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Background
Australia has a high rate of opioid 
prescribing, which has been associated 
with multiple harms. Regular review of 
patients’ opioid-related risk factors and 
realigning treatment improves clinical 
outcomes; however, general practitioners 
(GPs) can find this consultation difficult.

Objective
The aim of this article is to support GPs 
and their chronic pain patients who have 
been prescribed long-term opioids with 
a structured and validated opioid review 
process through the Routine Opioid 
Outcome Monitoring (ROOM) tool and 
the patient-led Opioid Safety Toolkit.

Discussion
The ROOM tool is a validated 
patient-reported measure that assists 
with assessment of current pain, 
functioning, risk of dependence, mood, 
constipation and risky alcohol use. The 
online Opioid Safety Toolkit improves 
patient health literacy and activation in 
their pain management. These tools, 
combined with real-time prescription 
monitoring (RTPM) information and 
naloxone for opioid overdose, can provide 
a comprehensive, efficient approach 
that helps identify and manage 
medication-related risks, supports 
quality use of opioids and assists 
conversations with patients regarding 
best treatment options.

AUSTRALIA PRESCRIBES more opioids, per 
capita, than the United States.1 Opioids are 
essential medicines, and although they play 
an important role in the management of 
severe pain, it has become clear that their 
role in chronic pain is limited and can cause 
harms.2 In response to rising overdose rates,3 
risk of dependence,4,5 hospitalisation and 
mortality associated with prescription opioid 
use in Australia,6 a range of policies have been 
implemented to reduce harm by decreasing 
levels of opioid prescribing and availability. 
These include codeine rescheduling,7 
the national implementation of real-time 
prescription monitoring (RTPM)8 and changes 
to the Pharmaceutical Benefits Scheme (PBS) 
subsidies to reduce pack sizes and restrict 
indications for opioids.9

Although it might be tempting to simply 
reduce or cease opioid prescribing, quality 
use of opioid medicines is more than this. 
Harms have been associated with opioid 
tapering, particularly rapid dose reduction or 
opioid cessation without patient consent.10,11 
Collaborative patient care, shared decision 
making and careful assessment of patient 
outcomes are important to optimise chronic 
pain management and elucidate the role of 
opioids, if any, for each patient.12,13

To support quality prescribing of long-term 
opioids and assess clinical outcomes with 
opioid use, general practitioners (GPs) are 
encouraged to review their patients regularly, 
and the PBS requires an opioid review from 
a GP colleague, pain, addiction or other 
appropriate specialist every 12 months. 
This process supports the patient and the 
prescribing GP while ensuring patients have 
the best quality of life possible.

CASE STUDY

Colin,A a man aged 56 years, has been 
seeing one of your colleagues in your general 
practice for years. Colin has a history of 
hypertension, diet-managed non-insulin-
dependent diabetes mellitus (NIDDM), 
obesity, anxiety, depression, insomnia 
and 15 years of lower back and hip pain on 
the background of a serious motor vehicle 
accident. He lives with his wife and elderly 
mother and works in an administrative 
position part time. You have seen him from 
time to time for acute self-limited illnesses 
and skin checks. Your colleague presents 
Colin at your practice clinical meeting, 
expressing concern about Colin’s pain and 
medication management. They mention 
they find conversations with Colin about his 
medications very difficult as Colin becomes 
anxious and upset. They do not think 
Colin needs to see an addiction specialist 
and there is a long wait for the pain clinic. 
Your colleague asks ‘What else can I do to 
assist Colin?’. You note that Colin is due for 
his PBS 12-month opioid medication review 
and agree to see him for assessment.

Prior to seeing Colin, you review his 
consultation records and note his current 
medications: 
•	 Amlodipine/hydrochlorthiazide/valsartan 

combination 10/160/25 mg
•	 Sertraline 100 mg
•	 Pregabalin 300 mg bd
•	 Oxycodone 40 mg bd
•	 Immediate release oxycodone 

5 mg prn qid.
You check your state’s RTPM tool and see 
that Colin is obtaining his medications only 
from your practice and your local pharmacy.
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You want to ensure that Colin has the best 
outcomes and want a tool to assist you with 
this conversation. You suggest your colleague  
ask Colin to access the Opioid Safety Toolkit 

online and complete the ROOM tool.
AA composite patient based on a number 
of patient presentations.

Aim
This paper aims to provide GPs with a 
framework to support the review of chronic 
pain and opioid use with their patients 
and identify where support and referral 
are needed using a patient self-reported 
outcomes measure, the Routine Opioid 
Outcome Monitoring (ROOM) tool. The 
secondary aim of this paper is to raise 
awareness about the Opioid Safety Toolkit 
(https://saferopioiduse.com.au) as a resource 
for GPs to promote increased health literacy 
for their patients who are prescribed opioids.

