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Chronic pain is increasingly common in the primary care setting. It is therefore essential
for primary care nurse practitioners to be confident managing and treating patients with
chronic non-cancer-related pain. One hundred people die every day from drug overdoses
in the United States and a majority of these deaths are from prescription drugs. Using the
Chronic Care Model as a guiding framework, this paper evaluates the literature to
identify evidence-based elements that should be included in a pain management
agreement for patients being treated for chronic, non-cancer pain. Pain agreements, while
not completely studied for effectiveness and outcomes, are commonly used in primary
care settings when opioids are prescribed for patients with chronic pain. Pain agreements
between primary care nurse practitioners and patients generally include urine drug
screening, assessments to identify psychological comorbidities and Morphine Equivalent
Dosing. More research on the impact of pain agreements on patient outcomes is needed.
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Chronic Pain Agreements
INTRODUCTION
Chronic pain is a common condition among patients managed by primary care providers.
It is generally managed, at least in part, with opioid prescription medicines, which have addictive
properties that can lead to misuse and fatal overdose. Opioid prescription medicines are the
second most misused category of drugs, following marijuana.] Opioid prescription medicines are
derived from opium poppy, or synthetic versions of it. Examples of these types of medicines
include: hydrocodone (Vicodin TM), oxycodone (OxyContin TM, Percocet TM), fentanyl (Duragesic
TM, Fentora TM), methadone and codeine? Nurse practitioners should manage patients' chronic

pain while preventing opioid misuse and the associated harmful effects. Four justifications for
the use of pain agreements include: adherence, informed consent, legal risk, and efficiency?
Using the Chronic Care Model as a guiding framework, the literature was evaluated to determine
the components commonly included in a pain management agreement for the treatment of
chronic non-cancer pain.

