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SCOPE:  
 
Physicians, Mid-level Providers, Registered Nurses, Practical Nurses, and Non-licensed Health 
Care Workers 
 

PURPOSE:  
The Michigan Boards of Medicine and Osteopathic Medicine & Surgery recognize that principles 
of quality medical practice dictate that the people of the State of Michigan have access to 
appropriate and effective pain relief. The appropriate application of up-to-date knowledge and 
treatment modalities can serve to improve the quality of life for those patients who suffer from 
pain as well as reduce the morbidity and costs associated with untreated or inappropriately 
treated pain. The Board encourages physicians to view effective pain management as a part of 
quality medical practice for all patients with pain, acute or chronic, and it is especially important 
for patients who experience pain as a result of terminal illness.  
 
The Boards have adopted the following guidelines when evaluating the use of controlled 
substances for pain control: 
 
1.  Evaluation of the Patient 
 
An appropriate medical history and physical examination must be conducted and documented in 
the medical record. The medical record should document the nature and intensity of the pain, 
current and past treatments for pain, underlying or coexisting diseases or conditions, the effect 
of the pain on physical and psychological function, and history of substance abuse. The medical 
record also should document the presence of one or more recognized medical indications for 
the use of a controlled substance. 
 
2.  Treatment Plan 
 
The written treatment plan should state objectives that will be used to determine treatment 
success, such as pain relief and improved physical and psychosocial function, and should 
indicate if any further diagnostic evaluations or other treatments are planned.  After treatment 
begins, the physician should adjust drug therapy to the individual medical needs of each patient. 
Other treatment modalities or a rehabilitation program may be necessary depending on the 
etiology of the pain and the extent to which the pain is associated with physical and 
psychosocial impairment. 
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3.  Informed Consent and Agreement for Treatment 
 
The physician should discuss the risks and benefits of the use of controlled substances with the 
patient, persons designated by the patient or with the patient’s surrogate or guardian if the 
patient is incompetent. The patient should receive prescriptions from one physician and one 
pharmacy where possible. If the patient is determined to be at high risk for medication abuse or 
have a history of substance abuse, the physician may employ the use of a written agreement 
between physician and patient outlining patient responsibilities, including: 
 

a. urine/serum/other body tissue toxicology screening when requested;  
b. number and frequency of all prescription refills; and  
c. reasons for which drug therapy may be discontinued (i.e., violation of agreement).  

 
4.  Periodic Review 
 
At reasonable intervals based on the individual circumstances of the patient, the physician 
should review the course of treatment and any new information about the etiology of the pain. 
Continuation or modification of therapy should depend on the physician’s evaluation of progress 
toward stated treatment objectives, such as improvement in patient’s pain intensity and 
improved physical and/or psychosocial function, i.e., ability to work, need of health care 
resources, activities of daily living and quality of social life. If treatment goals are not being 
achieved, despite medication adjustments, the physician should reevaluate the appropriateness 
of continued treatment.  The physician should monitor patient compliance in medication usage 
and related treatment plans. 
 
5.  Consultation 
 
The physician should be willing to refer the patient as necessary for additional evaluation and 
treatment in order to achieve treatment objectives. Special attention should be given to those 
pain patients who are at risk for misusing their medications and those whose living arrangement 
pose a risk for medication misuse or diversion. The management of pain in patients with a 
history of substance abuse or with a co-morbid psychiatric disorder may require extra care, 
monitoring, documentation and consultation with or referral to an expert in the management of 
such patients. 
 
6.  Medical Records 
 
The physician should keep accurate and complete records to include: 
 
 a.  the medical history and physical examination; 
 b. diagnostic, therapeutic and laboratory results; 
 c.  evaluations and consultations; 
 d. treatment objectives; 
 e.  discussion of risks and benefits; 
 f.  treatments; 
 g.  medications (including date, type, dosage and quantity prescribed); 
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 h.  instructions and agreements; and 
 i.  periodic reviews 
 
Records should remain current and be maintained in an accessible manner and readily 
available for review. 
 
DEFINITIONS: 
For the purposes of these guidelines, the following terms are defined as follows: 
 
Acute Pain 
Acute pain is the normal, predicted physiological response to an adverse chemical, thermal or 
mechanical stimulus and is associated with surgery, trauma and acute illness. It is generally 
time-limited and is responsive to opioid therapy, among other therapies.Addiction 
Addiction is a neurobehavioral syndrome with genetic and environmental influences that results 
in psychological dependence on the use of substances for their psychic effects and is 
characterized by compulsive use despite harm. Addiction may also be referred to by terms such 
as "drug dependence" and "psychological dependence." Physical dependence and tolerance 
are normal physiological consequences of extended opioid therapy for pain and should not be 
considered addiction. 
 
Analgesic Tolerance 
Analgesic tolerance is the need to increase the dose of opioid to achieve the same level of 
analgesia. Analgesic tolerance may or may not be evident during opioid treatment and does not 
equate with addiction. 
 
Chronic Pain 
A pain state which is persistent and in which the cause of the pain cannot be removed or 
otherwise treated. Chronic pain may be associated with a long-term incurable or intractable 
medical condition or disease. 
 
Pain 
An unpleasant sensory and emotional experience associated with actual or potential tissue 
damage or described in terms of such damage. 
 