Assessing opioid use
The ‘4As’ framework assists in monitoring 
opioid outcomes. First described 20 years 
ago, it comprises Analgesia, Activities of 
daily living, Adverse effects and Aberrant 
drug-related behaviours.14 It was expanded 
to consider Affect (or mood disorder) as a 
fifth domain.15 More recently, attention has 
focused on assessing risky and dependent 
alcohol use, which is a common co-risk factor 
for overdose16 among people living with 
chronic pain in Australia.17

Although a range of tools have been 
developed to screen for opioid dependence 
specifically,18 these have rarely been validated 
among people prescribed opioids, and 
some use language that is not appropriate 
for this population. To address this gap and 
screen for a broad range of prescription 
opioid-related outcomes, the ROOM tool was 
developed (Figure 1). This 12-item tool has 
been validated and tested in metropolitan, 
regional and rural general practice in 
Australia among chronic pain patients 
prescribed opioids.19–21 The ROOM tool 
is acceptable to people prescribed opioids 
and although it is a self-reported measure, 
high endorsement of items across multiple 
studies19–21 suggests under-reporting is 
unlikely to be common. Existing literature has 
also demonstrated similar rates of substance 
use when comparing clinician interviews to 
self-reported surveys.22

The ROOM tool addresses the key ‘5As’ 
domains, can be completed on paper or online 
by the patient or the GP and is quick and easy 
to complete.21 It provides GPs with a practical 
way to engage in patient-centred discussions 
around pain and opioid use.20 The ROOM 
tool can also be completed in the waiting or 
consult room. For GPs, an online website 

Figure 1. The Routine Opioid Outcome Monitoring (ROOM) tool: healthcare provider version 
with scoring. Version for patient self-completion is available at: www.monash.edu/medicine/
ehcs/marc/research/completed/room

https://saferopioiduse.com.au
https://www.monash.edu/medicine/ehcs/marc/research/completed/room
https://www.monash.edu/medicine/ehcs/marc/research/completed/room
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resource (www.monash.edu/medicine/ehcs/
marc/research/completed/room) provides a 
scoring guide for ROOM, downloadable PDFs 
for completion on paper and videos providing 
additional training.23

The Opioid Safety Toolkit was developed 
by people prescribed opioids, GPs and 
other healthcare experts. It aims to increase 
patients’ health literacy with a range of 
patient resources on pain management 
alongside opioid safety information including 
naloxone. It provides patients with access to 
online forms to self-complete the ROOM tool 
(https://saferopioiduse.com.au/room-tool). 

What is the ROOM tool and how do 
you use it?
Chronic pain is a complex human experience 
and has an impact on many areas of life. 
The ROOM tool provides scores reflecting:
•	 patients’ current pain and functioning 

(using the Pain, Enjoyment of life, 
General activity [PEG] tool)24

•	 risk of dependence/addiction (opioid 
use disorder, measured with the ‘OWLS’ 
validated screening tool; this tool measures 
four items of prescription opioid use: 
Overuse, Worrying, Losing interest, 
and feeling Slowed down, sluggish, 
or sedated)25

•	 affect (or low mood) assessed with the 
PHQ-2, a screening tool validated for use 
in primary care settings26

•	 adverse effects including constipation 
and sedation

•	 risky alcohol use, using a validated single 
screening question.27

Assessing these areas can support a 
conversation about the benefits and risks 
of opioids, and repeated scores can be used 
over time to assess if opioids are supporting 
a patient’s functioning and quality of life. 
If risks are identified, this can assist to 
ensure strategies are put in place to address 
these. Where depression, constipation or 
risky alcohol use are identified through this 
screening tool, additional assessment and 
treatment can be provided.

What else can be done to support 
safer and quality use of opioids?
Routine monitoring of opioid outcomes, 
including pain, functioning, adverse effects 

and dependence or addiction, is one key 
step in increasing quality use of opioids. 
The ROOM tool can be combined with the 
RTPM, available in every state and territory, 
to identify medication-related risks. State 
and Territory website information can be 
found in Table 1.

The ROOM tool and RTPM can support 
discussions and treatment planning, which 
might include other pain management 
strategies; treatment of opioid use 
disorder/opioid dependence and risky 
alcohol use.

Other pain management strategies
Opioids alone are rarely sufficient to manage 
chronic pain. Best outcomes are achieved 
with a biopsychosocial model of care centred 
around physical/psychological approaches 
with medicines as second line. Questions 
1–3 in the ROOM tool assess current pain 
and the impact of pain on functioning. If, 
despite current opioid treatment and other 
pain management, scores indicate a patient is 
still experiencing moderate (score of 4–6) or 
severe pain (above 7), or moderate to severe 
impacts of pain on functioning, additional 
non-opioid pain management supports might 
be required (eg non-opioid medications, 
psychological therapies, activity scheduling 
and exercise physiology). Generally, with 
the right treatment, the impact of pain on 
functioning will be reduced.

