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pioids are potentially dangerous
medications that can lead to ac-

cidental overdose, death, or im-
pairment around machinery or while
driving an automobile. Therefore-even
for the chronic pain P.atients who gener-
ally need opioids to improve firnctionali-
ty-they should be used judiciously and
wisely.

Patients may be frustrated by the bur-
den of these nrles, not being able to ad-
just their own medication, or take as much
medication as they want.. The patients'
idea of an ideal opioid would be one they
could take whenever they wish in whatev-

er amount they wish. However, this class

of medications is not one that patients can

safely be trusted to adjust on their own.
Giving a patient an addictive medica-

tion and allowing them fiee access to tim-
ing and dosage is out of the question -
there must be physitian supewision. No
one can self-supervise one's own addic-
tive medication, even if the patient is not
an addict and the medication is clearly
indicated. It is critical to set rules and pa-

rametels. The patient must follow the
plan for the benefit of both the patient

trolled substances

and AprilTaylor, RN, BSN

and the physician. If the patient fails to

comply, then it is a potentially danger-
ous situation for both. The key to ap-

propriate chronic pain management is to

establish rules (or guidelines) for treat-
ment and then tailor the care to each in-
dividual. Following these rules lowers the

risk of supporting drug diversion in the

patient who plays the role of a chronic
pain sufferer in order to sell or abuse opi-
Lids. Mo.. importantly, these rules will
provide the chronit pain patient with

Proper care.- 
The Federation ofstate Medical Boards

of the United States, Inc. guidelines want
physicians to follow a "usual course ofpro-
iessional practice" to find a balance be-

tween appropriate patient care and risk
of investigation. Their focus is on appro-
priate treatment and documentation, not

on quantity or chronicity of opioid pre-
scriptions.t Appropriate treatment re-

duces pain and ensuing pain relief im-
proves function-whereas addiction de-

t 
"mes 

function.'? Co-morbid conditions
must also be treated, treating the whole

person and improving overall function-
ing.a' A multidisciplinary approach gives

the patient multiple options, of which
opioid therapy is only one Paft.

Chronic pain is one co-morbidity in the

Chronic Pain Syndrome. Once pain has

become chronic, all parts of a patient
functioning are affected. Insomnia, fa-

tigue, sexual dysfunction, depression and
anxiety also occur. Each co-morbidity
worsens the others and, in turn, lowers

functioning.' Pain can be categorized as

nocioceptive or neurogenic. Nocioceptive
has a physical origin of pain that is opi-

oid receptive. Neurogenic pain is chron-
ic with often no observable physical ori-
gin of pain.'Neurogenic painwill demon-
strate incomplete opioid resPonse or
none at all.

Opioids play an important part of the

overall pain treatment Program - but
only a part and never I00%. Proper ap-

plication of opioids varies from patient to

patient - from significant usage in one

patient (good response, no tolerance, lit-
ile co-morbidities) and minimal usage in
another (poor response, neurogenic pain,

tolerance, addiction, co-morbid diseases)'

This article discusses the nrles for the use

of opioids in the patients for whom they
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Chronic 0pioid Fl ules

Frcune 1

are indicated and illustrates signs of suc-

cess and failures'6'7'8 (see [igure l)'

Rule No. I
There should be a single prescribing
physician using a multidisciplinary ap'
proach to pain management' Dosages

must be monitored and re-evaluated with
monthly visits and, because there is only
one managing physician, the risk of over-

dose and withdrawal is eliminated

Rule No.2
Complete a thorough history and physi-
cal. Not only does this mean performing
a thorough H&R but also generating a de-
tailed documentation of it.n Releases

should be signed lor any Previous
providers regarding previous treating
doctors and/or substance treatment

and/or psychological evaluations' The re-
lease must give permission for the physi-

cian to talk with other professionals re-

garding pain and associated co-morbid
conditions only. HlPPAregulations forbid
blanket releases, so the release must be

specific. The contract needs to speciff
that the physician or his staffwill be con-
tacting previous caregivers or pharma-
cists. Refusal to sign a release prevents the
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physician fiom managing the drug properly and should raise a
flag for further investigation.

Physician problems with the DEA regarding opioids almost
always arise from lack of documentation matching the pre-
scription. Included in documentation is an explanation of the
diagnosis, rationale for the treatment plan and an ongoing, up-
dated treatment plan. Diagnosis needs to be thorough. Low back
pain is not a diagnosis. It is a symptom. The diagnosis could be
degenerative disk disease, osteoarthritis or spondylosis. Docu-
mentation should also include the rationale for giving opioids,
such as a completion of a substince abuse screen, psychological
exam, failure of other treatments and interference with func-
tion. The physiciarfmust be prepared to explain why unusual-
ly larger doses or fiequency changes have been prescribed.

