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PATIENT FORMS

Patient Name:	DOB:

PERSONAL CARE PLAN FOR CHRONIC PAIN
1)  Set Personal Goals

· Improve Functional Ability Score:  ____ points by: Date _________

· Return to specific activities, tasks, hobbies, sports by: Date _________




2)  Improved Sleep (Goal:  	hours/night, Current:  ___________	hours/night)

· Follow basic sleep plan
Eliminate caffeine and naps, relaxation before bed, go to bed at target bedtime

· Take Nighttime medications




3)  Increase Physical Activity
· Attend physical therapy (days/week 	)
· Complete daily stretching( 	times/night, for 	minutes)
· Complete aerobic exercise/endurance exercise







4)  Manage Stress-List main Stressors 	___
· Formal interventions (counseling or classes, support group or therapy group)


· Daily practice of relaxation techniques, meditation, yoga, creative activity, service
activities, etc): 

· Medications: 	__

5)  Decreased Pain (best pain level in past week: 	/10, worst pain level in past week: __ /10)
Non-medication treatments
Ice /heat: 	 	_



Medications:                                                                                            

Physician:                                                                  

BehavioralHealth:                                               

Patient


CC: Copy to Medical Records for scanning


Modified from: Assessment and Management of Chronic Pain Third edition/ July 2000*
and RiverStone Health Chronic Pain Manual 




SCREENING FORMS

Date _____________________________
Patient Name ________________________________
OPIOID RISK TOOL

Mark each	      	Item Score            Item Score
		            Box that applies	If Female		If Male
1. Family History of Substance Abuse 		Alcohol 			[   ] 		1 		3
Illegal Drugs 		[   ] 		2 		3 
Prescription Drugs 	[   ] 		4 		4

2. Personal History of Substance Abuse 		Alcohol 			[   ] 		3 		3
Illegal Drugs 		[   ] 		4 		4 
Prescription Drugs	[   ] 		5 		5

3. Age (Mark box if 16 – 45) 						[   ] 		1 		1

4. History of Preadolescent Sexual Abuse 				[   ] 		3 		0

5. Psychological Disease				Attention Deficit 
Disorder 		[   ] 		2 		2 
Obsessive Compulsive 
Disorder		[   ]		2		2
Bipolar			[   ]		2		2
Schizophrenia		[   ]		2		2
Depression		[   ] 		1 		1 
SCORING:
If patient is female add the first number after each checked box. If male, add the second number.
TOTAL 									_____
Total Score Risk Category:  	Low Risk 0 – 3 		Moderate Risk 4 – 7 		High Risk > 8




Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)

CAGE-AID Questionnaire
Patient Name __________________________________ Date of Visit ___________________
When thinking about drug use, include illegal drug use and the use of prescription drugs
other than prescribed. 

Questions: 										YES 	NO
1. Have you ever felt that you ought to cut down on your drinking 			[   ]	[   ]
or drug use?

2. Have people annoyed you by criticizing your drinking or drug use? 		[   ]	[   ]

3. Have you ever felt bad or guilty about your drinking or drug use? 		[   ]	[   ]
 
4. Have you ever had a drink or used drugs first thing in the morning		[   ]	[   ]
 to steady your nerves or to get rid of a hangover?

Scoring
Regard one or more positive responses to the CAGE-AID as a positive screen. 

Psychometric Properties 
The CAGE-AID exhibited: 	Sensitivity 	Specificity
One or more Yes responses 	   0.79 		     0.77
Two or more Yes responses 	   0.70 		     0.85

(Brown 1995)








Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)

PHQ-9 — Nine Symptom Checklist
Patient Name __________________________________ Date of Visit ___________________
1. Over the last 2 weeks, how often have you been bothered by any of the following problems? Read each item carefully, and circle your response.
   a. Little interest or pleasure in doing things
Not at all      	Several days      	More than half the days      	Nearly every day
   b. Feeling down, depressed, or hopeless
Not at all      	Several days      	More than half the days      	Nearly every day
   c. Trouble falling asleep, staying asleep, or sleeping too much
Not at all      	Several days      	More than half the days      	Nearly every day
   d. Feeling tired or having little energy
Not at all      	Several days      	More than half the days      	Nearly every day
   e. Poor appetite or overeating
Not at all      	Several days      	More than half the days      	Nearly every day
f. Feeling bad about yourself, feeling that you are a failure, or feeling that you have let yourself or your family      down
Not at all      	Several days      	More than half the days      	Nearly every day
   g. Trouble concentrating on things such as reading the newspaper or watching television
Not at all      	Several days      	More than half the days      	Nearly every day
h. Moving or speaking so slowly that other people could have noticed, or being so fidgety or restless that you   have been moving around a lot more than usual
Not at all      	Several days      	More than half the days      	Nearly every day
   i. Thinking that you would be better off dead or that you want to hurt yourself in some way
Not at all      	Several days      	More than half the days      	Nearly every day
2. If you checked off any problem on this questionnaire so far, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?
Not Difficult at All     	Somewhat Difficult     	Very Difficult     	Extremely Difficult

Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)
PHQ-9 – Scoring Tally Sheet
Patient Name __________________________________ Date of Visit ___________________
1. Over the last 2 weeks, how often have you been bothered by any of the following problems? Read each item carefully, and circle your response.
	
	Not at all
	Several Days
	More than half the days
	Nearly every day

	
	0
	1
	2
	3

	a. Little interest or pleasure in doing things
	
	
	
	

	b. Feeling down, depressed, or hopeless
	
	
	
	

	c. Trouble falling asleep, staying asleep, or sleeping too much
	
	
	
	

	d. Feeling tired or having little energy
	
	
	
	

	e. Poor appetite or overeating
	
	
	
	

	f. Feeling bad about yourself, feeling that you are a failure, or feeling that you have let yourself or your family down
	
	
	
	

	g. Trouble concentrating on things such as reading the newspaper or watching television
	
	
	
	

	h. Moving or speaking so slowly that other people could have noticed.  Or being so fidgety or restless that you have been moving around a lot more than usual
	
	
	
	

	i. Thinking that you would be better off dead or that you want to hurt yourself in some way
	
	
	
	

	Totals

	
	
	
	



2.  If you checked off any problem on this questionnaire so far, how difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?
	Not Difficult At All
	Somewhat Difficult
	Very Difficult
	Extremely Difficult

	0
	1
	2
	3

	
	
	
	







Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)
Copyright held by Pfizer Inc., but may be photocopied ad libitum.  May be printed without permission

How to Score PHQ-9
Scoring Method for Diagnosis

Major Depressive Syndrome is suggested if:
· Of the 9 items, 5 or more are circled as at least "More than half the days"
· Either item 1a or 1b is positive, that is, at least "More than half the days"

Minor Depressive Syndrome is suggested if:
· Of the 9 items, b, c, or d are circled as at least "More than half the days"
· Either item 1a or 1b is positive, that is, at least "More than half the days"

Scoring Method for Planning and Monitoring treatment

Question One
1. To score the first question, tally each response by the number value of each response:
Not at all = 0
Several days = 1
More than half the days = 2
Nearly every day = 3
2. Add the numbers together to total the score.
3. Interpret the score by using the guide listed below:

	Score
	Action

	≤4

	The score suggests the patient may not need depression treatment.

