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INTRODUCTION 
 
In April 2015, the Federation of State Medical Boards (FSMB) Chair, J. Daniel Gifford, MD, FACP, 
���‰�‰�}�]�v�š������ �š�Z���� �t�}�Œ�l�P�Œ�}�µ�‰�� �}�v�� �&�^�D���[�•��Model Policy for the Use of Opioid Analgesics in the 
Treatment of Chronic Pain to review the current science for treating chronic pain with opioid 
analgesics and to revise the Model Policy as appropriate.   
 
To accomplish this charge, the workgroup conducted a thorough review and analysis of �&�^�D���[�•��
existing policy document and other state and federal policies on the prescribing of opioids in 
the treatment of pain, including the March 2016 CDC Guideline for Prescribing Opioids for 
Chronic Pain (https://www.cdc.gov/drugoverdose/prescribing/guideline.html) 
 
In updating its existing policy, the FSMB sought input from a diverse group of medical and 
policy stakeholders that ranged from experts in pain medicine and addiction to government 
officials and other thought leaders.  Over the course of the last 12 months, the workgroup met 
on several occasions 
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circuitry. Dysfunction in these circuits leads to characteristic biological, psychological, social and 
spiritual manifestations. This is reflected in an individual pathologically pursuing reward and/or 
relief by substance use and other behaviors. Addiction is characterized by inability to 
consistently abstain, impairment in behavioral control, craving, diminished recognition of 
�•�]�P�v�]�(�]�����v�š�� �‰�Œ�}���o���u�•�� �Á�]�š�Z���}�v���[�•�� �����Z���À�]�}�Œ�•�� ���v���� �]�v�š���Œ�‰���Œ�•�}�v���o�� �Œ���o���š�]�}�v�•�Z�]�‰�•�U�����v���� �������Ç�•�(�µ�v���š�]�}�v���o��
emotional response. Like other chronic diseases, addiction often involves cycles of relapse and 
remission. Without treatment or engagement in recovery activities, addiction is progressive and 
can result in disability or premature death�_24.  (As discussed below, physical dependence and 
tolerance are expected physiologic
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���]���P�v�}�•�]�•�� �}�(�� �^�•�µ���•�š���v�����������‰���v�����v�����_�� �u�����v�š�� �������]���š�]�}�v�X���/�v�� �š�Z�� DSM-5, the term dependence is 
reestablished in its original meaning of physiological dependence. When symptoms are 
�•�µ�(�(�]���]���v�š���š�}���u�����š�����Œ�]�š���Œ�]�����(�}�Œ���•�µ���•�š���v�������u�]�•�µ�•�����}�Œ���������]���š�]�}�v�U���š�Z�����š���Œ�u���^�•�µ���•�š���v�������µ�•�������]�•�}�Œ�����Œ�_��
is used, accompanied by severity ratings49. 
 
It may be important to clarify this distinction during the informed consent process, so that the 
patient (and family) understands that physical dependence and tolerance are likely to occur if 
opioids are taken regularly over a period of time, but that the risk of addiction is relatively low, 



5 
 

 
Pain: An unpleasant and potentially disabling sensory and emotional experience associated 
with actual or potential tissue damage or described in terms of such damage. Acute pain is the 
normal, predictable physiological response to a noxious chemical, thermal or mechanical 
stimulus and typically is associated with invasive procedures, trauma and disease. Acute pain 
generally is time limited, lasting six weeks or less2. Chronic pain is a state in which pain persists 
beyond the usual course of an acute disease or healing of an injury (e.g., more than three 
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Tolerance: Tolerance is a state of physiologic adaptation in which exposure to a drug induces 
���Z���v�P���•�� �š�Z���š�� �Œ���•�µ�o�š�� �]�v�� ���]�u�]�v�µ�š�]�}�v�� �}�(�� �}�v���� �}�Œ���u�}�Œ���� �}�(�� �š�Z�������Œ�µ�P�[�•�� ���(�(�����š�•�� �}�À���Œ���š�]�u���X���d�}�o���Œ���v���� is 
common in opioid treatment and is not the same as addiction14. Please also see "Substance Use 
Disorder". 
 
Section 3 - FSMB GUIDELINES 
 
�^�š���š���� �u�����]�����o�� ���}���Œ���•�� �u���Ç�� �����}�‰�š�� �š�Z���� �(�}�o�o�}�Á�]�v�P�� ���Œ�]�š���Œ�]���� �(�}�Œ�� �µ�•���� �]�v�� ���À���o�µ���š�]�v�P�� ���� ���o�]�v�]���]���v�[�•��
management of a patient with pain, including the clinicia�v�[�•�� �‰�Œ���•���Œ�]���]�v�P�� �}�(�� �}�‰�]�}�]���� ���v���o�P���•�]���•.  
Such adoption is subject to the Guidelines, Limitations and Restrictions previously set forth. 
 
Patient Evaluation and Risk Stratification 
 
The medical record should document the presence of one or more recognized medical 
indications and absence of psychosocial contraindications for prescribing an opioid analgesic3 

and reflect an appropriately detailed patient evaluation22. An evaluation should be completed 
and documented concurrent with the decision of whether to prescribe an opioid analgesic. 
 
