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Course Objective
The purpose of this course is to provide clinicians who 
prescribe or distribute opioids with an appreciation for 
the complexities of opioid prescribing and the dual risks 
of litigation due to inadequate pain control and drug 
diversion or misuse in order to provide the best possible 
patient care and to prevent a growing social problem.

Learning Objectives
Upon completion of this course, you should be able to:

	 1.	 Define opioid prescribing and opioid misuse.

	 2. 	Apply epidemiologic trends in opioid use  
and misuse to current practice so at-risk  
patient populations can be more easily  
identified, assessed, and treated.

	 3. 	Create comprehensive treatment plans  
for patients with chronic pain that address  
patient needs as well as drug diversion  
prevention.

	 4. 	Identify state and federal laws governing  
the proper prescription and monitoring  
of controlled substances.

	 5. 	Evaluate behaviors that may indicate drug  
seeking or diverting as well as approaches  
for patients suspected of misusing opioids.

Sections marked with this symbol include 
evidence-based practice recommendations. 
The level of evidence and/or strength 
of recommendation, as provided by the 
evidence-based source, are also included 

so you may determine the validity or relevance of the 
information. These sections may be used in conjunction 
with the course material for better application to your 
daily practice.
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INTRODUCTION

Pain is the leading reason for seeking medical care, 
and pain management is a large part of many health-
care professionals’ practice. Opioid analgesics are 
approved by the U.S. Food and Drug Administra-
tion (FDA) for moderate and severe pain and are 
broadly accepted in acute pain, cancer pain, and 
end-of-life care, but are controversial in chronic 
noncancer pain. In response to the long-standing 
neglect of severe pain, indications for opioid anal-
gesic prescribing were expanded in the 1990s, fol-
lowed by inappropriate prescribing and increasing 
abuse, addiction, diversion, and overdose through 
the 2000s. In tandem with the continued under-
treatment of pain, these practice patterns led to 
needless suffering from uncontrolled pain, opioid 
analgesic addiction, and overdose. Opioid analgesic 
prescribing and prescription opioid overdose peaked 
in 2010, with both now in multi-year decline, but 
information on these important trends is largely 
absent in the medical literature and media reporting.

Patients show substantial opioid response variations 
in analgesia and tolerability and may exhibit a range 
of psychologic, emotional, and behavioral responses 
that reflect inadequate pain control, an emerging 
opioid use problem, or both. Clinician delivery 
of best possible care to patients with pain requires 
appreciation of the complexities of opioid prescrib-
ing and the dual risks of inadequate pain control 
and inappropriate use, drug diversion, or overdose. 
A foundation for appropriate opioid prescribing is 
the understanding of factual data that clarify the 
prevalence, causality, and prevention of serious 
safety concerns with opioid prescribing.

DEFINITIONS

Definitions and use of terms describing opioid anal-
gesic misuse, abuse, and addiction have changed over 
time, and their current correct use is inconsistent 
not only among healthcare providers, but also by 
federal agencies reporting epidemiologic data such 
as prevalence of opioid analgesic misuse, abuse, or 
addiction. Misuse and misunderstanding of these 
concepts and their correct definitions have resulted 
in misinformation and represent an impediment to 
proper patient care.

Inappropriate opioid analgesic prescribing for pain is 
defined as the non-prescribing, inadequate prescrib-
ing, excessive prescribing, or continued prescribing 
despite evidence of ineffectiveness of opioids [1; 
40]. Appropriate opioid prescribing is essential to 
achieve pain control; to minimize patient risk of 
abuse, addiction, and fatal toxicity; and to minimize 
societal harms from diversion. The foundation of 
appropriate opioid prescribing is thorough patient 
assessment, treatment planning, and follow-up and 
monitoring. Essential for proper patient assessment 
and treatment planning is comprehension of the 
clinical concepts of opioid abuse and addiction, 
their behavioral manifestations in patients with 
pain, and how these potentially problematic behav-
ioral responses to opioids both resemble and differ 
from physical dependence and pseudo-addiction. 
Prescriber knowledge deficit has been identified 
as a key obstacle to appropriate opioid prescribing 
and, along with gaps in policy, treatment, attitudes, 
and research, contributes to widespread inadequate 
treatment of pain [2]. For example, a survey measur-
ing 200 primary care physicians’ understanding of 
opioids and addiction found that [3]: 

•	 35% admitted knowing little about  
opioid addiction.

•	 66% and 57% viewed low levels of 
education and income, respectively,  
as causal or highly contributory to  
opioid addiction.
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•	 30% believed opioid addiction “is more  
of a psychologic problem,” akin to poor 
lifestyle choices rather than a chronic  
illness or disease.

•	 92% associated prescription analgesics  
with opioid addiction, but only 69% 
associated heroin with opioid addiction.

•	 43% regarded opioid dependence  
and addiction as synonymous.

This last point is very important because confusion 
and conflation of the clinical concepts of depen-
dence and addiction has led to accusations of many 
non-addicted patients with chronic pain of misusing 
or abusing their prescribed opioid and in the fail-
ure to detect treatment-emergent opioid problems 
[4]. Knowledge gaps concerning opioid analgesics, 
addiction, and pain are related to attitude gaps, and 
negative attitudes may interfere with appropriate 
prescribing of opioid analgesics. For example, when 
248 primary care physicians were asked of their pre-
scribing approach in patients with headache pain 
with either a past or current history of substance 
abuse, 16% and 42%, respectively, would not pre-
scribe opioids under any circumstance [5]. Possibly 
contributing to healthcare professionals’ knowledge 
deficit in pain treatment is the lack of educational 
exposure in school. A 2011 study found that U.S. 
medical school students received a median seven 
hours of pain education and Canadian medical stu-
dents a median 14 hours, in contrast to the median 
75 hours received by veterinarian school students 
in the United States [6]. Additionally, less than 3% 
of medical schools incorporated pain management 
into their curriculum in the 2010s, despite chronic 
pain being the most common reason patients see 
a provider, accounting for 40% of all visits in pri-
mary care [7]. Therefore, it is very likely that many 
currently practicing physicians received suboptimal 
proper pain management, addiction medicine, 
and substance use education. In a 2022–2023 
Association of American Medical Colleges survey 
of 166 medical college deans, 98% indicated that 
pain management was covered in the curriculum, 
but it is unclear how many hours are devoted to 
teaching about pain management [45]. It was noted 

that, “while the recognition of undermanaged and 
mismanaged pain and substance use disorders were 
covered in the curriculum, these topics were covered 
by fewer medical schools.”

The terms related to addiction are often inconsis-
tent, inaccurate, and confusing, partially reflect-
ing the diverse perspectives of those working in 
the related fields of health care, law enforcement, 
regulatory agencies, and reimbursement/payer orga-
nizations. Changes over time in the fundamental 
understanding of addiction have also contributed 
to the persistent misuse of obsolete terminology 
[8]. The Diagnostic and Statistical Manual of Mental 
Disorders (DSM), published by the American Psy-
chiatric Association, is the standard reference for 
the diagnosis of addiction and all other psychiatric 
disorders. Prior to the 2013 release of the DSM-5, 
versions of the DSM eschewed the term “addiction” 
in favor of “substance dependence,” with a separate 
diagnostic entity of “substance abuse” representing a 
less severe version of dependence [9]. Also, in earlier 
DSM versions, physiologic dependence, manifesting 
as substance tolerance and withdrawal, was consid-
ered a diagnostic criterion of substance dependence. 
The result was the perpetuation of patient and 
healthcare professional confusion between physi-
cal and substance dependence and the belief that 
tolerance and withdrawal meant addiction. This 
confusion also enhanced provider and patient fears 
over addiction developing from opioid analgesics 
and contributed to the undertreatment of pain. 
The DSM-5 has eliminated substance dependence 
and substance abuse by combining them into the 
single diagnostic entity of substance use disorder. 
The disorder is measured on a continuum from 
mild to severe [9].

In 2011, the American Society of Addiction Medi-
cine (ASAM) published their latest revision in defin-
ing the disease of addiction. Owing to the increased 
public understanding and acceptance of addiction 
as a chronic brain disease, ASAM published an 
updated definition of addiction in 2019, with the 
goal of making it more accessible to patients, the 
media, and policy makers. The updated definition 
states that [10]:
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Addiction is a treatable, chronic medi-
cal disease involving complex interactions 
among brain circuits, genetics, the environ-
ment, and an individual’s life experiences. 
People with addiction use substances or 
engage in behaviors that become compul-
sive and often continue despite harmful 
consequences.

Prevention efforts and treatment approa-
ches for addiction are generally as successful 
as those for other chronic diseases.

The ASAM Task Force also recommended that 
definitions for medication-assisted recovery (MAR) 
and medication-assisted treatment (MAT), which 
had been previously identified as transitional terms, 
be retired from use in ASAM documents. With the 
evolution of addiction treatment and its increasing 
integration with general medical care, the Task Force 
recommended that ASAM adopt general medical 
terminology to describe addiction treatment [10].

EPIDEMIOLOGY OF CHRONIC  
PAIN AND OPIOID MISUSE

Chronic pain affects about one-quarter of American 
adults in any given year and is the leading cause of 
long-term disability [2; 46]. It also costs the nation 
up to $635 billion each year in medical treatment 
and lost productivity and is the leading reason for 
receiving disability insurance [3; 11]. The lifetime 
prevalence of chronic pain ranges from 54% to 80%, 
and among adults 21 years of age and older, 14% 
report pain lasting 3 to 12 months and 42% report 
pain that persists longer than one year [2]. While 
5 to 8 million Americans receive long-term opioids 
for the management of chronic pain, an estimated 
41% of patients with chronic pain report their pain 
is uncontrolled, and 10% of all adults with pain suf-
fer from severe, disabling chronic pain [11].

The increasing prevalence of chronic pain is the 
result of multiple factors, including the aging popula-
tion; rising rates of obesity and obesity-related pain 
conditions, such as joint deterioration; advances in 
life-saving trauma interventions; poorly managed 
post-surgical pain; and greater public awareness of 
pain as a condition warranting medical attention [2]. 
In addition, many armed forces veterans returned 
from military deployments in Afghanistan and Iraq 
with traumatic injuries and chronic pain, and vet-
erans’ care clinicians have reported the perception 
that long-term pain management is lacking support 
in the veteran healthcare infrastructure [12].

There is a widespread misperception that opioid 
analgesic prescribing and overdose continues to 
grow, fueling an opioid epidemic [13; 14; 15; 16; 
17]. Data from a 2019 Centers for Disease Control 
and Prevention (CDC) surveillance report show that 
between 2006 and 2018, the annual prescribing 
rate per 100 persons decreased from 72.4 to 51.4 
for all opioids, an overall reduction of 29.0% [18]. 
Between 2019 and 2024, the annual prescribing rate 
per 100 persons decreased from 46.8 to 35.4 [47]. 
(Opioid prescriptions, including codeine, fentanyl, 
hydrocodone, hydromorphone, methadone, mor-
phine, oxycodone, oxymorphone, propoxyphene, 
tapentadol, tramadol, and buprenorphine, were 
identified using the National Drug Code. Cough 
and cold formulations containing opioids were 
not included.) The rate for all opioid prescriptions 
initially increased annually by 1.9% from 2006 to 
2012, but then decreased annually by 5.2% from 
2012 to 2016, and continued to decrease annually 
by 12.4% from 2016 to 2018 [18]. 

Although the epidemic of drug overdoses that began 
in the 1990s primarily involved prescription opi-
oids prescribed for analgesia, the rapid increase in 
overdose deaths in 2010 was primarily attributed to 
heroin, and beginning in 2013, to synthetic opioids, 
particularly illicitly manufactured fentanyl [18]. A 
total of 75,118 drug overdose deaths occurred in 
41 states and the District of Columbia in 2023, a 
rate of 33.4 per 100,000 persons. Although deaths 
might have involved more than one drug, illicit fen-
tanyl was involved in 75.1% (56,413) of these drug 
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overdose fatalities [113]. Prescription opioids, which 
include natural and semisynthetic opioids (e.g., 
oxycodone, hydrocodone) and methadone, were 
solely involved in 1.4% (1,085) of overdose deaths. 
An additional 10.9% (8,182) of deaths involved a 
prescription opioid and other drug(s), typically other 
illicit opioids (60.0%), fentanyl (57.7%), non-opioid 
sedatives (45.3%), or stimulants (40.3%).