	5-14

	Physician uses clinical judgment about treatment, based on patient’s duration of symptoms and functional impairment.

	≥15

	Warrants treatment for depression, using antidepressant, psychotherapy and/or a combination of treatment.



Question Two
In question two the patient responses can be one of four: Not difficult at all, Somewhat difficult, Very difficult, Extremely difficult. The last two responses suggest that the patient's functionality is impaired. After treatment begins, the functional status is again measured to see if the patient is improving.














Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)
Copyright held by Pfizer Inc., but may be photocopied ad libitum.  

AUDIT Questionnaire: Screen for Alcohol Misuse1

Please circle the answer that is correct for you

1. How often do you have a drink containing alcohol?
· Never
· Monthly or less
· 2−4 times a month
· 2−3 times a week
· 4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day when drinking?
· 1 or 2
· 3 or 4
· 5 or 6
· 7 to 9
· 10 or more

3. How often do you have six or more drinks on one occasion?
· Never
· Less than monthly
· Monthly
· Weekly
· Daily or almost daily

4. During the past year, how often have you found that you were not able to stop drinking once you had started?
· Never
· Less than monthly
· Monthly
· Weekly
· Daily or almost daily

5. During the past year, how often have you failed to do what was normally expected of you because of drinking?
· Never
· Less than monthly
· Monthly
· Weekly
· Daily or almost daily

6. During the past year, how often have you needed a drink in the morning to get yourself going after a heavy drinking session?
· Never
· Less than monthly
· Monthly
· Weekly
· Daily or almost daily








7. During the past year, how often have you had a feeling of guilt or remorse after drinking?
· Never
· Less than monthly
· Monthly
· Weekly
· Daily or almost daily

8. During the past year, have you been unable to remember what happened the night before because you had been drinking?
· Never
· Less than monthly
· Monthly
· Weekly
· Daily or almost daily

9. Have you or someone else been injured as a result of your drinking?
· No
· Yes, but not in the past year
· Yes, during the past year

10. Has a relative or friend, doctor or other health worker been concerned about your drinking or suggested you cut down?
· No
· Yes, but not in the past year
· Yes, during the past year

Scoring the audit

Scores for each question range from 0 to 4, with the first response for each question (e.g. never) scoring 0, the second (e.g. less than monthly) scoring 1, the third (e.g. monthly) scoring 2, the fourth (e.g. weekly) scoring 3, and the last response (e.g. Daily or almost daily) scoring 4. For questions 9 and 10, which only have three responses, the scoring is 0, 2 and 4 (from left to right).

A score of 8 or more is associated with harmful or hazardous drinking, a score of 13 or more in women, and 15 or more in men, is likely to indicate alcohol dependence.









1Saunders JB, Aasland OG, Babor TF et al.  Development of the alcohol use disorders identification test (AUDIT):  WHO collaborative project on early detection of persons with harmful alcohol consumption – II.  Addiction 1993, 88: 791-803.


Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)

STOP BANG Questionnaire

The STOP BANG Questionnaire is a screening tool for Obstructive Sleep Apnea (OSA).

Height _____ inches/cm 	Weight _____ lb/kg 

Age _____ 			Male/Female 			BMI _____ 			

Collar size of shirt: S, M, L, XL, or _____ inches/cm 	Neck circumference _____ cm 


1. Do you snore loudly?   						Yes  	No 

2. Do you often feel tired, fatigued, or sleepy during daytime?   		Yes  	No 

3. Has anyone observed you stop breathing during your sleep?   		Yes  	No 

4. Do you have or are you being treated for high blood pressure?   	Yes  	No 

5. BMI more than 35 kg/m2?   						Yes  	No 

6. Age over 50 yr old?   							Yes  	No 

7. Neck circumference greater than 40 cm?   				Yes  	No 

8. Gender male?   							Yes  	No 


High risk of OSA: answering yes to three or more items 
Low risk of OSA: answering yes to less than three items 










Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)
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Center for Epidemiologic Studies Depression Scale (CES-D)

Below is a list of some of the ways you may have felt or behaved. Please indicate how often you have felt this way during the past week: (circle one number on each line)

	During the past week…
	Rarely or none of the time
	Some or a little of the time
	Occasionally or a moderate amount of time
	All of the time

	
	(less than 1 day)
	(1-2 days)
	(3-4 days)
	(5-7 days)

	1. I was bothered by things that usually don’t bother me
	0
	1
	2
	3

	2. I did not feel like eating; my appetite was poor
	0
	1
	2
	3

	
	
	
	
	

	3. I felt that I could not shake off the blues even with help from my family
	0
	1
	2
	3

	4. I felt that I was just as good as other people
	0
	1
	2
	3

	
	
	
	
	

	5. I had trouble keeping my mind on what I was doing
	0
	1
	2
	3

	6. I felt depressed
	0
	1
	2
	3

	
	
	
	
	

	7. I felt that everything I did was an effort
	0
	1
	2
	3

	8. I felt hopeful about the future
	0
	1
	2
	3

	
	
	
	
	

	9. I thought my life had been a failure
	0
	1
	2
	3

	10. I felt fearful
	0
	1
	2
	3

	
	
	
	
	

	11. My sleep was restless
	0
	1
	2
	3

	12. I was happy
	0
	1
	2
	3

	
	
	
	
	

	13. I talked less than usual
	0
	1
	2
	3

	14. I felt lonely
	0
	1
	2
	3

	15. People were unfriendly
	0
	1
	2
	3

	
	
	
	
	

	16. I enjoyed life
	0
	1
	2
	3

	17. I had crying spells
	0
	1
	2
	3

	
	
	
	
	

	18. I felt sad
	0
	1
	2
	3

	19. I felt that people disliked me
	0
	1
	2
	3

	20. I could not "get going"
	0
	1
	2
	3











Scoring

	Item Weights
	Rarely or none of the time
	Some or a little of the time
	Occasionally or a moderate amount of the time
	All of the time

	
	(< 1 day)
	(1-2 days)
	(3-4 days)
	(5-7 days)

	Items 4, 8, 12, & 16
	3
	2
	1
	0

	All other items:
	0
	1
	2
	3



Score is the sum of the 20 item weights. If more than 4 items are missing, do not score the scale. A score of 16 or greater is considered depressed.

