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 Oral Non-Opioid Medications
Firstine oral trealment is acetaminophen. Recommend as part of multimodal treatment and with use of adjuvant analgesics, including antidepressants and anticonvulsants, for patients with neuropathic pain, mixed pain syndromes,
or refractory persistent pain.
NSAIDs are not recommended, except for acute pain. Skeletal muscle relaxants are not recommended except for skeletal muscle spasticity.
 Acetaminophen: First-line therapy
Acetaminophen is recommended firt line because of it safety profile, though has mixed evidence for chronic low back pain and osteoarthritis. Not recommended if active alcool use or advanced liver disease.
[ acetaminophen (TYLENOL) 500 mg tablet
E-Prescribe, Disp-180 tablet, R-3

 Antidepressants: Adjuvant therapy

Recommended for arthritis, low back pain, neuropathic pain, and fibromyalgia with and without depression symptoms. Not recommended if history of falls or fractures TCAs generally not recommended in older adults
jic side effects_ If one drug does not work, try other options.

ain, then one recommended treatment option is to taper off the current antidepressant and start an SNRI. Guidance for tapering antidepressants is based on
‘expert opinion. Decreasing the dose by about 25-50% per 1-2 weeks is a generally useful rule of thumb. If a patient is on a higher dose, a more gradual taper is recommended. No period of overlap is recommended between the
current and new antidepressant.
[ouloxetine (preferred SNRI; can be adjusted weekly: usual range 60-120 mg dail
P ] o 9
Disp-90 capsule, R-3

[Ovenlafaxine (SNR!; can be adjusted weekly; usual range 75-225 mg daily)
Disp-90 tablet, R-3

[milnacipran starting dose pack (first month)
E-Prescribe, Disp-55 tablet, R-0

[Milnacipran 50 mg tab (maintenance dose)
E-Prescribe, Disp-10 tablet, R-3

~ Anticonvulsants: Adjuvant therapy
Recommended for neuropathic pain or fibromyalgia. Not recommended if a history of falls or fractures. Adverse events include sedation, di

iness, peripheral edema. If one drug does not work, try other options in class.

[JGabapentin (preferred: usual dose for »= 65 y: 100-600 mg tid, for <65 years: max 900 mg tic)
E-Prescribe, Disp-90 capsule, R-3

[eregabalin (max 300 mg bid)
E-Prescribe, Disp-20 capsule, R-3

[ carbamazepine (increase gradually over weeks, usual dose 600-800 mg dail
E-Prescribe, Disp-90 tablet, R-3

) not recommended if CKD 4 or 5 (not on dialysis), strong CYP3A4 inducer)

[JeMmP (recommended if last creatinine is >1 year old) Bl
Expected: Today, Expires: 6 Months, Lab Collect

 Cannabinoids: Adjuvant therapy
Effects may be enhanced when used in combination with other analgesics and/or nondrug strategies. Weak evidence. Moderate risk of use/side effects. Not recommended if patient has a history of CAD due to increased MI risk or if
tory of substance use disorder.

For some patients, especially those with chronic pain and dementia vith behavioral disturbances refractory to prescribed medical management, it may be appropriate for them to have a medical marjuana card. Recommend starting
with low dosages, i naive to cannabinoids.

Last Single-Question Drug Use Screener:
No flowsheet data found

Last UDS:
No results found for this or any previous visit

- Click this link to the Health Care Professional Witten Certification Form.

[oronabinol 2.5 mg tid, #90, 2 refills
E-Prescribe, Disp-90 capsule, R-2

[Durine drug screen (recommended annually) Il
Expected: Today, Expires: 6 Months, Unit Collect/Clinic Collect
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~ Acute-on-chronic pain only [
¥ NSAIDs or COX-2 Inhibitors: Acute pain only
‘Oral NSAIDs not recommended in older adults with CKD Stage 4/5, risk of harm lik