Before a physician prescribes a chronic opioid, the patient
must have failed first line treatments. Chronic opioid use is nor
appropriate until non-opioid options have been tried and found
inadequate. These include NSAIDs, Ultram, trigger-point in-
jections, physical therapy, and chiropractic care. Documenration
of this failure must be shown.

Rale No. 3
Ferform urine drug screens on suspected abusers. Remember
that the drug screen should be positive for the prescribed drug
and no others. Addictswill commonly use the entire drug early
in the month, run out and be negative on the drug screen. Al-
ternately, they will sell the prescribed drug, take another and
test positive for those non-prescribed substances.

Rule No.4
Make appropriate consults; share the responsibility of treatmenr
of the chronic pain syndrome. Appropriate consults may include
a pain specialist, orthopedist, neurosurgeon and psychological
specialist. Rychological examination by a professional trained
in addiction is nece$sary to determine past or potential for abuse
and manipulation. Since most chronic pain patients will even-
tually develop severe depression and/or anxiety as part of the
syndrome, psychological care must be addressed as part of the
overall treatment of chronic pain. Psychological care is an im-
portant part in any multidisciplinary approach to help the pa-
tient accept and cope with the psychological effects of chronic
pain.

Rule No.5
Co-morbid conditions must be identified and treated. The
chronic pain syndrome is multifaceted and involves the whole
body and the whole person. Pain cannot be controlled unless
the co-morbid conditions of fatigue, insomnia, sexual dysfunc-
tion, anxiety and depression are also conrolled. Not only is it
poor medical care to reat a chronic pain patient with opioids
as the only treatment - while not addressing the other issues

- it is a red flag for a reviewing agency.

Rule No. 6
Monthly visits with accompanying documentation of symptoms
and improvement of function is necessary to show continued
need for the opioids. Constant re-evaluation for success and
monitoring for warning signs of addiction or abuse is an on-
going process. Always write a prescription for opioi{s contin-
gent on a patient evaluation - do not "call in" opioids! This is
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a red flag for investigators. Be firm and
do not make exceptions - no visit means
no medication.

Certainrpatients will make numerous
exfltses regarding why th.ey cannot come
to an ofiice visit and simhltarteously warn-
ing that theywill go intowithdrawal if the
physician does not fill the opioid early or
in the absence of a visit. The answer to
this is that they knew the risks when they
signed the contract and the contract de-
mands monthly visits. Ir is the patient's
choice to not follow the contract and the
physician's responsibility to not reward in-
appropriate behavior. This is a form of
manipulation on rhe part of the patient.
Threatening, manipulation and bargain-
ing are signs of drug addiction. Do not be
bullied into breaking your own contract
by an uncooperative patient. Just re-
member to chart the conversation and
reference to your contract.

At each monthly visit, update the con_
tinued need for the medication and func-
tional status and impairment. Function is
more important than the level ofpain. For
example, last month a patient rated his
pairt a 9 out of l0 and you prescribed a
long-acting opioid. This month he rates
his pain a nine but he also states that he
has been able to interact with his family
and assist with the household duties. An
improvement in function has occurred
and he receives benefits of improved re-
lationships, a sense of participation and
being needed. This is adequate reason ro
continue the opioid, despite the pain rat-
ing of nine. After stabilization, periodi-
cally try to decrease the dose (by 2bVo).
Reevaluate! Do notjust start orycontin 20
BID and leave it foreverwithout reevalu-
ation (and documentation of such). This
medication has potential for abuse and
improper prescribing and inadequate
documentation raises a red flag foi in-
vestigators.

The patient must bring in unused med-
ication at each visit. Hoarding may occur
even if seen monttrly. If a patient is seen
Oct. 10, then Nov. 8, and then Dec. 6, he
or she will then have two extra days each

lonth. This equals an extra months sup-
ply in a year. Hoarding is not o..esrarily
an indication ofbad behavior. Normalpa-
tients will "hoard" due to a fear response.
Howeve4 the doctor must keep track of
the total dispensed. Ifsuch a patient, over
a thlee month period, admits to having
six days extra medication left ove4 theri
is no problem. Howeve6 if he or she has

used the extra and has none left, then
there is a problem.

