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These guidelines are provided to assist physicians and other clinicians in making decisions 
regarding the care of their patients. They are not a substitute for individual judgment brought to 
each clinical situation by the patient’s primary care provider in collaboration with the patient. 
As with all clinical reference resources, they reflect the best understanding of the science of 
medicine at the time of publication but should be used with the clear understanding that 
continued research may result in new knowledge and recommendations. 

RATIONALE 

Pain is one of the most common reasons for which individuals seek health care. Fifty million 
Americans experience almost daily pain symptoms. High impact chronic pain limits life or work 
activities of 20 million adults with negative consequences to individual persons, their families 
and society as whole. While opioids remain an essential medication class for the management of 
acute and chronic pain, they carry substantial risk for harm and are not recommended for 
majority of patients with chronic pain. Opioids are the most common prescription medications 
that are misused or diverted.  According to the 2020 National Survey on Drug use and Health, 
at least 9.3 million Americans aged 12 and older misused opioid pain relievers in the prior 
year. With the widespread adoption of the CDC opioid-prescribing guidelines in 2016, rates of 
opioid prescriptions have decreased. In some cases, inflexible application of these guidelines has 
led to patient abandonment and poor outcomes. The purpose of this guideline is to improve 
awareness, both to providers and patients, of opioids risks and benefits, and will help to preserve 
the ability of providers to safely prescribe chronic opioid therapy where such therapy is 
appropriate.  

DEFINITIONS 

Acute Vs. Chronic Pain 
A commonly used definition of acute pain is pain lasting less than 30 days, and a commonly used 
definition of chronic pain is pain lasting more than three months or past the time of normal tissue 
healing not including sickle cell disease-related pain management, cancer pain treatment, 
palliative care, and end-of-life care. However, these definitions are arbitrary and not essential for 
deciding on treatment strategies. Symptoms and causes of the two types of pain may overlap and 
pathophysiological factors can be independent of duration. Therefore, this division between acute 
and chronic pain based on duration may be problematic. 

Acute pain is of sudden onset, is felt immediately following injury, is severe in intensity, but is 
usually short-lasting. It arises because of tissue injury stimulating nociceptors and generally 
disappears when the injury heals. 
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Chronic pain is continuous or recurrent pain that persists beyond the expected normal time of  
healing. It may begin as acute pain and persist for long periods or may recur due to persistence of 
noxious stimuli or repeated exacerbation of an injury. Chronic pain may be neuropathic, 
musculoskeletal, inflammatory, or compressive in origin. It may also arise and persist in the 
absence of identifiable pathophysiology or medical illness. Chronic pain can negatively affect all 
aspects of daily life, including physical activities, school attendance, sleep patterns, family 
interactions and social relationships and can lead to distress, anxiety, depression, insomnia, 
fatigue, or mood changes, such as irritability and negative coping behavior. As pain is an 
outcome of an interaction of many factors, a holistic approach may be required to relieve pain. 
 
Pain Medications (analgesics) – are medications whose primary function is to relieve pain. 
These are divided into two groups:  1) opioids and 2) non-opioids.   
 
Indications for chronic opioid use: There is a risk of harm from any medication, however the 
risk of harm is increased with opioids.  This risk exists for the patient who is prescribed opioids, 
and for family members who intentionally or unintentionally have access to these medications.  
While it is important to identify and treat pain, it is important to balance potential benefit against 
risk.  Because the potential for risk increases with chronic use, prescribers should exercise 
additional caution when prescribing opioids for chronic use.  
 
Opioids should only be initiated for chronic pain when:  (a) pain is moderate to severe, and/or 
disabling; (b) aggressive intervention is warranted, (c) non-opioid therapy has been tried and has 
failed to adequately control pain or is contraindicated (due to e.g., kidney disease, high risk of 
bleeding, concomitant use of aspirin or anticoagulation medications, some GI diseases and 
hepatic dysfunction), (d) after discussion with the patient of all risks, benefits, and alternatives to 
opioid therapy.  
 
Opioid should only be continued when there is well-documented benefit after a trial of opioid 
therapy. 
 
When possible, opioids should be combined with nonopioid analgesics and nonpharmacologic 
therapies as appropriate to achieve therapeutic goals with the lowest effective doses of all 
medications.  
 
Opioid formulations:  
Opioids come in immediate-release/short-acting (IR/SA) and extended-release/long-acting 
(ER/LA) formulations and can be administered through several routes; when used for chronic 
non-cancer pain, the most common routes of administration are oral or transdermal. 
 
Short-acting: When starting an opioid naïve patient on a trial of opioid therapy, start with low 
doses of IR/SA agents. Meperidine should not be used for chronic pain due to central nervous 
system toxicity and availability of more effective and less toxic alternatives.  
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Long acting: The ER/LA opioids should be reserved for management of cancer pain, use in 
palliative care or conditions associated with persistent disabling pain with significant 
functional impairment. These should not be used for as-needed analgesia. Avoid use of ER/LA 
formulations in opioid-naïve patients.  
 
Physical dependence – using opioids daily for a few weeks may result in a physical 
dependence that manifests itself with withdrawal symptoms when stopped. 
 
Opioid tolerance – patients are considered opioid tolerant when they have received 60 mg of 
oral morphine equivalents or more for greater than one week. Tolerance is required for certain 
opioid products (e.g., transdermal fentanyl) and reflects the ability to tolerate doses above that of 
an opioid-naive patient.  
 
Analgesic tolerance – means that the same dose of opioid gives less pain relief (in the absence 
of disease progression or other external factors). There is wide individual variability during 
opioid therapy. 
 
Addiction – addiction is the use and/or craving of a drug despite harm to one’s quality of life, 
health, or social relations.  A personal history of addiction or family history of addiction disorder 
may increase the risk. Nicotine use (in any form) increases this risk. 
 
Withdrawal symptoms – withdrawal symptoms may include runny nose, yawning, large pupils, 
goose bumps, abdominal pain and cramping, diarrhea, irritability, body aches and/or flu like 
feeling. These symptoms may last 7-10 days or longer but are rarely life threatening.  Certain 
medical conditions will also increase this risk and will need to be monitored more carefully. 
 
