
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. 

 

 

 

 

 

 

 



2 
 

Table of Contents  

 

Chronic Non Cancer Pain Management tool ................................................................................................................................................................ 3 

Chronic Non Cancer Pain Management tool – Baseline Assessment QBIC CEP .......................................................................................................... 4 

General Tool Overview .............................................................................................................................................................................................. 4 

Pain Summary ............................................................................................................................................................................................................ 5 

Patient History ........................................................................................................................................................................................................... 6 

Substance Use Hx & OUD Risk Assessment ............................................................................................................................................................... 7 

Physical Exam ............................................................................................................................................................................................................. 9 

Management Plan ......................................................................................................................................................................................................... 9 

Treatment Goals ........................................................................................................................................................................................................ 9 

Non-Pharmacological Therapy ................................................................................................................................................................................. 10 

Non-Opioid Medications .......................................................................................................................................................................................... 12 

Opioid Medications .................................................................................................................................................................................................. 14 

Additional Plan Notes .............................................................................................................................................................................................. 17 

Chronic Non Cancer Pain Management tool – Follow up visit QBIC CEP .................................................................................................................. 18 

General Tool Overview ............................................................................................................................................................................................ 18 

Chronic Pain Review ................................................................................................................................................................................................. 20 

Treatment Plan Review & Updates .......................................................................................................................................................................... 23 

Chronic Non Cancer Pain Toolbar ............................................................................................................................................................................... 30 

Contact Us ................................................................................................................................................................................................................ 31 

 

   



3 
 

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):  

 Chronic Non Cancer Pain Management tool – Baseline Assessment QBIC CEP.cfm 

 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, fibromyalgia (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.  
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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: 

 

 

 

 

 

 

 

 

 

Selecting the will populate the following intended tool use message: 

 

 

 

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. 
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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.  

 

  

Established Pain Diagnosis checkbox’s will 

prepopulate if any of those conditions are 

listed in the Cumulative Patient Profile (CPP). 

Note*: depending on how data is entered in 

the CPP, there is a chance that a diagnosis 

entered in a different format might be 

missed.  

Clinical Resources web links will direct you 

to additional information/resources on that 

specific diagnosis. 

PSS Stamp templates are used throughout 

the tool for the primary care provider to 

easily tab through the different options 

within a text area (i.e. Subjective Pain 

Information) and tab over what they want to 

keep in the notes and delete what they do 

not. 

Open BPI assessment tool will pop 

up a BPI assessment form that the 

patient can fill out with the primary 

care provider. Selecting Add to 

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.  



6 
 

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.  

  

 

 

 

 

 

 

 

 

PHQ-9 and GAD-7 scores will 

populate overtime in the 

flowsheet. 

Open PHQ-9 assessment tool and 

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 

to log back into the EMR for privacy 

purposes. If the primary care 

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. 
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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.  

 

If the is checked, the following OUD Assessment will pop up: 

 

 

 

 

 

 

 

 

 

The primary care provider can add general notes 

pertaining to their assessment of OUD or can select 

the OUD checklist to access the Clinical Features of 

Opioid Use Disorder (OUD) to reference/document 

specific indicators and other notes. 
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If the  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  will pop open the following Opioid Risk tool and a Total Score will calculate at the bottom: 
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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. 

 

 

 

 

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. 
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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.  

 

 

 

 

 

 

 

 

 

 

 

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

appears: 

 

 

 

 

Patient Resources are 

also provided in this 

section, for the primary 

care provider to either 

print or provide the 

link to the patient.  
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Selecting the  icons 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: 

 

 

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.  
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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.  

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 

care provider is going to start, taper, titrate or maintain 

a medication) and also if potential benefits and side 

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

information. 

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

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For documentation purposes, 

checkboxes can be checked if 

patient meets the criteria for 

an opioid prescription. 
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If is selected, the following information will populate: 
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Opioid Medication Treatment Agreement can be reviewed and 

printed for the patient to sign. 

If the  is selected, the following information will populate: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

All of the same content will be provided 

as above, if included in this section as 

well (i.e. Strategies to prevent OUD pop 

up). 

If the medication names are selected (in order from 

weaker to more potent opioids), additional medication 

information will be provided for each. 
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If  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. 
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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: 
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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).  

 

 

 

 

 

 

 

 

 

 

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. 

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 



21 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 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 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. 

 

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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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. 

 

                                              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. 

 

 

 

 

 

 

 

 

 

 

 



23 
 

Treatment Plan Review & Updates 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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

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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As it does in the Baseline Assessment: 

The  will open up the medication prescription module.  

 

The  will bring up a filtered view of medications in the encounter notes section of the EMR. 
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The  will pop up the following medication reference tool: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If you click on the Dosage Info, it will populate more information on the medication. 
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If Pt is currently on Opioid(s) is selected, the primary 

care provider can review the Opioid Criteria and review 

current opioids.  

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. 
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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. 

If Update Treatment Plan with note is 

selected, a note will stamp into the 

treatment plan text area without the 

primary care provider having to 

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

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



30 
 

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. 

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. 

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. 

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  

mailto:Tara.lonergan@ehealthCE.ca
mailto:amanda.vanhal@effectivepractice.org

