  
Start with Activities of Daily Living assessment
Supplement with open-ended questions regarding pain effects on functioning, for 
example: "Please tell me how the pain is affecting your daily life?"  

PRACTICE TIP
The patient self-report is the most reliable indicator of pain.

MS. WARD'S PAIN HISTORY (P, Q, R, S, T, U)

Examples Patient Interview With PQRSTU Questions

1. P: Questions on Provocation, Palliation, Past
Provider: Ms. Ward, I'd like to ask you a few questions about your heel pain so I
can better assess the type of pain you are experiencing. First off, what makes the
pain worse? [Provocation]

Ms. Ward: The worst is when running on pavement; I think that is what
caused it. But working on the floor at the store all day makes it hard to walk, too.

Provider: Ok. What treatments, medications and other treatments, such as physical therapy, exercise,
or massage, have you tried for the pain and how has it worked for you? [Palliation]

Ms. Ward: I take ibuprofen all the time and sometimes extra strength acetaminophen, which 
helps. And I've cut down on my running and changed my running shoes, which kept it from getting 
worse. But on the days I work the floor all day, my heel really hurts.

Provider: Has your heel been treated before, and if so, what was the outcome? [Past]

Ms. Ward: I've never had pain like this before in my heels.

2. Q: Questions on Quality of Pain
Provider: Some pain is dull or achy, while other pain is sharp, stabbing, pinching, or tight. Can you 
describe what your pain feels like? (Note: the list from the McGill Pain Inventory could be used for this 
purpose)

Ms. Ward: I would say it's a sharp, throbbing pain.

Provider: Do you feel any burning or tingling sensations, or is your heel sore or tender to touch?

Ms. Ward: Just tender to touch.

3. R: Questions on Region/Radiation
Provider: Ms. Ward, you have mentioned that the pain is in your left heel. Do you feel pain anywhere 
else?

Ms. Ward: It's just in the heel, especially near the front of it.
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4. S: Questions on Severity
Provider: On a scale of 1 to 10, with 1 being "no pain" and 10 being "the worst pain imaginable", how 
would you describe the pain in your heel right now?

Ms. Ward: I would say it's about a 3-4 with extra strength acetaminophen.

Provider: On the days when the pain is at its worst, how would you describe your pain, on a scale of 1
to 10?

Ms. Ward: At first, it's almost a 10 when running. After long days on the retail floor, I would say 
it is a 6. Same thing in the morning or if I don't take acetaminophen.

5. T: Timing
Provider: When did this start? [Onset]

Ms. Ward: It started about 3 months ago, the worst pain started this week. It got warm and a 
little swollen after a long run.
Provider: Did it start immediately?

Ms. Ward: Yes immediately after the run and also after being on my feet at work.
Provider: When do you most feel the pain? [Time of day]

Ms. Ward: Aside from being really bad after running and work, it's basically there at a lower 
level all day. It is pretty bad first thing in the morning, and it is painful to walk at first.
Provider: How long does the pain last, once it is triggered? [Duration]

Ms. Ward: The pain really never goes away - there's a little throbbing all the time and a sharp 
pain when I walk or run.

6. U (You)
Provider: How has this pain affected you? [Open-ended Question on Functioning]

Ms. Ward: The main reason I'm here is that it has interfered with my running goals.
Provider: I appreciate you let me know how important running is for you. Are there other ways that 
your heel pain affects your daily life? [Effect on Daily Activities]

Ms. Ward: I've had to leave work early a few times because of the pain. By the end of the day, 
there is a sharp pain in my heel, and it throbs all night. I had to stop running and walk carefully to 
avoid putting pressure on my heel.
Provider: Has it had any effect on your relationships? [Effect on Relationships]

Ms. Ward: Yes! My 8-year-old daughter loves to play soccer, and now I can't help her practice.
Provider: Has it affected your mood? [Effect on Mood]

Ms. Ward: Not so far, but if it continues like this, I don't know...

More on Functioning: After listening and providing empathy for this significant part of the chronic 
pain experience, ask for any further information you need about the following areas of functioning:

Psychological Functioning/Mood: Does the pain affect your mood?
Daily Activities: Does your pain keep you from doing anything, such as daily activities? (e.g., 
sleeping, walking, cleaning, shopping, work, play, or hobbies).
Social Functioning: Does the pain affect your relationships?
14

The Brief Pain Inventory, linked in the Related Resources at the end of this module is an example of a 
pain assessment questionnaire that is reliable and valid and may detect the origin of pain15.
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VIDEO: ASSESSING PAIN SYSTEMATICALLY WITH PQRTSTU ACRONYM
A video that illustrates a provider assessing a patient's pain using an acronym, PQRSTU, can be 
viewed here: https://youtu.be/cKR27q9g-_o.

 16

BARRIERS TO PAIN CARE BASED ON RACE, ETHNICITY, AND OTHER
SOCIOECONOMIC FACTORS

Many potential barriers contribute to differences in pain care received by different groups on the 
average. For example, ethnic minorities in the United States have been relatively under-treated with 
analgesics17. Common social barriers to treatment include education, financial stability, location, lack of
public transportation, and language18

Primary barriers: The result of social determinants, primary barriers are more difficult for providers to 
address. These barriers are common in certain racial, ethnic, or socioeconomic groups:

Compromised access to adequate pain care due to:
limited pain care facilities
pharmacies not stocking pain medications, e.g., inadequate supplies of opioids in communities of color
19

limited transportation in a particular neighborhood
Lack of health insurance or the ability to pay for health care

Secondary barriers: Originate from providers and can, therefore, be addressed more readily by 
them, including providers' own problems with:  

prejudices
cultural sensitivity
cultural competency

It is important for providers to:

Become aware of their biases and not allow them to get in the way of providing equal pain care for all 
groups.
Become familiar with and respect differences in race/ethnicity, gender, sexual orientation, religious 
beliefs, and disability that may affect pain treatment.
Integrate the response to these differences into the pain treatment plan.
Address language and other communication barriers.

Genetic Differences in Pain:
Racial and ethnic differences in response to pain medications have been observed20. Differences in 
metabolism, clinical effectiveness, and side-effect profiles have been described, but further research is
needed. Treatment outcomes can vary among ethnic groups.
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MS. WARD – PATIENT-CENTERED INTERVIEWING

Importance of "Patient-Centered" Approach in Treating
Pain
Important aspects of patient-centered care for pain that actively
involve patients in decision making and treatment include:

• Informing and involving patients in medical decision making
and self pain-management

• Providing physical comfort and emotional support
• Understanding the patients’ concept of illness and cultural

beliefs

Institute of Medicine (IOM). Crossing the Quality Chasm: A New Health System for the 21st Century. 
National Academy Press, Washington, DC. 2001. Available at: 
http://iom.nationalacademies.org/Reports/2001/Crossing-the-Quality-Chasm.... Accessed on: 2013-09-
12.

Patient-centered care helps motivate and engage the patient and thus may improve their response to 
pain treatment. Good communication skills help develop a trusting relationship. Sensitive, non-
judgmental interviewing techniques can result in more accurate and candid self-reports. For example, 
patients who trust their provider are more likely to share a history of substance abuse.

Empathy. Showing empathy for a patient's suffering is an important part of emotional support. This 
includes being able to recognize and acknowledge strong emotions or suffering and to express 
compassion or concern for their pain and emotional discomfort. Example: "I see it has been pretty 
painful. I'm sorry to hear you have had this much pain. I want to help you so that you get some relief."

Patient-Centered Interviewing About Pain
A series of rapid-fire, targeted questions may seem efficient, but it does not foster an open, equal 
relationship or patient engagement. Using open-ended questions rather than "yes" or "no" questions 
facilitates active patient participation and gives you an idea what aspects of the pain are most 
important to the patient.

Example of an Open-Ended Question in the Patient-Centered Approach
[Notice that Ms. Ward volunteers a lot of information in response.]

Patient: Ms. Elizabeth Ward, 38 y/o

Brief History: Ms. Ward is a new patient complaining of pain in her left heel that
began several months ago and became excruciating after a long run last week. She
describes the pain as throbbing and sharp. It bothers her daily, especially after work
where she is on her feet a lot. She is frustrated because she wanted to run a half
marathon but had to stop running because of the pain.

Interview:
Provider: Tell me what's been going on with your heel? [Open-ended Question on
the Chief Complaint]

Ms. Ward: The worst pain is when my heel strikes the pavement when running; I think that 
increasing my training caused it. [Provocation] The morning after a work out it is hard to walk at first, it 
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is so painful. [Time – onset] I'm on my feet at work all day which makes it worse [Provocation]. I tried 
icing it and taking ibuprofen and acetaminophen, but that's not enough anymore! [Palliation]

Question: What can this provider say to Ms. Ward next that would be consistent with the patient-
centered care principles described above?

Choose all that apply:
It sounds like you are suffering from this pain in several important areas of your life.
Feedback: Correct!
This response from the provider achieves the goal of showing he/she is listening. Adding the word 
"important" shows an understanding of the value to Ms. Ward of these changes in functioning. 
It sounds like you need more relief from your pain.
Feedback: Correct!
This response from the provider uses accurate summarizing to show that the provider is listening 
carefully. 
I am going to try you on an opioid and see if that helps with your pain.
Feedback: Partially Correct
While this response from the provider does show an interest in relieving the patient's pain, it does not 
include the patient in the treatment plan process. In patient-centered care, the patient is included in 
decisions about treatment. A better response at this point might be to show interest and dedication to 
trying to find more pain relief for Ms. Ward, for example, "I want to work with you to look for treatments 
that provide better pain relief."
What is your goal in terms of running?
Feedback: Correct!
This response from the doctor explores Ms. Ward's definition of illness. Some people might be happy 
just to be able to walk without pain. But the doctor is exploring whether Ms. Ward's idea of wellness is 
to resume her training for a marathon.   

ACUTE VS CHRONIC PAIN SYMPTOMS

A complete diagnosis of all possible underlying pain conditions is beyond the scope of this training 
activity, but we will briefly review pain categorization, which helps lead to a diagnosis.

First, pain can be divided into acute vs. chronic and nociceptive vs. neuropathic categories.

Pain History
Characteristic

Acute Pain Chronic Pain

Provocation: Eliciting 
Pain Response

More clear mechanism of 
provocation.
Elicited through movement or 
palpation

Less clear mechanism of provocation
May be difficult to elicit the pain through 
movement or palpation

Past History of Pain Less history to obtain

Past history of chronic pain is important, 
including what has been tried for 
palliation and how well each treatment 
has worked.

Quality of Pain Feels sharp or throbbing Often described as a dull ache
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Pain History
Characteristic

Acute Pain Chronic Pain

Often described in terms of the 
pain itself: 
"I have this stabbing pain in my 
back!"

More likely to be described in terms of 
the emotional strain or worry: 
"I have this pain in my back that is really 
getting to me."

Severity of Pain May be severe
May become less severe than acute 
pain; however, many cases are severe.

T (timing): Duration
Short in duration (but may last up 
to several weeks)

Present over 6 weeks or for longer than 
the anticipated healing time.21

May persist even in the absence of injury
or after healing

T (timing): Onset Sudden onset Onset often gradual

U (U=You - how pain 
affects the patient): 
Emotional effects

Emotional response often 
subsides when healing is 
expected

Effects on physical functioning and 
quality of life can be devastating
Potential emotional effects include 
depression, anger, anxiety, and fear (of 
additional pain or re-injury)
Meaning of the pain to the patient is 
relevant to behavioral treatment.

21–23 

COMMON PAIN CONDITIONS

Common Acute Pain Conditions
Acute pain often has a readily diagnosable source. The pain is often protective or
guarding of some underlying condition. Acute pain is often a result of trauma or
infection (nociceptive pain). Common examples include:

a broken bone (somatic pain)
organ pain (visceral pain)
herniated disc (neuropathic pain)

Common Chronic Pain Conditions

Chronic pain may not have an obvious explanation. The pain is often not useful or protective. Some 
chronic pain conditions are common:

• Osteoarthritis
• Lower back pain
• Myofascial pain
• Fibromyalgia
• Chronic headaches
• Central pain (e.g., spinal cord injury, stroke, Multiple sclerosis)
• Complex Regional Pain Syndrome
• Peripheral neuropathy
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• Neuralgia
• Intermittent pain conditions, e.g., sickle cell disease and migraines, might also be included 

under chronic pain

BIOLOGICAL MECHANISM PAIN CATEGORIES

Review Nociceptive vs. Neuropathic Pain

Nociceptive pain
Normal sensory reaction to stimuli that damage tissue, such as an
injury.
Symptoms: ache, a sharp sensation, or a throbbing sensation24,25.
Examples (Sub-categories of nociceptive pain by biological
mechanism):
Muscle pain - example: Myofascial pain syndrome
Inflammatory pain - example: Rheumatoid arthritis, infection
Mechanical/compression pain - example: Musculoskeletal pain in back or shoulders
Visceral pain - example: Gall duct obstruction (Visceral pain involves body organs, as opposed to 
somatic pain, which involves the rest of the body)

Neuropathic pain
Related to lesions or disease with the nervous system rather than external stimuli26

Symptoms: sharp pain, burning, tingling, or increased sensitivity to temperature or touch
Example: Phantom limb pain.

Cancer vs. Non-Cancer Pain
Chronic pain can also be classified as either cancer or noncancer pain, sometimes abbreviated CNCP.
Unfortunately, pain is often a part of cancer, cancer treatments, and end of life. Life-threatening issues 
that affect treatment planning are beyond the scope of this training, so this training activity focuses on 
CNCP. Much of what applies to CNCP applies to cancer pain in its earlier stages and post-treatment 
pain in a cancer survivor.

SCREEN FOR MENTAL HEALTH PROBLEMS

Why Screen?
It is important to screen patients with mental health problems for
pain and substance use disorders and vice versa. Patients with
both psychiatric disorders and chronic pain are at a higher risk
for developing a substance abuse disorder27. Co-occurring
mood disorder, anxiety disorder, or other drug use disorder are
each found in over a third of patients who seek treatment for
substance abuse28.

Co-occurring psychiatric problems in patients with substance use problems often go undetected28.
The USPSTF has indicated that all adults should be screened for depression. This recommendation 
has been expanded from past suggestions to now include pregnant and postpartum women, as well 
as those who do not indicate prior evidence of depression29.
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Opioid prescribing guidelines say that if psychiatric conditions are identified, opioids should only be 
prescribed if frequent and stringent patient monitoring can be implemented3. Referral for treatment of 
the psychiatric condition or substance use problem and coordination of care with mental health 
providers is important.

Which Psychiatric Disorders?
Comorbid psychiatric disorders, often called "dual diagnoses," are common in patients with chronic 
pain, especially:

• depression
• anxiety
• personality disorders

30,31

Social problems. Social problems, such as an inadequate support system, may also be an integral 
part of some chronic pain syndromes32. Social support system should be evaluated carefully.
Co-occurring psychiatric problems in patients with substance use problems are often left untreated 
when they are detected28.

Assessing for Psychiatric Comorbidity
Psychiatric screening tools that can be used in primary care are provided in the Related Resources at 
the end of the module. Diagnosis of a psychiatric condition is based on the presence of multiple 
symptoms in sufficient severity as described in the latest version of the Diagnostic and Statistical 
Manual of Mental Disorders. When assessment results indicate an untreated comorbid mental 
disorder, the patient should be treated or referred.

Pain Coping and Management Skills
Even without a psychiatric diagnosis, patients with chronic pain are likely to benefit from mental health 
services. Patient use of pain self-management strategies should also be assessed32. Referral for 
counseling to improve pain self-management strategies may be indicated.

FYI
Chronic pain is common1,
25.3 million (11.2%) adults in the United States experience chronic pain.
40 million (17.6%) of adults in the United States experience severe levels of pain)

COMORBID MENTAL HEALTH PROBLEMS

It is essential to complete a mental status
evaluation in patients with pain. Chronic
pain conditions are significantly
associated with certain mental health
conditions, especially:

depression
anxiety

Depression, panic attacks, and
generalized anxiety disorder were
positively associated with back pain (see
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bar graph)33. Depression and chronic pain interact due to some shared neurological pathways34.
The relationship between depression and chronic pain is cyclical, with one reinforcing the other, both 
neurologically and behaviorally. For example, depression can interfere with motivation to participate in 
treatment. Cognitive behavioral therapy (CBT), described later in this module as a treatment for coping
with pain, is also effective for reducing depression and anxiety.

MS. WARD - PAIN CATEGORIES

Ms. Ward
Ms. Ward's Pain History and Clinical Examination Results are repeated here to assist
you in answering this question.

Review Ms. Ward's Pain History

Provocation/Palliation/Past
Provocation: Pain after running, standing, and walking
Palliation:

◦ Ibuprofen 400 to 800 mg orally every 6 to 8 hours reduces pain a little, but it is still 
"unbearable" at its worst (at night) and first thing in the morning

◦ Ice is very effective at reducing the sharpest pain, swelling, and heat
◦ Not running or walking on it for a few days makes pain manageable
◦ Guided imagery recording helped her sleep despite the pain
◦ Occasional marijuana dulls the pain, but she does not want to use it

Past: Never had this pain before

Quality of Pain: Sharp on impact, throbbing at rest

Region of Pain/Radiation: Right heel, no radiation

Severity of Pain:

• 8 out of 10 after running or being on her feet at work
• 6 out of 10 at rest without medication
• 2 to 4 out of 10 with OTC ibuprofen and acetaminophen

Timing: Pain started 3 months ago. Sharp, intense pain with heel strike when running, immediately 
after running and working on her feet, and upon first standing and walking in the morning. Moderate to 
severe throbbing constant pain at night and a low level of pain at other times.

U (How Pain Affects You): Difficulty working a job that involves standing and walking; walks on ball of
foot to avoid heel; stopped running for exercise and cannot achieve her goal of a half marathon, and 
limits ability to play with her daughter.

Review Ms. Ward's Clinical Exam Results
The physical examination of Ms. Ward's left heel:

Negative for erythema, heat, and edema of the left heel. 

Palpation produces tenderness at the insertion of the plantar fascia into the calcaneus.

Moderate pain with standing while bearing weight on the heel. 
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Mild pain with dorsiflexion of the foot.

Question: Is Ms. Ward's pain acute or chronic? Neuropathic or nociceptive?

Choose one
Nociceptive, acute
Feedback: Partially correct
While there may be some acute exacerbation due to the running, the 3-month duration of Ms. Ward's 
pain and its dull quality suggest chronic pain. The external stimuli of being on her feet a lot for work 
and taking up running suggest a nociceptive etiology, in this case, mechanical trauma.
Nociceptive, chronic
Feedback: Correct!
The 3-month duration of Ms. Ward’s pain and its dull quality suggest chronic pain. The external stimuli 
of being on her feet a lot for work and taking up running suggest a nociceptive etiology, in this case, 
mechanical trauma.
Neuropathic, acute
Feedback: Incorrect
The 3-month duration of Ms. Ward’s pain and its dull quality suggest chronic pain. The external stimuli 
of being on her feet a lot for work and taking up running suggest a nociceptive etiology, in this case, 
mechanical trauma.
Neuropathic, chronic
Feedback: Partially correct
The 3-month duration of Ms. Ward’s pain and its dull quality suggest chronic pain. The external stimuli 
of being on her feet a lot for work and taking up running suggest a nociceptive etiology, in this case, 
mechanical trauma.

CLINICAL EXAMINATION

Overview of Physical Examination and Diagnostic Tests

Key elements of the physical examination and diagnostic tests involved in the clinical
examination of pain include:

A focused physical examination to include a functional assessment of the part of the
body or region where the pain is located
Eliciting pain gently and minimally, guided by your knowledge of the affected area and
what the patient has told you about aggravating and relieving factors
Observing the patient's responses to pain, such as guarding, abnormal movements
while sitting down or walking, facial expressions, etc.
Observing alterations in vital signs; pulse, respiratory rate, and blood pressure in response to pain

A full description of the clinical examination for pain is beyond the scope of this training activity and is 
covered in other clinical training.
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Ms. Ward's Clinical Examination

Ms. Ward
Ms. Ward's physical examination is negative for erythema, heat, and edema of the
left heel. Palpation produces tenderness at the insertion of the plantar fascia into the
calcaneus, but no tenderness with simultaneous pressure to medial and lateral
aspects of the posterior calcaneus. Moderate pain with standing while bearing
weight on the heel. Mild pain with dorsiflexion of the foot. A test for gastrocnemius
equinus contracture is negative.

WORKING DIAGNOSIS

Pain treatment should be based on the diagnosis of the underlying pain condition, if possible. 
Evidence often supports different treatments for different conditions. A working diagnosis based on 
available information determines immediate treatment or need for further diagnostic tests and is 
modified as needed.

Ms. Ward's Working Diagnosis
Plantar fasciitis (most common cause of heel pain; pain first thing in the morning in the heel is a 
symptom)
Heel spur

CASE VIGNETTE - MRS. BISCHOFF

New Patient
Name: Mrs. Heidi Bischoff
Age: 36 years old

Reason for visit: Frozen shoulder

History of Present Illness: 3 month history of severe right shoulder pain when moved 
behind her or laterally and mild to moderate pain at other times while taking prescription NSAIDs. 
Severe pain after inadvertent use of her shoulder lingers around an hour, and sometimes she triggers 
it in her sleep. She is interested in whether opioids might help.

Vital Signs

Height:
5'7"

Weight:
142 lbs

Pulse:
74

Blood Pressure:
112/65

Respiration Rate:
12

Temperature:
98.2° F

Past Medical History
Medical Illnesses: Onset of frozen shoulder after mild injury in martial arts class - treated with 
prescription diclofenac.

Alcohol/Tobacco/Recreational Drug Use: None

Family/Social History
Relatives: Mother, age 72 -- Hypertension; Father, age 75 -- Hypertension, early Alzheimer's 62
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Occupation: Graduate student in microbiology

Marital/Family Status: married; no children

Current Medications
-Diclofenac bid, used intermittently, but she does not notice much effect.

Ice: used after initial injury

Allergies: NKDA. Acetaminophen causes nausea

Labs
Slightly elevated ESR and C-Reactive Protein (CRP) thought to be due to the shoulder inflammation. 
Lab values otherwise within normal limits.

Imaging
Initial diagnostic radiograph of right shoulder showed no evidence of fracture, tumor, arthritis, or 
calcifications.

An MRI of the right shoulder two weeks ago revealed a thickened coracohumeral ligament and soft 
tissue thickening in the rotator interval confirming the diagnosis of adhesive capsulitis ("frozen 
shoulder"); no additional intra-articular pathology was noted.

Physical Exam
10 to 50% loss of shoulder range of motion in all planes, loss of both active and passive range of 
motion, some tenderness at rotator cuff and biceps head upon palpation, some radiation into deltoid 
muscle.

Interviewing Mrs. Bischoff
The goal of Mrs. Bischoff's case is to allow students the opportunity to:

Practice making a diagnosis based on the evidence gathered in the pain interview, physical exam and 
diagnostic testing
Develop a comprehensive, multi-modality treatment plan
Think about how their care of a patient is part of an overall medical team.

After reviewing the available pain history and other information, you will complete the pain interview, 
categorize her pain, review her diagnosis, choose pain treatment options, and receive feedback.

MRS. BISCHOFF - OTHER PAIN HISTORY NEEDED

Ms. Bischoff
You now have most of Mrs. Bischoff's pain history:

3 months of mild to moderate pain, severe pain after movements in specific
directions. Treated with diclofenac with little relief. She does not take
acetaminophen because it "bothers my stomach." The pain is "hot," piercing,
constant, and intense in a small localized area in the center of the joint with some
radiation to her deltoid muscle. On a scale of 1 to 10, it reaches a 10 for a second with certain 
motions, lingers at a 7 to 9, and then "calms down" to a 4 to 5 within an hour or two. She states that it 
is not tender to the touch, because the pain feels like it is inside the joint where it cannot be touched. 
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In the past month, she has noticed decreased range of motion in lifting her arm over her head and 
reaching behind her.

Question: What other key information do you need before proceeding with a treatment plan? Recall 
the PQRSTU acronym presented earlier in this module:

P=Provocation/Palliation/Past
Q=Quality
R=Region/Radiation
S=Severity
T=Timing
U=You (how does it affect your life?) acronym used to remember what information to obtain in a pain 
history.)

Choose all that apply:
What have you tried to relieve the pain?
Feedback: Correct!
It is appropriate to discover all medications and other attempts at treatment that have been tried and to
learn her response to them. One of the three 'Ps' in the PQRSTU acronyms stands for "Past attempts 
at treatment and the response". Notice how the question does not just focus on medications, but 
instead, is inclusive of all possible pain treatments. 
Mrs Bischoff's Response: I tried ibuprofen but it didn’t help. 
Did you have an MRI or any x-rays?
Feedback: Partially correct (because we already have this information)
Her electronic health record already answered this question so it did not need to be asked. The 
following report was available under the imaging tab: "An MRI of the right shoulder two weeks ago 
revealed a thickened coracohumeral ligament and soft tissue thickening in the rotator interval 
confirming the diagnosis of adhesive capsulitis ("frozen shoulder"); no additional intra-articular 
pathology was noted." Otherwise, this would have been an important question to ask in order to 
complete the past part of the pain history.
Mrs Bischoff's Response: Don’t you have all that information already? 
What do you know about opioids?
Feedback: Partially Correct (Because asked too soon)
This is an excellent question to ask of Mrs. Bischoff, especially since she specifically requested a 
prescription for opioids, but not part of the pain history. This question could be part of the discussion 
about possible treatments, which would come later. 
Mrs Bischoff's Response: I just know I want something to help with the pain. 
Has having this pain affected your life in any way?
Feedback: Partially Correct (because we already have some of this information already)
This is an excellent question to ask as part of the pain history. It basically is an open-ended question 
covering the U part of the PQRSTU acronym. U stands for You, that is, how is the pain affecting "you." 
However, she already revealed that the pain is affecting her sleep, and so if you ask the question 
without acknowledging this piece of information, it sounds like you were not listening.

Mrs Bischoff's Response: When asked, Mrs. Bischoff reports that her sleep problem is decreased 
sleep because of limited positions in which she is comfortable and awakening when the pain is 
triggered inadvertently by moving in her sleep. In the past month, she has noticed decreased range of 
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motion in lifting her arm over her head and reaching behind her. She also misses being able to do her 
favorite activities (martial arts and yoga classes) and needs some help getting dressed.

MRS. BISCHOFF - DIAGNOSIS CATEGORY

Ms. Bischoff
Repeat of Mrs. Bischoff's pain history, for your convenience: 3 months of
mild to moderate pain, severe pain after movements in specific directions. Treated
with NSAID, diclofenac, with little relief. She does not take acetaminophen,
because it "bothers my stomach." The pain is "hot," piercing, constant, intense in a
small localized area in the center of the joint with some radiation to her deltoid
muscle. On a scale of 1 to 10, it reaches a 10 for a second with certain motions, lingers at a 7 to 9, 
and then "calms down" to a 4 to 5 within an hour or two. She states that it is not tender to the touch, 
because the pain feels like it is inside the joint where it cannot be touched. She has tried ibuprofen 
which didn’t help much. The condition affects her sleep, range of motion, and ability to dress herself.

Question: Which pain categories is Mrs. Bischoff's pain diagnosis likely to belong?

Response: Her pain has features of both acute and chronic pain. It also appears to be nociceptive, 
both musculoskeletal and inflammatory:

The three-month constant dull characteristics suggests chronic pain. The intense, severe, short term 
episodes suggests acute exacerbations of the pain. The severely intense pain immediately after 
specific motions suggests acute musculoskeletal pain. However, the constant dull pain is likely due to 
a chronic inflammatory reaction.

SUMMARY AND KEY POINTS

Pain Assessment
Pain assessment involves obtaining a detailed history including both biological and psychosocial 
information that can be remembered using the PQRSTU acronym:
P Provocation/Palliation/Past
Q Quality of pain
R Region of pain/Radiation
S Severity of pain
T Timing of pain
U You - how pain affects you

Diagnosis
Thinking in terms of pain categories can help narrow down the diagnosis of the underlying condition 
and the treatment needed: Acute vs. chronic pain; neurogenic vs. nociceptive
Combine the pain history with the results of the physical examination, laboratory, and other diagnostic 
testing to make a working diagnosis of the underlying pain condition.
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RESOURCES AVAILABLE THROUGH THIS MODULE:
• American Pain Society: Pain - Current Understanding of Assessment, Management, and 

Treatments  
The American Pain Society in 2006 published this guideline "Pain: Current Understanding of 
Assessment, Management, and Treatments". The guideline provides common assessment 
tools used to assess types of pain. 

• BDI: Beck Depression Inventory  
The Beck Depression Inventory; purpose, use, administration and scoring. Also includes 
psychometric characteristics and evaluation. 

• BPI: Brief Pain Inventory  
Patients to rate their pain and ability to complete daily living activities in nine sections. Created 
by University of Texas MD Anderson Cancer Center.  

• Buprenorphine Maintenance Treatment Information for Family Members  
Family members of patients who have been prescribed buprenorphine for treatment of 
addiction often have questions about this treatment. This handout will provide answers to their 
questions. 

• Clinical Guidelines for the Use of Chronic Opioid Therapy in Chronic Noncancer Pain 
(APS/AAPM)  
Recommendations published in 2009 for chronic opioid therapy based on a review of the 
evidence. Provide guidance on patient selection, risk stratification, informed consent, opioid 
management plans, and more. Authors: Chou R, Fanciullo GJ, Fine PG, et al. 

• Faces Pain Scale – Revised  
A visual analog pain scale using pictures of faces that can be used with children and those who
have difficulty with numerical scales.  

• Iowa Pain Thermometer Scale  
This pain assessment tool is excellent for patients whose cognitive deficits are moderate to 
severe, or who have difficulty communicating verbally. The patient checks the circle next to the 
thermometer to indicate the intensity of current pain. Used with permission of Keela Herr, PhD, 
RN, The University of Iowa, College of Nursing. 

• McGill Pain Questionnaire  
Printable verbal pain assessment questionnaire. 

• NIH Pain Consortium  
This group "was established to enhance pain research and promote collaboration among 
researchers across the many NIH Institutes and Centers that have programs and activities 
addressing pain." The website offers information on Clinical Trials, the NIH-wide Pain Interest 
Group Seminar Series, Pain Intensity Scales, an interactive textbook of pain and symptom 
research, and a feature to search the literature. 

• NINDS Chronic Pain Information Page  
Defines chronic pain, giving treatment suggestions and prognosis. Lists relevant organizations 
and relevant publications. 

• Pain Evaluation Form  
A clinical pain evaluation form for the use of physicians or other healthcare providers. The form 
will help to better understand the type of pain a patient is experiencing and how to best treat 
the pain. 
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• Registered Nurses Association of Ontario: Assessment and Management of Pain  
The Registered Nurses Association of Ontario offered an updated version of their “Assessment 
and Management of Pain” guidelines in 2007. The RNAO guidelines offer recommendations for
patient practice related to pain assessment and management. 
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TREATMENT OF PAIN

Goal:
Healthcare clinicians will be able to choose the most appropriate first-line pharmacological and non-
pharmacological therapy for common pain conditions based upon a complete pain assessment. They 
will learn to collaborate and communicate with colleagues to use an integrated approach to 
multidisciplinary pain treatment.

After completing this module, participants will be able to:
• Describe the main pharmacological and non-pharmacological categories of pain treatments

• Communicate appropriately with patients about their pain treatment

• Follow first-line best practice guidelines for common chronic pain conditions

• Recognize indications for opioid and non-opioid pharmacological therapies for acute and 
chronic pain conditions

• Collaborate with colleagues in a multidisciplinary approach to pain management with a 
medical “home”

Professional Practice Gaps
Chronic pain is a very common problem encountered in clinical practice. In a study involving 111 
providers (attending physicians, nurse practitioners, physician assistants, and family practice 
residents), a mean of 37.5% of adult patients seen in a targeted week by any of the participating 
providers reported having current chronic pain1. Guidelines produced by the American Pain Society 
(APS) and the American Association of Pain Medicine (AAPM), Clinical Guidelines for the Use of 
Chronic Opioid Therapy in Chronic Noncancer Pain2, and CDC guidelines for prescribing opioids3, 
recommended multidisciplinary care for pain and that when opioids are prescribed for a patient with 
chronic pain, a single clinician should be identified who is primarily responsibility for the patient's 
overall medical care2. However, multidisciplinary pain centers have decreased in number and are not 
an option for most patients in chronic pain4.

Individual pain providers need to coordinate care among themselves to provide the same 
multidisciplinary care in multiple settings. A survey of physicians found that they do not feel they have
time to consult with other providers regarding their patients being treated for chronic pain5. Training in
coordinating pain care and improved communications among pain providers is likely to lead to more 
efficient consulting, which will help address the barrier of not enough time. A survey of health care 
facilities regarding pain management practice standards and education revealed gaps in knowledge 
of pain management, and attitudes that hinder proper acute and chronic pain treatment6. In a needs 
analysis survey for developing this training program, 18 physicians and nurse practitioners surveyed 
rated strong agreement (mean=4.4/5) that they would be interested in CME on the topic: "Patient co-
management by primary care and specialists"7.

Opioid misuse and abuse is a grave health concern in the U.S., and is one that continues to grow. 
The number of emergency department visits due to the non-medical use of prescription analgesics 
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increased from 145,000 in 2004 to 360,000 in 20108. The number of drug poisoning deaths involving 
opioid analgesics increased from 4,000 in 1999 to 14,800 in 20089. By 2008, opioid analgesics were 
involved in 40% of all drug poisoning deaths9. Also disturbing, every year starting in 2002, there have 
been at least 1.9 million new non-medical pain analgesic users10.

Opioids are very commonly prescribed for chronic pain. When comparing 2002 and 2012, MEPS 
estimates showed growth in the total number of outpatient prescription purchases of opioids, rising 
from 85.9 million purchases to 143.9 million purchases, an increase of 67.5 percent11. In a survey of 
prescribers (including physicians, physician assistants, and advanced practice nurses), 58% 
answered that they were “likely” to prescribe opioids for chronic pain. However, a significant amount 
of participants disclosed negative beliefs and attitudes about medication abuse and addiction which, 
they indicated, could complicate patient care and negatively impact clinical practice12. In a survey of 
family physicans, 80% were anxious about prescribing high-dose opioids to persons with chronic 
nonmalignant pain, and 92.4% did not prescribe opioids to individuals with a history of substance 
abuse13.

Professional organizations of pain specialists, based on expert consensus and review of the research
literature, have created clinical guidelines for the use of chronic opioid therapy in chronic non-cancer 
pain2. The guidelines are designed to improve pain treatment outcomes and reduce the risk of 
prescription drug overdose and diversion. CASA has concluded from their research that physicians 
should receive more continuing medical education related to prescribing and administering controlled 
substances and identifying, diagnosing, and treating substance abuse and addiction14.

INTRODUCTION

Pain Treatment Categories
It is important to evaluate pain and functioning thoroughly, before
prescribing pain therapy, especially opioid therapy. This module will train
you to choose the most appropriate category of treatment for a patient
with acute or chronic pain conditions.

First-line best practice guidelines
Opioids are not first-line therapies for any of the common chronic pain
conditions but they may be helpful if first-line treatments and multiple
treatment modalities are not effective or tolerated. This module will train
you on the clinical guidelines of common pain conditions.

Non-opioid Therapies
Many conditions benefit from a combination of both pharmacological and non-pharmacological 
treatment. This module trains you to utilize non-pharmacological pain treatments that may help to 
minimize the dose of pain medication needed to achieve the treatment goal.
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Multidisciplinary Approach
Current research shows that 25.3 million (11.2%) adults in the United States experience chronic pain;
40 million (17.6%) experience severe levels of pain15. A multidisciplinary approach to chronic pain 
treatment optimizes treatment effectiveness and minimizes the risk of addiction to pain medication by 
involving the coordinated efforts of different specialists. This module will train you how to optimize 
patient care by including specialists in pain treatment.

INFORMED CONSENT 

When obtaining informed consent, it is the legal and ethical duty of the health care provider to explain
both the benefits and risks of treatment, as well as patient rights16. It's important to touch on the 
following issues:

• Diagnosis and clinical overview of the issue
• Recommendations for treatment
• Treatment benefits and risks
• Patient's right to refuse or choose treatment
• Intervention costs
• Alternative interventions or services

It is very important to have documentation of patient's consent and involve this informed consent 
throughout treatment, especially during motivational interviewing17,18. Informed consent reminds you 
that patient contributions and individual needs are an important part of treatment. This also 
individualizes treatment and increases patient participation16.

GETTING INFORMED CONSENT

Elements of Informed Consent
The following are some of the elements of informed consent that should be reviewed
when initially prescribing the medication and on an ongoing basis:

1. Goals/purpose:
To treat moderate to severe pain. If opioids are being used to treat pain caused by
an underlying condition, e.g., arthritis, then it should be understood that opioids
target the pain, and do not "cure" the underlying condition.

2. The potential benefits:
Potential pain reduction, improved function, and improved quality of life.

3. Realistic idea of the benefits:
A total elimination of pain should not be expected, nor inability to feel other pain. Patients currently 
prescribed opioid medication report an average of 5 to 6 on a 0 to 10 pain scale19. Before a dose of 
opioid medication, patients report an average pain rating of 6.3 and a rating of 3.5 after the dose.
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4. Risks:
Risks of long-term opioid use should be described2. These include:

• Addiction, withdrawal, tolerance, and physical dependence. These terms should be defined 
and their likelihood described depending on the patient's history and his or her family history.

• Misuse potential:
• Importance of using delivery method prescribed (not crushing and inhaling or injecting 

to increase effect)
• Importance of not using to manage moods (chemical coping)

• Overdose, toxicity at high doses and potentially harmful interactions; potential for diversion by 
other members of the household.

• Potential side effects:
• Common side effects, for example, constipation, nausea, sedation. Descriptions should

include what signs and symptoms might occur and how they might be treated.
• Potential side effects with long-term or high dose use: hyperalgesia, endocrinologic 

dysfunction, sexual dysfunction. Long-term effects are uncertain.
• Drug-specific side effects- Certain issues vary with the medication:

• Cognitive and motor impairment may be affected; therefore, Discuss use while 
driving and operating machinery. Caution is especially important initially and 
during dose increases. Driving can be dangerous for patients taking opioids if 
they experience signs of impairment, such as drowsiness, slowed reflexes and 
decreased concentration. Patients should not drive if they are experiencing any 
of these side effects2.

• Discuss safety in combining with other medications
• Ask about plans for pregnancy
• Methadone has a number of special issues to address. Methadone is especially

hazardous and should only be used by clinicians skilled in its use. Methadone is
very sensitive to drug interactions and is best prescribed to a patient as if they 
are opioid naïve to prevent a respiratory event20.

• Potential for withdrawal syndrome. Discontinue use only under guidance of a provider who 
prescribes this medication.

5. Alternative forms of treatment:
Describe alternative forms of treatment regardless of patient's ability to pay, provide realistic 
expectations. This is a good time to discuss financing for pain care.

Sample Informed Consent
A sample informed consent form can be downloaded and adapted to your clinic's needs from 
PainKnowledge.org (See the Related Resources at the end of the module.)

State Variations in Informed Consent
Many states also have legal requirements with respect to informed consent. Some states require that 
the informed consent process be documented. Check your state requirements for specific 
requirements and specific language that must be used in informed consent, and modify any 
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downloadable documents to meet these requirements. (See the Related Resources at the end of the 
module.)

Patient Education
Patient education regarding opioids should include the following points:

• Provide product-specific information about the opioid being prescribed opioid
• Explain how to take the opioid as prescribed.
• Describe the importance of adhering to dosing regimen and explain how to handle missed 

doses.
• Advise that opioid medications should not be tampered with in any way such as crushing a 

tablet or cutting a patch and that this may lead to rapid release of the opioid causing overdose
and death.

• Warn that opioids should not be taken with other CNS depressants, alcohol, or illegal drugs as
this could cause overdose and death.

• Describe withdrawal symptoms and warn that they can occur if the opioid is stopped suddenly
• Counsel patients to store opioid in a safe and secure place away from children and pets and 

to read the product-specific disposal information and not to share with others as it is against 
the law and potentially dangerous to them

• Caution patients regarding safety risks such as with driving, using machinery, etc, especially 
with dose changes. Also caution them regarding potentially serious side effects with long-
acting/extended-release opioids and the importance of calling for emergency medical help 
with symptoms of overdose or respiratory depression, stomach or intestinal blockage, or 
allergic reactions.

• They should report side effects to the prescriber and seek advice on them and may report side
effects to the FDA at 1-800-FDA-1088.

21

BEFORE CREATING A TREATMENT PLAN

Basis for Choosing a Pain Treatment
• Pain history, especially:

• Pain severity
• Severity of functional problem(s)
• Responses to past treatment(s)

• Diagnosis, physical examination, laboratory and other diagnostic
tests.

• Pain category: The approach to pain treatment varies with the pain
category (acute vs. chronic, nociceptive vs. neuropathic)

• Pain-causing condition. Evidence-based, first-line therapies for any
specific pain diagnosis, e.g., for lower back pain

• Risks for specific treatments, for example, substance use disorder
as a risk for using narcotics
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Goals for Pain Treatment
1. Pain reduction - Improvement is often only several points on the pain scale of 1 to 10; 

complete pain control may not be possible.
2. Improved functioning - Improvements in ability to perform activities of daily living, working, 

and being independent are important goals.
3. Treatment of the underlying diagnosis if there is one. Note that pain may need to be 

treated even in the absence of a clearly identified underlying cause.
4. Treatment of secondary effects of pain or treatment - Includes, for example, treatment of 

mood disorders related to chronic pain and side effects of medications.

Objectives by which treatment will be considered successful, that is, how much improvement in pain 
and functioning is expected.

EVALUATION BEFORE TREATMENT PLANNING

It is important to evaluate pain and functioning thoroughly, before prescribing pain therapy, especially 
opioid therapy. Short-term pharmacological treatment can be provided during the evaluation period. 
Because chronic pain can persist indefinitely, the treatment plan should include a plan for long-term 
monitoring of:

• Analgesia: Treatment objectives need to be clear and realistic. It often is not possible to obtain
a "0" level of pain on a scale of 1 to 10. The best improvement achievable may be a reduction 
of several points on the pain scale.

• Functioning:
• Physical function: activities of daily living such as walking, working, attending to 

personal hygiene, child care
• Psychosocial function: participation in relationships and general effect on mood, the 

ability to enjoy life. Note: May need to involve caregivers in this discussion.
• Side effects – constipation being the most common, sedation in the short term or with dose 

change, sleep disorders including sleep apnea even at relatively lower body mass index 
(BMI), cognitive effects, respiratory depression, overdose. In the longer term, add tolerance, 
endocrinopathies including hypogonadism, and addiction22

• Continued need
2

The PQRSTU acronym presented in module 1 for pain assessment can guide monitoring once 
treatment has been initiated. Note that improvement in pain may not correspond directly to 
improvement in functioning and vice versa. For example, side effects of pain medication may 
contribute to poor quality of life despite improved pain.23.
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MRS. CATELL - EVALUATING CHRONIC PAIN BEFORE TREATMENT 
PLANNING

Mrs. Cattell
Patient: Mrs. Donna Cattell, A 62 y/o

Scenario: Mrs. Cattell is a new patient who asks for pain medication for chronic lower
back pain that bothers her every day for most of the day. She says that over-the-
counter medications do not provide her with enough pain relief.

On further questioning, you learn that her lower back pain has been present for 3 
years (T). Two years ago, she had lower back surgery, followed by physical therapy, 
and 3 months of an opioid pain medication (P). The provider who prescribed opioids 
for 3 months after that surgery, refused to continue prescribing them. In combination, 

these 3 treatments only yielded some pain relief (P). Despite extensive diagnostic testing, including a 
negative electromyogram, a specific cause for Mrs. Cattell's pain has not been identified. 

The pain is now moderate to severe around half the time (S), is worse at night after work (P), and is 
described as a burning ache that bothers her every day (Q) for most of the day. She has had neither 
diagnostic imaging nor any non-pharmacological therapy in the past year and a half.

Working Diagnosis: Non-specific lower back myofascial pain

Question: Which of the following types of treatment has Mrs. Cattell reported having had for her 
lower back pain in the past 12 months (Check all that apply)?

Choose all that apply
1. Pharmacological

• Feedback: Correct
• Yes, she reported taking over-the-counter medications that are insufficient in treating 

her pain. She also took opioids for 3 months around 2 years ago, but not in the past 
year. 

2. Non-pharmacological: Physical interventions
• Feedback: Incorrect
• Mrs. Cattell has not had non-pharmacological, physical interventions in the past 12 

months.
3. Non-pharmacological: Psychobehavioral interventions

• Feedback: Incorrect
• Mrs. Cattell has not had non-pharmacological, psychobehavioral interventions in the 

past 12 months. 

COMMUNICATING EFFECTIVELY DURING TREATMENT PLANNING
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Collaborating with the patient in joint decision-making can enhance
patient self-efficacy and improve outcomes. Patients in pain may
not hear what you are saying or might interpret "treating pain" as
"removing pain." These misperceptions can hinder treatment.

Steps in a patient-centered approach to developing a pain
treatment plan include:

1. Get the patient's perspective. They may already have an
idea of what is causing their pain and what might help.

2. Clarify. Start from what they currently understand and provide clear explanations about the 
pain diagnosis. Respond to the patient's idea about the cause of the pain and what treatment 
is needed. Explain their options and your concerns. Be sure to convey a realistic picture of the
likely response to treatment. 

3. Confirm. Then make sure that the patient's expectations match yours. You may need to clarify
further. A minute spent here can save time later dealing with patient frustration.

4. Negotiate a treatment plan that is based on best-practice guidelines for treating the patient's
specific pain condition and responds to their concerns

5. Check the patient's understanding of the treatment plan. Especially regarding realistic 
expectations and the need to pursue non-medication treatment options such as physical 
therapy.

6. Get patient's agreement/buy-in to the treatment plan, e.g., "Can I get you to try it for 3 
days?"

7. Reassure patients that their pain will be treated even if opioids are not a good choice for them

 Make sure to adequately document all patient interactions and treatment plans.

ONGOING COMMUNICATION: PAIN DIARY

Pain Diary for Doctor-Patient Communication
Having the patient keep a pain and activity diary may help assess pain over time, get better answers 
to pain history questions, improve your diagnostic abilities, and streamline efforts to relieve suffering. 
Typical diaries have patients record:

• Pain levels (scale of 1 to 10)
• Monitored retrospectively to avoid bringing attention to the pain throughout the day, but

monitored throughout the day when appropriate, for example, when changing 
medications

• Individual recordings can be connected to show a graph of pain throughout the day 
(see below)

• Many apps for cell phones or other mobile devices are available now for tracking pain 
and can be found with an Internet search of "pain diary app" or "pain tracking app"

• Medications and other treatment modalities
• Functioning

• The impact of pain and treatment on the patient's ability to engage in his/her activities 
of daily living
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• Mood

The Target Chronic Pain Notebook (see Related Resources at the end of the module) is an example 
of a pain diary that can be used.

Example Pain Chart and Pain Log

Source: American Pain Foundation. Target Pain Notebook

RACE, ETHNICITY, AND SOCIOECONOMIC FACTORS IN PAIN CARE

Barriers to Pain Care Based on Race, Ethnicity, and Other Socioeconomic 
Factors
There are many potential barriers that contribute to differences in pain care received by different 
groups on the average. For example, ethnic minorities in the United States have been relatively 
under-treated with analgesics24. Common social barriers to treatment include: education, financial 
stability, location, lack of public transportation, and language25.

Primary barriers: The result of social determinants. More difficult for providers to address. These 
barriers are common in certain racial, ethnic, or socioeconomic groups and include:

• Compromised access to adequate pain care due to:
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• limited pain care facilities
• pharmacies not stocking pain medications, e.g., inadequate supplies of opioids in 

communities of color26

• limited transportation in a particular neighborhood
• Lack of health insurance or the ability to pay for health care

Secondary barriers: Originate from providers and can therefore be addressed more readily by them,
including providers' own problems with:

• prejudices
• cultural sensitivity
• cultural competency

It is important for providers to:

• Become aware of their biases and not allow them to get in the way of providing equal pain 
care for all groups

• Become familiar with and respect differences in race/ethnicity, gender, sexual orientation, 
religious beliefs, and disability that may affect pain treatment

• Integrate the response to these differences into the pain treatment plan
• Address language and other communication barriers

Genetic Differences in Pain
Racial and ethnic differences in response to pain medications have been observed27. Differences in 
metabolism, clinical effectiveness, and side-effect profiles have been described, but further research 
is needed. Treatment outcomes can variate among ethnic groups and this should be a factor in 
treating patients.

NON-PHARMACOLOGICAL PAIN THERAPIES

Pain Therapies
Many conditions benefit from a combination of both pharmacological and non-pharmacological 
treatment. Non-pharmacological pain treatments may help to minimize the dose of a medication 
needed to achieve the treatment goal. Depending on the severity and type of pain, a non-
pharmacological treatment alone may be sufficient.

Common Non-Pharmacological Pain Treatments

Provided by a healthcare provider
• Physical therapy or therapeutic exercise
• Surgical interventions
• Physical manipulations and releases (e.g., chiropractic)
• Therapeutic injections (e.g., nerve blocks, trigger point

injections, radiofrequency ablation, intrathecal pumps)
• Pain blocking devices (e.g., TENS units, pain pacemakers)
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Provided by the counseling professions
• Counseling techniques for better coping (e.g., developing coping skills, hypnotherapy)
• Counseling for co-morbid mental health conditions, most commonly depression

Self care
• Rest, ice, and elevation (often used with acute pain, it is also effective with specific chronic 

pain conditions)
• Adequate sleep (may help if they are not getting 7 to 9 hours per night - Roehrs 2012)
• Smoking cessation (may help in some cases)

From combined or miscellaneous resources
• Relaxation, stress management, and mindfulness techniques (e.g., meditation, imagery, 

breathing exercises, massage, biofeedback)
• Acupuncture

2,28–34

Topical Pain Therapies
Both pharmacological and non-pharmacological topical pain therapies may serve as a first-line or 
adjunctive pain treatment, depending upon the pain condition. Topicals should only be applied to non-
injured skin. Care should be used not to get them in the eye. The include creams, rubs, or sprays 
containing:

• counterirritants (e.g., menthol, methylsalicylate, camphor)
• salicylates
• capsaicin
• hot and cold packs

PHYSICAL THERAPY
Physical therapists are licensed professionals who diagnose and treat patients with conditions that 
inhibit their ability to move and perform physical activities. Physical therapy for pain involves 
identification of movement dysfunction and developing tailored treatment programs. Physical 
therapists work to promote:

• ability to move
• reduced pain
• restored function

Physical therapists can also help prevent further deterioration, injury, and disability35.

Physical Therapy Treatments
Mr. Alvarez

Mr. Alvarez was fitted for a modified steel-toed 
work boot and crutches for mobilization without 
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pressure on his contused toe.

Ms. Cattell

After neck surgery, Mrs. Cattell attended several 
weeks of physical therapy, which included passive 
range of motion exercises, soft tissue mobilization 
to reduce muscle tension and prevent adhesions, 
and therapeutic exercises.

Possible physical therapy treatments include:

• therapeutic exercise
• functional training
• manual therapy techniques
• assistive and adaptive devices and equipment
• physical agents and electrotherapeutic modalities

36 

Physical Therapy Locations
Mr. Alvarez received his adaptive equipment from a physical therapy outpatient
clinic. Mrs. Cattell found a physical therapy office in a fitness center near her.

Locations for physical therapy include:

• inpatient rehabilitation facilities
• outpatient clinics
• skilled nursing facilities
• fitness centers

COUNSELING FOR PAIN

Behavioral Therapies
The following psychosocial treatments help improve a patient's ability to follow through with treatment
and maintain treatment gains:

• Cognitive-behavioral therapies
• Group and family therapies
• Support groups
• Behavioral therapies (e.g., contingency management)
• Relaxation techniques (e.g., hypnosis, progressive relaxation, biofeedback)
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• Substance abuse counseling (if indicated)
37

Individuals who provide these services may include psychiatrists, licensed clinical social workers, 
psychologists, counselors and nurses.

Cognitive behavioral therapy (CBT)
CBT is the most widely used and effective form of therapy for helping patients cope with chronic 
pain38. CBT helps patients change thoughts and beliefs about their pain, which leads to changes in 
their feelings about it. This, in turn, improves their mood and decreases suffering. Increasing 
acceptance and adaptability and bringing behavior in line with personal values are changes that are 
particularly effective for coping with pain.

Support Groups
Support groups, both informal and led by the members themselves, or those led
by a trained facilitator – usually someone with group counseling expertise can
be effective in pain treatment. Groups are more affordable than individual
therapy and peer-run groups are usually free. Groups are often organized
around a common condition or experience (e.g., fibromyalgia, cancer, injured in
military duty, substance abuse).

Groups provide:

• A safe space to share difficult feelings
• An opportunity to learn coping skills and get practical advice from peers
• A greater sense of empowerment and/or control
• A reduced sense of loneliness, isolation, or judgment

MINDFULNESS AND PAIN

Research on Mindfulness as a Chronic Pain Therapy
Research reveals that practicing mindfulness meditation has positive effects on several aspects of 
pain:

• pain severity
• functioning
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• quality of life
• pain-related psychological distress

31,39,40

Mindfulness means:
“paying attention in a particular way: on purpose, in the present moment, and nonjudgmentally”41(p4).

Examples of recent studies:
Studies of mindfulness with pre-existing pain:

• Seniors with various pain conditions who engaged in mindfulness techniques for an average 
of a half hour, 4 times per week had significant improvement in pain acceptance, engagement 
in activities, and functioning31

• Improvements when practicing mindfulness-based stress reduction techniques41 varied with 
the pain condition40:

• Patients with arthritis, back/neck pain, or multiple pain conditions experienced the most
significant improvement in pain intensity and functioning.

• People with arthritis had the greatest improvement in quality of life and psychological 
distress. Patients with chronic headache or migraine had the least improvement in 
quality of life, and those with fibromyalgia had the least improvement in psychological 
distress.

Studies of mindfulness with induced pain:

• A form of mindfulness called "focused attention" reduced pain intensity from heating the leg by
an average of about 40% (compared to morphine at 25%) and pain unpleasantness by 57%. 
This study also found a corresponding decrease in activity in the primary somatosensory 
cortex, a region of the brain involved in detecting the location and intensity of a pain 
stimulus42.

• Use of mindfulness techniques reduced pain unpleasantness from an electric stimulus by a 
mean of 22% and anticipatory anxiety by a mean of 29%39.

A Simple Mindfulness Technique to Teach Your Patients
1. Sit quietly and comfortably with your eyes closed
2. Relax your body, releasing any tension
3. Breathe naturally and bring the focus of your attention to the breath going in and out of your 

nose (choose a location away from the painful region of the body; an alternative is to notice 
the belly moving in and out)

4. When you notice that attention has drifted, which is natural, simply bring your attention back to
the breath, without being self-critical

5. Continue focusing and re-focusing your attention on your breathing this way for 15 to 20 
minutes
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Mindfulness and Pain Case

Patient: Mrs. Donna Cattell, 62 y/o 

Mrs. Cattell's Pain History (repeated for convenience):
Mrs. Cattell is a new patient who asks for pain medication for chronic lower back pain 
that bothers her every day for most of the day. She says that over-the-counter 
medications do not provide her with enough pain relief. On further questioning, you 
learn that her lower back pain has been present for 3 years. Two years ago, she had 
lower back surgery, followed by physical therapy, and 3 months of an opioid pain 

medication. In combination, these 3 treatments only yielded some pain relief. Despite extensive 
diagnostic testing, a specific cause for Mrs. Cattell's pain has not been identified. The provider who 
prescribed her opioids for 3 months then refused to prescribe them anymore. The pain is now 
moderate to severe around half the time, is worse at night after work, and is described as a burning 
ache that bothers her every day, most of the day. Diagnostic imaging of her cervical and thoracic 
vertebrae did not reveal any structural problems. Physical exam results suggest mild nerve 
impingement.

Question: Which aspect(s) of Mrs. Cattell's pain might be improved by a practice of mindfulness 
meditation? (Select all that apply)

Choose all that apply
1. Quality of life, psychological distress about the pain or pain acceptance

• Feedback: Correct
• Current research supports the possibility that Donna might experience improved quality

of life, psychological distress about the pain or pain acceptance with the practice of 
mindfulness meditation.

2. Perceived pain severity
• Feedback: Correct
• Current research supports the possibility that Mrs. Cattell might experience improved 

quality of life, psychological distress about the pain, pain acceptance, or physical 
functioning with the practice of mindfulness meditation all of which can impact the 
perception of pain.

3. Physical function
• Feedback: Correct
• Current research supports the possibility that Mrs. Cattell might experience improved 

physical functioning with the practice of mindfulness meditation.

MRS. CATTELL - NON-PHARMACOLOGICAL PAIN TREATMENT
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Patient: Mrs. Donna Cattell, 62 y/o 

Review Mrs. Cattell's Pain History

Mrs. Cattell is a new patient who asks for pain medication for chronic lower back pain 
that bothers her every day for most of the day. She says that over-the-counter 
medications do not provide her with enough pain relief. On further questioning, you 
learn that her lower back pain has been present for 3 years. Two years ago, she had 

lower back surgery, followed by physical therapy, and 3 months of an opioid pain medication. In 
combination, these 3 treatments only yielded some pain relief. Despite extensive diagnostic testing, a
specific cause for Mrs. Cattell's pain has not been identified. The provider who prescribed opioids for 
her for 3 months then refused to prescribe them anymore. The pain is now moderate to severe 
around half the time, is worse at night after work, and is described as a burning ache that bothers her
every day for most of the day.

Diagnostic imaging of her cervical and thoracic vertebrae did not reveal any structural problems. 
Physical exam results suggest mild nerve impingement.

Question Based on what you know about Mrs. Cattell's pain so far, what categories of 
nonpharmacological pain treatment might help relieve her lower back pain? (Choose all that apply)

Choose all that apply
1. Analysis of her work environment

• Feedback: Correct
• Because Mrs. Cattell's pain appears to be chronic and musculoskeletal, analysis of 

how she sits habitually at her workstation might be of benefit.
2. Physical therapy

• Feedback: Possibly correct only because she may not be wiling to try it.
• Because Mrs. Cattell's pain appears to be chronic and musculoskeletal, physical 

therapy is likely to be of benefit, along with other non-pharmacological and 
pharmacological therapies and rest and ice. Although her past experience with physical
therapy was that it provided only a little pain relief, it does not rule out the possibility 
that another approach to PT might be of some benefit, such as a focus on pain 
relieving treatments and exercises for strengthening core muscles. She would require 
motivational interventions to get her to give it a try. 

3. Counseling referral
• Feedback: Correct
• Given that Mrs. Cattell may have some degree of pain indefinitely, referral to a 

therapist who can teach her coping skills might be a good idea. Cognitive behavioral 
therapy has been shown to be effective in reducing pain suffering.

4. Pain-blocking device
• Feedback: Correct
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• Because of the severity of Mrs. Cattell's pain and because multiple treatment 
modalities can add up to significant pain relief, a pain-blocking device is one treatment 
that could be considered. 

5. NSAID
• Feedback: Correct
• NSAID would be a first-line pharmacotherapy to try.

PHARMACOLOGICAL PAIN THERAPIES

Common Pharmacotherapies for Pain

There are a variety of pharmacotherapies available for treatment of acute
and chronic pain. Some of the more common pain medications include:

• Nonsteroidal anti-inflammatory drugs (NSAIDs)
• Other non-opioid analgesics, e.g., acetaminophen, steroids
• Opioids
• Adjuvant medications, such as antidepressants, anticonvulsants,

and muscle relaxants.
• Topical pain killers, e.g., lidocaine patches, creams containing salicylate, capsaicin, or 

counter-irritants like camphor, eucalyptus oil, and menthol

Examples of First-Line Pharmacotherapies
The following are examples of first-line pharmacological therapies, that is, therapies with the most 
evidence demonstrating safety and effectiveness for common pain conditions.

• Low back pain – acetaminophen or NSAIDs for most patients43

• Osteoarthritis – acetaminophen, NSAIDs, corticosteroids, tramadol44

• Trigeminal neuralgia – anticonvulsants45

• Fibromyalgia – Serotonin and norepinephrine reuptake inhibitors (SNRIs) and 
anticonvulsants46

• Rheumatoid arthritis – NSAIDs, corticosteroids, disease-modifying antirheumatic drugs 
(DMARD)47

• Migraines – Triptans, combination analgesics, ibuprofen, IV metoclopramide, parental 
dexamethasone48

• Co-morbid Depression – Chronic pain is often accompanied by depression and treating the 
depression with antidepressants, especially tricyclics and SNRIs, has been shown to improve 
the pain49. In fact, these medications help chronic pain even in the absence of depression, 
especially in fibromyalgia and neuropathy.

Note that all first-line treatments should include non-pharmacological treatments as stress reduction, 
functional support, managing triggers, physical therapy, or exercise, selected based upon the 
diagnosis and patient's condition.

Consider the cardiovascular/cerebrovascular and gastrointestinal risk and other potential side effects 
of individual NSAIDs vs. benefits when prescribing.
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Pharmacological Therapy for Mr. Alvarez's Pain
Mr. Alvarez: In Mr. Alvarez's case, non-pharmacological interventions alleviated
some of his acute, moderate to severe pain. Upon further questioning, the provider
found that Mr. Alvarez's use of over-the-counter medications had been limited to
ibuprofen which he was not taking often enough. When longer-acting naproxen was
combined with acetaminophen, his pain became tolerable at a mild level.

NSAIDS

Types of NSAIDs

• Non-steroidal anti-inflammatory drugs (NSAIDs) are commonly used to relieve pain and 
reduce inflammation in adults. They are used for a variety of acute or chronic pain conditions.

• Similar mechanism of action: inhibit the cyclo-oxygenase enzymes (COX)
• Differ in safety and cost.
• Two main types of NSAIDs: nonselective and selective

• Nonselective NSAIDs inhibit both COX-1 (normally found in the stomach, blood 
platelets, and blood vessels) and COX-2 enzymes (found at inflammation sites) to a 
specific degree. Non-selective NSAIDs include aspirin, ibuprofen (Advil, Motrin), and 
naproxen (Aleve), and numerous prescription-strength NSAIDs.

• Selective NSAIDs (also called COX-2 inhibitors) inhibit COX-2 more than COX-1.
• They are just as effective in relieving pain/inflammation as nonselective NSAIDs

and less likely to cause gastrointestinal (GI) injury, which is why they are 
recommended for patients with peptic ulcer, GI bleeding, or GI upset with 
nonselective NSAIDs.

50

Cardiovascular risks are seen to varying extent with both forms of NSAIDs are discussed on the next 
page.

RISKS OF NSAIDS
The most frequent side effects include: gas, heartburn, stomach pain, nausea, and vomiting (these 
may generally be relieved by taking the NSAID with food)

More serious side effects include: Increased blood pressure, adverse effect on control of 
hypertension; increased risk of cardiovascular disease and cerebrovascular disease, short-term use 
may cause stomach upset; long-term use may cause peptic ulcer disease and bleeding from the 
stomach; kidney damage is possible (especially in patients with an underlying kidney disease).

Details regarding these risks include the following:

• Risk factors for serious GI events: aged 65+, history of GI disease, concomitant use of 
drugs that increase the risk of GI adverse events, serious comorbidity (cardiovascular or renal 
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disease), requirement for prolonged NSAID use, and use of the maximum recommended dose
of an NSAID.

• Risk with hypertension treatment: The addition of NSAIDs to medications taken by a 
patient with hypertension can result in the loss of blood pressure control. To avoid this, the 
lowest effective dose, for the shortest amount of time, should be used.

• Risk of cardiovascular disease: Patients already at risk for cardiovascular disease or who 
already have cardiovascular disease may have an increase in risk of heart attack while taking 
an NSAID50,51. NSAIDs also increase the risk of cardiovascular disease to varying degrees in 
general, depending upon the NSAID. Some results have been conflicting and so risk of 
NSAIDs for cardiovascular/cerebrovascular disease, in general, is presented below as a 
discussion.

Discussion of the Literature on NSAIDs and 
Cardiovascular/Cerebrovascular Risk
Ibuprofen: Meta-analyses have found ibuprofen is associated with mixed but mostly increased risk 
for cardiovascular events52–54. One study found ibuprofen is associated with the highest risk for stroke
of NSAIDs54.

Naproxen: Results have been more mixed for naproxen, with its risk overall tending to be lower than 
ibuprofen52,53,55. However, the Women's Health Initiative found that the risk for cardiovascular events 
was slightly higher for women regularly taking naproxen over ibuprofen, however, this study had 
some limitations, such as a low rate of such events. The ADAPT study found possible increased 
cerebrovascular risk, however, the American Heart Associated noted limits to this study and 
recommended naproxen as the preferred choice56.

Coxibs: It is fairly well established that coxibs are associated with greater cardiovascular risk but 
decreased gastrointestinal risk.

Diclofenac: Diclofenac also has increased cardiovascular and cerebrovascular risk55,57,58.

In Patients with Coronary Artery Disease: In a study of patients with coronary artery disease, 
cardiovascular risks were increased (in order from greatest to least) for coxibs, ibuprofen, diclofenac, 
and other NSAIDs including naproxen59.

MINIMIZING RISK OF NSAIDS

Prescribing NSAIDs appropriately:
• Lower doses of NSAIDs are adequate to relieve pain in most patients.
• If possible, NSAIDs should be avoided in patients with preexisting renal disease, congestive 

heart failure, or cirrhosis to prevent acute renal failure.
• National Institute for Health and Clinical Excellence (NICE) recommends a proton pump 

inhibitor (PPI) be prescribed with NSAID for patients with osteoarthritis.
• COX-2 agents are not recommended for patients with acute pain or general musculoskeletal 

complaints.
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• Avoid NSAIDs in patients with a higher risk for cardiovascular events. NSAIDs increase the 
risk of cardiovascular adverse events (myocardial infarction), with patients who are at high risk
for cardiovascular disease before beginning treatment.

• For all patients, weight the risk of cardiovascular and cerebrovascular events, as described 
above, vs. the benefits and select NSAIDs or alternatives accordingly.

• Treatment of the underlying disease causing pain may reduce the need for NSAIDs.
• Non-drug treatments should be utilized, especial in situations of chronic pain with 

psychological and psychosocial factors.
• For patients who must take NSAIDs, but have had an NSAID-related ulcer, it is recommended 

to prescribe PPIs, double-dose histamine blockers, or misoprostol (Cytotec) with the NSAIDs. 
Misoprostol should not be used in women who might become pregnant.

60

NSAID Use for Special Populations:
• For pregnant women, NSAIDs can be used if the benefits outweigh

the risks, but the fetus should be monitored regularly. Use in early
pregnancy and after 30 weeks' gestation is associated with
complications with the fetus. Use the lowest effective dose for the
shortest duration.61

• Ibuprofen, indomethacin, and naproxen (Naprosyn) are safe to use
in breastfeeding women but should be used with caution.51

• Children are at higher risk for overdose. There is little research on
chronic NSAID use in children.62

• The elderly may be more susceptible to GI bleeding, hypertension,
and renal function compromise if taking NSAIDs, therefore NSAIDs
should be avoided if possible; or patients monitored more carefully and medication for GI 
protection considered.

• Interactions with blood thinners such as Coumadin should be considered.51

Monitoring:
60

• If initial dose does not relieve pain/inflammation, the provider may recommend increasing the 
dose incrementally, trying a different NSAID, and use of adjunctive pain treatments including 
exercise/physical therapy if applicable, topical analgesics, injections, counseling, etc.

• Monitor kidney function at least once per year to look for kidney damage (more often with 
patients with kidney disease)

• Continue to monitor efficacy and side effects
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OPIOIDS

Indications for Opioids

CDC Guideline Findings on the Effectiveness of Opioids
"No study of opioid therapy versus placebo, no opioid therapy, or nonopioid therapy for chronic pain 
evaluated long-term (≥1 year) outcomes related to pain, function, or quality of life. Most placebo-
controlled randomized clinical trials were ≤6 weeks in duration. Body of evidence insufficient"63

• Opioids are not a first-line therapy for many common pain conditions but may be important if 
first-line therapies are ineffective. 

• Evidence-based, first-line therapies including non-pharmacological treatments and scheduled 
doses of non-opioid medications should be used for each pain condition before prescribing 
opioids. 

• Pain should be moderate to severe to prescribe opioids; some experts now advocate their use
only for severe pain.
Extended Release/Long-Acting (ER/LA) opioids are only approved for treatment of chronic 
severe pain.

• Even patients with a substance abuse history should be appropriately treated with opioids, but
with precautions to prevent misuse.

2

Expected Benefits
• The potential benefits of opioids include decreased pain and improved function.
• Opioids may be beneficial for severe acute pain, but only with special precautions including: 

prescribing small quantities, and patient education on the safe use, storage and disposal of 
opioids.

• Pain severity can be assessed using a scale of 1 to 10 or other assessment.
• Opioids can reduce chronic pain a few points on a scale of 1 to 10, they generally do not 

eliminate pain.

CAUTION TIP
Prescribe opioids carefully in order to help reduce the current high rate of prescription drug abuse.

OPIOID TREATMENT STANDARDS
• Use written, signed Patient/Provider Treatment Agreements that describe the responsibilities 

of both patient and provider, including terms of treatment, prohibited behavior, and points for 
termination.

• Adjust treatment structure as needed for risk, with a higher level of treatment structure for 
high-risk patients (including an increased monitoring of medication use, more frequent drug-
screenings, and a more stringent Treatment Agreement).

• Use the least addictive drug formulation that will adequately manage pain.
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• Use opioids as a part of a multimodal treatment plan, in combination with other pain 
medications and non-pharmacological treatments (such as physical therapy, exercise and 
counseling) to increase effectiveness and minimize the necessary dose.

• Patient education should include information on how to take the medication, drug interactions, 
withdrawal symptoms, safe storage and disposal, and safety risks.

• For the initial trial dose, choose the dose based on efficacy and tolerability, and use caution in 
an opioid-naive patient.

• Limit the number of days to three for a new acute pain prescription64. Longer prescriptions are 
associated with a sharp increase in long-term opioid use.

• To minimize diversion, patients should be educated on the proper storage and disposal of 
opioids.

RISKS OF OPIOID MISUSE AND MONITORING

Risks of Opioid Misuse
• Potential risks of chronic opioid therapy include addiction, misuse, and overdose. SAMHSA 

(2014) recommends considering prescribing naloxone along with the initial opioid prescription 
for patients on long-term opioid therapy.

• Assess all patients for risk of opioid misuse or addiction using a questionnaire such as the 
Opioid Risk Tool

• Risk factors for opioid misuse/addiction are: personal/family history of drug/alcohol misuse, 
mental health disorders, history of pre-adolescent sexual abuse, younger age (18-45 years), 
tobacco use, being male, and social problems.

• Potential Side Effects of Chronic Opioid Therapy include: constipation (most common), 
sedation, nausea, endocrine effects with long term use (hypogonadism, decreased libido), 
sleep apnea, physical dependence, and tolerance

• Side effects vary with: the opioid and dose, race, gender, and age
• Pre-existing conditions that increase side effects are: constipation, nausea, pulmonary 

disease, cognitive impairment, substance misuse, and advanced age

Monitoring
• Monitor patients regularly, in accordance with risk
• Check prescription drug monitoring programs (PDMPs) to see when a patient has already 

been prescribed opioids by another provider. Check at least every 3 months and consider 
checking at each prescription. When allowed, you may be able to check what prescriptions 
have been written with your name as the provider.

• Urine Drug Testing (UDTs) are used to establish a baseline for later comparison, detect illicit 
drugs or correct use of prescribed drugs, and motivate and provide structure for patient to use 
opioids and other substances properly.

• Aberrant drug-related behaviors are behaviors outside of the societal norm and clinical 
expectations that may indicate substance misuse or addiction, but also may indicate 
undertreated pain, misunderstandings, and a number of other problems. These behaviors 
should be monitored at every appointment, with more formal monitoring for high-risk patients.
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• If aberrant behaviors occur, use empathy with a non-judgmental approach to discussing the 
issue.

• Chronic Opioid Therapy should be discontinued safely with improved pain condition or severe 
aberrant behaviors. To avoid withdrawal symptoms in patients who have become dependent 
on opioids, two possible methods for the humane discontinuation of opioids are tapering and 
opioid replacement therapy.

COMPREHENSIVE ADDICTION AND RECOVERY ACT

CARA and Its Initiatives for Ending Opioid Use Problems
The Comprehensive Addiction and Recovery Act of 2016 (CARA): Among the provisions of this 
broad purpose bill, which was signed into law by President Obama on July 22, 201665, are changes 
that affect opioid prescribing, treatment of opioid use disorder, and prevention of overdose:

Provisions of CARA, that aim to help with the opioid epidemic, include:

• Authorization for the HHS Secretary to award grants to state agencies and governments to 
make medication assisted treatment for opioid use disorder more available in areas hardest 
hit by the opioid epidemic

• Improved access to overdose treatment via authorization for grants to buprenorphine 
prescribers and others to establish a naloxone co-prescribing program including training for 
providers, purchasing naloxone, reaching out to patients who have overdosed. There also is a
training initiative for pharmacists.

• Allowing pharmacists to fill only part of a prescription for opioids, in order to reduce the 
numbers of unused opioids sitting in medicine cabinets.

• Improving treatment for pregnant and postpartum women by reinstituting a grant program for 
their residential treatment and pilot studies for non-residential treatment.

• Miscellaneous other grants for education for providers and providers in training, improving 
prescription drug monitoring programs (PDMPs), expanding availability of treatment, 
enhanced efforts to prevent overdose, and advancing public awareness.

Several provisions aim to increase the availability of treatment for opioid use disorder:

• Previously, only physicians were allowed to prescribe buprenorphine, but with CARA 2016, 
physician assistants and nurse practitioners (PAs and NPs) are now permitted to prescribe it. 
PAs and NPs may prescribe buprenorphine within the limits set by their respective states and 
completion of a 24-hour training.

• CARA 2016 also raised the upper limit of the number of patients a provider can treat for opioid
use disorder using buprenorphine, which starts at 30. After a year providers can apply to treat 
100 patients and then after two years of treating experience they can apply for 275 patients.

66
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FDA BLACK BOX WARNINGS FOR OPIOIDS
Because of the risks of misuse, abuse, addiction overdose, and death, the FDA enhanced the 
warnings for immediate release opioids67. The FDA had enhanced the warnings for extended-release/
long-acting opioids (ER/LA) for the same reasons in 201468.

Immediate Release Opioids
A boxed warning is required on immediate-release (IR) opioids to warn of the safety issues of 
"misuse, abuse, addiction, overdose, and death"67:

• "IR opioids should be reserved for pain severe enough to require opioid treatment and for 
which alternative treatment options (e.g., non-opioid analgesics or opioid combination 
products, as appropriate) are inadequate or not tolerated. "

• Product information should be consulted for required information on patient monitoring and 
drug administration including initial dosage, dosage changes during therapy.

• Physically dependent patients should be warned not to stop taking opioids abruptly.

Extended Release/Long-Acting Opioids
A boxed warning is required on ER/LA opioids to warn of the safety issues of "misuse, abuse, 
addiction, overdose, and death"68:

• "ER/LA opioids are indicated for the management of pain severe enough to require daily, 
around-the-clock, long-term opioid treatment and for which alternative treatment options are 
inadequate."

• "Because of the risks of addiction, abuse, and misuse, even at recommended doses, and 
because of the greater risks of overdose and death, these drugs should be reserved for use
in patients for whom alternative treatment options (e.g., non-opioid analgesics or 
immediate-release opioids) are ineffective, not tolerated, or would be otherwise 
inadequate to provide sufficient management of pain; ER/LA opioid analgesics are not 
indicated for as-needed pain relief.

Enhanced Warnings for All Opioids
Both IR and ER/LA opioids require a warning of the risk of neonatal opioid withdrawal syndrome. 
Chronic use of IR and ER/LA opioids taken during pregnancy "can result in neonatal opioid 
withdrawal syndrome (NOWS), which may be life-threatening if not recognized and treated"67.

Both IR and ER/LA opioids are affected by the relatively more recent, enhanced safety warnings for 
all opioids, including warning of risk for serotonin syndrome, adrenal insufficiency, and decreased sex
hormone levels with chronic use67.

FIRST-LINE THERAPIES FOR COMMON CHRONIC PAIN CONDITIONS

Overview of First-Line Therapies
First-line therapies are the treatments that evidence supports trying before
other therapies that are often less effective or less safe. They usually include
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both pharmacological and non-pharmacological treatments that are recommended to be used 
concurrently. Most common pain conditions have clinical guidelines providing a clear description of 
optimal treatment based on a body of scientific evidence that has been reviewed by the relevant 
medical professional society.

Opioids are not first-line therapies for any of the common chronic pain conditions, but may be helpful 
if first-line treatments and multiple treatment modalities are not effective or tolerated.

BEHAVIORAL THERAPEUTIC INTERVENTIONS
Behavioral therapeutic interventions need not be limited to counseling specialists. Health care 
providers can implement simple, brief cognitive behavioral pain interventions, such as:

• Validating the patient's pain and difficulties (e.g., "It sounds like you're having a lot of pain and 
it is affecting your ability to work."

• Using empathy (e.g., "That sounds difficult.")
• Teaching simple mindfulness meditation techniques (e.g., "Focus your attention on your 

breath, noticing your belly rise and fall, for two minutes. You can count the breaths if that helps
you focus.")

• Encouraging patients to take an active approach to their pain management (e.g., "It's very 
important that you go to physical therapy and do the prescribed exercises.")

BACK PAIN

Clinical Guidelines for Back Pain
Imaging: Imaging is generally not needed for non-specific low back pain in the
absence of red flags suggesting severe or progressive neurologic deficits, or serious
underlying specific cause (69–strong recommendation, moderate-quality evidence).

Treatment:
Non-pharmacological treatments are emphasized for non-specific low back pain and
relatively less severe radiculopathy, with certain pharmacological treatments added
as needed.

1. Acute/Subacute Low Back Pain
• Non-Pharmacologic: For acute or subacute back pain: Advise patients to remain active,

describe the expected course of the condition of strong improvement being likely within
a month, and provide information about effective self-care options69. Guidelines 
strongly recommend superficial heat (moderate-quality evidence) and massage, 
acupuncture, or spinal manipulation (low-quality evidence).

• Pharmacologic: If pharmacological treatment is needed for acute/subacute low back 
pain, non-steroidal anti-inflammatory drugs or skeletal muscle relaxants are the first-
line treatments (69–strong recommendation, moderate evidence).

2. Chronic low back pain
• Non-Pharmacologic: For chronic low back pain, non-pharmacological treatment should 

be tried as the first treatment and should include "exercise, multidisciplinary 
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rehabilitation, acupuncture, mindfulness-based stress reduction (moderate-quality 
evidence), tai chi, yoga, motor control exercise, progressive relaxation, 
electromyography biofeedback, low-level laser therapy, operant therapy, cognitive 
behavioral therapy, or spinal manipulation (low-quality evidence, strong 
recommendation)"69.

• Pharmacologic: If the response of chronic low back pain to non-pharmacologic 
treatment is inadequate, nonsteroidal anti-inflammatory drugs are the first-line 
pharmacologic treatment. Tramadol or duloxetine are second-line. (weak 
recommendation, moderate-quality evidence) Opioids should only be considered if the 
above treatments have failed and "if the potential benefits outweigh the risks for 
individual patients and after a discussion of known risks and realistic benefits with 
patients" (weak recommendation, moderate-quality evidence).

HEADACHE & MIGRAINE

Migraine
A combination of treatments may be effective in treating migraines.

Pharmacological
• First-line pharmacological therapies48:

• NSAIDs (nonsteroidal anti-inflammatory drugs) *Consider
increased cardiovascular/cerebrovascular and gastrointestinal risk vs. benefits when 
prescribing.

• Combination analgesics containing acetaminophen, aspirin, and caffeine
• Triptans (e.g., sumatriptan, rizatriptan, etc.) for moderate to severe migraine, or mild to 

moderate migraine that has not responded to simple analgesics. Note: Avoid triptans in
patients with vascular disease, uncontrolled hypertension, or hemiplegic migraine.

• Alternative: Isometheptene-containing compounds and intranasal dihydroergotamine
• Adjunctive medications:

• Intranasal lidocaine
• Dexamethasone to prevent short-term recurrence

• Children and teens: acetaminophen, ibuprofen, intranasal sumatriptan, and intranasal 
zolmitriptan

• Emergency department treatment: Intravenous antiemetics, with or without intravenous
dihydroergotamine are often used

• Other pharmacotherapy:
• Use opioids for moderate to severe pain with no response to/intolerance of first-line 

treatments. Use only as needed23

• Migraine preventions, for when abortive medications are not effective or when migraines are 
frequent:

• Anti-epileptics - e.g., valproate, divalproex, topiramate
• Beta blockers - e.g., timolol, propranolol, metoprolol
• Anti-depressants - e.g., amitriptyline, venlafaxine
• Botox for extremely frequent migraines
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• Avoid or reduce estrogen for estrogen-related migraines

Non-pharmacological treatments
• First-line life-style changes include sufficient and regular:

• Sleep
• Exercise
• Meals, and avoid personal triggers
• Water

• Complementary therapies:
• Acupuncture
• Massage
• Cognitive behavioral therapy

70,71

Tension-Type Headache
• OTC analgesics and adjunctive therapy, including managing triggers, stress reduction, etc., 

are the first-line treatments.
• Regular use of analgesics may lead to chronic daily headaches.
• Opioids are not helpful for most people with chronic daily headaches and therefore should be 

used only in rare circumstances2.
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MRS. JONES - MIGRAINE

Patient: Mrs. Dorothy Jones, 35 y/o

Scenario: Mrs. Jones is brought by her friend into your office for treatment of an 
acute migraine with aura. Dorothy reports a medical history significant for Sickle Cell 
Disease and tells you that she took 2 Excedrin Migraine tablets 2 hours ago. She 
says her pain is still a 7 or 8 out of 10.