Side effects of opioids – Common side effects include constipation, nausea, itching, hives, 
drowsiness, loss of appetite, upset stomach, sweating, and dizziness. Less common side effects 
include difficulty urinating, feeling slowed down, sexual dysfunction, irregular menses, 
confusion, increased sensitivity to pain, increased pain with increased opioid dose, muscle 
twitching, sadness, depression, irregular heartbeat, and sleep apnea. Tolerance to many side 
effects from opioids can be recognized between days 3-5 of regular dosing, except for 
constipation. Management of select side effects: 

• Constipation-- Patients on daily opioid therapy should be prescribed an appropriate bowel 
regimen (e.g., Senna, 2 tabs daily).  Contributory factors (dehydration, tricyclic 
antidepressants, metabolic abnormalities) should be addressed and corrected if  possible. If 
constipation persists, a stepwise  approach can be taken: 

o Conventional laxatives 
o Lubiprostone 
o Peripherally acting mu-opioid receptor antagonists (PAMORAs) such as 

methylnaltrexone, naldemedine and naloxegol. These agents should be used with 
  caution in patients with known or suspected lesions in the intestinal wall to prevent 
  perforation. 
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• Pruritus—The mechanism of pruritus is uncertain but may be mediated through central
mu-opioid receptors. Treatment options include non-sedating antihistamines,
diphenhydramine, paroxetine, gabapentin, and opioid rotation.

• Drowsiness and mental clouding—Ruling out contributing structural or metabolic
abnormalities is important as is re-evaluating the dose or choice of opioid. Consideration
can be given to adding an adjuvant analgesic to achieve an opioid sparing effect. Finally,
psychostimulants can be considered.

• Risk of misuse and overdose: Risk factors for misuse include personal or family history of
substance use disorder, younger age (<40-45years), personal or family history of
substance use disorder, more severe pain, higher daily dose, co-occurring mental health
disorders, multiple prescribers, use of ER/LA opioids & genetics (polymorphisms of
cytochrome P450 genes that affect drug metabolism).42

OPTIMAL OPIOID PRESCRIBING 

MedStar Health endorses the CDC recommendations for prescribing opioids for chronic pain. 

The Center for Disease Control and Prevention published its Guideline for Prescribing Opioids 
for Chronic Pain outside of active cancer treatment, palliative care, and end-of-life care in 2016.  
This voluntary clinical practice guideline provides recommendations is intended to be flexible to 
support, not supplant, clinical judgment and individualized, patient-centered decision-making. 
CDC has cautioned against setting hard dose limits, discontinuing patients at higher dosages, 
abruptly tapering opioids, or erroneously applying these guidelines to opioid agonist therapy for 
opioid use disorders. 

At present the 2016 Guidelines are in the process of being updated to include new evidence and 
recommendations on acute, subacute, and chronic pain. The updated clinical practice guideline is 
intended to help improve communication between health care professionals and patients and 
empower them to make informed, patient centered decisions related to safer and effective pain 
care. Release of a final updated Guideline is anticipated in late 2022, along with a suite of 
translation and communication resources to facilitate effective implementation. 

 2016 CDC Guideline for Prescribing Opioids for Chronic Pain 

Determining When to Initiate or Continue Opioids for Chronic Pain 

1. Nonpharmacologic therapy and nonopioid pharmacologic therapy are preferred for
chronic pain. Clinicians should consider opioid therapy only if expected benefits for both
pain and function are anticipated to outweigh risks to the patient. If opioids are used, they

2. should be combined with nonpharmacologic therapy and nonopioid pharmacologic
therapy, as appropriate.

3. Before starting opioid therapy for chronic pain, clinicians should establish treatment
goals with all patients, including realistic goals for pain and function, and should consider

https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fmmwr%2Fvolumes%2F65%2Frr%2Frr6501e1er.htm
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how therapy will be discontinued if benefits do not outweigh risks. Clinicians should 
continue opioid therapy only if there is clinically meaningful improvement in pain and 
function that outweighs risks to patient safety. 

4. Before starting and periodically during opioid therapy, clinicians should discuss with 
patients known risks and realistic benefits of opioid therapy and patient and clinician 
responsibilities for managing therapy. 
 

Opioid Selection, Dosage, Duration, Follow-Up, and Discontinuation 
 

4. When starting opioid therapy for chronic pain, clinicians should prescribe immediate-
release opioids instead of extended-release/long-acting (ER/LA) opioids. 

5. When opioids are started, clinicians should prescribe the lowest effective dosage. 
Clinicians should use caution when prescribing opioids at any dosage, should carefully 
reassess evidence of individual benefits and risks when increasing dosage to ≥50 
morphine milligram equivalents (MME)/day, and should avoid increasing dosage to ≥90 
MME/day or carefully justify a decision to titrate dosage to ≥90 MME/day. 

6. Long-term opioids use often begins with treatment of acute pain. When opioids are used 
for acute pain, clinicians should prescribe the lowest effective dose of immediate-release 
opioids and should prescribe no greater quantity than needed for the expected duration of 
pain severe enough to require opioids. Three days or less will often be sufficient; more 
than seven days will rarely be needed. 

7. Clinicians should evaluate benefits and harms with patients within 1 to 4 weeks of 
starting opioid therapy for chronic pain or of dose escalation. Clinicians should evaluate 
benefits and harms of continued therapy with patients every 3 months or more frequently. 
If benefits do not outweigh harms of continued opioid therapy, clinicians should optimize 
other therapies and work with patients to taper opioids to lower dosages or to taper and 
discontinue opioids. 

 
Assessing Risk and Addressing Harms of Opioid Use 
 

8. Before starting and periodically during continuation of opioid therapy, clinicians should 
evaluate risk factors for opioid-related harms. Clinicians should incorporate into the 
management plan strategies to mitigate risk, including considering offering naloxone 
when factors that increase risk for opioid overdose, such as history of overdose, history of 
substance use disorder, higher opioid dosages (≥50 MME/day), or concurrent 
benzodiazepine use, are present. 

9. Clinicians should review the patient’s history of controlled substance prescriptions using 
state prescription drug monitoring program (PDMP) data to determine whether the 
patient is receiving opioid dosages or dangerous combinations that put him or her at high 
risk for overdose. Clinicians should review PDMP data when starting opioid therapy for 
chronic pain and periodically during opioid therapy for chronic pain, ranging from every 
prescription to every 3 months. 
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10. When prescribing opioids for chronic pain, clinicians should use urine drug testing before
starting opioid therapy and consider urine drug testing at least annually to assess for
prescribed medications as well as other controlled prescription drugs and illicit drugs.

