Management of Chronic Non Cancer Pain
Tool Instruction Manual for Practice Solutions
Electronic Medical Record

Intended Tool Use

Clinical best practices and recommendations that follow the Centre for Effective Practice (CEP) Management of Chronic Non Cancer Pain (CNCP)
Toolkit have been incorporated into the template, which is divided into the following sections: Baseline Assessment, Ongoing Assessment, Non-
Pharmacological Therapy, Non-Opioid Medications, Opioid Medications and Intervention Management and Referral. This approach allows
clinicians to conduct a complete assessment and provide a tailored management plan that incorporates the patient’s goals, while adhering to
current best practices in providing improved CNCP management overall.
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Chronic Non Cancer Pain Management tool

The Management of Chronic Non Cancer Pain tool has been separated into two tools in the Practice Solutions Suite (PSS) electronic medical record
(EMR):
e Chronic Non Cancer Pain Management tool — Baseline Assessment QBIC CEP.cfm

e Chronic Non Cancer Pain Management tool — Follow up visit QBIC CEP.cfm

These tools are designed to help primary care providers develop and implement a management plan for adult patients with CNCP. CNCP is defined
as pain that typically persists or recurs for more than 3 months or past the time of normal tissue healing. This tool is focused on a multi-modal
approach to manage CNCP, and applies to — but is not limited to — pain conditions such as osteoarthritis (OA), low back pain (LBP), musculoskeletal
(MSK) pain, fiboromyalgia (FM) and neuropathic pain (NP). Primary care providers should use non-pharmacological options, with or without
pharmacological options, to build a comprehensive and personalized plan that incorporates the patient’s goals.

The Baseline Assessment tool is recommended to be completed first to conduct a thorough assessment of the CNCP diagnosis and establish an
appropriate pain management plan. Please note that this is not a diagnostic tool. The Baseline Assessment may take up to two visits to complete
depending on clinical workflow and preference. After conducting a thorough Baseline Assessment, the Follow Up visit tool can be used to
continually manage the CNCP. The Follow Up visit tool is a reduced version of the Baseline Assessment, allowing primary care providers to easily
review what was completed at the most recent visit and modify plans when appropriate, on an ongoing basis.

Once the Baseline Assessment has been completed, certain information documented in the form will populate into the next use of the Baseline
Assessment, if completing over more than one visit, and also into sections in the Follow Up visit. The Follow Up visit will populate information
captured from the most recent use of the Baseline Assessment and or Follow Up visit.




Chronic Non Cancer Pain Management tool — Baseline Assessment QBIC CEP

General Tool Overview
When inserting the custom form into the chart, the Chronic Non Cancer Pain Management tool — Baseline Assessment QBIC CEP will appear as
follows:

[Toct 20, 2017 Chronic Mon Cancer Pain Managerient tool - Baseline Assessment QBIC CEP
Management of Chronic Non Cancer Pain - Baseline Assessment  (j) versien:  1.0.0
| Pain Summary @ e |
| Patient History |

| Substance Use Hx & OUD Risk Assessment

| Physical Exam

Managment Plan
| Treatment Goals

| Non-Pharmacological Therapy

| Non-Opioid Medications |

PR BB ©oe
00 PP ©o

| Opioid Medications |

| Additional plan notes @ @ ]

* Information in this tool has been referenced from The Centre for Effective Practice’s Management of Chronic Non Cancer Pain
Toolkit. For more information and additional resources please refer to their website: TheWellhealth.ca/CHCP

Selecting the @ will populate the following intended tool use message:

Management of Chronic Non Cancer Pain - Baseline Assessment @

This tool is desianed to help primary care providers develop and implement a management plan for adult patients with Chronic Maon-
Cancer Pain (CHNCP). CHNCFP is defined as pain thattypically persists or recurs for more than 3 months or pastthe time of normal tissue
healing. This toal applies to, butis not limited to pain conditions such as ostecarthritis (OA), low back pain (LEP), musculoskeletal (MSKD)
pain, fibromyalgia (FM) and neuropathic pain (MP). This tool focuses on a multi-modal approach to manage CHCP. Primary care
providers should use non-pharmacological options, with or without pharmacological options, to build a comprehensive and personalized

plan that incorporates the patient's goals and is not expected to be completed in one patient visit but rather over a series of visit. 0 =y
Closa .30

i Close f_;:' . . . . .
Selecting the will collapse the text area and it will no longer be visible.

Selecting the @ or @ symbols will expand or collapse sections within the form.




Pain Summary

The Pain Summary section allows the primary care provider to collect/review information on the established pain diagnosis, main reason for visit,
subjective pain information, and pain metric scores if previously completed. If pain assessment tools have not been used/conducted previously, the
primary care provider can access the Brief Pain Inventory (BPI) assessment directly within the tool and conduct an assessment. LHIN-specific resources
can also be accessed, which will provide a list of local CNCP resources such as chronic pain treatment clinics, drug addiction clinics, self-management
workshops and more.

| Pain Summary ® S, ___ PSS Stamp templates are used throughout
Established Pain Diagnosis: Frespeemes (Main Reason for Visit: the tool for the primary care provider to

[[Headaches wats link

[Tosteoarthritis (DA) == | gybjective Pain Information: easily tab through the different options

[[Low Back Pain (LEF) weblink | 4| gcation:s «Duration:s «Character: s —————— within a text area (i_e_ Subjective Pain

[T Myofascial Pain

[ Fibromyalgia (F1) Information) and tab over what they want to

[[Meuropathic Pain keep in the notes and delete what they do
[CJothert not.
*f suspected Complex Regional Pain Syndmom (CRPS), ) . . . X
consider URGENT referal to multi-disciplinary team. Established Pain Diagnosis checkbox’s will
CRPS Critoria i .
LHIN spocific resources far referral {wablink] prepopulate if any of those conditions are
Brief Pain Invertory (BPI) Open BPl assessment tool listed in the Cumulative Patient Profile (CPP)
| @PainSeverityScore” Note*: depending on how data is entered in

"@PainInterferenceScore”

the CPP, there is a chance that a diagnosis
entered in a different format might be
missed.

Additional Comments:

Ol =

Clinical Resources web links will direct you
Open BPI assessment tool will pop o Brief Pain Inventory to additional information/resources on that
up a BPI assessment form that the  *. : B specific diagnosis.
patient can fill out with the primary .
care provider. Selecting Add to et e

Notes will insert the assessment into
the chart, below the CNCP Baseline
form. The next use of the Baseline or
Follow Up form, you will see these
metrics populate into the flowsheet.

Discard [ Acdronstes




Patient History

The Patient History section allows the primary care provider to gain a better understanding of what the patient has done and or is currently doing
in regards to treatment options for their CNCP. This section reviews if there are any co-morbidities, history of mental health, supports in place and
if there are yellow flag indicators, that might put the patient at a higher risk of poor outcomes, if on or starting on pharmacological therapy. Mental
health assessment metric scores can also be viewed in this section or the primary care provider can access and conduct a mental health assessment

if not yet done or the patient is due to have another completed.

| Patient History @ e,
Relevant Past Medical History Metrics (PHG-S & GAD-7]

[Co-Morbidities geng-a

[Flanxiety [FIPTSD "IEAD-T

[FIDepression [T5ubstance Use Disorder (SUD)

[TIDiabetes [Flother

[Finflammatery Arthritis
Past Pain related investigations/Consults

Biomedical Yellow flags
[Tsevere pain or increased disability at presental

Current & Previous phar logical & phi logical treat it DPuevioussigniﬁcant pain episodes

[CIMuttiple site pain
[ |Non-arganic signs
Dlatrogenic factors

«Treatment.» ehenefits:» eside effects:»

Psychiatric Yellow Flags
[FlBelief that pain indicates harm

DExpectatlon that passive rather than active tc
most helpful

[FIFear avaidance behaviaur
Dcatastrophic thinking
[F1Poar problem-salving ability
[TPassive coping strategies
[Fatypical health beliefs
[FPsychosomatic perceptions
[FHigh levels of distress

Mental Health History

sPsychiatric hxs «
=Family psychiatric hx:z »

Functional & Social History
Social Yellow Flags
«Supports (Family&Social): =

«Work Status/General Function: =
«Sleep: »

[FLaw expectations of retum to work

DLack of confidence in performing work activiti
[[Heavier wokload

DLow levels of contral over rate of wokloa
[F1Posr watk relatianships

[TSocial dysfunctisnfisolation

[(IMedico-legal issues

Additional Comments

Tools
Open PHO-2 assessment tool

Open GAD-T assessment tocl

PHQ-9 and GAD-7 score
populate  overtime in| the
flowsheet. ! 2
Open PHQ-9 assessment tool and E
Open GAD-7 assessment tool will
open these assessments for the |
patient to complete. Note*: these ,
assessments are set up so that ==
when opened, the EMR will log out
to have the patient complete the
assessment on the computer and
once they are finished, it will =
prompt the primary care provider b
to log back into the EMR for privacy —
purposes. If the primary care : —

Toidk  @GADIS G Medesate amiety

provider prefers to complete the
assessment with the patient in the
room, the individual custom forms
can be accessed and inserted into
the chart through the insert
custom form function. All metrics
will update once the form/chart
has been refreshed.