Question: Which of the following is an appropriate treatment (check all that apply)?

Choose all that apply
1. Valproate

• Feedback: Incorrect
• Anti-epileptics are sometimes helpful in the prevention of migraines, but not treatment 

during a migraine episode.
2. Oral or nasal sumatriptan

• Feedback: Incorrect
• Triptans are contra-indicated in patients with vascular disease or vaso-occlusive 

components, like sickle cell disease, which Mrs. Jones does have. 
3. Intranasal dihydroergotamine

• Feedback: Correct
• This is an alternative abortive medication to triptans.

4. Intranasal 4% lidocaine solution
• Feedback: Partially correct (if used as an adjunct treatment)
• Intranasal lidocaine is considered an adjunctive topical analgesic.

FIBROMYALGIA

Clinical Guidelines for Fibromyalgia
Both pharmacological and non-pharmacological treatments are recommended

Pharmacological:
• For treatment of insomnia, fatigue, and depressive symptoms:

• Tricyclic antidepressant medications, especially amitriptyline and 
serotonin/norepinephrine reuptake inhibitors (SNRIs)

• For treatment of muscle spasms:
• Cyclobenzaprine or low dose benzodiazepines (e.g., clonazepam) to treat muscle 

spasms

Page 34 of 57    September 25, 2018 Update
Treatment of Pain



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

• Certain anticonvulsants are also effective on pain and other fibromyalgia impact 
(gabapentin and pregabalin)

• SSRI antidepressants have modest evidence for effectiveness on pain, fatigue, other impacts 
of fibromyalgia

• Not recommended are NSAIDs, because fibromyalgia is not inflammatory, but it can be used 
for comorbid rheumatic disease

• Tramadol, a weak opioid, made a schedule IV controlled substance in 2014, has moderately 
strong evidence for improving fibromyalgia pain. Otherwise, chronic opioid therapy (COT), is 
rarely effective for fibromyalgia and should be used as a last resort.

Non-Pharmacological:
• Patient and family education
• Massage
• Exercise
• Including pool therapy
• Cognitive behavioral therapy
• Acupuncture

72,73

OSTEOARTHRITIS

Clinical Guidelines for Osteoarthritis
Both pharmacological and non-pharmacological treatments are recommended

Pharmacological
• Systemic treatments

• First-line treatment includes, in order of increasing symptom severity, acetaminophen, 
NSAIDs, or glucocorticoids

• Due to potentially dangerous side effects, acetaminophen is the first-line treatment of 
choice for the elderly. Opioids taken on a schedule are often used before NSAIDs in 
this population

• Local treatments:
• Hyaluronic acid injections may provide relief for mild to moderate arthritis
• Topical NSAIDs (topical delivery helps avoid systemic effects)

Non-Pharmacological
• Exercise is important to strengthen muscles around affected joints
• Weight loss for those who are overweight reduces stress on joints

74

Opioids. Opioids are not considered a first-line treatment option for osteoarthritis and "should be 
considered only if traditional methods of pain management (e.g., acetaminophen, NSAIDs, or 
tramadol) have been ineffective" or intolerable75. If used, they should be part of a comprehensive pain
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treatment plan. In the elderly, NSAIDs may present serious health risks so opioids are sometimes 
used in this patient population to treat arthritis when other first-line treatments are not effective.

MR. JOHNSON - NEUROPATHY / NEURALGIA
• First-line, efficacious medications for neuropathy or neuralgia include76,77:

• carbamazepine (FDA-approved for trigeminal neuralgia)
• gabapentin (FDA-approved for post-herpetic neuralgia)
• 5% lidocaine patch FDA-approved for post-herpetic neuralgia)
• tricyclic antidepressants for neuropathy
• tramadol hydrochloride for neuropathy (a controlled substance, Schedule IV, as of 

2014)
• Opioids are considered effective and useful as second- or third-line drugs. Acceptance of 

opioids in long-term management of neuropathic pain is mixed. Medications other than opioids
are typically utilized first due to the more serious adverse effects and risks associated with 
opioids.

Patient: Mr. Marcus Johnson, 44 yo

Scenario: Mr. Johnson presents with several weeks of aching, sometimes 
‘buzzing-like’ pain across his right chest where he experienced an episode of 
shingles that was diagnosed 7 weeks ago. He has no history of substance abuse 
and reports having “smoked weed” a couple times only when he as a teenager. He
requests something ‘strong’ for the pain because he is convinced that if it resolves 

completely even once, the ‘cycle’ of pain will be broken and the pain will not return.

Question: What is appropriate first-line treatment for Mr. Johnson (check all that apply)?

Choose all that apply
1. Oxycodone for strong pain relief

• Feedback: Incorrect (not first-line)
• Opioids are second- or third-line therapies for post-herpetic neuralgia.

2. Gabapentin
• Feedback: Correct!
• Gabapentin is FDA-approved for post-herpetic neuralgia.

3. Carbamazepine
• Feedback: Incorrect
• Carbamazepine is FDA-approved for trigeminal neuralgia.

4. Lidocaine patch (5%)
• Feedback: Correct!
• Lidocaine patch (5%) drug is FDA-approved for post-herpetic neuralgia.
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CANNABIS (MARIJUANA) FOR PAIN CONTROL

Overview
Cannabis (Marijuana) includes chemicals being used to treat a variety of pain conditions and types of
pain. It is not FDA-approved for that purpose, however, some states have legalized its use for 
medical purposes, including the treatment of pain.

The mechanism for analgesia from Cannabis differs from opioids. The active chemical ingredients are
called cannabinoids. The physiological response to cannabinoid receptor activation includes 
"euphoria, psychosis, impaired memory and cognition, reduced locomotor function, increased 
appetite, and antiemetic, pain-relieving, antispasticity, and sleep-promoting effects"78.

Cannabinoid receptors (CB1 are found in the brain (especially basal ganglia, hippocampus, 

cerebellum, and association cortices) and the spinal cord and peripheral nerves throughout the body 
including adipose tissue, muscle, liver, GI tract, pancreas, and reproductive and cardiovascular 
tissues78. The pain relieving ability of cannabinoids also appears to be mediated through anti-
inflammatory effects via CB2 receptors on immune cells.

Cannabinoids
Over 60 pharmacologically cannabinoids are found in marijuana78. The naturally occurring 
cannabinoids (endocannabinoids) affect many physiologic processes, including pain perception79. 
The percent of each cannabinoid in a Cannabis plant varies with the strain and growth conditions. 
Activation of CB1 and CB2 receptors inhibits the release of multiple neurotransmitters, including 
acetylcholine, dopamine, and glutamate. Opioid and serotonin receptors are affected indirectly.

The primary cannabinoids found in marijuana are:

1. Delta-9-tetrahydrocannabinol (THC) – A psychoactive cannabinoid associated with euphoria 
as well as many mild adverse effects including accelerated heartbeat panic, confusion, 
anxiety, and paranoia. THC also has mild to moderate analgesic effects.

2. Cannabidiol (CBD) – Appears to relieve pain and decrease inflammation without causing 
intoxication or producing the negative side effects of THC. It appears to have anti-anxiety and 
antipsychotic effects.

78,80

Effectiveness
Cannabis is being used by patients for a variety of pain syndromes and types of pain including 
neuropathic, mechanical, and inflammatory pain79.

In combination with other pain medication:
• Vaporized Cannabis added to opioids relieved chronic pain better than the opioid alone in a 

small clinical trial81.

Page 37 of 57    September 25, 2018 Update
Treatment of Pain



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

INDICATIONS FOR USING MARIJUANA FOR PAIN
Medical marijuana is used most often to relieve pain. A study of 1746 users in California found that 
82.6% used it to relieve pain82.

The Evidence
A review of 28 randomized clinical trials found that high-quality evidence supports the effectiveness of
using marijuana to treat chronic pain, neuropathic pain, and spasticity due to multiple sclerosis78.

Pain-related diagnostic codes used most often as reasons for approving medical marijuana use 
included:

• Back/Spine/Neck Pain – 30.6%
• Muscle spasms – 15.7%
• Arthritis – 8.5%
• Injuries (knee, ankle, foot) – 4.5%
• Joint disease/disorders – 4.4%
• Inflammation (spine/nerve) – 2.9%
• Headaches – 2.7%

In cancer and chemotherapy pain:
• Delta-9-THC: Oral THC relieved cancer pain as well as nausea and vomiting and improved 

appetite in one small study and in another study, cancer pain relief was comparable to 
codeine. In another study, anxiety and distress were relieved in addition to cancer pain and 
nausea, in comparison to no treatment80.

• Whole Cannabis extract sprayed sublingually, relieved cancer pain that had not been relieved 
by opioids80. Sleep loss also decreased. Low doses were found to be effective.

• In animal studies, cannabinoids appear to prevent neurological damage, including pain, that is
associated with some forms of chemotherapy80.

SIDE EFFECTS AND OTHER RISKS OF MEDICAL MARIJUANA FOR PAIN

Potential Adverse Effects During Use
A one year study of the safety of medical marijuana in 141 users concluded it is fairly well-tolerated 
with only mild to moderate non-serious adverse events and no difference from non-user controls with 
respect to serious adverse events83.

Potential adverse effects of cannabinoids during use include:

• Increased pulse rate
• Decreased blood pressure
• Muscle relaxation
• Dilated blood vessels conjunctiva
• Decreased gastric and intestinal motility
• Dizziness

Note that, unlike opioids, there is no respiratory depression.
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• Depression
• Hallucinations
• Paranoia
• Acute effects from smoke inhalation
• Short-term memory impairment
• Balance, decreased coordination

79,80

Adverse effects during acute intoxication are more common in new users79.

Cannabinoids are quickly deactivated and slowly metabolized and cleared through the hepatic 
cytochrome P450 system, with excretion through urine and feces79.

Adverse Effects of Chronic Use
Adverse effects of chronic use include78,79:

• Increased respiratory tract infections and pneumonia78

• (smoked form) Loss of lung function – A study of 5000 people who smoked marijuana over 20 
years found some loss of lung function80. Occasional and low use was not associated with loss
of lung function.

• Preliminary research associates use with myocardial infarction, stroke, and peripheral 
vascular disease78.

• Associated structural brain differences in the nucleus accumbens and amygdala are found 
even with occasional users compared to controls78.

• Possible endocrine effects including reproductive effects79

• Addiction – Addiction is primarily psychological and physical dependence is minimal79. 
Cannabis and cannabinoids may be addictive80. Withdrawal is milder than for opioids. 
Symptoms include irritability, anxiety, dysphoria, craving, insomnia, restlessness, hot flashes, 
and (rarely) nausea and cramping78,79. Some tolerance may develop resulting in the need for 
higher doses with long-term use79.

Beneficial Side Effects
Beneficial side effects of chronic use include:

• Decreased rate (45% lower) of bladder cancer in men80.

PRESCRIBING MEDICAL MARIJUANA FOR PAIN

How Supplied
Medical marijuana can be obtained from dispensaries in a variety of forms but is not available from 
pharmacies because it is illegal federally.

Cannabis can be taken in several forms:

• Inhaled – smoked or vaporized dried marijuana plant or resin or oil (hashish). Quickly 
absorbed into the bloodstream. Less psychoactive ingredient is produced in comparison to 
ingesting Cannabis by mouth.
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• Ingested/Infusion – The plant or resin taken by mouth via food products (nonvolatile solvents 
such as butter, cooking oil) into which it is baked, or tea. More psychoactive ingredient is 
produced via processing by the liver, in comparison to inhaling smoked Cannabis.

• Sublingual absorption – Clinical trials are testing a Cannabis plant extract that is sprayed 
under the tongue and absorbed through the mucosa. The ability to control the quantity of 
specific cannabinoids is advantageous over the other routes of administration.

• Other: Medical marijuana can also be vaporized using a preheated vaporizer. An advantage 
over smoking may be that it is less harsh on the lungs. Other products include patches, 
suppositories, topicals (salves, ointments, etc). The topicals are sometimes beneficial for 
arthritis or tendonitis.

80

Products Available
• Nabiximols (Sativex) – A Cannabis extract containing delta-9-THC and cannabidiol. Approved 

in Canada for treatment of pain in advanced cancer and MS80

• Dronabinol – FDA approved for nausea and vomiting associated with chemotherapy and to 
stimulate appetite in wasting illnesses, such as cancer or HIV infection78

• Nabilone – FDA approved for nausea and vomiting associated with chemotherapy and to 
stimulate appetite in wasting illnesses78

• Marinol – THC psychoactive

Dosage
Anecdotal reports of marijuana cigarettes include many patients for whom just 2 to 3 inhalations per 
day are effective at reducing pain significantly79.

States Where Medical Marijuana Is Legal
(But not necessarily for treatment of all chronic pain – consult laws by state)
It is illegal by federal law in the U.S. to use Cannabis outside of research settings, however, a number
of states have legalized the use of medical marijuana. Currently, it is legal for at least some medical 
purposes in84:

• Alaska
• Arizona
• California
• Connecticut
• Colorado
• Delaware
• DC
• Guam

• Hawaii
• Illinois
• Maine
• Maryland
• Massachusetts
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• Michigan
• Minnesota
• Montana
• Nevada

• New Hampshire
• New Jersey
• New Mexico
• New York
• Oregon
• Puerto Rico
• Rhode Island
• Vermont
• Washington

Additional states have legalized specific ingredients of Cannabis, e.g., cannabidiol. For a summary of
approved conditions by state as of 2015, view the review article in JAMA, Medical Marijuana for 
Treatment of Chronic Pain and Other Medical and Psychiatric Problems by Hill, KP

MR. ALVAREZ - TREATMENT PLANNING FOR ACUTE PAIN

Treatment Plan:
Often acute pain is a symptom of an illness or injury, whether a broken bone or pulled muscle. Both 
the pain and its cause should be treated simultaneously with follow-up to ensure appropriate pain 
resolution.

Examples of Acute Pain Treatments
The following are some common treatments for acute pain85:

Institute for Clinical Systems Improvement (ICSI). Pain, Chronic; Assessment and Management of: 
Guideline Summary. Institute for Clinical Systems Improvement (ICSI). 2011. Available at: 
https://www.icsi.org/_asset/bw798b/ChronicPain.pdf Accessed on: 2013-09-12.

Non-Pharmacological Exercise, heat/cold packs, massage, rest and relaxation

Pharmacological

Somatic – acetaminophen, NSAIDs, local anesthetics, opioids

Visceral – corticosteroids, local anesthetics, NSAIDs, opioids

Neuropathic – anticonvulsants and antidepressants

Acute Pain Case
Patient: Mr. Eric Alvarez, 42 y/o

Scenario: Mr. Alvarez was evaluated at a 24-hour urgent care center last night where 
the physician assistant (PA) on staff indicated that his toe appeared severely bruised 
but not fractured. The PA secured the toe with tape and offered him a prescription for 

Page 41 of 57    September 25, 2018 Update
Treatment of Pain



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

two days of acetaminophen plus hydrocodone for pain. He was told he should not drive or operate 
machinery if he took the pain medication. Because he operates machinery in his job, he did not fill the
prescription. Now, he is still in pain after taking over-the-counter ibuprofen and is reconsidering 
getting a prescription for a "stronger" medication.

Given Mr. Alvarez's acute, moderate to severe pain, and insufficient response to over-the-counter 
medications, it is important to consider other treatments.

Question: Which of these treatment options would you suggest for Mr. Alvarez (please check all that 
apply)?

Choose all that apply
1. RICE (rest, ice, elevation, compression)

• Feedback: Correct!
• Yes, RICE can reduce swelling, decrease pain, and promote healing

2. Prescription NSAIDs plus acetaminophen (e.g., Diclofenac, Naproxen)
• Feedback: Correct!
• Yes, this line of pharmacological treatment would address Mr. Alvarez’s moderate to 

severe pain without the unwanted and potentially dangerous sedating side effects of 
opioids or risk of addiction.

3. Short-term opioid treatment (i.e., something ‘stronger’ than Vicodin)
• Feedback: Incorrect
• No, Mr. Alvarez does not like the sedating effects of opioids, and since his job involves 

the use of machinery, these sedating side effects and the risk of addiction are 
potentially dangerous.

4. Modified shoes and/or crutches
• Feedback: Correct!
• Yes, remember to consider functioning when treating pain. These could help Mr. 

Alvarez mobilize without applying pressure to the affected toe.

Case Discussion:
For Mr. Alvarez, achieving the first three goals of pain treatment – pain reduction, treatment of 
underlying diagnosis (contusion), and improved functioning – involves multiple non-pharmacological 
and pharmacological non-opioid treatments. In combination, these aim to reduce acute swelling in the
toe, address his pain, and promote healing while enabling him to work safely. He may need referral to
an orthopedist for further evaluation of the injury.
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MRS. CATELL - PHARMACOLOGICAL TREATMENT

Patient: Mrs. Donna Cattell, 62 y/o

Review Mrs. Cattell's Pain History:

Mrs. Cattell is a new patient who asks for pain medication for chronic lower back 
pain that bothers her every day for most of the day. She says that over-the-
counter medications do not provide her with enough pain relief. On further 
questioning, you learn that her lower back pain has been present for 3 years. Two
years ago, she had lower back surgery, followed by physical therapy, and 3 
months of an opioid pain medication. In combination, these 3 treatments only 
yielded some pain relief. Despite extensive diagnostic testing, a specific cause for
Mrs. Cattell's pain has not been identified. The provider who prescribed her 

opioids for 3 months refused to prescribe them any more. The pain is now moderate to severe around
half the time, is worse at night after work, and is described as a burning ache that bothers her every 
day for most of the day.

Diagnostic imaging of her cervical and thoracic vertebrae did not reveal any structural problems. 
Physical exam results suggest mild nerve impingement.

Mrs. Cattell's provider prescribed prescription NSAIDs and refers her for physical therapy as well as a
psychological consultation on her pain coping skills.

Question: Based on what you know about Mrs. Cattell's pain so far, what categories of pain 
treatment are first-line pharmacological therapies for her lower back pain? (Choose all that apply)

Choose all that apply
1. NSAIDs

• Feedback: Correct!
• Because Mrs. Catell's pain appears to be chronic and musculoskeletal, an NSAID 

would be a first-line therapy to try along with non-pharmacological therapies.
2. Immediate Release Opioids

• Feedback: Incorrect
• Because Opioids are not first line therapy in this situation and the first-line treatment, 

NSAIDs and non-pharmacological therapies, has not been tried.
3. Muscle relaxants

• Feedback: Incorrect
• Sometimes muscles do tense around chronic injuries or painful areas, and muscle 

relaxants may be used as part of pain treatment, but as far as we know, muscle 
spasms or painful muscles have not been identified in this case. Furthermore, gentle 
stretching and physical therapy could be tried first.

4. Sedatives
• Feedback: Possibly correct (See warning)
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• Sedatives might be helpful for someone in acute pain if they report trouble sleeping 
due to severe pain, or severe pain in muscles due to muscles guarding the primary 
painful area, but should only be used if absolutely needed and caution should be 
exercised as they can be addicting and sedating. 

MULTIDISCIPLINARY APPROACH TO CHRONIC PAIN

Multidisciplinary Approach
A multidisciplinary approach to chronic pain treatment optimizes
treatment effectiveness and minimizes risk of addiction to pain
medication by involving the coordinated efforts of different
specialists. Multidisciplinary treatment approaches including
medications, physical interventions, and psychobehavioral
interventions are often needed for chronic pain86, especially with
psychological or medical co-morbidities or impaired function2.

Few multidisciplinary pain clinics exist and they are primarily
located in major medical center hospitals and rehabilitation
centers. A multi-modal treatment team with a "home" clinician, to
coordinate care may be needed as an alternative.

Medical Home
Patients with chronic non-cancer pain use health care services more frequently and have more 
comorbidities than other patients2. Because of this and the need for multidisciplinary care to manage 
the pain, they often need a "medical home" clinician to coordinate communications among the health 
care professionals involved. The "home" provider may or may not prescribe the pain medication. 
Thus, primary care providers can serve as the patient's medical home. The disciplines involved 
in a treatment team may find a written agreement helpful, one that describes the roles for each 
provider, communications, and scheduled visits23.

MAKING A REFERRAL

When to Refer

• Moderate to severe substance use disorder suspected
• Complicated medical or mental health history
• Complex pain conditions
• Care needed is outside providers' expertise or practice's structure or focus

Where to Refer
• Pain specialist – Complex pain conditions
• Multidisciplinary pain clinic – Long-standing pain problems or multiple issues
• Addiction specialist – History of addiction/substance use disorder
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How to Refer
• Send a referral letter before the patient's first visit. (See sample letter in Related Resources at 

the end of the module)
• Consider affordability and insurance accepted by the recommended practice.
• The referring clinician can make the initial call for the patient in the patient's presence.
• The referrer should inform patients about the practice to which they are being referred.
• It is important for the referrer to encourage patients to follow through and to check on whether 

the referral was successful; referrals may need to be repeated several times.

Coordinating Care After Referral
• Ideally, the specialist will communicate with the referring provider after the patient's 

assessment
• The referring clinician continues to act as an advocate and collaborates with the patient and 

the specialist after referral. 
• Coordinated care can enhance psychological well-being, reduce medication use, improve 

functional ability, increase return-to-work outcome, and prevent secondary dysfunction87.

CASE VIGNETTE: MRS. BISCHOFF CONTINUED

Instructions: Please review this case by reading information in all tabs. Once you have completed 
your review, please proceed to the next page.

New Patient
Name:Mrs. Bischoff

Age: 36 years old

Reason for visit: Frozen shoulder

History of Present Illness: 3-month history of severe right shoulder pain when 
moved behind her or laterally and mild to moderate pain at other times while taking 

prescription NSAIDs. Severe pain after inadvertent use of her shoulder lingers around an hour and 
sometimes she triggers it in her sleep. She is interested in whether opioids might help.

Evaluation so far suggests a chronic inflammatory/musculoskeletal condition with episodic acute 
exacerbations.

Vital Signs

Height:
5'7"

Weight:
142 lbs

Pulse:
74

Blood Pressure:
112/65

Respiration Rate:
12

Temperature:
98.2° F

Past Medical History
Medical Illnesses: Onset of frozen shoulder after mild injury in martial arts class - managed with 
NSAIDs.

Alcohol/Tobacco/Recreational Drug Use: None
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Family/Social History
Relatives: Mother, age 72 – Hypertension; Father, age 75 – Hypertension, early Alzheimer's 62

Occupation: Graduate student in microbiology

Marital/Family Status: Married; no children

Current Medications
-Diclofenac bid, used intermittently, but she does not notice much effect.

Ice: used after initial injury

Allergies: NKDA. Acetaminophen causes nausea

Labs
Slightly elevated ESR and C-Reactive Protein thought to be due to the shoulder inflammation. Lab 
values otherwise within normal limits.

Imaging
Initial diagnostic radiograph of right shoulder showed no evidence of fracture, tumor, arthritis, or 
calcifications.

An MRI of the right shoulder two weeks ago revealed a thickened coracohumeral ligament and soft 
tissue thickening in the rotator interval confirming the diagnosis of adhesive capsulitis ("frozen 
shoulder"); no additional intra-articular pathology was noted.

Physical Exam
10 to 50% loss of shoulder range of motion in all planes, loss of both active and passive range of 
motion, some tenderness at rotator cuff and biceps head upon palpation, some radiation into deltoid 
muscle.

MRS BISCHOFF - POTENTIAL TREATMENT CHOICES
This section describes potential treatments for Mrs. Bischoff. You will be asked to choose from them 
later. Be sure to look for an appropriate muli-disciplinary approach to treating her pain.

Case Review: Based on Mrs. Bischoff’s chronic inflammatory, musculoskeletal process with acute 
inflammatory elements, an MRI was ordered. It confirmed intense inflammation in the right shoulder. 
Combining the MRI results with (1) a pain history of increasingly limited function of this shoulder, and 
(2) a physical exam that confirmed severely limited range of motion and severe pain upon motion in 
several directions, a diagnosis of adhesive capsulitis (frozen shoulder) was made.

Ms. Bischoff: "What can you do to help me with this pain? What about opioids?"

Review the following pages for possible treatments to determine what treatment option(s) you would 
recommend for Mrs. Bischoff.
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MRS BISCHOFF - NON-PHARMACOLOGICAL TREATMENT

Physical Therapy
Physical therapy is an excellent treatment choice because her range of motion is decreasing. Using 
her shoulder in as full a range of motion as possible will help limit the immobilization from the scarring
process of "frozen shoulder." Use of heat to prepare for exercise followed by ice after an exercise 
session can help mobilize the joint and then minimize inflammation.

Psychiatry/Counseling
It is an excellent choice to think about whether Psychiatry/Counseling is indicated. This condition 
often lasts around a year and living with this much pain for a long period of time can be depressing. 
Cognitive behavioral counseling can help a patient develop pain coping skills. A brief screening for 
depression is a good idea. If she does have depression, you can determine whether it is something 
that can be addressed in your practice or requires referral.

Other Non-pharmacological Treatment
• Exercise: She can do exercises at home that maintain her range of motion. She can use a 

little heat, such as a warm shower, before doing the exercises and follow with ice afterward.
• Surgery:

• Manipulation: This is a treatment for limited range of motion that happens late in the 
disease process. Performed under general anesthesia, manual manipulation involves 
forced movement of the shoulder through its full range of motion, causing the capsule 
and scar tissue to stretch and/or tear

• Arthroscopy: Also for late in the disease process, this is performed to remove scar 
tissue and adhesions

Less Effective Non-pharmacological Treatment
Certain treatments that are effective for other pain conditions may not be effective or could even be 
harmful with frozen shoulder:

For example, immobilization, which is so important for many musculoskeletal injuries, is not a good 
idea in this case because of the scarring process that produces "frozen shoulder." Movement in as 
full a range of motion as possible can help prevent the decrease in mobility. She may, however, be 
advised to avoid those motions that trigger the most severe pain, as these could exacerbate the 
inflammation.

Massage, which is helpful to relax muscles that are tense from guarding a painful area, is not as 
effective with frozen shoulder as it may be from some other pain conditions. However, it may help 
with stress management, which ultimately can help with overall functioning and even perception of 
pain.
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MRS BISCHOFF - PHARMACOLOGICAL TREATMENT

NSAIDs
NSAIDs are the first-line of treatment for adhesive capsulitis. Bischoff reported taking her NSAID 
‘intermittently’). Because her pain is constantly at least mild to moderate and only occasionally 
severe, instead of taking the NSAID diclofenac prn severe pain, she could take it on a scheduled 
basis. If one NSAID is still not effective, another one can be tried. In either event, benefits vs. risks of 
side effects of NSAIDs would have to be considered.

Adjunctive Pain Medications
• Acetaminophen is commonly used as an adjunctive medication in chronic pain, but may not 

be an option in this case because it causes Mrs. Bischoff "stomach problems." It might be 
worth asking her about the stomach problems as sometimes a medication can be tolerated in 
a lower dose or with an adjustment in how the drug is taken (e.g., with/without food, time of 
day). It may also be worthwhile to confirm that the patient is taking her medications as 
prescribed (note that Mrs.

• Steroid injections: Injections of cortisone directly into the joint can help reduce inflammation 
and increase mobility

• Topical NSAIDs are another possibility.

Less Effective Treatments
Switching to chronic opioid therapy would risk her developing dependence for pain that is only mild to
moderate most of the time as long as she is taking an NSAID. Her pain is only severe intermittently in
response to use. Relief with the opioid would be only a few points on a scale of 1 to 10 for a pain 
condition that is likely to resolve within months to a couple of years. Before considering such an 
option, a different NSAID, adjunctive acetaminophen, topical NSAID, and other, non-pharmacological 
therapies listed could be tried.

MRS. BISCHOFF - PATIENT RECORD NOTE

Patient information
Mrs. Heidi Bischoff - 36-year-old white female

Pain History
Pain severity: reaches 10 out of 10 for a second with certain motions, lingers at a 7 to 9, and then 
"calms down" to a constant 4 to 5 within an hour or two.
Onset: 3 months ago. Pain is "hot," piercing, constant, intense in a small localized area in the center 
of the joint with some radiation to her deltoid muscle. 
Aggravating factors: Elicited by movements in specific directions (posterior and lateral) produces. 
Patient reports it is not tender to the touch, because the pain "feels like it is inside the joint where it 
cannot be touched" (however muscle tenderness with palpation found during PE). 
Treatment history: In the past month, treated with diclofenac bid, with little relief. Acetaminophen 
causes nausea. Pain effects on her life: Loss of sleep when triggered inadvertently by moving in 
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sleep and lost ability to do her favorite activities (martial arts and yoga classes). Decreased range of 
motion in lifting her arm over her head and reaching behind her.

Physical Examination
Range of motion: shoulder 10 to 50% loss in all planes, both active and passive Tenderness to 
palpation at rotator cuff and biceps head Pain radiation into deltoid muscle.

Diagnostic Category
Chronic inflammatory/musculoskeletal

NON PHARMACOLOGICAL Treatment Plan
Question: What non-pharmacological treatment is likely to benefit Mrs. Bischoff?

Choose all that apply
1. Massage

• Feedback: Correct
• Massage may be helpful if she is experiencing secondary pain from muscle "guarding" 

although there was no mention of this in the history. This type of pain is more common 
with backaches and headaches.

2. Rest
• Feedback: Correct
• Rest is a good recommendation during acute flare-ups of frozen shoulder, however, 

she should be encouraged to use her shoulder in normal functioning to the extent that 
it does not trigger flare-ups.

3. Cold/heat packs
• Feedback: Correct
• Heat packs may help warm up the joint before doing any recommended exercises. 

Cold packs after exercise and during acute flare-ups of pain may be effective in 
reducing pain from inflammation.

4. Exercise
• Feedback: Correct
• Exercise is important to prevent progression of the "freezing" or immobility caused by 

scarring in frozen shoulder. However, this needs to be done without triggering an acute
exacerbation of the inflammation. Supervision of the exercise in physical therapy will 
help guide the patient to avoid triggering further damage.

5. Physical therapy
• Feedback: Correct
• Exercise is important to prevent progression of the "freezing" or immobility caused by 

scarring in frozen shoulder. However, this needs to be done without triggering an acute
exacerbation of the inflammation. Supervision of the exercise in physical therapy will 
help guide the patient to exercise in a way that avoids pain and triggering further 
damage. 
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SUMMARY AND KEY POINTS

Treatment Planning for Pain
• Use the working diagnosis to develop a treatment plan that includes initial treatment and 

ongoing monitoring. It is important to have a plan that:
• reduces pain – pain elimination may not be possible
• improves function – physical and psychosocial
• treats the underlying diagnosis and any secondary effects (e.g., mood disorders, 

medication side effects)
• Many forms of pain are best treated with a combination of non-pharmacological and 

pharmacological treatments.
• Common non-pharmacological therapies for pain include physical therapy, counseling, 

exercise, relaxation techniques, therapeutic injections, acupuncture, pain-blocking 
devices such as TENS units, and surgery.

• Common pharmacological therapies for pain include nonsteroidal anti-inflammatory 
agents, acetaminophen, corticosteroids, topical pain killers, adjuvant medications (such
as antidepressants, anticonvulsants, and muscle relaxants), and opioids.

• First-line pain treatments are based on research indicating an optimal balance between 
effectiveness and safety. They should be used before other treatments, such as opioids.

• Opioids or opioid/non-opioid analgesic combinations may be indicated when:
• first-line treatments, including all non-pharmacological treatments, have been tried
• first-line treatments are contraindicated
• Pain is moderate to severe

Communicating Effectively During Treatment Planning
• Use a patient-centered approach to treatment planning by involving the patient.

Multi-Modal Approach to Chronic Pain Treatment and Medical Home
• A multimodal treatment approach is best for many cases of chronic pain. Disciplines that may 

be involved are: surgery, neurology, rehabilitative medicine, orthopedic medicine, 
anesthesiology, psychiatry, psychology, complementary medicine, physical therapy, 
pharmacology, and addiction specialists

• Chronic pain patients should have a "medical home," that is a provider who takes primary 
responsibility for coordinating their care with multiple interdisciplinary providers. Primary care 
providers often serve as the patient's medical home.

• Consultation and/or referral to specialists is indicated if a chronic pain patient presents with 
issues beyond a provider's ability or expertise, e.g., when a patient has multiple comorbid 
conditions or problems with substance abuse.

RESOURCES AVAILABLE THROUGH THIS MODULE:

• American Pain Society: Pain - Current Understanding of Assessment, Management, and 
Treatments  
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The American Pain Society in 2006 published this guideline "Pain: Current Understanding of 
Assessment, Management, and Treatments". The guideline provides common assessment 
tools used to assess types of pain. 

• An Alternative and Complementary Medicine Resource Guide  
Provides information about alternative and complementary methods of pain treatment. 
Includes lists of relevant books, journals, articles, organizations, treatment center, and 
government resources. 

• A Rehabilitation Based Approach to Pain Management [Harden]  
R. Norman Harden, MD leads this discussion of interdisciplinary pain management which may
be the standard of care but is more targeted to specialists. He discusses the different roles of 
different disciplines, as well as the role of psychosocial and societal factors and 
CAM/Acupuncture. 

• Clinical Guidelines for the Use of Chronic Opioid Therapy in Chronic Noncancer Pain 
(APS/AAPM)  
Recommendations published in 2009 for chronic opioid therapy based on a review of the 
evidence. Provide guidance on patient selection, risk stratification, informed consent, opioid 
management plans, and more. Authors: Chou R, Fanciullo GJ, Fine PG, et al. 

• Complementary and Alternative Medicine Index U of MD  
Searchable Alternative Medicine database that provides the following information on many 
common conditions and symptoms: Introduction, Treatment Approaches, Conditions, Herbs, 
and Supplements 

• Definitions Related to the Use of Opioids for the Treatment of Pain  
A document approved by the American Academy of Pain Medicine, the American Pain Society,
and the American Society of Addiction Medicine. Provides definitions for common terms that 
are often misused, which can cause misunderstandings between health care providers. 

• Informed Consent for Using Opioids to Treat Pain  
A very detailed written patient agreement that includes informed consent for opioid use in the 
treatment of pain. The form includes the effect of opioids at the injury site and the central 
nervous system, what a patient should and should not expect from the treatment, varying 
negative effects, common sense rules and other expectations, and potential consequences 
that may result from the failure to follow the agreement. Author: Michael H. Moskowitz, MD, 
MPH 

• Initial Patient Contact About Buprenorphine  
Initial Patient Contact about Buprenorphine Checklist 

• Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain  
This set of guidelines aims to improve care and safety in the opioid treatment of patients with 
chronic, non-cancer pain. Part I aids primary care physicians in treating patients whose acute 
pain has become chronic, monitoring opioid treatment, and tapering from opioids if necessary.
Part II aids primary care physicians in treating patients whose daily morphine equivalent dose 
is higher than 120 mg. An FAQ also exists which offers answers to questions on many aspects
of the documents. 

• Medical Assisted Treatment  
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Highlights the prevalence of opioid addiction, along with different treatment methods that have
proven effective. 

• Medical Marijuana for Treatment of Chronic Pain and Other Medical and Psychiatric Problems
A review of the pharmacology, indications, and laws regarding use of medical marijuana. 

• Noninvasive treatments for acute, subacute, and chronic low back pain: A clinical practice 
guideline from the American College of Physicians  

• Pain Evaluation Form  
A clinical pain evaluation form for the use of physicians or other healthcare providers. The 
form will help to better understand the type of pain a patient is experiencing and how to best 
treat the pain. 

• Patient Information and Consent to Treatment with Buprenorphine  
Sample of a patient information and consent to treatment with buprenorphine. 

• Referral Form for Substance Abuse  
A referral form which includes both doctor and patient information. 

• Registered Nurses Association of Ontario: Assessment and Management of Pain  
The Registered Nurses Association of Ontario offered an updated version of their 
“Assessment and Management of Pain” guidelines in 2007. The RNAO guidelines offer 
recommendations for patient practice related to pain assessment and management. 

• Target Chronic Pain Notebook  
A notebook for tracking chronic pain. 

• The American Academy of Pain Medicine: Find a physician  
This search engine produces searches for accredited pain by city and state. 

• Treatment Locators for Referral   
This table provides a list of various pain and addiction treatment locators, to help you find a 
provider or treatment center in your area for referral. For each treatment locator, a website link
and brief summary is provided, and information is included such as what treatment 
centers/counselors/specialists can be found. 
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OPIOIDS AND PAIN: ASSESSMENT AND TREATMENT PLANNING
PRIOR TO PRESCRIBING (ER/LA OPIOIDS)

Goal:
Clinicians who prescribe extended release/long-acting opioids will be able to evaluate patients 
thoroughly prior to prescribing them, including history, physical, and assessments for pain, functioning,
psychiatric status, and risk for opioid misuse or addiction. 

After completing this module participants will be able to:
• Obtain a comprehensive pain history prior to prescribing opioids, and refer to specialists as 

needed

• Take a systematic approach to assessing pain and functioning prior to prescribing opioids

• Assess a patient for risk of opioid addiction prior to prescribing opioids

• Screen patients for addiction prior to prescribing opioids

• Screen for psychiatric problems, particularly depression, prior to prescribing opioids

Professional Practice Gaps
Opioid misuse and abuse is a grave health concern in the U.S., and is one that continues to grow. The
number of emergency department visits due to the non-medical use of prescription analgesics 
increased from 145,000 in 2004 to 360,000 in 20101 (DAWN, 2012). The number of drug poisoning 
deaths involving opioid analgesics increased from 4,000 in 1999 to 14,800 in 20082. By 2008, opioid 
analgesics were involved in 40% of all drug poisoning deaths2. Also disturbing, every year starting in 
2002, there have been at least 1.9 million new non-medical pain analgesic users3.

Chronic pain is a very common problem encountered in clinical practice. Research shows that 25.3 
million (11.2%) adults in the United States experience chronic pain. 40 million (17.6%) of adults in the 
United States experience severe levels of pain4. In a study involving 111 providers (attending 
physicians, nurse practitioners, physician assistants, and family practice residents), a mean of 37.5% 
of adult patients seen in a targeted week by any of the participating providers reported having current 
chronic pain5. Furthermore, opioids are very commonly prescribed for chronic pain. In a survey of 
prescribers (including physicians, physician assistants, and advanced practice nurses), 58% answered
that they were “likely” to prescribe opioids for chronic pain. When comparing 2002 to 2012, MEPS 
estimates showed growth in the total number of outpatient prescription purchases of opioids, rising 
from 85.9 million to 143.9 million purchases, an increase of 67.5 percent6.However, a significant 
amount of participants disclosed negative beliefs and attitudes about medication abuse and addiction 
which, they indicated, could complicate patient care and negatively impact clinical practice7. In a 
survey of family physicians, 80% were anxious about prescribing high-dose opioids to persons with 
chronic nonmalignant pain, and 92.4% did not prescribe opioids to individuals with a history of 
substance abuse8. 

Professional organizations of pain specialists, based on expert consensus and review of the research 
literature, have created clinical guidelines for the use of chronic opioid therapy in chronic non-cancer 
pain9. The guidelines are designed to improve pain treatment outcomes and reduce the risk of 
prescription drug overdose and diversion. The need for prescribers to do more to prevent diversion 
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can be inferred from studies showing that a majority of patients do not take their pain medication as 
prescribed10 and that the source for the majority of non-medically used prescription drugs is friends or 
relatives3. The need for education and training in the guidelines to avoid diversion and overdose is 
evident in research linking "doctor shopping" to increased risk for overdose11. Furthermore, research 
by the National Center on Addiction and Substance Abuse at Columbia University (CASA) shows that 
physicians do not follow key recommendations in evidence-based guidelines for avoiding diversion 
and overdose12. CASA has concluded from their research that physicians should receive more 
continuing medical education related to prescribing and administering controlled substances and 
identifying, diagnosing, and treating substance abuse and addiction12. 

A survey of health care facilities regarding pain management practice standards and education 
revealed gaps in knowledge of pain management and attitudes that hinder proper acute and chronic 
pain treatment13. While some medical schools have implemented programs that have improved 
students' attitudes and skills for treating patients with addiction, most medical schools have not14. From
a national survey of residency programs, only 56.3% of programs required substance use disorder 
training, with the median number of hours ranging from 3 to 12 hours15. In a survey of family 
physicians, the majority (60%) believed that their training in medical school did not prepare them to 
manage pain8. 

ER/LA Opioids Practice Gaps:

Only a few practice gaps regarding the prescribing of extended release/long-acting (ER/LA) opioids 
have been identified in the literature, despite risks associated with their use and their frequent use. 
The risk of overdose and death can be greater for ER/LA opioids than other opioids, and so practice 
gaps described above regarding these topics are especially relevant for this subclass of opioids. While
ER/LA opioids were only 9% of all opioid prescriptions dispensed in 2009, they represented 22.9 
million prescriptions, up from 9.3 million in 200016. In 2009, 3.8 million patients received a prescription 
for ER/LA opioids in an outpatient setting16. Primary care providers are responsible for a large portion 
of the ER/LA prescriptions: General practice (GP), Family Medicine (FM), D.O.'s plus Internal 
Medicine, dispense around 44% of these prescriptions16. Although primary care physicians may be 
one of the leading prescribers of opioids, they often leave out pertinent information about the safe use 
and storage of opioid analgesics during patient counseling17, making PCPs an important target 
audience of this activity. 

GETTING STARTED

About this Module

This module will review a comprehensive approach to assessing the patients':

1. Pain
2. Level of functioning
3. Underlying pain condition
4. Risks for opioid abuse, including current substance abuse

It is important to evaluate all four, thoroughly, before deciding on a treatment
and whether or not to include opioid therapy as part of that treatment. A
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standard approach to elicit information from a patient will assure that critical information is not omitted.

INTRODUCTION TO ASSESSMENT

Components of Evaluation:
• A complete history including:

• Patient history 
• Family history of substance abuse 
• History of psychiatric disorders
• Pain and functioning assessment

• Assessment of risk for addiction or substance misuse including screening for current substance
abuse

• Physical examination
• Diagnostic tests

PRACTICE TIP
Short-term pharmacological treatment can be provided during the evaluation period. With complete 
assessments, you will have all the information you need to weigh the benefits vs. risks and provide the
most effective and safe pain management.9

PAIN HISTORY

Communicating with the Patient
Pain should be assessed at every appointment during chronic pain treatment, as it may change 
over time.

Let your patients know that you care about their pain and how it affects them and that you will do 
everything you can to help them. 

Note: With chronic pain, finding the pain diagnosis may not always be possible, but an effort to find 
and treat the underlying cause and assessing its current status is important.

What to ask about in the pain history
Finding risk for substance misuse does not rule out treatment with long-acting opioids; but in these 
cases, additional monitoring will be helpful. Consulting a specialist in addiction assessment and 
treatment will be helpful. Some addiction specialists may recommend co-managing the patient to 
ensure addiction issues are addressed. In some high-risk cases, referral to another pain treatment 
provider specializing in comorbid pain and addiction might be the best approach.

PAIN HISTORY: A SYSTEMATIC APPROACH
Pain assessment tools allow systematic elicitation of critical facts about pain. The acronym PQRSTU 
is an example of a tool for taking a systematic pain history:

• Provocation: What elicits pain or aggravates it/makes it worse?
• Palliation:
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• What has been tried, pharmacological (over the counter and prescription) and non-
pharmacological?

• Response to treatment, both positive and adverse?
• Dosages tried?

• Past: The past history of this problem?

Quality of Pain. For example, sharp or dull, throbbing? The McGill Pain Questionnaire includes a 
comprehensive list of pain descriptions18.

Region of Pain/Radiation. Location of pain and whether it radiates or moves
to other areas. Use of a body outline diagram, such as in the McGill Pain
questionnaire may help.

Severity of Pain. Pain is subjective and can be difficult to express, so use of
scales can help rate pain severity.

• Numeric pain intensity scale: On a scale of 0 to 10 with 0 being no pain
and 10 being the worst pain possible

• Visual analog rating scales: Example - the Pain Thermometer, in which
higher temperatures correspond to higher pain intensity. For children
and those with cognitive impairment, the Faces Pain Rating Scale
depicts a range from a very happy face to a very sad face19. 

Timing. Questions about time and pain including the following:

1. Onset: When did the pain start? How long after precipitating factors
does it start?

2. Time of day: When?
3. Pattern: Intermittent or constant?
4. Duration: How long does it last?

U (How Pain Affects You). Questions about functioning are critical in determining the extent of 
treatment needed. Routine assessment of Activities of Daily Living can be supplemented with pain-
related questions. Start with an open-ended question, for example: "Please tell me whether the pain is 
affecting your daily life?" and offer empathy when appropriate. Cover the three basic areas of 
functioning:20

1. Psychological Functioning/Mood
2. Daily Activities
3. Social Functioning

MS. WARD: CASE EXAMPLE

Patient:
Ms. Ward is a 38-year-old new female patient complaining of pain in her left heel that
began several months ago and became excruciating after a long run last week. She 
describes the pain as throbbing and sharp. It bothers her daily, especially after work, 
where she is on her feet a lot. She is frustrated because she wanted to run a half 
marathon but had to stop running because of the pain. 
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Ms. Ward's Pain Interview
Provocation/Palliation/Past

• Provocation: Pain after running, standing, and walking
• Palliation:

• Ibuprofen 400 to 800 mg orally every 6 to 8 hours reduces pain a little, but it is still 
"unbearable" at its worst (at night) and first thing in the morning

• Ice is very effective at reducing the sharpest pain, swelling, and heat after intense use
• Not running or walking on it for a few days makes pain manageable
• Guided imagery recording helped her sleep despite the pain
• Occasional marijuana dulls the pain, but she does not want to use it

• Past: no hx of injury to left lower leg; never had this pain before

Quality of Pain: Sharp on impact, throbbing at rest, no numbness or tingling reported

Region of Pain/Radiation: Left heel, no radiation

Severity of Pain:

• 8 out of 10 after running or being on her feet at work
• 6 out of 10 at rest without medication
• 2 to 4 out of 10 with OTC ibuprofen and acetaminophen

Timing: Pain started 3 months ago. Sharp, intense pain with heel strike when running, immediately 
after running and working on her feet, and upon first standing and walking in the morning. Moderate-
to-severe throbbing constant pain at night and a low level of pain at other times.

U (How Pain Affects You): Covered in the next section on Functioning Assessment.

PHYSICAL EXAM RESULTS AND WORKING DIAGNOSIS

Review Ms. Ward's Clinical Exam Results
The physical examination of Ms. Ward's left heel is currently negative for erythema, heat, and edema 
of the left heel, but she explains that she has been resting it. Palpation produces tenderness at the 
insertion of the plantar fascia into the calcaneus. Moderate pain with standing while bearing weight on 
the heel. Mild pain with dorsiflexion of the foot.

Differential Diagnosis
1. Plantar fasciitis (most common cause of heel pain; pain first thing in the morning in the heel is a 
symptom)

2. Heel spur

FUNCTIONING ASSESSMENT

What to Assess in Functioning
Functioning is the impact of the pain on the patient's life, including physical
and psychosocial functioning. Pain is a perception, a subjective
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experience, so explore emotional and cognitive components in addition to objective findings.

Include assessment of both Physical and Psychosocial functioning:

Note: Many pain inventories, such as the Brief Pain Inventory, include questions on functioning. See 
Related Resources, this page.

Questions to Ask
Start with an open-ended question to draw the patient out on functioning, for example: "Please tell me 
whether the pain is affecting your daily life?"

After listening and providing empathy for this significant part of the chronic pain experience, ask for 
any further information you need about the following three basic areas of functioning:

1. Psychological Functioning/Mood: Does the pain affect your mood or ability to enjoy life? 
Note: May need to involve caregivers in this discussion.

2. Daily Activities: Does your pain keep you from doing anything, such as daily activities? (e.g., 
sleeping, walking, cleaning, shopping, work, play, personal hygiene, childcare, or hobbies).

3. Social Functioning: Does the pain affect your relationships?
20

An example of a more formal assessment of functioning is the Oswestry Low Back Pain Disability 
Questionnaire

A quick assessment of pain, functioning, and impact of pain on the patient's life is the 3 question, PEG 
scale21.

(See Related Resources this page).

CASE EXAMPLE: MS. WARD'S FUNCTIONING ASSESSMENT
Patient: Ms. Elizabeth Ward, 38 y/o 

History of Present Illness: Mrs. Ward has a 3-month history of moderate to severe heel pain, she 
answers the functioning questions as follows:
 
Provider: You said you had to stop running. Is the pain affecting your daily life in other ways?

Ms. Ward: I am having trouble getting through my workday. My job requires standing and 
walking. I have to limp to avoid walking on my heel, and that is tiring.  
Provider: How does it affect your mood?

Ms. Ward: I've been pretty bummed about not being able to run a marathon.
Provider: How does it affect your relationships?

Ms. Ward: I don't go out with friends as much, and I miss being able to do activities with my 
daughter.  

SCREENING TOOLS FOR RISK OF OPIOID MISUSE

A number of other screening tools specifically screen for
risk of opioid misuse in the context of chronic pain
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treatment. Research supporting their use has shown inconsistent benefits; however, these may still be 
helpful to start a conversation about risks, along with the medical history intake forms, patient 
interview, laboratory results, and physical examination.

More research is needed to determine the extent to which risk assessment tools predict clinical 
outcomes9. A review of several self-completed opioid risk assessment tools by the APA rated their 
validity as being "good"9; however, a later review by the CDC described them as "inconsistent" and 
rated their specificity and sensitivity as being "average-to-modest"22:

• Opioid Risk Tool (ORT) - sensitivity .2 to .99, specificity .16 to .88 for a cutoff of >e; 4.
• Screener to Predict Opioid Misuse Among Chronic Pain Patients (SOAPP - R) - sensitivity

0.68, specificity 0.38 for a cutoff of >e; 8.
• Diagnosis, Intractability, Risk, Efficacy (DIRE)

If you do choose to use these tools, also consider that basic guidelines recommended for all patients 
should be applied for all patients, regardless of results. Also, because results for risk assessment tools
have been reviewed as showing inconsistent utility in the research that has been completed, ongoing 
monitoring and a strategy for stopping opioids when necessary is needed22. 

The health professional should:

• introduce the instrument to the patient
• explain the reason for its use
• ask the patient to briefly and honestly answer the questions by marking his or her responses.

•

ORT: OPIOID RISK TOOL
The CDC's review found the evidence evaluating this tool "extremely inconsistent", with the positive 
likelihood ration ranging from noninformative to moderately useful22.  

• Questions: The questions asks whether there is
1. Family history of substance misuse with alcohol, illegal drugs, or prescription drugs
2. Personal history of substance misuse with alcohol, illegal drugs, or prescription drugs
3. History of preadolescent sexual abuse (only statistically significant for females, as a 

group)
4. Psychiatric disorder

• Purpose: Assesses risk of aberrant behaviors when patients are prescribed opioid medication 
for chronic pain

1. Evidence
2. Advantages/Limitations

• Test features:
1. Time: Less than one minute to administer
2. Length: 5 items
3. Administered by: Patient self-administration
4. Target Population: Adults
5. Intended Settings: Primary care
6. Developed by: Lynn Webster, MD

• Scoring and interpretation:
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1. The ORT can be scored by hand, either by the patient or the health professional. Each 
item that the patient answers positively is awarded a value; values for the entire 
assessment are added to obtain a patient's opioid risk score, which is broken down into 
low (0-3), moderate (4-7), and high (>7) risk.

• Available Formats:
1. Printable ORT (see related resources)
2. Printable ORT with Scoring Interpretation (see related resources)

SOAPP: SCREENER AND OPIOID ASSESSMENT FOR PATIENTS WITH PAIN
• Purpose: Patients at high risk for opioid misuse

• Evidence
• Questions: Ten questions cover the following topics:

1. Mood swings
2. Smoking upon waking
3. Family substance misuse
4. Personal or close friend substance misuse
5. Others viewing substance use as a problem
6. Attending AA or NA
7. Substance use treatment
8. Medications lost or stolen
9. Others express concern over you substance use
10.Non-prescribed use of medications (We do not have permission to reproduce 

this test, so please visit the external link to view questions.)  
11. Advantages/Limitations

• Test features:
• Time: 5-10 minutes to administer and score
• Length: Short and Long-item formats are available, including three formats of 5, 14 and 

24 items. A revised version (SOAPP-R) includes a toxicology report.
• Administered by: Patient self-administration
• Target Population: Adults
• Intended Settings: Primary care
• Developed by: Stephen F. Butler, 2003 for Inflexxion, Inc.

• Scoring and interpretation:
• The SOAPP can be scored by the health professional by adding the ratings for 14 of the

24 questions. A score of 7 or above indicates increased risk for misuse.
• Available Formats:

• View SOAPP on Pain.EDU.org (requires registration) - see related resources

•

DIRE: DIAGNOSIS, INTRACTABILITY, RISK, EFFICACY
• Purpose: Assesses drug use, risk of opioid misuse, and suitability of candidates for long-term 

opioid therapy
• Evidence
• Advantages/Limitations
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• Test features:
• Time: less than 2 minutes to administer and score
• Length: 7 items
• Administered by: Patient interview
• Target Population: Adults
• Intended Settings: Primary care
• Developed by: Dr. Miles J. Belgrade in 2005

• Scoring and interpretation:
• Patient's score on the DIRE (between 7 and 21) correlates with efficacy of opioid 

therapy and compliance23.

• Available Formats:
• Printable DIRE (see related resources)
• Online Format (see related resources)

MR. LANCASTER - DIALOG AND RISK ASSESSMENT
Note: This case is used in other modules to illustrate the guidelines for minimizing risk of chronic 
opioid therapy.

Patient: Mr. Ron Lancaster, 75 y/o

Chief Complaint: Pain from bilateral hip bursitis

History of Present Illness: Mr. Lancaster's medical history is significant for onset 
of bilateral hip bursitis around age 60. The pain has been mild to moderate now for 
the past 6 months during the day, but moderate to severe at night despite all 

evidence-based, non-opioid, first and second line treatments of tricyclic antidepressants and anti-
epileptic drugs.

Mr. Lancaster became addicted to cocaine in his twenties. He completed three counseling-based 
treatment, and finally achieved abstinence 30 years ago. He also has a history of several episodes of 
treatment for anxiety attacks, which have not recurred since his 50s. Otherwise, he has no other 
significant medical history.

Patient Interview:
Provider: In order for me to treat your pain effectively and safely, it is very important that you answer 
some questions I have as honestly as possible. I will treat your pain no matter what you answer, but I 
need you to be open and honest.

Mr. Lancaster: Alright.
Provider: Ok. [Referring to medical history] I see you used cocaine as a young adult and were treated
several times in substance misuse treatment centers, finally being successful 30 years ago. How has 
your recovery gone since then? [asks about personal history of substance misuse]

Mr. Lancaster: I haven't used cocaine or anything since then. I don't even get near it.
Provider: Good! Have you had any surgeries, acute injuries or illnesses or dental pain for which you 
needed pain medication? [asks about use of opioids for medical reasons]

Mr. Lancaster: No, I haven't had much of that, fortunately. Besides, doctors would never give 
me opioids because of my history with addiction.
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Provider: Do you have any other personal history of substance misuse with alcohol, illegal drugs, or 
other prescription drugs? [asks about personal history of substance misuse]

Mr. Lancaster: No, I've been clean with everything since I got off cocaine years ago. I only 
drink 2-3 drinks on weekends.
Provider: How about any of your relatives or anyone else in your life? Do you know anyone else with 
substance use problems? [asks about family/friends' history of substance misuse]

Mr. Lancaster: To my knowledge, no one in my family or none of my current friends have any 
substance misuse problems. I know to stay clear of people that do. 
Provider: Have you had any mental health problems? [asks about mental health problems]

Mr. Lancaster: I have been treated for anxiety and panic attacks several times, and I haven't 
had any problems in the past 20 years or so. I do get anxious sometimes now from all the pain.
Provider: That's certainly understandable. Let's see what we can do to help you with that. Is your 
family supportive? [social problems: asks about social support]

Mr. Lancaster: Yes, very supportive.
Provider: Have you had any motor vehicle accidents or legal problems in the past few years? [social 
problems: asks about accidents, legal problems]

Mr. Lancaster: No. None.
Provider: And you're still working as a chemistry professor? [asks about employment]

Mr. Lancaster: Yes, I am.

Question: Apply the Opioid Risk Tool24, which was described in previous pages, to this interview 
transcript to find Mr. Lancaster's ORT score and an indication of his risk for opioid misuse or addiction.
Reminder of ORT: 1) Family history of substance misuse with alcohol, illegal drugs, or prescription 
drugs; 2) Personal history of substance misuse with alcohol, illegal drugs, or prescription drugs; 3) 
History of preadolescent sexual abuse (females); 4) Psychiatric disorder

Choose one
1. 0-3: Low Risk

• Feedback: Incorrect
• Mr. Lancaster scores 4 points for his history of cocaine use. He is over 45 so does not 

receive a risk point for age. He scores an additional 1 point for history of anxiety and 
currently feeling "down" for a total of 5 points or Moderate Risk according to the Opioid 
Risk Tool.  

2. 4-7: Moderate Risk
• Feedback: Correct
• Mr. Lancaster scores 4 points for his history of cocaine use. He is over 45 so does not 

receive a risk point for young age. He scores an additional 1 point for history of anxiety 
and currently feeling "anxious" at times for a total of 5 points or Moderate Risk 
according to the Opioid Risk Tool.  

3. >  8: High Risk
• Feedback: Incorrect
• Mr. Lancaster scores 4 points for his history of cocaine use. He is over 45 so does not 

receive a risk point for young age. He scores an additional 1 point for history of anxiety 
and currently feeling "anxious" for a total of 5 points or Moderate Risk according to the 
Opioid Risk Tool.  
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COMORBID MENTAL HEALTH PROBLEMS
Current research shows that 25.3 million (11.2%) adults in the United
States experience chronic pain. 40 million (17.6%) of adults in the United
States experience severe levels of pain4. Chronic pain conditions are
significantly associated with certain mental health conditions, especially:

• depression
• anxiety

In people with chronic pain, there is a 30%-60% co-occurrence rate with
depression and about a 35% co-occurrence rate with anxiety25. Depression and chronic pain interact 
due to some shared neurological pathways26.

The relationship between depression and chronic pain is cyclical, with one reinforcing the other, both 
neurologically and behaviorally. For example, depression can interfere with motivation to participate in 
treatment. Cognitive behavioral therapy (CBT), is effective in reducing depression and anxiety.

PSYCHIATRIC HISTORY
To properly treat a patient it is essential to gather his or her Psychiatric History.

Is the patient psychiatrically stable?

• Does the patient have any psychiatric diagnoses? If so, are the other conditions being treated 
by you? By another professional?

• What is the patient's mental health history, including past substance abuse?
• Does the patient exhibit suicidal/homicidal ideation?

Initially, ask your patient open-ended questions:

• Have you ever had a problem with emotional or mental illness?

Then move to more specific questions:

• Have you ever visited a counselor or psychotherapist?
• Have you ever been prescribed medication for emotional issues?
• Has anyone in your family ever been hospitalized for an emotional or mental health problem?

Screening for current depression is critical in all patients with chronic pain initially and during 
ongoing monitoring. The next page describes depression screening in more detail.

ASSESSING FOR DEPRESSION

Why Assess for Depression
Screening your patients for depression will increase the likelihood that you will recognize and diagnose
depression. Identifying and treating depression is an important component of pain management 
because it can have a direct effect on pain severity. Treating depression could improve pain.

Suicidal ideation should also be assessed. Consider limiting supplies of medications to help prevent 
overdose attempts.

Page 15 of 58    September 25, 2018 Update
Opioids and Pain: Assessment and Treatment Planning Prior to Prescribing (ER/LA Opioids)



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

The USPSTF has indicated that all adults should be screened for depression. This recommendation 
has been expanded from past suggestions to now include pregnant and postpartum women, as well 
as those who do not indicate prior evidence of depression27.

Example Depression Screening Tool
To screen for depression you can use the Patient Heath Questionnaire (PHQ-2). This questionnaire 
includes two questions taken from the PHQ-9 regarding depression:

Over the past 2 weeks, have you felt little interest or pleasure in doing things?
Over the past 2 weeks, have you felt down, depressed, or hopeless?

If your patient answers yes to either of these questions the patient should receive further evaluation for
depression. The PHQ-9 is typically used to follow-up the PHQ-2 as needed. The PHQ-9 is available 
free in over 30 languages.

CASE EXAMPLE: MR. LANCASTER'S DEPRESSION SCREENING

Mr. Lancaster's case summary

Patient: Mr. Ron Lancaster, 75 y/o

Chief Complaint: Pain from bilateral hip bursitis

History of Present Illness (repeated for convenience): Mr. Lancaster's medical 
history is significant for onset of bilateral hip bursitis around age 60. The pain has 
been mild to moderate now for the past 6 months during the day, but moderate to 
severe at night despite all evidence-based, non-opioid, first and second line 

treatments of tricyclic antidepressants and anti-epileptic drugs.

Mr. Lancaster became addicted to cocaine in his twenties. He completed three counseling-based 
treatment and finally achieved abstinence 30 years ago. He also has a history of several episodes of 
treatment for anxiety attacks, which have not recurred since his 50s. Otherwise, he has no other 
significant medical history.

Note: While using the Opioid Risk Tool, we learned that Mr. Lancaster does have some opioid risk 
related to depression: He has a history of past depression and says he "feels down sometimes from all
the pain." So the provider follows up with the two PHQ-2 questions, to screen for depression that may 
need to be treated.

Patient Interview:
Provider: Over the past 2 weeks, have you felt little interest or pleasure in doing things?

Mr. Lancaster: No, most of the time I'm ok.
Provider: Over the past 2 weeks, have you felt down, depressed, or hopeless?

Mr. Lancaster: No, I've been fine.

The PHQ-9 set of questions are not used because he answered negatively to the PHQ-2 questions.
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SCREENING TOOLS FOR ASSESSING CURRENT SUBSTANCE
MISUSE

Why Assess for Substance Misuse
Although a patient may never have misused prescription medications
in the past, any type of substance misuse could impact the
effectiveness of opioid treatment. Current drug or alcohol misuse, or a
history of substance misuse, significantly raises the patient's risk of
future misuse of opioid prescription medications. 

All patients should be assessed for current substance use problems
prior to prescribing chronic opioid therapy, but especially if opioid use
is anticipated for more than a few days or if the patient is unknown to
the prescriber.

The proper use of a substance misuse screening tool should reveal a patient's vulnerabilities to the 
clinician. However, the initial substance abuse assessment tools for substance misuse offers no 
guarantee of successful opioid treatment.

Screening Tools To Use
There are multiple screening and assessment tools that can be used quickly to assess for current 
substance misuse.

• The CAGE-AID, which screens for alcohol and drug use is widely known and is described in 
more detail on the next page.

• NIDA Drug Screening Tool - An online screening tool produced by NIDA, the NIDA-Med, 
screens a wider range of substances, including alcohol and drugs, and provides immediate 
feedback on the next step to take based on results. Additional substance misuse screening and
assessment tools are described in our Screening and Assessment Instruments Key Info Guide 
(See Related Resources this page).

CAGE-AID
• Purpose: The CAGE-AID (Adapted to Include Drugs) is a version of the CAGE alcohol 

screening questionnaire, adapted to include drug use. It assesses likelihood and severity of 
alcohol and drug misuse.

• Target population: Adults and adolescents

CAGE-AID Questions
Evaluation should be preceded by the following two questions:

1. Do you drink alcohol?

2. Have you ever experimented with drugs?

If the patient only drinks alcohol, then ask the CAGE questions. If the patient has experimented with 
drugs, ask the CAGE-AID questions.

• C Cut down - Have you ever felt you ought to cut down on your drinking or drug use?
• A Annoyed - Have people annoyed you by criticizing your drinking or drug use?
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• G Guilty - Have you ever felt bad or guilty about your drinking or drug use?
• E Eye Opener - Have you ever had a drink or used drugs first thing in the morning to steady 

your nerves or get rid of a hangover?

CASE EXAMPLE: MS. WARD'S CAGE-AID
Patient: Mrs. Elizabeth Ward, 38 y/o 
Chief Complaint: heel pain
History of Present Illness: Mrs. Ward has a 3 month history of moderate to severe
heel pain answers the first two CAGE-AID questions as follows:
 
Provider: Do you drink alcohol?

Ms. Ward: Sometimes a glass of wine.
Provider: How often is that?

Ms. Ward: Oh, just on a date, maybe once per week.
Provider: Have you experimented with drugs?

Ms. Ward: I tried once or twice, it dulled the pain. But I stopped, my health is too important.

She is then asked the four CAGE-AID questions focusing on alcohol only:

Provider: Have you ever felt you ought to cut down on your drinking?
Ms. Ward: No.

Provider: Have people annoyed you by criticizing your drinking?
Ms. Ward: No.

Provider: Have you ever felt bad or guilty about your drinking or drug use?
Ms. Ward: No

Provider: Have you ever had a drink first thing in the morning to steady your nerves or get rid of a 
hangover?

Ms. Ward: No.

The whole process takes 30 seconds.

Further Information on CAGE-AID
• Evidence:

• Easy to administer, with good sensitivity and specificity28.

• More sensitive than original CAGE questionnaire for substance misuse29

• Less biased in term of education, income, and sex than the original CAGE 
questionnaire29.  

• Advantages
• Well suited for use in a primary care facility
• Quick and easy to administer
• Screening for alcohol and drug usage conjointly rather than separately
• Easily incorporated into a medical history protocol or intake procedure
• CAGE-AID is valid for pain patients30

• Limitations
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• Be cautious in prescribing to a patient who answers yes to any one question. Individuals
who answer yes to 2 or more questions should be subject to a psychosocial 
assessment prior to prescription28.

• Test Features
• Estimated time: brief, approximately 1 minute to administer and score
• Length: 4 items
• Administered by: Patient Interview or Self-Report
• Intended settings: Primary care
• Scoring and Interpretation: Of the 4 items, one or more positive responses (a "yes" 

answer) is considered a positive screen, and substance use should be further 
addressed with the patient.

CONDUCTING A THOROUGH PHYSICAL EXAM

Pain Examination

Key elements involved in the clinical examination of pain include:

• A functional assessment of the part of the body where the pain is located
• Eliciting pain gently and minimally, guided by your knowledge of the affected

area and what the patient has told you about aggravating and relieving factors
• Observing the patient's responses to pain:

• guarding
• abnormal movements while sitting down or walking
• facial expressions
• alterations in vital signs

A full description of the clinical examination for pain is beyond the scope of this training activity and is 
covered in other clinical training.

Physical Examination and Diagnostic Tests
The physical examination and laboratory testing should include:

• Evaluation of any physical condition underlying the chronic pain
• Examination for signs of addiction
• Urine drug testing (discussed in detail in Module 4)
• Evaluation for conditions that would increase opioid side effects, for example, sleep apnea 

increases risk of death in an overdose; constipation is a common side effect, so someone with 
pre-existing problems with constipation is likely to suffer more with this problem.  

• Evaluation for diseases (HIV infection/AIDS, tuberculosis, malnutrition, and hepatitis B and C)

TREATMENT PLANNING FOR PAIN

Use a Patient-Centered Approach
Collaborating with the patient in joint decision-making can enhance patient self-efficacy and improve 
outcomes. Patients in pain may not hear what you are saying or might interpret "treating pain" as 

Page 19 of 58    September 25, 2018 Update
Opioids and Pain: Assessment and Treatment Planning Prior to Prescribing (ER/LA Opioids)



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

"removing pain." These misperceptions can hinder treatment. Be sure to consider the patient's 
perspective, confirm their understanding, and have them participate and "buy-in" to the treatment.

Basis for Choosing a Pain Treatment
• Pain history, especially:

• Pain severity
• Severity of functional problem(s)
• Responses to past treatment(s)

• Diagnosis, physical examination, laboratory and other diagnostic tests.
• Pain category: The approach to pain treatment varies with the pain

category (acute vs. chronic, nociceptive vs. neuropathic)
• Pain-causing condition. Evidence-based, first-line therapies for any

specific pain diagnosis, e.g. for lower back pain  
• Existing pharmacological treatment: Instruct patients to describe all of the medications he or 

she is currently taking.
• Risks for specific treatments, for example, substance use disorder as a risk for using narcotics

GOALS FOR PAIN TREATMENT
1. Treatment of the underlying diagnosis if there is one. Note that pain may need to be treated 

even in the absence of a clearly identified underlying cause.
2. Improved functioning - Improvements in ability to perform activities of daily living, working, 

and being independent are important goals.
3. Pain reduction - Improvement is often only several points on the pain scale of 1 to 10; 

complete pain control may not be possible.
4. Treatment of secondary effects of pain or treatment - Includes, for example, treatment of 

mood disorders related to chronic pain and side effects of medications.
• Adequate sleep is an important part of pain management. Sleep is disrupted in chronic 

pain both from the pain itself and from sleep irregularities caused by chronic opioids31. 
Sleep needs to be supported through patient education regarding sleep hygiene rather 
than benzodiazepines, due to the risk of overdose.

9,32

THE ROLE OF TREATMENT AGREEMENTS

Overview
Clinical guidelines recommended the use of a written chronic
opioid treatment management plan (weak
recommendation/low-quality evidence)9,22 also known as a
treatment agreement. Agreements describe the boundaries of
treatment, expectations of the patient, role of the provider,
objectives that will be used to determine if treatment was a
success, and other criteria for determining that treatment
needs to be stopped and how to stop treatment33. They
should be based on mutual trust and honesty34. A treatment agreement should be discussed with the 
patient before initiating treatment in order to enhance the effectiveness of treatment and minimize risk 
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of developing a substance use problem9. They are often put in writing and signed by both the patient 
and the clinician. Treatment agreements go beyond the goals, risks/benefits, and alternative 
treatments that are required in the informed consent, however, informed consent may be included in 
the agreement because of overlapping purposes and content.

Note that some states, such as New Hampshire, require written treatment agreements when 
prescribing chronic opioids. They may also be called "Opioid Management Plans." Be sure to check 
your state board's requirements for opioid prescribing, if any.

Purpose
• Improve patient care through dissemination of information
• Facilitate a mutually agreed-upon plan
• Enhance compliance
• Act as a form of ongoing patient education
• Maintain accountability while taking these potentially hazardous medications
• Ensure the provider's ability to prescribe the drugs
• Support open communication with not only the patient but also the patient's family and other 

providers  
• Avoid confusion during the treatment plan
• Clarify responsibilities when a patient is co-managed by more than one provider.

9,33.

FYI
On opioid misuse: Simple misunderstanding of how opioids are supposed to be used is a common 
cause of misuse that may be reduced with the use of clear written instructions.

CONTENT OF PATIENT-PROVIDER TREATMENT AGREEMENTS

What to Include
1. Terms of treatment: What appointments must be kept, limits on drug refills, correct use of 

medications, safe storage of medication, and non-pharmacological treatments to be followed
2. Prohibited behavior: Improper use of medications and refraining from obtaining or sharing 

medication with others
3. Points of termination: If the medications no longer needed or can no longer be prescribed 

safely, it is important to plan for humane detoxification or tapering
33

Expectations of the Patient and Healthcare Provider

Written Patient-Provider Treatment Agreements are an important part of
managing the risk of opioids. Former research9and in-practice experience have
noted that these agreements should have the following specific components:

Patient Expectations
• Patient's agreement to take medication as prescribed
• What is expected from the patient in order to minimize risk, including

clinical follow-up and monitoring as well as use of other concomitant
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therapies
• Use of only one pharmacy with which you have an established relationship
• Only one provider prescribes the opioid
• Urine drug testing when requested by healthcare provider
• A specific interval for office visits
• Bringing in original pill bottle to appointments for pill counts when requested
• Patient agrees not to abuse alcohol or use other substances not medically authorized

Patient Education
• How the medication will be prescribed and taken
• Realistic expectations of outcome
• Importance of not quitting abruptly and use of appropriate precautions
• Safe storage of medications at home

Office Policies
• Protocol and policy for prescription refills during certain situations (lost med, emergencies, out-

of-town, etc.)
• Limited prescription pill load, e.g. enough for a week or two
• What behaviors may result in tapering or termination of opioid prescribing (stockpiling or selling

the drugs, use of illicit drugs, etc.)

Provider Role
• What they can expect from the health care provider

Variations According to Risk
The extent to which these expectations are included in a particular treatment agreement is determined
by the results of risk stratification which was based on the assessment results; higher risk patients 
require tighter time intervals between office visits, drug testing, pill counts, and prescription writing.

APPROPRIATE USE OF TREATMENT AGREEMENTS

How Treatment Agreements Should Be Used
How Treatment Agreements Should

NOT be Used

Facilitate patient-centered care, dialogue, and education Should not be presented as "rules that 
must be followed or else you will not be 
treated."Provide structure to help provide safe and effective treatment

Clarify situations in which opioids will be terminated. 
Humane tapering or detoxification plus alternative treatments
should always be offered.

Patients should not be terminated from 
treatment when opioids are 
discontinued.

Should be called "agreements"
Should not be called "contracts." 
Agreements do not have the force of a 
contract.

MS. COBB - INFORMED CONSENT
Patient: Ms. Paula Cobb, 29 years old
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Chief Complaint: Needs additional medication to treat hip bursitis

History of Present Illness: Ms. Cobb is a long-distance runner who developed bursitis in her right hip
and buttock last year. In the past 6 months her condition has been treated with various NSAIDs, and 
yet she still had moderate pain and limited range of motion in her leg and hip. Earlier in her treatment, 
she had several cortisone injections, which helped "about 50%", but she does not want to continue 
them long term because of side effects. She requests help for her undertreated pain.

TREATMENT AGREEMENT EXAMPLE

Patient's name: ________________________ Date:___________ 
Provider's name and location: __________________________

The purpose of this agreement is to protect your access to controlled substances and to protect our 
ability to prescribe for you. The long-term use of such substances as opioids (narcotic analgesics), 
benzodiazepine tranquilizers, and barbiturate sedatives is controversial because of uncertainty 
regarding the extent to which they provide long-term benefit. There is also the risk of an addictive 
disorder developing or of relapse occurring in a person with a prior addiction. The extent of this risk is 
not certain. Because these drugs have potential for abuse or diversion, strict accountability is 
necessary when use is pro-longed. For this reason the following policies are agreed to by you, the 
patient, as consideration for, and a condition of, the willingness of the provider whose signature 
appears below to consider the initial and/or continued prescription of controlled substances to treat 
your chronic pain.

General Agreements
1. All controlled substances must come from the provider whose signature appears below or, 

during his or her absence, by the covering provider, unless specific authorization is obtained for
an exception.
(Multiple sources can lead to untoward drug interactions or poor coordination of treatment.)

2. You are expected to inform our office of any new medications or medical conditions, and of any 
adverse effects you experience from any of the medications that you take.

3. These drugs should not be stopped abruptly, as an abstinence syndrome will likely develop.
4. Original containers of medications should be brought in to each office visit.
5. It should be understood that any medical treatment is initially a trial, and that continued 

prescription is contingent on evidence of benefit.
6. The risks and potential benefits of these therapies are explained elsewhere [and you 

acknowledge that you have received such explanation].

Safeguarding your medication
1. You may not share, sell, or otherwise permit others to have access to these medications.
2. Because the drugs may be hazardous or lethal to a person who is not tolerant to their effects, 

especially a child, you must keep them out of reach of such people.
3. Prescriptions and bottles of these medications may be sought by other individuals with 

chemical dependency and should be closely safeguarded. It is expected that you will take the 
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highest possible degree of care with your medication and prescription. They should not be left 
where others might see or otherwise have access to them.  

Exceptions to confidentiality
1. The prescribing provider has permission to discuss all diagnostic and treatment details with 

dispensing pharmacists or other professionals who provide your health care for purposes of 
maintaining accountability.

2. If the responsible legal authorities have questions concerning your treatment, as might occur, 
for example, if you were obtaining medications at several pharmacies, all confidentiality is 
waived, and these authorities may be given full access to our records of controlled substances 
administration.  

Refills
1. Renewals are contingent on keeping scheduled appointments.
2. Please do not phone for prescriptions after hours or on weekends.
3. Early refills will generally not be given.
4. Medications may not be replaced if they are lost, get wet, are destroyed, left on an airplane, 

etc. If your medication has been stolen and you complete a police report regarding the theft, an
exception may be made.

5. Prescriptions may be issued early if the provider or patient will be out of town when a refill is 
due. These prescriptions will contain instructions to the pharmacist that they not be filled prior 
to the appropriate date.

Consequences of not adhering to this agreement: It is understood that failure to adhere to these 
policies may result in cessation of therapy with controlled substance prescribing by this provider or 
referral for further specialty assessment.
 By signing below, you affirm that you have full right and power to sign and be bound by this 
agreement and that you have read, understand, and accept all of its terms. 

Provider's Signature: __________________________; Patient 
Signature:________________________

Question: Which of the following elements of informed consent did the provider completely include 
in the above treatment agreement?

Choose one
1. This treatment agreement includes all of the elements of informed consent that are required for 

chronic opioid therapy.
• Feedback: Incorrect
• The treatment agreement included a discussion of some of the risks and a realistic idea 

of the benefits, which are elements of informed consent, however, other elements of 
informed consent were not included in this treatment agreement, such as the goals or 
purpose of chronic opioid therapy, its potential benefits, alternative forms of treatment, 
and risks of side effects such as constipation, nausea, sedation. In this case, the doctor 
took care of informed consent separately, but many offices combine the two purposes in
a single document.
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2. This treatment agreement includes only some of the required elements of informed consent, 
such as how the medication will be prescribed and taken and other treatments that are part of 
the treatment plan.

• Feedback:
• The treatment agreement included a discussion of some of the risks and a realistic idea 

of the benefits, which are elements of informed consent, however, other elements of 
informed consent were not included in this treatment agreement, such as the goals or 
purpose of chronic opioid therapy, its potential benefits, alternative forms of treatment, 
and risks of side effects such as constipation, nausea, sedation. In this case, the doctor 
took care of informed consent separately, but many offices combine the two purposes in
a single document.

MS. COBB - PATIENT BOUNDARIES
Patient: Ms. Paula Cobb, 29 years old

Chief Complaint: Needs additional medication to treat hip bursitis

Summary of Her History of Present Illness:

• Long-distance runner (bursitis in her right hip and buttock)

• Treated with various NSAIDs with little relief. 

• Cortisone injections help a little, but concerned with long-term use

• Requesting help for undertreated pain

Treatment Agreement
Patient's name: ________________________ Date:___________ 
Provider's name and location: __________________________

The purpose of this agreement is to protect your access to controlled substances and to protect our 
ability to prescribe for you. The long-term use of such substances as opioids (narcotic analgesics), 
benzodiazepine tranquilizers, and barbiturate sedatives is controversial because of uncertainty 
regarding the extent to which they provide long-term benefit. There is also the risk of an addictive 
disorder developing or of relapse occurring in a person with a prior addiction. The extent of this risk is 
not certain. Because these drugs have potential for abuse or diversion, strict accountability is 
necessary when use is prolonged. For this reason, the following policies are agreed to by you, the 
patient, as consideration for, and a condition of, the willingness of the provider whose signature 
appears below to consider the initial and/or continued prescription of controlled substances to treat 
your chronic pain. 

General Agreements
1. All controlled substances must come from the provider whose signature appears below or, 

during his or her absence by the covering provider, unless specific authorization is obtained for 
an exception.
(Multiple sources can lead to untoward drug interactions or poor coordination of treatment.)

2. You are expected to inform our office of any new medications or medical conditions, and of any 
adverse effects you experience from any of the medications that you take.
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3. These drugs should not be stopped abruptly, as an abstinence syndrome will likely develop.
4. Original containers of medications should be brought to each office visit.
5. It should be understood that any medical treatment is initially a trial and that continued 

prescription is contingent on evidence of benefit.
6. The risks and potential benefits of these therapies are explained elsewhere [and you 

acknowledge that you have received such explanation].

Safeguarding your medication
1. You may not share, sell, or otherwise permit others to have access to these medications.
2. Because the drugs may be hazardous or lethal to a person who is not tolerant to their effects, 

especially a child, you must keep them out of reach of such people.
3. Prescriptions and bottles of these medications may be sought by other individuals with 

chemical dependency and should be closely safeguarded. It is expected that you will take the 
highest possible degree of care with your medication and prescription. They should not be left 
where others might see or otherwise have access to them.

Exceptions to confidentiality
1. The prescribing provider has permission to discuss all diagnostic and treatment details with 

dispensing pharmacists or other professionals who provide your health care for purposes of 
maintaining accountability.

2. If the responsible legal authorities have questions concerning your treatment, as might occur, 
for example, if you were obtaining medications at several pharmacies, all confidentiality is 
waived, and these authorities may be given full access to our records of controlled substances 
administration.  

Refills
1. Renewals are contingent on keeping scheduled appointments.
2. Please do not phone for prescriptions after hours or on weekends.
3. Early refills will generally not be given.
4. Medications may not be replaced if they are lost, get wet, are destroyed, left on an airplane, 

etc. If your medication has been stolen and you complete a police report regarding the theft, an
exception may be made.

5. Prescriptions may be issued early if the provider or patient will be out of town when a refill is 
due. These prescriptions will contain instructions to the pharmacist that they not be filled prior 
to the appropriate date.

Consequences of not adhering to this agreement: It is understood that failure to adhere to these 
policies may result in cessation of therapy with controlled substance prescribing by this provider or 
referral for further specialty assessment.

By signing below, you affirm that you have full right and power to sign and be bound by this agreement
and that you have read, understand, and accept all of its terms. 