Chronic Pain Defined
Chronic pain is defined as "chronic, non-cancer pain, constant or intermittent, lasting
greater than three months duration".4 However, the International Classification of Disease ninth
revision (ICD-9) does not state a specific amount of time required to determine if pain is
classified as chronic.5 The ICD-9 defines chronic pain as "pain that lasts for a longer than
expected amount of time, pain that can range from moderate to severe and pain that may
progress or persist over a long period of time".5 Pain disorders are also classified on the basis of
anatomy, cause, neurophysiology or body system involved.4The different types of chronic pain
described in the literature include musculoskeletal pain, neuropathic pain, chronic widespread
pain and non-specific low back pain.6
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Unintended Consequences of Prescription Opioids
Opioid prescribing for chronic conditions has reached epidemic levels. According to the
Centers for Disease Control and Prevention (CDC)? as of 2008, 100 people die every day from
drug overdoses in the United States (US) and a majority of these deaths are from prescription
drugs?
In 2008,28,171 deaths in the US were caused by opioid poisoning, which accounts for
91 % of the total accidental poisoning deaths in the US? Nearly three out of four prescription
drug overdoses are caused by prescription painkillers, also called opioid pain relievers, and about
one-half involved one other drug, including benzodiazepines, cocaine, and heroin. Alcohol is
also involved in many overdose deaths. 2 Nationwide, nearly 50 million Americans are affected
by chronic musculoskeletal pain and 70% of opioid overdose deaths occur in individuals under
age 45?,8The primary cause of opioid overdose is respiratory arrest related to patients' attempts
to use higher doses to achieve a euphoric effect and reduce withdrawal symptoms?
Almost all prescription drugs involved in overdoses come from prescriptions, with very
few obtained from pharmacy theft. Interestingly, more than 75% of people who misuse
prescription opioids use medicines prescribed to someone else.2 In order to identify patients who
are in need of chronic pain management, it is essential to understand which patients are at
highest risk for opioid misuse. The four groups identified as the highest risk for misuse are those
that:
1. Obtain multiple controlled substance prescriptions from multiple providers, a practice
known as "doctor shopping";
2. Take high daily dosages of prescription opioids and/or use multiple abuse-prone
prescription drugs;
3. Live in rural areas and/or have low income, including those on Medicaid, who are at
six times the risk of opioid overdose;
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4. Have a mental illness and/or a history of substance abuse?
As seen in Table 1,2 there is a parallel between increased opioid prescriptions and the
300% increase in opioid-related deaths from 1990-2008.Thus, the CDC has issued a number of
recommendations to primary care providers. These recommendations include patient review and
restriction programs, health care provider accountability, laws to prevent prescription drug abuse
and diversion, and better access to substance abuse treatment?
Primary care is the dominant healthcare setting where patients are prescribed pain
medicine for chronic non-cancer pain?,8Primary care nurse practitioners need education about,
and protocols for, managing the dynamic care most chronic pain patients require. Many patients
with chronic pain medication needs also have co-occuring alcohol, tobacco and/or mental health
disorders, which further increases risk for opioid misuse.8To promote safe and holistic care for
this population, specific recommendations have been developed by The American Society for
Pain Management Nursing.9 These guidelines include risk assessment and management in the
form of chronic pain agreements. In addition to professional guidelines, chronic pain
management is increasingly regulated by state law. An example of a widely cited regulation is
Washington state House Bill (HB) 2876, which was enacted into law in March of 2010. HB 2876
specifically relates to caring for patients with chronic non-cancer pain management; patients with
cancer-related pain are exempt from this measure. IO In accordance with HB 2876, providers
managing patients with chronic, non-cancer pain are required to:
1. Provide informed consent;
2. Evaluate the patient and document in the health record;
3. Use and maintain written treatment plans with written review regarding risk for misuse;
4. Provide a written agreement for high risk of misuse;
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5. Seek consultation from a pain specialist for Morphine Equivalent Dosing>120mg per
day unless the provider maintains continuing education in the management of chronic
pain for more than 12 hours every two years.
Chronic pain agreements or contracts may provide a resource and plan for safely managing
patients with chronic pain (Figure 1), and helping to assure compliance with professional
guidelines and state regulations. l1 Most of the literature advocates for use of chronic pain
agreements to promote patient safety and prevent opioid misuse. Unfortunately, adoption of
opioid treatment agreements by primary care providers has been limited and some literature
questions whether pain agreements actually restrict the freedoms patients have to seek care? This
restriction of freedom may be due to the patients' loss of rights to obtain medication to treat pain
at a place and time convenient to them and possibly not at the convenience of the provider,
which in turn diminishes the patients' autonomy? An analysis of three primary care studies
described managing patients prescribed long-term opioids revealed that only 23% of the
physicians completed treatment agreements. I2 In contrast, other elements of literature regarding
chronic pain argue that when implemented, pain agreements may provide structure and
monitoring for chronic pain management and promote patients taking an active and informed
role in their own care. I3 , 14

Statement of Purpose
It is essential to ensure that primary care nurse practitioners have substantial knowledge
and confidence in prescribing opioid pain medicine to provide care for patients with chronic noncancer pain. The enactment of protocols, in the form of pain agreements for collaborative
treatment and management within primary care practices, may ensure safety and consistency of
care for patients. The purpose of this paper is to identify evidence-based guidelines about the
commonly found components of pain agreements to promote safe management and reduce the
risk of opioid misuse.
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THEORETICAL FRAMEWORK
Chronic pain management in primary care, through the use of chronic pain agreements,
may be guided by the Chronic Care Model (CCM; Figure 2).15 Chronic pain, like et8ef chronic
diseases, is a condition we can treat, but rarely cure, which requires dynamic coordination of care
between practitioners and patients. 12 The philosophy behind the CCM includes treatment and
management of chronic conditions through sustained commitment from health care providers
and involvement of knowledgeable patients as partners in their care. 12 Chronic pain agreements
are a tool that can be used to facilitate productive interactions between providers and patients, a
hallmark of the CCM. Pain agreements guide provider interventions, engage the patient in selfcare and create a basis of shared understanding and care coordination between the patient and
provider. This creates safe and productive interactions aimed at mutually agreed upon goals for
the well being of the patient. The following literature review explores common elements of
chronic pain agreements through the lens of the CCM.