[oiclofenac transdermal 196 gel (as effective as oral NSAIDs with fewer side effects) |
E-Prescribe, Disp-1 Tube, R-0

y to outweigh potential benefit Topical NSAIDS can be used safely

[iclofenac 1.3% patch (as effective as oral NSAIDs with fewer side effects)
E-Prescribe, Disp-60 patch, R-3 q
' Skeletal muscle relaxants: Short-term treatment of muscle spasticity only

Only recommended for acute pain due to documented muscle spasticity (not for tense muscles) or for chronic pain due to spasticity/contractures in patients with CVA or spinal cord injury after unsuccessful trial
of safer alternatives. High risk for older adults due to anticholinergic side effects (sedation, weakness, urinary retention, orthostasis, etc.). Limited effectiveness data. Not recommended if on tricyclic

antidepressant, other anticholinergic, or opioids. Needs to be tapered for safe discontinuation. Increase total daily dose by at most 5 mg every 2-3 days and use lowest effective dose. !

[aclofen (muscle spasticity/contractures only; high risk for anticholinergic side effects) .
E-Prescribe, Disp-7 tablet, R-0

[

~ Opi

Medications
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Medications

n Drug Use Screener: No data recorded
 Clinician Tools for Managing Chronic Opioids

When prescribing opioids, a universal precautions approach is recommended by CDC (embed link if possible) to mini
Prescription Monitoring Program, urine toxicology, and naloxone prescribing.

ient provider agreements, checking the llinois

Patient provider agreement: Before starting opioid treatment, discuss known risks and realistic benefits of opioid treatment as well as patient and clinician responsibilities for managing opioids. A copy of the
agreement is available under communication management as a letter (Epic ID number 221176).

Wlinois Prescri

ion Monitoring Program: Check the lllinois Prescription Monitoring Program before every opioid prescription.

Urine Toxicology: Urine drug screening can be used to 1) confirm that patients are taking prescribed medications and 2) not using non-prescribed substances. If quantitative confirmatory opioi
a send out test (MAYO OPATU) can be ordered. For questions about urine toxicology results, call the chemistry lab (2-1772) or email Dr. van Wik (xvanwijk@bsd.uchicago.edu) or Dr. Yeo
(iveo@bsd.uchicago.edu).

testing is needed,

required that you review ILPMP when prescribing opioids.

Last UDS:

No results found for this or any previous visit
- CDC guideline

- BHIP Opioid CDS

[urine toxicology (detects morphine, codeine, heroin, and only 25% of hydrocodone; does not detect oxycodone; recommended before starting opioids and at least annually) Il
ROUTINE, Expected: Today, Expires: 6 Months, Unit Collect/Clinic Collect

[chronic, continuous use of opioids [F11.90]

[urine hydrocodone screen (recommended if taking hydrocodone) Ml @
Expected: Today, Expires: 6 Months, Unit Collect/Clinic Collect

[INaloxone (recommended if history of overdose, substance use disorder, 50 MME/day, or benzodiazepine use)
E-Prescribe, Disp-2 each, R-0
[Jopioid safety and Naloxone Patient Instructions for AVS
» Short-acting opioids
» Long-acting opi
» Tapering Opioids

Click for more

Click for more
Click for more
v OUD Treatment
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[INaloxone (recommended if history of overdose, substance use disorder, >50 MME/day, or benzodiazepine use)
E-Prescribe, Disp-2 each, R-0

[Jopioid safety and Naloxone Patient Instructions for AVS

 Short-acting opioids
For acute pain, a 3-day supply is recommended for most patients. For chronic pain, prescribe opioids for @ 1-month trial and schedule a return visit to evaluate response. Recommend co-prescribing bowel
regimen and naloxone, if indicated.

Tylenol #3 and #4 are not preferred because of their polypharmacy risk. They are metabolized via CYP2D6 and CYP3A4, which are used by many other drugs.