Provider Signature: __________________________; Patient Signature:________________________

Question: Which of the following additional patient expectations/boundaries did the doctor 
correctly include in the treatment agreement? (Check all that apply)

Choose all that apply
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1. Use of only one pharmacy with which you have an established relationship
• Feedback: Incorrect. This was not included

Use of just one pharmacy was incorrectly excluded from the agreement.
2. Only one provider prescribes the opioid

• Feedback: Correct. This was included
Prescribing controlled substances was correctly limited to just the one doctor.

3. Urine drug testing when requested by provider
• Feedback: Incorrect. This was not included. 

Unannounced urine drug testing was incorrectly excluded from the agreement.
4. Prescription refills during certain situations (emergencies, out-of-town, etc)

• Feedback: Correct. This was included
Prescription refills during special situations were correctly described.

5. A specific interval for office visits
• Feedback: Incorrect. This was not included. 

Office visit intervals were not described and should be considered for treatment 
agreements.

6. Bringing original pill bottle into appointments for pill counts  
• Feedback: Correct. This was included
• Bringing their original pill bottle to appointments for pill counts was correctly included.

7. Limited prescription pill load (e.g. enough for a week or two)
• Feedback: Incorrect. This was not included
• Limited pill load was not described in the treatment agreement. This might be an 

appropriate limitation for patients at risk for diversion or misuse.
8. Descriptions of aberrant behaviors for which opioid treatment would be discontinued 

(stockpiling or selling the drugs, use of illicit drugs, etc.)
• Feedback: Correct. This was included.
• Behaviors that might result in cessation of therapy with controlled substances or referral

were correctly described.
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MS. COBB - PATIENT EXPECTATIONS

Patient: Ms. Paula Cobb, 29 years old

Chief Complaint: Needs additional medication to treat hip bursitis

Summary of Her History of Present Illness:

• Long-distance runner (bursitis in her right hip and buttock)

• Treated with various NSAIDs with little relief. 

• Cortisone injections help a little, but concerned with long-term use

• Requesting help for undertreated pain

Treatment Agreement
Patient's name: ________________________ Date:___________ 
Provider's name and location: __________________________

The purpose of this agreement is to protect your access to controlled substances and to protect our 
ability to prescribe for you. The long-term use of such substances as opioids (narcotic analgesics), 
benzodiazepine tranquilizers, and barbiturate sedatives is controversial because of uncertainty 
regarding the extent to which they provide long-term benefit. There is also the risk of an addictive 
disorder developing or of relapse occurring in a person with a prior addiction. The extent of this risk is 
not certain. Because these drugs have the potential for abuse or diversion, strict accountability is 
necessary when use is prolonged. For this reason, the following policies are agreed to by you, the 
patient, as consideration for, and a condition of, the willingness of the provider whose signature 
appears below to consider the initial and/or continued prescription of controlled substances to treat 
your chronic pain.

General Agreements
1. All controlled substances must come from the provider whose signature appears below or, 

during his or her absence, by the covering provider unless specific authorization is obtained for 
an exception.
(Multiple sources can lead to untoward drug interactions or poor coordination of treatment.)

2. You are expected to inform our office of any new medications or medical conditions, and of any 
adverse effects you experience from any of the medications that you take.

3. These drugs should not be stopped abruptly, as an abstinence syndrome will likely develop.
4. Original containers of medications should be brought to each office visit.
5. It should be understood that any medical treatment is initially a trial and that continued 

prescription is contingent on evidence of benefit.
6. The risks and potential benefits of these therapies are explained elsewhere [and you 

acknowledge that you have received such explanation].

Safeguarding your medication
1. You may not share, sell, or otherwise permit others to have access to these medications.
2. Because the drugs may be hazardous or lethal to a person who is not tolerant to their effects, 

especially a child, you must keep them out of reach of such people.
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3. Prescriptions and bottles of these medications may be sought by other individuals with 
chemical dependency and should be closely safeguarded. It is expected that you will take the 
highest possible degree of care with your medication and prescription. They should not be left 
where others might see or otherwise have access to them.

Exceptions to confidentiality
1. The prescribing provider has permission to discuss all diagnostic and treatment details with 

dispensing pharmacists or other professionals who provide your health care for purposes of 
maintaining accountability.

2. If the responsible legal authorities have questions concerning your treatment, as might occur, 
for example, if you were obtaining medications at several pharmacies, all confidentiality is 
waived, and these authorities may be given full access to our records of controlled substances 
administration.  

Refills
1. Renewals are contingent on keeping scheduled appointments.
2. Please do not phone for prescriptions after hours or on weekends.
3. Early refills will generally not be given.
4. Medications may not be replaced if they are lost, get wet, are destroyed, left on an airplane, 

etc. If your medication has been stolen and you complete a police report regarding the theft, an
exception may be made.

5. Prescriptions may be issued early if the provider or patient will be out of town when a refill is 
due. These prescriptions will contain instructions to the pharmacist that they not be filled prior 
to the appropriate date.

Consequences of not adhering to this agreement: It is understood that failure to adhere to these 
policies may result in cessation of therapy with controlled substance prescribing by this provider or 
referral for further specialty assessment.

By signing below, you affirm that you have full right and power to sign and be bound by this agreement
and that you have read, understand, and accept all of its terms. 

Provider's Signature: __________________________; Patient 
Signature:________________________

Question: Which of the following patient expectations did the doctor completely include in the 
treatment agreement? (Check all that apply)

Choose all that apply
1. What is expected from the patient in order to minimize risk, including clinical follow-up and 

monitoring as well as use of other concomitant therapies
• Feedback: Correct
• These are all possible elements of a treatment agreement. Other elements might 

describe boundaries and expectations of the patient and provider as well as appropriate
use.

2. What they can expect from the health care provider
• Feedback: Corred
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• These are all possible elements of a treatment agreement. Other elements might 
describe boundaries and expectations of the patient and provider as well as appropriate
use.

3. What behaviors may result in tapering or termination of opioid prescribing (achieved with 
appropriate precautions)

• Feedback: Correct
• These are all possible elements of a treatment agreement. Other elements might 

describe boundaries and expectations of the patient and provider as well as appropriate
use.

PATIENT EDUCATION AND OTHER STEPS TO REDUCE RISKS

Educating the patient can help reduce risks. Patient education should include the 
following points on the specific opioid product:

How to take the 
medication

• Explain how to take the opioid as prescribed.
• Describe the importance of adhering to dosing regimen and explain 

how to handle missed doses.
• Advise against tampering with opioid medications, such as crushing 

tablets or cutting patches, as this may lead to too rapid release 
causing overdose and death.

Drug interactions
• Opioids should not be taken with other CNS depressants, alcohol, or 

illegal drugs as this could cause overdose and death.

Withdrawal 
symptoms

• Describe withdrawal symptoms and warn that they can occur if the 
opioid is stopped suddenly.

• Warn patients not to abruptly stop or reduce their ER/LA opioid

Safe storage and 
disposal

• Counsel patients to:
• Store opioid in a safe and secure place away from children 

and pets
• Read the product-specific disposal information
• Not share with others, as it is against the law and potentially 

dangerous to them.
• Provide information on how to dispose of drugs safely, for example 

the web page available from the FDA.

Safety risks
• Caution patients regarding safety risks, such as driving, using 

machinery, etc, especially with dose initiation and changes.

Potential side effects 
and management

• Caution patients regarding potentially serious side effects with long-
acting/extended-release opioids. 

• They should report side effects to the prescriber. Side effects may be 
reported to the FDA at 1-800-FDA-1088.

Emergencies • SAMHSA's updated Opioid Overdose Toolkit (2014)recommends:
• Considering the prescribing of naloxone along with the 

patient's initial opioid prescription
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• Train persons at high risk and their family members learn how 
to prevent and manage overdose

• They should seek emergency medical help with symptoms of 
overdose or respiratory depression, stomach or intestinal blockage, 
or allergic reactions.

35

PATIENT EDUCATION: MINIMIZING RISKS OF DIVERSION

Educating Patients
It is important to educate patients about how to minimize risks of diversion, including proper storage, 
drug take-back programs, and appropriate disposal of medications.

A guideline by the AMA recommends that providers:

1. Talk to their patients about opioid misuse, letting them know that 70% of misused opioids come 
from family and friends

2. Remind their patients they should never share their prescriptions and should keep their 
medications out of reach of children.

3. Urge patients to dispose of medications properly, through their pharmacies, law enforcement 
programs,
or other local "take back" programs.

36

Educate Patients: Risk of Diversion by Family and Friends
A common method of diversion is to use prescribed medication from family, relatives,
friends, and classmates. Teens use controlled prescription drugs for non-medical
purposes because they are often more easily accessible than illicit drugs, alcohol or
tobacco37. 

Medicine cabinets: A rising threat
The abundance of prescription opioids and drugs has made the medicine cabinet a great
threat to children. Young children may take medications, thinking of them as candy. Older children and 
teens may steal their parents' controlled medication to sell or use themselves. Parents need to 
understand the dangers of the medications in their possession and the importance of preventing 
diversion by putting opioids and other potentially dangerous medications in a locked container. 

Storage in purses and other locations also must be secure from others, including small children and 
pets. Proper storage and disposal of medications should be spelled out in the signed Patient/Provider 
Treatment Agreement.

Educate Patients: Proper Disposal of Medications
Educate patients on local opportunities for drug take-back or disposal (See Related Resource). 
Patients should read any product-specific disposal information included, for example, with extended 
release/long-acting opioid products. When disposing: 

• Do not flush or rinse the drug down the drain unless the label or patient information sheet 
instructs you to do so.
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• Find a community drug take-back program or hazardous waste collection program by calling 
your local government

• If a drug take-back program is not available, you should38:

• Remove the drugs from their containers
• Mix the drugs with an undesirable substance such as cat litter
• Put the mixture in a disposable container with a lid or resealable bag
• Remove or conceal personal information and Rx number from the container
• Dispose all of the above in the trash

PATIENT COUNSELING DOCUMENT
A Patient Counseling Document should be used when discussing prescribing opioids. It should be 
given to the patient at the time of prescribing and reviewed. This document contains important safety 
information about the ER/LA opioids: 

• The DOs and DON'Ts of ER/LA Opioids
• When to call 911
• Instructions for follow-ups
• Space to write patient-specific information  

35

MRS. THOMAS - PATIENT EDUCATION
Patient: Mrs. Louise Thomas, 58 y/o

Scenario: Mrs. Thomas has chronic neck pain. We decided earlier that ER/LA 
opioids were indicated:

Review Mrs. Thomas' Pain History

Question: Before prescribing ER/LA opioids which topics would you discuss with her?

Choose all that apply
1. How to take the medication

• Feedback: Correct
2. Drug Interactions

• Feedback: Correct
3. Withdrawal Symptoms

• Feedback: Correct
4. Safe storage and disposal

• Feedback: Correct
5. Safety Risks

• Feedback: Correct
6. How to crush ER/LA opioids so she can take 1/2 a dose
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• Feedback:
Incorrect: Crushing ER/LA Opioids can be dangerous. Some capsule-based ER/LA 
opioids can be opened and sprinkled on applesauce, only if product information 
specifies this - but not crushed. 

7. Potential side effects and management
• Feedback: Correct

MS. EDWARDS - DRUG TESTING
Patient: Ms. Terri Edwards, 32 years old

Chief Complaint: Back pain

History of Present Illness: Ms. Edwards is a new patient to your practice. She is a 
young single woman who is seeking treatment for chronic back pain she relates to 
standing all day and lifting in her job at a fast food restaurant.

Patient Interview:
Provider: You said you sometimes take oxycodone when the pain gets bad. Who prescribes that for 
you?

Ms. Edwards: I actually get it from my mom. She's got a bad back, too. I used to have a 
prescription from a provider where I used to live, but it ran out. 

Provider: Would it be all right if I talked with that provider about your treatment?

Ms. Edwards: Sure.

[Provider verifies with a prescription drug monitoring program and the previous provider that Ms. 
Edwards was receiving monthly prescriptions for 20 mg oxycodone tablets from just the one prescriber
in the town where she used to live until 3 months ago.]

Question: On the next page, answer the poll as to whether you would do urine drug testing before 
prescribing opioids for Ms. Edwards.

POLL: WOULD YOU CONDUCT URINE DRUG TESTING ON MS. EDWARDS 
BEFORE PRESCRIBING OPIOIDS?

•  Yes
• 93% (556 votes)

• No
• 4% (23 votes)

• Unsure
• 3% (17 votes)

Total votes: 596
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URINE DRUG TESTING

Basics
Urine drug testing (UDT) is recommended for all patients having opioid
therapy for chronic pain22,39. The high rate of prescription drug misuse:
roughly 5.3 million Americans reported using off-label painkillers in the past
year, which supports this approach40. UDT alone cannot determine whether
a patient has a drug use disorder, but it provides objective information to
help physicians make informed decisions about treatment. Urine is
considered to be the best specimen for drug tests due to its relatively long window of detection (1-3 
days vs. hours for serum) and non-invasive sample collection41.

Uses of UDTs:
1. To establish a baseline for later comparison
2. To assess for current prescription opioid or illicit drug use throughout treatment
3. To determine compliance with current prescribed medication regimen
4. To help predict future compliance and illicit drug use problems 

5. 9

KEY POINT
Use a urine drug screen to detect substance use with patients being considered for chronic opioids; 
use periodically to monitor during treatment.

ORDERING URINE DRUG TESTS

Type of Urine Drug Test
1. Screening. Screening or "presumptive" tests are initial, qualitative drug tests conducted to 

identify classes of drugs present in the urine. Immunoassay is typically used.
2. Confirmatory. Confirmatory tests are used for further analysis of a sample – to confirm a 

positive or sometimes, negative, result. Confirmatory testing can identify a specific drug and is 
useful for synthetic drugs not detected in screening tests. Gas chromatography/mass 
spectrometry (GC/MS) or high pressure liquid chromatography (HPLC) are typically used.

Note that requirements for testing vary with the health insurance, with respect to reimbursement for 
UDT. For example, requirements have been shifting for Medicare and will likely continue to shift42. For 
example, insurance may vary as to which codes they will reimburse; some may not reimburse multiple 
individual substances. Therefore, we recommend that providers consult with the insurance company in
question before ordering drug tests.

Comparing two types of urine analysis
- Screening (Point of Care Testing) Confirmatory

Analysis 
Technique

Immunoassay

Gas Chromatography-Mass 
Spectrometry (GC-MS) or High 
Performance Liquid 
Chromatography (HPLC)
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- Screening (Point of Care Testing) Confirmatory

Power to detect a
class of drugs

Low or none when testing for semi-synthetic 
or synthetic opioids, e.g., fentanyl, 
hydrocodone

High

Specificity 
(power to detect 
an individual 
drug)

Varies based on assay used – can result in 
false positives and false negatives

High

Use
Qualitative analysis; detects classes of drugs
43

Detects of amounts of specific 
drugs above cutoff levels

Cost

Inexpensive; (for example, FDA approved 
10-drug testing kit ~ $9 tests for cocaine, 
amphetamine, methamphetamine, marijuana
(THC), methadone, opiates, phencyclidine, 
barbiturate, benzodiazepine, and tricyclics.) 

More expensive, may not be paid 
for by insurance

Turnaround On-site-rapid Slow

Other
Intended for use in drug-free population; may
not be useful in pain medicine context

Legally defensible results

43–45

KEY POINTS
1. Consider UDT for all patients prior to opioid therapy.
2. Test before onset of opioid treatment; subsequently test on an unannounced basis.
3. Use patient's behavior and prior history to determine UDT frequency during treatment.

FYI
Opioid treatment for palliative cancer pain (as opposed to end-of-life care) often involves the same 
issues as treatment for chronic non-cancer pain. Cancer pain is a complex topic, however, and is not 
the focus of this training activity.

ORDERING CONSIDERATIONS
1. Be aware of what you are looking for because there are different UDTs to detect different 

substances.  
2. Screening test kits are the most widely used and called “point of care” tests, which are not as 

sensitive or specific as laboratory tests.
3. Use confirmatory laboratory tests when there is an unexpected result in the screening test.
4. Communicate clearly with the laboratory:

1. about what substances you are looking for
2. ask for their help in interpreting results
3. specify if you have a reason to suspect an illicit substance, prescription drug misuse, or 

the presence of a prescribed medication.
4. Specifying gas chromatography-mass spectrometry (GCMS) or High-Performance 

Liquid Chromatography (HPLC) when testing for opioids is recommended. 
Immunoassays do not reliably detect semisynthetic or synthetic opioids.  
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5. a "no threshold test" at the limit of detection (LOD) should be requested. This enables 
the test to pick up on a drug (especially a prescribed medication) that may be in the 
urine at a lower concentration46.

KEY POINTS
1. Routine urine drug screening with many immunoassay tests identifies classes of drugs but 

often does not detect synthetic or semisynthetic opioids. It is important to specify specific drugs
to test for if that is the purpose of the screen.

2. Use screening UDTs routinely and follow up any abnormal/unexpected results with a 
confirmatory UDT.

WHAT TESTS TO ORDER

Develop a "standard screen".
Have a standard set of drugs for which to screen in place, and then conduct further
confirmatory testing if necessary. As a starting point, one recommended set of
drugs to include in a urine screen is the following41:

1. Cocaine
2. Amphetamines (including ecstasy)
3. Opiates
4. Oxycodone
5. Methadone
6. Marijuana
7. Benzodiazepines

10.Other potentially abused prescription drugs, e.g., barbiturates, carisoprodol (muscle relaxant), and 
tramadol39

Note, that a standard screen may not detect all opioids and benzodiazepines that might be abused. A 
panel of experts recently suggested that in addition to illicit drugs and commonly prescribed opioids 
that other prescription drugs of potential abuse also be included, such as barbiturates, carisoprodol 
(muscle relaxant), and tramadol)39.

MR. LEWIS - URINE DRUG TESTING
Patient: Mr. Raymond Lewis, 72 y/o

Scenario: Mr. Lewis is on chronic opioid therapy for diabetic neuropathy. He has
a history of using heroin long ago but has been drug-free for many years.

Question: When should you order UDTs for Mr. Lewis, based on his moderate risk?

Choose one

1. Test at each appointment, but only if aberrant behaviors are demonstrated
1. Feedback:
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2. All patients should be tested at least at baseline and every 3 months. UDTs should be 
performed more frequently if there are aberrant behaviors.

2. At baseline, and every 3 months
1. Feedback:
2. All patients should be tested at least at baseline and every 3 months. UDTs should be 

performed more frequently if there are aberrant behaviors.
3. Start after 6 months, then annually

1. Feedback:
2. All patients should be tested at least at baseline and every 3 months. UDTs should be 

performed more frequently if there are aberrant behaviors.

CONDUCTING UDT
For screening purposes, tamper-resistant, commercially-available urine collection cups can be used 
for urine drug tests (UDTs). These are relatively inexpensive and easy to use in office practice and 
provide immediate and clear results. If screening is positive, the clinician may choose to proceed with 
more costly confirmatory (GCMS) testing in an outside laboratory to identify specific drugs and verify 
their presence. Quantitative testing is being developed and may become available.

1. Obtain patient information: Ask the patient about any substances he or she is taking that 
may affect the results of the UDT, including over-the-counter medications and herbal 
supplements, noting the last time each medication was taken46.

2. Optimum sample size: 30 mL or more46.

3. Detection time: Most drugs have a window of detection in urine of 1 to 3 days after ingestion46.

4. Discuss cost: It is helpful to discuss the costs of laboratory testing at the beginning of 
treatment even if covered by insurance as this is sometimes lost or changed over the course of 
treatment. If UDTs are a requirement for treatment, this should be put in writing in the treatment
agreement from the outset.

Safeguard the sample
Limit opportunities for changing the sample by noting the sample temperature and limiting sources of 
water47. For more stringent testing, a patient may need to empty pockets and leave anything like a 
purse in a locker as chemicals or even soap may alter test results. Dilution or alteration of the sample 
can be checked by checking specific gravity or creatinine.

UDT PATIENT COMMUNICATION

What to tell the patient
The patient should be told diplomatically how the test helps you provide the safest and most effective 
care possible. For example:

Provider: You have shared with me before that at times you have been tempted to take your 
boyfriend’s methadone. UDT is a way to help both of help you not do that

Provider: You have probably heard about problems with people becoming addicted to their opioid 
medication. It can affect anyone, even the healthiest, most well-adjusted people. So in order to reduce
the risk in prescribing this medication, it is my policy to test everyone periodically.
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UDT and treatment agreements. UDT policies and expectations should be written into the patient's 
treatment agreement46. A statement of the consequences of substance misuse or underuse of the 
prescribed medication can be put into a written treatment agreement46. For example:

"Presence of unauthorized substances in urine or serum toxicology screens will result in 
increased requirements you will have to fulfill in order to continue to receive your 
prescriptions here. Failure to fulfill these requirements could result in a change of medication 
in order to support safer pain treatment. If the problem still cannot be resolved, it could result 
in your discharge from the facility, its physicians, and its staff."

UDT INTERPRETATION

UDT results fall in the following categories:

• Prescribed drug is not detected
• An illicit drug is detected
• A nonprescribed scheduled drug or drug of concern (such as the muscle

relaxant, carisoprodol) is detected
39

• Obviously, patients on chronic opioid therapy should test positively for opioids,
but they should not test positive before the start of their therapy or screen positive for illicit 
drugs or drugs they have not been prescribed.

• Before acting on UDT screening result, order confirmatory testing, and work with laboratory 
regarding interpretation. This is very important because an incorrect interpretation could 
negatively effect treatment and significantly harm the patient.

46,47

CASE: TERRI PART 2
Patient: Terri Edwards, 32 years old

Chief Complaint: Back pain

Brief History: Ms. Edwards is seeking treatment for chronic back pain she relates to
standing all day and lifting in her job at a fast food restaurant.

Additional Provider-Patient Dialogue
Provider: Before deciding on a treatment, we'll need an initial urine sample.

Ms. Edwards: Is that really necessary?

Provider: Urine drug tests are a requirement for all of my patients before starting long-term opioid 
therapy; you are not being singled out. The test is not punitive; rather, the intention is to help provide 
better care for you and to monitor your progress over time. However, it is important for you to know 
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that I will discuss any results with you and we will need to address any results that could affect your 
health.

Ms. Edwards: Well, I just don't know...

Provider: You seem to have some concern about doing a urine drug screen. Is there something that 
you haven’t shared with me?

Ms. Edwards: No, I just don't have a lot of time today.

Urine Drug Test Results:
Ms. Edwards then reluctantly agrees to take the urine drug test, a screening immunoassay, and the 
results are as follows:

• Positive for cannabinoids
• Negative for opioids and all other drugs screened

Question: Which of the following can be said with certainty?

Choose one
• Ms. Edwards has not taken any synthetic opioids

• Feedback:  Incorrect. This cannot be said with certainty. 
• Because this is a screening test, you cannot conclude that the patient did not take any 

opioids. Some screening tests do not readily detect synthetic opioids. 
• Ms. Edwards has not taken any morphine in the past 3 days

• Feedback: Incorrect. This cannot be said with certainty. 
• Because this is a screening test, you cannot conclude that the patient did not take any 

opioids.  It is unlikely that she used morphine in the past 3 days, but screening tests 
only detect opioid above the threshold cutoff point, so lower amounts may go 
undetected.  

• Ms. Edwards has not taken oxycodone in the past 3 days
• Feedback: Incorrect. This cannot be said with certainty. 
• Because this is a screening test, you cannot conclude that the patient did not take any 

opioids. Some screening tests do not readily detect synthetic opioids. Screening tests 
only detect opioid above the threshold cutoff point, so lower amounts may go 
undetected.  

• Ms. Edwards has used marijuana in the past 3 days, but not opioids
• Feedback: Incorrect. This cannot be said with certaintly
• It is likely that she did use marijuana because of the positive screening test and, at this 

point, no known cross-reactivity would produce a false positive. This is the only fairly 
certain conclusion at this point. 

• None of the above can be said with certainty, based on these screening results. 
• Correct

MS. EDWARDS CASE CONTINUES: 
Terri Edwards, 32 years old

Brief History: Ms. Edwards is seeking treatment for chronic back pain she relates to
standing all day and lifting in her job at a fast food restaurant.
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ADDITIONAL PROVIDER-PATIENT DIALOGUE  

Provider: Your urine test was positive for cannabinoids.

Terri Edward: If you mean like marijuana, I can explain that. A friend told me that ibuprofen 
can make it look like you used marijuana in your drug test and I took some ibuprofen that day.

Question: What should you do next?

Choose one:
• Confirmatory testing

• Feedback: Correct
• Confirmatory testing may be indicated. She is correct that ibuprofen might cause a false

positive for cannabinoids. Aside from a positive screening result, there were a couple of 
"yellow flags" (obtaining medication without a prescription, resisting drug testing), but 
asking her directly if she smoked marijuana in weeks before testing is a first step that 
might save the need for further testing if she answers "Yes."

• Ask her if she smoked marijuana in the weeks before testing
• Feedback: Correct
• Asking her directly if she smoked marijuana in the weeks before testing is a first step 

that might save the need for further testing if she answers "Yes." She is correct that 
ibuprofen might cause a false positive for cannabinoids. This should be discussed with 
the laboratory as to whether it could account for her test results.

• Ask a significant person in her life, such as her mom, if she knows if Terri used marijuana
• Feedback: Incorrect. 

Talking with collaterals with permission, such as her mom, can be a useful step if you 
know that they can be trusted. In this case, her mother supplied her with medication for 
a controlled substance without a prescription. Keep in mind that collateral sources of 
information may abuse drugs themselves. She is correct that ibuprofen might cause a 
false positive for cannabinoids. This should be discussed with the laboratory as to 
whether it could account for her test results.

SPECIFIC CUTOFF LEVELS AND DETECTION TIMES 

Substance
Screening

Lower
Limit

Confirmation
Lower Limit

Duration of
Detection

False Positives

Alcohol 20 mg/dL 20 mg/dL 7-12 hours N/A

Amphetamines 500 ng/mL 125 ng/mL 48 hours

Phenylpropanolamine (PPA), 
ephedrine, products with L-
methamphetamine like Vicks 
Nasal Inhaler, clobenzorex, 
fenproporex, selegiline

Barbiturates 200 ng/mL 100 ng/mL 24 hours (short- N/A
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Substance
Screening

Lower
Limit

Confirmation
Lower Limit

Duration of
Detection

False Positives

(short-acting)
acting); 3 weeks 
(long-acting)

Cannabis 15 ng/mL 4 ng/mL 3 days-4 weeks
Ibuprofen, dronabinol, hemp seed 
products over 12 oz, food 
products with hemp oil

Cocaine and its 
metabolites

150 ng/mL 10 ng/mL

6-8 hours 
(cocaine), 2-4 
days 
(metabolites)

Ampicillin, amoxicillin

Codeine 50 ng/mL 100 ng/mL 2-3 days N/A

Hydrocodone 50 ng/mL 100 ng/mL Varies by lab N/A

Hydromorphone 50 ng/mL 100 ng/mL Varies by lab N/A

Methadone 300 ng/mL 100 ng/mL 72 hours N/A

Morphine 300 ng/mL 100 ng/mL 48-72 hours

Foods with poppy seeds, 
dextromethorphan, pyrilamine, 
quinine water, amitriptyline, 
codeine, heroin

Phencyclidine 25 ng/mL 25 ng/mL 3-10 days Diazepam, dextromethorphan

 (Data from: Center for Substance Abuse Treatment, 1993; Heit & Gourlay, 2004; Substance Abuse 
and Mental Health Services Administration, 2005, 2007; Shurman & Backer, 2006)

(Adapted from 44)

KEY POINTS
• Routine urine drug screening with many immunoassay tests often does not detect synthetic or 

semisynthetic opioids very well; hence, specify specific drugs if that is the purpose of the test.
• Screen your patients; use confirmatory testing to validate suspicious results and identify 

specific drugs.

FALSE POSITIVE UDTS

Common Interpretations 

Unexpected Positive Results

• Abuse, addiction, or undertreated pain
• Lab error, test overly sensitive
• Cross-reactivity with the patient's medications
• Metabolite of a prescribed drug

Reasons for a positive test for an unprescribed medication
1. a metabolite of the prescribed drug

Some drugs have metabolites that may suggest the patient is taking something other than prescribed. 
For example, codeine may show up as morphine. Similarly, hydrocodone metabolizes to 
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hydromorphone. If a screening test is used, a confirmation study done with GCMS should also be 
done to verify unexpected findings.  

Other possible explanations include

• laboratory error
• cross-reactivity
• Certain medications may affect metabolism of a drug, for example, enzyme-inducers and 

inhibitors such as HIV medication, antiepileptics, psychotropics, and nicotine
• self-medication driven by undertreated pain or continued use after the pain condition resolves, 

due to therapeutic physical dependence, that is it developed during the course of prescribed 
treatment

• intentional misuse of the medication, whether prescribed or not prescribed
• addiction to the unprescribed medication
• Certain conditions can alter metabolism or excretion of medication, for example, liver disease, 

renal function
46

Findings should be discussed with a toxicologist or a medical review officer (MRO) if the clinician is 
uncertain how to interpret them46.

Use the complete medication history to rule out false positives46. 

Drugs and substances that can cause false positives
Substance False Positives

Alcohol N/A

Amphetamines
Phenylpropanolamine (PPA), ephedrine, products with L-methamphetamine 
like Vicks Nasal Inhale, clobenzorex, fenproporex, selegiline, ranitidine, 
trazodone 

Barbiturates (short-
acting)

phenytoin

Cannabis
Ibuprofen, dronabinol (a prescription cannabinoid), hemp seed products over 
12 oz., food products with hemp oil, RimonabantTM (an anti-obesity drug)

Cocaine and its 
metabolites

Ampicillin, amoxicillin

Codeine N/A

Hydrocodone N/A

Hydromorphone N/A

Methadone N/A

Morphine/Opiates
Foods with poppy seeds, dextromethorphan, pyrilamine, quinine water, 
amitriptyline, codeine, heroin, levofloxacin, ofloxacin, rifampicin 

Phencyclidine Diazepam, dextromethorphan

(Adapted from 44)
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FALSE NEGATIVE UDTS

Common Causes of a Negative Result

Unexpected Negative 
Results

• Patient is not taking the drug, whether for innocent reasons or 
because of diversion

• Test is not sensitive enough [urine too dilute]
• Urine belonged to someone else, was diluted or adulterated to 

avoid an illicit drug being detected

A negative UDT test result could also mean:

1. the patient binged on the medication and then ran out early
2. the patient did not take the full prescribed amount
3. the urine was intentionally falsified

• it belonged to someone else and was used to avoid being tested
• the urine was diluted or adulterated by the patient to try to prevent detection of another 

substance
46,47.

RECOGNIZING SAMPLE TAMPERING

Variations in normal temperature, concentration and other values of urine may mean the sample has 
been altered. Normal values include:

• Temperature: 90° to 100°F (4 minutes after deposited). Temperature-sensitive cups can help 
identify abnormal samples.

• pH: 4.5 to 8.0
• Creatinine Concentration: 20 mg/dL
• Specific Gravity: Between 1.003 and 1.020
• Nitrates: Greater than or equal to 500 mcg/mL

41

To decrease the risk of tampering ask the patient to leave coats and other articles in a secure location 
in your clinic rather than bringing them into the bathroom with them.

FYI
Urine drug testing can be used to validate a patient's self-reports of prescribed drug use during 
treatment to rule out diversion.

MULTIDISCIPLINARY APPROACH TO CHRONIC PAIN TREATMENT

Multidisciplinary treatment approaches including medications, physical interventions, and 
psychobehavioral interventions are often needed for chronic pain32. 

Page 43 of 58    September 25, 2018 Update
Opioids and Pain: Assessment and Treatment Planning Prior to Prescribing (ER/LA Opioids)



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

A multidisciplinary approach to chronic pain treatment optimizes treatment effectiveness and 
minimizes risk of addiction to pain medication by involving the coordinated efforts of different 
specialists. 

Multiple modalities are particularly necessary when there are psychological or medical co-morbidities 
or impaired function9.

The Disciplines Involved in Pain Treatment

Pain Treatment Centers
Few multidisciplinary pain clinics exist, and they are primarily located in major medical center hospitals
and rehabilitation centers. Thus, some patients have to travel long distances for pain treatment. Cost, 
availability, and lack of insurance coverage are other potential barriers to interdisciplinary care9. 
Alternatively, providers can create and coordinate a multi-modal treatment team. A key element that 
must be in place if a patient is co-managed outside of a pain center is a "home" clinician, to coordinate
care. 

MRS. CATELL- MEDICAL HOME

A Medical "Home" for Each Patient Treated for Chronic Pain
Patients with chronic non-cancer pain use health care services more frequently and have more 
comorbidities than other patients9. As a result, they often need a "medical home" clinician to 
coordinate communications among the health care professionals who are involved. The "home" 
provider may or may not prescribe the pain medication. Thus, primary care providers can serve as the 
patient's medical home.
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Collaborating on Patient Care
Communication, collaboration, and shared decision-making are effective for coordination of care33. 
This can be supported by a written agreement that ideally would describe:

• Roles for each clinician and treatments provided
• Communication protocol
• Schedule of visits

Case Example: Medical Home for Muli-Modal Pain Treatment
Patient: Mrs. Donna Cattell, A 62 y/o female with lower back pain.

• DR. GREY - Mrs. Cattell's Primary Care physician, and medical home
• Prescribed first-line therapies for Mrs. Cattell's pain and determined 

more pain control was needed  
• Referred Mrs. Cattell to a pain and addiction specialist due to her 

moderate risk factors for addiction and his relatively low level of 
expertise at the interface of pain and addiction

• Gathers information from each specialist, summarizes it, and informs 
the team

• DR. BLUE - Pain and Addiction specialist
• Prescribed chronic opioid therapy and physical therapy and follows Mrs. Cattell monthly
• Referred Mrs. Cattell to a psychologist, to help her cope with her pain

• DR. GREEN - Psychologist
• provided 10 weeks of cognitive behavioral therapy to develop pain-coping skills

• MS BLACK - Physical therapist
• Sees Mrs. Cattell weekly for therapeutic manipulations
• Recommended exercises for Mrs. Cattell to do at home that both strengthen 

surrounding muscles and correct imbalances
• Taught Mrs. Cattell some yoga stretches for stress relief to release guarding of the 

painful area.  

• DR. BROWN - Orthopedic surgeon
• Was consulted when Mrs. Cattell's pain worsened to assess the need for surgery. Dr. 

Brown determined it is not needed currently, but would like to re-assess the situation bi-
annually

1. DR. GREY - Continues to act as Mrs. Cattell's medical home and coordinates 
communications among all five providers.

DOCUMENTATION - THE PATIENT RECORD

Initial Evaluations
Accurate and complete documentation of a diagnosis and unrelieved pain is
essential in order to provide proper patient care and to meet regulatory and legal
requirements regarding chronic opioid therapy48.
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• Medical history (include current and past pain treatment)
• Include indication, date, type, dose, and quantity prescribed for current medications
• Be sure to include concomitant use of benzodiazepines, alcohol or other CNS meds

• Pain severity, type of pain, location, and other pain assessment results
• Physical examination results, objective findings
• Diagnostic, therapeutic, and laboratory results
• Underlying condition responsible for the pain; co-existing conditions that affect pain

• Poorly controlled depression or anxiety
• Effect of pain on physical and psychological functioning, quality of life; patient's subjective 

complaints
• History of substance abuse, results of risk assessment
• Any evidence of risks for significant adverse events, including:

• History of falls or fractures
• Sleep apnea or other respiratory risk factors
• Possible or current pregnancy
• Allergies or intolerances to pain medications

• Evaluations and consultations
9,33

PRACTICE TIPS
1. A Clinical Tool for Pain Record Keeping: The Pain Assessment and Documentation Tool 

(PADT) is one tool that can be used to document visits.
2. Records must be current, accessible, and available for review33

3. Use records to spot trends over time

CASE VIGNETTE: MR. PARKER

New Patient
Name: Mr. Charles Parker

Age: 68 years old

Reason for visit: Chronic lower back pain

History of Present Illness:

He re-injured his back 2 years ago lifting furniture, which exacerbated his lower back pain. For 2 
months immediately after the re-injury, he received physical therapy and a prescription for oxycodone 
that was not prescribed again. He stopped exercising after the re-injury and has not resumed it since.

Prior to that, he had a 25-year history of mild left lower back pain post MVA, managed by maintaining 
core body strength through exercise and with OTC NSAIDs, acetaminophen, and heat as needed. 

The pain has gradually worsened over the past 2 years and has gotten especially bad recently. Pain 
worsens with walks of over one block, going down stairs, getting up after sitting long periods, lifting 
more than 10 pounds, and initially lying down. Sharp, constant, severe pain in left lumbosacral region 
after one of these triggering events, lasting up to an hour or two, sometimes radiating down left leg.
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Recently, he manages daily pain with prescribed celecoxib (or naproxen when he runs out), and 
acetaminophen. It lowers the pain level a couple of points, but it is still severe. Immediate release 
oxycodone, obtained from a friend, lowers the pain level to a moderate level but "does not last long 
enough."

Vital Signs

Height:
5'11"

Weight:
188 lbs

Pulse:
80

Blood Pressure:
120/70

Respiration Rate:
14

Temperature:
98.7° F

Past Medical History

Medical Illnesses: 25 year history of lower back pain post MVA
Surgeries: Open vertebroplasty of L3-L4 25 years ago
Allergies: NKDA

Family/Social History
Relatives: Mother, age 76 – Hypertension; Father – deceased from lung cancer age 65

Occupation: Parking Garage Attendant

Marital/Family Status: Divorced; two estranged, grown children

Alcohol/Tobacco/Recreational Drug Use: He occasionally has a "couple of beers." Smokes 
cigarettes: pack and a half per day, 50 pack years

Current Medications
-Celecoxib: 100 mg bid, discontinued occasionally when he cannot afford it.

-Naproxen: 500 mg bid. Taken when he runs out of celecoxib or cannot afford it.
-Acetaminophen: 500 mg bid ("2 extra strength Tylenol per day")

-Oxycodone: 10 mg immediate release. Not prescribed for him; obtained from a friend. 1 to 2 capsules
taken intermittently prn pain. He takes it two to three times per day now -Other treatments: Dry heat for
occasional muscle spasms from overuse 

Past Medications
-Oxycodone: 20 mg immediate-release taken for two months following surgery 2 years ago. Not 
refilled despite requests. 6 month taper.

Labs
Lab values within normal limits

Physical Exam
• Musculoskeletal: Leg muscles appear symmetrical and well-developed; No tenderness to 

palpation in low back
• Neurological: Lying straight-leg and femoral nerve stretch tests are positive on the left and 

negative on the right. Nerve function tests (muscle strength, sensation, deep tendon reflexes) 
suggest some lumbosacral nerve-root compression that will require further evaluation with MRI

• All other findings within normal limits
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Questions at the end of the case pertain to summarizing the results of his assessment for opioid risk.

MR. PARKER - PATIENT INTERVIEW QUESTIONS
Patient: Mr. Charles Parker

Scenario: Mr. Parker presents as a new patient with a long history of bilateral, non-radiating lower 
back pain. Initially, he was prescribed NSAIDs and exercise. In the past 2 years, since a re-injury, his 
back pain is not responding sufficiently to NSAIDs and occasional oxycodone obtained from a friend. 

The pain is constant and severe and ranges from sharp to a dull ache. Mr. Parker rated his pain as 9 
out of 10 in the past month, after any back stress; even with celecoxib and acetaminophen, and a 6 at 
rest. He said that with oxycodone, the maximum pain when he added celecoxib/acetaminophen was a 
4 to 5. Pain is aggravated to severe (8 or 9 out of 10) by walking and standing and relieved down to a 
rating of 6 to 7 out of 10 after an hour of constant rest. The inability to walk places is affecting his 
mood, but he is not depressed. 

Question: After obtaining the above pain history, which of the following are the THREE best initial 
provider-directed questions to ask before prescribing chronic opioid therapy for his back pain? 
(Choose all that apply)

Choose all that apply
• Have you ever abused opioids?

• Feedback: Incorrect
• This wording is rather abrupt and judgmental sounding. It could be worded with a less 

accusing word than "abused" such as "used opioids for non-medical purposes."
• It will help me to get a complete picture of how your treatment is going. Have you been using 

the exercises that were recommended?
• Feedback: Correct
• This is a good question to ask before completing the treatment plan, which should 

involve multiple modalities in order to prescribe the lowest possible dose. If Mr. Parker 
has not been doing the prescribed exercises, a return to physical therapy for 
reassessment and a review of the exercises might be indicated.

• How much alcohol do you drink per day? Per week?
• Feedback: Correct
• This is a good question to ask before prescribing opioids. Alcohol abuse is associated 

with an increased risk of opioid abuse and because alcohol interacts with many opioid 
medications.

• Are you willing to sign an agreement to only take opioids that I prescribe?
• Feedback: Correct
• A signed, written treatment agreement developed before prescribing medications is a 

good way to address aberrant behaviors, such as obtaining opioids from a friend. 

MR. PARKER - POSSIBLE RISK ASSESSMENT QUESTIONS
Assume that you have determined that Mr. Parker has sufficiently severe and chronic pain to warrant 
consideration of chronic opioid therapy and that first-line therapies have been tried.
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Learning Task: Write at least two questions that you can ask to assess Mr. Parker's risk for opioid 
misuse.

Answer
 
CORRECT ANSWER
Include the following: Current or past use/abuse/addiction to opioids or any substances; family history 
of same; mental health problems. For women: sexual abuse as a youth

MR. PARKER - EXAMPLE RISK ASSESSMENT QUESTIONS
The following are examples of some of the possible questions/statements to
present to Mr. Parker to assess his risk for opioid misuse, if, after considering
the poor response to other therapies both pharmacological and non-
pharmacological, and the severe, constant nature of his pain, you determine that
opioids might be considered. This will involve immediate-release opioids initially
until a stable dose is established and then change to extended-release/long-
acting opioids. 

Provider-Patient Dialogue
Provider: Have you ever used tobacco, alcohol, prescription drugs not prescribed for you, or illegal 
drugs?

Mr. Parker: I did get some oxycontin from a friend, but that was for medical reasons. I needed 
it for my pain. I drink a couple of drinks a night on weekends sometimes. And I do smoke. I started 
smoking a little in my teens, and now it's a pack and a half per day.
Discussion: This is an important part of the risk assessment. His use of a friend's oxycontin is one 
risk for opioid use disorder and will need to be addressed in his treatment agreement. He should be 
asked to agree only to take opioids that are prescribed for him by a single provider. Some evidence 
shows that smoking cigarettes are another risk factor. 

Provider: Does anyone in your family or any close friends have a history, current or past, of any 
substance abuse?

Mr. Parker: No, no one. Not for many years.
Provider: Have you had any mental health problems such as depression or anxiety? ADHD or 
bipolar?

Mr. Parker: Nope, not me.
Discussion: Mental health screening is an important part of the risk assessment.

Other risk questions include:
1. History of pre-adolescent sexual abuse (female)
2. Younger age (18 to 45 years)
3. Being male
4. Social problems: legal problems, motor vehicle accidents, poor family support, or high-risk 

subculture.  
5. Tobacco use*

*There has been limited research done on the effects of smoking and smoking cessation on chronic 
pain. Contradictory evidence shows that nicotine has analgesic properties, and also shows that 
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smokers are at an increased risk of developing back pain and other chronic pain disorders. It is 
thought that smokers have much higher pain intensity scores and lower social and occupational 
functioning as a result. A recent population study shows that current and former heavy smokers are 
more likely to use prescription analgesic drugs than never-smokers. Because of the lack of 
consistency in the literature, more studies are needed to determine the relationship between smoking 
and pain treatment49.

MR. PARKER - TREATMENT AGREEMENT

Review Mr. Parker's Pain History:
Name: Mr. Charles Parker

Age: 68 years old

Reason for visit: Chronic lower back pain

History of Present Illness (repeated for convenience):
He re-injured his back 2 years ago lifting furniture, which exacerbated his lower back pain. For 2 
months immediately after the re-injury, he received physical therapy and a prescription for oxycodone 
that was not prescribed again. He stopped exercising after the re-injury and has not resumed it since.

Prior to that, he had a 25-year history of mild left lower back pain post MVA, managed by maintaining 
core body strength through exercise and with OTC NSAIDs, acetaminophen, and heat as needed. 

The pain has gradually worsened over the past 2 years and has gotten especially bad recently. Pain 
worsens with walks of over one block, going down stairs, getting up after sitting long periods, lifting 
more than 10 pounds, and initially lying down. Sharp, constant, severe pain in left lumbosacral region 
after one of these triggering events, lasting up to an hour or two, sometimes radiating down left leg 
and moderately severe pain with medications, but severe constant pain if not taking medications 

Recently, he manages daily pain with prescribed celecoxib (or naproxen when he runs out), 
acetaminophen, and oxycodone, obtained from a friend.

Past Medical History
Medical Illnesses: 25 year history of lower back pain post MVA
Surgeries: Open vertebroplasty of L3-L4 25 years ago
Allergies: NKDA

Family/Social History
Relatives: Mother, age 76 Hypertension; Father deceased from lung cancer age 65

Occupation: Parking Garage Attendant

Marital/Family Status: Divorced; two estranged, grown children

Alcohol/Tobacco/Recreational Drug Use: He occasionally has a "couple of beers." Smokes 
cigarettes: pack and a half per day, 50 pack years

Current Medications
-Celecoxib: 100 mg bid, discontinued occasionally when he cannot afford it.
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-Naproxen: 500 mg bid. Taken when he runs out of celecoxib or cannot afford it.
-Acetaminophen: 500 mg bid ("2 extra strength Tylenol per day")

-Oxycodone: 10 mg immediate release oxycodone. Not prescribed for him; obtained from a friend. 1 to
2 capsules taken intermittently prn pain. He takes it two to three times per day now
-Other treatments: Dry heat for occasional muscle spasms from overuse

Past Medications
-Oxycodone: 20 mg immediate release taken for two months following surgery 2 years ago. Not refilled
despite requests. 6 month taper.

Mr. Parker's prescription is now being changed to extended release oxycodone.

Question: What stipulation(s) should be included in his patient-provider agreement?

Choose all that apply
1. More frequent and random urine drug testing

• Feedback:
Correct. Random urine drug testing, as well as a baseline test, is recommended for all 
patients according to several recent evidence-based guidelines for opioid prescribing, 
such as the CDC's (22). In this case additional and careful testing is indicated.

2. That he will not take prescription opioids that are not prescribed for him.
• Feedback:

Correct. With Mr. Parker' history of taking opioids prescribed for a friend, the problem 
with this should be discussed and putting directions not to do this anymore specifically 
in the patient-provider agreement underscores the importance of this direction. He also 
needs a special stipulation in his patient-provider agreement that he will not share his 
medication with anyone else given his past history.

3. That he will use only medications from a single prescriber
• Feedback:

Correct. Although, he does NOT have a history of obtaining medications from more than
one prescriber, his prior seeking (and receiving) opioid medications places him at risk of
seeking medications from other providers rather than discussing the issue with you. You
should make it clear that all opioids should be prescribed by you. In general, this is a 
good guideline to include for all patients. 

4. Not to use alcohol while he is taking extended-release oxycodone  
• Feedback:

Correct. Because he does admit to drinking alcohol, it is important to discuss with Mr. 
Parker the potential for overdose or increased sedation. Agreeing to not drink alcohol in 
combination with ER/LA opioids can be made part of the signed patient-provider 
agreement.

5. He must notify the prescribing provider of any other medications that are prescribed.
• Feedback:

Correct. In order to avoid dangerous over-medication and drug interactions, the 
prescribing provider must be advised of any medications prescribed by other providers. 
Similarly, the other providers should be advised of his pain medications.

Page 51 of 58    September 25, 2018 Update
Opioids and Pain: Assessment and Treatment Planning Prior to Prescribing (ER/LA Opioids)



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

MR. PARKER - CASE SUMMARY
Patient information
Mr. Parker - 68-year-old white male  
Case Summary
Left lower back pain, occasionally radiating down left leg
Onset: 25 years ago, post-MVA; exacerbated 2 years ago by re-injury caused by lifting a heavy piece 
of furniture
Severity: Mild to moderate; 9 out of 10 after any back stress
Eliciting factors: walks of over one block, going down stairs, getting up after sitting long periods, 
lifting more than 10 pounds, and initially lying down
Duration: constant pain after a trigger, lasting 1-2 hrs Managed with OTC NSAIDs and rest/avoiding 
triggers: severity is 6 out of 10 with celecoxib and acetaminophen; 2-3 out of 10 after an hour of rest  
Physical Examination
Musculoskeletal: Leg muscles appear symmetrical and well-developed; No tenderness to palpation 
in low back
Neurological: Lying straight-leg and femoral nerve stretch tests are positive on the left and negative 
on the right. Nerve function tests (muscle strength, sensation, deep tendon reflexes) suggest some 
lumbosacral nerve-root compression that will require further evaluation with MRI. All other findings 
within normal limits  
Working Diagnosis
Musculoskeletal low back pain with possible radiculopathy  
Risk Assessment
No current or past history of substance abuse; alcohol consumption is within recommended limits. No 
family or close friend history of substance abuse Smokes cigarettes: pack and a half per day, 50 pack-
years and always smokes upon awakening Used oxycontin that was not prescribed for him to relieve 
unmanaged pain No psychiatric problems No family or close friend history of substance abuse  

Question: What is Mr. Parker's level of opioid risk?

Choose one
• None

• Feedback: Incorrect
• Mr. Parker does have some level of opioid risk.

• Mild/Low
• Feedback: Correct
• Mr. Parker does have mild or low level of opioid risk.

• Moderate
• Feedback: Incorrect
• Mr. Parker has mild or low level of opioid risk.

Treatment Plan
Oxycontin titrated slowly to effect, co-analgesic to minimize opioid dose, physical therapy evaluation.
Terms of Treatment: Discuss why the use of his friend's oxycontin is problematic. A written, signed 
treatment agreement will be used to define the roles and responsibilities of patient and provider. For 
example, Mr. Parker will be asked to agree only to take opioids that are prescribed for him by a single 
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provider and to follow directions for taking them safely. Points of (safe) opioid termination will be 
described, for example, failing a urine drug test, repeatedly needing early refills on medication, filling 
his prescription at more than one pharmacy, being prescribed opioids by another clinician, etc. 

Follow-Up

Question: What is an appropriate time for Mr. Parker to return for follow-up? 

Choose all that apply

•  Weekly
• Feedback: Incorrect
• Mr. Parker should return monthly.

• Monthly
• Feedback: Correct
• Mr. Parker should return monthly.

• Every 6 months
• Feedback: Incorrect
• Mr. Parker should return monthly.

• Annually
• Feedback: Correct
• Mr. Parker should return monthly.

SUMMARY AND KEY POINTS

• Prior to prescribing opioids, obtain a detailed history, physical examination, and diagnostic 
testing.

• Prior to prescribing opioids, complete a comprehensive assessment of pain and functioning.
• Assess the risk for opioid use problems, including addiction, misuse, and diversion, for each 

patient using a standardized approach.
• Assess each patient for current addiction.
• Screen for current depression and obtain a psychiatric history.
• Refer patients at high risk for addiction or substance abuse or with complex pain treatment 

needs.
• Determine current physical dependence on opioids and level of opioid tolerance.
• Detail accurate and complete documentation of a patient's diagnosis and unrelieved pain.

RESOURCES AVAILABLE THROUGH THIS MODULE:

• AMA Guide: Promote safe storage and disposal of opioids and all medications  
AMA Task Force to Reduce Opioid Abuse produced a brief flier with 3 steps providers should 
take to promote safe storage and disposal of opioids and all medications with links to resources
for patients.

• American Pain Society: Pain - Current Understanding of Assessment, Management, and 
Treatments  
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The American Pain Society in 2006 published this guideline "Pain: Current Understanding of 
Assessment, Management, and Treatments". The guideline provides common assessment 
tools used to assess types of pain.

• Assessing Substance Abuse in Patients with Chronic Pain  
A continuing education course about diagnosing and treating chronic pain.

• BPI: Brief Pain Inventory  
Patients to rate their pain and ability to complete daily living activities in nine sections. Created 
by University of Texas MD Anderson Cancer Center.  

• CAGE-AID Screening Tool  
A quick drug and alcohol assessment tool for determining whether a patient may be currently 
abusing drugs or alcohol. It can be used to detect existing substance use problems prior to 
prescribing opioid therapy.

• CDC Guideline for Prescribing Opioids for Chronic Pain  
Clinical guidelines, literature review, and analysis of the evidence on the use of opioids for 
chronic pain. Recommendations are also made for prescribing opioids for acute pain.

• Clinical Guidelines for the Use of Chronic Opioid Therapy in Chronic Noncancer Pain 
(APS/AAPM)  
Recommendations published in 2009 for chronic opioid therapy based on a review of the 
evidence. Provide guidance on patient selection, risk stratification, informed consent, opioid 
management plans, and more. Authors: Chou R, Fanciullo GJ, Fine PG, et al.

• DIRE Score  
Assessment of a patient on selection for Chronic Opioid management

• Disposal of Unused Medicines: What You Should Know  
Describes programs to dispose of unused pain medications and other prescription medications.

• Drug Cutoff Concentrations  
This document lists the Federal urine drug testing cutoff concentrations for the "Federal Five" 
drugs (marijuana, cocaine, opiates, PCP and amphetamines/methamphetamines).

• Faces Pain Scale – Revised  
A visual analog pain scale using pictures of faces that can be used with children and those who
have difficulty with numerical scales.  

• Facilities - Drug Rehab, Alcohol Rehab and Drug Addiction Treatment and Recovery Programs 
Provides drug and alcohol addiction treatment, recovery programs and center listings.

• FSMB Model Policy for the Use of Controlled Substances for the Treatment of Pain  
This document, first published in 2004 and revised in July 2013, is a model policy for state 
medical boards to use in developing their guidelines for use of opioids in treating chronic pain. 
These Model Guidelines provide the FSMB's policy on proper treatment of pain and the use of 
opioids when necessary to manage pain.

• McGill Pain Questionnaire  
Printable verbal pain assessment questionnaire.

• NIDA Quick Screen - Online  
The NIDA quick screen is an online screening tool for substance abuse filled out by the patient. 
Based on the patient's responses, it generates a substance involvement score that suggests 
the level of intervention needed. This is the short, online version of the longer screening tool, 
the NIDA Modified ASSIST.

• NINDS Chronic Pain Information Page  
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Defines chronic pain, giving treatment suggestions and prognosis. Lists relevant organizations 
and relevant publications.

• Opioid Risk Tool (ORT) with Scoring Interpretation  
This questionnaire developed by Dr. Lynn Webster, to be filled out by the patient, allows health 
care professionals to determine risk of addiction to prescription opioid medication. Total Score 
Risk Category information is provided.

• ORT: Opioid Risk Tool  
This questionnaire developed by Dr. Lynn Webster, to be filled out by the patient, allows health 
care professionals to determine risk of addiction to prescription opioid medication.

• Oswestry Low Back Pain Disability Questionnaire  
Oswestry Low Back Pain Disability Questionnaire

• Pain Evaluation Form  
A clinical pain evaluation form for the use of physicians or other healthcare providers. The form 
will help to better understand the type of pain a patient is experiencing and how to best treat 
the pain.

• Patient Counseling Document - English  
Patient Counseling Document - English

• Patient Counseling Document - Spanish  
Patient Counseling Document - Spanish

• Patient Health Questionnaire (PHQ) Screeners  
The PHQ-9 and PHQ-2, components of the longer Patient Health Questionnaire, offer 
psychologists concise, self-administered tools for assessing depression. They incorporate 
DSM-IV depression criteria with other leading major depressive symptoms into a brief self-
report instruments that are commonly used for screening and diagnosis, as well as selecting 
and monitoring treatment.

• Patient Health Questionnaire (PHQ-9) English  
Patient Health Questionnaire (PHQ-9) English

• Patient Health Questionnaire (PHQ-9) Spanish  
PHQ 9 Depression Assessment Questionnaire

• Patient Health Questionnaire-2 Instructions for Use  
The PHQ-2 includes the first 2 items of the PHQ-9. Short assessment for depression

• PEG: A Three-Item Scale Assessing Pain Intensity and Interference   
See title

• Registered Nurses Association of Ontario: Assessment and Management of Pain  
The Registered Nurses Association of Ontario offered an updated version of their “Assessment 
and Management of Pain” guidelines in 2007. The RNAO guidelines offer recommendations for
patient practice related to pain assessment and management.

• SAMHSA Opioid Overdose Prevention Toolkit   
This resource on SAMHSA's website includes several resources: Facts for Community 
Members; Essentials for First Responders; Safety Advice for Patients; Information for 
Prescribers; and Resources for Overdose Survivors and Family Members

• Sample Treatment Agreement for Long-term Controlled Substances Therapy for Chronic Pain  
A written patient agreement for patients and physicians about to begin treatment with the use of
controlled substances. The agreement includes patient and physician responsibilities, realistic 
expectations, and possible consequences if the agreement is broken.
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• Screener and Opioid Assessment for Patients in Pain (SOAPP®)  
Screener and Opioid Assessment for Patients in Pain (SOAPP) is a brief assessment of chronic
pain patients to help in deciding on and planning long-term opioid treatment. Predicts a 
patient's susceptibility to developing drug-abusive behaviors.  
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OPIOIDS AND PAIN: UNDERSTANDING ER/LA OPIOIDS

Goal: 
The goal for this module is to train providers to have and apply a comprehensive understanding of 
ER/LA drug interactions.

After completing this module participants will be able to:
• Become knowledgeable about the general characteristics, toxicities, and drug interactions of 

ER/LA opioids

• Become knowledgeable about specific characteristics, toxicities, and drug interactions of 
ER/LA opioids and how to supplement treatment with other analgesics

• Become knowledgable about factors, particularly tolerance, affecting dosage and conversion 
between opioids

• Provide appropriate patient education to support safe and effective treatment when 
prescribing ER/LA opioids

Professional Practice Gaps
Opioid misuse and abuse is a grave health concern in the U.S., and is one that continues to grow. 
The number of emergency department visits due to the non-medical use of prescription analgesics 
increased from 145,000 in 2004 to 360,000 in 20101. The number of drug poisoning deaths involving 
opioid analgesics increased from 4,000 in 1999 to 14,800 in 20082. By 2008, opioid analgesics were 
involved in 40% of all drug poisoning deaths2. Also disturbing, every year starting in 2002, there have 
been at least 1.9 million new non-medical pain analgesic users3. 

Chronic pain is a very common problem encountered in clinical practice. In a study involving 111 
providers (attending physicians, nurse practitioners, physician assistants, and family practice 
residents), a mean of 37.5% of adult patients seen in a targeted week by any of the participating 
providers reported having current chronic pain4. Furthermore, opioids are very commonly prescribed 
for chronic pain. In a survey of prescribers (including physicians, physician assistants, and advanced 
practice nurses), 58% answered that they were “likely” to prescribe opioids for chronic pain. When 
comparing 2002 and 2012, MEPS estimates showed growth in the total number of outpatient 
prescription purchases of opioids, rising from 854.9 million to 143.9 million purchases, an increase of 
67.5 percent5. However, a significant amount of participants disclosed negative beliefs and attitudes 
about medication abuse and addiction which, they indicated, could complicate patient care and 
negatively impact clinical practice6. In a survey of family physicans, 80% were anxious about 
prescribing high-dose opioids to persons with chronic nonmalignant pain, and 92.4% did not 
prescribe opioids to individuals with a history of substance abuse7.

Professional organizations of pain specialists, based on expert consensus and review of the research
literature, have created clinical guidelines for the use of chronic opioid therapy in chronic non-cancer 
pain8. The guidelines are designed to improve pain treatment outcomes and reduce the risk of 
prescription drug overdose and diversion. The need for prescribers to do more to prevent diversion 
can be inferred from studies showing that a majority of patients do not take their pain medication as 
prescribed9 and that the source for the majority of non-medically used prescription drugs is friends or 
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relatives3. The need for education and training in the guidelines to avoid diversion and overdose is 
evident in research linking "doctor shopping" to increased risk for overdose10. Furthermore, research 
by the National Center on Addiction and Substance Abuse at Columbia University (CASA) shows that
physicians do not follow key recommendations in evidence-based guidelines for avoiding diversion 
and overdose11,12. CASA has concluded from their research that physicians should receive more 
continuing medical education related to prescribing and administering controlled substances and 
identifying, diagnosing, and treating substance abuse and addiction11.

A survey of health care facilities regarding pain management practice standards and education 
revealed gaps in knowledge of pain management, and attitudes that hinder proper acute and chronic 
pain treatment13. While some medical schools have implemented programs that have improved 
students' attitudes and skills for treating patients with addiction, most medical schools have not14. 
From a national survey of residency programs, only 56.3% of programs required substance use 
disorder training, with the median number of hours ranging from 3 to 12 hours15. In a survey of family 
physicians, the majority (60%) believed that their training in medical school did not prepare them to 
manage pain7.

ER/LA Opioids Practice Gaps:

Only a few practice gaps regarding the prescribing of extended release/long acting (ER/LA) opioids 
have been identified in the literature, despite risks associated with their use and their frequent use. 
The risk of overdose and death can be greater for ER/LA opioids than other opioids and so practice 
gaps described above regarding these topics are especially relevant for this subclass of opioids. 
While ER/LA opioids were only 9% of all opioid prescriptions dispensed in 2009, they represented 
22.9 million prescriptions, up from 9.3 million in 200016. In 2009, 3.8 million patients received a 
prescription for ER/LA opioids in an outpatient setting16. Primary care providers are responsible for a 
large portion of the ER/LA prescriptions: General practice (GP), Family Medicine (FM), D.O.'s plus 
Internal Medicine, dispense around 44% of these prescriptions16. Although primary care physicians 
may be one of the leading prescribers of opioids, they often leave out pertinent information about the 
safe use and storage of opioid analgesics during patient counseling17, making PCPs an important 
target audience of our proposed program.

INTRODUCTION

Overview of REMS for ER/LA Opioids
This module will review in detail the general and specific drug information regarding
extended-release/long-acting (ER/LA) opioids required by the FDA for REMS training.
ER/LA opioids have certain pharmacokinetics, side effects, drug interactions, and
adverse reactions in common. Specific ER/LA opioids vary, however, especially with
respect to dosing information, tolerance requirements, and specific toxicity information.
This module discusses these similarities and differences among ER/LA opioids.

Warnings and Patient Education
It is just as important that your patient be knowledgeable about their treatment. The FDA requires a 
black box warning, described on the next page, for all opioids; a specific version is required for ER/LA
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opioids and should be reviewed with the patient. Providing patient counseling documents, patient 
education materials and utilizing patient-provider agreements can help to support a safe and effective
treatment environment when prescribing ER/LA opioids. We will provide you with a systematic 
approach to patient education as well as a checklist to help you make sure you do not omit critical 
information.

CAUTION TIP
Evidence-based guidelines for prescribing opioids recommend, produced by the CDC, not using 
extended-release/long-acting opioids (ER/LA) in patients being started on opioid therapy 18. 
More guidelines on a number of other limitations regarding indications for considering ER/LA opioid 
are presented in this module.

TYPES OF DRUG INFORMATION TO KNOW FOR ALL
OPIOIDS

• Opioid tolerance criteria which can be found on the product's
label, and products and which doses are indicated for use only
in opioid tolerant patients 

• Specific ER/LA opioid information including:19

• Drug Substance, Formulation, and strength 
• Dosing Interval 
• Conversion between products where available 
• Key Instructions 
• Specific Opioid Interactions 
• Use in Opioid Tolerant Patients 
• Product Specific Safety Concerns 
• Relative Potency to Oral Morphine 

Important for All Opioids
Patient Education Is Critical. Tell the patient and caregiver to read the Medication Guide for the 
specific ER/LA opioid given to them by the pharmacy (see related resources)

Opioids have incomplete cross tolerance with each other. Understanding this, when converting 
from one opioid to another, it is essential to lower the dose. The patient may be tolerant of one opioid,
but they often do not have as much tolerance to the next opioid because of different molecular 
structure.

CAUTION TIP
Rapid onset opioids, are approved for use in cancer patients, but have been used off label for intense
non-cancer pain. They must be prescribed with extreme caution and carefully titrated up or they can 
result in overdose and death in a patient who is not sufficiently tolerant.

Rapid Onset Opioids are a Different Class of Opioids
• It is especially critical that Rapid Onset Opioids be stored in a locked container away from 

children. 
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• Transmucosal immediate release fentanyl (TIRF) is a rapid onset opioid. It has its own REMS 
training. 

ADVERSE EFFECTS OF EXTENDED RELEASE/LONG
ACTING OPIOIDS

Warning
A boxed warning is required on ER/LA opioids to warn of the safety issues of "misuse, abuse, 
addiction, overdose, and death"19:

• "ER/LA opioids are indicated for the management of pain severe enough to require daily, 
around-the-clock, long-term opioid treatment and for which alternative treatment options are 
inadequate." 

• "Because of the risks of addiction, abuse, and misuse, even at recommended doses, and 
because of the greater risks of overdose and death, these drugs should be reserved for use 
in patients for whom alternative treatment options (e.g., non-opioid analgesics or 
immediate-release opioids) are ineffective, not tolerated, or would be otherwise 
inadequate to provide sufficient management of pain; ER/LA opioid analgesics are not 
indicated for as-needed pain relief. 

ER/LA opioids are also affected by the relatively more recent safety warnings for all opioids, including
warning of risk for serotonin syndrome, adrenal insufficiency, and decreased sex hormone levels with 
chronic use20.

Adverse Effects and Special Precautions 

Before prescribing extended release (ER)/long acting (LA) opioids, it is important to be aware of the 
following adverse effects and the special precautions needed19. The following list is an overview of 
drug information and many of the special precautions to be taken with ER/LA opioids as described in 
the FDA blueprint for the Risk Evaluation and Mitigation Strategy (REMS) training that they require 
pharmaceutical companies manufacturing and marketing these medications to produce19; further 
detail on these topics will be provided as the module proceeds:

1. The most serious adverse effect is respiratory depression, so patients
prescribed ER/LA opioids should be closely monitored: 

• Be aware of the warning signs of respiratory depression 
• Evaluate patients for tolerance to respiratory-depression effects. 

2. Other adverse effects include weakness, the effect on driving, dry-itching skin,
impotency, and endocrine effects with long-term use (e.g. hypogonadism,
decreased libido, erectile dysfunction) 8,21,22.  

3. The most common side effect is constipation. Other common side effects include nausea, 
dizziness, and somnolence. 

4. Individuals using ER/LA opioids are at a risk of developing physical dependency, tolerance, 
addiction, overdose, and death.8,21,22 

5. Organ toxicities are rare but can occur: 
• suppression of the hypothalamic pituitary gonadal axis23 
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• >50 mg (MSO equivalents) is associated with 2 times increase risk of fracture 
6. ER/LA opioids or other strong opioids (example: fentanyl patch) are for use in opioid-tolerant 

patients only: 
• A patient should be opioid-tolerant in order to be considered for treatment with ER/LA 

opioids or other strong opioids (example: fentanyl patch) 
• Treat all patients as if they are naive for a new opioid, due to the variable 

pharmacological properties among opioids and variations in response among patients24

• The CDC recommends not using ER or LA opioids for acute pain25 

7. Use of ER/LAs during pregnancy can result in neonatal opioid withdrawal syndrome (NOWS - 
poor feeding, rapid breathing, trembling, and excessive or high-pitched crying) which can be 
life-threatening19. 

8. It is imperative that all tablets and capsules be swallowed whole. A few ER/LA opioids may be 
sprinkled on applesauce; see specific drug information for more detail. 

9. ER/LA opioids in patch form are heat sensitive; patients should be cautioned to avoid external 
heat (sun, hot baths, fever, exertion etc.) while wearing the patches. Patients should rotate the
location of the patch. 

Contraindictions
According to the CDC guidelines for prescribing opioids, ER/LA opioids should not be prescribed as 
initial treatment for acute or chronic pain, that is, they should not be prescribed in an opioid naive 
patient18.

According to the FDA Blueprint for this REMS education19, the following contraindications are 
generally true for ER/LA opioids. There may be further contraindications for specific opioids.

• Respiratory depression that is significant 
• Asthma that is severe or acute, in an unmonitored setting or without equipment for 

resuscitation 
• Paralytic ileus 
• Hypersensitivity to the opioid 

ER/LA OPIOIDS INTERACTIONS

Drug Interactions with ER/LA Opioids
Extended release/long acting medications increase the risk of adverse
drug interactions. Opioids are contraindicated in the presence of a
variety of other drugs. A thorough medical history to determination of the
presence of possible adverse drug interactions is essential19.

• Central nervous system (CNS) depressants (alcohol, sedatives,
hypnotics, tranqulizers, tricyclic antidepressants) may escalate
respiratory depression. Reduce the initial dose of at least one agent. 

• Monoamine oxidase inhibitors (MAOIs) increase risk of anxiety and respiratory depression. 
MAOIs and some opioids can cause serotonin syndrome. 

• Opioids can reduce the efficacy of diuretics by causing the release of antidiuretic hormone 
hormone (ADH) 
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• Some opioids may interact with cytochrome P450 inhibitors resulting in higher or lower than 
expected opioid blood levels. 

• Methadone and buprenorphine may increase the QTc interval. 
• Partial opioid agonists (e.g., buprenorphine, pentazocine, nalbuphine, and butorphanol) may 

decrease the analgesia and could precipitate withdrawal; so concurrent use should be avoided
• Skeletal muscle relaxant effect may be blocked by opioids and amount of respiratory 

depression may be increased. 
• Anticholinergics combined with opioids may lead to urinary retention and severe constipation, 

with possible paralytic ileus 

Potential Dose Dumping Effect of Alcohol
In addition to CNS depressant interactions described above, another interaction is possible between 
alcohol and certain formulations. Patients prescribed certain ER/LA opioids should refrain from 
alcohol consumption. The presence of alcohol can increase the plasma concentration of the ER/LA 
opioid (dose dump). Some drug levels may increase without dose dumping when exposed to alcohol. 
Generally, drug companies try to avoid formulations at risk for dose dumping but see individual 
product labeling to be certain19.

KEY INSTRUCTIONS COMMON TO ER/LA OPIOIDS
The FDA describes Key Instructions common to the class of extended release and long acting opioid 
analgesics. The following is a consise paraphrase of their complete list 26.

• Titrate individually to a dose with adequate analgesia and minimal adverse reactions 
• Refer to product information for titration interval; it is product specific 
• Monitor continually for pain control and adverse reactions as they may change 
• Monitor for continued need 
• For pain increase, identify the source in addition to ajusting dose 
• When discontinuing, titrate downward gradually to prevent withdrawal. Do not stop abruptly 
• ER/LA opioids are not for as-needed use, mild pain, short-term pain, or acute pain 
• Solid dosage instructions 

• Swallow whole. Crushing, chewing, breaking, dissolveing, cutting may cause overdose.
• See specific product information to learn which capsules can be opened and sprinkled 

on food 
• Some ER/LA opioids when exposed to alcohol can produce rapid release and potential 

overdose 
• Transdermal dosage instructions 

• Avoid heat. Monitor patients with fever for increased opioid exposure 
• Rotate location of application 
• See product information for possible dose reduction for hepatic or renal impairment 

RELATIVE POTENCY TO MORPHINE AND USE WITH OPIOID TOLERANCE

Overview
Morphine is often the first step III opioid prescribed to treat chronic severe pain. Other options include
oxymorphone, oxycodone, and buprenorphine27. While the half-life of morphine is 1.5 – 7 hours28, its 
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effects can increase even as the blood concentrations of the drug decline29. Morphine binds to mu 
receptors, and is metabolized in the liver30.

Relative Potency to Morphine
• Generally speaking it is important to see the specific drug information found in current product 

information for each opioid when converting between opioids. 
• Incomplete cross-tolerance between opioids means that conservative dosing should be used 

when converting between opioids. Generally, halving the calculated comparable dose and 
titrating the new opioid as needed is recommended19. 

Use in Opioid Tolerance
• Generally speaking it is important to see the specific drug information found in current product 

information for each opioid regarding whether it describes strengths or a total daily dose that 
can only be used in opioid-tolerant patients. 

• Or if it is to be used only in opioid-tolerant patients, at any strength or total daily dose
19 

MRS. THOMAS - PRESCRIBING ER/LA OPIOIDS
Patient: Mrs. Louise Thomas

A 58 y/o female with chronic neck pain.

Review Mrs. Thomas' Pain History:
Mrs. Thomas seeks pain medication for chronic neck pain that bothers her daily.
She says that a combination of over-the-counter medications and immediate 
release opioids do not provide her with enough pain relief. She has experienced
the neck pain for the past 3 years. In the first year, first-line therapies, including 
NSAIDS and physical therapy, were tried, but the pain responded only slightly 

and progressed instead of improving. Two years ago, she had a cervical discectomy for a herniated 
disc, followed by physical therapy, and continued an opioid pain medication plus acetaminophen. 
Neurological symptoms resolved but treatments only yielded some pain relief. Despite extensive 
diagnostic testing, a specific cause for Mrs. Thomas' pain was not identified. The surgeon refused to 
continue the prescription after 3 months.

Her internist prescribed immediate release oxycodone since then. The pain is now constant and 
severe around half the time and occurs every day. The pain is worse at night and after work, and is 
described as a burning ache that bothers her every day. She says she would like to take additional 
oxycodone when the pain is intense, even though her internist warned her about the risks; she 
continues to follow her internist's recommendations. 

Diagnostic imaging of her cervical and thoracic vertebrae did not reveal any structural problems. 
Physical exam results suggest the possibility of mild nerve impingement.

Mrs. Thomas' doctor prescribed extended release oxycodone and recommended she return to 
physical therapy.
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Question: Based on what you know about Mrs. Thomas's pain so far, what indications are there for 
prescribing ER/LA opioids? (Choose all that apply):

Choose all that apply
1. Severe pain experienced daily 

• Feedback: 
• Severe pain is one indication for ER/LA opioids 

2. Severe pain is experienced over half the time. 
• Feedback: 
• Nearly constant or constant, severe pain is one indication for ER/LA opioids 

3. Non-responsiveness to first-line therapies 
• Feedback: 
• Opioids are appropriate for pain conditions for which first-line therapies have been tried

and demonstrated to be unsuccessful. 
4. She feels she needs to take a higher dose than prescribed due to unrelieved pain. 

• Feedback: 
• The more constant pain relief from an extended-release opioid may provide her with 

fewer episodes of breakthrough pain. 

DRUG INFORMATION FOR SPECIFIC ER/LA OPIOIDS
Opioids may differ in specific drug information and so it is essential to consult the product information 
for each opioid you prescribe. For example, for some drugs, the patient should always be opioid-
tolerant before starting their use: patients should be opioid-tolerant before starting use of Transdermal
fentanyl or ER hydromorphone. Some opioids are more vulnerable to dose dumping when exposed to
alcohol, etc.

The drug information on the following pages is from the FDA Blueprint for Prescriber Education for 
Extended-Release and Long-Acting Opioid Analgesics, which was released in 201319. However, 
some of the information was derived from individual drug labels, as found on the FDA website 
through a searchable database (see Drugs@FDA resource) and many of these documents are from 
earlier dates. Hyperlinks to the drug label information are provided for a more thorough understanding
of each drug. But Refer to current product information before prescribing any medication.

BUPRENORPHINE
Drug Information for Specific ER/LA Opioids: Buprenorphine 

The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

Product information dated 2010

Buprenorphine 
Transdermal System (Butrans®), 5 mcg/hr, 10 mcg/hr, 20 
mcg/hr

Dosing Interval One transdermal system every 7 days 

Key Instructions • Initial dose in opioid non-tolerant patients when 
converting from less than 30 mg morphine equivalents, 
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and in mild to moderate hepatic impairment - 5 mcg/hr 
dose.  

• When converting from 30 mg to 80 mg morphine 
equivalents - first taper to 30 mg morphine equivalent, 
then initiate with 10 mcg/hr dose.  

• Titrate after a minimum of 72 hours prior to dose 
adjustment.  

• Maximum dose: 20 mcg/hr due to risk of QTc 
prolongation.  

• Application 
• Apply only to sites indicated in the Full Prescribing 

Information.  
• Apply to intact/non-irritated skin.  
• Skin may be prepped by clipping hair, washing site

with water only  
• Rotate site of application a minimum of 3 weeks 

before reapplying to the same site.  
• Do not cut.  

• Avoid exposure to heat.  
• Dispose of used/unused patches by folding the adhesive 

side together and flushing down the toilet. 

Specific Drug Interactions

• CYP3A4 Inhibitors may increase buprenorphine levels.  
• CYP3A4 Inducers may decrease buprenorphine levels.  
• Benzodiazepines may increase respiratory depression.  
• Class IA and III antiarrythmics, other potentially 

arrhythmogenic agents, may increase risk for QTc 
prolongation and torsade de pointe. 

Use in Opioid-Tolerant Patients
Butrans 10 mcg/hr and 20 mcg/hr transdermal systems are for 
use in opioid-tolerant patients only.

Drug-Specific Safety Concerns
• QTc prolongation and torsade de pointe.  
• Hepatotoxicity  
• Application site skin reactions 

Relative Potency To Oral Morphine Equipotency to oral morphine has not been established.

FENTANYL

Drug Information for Specific ER/LA Opioids: Fentanyl
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

Product document dated 2009

Fentanyl 
Transdermal System (Duragesic®), 12, 25, 50, 75, and 100 
mcg/hr

Dosing Interval Every 72 hours (3 days)

Page 13 of 33    September 25, 2018 Update
Opioids and Pain: Understanding ER/LA Opioids



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

Key Instructions

• Use product specific information for dose conversion from 
prior opioid  

• Use 50% of the dose in mild or moderate hepatic or renal 
impairment, avoid use in severe hepatic or renal 
impairment  

• Application 
• Apply to intact/non-irritated/non-irradiated skin on a

flat surface.  
• Skin may be prepped by clipping hair, washing site 

with water only  
• Rotate site of application.  
• Titrate using no less than 72 hour intervals.  
• Do not cut. 

• Avoid exposure to heat.  
• Avoid accidental contact when holding or caring for 

children.  
• Dispose of used/unused patches by folding the adhesive 

side together and flushing down the toilet. 

Specific contraindications:

• Patients who are not opioid-tolerant. 
• Management of acute or intermittent pain, or in patients 

who require opioid analgesia for a short period of time.  
• Management of post-operative pain, including use after 

out-patient or day surgery.  
• Management of mild pain.  

Specific Drug Interactions
• CYP3A4 inhibitors may increase fentanyl exposure.  
• CYP3A4 inducers may decrease fentanyl exposure. 

Use in Opioid-Tolerant Patients
All doses of Duragesic are indicated for use in opioid-tolerant 
patients only.

Product-Specific Safety Concerns

• Accidental exposure due to secondary exposure to 
unwashed/unclothed application site.  

• Increased drug exposure with increased core body 
temperature or fever.  

• Bradycardia  
• Application site skin reactions 

Potency Relative To Oral 
Morphine

See individual product information for conversion 
recommendations from prior opioid.

HYDROMORPHONE HYDROCHLORIDE

Drug Information for Specific ER/LA Opioids: Hydromorphone HCL
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:
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(Other Label Information)
Both product documents dated 
2010

Hydromorphone Hydrochloride 
Extended-Release Tablets (Exalgo®), 8 mg, 12 mg, 16 mg or
32 mg

Dosing Interval Once a day 

Key Instructions 

• Use the conversion ratios in the individual product 
information.  

• Start patients with moderate hepatic impairment on 25% 
dose that would be prescribed for a patient with normal 
hepatic function.  

• Start patients with moderate renal impairment on 50%, 
and patients with severe renal impairment on 25% of the 
dose that would be prescribed for a patient with normal 
renal function.  

• Titrate using a minimum of 3 to 4 day intervals.  
• Swallow tablets whole (do not chew, crush, or dissolve).  
• Do not use in patients with sulfite allergy—contains 

sodium metabisulfite. 

Specific Drug Interactions None

Use in Opioid-Tolerant Patients 
All doses of Exalgo are indicated for opioid-tolerant patients 
only.

Drug-Specific Adverse Reactions Allergic manifestations to sulfite component. 

Relative Potency To Oral Morphine 
Approximately 5:1 oral morphine to hydromorphone oral dose 
ratio, use conversion recommendations in the individual product 
information. 

METHADONE HYDROCHLORIDE
DRUG INFORMATION FOR SPECIFIC ER/LA OPIOIDS: METHADONE HCL
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

(Tablet) (Product information dated 2006)
and Methadone (Injectable) 
(Product information dated 2004)

Methadone Hydrochloride 
Tablets (Dolophine®), 5 mg and 10 mg

Dosing Interval Every 8 to 12 hours 

Key Instructions • Initial dose in opioid non-tolerant patients: 2.5 to 
10 mg  

• Conversion of opioid-tolerant patients using 
equianalgesic tables can result in overdose and 
death. Use low doses according to the table in the 
full prescribing information.  

• High inter-patient variability in absorption, 
metabolism, and relative analgesic potency.  

• Opioid detoxification or maintenance treatment 
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shall only be provided in a federally certified opioid
(addiction) treatment program (Code of Federal 
Regulations, Title 42, Sec 8). 

Specific Drug Interactions

• Pharmacokinetic drug-drug interactions with 
methadone are complex. 

• CYP 450 inducers may decrease 
methadone levels.  

• CYP 450 inhibitors may increase 
methadone levels.  

• Anti-retroviral agents have mixed effects on
methadone levels.  

• Potentially arrhythmogenic agents may increase 
risk for QTc prolongation and torsade de pointe.  

• Benzodiazepines may increase respiratory 
depression  

Use in Opioid-Tolerant Patients Refer to full prescribing information.