Characteristics
Tested on 175 subjects.
	No. of
items
	Observed
Range
	
Mean
	Standard
Deviation
	Internal Consistency
Reliability
	Test-Retest
Reliability

	
	
	
	
	
	

	20
	1-53
	16.2
	10.9
	.91
	NA

	
	
	
	
	
	



Source of Psychometric Data
Stanford Arthritis Self-Management Study, 1996.  Unpublished.

Comments
We are no longer using the CES-D in multiethnic studies because we have found that the norms for various ethnic groups differ.  This scale is available in Spanish.

References
Radloff LS, The CES-D scale:  A self-report depression scale for research in the general population.  Applied Psychological Mesurement, 1, 1977, pp.385-401.


This scale is free to use without permission.
Stanford Patient Education Research Center, 1000 Welch Road, Suite 204, Palo Alto, CA 94304
Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)


Generalized Anxiety Disorder Questionnaire (GAD-7) 

Over the last 2 weeks, how often have you been bothered by the following problems? Circle the answer that most closely matches your experience.

	
	Not at all
	Several Days
	More than half the days
	Nearly every day

	1. Feeling nervous, anxious or on edge
	0
	1
	2
	3

	2. Not being able to stop or control worrying
	0
	1
	2
	3

	3. Worrying too much about different things
	0
	1
	2
	3

	4. Trouble relaxing
	0
	1
	2
	3

	5. Being so restless that it is hard to sit still
	0
	1
	2
	3

	6. Becoming easily annoyed or irritable
	0
	1
	2
	3

	7. Feeling afraid as if something awful might happen
	0
	1
	2
	3



Total Score ____ 

Scores of 5, 10, and 15 are taken as the cut off points for mild, moderate, and severe anxiety, respectively. When used as a screening tool, further evaluation is recommended when the score is 10 or greater.  Using the threshold score of 10, the GAD-7 has a sensitivity of 89% and a specificity of 82% for generalized anxiety disorder. It is moderately good at screening three other common anxiety disorders – panic disorder (sensitivity 74%, specificity 81%), social anxiety disorder (sensitivity 72%, specificity 80%), and post-traumatic stress disorder (sensitivity 66%, specificity 81%). 



Screening Tools 
Based on a review of the literature and the consensus of the advisory committee, the first three highlighted tools are recommended for their clinical utility in screening opioid therapy patients.

	
                                                        To Screen For 
	To Monitor
	Tool Characteristics

	
	Risk of 
Opioid 
Addiction 
	Current/Past Substance 
Abuse 
	Depression, 
Mental/ 
Behavioral 
Health 
	Opioid 
Therapy 
	Administration 
	Time to 
Complete 
	Length 
	Available for Public Use (Cost) 

	Opioid Risk Tool (ORT) 
See Page 19. 
	        X 
	Clinician or
patient self-
report
	5 minutes
	5 (yes/no)
questions
	X (Free)

	CAGE Adapted to Include Drugs (CAGE-AID) 
See Page 20. 
	                                    X 
	Clinician
	< 5 minutes
	4 (yes/no)
questions
	X (Free)

	Patient Health Questionnaire 9 (PHQ-9) 
See Page 21. 
	                                                              X 
	Patient self-
report
	< 5 minutes
	10 items
	X (Free)

	Screener and Opioid Assessment for Patients with Pain (SOAPP-R) 
www.painedu.org/soapp.asp 
	       X 
	Patient self-
report
	< 10 minutes
	24 items
	X (Free, with licensing agreement)

	Alcohol Use Disorders Identification Test (AUDIT) 
See Page 24. 
	                                  X 
	Clinician or
patient self-
report
	< 5 minutes
	10 items
	X (Free)

	Center for Epidemiologic Studies Depression Scale (CES-D) 
See Page 26. 
	                                                             X 
	Patient self-
report
	5 minutes
	20 items
	X (Free)

	Global Appraisal of Individual Needs Short Screener (GAIN-SS) 
See Page 29. 
	                                                             X 
	Staff or patient
self-report
	5 minutes
	15 (yes/no)
questions
	X (Free)

	Current Opioid Misuse Measure (COMM) 
www.painedu.org/soapp.asp 
	                                                                                            X 
	Patient self-
report
	< 10 minutes
	17 items
	X (Free, with licensing agreement)



Source:  Agency Medical Directors Group:  Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain, 2010 Update   
MMA Toolkit for Management of Chronic Non-cancer Pain – DRAFT October 2014	4









CONSENT AND TREATMENT FORMS

OPIOID TREATMENT AGREEMENT 
Patient Name: ________________________________  Claim No. __________________
	Opioid (narcotic) treatment for chronic pain is used to reduce pain and improve what you are able to do each day. Along with opioid treatment, other medical care may be prescribed to help improve your ability to do daily activities. This may include exercise, use of non-narcotic analgesics, physical therapy, psychological counseling or other therapies or treatment. Vocational counseling may be provided to assist in your return to work effort. I, _______________________________, understand that compliance with the following guidelines is important in continuing pain treatment with Dr. _____________________.

	1.  I understand that I have the following responsibilities: 
a. I will take medications only at the dose and frequency prescribed. 
b. I will not increase or change medications without the approval of this provider. 
c. I will actively participate in Return to Work (RTW) efforts and in any program designed to improve function (including social, physical, psychological and daily or work activities). 
d. I will not request opioids or any other pain medicine from providers other than from this one. This provider will approve or prescribe all other mind and mood altering drugs. 
e. I will inform this provider of all other medications that I am taking. 
f. I will obtain all medications from one pharmacy, when possible. By signing this agreement, I give consent to this provider to talk with the pharmacist. 
g. I will protect my prescriptions and medications. Only one lost prescription or medication will be replaced in a single calendar year. I will keep all medications from children. 
h. I agree to participate in psychiatric or psychological assessments, if necessary. 
i. If I have an addiction problem, I will not use illegal or street drugs or alcohol. This provider may ask me to follow through with a program to address this issue. Such programs may include the following:  
· 12-step program and securing a sponsor  
· Individual counseling  
· Inpatient or outpatient treatment  
· Other: __________________
	2.  I understand that in the event of an emergency, this provider should be contacted and the problem will be discussed with the emergency room or other treating provider. I am responsible for signing a consent to request record transfer to this doctor. No more than 3 days of medications may be prescribed by the emergency room or other provider without this provider’s approval. 

