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Risk Management 

Putting It All Together 

Pain is 

“An unpleasant sensory and emotional experience associated with, 

or resembling that associated with, actual or potential tissue damage” 

- International Association for the Study of Pain, 2020

The management of pain, particularly that of chronic pain, is highly complex. Medical providers are 

challenged not only by careful consideration of the risks and benefits of individual medications and non-

medication treatments, but also by comparative considerations of the wide range of alternatives 

primarily considered. For example, it is widely known that opioids have a substantial risk for death, 

primarily due to respiratory depression in overdose. In studies in which data is stated or from which it can 

be calculated, 0.02-0.08% of patients prescribed an opioid expire from an opioid-related overdose1,2,3,4,5. 

Opioids have well-documented additional risks with long term use including osteoporosis, depression, 

weight gain, pneumonia, and increased pain through opioid-induced hyperalgesia. However, it must be 

recognized that serious adverse events occur with other medications as well. Non-steroidal anti-

inflammatory drugs (NSAIDs), which are often used as first-line agents, have been associated with a 

gastro-intestinal (GI) bleed death rate of 0.02%6 - the same order of magnitude as opioid-related 

overdose death even when mortality associated with NSAID-related cardiovascular (CV) and renal 

consequences is not included.  

For clinicians - not simply those in pain management – competence is needed in three domains: 

1. Knowledge

2. Application of knowledge

3. Documentation

With respect to pain management, these general skill sets are required in two separate but interrelated 

management tracks: 1) Pain Management and 2) Risk Management.  

Pain Management 
Pain evaluation and its subsequent management is multifaceted and difficult. In brief, the following 

elements should be addressed with respect to the patient’s history of pain complaints: 

1. Pain descriptors: intensity, character (nociceptive, centralized, both), location, radiation,

aggravating factors, ameliorating factors, red flags, neurologic correlates

2. Function descriptors: prior / current status (work, home, school, social), current status with / without

current treatment

3. Pain onset: gradual / abrupt, injury (describe mechanism)

4. Diagnostic studies / results
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5. Pain course: overall, diagnoses, efficacy and problems with medications / modalities / procedures

/ surgeries

Further evaluation, then, encompasses the following: 

1. Pain-directed physical examination

2. Laboratory evaluation

3. Imaging

4. Neurodiagnostics

5. Diagnostic procedures

Outside of the acute / postop pain setting, chronic pain is traditionally defined as pain that persists most 

days over the previous three months. Defined in that manner 19% or 39.4 million Americans have chronic 

pain7. It is this pain - chronic and intractable - that is relatively resistant to therapies and is particularly 

challenging to patients and medical providers alike. 

In general, preferential treatments are non-opioid options. To begin, there is value to determining the 

sensory (pain) phenotype as nociceptive, centralized (most commonly neuropathic), or a combination. 

This aids in treatment decision-making, since centralized pain (burning, lightning, electric, shock-like, 

dysesthetic) is more likely to respond to non-opioid analgesics8. Similarly, inflammatory pain may be 

better addressed with the use of anti-inflammatories, assuming patients are not at high risk for this class of 

medication9,10. Medications (viz., substances to solve a problem) which provide analgesia can be 

categorized based upon their predominant neurophysiologic mechanism (e.g., the primary receptor at 

which the agent is active) or on the reason for which they were originally used (e.g., antidepressants 

found later to provide analgesia). The options below are listed primarily by receptor effects when known. 

Some are available in various delivery options with dermal applications advantageous at times as they 

may provide fewer adverse reactions though generally with weaker researched support. Options include: 

1. Anti-inflammatories (often 1st line: corticosteroids [though not for low back pain11], NSAIDs -

diclofenac > celecoxib)11,12,13,14

2. Acetaminophen11,13,15 (limited utility14,16,17,18,19,20, complex neuropharmacology14,21)

3. Selective Serotonin Reuptake Inhibitors (SSRIs)22,23,24,25 (minimal benefit14; not for headache26)

4. Serotonin and Norepinephrine Reuptake Inhibitors (SNRIs)13,22-25 (especially duloxetine13414,27,28,29;

milnacipran for fibromyalgia only14,30,31; not for headache14)

5. Tricyclic Antidepressants (TCAs)21-24,28 (some utility, more side effects than that for other

antidepressants)

6. Calcium channel modulators14,28,32,33,34,35,36 (gabapentinoids: gabapentin, pregabalin)

7. Sodium channel agents (topical lidocaine37,38,39,40, anticonvulsants - evidence mixed11,41,42)

8. N-Methyl-D-aspartic acid or N-Methyl-D-aspartate (NMDA) receptor antagonists (memantine for

fibromyalgia14, methadone43, ketamine44,45,46)

9. Skeletal muscle relaxants11,47,48,49 (limited utility as adjunctive medications)

10. Benzodiazepines50 (analgesic utility only for burning mouth and stiff person syndromes)

11. Stimulants51 including caffeine52 (rare analgesic utility as adjunctive medications)

12. Cannabinoids53,54,55 (mixed results, adverse reactions of concern56)

13. Other phyto-chemicals and dietary supplements for various pain conditions for short-term use:

avacado-soybean unsoponifiables57,58,59, collagen hydrolysate59, passion fruit peel extract59,

Curcuma longa extract59, Boswellia serrata extract59, curcumin59, pycnogenol59, L-carnitine59,

undenatured type II collagen59, methylsulfonylmethane59, diacerein59, glucosamine59,

chondroitin59, capsaicin60, alpha-lipoic acid61,62,63, and theramine64.



3 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

When possible and efficacious, non-medication approaches are often preferable as they may afford 

analgesic and functional benefit without as high a risk of adverse outcomes (not always) as medications: 

Self-Directed after Training 

1. Structured exercise

2. Mind-Body Therapies: Biofeedback,

Movement meditation, Mindfulness,

Relaxation

3. Music

4. Neurostimulators

5. Nutritional approaches

6. Thermal modalities / Balneotherapy (spa)

7. Sleep hygiene

8. Spray and stretch

9. Spiritual practices

10. Tobacco cessation

11. Weight reduction

Professionally Directed 

1. Physical Approaches

a. Acupuncture

b. Assistive devices

c. Blocks / Ablation

d. Ergonomic modifications

e. Light therapies

f. Massage

g. Osteo-manipulation

h. Physical therapy / Occupational

therapy

i. Regenerative therapies: platelet

rich plasma, prolotherapy, stem

cells

j. Stimulators: peripheral, spinal,

deep brain

k. Surgeries

l. Trigger point interventions

m. Ultrasound

2. Psychological Approaches / Pain

Behavior Therapies

a. Acceptance and Commitment

Therapy

b. Cognitive Behavioral Therapy

c. Behavioral therapies

d. Pain education

3. Treatment of certain underlying medical

conditions

a. Acute pain conditions

b. Diabetes

c. Gastrointestinal conditions

d. Psychological conditions

e. Rheumatologic conditions

f. Sleep-related conditions

g. Strategic deprescribing

Opioids 
The judicious use of opioids may provide functional (the primary goal) and analgesic (the intermediate 

goal) advantage to patients. Benefit in both ways is well-established for short-term acute, including 

postoperative, pain65,66,67.  In acute contexts, though, non-opioids may perform as well as or better than 

opioids68,69. Even when the condition in which opioids are used is reasonable, the amounts prescribed are 

often far greater than is necessary and should be limited70. Prescribers are well advised to keep abreast 

of the researched recommendations relevant to the pain conditions they treat.   

Far more controversial - appropriately so - is the use of opioids long-term for chronic pain conditions. 

While it is true that there are no prospective, placebo-controlled studies involving opioids for a year or 

more, it is also true these studies will never be performed to answer the controversy definitively because it 

is unethical to allow patients to remain on a placebo for a long duration of time while experiencing 

disabling pain. There are, however, open-labeled studies that suggest that some patients may have long-

term benefit71,72,73,74, though the methodology of the research can be called into question.  
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If and when a decision is made to use an opioid, then the question is which one, as all opioids are not the 

same. Each opioid moiety has differential effects on the opioid receptors mu, kappa, delta, and 

nociceptin. These receptors have differential effects on analgesia and adverse effects75,76 due to 

variable affinity, intrinsic activity, and potency, though the mu receptor is generally the most important. It 

is useful to consider which opioid worked best in the past; however, a patient’s insistence on a particular 

opioid is very likely to indicate problematic use, if not addiction. With respect to efficacy and potential 

adverse effects, genetics at some point in the future may have predictive value, though today that value 

has not been realized77,78. On the other hand, initial opioid selection can be based in part on presence of 

certain co-existing non-pain medical conditions or concerns (data limited), though relative safety in one 

domain may be risky in another (Table 1). Opioid selection otherwise is based on more practical 

considerations: cost, coverage, formulary, prior authorization requirements, and availability.  

Table 1 

Opioid Selection Considerations based on Medical Condition 

+ Constipation 79,80,81,82

Worse: Methadone Morphine 

Better: Buprenorphine TD Fentanyl TD Oxycodone CR Tapentadol 

+ Renal Disease 83,84,85,86,87

Avoid: Morphine Codeine (also avoid NSAIDs) 

Safer: Buprenorphine Methadone Fentanyl 

+ Hepatic Disease 87,88,89,90

Avoid: Methadone Codeine (also avoid NSAIDs, APAP) 

Safer: Fentanyl 

+ Serotonin syndrome risk more likely: Tramadol, Tapentadol

+ Depression less likely: Buprenorphine

+ Respiratory depression less significant: Buprenorphine, Tapentadol, Tramadol 80,89,91

+ Hypogonadism less likely:  Buprenorphine, Tapentadol 80,91

+ Addiction liability lower: Buprenorphine, Tapentadol, Tramadol, Methadone, Abuse Deterrent

Formulations 92,93,94,95,96,97,98

On follow-up, in general the goal is to achieve a 30% improvement in both pain99 and function100. This 

should be assessed on each patient encounter to ensure durability of benefit over time. If efficacy is not 

found or if gains are lost over time, a change in therapy is indicated. The presence (or not) of adverse 

reactions should be elicited – first in an open-ended fashion, then direct inquiry about constipation (the 

most common side effect at 40%101), nausea + vomiting (experienced by 30%71 yet usually resolves 

spontaneously), dyscognition, sedation, psychomotor impairment, respiratory function, mood 

decrements (PHQ-2 → PHQ-9 for depression, GAD-7 for anxiety) – all of which should be specifically listed 

in the Review of Systems if not already documented in the History of Present Illness section.  

If side effects are present, they should be addressed. Dose reduction can be considered but unlikely to 

help constipation for which other options are available102,103. End-of-dose failure (increased pain before 

the next scheduled dose) can be managed by decreasing the interval between dosages, since in 

research or by clinical experience individuals may experience limited duration of action for various 

opioids: oxycodone short-acting (2 hours), oxycodone controlled release (6 hours), morphine extended 

release (6 hours), hydromorphone (2 hours), methadone (6 hours), fentanyl transdermal (48 hours), and 

buprenorphine weekly patch (6 days)104,105,106. Breakthrough pain - separately defined107 - may be 

incident (environmentally prompted) or spontaneous (no obvious trigger) in type and can be addressed 

with short-acting opioids108,109,110 (no more than 8 per month recommended) and better yet non-opioid 

https://aidsetc.org/sites/default/files/resources_files/PHQ-2_English.pdf
https://www.hiv.uw.edu/page/mental-health-screening/phq-9
https://www.hiv.uw.edu/page/mental-health-screening/gad-7
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options111. Opioid inadequacy can also be addressed by switching (rotation) to a different opioid, which 

can be successful in half or more of patients in research primarily involving single 

rotations112,113,114,115,116,117,118,119. Research on multiple sequential switches was found in only one poorly 

designed study120 and should be reserved to prescribers highly experienced.  

Continued opioid therapy, however, is not always appropriate. Opioid use in some patients can become 

a source of pain due to central hypersensitization (opioid-induced hyperalgesia)121,122. This paradoxical 

response was first suggested by Lord Albutt in 1870: “Does morphia encourage the very pain it pretends 

to relieve?”123 However, the phenomenon is still poorly understood, is caused by multiple 

neuropharmacologic mechanisms, and should be suspected when opioid efficacy declines when the 

underlying pain condition has not progressed. Management primarily involves opioid tapering as 

opposed to that for opioid tolerance which responds favorably to opioid dose increases124,125,126.  

In fact, because it is difficult to discern evolving loss of benefit and/or advancing adverse reactions (e.g., 

subtle dyscognition), it is prudent to offer opioid tapering to all persons on long-term opioids. Such an 

offer does not mean forced reductions127, however, unless clear-cut respiratory compromise is identified. 

Indeed, voluntary tapering can be very successful and often result in improvements in pain and 

function128,129. Even if complete discontinuation is not achieved, the least necessary dose can be 

established, providing a better safety profile for the patient. In the absence of severe opioid side effects 

like respiratory compromise, there is plenty of time to taper. Because ultimate success is more important 

than rapid failure, initiating the taper by a small amount (e.g., by 5 mg of hydrocodone) is preferred for a 

few reasons. Patients are concerned prescribers will “throw them under the bus” with brisk dose 

decrements, and maintaining a therapeutic alliance is enhanced by a slower trajectory. Patients need to 

know the medical provider is “all in” on addressing their pain, so sequential trials of non-opioid 

approaches simultaneously are important. Small initial reductions can be adjusted up or down according 

to the individual’s response. Here, patients should lead the shared decision-making because it is their 

expertise – their lived experience – which is most relevant in the tapering progression. 

Some circumstances call for abrupt discontinuation rather than tapering, though. Identification of major 

opioid-related aberrancies - for example, a forged prescription, obvious impairment, or diversion - 

necessitates this. It is also quite unlikely that individuals with Opioid Use Disorder (OUD) will be able to 

taper due to the craving they experience. Depending on the circumstances, discontinuation should be 

paired with the use of withdrawal medications, such as outlined in Table 2.  

Table 2 

Withdrawal Medications: Basic Recommendations 

Pain Naproxen 220 mg PO qid prn #20 

Back Spasm Cyclobenzaprine 10 mg PO qid prn #20 

Abdominal Cramps Hyoscyamine 0.125 mg  SL SL qid prn #20 

Shakes, Sweats 
Clonidine5-8

Lofexidine 9,10 

0.1 mg 

0.1 mg 

PO 

PO 

qid prn 

2 tid 

#20 

#36 or #96 

Risk Management 
The recommendations above assume that patients use these agents safely, which is not the case for a 

significant proportion of those exposed to opioids. Central to this concern is the nonmedical use and 

OUD. Studies vary widely130,131,132,133, but in a systematic review, Vowles et al found the prevalence of 

opioid addiction in pain populations prescribed opioids to be 8-12%134. Identification of and managing 

this is critical in and of itself, but also because opioid addiction characteristics have been seen in 80-95% 

https://www.drugs.com/pro/naproxen.html
https://www.drugs.com/pro/cyclobenzaprine.html
https://www.drugs.com/pro/hyoscyamine-sulfate-sublingual-tablet.html
https://www.drugs.com/pro/clonidine.html
https://www.drugs.com/pro/clonidine.html
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of those who die of an opioid-related overdose135,136. Consequently, clinicians should carefully attend to 

risk management as well as pain management. The following steps are recommended137,138: 

1. Risk Screening (Table 4)

2. Risk Stratification (Table 4)

3. Risk Mitigation (Table 5)

4. Risk Monitoring (Table 6)

5. Aberrancy Management (Table 7)

Risk Screening and Risk Stratification 
Risk Screening ideally should begin prior to the first office visit contact with a new patient through the 

review of the patient’s medical records. Among the risk factors that predict poorer outcomes (Table 3), 

eliciting responses to the following are especially important: 1) Personal and family history of Substance 

Use Disorder (SUD), 2) Personal history of psychiatric or mood problems, and 3) Personal history of trauma. 