LITERATURE REVIEW
An electronic search of current literature within the last seven years was conducted to
find the most relevant articles regarding chronic pain management in primary care. The
Washington State University (WSU) Library system was utilized with the search for the
keywords: chronic pain, primary care, urine drug screen, chronic pain management, opioid

misuse, opioid related deaths, collaborative care model, chronic care model, chronic pain
contracts, chronic pain agreements; with the latest year of published work from 2005. The WSU
Library System uses several search engines, which include: CINAHL, PubMed and Medline.
Google Scholar was also utilized. Several thousand articles resulted from the Google Scholar
search. In a general search, most of the results from the library were similar to Google Scholar
with most articles referencing cancer-related pain, rather than chronic pain. Nineteen pertinent
articles in regard to opioid misuse assessments and collaborative care for pain management were
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judged to be pertinent and selected for review. Three elements of chronic pain agreements were
most commonly described in the literature: (a) monitoring misuse in the form of urine drug
screenings, (b) identification of psychological co-morbidities of chronic pain and (c) dosage
limitations of opioids in primary care in the form of morphine equivalent dosing.

Monitoring Misuse
The use of alternative substances when combined with opioid medications may cause
harmful and lethal effects to patients, as previously noted from the CDC? Urine drug screening
is an important and commonly found element in most pain contracts. Urine drug screening may
aid in assessment of adherence, use of alternative substances and the diversion of prescribed
opioids.
In a non-linear mixed effect study, Starrels and colleagues hypothesized that practitioners
would employ opioid risk reduction strategies to decrease opioid misuse.8 Of 1,612 primary care
patients, four independent variables were analyzed and considered risk factors for opioid misuse,
including: 1) age 45 years or less; 2) drug or alcohol use disorder; 3) tobacco use; or 4) mental
health disorders.8Additionally, three risk reduction strategies were described, which included: 1)
any urine drug test; 2) regular office visits (at least once per six months and within 30 days of
modyfiying treatment); and 3) restricted early refills.8This study found patients with three or
more of the above independent risk factors had more frequent office visits and were more likely
to have been monitored via urine drug screens. These findings parallel some of the risk factors
identified by the CDC. Lastly, several limitations were identified by Starrels et. ale which include
1) a narrow sample pool from eight clinics in one university health care system, 2) information
for the study came from a electronic medical record and there may be misclassifcation especially
for drug and alcohol disorders and 3) the risk factors were based on observational studies of
varying quality.8
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Urine drug screening is a common practice when managing chronic pain in primary care
settings, but is widely understudied regarding the improvement in safety regarding opioid
misuse. 13 ,16, 17 In an article by Chou and colleagues, clinical guideline recommendations included
conducting risk assessments on every patient managed with chronic pain. Factors that should be
considered when categorizing patients' were comorbidities, risk for diversion and risk for drug
abuse.
Chou et. al.,17 suggest that periodic urine drug screening can be a helpful strategy for
monitoring patients on chronic opioid therapy. Chou maintains that despite limited research
regarding the efficacy of reducing opioid misuse by monitoring urine drug screens, it is an
essential aspect of safe and responsible chronic pain management.
In contrast, another study by Chelminski and colleagues describes a primary care disease
managment study involving 85 patients in a 3-month uncontrolled trial where urine drug
screening was used as primary tool for monitoring patients' misuse of opioids. 16 Substance or
opioid misuse was defined by the following: 1) cocaine or amphetamine detection; 2)
procurement of opioids from more the one provider on a regular basis; 3) diversion of opioids;
and 4) negative urine drug screenings on at least two occassions. 16 Of the 85 patients studied,
32% of the patients committed substance misuse as detected by urine drug screening and tRey
accounted for the majority of patients who did not complete the 3-month controlled trial. This
study suggests that any abnormal urine drug screen is a violation of the pain contract and may
result in discontinuation of care with referral to an illicit drug dependence treatment program and
after six months in treatment the patient would be reconsidered for opioid management. 16 This
study represents a small sample size. A similar study with a larger patient sample size may prove
an even more useful tool for evaluation of the effectiveness of urine drug screening.
In an additional systematic review, published by Starrels and colleagues,13 100 published
studies and articles were explored. The use of pain contracts was described, including use of
8

urine drug screening for chronic non-cancer pain. Urine drug screens were described as a
universal precaution due to the potential adverse effects of opioids, including overdose or death.
Starrels and colleagues argued because opioid misuse cannot be fully predicted, urine drug
screens are a necessary tool for primary care providers. 13 The authors concluded that despite
insufficient evidence-based treatment guidelines, urine drug screening is a necessary element for
managing patients requiring opioids for treating chronic non-cancer related pain.