Hyeu checked of any pesblems, how difcul
yourwak ke care o7 ings a hume, o e

ooy wilh aer peoglz?




Substance Use Hx & OUD Risk Assessment

The Substance Use History and Opioid Use Disorder Risk Assessment section allows the primary care provider to assess and identify if there is or
has been any history of substance use and or opioid use disorder indicators.

| Substance Use Hx & OUD Risk Assessment @ e .

[(|Patient is currently on Opioid []Orderediconducted Urine Drug Screen(UDS)
DS results (if available/orderedl:

Info: Idertify high risk patierts:

general notes: Risk Assessment. Opioid Risk Tool individuals with current anxiety,
zflcohol: zRisk Assessments «Low risk patierts «High risk pt dit:z canxietys depression, PTSD; individuals
ellicit substances= zdlepressions «PTSDe scurrertipast hx of alcohol or drug uses with current or past history of
zPrescription medications: =Opioid Risk Tool score:s « problematic alcohal or drug use
OR
Use Opioid Risk Tool

If the [ |Patient s currently on Opioid js ‘hacked, the following OUD Assessment will pop up:

OUD Assessment:  OUD checklist

Clinical Features of Opioid Use Disorder (OUD)

The primary care provider can add general notes indcator Exampies Notes
pertaining to their assessment of OUD or can select o “t“"g‘:p;rm J"{J‘fn;"::
the OUD checklist to access the Clinical Features of ] Iy :E;E%&E;‘;gfmqugrmme-m.
Opioid Use Disorder (OUD) to reference/document | [ | Orenctoneause - Mutplewmauroreddoseescaitons
specific indicators and other notes. prugsestng  Aaessivecompaining oL heneed

D - g’:‘f;:;?:::?{?l(\m(e STaf for faxed

scripts of fit-In' appointments.
~ Nothing else ‘works

RepeatedWitnarawal | - Marked dysphoria, myaigia, G
] symptoms symptoms, cravings
Accompanying « Currently addicted to alcohol, cocaine,
conditions cannabis, or other drugs
=] + Underlying mood or anxiety disorders
are not responsive to treatment
] | Sociafeatures + Deteriorating or poor social function
+ Concern expressed by family members
Views anthe opioid + Sometimes acknowledges being
medication addicted
+ Strongresistance to taperingor
H switching opicids

+ May admit to mood-leveling effect
+ May acknowledge distressing
withdrawal symptoms

Discard Add to Motes




Ift

he DOl'dEl'ed.fcnnduded Urine Drug ScreenflIDS)

is checked, a customized lab requisition will pop up where the primary care provider can order UDS

Testing or Confirmatory UDS Testing. Selecting each test button on the top of the lab requisition will populate the appropriate work up for that
test in the Other Tests section. Selecting the Clear button will clear all tests documented. The primary care provider has the ability to edit the

requisition if needed (i.e. other tests can be added or removed and information can be modified).

Selecting the

Opioid Risk Tool

e

E7 Ontario Rttt
Liboraiey Reation

Heauimianes Cicar ! Prasiner

LIDS Testng

Catrorstory Use Oniy. ] A . 5
[“ note: If the initial UDS results identify a substance

Tara Lanergen (ot vos Toren ]
P )

108 victora st S aes ]
Kchenen, ON 2G 105 —
i o Sr g

012345

[Chack 1) orm
[ % oMiptnsursa T T Pary f ninsure
E=r=r) =

] i

¥ oo s crdeved are ot fo seghetered I ar
it paerns of  hosgiial.

« FOBT (0001 o oher

Add Pending Tests to Form Frint & Create Pending Tests

x amin0i? Create Pending Tests frem Forr Print

% Upioid Kisk 1ol
File

that is unexpected or do not identify a substance
that was expected and the patient cannot provide
a reasonable explanation you can choose to
validate the result by requesting chromatography
testing

will pop open the following Opioid Risk tool and a Total Score will calculate at the bottom:

(s

Family History of Substance Abuse
Alcohol
lllegal drugs
Prescription drugs
Personal History of Substance Abuse
Alcohol (> CAGE)
Illegal drugs
Prescription drugs
Age 6Byr (1 ptif 16-45)
History of preadolescent sexual abuse
Psychological Disease
ADD, OCD, Bipolar, Schizophrenia
Depression
Total:

By Lym R Wetne MO

Add to Mates




Physical Exam
The Physical Exam section allows primary care provider’s to document physical exam notes. Suggestions for specific examinations include
musculoskeletal and neurological examination. Vitals such as blood pressure, heart rate and respiratory rate are also included in this section.

| Physical Exam > &2,
WEI.‘; zMusculoskeletal Examinations
' o eMeurological Examinationz
HR: T
C
RR: 8

Management Plan

Treatment Goals
Treatment goals that the primary care provider and patient discuss together can be documented in the Treatment Goals section. It is suggested

that the goals be SMART: Specific, Measureable, Agreed-upon, Realistic and Time-based.

Managment Plan
|Treatmem Goals @ @ |

Wark with the patient to identify goals towards which the patient would like to work to. Use the SMART framework to hel;
define goals

Tip: SMART goals
Specific
Measurable
Agreed-upon
Realistic
Time-hased

o R =




Non-Pharmacological Therapy

The Non-Pharmacological Therapy section provides the primary care provider with non-pharmacological therapy options for CNCP and
recommendations in regards to how to initiate, adapt and evaluate each therapy option.

| Non-Pharmacological Therapy

D20 6,

Physical Activity (])

zRecommended general activity and exercise therapies, as
appropristes

«Recommendeds «home and group physical activitiess
«Recommended low impact physical activity, seEncouraged pt to
continue with the fallowing, » ewalkings, epilates » «Tai Chi»
«yogas. eaquatic therapys

wPt education: Start low and go slow (2.9. 5 min every other day)
and aim for a moderate level of intensity of activity= <Encourage to
increase curation of activity by #= <Encourage reducing duration of
intensity of activity by: e

«referral to physiotherapists

Psychological Therapies@

zRecommenced: =eEncouraged ongoing use of.» <CBT =
zMindfulness Based Intervention (MBI = <Acceptance Commitmert
Therapy (ACT),» «Respondent Behavioural Therapys

«Referral to:» epsychotherapist,» esocial worker » soccupational
therapist » ecther ez

Patient Resources:

websitas and webinars:
Hurolovo Centre for Mindful Solutions

Introduction to Mindfulness for Chronic P..

Yoga for people in pain
othar:
eCouch (weblink)

Fact Sheet: Chronic Pain (PDF)

i
Self-Management Program (j) Physical Therapies (j)
zRecommended self-management program to complement other «Recommendedz«Encouraged continued use ofz« the following for
therapiess short-term (3 weeks or less) relief of painz eManual therapyz
zEncouraged ongoing use of strategies from self management «TENS= zLow level laser therapyz
programz zreferralto; = ephysictherapist,z echiropractors sosteopaths
zProgram details: =

& i

Patient Resources are
also provided in this
section, for the primary
care provider to either
print or provide the
link to the patient.