Table 3 

Factors Associated with Opioid Nonmedical Use, OUD, Opioid-Related Overdose 

1. Personal / Family history of Substance Use Disorder – especially OUD135,139,140,141,142,143,144,145,146

2. Personal history of psychiatric or mood problems144,145,147,148,149

3. Personal history of trauma150,151,152

4. Male gender143,153,154

5. Younger age143,147,155

6. Legal problems142

7. Specific opioid prescribed: fentanyl, morphine, methadone145

8. High dose opioid prescribing142,144,147,156,157,158

9. History of medication-related aberrancies141,159,160

10. Multiple prescribers or pharmacies161,162

11. Respiratory / pulmonary disease, including COVID145,149,163,164,165,166,167

12. Co-prescribed respiratory depressants, notably benzodiazepines145,149,168,169,170,171,172,173

13. Cardiac disease149

14. Certain circumstances with cancer1

15. Impaired renal or hepatic function145,146

16. Certain infectious diseases, e.g., HIV, hepatitis174,175,176

17. Lower educational achievement177

18. Not married, divorced175,178

There is a range of approaches that are effective in determining and managing safe controlled 

substance prescribing, which are best employed in a multi-faceted manner179,180. To being with, all 

patients – not just those for whom controlled medications are or might be prescribed – should be 

screened for the use of addiction-prone substances through the use of the screening portion of 

Screening, Brief Intervention, and Referral to Treatment (SBIRT) 181,182,183,184,185. This is no more complicated 

than to ask, “Do you currently or have you ever used [tobacco, alcohol, cannabis, illicits; stimulants, 

benzodiazepines, opioid for reasons other than prescribed]?” A “yes” answer to any one specific 

substance should be secondarily screened for problems with tobacco (Fagerström Test186), alcohol 

(Alcohol Use Disorder Identification Test [AUDIT]187), cannabis (Cannabis Use Disorder Identification Test 

[CUDIT-R]188), illicit drug use (Drug Abuse Screening Test [DAST-10]189). If problematic use is identified 

through these screeners, the presence (or not) of addiction should be determined and addressed 

accordingly. If prior but not current use is found, inquiry as to why a substance was discontinued is 

https://my.ireta.org/sites/ireta.org/files/HealthTeamWorks%20SBIRT%20Guideline%20-%20Screening%20Protocol%2010-2011.pdf
https://cde.drugabuse.gov/sites/nida_cde/files/FagerstromTest_2014Mar24.pdf
https://www.drugabuse.gov/sites/default/files/audit.pdf
http://www.warecoveryhelpline.org/wp-content/uploads/2018/04/CUDIT.pdf
https://cde.drugabuse.gov/sites/nida_cde/files/DrugAbuseScreeningTest_2014Mar24.pdf
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important as the person may have discontinued use due to difficulties or addiction, which are still risks 

even when problems are remote. 

“Trust, but Verify” 

Because some individuals may not be honest about addiction-prone substance use190,191, additional 

approaches are indicated. When available, information provided by family and others associated with 

the patient can be useful. Though imperfect192,193, review of the online prescription database (specific 

name varies by state) can determine 1) Which controlled prescriptions were filled, 2) How many 

prescribers prescribed them, and 3) How many pharmacies dispensed them194,195. Enhancements within 

these databases differ by state, but can be helpful in determining other worrisome circumstances, such 

as high daily morphine milligram equivalents (MMEs) of opioids received. Risky prescribing/dispensing has 

been associated with opioid-related overdose196, and use of the online prescription database can limit 

inappropriate prescribing197,198,199,200,201, as well as opioid-related overdose deaths202. It is recommended 

that review of prescription databases be performed prior to any controlled substance prescribing – i.e., 

for both acute and chronic pain.  

When considering opioid prescribing for chronic pain or for acute pain when concerned, drug testing 

should be performed for additional verification (or not) of reported substance use203,204,205,206. In-office 

point-of-care urine drug screening has advantages in that it is inexpensive and results are immediate but 

is fraught with false positives and false negatives206,207,208. Such immunoassays are good “conversation 

starters” but should not be relied upon for major clinical decisions206. Definitive - also termed confirmatory 

or quantitative - testing, on the other hand, will identify those substances to which a patient has been 

exposed with certainty, using Gas Chromatography with Mass Spectrometry (GC-MS) or High 

Performance Liquid Chromatography with Tandem Mass Spectrometry (LC-MS/MS) techniques203-208. 

Definite identification, however, does not clearly indicate the reason for the presence of a particular 

substance. For example, a “morphine” result may be due to morphine per se (prescribed or not), codeine 

(prescribed or not), poppy seeds (variable individual results), or heroin209,210. Validity testing by various 

means is important as well in order to determine if the patient has attempted to adulterate, dilute, or 

substitute the sample provided for analysis206.  

A valid definitive test that shows only the prescribed agents is termed “expected”. The presence of non-

prescribed substances or the absence of prescribed medications are “unexpected” or “potentially 

inappropriate”211 and necessitates a discussion with the patient, and possibly a change in plan206. 

Research demonstrates this process of initial as well as follow-up drug testing using either urine or oral fluid 

matrices improves identification of inappropriate substance use201,212,213 and improves the safe use of 

prescribed medications by patients214. Skill in the interpretation of drug testing is best accomplished 

through establishing a basic knowledge, selecting a testing vendor215 with whose laboratory scientist can 

provide guidance, and experience over time.  

Opioid-related overdose is primarily related to respiratory compromise145,149,163-167. Of particular concern 

are those to whom other respiratory depressants – especially benzodiazepines – are currently prescribed 

or being considered145,149,168-173. The STOP-BANG questionnaire is useful in identifying those at risk for 

obstructive sleep apnea216. Those on opioids or might be and have pulmonary conditions can be 

evaluated by screening with overnight nocturnal oximetry and/or testing with formal sleep studies217,218. 

Though less prominent lately, methadone is over-represented among opioid-related overdose deaths219 

not only because of its effect on respiration, but also because it can cause QT prolongation that can 

result in torsades de pointes, a life-threatening arrhythmia220. For that reason, baseline and periodic EKGs 

are indicated when methadone is prescribed221.  

https://opioidcalculator.practicalpainmanagement.com/
http://www.stopbang.ca/osa/screening.php
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When opioid prescribing is considered, determining the risk for unsafe use in the future is helpful. Many 

screeners have been developed, though many have limited validation. Among these, perhaps the best 

validated as predictive is the Screener and Opioid Assessment for Patients with Pain-Revised (SOAPP-R) 

now available in a shorter 12-item form222,223,224, rising above other screeners in comparative studies225. 

More recently developed, the Risk Index for Overdose or Serious prescription Opioid-induced Respiratory 

Depression (RIOSORD), unlike many other screeners includes elements regarding clinical conditions and 

the opioids themselves (e.g., MMEs, methadone). It has been validated in veterans and commercial 

populations226,227,228 and could be used on follow-up if changes in the measured elements occur. The 

Opioid Risk Tool (ORT) has been used widely but has limited validation229.  

Although the above description is complex, Risk Screening is outlined more succinctly in Table 4. It is 

medical judgement then applied to screening data that stratifies an individual patient’s risk as low, 

intermediate, or high230.231,232. For those at high risk, non-opioid options are clearly preferred. The 

estimated level of risk helps determine the kind and frequency of risk monitoring on follow-up.  

Table 4 

Risk Screening and Stratification 

ASK 

+ Personal History of Substance Use Disorder

+ Family History of Substance Use Disorder

+ Personal History of Psychiatric or Mood Issues / Diagnoses

PHQ-2 → PHQ-9 if affirmative for depressed mood; GAD-7 if affirmative for anxiety

+ Personal History of Trauma: ACE questionnaire

+ Risk for future opioid-related aberrancies: SOAPP-R (alternatives: RIOSORD, ORT)

+ Personal History of Addiction-Prone Substance Use: Screening Portion of SBIRT

Do you or have you ever used ___________

+ Alcohol affirmative → AUDIT screener

+ Cannabis affirmative → CUDIT-R screener

+ Tobacco affirmative → Fagerström Test

+ Drug affirmative → DAST-10 screener

+ Current opioid amount: Practical Pain Management Opioid MME Calculator

VERIFY 

+ Medical Record review

+ Reports of family, others

+ Online Prescription Database: Specific name varies by state

+ Definitive Urine Drug Test: GC/MS or LC/MS-MS

+ If already on opioids:

+ Oxygenation studies to determine respiratory safety

+ EKG to determine QTc if methadone is prescribed or considered

STRATIFY 

Estimate risk for controlled substance use based on the screened information 

+ LOW risk for controlled substance use

+ INTERMEDIATE risk for controlled substance use

+ HIGH risk for controlled substance use

https://www.oregonpainguidance.org/app/content/uploads/2016/05/SOAPP-R.pdf
https://paindr.com/wp-content/uploads/2015/09/RIOSORD-tool.pdf
https://opioidcalculator.practicalpainmanagement.com/
https://www.drugabuse.gov/sites/default/files/opioidrisktool.pdf
https://aidsetc.org/sites/default/files/resources_files/PHQ-2_English.pdf
https://www.hiv.uw.edu/page/mental-health-screening/phq-9
https://www.hiv.uw.edu/page/mental-health-screening/gad-7
https://www.theannainstitute.org/Finding%20Your%20ACE%20Score.pdf
https://www.oregonpainguidance.org/app/content/uploads/2016/05/SOAPP-R.pdf
https://paindr.com/wp-content/uploads/2015/09/RIOSORD-tool.pdf
https://www.drugabuse.gov/sites/default/files/opioidrisktool.pdf
https://my.ireta.org/sites/ireta.org/files/HealthTeamWorks%20SBIRT%20Guideline%20-%20Screening%20Protocol%2010-2011.pdf
https://www.drugabuse.gov/sites/default/files/audit.pdf
http://www.warecoveryhelpline.org/wp-content/uploads/2018/04/CUDIT.pdf
https://cde.drugabuse.gov/sites/nida_cde/files/FagerstromTest_2014Mar24.pdf
https://cde.drugabuse.gov/sites/nida_cde/files/DrugAbuseScreeningTest_2014Mar24.pdf
https://opioidcalculator.practicalpainmanagement.com/
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Risk Mitigation 
Mitigation, as used here, means those strategies that are employed to limit future risks with opioid 

prescribing and should be initiated prior to prescribing. The focus is safety and that concern should be 

clearly communicated to patients. The approaches are listed in Table 5.  

Table 5 

Risk Mitigation 

+ Establish realistic goals: Pain and Functional improvement 30% 99,100

+ Use of alternatives to opioids – caution: they have risks too 11-64

+ Consider opioids with lower risk of addiction: buprenorphine, tramadol, tapentadol 80,89,91

+ Calculate and address morphine milligram equivalents (MMEs) 142,144,147,156-158

+ Prescribe naloxone + provide overdose rescue instructions 233,234,235

+ Avoid co-prescribed respiratory depressants, notably benzodiazepines 145,149,168-173

+ Provide informed consent: Risks, Benefits, Alternatives 236,237,238,239,240,241,242,243,244,245

+ Provide, explain, and have the patient sign a Controlled Substance Agreement (CSA)
242,243,244,246,247,248,249,250,251,252,253

+ Provide instructions for secure storage and safe disposal 254,255,256

+ Plan for drug testing and online prescription database review based on assessed level of

controlled substance risk 192-210

+ Assessment of respiratory status: oxygenation status, underlying conditions 257,258,259,260

Managing expectations through setting realistic goals is important. Pain improvement by 30% means that 

a typical patient with 7/10 pain severity can expect to achieve a reduction to 4/10 making it possible to 

also achieve functional goals s/he establishes and not press for higher opioid dosages to try and move to 

zero pain which is more unsafe. Keeping tabs on the total MMEs is important in this context as well. 

Prescribing naloxone to all patients on opioids regardless of dose and providing rescue instructions to their 

significant others can be life-saving233-235. Plans for monitoring by means of prescription database review, 

drug testing, and evaluation of oxygenation status as discussed above should be done. 

Patient education and discussions begins with the first visit and continues at subsequent clinical contacts. 

Fundamentally, informed consent is not a document to be signed but a process of communication 

about the risks, benefits, and alternatives of and to opioid use as well as how to use these medications 

properly and safely. It is central to medical practice that shared decision-making involve engaging 

patients about the uncertainties of specific therapeutic interventions to optimize outcomes236-244. With the 

initial prescription, verbal delivery of information, responding to questions and concerns, and directing 

patients to obtain the Medication Guide - the plain language section of the Prescribing Information - 

from their pharmacist. On follow-up, specific topics should be addressed more in depth and then 

documented: “Informed consent given with emphasis on _________”.  

Although informed consent information may be included in the CSA,244, the latter differs from the former. 

The term “agreement” is used rather than “contract” since a contract implies a definite consequence to 

a violation and agreement makes room for flexibility, an important and practical approach in clinical 

medicine. Found effective246-250, this document describes in plain language251 expected and prohibited 

behavior; patient authorization for consults, prescription database reviews, drug testing; and potential 

responses to medication-related aberrancies252,253. Specifically, the use of alcohol and illicits should be 

prohibited. Prescribers have to decide if cannabinoids might be allowed under certain conditions (not 

recreational) and for certain patients but only if those prescribers have adequate knowledge base about 

cannabinoids53-55. Clear instructions on secure storage – a safe (combination preferred) not in the 

bathroom – and safe disposal through reverse distributors254-256. 

https://opioidcalculator.practicalpainmanagement.com/
https://opioidcalculator.practicalpainmanagement.com/
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It is recommended that the written CSA be provided at the first patient encounter and that the patient 

have an opportunity to review at their leisure between visits with the expectation of addressing questions 

and obtaining the patient’s signature at the second clinical contact. In that way, the patient should be 

truly informed about its contents before agreeing to them.  

Risk Monitoring 
If and when the opioids are prescribed, ongoing monitoring (Table 6) is critical to help ensure continued 

safe use. Behavioral aberrancies are actions by patients which place them at risk, both those that may 

be reported by patients and those that might be observed by the practitioner at the time of clinical 

contact. Inquiry about and observation of specific items should be done with every clinical encounter, 

including those listed in the following documentation example for someone who is adherent in this case: 

Subjective section of the note for the patient encounter – i.e., reported by the patient: 

“The patient reports taking opioids on a regular basis as directed, source here only, securely 

stored, and not ending up in other persons’ hands. S/he reports not using alcohol, cannabis, or 

illicit substances.”  

Objective section of the note for the patient encounter – i.e., observed by the clinician: 

“Normal level of consciousness and orientation. No observed impairment, confusion, imbalance, 

slurred speech, track marks, alcohol or cannabis odor. Observed pain behavior is consistent with 

patient report.” 

The validated Current Opioid Misuse Measure261,262 (COMM) is a questionnaire that may be used to elicit 

behavioral aberrancies as well. Every office visit should also track and address goal attainment and the 

opioid daily MME. MME calculators vary widely263,264 and the Practical Pain Management Opioid MME 

Calculator is recommended, as it is based on the best available research.  

Other monitoring should be done periodically based on stratified level of controlled substance risk and 

concerns identified at the time of clinical contact. Clinical experience suggests drug testing and 

prescription database review should be performed at a minimum of the following according to level of 

risk: low level (1-2 times per year), intermediate level (3-4 times a year), and high risk (5-6 times a year). 

Periodic random drug testing is useful213,265,266 but a sample is not truly random if ordered on the basis of 

intuition and is probably better termed “surprise” testing. The inexpensive immunoassay is sufficient to 

begin a conversation about substance exposure, but the more-expensive definitive testing should be 

done at times unexpected by the patient even when there is no concern and, in addition, anytime 

misrepresentation is suspected203-210.  