[Clrramadol (avoid if history of seizures, on SSRI or SNRI, or CKD 4 or 5)
E-Prescribe, Disp-15 tablet, R-0

[JHYDROcodone-acetaminophen (NORCO) 5-325 mg tablet
E-Prescribe, Disp-15 tablet, R-0

[JoxycopONE (0xVIR) 5 mg immediate release tablet
E-Prescribe, Disp-15 tablet, R-0

[Jeowel regimen (recommended with all opicid prescriptions)
[JGeneral opioid information and Naloxone education
[Follow-up appt 1 month

~ Long-acting opioids

Recommended for severe pain requiring daily, around-the-clock opioid coverage for which alternative options are inadequate. Only use long-acting formulations in opioid-tolerant patients (e.g., those who have
been taking 260 MME daily).

[IMorphine ER (not recommended if CKD 4 or 5, use only as part of multimodal pain treatment in opioid-tolerant patients >=60 MME daily)
E-Prescribe, Disp-60 tablet, R-0

[Joxycodone ER (Oxycontin) (use with caution if CKD 4 or 5, use only as part of multimodal pain treatment in opioid-tolerant patients >=60 MME daily)
E-Prescribe, Disp-60 tablet, R-0

[rentanyl patch (use with other pain treatments, use only as part of multimodal pain treatment in opioid-tolerant patients >=60 MME daily)
E-Prescribe, Disp-10 patch, R-0

[Jopioid safety and Naloxone Patient Instructions for AVS
[rollow-up appt 3 month
 Tapering Opioids

decision making is important for successful opioid tapers.

Recommend decreasing d d dos

case, taper can be slowed and/or adjunctive medications can be used to manage symptoms.

[ctonidine (recommended for anxiety, restlessness, tachycardiz; isk of bradycardia and hypotension)
E-Prescribe, Disp-14 tablet, R-0

[J Acetaminophen (recommended for myalgias/arthralgias)
E-Prescribe, Disp-30 tablet, R-0

[razodone (recommended for insomnia)
E-Prescribe, Disp-14 tablet, R-0

[Jondansetron (recommended for nausea/vomiting)
E-Prescribe, Disp-30 tablet, R-0

[JLoperamide (recommended for diarrhea)
E-Prescribe, Disp-30 tablet, R-0

Cca

No

Go
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v OUD Treatment

Opioid misuse may be suspected because of discordant urine toxicology, atypical ILPMP fill patterns, clinical intuition, or positive DAST scores. Opioid Use Disorder (OUD) s a chronic disease with available
‘evidence-based treatments. OUD s diagnosed using the DSM-S criteria. Evidence-based treatment for patients with OUD include medications for OUD (MOUD), also known as medication assisted treatment
(MAT), with buprenorphine, methadone, or naltrexone, in combination with behavioral therapies. Harm reduction, a set of practical strategies and ideas aimed at reducing negative consequences associated with
drug use should be discussed with all patients with OUD. Prescribing naloxone and safely discontinuing prescribed opioids are effective harm reduction strategies. Shared de
with the patient the optimal OUD treatment for them. If patients with OUD have acute or chronic pain, pain management should be coordinated with their MOUD prescriber.

Last drug screening question: (P) None

- Chicago Recovery Alliznce resources

- UIC Shared Decision Making guide for Medications for OUD
- Referral to Friend Health/HRDI for Methadone

~ OUD management

[ONaloxone (recommended for all patients with Opioid User Disorder)
E-Prescribe, Disp-2 each, R-0

[INaloxone Patient Instructions for AVS
[Joutpatient Consult to Adult Psychiatry / Psychology
[JReferral to DCAM PCG for Opioid Use Disorder

[suboxone education

O

tions for Opioid Use Disorder Treatment Comparison

v Ad-hoc Orders
You can search for an order by typing in the header of this section.
R DCAM Outpatient Pharmacy €, 7738347002

v

Qpssaciate| ¢ Edit Multiple & Providers X Remove vgPend | sign




image1.png
1-COPE Older Adult Chronic Pain Smartset # Manage User Versionsy A
Your patient or their caregiver completed the I-COPE survey of their current pain, goals, and treatment preferences. This information should be used to guide discussions about treatment options in a process of
shared decision making.