Product-Specific Safety Concerns

• QTc prolongation and torsade de pointe.  
• Peak respiratory depression occurs later and 

persists longer than analgesic effect.  
• Clearance may increase during pregnancy.  
• False positive urine drug screens possible. 

Relative Potency To Oral Morphine Varies depending on patient’s prior opioid experience.

MORPHINE SULFATE

Drug Information for Specific ER/LA Opioids: Kadian Morphine Sulfate
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

Product document dated 
2007

Morphine Sulfate 
Extended-Release Capsules (Kadian®), 10 mg, 20mg, 30 mg, 40 
mg, 50 mg, 60 mg, 70 mg, 80 mg, 100 mg, 130 mg, 150 mg, and 
200 mg 

Dosing Interval Once a day or every 12 hours 

Key Instructions

• Product information recommends not using as first opioid.  
• Titrate using a minimum of 2-day intervals.  
• Swallow capsules whole (do not chew, crush, or dissolve). 
• May open capsule and sprinkle pellets on applesauce for 

patients who can reliably swallow without chewing, use 
immediately. 

Specific Drug Interactions • Alcoholic beverages or medications containing alcohol may 
result in the rapid release and absorption of a potentially fatal 
dose of morphine.  

• PGP inhibitors (e.g. quinidine) may increase the 
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absorption/exposure of morphine sulfate by about two-fold. 

Use in Opioid-Tolerant 
Patients 

Kadian 100 mg, 130 mg, 150 mg, and 200 mg capsules are for use in 
opioid-tolerant patients only

Product-Specific Safety 
Concerns 

None 

Drug Information for Specific ER/LA Opioids: Morphine Sulfate
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

Product document dated 
2009

Morphine Sulfate 
Controlled-release Tablets (MS Contin®), 15 mg, 30 mg, 60 mg, 
100 mg, and 200 mg 

Dosing Interval Every 8 hours or every 12 hours 

Key Instructions
• Product information recommends not using as first opioid.  
• Titrate using a minimum of 2-day intervals.  
• Swallow tablets whole (do not chew, crush, or dissolve). 

Specific Drug Interactions
PGP inhibitors (e.g. quinidine) may increase the absorption/exposure 
of morphine sulfate by about two-fold.

Use in Opioid-Tolerant 
Patients

MS Contin 100 mg and 200 mg tablet strengths are for use in opioid-
tolerant patients only.

Product-Specific Safety 
Concerns

None 

Drug Information for Specific ER/LA Opioids: Morphine Sulfate
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

Product information dated 2003
Morphine Sulfate ER
Capsules (Avinza®), 30 mg, 45 mg, 60 mg, 75 mg, 90 mg, and
120 mg

Dosing Interval Once a day 

Key Instructions

• Initial dose in opioid non-tolerant patients is 30 mg.  
• Titrate using a minimum of 3-day intervals.  
• Swallow capsule whole (do not chew, crush, or dissolve).  
• May open capsule and sprinkle pellets on applesauce for 

patients who cannot reliably swallow without chewing; use 
immediately.  

• Maximum daily dose: 1600 mg due to risk of serious renal 
toxicity by excipient, fumaric acid. 

Specific Drug Interactions • Alcoholic beverages or medications containing alcohol 
may result in the rapid release and absorption of a 
potentially fatal dose of morphine.  
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• PGP inhibitors (e.g. quinidine) may increase the 
absorption/exposure of morphine sulfate by about two-fold.

Use in Opioid-Tolerant Patients
90 mg and 120 mg capsules are for use in opioid-tolerant patients
only

Product-Specific Safety Concerns None

Drug Information for Specific ER/LA Opioids: Morphine Sulfate ER-Naltrexone
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

Product document 
dated 2009

Morphine Sulfate ER-Naltrexone 
Capsules (Embeda®), 20 mg/0.8 mg, 30 mg/1.2 mg, 50 mg/2 mg, 60 
mg/2.4 mg, 80 mg/3.2 mg, 100 mg/4 mg

Dosing Interval Once a day or every 12 hours

Key Instructions

• Initial dose as first opioid: 20 mg/0.8 mg. 
• Titrate using a minimum of 3-day intervals. 
• Swallow capsules whole (do not chew, crush, or dissolve) 
• Crushing or chewing will release morphine, possibly resulting in fatal 

overdose, and naltrexone, possibly resulting in withdrawal 
symptoms. 

• May open capsule and sprinkle pellets on applesauce for patients 
who can reliably swallow without chewing, use immediately. 

Specific Drug 
Interactions 

• Alcoholic beverages or medications containing alcohol may result in 
the rapid release and absorption of a potentially fatal dose of 
morphine.  

• PGP inhibitors (e.g., quinidine) may increase the 
absorption/exposure of morphine sulfate by about two-fold. 

Use in Opioid-Tolerant 
Patients

Embeda 100 mg/4 mg capsule is for use in opioid-tolerant patients only

Product-Specific Safety 
Concerns

None

OXYCODONE HYDROCHLORIDE

Drug Information for Specific ER/LA Opioids: Oxycodone
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

( Product document dated 
2011

Oxycodone Hydrochloride
Controlled-release Tablets (Oxycontin®), 10 mg, 15 mg, 20 mg, 30 
mg, 40 mg, 60 mg, and 80 mg

Dosing Interval Every 12 hours

Key Instructions • Opioid-naïve patients: initiate treatment with 10 mg every 12 
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hours.  
• Titrate using a minimum of 1 to 2 day intervals.  
• Hepatic impairment: start with one third to one half the usual 

dosage  
• Renal impairment (creatinine clearance <60 mL/min): start with 

one half the usual dosage.  
• Consider use of other analgesics in patients who have difficulty 

swallowing or have underlying GI disorders that may predispose 
them to obstruction. Swallow tablets whole (do not chew, crush, or
dissolve).  

• Take one tablet at a time, with enough water to ensure complete 
swallowing immediately after placing in the mouth. 

Specific Drug Interactions
• CYP3A4 inhibitors may increase oxycodone exposure.  
• CYP3A4 inducers may decrease oxycodone exposure. 

Use in Opioid-Tolerant 
Patients

Single dose greater than 40 mg or total daily dose greater than 80 mg 
are for use in opioid-tolerant patients only. 

Product-Specific Safety 
Concerns

• Choking, gagging, regurgitation, tablets stuck in the throat, 
difficulty swallowing the tablet.  

• Contraindicated in patients with gastrointestinal obstruction. 

Relative Potency To Oral 
Morphine

Approximately 2:1 oral morphine to oxycodone oral dose ratio. 

OXYMORPHONE HYDROCHLORIDE

Drug Information for Specific ER/LA Opioids: Oxymorphone HCl
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19 

Opana ER
Product document dated 
2010

Oxymorphone Hydrochloride 
ER Tablet (Opana® ER), 5 mg, 7.5 mg, 10 mg, 15 mg, 20 mg, 30 mg, 
and 40 mg

Dosing Interval 
Every 12h dosing, some may benefit from asymmetric (different dose 
given in AM than in PM) dosing.

Key Instructions 

• Use 5 mg every 12 hours as initial dose in opioid non-tolerant 
patients and patients with mild hepatic impairment and renal 
impairment (creatinine clearance < 50 mL/min) and patients over 
65 years of age  

• Swallow tablets whole (do not chew, crush, or dissolve).  
• Take one tablet at a time, with enough water to ensure complete 

swallowing immediately after placing in the mouth. 
• Titrate using a minimum of 2-day intervals.  
• Contraindicated in moderate and severe hepatic impairment. 

Specific Drug Interactions
• Alcoholic beverages or medications containing alcohol may result 

in the absorption of a potentially fatal dose of oxymorphone. 
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Use in Opioid-Tolerant 
Patients

No product specific considerations.

Product-Specific Safety 
Concerns

None 

Relative Potency To Oral 
Morphine

Approximately 3:1 oral morphine to oxymorphone oral dose ratio 

TAPENTADOL

Drug Information for Specific ER/LA Opioids: Tapentadol
The following information is from the FDA Blueprint for Prescriber Education for Extended-Release 
and Long-Acting Opioid Analgesics19:

Nucynta ER
Product document dated 
2011

Tapentadol 
Extended-Release Tablets (Nucynta® ER), 50 mg, 100mg, 150 mg, 
200 mg, and 250 mg

Dosing Interval Every 12 hours

Key Instructions 

• Use 50 mg every 12 hours as initial dose in opioid-nontolerant 
patients  

• Titrate by 50 mg increments using a minimum of 3-day intervals. 
• Maximum total daily dose is 500 mg  
• Swallow tablets whole (do not chew, crush, or dissolve).  
• Take one tablet at a time and with enough water to ensure 

complete swallowing immediately after placing in the mouth.  
• Dose once daily in moderate hepatic impairment with 100 mg 

per day maximum  
• Avoid use in severe hepatic and renal impairment. 

Specific Drug Interactions

• Alcoholic beverages or medications containing alcohol may 
result in the rapid release and absorption of a potentially fatal 
dose of tapentadol.  

• Contraindicated in patients taking MAOIs.  

Use in Opioid-Tolerant 
Patients

No product-specific considerations. 

Product-Specific Safety 
Concerns 

• Risk of serotonin syndrome  
• Angioedema  

Relative Potency To Oral 
Morphine

Equipotency to oral morphine has not been established. 

MR. PARKER - DRUG INTERACTIONS
Patient: Mr. Charles Parker

Age: 68 years old

Reason for visit: Chronic lower back pain
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Scenario: Recall Mr. Parker who re-injured his back 2 years ago, with inadequate response to 
NSAIDs (celecoxib) and acetaminophen, so he self medicated with immediate release oxycodone 
obtained from a friend.

Review Mr. Parker's Pain History: 

History of Present Illness:
He re-injured his back 2 years ago lifting furniture, which exacerbated his lower back pain. For 2 
months immediately after the re-injury, he received physical therapy and a prescription for oxycodone
that was not prescribed again. He stopped exercising after the re-injury and has not resumed it since.

Prior to that, he had a 25 year history of mild left lower back pain post MVA, managed by maintaining 
core body strength through exercise and with OTC NSAIDS, acetaminophen, and heat as needed.

The pain has gradually worsened over the past 2 years, and has gotten especially bad recently. Pain 
worsens with walks of over one block, going down stairs, getting up after sitting long periods, lifting 
more than 10 pounds, and initially lying down. Sharp constant pain in left lumbosacral region after 
one of these triggering events, lasting up to an hour or two, sometimes radiating down left leg.

Recently, he manages daily pain with prescribed celecoxib (or naproxen when he runs out), 
acetaminophen, and oxycodone, obtained from a friend.

Past Medical History
Medical Illnesses: 25 year history of lower back pain post MVA
Surgeries: Open vertebroplasty of L3-L4 25 years ago
Allergies: NKDA

Family/Social History
Relatives: Mother, age 76 Hypertension; Father deceased from lung cancer age 65

Occupation: Parking Garage Attendant

Marital/Family Status: Divorced; two estranged, grown children

Alcohol/Tobacco/Recreational Drug Use: He occasionally has a "couple of beers." Smokes 
cigarettes: pack and a half per day, 50 pack years

Current Medications

-Celecoxib: 100 mg bid, discontinued occasionally when he cannot afford it.

-Naproxen: 500 mg bid. Taken when he runs out of celecoxib or cannot afford it.
-Acetaminophen: 500 mg bid ("2 extra strength Tylenol per day")

-Oxycodone: 10 mg immediate release oxycontin. Not prescribed for him; obtained from a friend. 1 to 
2 capsules taken intermittently as needed for pain. He takes it two to three times per day now
-Other treatments: Dry heat for occasional muscle spasms from overuse

Past Medications
-Oxycodone: 20 mg immediate release taken for two months following surgery 2 years ago. Not 
refilled despite requests. 6 month taper.

In module 1, because his pain is chronic and severe and had not responded to other treatments, a 
decision was made to consider opioids. Because his pain is chronic, severe, and constant and his 
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risk for abuse is low, extended release formulations are being considered, after a stable dose of 
immediate release opioids is established.

Question: Are there any drug interactions, based on this history?

Choose all that apply
1. Yes, acetaminophen 

• Feedback: Incorrect
• There is no interaction between ER/LA opioids and acetaminophen.

2. Yes, smoking tobacco 
• Feedback: Incorrect
• There is no interaction between ER/LA opioids and tobacco. 

3. Yes, moderate use of alcohol 
• Feedback: Correct
• Alcohol can increase the plasma concentration of some ER/LA opioids. Individual 

product labeling should be consulted to determine this effect. Additionally, additive 
sedative effects of opioids plus alcohol, especially when dose is newly changed is a 
risk when driving, operating machinery or similar types of activities requiring alertness.  

OPIOID ROTATION AND CONVERSION

Reasons for Rotation/Conversion
Rotation to a new opioid may be considered for the following reasons:

• Adverse effect or allergic response to another opioid 
• Lack of or insufficient response with another opioid; however, adding a co-analgesic might be 

sufficient, due to genetic variability there is variable response to different opioids. Also, it may 
be due to tolerance developing or the dose required for a particular opioid exceeding 
maximum dose. 

• Conversion from a short-acting opioid to a long-acting opioid to provide more stable analgesia 
as well as the convenience of fewer doses 

• Conversion from one extended-release/long-acting opioid to another may be necessary due to
adverse reactions, insufficient pain relief, or tolerance31. 

Conversion Between Opioids Is Complex
A new paradigm for converting between opioids has been proposed based on a
review of the literature24. It responds to the problem of incomplete cross-tolerance
between opioids. That is, patients who have a certain level of tolerance to one
opioid, often do not have the same level of tolerance to other opioids because of
different molecular structure. So they are at risk for overdose if they are given an
equivalent dose of the new opioid. They found that opioids and patient response to
them are dissimilar enough that the patient needs to be treated as if they are
opioid naive for the new drug and the dose should be titrated up carefully.
Oftentimes, the final effective dose is the same for a patient with tolerance as for a patient who is not 
tolerant of opioids. Careful stepwise dose titration is needed because of the patient variability as well 
as variable pharmacokinetic and pharmacodynamic properties32. Patients should be followed closely 
during all periods of dose adjustments as if they are a new patient.
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The new paradigm for conversion to another opioid suggests that equianalgesic tables not be used 
due to safety considerations and variations between the medications and patients24.

Other considerations include:

• Meticulous monitoring and individual dose titration are indicated with any chronic opioid 
therapy. 

• Take precautions by limiting prescriptions, patient education, or adjunct treatments to help 
prevent the patient from self-dosing to a dangerously higher dose. 

• Consider consultation with a specialist when opioid conversion is needed. 
• Patients who are not tolerant to opioids should not be prescribed ER/LA opioids. 

POLL: WHEN CONVERTING A PATIENT FROM ONE OPIOID TO ANOTHER, 
DO YOU CONSULT WITH A SPECIALIST?

Poll Results:

1. Yes
• 36% (208 votes) 

2. No
• 22% (127 votes) 

3. I am the specialist 
• 18% (102 votes) 

4. N/A
• 23% (134 votes) 

Total votes: 571

ROTATING OPIOIDS
One paradigm for rotating opioids that has been proposed, one that aims to avoid overdose, is as 
follows24:

1. Start by titrating the original opioid downward by decreasing the current dose by ~10-30%. At 
the same time start the new opioid at a dose used for opioid naive patients or the lowest dose 
available for that formulation. 

2. Next, slowly decrease the dose of the original total daily dose by ~10-25% per week and, at 
the same time, increase the dose of the new daily opioid dose by ~10-20%. The switch can 
occur within about 3-4 weeks. 

3. Make sure to provide your patient with enough IR opioid during the rotation to prevent 
withdrawal or treat pain if the dosing proves insufficient. It is important the patient does not try 
to self medicate. 
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SUPPLEMENTING ER/LA OPIOID THERAPY

When to supplement:
• For breakthrough/incident pain 
• When rotating ER/LA Opioids 

Supplementing with Immediate-Release (IR) Opioids
It is essential that the provider weighs potential risks and benefits when prescribing an as-needed, 
immediate-release opioid in addition to the ER/LA opioid. In addition to risk of overdose, access to 
these short-acting drugs may increase the patient's risk of developing aberrant behavior, particularly 
for those already engaging in this behavior or at a higher risk for it. Those patients with a low risk for 
developing aberrant behavior can be prescribed a trial dose of the immediate release opioid. It is 
important to have routine follow-up and monitoring when prescribing the IR-opioid supplement. The 
provider should occasionally reassess the relative risks and benefits of the supplemental IR-opioid8.

Supplementing with Non-opioids
When to use non-opioid supplements:

Consider for all patients taking opioids

A provider should consider both nonopioid drug therapies and nonpharmacologic
treatments as other options to treating breakthrough pain and for opioid sparing,
especially in at-risk patients:

Multimodal therapy. If opioids are needed, they should not be used alone to treat
chronic pain.

• Combine medications. Prescribe opioids in combination with other effective medications 
(adjuvant) and non-pharmacological treatments to minimize the dose and increase 
effectiveness. 

• nonsteroidal anti-inflammatory agents 
• other non-opioid analgesics, e.g., acetaminophen, steroids 
• adjuvant medications, such as antidepressants, anticonvulsants, and muscle relaxants.
• topical pain killers, for example, creams containing salicylate, topical NSAIDs, 

capsaicin, or counter-irritants like camphor, eucalyptus oil, and menthol or patches that 
contain lidocaine 

NON-PHARMACOLOGICAL SUPPLEMENTS

Include non-pharmacological treatment modalities. Patients with chronic pain should receive multiple 
treatment modalities, including:

• Appropriate functional restoration

• Psychotherapeutic interventions

• Adjunctive non-opioid therapies

• Other interdisciplinary treatment [Strong recommendation; moderate quality evidence]8.

Page 24 of 33    September 25, 2018 Update
Opioids and Pain: Understanding ER/LA Opioids



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

Other non-pharmacological treatments include:

• Surgery

• Therapeutic injections

• TENS units

• Mindfulness meditation: Currently receiving a lot of research support for its effectiveness in 
reducing pain levels and suffering

• Exercise: An important adjunct to any pain treatment. Carefully planned exercise can have 
both direct, physically mediated and psychologically mediated benefits.

• Smoking cessation: Should be pursued throughout treatment to reduce high pain intensity 
common in many smokers33.

• Sleep disturbances: Should be treated as they contribute to the cycle of chronic pain.

• Depression and anxiety: Mental health issues should be treated as they contribute to the cycle
of chronic pain.

• Non-medical, complementary and alternative medical supports such as acupuncture.

MR. PARKER - CONVERSION AND SUPPLEMENTATION
Patient: Mr. Charles Parker

Age: 68 years old

Reason for visit: Chronic lower back pain

Scenario: Recall Mr. Parker who re-injured his back 2 years ago, with 
inadequate response to NSAIDs (celecoxib) and acetaminophen, so he self 
medicated with immediate release oxycodone obtained from a friend.

Review Mr. Parker's Pain History (repeated for convenience):

History of Present Illness:
He re-injured his back 2 years ago lifting furniture, which exacerbated his lower back pain. For 2 
months immediately after the re-injury, he received physical therapy and a prescription for oxycodone
that was not prescribed again. He stopped exercising after the re-injury and has not resumed it since.

Prior to that, he had a 25 year history of mild left lower back pain post MVA, managed by maintaining 
core body strength through exercise and with OTC NSAIDS, acetaminophen, and heat as needed.

The pain has gradually worsened over the past 2 years, and has gotten especially bad recently. Pain 
worsens with walks of over one block, going down stairs, getting up after sitting long periods, lifting 
more than 10 pounds, and initially lying down. Sharp constant pain in left lumbosacral region after 
one of these triggering events, lasting up to an hour or two, sometimes radiating down left leg.

Recently, he manages daily pain with prescribed celecoxib (or naproxen when he runs out), 
acetaminophen, and oxycodone, obtained from a friend.
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Past Medical History
Medical Illnesses: 25 year history of lower back pain post MVA
Surgeries: Open vertebroplasty of L3-L4 25 years ago
Allergies: NKDA

Family/Social History
Relatives: Mother, age 76 – Hypertension; Father – deceased from lung cancer age 65

Occupation: Parking Garage Attendant

Marital/Family Status: Divorced; two estranged, grown children

Alcohol/Tobacco/Recreational Drug Use: He occasionally has a "couple of beers." Smokes 
cigarettes: pack and a half per day, 50 pack years

Current Medications
-Celecoxib: 100 mg bid, discontinued occasionally when he cannot afford it.

-Naproxen: 500 mg bid. Taken when he runs out of celecoxib or cannot afford it.
-Acetaminophen: 500 mg bid ("2 extra strength Tylenol per day")

-Oxycodone: 10 mg immediate release oxycontin. Not prescribed for him; obtained from a friend. 1 to 
2 capsules taken intermittently prn pain. He takes it two to three times per day now
-Other treatments: Dry heat for occasional muscle spasms from overuse

Past Medications
-Oxycodone: 20 mg immediate release taken for two months following surgery 2 years ago. Not 
refilled despite requests. 6 month taper.

In module 1, because his pain is chronic and severe and had not responded to other treatments, a 
decision was made to consider opioids. Because his risk for abuse is low, extended release 
formulations were considered.

Extended release oxycodone (Oxycontin® extended release) was chosen because his pain 
responded well to oxycodone. He needs to be converted from immediate release to extended release
form of this medication.

Considerations in prescribing this medication:

1.  It is not necessary to lower the dose when converting from the immediate-release form of the 
opioid to the extended-release form of the same opioid. It would, however, be correct to 
reduce the dose if converting to a different opioid. Conversions between opioids of a different 
type generally require a dose reduction and should carefully follow recommended conversion 
protocols for the specific medication. 

2. Conversion from an immediate-release opioid to the extended-release form of the same opioid
can be done by giving the patient 50% of the current total daily dose every 12 hours, 
according to the NIH's Daily Med website. 
It would, however, be correct to reduce the dose if converting to a different opioid. 
Conversions between opioids of a different type generally require a dose reduction and should
carefully follow recommended conversion protocols for the specific medication.
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3. Supplementation with opioid-sparing medications, such as acetaminophen is generally 
indicated when possible. 

CASE VIGNETTE: MRS. BENNETT
Instructions: Please review this case by reading information in all tabs. Once you have completed 
your review, please proceed to the next page.

New Patient

Name: Mrs. Christine Bennett

Age: 40 years old

Reason for visit: History of crushed foot due to dropping weights while weight 
lifting and now has unresolved joint pain a year later

History of Present Illness: One year history of severe right foot pain and moderate
pain at other times while taking prescription NSAIDS. Takes immediate release 

oxycodone when pain flairs up to severe levels. Previously tried tramadol, however, pain was still 
moderate at rest. Her ability to walk has improved since the initial injury, but she still cannot put full 
weight on her foot. She walks carefully to avoid use of the painful joint and experiences very severe 
pain after walking on it fully for more than 10 minutes. The pain then lingers at the moderate to 
severe level for around an hour. She is losing sleep because she waits until the pain is severe to take
oxycodone and the pain often wakes her in the middle of the night. She is interested in whether 
"stronger" opioids might help.

Vital Signs

Height:
5'7"

Weight:
142 lbs

Pulse:
74

Blood Pressure:
112/65

Respiration Rate:
12

Temperature:
98.2° F

Past Medical History
Medical Illnesses: History of transverse fracture of right first metatarsal crushed foot while weight 
lifting and pain never completely resolve in first metatarsal/sesimoid joint - pain is partially managed 
with prescription NSAIDs (etodolac) and immediate release oxycodone as needed for daily bouts of 
severe pain.

Alcohol/Tobacco/Recreational Drug Use: None

Family/Social History
Relatives: Mother, age 76 -- Hypertension and hypothyroid; Father, deceased, age 65 -- myocardial 
infarction

Occupation: 4th grade teacher

Marital/Family Status: married; 1 daughter age 7

Current Medications
-Etodolac, scheduled use, but only moderate pain relief. Pain with this medication is mild to moderate
at rest, but moderate to severe after using foot

Oxycodone, immediate release - 20 mg. Used prn severe pain. Reduces pain to mild.

Page 27 of 33    September 25, 2018 Update
Opioids and Pain: Understanding ER/LA Opioids



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

Ice: Used after initial injury and during flareups helps better than heat

Allergies: NKDA.

Past Medications
Tramadol - 50 mg 4 times per day - Pain was still moderate most of the time so this was discontinued

She tried acetaminophen, but says it bothered her stomach.

Labs
WNL. Drug screen negative except for expected evidence of her intermittent use of oxycodone.

Imaging
Arthrosis of right first metatarsal-sesamoid joint with osteophytes and non-uniform loss of joint space, 
sesamoid flattening, and subchondral sclerosis

Physical Exam
Extremities: Right foot: Hard, slight swelling at right first metatarsal-sesamoid joint.

Provocation: Severe pain elicited with full weight on joint lingers for an hour or more.

MRS. BENNETT - PATIENT PROVIDER AGREEMENT

Mrs. Bennett, who is being treated for moderate to severe pain from a severely inflamed frozen 
shoulder is being prescribed long-acting morphine sulfate capsules. She was assessed to have a low 
risk for opioid addiction or misuse.

Question: Is a written patient-provider agreement indicated?

Choose one
1. Yes, written patient-provider agreements are good risk management with all patients on 

chronic opioid therapy. 
• Feedback: Correct
• Yes, written patient-provider agreements are good risk management with all patients on

chronic opioid therapy. Even patients who start with low risk of addiction can develop 
opioid addiction. Written agreements can actually add to rapport with the patient 
because they demonstrate care and caution on the part of the provider. 

2. No, written patient-provider agreements are not needed because she is low risk. 
• Feedback: Incorrect
• Written patient-provider agreements are good risk management with all patients on 

chronic opioid therapy. Even patients who start with low risk of addiction can develop 
opioid addiction. 

3. No, because she is just starting chronic opioid therapy. To maintain rapport with the patient, 
they should be added only if she demonstrates aberrant behavior. 

• Feedback: Incorrect
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• Written agreements can actually add to rapport with the patient because they 
demonstrate care and caution on the part of the provider. 

MRS BENNETT - POTENTIAL TREATMENT CHOICES

Ms. Bennett
In this section you will choose treatments in order to provide Mrs. Bennett with an appropriate muli-
disciplinary approach to treating her pain.

Review the following potential treatments, considering what treatments you would recommend for 
Mrs. Bennett at this time. (More than one might be appropriate. Some might be inappropriate at this 
time.)

MRS BENNETT - PHARMACOLOGICAL TREATMENT

Ms. Bennett

NSAIDs
NSAIDs are the first line of treatment for musculoskeletal pain. Ms. Bennett is already taking a 
prescription NSAID on a scheduled basis and it is reducing her pain to the mild to moderate level 
much of the time. However, she still often has pain that is moderate to severe or even severe on a 
daily basis so this medication alone is not enough. The benefits vs risks of side effects of NSAIDs 
need to be considered.

Adjunctive Pain Medications
• Acetaminophen is commonly used as an adjunctive medication in chronic pain, but Ms. 

Bennett has tried using this and found it induced nausea. 

Chronic Opioid Therapy
Ms. Bennett is already taking oxycodone 20 mg prn severe pain. This results in her spending much of
her time in moderately severe, constant pain and regularly being awakened at night with the pain. 
These conditions are sufficient to refer her to a pain specialist who is REMS trained in prescribing 
extended-release/long acting opioids to see if these might help her and be worth the risks.

MRS. BENNETT - NON-PHARMACOLOGICAL TREATMENT

Physical Therapy
Physical therapy is an excellent treatment choice, to maintain or even improve Mrs Bennett’s range of
motion and strengthen supporting muscles.

Psychiatry/Counseling
It is an excellent choice to think about whether Psychiatry/Counseling is indicated. Living with this 
much pain for a long period of time can be depressing. A brief screening for depression is a good 
idea. If she does have depression, you can determine whether it is something that can be addressed 
in your practice or requires a referral.
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Exercise
She can do exercises at home that maintain her range of motion. She can use a little heat, such as a 
warm shower, before doing the exercises and follow with ice afterward.

MRS. BENNETT - ER/LA OPIOIDS TITRATING TO DOSE

Mrs. Bennett
A year following her initial injury, Mrs. Bennett, was referred to a pain specialist for moderate to 
severe pain from foot arthrosis in a toe joint. The specialist recommended that she be prescribed 
long-acting morphine sulfate capsules.

Additional notes from the specialist state the following: The following disciplines might be considered 
for inclusion in Mrs. Bennett's treatment plan: Consultations with the following specialties might help 
reduce Mrs. Bennett's pain and minimize her opioid dose: Rheumatology could be consulted for best 
treatment of the arthrosis. She could be evaluated by a surgeon for possible joint 
replacement.Physical therapy treatments and prescribed exercises could help minimize/prevent 
secondary pain from compensating for the pain in her foot. Podiatry might help in fitting her with the 
most supportive shoe possible.

Mrs. Bennet had been taking a moderately low dose of immediate-release oxycodone (20 mg as 
needed for pain, which ended up being nearly every night and some days) when first line therapies 
were not effective, and now needs to be converted carefully to long-acting morphine sulfate. The risk 
evaluation and mitigation strategy (REMS)-trained pain specialist follows product recommendations 
for conversion and starts titrating to an effective dose.

Question: How long should the specialist wait between doses before moving up to the next dose?

Choose one
1. Every 12 hours 

• Feedback: Incorrect
• Wait at least 3 days before each dose increase. 

2. At least 1 day 
• Feedback: Incorrect
• Wait at least 3 days before each dose increase. 

3. At least 2 days 
• Feedback: Incorrect
• Wait at least 3 days before each dose increase. 

4. At least 3 days 
• Feedback: Correct!
• Wait at least 3 days before each dose increase. 

MRS. BENNETT: OPIOID ADVERSE EVENT
Mrs. Christine Bennett, who now has severe pain in her foot from arthrosis after a toe fracture, comes
into your office saying the pain was so bad this morning after walking to work that she took an extra 
capsule of her extended-release morphine sulfate. When the nurse took her vitals, respiration was 12
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per minute. She immediately calls you and you repeat the measure and find that her respirations are 
down to 10 per minute.

Question: Her respirations now fall to 7 per minute. What should you do immediately in response?  

CORRECT ANSWER: 
First, have staff contact Emergence Medical Services. Next, to reverse clinically significant respiratory
depression, use the opioid antagonist naloxone. Follow protocol (described in Weighing Risks 
module) to support vital functioning and monitor.Answer 

SUMMARY AND KEY POINTS
• Use written and signed patient-provider agreements to facilitate safe and effective opioid 

treatment 
• Understand and adhere to general and specific drug information, when choosing the 

appropriate ER/LA opioid and dosing 
• Provided appropriate patient education to encourage and support safe and effective treatment 
• Understand how to rotate and convert between specific opioids safely and effectively when 

needed 
• Supplement ER/LA opioids with other medications and nonpharmacologic treatments in order 

to spare the dose as much as possible 
• Know the signs of respiratory depression and that it is immediately life threatening and how to 

treat it 

RESOURCES AVAILABLE THROUGH THIS MODULE:
• Drugs@FDA: Searchable Database of FDA Approved Drugs 

A searchable database from the FDA of FDA-approved drugs. This database also includes 
product label information. 

• ER/LA Opioid Analgesics REMS 
Website for "The Extended-Release and Long-Acting Opioid Analgesics Risk Evaluation and 
Mitigation Strategy." Sections include Important Safety Information, Medication Guides, and 
U.S. Prescribing Information for each ER/LA opioid. 

• FDA announces safety labeling changes and postmarket study requirements for opioids 
FDA News Release 8/18/2016: FDA announces safety labeling changes and postmarket study
requirements for extended-release and long-acting opioid analgesics. New boxed warning to 
include neonatal opioid withdrawal syndrome. 

• FDA Blueprint for Prescriber Education for Extended-Release and Long-Acting Opioid 
Analgesics  
Specific Drug Information for ER/LA Opioid Analgesic Products 

• Medication Guides for ER/LA Opioids covered under REMS 
List of all ER/LA opioids covered by REMS and their corresponding medication guide and 
prescribing information. 

• TIRF Opioids REMS Access 
Educational program for Transmucosal Immediate Release Fentanyl REMS 
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OPIOIDS AND PAIN - WEIGHING RISKS AND BENEFITS
(ER/LA OPIOIDS)

Goals
The goal for this module is to train providers to, considering the recommendations for limiting their 
use1, apply a comprehensive understanding of ER/LA drug information, weigh risks vs. benefits of 
these medications, and use clinical skills involved in initiating treatment with these medications 
effectively and to decrease risk.

After completing this module participants will be able to:
• Make decisions regarding initiation of treatment with ER/LA opioids based on a complete 

history and physical examination and assessment of pain and functioning and pain 
management and functional goals

• Understand and weigh the risk vs. the benefits of ER/LA opioids before prescribing them for a 
patient

• Follow local and federal guidelines in prescribing ER/LA opioids and documentation

Professional Practice Gaps
Opioid misuse and abuse is a grave health concern in the U.S., and is one that continues to grow. 
The number of emergency department visits due to the non-medical use of prescription analgesics 
increased from 145,000 in 2004 to 360,000 in 20102 (DAWN, 2012). The number of drug poisoning 
deaths involving opioid analgesics increased from 4,000 in 1999 to 14,800 in 20083. By 2008, opioid 
analgesics were involved in 40% of all drug poisoning deaths3. Also disturbing, every year starting in 
2002, there have been at least 1.9 million new non-medical pain analgesic users4. 

Chronic pain is a very common problem encountered in clinical practice. In a study involving 111 
providers (attending physicians, nurse practitioners, physician assistants, and family practice 
residents), a mean of 37.5% of adult patients seen in a targeted week by any of the participating 
providers reported having current chronic pain5. Furthermore, opioids are very commonly prescribed 
for chronic pain. In a survey of prescribers (including physicians, physician assistants, and advanced 
practice nurses), 58% answered that they were “likely” to prescribe opioids for chronic pain. When 
comparing 2002 and 2012, MEPS estimates showed growth in the total number of outpatient 
prescription purchases of opioids, rising from 85.9 million to 143.9 million purchases, an increase of 
67.5 percent6. However, a significant amount of participants disclosed negative beliefs and attitudes 
about medication abuse and addiction which, they indicated, could complicate patient care and 
negatively impact clinical practice7. In a survey of family physicians, 80% were anxious about 
prescribing high-dose opioids to persons with chronic nonmalignant pain, and 92.4% did not 
prescribe opioids to individuals with a history of substance abuse8.

Professional organizations of pain specialists, based on expert consensus and review of the research
literature, have created clinical guidelines for the use of chronic opioid therapy in chronic non-cancer 
pain9. The guidelines are designed to improve pain treatment outcomes and reduce the risk of 
prescription drug overdose and diversion. The need for prescribers to do more to prevent diversion 
can be inferred from studies showing that a majority of patients do not take their pain medication as 
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prescribed10 and that the source for the majority of non-medically used prescription drugs is friends or
relatives4. The need for education and training in the guidelines to avoid diversion and overdose is 
evident in research linking "doctor shopping" to increased risk for overdose11. Furthermore, research 
by the National Center on Addiction and Substance Abuse at Columbia University (CASA) shows that
physicians do not follow key recommendations in evidence-based guidelines for avoiding diversion 
and overdose12,13. CASA has concluded from their research that physicians should receive more 
continuing medical education related to prescribing and administering controlled substances and 
identifying, diagnosing, and treating substance abuse and addiction12.

A survey of health care facilities regarding pain management practice standards and education 
revealed gaps in knowledge of pain management, and attitudes that hinder proper acute and chronic 
pain treatment14. While some medical schools have implemented programs that have improved 
students' attitudes and skills for treating patients with addiction, most medical schools have not15. 
From a national survey of residency programs, only 56.3% of programs required substance use 
disorder training, with the median number of hours ranging from 3 to 12 hours16. In a survey of family 
physicians, the majority (60%) believed that their training in medical school did not prepare them to 
manage pain8.

ER/LA Opioids Practice Gaps:

Only a few practice gaps regarding the prescribing of extended release/long acting (ER/LA) opioids 
have been identified in the literature, despite evidence of such gaps in the form of a high overdose 
rate and addiction rate and their frequent use and misuse. Because of these risks, the CDC 
guidelines for opioid prescribing recommends they not be prescribed to the opioid naiive individual 
and not in a situation of acute pain1. The risk of overdose and death can be greater for ER/LA opioids 
than other opioids and so practice gaps described above regarding these topics are especially 
relevant for this subclass of opioids. While ER/LA opioids were only 9% of all opioid prescriptions 
dispensed in 2009, they represented 22.9 million prescriptions, up from 9.3 million in 200017. In 2009, 
3.8 million patients received a prescription for ER/LA opioids in an outpatient setting17. Primary care 
providers are responsible for a large portion of the ER/LA prescriptions: General practice (GP), 
Family Medicine (FM), D.O.'s plus Internal Medicine, dispense around 44% of these prescriptions17. 
Although primary care physicians may be one of the leading prescribers of opioids, they often leave 
out pertinent information about the safe use and storage of opioid analgesics during patient 
counseling18, making PCPs an important target audience of our proposed program.

INTRODUCTION

Assessing Risk and Benefits
When deciding to initiate chronic opioid therapy the prescriber must determine whether the perceived 
risks of taking the medication is outweighed by the potential benefits received. This module will help 
prescribers weigh the risks and benefits of therapy.

Government Regulations
Opioids are regulated by the government, therefore, prescribers must comply with applicable state 
and federal law. Federal regulations regarding the prescription of controlled substances are strictly 
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enforced and awareness of these regulations is essential to good practice. This module will train you 
to understand and comply with these government regulations.

This module also outlines the indications for starting a patient on opioid therapy.

CLINICAL CASE - MR. LEWIS
The following case will be used throughout this module to illustrate the guidelines for minimizing risk 
of chronic opioid therapy.

Patient: Mr. Raymond Lewis, A 72 y/o male with pain from diabetic neuropathy

Scenario: Mr. Lewis's medical history is significant for onset of type 2 diabetes at 
48 y/o. He has been insulin dependent for 7 years, and his diabetic peripheral 
neuropathy started with a gradual onset of numbness, tingling, and then pain in his
feet about 4 years ago. The neuropathy is now constant and mild to moderate 
during the day, but moderate to severe at night despite all evidence-based, non-
opioid, first and second line treatments of tricyclic antidepressants and anti-

epileptic drugs.

Mr. Lewis became addicted to heroin as a young adult and last received methadone treatment 20 
years ago. He also has a history of several episodes of treatment for clinical depression, which has 
not recurred in the past several years. Otherwise, he has no other significant medical history.

Would you know how to:

• Assess Mr. Lewis's current risk for opioid addiction? 
• Decide whether or not to include opioid therapy in his pain treatment? 

By the end of this module you should be able to answer these questions, "Yes!"

INDICATIONS FOR OPIOIDS

General Principles for All Opioids

Evidence-based, first-line therapies including non-pharmacological treatments
and scheduled doses of non-opioid medications should be used for each pain
condition before prescribing opioids. Opioids are not normally a first-line
therapy for many common pain conditions, but they may be needed if severe
pain persists after first line treatment has been attempted or when first-line
treatments are not possible. Despite opioids not being the first line pain
medications for most chronic pain conditions, they have been widely and
increasingly prescribed. Recently published guidelines by the CDC are likely
to reduce their inappropriate use as they offer specific recommendations.
These are summarized on a subsequent page1.

• The potential benefits of opioids include decreased pain. Like other
therapies, although opioids can reduce chronic pain a few points on a
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scale of 1 to 10, they generally do not eliminate pain. 
• Use the least addictive drug formulation that will adequately manage pain. 
• Even patients with a substance abuse history should be appropriately treated with opioids, but

with precautions to prevent misuse. 
• Use opioids as a part of a multimodal treatment plan, in combination with other pain 

medications and non-pharmacological treatments (such as physical therapy, exercise, and 
counseling) to increase effectiveness and minimize the dose. 

9,19

Indications for ER/LA Opioids
FDA guidelines for extended-release/long-acting (ER/LA) opioid prescribing released in September 
2013, state that they are for pain that is "severe enough to require daily, around-the-clock, long-term 
opioid treatment and for which alternative treatment options are inadequate"20.
Pain should be at least moderately severe to prescribe opioids; some experts now advocate their use
only for severe pain. Pain severity can be assessed using a scale of 1 to 10 or other assessment. ER/
LA opioids should only be used for severe constant pain resistant to other treatments. A REMS 
requires that manufacturers provide special training for providers who prescribe ER/LA opioids. Their 
relatively higher level of risk should be carefully considered.

PRACTICE TIP
The best measure of treatment success is improved function. It is thus essential to measure existing 
functioning (e.g., "the pain is so bad I can't work") and to track changes (e.g., "After about 3 hours of 
work, the pain interferes")

OPIOIDS FOR ACUTE PAIN

Examples of Acute Pain
• Acute post-traumatic pain 
• Acute post-operative pain 
• Dental pain 

PRACTICE TIP
Opioids are prescribed much more often than is indicated for acute pain and without a clear stopping 
strategy. A patient requesting continued treatment with opioids should be assessed to determine if the
initial decision to start opioids was appropriate.

Before Prescribing
Opioids may be beneficial for severe acute pain with some special precautions and limitations:

• For severe acute pain efforts should be made to diagnose and treat the underlying condition 
• Comorbid conditions may contraindicate use of opioids: e.g., Cognitive impairment, poorly 

controlled mental health comorbidity, substance abuse history, unstable gait, etc. 
19

Prescribing Opioids
• Initially opioids should be prescribed in limited quantities only for

the duration of the severe pain, usually ≤ 3 days, and in
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combination with other treatments1. For example, in an emergency room the number of doses 
should be just enough until a regular clinic can be visited. 

• Prescribe small quantities for the severe pain phase only. Transition to a non-opioid analgesic,
such as acetaminophen, after a few days. 

• Don't use extended release/long acting opioids for acute pain. 
• Educate patients about 1) safe storage of opioids in a locked container, and 2) safe disposal of

any remaining medication. 

After Prescribing
• Dependence and tolerance on opioids can develop within days to weeks. 
• For emergency care, recommend follow-up with their regular provider.  
• Don't routinely authorize refills unless continued need is verified. 

ACUTE PAIN CASE - MR. ALVAREZ
Name: Mr. Eric Alvarez

Age: 42 yo male

Reason for visit: Acute toe injury

Review Mr. Alvarez's History of Present Illness: Mr. Alvarez was evaluated at a 24-hour 
urgent care center last night where the physician assistant (PA) on staff indicated that 
his toe appeared severely bruised but not fractured. The PA secured the toe with tape 
and offered him a prescription for two days of acetaminophen plus hydrocodone for 

pain. He was told he should not drive or operate machinery if he took the pain medication. Because 
he operates machinery in his job, he did not fill the prescription. Now, he is still in pain after taking 
over-the-counter ibuprofen and is reconsidering getting a prescription for a "stronger" medication.

Working Diagnosis: Contusion of the left big toe

Pharmacological Treatment For Mr. Alvarez
In Mr. Alvarez's case, non-pharmacological interventions alleviated some of his acute, moderate to 
severe pain. Upon further questioning, the provider found that Mr. Alvarez's use of over-the-counter 
medications had been limited to ibuprofen which he was not taking often enough. When longer-acting
naproxen was combined with acetaminophen, his pain became tolerable at a mild level.

POLL: I UTILIZE NON-PHARMACOLOGICAL TREATMENTS & NON-OPIOID 
MEDICATIONS FOR TREATING PAIN CONDITIONS BEFORE PRESCRIBING 
OPIOIDS:

Poll Responses:

1. Always 
• 68% (395 votes) 

2. Sometimes 
• 20% (114 votes) 

3. Never 
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• 0% (2 votes) 
4. N/A 

• 12% (67 votes) 

CONSIDER PAIN AND FUNCTIONING SEVERITY

Decide whether to use opioids based on pain severity and patient functioning
Chronic non-cancer pain should be severe and adversely impacting quality of life or ability to function9

[Strong recommendation, low-quality evidence]. The World Health organization's "Pain Relief 
Ladder," originally developed for treating cancer pain, advocates using stronger opioids with greater 
pain21.

WHO Pain Relief Ladder Adapted for Non-Cancer Pain
Historically, the three-step "Pain Relief Ladder" was developed in
1986 for cancer pain21; it has since been applied to all types of
chronic pain. In the original ladder, the World Health Organization
recommended prompt, progressively strong pharmacological
treatment for chronic cancer pain until there is adequate pain
control. Drugs should be administered on a schedule rather than
"as-needed." One difference between cancer pain and non-cancer
pain is that for many forms of non-cancer pain, non-opioid
medications and non-pharmacological treatments are more often
the first-line therapy than opioids. The following ladder has been
modified slightly for non-cancer pain to reflect practice guidelines9

recommend opioid use only for moderate or severe non-cancer pain.

1. Mild pain: Non opioid, +/- Adjuvant 
2. Moderate pain: Opioid, +/- Non opioid, +/- Adjuvant 
3. Severe pain: Opioid, +/- Non opioid, +/- Adjuvant 

Examples of Each Type of Pharmacotherapy

1. Non-opioid: Examples: acetaminophen, non-steroidal anti-inflammatory drugs (NSAIDs) 
2. Opioid for moderate pain: Examples: tramadol, codeine, dihydrocodeine, hydrocodone 
3. Opioid for moderate to severe pain: Examples: morphine, fentanyl, buprenorphine, 

oxycodone, hydromorphone, tapentadol

*Note: Extended release/long acting forms of opioids are only for pain "severe enough to 
require daily, around-the-clock, long-term opioid treatment and for which alternative treatment 
options are inadequate"20 

4. Adjuvant: Examples: antidepressants, anticonvulsants, steroids, muscle relaxants, exercise, 
psychological counseling, hydrotherapy, acupuncture, topical lidocaine, topical NSAIDs, 
capsaisin, etc. 

*Consider increased cardiovascular/cerebrovascular and gastrointestinal risk vs. benefits when 
prescribing NSAIDs22.
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Role of Other Pain Therapies
This ladder was developed before nerve blocks, intrathecal therapies, and neuroaugmentaiton were 
available worldwide, and so it does not address their proper place in pain therapy.

MR. LEWIS - PRESCRIBE OPIOIDS?
Recall the following case introduced in another module: 

Patient: Mr. Raymond Lewis, a 72 y/o male with pain from diabetic neuropathy

Scenario (repeated for conveneience): Mr. Lewis's medical history is significant 
for onset of type 2 diabetes at 48 y/o. He has been insulin dependent for 7 years, 
and his diabetic peripheral neuropathy started with gradual onset of numbness, 
tingling, and then pain in his feet about 4 years ago. The neuropathy is now 
constant and mild to moderate during the day, but moderate to severe at night 

despite all evidence-based, non-opioid, first- and second-line treatments of tricyclic antidepressants 
and anti-epileptic drugs.

Question: Given what you know about Mr. Lewis's history, should he be prescribed opioids?

1. No, first line treatment should be prescribed. 
• Feedback: Incorrect. First line treatments had already been prescribed and they were 

ineffective, so now is the correct time to prescribe opioids if they are indicate for the 
condition and the pain is moderate to severe. Other treatments, such as non-opioid 
pain medications, adjunctive medications, and non-opioid are still indicated as well. 

2. Yes, because first line treatments were ineffective, opioids should be considered. 
• Feedback: Correct. Since first line treatments were ineffective and his pain is 

moderately severe, opioids may now be prescribed, if they are indicate for the 
condition and the pain is moderate to severe. However, other treatments, such as non-
opioid pain medications, adjunctive medications, and non-opioid. 

3. No, Mr. Lewis's pain is not severe enough for opioids. 
• Feedback: Partially correct. His pain is moderately severe, which is severe enough to 

warrant opioids, especially since first line treatments were ineffective at managing his 
pain. However, some experts recommend opioids only be used for severe pain. 
Additionally, other treatments, such as non-opioid pain medications, adjunctive 
medications, and non-opioid. 

MR. MORRIS - PRESCRIBE OPIOIDS?

Patient: Mr. Keith Morris, 55 y/o
Case: Mr. Morris has moderate to severe left shoulder pain, resulting from a previous car accident. 
First-line therapies have already been tried, and were unsuccessful, so you have decided to start him 
on chronic opioid therapy to help manage him pain.

Question: Would you prescribe opioids alone, or would you combine them with other medications or 
treatments?

1. Prescribe opioids and other pain medications. Not the best answer.
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2. Prescribe opioids, other pain medications, and strenuous exercise. Not the best answer.

3. Prescribe opioids alone. Not the best answer.

4. Prescribe opioids, other pain medication, and light exercise. Best choice
• Feedback: While opioids alone may help manage Mr. Morris' pain, a multimodal 

treatment plan including adjuvant medications and non-pharmacological treatments 
such as exercise and counseling is likely to be more effective than opioids along and 
minimize Mr. Morris' necessary dosage. 

OPIOID PRESCRIBING GUIDELINES

CDC Guidelines for Prescribing Opioids
The CDC produced the following set of clinical guidelines for all patients based on a review of the 
evidence and expert input23.

1. Use other treatments first if possible: Non-opioid pharmacologic medication and 
nonpharmacologic therapy are preferred treatment for chronic pain. Only consider opioids if 
benefits for both pain and functioning are likely to outweigh risks. If opioids are prescribed, 
minimize their use by combining if non-opioids and non-pharmacological therapy. Evidence 
level 3. 

2. Use treatment goals: Set realistic treatment goals for pain and function at the outset. Explain
that treatment will continue only if the risk-benefit ratio is favorable with "clinically meaningful 
improvement." Evidence level 4. 

3. Discuss risks with patient: Discuss known risks and realistic benefits of opioid therapy 
before starting. Define patient and clinician responsibilities for managing therapy. Evidence 
level 3. 

4. Use immediate release, not extended-release/long-acting (ER/LA) opioids when starting 
opioid therapy for chronic pain. Evidence level 4. Note that REMS for ER/LA opioids require 
that the companies provide special training for prescribers of ER/LA opioids. 

5. Use lowest possible dose: Reassess benefits vs risks carefully when considering a dosage 
increase to ≥50 morphine milligram equivalents (MME)/day. Avoid increasing the dose to ≥90 
MME/day or carefully justify. Evidence level 3. 

6. Prescribe only a 3 day supply for most acute pain, rarely more than 7 day supply: The 
supply should be only for the duration of pain requiring opioids, not the duration of the pain. 
Prescribe the lowest effective dose of immediate-release opioids. Evidence level 4. 

7. Evaluation of benefits vs. harm is ongoing: Evaluate benefits and harms with patients 
within 1 to 4 weeks of starting opioid therapy or a dose increase. Reevaluate at least every 3 
months. Taper to a lower dosage or discontinue opioids if benefits do not exceed harm. 
Evidence level 4. 

8. Ongoing evaluation for risk of opioid-related harm: In addition to evaluating to opioid-
related harm, plan strategies to mitigate risk, overdose (consider offering naloxone) when 
factors that increase risk for opioid overdose are present (e.g., history of overdose, history of 
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substance use disorder, higher opioid dosages (≥50 MME/day), or concurrent benzodiazepine 
use). Evidence level 4. 

9. Consult prescription drug monitoring database before prescribing and during 
treatment: Look at total opioid doses and dangerous drug combinations. Check database at 
least every 3 months and consider checking at every prescription. Evidence level 4. 

10.Use urine drug testing before and during treatment: Test prior to prescribing and at least 
annually for the prescribed medications, controlled prescription drugs, and illicit drugs. This 
recommendation that may vary depending on the individual clinician/clinic and/or patient 
situation. Evidence level 4 

11.Avoid prescribing opioids together with benzodiazepines: Avoid concurrent prescribing 
whenever possible. Evidence level 3 

12.Treat opioid use disorder: Treat or arrange treatment for opioid use disorder, usually with 
medication assisted treatment, i.e., buprenorphine or methadone, in combination with 
behavioral therapy. Evidence level 2. 

The last guideline, for the treatment of opioid use disorder, is supported by level 2 evidence which is 
from clinical trials with limitations or exceptionally strong evidence from observational guidelines. All 
of the other guidelines only have level 3 evidence which is observational studies or randomized 
clinical trials with notable limitations or level 4 evidence such as clinical experience or observations or
studies with important or major limitations.

APA Clinical Guidelines for Chronic Opioid Therapy
Clinical guidelines for the use of chronic opioid therapy9 overlap to a large extent with the above, but 
do include a few additional guidelines:

1. Pain should be severe in order to prescribe opioids 
2. Patient/provider treatment agreements: Consider use of written agreements that describe 

responsibilities of both the patient and prescribing provider and the treatment structure that 
helps prevent addiction, misuse, and diversion. Include patient education on using as directed,
safe storage, keeping appointments, etc. 

3. Increase treatment structure for higher risk patients: For example, more frequent 
appointments and urine drug testing with higher risk 

4. Plan for stopping opioid treatment before starting: Describe a plan that includes the 
conditions under which treatment will be stopped, and a plan for tapering and providing 
psychosocial supports when stopping. 

These guidelines will be described further in the following pages.

ASSESSING RISKS AND BENEFITS
The prescriber must determine whether the perceived risks of taking the
medication is outweighed by the potential benefits received.

In order to apply the skills necessary to effectively prescribe and treat
patients with opioids, it is important to understand all components of drug
information for these medications. Side effects, contraindications, and
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patient status all need to be weighed against the selected medications in order to determine whether 
it would be a good treatment choice in their case. 

Once the medication selection is made, it is important to safely and effectively initiate treatment 
through the use of a sound pain management and functional treatment program.

Before Considering Opioids
If the patient has severe pain that has not responded to first line therapies...

1. Consider that the patient might have a genetic variation that is affecting response to a 
particular first line medication and try another24. 

2. Decide whether to use opioid therapy by weighing the risks (including the risks of opioid 
misuse and the risks of side effects) vs. the potential benefits of chronic opioid therapy. 

3. Ensure that the patient understands opioid treatment risks and side effects. This is part of 
informed consent. 

PRACTICE TIP
Patients must be monitored for any adverse reactions that may occur and their treatment program 
should be adapted to deal with these issues when they come up. [A module is dedicated to this 
important task]

POTENTIAL BENEFITS OF CHRONIC OPIOID THERAPY

1. Decreased pain: Opioids, in general, are effective for reducing the
intensity of moderate to severe non-cancer pain25. However, they are
the second or third line of therapy for most common chronic pain
conditions.

• Pain decrease is likely to be a few points on a scale of one to
ten9, as with many other analgesics. 

• ER/LA opioids are recommended for use with constant,
chronic pain (intense pain is experienced over half the time), because they can provide longer 
and more consistent plasma concentration of the drug compared to short-acting versions26. 
This might also lead to fewer episodes of breakthrough pain caused by the end of a dose26. 

• Constant plasma levels might also be less addicting, due to the more stable blood levels not 
producing intermittent, reinforcing peaks in dosage. 

Note: ER/LA opioids are not recommended to manage uncontrolled pain. Use an immediate release 
formulation until pain is controlled and then convert to the same opioid in an ER/LA formulation.

2. Improved sleep: The ER/LA opioids are effective for consistently controlling night pain due to not 
needing to awaken to take another dose26.

3. Improved function: Opioids may provide some improvement in functioning and help restore some
quality of life for patients in chronic non-cancer pain27.

Page 14 of 46    September 25, 2018 Update
Opioids and Pain – Weighing Risks and Benefits (ER/LA Opioids)



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

• ER/LA opioids offer the advantage that they may be more easily scheduled so that the person 
can better function upon arising in the morning. 

CONSIDER THE EVIDENCE

What is the Evidence Regarding Chronic Opioid Therapy?
Research evidence for use of chronic opioid therapy is weak in general, but chronic opioid 
therapy appears to be effective for some individuals.

A review of the evidence by the American Society of the Interventional Pain Physicians (ASIPP), 
found "weak" support for the use of chronic opioid therapy in the treatment of chronic, noncancer 
pain28. The weakness of the recommendation was due to:

1. variability in effectiveness 
2. relatively high risks and burdens 
3. few long term clinical studies 

Effectiveness. However, opioids are effective for some individuals due to variation in response, so 
chronic opioid therapy should be viewed as an individual trial. The response to opioids is typically a 
few points on a scale of 1 to 1029. This is also true for many other analgesics.

More research is needed. Gaps in the evidence for chronic opioid therapy include a need for studies
of the following30:

• optimal performance of risk assessments 
• optimal dosing strategies and effects of higher dosage treatment 
• initiation and titration 
• long term risks/benefits 
• opioid rotation 
• efficacy of treatment agreements and informed consent 
• chronic opioid therapy in "special populations" (pregnant women, children, etc). 

EVIDENCE FOR CHRONIC OPIOIDS FOR SPECIFIC CONDITIONS
The strength of the evidence for opioid use varies with the underlying condition. For many pain 
conditions, opioids are second or third-line drugs used only after other treatment options have been 
unsuccessful.

• Chronic low back pain. There is moderate quality evidence that strong, long-acting opioids, 
such as morphine and oxycodone, are more effective than placebo at short-term decreases in 
pain and improvements in function31. 

• Poorly-defined pain conditions and somatoform disorders. The presence of a poorly defined 
pain condition or a somatoform disorder predicts an unfavorable response to opioid therapy32. 

• Conditions with strong psychosocial components. Chronic pain is understood to be 
multifactorial in nature. Therefore, nonpharmacological methods, such as behavior therapy 
and physical rehabilitation, are often implemented along with pain medications33. 

• Neuropathic pain. Use of opioids to treat neuropathic pain remains controversial. However, 
low-to-moderate doses of opioids administered over a period of weeks to months have been 
shown in studies to decrease multiple forms of neuropathic pain34. 

• Cancer pain. The World Health Organization reports that their three-step approach to treating 

Page 15 of 46    September 25, 2018 Update
Opioids and Pain – Weighing Risks and Benefits (ER/LA Opioids)



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

cancer pain, the "WHO Pain Relief Ladder", which recommends specific classes of 
progressively stronger pain medications until there is relief (right drug, right dose, right time), 
is effective 80 to 90% of the time for cancer pain21. Opioid analgesics, nonopioid analgesics, 
and adjuvant analgesics are all used to treat cancer pain35. 

RISKS OF OPIOID THERAPY

Understanding the Risks of Opioid Therapy
Beginning chronic opioid therapy with patients has several risks. It is important that the provider be 
aware of these risks and weight them against the benefits before prescribing. When contemplating 
chronic opioid therapy, assess all patients for

• Current opioid misuse 
• Addiction 

Risks of chronic opioid therapy include:

• Addiction, abuse and misuse 
• Unintentional diversion. Make sure to warn patients that opioid analgesics must be protected 

from theft.  
• Overdose: accidental or intentional. In 2009, there were over 15,500 deaths resulting from 

prescription painkiller overdose. More than 30% of the prescription painkiller deaths involved 
methadone 36. 

• Accidental use of opioids  
• Interaction with other medications and substances 

Tolerance is considered the decrease of pain relief with the same dosage over time. Tolerance has 
not been shown to be a barrier to long-term opioid use. If a non-cancer patient fails to respond to 
increasing doses of the opioid they should be evaluated for tolerance, disease progression, non-
opioid responsive pain syndromes, and opioid -induced hyperalgesia37.

• Physical dependence can occur as a result of the body becoming used to regular use of a 
medication. 

• Withdrawal can be a result of physical dependence (NPF, 2009). 
• Individual genetic variations can contribute to increased risk for respiratory depression 

(morphine, codeine) cardiac arrhythmia (methadone) and so a family history of adverse 
reactions may be relevant24. Pharmacogenomic testing may be able to ascertain whether a 
particular patient carries the responsible gene or genetic abnormality. This is a relatively new 
field in terms of being used clinically and may expand further in the future. For example, 
medications that are more likely to be both effective and safe may some day be selected 
according to the patient's genetic profile. 

ASSESSING RISK WITH STRUCTURED TOOLS
Questions about risk can be part of the medical history or presented in questionnaires, such as the 
Opioid Risk Tool38. The Opioid Risk Tool38 asks about:

• age 
• family and personal history of substance use disorder 
• history of preadolescent sexual abuse (correlates for females) 
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• presence of mental health problems, such as ADHD, OCD, bipolar disorder, schizophrenia, 
and depression 

Evidence for the effectiveness of using this tool has been inconsistent1.

Questionnaires that screen for addiction, for example, the CAGE-AID39 are also useful. Responses 
help determine whether opioids can be used safely and how to structure an opioid treatment plan that
minimizes risk of long-term dependence and other substance use problems9.

Case Example
Patient: Mr. Raymond Lewis, 72 y/o

Scenario: Given Mr. Lewis's history of past heroin addiction and depression, his 
risk is increased for substance use disorder and overdose if he has chronic opioid 
therapy. However, given that it has been many years since his heroin addiction and
several years since an episode of depression, the risk is less than if these were 
current problems.

CONDITIONS INCREASING RISKS FROM OPIOIDS
Patients being considered for an opioid prescription or who are already being treated with opioids 
should be evaluated periodically for the following conditions that increase the risk of harm from 
opioids1:

• Sleep apnea 
• Pregnancy 
• Renal or hepatic insufficiency 
• Age 65 or older 
• Substance use disorder 
• Mental health problems, including anxiety, PTSD, and/or depression,

psychiatric instability, and/or suicide risk 
• Elevated risk for overdose including: 

• history of overdose 
• history of substance use disorder 
• relatively high opioid dose (≥50 MME*/day) 
• concurrent benzodiazepine use 

If opioid use cannot be avoided, a management plan should include plans to offset any risk 
including offering naloxone for use in the event of an overdose.

*MME = morphine milligram equivalent

ADDICTION AND MISUSE

Addiction
Addiction is a risk for patients who are on opioids for chronic pain. The term
"addiction" includes one or more of the following:

• impaired control over drug use 
• compulsive use 
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• continued use despite negative consequences 
• cravings for opioids 

40

The rate of developing opioid addiction among those taking opioids for chronic pain was estimated to 
be 8% - 12%40. However, these figures do not account for those who experience opioid dependence 
or withdrawal.

Misuse
In 2012, an estimated 22.4 percent of young adults had used pain relievers nonmedically at some 
point in their lifetime4. 

Opioids may be misused to get "high", to self-medicate, to improve one's mood (chemical coping/self-
medicating for depression), or to divert to other people. Opioid use disorders or other substance use 
disorders affect 19 to 35% of patients on chronic opioid therapy41,42.

HOW COMMON IS SUBSTANCE USE DISORDER AND RELATED 
PROBLEMS?

Addiction and Abuse vs. Physical Dependence and Tolerance
Mild forms of the diagnosis "Substance use disorder" are more common than severe forms.

Note that the terms addiction, physical dependence, tolerance, and substance abuse are descriptions
and are not official diagnoses.

Frequency of Addiction, Substance Use Disorder, and Physical Dependence
1. Physical dependence is common in patients on chronic opioid therapy. 
2. Abuse/addiction is much less common than physical dependence. 
3. Addiction is less common than other forms of abuse43 

The abuse/addiction rate for all chronic pain patients in an analysis may be as high as 35%. One 
summary of 67 studies found the rate of addiction was 3.27%, and of aberrant drug-related behaviors
was 11.5%41. However, more recent study found the rate of "opioid use disorder" to be around 35% 
whether DSM 4 or 5 criteria were used42. One reason for the increase may be that the proportion of 
opioids prescribed for non-cancer pain has increased and the rate of opioid prescribing has 
increased. The actual percentages are somewhat uncertain due to few prospective studies43. Rates 
are relatively low among persons who do not have current substance abuse or a history of substance 
abuse: less than 1% for abuse/addiction and 0.6% for aberrant drug-related behavior, according to a 
meta-analysis of 67 studies41. The risk is higher when there is prior or current abuse of another 
substance.

PRACTICE TIP
Because physical dependence is so common in chronic opioid therapy, it can be thought of as being 
similar to a chronic illness that can be managed, like diabetes.

Who would prescribe insulin for a diabetic and not schedule regular follow-up?
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OVERDOSE

Epidemiology
Lethal overdose is at epidemic levels. Overdose from prescription drugs is an epidemic, according to 
the CDC: 33,091 died from opioid overdose in 2015, which is up 16% from 201444. The increase is 
largely due to an increase in heroin and synthetic opioids other than methadone. A doubling in 
poisoning deaths from 1999 to 20006 was largely due to an increase in deaths from prescription 
opioids and corresponded to an increase in opioid prescribing for pain over the same period45.

Methadone is a common cause; more than 30% of the prescription painkiller deaths involved 
methadone 36. In 2015 methadone overdose deaths declined 9.1%44.

Overdose Risks
Overdose is more likely with the following:

• a history of substance use disorder 
• sleep apnea (Note that chronic opioid use itself may induce sleep irregularities or sleep apnea,

even in individuals who do not have elevated BMI46 

• depression 
• concurrent sedative-hypnotic medications 
• new prescriptions or refills 
• high doses 
• extended release/long acting opioids 
• methadone being used for pain treatment 

47,48

Consider taking a preventive approach, for example, a patient being treated with benzodiazepine for 
anxiety might be switched to an SSRI, which can be effective in the treatment of anxiety49.

Respiratory depression
Respiratory depression and central nervous system depression are important symptoms to manage 
in opioid overdose. Use the opioid antagonist naloxone with clinically significant respiratory 
depression or circulatory depression50,51. 

Supportive measures include the ABC's (airway, breathing, circulation) plus naloxone as an 
antidote50. Ventilation should be with 100% oxygen prior to the naloxone51. Naloxone is continued 
until spontaneous ventilation returns.

Special considerations for Extended Release/Long Acting (ER/LA) opioids
The ER/LA opioids action may extend beyond the effect of the antidote, so it is important to continue 
to carefully monitor the patient for 24 to 48 hours after the overdose52.

Overdose risk is greater with ER/LA opioids due to the dosage units containing more opioid than IR 
formulas. Opioid overdose can cause respiratory suppression, leading to cardiac arrest.

CAUTION TIP
SAMHSA Opioid Overdose Prevention Toolkit (2014) recommends considering prescribing naloxone 
along with the patient's initial opioid prescription.
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RESPIRATORY DEPRESSION

Warning Signs and Symptoms of Respiratory
Depression
Respiratory depression is immediately life threatening!

When starting treatment with an opioid naive patient, be sure to
monitor their sedation level and respiratory status regularly,
especially in the first 24 hours. Start with a low dose, titrate, and
monitor50.

Respiratory depression and central nervous system depression
are important symptoms to manage in opioid overdose. Opioids, including ER/LA opioids, can reduce 
the breathing rate (bradypnoea), delay exhalation, and produce irregular breathing. Sedation is 
another warning sign of respiratory depression, but patients may appear asymptomatic initially 53–55. 
Naloxone may be used to treat severe opioid-induced respiratory depression56. Use a respiratory 
monitoring device, such as a CO2/SpO2 monitor57 if available, to confirm respiratory depression and 

to monitor response to naloxone.

There is no single definition of respiratory depression. Respiratory depression can be defined as an 
insufficient response to hypercapnia or to hypoxia that results in a lowered rate of respiration or 
decreased minute ventilation. Respiratory depression can also be defined as a decrease in 
respiratory rate, pulse oximetry value, or carbon dioxide tension to a level that is lower than an 
arbitrary threshold58. Respiratory rates considered depressed range from <8 to 10 breaths/minute. 
Another indication of inadequate ventilation is decreased oxygen saturation with pulse oximetry 
(SpO2 levels <90%)54.

INCREASED RISK FOR RESPIRATORY DEPRESSION
Patients with the following characteristics are at increased risk for opioid induced respiratory 
depression: 

• Age - over 55 yo 
• Smoker 
• Dependent functional status (cannot walk 4 blocks or climb 2 sets of stairs, assisted 

ambulation) 

• Sleep related

• Obstructive sleep apnea, untreated 
• Snoring or witnessed sleep apnea 
• Excessive Daytime sleepiness 

• Physical characteristics

• Retrognathia 
• Large neck circumference (>17.5") 

• Obesity - BMI > 30kg/m2 
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• Systems

• Pulmonary/cardiac disease or dysfunction (e.g. COPD, CHF) 
• Major organ failure 

• Related to pain management

• 1st 24 hours of opioid therapy 
• Increased opioid dose requirement  
• Pain is controlled after a long period of poor control 
• Large single-bolus techniques 
• Continuous opioid infusion in opioid-naive patients 

• Medication interactions and additive effects

• Simultaneous use of sedating agents, e.g., benzodiazepines or antihistamines 
• Recent use of naloxone for respiratory depression - risk for repeated respiratory 

depression 

• Risks related to surgery

• High anesthesia risk 
• Prolonged surgery (>2 hrs), incisions interfering with adequate ventilation 

54 image courtesy Wellcome Images

TREATMENT OF RESPIRATORY DEPRESSION
Supportive measures include the ABC's (airway, breathing, circulation) plus naloxone as an antidote 
is indicated50. Ventilation should be started with 100% oxygen prior to the naloxone51. Monitor patients
with respiratory rates > 10 breaths/minute carefully, with respiratory monitoring if available.

To reverse clinically significant respiratory depression, use the opioid antagonist naloxone (also used 
to reverse circulatory depression)50,51. Titrate naloxone to effect and continue infusion until chances 
for re-narcotization are reduced. The dose needed varies with the opioid being reversed, for example,
opioids with high receptor affinity will require greater concentration of naloxone59.

Recommendations for naloxone treatment, for adults, are as follows:

1. Start with 0.4 mg 2 mg naloxone (NARCAN) intravenously (or intramuscular or subcutaneous 
if intravenous is not available). If respiratory function has not improved sufficiently, repeat at 2 
to 3-minute intervals up to a total dose of 10 mg60. Note: The naloxone injection usp solution is
supplied in 1 mg/ml concentration60. 

2. If there has been no response, re-evaluate the diagnosis of opioid toxicity or partial opioid 
toxicity60. Respirations should be mechanically assisted and other resuscitative measures 
used if clinically indicated. 

3. Because the duration of naloxone is relatively short, continue to monitor the patient. Additional
doses may be needed when the naloxone effect wears off. This varies with the amount of 
opioid taken and whether it was long-acting/extended release60. 

4. If respiratory depression is prolonged and continued boluses of naloxone are needed, 
continuous IV infusion of naloxone should be considered61. 
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Special considerations for long acting/extended release opioids
Consider that the antidote might trigger an acute withdrawal in an opioid-dependent patient52. Nausea
and vomiting with a risk for pulmonary aspiration may be part of the acute withdrawal. The long 
acting/extended release opioids action may extend beyond the effect of the antidote, so it is important
to continue to carefully monitor the patient for 24 to 48 hours after the overdose52.

NALOXONE OVERDOSE PREVENTION KIT
Naloxone kits are used for the reversal of a narcotic overdose, induced by
opioids. The following kits are currently available:

• Single-dose hand-held, auto-injector systems (FDA approved in 2014) 
• Muscle syringes. One syringe per 1ml of naloxone (FDA approved) 
• Intranasal spray. (Narcan® intranasal spray received FDA approval as

of November 2015). 

Injectable dosages for intravenous, intramuscular and subcutaneous administration include:

• 1 mg/ml 
• 10 ml (multi-dose) 

Candidates for naloxone may include patients who are:

• Taking high doses of opioid medication for the prolonged management of chronic pain/illness 
• At risk for incomplete cross-tolerance 
• Taking extended-release opioid preparations that may pose a risk for overdose 
• At risk for overdose due to medically prescribed analgesia, combined with a suspected or 

confirmed history of substance misuse, or dependence 

PRACTICE TIPS
Consider giving the patient naloxone for use in the event of an overdose, especially when risk for 
opioid overdose is elevated, for example, with a history of overdose or substance use disorder, with 
higher opioid dosages (≥50 MME/day), or with benzodiazepine use1.

Naloxone kits can be distributed to family members, friends, peers, employers, non-medical staff/ 
volunteers, and also to the at-risk patient.

OPIOID DEPENDENCE AND TOLERANCE
Tolerance refers to a decrease in the drug's effects such that ever-increasing doses of the drug are 
required to produce the same effect62. As the term applies to opioids, tolerance may refer to 1) the 
analgesic effects of the medication, 2) the side effects of opioids such as respiratory depression, 
nausea, and sedation, or 3) opioid-induced constipation63. All patients on opioid medications can 
potentially develop a physical dependence on the medications62.
Once an individual has developed a physical dependence, cessation
of opioid administration will lead to the onset of physical withdrawal. It
is normal to develop physiological dependence on chronic opioid
therapy; it becomes an addictive disorder when it disrupts the
individual's life as described below.
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It is important to note that the diagnosis of Opioid Use Disorder (formerly either the diagnosis of 
opioid abuse or opioid dependence in the DSM-IV)are different from physiological opioid 
dependence.  Simple physiological dependence is normal and occurs in nearly everyone who 
receives chronic opioid therapy.

OPIOID WITHDRAWAL
Withdrawal, classified as a substance-induced disorder by the DSM, is a pattern of physiological, 
psychological, and behavioral changes precipitated by the decline in an individual's bodily levels of a 
substance. It is usually seen when the individual has a fairly consistent history of use64. In the case of 
opioids, this occurs when an individual suddenly ceases or substantially decreases opioid use65.

When individuals who are dependent on opioids experience a drop in
opioid levels, they go into a dysphoric state of withdrawal. Opioid
withdrawal is characterized by:

• drug craving 
• anxiety 
• yawning 
• sweating 
• lacrimation 
• rhinorrhea 
• mydriasis 
• gooseflesh 

• spasms 
• insomnia 
• hypertension 
• abdominal cramps 
• vomiting 
• diarrhea 
• muscle and joint pain 

65,66

While extremely uncomfortable, opioid withdrawal is not typically life-threatening.

An instrument commonly used to gauge opioid withdrawal symptoms is the Clinical Opioid 
Withdrawal Scale (see sidebar). The COWS classifies patients, based on their symptoms, as being in
either mild, moderate, moderately severe, or severe withdrawal.

DSM CRITERIA FOR OPIOID WITHDRAWAL
A. Either of the following:

1. cessation of (or reduction in) opioid use that has been heavy and prolonged (several weeks or
longer) 

2. administration of an opioid antagonist after a period of opioid use 

B. Three (or more) of the following, developing within minutes to several days after Criterion A:

1. dysphoric mood 
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2. nausea or vomiting 
3. muscle aches 
4. lacrimation or rhinorrhea 
5. pupillary dilation, piloerection, or sweating 
6. diarrhea 
7. yawning 
8. fever 
9. insomnia 

C. Criterion B symptoms are responsible for "clinically significant distress" or "impairment in social, 
occupational, or other important areas of functioning."

D. This criterion excludes symptoms due to a general medical condition that are better explained by 
another mental disorder.
64

OPIOID USE DISORDER
The following chart outlines the criteria that are needed for a diagnosis of Opioid Use Disorder, 
according to the DSM 5, which was published in May 2013. To obtain this diagnosis, you must have 
at least 2 criteria. Severity is determined as follows: 0-1 criteria is no diagnosis, 2-3 is mild, 4-5 is 
moderate, and 6 or more is severe. Note: The list below combines the DSM-IV TR criteria for Opioid 
Abuse and Opioid Dependence. Another change is that cravings were added as a criterion and legal 
problems were removed as a criterion.

• Continuing to use opioids despite negative personal consequences 
• Repeatedly unable to carry out major obligations at work, school, or home due to opioid use 
• Recurrent use of opioids in physically hazardous situations 
• Continued use despite persistent or recurring social or interpersonal problems caused or 

made worse by opioid use 
• Tolerance as defined by either a need for markedly increased amounts to achieve intoxication 

or desired effect or markedly diminished effect with continued use of the same amount 
• Withdrawal manifesting as either characteristic syndrome or the substance is used to avoid 

withdrawal 
• Using greater amounts or using over a longer time period than intended 
• Persistent desire or unsuccessful efforts to cut down or control opioid use 
• Spending a lot of time obtaining, using, or recovering from using opioids 
• Stopping or reducing important social, occupational, or recreational activities due to opioid use
• Consistant use of opioids despite acknowledgment of persistent or recurrent physical or 

psychological difficulties from using opioids 
• Craving or a strong desire to use opioids (*Note - This is a new criterion added since the DSM-

IV-TR) 

In the DSM 5, published in 2013, normal physiological dependence that everyone experiences if on 
chronic opioid therapy is excluded from the criteria for the diagnosis of substance use disorder64. 
Other modifications of the Substance Use Disorder that can be added include: "in early remission," 
"in sustained remission," "on maintenance therapy," and "in a controlled environment."
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POTENTIAL SIDE EFFECTS OF CHRONIC OPIOID THERAPY

Common opioid side effects
Providers should periodically assess benefits and side effects of ER/LA opioid
analgesics on their patients, and the continued need for them. 

Side effects vary with: the opioid and dose, race, gender, and age

• constipation (40 to 95%) 
• sedation – especially with new prescriptions or dose increases 
• nausea 
• endocrine effects with long term use, e.g., hypogonadism, decreased libido, erectile 

dysfunction 
• sleep disorders and sleep apnea, even at relatively lower BMI 
• physical dependence - continued doses required to avoid withdrawal symptoms 
• tolerance - a higher dose needed to achieve similar effects. 

9,28,46.

Adverse side effects lead around 20% of patients to discontinue opioids67. Side effects vary with:

• the opioid and dose 
• race 
• gender 
• age 

Plan for common side effects to prevent their impact. For example, constipation, a very common side 
effect, can be prevented through use of a stool softener. Instruct patients to call their prescriber for 
information about managing side effects.

Pre-existing conditions that increase side effects:
• Constipation 
• Nausea 
• Pulmonary disease 
• Cognitive impairment 
• Substance abuse 
• Advanced age ndash; Risks in the elderly include increased risk of pneumonia68 

9

CASE EXAMPLE: RAYMOND LEWIS AND SIDE EFFECTS
Patient: Mr. Raymond Lewis, 76 y/o

Scenario: Mr. Lewis does not report any current or recent problems with 
constipation or nausea. Nor does he have any history of pulmonary disease. 
His doctor administers a mini-mental status exam (MMSE) to check for 
cognitive impairment and asks if he has had any memory problems. Mr. Lewis
scores 28/30 (in the normal, non-impaired range) on the MMSE and reports 
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only having a little more trouble remembering names as he gets older but no other problem with his 
memory.

There is nothing to suggest that Mr. Lewis would experience more or more severe side effects from 
opioids than normal. Because constipation is so common, the doctor prescribes a stool softener and 
counsels Raymond on how to prevent constipation. His doctor will avoid higher opioid doses because
Mr. Lewis is 76 and there is increased risk of pneumonia with age.

Page 26 of 46    September 25, 2018 Update
Opioids and Pain – Weighing Risks and Benefits (ER/LA Opioids)



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

MR. LEWIS - CHRONIC OPIOID THERAPY
Patient: Mr. Raymond Lewis, 72 y/o 
Scenario: Mr. Lewis has diabetic neuropathy in his foot, has 2 risk factors for opioid misuse: history 
of heroin addiction and history of being treated for depression. He has no known risk factors to 
increase the side effects of opioids beyond what most people experience.

Question: Given the risks and the likely benefits, should chronic opioid therapy be considered for Mr.
Lewis?

1. Yes. No additional precautions needed.
• Feedback: Incorrect. Because Mr. Lewis has at least two risk factors for opioid misuse, 

additional precautions need to be used, such as more frequent appointments, all 
spelled out in the Patient/Provider Treatment Agreement. 

2. Additional precautions needed if opioids prescribed. 
• Feedback: Correct. Additional precautions are needed beyond those used for people 

with little or no risk of opioid misuse. Because Mr. Lewis has at least two risk factors for
opioid misuse, additional precautions need to be used, such as more frequent 
appointments, all spelled out in the Patient/Provider Treatment Agreement. Additionally,
he should be screened for depression prior to prescribing and periodically during 
treatment. If he does have depression, this problem should be treated. 

3. No, opioids many not be prescribed even with extra precautions.
• Feedback: Incorrect. Despite Mr. Lewis having at least two risk factors for opioid 

misuse, he can be prescribed opioids if they are indicated if additional precautions are 
used, such as more frequent appointments, all spelled out in the Patient/Provider 
Treatment Agreement. 

MR. PATTERSON - RECOMMENDATIONS
Patient: Mr. Gary Patterson, 70 y/o 

Scenario: Mr. Patterson has gradually increasing pain from hip bursitis. Despite trying first line 
treatments, the pain is now severe and nearly constant when unmedicated. The pain is worse with a 
lot of activity, and as an avid golfer, Mr. Patterson is disappointed that he often cannot play. Hip 
replacement has been discussed, but Mr. Patterson refuses surgery. Mr. Patterson takes an 
immediate release opioid regularly, which reduces the pain only from an 8 out of 10 down to a 6 or 7 
out of 10. The peak analgesic effect is brief and there are constant periods with insufficient pain relief.
He wakes in the middle of the night needing another dose. He wants better, more constant pain relief 
and to be able to sleep through the night.

Question: Of the following, which of the following is appropriate recommendation for Mr. Patterson? 
(Choose all that apply:)

1. Recommend limiting physical activity during acute flare-ups of his bursitis 
• Feedback: Correct. While most people figure out that limiting their activity when their 

bursitis or arthritis has flared up, some people may need to be told to avoid physical 
activity during severe, acute flare-ups. It is important that Mr. Patterson get regular 
exercise to strengthen the muscles around the joint in order to provide support. 
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2. Consider prescribing an extended-release/long-acting opioid taken on a regular schedule 
• Feedback: Potentially correct. After pain control is achieved by increasing the dose of 

immediate release opioid, Mr. Patterson could be switched to a long acting formula of 
the same opioid due to his pain being constant and severe. Consistent plasma 
concentrations might reduce his experience of "flare-ups." This could also help improve
his sleep. Other pain treatments should be included to spare the opioid dose.  