The patient’s clinical status may prompt other types of monitoring. Depending on clinical circumstances, 

re-evaluating oxygenation status can be considered when daily MME advances or there is new evidence 

of a developing respiratory problem257-260. An EKG should be obtained for QTc measurement annually or 

upon methadone dosage increase220,221. EKGs are also important when other medications that affect the 

QT are added or increased267. Counts of remaining product (pills, capsules, tablets, films, patches) can 

identify any mismatch with time dispensed and may have some utility268. Some prescribers will do this at 

every clinical encounter or periodically according to level of risk. Because of practical challenges, counts 

may be more useful when circumstances suggest problems or aberrancies. Patients have gamed this, 

however, by presenting look-alike pills (avoid by employing pill identification) or rent-back product 

previously diverted or overused269,270. In part, this can be obviated by requiring an on-demand count of a 

texted picture of the remaining prescribed product provided in real time by the patient.  

http://mytopcare.org/wp-content/uploads/2013/05/COMM.pdf
https://opioidcalculator.practicalpainmanagement.com/
https://opioidcalculator.practicalpainmanagement.com/
https://opioidcalculator.practicalpainmanagement.com/
https://opioidcalculator.practicalpainmanagement.com/
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Table 6 

Risk Monitoring 

At Every Clinical Contact 

+ Behavioral Aberrancies

+ Reported by the patient – Clinical Opioid Misuse Measure (COMM) useful

+ Observed by the medical provider

+ Goal attainment

+ Current opioid amount: Practical Pain Management Opioid MME Calculator recommended

Frequency According to Stratified Level Controlled Substance Use Risk 

+ Online prescription database review

+ Drug testing with urine or oral fluid

+ Counts of remaining product (pills, capsules, tablets, films, patches)

+ Oxygenation status

+ EKG for QTc if methadone is prescribed

Aberrancy Management 
Aberrancies can be defined as violations of the CSA or somewhat more broadly as any activity by the 

patient that indicates unsafe or nonmedical use. Not all aberrancies are alike, and although not 

described in the literature, clinical experience suggests they can be ranked as low (Table 7), intermediate 

(Table 8), or high (Table 9) in terms of severity or concern. Research shows that 40-80% patients will exhibit 

opioid-related aberrancies, results varying by population studied, aberrancies measured, and duration of 

observation213,266,271,272,273. In one study 10% of low risk and 90% of high risk patients were aberrant229. Not all 

of these are of great concern. Lost or stolen prescriptions do occur, and patients might take an extra 

dose for severe pain (viz., a medical aberrancy). These are problematic and not welcome, but do not 

necessarily forebode future aberrancies, addiction, and overdose death. Still, each must be addressed 

and documented along with the clinician’s response. The clinician has the following options when faced 

an aberrancy or aberrancies:  

1. Coach adherence / behavioral intervention + increased monitoring 274

2. Specialist referral: Pain management, Addiction, Psychiatry 275

3. Discontinue opioids and other addiction-prone prescriptions 274

4. Discharge from the clinician’s practice – last resort 275

For low and intermediate level aberrancies, adherence coaching (warning, brief behavioral intervention) 

along with increased monitoring is often successful274. Recurrence may warrant exploration of the issues 

by specialty consultation275. “One strike and you’re out” for lower level aberrancies is generally 

contraindicated as many patients may end up subsequently resorting to injudicious prescribers or street 

sources out of desperation. Even “three strikes and you’re out”, while catchy, is not evidence-based. 

Investigation on this issue is very sparse, and only two studies by the same research group were identified 

from 2007 and 2008. In that work, OUD was associated with one aberrancy involving cocaine but four or 

more of other types of aberrancies276,277.  

Pending other data, it may be reasonable to warn, monitor, and refer those presenting with up to three 

aberrancies, but just one in the case of stimulants. At that point, discontinuation of opioids (and other 

addiction-prone medications if relevant) rather than discharge from the practice is far preferable275. Just 

as in other areas of medical practice, ascertaining a new diagnosis does not mean release from care has 

to occur. The impetus to dismiss patients often has to do with their dishonesty: a violation of trust. Lying, 

however, is a symptom of the disease of addiction of patients trying keep the substances they 

http://mytopcare.org/wp-content/uploads/2013/05/COMM.pdf
https://opioidcalculator.practicalpainmanagement.com/
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desperately crave available. These patients do not deserve to be shamed, but rather should receive 

evidence-based treatment, such as with Medication for Opioid Use Disorder (MOUD), formerly termed 

Medication Assisted Treatment (MAT).  

On occasion, discharge from the clinician’s practice is indicated, for example when forgery is identified, 

threatening behavior occurs, or non-compliance consistently recurs. However, it should be a last resort 

and done “therapeutically”, i.e., by reviewing why the aberrancies are problematic with the patient 

along with a referral to a known responsible prescriber who respectfully manages challenging situations. 

In doing so, it is important to follow the rules and guidance provided by the medical board in respective 

states to avoid abandoning the patient – typically, a registered letter indicating that the clinician will no 

longer be available to care for the patient after 30 days. Excepting for benzodiazepines whose 

discontinuation could result in life-threatening seizures278,279,280, the clinician is not obligated to continue 

the same, reduced, or any opioids, though there is a responsibility of appropriate withdrawal 

management if opioids are tapered or discontinued altogether.  

Table 7 

Low Level Aberrancies 

+ Early refill x1

+ Missed or late for appointment

+ Self-directed dose increase x1

+ Non-notification of mild adverse reaction(s)

+ Low dose alcohol for a special occasion only

+ Non-notification of other prescriber for a good reason x1

+ Occasional problem-solving phone calls in lieu of clinical encounter (office or virtual)

+ Non-participation in recommended non-opioid pain treatments for valid economic reasons

Table 8 

Intermediate Level Aberrancies 

+ Early refill >1

+ Lost / stolen prescription

+ Unauthorized overuse >1

+ Focus on specific opioid

+ Unauthorized cannabis use

+ Considers one’s self to be addicted

+ Limited interest in non-opioid approaches

+ Not informing prescriber of significant adverse reaction(s)

+ Non-opioid substance addiction slip, followed by return to abstinence

+ Multiple problem-solving phone calls in lieu of clinical encounter (office or virtual)

+ Non-participation in recommended non-opioid approaches for noneconomic reasons

Table 9 

High Level Aberrancies 

+ Forged prescription

+ Cocaine / Stimulant use

+ Involvement in DUI / MVA

+ > 3 lower level aberrancies

+ Non-pain related opioid use

+ Stealing controlled substances

+ IV or IN route of administration
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+ Aggressive demands for opioids

+ Active non-opioid substance relapse

+ Refusal of non-medication approaches for pain

+ Intoxication / Oversedation:  Reported or observed

+ Multi-sourcing: non-allowed prescribers / street / internet

+ Reliance on problem-solving phone calls in lieu of clinical encounter (office or virtual)

Putting It All Together: Pain Management + Risk Management 
Managing pain in clinical practice means managing the associated risks as well, particularly with opioid 

prescribing. As challenging as it is, this review attempts to adhere to Einstein’s dictum to “make things as 

simple as possible…but not simpler” – see also Table 10. Each medical provider should become aware of 

one’s biases – we all have them. Does one tend to over-trust or under-trust? Does one tend to over-

prescribe or under-prescribe? 

Table 10 

Recommended Screening Tools for Pain and Opioid Risk Management 

+ Acute Pain (short-term use): Initial Visit

+ PEG-3 (Pain, Enjoyment, General Function)

+ Interview questions: personal and family history of substance use disorders

+ Screening Portion of Screening, Brief Intervention, and Referral to Treatment

+ Online Prescription Database (aka Prescription Drug Monitoring Program – varies by state)

+ Chronic Pain (long-term use): Initial Visit(s)

+ PEG-3 (Pain, Enjoyment, General Function)

+ Screening Portion of Screening, Brief Intervention, and Referral to Treatment

+ Tobacco → Fagerström Test   Alcohol → AUDIT   Cannabis → CUDIT-R

Drugs → DAST-10

+ Interview questions:

+ Personal and family history of substance use disorders

+ Personal history of psychiatric or mood problems

+ Adverse Childhood Experience questionnaire (ACE) for trauma

+ PHQ-2 → PHQ-9 if affirmative for depressed mood; GAD-7 if affirmative for anxiety

+ STOP-BANG for obstructive sleep apnea risk

+ Online Prescription Database (aka Prescription Drug Monitoring Program – varies by state)

+ Drug testing by definitive method: GC/MS or LC/MS-MS

+ Screener and Opioid Assessment for Patients with Pain - Revised (SOAPP-R)

+ Alternatives: Risk Index for Overdose or Serious prescription Opioid-induced

Respiratory Depression (RIOSORD), Opioid Risk Tool (ORT)

+ Chronic Pain (long-term use): Follow-up Visits

+ Five A’s: Activities (function), Analgesia, Affect (mood), Adverse Effects, Aberrancies

+ PEG-3 (Pain, Enjoyment, General Function)

+ Current Opioid Misuse Measure (COMM)

+ PHQ-2 → PHQ-9 if affirmative for depressed mood; GAD-7 if affirmative for anxiety

+ Online Prescription Database (aka Prescription Drug Monitoring Program – varies by state)

+ Drug screening by immunoassay, testing by definitive method: GC/MS or LC/MS-MS

+ For Other Conditions Suggested by History

https://www.oregonpainguidance.org/app/content/uploads/2016/05/PEG-3.pdf
https://my.ireta.org/sites/ireta.org/files/HealthTeamWorks%20SBIRT%20Guideline%20-%20Screening%20Protocol%2010-2011.pdf
https://www.oregonpainguidance.org/app/content/uploads/2016/05/PEG-3.pdf
https://my.ireta.org/sites/ireta.org/files/HealthTeamWorks%20SBIRT%20Guideline%20-%20Screening%20Protocol%2010-2011.pdf
https://cde.drugabuse.gov/sites/nida_cde/files/FagerstromTest_2014Mar24.pdf
https://www.drugabuse.gov/sites/default/files/audit.pdf
http://www.warecoveryhelpline.org/wp-content/uploads/2018/04/CUDIT.pdf
https://cde.drugabuse.gov/sites/nida_cde/files/DrugAbuseScreeningTest_2014Mar24.pdf
https://www.theannainstitute.org/Finding%20Your%20ACE%20Score.pdf
https://aidsetc.org/sites/default/files/resources_files/PHQ-2_English.pdf
https://www.hiv.uw.edu/page/mental-health-screening/phq-9
https://www.hiv.uw.edu/page/mental-health-screening/gad-7
http://www.stopbang.ca/osa/screening.php
https://www.oregonpainguidance.org/app/content/uploads/2016/05/SOAPP-R.pdf
https://paindr.com/wp-content/uploads/2015/09/RIOSORD-tool.pdf
https://www.drugabuse.gov/sites/default/files/opioidrisktool.pdf
https://www.oregonpainguidance.org/app/content/uploads/2016/05/PEG-3.pdf
https://aidsetc.org/sites/default/files/resources_files/PHQ-2_English.pdf
https://www.hiv.uw.edu/page/mental-health-screening/phq-9
https://www.hiv.uw.edu/page/mental-health-screening/gad-7
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+ Post-Traumatic Stress Disorder: PTSD Check List (PCL-C)

+ Bipolar Disease: Mood Disorder Questionnaire (MDQ)

+ Attention Deficit Hyperactivity Disorder: Adult ADHD Self-Report Scale (ASRS)

+ Psychosis: Psychosis Screener (PS)

+ Insomnia: Sleep Condition Indicator (SCI)

+ Suicidality: Patient Safety Screener (PSS-3)

It is incumbent upon the pain provider to acquire and update one’s knowledge, recognize her or his 

limitations, and access specialty consultation in those matters beyond one’s ability or capacity, as well as 

when there is significant uncertainty as to diagnosis and treatment approach. It is not enough to have 

the knowledge: it needs to be applied. A thorough understanding of drug testing is pointless, for 

example, if it is not ordered.  

All this should be reflected in the chart, including concerns that might not be communicated directly to 

the patient at any one time – a surprise urine drug test, for instance. Language that describes both actual 

pain management and risk management activities, discussions, and considerations should be recorded 

consistently in each SOAP section (or equivalent): subjective, objective, assessments, and plans for both 

of those domains. Guidelines are just that: guidelines, not rules, not laws – although clinicians are 

governed by those as well. They are typically reflective of best practices but also include the minimal 

standard of care elements that must be performed. Indeed, there are occasions when off-guideline 

prescribing is the best approach for the patient, and in that case the medical record should clearly state 

the rationale: “off-guideline prescribing because…” Doing so serves as a prompt for the practitioner to 

take a second look at the intervention(s) prescribed to make sure medical decision-making is sound as 

well. 

This review, too, reflects best practice recommendations and is not meant to supplant sound clinical 

judgment for the individuals served - individuals whose conditions and treatment responses vary widely. 

These are persons, not cases, who deserve our attention to their lived experiences and struggles. Naomi 

Wolfe expresses well the challenge so many patients face with their medical providers:  

“Pain is real 

when you get other people to believe in it. 

If no one believes in it, 

pain is madness or hysteria.” 

Listen 

Steven Wright, MD 

Stader Opioid Consulting 

July 27, 2021 

Family Medicine 

Addiction Medicine 

Medical Pain Management 

https://www.mirecc.va.gov/docs/visn6/3_ptsd_checklist_and_scoring.pdf
https://www.ohsu.edu/sites/default/files/2019-06/cms-quality-bipolar_disorder_mdq_screener.pdf
https://add.org/wp-content/uploads/2015/03/adhd-questionnaire-ASRS111.pdf
https://comorbidityguidelines.org.au/appendices/appendix-o-psychosis-screener-ps
https://www.sleepio.com/sleep-condition-indicator/
https://www.sprc.org/sites/default/files/Patient%20Safety%20Screener%20%28PSS-3%29%20Pocket%20Card.pdf


15 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

References 

1 Bohnert ASB, Valenstein M, Bair MJ, et al. Association between opioid prescribing patterns and opioid 

overdose-related death rates. JAMA. 2011;305(13):1315-21.  Article 

2 Dasgupta N, Funk MJ, Proescholdbell S, et al. Cohort study of the impact of high-dose opioid analgesics 

on overdose mortality. Pain Med. 2016;17:85-98.  Article  

3 Dunn KM, Saunders KW, Rutter CM, et al. Opioid prescriptions for chronic pain and overdose: a cohort 

study. Ann Int Med. 2010;152(2):85-92.  Article 

4 Paulozzi LJ, Kilbourne EM, Shah NG, et al. History of being prescribed controlled substances and risk of 

drug overdose death. Pain Med. 2012;13(1):87-95.  Article  

5 Gomes T, Mamdani MM, Dhalla IA, et al. Opioid dose and drug-related mortality in patients with 

nonmalignant pain. Arch Intern Med. 2011;171(7):686-91.  Abstract 

6 Lanas et al. Nationwide study of mortality associated with hospital admission due to severe GI events 

and those associated with NSAID use. Am J Gastroenterol. 2005;100(8):1685-93.  Abstract 

7 Kennedy J, Roll JM, Schraudner T, et al. Prevalence of persistent pain in the U.S. adult population: new 

data from the 2010 national health interview survey. J Pain. 2014;15(10):979-84.  Abstract  

8 Schliessbach J, Siegenthaler A, Bütikofer L, et al. Predicting drug efficacy in chronic low back pain by 

quantitative sensory tests. Eur J Pain. 2018;22(5):973-88.  Abstract  

9 da Costa BR, Reichenbach S, Keller N, et al. Effectiveness of non-steroidal anti-inflammatory drugs for 

the treatment of pain in knee and hip osteoarthritis: a network meta-analysis. Lancet. 

