
Introduction
Recent analysis by the Centers for Disease Control and Prevention (CDC) shows that “patients with mental health and 
substance use disorders are at increased risk for nonmedical use and overdose from prescription painkillers as well 
as being prescribed high doses of these drugs.” Drug overdose deaths increased for the 11th consecutive year in 2010. 
Nearly 60% of the deaths involved pharmaceuticals, and opioids were involved in nearly 75%. Researchers also found 
that drugs prescribed for mental health conditions were involved in over half. These findings appear consistent with 
research previously published in the Annals of Internal Medicine that concluded that “patients receiving higher doses 
of prescribed opioids are at an increased risk for overdose, which underscores the need for close supervision of these 
patients” (Dunn, et al., 2010).

Non-Opioid Therapies First
Health care providers are not obligated to use opioids when a favorable risk-benefit balance cannot be documented. 
Providers should first consider non-pharmacologic and non-opioid therapies. Providers should exercise the same caution 
with tramadol as with opioids and must take into account the medication’s potential for abuse, the possibility the patient 
will obtain the medication for a nontherapeutic use or distribute it to other persons, and the potential existence of an illicit 
market for the medication.

Avoid Long-Term and Co-Prescribing
Providers must be vigilant to the wide range of potential adverse effects associated with long-term opioid therapy and 
misuse of extended-release formulations. That vigilance and detailed attention has to be present from the outset of 
prescribing and continue for the duration of treatment. Providers should avoid starting a patient on long-term opioid 
therapy when treating chronic pain. Providers should also avoid prescribing benzodiazepines with opioids as it may 
increase opioid toxicity, add to sleep apnea risk, and increase risk of overdose deaths and other potential adverse effects.

Press Pause
Providers can further minimize the potential for prescription drug abuse/
misuse and help reduce the number of unintentional overdose deaths 
associated with pain medications by recognizing times to “press pause” 
in response to certain “trigger points.” This pause allows providers to 
reassess their compliance with accepted and prevailing standards of care. 
The 80 mg Morphine Equivalent Daily Dose (MED) “trigger point” is one 
such time.

Preface: These guidelines address the use of opioids for the treatment of chronic, non-terminal pain. “Chronic pain” means pain 
that has persisted after reasonable medical efforts have been made to relieve the pain or cure its cause and that has continued, 
either continuously or episodically, for longer than three continuous months. The guidelines are intended to help health care 
providers review and assess their approach in the prescribing of opioids. The guidelines are points of reference intended to 
supplement and not replace the individual prescriber’s clinical judgment. The 80 mg MED is the maximum daily dose at which 
point the prescriber’s actions are triggered; however, this 80 mg MED trigger point is not an endorsement by any regulatory 
body or medical professional to utilize that dose or greater.

Ohio Guidelines for Prescribing Opioids for the 
Treatment of Chronic, Non-Terminal Pain 80 mg of a 
Morphine Equivalent Daily Dose (MED) “Trigger Point”



LEARN MORE  |  www.cdc.gov/drugoverdose/prescribing/guideline.html

IF YOU ARE PRESCRIBED OPIOIDS FOR PAIN:    

 � Never take opioids in greater amounts or more often than prescribed.

 � Follow up with your primary health care provider within ___ days. 

 – Work together to create a plan on how to manage your pain. 

 – Talk about ways to help manage your pain that don’t involve 
prescription opioids.

 – Talk about any and all concerns and side effects. 

 � Help prevent misuse and abuse. 

 – Never sell or share prescription opioids.

 – Never use another person’s prescription opioids.

 � Store prescription opioids in a secure place and out of reach of others 
(this may include visitors, children, friends, and family).

 � Safely dispose of unused prescription opioids: Find your community 
drug take-back program or your pharmacy mail-back program, or 
flush them down the toilet, following guidance from the Food and Drug 
Administration (www.fda.gov/Drugs/ResourcesForYou). 

 � Visit www.cdc.gov/drugoverdose to learn about the risks of opioid abuse 
and overdose. 

 � If you believe you may be struggling with addiction, tell your health care 
provider and ask for guidance or call SAMHSA’s National Helpline at 
1-800-662-HELP. 

Be Informed!

Make sure you know the name of your 
medication, how much and how often to take 
it, and its potential risks & side effects.

Talk to your health care provider about ways to manage 
your pain that don’t involve prescription opioids. Some of 
these options may actually work better and have fewer 
risks and side effects. Options may include:

 � Pain relievers such as acetaminophen, ibuprofen, 
and naproxen

 � Some medications that are also used for depression  
or seizures 

 � Physical therapy and exercise

 � Cognitive behavioral therapy, a psychological, goal-
directed approach, in which patients learn how to 
modify physical, behavioral, and emotional triggers 
of pain and stress.

KNOW YOUR OPTIONS

Ensure Patient Safety
Providers treating chronic, non-terminal pain patients who 
have received opioids equal to or greater than 80 mg MED 
for longer than three continuous months should strongly 
consider doing the following to optimize therapy and help 
ensure patient safety:
 •   Reestablish informed consent, including providing 

the patient with written information on the potential 
adverse effects of long-term opioid therapy.

 •   Review the patient’s functional status and 
documentation, including the 4A’s of chronic pain 
treatment:

  » Activities of daily living
  » Adverse effects
  » Analgesia
  » Aberrant behavior
 •   Review the patient’s progress toward treatment 

objectives for the duration of treatment.
 •   Utilize OARRS as an additional check on patient 

compliance.
 •   Consider a patient pain treatment agreement that may 

include: more frequent office visits, different treatment 
options, drug screens, use of one pharmacy, use of one 
provider for the prescription of pain medications, and 
consequences for non-compliance with terms of  
 the agreement.