There is nearly universal agreement that opioid 
analgesics were injudiciously overprescribed during 
the 2000s. Interpretation of the broader trend of 
increased prescribing from 1990 might be viewed by 
public health professionals as entirely problematic 
and by pain medicine professionals as necessary in 
part, given the past neglect of patients in pain. This 
reflects the polarized nature of pain care and opioid 
analgesic prescribing in particular. Efforts to reduce 
opioid analgesic overprescribing and associated 
overdose have come at a cost to patients who have 
faced increasing barriers to access, including stigma 
and abuse in the healthcare system, tapering of opi-
oids without consideration for pain or functional 
improvements, and difficulty finding a physician [14; 
19; 20]. It has been found that reducing prescrip-
tions of opioids does not lead to fewer overdoses 
and disproportionately harms low-income patients, 
and the overwhelming majority of overdoses are not 
among those with opioid prescriptions [20]. 

Worldwide consumption of opioid analgesics 
increased dramatically over the past few decades, 
driven primarily by U.S. consumption. For example, 
the global consumption of oxycodone was 3 tons 
(2,722 kg) in 1990 and 77 tons (69,853 kg) in 2009, 
with 62 tons (81%) consumed in the United States 
[21]. Global manufacture of oxycodone increased 
from 69.5 tons in 2022 to 103.6 tons in 2024 [22]. 
Consumption remained concentrated in the United 
States, which consumed 42.1 tons (62.3%) of the 
world total [22]. Global stocks of oxycodone rose to 
84.6 tons in 2024, with the United States holding 30 

tons, or 35.4% of the world’s total [22]. The United 
States also accounted for almost all of the global 
consumption (98.4%) and manufacture (99.6%) of 
hydrocodone [22]. This is partially because access to 
opioid analgesics is virtually or entirely non-existent 
for much of the world’s population. An estimated 
3.6 billion people (50% of the global population 
who reside in the poorest countries) receive less than 
1% of the distributed opioids [23]. Other countries 
with adequate opioid access prefer dihydrocodeine 
or low-dose morphine over hydrocodone for use in 
moderate or moderately severe pain [24].

Many prescribed opioid analgesic fatalities result 
from the co-ingestion of central nervous system 
(CNS)/respiratory depressants (especially benzodi-
azepines) or prescribed methadone. The National 
Institute on Drug Abuse reported that benzodiaz-
epines contributed to 13.4% of opioid analgesic 
fatalities in 2020 (compared with 24% in 2017), 
but this may underestimate the true contribution 
[25]. A Canadian study evaluated 607,156 adults 
prescribed opioids for noncancer pain, and of 
those whose deaths were related to opioids, co-
prescribed benzodiazepines were detected in 84.5% 
[26]. In another study of 2,182,374 North Carolina 
residents receiving one or more opioid analgesics 
in 2010, benzodiazepines were present in 61.4% 
who fatally overdosed [27]. A cross-sectional study 
of 386,457 ambulatory care visits in the United 
States from 2003 through 2015 found that the use 
of benzodiazepines increased substantially from 
3.8% to 7.4% of visits, including co-prescribing with 
other sedating medications [28]. Use for back and 
chronic pain increased more significantly than use 
for anxiety and insomnia, which remained relatively 
unchanged. This increase likely reflected not only a 
growing number of individuals receiving benzodiaz-
epines, but also an increase in those receiving them 
on a long-term basis, despite the lack of evidence 
supporting their use past 8 or 10 weeks [28].
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OPIOID MISUSE IN FLORIDA

In Florida, misuse of prescription opioids became a 
serious problem in the 1990s and 2000s, but efforts 
to stem the problem appear to be working. The rate 
of drug overdose deaths increased 58.9% during 
2003–2010, and in 2009, one in eight deaths in 
Florida was attributable to drug overdose [29; 30]. 
In 2023, there were 7,235 opioid-related deaths 
(5,476 opioid-caused deaths) reported in Florida 
out of 231,925 recorded deaths; of these, fentanyl 
was responsible for 4,962 deaths [31; 114]. Opioid-
related deaths decreased by 10%, and opioid-caused 
deaths decreased by 11% compared with the previ-
ous year [31]. Of the 5,476 opioid-caused deaths 
reported in Florida in 2023, 1,015 were attributed 
to oxycodone, a 4% increase in oxycodone-caused 
deaths over the previous year [31]. The trends that 
occurred in the first two decades of the 2000s 
resulted in the enactment of several measures to 
address prescribing that was inconsistent with best 
practices, and partnership with the U.S. Drug 
Enforcement Administration (DEA) to close and 
prevent “pill mills” from introducing millions of 
opioid dose units into illicit markets [32; 33]. In May 
2017, former Florida Governor Rick Scott signed 
an executive order declaring the opioid epidemic 
a public health emergency, providing additional 
funding and empowering state health professions 
to take steps to address this pressing issue [33]. As 
part of this order, the State Health Officer has issued 
a standing order for opioid antagonists to ensure 
emergency responders have access [33]. The order 
has been extended several times (last in 2019) [34].

Drug overdose fatalities in Florida have continued 
rising from increased use of heroin, synthetic can-
nabinoids, and novel psychoactive substances such 
as alpha-PVP (“flakka”). An influx of clandestine fen-
tanyl into Florida in early 2014, and several fentanyl 
analogs and other novel non-pharmaceutical opioids 
more recently, has largely driven the increases in 
opioid overdose fatalities [31]. Several overdose 
fatalities in Florida were linked to counterfeit alpra-
zolam, oxycodone, and hydrocodone tablets that 

contained fentanyl [35]. The decrease in prescrip-
tion opioid fatalities, offset by increasing overdose 
fatalities from other opioid and non-opioid agents, 
reflects the intervention focus on the supply side 
(“pill mill laws”) and neglect of treatment funding 
that would address the demand side of problematic 
drug use [36].

In Florida, fatalities with benzodiazepines present 
peaked in 2010 with 6,188, falling to 3,419 in 2023 
(32.3% were alprazolam) [31]. Of the 34,274 deaths 
investigated by Florida authorities, toxicology results 
determined that drugs were present at the time of 
death in 14,798 individuals, with the vast majority 
revealing more than one drug occurrence [31]. Other 
primary contributors to opioid analgesic-related 
fatalities include alcohol and prescribed methadone 
[31; 37; 38].

In addition to the executive order issued in 2017 
(and subsequently extended), several new state laws 
were passed in 2018 to impose additional legal 
requirements on controlled substance prescribers 
[39]. These laws will be discussed in detail later in 
this course.

INITIATION AND MANAGEMENT 
OF THE PATIENT WITH PAIN

In 2016, the CDC issued opioid prescribing guide-
lines for chronic pain that addressed when to initiate 
or continue opioids for chronic pain; opioid selec-
tion, dosage, duration, follow-up, and discontinu-
ation; and assessing risk and addressing harms of 
opioid use [40]. Some of the recommendations were 
standard risk mitigation approaches, but others were 
criticized by pain medicine physicians and patient 
advocates. A common criticism was the sole focus on 
curtailing prescribing and patient access to needed 
medications or needed dosages, which left many 
chronic pain patients with few other avenues for care 
[41; 42; 43; 44]. The 2016 guidelines communicated 
the intent to evaluate and reassess evidence and rec-
ommendations as new evidence became available. 
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In 2022, the CDC updated the guidelines, based 
on systematic reviews of new evidence [40]. In the 
update, the CDC acknowledged that policies stem-
ming from their 2016 guidance could be harmful 
to patients [40].

It can be difficult to balance the benefits and harms 
of prescription opioids. This is exacerbated by inad-
equate education and by opioid prescribing guide-
lines based on expert opinion instead of scientific 
evidence. This has resulted in wide variation in 
clinical practice, inconsistent prescriber guidance, 
and clinician confusion [48]. For instance, the 
2016 CDC and other opioid guidelines stated that 
opioids should be considered only after non-opioid 
therapy fails. However, when pain is severe and 
patients require powerful analgesic control, there 
is little choice because no other pain medications 
are as effective as opioids with lower addiction risk 
[49]. The first recommendation in the 2022 CDC 
guidelines states that physicians should “only con-
sider opioid therapy for acute pain if benefits are 
anticipated to outweigh risks to the patient. Before 
prescribing opioid therapy for acute pain, clinicians 
should discuss with patients the realistic benefits 
and known risks of opioid therapy” [40]. They no 
longer suggest switching only after failure of non-
opioid therapy [40].

However, many guidelines do share common rec-
ommendations. These represent the current “con-
ventional wisdom” in opioid analgesic prescribing 
and can inform healthcare professionals of the best 
clinical practices in opioid prescribing that include 
approaches to the assessment of pain and function 
and pain management modalities. Pharmacologic 
and nonpharmacologic approaches should be used 
on the basis of current evidence or best clinical 
practice. Patients with moderate-to-severe chronic 
pain without adequate pain relief from non-opioid 
or nonpharmacologic therapy should be considered 
for a trial of opioid therapy [40; 50]. Initial treatment 
should always be considered individually determined 
and as a trial of therapy, not a definitive course of 
treatment [40; 51].

The Centers for Disease Control and 
Prevention recommends that clinicians 
should maximize use of nonpharmacologic 
and nonopioid pharmacologic therapies as 
appropriate for the specific condition and 
patient and only consider initiating opioid 

therapy if expected benefits for pain and function are 
anticipated to outweigh risks to the patient.

(https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.
htm. Last accessed July 24, 2026.)

Level of Evidence: Expert Opinion/Consensus 
Statement

ACUTE PAIN

Long-term opioid use often begins with treatment 
of acute pain. In many instances, such as low back 
pain, neck pain, and other pain related to other mus-
culoskeletal injuries (e.g., sprains, strains, tendonitis, 
and bursitis), opioids do not provide a greater ben-
efit than NSAIDs and are associated with the most 
harms [40]. When opioids are used for acute pain, 
clinicians should prescribe the lowest effective dose 
of immediate-release opioids in a quantity no greater 
than that needed for the expected duration of severe 
pain. In most cases, a few days or less will be suf-
ficient; more than seven days will rarely be needed 
[40]. Florida law dictates that, for the treatment of 
acute pain, a prescription for an opioid drug may 
not exceed a three-day supply; an exception may be 
made for a seven-day supply if [52]: 

•	 The prescriber, in his or her professional 
judgment, believes that more than a three-
day supply of such an opioid is medically 
necessary to treat the patient’s pain as an 
acute medical condition.

•	 The prescriber indicates “ACUTE PAIN 
EXCEPTION” on the prescription. (For the 
treatment of pain other than acute pain, a 
practitioner must indicate “NONACUTE 
PAIN” on a prescription.)
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•	 The prescriber adequately documents in the 
patient’s medical records the acute medical 
condition and lack of alternative treatment 
options that justify deviation from the three-
day supply limit.

With postoperative, acute, or intermittent pain, 
analgesia often requires frequent titration, and the 
two- to four-hour analgesic duration with short-
acting hydrocodone, morphine, and oxycodone is 
more effective than extended-release formulations. 
Short-acting opioids are also recommended in 
patients who are medically unstable or with highly 
variable pain intensity [53; 54; 55].

As part of House Bill 21, passed in 2018, the Florida 
Board of Medicine and the Board of Osteopathic 
Medicine are required to establish guidelines for 
prescribing controlled substances for acute pain [52]. 
In 2019, the Florida Board of Medicine approved 
and published Rule No. 64B8-9.013, Standards for the 
Prescribing of Controlled Substances for the Treatment of 
Acute Pain to satisfy this requirement [56].