If the G::’ is selected, additional information on why non-pharmacological treatments should be considered for all patients with CNCP

appears:

Mon-pharmacological treatments should be considered for all patients with CMCP. Choose treatments that you and the patient feel

comfortakble with and then inttiste, adapt, and evaluate the treatment plan (use motivational interviewing technigues, as appropriate).

10




PLCs

Selecting the 2= jcons throughout the remainder of the tool will pop open talking points for primary care providers who would like
guidance on how to engage in conversation with their patient about specific treatment options:

 FIUTIPIArTTT LIRITIY U 2Py

File

0@}& Elicit the patient's thoughts/feelings:

"How do you feel about trying some exercise therapy for your pain?”

2,10

Talking Points

If patients are reluctant

exercise therapy: decreasing pain.”

Try the Elicit-Provide-Elicit Elicit the patient's opinion:
technique "What do you think about this?”

Provide information (a commeon patient concern is that exercise therapy will increase pain):
“If lunderstand correctly, you are concerned that physical activity willincrease your pain.
to try physical activity/ Interestingly, it actually tends to do the opposite; physical activity can be an effective way of

If the ® icon is selected beside each of the therapy options (physical activity, psychological therapies, self-management program and
physical therapies), additional information on how to initiate, titrate and evaluate the therapy will pop open. These three steps are also built
within the Stamp template under each therapy option so the primary care provider can document what exactly the plan is for that particular

therapy and follow the recommended guidelines.

Physical Activity (D

zRecommended general activity and exercise therapies, as
approprigtes

zRecommended: home and group physical activitiess
zRecommended low impact physical activity, =eEncouraged pt to
continue with the following; = ewalkings, pilates = «Tai Chiz
zyogaz . saguatic therapys

wPt education: Start low and go slow (e.g. 5 min every other day)
and aim for a moderate level of intensity of activity= «Encourage to
increase duration of activity by: = =sEncourage reducing duration of
intensity of activity by

zreferral to physictherapist=

»

= lencpln el @ =S

File

Physical Activity

Examples of pain conditions
ndicated for: FM, LBP, headache, OA

A}Initiate

+ Recommend general activity
and exercise erapies, as
appropriate

« Recommend combined home
and group physical activities to
nelp increase activity levels

« Pick a low impact physical
activity, such as walking,
pilates, Tai Chi, yoga or aquatic
therapy {see Appendix A]

. Startlowand go slow (.g.,
5 min svery other day) and
aim fora moderate level of
intensity of activity**

« Considerreferraltos
physiotherapist #f more
intensive supportis required

B) Adapt

« Improve sdnerence to
nome physical activity by
‘encouraging graded activity

. Encowrage graded activity—
add 10 min every 3-4 weeks"

« Minimal goal: 30 min of exercise
5 days aweek'

« Addin other activitiesas
toleratad

C)Evaluate

- Measure beneftsat B ormore
weeks™

+ Use BFI to evaluate efiect on
pain, function and quality of life

- Ifbenefits are notidentifed,
try otheractivity types and
continue to counsel about the
walue of exercise and activity

11




Non-Opioid Medications

The Non-Opioid Medications section provides primary care provider’s with the option to prescribe non-opioid medication first, before prescribing
opioid medications. Specific non-opioid medications are provided with additional dosage, tapering and potential harms information for each

medication provided.

CASH

| Non-Opioid Medications

Plan

@ Plan- «start:» «taper:» «titrate:» «maintain:» care provider is going to start, taper, titrate or maintain
«med names* «doses* «length of trials
start med «patient benefits*«adverse effectss

Change Med «discussed potential for side effect(s)=
«discussed potential benefit(s)=»
Medication Options «reviewed/referenced medication material»

G
The “* icon will pop up

additional information on
how to initiate, titrate and
evaluate non-opioid
medication.

The start med will pop open the PSS prescription
module to prescribe a medication.

The Stamp template can be used to tab through and
document the Plan for medication (i.e. if the primary

a medication) and also if potential benefits and side

effects were discussed.

A) Initiate*

Select one medication from the table based on patient's pain type and
judgment of ri s.

= Agree with patient on goals (pain reduction, improved function/
mood, other)

« Agree on length of initial trial [usually 2 weeks at optimum dose, up
to 4 weeks for antidepressants)

« Discuss potential side effects/risks {see Appendix B)

« Beaware of concomitant over-the-counter treatments and advise
accordingly.

« Where possible, avoid concomitant sedative and hypnotic
medications; be aware of concomitant alcohol use and counsel
that there is an increased risk of overdose ifalcohol and opioids
are used together™®

+ Startatrecommended dose

Tip: Some antidepressants can have  role for neuropathic pain, as weilas
for nociceptive pain, such as osteoarthritis

See Appendix B for details on evidence, benefits/harms, and dosing.

B) Titrate®

+ Adjust, as needed, up to an effective dose, unless limited by side
effects. Do not exceed the maximum dose.

+ Minimize polypharmacy as muchas possible.

See Appendix B for details on dosing and titration.

C) Evaluate®

« Evaluate effects on pain, function, meod and set goals
+ Use pain and function assessment scales:**
« Brief Pain Inventory (BP/}®

+ Consider trialling two or three drugs in succession from the same
class ifoneisineffective!

+ Avoid co-prescribing two drugs from the same class

+ Due to safety risks associated with use of oral NSAIDs, use
conservative dosing for the shortest possible duration consistent
with approved prescribing limits:®

Regularly review ongoing value of each medication. If drug does not

Fatient: Carly Chronic Pain ageiB6  wiinever recorded o neverrecorded  eGFR:never recorded

Name: |test

Label Instructions:

Quankity/Duration: Refills: Autg Discantinue

12




The Change Med will filter the patients chart with any current medications so the primary care provider can easily adjust any prescribing

information.

Only Treatments &)

[oct 3, z017
Start: oxvocodone (Oral) as directed Quantity: 1 tablet Mo Refills

TLD

The Medication Options will pop open a list of non-opioid medications with additional dosage information.

Drug Class Drug Pain types®
General Acetaminophen Osteocarthritis (hip or knee)
Dosage Infol
MNonsteroidal anti- | Lowback pain
inflammatory drugs
Dosage Infe| INSAIDS]
Anti- Carbamazepine 1%-lime for trigeminal neuralgia (may
convulsants also be used for general neurcpathic
pain)

‘Gabapentin Neuropathic pain
[Amitriptyline or gabapentin are
usually the first choice)

Pregabalin Ifamitriptyline or gabapentin are
not effective/tolerated, pregabalin
may be used as an alternative for

Dosage Info neuropathic pain or fibromyalgia
Anti- Amitriptyline MNeuropathic pain (Amitriptyline
depressants | [nortriptyline or gabapentin are usually the first

or imipramine chaice)

may be usedif

amitriptyline not

effectivel®

Duloxetine Neuropathic pain due to diabsetes,
fibromyalgia, or ostecarthritis

Dosage Info| Fluexetine Fibromyalgia
Topical Topical NSAIDS Musculoskeletal pain' and

ostecarthritis™”

Topical rubifacients | Musculoskeletal pain (if other drug

Dosage Infol treatments are not effective)
+ Cannabinoids are not equivalent in effectiveness as anti-

depressants or anti-convulsants™®
Cannabincid forms that can be considered for neuropathic pain:**
« Synthetic tetrahydrocannabinol [nabilone)
+ Mabiximols
« Diried cannabls (vaporizer or edible product)

Drug/drug class | Paintype Evidence| Roleintherapy | Potentialharms Dosage* Tapering**
level

Acetaminophen | Osteocarthritis ass Should be « Canbe hepatotoxic at + 1000-4000 mg/day* Tapering
{hip or knee). considered doses ofgreaterthan3-4 | | Dose provided in product labelling not required|
in additional for hip orknee grams/day and at lower (maximum 4000 ma/day) is for
tonon- osteoarthritis dosages in patients with short-term treatment (5 days)*
pharmacoclogical {aloneorin chrenic alcohol use or liver| R N )
treatment combinatien disease* + Thereis greater risk lincluding Gl

with NSAIDs), in
addition to non-
pharmacological
treatments

« Consider liver function
tests (LFTs) if hepatic risk
(history efliver problems
oralcoholabuse, long-
termuse)

« Reduce doseinliver
insufficiency or alcohol
dependence*

« Many medications
le.g., over the counter
cough and cold and pain
relief productsl contain
acetaminophen; read the
label and avoid exceeding
maximum dose®

adverse events and multi-organ
failure) from acetaminophen with
extended duration of use—use
conservative dosing and treatment
duration’

13




Opioid Medications

The Opioid Medications section allows the primary care provider to document the reason(s) why the patient meets the criteria for an opioid
prescription, provides watchful dose information, tapering information and a flowsheet to view any current opioid prescriptions documented
within the EMR, with start date and dose information included. Specific recommendations are provided for patients who are currently on an
opioid(s), not currently on an opioid(s) but considering and if they do not warrant consideration for opioid(s) at this time. Primary care provider
and patient resources are also provided regarding opioids.