This smartset was developed by Drs. Mim Ari, Katherine Thompson, and Neda Laiteerapong based on the American Geriatrics Society 2020 Geriatrics At Your Fingertips guidelines for pain management and the.
CDC Guideline for Prescribing Opioids for Chronic Pain. Please contact Dr. Ari (mari2@medicine.bsd uchicago.edu) with any questions or comments.

Arthritis, low-back pain, myofascial pain: Exercise, physical therapy, cognitive behavioral therapy, other nondrug treatments, acetaminophen, topicals, intra-articular corticosteroids, NSAIDs, cox-2 inhibitors, and
duloxetine. Opioid medications may be indicated if benefits outweigh risks,

Neuropathic pain: Nondrug treatments, topicals, SNRIs, and anticonvulsants. Opioid medications may be indicated if benefits outweigh risks.
Myofascial pain syndrome, somatoform pain disorders, fibromyalgia, TMJ dysfunction, tension headache: Exercise, physical therapy, cognitive behavioral therapy, other psychological therapy, SNRIs.

Your patient is interested in these Pain Management Options:
(P) | prefer my provider to choose, Physical therapy, Assistive devices (examples: cane, walker), Behavioral strategies or coping tools, Therapy or counseling, Patches or creams o gels (examples: lidocaine,
capsaicin), Non-opioid pills (examples: duloxetine, gabapentin), Opioids (examples: tramadol, hydrocodone), Joint injections, Referrals to specialists (examples: pain clinic, orthopedic surgery), Chiropractor,
Acupuncture, Massage therapy, None, Other

(P) other

Belos is a conversation tool to talk with your patient about treatment options.
- Conversation Tool

v All Patients.

-COPE Action Plan

I-COPE Action Plan

~ Self Management

Effective seff-management treatment options by source of chronic pain are listed here:

exercise (walking, tai chi, yoga)
/0ga), acupuncture, transcutaneous electrical nerve stimulation (TENS), Qigong
oga), TENS, Qigong, massage, heat, chiropractor, mindfulness-based meditation, seff-management education

Hip pair
Knee pain- exercise (walking, ta
Back pain: exercise (walking, tai
Shoulder pain acupuncture
Neck pain” acupuncture, massage

General chronic pain: exercise (walking, tai chi, yoga), cognitive behavioral therapy, acceptance and commitment therapy, guided imagery with progressive muscle relaxation, music, self-management education

» Patient Education and Coping Strategies Click for more

» Exercise
» Assistive Devices

Click for more
Click for more

 Referrals to Other Specialists
Physical therapy is effective for arthritis, low back pain, myofascial pain, fibromyalgia, TMJ dysfunction, tension headache. Psychotherapy is effective for management of chronic p

Intraarticular joint injections have mixed evidence for their effectiveness and can be done by several different specialists, including Rheumatology, Pain Management, Orthopedic Surgery, and Primary Care. For hip arthrits, an
intraarticular joint injection is firstline treatment and is performed by Pain Management and Orthopedic Surgery.

» Referrals Click for more.

~ Topical Anesthetics
» Counterirritants (OTC): Localized musculoskeletal and arthritis pain
» Topical Analgesics (Capsaicin, Lidocaine, Diclofenac): Minor musculoskeletal pain and neuropathic pain

Click for more
Click for more

¥ Oral Non-Opioid Medications
Firstine oral treatment is acetaminophen. Recommend as part of multimodal treatment and with use of adjuvant analgesics, including antidepressants and anticonvulsants, for patients with neuropathic pain, mixed pain syndromes,
or refractory persistent pain.
NSAIDs are not recommended, except for acute pain. Skeletal muscle relaxants are not recommended except for skeletal muscle spasticity.
» Acetaminophen: First-line therapy
» Antidepressants: Adjuvant therapy
» Anticonvulsants: Adjuvant therapy
» Cannabinoids: Adjuvant therapy

Click for more
Click for more
Click for more
Click for more
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» Topical Analgesics (Capsaicin, Lidocaine, Diclofenac): Minor musculoskeletal pain and neuropathic pain Click for more

¥ Oral Non-Opioid Medications

Firstline oral treatment is acetaminophen. Recommend as part of multimodal treatment and with use of adjuvant analgesics, including antidepressants and anticonvulsants, for patients with neuropathic pai
o refractory persistent pain.

mixed pain syndromes,

NSAIDs are not recommended, except for acute pain. Skeletal muscle relaxants are not recommended except for skeletal muscle spasticity.