11. Clinicians should avoid prescribing opioid pain medication and benzodiazepines
concurrently whenever possible.

12. Clinicians should offer or arrange evidence-based treatment (usually medication-assisted
treatment with buprenorphine or methadone in combination with behavioral therapies) for
patients with opioid use disorder.

* All recommendations are category A (apply to all patients outside of active cancer treatment,
palliative care, and end-of-life care) except recommendation 10 (designated category B, with
individual decision making required); see full guideline for evidence ratings.

Morphine Milligram Equivalents (MMEs) for Commonly Prescribed Opioids 

Calculating the total daily dose of opioids helps identify patients who may benefit from closer 
monitoring, reducing, or tapering opioids, prescribing of naloxone, or other measures to reduce 
risk of overdose. 

To determine dose in MMEs, multiply the dose for each opioid by the conversion factor. For 
example, tablets containing hydrocodone 5 mg and acetaminophen 325 mg taken four times a 
day would contain a total of 20 mg of hydrocodone daily, equivalent to 20 MME daily; 
extended-release tablets containing oxycodone 10mg and taken twice a day would contain a total 
of 20mg of oxycodone daily, equivalent to 30 MME daily. (Appendix 1) 
https://www.cdc.gov/opioids/providers/prescribing/guideline.html 

Special Populations: 

1. The elderly:
o elderly patients have increased sensitivity to both the therapeutic and the adverse

effects (constipation, urinary retention, dry mouth, and sedation) of opioid pain
medications. They also are more likely to have impaired kidney function.
Consequently, starting doses should be lower and escalation should be slower
than for younger patients.

o Reduce the initial dose of opioids by 25-50% for patients older than 60; titrate the
dose slowly.

o Assess fall risk, cognition, respiratory status, and renal function prior to
prescribing opioids.

2. Patients with chronic kidney disease or chronic liver disease:
o opioids should be used cautiously, with attention to dose and route of excretion.

3. Women of Reproductive Age, Pregnancy, and Breast-feeding:
o Women who may become pregnant: Offer pregnancy testing and provide

contraceptive counseling prior to initiating opioids.
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o Pregnant women: Provide counseling on the risk of opioids in pregnancy,
including risks to the fetus, prior to initiating opioids. According to the 2012
ACOG Committee Opinion on Opioid Abuse, Dependence, and Addiction, 1% of
pregnant women reported nonmedical use of opioid containing pain medication.
Opioid dependent pregnant women should be co-managed by the obstetrician and
addiction medicine specialist. General principles of care include avoidance of
abrupt discontinuation of opioids, use of methadone or buprenorphine for opioid
assisted treatment, and vigilance for the neonatal abstinence syndrome in the
neonate.

o Breast-feeding women: Do not prescribe codeine or tramadol.

Role of Genetics in Opioid Response – Pharmacogenomics (PGx) 

The use of pharmacogenomics, particularly CYP2D6 genotype, while not yet mainstream, 
represent an emerging technology to guide opioid selection. An estimated 40% of patients 
possess reduced CYP2D6 function, which limits bioactivation and thus effectiveness of tramadol 
and codeine. If results are available, refer to evidence-based clinical practice guidelines from the 
Clinical Pharmacogenetics Implementation Consortium (CPIC; cpicpgx.org) or consult the 
MedStar pharmacogenomics team. To obtain a consult with the MedStar pharmacogenomics 
team, place an order in MedConnect for Consult to Pharmacogenomics and Pharmacogenetics. 
These consults can also advise on whether testing could be beneficial and how to order testing. 
Further information can be found here: 
https://starport.medstar.net/sites/cp/MUM/PGx/SitePages/Home.aspx 

DOCUMENTATION 

The patient’s medical record should include the diagnosis causing chronic pain as well as a 
discussion of risks, benefits, alternatives, and goals of therapy. It is important for the patient to 
realize that this medication is not designed to eliminate his/her pain but rather to reduce the pain 
so that the patient is able to perform activities of daily living as well as engage in social activities 
to improve quality of life.  

Opioid therapy should always be initiated as a trial, with the understanding that therapy will be 
discontinued if harms outweigh the benefits and/or the goals of therapy are not being met. The 
Center for Disease Control & Prevention checklist is a useful tool when prescribing opioids for 
chronic pain (Appendix 2) https://www.cdc.gov/drugoverdose/pdf/pdo_checklist-a.pdf  

Special populations – Patients with factors such as older age, pregnancy, lactation, or chronic 
illness have higher risks associated with opioid use. Generally, do not initiate opioid therapy in 
patients routinely using benzodiazepine therapy. Both increase sedation and suppress breathing. 
Document medications tried and failed and any prior response to opioids. 

When assuming care for a patient already on opioids, treat the patient like a new patient. Perform 
a full assessment of the patient's health and pain history. 

https://starport.medstar.net/sites/cp/MUM/PGx/SitePages/Home.aspx
https://www.cdc.gov/drugoverdose/pdf/pdo_checklist-a.pdf
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Before starting opioids, assess risk of dependence, overdose, or death. Review history of 
controlled substance use, personal or family history of mental health, and substance misuse. 

Consideration should be given to assessing risk of opioid misuse using one of the available 
screening tools e.g., SOAPP or Opioid Risk Tool (Appendix 3). The Current Opioid Misuse 

Measure (COMM) (Appendix 4) tool may be useful in identifying aberrant behaviors suggestive 
of opioid misuse in patients receiving long-term opioid therapy.  
Review prescription history through a state prescription drug monitoring program (PDMP). Look 
for multiple prescribers, use of multiple pharmacies, unreported controlled substances, and any 
other red flag behaviors. 

Baseline urine drug screening is recommended to assess for a current use of opioids/illicit 
substances. Patients should be advised to avoid concurrent use of opioids and alcohol because of 
increased potential risk. Marijuana: Discourage concomitant use of THC- containing marijuana 
products and opioids. Marijuana's adverse effects may compound those of opioids. 

Pill counts are appropriate for monitoring the highest risk patients. 

Note that chronic pain management is optimally achieved through the relationship of the patient 
with a single provider who knows him/her well.  Episodic care with providers who do not have a 
true relationship with the patient (such as in the ED) is not an effective means of achieving true 
management of chronic pain.  

