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Administering an addiction screening tool 

before prescribing opioids is great way for 

clinicians to assess a patient’s relative risk 

of addiction. After an extensive review of 

the available screening tools, The 

Screener and Opioid Assessment for 

Patients with Pain-Revised (SOAPP-R) was 

a clear choice when compared to its 

competitors. The SOAPP-R... 

• Has 24 items. 

• Takes 5 minutes to administer and 

score. 

• Allows the patient to self-report. 

• Provides excellent discrimination 

between high and low risk patients 

[1]. 

• Is cross-validated [2]. 

• Was developed specifically for pain 

patients [3]. 

• Is easily understood by patients, 

takes little time to 

administer/score, and taps 

information believed by 

professionals to be important [2]. 

• Appears to better predict 

potential opioid abuse than the 

Opioid Risk Tool (ORT), Pain 

Medication Questionnaire 

(PMQ), or Diagnosis Intractability 

Risk and Efficacy inventory 

(DIRE) score [4,5]. 

• Is copyrighted. 

• Alternative is the ORT 

• Free 

• Five minute duration 

• Individualized scoring 

• The CDC-Kaiser Permanente 

Adverse Childhood Experiences 

(ACE) Study is one of the largest 

investigations of childhood abuse 

and neglect and later-life health 

and well-being. 

• The ACE Score is the number of 

categories of ACEs. 

• ACEs have a dose-response 

relationship with many health 

problems. 

• Incredibly common, but largely 

unrecognized. 

• Almost 40% of the original 

Kaiser sample reported 2 or 

more ACES. 

• 12.5% experienced 4 or more 
[6]. 

Screening for Risk 
of Addiction 

Adverse Childhood 
Experiences (ACEs) 
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• An individual with an ACE score of 1 

is 1.7 times more likely to have used 

illicit drugs than an individual without 

any ACEs [7]. 

• An individual with a score of 

2, 3, or 4 is 2.9, 3.6, and 4.7 

times as likely, to have used 

illicit drugs, respectively [7]. 

• A male child with an ACE score of 6, 

compared to a score of 0, has a 

46-fold (4,600%) increase in the 

likelihood of becoming an injection 

drug user sometime later in life [8]. 

• Each of the 10 categories of ACEs 

are associated with a 2- to 4-fold 

increase in the likelihood of illicit 

drug use by age 14 and increased 

the risk of use into adulthood [9]. 

• Record familiarity with trauma-

informed care. 

• Consider documenting ACEs 

score in chart for all patients. 

 

 

 

• Resilience refers to positive 

adaption, or the ability to maintain 

or regain mental health, despite 

experiencing adversity [10]. 

• The good news is that the brain is 

plastic, and continually changes its 

wiring in response to the 

environment [12]. 

• If the toxic stress stops and is 

replaced by practices that build 

resilience, the brain can slowly 

undo many of the stress induced 

changes and return to baseline 

[12]. 

• It can take just one adult to shield 

a child from adversity by creating 

a microenvironment of safety and 

predictability amid family distress, 

poverty, discrimination or 

violence [12]. 

• Clinical and public health 

interventions each have a role in 

improving the chances of resilience 

among children and adults affected 

by severe adversity [11]. 

• Interventions across the lifespan 

include support for parents of 

infants, early childhood 

intervention programs, 

school-based interventions, 

workplace and unemployment 

programs, and activity programs 

for older adults [11]. 

• Clinical implications include 

renewed emphasis on the value of 

a clinician taking a good history, a 

strong therapeutic alliance, and the 

reinforcement of attitudes and 

behaviors known to facilitate 

resilient outcomes [11]. 

• Consider additional opportunities 

to foster resiliency in the 

community, at schools, coaching, 

and church groups.

Resiliency 
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Prescribing for 

Acute Pain 
 
 

  
 

 

 

Opioid abuse and addiction often starts  

with the treatment of acute pain. It is 

imperative that clinicians prescribe the 

lowest effective dose of immediate 

release opioids for the shortest 

therapeutic duration. This time frame is 

often 3 days or less. 

• Implement MAPS. 

• Screen using ORT. 

• Prescribe non-opioids first. 

• If progression to opioids, choose 

the lowest dosage and shortest 

duration. 

 

 

 

 

 

Before prescribing opioids for a patient in 

the ER or for post-op: 

• Check MAPS. 

• Be aware of existing scripts and 

pain contracts for each patient. 

• Limit the amount of opioids 

prescribed (3 days or less). 

• Refer the patient back to their 

primary care physician as soon as 

surgical blank is stabilized. 

• Consult pharmacy about 

inpatients. 

• Make an extra effort to inform 

PCPs about discharge pain 

medications. 

Options may include... 

• Pain relievers such as 

acetaminophen, ibuprofen, and 

naproxen. 

• Some medications that are also 

used for depression or seizures. 