3. I understand that I will consent to random drug screening. A drug screen is a laboratory test in which a sample of my urine or blood is checked to see what drugs I have been taking. 

4. I will keep my scheduled appointments and/or cancel my appointment a minimum of 24 hours prior to the appointment. 

5. I understand that this provider may stop prescribing opioids or change the treatment plan if: 
a. I do not show any improvement in pain from opioids or my physical activity has not improved. 
b. My behavior is inconsistent with the responsibilities outlined in #1 above. 
c. I give, sell or misuse the opioid medications. 
d. I develop rapid tolerance or loss of improvement from the treatment. 
e. I obtain opioids from other than this provider. 
f. I refuse to cooperate when asked to get a drug screen. 
g. An addiction problem is identified as a result of prescribed treatment or any other addictive substance. 
h. I am unable to keep follow-up appointments. 


	Patient Signature                                                                    Date 

	Provider Signature                                                                 Date



PLEASE READ AND SIGN REVERSE SIDE 
Provider: Keep signed copy in file and give a copy to patient. Must renew Agreement every 6 months. 



Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)
OPIOID TREATMENT AGREEMENT 
Patient Name: ________________________________  Claim No. __________________
Your safety risks while working under the influence of opioids 
You should be aware of potential side effects of opioids such as decreased reaction time, clouded judgment, drowsiness and tolerance. Also, you should know about the possible danger associated with the use of opioids while operating heavy equipment or driving.
 Side effects of opioids  
· 
· Confusion or other change in thinking abilities  
· Nausea  
· Constipation  
· Vomiting  
· Dry mouth 
· Sleepiness or drowsiness  
· Problems with coordination or balance that may make it unsafe to operate heavy equipment or motor vehicles  
· Breathing too slowly – overdose can stop your breathing and lead to death  
· Aggravation of depression  

These side effects may be made worse if you mix opioids with other drugs, including alcohol. 
Risks 
Physical dependence. This means that abrupt stopping of the drug may lead to withdrawal symptoms characterized by one or more of the following:  
· 
· Runny nose  
· Abdominal cramping  
· Rapid heart rate  
· Diarrhea  
· Sweating  
· Nervousness  
· Difficulty sleeping for several days  
· Goose bumps 

Psychological dependence. This means it is possible that stopping the drug will cause you to miss or crave it. 
Tolerance. This means you may need more and more drug to get the same effect. 
Addiction. A small percentage of patients may develop addiction problems based on genetic or other factors.
 Problems with pregnancy. If you are pregnant or contemplating pregnancy, discuss with your provider. 
Payment of medications State law forbids L&I from paying for opioids once the patient reaches maximum medical improvement. You and your provider should discuss other sources of payment for opioids when L&I can no longer pay. 
Recommendations to manage your medications  
· Keep a diary of the pain medications you are taking, the medication dose, time of day you are taking them, their effectiveness and any side effects you may be having.  
· Use of a medication box that you can purchase at your pharmacy that is already divided in to the days of the week and times of the day so it is easier to remember when to take your medications.  
· Take along only the amount of medicine you need when leaving home so there is less risk of losing all your medications at the same time. 
I have read this document, understand and have had all my questions answered satisfactorily. I consent to the use of opioids to help control my pain and I understand that my treatment with opioids will be carried out as described above. 
	Patient                                                        Signature                                         Date 

	Provider                                                     Signature                                          Date


PLEASE READ AND SIGN REVERSE SIDE
Provider: Keep signed copy in file and give a copy to patient. Must renew Agreement every 6 months. 
Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)

Pain Agreement

Section I

Introduction

I, _____________________________, am seeking healthcare services for the treatment of my painful condition from the ____________________________. I understand treating my condition will require a plan/program involving medication therapy for pain management. There are numerous state and Federal laws and regulations regarding the use of prescription medications and specifically controlled substances such as opioids. The purpose of this agreement is to help this healthcare practice and I comply with these laws and regulations. I understand this agreement will provide me with information about my treatment plan, and the medications I am prescribed to alleviate my pain to help me understand my pain.
                                                                         	______________ (initials)
Goals of Therapy

The purpose of this agreement is to provide me with information about the medications I will be taking for pain management and to assure I and my physician comply with all state and federal regulations concerning the prescribing of controlled substances. A trial of opioid therapy may be considered for moderate to severe pain with the intent of reducing pain and increasing function. The provider’s goal is for me to have the best quality of life possible given the reality of my clinical condition. The success of treatment depends on mutual trust and honesty in the physician/patient relationship and full agreement and understanding of the risks and benefits of using opioids to treat pain.
                                                                       	______________ (initials)

Section II

Patient Disclosure of Current Medications and History of Substance Abuse

	Current Medications
I will inform my physician of all medications I am taking, since opioid medications can interact with over-the-counter medications and other prescribed medications, especially cough syrup that contains alcohol, codeine or hydrocodone. I understand the use of alcohol and opioid medications is not advised.
	______________ (initials)

History of Substance Abuse
I do not currently have problems with substance abuse (drugs and/or alcohol).

	______________ (initials)



I will not use illegal or street drugs or alcohol. My provider may ask me to follow through with a program to address my substance abuse issue. Such programs may include the following:
· 12-step program and securing a sponsor
· Chemical Dependency evaluation
· Individual counseling
· Inpatient or outpatient treatment
· Other: _________________	______________ (initials)

Section III

Definition of a Single Provider and Single Pharmacy

I will receive opioid medication prescriptions only from the ____________________________. I will not receive opioid medications from any other source. I agree to notify my provider in advance of any anticipated acute needs (e.g., dental work or surgery) which may require a change in my opioid dose.
	______________ (initials)

I will not attempt to obtain any controlled medicines, including opioid pain medications, or controlled stimulants, from any other provider. 
	______________ (initials)

I agree to only use my medications as prescribed and for the purpose prescribed and that if I overuse my medications they will not be refilled early.