Note: Buprenorphine is the most recommended ER/LA opioid for older populations. Be 
sure to consider cognitive ability when prescribing opioids. Does the patient need a 
caregiver involved in daily administration of medications? ERLA opioids should only be 
used if absolutely necessary to obtain pain control. 

3. Keep Mr. Patterson on his short acting, immediate release opioid and increase the dosage. 
• Feedback: Correct. This is a possible response in the short-term in order to achieve 

pain control. Switching Mr. Patterson to the long-acting formula of the same opioid 
once his dose is stable is another possibility. Other pain treatments should be included 
to spare the opioid dose.  

4. Add adjunctive medications to spare the opioid dose needed. 
• Feedback: Correct. Adding adjunctive medications and non-pharmacological 

treatments is a good option to improve pain management and reduce opioid dose. 

ASSESSING RISK FOR OPIOID USE DISORDER

Stratification by Risk
"Stratification by risk" means assigning a level of care including practice setting and structure and 
intensity of monitoring based on the amount of risk. All patients need a basic level of pain 
management structure and monitoring or "universal precautions" originally set by Gourlay et al. 2005,
but patients at high risk need more structure:

Low Risk:
Can be managed in primary care and monitored once every three to six months after 
the opioid dose is stable.

Moderate 
Risk:

Consultations and referrals to specialists followed by co-management between 
primary care and the specialists and in-person monitoring monthly or more often is 
needed.

High Risk:
Should be referred to pain/addiction specialists and have more frequent monitoring, 
often weekly or even more often as needed.

Responding to Moderate or High Risk

Patients with higher risk will require a higher level of treatment structure
potentially including the following precautions:

• Urine drug-screening (although some experts recommend this for all
patients) 

• A written "Patient/Provider Treatment Agreement" defining expectations
of both healthcare provider and patient (although some experts
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recommend this for all patients) 
• Increased monitoring of medication use, such as more frequent checking of Prescription Drug 

Monitoring programs, at least every 3 months for all patients, consider checking at each 
prescription1 and more frequent pill counts (have patient bring in bottle) 

• Discussion of alternative treatment 
• Further assessment 
• Referral to a specialist 

Despite risk, all patients with pain deserve to be treated.

MR. LEWIS - SCREENING RESULTS
Risk Summary:  

Patient: Mr. Raymond Lewis, 72 y/o

Scenario: Mr. Lewis revealed that he had a history of heroin addiction in his young 
adulthood treated with methadone until 20 years ago. Since then his only 
substance use has been 2-3 drinks of alcohol per week. He has a history of being 
treated for depression several times, but not in recent years. However, he 
sometimes feels "down" now because of his pain. His family is supportive and 
neither they nor anyone else with whom he now associates has current or past 

substance abuse problems. Mr. Lewis works as an insurance claims adjuster and has not had any 
recent motor vehicle accidents or legal problems. He scored 5 (Moderate Risk) on the Opioid Risk 
Tool.

Recall, also, that first and second line therapies of tricyclic antidepressants and anti-epileptic drugs 
have not worked very well in treating Mr. Lewis's moderate to severe pain from diabetic neuropathy.

Question: Check all of the following that apply regarding using chronic opioid therapy with Mr. Lewis:

1. A written, signed Patient/Provider Treatment Agreement should be considered 
• Feedback: Correct! A written, signed Patient/Provider Treatment Agreement is 

indicated, given his two risk factors of history of heroin addiction and depression, 
although many experts recommend use of a treatment agreement with all patients on 
chronic opioid therapy. 

2. Chronic opioid therapy should not be considered in Mr. Lewis's case due to two risk factors 
• Feedback: Incorrect. The 2 risk factors should be considered, but they do not 

absolutely preclude use of opioids if his pain is severe enough and has not responded 
to first line treatments. Mr. Lewis should have his pain treated and if nothing else has 
worked, opioid therapy may be effective and can be tried with appropriate additional 
treatment structure, due to his risk factors for opioid misuse. His risk factors should be 
weighed against potential benefit of taking opioids. His history of heroin addiction is a 
risk factor suggesting the need for additional precautions even though it was many 
years ago, although it is not as much of a concern as it would be if it was more recent. 

3. Urine drug testing before and during therapy should be considered 
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• Feedback: Correct. Urine drug testing before and during therapy is indicated, given his 
two risk factors of history of heroin addiction and depression, although many experts 
recommend urine drug testing with all patients on chronic opioid therapy. 

4. No additional precautions are needed since his heroin use was so long ago. 
• Feedback: Incorrect. His history of heroin addiction is a risk factor suggesting the need 

for additional precautions even though it was many years ago, although it is not as 
much of a concern as it would be if it was more recent. His history of depression is also
a risk factor. 

5. Consultation(s) with or referral to a specialist(s) who understand both pain and addiction for 
his pain management, if the provider does not have sufficient expertise in these areas 

• Feedback: Correct. Given the risk involved (at least moderate risk), a provider should 
feel they have sufficient expertise in both pain and addiction to manage the risk 
involved or at least consult with specialists as needed or make a referral. 

STRATIFICATION OF RISK
After patient selection for long-term opioid therapy, patients can be triaged into three treatment 
groups (primary care, primary care with specialist support, specialist referral) based on level of risk 
for substance misuse (stratification of risk-low, medium, high)69 as described in the table below. 
However, keep in mind, the actual risk level of any individual is never known for sure and so a 
minimum level of caution may be indicated for all patients, as described in the universal precautions 
for pain medicine described in the first module.

RISK LEVEL  PATIENT CHARACTERISTICS  SETTING OF CARE  

LOW RISK  

• Mild to moderate pain; clear etiology 
• No history of substance use problem, 

past or current 
• No contributory family history of 

substance misuse 
• No major or untreated mental health 

problems; strong self esteem 
• Good social support 
• Rich work or avocational life 

Primary Care

MODERATE RISK  • Moderate to severe pain with 
unrelieved stress for many years; 
uncertain etiology but some 
suggestions of one 

• History of substance use problem 
(treated) 

• Comorbid minor or past major mental 
health problem; poor coping skills 

• Some inadequacy in social support; 
sometimes lost as a result of many 

Primary Care Management with 
Specialist Support, ongoing (that is, 
"comanagement" or refer as the 
needs arise to addiction and/or pain 
specialists)
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RISK LEVEL  PATIENT CHARACTERISTICS  SETTING OF CARE  

years of pain 
• Only some engagement with 

meaningful activities 
• Older adults 

HIGH RISK  

• Personal and/or family substance 
misuse history 

• Active addiction or current illicit use 
• Major untreated mental health problem
• Isolated, dysfunctional social 

environment 
• No satisfying work, recreation, or other

activities 

Refer for Specialty Pain 
Management and/or Specialty 
Addiction Management. 
Note: In some cases opioids may not
be indicated until the comorbidity is 
under control. Primary care should 
monitor specialty care while 
continuing to manage medical care

Sources: Adapted from Webster, 2005; Savage et al., 2008.

TREATMENT RESPONSES TO RISK

1. Adapt the Structure of Care to Match Risks
Adapt the following aspects of treatment structure to match the risk level:

• Setting of care (primary care versus specialty care; clinical care team membership); 
• Selection of treatment (risk/benefit assessment of specific medications and treatments); 
• Supply of medications (controls on and amounts of medications dispensed); 
• Supports for recovery (implementation and documentation of recovery activities) 
• Supervision and monitoring (frequency of visits, urine toxicology screens, pill counts, other)43 

2. Consult as Needed to Determine Risk
Consultation with specialists in pain medicine, addiction medicine, and/or counseling may be needed 
for assistance with assessment or stratification of risk, depending on the expertise of the provider and
the complexity of the case. For example, consultation should be considered with a history of 
addiction, comorbid psychiatric disorder, or other high-risk factor for addiction/substance misuse.

3. Refer as Needed
Determine which type of pain or addiction specialist is appropriate:

1. Consider referring patients who develop a chronic pain syndrome to a pain specialist. 
2. Refer patients who have an addiction disorder for addiction treatment. 
3. Refer patients to other medical and mental health specialists when appropriate. 
4. Refer chronic pain patients who require opioid therapy and have "yellow flags" for addiction to 

a pain specialist with expertise in addiction or a combination of appropriate specialists. 
5. Include all key patient information (history and current status) in referral report. 
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RISK ASSESSMENT TOOLS

Opioid Risk Assessment
A number of screening tools specifically screen for risk of opioid
misuse in the context of chronic pain treatment. These may be
especially helpful in determining relative risk along with the medical
history intake forms, patient interview, laboratory results, and physical
examination.

More research is needed to determine the extent to which risk
assessment tools predict clinical outcomes9. Several assessment
tools, all in self-report format, appear to have good validity9. The
CDC's review found that results were inconsistent (for the ORT, raging
from non-informative to moderately useful) or studies assessing these instruments were sparse1 :

• Opioid Risk Tool (ORT) 
• Screener to Predict Opioid Misuse Among Chronic Pain Patients (SOAPP - R) 
• Diagnosis, Intractability, Risk, Efficacy (DIRE) 
• Current Opioid Misuse Measure (COMM) 

The health professional should:

• introduce the instrument to the patient 
• explain the reason for its use 
• ask the patient to briefly and honestly answer the questions by marking his or her responses. 

ORT: OPIOID RISK TOOL
• Questions: The questions asks whether there is 

1. Family history of substance abuse with alcohol (1 female, 3 male), illegal drugs (2 
female, 3 male), or prescription drugs (4 female, 4 male) 

2. Personal history of substance abuse with alcohol (3), illegal drugs (4), or prescription 
drugs (5) 

3. History of preadolescent sexual abuse (3 female, 0 male) 
4. Psychiatric disorder (Depression 1, ADD/OCD/bipolar/schizophrenia 2) 

• Purpose: Assesses risk of aberrant behaviors when patients are prescribed opioid medication
for chronic pain 

1. Evidence 
2. Advantages/Limitations 

• Test features: 
1. Time: Less than one minute to administer 
2. Length: 5 items 
3. Administered by: Patient self-administration 
4. Target Population: Adults 
5. Intended Settings: Primary care 
6. Developed by: Lynn Webster, MD 

• Scoring and interpretation: 
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1. The ORT can be scored by hand, either by the patient or the health professional. Each 
item that the patient answers positively is awarded a value; values for the entire 
assessment are added to obtain a patient's opioid risk score, which is broken down into
low (0-3), moderate (4-7), and high (>7) risk. 

• Available Formats: 
1. Printable ORT 
2. Printable ORT with Scoring Interpretation 

SOAPP: SCREENER AND OPIOID ASSESSMENT FOR PATIENTS WITH PAIN
• Purpose: Patients at high risk for opioid abuse 

• Evidence 
• Advantages/Limitations 

• Test features: 
• Time: 5-10 minutes to administer and score 
• Length: Short and Long-item formats are available, including three formats of 5, 14 and

24 items. A revised version (SOAPP-R) includes a toxicology report. 
• Administered by: Patient self-administration 
• Target Population: Adults 
• Intended Settings: Primary care 
• Developed by: Stephen F. Butler, 2003 for Inflexxion, Inc. 

• Scoring and interpretation: 
• The SOAPP can be scored by the health professional by adding the ratings for 14 of 

the 24 questions. A score of 7 or above indicates increased risk for abuse. 
• Available Formats: 

• View SOAPP on PainEDU.org (requires registration) 

DIRE: DIAGNOSIS, INTRACTABILITY, RISK, EFFICACY
• Purpose: Assesses risk of opioid abuse and suitability of candidates for long-term opioid 

therapy 
• Evidence 
• Advantages/Limitations 

• Test features: 
• Time: less than 2 minutes to administer and score 
• Length: 7 items 
• Administered by: Patient interview 
• Target Population: Adults 
• Intended Settings: Primary care 
• Developed by: Dr. Miles J. Belgrade in 2005 

• Scoring and interpretation: 
• Patient's score on the DIRE (between 7 and 21) correlates with efficacy of opioid 

therapy and compliance70. 

• Available Formats: 
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• Printable DIRE 

COMM: CURRENT OPIOID MISUSE MEASURE
• Purpose: Monitors chronic pain patients on opioid therapy by asking patients to describe how 

they are currently using their medication. Can also be used to develop treatment strategies for
minimizing continued misuse. 

• Evidence 
• Validated by the International Association for the Study of Pain71

• Advantages/Limitations 
• Test features: 

• Length: 17 or 40 items 
• Administered by: Patient Self-Report 
• Target Population: Adults 
• Intended Settings: Specialty Pain Management and Primary care 
• Developed by: Endo Pharmaceuticals and the National Institute on Drug Abuse 

• Scoring and interpretation: 

• Less than 10 minutes to administer and score. 
• Available Formats: 

• Online COMM 

SAMPLE CASES AT EACH LEVEL OF RISK

Low Risk: Fibromyalgia - Ms. Janet Robinson, 32YOWF
Patient: Ms. Janet Robinson

 Chief Complaint: Increasingly severe pain from fibromyalgia

Narrative: Janet Robinson was recently diagnosed with fibromyalgia and it is 
not responding as well as she would like to try typical fibromyalgia treatment, 
despite following recommendations of a physical therapist and participating in 
cognitive behavioral therapy. Pain is not responding to combinations of 

acetaminophen, NSAIDs, antidepressants, or anti-seizure drugs that are often effective in 
fibromyalgia so she feels she needs something to treat the chronic pain. She is also looking for a new
physician because her long-time family doctor recently retired.

Relevant Past Medical, Psychosocial, Family History: Onset of fibromyalgia 2 years ago following
divorce; remains single, but has a good support system.

Opioid Risk Factors:

• Personal or family history of substance use problems: None 
• Mental health conditions: None 
• History of adult or childhood sexual, physical or emotional trauma: None 
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Medium Risk: Knee Pain - Mr. Jeff Reed, 20YOWM
Patient: Mr. Jeff Reed

 Chief Complaint: Needs additional medication to treat knee pain

Narrative: Jeff Reed has been active in various recreational sports for all his life 
and identified as an athlete until his knee injury 2 years ago. Since then, he has 
taken NSAIDs, and they were effective until he became depressed a half year ago. 
His depression lifted with treatment with counseling and a SSRI antidepressant, but

he still has constant moderate pain. He requests something stronger for the pain.

Relevant Past Medical, Psychosocial, Family History: Knee surgery (torn meninscus) 2 years 
ago; brother with history of substance abuse. He has a history of successfully treated depression. He 
recently stopped his antidepressant because he was feeling better and he did not like the side 
effects.

Opioid Risk Factors: Recent depression; family member with substance abuse history.

High Risk: Headache - Mrs. Hanna Collins, 28YOBF
Patient: Mrs. Hanna Collins

Chief Complaint: Daily headache that she says only responds to a combination of acetaminophen 
and oxycodone but she has run out.

Narrative: Hanna Collins has daily chronic headaches and found that they did not respond to 
NSAIDs but did respond to acetaminophen/oxycodone taken after a C-section. She was on 
antidepressants for post-partum depression but stopped them due to the expense; she reports still 
feeling depressed. She reports drinking two to three alcoholic drinks per day.

Relevant Past Medical, Psychosocial, Family History: C-section delivery 1 year ago. Her 
obstetrician prescribed a combination of acetaminophen/oxycodone after the initial C-section and 
then again after repair surgery; 4 children; chronic daily headaches for several years, postpartum 
depression. She has seen several other primary care providers for the headache.

Opioid Risk Factors: Previously undiagnosed alcohol abuse, comorbid depression, multiple opioid 
prescribers.

CASE: MS. COBB PART 3
Patient: Ms. Paula Cobb, 29 years old 

Chief Complaint: Needs additional medication to treat hip bursitis

History of Present Illness: Ms. Cobb is a long-distance runner who developed 
bursitis in her right hip and buttock last year. In the past 6 months her condition has 
been treated with various NSAIDs, and yet she still had moderate pain and limited 
range of motion in her leg and hip. Earlier in her treatment, she had several 

cortisone injections, which helped "about 50%", but she does not want to continue them long term 
because of side effects. She requests help for her undertreated pain. 
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PROVIDER-PATIENT DIALOGUE FOR STRATIFICATION OF RISK:  

Dialogue about co-occuring psychiatric conditions

Provider: Have you found yourself anxious or depressed recently? 
Ms. Cobb: No, not depressed, but sometimes I'm anxious about the pain. 

Provider: I see. And how would you describe your social support, including family and friends? 
Ms. Cobb: It's good. I'm close to my family and my husband, and I have several close friends 

and a group I have fun with. 

Dialogue about personal or family history of aberrant alcohol and drug-related behaviors

Provider: Is there anyone in your family with substance abuse problems, such as alcoholism or drug 
dependencies, or a history of such problems? 

Ms. Cobb: No, just my father; he's a recovered alcoholic. 
Provider: Have you had any substance abuse problems, such as alcoholism or drug dependencies, 
or a history of such problems? 

Ms. Cobb: No, not at all. 

Dialogue about history of physical or sexual abuse

Provider: Did you experience any abuse as a child - physical, emotional, or otherwise? 
Ms. Cobb: No. 

Question: Based on the information in this patient interview, what level of risk does Ms. Cobb have?

1. No risk 
• Feedback: Incorrect. Ms. Cobb has at least low risk because of past depression, 

current mild anxiety, and a father who is a recovered alcoholic. 
2. Low to Medium Risk 

• Feedback: Correct. Ms. Cobb has low risk to moderate risk because of past 
depression, current mild anxiety and a father who is a recovered alcoholic. 

3. High Risk 
• Feedback: Incorrect. Ms. Cobb has low risk to moderate risk because of past 

depression, current mild anxiety and a father who is a recovered alcoholic. 
4. High 

• Feedback: Incorrect. Ms. Cobb has low risk to moderate risk because of past 
depression, current mild anxiety and a father who is a recovered alcoholic. 

Question: What level of care is appropriate for Ms. Cobb? [Check all that apply]

1. Primary Care 
• Feedback: Potentially Correct. Patients with low risk of substance abuse can be 

managed in primary care. However, specialty consultation may be required, depending 
upon the provider's training and experience. 

2. Primary care in consultation with specialists 
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• Feedback: Potentially correct. Patients with low risk of substance abuse can be 
managed in primary care. Specialty consultation may be required, depending upon the 
provider's training and experience. 

3. Referral to specialist(s) 
• Feedback: Incorrect. Patients with low risk of substance abuse can be managed in 

primary care. 

Question: Which of the methods below should you employ as part of taking universal precautions? 
(Check all that apply)

1. Having clear treatment goals 
• Feedback: Although Ms. Cobb has low risk and her pain can be managed in primary 

care, "universal precautions in pain management" are advised to prevent and detect 
abuse, particularly in light of her mild anxiety. The three precautions listed are among 
the 8-10 precautions that are recommended for all patients on chronic opioid therapy. 

2. Paying attention to psychological and substance use issues 
• Feedback: Correct. Although Ms. Cobb has low risk and her pain can be managed in 

primary care, it is still advised to take "universal precautions in pain management" to 
prevent and detect abuse, particularly in light of her mild anxiety. The three precautions
listed are among the 8-10 precautions that are recommended for all patients on chronic
opioid therapy. 

3. Regular assessments of pain and function as long as the treatment continues
• Feedback: Correct. Although Ms. Cobb has low risk and her pain can be managed in 

primary care, it is still advised to take "universal precautions in pain management" to 
prevent and detect abuse, particularly in light of her mild anxiety. The three precautions
listed are among the 8-10 precautions that are recommended for all patients on chronic
opioid therapy. 

GOVERNMENT REGULATIONS

Regulations on Controlled Substances
Prescribers must comply with applicable state and federal law72. Federal regulations regarding the 
prescription of controlled substances are strictly enforced and awareness of these regulations is 
essential to good practice. State regulations and state regulatory agencies also oversee prescription 
of controlled substances. Substantial changes in policy have occurred in over the years9. It is 
important to stay up to date on changes as they occur.

Requirements of a Legal Prescription
The federal Comprehensive Drug Abuse Prevention and Control Act of 1970,
or the Controlled Substances Act, describes the legalities of prescription
drugs. The controlled substance regulations state that:

1. All prescriptions for controlled substances must: 
• Be dated and signed on date issued. 
• Display full name and address of patient. 
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• Include drug name, strength, dosage form, quantity prescribed, and directions for use. 
• Be issued for a legitimate medical purpose by an individual practitioner acting in the 

usual course of his professional practice. 
2. Medical records should accurately reveal the conditions which resulted in the prescription. 
3. Prescriptions for controlled substances may not be phoned in unless it is a true emergency, in 

which case the written prescription must be issued to the pharmacist within seven days and 
must clearly state its purpose for authorization for emergency dispensing. 

4. Practitioners may write prescriptions for controlled substances electronically (due to DEA 
revised regulations in 2010), but it is only slowly becoming reality due to the stringent rules 
and certification requirements. 

• This use of modern technology will allow pharmacies, hospitals, and practitioners to 
maintain control of dispensing substances, reducing prescription errors caused by 
illegible handwriting and misunderstood oral instructions, as well as integrate 
prescription records directly into medical records. 

Regulations on Use of Opioids to Treat Addiction
Only opioid treatment programs (OTPs) may dispense methadone for the treatment of opioid 
addiction. Buprenorphine sublingual tablets may be prescribed in an office-based setting to treat 
opioid addiction, only by a properly waivered and certified provider73. Otherwise, opioids may not be 
prescribed to treat opioid addiction, either for detoxification or maintenance.

Federal and State Law Overlap
Follow the most restrictive regulation. State law regulations may be more restrictive than federal 
regulations, but can not be less restrictive. State laws may have certain limits and stipulations that 
federal laws do not. When there is a difference, the most restrictive regulation applies.

STATE SPECIFIC OPIOID REGULATIONS

Overview
Many states have their own controlled substance regulations and even
specific opioid prescribing policies. The details for each state can be
found in the state by state Related Resource on this page. Unique details
from states that have been particularly active are provided on this page
as examples.

State: Washington
The State of Washington has a number of specific requirements and
recommendations for pain management and prescribing opioids for chronic non-cancer pain that go 
beyond what has been described in this module. The rules are summarized here and can be viewed 
on their department of health website (See Related Resource link on this page). Note: Palliative, 
hospice/other end-of-life care, and management of acute pain are exempted.

Washington's Additional Recommendations ("should")

1. Each patient should receive narcotics from only one prescriber and one pharmacy 
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2. Long acting opioids and methadone should be prescribed only by those who fully understand 
them and are prepared to do careful monitoring. Four hours (lifetime) of continuing education 
program on this topic is recommended for anyone prescribing them. 

3. Episodic care (e.g., emergency departments, urgent care) should consult prescription drug 
monitoring programs or other tracking system before prescribing narcotics, avoid prescribing 
opioids for chronic pain management or at the most, only prescribe enough until the patient 
can return to regular care, write prescriptions to require photo identification, include indication 
for the prescription in the form of an ICD code, and report violations of known treatment 
agreements back to the regular provider 

4. Consider referring patients under 18 years old or with risk factors for opioid misuse 

Washington's Additional Requirements ("shall")

1. Written treatment agreements are required for high-risk patients and should include written 
authorization for releasing the information to/receiving information from: emergency/urgent 
care departments, pharmacies, proper authorities in the event of apparent illegal activity 

2. Periodic reviews of patients with chronic noncancer pain are required at least every 6 months; 
patients whose pain is relatively well-managed on a stable, relatively low dose (40 or less mg 
morphine equivalent), may be seen annually. 

3. Consultation with a pain management specialist is mandatory for adults with a dose over 120 
mg morphine equivalent (oral) per day. Consultations may be by office visit, phone, electronic, 
audiovisual. Exemptions include patients with pain managed on a stable, non-escalating dose;
acute pain; a tapering dose and providers who have completed 12 hours of CE on pain 
management in the past 2 years or who are themselves pain specialists. 

(Washington State)

State: Florida
The state of Florida has a similar statute for prescribing controlled substances, most of which falls 
within what has been covered in this module. The details can be found via the link in the Related 
Resources section on this page.

Florida's Additional Requirement ("shall")

The time for follow-up for a patient who is prescribed a controlled substance:

"The patient shall be seen by the physician at regular intervals, not to exceed 3 months, to assess the
efficacy of treatment, ensure that controlled substance therapy remains indicated, evaluate the 
patient’s progress toward treatment objectives, consider adverse drug effects, and review the etiology
of the pain."

(Florida Legislature)
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MRS. THOMAS - CASE SUMMARY

Case Summary
Patient: Mrs. Louis Thomas, 58 y/o

 Scenario: Mrs. Thomas seeks pain medication for chronic neck pain that bothers 
her constantly every day. She says that a combination of over-the-counter 
medications and immediate release opioids do not provide her with enough pain 
relief. She has experienced the neck pain for the past 3 years.

In the first year, first line therapies, including NSAIDS and physical therapy, were 
tried, but the pain responded only slightly and progressed instead of improving. 

Two years ago, she had a cervical discectomy for a herniated disc, followed by physical therapy, and 
continued an opioid pain medication plus acetaminophen. Neurological symptoms resolved but 
evidence-based treatments other than opioids only yielded some pain relief. Despite extensive 
diagnostic testing, including a negative electromyogram, a specific cause for Mrs. Thomas's pain was
not identified. The provider who prescribed immediate release hydrocodone, refused to continue 
prescribing it. Mrs. Thomas says this was the only time she had significant pain relief. Subsequently, 
she says she had to quit doing prescribed exercises due to the pain.

The pain is now constant and severe around half the time and occurs every day. The pain is worse at 
night and after work, and is described as a burning ache that bothers her every day, sometimes 
causing her to miss work or skip social activities.

MRS. THOMAS - WEIGH RISKS AND BENEFITS
Patient: Mrs. Louise Thomas, 58 y/o 

Scenario: The provider, who is REMS trained in prescribing ER/LA opioids, considers first 
prescribing an immediate release opioid for Mrs. Thomas's severe, non-specific cervical myofascial 
chronic pain that bothers her daily. The plan is to titrate the dose carefully to an effective stable dose 
and then switch to an extended-release or long-acting opioid.

Question: Which of the following are risks of chronic opioid therapy that may affect Mrs. Thomas?

1. Constipation 
• Feedback: Correct. Constipation is a very common side effect. Nausea, sedation, and 

itching are also common. 
2. Sedation 

• Feedback: Correct. Sedation is a common effect, especially in early treatment. Nausea,
constipation, and itching are also common. 

3. Addiction 
• Feedback: Correct. Even with relatively low risk, addiction is a possibility. 

4. Overdose 
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• Feedback: Correct. Overdose is a possible risk, although she does not have a lot of 
risk factors for it. Risk of overdose is even greater when dose is being changed or if 
she takes any sedating medications. 

SUMMARY AND KEY POINTS
• Collaborate with the patient in joint decision-making to enhance patient self-efficacy and 

improve outcomes 
• Opioids may be beneficial for severe acute pain with some special precautions and limitations 
• Incorporate pain mangement and functional goals into the treatment plan 
• Before initiating, weigh the risks and benefits of ER/LA opioid therapy 
• Consider prescribing naloxone along with the initial opioid prescription, for patients requiring 

long term opioid therapy. 
• Determine whether or not the patient is opioid tolerant when prescribing opioids and consult 

product information to learn whether it is safe with the patient's level of tolerance 
• Select initial dose, individually, and titrate to the minimal effective dose slowly 
• Prescribe adjunctive medications and non-pharmacological treatments to spare the opioid 

dose 
• Practice "transparent documentation," when documenting treatment in the patient's record 
• Understand and comply with state and federal regulations, follow the most restrictive 

regulation 
• Create an "exit plan" or plan for stopping treating before starting opioid therapy with a patient  
• Understand that patients with higher risk will require a higher level of treatment structure 

RESOURCES AVAILABLE THROUGH THIS MODULE:
• CDC Guideline for Prescribing Opioids for Chronic Pain

Clinical guidelines, literature review, and analysis of the evidence on the use of opioids for 
chronic pain. Recommendations are also made for prescribing opioids for acute pain. 

• Challenges in Using Opioids to Treat Pain in Persons With Substance Use Disorders 
Comprehensive review article that explores the relationship between pain and substance 
abuse and offers suggestions for evaluation and treatment. Authors: Savage SR, Kirsh KL, 
Passik SD 

• DSM 5 Substance-Related and Addictive Disorders 
The APA's breakdown on changes to substance-related addictive disorder diagnoses 
introduced by DSM-5. The document goes over substance use disorder, addictive disorders 
and briefly states the APA's position on caffeine use disorder. 

• Electronic Prescriptions for Controlled Substances; Final Rule 
The DEA revised regulations to allow electronic prescriptions for controlled substances. 

• ER LA Opioid Analgesics REMS Safety Information 
Selected Important Safety Information. Abuse Potential and Risk of Life-Threatening 
Respiratory Depression for ER/LA Opioid Analgesics 

• FDA announces safety labeling changes and postmarket study requirements for opioids 
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FDA News Release 8/18/2016: FDA announces safety labeling changes and postmarket study
requirements for extended-release and long-acting opioid analgesics. New boxed warning to 
include neonatal opioid withdrawal syndrome. 

• Florida Statute on Controlled Substance Prescribing 456.44 
Scroll down to 456.44 to see the Florida Standards of Practice for controlled substance 
prescribing. 

• Infographic: State-by-state breakdown of opioid regulations 
State by State Opioid Prescribing Policies 

• Official Federal Regulations for Prescribing Opioids 
Official federal regulations concerning the use of controlled substances. The regulations 
address registration, prescription, and schedules of controlled substances, among other topics
pertaining to controlled substances. 

• Opioid Use Disorder Diagnostic Criteria 
The Diagnostic criteria for opioid use disorder, 

• SAMHSA Opioid Overdose Prevention Toolkit  
This resource on SAMHSA's website includes several resources: Facts for Community 
Members; Essentials for First Responders; Safety Advice for Patients; Information for 
Prescribers; and Resources for Overdose Survivors and Family Members 

• State of Washington Pain Management Rules 
State of Washington Department of Health website describes the law passed by this state that 
took effect in 2011 and 2012 to require commissions of several prescribing health professions 
to make rules on pain management and especially reducing the risk in use of narcotics in pain 
management. Links to the adopted rules for each health profession are found on this page. 

• The Clinical Opiate Withdrawal Scale (COWS) 
An abstract that helps to define the Clinical Opiate Withdrawal Scale (COWS) and also briefly 
discusses opioid withdrawal. Authors: Wesson DR, Ling W 

• WHO Pain Relief Ladder 
Developed by the World Health Organization in 1986, the Pain Relief Ladder recommends 
progressively increasing levels of pain treatment for cancer pain until there is pain relief. The 
ladder is sometimes used for treatment of non-cancer pain. 
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OPIOIDS AND PAIN: INITIATING, MONITORING, AND
TERMINATING OPIOID TREATMENT (ER/LA OPIOIDS)

Goal:
Prescribers of ER/LA opioids will be able to understand the limited situations in which these 
medications are indicated and provide appropriate long-term monitoring for their patients who are on 
chronic ER/LA opioid therapy, in order to minimize risks of addiction and other misuse, recognize 
problematic use of the medication, assure continued need, and discontinue use safely when it is 
appropriate.

After completing this module participants will be able to:
• Create an appropriate schedule and plan for monitoring patients on chronic ER/LA opioid 

therapy

• Order and interpret urine drug testing as needed to decrease risk of use of ER/LA opioids

• Recognize the need for referral to addiction or pain specialists for the high risk patient

• Assess the patient for continued need, including pain, functioning, underlying pain condition, 
and side effects/adverse effects; and discontinue treatment safely when indicated

• Apply a comprehensive understanding of the drug information related to ER/LA opioids in 
selecting opioids, determining initial dose, titrating to effect individually and safely, including a 
consideration of opioid tolerance

Professional Practice Gaps
The recent guidelines produced by the American Pain Society (APS) and the American Association of
Pain Medicine (AAPM), Clinical Guidelines for the Use of Chronic Opioid Therapy in Chronic 
Noncancer Pain1, recommended multidisciplinary care for pain and that when opioids are prescribed 
for a patient with chronic pain, a single clinician should be identified who is primarily responsibility for 
the patient's overall medical care1. However, multidisciplinary pain centers have decreased in number
and are not an option for most patients in chronic pain2. Individual pain providers thus now need to 
coordinate care among themselves to provide the same multidisciplinary care in multiple settings. A 
survey of physicians found that they do not feel they have time to consult with other providers 
regarding their patients being treated for chronic pain3. Training in coordinating pain care and 
improved communications among pain providers is likely to lead to more efficient consulting, which 
will help address the barrier of not enough time. In a needs analysis survey for developing this 
training program, 18 physicians and nurse practitioners surveyed rated strong agreement 
(mean=4.4/5) that they would be interested in CME on the topic: "Patient co-management by primary 
care and specialists"4. In fact, this topic was rated second highest of nine topics to potentially be 
covered on this website, after "best practice in using opioids." This suggests that providers may not 
feel well prepared to fulfill the role of "home" clinician for patients with chronic pain.
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INTRODUCTION

Monitoring Patients Long-term
It is essential to create a schedule for patient monitoring and adapting treatment when the situation 
warrants it. Pain levels and adverse reactions should be monitored, as well as the underlying pain 
condition. This module is designed to train you to develop and implement a method for monitoring 
patients on chronic opioid therapy.

Urine Drug Testing
Ongoing urine drug testing (UDT) is recommended for all patients on chronic opioid therapy. It is 
considered to be the best specimen for drug tests due to its relatively long window of detection and 
non-invasive sample collection. This module will train you how to order and interpret urine drug 
testing as needed to support safe use of ER/LA opioids.

Aberrant Behaviors
Monitoring aberrant behaviors should happen at each appointment on some level. It is important to 
know when to refer high-risk patients and patients exhibiting aberrant behavior. This module will 
teach you to identify and respond to aberrant behaviors.

MRS. YOUNG - HIGH-RISK PATIENTS 
Patient: Mrs. Carlene Young, 28 y/o

Scenario: Mrs. Young comes to the clinic for treatment of a fractured wrist, sustained 
during a Zumba workout 3 weeks ago. Mrs. Young was initially prescribed ibuprofen 
when the wrist was treated. She returned after a day saying the ibuprofen was "not 
enough" and was prescribed acetaminophen with codeine. Now, Mrs. Young mentions
that the pain is "unbearable" and she would like something stronger. Mrs. Young 
mentions she was previously on opioid therapy after surgery to repair a torn ACL. A 
quick look at her chart reveals that for the previous injury, Mrs. Young often ran out of 

opioid medication before her prescriptions had run out - which is potentially an indication substance 
abuse. A thorough evaluation does not reveal any problems, but given her complaint of severe pain, 
evaluation by a surgeon as soon as possible is recommended.

Question: How would you respond to Mrs. Young's request for stronger pain medication until that 
evaluation?

1. Tell Mrs. Young to continue with the ibuprofen due to her past history. 
• Feedback: Incorrect. This is not the best answer to managing Mrs. Young's pain. 

2. Prescribe a high dose of a strong opioid to cover the severe pain. 
• Feedback: Incorrect! High doses of strong opioids cannot be given to opioid-naive 

patients without risking overdose. 
3. Prescribe a small quantity of short-acting opioid to be taken on a schedule. 
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• Feedback: Correct. Given Mrs. Young's previous indication of substance misuse, this is
the most appropriate answer.  A written patient-treatment agreement should be 
considered as well.

4. Prescribe a small supply of short-acting opioid to be taken as needed. 
• Feedback: Incorrect. This is not the best answer because it is better to take the 

medication on schedule than as needed. 

CLINICAL GUIDELINES FOR CHRONIC OPIOID THERAPY
The CDC produced clinical guidelines for all patients based on an analysis
of the literature and expert input5. Following these guidelines would reduce
the rate at which opioids are currently prescribed and therefore would
likely help decrease the rate of opioid use disorder. The CDC's guidelines
are paraphrased below.

DETERMINE WHEN TO INITIATE OR CONTINUE CHRONIC OPIOIDS  

1. Use other treatments first if possible: Non-opioid pharmacologic medication and 
nonpharmacologic therapy are preferred treatment for chronic pain. Consider opioids only if 
benefits for both pain and functioning are likely to outweigh risks. If opioids are prescribed, 
minimize their use by combining them with non-opioids and non-pharmacological therapy. 
Evidence level 3. 

2. Use treatment goals: Set realistic treatment goals for pain and function at the outset. Explain
that treatment will continue only if the risk-benefit ratio is favorable and there is "clinically 
meaningful improvement." Evidence level 4. 

3. Discuss risks with patient: Discuss known risks and realistic benefits of opioid therapy 
before starting. Define patient and clinician responsibilities for managing therapy. Evidence 
level 3. 

OPIOID SELECTION, DOSE, DURATION, FOLLOW-UP, DISCONTINUATION  

1. Use immediate release, not extended release/long acting opioids (ER/LAs) when starting
opioid therapy for chronic pain. Evidence level 4. Note that REMS for ER/LA opioids require 
that the companies provide special training for prescribers of ER/LA opioids. 

2. Use lowest possible dose: Reassess benefits vs risks carefully when considering a dosage 
increase to ≥50 morphine milligram equivalents (MME)/day. Avoid increasing the dose to ≥90 
MME/day or carefully justify. Evidence level 3. 

3. Prescribe only a 3-day supply for most acute pain, rarely more than a 7-day supply: 
The supply should be only for the duration of pain requiring opioids, not the duration of the 
pain. Prescribe the lowest effective dose of immediate-release opioids. Evidence level 4. 

4. Evaluation of benefits vs. harms/risks is ongoing: Evaluate benefits and harms/risks with 
patients within 1 to 4 weeks of starting opioid therapy or a dose increase. Reevaluate at least 
every 3 months. Taper to a lower dosage or discontinue opioids if benefits do not exceed 
harm. Evidence level 4. Note that most patients can tolerate around a 10% reduction of the 
original dose per week6. 
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ASSESSING RISK AND ADDRESSING HARMS OF OPIOID USE  

1. Ongoing evaluation for risk of opioid-related harm: In addition to evaluating risk of opioid-
related harm, plan strategies to mitigate risk. Consider offering naloxone when factors that 
increase risk for opioid overdose are present, e.g., history of overdose, history of substance 
use disorder, higher opioid dosages (≥50 MME/day), or concurrent benzodiazepine use. 
Evidence level 4. 

2. Consult prescription drug monitoring database before prescribing and during 
treatment: Look at total opioid doses and dangerous drug combinations. Check database at 
least every 3 months and consider checking at every prescription. Evidence level 4. 

3. Use urine drug testing before and during treatment: Test prior to prescribing and at least 
annually for the prescribed medications, controlled prescription drugs, and illicit drugs. This 
recommendation may vary depending on the individual clinician, clinic and/or patient situation.
Evidence level 4 

4. Avoid prescribing opioids together with benzodiazepines: Avoid concurrent prescribing 
whenever possible. Evidence level 3 

5. Treat opioid use disorder: Treat or arrange treatment for opioid use disorder. Treatment is 
usually with medication assisted treatment, i.e., buprenorphine or methadone, in combination 
with behavioral therapy. Evidence level 2. 

-Level 2 evidence means evidence from clinical trials with limitations or exceptionally strong evidence
from observational guidelines. 
-Level 3 evidence means evidence from observational studies or randomized clinical trials with 
notable limitations. 
-Level 4 evidence means it comes from clinical experience or observations or studies with important 
or major limitations.

APA CLINICAL GUIDELINES FOR CHRONIC OPIOID THERAPY
Clinical guidelines for the use of chronic opioid therapy1 overlap to a large extent with the more recent
CDC guidelines presented on the previous page, but do include a few additional guidelines:

1. Pain should be moderate or severe in order to prescribe opioids 
2. Patient/provider treatment agreements: Consider use of written agreements that describe 

responsibilities of both the patient and prescribing provider and the treatment structure that 
helps prevent addiction, misuse, and diversion. Include patient education on using as directed,
safe storage, keeping appointments, etc. 

3. Increase treatment structure for higher risk patients: For example, more frequent 
appointments and urine drug testing with higher risk 

4. Plan for stopping opioid treatment before starting: Describe a plan that includes the 
conditions under which treatment will be stopped, and a plan for tapering and providing 
psychosocial supports when stopping. 

These guidelines will be described further in the following pages.
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POLL: I CONSULT WITH THE LABORATORY REGARDING
URINE DRUG TEST RESULTS WHAT PERCENT OF THE

TIME?
Poll Responses:

1. 0-10% 
• 28% (156 votes) 

2. 11-25% 
• 16% (87 votes) 

3. 26-50% 
• 12% (66 votes) 

4. 51-75% 
• 10% (54 votes) 

5. 76-100% 
• 22% (124 votes) 

6. Not applicable 
• 12% (67 votes) 

INITIATING TREATMENT WITH OPIOIDS

Guidelines for Prescribers In Chronic Pain
• Chronic pain is almost never completely eliminated. Pain is typically

reduced by opioids several points on a scale of one to ten. 
• Use written, signed Patient/Provider Treatment Agreements that

describe the responsibilities of both patient and healthcare provider,
including terms of treatment, prohibited behavior, and points for
termination. 

• Adjust treatment structure as needed for risk, with a higher level of
treatment structure for high risk patients (including an increased
monitoring of medication use, more frequent drug-screenings, and a
more stringent Treatment Agreement). 

• Patient education should include information on how to take the medication, drug 
interactions, withdrawal symptoms, safe storage and disposal, and safety risks. 

• Use caution in an opioid naive patient. For the initial trial dose, choose the dose based on 
efficacy and tolerability. 

• Minimize diversion, by educating patients on the proper storage and disposal of opioids. 
1,7,8

Initial (Acute Pain) Prescriptions That Increase Risk of Chronic Opioid Use
A study of the patient records of over a million patients with acute pain who had been prescribed 
opioids aimed to identify the characteristics of prescription circumstances most likely to lead to 
chronic opioid use and found the following9:
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• The odds of long term opioid use increased sharply after a 5 day or longer initial prescription, 
even at low doses 

• Chance of long term opioid use inceas if there is a 2nd prescription or refill 
• Starting with a long acting opioid is associated with greater risk of long term opioid use than 

oxycodone or hydrocodone. Tramadol (Ultram) was the second most likely. 

DOCUMENTATION IN THE PATIENT RECORD

What to Include
Accurate, complete documentation is essential in order to provide proper
patient care and to meet regulatory and legal requirements regarding chronic
opioid therapy10. In addition to a written treatment plan, thorough records
should be kept of each visit. Keeping complete records of the following
elements is important for tracking treatment progress and to be prepared in
the event of a government audit:

Initial Evaluations

1. Medical history (include current and past pain treatment) 
• Include indication, date, type, dose, and quantity prescribed for

current medications 
• Be sure to include concomitant use of benzodiazepines, alcohol

or other CNS meds 
2. Pain severity, type of pain, location, and other pain assessment results 
3. Physical examination results 
4. Diagnostic, therapeutic, and laboratory results 
5. Underlying condition responsible for the pain; co-existing conditions that affect pain 

• Poorly controlled depression or anxiety 
6. Effect of pain on physical and psychological functioning 
7. History of substance abuse, results of risk assessment 
8. Any evidence of risks for significant adverse events, including: 

• History of falls or fractures 
• Sleep apnea or other respiratory risk factors 
• Possible or current pregnancy 
• Allergies or intolerances to pain medications 

9. Evaluations and consultations 

Treatment

1. Treatment objectives 
• Planned change in pain relief 
• Planned change in physical or psychosocial functioning 
• Any further diagnostic evaluation or treatments 

2. Risks and benefits 
3. Informed consent 
4. Medications (including indication, date, type, dosage and quantity prescribed) 
5. Other treatments 
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6. Medical indications for use of a controlled
substance 

7. Treatment agreements, patient education and instructions 
8. Action plans, including plan for ongoing monitoring 

Ongoing Monitoring

1. Periodic reviews, include treatment outcomes, updates 
2. Treatment adherence 
3. Side effects ("adverse events") 

(FSMB, 2013; Chou et al., 2009)

A Clinical Tool for Pain Record Keeping
The Pain Assessment and Documentation Tool (PADT) is a tool that can be used to document visits.

OPIOID SELECTION

Understand the Unique Pharmacology of Each Drug
Understand the variability of opioid pharmacology10. Two potent classes of
opioids that are particularly important in this regard are: 

Extended-release/long-acting (ER/LA) opioids are used for the minority of
patients who require around-the-clock opioid therapy. These opioids are not
appropriate for managing acute pain and should not be prescribed to an opioid-
naive patient due to the risk of overdose (Physicians for Responsible Opioid
Prescribing, 2011). The extended-release/long-acting opioids have a Risk
Evaluation and Mitigation Strategy (REMS) that includes prescriber training in
their use supplied indirectly by the manufacturer. If a patient is a good candidate for ER/LA opioids 
and is opioid-naive, best practice suggests that providers start by prescribing immediate release 
opioids in small amounts on a strict schedule, adjusting to the lowest dose that adequately manages 
the patient’s pain, then switching to a comparable dose of ER/LA opioids for 24-hour coverage. The 
specific opioid should be chosen according to its relative potency (morphine equivalents are useful in 
this regard) and matched to the patient's pain severity. For example, tramadol is a schedule IV 
controlled substance opioid-like drug that comes in an extended-release formulation that is relatively 
less potent but has less severe side effects than other opioids.

Rapid onset opioids (ROO): Due to the high amount of opioid available in these formulations, they are
only appropriate for the opioid tolerant individual and should be titrated carefully because of variations
among opioids and individuals. ROO are often used for break-through pain. This class of drug 
includes a Risk Evaluation and Mitigation Strategy (REMS).

Establish Tolerance Before Prescribing Relatively Potent or High Doses of ER/LA 
Opioids
Before prescribing high potency extended-release/long-acting (ER/LA) opioids, patients must have 
developed enough tolerance to be able to take these medications. Ask patients who are already on 
opioids what dose they take regularly to see if they are tolerant. Even with tolerance built up, 
variations between opioid medications and between individual patients mean that each new 
medication should be carefully titrated as if the patient had never taken that medication, to avoid an 
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overdose11. Follow product information carefully for opioid naive patients. Before initiating any 
strength of transdermal fentanyl or ER hydromorphone the patient MUST be opioid tolerant. The 
tolerance level needed varies for different ER/LA opioid doses and strengths so be sure to check the 
product information8.

Drug Interactions
With most ER/LA opioids, the consumption of alcohol can have serious adverse effects, as alcohol 
can further depress the respiratory system. Providers should perform a thorough assessment and not
prescribe ER/LA opioids if patients are on CNS depressants, MAOIs, or, in some cases, cytochrome 
P450 inhibitors8.

"INHERITED" PATIENTS

Chronic Pain Patients Coming from Other Practices
Strategies for managing inherited pain patients include triaging patients into one of three groups:

1. Patients who are doing well and are being managed on a course of therapy that is both 
reasonable and appropriate for the diagnosis. 

2. Patients who have been managed in a fashion that is not totally consistent with the new 
caregiver’s experience and resources, and may reflect a clinical picture that can be optimized. 

3. Patients whose course of therapy is, for a variety of reasons, indefensible, and so not 
something the new provider feels he or she is able to support. 

12

The inherited chronic pain patient recommendations also emphasize:

• Provider understanding of the federal regulations to safely treat this patient population. For 
example, providers can provide several months worth of Schedule II drug prescriptions at a 
single visit, with a "Do Not Fill Until" notice preventing the patient from abusing or diverting the
medication. 

• Individualized Opioid Therapy. This includes considering the concepts of opioid rotation and 
tapering the patient if current opioid therapy is not effective. 

7

PATIENT EDUCATION FOR THE SPECIFIC ER OR LA OPIOID
In addition to routine patient education about opioids, it is crucial to provide product-specific 
information (found on the drug label), including: 

• How to take the medication (is it a patch or tablet/capsule) 
• The dosing regimen 
• What to do if a dose is missed8

• Emphasize that tablets/capsules should not be crushed or broken, nor patches torn, as this 
may release potentially lethal doses of the opioids 

• Potential side or adverse effects of particular ER/LA opioids. Patients should be advised to call
their provider if they experience serious side effects8. 
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TOLERANCE
Individuals who repeatedly use opioids are likely to develop a tolerance for
opioids. Tolerance is a decrease in the drug's effects such that ever-
increasing doses of the drug are required to produce the same effect13. As a
result, the opioid user needs increasingly larger opioid doses in order to
achieve the same effects14. Tolerance is a normal consequence of being on
chronic opioid therapy.

It is critical to consider whether or not the patient is opioid tolerant when prescribing opioids. Some 
opioids require that the patient already have some tolerance and should not be used in opioid-naive 
patients.

It is important to assess a patient's tolerance before prescribing opioids.

MR. LEWIS - OPIOID SELECTION
Recall the following case first introduced in the assessment module: 

Patient: Mr. Raymond Lewis, 72 y/o

Scenario: Mr. Lewis's medical history is significant for onset of type 2 diabetes 
at 48 y/o. He has been insulin dependent for 7 years, and his diabetic peripheral
neuropathy started with gradual onset of numbness, tingling, and then pain in 
his feet about 4 years ago. The neuropathy is now constant and mild to 
moderate during the day, but moderate to severe at night despite all evidence-
based, non-opioid, first and second line treatments of tricyclic antidepressants 

and anti-epileptic drugs. He says he's interested in trying opioids.

Question: Would you prescribe extended release/long-acting opioids (ER/LA) to Mr. Lewis for his 
peripheral neuropathy pain at this time?

1. Yes, ER/LA opioids should be prescribed at this time because of the severity of his pain. 
• Feedback: Incorrect! Opioids are a consideration because Mr. Lewis does have severe,

chronic pain, at night. Currently, he only has mild to moderate pain in the day. So 
ER/LA opioids are not indicated. Furthermore, he is currently opioid naive, which is a 
contraindication for ER/LA opioids. Immediate-release opioids should be titrated to 
effect during periods of severe pain (nighttime). 

2. Yes, they should be prescribed at this time because he needs round-the-clock opioid therapy. 
• Feedback: Incorrect! Although around-the-clock opioid therapy may ultimately be the 

best and least addictive choice for Mr. Lancaster, he has not taken any opioids in more 
than 20 years and should be considered opioid-naive. Also, extended-release/long-
acting opioids should be avoided in opioid-naive patients until a stable dose is 
established. 

3. No, they should not be prescribed because he is opioid-naive. 
• Feedback: Correct. Extended-release and long-acting opioids should not be prescribed

for an opioid-naive individual. Mr. Lewis has not taken any opioids in more than 20 
years and should be considered opioid-naive. 
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INITIAL TRIAL DOSE
When first prescribing opioid therapy, use a trial prescription/test dose and re-evaluate. Titrate the 
opioid dose by adjusting the dosage while regularly assessing the patient's pain and functioning. The 
following principles are important while titrating dose:

• Using short-acting opioids during dose titration is safer than long-acting opioids. ER/LA opioids
should not be used to manage uncontrolled pain. 

• Choose the dose based on efficacy and tolerability. 
• Use caution in an opioid-naive patient to not overdose. Follow product recommendations for a 

starting dose. 
• Track improvements in functioning as well as pain, because complete pain resolution is 

unlikely. 
• Prescribe the lowest effective dose. 
• Take a multi-modal approach including adjunct medications, non-opioid medications, and non-

pharmacological treatments, such as physical therapy, in order to minimize the opioid dose. 
1

PRACTICE TIP
Adjust dosage around every 3 days and no more than once per 24 hours [For methadone dosage 
increases should not be done more frequently than 7 days due to the risk for respiratory depression.]

HIGH RISK PATIENTS
Includes patients with a history of drug abuse/addiction, comorbid psychiatric
conditions, and patients who exhibit aberrant behaviors such as diversion.

• The 2009 APS/AAPM guidelines strongly recommend that the treatment and
monitoring structures need to be tightened for high-risk patients, and
physicians should only treat these patients if they are equipped to provide the
higher level of structure necessary (eg., increased frequency of urine drug
testing, unannounced pill counts). 

• Multidisciplinary care involving consultation with a mental health or addiction
specialist is also strongly recommended for these patients. 

• If aberrant behaviors are occurring while on chronic opioid therapy (COT), re-assess the 
patient and decide whether a change in treatment is necessary (referral, change in structure, 
taper from opioids). 

• There is little evidence guiding COT in high-risk CNCP (Chronic Non-Cancer Pain) patients. 
Anecdotal experience has shown that COT with tighter structure can be successful in patients 
who exhibit minor aberrant behaviors. For major problems, (e.g., use of illicit drugs), significant
changes may need to be made in the treatment strategy. 
7,12

MR. CHAN - HIGH RISK PATIENT
Patient: Mr. Kevin Chan, 20 y/o 
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Scenario: Kevin Chan has chronic neck pain from a motor vehicle accident injury 2 years ago. He 
uses marijuana and has a history of amphetamine addiction but has been clean for two months. He 
lives in a high-risk environment, but currently needs chronic opioid therapy because all other options 
have been explored for treating his pain.

Question: Of the following, the best schedule for monitoring him after his opioid dose is stable is:

1. Weekly 
• Feedback: Correct. With his history of illicit drug use, Mr. Chan is at risk for opioid 

abuse or addiction. Therefore, weekly monitoring is the best of the choices offered. 
2. Monthly 

• Feedback: Incorrect. With his history of illicit drug use, Mr. Chan is at risk for opioid 
abuse or addiction. Therefore, weekly monitoring is the best of the choices offered. 

3. Every 3 months 
• Feedback: Incorrect With his history of illicit drug use, Mr. Chan is at risk for opioid 

abuse or addiction. Therefore, weekly monitoring is the best of the choices offered. 
4. He cannot be prescribed chronic opioid therapy 

• Feedback: Incorrect. Even people with a history of drug use may have pain that would 
benefit from chronic opioid therapy as part of a comprehensive pain treatment. But it 
should only be prescribed with a high level of structure. With his history of illicit drug 
use, Mr. Chan is at risk for opioid abuse or addiction. Therefore, weekly monitoring is 
the best choice because it offers the highest structure. 

MS. MARTINEZ - HIGH RISK PATIENT

Patient: Ms. Diana Martinez, 24 y/o 

Chief Complaint: Chronic pain syndrome/post-surgical neuralgia

Scenario: Ms. Martinez has a high risk for opioid abuse due to a past history of 
alcohol abuse and occasional self-medicating with non-prescribed opioids. She 
needs treatment of constant, severe, lower back pain that did not respond to surgery.

Question: Of the following, the best treatment modification due to Ms. Martinez's risk for opioid 
addiction or abuse is:

1. Prescribe short-acting opioids to use as needed. 
• Feedback: Incorrect. Ms. Martinez's pain is constant rather than intermittent and so if 

opioids are used, they should be on a schedule rather than as needed. There is some 
thinking that intermittent use of opioids is more reinforcing and more likely to lead to 
addiction. 

2. Ms. Martinez cannot be treated with opioids under any circumstances 
• Feedback: Incorrect. Even though Ms. Martinez has struggled with alcohol abuse and 

self-medicating with opioids, she still has a right to have her pain treated adequately. It 
is true that opioids should be avoided if possible, but if she requires chronic opioid 
therapy, it should be managed by a specialist due to her high risk. 
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3. Require regularly scheduled urine drug testing 
• Feedback: Partially correct. Urine drug testing should be part of the structure provided 

during chronic opioid therapy, but it should be random, not regularly scheduled. Also, 
her treatment will need to be managed by a specialist due to her high risk. 

4. Start using a provider-patient treatment agreement 
• Feedback: Partially correct. A signed treatment agreement is a consensus-

recommended tool for use with any patient on chronic opioid therapy, so should have 
been used from the start with her opioid therapy. Due to her risk for opioid 
abuse/addiction it is extra important and can serve to provide supportive structure and 
reinforce communications about special precautions and office policies. However, at 
this point, her treatment would ideally be managed by a specialist due to her high risk, 
who would be likely to use this instrument. 

5. Referral to a pain and addiction specialist 
• Feedback: Correct. At this point, her treatment would ideally be managed by a 

specialist due to her high risk. A multidisciplinary approach to pain management, one 
that included non-opioid and non-pharmacological treatment is the eventual goal. If 
specialist management is not an option, such as in some rural areas, then more 
frequent appointments, random urine drug testing performed more frequently, and 
careful, regular checking of the prescription drug monitoring data base would be 
important measures. 

MS. MARTINEZ - HIGH RISK PATIENT MEDICAL HOME
Patient: Ms. Diana Martinez, 24 y/o 

Scenario: Ms. Martinez was referred to an addiction specialist, a counselor, and a physical therapist 
by her primary care provider. She will require a "medical home."

Question: Which of the following is correct?

1. The addiction treatment specialist, must be the medical home for Diana's overall medical care.
• Feedback: Incorrect. The primary care provider can provide the role of medical home 

even if he or she is not prescribing the opioid treatment. 
2. The provider who first prescribed the opioids should be the one responsible for Diana's overall

medical care. 
• Feedback: Incorrect. It could be the current primary care provider even if he or she is 

not prescribing the opioid treatment. 
3. The primary care provider could provide the medical home for Diana, even if he or she did not 

prescribe the opioids. 
• Feedback: Correct. The primary care provider can provide the role of medical home 

even if he or she is not prescribing the opioid treatment. 
4. The primary care provider can only provide the medical home for patients who are at low risk 

for substance use problems. 
• Feedback: Incorrect. The primary care provider can provide the role of medical home 

even if the patient is at moderate or high risk for substance use problems. It will be 
even more important for these patients with high risk to have a medical home. 
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REQUIREMENTS FOR SPECIFIC POPULATIONS
ER/LA opioid therapy may vary depending on the patient being treated. This
section will teach the prescriber how to treat and manage specific populations
with ER/LA opioids.

Treatment can vary based on:

• "Inherited" Patients 
• High Risk Patients 
• Barriers 
• Age 
• Gender 

PAIN MANAGEMENT IN OLDER PATIENT POPULATIONS

General Pain Management in Older Patients
In 2009, the American Geriatrics Society (AGS) released an updated version of their clinical 
guidelines for chronic pain, entitled "Pharmacological Management of Persistent Pain in Older 
Persons" (See Related Resources).

A summary of the very strong recommendations with moderate quality evidence is provided here as 
well as a link to the full guidelines.

NSAIDs and COX-2 Inhibitors in Older Patients
Non-opioid Medications

• Acetaminophen continues to be the recommended drug to manage chronic pain in these 
patients. 

• NSAIDs should only be used in rare circumstances in this population due to their potential to 
cause serious cardiovascular and gastrointestinal problems 

• Patients should not take more than one nonselective NSAID or COX-2 selective inhibitor for 
pain control (Low Quality of Evidence) 

When taking NSAIDS or COX-2 selective inhibitors

• Protein pump inhibitors or histamine H2 blockers may reduce GI problems when NSAIDs must
be taken15. 

• Older persons taking nonselective NSAIDs should use a proton pump inhibitor or misoprostol 
for gastrointestinal protection (High Quality of Evidence) 

• Patients taking a COX-2 selective inhibitor with aspirin should use a proton pump inhibitor or 
misoprostol for gastrointestinal protection (High Quality of Evidence) 

• All patients taking nonselective NSAIDs and COX-2 selective inhibitors should be routinely 
assessed for gastrointestinal and renal toxicity, hypertension, heart failure, and other drug–
drug and drug–disease interactions (Weak Quality of Evidence) 

16

Adjuvant Medications in Older Patients
All patients with neuropathic pain are candidates for adjuvant analgesics (Strong Quality of Evidence)
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Patients with fibromyalgia are candidates for a trial of approved adjuvant analgesics (Moderate 
Quality of Evidence)

Tertiary tricyclic antidepressants (amitriptyline, imipramine, doxepin) should be avoided because of 
higher risk for adverse effects (e.g., anticholinergic effects, cognitive impairment) (Moderate Quality of
Evidence)

Treatment strategy

• Agents may be used alone, but often the effects are enhanced when used in combination with 
other pain analgesics and nondrug strategies (Moderate Quality of Evidence) 

• Therapy should begin with the lowest possible dose and increase slowly based on response 
and side effects, with the caveat that some agents have a delayed onset of action and 
therapeutic benefits are slow to develop. For example, gabapentin may require 2 to 3 weeks 
for onset of efficacy (Moderate Quality of Evidence). 

• An adequate therapeutic trial should be conducted before discontinuation of a seemingly 
ineffective treatment (Weak Quality of Evidence) 

16

Other Pain Medications in Older Patients
Long-term systemic corticosteroids should be reserved for patients with pain-associated inflammatory
disorders or metastatic bone pain. Osteoarthritis should not be considered an inflammatory disorder 
(Moderate Quality of Evidence)

All patients with localized neuropathic pain are candidates for topical lidocaine (Moderate Quality of 
Evidence)
16

OPIOID THERAPY IN OLDER PATIENTS
As confirmed in the 2009 AGS guidelines, acetaminophen remains
the first-line treatment for CNCP in older patients, except in patients
with liver conditions.

It is important to note that no specific studies have been conducted
in the elderly on the use of opioids in CNCP17. However, in general,
there is increasing evidence that opioids are effective in treating
CNCP and CNCP is commonly the result of diseases of older patients. Based on its pharmacological 
profile (half-life of the drug and its metabolites are not increased in the elderly, minimal 
immunosuppressive effects), buprenorphine has been recommended as the primary opioid 
medication for treating chronic pain in the elderly17.

• If opioids are used, it is recommended that prescribers: 
• Begin with a low dose of oral opioids 
• Slowly titrate up to the dose that adequately relieves pain 

18

These treatment alterations are recommended due to pharmacokinetic and pharmacodynamic 
differences in older patients, as well as due to the increased risk of adverse effects of opioid use, 
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such as constipation and respiratory depression in this population18,19. Due to the risk of falls, it is 
recommended that alcohol and other CNS depressants not be used concurrently with opioids20.

ER/LA Opioids Pain should be severe, constant and not responsive to other therapies to prescribe 
the extended release or long-acting forms of opioids21. Additionally, the guidelines recommend 
monitoring carefully patients who are elderly, infirm, or debilitated when on ER/A opioids, because of 
increased risk for respiratory depression.

Recommendations on Opioid Treatment for Older Patients from the AGS, 2009:

All patients with moderate to severe pain, pain-related functional impairment, or diminished quality of 
life due to pain should be considered for opioid therapy (Low Quality of Evidence)

Clinicians should anticipate, assess for, and identify potential opioid-associated adverse effects 
(Moderate Quality of Evidence)

Maximal safe doses of acetaminophen or NSAIDs should not be exceeded when using fixed-dose 
opioid combination agents as part of an analgesic regimen.

Consider increased cardiovascular/cerebrovascular and gastrointestinal risk vs. benefits when 
prescribing NSAIDs22.

When long-acting opioid preparations are prescribed, breakthrough pain should be anticipated, 
assessed, and prevented or treated using short-acting immediate-release opioid medications 
(Moderate Quality of Evidence)

Only clinicians well versed in the use and risks of methadone should initiate it and titrate it cautiously 
(Moderate Quality of Evidence)

Patients taking opioid analgesics should be reassessed for ongoing attainment of therapeutic goals, 
adverse effects, and safe and responsible medication use (Moderate Quality of Evidence)

OPIOID TREATMENT IN CHILDREN
While it was once believed that neonates, infants, and children do not experience pain, recent 
research has overturned this misconception. Despite advances in the treatment of pediatric pain, 
reports of inadequate pediatric pain management persist23,24. Therefore, due to the risk of abuse, 
toxicity, and other adverse effects, the use of opioids in children poses a dilemma24.

When first line treatment fails, weak opioids may be prescribed in addition to
medications, such as acetaminophen or other nonsteroidal anti-inflammatories. When
prescribing medications that combine acetaminophen and opioids, prescribers need
to avoid exceeding the maximum daily dose of acetaminophen24.

Strong opioids may also be used in cases of hospitalized patients experiencing
severe pain and postoperative pain relief. The opioids should be dosed to maintain
effective analgesia. Non-opioid adjunctive medications may also be used to decrease
the dose of opioids24.

Both weak and strong opioids should be prescribed as part of a multifactorial approach to pain rather 
than as the only intervention23.
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OPIOID TREATMENT IN PREGNANCY

Pregnant Women or Women of Childbearing Potential
In a boxed warning for long acting and extended release opioids released in September 2013, the 
FDA warns:

"For patients who require opioid therapy while pregnant, be aware that infants may require treatment 
for neonatal opioid withdrawal syndrome. Prolonged use during pregnancy can result in life
- threatening neonatal opioid withdrawal syndrome...which may be life threatening..." 

There is little evidence on the use of opioids for CNCP* during pregnancy. Due to the
lack of evidence and the potential for neonatal complications, the 2009 APS/AAPM
guidelines strongly recommend that physicians avoid using opioids for CNCP in
pregnant women. Only if there is a clear necessity or benefit that would outweigh the
potential for harm or risks to the mother and fetus, should providers consider
prescribing chronic opioid therapy. These women should be counseled on the risks
and benefits of COT during and after childbirth1. (*CNCP=Chronic Non-Cancer Pain)

Evidence on the use of opioids in this population include the following:

• Opioid use before conception and during the first trimester has been associated with birth 
defects, such as neural tube defects. Use of opioids during pregnancy may also lead to the 
fetus being born with neonatal abstinence syndrome25. 

CRITICAL OUTCOMES AND OTHER FACTORS TO ASSESS
REGULARLY

Aberrant Behaviors
Aberrant behaviors have been conceptualized as one of the "5 As" for assessment of clinical 
outcomes in patients with pain who are on chronic opioid therapy.

Critical Outcomes to Assess at Every Visit:
Regularly repeated patient monitoring that covers a variety of domains is likely to be more effective 
than occasional, focused monitoring7.

Therefore, every patient on chronic opioid therapy should be assessed on the following critical 
outcomes (5 "As") at every visit:

1. Analgesia: Pain relief, pain intensity (average, worst) and progress towards therapeutic goals 
2. Activities: Activities of daily living including: 1) physical functioning; 2) psychosocial 

functioning 
3. Adverse effects: e.g., constipation, nausea or vomiting, sedation, etc. 
4. Aberrant behaviors: related to misuse/abuse/addiction 
5. Affect: observed emotions/mood and other psychological issues 

(Source: 1st 4 "As": 26; 5th "A": 27)

"Adherence" to the treatment agreement might be considered another "A" for regular 
evaluation.
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Document the items represented by "As" at each appointment. The Pain Assessment Documentation 
Tool (see Resources at end of module) can be helpful in ongoing tracking of pain and response to 
opioid therapy.

Other Factors to Assess Periodically and Adjust the Treatment Plan Accordingly:
1. Pain diagnosis 
2. Changes in health status 
3. Current risk vs. benefit ratio of opioid therapy  

EXIT PLAN
Before starting opioid therapy, there should be an "exit plan" for
stopping treatment if indicated. The plan should describe how
stopping would be accomplished and also should schedule regular
assessments of whether continued treatment is needed.

Reasons to stop opioid therapy include:

• It no longer is necessary 
• A lack of progress toward therapeutic goals 
• Pain is no longer being generated 

• It no longer is tolerated, having unmanageable physical/social side effects 
• It no longer is safe for the patient in other ways, e.g. addiction 
• Aberrant behavior cannot be otherwise managed 
• It is being diverted or there is strong evidence that the medication is not being taken [negative 

drug screens] 
7,28

Providers should share the exit plan with the patient when starting opioids. Patients should be 
strongly advised against stopping chronic opioid therapy suddenly due to the likelihood of withdrawal.
They should also be warned against tapering on their own as this may also lead to withdrawal8. If not 
done carefully, withdrawal can be severe.

An alternative pain treatment should always be offered if needed when weaning a patient off opioids.

MRS. THOMAS: EXIT PLAN
Patient: Mrs. Louise Thomas, 58 y/o 

Scenario: Mrs. Thomas is being prescribed an immediate release opioid for 
severe, constant chronic neck pain. It will be titrated to an effective dose and then 
she will be prescribed the extended release formulation of the same opioid. 

Learning Task: Briefly describe an exit plan from opioid treatment for Mrs. 
Thomas. 
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• An exit plan, in case she can no longer take the opioid for whatever reason, should include a 
humane tapering off of the prescribed opioid, with detoxification if needed, and offering her an 
alternative pain treatment. 

INTRODUCTION TO MONITORING
Treatment structure can reduce and eliminate adverse events.

Pain levels should be monitored, as well as the underlying pain
condition. Side effects also should be reviewed at each
appointment. Aberrant behaviors should be noted and addressed.

Patients must be monitored for adverse reactions consistently and
indefinitely. Create a schedule for patient monitoring and adapting
treatment when the situation warrants it.

As an example, a provider who orders and interprets urine drug
tests appropriately can detect some issues in a timely manner. By providing treatment structure via 
urine drug screens, prescribers can quickly and efficiently deal with indications of misuse or addiction 
and reduce long-term harmful effects.

Patients may reach the point where medication can and should be discontinued for a variety of 
reasons. If discontinuation is indicated, it is also important to know how to safely wean patients off 
opioid use when appropriate, because most patients taking chronic opioids will have some physical 
dependence, preventing them from stopping opioid use abruptly.

MANAGING ADVERSE EVENTS

Preventing and Managing and Side Effects
Adverse events are most common during initial dosing and also at dose change and opioid 
rotation/conversion.

Side Effect Prevent Treatment

Confusion
If a risk, e.g. with dementia, use 
non-opioids as much as possible

Dose reduction, opioid rotation, low 
dose neuroleptics

Constipation
Stool softeners, bowel stimulants,
non-pharm treatments

Treat constipation, opioid rotation

Dizziness --
Treat vertigo, dose reduction + co-
analgesics

Edema, sweating -- Opioid rotation

Endocrine 
dysfunction/reduced 
libido/hypogonadism

Baseline endocrine status + 
annual reassessment

Opioid rotation, dose reduction, 
endocrine treatments/consultation

Hives
Use different chemical class with 
a history

Opioid rotation
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Myoclonus -- Opioid rotation

Nausea/vomiting Use antiemetic with a history Opioid rotation, antiemetic

Pruritis Opioid rotation, antihistamines

Rash
Use different chemical class with 
a history

Opioid rotation, symptomatic

Respiratory depression
Start with low dose and titrate, 
monitor

(see overdose below)

Sedation
Start with low dose and titrate, 
monitor

Dose reduction + co-analgesics, 
stimulants

Urinary retention
Start with low dose and titrate, 
monitor

Opioid rotation, dose reduction

(Adapted from Zacharoff et al., 2010)

Note: Use a diagnostic evaluation to assure that these symptoms are not coming from other causes.

TREATING PAIN AND DEPRESSION
Higher-dose opioid regimens have been associated with increased
symptoms of depression; however, it is unclear whether the increased
symptoms of depression are due to the high-dose opioids29.

Patients with depression or anxiety disorders require additional
interventions; for example, cognitive behavioral therapy (CBT), which
often focuses on coping strategies. Affect and mood may also benefit
from relaxation strategies and biofeedback. All patients with chronic
pain may benefit from learning better coping skills. Pain patients have
also been shown to benefit from traditional antidepressant therapy30.

Unmanaged mental health disorders are an indication for referral for psychiatric/psychological 
evaluation and possibly to pain and addiction specialists. Dual disorders (substance use problems 
plus mental health problems) provide a strong indication for management by specialists.

ONGOING URINE DRUG TESTING (UDT)
Ongoing urine drug testing (UDT) is recommended for all patients on chronic opioid therapy1,31,32.

• Test all patients to prevent missing potential problems and avoid
stigmatizing certain patients. 

• Tests should always be scheduled randomly, so patient is not
forewarned. 

• Low risk patients: At baseline, and at least every 6 months 
• Moderate risk patients: At baseline, and every 3 months 
• High risk patients: At baseline, and more often than every 3 months 

32
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Urine is considered to be the best specimen for drug tests due to its relatively long window of 
detection (1-3 days vs. hours for serum) and non-invasive sample collection.

Uses of Ongoing UDTs:

• To increase patient safety 
• To decrease diversion 
• To identify cases of drug misuse or abuse 

33

UDT INTERPRETATION

Concerning results of urine drug tests (UDTs) fall in the following categories:
1. Prescribed drug is not detected 
2. An illicit drug is detected 
3. A nonprescribed scheduled drug or drug of concern (such as the muscle relaxant 

carisoprodol) is detected 
32

Record the UDT results and interpretation in the patient's chart and discuss with the patient 34.

Positive screening tests should be followed by asking the patient if they used the substance detected.
Take into consideration all possibilities when interpreting urine drug test results. Consider prescribed 
and OTC medications, including herbals, which could cause false positive results, as well as 
conditions which could alter metabolism or excretion of medications.

Before action is taken, there should be confirmatory testing and consultation with a toxicologist 
regarding possible continued false positives.

POSSIBLE CAUSES OF UNEXPECTED RESULTS
Unexpected Positive Results 

• Misuse, addiction, or undertreated pain 
• Lab error, test overly sensitive 
• Cross-reactivity with the patient's medications 
• Metabolite of a prescribed drug 

Unexpected Negative Results 

• Patient is not taking the drug, whether for innocent reasons or because of diversion. 
• Test is not sensitive enough. 
• Urine belonging to someone else was diluted or adulterated to avoid an illicit drug being 

detected. 

PRACTICE TIP
Interpretation of UDTs is complex and a consultation with the laboratory toxicologist is often indicated.
Interpreting incorrectly in either direction could have significant harmful consequences for the patient.
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LIMITATIONS
While UDTs can quantify the amount of a drug in the urine, at this time, it is not possible to affirm that 
a patient is taking the prescribed dose. Algorithms are in development that could lead to making 
conclusive relationships between urine concentrations and dosage, but at this time, the technology 
and interpretation of findings are not sufficiently evolved to recommend their use35.

ELEMENTS OF ONGOING MONITORING

When to Monitor
Monitor patients on chronic opioid therapy regularly:

• All patients: Monitor carefully and communicate with them and
their caregivers or family during dose initiation or change36. 

• Low risk, stable patients: Provide quick monthly check-in + in-
detail check-in at least every 6 months. 

• Higher risk patients: Provide weekly or more frequent
monitoring. 

1

What to Monitor 

Just as for initial assessment, a systematic approach should be used to monitor the patient once 
treatment has been initiated. Because chronic pain can persist indefinitely, the treatment plan should 
include a plan for long-term monitoring of:

MEDICATION RESPONSE 

• Analgesia: Treatment objectives need to be clear and realistic. It rarely possible to eliminate 
pain. The best improvement achievable may be a reduction of several points on a 1 to 10 pain
scale. Patients may be asked to record pain over time in a pain diary or in their own electronic 
health record. 

• Functioning: 
• Physical function: activities of daily living, e.g., walking, working, attending to personal 

hygiene, child care 
• Psychosocial function: participation in relationships and general effect on mood, the 

ability to enjoy life 

Re-assess pain and functioning using objective evidence and any available relevant information such 
as caregiver's reports. Tolerance, a decrease in one or more of the opioid's effects over time, may 
develop, though tolerance to side effects [e.g., respiratory depression, nausea, sedation] presents 
earlier than tolerance to analgesia37. Medication should be adjusted if pain is under-treated.

Note that:

• Opioid-induced hyperalgesia (increasing pain or pain sensitivity) is a possibility if pain worsens
without an identifiable cause in a patient receiving high doses of opioids37.  
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• Improvement in pain may not correspond directly to improvement in functioning and vice 
versa. 

CONTINUED NEED 

• Evaluate the underlying condition if one has been identified. 

COMPLIANCE 

• Patients should be asked about proper use of medication at each appointment. Is there 
compliance with the treatment plan and appropriate use as spelled out in the Provider/Patient 
Treatment Agreement?

Check compliance using the following:

• Checking the Prescription Drug Monitoring Program at least every 3 months. Consider 
checking at each prescription. 

• Medication reconciliation, for example random call back for pill counts 
• Urine drug testing 
• Observing for aberrant drug-related behavior. 
• Checking on safe (Locked) storage 

SIDE EFFECTS 

Side effects of pain medication may contribute to poor quality of life despite
improved pain38. Some side effects may develop later in treatment, such as
endocrinopathies, tolerance, sleep disorders, and opioid use disorder, and
so patients should be evaluated periodically39.

Regarding endocrinopathies, monitor men for hypogonadism; ask about
libido, erectile dysfunction39. Depression and lethargy may also be related
to low testosterone. Note, testosterone levels return to normal as soon as
24 hours after stopping opioids. Testosterone replacement helps with many
of the symptoms of endocrinopathy. In women, endocrinopathy may manifest as dysmenorrhea, 
sexual dysfunction, depression, and decreased bone mineral density (and increased fractures).

ADDICTION/MISUSE RISK

Current addiction or risk of addiction or misuse, just as when initially prescribing the opioid.

ONGOING COMMUNICATION: PAIN DIARY

Pain Diary for Provider-Patient Communication
Having the patient keep a pain and activity diary may help assess pain over time, get better answers 
to pain history questions, improve your diagnostic abilities, and streamline efforts to relieve suffering. 
Typical diaries have patients record:

• Pain levels (scale of 1 to 10) 
• Monitored retrospectively to avoid bringing attention to the pain throughout the day, but 

monitored throughout the day when appropriate, for example, when changing 
medications 
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• Individual recordings can be connected to show a graph of pain throughout the day 
(see below) 

• Many apps for cell phones or other mobile devices are available now for tracking pain 
and can be found with an Internet search of "pain diary app" or "pain tracking app" 

• Medications and other treatment modalities 
• Functioning 

• The impact of pain and treatment on the patient's ability to engage in his/her activities 
of daily living 

• Mood 

The Target Chronic Pain Notebook (see Related Resources on this page) is an example of a pain 
diary that can be used.
40

Example Pain Chart and Pain Log
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PATIENT RECORD DURING MONITORING

What to Record During Ongoing Monitoring
In addition to a written treatment plan, thorough records should be kept of each visit. Keeping 
complete records of the following elements is important for tracking treatment progress, being 
prepared in the event of a government audit, and assuring continuity of care if a referral becomes 
necessary.

1. Medication Response – analgesia and functioning. Document tolerance if present and reasons
for dose change or switching medications 

2. Continued Need 
3. Compliance/Treatment adherence 
4. Side effects and adverse events 
5. Addiction/Misuse and Risk 

Additionally, there should be periodic case reviews that evaluate and update treatment goals and 
outcomes.
1,38

Document Assessments and Monitor Results At Each Appointment
Pain should be assessed at every appointment during chronic pain treatment, as it may change over 
time.

Let your patients know that you care about their pain and how it affects their lives and that you will do 
everything you can to help them.

It is important to note that while prior substance abuse might require additional monitoring and expert 
consultation, it does not rule out the possibility of treatment with ER/LA opioids.
10

PRACTICE TIPS
1. A Clinical Tool for Pain Record Keeping: The Pain Assessment and Documentation Tool 

(PADT) is one tool that can be used to document visits. 
2. Records must be current, accessible, and available for review38. 

3. Use records to spot trends over time. 

THE VALUE OF ONGOING ASSESSMENT TOOLS
Ongoing assessment tools are used throughout opioid treatment for
chronic pain to monitor the patient's progress and identify abuse of
medication. They identify current misuse in patients already on
opioids. Frequent use of the tool as a monitoring system should alert
the clinician to early aberrant change in the patient's behavior, and
minimize the damaging effects of addiction in the patient's life.

Since physical dependence and tolerance occur in most patients on
long-term opioid therapies these factors, commonly used in other
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settings, will not be helpful in identifying patients with addiction to opioids. It can thus be a challenging
task for clinicians to determine whether a chronic pain patient, who is physically dependent upon 
prescription opioids for pain management, is in fact addicted to opioids. Ongoing assessments tools 
can thus be an essential tool to identify addiction.

EXAMPLES OF ONGOING ASESSMENT TOOLS

Introduction
The tools below help providers identify current misuse in patients already on opioids in order to 
monitor progress and prevent medication misuse. Each assessment tool varies in terms of criteria, 
length, target population and context. The clinician should take steps to address any addiction issues 
that arise, whether through treatment changes, referrals or increased monitoring.

COMM - Current Opioid Misuse Measure
Purpose: The Current Opioid Misuse Measure (COMM) tool assesses aberrant medication-related 
behaviors of patients with chronic pain. 

ABC - Addiction Behaviors Checklist
Purpose: The Addiction Behaviors Checklist (ABC) screens for characteristic addictive behaviors in 
chronic pain patients that are prescribed opioid medications. It tracks past and present behaviors to 
assess inappropriate opioid use. 

Chabal 5-Point Prescription Opiate Abuse Checklist
Purpose: The Chabal 5-Point Opiate Abuse Checklist assesses criteria that suggest prescription 
opioid misuse in chronic pain patients 

PMQ - Pain Medication Questionnaire
Purpose: The Pain Medication Questionnaire (PMQ) is an assessment tool for ongoing monitoring of
aberrant behaviors. It helps clinicians to identify whether a long-term chronic pain patient is exhibiting 
aberrant behaviors associated with opioid medication misuse. 

PDUQ - Prescription Drug Use Questionnaire
Purpose: The Prescription Drug Use Questionnaire (PDUQ) assesses opioid misuse and 
dependence in chronic pain patients. 
PADT - Pain Assessment and Documentation Tool 
Purpose: The Pain Assessment and Documentation Tool (PADT) assesses patient progress on long-
term opioid treatment for chronic pain, and is used throughout opioid treatment. It addresses the 
patient's pain in various dimensions, including level of physical pain, how pain affects the patient's 
everyday living, adverse effects of pain, and noticeable drug-seeking behaviors. It is not intended to 
be predictive of drug-seeking behavior, a quantitative approach to pain management or predict 
positive and negative outcomes of opioid therapy 
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MEDICATION RECONCILIATION AND PRESCRIPTION
DRUG MONITORING

Medication Reconciliation
Purpose: Medication reconciliation tests are used to:

• determine if the patient is using the medication as directed 
• detect substance abuse or diversion 

Methods: Medication reconciliation is achieved through:

1. Prescription Drug Monitoring Programs (Discussed below) 
2.  Call backs Unscheduled requests to come to the clinic for the following: 

a) Urine Drug Tests: Look for results that would be expected if the patient is taking the medication 
as directed

 b) Pill Counts: With little advance warning, ask the patient to bring their pills in the container and 
verify the correct number are present. Look for too few or too many and inquire about reasons for a 
discrepancy.