PATIENT EVALUATION AND  
ASSESSMENT OF ADDICTION RISK

Information obtained by patient history, physical 
examination, and interview, from family members, 
a spouse, or state prescription drug monitoring 
program (PDMP), and from the use of screening 
and assessment tools have been used to help the 
clinician stratify the patient according to level of 
risk for developing problematic opioid behavioral 
responses (Table 1). Low-risk patients receive the 
standard level of monitoring, vigilance, and care. 
Moderate-risk patients are considered for an addi-
tional level of monitoring and provider contact, 
and high-risk patients are likely to require intensive 
and structured monitoring and follow-up contact, 
additional consultation with psychiatric and addic-
tion medicine specialists, and limited supplies of 
short-acting opioid formulations [57]. The 2022 
CDC guidelines state that screening or risk assess-
ment tools demonstrate limited and variable accu-
racy for classification of patients as at low or high 
risk for opioid use disorder or misuse. If these tools 
are used, they should be supplemented with other 
assessments, such as discussions with patients, fam-
ily, and caregivers; clinical records; PDMP data; and 
toxicology screening data. Clinicians should always 

RISK STRATIFICATION FOR PATIENTS PRESCRIBED OPIOIDS

Low Risk

No past or current personal history of alcohol/substance use disorder (AUD/SUD)
No or minimal co-occurring psychiatric disorders
No family history of alcoholism or substance abuse

Medium Risk

Past history of AUD or SUD
Moderate concomitant psychiatric disorders
Family history of alcoholism or substance abuse/addiction
Patient history of physical, emotional or sexual abuse, especially in childhood

High Risk

Patient actively addicted to or abusing opioids, illicit drugs or alcohol
Untreated or poorly controlled major psychiatric disorder
History of diversion, prescription forgery, selling their prescription drugs

Source: [58; 59; 60]	 Table 1
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use caution when considering or prescribing opioids 
and should not overestimate the ability of available 
risk stratification tools to rule out risks of long-term 
opioid therapy [40].	

Anxiety disorders, major depressive disorder, and 
intense emotional distress alter pain perception and 
response. Intensity and perception of reported pain 
is also influenced by factors such as mood, cultural 
background, social supports, and financial resources. 
A biopsychosocial model is required to inform pain 
assessment in order to address the biologic basis of 
pain and presence of social and psychologic con-
tributors [49].

Before deciding to prescribe an opioid analgesic, 
clinicians should perform and document a detailed 
patient assessment that includes [1]: 

•	 Medical history and physical examination 
targeted to the condition causing pain 

•	 Co-existing disease(s) or condition(s), 
particularly those which could complicate 
treatment (e.g., obesity, renal disease, sleep 
apnea, COPD)

•	 Description of the nature and intensity of 
the pain and the effect of pain on physical 
and psychological functioning 

•	 Medical indication(s) for use of opioids 

•	 Current and past treatments, including 
interventional treatments, with response  
to each treatment 

•	 Current medications (prescription, over- 
the-counter drugs, and natural remedies)

•	 Tests of urine, blood, or other types of 
biological samples, and diagnostic markers

•	 Review of state PDMP results

•	 Personal and family history of substance  
use disorder 

•	 History of behavioral health disorders

Depression is perhaps the single most important 
comorbidity in patients with chronic pain and is 
vastly underdiagnosed and untreated. Patients with 
unrecognized and untreated depression are less likely 
to respond to opioids and other pain therapies, but 
successful treatment of depression can promote 
analgesia [61].

If substance abuse is active, in remission, or in 
the patient’s history, consult an addiction special-
ist before starting opioids [1]. In active substance 
abuse, do not prescribe opioids until the patient is 
engaged in treatment/recovery program or other 
arrangement made, such as addiction professional 
co-management and additional monitoring. When 
considering an opioid analgesic (particularly those 
that are extended-release or long-acting), one must 
always weigh the benefits against the risks of over-
dose, abuse, addiction, physical dependence and 
tolerance, adverse drug interactions, and accidental 
exposure by children [40; 62].

Screening and assessment tools can help guide 
patient stratification according to risk level and 
inform the appropriate degree of structure and 
monitoring in the treatment plan. It should be noted 
that despite widespread endorsement of screening 
tool use to help determine patient risk level, most 
tools have not been extensively evaluated, validated, 
or compared to each other, and evidence of their 
reliability is poor [63].

Opioid Risk Tool (ORT)

The Opioid Risk Tool (ORT) is a five-item assess-
ment to help predict aberrant drug-related behavior. 
The ORT is also used to establish patient risk level 
through categorization into low, medium, or high 
levels of risk for aberrant drug-related behaviors 
based on responses to questions of previous alcohol/
drug abuse, psychologic disorders, and other risk 
factors [64; 65].

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

The Screener and Opioid Assessment for Patients 
with Pain-Revised (SOAPP-R) is a patient-admin-
istered, 24-item screen with questions addressing 
history of alcohol/substance use, psychologic 
status, mood, cravings, and stress. Like the ORT, 
the SOAPP-R helps assess risk level of aberrant 
drug-related behaviors and the appropriate extent 
of monitoring [66; 67].
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CAGE and CAGE-AID

The original CAGE (Cut down, Annoyed, Guilty, 
and Eye-opener) Questionnaire consisted of four 
questions designed to help clinicians determine the 
likelihood that a patient was misusing or abusing 
alcohol. These same four questions were modified 
to create the CAGE-AID (adapted to include drugs), 
revised to assess the likelihood of current substance 
abuse [68; 69].

Diagnosis, Intractability,  
Risk, and Efficacy (DIRE) Tool

The Diagnosis, Intractability, Risk, and Efficacy 
(DIRE) risk assessment tool is a clinician-rated ques-
tionnaire that is used to predict patient compliance 
with long-term opioid therapy [70; 71]. Patients 
scoring lower on the DIRE tool are poor candidates 
for long-term opioid analgesia.

CREATING A TREATMENT PLAN

Opioid therapy should be presented as a trial for a 
pre-defined period (e.g., ≤30 days). The goals of treat-
ment should be established with all patients prior 
to the initiation of opioid therapy, including reason-
able improvements in pain, function, depression, 
anxiety, and avoidance of unnecessary or excessive 
medication use [1; 40]. The treatment plan should 
describe therapy selection, measures of progress, and 
other diagnostic evaluations, consultations, referrals, 
and therapies. All patients prescribed an opioid for 
pain related to a traumatic injury (severity score ≥9) 
should be concurrently prescribed an antagonist 
(e.g., naloxone) [40; 52]. Florida law requires concur-
rent prescription of an emergency opioid antagonist 
if an opioid is prescribed for the treatment of pain 
related to a traumatic injury with an Injury Severity 
Score of 9 or greater [116]. 

In opioid-naïve patients, start at the lowest possible 
dose and titrate to effect. Dosages for opioid-tolerant 
patients should always be individualized and titrated 
by efficacy and tolerability [1]. The need for fre-
quent progress and benefit/risk assessments during 
the trial should be included in patient education. 
Patients should also have full knowledge of the warn-
ing signs and symptoms of respiratory depression.

Prescribers should be knowledgeable of federal and 
state opioid prescribing regulations. Issues of equi-
analgesic dosing, close patient monitoring during all 
dose changes, and incomplete cross-tolerance with 
opioid conversion should be considered. If neces-
sary, treatment may be augmented, with preference 
for non-opioid and immediate-release opioids over 
long-acting/extended-release opioids. Taper opioid 
dose when no longer needed [62].

Non-Opioid Pain Management Options

Nonpharmacologic Approaches
Several nonpharmacologic approaches are thera-
peutic complements to pain-relieving medication, 
lessening the need for higher doses and perhaps 
minimizing side effects. These interventions can 
help decrease pain or distress that may be contrib-
uting to the pain sensation. Approaches include 
palliative radiotherapy, complementary/alternative 
methods, manipulative and body-based methods, 
and cognitive/behavioral techniques. The choice of 
a specific nonpharmacologic intervention is based 
on the patient’s preference, which, in turn, is usually 
based on a successful experience in the past.

Methods to provide distraction from pain come in 
a wide variety, including reciting poetry, meditating 
with a calm phrase, watching television or movies, 
playing cards, visiting with friends, or participating 
in crafts. Music therapy and art therapy are also 
becoming more widely used as nonpharmacologic 
options for pain management.

Non-Opioid Analgesics
Non-opioid analgesics, such as aspirin, acetamino-
phen (Tylenol), and nonsteroidal anti-inflammatory 
drugs (NSAIDs), are primarily used for mild pain 
and may also be helpful as coanalgesics for moder-
ate and severe pain. Acetaminophen is among the 
safest of analgesic agents, but it has essentially no 
anti-inflammatory effect. Toxicity is a concern at high 
doses, and the maximum recommended dose is 3–4 
g per day [73]. Acetaminophen should be avoided 
or given at lower doses in people with a history of 
alcohol abuse or renal or hepatic insufficiency [73].
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NSAIDs are most effective for pain associated with 
inflammation. Among the commonly used NSAIDs 
are ibuprofen (Motrin, Advil), naproxen (Aleve, 
Naprosyn), and indomethacin (Indocin). There are 
several classes of NSAIDs, and the response differs 
among patients; trials of drugs for an individual 
patient may be necessary to determine which drug is 
most effective [74]. NSAIDs inhibit platelet aggrega-
tion, increasing the risk of bleeding, and also can 
damage the mucosal lining of the stomach, leading 
to gastrointestinal bleeding. There is a ceiling effect 
to the non-opioid analgesics; that is, there is a dose 
beyond which there is no further analgesic effect. 
In addition, many side effects of non-opioids can be 
severe and may limit their use or dosing.

Informed Consent and Treatment Agreements

The initial opioid prescription is preceded by a writ-
ten informed consent or “treatment agreement” [1]. 
This agreement should address potential side effects, 
tolerance and/or physical dependence, drug interac-
tions, motor skill impairment, limited evidence of 
long-term benefit, misuse, dependence, addiction, 
and overdose. Informed consent documents should 
include information regarding the risk/benefit pro-
file for the drug(s) being prescribed. The prescribing 
policies should be clearly delineated, including the 
number/frequency of refills, early refills, and proce-
dures for lost or stolen medications [1].

The treatment agreement also outlines joint physi-
cian and patient responsibilities. The patient agrees 
to using medications safely, to obtain opioids from 
only one clinician or practice (when possible), hav-
ing prescriptions filled at only one pharmacy (when 
possible), and consenting to routine urine drug test-
ing (when clinically appropriate). The prescriber’s 
responsibility is to address unforeseen problems 
and prescribe scheduled refills. Reasons for opioid 
therapy change or discontinuation should be listed. 
Agreements can also include sections related to 
follow-up visits, monitoring, and safe storage and 
disposal of unused drugs.

PERIODIC REVIEW AND MONITORING

When implementing a chronic pain treatment plan 
that involves the use of opioids, the patient should 
be frequently reassessed for changes in pain origin, 
health, and function [1]. This can include input 
from family members or other close contacts and/
or the state PDMP. During the initiation phase and 
during any changes to the dosage or agent used, 
patient contact should be increased. At every visit, 
chronic opioid response may be monitored accord-
ing to the “5 A’s” [75]: 

•	 Analgesia

•	 Activities of daily living

•	 Adverse or side effects

•	 Aberrant drug-related behaviors

•	 Affect (i.e., patient mood)

Signs and symptoms that, if present, may suggest a 
problematic response to the opioid and interference 
with the goal of functional improvement include 
[76]: 

•	 Excessive sleeping or days and nights turned 
around

•	 Diminished appetite

•	 Short attention span or inability to 
concentrate

•	 Mood volatility, especially irritability

•	 Lack of involvement with others

•	 Impaired functioning due to drug effects

•	 Use of the opioid to regress instead of 
re-engaging in life

•	 Lack of attention to hygiene and appearance

The decision to continue, change, or terminate 
opioid therapy is based on progress toward treat-
ment objectives and absence of concerning adverse 
effects and risks of overdose or diversion [1]. Sat-
isfactory therapy is indicated by improvements in 
pain, function, and quality of life. It is important 
to remember that for some patients with severe 
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chronic pain, improved function may take longer 
than pain control. Either pain or function (not both) 
will improve. In some cases, preventing worsening 
pain/functional impairment is the best achievable 
outcome. Brief assessment tools to assess pain and 
function may be useful, as may urine drug tests 
(UDTs). Treatment plans may include periodic pill 
counts to confirm adherence and minimize diver-
sion.

