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SUMMARY

STANDARD OPERATING PROCEDURES FOR OPIOID TREATMENT

OF CHRONIC NON-MALIGNANT PAIN (CNMP)
PURPOSE
To establish a standard operating procedure that address safe and effective management of chronic non-malignant pain for VA Long Beach Healthcare System Primary Care Teams and Providers (Step One). 
BACKGROUND 

1) Opioid prescribing over the past ten years has resulted in significant increases in deaths, hospitalizations, Emergency Room visits, opiate dependency, recreational use and diversion. The risk of opioid overdose is particularly high among Veterans.  Risk of overdose and adverse events rise with increased daily dose. 
2) The ultimate goal of analgesia is to improve function and psychosocial well-being (i.e. quality of life). A 30% reduction in pain is a reasonable analgesic goal.
3) Opioid therapy should not be a first line option for CNMP but rather a trial complementary to other pharmacologic and rehabilitative approaches.
PROCEDURES
1) Initial encounter
a) Physical Exam and assessment of pain
i) Required documentation:  
(1) Precise pain diagnosis – including radiologic, lab tests
(2) Current pain management assessment
(3) Risk Stratification

(4) Treatment Plan

b) Prescription Drug Monitoring Program (PDMP) inquiry. Completed initially and at least annually
c) Urine Drug Screen (UDS). Completed initially and at least annually. UDS typically detects opiates and other drugs of abuse for up to 3 days after consumption. Synthetic opioids such as tramadol, methadone, and buprenorphine require specific test and are not identified by UDS. 
d) National VA Consent for Long-Term Opioid Therapy for Pain 
i) Signed via iMed consent by both the prescribing provider and patient
ii) Required initially and when transferring care from another provider or VA
e) Patient education documents and handouts – to be reviewed and given to all patients
i) “Taking Opioids Responsibly for Your Safety and the Safety of Others”
ii) “Patient Responsibilities When Taking Opioids” 
2) Follow-up Visits
a) Face to face at minimum every 180 days for patients prescribed scheduled II opioids and at least annually for patients on tylenol with codeine or tramadol. More frequent visits may be required depending upon risk stratification.
3) At Renewal of Opioid Medications
a) Documentation of the efficacy of analgesia, quality of life, and function and any aberrant opiate behaviors 
b) Re-assess risk stratification

c) PDMP inquiry (as necessary)
d) Urine Drug Screen (as necessary)
e) Pill count (strongly suggested for medium and  high risk pts)
4) Prescribing
a) Opioid medications may only be obtained from a single provider or their designee 
b) Switching Primary Care Providers (or selectively denying care) because of pain management is not permitted
c) The lowest opioid dosage possible should be employed in conjunction with non-pharmacologic and non-opiate therapy to improve function and reduce pain
d) Concomitant benzodiazepines and opioid prescribing should be avoided. A Mental Health consult is strongly encouraged if dual therapy is being considered.
e) Maximum morphine equivalent dose (MED) initiated by a Primary Care Provider is < 90 mg daily.
f) Early renewals, refills are not permitted. Exceptions may be made on a case-by-case basis for vacation fills.
g) Lost or stolen prescriptions may only be reordered once every 365 days.
h) Long acting opioids are preferred over short-acting agents and should be prescribed on a scheduled regimen; as needed dosing (prn) is not permitted.
i) Dose ranges for opioid prescriptions are not permitted e.g. 1-2 tablets prn pain. 
j) Short acting opioids
i) Primarily reserved for titrating therapy, rescue or breakthrough pain and should not be routinely prescribed on a scheduled regimen e.g. 1 tablet every 6 hours for pain
ii) Prescriptions are limited to 100 tablets per month in any combination
iii) Oxycodone (Percocet) and Hydrocodone (Norco) – no refills permitted 

iv) Codeine 30mg or 60mg /acetaminophen (Tylenol #3 or #4) - 90 days up to 1 refill or 30 days up to 5 refills
v) Tramadol - up to 180 tablets per month - 90 days up to 1 refill or 30 days up to 5 refills
k) Schedule II opiates - 30 days, no refills. Recommended to be ordered on a 28 day cycle, preferably Tuesday - Thursday (30 day supply, fill every 28 days on same day). If the prescription is NOT to be filled on the day ordered, the desired fill date must be entered into the “provider comments” field when ordering the medication. 
l) Fentanyl Transdermal Patch
i) Not indicated for opioid naive patients
ii) Maximum dosage in Primary Care is 100 mcg every 72 hours. Every 48 hour dosing is not permitted. 
m) Methadone
i) Not a preferred pain medication and reduction in use is mandatory. Patients should be transitioned to another long acting opioid or alternative therapies when appropriate or referral to Step 2 Pain Clinic.
ii) Concomitant benzodiazepines are absolutely contraindicated.
5) Discontinuation of Chronic Opiates
a) If there is no documented support (efficacy) for continued use.
b) A new note in CPRS is required when opioids are discontinued.
c) Abrogation of the National Opioid Consent, aberrant behavior, demonstrated irresponsible use of opiates, and/or illicit substance abuse. 
d) Reinstituting opioids after discontinuation requires discussion with the provider or clinic that discontinued therapy and that discussion to be documented in CPRS.
e) Refusal to cooperate with the treatment plan, including refusing to attend ordered specialty consultation.
6) General Tapering Considerations
a) Tapering opiates is usually not life threatening.
b) The rate of tapering / discontinuation (fast or slow) is made on an individual basis.
c) The longer the patient has been on opiates the slower the taper.
d) Patients on an as needed non-daily basis can be discontinued without tapering.
e) Withdrawal symptoms should not be treated with opiates or benzodiazepine.
f) Tapering should be a discussion topic for patients taking opioids at > 90 MED.
i) Rapid tapering - reduce the original dose by 25 percent every seven days
ii) Gradual tapering - reduce the original total opioid dose by 10 percent every seven days.
7) Reasons for Specialty Referral 
a) Failure to improve function and quality of life parameters on high dose opiates 
b) Inability to taper to < 90 MED average daily dose.
c) Prescribed methadone and unable to convert to morphine and / or short acting opiates.
d) Opiate need is not for analgesia (i.e. addicted to opiates).
e) May benefit from a surgical procedure for pain relief; any referrals to Step 3.. 
f) Deemed high risk for opiate related safety issues.
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