2016;387(10033):2093-105.  Abstract 

10 Bullock J, Rizvi SAA, Saleh AM, et al. Rheumatoid arthritis: a brief overview of the treatment. Med Princ 

Pract. 2018;27(6):501-7.  Article  

11 Chou R, Deyo R, Friedly J, et al. Systemic pharmacologic therapies for low back pain: a systematic 

review for an American College of Physicians Clinical Practice Guideline. Ann Intern Med. 

2017;166(7):480-92.  Article  

12 Verassi G, Alon E, Bagnasco M, et al. Towards an effective and safe treatment of inflammatory pain: a 

delphi-guided expert consensus. Adv Ther. 2019;36:2618-37.  Article  

13 Zhang W, Jones A, Doherty M. Does paracetamol (acetaminophen) reduce the pain of osteoarthritis? 

A meta-analysis of randomized controlled trials. Ann Rheum Dis. 2004;63(8):901-7.  Article  

14 McDonagh MS, Selph SS, Buckley DI, et al. Nonopioid pharmacologic treatments for chronic pain. 

Comparative Effectiveness Review No. 228. Rockville, MD: Agency for Healthcare Research and Quality; 

April 2020.  Document  

15 Jóźwiak-Bebenista M, Nowak JZ. Paracetamol: mechanism of action, applications and safety concern. 

Acta Pol Pharm. 2014;71(1):11-23.  Article  

http://jama.jamanetwork.com/article.aspx?articleid=896182
http://painmedicine.oxfordjournals.org/content/painmedicine/17/1/85.full.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3000551/pdf/ukmss-32216.pdf
http://painmedicine.oxfordjournals.org/content/13/1/87.long
http://www.ncbi.nlm.nih.gov/pubmed/21482846
http://www.ncbi.nlm.nih.gov/pubmed/16086703
https://www.ncbi.nlm.nih.gov/pubmed/25267013
https://www.ncbi.nlm.nih.gov/pubmed/29363217
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(16)30002-2/abstract
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6422329/
https://www.acpjournals.org/doi/full/10.7326/M16-2458?rfr_dat=cr_pub++0pubmed&url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6822819/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1755098/pdf/v063p00901.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/pdf/nonopioid-chronic-pain.pdf
http://www.ptfarm.pl/pub/File/Acta_Poloniae/2014/1/011.pdf


16 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

16 Saragiotto BT, Machado GC, Ferreira ML, et al. Paracetamol for low back pain. Cochrane Database 

Syst Rev. 2016;(6):CD012230.  Abstract  

17 Williams CM, Maher CG, Latimer J, et al. Efficacy of paracetamol for acute low-back pain: a double-

blind, randomised controlled trial. Lancet. 2014;384(9954):1586-96.  Abstract  

18 Machado GC, Maher CG, Ferreira PH, et al. Efficacy and safety of paracetamol for spinal pain and 

osteoarthritis: systematic review and meta-analysis of randomised placebo controlled trials. BMJ. 

2015;350:h1225.  Article  

19 Wiffen PJ, Derry S, Moore RA, et al. Oral paracetamol (acetaminophen) for cancer pain. Cochrane 

Database Syst Rev. 2017;7(7):CD012637.  Article  

20 Wiffen PJ, Knaggs R, Derry S, et al. Paracetamol (acetaminophen) with or without codeine or 

dihydrocodeine for neuropathic pain in adults. Cochrane Database Syst Rev.  2016;12(12):CD012227.  

Article  

21 Bertolini A, Ferrari A, Ottani A, et al. Paracetamol: new vistas of an old drug. CNS Drug Rev. 2006;12(3-

4):250-75.  Abstract  

22 Patetsos E, Horjales-Araujo E. Treating chronic pain with SSRIs: What do we know? Pain Res Manag. 

2016;2016:2020915.  Article  

23 Dharmshaktu P, Tayal V, Kalra BS. Efficacy of antidepressants as analgesics: a review. J Clin Pharmacol. 

2012;52(1):6-17.  Abstract  

24 Mika J, Zychowska M, Makuch W, et al. Neuronal and immunological basis of action of antidepressants 

in chronic pain - clinical and experimental studies. Pharmacol Rep. 2013;65(6):1611-21.  Abstract  

25 Staiger TO, Gaster B, Sullivan MD, Deyo RA. Systematic review of antidepressants in the treatment of 

chronic low back pain. Spine (Phila Pa 1976). 2003;28(22):2540-5.  Abstract  

26 Banzi R, Cusi C, Randazzo C, et al. Selective serotonin reuptake inhibitors (SSRIs) and serotonin-

norepinephrine reuptake inhibitors (SNRIs) for the prevention of tension-type headache in adults. 

Cochrane Database Syst Rev. 2015;(5):CD011681.  Abstract  

27 Perahia DG, Pritchett YL, Desaiah D, Raskin J. Efficacy of duloxetine in painful symptoms: an analgesic 

or antidepressant effect? Int Clin Psychopharmacol. 2006;21(6):311-7.  Abstract  

28 Lunn MP, Hughes RA, Wiffen PJ. Duloxetine for treating painful neuropathy, chronic pain or 

fibromyalgia. Cochrane Database Syst Rev. 2014;(1):CD007115.  Abstract  

29 [No authors listed]  Neuropathic Pain: The Pharmacological Management of Neuropathic Pain in Adults 

in Non-specialist Settings. National Institute for Health and Care Excellence: Clinical Guidelines. Centre for 

Clinical Practice at NICE (UK). 2013, partial update 2019.  Document  

30 Cording M, Derry S, Phillips T, et al. Milnacipran for pain in fibromyalgia in adults. Cochrane Database 

Syst Rev. 2015;(10):CD008244.  Abstract 

https://www.ncbi.nlm.nih.gov/pubmed/27271789
http://www.ncbi.nlm.nih.gov/pubmed/25064594
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4381278/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6369932/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6463878/
https://www.ncbi.nlm.nih.gov/pubmed/17227290/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4947493/
https://www.ncbi.nlm.nih.gov/pubmed/21415285
https://pubmed.ncbi.nlm.nih.gov/24553009/
https://pubmed.ncbi.nlm.nih.gov/14624092/
https://www.ncbi.nlm.nih.gov/pubmed/25931277
https://www.ncbi.nlm.nih.gov/pubmed/17012978
https://www.ncbi.nlm.nih.gov/pubmed/24385423
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0071628/
https://www.ncbi.nlm.nih.gov/pubmed/26482422


17 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

31 Mease PJ, Clauw DJ, Gendreau RM, et al. The efficacy and safety of milnacipran for treatment of 

fibromyalgia. a randomized, double-blind, placebo-controlled trial. J Rheumatol. 2009;36(2):398-409. 

Abstract  

32 Meng FY, Zhang LC, Liu Y, et al. Efficacy and safety of gabapentin for treatment of postherpetic 

neuralgia: a meta-analysis of randomized controlled trials. Minerva Anestesiol. 2014;80(5):556-67.  Abstract 

33 Moore RA, Wiffen PJ, Derry S, McQuay HJ. Gabapentin for chronic neuropathic pain and fibromyalgia 

in adults. Cochrane Database Syst Rev. 2011;(3):CD007938.  Article 

34 Derry S, Bell RF, Straube S, et al. Pregabalin for neuropathic pain in adults. Cochrane Database Syst Rev. 

2019;1(1):CD007076.  Article  

35 Moore RA, Straube S, Wiffen PJ, et al. Pregabalin for acute and chronic pain in adults. Cochrane 

Database Syst Rev. 2009;(3):CD007076.  Article 

36 Arnold L, Mease P, Silverman S. Pregabalin: an alpha2-delta (alpha2-delta) ligand for the management 

of fibromyalgia. Am J Manag Care. 2010;16(5 Suppl):S138-43.  Article 

37 Casale R, Symeonidou Z, Bartolo M. Topical treatments for localized neuropathic pain. Curr Pain 

Headache Rep. 2017;21(3):15.  Article  

38 Kivitz A, Fairfax M, Sheldon EA, et al. Comparison of the effectiveness and tolerability of lidocaine patch 

5% versus celecoxib for osteoarthritis-related knee pain: post hoc analysis of a 12 week, prospective, 

randomized, active-controlled, open-label, parallel-group trial in adults. Clin Ther. 2008;30(12):2366-77.  

Abstract 

39 Derry S, Wiffen PJ, MMoore RA, Quinlan J. Topical lidocaine for neuropathic pain in adults. Cochrane 

Database Syst Rev. 2014;2014(7):CD010958.  Article 

40 Liu X, Wei L, Zeng,Q, et al. The treatment of topical drugs for postherpetic neuralgia: a network meta-

analysis. Pain Physician. 2020;23(6):541-51.  Abstract 

41 Collins SL, Moore RA, McQuay HJ, Wiffen P. Antidepressants and anticonvulsants for diabetic 

neuropathy and postherpetic neuralgia: a quantitative systematic review. J Pain Symptom Manage. 

2000;20(6):449-58.  Abstract 

42 Moore, D, Chong MS, Shetty A, Zakrzewska JM. A systematic review of rescue analgesic strategies in 

acute exacerbations of primary trigeminal neuralgia. Br J Anaesth. 2019;123(2):e385-e396.  Abstract 

43 Haroutiunian S, McNicol ED, Lipman AG. Methadone for chronic non-cancer pain in adults. Cochrane 

Database Syst Rev. 2012;11(11):CD008025.  Article 

44 Elina Cv Brinck ECv, Elina Tiippana E, Michael Heesen M, et al. Perioperative intravenous ketamine for 

acute postoperative pain in adults. Cochrane Database Syst Rev. 2018;12(12):CD012033.  Article 

45 Bell RF, Eccleston C, Kalso EA. Ketamine as an adjuvant to opioids for cancer pain. Cochrane 

Database Syst Rev. 2017;6(6):CD003351.  Article 

https://www.ncbi.nlm.nih.gov/pubmed/19132781
https://pubmed.ncbi.nlm.nih.gov/24257149/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4171034/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6353204/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4167351/
http://www.ajmc.com/journals/supplement/2010/A291_2010mayFibromyalgia/A291_10may_Arnold_S138to143/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5340828/
http://www.ncbi.nlm.nih.gov/pubmed/19167595
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6540846/
https://pubmed.ncbi.nlm.nih.gov/33185370/
https://pubmed.ncbi.nlm.nih.gov/11131263/
https://pubmed.ncbi.nlm.nih.gov/31208761/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6353086/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6360925/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6481583/


18 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

46 Orhurhu V, Orhurhu MS, Bhatia A, Cohen SP. Ketamine infusions for chronic pain: a systematic review 

and meta-analysis of randomized controlled trials. Anesth Analg. 2019;129(1):241-54.  Abstract  

47 Chou R, Peterson K, Helfand M, et al. Comparative efficacy and safety of skeletal muscle relaxants for 

spasticity and musculoskeletal conditions: a systematic review. J Pain Symptom Manage. 2004;28(2):140-

75. Article

48 Shaheed CA, Maher CG, Williams KA, McLachlan AJ. Efficacy and tolerability of muscle relaxants for 

low back pain: Systematic review and meta-analysis. Eur J Pain. 2017;21(2):228-37.  Abstract 

49 Tofferi JK, Jackson JL, O’Malley PG, et al.Treatment of fibromyalgia with cyclobenzaprine: a meta-

analysis. Arthritis Rheum. 2004;51(1):9-13.  Article 

50 Wright S. Limited utility for benzodiazepines in chronic pain management: a narrative review. Adv Ther. 

2020;37:2604-19.  Article  

51 Forrest WH, Brown BW, Brown CR, et al. Dextroamphetamine with morphine for the treatment of 

postoperative pain. N Engl J Med. 1977; 296:712-5.  Abstract 

52 Christopher J Derry CJ, Derry S, Moore RA. Caffeine as an analgesic adjuvant for acute pain in adults. 

Cochrane Database Syst Rev. 2014;2014(12):CD009281.  Article  

53 Penny F Whiting PF, Wolff RF, Deshpande S, et al. Cannabinoids for medical use: a systematic review 

and meta-analysis. JAMA. 2015;313(24):2456-73.  Abstract 

54 Stockings E, Campbell G, Hall WD, et al. Cannabis and cannabinoids for the treatment of people with 

chronic noncancer pain conditions: a systematic review and meta-analysis of controlled and 

observational studies. Pain. 2018;159(10):1932-54.  Abstract 

55 Metts J, Wright S, Sundaram J. Medical marijuana: A treatment worth trying? J Fam Pract. 

2016;65(3):178-85.  Article 

56 Wright S, Metts J. Recreational cannabinoid use: The hazards behind the “high”. J Fam Pract. 2016 

November;65(11):770-3,778-9.  Article 

57 Christiansen BA, Bhatti S, Goudarzi R, Emami S.  Management of osteoarthritis with avocado/soybean 

unsaponifiables. Cartilage. 2015;6(1):30-44.  Article 

58 Simental-Mendía M, Sánchez-García A, Acosta-Olivo CA, et al. Efficacy and safety of avocado-

soybean unsaponifiables for the treatment of hip and knee osteoarthritis: a systematic review and meta-

analysis of randomized placebo-controlled trials. Int J Rheum Dis. 2019;22(9):1607-15.  Abstract  

59 Liu X, Machado GC, Eyles JP, et al. Dietary supplements for treating osteoarthritis: a systematic review 

and meta-analysis. Br J Sports Med. 2018;52(3):167-75.  Abstract  

60 Sheena Derry S, Rice AS, Cole P, et al. Topical capsaicin (high concentration) for chronic neuropathic 

pain in adults. Cochrane Database Syst Rev. 2017;1(1):CD007393.  Article 

https://pubmed.ncbi.nlm.nih.gov/31082965/
https://www.jpsmjournal.com/article/S0885-3924(04)00215-5/fulltext
https://pubmed.ncbi.nlm.nih.gov/27329976/
https://onlinelibrary.wiley.com/doi/10.1002/art.20076
https://doi.org/10.1007/s12325-020-01354-6
https://www.nejm.org/doi/pdf/10.1056/NEJM197703312961303
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6485702/
https://pubmed.ncbi.nlm.nih.gov/26103030/
https://pubmed.ncbi.nlm.nih.gov/29847469/
https://www.mdedge.com/jfponline/article/106836/pain/medical-marijuana-treatment-worth-trying
http://www.mdedge.com/jfponline/article/116578/addiction-medicine/recreational-cannabinoid-use-hazards-behind-high
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4303902/
https://pubmed.ncbi.nlm.nih.gov/31328413/
https://pubmed.ncbi.nlm.nih.gov/29018060/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6464756/


19 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

61 Rendell MS. The time to develop treatments for diabetic neuropathy. Expert Opin Investig Drugs. 

2021;30(2):119-30.  Abstract 

62 Sonya J Snedecor S, Lavanya Sudharshan L, Joseph C Cappelleri JC, et al. Systematic review and 

meta-analysis of pharmacological therapies for painful diabetic peripheral neuropathy. Pain Pract. 

2014;14(2):167-84.  Abstract  

63 Kisely S, Forbes M, Sawyer E, et al. A systematic review of randomized trials for the treatment of burning 

mouth syndrome. Psychosom Res. 2016;86:39-46.  Abstract 

64 Shell WE, Pavlik S, Rogh, B, et al. Reduction in pain and inflammation associated with chronic low back 

pain with the use of the medical food theramine. Am J Ther. 2016; 23(6): e1353-e1362.  Article 

65 Deyo RA, Von Korff M, Duhrkoop D. Opioids for low back pain. BMJ. 2015; 350:g6380.  Abstract 

66 [No authors listed] Practice guidelines for acute pain management in the perioperative setting: an 

updated report by the American Society of Anesthesiologists Task Force on Acute Pain Management. 