• Physical therapy, exercise, and early 
activation. 
 
See relative strengths guide.

Best Practices 

Non-Opioid Choices 

ER/Surgery 
Recommendations 



 

 

4  

 
 

 

 
In most cases, opioids should not be used 

as a first resort for treating chronic pain 

(exceptions can be made for patients with 

active cancer, palliative care, or end-of-life 

care). If an opioid prescription is deemed 

necessary, take the following actions 

before prescribing for chronic pain... 

1. Assess pain and function using a 

validated pain scale and 

document results. 

2. Consider non-opioid therapies 

where appropriate, including 

pain clinic and physical therapy. 

3. Talk to the patient about the risks 

of treatment using opioids and 

document results. 

4. Independently evaluate the 

patient's risk of harm and 

misuse. 

5. Obtain a signed narcotic 

contract. 

 

Take these following actions when 

prescribing opioids for chronic pain... 

1. Start with the lowest dose of 

immediate release opioids for the 

shortest therapeutic duration 

possible. 

2. Avoid prescribing over 90 Morphine 

Milligram Equivalents per day. 

3. When prescribing over 50 Morphine 

Milligram Equivalents per day, 

increase follow-up frequency and 

consider prescribing naloxone. 

 

After initiating opioid therapy for chronic 

pain, take the following actions... 

1. Reassess the benefits and risks of 

opioid therapy with the patient 

within 1 - 4 weeks of the initial 

assessment. 

2. Assess pain and function and 

compare it to the baseline and 

reassess pain and function every 

three months. 

3. Only continue therapy after 

confirming clinically meaningful 

improvements in pain and function 

without significant risks or harm. 

4. If over-sedation or overdose risk 

occurs, reduce the opioid dosage 

by 10% per week until the desired 

dosage is reached and monitor for 

symptoms of withdrawal. 

Prescribing for 
Chronic Pain 

Best Practices 
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The opioid epidemic has popularized the 

use of opioid contracts between patients 

and doctors. The primary objectives of 

opioid contracts are to... 

• Foster adherence to an opioid 

therapy plan. 

• Gain the informed consent of the 

patient. 

• Provide legal risk management for 

the prescribing practice. 

• Increase the efficiency of the 

prescribing practice. 

 

     See samples of narcotic 

 contracts. 

 

A 3-year study was conducted on 

behavioral monitoring and urine drug 

testing in patients receiving long-term 

opioid therapy for pain. 

• Their findings suggest that random 

drug testing of all patients receiving 

opioids for pain may be warranted. 

• The researchers found that urine 

drug testing was much more 

effective than behavioral monitoring 

alone in identifying patients who 

were taking drugs other than the 

prescribed opioid. 

• For example, 72 percent of patients 

with a positive test result did not 

have any behavioral indicators 

considered useful for screening. 

• When combined with a patient's 

history, collateral information from a 

spouse or other family member 

(obtained with permission of the 

patient), questionnaires, biological 

markers, and a practitioner's clinical 

judgment, drug testing provides 

information that... 

• Can affect clinical decisions 

about pharmacotherapy, 

especially with controlled 

substances. 

• Increases the safety of 

prescribing medications by 

identifying the potential for 

overdose or serious drug 

interactions.

Prescribing for 
Chronic Pain 

Opioid Contracts 

Drug Screening 
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• Helps clinicians assess 

patient use of opioids for 

chronic pain management or 

compliance with 

pharmacotherapy for opioid 

maintenance treatment for 

opioid use disorders. 

• Helps the clinician assess the 

efficacy of the treatment plan 

and the current level of care 

for chronic pain management 

and substance use disorders 

(SUDs). 

• Aids in screening, assessing, 

and diagnosing an SUD, 

although drug testing is not a 

definitive indication of an 

SUD. 

• Monitors abstinence in a 

patient with a known SUD. 

• Verifies, contradicts, or adds 

to a patient's self-report or 

family member's report of 

substance use. 

• Identifies a relapse to 

substance use.

Prescribing for 
Chronic Pain 
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Catching opioid use disorder in its early 

stages before the behavior changes from 

being classified as abuse to addiction can 

be extremely important to the future 

health and well-being of the patient. The 

most recent addition of the Diagnostic 

and Statistical Manual of Mental 

Disorders (DSM-5) classifies opioid use 

disorder as the presence of two or more 

of the following within a period of one 

year... 

• Opioids are often taken in larger 

amounts or over a longer period 

than was intended. 

• There is a persistent desire or 

unsuccessful efforts to cut down or 

control opioid use. 

• A great deal of time is spent in 

activities necessary to obtain the 

opioid, use the opioid, or recover 

from its effects. 

• Craving, or a strong desire or urge 

to use opioids. 

• Recurrent opioid use resulting in a 

failure to fulfill major role 

obligations at work, school, or 

home. 

