Managing pain for patients in recovery
• Non-pharmacological pain control may be beneficial. Some patients in

recovery from SUDs may prefer to avoid the use of any medication.
Evidence shows that stress management, CBT, manual therapies, and
acupuncture offer effective relief for certain types of acute pain (Hurwitz
et al., 2008; Vernon, Humphreys, & Hagino, 2007).
• Switch from short- to long-acting medications as quickly as appropriate
(to minimize reinforcing effects). They may also benefit from bolstered
recovery support during postoperative periods (Covington, 2008).

Patients on agonist therapy for pain or
addiction
• may be continued on their current opioid or on an equivalent dose of an

alternative opioid;
• Acute pain will likely require supplementation with (often greater-thanusual doses of) additional opioids. In this situation, adjuvant NSAIDs may
allow clinicians to provide pain relief with a reduction in opioid dosage
(Mehta & Langford, 2006), and multimodal analgesia should be
considered (Maheshwari, Boutary, Yun, Sirianni, & Dorr, 2006).

Safety Monitoring Guidelines
• Discuss the risks and benefits of opioid treatment with

your patients openly.
• Thoroughly assess for risk of substance misuse disorder
• initially and continue monitoring for aberrant behavior
• For chronic opioids, establish prescription medication
• treatment agreement and review it periodically with
• patient (at least annually)
• Perform urine toxicology screening (see below)
• Perform pill counts
• Utilize the prescription drug monitoring program website
• Follow universal precautions! (see below)
Note: Chronic pain is defined as lasting >12 weeks (ICD 10)

Universal Precautions for safe prescribing
of opiate medications

Naloxone and opiate overdose
• Death generally occurs within 1-3 hours of overdose (Kin, 2009)
• Bystander Naloxone use is associated with increased odds of recovery

(Giglio, 2015)
• Discuss Naloxone with all patients who have an opiate use disorder
• Explain signs and symptoms of overdose (handouts and videos may help)

Naloxone Co-Prescribing
• Should be considered with all chronic opiate prescriptions
• Death generally occurs within 1-3 hours of overdose (Kim, 2009)

• Bystander naloxone use is associated with increased odds of

recovery (Giglio, 2015)
• Explain signs and symptoms of overdose
• Classic triad: pinpoint pupils/very small pupils, unconsciousness/not responsive/won’t

wake up, respiratory depression/barely breathing/slow

• Share handouts and review naloxone use
• Share website with videos regarding OD recognition and

naloxone use by patients and bystanders

Opioid treatment agreements

Notes about treatment agreements
• Treatment Agreements are documents created by different practices to help provide education and

information articulating rationale and risks of treatment
• Helps to counsel patient on the risks and benefits of opioid analgesics, and obtain verbal informed
consent for their use
• They are NOT “pain contracts”
•

Using such language can impede patient-provider communication

• Efficacy not well established
• No standard or validated form
• No evidence they are detrimental
• But they are helpful
• They should help a provider and patient have a conversation regarding the planned therapeutic regimen.
• Takes “pressure” off provider to make individual decisions (Our clinic policy is…)

Issues to discuss in opioid agreement
• Discuss risks of opioid medications to help determine if benefits outweigh risks and to inform patients
• Side effects – physical dependence – sedation
• Drug interactions
• Risk of misuse – abuse, addiction, death
• Legal responsibilities – disposing, sharing
• Assign responsibility to look for early signs of harm
• Discuss monitoring, pill counts, drug tests, etc. as ways that help to protect patient from undue harm
• Compare to statins and LFT monitoring analogy
• Articulate monitoring (tox screen, pills counts) & action plans for aberrant medication taking behavior
•

Use a consistent approach, but set level of monitoring to match risk

Adapted from Alford May 2010

Safe opioid storage and disposal
• 70% of people who abuse prescription

drugs get them from family or friends.1
• 54.4% of respondents asked about their
source for nonmedical use of prescription
opioid pain relievers reported that they
were given the opioid by their friend or
relative for free
• 4.9% reported that their source of opioid pain

reliever was “stolen from a friend or relative” 2
• Improper storage, use, and disposal of

prescribed opioids can lead to diversion
or accidental poisoning. 3
• MMS provides a nice summary

Safe opioid storage
• All opioids should be

stored in their original
packaging inside a locked
cabinet, lockbox, or
location where others
cannot easily access
them4
• It is important for the patient

to track how much medicine
they take and how much
is/should be left

Key Concepts for OSTI
• Opioid use disorder is and should be treated as a chronic illness.
• The opiate epidemic has impacted communities of color for years. The

•
•

•
•
•

current national focus suggests bias in the healthcare system, policymakers and media.
Safe-prescribing does not mean NO prescribing, even for patients in
recovery.
The prescription monitoring program (PMP or MassPAT) provides
accurate, up-to-date prescribing information and must be accessed before
prescribing
Co-prescribing naloxone should be considered for any patient on chronic
opiates.
Best practices include risk assessment (including for diversion), informed
consent, monitoring, safe storage and disposal counseling.
Medication assisted treatment/Medications for opioid use disorder with
agents such as methadone, buprenorphine or naltrexone can act as a
bridge or long-term therapy to assist patients in overcoming opioid use
disorders.