	______________ (initials)

I agree to use_________________________________________ Pharmacy, located at ____________________________________________________, telephone number_____________________________, for filling prescriptions for all my pain medications.
	______________ (initials)

If I receive opioid medications from another provider while a patient with the ____________________________, I will be dismissed from the practice.

	______________ (initials)









Section IV

Information Consent on the Risk of Using Opioids

	Possible Side Effects of Opioids
· Confusion or other change in thinking abilities
· Problems with coordination or balance which may make it unsafe to operate dangerous equipment or motor vehicles. If you believe you are impaired you SHOULD NOT operate dangerous equipment or a motorized vehicle
· Breathing too slowly – overdose can stop your breathing and lead to death
· Nausea
· Sleepiness or drowsiness
· Vomiting
· Constipation
· Aggravation of depression
· Dry mouth

Other side effects may include, but are not limited to, the following: unsteadiness, decreased appetite, problems urinating, depression and sexual dysfunction (in males, testicular atrophy). These side effects may be made worse if I mix opioids with other drugs, including alcohol.
	______________ (initials)

Section V

Definition of Addiction, Tolerance and Physical Dependence

Addiction, Tolerance and/or physical dependence can occur with the use of opioid medications. 

Addiction is a primary, chronic neurobiological disease with genetic, psychosocial and environmental factors influencing its development and manifestation. It is characterized by behavior that includes one or more of the following: impaired control over drug use, compulsive use, continued use despite harm, and cravings. This means the drug decreases one’s quality of life.

Tolerance means a state of adaptation in which exposure to the drug induces changes that result in diminution of one or more of the drug’s effects over time. The does of the opioid may have to be titrated up or down to a dose that produces maximum function and a realistic decrease of the patient’s pain.

Physical dependence means if the opioid medication is abruptly stopped or not taken as directed, a withdrawal symptom may occur. This is a normal physiological response. The withdrawal syndrome could include, but are not limited to: sweating, nervousness, abdominal cramps, diarrhea, goose bumps and alterations in one’s mood. 
	______________ (initials)


Section VI

Self-report on Pain, Side Effects, and Function at Follow-up Visits

I will communicate fully with my provider about the character and intensity of my pain, the effect of pain on my daily life and how well the medicine is helping to relieve my pain.
	______________ (initials)
Pregnancy (Female Patients Only)

I understand the potential harm of opioid medication to unborn children and agree to notify the ____________________________if I am or become pregnant in the future.
	______________ (initials)

Establishment of Regular Follow-up Care Visits and Medication Refills

Changes in my prescriptions, including dose adjustments, refills, and new medications, will be made only during scheduled office visits and not over the phone or during unscheduled visits. Telephone calls regarding opioid medication should be limited to reports of significant side effects necessitating decreasing or stopping the medication.
	______________ (initials)

Prescription Refill Requirements

Prescription refill requests must be submitted to your pharmacy 14 days prior to the refill date. Please note - all prescription requests will be processed during regular office hours only. NO refills of any medications will be completed during the evening hours or on weekends.
	______________ (initials)

Consent to Unannounced Urine Drug Screen Tests or Pill/Patch/Stick Counts

I understand I will consent to unannounced drug screening. A drug screen is a laboratory test in which a sample of my urine or blood is checked to determine what drugs I have been taking.
	______________ (initials)

I may be asked to bring all unused pain medications, in their original containers, to my office visit. I will comply when requested to bring my pain medications to my appointment.
	______________ (initials)

I may be asked to comply with a request for an unannounced pill/patch/stick count.

	______________ (initials)



Section VII

Definition of Terms of Non-compliance and Termination of Treatment

Evidence of misuse/abuse of opioids will result in tapering and discontinuation. Specific examples of misuse/abuse include injecting or snorting oral formulations; selling, giving away, or borrowing opioids; and frequent dosage escalations despite warnings.

Other unacceptable activities include prescription forgery; obtaining drugs from non-medical sources; concurrent use of alcohol or illicit substances; repeatedly seeking prescriptions from other clinicians or emergency room departments; deterioration in functioning at work, in the family, or socially; and repeated resistance to changes in therapy despite clear evidence of physical or psychological side effects.

I understand my failure to meet these requirements may result in my provider choosing to stop prescribing opioid medications for me. Withdrawal from the medications will be coordinated by the provider and may require specialist referrals.
	______________ (initials)

Section VIII
Missed Appointments

If I consistently fail to keep scheduled appointments without 24 hours advance notification, I will be subject to dismissal from the practice (three or more missed appointments in one (1) year whether no shows, cancellations or a combination of both).
	______________ (initials)
Lost or Stolen Prescriptions

I understand I am receiving medications which are at high risk of being stolen. I am responsible for protecting these medications. The ____________________________ cannot replace medications or prescriptions which are lost or stolen. I also understand if my medications are stolen, I am required to file a report with local law enforcement agencies.

	______________ (initials)

Use of Illegal Controlled Substances

I will not use any illicit substance, such as cocaine, marijuana, etc. while a patient of the ____________________________. A positive urine drug screen may result in termination of my opioid therapy and a mandatory chemical dependency evaluation.  
	______________ (initials)

The position of the ____________________________does not allow the prescribing of opioid medications to any patient who is a user of medical marijuana. If you use medical marijuana, for any reason, you will not receive any opioid medications and will be required to titrate off the medical marijuana to continue to receive opioid medications.
	______________ (initials)

Sharing, Selling or Trading Medications

I understand selling, trading or giving medication prescribed to me to another person, including a family member, is illegal.
	______________ (initials)

Section IX
Patient Waiver of Privacy

I authorize my provider and my pharmacy to cooperate fully with any city, state or Federal law enforcement agency, including the state of residency’s state Board of Pharmacy, in the investigation of possible misuse, sale or diversion of my pain medication. I authorize my provider to provide a copy of this agreement to my pharmacy. I agree to waive any applicable privilege or right of privacy or confidentiality with respect to these authorizations.
	______________ (initials)

Section X
Required Signatures

I affirm I have full right and power to sign and be bound by this agreement and that I have read, understand and accept all of its terms. I understand violations of this pain agreement may result in dismissal from the ____________________________
	
I have read this document, understand it, and have had all my questions answered satisfactorily. I agree to the use opioids to help control my pain. I understand my treatment with opioid medications will be carried out in accordance with the conditions stated above.
	
I certify I have knowingly and willingly signed this contract.