Prescription Drug Monitoring Programs

Prescription drug monitoring programs (PDMPs) are databases that prescribers should check 
regularly to learn:

• when a patient has received a controlled substance prescription 
• what prescriber wrote the prescription 
• what prescriptions have been written with your name as the provider (check for forgeries) 
• to identify behaviors that may represent abuse 

PDMPs detect when patients have prescriptions from multiple prescribers ("doctor-shopping"). You 
can also check on your own name to make sure that you actually wrote every prescription that is in 
the data base and have not had forged or altered prescriptions under your name. Check adjacent 
states, too, if possible. For more information on how to use your state's PDMP please see "A Closer 
Look at State Prescription Drug Monitoring Programs" in Related Resources.
41

RECONCILING MEDICATION THROUGH PILL COUNTS AND CALL BACKS

Call Backs
Patients with higher risk and those on high-potency opioids, such as
extended-release or long-acting opioids, will need to be randomly "called
back" for unscheduled visits, with less than 24 hours of advance warning
for urine drug tests and pill counts. Making this unscheduled helps
decrease their ability to plan to alter urine drug tests or find a way provide
the expected number of pills if they have already been diverted. Unscheduled callbacks should be 
documented in the Patient/Provider Treatment Agreement as a condition of continued treatment. 
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How to Conduct Pill Counts
1. Request the patient bring all unused pills to an appointment in the original container. 
2. The number of pills in the container should match the number expected if the prescribed 

dosage was followed. 
1

Interpreting Pill Counts
Possible reasons for fewer pills than expected include: 

• diversion 
• use beyond the prescribed amount due to abuse, to get "high" 
• use beyond the prescribed amount due to undertreated pain 
• use beyond the prescribed amount to cope with life problems ("chemical coping") 
• use beyond the prescribed amount in an attempt to self-medicate for mental health problems, 

especially depression or anxiety ("self-medicating") 
• misunderstood directions 

Possible reasons for more pills than expected include:

• low intake to avoid side effects 
• low intake due to oversedation 
• the prescribed dose was higher than needed 
• misplaced medication found again 
• misunderstood directions 

MR. WONG - MEDICATION RECONCILIATION
Patient: Mr. Brian Wong, 47 y/o male

Scenario: Mr. Wong has moderate to severe left shoulder pain, resulting from chronic overuse. First-
line therapies, including discontinuing tennis and golf, which caused the problem, have already been 
tried and were unsuccessful. After monitoring him for three years while on chronic LA opioid therapy 
to help manage his pain, he begins to show aberrant behaviors that suggest he may be selling his 
medication rather than taking it himself.

Question: Which of the following are an appropriate response to this concern?

1. Increase urine drug testing to every appointment 
• Feedback: This is not as effective an approach as he could be sure to take the opioid 

the required amount just for a few days before the appointment and then cut back 
again so that he can sell his supply of medication. 

2. Urine drug testing at just some appointments 
• Feedback: Random urine drug testing is more likely to detect a patient who skips 

opioids in order to divert them. The chances of this being effective are greatly 
increased if he is called back for a drug test within 24 hours, without any advance 
warning. Agreeing to this call back could be added to the signed patient-provider 
treatment agreement of a high risk patient. 

3. Call the patient back for an unscheduled pill count 
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• Feedback: Unscheduled call backs for pill counts are one way of detecting if he is 
diverting his medication; the number of pills in the bottle would be too low. This is not 
foolproof, however, as some diverters might borrow medication. 

4. Calling patients back for unscheduled medication reconciliation without proof that they are 
diverting is not acceptable medical practice. 

• Feedback: Callbacks for medication reconciliation are an acceptable part of providing 
adequate treatment structure to high-risk patients. 

ABERRANT DRUG-RELATED BEHAVIORS

Definition
Aberrant drug-related behavior refers to behavior outside of the societal norm and clinical 
expectations that may indicate substance misuse, abuse, or addiction, but may also indicate 
undertreated pain, misunderstandings, and a number of other problems.

Some level of monitoring aberrant behaviors should happen at each appointment. More formal 
monitoring with urine drug testing and assessment questionnaires can be used as needed according 
to risk level.

Three Levels of Aberrant Drug-Related Behavior
Level I: Relatively minor deviations that do not place the immediate health or safety of anyone in 
danger but can degrade the efficacy or treatment or the patient-provider interaction. Examples 
include:

• non-adherence to medication dosing 
• non-adherence to other elements of the treatment plan 
• attempts at early refills 
• misplacing medications 
• obtaining and distributing medications 
• more than 3 Level I violations in a year are considered Level II 

Level II: Continued violations of the treatment agreement that stem from severe psychological 
comorbidities. Patients who engage in Level II behaviors should be referred to a specialist in pain 
management, mental health, or addictions.

Level III: These are behaviors that are illegal, criminal, or dangerous. Cases of criminal diversion 
merit discontinuation of opioid therapy and referrals to regulatory authorities.
42

More on Aberrant Behavior
More examples and complete training on aberrant behavior detection and intervention are included in
a different module dedicated to this important topic.
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STRATEGIES TO TAPER OPIOIDS

Why Taper?
When therapy is no longer needed, is not tolerated, or is otherwise unsafe, tapering
the opioid dose is necessary to safely end treatment with ER/LA opioid analgesics.
Alternative pain treatments should be provided if there is still pain.

Variables such as female gender, older age, medical or psychiatric comorbidities, and
abuse of multiple substances may prolong the duration of tapering.

When to Discontinue Immediately
This course of action may be taken

• due to threats made in the practice office. Communicate the likely need for medical 
management of withdrawal and alternative pain management to the patient, if safely possible, 
and to the law enforcement involved in apprehending the individual. 

• when there is proof that opioids have not been taken recently and there is no risk of 
withdrawal. 

Tapering Guidelines
Tapering must be customized to the individual patient and include proper patient education. Opioid 
therapy using multiple opioids should be combined into a single, long-acting medication before 
tapering.

Tapering is typically achieved slowly to avoid opioid withdrawal symptoms or worsening pain. One 
approach is

1. Reducing the total opioid dose by 10% of original dose every 1 to 4 weeks until dose is 20% of
the original. 

2. Then reducing by 5 percent of the original dose on the same schedule. 

Note that there may be reasons to taper more rapidly, such as dangerous aberrant behaviors. If more
rapid tapering is needed one more rapid method is to reduce the original dose by 25 percent every 3 
to 7 days.
6,42–44

Patients being tapered will often need:

1. Temporary slight increases with flare up of pain 
2. Adjunctive pain treatments such as gabapentin and pregabalin, SNRIs such as duloxetine or 

SSRIs, or non-benzodiazepine anti-anxiety drugs, such as buspirone. In some cases, non-
sedating muscle relaxants may be beneficial when weighed against harms. Rehabilitative 
medicine and physical therapy can also support the process through strengthening muscles 
and various non-opioid treatments to relieve stress and decrease pain, such as massage. 

Alternative to Tapering
Even with careful tapering, stopping chronic opioid therapy can be difficult once dependence is 
established and opioid replacement therapy may be needed (e.g., buprenorphine, methadone).
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RECOGNIZING WITHDRAWAL WHEN TAPERING OPIOIDS

Withdrawal Symptoms
If opioids must be discontinued, whether due to severe aberrant
behaviors or improved pain condition, tapering should be used to
avoid a withdrawal syndrome. Withdrawal symptoms can occur when
stopping opioids even after just a few days to a week of taking
opioids. Plan to taper the patient off the opioid humanely to prevent
withdrawal.

Symptoms of withdrawal:

• drug craving 
• anxiety 
• yawning 
• sweating 
• lacrimation 
• rhinorrhea 
• mydriasis 
• gooseflesh 

• spasms 
• insomnia 
• hypertension 
• abdominal cramps 
• vomiting 
• diarrhea 
• muscle and joint pain 

45,46

DETOXIFICATION
If for the management of addiction, detoxification may be performed in various certified or waivered 
(buprenorphine) addiction treatment settings. For patients without severe medical or psychiatric 
comorbidities, an outpatient setting is appropriate. However, a rehabilitation setting may be necessary
for patients with severe comorbidities.

Suggested detoxification regimens:

• Outpatient detoxification: Slow tapering performed by replacing short-acting opioids with 
medications that have long half-lives (such as methadone) or extended release medications or
by using the prescribed short-acting opioid. 

• Inpatient detoxification: This generally uses a rapid tapering strategy concomitantly with 
behavioral therapy. This may be appropriate for patients who are non-compliant, have 
comorbid psychiatric illness, and are medically unstable. 
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The AAPM/APS Clinical guidelines for the use of chronic opioid therapy for chronic noncancer pain 
provide more detailed recommendations and guidelines on how to wean or taper a patient off opioids 
1.

Offer alternative treatment

Discontinuing opioid therapy does not mean that the patient should not receive treatment for their 
pain. Non-opioid medication treatment should be provided. Discharging the patient from pain 
treatment due to aberrant behaviors is never indicated, as neither pain nor the underlying cause of 
these behaviors is managed. This is particularly troublesome in the case of patients suffering 
addictive disease, whose condition will progress if untreated.

CASE VIGNETTE: MR. PARKER CONTINUED
Name: Mr. Charles Parker

 Age: 68 years old

Reason for visit: Follow-up visit for chronic lower back pain

Current Treatment: Extended release oxycontin, back exercises, 
acetaminophen as needed

History:

Charles re-injured his back 2 years ago lifting furniture, which exacerbated his low back pain. For 2 
months immediately after the re-injury, he received physical therapy and a prescription for oxycodone
that was not re-filled. He stopped exercising after the re-injury and has not resumed it since.

Prior to that, he had 25 year history of mild left lower back pain post MVA, managed by maintaining 
core body strength through exercise and with OTC NSAIDS and heat.

The pain has gradually worsened over the past 2 years, and has gotten especially bad recently. Pain 
worsens with walks of over one block, going down stairs, getting up after sitting long periods, lifting 
more than 10 pounds, and initially lying down. Sharp, constant, severe pain in left lumbosacral region 
after one of these triggering events, lasting up to an hour or two, sometimes radiating down left leg.

At his intake, he had been managing severe pain with oxycodone, obtained from a friend.

Vital Signs

Height:
5'11"

Weight:
188 lbs

Pulse:
80

Blood Pressure:
120/70

Respiration Rate:
14

Temperature:
98.7° F

Past Medical History
Medical Illnesses: 25 year history of lower back pain post MVA
Surgeries: Open vertebroplasty of L3-L4 25 years ago
Allergies: NKDA

Significant Family/Social History
Alcohol/Tobacco/Recreational Drug Use: He occasionally has a "couple of beers." Smokes 
cigarettes: pack and a half per day, 50 pack years
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Current Medications
-Extended release oxycodone 20 mg q 12 h

-Acetaminophen prn breakthrough pain

-Other treatments: Dry heat for occasional muscle spasms from overuse

Past Medications
-Celecoxib: 100 mg bid, discontinued for a year when he could not afford it.

Naproxen: 500 mg bid. Taken when he runs out of celecoxib
-Acetaminophen: 500 mg bid ("2 extra strength Tylenol per day")

-Oxycodone: at the time of admission, 10 mg immediate release oxycodone. Not prescribed for him; 
obtained from a friend. 1 to 2 capsules taken intermittently prn pain. Two to three times per day

-Oxycodone: 20 mg immediate release taken for two months following surgery 2 years ago. Weaned 
through 6 month taper.

Lab values within normal limits

UDT - negative

1st visit: No tenderness to low back on palpation. Leg muscles appear symmetrical and well-
developed. Lying straight-leg and femoral nerve stretch tests are positive on the left and negative on 
the right. Nerve function tests (muscle strength, sensation, deep tendon reflexes) also suggest some 
lumbosacral nerve-root compression that will require further evaluation with MRI. All other tests within
normal limits.

Follow-up visit one: Physical exam unchanged from 1st visit

MR. PARKER - WHAT TO MONITOR
Patient: Mr. Charles Parker, 68 y/o

Scenario: Mr. Parker, who has severe back pain treated with extended release oxycodone, needs a 
plan for follow-up monitoring.

Because he has some risk for opioid misuse, related to a history of self-medicating unmanaged pain 
and taking opioids not prescribed for him, follow-up appointments will be more frequent at first. But if 
he is compliant with treatment, there will be only quick monthly check-in/prescription visits eventually, 
plus an in-detail visit every 6 months.

Question: What will you monitor during these appointments? (Check all that apply to Mr. Parker 
specifically.)

1. Medication response 
• Feedback: Monitor analgesia and functioning (physical and psychosocial) response 

along with continued need. This may include a pain diary or communications from the 
patient via electronic health record. 

2. Prescription drug monitoring data base 
• Feedback: Compliance with treatment should be verified through periodic checking of 

the prescription drug monitoring program, along with urine drug testing, and medication
reconciliation via callbacks for pill counts, because problems related to substance 
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misuse can arise at any point during chronic opioid therapy. Additionally, there should 
be a periodic review of the patient treatment agreement and revisions as needed. 

3. Side effects 
• Feedback: Side effects should be evaluated and managed. Remaining side effects 

should be evaluated and balanced against pain control and improvement in 
functioning. 

4. Current opioid risk 
• Feedback: Current opioid risk should be evaluated periodically as it can change over 

time. 

MR. PARKER - URINE DRUG TEST 
Patient: Mr. Charles Parker, 68 y/o

Scenario: Currently being treated for chronic non-specific musculoskeletal pain in left lower back 
with mild radiculopathy. Treatment includes extended release oxycontin, acetaminophen as needed 
for breakthrough pain, and prescribed exercises. He was assessed to have mild risk for opioid misuse
due to his using oxycontin without a prescription, prior to his intake at this clinic.

Question: Which of the following is the best approach to urine drug testing for Mr. Parker? (Check all
that apply)

1. Use a urine drug test at every appointment confirm that he is taking oxycodone at the 
prescribed dose. 

• Feedback: Testing should be random rather than at every appointment. Choose a 
screening point of care urine drug test that tests specifically for oxycodone, or choose a
laboratory test to detect oxycodone. A random pattern of testing is recommended so 
that a patient who wants to take deceptive steps does know when to prepare for a test. 
Beyond a threshold amount, you will not be able to detect exactly how much he is 
taking, however. 

2. Random urine drug testing 
• Feedback: Random, unscheduled urine drug testing is part of the evidence-based 

recommendations for chronic opioid therapy. 
3. Use a point-of-care urine drug screening test 

• Feedback: Checking for the presence of non-medical use of prescription medication 
and presence of illicit drugs in his urine is indicated. It could identify use of drugs with 
potentially dangerous indications. Presence of these drugs would also indicate 
increased risk of opioid addiction. A routine, point-of-care urine drug screening test is 
likely to test for the following: narcotics/opioids, non-presence of alcohol, barbiturates, 
benzodiazepines, cocaine, methadone, PCP, MDMA, amphetamine, 
methamphetamine, marijuana). Make sure the one you select also detects oxycodone. 

4. Confirmatory urine drug testing for oxycodone as needed 
• Feedback: If point-of-care urine drug testing gives unexpected results (absence of the 

medication detected by a kit that is supposed to detect oxycodone), confirmatory 
testing by a laboratory to confirm that he is actually taking the oxycodone himself is 
indicated. This test helps detect patients who obtain a drug supply for diversion and do 
not actually take the medication themselves. 
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MR. PARKER - ABERRANT DRUG RELATED BEHAVIOR
Patient: Mr. Charles Parker, 68 y/o

Scenario: Currently being treated for chronic non-specific musculoskeletal pain in left lower back 
with mild radiculopathy. Treatment includes extended release oxycontin, acetaminophen as needed 
for breakthrough pain, and prescribed exercises. He was assessed to have mild risk for opioid misuse
due to his using oxycontin without a prescription, prior to his intake at this clinic.

NURSE'S NOTE: Mr. Parker requested his oxycontin prescription 2 weeks early this month and 1 
week early the past 2 months, despite a dose adjustment for unmanaged pain 2 months ago. The 
Prescription Drug Monitoring Program shows that 4 weeks ago, he obtained a prescription for 
immediate-release oxycodone from another provider.

Question: Before talking with him about it, Mr. Parker's provider considers the possible reasons for 
this behavior. Which of the following should the provider consider as possible explanations? (Check 
all that apply)

1. Misunderstanding 
• Feedback: Correct. Misunderstanding is a possibility with any patient and is, 

unfortunately, common. But it seems less likely in a practice in which the provider uses 
a checklist for patient education and uses a signed patient-provider treatment 
agreement and with a patient who has been taking opioids for several months with 
regular follow-up visits. 

2. Tolerance 
• Feedback: Not as likely. It is possible to develop some tolerance to the pain-relieving 

effects of opioids, but not a major problem. However, after achieving an effective dose 
initially, Charles just had a dose adjustment two months ago. 

3. Diversion 
• Feedback: Correct. This is a definite possibility since there have been multiple different 

attempts to acquire additional medication, from requesting an increased dose to asking
for early prescriptions or obtaining opioids from another provider. 

4. Addiction 
• Feedback: Correct. This is a definite possibility, since it would explain a need for extra 

medication and there have been multiple different attempts to acquire additional 
medication, from requesting an increased dose, to asking for early prescriptions, to 
obtaining opioids from another provider. Other possible reasons besides the ones listed
above include continued untreated pain, need for coping skills, and a psychiatric 
comorbidity. 

MR. PARKER: CASE SUMMARY
Patient information 
Mr. Parker - 68 year old white male 
Case Summary 
Left lower back pain, occasionally radiating down left leg
Onset: 25 years ago, post MVA; exacerbated 2 years ago by re-injury 
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caused by lifting a heavy piece of furniture
Severity: Mild to moderate; 9 out of 10 after any back stress
Eliciting factors: walks of over one block, going down stairs, getting up after sitting long periods, 
lifting more than 10 pounds, and initially lying down
Duration: constant pain after a trigger, lasting 1-2 hrs
Managed with OTC NSAIDS and rest/avoiding triggers: severity is 6 out of 10 with celecoxib and 
acetaminophen; 2-3 out of 10 after an hour of rest 
Physical Examination 
Musculoskeletal: Leg muscles appear symmetrical and well-developed; No tenderness to palpation in
low back
Neurological: Lying straight-leg and femoral nerve stretch tests are positive on the left and negative 
on the right. Nerve function tests (muscle strength, sensation, deep tendon reflexes) suggest some 
lumbosacral nerve-root compression that will require further evaluation with MRIAll other findings 
within normal limits 
Working Diagnosis 
Musculoskelatal low back pain with possible radiculopathy
 
Risk Assessment 
No current or past history of substance abuse; alcohol consumption is within recommended limits.
No family or close friend history of substance abuse
Smokes cigarettes: pack and a half per day, 50 pack years and always smokes upon awakening
Used oxycontin that was not prescribed for him to relieve unmanaged pain
No psychiatric problems
No family or close friend history of substance abuse 

Question: What is Mr. Parker's level of opioid risk?

1. None 
• Feedback: Incorrect. Mr. Parker does have some level of opioid risk. 

2. Mild/Low 
• Feedback: Correct! Mr. Parker does have mild or low level of opioid risk. 

3. Moderate 
• Feedback: Incorrect. Mr. Parker has mild or low level of opioid risk. 

4. High 
• Feedback: Incorrect. Mr. Parker has mild or low level of opioid risk. 

Treatment Plan 
Oxycontin titrated slowly to effect, co-analgesic to minimize opioid dose, physical therapy evaluation.

Terms of Treatment: Discuss why the use of his friend's oxycontin is problematic. A written, signed 
treatment agreement will be used to define the roles and responsibilities of patient and provider. For 
example, Mr. Parker will be asked to agree to only take opioids that are prescribed for him by a single
provider and to follow directions for taking them safely. Points of (safe) opioid termination will be 
described, for example, failing a urine drug test, repeatedly needing early refills on medication, filling 
his prescription at more than one pharmacy, being prescribed opioids by another clinician, etc. 
Follow-Up 
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Question: What is an appropriate time for Mr. Parker to return for follow-up?

Correct Response: Mr. Parker should return monthly. 

SUMMARY AND KEY POINTS
• Monitor patients on chronic opioid therapy regularly. 
• Urine drug testing (UDT) is recommended for all patients on chronic opioid therapy, typically 

at baseline and once or twice per year for low risk patients. 
• PDMPs detect when patients have prescriptions from multiple prescribers ("doctor-shopping") 

in the same state. 
• Withdrawal symptoms can occur when stopping opioids even after just a few days to a week 

of taking opioids.  
• Recognize aberrant drug-related behavior and that refers it may indicate substance misuse, 

abuse, or addiction, but may also indicate undertreated pain, misunderstandings, and a 
number of other problems. 

• Know how to tailor ER/LA opioid therapy depending on the patient being treated. 
• Understand the appropriate method to stop opioid therapy via tapering to prevent withdrawal 

RESOURCES AVAILABLE THROUGH THIS MODULE:
• ABC: Addiction Behaviors Checklist 

An assessment checklist that screens for characteristic addictive behaviors in chronic pain 
patients prescribed opioid medications. 

• A Closer Look at State Prescription Drug Monitoring Programs (DEA FAQ's)  
These FAQs address common questions regarding prescription drug monitoring programs. 

• BDI: Beck Depression Inventory 
The Beck Depression Inventory; purpose, use, administration and scoring. Also includes 
psychometric characteristics and evaluation. 

• CDC Guideline for Prescribing Opioids for Chronic Pain 
Clinical guidelines, literature review, and analysis of the evidence on the use of opioids for 
chronic pain. Recommendations are also made for prescribing opioids for acute pain. 

• Chabal 5-Point Prescription Opiate Abuse Checklist 
Authors Chabal C, Erjavec MK, Jacobson L, Mariano A, and Chaney E discuss a five-point 
questionnaire that assesses the risk of opioid abuse through evaluation of behaviors that are 
consistant with opioid abuse rather than answers to specific questions. 

• Development and Validation of the Current Opioid Misuse Measure 
Measure of opioid dependency and addiction for patients already on long-term opioid therapy. 
Authors: Butler SF, Budman SH, Fernandez KC, Houle B, Benoit C, Katz N, Jimison RN Title: 
Development and Validation of the Current Opioid Misuse Measure 

• ER LA Opioid Analgesics REMS Safety Information 
Selected Important Safety Information. Abuse Potential and Risk of Life-Threatening 
Respiratory Depression for ER/LA Opioid Analgesics 

• FSMB Model Policy for the Use of Controlled Substances for the Treatment of Pain 

Page 40 of 44    October 10, 2018 Update
Opioids and Pain: Initiating, Monitoring, and Terminating Opioid Treatment (ER/LA Opioids)

http://dpr.delaware.gov/boards/medicalpractice/documents/Model_Policy_Treatment_Pain.pdf
http://www.er-la-opioidrems.com/IwgUI/rems/pdf/important_safety_information.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1950245/
https://www.ncbi.nlm.nih.gov/pubmed/9186022?ordinalpos=6&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DefaultReportPanel.Pubmed_RVDocSum
http://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1er.htm
http://www.hr.ucdavis.edu/asap/pdf_files/Beck_Depression_Inventory.pdf
http://www.deadiversion.usdoj.gov/faq/rx_monitor.htm
https://www.ncbi.nlm.nih.gov/pubmed/17000351?ordinalpos=1&itool=EntrezSys


Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

This document, first published in 2004 and revised in July 2013, is a model policy for state 
medical boards to use in developing their guidelines for use of opioids in treating chronic pain. 
These Model Guidelines provide the FSMB's policy on proper treatment of pain and the use of
opioids when necessary to manage pain. 

• Oswestry Low Back Pain Disability Questionnaire 
Oswestry Low Back Pain Disability Questionnaire 

• PADT: Pain Assessment and Documentation Tool 
The PADT is a clinician-directed interview; that is, the clinician asks the questions, and the 
clinician records the responses. The Analgesia, Activities of Daily Living, and Adverse Events 
sections may be completed by the physician, nurse practitioner, physician assistant, or nurse. 
The Potential Aberrant Drug-Related Behavior and Assessment sections must be completed 
by the physician. Ask the patient the questions below, except as noted. 

• PDUQ: Prescription Drug Use Questionnaire 
An interview format yes or no questionnaire administered by the clinician and designed to 
detect prescription pain medication addiction in chronic pain patients. (Located at the end of 
article) Authors: Compton P, Darakjian J, Miotto Karen 

• Pharmacological Management of Persistent Pain in Older Persons 
Guideline recommendations by the American Geriatric Society (AGS) for the pharmacological 
management of non-opioid, opioid, and other analgesic drugs. The recommendations focus on
the prescription and any potential side effects of the medications. 

• PMQ: Pain Medication Questionnaire 
Screening tool used to accurately identify chronic pain patients that are at risk for opioid 
dependency or abuse. This article examines the predictive validity of the PMQ in risk 
assessment. Authors: Dowling LS, Gatchel RJ, Adams LL, Stowell AW, Bernstein D Title: An 
evaluation of the predictive validity of the Pain Medication Questionnaire with a heterogeneous
group of patients with chronic pain. Issue: 3(5): 257-66. 

• SAMHSA Opioid Overdose Prevention Toolkit  
This resource on SAMHSA's website includes several resources: Facts for Community 
Members; Essentials for First Responders; Safety Advice for Patients; Information for 
Prescribers; and Resources for Overdose Survivors and Family Members 

• State List of HHS Certified Laboratories 
This document lists the 40 laboratories which meet the Minimum Standards To Engage in 
Urine Drug Testing for Federal Agencies. Updated May 15, 2009. 

• Target Chronic Pain Notebook 
A notebook for tracking chronic pain. 

REFERENCES USED IN THIS MODULE:
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Opioids and Pain: Identifying, Assessing and 
Responding to an Aberrant Behavior

Goal 
The learner will be able to recognize aberrant behaviors that might suggest addiction or other 
substance misuse in chronic pain patients and take steps to distinguish between behaviors in terms 
of relative risk and distinguish undertreated pain from addiction/substance misuse.

After completing this module participants will be able to:
• Recognize aberrant behaviors in patients with chronic pain that might indicate substance 

misuse/addiction

• Monitor patients on chronic opioid therapy for substance use problems throughout treatment

• Distinguish among the various causes of aberrant behaviors and differentiate by severity

• Address aberrant behaviors appropriately through modifications in treatment

Professional Practice Gaps
Aberrant drug-related behaviors are seen in around 11% of patients on opioid therapy for chronic pain
1. Current evidence-based guidelines, developed by the American Pain Society and the American 
Academy of Pain Medicine based on an extensive review of the literature, recommend specific 
screening and treatment responses for aberrant behaviors2. However, a 2004 national survey of 979 
physicians for a report on diversion by the National Center on Addiction and Substance Abuse at 
Columbia University (CASA) identified a number of deficiencies in both competency and practice in 
related substance misuse practices3. The same survey found that the majority of physicians did not 
receive the necessary training, either in medical school or in CME3.

INTRODUCTION

Contents for this module:
• Descriptions of aberrant behaviors that might signal substance use problems 
• Distinguishing substance misuse from undertreated pain or mental health problems in patients

exhibiting aberrant behaviors 
• Rank aberrant behaviors by severity 
• How to address aberrant behaviors due to substance misuse and addiction 
• Providing treatment structure according to the level of risk 
• Following strategies to end chronic opioid therapy when appropriate 
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MR. LEWIS - ABERRANT BEHAVIORS
Patient: Mr. Raymond Lewis, 72 y/o

Scenario: In earlier modules, Mr. Lewis was assessed for treatment of diabetic 
neuropathy that had not responded to first line treatments. He demonstrated 
moderate risk for opioid misuse; consequently, a little extra treatment structure 
was agreed to in the provider-patient agreement, such as a little more frequent 
appointments/smaller quantities prescribed. After a year, Mr. Lewis started asking 
for early refills on his opioid prescription. He did this several months in a row, each

time a little sooner than the previous month.

Question: What are the possible reasons for Mr. Lewis's behavior? (check as many as apply)

1. Misunderstanding 
• Feedback: Possible. This is a common cause for misuse of opioids. The patient 

education checklist followed by a written Patient/Provider Treatment Agreement were 
used so misunderstanding seems less likely, but it is still possible. A careful interview 
and review of the agreement might give more information. If there is still doubt, urine 
toxicology, increased frequency of monitoring, and family interview with his permission 
are all possible ways to get more information. 

2. Chemical coping 
• Feedback: Possible. Chemical coping is using the opioids to manage moods, anxiety, 

or stress. Given his history of addiction to an opioid many years ago and his history of 
depression, chemical coping is a possibility. A careful interview and depression 
screening might help provide more information along with urine toxicology, increased 
frequency of monitoring, and family interview with his permission. 

3. Tolerance and physical dependence 
• Feedback: Tolerance possible but less likely/ Physical dependence possible and likely. 

Physical dependence is very common with chronic opioid therapy. Tolerance to pain 
effect is not a major problem with opioids but does happen. 

4. Diversion 
• Feedback: Possible. Diversion is a possible explanation for aberrant drug-related 

behaviors. A careful interview, drug testing (is the prescribed drug missing in the urine 
because it was diverted?), followed by tightened treatment structure, such as 
unscheduled pill counts, if there are still doubts, is indicated. 

5. Undertreated pain 
• Feedback: Possible. Undertreated pain is certainly a possibility. Diabetic neuropathy is 

a condition that often progresses and it has been a year since his prescription started. 
A careful interview with pain assessment and re-evaluation of the pain condition is 
indicated. 

6. Pain coping 
• Feedback: Possible. The patient might need cognitive behavioral therapy to better cope

with pain. A careful interview about his coping mechanisms is indicated. 
7. Psychiatric comorbidity 
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• Feedback: Possible. Given his history of addiction to an opioid and of depression, 
psychiatric comorbidity is a possibility. A careful interview to screen for mental health 
problems is indicated. 

8. Addiction 
• Feedback: Possible. Given his history of addiction to an opioid and of depression, 

addiction is a strong possibility. A careful structured addiction assessment plus 
interview might help provide more information along with urine toxicology, increased 
frequency of monitoring, and family interview with his permission. 

ABERRANT BEHAVIORS DESCRIPTION

Aberrant Behavior Defined
Aberrant drug-related behavior refers to behavior outside of the societal
norm and clinical expectations that may indicate substance misuse, abuse,
or addiction, but may also indicate undertreated pain, misunderstandings,
and a number of other problems discussed on the following pages.

Some level of monitoring aberrant behaviors should happen at each
appointment. More formal monitoring with urine drug testing and
assessment questionnaires can be used as needed according to risk level.

Any breach of a treatment agreement between the patient and provider
during chronic opioid therapy is an aberrant behavior4. In addition to clear
aberrant behaviors, there also may be multiple ambiguous behaviors that combine to increase the 
possibility of risk, such as several changes in work and social life that would be compatible with a 
substance abuse problem.

Three Levels of Drug Aberrant Behaviors
Level I: Relatively minor deviations that do not place the immediate health or safety of anyone in 
danger but can degrade the efficacy or treatment or the patient-provider interaction. Examples 
include:

• non-adherence to medication dosing 
• non-adherence to other elements of the treatment plan 
• attempts at early refills 
• misplacing medications 
• obtaining and distributing medications 
• more than 3 Level I violations in a year are considered Level II 

Level II: Continued violations of the treatment agreement that stem from severe psychological 
comorbidities. Patients who engage in Level II behaviors should be referred to a specialist in pain 
management, mental health, or addictions.

Level III: These are behaviors that are illegal, criminal, or dangerous. Cases of criminal diversion 
merit discontinuation of opioid therapy and referrals to regulatory authorities.
5
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MR. LOPEZ - PATIENT DIALOGUE
Name: Mr. Juan Lopez

Chief Complaint: Chronic Headache

History of Present Illness: The provider has been treating Mr. Lopez for chronic 
headaches with aspirin and oxycodone for the past 3 months. His pain was 
successfully managed under the initial treatment plan where he would take one or 
two 2.5 mg tablets as needed.

Patient Interview
Mr. Lopez: I need the same thing, only stronger, because I've been having worse episodes 

almost daily where I need 3-4 tablets and then I run out early.

Provider: Okay. I need to know a little more so that I can more fully understand what's going on.

Note that none of Mr. Lopez's aberrant behaviors so far were from the list deemed "severe." The 
provider next re-assesses Mr. Lopez's pain, pain condition, and substance use/abuse and reviews 
Mr. Lopez's pattern of pain medication use. Because there are several red flags for possible 
substance abuse (early refill, increasing his own dosage), before refilling Mr. Lopez's prescription, the
provider also completed a more detailed assessment in order to determine if his need for an 
increased dose is related to undertreated pain rather than tolerance, diversion, or chemical coping.

[Provider continues the assessment:]

Provider: How many times did you have to take 3-4 tablets?

Mr. Lopez: Every day for the past month.

Provider: The prescription I wrote would not cover that; did you obtain medication from somewhere 
else?

Mr. Lopez: Yeah, I got some from a friend and the free clinic, but they won't give me any 
more.

Provider: Are you always using the medication as directed?

Mr. Lopez: Yeah, most of the time. But I found it works better if I crush it and inject it.

At this point, Mr. Lopez has exhibited two behaviors from the relatively severe list: obtaining 
prescriptions from multiple providers and crushing and injecting the drug and after completing the 
evaluation, the provider refers him to an addiction specialist for further evaluation.

LEVELS OF SEVERITY OF ABERRANT BEHAVIORS

Distinguish the Level of Severity of Aberrant Behavior
Aberrant behavior can be categorized according to severity based upon the underlying cause(s), 
context, and likelihood that it will recur2. Clinical responses based on severity are likely to be most 
effective. If the patient is stratified to a low-risk group, recommendations based on anecdotal 
evidence are that these patients may only need education and increased monitoring.

1. Mild to moderately severe behaviors. Mild to moderately severe behaviors include running 
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out early several times or unauthorized dose escalation5. Although not severe, they require 
further assessment to identify the reasons for the behavior and addressing the underlying 
cause. As previously noted, such behaviors might indicate inadequately managed pain, 
insufficient compliance with the treatment plan, or the need for more structure. 

2. Serious behaviors. Serious behaviors, for example, pill crushing and injecting, obtaining 
multiple prescriptions from multiple sources, subjective sense of losing control, or repeated 
non-adherence to the management plan, requires a more directed response. For example, 
this may require a change to a less abused opioid, referral to an addiction specialist, and 
increasing the degree of treatment structure and change in patient agreement2. Although 
discouraged, discontinuing long-term opioid therapy may be necessary. 

CASE: MR. ALVARADO PART 1
Patient: Mr. Bob Alvarado, 52 y/o

Scenario: Mr. Alvarado is a long-term patient who has suffered from lower back pain 
for 20+ years. He calls sporadically and asks for a refill. He reports that recent minor 
back injuries have exacerbated the problem and thus he has called for refills more 
frequently as of late. Longstanding back pain started with injury while moving 
furniture over 20 years ago.

Patient Interview.

Provider: Hi Mr. Alvarado, they told me that you asked to be fit in between appointments, because of
an emergency. What's going on? 

Mr. Alvaredo: I'm not doing so good. I strained my back helping my nephew move. It's been 
flared up ever since. I've been having to take double doses daily and so I need more 
medication.

Provider: [Looking at Mr. Alvarado's record] But you didn't come to your last appointment, so you 
should have run out of medication over a month ago, especially if you're doubling up. How did you 
get enough for the double doses? 

Mr. Alvaredo: To tell you the truth, when you wouldn't give me a prescription without seeing 
me, I got one from Doc Smith. I just had to go pick it up so I didn't have to pay for an exam. 
But he said he'd only do it just the one time and I'm really hurting again today. I thought I'd just
see if you could just write a prescription real quick. I'll just take a second of your time. 

Provider: Remember the agreement we both signed that you would only obtain prescriptions from 
one provider and that you would make an appointment? These are important limitations that help me 
care for your pain safely. 

Mr. Alvarez: Yeah, I know, but I was in bad shape. One of the reasons I wanted to see you 
first is that there are some other treatments for a strained back that might help. I've tried all 
that. Believe me, none of it works when my back gets going. 

Provider: Can you tell me more about what you've tried?...

Provider: One of the reasons I wanted to see you before prescribing medications is that there are 
some other treatments for a strained back that might help.
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Mr. Alvarado: I've tried all that. Believe me, none of it works when my back gets going.

Provider: Can you tell me more about what you've tried?…

Question A: What aberrant behaviors, with respect to appointment-related problems or irregular 
requests for medication, does Mr. Alvarado display? (Check all that apply and click the "Next" 
button)

1. Walk-in visits in distress 
• Feedback: Correct. Mr. Alvarado showed up without an appointment and stated that he

is in pain and has run out of his medication. 

If Mr. Alvarado were in your office, you would also note physical symptoms of distress, 
such as sweating, shakiness, or facial expressions.

2. Failure to keep appointments 
• Feedback: Correct. Mr. Alvarado missed one appointment. 

3. Requests early refills; particularly with aggressive complaints about needing more 
• Feedback: Incorrect. Mr. Alvarado has not requested early refills. 

4. Requests specific drugs, e.g., short-acting vs. long-acting preparations 
• Feedback: Incorrect. Mr. Alvarado has asked for more pain medication, but has not 

requested specific drugs. 

Question B: What aberrant behaviors, with respect to non-compliance or resistance to treatment,
does Mr. Alvarado display? (Check all that apply)

1. Not taking medications on the agreed upon schedule 
• Feedback: Correct. Mr. Alvarado has been doubling up on his medication and has not 

made an appointment for a refill as agreed upon. 
2. Increasing his dose or combining use with other psychoactive drugs (including alcohol) 

• Feedback: Correct. Mr. Alvarado has been increasing his dose. 
3. Unapproved use of the drug to treat symptoms other than pain or for other non-analgesic 

effects (sedation, increase energy, decrease anxiety, or intoxication) 
• Feedback: Probably Incorrect. Mr. Alvarado seems to only be taking the medication to 

treat his pain. 
4. Increases dose without informing clinician 

• Feedback: Correct. Mr. Alvarado has been taking double the prescribed dose. 
5. Drug hoarding during periods of reduced symptoms 

• Feedback: Incorrect. Mr. Alvarado has not displayed hoarding. He has run out of his 
medication because he is taking more than the prescribed dose 

6. Disinterest in non-pharmacological treatments or failure to comply with these treatments 
• Feedback: Correct. Mr. Alvarado says that he has tried "all that." 

7. Disinterest in physical or vocational rehabilitation 
• Feedback: Correct. Mr. Alvarado says that he has tried "all that." 

8. Non-compliance with non-opioid treatments or evaluations 
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• Feedback: Incorrect. Mr. Alvarado has not yet tried non-opioid treatments or 
evaluations. These should be a part of any chronic pain treatment. 

9. Unreasonable resistance to a change in therapy 
• Feedback: Incorrect. Mr. Alvarado is asking for more medication but so far has not 

demonstrated a resistance to a specific change in therapy. His statement, “I've tried all 
that. Believe me, none of it works when my back gets going" might come from a 
resistance to change or might simply be a statement of fact. 

Question C: What other aberrant behavior(s) does Mr. Alvarado display? (Check all that apply)

1. Repeated reports of loss, stolen, or damaged medications 
• Feedback: Incorrect. Mr. Alvarado has not reported losing or having medication stolen. 

2. Frequent ER visits in crisis 
• Feedback: Incorrect. Mr. Alvarado has visited at least one other provider to your 

knowledge to receive a prescription for pain medication, which is a concern, but there 
was no record of ER visits. 

3. Illicit or non-prescribed psychoactive drug use, e.g., in urine 
• Feedback: Incorrect. Mr. Alvarado only reports taking prescription opioids. Urine drug 

tests have not yet been ordered. 
4. Multiple prescribers (so-called "doctor shopping") 

• Feedback: Correct. Mr. Alvarado has visited at least one other provider to your 
knowledge to receive a prescription for pain medication. 

5. Social isolation 
• Feedback: Possible. This needs to be explored. Mr. Alvarado reports helping his 

nephew; a full picture of his social support has not been established. 
6. Reporting psychic effects not intended by the clinician. 

• Feedback: Incorrect. Mr. Alvarado has only reported analgesia from opioids. 
7. He reports little analgesic effect from opioids.

• Feedback: Correct. Mr. Alvarado reports that his current prescription is not enough to 
help with his pain since the flair up with his nephew. 

DIFFERENTIATING CAUSES OF ABERRANT BEHAVIORS

Distinguish Motives and Behaviors
It is important to separate the "motive" from the "behavior" when dealing with
pain and aberrant drug related behaviors.

One of the greatest challenges facing practitioners treating chronic pain is the
attribution of aberrant behavior. Interpreting what this behavior means can be
challenging; the differential diagnosis is varied and includes

• dependence, 
• pseudoaddiction, 
• addictive disease, 
• comorbid psychopathology, 
• "chemical coping," 
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• or even criminal behavior (diversion). 

REASONS FOR ABERRANT BEHAVIORS

Misunderstanding

Misunderstanding of proper use, such as attempting to treat other 
symptoms, taking multiple doses at once, or making mistakes due to 
cognitive impairment, is probably the most common cause of misuse5. 
Providing clear and written instructions and patient education is 
important to prevent this problem. It also helps to inform family and 
caregivers of the plan so they can ensure it is followed.

Tolerance and physical 
dependence

Patients who develop tolerance may require increased doses. Patients 
who are physically dependent may continue to use an opioid after acute 
pain is resolved due to withdrawal symptoms. Tolerance and physical 
dependence are normal in response to chronic opioid use and do not 
necessarily mean there is addiction6.

Diversion

A small minority of patients seek prescriptions to obtain drugs that they 
sell or distribute to others. Additionally pills may be stolen from a patient 
with or without the patient recognizing that this has happened. Thus they
may be genuine in not understanding where the pills went or they may 
be covering up for a family member with addiction or who is selling their 
medications.

Undertreated pain
may result in aberrant behavior that resolves if pain is treated properly; 
also known as pseudoaddiction7.

Psychiatric comorbidity 
or need for emotional or 
behavioral support

Some aberrant behaviors may be due to:

• Psychiatric comorbidity, e.g., mood or personality disorder. 
• Chemical coping, which is use of pain medication to cope with 

non-pain issues, such as unpleasant moods, sleep problems, or 
stress 

• Poor pain coping skills 

Referral for mental health counseling may be indicated in these 
situations.
5

Addiction
An addictive disorder may underlie drug-seeking aberrant behaviors, 
however, the rate of developing a full addiction for patients on chronic 
opioid therapy is fairly low5.

NORMAL PHYSIOLOGICAL DEPENDENCE VS. ADDICTION
Dependence and addiction are not diagnoses in the current DSM 5 system (the current diagnostic 
term is "substance use disorder"), but they are still used informally. The important point is that 
addiction is behavior that goes beyond physiological dependence. It is possible to have physiological 
dependence whiled on chronic opioid therapy without being addicted. In fact, physiological 
dependence is experienced by nearly everyone on chronic opioid therapy.
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While the terms “opioid dependence” and "opioid addiction" are often used synonymously, they are 
not the same5. Opioid dependence refers to a state in which the body requires exogenous sources of 
opioids to avert symptoms of opioid withdrawal8. It is anticipated that all patients on long term opioids 
become dependent on the medications5. In contrast, addiction refers to a primary condition in which a
person experiences uncontrollable drug cravings, is unable to control their use of a drug, and 
continues to use the drug despite negative consequences5,8. A person can be addicted to opioids, 
which is currently known as opioid use disorder, but not be dependent on them, but this is not 
common. Likewise, a person can be dependent on opioids but not addicted to them, which is very 
common among patients who are on chronic opioid therapy8.

Chronic Pain Addiction

Controlled medication use Poorly controlled medication use

Medication improves quality of life.
Medication does not improve quality of life or 
decreases it.

Willingness to decrease medication doses in 
response to unpleasant or dangerous side effects

Continues medication use despite unpleasant 
or dangerous side effects

Shows concern for cause of pain
Unaware or in denial about drug related 
problems

Follows treatment agreement Has difficulty adhering to treatment agreement

Able to store left over medication
Repeatedly loses prescriptions; unable to 
store emergency medication supply

9

ABERRANT BEHAVIOR OF ADDICTION
To determine the underlying cause of aberrant behaviors, it is important to rule out addiction, a 
psychiatric disorder. The criteria for determining if there is addiction are behavioral in nature.

DSM 5 Criteria for Substance Use Disorder (Current Version – Replaces 
DSM-IV TR Diagnoses Described Below)

The current version of the Diagnostic and Statistical Manual of Mental Disorders is the DSM 5, 
published in May 201310. The DSM 5 combines the substance abuse and substance dependence 
diagnoses that were used in the previous version of the DSM, into one diagnosis: Substance Use 
Disorder. This is "a medical illness caused by repeated misuse of a substance or 
substances...characterized by clinically significant impairments in health, social function, and 
impaired control over substance use and are diagnosed through assessing cognitive, behavioral, and 
psychological symptoms"11. The other changes are that the criterion about legal problems was 
eliminated and a criterion about craving was added.

The new diagnosis, Substance Use Disorder, is graded according to severity based on the number of 
criteria met: 0-1: no diagnosis; 2-3: mild; 4-5: moderate; 6-7 severe10.

Note that physiological dependence and tolerance in patients on chronic opioid therapy, should not 
be counted toward a diagnosis of substance use disorder.
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If the criteria for substance use disorders are met, the patient should be referred for addiction 
treatment12, as will be discussed.

ASSESSMENT TOOLS FOR ONGOING MONITORING
Ongoing monitoring for aberrant behavior of patients on chronic opioid
therapy can be facilitated by using assessment tools designed for this
purpose, such as the Current Opioid Misuse Measure (COMM), a 17-item
self-report assessment of aberrant behavior13 that has been well tested 2. A
more elaborate structured interview is another possible choice: the
Prescription Drug Use Questionnaire (PDUQ) is a 42-question interview
used to assess opioid abuse and dependence14; there is also a patient
version of this tool, the PDUQp15. Another assessment in interview format
is the ABC.

TOOL FOR MONITORING ABERRANT BEHAVIORS

The Pain Medication Questionnaire (PMQ)
Several validated tools exist for the monitoring of aberrant behaviors related to ongoing opioid 
prescription. The Pain Medication Questionnaire (PMQ) is described below as an exemplar tool for 
use in clinical practice16. Copyright owners will not permit us to show you the questionnaire within the 
module.

• The Pain Medication Questionnaire (PMQ) is an ongoing self-assessment tool that helps 
clinicians identify whether aberrant behavior of a patient on chronic opioid therapy is 
associated with opioid medication misuse. 

• The PMQ identifies the evidence of current misuse in patients already on opioids. 
• The PMQ should be used long-term, periodically throughout the patient's treatment. 
• A high PMQ score indicates that a patient may be developing dependency or addiction to 

opioid pain medication. The clinician should address any addiction issues through treatment 
changes, referrals, or increased monitoring. 

• Frequent use of the tool as a monitoring system should alert the clinician to early aberrant 
changes in the patient's behavior, and minimize the damaging effects of addiction in the 
patient's life. 

Each ongoing assessment tool varies in terms of criteria, length, target population and context. 
Characteristics of the PMQ that make it appropriate for primary care practice include:

• Length: 26 items 
• Time to Administer: 10 minutes or less 
• Administered by: Self report 
• Target Population: Adults 
• Intended Settings: Primary care 

The health professional should introduce the instrument to the patient, along with the reason for its 
use, and ask the patient to briefly and honestly answer the questions and mark their responses. Self-
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administered tests like the PMQ may decrease the time needed to interview the patient, although 
they should never be a substitute for the clinician evaluating the patient through an interview process.

Scoring
The patient answers the 26 questions of the PMQ on a four-point scale of “Disagree” = 0, “Somewhat
Disagree” = 1, “Neutral” = 2, “Somewhat Agree” = 3, “Agree” = 4). An overall score is derived by 
summing the item scores for the 26
questions. The minimum possible score is 0 (26 items × 0 points) and the maximum possible score 
1s 104 (26 items × 4 points).

Interpreting the Results
Higher overall scores reflect behaviors more likely associated with risk for opioid misuse. Consider 
the following when interpreting results:

• Despite the numeric score, all patients with pain deserve to be treated. 
• Clinicians should incorporate the results of the assessment into the patient's treatment plan as

they see fit. This can include taking any of the following actions: 
• Referral to a specialist 
• Urine drug-screening 
• Increased monitoring of medication use 
• Discussion of alternative treatment 
• Further assessment 

• High score results on ongoing assessment instruments should be used in documentation of 
treatment plan changes and justifying referral to a pain or addiction clinic. 

Alternative Assessments
• For a more extensive assessment, try the PDUQp. 
• If you prefer an interview format assessment, try the ABC. 

MR. ALVARADO - ASSESSMENT
Name: Mr. Bob Alvarado, 52 y/o

History of Present Illness (repeated for convenience): Mr. Alvarado is a long-term
patient who has suffered from lower back pain for 20+ years. He calls sporadically 
and asks for a refill. He reports that recent minor back injuries have exacerbated the 
problem and thus he has called for refills more frequently as of late. Longstanding 
back pain started with injury while moving furniture over 20 years ago.

Question: Select the best assessment tool for assessing Mr. Alvarado's recent 
aberrant behaviors from the following list:

1. CAGE alcohol misuse screening tool 
• Feedback: Incorrect. CAGE is a screening tool for alcohol use problems. Pain 

Medication Questionnaire is an assessment tool for ongoing monitoring of a patient on 
chronic opioid therapy for aberrant behaviors. Opioid Risk Tool is a screening tool for 
risk of opioid substance use problems. 

2. Pain Medication Questionnaire (PMQ) 
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• Feedback: Correct for monitoring during chronic opioid therapy. Pain Medication 
Questionnaire is an assessment tool for ongoing monitoring of a patient on chronic 
opioid therapy for aberrant behaviors. Opioid Risk Tool is a screening tool for risk of 
opioid substance use problems. 

3. Opioid Risk Tool (ORT) 
• Feedback: Correct. Opioid Risk Tool is a screening tool for risk of opioid substance use

problems. CAGE is a screening tool for alcohol use problems. Pain Medication 
Questionnaire is an assessment tool for ongoing monitoring of a patient on chronic 
opioid therapy for aberrant behaviors. 

ADDRESSING ABERRANT BEHAVIOR
Once aberrant behaviors are identified, it is important for the prescriber to address them. Below are 
outlined methods of addressing aberrant behaviors.

Communicate effectively 
about aberrant behaviors
or positive urine drug 
tests.

Use empathy and a non-judgmental but straight-forward approach. For 
example, try introducing the problem lab result with "Help me to 
understand...." Describe limitations and acknowledge the patients' right 
to make their own decisions. Reassure them that their pain will be 
treated even if opioids are not a good choice for them.

Identify the cause of the 
aberrant behavior and 
document it.

Aberrant behaviors do not always mean addiction is present.

Examples of controls and limits to add include:

• counting their pills at each visit 
• prescribing for shorter intervals 
• conducting more frequent, random urine drug testing 

Tighten controls and 
limits on prescribing.

Describe these changes in a written Patient/Provider Treatment 
Agreement. Note, some aberrant behaviors are more serious than others
and deserve more of a response.

The changes needed in response to an aberrant behavior may be 
remembered as five items beginning with "S":

1. Limit Supply 
2. Select a drug with lower street value 
3. Schedule more frequent visits and more frequent urine drug tests 
4. Refer to a Substance Abuse Specialist 

Discontinue opioids 
humanely, if indicated.

With severe or persistent aberrant behaviors, permanent tapering of 
opioids may be indicated2. The practice should have a protocol for how 
to discharge patients from the practice when necessary, including:

• notification in writing 
• attempting to refer the patient for substance abuse treatment if 

addiction is the likely cause of the aberrant behavior 
• instructions on how and where to obtain medical care in a timely 

manner 
17
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To minimize discomfort and manage withdrawal, treatment by an 
addiction specialist is strongly suggested2. Providers must be trained 
and certified in the use of the opioid agonist methadone or partial agonist
buprenorphine for the treatment of opioid use disorder2.

Consult/refer for 
specialty treatment.

Consider consultation and referral with a pain specialist, psychiatrist, or 
addiction medicine specialist

MR. ALVARADO - MANAGEMENT
Name: Mr. Bob Alvarado, 52 y/o

Summary of History of Present Illness:

• Long-term patient, lower back pain 20+ years (injury moving furniture)

• Calling more frequently for refills

You've become concerned about Mr. Alvarado's increased requests for refills.

Question As part of ongoing management, which adherence monitoring tool(s) would you choose to 
use with Mr. Alvarado? (Check all that apply)

1. Assess mood/affect/mental health status 
• Feedback: Correct. Mental health problems are common when there are substance 

use problems, particularly depression and anxiety, and these should be addressed if 
present. 

2. Urine drug testing 
• Feedback: Correct. Urine drug testing for the specific drug prescribed will help you 

determine Mr. Alvarado's adherence to the treatment agreement if you are wondering 
whether he is taking his medication; you can also test for illicit substances. 

3. Small prescription size/more frequent visits; making each prescription contingent on 
adherence to treatment agreement 

• Feedback: Correct. Small prescription size with more frequent visits and making the 
prescription contingent upon following the treatment agreement will support Mr. 
Alvarado in using his medication as prescribed. 

4. Pill counts 
• Feedback: Correct. Requesting pill counts supports Mr. Alvarado in using his 

medication on schedule. 
5. Interviews with significant others or persons in a position to report on the patient's behavior 

• Feedback: Potentially correct. With appropriate permissions, involving family can help 
provide a closer look into his compliance with the treatment plan, and can help Mr. 
Alvarado by engaging social support. 

6. Prescription Drug Monitoring Programs 
• Feedback: Correct. Prescription drug monitoring programs should be checked to find 

out how many other prescriptions he has obtained. 
7. Referral for psychiatric treatment 

• Feedback: Potentially correct. If Mr. Alvarado shows signs of possible mental health 
problems, such as depression or anxiety, and treatment or assessment are outside of 
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your expertise, a referral for psychiatric evaluation might be indicated, but the need for 
psychiatric treatment is not clear at this time. 

8. Referral to addiction treatment 
• Feedback: Potentially correct. If Mr. Alvarado does not respond to tightened treatment 

structure or further assessment suggests addiction, referral to addiction treatment 
would be indicated. 

SUMMARY
Here is a summary of recommended skills, organized by provider core competencies:

PROVIDE PATIENT-CENTERED CARE  

• Communicate effectively with patients about problematic medication use; use a sensitive, non-
judgmental approach when discussing possible substance abuse/misuse/addiction. 

• Clearly inform patients about circumstances in which opioid therapy would be discontinued 
before pain treatment begins, and stick to the consequences (e.g., discontinuation of 
prescribing of opioid therapy). 

• Strategies for discontinuing opioid therapy must be made on an individual basis. 

WORK IN INTERDISCIPLINARY TEAMS  

• Make appropriate referrals to mental health treatment, such as cognitive behavioral therapy, 
for support in coping with pain, as a part of the multi-modal treatment plan. 

• When the source or complexity of the patient's aberrant behaviors is beyond the skills or 
resources of the evaluating provider, consultation with or referral to specialists are indicated. 
The specialist may be a pain specialist, psychiatrist, or addiction medicine provider. 

EMPLOY EVIDENCE-BASED PRACTICE  

• Distinguish among aberrant behaviors that are due to misunderstanding of proper use, 
chemical coping, inadequate pain management (pseudoaddiction), tolerance, physical 
dependence, diversion, pseudoaddiction, poor pain coping skills, psychiatric problems, or 
addiction. This will more clearly identify patients that may indicate substance 
abuse/misuse/addiction. 

• Always at least consider aberrant behavior due to an undiagnosed medical cause (for 
example, the chronic back pain patient with an undiagnosed metastatic spread to bone of 
prostate cancer). 

• Distinguish between relatively low versus high-risk aberrant behaviors. 
• Address aberrant behaviors due to substance abuse and addiction via appropriate treatment 

modifications:
• Provide treatment structure according to risk level; tighten controls and limits on 

prescribing, as needed. 
• Follow strategies to end chronic opioid therapy when appropriate; wean the patient off 

the opioid and detoxify as needed. 
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• Consult/refer for specialty treatment with follow-up. 
• Continualy monitor pain patients using various assessment tools to detect aberrant behaviors, 

drug-seeking behaviors, or noncompliance. 
• The Pain Medication Questionnaire (PMQ) is a clinical tool that can be used for ongoing 

monitoring of aberrant behaviors in patients receiving chronic opioid therapy. 

APPLY QUALITY IMPROVEMENT  

• Recognize aberrant behaviors in chronic pain patients that might indicate substance 
abuse/misuse/addiction, such as requests for early refills, noncompliance with medication 
instructions, and treatment resistance. 

• Assess and document critical outcomes (5 "A"s: Analgesia, Activities, Adverse effects, 
Aberrant behaviors, and Affect) at every visit during ongoing pain management. Adherence to 
treatment agreement, if there is one, is another "A" that can be evaluated. 

UTILIZE INFORMATICS  

• Efficiently document evidence of possible substance abuse/misuse/addiction in the patient 
record. 

• Review your medical record system to search for ways to better support regular monitoring 
and tracking of aberrant behaviors of patients on chronic opioid therapy. 

• See the Key Info Guide on assessment instruments, located on this website, for more 
information on ongoing monitoring tools. 

RESOURCES AVAILABLE THROUGH THIS MODULE:
• ABC: Addiction Behaviors Checklist 

An assessment checklist that screens for characteristic addictive behaviors in chronic pain 
patients prescribed opioid medications. 

• Development and Validation of the Current Opioid Misuse Measure 
Measure of opioid dependency and addiction for patients already on long-term opioid therapy. 
Authors: Butler SF, Budman SH, Fernandez KC, Houle B, Benoit C, Katz N, Jimison RN Title: 
Development and Validation of the Current Opioid Misuse Measure 

• DSM 5 Substance-Related and Addictive Disorders 
The APA's breakdown on changes to substance-related addictive disorder diagnoses 
introduced by DSM-5. The document goes over substance use disorder, addictive disorders 
and briefly states the APA's position on caffeine use disorder. 

• PDUQ: Prescription Drug Use Questionnaire 
An interview format yes or no questionnaire administered by the clinician and designed to 
detect prescription pain medication addiction in chronic pain patients. (Located at the end of 
article) Authors: Compton P, Darakjian J, Miotto Karen 

• PDUQ: Prescription Drug Use Questionnaire (Self-Report) 
A self-report questionnaire for the screening of opioid use and dependency in patients with 
chronic pain. Authors: Compton PA, Wu SM, Schieffer B, Pham Q, Naliboff BD. Title: 
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Introduction to a self-report version of the Prescription Drug Use Questionnaire and 
relationship to medication agreement noncompliance Issue: 36(4):383-95. 

• PMQ: Pain Medication Questionnaire 
Screening tool used to accurately identify chronic pain patients that are at risk for opioid 
dependency or abuse. This article examines the predictive validity of the PMQ in risk 
assessment. Authors: Dowling LS, Gatchel RJ, Adams LL, Stowell AW, Bernstein D Title: An 
evaluation of the predictive validity of the Pain Medication Questionnaire with a heterogeneous
group of patients with chronic pain. Issue: 3(5): 257-66. 
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Expanded Skills: Minimizing Opioid Diversion and 
Overdose Risk
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EXPANDED SKILLS: MINIMIZING OPIOID DIVERSION AND
OVERDOSE RISK

Goal
The learner will be able to take steps to limit diversion from the practice and minimize the risk of 
overdose, educate patients about proper use and storage of pain medications, assess for signs of 
diversion of pain medications and risk of overdose.

After completing this module participants will be able to:
• Identify patients who are diverting medication, whose medications are being diverted, or who 

at high risk for diversion or overdose

• Follow clinical protocols that reduce risk of diversion of medications by patients or their family 
members

• Follow practice management protocols that reduce risk of diversion of medications by patients 
or their family members

• Follow clinical and practice management protocols that reduce risk of prescription pain 
medication overdose

• Follow government regulations when prescribing narcotics

Professional Practice Gaps
Clinical guidelines for the use of chronic opioid therapy in chronic noncancer pain, developed by the 
American Pain Society and the American Academy of Pain Medicinechou1 and more recent 
guidelines from the CDC on prescribing opioids2, based on an extensive review of the literature, 
include recommendations designed to reduce the risk of prescriptions drug overdose and diversion. 
The need for prescribers to do more to prevent diversion can be inferred from studies showing that a 
majority of patients do not take their pain medication as prescribed3 and that the source for the 
majority of non-medically used prescription drugs is a friend or relative4. Research shows that 
physicians do not follow key recommendations in evidence-based guidelines for avoiding diversion 
and overdose5,6. The need for education/training in the guidelines to avoid diversion and overdose is 
also evident in results of national physician surveys of physicians5 and research linking "doctor 
shopping" to increased risk for overdose7. Based on the overall results of their physician survey on 
the problem of drug diversion, CASA concluded that physicians should receive more continuing 
medical education related to prescribing and administering controlled substances and identifying, 
diagnosing, and treating substance abuse and addiction5.

INTRODUCTION

Contents for this module:
• Recognize diversion 

• Recognize high risk of diversion of prescription medications for substance misuse 
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• Recognize signs of diversion 
• Practice to prevent diversion 

• Use prescription drug monitoring programs 
• Use clinical protocols that reduce diversion by staff and patients 
• Teach patients to avoid diversion of their medications by others 
• Use practice management protocols that comply with federal and state regulations and 

reduce the risk of diversion 
• Employ proper safeguards to prevent diversion if opioids are dispensed in the office 
• Work with pharmacists and law enforcement to detect and prevent diversion 

• Understand government regulations for prescribing practices 
• Be aware of factors that are correlated with opioid overdose 
• Take practice steps to avoid overdose 

• Educate patients on how to avoid overdose 
• Use appropriate caution/consultation when converting between opioids 
• Use appropriate precautions when prescribing methadone for pain 

At the end of this module, we will ask you to set some goals for your practice based on what 
you learn in this module.

Case Introduction
The following case is presented throughout this module, providing you an opportunity to practice 
clinical applications:

Patient: Mr. Sam Burton, 27 years old

Brief History: Requests prescription for a high dose of opioids for phantom limb 
pain.

DIVERSION: HOW?

How Are Prescription Drugs Diverted?
Diversion of prescription drugs occurs at every point in the manufacturing and distribution chain. 
Doctor shopping, the method of going to multiple prescribing providers for prescription drugs, is the 
most common source of prescription diversion followed closely by prescription theft or forgery8,9. 
Other mechanisms of diversion are displayed in the table on the right.

How Are Opioids Diverted from Healthcare Providers?
Healthcare providers may inadvertently or knowingly participate in diversion by being  10  :

• Deceived by patients 
• Susceptible to patient pressure 
• Poorly informed 
• Careless 
• Dishonest 
• Addicted themselves 

Types of fraudulent prescriptions  10  :  
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• Legitimate prescription pads are stolen from providers’ offices and prescriptions are written for 
fictitious patients 

• Altered legitimate provider's prescription 
• Prescription pads printed with a phone number that is not a real provider's office 
• Diverter phone numbers on prescriptions. When called, the individual pretends to be a 

provider's office. 
• Computer-generated prescriptions for non-existent providers 
• Copies of legitimate prescriptions 

Diversion by Teens and Young Adults
• stealing medicine from bathroom cabinets of family and friends 
• stealing from pharmacies 
• buying from drug dealers 
• buying from patients who exit clinics with prescriptions 
• forging prescriptions 
• feigning illness to get medicine 
• doctor shopping 

PRACTICE TIP
Educate patients in the proper storage and disposal of their opioid medications:

• Any visitor can steal from their medicine cabinet and so this is not a good storage place. 
• Individuals who are not tolerant of opioids can overdose on a relatively low dose. 

DIVERSION: WHAT?

Which Drugs Are Diverted Most Often?
All prescription opioids are involved in diversion and misused8.

The most widely misused opioids in the U.S. are11:

1. Hydrocodone and hydrocodone combination medications (e.g.,
Vicodin, Lortab). These were changed to Schedule II in October
2014 because of their misuse potential. 

2. Oxycodone (immediate and extended release) 

For college students, hydrocodone and oxycodone are the most widely diverted or misused drugs, 
followed by morphine, tramadol, and methadone8.

Partly due to its misuse potential, tramadol was made a Schedule IV controlled substance in 2014 
(DEA).

Most common routes of administration are8,11:

• injection 
• ingestion 
• inhalation 
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DIVERSION: WHY?

Why Are Prescription Drugs Diverted?
Common reasons given for the increase in prescription opioid misuse include12:

1. Prescription drugs may be more easily obtained compared to the difficulty and danger of 
obtaining illegal "street drugs," such as heroin. 

2. Law enforcement closely monitors illegal drugs, making arrests in such purchases much more 
likely than for opioid analgesics. 

3. The inappropriate use of prescription drugs is viewed as more socially acceptable than heroin 
or cocaine. 

4. Because the purity and dosage of prescription medications are highly monitored, they are 
seen as "safer" than illicit street drugs. 

5. Opioid analgesics may act as substitutes for illicit drugs, such as heroin. 

Street value of prescription opioids
Street value is high for opioids. For example, in one informal survey, patients reported a rate of $1 per
milligram for hydrocodone with acetaminophen and more for long-acting opioids without additives13. 
Street value of an 80 mg oxycodone prescription taken 3 times per day, was estimated at $12,000 per
month.

Comparison of street drugs to prescription opioids
Heroin and prescription opioids have very similar mechanisms of action, so it is not surprising that 
some substance misusers switch between the two, depending on which is more advantageous to 
them at the time14–16. For example, prescription opioid misusers may switch to heroin if they lose their 
medical insurance14 or if prescription opioids simply aren't available17. As they age, heroin users may 
switch to prescription opioids, which are often easier to take orally.

Comparison of the "Advantages" of Heroin and Prescription Opioids

Heroin Prescription Opioids

Often more widely available than potent 
prescription opioids 14,15 Standardized potency14

Often cheaper on the street than potent 
prescription opioids14,15 Medical insurance may pay for it14

Aura of legitimacy/cleanliness due to association 
with medical community17

Generally easier to take orally14)

FYI
Heroin and prescription opioid users often switch between the 2 drugs, depending upon their 
circumstances.
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DIVERSION: WHO?

Who Is Diverting Prescription Opioids and for Use by Whom?
While some opioid diversion from the doctor's office is by chronic pain patients who
may sell excess drugs or trade for other drugs, other diverters visiting a doctor pretend
they have pain and may or may not be addicted themselves. Street and recreational
drug use, as well as use by individuals with co-morbid psychiatric conditions, accounts
for much of prescription drug misuse9.

How Common is Diversion or Use of Diverted Drugs?
• 1.9 million people over the age of 12 had initiated misuse of prescription pain

relievers within the past year in a 2012 survey. 
• In 2012, an estimated 22.4 percent of young adults had misused pain relievers at some point 

in their lifetime4. 
• Nearly 2.5 million emergency department (ED) visits in 2011 were associated with drug 

misuse - an increase from about 1.3 million in 2004. Misuse of pharmaceuticals was involved 
in over half of these ED visits18. 

• Opioid analgesics (pain killers), such as hydrocodone, oxycodone, and methadone, and 
benzodiazepines, such as alprazolam and clonazepam, were present in more than 100,000 
ED visits associated with the misuse of pharmaceuticals in 200419. 

Diversion by Age
The largest percentage of drug misusers are in their 20s, which includes college students. However, 
all ages are involved. While many drug misusers are engaged directly in drug diversion, some buy 
their drugs from another party.

Age group Percent of Drug Misuse Cases

6-12 0.25%

13-19 6.5%

20-29 22.25%

30-39 17.5%

40-49 21%

50+ 16%

Data from RADARS System Poison Centers8, a monitoring program to detect misuse of Oxycontin 
and other commonly prescribed opioids by surveying drug abuse experts, law enforcement agencies, 
and poison control center reports11.

Prescription opioids and children
The toll of prescription opioid misuse on young children must be recognized; a single dose of a 
prescription drug in a child may be fatal.According to a study compiled by poison centers8:

• Most exposure of drugs with children (newborn to <6 yrs) is through ingestion 
• More than 99% of drug exposure with children is unintentional 
• Most incidences occur in the child's home 
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IDENTIFY RISK OF DIVERSION

Factors Associated With Risk of Diversion
• Age (18-25) 
• Male sex 
• Level of education 
• History of binge drinking or heavy alcohol use 
• Rural community setting 
• Low socioeconomic status 

• Employment status 
• History of criminal behavior 
• Single marital status 
• Failure to keep medications secure 
• Type of medications obtained (Oxycodone, Hydrocodone, and Methadone) 
• Family history of drug abuse or illicit drug use 

20

FYI
• Women who abuse drugs are more likely to abuse prescription drugs than other illegal drugs21

• Some diverters may feign symptoms, going so far as to alter urine samples with their own 
blood in order to corroborate complaints of renal pain22. 

SIGNS OF DIVERSION
Suspicious behavior related to appointments

• Missed follow-up visits 
• Frequent extra appointments at the clinic or office 
• Seek appointments toward the end of the day or may show up just after regular office hours. 

Suspicious stories

• Claim to be passing through town or visiting relatives. 
• Insist on being seen or given a prescription immediately because they are on their way out of 

town or are late for something. 
• Claim they cannot remember where they were last treated. 
• Claim that the previous clinic, hospital or provider is no longer in business. 
• Claim they forgot to pack their medication. 
• Frequently reported loss of prescriptions or medications 
• Claim their medication was stolen. 

Problems related to lab testing

• Unexpected results on toxicologic screening 
• Alter urine samples by pricking a finger and putting a drop of blood in the specimen to 

corroborate complaints of renal problems. 

Suspicious behavior related to prescriptions
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• Frequent requests for dose increases 
• Request specific medication brands and resist generic forms and substitutes, claiming to be 

"allergic." 
• Concurrent use of nonprescribed psychoactive substances 
• Prescriptions obtained from a second provider 

Uncooperative or non-compliant

• Refuse a physical exam. 
• Be unwilling to give permission to access past medical records or allow contact with previous 

providers. 
• Failure to follow the dosage schedule 
• Failure to adhere to concurrently recommended treatments 

Other suspicious interactions with doctor or staff

• Be unusually complimentary about the office, your appearance, or your reputation. 
• Be unusually well-informed about specific medications, have a familiarity that comes straight 

from text books, rather than real life experiences. 
• Try to seem naive by mispronouncing medication names or seeming uninformed about their 

underlying medical condition. 
• Feign symptoms, e.g., back pain, kidney stones, migraine headaches, toothaches, or post-

herpetic neuralgia. 
• Abruptly leave the office if things are not going their way. 

Behaviors outside of the clinic visit

• Frequent visits to the emergency room for opioid therapy 
• Tampering with medications 

22–24:

STEPS TO IDENTIFY DIVERSION
Believing what your patients tell you about their pain should be balanced by a
degree of skepticism. Behaviors and stories are often better indicators of diversion
than appearances, which can be misleading. Also keep in mind that colleagues,
friends, and family members may be diverting opioid analgesics.

To identify patients who are diverting medication or whose medication is being
diverted10,25:

1. Contact the patient's prior treatment providers to determine dosing and duration of past 
treatment 

2. Use sensitive and thorough interviewing techniques to inquire about patient's use of 
medications and determine history and course of treatment 

3. Identify signs that suggest illicit drug-seeking behavior 
4. Review records of chronic pain patients for patterns suggestive of diversion before prescribing

refills 
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5. Use random urine drug testing and medication reconciliation, including pill counts, where 
indicated. UDT can detect when most prescribed drugs are not present as would be expected 
if the drug was being taken. Note, however, that current urine drug tests are qualitative and 
not quantitative and do not detect some synthetic opioids such as fentanyl13. Note also, that 
someone who is abusing a drug may be able to temporarily obtain the right amount of drug to 
bring to the pill count appointment. 

6. Continue to check prescription drug monitoring programs 
7. Bring special attention to patients taking short-acting drugs due to their greater risk for misuse 

MR. BURTON - DIVERSION
Provider: Hello there Mr. Burton, how are you doing? 

Mr. Burton: I'm doing all right. 
Provider: So I understand that you would like some medication for limb pain you
are experiencing? 

Mr. Burton: Yes, that's right. The only thing that helps me since I lost my
leg is hydrocodone. 
Provider: I take it you've been prescribed hydrocodone in the past? 

Mr. Burton: Yes, yes it has helped me a lot. I just moved recently so I'm trying to get back 
with it, finding a new doctor, and all of that. 
Provider: I see. Did your last provider give you a referral? 

Mr. Burton: No, I didn't even think about that. I was too busy moving. 
Provider: I see. I'd like to obtain your past medical records, or at least contact your previous care 
provider. 

Mr. Burton: I didn't bring my medical records with me. 
Provider: That is all right, do you have a phone number? 

Mr. Burton: I'm afraid I don't have that either...I didn't really have a regular doctor, just one 
that I was seeing kind of temporarily while in between moves. 

Question 1: Based on what you know about Mr. Burton so far, what factors and patient 
characteristics, if any, does he appear to have that may signal a higher risk of diversion? (Check all 
that apply)

1. High-dose opioid use 
• Feedback: Correct. Mr. Burton came in requesting a prescription for a high dose of an 

opioid. 
2. History of legal problems 

• Feedback: To be determined. Many questions about risk remain to be asked. 
3. Comorbid psychiatric problems, current or history, especially those with impulsivity, e.g., 

ADHD 
• Feedback: Correct. Mr. Burton has a history of ADHD. He should be screened 

specifically about depression and anxiety. 
4. Poor family support 

• Feedback: Correct. Mr. Burton said he is not close to his family and is single. 
5. Substance use disorder 
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• Feedback: To be determined. Mr. Burton should be screened for substance use 
disorder. 

6. Age group 
• Feedback: Correct. Mr. Burton is 27 which is in the age group (20 to 29 years-old) with 

the highest diversion rate. 
7. Smoking 

• Feedback: Correct. Smoking is one of Mr. Burton's risk factors for diversion, along with 
several others. 

8. Family history of addiction 
• Feedback: Correct. Mr. Burton's father was an alcoholic. 

9. History of sexual abuse 
• Feedback: Associated with risk for females. Many questions about risk remain to be 

asked. History of sexual abuse in females is associated with greater risk of opioid 
misuse. 

10. Strange stories 
• Feedback: Correct. His vagueness about where he has been obtaining his 

prescriptions suggests risk for diversion. 
11. Strange symptoms 

• Feedback: Incorrect. Phantom limb pain is a known pain syndrome. 
12. Lack of cooperation 

• Feedback: Correct. His lack of cooperation regarding contacting his last provider 
suggests risk for diversion. 

Question 2: What type of diversion does Mr. Burton's behavior suggest the most?

1. Doctor shopping 
• Feedback: Correct. Mr. Burton's avoidance of providing contact information may be as 

simple as he describes or it may be because he does not want you to contact that 
provider due to substance abuse or diversion problems. 

2. Prescription theft or forgery 
• Feedback: This seems less likely, although he may be trying to hide something by not 

providing information on his past provider. 
3. Residential burglary 

• Feedback: Incorrect. There is no evidence that this is the way Mr. Burton is trying to 
obtain medication currently. 

4. Going to "pill mills"
• Feedback: Incorrect. This seems less likely, although he may be trying to hide 

something by not giving information on his past providers.  

CLINICAL PROTOCOL TO MINIMIZE DIVERSION
Clinical protocol should be followed to reduce diversion of medications by patients or their family 
members, within reason. Although this is not reimbursed time, one might consider that time spent with
new patients may prevent time consuming problems later. Such a clinical protocol includes the 
following25:
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1. Verify patient identity and information:
• Consider requesting official photo identification from patients to photocopy and include in the 

chart. 
• Check the prescription drug monitoring program that is available in your state. For now, this 

task can be assigned to a staff member, but eventually, the opportunity to access this 
information while prescribing may become part of the electronic health record.

• A more time-consuming method that provides even more data would be to verify past provider 
information by contacting former health care providers and pharmacists for each new patient. 
Written consent from the patient must be obtained.Obtain the previous providers’ contact 
information from official sources instead of from the patients to better spot patients seeing 
multiple providers and to assure that real providers are being contacted.

• Note: Some patients seeing multiple providers may be attempting to better control their pain; it
is not always a sign of addiction. 

2. Obtain a thorough medical history:
Acquire information on the type and intensity of the pain, current, and past pain related treatments, 
co-existing and other medical conditions, the efficacy of past pain treatment, level of function, and 
any substance abuse or psychiatric history.

3. Conduct a thorough physical exam:
Look for potential signs of drug abuse, including:

• inflamed nasal mucosa 
• nasal septum perforation 
• unusual jitteriness or sedation 
• pupillary changes 
• needle puncture sites 

4. Educate patients about residential theft/diversion by family:
Explain proper medication storage and monitoring techniques that should occur in their homes. Theft 
from medicine cabinets is a major source of abused opioids1, whether from a break-in or someone 
known to the patient. Thus, it is essential that medications be locked up in a secure cabinet or safe. 
Discuss the importance of proper medication storage and security with the patient as part of the 
patient treatment agreement.

5. Use patient treatment agreements
Treatment agreements explain privacy and confidentiality and
outline the patient's responsibilities in treatment as well as the
consequences for breaking the agreement. When creating and
using treatment agreements:

• Spell out the offenses that are allowable to some extent
(e.g., a patient who misses one appointment can continue
in treatment) and those that are not allowable (e.g., a
patient who steals from or vandalizes the office will be discharged from treatment). 

• Describe use of periodic random urine screening for illicit substances or medication 
adherence, and serum medication levels 
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• Require all prescriptions be filled at one pharmacy26. 

• Require that the patient obtain opioid analgesic prescriptions from only one provider26. 

• Require immediate notification when another prescriber becomes involved. 
• State actions which may prompt discontinuation of treatment, including:

• violations of the agreement 
• evidence of illicit street drug use or prescription medication abuse or outright diversion 

• Follow through with these agreements if violations do occur. Doing so will help prevent 
allegations of enabling drug abuse or prescribing for non-therapeutic purposes. 

Patients at high risk. Treatment agreements are important with patients at high risk for misusing 
medications (i.e. those with a current or past history of substance abuse, co-morbid psychological 
disorders, or those with chaotic living arrangements susceptible to theft). Extra monitoring and 
perhaps referral to a pain or addiction specialist are highly recommended. Treatment agreements 
may request that patients bring all current medications, in the appropriate pharmacy containers, to 
appointments for periodic pill counts.

CLINICAL PROTOCOL TO MINIMIZE DIVERSION (CONTINUED)

6. Document carefully:
Document all information that is relevant to the patient's treatment, including a
legitimate medical purpose for the patient to be prescribed the controlled
substance and the results of a thorough physical exam. Document physical exam
findings, such as needle wounds, a perforated septum, or other signs of past
drug abuse25. Document the prescription given to the patient, including the
number of pills, and directions. Some states require that clinicians make copies
of all prescriptions for controlled medications and include these copies in the
patient chart.

7. Use careful patient monitoring:
• Random callbacks, pill counts, and observed dosing: For a callback, have the patient 

suspected of diversion bring their remaining supply of medication in for you to inspect. This 
policy should be outlined in the patient contract and should state how much notice the patient 
will be given beforehand. Pill counts should be taken to verify that the proper number of pills is
remaining, according to the patient's prescription. For observed dosing, medication is 
administered under observation in the clinic, rather than prescribed to take at home. This 
ensures that the patient is ingesting the proper dose, and is not diverting medication outside of
the clinic. 

• Urine drug testing: Conduct periodic but random urine toxicology screening for controlled 
substances. 

• Prescription drug monitoring programs: These programs provide databases of 
prescriptions of certain classes of drugs (schedule II-IV, varies depending on the state) issued 
and can help to identify forgery, improper prescribing, and drug-seeking, or doctor-shopping 
patients. As of December 2016, all states other than Missouri have implemented prescription 
drug monitoring programs. 
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8. Observe patterns of patient prescription requests:
Paying attention to patterns of prescriptions will help you recognize when diversion is occurring. 
Prescribing opioids only as part of an ongoing relationship with a chronic pain patient will help limit 
diversion.

• Provide refill prescriptions only with verification of continuation of pain diagnosis. 
• Decrease the size of prescriptions and increase the frequency of follow-up visits according to 

severity of addiction, suspected diversion, or risk for abuse or diversion. 
• Limit the prescription quantity and number of refills that you provide. 
• Write prescriptions in pen. 
• Do not pre-print your DEA registration number on prescriptions. 
• Consider using prescription forms with preprinted numbers for the quantity of refills. Circle the 

prescribed number and strike through the other numbers to make the quantity very clear to 
pharmacists27. 

9. Observe other aberrant behavior, such as non-compliance:
Diversion, in addition to inadequate analgesia and addiction, may drive abnormal opioid-seeking 
behavior. Noncompliance should alert the physician to the possibility of addiction or diversion, and 
careful control and monitoring of opioid therapy should be initiated, with discontinuation if the 
behavior persists28. Switching to an opioid that is less frequently abused in the community might also 
be considered.

10. Consider the following guidelines before discharging a patient from your 
practice:

• When a patient violates a treatment agreement, you have the right to discontinue treatment 
but you should NOT release him/her from your practice without a plan in place. 

• Such patients are often in need of more intensive treatment and you should arrange for 
another physician (such as a psychiatrist and/or addiction specialist) to take over treatment. 

• Work with the patient's psychosocial treatment providers to assure that there is continuity of 
care after the patient is discharged from your practice28. 