All patients who are prescribed chronic opioid therapy and/or are at increased risk of opioid 
addiction as determined by the provider (even if prescribed short term opioid therapy) must sign 
a Controlled Substances Agreement. MedStar Health considers the Controlled Substances 
Agreement mandatory for all patients who are prescribed 90 days or more of continuous 
opioid therapy.  

All Controlled Substance Agreements should be reviewed and renewed annually if opioid 
therapy is ongoing. It is recommended to include in the Problem List: Controlled Substance 
Agreement Signed (ICD: Z79.899) & date of completion. 

A violation of the Controlled Substance Agreement may result in discontinuation of opioid 
medication (abrupt or rapid taper as clinically appropriate) and/or termination of the patient from 
the provider’s practice.  

Patient should be informed of any monitoring that will be used as precautions. Unannounced 
random urine, salivary or serum toxicology screens may be requested to determine compliance 
with this agreement and the opioid treatment regimen.  This may include screens for illegal 
substances. Refusal of this testing may lead to a rapid weaning schedule to discontinue the 
opioid medication and/or prompt termination from this practice. 
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The patient must receive a copy of the signed Controlled Substance Agreement. The original 
signed Controlled Substance Agreement should be filed or scanned into the patient’s chart. A 
copy of this guideline should be available to the patient on request.  

The patient agrees to keep his/her opioid prescription closely safeguarded from others, and 
especially from children, who are at increased risk of harm and death from ingestion. The patient 
must also understand that he/she may not share, sell, trade, exchange his/her opioid medication 
for money, goods, services, etc., or permit others to have access to his/her opioid medications, 
and these opioid medications must be always secured from wrongful access. 

Co-prescription of naloxone: To discuss availability of naloxone with all patients who receive 
opioid prescriptions, especially with patients at increased risk of overdose. 

SAFETY CONSIDERATIONS 

Prescribe intranasal naloxone for patients at risk of overdose: 
• History of overdose or substance use disorder 
• Opioid dose >50MME/day 
• Comorbidities, factors, or medications predisposing to sedation and suppressed breathing. 

Educate patients, family, and friends about when and how to use intranasal naloxone and steps 
after administration. 
Advise patients to store: 

• Opioids in a secure location, preferably locked. 
• Naloxone where it can be easily found and accessed. 

Advise patients how to dispose of unused opioid medications safely and securely. 

Prescribing naloxone 

Prescribing naloxone is an important intervention to reduce fatalities from opioid overdoses. 
Please see the MedStar Health guideline for detailed information.  
https://starport.medstar.net/msh/Pharmacy/Pages/PS_Naloxone.aspx 
https://beforeitstoolate.maryland.gov/naloxone/ 

DRUG DIVERSION 

Drug diversion is defined as the unlawful distribution or use of prescription drugs in a manner 
not intended by the prescriber. Drug diversion can result in addiction, overdose and even death. 

Methods for prescription drug diversion may include the following: 
• patients selling legally obtained prescription drugs
• patients altering a prescription to obtain an unlawful quantify of medication

https://starport.medstar.net/msh/Pharmacy/Pages/PS_Naloxone.aspx
https://beforeitstoolate.maryland.gov/naloxone/
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• patients forging prescription
• patients obtaining medications under false pretenses

Clues that a patient may be diverting medication include reluctance to permit an appropriate 
physical exam, refusing to give permission to obtain prior medical records, exaggerated or 
feigned symptoms, very specific medication requests or new patients who claim to be traveling 
to your area and “ forgot”  their controlled substances.  

Steps to prevent drug diversion include: 
• Always perform a complete history and physical.
• Obtain information from prior practitioners
• Document thoroughly when prescribing or choosing not to prescribe controlled

substances
• Minimize controlled substance  prescribing
• Use controlled substance agreements
• Query the appropriate  prescription drug monitoring program
• Electronically prescribe controlled substances
• Protect paper prescription pads from theft
• Refer patients with extensive pain management needs to pain management.

If controlled substance diversion, prescription forgery or fraud is discovered, immediately 
discontinue opioid prescribing. DEA regulations require that diversion for sale or prescription 
fraud be reported. When these illegal activities are suspected, notify local law enforcement.  

Other aberrant behaviors: 
Immediate discontinuation of opioids is also appropriate if there are dangerous behaviors with 
potential for immediate harm. Example situations include motor vehicle accident or arrest due to 
opioid or illicit drug or alcohol intoxication, intentional overdose, or suicide attempt. Aggressive or 
threatening behavior in the clinic can also be grounds for immediate discontinuation of opioids. 
When immediate discontinuation of opioid therapy is necessary, inpatient detoxification can be 
offered to help treat withdrawal. 

REGULATORY ISSUES 

CMS policies for Medicare Part D beneficiaries, last update August 2022. 
• Opioid naive patients—initial opioid prescription fills limited to no more than 7 

days for acute pain
• Chronic opioid users—implement real-time safety alerts for chronic opioid users at 

the time of dispensing
• Opioid care coordination—implement a care coordination alert when the 

cumulative MME per day across all prescriptions reaches or exceeds 90 MME. A 
hard safety alert may be implemented at doses reaching 200 MME.
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• High risk opioid users—beneficiaries may be required to obtain frequently abused
drugs from selected pharmacies or prescribers after case management and notice
to the beneficiary.

• Opioid users also taking duplicative or key potential drugs—implement soft
safety edits to alert the pharmacist to duplicative opioid therapy and concurrent
use of opioids and benzodiazepines.

Beneficiaries who are long term care residents; hospice care, palliative care, or end of life care 
recipients; or being treated for active cancer-related pain are excluded. 

Prescription Drug Monitoring Programs:  
Regulations related to the prescription drug monitoring programs in Washington, DC, Maryland, 
and Virginia are as follows: 

DC 
Effective March 16, 2021, prescribers and dispensers must query the PDMP: 

• Prior to prescribing or dispensing an opioid or benzodiazepine for more than seven consecutive days, 
and 

• Every ninety days thereafter while the course of treatment or therapy continues, or 
• Prior to dispensing another refill after ninety days.

Maryland  
All prescribers in the State of Maryland must access the PDMP before beginning a new 
course of treatment with an opioid or benzodiazepine or when a course of treatment 
extends beyond 90 days. Must view the last 4 months of data.  