	______________________________________________   ______________
	Patient Signature 	       Date

	______________________________________________   ______________	
	Witness Signature 	       Date

	______________________________________________   ______________
	Provider Signature	       Date


Source:  St. Vincent Healthcare, Billings, MT

Medication Agreement
This is a medication contract between _______________________ and Universal 
Pain Specialists. The purpose of this contract is to outline policies regarding controlled 
substances, including narcotics (Hydrocodone, Oxycodone, Morphine, Fentanyl, etc). 
This agreement will help makes sure we comply with state and federal regulations. A 
trial of opioid therapy will be considered for moderate to severe pain with objective of 
reducing pain and improving function. The success of this treatment will be based on 
honesty and trust between the physician and the patient. Please read through this 
contract thoroughly and ask for clarifications or questions about anything you do not 
understand. 
 
1. Only one physician will prescribe any narcotics. If there is a change or an emergency situation our office will be notified immediately. 
2. Only one pharmacy will be used for any controlled substance prescriptions. 
3. Medication must be taken only as prescribed. 
4. If medication is lost or stolen, a police report must be filed and the office must be contacted immediately. Medication will not be replaced for any reasons. 
5. Random urine drug screenings will happen during the course of treatment and you are expected to comply. Positive results of illicit drugs or negative results of the prescribed drug may result in termination from the clinic. 
6. Opioid analgesics will not be prescribed on your initial visit. An acceptable urine drug screen and review of pharmacy records must occur prior to starting these medications. 
7. The prescribed medication is for the patient whom it is prescribed to and nobody else.
8. I will bring all bottles of opioids to my appointment and a pill count may take 
8. place. Inconsistent pill counts may cause for termination from the clinic. 
9. Prescription refills or issues will only be addressed during regular office hours, not after hours or weekends. 

Signature: __________________________ Date: _____________ 
10.  I understand that my provider will be verifying that I am receiving controlled substances from only one prescriber and only one pharmacy by checking the Prescription Monitoring Program web site periodically throughout my treatment period. 
11. The use of any illicit / illegal drugs (Cocaine, Heroin, Marijuana, etc) is forbidden with opioid treatment. 
12.  The use of alcohol during opioid treatment is forbidden. 
13.  Universal Pain Specialists recommends patients do not drive or operate heavy machinery while on opioids or other controlled substances. 
14.  I will not attempt to obtain any opioids, anti-anxiety, or controlled stimulants from any other provider. 
15.  The maximum daily dose at Universal Pain Specialists is 120 mg of Morphine equivalent. If you are currently on a higher dose an attempt to safely lower dose will be made. 
16.  There are side effects associated with opioid therapy and they include: Nausea, vomiting, constipation, sleeping abnormalities, sexual dysfunction, respiratory depression, sedation, edema, sweating, skin rash, and / or death. 
17. [bookmark: _GoBack] There is a risk that you become addicted. Addiction is chronic neurobiologic disease it is characterized by continued use despite harm, impaired control over use, compulsive use and cravings. Addiction may affect the patients quality of life.
18.  You agree to allow your physician to contact any healthcare provider, pharmacy, family members, legal agency or regulatory authority to obtain or provide information regarding your care, only if the physician finds it is necessary. 
19. You agree to seek psychological or psychiatric therapy if the physician deems necessary. 
20. You must call the clinic 5 days prior to your refill date to ensure you refill is ready on time for your pick up. 

Signature: ______________________________ Date: _____________ 


21. You must show up for your follow ups to evaluate therapy. 
22. Pharmacy that will be used for all of my controlled substances will be 

Pharmacy _________________________ Phone Number ____________________ 
Any violation of this contract will cause for termination of controlled substances and 
possibly from the clinic. 

Thank you for your understanding. Our goal is to provide compassionate care while 
ensuring the health and safety of our patient and community. 


Signature: _______________________________ Date: _______________ 
















Source:  Universal Pain Specialists.com
 







FUNCTIONAL PAIN ASSESSMENT FORMS



Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (CNCP) 30
 
	Pain Intensity and Interference 

	In the last month, on average, how would you rate your pain? Use a scale from 0 to 10, where 0 is "no pain" and 10 is "pain as bad as could be"? [That is, your usual pain at times you were in pain.] 
No Pain                                                                                                                  As bad as pain could be 

	0 
	1 
	2 
	3 
	4 
	5 
	6 
	7 
	8 
	9 
	10 

	In the last month, how much has pain interfered with your daily activities? Use a scale from 0 to 10, where 0 is "no interference" and 10 is "unable to carry on any activities"? 
No interference                                                                                       Unable to carry on any activities

	0 
	1 
	2 
	3 
	4 
	5 
	6 
	7 
	8 
	9 
	10 



Interpretation of the Two Item Graded Chronic Pain Scale – This two item version of the Graded Chronic Pain Scale is intended for brief and simple assessment of pain severity in primary care settings. Based on prior research, the interpretation of scores on these items is as follows:
	Pain Rating Item 
	Mild 
	Moderate 
	Severe 

	Average/Usual Pain Intensity 
	1–4 
	5–6 
	7–10 

	Pain-related interference with activities 
	1–3 
	4–6 
	7–10 



Although pain intensity and pain-related interference with activities are highly correlated and tend to change together, it is recommended that change over time be tracked for pain intensity and pain-related interference with activities separately when using these two items. 

For an individual patient, a reduction in pain intensity and improvement in pain-related interference with activities of two points is considered moderate but clinically significant improvement. 

Similar pain ratings have been widely used in the Brief Pain Inventory, the Multidimensional Pain Inventory, and the Pain Severity Scale of the SF-12. 







Source:  AMDG Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain (2010 Update)


Global Pain Scale 
Lynch PJ, Woodhouse J, Gentile DA (2005).  Available at www.paindoctor.com/global-pain-scale 

INSTRUCTIONS: For each question, please circle the number that best represents your answer. If a question does not 
apply to you, please leave that item blank. Please note that some questions ask you about right now, and some ask 
you to answer for the past week. 