» Acetaminophen: First-line therapy Click for more
» Antidepressants: Adjuvant therapy Click for more
» Anticonvulsants: Adjuvant therapy Click for more
» Cannabinoids: Adjuvant therapy Click for more

~ Acute-on-chronic pain only
» NSAIDs or COX-2 Inhibitors: Acute pain only Click for more:
¥ Skeletal muscle relaxants: Short-term treatment of muscle spasti Click for more:

~ Opioid Medications

Last Single-Question Drug Use Screener: No data recorded

» Clinician Tools for Managing Chronic Opioids Click for more

» Short-acting opioids Click for more.

» Long-acting opioids Click for more

» Tapering Opioids Click for more.
~ OUD Treatment

Opioid misuse may be suspected because of discordant urine toxicology, atypical ILPMP fill patterns, clinical intuition, or positive DAST scores. Opioid Use Disorder (OUD) s a chronic disease with available

‘evidence-based treatments. OUD s diagnosed using the DSM-S criteria. Evidence-based treatment for patients with OUD include medications for OUD (MOUD), also known as medication assisted treatment
(MAT), with buprenorphine, methadone, or naltrexone, in combination with behavioral therapies. Harm reduction, a set of practical strategies and ideas aimed at reducing negative consequences associated with
drug use should be discussed with all patients with OUD. Prescribing naloxone and safely discontinuing prescribed opioids are effective harm reduction strategies. Shared decision making is important for d
with the patient the optimal OUD treatment for them. If patients with OUD have acute or chronic pain, pain management should be coordinated with their MOUD prescriber.

Last drug screening question: (P) None

- Chicago Recovery Alliznce resources

- UIC Shared Decision Making guide for Medications for OUD
- Referral to Friend Health/HRDI for Methadone

» OUD management Click for more.

¥ Ad-hoc Orders

You can search for an order by typing in the header of this section.
R DCAM Outpatient Pharmacy &, 773-834-7002

Qpssociate| - Edit Multiple & Providers X Remove ¥ Pend
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 Self Management
Effective seff-management treatment options by source of chronic pain are listed here:

exercise (walking, tai chi, yoga)

exercise (walking, tai chi, yoga), acupuncture, transcutaneous electrical nerve

exercise (walking, tai chi, yoga). TENS, Qigong, massage. heat, chiropractor,
acupuncture

Neck pain” acupuncture, massage

General chronic pain: exercise (walking, tai chi, yoga), cognitive behavioral therapy, acceptance and commitment therapy, guided imagery with progressive muscle relaxation, music, self-management education

 Patient Education and Coping Strategies
[CJucM AMB ICOPE HEAT AND COLD PATIENT INSTRUCTIONS

indfulness-based meditation, seff-management education

[TJucm AMB ICOPE MEDITATION AND MINDFULNESS PATIENT INSTRUCTIONS
[JUCM AMB ICOPE GUIDED IMAGERY PATIENT INSTRUCTIONS

[JUCM AMB ICOPE PMR PATIENT INSTRUCTIONS

[JucM AMB ICOPE MUSIC THERAPY PATIENT INSTRUCTIONS.

[TJucM AMB ICOPE TENS PATIENT INSTRUCTIONS

- Exercise
[TJucM AMB ICOPE BACK PAIN EXERCISE PATIENT INSTRUCTIONS

[Juchm AME ICOPE KNEE PAIN EXERCISE PATIENT INSTRUCTIONS
[Juch AMB ICOPE WALKING PATIENT INSTRUCTIONS
[Juch AMB ICOPE TAI CHI PATIENT INSTRUCTIONS

[Cchicago Park District - Prescription For Fittness.
Patient is instructed to bring this prescription, along with proof of address, to their nearest Chicago Park District Fitness Center, Print Script, Disp-1 each, R-3