Tip*: You can show prescription End Dates, days remaining on a prescription and more for prescriptions in the patient profile. This might be helpful to quickly review the duration left of a
medication that was prescribed by the primary care provider. For example, when prescribing/reviewing opioid(s). Please refer to the User Guide on how to set up these preferences.

| Opioid Medications E;”,% @ @ ,
Opioid medications are nﬁhe preferred treatment for CHCP but may be considered in selected patients. If opicids are used, they For documentation purposes,
Ivghmuld be combined with nen-pharmacological treatments and non-opioid medications as appropriate checkboxes can be checked if
Opioids should be reserved for patients that meet the following criteria: patient meets the criteria for
A biomedical pain diagnosis, with evidence for an indication of opioids (currently there is limted evidence for use of opioids in FM an opioid prescription.

and Headaches)
Mon-opioid treatments have been trialled or are being trialled concurrently
Pain is severe enough to interfere with daily function
Patient has low-rigk of opioid use disorder (Referto seclion on Substance abuse and COpioid Use Disorder Risk Assessm

Before trying opioids, t iz not necessary to sequertially "fail" non-pharmaceological or non-opicid pharmacological therapies, though
v it is important to weigh expected benefts and risks of therapy. There is no high guality evidence showing that opicids improve pain
ar function with long term use.

The following is meart to provide guidance for treatment options for when assessing current and new Opicids:
Pt is currently on Opiocid(s)
Pt is currently HOT on Opioid but considering
O [7pt does not warrant consideration for Opioids at this tin

Opioid Medication Treatment Plan
Review current opioids (if listed in medication module of patient profile)

Plan- «starti+ «taper:s «titrate:* «maintain;s*
® «med name:s «dose:s «length of trial:s
«discussed potential for side effect(s):=»
start med =discussed potential benefit(s):»
Change Med «reviewed/referenced medication materials
«patient benefits:» » ::]

Clinician Resources: Opioid Patient Resources:
- Opioid Conversion Table CDC - Prescription opioids: What you need to know (P...
- Tapering meds McMaster University: Messages for patients taking opicids (Web...

- Strategies to prevent OUD Mike Evans - Best Advice for People Taking Opioid Medications (video URL 14
- Opioid Treatment Agreement ISMP Canada Opioid Stewardship - Opieid Pain Medicines Information for Patient and Families (R.




If [¥Ptis currenthy on Opioid(s):

The following is meant to provide guidance for treatment options for when assessing current and new Opioids:
View strategies to prevent OUD

[¥]Ptis currently on Opioid(s)
or DPt is currently HOT on Opioid but considering
ER [7]Pt does not warrant consideration for Opioids at this tin

is selected, the following information will populate:

Evaluate if the benefits outweigh the risks to determine if t is warranted to continue on opicids {consider consultation if unsure)

# [F continuing Opioids, keep in mind that the current watchful dose is 90 MME
# [F discontinuing Opicids, refer to taper meds to guide desprescribing
notes:

Opioid Medication Treatment Plan
DReuiew current opioids (if listed in medication module of patient profile)

- Opioid Conversion Table
- Tapering meds

File

start med
Change Med

Plan- «start:» «taper:s «titrate:» «maintain:s
® «med name:s «dose!s «length of trial:s

sdiscussed potential for side effect(s):»
sdiscussed potential benefit(s);»
«reviewed/referenced medication materials
«patient benefits:» »

=

Toconvertto [Toconvert

% opioid conversion table w fentanyl png

Table 5: Opioid conversion table

& ULL_preventionstrategies. Pl
File

(E=S[E0 "]

Strategies to Prevent Opioid Use Disorder (QUD)

1.Identify highrisk patients: individuals with current anxiety, depression, PTSD; individuals with current or past history of
problematic alcohol or drug use.

2.Do not prescribe opioids to patients at high risk for OUD unless they have a biomedical pain condition affecting function,
and have failed at all first-line non opioid treatments. Do not prescribe for fibromyalgia or simple low back pain.

3.Take a baseline urine drug sample. Do not prescribe opioids if cocaine or non-authorized drugs are present.

4.Dispense smallamounts frequently - weekly, twice weekly, daily if necessary; especially if patient runs out early.

5.Set the maintenance dose at the lowest possible dose -in most cases, it should be no more than 50mg.

6.Avoidany drug that is commonly misusedin the community (e.g., hydromorphone, fentanyl, oxycodone).

7. If patient shows clinical features of OUD, refer for methadone or buprenorphine treatment. Prescribe buprenorphine
yourselfif specialized addiction clinicis not available or acceptable to the patient.

Note: Continuing to prescribe opioids in the face of opioid addiction may put the patient at risk of harm. However, stopping or

refusing to prescribe opioids canalso , suchas severewithdrawal ordriving the patient to obtain opioids
fromthe street. [tis important to mitigate these risks by finding a safe way to reduce and manage opioid use.

o] & S

Fentanyl*

Oilods® oral morphine from oral 50MED 90MED + 60134 mg momhine = 25 mcgh
a equivalent, |morphine, lequivalent dose equivalent dose * 135179 mg morphine = 37 mcgh
uitiply by: _ kmuttiply by + 180 — 224 mg morphine = 50 mcg/h
+ 225 - 260 mg morphine = 62 mcgh
Oral preparations (mg/d) + 270 - 314 mg morphine = 75 mcgh
Codeine 015(0.1-02) [6.67 334 mg/d 600 mg/d = gég 2 383 23 m:z::x = fgg'{;%;h
Hydromorphone /5.0 02 10 mg/d 18 mg/d
Morphine 10 1 S0mg/d 90mg/d *The information provided can be used to determine the marphine equivalents for a|
. patient on fentanyl. If used for switching opioids the dose comersions are
Oxycodone 1.5 0667 33mg/d 60 mg/d for unidirectional conversion to fentanyl in patients for chronic s and ot
= < Eaass 7S e opioid naive. The dose comversions were not intended to covert patients from
apentadol 0304 333 14 300 fentanyl (o other opioids. doing 50 may result in overdose and toxicity. The
Tramadol 0102 6 300 540 information in this table is from the 2008 Canadian Pharmacists Association

*Conversion ratios for opioids are subject to variations in kinet
** The maximum recommended daily dose of tramadol is 3

. (2017). The 2017 C

Clinician Resources:
- Opioid Conversion Table
- Tapering meds
- Strategies to prevent OUD
- Opioid Treatment Agreement

Opioid Patient Resources:
CDC - Prescription opioids: What you need to know (P...
McMaster University: Messages for patients taking opioids (Web...

Mike Evans - Best Advice for People Taking Opioid Medications (video URL

ISMP Canada Opioid Stewardship - Opioid Pain Medicines Information for Patient and Families (B,

Opioid Medication Treatment Plan
> [V|Review current opicids (if listed in medication module of patient profile}

oxyoodone

Name Dosage

as directed

s governed by genetics and other drugs.
mg depending on the formulation.

