
A Guide to Rational Opioid Prescribing for 

Chronic Pain 

Monitoring and Adapting Treatment

The Governor’s Institute on Substance Abuse

1



2

Standard: Regular Monitoring 

and Adapting Treatment as Needed

Regular assessment of the 4 A’s:
Analgesia
Activity/function
Adverse effects
Aberrant behaviors

Best if identified and reinforced at start of treatment

Use patient report and ancillary information to monitor 
and adapt treatment as needed. 

Four A’s: Passik SD, Weinreb HJ. Adv Ther. 2000.



Ongoing assessment for risk/aberrant behaviors

Routine:

Face to face assessment and patient report

UDS

CSRS

As needed for increased risk/co-morbidities:

Collateral contacts

Contact with co-treating clinicians

Call backs for drug screening and/or pill counts
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CPI Tool Kit: Chronic Pain Management Progress Note
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CPI Toolkits may be accessed online at:

https://www.communitycarenc.org/popul

ation-management/chronic-pain-project/

https://www.communitycarenc.org/population-management/chronic-pain-project/


Optimize Office Systems

Develop and implement: 

- Office controlled                                                     
substance policies,                                                    
reflected in                                                                 
Patient Prescriber                                                
Agreement

- Management flow sheet

- Patient registry

- Lists of referral and support 
resources (pain, mental health, 
addiction)

Saves Time and Stress

Courtesy of:



Saves Time and Stress

Assist in coordinating 
care

Schedule, track and post 

information in record

Flag concerns

– Lab tests and results

– Office visits

– Referrals

– Consultation notes

– Etc.

Medical Assistant 
or Receptionist

Use only one pharmacy 

to fill prescriptions

Educate patients 

regarding medications

Pharmacists

Partners for safety and 

quality monitoring

Review plan of care 

with patient; provide 

education

Assess  pain and 

function; gather other 

clinical information

Nursing Staff

Manage and monitor 

prescription refills; 

pharmacy liaison

Field patient calls

Do pill counts

Random call backs

Optimize Office Systems

Courtesy of:



Adapting the Treatment Plan and 

Intervening when Needed
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Adapting Treatment for Inadequate Pain Relief

• Adjunctive non opioid meds

• Adjunctive non med modalities

• Responding to requests for increase in opioids

• Responding to escalating or high risk doses

• Stay in your area of expertise-your comfort zone

• When in doubt-get help

• Benefits of established protocols: consultation at >100 MME



Overdose Risk Related to 

Dose and Number of Prescribers

• Low dose is defined as <100 morphine equivalent dose per day.

• Most patients (80%) are on low dose, prescribed by one doctor.

• 80% of overdoses are patients on high dose: half one doctor, half multiple doctors.

CDC: Morbidity and Mortality Weekly Report: Jan. 13, 2012 9



Increasing Opioids: Avoiding excessive dose escalation 

• Get curious about why not working (pain, sleep, mood…?)

• Reinforce emphasis on multi-modal pain management 

(Opioids can be useful but rarely sufficient…)

• Track and reinforce importance of active self-management

• Return to concept of therapeutic trial  

(If not helping…why continue to escalate…?)

• Be willing to say “no”



Demo Role Play: Responding to request for 

increasing opioids

“My pain was better for a while after the last increase but now it’s worse 

again…it’s terrible…it’s back to 10 over 10.  We need to increase the 

oxycodone dose…I need more for the breakthrough pain…”

“Well, we could do that…but we’ve now tried that 3 times with the same 

outcome, so we don’t want to keep doing something that doesn’t work in the 

long run. Plus you’re oxycodone dose is now getting to a level that it has 

increasing risk itself.”

“I’m not going to increase your oxycodone dose but I don’t want to ignore your 

pain…Let’s think about other treatment modalities we might be overlooking…”
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Adapting and Intervening 

for Problematic or 

Aberrant Medication Use
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Limits of the Term “Drug-Seeking”

• Non-specific and potentially stigmatizing

• Important as a “red flag” requiring further assessment

• Need to then assess for:

Pseudo-addiction: inadequate management

Pseudo-tolerance 

Tolerance / hyperalgesia

Chemical coping

Characterologic or emotional issues

Abuse / dependence

Diversion / illegal activity



Responding to Non-Medical Misuse: 

Clearly Inappropriate, Illegal or Dangerous

Indications to immediately stop prescribing:

• Recreational use

• Diversion/selling

• Dangerous/abusive behavior to staff or other patients

May indicate need to stop prescribing:

• Significant risk to self or others ( near overdose,  

impairment, threatening or erratic behavior)

• Forgery
14



Intervening for “Pseudo-Addiction”

• Reassess medication management:

-adjustment of controlled drug therapy 

-adjunctive, lower risk medication

-non-medication modalities

• Referral/consultation:

-pain management  

-psych management  

-behavioral therapy

• Restate or reframe therapeutic agreement and continue to monitor

Does not necessarily imply need to increase opioid dose



Intervening for Chemical Coping

• Explore alternatives (medication and/or behavioral) for 

symptoms being self-medicated (sleep, “stress”, energy)

• Refer for psych evaluation: psychiatric or psychotherapeutic

-CBT/DBT/Trauma therapy

• Refer for substance abuse evaluation

• Making referral and follow-up part of treatment agreement



Intervening When Abuse is Suspected

“Getting curious vs. playing gotcha…”