Exceptions include the following: 
• Prescriptions extending for three days or less
• Prescriptions extending for 14 days or less following surgery, fractures,

significant trauma, or childbirth
• Prescriptions for cancer treatment or cancer-related pain
• Patients receiving treatment in an inpatient unit of a hospital, diagnosed

with a terminal illness, part of a general hospice program or residing in a
nursing home, long term care, developmental disability, or assisted living
facility

Prescribers must document in the patient’s medical record that the information from the 
PDMP was requested and assessed. 

Virginia 
All prescribers authorized to prescribe opioids in the Commonwealth of Virginia must be 
registered with the PMP. At the time of initiating a course of opioid treatment anticipated 
to last 7 or more days or prior to prescribing medications for opioid use disorder, the 
prescriber shall access the PMP to determine what, if any, other controlled substances are 
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being prescribed to the patient. Exceptions include opioids prescribed to patients 
receiving hospice or palliative care, patients receiving opioids in a hospital or at hospital 
discharge, or patients residing in a nursing home or assisted living facility using a single 
source pharmacy. Prescribers must notify patients that the PMP will be accessed either by 
posting a sign in a visible location or by providing a written notice.  

 
The prescription drug monitoring programs in DC, VA and MD all share information with each 
other and many other states.  
 
REFERRING TO PAIN OR ADDICTION MEDICINE SPECIALIST 
 
Clinical Problems:  

• Failure to attain adequate pain relief to achieve functional improvement goals after 6 weeks of opioid analgesic 
dose titration. 

• Ongoing adverse effects of opioid therapy. 
• Unexpectedly large doses of opioids required: Doses beyond what the primary care clinician is comfortable 

prescribing or beyond what are considered typically adequate for most pain management. Upper limits typically 
prompting referral are opioids in combination that exceed a total daily dose > 90 MME/day.  

• The patient requires additional dosing for breakthrough pain more than a few times per month. 
• Opioid-induced hyperalgesia 
• Opioid overdose 
• Need for conversion to sublingual buprenorphine if high opioid doses 

 
Behavioral problems: 

• Persistent behavior suspicious for addiction or diversion. 
• Non-adherence with the Controlled Substance Agreement. 

 
 
TAPERING OPIOID MEDICATIONS 
 
PLANNING OPIOID TAPERING 
Opioid tapering involves six steps:  

1. Assessing risks vs. benefits of tapering 
2. Determining the total oral MMEs and tapering speed 
3. Determining the order of tapering specific opioid medications if more than one prescribed. 
4. Planning treatment to proactively manage withdrawal symptoms from tapering opioid 

medication(s). 
5. Planning treatment options to manage pain through non-opioid and non-medication options 
6. Planning the frequency of follow-up with the patient during the taper 
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Assessing risks vs. benefits of tapering 
 

a. The clinician must weigh the risks vs. benefits of continued opioid therapy by considering these 
factors 34-36: 

b. Patient initiates dosage reduction  
c. There is suspicion about substance use disorder  
d. The patient experiences an overdose or a serious adverse event  
e. The patient has medical comorbidities that increase their risk (mental health disorders, 

pregnancy, sleep apnea, lung disease, liver disease, etc.)  
f. The patient shows early warning signs for overdose risk  
g. There is suspicion about drug diversion  
h. The patient has been treated with opioids for prolonged period and benefit/harm ratio is unclear  
i. There is absence of clinically meaningful improvement in pain and function (e.g., at least 30% 

improvement on 3-item PEG scale [average Pain, Enjoyment of life, General activity]) 
j. There is concomitant use of benzodiazepines  
k. The patient requires higher dosages but there is no evidence of benefit  

 
Determine total opioids prescribed and tapering speed  
Opioid tapers can be completed over several months to years, depending on the opioid dose. The 
clinician must first calculate the total number of Oral Morphine Milligram Equivalents (MMEs).  
Once the total and individual doses of Oral MMEs by prescription are calculated, the clinician 
must then choose with the patient at what speed the opioids should be tapered. Of note, the 
current VA Guidelines recommend tapering patients if total MMEs exceed 90. 
 
Slower taper speeds involve dose reduction by approximately 5-20% every 4 weeks, with pauses 
in taper as needed. Slower taper speeds are recommended when:  

• The patient is on relatively higher doses of opioid  
• The patient has been on opioid medications for a longer duration of time  
• When safety permits, gradual taper is more often tolerated  
• It is feasible to complete the tapering over several months to years 

 
Standard taper speeds involve dose reduction by approximately 10% every 4 weeks.  
 
Faster taper speeds involve dose reduction by approximately 10-20% every week. Faster taper 
speeds are recommended when:  

• The patient is not adherent to the treatment plan 
• There is an escalation of high-risk medication-related behaviors 
• There is suspicion of drug diversion or illegal activities 

 
Rapid taper speeds involve dose reduction by 20-50% of the first dose, followed by reduction 
of 10-20% every day. 
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Determining the order of tapering specific opioid medications if more than one prescribed  
 
If patients are receiving both long-acting and short-acting opioids, determine which formulation 
is to be tapered first based on:  

• patient safety,  
• medical history,  
• mental health conditions and  
• patient preference (tapering both formulations simultaneously may be appropriate) 

It is recommended to first taper long-acting opioids, followed by short-acting opioids. 
 
 
 
Plan early treatment of withdrawal symptoms 
Patients may experience several withdrawal symptoms during opioid tapering, including 
 

 
Withdrawal symptoms are not life-threatening and can be minimized with slower tapers. Early 
symptoms generally resolve within 5-10 days after initiating the opioid taper. However, some 
symptoms may resolve slower depending on the half-life of the opioid medication (e.g., 
methadone).  Symptoms such as fatigue, mental functioning, pain, and well-being generally 
improve over time.  
Medication therapy can be used to proactively manage withdrawal symptoms when beginning 
patients on an opioid taper. These medications are especially useful during faster tapers. 
 