Physical Dependence 
Physical dependence on a controlled substance is a physiologic state of neuro-adaptation which 
is characterized by the emergence of a withdrawal syndrome if drug use is stopped or 
decreased abruptly, or if an antagonist is administered. Physical dependence is an expected 
result of opioid use. Physical dependence, by itself, does not equate with addiction. 
 
Pseudoaddiction 
Pattern of drug-seeking behavior of pain patients who are receiving inadequate pain 
management that can be mistaken for addiction. 
 
Substance Abuse 
Substance abuse is the use of any substance(s) for non-therapeutic purposes or use of 
medication for purposes other than those for which it is prescribed. 
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Tolerance 
Tolerance is a physiologic state resulting from regular use of a drug in which an increased 
dosage is needed to produce the same effect, or a reduced effect is observed with a constant 
dose. 
 
POLICY/ PROCEDURE: 
 
In addition to the guidelines above from the State of Michigan, Western Michigan University 
School of Medicine (WMed) has adopted the following specific policies/procedures: 
 
1. First Visit Policy:  It is the policy of WMed that new patients to our clinic will not receive 

narcotic medications for chronic conditions prior to an assessment being done, old 
records being obtained, a drug screen being ordered and MAPS (Michigan Automated 
Prescription System) report pulled:  http://www.michigan.gov/mdch/0,1607,7-132-
27417_27648---,00.html.  (i.e. We cannot “refill” or write for medications just because 
they are due and the care is being transferred here without the proper documentation 
and assessment.) 

 
2. Controlled Substance Contract/Consent:  All patients being treated for chronic or 

ongoing pain need to sign the Long-Term Controlled Medications Consent/Contract form 
and review and understand it with their physician.  These should be updated whenever 
there is a change in the pharmacy. 

 
3. Drug Testing:  Random drug testing for illicit substances or to verify prescription 

medications will be performed on all patients with drug contracts at least annually.  The 
type of test is at the discretion of the physician and/or Medical Director. 

 
4. Patient Lists:  The Medical Director for the assigned clinic will keep a list of patients that 

are on a Long-Term Controlled Medication Consent/Contract to assist in the review 
process.  Any time a patient is initiated on pain medications they should have CPT code 
Z99.2 added to their problem list to allow for tracking.  The Medical Director will monitor 
EMR reports to audit patient charts to check compliance and monitor for prescribing 
habits of residents that may indicate further education is needed. 

 
5. MAPS:  These reports will be pulled yearly and as needed on all patients with controlled 

substance contracts.  It is the responsibility of the prescribing provider to ensure that a 
MAPS report is in the EMR on their patient. The MAPS report will not be copied when a 
medical record request is received. 

 
6. Violation:  any violation of the controlled substance contract is reason for termination of 

the patient from the WMed clinic.  This will be done by the Medical Director in 
consultation with the team taking care of the patient. 

 
7. Refills:  no refills or prescriptions for narcotics are to be given after hours or on 

weekends except in an unusual circumstance in trauma and surgical cases (refer to 
Prescription Refill of Controlled Substances Policy and Procedure).  Residents 
prescribing narcotics after hours and on weekends are subject to disciplinary action. 
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8. Family and Friends and Employees:  providers at WMed may not provide 
prescriptions for controlled substances outside of a provider-patient relationship with a 
chart in the EMR.  This includes never prescribing for family, friends or employees, 
unless they are a patient here in the clinic. 

 
9. Prescriber:  the primary physician should plan to see patients on controlled substance 

contracts on a monthly basis.  They should also plan to be the sole prescriber of this 
medication.  If, in discussion with the attending physician, it is felt that the patient has 
been stable on the current dose (no changes in dose, maximum functional benefit, no 
suspicion for diversion, no failed drug screens or suspicious behavior, etc.), then 
consideration for spacing out the visits can be discussed. Arrangements can be made 
for the primary physician to write the prescription and have it picked up at the front desk 
on a scheduled basis between visits.  Using the “Date” feature in the EMR allows you to 
write the prescription at a convenient time and avoid patients filling the prescription early 
or moving the refills up every month to obtain extra doses.  Anticipating refills on these 
medications will decrease phone calls and frustration on the part of the patients and 
covering providers of trying to refill medications in a safe and timely manner.  It is the 
prescriber’s obligation to ensure these are available to the patient on day of need to 
reduce the need for other physicians at WMed to be involved in writing prescriptions for 
the patient. (i.e. anticipate when patient will be due for next prescription and be proactive 
in setting up necessary appointment or writing prescription ahead of time). 

 
10. Pick ups:  all prescriptions that are picked up at the front desk are scanned into the 

EMR with the signature and photo identification information if being released to an 
unknown person, so it is clear as to whom the prescription was released (refer to 
Prescription Refill of Controlled Substances Policy and Procedure.) 

 
11. Mail order:  narcotic and controlled substance prescriptions must be filled in a local 

pharmacy.  No mail orders will be allowed.  If there are extenuating circumstances a 
request for a Medical Director and Pharmacy review can be made and decisions made 
on an individual basis. 

 
12. Patient gets copy:  patient should receive a copy of the Controlled Substance Contract 

when signed and upon renewal. 
 
ATTACHMENTS: 
 
Assessment and Management of Chronic Pain Algorithm 
Clinical Practice Guidelines for Chronic Pain Management - Adults 
Informed Consent for Long-Term Controlled Medications (Controlled Substance Contract)
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