The nature and extent of the evaluation depends on the type of pain and the context in which it 
occurs.   ���•�•���•�•�u���v�š���}�(���š�Z�����‰���š�]���v�š�[�•���‰���]�v��should include the nature and intensity of the pain, 
past and current treatments for the pain, any underlying or co-occurring disorders and 
���}�v���]�š�]�}�v�•�U�����v�����š�Z�������(�(�����š���}�(���š�Z�����‰���]�v���}�v���š�Z�����‰���š�]���v�š�[�•���‰�Z�Ç�•�]����l and psychological functioning 17.  
 
For every patient, the initial assessment and evaluation should include a systems review and 
relevant physical examination, as well as objective markers of disease or diagnostic markers as 
indicated. Also, functional assessment, including social and vocational assessment, is useful in 
identifying supports and obstacles to treatment and rehabilitation.  
 
���•�•���•�•�u���v�š�� �}�(�� �š�Z���� �‰���š�]���v�š�[�•�� �‰���Œ�•�}�v���o�� ���v���� �(���u�]�o�Ç�� �Z�]�•�š�}�Œ�Ç�� �}�(�� ���o���}�Z�}�o�� �}�Œ�� ���Œ�µ�P�� �����µ�•���� ���v���� �Œ���o���š�]�À����
risk for substance use disorder also should be part of the initial evaluation5,6,9-11,27, and ideally 
should be completed prior to a decision as to whether to prescribe opioid analgesics37-39. This 
can be done through a careful clinical interview, which should also inquire into any history of 
physical, emotional or sexual abuse, because those are risk factors for substance use disorder17. 
Use of validated screening tools for substance use disorder may be used for collecting and 
���À���o�µ���š�]�v�P���]�v�(�}�Œ�u���š�]�}�v�����v���������š���Œ�u�]�v�]�v�P���š�Z�����‰���š�]���v�š�[�•���o���À���o���}�(���Œ�]�•�l�X 
 
Patients who have a history of substance use disorder as defined by DSM-5 are at an elevated 
risk for failure of opioid analgesic therapy to achieve the goals of improved comfort and 
function, and also are at high risk for relapse. Treatment of a patient who has a history of 
substance use disorder may involve consultation with an addiction specialist before opioid 
therapy is initiated (and follow-up, as needed). Additionally, patients who have a substance use 
disorder as defined by the DSM-5, require additional support if opioid therapy is necessitated 
and should not receive opioid therapy until they are established in a treatment/recovery 
program17 or alternatives are established, such as co-management with an addiction 
professional.  Clinicians who treat patients with chronic pain are encouraged to also be 
knowledgeable about the identification and treatment of substance use disorder, including the 
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�x Post-traumatic stress disorder (PTSD) 
�x Medical indication(s) for use of opioids 
�x Review of the PDMP results 
�x Obtain consultation with other clinicians when applicable 
�x Urine, blood or other types of biological samples and diagnostic markers 

 
Development of a Treatment Plan and Goals 
 
The goals of pain treatment include reasonably attainable improvement in pain to decrease 
suffering and to increase function; improvement in pain-associated symptoms such as sleep 
disturbance, depression, and anxiety; screening for side effects of treatment; and avoidance of 
unnecessary or excessive use of medications2,4. 
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The clinician should explain that progress will be carefully monitored for both benefit and harm 
�]�v���š���Œ�u�•���}�(���š�Z�������(�(�����š�•���}�(���}�‰�]�}�]���•���}�v���š�Z�����‰���š�]���v�š�[�•���o���À���o���}�(���‰���]�v�U���(�µ�v���š�]�}�v�U�����v�����‹�µ���o�]�š�Ç���}�(���o�]�(���U�����•��
well as to identify any adverse events or risks to safety33.  
 
As noted by the FDA, when initiating opioid therapy for the management of pain severe enough 
to require daily, around-the-clock, long-term opioid treatment, it is highly recommended that 
the lowest dose possible be given, beginning with a short acting opioid and/or rotating to a long 



11 
 

  
Ongoing Monitoring and Adapting the Treatment Plan 
 
The clinician �•�Z�}�µ�o���� �Œ���P�µ�o���Œ�o�Ç�� �Œ���À�]���Á�� �š�Z���� �‰���š�]���v�š�[�•�� �‰�Œ�}�P�Œ���•�•�U�� �]�v���o�µ���]�v�P�� ���v�Ç�� �v���Á�� �]�v�(�}�Œ�u���š�]�}�v��





13 
 

 
Documented drug diversion or prescription forgery, and abusive or assaultive behaviors require 
a firm, immediate response10-11,22,28
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If opioid therapy is discontinued, the patient who has become physically dependent should be 
provided a safely structured tapering regimen. Withdrawal can be managed either by the 
prescribing clinician or by referring the patient to an addiction specialist43. The termination of 
opioid therapy should not mark the end of treatment, which should continue with other 
modalities, either through direct care or referral to other health care specialists, as 
appropriate9-11.  
 
Discontinuing opioids is not an easy process for some patients; therefore, a referral may be 
needed as clinicians have an obligation to provide transition therapy in order to minimize 
adverse outcomes.     
 