Identified Psychological Comorbidities of Chronic Pain
Chronic pain is highly associated with other comorbid conditions. Many of these
comorbid conditions are psychological. Evaluation and identification of psychological
comorbidities of chronic pain is often a component of chronic pain management. For example,
patients with a history of depression were more likely to receive long-term opioid therapy for
non-cancer pain, than those without a history of depression. 18 In the review of literature, two
specific studies related the incidence of chronic pain with depression and anxiety. In a
randomized controlled trial of 250 patients in six community based clinics and five Veteran
Affairs clinics,t9 patients were treated for depression and chronic pain. At 12 months, 37.4% of
the intervention patients had a 50% or greater reduction in depression severity compared with
16.5% of the control group. Overall, this study found optimized antidepressant therapy coupled
with pain self-management resulted in substantial improvement in depression, as well as
moderate reductions in pain severity and disability.19 This study has few limitations but one main
limitation may include the lack of random control against treating patients who do not have
chronic pain for just depression and whether the effectiveness of treating depression alone
improves quality of life, rather it is an assumption of the study.
Chronic pain has been identified as a psychological symptom inhibiting activities of daily
living. In a research article by Means-Christensen et. al., using data from the Collaborative Care
for Anxiety Panic Study involving 1,319 patients, it was reported that pain was often a
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presenting symptom of a primary psychiatric disorder?O Means-Christensen found depression
was strongly associated with anxiety, and if patients screened positive for anxiety mediated by
pain, they also screened positive for depression?OFurthermore, the study also concluded if pain
interfered with the patient's work, there was also an association with an increase in the odds of
screening positive for a panic disorder; thus, pain impacted their activities of daily living.
Lastly, the previously mentioned study by Chelminski also examines the benefits of
collaborative care with an interdisciplinary team in the treatment of chronic pain and
psychological co-diagnoses. 16 The team consisted of the patient's primary care provider, a
clinical pharmacist, a program assistant with training in health behavior and a psychiatrist with
sub-specialization in pain management. The study conducted a quantative analysis of data using
an II-point scale known as the Brief Pain Inventory. Each patient signed a chronic pain
agreement and provided a urine sample at the initial visit for management of chronic pain. The
pharmacist or psychiatrist adjusted patients' pain medication dosages based on the
recommendation of the primary provider. During medication titration patients returned at one
month intervals. Patients were advised at entry into the program (and in the written chronic pain
agreement) that serious violations of the pain agreement would result in discontinuation of
opioids. 16 Additionally, comorbidities of chronic pain were identified with each patient. The
comorbidities included psychiatric disorders, such as depression and anxiety and substance use
disorders. Overall depression ratings were improved by 37% for individuals treated for
depression and chronic pain in this particular study. The multi-disciplinary, primary care-baed,
disease program improved pain, depression and disability scores in opioid-treated patients with
chronic pain. 16
In summary, identification of psychological comorbidities should be considered in any
chronic pain agreement for adequate management of patients with chronic pain to improve
overall quality of life.
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Morphine equivalent dosing for prescribing practices
To ensure patients are managed safely, morphine equivalent dosing (MED; Figure 3) is a
recommended element of chronic pain agreements. 14 MED also aids practitioners in determining
when to refer patients to pain specialists. 14 Many state agencies and laws include a stipulation for
referral when a patient is receiving more than a predetermined dosage of opioids in one day.9
Since opioids have different potencies, MED is implemented to universally calculate opioid
dosages among all of the available opioid medications.
Two articles in the review of literature evaluated the relationship between MED and
patient outcomes. An article by Braden et. al.,21 used MED to determine whether different
dosages of opioids for chronic pain resulted in more emergency department visits. The data were
collected from 14 different states and included over 10,000 people who had received opioids for
more than 90 continuous days over a 6-month period. The threshold MED used for the purposes
of this study was 120 milligrams (mg) per day. Findings suggested that MED dosage near or
under the median of 120 mg per day resulted in more emergency department visits and more
drug and alcohol substance abuse encounters with practitioners. This study also analyzed
whether psychological issues, drug abuse or alcohol intake were comorbid reasons for
emergency department visits in conjunction with opioid therapy. Although Braden et. al., did not
investigate whether any other comorbidities were considered?l
A cohort-observational study reported by Dunn and collegues22 followed 9,940 patients
from Group Health Cooperative in Washington state who initiated long-term opioid therapy over
a mean of 42 months. During this study there were six fatal and 74 non-fatal overdoses?2 Dunn
and his collegues used MED to determine a correlation between risk of overdose and amount of
prescribed opioids. The study found the higher the MED, the higher incidence of overdose.
Morphine equivalent dosing may also provide a means to ensure hollistic care and proper
analgesia is prescribed to patients. In a cross-sectional study with 801 patients, by Dillie and
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collegues,23 morphine equivalent dosing (MED) was used to determine whether low dose, middose or high dose opioids improved a patient's quality of life in the primary care setting. Written
survey techniques were used and averages were computed to determine the relationship between
patients' quality of life and their opioid use. Overall, study results were that patients with low to
mid MED opioid use had higher quality of life ratings compared to patients on high MED opioid
use.23