• Continued opioid use despite 

having persistent or recurrent 

social or interpersonal problems 

caused or exacerbated by the 

effects of opioids. 

• Important social, occupational, or 

recreational activities are given up 

or reduced because of opioid use. 

• Recurrent opioid use in situations in 

which it is physically hazardous. 

• Continued opioid use despite 

knowledge of having a persistent or 

recurrent physical or psychological 

problem that is likely to have been 

caused or exacerbated by the 

substance. 

• Tolerance, as defined by either of 

the following... 

• A need for markedly 

increased amounts of 

opioids to achieve 

intoxication or desired effect. 

• A markedly diminished effect 

with continued use of the 

same amount of an opioid.

Abuse and 
Addiction 

Identifying Opioid 
Use Disorder 



 

8  

 
 

 

• Withdrawal, as manifested by 

either of the following ... 

• The characteristic opioid 

withdrawal syndrome (refer 

to Criteria A and B of the 

criteria set for opioid 

withdrawal). 

• Opioids (or a closely related 

substance) are taken to 

relieve or avoid withdrawal 

symptoms. 

Once the diagnosis of opioid use disorder 

has been reached, an intervention or 

professional help may be necessary for 

the patient to achieve full remission.

Abuse and 
Addiction 
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Consider tapering to a reduced opioid 

dosage or tapering and discontinuing 

opioid therapy when your patient... 

• Requests dosage reduction. 

• Does not have clinically meaningful 

improvement in pain and function 

(e.g., at least 30% improvement on 

the 3-item PEG scale). 

• Is on dosages greater or equal to 

SO MME/ day without benefit or 

opioids are combined with 

benzodiazepines. 

• Shows signs of substance use 

disorder (e.g. work or family 

problems related to opioid use, 

difficulty controlling use). 

• Experiences overdose or other 

serious adverse    event. 

• Shows early warning signs for 

overdose risk such as confusion, 

sedation, or slurred speech. 

 

Keys to tapering include... 

• Going slow. 

• A decrease of 10% of the original 
dose per week is a reasonable 
starting point. 

• Some patients who 

have taken opioids for 

a long time might find 

even slower tapers 

(e.g., 10% per month) 

easier. 

• Discuss the increased risk for 

overdose if patients quickly 

return to a previously 

prescribed higher dose. 

 

• Consulting 

• Coordinate with specialists 

and treatment experts as 

needed-especially for 

patients at high risk of harm 

such as patients with an 

opioid use disorder. 

• Use extra caution during 

pregnancy due to possible 

risk to the pregnant patient 

and to the fetus if the patient 

goes into withdrawal. 

 

• Supporting 

• Make sure patients 

receive appropriate 

psychosocial support.

Abuse and 

Addiction 

Tapering 
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• If needed, work with 

mental health 

providers, arrange for 

treatment of opioid 

use disorder, and offer 

naloxone for overdose 

prevention. 

• Watch for signs of anxiety, 

depression, and opioid use 

disorder during the taper 

and offer support or referral 

as needed. 

 

• Encouraging 

• Let patients know that most 

people have improved 

function without worse pain 

after tapering opioids. 

• Some patients even 

have improved pain 

after a taper, even 

though pain might 

briefly get worse at 

first. 

• Tell patients "I know you can 

do this" or "I'll stick by you 

through this". 

 

Items to consider... 

• Adjust the rate and duration of 
the taper according to the 
patient's response. 

• Do not reverse the taper; 

however, the rate may be slowed 

or paused while monitoring and 

managing withdrawal symptoms. 

• Once the smallest available dose is 

reached, the interval between 

doses can be extended and opioids 

may be stopped when taken less 

than once a day. 
 

 

 

If tapering is unsuccessful or if a patient 

continues to exhibit signs of opioid use 

disorder, an intervention involving their 

loved ones may be a necessary motivator 

to seek professional help. An 

intervention... 

1. Provides specific examples of 

destructive behaviors and their 

impact on the abusing or addicted 

person and their loved ones. 

2. Offers a prearranged treatment 

plan with clear steps, goals and 

guidelines. 

3. Defines how each person will act 

if a loved one refuses to accept 
treatment.

Abuse and 
Addiction 

Intervention 
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Every intervention is unique, but 

most include the following steps... 

1. Make a Plan. 

2. Gather Information. 

3. Form the Intervention Team. 

4. Decide on Specific Consequences. 

5. Make Notes on what to Say. 

6. Hold the Intervention Meeting. 

7. Follow Up. 

 

 

 

 

 

• Added pressure from payers. 

• Pain Clinic is not just for medication  

prescribing.  

 

 

 

 

 

Abuse and 
Addiction 

Refer and Partner 
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• Drug-Free Northern Michigan 

• (800) 834-3393 

• Informational resource list can 

be found here.  