YOUR PAIN: (Please indicate your level of pain by circling a number from 0 to 10)

My current pain is ............................................... No pain:   0    1    2    3    4    5    6    7    8    9    10  :Extreme pain 
During the past week, 
the best my pain has been is ..................No pain:   0    1    2    3    4    5    6    7    8    9    10  :Extreme pain 
During the past week, 
the worst my pain has been is ................No pain:   0    1    2    3    4    5    6    7    8    9    10  :Extreme pain 
During the past week, 
my average pain has been ......................No pain:   0    1    2    3    4    5    6    7    8    9    10  :Extreme pain

YOUR FEELINGS: (Indicate your agreement or disagreement with each statement by circling a number from 0 to 10)

During the past week, 
I have felt less pain ..............................Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree 

During the past week, I have felt: 

Depressed ........................................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Anxious ................................................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Afraid ............................................... ... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Hopeless .............................................. Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Exhausted ............................................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Terrified ............................................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree

CLINICAL OUTCOMES: (Indicate your agreement or disagreement with each statement by circling a number from 0 to 10)

During the past week, 

I had trouble sleeping ............................. Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I had trouble feeling comfortable ........... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I took fewer medications ........................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
My overall mood improved .................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I was more independent ......................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I had more energy ................................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I was able to do my work ........................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I had more control over my pain ............ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I needed to see the doctor less often …... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
I was satisfied with my medical care …….. Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree



YOUR ACTIVITIES: (Indicate your agreement or disagreement with each statement by circling a number from 0 to 10) 

I am currently unable to: 

Go to the store ........................................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Do chores in my home ............................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Exercise ................................................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Bathe and dress myself ........................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Enjoy my friends and family .................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Spend time outside ................................. Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Walk up or down stairs ........................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Bend over to pick things up .................... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Stand as long as I want to be able to ……. Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Walk as far as I want to be able to .......... Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Drive ........................................................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree
Comfortably enjoy sex ............................ Strongly Disagree:    0    1    2    3    4    5    6    7    8    9   10 :Strongly Agree

Internal Reliability of the GPS
The total GPS scale was reliable (Cronbach alpha = .89), as were each of the subscales (‘Your Pain’ = .87, ‘Your   Feelings’ = .84, ‘Clinical Outcomes’ = .72, and ‘Your Activities’ = .96).  Confirmatory factor analyses were conducted to verify that the items fit within their intended subscales. Three subscales had all factor loadings over .400 (ranges for each subscale: Pain = .790 to .946, Feelings = .629 to .814, Clinical Outcomes = .239 to .736, and Activities = .697 to .913). The hypothesized 4-factor structure thus appears to be appropriate, with the possible exception of the Clinical Outcomes factor. The Clinical Outcomes factor includes 11 statements about potentially clinically relevant issues in the previous week.  Eight of the 11 had high factor loadings (over .400). This limitation will be discussed in more detail later.



Pain

Emotions
Clinical
Outcomes

Activities
Pain




Emotions
.23c



Clinical Outcomes
.33c
.31c


Activities
.22c
.19b
.10

Total
.65c
.67c
.60c
.67c
Note: a P < .05, b P < .01, c P < .001


Table 2. Intercorrelations among the subscales of the Global Pain Scale

Construct Validity of the GPS
Table 2 displays the inter-correlations among the GPS subscales and the total weighted score. Pain itself is significantly correlated with each of the other subscales, as it should if pain affects one’s emotional state, activities, and clinical outcomes. Although the individual sub-scales are correlated, the correlations are in the small to moderate range, suggesting that they each have unique variance and are measuring separate constructs. These significant but moderate inter-correlations are an indication of construct validity of the subscales.


Source:  www.painphysicianjournal.com; January/February 2011; 14:61-70







TREATMENT PROTOCOLS


COMMUNITY SAFE PRESCRIBER
(Primary Care Version)
· We support the use of opioid medications for chronic non-cancer pain patients only after determining that alternative therapies do not deliver adequate pain relief.  The lowest effective dose of opioids should be used.
· We support the use of behavioral screening tools (such as the ORT, AUDIT, PHQ9 or other similar questionnaires) which screen for depression, anxiety, substance abuse, alcohol abuse, and nicotine abuse all of which increase the risk for opiate abuse.
· We support caution when using opioids in those conditions that may potentiate opioid adverse effects which include COPD, CHF, Sleep Apnea, renal dysfunction, hepatic dysfunction, and the elderly.
· We support the use of a standardized Medication Agreement for all patients on chronic opiates for longer than 6 weeks duration.
· We support the use of a baseline urine drug screen prior to starting any patient on opiate therapy for chronic non-cancer pain.
· We support the use of random, periodic, targeted urine testing for opioids and other drugs for any patient less than 65 years of age with non-cancer pain who have been treated with opioids for more than 6 weeks.
· If a patient’s dosage increase’s to 120mg MED (Morphine Equivalent Dosage) or more without substantial improvement in function and pain we support a consult from a pain specialist.  Those patients that are currently stable and well controlled can be exempt from this requirement per the physician’s discretion.
· We support the practice of not combining opioids with sedative-hypnotics, benzodiazepines, or barbiturates for chronic non-cancer pain unless there is a specific medical or psychiatric indication for the combination. We support the use of increased drug monitoring in such cases.
· We support evaluation of the safety and effectiveness of opioid therapy for chronic non-cancer pain at a minimum of every 3 months in the office,  more frequently if deemed necessary by the patient’s response to screening tools.
· We support assessment of the effectiveness of opioid therapy by tracking and documenting both functional improvement and pain relief.
· We support tapering patients off opiates, if deemed necessary, by 10% of the original dose per week.  Some patients may be tapered more rapidly without problems over 6 – 8 weeks.
· We support notifying all patients that the use of opiates can lead to dependence, accidental over dose, and death.  We also support notifying patients that chronic opioid use, may paradoxically, induce abnormal pain sensitivities including allodynia and hyperalgesia.
· We support having no more than 50 patients at any one time on an opiate agreement.

Name       ________________________________________________________________
Signature________________________________________________________________



Source:  Marc Mentel, D.O.

