











Doctor-Patient Agreement

Opioid and opioid-like management of non-cancer pain

This agreement is designed to share information about the medications you will be taking to help with chronic pain. It will also aid you and your doctor to comply with controlled substance regulations.
Our goal is to improve your quality of life while balancing the risks of medication. The success of your treatment depends on trust, honesty and understanding how opioids and opioid-like drugs are used.

We have agreed to use opioids as part of your treatment plan for chronic pain management. These drugs can be useful but can have significant side effects and therefore need to be closely monitored and regulated. 
The medicine(s) covered by this agreement include:

	Medication name
	Dose
	Directions for use
	Monthly quantity

	
	
	
	


Your doctor understands that it is important for you to know that they will: 

· Listen and try to understand your experience of living with pain. 

· Accept your reports of pain and response to treatment.

· Thoroughly assess your pain.

· Explain what is known and unknown about the causes of your pain.

· Explain the meaning of test results or specialist visits/consultations, and what can be expected in the future. 

· Explain the risks, benefits, side-effects, and limits of proposed treatment. 

· Respect your right to participate in making pain management decisions, including the right to refuse some types of treatment. 

It is equally important for your doctor that:
· You have read the patient information leaflet and you are fully aware of the potential side effects of opioid therapy, including hormonal disorders which may affect mood, stamina, sexual desire, and physical and sexual performance.
· You understand that many drugs can interact with opioids increasing the risk of side effects. This includes alcohol, sleeping tablets, antihistamines, some cough medicines and other drugs, therefore you will read the warnings on all your medications and inform any doctor that you visit that you receive opioid medication.
· You do not ask for prescriptions earlier than agreed upon and take medicine only at the dose and time/frequency prescribed. 

· You do not ask for opioid medicines from other doctors or obtain them from unauthorised individuals.
· You understand that the above opioid medication is strictly for YOU.  It should not be given or sold to others because it is illegal and may also endanger that person’s health. You are responsible for keeping your pain medications in a safe and secure place, a locked cabinet or safe is ideal. If your medication is stolen, you will report this to the local police station and obtain a crime number. You will also report the stolen medication to your doctor. If your medication is lost, misplaced or stolen, your doctor may choose not to replace it. 

· You understand that in most cases long-term opioid therapy is only blocking the pain signals, but is not treating the actual cause of the pain, therefore, you are willing to learn new ways to manage your pain by attempting step-by-step behaviour and lifestyle changes. 
· You understand that long-term and/or high doses of pain medication may cause increased levels of pain known as opioid-induced hyperalgesia (pain medicine causing more pain) which may manifest as a completely different kind of pain or increase in present pain syndrome. 
· You are aware that continued use of opioids will lead to physical dependence. Physical dependence means that if your opioid use is markedly decreased or stopped, you will experience a withdrawal syndrome, with some or all of the following symptoms: runny nose, yawning, large pupils, goose bumps, abdominal pain and cramping, diarrhoea, vomiting, irritability, aches throughout body and a flu-like feeling. You are aware that opioid withdrawal can be very uncomfortable, but is not normally life-threatening.
· You are aware that many opioid users develop a tolerance to opioids. If you become tolerant, it may be an idea to decrease the opioid dose very gradually under your GP supervision, stop taking the opioid for some time and then gradually start it again. This may be much better than increasing the opioid dose and helps to avoid the side effects. There will be an upper limit of opioid that will be decided beyond which it would be considered unsafe to increase the opioid dose.
· You have understood the implications on driving under new regulations and have had an opportunity to discuss my concerns regarding this.
· For female patients, if you plan to become pregnant or believe that you have become pregnant while taking the above medication, you are aware that, should you carry the baby to delivery while taking opioids, the baby will be physically dependent. You will inform your doctor of your pregnancy without delay. 
· You understand that initially you will be seen and assessed at short intervals to allow appropriate adjustment of the opioid dose and you will be asked about your pain scores, quality of life and sleep. If it appears to your doctor that there is no improvement in the quality of your life and daily functioning, your medicine may be discontinued.  
· You will communicate fully with your doctor or other designated prescriber about your pain level and activities during your initial visits and during all follow-up visits. If asked, it is your responsibility to notify your doctor or specialist nurse of the side effects that continue or are severe (i.e. sedation, confusion).
· You understand that non-compliance with the above conditions may result in a re-evaluation of your treatment plan.
I (insert name) ______________________________________________ have read the above information or it has been read to me and all of my questions regarding the treatment of pain with opioids have been answered to my satisfaction. I hereby agree to participate in the opioid medication therapy and acknowledge that I have received this document.
Patients Signature ……………………………………………………………………………..…… 

Print name ………………………………………………………………………………………………

Date ………………………………………………………………………………………………………..
Prescriber’s Signature …………………………………………………………………………….
Print name ………………………………………………………………………………………………

Date ………………………………………………………………………………………………………..