Involvement of Family

Family members or the partner of the patient can 
provide the clinician with valuable information that 
better informs decision making regarding continu-
ing opioid therapy [1]. Family members can observe 
whether a patient is losing control of his or her 
life or becoming less functional or more depressed 
during the course of opioid therapy. They can also 
provide input regarding positive or negative changes 
in patient function, attitude, and level of comfort 
[1]. The following questions can be asked of family 
members or a spouse to help clarify whether the 
patient’s response to opioid therapy is favorable or 
unfavorable [76]: 

•	 Is the person’s day centered around taking 
the opioid medication? Response can help 
clarify long-term risks and benefits of the 
medication and identify other treatment 
options.

•	 Does the person take pain medication only 
on occasion, perhaps three or four times  
per week? If yes, the likelihood of addiction 
is low.

•	 Have there been any other substance 
(alcohol or drug) abuse problems in the 
person’s life? An affirmative response 
should be taken into consideration when 
prescribing.

•	 Does the person in pain spend most 
of the day resting, avoiding activity, or 
feeling depressed? If so, this suggests the 
pain medication is failing to promote 
rehabilitation. Daily activity is essential, 
and the patient may be considered for 
enrollment in a graduated exercise program

•	 Is the person in pain able to function (e.g., 
work, do household chores, play) with pain 
medication in a way that is clearly better 
than without? If yes, this suggests the pain 
medication is contributing to wellness.

Assessment Tools

VIGIL
VIGIL is the acronym for a five-step risk manage-
ment strategy designed to empower clinicians to 
appropriately prescribe opioids for pain by reduc-
ing regulatory concerns and to give pharmacists a 
framework for resolving ambiguous opioid analgesic 
prescriptions in a manner that preserves legitimate 
patient need while potentially deterring diverters. 
The components of VIGIL are: 

•	 Verification: Is this a responsible opioid 
user?

•	 Identification: Is the identity of this  
patient verifiable?

•	 Generalization: Do we agree on mutual 
responsibilities and expectations?

•	 Interpretation: Do I feel comfortable 
allowing this person to have controlled 
substances?

•	 Legalization: Am I acting legally and 
responsibly?

The foundation of VIGIL is a collaborative physi-
cian/pharmacist relationship [77; 78].



#91153 Strategies for Appropriate Opioid Prescribing: The Florida APRN/PA Requirement _______________

14	 NetCE • July 25, 2026	 www.NetCE.com 

Current Opioid Misuse Measure (COMM)

The Current Opioid Misuse Measure (COMM) is 
a 17-item patient self-report assessment designed to 
help clinicians identify misuse or abuse in patients 
with chronic pain. Unlike the ORT and the SOAPP-
R, the COMM identifies aberrant behaviors associ-
ated with opioid misuse in patients already receiving 
long-term opioid therapy [57]. Sample questions 
include: In the past 30 days, how often have you had 
to take more of your medication than prescribed? In 
the past 30 days, how much of your time was spent 
thinking about opioid medications (e.g., having 
enough, taking them, dosing schedule)?

Pain Assessment and  
Documentation Tool (PADT)

Guidelines by the Federation of State Medical 
Boards (FSMB) and the Joint Commission stress the 
importance of documentation from both a health-
care quality and medicolegal perspective. Research 
has found widespread deficits in chart notes and 
progress documentation for patients with chronic 
pain who are receiving opioid therapy, and the Pain 
Assessment and Documentation Tool (PADT) was 
designed to address these shortcomings [79]. The 
PADT is a clinician-directed interview, with most 
sections (e.g., analgesia, activities of daily living, 
adverse events) consisting of questions asked of the 
patient [80]. However, the potential aberrant drug-
related behavior section must be completed by the 
physician based on his or her observations of the 
patient.

Urine Drug Tests

UDTs may be used to monitor adherence to the 
prescribed treatment plan and to detect unsanc-
tioned drug use. They should be used more often 
in patients receiving addiction therapy, but clinical 
judgment is the ultimate guide to testing frequency 
(Table 2) [81]. The CDC recommends clinicians 
should use UDT before starting opioid therapy 
and consider UDT at least annually to assess for 
prescribed medications as well as other controlled 
prescription drugs and illicit drugs [40]. UDT is not 
used in a punitive manner (i.e., to dismiss patients), 
and patients should be informed that this will not 
occur. UDT is only used to inform and improve 
patient care.

Initially, testing involves the use of class-specific 
immunoassay drug panels [1]. If necessary, this may 
be followed with gas chromatography/mass spec-
trometry for specific drug or metabolite detection. It 
is important that testing identifies the specific drug 
rather than the drug class, and the prescribed opioid 
should be included in the screen. Any abnormalities 
should be confirmed with a laboratory toxicologist 
or clinical pathologist. Immunoassay may be used 
point-of-care for “on-the-spot” therapy changes, 
but the high error rate prevents its use in major 
clinical decisions except with liquid chromatography 
coupled to tandem mass spectrometry confirmation.

PATIENT RISK LEVEL AND FREQUENCY OF MONITORING

Monitoring Tool Patient Risk Level

Low Medium High

Urine drug test Every 1 to 2 years Every 6 to 12 months Every 3 to 6 months

State prescription drug 
monitoring program

Twice per year 3 times per year 4 times per year

Source: [81]	 Table 2
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Urine test results suggesting opioid misuse should 
be discussed with the patient using a positive, sup-
portive approach. The test results and the patient 
discussion should be documented.

CONSULTATION AND REFERRAL

It is important to seek consultation or patient 
referral when input or care from a pain, psychiatry, 
addiction, or mental health specialist is necessary. 
Clinicians who prescribe opioids should become 
familiar with opioid addiction treatment options 
(including licensed opioid treatment programs for 
methadone and office-based opioid treatment for 
buprenorphine) if referral is needed [1].

Ideally, providers should be able to refer patients 
with active substance abuse who require pain treat-
ment to an addiction professional or specialized pro-
gram. In reality, these specialized resources are scarce 
or non-existent in many areas [1]. Therefore, each 
provider will need to decide whether the risks of 
continuing opioid treatment while a patient is using 
illicit drugs outweigh the benefits to the patient in 
terms of pain control and improved function [82].

MEDICAL RECORDS

As noted, documentation is a necessary aspect of 
all patient care, but it is of particular importance 
when opioid prescribing is involved. All clinicians 
should maintain accurate, complete, and up-to-date 
medical records, including all written or telephoned 
prescription orders for opioid analgesics and other 
controlled substances, all written instructions to the 
patient for medication use, and the name, telephone 
number, and address of the patient’s pharmacy [1]. 
Good medical records demonstrate that a service 
was provided to the patient and that the service 
was medically necessary. Regardless of the treat-
ment outcome, thorough medical records protect 
the prescriber.

PATIENT EDUCATION ON THE  
USE AND DISPOSAL OF OPIOIDS

Patients and caregivers should be counseled regard-
ing the safe use and disposal of opioids. As part 
of its mandatory Risk Evaluation and Mitigation 
Strategy (REMS) for extended-release/long-acting 
opioids, the FDA has developed a patient counseling 
document with information on the patient’s specific 
medications, instructions for emergency situations 
and incomplete pain control, and warnings not to 
share medications or take them unprescribed [62]. A 
copy of this form may be accessed online at https://
www.fda.gov/media/79776/download.

When prescribing opioids, clinicians should provide 
patients with the following information [62]: 

•	 Product-specific information

•	 Taking the opioid as prescribed

•	 Importance of dosing regimen adherence, 
managing missed doses, and prescriber 
contact if pain is not controlled

•	 Warning and rationale to never break or 
chew/crush tablets or cut or tear patches 
prior to use

•	 Warning and rationale to avoid other  
central nervous system depressants, such  
as sedative-hypnotics, anxiolytics, alcohol,  
or illicit drugs

•	 Warning not to abruptly halt or reduce the 
opioid without physician oversight of safe 
tapering when discontinuing

•	 The potential of serious side effects or death

•	 Risk factors, signs, and symptoms of 
overdose and opioid-induced respiratory 
depression, gastrointestinal obstruction,  
and allergic reactions

•	 The risks of falls, using heavy machinery, 
and driving

•	 Warning and rationale to never share an 
opioid analgesic
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•	 Rationale for secure opioid storage

•	 Warning to protect opioids from theft

•	 Instructions for disposal of unneeded 
opioids, based on product-specific  
disposal information

There are no universal recommendations for the 
proper disposal of unused opioids, and patients 
are rarely advised of what to do with unused or 
expired medications [83]. According to the Office 
of National Drug Control Policy, most medications 
that are no longer necessary or have expired should 
be removed from their containers, mixed with 
undesirable substances (e.g., cat litter, used coffee 
grounds), and put into an impermeable, nonde-
script container (e.g., disposable container with a 
lid or a sealed bag) before throwing in the trash 
[84]. Any personal information should be obscured 
or destroyed. The FDA recommends that certain 
medications, including oxycodone/acetaminophen 
(Percocet), oxycodone (OxyContin tablets), and 
transdermal fentanyl (Duragesic Transdermal Sys-
tem), be flushed down the toilet instead of thrown 
in the trash [85]. Patients should be advised to flush 
prescription drugs down the toilet only if the label 
or accompanying patient information specifically 
instructs doing so and no other disposal method is 
appropriate [85].

The American Society of Health-System Pharmacists 
has established best practices to avoid diversion of 
unused drugs and educate patients regarding drug 
disposal [83; 115]: 

•	 Consider writing prescriptions in smaller 
amounts.

•	 Educate patients about safe storing and 
disposal practices.

•	 Give drug-specific information to patients 
about the temperature at which they should 
store their medications. Generally, the 
bathroom is not the best storage place. It 
is damp and moist, potentially resulting 
in potency decrements, and accessible to 
many people, including children and teens, 
resulting in potential theft or safety issues.

•	 Refer patients to pharmacies or 
community “take back” services overseen 
by law enforcement that collect controlled 
substances, seal them in plastic bags, and 
store them in a secure location until they 
can be incinerated. 

•	 The FDA recommends that patients type 
“drug disposal” or “medication disposal” 
into Google maps to check their local 
area for take back options, which typically 
returns results for all pharmacies in the area. 
Returning unused portions to a pharmacy 
is typically the easiest way for individuals to 
dispose of unused medications. To find a 
nearby pharmacy, they can also visit https://
apps.deadiversion.usdoj.gov/pubdispsearch/
spring/main?execution=e1s1.

DISCONTINUING OPIOID THERAPY

The decision to continue or end opioid prescribing 
should be based on a physician-patient discussion of 
the anticipated benefits and risks. An opioid should 
be considered for discontinuation with resolution 
of the pain condition, intolerable side effects, inad-
equate analgesia, lack of improvement in quality of 
life despite dose titration, deteriorating function, or 
significant aberrant medication use [1; 40].

Clinicians should provide physically dependent 
patients with a safely structured tapering protocol. 
Withdrawal is managed by the prescribing physician 
or referral to an addiction specialist. Patients should 
be reassured that opioid discontinuation is not the 
end of treatment; continuation of pain management 
will be undertaken with other modalities through 
direct care or referral.
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As a side note, cannabis use by patients with chronic 
pain receiving opioid therapy has traditionally been 
viewed as a treatment agreement violation that is 
grounds for termination of opioid therapy. However, 
some now argue against cannabis use as a rationale 
for termination or substantial treatment and moni-
toring changes, especially considering the increasing 
legalization of medical use at the state level [82]. 
Cannabis use for chronic pain in patients receiving 
opioid therapy continues to receive increased inter-
est and support; however, experts caution that more 
evidence of improved patient outcomes is needed 
[86; 87; 88].