Chronic Illness with Pain
Visit #1 Checklist


	Patient Name: 			Date of Birth:		
	(last)	(first)	mm/dd/yy
	
	Visit Provider: 		


	Visit Nursing: 			Date of Visit:		
	mm/dd/yy


NURSE	
	Obtain urine sample for Urine Drug Screen per standing order.
	Give Chronic Illness with Pain Treatment - Patient Information Sheet to patient.
	Complete basic nursing assessment and document all Current Medications in eCW.
	Graded chronic pain scale completed prior to being seen by provider.
	Opioid Risk Tool 
	Complete Release of Information forms with the patient prior to end of visit.
	Do not send forms with the patient.
	Schedule patient for Visit #2 with MD on the team in one to two weeks.
	If patient sees a midlevel provider for initial visit, please schedule next appointment with 2nd or 3rd year resident or faculty member
	Schedule patient for Visit #3 with MD on the team within one month.
	Give patient appointment cards



PROVIDER	
	Load Chronic Illness with Pain template
	Explain Three-visit Process for evaluation of chronic illness with pain.
	Assessment of chronic illness and need for treatment of pain.
	Likely use of adjuvant therapy without certainty of any opiates being dispensed.
	Requirement of Controlled Substance Agreement and Opiate Risk Tool.
	No use of Medical Marijuana if receiving opiates.
  Search State prescription drug registry	

Documentation within eCW
	Review Current Medications list including ‘Stop’ of opiates yet to be continued.
	Preliminary documentation of sentinel injury, definitive imaging, etc. in Medical History.
	Add 338.29 : Chronic Pain Syndrome NOS to Problem List.
	Use the billing Visit Code of ‘99213 Office Visit, Est. Pt., Level 3’ (likely time-based).
	Indicate Follow-up appointment based on next scheduled visit.



Visit #2			date: 		time: 	
	(Team MD)	(‘routine visit’ slot preferred)


Visit #3			date: 		time: 	
	(Team MD)	(‘routine visit’ slot required)

This form is not part of the patient record.  –Do Not Scan-- Place in chronic pain folder.  Rev. 05/13
Source:  RiverStone Health Chronic Pain Manual (5/2013)

UNIVERSAL PRECAUTIONS
1) MAKE A DIAGNOSIS WITH APPROPRIATE DIFFERENTIAL.
· SPECIFIED TREATMENT FOR SPECIFIC PAIN QUALITY AND PAIN GENERATOR(S).
· Thorough physical exam, patient history
· Appropriate work up such as Imaging studies, EMG, laboratory work
· ESTABLISH MEDICAL NECESSITY (LACK OF PROGRESS WITH OTHER THERAPIES ALONE)
· Therapeutic interventions
· Physical therapy
· Behavior/neuropsychological interventions
(1A) EDUCATE PATIENT REGARDING APPROPRIATE EXPECTATIONS
· Function and appropriate reconditioning is the primary goal
· Pain reduction is secondary
· From FSMB Model Policy
· Chronic pain often is intractable
· Current state of medical knowledge and medical therapies, including opioid analgesics, does not provide for complete elimination of chronic pain in most cases
· The existence of persistent and disabling pain does not in and of itself constitute evidence of under-treatment
· Some cases of intractable pain actually result from overtreatment in terms of procedures and medications
(2) RISK BENEFIT ANALYSIS INCLUDING PSYCHOLOGICAL ASSESSMENT INCLUDING RISK OF ADDICTIVE DISORDERS.
· Sensitive and respectful assessment of risk.
· Addiction/misuse
· Health risks – copd, sleep apnea, endocrinopathy, etc.
· Urine drug testing.
(3) INFORMED CONSENT/PATIENT EDUCATION
· Re-explanation of chronic opioid therapy risks and benefits.
· Discussion regarding: addiction, physical dependence, and tolerance should be described.
(4) TREATMENT AGREEMENT
· Obligations of patient and practitioner.
· Combined with informed consent.
· Boundaries set with early identification and intervention around aberrant behavior.

(5) PRE- AND POST-INTERVENTION ASSESSMENT OF PAIN LEVEL AND FUNCTION.
· Documented assessment of pre-trial pain
· Scores and functional status
· Set functional goals -- functional metrics.
(6) 6-8 WEEK TRIAL, CONSIDER ADJUNCTIVE MEDICATION
· Opioid therapy opioids not a treatment of first choice nor of
· Start low dose
· Use adjuvants such as nsaids, anti-epileptics, antidepressants
· Avoid benzodiazepines (synergistic respiratory depression)
· Discontinue opioids for:
· Lack of analgesia
· Side effects
· Lack of functional improvement
(7) REASSESSMENT OF PAIN SCORE AND LEVEL OF FUNCTION.
· Corroborate with third party or family members.
· Rationale to continue opioid therapy.
(8) REGULARLY ASSESS THE FIVE “A’S”
· Analgesia.
· Activity.
· Adverse effects.
· Aberrant behavior.
· Affect.
(9) PERIODICALLY REVIEW PAIN DIAGNOSIS AND COMORBID CONDITIONS, INCLUDING ADDICTIVE DISORDERS.
· Does an addictive disorder exist or predominate?
· Adherence monitoring to screen for addiction
· Prescription drug monitoring programs
· Https://app.mt.gov/pdr/
· Random drug screens
· Pill counts
(10) DOCUMENTATION
· Initial pain exams and comparative periodic assessments.
· Medico-legal documentation.












Source:  Gourlay Universal Precautions

ASIPP – Prescription Opioid Abuse in Chronic Pain

Ten-step process: An algorithmic approach for long-term opioid therapy in chronic pain.

	STEP I
	Comprehensive initial evaluation

	
STEP II
	Establish diagnosis
♦ X-rays, MRI, CT, neurophysiologic studies
♦ Psychological evaluation
♦ Precision diagnostic interventions

	
STEP III
	Establish medical necessity (lack of progress or as supplemental therapy)
♦ Physical diagnosis
♦ Therapeutic interventional pain management
♦ Physical modalities
♦Behavior therapy

	
STEP IV
	Assess risk-benefit ratio
♦ Treatment is beneficial

	STEP V
	Establish treatment goals

	STEP VI
	Obtain informed consent and agreement

	
STEP VII
	Initial dose adjustment phase (up to 8-12 weeks)
♦ Start low dose
♦ Utilize opioids, NSAIDs and adjuvants
♦ Discontinue
• Lack of analgesia
• Side effects
• Lack of functional improvement

	
STEP VIII
	Stable phase (stable – moderate doses)
♦ Monthly refills
♦ Assess for four A’s
• Analgesia
• Activity
• Aberrant behavior
• Adverse effect
♦ Manage side effects

	
STEP IX
	Adherence monitoring
♦ Prescription monitoring programs
♦ Random drug screens
♦ Pill counts

	
   STEP X

	Outcomes
♦ Successful – continue
• Stable doses
• Analgesia, activity
• No abuse, side effects
♦ Failed – discontinue
• Dose escalation
• No analgesia
• No activity
• Abuse
• Side effects
• Noncompliance

	
	



Source:  Pain Physician:  Opioid Special Issue July 2012; 15:ES67-ES92, www.painphysicianjournal.com
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