DISCUSSION
Evidence-based elements of chronic pain agreements
To date there has been little exploration of the long-term agreement use in improving
adherence to chronic pain therapy, reasons for discontinuation of pain agreements or their use in
primary care practices?4Despite the popularity of chronic pain agreements, there is a lack of
consensus on conceptual issues concerning the proper composition and goals of opioid
agreements. The literature regarding chronic pain agreements describes the utilization of chronic
pain agreements as a way to reduce risks associated with chronic opioid use. Including
mitigating the potential for misuse?
Furthermore, most of the current literature on chronic pain is based on guidelines for care.
The guidelines are not always evidence-based, but rather discuss the risks associated with opioid
misuse, including overdose and suggestions for methods of decreasing the amount of medication
diversion by utilizing random urine drug screening. In addition, psychological comorbidities
were identified as quite common among patients with chronic pain. Consequently, screening for
depression and anxiety should be included as part of the chronic pain mangement protocol in the
pain agreements. Improved outcomes for both pain and psychological comorbidities were
obtained in research that used a collaborative team approach to care. As such pain contracts
should include referrals to other specialists, such as psychologists and pain specialists are part of
the protocol.
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Calculating MED is also a recommended best practice. However, there is no clear
evidence-based research to discern opioid dosages that result in increased morbidity and
mortality. There is only evidence indicating that higher opioid dosages are associated with lower
quality of life scores, more emergency department use, and higher mortality rates. Research
demonstrates patient driven MED dosing relates to higher quality of life and more efficient pain
control. Opioids are dosed based on a patient's need for pain control and guidelines and state
laws determine when primary care providers should refer. Guidelines for dosing opioids and the
related policies and laws are based on expert opinion, rather than evidence generated by research,
but should be included as part of a pain agreement.