Opioids for Chronic Non-Cancer Pain. Retrieved from
%2010r%20CMAJ_01may2017.d1

Compendium of pharmaceuticals and specialties guide

+ Insufficient analgesia, insufficient effect on
function, or afailed opioid trial

+ Significant side effects (e.q., sedation,
fatique, depression, sleep apnea, falls,
motor vehicle accidents,

increased risk for overdose
+ There are many protacols for an opioid taper -
thefollowing is an example:

suppression)
+ Suspected opioid use disorder
+ Highopioid dose (well above 90 MME), even
ifno abvious sideeffects are present
Explain tothe patient that tapering often
improves pain, maodand function.

Date Started
Oet 3, 2017

1.Decrease dose by 10% of totaldally d
every 1-2weeks ormonthly. Continue unti
one-third of the original dose s reached.

2.When one=third of the original doseis
reached, decreasedose by S%every 2-4
weeks.

3.Atapermaybe pausedfora period of time
tohelp the patient adjust.

Tapering Opioids Howto taper® Tapering Pearls
Indicati per and discontinue opioids: + Opioids be abruptly stopped, + Inpatients who have been on opioids for years
as it may trigger i di aslower taperis morelikely to be successful

+ Taper more cautiously during pregnancy
andfor seek out expert consultation - acute
withdrawalincreases the risk of premature
labour and spontaneous abortion

+ Avoid sedative-hypnotic medications,
especially benzodiazepines, during the taper

+ Optimize non-opioid management of pain
andprovide psychosocial support for anxiety
relatedtothe taper

+ Some patients may begin to manifest an OUD
during the taper. Arrange for appropriate
treatment and consider naloxone use.
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if the [ZPtis currently NOT on Opioid but considering

is selected, the following information will populate:

[]PEIs currently HOT on Opiold but considering .., strategies to prevent OUD
or DPt does not warrant consideration for Opioids at this tin

# |F starting Opioids aim to keep the dose below 90 MME, most patients respond to a dose of 50 MME
. Start with weak opicids (e.gtramadol, codeine)

# Potent opioids are second line (&.0. morphine, oxycodone,hydromorphone, fentanyl, Methadone, Tapentadol,Buprenorphine)

Opi

id Medication Treatment Plan
|:|Reuiew current opioids (if listed in medication module of patient profile)

Plan- «start;» «taper;» «titrate:» «maintain:»
® «med name;» «dose;» «length of trial:»
«discussed potential for side effect(s):»
«discussed potential benefit(s):;=»
Change Med «reviewed,/referenced medication material»
«patient benefits;» »

start med

up).

&
Clinician Resources: Opioid Patient Resources:
- Opioid Conversion Table CDC - Prescription opioids: What you need to know (P...
- Tapering meds McMaster University: Messages for patients taking opioids (Web...
- Strategies to prevent OUD Mike Evans - Best Advice for People Taking Opioid Medications (video URL
- Opioid Treatment Agreement ISMP Canada Opioid Stewardship - Opioid Pain Medicines Information for Patient and Families (P,

If the medication names are selected (in order from
|, weaker to more potent opioids), additional medication
information will be provided for each.

File

Weaker opioids
Drug/drugclass  |Pain type? Evidence |Roleintherapy® Potential harms* Dosage™”
level®
Codeine + Chroniclow back «Useonlyif patient « Nausea, constipation, | « Start:15-30mgqéh
pain doesnotrespondto | drowsiness, dizziness, | + Titration: q7d, increase by 15-30mg/d
. Osteoarthritis non-opioid therapies | dryskinfitching, + Max: 600 mgfd
« Among opioids, this vomiting Pearls:
isalst-line opicidfor | « Abuse/addiction (risk . . .
mildto moderatepain | lower than with stronger | * When used with acetaminophen, limit
opioids) max acetaminophen dose to 3.2g/day
« Maximum duration of therapy for
breastfeedingwomen = 4days (some
women rapidly metabolize codeine to
morphine; causing neonatal toxicity)
2 | Tramadol « Chroniclow back »Useonlyif patient . .
K pain doesnot respondto athighrisk of seizureor | (37.5/325mg):
= + Osteoarthritis non-opioid therapies patientson medications | + Start: 1tabqd-6h(max 4 tabs/d)
3 . this | thatinc in, |+ Titrati increaseby 1 tab
; isalst-lineopioidfor | Suchasselective q4-6h
s mildto moderatepain | Serotoninreuptake + Max: g tabs/d
inhibitors [SSRIs]) + Tramadolregular release:

+ Nausea, constipation, + Starting dose (days 1-3): 25 Mg QAM
drowsiness, dizziness, |, Titration (as tolerated):
dryskin/itching, + Day 4-6:25mg BID
vomiting. «Day7-9:25mgTID

+ Abuse/addiction: (risk + Day 10-12:25mg QID
may be lower than with +Day 13-15:50mg TID
stronger opioids) + Day 16 and thereafter: 50mg QID

+ Tramadol controlled-release (CR):
« Start: 100-150 mg q24h (depends
onbrand)

» Opioid Medication Treatment Agreement can be reviewed and

printed for the patient to sign.

Opioid Medication Treatment Agreement

I understand that | am receiving opioid medication fram Dr. Lonergan to treat my pain condition
| agree to the following:

1

2

3

4

8

5

| will not seek opioid medications fram another physician. Only Dr. Lonergan will prescribe
opioids far me

| will not take opiaid medications in larger amounts or more frequently than is prescribed by Dr.
Lonergan

I will nat give or sell my medication to anyane else, including family members; nor will | accept
any opioid medication from anyane else

| will not use over-the-counter apiold medications such as 222's and Tylenol No. 1.

| understand that if my prescription runs out early for any reason (for example, if | lose the
medications, or take more than prescribed), Dr. Lonergan will not prescribe extra
medications for me; | will have to wait until the next prescription is due

| understand that regular urine drug screening is mandatory and routine for all patients taking
opioid medications, even when no misuse is suspected
Whenever | am asked to give a urine sample, | will do so without complaint or delay’

| will fill my prescriptions at ane pharmacy of my choice; pharmacy name,

| will store my medication in a secured location

| will not take any recreational or street drugs while on opioid medications

| understand that if | break these conditions, Dr. Lonergan may choose to cease
writing opioid prescriptions for me.

All of the same content will be provided
as above, if included in this section as
well (i.e. Strategies to prevent OUD pop
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If [¥|Pt does not warrant consideration for Opioids at this t..: is selected, nothing will populate. This is mainly for documentation

purposes.

Additional Plan Notes

The Additional Plan Notes section allows the primary care provider to document and summarize their treatment plan for the patient. Suggested
information to document might be follow up instructions, if the patient needs to be off work or if they should return to work, or if an opioid
treatment agreement was reviewed and signed with the patient. The customized lab requisition, other patient resources and the link to
TheWellhealth.ca/CNCP website can also all be accessed here at the end of the Baseline Assessment tool.

| Additional plan notes @ e |

«Follow up in:® » aweelkss «monthss Tools/Forms
«off or return to worlks open lab req for UDS
«reviewed opioid tx with pte

Patient Resources:
Canadian Pain Coalitions - Pain Resource Centre (web...
The Arthritis Society of Canada: Managing Chronic Pain {web...
RHAD Fact Sheet: Helping people manage their pain (PD...