Ruh No.7
A signed confract or opioid agreement
should be on file. The contract must eas-
ily and completely describe the risks and
benefits of opioid use. A contract or
agreement also needs to explain in sim-
ple, direct terms the consequences of
breaking the nrles of the contract. It is also.
important to be firm and enforre the con-
sequences. Tolerating rule-breaking by
the patient allows the patient to manipu-
late the physician. Secondly, all patients
should have appropriate care and moni-
toring with no preferential treatment. If

a contract is signed, it should be enforced.
You do not have to treat everyone and

youwill not make everyone happy. Giving
a non-compliant patient opioids is a se-
vere medicological risk! Changing rhe
rules is not an option. Set your rules and
standards in advance. Patients who do not
comply either do not get opioids or do
not receive your treatment. A common
problem is what to do with the non-com-
pliant patient.

Consequences for non-compliance is
key. Either force the patient to follow the
plan-or quit seeing the patient. Only
give opioids to parienrs who follow the
plan. There is risk to the physician and

the patient if the rules are not followed.
It is okay to refuse opioids to a non-com-
pliant patient. The opioids may improve
functioning in a compliant patieni, but
the withholding of opioids is not life-
threatening. There are other opticins be-
sides opioids. The non-compliant patient
is a drain on the physician and medical
staff and lowers their compassion and
time for the compliant patients.

'-' The contract should also include the
rule that the patient may only use one
pharmacy to obtain opioid prescriptions
and that the physician will check other
pharmacies if abuse or diversion is sus-
pected. The benefit of one pharmacy is
that the pharmacy will stock the medica-
tion so that it is available when needed.
Problems occur when a whole prescrip-
tion cannot be filled or medication has io
be ordered. AIso the pharmacy will mon-
itor the patient for you. A relationship be-
tween the pharmacist and the physician
is beneficial. Also remember that most re-
ports of drug abuse starts with a pharma-
cist's suspicion - either of the patient or
the physician. The pharmacist is your best
ally in preventing controlled substance
abuse. Keep in close contact and friendly
terms with them - they will warn you of
potential problem patients. Nore ihat
they are also obligated ro warn the DEA
of potential problems with physicians.

Rule No. 8
Use long-acting opioids for chronic pain
and avoid the short-acting opioids - ol-
cept for breakthrough pain. Break-
through pain should not be occurring
more than twice daily. If breakthrough
treatment is necessary more than narice a
day, the maintenance opioid should be in-
creased. Avoid mixing long-acting opi-
oids with other long-acting opioids and,
likewise, short-acting opioids with other
short acting-opioids.

Rule No.9
When prescribing long acting opioids, the
dose should be determined by the maxi-
mum effective dose, not the maximum
tolerated dose, Maximum tolerated dose
would be infinite because you can gradu-
ally work up to any dose. Maximum ef-
fective dose is the dose that gives the max-
imum functionaliry while recognizing that
relief in a chronic pain patient is noi a to-
tally pain-fiee state. Contractual dose es-
calation to obtain LOAVo pain relief is a
ffuitless endeavon \

patient needs

to be monitored closely

for risks and benefits

and reeaaluated

at eaery uisit for

the continued need
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Rule No" 1A
Do not prescribe opioids to drug abusers.
Although every person deser-ves pain
treatment, it is agai-ust the physician and
the drug addict's best interest. A drug ad-
dict has no abiliry ro control him or her-
selfwhen narcotics are prcsent. The drive
for stimulation from the drug is stronger
than relief from pain. Other non-narcot-
ic options are available. To screen for dnrg
addiction, ask the four CAGE questions:8

C. Have you ever thought you should
cut down on your drinking or sub-
stance use?

A. Have you ever felt annoyd by
other's criticism of your drinking
or substance use?

G. Have you ever felt guilty abott
your drinking or substance use?

E. Do you have an eye-opener (start
your day with alcohol or orher
substances)?

Summary
Each patient needs to be monitored
closely for risks and benefits and reeval-
uated at every visit for the continued
need of opioid therapy. Figure 2 is a
checklist to use ro derermine if the opi-
oid is successful or becoming addictive or
abused. Opioid prescribing should be
one component of a balanced multidisci-
plinary approach to pain relief and im-
proved functionality. Concuuent treat-
ment options might include physical
therapy, chiropractic, injection, aswell as
other treatments. I

Dr Oli,ter is Med,ical Dircctor of the Oliaer
Headache U Pain Clinic, a regional pain cen-
ter in Eaansaille, IN, and. President of the In-
d,iam, Pain Acaderny. He regularly lectures,
urites, does research and conducts sem;inars on
malt'idtisciplinary pain nlanagement. He can
be contacted at Oliaerclinic@cs. com.

April Taylor is a research uriter on rnultiple
projects for Dr Oliuer. She is also a d.iabetes

nurse educator for critical cardtiac care ,patierLts

at Methodist Hospital, Indianapolis, Indiana.
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