• American Addiction Centers Helpline 

• (877) 735-0158. 

• Insurance can cover up to 

100% of treatment expenses. 

• Accepts most insurance. 

• Michigan State Police (MSP) Angel 

Program 

• 7711 US-131 BUS, Cadillac, 

MI 49601. 

• (231) 779-6040. 

• Individuals seeking support 

for opioid weaning/termination 

must approach the state 

police department, pass a 

warrant/sex offender 

screening, and complete an 

informational packet. 

Subsequently, the individual is 

matched with a volunteer in 

the community to provide 

transportation to a treatment 

facility.  

• Wexford County is a 

participant in the MSP Angel 

Program. 

• Munson Medical Center  

• 1105 Sixth St., Traverse City, 

MI 49684. 

• Inpatient Mental Health 

Center 

• (231) 935-5000 or      

1-800-847-8474. 

• Outpatient services are also 

available. 

• Accepts most insurance. 

• Pine Rest Christian Mental Health 

Services- Traverse City Location 

• 1050 Silver Drive, Traverse 

City, MI 49684. 

• Clinic Phone: (231) 947-2255. 

• Emergency Phone: (231) 922-

4800. 

• Inpatient and outpatient detox, 

rehabilitation, and counseling 

services. Telemedicine 

options available. 

• Accepts most insurance. 

• Addiction Treatment Services 

• 747 E Eighth St, Traverse 

City, MI 49686. 

• (231) 346-5216. 

• Inpatient and outpatient detox, 

rehabilitation, and counseling 

services. 

• Accepts most insurance. 

• Well-Spring Psychiatry, PC 

• 13310 S.W. Bayshore Dr., 

Traverse City, MI 49684. 

• (231) 922-9625. 

• Outpatient counseling 

services. 

• ‘Recovery Services’ are a 

cash-only treatment option. 

• Accepts most commercial 

insurance. 

• Catholic Human Services 

• 421 South Mitchell 

Street, Cadillac, MI 49601. 

• (231) 775-6581. 

• Physical, mental, and 

emotional support. 

• Treatment: 

• 12 step Narcotics 

Anonymous (NA). 

• Individual and group 

counseling. 

• Family Services. 

• Acupuncture. 

• Accepts most insurance. 

Northern Michigan Resources for Opioid Treatment 

http://www.drugfreenorthernmichigan.net/other-resources.html
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• NA Meetings 

• First Covenant Church  

• 315 E Pine St, 

Cadillac, MI 49601. 

• 7:00pm on Thursdays. 

• Wayne’s Garage  

• 515 N Shelby St, 

Cadillac, MI 49601. 

• 7:00pm on Tuesdays. 

• Family-Based Therapy and Support 

• Lakeshore Community 

Counseling Services  

• 9116 E 13th St., Ste. B, 

Cadillac, MI, 49601. 

• (231) 878-3059. 

• Could not contact for 

insurance inquiry. 

• Bridges of West Michigan 

• 107 N Mitchell St, 

Cadillac, MI 49601. 

• (231) 468-2550. 

• Could not contact for 

insurance inquiry. 

• Life Skills Psychological 

Services, PC 

• 805 S Carmel St, 

Cadillac, MI 49601. 

• (231) 775-6517. 

• Individual/Group 

therapy. 

• Accepts most 

commercial insurance. 

• Trina Paddock Professional 

Counselor 

•  201 N Mitchell St #204, 

Cadillac, MI 49601. 

• (231) 884-0028. 

• Family, drug use therapy. 

• Accepts most commercial 

insurance. 

• Best Drug Rehabilitation Inc. 

• Center in Manistee, MI: 300 

Care Center Drive, Manistee, 

MI 49660. 

• Call (877) 475-7382 for 

treatment options a patient’s 

local area. 

• Accepts some commercial 

insurance. 

• Offices in: 

• Baldwin- Family 

Healthcare, West MI 

Community Mental 

Health Services: 1090 

North Michigan 

Avenue, Baldwin, MI 4

9304. (800) 992-2061. 

• Big Rapids- Ten 

Sixteen Recovery 

Network, Nova 

Counseling Associates. 

• Other locations are: 

Traverse City, Reed 

City, Leland, Glen 

Arbor, Pentwater, 

Ludington, Oak Hill, 

and Eastlake. 

• Bright Heart Health 

• Treatment programs morning, 

afternoon, and night. 

• Telemedicine counseling 

sessions. 

• Accepts most insurance. 

• Look to other options/locations in 

Michigan for more inclusive access 

to care – Bay City, Saginaw, Grand 

Rapids, Detroit, etc. 
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Please include any additional information you wish about the above answers. 
Thank you. 

How often have others kept you from getting 

what you deserve? 

How often, in your lifetime, have you had legal 

problems or been arrested? 

How often have you attended an AA or NA 

meeting? 
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