* Information in this tool has been referenced from The Centre for Effective Practice's Management of Chronic Non Cancer Pain
Toolkit. For more information and additional resources please refer to their website: TheWellhealth.ca/CHCP
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Chronic Non Cancer Pain Management tool — Follow up visit QBIC CEP

General Tool Overview

When inserting the custom form into the chart, the Chronic Non Cancer Pain Management tool — Follow up visit QBIC CEP will appear as
follows:

Management of Chronic Non Cancer Pain - Follow up Visit version: 1.0.0

Date Baseline Completed (click date to view form): Oct 20, 2017
Il Chronic Pain Review
—@ Pain S v
Established Pain Dx: Diagnosis details Co-Morbidities Metrics: Brief Pain y (BPI), PHQ-9 & GAD-7
|~ Headaches [ |Anxiety Latest Last Oct 20
Neadaches ) Value Dane 2017
[Tostecarthritis (0A) [~ IDepression
) "@PainSeverityScore"
[FLow Back Pain (LBP) | |Digketes

"@PainlnteiferenceScare"
[T IMyofascial Pain [CInflammatory Arthritis @PHG-"
[ IFioromyaigia (F1) [CPTSD "@GAD.T" 3 Ot 20
[T IMeuropathic Pain [TSubstance Use Disorder (SUD)

[Flcther [CJether

Update Open BPI tool Open PHG-3 tool Open GAD-T tool

@ Pain & Psychosocial Status (i.. function examples, social functio

, sych desciptions)

[TReview Yellow Flags
[T|Review Substance Use Hx & OUD Risk Assessment
Physical Exam:

witals BP HR: RR Insert Last Hote

aMusculoskeletal Examinations

Note= . Neurclogical Examinations

[|Mew Diagnosis
|

M Treatment Plan Review & Updates
——@ Treat it Goals

Waork with the patient to identify goals towards which the patient would like to work to. Use the SMART framework to
help define goals

1. Tip: SMART goals

2. Specific

3. Measurakle

4 Agreed-upon
Realistic

Time-hased




——@ Non-Pharmacological Therapy ® )

fisert Stamp Tex] (Insert Last Hote)
Physical Activity (1)

t——4 Non-Opioid Medications ®

Plan ® (Add Med ) (Change Med ) (Medication Options) (insert Last Hote)

Plan- «start:» «taper:s stitrate:» «maintain:»
«med names «doses «length of trial=
«patient benefitss«adverse effects»
«discussed potential for side effect(s)=
«discussed potential benefit(s)s

araviamad rafarammad rmadicstian mmatarisls

—@ Opioid Medications &5,

Patient Resources:

HuroHovo Centre for Mindful Solutions (website)

Fact Sheet: Chronic Pain (PDF)

Introduction to Mindfulness for Chronic Pain {(webinar websi.
Yoga for people in pain (webinar website)

eCouch (weblink)

Opioid medications are not the preferred treatment for CMCP but may be considered in selected patients. If opicids are used, they
v should be combined with non-pharmacological treatments and non-opicid medications as appropriate

The following is meant to provide guidance for treatment options for when assessing current and new Opioids
[|Ptis currently on Opioid(s) [CIReview Opioid Criteria
OR
[CIPtis currently NOT on Opioid
but considering
OR

[Pt does not warrant consideration
for Opioids at this time

Opioid Medication Treatment Plan  (§) (Add Med )(Change Med) (insert Last Note) (Tl
Plan- «start:» «taper:» stitrate:s «maintain:s
«med name:s «dose:s «length of trial:»

Clinician ToolsResources:

- Tapering meds
«discussed potential for side effect(s):» _ Strategies to prevent OUD
«discussed potential benefit(s):»  Opioid Treatment Agresmejt
«reviewed/referenced medication material»

- Opioid Conversion Table

Opioid Related Patient Resources:
CDC - Prescription opioids: What you need to know (PDF)
McMaster University: Messages for patients taking opioids (Website)
Mike Evans - Best Advice for People Taking Opioid Medications (video URL
ISMP Canada Opioid Stewardship - Opicid Pain Medicines Information for Patient and Families (PDF)

—@ it Plan Notes

Insert Stamp Tex) (Insert Last Hote’

Patient Resources:

Tools/Forms
Canadian Pain Coalitions - Pain Resource Centre (web...

open lab req for UDS

RHAO Fact Sheet: Helping people manage their pain (PD..

* Information in this tool has been referenced from The Cenire for Effective Practice’s Management of Chronic Non Cancer Pain
Toolkit For more information and additional resources please refer to their website: TheWellhealth.ca/CHCP
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Chronic Pain Review

The Chronic Pain Review section allows the primary care provider to review information that was documented during the most recent Baseline
Assessment or most recent Follow Up visit if one has been completed already. Information can be modified where appropriate and the most recent
information will be populated into the next use of the Follow Up visit form, where functionality for this exists (i.e. established pain diagnosis, co-

morbidities and other areas throughout).

[l Chronic Pain Review
——@ Pain Summary

Metrics: Brief Pain Inventory (BPI), PHO-9 & GAD-7

Established Pain Dx: Diagnosis details
[THeadaches

[T|osteoarthritis (OA)

[|Low Back Pain (LBF)

[TIMyofascial Pain

_|Fibromyalgia (FM)

[ |Meuropathic Pain

[Tott e

The Established Pain Diagnosis checklist will
prepopulate if any of the diagnosis are
documented in the CPP as it does in the
Baseline Assessment. If any of the checkboxes
were checked in the Baseline Assessment
form or in a previous instance of the Follow
Up visit form, these will populate as well.

The Co-morbidities checklist will prepopulate
from the most recent instance of Baseline
Assessment if any of the checkboxes were
checked or if any checkboxes were checked in
a previous instance of the Follow Up visit
form.

Latest Last Oct 20
- Value Done 2017
. "@PainSeverityScare"
S;nxlety ) "@PainInterferenceSeare"
epression n "
@PHG-9
[ibetes "@GF\E 7" 9 Ot 20 9
[ IInflammatory Arthritis = :
[IpTSD
[|5ubstance Use Disorder {SUD) Update Open BP| tool Open PHE-9 tool Open GAD-T toal
[Tother

The Metric Scores have been combined
into one flowsheet within the Pain
Summary section of the tool. Metric
scores will populate overtime as they are
completed. Assessment tools can be

accessed here as well
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Pain & Psychosocial Status (ie. function examples, sacial function, psych deseriptions,
—9 { y )

[VIReview Yellow Flags
[V[Review Substance Use Hx & OUD Risk Assessment @

Biomedical Yellow flags Psychiatric Yellow Flags Social Yellow Flags
[T|severe pain or increased disabili [C[Betief that pain indicates ham [|Low expectations of retum to 1
at presentation DExpectation that passive rather Lack of confidence in pedfar

than active tx are most helpful
|:|Fear avoidance behaviour

[|atastrophic thinking
|:|Poor problem-solving ability
|:|Passi\-'e coping strategies

DPrevioussignificant pain episode
DMuItipIe site pain
DNon-organic signs
Dlatrogenic factors

DHeavierwoﬂ:Ioad

|:|Low levels of control over rate
DPoolwork relationships
|:|Sc-cial dysfunctionfisalation

Physical Exam:
Vitals  BP: HR: RR:

eMusculoskeletal Examinations

Hotes: . _—
«Meurclogical Examinations

Medico-legal i
[atypical health beliets [CImedico-legal issues

Insert Last Note |:|Psychosomatic perceptions

|:|High levels of distress

help define goals

I or

Pain & Psychosocial Status is where the primary care
provider can document notes pertaining to the patient’s
functional assessment, social function and psychological
status. If any assessment tools were done, elaboration on
these metrics can be documented here.

If Review Substance Use Hx & OUD Risk Assessment
is checked, this will populate the Substance Use Hx &
OUD Assessment section. Information documented
from either the most recent use of the Baseline
Assessment or previous use of the Follow Up visit will
populate.

Wark with the patient to identify goals towards which the patient would like to work to. Use the SMART framework to

p [New Diagnosis - - -
; I.. Substance Use Hx & Opioid Use Disorder (OUD) Risk A nent Unsert Last Note)
Treatment Plan Review & Updates General notes:
——@ Treatment Goals =Alcohols

=llict substancess
=Prescrintion medications=

Risk Assessmemnj} Opiocid Risk Tool
z=Risk Assessment.= =Low risk patientz =High risk pt dit.= zanxietyz =depression: «PTSD=
Tip: SMART goals zcurrentipast hx of alcohol or drug uses

Specific =Oinioid Risk Tool score s e

Urine Drug Screen (UDS) [ |Order Urine Drug Screen(UDS) .
easurakle | Last done:
Results:

Agreed-upon

Reslistic never done

Time-hased = = )

H chec| s

[ |Opioid Use Disorder (OUD) Assessment: 0OUD checklist

If Review Yellow Flags is checked, this will populate the yellow flag checklist. If any
yellow flags were documented previously in either the Baseline Assessment or
previous use of the Follow Up visit, these will populate.

