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Introduction:  While an important tool in the management of both acute and chronic 
pain (cancer and non-cancer), opioids are subject to misuse, abuse, diversion and 
overdose.  By some estimates, about 10% of the population is at high risk for addiction if 
exposed to opioid drugs, and while these patients may still need to have opioids 
prescribed for them in some circumstances (eg. end-of-life care), they need to be 
assessed, treated and monitored differently than low-risk patients. 
 
Purpose:  This policy will serve to standardize opioid prescribing practices across the 
FHT, so that patients, their families, and their prescribing clinicians are protected against 
the risks of opioid prescribing, and will outline measures to ensure that safe opioid 
prescribing occurs. 
 
Definitions:   
1.  Weak Opioids:  This group includes tramadol (+/- acetaminophen), codeine (+/- 
acetaminophen or ASA) and tapentadol, in both long acting and short acting preparations. 
2.  Strong Opioids:  This group includes hydrocodone, oxycodone, morphine, 
hydromorphone, fentanyl, methadone and buprenorphine, alone or in combination with 
other medications such as acetaminophen, ASA or antihistamines, in long or short acting 
preparations, and in any delivery system.  Meperidine is also a strong opioid but its use is 
no longer recommended. 
3.  Addiction:  A chronic neurobiological and behavioural condition characterized by the 
“Four C’s”: 
a.  Cravings for the drug in question 
b.  Loss of Control over drug use 
c.  Continued use despite harm (Consequences) 
d.  Compulsive use of the drug 
Addiction is different from tolerance (need for increased dose over time to maintain 
clinical effect) and dependence (withdrawal symptoms other than pain on abrupt 
cessation of the drug), both of which are normal and expected consequences of chronic 
opioid use to some degree. 
4.  Aberrant Drug Taking Behaviour:  A set of behaviours which may be more or less 
predictive of addiction, but which should raise concern in the prescriber.  These may 
include lost or stolen prescriptions, repeated requests for early refills, demand for a 

POLICY AND PROCEDURE 

Title: GCFHT Opioid Policy and 
Procedure 

Category:  Clinical  

Effective Date:  January 2016 
 

Next Review: January 2019 

Author:   Brian Kerley, Lead Physician Reviewing Body:     FHN Physicians, 
 Board of Directors FHT 
                                  



 2 

particular opioid, preference for a short acting rather than long acting version of the 
opioid, repeated requests to escalate the dose or unsanctioned dose escalations, use of 
multiple pharmacies and multiple doctors to obtain opioids.  Behaviours which should 
elicit even more concern and should not be tolerated include selling prescription drugs, 
prescription forgery, buying or borrowing opioids from others, injecting or inhaling oral 
preparations, obtaining prescription drugs on the street, and concurrent abuse of alcohol 
or illegal drugs. 
5.  Risk Assessment:  Some method of assessing a patient for risk of drug addiction, 
ideally applied before a course of opioids is commenced.  The Opioid Risk Tool (ORT) is 
the preferred method of risk assessment.  The ORT is found in Appendix A and is in the 
EMR as a stamp. 
6.  Urine Drug Screening: Use of urine drug testing to monitor compliance with the 
opioid being prescribed (“Is what I prescribe in the urine”) and test for the presence of 
illicit drugs (“Is anything that I am NOT prescribing in the urine”).  The preferred test is 
the urine broad spectrum tox screen with chromatography (Test code 967 at Lifelabs). 
7.  Opioid Contract: (also known as a Narcotic Contract): a written document, agreed 
upon and signed by patient and prescriber, that sets out the terms and conditions under 
which opioids will be prescribed and monitored.  A sample Opioid Contract is found in 
Appendix B and is in the EMR as a stamp. 
8.  Fractional Prescribing:  a method of prescribing opioids (or any drug subject to abuse) 
whereby a total quantity is prescribed, but is dispensed as so many pills every so many 
days, so as to put the pharmacist in charge of ensuring that appropriate amounts are given 
at appropriate intervals.  Depending on the level of concern about addiction, the interval 
may be longer or shorter and the number of pills larger or smaller. 
9. Monitoring:  Ongoing assessment of the efficacy of the opioid, as well as any side 
effects and any aberrant drug taking behaviour that hints at addiction.  This requires 
regular office visits (ie. it must be conducted in person), and an ongoing assessment of 
the “6 A’s”:  Analgesia, Activities of Daily Living, Aberrant Drug Taking Behaviour, 
Affect, Adverse effects and Adjuvants (co-analgesics, both drug and non-drug), and may 
also involve urine drug screening.  The 6 A’s are found in the EMR as a stamp. 
10.  High risk patient:  a patient who is deemed at increased risk of aberrant drug taking 
behaviour or addiction, based on the ORT or on their past behaviour. 
 
 
Policy: 
The Garden City Family Health Team will endeavour to prescribe opioids in a safe and 
effective manner which: 

1. Minimizes risk to patients, their families and the prescribers while maximizing 
efficacy 

2. Monitors for aberrant drug taking behaviour and addiction 
3. Treats everyone with kindness, dignity and respect 

Procedure: 
1. Opioids will be initiated at an office visit and not over the phone 
2. Office visits will be conducted at intervals to carry out appropriate monitoring (eg. 

the 6 A’s) as outlined above.  The interval will depend on the risk of aberrant drug 
taking behaviour or addiction in a given patient, but should not exceed three 
months. 
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3. An opioid contract is HIGHLY RECOMMENDED for any patient who will be 
prescribed strong opioids for more than a week or two, and is mandatory for 
high-risk patients. 