CONSIDERATIONS FOR NON- 
ENGLISH-PROFICIENT PATIENTS

For patients who are not proficient in English, it is 
important that information regarding the risks asso-
ciated with the use of opioids and available resources 
be provided in their native language, if possible. 
When there is an obvious disconnect in the com-
munication process between the practitioner and 
patient due to the patient’s lack of proficiency in the 
English language, an interpreter is required. Inter-
preters can be a valuable resource to help bridge the 
communication and cultural gap between patients 
and practitioners. Interpreters are more than pas-
sive agents who translate and transmit information 
back and forth from party to party. When they are 
enlisted and treated as part of the interdisciplinary 
clinical team, they serve as cultural brokers who ulti-
mately enhance the clinical encounter. In any case in 
which information regarding treatment options and 
medication/treatment measures are being provided, 
the use of an interpreter should be considered. Print 
materials are also available in many languages, and 
these should be offered whenever necessary.

CRISIS INTERVENTION: 
MANAGEMENT OF OVERDOSE

Individuals who have first contact with persons 
suspected of experiencing an opioid-related overdose 
are in the position to intervene to prevent the poten-
tially devastating consequences. In these cases, care 
begins with crisis intervention directed at immediate 
survival by reversing the potentially lethal effects of 
overdose with an opioid antagonist.

Opioid antagonists have obvious therapeutic value 
in the treatment of opioid overdose. A 2012 study 
found that wider distribution of naloxone and 
training in its administration might have prevented 
numerous deaths from opioid overdoses in the 
United States [89]. The first community-based opi-
oid overdose prevention program began distributing 
naloxone in 1996, and between 1996 and 2010, 
more than 10,000 overdoses were reversed [89]. 

In Florida, licensed healthcare providers may pre-
scribe and pharmacists may dispense opioid antago-
nists (even as a standing order) for at-risk individuals, 
these individuals’ relatives or other caregivers, and 
emergency responders to be used in their course of 
duties [90]. Emergency responders include (but are 
not limited to) law enforcement officers, paramedics, 
and emergency medical technicians [90]. As noted, 
there is a statewide standing order for naloxone for 
all emergency responders in Florida [33].

OPIOID ANTAGONISTS

Relatively minor changes in the structure of an 
opioid can convert an agonist drug into one with 
antagonistic actions at one or more opioid recep-
tor types. Opioid antagonists include naloxone, 
naltrexone, and nalmefene. Interestingly, naloxone 
also appears to block the analgesic effects of placebo 
medications and acupuncture. These agents have no 
abuse potential [91].
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In response to acute overdose, the short-acting 
opioid antagonist naloxone is considered the gold 
standard, and it remains the most widely used opioid 
antagonist for the reversal of overdose and opioid-
related respiratory depression. It acts by competing 
with opioids at receptor sites in the brain stem, 
reversing desensitization to carbon dioxide, and 
reversing or preventing respiratory failure and coma. 
There is no evidence that subcutaneous or intramus-
cular use is inferior to intravenous naloxone. This 
has prompted some states to pass laws allowing opi-
oid antagonists to be available to the general public 
for administration outside the healthcare setting to 
treat acute opioid overdose [92].

When used for opioid overdose, a dose of 0.4–2 mg 
of naloxone is administered intravenously, intra-
muscularly, or subcutaneously [93]. If necessary, the 
dose may be repeated every two to three minutes for 
full reversal. For ease of use, naloxone is also avail-
able in a 10-mg pre-filled auto-injection device. An 
intranasal formulation is also available in doses of 2 
mg, 4 mg, or 8 mg [93]. It is important that standard 
Advanced Cardiac Life Support (ACLS) protocols 
be continued while naloxone is being administered 
and that medical treatment (at a healthcare facility) 
be given immediately.

COMPLIANCE WITH  
STATE AND FEDERAL LAWS

In response to the rising incidence in prescription 
opioid abuse, addiction, diversion, and overdose in 
the late 1990s and 2000s, the FDA has mandated 
opioid-specific REMS to reduce the potential nega-
tive patient and societal effects of prescribed opioids. 
Other elements of opioid risk mitigation include 
FDA partnering with other governmental agencies, 
state professional licensing boards, and societies of 
healthcare professionals to help improve prescriber 
knowledge of appropriate and safe opioid prescrib-
ing and safe home storage and disposal of unused 
medication [76].

Several regulations and programs at the state level 
have been enacted in an effort to reduce prescription 
opioid abuse, diversion, and overdose, including 
[94]: 

•	 Physical examination required prior  
to prescribing

•	 Tamper-resistant prescription forms

•	 Pain clinic regulatory oversight

•	 Prescription limits

•	 Prohibition from obtaining controlled 
substance prescriptions from multiple 
providers

•	 Patient identification required before 
dispensing

•	 Immunity from prosecution or mitigation  
at sentencing for individuals seeking 
assistance during an overdose

CONTROLLED SUBSTANCES LAWS/RULES

The DEA is responsible for formulating federal 
standards for the handling of controlled substances. 
In 2011, the DEA began requiring every state to 
implement electronic databases that track prescrib-
ing habits, referred to as PDMPs. Specific policies 
regarding controlled substances are administered at 
the state level.

According to the DEA, drugs, substances, and cer-
tain chemicals used to make drugs are classified into 
five distinct categories or schedules depending upon 
the drug’s acceptable medical use and the drug’s 
abuse or dependency potential [95]. The abuse rate 
is a determinate factor in the scheduling of the drug; 
for example, Schedule I drugs are considered the 
most dangerous class of drugs with a high potential 
for abuse and potentially severe psychologic and/or 
physical dependence.



______________  #91153 Strategies for Appropriate Opioid Prescribing: The Florida APRN/PA Requirement

NetCE • Sacramento, California		  19

In Florida, the prescribing, dispensing, and con-
sumption of certain controlled substances are gov-
erned by Chapter 893 of the Florida Statutes [96]. 
This law establishes the standards for controlled 
substance prescribing, including reporting system 
requirements, for prescribers and pharmacists in 
Florida. As of 2022, the Florida schedule of con-
trolled substances aligns with the DEA schedule 
[97].

THE ELECTRONIC FLORIDA ONLINE 
REPORTING OF CONTROLLED 
SUBSTANCES EVALUATION PROGRAM

Emerging trends and patterns of prescription opioid 
abuse, addiction, and overdose are monitored by sev-
eral industry and government agencies through data 
collection from a variety of sources. These include 
health insurance claims; the Automation of Reports 
and Consolidated Orders System, a DEA-run pro-
gram that monitors the flow of controlled substances 
from manufacturing through distribution to retail 
sale or dispensing; the Treatment Episode Data Set, 
which monitors treatment admissions; the National 
Center for Health Statistics state mortality data; and 
the Researched Abuse, Diversion, and Addiction-
Related Surveillance System, which monitors pre-
scription drug abuse, misuse, and diversion [98; 
99; 100; 101].

Almost all states, including Florida, have enacted 
PDMPs to facilitate the collection, analysis, and 
reporting of information on controlled substances 
prescribing and dispensing [1]. All prescribers must 
consult the Electronic Florida Online Reporting of 
Controlled Substances Evaluation (E-FORCSE) to 
review a patient’s controlled substance dispensing 
history before prescribing or dispensing a controlled 
substance to a patient 16 years of age or older [39; 
102]. This is mandated even for existing patients and 
should be done each time a controlled substance is 
prescribed or dispensed [39]. If the system is nonop-
erational or cannot be accessed due to a temporary 
technologic or electrical failure, the prescription may 
be issued (with documentation of the exception) for 
up to a maximum three-day supply.

All clinicians who prescribe or dispense controlled 
substances are required to report the action to 
E-FORCSE as soon as possible, but no later than 
the close of the next business day [39]. This should 
be repeated each time the substance is dispensed. 
This reporting requirement is waived in certain 
circumstances, including for [103]: 

•	 The dispensing of a controlled substance  
in the healthcare system of the Department 
of Corrections

•	 The dispensing of a controlled substance  
to a person younger than 16 years of age

•	 All acts of administration of a controlled 
substance

IDENTIFICATION OF DRUG 
DIVERSION/SEEKING BEHAVIORS

Research has more closely defined the location of 
prescribed opioid diversion into illicit use in the 
supply chain from the manufacturer to the dis-
tributor, retailer, and the end user (the patient with 
pain). This information carries with it substantial 
public policy and regulatory implications. The 2020 
National Survey on Drug Use and Health asked 9.3 
million non-medical users of prescription opioids 
how they obtained their most recently used drugs 
[104]. Among persons 12 years of age or older, 
47.2% obtained their prescription opioids from a 
friend or relative. Of this, 34.4% got the prescrip-
tion opioids from a friend or relative for free, 9.2% 
bought them from a friend or relative, and 3.7% 
took them from a friend or relative without asking. 
Another 42.0% got their opioids through a prescrip-
tion from one doctor (vs. 35.4% in 2016) [104]. Less 
frequent sources included a drug dealer or other 
stranger (6.2%); multiple doctors (1.0%); theft from 
a doctor’s office, clinic, hospital, or pharmacy (0.6%) 
(vs. 0.7% in 2016); and some other way (3.1%) [104].
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As discussed, UDTs can give insight into patients 
who are misusing opioids. A random sample of 
UDT results from 800 patients with pain treated 
at a Veterans Affairs facility found that 25.2% were 
negative for the prescribed opioid while 19.5% were 
positive for an illicit drug/unreported opioid [105]. 
Negative UDT results for the prescribed opioid do 
not necessarily indicate diversion but may indicate 
the patient halted his/her use due to side effects, 
lack of efficacy, or pain remission. The concern arises 
over the increasingly stringent climate surrounding 
clinical decision-making regarding aberrant UDT 
results and that a negative result for the prescribed 
opioid or a positive UDT may serve as the pretense 
to terminate a patient rather than guide him/her 
into addiction treatment or an alternative pain 
management program [106]. 

In addition to aberrant urine screens, there are 
certain behaviors that are suggestive of an emerging 
opioid use disorder. The most suggestive behaviors 
are [82; 107; 108]: 

•	 Selling medications

•	 Prescription forgery or alteration

•	 Injecting medications meant for oral use

•	 Obtaining medications from nonmedical 
sources

•	 Resisting medication change despite 
worsening function or significant negative 
effects

•	 Loss of control over alcohol use

•	 Using illegal drugs or non-prescribed 
controlled substances

•	 Recurrent episodes of:

	‒ Prescription loss or theft

	‒ Obtaining opioids from other providers 
in violation of a treatment agreement

	‒ Unsanctioned dose escalation

	‒ Running out of medication and 
requesting early refills

Behaviors with less association with opioid misuse 
include [82; 107; 108]: 

•	 Aggressive demands for more drug

•	 Asking for specific medications

•	 Stockpiling medications during times when 
pain is less severe

•	 Using pain medications to treat other 
symptoms

•	 Reluctance to decrease opioid dosing once 
stable

•	 In the earlier stages of treatment:

	‒ Increasing medication dosing without 
provider permission

	‒ Obtaining prescriptions from sources 
other than the pain provider

	‒ Sharing or borrowing similar 
medications from friends/family

INTERVENTIONS FOR SUSPECTED 
OR KNOWN DRUG DIVERSION

There are a number of actions that prescribers and 
dispensers can take to prevent or intervene in cases 
of drug diversion. These actions can be generally 
categorized based on the various mechanisms of 
drug diversion.

Prevention is the best approach to addressing drug 
diversion. As noted, the most common source of 
nonmedical use of prescribed opioids is from a 
family member or friend, through sharing, buying, 
or stealing. To avoid drug sharing among patients, 
healthcare professionals should educate patients 
on the dangers of sharing opioids and stress that 
“doing prescription drugs” is the same as “using 
street drugs” [83]. In addition, patients should be 
aware of the many options available to treat chronic 
pain aside from opioids. As stated, to prevent theft, 
patients should be advised to keep medications in a 
private place and to refrain from telling others about 
the medications being used.
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Communication among providers and pharma-
cies can help to avoid inappropriate attainment 
of prescription drugs through “doctor shopping.” 
Prescribers should keep complete and up-to-date 
records for all controlled substance prescribing. 
When possible, electronic medical records should be 
integrated between pharmacies, hospitals, and man-
aged care organizations [83]. It is also best practice to 
periodically request a report from the E-FORCSE to 
evaluate the prescribing of opioids to your patients 
by other providers [39; 83].