[J community Fitness Program @ Ms!

v Assistive Devices

Options include cane (used on non-painfl side), two-wheel walker, and four-wheel (rolling) walker. Four-wheel walker is recommended only for patients who hold onto something to walk at all imes (e.g., furniture, wals), or who need
frequent rest breaks. Walkers are also helpful for decreasing back and radiating leg pain. For four-wheel (rolling) walkers, specify “with seat” and height and weight must be included

[Jourable Medical Equipment (cane, two-wheel walker, four-wheel (rolling) walker) B
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~ Referrals to Other Specialists
Physical therapy is effective for arthri

low back pain, myofascial pain, fibromyalgia, TMJ dysfunction, tension headache. Psychotherapy is effective for management of chronic pain.

Intraarticular joint injections have mixed evidence for their effectiveness and can be done by several different specialists, including Rheumatology, Pain Management, Orthopedic Surgery, and Primary Care. For hip arthrits, an
intraarticular joint injection is firstline treatment and is performed by Pain Management and Orthopedic Surgery.
~ Referrals

[Coutpatient consult to pT

[ athletico Physical Therapy External Consult

[J AT Physical Therapy External Consult

[Coutpatient consult to oT

[Joutpatient Consult to Adult Psychiatry / Psychology

[outpatient Consult to PCG BMED (Behavioral Medicine)

[ chiropractor Resource List (covered by Medicare for spinal problems, covered by private insurance for all problems)
[J Acupuncture Resource List (covered by Medicare for chronic low back pain)

[JMassage Therapy Resource List (not covered by Medicare, may be covered by private insurance)
[J OUTPATIENT CONSULT TO RHEUMATOLOGY

[Coutpatient Consult to Pain Clinic

[JOUTPATIENT CONSULT TO ORTHOPAEDIC SURGERY

~ Topical Anesthetics
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~ Topical Anesthetics

¥ Counterirritants (OTC): Localized musculoskeletal and arthritis pain

Recommended for localized musculoskeletal and arthritic pain, but effect limited when pain affects multiple joints. Apply to affected area and monitor for skin
‘camphor, menthol, and salicylate in different formulations and combinations.

jury, especially i used with heat or occlusive dressing. Options include
[Jcamphor-Menthol oint (ex. Tiger balm) (over the counter)
No Print, Disp-1 Tube, R-0

[IMethyl salicylate-menthol (ex. Ben-Gay, Icy Hot) (over the counter)
No Print, Disp-1 Tube, R-0

[ Trolamine salicylate (ex. Aspercreme) (over the counter)
No Print, Disp-1 Bottle, R-0

[IMenthol patch (over the counter)
No Print, Disp-60 patch, R-0

[JMethyl salicylate-menthol patch (over the counter)
No Print, Disp-60 patch, R-0

~ Topical Analgesics (Capsaicin, Lidocaine, Diclofenac): Minor musculoskeletal pain and neuropathic pain
Recommended for minor pain associated with muscles and joints due to backache, strains, sprains, cramps, arthritis, and neuropathic pain.

[capsaicin gel, cream, or lotion, 0.015% or more (over the counter)
No Print, Disp-1 Tube, R-0

[ capsaicin patch, 0.065% or more (over the counter)
No print, Disp-60 patch, R-0

[Diidocaine gel, cream, lotion, ointment (over the counter)
No Print, Disp-1 Tube, R-0

[Lidocaine 4% patch (over the counter)
No Print, Disp-60 patch, R-0

[Hlidocaine (LIDODERM) 5% patch (prescription only, generally not covered by Medicare Part D o requires prior authorization)
E-Prescribe, Disp-90 patch, R-3

[ piclofenac transdermal 1% cream (as effective 35 oral NSAIDs with fewer side effects)
E-Prescribe, Disp-1 Tube, R-3

[iclofenac 1.3% patch (as effective as oral NSAIDs with fewer side effects)
E-Prescribe, Disp-60 patch, R-3

 Oral Non-Opioid Medications