Anesthesiology. 2012;116(2):248-73.  Document 

67 Cantrill SV, Brown MD, Carlisle RJ, et al. Clinical policy: critical issues in the prescribing of opioids for 

adult patients in the emergency department. Ann Emerg Med. 2012;60(4):499-525.  Article 

68 Derry S, Derry CJ, Moore RA. Single dose oral ibuprofen plus oxycodone for acute postoperative pain in 

adults. Cochrane Database Syst Rev. 2013;2013(6):CD010289.  Article  

69 Krebs EE, Gravely A, Nugent S, et al. Effect of opioid vs nonopioid medications on pain-related function 

in patients with chronic back pain or hip or knee osteoarthritis pain. The SPACE Randomized Clinical Trial. 

JAMA. 2018;319(9):872-82.  Article 

70 Bicket MD, Long JJ, Pronovost PJ, et al. Prescription opioid analgesics commonly unused after surgery: a 

systematic review. JAMA Surg. 2017;152(11):1066-71.  Abstract  

71 Kalso E, Edwards JE, Moore AR, McQuay HJ. Opioids in chronic non-cancer pain: systematic review of 

efficacy and safety. Pain. 2004;112(3):372-80.  Abstract  

72 Noble M, Treadwell JR, Tregear SJ, et al. Long-term opioid management for chronic noncancer pain. 

Cochrane Database Syst Rev. 2010;2010(1):CD006605.  Article  

73 Trescot AM, Helm S, Hansen H, et al. Opioids in the management of chronic non-cancer pain: an 

update of American Society of the Interventional Pain Physicians' (ASIPP) Guidelines. Pain Physician. 

2008;11(2 Suppl):S5-S62.  Article  

74 da Costa BR, Nüesch E, Kasteler R, et al. Oral or transdermal opioids for osteoarthritis of the knee or hip. 

Cochrane Database Syst Rev. 2014;(9):CD003115.  Article 

75 Hanks GW, Reid C. Contribution to variability in response to opioids. Support Care Cancer. 

2005;13(3):145-52.  Abstract 

https://pubmed.ncbi.nlm.nih.gov/33423557/
https://pubmed.ncbi.nlm.nih.gov/23534696/
https://pubmed.ncbi.nlm.nih.gov/27302545/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5102273/
https://doi.org/10.1136/bmj.g6380
https://pubs.asahq.org/anesthesiology/article/116/2/248/12956/Practice-Guidelines-for-Acute-Pain-Management-in
https://www.annemergmed.com/article/S0196-0644(12)00637-3/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6494203/
https://jamanetwork.com/journals/jama/fullarticle/2673971
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5701659/
https://pubmed.ncbi.nlm.nih.gov/15561393/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6494200/
https://www.painphysicianjournal.com/current/pdf?article=OTgy&journal=42
https://boris.unibe.ch/59424/1/DaCosta%20CochraneDatabaseSystRev%202014.pdf
https://pubmed.ncbi.nlm.nih.gov/15761703/


20 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

76 Kuo A, Wyse BD, Meutermans W, Smith MT. In vivo profiling of seven common opioids for 

antinociception, constipation and respiratory depression: no two opioids have the same profile. Br J 

Pharmacol. 2015;172(2):532-48.  Article  

77 Vuilleumier PH, Stamer UM, Landau R. Pharmacogenomic considerations in opioid analgesia.  

Pharmacogenomics. 2012;5:73-87.  Article  

78 Cairoli FR, Appiani F, Sambade JM, et al. Efficacy and safety of opioid therapy guided by 

pharmacogenetics: a systematic review. Pharmacogenomics. 2021;22(9):573-86.  Abstract  

79 Santos J, Alarcão J, Fareleira F, et al. Tapentadol for chronic musculoskeletal pain in adults. Cochrane 

Database Syst Rev. 2015;2015(5):CD009923.  Article  

80 Khanna IK, Pillarisetti S. Buprenorphine - an attractive opioid with underutilized potential in treatment of 

chronic pain. J Pain Res. 2015;8:859-70.  Article 

81 Hadley G, Derry S, Moore RA, Wiffen PJ. Transdermal fentanyl for cancer pain. Cochrane Database Syst 

Rev. 2013;2013(10):CD010270.  Article 

82 Rosti G, Gatti A, Costantini A, et al. Opioid-related bowel dysfunction: prevalence and identification of 

predictive factors in a large sample of Italian patients on chronic treatment. Eur Rev Med Pharmacol Sci. 

2010;14(12):1045-50. Abstract 

83 Fliss E M Murtagh FEM, Mee-Onn Chai, m-O, Donohue P, et al. The use of opioid analgesia in end-stage 

renal disease patients managed without dialysis: recommendations for practice. J Pain Palliat Care 

Pharmacother. 2007;21(2):5-16.  Abstract  

84 King S, Forbes K,Hanks GW, et al. A systematic review of the use of opioid medication for those with 

moderate to severe cancer pain and renal impairment: a European Palliative Care Research 

Collaborative opioid guidelines project. Palliat Med. 2011;25(5):525-52.  Abstract  

85 Lugo RA, Satterfield KL, Kern SE. Pharmacokinetics of methadone. J Pain Palliat Care Pharmacother. 

2005;19(4):13-24.  Abstract  

86 Niscola P, Scaramucci L, Vischini G, et al. The use of major analgesics in patients with renal dysfunction. 

Curr Drug Targets. 2010;11(6):752-8.  Abstract  

87 Murphy EJ. Acute pain management pharmacology for the patient with concurrent renal or hepatic 

disease. Anaesth Intensive Care. 2005;33(3):311-22.  Abstract  

88 Bosilkovska M, Walder B, Besson M, et al. Analgesics in patients with hepatic impairment: pharmacology 

and clinical implication. Drugs. 2012;72(12):1645-69.  Abstract  

89 Pergolizzi  J, Böger RH, Budd K, et al. Opioids and the management of chronic severe pain in the 

elderly: consensus statement of an International Expert Panel with focus on the six clinically most often 

used World Health Organization Step III opioids (buprenorphine, fentanyl, hydromorphone, methadone, 

morphine, oxycodone). Pain Pract. 2008;8(4):287-313.  Abstract  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4292966/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3513230/
https://pubmed.ncbi.nlm.nih.gov/34013775/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7205027/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4675640/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6517042/
https://pubmed.ncbi.nlm.nih.gov/21375137/
https://pubmed.ncbi.nlm.nih.gov/17844723/
https://pubmed.ncbi.nlm.nih.gov/21708859/
https://www.tandfonline.com/doi/abs/10.1080/J354v19n04_05
https://pubmed.ncbi.nlm.nih.gov/20041843/
https://aaic.net.au/document/?D=2004174
https://pubmed.ncbi.nlm.nih.gov/22867045/
https://pubmed.ncbi.nlm.nih.gov/18503626/


21 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

90 Innaurato G, Piguet V, Simonet ML. Analgesia in patients with hepatic impairment. Rev Med Suisse. 

2015;11(480):1380, 1382-4.  Abstract  

91 Nossaman VE, Ramadhyani U, Kadowitz PJ, Nossaman BD. Advances in perioperative pain 

management: use of medications with dual analgesic mechanisms, tramadol & tapentadol. Anesthesiol 

Clin. 2010;28(4):647-66.  Abstract 

92 Wiegand TJ, Le Lait MC, Bartelson BB, et al. Analysis of the abuse and diversion of the buprenorphine 

transdermal delivery system. J Pain. 2016;17(6):745-52.  Abstract  

93 Suzanne K Vosburg SK, S Geoffrey Severtson SG, Dart RC, et al. Assessment of Tapentadol API Abuse 

Liability With the Researched Abuse, Diversion and Addiction-Related Surveillance System. J Pain. 

2018;19(4):439-53.  Abstract  

94 Lehmann KA. Tramadol in acute pain. Drugs. 1997;53 Suppl 2:25-33.  Abstract 

95 Strang J, Hall W, Hickman M, Bird SM. Impact of supervision of methadone consumption on deaths 

related to methadone overdose (1993-2008): analyses using OD4 index in England and Scotland. BMJ. 

2010;341:c4851.  Article  

96 Fullerton CA, Kim M, Thomas CP, et al. Medication-assisted treatment with methadone: assessing the 

evidence. Psychiatr Serv. 2014;65(2):146-57.  Abstract  

97 Cicero TJ, Ellis MS. Abuse-deterrent formulations and the prescription opioid abuse epidemic in the 

United States: lessons learned from OxyContin. JAMA Psychiatry. 2015;72(5):424-30.  Abstract  

98 Vosburg SK, Haynes  C, Besharat A, Green JL. Changes in drug use patterns reported on the web after 

the introduction of ADF OxyContin: findings from the Researched Abuse, Diversion, and Addiction-

Related Surveillance (RADARS) System Web Monitoring Program. Pharmacoepidemiol Drug Saf. 

2017;26(9):1044-52.  Abstract 

99 Farrar JT, Young JP, LaMoreaux L, et al. Clinical importance of changes in chronic pain intensity 

measured on an 11-point numerical pain rating scale. Pain. 2001;94(2):149-58.  Abstract 

100 Gloth FM, Scheve AA, Stober CV, et al.The Functional Pain Scale: reliability, validity, and responsiveness 

in an elderly population. J Am Med Dir Assoc. 2001;2(3):110-4.  Abstract 

101 Pappagallo M. Incidence, prevalence, and management of opioid bowel dysfunction. Am J Surg. 

2001;182(5A Suppl):11S-18S.  Abstract  

102 Nelson AD, Camilleri M. Chronic opioid induced constipation in patients with nonmalignant pain: 

challenges and opportunities. Therap Adv Gastroenterol. 2015;8(4):206-20.  Article  

103 Pergolizzi J. Opioid-induced constipation: treating the patient holistically. Pain Med News. August 27, 

2015.  Article  

104 Berner T, Thomson H, Hartry A, et al. A comparison of daily average consumption of oxycodone 

controlled release (OxyContin CR) and oxymorphone extended release (Opana ER) in patients with low 

back pain. Pharmacy Therapeutics. 2011;36(3):139-44.  Article  

https://pubmed.ncbi.nlm.nih.gov/26267943/
https://pubmed.ncbi.nlm.nih.gov/21074743/
http://www.ncbi.nlm.nih.gov/pubmed/26996928
https://pubmed.ncbi.nlm.nih.gov/29224919/
https://pubmed.ncbi.nlm.nih.gov/9190322/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2941573/
http://www.ncbi.nlm.nih.gov/pubmed/?term=Fullerton.+Medication-assisted+treatment+with+methadone%3A+assessing+the+evidence.+Psychiatr+Serv.+2013
https://pubmed.ncbi.nlm.nih.gov/25760692/
https://pubmed.ncbi.nlm.nih.gov/28653782/
https://pubmed.ncbi.nlm.nih.gov/11690728/
https://pubmed.ncbi.nlm.nih.gov/12812581/
http://www.ncbi.nlm.nih.gov/pubmed/?term=Pappagallo+M.+Am+J+Surg.+2001;182(5A+suppl):11S-18S
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4480571/
http://www.painmedicinenews.com/Review-Articles/Article/08-15/Opioid-Induced-Constipation-Treating-the-Patient-nbsp-Holistically/33226/ses=ogst
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3086105/


22 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

105 Ackerman SJ, Mordin M, Reblando J, et al. Patient-reported utilization patterns of fentanyl transdermal 

system and oxycodone hydrochloride controlled-release among patients with chronic nonmalignant 

pain. J Manag Care Pharm. 2003;9(3):223-31.  Abstract  

106 Zimmermann M, Richarz U. End-of-dose pain in chronic pain: does it vary with the use of different long-

acting opioids? Pain Pract. 2014;14(8):757-69.  Abstract  

107 Davies AN, Dickman A, Reid C, et al. The management of cancer-related breakthrough pain: 

recommendations of a task group of the Science Committee of the Association for Palliative Medicine of 

Great Britain and Ireland. Eur J Pain. 2009;13(4):331-8.  Abstract  

108 Davies AN. The management of breakthrough cancer pain. Br J Nurs. 2011;20(13):803-4, 806-7.  

Abstract  

109 Mercadante S, Portenoy RK. Understanding the chameleonic breakthrough cancer pain. Drugs. 

2021;81(4):411-8.  Abstract  

110 Rodríguez AT, Viejo MN, Maradey P, et al. Impact of individualized management of breakthrough 

cancer pain on quality of life in advanced cancer patients: CAVIDIOPAL study. Support Care Cancer. 

2021;29(8):4799-807.  Article  

111 Soares LG, Chan VW. The rationale for a multimodal approach in the management of breakthrough 

cancer pain: a review. Am J Hosp Palliat Care. 2007;24(5):430-9.  Abstract  

112 Fine PG, Portenoy RK. Establishing "best practices" for opioid rotation: conclusions of an expert panel. J 

Pain Symptom Manage. 2009;38(3):418-25.  Article  

113 Dale O, Moksnes K, Kaasa S. European Palliative Care Research Collaborative pain guidelines: opioid 

switching to improve analgesia or reduce side effects. A systematic review. Palliat Med. 2011;25(5):494-

503. Abstract

114 Nalamachu SR. Opioid rotation in clinical practice. Adv Ther. 2012;29(10):849-63.  Abstract 

115 Mercadante S, Casuccio A, Fulfaro F, et al. Switching from morphine to methadone to improve 

analgesia and tolerability in cancer patients: a prospective study. J Clin Oncol. 2001;19(11):2898-904. 

Abstract  

116 Mercadante S, Villari P, Ferrera P, et al.  Opioid plasma concentrations during a switch from 

transdermal fentanyl to methadone. J Palliat Med. 2007;10(2):338-44.  Abstract  

117 Riley J, Ross JR, Rutter D, et al. No pain relief from morphine? Individual variation in sensitivity to 

morphine and the need to switch to an alternative opioid in cancer patients. Support Care Cancer. 