 •   Reconsider having the patient evaluated by one or 
more other providers who specialize in the treatment 
of the area, system, or organ of the body perceived as 
the source of  the pain.
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Ohio Guideline for the Management of Acute Pain Outside of Emergency Departments
Preface: This guideline provides a general approach to the outpatient management of acute pain. It is not intended to take the 
place of clinician judgement, which should always be utilized to provide the most appropriate care to meet the unique needs of 
each patient. This guideline is the result of the work from the Governor’s Cabinet Opiate Action Team (GCOAT) and the 
workgroup on Opioids and Other Controlled Substances (OOCS).

Introduction
In 2014, 2,482 individuals in Ohio died from an unintentional opioid-
related overdose – more than a four-fold increase in 10 years1.
Unintentional opioid overdose has become one of the leading causes 
of injury-related death in Ohio over the past decade. To respond to 
this challenge, public health and health care leaders have committed 
to helping healthcare providers better serve their patients with pain, 
while reducing the potential for overdose and death. As part of the 
Governor’s Cabinet Opiate Action Team (GCOAT), the workgroup on 
Opioids and Other Controlled Substances (OOCS) was charged with 
developing guidelines for the safe, appropriate and effective 
prescribing of self-administered medications for pain. The two
previously released guidelines are:

• Ohio Emergency and Acute Care Facility Opioids and Other 
Controlled Substances Prescribing Guidelines [Released 2012; 
Revised 2014]

• Guidelines for Prescribing Opioids for the Treatment of Chronic, 
Non-Terminal Pain 80mg of a Morphine Equivalent Dose (MED) 
“Trigger Point” [Released 2013]

Purpose
This third guideline is focused on the management of acute pain and 
the prescribing of self-administered medications for acute pain,
delineating a standardized process that includes key checkpoints
for the clinician to pause and take additional factors into 
consideration.

Definition of Acute Pain
For this guideline, acute pain is defined as pain that normally fades 
with healing, is related to tissue damage and significantly alters a 
patient’s typical function.  Acute pain is expected to resolve within 
days to weeks; pain present at 12 weeks is considered chronic and 
should be treated accordingly. This guideline may not apply to acute
pain resulting from exacerbations of underlying chronic conditions. 

Assessment and Diagnosis of Patient Presenting with Pain
For assessing patients presenting with acute pain, in addition to a 
proper medical history and physical exam, initial considerations 
should include:

• Location, intensity and severity of the pain and associated 
symptoms

• Quality of pain e.g. somatic (sharp or stabbing), visceral 
(ache or pressure) and neuropathic pain (burning, tingling
or radiating)2

• Psychological factors, including personal and/or family 
history of substance use disorder

A specific diagnosis should be made, when appropriate, to facilitate 
the use of an evidence-based approach to treatment.

Develop a Plan
Upon determining the symptoms fit the definition of acute pain, both 
the provider and patient should discuss the risks/benefits of both 
pharmacologic and non-pharmacologic therapy. The provider should 
educate and develop a treatment plan together with the patient that 
includes3:

• Measureable goals for the reduction of pain
• Use of both non-pharmacologic and pharmacologic 

therapies, with a clear path for progression of treatment
• Mutually understood expectations for the degree and the 

duration of the pain during therapy
• Goal: Improvement of function to baseline or pre-injury 

status as opposed to complete resolution of pain

Treatment of Acute Pain
While these guidelines provide a pathway for the management of 
acute pain, not every patient will need each option and care should 
be individualized. 

Non-Pharmacologic Treatment
Non-pharmacologic therapies should be considered as first-line 
therapy for acute pain unless the natural history of the cause of 
pain or clinical judgment warrants a different approach. These 
therapies often reduce pain with fewer side effects and can be 
used in combination with non-opioid medications to increase 
likelihood of success. Examples may include, but are not limited 
to:
• Ice, heat, positioning, bracing, wrapping, splints, stretching

and directed exercise often available through physical 
therapy

• Massage therapy, tactile stimulation, 
acupuncture/acupressure, chiropractic adjustment,
manipulation, and osteopathic neuromuscular care

• Biofeedback and hypnotherapy

Non-Opioid Pharmacologic Treatment
Non-opioid medications should be used with non-pharmacologic 
therapy. When initiating pharmacologic therapy, patients should 
be informed on proper use of medication, importance of 
maintaining other therapies and expectation for duration and 
degree of symptom improvement. Treatment options, by the 
quality of pain, are listed below.

Visit TakeChargeOhio.org to find more tips 
and resources on safe medication prescribing and 
medication practices

Review Treatment Plan
The 80 MED “trigger point” is an opportunity to review the 
plan of treatment, the patient’s response to treatment, and 
any modification to the plan of treatment that is necessary to 
achieve a favorable risk-benefit balance for the patient’s care. 
If opioid therapy is continued, further reassessment will be 
guided by clinical judgment and decision-making consistent 
with accepted and prevailing standards of care. The “trigger 
point” also provides an opportunity to further assess addiction 
risk or mental health concerns, possibly using Screening, 
Brief Intervention, and Referral to Treatment (SBIRT) tools, 
including referral to an addiction medicine specialist when 
appropriate.

For providers treating acute exacerbation of chronic, non-
terminal pain, clinical judgment may not trigger the need for 
using the full array of reassessment tools.

Providers treating patients with acute care conditions in the 
emergency department or urgent care center
should refer to the Ohio Emergency and Acute Care Facility 
Opioids and Other Controlled Substances Prescribing
Guidelines. http://www.healthy.ohio.gov/ed/guidelines