Considerations with managing opioid withdrawal: 
o Do NOT treat withdrawal symptoms with an opioid or benzodiazepine 
o Use short-term oral medications to manage withdrawal symptoms 
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*Clonidine patches recommended 
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Plan treatment of the patient’s pain with non-opioid medications  
 
There are several non-opioid medication and non-medication options that can help manage the 
patient’s pain during opioid tapering. 
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Planning the frequency of follow-up with the patient during the taper 

The frequency of following up with the patient depends on the speed of the tapering plan. The 
VA/DoD recommends this follow-up schedule:  
 

Follow up Slowest Taper 
(over years 

Slower Taper 
(over months) 

Faster Taper 
(over weeks) 

Rapid Taper       
(over days) 

When 1 to 4 weeks 
after starting 

taper then 
monthly before 
each reduction 

1 to 4 weeks 
after starting 

taper then 
monthly before 
each reduction 

Weekly before 
each dose 
reduction 

Daily before each 
dose reduction or 
if available offer 

inpatient 
admission 

How Clinic and/or 
telephone 

Clinic and/or 
telephone 

Clinic and/or 
telephone 

Hospital, clinic, or 
telephone 

What Patient function, pain intensity, sleep, physical activity personal goals, 
and stress level 

 
Patients at high risk for decompensation during taper due to comorbid medical conditions or 
evidence of aberrant behaviors during the taper, may do better with a clinic visit than a telephone 
visit.  
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CLINICIAN RESOURCES 
 
Prescription Drug Monitoring Programs    

https://namsdl.org/wp-content/uploads/Model-Prescription-Monitoring-Program-PMP-
Act.pdf 
  
https://www.deadiversion.usdoj.gov/faq/index.html 
 
https://crisphealth.org/wp-content/uploads/2018/05/PDMP-Legislation-Fact-Sheet-
_Version-V_May-1-2018.pdf 
 
https://dchealth.dc.gov/service/prescription-drug-monitoring-program 
 

 https://www.dhp.virginia.gov/PractitionerResources/PrescriptionMonitoringProgram/ 
 
MedConnect Resources and Documentation Tools 
 Opioid Review component in provider view:  
 Displays prescription, calculated MME per day and per total prescription as well as 
 whether an opioid treatment agreement is on file, whether more than 3 opioids have been 
 prescribed in the past 30 days, whether concurrent opioids and benzos are being 
 prescribed, and whether there is documentation of a prior overdose. Note that the MME  
 includes all possible PRN doses and represents the maximum MME that patient may be 
 taking if all doses are used each day. Clinicians should adjust this based on actual use of 
 PRN opioids to determine actual MME. 
 

 
  
 Opioid Risk Tool: AdhocAdditional assessmentsOpioid risk tool   
  
 COMM: AdhocPrimary careCOMM 
 
 Controlled Substance (Narcotic) Agreement: Select from Orders: Permits ad hoc printing 
 from within patient’s chart and allows the order to be used for tracking and data 
 collection purposes 
 
 

https://www.deadiversion.usdoj.gov/faq/index.html
https://crisphealth.org/wp-content/uploads/2018/05/PDMP-Legislation-Fact-Sheet-_Version-V_May-1-2018.pdf
https://crisphealth.org/wp-content/uploads/2018/05/PDMP-Legislation-Fact-Sheet-_Version-V_May-1-2018.pdf
https://dchealth.dc.gov/service/prescription-drug-monitoring-program
https://www.dhp.virginia.gov/PractitionerResources/PrescriptionMonitoringProgram/
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 Opioid Risk Alert: Fires when an opioid prescription containing 50 MME’s or more is 
 ordered and permits a naloxone order to be added at the discretion of the clinician. 
 

 
Prescribing opioids: 

https://www.cdc.gov/drugoverdose/pdf/TurnTheTide_PocketGuide-a.pdf  
 
Strategies to engage with patients during prescribing, management, and tapering of opioids: 

https://depts.washington.edu/fammed/sixbuildingblocks/wp-
content/uploads/sites/12/2018/02/Principles-and-language-suggestions-for-talking-with-
patients.pdf  

 
Communicating with empathy: 

https://depts.washington.edu/fammed/improvingopioidcare/wp-
content/uploads/sites/12/2020/07/Empathic-Communication-Resources_2020-07-28.pdf  
 

Schedule to assess management of opioids: 
https://depts.washington.edu/fammed/improvingopioidcare/wp-
content/uploads/sites/12/2019/09/Suggested-opioid-management-assessment-schedule-w-
attribution.pdf  
 

Evidence for complementary and alternative medicine for chronic pain: 
https://depts.washington.edu/fammed/improvingopioidcare/wp-
content/uploads/sites/12/2019/09/Complementary-and-Alternative-Medicine-for-
Chronic-Pain_2018-08-13-w-attribution.pdf  
 
 

https://www.cdc.gov/drugoverdose/pdf/TurnTheTide_PocketGuide-a.pdf
https://depts.washington.edu/fammed/sixbuildingblocks/wp-content/uploads/sites/12/2018/02/Principles-and-language-suggestions-for-talking-with-patients.pdf
https://depts.washington.edu/fammed/sixbuildingblocks/wp-content/uploads/sites/12/2018/02/Principles-and-language-suggestions-for-talking-with-patients.pdf
https://depts.washington.edu/fammed/sixbuildingblocks/wp-content/uploads/sites/12/2018/02/Principles-and-language-suggestions-for-talking-with-patients.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2020/07/Empathic-Communication-Resources_2020-07-28.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2020/07/Empathic-Communication-Resources_2020-07-28.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2019/09/Suggested-opioid-management-assessment-schedule-w-attribution.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2019/09/Suggested-opioid-management-assessment-schedule-w-attribution.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2019/09/Suggested-opioid-management-assessment-schedule-w-attribution.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2019/09/Complementary-and-Alternative-Medicine-for-Chronic-Pain_2018-08-13-w-attribution.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2019/09/Complementary-and-Alternative-Medicine-for-Chronic-Pain_2018-08-13-w-attribution.pdf
https://depts.washington.edu/fammed/improvingopioidcare/wp-content/uploads/sites/12/2019/09/Complementary-and-Alternative-Medicine-for-Chronic-Pain_2018-08-13-w-attribution.pdf
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Noninvasive Nonpharmacological Treatment for Chronic Pain: A Systematic Review  
 https://effectivehealthcare.ahrq.gov/products/nonpharma-treatment-pain/research-2018  
 

Becoming a buprenorphine-waivered clinician: 
 https://www.samhsa.gov/medication-assisted-treatment/become-buprenorphine-
waivered-practitioner 
 
 
PATIENT RESOURCES 
 
Opioid Treatment Programs: https://www.samhsa.gov/medication-assisted-treatment 
 
Buprenorphine Physician Locator: https://www.samhsa.gov/medication-assisted-
treatment/physician-program-data/treatment-physician-locator 
 