Treatment for opioid use disorder/
opioid dependence
Items 4–7 in the ROOM tool screen address 
opioid use disorder/opioid dependence 
(Box 1) and indicate where further 
assessment might be needed. For some 
patients, additional structures such as more 
regular dispensing of smaller amounts of 
opioids (staged supply) from the pharmacy 
alongside additional coping strategies for pain 
and distress, such as cognitive behavioural 
therapy, might be sufficient. Some patients 
might need a reduction in dose or slow 
cessation of opioids (refer to the section 
‘opioid deprescribing’ below).

For other patients, where patterns of 
opioid use are placing the patient at high risk 
and indicate the development of opioid use 
disorder/opioid dependence, commencing 
opioid dependence treatment (ODT) is 
indicated. GPs can call on support from 

local specialist addiction services where 
these are available or state and territory 
specialist alcohol and other drug (AOD) 
support phone lines (Table 2) to assist in the 
commencement of ODT (ie sublingual or 
long-acting injectable buprenorphine or oral 
methadone under state and territory-based 
programs). In some states and territories, 
GPs can commence ODT, whereas in other 
jurisdictions, they need to complete training 
to do this. GPs should check the requirements 
for each jurisdiction (Table 1). GPs can 
continue to support their patient while they 
are being started on ODT and take over 
prescribing ODT once the treatment has 
stabilised.28

Risky alcohol use
In addition to question 10 in the ROOM 
tool, there are a range of resources available 
to assess alcohol use, including the RACGP 
smoking, nutrition, alcohol, physical activity 
(SNAP) guidelines.29,30 GPs can also access 
advice and support on managing alcohol use 
through addiction services via state-based 
phone lines (Table 2).

CASE CONTINUED

Colin attends his appointment with you. 
He brings in his completed ROOM tool 
and says, ‘My wife is a bit worried about 
these results...’ 

Average pain is 7/10, pain interference in 
life enjoyment is 6/10 and general activity 
is 7/10.

Colin scores 4 for the ROOM 
item numbers 4–7, which measure 
dependence/opioid use disorder as he 
sometimes uses his opioids to help sleep 
and to manage stress. He sometimes feels 
sedated during the day and dislikes this 
as it interferes with his work and home 
life and he is quite worried about his use 
of opioids.

He says his mood is ok and he still enjoys 
life, loves his family, but feels anxious at 
work. He says he has not seen his counsellor 
for a while now.

He drinks every couple of weeks when he 
has 3–4 stubbies of beer with mates at the 
pub or a BBQ.

He takes Metamucil® (Proctor & Gamble, 
Sydney, NSW, Australia) for constipation, 
and this works well.

https://www.monash.edu/medicine/ehcs/marc/research/completed/room
https://www.monash.edu/medicine/ehcs/marc/research/completed/room
https://saferopioiduse.com.au/room-tool
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You explain that the opioids are not 
working well for his pain and there are 
risks associated with his opioid dose 
(150 mg oral morphine equivalent daily 
dose) particularly combined with his other 
medications, alcohol and other health issues. 
You assure him that you and your colleague 
want to assist him to have the best possible 
quality of life and you want to work towards 
ensuring this. Together you create a plan. 
Colin decides to reduce his alcohol intake. 
He is aware of low-strength beer options as 

one of his mates now drinks low-strength 
beer and decides to try these and limit 
this to 1–2 drinks only when catching up 
with mates.

You suggest a plan for staged supply, 
naloxone, slowly reducing the opioid dose, 
linking back in with his counsellor and 
accessing physiotherapy to improve pain 
and function. 

Colin is happy with this plan and says 
his wife will be very happy as she has been 
worried about him. He is keen to work with 

you and his prescriber and says ‘Please don’t 
desert me doc, I need you as my doctor to 
help me through this.’

Provision of take-home naloxone
Naloxone is a short-acting opioid antagonist 
for the treatment of opioid overdose and 
is available at no charge in community 
pharmacies in Australia. It is recommended 
that naloxone is considered for everyone 
taking long-term opioids, along with 
information on how to recognise signs and 
symptoms of opioid toxicity and how to 
administer naloxone. An opioid safety plan31 
is available on the Opioid Safety Toolkit 
website and can be developed with/by the 
patient and their family/carers/household, 
including where naloxone is stored in the 
house and what to do in an emergency. 
Providing naloxone is acceptable and 
appreciated by chronic pain patients on 
opioids32 and reduces harm.33 Naloxone is 
analogous to a fire extinguisher or epi-pen 
– something to have in the home – but 
hopefully never needed.