4. Fractional prescribing will be carried out in any patient deemed to be high risk for 
aberrant drug taking behaviour or addiction.  One week is often used as a safe 
interval.  Eg. a long-acting opioid taken routinely q12h would be prescribed with a 
fraction of 14 tablets every 7 days.  The total quantity could be four weeks (56 
tabs), eight weeks (112 tabs) or twelve weeks (168 tabs). 

5. Urine drug screening is mandatory for high-risk patients, and is recommended for 
any patient on long term strong opioids.  Urine drug screening is carried out at 
the office.  A urine specimen is obtained BEFORE the patient is placed in the 
exam room (ie. before the visit).  Urine specimen collection is unobserved.  A 
urine sample that is warm and yellow and of sufficient quantity for analysis (about 
10 ml) is acceptable.  Urine drug screening is scheduled, and not random, and 
may occur at every visit or at an interval determined by the prescriber. 

6. Long-term opioid prescriptions will not be repeated during urgent care clinics, at 
night or on weekends or statutory holidays by the physician on call.  Patients will 
be instructed to call their family physician when the office next opens to discuss 
the situation.  If necessary, a prescription for clonidine 0.1mg tid prn for sweating. 
trazodone 25mg qhs prn for sleep, NSAID or acetaminophen (depending on 
medical history) prn for pain, loperamide prn for diarrhea and dimenhydrinate prn 
for nausea can be given to ease withdrawal symptoms until the patient can 
contact their family doctor.  

7. Other than in exceptional circumstances, lost or stolen prescriptions will not be 
replaced at any time. 

8. There will be no early refills for patients on fractional prescribing, nor any patient 
on an opioid contract (this is stated explicitly in the contract, hence the value of 
having such a contract).  An exception may be made at rare intervals where the 
renewal date falls on a holiday or during a planned vacation, to allow the patient 
some flexibility. 

9. Patients will be instructed to keep their opioids locked up securely, and out of 
reach of children. 

10. Any evidence of aberrant drug taking behaviour or an abnormal urine drug 
screen (lacking the medication being prescribed or containing other illicit drugs) 
will prompt an immediate re-evaluation of the prescribing, a review of the opioid 
contract with the patient (or the establisment of such a contract if there is not 
already one in place), and a renewed commitment from the patient to follow the 
rules.  If the behaviour continues or the urine drug screen continues to be 
abnormal, the opioid will no longer be prescribed.  This in itself is not grounds for 
terminating a patient, but the patient may elect to leave the practice to obtain 
drugs elsewhere under these circumstances. 

11. The prescriber must make a commitment to the patient to prescribe enough 
opioids to get the patient to the next scheduled visit.  This means that if the 
prescriber has to cancel such a visit, an additional supply of opioids will need to 
be prescribed to get the patient to the rebooked visit time.  The patient, however, 
does NOT have the right to cancel the visit and expect additional opioids to be 
prescribed to them, other than in exceptional circumstances, which must be 
discussed with the provider. 

12. Opioids in chronic non-cancer pain should be considered as a TRIAL.  If the trial 
is not going well, or if the opioid dose rises above 200mg of oral morphine 
equivalents per day without any evidence of success, the opioid should be 
gradually tapered off (NOT stopped abruptly). 
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13. Co-analgesics such as NSAID’s, tricyclics or anticonvulsants should be 
considered at every step of the opioid titration. 

14. In patients with chronic non-cancer pain, and in any high-risk patient no matter 
what the diagnosis, short acting opioids should be avoided and long acting 
opioids prescribed exclusively. 

15. In very high-risk patients, transdermal fentanyl patches should be considered, 
with the patient required to return the previous (used) patch to the pharmacy 
before a new one is prescribed (a three-day interval).  A similar strategy could be 
used with buprenorphine patches on a seven-day interval.  The use of 
methadone for pain is another consideration, but requires a special license 
exemption or referral to a pain specialist. 

16.  Exceptions to opioid prescribing can be made at the discretion of the individual 
care provider. 
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Appendix A 
 
The ORT (Opioid Risk Tool) 
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Appendix B 
 
Sample Opioid Contract 
 

Narcotic (Opiate) Treatment Agreement 
 
As part of my pain management protocol, I, ________________, agree to a TRIAL of 
opiates for pain management and I agree that these drugs will only be prescribed for me 
under the following conditions: 
 
Only one doctor will prescribe opiates for me and that doctor will be Dr. 
______________ 
I will fill all my prescriptions for all my drugs, opiates and non-opiates, at one pharmacy, 
and that  
pharmacy will be: _________________________ 
There will be NO telephone repeats under any circumstances--I must come for my 
scheduled appointments in order to get medication renewed. 
There will be no early refills under any circumstances. 
Lost prescriptions will not be replaced 
I will not adjust my own dose of the medications. 
I will not use anyone else’s meds, nor give mine to anyone else 
I will not use over-the-counter opiates like 222’s, or tylenol #1 
I will keep my opiates securely locked up and out of reach of children 
I agree to provide a urine sample for drug testing whenever I am asked to do so. 
Dr. ______________________will  prescribe enough medication to get me to my next 
appointment with him/her. 
 
Signed: 
 
__________________________  (Patient) 
 
__________________________ (Doctor) 
 
Date: ______________________ 
 