Significance or implications for nurse practitioner practice
Chronic non-cancer pain may pose a significant level of risk to many patients in primary
care settings. The research suggests nurse practitioners have several management and
prescriptive tools to choose from when managing patients with chronic pain. The theoretical
framework suggests that chronic pain may be optimally managed through engagement of patients
and providers through chronic pain agreements. Pain agreements integrate evidence-based
strategies, such that pain may be managed safely. These strategies include monitoring misuse
through urine drug screening, acknowledgement and determination of psychological comorbidity
and morphine equivalent dosing. All of the aforementioned strategies aid in the facilitation of the
practitioner and patient collaboration of care for the treatment of chronic pain. Figure 4 describes
a case example describing the mismanagement of a patient with chronic pain?5 Pain management
agreements may prove beneficial to nurse practitioners managing patients with chronic pain and
facilitate the ability to identify patients at risk for opioid misuse. Chronic pain agreements and
MED dosing may provide practitioners with guidelines to determine when a patient needs to be
referred to a pain specialist.
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In accordance with the CCM, chronic pain agreements provide knowledge to patients
regarding the risks and necessary precautions when prescribing opioids, while enabling
practitioners to safely prescribe and manage treatment with opioids.
The literature reviewed indicates that the available research regarding primary care
management of chronic pain was carried out by physicians, and rarely included data from nurse
practitioners. Very few articles mentioned nurse practitioners and treatment of chronic pain in
primary care. The percentage of patients with chronic pain who are managed by nurse
practitioners is unknown. Furthermore, nurse practitioners' confidence in treating and managing
patients with chronic pain is also unknown. More research regarding nurse practitioners' practice
in treating and managing patients with chronic non-cancer pain, including the use of screening
and assessment tools and pain agreements, is needed.

Summary
In summary, chronic pain agreements may prove a useful element of care and may
improve pain, depression, and disability among patients. 13 Identification of risk factors for
patients with chronic pain are necessary precautions that primary care nurse practitioners may
employ to provide holistic care to patients through chronic pain agreements. Chronic pain
agreements may facilitate positive outcomes for this patient population and are generally
recommended by the literature. It is important to note that not all of the literature supports the
usage of chronic pain agreements. Chronic pain agreements may inhibit patients' freedom to
seek care and treatment when they deem appropriate rather than according to the guidelines of a
pain agreement.
Most of the current literature on chronic pain is based on guidelines for care. The
guidelines are not always evidence-based, but rather discuss the risks associated with opioid
misuse, including overdose and suggestions for methods of decreasing the amount of medication
diversion by utilizing random urine drug screening. The articles reviewed discussed the use of
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random urine drug screens, identification of common psychological comorbidities and morphine
equivalent dosing.
The Washington state legislation from 2010 regarding the prescription and management
of chronic opioids is likely to aid in careful evaluation of patients requiring chronic pain
management. However, there is no clear evidence-based research at what amount of opioid
dosage directly results in increased mortality. There is only evidence explaining the higher the
amount opioids prescribed to patients the lower they rate their quality of life, increase in their
mortality and increase visits to emergency departments. Research demonstrates patient-driven
MED dosing relates to higher quality of life and more efficient pain control, but there have been
no clinical studies to identify how much opioids are really too much. Opioids are dosed based on
a patient's need for pain control and guidelines and state laws determine when primary care
providers should refer. Only expert opinions are provided to determine the guidelines for dosing
opioids and then implemented by policies and laws regarding safe dosing of opioids. To
conclude, nurse practitioners in primary care settings may use chronic pain agreements as
valuable tools to manage this high-risk population but further evidence is needed to show the
efficacy of such management.
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Table 1

Rates of prescription painkiller sales, deaths and substance
abuse treatment admissions (1999-2010)
8
Sales

7
6
5
~

cr
'" 4
. . . Sales per k~ograms per 10,000 people

3

. . . Deaths per 100,000 people

2

Treatment admissIOns per 10,000 people

01-..---------------~efl ",# #.. . #'" ",<#' ",<:$ ",# ",# #' #' 'I: ",<:>~
SOURCES: National \fltal Statistics System, 1991}-2008; Automation of Reports and Consolidated Orders System
(ARCOS) of the Drug Enforcement Administration (DEAl, 1991}-201O; Treatment Episode Data Set, 1991}-2009
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Figure 1

Sample Patient Contract
for
Using Opioid Pain Medication in Chronic Pain

This is an agreement between
(the patient) and
Provider
concerning the use of opioid analgesics (narcotic
pain-killers) for the treatment of a chronic pain problem. The medication will probably not completely
eliminate my pain, but is expected to reduce it enough that I may become more functional and improve
my quality of life.
1.

I understand that opioid analgesics are strong medications for pain relief and have been
informed of the risks and side effects involved with taking them.

2.