When dealing with patients suspected of drug 
seeking/diversion, first inquire about prescription, 
over-the-counter, and illicit drug use and perform a 
thorough examination [83; 109]. Pill counting and/
or UDT may be necessary to investigate possible 
drug misuse. Photo identification or other form of 
identification and social security number may be 
required prior to dispensing the drug, with proof 
of identity documented fully. If a patient is display-
ing suspicious behaviors, consider prescribing for 
limited quantities [109].

If a patient is found to be abusing prescribed opi-
oids, this is considered a violation of the treatment 
agreement and the clinician must make the decision 
whether or not to continue the therapeutic relation-
ship. If the relationship is terminated, it must be 
done ethically and legally. The most significant issue 
is the risk of patient abandonment, which is defined 
as ending a relationship with a patient without con-
sideration of continuity of care and without provid-
ing notice to the patient. The American Medical 
Association Code of Ethics states that “physicians’ 
fiduciary responsibility to patients entails an obliga-
tion to support continuity of care for their patients” 
[110]. While physicians have the option of withdraw-
ing from a case, they cannot do so without giving 
notice to the patient, the relatives, or responsible 
friends sufficiently long in advance of withdrawal to 
permit another medical attendant to be secured or 
to facilitate the transfer of care, when appropriate 
[110]. The notice of termination should be sent in 
writing, should specifically note the cause(s) for the 
termination, and should give a period of time prior 

to termination, usually 30 days [111]. Patients may 
also be given resources and/or recommendations to 
help them locate a new clinician.

Patients with chronic pain found to have an ongo-
ing substance abuse problem or addiction should be 
referred to a pain specialist for continued treatment. 
Theft or loss of controlled substances is reported to 
the DEA. If drug diversion has occurred, the activity 
should be documented and a report to law enforce-
ment should be made [112].

CASE STUDY

An unemployed man, 64 years of age, is brought to 
an emergency department by ambulance, after his 
wife returned from work to find him lying on the 
couch, difficult to arouse and incoherent. He has a 
past history of hypertension, diabetes (non-insulin 
dependent), mild chronic obstructive pulmonary 
disease, and chronic back and shoulder pain, for 
which he has been prescribed hydrocodone/acet-
aminophen for many years. His wife reports that 
while he seemed his usual self when she left for 
work that morning, he had, in recent weeks, been 
more withdrawn socially, less active, and complained 
of greater discomfort from the back and shoulder 
pain. She knows little about his actual medication 
usage and expresses concern that he may have been 
taking more than the prescribed amount of “pain 
medicine.”

On evaluation, the patient is somnolent and arouses 
to stimulation but is non-communicative and unable 
to follow commands. His blood pressure is normal, 
he is afebrile, and there are no focal neurologic defi-
cits. Oxygen saturation, serum glucose, and routine 
laboratory studies (blood counts and metabolic pro-
file) are normal except for mild elevation in blood 
urea nitrogen (BUN) and creatinine; the urine drug 
screen is negative except for opioids. Additional his-
tory from the family indicates that the patient has 
been admitted to other hospitals twice in the past 
three years with a similar presentation and recovered 
rapidly each time “without anything being found.”
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Following admission, the patient remains stable-
to-improved over the next 12 to 18 hours. By the 
following day, he is awake and conversant and looks 
comfortable. On direct questioning, he reports 
recent symptoms of depression but no suicidal 
ideation. The patient describes an increased preoc-
cupation with his pain syndrome, difficulty sleeping 
at night, and little physical activity during the day, 
in part because of physical discomfort. He is vague 
about his medication regimen and admits to taking 
“occasional” extra doses of hydrocodone for pain 
relief.

The family is instructed to bring in all his pill bottles 
from home, which they do. In addition to the 
hydrocodone prescribed by his primary care physi-
cian, there is a recent refill of a prescription for the 
medication given to the patient at the time of his 
last hospital discharge six months earlier.

ASSESSMENT

A full evaluation, including radiographic studies and 
consultation with psychiatry and physical therapy, is 
completed. The working diagnosis for the patient’s 
acute illness is toxic encephalopathy caused by 
the sedative side effects of opioid medication on 
the CNS. It is explained that the combination of 
his advancing age and diabetes likely reduced the 
efficiency of his kidneys in clearing the medication 
and its metabolites, making him more susceptible 
to CNS sedation. It is noted that the patient and 
his wife have little understanding of the rationale, 
proper use and safeguards, potential side effects, and 
limited effectiveness of opioid use for chronic pain.

In addition, the patient is diagnosed with poorly 
controlled chronic pain syndrome secondary to 
osteoarthritis and degenerative disc disease; exacer-
bating factors include deconditioning and reactive 
depression. The use of an opioid analgesic, at least 
for the near term, is considered appropriate, if dosed 
properly, monitored closely, and integrated into a 
comprehensive, multidisciplinary plan that includes 
treatment of depression and the use of adjunctive, 

nonpharmacologic modalities of care. In the setting 
of possible early diabetic nephropathy, the option 
of utilizing an NSAID, except for very brief periods 
of break-through pain, is not considered to be a 
safe option.

At discharge, and in consultation with his primary 
care physician, a written treatment and management 
plan addressing all aspects of the patient’s care is 
presented to the patient and his wife for discussion 
and consent. Among the key issues addressed are: 

•	 Goals: Improvement in subjective pain 
experience; improved function of daily living 
manifested by regular walking exercise and 
improved social interaction with family 
and friends; relief of depression; and in the 
long-term, anticipated withdrawal of opioid 
medication and resumption of part-time 
work and/or volunteer community activity

•	 Outpatient physical therapy and back 
exercise program to increase core muscular 
strength, improve flexibility, reduce pain, 
and increase exercise tolerance

•	 Patient and family counseling regarding the 
safe use, dosage regulation, side effects, and 
proper disposal of opioid medication

•	 Joint patient-physician responsibilities as 
regards to regular follow-up, monitoring of 
goals and treatment effectiveness, avoidance 
of “doctor-shopping,” and assent to single 
provider for prescription medication

FOLLOW-UP

On follow-up six weeks after discharge, the patient 
is noticeably improved. He reports that he feels 
stronger and is sleeping better. His affect is brighter, 
and he is getting out more. He has maintained his 
physical therapy and exercise routine and is compli-
ant with his medication. Though he still has pain, 
it is noticeably less and he is coping better. He and 
his wife are encouraged by his progress, particularly 
in regard to his improved functional status.
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CONCLUSION

For patients suffering from pain, prescribed opioid 
analgesics may substantially lessen pain, distress, 
and impairment. Inappropriate overprescribing 
and overdose related to opioid analgesics increased 
dramatically in the 2000s. These trends are in 
multi-year reversal, but patient safety and risk mitiga-
tion remains no less important, and clinical tools, 
guidelines, and recommendations are available 
for use when prescribing opioids to patients with 
pain. By implementing these tools, the clinician 
can effectively address issues related to the clinical 
management of opioid prescribing, opioid risk man-
agement, regulations surrounding the prescribing of 
opioids, and problematic opioid use by patients. In 
doing so, healthcare professionals are more likely 
to achieve a balance between the benefits and risks 
of opioid prescribing, optimize patient attainment 
of therapeutic goals, and avoid the risk to patient 
outcome, public health, and viability of their own 
practice imposed by deficits in knowledge.

Implicit Bias in Health Care

The role of implicit biases on healthcare outcomes 
has become a concern, as there is some evidence that 
implicit biases contribute to health disparities, profes-
sionals’ attitudes toward and interactions with patients, 
quality of care, diagnoses, and treatment decisions. This 
may produce differences in help-seeking, diagnoses, and 
ultimately treatments and interventions. Implicit biases 
may also unwittingly produce professional behaviors, 
attitudes, and interactions that reduce patients’ trust and 
comfort with their provider, leading to earlier termina-
tion of visits and/or reduced adherence and follow-up. 
Disadvantaged groups are marginalized in the healthcare 
system and vulnerable on multiple levels; health profes-
sionals’ implicit biases can further exacerbate these 
existing disadvantages.

Interventions or strategies designed to reduce implicit 
bias may be categorized as change-based or control-
based. Change-based interventions focus on reducing 
or changing cognitive associations underlying implicit 
biases. These interventions might include challenging 
stereotypes. Conversely, control-based interventions 
involve reducing the effects of the implicit bias on the 
individual’s behaviors. These strategies include increas-
ing awareness of biased thoughts and responses. The 
two types of interventions are not mutually exclusive 
and may be used synergistically.



#91153 Strategies for Appropriate Opioid Prescribing: The Florida APRN/PA Requirement _______________

24	 NetCE • July 25, 2026	 www.NetCE.com 

Works Cited
	 1.	 Federation of State Medical Boards. Strategies for Prescribing Opioids for the Management of Pain. Available at https://www.fsmb.org/

siteassets/advocacy/policies/strategies-for-prescribing-opioids-for-the-management-of-pain.pdf. Last accessed July 13, 2026.

	 2.	 Institute of Medicine, Committee on Advancing Pain Research, Care, and Education. Relieving Pain in America: A Blueprint for 
Transforming Prevention, Care, Education, and Research. Washington, DC: The National Academies Press; 2011.

	 3.	 PR Newswire. U.S. Public and Doctors’ Misperceptions Revealed in National Survey Demonstrate Urgent Need for Increased Opioid 
Dependence Awareness. Available at https://www.prnewswire.com/news-releases/us-public-and-doctors-misperceptions-revealed-in-
national-survey-demonstrate-urgent-need-for-increased-opioid-dependence-awareness-210981471.html. Last accessed July 16, 2026.

	 4.	 Reed S. Addiction Vs. Dependence. Available at https://www.addictioncenter.com/addiction/addiction-vs-dependence/. Last accessed 
July 16, 2026.

	 5.	 Bhamb B, Brown D, Hariharan J, et al. Survey of select practice behaviors by primary care physicians on the use of opioids for chronic 
pain. Curr Med Res Opin. 2006;22(9):1859-1865.

	 6.	 Mezei L, Murinson BB. Pain education in North American medical schools. J Pain. 2011;12:1199-1208.

	 7.	 Vadivelu N, Mitra S, Hines R, Elia M, Rosenquist R. Acute pain in undergraduate medical education: an unfinished chapter! Pain 
Pract. 2012;12(8):663-671.

	 8.	 Oliver J, Coggins C, Compton P, et al. American Society for Pain Management Nursing position statement: pain management in 
patients with substance use disorders. Pain Manage Nurs. 2012;13(3):169-183.

	 9.	 Psychiatry Online. Highlights of Changes from DSM-IV-TR to DSM-5. Available at https://www.psychiatry.org/File Library/
Psychiatrists/Practice/DSM/APA_DSM_Changes_from_DSM-IV-TR_-to_DSM-5.pdf. Last accessed July 13, 2026.

	10.	 American Society of Addiction Medicine. Definition of Addiction. Available at https://www.asam.org/docs/default-source/quality-
science/asam’s-2019-definition-of-addiction-(1).pdf?sfvrsn=b8b64fc2_2. Last accessed July 13, 2026.

	11.	 Reuben DB, Alvanzo AAH, Ashikaga T, et al. National Institutes of Health Pathways to Prevention Workshop: the role of opioids in 
the treatment of chronic pain. Ann Intern Med. 2015;162(4):295-300.

	12.	 Giordano J, Schatman ME, Höver G. Ethical insights to rapprochement in pain care: bringing stakeholders together in the best 
interest(s) of the patient. Pain Physician. 2009;12:E265-E275.

	13.	 Atkinson TJ, Schatman ME, Fudin J. The damage done by the war on opioids: the pendulum has swung too far. J Pain Res. 2014;7:265-
268.