2006;14(1):56-64.  Abstract 

118 Weschules DJ, Bain KT. A systematic review of opioid conversion ratios used with methadone for the 

treatment of pain. Pain Med. 2008;9(5):595-612.  Article  

https://pubmed.ncbi.nlm.nih.gov/14613465/
https://pubmed.ncbi.nlm.nih.gov/24373184/
https://pubmed.ncbi.nlm.nih.gov/18707904/
https://pubmed.ncbi.nlm.nih.gov/21841688/
https://pubmed.ncbi.nlm.nih.gov/33515376/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8236456/
https://pubmed.ncbi.nlm.nih.gov/17582029/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4065110/
https://pubmed.ncbi.nlm.nih.gov/21708856/
https://pubmed.ncbi.nlm.nih.gov/23054690/
https://pubmed.ncbi.nlm.nih.gov/11387363/
https://pubmed.ncbi.nlm.nih.gov/17472504/
https://pubmed.ncbi.nlm.nih.gov/15952009/
https://watermark.silverchair.com/9-5-595.pdf?token=AQECAHi208BE49Ooan9kkhW_Ercy7Dm3ZL_9Cf3qfKAc485ysgAAAtowggLWBgkqhkiG9w0BBwagggLHMIICwwIBADCCArwGCSqGSIb3DQEHATAeBglghkgBZQMEAS4wEQQMMR5vpkBrLOjJTxnxAgEQgIICjUeozQ4xNJWSlxiVyjSa5gL2FPG_S_-BOE-DXlBpZZlagOt6LAEZvbCZTcbWjsjAjcBn-LJlT5_crofp13-CcG8HCvZ6VwQUfM8hSa2ktmchp8YHq8cqLun8XNPkyU2MP2f3N9Ey-hZIFtjdPfdjNj_9prVFKh_9HoLNUv-Gjq7wWs7vtFAqRvFKVjAoeQul5AjhSo9GXmhyvcsTEYSriVW724WXbhq-h92enb7dX4U7HoctK87u3sCrJEDRR2KAt5GhA9o9SAUhx9NGih0lYG1tp7Gnlp27ZMYvL8kAIAYejZ_4eudyU_9QmMk4MDQjmEW7oRUHqj8D7fMHlT8ME9F5Je84gnodGdBTvFYd7Wz7CmY69KE6MezkihUwaI14sKF1UEEWt8j_6cHdk5TynQXos2Lx3Iy0iZeWA3vTKspTid6hR0dK-bzzuN_Gr0605j2eK94nfaSos0dzZSuL8lW0EHHMWSoVZ30p9iBuPke35Um-WQBjfz5tfIbqH0BkKIa4pbyWUheG2Q4ZOMg2yplBrcljIOT377-Uaz6IkyVtEAc5Ljdj40S9B43OHm2RYcxLv_XRVZCTNcjVXIeimSx0PFuJrZCa2RFIcFVYfJe9MST_yQrDVcklC8ILxskrSxNJOVGT_jd9eTweMar6ZwqHCu4jelwdHLnsesq8LpU9II9lUILKkzoV61DsQpt8T5Zg84lp6zfgQUNFowPlw6914qm9Ztqk0NEfu6B_LZ8f9x2LOme8akKMcrkoW0T1hbm3AMXChs5UfJjwRhreZf9FVBUSJZDrnWZYbsdlqxsiV0e_10Re26zyOy3JBJYLHp33haA5jkzP6XiKr4p_EaLDmVmmGxIlC4iEcRLL


23 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

119 Quigley C. Opioid switching to improve pain relief and drug tolerability. Cochrane Database Syst Rev. 

2004;(3):CD004847.  Abstract  

120 Quang-Cantagrel ND, Wallace MS, Magnuseon SK. Opioid substitution to improve the effectiveness of 

chronic noncancer pain control: a chart review. Anesth Analg. 2000;90(4):933-7.  Abstract  

121 Yang D, Sin B, Beckhusen J, et al. Opioid-induced hyperalgesia in the nonsurgical setting: a systematic 

review. Am J Ther. 2019;26(3):e397-e405.  Abstract  

122 Higgins C,Smith BH, Matthews K. Evidence of opioid-induced hyperalgesia in clinical populations after 

chronic opioid exposure: a systematic review and meta-analysis. Br J Anaesth. 2019;122(6):e114-e126.  

Article 

123 Albutt C. On the abuse of hypodermic injections of morphia. Practitioner. 1870;3:327-30. 

124 Raffa RB, Pergolizzi JV. Multi-mechanistic analgesia for opioid-induced hyperalgesia. J Clin Pharm Ther. 

2012;37(2):125-7.  Abstract 

125 Silverman SM. Opioid induced hyperalgesia: clinical implications for the pain practitioner. Pain 

Physician. 2009;12(3):679-84.  Abstract 

126 Lee M, Silverman S, Hansen H, et al. A comprehensive review of opioid-induced hyperalgesia. Pain 

Physician. 2011;14:145-61.  Abstract 

127 Stefan G Kertesz SG, Satel SL, DeMicco J, et al. Opioid discontinuation as an institutional mandate: 

questions and answers on why we wrote to the Centers for Disease Control and Prevention. Subst Abus. 

2019;40(4):466-8.  Abstract  

128 Frank JW, Lovejoy TI, Becker WC, et al. Patient outcomes in dose reduction or discontinuation of long-

term opioid therapy: a systematic review. Ann Intern Med. 2017;167(3):181-91.  Article  

129 Darnall BD, Ziadni MS, Stieg RL, et al. Patient-centered prescription opioid tapering in community 

outpatients with chronic pain. JAMA Intern Med. 2018: e178709.  Article 

130 Boscarino JA, Rukstalis MR, Hoffman SN, et al. Prevalence of prescription opioid-use disorder among 

chronic pain patients: comparison of the DSM-5 vs. DSM-4 diagnostic criteria. J Addict Dis. 2011;30(3):185-

94. Abstract

131 Noble M, Treadwell JR, Tregear SJ, et al. Long-term opioid management for chronic noncancer pain. 

Cochrane Database Syst Rev. 2010;(1):CD006605.  Article  

132 Højsted J, Nielsen PR, Guldstrand SK, et al. Classification and identification of opioid addiction in 

chronic pain patients. Eur J Pain. 2010;14(10):1014-20.  Abstract  

133 Salsitz EA. Chronic pain, chronic opioid addiction: a complex nexus. J Med Toxicol. 2016;12(1):54-7. 

Article  

134 Vowles KE, McEntee ML, Julnes PS, et al. Rates of opioid misuse, abuse, and addiction in chronic pain: 

a systematic review and data synthesis. Pain. 2015;156(4):569-76.  Abstract  

https://pubmed.ncbi.nlm.nih.gov/15266542/
https://pubmed.ncbi.nlm.nih.gov/10735802/
https://pubmed.ncbi.nlm.nih.gov/29726847/
https://bjanaesthesia.org/article/S0007-0912(18)30763-3/fulltext
https://pubmed.ncbi.nlm.nih.gov/21501205/
https://www.ncbi.nlm.nih.gov/pubmed/19461836
https://pubmed.ncbi.nlm.nih.gov/21412369/
https://pubmed.ncbi.nlm.nih.gov/31361588/
https://www.acpjournals.org/doi/full/10.7326/M17-0598?rfr_dat=cr_pub++0pubmed&url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5876887/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Boscarino.+J+Addict+Dis.+2011
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6494200/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hojsted+J.%2C+Nielsen+P.+R.%2C+Guldstrand+S.+K.%2C+Frich+L.%2C+Sjogren+P.+Classification+and+identification+of+opioid+addiction+in+chronic+pain+patients.+Eur+J+Pain.+2010
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4781803/
https://www.ncbi.nlm.nih.gov/pubmed/25785523?access_num=25785523&link_type=MED&dopt=Abstract


24 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

135 Hall AJ, Logan JE, Toblin RL, et al. Patterns of abuse among unintentional pharmaceutical overdose 

fatalities. JAMA. 2008;300(22):2613-20.  Abstract  

136 Paulozzi LJ, Logan JE, Hall AJ, et al. A comparison of drug overdose deaths involving methadone and 

other opioid analgesics in West Virginia. Addiction. 2009;104(9):1541-8.  Abstract 

137 Wright S. REMS is not a four-letter word. Colorado Medicine Magazine. 2017;114(5):43-4.  

138 Peppin J, Wright S. Benzodiazepines and Pain. In Peppin J, Raffa R, Pergolizzi J, Wright S [Eds.]. The 

Benzodiazepines Crisis:  A Overview of the Down-Side of an Overused Drug Class. New York, NY: Oxford 

University Press.  

139 Edlund MJ, Steffick D, Hudson T, et al. Risk factors for clinically recognized opioid abuse and 

dependence among veterans using opioids for chronic non-cancer pain. Pain. 2007;129(3):355-62.  

Abstract  

140 Liebschutz JM, Richard Saitz R, Weiss RD, et al. Clinical factors associated with prescription drug use 

disorder in urban primary care patients with chronic pain. J Pain. 2010;11(11):1047-55.  Article  

141 Morasco BJ, Turk DC, Donovan DM, Dobscha SK. Risk for prescription opioid misuse among patients 

with a history of substance use disorder. Drug Alcohol Depend. 2013;127(1-3):193-9.  Article  

142 Michna E, Ross EL, Hynes WL, et al. Predicting aberrant drug behavior in patients treated for chronic 

pain: importance of abuse history. J Pain Symptom Manage. 2004;28(3):250-8.  Abstract  

143 Cragg A, Hau JP, Woo SA, et al. Risk factors for misuse of prescribed opioids: a systematic review and 

meta-analysis. Ann Emerg Med. 2019;74(5):634-46.  Abstract  

144 Boscarino JA, Hoffman SN, Han JJ. Opioid-use disorder among patients on long-term opioid therapy: 

impact of final DSM-5 diagnostic criteria on prevalence and correlates. Subst Abuse Rehabil. 2015;6:83-91.  

Article  

145 Nadpara PA, Joyce AR, Murrelle EL, et al. Risk factors for serious prescription opioid-induced respiratory 

depression or overdose: comparison of commercially insured and Veterans Health Affairs populations. 

Pain Med. 2018;19(1):79-96.  Article  

146 Zedler B, Xie L, Wang L, et al. Risk factors for serious prescription opioid-related toxicity or overdose 

among Veterans Health Administration patients. Pain Med. 2014;15(11):1911-29.  Abstract  

147 Edlund MJ, Martin BC, Fan M-Y, et al. Risks for opioid abuse and dependence among recipients of 

chronic opioid therapy: results from the TROUP study. Drug Alcohol Depend. 2010;112(1-2):90-8.  Article 

148 Wasan AD, Butler SF, Budman SH, et al. Psychiatric history and psychologic adjustment as risk factors for 

aberrant drug-related behavior among patients with chronic pain. Clin J Pain. 2007;23(4):307-15.  

Abstract 

https://pubmed.ncbi.nlm.nih.gov/19066381/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Paulozzi+LJ,+Logan+JE,+Hall+AJ,+et+al.+A+comparison+of+drug+overdose+deaths+involving+methadone+and+other+opioid+analgesics+in+West+Virginia.+Addiction.+2009
https://pubmed.ncbi.nlm.nih.gov/17449178/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2892730/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3484237/
https://pubmed.ncbi.nlm.nih.gov/15336337/
https://pubmed.ncbi.nlm.nih.gov/31229388/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4548725/#__ffn_sectitle
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5939871/
https://www.ncbi.nlm.nih.gov/pubmed/24931395
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2967631/
https://pubmed.ncbi.nlm.nih.gov/17449991/


25 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

149 Leece P, Cavacuiti C, Macdonald EM, et al. Canadian Drug Safety and Effectiveness Research 

Network. Predictors of opioid-related death during methadone therapy. J Subst Abuse Treat. 2015;57:30-5.  

Abstract 

150 Mullen PE, Martin JL, Anderson JC, et al. Childhood sexual abuse and mental health in adult life. Br J 

Psychiatry. 1993;163:721-32.  Abstract 

151 Sajadi SF, Hajjari Z, Zargar Y, et al. Predicting addiction potential on the basis of early traumatic events, 

dissociative experiences, and suicide ideation. Int J High Risk Behav Addict. .2014;3(4):e20995.  Article 

152 Santo T, Campbell G, Gisev N, et al. Prevalence of childhood maltreatment among people with opioid 

use disorder: A systematic review and meta-analysis. Drug Alcohol Depend. 2021;219:108459.  Abstract 

153 Black SE, Payne RL, Brady KT. Gender and prescription opioids: findings from the National Survey on 

Drug Use and Health. Addict Behav. 2010;35(11):1001-7.  Article 

154 Michna E, Ross EL, Hynes WL, et al. Predicting aberrant drug behavior in patients treated for chronic 

pain: importance of abuse history. J Pain Symp Manage. 2004;28(3):250-8.  Abstract 

155 Passik SD, Messina J, Golsorkhi A, Xie F. Aberrant drug-related behavior observed during clinical studies 

involving patients taking chronic opioid therapy for persistent pain and fentanyl buccal tablet for 

breakthrough pain. J Pain Symptom Manage. 2010;41:116-25.  Abstract 

156 Dunn KM, Saunders KW, Rutter CM, et al. Opioid prescriptions for chronic pain and overdose: a cohort 

study. Ann Int Med. 2010;152(2):85-92.  Article 

157 Bohnert ASB, Valenstein M, Bair MJ, et al. Association between opioid prescribing patterns and opioid 

overdose-related death rates. JAMA. 2011;305(13):1315-21.  Article 

158 Gomes T, Mamdani MM, Dhalla IA, et al. Opioid dose and drug-related mortality in patients with 

nonmalignant pain. Arch Intern Med. 2011;171(7):686-91.  Abstract 

159 Fleming MF, Davis J, Passik SD. Reported lifetime aberrant drug-taking behaviors are predictive of 

current substance use and mental health problems in primary care patients. Pain Med. 2008;9(8):1098-

106. Article

160 Hoppe J, Perrone J, Nelson LS. Being judge and jury: a new skill for emergency physicians. Ann Emerg 

Med. 2013;62(4):290-2.  

161 Baumblatt JAG, Wiedman C, Dunn JR, et al. High-risk use by patients prescribed opioids for pain and its 

role in overdose deaths. JAMA Intern Med. 2014;174(5):796-801.  Abstract  

162 Rose AJ, Bernson A, Chui KKH, et al. Potentially inappropriate opioid prescribing, overdose, and 

mortality in Massachusetts, 2011-2015. J Gen Intern Med. 2018;33(9):1512-9.  Article  

163 White JM, Irvine RJ. Mechanisms of fatal opioid overdose. Addiction. 1999;94:961-72.  Abstract 

164 Pergolizzi J, Böger RH, Budd K, et al. Opioids and management of chronic severe pain in elderly: 

consensus statement of an International Expert Panel with focus on the 6 clinically most often used World 

https://www.researchgate.net/publication/275581023_Predictors_of_Opioid-Related_Death_During_Methadone_Therapy
https://pubmed.ncbi.nlm.nih.gov/8306113/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4331658/
https://pubmed.ncbi.nlm.nih.gov/33401031/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2919630/#!po=75.8929
https://www.ncbi.nlm.nih.gov/pubmed/?term=Michna.+Predicting+aberrant+drug+behavior+in+patients+treated+for+chronic+pain%3A+importance+of+abuse+history.+J+Pain+Symp+Manage.+2004
http://www.ncbi.nlm.nih.gov/pubmed/?term=Passik+SD%2C+Messina+J%2C+Golsorkhi+A%2C+Xie+F.+Aberrant+drug-related+behavior+observed+during+clinical+studies+involving+patients+taking+chronic+opioid+therapy+for+persistent+pain+and+fentanyl+buccal+tablet+for+breakthrough+pain.+J+Pain+Symptom+Manage.+2010
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3000551/pdf/ukmss-32216.pdf
http://jama.jamanetwork.com/article.aspx?articleid=896182
http://www.ncbi.nlm.nih.gov/pubmed/21482846
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2779534/
https://pubmed.ncbi.nlm.nih.gov/24589873/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6109008/
https://www.ncbi.nlm.nih.gov/pubmed/10707430


26 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

Health Organization Step III opioids (buprenorphine, fentanyl, hydromorphone, MTD, morphine, 

oxycodone). Pain Pract. 2008;8(4):287-313.  Abstract  

165 Ekström MP, Bornefalk-Hermansson A, Abernethy AP, Currow DC. Safety of benzodiazepines and 

opioids in very severe respiratory disease: national prospective study. BMJ. 2014;348:g445.  Article  

166 Slaunwhite AK, Gan WQ, Xavier C, et al. Overdose and risk factors for severe acute respiratory 

syndrome. Drug Alcohol Depend. 1 Jul 2020;212.  Abstract  

167 Linas BP, Savinkina A, Barbosa C, et al. A clash of epidemics: Impact of the COVID-19 pandemic 

response on opioid overdose. J Subst Abuse Treat. 2021;120:108158.  Article  

168 Jann M, Kennedy WK, Lopez G. Benzodiazepines: a major component in unintentional prescription 

drug overdoses with opioid analgesics. J Pharm Pract. 2014;27(1):5-16.  Abstract  

169 Lee SC, Klein-Schwartz W, Doyon S, Welsh C. Comparison of toxicity associated with nonmedical use of 

benzodiazepines with buprenorphine or methadone. Drug Alcohol Depend. 2014;138:118-23.  Abstract 

170 Mattson CL, O’Donnell J, Kariisa M, et al. Opportunities to prevent overdose deaths involving 

prescription and illicit opioids, 11 states, July 2016 - June 2017. MMWR. 2018;67(34):945-51.  Article 

171 Chen LH, Hedegaard H, Warner M. Drug-poisoning deaths Involving opioid analgesics: United States, 

1999-2011. NCHS Data Brief. 2014;(166):1-8.  Article  

172 Garg RK, Fulton-Kehoe D, Franklin GM. Patterns of opioid use and risk of opioid overdose death among 

Medicaid patients. Med Care. 2017;55(7):661-8.  Abstract  

173 Park TW, Saitz R, Ganoczy D, et al. Benzodiazepine prescribing patterns and deaths from drug 

overdose among US veterans receiving opioid analgesics: case-cohort study. BMJ. 2015;350:h2698. 