If a new diagnosis of CNCP is established after completing the physical exam section,
the primary care provider will be reminded to update the diagnosis checklist and CPP.
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Inzert Last Hote

The buttons will insert what was last documented in those sections.

The buttons will clear any stamp note templates, last documented notes or notes documented at current visit in those
sections.

Last done: Will populate the date of the last UDS, if UDS checkbox was selected. The primary care provider can also add date
manually.

Urine Drug Screen (UDS) results will pull in UDS test results from incoming labs.
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Treatment Plan Review &

.TI"E-CITI'I‘IEI‘IT Plan Review & Updates

Updates

——@ Treatment Goals

help define goals

+ Wk

——@ Mon-Pharmacological Therapy

) Non-Pharmacological Therapy
Physical Activity (f)

Psychological Therapies (D

Self-Management Program (D

Physical Therapies @

(1) &=

Worlk: with the patient to identify goals towards which the patient would like to work to, Use the SMART framewaork to

Tip: SMART goals
Specific
Measurahle
Agreed-upon
Realistic
Time-hased

(hsert Stamp Text) (Insert Last Note ) (Clear )

fisert Stamp Tex) (Insert Last Hote)

[

>

Patient Resources:

HuroNovo Centre for Mindful Solutions (website)
Fact Sheet: Chronic Pain (PDF)

Introduction to Mindfulness for Chronic Pain (webinar websi.|.

Yoga for people in pain (webinar website)
eCouch {weblink)

The ® icon beside subtitle headings will bring up addition information pertaining to that therapy/treatment plan.

ot

Qg
The = = icons will bring up talking points for the primary care provider to help them discuss certain treatment options with the patient.

Non-Pharmacological therapy options will load blank with no Stamp template. The
primary care provider has the option to insert the Stamp Template if they would like to
reference these again or insert the last notes from most recent visit.
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——@ Non-Opioid Medications ®
Plan CD ((Add Med ) ( Change Med ) (Medication Options ) (Insert Last Note ) (Clear )

As it does in the Baseline Assessment:

. (GG
e

will open up the medication prescription module.

The (Change Med ) bring up a filtered view of medications in the encounter notes section of the EMR.

day 9, 2017
Immunized: influenza wirus vaccine
day 25, 2017
Start: candesartan take as directed Quantity: 1 taklet
lun 6, 2017
Start: bisoprolol fumarate 2.5 mg 1 time daily Quantity: 1 tablet
lun 13, 2017
Start: oxycodone (Oral) 40 g od Quantity: 40 mg

TLO

TLO

TLO

TLO
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The (Medication Options )

% Chronic Mon Cancer Pain CMCP Medication Reference tool QBIC

File
Drug Class Drug Pain types®
General Acetaminephen Osteoarthritis (hip or knee)

Dosage Infol

MNonsteraldal anti-

Low back pain

convulsants

inflammatory drugs
Dosage Info| NSAIDS)
Anti- Carbamazepine 1“-lime for trigeminal neuralgia imay

also be used for general neuropathic

pain)

r it pain
[Amitriptyline or gabapentin are
usually the first choice)

Dosage Info

Pregabalin

If amitriptyline or gabapentin are
not effect ted. pr
may be used as an alternative for
neuropathic pain or ibromyalgia

Anti-
depressants

Amitriptyline
[nortriptyline

‘of imipramine
may be usedif
amitriptyline not

Neuropathic pain (Amitriptyline
or gabapentin are usually the first|
choice)

will pop up the following medication reference tool:

If you click on the Dosage Info, it will populate more information on the medication.

fiE <

effectivel
Duloxeting Meuropathic pain due todiabetes
fibromyalgia. or osteocarthritis
Dosage Infol Fluoxetine Fibromyalgia
Topical Topical NSAIDS Musculoskeletal pain' and
ostecarthritis”

Dosage Info

Topical rubifacients

Musculoskeletal pain [if other drug
treatments are not effective)

. C inoi

d ts or anti-c

are not eq

P

« Nabiximols

nt in effectiveness as anti-
18
s

Cannabineid forms that can be considered for neuropathic pain:'*
« Synthetic tetrahydrocannabinol (nabilone)

« Dried cannabis [vaporizer or edible product)

Add ko Notes

v

File
Drug/drug class | Paintype Evidence| Rolein therapy | Potential harms Dosage* Tapering**
level

Acetaminophen | Osteoarthritis ase Should be » Can be hepatotoxic at « 1000-4000mg/day* Tapering
{hip or knee), considered doses of greater than3-4 | | Dose provided in product labelling not required
in additional for hip or knee grams/day and at lower {maximum 4000 mg/day) is for
to non- osteocarthritis dosages in patients with short-term treatment (5 days)®
pharmacclogical lalene orin chrenic alcohol use or liver . o X
treatment combination disease! « There is greater risk (including Gl

with NSAIDs), in

addition to non-

pharmacclogical
treatments

Consider liver function
tests (LFTs) ifhepatic risk
(history of liver problems
aralcohol abuse, long-
term use)®

.

Reduce doseinliver
insufficiency or alcohol
dependence*

Many medications

(e.g.. over the counter
coughand cold and pain
relief products) contain
acetaminophen; read the
label and avoid exceeding
maximum dose®

adverse events and multi-organ
failure) from acetaminophen with
extended duration of use-use
conservative dosing and treatment
duration”
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=@ Opioid Medications _.5,@‘3

QOpioid medications areEtthe preferred treatment for CMCP but may be considered in selected patients. If opioids are used, they
vghould be combined with non-pharmacological treatments and non-opioid medications as appropriate

The following is meant to provide guidance for treatment options for when assessing current and new Opioids:

Pt is currently on Opioid(s)
OR

Pt is currently NOT on Opioid
but considering

OR

Pt does not warrant consideration
for Opioids at this time

Opioid Medication Treatment Plan (j) ((Add Med )(Change Med ) (Insert Last Note ) (Clear )

Plan- «start:» «taper:» «titrate:» «maintain:»
«med name:» «dose:» «length of trial:»
«discussed potential for side effect(s):»
«discussed potential benefit(s):»
«reviewed/referenced medication material»

P S PR,

Clinician Tools Resources:

- Morphine equivilence table

- Tapering meds

- Strategies to prevent OUD

- Opioid Treatment Agreement
- Opioid Conversion Table

Opioid Related Patient Resources:
CDC - Prescription opioids: What you need to know (PDF)

McMaster University: Messages for patients taking opioids (Website)
Mike Evans - Best Advice for People Taking Opioid Medications (video URL
ISMP Canada Opioid Stewardship - Opioid Pain Medicines Information for Patient and Families (PDF)

The following is meant to provide guidance for treatment options for when assessing current and new Opioids:

( Review Opioid Criteria
Ptis currently NOT on Opioid C Review Current Opioids )
but considering
OR

Pt does not warrant consideration

; Iy ant 1 ) File
for Opioids at this time

= CMCP Current apioid review QBIC

If Pt is currently on Opioid(s) is selected, the primary
care provider can review the Opioid Criteria and review
current opioids.

Opioid Criteria
Opioids should be reserved for patients that meet the following criteria:

A biomedical pain diagnosis, with evidence for an indication of opicids (currently there is limted evidence for use of opicids in FM
and Headaches)

Mon-opicid treatments have been trialled or are being trialled concurrently
Pain is severe enough to interfere with daily function

P | Patient has low-risk of opioid use disorder  (Referfo section on Substance abuse and Opivid Use Disomer Risk Assessm

oxycodone

o |F discontinuing Opioids, refer to taper meds to guide desprascribing

Review current opioids *(will show ONLY if listed in medication section of patient profile)

Evaluate if the benefits outweigh the risks to determine if it is warranted to continue on opioids and consider consultation if unsure
i * |F continuing Opioids, keep in mind that the current watchful dose is 90 MME

Tools and Resources
- View strategies to prevent OUD
- Tapering meds

Last Renewed
Oct 3, 2017

Name Date Started

Oct 3, 2017

: Dosage - Morphine equivilence table
as directed

Discard

Strategies to prevent OUD, information on tapering medications and the
Morphine Equivalence table can be accessed here.
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If patient is currently NOT on Opioid(s) but considering is selected, the primary care provider can review opioid criteria and medication
recommendations and dosage information.