• Express your behavior-specific concerns 

• Ask further questions about the pattern of medication use  

and why…

• Ask about other drug or alcohol abuse

• Use urine drug screening and/or pill counts

• Include family members if available

• Look for a pattern



Diagnosing Addiction in Patients on 

Chronic Opioids May Be Difficult

Requires 3 or more criteria occurring over 12 months

1. Tolerance – YES

2. Withdrawal/Physical dependence – YES

3.  Taken in larger amounts or over longer period - MAYBE

4.  Unsuccessful efforts to cut down or control - MAYBE

5.  Great deal of time spent to obtain substance - MAYBE

6.  Important activities given up or reduced - MAYBE

7.  Continued use despite harm - MAYBE

American Psychiatric Association DSM IV-TR 2000



Demo role play:  Exploring aberrant med 

behavior non-judgementally: “getting curious”

I have some concerns about how you’ve been handling your medications and 

I’m concerned that the meds we want to help you may be causing problems of 

their own.

Here are my specific concerns (eg: running out, family concerned about 

sedation, getting meds from another doctor…)

What’s going on from your perspective?

Do those things worry you?

What do we need to change to keep it safe for you to use medications like 

these?
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Intervening When Abuse is Confirmed

Express your specific concerns in terms of the patient’s well-
being:

“I know that you have a problem with pain…but I believe you also have 

a problem with how you are using your medication. These are the things 

I’ve noticed that worry me….”

“Do you agree that this is a problem for you?”

Weigh the risks of continuing therapy with opioids or 
other controlled drugs.



Intervening When Abuse is Confirmed (cont’d.)

Restructure the treatment agreement:

– Closer monitoring

– More tightly managed prescriptions

– Urine drug screening

– Pill counts

Require a referral for addiction evaluation and treatment

Consider the need for  inpatient treatment

Consider a referral for substitution or agonist treatment 



Algorithm for Discontinuing Opioids

• Routine: 

Monitored taper:  Relatively low risk situation, such as inadequate response, 

difficultly managing but not unsafe

• Urgent:

Concerns about safety or ability to comply: Rapid monitored taper, outpatient 

“detox”

• Emergent:

Unsafe to continue with any further prescription use:  Refer for inpatient 

detox or outpatient substitute agonist therapy
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Opioid Dependence/Addiction: 

Treatment Alternatives

• Refer for taper or detox: outpatient (methadone or buprenorphine) 
or inpatient

• Increased substance abuse treatment and monitoring while tapering

• Refer for substitution therapy with methadone (opioid treatment 
program)

• Refer or transfer to buprenorphine/naloxone (office based)



Opioid Dependence: 

Treatment with Substitution Therapy

• Appropriate for illicit or prescription opioid abuse 

• Rationale for agonist therapy:
– Cross-tolerance: prevents withdrawal and relieves craving

– Blocks euphoric effects of other opioids

– Demonstrated efficacy related to recovery

– Provides analgesia if continuing chronic pain

• Available alternatives:
– Methadone

– Buprenorphine  

– Buprenorphine/naloxone 



Community resources

• What’s available in your community?

• What are the alternatives?
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Demo role play:  Discontinuing opioids

“We’ve had a number of talks about safety issues related to your opioid 

medications and we’ve tried to adjust your treatment plan to allow us to 

continue to use them.

This recent information (eg: report from family or ED of near overdose, report of 

diversion, continued supplementing with other opioids…) means that I can not 

continue to prescribe these medications to you.

I know that you are physically dependent on these medications and that you will 

likely go into withdrawal without them, so let’s talk about the treatment 

options available to us at this point…”

26



Intervening with Aberrant Behaviors: 

Conclusions

• Intervention for aberrant medication behaviors should be tailored 
to the specific level of problem.

• When abuse is identified, a higher level of treatment engagement 
and monitoring is necessary or the medications may need to be 
discontinued.

• Methadone or buprenorphine/naloxone are useful alternatives for 
opioid addiction, particularly in the setting of chronic pain and/or 
psychiatric instability.



Tools and Resources for Clinicians

• PCSS-O  (www.pcss-o.org)    PCSS-MAT  (www.pcssmat.org)

• Project Lazarus CCNC   http://www.communitycarenc.com/population-management/

chronic-pain-project/

– Chronic Pain Toolkits (Primary Care, Emergency Dept)

– Localized Trainings / On-line training modules (Summer 2015)

• Boston University SCOPE of Pain (REMS trainings)  

www.scopeofpain.com

www.opioidprescribing.com

• Web-sites with tools/protocols:

Example: Institute for Clinical Systems Improvement (ICSI)

https://www.icsi.org/_asset/bw798b/ChronicPain.pdf

Example: Washington State Agency Medical Directors Group (AMDG)

http://www.agencymeddirectors.wa.gov
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Naloxone Resources 

Education materials (communities, patients, families) and

Resources for clinicians (protocols, forms/notes, ordering kits):

• Project Lazarus   http://www.projectlazarus.org/naloxone-od-antidote

• Prescribe to Prevent (via Project Lazarus CCNC and Scope of Pain): 

– http://prescribetoprevent.org

– http://www.opioidprescribing.com/naloxone_module_1-landing

• NC Harm Reduction Coalition  www.nchrc.org

• SAMHSA Toolkit:  http://store.samhsa.gov/product/Opioid-Overdose-Prevention-

Toolkit-Updated-2014/SMA14-4742
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