Article  

174 Paulozzi LJ. Prescription drug overdoses: a review. J Safety Res. 2012;43(4):283-9.  (Link) 

175 McAdam-Marx C, Roland CL, Cleveland J, Oderda GM. Costs of opioid abuse and misuse determined 

from a Medicaid database. J Pain Palliat Care Pharmacother. 2010;24(1):5-18.  Abstract  

176 Perlman DC, Jordan AE. The syndemic of opioid misuse, overdose, HCV, and HIV: structural-level 

causes and interventions. Curr HIV/AIDS Rep. 2018;15(2):96-112.  Article  

177 Py A, Abdin E, Wen TJ, et al. Correlates of non-medical prescription drug misuse among a treatment-

seeking population: a comparison with illicit drug users. Int J Environ Res Public Health. 2018;15(9):1978.  

Article  

178 Meghani SH, Wiedemer NL, Becker WC, et al. Predictors of resolution of aberrant drug behavior in 

chronic pain patients treated in a structured opioid risk management program. Pain Med. 2009;10(5):858-

65. Article

https://pubmed.ncbi.nlm.nih.gov/18503626/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3906915/
https://www.sciencedirect.com/science/article/abs/pii/S037687162030212X?dgcid=raven_sd_aip_email
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7536128/
http://www.ncbi.nlm.nih.gov/pubmed/?term=Jann.+Benzodiazepines:+major+component+in+unintentional+prescription+drug+ODs+with+opioid+analgesics
http://www.ncbi.nlm.nih.gov/pubmed/24629782
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6124818/
https://www.cdc.gov/nchs/data/databriefs/db166.pdf
https://pubmed.ncbi.nlm.nih.gov/28614178/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4462713/
http://www.ncbi.nlm.nih.gov/pubmed/23127678
https://pubmed.ncbi.nlm.nih.gov/20345194/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5884743/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6164738/
http://painmedicine.oxfordjournals.org/content/10/5/858.long


27 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

179 Alenezi A, Yahyouche A, Paudyal V. Interventions to optimize prescribed medicines and reduce their 

misuse in chronic non-malignant pain: a systematic review. Eur J Clin Pharmacol. 2021;77(4):467-90.  

Article  

180 Owen GT, Burton AW, Schade CM, Passik S. Urine drug testing: current recommendations and best 

practices. Pain Phys. 2012;15:ES119-33.   Article  

181 Resources for Screening, Brief Intervention, and Referral to Treatment (SBIRT). Accessed 07/22/2021  

Website  

182 Health Teamworks Colorado: Screening Brief Intervention, and Referral to Treatment. Accessed 

07/25/2021  Clinical Tool  

183 Agerwala SM, McCance-Katz EF. Integrating screening, brief intervention, and referral to treatment 

(SBIRT) into clinical practice settings: a brief review. J Psychoactive Drugs. 2012;44(4):307-17.  Article  

184 Madras BK, Compton WM, Avula D, et al. Screening, brief interventions, referral to treatment (SBIRT) for 

illicit drug and alcohol use at multiple healthcare sites: comparison at intake and 6 months later. Drug 

Alcohol Depend. 2009;99(1-3):280-95.  Article 

185 Rahm AK, Boggs JM, Martin C, et al. Facilitators and barriers to implementing Screening, Brief 

Intervention, and Referral to Treatment (SBIRT) in primary care in integrated health care settings. Subst 

Abus. 2015;36(3):281-8.  Abstract  

186 de Meneses-Gaya IC, Zuardi AW, Loureiro SR, de Souza Crippa JA.  Psychometric properties of the 

Fagerström Test for nicotine dependence. J Bras Pneumol. 2009;35(1):73-82.  Abstract  

187 Higgins-Biddle JC, Babor TF. A review of the Alcohol Use Disorders Identification Test (AUDIT), AUDIT-C, 

and USAUDIT for screening in the United States: past issues and future directions. Am J Drug Alcohol 

Abuse. 2018;44(6):578-86.  Article  

188 Artigaud L, Fener C, Bisch M, et al. Screening tools for cannabis use disorders and their adaptation to 

DSM-5: a literature review. Encephale. 2020;S0013-7006(20)30080-4.  Abstract  

189 Yudko E, Lozhkina O, Fouts A. A comprehensive review of the psychometric properties of the Drug 

Abuse Screening Test. J Subst Abuse Treat. 2007;32(2):189-98.  Abstract  

190 Zanis DA, McLellan T, Randall M. Can you trust patient self-reports of drug use during treatment? Drug 

Alcohol Depend. 1994;35(2):127-32.  Abstract  

191 Harrison L, Hughes A. The Validity of Self-Reported Drug Use: Improving the Accuracy of Survey 

Estimates. NIDA Research Monograph 167. 1997.  Document  

192 Griggs CA, Weiner SG, Feldman JA. Prescription drug monitoring programs: examining limitations and 

future approaches. West J Emerg Med. 2015;16(1):67-70.  Article  

193 Deyo RA, Irvine JM, Hallvik SE, et al. Leading a horse to water: facilitating registration and use of a 

prescription drug monitoring program. Clin J Pain. 2015;31(9):782-7.  Article  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7935820/
http://www.painphysicianjournal.com/2012/july/2012;15;ES119-ES133.pdf
https://www.samhsa.gov/sbirt/resources
https://my.ireta.org/sites/ireta.org/files/HealthTeamWorks%20SBIRT%20Guideline%20-%20Screening%20Protocol%2010-2011.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3801194/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2760304/
https://www.ncbi.nlm.nih.gov/pubmed/25127073
https://pubmed.ncbi.nlm.nih.gov/19219334/?from_term=validation+of+Fagerstr%C3%B6m+test&from_pos=1
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6217805/
https://pubmed.ncbi.nlm.nih.gov/32475691/?from_term=validation+of+CUDIT-R&from_pos=5
https://pubmed.ncbi.nlm.nih.gov/17306727/?from_term=validation+of+DAST&from_pos=2
https://www.sciencedirect.com/science/article/abs/pii/0376871694901198
https://archives.drugabuse.gov/sites/default/files/monograph167_0.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4307729/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4424191/


28 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

194 Cepeda MS, Fife D, Chow W, et al. Assessing opioid shopping behavior: a large cohort study from a 

medication dispensing database in the US. Drug Saf. 2012;35(4):325-34.  Abstract  

195 McDonald DC, Carlson KE. The ecology of prescription opioid abuse in the USA: geographic variation 

in patients' use of multiple prescribers ("doctor shopping”). Pharmacoepidemiol Drug Saf. 

2014;23(12):1258-67.  Abstract  

196 Gwira Baumblatt JA, Wiedeman C, Dunn JR, et al. High-risk use by patients prescribed opioids for pain 

and its role in overdose deaths. JAMA Intern Med. 2014;174(5):796-801.  Abstract  

197 Al Achkar M, Grannis S, Revere D, et al. The effects of state rules on opioid prescribing in Indiana. BMC 

Health Serv Res. 2018;18(1):29.  Article  

198 Bao Y, Pan Y, Taylor A, et al. Prescription drug monitoring programs are associated with sustained 

reductions in opioid prescribing by physicians. Health Aff (Millwood). 2016;35(6):1045-51.  Article  

199 Dormuth CR, Miller TA, Huang A, et al.  Effect of a centralized prescription network on inappropriate 

prescriptions for opioid analgesics and benzodiazepines. CMAJ. 2012;184:(16):E852-6.  Article  

200 Green TC, Mann MR, Bowman SE, et al. How does use of a prescription monitoring program change 

medical practice? Pain Med. 2012;13(10):1314-23.  Abstract  

201 Hamill-Ruth RJ, Larriviere K, McMasters MG. Addition of objective data to identify risk for medication 

misuse and abuse: the inconsistency score. Pain Med. 2013;14(12):1900-7.  Abstract  

202 Patrick SW, Fry CE, Jones TF, Buntin MB. Implementation of prescription drug monitoring programs 

associated with reductions in opioid-related death rates. Health Aff (Millwood). 2016;35(7):1324-32.  Article 

203 Christo PJ, Manchikanti L, Ruan X, et al. Urine drug testing in chronic pain. Pain Physician. 2011;14:123-

43. Article

204 Pesce A, West C, Egan-City K, Strickland J. Interpretation of urine drug testing in pain patients. Pain 

Med. 2012;13(7):868-85.   Abstract  

205 Gourlay DL, Heit HA, Coplan YH, et al. Urine drug testing in clinical practice. PharMaCon Corp: 2015. 

206 Raouf M, Bettinger JJ, Fuding J. A practical guide to urine drug monitoring. Fed Pract. 2018;35(4):38-44. 

Article  

207 Manchikanti L, Malla Y, Wargo BW, Fellows B. Comparative evaluation of the accuracy of 

immunoassay with liquid chromatography tandem mass spectrometry (LC/MS/MS) of urine drug testing 

(UDT) opioids and illicit drugs in chronic pain patients. Pain Physician. 2011;14(2):175-87.  Article  

208 Mikel C, Pesce AJ, Rosenthal M, West C. Therapeutic monitoring of benzodiazepines in the 

management of pain: current limitations of point of care immunoassays suggest testing by mass 

spectrometry to assure accuracy and improve patient safety. Clin Chim Acta. 2012;413(15-16):1199-202.  

Abstract  

https://www.ncbi.nlm.nih.gov/pubmed/22339505
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4777341/
https://www.ncbi.nlm.nih.gov/pubmed/24589873
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5774127/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5336205/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3494359/
http://www.ncbi.nlm.nih.gov/pubmed/?term=Green+TC%2C+Mann+MR%2C+Bowman+SE%2C+et+al.+How+does+use+of+a+prescription+monitoring+program+change+medical+practice%3F+Pain+Med.+2012%3B13(10)%3A1314-23
http://www.ncbi.nlm.nih.gov/pubmed/23947737
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5155336/
http://www.painphysicianjournal.com/current/pdf?article=MTQ0NA==&journal=60
http://www.ncbi.nlm.nih.gov/pubmed/?term=Pesce+et+al.++Interpretation+of+UDT+in+pain+patients.+Pain+Med.+2012;13(7):868-85
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6368048/#__ffn_sectitle
http://www.painphysicianjournal.com/current/pdf?article=MTQ1Mg%3D%3D&journal=60
https://www.ncbi.nlm.nih.gov/pubmed/22484396


29 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

209 Samano KL, Clouette RE, Sample RHB. Concentrations of morphine and codeine in paired oral fluid 

and urine specimens following ingestion of a poppy seed roll and raw poppy seeds. J Anal Toxicol. 

2015;39(8):655-61.  Article  

210 Sweeney S, Fay M. Understanding the sources of morphine. Pract Pain Manag. 2012;12(6).  Article 

211 Reisfield GM, Goldberger BA, Bertholf RL. “False positive” and “false negative” test results in clinical 

urine drug testing. Bioanalysis. 2009;1(5):937-52.  Abstract  

212 Pesce A, West C, Gonzales E, et al. Illicit drug use correlates with negative urine drug test results for 

prescribed hydrocodone, oxycodone, and morphine. Pain Phys. 2012;15(5):E687-92.  Article  

213 Michna E, Jamison RN, Pham LD, et al. Urine toxicology screening among chronic pain patients on 

opioid therapy: frequency and predictability of abnormal findings. Clin J Pain. 2007;23:173-9.   Abstract 

214 Manchikanti L, Manchukonda R, Pampati V, et al. Does adherence monitoring reduce controlled 

substance abuse in chronic pain patients? Pain Phys. 2006. 9:57-60.   Article  

215 Reisfield GM, Goldberger BA, Bertholf RL. Choosing the right laboratory: a review of clinical and 

forensic toxicology services for urine drug testing in pain management. J Opioid Manag. 2015;11(1):37-44. 

Abstract  

216 Abrishami A, Khajehdehi A, Chung F. A systematic review of screening questionnaires for obstructive 

sleep apnea. Can J Anaesth. 2010;57(5):423-38.  Abstract  

217 Hassamal S, Miotto K, Wang T, Saxon AJ. A narrative review: the effects of opioids on sleep disordered 

breathing in chronic pain patients and methadone maintained patients. Am J Addict. 2016;25(6):452-65.  

Abstract  

218 Peppin JF, Wright SL. Benzodiazepines and Pain Management. In Peppin JF, Raffa RB, Pergolizzi JV, 

Wright SL [Eds.]. The Benzodiazepines Crisis: The Ramifications of an Overused Drug Class. New York, NY: 

Oxford University Press, 2020.   

219 Paulozzi LJ, Mack KA, Jones CM. Vital Signs: Risk for overdose from methadone used for pain relief - US, 

1999-2010. MMWR Weekly. 2012;61(26);493-7.  Article  

220 Stringer J, Welsh C, Tommasello A. Methadone-associated Q-T interval prolongation and torsades de 

pointes. Am J Health Syst Pharm. 2009;66(9):825-33.  Abstract  

221 Chou R, Cruciani RA, Fiellin DA, et al. Methadone safety: a clinical practice guideline from the 

American Pain Society and College on Problems of Drug Dependence, in collaboration with the Heart 

Rhythm Society. J Pain. 2014;15(4):321-37.  Article  

222 Butler SF, Fernandez K, Benoit C, et al. Validation of the revised Screener and Opioid Assessment for 

Patients with Pain (SOAPP-R). J Pain. 2008;9(4):360-72.  Article  

223 Finkelman MD, Jamison RN, Kulich RJ, et al. Cross-validation of short forms of the Screener and Opioid 

Assessment for Patients with Pain-Revised (SOAPP-R). Drug Alcohol Depend. 2017;178:94-100.  Abstract  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4570939/
https://www.practicalpainmanagement.com/treatments/pharmacological/opioids/understanding-sources-morphine
https://www.ncbi.nlm.nih.gov/pubmed/21083064
http://www.painphysicianjournal.com/current/pdf?article=MTc2MQ==&journal=70
https://www.ncbi.nlm.nih.gov/pubmed/?term=Michna.+Urine+toxicology+screening+among+patients+on+opioid+therapy%3A+frequency+and+predictability+of+abnormal+findings.+Clin+J+Pain.+2007
http://www.painphysicianjournal.com/2006/january/2006;9;57-60.pdf
https://www.ncbi.nlm.nih.gov/pubmed/25750163
http://www.ncbi.nlm.nih.gov/pubmed/?term=Abrishami+A,+Khajehdehi+A,+Chung+F.+A+systematic+review+of+screening+questionnaires+for+obstructive+sleep+apnea.+Can+J+Anaesth.+2010;57(5):423-38
https://pubmed.ncbi.nlm.nih.gov/27554389/
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6126a5.htm
https://pubmed.ncbi.nlm.nih.gov/19386945/
https://www.jpain.org/article/S1526-5900(14)00522-7/fulltext
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2359825/
https://www.ncbi.nlm.nih.gov/pubmed/28645065


30 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

224 Moore TM, Jones T, Browder JH, et al. A comparison of common screening methods for predicting 

aberrant drug-related behavior among patients receiving opioids for chronic pain management. Pain 

Med. 2009;10(8):1426-33.  Abstract  

225 Jones T, Moore T, Levy JL, et al. A comparison of various risk screening methods in predicting discharge 

from opioid treatment. Clin J Pain. 2012;28(2):93-100.  Abstract  

226 Patel S, Carmichael JM, Taylor JM, et al. Evaluating the impact of a clinical decision support tool to 

reduce chronic opioid dose and decrease risk classification in a veteran population. Ann Pharmacother. 