Medical Records 
 
Every clinician who treats patients for chronic pain must maintain accurate and complete 
medical records. Information that should appear in the medical record includes the following:10, 

11,22,25-26 
 

�{�� Copies of the signed informed consent and treatment agreement. 
�{ The �‰���š�]���v�š�[�•���u�����]�����o���Z�]�•�š�}�Œ�Ç�X 
�{  Results of the physical examination and all laboratory tests. 
�{  Results of the risk assessment, including results of any screening instruments used. 
�{  A description of the treatments provided, including all medications prescribed or 

administered (including the date, type, dose and quantity). 
�{  Instructions to the patient, including discussions of risks and benefits with the patient 

and any significant others. 
�{ 





16 
 

management with opioids in advance of prescribing, and should use opioid therapy for 
chronic pain that is not cancer-related, or part of palliative care or end-of-life care, only 
when non-opioid and non-pharmacological options have not been effective. Maintain 
opioid dosage as low as possible and continue only if clear and objective outcomes are 
being met. 
 

�x Utilization of available tools for risk mitigations:  The state prescription drug 
monitoring program should be checked in advance of prescribing opioids and should be 
utilized for ongoing monitoring.   
 

  



17 
 

GUIDELINES FOR THE CHRONIC USE OF OPIOID ANALGESICS 
 
REFERENCES 
 
1.  Office of National Drug Control Policy (ONDCP). Epidemic: Responding to America's 
Prescription Drug Abuse Crisis. Washington, DC: Executive Office of the President, The 
White House, 2011. 
 
2.  Institute of Medicine (IOM) of the National Academy of Sciences (NAS). Relieving Pain in 
America: A Blueprint for Transforming Prevention, Care, Education and Research. 
Washington, DC: National Academies Press, 2011. 

 
3.  Bloodworth D. Opioids in the treatment of chronic pain: Legal framework and 
therapeutic indications and limitations. Physical Medicine and Rehabilitation Clinics of North 
America. 2006;17:355-379. 

4.  Noble M, Treadwell JR, Tregear SJ et al. Cochrane Database of Systematic Reviews, Issue 
1. Long-term Opioid Management for Chronic Noncancer Pain. New York, NY: The Cochrane 
Collaborative, John Wiley & Sons, Ltd., 2010. Review.



18 
 

12.  Blumenschein K, Fink JL, Freeman PR et al., for the Kentucky All Schedule Prescription 
Electronic Reporting Program (KASPER) Evaluation Team. Review of Prescription Drug 
Monitoring Programs in the United States. Lexington, KY: University of Kentucky College of 
Pharmacy, June 2010. 

13.  Controlled Substances Act of 1970 (CSA). Federal Register (CFR). Public Law No. 91-513, 
84 Stat. 1242. 

14.  American Academy of Pain Medicine (AAPM), American Pain Society (APS), and 



19 
 

 
24.  American Society of Addiction Medicine (ASAM). The Definition of Addiction.  Chevy 
Chase, MD: The Society, 2011. 

 
25.  Drug Enforcement Administration (DEA), Office of Diversion Control. Physician's Manual: 
An Informational Outline of the Controlled Substances Act of 1970. Washington, DC: DEA, U.S. 
Department of Justice, 1990. 
 
26.  Wilford BB & DuPont RL. Prescription drug abuse. In A Wertheimer & T Fulda (eds.). A 
Textbook on Pharmaceutical Policy. Binghamton, NY: The Haworth Press, 2007. 
 
27.  Isaacson JH, Hopper JA, Alford DP et al. Prescription drug use and abuse: Risk factors, 
red flags, and prevention strategies. Postgraduate Medicine. 2005;118:19. 
 
28.  Smith MY & Woody G. Nonmedical use and abuse of scheduled medications prescribed 
for pain, pain-related symptoms, and psychiatric disorders: Patterns, user characteristics, 
and management options. Current Psychiatry Reports. 2005 Oct;7(5):337-343. 
 
29.  Krebs EE, 



20 
 

37.  Fleming MF, Balousek SL, Klessig CL et al. Substance use disorders in a primary care 
sample receiving daily opioid therapy. Journal of Pain. 2007 Jul;8(7):573-582. 

38. 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 Medicine. 2008 
May-Jun;9(4):444-459. 
 



21 
 

49.  American Psychiatric Association (APA). Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-V). Washington, DC: American Psychiatric Publishing, Inc., 
2013. 
 
50.  World Health Organization (WHO). International Classification of Diseases, 10th Edition 
(ICD-10)



22 
 

�t�K�Z�<�'�Z�K�h�W�� �K�E�� �&�^�D���[�^�� �D�K�����>�� �W�K�>�/���z�� �K�E�� �d�,���� �h�^���� �K�&�� �K�W�/�K�/���� ���E���>�'���^�/���^�� �/�E�� �d�,����
TREATMENT OF CHRONIC PAIN  
 
J. Daniel Gifford, MD, FACP, Chair   Howard Heit, MD, FACP, FASAM 
FSMB Immediate Past Chair    Georgetown University School of Medicine 