	14.	 Webster LR. Pain and suicide: the other side of the opioid story. Pain Med. 2014;15(3):345-346.

	15.	 Ziegler SJ. Patient abandonment in the name of opioid safety. Pain Med. 2013;14(3):323-324.

	16.	 Schatman ME, Webster LR. The health insurance industry: perpetuating the opioid crisis through policies of cost-containment and 
profitability. J Pain Res. 2015;8:153-158.

	17.	 Fudin J, Pratt Cleary J, Schatman ME. The MEDD myth: the impact of pseudoscience on pain research and prescribing-guideline 
development. J Pain Res. 2016;9:153-156.

	18.	 Centers for Disease Control and Prevention. Annual Surveillance Report of Drug-Related Risks and Outcomes: United States, 2019. 
Available at https://www.cdc.gov/overdose-prevention/media/pdfs/pubs/2019-cdc-drug-surveillance-report.pdf. Last accessed July 
13, 2026.

	19.	 Jamison RN, Scanlan E, Matthews ML, Jurcik DC, Ross EL. Attitudes of primary care practitioners in managing chronic pain patients 
prescribed opioids for pain: a prospective longitudinal controlled trial. Pain Med. 2016;17(1):99-113.

	20.	 Cohen C, Robles-Fradet A. Reducing Opioid Prescriptions Does Not Reduce Overdoses, But It Does Harm Low-Income Pain Patients. 
Available at https://healthlaw.org/reducing-opioid-prescriptions-does-not-reduce-overdoses-but-it-does-harm-low-income-pain-
patients/. Last accessed July 16, 2026.

	21.	 Kenen K, Mack K, Paulozzi L. Trends in prescriptions for oxycodone and other commonly used opioids in the United States, 2000–
2010. Open Med. 2012;6(2)e41-e47.

	22.	 International Narcotics Control Board. Narcotic Drugs, 2025: Estimated World Requirements for 2026. Available at https://www.incb.
org/incb/uploads/documents/Narcotic-Drugs/Technical-Publications/2025/NarcoticDrugs2025-eBook.pdf. Last accessed July 16, 
2026.

	23.	 Bhadelia A, De Lima L, Arreola-Ornelas H, Kwete XJ, Rodriquez NM, Knaul FM. Solving the global crisis in access to pain relief: 
lessons from country actions. Am J Public Health. 2019;109(1):58-60.

	24.	 Carney T, Van Hout MC, Norman I, Dada S, Siegfried N, Parry CDH. Dihydrocodeine for detoxification and maintenance treatment 
in individuals with opiate use disorders. Cochrane Database Syst Rev. 2020;(2):CD012254.

	25.	 National Institute on Drug Abuse. Drug Overdose Deaths. Available at https://nida.nih.gov/research-topics/trends-statistics/overdose-
death-rates. Last accessed July 16, 2026.

	26.	 Gomes T, Mamdani MM, Dhalla IA, Paterson JM, Juurlink DN. Opioid dose and drug-related mortality in patients with nonmalignant 
pain. Arch Intern Med. 2011;171(7):686-691.



______________  #91153 Strategies for Appropriate Opioid Prescribing: The Florida APRN/PA Requirement

NetCE • Sacramento, California		  25

	27.	 Dasgupta N, Funk MJ, Proescholdbell S, Hirsch A, Ribisl KM, Marshall S. Cohort study of the impact of high-dose opioid analgesics 
on overdose mortality. Pain Med. 2016;17(1):85-98.

	28.	 Agarwal SD, Landon BE. Patterns in outpatient benzodiazepine prescribing in the United States. JAMA Netw Open. 
2019;2(1):e1873999.

	29.	 Florida Department of Health. Prescription Drug Monitoring Program Annual Report: Fiscal Year 2020-2021. Available at https://
www.floridahealth.gov/statistics-and-data/e-forcse/news-reports/_documents/annual-report-2021.pdf. Last accessed July 16, 2026.

	30.	 Rudd RA, Aleshire N, Zibbell JE, Gladden RM. Increases in drug and opioid overdose deaths—United States, 2000–2014. MMWR. 
2016;64(50):1378-1382.

	31.	 Florida Department of Law Enforcement. Drugs Identified in Deceased Persons by Florida Medical Examiners: 2023 Annual Report. 
Available at https://www.myfloridalegal.com/sites/default/files/2025-01/2023-drugs-in-deceased-annual-report.pdf. Last accessed 
July 13, 2026.

	32.	 Johnson H, Paulozzi L, Porucznik C, Mack K, Herter B. Decline in drug overdose deaths after state policy changes—Florida, 2010–
2012. MMWR. 2014;63(26):569-574.

	33.	 Florida Orthopedic Society. Gov. Scott Declares State of Emergency For Opioid Epidemic. Available at https://
floridaorthopaedicsociety.org/news/news.asp?id=343570. Last accessed July 13, 2026.

	34.	 Ron DeSantis, 46th Governor of Florida. 2018 Executive Orders. #2018-362 Executive Order Extends Executive Order 18-279 Re: 
Opioid Epidemic: December 5, 2018. Available at https://www.flgov.com/eog/news/executive-orders/2019-36. Last accessed July 
13, 2026.

	35.	 Hall J. Florida Drug Trends Update: November 2015. Available at https://slideplayer.com/slide/12804922/. Last accessed July 16, 
2026.

	36.	 Popovich N. A Deadly Crisis: Mapping the Spread of America’s Drug Overdose Epidemic. Available at https://www.theguardian.com/
society/ng-interactive/2016/may/25/opioid-epidemic-overdose-deaths-map. Last accessed July 16, 2026.

	37.	 Jones CM, Paulozzi LJ, Mack KA. Alcohol involvement in opioid pain reliever and benzodiazepine drug abuse-related emergency 
department visits and drug-related deaths—United States, 2010. MMWR. 2014;63(40):881-885.

	38.	 Ruhm CJ. Drug poisoning deaths in the United States, 1999–2012: a statistical adjustment analysis. Popul Health Metr. 2016;14:2.

	39.	 Scott J. Florida’s New Law on Controlled Substance Prescribing. Available at https://flmedical.org/Florida/Florida_Public/Docs/
FMA-Opioid-HB21.pdf. Last accessed July 16, 2026.

	40.	 Dowell D, Ragan KR, Jones CM, Baldwin GT, Chou R. CDC clinical practice guideline for prescribing opioids for pain--United States, 
2022. MMWR. 2022;71(RR3):1-95. 

	41.	 Webster L. Will CDC Opioid Guidelines Help Reduce Overdoses? Available at https://www.painnewsnetwork.org/
stories/2016/4/25/will-cdc-opioid-guidelines-help-reduce-overdoses. Last accessed July 14, 2026.

	42.	 Peachman RR. Will the new CDC opioid prescribing guidelines help correct the course in pain care? JAMA. 2023;329(2):111-113. 

	43.	 Samp RA. Letter to the CDC ATS DR. Available at https://s3.us-east-2.amazonaws.com/washlegal-uploads/upload/litigation/misc/
CDCFOIARequest-Opioids.pdf. Last accessed July 16, 2026.

	44.	 Kroenke K, Alford DP, Argoff C, et al. Challenges with implementing the Centers for Disease Control and Prevention opioid 
guideline: a consensus panel report. Pain Med. 2019;20(4):724-735.

	45.	 Association of American Medical Colleges. Addiction Medicine, Substance Use, and Pain Management in Medical School Curricula. 
Available at https://www.aamc.org/media/83346/download?attachment. Last accessed July 13, 2026.

	46.	 Lucas JW, Sohi I. Chronic Pain and High-impact Chronic Pain in U.S. Adults, 2023. Available at https://www.cdc.gov/nchs/products/
databriefs/db518.htm. Last accessed July 13, 2026.

	47.	 Centers for Disease Control and Prevention. Opioid Dispensing Rate Maps. Available at https://www.cdc.gov/overdose-prevention/
data-research/facts-stats/opioid-dispensing-rate-maps.html. Last accessed July 13, 2026.

	48.	 Alford DP. Opioid prescribing for chronic pain: achieving the right balance through education. N Engl J Med. 2016;374(4):301-303.

	49.	 Wallwork RS, Chipidza FE, Stern TA. Obstacles to the prescription and use of opioids. Prim Care Companion CNS Disord. 
2016;18(1):10.

	50.	 U.S. Department of Veterans Affairs. VA/DoD Clinical Practice Guidelines: Use of Opioids in the Management of Chronic Pain 
(2022). Available at https://www.healthquality.va.gov/guidelines/Pain/cot/. Last accessed July 16, 2026.

	51.	 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):113-130.

	52.	 The Florida Senate. CS/CS/HB 21: Controlled Substances. Available at https://www.flsenate.gov/Session/Bill/2018/21. Last 
accessed July 14, 2026.

	53.	 Argoff CE, Silvershein DI. A comparison of long- and short-acting opioids for the treatment of chronic noncancer pain: tailoring 
therapy to meet patient needs. Mayo Clin Proc. 2009;84(7):602-612.

	54.	 McCarberg BH, Barkin RL. Long-acting opioids for chronic pain: pharmacotherapeutic opportunities to enhance compliance, quality 
of life, and analgesia. Am J Ther. 2001;8(3):181-186.



#91153 Strategies for Appropriate Opioid Prescribing: The Florida APRN/PA Requirement _______________

26	 NetCE • July 25, 2026	 www.NetCE.com 

	55.	 National Comprehensive Cancer Network. Adult Cancer Pain, V.2.2026. Available at https://www.nccn.org/professionals/physician_
gls/pdf/pain.pdf. Last accessed July 14, 2026.

	56.	 Florida Board of Medicine. Florida Statutes and Administrative Codes: Florida Administrative Codes: Chapter 64B8: Board of 
Medicine: Rule Chapter: 64B8-9: Rule No. 64B8-9.013 Standards for the Prescribing of Controlled Substances for the Treatment 
of Acute Pain. Available at https://flrules.org/gateway/RuleNo.asp?title=STANDARDS OF PRACTICE FOR MEDICAL 
DOCTORS&ID=64B8-9.013. Last accessed July 14, 2026.

	57.	 Utah Department of Health, Utah Medical Association. Utah Clinical Guidelines on Prescribing Opioids for Treatment of Pain: 2018. 
Available at https://vipp.health.utah.gov/wp-content/uploads/Opioid-Clinical-Guidelines.pdf. Last accessed July 14, 2026.

	58.	 Sloan P. Update on extended-release opioids in pain management. Expert Opin Drug Deliv. 2014;11(2):155-158.

	59.	 Federation of State Medical Boards. Model Policy for the Use of Opioid Analgesics in the Treatment of Chronic Pain. Washington, DC: 
Federation of State Medical Boards; 2013.

	60.	 Cheatle MD, Barker C. Improving opioid prescription practices and reducing patient risk in the primary care setting. J Pain Res. 
2014;7:301-311.

	61.	 Nadeau SE. Opioids for chronic noncancer pain. To prescribe or not to prescribe: what is the question? Neurology. 2015;85(7):646-651.

	62.	 U.S. Food and Drug Administration. Guidance: Medication Guides: Distribution Requirements and Inclusion in Risk Evaluation and 
Mitigation Strategies (REMS). Available at https://www.fda.gov/media/79776/download. Last accessed July 14, 2026.

	63.	 Manchikanti L, Abdi S, Atluri S, et al. American Society of Interventional Pain Physicians (ASIPP) guidelines for responsible opioid 
prescribing in chronic non-cancer pain: part 2—guidance. Pain Physician. 2012;15(3 Suppl):S67-S116.

	64.	 Webster LR, Webster RM. Predicting aberrant behaviors in opioid-treated patients: preliminary validation of the opioid risk tool. Pain 
Med. 2005;6(6):432-442.

	65.	 Opioid Risk Tool. Available at https://nida.nih.gov/sites/default/files/opioidrisktool.pdf. Last accessed July 14, 2026.

	66.	 Butler SF, Budman SH, Fernandez KC, Fanciullo GJ, Jamison RN. Cross-validation of a Screener to Predict Opioid Misuse in Chronic 
Pain Patients (SOAPP-R). J Addict Med. 2009;3(2):66-73.