WORK WITH PATIENTS TO DECREASE DIVERSION

Educate Patients: Risk of Diversion by Family and Friends

A rising method of diversion is to use prescribed medication from family,
relatives, friends and classmates. Teens may abuse controlled prescription
drugs because they are often more easily accessible than illicit drugs, alcohol or
tobacco25. Younger people are more likely to obtain drugs from family and
friends, whereas older people are more likely to obtain them from thefts and
dealers8.

Medicine cabinets: A rising threat

The abundance of prescription opioids and drugs has made the medicine cabinet a great threat to 
children. Parents need to play an essential role in preventing diversion. Parents must safeguard their 
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medications (e.g., locking a medicine cabinet) because easily accessible medicine cabinets are 
inviting to children and teens. Moreover, parents who do not understand the dangers of the 
medications in their possession can put children at risk. Children and teens may steal their parents' 
controlled medication to sell or use themselves. Even if their own children can be trusted, the 
medication should be kept away from visitors who might take it. Counsel patients on these potential 
dangers and tell them to store opioids in a safe and secure place away from children and pets.

Patients should read any product-specific disposal information included, for example, with extended-
release/long-acting opioid products. Additionally, controlled prescription drugs used by terminal 
patients or from a recently deceased person can be diverted by family and friends29.

Educate Patients: Proper Disposal of Medications
Proper disposal is also important. Educate patients on systems of drug disposal, for example, 
sponsored by the FDA. To reduce diversion by family members, medications should be properly 
disposed of so that their recovery is made difficult. To dispose of medications safely:

• Do not flush or rinse the drug down the drain unless the label or patient information sheet 
instructs you to do so. 

• Find a community drug take-back program or hazardous waste collection program by calling 
your local government or looking on the FDA website for a take-back program. 

• If a drug take-back program is not available, you should30: 

• Remove the drugs from their containers. 
• Mix the drugs with an undesirable substance such as cat litter. 
• Put the mixture in a disposable container with a lid or resealable bag. 
• Remove or conceal personal information and Rx number from the container. 
• Dispose all of the above in the trash. 

Use Patient/Provider Treatment Agreements
A written treatment agreement should include the provision that the patient will refrain from obtaining 
or sharing medication with others28. Methods for storing and disposing of the medication also should 
be described.

DRUGS WITH REDUCED DIVERSION POTENTIAL

Drug Formulations May Help Prevent Hazardous Use and Diversion
New formulations of opioids may help prevent hazardous use and diversion31. The challenge is to 
minimize diversion but maintain effectiveness. Some opioids with limited diversion potential already 
exist, and many others are being considered or are in development.

• Physical alterations. Drugs may be physically altered to interfere with use by snorting or 
injection, for example, by increasing the viscosity of liquids or crush resistance of capsules. 
These alterations may discourage tampering but are not foolproof. 

• Opioid agonist with antagonist. An opioid agonist and an antagonist are combined in a 
single product. Tampering with the medication to snort or inject releases the antagonist, 
blocking the effects of the opioid. For example, one formula to help reduce misuse of 
oxycodone combines it with the antagonist naloxone. This combination counteracts the 
euphoric effects of oxycodone and produces withdrawal symptoms if the tablets are dissolved 

Page 17 of 39    October 10, 2018 Update
Expanded Skills: Minimizing Opioid Diversion and Overdose Risk



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

and injected31. 
• Prodrugs. Prodrugs are medications that are inactive but are converted into active ingredients

by metabolic pathways or absorption, which delays euphoria32. Moreover, conversion into 
active ingredients cannot occur after a particular dose8. In one example of a prodrug, codeine 
transforms into morphine once ingested. 

• Drugs that halt release of active opioid ingredients. This approach prevents the release of
active opioid ingredients when tablets are crushed or when chemical extraction of the opioid is
attempted. For example, to make extraction more arduous, the opioid could be encapsulated 
within microparticles that are water insoluble32. 

Drugs Used in Treatment of Opioid Addiction
1. Methadone. Methadone is inexpensive and has relatively low street value33. It is diverted and 

misused commonly and has significant risk associated with misuse. 
2. Buprenorphine. Buprenorphine misuse and diversion are increasing34,35. Pure buprenorphine 

is diverted more often than the combination with naloxone. 

PRACTICE MANAGEMENT TO REDUCE RISK OF
DIVERSION

This section discusses the following practice management guidelines to reduce risk of diversion:

1. Keeping careful prescribing records for all pain medicine prescribed 
2. Following an office protocol that safeguards prescription pads and sample medications 
3. Using prescription drug monitoring programs and verifying patient identities 
4. Working with pharmacists and law enforcement to detect and prevent diversion 
5. Complying with DEA regulations and state regulations 

A detailed overview of prescription requirements and regulations on different classes of controlled 
substances can be found in our Key Info guide, Government Regulations.

KEEPING CAREFUL PRESCRIBING RECORDS

Current medical records, including prescribing records, need to be
maintained completely and accurately, and be ready for review. According to
the Federation of State Medical Boards, the following should be included in
medical records26:

• Nature and intensity of the pain 
• Current and past treatments for pain 
• Underlying or coexisting diseases or conditions 
• Effect of the pain on physical and psychological function 
• History of substance abuse 
• Presence of one or more recognized medical indications for the use of a controlled substance 

The following should also be recorded:

• treatment objectives, including the objectives that will be used to determine success 
• discussion of benefits versus risks 
• informed consent 
• treatments and medications (date, dosage, type, quantity prescribed) 
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• controlled substance prescriptions - must be documented in the patient chart in a 
specific location 

• reasons for changes in prescribing (e.g., disease progression, physical injury) 
• prescriptions for other co-occurring problems such as depression, anxiety, or insomnia 

• agreements and instructions 
• discussions with and about the patient 

Regulations for prescription records may vary based on the drug's schedule in different states.

FOLLOWING AN OFFICE PROTOCOL

Prevent Prescription Pad Theft
Diverters may try to steal prescription pads or scan blank prescription pads in order
to write their own prescriptions. To prevent this22:

• minimize the number of prescription pads in use 
• keep all prescription blanks in a safe, locked place 
• never use prescription blanks to write memos 
• never pre-sign prescription blanks 

Physicians should contact the company that prints prescription pads to learn about available 
prescription-safety options. Physicians can also utilize prescription pad features to reduce diversion, 
including:

• sequential numbering, to make it easier to detect missing forms 
• printing on different colors of paper, to try to avoid duplication 
• copy-resistant features, such as saying VOID when photocopied 
• various ink colors, which makes it more difficult to reproduce than standard white paper with 

black ink 

Prevent Prescription Alteration
Diverters may try to alter physicians' written prescriptions, for example, by transforming certain 
numbers involved in dosing, e.g., changing 10 into a 70 or 100. To prevent alteration of prescriptions 
22:

• consider writing the strength, dose and quantity of medications in letters and numerals 
• always indicate whether or not the prescription may be refilled and include the number of 

refills 
• use ink that cannot be rinsed with solvents, e.g., acetone 

Involve Staff
Because diverters may try to appear the most composed when in your direct presence, asking your 
staff to pay attention to how patients act and what they say may help in identifying any suspicious 
activity36.

WORKING WITH PHARMACISTS
Patients who are practicing diversion may try to call in their own prescriptions by claiming to be from 
a provider's office. Patients that are practicing such maneuvers are often first detected by 
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pharmacists. Many drug abusers gravitate toward treatment areas having low communication and 
cooperation between health care professionals. If your local pharmacists know you and are familiar 
with your office, these attempts will be less likely to succeed. Thus, providers should22:

• collaborate and foster a good relationship with local pharmacies, so that problems with 
patients, such as substance abuse, can be discussed. 

• write the name of the patient's pharmacy on the prescription and consider sending prescription
faxes instead of calling in prescriptions. 

• encourage pharmacies to call if they have any questions regarding the prescription or need 
prescription verification. 

• avoid calling in prescriptions of opioid medications that can be faxed in. This will alert the 
pharmacist's suspicion when someone tries to do so. 

A provider's office should:

• have a system to respond to pharmacy calls. 
• document all pharmacy calls in the patient record. 

If possible, prescriptions for a patient should be written by one prescriber and filled by a sole 
pharmacy37.

WORKING WITH LAW ENFORCEMENT

Taking an Active Role to Identify and Prevent Diversion
Work with law enforcement to detect and prevent diversion and understand responsibilities with 
respect to law enforcement vs patient confidentiality. If a patient is suspected of diversion, local police
should be notified36. If a theft of controlled drugs is discovered, the nearest DEA office and local 
police should be identified5. While providers and pharmacists report suspected drug seeking patients 
to law enforcement, law enforcement officials do not notify or warn providers of suspicious behaviors 
by people who may try to take advantage of prescribers or pharmacies (AAPS).

• Notify local police when office staff or providers suspect a patient of diverting their own 
medication or diversion maneuvers, such as attempting to steal prescription pads36. 

• If a theft of controlled drugs is discovered, providers should notify the nearest DEA office and 
local police5. 

• Do not prescribe controlled substances to patients unless clinically indicated. Inform the 
patient that it would be illegal for you to prescribe opioid analgesics before performing a 
meaningful history and physical examination22. 

• Although not realistic for most practices, one pain specialist noted that routinely checking court
dockets for new cases of drug diversion can alert you if a patient of yours may be diverting38. 

Reporting a Crime and Privileged Information
Information communicated to a provider in an effort to procure unlawfully a prescription drug or the 
administration of a prescription drug is not privileged communication

• The provider no longer is bound by the provider-patient relationship. 
• However, the provider is not obligated to report the criminal behavior. 

Health Insurance Portability and Accountability Act (HIPAA)
There is an exception to HIPAA for reporting crimes against a provider limited to the information 
needed to report the necessary facts.
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• It permits a full report, sufficient to enable identification of the perpetrator and prove all 
elements of the crime. 

• It does not authorize turning over the patient's entire chart, including unrelated materials, to 
the police. 

COMPLYING WITH REGULATIONS

DEA Oversight
The two primary responsibilities of the Drug Enforcement Administration
(DEA) are:

1. To prevent and investigate diversion and abuse of controlled
substances. 

2. To ensure an appropriate and timely supply of these substances to
meet the legitimate medical and commercial needs in the United
States. 

37

Prescribers must comply with applicable state or federal law26. However, the vast majority of 
providers who legitimately prescribe controlled substances will never warrant scrutiny by Federal or 
State law enforcement officials. Despite some beliefs to the contrary, the DEA has not changed its 
criteria regarding investigating providers or increased emphasis on providers.

• Less than 0.01 percent of prescribing providers lose their controlled substance registrations 
following an investigation into prescribing practices. 

• The DEA does not overly scrutinize the prescribing of opioid analgesics as compared to other 
controlled substances19. 

Patterns of Prescribing Suggesting Illegal Activity
Law enforcement agencies are using the term "over-prescribing" less and less to avoid the 
implication that there is a predetermined maximum amount that the practitioner should be prescribing,
above which they are doing something illegal. Cases in which prescribing violations by providers 
occurred are associated with the following patterns of abuse:

• An unnecessarily large quantity of controlled substances was prescribed. 
• Many prescriptions were issued in a short period of time. 
• A physical exam was not performed. 
• The provider gave instructions to the patient to fill prescriptions at different pharmacies. 
• The provider wrote prescriptions despite knowing that the patient was diverting them. 
• Controlled drugs were prescribed at intervals that did not match that of legitimate medical 

treatment. 
• The provider used street slang rather than proper medical terminology. 
• The drugs prescribed did not coincide with treatment of the condition allegedly existing19. 

Practitioners should not be inhibited by fear of law enforcement when prescribing appropriately for 
their patients, and patients with legitimate medical reasons for pain treatment should not unduly suffer
due to any such hesitations. Providers can take steps to help safeguard themselves from suspicion 
by federal and state regulatory authorities by following their guidelines.
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GOVERNMENT REGULATIONS

Regulations on Controlled Substances
This website provides a summary of the main Federal regulations regarding the prescription of 
controlled substances as well as complete access to state regulations in the Key Info Guides section. 
Substantial changes in policy have occurred over the years1. Topics include federal requirements for 
prescriptions and refills, federal and state regulatory overlap, regulations concerned with unique 
situations, such as emergencies or narcotic dependent patients. See the Key Info Guide in the 
Related Resources section for more information.

Sample federal regulation:

21 CFR 1306.05
Prescriptions for controlled substances must:

• be dated as of, and signed on, the day when issued and
never be post dated 

• include full name and address of patient, drug name, dosage form, strength, quantity, and 
directions for use 

• include the name, address, and registration number of practitioner 
• be written with ink, indelible pencil, or typewriter and manually signed by the practitioner 

REQUIREMENTS OF A LEGAL PRESCRIPTION
The federal Comprehensive Drug Abuse Prevention and Control Act of 1970, or the Controlled 
Substances Act, describes the legalities of prescription drugs. The controlled substance regulations 
state that:

• "All prescriptions for controlled substances shall be dated as of, and
signed on, the date when issued, and shall bear the full name,
address of the patient, the drug name, the strength, dosage form,
quantity prescribed, directions for use and the name, address and
registration number of the practitioner." 

• "A prescription for a controlled substance to be effective must be
issued for a legitimate medical purpose by an individual practitioner
acting in the usual course of his professional practice." 

Further guidelines state that medical records should accurately reveal the conditions which resulted 
in the prescription.

Furthermore, prescriptions for controlled substances may not be phoned in unless it is a true 
emergency, in which case the written prescription must be issued to the pharmacist within seven days
and must clearly state its purpose for authorization for emergency dispensing.

The DEA has revised regulations to allow practitioners to write prescriptions for controlled substances
electronically. This use of modern technology will allow pharmacies, hospitals, and practitioners to 
maintain control of dispensing substances reducing prescription errors caused by illegible handwriting
and misunderstood oral instructions, as well as integrate prescription records directly into medical 
records. The overall aim of these new regulations (which are in addition to, not in replace of, previous
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regulations) is to reduce forgeries, increase efficiency, and decrease the time patients spend waiting 
for their prescriptions to be filled. More information can be found on the Key Info Guide: Government 
Regulations on Prescribing Controlled Substances.

REGULATIONS ON USE OF OPIOIDS TO TREAT ADDICTION
Only OTPs (Opioid treatment programs) may dispense methadone for the treatment of opioid 
addiction. Buprenorphine sublingual tablets may be prescribed in an office-based setting to treat 
opioid addiction, only by a properly waivered and certified provider (Substance Abuse and Mental 
Health Services Administration). Otherwise, opioids may not be prescribed to treat opioid addiction, 
either for detoxification or maintenance.

FEDERAL AND STATE LAW OVERLAP
Follow the most restrictive regulation. State law regulations may be more restrictive than federal 
regulations, but can not be less restrictive. State laws may have certain limits and stipulations that 
federal laws do not. When there is a difference, the most restrictive regulation applies.

SAFEGUARDS IF OPIOIDS ARE DISPENSED IN THE
OFFICE

Storage
The level of security measures taken when opioids are dispensed in the office or clinic should match 
the type and amount of drugs being prescribed. Such measures include but are not limited to the 
following:

• Keep controlled substances in a locked storage area, such as a cabinet or safe, to which only 
authorized persons with authority to handle or administer such substances have keys. 

• Keep opioids in their original containers-they should only be put into their new containers at 
the time they are dispensed. 

• Bottles with different lot numbers or expiration dates should not be combined. 
• If larger amounts of controlled substances are kept at the clinic, a supply of drugs should be 

kept locked separately and made available only to a very small number of authorized people, 
with a smaller supply available to other authorized staff. 

Inventories
Regular inventories of controlled substances are required by law. Perpetual inventories may be 
facilitated by using the records of administration and dispensing of each drug.

• If controlled substances are stored in more than one area, a master list should be maintained 
in order to verify the record keeping for each area and the overall amounts of each drug. 

• Supplies accessible to very few authorized people should be inventoried at least once per 
month, while supplies available to more authorized persons should be inventoried more 
frequently. 

• A log sheet should be kept for each drug so that an inventory can be calculated and recorded 
on a regular basis. 
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Dispension
• Dispension records of all controlled substances should be kept separate from the patient's 

medical record. The date, patient's name and address, drug name, strength, and quantity, and
the name of the prescriber and the name of the person who dispensed the controlled 
substance should be documented. 

• Administration records should contain the same information but may be kept in the patient's 
medical record. 

• Controlled substances that are dispensed must be packaged according to the Poison 
Prevention Packaging Act. They should be labeled with the date, primary practitioner's name 
and address, prescriber's name, drug name, strength, and quantity, and directions for use. 

• The statement "Caution: Federal law prohibits the transfer of this drug to any person other 
than the patient for whom it was prescribed". 

Drug Destruction
• Controlled substances which are expired or otherwise not suitable for use due to 

contamination or other such reason must be destroyed in the presence of authorized persons 
or returned to the supplier or sent to a reverse distributor. Laws regulating destruction or return
of opioids vary by state. 

• Records should be kept detailing the date, reason for destruction or return, signatures of those
involved, and the drug name, strength, and quantity. 

Samples
• Samples should be treated in the same manner as the controlled substances above with 

regard to storage and record keeping. 

Finally, it is advisable to verify your procedures for storage and dispensing with your local DEA office.

PRESCRIPTION DRUG MONITORING PROGRAMS
(PDMPS)

PDMPs Vary by State
Prescription Drug Monitoring Programs (PDMPs) provide data on who has received prescriptions for 
certain controlled substances39,40. They are a tool to help reduce misuse and diversion and to get an 
accurate picture of a patient's past pharmacological treatment with reported medications. The state 
programs vary, for example, by the schedules of drugs that are encompassed, the number of times 
per month data is collected, the way the data is submitted and disseminated (Wang and Christo, 
2009). Currently, no national system exists39 but many experts are calling for such a program. In 
some states, for example, Ohio, you can check the PDMPs in adjacent states. All states have 
programs, however, a few still need to be funded and activated.

The CDC's guidelines for prescribing opioids2 recommend that PDMPs be checked at least every 3 
months and that checking at every prescription be considered. 

Clinical Use of PDMPs
If a PDMP is available in your area, it is helpful to view records or order a report on all new patients. 
PDMP reports may not be necessary for patients with whom clinicians have a long-standing 
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relationship or who are perceived to be at lower risk for diversion. PDMP reports can be a good 
resource when there is little history available or when there is concern based on clinical history, 
observation, or aberrant use of medication40. Other considerations include:

• Only information that pertains to your own patients is generally available41.

• Providers prescribing opioids are not currently required to use PDMPs except in a few states, 
for example, Washington; it is an additional risk-assessment tool to help guide treatment 
decisions42, however, it is recommended by the current guidelines for prescribing opioids2. 
Their use is recommended by opioid REMSs training for prescribing long-acting opioids, 
however. 

• Some states allow requests for reports on new patients prior to their first appointment. 
• PDMPs are helpful when coordinating care with other providers43. 

• Programs in adjacent states should be checked if this is allowed. 
• Two states (New York, Oklahoma) are in the process of starting to report prescriptions in real 

time rather than weekly or less often. This is likely to grow. 

Time barrier vs. benefit. The time involved is cited by some doctors as barriers to the use of 
prescription monitoring programs, however, the added time of querying the database may be more 
than made up for if it results in helping to identify addiction or diversion. It helps shape decision-
making around prescribing appropriately.

PRACTICE TIP
1. If a patient is in pain, having a suspicious finding in the PDMP record does not mean the 

individual should not have their pain treated. It means they probably need a referral to 
pain/addiction specialist(s). 

2. Put your own name in the program as a way to learn about forged prescriptions and 
prescriptions you have written that were modified. 

PRESCRIPTION DRUG MONITORING PROGRAM REPORTS 

What's In a PDMP Report?
Prescription Monitoring Programs produce reports on the following:

1. What medications the patient has obtained from other physicians 
2. The number and type of medications the patient is taking 

Sample PDMP report:

Request date: 9/5/2009 Search criteria: Last Name=Smith, First Name=Alfred; State=NC 
Request period: 1/1/2008 to 12/31/2008
Patients matching search criteria:
Alfred Smith, 22 Smith Road, Raleigh, NC 78428
Total prescriptions in request period: 2

Prescribers for prescriptions listed:
John Smith John Smith, MD. 1900 Cavalier St, Raleigh, NC 28759 
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Pharmacies that dispensed listed prescriptions:
05893769 CVS Store 29 Arkansas St; Landville, NC Phone: 919-743-6790

Fill
Date

Product,
Strength,

Form
Qty Days

Pt
ID

Precriber Written Rx #
New/
Refill

Pharmacy
ID

Payment
(Insurance,
Medicare,
Cash, etc)

9/2/2
008

Sublingual 
Buprenorphine
8mg

30 30 1506
John 
Smith

8/31/20
09

2751411 New 05893769
M2 
(Medicaid)

10/3/
2008

Sublingual 
Buprenorphine
8mg

30 30 1506
John 
Smith

9/30/20
08

2751411 Refill 05893769
M2 
(Medicaid)

Steps to Follow with a Suspicious PDMP Report
• Ensure that you, in fact, wrote the prescriptions and call the pharmacy if there is a 

discrepancy. 
• Contact the other prescribers on the report43. 
• Discuss the report with your patient to ensure there isn't another explanation (eg: technical 

error). 
• Document the rationale behind your decision to prescribe or to not prescribe42. 

Like an abnormal urine drug test, a PDMP report that indicates doctor-shopping behavior raises the 
possibility that the patient is abusing the medication or is addicted or diverting medications, but could 
also mean that the pain is not being managed well enough, which has been called 
"pseudoaddiction"44.

MR. BURTON - ABERRANT BEHAVIOR
Question: Given Mr. Burton's possible doctor shopping, which of the
safeguards described would address the problem? Please check all that apply.

1. Check prescription drug monitoring program 
• Feedback: Correct. Prescription drug monitoring programs, if

they are available, will reveal other prescriptions Mr. Burton has
received from other providers using his own name. 

2. Check his identification 
• Feedback: Correct. Being sure that Mr. Burton is not using an alias is part of avoiding 

diversion. 
3. Call previous healthcare providers and pharmacists 

• Feedback: Correct. You can request a release form and contact information for past 
health care providers and pharmacists to check for possible signs of diversion. 

4. Urine drug test 
• Feedback: Correct. Use the urine drug test to confirm Mr. Burton's current use/lack of 

use of opioids and to test for use of illicit drugs. 
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OPIOID OVERDOSE

Background
• Overdose from prescription drugs is an epidemic, according to the CDC: 33,091 died from 

opioid overdose in 2015, which is up 16% from 201445. The increase is largely due to an 
increase in heroin and synthetic opioids other than methadone. A doubling in poisoning deaths
from 1999 to 20006 was largely due to an increase in deaths from prescription opioids and 
corresponded to an increase in opioid prescribing for pain over the same period46. And in 2015
drug overdose deaths reached 52,404, higher than any other year prior45; 63% involved 
opioids. ER visits due to prescription drug abuse have doubled in the past five years47. 

• Approximately half of overdose deaths may occur via diversion of prescription opioids7. 

• Risk of overdose is even greater in extended release/long acting opioids because of the high 
dosage of opioid available in these formulations. Make sure a patient is sufficiently opioid 
tolerant before prescribing extended release/long acting opioids. A new paradigm for opioid 
conversion in unmonitored settings calls for treating patients being converted to a new opioid 
as if they are "naive" to the new drug and to titrate the dose upward carefully, in order to 
reduce overdose deaths due to conversion48. 

•

Overdose Deaths (Rudd et al., 2016)

Drug
Deaths in 
2015 (Rate)

Percent change 
(2014-2015)

Natural and semisynthetic opioids (morphine, buprenorphine, 
hydrocodone, hydromorphone, oxycodone, and oxymorphone)

12,727 (3.9%) +2.6%

Methadone 3,301 (1%) -9.1%

Heroin 12,989 (4.1) +20.6%

Synthetic Opioids Other Than Methadone (fentanyl, meperidine) 9,580 (3.1) +72.2%

*Includes deaths by accidental or intentional overdose, taking the wrong drug, or taking the drug 
inadvertently

Oxycodone and hydrocodone were the two natural and semisynthetic opioids with the highest rate of 
overdose in a Washington area study49.

PRACTICE TIP
Patient education regarding risk in chronic opioid therapy needs to include education on how to ovoid 
an overdose. This should include the following:

• dosage guidelines 
• potentially dangerous drug interactions 
• potential for acetaminophen overdose if the opioids are combined with acetaminophen 
• safe storage of opioids especially if children are in the household 
• not sharing medication with anyone 
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CAUTION TIP
SAMHSA Opioid Overdose Prevention Toolkit (2014) recommends considering prescribing naloxone 
along with the patient's initial opioid prescription.

FYI
• Vivitrol (extended release, injectable naltrexone), which was recently approved to treat and 

prevent relapse after opioid detoxification, may make patients more sensitive to opioids as the 
time for their next scheduled dose nears; patients may accidentally overdose if they restart 
opioid use at this time50. 

• Extended-release and long-acting opioids, especially high-potency opioids such as Fentanyl 
patches (DuragesicTM) are not intended for patients who have not become physically tolerant 
of opioids and can result in overdose in an opioid-naive patient. 

• Tramadol (UltramTM) and tramadol hydrochloride/acetaminophen (UltracetTM) FDA 
strengthened warnings in 2010 on these medications, emphasizing a risk of suicide in patients
who are prone to addictions, taking tranquilizers or antidepressants, have a history of alcohol 
or drug abuse, or have emotional disturbances or other risks for suicide. The medication may 
have additive effects with alcohol, other opioids, or illicit drugs50. 

PRACTICE TIPS FOR PREVENTING OVERDOSE

PRACTICE TIPS
• Check Prescription Drug Monitoring Programs at least every 3 months and consider checking 

at each prescription. These are now available in all states (however, a few states may still be 
inactive), for prescriptions by other doctors. 

• Screen for depression, anxiety, and other mental health problems and substance abuse 
(current or past) and, if opioids are required to manage pain after alternatives have been tried,
use heightened treatment structure as well as more intensive patient education when they are 
present. 

• For patients with multiple risk factors for abuse, avoid use of opioids if there is an alternative 
treatment; use an appropriately heightened treatment structure if opioids are needed. 

• Benzodiazepines should be avoided with opioids. For patients concurrently on 
benzodiazepines and other psychoactive medications, if opioids are required to manage pain 
after alternatives have been tried, use heightened treatment structure as well as more 
intensive patient education.
Consider whether a patient with anxiety might be better managed with alternative medications.
For example, SSRIs can be very effective at reducing anxiety51. Another potential alternative is
prazocin, which reduces nightmares, improves total and REM sleep, PTSD, and lowers blood 
pressure52. 

• Monitor patients with new opioid prescriptions and those on relatively higher doses carefully. 
High doses (100 mg morphine equivalents or higher) of opioids for the treatment of pain 
strongly increase the risk for overdose. 

• Sleep apnea is responsible for a significant number of opioid related deaths. Around 24% of 
patients on chronic opioid therapy have sleep apnea and it is not limited to those with elevated
BMI53. Consider sleep apnea studies for patients on high doses of opioids. 

• Do not use equianalgesic tables to convert between opioids. Treat the patient as if they are 
opioid naive48. 
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• Consider giving the patient naloxone for use in the event of an overdose, especially when risk 
for opioid overdose is elevated, for example, with a history of overdose or substance use 
disorder, with higher opioid dosages (≥50 MME/day), or with benzodiazepine use2. 

CORRELATIONS WITH OVERDOSE

Factors Associated with Risk of Overdose
Higher doses

A study of nearly 10,000 persons receiving chronic opioid therapy found that
higher doses, of 100 mg/d or more of morphine equivalent had an 8.9-fold
increase for overdose over those receiving 1 to 20 mg/d and moderately high
dosages of 50 to 99 mg/d, who had a 3.7 fold increase54. The authors note
that patient differences accounting for higher doses might also be responsible
for the higher rate of overdose with higher doses. In a recent editorial, McLellan and Turner (2010) 
called use of such high doses "dangerous and questionable" outside of methadone treatment for 
opioid dependence.

Prescription diversion/illicit use

Approximately half of overdose deaths in a West Virginia study were in persons who were not 
prescribed an opioid7.

"Doctor shopping"

Approximately a fifth of overdose deaths in a West Virginia study were in persons who had 
prescriptions from 5 or more prescribing providers7.

New prescriptions and refills

A study of unintentional drug overdose death in New Mexico found that the risk of overdose was 
greatest shortly after an initial prescription or refill of an opioid54.

Depression

Depression was correlated with overdose in the New Mexico study54

Substance misuse

Substance misuse was correlated with overdose in the New Mexico study54

Concurrent sedative-hypnotic prescriptions

(e.g., benzodiazepine) was correlated with overdose in the New Mexico study54

In a study of overdoses in Washington state, 45% were enrolled in Medicaid49. Authors discussed the 
possibility that the following factors that are higher in this population and that are correlated with 
greater risk of overdose may be responsible:

• higher rates of mental health problems 
• higher rate of prescribing methadone for pain 

Factors associated with death among malpractice claims for chronic pain medication management, in
claims between 2005 and 2008, were55:

• long acting opioids 
• additional psychoactive medications 
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• having 3 or more factors associated with medication misuse 

LOPERAMIDE OVERDOSE RISK WHILE SELF TREATING OPIOID 
WITHDRAWAL
Loperamide (Immodium®), the over-the-counter antidiarrheal medication, which is a μ receptor 
agonist, is sometimes taken by individuals at doses far beyond therapeutic doses, in order to control 
withdrawal symptoms from opioids56. Self-administered, dangerously high doses of 30 to 200 mg, 
sometimes augmented by taking a P-glycoprotein inhibitor (e.g., verapamil), have clinical 
manifestations of opioid toxicity, including miosis, CNS depression and respiratory depression, as 
well as cardiac dysrhythmias. Overdoses can result in death. Patients presenting with unexplained 
syncope or unexplained prolongation of the QRS or QTc intervals, should be asked about whether 
they have taken loperamide. In two reported cases of death associated with taking loperamide, the 
patients were concurrently on buprenorphine and previously on buprenorphine respectively56.

NALOXONE KIT FOR PREVENTING OVERDOSE
Naloxone kits are used for the reversal of a narcotic overdose, induced
by opioids. The following kits are currently available:

• Single-dose hand-held, auto-injector systems (FDA approved in
2014) 

• Muscle syringes. One syringe per 1ml of naloxone (FDA
approved) 

• Intranasal spray. (Narcan® intranasal spray received FDA
approval as of November 2015) 

Injectable dosages for intravenous, intramuscular and subcutaneous administration include:

• 1 mg/ml 
• 10 ml (multi-dose) 

Candidates for naloxone may include patients who are:

• Taking high doses of opioid medication for the prolonged management of chronic pain/illness 
• At risk for incomplete cross-tolerance 
• Taking extended-release opioid preparations that may pose a risk for overdose 
• At risk for overdose due to medically prescribed analgesia, combined with a suspected or 

confirmed history of substance misuse, or dependence 

PRACTICE TIPS
Consider giving the patient naloxone for use in the event of an overdose, especially when risk for 
opioid overdose is elevated, for example, with a history of overdose or substance use disorder, with 
higher opioid dosages (≥50 MME/day), or with benzodiazepine use2.

Naloxone kits can be distributed to family members, friends, peers, employers, non-medical staff/ 
volunteers, and also to the at-risk patient.
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OPIOID ROTATION AND CONVERSION
Reasons for rotation/conversion. Rotation to a new opioid may be considered for the following 
reasons:

• Adverse effect or allergic response to another opioid 
• Lack of or insufficient response with another opioid; however, adding a co-analgesic might be 

sufficient. Due to genetic variability, there is a variable response to different opioids. Also may 
be due to tolerance developing or the dose required for a particular opioid exceeding 
maximum dose. 

• Conversion from a short-acting opioid to a long-acting opioid to provide more stable analgesia 
as well as the convenience of fewer doses 

• Conversion from one extended-release/long-acting opioid to another may be necessary due to
adverse reactions, insufficient pain relief, or tolerance57. 

Conversion between opioids is complex. A new paradigm for converting between opioids has 
been proposed based on a review of the literature. They found that opioids and patient response to 
them are dissimilar enough that the patient needs to be treated as if they are opioid-naive for the new
drug and the dose should be titrated up carefully. Oftentimes, the final effective dose is the same for a
patient with tolerance as for a patient who is not tolerant of opioids. Careful stepwise dose titration is 
needed because of the patient variability as well as variable pharmacokinetic and pharmacodynamic 
properties58. Patients should be followed closely during all periods of dose adjustments as if a new 
patient.

The new paradigm for conversion to another opioid suggests that equianalgesic tables not be used 
due to safety considerations and variations between the medications and patients48. Other 
considerations include:

• Meticulous monitoring and individual dose titration are indicated with any chronic opioid 
therapy. 

• Take precautions that the patient not self-dose to a dangerously higher dose through limiting 
prescriptions, patient education, adjunct treatments. 

• Consider consultation with a specialist when opioid conversion is needed 
• Patients who are not tolerant to opioids should not be prescribed ER/LA opioids. 

MR. BURTON - PREVENT OVERDOSE
Question: After resolving all issues related to diversion, which of the following
are useful for preventing overdose? (Check all that apply)

1. Check prescription drug monitoring programs, if available 
• Feedback: Correct. Prescription drug monitoring programs can

help you avoid prescribing to a patient who is "doctor shopping"
a risk factor for overdose. 

2. Screen for depression and anxiety 
• Feedback: Correct. Depression and anxiety are associated with a higher risk of 

overdose and so they should be identified and treated. 
3. Avoid concurrent prescriptions for benzodiazepines 
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• Feedback: Correct. Benzodiazepines in combination with opioids increase the risk of 
overdose. 

4. Monitor him especially carefully during the first few weeks. 
• Feedback: Correct. New narcotic prescriptions are a risk factor for overdose. 

5. Switch to methadone to treat his pain. 
• Feedback: Incorrect! Methadone is associated with a higher risk of overdose. 

6. Find an alternative treatment to opioids if possible 
• Feedback: Correct. A safe, effective alternative treatment to opioids is always indicated 

if possible. 

METHADONE AND OVERDOSE

Introduction
Methadone, which is prescribed for both treatment of opioid dependence and for pain, has a relatively
high rate of overdose compared to other opioids. For this reason and its complex pharmacology, it 
should only be prescribed for pain by specialists who have a strong understanding of it. Respiratory 
depression is the main risk.

Increase In Methadone Overdoses
Methadone-related deaths in the U.S. have increased more than any other narcotic-related deaths59. 
The increase from 1999 to 2005 was 468%. In 2005, methadone accounted for around 14% of all 
poisoning deaths and 24% of all poisoning deaths by narcotics and psychodysleptics.

At least part of the increase may be attributed to an increase in methadone use: Prescription 
methadone use has increased more than 800% over the past 10 years60. Some of the increased 
numbers is due to improvements in data collection and processing59.

Factors Contributing to Methadone Overdose
The reasons for methadone-related deaths are complex and not completely clear17,59. Some reasons 
vary by state, for example, in a West Virginia study, over half of methadone deaths were in individuals
without prescriptions for the drug61. Factors contributing to a high rate of methadone overdose 
compared to other pain medications include59:

• How it is prescribed - Liquid or tablets, not tamper resistant 
• Initial dosing is difficult and equivalence to other opioids is poorly understood by some 

physicians. Conversion is not linear 
• Methodone is prescribed frequently; it costs less than many other narcotic pain killers. 

• How it is taken 
• Diversion/substance misuse 
• Unique pharmacologic properties59,61: 

• prolonged and variable half life (5-150hrs); half life is longer than its effect on pain (only
~6hrs) resulting in an unpredictable accumulation of methadone. 

• delayed onset of analgesia 
• prolonged central nervous system depression; respiratory depression often occurs 

after analgesia has peaked, as late as day 4 or 5, often during sleep 
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• multitude of drug interactions that affect dosage in both directions 
• increased risk of QT prolongation with risk of torsades de pointes 
• variable response in different patients 

62

SUMMARY
Here is a summary of recommended skills, organized by provider core competencies:

PROVIDE PATIENT-CENTERED CARE  

• Thorough patient interviews can serve as the first step in identifying diversion. 
• Enhance patient communication via a treatment agreement; it should include the provision 

that the patient will refrain from sharing medication with others, and should provide information
on proper safety and storage of prescription medications. 

• Educate the patient on a variety of ways to avoid an overdose. 
• Consider prescribing naloxone along with the initial opioid prescription, for patients requiring 

long term opioid therapy. 

WORK IN INTERDISCIPLINARY TEAMS  

• Work with pharmacists and law enforcement to detect and prevent diversion. 
• Involve office members in trying to prevent patient diversion by employing an office protocol. 
• Consider a consultation with a specialist due to the complexities of conversion between 

opioids and when prescribing methadone, due to the many factors to consider in safe 
prescribing. 

EMPLOY EVIDENCE-BASED PRACTICE  

• Use a heightened treatment structure when opioids are needed. 
• Use cautious titration when prescribing opioids to the patient who does not have physiological 

tolerance to avoid overdose and consider drug interactions. 

APPLY QUALITY IMPROVEMENT  

• Employ a clinical protocol to help prevent diversion, including random callbacks, pill counts, 
and toxicology screening. 

• Employ proper safeguards to prevent diversion if opioids are dispensed in the office; utilize 
proper storage techniques, keep track of inventories and dispensing, dispose of unused 
medications according to state laws, and treat samples with the same level of security as 
other medications. 

UTILIZE INFORMATICS  

• Utilize available features on prescription pads which help prevent diversion. 
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• Doctor shopping is a primary source of prescription diversion, and prescription drug monitoring
programs should be utilized to catch such maneuvers. 

• Keep careful prescribing records for all pain medicine prescribed. 
• Federal and state regulations for controlled substances are changed periodically and so it is 

important to keep up to date; use the Resources section at the end of this module to access 
the database of federal and state laws, regulations and governmental policies for prescribing a
controlled substance. 

RESOURCES AVAILABLE THROUGH THIS MODULE:
• A Closer Look at State Prescription Drug Monitoring Programs (DEA FAQ's)  

These FAQs address common questions regarding prescription drug monitoring programs. 
• Alliance of States with Prescription Monitoring Programs 

A forum for sharing on Prescription Monitoring Programs 
• CDC Guideline for Prescribing Opioids for Chronic Pain 

Clinical guidelines, literature review, and analysis of the evidence on the use of opioids for 
chronic pain. Recommendations are also made for prescribing opioids for acute pain. 

• Database of statutes, regulations, & other policies for pain management 
Database of Statutes, Regulations, and Other Policies for Pain Management 

• Disposal of Unused Medicines: What You Should Know 
Describes programs to dispose of unused pain medications and other prescription 
medications. 

• Electronic Prescriptions for Controlled Substances; Final Rule 
The DEA revised regulations to allow electronic prescriptions for controlled substances. 

• Official Federal Regulations for Prescribing Opioids 
Official federal regulations concerning the use of controlled substances. The regulations 
address registration, prescription, and schedules of controlled substances, among other topics
pertaining to controlled substances. 

• Rx Patrol 
A web based database created by Purdue pharmaceuticals that collects, collates, and 
analyzes pharmacy crime data. The site looks for patterns, trends, and similarites in the 
crimes being commited and dissiminates this information to law enforcement groups to aid in 
apprehending suspects and also sends it to pharmacies. 

• SAMHSA Opioid Overdose Prevention Toolkit  
This resource on SAMHSA's website includes several resources: Facts for Community 
Members; Essentials for First Responders; Safety Advice for Patients; Information for 
Prescribers; and Resources for Overdose Survivors and Family Members 

• State Prescription Monitoring Program Contacts 
This is a list of each state's prescription monitoring program contact information. 

• The Researched Abuse, Diversion and Addiction-Related Surveillance (RADARS) System  
The RADARS System is a surveillance system which collects timely product-and 
geographically-specific data on prescription drug abuse, misuse and diversion. 

• VA/DoD Clinical Practice Guideline for the Management of Opioid Therapy for Chronic Pain 
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The guideline provides recommendations for practice interventions and evaluations when 
using opioid therapy to treat chronic non-cancer pain. It is entirely evidence-based and uses 
clinical algorithms to optimize the use of opioid therapy. 

• Zero Unintentional Deaths 
A Campaign to teach individuals and doctors about the risk of death by overdose common in 
chronic pain patients. Sponsored by Life Source. 
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EXPANDED SKILLS: THE HIGH RISK PATIENT AND
OPIOIDS

Goal:
Prescribing clinicians will intensify treatment structure as needed for patients on chronic opioid 
therapy when there is higher risk of substance abuse.

After completing this module participants will be able to:
• Triage patients needing chronic pain treatment who are at high risk for substance use 

problems to appropriate level of care (stratify risk)

• Modify treatment for patients needing chronic pain treatment who are at high risk for 
substance use problems

• Form a pain treatment agreement with intensified treatment structure for patients who are at 
high risk for substance use problems

• Address breaches in the pain treatment agreement

Professional Practice Gaps
Non-medical use of opioids is high: an estimated 4.9 million people over age 12 have used opiate 
pain medication in the past month, according to the 2012 National Survey on Drug Use and Health, 
which represents a slight increase from the previous year1. The guidelines for prescribing opioids 
produced by the CDC recommend at least a baseline and periodic drug screening of urine and 
checking of the prescription drug monitoring data base for all patients being prescribed chronic 
opioids2. Providers need to intensify that treatment structure when risk of substance misuse is 
identified when screening patients for chronic opioid therapy, according to guidelines developed by 
the American Pain Society and the American Academy of Pain Medicine based on an extensive 
review of the literature3. After initiating chronic opioid treatment, physicians should continue to monitor
patients on chronic opioid therapy using assessment/tracking tools, urine drug tests, prescription drug
monitoring at a higher rate and add additional structure such as pill counts and more frequent visits3,4.
This is particularly important when treating the patient with high risk for addiction/misuse. However, a 
national survey of physicians revealed multiple deficits in the skills needed to provide the necessary 
monitoring5. The majority of physicians surveyed indicated they did not receive adequate training in 
this area. CASA concluded that physicians should receive more continuing medical education related 
to prescribing and administering controlled substances and identifying, diagnosing, and treating 
substance abuse and addiction5.

INTRODUCTION: HIGH RISK PATIENT
Contents for this module:

• Stratify patients on chronic opioid therapy to the most appropriate level of care according to 
risk for substance misuse 

• Develop a treatment plan and monitor patients on chronic opioid therapy according to the level
of risk for substance misuse 
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• Increase treatment structure for patients on chronic opioid therapy who are at high risk for 
substance misuse 

• Modify chronic opioid therapy and tighten treatment structure for patients at different stages of 
recovery 

• Past history of substance misuse 
• In treatment/recovery 
• Active substance misuse 

• Respond to aberrant drug-related behaviors in patients on chronic opioid therapy 

At the end of this module, we will ask you to set some goals for your practice based on what you 
learn in this module.

The following case is presented throughout this module, providing you an opportunity to practice 
clinical applications:

Case Introduction: Mrs. Regina Banks, 42 years old

Brief History: Mrs. Banks is on NSAIDs for a frozen shoulder that has been 
bothering her for 5 weeks. She had been self-medicating with "some old pills I had 
lying around", because the NSAIDs "don't even touch" the severe, constant pain. 
She ran out a week ago and asked for a prescription for oxycodone. She was 
formerly addicted to prescription opioids after a previous episode of frozen shoulder
on the other side 10 years ago. She says that she had been in recovery for 5 
months when this current condition arose.

STRATIFICATION BY RISK
Stratification by risk means using the patient's risk level, determined during their assessment, to 
select a practice setting for the patient and level of treatment structure they need including the 
intensity of patient monitoring. Factors putting a patient in a high-risk category include:

Characteristics of High-Risk Group

• Personal and/or family substance abuse history 
• Active addiction or current illicit use 
• Major untreated mental health problem 
• Isolated, dysfunctional social environment 
• No satisfying work, recreation, or other activities 

Disposition of the Patient by Risk Level
1. Low risk: manage in primary care 
2. Medium risk: refer/consult with specialists, followed by co-management between primary 

care and the specialists 
1. Consultation with specialists in pain medicine, addiction medicine, and/or counseling 

may be needed for assistance with assessment or stratification of risk, depending upon
the expertise of the provider and the complexity of the case. For example, consultation 
should be considered with a history of addiction, a comorbid psychiatric disorder, or 
other risk factor for addiction/substance abuse. 
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2. Obtain release of information with any and all providers you refer or consult with to 
allow open communication to better care for your patient 

3. High-risk: Refer to pain/addiction specialists. Determine which type of pain or addiction 
specialist is appropriate: 

1. Consider referring patients who develop a chronic pain syndrome, such as complex 
regional pain syndrome or central pain syndrome, to a pain specialist. 

2. Refer patients who have an addiction disorder for addiction treatment. 
3. Refer patients to other medical and mental health specialists when appropriate. 
4. Refer chronic pain patients who require opioid therapy and have "yellow flags" for 

addiction to a pain specialist with expertise in addiction or a combination of appropriate
specialists. 

5. Include all key patient information (history and current status) in referral report. 
6. Obtain release of information with any and all providers you refer or consult with to 

allow open communication to better care for your patient 

KEY POINTS
• Use assessed risk level (stratification of risk) to determine patient's disposition and level of 

structure when treating chronic pain with controlled substances. 
• Know patient's disposition by risk level whether low, medium, or high. 
• Consider consultation or referral to specialists with medium risk patients. 
• Choose from a spectrum of choices incorporating pain/addiction specialists with high risk 

patients. 

FYI
"There are no randomized trials or controlled observational studies on the benefits and harms of 
opioid for chronic noncancer pain in patients with a history of substance abuse or addiction that are 
undergoing treatment for addiction" 6.

FREQUENCY OF MONITORING

Monitoring in Higher Risk Patients
• Moderate risk +/- dose of opioids not stable

More frequently than monthly at first, then more frequently
than every three months, with the frequency being based
on severity of risk.

• Very high risk

Weekly monitoring

• High doses of opioids or frequent dose escalations

Doses that are the equivalent to 200 mg morphine per day or greater and/or frequent dose 
escalations require more frequent monitoring

3

Page 5 of 24    October 10, 2018 Update
Expanded Skills: The High Risk Patient and Opioids



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

The level of treatment structure for high-risk patients, if you continue to treat them yourself, is 
described in the following pages.

TREATMENT BY RISK LEVEL

Match Structure of Care to Risks
The structure of care should match risk with treatment boundaries and intensity of structure. This is 
discussed further in another module.

Five aspects of treatment structure need to be addressed in adapting care to match the level of risk7:

1. Setting

Setting of care (primary care versus specialty care; clinical care team membership);

2. Selection

Selection of treatment (risk/benefit assessment of specific medications and treatments);

3. Supply

Supply of medications (controls on and amounts of medications dispensed);

4. Supports

Supports for recovery (implementation and documentation of recovery activities)

5. Supervision

Supervision and monitoring (frequency of visits, urine toxicology screens, pill counts, other)

These five aspects of treatment structure are discussed in greater detail for high risk patients on the 
following page.

KEY POINTS
• Modify the following treatment structure areas to address risk7: 

• Setting of care 
• Treatment selection 
• Amount of medication dispensed 
• Recovery activities 
• Monitoring visits 

A PLAN FOR HIGH RISK PATIENTS

Treating and Monitoring
When treating patients with high risk, precautionary measures must be taken to establish a baseline3.

Review of precautions with high risk patients for chronic non-cancer pain treatment. 

Treating and monitoring for the high risk patient (Variables starting with "S"7)

Setting of care 
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• Patients actively using illicit drugs are not good candidates for long term opioid therapy, unless
in a highly controlled setting, such as a treatment program and while being directly observed3. 

• Consult with addiction and mental health specialists when there is an addictive disorder or 
significant mental health disorder (if necessary, via telemedicine or web-based resources3. 

• For patients who do engage in aberrant drug-related behavior, consider restructuring the 
therapy, referring to a specialist, or discontinuing long term opioid therapy (3 – strong 
recommendation, low-quality evidence). 

• Coordinate care optimally through assigning provider to this role of "patient home." 

Selection of treatments 

• Avoid opioids in pharmacologic treatment (Webster & Dave, 2007); minimize reward7 
• If opioids are required, use tamper resistant, especially if they have a history of IV drug use or 

snorting their medications8. Avoid rapid onset and limit short-acting. Use an opioid that has 
relatively lower frequency of abuse in the community if possible. 

• Use non-pharmacologic treatment–employ physical, psychobehavioral, procedural, and non-
opioid medication interventions8. 

Supply of medications 

• Shorter intervals between prescriptions/limited prescription quantities --weekly to monthly at 
first; some may require more smaller quantities at a time 

• Steady state might be best for some patients as opposed to "as needed" 
• Consider using third party control of opioids8

Supports for recovery 

• Required participation in counseling or support group, such as a 12 step program or 
psychiatric care if needed. Considerations: ask for documentation, have patient get sign off of 
meeting attendance, request patient get a sponsor, request the patient “joins a group” 

• opioid maintenance for relapsing opioid addiction; if this is a different provider, sign releases 
and work with them as part of the treatment team 

• multidisciplinary pain care 

Supervision and monitoring 

• Periodic actions to confirm adherence to the opioid plan of care (3 -- strong recommendation, 
low-quality evidence). 

• Increased frequency of office visits 
• To tighten structure of monitoring, increase frequency and intensity of monitoring activities3, at 

least some randomly. 
• urine drug testing 
• pill counts 
• ask about proper use at each appointment 
• obtain collateral information from significant others 
• periodic review of prescription drug monitoring 
• pain and medication diaries 

• Increased frequency of assessing for addiction, abuse, and chemical coping using a tool 
appropriate for chronic pain patients, such as the PDUQ, COMM or similar 

• Patients requiring repeated dose escalations or high doses should also receive increased 
monitoring (when dose reaches the equivalent to 200 mg morphine per day)3
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When structured care fails, opioids can be provided within addiction treatment (methadone 
maintenance or buprenorphine)7. Otherwise, opioids need to be tapered and alternative pain care 
provided.

MRS. BANKS - TREATMENT AGREEMENT

Patient: Mrs. Banks - 42 years old

Chief Complaint: Pain from "frozen shoulder”

History of Present Illness Summary: 

• Currently taking NSAIDS for pain, and “old pills lying around” for severe pain

• Formerly addicted to prescriptions opioids for similar pain (2 years ago)

• Asking for oxycodone prescription

Urine toxicology: Positive for opioids

Patient Interview

Provider: Your urine test showed that you've taken opioids in the past few days. Can you tell me 
about that?

Ms. Banks: I might have found a pill or two in my boyfriend's bathroom. But that's all.

Provider: I'm concerned that, with your history, prescribing opioids for you may be risky.

Ms. Banks: But nothing else works!

Provider: If we're going to work together, there will have to be an agreement we both sign that 
provides lots of structure to help keep you from becoming addicted again. Part of that agreement is 
that you'll have to be open and honest with me about what you're taking so that I can take care of 
your pain effectively and safely. Are you willing to work with me on that?

Ms. Banks: Sure, whatever it takes. I'm no addict. Not anymore.

Question 1: Which of the following accurately describes an element of a treatment agreement and 
how it needs to be structured in order to provide Mrs. Banks with the support she needs? (Check all 
that apply)

1. Require participation in a support group 
• Feedback: 
• Given her history of addiction and recovery for less than a year, a support group is a 

good support for continued recovery. 
2. Amount of medication dispensed should be for only one to two months at first. 

• Feedback: 
• Weekly quantities at first are recommended. 

3. Avoid use of opioids if possible 
• Feedback: 
• Alternative methods of pain management should be used if effective. 
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4. Urine drug testing 
• Feedback: 
• Urine drug testing will help confirm adherence to the treatment plan. 

Question 2: Which of the following are things you can do to confirm Mrs. Banks's adherence to the 
opioid plan of care? (Check all that apply)

1. Urine drug tests 
• Feedback: 
• Correct. With a urine drug test, you can determine if she is taking opioids of the 

prescribed type if you request that test specifically. Also, you can determine if she is 
abusing other classes of substances. 

2. Pill counts 
• Feedback: 
• Correct. With a pill count, you can tell if she is running out of her drug supply too early 

which may indicate she is taking too many or she is diverting the medication. 
3. Asking about proper use at each appointment 

• Feedback: 
• Correct. Simple, direct communication is sometimes the most effective means of 

detecting substance abuse problems. 
4. Obtaining collateral information from significant others 

• Feedback: 
• Correct. Obtaining collateral information from a significant other can be useful if you 

know that you can trust them. 
5. Prescription drug monitoring reports 

• Feedback: 
• Correct. Prescription drug monitoring reports will let you know if she is obtaining similar

prescriptions from other doctors. 

Question: How frequently should Mrs. Banks be scheduled for follow-up?

Best answer: Every few days at first 

• Feedback: Correct
• Because Mrs. Banks is high risk for substance abuse, see her every few days at first 

and only prescribe enough medication for that time period plus a couple of days. 
Request that she bring the pills to the next appointment to see if she can adhere to the 
treatment agreement.  

RESPONDING TO ABERRANT BEHAVIORS
Aberrant behaviors were covered in detail in another module. Examples of relatively higher risk 
aberrant behaviors include the following:

• Repeatedly missed medical appointments with you or with other providers to which you 
referred the patient for underlining pain issues 

• Repeated requests for early refills: lost or damaged medications 
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• Pharmacy issues: repeated early refill requests, obtaining multiple prescriptions from multiple 
prescribers 

• Taking the medication by an alternative route, e.g., crushing and injecting 
• Any other repeated non-adherence to the treatment agreement 

GUIDELINES  

In response to aberrant drug-related behavior: Consider restructuring the therapy, referring to a 
specialist, or discontinuing long term opioid therapy (3 -- strong recommendation, low-quality 
evidence).

1. Communicate Effectively

Key elements include:

• Non-judgmental attitude 
• Honest, straight-forward, complete communication including

discussion of appropriate boundaries and limitations. (Describe the
responsibilities and expectations of the patient.) 

• Empathy for difficulties 
• Acknowledgment of their right to make their own decisions 
• Reassurance that their pain will be treated even if opioids are not a good choice for them. 

(Acknowledge the responsibilities of the provider.) 

Motivational Interviewing (MI) is an approach to communicating with patients that is effective in 
facilitating health behavior change, particularly addictive behavior9. It includes many of the factors 
described above and additional strategies. For example, when encountering resistance from the 
patient, MI recommends "rolling with the resistance" that is agreeing with the patient rather than trying
to talk him/her out of it. An alliance is formed with the patient, rather than a provider/dependent 
relationship.

2. Document Aberrant Behavior/Lack of Adherence

Document substance abuse in the patient's medical record, including type, quantity, and duration of 
substances used. Document any other non-adherence to the prescribed treatment or treatment 
agreement. Be aware that there may be other reasons besides addiction for aberrant behavior, 
including misunderstanding of proper use, chemical coping (using one's medication to cope with life), 
pseudoaddiction (behaviors due to undertreated pain), diversion, psychiatric comorbidity as described
in the module on aberrant behavior.

3. Tighten Controls and Limits on Prescribing

Possible ways to tighten controls and limits on prescribing include:

• Pill counts 
• Prescribing for shorter intervals. 

Use the "Do not fill until" option on the prescription to provide up to a 90 day supply of 
medications in small quantities at a time, which prevents the patient from taking pills early. Put 
date of issue on the prescription in the usual place. Add, "Do not fill until (insert date)" in the 
lower right hand corner.
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• Involving a trusted third party to dispense the medication 
• Written treatment agreements. 

Written treatment agreements can be initiated at this point or, if already in place, revised in 
accordance with the tightened structure. If not already stated, having negative urine drug tests
and appropriate pill counts can be required to continue on the prescribed medication. The 
written agreement may require urine and serum medication level screening when requested, 
describe the number and frequency of all prescription refills, and describe the reasons for 
which drug therapy will be discontinued if these are not already described10. Discontinuation 
should be with appropriate tapering.

4. Provide Behavioral Interventions

Brief behavioral interventions, in the form of cognitive behavioral therapy, in conjunction with close 
monitoring as described above, were effective in reducing misuse in one study of high-risk patients 
on chronic opioid therapy11.

5. Discontinuing Opioids Safely When Indicated

Temporary or permanent tapering of opioids may be needed. Discontinue opioids when there are 
diversion or serious aberrant behaviors, e.g. injecting an oral preparation3. Taper or detox humanely 
and manage withdrawal or refer for this purpose3.

6. Consult and/or Refer for Specialty Treatment

When the complexity of the patient's situation is beyond the skills or resources of the evaluating 
provider, a consultation and possibly a referral are indicated. Patients who have misuse problems that
do not resolve with tightened structure or possible addiction should also be referred for specialty 
treatment. Co-management with a specialist might be a possibility for some of these patients.

MRS. BANKS - COMMUNICATION
Ms.Banks

Review Patient Information:

Patient: Mrs. Regina Banks - 42 years old

Chief Complaint: Pain from "frozen shoulder”
History of Present Illness Summary: 

• Currently taking NSAIDS for pain, and “old pills lying around” for severe pain

• Formerly addicted to prescriptions opioids for similar pain (2 years ago)

• Asking for oxycodone prescription

Mrs. Banks missed two appointments and then returned and the urine toxicology report showed 
opioids in her urine.

Patient interview
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Provider: [Following the recommendation to discuss aberrant behavior openly with patients] Hi, Mrs. 
Banks. Well, your urine toxicology tests show you've been taking opioids recently, but the prescription
I gave you ran out 2 weeks ago.

Ms. Banks: Yeah, I got some from the clinic in my boyfriend's neighborhood because I was 
staying over there.

Provider: Mrs. Banks, I want to help you, but in order for us to work together you have to stick with 
the treatment agreement we both signed. And that included only obtaining your medication from this 
office and keeping your appointments.

Ms. Banks: I'm sorry. Like I said, I was staying over there. But I'm back and I'll just come to 
you from now on.

Provider: This is the second problem that has come up, so I'm going to need you to show you're 
ready to work together on this and keep to our agreement by coming back in a couple of days. Will 
you do that?

Ms. Banks: If that's what I've got to do.

Question: Which communication steps did the provider effectively demonstrate with Mrs. Banks? 
(Check all that apply)

1. Non-judgmental attitude 
• Feedback: 

Correct. The provider remains objective and is not judgmental. 
2. Honest, straight-forward, complete communication including discussion of appropriate 

boundaries and limitations. The responsibilities and expectations of the patient were 
described. 

• Feedback: 
Correct. The provider is straight-forward and clear. 

3. Empathy for difficulties 
• Feedback: 

Incorrect. The provider did not offer words of empathy when addressing Mrs. Banks's 
situation. Doing so would improve rapport.

4. Acknowledgment of Mrs. Banks's right to make her own decisions 
• Feedback: 

/Correct. The provider presented Mrs. Banks with the choices available to her. 
5. Reassurance that her pain will be treated even if opioids are not a good choice for her. 

(Acknowledge the responsibilities of the provider.) 
• Feedback: 

Incorrect. The provider does not specifically state that Mrs. Banks's pain will be 
managed whether or not opioids are used. Doing so would make the relationship more 
egalitarian. 
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PATIENTS WITH HISTORY OF SUBSTANCE MISUSE AND
PAIN

With appropriate monitoring and treatment structure, opioids can be used to manage pain in patients 
with a history of substance misuse12. The goal is to minimize the risk and effects of relapse as well as 
to develop a support network. Some reports have indicated that opioid therapy is more successful in 
patients whose substance use disorder is more remote13.

It is important to inform the patient of the possibility of dependence and what that means, as you 
would with any patient placed on chronic opioid therapy.

Assessment
A comprehensive, careful history needs to be obtained from patients in
recovery who require treatment for pain. Assess their risk for relapse, including
the usual assessment for risk factors for substance misuse that is used with all
patients being considered for chronic opioid therapy (See the module on
assessment). Additionally ask about the following14:

• How long they have been in remission 
• How long since treatment or are they still in treatment 
• Attendance at 12 step meetings, such as AA 

• Do they attend regularly? 
• Do they have a sponsor and is the patient in touch with them? 

• Support system 
• Current work status 
• Current environmental stressors 

In addition to pain evaluation and history, this history should include:

• Prior medical history 
• Current physical and emotional health 
• Details of recovery 
• Review of all the medications being taken. This can be done through patient interviews, urine 

drug testing, prescription drug monitoring, contacting previous provider(s). Keep in mind 
sources of urine drug test false positive results, for example, herbal medications can result in 
false positive results3. See the module on urine drug testing. 

• Comorbid psychiatric conditions. Comorbid psychiatric conditions are common in chronic pain 
patients with a history of addiction, especially depression, anxiety disorders, and personality 
disorders. Both psychological and physical factors contribute to pain; therefore, identifying and
treating the psychiatric component can decrease the severity of pain as well as increase 
treatment adherence3. 

KEY POINTS
• Obtain a comprehensive medical history for patients with history of substance misuse who 

have chronic pain. 
• Use additional patient monitoring and treatment structure when prescribing opioid 

prescriptions to manage pain in patients with a history of substance misuse. 
• Recommend steps to develop the patient's support network, such as participation in a 12-step 

program. 
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POLL: PATIENTS WHO ARE IN SUBSTANCE ABUSE
TREATMENT CAN SAFELY HAVE THEIR PAIN TREATED

WITH OPIOIDS
Poll Responses:

1. Strongly Agree 
• 6% (33 votes) 

2. Agree 
• 36% (205 votes) 

3. Neutral 
• 32% (182 votes) 

4. Disagree 
• 20% (115 votes) 

5. Strongly Disagree 
• 5% (30 votes) 

Total votes: 565 

PATIENTS IN TREATMENT/RECOVERY

Treatment Considerations
Avoid medications that can trigger relapse

• Use non-opioid pain therapies first. As with treatment for pain patients with active substance 
abuse, physicians should first try to manage pain in patients in recovery from substance abuse
with non-opioid pain therapies and also avoiding other scheduled substances12, including: 

• NSAIDs 
• antiepileptics 
• biofeedback 
• electrical stimulation 
• acupuncture 
• behavioral therapy 

12

• Avoid medications that can trigger relapse including the muscle relaxant carisoprodol, the 
barbiturate butalbital, and the opioid-like pain reliever tramadol15. Note, tramadol became a 
schedule IV controlled substance in 201416.

Prescribing opioids in this patient population

If nonopioid treatments are not able to adequately manage the pain, treatment with opioids should 
include a clear, written treatment agreement3. Because they are concerned about relapse, patients in 
recovery are often cautious about taking controlled substances; therefore, discuss that relapse does 
not occur solely as a result of taking opioid medications as prescribed for pain. In addition, cravings 
for illicit opioids may be lessened by opioid therapy17.
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Other points to consider:

• It is especially important with a history of substance abuse that opioids be taken on a set 
schedule, because an as-needed administration can lead to dose escalation. 

• Prescribing a drug with a lower street value is also a consideration in patients who may be 
around people and places associated with their addiction18. 

• Prescriptions can be kept and administered by a trustworthy friend or relative to reduce the 
risk of abuse15. 

CAUTION TIPS
Use caution when prescribing gabapentin. Gabapentin, a non-controlled substance used in the 
treatment of neuropathic pain, is sometimes abused, especially by patients with opioid addiction. It 
works synergistically with opioids and so they may be prescribed together. Caution should be used 
when they are both prescribed and when patients request them.

When Abuse is Suspected
If you suspect a patient is abusing their medication, alcohol, or an illicit drug, first find out whythe 
patient has reverted to substance abuse. If a reason is identified, it can be addressed to help avoid 
further relapse. For more serious substance abuse problems where the patient cannot be trusted with
controlled substances (diversion, forged prescriptions, etc.), the patient will need to be tapered off 
opioids and other forms of nonopioid pain treatment may be considered13.

KEY POINTS
• Use non-opioid therapies as first line treatment for pain in patients in substance abuse 

treatment or recovery. 
• Consider that it is possible to carefully use opioids in this patient population if necessary. 
• Develop a tightened treatment structure and monitoring plan for patients who are in substance

abuse treatment or recovery. 
• Create a written treatment agreement with the patient that clearly describes these additional 

measures 
• If relapse does occur, identify and address the underlying cause. 
• If the patient needs to be taken off opioids, it needs to be done with a taper, and other forms of

treatment should be offered. 

ELICIT ADDITIONAL SUPPORT FOR THE PATIENT
Family members and other providers should review the agreement and be
aware of their roles in support of the patient10. Participation in a support
group or counseling should be required of patients in recovery or with a
recent history of addiction while undergoing opioid treatment for pain.
Involving the patient's family and friends who can alert you to concerns
about the patient can help you identify and address relapse, as well as
improve the patient's treatment adherence10.

FYI
Between 1998-2008, the percentage of all substance abuse treatment admissions (for persons ≥ age 
12 yrs) increased from 2.2 to 9.8%. This increase was evident across gender and all age and 
racial/ethnic groups19.
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PATIENTS ON MAINTENANCE THERAPY

Patients Maintained on Methadone
When treating pain in this population, patients should continue their methadone maintenance dose, 
but another medication will need to be added for analgesia. If opioids are required to manage the 
pain, they should be given around the clock. A multimodal approach, for example adding 
acetaminophen and an NSAID plus an adjuvant analgesic such as a tricyclic antidepressant, can help
spare the amount of opioid needed20. See the Related Resource Methadone Treatment for Pain 
States for information on methadone dosing for pain.

Patients Maintained on Buprenorphine
Recommendations for treating acute pain in this population include:

Buprenorphine for opioid addiction is normally administered once a day, which usually cannot provide
the around-the-clock analgesia or immediate onset of action required in some pain patients. However,
a seven-day buprenorphine patch for treating pain was recently approved by the FDA21. Additionally:

• Nonopioids should be the first course of treatment (while continuing maintenance therapy) 
• If opioids are needed, they should be spared if possible using a multi-analgesia approach, 

such as acetaminophen, NSAID, and an adjuvant such as a tricyclic antidepressant20. 
• Anticipated acute pain (such as planned surgery) should be managed by discontinuing the 

buprenorphine 24 to 36 hours before analgesia for acute pain and titrating a short-acting 
opioid to effect. Note that a higher dose opioid agonist may be needed, because it will be 
competing with buprenorphine at the mu receptor. When opioids are no longer required for 
pain management, the patient should first experience mild to moderate opioid withdrawal and 
then be reinduced onto buprenorphine. You may want to consult a more experienced 
buprenorphine provider or pain or addiction expert20.

• Patients who are hospitalized with acute pain (for instance, for emergency surgery) can be 
switched from buprenorphine to methadone during their hospital stay. Addition of other opioids
on top of the methadone would be needed because the methadone would be treating the 
opioid dependence and you would then need to treat the pain typically with a short acting 
opioid. When the pain is gone, the patient can be tapered off of methadone and re-induced 
onto buprenorphine20. 

An alternative recommendation for treating chronic pain in buprenorphine-maintained patients:

Methadone maintenance treatment has been recommended as an alternative treatment for 
individuals with chronic pain and opioid addiction. If the main reason for treating the patient with 
methadone is for pain management, the patient may be treated in a primary care setting, but if there 
are problems with abuse, treatment may need to be coordinated with an Opioid Treatment Program3.

PATIENTS WITH ACTIVE SUBSTANCE MISUSE

APS/AAPM Guideline
Illicit drugs. Patients actively using illicit drugs are not good candidates for long-term opioid therapy, 
unless in a highly controlled setting being directly observed, such as a treatment program3.
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Prescription drug misuse/addiction. Patients for whom there is a high suspicion of active substance 
misuse should receive a similar approach. For example, aberrant use of opioids, after ruling out 
medication adherence problems, misunderstanding instructions, self-medication of non-pain 
symptoms, self-medication of pain, and self-escalation of dose to manage pain, suggest current 
substance misuse or diversion.

Role of the Pain Management Provider
The difference between a patient on chronic opioid therapy and someone who is addicted is that the 
addicted patient is out of control with their medications (Heit, 2009). In most cases, pain will not 
resolve while active substance misuse is present; both pain and addiction must be addressed17.

Treating the Patient vs. Referral:

If a patient is believed to have a substance use disorder, first decide
if the treatment of the substance use disorder is within your realm of
expertise; if not, referral to an addiction specialist or a treatment
program or pain/addiction specialist may be necessary. Other
possible reasons for referring include that the patient's level of risk
is too high to be appropriately managed in your treatment setting, or
the patient has a comorbid psychiatric condition that requires
special attention. Discuss the rationale for referral with the patient so they will not feel abandoned22. 
Before referring, consider having a psychiatrist who understands addiction confirm the presence of a 
substance use disorder23. Provide information and referrals to supportive care, such as recovery 
groups or counseling, to improve treatment effectiveness24.

COORDINATING CARE AFTER REFERRAL
The role of the pain management clinician does not end with a 
referral. Continuing to act as an advocate and work with the patient 
and the addiction specialist improves pain treatment outcomes and 
can reduce opioid misuse23,24. Additionally, addiction specialists who 
may not want their patients with substance use disorders to be 
treated with opioids for pain may be willing to allow this if a pain 
specialist is responsible for the pain treatment and helps monitor the 
patient23. Primary care providers can coordinate care as the patient's 
medical home, a source for referrals who communicates with 

specialists and provides ongoing management22.

Become familiar with the details of the addiction treatment program and making a note of progress 
and participation in the program at each visit23.

FYI
Predictors of failure to resolve drug-related aberrant behavior in one study of pain patients with 
addiction who were on COT were having a history of cocaine use and a higher number of pain 
diagnoses. Predictor of successful resolving of aberrant behaviors included being married25.
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LAWFUL PRESCRIBING
According to federal law, controlled substances can be prescribed to individuals with an active 
substance use disorder, as long as the medication is prescribed for a legitimate medical purpose26. 
For example:

• Prescribing opioids to a patient with substance abuse who also has legitimate pain is a lawful 
act 

• Prescribing to a patient with substance abuse solely to help him or her through withdrawal in 
the absence of a legitimate medical condition is illegal. 

State regulations vary by state and tend to be more restrictive. The Government Regulations Key Info
Guide contains a more detailed discussion of the pertinent DEA laws (21 CFR 1306.04, and 21 CFR 
1306.07) as well as information on where to find individual state prescribing regulations.

The conditions and decisions leading up to the prescription of a controlled substance need to be 
documented in the patient's chart and the prescription must be within the "usual course" of 
professional practice. For example, if a provider has never met the patient but prescribes a controlled 
substance via phone, this would not be considered occurring in the usual course of practice.

TREATING PATIENTS WITH SUBSTANCE MISUSE

Current or Prior Substance Misuse
If you decide you can provide the best available treatment for both the patient's substance misuse 
and pain problems or treat pain in coordination with an addiction specialist, the following measures 
can help improve outcomes and identify drug misuse:

• Treatment agreements. Treatment agreements are a good idea
for anyone on long term opioids or other narcotics. (Note that
some states require an "Opioid management plan" which may
overlap with this document.) A more structured treatment plan
that includes increased patient monitoring can also help with
these patients24. Consider including measures such as the
following: 

• Making participation in counseling or supportive programs, such as a twelve-step 
program, a requirement for continued treatment10 

• 24-hour notice pill counts can be conducted to help monitor misuse 
• More frequent urine drug tests, as often as once a week or at each visit for high-risk 

patients7,10. Add temperature strips, pH check, creatinine, and confirmatory testing, to 
routine urine drug testing as needed to verify the sample is not tampered with and to 
detect specific opioids. See our Key Info guides on urine drug testing for details. 

• Outline reasons a patient should no longer receive opioid therapy, such as pain and 
quality of life that are not improving on opioids, pain resolution, addictive behavior that 
cannot be controlled, and diversion of medications; these are all possible reasons for 
tapering patients from opioids7. 

• Adjustments in prescriptions. 
• The medication itself can be prescribed in small quantities 
• The medication can be dispensed to a trustworthy friend or relative 
• Consider whether a higher dose is needed due to pre-existing tolerance 
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• Check prescription drug monitoring programs before prescribing and at least every 3 
months. For the high-risk patients consider checking at each prescription if possible2. 
(Note that a few states may not have activated their programs.) 

• Utilize your pharmacy as a resource especially if your state has not activated their 
prescription drug monitoring program; they can be an invaluable resource. 

• Adjustments in medications. 
• Nonopioid therapies, such as NSAIDs, tricyclic antidepressants, or antipsychotics 

should be used as the first line of treatment to manage pain, or can be used with 
opioids to reduce the required dosage24. *Consider increased 
cardiovascular/cerebrovascular and gastrointestinal risk vs. benefits when prescribing 
NSAIDs27. 

• When opioids are necessary to manage pain, long-acting, slow onset drugs are 
recommended to minimize the risk of misuse3. 

• Longer-acting, slower onset opioids include methadone and levo-dromoran and may 
reduce reward. 

• Controlled-release opioids such as morphine, oxycodone, and fentanyl can help 
maintain stable blood levels to reduce craving3. 

• Methadone and buprenorphine. Methadone Maintenance Treatment (MMT) and 
buprenorphine can be used in addition to opioid therapy in chronic pain patients to help 
reduce substance misuse. This requires coordination between the pain management provider 
and an MMT Clinic7. Additionally, buprenorphine has been an effective analgesic in chronic 
pain patients with opioid use disorders7, and was recently approved for pain treatment. 

KEY POINT
• Utilize measures to improve outcomes and identify drug misuse: treatment agreements, 

adjustments in prescription and medications, and methadone and buprenorphine. 

OTHER SUBSTANCES
The approach to a patient who is abusing a substance other than opioids will differ somewhat from 
one who is abusing opioids. Abusing cocaine, for example, is associated with a higher risk for opioid 
use problems than other substances25.

Addiction is a medical problem and should be treated as such28. Restricting boundaries are an 
appropriate response to a single illicit urine drug test while at the same time, making expectations 
clear that this cannot continue. Consider continued chronic opioid therapy with continually improved 
compliance.

PRACTICE TIP
Strive for a trusting relationship where openness and acceptance of the patient's pain complaints can 
result in more honest self-reports.

KEY POINT
• Alter approaches for patients abusing drugs other than opioids; restrict boundaries while 

clarifying expectations, and accept or reject chronic opioid therapy. 

SUMMARY
Here is a summary of recommended skills, organized by provider core competencies:
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PROVIDE PATIENT-CENTERED CARE  

• Use a sensitive, non-judgmental approach when discussing substance 
abuse/misuse/addiction. 

• Create a written treatment agreement, between patient and provider, when prescribing to high-
risk patients. 

• Elicit additional support for patients in substance abuse recovery or treatment by involving 
friends or family members to facilitate patient outcomes. 

WORK IN INTERDISCIPLINARY TEAMS  

• Opt from a spectrum of choices incorporating pain/addiction specialists, for high risk patients. 
• After referral, primary care providers can coordinate care with the patient's medical home; the 

home in turn communicates with specialists, provides daily management, and gives feedback 
on future referrals. 

EMPLOY EVIDENCE-BASED PRACTICE  

• Patients who use illicit drugs or abuse prescription drugs are weak candidates for chronic 
opioid therapy. 

• Use non-opioid therapies as first line treatment for pain in patients in substance abuse 
treatment or recovery. Non-opioids should be first line treatment for patients being maintained 
on methadone or buprenorphine who develop pain. 

• Closely monitor patients on chronic opioid therapy who are at high risk for substance abuse 
with unannounced urine drug tests and pill counts. 

APPLY QUALITY IMPROVEMENT  

• Very high risk patients should be monitored weekly; high-dose patients should be monitored 
several times weekly. 

• If treating a high risk patient, as for all patients being treated with controlled substances for 
chronic pain, use "universal precautions" with patients at high risk for substance use 
problems. 

• Modify chronic opioid therapy and tighten treatment structure for patients at different stages of 
recovery 

1. Past history of substance abuse 
2. In treatment/recovery 
3. Active substance abuse 

• Changes to make in monitoring for high risk patients include the following: 
1. Periodically, confirm adherence to the opioid plan of care 
2. Decrease intervals between prescriptions/limited prescription quantities 
3. Require participation in counseling or in a support group 
4. Frequently, assess for addiction, abuse, and chemical coping 

• In response to aberrant drug-related behaviors: 
1. document aberrant behavior/lack of adherence 
2. Tighten controls and limits on prescribing 
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3. consider restructuring therapy, specialist referral, or discontinuing long term opioid 
therapy. 

UTILIZE INFORMATICS  

• Use the Resources section of this module to review federal, DEA, and state laws for 
prescribing a controlled substance. 

• Understand the documentation requirements and "usual course" standard for prescribing. 
• Review your medical record system to search for ways to better support regular monitoring 

and tracking of aberrant behaviors of patients on chronic opioid therapy. 

RESOURCES AVAILABLE THROUGH THIS MODULE:
• Acute Pain Management for Patients Receiving Maintenance Methadone or Buprenorphine 

Therapy 
This journal article by Alford DP, Compton P, and Samet JH, explores the relationship between
addiction, opioid agonist therapies (buprenorphine or methadone), and treating acute pain. 

• ASPMN Position Statement: Pain Management in Patients with Addictive Disease 
This position paper discusses considerations when treating patients with chronic pain who 
also have an addictive disease. Includes recommendations for patients with active addictive 
disease, patients in recovery, and those on methadone maintenance treatment. 

• BupPractice 
BupPractice is a comprehensive website with information and assistance for physicians 
managing opioid-dependent patients. It has several components, including How-To Guides, a 
set of ten step-by-step practice guides that provide information and resources on topics 
related to opioid addiction and setting up and managing office-based buprenorphine 
treatment, a Resource Center with over 200 searchable, annotated resources, and a Training 
Center which features links and information for buprenorphine waiver training programs, 
training resources for staff, clinical case studies related to buprenorphine, and other substance
abuse CME programs. 

• Challenges in Using Opioids to Treat Pain in Persons With Substance Use Disorders 
Comprehensive review article that explores the relationship between pain and substance 
abuse and offers suggestions for evaluation and treatment. Authors: Savage SR, Kirsh KL, 
Passik SD 

• Methadone Treatment for Pain States 
This article provides guidance on prescribing methadone for treatment of pain. It discusses the
pharmacology, indications, dosing, interactions, and clinical recommendations. (2005) 

• Principles of Pain Treatment in Addictive Disorders 
This presentation contains guidelines and recommendations on treating pain in patients with 
addiction. It includes information on the goals of treatment, the interaction between pain and 
addiction, drug choice and dosing, and legal issues. 

• TIP 54: Managing Chronic Pain in Adults With or in Recovery From Substance Use Disorders 
From Treatment Improvement Protocol (TIP) Series from SAMHSA, published in 2012. Title 
implies this is related to chronic opioid therapy for patients in recovery from substance use 
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disorders, which it is, but it also is relevant to use of chronic opioid therapy for all patients and 
preventing substance use disorders. 

• Treatment Locators for Referral  
This table provides a list of various pain and addiction treatment locators, to help you find a 
provider or treatment center in your area for referral. For each treatment locator, a website link
and brief summary is provided, and information is included such as what treatment 
centers/counselors/specialists can be found. 

• Universal Precautions in Pain Medicine: A Rational Approach to the Treatment of Chronic Pain
Describes the Universal Precautions in Pain Medicine, which experts in pain medicine 
recommend be used with all pain patients. Authors: Gourlay DL, Heit HA, Almahrezi A. 2005. 

REFERENCES USED IN THIS MODULE:
1. Substance Abuse and Mental Health Services Administration (SAMHSA). Results from the 

2012 national survey on drug use and health: summary of national findings. U.S. Department 
of Health and Human Services; 2013. 
http://archive.samhsa.gov/data/NSDUH/2012SummNatFindDetTables/NationalFindings/
NSDUHresults2012.htm. Accessed April 1, 2015.

2. Dowell D, Haegerich T, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — 
United States, 2016 MMWR Recomm Rep. 2016;65(1):1-49. doi:10.15585/mmwr.rr6501e1er.

3. Chou R, Fanciullo G, Fine P, et al. Clinical Guidelines for the Use of Chronic Opioid Therapy 
for Chronic Non-Cancer Pain J of Pain. 2009;10(2):113-130.

4. Gourlay D, Heit H. Universal Precautions Revisited: Managing the Inherited Pain Patient Pain 
Medicine.

5. CASA Columbia. Under the counter: the diversion and abuse of controlled prescription drugs 
in the U.S.. Columbia; 2005. http://www.casacolumbia.org/addiction-research/reports/under-
the-counter-diversion-abuse-controlled-perscription-drugs. Accessed April 1, 2015.

6. American Pain Society in conjunction with the American Academy of Pain Medicine. Guideline
for the Use of Chronic Opioid Therapy in Chronic Noncancer Pain. Evidence Review. 2009. 
http://americanpainsociety.org/uploads/education/guidelines/chronic-opioid-therapy-cncp.pdf. 
Accessed September 7, 2010.

7. Savage S, Kirsh K, Passik S. Challenges in Using Opioids to Treat Pain in Persons with 
Substance Use Disorders Addiction Science & Clinical Practice. 2008;4(2):4-25.

8. Webster L, Dove B. Avoiding opioid abuse while managing pain. A guide for practitioners. Vol 
1st ed. North Branch, MN: Sunrise River Press; 2007. 
http://www.amazon.com/dp/0962481483. Accessed October 23, 2013.

9. Miller WR, Rollnick S. Motivational Interviewing: Helping People Change, 3rd Edition Vol 3rd 
edition. New York, NY: The Guilford Press; 2012.