Safe disposal of opioids 
FDA’s Disposal of Unused Medicines: What You Should Know 
FDA’s Drug Disposal:  Drug Take Back Locations 
 
US Pain Foundation  
Main Website: https://uspainfoundation.org/  
Living with Chronic Pain – treatments, self-management, complementary therapy, emotional 
well-being: https://uspainfoundation.org/living-with-pain/  
Pain Connection: Support Groups - https://painconnection.org/  
Resources: https://uspainfoundation.org/resources/  
  
American Chronic Pain Association  
a. Main Website: https://rarediseases.org/organizations/american-chronic-pain-association/ 
b. Video: Four Flat Tires: [provided on ACPA website or on YouTube]  
 https://www.youtube.com/watch?v=W_vffF50E3c  
 
SAHMSA Website  
Support/Helpline: https://www.samhsa.gov/find-help/national-helpline  
i)1-800-662-HELP (4357)  
ii)Find Treatment: https://findtreatment.samhsa.gov/  

 

 

 

 

 

https://effectivehealthcare.ahrq.gov/products/nonpharma-treatment-pain/research-2018
https://www.samhsa.gov/medication-assisted-treatment/become-buprenorphine-waivered-practitioner
https://www.samhsa.gov/medication-assisted-treatment/become-buprenorphine-waivered-practitioner
https://www.samhsa.gov/medication-assisted-treatment
https://www.samhsa.gov/medication-assisted-treatment/physician-program-data/treatment-physician-locator
https://www.samhsa.gov/medication-assisted-treatment/physician-program-data/treatment-physician-locator
https://www.bing.com/ck/a?!&&p=aa2b2534ff65ffbaJmltdHM9MTY2NzE3NDQwMCZpZ3VpZD0zNDE1ZDA0Mi1hN2QzLTZlMTAtMmNiYi1jMjBjYTY2NDZmMjImaW5zaWQ9NTE1OA&ptn=3&hsh=3&fclid=3415d042-a7d3-6e10-2cbb-c20ca6646f22&psq=FDA%e2%80%99s+Disposal+of+Unused+Medicines%3a+What+You+Should+Know&u=a1aHR0cHM6Ly93d3cuZmRhLmdvdi9kcnVncy9zYWZlLWRpc3Bvc2FsLW1lZGljaW5lcy9kaXNwb3NhbC11bnVzZWQtbWVkaWNpbmVzLXdoYXQteW91LXNob3VsZC1rbm93&ntb=1
https://www.fda.gov/drugs/disposal-unused-medicines-what-you-should-know/drug-disposal-drug-take-back-locations
https://uspainfoundation.org/
https://uspainfoundation.org/living-with-pain/
https://painconnection.org/
https://uspainfoundation.org/resources/
https://www.youtube.com/watch?v=W_vffF50E3c
https://www.samhsa.gov/find-help/national-helpline
https://findtreatment.samhsa.gov/
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Controlled Substance Agreement 
 
The purpose of this contract is to protect your ability to obtain controlled substances and to 
protect our ability to provide them to you while maintaining a safe, controlled treatment plan. 
 
I am requesting and being prescribed the following medicine  
to treat                                              because other treatments and medications have not 
adequately managed my condition.   I understand it is unlikely that any medication will 
completely control my problem, but it is meant to help improve my quality of life. 
 

1. I understand that the possible complications of this medicine may include: 
 
□  Opioid pain meds □ Anti-anxiety meds □Sedatives/Hypnotics □ ADHD meds 

Addiction Addiction  Addiction Addiction 
Sleepiness Sleepiness Sleepiness Trouble sleeping 
Slowed breathing Slowed breathing Slowed breathing Weight loss 
Death from overdose 
particularly if used 
with benzodiazepines 

Death from overdose 
particularly if used 
with alcohol 

Death from overdose 
particularly if used 
with alcohol 

Death from overdose 

Trouble urinating Falls, particularly in 
the elderly 

Falls, particularly in 
the elderly 

Headache 

Nausea Cognitive difficulties, 
particularly in the 
elderly 

Nightmares Abdominal pain 

Itching or hives Impaired functioning  Hallucinations Hallucinations 
Constipation which 
may be severe 
enough to require 
medical attention 

Sleep disturbance, 
particularly in the 
elderly 

Agitation Cardiac symptoms 
including elevated 
blood pressure, rapid 
heart rate and sudden 
cardiac death 

Sexual problems  Headache   
 

2. I understand that if I am not taking the medication as prescribed that this could result in a 
dangerous situation such as coma, organ damage, or even death.  I understand and agree to take 
the medication only as prescribed by my provider. 
 

3. I also understand that if I run out of my medication or if my medication is stopped suddenly, I 
could have withdrawal symptoms which can be very uncomfortable, dangerous, or even life-
threatening.  
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4. I understand that all my refills will be obtained at this office during regular office hours, and that 
no refills will be available during evenings or on weekends.  There will be no “emergency” 
refills. 
 

5. I understand that I must always keep my medication in a safe and secure place so that the 
medication is not lost or stolen and understand that I am responsible for making sure that the 
medicine lasts the appropriate amount of time. I understand that I will not receive additional pain 
medicine ahead of time.  I understand and agree that I will keep my medication away from 
children and others who might take it by mistake and be harmed. 
 

6. I agree not to share, sell, trade, give medication for money, goods, or services, etc. or allow 
others to have the ability to get to these medications and they must be always out of reach from 
improper access but most important it must be kept safe from children.  I agree not to alter my 
medication in any way (crushing, chewing, injecting, insufflation). I also agree that I will not use 
illegal controlled substances including but not limited to cocaine, heroin, marijuana, crystal 
meth, ecstasy, ketamine, or other mood changing drugs and/or alcohol.  I understand that the use 
of these medications by someone other than me is illegal and can result in overdose and/or death, 
especially by children.  
 

7. I agree that while I am in the United States of America, I will get my prescriptions from this 
office only and agree that I will not attempt to get medications from another healthcare provider 
without notifying my provider within three business days. 
 

8. I agree, upon request, to bring all unused pills to my follow up appointments for pill counts and 
understand that I may be tested unannounced (blood and/or urine and/or saliva) to make sure that 
I am taking my medications as prescribed.  I also understand that if I do not go for blood or urine 
testing or fail to submit to a blood or urine test upon request by my provider, it is also considered 
a failed drug test. 
 