	67.	 Screener and Opioid Assessment for Patients with Pain (SOAPP) Version 1.0-SF. Available at https://www.mcstap.com/docs/SOAPP-5.
pdf. Last accessed July 14, 2026.

	68.	 Center for Substance Abuse Treatment. Clinical Guidelines for the Use of Buprenorphine in the Treatment of Opioid Addiction. Rockville, MD: 
Substance Abuse and Mental Health Services Administration, 2004.

	69.	 Johns Hopkins Medicine. CAGE-AID Substance Abuse Screening Tool. Available at https://www.hopkinsmedicine.org/-/media/
johns-hopkins-health-plans/documents/all_plans/cage-substance-screening-tool.pdf. Last accessed July 14, 2026.

	70.	 Fine PG, Finnegan T, Portenoy RK. Protect your patients, protect your practice: practical risk assessment in the structuring of opioid 
therapy in chronic pain. J Fam Pract. 2010;59(9 Suppl 2):S1-S16.

	71.	 DIRE Score: Patient Selection for Chronic Opioid Analgesia. Available at https://amdg.wa.gov/Files/AssessmentTools/11-DIRE_
score.pdf. Last accessed July 16, 2026.

	72.	 Katz NP. Opioid Prescribing Toolkit: A Workbook for Clinicians. New York, NY: Oxford University Press; 2010.

	73.	 Dalal S, Bruera E. Assessment and management of pain in the terminally ill. Prim Care Clin Office Pract. 2011;38(2):195-223.

	74.	 Berger AM, Shuster JL, Von Roenn JH (eds). Principles & Practice of Palliative Care & Supportive Oncology. 4th ed. Philadelphia, PA: 
Lippincott Williams & Wilkins; 2013.

	75.	 Matteliano D, St. Marie BJ, Oliver J. Adherence monitoring with chronic opioid therapy for persistent pain: a biopsychosocial-spiritual 
approach to mitigate risk. Pain Manag Nurs. 2014;15(1):391-405.

	76.	 Strickland JM, Huskey A, Brushwood DB. Pharmacist-physician collaboration in pain management practice. J Opioid Manag. 2007;3(6): 
295-301.

	77.	 Crespi-Lofton J. VIGIL: answer the question “Is it legitimate?” Pharm Today. 2006;12(1):1.

	78.	 Tanzi MG. VIGIL helps pharmacists screen controlled substances: goal is controlling diversion. Pharm Today. 2012:58.

	79.	 Passik SD, Kirsh KL, Whitcomb L, et al. A new tool to assess and document pain outcomes in chronic pain patients receiving opioid 
therapy. Clin Ther. 2004;26(4):552-561.

	80.	 Center to Advance Palliative Care. Pain Assessment and Documentation Tool. Available at https://www.capc.org/documents/
download/38/. Last accessed July 14, 2026.

	81.	 Atluri SL, Akbik H, Sudarshan G. Prevention of opioid abuse in chronic non-cancer pain: an algorithmic, evidence-based approach. 
Pain Physician. 2012;15(3 Suppl):ES177-ES189.

	82.	 Baxter J. Minimizing the Misuse of Prescription Opioids in Patients with Chronic Nonmalignant Pain. Available at https://nida.nih.
gov/sites/default/files/minimizingmisuse_part1.pdf. Last accessed July 16, 2026.

	83.	 American College of Preventive Medicine. ASHP Policy Positions 2009–2026. Available at https://www.ashp.org/-/media/assets/
policy-guidelines/docs/browse-by-document-type-policy-positions-with-rationales-pdf.pdf. Last accessed July 16, 2026.

	84.	 Office of National Drug Control Policy. Proper Disposal of Prescription Drugs. Available at https://www.ojp.gov/pdffiles1/ondcp/
prescrip_disposal.pdf. Last accessed July 16, 2026.



______________  #91153 Strategies for Appropriate Opioid Prescribing: The Florida APRN/PA Requirement

NetCE • Sacramento, California		  27

	85.	 U.S. Food and Drug Administration. Drug Disposal: FDA’s Flush List for Certain Medicines. Available at https://www.fda.gov/drugs/
disposal-unused-medicines-what-you-should-know/drug-disposal-fdas-flush-list-certain-medicines#FlushList. Last accessed July 16, 
2026.

	86.	 Campbell G, Hall WD, Peacock A, et al. Effect of cannabis use in people with chronic non-cancer pain prescribed opioids: findings 
from a 4-year prospective cohort study. Lancet Public Health. 2018;3(7):e341-e350.

	87.	 Merlin JS, Long D, Becker WC, et al. Marijuana use is not associated with changes in opioid prescriptions or pain severity among 
people living with HIV and chronic pain. J Acquir Immune Defic Syndr. 2019;81(2):231-237.

	88.	 Mucke M, Phillips T, Radbruch L, Petzke F, Hauser W. Cannabis-based medicines for chronic neuropathic pain in adults. Cochrane 
Database Syst Rev. 2018;3:CD012182.

	89.	 Wheeler E, Davidson PJ, Jones TS, Irwin KS. Community-based opioid overdose prevention programs providing naloxone—United 
States, 2010. MMWR. 2012;61(6):101-105.

	90.	 Florida Legislature. 381.887 Emergency Treatment for Suspected Opioid Overdose. Available at http://www.leg.state.fl.us/statutes/
index.cfm?App_mode=Display_Statute&Search_String=&URL=0300-0399/0381/Sections/0381.887.html. Last accessed July 16, 
2026.

	91.	 Gutstein HB, Akil H. Opioid analgesics. In: Brunton L, Parker K, Lazo J, Buxton I, Blumenthal D (eds). Goodman and Gilman’s The 
Pharmacological Basis of Therapeutics. 12th ed. New York, NY: McGraw-Hill; 2011: 547-590.

	92.	 van den Brink W, Haasen C. Evidence-based treatment of opioid-dependent patients. Can J Psychiatry. 2006;51(10):635-646.

	93.	 Lexicomp Online. Available at https://online.lexi.com/lco/action/login. Last accessed July 16, 2026.

	94.	 Centers for Disease Control and Prevention. Risk for overdose from methadone used for pain relief—United States, 1999–2010. 
MMWR. 2012;61(26):493-497.

	95.	 U.S. Drug Enforcement Administration. Drug Scheduling. Available at https://www.dea.gov/drug-scheduling. Last accessed July 16, 
2026.

	96.	 Florida Legislature. Chapter 893: Drug Abuse Prevention and Control. Available at http://www.leg.state.fl.us/statutes/index.cfm?App_
mode=Display_Statute&URL=0800-0899/0893/0893.html. Last accessed July 16, 2026.

	97.	 The 2025 Florida Statutes. Chapter 893: Drug Abuse Prevention and Control: 893.033: Listed Chemicals. Available at http://www.leg.
state.fl.us/Statutes/index.cfm?App_mode=Display_Statute&URL=0800-0899/0893/0893.html. Last accessed July 16, 2026.

	98.	 U.S. Department of Justice. Drug Enforcement Administration. Diversion Control Division. ARCOS Retail Drug Summary Reports. 
Available at https://www.deadiversion.usdoj.gov/arcos/retail_drug_summary/arcos-drug-summary-reports.html. Last accessed July 
16, 2026.

	99.	 Substance Abuse and Mental Health Services Administration. Treatment Episode Data Set (TEDS). Available at https://www.samhsa.
gov/data/data-we-collect/teds-treatment-episode-data-set. Last accessed July 16, 2026.

100.	 Centers for Disease Control and Prevention. National Center for Health Statistics. Available at https://www.cdc.gov/nchs/nvss/
deaths.htm. Last accessed July 16, 2026.

101.	 RADARS System. Available at https://www.radars.org/. Last accessed July 16, 2026.

102.	 Florida Legislature. 893.055 Prescription Drug Monitoring Program. Available at http://www.leg.state.fl.us/statutes/index.cfm?App_
mode=Display_Statute&URL=0800-0899/0893/Sections/0893.055.html. Last accessed July 16, 2026.

103.	 Data Submission Dispenser Guide. Florida Department of Health Prescription Drug Monitoring Program: E-FORCSE: 2023. 
Available at https://www.floridahealth.gov/wp-content/uploads/2025/07/FLDataSubmissionDispenserGuide_ASAP4.2B_v4.030_
final.pdf. Last accessed July 16, 2026.

104.	 Substance Abuse and Mental Health Services Administration. Key Substance Use and Mental Health Indicators in the United States: 
Results from the 2020 National Survey on Drug Use and Health. Available at https://www.samhsa.gov/data/sites/default/files/
reports/rpt35325/NSDUHFFRPDFWHTMLFiles2020/2020NSDUHFFR1PDFW102121.pdf. Last accessed July 16, 2026.

105.	 Sekhon R, Aminjavahery N, Davis CN Jr, 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):1548-1556.

106.	 Meier B. Increase in Urine Testing Raises Ethical Questions. Available at https://www.nytimes.com/2013/08/02/business/increase-in-
urine-testing-raises-ethical-questions.html?_r=0. Last accessed July 16, 2026.

107.	 Passik SD. Issues in long-term opioid therapy: unmet needs, risks, and solutions. Mayo Clin Proc. 2009;84(7):593-601.

108.	 Holliday S, Hayes C, Dunlop A. Opioid use in chronic non-cancer pain. Part 2: prescribing issues and alternatives. Australian Fam 
Physician. 2013;42(3):104-111.

109.	 U.S. Department of Justice Diversion Control Division. Recognizing the Drug Abuser. Available at https://www.deadiversion.usdoj.
gov/GDP/(DEA-DC-3) Recognizing the Drug Abuser.pdf. Last accessed July 16, 2026.

110.	 American Medical Association. Terminating a Patient-Physician Relationship. Code of Medical Ethics: Opinion 1.1.5. Available at 
https://www.ama-assn.org/delivering-care/terminating-patient-physician-relationship. Last accessed July 16, 2026.

111.	 Bolen J. Discharging Patients Who Abuse Controlled Substances. Available at https://www.painmedicinenews.com/Policy-
Management/Article/04-06/Discharging-Patients-Who-Abuse-Controlled-Substances/4340. Last accessed July 16, 2026.



#91153 Strategies for Appropriate Opioid Prescribing: The Florida APRN/PA Requirement _______________

28	 NetCE • July 25, 2026	 www.NetCE.com 

112.	 U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services. What is a Prescriber’s Role in 
Preventing the Diversion of Prescription Drugs? Available at https://www.cms.gov/files/document/drugdiversion022316pdf#. Last 
accessed July 16, 2026.

113.	 Centers for Disease Control and Prevention. SUDORS Dashboard: Fatal Drug Overdose Data. Available at https://www.cdc.gov/
overdose-prevention/data-research/facts-stats/sudors-dashboard-fatal-overdose-data.html. Last accessed July 13, 2026.

114.	 Florida Department of Health. Prescription Drug Monitoring Program Annual Report: RY-2025. Available at https://www.
floridahealth.gov/wp-content/uploads/2026/01/PDMP_Annual_Report_RY25-1.pdf. Last accessed July 13, 2026.

115.	 U.S. Food and Drug Administration. Drug Disposal: Drug Take-Back Options. Available at https://www.fda.gov/drugs/disposal-
unused-medicines-what-you-should-know/drug-disposal-drug-take-back-options. Last accessed July 16, 2026.

116.	 2025 Florida Statutes. 465.0276 Dispensing Practitioner. Available at https://www.leg.state.fl.us/statutes/index.cfm?App_
mode=Display_Statute&Search_String=&URL=0400-0499/0465/Sections/0465.0276.html. Last accessed July 20, 2026.

Evidence-Based Practice Recommendation Citation
Dowell D, Ragan KR, Jones CM, Baldwin GT, Chou R. CDC clinical practice guideline for prescribing opioids for pain—United States, 2022. 

MMWR. 2022;71(RR3):1-95. Available at https://www.cdc.gov/mmwr/volumes/71/rr/rr7103a1.htm. Last accessed July 24, 2026.