10. FSMB. Model Policy on DATA 2000 and Treatment of Opioid Addiction in the Medical Office. 
FSMB Website. 2013. 

Page 22 of 24    October 10, 2018 Update
Expanded Skills: The High Risk Patient and Opioids

https://www.fsmb.org/Media/Default/PDF/FSMB/Advocacy/2013_model_policy_treatment_opioid_addiction.pdf
http://www.amazon.com/dp/0962481483
http://www.amazon.com/dp/0962481483
http://americanpainsociety.org/uploads/education/guidelines/chronic-opioid-therapy-cncp.pdf
http://americanpainsociety.org/uploads/education/guidelines/chronic-opioid-therapy-cncp.pdf
http://americanpainsociety.org/uploads/education/guidelines/chronic-opioid-therapy-cncp.pdf
http://www.casacolumbia.org/addiction-research/reports/under-the-counter-diversion-abuse-controlled-perscription-drugs
http://www.casacolumbia.org/addiction-research/reports/under-the-counter-diversion-abuse-controlled-perscription-drugs
http://www.casacolumbia.org/addiction-research/reports/under-the-counter-diversion-abuse-controlled-perscription-drugs
http://www.casacolumbia.org/addiction-research/reports/under-the-counter-diversion-abuse-controlled-perscription-drugs
http://dx.doi.org/10.15585/mmwr.rr6501e1er
http://archive.samhsa.gov/data/NSDUH/2012SummNatFindDetTables/NationalFindings/NSDUHresults2012.htm
http://archive.samhsa.gov/data/NSDUH/2012SummNatFindDetTables/NationalFindings/NSDUHresults2012.htm
http://archive.samhsa.gov/data/NSDUH/2012SummNatFindDetTables/NationalFindings/NSDUHresults2012.htm
http://archive.samhsa.gov/data/NSDUH/2012SummNatFindDetTables/NationalFindings/NSDUHresults2012.htm
https://www.ncbi.nlm.nih.gov/pubmed/15773874
http://www.opioidrisk.com/printpdf/2078
http://www.opioidrisk.com/printpdf/2078


Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

https://www.fsmb.org/Media/Default/PDF/FSMB/Advocacy/2013_model_policy_treatment_opi
oid_addiction.pdf. Accessed October 11, 2013.

11. Jamison RN, Ross EL, Michna E, Chen LQ, Holcomb C, Wasan AD. Substance Misuse 
Treatment for High-Risk Chronic Pain Patients on Opioid Therapy: A Randomized Trial Pain. 
2010;150(3):390-400.

12. Hooten W, Timming R, Belgrade M, et al. Assessment and management of chronic pain. 
2013. https://www.azprioritycare.com/Content/providers/2014-ChronicPain-ICSI.PDF. 
Accessed July 1, 2015.

13. VA/DoD. Clinical Practice Guideline for the Management of Opioid Therapy for Chronic Pain. 
2010. https://www.va.gov/painmanagement/docs/cpg_opioidtherapy_summary.pdf. Accessed 
April 28, 2014.

14. Compton P. Substance Abuser with Chronic Pain 2010.

15. Ziegler P. Addiction and the Treatment of Pain Substance Use and Misuse. 2005;40(1):1945-
1954.

16. DEA. Schedules of Controlled Substances: Placement of Tramadol Into Schedule IV. DEA 
Office of Diversion Control Website. 2014. https://www.deadiversion.usdoj.gov/fed_regs/rules/
2014/fr0702.htm. Accessed August 7, 2014.

17. Weaver M, Schnoll S. Opioid Treatment of Chronic Pain in Patients with Addiction Journal of 
Pain & Palliative Care Pharmacotherapy. 2002;16(3):2-26.

18. Passik S, Kirsh K. Opioid Therapy in Patients with a History of Substance Abuse CNS Drugs. 
2004;18(1):13-25.

19. Substance Abuse and Mental Health Services Administration, Office of Applied Studies. The 
TEDS Report: Substance Abuse Treatment Admissions Involving Abuse of Pain Relievers: 
1998 and 2008. 2010. http://oas.samhsa.gov/2k10/230/230PainRelvr2k10Web.pdf. Accessed 
July 23, 2010.

20. Alford D, Compton P, Samet J. Acute Pain Management for Patients Receiving Maintenance 
Methadone or Buprenorphine Therapy Annals of Internal Medicine. 2006;144(2):127-134.

21. Waknine Y. FDA Approves 7-Day Buprenorphine Pain Patch. 2010. 
http://www.medscape.com/viewarticle/724626. Accessed July 13, 2011.

22. Menefee Pujol L, Katz N, Zacharoff K. The Role of Referral for Consultation in Pain 
Management 2009.

23. Compton P. Should Opioid Abusers Be Discharged from Opioid-Analgesic Therapy? Pain 
Medicine. 2008;9(4):383-390.

24. Savage S. Management of Opioid Medications in Patients with Chronic Pain and Risk of 
Substance Abuse Current Psychiatry Reports. 2009;11:377-384.

25. Meghani S, Wiedemer N, Becker W, et al. Predictors of Resolution of Aberrant Drug Behavior 
in Chronic Pain Patients Treated in a Structured Opioid Risk Management Program Pain Med.
2009;10(5):858-865.

Page 23 of 24    October 10, 2018 Update
Expanded Skills: The High Risk Patient and Opioids

http://www.medscape.com/viewarticle/724626
http://www.medscape.com/viewarticle/724626
http://oas.samhsa.gov/2k10/230/230PainRelvr2k10Web.pdf
http://oas.samhsa.gov/2k10/230/230PainRelvr2k10Web.pdf
http://oas.samhsa.gov/2k10/230/230PainRelvr2k10Web.pdf
http://oas.samhsa.gov/2k10/230/230PainRelvr2k10Web.pdf
https://www.deadiversion.usdoj.gov/fed_regs/rules/2014/fr0702.htm
https://www.deadiversion.usdoj.gov/fed_regs/rules/2014/fr0702.htm
https://www.deadiversion.usdoj.gov/fed_regs/rules/2014/fr0702.htm
https://www.va.gov/painmanagement/docs/cpg_opioidtherapy_summary.pdf
https://www.va.gov/painmanagement/docs/cpg_opioidtherapy_summary.pdf
https://www.azprioritycare.com/Content/providers/2014-ChronicPain-ICSI.PDF
https://www.azprioritycare.com/Content/providers/2014-ChronicPain-ICSI.PDF
https://www.fsmb.org/Media/Default/PDF/FSMB/Advocacy/2013_model_policy_treatment_opioid_addiction.pdf
https://www.fsmb.org/Media/Default/PDF/FSMB/Advocacy/2013_model_policy_treatment_opioid_addiction.pdf


Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

26. Drug Enforcement Administration. Practitioner’s manual - an informational outline of the 
controlled substances act. DEA Office of Diversion Control Website. 2006. 
https://www.deadiversion.usdoj.gov/pubs/manuals/pract/pract_manual012508.pdf. Accessed 
July 6, 2015.

27. Solomon D, Furst D, Romain P. Patient education: Nonsteroidal antiinflammatory drugs 
(NSAIDs) (Beyond the Basics). 2014. https://www.uptodate.com/contents/nonsteroidal-
antiinflammatory-drugs-nsaids-beyond-the-basics?search=Nonsteroidal%20antiinflammatory
%20drugs
%20(NSAIDs)&source=search_result&selectedTitle=7~150&usage_type=default&display_ran
k=7. Accessed July 6, 2015.

28. Webster L. Misuse Emerging Solutions in Pain. 2010.

Page 24 of 24    October 10, 2018 Update
Expanded Skills: The High Risk Patient and Opioids

https://www.uptodate.com/contents/nonsteroidal-antiinflammatory-drugs-nsaids-beyond-the-basics?search=Nonsteroidal%20antiinflammatory%20drugs%20(NSAIDs)&source=search_result&selectedTitle=7~150&usage_type=default&display_rank=7
https://www.uptodate.com/contents/nonsteroidal-antiinflammatory-drugs-nsaids-beyond-the-basics?search=Nonsteroidal%20antiinflammatory%20drugs%20(NSAIDs)&source=search_result&selectedTitle=7~150&usage_type=default&display_rank=7
https://www.uptodate.com/contents/nonsteroidal-antiinflammatory-drugs-nsaids-beyond-the-basics?search=Nonsteroidal%20antiinflammatory%20drugs%20(NSAIDs)&source=search_result&selectedTitle=7~150&usage_type=default&display_rank=7
https://www.uptodate.com/contents/nonsteroidal-antiinflammatory-drugs-nsaids-beyond-the-basics?search=Nonsteroidal%20antiinflammatory%20drugs%20(NSAIDs)&source=search_result&selectedTitle=7~150&usage_type=default&display_rank=7
https://www.uptodate.com/contents/nonsteroidal-antiinflammatory-drugs-nsaids-beyond-the-basics?search=Nonsteroidal%20antiinflammatory%20drugs%20(NSAIDs)&source=search_result&selectedTitle=7~150&usage_type=default&display_rank=7
https://www.deadiversion.usdoj.gov/pubs/manuals/pract/pract_manual012508.pdf
https://www.deadiversion.usdoj.gov/pubs/manuals/pract/pract_manual012508.pdf
https://www.deadiversion.usdoj.gov/pubs/manuals/pract/pract_manual012508.pdf


Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

Expanded Skills - Coordinating Pain Treatment 
with Colleagues
Table of Contents
Expanded Skills: Coordinating Pain Treatment with Colleagues............................................................5

Goal:.............................................................................................................................................. 5

After completing this module participants will be able to:..............................................................5

Professional Practice Gaps...........................................................................................................5

Introduction............................................................................................................................................. 5

Multi-Modal Approach............................................................................................................................. 6

Multi-Modal Approach to Chronic Pain Treatment.........................................................................6

Multidisciplinary Pain Clinics.........................................................................................................6

DID YOU KNOW?.......................................................................................................................... 7

Stratification of Risk................................................................................................................................ 7

Risk Level.................................................................................................................................. 8

Patient Characteristics.............................................................................................................. 8

Setting of care:.......................................................................................................................... 8

Low Risk.................................................................................................................................... 8

Moderate Risk........................................................................................................................... 8

High Risk................................................................................................................................... 8

KEY POINTS................................................................................................................................. 8

Psychosocial Treatment Referrals..........................................................................................................8

APS/AAPM Guidelines..................................................................................................................8

Referral to Behavioral Therapy......................................................................................................9

Self-Help Groups........................................................................................................................... 9

KEY POINT.................................................................................................................................... 9

Referral from Primary Care..................................................................................................................... 9

PCP Role in Referral.....................................................................................................................9

Referral Guide............................................................................................................................. 10

Patients with............................................................................................................................ 10

Should be referred to:.............................................................................................................10

For the following care:.............................................................................................................10

What Happens When I Refer to a.........................................................................................................10

Page 1 of 35    October 10, 2018 Update
Expanded Skills: Coordinating Pain Treatment with Colleagues



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

A Multidisciplinary Pain Treatment Center........................................................................................11

Introduction.................................................................................................................................. 11

Frequency and Duration of Treatment.........................................................................................11

Where To Find.............................................................................................................................. 11

Qualifications............................................................................................................................... 12

Insurance Coverage.................................................................................................................... 12

Mental Health Referrals and Consultations.....................................................................................12

Why Mental Health Is A Concern.................................................................................................12

Most Common Mental Health Conditions With Chronic Pain......................................................12

Counseling for Pain Coping.............................................................................................................13

Introduction.................................................................................................................................. 13

Cognitive Behavioral Therapy for Pain Management..................................................................13

Frequency and Duration of Treatment.........................................................................................14

KEY POINTS............................................................................................................................... 14

FYI............................................................................................................................................... 14

Pain Specialist.................................................................................................................................. 14

Introduction.................................................................................................................................. 14

Frequency and Duration of Treatment.........................................................................................15

Where To Find............................................................................................................................. 15

Physical Therapist............................................................................................................................ 15

Introduction.................................................................................................................................. 15

Where To Find............................................................................................................................. 16

Qualifications............................................................................................................................... 16

Substance Abuse Counselor............................................................................................................16

Introduction.................................................................................................................................. 16

Where To Find............................................................................................................................. 17

Frequency and Duration of Treatment.........................................................................................17

Qualifications............................................................................................................................... 17

Opioid Addiction Treatment..............................................................................................................17

Medication Assisted Treatment of Opioid Use Disorder..............................................................17

Comparing the Medications.........................................................................................................17

Out Patient Drug Rehabilitation............................................................................................................18

Inpatient Addiction Treatment...........................................................................................................19

Page 2 of 35    October 10, 2018 Update
Expanded Skills: Coordinating Pain Treatment with Colleagues



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

Other Types of Specialists............................................................................................................... 20

Acupuncture................................................................................................................................. 20

Physical Rehabilitation Programs................................................................................................20

Physiatrists.................................................................................................................................. 21

Mr. Rowe - Refer................................................................................................................................... 22

Making a Referral................................................................................................................................. 23

Information to Include.................................................................................................................. 23

What to Tell the Patient About a Referral..............................................................................................24

Poll: How often to you follow up within a month after making any referral for chronic pain or 
addiction?......................................................................................................................................... 24

Patients with Active Substance Abuse..................................................................................................24

Poll Discussion: Follow-up Is Important.......................................................................................24

Treating the Patient vs. Referral..................................................................................................24

Coordinating Care After Referral.................................................................................................25

Methadone and Buprenorphine........................................................................................................26

FYI............................................................................................................................................... 26

DID YOU KNOW?........................................................................................................................26

Patient Comanagement........................................................................................................................26

The Role of the Primary Care Provider.......................................................................................26

A Medical "Home" for Each Chronic Pain Patient........................................................................26

Comanagement........................................................................................................................... 26

Case: Mr. Rowe.................................................................................................................................... 27

Health Professional Impairment............................................................................................................27

Triggers........................................................................................................................................ 27

Student Use................................................................................................................................. 28

Practicing Providers-Rate of Use................................................................................................28

PRACTICE TIP............................................................................................................................ 28

Impact on Patients........................................................................................................................... 28

Impairment on the Job.................................................................................................................28

Personal Use Impacts Screening Techniques.............................................................................28

PRACTICE TIP............................................................................................................................ 29

Recognizing the Need for Help........................................................................................................29

Stigma.......................................................................................................................................... 29

Page 3 of 35    October 10, 2018 Update
Expanded Skills: Coordinating Pain Treatment with Colleagues



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

Getting Help for Colleagues........................................................................................................29

Dependence Treatment Options..................................................................................................29

PRACTICE TIP............................................................................................................................ 29

Summary............................................................................................................................................... 30

Provide patient-centered care.................................................................................................30

Work in interdisciplinary teams...............................................................................................30

Employ evidence-based practice............................................................................................30

Apply quality improvement......................................................................................................30

Utilize informatics....................................................................................................................31

Resources available through this module:............................................................................................31

References used in this module:..........................................................................................................32

Page 4 of 35    October 10, 2018 Update
Expanded Skills: Coordinating Pain Treatment with Colleagues



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

Module 10

EXPANDED SKILLS: COORDINATING PAIN TREATMENT
WITH COLLEAGUES

Goal:
The learner will be able to assess pain patients for the need to refer or consult and effectively 
communicate with both patients and colleagues and come to an agreement and understanding of 
each patient's comprehensive treatment plan.

After completing this module participants will be able to:
• Define the role of a medical “home” for patients with chronic pain

• Effectively co-manage patients with pain as part of an interdisciplinary pain treatment team

• Consult with specialists and other healthcare providers regarding complex patients with pain 
and addiction when appropriate

• Refer patients with pain appropriately for pain, addiction, and/or behavioral assessment and 
treatment

Professional Practice Gaps
Guidelines, developed by the American Pain Society and the American Academy of Pain Medicine 
based on an extensive review of the literature, recommended multidisciplinary care for pain, and that 
when opioids are prescribed for a chronic pain patient, a single clinician should be identified who is 
primarily responsible for the patient's overall medical care1. However, multidisciplinary pain centers 
have decreased in number and are not an option for most patients with chronic pain2. Individual pain 
providers, thus, now need to coordinate care among themselves to provide the same multidisciplinary
care in multiple settings. A survey of physicians found that they do not feel they have time to consult 
with other providers regarding their patients being treated for chronic pain3. Training in coordinating 
pain care and improved communications among pain providers is likely to lead to more efficient 
consulting, which will help address the barrier of not enough time. In a needs analysis survey for 
developing this training program, 18 physicians and nurse practitioners surveyed rated strong 
agreement (mean=4.4/5) that they would be interested in CME on the topic: "Patient co-management 
by primary care and specialists" 4. In fact, this topic was rated second highest of nine topics to 
potentially be covered on this website, after "best practice in using opioids." This suggests that 
providers do not feel well prepared to fulfill the role of "home" clinician for chronic pain patients.

INTRODUCTION
Contents for this module:

• Effective and efficient coordination of care among the providers in multidisciplinary pain 
treatment, including: 

• Consultations and communications among primary and ancillary treatment activities 
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• Effective referrals for seamless transitions across levels of care 
• Coordination of past and present treatment 

If substance abuse develops in the context of chronic pain, it tends to be a long-term problem. 
Therefore, continuity of care is particularly important1.

At the end of this module, we will ask you to set some goals for your practice based on what you 
learn in this module.

The following case is presented throughout this module, providing you an opportunity to practice 
clinical applications:

Case Introduction: Mr. Henry Rowe, 26 years old

Chief Complaint: Ankle pain

Brief History: Mr. Rowe has been in physical therapy on and off for the past 6 
years due to overuse injuries from gymnastics, especially ankle pain. As his 
gymnastics career ended, Mr. Rowe described a period of depression. He also was
briefly in counseling for binge drinking when he was depressed. He specifically 
asks for hydrocodone, because he has heard from some new friends that "it 
works."

MULTI-MODAL APPROACH

Multi-Modal Approach to Chronic Pain Treatment

Multi-modal approaches to chronic pain treatment involve at least two
professionals from different specialties involving the following aspects of care.

• physical 
• vocational 
• psychological 

This approach is a comprehensive and coordinated approach that recognizes that
substance use disorders affect all aspects of the patient's life is needed. Many
programs utilize at least an exercise program and some form of psychological
therapy. More intensive therapies tend to have more successful outcomes than
less intensive programs1.

Pain treatment teams include social workers, mental health counselors, addiction treatment facilities, 
and local self-help groups (i.e., Narcotics Anonymous) to treat a patient with chronic pain. Diagnosing
a substance use disorder in the context of chronic pain management with opioids is a complex and 
difficult task that is often oversimplified. It is not obvious what constitutes normal opioid use and 
addiction, so a pain treatment or addiction specialist often is needed.

Multidisciplinary Pain Clinics
Ideally, there would be a multidisciplinary pain clinic in which all of the above specialists would work 
together to help patients with chronic pain. Unfortunately, there are only a few such centers, primarily 
in major medical centers.
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DID YOU KNOW?
Cost, availability, and lack of insurance coverage are potential barriers to interdisciplinary care1.

STRATIFICATION OF RISK
After patient assessment and selection for long-term opioid therapy, patients can be triaged into three
treatment groups based on level of risk (stratification of risk)1:

1. Consult as needed

Consultation with specialists may be needed for assistance in assessment or stratification of risk.

The Model Policy for the Use of Controlled Substances for the Treatment of Pain5 states the following
regarding consultation:

The provider should be willing to refer the patient as necessary for additional evaluation and 
treatment in order to achieve treatment objectives. Special attention should be given to those patients
with pain who are at risk for medication misuse or diversion. The management of pain in patients with
a history of substance misuse or with a comorbid psychiatric disorder may require extra care, 
monitoring, documentation and consultation with or referral to an expert in the management of such 
patients.

2. Refer as needed

Determine which type of specialist is appropriate and make the necessary referrals. Be sure to 
include necessary information in the referral report.

3. Adapting the structure of care to match risks

The structure of care should match risk with an appropriate level of skill, treatment boundaries, and 
intensity of structure.

RISK LEVEL  PATIENT CHARACTERISTICS  SETTING OF CARE:  

LOW RISK  

• No history of substance use 
problem, past or current 

• No contributory family history of 
substance misuse 

• No major or untreated mental health
problems 

Primary Care

MODERATE   
RISK  

• History of substance use problem 
(treated) 

• Family history of substance misuse 
• Comorbid minor or past major 

mental health problem 
• This group often has had moderate 

to severe pain for many years and a
consequent decrease in social 
support6. 

Primary Care Management with Specialist 
Support (ongoing,
that is, "comanagement" or refer as the 
needs arises)
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RISK LEVEL  PATIENT CHARACTERISTICS  SETTING OF CARE:  

HIGH RISK  

• Current substance use problem 
• Active addiction 
• Major untreated mental health 

problem 

Refer for Specialty Pain Management and/or
Specialty Addiction Management if possible.
Consider a consultation at a distance if none
are available in your area. 
Note: In some cases opioids may not be 
indicated until the comorbidity is under 
control.

KEY POINTS
• Stratify patients by risk level and complexity 
• Determine whether the patient can be managed in your practice with or without consultation or

requires referral based on results of the assessment. 

PSYCHOSOCIAL TREATMENT REFERRALS

APS/AAPM Guidelines
Regarding multidisciplinary pain treatment, pain treatment guidelines by APS/AAPM state:

Because chronic non cancer pain (CNCP) is often a complex biopsychosocial condition, clinicians 
who prescribe chronic opioid therapy (CNCP) should routinely integrate psychotherapeutic 
interventions, functional restoration, interdisciplinary therapy, and other adjunctive nonopioid 
therapies (strong recommendation, moderate-quality evidence)...Clinicians should routinely integrate 
therapies that target the psychosocial and functional factors that contribute to or are affected by 
CNCP1. 
*CNCP=Chronic non-cancer pain; **COT=Chronic opioid therapy

Physicians can implement simple, brief cognitive behavioral interventions such as careful validation of
the patient's pain and difficulties, use of empathy, teaching simple mindfulness meditation techniques 
and deep breathing techniques, encouraging patients to take an active approach to their pain 
management.

Referral to Behavioral Therapy
The American Psychiatric Association recommends the following
psychosocial treatments in combination with agonist therapies, as they are
helpful in improving patient ability to follow through with treatment and in
avoiding relapse:

• Cognitive-behavioral therapies 
• Group and family therapies 
• Self-help groups 
• Behavioral therapies (i.e. contingency management) 
• Drug counseling 

Individuals who provide these services may include psychiatrists, social workers, psychologists, and 
nurses.
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Self-Help Groups
Self-help groups are an affordable (usually free), easily accessible form of treatment, especially in the
wake of managed care7 and are particularly helpful when there is a substance abuse problem arising 
in the context of chronic pain treatment. Self-help groups can vary in philosophy (e.g. secular vs. 
spiritual), so patients may require referral to more than one group before finding an appropriate fit. It 
is a common misconception that 12-step self-help groups are only suitable for patients with religious 
beliefs; they are not allied with any sect or denomination. 12-step programs have been shown to be 
effective regardless of an individual's religious background8.

KEY POINT
• A multidisciplinary approach to pain treatment involves psycho-therapeutic interventions, 

functional restoration, nonopioid therapies, and the use of self-help groups, as well as 
substance abuse counseling and pain specialists as needed, in order to enhance success with
treatment. 

REFERRAL FROM PRIMARY CARE

PCP Role in Referral
Provider's encouragement, specifically during the referral process,
has been shown to increase an individual's likelihood to follow
through with a referral for additional services. For example, a study
of self-help group referrals showed that providing an individual with
extensive information about the self-help group and with a
volunteer mentor from the self-help group improves attendance
and treatment outcomes9. After making a referral, you can also
promote adherence to treatment by following up with the patient
and other clinicians regularly to ensure continued patient satisfaction with referred services. Patients 
may require several referrals to find a format of psychosocial treatment with which they feel 
comfortable.

Primary care providers should refer patients needing chronic opioid therapy to a pain specialist or a 
substance abuse treatment center when the following situations occur:

• A brief assessment and intervention is not an adequate treatment. 
• You suspect or confirm that patients are using or abusing opioids or other illicit drugs. 
• Patients have a complicated medical, mental health, or substance misuse history and require 

intensive treatment. 
• Patients request a referral. 

Other situations which may warrant referral to an addiction specialist or substance abuse treatment 
center include the following:

• Patient has a complicated medical, psychiatric, social, or substance misuse history and 
requires more intensive or structured treatment than you can provide in the office setting. 

• Patient is non-compliant with your office policies or treatment protocol. 
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It is common for complicated medical and social histories to accompany chronic pain patients. Cases 
in which a clear cause of pain has not been established, or for which a prior history of substance 
misuse arises may warrant referral to assist in diagnosis or evaluation of the chronic pain condition 
and to reduce risk of substance misuse. Such cases may fall beyond the expertise of the referring 
provider in terms of implementation and treatment modalities. Other cases, such as those 
surrounding patients with multiple issues in addition to pain may warrant referral to a multidisciplinary 
pain treatment program. In cases such as these, chronic opioid therapy will be most successful as 
part of an overall pain treatment program5.

Referral Guide

PATIENTS WITH...  SHOULD BE REFERRED TO:  FOR THE FOLLOWING CARE:  

Complex pain conditions Pain Specialist evaluation and treatment

Long standing pain problems or 
multiple issues in addition to pain

Multidisciplinary pain clinic evaluation and treatment

A history of addiction or substance 
use disorder (or indications of a 
drug use problem)

Consultation or referral to 
an addiction specialist

evaluation of risk of recurrent 
substance misuse, or assistance with 
ongoing management

WHAT HAPPENS WHEN I REFER TO A...
Studies show that patients fare better when treated consistently by one clinician who provides 
comprehensive care for most of their health care needs, and coordinates with other health care 
professionals when their skills and expertise are needed1. Having a clinician who accepts primary 
responsibility for their overall medical care is likely to be particularly important for patients with CNCP,
who both use health care services more frequently and have more comorbidities than other patients1.

The following pages briefly describe the types of providers most commonly on a multidisciplinary 
team for treatment of chronic pain: multidisciplinary pain centers, acupuncture treatment, counseling, 
pain specialists, physiatrists and rehabilitation centers, physical therapists, and substance abuse 
counselors. General information is provided for each topic, and additional information may be found 
on insurance coverage, qualifications, where to find, and duration and frequency of treatment.

A MULTIDISCIPLINARY PAIN TREATMENT CENTER

Introduction
Prescribing providers of various specialties can be found at multi-
disciplinary pain treatment centers, as can be non-prescribing health
care providers who specialize in the diagnosis and management of
chronic pain patients10.

The multidisciplinary pain treatment team commonly include a
combination of the following:

• a primary care provider 
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• pain-management specialists (which may include neurologists, rheumatologists, orthopedists, 
anesthesiologists, psychiatrists, etc.) 

• physical therapists 
• occupational therapists 
• psychologists to help cope with the mental burden of pain management 
• registered nurses to assist with day-to-day treatment 
• care managers 

Other team members may include biofeedback therapists, family and vocational counselors, 
pharmacists, dietitians, social workers, volunteers, and other support staff.

At these centers, a patient can expect to encounter:

• an integrated treatment plan 
• a treatment plan which incorporates follow-up and communication between team members 

(IASP) 

Benefits of a multidisciplinary pain treatment approach include:

• effectiveness 
• economical 
• improvement sustained at two- and five-year follow up periods11,12 

Frequency and Duration of Treatment
Duration of treatment depends on the patient but can last between several weeks and years. In an 
inpatient facility (a specialized type of pain treatment center), patients staying or living at the facility 
receive frequent care at least daily. Other patients not living at the facility may receive care on a daily,
weekly, or monthly basis.

Where To Find
Multidisciplinary pain treatment programs may be found in hospitals and rehabilitation centers. You 
may find a clinic accredited by the American Academy of Pain Management in the Related Resources
section of this page.

Qualifications
The qualifications of the providers depend on the requirements of the general facility, but in genera,l 
you can expect at least a team of medical doctors, nurses, and pain management specialists

Insurance Coverage
Treatment coverage depends on the patient's individual insurance policy. Not all therapies may be 
covered.

MENTAL HEALTH REFERRALS AND CONSULTATIONS

Why Mental Health Is A Concern
Chronic non-cancer pain (CNCP) often involves a complex of
psychological factors in addition to biological and environmental factors.
The importance of addressing the psychological factors was described in
an APS/AAPM guideline on chronic opioid therapy1:
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As CNCP is often a complex biopsychosocial condition, clinicians who prescribe COT should 
routinely integrate psychotherapeutic interventions, functional restoration, interdisciplinary 
therapy, and other adjunctive nonopioid therapies (strong recommendation, moderate-quality 
evidence)...Clinicians should routinely integrate therapies that target the psychosocial and 
functional factors that contribute to or are affected by CNCP. 1

Individuals with chronic pain often have a comorbid psychiatric disorder. Especially common 
conditions include depression, anxiety, and personality disorders13. The USPSTF has recommended 
in guidelines that all adults should be screened for depression. This recommendation now includes 
pregnant and postpartum women, as well as those who do not have prior evidence of depression14.

Assess the patient's affect (observed emotional state) and mood (subjective) at every appointment 
and make appropriate referrals for counseling and support. Remember that mental health problems 
may arise over the course of treatment. Mental health problems are red flags for increased risk of 
substance use problems. Furthermore, psychosocial problems may be an integral part of some 
chronic pain syndromes1. Consider referral for psychotherapy as part of the multidisciplinary 
treatment plan.

Most Common Mental Health Conditions With Chronic Pain
Depression is the most common comorbid condition among pain patients, followed by anxiety, 
substance misuse, and somatoform disorders.

Assess chronic pain patients regularly for:

• depression 
• anxiety 
• suicidality 
• stress reactivity 

Symptoms that are associated with depression or anxiety include loss of appetite, trouble sleeping, 
and tension.

Depression and anxiety (especially post-traumatic stress disorder, if there was a serious injury) are 
common among chronic pain patients (35 to 50%)15. Depression and anxiety are also more 
commonly comorbid with addictive disorders in chronic pain patients than in those without addictive 
disorders16. Many patients with chronic pain require antidepressant medications.

COUNSELING FOR PAIN COPING

Introduction
Studies have shown that cognitive behavioral therapy, behavioral techniques, self-regulatory 
techniques, such as hypnosis and relaxation, as well as general supportive counseling have helped 
chronic pain patients and have also reduced pain17. Self-regulatory techniques, such as cognitive 
behavioral therapy, as well as other therapies such as hypnosis, relaxation training, and general 
supportive counseling result in reduced pain intensity1.

Mental health counselors play a vital role in the treatment of chronic pain patients by helping patients 
develop and utilize psychological interventions for chronic pain, in particular, the use of cognitive-
behavioral techniques1. Counselors should also recognize and take the opportunity to help educate 
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patients on the use of psychotropic medications, which may be useful in the treatment of pain, as well
as their other uses and side effects17.

Cognitive Behavioral Therapy for Pain Management
Current use of pain self-management strategies should also be assessed. Referral for counseling to 
improve pain self-management strategies may be indicated in addition to providing patient education 
on coping skills15. CBT is the most widely used form of therapy for helping patients cope with chronic 
pain that consistently has been shown to be effective1. Its use in treating chronic pain is based on a 
model of chronic pain that it is influenced by thoughts, affect, and behavior in addition to the 
underlying biological cause18. For example, thinking negatively can lead to negative emotions, which 
can create muscle tension, which can increase pain. Thinking negatively can also lead to self-
defeating behaviors, such as social isolation. CBT involves modifying thoughts, feelings, and beliefs 
in order to have better outcomes, including decreased pain and better coping with pain for improved 
functioning.

Three components to CBT for pain18:

1. Develop awareness of how thoughts and behaviors contribute to pain and of the possibility 
that patients can change them to exert some control over their pain. 

2. Train in use of coping skills and strategies aimed at reducing muscle tension and emotional 
distress, such as relaxation exercises and distraction from the pain; planning activities to 
minimize pain; and cognitive restructuring, a technique that replaces highly negative pain-
related thoughts with coping thoughts. 

3. Apply and maintain the coping skills increasingly over the course of treatment. This includes 
adding reinforcing and cuing techniques, using coping skills in wider situations, and learning 
problem-solving skills. 

How. A mental health counselor, such as a psychologist, may work with an individual for an hour per 
week or small groups are led by a mental health counselor or nurse and are typically held weekly for 
8 to 10 weeks18.

Evidence for CBT in chronic pain treatment. CBT has been shown to be effective in reducing pain 
and psychosocial disability with chronic pain conditions and a number of disease-related pain 
conditions18. CBT has demonstrated effectiveness in pain management of chronic low back pain19, 
osteoarthritic knee pain20, and cancer-related pain21.

Other effective forms of psychotherapy. A recently developed form of CBT, Acceptance and 
Commitment Therapy (ACT), that uses a mindfulness approach to facilitate acceptance and aims to 
achieve flexibility in thoughts, beliefs, feelings, and bringing behavior in line with values, has been 
effective in pain management22.

Frequency and Duration of Treatment
Depression and anxiety often go hand-in-hand with pain. Patients with
depression or anxiety disorders in addition to their chronic pain require
additional interventions, for example, cognitive behavioral therapy
(CBT), which often focuses on coping strategies. Affect and mood may
also benefit from relaxation strategies and biofeedback. Depressive
effects of opioids also need to be considered1. Depressed patients on

Page 13 of 35    October 10, 2018 Update
Expanded Skills: Coordinating Pain Treatment with Colleagues



Training for NPs & PAs Part 2 – 11 hours Opioids, Pain, and Risk Reduction

high doses of opioids may benefit from weaning down to a lower dose of opioids with the addition of 
an adjuvant analgesic and possibly an antidepressant.

These or other mental health disorders are an indication for referral to counseling and possibly to 
pain and addiction specialists. Dual disorders (substance use problems and mental health problems) 
are an even stronger indication for management by specialists.

For information on tools that assess for depression and anxiety, see the Key Info guide on 
assessment on this website.

KEY POINTS
• CBT is the most widely used form of therapy for helping patients cope with chronic pain. 

Patient education on coping skills should also be provided. 
• It is important to evaluate for and treat comorbid depression in patients being treated for 

chronic pain. Counseling can be an important part of the treatment. 

FYI
• Many medications used to treat mental disorders also have a role in the treatment of pain 17. 

For example, certain antidepressants are often effective in management of neuropathic pain. 
• Positive self-statements are correlated with both reduced pain and increased pain 

tolerance; negative self-statements are correlated with increased reports of pain and 
decreased positive outcomes23. 

PAIN SPECIALIST

Introduction
A pain specialist is a medical doctor, often an anesthesiologist, who specializes in the diagnosis and 
treatment of pain. They are experts who can often identify the source or reason for the pain, as well 
as treat the pain itself24.

Pain specialists may treat all types of pain, but most commonly treat back, neck, limb, spinal, and 
neurological pain; headache, arthritis, and pain from nerve damage.

Pain specialists work closely with the primary provider as well as other specialists to assist the 
patient. They also review the patient's medical records and x-rays if necessary, discuss the pain with 
the patient, and perform other tests or physical exams24.

Frequency and Duration of Treatment
Pain treatment specialists can often be found at pain treatment centers. Hospitals may contain a pain 
treatment center or may be affiliated with one nearby. Additionally, the American Society of 
Anesthesiologists (ASA) may be able to assist with finding additional information for pain specialists 
in a given area.

Where To Find
There is one sub-specialty which is recognized by the American Board of
Medical Specialties, under the American Board of Anesthesiology in Pain
Management.

Doctors with this certification have completed their four years of medical
school, as well as their four years studying the medical specialty of
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anesthesiology. Additionally, anesthesiologists who seek a pain sub-specialty must complete at least 
one year of training, as well as a rigorous exam (American Society of Anesthesiologist). Some pain 
specialists may be certified by the American Board of Pain Medicine, although this certification is not 
recognized by the American Board of Medical Specialties.

It is also important to note that many practitioners are entering the rapidly growing field of Pain 
Medicine who are not board certified. The link to the ABMS website may be found in the Related 
Resources section of this page and will tell you if a doctor is board-certified.

Pain specialists may also be trained as:

• anesthesiologists 
• neurologists 
• physiatrists 
• psychiatrists 

PHYSICAL THERAPIST

Introduction
Pain treatment can sometimes be aided by physical therapy, which involves the identification of 
movement dysfunction, treatment, healing, and prevention of further injury and disability. Physical 
therapy helps to relieve pain, promote healing, and restore function and movement or help prevent 
further deterioration25.

Physical Therapists are licensed professionals who diagnose and treat patients with conditions that 
inhibit the ability to move and perform physical activities. Physical therapists examine and work with 
each patient according to an individualized plan to promote the following:

• ability to move 
• reduce pain 
• restore function 
• prevent disability 

Interventions may include:

• therapeutic exercise 
• functional training 
• manual therapy techniques 
• assistive and adaptive devices and equipment 
• physical agents and electrotherapeutic modalities 

26

Physical therapists can help prevent further loss of mobility or other problems before they occur by 
developing exercise programs tailored to promote the health and wellness of each patient.

Physical therapists commonly consult other professionals, such as physicians, dentists, nurses, 
educators, social workers, occupational therapists, speech-language pathologists, and audiologists.

Where To Find
A slight majority of physical therapists can be found in hospitals or in offices of other health 
practitioners. They may also be found in:
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• nursing care facilities 
• outpatient care centers 
• offices of physicians 

Stil,l others are self-employed or working in private practices while consulting with hospitals, 
rehabilitation centers, nursing care facilities, home healthcare agencies, and adult day care programs
to provide services26.

Qualifications
Physical therapists are professionally trained specialists who have graduated from a post-
baccalaureate degree from an accredited physical therapist program.

Individual states regulate the practice of physical therapy in their state. This usually requires passing 
scores on national examinations, such as the National Physical Therapy Examination, passing state 
examinations and other state requirements, and may require earning continuing education credits on 
a yearly basis.

Physical therapists may elect to pursue further training and become board-certified in clinical 
specialties26. Relevant to pain treatment, specialties include Clinical Electrophysiologic, Geriatric, 
Neurologic, Orthopaedic, Pediatric, and Sports certifications. A search for a specialist is possible 
through the American Physical Therapy Association website.

SUBSTANCE ABUSE COUNSELOR

Introduction
If a substance misuse problem arises in a patient on chronic opioid therapy, you may want to 
consider referral to a substance abuse counselor if a pain/addiction specialist is not available in your 
area. Substance abuse counselors (also called rehabilitation counselors or chemical dependency 
counselors) are mental health counselors who help people with drug and alcohol issues, as well as 
gambling and eating disorders. Counselors may work with the individual, but may also commonly 
work with affected family members, or with community outreach programs with the goal of preventing 
addiction and educating the public.

The substance abuse counselor helps the patient identify behaviors and patterns related to their 
addiction and develop healthy patterns of behaviors and coping mechanisms through a variety of 
mediums including:

• One on One counseling 
• Group Counseling 
• Family Therapy 
• Career Counseling 
• Community Service27

Where To Find
Substance abuse counselors may be found at hospitals, outpatient clinics, and treatment centers 
such as narcotics or alcoholic anonymous. They may also visit halfway houses.
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Frequency and Duration of Treatment
Counseling can be done daily or weekly or can be done on a drop-in basis. A counseling session may
last one to two hours. Depending on the stage of treatment and the individual's needs, a patient may 
see the counselor up to several times per week27.

Qualifications
Depending on the state and occupational specialty, educational requirements may vary. A substance 
abuse counselor should have, at minimum, a bachelor's degree and a license to practice as a 
substance abuse counselor. This can usually be completed through completion of a certificate course
in drug and alcohol counseling. Additionally, most states and many hospitals and treatment centers 
require licensing or certification through a master's degree.

Additionally, some counselors may become certified with the general practice credential of National 
Certified Counselor by the National Board for Certified Counselors. There are a number of other 
counseling organizations which offer certification, as well27.

OPIOID ADDICTION TREATMENT

Medication Assisted Treatment of Opioid Use Disorder
Keeping in mind that most patients on chronic opioid therapy do not develop a true addiction, it does 
happen occasionally. There are three medication-assisted treatments for opioid use disorder:

• buprenorphine 
• methadone 
• naltrexone 

These medications can be used to support long-term maintenance of being free from dependence on 
opioids (other than those being used in treatment) as they can be taken safely for years. Additionally, 
MAT has a higher rate of success than medication-free treatment. Whether or not medication-
assisted treatment is chosen, however, psychosocial treatment is an important component of 
treatment and should be integrated into the overall treatment plan for your patients.

Comparing the Medications
The first two medications, buprenorphine and methadone, can be used
for the initial process of quitting opioids (first stage of treatment -
detoxification) and help reduce the need for inpatient care at this stage 
28–30. Buprenorphine and methadone also help in managing withdrawal
from opioids by relieving withdrawal symptoms and psychological
cravings. These medications typically need to be continued indefinitely,
because withdrawal symptoms from their discontinuation can be severe
and prolonged even with a taper31,32. The last medication, naltrexone, can be used after detoxification 
for long-term maintenance.

Mechanisms of action: Buprenorphine and methadone work via the same receptors that are 
responsible for problematic dependence on opioids33. They have weaker effects and/or slower onset, 
so the individual does not feel "high" from taking them. In comparison to methadone, buprenorphine 
has milder withdrawal symptoms due to its partial-agonist property (methadone is a full opioid 
agonist)34. Buprenorphine is as effective as methadone treatment for reducing opioid use in addicts34. 
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Buprenorphine has several advantages over methadone, including the ability to treat patients in an 
office-based setting, alternate day dosing, and milder withdrawal symptoms.

Naltrexone has a different mechanism. It blocks opioid receptors, that is, it acts as an antagonist. 
Methadone and buprenorphine are much less addicting than other opioids that have more rapid onset
or potent effects that lead to addiction; naltrexone is non-addicting.

How medications are administered: Methadone treatment requires going to specialized drug 
treatment facilities. Providers who prescribe narcotics can prescribe (with special waiver certification),
dispense, or administer buprenorphine to patients in their office, greatly expanding the availability and
accessibility of opioid addiction treatment. Any prescribing provider can prescribe naltrexone.

In contrast, methadone requires once-daily dosing for opioid detox patients and twice or three times a
day dosing for chronic pain treatment. Methadone, which was discussed in greater detail in the 
module on diversion and overdose, has unique pharmacological properties, including a variable half-
life, that make it important that it be prescribed only those who fully understand it.

Naltrexone is not used for detoxification but can be used after detoxification for maintenance, after a 
one to two week opioid-free period35. It is typically given in an extended release injection. Unlike 
buprenorphine and methadone, it has no physical dependence. Medication compliance and long-term
success rates are somewhat lower, however.

OUT PATIENT DRUG REHABILITATION
Outpatient treatments may range from intensive treatments, in which the
patient lives at home and participates in the program several days per week
and several hours each day, to seeing a substance abuse counselor once
per week. The latter choice often is used after intensive care is completed
and so may be called aftercare. A variety of locations are also available, for
example: a dedicated methadone clinic for detoxification from opioid
addiction, a private practice, a primary care provider's office for
detoxification from opioid addiction using buprenorphine, or a community
clinic with group counseling. Outpatient programs offer the advantage of lower cost and less 
disruption to the patient's life than inpatient treatment but lack the intense, limited, drug-free structure 
of inpatient treatments. Some outpatient clinics may provide psychosocial support but refer the 
patient to a provider for medical management. 

• Intensive Outpatient Treatment -- A minimum of 9 hours per week. This is usually advised for 
early stages of treatment or transitioning from Residential treatment. This option works best for
a patient who has a support system in place but needs some structure without full-time 
supervision. 

• Outpatient Treatment -- Less than 9 hours per week. This is the appropriate level for smoking 
cessation. This option works best for a patient who has a support system in place, has 
adequate living arrangements, has transportation to treatment, and is motivated for consistent 
attendance. 

• Support Groups -- Support groups such as 12 step programs are valuable supplements to 
outpatient therapy of any type and are also important in supporting continued recovery. 
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Narcotics Anonymous meetings are available, but persons addicted to opioids might also 
benefit from the more common alcoholics anonymous meetings. 

Note: Program-level descriptions are adapted from A Guide to Substance Abuse Services for Primary
Care Clinicians36 and updated to the Surgeon General's report on Facing Addiction37.

INPATIENT ADDICTION TREATMENT
Understanding the differences between various forms of treatment can help make the correct referral 
decision. Each treatment plan has a goal to help patients stop abusing substances. Note: While it 
helps to estimate the appropriate level of care when making a referral, residential/inpatient 
treatments and outpatient treatment centers are all likely to do a formal assessment to determine the 
level of care needed.

• Inpatient and Residential Treatments

Drug rehabilitation programs provide a place where patients live in a drug-free environment. 
These facilities help patients avoid the psychological, legal, financial, social, and physical 
ramifications of substance abuse. The cost of inpatient treatment is typically higher than 
outpatient treatments and many insurers will pay for this level of care only if outpatient 
treatment has been tried and failed. If a patient refuses inpatient treatment, a referral to 
intensive outpatient treatment should be considered. They may be able to help motivate the 
patient to get the treatment needed. 

• Inpatient Hospitalization – This option is indicated for patients who have: 
• Severe overdose or serious respiratory depression or coma 
• Severe withdrawal symptoms complicated by multiple drugs or history of 

delirium tremens 
• Acute or chronic general medical conditions that complicate withdrawal 
• Psychiatric comorbidity that could be dangerous to patient or others 
• A history of nonresponse to other less intensive forms of treatment 

• Residential Treatment -- This option is indicated for a patient who lack motivation or 
social support or one who needs monitored detoxification but does not need other 
medical or psychiatric management. 

Note: Program level descriptions are adapted from A Guide to Substance Abuse Services for Primary
Care Clinicians36 and updated to the Surgeon General's report on Facing Addiction37.

OTHER TYPES OF SPECIALISTS

Acupuncture
Acupuncture, a technique from Chinese medicine, uses fine needles inserted
into specific locations on the body to control the flow of vital energy, or chi, in
order to promote health or help treat various medical conditions. Practitioners
are licensed by their state and may be certified by the American Board of
Medical Acupuncture (ABMA). A systematic review in 2009 was inconclusive
comparing acupuncture to placebo; they found acupuncture is only slightly
more effective than placebo for relieving pain38. Guidelines suggest
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considering it for lower back pain when there is no response to conventional treatment39. Favorable 
but weak evidence has also been reported for carpal tunnel syndrome, neck pain, osteoarthritis/knee 
pain, and post-dental extraction pain. Evidence for pain from other conditions is mixed. Positive 
attitude toward acupuncture can improve outcomes.

The number of treatments depends on the person's needs and response to acupuncture. Generally, 
one session is not correlated with lasting pain relief. A typical treatment protocol might consist of two 
or more sessions per week for four to five weeks. It is common for the patient to not notice any relief 
with the first treatments; therefore a course of five to ten treatments is recommended before 
determining whether the therapy is effective (WebMD).

Some insurance plans do cover acupuncture treatment when warranted and prescribed by a 
specialist. However, the patient should consult with their provider to determine if the treatment will be 
covered and the extent of coverage.

Physical Rehabilitation Programs
Physical rehabilitation helps patients manage disorders which inhibit physical functioning. The goal of
physical therapy is to help the patient to function as best as possible given the limitations of their 
condition. Treatment may involve a combination of medication, physical modalities, physical therapy, 
and the aid of assistive devices, e.g., braces or orthotics.

Common pain conditions treated through pain rehabilitation programs include arthritis, back pain, 
neck pain, and fibromyalgia40.

Physical rehabilitation centers may offer broad ranges of services, including:

• therapeutic recreation 
• occupational therapy 
• rehabilitation psychology 
• vocational services 
• physical therapy 
• work fitness 
• aquatic therapy 
• sports medicine 

There are over 7,500 rehabilitation providers practicing in the U.S. The American Academy of 
Physical Medicine and Rehabilitation (PM&R) offers a searchable database on their web page 
through which you may find a practicing PM&R provider in your area. View the PM&R locator in the 
Related Resources section of this webpage to be directed to their database40.

Because no two patients are identical, rehabilitation providers create a tailored program for each 
patient. Such a program may consist of a combination of physical therapy, medication, and other 
therapies such as stretching, massage, and strengthening exercises. If surgery is necessary, 
rehabilitation providers work with both the patient and surgeon before and after the surgery. Because 
of the wide variety of issues addressed by rehabilitation providers, the patient may expect to receive 
treatment for weeks or years.

Rehabilitation providers must graduate from medical school and complete four years of postdoctoral 
training in a physical medicine and rehabilitation residency, which includes one year developing 
fundamental clinical skills and an additional three years of training.
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Many rehabilitation providers receive additional degrees or complete fellowships in a specific area of 
focus, such as:

• musculoskeletal rehabilitation 
• pediatrics 
• traumatic brain injury 
• spinal cord injury 
• sports medicine 

To become board certified in physical medicine and rehabilitation, rehabilitation providers are required
to take both a written and oral exam. This exam is given by the American Board of Physical Medicine 
and Rehabilitation, or ABPMR.

Although accreditation is voluntary, many rehabilitation programs are accredited by several different 
commissions to meet specific healthcare standards including the equipment and professional staff, as
well as the facility itself. Such accreditation organizations include the Joint Commission on 
Accreditation of Healthcare Organizations (JCAHO) and the Commission on Accreditation of 
Rehabilitation Facilities (CARF)40.

Physiatrists
Physiatrists are medical doctors who specialize in rehabilitation as well as diagnosing and treating 
pain. They treat the whole person, rather than one isolated area, with the goal of restoring as much 
function as possible given the patient's injury or condition. They also work towards prevention as well 
as treatment40.
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MR. ROWE - REFER
Mr.Rowe

Patient: Henry - 26 years old

Chief Complaint: Ankle pain

History of Present Illness (repeated for convenience): Henry has been in 
physical therapy on and off for the past 6 years due to overuse injuries from 
gymnastics, especially ankle pain. As his gymnastics career ended, Henry described 
a period of depression. He also was briefly in counseling for binge drinking when he 
was depressed. He specifically asks for hydrocodone, because he has heard from 

some new friends that "it works."

Patient Interview

Provider: What would you rate your pain at its worst on a scale of one to 10? 

Mr. Rowe: 7 or 8.

Provider: What about when you're not doing much activity?

Mr. Rowe: When I'm not active, it is a 3 or 4. But just having that lingering pain there makes 
me tired, so I don't go out much anymore.

Provider: What medications have you tried?

Mr. Rowe: Just over the counter stuff, which does not work. But a couple of friends who also 
have problems from old gymnastic injuries say that hydrocodone works.

Provider: Does your pain prevent you from doing anything in your day-to-day life?

Mr. Rowe: Well, I feel fatigued a lot, which I guess is from the pain. I also feel like I need to 
give my ankles a rest. I worked so hard for so long, and now I just need to take it easy, especially 
with my ankles. I don't want them to act up again.

Provider: How long has this been going on?

Mr. Rowe: I stopped gymnastics by the time I was 20 because of some injuries. I tried 
swimming, but it just wasn't the same.

Provider: Have you ever tried opioid pain relievers?

Mr. Rowe: No.

Provider: What do you know about them?

Mr. Rowe: Just what people say... Hydrocodone is pretty good for pain like I have.

Provider: Do you know anyone who has a problem with substance abuse now or in the past?

Mr. Rowe: I have some friends who do some stuff, you know, for fun, but I wouldn't call it 
"abuse."

Question: What referrals might Henry need? (Check all that apply)

1. Pain and addiction specialist due to risk of opioid abuse or diversion 
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• Feedback: 
• Possibly. Depression and history of binge drinking are risk factors for opioid 

abuse/addiction. Being around friends who apparently engage in substance misuse 
increases his risk of opioid misuse/addiction/diversion. Also, asking for a specific opioid
that is frequently abused raises suspicion and should be explored further in the patient 
interview. Depending upon your training in safe opioid prescribing, you may choose to 
refer him to a specialist. 

2. Support group due to past alcohol misuse 
• Feedback: 
• Appropriate for anyone and particularly in Mr. Rowe’s case. Henry received treatment 

for alcohol misuse in the past. He has some evidence of continuing depression so he is
at risk for returning to substance misuse. A history of substance misuse, friends who 
apparently engage in substance misuse, and depression are risk factors for opioid 
misuse/addiction. 

3. Psychological counseling 
• Feedback: 
• Depression is a risk factor for opioid misuse/addiction/diversion and Mr. Rowe reported

a history of depression. Henry mentions that he does not go out much and no longer is 
able to do activities he enjoys or get exercise, which are factors that might signify 
continuing depression. 

4. Outpatient therapy for addiction issues 
• Feedback: 
• Possibly. Given Henry's history of addiction, friends who apparently engage in 

substance misuse, and depression he has risk for opioid addiction and might benefit 
from some outpatient counseling with a substance abuse counselor. 

MAKING A REFERRAL

Information to Include
When contacting treatment providers, ask about services offered and the philosophy toward 
treatment. As affordability and/or insurance might be a problematic issue for the patient, a practitioner
will also want to be familiar with publicly funded programs.

Providers might suggest the referral to the patient as they would when suggesting that a patient visit 
any other medical specialist; this will often increase the likelihood of follow-through with outside 
treatment.

• The provider can make the initial call for the patient in the patient's presence. 
• A referral letter sent to the specialist should precede the patient's first visit. 
• If requested, the treating party should communicate with the referring provider after the 

patient's assessment or if the patient misses the appointment. 
• If possible, the primary care provider and the specialist should collaborate in the patient's 

treatment. The patient must sign a consent form if he or she agrees to this sharing of 
information. 
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WHAT TO TELL THE PATIENT ABOUT A REFERRAL
• Use the "Ask-Tell-Ask" approach: 

1. Ask permission to discuss something with them 
2. Tell them your concerns 
3. Ask what they thought about what you said 

• Remember your role as a health provider – explain that you need to discuss drug use because
you are concerned about their health. Explain why you are recommending a referral. Point out 
the direct relationship between their drug use and any health or social consequences they 
might have experienced. 

• Provide as much information as possible about the provider/clinic where you are referring the 
patient; if you speak with confidence and knowledge about the treatment center, patients are 
more likely to respond more positively. 

• Maintain the patient's privacy - conduct the interview in private and do not bring up the 
substance abuse or referral around other staff members, family, or friends without the patient's
permission. 

POLL: HOW OFTEN TO YOU FOLLOW UP WITHIN A MONTH AFTER MAKING
ANY REFERRAL FOR CHRONIC PAIN OR ADDICTION?

Poll Responses: 

1. 0-10% 
• 19% (95 votes) 

2. 11-25% 
• 12% (59 votes) 

3. 26-50% 
• 23% (120 votes) 

4. 51-75% 
• 17% (86 votes) 

5. 76-100% 
• 30% (152 votes) 

Total votes: 512 

PATIENTS WITH ACTIVE SUBSTANCE ABUSE

Poll Discussion: Follow-up Is Important
After making a referral, be sure to follow-up with the patient to see how it went, whether another 
referral is needed, or whether there are any questions or concerns.

Treating the Patient vs. Referral
Given the challenges of interdisciplinary communication between different care providers due to 
HIPAA and other patient confidentiality rules, patients requiring intensely coordinated care might 
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benefit from being referred to a facility that provides most of the care needed within a single setting 
where obtaining the required permissions can more readily be coordinated. If a patient is believed to 
have a substance use disorder, first decide if the treatment is within your realm of expertise; if not, 
referral to an addiction specialist or a treatment program or pain specialist may be necessary. 
Unfortunately, at this point, most communities have few providers who specialize in pain 
management with active substance use disorders and so referral to a distant treatment facility or 
working in consultation with such a specialist may be in order. Some pain specialists may not treat 
patients actively abusing substances, and may initially require they be referred to an addiction 
specialist. Other possible reasons for referring include that the patient's level of risk is too high to be 
appropriately managed in your treatment setting, or the patient has a comorbid psychiatric condition 
that requires special attention. Discuss the rationale for referral with the patient so they will not feel 
abandoned41. Before referring, consider having a psychiatrist confirm the presence of a substance 
use disorder (Compton, 2008). Provide information and referrals to supportive care, such as recovery
groups or counseling, to improve treatment effectiveness42.

Coordinating Care After Referral
The role of the pain management clinician or primary care physician does not end with the referral. 
Continuing to act as an advocate and work with the patient and the addiction specialist improves pain
treatment outcomes and can reduce opioid misuse42,43. Additionally, addiction specialists who may not
want their patients with substance use disorders to be treated with opioids for pain may be willing to 
allow this if a pain specialist is responsible for the pain treatment and helps monitor the patient43. 
Primary care providers can coordinate care as the patient's medical home, a source for referrals who 
communicates with specialists and provides ongoing management41.

Collaborating on Patient Care 

To promote provider communication and collaboration the Institute of Medicine suggests the 
following:

Clinicians and institutions should actively collaborate and communicate to ensure an appropriate 
exchange of information and coordination of care.

Patients should have unfettered access to their own medical information and to clinical knowledge.

Clinicians and patients should communicate effectively and share information (IOM, 2001:62).

For ideal collaboration, there should be:

• Shared understanding of roles. All clinicians and institutions treating the patient should have a 
shared understanding of goals and roles. Common goals and a shared understanding of roles 
should be achieved. Role confusion and conflict is best prevented through clear, proactive 
communication. 

• Effective communication. Ideally, it should be frequent, timely, understandable, accurate, and 
satisfying. 

• Shared decision making. Disagreements on treatment need to be identified and openly 
discussed with a goal of consensus building (IOM, 2006:212) 

The patient's primary care provider should become familiar with the details of the addiction treatment 
program, making a note of progress and participation in the program at each primary care visit 43.
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METHADONE AND BUPRENORPHINE 
Methadone Maintenance Treatment (MMT) and buprenorphine can be used in addition to opioid 
therapy in chronic pain patients to help reduce substance abuse. This requires coordination between 
the pain management physician and an MMT Clinic44. Additionally, buprenorphine is an effective 
analgesic in chronic pain patients with opioid use disorders44. A separate form of buprenorphine is 
approved by the FDA for pain management.

FYI
• Effective interdisciplinary care is one of the Institute of Medicine's core competencies for 

physicians. 
• Coordination of care for a patient with a substance abuse problem involves another mental 

health problem in approximately 43% of the cases45. 

DID YOU KNOW?
Maintaining privacy while treating a patient for substance use disorders can get complicated when 
coordinating care with multiple providers. Review SAMHSA's frequently asked questions document 
on the Health Information Exchange for more on the topic.

PATIENT COMANAGEMENT

The Role of the Primary Care Provider
The primary care provider may act as part of a multidisciplinary team including a pain specialist, a 
psychologist, and a physical therapist for the treatment of chronic pain. If chronic pain is being 
managed solely by a primary care practitioner, he or she also should pay attention to functional and 
psychosocial factors1.

A Medical "Home" for Each Chronic Pain Patient
When opioids are prescribed for a chronic pain patient, a single clinician should be identified who is 
the one with primary responsibility for the patient's overall medical care1. The "home" clinician 
coordinates communications among all the clinician's involved in the patient's care, but may or may 
not prescribe the medication. Consultation or referral is essential when the skills or services that are 
needed are not available in the medical home, such as pain and or addiction treatment services. The 
home clinician should continue in the role of coordinating communications and care. The primary care
provider need not be the one to monitor the opioid therapy, although in some cases, geographic 
issues or patient medical comorbidities may favor that. Having the home clinician be primary care 
reduces medical costs, however.

If chronic pain is being managed solely by a primary care practitioner, he or she also should pay 
attention to functional and psychosocial factors1. Alternatively, the primary care provider may act as 
part of a multidisciplinary team including a pain specialist, a psychologist, and a physical therapist.

Comanagement
After evaluating a patient, a specialist may feel that the patient can be co-managed with primary care.
The following steps may be important in these cases:

• Obtain legal permission to share patient information with all parties involved including 
addiction and pain specialists, other healthcare providers, family members, and friends. 
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• Establish an agreement between primary care providers, specialists, and other members of 
the treatment team. It should describe the care that each clinician will provide and include a 
communication protocol and schedule of visits. 

• Be clear about: Who is my patient? Who is our patient? Who is your patient? 
• Become familiar with any addiction treatment plans. 
• Continually share information as appropriate with other healthcare providers throughout the 

patient's treatment. 

CASE: MR. ROWE
Mr.Rowe

Age: 26-years-old

Chief Complaint: Ankle pain

History of Present Illness Summary:

• 6 years of physical therapy due to gymnastics overuse injuries

• Depression and binge drinking

• Asking for hydrocodone

Case Comanagement 

• Mr. Rowe's primary care physician, Dr. White, acts as the medical home for Mr. Rowe's 
chronic opioid therapy. 

• Dr. White referred him to a pain and addiction specialist, Dr. Blue, due to the moderate risk 
factors and Dr. White's own level of expertise. 

• Dr. Blue prescribed chronic opioid therapy and follows Mr. Rowe periodically. Dr. Blue also 
referred Mr. Rowe to a psychologist, Dr. Green, for 10 weeks of cognitive behavioral therapy 
to help him cope with his pain and depression. These three providers now all comanage this 
patient. 

• Dr. White monitors Mr. Rowe between his appointments with the specialist and is in 
communication with Dr. Blue when anything changes. 

• When an orthopedic surgeon entered the picture, Dr. White continued to act as Mr. Rowe's 
medical home and coordinated communications among all four providers. 

HEALTH PROFESSIONAL IMPAIRMENT

Triggers
 

Any use of alcohol by health care providers is a danger to the patients they are
treating, but even they are not immune from alcohol use disorders. Because
patients' lives are dependent on the ability of medical professionals to think
quickly and rationally, it is imperative that medical professionals not misuse
alcohol. However, this is not always the case. Students and residents are under
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the immense pressures of medical education and training. Practicing providers are under constant 
stress to perform at high levels of expectation, making it likely they will turn to alcohol as a coping 
mechanism46.

Student Use
In a survey conducted among medical school students, more than 3/4 of students admitted to 
drinking in the past month and the rate increased during senior year47. While students may learn 
about the negative health effects alcohol and binge drinking has on patient health, they may not 
necessarily apply that same reasoning to their own behavior. Comparison between male and female 
medical students found that male medical students drink at a slightly higher rate than women and 
their rate of binge drinking is double that of female medical students47. Male and female medical 
students reported an 11-18% increase in their alcohol consumption when entering medical school. 
Use among male students decreased over time; use by female students remained constant48. It is 
important that alcohol misuse in health professional students and residents be acknowledged. 
Appropriate steps should be taken to improve the health of the student as well as the health of the 
patients that student is treating.

Practicing Providers-Rate of Use
Substance misuse among health care providers has long been identified as a possible problem. In 
1973, the AMA requested state medical societies monitor and treat provider substance misuse49. It is 
important that providers be monitored for their potential misuse issues as they can have detrimental 
effects on patient treatment. In a sample population survey, providers with substance misuse issues 
most commonly had a problem with alcohol49, with an estimated 14% of the population having 
alcohol-related issues46. This translated to about 112,000 physicians in the United States impacted by
alcohol misuse46.

PRACTICE TIP
Certain medical professions report a higher rate of alcohol use. ER providers, providers in solo 
practice, and psychiatrists are three times more likely to have alcohol misuse problems46.

IMPACT ON PATIENTS

Impairment on the Job
Impairment among health professionals is defined as not only being unable to practice within 
"acceptable standards of practice", but also the inability to provide medical services without flaws in 
professional judgment46. It is important to recognize alcohol impairment among health care providers 
as it can negatively impact patient health as well. The health professionals may downplay their own 
use since they are well-aware what is/is not healthy use and feel they can control their levels 
(Baldisseri, 2007). However, being under the influence of alcohol while on duty can create dangerous 
circumstances for both the patient and the provider's colleagues as well.

Personal Use Impacts Screening Techniques
Interviews with health professionals who admitted drinking show that their own use may cloud their 
ability to screen patients effectively. Some of the General Practitioners interviewed would only screen 
for or identify a patient's level of use as high if the patient was consuming more than the 
practitioner50,51. One's own substance use obviously is not a valid measuring tool for patient 
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screening. Also, health care providers may be hesitant to teach about alcohol reduction among 
patients when they themselves engage in the same sorts of behavior50. This puts patients in danger 
since they cannot be properly identified as having an alcohol use problem if the provider has one as 
well.

PRACTICE TIP
Impairment among health professionals as a result of substance abuse not only puts the patient in 
danger of poor treatment but also can potentially affect your practice if you are co-managing the 
patient.

RECOGNIZING THE NEED FOR HELP

Stigma
The medical community at large has not been forthcoming about individual provider substance abuse
problems46, despite the fact that addiction among physicians was reported as early as 1869 (see 
review52). Fear of being professionally stigmatized because of alcohol use may prevent some health 
professionals from seeking needed treatment53. This creates a dangerous situation for patients and 
leads to a higher likelihood of mistreatment.

Getting Help for Colleagues
If you suspect your colleague has an alcohol use problem, you can seek
to get them the help they need. Interestingly, addicted physicians that
participate in a Physician's Health Program experience higher success
rates (measured by testing negative for alcohol or drugs) than patients of
other types of rehabilitation programs54. Health care providers may be
sent to this type of treatment as a result of peer reports, as well as
complaints from patients or family members, but they may only be in the
pre-contemplative stage of change49, which opens the possibility of
relapse. Please see the Related Resources section for a review of the Stages of Change Model. 
Successfully monitoring your colleagues and taking an interest in their recovery will lend support they 
may need to continue improving. However, some providers are reluctant to report their colleagues for 
fear that their own financial and occupation status may be in jeopardy46. In fact, the AMA requires 
physicians to report any ethical or competency concerns they have about their colleagues46.

Dependence Treatment Options
Treatment of alcohol dependence is usually comprised of detoxification, along with psychiatric and 
medical evaluations, leading to ongoing rehabilitation46. Twelve-step recovery programs were the 
treatment option of choice for a sampling of physicians with substance abuse disorders (Galanter et 
al., 2007)49. These groups may provide a stable support system with peers, which aids in recovery. 
Those who do not voluntarily enter into this type of rehabilitation program are often referred to an 
inpatient program as a preventative measure against putting their own patients in unnecessary harm 
46.

PRACTICE TIP
It is important to properly identify not only your own potential alcohol use issues, but those of your 
colleagues, as all contributory members of the health professional staff can impact patient treatment.
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SUMMARY
Here is a summary of recommended skills, organized by provider core competencies:

PROVIDE PATIENT-CENTERED CARE  

• A provider's encouragement and follow-up, accompanied by self-help groups and mentors, is 
invaluable to the patient's participation and treatment outcomes. 

• When recommending a referral to the patient, use the "Ask-Tell-Ask" approach. 
• Stratify patients by risk level and complexity. 
• Substance abuse tends to be a long-term problem; continuity of care is particularly important. 

WORK IN INTERDISCIPLINARY TEAMS  

• Consider a consultation with specialists and other healthcare providers or referral regarding 
patients with complex pain or addiction issues before prescribing opioids, depending upon 
your level of expertise. 

• Refer patients who have chronic pain appropriately for behavioral assessment and treatment. 
• A single “home” clinician should coordinate communication and care for patients on chronic 

opioid therapy, and take primary responsibility for the patient's overall medical care. This does 
not have to be the prescribing provider and may be the primary care provider. 

• Engage other health care team members by updating them about shared patients. 
• Coordination of care with addiction treatment facilities, self-help groups, and mental health 

professionals is essential for effective treatment of substance use disorders. 
• Effectively co-manage patients who have chronic pain as part of an interdisciplinary pain 

treatment team that includes collaboration among pain, addiction, and/or mental health 
specialists. 

• Refer patients who have complex pain conditions to pain specialists. If there are multiple 
issues in addition to pain, refer to multidisciplinary pain clinics or to appropriate specialists. 

• Consult with or refer cases with histories of substance use disorders or indications of a drug 
use problem to an addiction specialist. 

EMPLOY EVIDENCE-BASED PRACTICE  

• A multidisciplinary approach to pain treatment involves psychotherapeutic interventions, 
functional restoration, nonopioid therapies, and the use of self-help groups, as well as 
substance abuse counseling and pain specialists as needed, in order to enhance success with
treatment. 

APPLY QUALITY IMPROVEMENT  

• Assess the patient's mental health status at every visit due to interactions with pain and 
addiction risk. 

• Determine whether the patient can be managed in your practice with or without consultation or
requires referral based on results of the assessment. 
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UTILIZE INFORMATICS  

• Review the Related Resource in this module entitled Applying the Substance Abuse 
Confidentiality Regulations to Health Information Exchange (HIE) which provides information 
on the confidentiality regulations and proper exchange of patient information when 
coordinating care with multiple providers. 

• Use the Related Resource section of this module to help locate pain and/or addiction 
specialists or treatment centers in your area for a referral. 

RESOURCES AVAILABLE THROUGH THIS MODULE:
• Applying the Substance Abuse Confidentiality Regulations to Health Information Exchange 

While information regarding patients in addiction treatment programs is protected by 
regulations which stipulate a patient's written permission must be obtained for the release of 
personal information, there are also some circumstances under which patient information can 
be released without consent. Regardless, the regulations may interfere with care coordination.
In this FAQ document, the Substance Abuse and Mental Health Services Administration 
(SAMHSA) weighs in on the issue by providing informatoin on the confidentiality regulations 
and proper exchange of patient information. 

• BDI: Beck Depression Inventory 
The Beck Depression Inventory; purpose, use, administration and scoring. Also includes 
psychometric characteristics and evaluation. 

• Challenges in Using Opioids to Treat Pain in Persons With Substance Use Disorders 
Comprehensive review article that explores the relationship between pain and substance 
abuse and offers suggestions for evaluation and treatment. Authors: Savage SR, Kirsh KL, 
Passik SD 

• Is Your Specialist Certified? 
Check the specialty board certification status of your doctor. 

• Narcotics Anonymous 
12 step programs for persons addicted to narcotics. 

• Referral Form for Substance Abuse 
A referral form which includes both doctor and patient information. 

• Stages of Change Model  
The Stages of Change Model illustrates how people move through various stages in a 
nonlinear, often cyclical, fashion. Depending on the stage a person is in, he or she will 
respond differently to different types of information and motivation. The model illustrates how 
an individual's perceptions and interest in changing a behavior may alter over time, and it 
provides a framework for determining an appropriate intervention (Prochaska and DiClemente,
1982). 

• The American Academy of Pain Medicine: Find a physician 
This search engine produces searches for accredited pain by city and state. 
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CASES TO ASSESS UNDERSTANDING - BARBARA AND
OLIVIA

Goal:
The learner will be able to minimize risk of addiction when prescribing opioids and other controlled 
substances for treatment of common pain conditions.

After completing this module participants will be able to:
• Apply what was learned in the training program about screening for substance abuse or risk of

substance abuse to cases with common pain conditions

• Apply what was learned in the training program about using first-line treatments first, and 
prescribing opioids appropriately only when needed in treating common pain conditions

• Apply what was learned in the training program about ordering urine drug testing in a patient 
being considered for chronic opioid therapy

• Apply what was learned in the training program about stratification of risk for patients with 
chronic pain conditions being treated with chronic opioid therapy

• Demonstrate clinical skills in how to manage a common pain condition

Professional Practice Gaps
Back pain, acute pain, osteoarthritis, headache, neuropathy, and fibromyalgia are the most common 
chronic conditions for which opioids are prescribed in primary care (Fleming et al., 2007; Reid et al., 
2002). Physicians studied in a teaching hospital did not use a standard approach to common issues 
in addiction medicine and pain management1. First-line, usually non-opioid therapies need to be tried 
before using opioids for these common conditions. However, the standard first-line therapies are 
often not used even though they may be as effective as opioids. For example, despite evidence-
based guidelines for back pain, the most common form of chronic pain, approaches to treatment vary 
widely and have similar outcomes2.

General gap: Clinical guidelines for the use of chronic opioid therapy in chronic noncancer pain to 
reduce risk of addiction and other substance abuse were developed by professional organizations of 
pain specialists, the American Pain Society and the American Academy of Pain Medicine, based on 
an extensive review of the literature by a multidisciplinary panel3. According to national surveys, 
physicians do not follow key elements of the plan recommended by the guidelines including 
screening for risk of addiction/abuse, assessing substance abuse, communicating effectively about 
opioid use and risks, and reducing the risk of prescriptions drug overdose and diversion4,5. The need 
for education/skills training in order to be able to follow the guidelines in these areas is evident from 
national physician surveys4,6,7. Based on the overall results of their physician survey on the problem 
of drug diversion, CASA concluded that physicians should receive more continuing medical education
related to prescribing and administering controlled substances and identifying, diagnosing, and 
treating substance abuse and addiction4.
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INTRODUCTION

Meet the Patients
We will follow the stories of these patients in order to assess understanding:

MS. JENSEN 
Ms. Jensen is on NSAIDs for moderately severe knee pain but takes them irregularly due to adverse 
effects on her stomach. She also regularly takes acetaminophen. Ms. Jensen's orthopedic surgeon 
said she'll probably need a knee replacement some day. Ms. Jensen is staying with a sister and does 
not know anyone in the area. 

MS. BURCH 
Ms. Burch finds that oral NSAIDs do not control all of her arthritis pain and wants a prescription for 
opioids. She recently took opioids that were prescribed for her husband and found that her pain was 
nearly gone. She has had osteoarthritis, confirmed by radiographs, for around 17 years, in her hands,
knees, elbows, hips. Rheumatoid arthritis has been ruled out. 

Review each case and make the requested clinical choices to manage their pain safely and 
effectively. Be sure to follow the guidelines for prescribing opioids, should your patient qualify for that 
type of treatment8. 

MS. JENSEN - CASE PART 1
Patient: Ms. Barbara Jensen, 40 years old 
Chief Complaint: Knee pain
History of Present Illness: Ms. Jensen is on NSAIDs for moderately severe knee
pain, but takes them irregularly due to adverse effects on her stomach. She also 
regularly takes acetaminophen. Ms. Jensen's orthopedic surgeon said she'll 
probably need a knee replacement some day. Ms. Jensen is staying with a sister 
and does not know anyone in the area.
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Patient Interview:

Provider: What would you rate your pain at its worst on a scale of one to 10?

Ms. Jensen: An 8 at its worst and it's usually at least a 6. It was an 8 all the time before I 
started getting the Hyaluronate injections twice a year and using topical NSAIDs.

Provider: That sounds intense. [Looking at the intake form] So you have stomach problems when 
taking oral NSAIDs. What other pain medications or treatments have you tried?

Ms. Jensen: Only acetaminophen. It helps a little, but not enough. I do exercises I got from a 
physical therapist and I use acupuncture as often as I can afford it.

Provider: Does your knee pain prevent you from doing anything in your day-to-day life?

Ms. Jensen: I don't get around as much. I have to limit any walking I do to things that are 
absolutely necessary, like getting groceries.

Provider: How long has this been going on?

Ms. Jensen: In the past 3 years I haven't been able to take NSAIDs every day. That's when it 
started getting bad.

Question 1: Is Ms. Jensen's pain severe enough to consider evaluating her further for chronic opioid 
therapy?

Choose one 

1. Yes. 
• Feedback: Correct
• Opioids are recommended for moderate to severe pain, with a functional impairment 

that has not responded to first-line therapies. Ms. Jensen does have moderate to 
severe pain and has some functional impairment. First line therapies have been tried. 

2. No. 
• Feedback: Incorrect
• Opioids are recommended for moderate to severe pain, with a functional impairment 

that has not responded to first-line therapies. You do know that Ms. Jensen does have 
moderate to severe pain and has some functional impairment. First line therapies have 
been tried. 

3. Not enough information. 
• Feedback: Incorrect. 
• Opioids are recommended for moderate to severe pain, with a functional impairment 

that has not responded to first-line therapies. You do know that Ms. Jensen does have 
moderate to severe pain and has some functional impairment. First line therapies have 
been tried. All of these conditions have been met. 

Question 2: Do the benefits of chronic opioid therapy outweigh the risks in Ms. Jensen's case?

Response: Possibly

• Decreased pain of up to a few points on a pain scale and improved function are likely. 
Constipation is likely for all patients on chronic opioid therapy but can be managed.
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Risk of addiction, abuse, and overdose appear low so far, but a complete screening 
and assessment for opioid risk and current substance abuse should be completed.

MS. JENSEN 
Continuation of the Provider-Patient Dialogue:

Provider: How are you doing emotionally as you cope with this pain? 
Ms. Jensen: It's lonely, because I'm new here. Sometimes, I feel like I am at my wits end with
the pain. I don't know how to cope with it anymore. 

Provider: Counseling can be helpful for coping with pain. How would you feel if I referred you to 
someone for some counseling? 

Ms. Jensen: I could try that. 

Question 3: What type of counseling specialist is likely to be most effective in Barbara's case?

Choose one 

1. Psychoanalysis 
• Feedback: There isn’t much evidence supporting the effectiveness of psychoanalysis 

for coping with pain. 

2. Cognitive behavioral 
• Feedback: Correct. Cognitive behavioral therapy has been shown to be effective in 

coping with pain.

A form of CBT, Acceptance and Commitment Therapy (ACT), has been effective in pain
management by using a mindfulness approach to facilitate acceptance?9

3. Behavioral 
• Feedback: There is little evidence on the effectiveness of behavioral therapy for pain. 

MS. JENSEN 
Continuation of Patient-Provider dialogue:

Provider: Because NSAIDs hurt your stomach and because opioids haven't been tried yet, I'm going 
to prescribe a low dose of a prescription opioid pain reliever. I believe this will provide the best pain 
relief without hurting your stomach. How does that sound?

Ms. Jensen: That sounds good.

Provider: I recommend a prescription for a low dose of an opioid that is commonly used in these 
situations. Please continue to use the acetaminophen and topical NSAIDs. I encourage you to 
continue the exercises that your physical therapist provided. This should help you maintain strength 
in your knees and legs and help prevent things from getting worse.

Ms. Jensen: Okay.

Provider: We'll try this prescription for a week and then I want to see you and hear how this is 
working for you.
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Assuming chronic opioid treatment was indicated, the following prescribing
strategies minimize the risk of pain medication abuse or addiction before
prescribing opioids. So far, the provider used the following:

1. Set goals for treatment. 
The provider did mention the goal of pain relief but was not clear about the
fact that opioids are likely to provide relief of only a few points on a scale
of 1 to 10 and not likely to completely relieve the pain. The provider did not mention a realistic 
description of the likely improved functioning as a goal. 

2. Use first-line medications for treating pain condition before prescribing opioids. This is 
appropriate and has been tried in this case. NSAIDs, acetaminophen, injections, and physical 
therapy had already been tried. The provider added counseling to help with coping. 

3. Recognize the infrequent situation in which opioids are indicated for the treatment of chronic 
pain. In most cases of knee arthritis, opioids are not indicated, but it does appear that they 
might be considered for Ms. Jensen after further evaluation. 

4. Prescribe the lowest dose that will adequately manage the pain. A low dose is being tried. 
5. Prescribe opioids in combination with other effective medications and non-pharmacological 

treatments. The provider did recommend continuing topical NSAIDs and acetaminophen in 
addition to providing the prescription. 

6. Prescribe opioids in short time intervals. The first prescription is for just one week. 
7.  Plan to re-evaluate the effectiveness of pain treatment periodically and change medication if 

needed. A one-week initial followup is planned. 
Other steps the provider could use to minimize risk of addiction include:

1. Check patient history in a prescription drug monitoring plan. Checking a prescription drug 
monitoring database is a good idea for all new patients to look for possible excessive 
prescriptions. 

2. Consult with specialists as needed (pain, addiction, mental health). It would be appropriate to 
obtain records from the orthopedist to confirm the history, diagnosis and whether other 
treatments have failed. 

3. Choose the least addictive drug formulation that will adequately manage the pain. We don't 
know what was prescribed in this case. 

4.  Identify a treatment "home" for the patient, that is, the provider who will oversee and 
coordinate treatment. This has not been done yet but should be discussed. There should be 
coordination of care with the orthopedic surgeon since she is moving back there. 

5.  Identify a single prescribing provider if possible and single dispensing pharmacist. This has 
not been done yet in this case and should be discussed. 

POLL: I WOULD PRESCRIBE AN OPIOID FOR BARBARA JENSEN WITH THIS
MUCH INFORMATION
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Poll Results:

1. Yes 
• 32% (160 votes) 

2. I would need some more information 
• 63% (312 votes) 

3. No - I do not think opioids are indicated 
• 4% (22 votes) 

Total votes: 494

MRS. BURCH - CASE

New Patient

Name: Mrs. Olivia Burch

Age: 77 years old

Chief Complaint: Finds that NSAIDs are not sufficient to manage her arthritis pain 
completely. She wants to try opioids, because they helped her pain when she used 
her husband's supply.

History of Present Illness: Mrs. Burch has had osteoarthritis for around 17 years, in hands, knees, 
elbows, hips. This has been confirmed with radiographs and rheumatoid arthritis has been ruled out. 
She reports that she still has some pain with the NSAID she takes. She tried oxycodone that her 
husband had left over from elbow and back injuries and thought it worked "marvelously." She 
requests a prescription for oxycodone. 

***Please review the interactive online version of this case**

SUMMARY
Here is a summary of recommended skills that were added in this module:

• Use first-line therapies first for common pain conditions; first-line therapies are generally not 
opioids. 

• When opioids are used, generally use along with adjuvant therapies as part of a multimodal 
plan to treat pain. 

• Document reasons for using chronic opioid therapy in patient record, including pain severity 
and functioning. 

• Consider the huge psychogenic component often involved in suffering from chronic pain and 
consider offering a referral for counseling to develop coping skills. 
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RESOURCES AVAILABLE THROUGH THIS MODULE:
• CDC Guideline for Prescribing Opioids for Chronic Pain 

Clinical guidelines, literature review, and analysis of the evidence on the use of opioids for 
chronic pain. Recommendations are also made for prescribing opioids for acute pain.

• NSAIDs Beyond the Basics. Up to date. Available at: 
https://www.uptodate.com/contents/nonsteroidal-antiinflammatory-drugs-nsaids-beyond-the-
basics

• Mayo Clinic. Arthritis. 3/7/18 
https://www.mayoclinic.org/diseases-conditions/arthritis/diagnosis-treatment/drc-20350777

• Cleveland Clinic. When You Can't Stomach NSAIDs. May 2015. https://www.arthritis-
advisor.com/issues/14_5/features/When-You-Cant-Stomach-NSAIDs_1092-1.html  
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