Opioid deprescribing
For some patients, completion of the ROOM 
tool and RTPM review might indicate that 
their pain is inadequately managed despite 

Table 1. Real-time prescription monitoring programs and specialist support services in Australia

Jurisdiction RTPM name Website Specialist support service

Australian Capital 
Territory

Canberra Script www.act.gov.au/health/providing-health-
care-in-the-act/pharmaceutical-services/
canberra-script

Directions health service 61324800 or 
Canberra Hospital (02) 6244 2000

New South Wales SafeScript NSW www.health.nsw.gov.au/safescript 24-hour phone service, Ph: (02) 8382 1006 
(Metropolitan Sydney)

24-hour phone service, Ph: 1800 023 687 (Regional, 
Rural and Remote New South Wales)

Northern Territory NTScript www.ntscript.nt.gov.au 24-hour phone service, Ph: 1800 111 092

Queensland QScript www.qscript.health.qld.gov.au 7 days 8:00 am to 11:00 pm, Ph: 1800 290 928

South Australia ScriptCheck SA www.scriptcheck.sa.gov.au 24-hour phone service, Ph: (08) 7087 1742

Tasmania TasScript www.tasscript.health.tas.gov.au 24-hour phone service, Ph: 1800 630 093

Victoria SafeScript www.safescript.vic.gov.au 24-hour phone service, Ph: 1800 812 804

Western Australia ScriptCheckWA www.health.wa.gov.au/Articles/N_R/
Prescription-monitoring-in-Western-
Australia/Working-with-ScriptCheckWA

Monday to Friday 8:00 am to 8:00 pm, 
Ph: (08) 6553 0520

RTPM, real-time prescription monitoring.

Box 1. Features of opioid use disorders and opioid dependence

Opioid use disorder/opioid dependence is a chronic relapsing, remitting condition.  
It is characterised by: 

•	 regular opioid use that takes precedence in a person’s life

•	 using increasing doses of opioids, for longer than intended

•	 craving or a strong desire for opioids

•	 impaired control over opioid use – unable to cut down

•	 relapse upon attempts at stopping opioid use

•	 continued opioid use despite harm and/or in risky circumstances

•	 high-risk behaviours (ie injecting)

•	 tolerance to opioids – needing a higher dose to get the same effect

•	 withdrawal syndrome – including yawning, tearing, sweating, pupillary dilatation, goose 
pimples, nausea, vomiting, diarrhoea, abdominal pain, deep muscle aches, increased pain, 
anxiety, irritability.

http://www.act.gov.au/health/providing-health-care-in-the-act/pharmaceutical-services/canberra-script
http://www.act.gov.au/health/providing-health-care-in-the-act/pharmaceutical-services/canberra-script
http://www.act.gov.au/health/providing-health-care-in-the-act/pharmaceutical-services/canberra-script
https://www.health.nsw.gov.au/safescript
https://www.ntscript.nt.gov.au/
https://www.qscript.health.qld.gov.au/
https://www.scriptcheck.sa.gov.au/
https://www.tasscript.health.tas.gov.au/
https://www.safescript.vic.gov.au/
https://www.health.wa.gov.au/Articles/N_R/Prescription-monitoring-in-Western-Australia/Working-with-ScriptCheckWA
https://www.health.wa.gov.au/Articles/N_R/Prescription-monitoring-in-Western-Australia/Working-with-ScriptCheckWA
https://www.health.wa.gov.au/Articles/N_R/Prescription-monitoring-in-Western-Australia/Working-with-ScriptCheckWA
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high or increasing doses of opioids. This 
indicates that the benefits of opioids are 
overshadowed by opioid-related risks, and 
this can help support a discussion with 
the patient on changing management. 
The decision to trial reducing opioids can 
be a long-term process and is best done 
in collaboration with patients. It requires 
ongoing support, frequent review by the GP, 
the treatment team (ie pharmacist, practice 
nurse, counsellor) and engaging other 
treatment modalities for the pain. The most 
common outcome of deprescribing is less 
pain and better function.11 Deprescribing 
National Health and Medical Research 
Council (NHMRC)-endorsed guidelines on 
tapering opioids have been published and can 
guide this process.11

Conclusion
GPs are central to the management of 
chronic pain and the safe use of opioids 
for their patients. Using the Opioid Safety 
Toolkit and the ROOM tool can help 
identify risks and facilitate conversations 
with patients to improve health and 
quality-of-life outcomes.

Key points
•	 Regular review of opioids is recommended 

and now required with long-term opioid 
prescribing.

•	 The ROOM tool can:
	– be self-completed by patients or 

with a GP
	– support positive conversations around 

safe and effective opioid use
	– indicate unmanaged pain, depression, 

constipation, risky alcohol use and 
opioid dependence/use disorder 

	– used in conjunction with the online 
Opioid Safety Toolkit, and RTPM.

•	 Naloxone (provided at no cost through 
pharmacies) can be recommended to 
all patients on long-term opioids.
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