=@ Opioid Medications 272

Opioid medications are not the preferred treatment for CHCP but may be considered in selected patients. If opicids are used, they
v should be combined with non-pharmacelogical treatments and non-opicid medications as appropriste

Opioid Criteria

he following is meant to pravide guidance for treatment options for when assessing current and new Opiaids:

—|Ptis currently on Opioid(s)
OR

7Bt

i ently
“biit considering
OR

" |Pt does not warrant consideration
for Opicids at this time

(

Review Upioid Criteria

(

View Rx reco lations and d

inffo, )

=

Fi

Opioids should be reserved for patients that meet the following criteria:
DA biomedical pain diagnosis, with evidence for an indication of opicids (currently there is limited evidence for use of opicids in FM
and Headaches)
DNon-opioid treatments have been trialled or are being trialled concurrently
|:|Pain is severe enough to interfere with daily function

|:|Patier|t has low-risk of opicid use disorder (Referto section on Substance abuse and Cpioid Use Disorder Risk Assessm

CMNCP Starting Opioids QBIC

or function with long term use.

Before trying opicids, it is not necessary to sequertially "fail" non-pharmacoelogical or non-opicid pharmacological therapies, though
v it is important to weigh expected benefts and risks of therapy. There is no high guality evidence showing that opicids improve pain

# |F starting Opicids aim to keep the dose below 90 MME, most patients respond to a dose of 50 MME

* Start with weak opicids (e g Tr:

# Potent opicids are second line (.9. Morphine, Oxycodone, Hydromorphone, F

dol, Codeing

View

strategies to prevent OUD

tanyl, Methad T

pentadol, Buprenorphine )

Drug/drug class

Pain type*

Evidence
levelse

Weaker opic

oids

Role Py

Dosage™

Codeine

- Chroniclow back
pain

- Osteoarthritis

« Use only if patient
does not respond to

+ Nausea, constipation,
drowsiness, dizziness,

dry
vomiting

+ Among opioids, this
o *: !

a pioid fo
mild to moderate pain

2 (risk
lower than with stronger
opioids)

 Start: 15-30 mg q6h
on: q7d, increase by 15-30 mg/d
« Max: 600 mg/d

Poarls:

+ When used with acetaminophen, limit
max acetaminophen dose to 3.2g/day

+ Maximum duration of therapy for
breastfeeding women = 4 days (some
women rapidly metabolize codeine to
morphine; causing neonatal toxicity)

:
e

« Chroniclow back
pain

« Osteoarthritis

|~ Use only if patient

« Seizure risk (in patients
at high risk of seizure or

« Tramadol/acetaminophen
(37.5/325 mg):

| does not respondto
|

| + Among opioids, this
| isa1st-ine opioid for
mild to moderate pain

that increase serotonin,
such as selective
serotonin reuptake
Inhibitors [SSRIs])

- Nausea, i

- Start: 1 (max 4 tabs/d)

- Titration: q7d, increase by 1 tab
-6

= Max: 8 tabs/d

ol regular re! :

drowsiness, dizziness,
dry skin/itching.
vomiting

« Abuse/addiction: (risk
may be lower than with
stronger opioids)

): 25 mg QAM

y mg
- Day 10-12: 25 mg QID
« Day 13-15: 50 mg TID
- Day 16 and thereafter: 50 mg QID
« Tramadol controlled-release (CR):
- Start: 100-150 mg g24h (depends
on brand)
- Titra

2-7d (depends on brand)
- Max: 300-400 mg/d (depends on
o)
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If patient does not warrant consideration for opioids at this time is selected, an Update Treatment Plan with note button will appear.

= Opioid Medications &°%

Opioid medications are not the preferred treatment for CNCP but may be considered in selected patients. If opioicds are used, they
v should be combined with non-pharmacological treatments and non-opicid medications as appropriate

The following is meant to provide guidance for treatment options for when assessing current and new Opioids:

[Pt is currently on Opicid|s)
OR

[Pt is currently HOT on Opioid
but congidering

oR
: A a—
[¥]Pt does not warrant consideration C Update Treatment Plan with note D
for Opioids at this time
. . ——@ Opioid Medicati oy
If Update Treatment Plan with note is plotd Medications &5 : ‘
Opicid medications are not the preferred treatment for CHNCP but may be considered in selected patients. If opicids are used, they
Selected a n Ote W| ” Sta m p IntO the v should be combined wrtrm)nfpharmacologlcal treatments and non-opicid medications as appropriate ‘
’
. The following is meant to provide guidance far treatment options far when assessing current and new Opioids:
treatment plan text area without the
. p . . [Pt is currently on Opioid(s)
primary care provider having to OR
. - . R s Mo on Opiie
manually input this information. or
[VIBt does not warrant consideration C Qi T [Pl il e D
For Upioids st thig time

Opioid Medication Treatment Plan ® (Add Med )(Change Med) (Insert Last Hote) Clinician ToolsResources:
Mo opioid treatment warranted at this time.

v

- Tapering meds

- Strategies to prevent OUD
- Opioid Treatment Agreeme|
- Opioid Conversion Table

Opioid Related Patient Resources:
CDC - Prescription opicids: What you need to know (PDF)

University: ges for pati taking opioids (Website)
Mike Evans - Best Advice for People Taking Opioid Medications (video URL




Additional Plan Notes allows the primary care provider to document/summarize their treatment plan for the patient.

\——@ Additional Plan Notes [nsert Stamp Tex) (Insert Last Hote) (Tlear )
Fatient Resources: Tools/Forms
Canadian Pain Coalitions - Pain Resource Centre (web... open lab req for UDS
The Arthritis Society of Canada: Managing Chronic Pain {web...
RHAD Fact Sheet: Helping people manage their pain (PD...
* Information in this tool has been referenced from The Gentre for Effective Practice's Management of Chronic Non Cancer Pain

Toolkit. For more information and additional resources please refer to their website: TheWellheatth.ca/CHNCP




Chronic Non Cancer Pain Toolbar

The CNCP toolbar will appear as a ribbon bar at the top of the patient’s chart. The CNCP toolbar can be set to show for patients with documented
chronic non cancer pain, certain pain diagnosis or if the patient has had the CNCP Baseline Assessment custom form inserted into their chart at

least once. It is up to the preference of the primary care provider on how they will set their toolbar reminder. Note*: for insturctions on how to
set up a toolbar reminder, please refer to the User Guide.

A new Baseline Assessment form
can be inserted as well as a new
Follow up visit form.

Metric scores will populate from pain and mental
health assessments. If the primary care provider clicks
on the metric, a graph of metrics over time will appear.
The date of latest metric score also appears.

AN

Chronic Non Cancer Pain (CNCP) \

- - X - a- , ) [t : )
Inltlal.l'BaseI!nie last done: Jun 22, 2|:|1._ FHGC ? ES date: Oct 2, 2017 BFI PE5: 3__I:I date: Oct 2, 2017 | Open Lab req  eConsult
Follow up wisit last done; Cct19, 2017 GAD-T: 5 date: Oct 2, 2017 BRI PIS: 1.7 date: Oct 2, 2017

/

The date of the most recent use of the either
the Baseline Assessment or Follow Up will
appear. If the primary care provider clicks on
the date, this will direct the primary care
provider to that form in the chart.

/

The customized lab
requisition can be
accessed here.

‘

An eConsult can be made
quickly and easily with the
eConsult custom form.
Selecting this will insert
the form into the patient’s
chart.
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Contact Us

We would love to hear any feedback or suggestions you may have on how we can improve this tool to better suit you or your
patients’ needs.

For any feedback or questions regarding the EMR CNCP tool, please contact Tara.lonergan@ehealthCE.ca

For any feedback or questions regarding clinical content/guidelines of the tool, please contact amanda.vanhal@effectivepractice.org
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