
OPIOID TRACKER CARD 

Name      Sex 

DOB      Hospital Number 

Diagnosis 

 

FOR NEW PRESCRIPTIONS 

OPIOID PRESCRIPTION CHECKLIST 

1. Comprehensive assessment undertaken prior to initiating an opioid (Pain assessment 

as  per UCLH history taking Performa)       □ 

 

2. Adequate use of non-drug therapy (i.e. physical or psychological therapy)/ non-opioid  

analgesics prior to initiating an opioid?        □ 

 

3. Relevant information about opioids given to patient (see contract over)   □ 

 

4.  British Pain Society (BPS) Information leaflet given to patient    □ 

 

5. Patient agrees to treatment goals (see contract over)     □ 

 

6. Patient assessed for risk of aberrant drug behaviour1     □ 

 

 

1Suggested by factors including personal or family history of substance abuse (including 
alcohol and drugs), psychiatric or psychological disorders (e.g. OCD, Bipolar, 
Schizophrenia, Depression), poor social support (BPS Guidelines) 



OPIOID AGREEMENT 

 

I, …………………………………………. , agree to enter into a treatment program in using 

opioid analgesics for my chronic pain.   

I agree to trial drug.......................................  via ................... route up to a maximum dose 

of……………..mg/mcg (this includes breakthrough pain relief) in order to achieve the 

following treatment goals. 2 

1. 

2. 

3. 

The trial period for this medication would be..................weeks. If the above agreed dose 

does not help I agree not to escalate. The usefulness of the medication would be reviewed 

on next consultation at the end of the trial period.  

I agree to the following conditions defining my responsibilities as the patient in this 

treatment: 

1) I agree that this treatment has been explained to me in terms of its purpose, side 

effects of medication and risks of treatment. 

 

2)     I understand that: 

a) Common side effects of opioid therapy include dizziness, sickness, constipation and 

itchiness of the skin.  

b) There is a potential for drowsiness and slowed or ‘fuzzy thinking’ from the opioid therapy 

both when the medication is started and when the dose is increased.  I agree to refrain 

from driving a motor vehicle or operating dangerous machinery until any drowsiness 

disappears and I understand that it is my responsibility to inform DVLA that I am taking 

opioid medicines. 

 

2. Examples of some domains for goal setting: household, social and leisure activities, work, 

sleep, fitness, use of aids (e.g. stick, corset, crutches), use of medications. 

 



3.    I understand that 

a) There is a low but definite risk of addiction as a result of this treatment 

 

b) Physical dependence may develop to the opioid medication; this means that my 

body may get used to the medication such that a sudden decrease or 

discontinuation of the medication will result in symptoms of withdrawal.  I understand 

that this withdrawal is uncomfortable but not life-threatening. 

  

c) If I am taking opioids, I need to talk to my doctor before planning pregnancy. If I 

become pregnant while I am on opioid medication I should talk to my doctor and 

should not suddenly stop taking the opioids. 

 

d) Taking high doses of opioids for long periods can cause other side effects like 

reduced fertility, low sex drive, irregular periods, erectile and/or sexual dysfunction, 

reduced ability to fight infection and increased levels of pain. 

 

3)  I agree to attend scheduled appointments for monitoring the treatment. 

 

4) I agree to take the opioid medication at the dose and frequency prescribed by my 

physician.  I agree not to increase the dose or frequency without first consulting my pain 

consultant or General Practitioner. 

 

5) Opioid medication is a potentially dangerous substance and can cause serious harm. I 

agree to keep the opioid medication in a safe and secure place. I agree not to give, sell, 

lend or in any way provide my opioid medication to any other person. 

 

6) I agree to abide by the terms mentioned above and that failure to do so may result in 

the discontinuation of the opioid treatment. 

 
 
 
 

Signed at  ____________________   on ________________, 20___ 

            ______________________         _____________________ 

            Patient         Doctor 



MAINTAINANCE TRACKER CARD 

Review Number……………………    Date……………………………….. 

Initiating Pain Consultant/GP                        

………………………………………………………. 

 

Adverse Effects 

1. Evidence of aberrant behaviour1 (see page 1)     Yes/ No 

2. Any side effects / problems        Yes/ No 

If yes then elaborate including management strategies                                

………………………………………………………………………………………………………… 

……………………………………………………………………………………………………….. 

3. Evidence of any endocrine effects       Yes/ No 

If yes, elaborate including management plan  

……………………………………………………………………………………………………… 

……………………………………………………………………………………………………… 

Endocrine function tests  

Anterior pituitary function - 9 am baseline – LH, FSH, Estradiaol (females) / Testosterone 

(males), TSH, free T4, IGF-1, cortisol, and prolactin 

The cortisol should be at least above 400 nmol/l. If any are abnormal then the patient 

should be referred to Dr Stephanie Baldeweg, Consultant Physician in Diabetes & 

Endocrinology, UCLH.  

 

Analgesia 

Amount of pain reduction achieved  

At rest  ………………………………………………………………………………………… 

On exertion ………………………………………………………………………………………… 

Any other comments…………………………………………………………………………………. 

 

 

 



Goals met  

1.                                                                                                            Yes/ No 

2.              Yes/ No 

3.             Yes/ No 

 

Planned action(s) regarding further opioid use: 

□ Continue current opioid          □ Change route/formulation of opioid  

□ Switch opioid     □ Discontinue opioid slowly 

□ Decrease opioid dose                   □ Increase opioid dose 

□ Assess for aberrant opioid behaviours  □ Stop opioid therapy 

□ Other action...................................................................................................................... 

    ......................................................................................................................................... 

New treatment goals (if different from previous goals) 

1. 

2. 

3.  

Agrees on treatment goals          Yes/ No 

 

Maintenance therapy and planned actions  

Choice of agent     Drug    Route    Dose               

Frequency 

Maintenance 

Breakthrough  

Non – pharmacological strategies to manage breakthrough pain 

• 

• 

 

 Date of next Review                                          …………………….. 



 