9. I understand that I have been advised and understand that I should not drive a motor vehicle or 
operate machinery that could put my life or someone else’s life at risk until I get used to the way 
the medication may affect me. While taking this medication, I will follow this same care when 
and if my dose of controlled substance (opioid pain medication) is increased. 
 

10. Women – If I become pregnant, there are known and unknown risks to the unborn child which 
can include addition and/or withdrawal at birth and could be life threatening to an infant.  I must 
inform my practitioner right away if I am pregnant or think I am pregnant. 
 

11. I know that my provider and drug store must follow any state or federal laws about misuse, sale, 
and other diversion of my pain medication. 
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12. I permit my provider to share this agreement with my chosen drug store, emergency room, 
hospital, and other providers who are treating me to better organize my care, and I agree to give 
up my right of privacy or confidentiality with this agreement. 
 

13. I understand and permit my provider and drug store to cooperate fully with any city, state, or 
federal law enforcement agency in the investigation of any possible misuse, sale, or other 
diversion of my pain medication. 
 

14. I also give my permission for other providers, emergency departments, or drug stores to report 
violations (breaking) of this agreement to my prescribing provider 
 

15. I understand that any violation of this agreement may result in one or more of the following: 
 

a. Rapid tapering off of medications and no further prescriptions after they are tapered off 
b. A referral to the appropriate specialist (pain specialist, psychiatrist, etc.)  with enough 

medication coverage to last only until the first appointment takes place 
c. A referral for substance abuse treatment 
d. Notification of violation of this Controlled Substance Agreement to my pharmacy and the State 

database for the Prescription Drug Monitoring Program 
e. Notification of violation of this Controlled Substance Agreement to my insurance company 
f. Termination from my practitioner’s practice along with a notification of this termination to all 

MedStar facilities and practices in accordance with applicable laws and regulations. 
 

16. I agree to fill and refill ALL my prescriptions only at the pharmacy that I have chosen below. A 
change of pharmacy must be made in person with the prescribing provider or by phone 
discussion with the prescribing provider, and a note will be sent of this controlled substance 
agreement to the new drug store as well as notice of ending of service notice to the old drug 
store. 
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AGREEMENT 
 
I understand I have the right to complete management of my symptoms, to have my questions 
answered regarding treatment, to participate in a discussion of different treatment options, and to 
receive compassionate and timely care.  I understand that my provider will act in my best interest 
and provide full, accurate, and complete information so that I may make an educated decision 
regarding my care. I also understand that any exceptions to this document must be documented 
by my provider in this agreement. 
 
I have had the opportunity to read this contract or have it read to me. The contract has been fully 
explained to me, and I understand all its terms. I agree to follow the rules in this contract and 
understand that any violation of this contract will result in ending of therapy with a controlled 
substance and possibly an ending of the provider-patient relationship in accordance with 
applicable laws and regulations. All of my questions and concerns regarding treatment have been 
answered to my satisfaction, and copies of these documents have been given to me.  I understand 
I have the right and power to sign this agreement and accept all its terms. 
 
I agree to use (pharmacy)                
 
 located at                                     
 
 to fill prescriptions for all my controlled substance medications.  If my drug store location must 
be changed, I will notify my provider at my regular office visit or through a phone conversation. 
 
 
Patient Name            Date of Birth                                                                                                  
 
 
Patient Signature          Date       
 
 
Prescribing Provider Signature           
 
 
Drug prescribed              
 
 
Amount      Frequency      
 
 
Refills         
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APPENDIX 1
Morphine Milligram Equivalents (MMEs) for Commonly Prescribed Opioids

https://www.cdc.gov/opioids/providers/prescribing/guideline.html 

Additional clinical guidance, including opioid prescribing for acute pain, may be available through          
manufacturer's full prescribing information or consultation with other clinicians with expertise and experience in 
pain management. 

https://dailymed.nlm.nih.gov/dailymed/
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APPENDIX 2: 
CDC Prevention Checklist for Prescribing Opioids
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APPENDIX 3:

Opioid Risk Tool 

Mark each box that applies Female Male 
Family history of substance abuse 
     Alcohol 1 3 
     Illegal drugs 2 3 
     Rx drugs 4 4 
Personal history of substance abuse 
     Alcohol 3 3 
     Illegal drugs 4 4 
     Rx drugs 5 5 
Age between 16-45 yrs. 1 1 
History of preadolescent sexual abuse 3 0 
Psychological disease 
     ADD, OCD, bipolar, schizophrenia 2 2 
     Depression 1 1 
Screening totals 

Interpretation: Low risk for future opioid abuse: ≤3 
         Moderate risk for opioid abuse: 4-7 
         High risk for opioid abuse: ≥ 8 
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APPENDIX 4: Current Opioid Misuse Measure (COMM) 

In the past thirty days: Never Seldom Sometimes Often Very often 
How often have you had trouble with 
thinking clearly or had memory problems 

0 1 2 3 4 

How often do people complain that you are 
not completing necessary tasks?(i.e., doing 
things that need to be done, such as going to 
class, work or appointments) 
How often have you had to go to someone 
other than your prescribing practitioner to 
get sufficient pain relief from 
medications?(i.e., another practitioner, the 
Emergency Room, friends, street sources) 
How often have you taken your medications 
differently from how they are prescribed? 
How often have you seriously thought about 
hurting yourself? 
How much of your time was spent thinking 
about opioid medications (having enough, 
taking them, doing schedule, etc.)? 
How often have you been in an argument? 
How often have you had trouble controlling 
your anger (e.g., road rage, screaming, etc.)? 
How often have you needed to take 
medications belonging to someone else? 
How often have you been worried about how 
you’re handling your medications? 
How often have others been worried about 
how you’re handling your medications? 
How often have you had to make an 
emergency phone call or show up at the 
clinic without an appointment? 
How often have you gotten angry with 
people? 
How often have you had to take more of 
your medication than prescribed? 
How often have you borrowed pain 
medication from someone else?  
How often have you used your pain medicine 
for symptoms other than for pain (e.g., to 
help you sleep, improve your mood, or relive 
stress)? 
How often have you had to visit the 
Emergency Room? 

Interpretation: Score of 9 or more—negative predictive value 95%, positive predictive values 66%. This tool is most useful in 
identifying patients at low risk for abusing or misusing opioids.  
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