2018;52(4):325-331.  Abstract 

227 Zedler BK, Saunders WB, Joyce AR, et al. Validation of a screening risk index for serious prescription 

opioid-induced respiratory depression or overdose in a US commercial health plan claims database. Pain 

Med. 2018;19(1):68-78.  Article 

228 Nadpara PA, Joyce AR, Murrelle EL, et al. Risk factors for serious prescription opioid-induced respiratory 

depression or overdose: comparison of commercially insured and Veterans Health Affairs populations. 

Pain Med. 2018;19(1):79-96.  Article 

229 Webster LR, Webster RM. Predicting aberrant behaviors in opioid-treated patients: preliminary 

validation of the Opioid Risk Tool. Pain Med. 2005;6(6):432-42.  Abstract  

230 Brown J, Setnik B, Lee K, et al. Assessment, stratification, and monitoring of the risk for prescription 

opioid misuse and abuse in the primary care setting. J Opioid Manag. 2011;7(6):467-83.  Abstract 

231 Manchikanti L, Abdi S, Atluri S, et al. American Society of Interventional Pain Physicians guidelines for 

responsible opioid prescribing in chronic non-cancer pain: part 2 - guidance. Pain Phys. 2012;15(3 

Suppl):S67-S116.  Document

232 Brown J, Setnik B, Lee K, et al. Assessment, stratification, monitoring risk for prescription opioid misuse 

and abuse in primary care. J Opioid Manag. 2011;7(6):467-83.  Abstract  

233 Dunne RB. Prescribing naloxone for opioid overdose intervention. Pain Manag. 2018;8(3):197-208.  

Article  

234 Clark AK, Wilder CM, Winstanley EL. A systematic review of community opioid overdose prevention and 

naloxone distribution programs. J Addict Med. 2014;8(3):153-63.  Article  

235 Mueller SR, Walley AY, Calcaterra SL, et al. A review of opioid overdose prevention and naloxone 

prescribing: implications for translating community programming into clinical practice. Subst Abus. 

2015;36(2):240-53.  Article  

236 Chou R, Fanciullo GJ, Fine PG, et al. Clinical guidelines for the use of chronic opioid therapy in chronic 

noncancer pain. J Pain. 2009;10(2):113-30.  Article  

237 Anderson RM, Funnell MM. Patient empowerment: myths and misconceptions. Patient Educ Couns. 

2010;79(3):277-82.  Article  

https://www.ncbi.nlm.nih.gov/pubmed/20021601
https://pubmed.ncbi.nlm.nih.gov/21750461/
https://www.ncbi.nlm.nih.gov/pubmed/29086587
https://www.ncbi.nlm.nih.gov/pubmed/?term=Joyce%20AR%5BAuthor%5D&cauthor=true&cauthor_uid=28340046
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5939826/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5939871/
https://pubmed.ncbi.nlm.nih.gov/16336480/
http://www.ncbi.nlm.nih.gov/pubmed/22320029
http://www.guideline.gov/content.aspx?id=38257&search=pain
https://pubmed.ncbi.nlm.nih.gov/22320029/
https://www.futuremedicine.com/doi/full/10.2217/pmt-2017-0065?rfr_dat=cr_pub++0pubmed&url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org
https://www.researchgate.net/publication/264004247_A_Systematic_Review_of_Community_Opioid_Overdose_Prevention_and_Naloxone_Distribution_Programs
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4470731/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4043401/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2879465/


31 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

238 Carlsen B, Aakvik A. Patient involvement in clinical decision making: the effect of GP attitude on 

patient satisfaction. Health Expectations. 2006;9(2):148-57.  Article  

239 Hall DE, Prochazka AV, Fink AS. Informed consent for clinical treatment. CMAJ. 2012;184(5):533-40.  

Article  

240 Knight F, Kokanović R, Ridge D, et al. Supported decision-making: the expectations held by people 

with experience of mental illness. Qual Health Res. 2018;28(6):1002-15.  Abstract  

241 Tannenbaum C, Martin P, Tamblyn R, et al. Reduction of inappropriate benzodiazepine prescriptions 

among older adults through direct patient education: the EMPOWER cluster randomized trial. JAMA 

Intern Med. 2014;174(6):890-8.  Article  

242 Truglio-Londrigan M, Slyer JT, Singleton JK, Worral P. A qualitative systematic review of internal and 

external influences on shared decision-making in all health care settings. JBI Libr Syst Rev. 

2012;10(58):4633-46.  Abstract  

243 Cheatle MD, Savage SR. Informed consent in opioid therapy: a potential obligation and opportunity. J 

Pain Symptom Manage. 2012;44(1):105-16.  Article  

244 McGee S, Silverman RD. Treatment agreements, informed consent, and the role of state medical 

boards in opioid prescribing. Pain Med. 2015;16(1):25-9.  Article  

245 Federation of State Medical Boards. Model policy for the use of controlled substances for the 

treatment of pain. 2004.  Document  

246 Downey E, Pan W, Harrison J, et al. Implementation of a Schedule II patient agreement for opioids and 

stimulants in an adult primary care practice. J Family Med Prim Care. 2017;6(1):52-57.  Article  

247 Starrels JL, Becker WC, Alford DP, et al. Systematic review: treatment agreements and urine drug 

testing to reduce opioid misuse in patients with chronic pain. Ann Intern Med. 2010;152(11):712-20.  

Abstract  

248 Sekhon R, Aminjavahery N, Davis CN, et al. Compliance with opioid treatment guidelines for chronic 

non-cancer pain (CNCP) in primary care at a Veterans Affairs Medical Center (VAMC). Pain Med. 

2013;14(10):1548-56.  Abstract  

249 Pergolizzi JV, Curro FA, Col N, et al. A multicentre evaluation of an opioid patient-provider agreement. 

Postgrad Med J. 2017;93(1104):613-7.  Abstract  

250 Argoff CE, Kahan M, Sellers EM. Preventing and managing aberrant drug-related behavior in primary 

care: systematic review of outcomes evidence. J Opioid Manag. 2014;10(2):119-34.  Abstract  

251 Roskos SE, Keenum AJ, Newman LM, Wallace LS. Literacy demands and formatting characteristics of 

opioid contracts in chronic nonmalignant pain management. J Pain. 2007;8:753-8.  Abstract  

252 Ghods MP, Schmid IT, Pamer CA, et al. Developing and initiating validation of a model opioid patient-

prescriber agreement as a tool for patient-centered pain treatment. Patient. 2015;8(4):349-58.  Abstract  

https://onlinelibrary.wiley.com/doi/full/10.1111/j.1369-7625.2006.00385.x
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3307558/
https://pubmed.ncbi.nlm.nih.gov/29557294-supported-decision-making-the-expectations-held-by-people-with-experience-of-mental-illness/?from_term=Ridge+D.&from_page=2&from_pos=1
http://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1860498
https://www.ncbi.nlm.nih.gov/pubmed/27820528
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3392420/
https://academic.oup.com/painmedicine/article/16/1/25/2460358
http://library.fsmb.org/pdf/2004_grpol_Controlled_Substances.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5629900/
https://pubmed.ncbi.nlm.nih.gov/20513829/
https://www.ncbi.nlm.nih.gov/pubmed/23746149
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pergolizzi+JV.+A+multicentre
http://www.ncbi.nlm.nih.gov/pubmed/24715667
http://www.ncbi.nlm.nih.gov/pubmed/?term=Roskos+SE,+Keenum+AJ,+Newman+LM,+Wallace+LS.+Literacy+demands+and+formatting+characteristics+of+opioid+contracts+in+chronic+nonmalignant+pain+management.+J+Pain.+2007;8:753-8
http://www.ncbi.nlm.nih.gov/pubmed/25344927


32 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

253 Fishman SM, Bandman TB, Edwards A, Borsook D. The opioid contract in the management of chronic 

pain. J Pain Symptom Manage. 1999;18(1):27-37.  Abstract 

254 McCauley JL, Back SE, Brady KT. Pilot of a brief, web-based educational intervention targeting safe 

storage and disposal of prescription opioids. Addict Behav. 2013;38(6):2230-5.  Article 

255 Reddy A, de la Cruz M, Bruera E. Patterns of storage, use, and disposal of opioids among cancer 

outpatients. Oncologist. 2014;19(7):780-5.  Article  

256 Disposal of Controlled Substances: A Rule by the Drug Enforcement Administration. Federal Register. 79 

FR 53519:53519-53570. 09/09/2014.  Document  

257 Cheatle MD, Webster LR. Opioid therapy and sleep disorders: risks and mitigation strategies. Pain Med. 

2015;16 Suppl 1:S22-6.  Article  

258 Mogri M, Desai H, Webster L, et al. Hypoxemia in patients on chronic opiate therapy with and without 

sleep apnea. Sleep Breath. 2009;13(1):49-57.  Abstract  

259 Walker JM, Farney RJ, Rhondeau SM, et al. Chronic opioid use is a risk factor for the development of 

central sleep apnea and ataxic breathing. J Clin Sleep Med.  Article  

260 Kiyatkin EA. Respiratory depression and brain hypoxia induced by opioid drugs: morphine, oxycodone, 

heroin, and fentanyl. 2019;151:219-26.  Article  

261 Butler SF, Budman SH, Jamison RN. Cross validation of the Current Opioid Misuse Measure (COMM) to 

monitor chronic pain patients on opioid therapy. Clin J Pain. 2010;26(9):770-6.  Article  

262 Butler SF, Budman SH, Jamison RN. Development and validation of the Current Opioid Misuse Measure. 

Pain. 2007;130(1-2):144-56.  Article  

263 Shaw K, Fudin J. Evaluation and comparison of online equianalgesic opioid dose conversion 

calculators. Prac Pain Manag. 2013;13(7):61-66.  Article  

264 O'Bryant CL, Linnebur SA, Yamashita TE, Kutner JS. Inconsistencies in opioid equianalgesic ratios: 

clinical and research implications. J Pain Palliat Care Pharmacother. 2008;22(4):282-90.  Abstract  

265 Manchikanti L, Manchukonda R, Pampati V, et al. Does random urine drug testing reduce illicit drug 

use in chronic pain patients receiving opioids? Pain Physician. 2006;9:123-9.  Article  

266 Wiedemer NL, Harden PS, Arndt IO, Gallagher RM. The opioid renewal clinic: a primary care, managed 

approach to opioid therapy in chronic pain patients at risk for substance abuse. Pain Med. 2007;8(7):573-

84. Abstract

267 CredibleMeds®. QTDrugs lists. [Free registration]  Accessed 07/26/21 

268 Ulker E, Del Fabbro E. Best practices in the management of nonmedical opioid use in patients with 

cancer‐related pain. Oncologist. 2020;25(3):189-96. Article  

http://www.ncbi.nlm.nih.gov/pubmed/?term=Fishman+SM.+J+Pain+Symptom+Manage.+1999
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3635534/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4077453/#__ffn_sectitle
https://www.federalregister.gov/documents/2014/09/09/2014-20926/disposal-of-controlled-substances
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4608386/
https://pubmed.ncbi.nlm.nih.gov/18683000/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1978331/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6500744/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2955853/#!po=76.1364
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1950245/#!po=84.0909
http://paindr.com/wp-content/uploads/2013/07/2013-08_Shaw-Fudin_Evaluation-and-Comparison-of-Online-Equianalgesic-Opioid-Dose-Conversion-Calculators.pdf
http://www.ncbi.nlm.nih.gov/pubmed/21923312
http://www.painphysicianjournal.com/current/pdf?article=NTM1&journal=28
https://www.ncbi.nlm.nih.gov/pubmed/?term=Wiedemer.+Opioid+renewal+clinic%3A+primary+care%2C+managed+approach+to+opioid+therapy+in+chronic+pain+patients+at+risk+for+substance+abuse.+Pain+Med.+2007
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7066711/


33 

Compass Opioid Prescribing + 

Treatment Guidance Toolkit 

269 Brown K, Montag Schafer K, Horst A. In patients prescribed chronic opioids for pain management, do 

pill counts prevent diversion? Evidence-Based Pract. 2018;21(8):51.  Article  

270 Viscomi CM, Covington M, Christenson C. Pill counts and pill rental: Unintended entrepreneurial 

opportunities. Clin J Pain. 2013;29:623-4. Abstract  

271 Fishbain DA, Cole B, Lewis J, et al. What percentage of chronic nonmalignant pain patients exposed 

to chronic opioid analgesic therapy develop abuse/addiction and/or aberrant drug-related behaviors? 

A structured evidence-based review. Pain Med. 2008;9(4):444-59.  Abstract  

272 Setnik B, Roland CL, Pixton GC, et al. Prescription opioid abuse and misuse: gap between primary-care 

investigator assessment and actual extent of these behaviors among patients with chronic pain. Postgrad 

Med. 2017;129(1):5-11.  Abstract  

273 Setnik B, Roland CL, Sommerville KW, et al. A multicenter, primary care-based, open-label study to 

identify behaviors related to prescription opioid misuse, abuse, and diversion in opioid-experienced 

patients with chronic moderate-to-severe pain. J Pain Res. 2015;8:361-73.  Article  

274 Jamison RN, Ross EL, Wasan AD. Substance misuse treatment for high risk chronic pain patients on 

opioid therapy: a randomized trial. Pain. 2010;150(3):390-400.  Article  

275 Compton P. Should opioid abusers be discharged from opioid-analgesic therapy? Pain Med. 

2008;9(4):383–90.  Article  

276 Fleming MF, Balousek SL, Klessig CL, et al. Substance use disorders in a primary care sample receiving 

daily opioid therapy. J Pain. 2007;8(7):573-82.  Article  

277 Fleming MF, Balousek SL, Klessig CL, et al. High frequency of opioid use disorders found in patients 

receiving opioid therapy. J Pain. 2007;8:573-82.  Article  

278 Martínez-Cano H, Vela-Bueno A, de Iceta M, et al. Benzodiazepine withdrawal syndrome seizures. 

Pharmacopsychiatry. 1995;28(6):257-62.  Abstract  

279 Fluyau D, Revadigar N, Manobianco BE. Challenges of the pharmacological management of 

benzodiazepine withdrawal, dependence, and discontinuation. Ther Adv Psychopharmacol. 

2018;8(5):147-68.  Article  

280 Hu X. Benzodiazepine withdrawal seizures and management. J Okla State Med Assoc. 2011;104(2):62-

5. Abstract

This material was prepared by the Compass Healthcare Collaborative, the Opioid Prescriber Safety and Support contractor, under contract with the Centers for Medicare & 

Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. Views expressed in this material do not necessarily reflect the official views or policy 

of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS.  

Developed in collaboration with Stader Opioid Consultants.

https://journals.lww.com/ebp/Citation/2018/09000/In_patients_prescribed_chronic_opioids_for_pain.49.aspx
https://www.ncbi.nlm.nih.gov/pubmed/23328335
https://pubmed.ncbi.nlm.nih.gov/18489635/
https://pubmed.ncbi.nlm.nih.gov/27782769/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4501355/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2910796/#!po=81.0000
https://academic.oup.com/painmedicine/article/9/4/383/1823387
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1959336/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1959336/
https://www.ncbi.nlm.nih.gov/pubmed/8773293
https://journals.sagepub.com/doi/full/10.1177/2045125317753340
https://pubmed.ncbi.nlm.nih.gov/21815323-benzodiazepine-withdrawal-seizures-and-management/