In particular, I understand that opioid analgesics could cause physical dependence. If I suddenly

stop or decrease the medication, I could have withdrawal symptoms (flu-like syndrome such as
nausea, vomiting, diarrhea, aches, sweats, chills) that may occur within 24-48 hours of the last
dose. I understand that opioid withdrawal is quite uncomfortable, but not a life-threatening
condition.
I understand that if I am pregnant or become pregnant while taking these opioid
medications, my child would be physically dependent on the opioids and withdrawal can
be life-threatening for a baby.
3.

Overdose on this medication may cause death by stopping my breathing; this can be reversed by
emergency medical personnel if they know I have taken narcotic pain-killers. It is suggested that
I wear a medical alert bracelet or necklace that contains this information. '

4.

If the medication causes drowsiness, sedation, or dizziness, I understand that I must not drive a

motor vehicle or operate machinery that could put my life or someone else's life in
jeopardy.
5.

I understand it is my responsibility to infonn the provider of any and all side effects I have
from this medication.

6.

I agree to take this medication as prescribed and not to change the amount or frequency of the
medication without discussing it with the prescribing provider. Running out early, needing early
refills, escalating doses without pennission, and losing prescriptions may be signs of misuse of
the medication and may be reasons for the provider to discontinue prescribing to me.

7.

I agree that the opioids will be prescribed by only one provider and I agree to fill my prescriptions
at only one phannacy. I agree not to take any pain medication or mind-altering medication
prescribed by any other provider without first discussing it with the above-named provider. I give
pennission for the provider to verify that I am not seeing other doctors for opioid medication or
going to other pharmacies.

8.

I agree to keep my medication in a safe and secure place. Lost, stolen, or damaged medication
will not be replaced.

9.

I agree not to sell, lend, or in any way give my medication to any other person.

10.

I agree not to drink alcohol or take other mood-altering drugs while I am taking opioid analgesic
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medication. I agree to submit a urine specimen at any time that my provider requests and give
my permission for it to be tested for alcohol and drugs.

11.

I agree that I will attend all required follow-up visits with the provider to monitor this
medication and I lll1derstand that failure to do so will result in discontinuation of this treatment. I also agree
to Jmlicipne in otherchronic pUn treatment mOOalities recommended by my doctor.

12.

I understand that there is a small risk that opioid addiction could occur. This memlS that I might lr.coIre
IEYchdogically ~oo tre medicatioo, using it to change my mxxl <r gethigh,or be unable to control
my use of it. People with past history of alcohol or drug abuse problems are more susceptible to addiction.
Ifthis occurs, the medicatIon will be discontinued and I will be referred to a drug treatment
program for help with this problem.

I have read the above, asked questions, and lll1derstand the agreement. If I violate the agreement, I know that the
doctor may discontinue this form of treatment.

Patient signature

Provider signature

Date

Addendum:
Sample Statement that could be in this agreement or included in chart at each visit
I understand that the medication is prescribed as follows:
_

T~ofmedication

Nmnrerofpillsandfrequency

_

Totalnmnberofpills

_

Nextrefilldue

_

Patient signature

Provider signature
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Figure 2

Chronic Care Model

(/I·~formed.
ActivJted
PJtient

---

Prep:ued.
ProJctive
\
PrJctice Te~
-----

Oute es
Improved Outcomes
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Figure 3

Optional:

Instructions;

fill In the mg per day· for wh chever 0 iOI 5 your patlen. IS
takl g. I he spreads eet wll automa cally ca1cu ate t e total
morph ne equva e ts per day.

BO

20
30
60

240
600
960
120
120
120

BO
2

80
40

og

Figure 4
Case example
A news story from the Seattle Times in Washington state describes how a 32year-old female, a 911 dispatcher from King County, in Washington State dies due to
chronic pain mismanagement. Her chronic pain stemmed from post-surgical related
nerve damage after a gallbladder removal. She died after a physician managing her
chronic pain increased her methadone dose in an effort to wean her off of oxycodone.
The patient was never instructed to decrease her oxycodone or to stop taking it with the
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higher dose of methadone. While awaiting treatment for her chronic pain she lost her job,
and her home plus gained weight due to her debilitating pain and sedentary lifestyle. The
weight gain led to sleep apnea and the combination of the two pain medications caused
respiratory arrest?5
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